
Remedy Publications LLC.

Journal of Cancer Clinics

2020 | Volume 2 | Issue 1 | Article 10071

Surgical Technique
In case of internal drainage of abdominal cavity and retroperitoneal cavity formations, a “plug” 

was developed for the leading loop of the small intestine, which eliminates compression, ischemia 
and necrosis of the intestinal wall with subsequent migration of the created structure into the 
gastrointestinal tract and leveling the planned effect.

We form a “stub” on the small intestine according to the developed technique, in which 
compression and necrosis of its wall with subsequent migration of the structure into the intestinal 
lumen are excluded (Figure 1).

During the operation, the diameter of the small intestine section (D1), the wall thickness of the 
small intestine (d), where it is planned to perform a “stub”, are determined. Upon receipt of the 
desired parameters by the formula D2 = 2√D1d - the required diameter of the corrugated portion of 
the small intestine (D2) is calculated, after which the intended stage of the operation is performed 
(Figure 2).

d - wall thickness of the small intestine; R1 is the radius of the small intestine; R2 is the radius of 
the corrugated portion of the small intestine; D1 is the diameter of the small intestine; D2 - diameter 
of the corrugated portion of the small intestine with a “plug”; 2P R1 is the cross-sectional area of the 
small intestine stacks; S1 is the cross-sectional area of the wall of the small intestine;

S1 = 2ΠR1d = D1Пd; S2 is the cross-sectional area of the corrugated wall of the small intestine; 
S2 = Π R22 = Π (D2/2) 2; S1 = S2 - a condition for the absence of compression and necrosis of the 
wall of the small intestine in the area of the stub; D1Pd = Π (D2/2) 2; D2/2 = D1d; D2 = 2√D1d 
- the desired diameter of the corrugated portion of the small intestine with a “stub” - (Patent No: 
RF 2253379. Registered in the State Register of Inventions of the Russian Federation 10/06/2005. 
“Method for creating a “stub "on the adducting loop of the small intestine during internal drainage 
of abdominal cavity formations ". Authors: Martynov VL, Ilchenko VP, Kolchin DG, Bodrov AA, 
Buldakov DI, Izmailov SG.).

Creating Nutritious Areflux Junostomy
Eating disorders in the postoperative period significantly reduce the effectiveness of treatment, 

increase the risk of developing septic and infectious complications, increase the length of hospital 
stay, and worsen mortality rates et al. [1,2].

Tumor stenosis and cicatricial strictures of the esophagus lead to obstruction of the proximal 
digestive tract with the development of nutritional deficiency, exhaustion and extinction of the 
compensatory capabilities of the body, which leads to the rejection of the simultaneous formation 
of an artificial esophagus in patients of this category. For this category of patients, the use of long-
term enteral nutrition through the areflux stoma et al. [3], as the most physiological, causing fewer 
complications and economically viable method [4], is receiving increasing attention.

The frequency of development of purulent mediastinitis with esophageal perforation reaches 
80%, and mortality - 40% to 45%. The main task is to stop the flow of the esophagus lumen into 
the mediastinum, which determines the relevance of the nutritional stoma in these patients (S. 
Stolyarov, 2016).

The use of nasointestinal sounding entails formidable complications - the formation of acute 
stomach ulcers and 12-PK, including those complicated by bleeding. The leading method for 
preventing such complications is the use of proton pump blockers, which leads to a decrease in 
hydrochloric acid production. The negative side of this therapeutic effect is a significant increase 
in the degree of bacterial contamination of the upper gastrointestinal tract in combination with a 
change in the microbiological landscape. Under these conditions, the presence of a foreign body 
(probe) in the esophagus and oropharynx, as well as the inability to seal the esophagus sphincter 
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tightly, create favorable conditions for translocation of pathogenic 
microorganisms into the trachea and bronchi. The result of the above 
pathological processes is an increase in the frequency of nosocomial 
pneumonia.

A jejunostomy can be performed as a stage of an operation and 
as an independent operation from a small laparotomy incision. 
Schematically, the essence of the developed jejunostomy is as follows 
(Figure 3):

• Choose a loop of the small intestine for jejunostomy;

• Form an anastomosis between the adducting and abducting 
parts of the intestine 15 cm to 20 cm from the area of the jejunostomy;

• In 4 cm to 5 cm from the inter-intestinal anastomosis on the 
adducting loop of the intestine we impose a “plug” according to the 
developed method;

Figure 1: Scheme of drainage of the cavity formation of the abdominal cavity 
or retroperitoneal space using a "plug".

Figure 2: Scheme and formula for applying an areflux “plug” to the adductor 
loop during drainage of the cavity formation.

Figure 3: The scheme for creating areflux nutritional junostomy according to 
the developed method.

Figure 4: Areflux nutrient junostomy formed.

• Through the centre of the purse string suture, we introduce a 
drainage tube or probe 15 cm to 20 cm behind the anastomosis into 
the outlet loop of the intestine;

• We fix the loop of the intestine with the stoma in the front wall 
of the abdomen (Figure 4).

• Through the drainage tube or probe on the first day we introduce 
nutrient mixtures.
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