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TsDKerast — y 4(21%). Crenenb cTabuIbHOCTI reMOCTas3a IpH SHAOCKoIaecKoM rccepoBanmy (o Forrest): FIIA - 2(10.5%), FIIB - 1(5.3%), FIIC - 3(15.8%),
FIII - 13(68.4%). ExoHoracTpornmacTika chopMmupoBaHa o pa3paboTaHHBIM METOAMKAM PYYHbIM ITBOM y 3(15.8%) MaljueHTOB, anmnapaTHbM - y 16(84.2%),
o MeTozvke P-aHacTomosa Ha netre no Py (ITat. UA Ne 52020 A) - 6(31.6%), o MeTonuke P-aHacTOMO3a ¢ BK/IIOYEHVIEM JIBEHa/[IIATHIIePCTHON KIIIKII -
3(15.8%), mo BoHapIo ¢ anmapaTHbIM CIIMBaHIeM IPUBOJIALIEN 1 OTBOZAIEl ITeTeb Kuiky 1 bpayHosckum coyctbeM (ITat. UA Ne 41335 ) - 10(52.6%).
Heocno)xHeHHOE TedeHe IOCIe0nepariMoHHOrO eproia 6s110 y 16 (84.2%) GONBHBIX, y 2 pasBMIICS OCTPBIIT MOCTeoneparioHHbIt maHkpeatnt(1 - ETTI
PY4HBIM IIBOM, 1 — allllapaTHbIM), @ Y OfHOTO MAlieHTa PasBI/IAch Hepdopals OCTPoit sA3BbI Tomleit kuky nocsie ETTI pydHbIM IIBOM, TOTpeOOBaBIIas
penarraporomut. JleTa/IbHBIX MICXOf{0B He 6b1710. BoiBo. 1.ITpy 0cTpOKPOBOTOYAIIIEM PaKe XKeMy/Ka Y IIAIMIeHTOB MOJIOROTO Vi CPETHEr0 BO3PACTA TOTA/IBHYIO
racTPIKTOMIIO L1eleCO06PA3HO HOMOMHATD OFHOMOMEHTHO peKOHCTPYKTIBHOI EI'TI, BBIO/THsEMOI! PYYHBIM I/ AlllIaPATHBIM LIIBOM IT0 Pa3pabOTaHHBIM
MeTtopykaM.2. ITocre TOTaIbHO racTpaKTOMMIY Ty 4IlelT B pyHKIMOHATLHOM OTHOIIEHVN IPU3HAHA allllapaTHasA PeKOHCTPYKTUBHAA €IOHOTaCTPOIIIACTIKA
C BK/TIOYEHUEM IBEHAL[ATUIIEPCTHON KMIIKIL.
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REZULTATELE PRECOCE ALE TRATAMENTULUI CHIRURGICAL
AL BOLNAVILOR CU HERNII HIATALE S1 BOALA
DE REFLUX GASTRO-ESOFAGIAN

lacub V., Gutu E., Guzun V., Cernetchii E.
Catedra Chirurgie Generald si Semiologie, USMF “N. Testemitanu’; IMSP SCM nr.1, Chisinau, Moldova

Introducere: Hernia hiatala in 66% este asociata cu reflux gastro-esofagian. Tratamentu chirurgical al herniilor hiatale consta atit in lichidarea herniei
cu efectuarea crurorafiei, cit si in efectuarea operatiei antireflux. Materiale si metode: Pe parcursul a doi ani in Clinica au fost tratati chirurgical 110
pacienti cu hernii hiatale i reflux gastro-esofagian. Diagnosticul s-a confirmat prin examinul clinic, radiologic, endoscopic si pH-metric. La 103
(93,6%) pacienti operatia a fost efectuata laparoscopic, iar la 7 (6,4%) - prin laparotomie. In 107 (97,3%) cazuri a fost efectuata fundoplicatia Nissen-
Rosetti, iar in trei (2,7%) - Dor. Ca metoda standard s-a utilizat crurorafia posterioara. Intr-un caz (0,9%) crurorafia nu a fost executata, iar la doi
(1,8%) pacienti crurorafia a fost atat posterioard, cat si anterioara. Pacientii erau examinati clinic si radiologic inainte de externare, peste 30 si 120 de
zile postoperator. Rezultate: In primele 30 zile postoperatoriu la 109 (99,1%) pacienti s-a notat disparitia semnelor patologice. La un pacient (0.9%) la
care s-a efectuat crurorafie posterioar si fundoplicatie Dor, peste o lund dupa operatie a reaparut simptomatica existentd preoperator. La 86 (77,5%)
pacienti la examinarea radiologici efectuatd in a 3-5 zi postoperator s-a constatat o dilatarea moderaté a esofagului, dar fard dereglarea pasajului. Patru
pacienti (3,6%) au necesitat dilatare endoscopica. La doi (1,8%) bolnavi postoperator au aparut semne clinice si radiologice ale dereglarii evacuatoare
din stomac. Concluzii: Analiza rezultatelor precoce ale tratamentului chirurgical al herniilor hiatale si a refluxului gastro-esofagian in 99.1% cazuri
indicd la disparitia semnelor existente preoperator. Disfagia postoperatorie este tranzitorii la mare majoritatea pacientilor.

EARLY RESULTS OF SURGICAL TREATMENT OF PATIENTS WITH HIATAL
HERNIA AND GASTRO-ESOPHAGEAL REFLUX DISEASE

Background: Hiatal hernia in 66% of cases is associated with gastro-esophageal reflux. Surgical treatment of hiatal hernia consists of removing the
hernia sac with cruroraphy and antireflux procedure. Materials and methods: During two years period in the Clinic were treated surgically 110 pts
with hiatal hernia and gastro- esophageal reflux. The diagnosis was confirmed by physical examination, X-ray, endoscopic and pH-metric studies.
In 103 (93,6%) pts the procedure was performed laparascopically, in 7 (6,4%) patients — by opened approach. The Nissen-Rosseti fundoplication has
been performed in 107 (97,3%) cases, and Dor - in 3 (2,7%). The posterior cruroraphy has been used as a standard method in all, exept of 3 (2,7%)
pts. Patients were examined clinically and radiologically (endoscopically) just upon discharging from the hospital, and 30 and 120 days after surgery.
Results: The complete disappearance of the pathological signs was noted in 109 pts (99,1%) within the first 30 days after surgery. In one (0,9%) patient,
which underwent posterior cruroraphy and Dor fundoplication, the initial symptomatology reappeared since one month after surgery. Radiological
study performed on the 3-5-th postoperative day noticed a moderated enlargement of the esophagus, but without evident passage disorders in 86 pts
(77,5%). Four (3,6%) pts required endoscopic dilatation of fundoplication zone. In 2 (1,8%) pts in the postoperative period were observed clinical and
radiological signs of delayed gastric empting. Conclusions: The early results analysis of surgical treatment for hiatal hernias and gastro-esophageal
reflux suggests disappearance of clinical symptomatology in 99,1% of pts. In mostly of patients the postoperative dysphagia is transitory.
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ULCERUL POSTBULBAR PERFORAT

Bujor P., Bujor A.
Catedra chirurgie 2, USMF,, N. Testemitanu ’ clinica de chirurgie 2 SCM ,,Sf. Treime Chisindu, Republica Moldova

Actualitatea: Desi, individualizat de criterii anatomice clare - intersectie cu artera gastroduodenalad proximal si unghiul Treitz distal, tema care este
pusa in discutie si astizi, ca regiune a duodenului (D 1-2-3-4), delimitati cranial de artera gastroduodenal si caudal de orificiul papilei si mai jos de
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acesta, este sediul unde poate apirea ulcerul duodenal postbulbar perforat.Material si metode: Studiul cuprinde un lot de 12 bolnavi, spitalizati de
urgentd cu suspectie la ulcer postbulbar perforat in perioada 2000-2010. In raport cu numérul bolnavilor operati (692) pentru ulcer duodenal perforat
in aceastd perioada, ulcerul postbulbar reprezinti un indice de 1,73%. In lot s-a constatat un numar de 10 barbati si 2 femei cu varsta cuprinsa intre
41-60 ani. La internare s-a constatat ca durerea si contractura musculard a peretelui abdominal a fost prezenta la 10 din 12 pacienti, iar la 2 bolnavi
tabloul clinic, ct si examenul radiologic de ulcer perforat a fost absent.Rezultate: Referindu-ne la localizarea ulcerului postbulbar perforat constatam
céd in majoritatea cazurilor leziunea a fost situate pe D1.Dacd la 10 pacientii simptomatologia clinica si radio- endoscopica era caracteristica ulcerului
perforat, in 2 cazuri semnele clinice si de laborator au fost necaracteristice perforatiei ce ne-a impus la un examen suplimentar laparoscopia diagnostica
care a constatat ulcer postbulbar perforat acoperit.Interventiile chirurgicale efectuate la cei 12 pacientii cu ulcer perforat postbulbar au fost simpla
suturare — 6 cazuri; excizia ulcerului perforat cu piloroduodenoplastie Judd asociat cu vagotomie tronculard bilaterald 4 cazuri; excizia ulcerului perforat
asociat cu vagotomie selectivd proximala — 2 cazuri, cu rezultate bune la distantd. Concluzii: Perforatia ulcerului postbulbar duodenal in peritoneal
liber este rari si dupd datele noastre are o pondere de 1,73%.

PERFORATED POSTBULBAR ULCER

Actuality: Even though this region is clearly individualized by obvious anatomical criteria - intersection with gastro duodenal artery proximal and distal
with the Treitz angle, which is the topic under discussion even today, the region of the duodenum (D 1-2-3-4), limited cranially by gastro duodenal
artery and caudal by the papilla hole and below it, this is the area where post bulbar perforated duodenal ulcer can occur.Material and methods: The
study includes a group of 12 patients hospitalized in the emergency suspecting post bulbar ulcer, in the period 2000-2010. In relation to the number
of patients operated for perforated ulcer (692) during the same period, the post bulbar ulcer has an index of 1.73%. The group was with a total of 10
men and 2 women aged between 41 and 60. In terms of clinical and objective data on admission was found that pain and muscle contraction of the
abdominal wall was present in 10 of 12 cases and in 2 cases clinical and radiological signs of the perforated ulcer were absent.Results: Referring to the
perforated post bulbar ulcer localization we find that in most cases the lesion was located on the D1 segment. If 10 patients had clinical and radiological
signs which indicated a perforated ulcer, in 2 cases clinical and laboratory signs were uncharacteristic for perforation that required us to a supplemen-
tary examination which was diagnostic laparoscopy which showed covered post bulbar perforated ulcer.Surgeries performed on the 12 patients with
perforated ulcer were simple suturing — 6 cases, perforated ulcer excision with pyloric plasty Judd associated with bilateral nonselective vagotomy - 4
cases, and excision of ulcer perforation associated with selective proximal vagotomy - 2 cases, with good long term result. Deaths were not registered.
Conclusions: Perforation of post bulbar ulcer in peritoneum is rare and by our data is 1,73%.
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CONSIDERENTE CLINICO- EVOLUTIVE SI DE FIZIOPATOLOGIE
IN CLASIFICAREA ULCERELOR GASTRODUODENALE
SITRATAMENTUL MEDICO - CHIRURGICAL

Revencu S., Mustea V., Gaitur A., Balan S.
USMF “N. Testemitanu” Clinica Chirurgie “Sf. Arh. Mihail”

Propunem rezultatele unui studiu ce priveste rezolvarea medicochrurgicala in cazul UGD de diferite geneze, conform comportamentului fiziopa-
tologic si al complicatiilor ulceroase. Cercetarile in ansamblu de la 1885 de pacienti cu USG au relevat: a) 1812 cu boala ulceroasa : in urgenta -620,
programat spitalizati-1192, operati 1015 (56%) pacienti, dintre care 678 (66,7%) in mod programat, efectuind rezectii gastrice 442 cazuri (65,2 %),
vagotomii asociate drenajului gastric in 236 cazuri (34,8 %). In rest, 797 (44%) de pacienti au fost supusi tratamentului conservator.s-au inregistrat 13
decese (1,3%).b) in 68 cazuri a foet stabilit diagnosticul de ulcer gastroduodenal secundar, distributia fiind: 36 ulcer hepatogen, 16 ulcer discirculatoriu;
14 ulcere au survenit pe teren de afectiuni pulmonare cronice, de uremie, de stres, de origine leucemica si medicamentoasa. A predominat ulcerul
hemoragic () 27 cazuri ssi rerforat (18 cazuri). Au decedat 21(30,8%)pacienti; ¢) la 5 bolnavi ca urmare a examenului complex clinico-paraclinic si
necroptic s-a constatat APUD-ome ulcerogene (3decese). Pebaza acestui studiu putem constata:I. Maladia ulceroasa. Ulcerul gastric sau/si duodenal-se
manifesta printr-un dezechilibruintre factori de agresiune acido-peptica si mecanismele de aparare gastrica, cu preponderenta agresiuni. Atitudinea
chirurgicala si medicamentoasa vizeaza abolirea agresiunii, si, complementar, ameliorarea factorilor gastroprotectori.Il.Ulcerele secundare ( hepa-
togen, aterosclerotic, uremic etc.) se manifesta prin agresiune acido-peptica minima; factor cauzal, de regula, cunoscut; defect vadit al factorilor de
protectie gastro-intestinala; hipoxie tisulara si circulatorie regionala si de sistem, dereglari severe ale sistemelor energizante si detoxifiante hepatice,
concepte de diagnostic nestabilite pedeplin. Actul chirurgical se impune in mod exceptional si nu vizeaza intru totol veriga patogenica.lI. APUD-ome
ulceroase (S-m Zollinger-Elison, hiperparatiroidism primar etc.)se manifesta prin agresiune acido-peptica absoluta; ulcer gigant postoperator precoce
(hemoragie, necroza-perforatie-dehiscenta); diagnostic dificil si tardiv. Actul chirurgical rezolva problema in principiu prin inlaturarea APUD-omului
sau a sursei secretoare de acid.Propunem rezultatele unui studiu ce priveste rezolvarea medicochrurgicala in cazul UGD de diferite geneze, conform
comportamentului fiziopatologic si al complicatiilor ulceroase. Cercetarile in ansamblu de la 1885 de pacienti cu USG au relevat: a) 1812 cu boala
ulceroasa : in urgenta -620, programat spitalizati-1192, operati 1015 (56%) pacienti, dintre care 678 (66,7%) in mod programat, efectuind rezectii
gastrice 442 cazuri (65,2 %), vagotomii asociate drenajului gastric in 236 cazuri (34,8 %). In rest, 797 (44%) de pacienti au fost supusi tratamentului
conservator.s-au inregistrat 13 decese (1,3%).b) in 68 cazuri a foet stabilit diagnosticul de ulcer gastroduodenal secundar, distributia fiind: 36 ulcer
hepatogen, 16 ulcer discirculatoriu; 14 ulcere au survenit pe teren de afectiuni pulmonare cronice, de uremie, de stres, de origine leucemica si medica-
mentoasa. A predominat ulcerul hemoragic () 27 cazuri ssi rerforat (18 cazuri). Au decedat 21(30,8%)pacienti; ¢) la 5 bolnavi ca urmare a examenului
complex clinico-paraclinic si necroptic s-a constatat APUD-ome ulcerogene (3decese). Pebaza acestui studiu putem constata:I. Maladia ulceroasa.
Ulcerul gastric sau/si duodenal-se manifesta printr-un dezechilibruintre factori de agresiune acido-peptica si mecanismele de aparare gastrica, cu pre-
ponderenta agresiuni. Atitudinea chirurgicala si medicamentoasa vizeaza abolirea agresiunii, si, complementar, ameliorarea factorilor gastroprotectori.
IL.Ulcerele secundare ( hepatogen, aterosclerotic, uremic etc.) se manifesta prin agresiune acido- peptica minima; factor cauzal, de regula, cunoscut;
defect vadit al factorilor de protectie gastro-intestinala; hipoxie tisulara si circulatorie regionala si de sistem, dereglari severe ale sistemelor energizante



