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In clinical studies the incidence of ipsila-
teral adrenal metastases in patients with re-
nal cell carcinoma (RCC) ranges from 1.1% to
10%, and the rate of contralateral metastases
usually does not exceed 1% [1-4]. Information
about bilateral RCC metastases is limited to
about two dozens of reports [5-9].

Intravenous extension is one of the attri-
butes characterizing the neoplastic process.
Microscopically this phenomenon is characte-
ristic for many tumors, however massive mac-
roscopic growth into the vena cava can be
detected only with certain types of tumors
though, specifically, renal cell carcinoma and
various types of adrenal tumors [10—-13]. So far
in the worldwide literature only a few reports

describe intravenous extension of distant RCC
metastases, in particular, adrenal metastases
[14-18].

Case study #1. A 60-year-old patient was
hospitalized in October 2016 with complaints
of right lower back pain and general weakness.
Ultrasound and MDCT revealed a lesion in the
lower pole of the right kidney of 60X68 mm.
Right renal vein had no signs of tumor throm-
bosis. Retroperitoneal lymph nodes were not
enlarged. In both lungs multiple soft tissue
masses ranging from 5 to 12 mm were detect-
ed. In both right and left adrenal glands mass-
es of 48 mm and 56 mm, respectively, were
found. Assessment of the inferior vena cava
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a) MDCT. Coronal reconstruction represents
the right kidney tumor and tumors
of both adrenal glands

b) Coronal reconstruction demonstrates
the right adrenal gland tumor extension
to the subhepatic segment of the IVC

Figure 1

demonstrated the spread of the right adrenal
mass into its lumen within 1.5 cm.

The patient’s general condition was satis-
factory (ECOG performance status 0). Blood
pressure monitoring revealed moderate arte-
rial hypertension (130/90 mm Hg). The level of
cortisol, metanephrine, normetanephrine, blood
aldosterone, 17-OH corticosteroids and 17 oxy-
ketosteroids of 24-hour urine had normal
values. In this regard, the adrenal neoplasms
were recognized as hormonally inactive. Hb =
122 g/1, erythrocytes = 3,8 X 10'?, leukocytes =
8,0 x 10° g/1. Blood urea nitrogen = 6.8 mmol/Il,
creatinine = 98 umol/l, glucose = 5.6 mmol/l.
Taking into account the data obtained from the
assessment, the diagnosis was the right kid-
ney tumor T3aNOM1 with synchronous me-
tastases into both adrenals and the right ad-
renal gland tumor extension into the inferior
vena cava. After discussion with the patient
the treatment plan was agreed: cytoreductive
nephrectomy with resection of the left adrenal
gland and right adrenalectomy or bilateral ad-
renalectomy.

The patient underwent Chevron incision
laparotomy. The duodenum was mobilized us-
ing Kocher maneuver. Isolation of the inferior
vena cava and both renal veins revealed the
right adrenal gland tumor penetrating the sub-
hepatic segment of the IVC with the left adre-
nal gland tumor expanding through the supra-
renal vein up to its fusion with the left renal

vein. The right renal artery was ligated and
transsected in the interaortocaval segment.
After dissection and ligation of the right renal
vein and the ureter, the kidney was removed.

Both adrenals were isolated from the sur-
rounding tissue. In addition, it was discovered
that the adrenal tissue was completely replaced
by the tumors. Due to infeasibility of resec-
tion of neither one of the adrenal glands it was
decided to perform bilateral adrenalectomy.
Vascular clamps were placed on the IVC and on
the left adrenal vein distal to the tumor mas-
ses. Lateral resection of IVC was performed
in the area of the right adrenal vein mouth.
The left adrenal vein was dissected away from
the left renal vein. Both adrenals were removed
along with the tumor intravenous thrombi.
The vein defects were closed with Prolene su-
ture 5-0.

The postoperative period was uneventful.
Hormone replacement therapy with glucocor-
ticoids and mineralocorticoids was used at the
same time. The patient was discharged on the
9th day after surgery. Hormone replacement
therapy is ongoing under the care of an endo-
crinologist. 1 month after the surgery the first
line of targeted therapy was initiated (pazo-
panib 800 mg once daily). The 2- and 6-month
MDCT demonstrated no signs of tumor pro-
gression. Most lung tumor lesions decreased
in size or remained without change. The pa-
tient had no complaints. Blood pressure was
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a) Tumor thrombus removed b) Gross specimens of both adrenal glands
from the lumen of the IVC with intravenous tumor thrombi
Figure 2

a) Tumor thrombus in the lumen of the IVC b) The metastasis into the wall of the IVC,
located next to the tumor thrombus

c¢) Gross specimen of the right adrenal gland with tumor thrombus

Figure 3

110/70 mmHg. Addison disease symptoms were  complaints of hematuria and weight loss (4 kg
absent. within 6 months). MDCT examination revealed
the right kidney middle segment tumor of

Case study #2. A 53-year-old patient was  10x12 cm without signs of local invasion, exten-
admitted to hospital in February 2013, with  sion to the regional lymph nodes and distant
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metastases. Considering these findings, radical
nephrectomy with paracaval lymphadenectomy
was performed. Right adrenalectomy was not
performed, since computed tomography had re-
vealed no signs of the right adrenal gland le-
sions. The final histopathological examination
revealed poorly differentiated (Fuhrman Grade
3) clear cell renal cell carcinoma with signs of
perinephric fat invasion (T3aNOMO). The post-
operative period was uneventful. The patient
was discharged from hospital 9 days later in
satisfactory condition. However, after 6 months
the follow-up MDCT revealed a tumor of the
right adrenal gland of 2.5X3.0 cm with exten-
sion to the lumen of the inferior vena cava via
the adrenal vein. The intravenous part of the
tumor measured 2.2x1.2 cm. No distant metas-
tases to the lungs or other organs were found.
The patient’s ECOG performance status
was 0. Blood pressure monitoring revealed ar-
terial hypertension (140/90 mm Hg). The level
of cortisol, metanephrine, normetanephrine,
blood aldosterone, 17-OH corticosteroids and
17 oxy-ketosteroids of 24-hour urine had normal
values. Hb = 116 g/1, erythrocytes = 3.6X10'2,
leukocytes = 7.0x10° g/1. Blood urea nitrogen =
8.8 mmol/l, creatinine = 112 umol/l, glucose =
4.6 mmol/l. Following the assessment, the di-
agnosis was established: metachronous renal
cell carcinoma metastasis into the ipsilateral

adrenal gland with intravenous extension to
the subhepatic segment of the inferior vena
cava In October 2013 the patient underwent
right adrenalectomy with thrombectomy and
lateral resection of the inferior vena cava with
the use of thoracolaparotomic approach to the
10th intercostal space. For vascular isolation
of the tumor thrombus vascular clamps were
placed on the IVC above and below the throm-
bus. After opening the vena cava it was found
that intraluminal tumor masses were attached
to its wall in the site of the confluence of the
right adrenal vein. Furthermore, 10 mm below
the tumor thrombus on the surface of the caval
endothelium another tumor was found - metas-
tasis to the IVC wall measuring about 5 mm.
In this regard, lateral resection of the IVC was
performed within 3.0 cm. The resection mar-
gins were located within 5 mm of intraluminal
tumor lesions.

The postoperative period was uneventful.
Patient was discharged from hospital on the
10th day after surgery. After 6 months mul-
tiple lung metastases were found. The therapy
with pazopanib (800 mg once daily) was initi-
ated. 3 months later tumor progression (lung
metastases increase in number and size) was
identified. The patient died in 5 months (the
total of 14 months after surgery) from tumor
intoxication.

DISCUSSION

Intravenous extension of renal cell carci-
noma adrenal metastases can be viewed in sev-
eral ways. It is possible, that this phenomenon
represents a specific feature of this neoplasm.
Though, this assumption must be supported by
similar incidence of RCC metastases invasion
into the lumen of the major venous vessels. On
the other hand, primary adrenal gland tumors
by themselves have a distinct tendency to in-
travenous extension. Specifically, the adrenal
pheochromocytomas are accompanied by this
phenomenon in 2% of cases, and adrenocortical
carcinomas in 9%—-30% [19-21]. A large retro-
spective study in an Australian hospital presen-
ted 30 years’ experience of treatment of 464 pa-
tients with metastases into the adrenal glands.
The authors have demonstrated that the rate of
detection of adrenal metastases on autopsy is
3.1%, while at adrenalectomy is 7.5% [22].

In another work, which included 52 patient
with various tumor metastases into the adre-
nal glands, localization of primary tumors was
distributed as follows: the kidneys (28.8 %), the
lungs (21.2 %), the intestine (13.4 %), unknown
localization (9.6 %), the stomach (5.8%), mela-
noma (5.8%), others (15.4 %) [23]. High propor-
tion of adrenal metastases, originating from
RCC, is also confirmed by clinical trials data,
which studied the rate of occurrence of adre-
nal metastases of this tumor type. The stud-
ies have demonstrated that adrenal metastases
are detected in 1%-10% of patients with renal
cell carcinoma [1-4].

A distinct tendency of RCC towards mac-
roscopic intravenous extension is widely
known and well documented by many authors
(20%—26%) [24, 25]. Though, can we de-
clare the affinity to the venous route of
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tumor extension for this type of cancer
metastases? From our point of view, this is
not a general tendency, since there are only
a few reports on this phenomenon in the litera-
ture. In particular, a group of British authors
presented a case study of metastatic renal
cancer extending from the thoracic spine via
v. azygos into the superior vena cava. In addi-
tion, there were significant clinical signs of the
superior vena cava obstruction [26].

Previously we described a patient with
multiple RCC metastases into the liver, one of
which penetrated into the lumen of a portal
vein branche [27]. This feature was discovered
by ultrasonography and was histologically veri-
fied during autopsy. It is noteworthy, that the
patient had been operated on 4 months before
for renal cancer with tumor thrombus at the
level of the subhepatic IVC segment. Along
with liver metastasis, invading the portal vein,
the patient also had a recurrent neoplastic
thrombus, reaching retrohepatic segment of the
inferior vena cava. A very interesting case was
presented by Yachida S, et al., who discovered
invasion of pancreatic RCC metastasis into
Wirsung’s duct in the form of tumor «throm-
bus» in three patients [28]. There are two more
similar cases in the literature. At the same
time it is believed that extension into the main
pancreatic duct is a distinguishing feature of
renal cancer metastases to the pancreas, since
it is not typical for primary pancreatic tumors.
There is an undoubtful similarity between in-
travenous and intraductal invasion, although
the small number of observations does not al-
low us to claim its accuracy.

No less unique are the reports on extension
of hepatic renal cell carcinoma metastases into
either the hepatic duct lumen or the common
bile duct lumen [29]. In addition, the tumor in-
side the duct also resembles a thrombus. In the
world literature only three cases of this phe-
nomenon are described. However, the invasion
into the lumen of the biliary tract is not unique
to renal cancer metastases, since similar cases
of colon cancer and malignant melanoma me-
tastases are described [30].

How common is intravenous extension
of adrenal metastases? In the world litera-
ture we found only 7 cases, including two clini-
cal cases of our own. Table 1 presents a sum-
mary on the subject.

Among all 7 patients ipsilateral metastases
were found in 2 cases, contralateral in 3 cases,
and bilateral in 2. Synchronous adrenal metas-
tases were revealed only in 3 patients, in the
rest of cases the metastases occurred at vari-
ous intervals after surgery. One of our patients
had extremely rare synchronous RCC metasta-
ses into both adrenal glands with synchronous
extension into the venous system. Interesting,
that renal tumor had no signs of intravenous
invasion. Previously no such reports were pre-
sented in the literature.

How often do other cancer adrenal
metastases propagate into the venous
system? The literature analysis demonstrated
27 cases of this phenomenon with various types
of tumors (Table 2). More than half of these
clinical cases (55.6 %, 15 patients) referred to he-

Table 1
Case reports of intravenous extension
of adrenal RCC metastases
No Authors Lesion side Synchronicity
1 Pereverzev AS, 1990 [16] bilateral metastases with one synchronous
thrombus
2 Von Knobloch R, 2000 [14] contralateral metachronous
3 Rosenblatt GS, 2009 [17] ipsilateral synchronous
4 Ploumidis A, 2015 [18] contralateral metachronous
5 Piotrowicz, 2015 [15] contralateral metachronous
, bilateral metastases
6 Authors’ case report # 1 and bilateral thrombi synchronous
7 Authors’ case report # 2 ipsilateral metachronous
130 IIpobremu endoxpurnoi namosnoeii Ne3, 2020
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Table 2
Case reports of intravenous extension of adrenal metastases
of various cancer types
Ne Authors Ofl.\lll;;lil:;is
1 Takada K, 1989 [31] 1 Hepatocellular carcinoma
2 Sakamoto Y, 1999 [32] 3 Hepatocellular carcinoma
3 Morimoto T, 1999 [33] 1 Hepatocellular carcinoma
4 Shimahara Y, 1999 [34] 1 Hepatocellular carcinoma
5 Momoi H, 2002 [35] 7 Hepatocellular carcinoma
Pelvic cancer
6 . Lucon MA, 2004 6 Wilms' Tumor
(literature data before 2004) [13] Lung cancer
Thyroid cancer
Paparel P, 2004 [36] 1 Thyroid cancer
Ben Abid S, 2005 [37] 1 Hepatocellular carcinoma
Fernandez Sarabia MT, 2008 [38] 1 Breast cancer
10 Wakayama K, 2013 [39] 1 Hepatocellular carcinoma
11 Tokue H, 2014 [40] 1 Ovarian cancer
12 Yang ST, 2014 [41] 1 Uterine leiomyosarcoma
13 Filippi L, 2014, [42] 1 Lung cancer
14 Vishnevskii AV, 2015 [43] 1 Colorectal cancer

patocellular carcinoma, which were described
mostly by Japanese authors.

The data presented indicates that extension
of adrenal RCC metastases into the lumen of
the large venous vessels is not rare and is the
second most common cancer after hepatocellu-
lar carcinoma. However, due to the small total
number of observations we cannot consider this
phenomenon as manifestation of affinity of this
cancer type to intravenous extension.

Synchronous bilateral RCC metastases
occur quite rarely. Thus, von Knobloch R. et
al. found adrenal metastases during surgi-
cal treatment of 617 patients with RCC in 23
(3.7%) cases. At the same time, bilateral me-
tastases were found in 6 (1%) cases [44]. In
the study by Antonelli A. et al. analyzing the
results of treatment of 1179 patients the inci-
dence of bilateral adrenal lesions did not exceed
0.2% [2]. Nevertheless, the literature does not
present a lot of studies on the rate of occur-
rence and clinical features of bilateral adrenal
RCC metastases. Basically, these are reports
on a few clinical cases [5-9].

Surgical management of renal cell carcino-
ma with metastases into both adrenal glands is

a complex task, since in most cases it requires
bilateral adrenalectomy and subsequent hor-
mone replacement therapy with glucocorticoids
and mineralocorticoids. In one of our patients
with bilateral adrenal metastases this problem
was considerably more difficult, since the right-
sided tumor synchronously extended into the in-
ferior vena cava, and the left-sided one invaded
the left adrenal vein. We decided on bilateral
adrenalectomy with one stage thrombectomies,
since the general condition of the patient was
stable and nephrectomy passed without comp-
lications. It should be noted that resection of
tumor thrombi with adrenal tumors has some
peculiarities.

First of all, with the right-sided metastases
the tumor easily extends via the adrenal vein
to the retrohepatic segment and «higher» seg-
ments of the inferior vena cava. In most cases
either mobilization of the liver with control of
supradiaphragmatic part of the inferior vena
cava, or the use of cardiopulmonary bypass is
required. Secondly, with the left-sided metasta-
ses the tumor thrombus can invade not only the
left adrenal vein, but the left renal vein also.
Therefore, in order to preserve the left kidney,
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resection and difficult vascular reconstruction
of the renal vein may be necessary.

It is believed that in order to maintain ade-
quate adrenal function 10% of adrenal tissue
is required [7, 45]. Therefore, in recent years
for adrenal tumors the organ sparing surgeries
have been actively performed [46]. It should be
noted, that these surgeries may not be always
feasible though.

One should consider the size of the lesion,
its localization, the volume of remnant adre-
nal tissue, as well as the degree of integrity of
the adrenal vessels after resection. In our clini-
cal case it was impossible to perform neither
right-sided, nor left-sided organ sparing sur-
gery, since the tumors had replaced the larger
portion of the adrenal glands and extended into
the main adrenal veins.

Although modern replacement therapy with
glucocorticoids and mineralocorticoids is effec-
tive and safe, the patients with Addison dis-
ease due to bilateral adrenalectomy can have
signs of acute adrenal insufficiency in various
stress situations. Besides, in most cases, these
patients suffer from side effects of steroid the-
rapy, such as gastritis, hypertension and hypo-
kalemaia [5, 46].

Another important issue is feasibility
of targeted therapy in presence of iatrogenic
Addison disease. In our patient treatment with
pazopanib was prescribed due to presence of
pulmonary metastases after nephrectomy with
bilateral adrenalectomy. At the same time, we
found no significant side effects, and hormone
replacement therapy did not require any ad-
justment.

CONCLUSION

We have presented two case reports on in-
travenous extension of renal cell carcinoma
adrenal metastases. One of them for the first
time in worldwide literature presents intrave-
nous extension of synchronous bilateral adre-
nal metastases from RCC. Although these ca-
ses are extremely rare, it is necessary to take
into account possibility of presence of venous
tumor thrombi with adrenal metastases. The

incidence of this phenomenon of RCC is in the
second place after hepatocellular carcinoma.
Organ-sparing surgical technique in these pa-
tients is not feasible. Targeted therapy along
with hormone replacement therapy was not ac-
companied by increased side effects or exacer-
bation of adrenal insufficiency after removal of
both adrenal glands.
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(two case reports with literature review)

D. V. Shchukin'?, V. N. Lesovoy"?, U. M. Balarabe!, G. G. Khareba'?,
I. M. Antonian?, M. P. Kopytsya*, A. I. Harahatyi'?, A. V. Shus?

! Kharkiv National Medical University, Kharkiv, Ukraine;
2 MHI «V. I. Shapoval Regional Medical Clinical Center of Urology and Nephrology»,
Kharkiv, Ukraine;
3 Kharkiv medical academy of postgraduate education, Kharkiv, Ukraine;
4 L. T. Malaya National Institute of Therapy of NAMS of Ukraine, Kharkiv, Ukraine
urology.edu.ua@gmail.com

Intrvenous extension is one of the features of neoplastic process and is very characteristic for tumors of
the kidneys and adrenal glands. However, reports about the penetration of adrenal metastases into the venous
system are extremely rare. We have presented two case reports on intravenous extension of renal cell carci-
noma adrenal metastases. One of them for the first time in worldwide literature presents intravenous exten-
sion of synchronous bilateral adrenal metastases RCC into inferior vena cava and left renal vein. The patient
underwent bilateral adrenalectomy with the use of hormone replacement therapy and targeted therapy with
pazopanib. MDCT after 2 and 6 months did not show tumor progression. Lungs metastases are reduced in size
or remained unchanged. The patient does not complain. Blood pressure 110/70 mm Hg. Symptoms of Addison's
disease are absent.

In the second case, there was a metachronic contralateral metastasis of RCC, which penetrated through
the right adrenal vein into the subhepatic section of the inferior vena cava. The patient underwent a right-sided
adrenalectomy with thrombectomy. After 6 months multiple pulmonary metastases were identified. Pazopanib
therapy has initiated. Three months later, tumor progression was revealed. The patient died after 5 months
(14 months after surgery) from tumor intoxication.

Although these cases are extremely rare (7 cases in the world literature), it is necessary to take into account
possibility of presence of venous tumor thrombi with adrenal metastases. The incidence of this phenomenon of
RCC is in the second place after hepatocellular carcinoma (15 cases). Organ-sparing surgical technique in these
patients is not feasible. Targeted therapy along with hormone replacement therapy was not accompanied by in-
creased side effects or exacerbation of adrenal insufficiency after removal of both adrenal glands.

Key words: renal cell carcinoma, adrenal metastases, intravenous invasion, tumor thrombus.

AAPEHANNbHBIE METACTA3bl MOYEYHO-KJIETOYHOIO PAKA
C BHYTPUBEHO3HbLIMAU ONYXOJEBbIMU TPOMBAMU
HUXXHEN NMNOJIOW BEHbI
(ABa KNNHNYECKUX calydasd u o630p nutepaTyphl)

Myxwun 1. B.'%, Jlecosoit B. H.!?, Basmapa6e ¥. M.}, Xape6a I'. .2,
Anrouau U. M.?, Konuna H. I1.4, 'aparareiiz A. .12, Illycs A. B.?
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2. Xapokos, Yipauna,;
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? Hayuonanvroiti uncmumym mepanuu um. JI. T. Manoi HAMH Ykpaumnot,
2. Xapvkos, Ykpaurna
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BuyTrpuBeHOo3HOE pacupocTpaHeHUe SBJISETCS OJHOU M3 0COOEHHOCTEH HEeOIJIaCTUYECKOro IPOoIllecca
¥ OYeHb XapaKTePHO AJIs OIyXoJel modyek u HammodyeuHukoB. OQHAKO coO0LIeHNA 0 IIPOPACTAHUN B BEHO3-
HYI0 CHCTEeMY aJpPeHAaJIbHBIX METACTA30B KpaiHe peaku. Mbl HpeacTaBUJIN JBA KIMHUYECKUX HAOIIOIeHUT
BHYTPHUBEHO3HOTO PACIPOCTPAHEHUS aJPEeHAJbHBIX METACTA30B IIOYEeUHO-KJIeTouHOoro paka. OmHO M3 HHUX
BIIEPBbLIE B MUPOBOM JINTEPAType OIIMCHIBAET CHMHXPOHHOE BHYTPHUBEHO3HOE paclIpocTpaHeHue Ouiarepab-
HBIX aJpeHaJabHbIX MeTacTa3oB [IKP B HMKHIO0 moJIy0 BeHYy cpaBa M B OCHOBHYIO JIEBYIO IIOYEUHYIO BEHY
cieBa. IlanuenTty Obijia mpoBeeHa OuJyaTepajbHAsA AIPEHAJIKTOMUSA C IIOCJIEIYIOIIENd 3aMeCTUTEIbHOMN
TOPMOHAJILHOM M TapreTHoM Tepanuei masomanumobom. MJIKT gepes 2 u 6 MecsAIes He IMPoIeMOHCTPHUPOBA-
Ja IIPOrPEeCCHH OIIyXOJIM. BOJIBIIMHCTBO 00bEMHBIX 00pa30BaHUMI JIEKUX yMEHBIIMWJIOCh B padMepax WK
ocraBaJjioch 0e3 mamenenuii. [lanmuenT He npembaBIsgeT xa00. AprepuanbHoe gasienue 110/70 mm pr. CT.
Cumnromsbl 60Jie3HH AQIMCOHA OTCYTCTBYIOT.

Bo BropoMm ciyuae mmesr mecTo MeTaxpoHHBIM KoHTpaJsiarepasbHbE Meractas IIKP, koropsrit uepes
HpaByl aIpeHaJbHYI0 BEHY IIPOHMUKAJI B IIOAIEYEHOUYHEBII OTOe)] HUKHEH II0JI0M BeHEI. llamuenTike Obliia
BBHIIIOJIHEHA ITPABOCTOPOHHSAA aJPeHAJIdKTOMUA ¢ TpoMOaKkToMuell. Yepes 6 mecAlleB y Hee 00HAPYKEeHBI MHO-
JKeCTBEHHBIE JIerouHble MeracTadbl. Havara Tepanusa masomanubom. Tpu mecsamna crmycrss Obljia uaeHTUDU-
IIUPOBAHA IIporpeccus omyxosn. [larmmenTka ymepsa yepes 5 Mecsres (depea 14 MecsIeB mMocJie OImepalium)
OT OIIyX0JI€BOI MHTOKCUKAILWH.
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Oenaou

XoTst maHHBIe HAOJIIOEHUS IBISIOTCI dKCTPEMAaJIbHO peakuMu (7 ciaydaeB B MUPOBOM JIUTEpPATYpE), He-
00X0TUMO YUYUTHIBATH BO3MOYKHOCTH CYII[€CTBOBAHUS Oy X0JIE€BHIX BEHO3HBIX TPOMOOB P MeTACTA3aX II0YeY-
HO-KJIETOYHOI'0 paKa B HaAmouedHHKH. I1o yacrore Berpeuaemoctu nanHoro penomena ITKP samumaer Bro-
poe MecTo I0cJIe TenaToresaoaapaoro paka (15 cayyuaen). OpraHocoxpaHsOIIAas XUPYyPrudecKasi TAKTUKA
y JaHHBIX [IAI[UEHTOB He SIBJIsIeTCsI BO3MOKHOM. Taprernas tepanus Ha (poHE 3aMeCTUTEIBHON ITOPMOHAIb-
HOM Tepamnuu He COMPOBOKIAIACh YBEJINUEHUEM YHCJIa TTO00YHBIX 9(pPeKTOB NI yCUJIeHUEM aIpeHaIbHOR
HEeJ0CTATOYHOCTH y MAI[UEHTA [OCJIe YAAJIeHUusT 000MX HAIIIOYeUHUKOB.

KnroueBrie caoBa: mMOYEUHO-KJIETOYHBIN PAK, aIpeHAIbHBIE MeTACTa3bl, HHPABEHO3HOE pacipocTpa-
HEeHUE, OIIYXO0JEeBBIN TPOMO.

AOPEHANbHI METACTA3U HUPKOBO-KJIITUHHOIO PAKA
3 BHYTPILWWHbOBEHO3HUMW NYXJIMHHNUMWU TPOMBAMMU
HMXHBOT MOPOXHUCTOT BEHU
(pBa KNiHIYHMX BUNagku 1a ornan nitepartypu)

Myxin . B.2, Jlicouit B. M.!2, Basmapa6e V. M.}, Xape6a I. I'.*2,
Anrtonsau I. M3, Konuua M. I1.4, Tapararuit A. 142, Illycs A. B.?
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BuyTpimuboBeHO3HE MIOMIMPEHHS € OQHIEI 3 0COOJIMBOCTEN HEOMJIACTHYECKOrO IIPOIecy 1 IysKe Xapak-
TePHO JJIs My XJIMH HUPOK 1 HAJHUPKOBUX 3as103. OTHAK MMOB1TOMJIEHHS IIPO IIPOPOCTAHHS Y BEHO3HY CUCTEMY
aJpeHaJIbHUX MeTacTas3lB € ayske piakicHuMmu. Mu mpeacTaBHJIM ABa KJIIHIYHUX CIOCTEPEIKeHHS BHYT-
PIITHBOBEHO3HOTO TONMIMPEHHS aJpeHaJbHUX MEeTACTa3lB HUPKOBO-KJIITHHHOro parky. OmHe 3 HUX BIleplie
B CBITOBIH JIiTepaTypl ONMUCYE CUMHXPOHHY BHYTPINTHBOBEHO3HY 1HBA3110 OljaTepaJbHUX aJpeHaAJIbHUX Me-
TacTas3lB HUPKOBO-KJIITHHHOIO paKy B HUYKHIO IIOPOKHUCTY BEHY IIPABOPYY 1 B OCHOBHY JIIBY HUPKOBY BEHY
niBopyu. IlamienTy OyJia BukoHaHa OljiaTepasbHA aapeHaJeKTOMIsA 3 II0AaJIbII0K 3aMICHOK IOPMOHAJIBHOIO
1 TaprerHoio Tepairieo masomanioom. MJIKT gepes 2 1 6 micAIiB He HpogeMOHCTPYyBaJjia IIPorpecii myxJu-
HU. Bigbmricts 00'eMHUX yTBOPEHB JIETEHIB 3MEHIIMJIACSA B po3Mipax abo 3aawumtasgocsa 6e3 amiu. [larient
He Tpea'saBisie ckapr. Aprepianapuuit Tuck 110/70 mum pT. cr. Cumnoromu xBopoou AfTicoHa BiICy THI.

VY npyromy BUIaaKy MaB MiCIle METaXpOHHHUM KoHTpaJsarTepasbuuii meracrad HKP, skuit yepes mpasy
aJpeHaJbHyO0 BeHY HPOHUKAB J0 II1IIeYIHKOBOI0 BIII1JIY HUKHBOI ITOPOsKHKCTOI BeHu. [lamienTi Oyia Bu-
KOHaHa mpaBo0ivHa aJpeHaJIeKTOMIsI 3 TpoMOekToMier. Yepesd 6 MicAIIB y Hel BUSABJICH] MHOKHUHHI JIEreHeB1
MmeracTasu. Posmouaro Tepamis masonani6om. Tpu Mmicsairl mo Tomy Oyna imeHTH]IKOBaAHA IIPOrpecis IyXJIu-
mu. [lamierTra momepJia depes 5 micaiiis (uepes 14 MICAIIIB IicJId omeparii) BiJ IyXJUHHOI IHTOKCUKAIIIT.

Xoua 111 KIIIHIYHI BUMIAJKU € eKCTpeMaJsIbHO piakicHuMu (7 BUIIAIKIB), HE0OX1JHO BPAXOBYBATU MOIKJIH-
BICTH ICHYBAHHS IIyXJIMHHUX BEHO3HUX TPOMOIB ITPX MeTacTa3aX HUPKOBO-KJIITUHHOTO PAKy B HATHUPHUKH.
3Ba yacToToo 3ycTpiuaeMocTi JaHoro e HoMeHa HUPKOBO-KJIITHHHHUM paK mocigae Qpyre Miclle Hicjisa remaTo-
menoaspuoro paky (15 sumagkis). Opramosbepiraoya Xipyprivua TaKTUKA y JaHUX [IAI[IEHTIB He MOKJIUBA.
Tapreruas Tepamis Ha TJI1 3aMIiCHOI TOPMOHAJIBHOI Tepalrii He CYIPOBOMKYBaIacsa 301JIbIIIEHHAM K1JIbKOCTL
nobiuHuX edeKTiB abo MOCUJIEHHAM aJpeHasIbHOI HeJIOCTATHOCTI y MallleHTa IIiCJIsd BUIAJIEHHS 000X HAJI-
HUPHHUKIB.

KnrouoBi cimoBa: HUPKOBO-KJIITUHHHUM pak, aJpeHasbHI MeTacTa3u, iHpaBeHO3He IMOIIUPEHHS, Iy X-
JUHHUAN TPOMO.
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