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OHOOCKOIMUYECKOE NEYEHUE AMMNYNAPHbLIX ONYXOJEN

HauyuoHanbHbIl uHCmumym xupypauu u mpascrnnadmoroauu, Kues, YkpauHa

AMMynsipHble afeHoMbI SBMSIIOTCS NPeApakoBbIMY HOBOOOPA30BaHUSIMU U BCTPEYaOTCS NPUMEPHO
o1 0,04 no 0,12 % cny4yaeB. B nocnegHee Bpemsi 3HOOCKOMMYECKas NanunnakToMmnsi BCE Yallle UCnornb-
3yeTcsa ¢ nevyebHon Lenbio s 3TUX HOBOOOpa3oBaHU. OHAOCKOMMYECKOE fedYeHne ObINo TakUM: 3H-
pockonunyeckas nanunnakromus — 21 (13 %), cynpananunnspHas xonegoxotomust — 91 (585 %), creH-
TUPOBaHWe HUTNHOMOBLIM cTeHTOM — 31 (19 %), CTeHTMpOBaHWe NNacTUKoBbIM cTeHToM — 22 (13 %)
cnyyas. OCnoXHeHUs 3HAOCKOMMYECKON NanumiakTOMUM MMENM MeCTo B 7 Crnyvasx v Obinvm TakuMmu:
KpoBOTeYeHUe — 4, oCTphbIil NaHkpeaTuT — 2, nepdopauns — 1. Koarynsiums 6bina ucnons3osaHa ansi
OOCTXEHWUst reMocTasa y 2 naumMeHToB, HanoxeHne hemoclip — B 1 cnyvae v aHrmorpaguyeckoe no-
cobvie noHagobunocb y 1 nauymeHta. Bce criyyam naHkpeaTuTta neuymnu KoHcepBaTuBHO. B 1 cnyyae
nepdopauum 6bina nposedeHa onepauusa. 3a Bpemsa HabniogeHus (B cpegHem 30 mec.) 12 u3
21 nauymeHTa (49 %) He nmenun peumamnea, 5 mMenu peuuavBHble afeHOMbI (CpegHui nepyog 4O Npo-
rpeccupoBannst — 27 Mec.), ABOe yMepnu oT GonesHen, He CBsi3aHHbIX C 3aboneBaHnem. Bece pesngy-
anbHble onyxonu 6binNn yaaneHsl Npu NOBTOPHOW 3HAOCKONUYECKOW NpoLeaype.

KnioueBble cnoBa: 3HAOCKOMUSA, aMMynsipHble OMyXomnu, CTEHTUPOBaHUE.
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Background. Ampullary adenomas are premalignant neoplasms and occur in about 0.04 to 0.12%
of the general population based on autopsy series. Recently, endoscopic snare papillectomy has in-
creasingly been used with curative intent for ampullary neoplasms.

Methods. Between January 2005 and October 2011, 230 patients with ampullary tumors under-
went various surgical operations at our institute: pancreatoduodenectomy (Whipple procedure) — 45,
transduodenal papillectomy — 29, palliative surgical operations — 78, endoscopic treatment — 165
cases. Endoscopic treatment of ampullary neoplasms was as following: endoscopic papillectomy —
21 (13%), suprapapillary choledochostomy — 91 (55%), nitinol biliary stenting — 31 (19%), plastic
biliary stenting — 22 (13%) cases. En bloc resection of adenoma (< 3 cm) was performed in 10 pa-
tients, piecemeal removal (> 3 cm) —in 11 cases. Covered and uncoverd metal stents (1 cm x 6 cm)
were used in 31 (19%) cases.

Results. Complications of endoscopic papillectomy occurred in 7 cases and were as follows: bleed-
ing — 4, acute mild pancreatitis — 2, perforation — 1. Epinephrine spray and argon-plasma coagula-
tion was used to attain hemostasis in 2 patients, hemoclip placement — in 1 case and angiographic
management was necessary in 1 patient. All cases of pancreatitis were treated conservatively. In
1 case of perforation surgery was performed. During follow-up (mean 30 months) 12 of 21 patients
(49%) had no recurrence, 5 — had recurrent adenoma (mean time interval to recurrence 27 months),
two died of unrelated illnesses and 2 are awaiting follow-up. All residual tumors were eradicated by
repeated endoscopic procedures.

Key words: endoscopy, ampullary tumours, stenting.

Introduction

Ampullary adenomas are pre-
malignant neoplasms and occur
in about 0.04 to 0.12% of the
general population based on au-
topsy series [1; 2]. Surgical treat-
ment of ampullary tumors in-
cludes palliative operations,
transduodenal local resection
and pancreaticoduodenectomy
(Whipple procedure) [4]. In the
early years endoscopic manage-
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ment consisted mainly of pallia-
tive treatment such as stent
placement for obstructive jaun-
dice. Recently, endoscopic share
papillectomy has increasingly
been used with curative intent for
ampullary neoplasms [3; 5].

Patients and Methods

Between January 2005 and
October 2011 230 patients with
ampullary tumors underwent
various surgical operations at
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our institute: pancreatoduo-
denectomy (Whipple procedure)
— 45, transduodenal papillecto-
my — 29, palliative surgical ope-
rations — 78, endoscopic treat-
ment — 165 cases. Mean age
was 62 years (range 27 to 86
years). There were 132 women
and 98 men. Clinical presenta-
tion was as following: obstructive
jaundice — in 82% patients,
pancreatitis — 6%, cholangitis
— 19%, gastrointestinal bleed-
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ing — 8%, abdominal pain —
7%, asymptomatic — 9% cases.
Diagnosis was confirmed preop-
eratively in all patients using ul-
trasonography, CT, MRI, EUS,
endoscopy and biopsy. Endo-
scopic treatment of ampullary
neoplasms was as following: en-
doscopic papillectomy — 21
(13%), suprapapillary choledo-
chostomy — 91 (55%), nitinol
biliary stenting — 31 (19%),
plastic biliary stenting — 22
(13%) cases.

As endoscopic papillectomy
became effective procedure in
the treatment of ampullary tu-
mors we want to represent our
experience in the management
of 21 patients.

The Technique of
Endoscopic Papillectomy

Endoscopic papillectomy was
performed in 21 cases. Papillary
adenoma was in 13 patients, tu-
bular adenoma — in 8 cases.
Sedation consisted of carefully ti-
trated doses of meperidine and/
or midazolam with buscopan as
necessary to inhibit duodenal
motility. Continuous hemody-
namic monitoring was employed,
and all procedures were per-
formed using the Olympus
TJF-150 or TJF-130 videoduo-
denscopes with needle-type
papillotomes, endoscopic shares
and 40 W-s of blended diather-
my current. Indications for endo-
scopic papillectomy were: tumor
size less than 3 cm, no endo-

ID No. :
Sex: Age:
D. O. Birth
11/07/2007

SCV: 38

C::N EH:A3
Ce:0

Physician:
Comment:

scopic evidence of malignancy,
soft consistency to palpation with
any device, benign histopatho-
logic features in prior forceps bi-
opsy specimens.

Features of unresectability
were ulceration, friability, more
than 50% lateral extension, ob-
vious duodenal infiltration, and
intraductal extension of more
than 1 cm at ERCP. After per-
forming duodenoscopy a cholan-
giogram and pancreatogram
were obtained. A standard polyp-
ectomy snare using blended
electrosurgical current was used
to tighten around the lesion and
transect it (Fig. 1, 2).

En bloc resection of adenoma
(< 3 cm) was performed in 10
patients, piecemeal removal
(> 3 cm) —in 11 cases. A dilute
solution of epinephrine (1 : 10,000)
was injected submucosally to el-
evate the tumor — in 5 patients.
In 3 cases incision was made
with needle knife circumferential-
ly around the lesion to facilitate
share capture. A biliary sphinc-
terotomy was performed with
blended current, whereas the
pancreatic sphincterotomy was
done with pure cut current by
using a monofilament papil-
lotome. Endoscopic stenting of
pancreatic duct was performed
in 7 cases.

All tissue was retrieved and
sent for histopathologic evalua-
tion. If needed, thermal energy
(argon plasma coagulation was
used to treat any residual tissue.
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Endoscopic success was de-
fined as complete excision of the
tumor. All patients returned 4 to
8 weeks after the initial papillec-
tomy for stent removal, routine
biopsies, and further treatment,
if needed. Follow-up was then
performed at 3, 6, 12 and 24-
month intervals.

Endoscopic choledochostomy
was performed in 91 cases as
follows: the intraduodenal seg-
ment of the distal common bile
duct was identified by endoscop-
ic examination as a bulge in the
suprapapillary portion of the pa-
pilla. The distal common bile
duct proximal to the cancerous
tissue was then punctured with
a neddle-knife by using pure co-
agulation electrosurgical current.
When flow of bile through the
choledochoduodenal fistula was
noted then transfistula cannula-
tion of the bile duct was attempt-
ed with the aid of guidewire.
Then artificial fistula was extend-
ed by means of standard shinc-
terotome or balloon dilation.

Plastic biliary stenting was
performed in 22 (13%) cases.
We used a stiff polyethylene in-
ner catheter with radiopaque
markers over a guidewire. Then
the plastic biliary stent (10 F)
was advanced over the complex
guidewire-inner catheter using
an outer pusher device as a
three-layer system.

Covered and uncoverd metal
stents (1 cm x 6 cm) were used
in 31 (19%) cases (Fig. 3).

Fig. 2. Transsecting the tumor
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Fig. 3. Metal stenting of ampul-
lary cancer

After biliary sphincterotomy,
the length of each stricture was
determined and the origin of the
cystic duct insertion was noted
in patients who had a gallblad-
der. The stent delivery system
was advanced proximal to the
stricture over a guide wire,
where the stent was partially de-
ployed and positioned within the
stricture. When anatomically fea-
sible stents were deployed so as
to avoid occlusion of the cystic
duct insertion, particularly in pa-
tients with a gallbladder.

Results and Discussion

Complications of endoscopic
papillectomy occurred in 7 cas-
es and were as follows: bleed-
ing — 4, acute mild pancreatitis
— 2, perforation — 1. Epinephrine
spray and argon-plasma coagu-

lation was used to attain hemos-
tasis in 2 patients, hemoclip
placement — in 1 case and an-
giographic management was
necessary in 1 patient. All cas-
es of pancreatitis were treated
conservatively. In 1 case of perfo-
ration surgery was performed. Dur-
ing follow-up (mean 30 months) 12
of 21 patients (49%) had no re-
currence, 5 had recurrent adeno-
ma (mean time interval to recur-
rence 27 months), two — died of
unrelated illnesses and 2 are
awaiting follow-up. All residual
tumors were eradicated by re-
peated endoscopic procedures.

Conclusions

(1) Endoscopic therapy ap-
pears to be a reasonable alter-
native to surgery for manage-
ment of benign papillary tumors.
(2) Papillary adenoma after en-
doscopic resection recurs in
about a third of cases. (3) Re-
currences are usually small and
benign, and can be successfully
treated endoscopically. (4) Fur-
ther studies with long-term follow
up are needed to determine the
ultimate outcome of endoscopic
treatment in patients with papillary
neoplasms. (5) Metal biliary stent-
ing is effective procedure in the
treatment of unresectable cases.
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Objective. To assess the interaction between antibiotic prophylaxis and bacteriuria, leukocyturia
after catheter removal following laparoscopic radical prostatectomy (LRP).

Patients and methods. A prospective randmized study enrolled 180 patients undergoing LRP,
who were randomized either for receiving 7 days of prophylactic antibiotics starting at urinary catheter
removal, or not. A urine specimen was collected for urinalysis on removal of the catheter, 1, 4 and
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