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CAYYAM HA KAMCYAUPAHA ME3SEHTEPUAAHA CTEATOHEKPO3A, UMUTUPALLA
ME3EHTEPUAAEH TYMOP.
KAMHWUYEH CAYYAI U KPATBHK 0630P HA AUTEPATYPATA. [BULGARIAN]

PE3HOME

BvBegeHue: Me3eHmepuanHUmMe mymopu npegcmaBasBam xemepozeHHa 2pyna Ae3uu C
HeonAacmuueH, Bb3naaumeneH uau gezeHepamuBeH npou3xog. loAsMomo pa3Hoobpa3ue Ha
me3u Ae3uu, kakmo u msixHama pagkocm uecmo 3ampygHaBam nocmaBsHemo Ha mouHa
guazHo3a. Om gpyza cmpaHa, pa3AudHama Me3eHmepuaAHa Aokaauzauus U
B3aumMoomHoweHus ¢ okoaAHUmMe op2aHu Mo2am ga npegcmaBasBam cepuo3Ho mexHuuecko
npegu3BukameacmBo. OcBeH moBa, Hkou om me3u Ae3uu Mo2am ga 6bgam kopemHa u3sBa
Ha cucmeMmHu 3aboasaBaHust uau amunuuHu uHdpekuyuu, koumo uzuckBam megukameHmo3Ho
AeYveHue u HenpaBuAHomMo peweHue 3a ,pagukanHa” xupypausi 8 makuBa cayuau Mmoke ga uma
»kuBomo3zacmpawaBawu nocaeguuu.

OnucaHue Ha kauHuuHusa cayual: NpegcmaBa ce 67-2o0guwHa »keHa, nocmbnBawa 3a nvpBu
nom B kauHukama no noBog cnopaguuHa mona kopemHa 6oaka u uyBcmBo Ha guckomdopm B
kopema. CvobwaBa 3a npemuvpneHu xoaeuyucmekmomusi u xucmepekmomusi no noBog
gobpokauecmBeH mymop, ¢ npugpykaBawu gucAunugeMusi U apmepuanHa xunepmoHus. He
cvobwaBa 3a npekapaH ocmvbp naHkpeamum uau kopemHa mpaBma. MauyueHmkama e
HacoueHa koM kanuHukama ¢ pabomHa gua2Ho3a ,Me3eHmepuaneH netiomuom” Bv3 ocHoBa Ha
ambyanamopHo npoBegeHa komnlombpHa momozpadus, geMoHCmMpupaw,a gobpe omapaHuueHa
okpwvaneHa Haxogka, c nANbmHa HepaBHomepHOo gebena nepudepus, c MacmHo-ekBuBaneHmHu
yyacmbuu ueHmpanHo u BkaausBaHus no nepudepusma um. CoaugHama komnoHeHmMa
noka3Ba cowo maka noBuweHue Ha nAbmHocmma Ha kbecHama nocm-koHmpacmHa ¢a3a,
xapakmepHo 3a ¢dubpo3zHama muvkaH. NMpomaHama B nonokeHuemo Ha kbcHama nocm-
koHmpacmHama cepusi cBbp3aHo ¢ MOomuaumema Ha moHkoupeBHume 6pumku. Haxogkama
b6ewe uHmepnpemupaHa kamo kancyaupaHa macmHa Hekpo3a 6e3 ga Moke ga ce uskalouu
aunocapkom, nopagu koemo nayueHmkama 6ewe naaHupaHa 3a onepamuBHo AeueHue. Mpu
Aanapockonusma ce ycmaHoBu 6ene3HukaBa, navmHa dopmauusi, npouzxokgawa om
mMe3eHmepuyma Ha UeloHyMa, koamo ce ekcuyu3upa. Xucmonamoao2uuyHomo u3cAaegBaHe
ycmaHoBu HaAuuue Ha kancyAupaHa cmeamoHekpo3a. CAegonepamuBHusm nepuog npomeue
6e3 ycaokHeHuUs1 u nayueHmkama 6ewe u3znucaHa B gobpo 06w,o cbcmosiHue Ha caegBawus
geH.

3akaloueHue: TouHama npegonepamuBHa guaz2HO3a Ha Ae3uume Ha Me3eHmepuyMa e om
cbwecmBeHo 3HaveHue 3a npaBuAHOMO NAAHUpPaHe Ha AeyeHUemo. Xupypa2uyHama Hameca e
noka3aHa npu noumu Bcuuku coanugHu mymopu, kakmo u npu kucmuuHu Ae3uu, ko2zamo me ca
cuMnmomamuuHu. [pu kancyAupaHama Me3eHmepuanHa cmeamoHekpo3a e Bvb3MoXkHO
koHcepBamuBHo noBegeHue nopagu meHgeHuusma U kbM cnoHmMaHHa pe3opbuyus. Hal-
BakHama gudepeHuuanHa guazHo3a e ¢ Aunocapkom, kamo npu HaAuyue Ha guazHOCMuUYHa
Hecu2ypHoOCm ce npenopbuBa XupypauyHo AeUEHUeE.

KAHOYOBU AYMU
myMopu Ha Me3eHmepuyMm, kancyaupaHa MmacmHa Hekpo3a
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BbBEAEHUE

Me3eHmepuanHUMe mymopu npegcmaBasBam xemepozeHHa 2pyna Ae3uu, koumo moz2am ga
6bgam c HeonAacmuueH, Bb3nanumeAeH uAu gezeHepamuBeH npousxog [1]. Te npou3au3zam
0mM ME3eHXUMHU, AUMPHU, HeBpaAHU uAu Me30meAHU mbkaHu u yecmo ce nposBaBam c
HecneuyuduuHu abgoMuHaAHU cuMnmoMu UAu ce omkpuBam uHuugeHmMHO npu obpasHu
uzcaegBaHus. FonsMomo pa3Hoobpa3ue Ha me3u Ae3uu, kakmo u msxHama psagkocm
(noBeuemo ca ¢ uecmoma 1/1-25 MuAuoHa gywu), yecmo 3ampygHaaBam nocmaBaHemo Ha
mouHa guazHo3a. O6bpagHume Memogu, ocHoBHO komnlomvpHa momozpadusa (KT) u
Ma2HUMHO-pe30HaHCHa moMozpadusa (MPT), umam ueHmpanHa poas B gudepeHuuanHama
guazHo3a u B naaHupaHemo Ha nogxogswomo AedveHue [2, 3]. B Hacmoswusa goknaag
npegcmaBame cayuval Ha kancyAaupaHa Me3zeHmepuanHa cmeamoHekpo3a, kakmo u kpamuvk
0630p Ha HaAUYHama Aumepamypa no memMama.

OMUCAHUE HA KAMUHUYHWS CAYYAIA

MNpegcmaBa ce 67-20guwHa >keHa, nocmbvnBawa 3a nbpBu nom B8 kauHukama no noBog
cnopaguyHa mvna kopemHa 6oaka u uyBcmBo Ha guckomdopm B kopema. CvobwaBa 3a
npemubpneHu xoneyucmekmomus u xucmepekmomusa no noBog gobpokauecmBeH mymop, ¢
npugpyxaBawu gucAaunugemusi u apmepuanHa xunepmoHus. He cvobwaBa 3a npekapaH
ocmbvp naHkpeamum uau kopemHa mpaBma. NMauueHmkama e HacoueHa kom kauHukama c
pabomHa guazHo3a ,Me3eHmepuaneH netioMuom” B3 ocHoBa Ha ambyaamopHo npoBegeHa KT.
Hawusm aHaAu3 geMoHcmpupa gobpe omepaHuueHa okpvaaeHa Haxogka, € nAbmHa
HepaBHOMepHO gebena nepudepusi, ¢ MacmHo-ekBuBaneHMHU yyacmbuu UEHMPAAHO U
BkaausiBaHus no nepudepusma um. ConugHama komnoHeHma noka3Ba cowo maka noBuweHue
Ha nNAbmHocmma Ha kbcHama nocm-koHmpacmHa ¢a3a, xapakmepHo 3a dubpo3zHama muvkaH
(Que. 1). MpomsHama B nonoXkeHuemo Ha kbcHama nocm-koHmpacmHama cepus cBbp3aHo ¢
MomuAumema Ha mubHkoupeBHume 6pumku. Haxogkama 6ewe uHmepnpemupaHa kamo
kancyaupaHa MacmHa Hekpo3a 6e3 ga moXke ga ce uskalouu aunocapkom, nopagu koemo
nayueHmkama 6ewe nAaHupaHa 3a onepamuBHo AeueHue. lMpu aAanapockonusma ce
ycmaHoBu 6ene3HukaBa, nAnomHa popmayus, npousxoXkgawa om me3zeHmepuyma Ha leloHyMa,
kosmo ce ekcuugzupa (Qua. 2). XucmonamoaAo2uyHomo u3caegBaHe ycmaHoBu HaAuuue Ha
kancyaupaHa cmeamoHekpo3a (Quz. 3). CaegonepamuBHusm nepuog npomeue 6e3
ycAoXkHeHus u nayueHmkama 6ewe uznucaHa 8 gobpo 06wW0 cbcmosiHue Ha cAegBaw,us geH.
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Queaypa 1. KoHmpacmHa KT — (A] apmepuaaHa nocm—kOHmpamHa ¢a3a, (B) BeHozHa nocm-koHmpacmHa ¢a3a, [C) kecHa
nocm-koHmpacmHa ¢a3a, (D] kopoHapHa pekoHcmpykyus Ha apmepuasHa ¢asa.

(DL;aypb 3. Mukpockoncku uzaneg gemoHcmpupaw, kancyaupaHa
ekcyuzusma. Hekpo3a Ha MacmHama mvkaH (XemamokcuAuH eo3uH, 2.5x).

(Dzypa 2 WM3eneg Ha Haxogkama npegu u creg
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ANCKYCUA

Wupokusm cnekmvbp om mMe3eHmepuanHu obpa3yBaHus Hanaza obwupHa gudepeHyuasHa
guazHo3a. Bbnpeku maxHama psgkocm, pazaudyHume kAuHU4YHU nposiBu, Me3eHmMepuaAHama
nokaauzayua u B3aumoomHoweHusma c okoAHume opzaHu Moz2am ga npegcmaBasBam
CEepuo3HO guazHoCMuuHo u mepaneBmuuHo npegu3BukamencmBo. OcBeH moBa, Hakou om
me3u Ae3uu Mo2am ga bbgam kopemHa u3aBa Ha cucmemHu 3ab6oAaBaHuUss UAU amunuyHU
uHdekuyuu, koumo uzuckBam megukameHmo3Ho AeueHue, kamo HenpaBuAHOMO peweHue 3a
~pagukanHa” xupypaus 8 makuBa cayuau Mmoke ga uma kuBomo3zacmpawaBawu nocaeguuu [3].
KancyaupaHama Hekpo3a Ha Me3eHmepuanHama MacmHa mvkaH npegcmaBasiBa psagka
NnpuyuHa 3a guazHo3ama ,Me3eHmepuaneH mymop” (uHmpaabgomuHanHa Maca). ToBa e
Bvb3nanumeAHo 3aboasBaHe, onucaHo 3a nopBu nbm B mMaeuHama >kaeza npe3 1978 2.
egHoBpemMeHHO om Schmidt-Hermes B NepmaHus u BaacoB u comp. B8 Pycus [4, 5]. Bbnpeku
moBa, ma Moke ga ce pa3Bue HaBcakbge B8 msaaomo. Watanabe u comp. cvobwaBam
UHUUGEHMHO guazHocmuuupaH caydal, kakmo u geBem gonvAHUMEAHU cAyYast, nybaukyBaHu
B8 aHzAaoe3uuHama Aumepamypa [6]. NMoaoBuHama om nayueHMume HAMam gaHHU 3a
npegwecmBawa mpaBma uau xupypa2uuHa uHmepBeHuus — nogobHo Ha npegcmaBeHus
cAydyal. Hal-uecmomo onnakBaHe e neka kopemHa 6oaka. Mpe3 2021 2. Kamaya u cemp.
onucBam HenybaukyBaH cayuall MacmHa Hekpo3a npu nauueHm c 6oaecm Ha Whipple,
umMumupawa Aunocapkom (npegocmaBeH om H. Harvin) [7]. NMpe3 2023 2. Principe u comp.
nybaukyBam cayual, uMumupaw, oCmbvbp aneHguuyum npu 82-zoguwHa >keHa [8]. Mpu
komnlomvpHa momMozpaduss kancyaupaHama Me3eHmMepuanHa MacmHa Hekpo3a ce
Bu3yaauzupa kamo gobpe o2paHuuyeHa, Xemepo2eHHa Maca C MacmHO Cbgbp)kaHue u
¢dubpo3Ha kancyaa, ¢ uau 6e3 koHmpacmHo ycunBaHe. B obpa3yBaHuemo mozam ga ce
HabalogaBam pa3auuHo koauuecmBo kaauudukamu. Bonpeku ye ms uma meHgeHuust kom
CnOHMaHHa pe3opbuusi, Npu HaAuvyue Ha guazHOCMUUHA Hecuz2ypHocm ce npenopbuBa
Xupypa2uuHa uHmepBeruyusa [7]. Hal-BakHama gudepeHuuanHa guaz2Ho3a e ¢ Aunocapkom.
Hanuyuemo Ha koHmpacmHO ycuAeHu cenmu u HenpaBuaHu 2paHuuu e xapakmepHo 3a
AunocapkoM, Ho noHsikoza, ocobeHo npu gobpe gudepeHuyupaHume mymopu, me3u beae3u
moxke ga AuncBam.

Dufey u comp. knacudpuuupam wupokus cnekmbvp om me3eHmepuaAHU Ae3uu B uemupu
kamezopuu (Tabauua 1) [1]. TaxHama kaacudukauus b6ewe pa3wupeHa c BkalouBaHe Ha
HeBpozeHHUMe mymopu u kancyAaupaHama Hekpo3a (Tabauua 1).
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Tabauua 1. Kanacudukauyusa Ha Me3eHmepuaAHume Ae3uu (MoguduuupaHa no Dufay u comp.) [1].

Tun Ha myMopa Kpamka xapakmepucmuka

Tymopu ¢ AuMdeH npou3xog

KucmuueH KT: YHunokynapHa uAu MyamuaokyrapHa me3zeHmepuanHa kucma CbC Cepo3HO UAU

AuMmpaHauoM XUAO3HO cbgbpkumo; AMP nomBubprkgaBa HaAuuuemo Ha meyHoCcm UAU MacmHa mokaH.
MNpozHo3a: Aobpa; ManuzHeHa mpaHcdopmauuss ce HabalogaBa psigko (=3% om
cAydaume).

Aumdom KT: ,sandwich sign* — xomo2eHHo koHmpacmupawa aumdageHonamus, kosmo o6xBawa

Me3eHmepuanHUmMe cvgoBe npu 3ana3eHa nepuBackynapHa MacmHa mokaH.
MpozHo3a: BapuabuaHa, B 3aBucumocm om cmagusi U nogmuna; o6uvyaliHO e HaAuue
gobbp omz20Bop Ha cucmeMHa mepanus.
boArecm Ha KT: Aobpe omzpaHuyeHa XOMO2eHHA Maca C U3pa3eHo apmepuanHo koHmpacmupaHe,
KacvamaH Bv3moXkHU ueHmpanHu kaauudukamu u cameaumHu Bv3au.
Mpoz2Ho3a: 06ukHoBeHO gobpa cAeg NbAHO Xupyp2uuHo omcmpaHaBaHe; cucmeMHama
¢dopma moXke ga uzuckBa gonvAHUMEAHA mepanus.
MemacmamuuHa KT: HesicHo omezpaHuueHa, uHpuampamuBHa Me3zeHmMepuaAHa Maca C paguapHo
AumpageHonamus | pa3noAaokeHu pubpo3Hu uBuuu u kaauudukamu.
MpozHo3a: 0O6ukHoBeHo HebaazonpusmHa, B 3aBucumocm om cmeneHmMa Ha
MemacmamuuHama aH2a)kupaHocm u XopMoHaAHama akmuBHocm.
MbpBuUHU NepumoHeaAnHU myMopu
Mpocma KT: ToHkocmeHHa, npocma kucma, u3nbAHEHa C MEYHOCM; XUCMOAO2UYHO ce
Me3eHmepuanHa ycmaHoBaBa me3omeaHa AuzaBuua Bopxy aueaynapHa dubpo3Ha muvkaH 6e3 MmyckyaHu
kucma UAU AUMDHU eAeMEHMU.
Mpo2Ho3a: Aobpa caeg xupypauuHo omcmpaHaBaHe; peuuguBume ca pegku.

EHmepuuHa KT: Aobpe omezpaHuueHa kucmo3Ha maca, pa3znoaoXkeHa B 6AU30CM go UHMECMUHYMa,
gybAukauyuoHHa yecmo cvc ,3Haka Ha gBolHama cmeHa” uau ,MyckyAaHus pbb6”; moXke ga cogupka
kucma meuHocm uAu gempum u noHskoza uma komyHukauus c upeBHus AyMeH.

Mpoz2Ho3a: OmAuuHa CcAeg Xupyps2uuyHo omcmpaHsBaHe; cbwecmByBa puck om
ycaokHeHus (o6ecmpykuus, kpvBou3auB, nepdopauus) npu Aunca Ha AeveHue.
AobpokauecmBeHn = KT:MHokecmBo mvHkocmeHHU kucmu c pa3zauueH pa3mep, noHsikoza ¢ AokanHa uHBa3us.

a kucmogHa MNpozHo3a: Bucoka uecmoma Ha peuuguB caeg pe3ekuus (go 50%]); onucaHu ca pegku
Me3omeAuoma CAyyau Ha MaAuz2HeHa mpaHchopMayus.

3nokauecmBeHa KT: XemepozeHHa MekomvkaHHa Maca, koasmo mo)ke ga uHpuampupa coCcegHuU opzaHu
nepumoHeanHa 6e3 gudy3zHo nepumoHeaAHO pa3npocmpaHeHue; kaauyuduuupaHu naeBpanHu naaku
Me3omeAuoma MO2am ga nognomMo2Ham guazHo3ama.

MNpozHo3a: ObukHoBeHo HebrazonpusamHa nopagu kbcHo npegcmaBsHe, Bonpeku ue
AokanugupaHume ¢opMu umMam no-gobpa npoz2Ho3a.

TyMopu om MacmHa u cbeguHumeAHa mokaH

CoaumapeH KT: Aobpe omepaHuuyeHa Maca C u3pa3eHo nopmanHo koHmpacmupaHe, noHskoza

¢pubpo3zeH myMop  Xxemepoz2eHHa nopagu HEKPOMUUHU UAU KUCMUYHU 30HU.
MpozHo3a: MoBuweH MaAnuzHEH nomeHuuaa, Hag 20% yecmoma Ha peuuguB u puck om
omganevyeHu Memacmasu.

AecmougeH KT: Aobpe omzpaHuueHa, HekancyAupaHa XoMo2eHHa Maca C MUHUMaAHO NOPMaAHO

mymMop koHmpacmupaHe; Ha AMP gemoHcmpupa T2-cu2HaA om Xuno- go XunepuHmeH3eH B
3aBucumocm om kaemwuHocmma.
MpozHo3a: Bucoka uecmoma Ha AokaneH peuuguB; HebAa2oNpPuUSMHU NPO2HOCMUUHU
¢dakmopu ca abgomuHanHa Aokaausauusi, pagmep >10 cm, MyamudokanHocm u uHBa3us B
Me3eHmMepuyMa UAU ypemepume.

Qubpom KT: XomozeHHa, ficHO omezpaHuuyeHa Maca, koamo moke ga cbgvbpxka kucmuueH
koMnoHeHm, ¢ nepudepHo koHmpacmupaHe caeg npuaoXkeHue Ha koHmpacm.
MpozHo3a: OmAUYHa NPU NBAHO XUPYp2UYHO omcmpaHsBaHe.

Aunom KT: Ae3uu c MacmHa nAbmHocm, 6e3 coanugHu KoMnoHeHmMu.
MpozHo3a: OmAuUYHa NPU NLAHO XUPYpP2U4HO omcmpaHsiBaHe.
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Aunocapkom KT: Aowo omzpaHuueHu, uHuAmpamuBHU, HEXOMO2EHHU Macu, CbgbpXkawiu yyacmbobuu
C MaCmHa nNnAbMHOCM, cbhbmcmBaHu C no-nAbmHa mbkaH u Xemepoz2eHHOo
koHmpacmupaHe.

MpozHo3a: 3aBucu om cmeneHmMa Ha gudepeHyuayus Ha mymMopa U 0m nocmuz2aHemo
Ha RO pe3ekuus.
Me3eHmepuaneH KT: KoHmpacmupawa, xemepo2eHHa Me3eHmepuaAHa Maca ¢ HekpomuuHu uAu
2acmpouHmecmu | KucmuuHu yyacmubuu.
HaneH cmpomaneH | MpozHo3a: B 3aBucumMocm om pa3mepa u MumomuuyHama akmuBHocm; nobAHama

mywmop (TUCT) pe3ekuus ocuzypsiBa baazonpussmHu pegyamamu.
HeBpozeHHU mymMopu
LLiIBaHOM KT: Aobpe omzpaHuueHa, oBanHa U30UHMEH3Ha Maca ¢ Xxemepo2eHHO KoHmMpacmupaHe.

Ha MPT — Hucko/u3zouHmen3eH T1 cuz2HaAn u Bucok T2 cuzHan. Obpa3Hume Haxogku
Moz2am ga ce npunokpuBam c me3u npu F'MCT.

MNMpoz2Ho3a
OmauuHa cAeg xupypauuHa eHykaeauus; Manu2HeHa mpaHcdopmauus e ugkalouumenHo
psgka.
Me3eHmepuanHu kanembuHu npoAudepayuu ¢ uHpekuyuo3eH u Bb3naaumeneH npou3xog
Ckaepo3upauw, KT: CoaugHa Me3eHmepuaAHa maca, obxBawawa cvgoBeme, ¢ xapakmepeH ,fat ring”
Me3eHmepum npu3Hak u nceBgokancyna 8 >50% om cayvaume; Bv3mMokHu ca kaauudukamu uau

kucmuuHu npoMeHu.
Mpo2Ho3a: 06ukHoBeHo gobpokauecmBeHo u cmabuAHo npomuuaHe, Bonpeku ve moXke
ga HaCMbNU XpPOHUYHA UAU peuuguBupawa Bb3naaumenHa npozpecus.
Bb3naaumeneH KT: Aobpe genuHeupaHa, HekancyaupaHa wMekomvkaHHa Maca c¢ BapuabuaHo
nceBgomymop koHmpacmupaHe, Bvb3MoXkHa ueHmpanHa Hekpo3a, kaauyudpukamu u uHduAmpauus Ha
cbcegHu cmpykmypu.
MNpo2Ho3a: 06ukHoBeHo gobpokavecmBeHo npomuuaHe, Ho ¢ meHgeHuus kbM peuuguBu,
nokanHa uHBa3us u nosBa Ha omganeyeHu Memacmasu.

AkmuHoMuko3a KT: Aowo omepaHuueHa, xemepoz2eHHa Maca (coAugHa, kucmuuHa uAu cMmeceHa) c
UHMeH3uBHo koHmpacmupaHe Ha coAugHUME yyacmbvuu u yecma uHBa3us 6 cocegHu
cmpykmypu.

MNpozHo3a: AobpokauecmBeHo, Ho AokanHO azpecuBHO npomuuaHe; guazHo3ama 4yecmo
ce nocmaBsa nocmonepamuBHo. PeuuguBume ca pegku npu agekBamHa aHmubuomuuHa
mepanus.

Boarecm Ha YunbAa | KT: Aobpe omepaHuueHu yBeauueHu AuMdHU Bb3AU C UEHMpaAHa XunogeH3Hocm u
ygebeneHa cmeHa Ha mbHkomo uepBo.
Mpo2Ho3a: AobpokauecmBeHo npomuuaHe npu agekBamHo aHMUBUOMUUYHO A€UEHUE.

Apyau
KancyaupaHa KT: Aobpe omzpaHuueHa, Xemepo2eHHa Maca C MacmHO cbgbpkumo u dubpo3Ha
MacmHa Hekpo3a kancyna, ¢ uau 6e3 koHmpacmHo ycunBaHe; MoXke ga cbgbpXka pa3AuuyHa cmeneH Ha

kaauudukauuu.
MNpoz2Ho3a: OmAuuHa.

3a no-onpocmeHa gudepeHuuanHa guazHo3a Ezhapilli u comp. 2u pa3geasm Ha coAugHu u
kucmuuHu Ae3uu [2]. KucmuuHume Ae3uu obukHoBeHo ca gobpokauecmBeHu u Moz2am ga
6bgam yHuAokyAapHU uau MyamuAaokyaapHu, gokamo coanugHume Mo2am ga 6bgam eguHU4HU
uAu MHOXkecmBeHu, cogopXkawu MacmHa movkaH uAu ¢ HenpaBuAHU 2paHuUUU.

Pickhardth u cvmp. npegcmaBam omauveH 0630p Ha HeobuyallHume npu4yuHU 3a
HEOHONAACMUYHU nepumoHeanHu Ae3uu [3]. OnpegeAeHU CUCMEMHU UAU MYAMUOP2aHHU
3abonaBaHua Mo2am ga aHza)kupam nepumoHeyMa u Me3eHmepuyMa, uMumupaiku mymopeH
npouec. NoBeuemo om msax ca pegku, Ho canegBa ga ce uMmam npegBug B onpegeAeHu CAyYau.
Cpeg msax ce BkalouBam u3BvHckenemHu nposBu Ha 6oaecmma Ha Erdheim—Chester
(AunougHa 2paHyAOMamo3a), amuAougo3a, cuHgpoM Ha kaBumapHu Me3eHmMepuaAHU AUM@HU
Bv3Aau, capkougo3a u ekcmpamegynapHa xemonoe3a. Komnlomvpmomozpadckama Haxogka
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06ukHoBeHo e HecheuuduuHa, ¢ ugkaloueHue Ha yBeAuueHu AUMPHU B3AU C MACMHO-MeYeH
cAol npu cuHgpoma Ha kaBumapHume Me3eHmMepuanHu AUM@HU Bb3Au.

Kalouem kbMm nocmaBsHemo Ha npaBuAHama guazHo3a — BkalouumeAHo npu amunuuyHu
uHdekyuu u cucmemHu AumdonporudepamuBHu 3abonsBaHua — ce kpue B npeuuzHama
aHaMHe3a, wameaHusa kauHuuveH npea2neg u agekBamHama uHmepnpemauyus Ha KT/MPT
Haxogkama.

AeueHuemo 3aBucu om muna Ae3us u knuHuuHua koHmekem. CucmemMHume 3aboasBaHus u
amunuyHume uHdekuuu (akmuHomuko3a u 6oaecm Ha Whipple) ce AekyBam koHcepBamuBHo,
B coomBemcmBue c ymBopgeHume mepaneBmuuHu npomokoAu. KucmuyHume Ae3uu Mo2am
ga bbgam pe3euupaHu uAu camo npocaegaBaHu. CoanugHume Ae3uu obukHoBeHo uguckBam
XUpPYp2UyHO AeuyeHue — om npocma ekcuuzua go no-cAokHu pe3ekuyuu, Ho BuHazu c
ycanoBuemo 3a nocmuzaHe Ha RO pesekuus. buoncus e nokazaHa npu gua2HOCMuUuHa
HEACHOMA UAU npu HaAuyue Ha AokanHo aBaHcupano 3abonsBaHe [1]. Ckaepo3upawusm
me3eHmepum u kancyaupaHama Hekpo3a uMam meHgeHuuss KbM CnOHMaHHO 06pamHo
pa3Bumue. YHunokyaapHama, pe3ekmabunHa Ae3usi npu 6oaecm Ha Castelman nogaeXku Ha
XUpPYp2UuuyHO AeueHue, gokamo Hepe3zekmabuAHume u MyAmuaokyaapHume caydau ce
mpemupam koHcepBamuBHo. Onum 3a omcmpaHsiBaHe Ha MemacmamuuyHu myMopu e
onpaBgaH caMo npu Aunca Ha gaaneyHu memacmasu u kozamo nbpBuyHusm mymop MoXke ga
6bge pe3eyupaH c nocmuzaHe Ha RO cmamyec.

TepaneBmuyHama cmpameausi npu gegMougHUmMe mymopu e Hall-npomuBopeuuBa nopagu
Henpegcka3yemus um xog, Bucokus puck om peuuguB u Bbnpoca gaAu ca cnopaguyHu UAU
cBop3aHu cvc cuHgpoma Ha Gardner [1]. Mankume, acuMnmoMHU ge3mougu Mo2am ga 6bgam
npocaegaBaHu, gokamo cuMnmoMHuUmMe uAu 6vp30 Nnpozpecupawu dopmu mpabBa ga 6vgam
pe3euupaHu, kozamo moBa e Bv3mokHo. Hepe3ekmabuaHume geamougHU myMopu nogaexkam
Ha MegukameHmMo3HO AeveHue [1, 2].

3AKAHYEHUE

Me3eHmepuanHume mymopu BkalouBam wupok guazHocmuueH cnekmbvp, o06xBawaw,
kucmo3Hu u coaugHu Ae3uu, koumo Moz2am ga 6bgam kakmo gobpokauecmBeHu, maka u
3nokauecmBeHu. TouHama npegonepamuBHa gudepeHuuanHa guazHo3a e om cbwecmBeHo
3HaueHue 3a npaBuAHOMO nAaHUpaHe Ha AeyeHuemo. XupypauyHama Hameca e noka3aHa npu
noumu Bcuuku coaugHu mymopu, kakmo u npu kucmuuHu Ae3uu, kozamo me ca
cumnmomamuuHu. pu kancyaupaHama Me3eHmepuaAHa cmeamoHekpo3a e Bv3MoXkHo
koHcepBamuBHo noBegeHue nopagu meHgeHuusma U kbM cnoHmMaHHa pe3opbuus. Hal-
BarkHama gudepeHyuanHa guazHo3a e ¢ Aunocapkom, kamo npu Haauvue Ha guazHoCMuyHa
Hecu2ypHoOCm ce npenopbuBa Xupypau4yHo AeYeHUe.

baazogapHocmu:
ABmopume uzka3zBam baazogapHocm Ha 2->ka CoHsi CpegkoBa 3a okazaHama nogkpena.

KoHdAaukm Ha uHmMepecu: HAMa.
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A CASE OF AN ENCAPSULATED MESENTERIC STEATONECROSIS MIMICKING A
MESENTERIC TUMOUR.
A CASE REPORT AND A BRIEF REPORT OF THE LITERATURE [ENGLISH]

SUMMARY

Introduction: Mesenteric tumours comprise a heterogeneous group of lesions that may be
neoplastic, inflammatory, or degenerative in origin. The wide variety of lesions and their rarity
often hamper accurate diagnosis and decision-making. Moreover, some of them may
represent an abdominal manifestation of systemic diseases or atypical infections that require
medical treatment, and the wrong decision for “radical” surgery may have life-threatening
consequences. Herein, we describe a case of encapsulated mesenteric fat necrosis (EFN)
together with a brief review of the literature.

Case report: A 67-year-old woman complained of sporadic, vague abdominal pain and mild
abdominal discomfort. Her past medical history was cholecystectomy, hysterectomy due to a
benign tumour, dyslipidemia, and arterial hypertension. There was no history of acute
pancreatitis or trauma. She was referred to our clinic with a preliminary diagnosis of
“mesenteric leiomyoma” based on an outpatient CT demonstrating a well-defined, rounded
lesion with a firm, irregular periphery, calcifications, and central fat. There was contrast
enhancement of the solid componentin the late phase, a feature typical of fibrous tissue. Due
to a suspicion of liposarcoma, the patient was scheduled for surgery. Laparoscopy revealed a
pale, solid mass arising from the jejunal mesentery, which was easily excised.
Histopathological examination revealed encapsulated steatonecrosis. The patient had an
uneventful recovery and was discharged home the next day.

Conclusion: Mesenteric tumours encompass cystic and solid lesions that may be benign or
malignant. Accurate preoperative differential diagnosis is paramount for proper treatment
planning. The surgery is indicated in almost all solid tumours and cystic lesions when they are
symptomatic. The EFN could be observed due to its tendency toward spontaneous resolution.
The most important differential diagnosis is liposarcoma, and surgery is indicated in case of
diagnostic uncertainty.

KEYWORDS
mesenteric tumours, encapsulated fat necrosis
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INTRODUCTION

Mesenteric tumours comprise a heterogeneous group of lesions that may be neoplastic,
inflammatory, or degenerative in origin and arise from mesenchymal, lymphatic, neural, or
mesothelial tissues [1]. The wide variety of lesions and their rarity (most are 1 in 1-25 million)
often hamper accurate diagnosis and decision-making. Cross-sectional imaging, especially
computed tomography (CT) and magnetic resonance imaging (MRI), plays a central role in the
differential diagnosis and proper treatment planning [2, 3]. Herein, we describe a case of
encapsulated mesenteric fat necrosis (EFN) together with a brief review of the literature.

CASE REPORT

A 67-year-old woman complained of sporadic, vague abdominal pain and mild abdominal
discomfort. Her past medical history was cholecystectomy, hysterectomy due to a benign
tumour, dyslipidemia, and arterial hypertension. There was no history of acute pancreatitis or
trauma. She was referred to our clinic with a preliminary diagnosis of “mesenteric leiomyoma”
based on an outpatient CT, demonstrating a well-defined, rounded lesion with a firm, irregular
periphery, calcifications, and central fat. There was contrast enhancement of the solid
componentinthe late phase, afeature typical of fibrous tissue (Fig. 1). Because our radiologist's
interpretation raised suspicion of liposarcoma, the patient was scheduled for surgery.
Laparoscopy revealed a pale, solid mass arising from the jejunal mesentery, which was easily
excised (Fig. 2). Histopathological examination revealed encapsulated steatonecrosis (Fig. 3).
The patient had an uneventful recovery and was discharged home the next day.

Figure 1. A contrast CT — [A) arterial post-contrast phase, (B) venous post-contrast phase, (C] late post-contrast phase, (D)
coronary reconstruction of the arterial phase.
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Figure 3. Histopathology showing encapsulated fat necrosis
(Haematoxylin-eosin, 2.5x].

Figure 2. iew of the lesion before and after excision.

DISCUSSION

The various clinical presentations, mesenteric localisation, and relationships with adjacent
organs may pose significant diagnostic and treatment challenges. Moreover, some of them
may represent an abdominal manifestation of systemic diseases or atypical infections that
require medical treatment, and the wrong decision for “radical” surgery may have life-
threatening consequences [3].

EFN is a rare manifestation of “intra-abdominal mass”. It is an inflammatory disorder first
described in the breast in 1978, simultaneously by Schmidt-Hermes in Germany and Vlasov et
al. in Russia [4, 5]. However, EFN may appear anywhere in the body. Watanabe et al. reported a
case of incidentally diagnosed mesenteric EFN and nine additional cases in the English
literature [6]. Half of them had no history of trauma or surgery similar to the presented case.
The most common complaint was mild abdominal pain. In 2021, Kamaya et al. described an
unpublished case of EFN in a patient with Whipple disease mimicking liposarcoma (by courtesy
of H. Harvin) [7]. In 2023, Principe et al. published a case mimicking acute appendicitisin an 82-
year-old woman [8]. On CT, EFN appears as a well-defined, heterogeneous mass with fat
content and a fibrous capsule, with or without contrast enhancement. It may contain varying
degrees of calcifications. Although the EFN tends to resolve spontaneously, if diagnostic
uncertainty persists, surgery is indicated [7]. The most important differential diagnosis is with
liposarcoma. The presence of contrast-enhancing septa andirregular borders is characteristic
of liposarcoma, but sometimes, especially in well-differentiated tumours, they may not be
present. In an excellent review, Dufay et al. classified the broad spectrum of mesenteric lesions
into four categories [1]. We elaborated their classification, adding neurogenic tumours and EFN
(Table 1).
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Table 1. Classification of the mesenteric lesions (modified from Dufay et al.) [1].

Type of tumour

Short characteristic

Tumours of lymphatic origin

Cystic lymphangioma

Lymphoma

Castelman’s disease

Metastatic
lymphadenopathy

CT: An unilocular or multilocular mesenteric cyst with serous or chylous content; MRI
confirms fluid or fatty signal.

Prognosis: Good; malignant transformation is rare (~3% of cases).

CT: “sandwich sign” — homogeneously enhancing lymphadenopathy encasing the
mesenteric vessels with preserved perivascular fat.

Prognosis: Variable, depending on stage and subtype; generally responsive to systemic
therapy.

CT: Well-defined homogeneous mass with pronounced arterial enhancement, possible
central calcifications and satellite nodules.

Prognosis: Generally good after complete excision; systemic form may require
additional therapy.

CT: An ill-defined, infiltrative mesenteric mass with radiating fibrotic strands and
calcifications

Prognosis

Usually bad, depending on the metastatic burden and hormonal activity.

Primary peritoneal tumours

Simple mesenteric
cyst

Enteric duplication
cyst

Benign cystic
mesothelioma

Malignant peritoneal
mesothelioma

CT: A thin-walled, simple fluid-filled cyst; histology demonstrates a mesothelial lining
over acellular fibrous tissue without muscular or lymphatic components.

Prognosis: Good after surgical excision; recurrence is rare.

CT: A well-circumscribed cystic mass adjacent to the bowel, often with a “double wall”
or "muscular rim” sign; may contain fluid or debris and may have communication with
the gut.

Prognosis: Excellent after surgical excision; risk of complications (obstruction,
bleeding, perforation) if untreated.

CT: Multiple thin-walled cysts of varying size, sometimes with local invasion.
Prognosis: High recurrence rate after resection (up to 50%]); rare cases of malignant
transformation have been reported.

CT: Aheterogeneous soft-tissue mass that may invade adjacent organs without diffuse
peritoneal spread; calcified pleural plagues may support the diagnosis.

Prognosis: Generally poor due to late presentation, though localized forms have a
slightly better outcome.

Tumours from fatty and connective tissue

Solitary fibrous
tumour

Desmoid tumour

Fibroma

Lipoma

Liposarcoma

Mesenteric GIST

CT: A well-defined mass with marked portal enhancement, sometimes heterogeneous
due to necrotic or cystic areas.

Prognosis: Higher malignant potential, >20% recurrence rate, and a risk of distant
metastasis.

CT: A well-defined, non-encapsulated homogeneous mass with mild portal
enhancement; a hypo- to hyperintense T2 signal on MRI depending on the cellularity.
Prognosis: High local recurrence rate; poor prognostic factors are abdominal
localisation, size >10 cm, multifocality, and mesenteric or ureteral invasion.

CT: Ahomogeneous, sharply defined mass that may contain a cystic component, with
peripheral enhancement after contrast administration.

Prognosis: Excellent after complete surgical excision.

CT: fat-density lesions without solid components.

Prognosis: Excellent after complete surgical excision.

CT: poorly defined, infiltrative, non-homogeneous masses containing fat-density areas
intermixed with denser tissue and heterogeneous enhancement.

Prognosis: Depends on tumour differentiation and RO excision.

CT: An enhancing, heterogeneous mesenteric mass with necrotic or cystic areas
Prognosis: Depending on size and mitotic activity, complete resection offers favourable
outcomes.
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Neurogenic tumours
Schwannoma CT: A well-circumscribed, round isointense mass with heterogeneous enhancement. A
(neurilemoma) low/isointense T1 and high T2 signal intensity on MRI. The imaging may overlap with
GIST.

Prognosis: Excellent after surgical enucleation; malignant transformation is
exceedingly rare.

Mesenteric cellular proliferations of infectious and inflammatory origin

Sclerosing CT: A solid mesenteric mass encasing the vessels, characteristic “fat ring” sign and

mesenteritis pseudocapsule in >50% of cases, possible calcifications or cystic changes.
Prognosis: Generally benign and stable, though chronic or recurrent inflammatory
progression may occur.

Inflammatory CT: A well-delineated, non-encapsulated soft-tissue mass with variable enhancement,

pseudotumour possible central necrosis, calcifications and infiltration of nearby structures.
Prognosis: Generally benign, but with a tendency for recurrence, local invasion and
distant metastases.

Actinomycosis CT: A poorly defined, heterogeneous mass (solid, cystic, or mixed) with intense
enhancement of solid areas and frequent invasion of adjacent structures.
Prognosis: Benign but locally aggressive; diagnosis is often postoperative, the
recurrence is uncommon with adequate antibiotic therapy.

Whipple's disease CT: Well-delineated enlarged lymph nodes with central hypodensity, thickened small
bowel wall.
Prognosis: Benign after adequate antibiotic treatment.
Others
Encapsulated fat CT: A well-defined, heterogeneous mass with fat content and a fibrous capsule, with or
necrosis without contrast enhancement, may contain varying degrees of calcifications.

Prognosis: Excellent

For a more straightforward differential diagnosis, Ezhapilli et al. categorised them as solid and
cystic lesions [2]. The cystic lesions are usually benign and may be unilocular or multilocular,
whereas the solid lesions may be single or multiple, fat-containing, or have anirregular border.
Pickhardth et al. provide an excellent review of the unusual causes of nonneoplastic peritoneal
lesions [3]. Certain systemic or multi-organ diseases may involve the peritoneum and
mesentery, mimicking a tumour. Most of them are exotic but should be considered in some
instances. They include extraskeletal manifestations of Erdheim-Chester disease (lipoid
granulomatosis), amyloidosis, mesenteric cavitary lymph node syndrome, sarcoidosis, and
extramedullary hematopoiesis. The CT finding is generally nonspecific, except for enlarged
lymph nodes with a fat-fluid level in mesenteric cavitary lymph node syndrome.

The clue to diagnosis, including the atypical infections and systemic lymphoproliferative
disorders, lies in accurate medical history, a thorough patient examination, and adequate
interpretation of the CT/MRI imaging.

Management depends on lesion type and clinical context. Systemic diseases and atypical
infections (actinomycosis and Whipple's disease) should be managed conservatively in
accordance with the relevant treatment protocols. The cystic lesion can be resected or
followed up. The solid lesions usually require surgical treatment, ranging from simple excision
to more complex resections, but always with the caveat of achieving RO resection. A biopsy is
indicated when diagnostic uncertainty exists or when locally advanced disease is present [1].
Sclerosing mesenteritis and EFN tend to resolve spontaneously. The unilocular, resectable
Castelman’s disease is indicated for surgery, but unresectable and multilocular cases are
indicated for conservative therapy. The attempt to remove metastatic tumours is warranted
only in the absence of distant metastases and when the primary tumour can be resected to RO
status.
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The treatment strategy for desmoid tumours is the most controversial because of their
unpredictable course, higher recurrence rate, and the question of whether they are sporadic
or in the context of Gardner’s syndrome [1]. Small, asymptomatic desmoids can be observed
due to theirindolent course and possible spontaneous regression [9]. In contrast, symptomatic
or rapidly progressing ones should be resected if possible. The unresectable desmoid tumours
are indicated for medical therapy [1, 2].

CONCLUSION

Mesenteric tumours encompass cystic and solid lesions that may be benign or malignant.
Accurate preoperative differential diagnosis is paramount for proper treatment planning. The
surgery is indicated in almost all solid tumours and cystic lesions when they are symptomatic.
The EFN could be observed due to its tendency toward spontaneous resolution. The most
important differential diagnosis is liposarcoma, and surgery is indicated in case of diagnostic
uncertainty.
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