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Abstract. Klatzkin tumor is characterisedaccount by 10-20% of all tumors of the liver
ducts. Most often, patients report the presence of jaundice, which is the occasion of
treatment in hospital. The purpose of this study was to evaluate the results of surgical
treatment. For diagnosis using standard clinical trials, as well as ultrasound,
performed percutaneous transhepatic cholangiography, endoscopic retrograde
cholangiopancreatography, computed tomography, magnetic resonance imaging to
determine the extent of tumor invasion of hepatic ducts used anatomical
classification H. Bismuth — M.V. Corlett. After the study came to the conclusion that
patients with Klatzkin tumor preparation for surgery should include biliary
decompression to minimize cholestasis and portal vein embolization of branches to
increase the weight of the remaining part of the liver, which significantly reduces the
risk of postoperative liver failure and mortality. Total caudal lobectomy and extended
lymphadenectomy yavlyayutsyaobyazatelnymi elements of the operating protocol of
surgery at hilarnyh cholangiocarcinoma. When local tumor invasion into a branch of
the hepatic artery and portal vein it is possible to plastic correction.
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Malignant tumors of the bile ducts of the liver, and the portal area are an actual
problem in biliary surgery. Klatskin Tumor (KT), extrahepatic cholangiocarcinoma,
proximal bile duct cholangiocarcinoma constitute about 10-20% of all tumors of the
biliary ducts, 70-80% of cases of cancer of the bile duct, and about 15% of all
malignant tumors of the liver. In literature there are also "the portal
cholangiocarcinoma," "hilus tumor", "gate liver cancer." Cancer of the bile ducts
makes 1-3% of all malignancies. In autopsy, of cancer common bile duct is detected

in 0.01% of cases [1,2,3,5,10].
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Klatskin tumor affects mainly the common hepatic duct at the level of

confluence, and can then move to the right or left hepatic duct. This tumor - epithelial
origin is usually malignant nature, with infiltrative growth form [4,6,7,11,12,13].

The clinical symptoms observed, do not differ from the manifestations of
cancerous lesions of other organs of the hepatopancreatobiliary system. Most often,
patients report the presence of jaundice, which is the reason for treatment in hospital.
The intensity of cholestasis may be different from subclinical manifestations of
hyperbilirubinemia and painless obstructive jaundice in a few cases up to the terminal
stage of jaundice (93%); it does not usually depend on the level of the lesion and is
proportional to the duration of the disease. In addition, if jaundice is long, high
cholemia, there may be expressed metabolic disorders - endogenous intoxication
symptoms, pruritus, cholangitis, liver failure, loss of body weight. The duration of
such a state before going to the hospital is from 2-3 days to 2-3 weeks [14-23].

Materials and methods. The purpose of this study was to evaluate the results
of surgical treatment Klatskin tumor. The study included 49 patients, of whom 31
(63.2%) were women and 18 (46.6%) were men with cholangiocarcinoma, which in
the period from April 2001 to October 2015 performed surgery. As a rule, the volume
of liver parenchyma infested by the cholangiocarcinoma is small, at the same time, as
a result of the defeat of the duct system, the volume of resected functioning
parenchyma may be 70-80% [21,22]. The presence of cholestasis significantly
impairs functional condition and regenerative ability of a small amount of the
remaining part of the liver. Due to frequent invasions of vessels of hepatoduodenal
ligament, pancreas and duodenum surgery, a complemented stage of vascular plasty
or pancreatoduodenectomy can  significantly = degrade its  portability.
For the prevention of liver failure cholestasis should be minimized. Permissible levels
of hyperbilirubinemia in the preoperative period, should be <60mmol / 1, preferably
<3 Ommol / L.

As for methods of screening used for diagnosis of klatskin tumors, at first we
used ultrasonography(US). In this study, to determine the presence of tumor is

usually not possible, but there is expansion of intrahepatic bile duct obstruction above
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the tumor. In rare cases (10-12%) in the echogenic (iso / hyper) a rounded shape can

be found forming in the gate of the liver, in the projection of the confluence of the
hepatic ducts with irregular indistinct contours, 2-6.5 cm in diameter in the liver
parenchyma at the bifurcation . The overall accuracy of ultrasound reaches 75-85%
of cases when determining tumor mass, and up to 92% - when determining the level
of obstruction.

If there was problem with percutaneous liver drainage at a moderate dilatation of the
intrahepatic ducts, percutaneous transhepatic cholangiography (PTHC) was
performed under ultrasound, which is the "gold standard" in determining the nature of
the lesion of the biliary tract, especially in the proximal section of the biliary tract. It
has a sensitivity of about 95.2%, specificity - 87%, the estimation of ability to resect-
93%, determination of position - up to 100%. At the same time you can get a biopsy
by trepanation of the tumor using ultrasonography for verification of the diagnosis,

and in the future - cholangiography with percutaneous liver cholangiostomy.

Endoscopic retrograde cholangiopancreatography (ERCP), is used when there is
obstruction by tumor (complete obturation of the lumen of the duct)of proximal or
central localization, when combined with PTHC under ultrasound double-contrast
enhancement can more accurately determine the duration of the pathological process
and define the scope of the operation. ERCP sensitivity in determining the lower limit
level gall block is about 92%, also this method does not provide information about

the state of the ducts above the obstruction. To reduce the risk of acute suppurative
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cholangitis and biliary hypertension due to blockage, direct contrast diagnostic

methods should be used or internal and external drainage of the biliary tract.

Computed tomography (CT) often helps to visualize the tumor, enlarged bile ducts,
and lymph nodes. But this method is more informative in the performance of
drainage of the hepatic duct. In addition, CT allows us to estimate the degree of
invasion of the blood vessels by the tumor, which can be regarded as signs of
infiltration of the vessel by tumor, around or narrowing of the portal vein or its
branches. There may be non-specific signs: atrophy of one of the lobes of the liver
with hypertrophy of the contralateral lobe, either that or other evidence of tumor
invasion into the branches of the portal vein. With the defeat of the tumor process
blood vessels of the liver gate, clearer and more detailed information can be obtained
using enhanced spiral CT (with IV contrast) and angiography.

Accuracy of CT is 85-88%, and the determination of obstruction - up to 98.1%.
Ultrasound and CT with obtaining a biopsy improves diagnostic accuracy up to 94-
96%

The best method of investigation in the Klatskin tumor can be considered magnetic
resonance imaging(MRI), which allows not only to determine the precise location of
the tumor, but also to visualize the detailed structure of the blood vessels of the liver.
In order to determine the spread of tumor invasion of hepatic ducts used anatomical

classification H. Bismuth — M.V. Corlett:
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- Type I - common hepatic duct tumor without infiltration of its bifurcation (place of

confluence of the ducts);

- Type II - the tumor extends into the bifurcation of the bile duct without involving
the hepatic ducts, obstruction of the common hepatic duct tumor;

- Type Illa - mainly invasion of bifurcation and right hepatic duct;

- Type IIIb - predominant invasion of bifurcation and left hepatic duct;

- Type IV — multicentric spread tumors or tumor invasion of both hepatic ducts and
their branches.

According to this classification type I was 16 (32.7%) patients; Type Il in 19
(38.9%); Illa 6 (12.2%); IlIb in 5 (10.2%); Type IV in 3 (6.1%) patients.
Life span of patients with proximal cholangiocarcinoma is an average of 4-6 months
after diagnosis.

The main method of treatment of tumors of the extrahepatic bile ducts is
surgical. But it presents certain difficulties, which are due primarily low and high
frequency of postoperative complications and adverse outcomes after radical or
palliative surgery. Resection of the ducts and the formation of the liver gate
anastomoses , bile abductor, is extremely dangerous, due to the location of the tumor
in the liver and the gates close proximity to the hepatic artery and portal vein, and
liver parenchyma. Also an important fact is that the majority of patients diagnosed
with KT in the late stages involve obturation biliary tract and obstructive jaundice.
Presence of hyperbilirubinemia increases risk of postoperative complications and
mortality, however, before embarking on etiological surgery, perform decompression
of the biliary system, which can be one-sided and, using PTHC or endoscopic
stenting. Bilirubin level should not exceed 50 mmol / 1. Planned surgery can be
performed 2-3 weeks after decompression. KT in most cases it is small, so as
resection surgery uses a fork resecton of the bile ducts with subsequent formation
hepaticojejunoanastamosis with the passage of food from the jejunal loop. This
operation is accompanied by a low number of postoperative complications and
mortality, but after, it is not always possible to achieve complete resection. In the

propagation of tumor, segmental resection of several segments of the liver, up to the
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right or left hand extended hemihepatectomy to delete or save the caudate lobe.

However, this is accompanied by a high rate of postoperative liver failure, which
often leads to death. In severe general condition of elderly patients and IV type
lesions with extensive tumor invasion recommend external or internal drainage on a
hidden drainage through the tumour.

Radical surgery to remove the tumor and resection of the common hepatic duct
are possible only with type I for Bismuth, and at II, I1la, IIIb type - only when there is
anatomical liver resection on the side of the pre-emptive destruction of liver bile
ducts, with resection of the extrahepatic bile ducts and the possibility of resection of
hepatic artery or portal vein, I segment of the liver. Disease recurrence after radical
surgical intervention is usually detected in a period of from 0.5 to 5 years after
surgery. Patient survival is about 12% (to 15 years), 94% (1 year after the surgery).

Laparotomic Palliative surgery for Klatskin tumor is in the inner or outer
extraction of bile, but mortality in this is high (17%). Life expectancy after external
drainage of 1.4-5 months, after an internal - 3,6-10,4 month.

Effective and relatively safe to remove bile hypertension allow minimally
invasive procedures, which are widely used. Among them: the endoscopic and
percutaneous transhepatic cholangiodrainage, stenting of the bile duct,
endoprosthesis tumor stricture or bile ducts, and others.

Results and discussion. In the period from April 2001 to October 2015 in
Kharkov Regional Hospital 49 patients with Klatskin tumor were operated on. Of
these, 36 patients underwent radical surgery. In 13 patients underwent explorative
laparotomy. Operability was 70.2%, which corresponds to international data. The
average time of surgery was (564 £ 56) minutes, the mean intraoperative blood loss
was (836 +240) ml.

10 (27.8%) cases required surgical intervention in the vessels of
hepatoduodenal ligament. 17 (47.2%) patients underwent resection of the portal vein
with Confluence portoplastic anastomosis end-to-end. The average time required to

complete portoplasty was (18 + 3) min. For adequate exposure of the distal portion of
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the portal vein transfissuralny approach was used. During portoplasty, arterial blood

flow the remainder of the liver was maintained, minimizing ischemia.

The average residence time of patients in the intensive therapy after
the operation was 2.4 days, the average time spent in the surgical hospital patients
after surgery was 35.6 days. Both figures are significantly higher than those for
patients after liver resections over the focal hepatic lesions. Overall mortality was 3
(6.1%) patients. The main cause of death was postoperative hepatic failure in
combination with sepsis, which arose in 2 (4.1%) patients. In 1 patient the cause of
death was bleeding from arrosive hepatic artery and portal vein.

Conclusions.

1. Preparation of Klatskin tumor patients for surgical intervention should
include biliary decompression to minimize cholestasis and portal vein embolization
of branches to increase the weight of the remaining part of the liver, which
significantly reduces the risk of postoperative liver failure and mortality.
3. Total caudal lobectomy and extended lymphadenectomy are mandatory elements
of the operational protocol of surgery at hilar cholangiocarcinoma.
4. Local tumor invasion of the branches of the hepatic artery and portal vein at

the possibility of its plastic correction is not a contraindication to complementary
surgery.
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Kpueopyuko I.A., Tecnenko C.M., Toukoenac O.A., Cuxan M.O., I'onuaposa H.M.,
Koorcem sika K. O.
JudepeHuiiiHa 1iarHOCTHKA TAa Xipypriyde JiKyBaHHA XBOPHX 3 NYXJIMHAMH
Knankina
Xaprxiscokutl HayioHalbHULL MeOUyHUll yHigepcumem, Yxpaina

Pe3tome. Ilyxmuna Kiankina cranoBiaste Onu3bko 10-20% BCiX HOBOYTBOPEHb
MpoTOKiB mevinku. Haituacrinie xBopi Bi3HAYAIOTh HASBHICTH KOBTSHUIIL, IO 1 €
MPUBOJOM 3BEPHEHHS 10 JIiKapHi. MeTow IbOTO MOCTIIKeHHS OyJI0 BUBYEHHS
pe3yabTaTiB  OMEpPaTUBHOTO  JIKyBaHHA.  J[is  mpoBemeHHS  N1arHOCTUKH
BUKOPUCTOBYBAJIUCS CTaHAAPTHI KJIIHIYHI JOCHIIKEHHS, a TaKOX YJIbTPa3BYKOBE
JOCHI/DKEHHS, BHUKOHYBajacs dYepe3lIKipHAa 4YpecleueHOYHas XoJaHriorpadis,
CHIOCKOIIYHAa PEeTpOorpajHa MaHKpeaToxoiaHriorpadis, KoMI'toTepHa Tomorpadis,
MarHiTHO-pE30HaHCHA ToMorpadis, AJi1 BU3HAUYECHHS MOIIMPEHHS IMyXJUHHOI 1HBa3ii
MO0 TMEYIHKOBUM TPOTOKAX BHUKOPHCTOBYBaJacsd aHaTOMiyHa kiacudikamis H.
Bismuth - M.B. Corlett. [Ticist mpoBeneHOTo MOCHTIIKEHHS MPUHIIUIA 10 BUCHOBKIB,
10 MiATOTOBKAa XBOPUX MyxJuHOIO KiankiHa 10 onepaTHBHOTO BTPY4aHHS MMOBHHHA
BKJIIOUATH OMJIMApHYIO JEKOMIPECIIO A MiHIMI3alii XxoJyiecTasyl eM0oIi3alliio rijioK
BOPITHOI BEHU AJisl 30UIbIIEHHS MacH 3aJMIIAE€THCS YACTHUHH IMEYIHKH, IO ICTOTHO
3HWXKY€E PHU3MK PO3BUTKY IMICISONEPAIiiHOI TEYiHKOBOI HEJOCTaTHOCTI Ta
neTanbHICTh. ToTanbHa KaydalbHa JOOEKTOMIS 1 po3mupeHa JiMdageHeKTOMIsS
ABJIAIOTHCAO0SA3aTEIbHUMI ~ €JIEMEHTAMH  OTEPALIfHOTO TMPOTOKOJY XIPYpPridHHX
BTpY4YaHb MpHU XUIAPHUX XoJaHTIOKapuiHoMu. [Ipu nokanbHIM MyXJuHHOI 1HBa3ll B
T'UJIKY IEYIHKOBOI apTepii 1 BOPITHOT BEHU MOKIIUBO 11 MJIACTUYHA KOPEKIIis

Kurouosi ciioBa: neuinka, Xipypris, Tomorpadis, 106eKromis, JiMdpaaeHeKToMis

Kpusopyuko U.A., Tecnenxo C.H., Toukoenac A.A., Cuxan H.A., ['onuaposa H.H.,
Koorcemsaxa K. O.
JuddepeHunaibHas IMarHOCTHKA U XUPYPrudecKoe JedeHue 00JbHbIX C
onyxouasavu Kinankmnna
Xapvrosckuii HAYUOHALHBIN MEOUYUHCKULL YHUBepcumem, Ykpauna
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Pe3tome. Onyxonp Knankuna cocrapistor okoio 10-20 % Bcex HOBooOpa3zoBaHMIA
MIPOTOKOB MeueHu. Yare Bcero 00JIbHbIE OTMEYAIOT HAJIMYHUE JKEATYXH, YTO U CIYKHUT
MOBOIOM oOOpaiieHus B OosbHMIly. llenpi0 HacTosIIero WCCIeI0BaHUS SBHIIOCH
U3y4YEeHHE PE3YyIbTAaTOB ONEPATUBHOIO JeueHus. s TnpoBeAeHHS OUArHOCTUKH
UCIIONB30BAJNCh  CTAaHJApTHBIE  KIMHUYECKHME  MCCIEAOBAaHUS, a  TaKxke
VABTPA3BYKOBOE MCCIEIOBAHUE, BBINOJHAJIACH YPECKOXKHASA  UYpecreyeHOIHast
XOJIaHTHOTpadusi, SHAOCKONUYECKas peTporpajHas MaHKpeaToXxoJaHruorpadus,
KOMITbIOTEpHAsi TOMOTpadusi, MarHUTHOPE30HAHCHAsA ToOMOTpadus, s ONpeaeICHUS
pacnpocTpaHeHHs OIYX0JIEBOM MHBA3UU IO MEYEHOYHBIM MPOTOKAM HCIIOJIb30BaIaCh
aHaromuueckas knaccudukanus H. Bismuth — M.B. Corlett. ITocne npoBeneHHoTO
MCCJIEIOBaHMs MPUIIIA K BBIBOJAM, UYTO MOJATOTOBKA OOJIbHBIX omyxosbio Kiankuna
K OIEpaTHUBHOMY BMEIIATENIbCTBY J0JKHA BKIIIOYATh OUITHAPHYIO JEKOMITPECCHIO IS
MUHUMU3ALUU X0JecTa3a U dMOOIM3AIUI0 BETBE BOPOTHOM BEHBI JUISl YBEIUUCHUS
MacChl OCTAlOUICHCS YacTH MEYEHH, YTO CYLIECTBEHHO CHUXKAET PHUCK Pa3BUTHS
MOCJICONEPAIIMOHHON TMEYEHOYHOM HEIOCTAaTOYHOCTH M JIETAJIbHOCTh. ToTasibHas
KaynajgbHas J00IKTOMUS u pacimpeHHas TuMbpaaeHIKTOMUS
ABIISIIOTHCSIO00S13aTEIbHBIMU 3JIEMEHTaMH OTEPaLlMOHHOTO MPOTOKOJIa XUPYPTHUECKHUX
BMEIIATEJIbCTB PU XWJIAPHBIX XOJIAHTHMOKapuuHoMax. IIpu snokanbHOM OIyxosieBoun
WHBAa3MM B BETBb II€YCHOYHONW apTepud M BOPOTHOW BEHBI BO3MOXKHO €€
TUTACTUYECKAasi KOPPEKLUSI.

KuaroueBbie cJI0Ba: Ne4YeHb,  XHPYprus,  Tomorpadus,  JOOIKTOMHUS,
UM ageHIKTOMUS
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