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1. Summary

There is no reliable and physiological method for draining the cav-
ities of the abdominal organs and cavities of the retroperitoneal
space. The author has developed a reflux method for drainage of
these formations. As proof, an example of a reflux drainage of a
pancreatic cyst is given.

2. Clinical Image

The question of choosing the optimal and rational therapeutic
tactics for cystic pancreatitis is still relevant and one of the most
difficult in modern pancreatology [1]. The presence of intraductal
hypertension in chronic pancreatitis in 40-45%, the presence of
cysts in a third of patients determines the increasing surgical activ-
ity of this pathology, the emergence of new methods of operations.
Longitudinal pancreatojejunostomy is considered the "gold stan-
dard" of surgical treatment of chronic pancreatitis: on the Brown
loop [2], with a plug on the adductor loop, or according to the Ru
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method [3, 4]. According to published data, of all cystodigestive
anastomoses, preference is given to the formation of an anasto-
mosis with the jejunum on a disconnected loop according to Roux
[3, 5], on the loop of the jejunum with interintestinal anastomosis
according to Brown and with the formation of a "plug™ according
to [6]. But the imposition of a cyst pancreatojejunostomy with a
completely non-disconnected intestinal loop is unacceptable [7],
which increases the risk of infection of the cyst cavity, progression
of pancreatitis. Thus, the complexity of early diagnosis and ade-
quate surgical correction, a significant proportion of unsatisfactory
results, as well as the low quality of life of patients after unsuc-
cessful reconstructive and restorative surgeries on the extrahepat-
ic bile ducts, pancreatic ducts require the search for new ways to
solve the problem [8-10]. Jejunoanastomosis with interintestinal
anastomosis according to Brown does not allow to fully avoid the
above complications even with the use of a "plug” by A.A. Shali-
mov [11], which eventually undergoes recanalization. The authors
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themselves point to the possible restoration of the patency of the
intestinal canal due to bedsore ligatures and metal clips at the site
of their imposition. Their intussusception also cannot always reli-
ably prevent the restoration of the intestinal lumen. This outcome
does not prevent the ingress of intestinal contents into the drained
structures. In the European surgical school, preference is given to
reconstruction with the Roux-off loop of the jejunum, the length of
which should be at least 40 cm to avoid reflux of bile and intestinal
contents into the stomach stump and esophagus [12]. Opponents of
the anastomosis on the Roux loop declare the complexity of such
operations, are dissatisfied with the exclusion of a significant por-
tion of the small intestine from digestion, note a significant num-
ber (2 - 17.6%) of complications in the form of anastomotic leak-
age [13-15], reflux of intestinal contents remains in the drained
structure in 27% of patients [16].

For internal drainage of the hollow organs of the abdominal cavity
and cavity formations of the retroperitoneal space, the Roux-iso-
lated loop of the small intestine is most often used, which is the
"gold standard". But this method of drainage has its drawbacks,
which affect the immediate and late postoperative periods, the de-
velopment of functional and organic complications, and the quali-
ty of life of patients. Therefore, the development of new approach-
es to solving these problems is urgent.

We have improved the approach to drainage of the hollow organs
of the abdominal cavity and cavity formations of the retroperito-
neal space with the creation of an interintestinal anastomosis with
the formation of a “plug” developed in the clinic on the adductor
loop of the small intestine (Figure 1-3).

The data of the scientific calculation made justify the practical per-
formance of the operation by the surgeons without compressing
the intestinal wall:

Figure 1: Scheme of drainage of the cavity formation of the abdominal
cavity or retroperitoneal space using a "plug”.
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Figure 2: The area of the small intestine that does not pass chyme (painted
over)

Figure 3: A mentally distant section of the intestine that does not pass
chyme - a variant of the method of drainage according to Ru

- injections at 3, 9 o'clock in relation to the mesentery of the intes-

tine in the place of the supposed "plug" impose a serous-muscular
suture (Figure 4, 5).

- separately tie the ends of the suture threads, invaginate the an-
timesenteric wall of the intestine until it touches the mesenteric
wall (Figure 7-11).
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Figure 4: Scheme of ligation (1) through the serous-muscular membrane
at 3 and 9 hours.
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Figure 5: Photo of ligation through the serous-muscular membrane at 3
and 9 o'clock.

Figure 6: Photo of carrying out three ligatures through the serous-
muscular membrane at 3 and 9 o'clock

Figure 7: Scheme of approaching the antimesenteric wall to the mesenteric
wall with three ligatures (1).

Figure 8: Photo of the approach of the antimesenteric wall to the
mesenteric wall by three ligatures.
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Figure 9: The intestinal lumen (2) was eliminated by invaginating sutures

).

Figure 10: Scheme - the line of invaginating sutures is fixed with a free
strand of an omentum with a ligature (1).

Figure 11: Photo - the line of invaginating sutures is fixed by a free strand
of an omentum with a ligature.

- from a strand of a free omentum and a non-absorbable ligature
passed through it, we form a developed "plug", the diameter of
which is equal to the diameter of the invaginated section of the
intestine, tying the ends of the thread, which determines the ana-
tomical constancy of the created structure (Figure 10).

Thus, during internal drainage of cavities in the abdominal cavi-
ty and retroperitoneal space, a "plug" has been developed for the
small bowel adductor loop, which excludes compression, ischemia
(proven by microcirculation studies) and necrosis of the intestinal
wall with subsequent migration of the created structure into the
lumen of the gastrointestinal tract and determines planned a reflux
effect.
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2.1. We give a clinical example of internal drainage of a pan-
creatic cyst using the developed technique

Patient S, 31 years old, was admitted to the GBUZ NO "GKB No.
12" on 17.03.12 with a diagnosis of "Acute pancreatitis. Pancre-
atic cyst ". He complained of general weakness, constant pain of
a girdle nature, nausea, vomiting that does not bring relief, dry
mouth. Il for two days, when he began to note these complaints.
The condition did not improve, the ambulance was delivered to the
GBUZ NO "GKB No. 12", where he was hospitalized. In 2011,
she was diagnosed with a pancreatic cyst. A course of conservative
treatment was carried out. The condition has improved. The survey
was carried out. FGDS (03.21.2012) - gastroduodenitis. Deformed
stomach. Signs of pancreatitis. Ultrasound (03/19/2012): diffuse
liver changes as fatty hepatitis. Diffuse changes in the pancreas
like chronic pancreatitis. LIVER without focal changes, slightly
increased in size. Liver size: oblique-vertical size of the right lobe
156 mm (norm up to 150 mm). The edge of the liver corresponds
to normal values (angle). The contour of the liver is even, clear.
Liver parenchyma of diffusely increased echogenicity. There are
no functional and morphological signs of portal hypertension. The
vascular pattern of the liver is not deformed. Hepatic veins are not
dilated. The spleen is not enlarged. The spleen is of normal echo
structure. The structure of the spleen is homogeneous. The gall-
bladder is not enlarged, with an S-shaped bend in the neck area.
The dimensions of the gallbladder are 80 x 26 mm. The wall of
the gallbladder is not thickened. The gallbladder contains acousti-
cally clear bile. Intrahepatic bile ducts are not dilated. The lumen
of the common bile duct is 8 mm. The PANCREAS is visualized
fragmentarily in the projection of the body up to 19 mm, increased
echogenicity, heterogeneous structure. In the projection of the head
- a cyst up to 10 cm in diameter, the wall up to 6 mm contains an
echogenic sediment. Conclusion: diffuse liver changes of the type
of fatty hepatosis. Diffuse changes in the pancreas like chronic
pancreatitis. Pancreatic pseudocyst. Operation (No. 105) internal
drainage of the pancreatic cyst 23.03.12. A tumor-like formation
in the epigastrium and right hypochondrium is visually and pal-
pable (Figure 12). Mid-median laparotomy. Moderately expressed
adhesions in the abdominal cavity, adhesions are separated. In the
region of the head and body of the pancreas, a tumor-like forma-
tion with a diameter of up to 15 cm is determined, which bulges
into the lower floor of the abdominal cavity through the mesentery
of the transverse colon (pancreatic cyst) (Figure 13). The cyst in
the lower pole is isolated from the surrounding tissues and punc-
tured. Removed 1 liter of brown liquid (taken for inoculation and
sensitivity to antibiotics), the last portion of the liquid with - fibrin
(Figure 14). At the puncture site, the cyst was dissected for 5 cm,
its cavity was washed with 800 ml of saline sodium chloride solu-
tion (Figure 15). A loop of the jejunum was isolated 50 cm from
Treitz's ligament. Imposed cyst pancreatojejunostomy with a two-
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row suture, the suture line is covered by the peritoneum (Figure
16, 17). A two-row anastomosis was placed between the adductor
and the deferent parts of the jejunum (Figure 18, 19). Above the
anastomosis, a “plug” with a diameter of 2 cm was placed on the
adductor gut (Figure 20). A water test has been carried out - no lig-
uid flows above the “plug”: the plug is applied adequately (Figure
21). Control of hemostasis. Through the counter-openings, 2 trap-
ping drains were placed into the abdominal cavity. Layered suture
of the wound. Ac. sticker.

Figure 12: Visually and palpation is determined by tumor formation in the
epigastrium and right hypochondrium

Figure 13: In the region of the head and body of the pancreas, a tumor-
like formation with a diameter of up to 15 cm is determined, which bulges
into the lower floor of the abdominal cavity through the mesentery of the
transverse colon

Figure 14: The cyst is punctured. Removed 1 liter of brown liquid
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Figure 19: Anastomosis is formed between the adductor and efferent
parts of the jejunum

Figure 16: Between the wall of the cyst and the loop of the jejunum,
gray-serous sutures are applied. The formation of an anastomosis between  Figure 20: Above the anastomosis on the adductor gut, a “plug" is applied
them has begun

Figure 17: An anastomosis is formed between the cyst of the pancreasand ~ Figure 21: A water test has been carried out - liquid does not flow above
the loop of the jejunum the "plug": the plug is applied adequately

Control ultrasound in the postoperative period (04/03/2013): dif-
fuse liver changes like fatty hepatitis. Diffuse changes in the pan-
creas like chronic pancreatitis. Smooth postoperative period. Dis-
charged 04.04.2012 for outpatient observation by a surgeon.
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