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მედიცინის  თანამედროვე   მიღწევების კვალდაკვალ, 
მეტად  მნიშვნელოვანია, ფეხი აუწყო განვითარების ტემპს,  
გრძნობდე იმ გამოწვევებს, რომელთა  გარეშეც წინსვლა 
შეუძლებელია. „კლინიკური ონკოლოგიის საქართველოს 
საზოგადოების“ ძირითადი მიზანია, იყოს ამ პროგრესის 
თანაზიარი და ძალისხმევა არ დაიშუროს ქართული 
ონკოლოგიის საერთაშორისო სტანდარტებისკენ სწრაფვაში. 

ბუნებრივია, ეს მიზანი ყოველ ჩვენგანს ამოძრავებს, 
მაგრამ ასევე ბუნებრივია, რომ ამ მიზნის მიღწევა ცალ-
ცალკე გაგვიჭირდებოდა. სწორედ ამიტომ გავერთიანდით 

საქართველოს ონკოლოგიის სხვადასხვა სფეროში მომუშავე ექიმები და ამ გაერთიანების 
დაფუძნების შემდეგ, მორიგ მნიშვნელოვან ნაბიჯს ვდგამთ. ესაა „კლინიკური 
ონკოლოგიის საქართველოს საზოგადოების“ მიერ დფუძნებული  სამეცნიერო-
პრაქტიკული ჟურნალი „კლინიკური ონკოლოგია“, რომლის მიზანია  თავი მოუყაროს 
ადგილობრივ და საერთაშორისო გამოცდილებას, მეცნიერთა აზრსა და სამომავლო 
ხედვებს  ონკოლოგიის მიღწევების, პრობლემებისა  და  პერსპექტივების  გარშემო. 

ჟურნალი „კლინიკური ონკოლოგია“  ორენოვანია (ქართულ-ინგლისური). იგი 
გამოიცემა წელიწადში ორჯერ  და შეეხება ისეთ თემებს, რომლებიც აქტუალური იქნება 
კიბოს პრევენციის, დიაგნოსტიკის, მკურნალობისა და პალიატიური მზრუნველობის 
სხვადასხვა ასპექტებიდან გამომდინარე. აქ თავს მოიყრის სამეცნიერო ნაშრომები, 
როგორც ადგილობრივი, ისე საერთაშორისო მიღწევების შესახებ და  ჯამში  გვსურს,  
ჟურნალი იქცეს ინფორმაციის გაცვლის, ცოდნის ამაღლებისა და გამოცდილების 
გაზიარების ეფექტურ საშუალებად.   

იმედს ვიტოვებთ, რომ ჟურნალი „კლინიკური ონკოლოგია“, თქვენი გამოცდილებითა  
და ძალისხმევით, მნიშვნელოვან ადგილს დაიმკვიდრებს სამედიცინო სამეცნიოერო 
საზოგადოებაში, ხელს შეუწყობს სხვადასხვა ადგილობრივი თუ მსოფლიო მიღწევების 
პრაქტიკულ საქმიანობაში დანერგვასა და ქართული ონკოლოგიის, როგორც დარგის, 
საერთაშორისო  სტანდარტებთან გათანაბრებას.    

გისურვებთ წარმატებას!

პატივისცემით
რედაქტორი
თ.ს.ს.უ.    პროფესორი		   	 რემა ღვამიჩავა
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საუკუნეები გვაშორებს იმ დროს, როდესაც ჰიპოკრატემ 
სიმსივნეების აღწერისას პირველად გამოიყენა ტერმინი 
„ონკოს“ და ბოლო პერიოდამდე ონკოლოგიური დაავადება 
უკურნებელ სენად მიიჩნეოდა. მსოფლიო მედიცინის 
უახლესმა მიღწევებმა ეს მიდგომა სრულიად შეცვალა. 
ონკოლოგიამ, როგორც მედიცინის დარგმა, შეძლო შეექმნა 
და შეემუშავებინა მკურნალობისა თუ დიაგნოსტიკის ის 
მეთოდები და  ტექნოლოგიები, დაეხვეწა ის პრაქტიკული 
თუ თეორიული მიდგომები, რომლებიც უმნიშვნელოვანესია 
ერთ დროს უკურნებელი სენის დასაძლევად. 

თუმცა, ნებისმიერი ტექნოლოგიური მიღწევა უძლურია მნიშვნელოვნად შეცვალოს 
შედეგი, თუ სწორად არ იქნა გააზრებული საკითხისადმი ინტეგრალური მიდგომა, 
რომ ონკოლოგიური დაავადებების დამარცხება შეიძლება მხოლოდ მთლიანი 
სისტემით:  - პრევენცია - ადრეული დიაგნოსტიკა - მკურნალობა და რეაბილიტაცია. ამ 
სისტემაში ტექნოლოგიურ შესაძლებლობებზე მეტად  წამყვანი როლი აქვს სამედიცინო 
პერსონალის ცოდნას და კვალიფიკაციას,  პაციენტის ინფორმირებულობას, რასაც 
ვფიქრობ, ეს ჟურნალი გარკვეულწილად  ხელს შეუწყობს. 

უნდა აღინიშნოს, რომ  შედეგის მისაღწევად, დიდი მნიშვნელობა ენიჭება, სამედიცინო 
სფეროს თითოეული რგოლის შეთანხმებულ და კოორდინირებულ მუშაობას. სწორედ 
ამიტომ, მისასალმებელია ქართველი ონკოლოგების სურვილი და წამოწყება, შექმნან 
პროფესიული გაერთიანება „კლინიკური ონკოლოგიის საქართველოს საზოგადოება“, 
რომლის საქმიანობაც მიმართულია დარგის შემდგომი განვითარებისკენ. 

მნიშვნელოვანია, რომ „კლინიკური ონკოლოგიის საქართველოს საზოგადოებამ“, 
დაფუძნებიდან მოკლე ხანში მიზნად დაისახა გამოსცეს სამეციერო ჟურნალი 
„კლინიკური ონკოლოგია“, რომელიც ონკოლოგიის სხვადასხვა დარგებს შორის 
ერთგავრი გამაერთიანებლის ფუნქციას შეასრულებს; საშუალებას მისცემს ქართველ 
და უცხოელ კოლეგებს უკეთ წარმოაჩინონ ონკოლოგიის ის პრობლემები თუ 
მიღწევები, რომელთა გადაჭრა ან დანერგვა არ წარმოადგენს, მხოლოდ პროფესიული 
გაერთიანებების საზრუნავს. აქ უმნიშვნელოვანესია სახელმწიფოს ხელშეწყობა  და 
თანადგომა. შედეგზე ორიენტირებულ წამოწყებათა ჯაჭვში კი ჩვენი სამინისტრო 
ყოველთვის შეეცდება იტვირთოს მნიშვნელოვანი რგოლის ფუნქცია. 

ვიმედოვნებ, რომ ჩვენი უწყებისა და თქვენი საზოგადოების თანამშრომლობა 
დაგვეხმარება, კიდევ უფრო განვითარდეს სახელმწიფოს მიდგომა და პოლიტიკა 
ონკოლოგიის დარგის განვითარების საქმეში, რაც საბოლოოდ, ჩვენი ქვეყნის 
თითოეული მოქალაქის ჯამრთელობის ეფექტური დაცვისკენაა მიმართული და რასაც 
ჰიპოკრატეს ფიცი გვავალდებულებს.

გისურვებთ წარმატებებს!

საქართველოს შრომის, ჯანმრთელობისა 
და სოციალური დაცვის მინისტრი  			   დავით სერგეენკო
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T. Carkviani, d.bibileiSvili, T.ninikaSvili   

arqiteqturuli dezorganizacia - rTuli mamografiuli diagnozi

erovnuli skrining-centri
         

Architectural Distortion – The Complex Mammographic Diagnosis 

T.Charkviani,  D.Bibileishvili,  T.NinikaSvili     

National Screening Centre

On mammograms Architectural distortion in 84% is main sign of breast cancer. It is Often displayed as 
overlapping of rude fibrosis or spicules running from a lesion to surrounding tissues. These kind of findings 
are very easy to diagnose. But the images of  Architectural distortion is very various and ambiguous. By BI-
RADS system it might be estimated as BI-RADS 3,4 or 5 and it’s VPP varies in wide mode - 2%<VPP>95%. 
This fact shows us the wide spectrum of possible architectural distortion most important of which can be 
sclerosing adenosis and radial scar or Aschoff’s proliferative center . Low quality of mammograms may 
also cause difficulties during the assessment of architectural distortion. In cases of low intensity there can 
be some difficulties in distinguishing Architectural distortion from breast parenchyma. In order to solve dif-
ficulties radiologist should know breast structure and the possible  morphological and other changes it goes  
throughout life.

2008 wlidan saqarTveloSi moqmedebs ZuZus kibos skriningis programa romelic 
emyareba ZuZus rentgenologiur gamokvlevas da miznad isaxavs ZuZus avTvisebiani 
dazianebis gamovlenas adreul stadiebSi da amiT aRniSnuli daavadebiT gamowveu-
li sikvdilianobis Semcirebas. saerTaSoriso monacemebiT swored  mamografiuli 
skriningis damsaxurebad iTvleba  ZuZus kiboTi gamowveuli sikvdilianobis 30 pro-
centiT Semcireba (6) amaSi umniSvnelovanesi roli Seasrula im faqtma, rom skrinin-
gis programebis gavrcelebam saSualeba mogvca ZuZus avTvisebiani daavadebis ganvi-
Tarebis  bunebrivi istoriisTvis radiologiuri gamosaxulebis cvlilebis kuTxiT 
migvedevnebina Tvali  da am cvlilebebis kvalad gveswavla rentgenologiuri gamo-
saxulebis Sesabamisoba morfologiur substratTan, anu radio-morfologiuri ko-
relacia. Sedegad Camoyalibda garkveuli meTodologia mamogramaze arsebuli normi-
dan gadaxris minimalurad gamoxatuli  niSnebis wakiTxvisa.  

erovnulma skrining-centrma gaiziara  saerTaSoriso gamocdileba da muSaoba 
warmarTa saerTo moTxovnebis Sesabamisad. amaSi dagvexmara amerikis radiologTa 
kolejis mier Seqmnili gaidlaini ZuZus kibos mamografiuli skriningisa da mis mier 
SemuSavebuli BI-RADS sistema rac warmoadgens ZuZus radiologiuri gamosaxulebis 
Sefasebisa, reportingis  da monacemTa bazebis Seqmnis saerTaSoriso standarts. BI-
RADS ACR–ze dayrdnobiT Cveni centris samuSao gundma dargis sxva specialistebTan 
TanamSromlobiT saqarTveloSi daamkvidra mamogramebis Sefasebis unificirebuli 
sistema. igi aadvilebs rogrc mamogramis interpretacias, klasificirebas , diagnos-
tikisa da mkurnalobis  algoriTmis Camoyalibebas, monacemTa bazebis Seqmnas, aseve  
dargis sxvadasxva specialistebs Soris – onkologebi, qirurgebi, radiologebi da 
morfologebi –TanamSromlobas, multidisciplinur diskusias.

BI-RADS ACR-is  klasifikaciis mixedviT (3; 6)  mamogramaze arsebuli normidan 
gadaxrebis dayofa SeiZleba 5 jgufad: 

BI-RADS-1 --------------- normidan gadaxra ar aRiniSneba.
BI-RADS  -2 --------------- keTilTvisebiani cvlilebebi .
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BI-RADS -3 --------------- savaraudod keTilTvisebiani cvlilebebi.
BI-RADS -4 --------------- avTvisebianobaze saeWvo dazianeba 
BI-RADS -5 ------------ avTvisebiani dazianeba.

  aRniSnuli klasifikacia amartivebs mamogramaze arsebul normidan gadaxraTa aR-
qmasa da interpretacias, Tumca xSirad erTi da igive radiologiuri gamosaxuleba  
sxvadasxva  morfologiur cvlilebas Seesabameba an daavadebis ganviTarebis adreul 
stadiaze misi Sesabamisi radiologiuri suraTi jer kidev ar aris mkafiod  gamoxat-
uli. interpretacias arTulebs aseve ZuZus jirkvlovan-fibrozuli qsovilis maRa-
li radiologiuri simkvrive (3; 6) da  heterogenuloba da dazianebis  mdebareoba 
mamografiisaTvis teqnikurad rTul velebSi.(1; 3)

zemoT moyvanil BI-RADS   ACR klasifikaciaSi arqiteqturu-
li dezorganizacia figurirebs sam jgufSi _ savaraudod 
keTilTvisebiani cvlilebebi (VPP ar aRemateba 2%) (2; 3), 
avTvisebianobaze saeWvo cvlilebebi (VPP ar aRemateba 95%) 
(2; 3) da maRali albaTobiT avTvisebiani cvlilebebi (VPP 
aRemateba 95%) (2; 3). es faqti dakavSirebulia ZuZus avT-
visebian dazianebaTa radiologiur speqtrSi arqiteqturu-
li dezorganizaciis sixSiresTan – ZuZus kibos 84% war-
modgenilia arqiteqturuli dezorganizaciiT (4) . Tumca 
garda avTvisebiani dazianebisa arqiteqturuli dezorgani-
zaciiT SeiZleba gamovlindes keTilTvisebiani dazianebebic  
– radialuri nawiburi,   masklerozebeli adenozi, postop-
eraciuli nawiburi. am radiologiuri niSnis Sesabamisi ga-

mosaxulebis intensivoba mis morfologiur safuZvelzea damokidebuli – igi Sesa-
Zloa gamoisaxos xSiri, tlanqi fibrozuli zonrebis zeddebis saxiT an  warmonaqmniT,   
romlis kideebidan mimdebare jirkvlovan-fibrozul qsovilSi  miemarTeba xazovani 
Crdilebi. (sur. 1) amgvari mkafio radiologiuri suraTis SemTxvevaSi ZuZus kibos 
diagnostika Tundac saSualo xarisxis mamogramaze, sirTules ar warmoadgens. magram 
arsebobs arqiteqturuli dezorganizaciis naklebad mkafio gamosaxulebebi, romel-
Ta aRqma advili ar aris  Tuki Tavidanve mizanmimarTulad ar veZebT arqiteqturul 
dezorganizacias  da viciT rogoria misi “geometria”, morfologiuri substrati.  

arqiteqturuli dezorganizacia aris jirkvlovan-fibrozuli qsovilis arqite-
qturuli struqturis rRveva, qsovilovani reaqcia, romelic gamoxatavs ZuZus 
mkvrivi SemaerTebeli qsovilis normalur ganawilebaSi arsebul fokalur wyvetas, 
disharmonias xiluli moculobiTi warmonaqmnis gareSe. (3; 7) 
arqiteqturuli dezorganizacia aris is radiologiuri niSani, romlis Seswavla 
swored organizebuli skriningis programis ganviTarebasTanaa dakavaSirebuli. (3; 5; 
7) radgan mamografiulma skriningma mamogramebis mudmivi retrograduli analizis 
gziT SesaZlo gaxada droSi ZuZus jirkvlovan-fibrozuli qsovilis modifikaciis 
Seswavla asakisa da sxvadasxva paTologiuri mdgomareobis Sesabamisad da am qso-
vilis qargaSi aRmocenebuli disonansis gamovlena adreul etapebze, roca daziane-
ba jer kidev infraklinikuria. unda aRiniSnos, rom Tund adreuli gamovlinebisas, 
Tuki saqme exeba avTvisebian dazianebas, arqiteqturuli dezorganizacia invaziur 
karcinomas Seesabameba, magram xSirad T0 stadias da cxadia adreuli gamovlena aum-
jobesebs prognozs (3; 4;).
  maRali radiologiuri simkvrivis ZuZuSi (simkvrivis tipi ACR-is mixedviT 3 an 4 ) 
arqiteqturuli dezorganizacia SeiZleba gamovlindes jirkvlovan-fibrozuli qso-
vilis erTgvari ,,turbulenturi gamosaxulebiT”,  qsovilis radiotransparantuli 
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centrisken konvergenciis suraTiT (1; 4).  Sesaloa jirkvlovan-fibrozuli qsovil-
isa da mimdebare kanqveSa an retromamaruli cximis sazRvarze aRiniSnos gamoyofi 
konturis deformacia, retraqcia. (1; 4)

 
      

zogjer arqiteqturul dezorganizacias miuxedavad imisa rom misi intensivoba daba-
lia gaaCnia yvela maxasiaTebeli niSani imisaTvis, rom vifiqroT avTvisebiani da-
zianebis arsebobaze – SedarebiT mkvrivi centri, amorfuli mikrokalcinatebi cen-
tris proeqciaze, dazianebis periferiaze “perifokaluri sicariele”  da muxedavad 
amisa SesaZloa aRniSnuli suraTi keTilTvisebian dazianebas Seesabamebodes; magaliT-
ad masklerozebeli adenozi. (sur )

mamogramaze nanaxia arqiteqtu
ruli dezorganizacia  mik
rokalcinatebiT. damatebiTma 
mamogramam lokaluri kompre-
siisT ukeT gamoavlina mikro-
kalcinatebis morfologia – 
amorfuli.  

ultrabgeriTi kvleviT pa-
Tologiuri clilebebi ar iqna 
nanaxi. klinikurad gamovlinda 
kanis retraqcia. histomor-
fologiuri diagnozi  – mask-
lerozebeli adenozi.

_   masklerozebeli adenozi aris wilakebis zomisa da raodenobis momateba iner-
sticiuli sklerozis siWarbiTa da mioepiTeluri ujredebis proliferaciiT, rac 
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jamSi wilakis dezorganizacias iwvevs. aRniSnuli paTomorfologiuri suraTis ra-
diologiuri interesi mdgomareobs imaSi, rom  SesaZloa mamogramaze es cvlilebebi 
gamovlindes imgvari saeWvo gamosaxulebis saxiT (BI-RADS - 4 an - 5  − cudad konturi-
rebuli Crdili, mikrokalcinatebi, jirkvlovani qsovilis dezorganizacia) romelic 
saWiroebs qirurgiul Carevas.
 klinikurad SeiZleba saxeze iyos  kvanZovani, palpirebadi cvlilebebi. Tumca Sesa-
Zloa aranairi klinikuri gamovlena ar gvqondes da paTologiuri procesis arsebo-
bis dadgena SesaZlo gaxdes   mxolod mikroskopulad. 
   radialuri nawiburis SemTxvevaSi isaxeba qsovilis konvergenciis suraTi radio-
transparantuli centriT  (sur). 

    

marjvena zeda lateraluri kvadrantSi aRiniSneba arqiteqturuli dezorgani-
zacia. amave lokusSi  ultrabgeriTi kvleviT isaxeba hipoeqogenuri ubani.  palpire-
badi warmonaqmni ar aRiniSneba. histomorfologiurad – radialuri nawiburi.

radialuri nawiburi aris varskvlavis formis warmonaqmni naTeli elasto-sklero-
zuli centriT. igi Seicavs  jirkvlovan struqturebs, romlebic araTanabradaa ganaw-
ilebuli elasto-sklerozuli centris gare perimetrze da rZis sadinarebi da wilakebi 
qmnian radialur gvirgvins, romelic xSirad Seicavs  adenozisa da sadinarovani hiper-
plaziis elementebs. xSirad  asocirebulia mikrokistebi apokrinuli metaplaziiT. 

diagnostikis problemebi: - radialuri nawiburis arsebobisas Znelia dazianebis 
keTilTvisebiani bunebis mtkiceba. kerZod Znelia gamoiricxos  avTvisebiani dazianebis 
arseboba mis elasto-sklerozul centrSi, yvelaze xSirad es aris tubuluri karci-
noma. (sur)  aseve  Znelia proliferaciuli dazianebis ubanSi  vamtkicoT mxolod 
sadinarovani hiperplaziis arseboba vice versa  karcinoma in situ. 

    

morfologiuri diagnozi: tubuluri karcinoma. 
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radialuri nawiburi, anu radial-scar anu aSofis proliferaciis centri Sedis 
keTilTvisebiani cvlilebebis SemadgenlobaSi da misma SemTxvevebma  mniSvnelovnad 
imata organizebuli skriningis programebis ganviTarebasTan erTad

mcire zomisa da dabali intensivobis arqiteqturuli dezorganizaciebi moiTxovs 
mamogramebis gansakuTrebuli yuradRebiT analizssa da  teqnikuri  moTxovnebis mk-
acr dacvas

upirvelesad   aucileblad unda Sesruldes standartuli proeqciebi- kra-
nio-kaudaluri da gverdiTi lateraluri iribi  da yuradRebiT unda iqnas Seswavli-
li „brma“ zonebi ( l.tabaris mixedviT, 1).   unda gamoiricxos jirkvlovan-fibro-
zuli qsovilis superpozicia damatebiTi rentgenologiuri gamokvlevebiT.  Tumca 
unda gvaxsovdes, rom arqiteqturuli dezorganizacia Tundac erT proeqciaSi arse-
buli,  klasificirdeba rogorc BI-RADS 3 da saWiroebs moklevadian radiologiur 
kontrols (3; 6).  

daculi unda iqnas  mamogramebis wakiTxvis garkveuli meTodologia -  pirve-
li - kontralateraluri mamogramebis sarkuli Sedareba - nebismieri asimetria ji-
rkvlovan-fibrozuli qsovilis struqturaSi saeWvoa manam,  sanam  misi keTilTvise-
bianoba ar dadasturdeba da meorec  - mamogramebis retrograduli analizi da Tanac 
imgvarad, rom perioduloba da retrogradulad Sesaswavli drois xangrZlivoba da-
makmayofilebeli iyos.

   rogorc zemoT avRniSneT arqiteqturuli dezorganizacia warmoadgens yvelaze 
xSir radiologiur gamosaxulebas ZuZus avTvisebiani dazianebisa. TviT arqite-
qturuli dezorganizacia mravalferovania da misi radiologiuri saxe ramdenime 
paTologiur mdgomareobaze dagavfiqrebs.  skriningis programis ganviTarebis Sede-
gad win wamoiwia arqiteqturuli dezorganizaciis SedarebiT naklebad intensiurad 
gamoxatulma mamografiulma gamosaxulebebma.  maTi aRqma da interpretacia didaa 
damokidebuli imaze, Tu ramdenad icnobs radiologi am paTologiur mdgomareobebsa 
da  jirkvlovan-fibrozuli qsovilis Sesabamis cvlilebebs. 
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i. abesaZe; r. RvamiCava; f. ZoweniZe; T. ruxaZe; g. metiviSvili

qronikuli tkivilis marTvis xarisxis Sefaseba saqarTveloSi

onkoprevenciis centri; universaluri samedicino centri; onkoprevenciis da  
peliatiuri medicinis instituti; Tbilisis saxelmwifo samedicino universiteti.

I. Abesadze; R. Gvamichava; F. Dzotsenidze; T. Rukhadze; G. Metivishvili

Evaluation of quality of chronic pain management in Georgia

Cancer Prevention Center; Universal Medical Center; The Institute for Cancer Prevention and Palliative 
Medicine; Tbilisi State Medical University

To live free of pain should be the most basic human rights of patients living with incurable chronic dis-
eases. Lack of adequate education in pain management and knowledge of the new pain management protocol 
by primary care physicians/village doctors (PCP) denies the patients this basic right. 

For decades, in Georgia the chronic pain was not treated due to the country’s policy of restrictive use of 
controlled medicines.  This caused strong opiophobia phenomena among physicians and within the society.  
Furthermore, and until recently the chronic pain management was not part of the educational curriculum of 
medical professionals at the universities, or other higher education institutes for professional development. 

The MoH’s vision on the chronic pain management of ambulatory patients is that it is the responsibility 
of the PCPs, but evaluation shows, that primary care physicians (Family doctors, village doctors) have not 
enough knowledge for quality pain management.

 The health care policymakers and decision makers have the political will to improve the pitfalls and close the 
loopholes that exist in various categories influencing the effective pain management for incurable patients.  To be 
exact the government started to improve drug availability and drug accessibility by liberating the old restrictive 
regulations and by the importation of different doses of long acting and immediate release oral morphine. 

Today, the newly devised pain management protocol, based on international standards has the traction 
that combined with the political will of Ministry of Health (MoH) could lay the foundation for chronic pain 
management training around Georgia.  This condition could be the impetus to an obligatory framework for 
physicians and administrative staff to adhere and comply with the modern pain treatment recommendations.

problemis aqtualoba: sayovelTaod aRiarebulia, rom qronikuli tkivili im 
simptomTa rigs miekuTvneba, romelic mkveTrad aqveiTebs adamianis cxovrebis xarisxs, 
xels uSlis mis srulfasovan funqcionirebas ojaxsa da socialur garemoSi da xSi-
rad Sromisuunaros xdis mas. arada msoflio gamocdilebis gaziarebiTa da janmo-s 
gaidlainebis danergviT SesaZlebelia am problemis gadaWra da tkivilis praqtiku-
lad 100%-iT gakontroleba.

saSualo da mZime xarisxis tkivili iwvevs:  

•	 fizikuri, fsiqologiuri da socialuri zegavlenas;
•	 pacientis mobilobis Semcirebas;
•	 Zalis dakargvas;
•	 Zilis darRvevas
•	 imunuri sistemis daqveiTebas;
•	 xels uSlis pacientis normalur kvebas, koncentraciis unars;
•	 ojaxis wevrebTan urTierTobas;
•	 iwvevs Rrma depresias, SfoTvas, sasowarkveTas.
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ქრონიკული ტკივილის მართვის ხელმისაწვდომობას განსაზღვრავს  შემდეგი ფაქტორები

literatures mimoxilva: jandacvis msoflio organizaciis kontrolirebad wam-
lebze xelmisawvdomobis 2011 wlis programaSi - „kontrolirebad nivTierebebTan da-
kavSirebuli politikis dabalanseba“ -  naTqvamia, rom: 

gamokvlevebis sistemuri mimoxilva gviCvenebs, rom im pacientebidan, romelTac 
ar hqoniaT nivTierebis borotad gamoyenebis istoria da romelTac tkivilis Sesa-
msubuqeblad CautardaT mkurnaloba opioiduri analgeziuri saSualebebis  gamoy-
enebiT, mxolod 0,43%–ma gamoiyena medikamenti aradaniSnulebiT da mxolod 0,05%-s 
ganuviTarda damokidebulebis sindromi. es SeiZleba aixsnas postulirebuli neiro-
biologiuri meqanizmiT.“ *1

1961 wlis narkotikuli saSualebaTa erTian konvenciis  preambulaSi aRiarebu-
lia, rom: “narkotikul saSualebaTa samedicino moxmareba aucilebelia tkivilis 
mosaxsne-lad da tanjvis Sesamsubuqeblad;”*2 

gaeros ekonomikuri, socialuri da kulturuli uflebebis komitetis  mier 
mTav-robebisaTvis mowodebulia 4 fundamenturi valdebuleba, romelTaganac erT-er-
Ti gansazRvravs “ZiriTadi samkurnalo saSualebebis xelmisawvdomobas, janmos “Zir-
iTadi samkurnalo saSualebebis programis  Sesabamisad” *3

janmo-s kibosmieri tkivilis marTvisa da aqtiuri damxmare mzrunvelobis  saeqsper-
to komititis moTxovnis Tanaxmad “tkivilisagan ganTavisufleba unda ganixilebodes 
rogorc TiToeuli kiboTi daavadebuli avadmyofis ufleba, xolo tkivilgamayuCe-
belTa xelmisawvdomoba – rogorc am uflebisadmi pativiscemis gamoxatuleba.” * 4

gaeros ekonomokuri da socialuri sabWos  - narkotikuli saSualebebis komisi-
is mier 2010 wlis 10 marts wamlis kontrolis danergvisTvis Seqmnili dokumenti ki 
mogviwodebs – “saerTaSoriso kontrols daqvemdebarebuli legaluri wamlebis samed-
icino da samecniero miznebisTvis adeqvaturi xelmisawvdomobis uzrunvelyofis xe-
lSewyobas, amavdroulad maTi diversiisa da borotad gamoyenebis prevenciiT”. * 5 *6

saqarTveloSi qronikuli tkivilis marTvasTan dakavSirebuli mdgomareobis analizi: 

•	 wamlis xelmisawvdomoba: 

2005 wlidan Semodioda mxolod saineqcio morfini;
2009 wlidan aRdga oraluri morfinis gaxangrZlivebuli formebis Semotana;
problemad rCeboda swrafi moqmedebis oraluri formebis Sesyidva, romlebic 

aucilebelia adeqvaturi dozis SerCevisa da titraciisTvis. 
2011 wels saqarTveloSi pirvelad iqna Semotanili swrafi moqmedebis oraluri 

morfini;

•	 saxelmwifo politika da regulaciebi
miRwevebi: paliatiuri mzrunvelebis eqspertebis mier SemuSavda qronikuli tki-
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vilis marTvis gaidlaini, romelic aRiarebuli iqna jandacvis saministros mier;
saqarTvelos janmrTelobis da socialuri dacvis saministrosTan TanamSromlo-

biT da organizaciuli mxardaWeriT mimdinareobs protokolze dafuZnebuli treini-
gebi ojaxisa da soflis eqimebisTvis; 

erT receptze SeiZleba gamowerili iqnas 7 dRis maragi; (2008)
wamlis daniSvnasa da receptis gamoweraze, aseve opioidebis dozis da formis 

Secvlaze, pasuxismgebelia erTi eqimi; (2008)
pirveladi jandacvis eqimi soflad, receptis gamoweraze pasuxismgebelia  erT-

pirovnulad; (2010) 
erT receptze SeiZleba gamowerili iqnas 2 opioidi an erTi opioidis 2 gansxvave-

buli forma; (2010)
saxelmwifo programa 2011 wlidan  faravs rogorc onkologiur, aseve somaturi 

pacientebis saWiroebas opioidur saSualebebze.
gamowvevebi: opioidebis gacema xdeba mxolod kviraSi 2-jer policiis SenobaSi 

ganTavsebuli afTiaqebidan; eqimTa 60% da pacienti/ ojaxis 87% grZnobs uxerxulo-
bas policiidan wamlis gacemasTan dakavSirebiT! 

regularulad ar xorcieldeba afTiaqebsa da poliklinikebs Soris informaciis 
gacvla arsebul medikamentebTan dakavSirebiT;

samizne jgufad onkologiur pacientebSi jer kidev rCeba IV klinikuri jgufi;
isev problemd rCeba eqimis mier somaturi pacientebisTvis opioidis daniSvna.

•	 ganaTleba

2011-2012ww Catarebuli soflis da raionuli centrebis ojaxis eqimTa treningis 
farglebSi testirebis Sedegad miRebuli Sedegebu ase gamoiyureba: 

1.	 10% ar icis Tu narkotikuli saSualebis ramdeni dRis samyof raodenobas SeiZle-
ba Seicavdes pacientisTvis gamowerili erTi recepti. 

2.	 36% ma ar icis Tu ramdeni dRis ganmavlobaSi aris vargisiani gacemuli recepti. 
3.	 32% ar icis erTi receptis blankze dasaSvebi gamowerili narkotikuli sa-

Sualebis raodenoba. 
4.	 62% ar icis Tu vin aris pasuxismgebeli preparatis marTebuli daniSvnis da ga-

moweris Taobaze. 
5.	 22.3 % ar icis, rom Tuki mkurnalobis ganmavlobaSi pacientis mdgomareoba Seicva-

la, maSin eqimma  pacientis mdgomareobis Sesabamisad unda gasces axali recepti. 
6.	 24%-i aRniSnavs, rom  administracia uSlis dozis momatebas.
7.	 64% uWirs zustad gansazRvros Zlieri qronikuli tkivilis dros morfinis dan-

iSnvnisaTvis  swori debulebebi.
8.	 26% ar icis Tu rodis unda daiwyos tkivilis marTva. 
9.	 36% uWirs gansazRvros Tu pacientis ra aspeqtebze axdens zegavlenas uaryofiT-

ad tkivili. 
10.	48%-s uWirs Seafasos ras moicavs tkivilis srulfasovani marTva. 
11.	32%-s uWirs gansazRvros  tkivilis paTofiziologiuri tipebi.
12.	58%-s miaCnia, rom morfinis maRali dozebi safrTxis Semcvelia.
13.	70.5 %-ma ar icis Tu ra SemTxvevaSi iTvleba pacienti wamalze (fsiqoatiur 

nivTirebebze) damokidebulad.
14.	eqimebis 18.5% ar icis, Tu ra SemTxvevaSi ismeba qronikuli tkivilis diagnozi. 
15.	91% ar icis Tu ra faqtorebi ganapirobebs yvelaze metad asas preparatebis gam-

oyenebisas maT toqsiur zemoqmedebas.
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•	 miRebuli Sedegebis gansja
zemoTmoyvanili Sedegebi gviCvenebs, rom saqarTveloSi qronikuli tkivilis 

marTva jer kidev metad aqtualuri problemaa. xazgasmiT unda aRvnioSnoT, rom pa-
liatiuri medicinis gundis da jandacvis saministros da saqarTvelos parlamentis 
jandacvis komitetis erToblivi ZalisxmeviT xelSesaxebi progresi aRiniSneba wam-
lis xelmisawvdomobisa da opioidebil legaluri brunvis maregulirebel kanonmde-
blobaSi. saqarTvelo nabij-nabij uaxlovdeba janmos rekomendaciebs, rac gulisx-
mobs „kontrolirebad nivTierebebTan dakavSirebuli politikis dabalansebas“, anu 
balansis dacvas wamlis aralegaluri gadinebis prevenciasa da pacientebisaTvis me-
dikamentebis xelmisawvdomobas Soris. xazgasmiT aRsaniSnavia qronikuli tkivilis 
marTvis Tanamedrove principebze dafuZnebuli gaidlainis Seqmna, romelic ganTavse-
bulia jandacvis saministros saitze da xelmisawvdomia yvela eqimisaTvis. aqve unda 
aRvniSnoT, rom tkivilis xarisxiani marTvis samive aspeqtSi jer kidev mravladaa 
gamowvevebi. ar aris specifikuri formebi bavSvebisaTvis (morfinis sirofi), ar aris 
damtkicebuli esenciuri medikamentebis ganaxlebuli sia, kvlavac policies ganyo-
filebebidan xdeba opioidebis gacema da sxva.

gansakuTrebul yuradRebas imsaxurebs pirveladi jandacvis eqimebis testirebis  
zemoTmoyvanili Sedegebi, romlebic miouTiTebs, rom eqimebis didi umravlesoba ara-
sakmarisad flobs qronikuli tkivilis marTvis Tanamedrove teqnologiebs, rac xSi-
rad pacientebisaTvis araadekvaturi tkivilgayuCebisa da tanjvis gaxangrZlivebis 
mizezia. Sesabamisad metad aqtualuri rCeba pirveladi jandacvis eqimTa treningebi 
qronikuli tkivilis marTvaSi, gansakuTrebiT saqarTvelos regionebSi. 

•	 daskvnebi
1.	 2005 wlidan saqarTveloSi xelSesaxebi progresi aRiniSneba opioidebis xelmis-

awvdomobisa da legaluri brunvis maregulirubel kanonmdeblobaSi;
2.	 wamlis xelmisawvdomobis mxriv jer kidev mravlad aris gamowvevebi rogorc me-

dikamentebis formebis, ise pacientebis mier medikamentis miRebis sakiTxebSi;
3.	 miuxedavad 2012 wels damtkicebuli gaidlainisa, qronikuli tkivilis marTvis 

janmo-s samkuTxedSi yvelaze sust rgolad rCeba pirveladi jandacis eqimebis 
ganaTleba; 
 

gamoyenebuli wyaroebi:

1.	 kontrolirebad nivTierebebTan dakavSirebuli politikis dabalanse-

ba /  WHO 2011 kontrolirebad wamlebze xelmisawvdomobis  programa         

          http://www.who.int/medicines/areas/quality_safety/guide_nocp_sanend/en/index.html
2.	 United Nations. Single convention on narcotic drugs, 1961 (as amended by the 1972 protocol amending the 

Single Convention on Narcotic Drugs, 1961) http://www.incb.org/incb/convention_1961.html
3.	 (ECOSOC) (UN Committee on Economic, Social and Cultural Rights, “Substantive Issues Arising in the Imple-

mentation of the International Covenant on Economic, Social and Cultural Rights,” General Comment No. 14, 
The Right to the Highest Attainable Standard of Health, E/C.12/2000/4 (2000))

4.	 WHO Expert Committee On Cancer Pain Relief and Active Supportive Care /1990  wlis deklaracia.
5.	 (U.N. Commission on Narcotic Drugs in Vienna, March 2010) Commission on Narcotic Drugs Fifty-third ses-

sion / Vienna, 8-12 March 2010 / Agenda item 9
        Implementation of the international drug control treaties / Economic and Social Council /10 March 2010
6.	 “Report of the International Narcotics Control Board on the Availability of Internationally Controlled Drugs: 

Ensuring Adequate Access for Medical and Scientific Purposes”INTERNATIONAL NARCOTICS CONTROL 
BOARD / United Nations / 2010 (E/INCB/2010/1)
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d. Tabagari

specialoba – samedicino onkologi

“medula - qimioTerapiisa da imunoTerapiis klinika”, Tbilisi.

D. Tabagari  

“Medulla- Chemotherapy and Immunotherapy Clinic”, Tbilisi.

Abstract: 

Medical oncologist is a doctor, which knows that management of patients with malignant diseases needs a 
multidisciplinary approach and integration of different treatment methods.  Main points medical oncologist 
needs to know are: Basics of cancer biology; Main principles of anticancer therapy; Management of treat-
ment related adverse events; Palliative treatment; Main principles of Clinical trials. The main objectives 
of Medical oncology are to improve the quality of patient treatment and care, to set standards of clinical 
competence for the practice of medical oncology. With the increasing internationalization of health care, 
exchange of specialists, and rapid flow of information across borders, it was important to develop a set of 
common guidelines with a global perspective for the clinical training required for physicians to qualify as 
medical oncologists.

bolo aTwleulebSi ganviTarebuli medicinis teqnologiebi da fundamenturi 
codnis gafarToeba kibos biologiaSi mniSvnelovnad aumjobesebs Cvens miRwevebs 
da did zegavlenas axdens: genetikur kvlevebze, skriningze, adreul diagnostika-
ze, stadirebaze, kibos mkurnalobaze. amgvari miRwevebis mitana TiToeul pacientTan 
moiTxovs multidisciplinarul midgomas. am mizans dasavleTSi miaRwies samedicino 
onkologis specialobis SemoRebiT 48 wlis win.

vin aris samedicino onkologi?

Terapiuli profilis eqimi, romlis funqciaa onkologiuri pacientebis daavade-
bebis menejmenti, romelsac gaTviTcnobierebuli aqvs, rom avTvisebiani daavadebis 
mkurnalobaSi optimaluri Sedegi miiRweva multidisciplinuri midgomiT da mkur-
nalobis sxvadasxva meTodebis integraciiT.

ZiriTadi disciplinebi, romelsac unda flobdes samedicino onkologi:

A.	 simsivnis biologiis sabaziso codna;

B.	 simsivnis sawinaaRmdego Terapiis ZiriTadi principebi;

C.	 mkurnalobiT gamowveuli garTulebebis marTva;

D.	 paliatiuri mzrunveloba;

E.	 klinikuri kvlevebis Catarebis principebi da maTi Sedegebis 
interpretacia.
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A1 simsivnis biologia

1.	 normaluri ujredis biologia da karcinogenezis ZiriTadi meqanizmi;
2.	 genis struqtura, genetikuri masalis organizeba, eqspresia da regulacia;
3.	 ujredis ciklis fundamenturi mniSvneloba, misi kontroli onkogeneziT da 

Catarebuli TerapiiT;
4.	 kinetikuri meqanizmebi simsivnur ujredSi, proliferaciis procesi, apoptozi da 

balansi apoptozsa da ujredul proliferacias Soris;
5.	 kargad unda esmodes PCR da qromosomuli analizi, aseve sxva meTodebi romlebic 

gamoiyeneba ujredis biologiaSi.

A2 simsivnis imunologia

1.	 sabaziso codna imunitetis ujredul da humorul komponentebze da citokinebis 
maregulirebel rolze imunur sistemaSi;

2.	 unda xedavdes kavSirs simsivnesa da organizmis imunur sistemas Soris, sadac  
igulisxmeba simsivnis antigenoba;

3.	 imunodamokidebuli, humoruli da ujreduli citotoqsiuroba.

 A3  etiologia, epidemiologia skriningi da profilaqtika

1.	 genetikuri da garemo faqtorebis roli onkogenezSi;
2.	 epidemiologiis safuZvlebi, skriningis principebi da simsivnis ganviTarebis 

riskis Sefaseba;
3.	 testebis specifiuroba da mgrZnobeloba, fasisa da sargebelis Sefardeba;
4.	 situaciebi, rodesac skriningi asrulebs ZiriTad rols da is situaciebi sadac 

skriningis roli ar aris gadamwyveti;
5.	 principebi da Cvenebebi skriningis da genetikuri konsultaciebis Casatareblad, 

romelic saWiroa intervenciuli Carevebis Sesamcireblad;
6.	 qimioprofilaqtikis SesaZleblobebi, gansakuTrebiT iseT simsivneebSi, rogori-

caa ZuZus kibo, msxvili nawlavisa da prostatis kibo;
7.	 simsivnis profilaqtikis pirveladi, meoradi da mesameuli saSualebebi;
8.	 principebi da Cvenebebi skriningis da genetikuri konsultaciebis Casatareblad, 

romelic saWiroa intervenciuli Carevebis Sesamcireblad.

B1 avTvisebiani simsivneebis mkurnalobisa da kontrolis ZiriTadi principebi

avTvisebiani simsivneebis Tanamedrove mkurnaloba moiTxovs bevri viwro specialo-
bis gamocdilebis kooperacias da multidisciplinur midgomas, romlis iniciatori 
da cxovrebaSi gamtarebeli unda iyos samedicino onkologi.

1.	 am miznis ganxorcielebisTvis unda icodes ra wvlilis  Setana SeuZlia TiToeul 
samedicino disciplinas diagnostikaSi, stadirebasa da ZiriTadi daavadebis da 
misi garTulebebis mkurnalobaSi;

2.	 hqondes informacia TiToeuli am disciplinis Sesaxeb, imisTvis rom hqondes war-
modgena maT upiratesobasa da  naklovanebaze;

3.	 SeeZlos Tanmxlebi daavadebebis gamovlena, romelmac SeiZleba imoqmedos mkur-
nalobis toqsiurobasa da efeqturobaze.
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B2  paTologiuri anatomia, laboratoriuli kvlevebi da molekuluri bio-
logia

1.	 icodes, rom diagnozi avTvisebiani simsivne dgindeba masalis histologiuri da 
citologiuri kvleviT;

2.	 hqondes gacnobierebuli paTologanatomis  roli avTvisebiani simsivnis diagnoz-
sa da daavadebis gavrcelebis xarisxis dadgenaSi;

3.	 icnobdes histologiuri analizis Tanamedrove meTodebs da maT mniSvnelobas sta-
diis dadgenasa da mkurnalobis meTodis SerCevisTvis;

4.	 icodes romeli laboratoriuli kvlevebi aris optimaluri daavadebis stadiis 
dasadgenad, mkurnalobis asarCevad da pacientis Semdgomi dakvirvebisTvis;

5.	 icodes biomarkerebis praqtikuli mniSvneloba, rogorc prognozuli faqtore-
bis, aseve prediqtoris rolSi.

B3 vizualuzaciis meTodebis principebi da Tanmimdevroba

1.	 vizualuzaciis principebi da Tanmimdevroba;
2.	 meTodebis SesaZleblobebi da SezRudvebi, romlebic gamoiyeneba garkveul klini-

kur situaciaSi;
3.	 rentgenisa da sxva gamokvlevis meTodebi interpretireba mkurnalobis SerCevisas;
4.	 simsivnis sawinaaRmdego Terapiis Sefasebi kriteriumebi (RECIST).

B4  stadireba

1.	 TNM klasifikacia da stadiis gansazRvris meTodi;
2.	 klinikuri, radiologiuri da radionukleiduri gamokvlevebis rigiToba diag-

nozis dasmisa da meTvalyureobis dros;
3.	 diagnostikuri meTodebis monacemebiT Catarebuli mkurnalobis efeqturobis Se-

faseba.

B5  mkurnaloba

1.	 samedicino onkologi unda iyos momxre da iniciatori multidisciplinuri mid-
gomisa avTvisebiani daavadebis mqone pacientebis mkurnalobaSi;

2.	 multidisciplinuri midgomis mniSvneloba onkologiuri pacientebis mkurnaloba-
Si, gansakuTrebiT daavadebis dawyebiT stadiaze;

3.	 unda SeeZlos qirurgiuli Cvenebebis da ukuCvenebebis gansazRvra;
4.	 unda esmodes qirurgis roli stadiis gansazRvraSi, gankurnebasa da paliatiuri 

mkurnalobis CatarebaSi;
5.	 unda SeeZlos qirurgiuli modgomis, rogorc ZiriTadi meTodis riskisa da sarge-

blis gansazRvra;
6.	 Cvenebebi organoSemanarCunebeli operaciebis da Semdgomi qirurgiuli Carevebis, 

aseve sxva samkurnalo meTodebis gamoyenebisas;
7.	 postoperaciuli garTulebebi.

 B6  radiaciuli onkologia

1.	 sxivuri Terapiis Cvenebebi rogorc paliatiuri, aseve samkurnalo daniSnulebiT. 
igulisxmeba aduvanturi, neoaduvanturi da Tanmxlebi sxivuri Terapia;

2.	 sxivuri Terapiis dagemgarebis da dozimetriis ZiriTadi principebi;
3.	 specialuri meTodebis mniSvneloba, rogoric aris IMRT, stereotaqturi, braxi, 
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proton da radioizotopuri Terapia;
4.	 sxvadasxva qsovilebisa da organoebis sxivuri Terapiis mgrZnobeloba. aseve ris-

ki mwvave, mogvianebiTi da kumulaciuri garTulebebisa;
5.	 sxivuri  Terapiis Catarebis SesaZlebloba erTdroulad an TanmimdevrobiT 

sistemur qimioTerapiasTan.

B7  simsivnis sawinaaRmdego preparatebi

1.	 kibos sawinaaRmdego preparatebis daniSvnis Cveneba da ukuCveneba pirveladi da 
recidiuli formebis simsivneebis dros;

2.	 simsivnis sawinaaRmdego agentebis sargebeli neo aduvanturi, Tanmxlebi, aduvan-
turi reJimebis dros;

3.	 dozirebisa da mkurnalobis gadavadebis mniSvneloba;
4.	 Tanmxlebi daavadebebis Sefaseba.

B8  biologiuri Terapia

1.	 biologiuri Terapiis mniSvneloba da misi urTierTqmedeba qimioTerapiasTan;

2.	 maTi gverdiTi movlenebi da gverdiTi movlenebis menejmenti;

3.	 targetuli molekuluri mkurnalobis Terapiis ZiriTadi principebi: monoklonu-
ri antisxeulebi, Tirozin kinazas mcire inhibitorebi, simsivnis vaqcinebi.

Cmkurnalobis garTulebebi

C1  infeqciebi

baqteriuli, virusuli, sokovani infeqciebis prevencia, mkurnaloba da menejmenti.

C2  neitropeniuli cxeleba

1.	 cxeleba neitropeniis mqone pacientebSi aris urgentuli SemTxveva da saWiroebs 
swori da swrafi menejmentis codnas;

2.	 pacientis  midgomis Sefaseba MASCC riskis indeqsiT da mkurnalobis taqtikis 
dagegmva;

3.	 hemopoezuri zrdis faqtorebis gamoyenebis Cvenebebi.

C3  mkurnalobis sxva garTulebebi 

alopecia:
1.	 romeli simsivnis sawinaaRmdego mkurnaloba iwvevs alopecias;
2.	 unda SeZlos pacientisTvis rCevis micema parikis, Tavsafaris an sxva dasafarebe-

li saSualebis Sesaxeb.

C4 sisxldena da Trombozi

1.	 unda icodes  romeli Terapia aris asocirebuli Trombozul garTulebasTan, maT 
Soris tamoqsifeni, Talidomidi da antiangiogenuri saSualebebi;

2.	 rogor dasvas Rrma venebis Trombozis, filtvis emboliis da arteriuli Trombo-
emboliis diagnozi;

3.	 antikoagulaciuri Terapiis, Trombocituli masisa da gayinuli plazmis gadasx-
mis Cvenebebi da garTulebebi.
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C5 kardiologiuri garTulebebi

1.	 unda icodes Tu romeli medikamenti aris  dakavSirebuli gulis funqciur da-
zianebasTan (antraciklini, transtuzumabi da radioTerapia);

2.	 romeli medikamenti iwvevs gulis iSemiur dazianebas;
3.	 gulis iSemiuri dazianebis marTva meoradad fluoropirimidinebisa da  sxva sim-

sivnis sawinaaRmdego agentebis gamoyenebisas;
4.	 QT intervalis gaxangrZlivebis diagnostireba da mkurnaloba, misi gamomwvevi 

risk faqtorebi;
5.	 sxvadasxva antiangiogenezuri agentebis mier gamowveuli hipertenziis diag-

nostireba da mkurnaloba.

C6 kaTeteris menejmenti 

1.	 kaTeterebisa da portis gamoyenebis Cvenebebi da ukuCvenebebi;
2.	 kaTeteriT gamowveuli sefsisis marTva;
3.	 kaTeteris amoRebis Cveneba;
4.	 kaTeter asocirebuli Trombozuli movlenebis diagnozireba da mkurnaloba;
5.	 eqstravazaciis diagnozi da mkurnaloba.

C7 eleqtrolituri disbalansi

1.	 unda icodes rom citotoqsiuri (platina, anti-EGFR) targetuli Terapia iwvevs 
eleqtrolitur disbalanss;

2.	 Ca, Mg, P, K ,SardmJavas disbalansiT gamowveuli simptomebis da garTulebebis 
menejmenti;

3.	 “simsivnis daSlis sindromis ” (tumor-lysis syndrome) marTva.

C8 Tirkmelzeda jirkvlis ukmarisoba 

1.	 Tirkmelzeda jirkvlis ukmarisobis mkurnaloba, romelic viTardeba sxivuri 
Terapiis, antisxeulebiT TerapiiT da egzogenuri glukokortikoidebis swrafi 
moxsniT;

2.	 Tirkmelzeda jirkvlis ukmarisobiT gamowveuli laboratoriuli monacemebis  
interpretacia.

C9 hipoTiroidizmi

1.	 farisebri jirkvlis ukmarisobis diagnizireba da mkurnaloba pacientebSi vinc 
itarebs mkurnalobas multi-targetuli kinazas inhibitorebiT, Tav-kisris sxi-
vur Terapias.

C10 hiperglikemia

1.	 unda  icodes hiperglikemiis marTva da misi gamomwvevi agentebi, rogoric aris 
kortikosteroidebi da IGFR-1R ; PI3K/mTOR  gzis inhibitorebi;

2.	 hiperglikemiis menejmenti.

C11 lipiduri cvlis darRveva

hiperqolesterinemia da hipertrigliceridemia asocirebulia hormonalur da tar-
getul TerapiasTan.

C12  targetuli TerapiiT  gamowveuli 

lipazis da amilazis momatebis diagnozireba da mkurnaloba 
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C13  daRliloba

daRlilobis farmakologiuri da arafarmakologiuri mkurnalobis  strategia

C14  gulisreva da Rebineba 

1.	 onkologiur pacientebSi gulisrevis da Rebinebis  gamomwvevi sxvadasxva eti-
ologiuri faqtorebi;

2.	 unda icodes qimioTerapiiT gamowveuli gulisreva/Rebinebis tipebi (mwvave, mogvi-
anebiTi, anticipatory);

3.	 unda icodes emetogenuri potencialis mixedviT qimioTerapiuli agentebis klas-
ifikacia (maRali, saSualo, dabali, minimaluri emetogenoba), oraluri da intra-
venuri antiemezuri medikamentebis farmakologia da moqmedebis meqanizmi da maTi 
gamoyeneba yoveldRiur praqtikaSi.

C15 faRaraTi da yabzoba

1.	 sxvadasxva etiologiiT gamowveuli kuWnawlavis moqmedebis cvlilebebis meqa-
nizmi kibos mqone pacientebSi;

2.	 anti-safaRaraTo medikamentebis moqmedebis meqanizmi da maTi gamoyenebis Cvenebebi.

C16 Wrilobis Sexorceba/gastrointestinaluri perforacia

1.	 antiangiogenezuri saSualebebi (mag. bevacizumabi) xels uSlis Wrilobis Sex-
orcebas da zrdis gastrointestinaluri perforaciis risks;

2.	 unda icodes  antiangiogenezuri  medikamentebis gamoyeneba aucilebelia Sewydes 
operaciamde da operaciis Semdeg minimum 4-6 kvira an Wrilobis Sexorcebamde.

C17 hepatotoqsiuroba

1.	 citotoqsiuri da targetuli Terapia iwvevs hepatotoqsiurobas da venookluz-
iur garTulebebs.

C18 hipersensitiuroba

1.	 monoklonurma antisxeulebma da citotoqsiurma  agentebma SesaZloa gamoiwvion 
mwvave hipersensitiuri reaqcia;

2.	 hipersensitiuri reaqciis amocnoba da mkurnaloba;
3.	 premedikaciis Cveneba;
4.	 mogvianebiTi hipersensitiuri reaqciis diagnozireba da menejmenti.

C19 fertiloba/steriloba/seqsualoba

1.	 fertilobis da sterilobis  ganviTarebis riskis Sesaxeb pacientis informirebis 
saWiroeba;

2.	 unda icodes, rom rig SemTxvevebSi saWiroa pacientis gadamisamarTeba speciali-
zirebul klinikaSi mkurnalobis dawyebamde;

3.	 unda icodes, rom aucilebelia Ria diskusia seqsualuri darRvevebis Sesaxeb.

C20mielosupresia

1.	 mielosupreiis diagnozireba da mkurnaloba;
2.	 sisxlis produqtebis transfuzia, hematopoezuri zrdis faqtorebisa  da antibi-

otikebis gamoyenebis Cvenebebi.
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C21 nefrotoqsiuroba 

1.	 romeli citotoqsiuri agenti aris asocirebuli saSarde traqtis dazianebasTan, 
rogoricaa platina, ifosfamidis mier gamowveuli hemoragiuli cistiti;

2.	 Tirkmlis funqciis proteqcia;
3.	 Tirkmlis dazianebis riski axali molekuluri Terapiis gamoyenebisas.

C22 neirotoqsiuroba

1.	 unda icodes Tu romeli preparati aris asocirebuli neirotoqsiurobasTan;
2.	 neirotoqsiurobis xarixsis dadgena;
3.	 dozis an sqemis cvlilebis aucilebloba neirotoqsiurobis dros.

C23 mukoziti

1.	 icodes rogor moaxdinos mkurnalobiT gamowveuli mukozitebis prevencia, diag-
nozireba da menejmenti;

2.	 oraluri higienis, tkivilis  da meoradi infeqciis menejmenti;
3.	 enteraluri da parenteraluri kvebis saWiroebis gansazRvra gaxangrZlivebuli 

mukozitis dros.

C24 qserostomia

1.	 qserostomia aris xSiri garTuleba Tav-kisris sxivuri Terapiis Semdeg;
2.	 unda icodes arafarmakologiuri da farmakologiuri mkurnalobis tipebi.

C25 filtvismieri toqsiuriba

1.	 unda icodes filtvismieri garTuleba, rogoric aris pnevmoniti;
2.	 unda icodes pnevmonitis mkurnalobis meTodebi.

C26 meoradi simsivneebi

1.	 maRali riskis qveS myofi jgufebis gamoyofa;
2.	 unda icnobdes skriningis efeqtur meTodebs.

C27 kanis toqsiuroba 

1.	 dermatologiuri garTulebis diagnozireba da mkurnaloba;
2.	 unda icodes, rom es cvlilebebi iwvevs fsiqologiur stress da SeeZlos misi 

marTva.

D1 damxmare da paliatiuri mkurnaloba

1.	 unda icodes kibos sawinaaRmdego mkurnalobis dros ra saxis damxmare mkur-
nalobaa saWiro, swored daniSnos igi;

2.	 rogor Caataros arsebuli mkurnaloba da marTos am mkurnalobiT gamowveuli 
gverdiTi movlenebi;

3.	 Tu ras niSnavs paliatiuri mzrunveloba da rodis aris misi daniSvna saWiro, 
vinaidan is warmoadgens samedicino onkologiis mniSvnelovan nawils.

D2 onkologis roli paliatiur mzrunvelobaSi

samedicino onkologis movaleobaa pacientze zrunva diagnozis dasmidan daavadebis 
mimdinareobis bolomde. simsivnis sawinaaRmdego mkurnalobasTan erTad saWiroa 
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simptomebis kontroli, fsiqosocialuri daxmareba da iseTi servisis uzrunvelyofa, 
romlis saSualebiTac moxdeba pacientze da misi ojaxis wevrebze zrunva mkurnalo-
bis yvela etapze.

D3 interdisciplinaruli mzrunveloba 

samedicino onkologi unda iyos informirebuli imis Taobaze, rom Sorswasuli ki-
bos mqone pacientebis marTva saWiroebs sxvadasxva specialobis eqimebis erTiano-
bas: eqTani, socialuri muSaki, anesTeziologi, paliatiuri mzrunvelobis eqimi, 
fsiqologi, fsiqiatri, mRvdeli. onkologiuri pacientebi saWiroeben reabilita-
cias, fizikur, okupaciur da metyvelebiT Terapias. samedicino onkologs unda See-
Zlos interdisciplinaruli mzrunvelobis dagegmva da koordinireba.

D4  tkivili

samedicino onkologi unda iyos eqsperti kiboTi gamowveuli tkivilis SefasebaSi da 
marTvaSi unda icodes: 

1.	 sworad Seafasos da marTos kiboTi gamowveuli tkivili;
2.	 gamoiyenos tkivilis Sefasebis Skala;
3.	 icodes kiboTi gamowveuli tkivilis paTofiziologia da moqmedebis meqanizmi;
4.	 unda icodes kiboTi gamowveuli tkivilis sindromisTvis damaxasiaTebeli yvela 

klinikuri maxasiaTebeli da saWiro diagnostikuri procedurebi. 

D5 farmakoTerapia. samedicino onkologma unda icodes: 

1.	 kiboTi gamowveuli tkivilis samarTavad gamoyenebuli medikamentebis farmakolo-
gia da toqsiuroba;

2.	 hqondes gamocdileba tkivilgamayuCebeli mkurnalobis saWiroebisamebr dawyebis, 
maTi titraciis da tkivilis moxsnis adeqvatobis Sefasebis;

3.	 icodes opioidebis gverdiTi movlenebis  Sefaseba da maTi marTva;
4.	 aseve udna SeeZlos damxmare tkivilgamayuCebeli medikamentebis daniSvna neiropa-

Tiuli, visceruli da Zvlis tkivilis dros.

D6  tkivilis marTva. samedicino onkologma unda icodes tkivilis marTvis dros 
pirveladi antisimsivnuri  mkurnalobis roli (mg: radioTerapiis da qirurgiis 
roli zurgis tvinis kompresiis da motexilobis dros). man unda icodes mZime Tu 
refraqtoruli tkivilis dros ra xerxs mimarTos: pacienti gauSvas paliatiuri mz-
runvelobis specialistTan, Cautaros invaziuri an neiroablaciuri procedurebi 
Tu mimarTos sedacias, rogorc saboloo saSualebas momakvdavi pacientisTvis re-
fraqtoruli tkivilis Sesamsubuqeblad

D7  simptomebis Sefaseba da marTva. samedicino onkologma unda icodes kibos 
mqone pacientebisTvis iseTi xSirad damaxasiaTebeli fizikuri simptomebis Sefaseba, 
rogoricaa: dispnoe, gulisreva, Rebineba, yabzoba, faRaraTi da kibosTan dakavSire-
buli sisuste

D8  dispnoe. samedicino onkologma unda icodes:

1.	 gaataros dispnoes difereciaciuli diagnozi Sorswasuli kibos mqone pacientebSi;
2.	 SeZlos aRmoaCinos potenciurad gamosworebadi miznebi;
3.	 icodes Tu romeli specifiuri mkurnalobis meTodebi gamoiyenos;
4.	 icodes Tu rogor da rodis gamoiyenos opioidebi simptomuri dispnoes samarTavad.
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D9  gulisreva da Rebineba. samedicino onkologma unda icodes:

1.	 gaataros gulisreva/Rebinebis diferencialuri diagnozi Sorswasuli kibos mqone 
pacientebSi;

2.	 SeZlos aRmoaCinos potenciurad gamosworebadi mizezebi;
3.	 icodes antiemeturi medikamentebis farmakologia da maTi saWiroebisamebr gamoyeneba.

D10  yabzoba. samedicino onkologma unda icodes: 

1.	 yabzobis gamomwvevi faqtorebi Sorswasuli kibos mqone pacientebSi;
2.	 ganasxvavos yabzoba nawlavTa obstruqciisgan;
3.	 icodes Tu rogor aicilos Tavidan yabzoba;
4.	 SeZlos Cautaros damxmare mkurnaloba da gamouweros Sesabamisi medikamenti.

D11 faRaraTi. samedicino onkologma unda icodes: 

1.	 faRaraTis gamomwvevi faqtorebi da mkurnalobis strategiebi Sorswasuli kibos 
mqone pacientebSi;

2.	 SeZlos aRmoaCinos potenciurad gamosworebadi mizezebi;
3.	 aRmoaCinos obstruqciis maRali riskis mqone pacientebi;

D12 kibosTan dakavSirebuli sisuste. samedicino onkologma unda icodes: 

1.	 sisustis gamomwvevi risk faqtorebi, misi mosalodneli ganviTareba da xangr-
Zlivoba Sorswasuli kibos mqone pacientebSi;

2.	 SeZlos aRmoaCinos potenciurad gamosworebadi mizezebi, SearCios da daniSnos 
Sesabamisi farmakologiuri da damxmare mkurnaloba.

D13 deliriumi . samedicino onkologma unda icodes: 

1.	 SeZlos gaataros deliriumis diferencialuri diagnozi Sorswasuli kibos mqone 
pacientebSi;

2.	 SeZlos aRmoaCinos gamomwvevi samedicino mizezebi;
3.	 icodes deliriumis mkurnalobis strategiebi da antifsiqozuri medikamentis ga-

moyeneba.

D14  anoreqsia/kaxeqsia da SimSili. samedicino onkologma unda icodes:

1.	 SeZlos ganasxvavos  SimSili kaxeqsiisgan;
2.	 icodes kiboTi gamowveuli kaxeqsiis paTofiziologia;
3.	 SeZlos dagegmos SimSilis sindromis da kibosTan dakavSirebuli kaxeqsiis mkur-

nalobis samarTavi gegma;
4.	 gaacnobieros potenciuri sargebeli, SezRudvebi da mkurnalobasTan dakavSire-

buli sxvadasxva riskebi.

D15  kibos garTulebebis marTva. samedicino onkologma unda icodes kibos 
garTulebebis Sefaseba da adeqvaturi marTva. (Zvlis metastazuri dazianeba, Tavis 
tvinis metastazebi,RviZlis metastazebi da naRvlovani obstruqcia, avTvisebiani ga-
monaJoni, perikardiuli da peritonealuri gamonaJoni, anoreqsia da kaxeqsia, hema-
tologiuri garTulebebi, nevrologiuri da sqesobrivi disfunqcia).

D16  komunikacia. samedicino onkologma unda icodes efeqturad daamyaros komu-
nikaciakibos mqone pacientebTan da maTi ojaxis wevrebTan. aseve sworad miawodos 
informacia maTi diagnozis, mkurnalobis, prognosis, potenciuri riskebis, toqsi-
urobis, mosalodneli Sedegebis da sikvdilis Sesaxeb.
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D17 kiboTi gamowveuli fsiqologiuri da egzistencialuri simptomebis Se-
faseba da marTva. samedicino onkologma unda icodes:

1.	 gaiTavisos Tu ra zegavlenas axdens kibo pacientebis fsiqosocialur mdgomareobaze;
2.	 pativi sces pacientis sulier konfliqts mis diagnozTan da Catarebul mkur-

nalobasTan dakavSirebiT.

D18  TviT zrunva/Self Care. samedicino onkologma unda icodes: 

1.	 SeZlos gansazRvros is faqtorebi, romelic gamoiwvevs pacientis gadaRlas;
2.	 SeZlos ganasxvavos pacientis gadaRla depresiisgan. gaafrTxilos pacienti Sesa-

Zlo simptomebze da uTxras daukavSirdes mas raime Civilis SemTxvevaSi, romelic 
dakavSirebuli iqneba mis gadaRlasTan da gadaamisamarTos igi specialistTan Ci-
vilebis gamwvavebis SemTxvevaSi (depresiasTan an sulier mdgomareobasTan dakav-
SirebiT).

D19  terminalur stadiaze mzrunveloba/End of Life Care 

samedicino onkologma unda icodes: 

1.	 gansazRvros Tu rodis unda Sewyvitos antineoplaziuri mkurnaloba;
2.	 Secvalos mkurnalobis taqtika;
3.	 gansazRvros daavadebis mosalodneli klinikuri mimdinareoba;
4.	 Seafasos mosalodneli sikvdilis niSnebi da simptomebi, uzrunvelyos pacientis 

maqsimaluri komforti da ojaxis wevrebis daxmareba. isini aseve informirebule-
bi unda iyvnen sikvdilianobis wina periodSi pacientis mzrunvelobisTvis Tu ra 
saSualebebi arsebobs. esenia: binaze movla, stacionaluri momsaxureba, hospisi.

D20  reabilitacia. samedicino onkologma unda icodes: 

1.	 fizikuri ( physical therapy);
2.	 okupaciuri;
3.	 metyvelebis;
4.	 ylapvis mkurnalobis roli kibos mqone pacientebSi;

F.	 klinikuri kvlevebis Catarebis principebi da maTi Sedegebis inter-
pretacia

samedicino onkologma unda icodes:

1.	 klinikuri kvlevis dizaini;
2.	 I fazis kvleva;
3.	 II fazis kvleva;
4.	 III fazis kvleva;
5.	 eTikuri aspeqtebi kvlevis dizainSi;
6.	 regulatoruli aspeqtebi kvlevis dizainSi;
7.	 statistikis bazisebi (maT Soris statistikuri meTodebi, pacientTa saWiro ra-

odenobis gansazRvra kvlevis dizainirebisas, monacemTa swori interpretireba);
8.	 toqsiurobisa da gverdiTi movlenebis xarisxis dadgena;
9.	 eTikuri komisiis roli klinikur kvlevaSi;
10.	pacientis informirebuli Tanxmobis forma;
11.	grantis gansazRvris instruqcia;
12.	Terapiis mkurnaloba da fasis efeqturoba;
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13.	abstraqtebis momzadebis instruqcia;
14.	zepiri da vizualuri prezentaciis momzadebis instruqcia;
15.	artiklebis weris instruqcia;
16.	kvlevebis ganviTarebis da Sesrulebis kooperacia internacionalur jgufTan  

erTad.
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intraoperaciuli sxivuri Terapia - ZuZus kibos Tanamedrove mkur-
nalobis aspeqtebi

Tbilisis onkologiuri centri

M. Janjalia

Intra-operative Radiotherapy- Modern aspects of breast cancer treatment
 Tbilisi Cancer Centre

Breast cancer is one of the most widely distributed malignant process in the world. Each year its incidence 
is significantly rising and involves younger population. Many countries in the world call this disease number 
one enemy. Latter problem is also very significant in Georgia. Unfortunately, because of the absence of can-
cer cases registration, it is difficult to tell exact numbers, but according to hospital registration approximately 
2000-2500 new cases occur annually. It is also unfortunate that the rate of high stage cancer is high in our 
case. Countrywide the most effective way to fight this problem is preventive measures. Implementation of 
screening programs made significant changes in the disease structure that provided base for earlier detection 
of the disease. 
We’ll talk about the intra-operative radiotherapy based on the X- rays,  which is performed by using the 
INTRABEAM  Radiotherapy System from Carl Zeiss. It has been one year that this technique has been 
operating in Tbilisi Cancer Centre. During this period 42 patients received the treatment. 
Due to the low penetration (the maximum penetration 2cm), INTRABEAM radiotherapy is not dangerous 
for organs at risk. But at the same time it is highly effective given as a single dose of 20 Gy. During this type 
of treatment we were guided by principles of saving at risk organs while at the same time preserving the 
effectiveness of the treatment. Duration of intra-operative radiotherapy is maximum 1 hour and is performed 
directly during the operation.
Combination with external beam radiation allows reduction of the radiation dose, that also reduces the time 
required for the treatment from 6 weeks to 4 weeks. Reduction of radiation dose also allows salvage of the 
at risk organs.
As we noted, we have been using this technique for 1 year. We fully understand  that in such a short period 
of time it is difficult to give reliable comparisons and results, but we still consider interesting to make the 
comparative analysis. Analysis was guided by the following criteria: 

•	 Patients aged 50-60 
•	 Lymph node status-negative
•	 Grade 2 or less
•	 Her 2Neu-negativity

We  have created 3 groups:

1.	 7 patients, who were treated only with  intra-operative radiotherapy.

2.	 8 patients who were treated with combined radiation therapy with external beam radiation.

3.	 10 patients who were treated only with external beam radiation

In all three groups of patients primary tumor size was no more than 2.2 centimeters. Observation period 
ranges from 1 year to 10 month. During this period, no serious complications were noted from patients. None 
of the patients had either recurrence or any distant metastasis. Two patients from the second group and six 
patients from third group had radiation induced burns, which were eliminated in two months. Changes of 
breast skin color and elasticity were noted in 3 patients from the second group, 1 patient from the first group 
(less expressed), 6 patients from the third group. These data shows that visual and aesthetic results are much 
higher with intra-operative radiotherapy than external beam radiation. Certainly this is one of the most im-
portant aspects of maintaining quality of life. These groups are still under the active observation.
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sarZeve jirkvlis kibo msoflioSi erTerTi yvelaze metad gavrcelebuli avT-
visebiani procesia. yovelwliurad aRiniSneba daavadebis mkveTri zrda da gaaxal-
gazrdeveba. msoflios mravali qveyana am paTologias nomer pirvel mters eZaxis. 
aRniSnuli problema saqarTvelosTvisac metad aqtualuria. samwuxarod kibos reg-
istris ararsebobis pirobebSi Znelia daavadebis zusti raodenobis Sesaxeb saubari, 
magram Tundac hospitaluri registrebis monacemebis gaTvaliswinebiT savaraudod 
yovelwliurad 2000-2500 axali SemTxveva fiqsirdeba. isic samwuxaroa, rom CvenTan 
xSiria maRali stadiis daavadebebis wili. qveynis maStabiT am problemasTan brZo-
lis yvelaze qmediT meTodad iTvleba prevenciuli RonisZiebebis Catareba. skrining 
programis amoqmedebam didi cvlilebebi Seitana daavadebis struqturaSi, rac misi 
ufro adreuli gamovlinebis winapiroba gaxda. aseve Zalian mniSvnelovania skrinin-
gis procesSi kibos winare da fonuri procesebis gamovlena. maTTan brZola sagrZno-
blad amcirebs daavadebis raodenobas populaciis maStabiT. adreuli gamovlineba 
da adreul stadiebze mkurnaloba sicocxlis xangrzlivobis zrdis da gamojanmr-
Telebis sawindaria. magaliTisTvis SvedeTis monacemebic kmara, sadac 5 wlian gamo-
janmrTelebas daavadebulebis 91 % aRwevs. aseve Zalian maRali Sedegebi aqvT wamyvan 
evropul qveynebsa da amerikis SeerTebul Statebs.

miuxedavad aseTi sagrZnobi warmatebebisa, ZuZus kibo dResac Zalian aqtualur 
problemad rCeba. Tanamedrove midgomiT, mkurnalobis principebi dafuZnebulia ro-
gorc uSualod daavadebasTan brZolasTan, aseve sicocxlis xarisxis SenarCunebas-
Tan. upirvelesi tendencia, romelic aRiniSneba mkurnalobis procesSi, es aris qiru-
rgiuli Carevis minimalizacia (organoSemanarCunebeli operaciebi lampeqtomiebis 
CaTvliT, “sentinelis” - mosazRvre limfuri kvanZis gansazRvra da SerCeviTi lim-
fodiseqciis Catareba). organoSemanarCunebeli operaciebi pacientis invalidizaciis 
problemas xsnian. Tanamedrove medicinisTvis ZuZus srulfasovani SenarCuneba prob-
lemas aRar warmoadgens.  am pirobebSi ufro met aqtualobas iZens medikamentozuri 
da sxivuri Terapiis roli. Tanamedrove monacemebiT ZuZus kibos SemTxvevaTa TiTqmis 
90%-s esaWiroeba sxivuri Terapiis Catareba.  ramodenime tipis sxivuri Terapiis 
gamoyeneba SeiZleba aRniSnuli daavadebis mkurnalobisas, esenia distanciuri sxivu-
ri Terapia - xazovani amaCqareblis Tu kobaltis aparatis gamoyenebiT, braxiTera-
pia – kobaltis, Tu iridiumis aparatebis gamoyenebiT da intraoperaciuli sxivuri 
Terapia – specialuri xazovani amaCqareblis, Tu rendgenis sxivebis aparatebis gam-
oyenebiT. yvela am meTods Tavisi dadebiTi Tu uaryofiTi mxareebi aqvs. aseve mkacrad 
reglamentirebulia maTi gamoyenebis kriteriumebi. 

xazovani amaCqarebeli universalur samkurnalo alternativad ganixileboda, ma-
gram am meTodasac aqvs Tavisi uaryofiTi mxareebi - gverdiTi movlenebi. Tanamedrove 
medicinaSi sakmaod mZafrad daisva gverdiTi movlenebis aRmofxvris sakiTxi.  xaz-
ovani amaCqarebliT mkurnalobis procesSi mTavari problema aris riskis organoe-
bis dazianeba da sasicocxlo resursis amowurva. ZuZus kibos SemTxvevaSi riskis 
organoebs ZiriTadad guli da filtvebi warmoadgenen. mkurnalobis efeqturobis 
gazrdam, sicocxlis xangrZlivobis gazrda gamoiwvia. rogorc ukve avRniSneT, wamy-
van qveynebSi 5 wlian gamojanmrTelebis zRurbls daavadebulTa umetesoba abijebs, 
Tumca sakmaod aqtualur problemad rCeba sicocxlis xarisxis SenarCuneba. sxivuri 
Terapiis aqtiurad gamoyenebam sxivuri garTulebebis wina palnze wamoweva ganap-
iroba. es garTulebebi zogjer sicocxlesTan SeuTavseblebic xdeba(plevris Rrusa 
da perikardiumis fibrozebi, romlebic ZiriTadad 5-6 wlis Semdeg iCenen Tavs). am-
itomac Zalian mniSvnelovania mkurnalobis gverdiTi movlenebis Semcireba da mox-
sna. swored am problemis gadaWrisaken aris mimarTuli intraoperaciuli sxivuri 
Terapiis danergva. aRniSnuli mkurnalobisas, sxivebis dabali SeRwevadobis gamo ar 
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ziandeba riskis organoebi, ixsneba arasasurveli kosmetikuri efeqtebi da narCundeba 
organoTa da organizmis sasicocxlo resursi.  am meTodis kombinaciiT 

27: 5685– xazovan amaCqarebelTan aseve mcirdeba distanciuri sxivuri Terapiis 
gverdiTi movlenebi, radgan mcirdeba dasxivebis jamuri doza. 

Cven saubari gveqneba rendgenis sxivebze dafuZnebul intraoperaciul sxivur 
Terapiaze, romelic karl ceisis aparatis, “intrabimis” gamoyenebiT sruldeba. aR-
niSnuli teqnika ukve 1 welia funqcionirebs Tbilisis onkologiuri centris bazaze 
da am xnis ganmavlobaSi 42 pacients Cautarda mkurnaloba. mkurnalobis Catarebisas 
eqimebi xelmZRvanelobdnen mkacri kriteriumebiT:
1. 45 w. meti asaki
2. 2,5 - 3 sm-ze naklebi tumoris zoma
3. 50 wlamde pacientebisTvis aucileblad kombinirebuli sxivuri Terapia intrabi-
misa da distanciuri dasxivebis gamoyenebiT.
4. limfuri kvanZebis dazianebis SemTxvevaSi aseve kombinirebuli sxivuri Terapia 
intrabimisa da distanciuri dasxivebis gamoyenebiT
5. Her 2 New pozitiurobisas da greidis 2-ze meti maCveneblis SemTxvevaSi kombinire-
buli sxivuri Terapia intrabimisa da distanciuri dasxivebis gamoyenebiT
6. genetikuri winaswar ganwyobisas kombinirebuli sxivuri Terapia intrabimisa da 
distanciuri dasxivebis gamoyenebiT

aucileblad aRsaniSnavia, rom distanciuri sxivuri Terapiis gamoyenebisas Cven 
vamcirebdiT ZuZus dasxivebis dozas 50 greidan 46 greimde, bustis anu sarecelis 
dasxivebas mTlianad viRebdiT da vanacvlebdiT intraoperaciuli dasxivebiT. anu mx-
olod distanciuri sxivuri Terapiis jamur dozas vamcirebdiT 67-68 greidan 46 gre-
imde. intrabimiT dasxiveba dabali SeRwevadobis gamo, riskis organoebisTvis saSiSi 
ar aris (maqsimaluri SeRwevadoba 2 sm.) magram amave dros maRalefeqturia - erTjera-
dad 20 greis odenobiT. am tipis mkurnalobis msvlelobisas Cven vxelmZRvanelobdiT 
riskis organoebis dazogvis da samkurnalo resursis SenarCunebis principiT. aseve 
intraoperaciuli sxivuri Terapiis xangrZlivoba maqsimum erTi saaTia da uSual-
od operaciis dros xdeba. distanciur sxivur TerapiasTan kombinaciaSi, dasxivebis 
dozis Semcirebis xarjze, aseve mcirdeba mkurnalobisTvis saWiro dro - 6 kviridan 
4 kviramde. distanciuri dasxivebis dozis Semcireba riskis organoebis dazogvasac 
iwvevs. 

rogorc ukve aRvniSneT, erTi welia rac am teqnikas viyenebT. Cven kargad gvesmis, 
rom drois aseT mcire intervalSi rTulia sarwmuno Sedarebebis Tu Sedegebis moyva-
na, Tumca mainc sainteresod migvaCnia SedarebiTi analizis gakeTeba, gansakuTrebiT 
kosmetikuri efeqtis gansazRvraSi. analizis gakeTebis dros vxelmZRvanelobdiT Sem-
degi maxasiaTeblebiT: 

1. asaki - 50-60 weli; 
2. limfuri statusi - uaryofiTi; 
3. greidi - 2 an naklebi; 
4. Her 2 New -   uaryofiTi. 
SevqmeniT 3 jgufi: 
pirveli - 7 pacienti, romelTac CautardaT mxolod intraoperaciuli sxivuri 

Terapia; 
meore - 8 pacienti, romelTac CautardaT intraoperaciuli sxivuri Terapia dis-

tanciur sxivur TerapiasTan kombinaciaSi; 
mesame - 10 pacienti, romelTac mxolod distanciuri sxivuri Terapia CautardaT. 
samive jgufis pacientebis ZiriTadi simsivnis zoma ar aRemateboda 2,2 santimetrs. 



32

dakvirvebis vada 1 wlidan 10 Tvemde meryeobs. 
aRniSnul periodSi raime seriozuli garTuleba arc erTi pacientis mxridan ar 

aRiniSneboda. recidivi ar aReniSneba arc erT pacients da Soreuli metastazireba 
aseve arc erT pacients ar aReniSneba. 

rac Seexeba kosmetikur Sedegebs: 
1. sxivuri damwvroba meore jgufis or da mesame jgufis 6 pacients hqonda, rome-

lic erTi-ori Tvis ganmavlobaSi alagda. 
2. sarZeve jirkvlis formis, mfaravi kanis feris da elastiurobis cvlileba meo-

re jgufis 3, pirveli jgufis 1 (mcired gamoxatuli) da mesme jgufis 6 pacients 
aReniSneboda.  

es monacemebi miuTiTebs, rom vizualuri da esTetiuri Sedegebi gacilebiT maRa-
lia intrabimis gamoyenebis dros, vidre mxolod distanciuri sxivuri Terapiis gam-
oyenebisas. es ra Tqma unda sicocxlis xarisxis SenarCunebis erTerTi umniSvnelova-
nesi aspeqtia. am jgufebze aqtiuri dakvirveba dResac grZeldeba.

rogorc ukve avRniSneT, am meTodiT  erTi wlis ganmavlobaSi 42 pacientia namkur-
nalebi. amJamad arc erT maTgans recidivi ar aReniSneba, aseve ar aRiniSneba daavadebis 
gavrceleba da generalizacia. TiToeuli pacienti aqtiuri dakvirvebis qveSaa da 
itarebs gegmiur kvlevebs. momavali analizisTvis Seqmnilia 4 asakobrivi jgufi - 45-
dan 50 wlamde; 50-60 wlamde; 60-70 wlamde da 70 welze zeviT. garda amisa Seqmnilia 
ori jgufi limfuri statusis mixedviT - pirveli negatiuri limfuri jirkvlebiT 
da meore - limfuri jirkvlebis metastazuri dazianebiT. erT pacients Catarebuli 
aqvs mkurnaloba recidivkveTis Semdgom (masteqtomiis Semdgomi periodi). am jgufSi 
vapirebT gavaerTianoT is pacientebi, romelTac aReniSnebaT recidivi radikaluri 
seqtoruli rezeqciis, Tu radikaluri masteqtomiis Semdgom. SevqmeniT ori jgufi 
intrabimiT namkurnalebi pacientebisa Her 2 New statusis mixedviT, aseve SevqmeniT 
identuri jgufebi mxolod distanciuri TerapiiT namkurnalebi pacientebisa. yove-
live zemoT Tqmuli gvaZlevs imeds, rom uaxloesi 5 wlis ganmavlobaSi Zalian nayof-
ier samecniero samuSaos CavatarebT intraoperaciuli sxivuri Terapiis SedarebiTi 
analizisa da mkurnalobis efeqturobis SefasebisTvis. es meTodi ukve warmoadgens 
ZuZus kibosTan brZolis qmediT iaraRs da vimedovnebT, rom kidev ufro gavzrdiT 
misi gamoyenebis areals da asakobriv farglebs. miTumetes, rom Cveni klinika monaw-
ileobas iRebs saerTaSoriso, multicentrul kvlevaSi - intraoprciuli sxivuri 
Terapiis gamoyeneba ZuZus kibos mkurnalobaSi, axalgazrda asakisa da maRali riskis 
pacientebis SemTxvevaSi. 
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Abstract

LAK (Lymphokine-activated killer) cell therapy is form of cell-based immunotherapy against cancer. In 1980 
by Rosenberg and colleagues described a novel method for generating large numbers of lymphoid cells after 
incubation with interleukin-2.  LAK cells were capable of lysing fresh, noncultured primary and metastatic 
cancer cells. LAK cells were functionally distinct from the population of natural killer cells, because they 
lysed tumor cells previously shown to be resistant to natural killer activity.  Since then LAK cells were used 
for treatment of many types of metastatic cancer: melanoma, renal cell carcinoma, glioblastoma, for primary 
lung cancer, hepatocellular cancer etc. 

In 2010 in Cell Technology and Therapy Center was started the study for safety and efficacy of LAK cell 
therapy against different head and neck cancer (melanoma, squamous cell carcinoma, cylindroma and non-dif-
ferentiated thyroid cancer).  The preliminary results from 17 patients are presented. Safety and efficacy of 
LAK cell therapy are discussed.  

lak Terapia aris imunoTerapiis saxe, romlis drosac simsivnis sawinaaRmdego 
mkurnalobisaTvis gamoyenebulia sinjaraSi  kultivirebuli da gaaqtivebuli auto
logiuri bunebrivi (naturaluri) kilerebi anu limfokinaqtivirebuli kilerebi 
(lymphokine activated killer cell –LAK). adamianis sisxlSi  bunebrivi (naturaluri) kileri 
ujredebi limfocitebis fraqciis daaxloebiT 5-20% Seadgens. isini Tandayolili 
imunitetis Semadgeneli nawilia da warmoadgens e.w. araspecifikur mkvlel ujredebs, 
romelTa funqcia organizmSi inficirebuli da simsivnis ujredebis ganadgurebaa. lak 
ujredebi gamoyofen perforinsa da granzims da iwveven samizne ujredebis apoptozs 
da liziss.

lak TerapiisTvis warmarTva  SesaZlebeli gaxda mas Semdeg, rac meoce saukunis 
80-ian wlebSi Semovida rekombinantuli interleikin-2 (IL-2), citokini, romelic 
gamomuSavdeba T limfocitebSi da iwvevs rogorc naturaluri kilerebis gamravlebas, 
iseve maT aqtivacias. 1980 wels stiven rozenbergma (Steven Rosenberg) aRwera lak 
ujredebis miRebis meTodi, romlebic Slidnen pirveladi da metastazirebuli kibos 
ujredebs. am ujredebs SeeZloT kibos im ujredebis lizisic, romlebic bunebrivi 
kilerebis mimarT rezistentuli iyo (1. Grimm et al. 1982). maTi samiznea kibos 
ujredebi, Tumca  ar azianeben normalur ujredebs, moqmedebs rogorc singenur, aseve 
alogenur simsivnebze, anu moqmedeba damoukidebelia HLA sistemaze  (2. Fagan et al, 
1987). lak ukredebis kultura Seicavs ZiriTadad did granularul limfocitebs. 
maT aqvT zedapiruli antigenebi  CD16,  CD56 da akliaT  CD3, rac niSnavs, rom  
limfokinaqtivirebuli kilerebs da  naturaluri kilerebs zedapiruli antigenebis   
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msgavsi eqsperesia aqvT. aRsaniSnavia, rom lak ujredebis kultura Seicavs aseve T 
kiler limfocitebs (CD3+/CD56+) da isinic iwveven simsivnis ujredebis araspecifiur, 
HLA-damoukidebel liziss (3. Hamblin 1989). 

aqtivirebuli kileri ujredebi Tavis mxriv aaqtivebs makrofagebs, dendritul 
ujredebs, neitrofilebs, B da T limfocitebs. lak ujredebi e.w. NKG2D receptorebiT 
amoicnoben simsivneebis tipiur ligandebs, mag.: DAP-10, MICA.  

lak Terapiis dawyebamde mniSvnelovania simsivnis zomebis maqsimaluri Semcireba 
qirurgiuli CareviT, qimioTerapiiT, sxivuri TerapiiT. SemdgomSi tardeba xangrZlivi 
imunoTerapia da mimdinareobs pacientze dinamiur kontroli. mkurnalobis procesSi 
warmoqmnil nebismier problemasa da recidivze xorcieldeba  dauyovnebeli da 
efeqturi reagireba (4. Levebre. 2005).

LAK  ujredebi klinikaSi gamoiyeneba 1980-iani wlebidan da kibos standartul 
mkurnalobasTan kombinaciaSi imunoTerapia mkurnalobis efeqturobas 10-30%-
iT zrdida. is gamoiyenes Semdegi  simsivneebis dros: metastazirebuli melanoma,  
Tirkmlis kibo da msxvili nawlavis kibo, filtvis pirveladi da metastazirebuli 
kibo,  rbilqsovilovani sarkoma, avTvisebiani glioma,  glioblastoma, Sorswasuli 
sakvercxis kibo da hepatocelularul kibo. 

lak ujredebi klinikaSi gamoyenebuli iyo metastazirebuli kibos dros rogorc 
monoTerapia an  kombinaciaSi  IL-2-is  parenteralur SeyvanasTan erTad. 25 pacientidan 
11 SemTxvevaSi aRiniSna melanomis, msxvili nawlavis kibos, Tirkmlis kibos Sedegad 
ganviTarebuli RviZlisa da filtvis  metastazebis zomaSi 50%-ze meti regresi.  aseve 
kargi Sedegi dafiqsirda filtivs pirveladi adenokarcinomis dros, xolo 1 pacientSi 
metastazirebuli melanomis  sruli regresi aRiniSna, rac 10 Tve SenarCunda.  lak 
ujredebis misaRebad gamoyenebul iqna leikaferezi. paralelurad tardeboda IL-2 
mkurnaloba. aRsaniSnavia, rom es mkurnaloba  Zalian did danaxarjebsa moiTxovda. 
ZiriTadi gverdiTi movlenebi (Zlieri SeSupebebi, Semcivneba, cxeleba, hipotenzia, 
anemia, Trombocitopenia)  ukavSireboda IL-2  gamoyenebas da preparatis moxsnis 
Semdeg swrafad alagdeboda (5. Rosenberg et al.  1985).  lak Terapia gamoyenebul iqna 
Tirkmlis metastazirebuli kibos dros rogorc monoTerapia an kombinaciaSi IL-2-
Tan. kombinirebuli mkurnalobis dros toqsiuroba ar aRmateboda mkurnalobas IL-2 
is dros, rac miuTiTebs, rom toqsiurobas ganapirobebda IL-2 da ara  lak ujredebi. 
amasTanave, kombinirebuli mkurnalobis dros simsivnis sruli an  nawilobrivi 
regresis procenti aRemateboda IL-2-iT monoTerapiis Sedegebs (10% nacvlad 6%-isa, 
18% nacvlad 10% da stabiluri daavadebis procenti 21% nacvlad 9,5% (6. Negrier et 
al. 1989). 

1997 wels iaponiaSi Catarebulma mesame fazis kvlevam aCvena lak Terapiis 
mniSvnelovani efeqturoba qimioTerapiasTan an sxivur TerapiasTan kombinaciaSi 
filtvis pirveladi kiboTi daavadebul pacientebSi. filtvis pirveladi kibos 
rezeqciis Semdgom 174 pacienti daiyo sakvlev da sakontrolo jgufebad, sadac 
sakontrolo jgufs  ar utardeboda lak imunoTerapia, xolo kvleviT jgufSi ki iyo 
ori jgufi-gankurnebuli (kuratiuli)  da paliatiuri rezeqciis jgufebi.  5 da 9 
wliani gadarCena sakontrolo jgufSi iyo 33,4% da 24,2%,  lak Terapiis jgufSi ki - 
54,4% da 52% Seadgenda, rac statistikurad sando maCvenebelia (P < 0.001). kuratiuli 
SemTxvevebSi kvleviT da sakontrolo jgufebs Soris  5 wliani gadarCenis sixSiris 
sxvaoba aseve statistikurad sando iyo (Sesabamisad: 65,5% da 40,6%, (P < 0.01). 
analogiuri suraTi iyo arakuratiul-paliatiur SemTxvevebSi (43.0% lak Terapiis 
jgufSi  da 20.8% sakontroli jgufSi, P < 0.01), adenokarcinomis jgufSi  (47.5% lak 
Terapiis jgufSi da 23.0% sakontrolo jgufSi; P < 0.05), brtyelujredovani kibos 
jgufSi (62.1% lak Terapiis jgufSi da 34.8% sakontrolo jgufSi; P < 0.01) (7. Kimura 
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et al. 1997).  lak Terapia bolo aTeuli wlebia gansakuTrebiT intensiurad iaponiaSi 
gamoiyeneba. 2004 wlis monacemebiT or wamyvan centrSi 1400-ze meti pacienti iyo 
namkurnalevi sxvdasxva daavadebiT, maT Soris RviZlis kiboTi, sakvercxis kiboTi, 
filtvis kiboTi. efeqturoba sxvadasxva kvlevebisas meryeobda 20%-dan 90% mde (17. 
K. Egawa, 2004) 

lak Terapia gamoyenebul iqna glioblastomebis samkurnalod. rekurentuli 
glioblastomis dros reoperaciis Semdgom intrakavitarulad  Seyvanili lak 
ujredebis kombiniacia IL-2 -is  Semdgomi  ineqciebTan da qimioTerapiasTan (karmustini 
+ prokarbazini) sicocxlis xangrZlivobas zrdida saSualod 53 kviramde (87.9 +/- 
21.4 kviramde, aTvlils reoperaciidan),  maSin, roca lak-Terapiis gareSe sicocxlis 
xangrZlivoba saSualod 25.5 kviras Seadgenda, (27.4 +/- 3.7) (8. Hayes et al. 1995). 
momdevno kvlevebisas gamoiyenes IL-2 -is ufro dabali dozebi, rac  imunoTerapiis 
dabaltoqisurobas ganapirobebda.  28-pacientidan  6 cocxali iyo reoperaciidan 2 
wlis Semdgomac, xolo 2 pacienti cocxali iyo 8 wlis Semdgomac (9. Hayes et al. 2001). 

kaliforniaSi lak ujredebi gamoiyenes pacientebSi pirveladi glioblastomis 
samkurnalod adiuvantur Terapiad qirurgiuli amokveTis,  tvinis parcialuri 
dasxivebis, gama sxivebiT radioqirurgiisa da Temodalis (Temozolomidis)  miRebis 
Semdgom. lak ujredebi mzaddeboda periferuli sisxlis mononuklearebisagan, is 
gamoiyeneboda IL-2 -is ineqciebis gareSe da SehyavdaT adgilobrivi dazianebis ubanSi. 
toqsiuroba iyo minimaluri.  Sedegebis mixedviT gadarCenis procenti matulobda da 
miiRweoda 20% nacvlad   12-15 % -isa (10. Dillman et al. 2009). 

imave jgufma Seiswavla aseve lak ujredebis intrakavitaluri Seyvana rekurentuli 
glioblastomis dros. Seswavlili iqna 41 pacienti, sadac lak Terapia interlei
kin-2 is gareSe iqna gamoyenebuli. saSualo sicocxlis xangrZlivoba iyo 17,5 Tve 
nacvlad sakontrolo 13,6 Tvisa. (11, Dillman et al. 2004) . 2011 wels iaponiaSi lak 
ujredebi gamoiyenes Tav-kisris lorwovani garsis melanomis samkurnalod. cxviris 
Rrus an sinonazaluri kompleqsis melanomis dros qirurgiuli da qimioTerapiuli 
mkurnalobis mere tardeboda adiuvanturi Terapia lak ujredebiT. lak ujredebiT 
namkurnaleb pacientebSi 5 wlian gadarCena 66% Seadgenda, xolo sakontrolo jgufSi 
lak -is garSe-33% (12. Kanetaka et al. 2011)

dRemde erTeuli samecniero statiebia gamoqveynebuli Tav-kisris brtyel
ujrededovani kibos dros lak ujredebis gamoyenebis  Sesaxeb, Tumca kvlevebis 
umetesoba moicavda in vitro an cxovelur  modelebs, sadac lak ujredebis 
aqtiobas swavlobdnen ( 13.  Wanebo et al. 1991, 14, Sacchi et al, 1991, 15. Sacchi, 1991). Tav-
kisris brtyelujredovani kibos Sorswasul SemTxvevebSi rogorc wesi, viTardeba 
imunodeficiti, ris Sedegad T-limfocitebisa da naturaluri kilerebis aqtioba 
mcirdeba (16.  Melioli et al.1992). amitom  lak ujredebis  in vitro momwifeba xels 
uwyobs imunuri sistemis aRdgenas.  

ujreduli teqnologiebisa da Terapiis centrSi  2010 wlidan daiwyo klinikuri 
kvlevebi lak ujredebis gamoyenebiT Tav-kisris simsivnebis: brtyelujredovani 
karcinomis, cilindromis, melanomisa da farisebri jirkvlis aradiferencirebuli 
kibos dros autologiuri lak ujredebis usafrTxoebisa da efeqturobis Sesaswavlad.  

lak ujrdebis momzadebis   meTodika
TiToeuli pacientisgan grovdeboda 40–100 ml-mde periferiuli sisxli, fikolis 

simkvrivis gradientis meTodiT xdeboda mononukleruli ujredebis separacia, maTi  
stimulacia citokin IL-2-isa (100ng/ml), adamianis Sratisa (10% moc/moc)  meSveobiT  
RPMI–1640– mediumSi 7 dRis  ganmavlobaSi 5% CO2 inkubatorSi, 37°C-ze, 100% tenianobis 
pirobebSi. ujredebs utardeboda gamdinare citometria gamdinare citometriT CD3-
FITC/CD56-PE da CD45-FITC/CD56-PE paneliT. miiReboda kileri ujredebis (CD3-/
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CD56+da CD3+/CD56+) raodenobis  mniSvnelovani zrdiT (10–100 jer farglebSi). 
ujredebi rva dozad iyineboda programirebuli gamyinaviT (krioprezervacia 10% 
DMSO-ian krioniadagSi) da inaxeboda Txevad azotSi gamoyenebamde. gamoyenebisas isini 
dneboda 37°C -ze wylis abazanaSi, irecxeboda  suspendirdeboda 0,5 ml fiziologiur 
xsnarSi da ujredebis ineqcia tardeboda mtevnis areSi intradermulad. 

kvlevis dizaini
Ria kvlevis ZiriTadi mizani iyo lak Terapiis usafrTxoebis Seswavla da misi 

efeqturobis ganszRvra.  2010-2013 wlebi  kvlevaSi monawileobda  17 pacienti (13 - 
samkurnalo da 4 profilaqtikuri jgufebSi). erT pacients Cautarda 3 kursi, 4-s ori 
kursi da danarCenebs-TiTo. 

pacientebi daiyo or ZiriTad jgufad. pirvel jgufSi Sevidnen radikalurad 
namkurnalevi pacientebi (4 pacienti), romelTac klinikuri gamokvlevebiT daavadebis 
niSnebi ar aReniSnebaT da lak Terapia tardeba profilaqtikuri mizniT  sisxlSi 
mocirkulire (narCeni) simsivnuri ujredebis gasanadgureblad amrigad, ujreduli 
Terapia xorcieldeba, rogorc  simsivnis recidivisa da metastazirebis ganviTarebis 
prevenciuli RonisZieba da principSi warmoadgens adiuvantur imunoTerapias. pirvel 
jgufSi Sevidnen pacientebi yuris niJaris kanis  melanomiT-1 pacienti, xorxis 
kiboTi-2 pacienti, cxvir-xaxis brtyeluredovani kiboTi-1 pacienti. 

meore jgufi ki Seadgines  gavrcelebuli kibos  mqone  inkurabelurma pacientebma 
(13 pacienti), romelTac yvela saxis tradiciuli mkurnalobis meTodis amowurvis 
Semdeg utardebodaT lak Terapia simsivnuri zrdis Senelebis an stabilizaciis  
da sicocxlis gaxangrZlivebis mizniT. am jgufs samkurnalo lak Terapiis jgufi 
ewoda. pacientebis nawilisaTvis lak Terapia iyo monoTerapia, meore nawilisaTvis 
ki kombinirebuli  qirurgiul, sxivur da qimioTerapiasTan. profilaqtikur jgufSi  
lak Terapia iyo monoTerapia, xolo samkurnalo jgufSi 4 pacientSi Catarda, rogorc 
monoTerapia, danarCen 13-Si ki rogorc  kombinirebuli Terapiis nawili.

mkurnalobis kursi
TiTo kursi moicavda rva ineqcias, rac sruldeboda an monoTerapiul reJimSi 

(TiTo ineqcia yovel kviras pirveli Tvis ganmavlobaSi + TiTo ineqcia yovel momdevno 
Tves, sul 5 Tvis manZilze 8 ineqcia) an kombinaciaSi qimio- an  sxivur TerapiasTan 
individualuri grafikiT, jamSi 8 ineqcia. yovel pacientze ineqciis Semdgom 
xorcieldeboda 2-3 saaTiani  monitoringi Civilebis, inspeqciis, temperaturis da 
arteriuli wnevisa. amis Semdeg pacienti tovebda klinikas.  pacientebi proceduras 
kargad itandnen, ar aRniSnula raime seriozuli garTuleba. erTeul SemTxvevaSi 
aRiniSna adgilobrivi simptomebi (siwiTle da qavili ineqciis adgilas, rac 
konservatiul Terapias advilad emorCileboda). gverdiTi movlenebis gamo arcerT 
pacients ar Seuwyvetia mkurnaloba. mkurnaloba tardeboda qirurgebTan, sxivuri 
medicinis specialistebTan da qimioTerapevtebTan mWidro TanamSromlobiT da 
mkurnalobis periodSi daavadebis progresirebis nebismieri saeWvo niSnebis 
SemTxvevaSi xdeboda dauyovnebeli reagireba da saWiroebisas samedicino Careva 
(qirurgiuli, qimioTerapiuli an radioTerapiuli meTodebiT).

Sedegebi
samkurnalo jgufSi gardaicvala 8 (1- enis brtyelujredovani kiboTi, 1-piris 

Rrus fskeris inoperabeluri cilindroma, metastaziT RviZlSi, 1-farisebri 
jirkvlis aradiferencirebuli inoperabeluri kibo (gardacvaleba lak monoTerapiis 
dawyebidan 23 Tvis Semdgom), 3 - kanis Sorswasuli melanomiT mravlobiTi metastazebiT 
Tavis tvinSi, filtvsa da RviZlSi (gardacvaleba lak Terapiis dawyebidan 5-7 TveSi), 
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2- Sorswasuli xorxis  kibo mravlobiTi adgilobrivi da Soreuli metastazebiT 
(gardacvaleba lak Terapiis dawyebidan 3 da 4 TveSi).  profilaqtikur jgufSi arcerT  
pacients ar aReniSna daavadebis progresirebisa, recidivis an metastazis arcerTi 
SemTxveva, maT Soris ors, romelTac lak Terapia 3 wlis win CautardaT. samkurnalo 
jgufidan darCenil 5 pacientidan erTs cxvir-xaxis kiboTi, romelsac lak Terapia 
utardeboda kombinaciasi sxivur da qimioTerapiasTan,  aReniSna  simsivnis sruli, xolo 
erTs cxvir-xaxis kiboTi-nawilobrivi regresi, erT pacients  farisebri jirkvlis 
aradiferencirebuli kiboTi  qimioTerapiasTan erTad ki aReniSna  stabilizacia. 2 
pacientis mkurnalobis Sefaseba drois simciris gamo jer naadrevia.    

amrigad, warmodgenilia Tav-kisris simsivneebis lak TerapiiT mkurnalobis 
sawyisi Sedegebi. kvlevam gviCvena meTodis usafrTxoeba. lak ujredebis ineqcia 
warmoadgens usafrTxo meTods, romelsac praqtikulad ar axlavs zogadi da 
adgilobrivi garTulebebi. winaswari monacemebi miuTiTebs, rom  meTodi  efeqturia   
profilaqtikuri mizniT gamoyenebisas, aseve  axangrZlivebs  sicocxles inkuraberul 
pacientebSi. 

amJamad klinikuri kvleva sabolood jer ar dasrulebula. mkurnalobis 
usafrTxoebisa da efeqturobis maCveneblebis, maT Soris sicocxlis gaxangrZlivebis 
saboloo maCveneblis dadgena kvlevis dasrulebis Semdgom miRebuli sruli 
monacemebis detaluri analizis safuZvelze iqneba SesaZlebeli. 
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plastikuri qirurgia Tav-kisris rekonstruqciaSi  
onkologiur pacientebSi

Tssmu, qirurgiis departamenti, plastikuri qirurgiis mimarTuleba, 
rekonsrukciul-plastikuri da esTetikuri qirurgiis klinika “kuzanov klinik”; 

“mardaleiSvilis onkologiuri centri”.

Plastic Surgery in head and neck reconstruction of oncologic patients.

I.Kuzanov 1, K.Mardaleishvili 2, A.Kuzanov 1, Z.Dabrundashvili2, G.Kuzanov1, G.Ioseliani1, 

M.Machavariani1, V.Javakhishvili2,  G.Baratashvili 2.

Tbilisi State Medical University, division of plastic surgery. Clinic of plastic, reconstructive and 

aesthetic surgery “Kuzanov Clinic”1. 

“Mardaleishvili Oncological Center”2.

After excision of extensive tumors reconstruction of loss tissue without use of a microsurgical technique 
does not allow to restore in full function and esthetics of the face. Often biomechanics of food intake is bro-
ken. In individual cases nasal and oral cavities are opened, that causes in swallowing, speech and breathing 
function disorder. Such patients often become asocial and are compelled to hide not only from a society, but 
also from members of own family.

Development of microsurgery and use of flap surgery gave us possibility to cover such big and compound 
defects with healthy not irradiated tissues. Free and rotated flaps can stimulate reparation and revascular-
ization process in reconstructed regions and can less the period of rehabilitation of patients with head and 
neck cancer.

Since 1985 under the guidance of K.Mardaleishvili and I.Kuzanov  two teems (oncologic and plastic sur-
geons) started collaboration in treatment of oncologic patients with head and neck tumors. We performed 
more 47 one stage and delayed  reconstructions with use of free  or rotated flaps.  

 At this presentation we will talk about collaboration work and achievements of two teems oncologic and 
plastic surgeons in treatment of oncologic patients with head and neck cancer.

Thus, teamwork of oncologic surgeons and plastic surgeons allows achieving good functional and aesthetic 
results in treatment of oncologic patients with head and neck tumors.

onkologiur davadebaTa maCveneblebi izrdeba mTel msoflioSi. maT Soris Tav-kis-
ris onkologiuri daavadebebi Seadgenen 15-20%, xolo dagvianebuli mimarTvebi (III-
IV stadia) Seadgens 70-80% (1,2,3).

miuxedavaT warmatebebisa sxiuri da medikamentozuri mkurnalobaSi, qirurgiuli 
mkurnaloba isev rCeba ZiriTad meTodad am pacientebis mkurnalobaSi (4,5). Tav-kis-
ris rTuli anatomia, qsovilebis da organoebis mWidro ganlageba, simsivnis ablas-
turi amokveTisas iwvevs farTo, vrceli da Serwymuli defeqtebis Camoyalibebas. 
rac iwvevs organoebis funqciis seriozul darRvevas da pacientebis damaxinjebas. 
xSirad irRveva sunTqvis, ReWvis, ylapvis, da metyvelebis procesebi(6,7). 

bolo dromde Catarebuli mkurnalobis SefasebaT iTvleboda avadmyofis postop-
eraciuli cxovrebis xangrZlivoba. magram bolo dros ufro meti yuradReba eniWeba 
cxovrebis xarisxs da socialur reabilitacias. “radgan Cven ar SegviZlia post-
operaciuli cxovrebis gansazRvruli vadis garantireba avadmyofisTvis, qirurgis 
amocanas warmoadgens adreuli formis da funqciis aRdgena imisaTvis rom adamianma 
srulyofilad icxovros, cxovrebis darCenili drois manZilze (Chambers R. 1981).
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rogorc wesi Tav-kisris avTvisebiani simsivneebiT avadyofebs operaciamde uniS-
naven sxiuri an qimiuri Terapiis kurs, rac Tavis mxriv iwvevs Wrilobebis Sexorce-
bis garTulebas trofikis moSlis gamo. am katigoriis avadmyofebSi daweulia qso-
vilebis reparaciuli Tvisebebi, rac postoperaciul periodSi iwvevs garTulebebs 
anTebiTi procesis saxiT, stomebis formirebiT, rasac xSirad Tan axlavs WrilobaSi 
nerwyvis Sedineba, osteomielitis movlenebi, maceracia da axlomdebare qsovilebis 
inficireba (4,5). 

XX saukunis 80 wlebamde Tav-kisris defeqtebis Sevsebis mizniT xSirad iyenebdnen 
filatovis ylorts(8). magram rbili qsovilebis aRdgena filatovis nafleTiT saW-
iroebs ramdenime etaps, rac mniSvnelovnad agrZelebs reabilitaciis periods (7-9 
Tve). filatovis ylortis qsovilebi mniSvnelovnad mgrZnobiarebi arian infeqciis 
mimarT, rac xSirad iwvevs nekrozis ganviTarebas.

msgavsi defeqtebis mkurnalobaSi revuluciurad iTvleba mikroqirurgiis gan-
viTareba romelmac misca saSualeba gamogveyena qsovilebi romlebic mdebareoben 
dasxivebuli zonidan moSorebiT da rac Tavis mxriv mniSvnelovnad aumjobesebs qso-
vilebis reparaciul procesebs operirebul midamoebSi da amcirebs avadmyofebis 
anatomo-funqcianalur da socialur reabilitacias (9,10).

Tav-kisris postoperaciuli defeqtebis Sevsebis mizniT Tanamedrove midgoma 
gulisxmobs kan-fascialuri, kan-kunTovani da kan-kunTovan-Zvlovani vaskularize-
buli nafleTebis gamoyenebas. rekonstruqciuli operaciebi SeiZleba Catardes ro-
gorc erT etapad aseve gadavadebulad. mecnierebis umetesoba uniWebs upiratesobas 
pirvelad rekonstruqciebs. es amcirebs reabilitaciis periods da afarTovebs qiru-
rgiuli mkurnalobis Cvenebebs adgilobrivad farToT gavrcelebuli avTvisebiani 
simsivneebis dros. amis Sesrulebis mizniT saWiroa Serwymuli muSaoba minimum ori 
brigadis onko qirurgebis da plastikuri qirurgebis (3,6,7,11).

saqarTveloSi Tav-kisris avTvisebiani simsivneebis Tanamedrove mkurnaloba dai-
wyo 1985 wlidan roca prof. k.mardaleiSvilisi da prof. i.kuzanovis xelmZRvanelo-
biT Catarda pirveli erTetapiani operaciebi vaskularizebuli nafleTebis gamoy-
enebiT.  

mogvyavs ramdenime klinikuri SemTxveva romlebic miZRvnilia aRwerili problemisadmi. 
pacienti 84 wlis, Semovida klinikaSi diagnoziT gavrcelebuli kanis prtyelujredovani 

kibo nekrozis elementebiT (sur 1). simsivnuri warmonaqmnis amokveTis Semdeg Camoyalibda 
farTo defeqti. defeqti daifara dagrZelebuli Torakodorsaluri nafleTis kanqveSa gvi-
rabSi rotaciis saSualebiT (sur 2-4,). postoperaciuli periodi garTulebebis gareSe. op-
eraciis Sedegad ganxorcielda avadmyofis socialuri reabilitacia sur (5-6)
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sur 1-6. aRwera ixileT teqstSi.

pacienti 54 wlis Semovida klinikaSi saxis marjvena naxevris avTvisebiani simsivnis amokve-
Tis da warbis nafleTis rotaciis Semdeg. aReniSneba rbilqsovilovani defeqti cxviris 
piris da haimoris wiaRis gaSiSvlebiT (sur 7-9). safari qsovilis da lorwovani defeqtis 
dafarvis mizniT gamoyenebuli iqna vaskularizebuli sxivis kan-fascialuri nafleTis pre-
fabrikacia. nafleTis SigniTa zedapirze gadanergili iqna kanis avaskularuli gaxleCili 
perforirebuli nafleTi (sur 10,11). avaskularuli nafleTis Sexorcebis Semdeg (2 kvira), 
Catarda prefabricirebuli sxivis vaskularizebuli nafleTis Tavisufali gadanergva ise 
rom prefabricirebis saSualebiT revaskularizebuli avaskularuli kanis nafleTi faravda 
lorwovani defeqts, xolo sxivis nafleTis kani safari qsovilis defeqts (sur 12-15)

        

          

         
 

sur 7-15. aRwera ixileT teqstSi.
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maSasadame Cven SegviZlia davaskvnaT rom, Tav-kisris onkologiur pacientebis 
mkuranlobaSi saukeTeso Sedegebis miRweva aris SesaZlebeli onko da plastikuri 
qirurgebis ori brigadis Serwymuli muSaobisas. unda gakeTdes erTetapiani Tu gada-
vadebuli rekonstruqcia, es unda iyos gadawyvetili orive brigadis mier, pacientis 
detaluri daTvalierebis da diskusiebis Semdeg. nafleTebis prefabrikaciis meTo-
dika gvaZlevs saSualebas davfaroT rogorc safarai qsovilebis aseve lorwovani 
qsovilis defeqtebi.
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eqstraperitonuli endoskopiuri radikaluri prostateqtomia  

(eerpe), urologiis erovnuli centris Sedegebi –  

pirveli 300 SemTxveva

al. wulukiZis sax. urologiis erovnuli centri, Tbilisi

D. Nikoleishvili, A. Chkhotua, G. Managadze, L. Managadze, A. Pertia

Endoscopic extraperitoneal radical prostatectomy (EERPE), evaluation after 
300 cases a National Center of Urology

Nationa Center of Urology, Tbilisi

Endoscopic extraperitoneal radical prostatectomy (EERPE) is a well-established and standardized technique 
for treating patients with localized prostate cancer. Nevertheless, the procedure is continuously being refined 
with the expansion of anatomical knowledge. Between June 2010 and November 2013, 300 consecutive pa-
tients with a mean age of 65.4 years and clinically localized prostate cancer underwent laparoscopic radical 
prostatectomy at our institution by one surgeon. In this study, the technique and its evolution are presented 
in detail, along with an analysis of its clinical efficacy. We also consult the literature to compare EERPE to 
transperitoneal laparoscopic radical prostatectomy.

Sesavali

1982 wels P. Walsh-isa da Donker-is mier Seswavlili iqna prostatis anatomiuri 
Taviseburebebi. maT daamuSaves retropubikuri radikaluri prostateqtomiis op-
eraciuli teqnika1. mas Semdeg prostatis kibos lokaluri formebisaTvis es meTodi 
mkurnalobis standarti gaxda. 1997 wels monsuris klinikaSi (parizi), pirvelad ga-
keTda laparoskopiuli radikaluri prostateqtomia2, xolo Raboy da Tanaavtorebma 
pirvelad SeZles es operacia eqstraperitonuli midgomiT ganexorcielebinaT3. eer-
pe aris minimalurad invaziuri procedura. klinikuri da onkologiuri gamosavali 
msgavisa, zog komponenetSi ukeTesic ki Ria da transperitonuli laparoskopiul 
prostateqtomiasTan SedarebiT4. saqarTveloSi, urologiis erovnuli centri bazaze 
2010-2013 wlebSi gakeTda 300 operacia (eerpe). ukve Cveni gamocdilebiTac SeiZleba 
davaskvnaT, rom eerpe prostatis kibos lokaluri formebis mkurnalobis standarti 
gaxda, rogorc efeqturi da usafrTxo meTodi.   

operaciis teqnika
pacientis winasaoperacio momzadeba. eqstrapertonuli endoskopiuri radikalu-

ri prostateqtomia tardeba zogadi anesTeziis fonze. absoluturi ukuCveneba aris 
gul-sisxlZarRvTa sistemis mZime darRvevva da filtvebis qronikuli obstruqci-
uli daavadeba5. pacientis mdebareobaa trendelenburgis pozicia (Tavi daxrili) 100-

150-iT. monitori ganlagebulia pacientis fexebis SuaSi. qirurgis poziciaa pacien-
tisagan marcxniv, pirveli asistenti marjvniv ganlagdeba, xolo meore asistenti, 
kameraze pacienTis TavTan dgeba6-7.

operaciis tqnika.
preperitonuli sivrcis disseqcia da troakarebis ganTavseba. 12mm ganakveTi keT-
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deba infraumbilikalurad, preperitonul sivrceSi Tavsdeba 12 mm balon troakari 
da mxedvelobis kontroliT baloni nel-nela ibereba. Seiqmneba eqstraperitonuli 
samuSao sivrce. amave ganakveTSi Tavsdeba hasonis 10-12mm optikuri troakari. op-
eraciisaTvis gamoiyeneba 00 optika. CO2-is insuflacia unda iyos 12-13 mm/vws, raTa 
aviciloT kanqveSa emfizema. pnevmoperitoneumis miRwevis Semdeg sami 5mm  da erTi 12mm 
troakari ganlagdeba Wipis qvemoT, gansazRvruli protokolis mixedviT. 12mm tora-
kari gamoiyeneba nemsis Sesatanad, limfuri kvanZebis paketis amosaRebad da endobegiT 
prostatis amosaRebad8. 

dorzaluri venuri kompleqsis ligireba. opraciis pirveli etapia fascia en-
dopelvikas CakveTaa, ris Semdegac gamoCndeba anusis amwevi kunTi. Semdeg gadaikveTeba 
puboprostatuli iogi orive mxares. “santorinis wnuli” unda gadaikvanZos. dor-
zaluri venuri kompleqsi ar gadaikveTeba sanam prostata sruliad ar iqneba mobi-
lizebuli.

Sardis buStis yelis disseqcia. keTdeba ganivi ganakveTi buStis yelis proeqciaze. 
disseqcia unda Sesruldes ultrabgeriTi skalpelis saSualebiT (Ethicon Endo-Surgery 
Inc., Cincinatti, OH, USA) am instrumenti gamoyeneba sasurvelia Warbi sisxldenis Tav-
idan acilebis mizniT. Semdeg gadaikveTeba Sardis buStis yelis wina kedeli, ukana 
kedeli. prostatis posterolateraluri mobilizaciis  Semdeg dorsaluri venuri 
kompleqsi gadakveTeba. mis qveS mdebare ureTra gaikveTeba Sereobrivad. Zalian mniS-
vnelovania SenarCunds ureTris grZeli takvi, raTa Tavidan aviciloT gareTa sfin-
qteris dazianeba8-9. 

vezikoureTruli anastomozis formireba. am anastomozis formirebisaTvis stan-
dartulad gamoiyeneba 7-9 kvanZovani nakeri. pirveli sami daedeba ukana kedlze, piro-
biTad 8, 6 da 4 saaTze. ureTruli kaTeteri anastomozis formirebisaTvis Zalian mniS-
vnelovan rols asrulebs. lateraluri kvanZebi daedeba 9 da 3 saaTze, xolo bolo 
ori ventraluri 1 da 11-ze. Anastomo-zirebis aseTi teqnikis gamoyenebiT SesaZlebe-
lia miRweuli iqnas sruli hermetuloba10. operaciis bolos 14 Ch sadrenaJo mili 
Tavsdeba retropubikur sivrceSi 5mm portidan da 24 saaTis ganmavlobaSi vtovebT. 
preparatis amoReba xdeba marxena 12mm portis adgilidan. Tu prostata didi zomisaa 
maSin Wriloba cotaTi gafarTovdeba. Wrilobebi gaikereba Sreobrivad yrud, kanze 
intradermuli (kosmetikuri) nakeri.

garTulebebi
eerpe SemuSavebulia evropis specializebul urologiur centrebSi, sadac aku-

mulirebulia udidesi qirurgiuli gamocdileba. miuxedavad yvelafrisa esa Tu is 
garTuleba yovelTvis fiqsirdeba. am mimoxilvaSi  eerpes mTliani garTulebaTa six-
Sire 2-17%ia8,11. garTulebebi pirdapir kavSirSia qirurgis gamocdilebasTan da kval-
ifikaciasTan.

yvelaze xSirad fiqsirdeba Semdegi garTulebebi: intraoperaciuli epigastruli 
sisxlZarRvebis dazianeba, romelic ZiriTadad me-4 troakaris Cadgmis dros viTarde-
ba. dazianebis SemTxvevaSi bipolariT da/an klipirebiT SeiZleba hemostazis miRweva. 
sisxlZarRvTa dazianebis sixSiriT meore adgili aris dorzaluri venuri komple-
qsi11. Tu dazianeba saSualo xarisxisaa aucilebelia CO2-is wnevis gazrda 20mm/vws-
mde. Semdgom aucileblad ligirebaa saWiro. reqtumis dazianebis SemTxvevaSi mniS-
vnelovania intraoperaciulad gamovlindes defeqti da  endoskopiurad 2 sarTulad 
gaikeros. limfa-deneqtomiis Sedegad xSiria limfoceles Camoyalibeba. limfoceles 
aqvs sakmaod seriozuli garTulebebi, tkivili, temperaturis momateba inficirebis 
fonze, moSardvis gauareseba, fexis SeSupeba da Tromboemboliis ganviTareba. misi 
mkrnaloba SesaZlebelia peritoneumis fenestraciiT. intraoperaciuli fenestra-
cia ki sagrZnoblad amcirebs postoperaciulad limfoceles gaCenis risks. Sardis 
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buStisa da SardsawveTebis dazianeba iSviaTi gartulebebia, romelic uxSiresad 
viTadreba gafarToebuli limfadeneqtomiis dros, an buStis yelis disseqciisa da 
anastomozis formirebis SemTxvevaSi. kaTeteris amoReba postoperaciulad me-5 dRes 
xdeba. eqtravazaciis SemTxvevaSi kaTeteris amoReba gadavddeba 3-7 dRiT8-11.

klinikuri Sefaseba
Sefasebulia urologiis erovnul centrSi Catarebuli 300 pacientis radikaluri 

prostateqtomia eerpe meTodiT. es operaciebi gakeTda 2010 ivnisidan – 2013 wlis 
noembramde, erTi qirurgis mier. Tu psa ≥10ng/ml da/an glisonis qulaTa jami ≥6 
pacients utardeboda menjis limfadeneqtomia. bilaterauri nervis damzogveli op-
eracia gaukeTda pacientebs T1-T2 daavadebiT, rodesac psa <10ng/ml da glisonis qu-
laTa jami ≤3+4. unilateraluri nervsparingi gaukeTda pacientTa jgufs, romelTac 
glisonis jami 4+3 an 4+4 da palpirebadi tumori hqondaT. perioperaciuli monace-
mebi aseTia: pacientTa saSualo asaki 65.4 weli (52-82 weli). saSualo psa 9.8 ng/ml 
da operaciis saSualo dro 156.8 wuTi. sisxlkargva saS. 320 ml. da hemotransfuziis 
sixSirem Seadgina 0.8%. 300 pacientidan arcerTi SemTxvevaSi ar dafiqsirda konver-
sia. menjis limfadeneqtomia gaukeTda 67%-s, damxuravi fosos an umetesobas gafar-
Toebul sazRvrebSi (TeZos saerTo sisxlZarRvebamde). bilateraluri nervdamzogve-
li eerpe gaukeTda pacientTa 19%-s, unilateraluri 12%. 12 pacients radikaluri 
prostateqtomiis dros, simultanurad Cautarda ingvinaluri hernioplastika badis 
gamoyenebiT. aseve 9 pacientSi eerpes dros moxda Sardis buStis kenWebis eqstraq-
cia, 3 maTgans dasWirda cistoliTotomia. histologiuri monacemebi aseTia, 67%-s 
daudginda pT2 stadia, amaTgan 12%-s hqonda pozitiuri sazRvari, 16.5% daudginda 
pT3, 38.7%-Si pozitiuri sazRvari daudginda. limfadeneqtomiis Semdeg metastazi 
aRmoaCnda 8,6%-s visac gaukeTda limfadeneqtomia. kontinencia aRiniSneboda 67%, 
80.1% da 90% SemTxvevebSi 3, 6 da 12 Tvis Semdeg. postoperaciuli ereqciuli funqcia 
bilateraluri nevrsparingis jgufSi ukeTesi iyo. ganmsazRvreli faqtori aRmoCn-
da asaki. 55 wlamde pacientebSi reabilitacia gacilebiT efeqturi iyo vidre ufro 
xanSiSesulebSi. mTlianad potenciis maCvenebeli nervdamzogveli operaciis Semdeg 
aris 78%.

mTlianad garTulebebis sixSire aris 0.89%. intraoperaciuli 7.28% da adreuli 
postoperaciuli 0.43%. reqtumis dazianeba 1 SemTxvevaSi da intraoperaciuladve 
gaikera or Sred. invaziuri intervencia pirveli Tvis ganmavlobaSi dasWirda 3.45%. 
anastomozis eqtravazacia dafiqsirda 26 SemTxvevaSi da xan-grZlivi kaTeterizaciiT 
gadaiWra prblema.

daskvna: Tanaedrove literaturis mixedviT eerpe SeiZleba ganixilebodes rogorc 
standartuli mkurnaloba prostatis lokaluri kibos dros. am teqnikis usafrTxoe-
ba da saimedooba dadasturebulia pacientebis rTul kontingentze12-13. 
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d. lomiZe, g. kevliSvili

       glioblastomis radioTerapiuli mkurnalobis aspeqtebi

maRali samedicino teqnologiebis centri, sauniversiteto klinika.  
radiaciuli onkologiis departamenti

D. Lomodze, G. Kevlishvili

         Radiotherapy treatment aspects of GBM (Glioblastoma Multiforme)  
patients

 Nuclear Medicine  Department,  High Technology Medical Center,  University Clinic,

Purpose: The optimal abbreviated radiotherapy (RT) schedule for elderly patients with Glioblastomam-
ultiforme (GBM) remains to be established. The aim of this study is to evaluate effectiveness of standard 
(60Gy in 30 fractions) and short (40Gy in 15 fractions) radiotherapy treatment courses and compare overall 
survival, progression free survival and quality of life between these two different arms in correlation with 
KPS (Karnofsky Performance Status), side effects, toxicities and steroid addiction. 
Methods/Materials: Between 2009 and 2013, 75 patients (age>60 years) with GBM were participating in 
this study, among them 62 patients were with KPS <70%. 54 patients were characterized by age ≥ 60 years 
and KPS <70% simultaneously; 40 patients were involved in the group of standard treatment course and 35 
of them paritcipated in the group of short treatment course.
Results: Average survival was in the range of 30 to 1220 months for these 75 patients. They were devided in 
two different arms: standard radiotherapy course (60 Gy in 30 fractions) and short radiotherapy course (40 
Gy in 15 fractions). According to the results of the study survival of the patients from these two groups are 
almost the same. Median survival time for standard radiotherapy group was 8.3 months, while for the short 
radiotherapy group it was 8.2 months. Decrease in KPS (Karnofsky Performance Status) index was observed 
by average 15% in standard course group patients and by 5% in the short course patients accordingly. The 
reason of the decrease in KPS index was low KPS at the baseline.
Conclusions: There is no difference in survival between patients receiving the short or standard course of 
radiotherapy. The study still continues, although according to recent results short course of radiotherapy may 
be recommended as a postoperative treatment option for elderly GBM patients. 

Tavis tvinis avTvisebiani simsivneebi iSviaTi neoplazmebia da avTvisebiani war-
monaqmnebis saerTo raodenobis 1.5%-s Seadgens. Tavis tvinis simsivneTa histologi-
uri gradacia umniSvnelovanesia da amdenad paTologiuri diagnozi uSualod gansaz-
Rvravs mkurnalobis taqtikasa da prognozs.

avTvisebiani glioma Tavis tvinis yvelaze farTod gavrcelebuli simsivnea mozr-
dilebSi. maTgan daaxloebiT 75%  maRali avTvisebianobis xarisxiT xasiaTdeba. aseT 
simsivneebSi greidi IV, anu multiformuli glioblastoma (GBM) yvelaze agresiuli 
simsivnea da saSualo sicocxlis xangrZlivioba aseT pacientebSi 8-14 Tves Seadgens.  

am diagnozis mqone pacientTa sayovelTaod aRiarebuli, standartuli mkurnalo-
bis kursi  moicavs neiroqirurgiul Carevas Semdgomi postoperaciuli radioTera-
piiT (simsivneze 60 greis mitaniT 30 fraqciaSi) an mxolod qimioTerapias. miuxeda-
vad Catarebuli agresiuli mkurnalobisa, Sedegebi cudia da pacientTa umravlesoba 
mkurnalobidan mokle xanSi iRupeba.  

bolo aTwleulSi Catarebuli kvlevebis safuZvelze dainerga GBM-is mkurnalo-
ba qimio-sxivuri TerapiiT sxvadasxva fraqcionirebisa da teqnikis gamoyenebiT.
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amJamad konkurentuli qimio-sxivuri Terapia TemozolamidiT radioTerapiasTan 
erTad mkurnalobis standartul sqemad iTvleba da iZleva sicocxlis xangrZlivo-
bis zrdas pirvelad diagnostirebul GBM pacientebSi mxolod sxivur TerapiasTan 
SedarebiT. 

klinikuri prognostuli faqtorebis Sefasebam gvaCvena, rom  qirurgiuli Care-
visa da simsivnis lokalizaciis garda, damatebiT, axalgazrda asaki da pacientis 
zogadi mdgomareobis maRali maCvenebeli pozitiurad korelirdeba sicocxlis xan-
grZlivobasTan. samwuxarod pacientebis umravlesoba asakovan jgufs ganekuTvneba.

 

1578 pacientze Catarebulma (RTOG - Radiation Therapy Oncology Group) kvlevebze 
dayrdnobiT Curran et al-ma daadgina, rom asaki (>50 welze) erT-erTi umniSvenlovane-
si faqtoria, romelic negatiurad korelirebs sicocxlis xangrZlivobasTan Tavis 
tvinis multiformuli glioblastomis mqone pacientebSi.

garda asakisa >50 welze, pacientis zogadi mdgomareoba aRmoCnda kidev erTi mniS-
vnelovani prognozuli faqtori. sicocxlis saSualo xangrZlivoba asakian paci-
entebSi >50 weli, karnovskis indeqsiT (KPS score)<70% iyo 4.6 Tve. samwuxarod, pa-
cientebi >50 weli, karnovskis indeqsiT <70% warmoadgenda am kvlevaSi monawile 
pacientTa ¾-s. asakian pacientebSi Catarebuli sxva kvlevebis Sedegebic identuria 
da am pacientTa saSualo sicocxlis xangrZlivoba daaxloebiT 6 Tves Seadgens.
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xangrZlivi agresiuli mkurnalobiT miRebuli Sedegebi ar aris damaimedebeli, 
ris gamoc mravali avtori mogviwodebs aseT pacientebSi qimio-sxivuri Terapiis 
erTdrouli gamoyenebisagan Tavi iqnas Sekavebuli. mxolod sxivuri Terapiis opti-
mizaciisaTvis sxvadasxva kvlevebSi gamoiyeneba radioTerapiis mokle kursebi imis 
gaTvaliswinebiT, rom Sedegebi orientirebuli paliatiur gamosavalze. aseTi cudi 
prognozis mqone pacientTa postoperaciuli radioTerapiuli mkurnalobis opti-
maluri reJimi jerjerobiT isev kvelevis sagania.

avtorebi  pacientTa
raodeno-

ba

asaki  karnovskis

indeqsi KPS

fraqcionirebisreJimi  sicocxlissaSualo
xangrZlivoba

Newall et al 18  50 > 70% >  totaluri Tavis tvinis
dasxiveba 30grei/10 fr kvira 44

Hernandez et al 14 60 < 40-70% grei 3 kviraSi 54-55 kvira 30.4

Bauman et al 29 65≥ 50%≤ grei 3 kviraSi 54-55 kvira 30.4

Kleinberg et al 219 50≥ 70%<

 totaluri Tavis tvinis
dasxiveba 30grei/10fr

 2kvira Sualedi + 21grei/7
fr

Tve 5

Jeremic et al 47 60≥ 50-70% 40gr/15fr Tve 9

Roa et al 100 60≥ 70% < 40gr/15fr
Tve 5.6

maRali samedicino teqnologiebis centri, sauniversiteto klinikis radiaci-
uli onkologiis departamentSi 4 welia mimdinareobs Tavis tvinis multiformuli 
glioblastomis sxvadasxva asakis pacientTa mkurnaloba da Sesabamisi kvlevebi. kv-
levis mizania Sefasdes mokle da xangrZlivi radioTerapiuli mkurnalobis kursis 
efeqturoba recidivis gamovlenis, saerTo sicocxlis xangrZlivobisa da daavadebis 
gareSe sicocxlis xangrZlivobis TvalsazrisiT, pacientis zogad mdgomareobasTan 
(karnovskis SkalasTan) korelaciaSi, gverdiTi efeqtebis, toqsiuri gamovlinebebis, 
da hormon-damokidebulebasTan kavSirSi.

kvlevis masala da meTodi:  kvlevaSi monawileobda 60 welze zemoT asakis sul 
75 pacienti, maTgan dabali karnovskis indeqsiT <70% 62 pacienti. erTdroulad 60 
welze meti da 70% KPS-ze naklebi iyo 54 maTgani. standartuli radioTerapiuli 
mkurnaloba (60 grei 30 fraqciaSi) Cautarda 40 pacients, xolo radioTerapiis mok-
le kursi (40 grei 15 fraqciaSi) Cautarda 35 pacients.

Sedegebi:  Sedegebis monitoringis saSualo monacemebi 75 pacientisaTvis 2 para-
lelur jgufSi: standartuli radioTerapia da radioTerapiis mokle kursi. dak-
virvebam aCvena, rom radioTerapiis mokle kursis Sedegebi identuria standartu-
li (60 grei 30 fraqciaSi) mkurnalobis kursisa. saSualo sicocxlis xangrZlivoba 
standartuli kursis jgufis pacientebisaTvis Seadgenda 8.3 Tves, maSin roca mokle 
kursis jgufis pacientebisaTvis (40 grei 15 fraqciaSi) 8.2 Tves. mkurnalobis pro-
cesSi karnovskis indeqsis Semcireba aRiniSna standartuli mkurnalobis pacientebSi 
saSulaod 15 procentiT, maSin roca mokle kursis SemTxvevaSi mxolod 5 %-iT, rac 
savaraudod pacientTa asakiTa da mkur  nalobamde dafiqsirebuli dabali karnovskis 
indeqsiT iyo ganpirobebuli.

daskvna:  miRebuli SedegebiT standartuli da mokle radioTerapiuli kursis 
Catarebis Semdgom pacientTa sicocxlis xangrZlivobis TvalsazrisiT gansxvaveba 
ar gamovlinda. kvleva grZeldeba, Tumca miRebuli Sedegebi iZleva uflebas sxivuri 
Terapiis mokle kursi iyos rekomendirebuli asakiani multiformuli glioblasto-
mis mqone pacientebisTvis, rogorc postoperaciuli mkurnalobis meTodi.
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a. Sengelaia, T. javaxaZe,  m. xvedeliZe

bavSvaTa asakis leikemiebis mkurnalobis optimizacia saqarTveloSi 
maRalteqnologiiuri diagnostikuri meTodebis danergva 

m.iaSvilis sax. bavSvTa centraluri saavadmyofo 

A. Shengelaia ,  T. Javakhadze ,  M. Khvedelidze      

Optmization  of treatment of childhood leukemia by implementation of state of 
the art diagnostic methods

M. Iashvili Children’s Central Hospital
 

   Outcome of childhood oncohematologic diseases has significantly changed within the last decade, 
survival rate of patients affected with leukemia and lymphoma has increased to 70%.

Analysis of patient data at the Department of Hematology/Oncology at M. Iashvili Children’s Central 
Hospital revealed that,the potential reason of lower event free survival rates in Georgian patients, when 
compared to the results achieved in the United States and European countries, might be either absence 
of several key first line investigations or low quality of already available investigations. Among them 
areimmunophenotyping of childhood hematological malignancies and Assessment of Minimal Residual 
Disease (MRD) by flow cytometry.

In 2013 Georgian Association of Pediatric hematologists acquired funding from ShotaRustaveli 
National Science Foundation, which made it possible to implement flow cytometry method at M. 
Iashvili Children’s Central Hospital.  New specialized laboratory has been set up, where high standard 
diagnostic immunophenotyping studies and assessment of minimal residual disease in patient samples 
are being performed.

On the way of successful implementation of high technology methodologies it has become available to:

1.	 Define Immunological subtypes of acute leukemia
2.	 Define the risk groups of patients
3.	 Choose the most optimal treatment approach 
4.	 Make prognosis and prediction of treatment outcomes.
Use of these methodologies in clinical practice will significantly facilitate implementation of Bone 
Marrow Transplantation in Georgia, which is a treatment option with noalternatives when dealing 
with leukemia relapses and othercancers with bone marrow involvement.

ukanaskneli aTwleulis ganmavlobaSi saqarTveloSi mniSvnelovnad Seicvala bavS-
Ta asakis onko-hematologiur daavadebaTa mkurnalobis gamosavali, kerZod leike-
miiTa da avTvisebiani limfomebiT daavadebuli pacientebis gadarCenis maCvenebeli 
erTeuli SemTxvevebidan 70%-mde gaizarda.

amasTanave, ukanasknel  wlebSi TiTqmis aRar xdeba qveynidan bavSvTa onko-hema-
tologiuri pacientebis samkurnalod gadineba, rac ukavSirdeba Tanamedrove poliqi-
mioTerapiuli protokolis BFM(Berlin,frankfurt,munster-samuSao jgufi) danergvas.

aRniSnuli protokoli  2009 wels bavSvTa onko-hematologiuri  daavadebebis 
mkurnalobis erovnul gzamkvlevad/protokolad iqna miRebuli.

miuxedavad miRweuli warmatebisa, saqarTveloSi leikemiebiTa da limfomebiT da
avadebuli bavSvebis gadarCenis maCvenebeli wamyvani qveynebis maCvenebelze dabalia: 
mwvave leikemiebis 5 wliani uSemTxvevo gadarCenis maCvenebeli Seadgens 70%-s, maSin 
rodesac ganviTarebuli qveynebis klinikebSi  es maCvenebeli 85%-s  aRemateba.
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saerTaSoriso eqspertTa da onko-hematologiuri departamentis monacemebis 
analizma cxadyo, rom saqarTveloSi leikemiebisa da limfomebis mkurnalobis Se-
darebiT dabali maCveneblebi evropisa da amerikis SeerTebuli Statebis monacemebTan 
SedarebiT ZiriTadad ganpirobebulia Semdegi problemebiT:

leikemiebisa da limfomebis simsivnuri  substratis imunofenotipuri kvlevis 
sarwmunoebis dabali xarisxiT, vinaidan  ar xdeba blasturi ujredebis imunofeno-
tipuri kvleva gamdinare citometruli meTodebis gamoyenebiT.

Tu morfologiuri da citoqimiuri kvleviT SesaZlebelia moxdes identificireba 
limfoiduri  da mieloiduri rigis  blasturi ujredebisa, imunofenotipireba sa-
Sualebas iZleva ganisazRvros simsivnuri ujredis xazovneba, rac kidev ufro zrdis 
mkurnalobis Sedegebs.

saqarTveloSi dRemde ar tardeboda programuli qimioTerapiiT gaTvaliswinebu-
li rigi savaldebulo kvlevebi, maT Soris umniSvnelovanesi kvleva, kerZod minimal-
uri rezidualuri daavdebis (MRD) gansazRvra.

zemoT aRniSnul problemebis mogvarebis mizniT saqarTvelos pediatr-hematolog-
Ta asociaciis mier 2013 wels mopovebuli iqna SoTa rusTavelis  erovnuli samecnie-
ro fondis  granti, romlis saSualebiT  m. iaSvilis b/c klinikaSi dainerga gamdin-
are citometris gamoyeneba, Seiqmna specializebuli laboratoria, sadac warmoebs 
maRali standartis imunofenotipuri kvlevebis Catareba  leikemiis imunologiuri 
variantisa da minimaluri rezidualuri daavadebis gansazRvris mizniT.

Cvens mier Catarda 50 pacientis imunofenotipuri kvleva, romelTa zustma diag-
nostikam saSualeba mogvca migveRwia am pacientTa sruli remisisTvis. agreTve gani-
sazRvreba minimaluri rezidualuri daavadebis maCveneblebi (MRD)  mwvave leikemiiT 
daavadebuli pacientebis mkurnalobis me-15, 78-e dRes da dacviTi Terapiis das-
rulebis Semdeg(sul 24 SemTxveva )
aRniSnuli maRal teqnologiuri meTodebis dasanergad SesaZlebeli gaxda:

1.	 leikemiis imunologiuri  qvetipis gansazRvra 
2.	 daavadebis riskis jgufebis gansazRvra 
3.	 optimaluri mkurnalobi SerCeva
4.	 daavadebis gamosavlis prognozireba.

mkurnalobis  efeqturobis Sesafaseblad  da recidivis albaTobis dadgenis mizniT 
gamdinare citometriis meTodiT imunofenotipirebis Catarebisas SesaZlebelia da-
vadginoT: 

 simsivnuri ujredebis, blastebis xazovneba 
 momwifebis xarisxis dadgena da klasificireba
 aberaciuli antigenuri eqspresiis aRmoCena 
 Sereuli fenotipis mqone mwvave leikemiis identifikacia 
 minimaluri rezidualuri daavdebis fenotipuri paternebis gansazRvra .

ALL-BFM,UKLL-2011 da saerTaSoriso klinikurma kvlevebma kidev erTxel cxadyo gam-
dinare citometriis arsebiTad mniSvnelovani roli minimaluri narCeni daavadebis 
monitoringis mimarTulebiT.

zemoT aRniSnuli kvlevebis Catarebis Sedegad:

 mniSvnelovnad gaumjobesda bavSvTa onko-hematologiuri daavadebis diag-
nostika da Semcirda diagnostikuri Secdomebis albaToba;
 ganxorcielda optimaluri da mizanmimarTuli qimioTerapia da gaizarda 
leikemiebiTa da limfomebiT daavdebul bavSvTa gadarCenis maCveneblebi 
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ganviTarebuli evropuli qveynebis maCveneblebis donemde.
 ganxorcielda optimaluri samedicino menejmenti, Semcirda aramiznobrivi 
xarjebi.

am meTodebis gamoyeneba da danergva xels Seuwyobs Zvli tvinis transplantaciis 
efeqtur danergvas saqarTveloSi, rac leikemiebis recidivisa da Zvlis tvinis da-
zianebiT mimdinare daavdebebis dros mkurnalobis ualternativo meTods warmoad-
gens. 
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1951 wels q. baTumSi daarsda aWaris avtonomiuri respublikis onkologiuri 

dispanseri, romelic dRemde maRalkvalificiur momsaxurebas uwevs aWarisa da guriis

regionebs. dawesebulebas 2013 wels Cautarda sruli rekonstruqcia da aRiWurva 

Tanamedrove samedicino aparaturiT. Tumca klinikis mTavari Rirseba aq

momuSave profesionalTa gundia, romelTa Soris 7 medicinis doqtoria.

klinikaSi funqcionirebs 7 departamenti:

- poliklinikur-diagnostikuri;

- qirurgiuli;

- ginekologiuri;

- mamologiuri;

- sxivuri Terapia;

- medikamentozuri Terapia;- medikamentozuri Terapia;

- anesTeziisa da reanimacia.
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r. RvamiCava, m. Savdia, i. abesaZe, g. metiviSvili

 onkoinkurabeluri pacientebis stacionaruli paliatiuri

mzrunvelobis gamocdileba

onkoprevenciis centris paliatiuri mzrunvelobis klinika
/Tbilisi, saqarTvelo/

R. Ghvamichava, M. Shavdia, I. Abesadze, G. Metivishvili

Palliative Care Experience of Advanced Cancer Patients 

Palliative Care Unit of Cancer Prevention Center (Georgia)
  

 First Palliative Care Clinic in Caucasian Countries, providing services to patients with advanced cancer  
started in  4.01.2005, in Tbilisi, Georgia. During 2005-2013, 3475 patients were hospitalized.. Among them: 
women- 64,4%, men- 35,6%. Age group varied from 16-87 years. 90% of patients had advanced metastases, 
10% locally spread tumor process. Poor functional status was seen in all the patients. ECOG I grade-47 pa-
tients (1,3%), ECOG II- 499 (14,4%), ECOG Ш-972 (28,0%); ECOG IV – 1957 (56,3%). i.e. poor physical 
state was observed  in 75% of patients. As average, each patient had 7 symptoms. Most frequent of them:as-
thenia (90,8%), different intensity pain syndrome (87,1%), anorexia (29,5%), dry mouth (46,1) dyspnoea 
(35,0%) delirium (35,0%), cachexy (28,5%), vomiting/nausea (33,8%), poor dejection (52,2%) urination 
(31,0%), insomnia (30,2%). Most frequent pathologies: weight loss (more than 10 kg-63,0%), restricted 
movement (52,9%), anaemia (41,1%), palpable tumour (31,4%), tumescent limbs (26,4), pathological dis-
charge (24,1%), ulceration and festering (13,9%), ascites (13,6), liquid in pleural area (10,5%), patholog-
ical fractures (8,7%), etc. Patients undergo symptomatic treatment: detoxication - 98,4%, vitamin thera-
py-89,6%, different intensity pain relief - 99,5%,  pain relief with opioids - 34,7%, hormone therapy - 81,7%, 
chemotherapy- 33,3%, blood substitutes transfusion - 14,1%, paracentesis and pleurocentesis - 10,8%, small 
surgical interventions - 7,2%, administration of bisphosphates-6,2%, etc. Patients (100%) were provided 
with physiological and spiritual support (83,9%). Evaluation of quality of life using Karnovski scale is as 
follows: improvement in 14,9 % of cases,  stabilization - 62,5%, worthening - 11,7%. Lethal cases during 
hospitalization - 24,1%. 

Conclusions: 1.Palliative methods of correction insure at least improvement, if not  stabilization of health 
status of incurable patients.

   kavkasiaSi paliatiuri mzrunvelobis pirveli stacionaruli ganyofileba gaixsna 
TbilisSi /lisis tbis dasaxleba/ onkoprevenciis centris iniciativiT 2005 wlis 4 
ianvars 12 sawolze, 2007 wlidan ki – 18-ze. 4/01/2005 wlidan 2013 wlis 20 oqtombram-
de sul hospitalizebuli iyo 3475 anu weliwadSi saSualod 386 pacienti (cxrili 1). 
klinikaSi hospitalizebul pacientTa 97,8%-s hqonda sxvadasxva organos solidu-
ri avTvisebiani simsivne, xolo 2,2% sisxlmbadi organoebis avTvisebiani daavadeba. 
soliduri avTvisebiani simsivneebi SemTxvevaTa 97,7%-Si iyo epiTeluri warmoSobis, 
xolo 2,3%-Si SemaerTebel qsovilovani genezis. 3475 pacientidan 2881 /82,9%/ iyo 
pirveladi, danarCeni - 594 /17,1%/ moTavsda ganmeorebiT. 2012-2013 wlebSi hospitali-
zebulTa ricxvi (1055) 2,1 jer meti iyo, vidre 2005-2006 ww.-Si (477). pacientTa ricx-
vi gacilebiT meti iqneboda, Sesabamisi raodenobis sawolebis SemTxvevaSi, radgan 
daavadebaTa kontrolis institutis monacemebiT 2005-2013 ww.-Si yovelwliurad ga-
movlenili 7000 pirveladi pacientidan diagnozis dadgenis momentisTvis saSualod 
42-45%-s (3000) IV stadia hqonda. maTgan 80,0% kvdeboda imave wels. amrigad, minimal-
uri gaTvlebiT paliatiur mzrunvelobas Cvens qveyanaSi wliurad saWiroebs 2000-
2500 inkurabeluri pacienti, realurad ki mas iRebs 500-600. 



59

    cxrili 1. 2005-2013 wlebSi hospitalizebul onkoinkurabelur pacientTa 
yvelaze xSiri pirveladi simsivnis lokalizacia (abs. ricxvebSi da procenti)

# lokalizcia 2005 2006 2007 2008 2009 2010 2011 2012 2013 2005-

2013
1 ZuZu /35

16,2

/66

25,3

/93

25,8

/86

25,6

/95

22,3

/79

20,3

/76

21,0

/126

22,1

/109

22,5

/765

22,0
2  msxvili

 nawlavi

/77

35,6

/73

28,0

/42

11,6

/28

8,3

/58

13,6

/54

13,9

/27

7,9

/69

12,1

/49

10,1

/477

13,7
3 filtvi /18

8,3

/25

9,6

/35

9,7

/30

9,2

/48

11,3

/48

12,3

/70

19,3

/91

15,9

/83

17,1

/448

12,9%
4  saSvilosnos

yeli da tani

/21

9,7

/12

4,6

/34

9,5

/27

8,1

/36

8,4

/32

8,2

/23

6,3

/38

6,7

/33

6,8

/256

7,4%
5 sakvercxe /12

5,6

/22

8,4

/41

11,4

/37

11,0

/39

9,2

/24

6,2

/19

5,3

/35

6,1

/23

4,7

/252

7,3%
6 kuWi /9

4,2

/14

5,4

/27

7,5

/37

11,0

/23

5,4

/38

9,7

/22

6,1

/27

4,7

/21

4,3

/218

6,3%
7 ucnobi 

pirveladi
/4

1,8

/2

0,8

/16

4,4

/20

6,0

/21

4,9

/15

3,9

/13

3,5

/24

4,2

/23

4,8

/138

4,0%
8 prostata /3

1,4

/2

0,8

/5

1,4

/1

0,3

/10

2,3

/13

3,3

/11

3,0

/37

6,5

/31

6,4

/113

3,3%
9 cxvir-xaxa /12

5,6

/2

0,8

/7

1,9

/7

1,8

/14

3,3

/10

2,6

/8

2,2

/24

4,2

/21

4,3

/105

3,0%
10 sarkomebi /4

1,8

/7

4,4

/8

2,2

/9

2,7

/9

2,1

/7

1,8

/11

3,0

/17

3,0

/16

3,3

/88

2,5%
 sxva

simsivneebi

/21

9,7

/36

13,8

/53

14,7

/115

29,0

/73

17,1

/70

18,0

/82

22,7

/83

14,5

/75

15,5

/533

15,3%
jami /216

100%

/261

100%

/361

100%

/397

100%

/426

100%

/390

100%

/362

100%

/571

100%

/484

100%

/3475

100%

   warmodgenili pirveli cxrilidan Cans, rom inkurabelur pacientTa Soris 
yvelaze meti daavadebuli iyo ZuZus /22%/, koloreqtuli /13,7%/ da filtvis /12,9%/ 
avTvisebiani simsivneebiT. 9 wliani dinamika aCvenebs, rom filtvisa da prostatis 
kibos SemTxvevebi matulobda.
   2005-2013 wlebSi onkoprevenciis centris klinikaSi paliatiur mzrunvelobas sa-
Sualod TveSi gadioda 30-35 pacienti, sawol-dRis raodenobam 1 avadmyofze saSua-
lod Seadgina 7 dRe, maSin rodesac klinikis gaxsnis pirvel 2 wels igi 14,1 dRe iyo.
   aRsaniSnavia, rom yvela pacienti, romelic moTavsda onkoprevenciis centris pa-
liatiuri mzrunvelobis klinikaSi iyo inkurabeluri da miekuTvneboda IV klinikur 
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jgufs. Sesabamisad maTi mdgomareoba iyo ukiduresad mZime, ramac asaxva hpova meore 
cxrilSi warmodgenili 3475 onkologiuri inkurabeluri pacientis janmrTelobis 
funqciuri mdgomareobis Sefasebis (ECOG-WHO) Skalis monacemebze.    

cxrili 2. 2005-2013 wlebSi hospitalizebul onkoinkurabelur pacientTa  
janmrTelobis mdgomareoba ECOG-WHO SkaliT (absol. ricxvi da procenti)

mdgo-
mareoba

2005 2006 2007 2008 2009 2010 2011 2012 2013 2005-
2013

I ambula-
toruli

/14

6,8

/7

2,7

/1

0,3

/2

0,5

/15

3,5

/6

1.5

/1

0,3

/1

0,1

- /47

1,3%
II sawolSia 

50%-ze 
naklebi 

/47

21,7

/64

24,5

/68

18,8

/58

14,6

/66

15,5

/40

10,3

/28

7,7

/74

13,0

/54

11,2

/499

14,4%

III sawolSia 
50%-ze 
meti

/47

21,7

/76

29,1

/117

32,4

/138

34,8

/120

28,2

/90

23,1

/94

26,0

/159

27,9

/131

27,1

/972

28,0%

IV mija
 Wvulia

 sawols

/108

50,0

/114

43,7

/175

48,5

/199

50,1

/225

52,8

/254

65,1

/246

66,0

/337

59,0

/299

61,7

/1957

56,3%

jami /216

100%

/261

100%

/361

100%

/397

100%

/426

100%

/390

100%

/369

100%

/571

100%

/484

100%

/3475

100%

    cxrilidan Cans, rom onkoinkurabelur pacientebs hqondaT gansxvavebuli gradaciis 
janmrTelobis mdgomareobis funqciuri darRvevebi da Sesabamisad, sxvadasxva simZimis 
simptomebi da garTulebebi; kerZod, TiTqmis yvela pacienti - 98,7% (3428) iZulebuli 
iyo, rom dRis drois garkveuli periodi gaetarebina sawolSi. 3475 pacientidan 
mxolod 14,4% (499) iyo sawolSi dRis drois 50%-ze naklebi (ECOG-WHO Skalis II 
gradaciiT), xolo 28,0% (972) -  sawolSi iyo dRis drois 50%-ze meti (ECOG-WHO 
Skalis III gradacia), 56,3% (1957) - mudmivad mijaWvuli iyo sawols. 
    aRsaniSnavia, rom klinikis gaxsnis sawyis etapze (2005-2006 wlebSi) mZime pacientebis 
ricxvi – III-IV gradaciis SedarebiT naklebi (72-73%) iyo, vidre gamocdilebis 
gaRrmavebis Semdeg 2012-2013 wlebSi (86,9-88,8%), gansakuTrebiT gaizarda umZimes 
pacientTa miRebis ricxvi, romelic 2005 wels Seadgenda 50%-s (ECOG-WHO Skalis IV 
gradacia), xolo 2013 wlisTvis 61,7%-mde gaizarda /cxrili 2/. aqedan gamomdinare, 
miuxedavad Catrebuli intensiuri paliatiuri mzrunvelobisa 2881 pirveladi 
pacientidan gardaicvala 26,8% (772), yvela hospitalizebulidan (361) ki 22,7%. es 
uknaskneli maCvenebeli 2005 wels iyo 31,5% (216-dan gardaicavala 68), 2006 wels – 
19,9% (261-dan gardaicavala 52), rac saerTaSoriso standartebis adeqvaturia. 
    sqesi da asaki. 2005-2013 wlebSi klinikaSi moTavsebul pacientTagan qali iyo 
64,54%, kaci – 35,46%. 2005-2013 wlebSi Sefardebam qalebsa da kacebs Soris Seadgina 
1,8. pacientTa asaki meryeobda 16-dan 87 wlamde. saSualo asaki orive sqesisaTvis 
iyo 55,5 weli, maTgan qalebis 52,8 weli, kacebis 60,3 weli. amdenad, 2005-2013 wlebSi 
pacientTa ZiriTadi nawili asakobrivi jgufebis mixedviT, rogorc qalebSi, ise 
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kacebSi swored 50 da meti asakis adamianebze modioda (70,1%). axalgazrdaTa wili 
(30 wlamde) iyo 5%-mde.            
    inkurabelobis mizezebi. 2005-2013 wlebSi hospitalizebul onkoinkurabelur 
pacients diagnozi avTvisebiani daavadebisa da procesis gavrcelebis Sesaxeb 
dadgenili hqonda saqarTvelos sxvadasxva klinikaSi. pacientTa inkurabeloba 
(cxrili 3) SemTxvevaTa 83,4%-Si ganpirobebuli iyo sxvadasxva organoebSi Soreuli 
metastazebiT (RviZlSi, filtvebSi, SuasayarSi, ZvlebSi, limfur kvanZebSi, TavSi da 
a.S.), xolo 16,6%-Si procesis adgilobrivi gavrcelebiT (CazrdiT parametriumSi, 
pankreasSi, swor nawlavSi, Sardis buStSi da sxva organoebSi, irgvliv mdebare 
qsovilebis infiltraciiT da sxva). 

cxrili 3. 2005-2013 wlebSi hospitalizebul onkoinkurabelur pacientTa  
inkurabelobis mizezebi (procenti)

# inkurabelobis mizezi 2005-2007 2008-2010 2011-2013 2005-2013
1 adgilobrivi gavrceleba 26,9 7,7 16,6 16,5

2 Soreuli metastzebi 73,1 92,3 83,4 83,5

     2005-2013 wlebSi metastazuri dazianebiT ganpirobebuli inkurabelobis SemTx-
vevis jamuri monacemebis SejerebiT (cxrili 4) gamovlinda, rom limfogenuri orga-
noebis (limfuri kvanZebi SuasayarSi, laviwzeda da kisris areSi, iRliis qveS, ret-
roperitineumSi, sazardulSi da a.S.) metastazuri dazianebis Sedegad inkurabeloba 
dadginda SemTxvevaTa 42,2%-Si, sxva organoebSi Soreuli metastazebiT - 39,1%-Si, 
xolo 18,4%-Si - daavadebis generalizaciiT an kanceromatoziT. jamuri monaceme-
biT organoebis mixedviT metastazebi yvelaze xSirad fiqsireboda RviZlSi - 33,1%, 
limfur kvanZebSi (laviwzeda, iRliis qveSa, sazrdulis) – 31,4%, ZvlebSi – 30,4% da 
filtvebSi – 22,6%. aRsaniSnavia, rom klinikaSi moTavsebul pacientebs saSualod 
erTze meti Soreuli metastazi hqondaT (cxrili 4). 

 cxrili 5. 2005-2013 wlebSi hospitalizebul onkoinkurabelur pacientTa 
simptomTa speqtri (raodenoba da procenti)  

simptomi .ww 2005-2007

pacienti 838

.ww 2008-2010

pacienti 261

.ww 2011-2013

pacienti 1213

.ww 2005-2013

pacienti 3475
tkivili (yvela saxis) 90,3 85,1 84,3 87,1
asTenia 87,0 95,8 91,2 90,8
piris simSrale 82,8 22,2 13,4 46,1
anoreqsia 70,4 85,1 76,4 76,5
yabzoba/diarea 64,3 42,9 43,1 52,2
insomnia 48,2 14,6 19,0 30,2
Tavbrusxveva 47,4 11,5 19,0 28,9
gulisreva/Rebineba 44,0 25,3 26,9 33,8
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agzneba/depresia

maT Soris: agzneba

depresia          

43,2

8,0

35,2

41,4

6,1

35,3

13,4

4,2

9,3

35,0

6,4

28,5
dispnoe 41,8 32,6 26,4 35,0
dizuria 40,7 26,8 19,9 31,0
wvis SegrZneba 29,6 13,4 9,7 19,5
temperatura 28,5 8,4 19,4 19,9
qavili 27,2 6,1 9,3 16,0
disfagia 25,2 9,2 10,6 16,5
sedacia 24,1 24,1 19,9 23,0
specifikuri suni 21,9 16,1 15,7 18,5
xveleba (sisxliTac) 19,1 11,9 17,1 16,4
disfonia 17,2 3,8 6,0 10,2
sisxldena simsivnidan 11,6 13,0 9,7 11,6

    simptomTa speqtri. 2005-2013 wlebSi palitiuri mzrunvelobis klinikaSi moTavsebul 
onkologiur inkurabelur pacientTa janmrTelobis rTul mdgomareobaze miuTiTebs 
5 cxrilSi moyvanili simptomebis, sindromebis, garTulebebisa da mdgomareobebis 
CamonaTvali. 2005-2013 wlebSi klinikaSi myof inkurabelur pacientTa simptomTa 
Soris sixSiriT meore iyo tkivilis sindromi, romelic SemTxvevaTa 87,1% 
dafiqsirda. tkivilis siZlieris 10 quliani SkaliT dadginda, rom Zlieri tkivili, 
rodesac aucilebelia Zlieri opioiduri tkivildayuCebiTi saSualebebis gamoyeneba, 
aRiniSneboda SemTxvevaTa 32,7%, saSualo siZlieris – 20,2%, susti siZlieris – 
37,4%. 
    CamoTvlili simptomebisa da sindromebis simZimidan gamomdinare SegviZlia 
davaskvnaT, rom yvela onkoinkurabelur pacients mniSvnelovnad daqveiTebuli 
aqvT cxovrebis xarisxi, romlis koreqcia da kontroli paliatiuri mzrunvelobis 
ZiriTadi amocanaa. amitom pacientebs utardebodaT samedicino, fsiqologiuri da 
spiritualuri daxmareba. amasTan, pacientis ojaxis wevrebs xSirad damatebiTac 
mohyavdaT eklesiis msaxurni, gansakuTrebiT terminaluri mdgomreobisas (ziarebis 
mizniT), rac pacients da misi ojaxis wevrebsac sulier simSvides aniWebda. klinikaSi 
myofi pacientebis mniSvnelovan komponents warmoadgenda samedicino daxmareba, 
rac gulisxmobda simptomTa kontrols. am mizniT Catarebuli iyo mravalmxrivi 
simptomuri mkurnaloba, romlis CamonaTvali mocemulia cxrilSi /6/.   

cxrili 6. 2005-2013 wlebSi hospitalizebul onkoinkurabelur pacientTa samedici-
no komponenti (procenti)  

# mkurnalobis saxeoba 2005-2007 2008-2010 2011-2013 2005-2013

1 detoqsikacia 97,8 98,5 100,0 98,6
2 vitaminoTerapia 89,5 87,0 93,1 89,6
3 tkivildayuCeba (a.a.s.s.) 86,4 48,7 57,1 64,8
4 tkivildayuCeba (opioidebiT) 32,7 36,4 42,9 34,7
5 qirurgiuli manipulacia 8,6 5,8 6,5 7,2
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6  hormonoTerapia 89,8 82,0 68,1 81,7
7 qimioTerapia 24,4 36,4 44,4 33,3
8 bisfosfonatebiT Terapia 6,1 7,3 5,1 6,2
9 plevrocentezi 6,9 6,9 2,8 5,9
10 paracentezi 5,8 4,6 8/3,7 4,9
11 nefrostoma 1,4 1,2 2/0,9 1,2
11 sisxlis transfuzia 16,9 13,0 23/10,6 14,1
12 radioTerapia 0,8 1,2 5/2,3 1,3
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saZile arteriebis protezireba Tavisa da kisris avTvisebiani  
simsivneebis gavrcelebuli regionuli metastazebis dros

ujreduli teqnologiebisa da Terapiis  centri, Tbilisi, saqarTvelo
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Replacement of invaded carotid arteries by graft in head and neck cancer

  Cell technology and therapy center, Tbilisi, Georgia

Abstract
Squamous cell cancer of the oral cavity and upper respiratory ways is characterized by high frequency 

of local metastasis.  Presence of local metastasis which invade common or internal carotid artery, as a rule is 
one of the reason to decline the surgical treatment ,  resulting death in that group of patients.

Together with vascular surgeons, at Cell technology and therapy center  in 2007-2012,   there has been 
conducted  36  operative treatment -  ipsilateral radical neck dissection and excision of common or internal 
carotid artery  with simultaneous  replacement by graft.   The observed 2 year survival was 47.2%  and under 
supervision for 2 years without relapse of disease has been seen in 36.1% of patients.              

The results from this study indicate that, in the case of invasion of the common or internal carotid ar-
tery by local metastasis, the best modality of radical treatment is en bloc resection of the carotid artery with 
simultaneous replacement by graft. These data lets us to conclude about benefits from this type of surgical 
treatment in such group of patients.

We consider that, in the above mentioned group of patients, this type of surgical procedure should be 
conducted with simultaneous participation and cooperation of oncologists and vascular surgeons. Similar 
treatment can be used during any other type of cancer which show signs of involvement of major blood 
vessels.

piris Rrus lorwovani garsisa da zeda sasunTqi gzebis brtyelujredovani 
kibosTvis damaxasiaTebelia regionuli metastazebis ganviTarebis maRali sixSire. 
avadmyofTa daaxloebiT 70% mimarTavs samkurnalo dawesebulebebs ukve realizebuli 
regionuli metastazebiT. mkurnalobis kombinirebuli da kompleqsuri meTodebis 
gamoyenebiT SesaZlebelia miRweul iqnas avadmyofTa 5 wliani gamojanmrTeleba 
daaxloebiT 50%-Si. danarCen SemTxvevebSi pacientTa gardacvalebis mizezs 
warmoadgens ZiriTadi daavadebis progresireba adgilobrivi recidivebis, regionuli 
da iSviaTad Soreuli metastazebis ganviTarebis saxiT. regionuli metastazebis gamo 
pacientTa gardacvalebis ZiriTad mizezs warmoadgens maTi invazia  saerTo an SigniTa 
saZile arteriaSi. es Tavis mxriv ganapirobebs  radikaluri  operaciebis Catarebisgan 
Tavis Sekavebas, radganac zemoT aRniSnuli arteriebis rezeqcia maTi erTmomentiani 
rekonstruqciis gareSe, SemTxvevaTa  45%-Si iwvevs iseTi seriozuli nevrologiuri 
garTulebebis ganviTarebis risks, rogorebicaa: Tavis tvinis sxvadasxva simZimis 
insulti da koma (Yoann Pons;   Elsa Ukkoola-Pons ;   Philippe Clement – 2009; Christiansen, Leighton 
L – 2013), xolo 20-25%-Si SeiZleba gamoiwvios letaluri gamosavali (Teresa R. Kroeker, 
MD and John C. O’Brien, MD – 2011; DevrajBasu, MD, PhD, FACS; Chief Editor: Arlen D Meyers, 
MD – 2012). aqve unda aRiniSnos, rom saerTo an SigniTa saZile arteriis rezeqciis 
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dros nevrologiuri garTulebebis riski maRalia im SemTTxvevebSic ki, rodesac 
winasaoperacio da intraoperaciuli testebi gviCvenebs Tavis tvinis kolateraluri 
sisxlmomaragebis adaptaciis maRal xarisxs.

metastazuri procesis  saerTo an SigniTa saZile arteriebSi invaziis dros mravali 
avtoris azriT, mkurnalobis erTaderT misaReb meTods warmoadgens simsivnuri 
qsovilebisa da mimdebare  organoebis rezecireba erT blokad saZile arteriis 
dazianebuli ubanTan erTad da misi mTlianobis erTmomentiani aRdgena protezirebis 
meSveobiT (Németh Z, Dömötör G, Tálos M, Barabás J, Ujpál M, Szabó G – 2003; Miao B, Lu Y, Pan X, 
Liu D – 2008;  Ozer E, Agrawal A, Ozer HG, Schuller DE – 2008).

zemoT aRniSnulidan gamomdinare, Cveni kvlevis mizans warmoadgenda Tavisa da 
kisris avTvisebiani simsivneebis gavrcelebuli regionuli metastazebis qirurgiuli 
mkurnalobis SesaZleblobis Seswavla saZile arteriebis rezeqciisa da maTi 
mTlianobis erTmomentiani aRdgenis SemTxvevaSi. amasTan erTad, gansakuTrebuli 
mniSvnebloba eniWeboda intra da postoperaciuli garTulebebis analizs, daavadebis 
recidivebis ganviTarebis sixSires da avadmyofTa gamojanmrTelebis maCveneblebs.

Cveni klinikis eqimebisa da sisxlZarRvTa qirurgebis mier 2007-2012 wlebSi 
erToblivad Catarebul iqna 36 operacia Tavisa da kisris simsivneebis gavrcelebuli 
regionuli metastazebis mqone pacientebSi. aRniSnul pacientebs Soris iyo 31 mamakaci 
(86,1%) da 5 qali (13,9%). maTi asaki meryeobda  45-dan 75 wlamde. 22 SemTvevaSi (61,1%) 
pirveladi simsivne lokalizdeboda xorxSi, xolo 14 SemTxvevaSi (38,9%) pirveladi  
simsivne azianebda piris Rrus lorwovani garsis organoebs.

5 pacients (13,9%) simsivnuri warmonaqmnis areSi aReniSneboda kanis zedapiris 
dawyluleba, danarCen 31 SemTxvevaSi (86,1%) kanis trofika darRveuli ar iyo.

yvela pacients mkurnalobis pirvel etapze Catarebuli hqonda sxvadasxva 
saxis konservatiuli mkurnaloba. 23 pacients (63,9%) kisris regionul zonebze 
ganxorcielebul operaciasTan erTad Cautarda Careva  pirveladi simsivnis 
amosakveTad, xolo 13 SemTxvevaSi (36,1%) warmoebul iqna operacia kisris regionul 
zonebze morCenili pirveladi simsivnis pirobebSi.

yvela pacients, rutinul winasaoperacio kvlevebTan erTad utardeboda  
karotideli sistemis dupleqs-skanireba da kisris magistraluri sisxlZarRvebis 
kompiuteruli tomografia angiografiul reJimSi. aRsaniSnavia, rom yvela 
SemTxvevaSi aRniSnuli kvlevebiT eWvi iyo mitanili simsivnuri procesis invaziaze 
kisris magistralur sisxlZarRvebSi. qirurgiuli operaciebis Catarebis kriteriums 
warmoadgenda  Tavis qalis fuZeze simsivnuri procesis gavrcelebis ar arseboba.

simsivnuri procesis invazia saerTo an SigniTa saZile arteriaSi intraoperaci-
ulad nanaxi iqna 17 (47.2%) SemTxvevaSi. 19 pacients (52.8%) aReniSneboda simsivnis 
zewola magistralur sisxlZarRvebze da maTi gamoxatuli deformacia, Tumca maTSi 
invazias adgili ar hqonda.

simsivnuri procesis saerTo an SigniTa saZile arteriaze mxolod zewolis SemTx-
vevaSi keTdeboda krailis an krailis tipis operaciebi. aRniSnuli arteriebis de-
kompresiasTan erTad. maTi fragmentis rezeqciisa da Sesabamisad proTezirebis 
aucilebloba ar iyo.

rac Seexeba im 17 pacients, romlebsac aReniSnebodaT simsivnuri procesis invazia 
saerTo an SigniTa saZile arteriaSi, maT gaukeTdaT aRniSnuli arteriebis frag-
mentis rezeqcia maTi mTlianobis erTmomentiani aRdgeniT. 11 SemTxvevaSi arteri-
is mTlianobis aRsadgenad gamoyenebuli iqna didi saCino venis autotransplantati, 
xolo 6 SemTxvevaSi – politetrafluoroeTilenis (PTFE) masalis proTezi.

rac Seexeba TviTon kiserze Sesrulebuli operaciebis maStabs, ZiriTadad 
tardeboda krailis an krailis tipis operaciebi.

operaciis msvlelobisas xdeboda amosakveTi qsovilebisa da organoebis mobi-
lizeba erT blokSi. SigniTa sauRle venis proqsimaluri da distaluri nawilebis 
ligirebisa da gadakveTis Semdeg mobilizebuli bloki migvqonda saZile arteriis 
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dazianebul ubanTan. gamoiyofoda saZile arteriis proqsimaluri da distaluri 
ubnebi (aRsaniSnavia, rom SigniTa saZile arteriis distalur nawilze misadgomad 3 
SemTxvevaSi saWiro gaxda qveda ybis kuTxis fragmentisa da ormucela kunTis ukana 
fexis rezeqcia). amis Semdeg saerTo saZile arterias edeboda rbili momWeri da mis 
gverdiT kedelSi ekereboda proTezi an autovena. dadebuli anastomozis hermetizmis 
Sefasebisa da saZile arteriis fiqsaciis drois Semcirebis mizniT momWeri edeboda 
Cakerebuli proTezis an autovenis distalur bolos, rac  saZile arteriaSi sisxlis 
mimoqcevis ganaxlebis SesaZleblobas iZleoda. arteriis rezeqcia mobilizebul 
qsovilebTan da simsivnur warmonaqmnTan erTad erT blokad xdeboda Semdeg etapze 
Tavis tvinis iSemiis Tavidan acilebis mizniT. amis Semdeg xdeboda proTezis an 
autovenis Cakereba arteriis distalur nawilTan. saZile arteriebis fiqsaciis dro 
TiToeuli anastomozis dadebisas ar aRemateboda 12-15 wuTs. proTezi an autovena, 
rogorc wesi ifareboda kunTovani qsoviliT da kaniT.

intraoperaciulad yvela pacients utardeboda heparinizacia. postoperaciul 
periodSi avadmyofebs eniSnebodaT farTo speqtris antibiotikebi.

postoperaciuli masalis morfologiuri kvleviT gamovlinda rom 14 SemTxvevaSi 
simsivne invazirebuli iyo saZile arteriis kedlis praqtikulad yvela SreSi, xolo 
3 SemTxvevaSi igi azianebda sisxlZarRvis kedlis mxolod adventiciur Sres. 

pacientebis sakontrolo gamokvleva tardeboda yovel 3 TveSi. igi moicavda 
kliniko-laboratoriul kvlevebsa da sisxlZarRvTa dupleqs-skanirebas.

kvlevis Sedegebi: 
Catarebuli qirurgiuli mkurnlobis Semdeg adgilobrivi da zogadi garTule-

bebis analizma gviCvena, rom intraoperaciuli nevrologiuri garTuleba ar hqonia 
arc erT pacients. postoperaciul nevrologiur garTulebebs adgili hqonda mx-
olod 1 SemTxvevaSi, rodesac Camoyalibda e.w. mcire insulti hemipareziT, romelic 
mTlianad alagda konservatiuli Terapiis Catarebis Semdeg operaciidan ori kviris 
ganmavlobaSi.

rac Seexeba aravaskulur postoperaciul garTulebebs, erT SemTxvevaSi ganvi-
Tarda enis Ziris rbili qsovilebis da 3 SemTxvevaSi kanis nafleTis kidiTi nekrozi.

operaciidan erTi wlis Semdgom cocxali iyo 26 pacienti  (72,2%), maTgan 6-s dad-
genili hqonda daavadebis adgilobrivi recidivi, xolo 4-s Soreuli metastazebis 
arseboba.

orwliani gamojanmrTelebis maCvenebelma Seadgina 47,2%  (17 pacienti), maTgan 3-s  
hqonda   diagnostirebuli Soreuli metastazebis, xolo 1-s adgilobrivi recidivis 
arseboba. 13 avadmyofs (36,1%)  daavadebis recidivisa da metastazirebis niSnebi ar 
aReniSneboda.

gardacvlili 19 pacientidan 17-is sikvdilis mizezs warmoadgenda daavadebis adg-
ilobrivi recidivi, 2 maTgani gardaicvala mravlobiTi Soreuli metastazebis pro-
gresirebis gamo.

daskvna: 
Tavisa da kisris lokalizaciis adgilobrivad gavrcelebul regionuli metasta-

zebis mqone pacientebisTvis, romelTac aReniSnebaT simsivnuri procesis invazia 
saerTo da/an SigniTa saZile arteriaSi, qirurgiuli operacia masStabiT qsovilebisa 
da organoebis blokis mocileba simsivnur warmonaqmnasTan erTad, saZile arteriis 
fragmentis rezeqciiTa da erTmomentiani proTezirebiT, warmoadgens mkurnalobis 
erTaderT SesaZlo radikalur meTods,

aRniSnuli qirurgiuli Careva SesaZleblobas iZleva 47,2%-Si mivaRwioT 2 wliani 
sicocxlis xangrZlivobis maCvenebels, xolo 36,1%-Si daavadebis 2 wlian urecidivo 
mimdinareobas. Cveni azriT, es maCvenebeli sakmaod maRalia imis gaTvaliswinebiT, rom 
Cven saqme gvaqvs praqtikulad inkurabeluri avadmyofebis kontigentTan.
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migvaCnia, rom aRniSnuli jgufis pacientebis radikaluri qirurgiuli mkurnalo-
ba unda Catardes onkologebisa da sisxlZarRvTa qirurgebis erToblivi monawil-
eobiT. Cveni azriT msgavsi operaciebi SesaZlebelia ufro farTod dainergos da 
Sesruldes sxva lokalizaciis simsivneebis arsebobisas, rodesac adgili aqvs maT 
gavrcelebas magistralur sisxlZarRvebSi. yovelive es gaaumjobesebs mkurnalobis 
rogorc uSualo, aseve Soreul Sedegebs. 
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Treatment of HER2-positive breast cancer 
An aggressive type of breast cancer 

 
Breast cancer: a large scale problem 
Breast cancer is the most common cancer among women, with about 1.4 million new cases diagnosed worldwide each year1 

– which is the same as the entire population of Hawaii.2 This means that one person is diagnosed with breast cancer 

somewhere in the world every 22 seconds and more than three people die of breast cancer every 5 minutes.1
 

 

HER2-positive breast cancer: an aggressive disease 
 

Figure 1: HER2-positive cancer cell 

 
 
 
 

Around one in five people diagnosed with breast 

cancer will have a type called HER2- positive 

breast cancer,3 which means that the cells have 

more copies of a protein called HER2 than in other 

breast cancers (see Figure 1). The HER2 protein 

sends signals  to the control centres of the cells 

telling them to grow and divide. Too much HER2 

can lead to rapid cancer growth and the cancer is 

more likely to come back, compared to HER2-

negative breast cancers.4
 

 

Early-stage and late-stage HER2-positive breast cancer 
With breast cancer, the cancer occurs in the breast tissue. If the cancer has not 

spread to distant locations and is operable, the disease is classified as early-stage. 

It is estimated that between 30 and 70 percent of patients first 

Accurate HER2 testing is essential to 
identify patients who are most likely 

to benefit from personalised 
therapies that target HER2 

diagnosed with early-stage breast cancer will go on to develop late-stage disease.5 Late-stage (also called ‘metastatic’ or 

‘advanced’) breast cancer is disease which has spread to parts of the body other than the breast. Many patients will receive 

multiple therapies over the course of their disease in an attempt to prolong their life. 6  Currently, there is no cure for late-stage 

HER2-positive breast cancer and initial treatment is very likely to stop working in approximately half of patients within 1 year, 

meaning patients require new personalised treatment options for this disease. 6 

 

HER2: driving cancer growth 
 

Figure 2: The four proteins of the HER family 

 
 
 
 

A HER2-positive cancer cell has approximately 2 million HER2 

proteins on its surface, around 100 times more than on a 

normal cell.7 Pairing of HER proteins (also called dimerisation) 

is a vital step in the signalling pathway that leads to cancer 

cell growth. There are four proteins in the HER family (see 

Figure 2). HER2 plays a key role in cancer growth as it is free 

to pair with other HER family members, which causes 

multiple signals to be sent to the cell telling it to grow and 

multiply. 8 

HER2-positive breast cancer backgrounder (including product information)  
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The development of Roche medicines to treat HER2-positive breast cancer 
 
 

The current standard of care: Herceptin® (trastuzumab) 
Herceptin on its own or in combination with chemotherapy, is the current 

Herceptin treatment for 1 year 
offers the best chance of a cure in 
patients with early-stage HER2- 

positive breast cancer4,9,11,12 

standard of care in early and late-stage HER2-positive breast cancer, and has been used 

to treat over 1.2 million patients in the last 14 years. The introduction of Herceptin has 

improved the outlook for women with HER2-positive breast cancer so that it is now 

similar to that of women with breast cancer that is not 

HER2-positive.9,10 Long term data from a clinical trial has shown survival benefits for women with early-stage HER2- positive 

breast cancer who received Herceptin for one year compared to those who underwent observation alone remained over an 

eight-year follow up period.13 Herceptin has been shown to extend the lives of patients with late- stage HER2-positive breast 

cancer from 22.7 months with chemotherapy alone to 31.2 months for Herceptin and chemotherapy.14  A new formulation of 

Herceptin is currently being developed to allow Herceptin to be injected subcutaneously into the layer of tissue under the 

skin, rather than given as an intravenous infusion. This provides 

Herceptin treatment in a ready to use formulation which takes just 5 

minutes to administer, and may be more convenient for patients and 

clinicians.15 An application for Herceptin subcutaneous has been 

submitted to the European Medicines Agency, Swissmedic and other 

regulatory agencies (ex-US) for the treatment of HER2- positive breast 

cancer. 

Progression-free  survival  demonstrates the 
time a patient lives without their disease 

getting worse or death, while Overall survival 
is the time a patient lives from the start of 

being allocated to a study treatment group 
until death 

  Progress in late-stage HER2-positive breast cancer: Perjeta® (pertuzumab) 
Perjeta is a new HER2-targeted therapy and is the first medicine designed to stop the pairing of the HER2 protein with other 

members of the HER family. Perjeta and Herceptin work in a complementary manner to provide a more comprehensive 

blockade of HER2 signalling pathways. A clinical trial has shown positive progression-free survival and overall survival results 

for patients with HER2-positive breast cancer treated with Perjeta and Herceptin plus chemotherapy; namely that patients 

who received the Perjeta combination as the first treatment for their late-stage cancer, lived more than 6 months longer 

without their disease getting worse (PFS) than those who received Herceptin and chemotherapy alone, from a median of 12.4 

months to 18.5 months.16 The same study also showed 

that the Perjeta combination significantly extended the lives of patients 
Perjeta is currently approved for use in 

combination with Herceptin and 
chemotherapy in the US, Switzerland and 

Mexico, and Roche has submitted 
applications for Perjeta in the EU 

(overall survival), and that the risk of death was reduced by 34 percent for 
people who received the combination of Perjeta, Herceptin and 
chemotherapy.16 Importantly, patients in the trial did not experience any new 
or unexpected side effects when taking Perjeta over and above those with 
Herceptin and chemotherapy alone. .16

 

Providing more personalised treatment options for patients with late-stage HER2-positive breast cancer: 

Trastuzumab emtansine (T-DM1) 
Trastuzumab emtansine is also a new medicine for HER2-positive 

breast cancer, known as an antibody-drug conjugate, or ADC. 
Trastuzumab emtansine is made up of the antibody trastuzumab and the 
chemotherapy DM1, attached together using a stable linker. This enables 
it to target HER2 proteins on the surface of cancer cells 

Positive overall survival and progression- 
free survival results have been reported for T-
DM1, as well as improvements in the quality 
of life for patients with HER2- postive breast 

cancer 

HER2-positive breast cancer backgrounder (including product information)  
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and allows delivery of DM1 directly inside the HER2-positive cancer cells, while minimising effects on normal tissue. In a pivotal 

study, patients who received trastuzumab emtansine after initial treatment with Herceptin and chemotherapy lived 3.2 

months longer without their disease getting worse (PFS), from a median of 6.4 months with a combination of lapatinib and 

Xeloda® ( capecitabine), to 9.6 months with trastuzumab emtansine.15  Overall survival 

results from the same study also showed that trastuzumab emtansine 
Marketeting Applications for 
trastuzumab emtansine in the 

treatment of late-stage HER2- positive 
breast cancer have been submitted to 

regulatory authorities 

 

significantly extended the lives of patients by a median of 5.8 months longer than 

those who received lapatinib and Xeloda, from a median of 25.1 months to 30.9 

months. 17 Patients in the trial did not experience any new or unexpected side 

effects when taking trastuzumab emtansine, and there were less severe adverse 

events than those in the lapatinib arm. 17
 

 

Roche has been studying the HER2 pathway for over 30 years and the development of Herceptin SC, Perjeta and trastuzumab 

emtansine for the treatment of HER2-positive breast cancer reflect Roche’s commitment to providing increasingly 

personalised treatment options for patients. 
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n. goCitaSvili, n. ganugrava

biomimsgavsebebi - samecniero aspeqtebi da maregulirebeli
 kanonmdebloba

roS jorjia

biologiuri da qimiuri wamlebi

biologiuri wamlebi didi da kompleqsuri cilovani struqturebia, romlebic 
cocxali ujredebisgan miiReba. isini bunebis produqtebia, ramdenadac iqmneba biolo-
giuri procesiT. maTi biologiuri warmomavloba, zoma da molekulebis kompleqsuro-
ba aris mTavari maxasiaTebeli, rac ganasxvavebs biologiur wamlebs patara moleku-
lis mqone qimiuri medikamentebisgan. biologiurma wamlebma fundamenturad Secvales 
mravali iseTi daavadebis mkurnaloba, rogoricaa kibo, revmatoiduli arTriti, hepa-
titi, diabeti, gafantuli sklerozi da sxva. bioTerapiuli medikamentebis wyalobiT 
350 milion adamianze mets msoflios masStabiT mieca sicocxlis gaxangrZlivebis Tu 
cxovrebis xarisxis mniSvnelovani gaumjobesebis saSualeba.

biologiuri wamlebi urTulesi, didi zomis cilovani molekulebia. isini 100-
1000-jer didia qimiur medikamentebTan SedarebiT.  martivi patara zomis qimiuri 
produqtebisgan gansxvavebiT biologiuri produqtebi Sedgeba kompleqsuri, mraval-
ganzomilebiani, heterogenuli molekulebisgan (suraTi 1)

suraTi 1. biologiuri da qimiuri wamlebis molekulebi
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biologiuri produqtis warmoebis procesi unikaluri da kompleqsuria (suraTi 2)

suraTi 2. biologiuri produqtis warmoebis procesi

es komleqsuri procesi unikaluria, rac ganapirobebs konkretuli da aseve uni-
kaluri produqtis warmoebas. misi zusti gameoreba SeuZlebelia.

biologiuri produqtebi, miRebuli sruliad gansxvavebuli sawarmoo
procesis Sedegad, SeuZlebelia iyos identuri, SesaZloa iyos
mxolod msgavsi. produqtebis Semadgenlobis nebismierma umniSvnelo cvlilebam 

SesaZloa gavlena moaxdinos pacientis usafrTxoebasa da gankurnebis Sansze. 
komleqsuri warmoebis procesi ganapirobebs saboloo biologiuri
produqtis unikalurobas. xarisxis, efeqturobis da usafrTxoebis monacemebi 

erTi biologiuri produqtisTvis ar SeiZleba gavrceldes sxva biologiur produq-
tze, romelic miRebulia sruliad gansxvavebuli sawyisi nedleulidan da gansxvavebu-
li sawarmoo procesis Sedegad, Tu ar moxdeba xarisxis, usafrTxoebis da efeqturobis 
msgavsebis demonstrireba saTanado klinikur kvlevebSi, rogorc es rekomendebulia 
jandacvis msoflio organizaciis, evropis wamlis saagentos da sxva maregulirebeli 
organoebis mier.

biomimsgavsebebi
iseve, rogorc ar arsebobs ori erTnairi TiTis anabeWdi, aseve
ar arsebobs ori erTnairi biologiuri preparati. isini SeiZleba iyos mxolod 

msgavsi.
rogorc ki original inovaciur bioTerapiul preparatze patentiT dacvis vada 

iwureba, SesaZlebeli xdeba msgavsi bioTerapiuli produqtebis (Similar Biotherapeu-
tic Products, SBPs) anu biomimsgavsebebis registracia da marketingi. rogorc Tavad 
dasaxelebaSi aisaxeba, biomimsgavseba originali inovaciuri bioTerapiuli medikamen-
tis msgavsia, magram ara identuri.

qimiurad sinTezirebuli patara molekulis mqone generiuli preparatebisgan gansx-
vavebiT, SeuZlebelia biomimsgavseba iyos originali Sesadarebeli bioTerapiuli pro-
duqtis zusti asli.
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bioTerapiuli preparatebis kompleqsuri bunebis gamo, biomimsgavebis licenzire-
bas esaWiroeba specializebuli maregulirebeli gza - original preparatTan msgavse-
bis damadasturebeli efeqturobis da usafrTxoebis saTanado monacemebi, romlebic 
unda eyrdnobodnen farTomsStabian klinikur kvlevebs. arsebobs jandacvis msoflio 
organizaciis gaidlaini da aseve, mravali regionuli Tu erovnuli kanonmdebloba sx-
vadasxva qveyanaSi, romliTac regulirdeba biomimsgavsebebis licenzireba, raTa mx-
olod saTanado klinikuri kvlevebiT dadasturebuli efeqturobis da usafrTxoebis 
mqone medikamentebma iarsebon pacientebisTvis.

jandacvis msoflio organizaciis (WHO) gaidlaini msgavs bioTerapiul produqts 
gansazRvravs, rogorc „bioTerapiul produqts, romelic ukve licenzirebuli Ses-
adarebeli originali produqtis msgavsia xarisxis, usafrTxoebis da efeqturobis 
TvalsazrisiT“ (da ara qimiuri analiziT).

evropis wamlis saagento (EMA) acxadebs, rom „biomimsgavseba aris biologiuri
samedicino produqti, romelic Seicavs im aqtiuri nivTierebis versias, romelic 

ukve avtorizebulia rogorc originali inovaciuri samedicino produqti (Sesadare-
beli samedicino produqti). biomimsgavseba Sesadarebeli (referens) samedicino pro-
duqtis msgavsia xarisxis maxasiaTeblebis, biologiuri aqtivobis, usafrTxoebis da 
efeqturobis TvalsazrisiT, rac eyrdnoba kompleqsur SedarebiTobis kvlevebs.“ ev-
rokavSiris, aSS, msoflios mravali qveynis kanonmdeblebi da aseve jmo–s eqspertebi 
Tanmxdebian:

•	 qimiurad miRebuli samedicino produqtebis SemTxvevaSi gamoiyeneba standar-
tuli generiuli midgoma (bioeqvivalenturobis dadastureba Sesabamisi bioSeRweva-
dobis kvlevebiT).
•	 biologiuri/bioteqnologiuri medikamentebis SemTxvevaSi generikuli midgo-

ma mecnierulad gaumarTlebelia. isini ar unda iwodebodnen „generikebad“.
•	 biologiuri medikamentebis SemTxvevaSi gamoiyeneba „mimsgavsebuli biologiu-

ri farmacevtuli produqtebis“ midgoma.

biomimsgavsebebis Sefaseba

kompleqsuri bunebis gaTvaliswinebiT biomimsgavsebebs esaWiroebaT generiuli 
medikamentebisgan gansxvavebuli maregulirebeli gza - biomsgavsebis koncefciis gan-
sazRvreba. imisTvis rom biomimsgavseba iyos „maRali msgavsebis“ original inovaciur 
medikamentTan mimarTebaSi, igi xarisxiT, usafrTxoebiT da efeqturobiT mniSnelovnad 
ar unda gansxvavdebodes originalisgan. Tu kvlevebi aCvenebs xarisxis „maRal msgavse-
bas“ , Sesabamisad, Semdgomi preklinikuri da klinikuri kvlevebi SeiZleba Semokldes 
originali preparatis mwarmoeblis mier Catarebul kvlevebTan SedarebiT. Tumca, 
efeqturobis da usafrTxoebis msgavseba unda dadasturdes pirdapir (head tohead) kv-
levebSi original preparatTan. Tu xarisxis, usafrTxoebis da efeqturobis SedegebSi 
„mniSvnelovani gansxvavebebi“ iqna nanaxi, produqts ar unda mieces „biomimsgavsebu-
lis“ kvalifikacia da bazarze licenzirebisTvis saWiro unda gaxdes sruli kliniku-
ri kvlevebis Catareba, rogorc es axal molekulebs moeTxovebaT.

pacientTa gansxvavebuli jgufebi SesaZloa gansxvavebulad pasuxobdnen erTsa da 
imave biopreparats, risi mizezicaa gansaxvavebuli asaki, sqesi, Tanmxlebi daavadebe-
bi an sxva medikamentebis gamoyeneba. ase rom, msgavseba efeqturobis, usafrTxoebis da 
imunogenurobis TvalsazrisiT unda Sefasdes pacientTa im populaciebSi, romlebic 
yvelaze metad sensitiurebi arian am parametrebSi arsebul gansxvavebebze. (suraTi 3)
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suraTi 3. biomimsgavsebuli preparatebis kanonmdebloba (evrokavSiri 2004w,  
jandacvis msoflio organizaciis saxelmZRvanelo 2009w)

gansxvavebulii procesi - gansxvavebuli produqti

sxvadasxva eriTropoetinis (EPO alpha) analizma aCvena, rom  gansxvavebuli, damou-
kidebeli warmoebis procesis Sedegad miRebuli produqtebi gansxvavebulia. (suraTi 4)

suraTi 4. eriTropoetinis (EPO alpha) analizis Sedegebi

biologiuri wamlis usafrTxoebis yvelaze mniSvenlovani aspeqtia imunogenuro-
ba. farmacevtuli produqtis xarisxi gavlenas axdens imunogenurobaze. (suraTi 5)
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suraTi 5. imunogenurobis damokidebuleba farmacevtuli produqtis xarisxze

imunogenurobam SesaZloa mniSvnelovani gavlena moaxdinos pacientis sicocx-
leze. imunogenurobam SeiZleba gamoiwvios:

wamlis efeqturobis dakargva, rasac savalalo Sedegi SeiZleba mohyves imis gaT-
valiswinebiT, rom xSir SemTxvevaSi biologiuri wamali pacientis sicocxlis gadam-
rCenia

•	 wamlis efeqturobis dakargva, rasac savalalo Sedegi SeiZleba mohyves imis 
gaTvaliswinebiT, rom xSir SemTxvevaSi biologiuri wamali pacientis sicocxlis 
gadamrCenia

•	 toqsiuroba 

•	 imunogenuroba yvela biologiuri produqtis usafrTxoebis mniSvnelovani as-
peqtia da misi adekvaturi Sefaseba mxolod klinikuri kvlevebiT aris SesaZlebeli

arsebuli sawarmoo procesis Sedegad miRebuli produqtis usafrTxoebis monace-
mebi ar unda gavrceldes biomimsgavsebaze, romelic miRebulia sruliad gansxvavebu-
li procesis Sedegad da gansxvavebuli sawyisi nedleulidan.

SeuZlebelia imunogenurobis winaswar gansazRvra preklinikur modelebSi da misi 
Sefaseba specifikur samizne populaciaSi yovelTvis klinikurad unda moxdes. klini-
kuri monacmebi unda Segrovdes

rogorc nebarTvis miRebamde, aseve post-marketingulad. usafrTxoebaze xangr-
Zlivma dakvirvebam SeiZleba gamoavlinos

gverdiTi movlenebi, romlebic klinikuri kvlevebis dros ar iqna nanaxi.

monoklonuri antisxeulebis (mAbs) unikaluri aspeqtebi

monoklonuri antisxeulebi (mAbs) struqturulad da funqciurad Zalian rTulia, 
Sesabamisad, maTi replikacia ufro rTulia sxva bioteqnologiur produqtebTan Se-
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darebiT. yvela mAb rTuli da unikaluria, aqvT struqturuli gansxvavebebi, romelic 
mniSvnelovan gavlenas axdenen funqciaze, da aqedan gamomdinare, biologiur aqtivoba-
sa da usafrTxoebaze. (suraTi 6)

mAb-ebis moqmedebis meqanizmebis simravle (moicavs rogorc samiznesTan mimagrebas,a-
seve imunoefeqtorul funqciebs) zRudavs preklinikuri monacemebiseqstrapolacias 
klinikur garemoSi.mAb-ebis struqturuli da funqciuri sirTulis gamo maTi bio-
mimsgavsebis SemuSaveba da warmoeba warmoadgens kidev ufro did teqnikur da regula-
torul sirTules sxva ara-mAb biomimsgavesbebTan SedarebiT.

mAb-is moqmedebis meqanizmebis simravle sxvadasxva xarisxis gavlenas axdens klini-
kur moqmedebaze da icvleba Cvenebebis mixedviT. klinikuri monacemebis gadatana erTi 
Cvenebidan mereze moiTxovs zedmiwevniT frTxil ganxilvas da samecniero damtkicebas.

suraTi 6. sxvaoba monoklonur antisxeulsa da acetilsalicilis mJavis  
zomasa da sirTuleSi

adaptirebulia Steven Kozlowski, Director OBP, FDA

Sejameba - sakvanZo faqtebi biomimsgavsebebis Sesaxeb

1.	 biomimsgavseba misi originali bioTerapiuli medikamentis msgavsia, magram ara iden-
turi.

2.	 biomimsgavsebebi gansxvavdebian qimiurad sinTezirebuli mcire molekuluri gener-
iuli medikamentebisgan, romlebsac ufro martivi qimiuri struqtura aqvT da aqti-
uri ingredienti maTi Sesadarebli originali medikamentis identuria.

3.	 biomimsgavsebebi didi, kompleqsuri molekulebia, romlebic moiTxoven generiuli 
medikamentebisTvis arsebuli maregulirebeli gzisgan gansxvavebul midgomas.

4.	 imisTvis rom licenzirdes rogorc biomimsgavseba, medikamentma unda daadasturos 
original inovaciur produqtTan maRali msgavseba xarisxis, usafrTxoebis da 



77

efeqturobis TvalsazrisiT. „maRali msgavseba“ fasdeba kargad dagegmili biomims-
gavsebis kvlevebis saSualebiT, romlebic gulisxmobs originalTan pirdapir (head 
to head) Sedarebas erTi kvlevis farglebSi, rogorc es rekomendebulia jandacvis 
msoflio organizaciis, evropis wamlis saagentos da sxva maregulirebeli orga-
noebis mier.

5.	 rodesac biomimsgavseba pasuxobs licenzirebis moTxovnebs erTi Cvenebis dros gam-
oyenebisTvis, ar unda vivaraudoT, rom SesaZlebelia klinikuri monacemebis avtoma-
turi gadatana originali medikamentisTvis damtkicebuli sxva CvenebisTvis.

6.	 mecnierul monacemebze damyarebuli maregulirebeli standartebi saimedo farma-
kozedamxedvelobis sistemasTan erTad kritikulad mniSvnelovania pacientis usa-
frTxoebis dasacavad msoflios yvela qveyanaSi.
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Z. FERAHKOSE 

RESULTS OF THREE-FİELD LYMPH NODE DİSSECTİON

İN THE TREATMENT OF THORACİC ESOPHAGEAL CARCİNOMA: THE TURKİSH 
EXPERİENCE

            BAYİNDİR HEALTHCARE GROUP, ANKARA – TURKEY

Introduction:

Esophageal Cancer is  the sixth most common cause of the deaths worldwide.Most common 
histological type is squamose carcinoma,but ,in western countries,Type I cardia adenocarcinoma is most 
common type of esophagial cancer. 

 Surgery is the basic treatment modality of esophagus carcinoma. 

 Chemotherapy and radiotherapy or chemoradiotherapy is not  as succesful  as  surgery. Rec-
curence of the disease occures 80 % in two years.

 There is no  effective method that will  control   tumour  reccurence of the lymph node 
in the neck.

 Is it possible to controll reccurens? 
      Radiotherapi:  uncertainity  of the results 
      chemoradiotherapi:  uneffective 
Esophageal cancer  fastly spread to lnd metastasis.Epitelial and lamina propria mucosa cancer don’t 
show nodal metastasis.Therefore , these level cancer, local resection,such as endoscopic mucosal resec-
tion is endicated.    Especially when esofagial cancer was infitrated to muscularis mucosa, lynph node 
infiltration was found 16 %.,in submucosa was found 50 %.   Lymphatic spreed  or reccurens is not a 
single fatal factor ,but one of a number of important  causes of death in cancer of esophagus.  According 
to TNM clasification , pozitive supraclaviculary lymph node is accepted as M +,Distant metastasis,but 
The assosciation of Japan esophagial cancer  group  do not accept distant metastasis , called  M1a,that 
means, the patient can be operated.  There is differances  lymph node dissections of the neck between 
cervical osephagus ca and thoracal osefaphaguse ca.;   Cervical osephaguse  carcinoma lymph node 
dissection compraises  level III,IV,V ,VI and VII level. However ,Lnds dissection of the thoracal osefa-
gus ca is performed  limitedly,it compraises ıV Vı and VII level.   After enblok mediastinal resection of 
thoracal osefagus ca, reccurens of the lymph node was seen The most frequently  in nrlnds and cervical 
lymph node ,resection of  these cervical lnds or additional chemoradiotherapy increased to patient sur-
vival.Thus, Survival of cervical lymph node removed patient was found bette than hematogen group 
with patient.  The Lymph flow of thorasic esophagus  drains to upward where there is upper mediastin-
ium lymph node group(right andLeft RNLnds,and infra aortic arch lnd ) and right and left neck lymph 
nods(Paratracheal,deep milde and inf jugularylnds and sub claviculary lnds).  In fact,upper mediastinal 
lymph flow drains mainly into the right cervical nodes.  Thorasic Lymph flow also drains to downward 
; right and left paracardial, right and left gastric artery lymph nodes and celiac lymph nodes, This flow 
also drains to para aortic  and left renal vein lymph nodes.  Previous routine procedure was to dissect 
only mediastinal and abdominal nodes (Nakayama and logan  since1962), 

Despite the curently common practice of incorporating paradigm. Surgical therapy is the golden stan-
dard for the management of esophageal malignancy[1]. Type and extent of resection is of major impor-
tance as well as the additionallymphadenectomy [2]. Some authors advocate that  advanced esophageal 
carcinoma is a systemic disease, a palliative therapy to manage dysphagia is often adequate  and only the 
early-diagnosed cases can be cured [3,4]. On the other hand, some others believe that esophageal  carci-
noma is a locoregional disease and can be curable with an extended surgical resection and prophylactic  
extended lymphadenectomy even if there is no evidence of lymphatic spread [5]. Among curative treat-
ment , Transthorasic en bloc osephagectomy was proposed by Skinner and performed , but reccurence of 
the disease was seen most commonly in upper mediastinum lymph node and neck lymph node groupes. 
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Then ,in National Cancer İnstitute Tokyo, Dr. Terrui and Dr Kato  planned one research,They performed 
study wih  Tc 99 radioactive material,and  they gived this material near to middle or lower osephagus 
cancer,radioactive material was spread to upper mediastinal lnds and paratracheal lnds and neck lnds 
groupe,in 1985 they started 3 field lnd dissection in patients with osephagial squamose cell carcinoma.
Therefore, high reccurens in upper mediastinium and neck lnds,  Dr İsono started  3 fields lymp nods 
dissection in 35  university  and research center hospitals and results of these  research was published 
in  1985. Upper mediastinal  and neck lymph node recurrence following a successful surgicalthera-
py is the leading cause of death. Although debate on extended lymphadenectomy (total mediastinal 
lymphadenectomy + cervical functional neck dissection) still goes on, it has a wide acceptance in sev-
eral centers in  Japan [7]. These centers claim that removal of micrometastasis even in the absence of 
obvious lymphatic spread  provides an increased survival by means of stage migration [1,5,8-11]. Dr 
Akiyama show that, milde and lower  thorasic osephageal ca was the most common infiltrated upper 
mediastinum,cevical and also peri gastric lymph nodes. Cervicothorasic lynph node metastas is 45 %, 
spraclaviculary 30%. The  aim of  our study is to evaluate the effects of extended lymphadenectomy in 
termsof morbidity, mortality and  survival as the Turkish experience.

PATIENTS AND METHODS.   Between January 1992 and June 2012, 71 patients with primary squa-
mous cell  carcinoma of the thoracic esophagus underwent esophagectomy (R0 resection) + three-field  
lymphatic dissection (3FLD) at Gazi University and Bayındır Hospitals, Ankara, Turkey.  Forthyseven-
patients (67.2 %) were male and 23 (32.9 %) were female. Mean age of patients was 60 ± 11.9 (range 25-
82). Preoperative evaluation of patients included barium esophagography, endoscopy and biopsy, cer-
vico-thoraco-abdominal computerized tomography (CT), abdominal ultrasonography (US), endo-US 
and CEA levels. Patients, whose biopsy results revealed squamous cell carcinoma were included in the 
study while patients who underwent R1 or R2 resection or who with hematological spread or distant or-
gan metastasis were excluded. Postoperative evaluation was performed according to 2012 UICC-TNM 
classification and Japanese system was used for lymph node identification [12,13].

Operative Technique:

All patients underwent right thoracotomy as the first step. Upper paraesophageal (nodes around inferior 
laryngeal nerves in both sides), upper mediastinal (right paratracheal and infraaortic groups), mid-medi-
astinal (bilateral subcarinal bronchial and mid-esophageal groups) and lower mediastinal (lower perie-
sophageal, posterior mediastinal and supradiaphragmatic groups) lymph nodes were dissected. Thoracic 
duct and azigos vein have been resected while preserving bronchial artery and bronchial vagal innerva-
tion. After the closure of thoracic cavity, patients were re-positioned in a supine manner. Using a Collar 
incision, an infra-hyoid bilateral deep cervical functional neck dissection with

jugular, supraclavicular, accessory and paratracheal lymph node dissection was performed. As the third 
step, using a midline abdominal incision, bilateral para-cardiac, right and left cardial, perigastric less-
er curvature, common hepatic, splenic and celiac lymph node groups were dissected. Gastrointestinal 
continuity was restored retrosternally in 70 patients. In only one patient (1.4 %), left colon was used for 
continuity as the patient had a former antrectomy+vagotomy. Sixty five patient (92.8 %) were under-
went pyloroplasty (47.8 %) or pyloromyotomy (5.6 %). The anastomosis was made in cervical region in 
all patients. Single-layer Gambee technique was used in all operations and all were

performed by the same surgeon. Postoperative feeding was administered via a naso-enteral tube which 
was inserted preoperatively. After visualizing the anastomosis with a contrast radiogram using a wa-
tersoluble agent on the ninth day, oral feeding was started (mean oral feeding start at 11.85 ± 5.59 day, 
range 9-34 days). None of the patients received preoperative chemotherapy or radiotherapy. Seventeen 
patients with histologically-proven lymph node metastasis received 5-FU 1000 mg/m2 and Cysplatin 
100 mg/m2, postoperatively. All data were compiled to a commercially available program (SPSS for 
Windows, release 7.0, SPSS Inc, USA). Mann Whitney U and Student t Test were used for statistical
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analysis. Survival estimates were done by Kaplan-Meier method and the significance of differences in 
survival was evaluated by the log rank test. Values less than 0.05 were accepted as statistically signifi-
cant.

RESULTS

Postoperative early mortality (30-day mortality) was seen in four (4 %) patients In one patient, trachea 
was ruptured after the insertion of the Carlens tube and it was repaired intraoperatively. In the early post-
operative course, air leak increased and the patient was re-operated. A new rupture was seen in the oper-
ation and it was repaired by a Dacron graft. On the third postoperative day, the patient died as a result of 
a progressive ARDS and sepsis. There were bronchorrheae in the other two patients on the postoperative 
days three and four, respectively. They also had ARDS as a result of MRSA infection and died of sepsis. 
One patient had lymphatic leakage on the postoperative third week and died of pneumonia and ARDS 
in hospital 40 days after operation. So, overall in-hospital mortality was 7.5 % (five patients). Surgical 
morbidity was seen in 42 patients (60 %). Postoperative course was uneventful in 11 patients (23.1 %). 
The most common complication was pneumonia (38.5 %). Lymphatic leak occurred in two patients, one 
of which resolved spontaneously and the othern died. There were 19 anastomotic leakage (27.1 %) and 
8 stenosis (11.4  %) which required

dilatation. The incidence of recurrent laryngeal nerve palsy was 8.5 % (6 patients) all of which was 
unilateral (left side). Mean operative time was 10.89 ± 1.40 hours (range 8-14 hrs). Mean number of 
blood transfusions was 2.61 ± 1.51 units (range 0-9) in the operations and no patients were reoperated 
because of bleeding. Mid-esophageal cancer was the most frequently seen tumor in our series (76.1 %). 
Mean size of the tumor in the pathologic specimen was 6.9 ± 2.13 cm (range 2-10 cm) and the incidence 
of moderately-differentiated tumor (G2) was 52.2 %. According to the results of endoscopic examina-
tion, Borrmann type 2 and 3 lesions had the highest incidence (28.6 and 45.7 %, respectively). Median 
number of lymph nodes dissected at surgery was 67 (range 29-138). According to TNM classification, 
T3 tumor had the highest incidence in our series (65.7 %), the incidence of N0 patients was 52.9 % and 
the incidence of M1a was 6.5 % (3

patients). Overall survival for the patients was 45.6 months and 5-year survival rate was 65 %. Mean 
disease-free survival was 41.4 months. Twenty-nine patients (52.9 %) had no lymphatic metastasis and 
they had a 76 % 5- year survival rate while 32 patients (45 %) with lymphatic metastasis had a rate of 
46% suggesting a statistically significant difference (p=0.014). Five-year survival rate according to 
stage was as follows;90% for pStageIA ,78% for pStage 2A, zero for

pStage 2B, 62% for pStageIIIA ,%25 for pStageIIIB ,0% for pStageIIIC,0% for pStageIV according to 
the pTNM classification in our series. The distribution of patients according to the stage is shown in Ta-
ble 1.The difference between pStage  I,pStage II and pStageIIIA was statistically significant than pStage 
IIIA and pStageIII C(p<0.05). Overall survival for female patients was better than the male patients 
(56.2% versus 40%) but the difference was not statistically significant .

DISCUSSION

The aim of extended lymph node dissection in esophageal cancer is; to define tumor stage accurately, 
to minimize regional recurrence and improve survival [5,8]. One of the main aspects of prognosis of 
esophageal cancer is providing an R0 resection [1,14,15]. R0 resection can be performed for all subca-
rinally located tumors. But, for the supracarinally located ones, it can only be performed for T1 and T2 
tumors [2,16,17]. In a series of 1791 patients from 35 institutions, Isono et al [8] reported an incidence 
of 30% for cervical lymph node involvement in thoracic esophageal cancer. This incidence is 42% for 
upper 1/3 esophagus and 20% for lower 1/3 esophagus. Considering the high rate of lymphatic spread, 
they concluded that 2-field lymphatic dissection (2FLD) was not enough for thoracic esophageal cancer 
but 3FLD significantly increased survival [5,6,8,9,18-20]. The rates of regional recurrence in standard 
lymphadenectomy and lymphatic
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sampling techniques are 30-60% and 30%, respectively. Skinner and Altorki decreased the rate of re-
currence to 8% for subcarinal lesions and reported an increased survival [21-23]. For patients with 1/3 
lower esophageal squamous-cell or adenocarcinoma with no obvious lymphatic spread, the incidence 
of cervical lymph node metastasis after 3FLD dissection is 30 percent [23]. This incidence is 60% for 
upper thoracic, 20% for mid-thoracic and 12.5% for

lower thoracic tumors [2,8,11]. In our series, these rates were 33.3% for upper thoracic, 11.3 for mid-tho-
racic and zero for lower thoracic tumors. In our series, celiac metastasis of lower esophageal carcinoma 
has been found to be

33.3%. The most frequently involved site was mediastinal lymph node group for midesophageal tumors 
(37.1%). These tumors also had cervical (11.1%) and celiac metastases (5.7%) which indicate the need 
for 3FLD for thoracic esophagus carcinoma. Location of tumor is also important for dissection. Lymph 
node metastasis of upper thoracic esophagus tumors are located in the neck (45.7%), upper mediastinum 
(45%), subcarinal (20%) or cardia (11%). For the tumors of mid-thoracic esophagus, the metastasis is 
located in the cervical region (28.6%), upper mediastinum (33%), subcarinal (34%) or cardia (37%) 
[24,25]. The incidence of cervical lymph node metastasis for lower esophageal carcinoma is 28 percent 
[5,8,10,25-28]. Table 3 describes the distribution of lymphatic spread in thoracic esophageal tumors. 
Although the survival difference between 3FLD and 2FLD is in favor of 3FLD for lowthoracic tumors, 
this difference is not statistically significant [5,8,23]. There are also reports suggesting that 3FLD has 
no advantages at all [29]. So, 3FLD has not been suggested for low-thoracic esophageal tumors in the 
Consensus Conference [1]. The ratio of the number of positive lymph nodes to the number of total nodes 
is very important in prognosis. If this ratio is below 20%, the outcome is significantly good. The number 
of positive nodes is also important [30,31]. Five-year survival rate for 1 to 7 positive nodes is 51.68% 
while it is 9.86% for eight or more positive nodes (p=0.0001). More effective lymphatic node clearance 
is performed in 3FLD [24]. The distribution of node metastasis is associated with the depth of tumor. 
The incidence of node metastasis is 16% for muscularis mucosa, 52% for submucosa and 72% for mus-
cularis propria. This proves the necessity of 3FD for tumors beyond submucosa [8,24,25]. According to 
pTNM classification, the difference between 2FLD and 3FLD has been

found statistically significant for Stage 3 and Stage 4 (advanced) thoracic esophageal cancer [5,8]. The 
most debatable point in 3FD is the high morbidity. Experienced centers [24] report their rate of early 
postoperative mortality as low as 2-7% which was 6.5% in our study. According to some study groups, 
no statistically significant difference was found in terms of morbidity and mortality, particularly in el-
derly patients [9,22]. The mortality rate reported by Skinner [23] is 5.4%, whereas 2.6% by Kato [25] 
and 2.5% by Akiyama [24]. A 13% mortality rate for simple esophageal resection in a total number of 
122 reports makes these mortality rates for 2FD and 3FD more acceptable [32]. In an 1100 patients se-
ries of American College of Surgeons for primary resection, the incidence of major complications was 
46%, which was quite similar to those of 2FLD and 3FLD [33]. The main obstacles for wide acceptance 
of extended lymph node dissection are

technical difficulty and high morbidity. Upper mediastinal, recurrent nerve and left cervical chain groups 
are particularly difficult in lymphatic dissection. In a series over 1000 cases, Orringer et al [3] empha-
sized that surgery is only a

palliative approach for esophageal cancer and reported the mortality rate as 1%, recurrent nerve paral-
ysis 13% and anastomotic leakage 13%. They also stated that tracheabronchial and upper mediastinal 
lymph node dissection led to bronchorheae which resulted in longer mechanical ventilation and eventu-
ally higher hospital cost. Their report also suggested that recurrent nerve palsy not only caused hoarse-
ness but also upper esophageal sphincter dysfunction leading to severe aspiration pneumonia. But their 
five-year survival rate was less than 3FLD (23%). According to Akiyama et al [24] and Kato et al [25], 
patients do not need mechanical ventilation unless the innervation and vascularization of the trachea and 
bronchi are disturbed. In our series, 5-year survival rate was 56% (34 ) but in this repote of 65% which 
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was higher than other reports. This  may, in our opinion, be attributed to the limited number of patients 
in our series as well as the follow-up period of most patients less than five year. There was well-docu-
mented former study report from Turkey on esophageal cancer [35]. In this study [35], 996 patients with 
esophageal cancer were evaluated and all patients underwent partial esophagectomy. Seven percent of 
patients had resectable tumor and 3-year and 5-year survival rates were 36% and 21%, respectively.

CONCLUSION

Thoracic esophageal cancer is an entity that deserves dynamic and multifactorial, work-up from the 
surgical point of view. Considering the pastime discouraging outcome, the treatment of this “so-called” 
devastating disease now has “promising” results. Our aim in this study was to evaluate the current 
therapeutic strategy which favors the three-field lymphatic dissection as well as esophageal resection 
as a comparison of the results of Turkish experience with those of the experienced centers. Owing to 
our limited experience, our results were found to be in accordance with several current publications on 
which we can rely on suggesting the significantly better outcome of total esophagectomy with three-
field lymphatic dissection, keeping in mind that lymph node status is the major determinant of prognosis 
and survival of these patients
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In all cases, the goal of a drug delivery system is to get the right dosage to the right place, where it is needed.  
Patients tend to prefer methods which are painless and easy, which is why many pharmaceuticals come in 
the form of topical and enteral methods which can be taken by mouth or applied directly to the skin. These 
systems must take a number of needs into account, ranging from ease of delivery to effectiveness of the 
drugs.  
Many vaccines, for example, are delivered through perenteral systems, as are the drugs used in chemotherapy, 
which are infused into the body for reliable administration.   But this system has many bad effects ,  so it 
isn’t used  by us today.   The scientists think, that this methode  will be very successful to treatment for 

many  diseases.

istoria. teqnologiuri progresisTvis termini “nano” asocirebulia 
progresulTan da perspeqtiulTan. misi gamoyenebis sferoebi ukve sakmaod farToa 
da yoveldRiurad izrdeba [2]. miuxedavad am teqnologiuri mimarTulebis siaxlisa 
misi fesvebi istoriaSi sakmaod Rrmad vrceldeba. jer kidev Cven welTaRricxvamde 
ciceroni werda - “mcire ars bunebis Semadgeneli” Parvo est natura contenta [4]. egvitelebi 
papirusze werdnen grafitis saRebaviT, romelic grafitisa da xis fisis safuZvelze 
miRebul nanokomozitur saRebavs warmoadgenda; ukanaskneli dRevmde iyo erTaderTi 
grafitis safuZvelze damzadebuli wyalSi xsnadi saRebavi. maias indielebi amzadebdnen 
forovani Tixisa da organuli indigosagan nanokomozitur saRebavs, romelTa xasxasa 
ferebma dRemde Seucvlelad moaRwia [1]. nanokomozituri danamatebi iyo damaskos 
xmlebis damzadebis saidumloc, romelic drezdenis teqnologiuri universitetis 
mecnirebma aRmoaCines; aseTi xmlebi Seicaven karbonis nanomilakebs, romlebic 
nawilobriv amovsebulia cementitiT da rkinis SenadnobSi maarmirebel struqturul 
qsels qmnis, rac mas saocar simtkices aniWebs. nanokomozituri Semadgenlobaa Sua 
saukuneebis eklesiaTa feradi vitraJebic xasxasa ferebis saidumlo, rac nanozomis 
oqros nawilakebis minaSi SereviT miiRweoda [5].

Tanamedrove mdgomareoba. nanoeris dasawyisad iTvleba 1959 wels riCard 
feinmanis cnobili leqcia “iq qveviT uamravi Tavisufali sivrcea” - “There’s Plenty of 
Room at the Bottom”. 

moyvanil sqemaze asaxuli 3 nanoproduqtidan oris - fulenerebisa da gra
fenis aRmomCenma mecnierebma nobelis premia miiRes. Tumca, miuxedavad amisa 
nanoteqnologiuri revoluciis simbolo da emblema gaxda karbonis nanomilakebi, 
romelsac xSirad saukunis aRmoCenas uwodeben [7].

medicinaSi nanomasalebis gamoyenebis safuZveli gaxda maTi Semdegi maxasiaTeblebi: 
1, inertuloba; 2. maRali bioSeRwevadoba; 3. modificirebis saSualeba/mis naxSirbadul 
karkasze kovalenturi da arakovalenturi bmebiT sxvadasxva qimiuri nivTierebis 
dakavSirebis gziT, rogorc gareTa ise SigniTa mxridan [6].
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am mimarTulebiT yvelaze cnobilia kvlevebi onkologiaSi drag delivery system - 
citotoqsikuri antisimsivnuri medikamenebis mizanmimarTulad simsivnur qsovilSi 
transportireba mTel organizmze mavne zegavlenis gareSe. ukve miRebulia pirveli 
praqtikuli Sedegebi Zvlovani imlantebis warmoebaSi – titanis detalebis 
nanokomozituri geliT dafarva 2-jer zrdis Zvlovani xarixebis zrdis siCqares 
da maTSi kalciumis marilebis Calagebas, amcirebs anTebiTi reaqciis ganviTarebas 
imlantaciis ubanSi. analogiuri Sedegebi safuZveli gaxda nanokomozituri silikonis 
kaTeterebis Seqmnisa – maTze Trombocitebis agregaciis siCqare 2.5 naklebia, 
xolo implantaciis pirobebSi maT irgvliv granulomatozuri anTebis ganviTereba 
praqtikulad ar xdeba xangrZlivi drois ganmavlobaSi.  stomatologiaSi ukve 
farTod gamoiyeneba nanokomozituri sabJeni masalebi, kbilis pastebi nanodanamatebiT 
da implantebi [9].

nanomilakebi/membrana kavSiris stabilurobasa da usafrToebaze miuTiTebs 
is faqtic, rom nanokomozitur niadagze italielma mecnierebma 2009 w. gazardes 
normaluri morfologiis neironebis kultura, romelic aqtiurad pasuxobda 
nanomilakebidan momaval eleqtronul stimulacias da moaxdina maTTan membranuli 
kavSirebis damyareba [12].

Jurnal Nature Nanotechnology-s Tanaxmad samxreT koreelma mecnierebma 
eqsperimentuli gziT sacdeli cxovelebis sisxlSi modificirebuli – NH2 jgufebTan 
dakavSirebuli nanomilakebis Seyvanis Semdeg, aRmoaCines, rom isini akumulirebas 
axdendnen Tavis tvinSi. aseTi cxovelebze dakvirvebiT 1 kviris ganmavlobaSi maT 
qcevaSi gadaxra ar SeimCneoda. eqsperimentuli insultis gamowvevis Semdeg aRmoCnda, 
rom nanomilakebSeyvanil cxovelebSi daRupuli neirocitebis ricxvi bevrad mcire 
iyo da reparaciis procesi ufro advilad mimdinareobda. garda amisa, dadasturda 
rom, maTSi anTebis bioqimiuri markerebis koncentracia gacilebiT dabalia iyo, vidre 
sakontrolo jgufSi [11]. erT-erTi ZiriTadi sirTulea nanomilakebis hidrofoburi 
buneba. karbonis nanomilakebi TavisTavad uxsnadia, magram  xsnadobas iZens: 1. qimiuri 
gziT damuSavebis – naxSirbadovan karkasTan OH, COOH, NH2 da sxva jgufebis 
kovalenturi dakavSirebisas (ukve arsebobs modificirebuli karbonis nanomilakebi 
zedapirze mza OH, COOH, NH2 da sxva jgufebiT); 2. e.w. SefuTvis - lipidebis, 
cilis polimerebis, dnm da sxva naerTebis zedapirze arakovalenturi dakavSirebis 
SemTxvevaSi; 3. ultrabgeriTi zemoqmedebis pirobebSi wyalSi gaxsnil mgdomareobaSi 
stabiluria didi xnis ganmavlobaSi – dakvirvebis vada 2 Tve.

nanoteqnologiis gamoyenebis upiratesobaze miuTiTebs klasikuri samkurnalo 
preparatebiT mkurnalobis Sedegad gamovlenili gverdiTi efeqtebi, romlebic dozis 
gazrdasTan erTad proporciulad matulobs. amitom daavadebaTa nawilSi rTulia 
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sasurveli Sedegis miReba [5]. am problemis gadasaWrelad mecnierebam SemogvTavaza 
drug delivery system-ma, romelic gvexmareba Tavi avaridoT uaryofiT Sedegebs. igi 
zrdis wamlis bioSesaZleblobebs da irgvliv mdebare janmTeli qsovilebis gverdis 
avliT akumulirdeba dazianebul lokusSi. amJamad meTodi ganviTarebis procesSia. 
substratis organizmSi Seasayvanad SemoTavazebulia gadamtani saSualebebi: 
mikropartiklebi, sinTezuri polimerebi, mikrikafsulebi, liposomebi da micelebi. 
wamlis sasurvel lokusSi gamoTavisuflebis 2 ZiriTadi meqanizmi arsebobs: aqtiuri 
da pasiuri [7]. pasiuri  meqanizmis  SemTxvevaSi  adgili  aqvs  qimioTerapiuli agentis 
akumulirebs solidur simsivneebSi. wamlis tranporteri Tavisi ligandiTurT 
amoicnoba Cveni samizne ujredebis zedapirze arsebuli receptorebis mier. ligand-
receptoruli urTierTgaaqtiureba xdeba Zlieri seleqciis pirobebSi, rac saSualebas 
gvaZlevs aRniSnuli meTodi gamoyenebuli iqnas sxvasasxva midamoSi lokalizebuli 
simsivneebis samkurnalod.

mniSvnelovania wamlis gamoTavisuflebis meqanizmebi; mowodebulia ramodenime 
varianti: 1. difuzia transporteris matriqsSi; 2. difuzia transporteris kedelSi 
gavliT; 3. transporteris matriqsis daSla-erozia.    aseve SemoTavazebuli iyo, rom 
gamoeyenebinaT wamlis tranporteri polimerebi, romlebic upasuxebdnen specifiur 
stimuls. magaliTad,  sinaTles,  temperaturas da PH.

bolo 20 welia, rac mkvlevarebi aqtiurad ibrZvian aRniSnuli sistemis srulyo
filebisTvis. mniSvnelovani dilemaa misi gamouyenebloba, kerZod: 1. Tavis tvinis pa
Tologiebisas hematoencefalur barierSi SeuRwevadobis  gamo; 2. gastrointestinuri 
traqtis mier substratis daSla xdeba manam, vidre CvenTvis sasurveli substrati 
sasurvel adgils miaRwevs [12].

farmacevtuli tranporterebidan, romlebic nanoteqnologiis baziss warmoadgenen 
yvelaze xSirad gamoiyeneba polimeruli micelebi; isini warmodgenilia erTmaneTTan 
mWidrod dakavSirebuli hidrofiluri da hidrofobuli nanomerebiT. aRniSnuli 
transporteris daSla, romelic substratisTvis erTgvar TavSesafars warmoadgens, 
xorcieldeba enzimebis saSualebiT [8]. mniSvnelovani adgili ukavia liposomebs, 
fospolipidebis ori SriT. sasurveli wamali moTavsebulia centralurad, romelic 
daculia winaswari degradaciisgan. nanopartiklebi organizmSi sxvadasxva gzebiT 
xvdeba. wamyvan pozicias ikavebs peroraluri miReba, miuxadavad gastrointestinuri 
barierebisa (enzimebiT gaSualebuli degradacia, mJaviT inducirebuli hidrolizi). 
am dros ZiriTadad gamoiyeneba proteinebi da peptidebi, romelTac naklebad SeswevT 
unari gadakveTon lorwovani zedapiri da biologiuri membranebi.Aadgili qonda 
kompleqsis RviZlSi daSlas. mcdeloba iyo intravenuri gziT Seyvanisac, magram 
oqsalaciurma problemam, sisxlSi wamlis koncentraciis dadgenis sirTulem, am gzis 
ganviTareba Seaferxa.

transportireba filtvebiT, kerZod aerozoliT, warmatebuli aRmoCnda rogorc 
lokaluri, ise organizmSi arsebuli procesebis samkurnalod. am meTodis srulyo
fileba, momavalSi, saSualebas mogvcems CavanacvloT qimioTerapia da Tavidan avi
ciloT is uamravi garTulebebi, romelic viTardeba. am gziT SesaZlebeli iqneba ara
marto pacientis mdgomareobis gaumjobeseba, aramed sicocoxlis gaxangrZlivebac [2].

mizezi, romelic saSualebas ar gvaZlevas misi praqtikuli gamoyenebisa esaa 
nanomilakebis uxsnadoba, hidrofoburoba, amitom kvlevebi mimarTulia Seiqmnas 
iseTi modeli, romelic iqneba metad xsnadi da saSualeba eqneba miaRwios sasurvel 
adgils daSlis gareSe. am problemis gadasaWrelad iyo mcdeloba magnituri velis 
Seqmnis, romelic Seyvanil substrats sasurvel adgilas daSlis gareSe miitanda. 
samwuxarod es meTodi warumatebeli aRmoCnda. meore problemaa organizmidan 
kompleqsis eliminacia.  TagvebSi Seyvanili substrati, sasurvel lokusSi miRwevis 
Semdeg, deponirda janmrTel qsovilebSi [4].
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daskvna. cocxal organizmze nanomasalebis realuri zegavlena jer Seswavlili 
ar aris. ZiriTadi siZneleebia imunologiuri meqanizmebis sirTule, nanonawilakebis 
biologiur garemoSi araprognozirebadi qcevis buneba, cocxal organizmSi 
maTze dakvirvebis siZnele. potenciuri saSiSroebaa 1. nanomilakebis maRali 
bioSeRwevadoba; 2. absoluturi inertuloba, radgan ar ixrwneba, organizmSi SeuZlia 
ucvleli saxiT darCes xangrZlivad da gamoiwvios azbestozis msgavsi Sedegi-
qronikuli proliferaciuli anTebiTi cvlilebebis da progresirebadi fibrozis 
CamoyalibebiT. Tumca aRmoCnda, rom neitrofiluri leikocitebis azurofiluri 
granulebis SemadgenlobaSi Semavali lizosomuri fermenti mieloperoqsidaza Slis 
maT naxSirorJangisa da wylis warmoqmniT [3].
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Gastrointestinal stromal tumors (GIST) are the most common type of gastrointestinal mesenchymal 
tumors. As a group, however, they are relatively uncommon and constitute < 1% of all gastroin-
testinal tumors. Despite the progress in managing advanced gastrointestinal stromal tumors (GIST) 
with the advent of imatinib, surgery remains the principal and only potentially curative therapy 
for localized, resectable, primary disease. Prior to the advent of imatinib, the standard of care after 
complete surgical resection had been observation alone as conventional cytotoxic modalities such as 
chemotherapy and radiotherapy had minimal to no activity or significant toxicity in gastrointestinal 
stromal tumors (GIST) There is now a large body of data from phase I to phase III clinical trials 
demonstrating the significant clinical benefit of imatinib in patients with GIST, both with objec-
tive responses as well as prolonged stable disease, and median overall survival is now approaching 
5 years. Sensitivity to the highly selective kinase inhibitor imatinib and the multitargeted kinase 
inhibitor sunitinib depends on the site of mutation(s) in KIT and PDGFRA. Patients who respond 
upfront can develop secondary mutations over time, leading to resistance. Based on the improved 
understanding of the mechanisms of primary and secondary resistance, and of alternate pathways of 
activation, multiple other tyrosine kinase inhibitors (TKIs) and novel therapeutic agents are current-
ly being studied in clinical trials for gastrointestinal stromal tumors (GIST) . Additional promising 
strategies to overcome resistance include combining agents with imatinib either for broader kinase 
inhibition or for inhibition of a downstream target in the signal transduction cascade

gastrointestinuli stromuli simsivneebi (giss)  kuW-nawlavis  mezenqimuri 
simsivneebis yvelaze gavrcelebul tips warmoadgens. miuxedavad amisa,  sakmaod 
iSviaTi daavadebaa da kuW-nawlavis traqtis simsivneebs Soris  daaxloebiT 1%-Si 
gvxvdeba. gastrointestinuli stromuli simsivne viTardeba kuWnawlavis traqtis 
SemarTebeli qsovilis winamorbedi ujredebisgan. pirveladi giss 60% SemTxveva-
Si viTardeba kuWSi, 35% -Si  - wvril nawlavSi. SedarebiT iSviaTad gvxvdeba msx-
vil nawlavSi, swor nawlavsa da anusSi. SesaZloa simsivne gamovlindes saylapavSi, 
Tormetgoja nawlavSi, apendiqsSi, naRvlis an/da Sardis buStSi. metastazi upira-
tesad viTardeba RviZlSi da peritoneumSi. eqstra abdominuli metastazebi iSvia-
Tia da SesaZloa ganviTardes filtvSi, ZvlebSi, kanqveSa rbil qsovilebsa da Tavis 
tvinSi. imatinibis mkurnalobaSi gamoyenebis Semdeg Soreuli metastazirebis sixSire 
5%-mde Semcirda. daavadebis yvelaze xSiri klinikuri gamovlinebebia - gastroin-
testinuli sisxldena, diskomfortis  SegrZneba, moculobiTi warmonaqmnis arse-
boba muclis RruSi. pacientebis 70%-s aReniSnebaT klinikuri simptomebi, 20%-Si 
daavadeba mimdinareobs usimptomod, xolo 10% SemTxvevaSi diagnozi ismeba autopsiiT.                                                                                                                                       
eqspertTa  umravlesobas  gissi  miaCnia  avTvisebian daavadebad, Tumca  daavadebis 
klinikur mimdinareobasa da recidivirebis risks  mTeli rigi prognozuli faqtorebi 
gansazRvravs. simsivnis zoma, lokalizacia, mitozuri indeqsi gansazRvravs daavadebis 
prognozs, ris safuZvelzec Seqmnilia daavadebis  metastazirebis riskis Sefasebis 
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standarti: maRali (30% meti), saSualo ( 10%-30%), dabali ( 1%-10%) da metastazirebis 
riskis ar mqone jgufi. metastazirebis risk jgufebs ganapirobebs simsivnis zoma da 
mitozuri indeqsi. daavadebis diagnostireba da menejmenti radikalurad Seicvala mas 
Semdeg rac dadginda,  rom giss-is  paTogenezSi  KIT proto-onkogeni (Tirozinkinazis 
KIT anu CD117)  mniSvnelovan rols asrulebs.   KIT-is anu CD117-is imuno-histoqimi-
uri analizis Sedegad gamovlenam didi roli iTamaSa daavadebis diagnostikaSi (giss 
95% vlindeba receptoris eqspresia) da mkurnalobaSi. giss aris saukeTeso magali-
Ti translaciuri Terapiis klinikur praqtikaSi warmatebulad danergvisa. mas Semdeg 
rac SesaZlebeli gaxda giss molekuluri paTologiis gansazRvra, Seiqmna  KIT Tirozin 
kinazis inhibitoris mcire zomis molekula, ramac ganapiroba glivekis klinikur praq-
tikaSi danergva. manamde ar arsebobda giss efeqturi sistemuri mkurnaloba.  

 miuxedavad giss medikamentozur mkurnalobaSi didi progresisa,  operaciuli 
Careva warmoadgens lokaluri, rezeqtabeluri da pirveladi daavadebis principulad 
da potenciurad gankurnebis erTaderT saSualebas. operaciis mizania ganxorciel-
des simsivnis amokveTa makroskopulad jansaRi qsovilebis farglebSi,  mikroskop-
ulad simsivnisgan Tavisufali rezeqciis kideebiT. glivekis klinikur praqtikaSi 
danergvamde, radikaluri operaciis Semdeg, xorcieldeboda mxolod meTvalyureo-
ba. sistemuri qimioTerapia da sxivuri Terapia ki avlenda minimalur efeqturobas, 
Tanac seriozuli toqsiurobiT. retrospeqtiuli kvlevebiT gamovlinda recidi-
virebis maRali sixSire im pacientebSi, romlebsac mxolod qirurgiuli mkurnaloba 
CautardaT recidivirebis sixSire iyo 85-90% maRali riskis jgufSi; amerikis onko-
qirurgTa  kolejma Caatara 2 klinikuri kvleva glivekis adiuvantur reJimSi gamoy-
enebis Sesafaseblad.  II fazis kvlevam (Z9000) 107 rezecirebuli  giss mqone pacientis 
monawileobiT (kvlevaSi CarTuli iyo recidivirebis maRali riskis mqone pacientebi: 
simsivne 10 sm meti zomis, rupturirebuli an sisxlmdeni simsivniT operaciis dros 
an 5-mde peritonealuri implantiT),  aCvena rom imatinibis 400mg dReSi 1 wlis gan-
mavlobaSi miReba advilad gadasatania, 4 wlis meTvalyureobis Semdeg  gamovlinda 3 
wliani saerTo gadarCenis (OS) sixSire da recidivisgan Tavisufali gadarCena (RFS) 
Sesabamisad  97% da 61%. III fazis, ormagi brma,  randomizirebuli kvleva,  pirvela-
dad rezecirebuli KIT pozitiuri giss 3sm meti zomis simsivnis  mqone  pacientebSi, 
sadac  imatinibs 400mg an placebos 1 wlis ganmavlobaSi iRebdnen, recidivis Semdeg 
imatinibis jvaredinad miReba iyo daSvebuli.  kvleva Sewyda droze adre, 713 pacien-
tis randomizaciis Semdeg, Sualedurma statistikurma analizma adiuvanturi imati-
nibis jgufSi aCvena recidivisgan Tavisufali gadarCenis mniSvnelovani upiratesoba: 
1 wliani RFS  imatinibis jgufSi placebosTan SedarebiT iyo 98% da 83% Sesabamisad.                        
ori Semdgomi kvleva aris dasrulebulebis sxvadasxva etapze. skandinaviuri SSGXVIII 
kvlevis safuZvelze  kvebis produqtebisa da wamlis kontrolis administrirebis 
saagentom (FDA) imatinibis daniSnulebaSi  Seitana axali Cveneba-   giss adiuvantur 
reJimSi  gamoyeneba,  rasac mohyva NCCN rekomendaciaSi saSualo da maRali riskis 
mqone pacientebSi adiuvantur reJimSi  imatinibiT mkurnaloba 36 Tvis ganmavloba-
Si. pacientebs rezecirebuli giss formiT esaWiroeba pirveli 5 wlis ganmavlobaSi 
3-6 TveSi erTxel daavadebis statusis Sefaseba kompiuteruli tomografiiT, Semdeg 
weliwadSi erTxel, raTa droulad moxdes daavadebis progresirebis dafiqsireba.      
klinikur praqtikaSi Tirozinkinazis inhibitorebis imatinibis da sunitinibis dan-
ergvam giss gavrcelebuli  formebis mkurnalobaSi operaciuli Carevis SesaZleblo-
ba gazarda. pacientTa umravlesoba giss gavrcelebuli formiT Tirozinkinazis in-
hibitorebis fonze  stabiluria didi xnis ganmavlobaSi.

pacientTa 80% pasuxobs imatinibiT mkurnalobas, 5% naklebTan dgeba sruli pa-
Tologiuri remisia .  ufro metic daavadebis progresirebamde dro aris 18-24 Tve, 
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Semdeg viTardeba meoradi rezistentoba imatinibis mimarT. rodesac adgili aqvs  me-
dikamentozur rezistentobas, daavadeba progresirebs an adgilobrivad an sistemurad 
(generalizacia).                                                                                                             giss 
gavrcelebuli da/an metastazuri formis dros operaciuli Carevis mizanSewonilo-
ba Zneli gansasazRvaria. jer kidev ar arsebobs sakmarisi mtkicebuleba imisa, rom 
operaciuli Carevis Semdgomi gamosavali ukeTesia vidre  Tirozinkinazis inhibi-
torebiT mkurnaloba qirurgiuli Carevis gareSe. amaze pasuxi SesaZlebeli iqneba 
randomizirebuli kvlevebis analizis Semdeg. pacientebis  sicocxlis saSualo xan-
grZlivoba, molekuluri targetuli Terapiis  danergvamde, iyo 5-12 Tve. mkurnaloba 
sistemuri qimioTerapiiT uSedego , iyoobieqturi pasuxiT 0% - 5% mde.  2001 wels 
gamoqveynda imatinibis STambeWdavi preklinikuri Sedegebi giss ujreduli substra-
tis mimarT. amave wels gamoqveynda pirveli mniSvnelovani  klinikuri pasuxi 50 wlis 
pacientTan, giss 4 wliani metastazuri  anamneziT.

am droisTvis dagrovda imatinibis klinikuri efeqturobis damadasturebeli mo-
nacemTa didi baza. pirveli fazis kvlevebidan dawyebuli damTavrebuli mesame fazis 
kvlevebiT naTeli gaxda obieqturi pasuxis da  sicocxlis gaxanZlivebis SesaZleblo-
ba, saSualod 5 weli. ararezeqtabeluri gastrointestinuli stromuli simsivniT 
daavadebul pacientTaTvis rekomendebulia pirveli xazis Terapia  - imatinibi 400mg 
dReSi.   imatinibis 400mg dRiuri dozis   efeqturoba da naklebi toqsiuroba maRal 
dozasTan SedarebiT gamovlinda randomizirebuli  kvlevebis safuZvelze .   Catarda 
III fazis kvleva (EORTC da US Sarcoma Group), sadac pacientebi progresirebisas iRebd-
nen jvaredinad maRal dozas 400mg 2-jer dReSi. pirveladma dakvirvebam dReSi 2-jer 
miRebuli dozis jgufSi aCvena daavadebisgan Tavisufali periodis gaumjobeseba EO-
RTC kvlevaSi, Tumca ar iyo gansxvaveba saerTo gadarCenaSi, pasuxis inducirebazec 
ar axdenda gavlenas maRali doza, maRali dozis jgufSi dafiqsirda meti toqsiuro-
ba, mniSvnelovnad maRali ricxvi dozis reducirebisa,  mkurnalobis Sewyvetisa. kina-
zis genotipis analizi iZleva korelaciis saSualebas KIT da PDGFR genebis mutaciasa 
da mkurnalobaze pasuxs, saerTo gadarCenadobas, daavadebisagan Tavisufal periods 
Soris. aseTi analizi rekomendirebulia yvela pacientisaTvis romlebic imyofebian 
Tirozinkinazis inhibitorebze, radgan mutaciis arseboba an ararseboba gansazRvravs 
pasuxs specifiur Tirozin kinazas inhibitorebze. pacientTa 90% romelTa simsivnesac 
aqvs KIT exon 11 mutacia pasuxobs imatinibiT mkurnalobaze. pacientTa  50% KIT  exon 9 
mutaciiT reagirebs imatinibiT mkurnalobaze. aseTi pacientebi rezistentulebi ari-
an imatinibis dabali dozis mimarT, da gaaCniaT upiratesi daavadebisagan Tavisufali 
periodi maRali dozis miRebis dros. amitom KIT  exon 9 mutaciis mqone pacientebis 
mkurnaloba naCvenebia imatinibis 800mg (400mg 2- jer dReSi).  dozis TandaTanobiT 
gazrda 4-8 kviris ganmavlobaSi xasiaTdeba naklebi toqsiurobiT. pacientTa umrav-
lesoba PDGFR genis mutaciiT aseve reagirebs imatinibze. pacientebi PDGFR  D842V 
mutaciiT Cveulebriv ar arian mgrZnobiare imatinibis mimarT da ar unda miiRon ima-
tinibi adiuvantur reJimSi.  pacientebSi,  gavrcelebuli giss  wild type simsivniT, 
romlebsac aqvT KIT da PDGFR genebis simwire mniSvnelovnad dabalia imatinibze pa-
suxi. pacientebi imatinib rezistentuli mutaciiT an imatinibis mimarT autanlobiT 
saWiroeben mkurnalobis gagrZelebas sunitinibiT. imatinibiT mkurnaloba grZel-
deba daavadebis progresirebamde, saWiroa 3 TveSi erTxel radiologiuri kvlevebis 
Catareba raTa droulad Sefasdes mkurnalobaze pasuxi an progresireba. pacientebi 
imatinibis maRal dozaze 400mg 2jer dReSi progresirebis Semdeg saWiroeben mkunalo-
bis gagrZelebas meore xazis TerapiiT - sunitinibiT. sunitinibi aris Tirozinkina-
zis multitargetuli  inhibitori. is KIT da PDGFR  inhibiciis garda axorcielebs 
vaskularul endoTeluri zrdis faqtoris (VEGRF1;-2;-3) receptoris inhibirebas.  



93

I/II fazis kvlevebSi  imatinib rezistentul formebSi gamovlenili klinikuri aqtivo-
bis Semdeg, randomizirebuli placebo kontrolirebadi kvlevebi Catarda. imatinib 
rezistentuli 312 pacienti randomizirebuli iyo 2:1; sunitinibi 50mg an placebo 6 
kviriani cikliT 4 kvira mkurnaloba, 2 kvira dasveneba, progresirebis SemTxvevaSi 
jvaredini mkurnaloba daSvebuli iyo. Sualedurma statistikurma analizma aCvena 
statistikurad mniSvnelovani sxvaoba progresirebamde drosTan mimarTebaSi: 27.3 
kvira sunitinibis jgufSi da 6.4kvira placebos jgufSi. daavadebisgan Tavisufali 
dro da saerTo gadarCena mniSvnelovnad ukeTesi iyo sunitinibis jgufSi. pasuxis 
sixSire iyo : 7% nawilobrivi pasuxi, 58% stabilizacia, 0% da 48% sunitinibisa da 
placebos jgufebSi Sesabamisad.  

 sunitinibiT mkurnalobisas  2 kviris Sesvenebis dros simsivnuri ujredebis rea-
qtivacia dafiqsirda, rac gaxda  II fazis kvlevis safuZveli sunitinibi 37.5mg uwyve-
tad, 24 kviras pacientTa 13% - Si dafiqsirda nawilobrivi pasuxi, 40% stabilizacia, 
romelic iyo Sedarebadi mkurnalobis wyvetil sqemasTan da ar dafiqsirebula axali 
gevrdiTi movlenebi. 

imatinibis msgavsad sunitinibze pasuxic damokidebulia simsivnis genotipze. In 
vitro  preparati efeqturia KIT exon 11 mutaciis dros. klinikuri efeqti nanaxia KIT 
exon 9; KIT exon 11 mutaciis da  wild type KIT/PDGFRA dros. sunitinibis mkurnaloba 
utardebaT pacientTa umravlesobas KIT exon 11 mutaciiT, romlebsac ganuviTrdaT 
progresireba imatinibiT mkurnalobis fonze, maT rogorc wesi aReniSnebaT meoradi 
mutacia. sunitinibma gamoavlina aqtivoba   KIT exon 13 da exon 14 meoradi mutaciis 
dros. magram ara KIT exon 17 da exon 18 meoradi mutaciis dros (8). 

meore xazis Terapiis dros sunitinibi SeiZleba gamoyenebuli iyos, rogorc 50mg/
dReSi wyvetili sqemiT, anda  37.5mg/dReSi uwyvetad. 

pacientebs,  romlebsac  ganuviTardaT daavadebis progresireba rogorc imatinib-
ze, aseve sunitinibze, SesaZlebelia mkurnaloba gaagrZelon Tirozinkinazis multi-
targetuli preparatiT regorafenibiT 160mg/dReSi 3 kvira  4 kviriani cikliT. nilo-
tinibi aris meore xazis Tirozinkinazis inhibitori, romelic Seswavlilia rogorc 
monoTerapiis ise kombinaciis saxiT, jer jerobiT monacemebi ar aris saxarbielo. 
mimdinareobs sxva multitargetuli Tirozinkinazebis kvleva (sorafenibi, ponati-
nibi);

amrigad, gavrcelebuli da metastazuri giss efeqturi mkurnalobis imedis mom-
cemi strategiaa, erTis mxriv, imatinibis kombinaciis gamoyeneba  rezistentobis da-
Zlevis mizniT, meores mxriv ki paTogenezuri rgolis gadamcemi signalis kaskadis 
gamSvebi targetis inhibireba.
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სუტენტის კაფსულის 3 სხვადასხვა ფორმა იძლევა 
დოზის ტიტრაციის საშუალებას

12.5 მგ

 

სუტენტი სუტენტი სუტენტი 

50 მგ
მყარი ჟელატინის

კაფსულა 
მყარი ჟელატინის

კაფსულა 
მყარი ჟელატინის

კაფსულა  

25 მგ

 

აინჰიბირებს სიმსივნის

უჯრედების პროლიფერაციას

აინჰიბირებს

ანგიოგენეზს

გამოავლინე ახალი შესაძლებლობები
გასტროინტესტინური სტრომული სიმსივნის (GIST) მკურნალობაში

GISTის დროს პაცინტებისათის 
იმატინიბით მკურნალობის მიმართ 
განვითარებული რეზისტენტობის 
(დაავადების პროგრესის) ან 
იმატინიბის აუტანლობის დროს.

სუტენტი აინჰიბირებს მრავლობით კინაზებს

სუტენტმა მნიშვნელოვნად 
გააუმჯობესა დროის ინტერვალი 
სიმსივნის პროგრესირებამდე 
დაავადების პროგრესის რისკის
67%-ით შემცირებით

• ძლიერი ორმაგი ანტიპროლიფერაციული და
ანტიანგიოგენური ეფექტი

• პირველი მულტი კინაზური თერაპია გასტროინტესტინური
სტრომული სიმსივნის სამკურნალოდ. ერთდროულად
აინჰიბირებს თრომბოციტურ ზრდის ფაქტორს და
სისხლძარღვოვან ენდოთელურ ზრდის ფაქტორს

სუტენტმა აჩვენა:

– პირდაპირი ანტიპროლიფერაციული აქტივობა
თრომბოციტური ზრდის ფაქტორის (PDGFRα და PDGRFβ)
რეცეპტორების ინჰიბირებით

– ანტიანგიოგენური აქტივობა სისხლძარღვის
ენდოთელიუმის ზრდის რეცეპტორების (VEGRF1, VEGRF2
და VEGRF3) და ღეროვანი უჯრედების რეცეპტორების
(KIT) ინჰიბირებით და ამგვარად გამოიწვია:

სიმსივნის რეგრესი, ანგიოგენეზის ინჰიბირება,
და მეტასტაზის პროგრესის შეჩერება 

პრეკლინიკურ კვლევებში

სუტენტი ავლენს მნიშვნელოვან ეფექტურობას 
იმატინიბ–რეზისტენტული გასტროინტესტინური 
სტრომული სიმსივნის(GIST) დროს პერორალურად 
დღეში ერთხელ მიღებისას;

100

90

80

70

60

50

40

30

20

10

0

დრო  (კვირები)
სი

მს
ივ

ნი
ს 

პრ
ო

გრ
ეს

ირ
ებ

ამ
დ

ე 
გა

ნს
აზ

ღ
ვრ

უ
ლ

ი
დ

რ
ო

ის
- T

T
P

-ი
ს 

ალ
ბა

თ
ო

ბა
 (%

) 

67%
პროგრესირების 
რისკის შემცირება 

რისკების 
შეფარდება=0.33
(95% CI: 0.23, 0.47)
P<.0001

0 2010 30 40 50

სუტენტი (n= 207) 
მედიანა: 27.3 კვირა (6.3 თვე)
(95% CI: 16.0, 32.1) 

პლაცებო (n=105)
მედიანა: 6.4 კვირა (1,5 თვე)
(95% CI: 4.4, 10.0)

დრო სიმსივნის პროგრესირებამდე

სუტენტი ინიშნება 50 მგ ერთჯერ დღეში; 4კვირის 
განმავლობაში უწყვეტად, მომდევნო 2 კვირის განმავლობაში 
შესვენებით  – დაავადების პროგრესირებამდე; მიიღება 
საჭმელთან ერთად ან მის გარეშე;

სუტენტის დოზა შეიძლება დაზუსტდეს 12.5 მგ-ის ბიჯით 
ნებისმიერი პაციენტის ინდივიდუალური უსაფრთხოების და 
პრეპარატისადმი მგრძნობელობის საფუძველზე; თუ პაციენტი 
იღებს ძლიერ CYP3А4-ის ინჰიბიტორს (მაგალითად: 
კეტოკონაზოლს ან რიფამპინს), რეკომენ დირებულია დოზის 
შემცირება – არანაკლებ 37.5 მგ-ისა კლინიკური პასუხის 
მონიტორინგის პარალელურად; არავითარი დოზის კორექცია 
არ ხდება ასაკის, რასის, სქესის, სხეულის წონის, კრეატინინის 
და ECОG- ის მიხედვით.

ფაიზერ ლუქსემბურგ სარლის 
წარმომადგენლობა საქართველოში 
ტელ. 2252680; ირ.აბაშიძის ქ.58, თბილისი
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m. jinWaraZe, m. arTmelaZe, m. xalvaSi, m.Savdia

kibos epidemiologiuri Taviseburebani  
aWaraSi /1902-2012 ww.,/

aWaris avtonomiuri respublikis onkologiis centri, q.baTumi
Tbilisis saxelmwifo samedicino universiteti

 M. Jincharadze,  M. Artmeladze, M. Khalvashi, M. Shavdia

Cancer Epidemiology in Adjara since 1902 to 2012 years

Adjarian Cancer Center /Batumi/, Tbilisi State Medical University /Georgia/

  
   The structure of cancer incidence in Adjara was investigated by means of descriptive epidemiological re-
search in Localization of 10 major cancers in both genders together.
    In the first half of the twentieth century (1902-55 years) took place at the first exposure etiological factors 
for cervical cancer. Since 60 years the start a sharp decline in the incidence of cervical cancer, the trend is still 
continuing. The reason for this may have been  since the year 50 applied, starting with the active prevention 
of cervical cancer.
    Stomach cancer in the early XX century, taking fourth place. Sixty applied for 15-20 years, held the I place. 
Then marked decrease in morbidity and maintains the IV to the V place in the last 40 years.
    During 110 years skin cancer incidence has steadily from second to third place. Incidence rate of skin 
cancer in comparison is higher than  other regions . The reason may be the ultra - violet rays have longer top 
to the population. Sixty years of the twentieth century the population of  women  with breast cancer have 
steadily occupies the first place, but mixed population together in his place from second to third place.
    Lung cancer is diagnosed in the early xx century in the city Batumi was impossible. 50 - Since the start of 
lung cancer incidence rates have been increasing trend in the eighties of the XX century and still takes  the 
first place in Tbilisi and other regions at the forefront of breast cancer.

	 aWaraSi avTvisebiani simsivneebis sawyisi registracia ukavSirdeba q. baTumSi 1902 
wlis 3 oqtombers pirveli saavadmyofos gaxsnas 80 sawolze (amJamindeli resbubli-
kuri saavadmyofo, tbel abuseriZis q. 2). mis SemadgenlobaSi Sedioda qirurgiuli, 
ginekologiuri da sxva ganyofilebebi. 
	 baTumis saavadmyofos gaxsnisTanave daiwyo onkologiur pacientTa radikaluri 
qirurgiuli mkurnaloba. kerZod, iseTi rTuli operaciiebi, rogoricaa: radikaluri 
masteqtomia xolstedis wesiT, hemikoleqtomiebi, saSarde buStis kedlis rezeqcia 
ureTeroneoanastamoziT, saSvilosnos eqstirpacia da a.S. amis dasturia baTumis saa-
vadmyofoSi moRvawe eqimebis b. filkenSteinis, k. mxeiZisa da v. prianiSnikovis mier 
rusul samedicino literaturaSi gamoqveynebuli naSromebi onkologiaSi. 
    samwuxarod, I da II msoflio omis periodSi samedicino dokumentaciis registracia 
ar warmoebda, ris gamoc ucnobia im periodSi aWaraSi onkologiuri avadobis struq-
tura.

K mizani: aWaris regionSi avTvisebiani simsivneebis epidemiologiuri Tavisebure-
bis Seswavla 1902-2012 wlebSi.
   amocanebi: q.baTumis saavadmyofos 1902-1912 wlebis angariSebisa da sxva samedici-
no dokumentaciaze dayrdnobiT avTvisebiani simsivneebis ricxvis dadgena da Sedare-
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biTi epidemiologiuri analizi; 2. aWaraSi avTvisebiani simsivneebiT avadobis Seswav-
la XX saukunis 50-60 wlebSi; 3. aWaraSi onkologiuri avadobis struqturisa da misi 
dinamikis Seswavla 1983-1987 ww da 1988-1992 ww.; 4. aWaraSi avTvisebiani simsivneebiT 
avadobis Seswavla 2008-2012 ww.; 5. aWaraSi avTvisebiani simsivneebiT avadobis anal-
izi 1902-2012 ww. 
   mecnieruli siaxle: 1. deskriptuli  epidemiologiuri kvleviT aWaraSi pirve-
lad iqna Seswavlili onkologiuri avadobis struqtura 1902-1912 wlebSi; 2. aWara-
Si 1902-2012 ww. pirvelad iqna Seswavlili onkologiuri avadobis doneebisa da 
struqturuli cvlilebis dinamika.
	 masala da meTodebi: saarqivo masala, Zveli samedicino xelnawerebi, istorie-
bi, oqmebi, samedicino naSromebi. moZiebuli iqna 1902-1912 ww. (1905 wlis gamoklebiT) 
q.baTumis saavadmyofos wliuri angariSebi. XX saukunis 50-60-wleebis onkologiuri 
avadobis Sesaswavlad gamoyenebuli iqna r. inaiSvilis, l. Carkvianisa da r. qiqavas 
naSromebi. XX saukunis bolosa da XXI saukunis dasawyisis avadobis Seswavlad gam-
oyenebuli iqna aWaris onkocentris arqivSi daculi samedicino dokumentacia.
   miRebuli masalis analizi. aWaraSi 1902-1912 wlebSi sul gamovlenili iyo 
avTvisebiani simsivnis 235 SemTxveva. maTgan onkologiuri avadobis struqturaSi 
pirvel adgilze iyo saSvilosnos yelis kibo, II-ze kanisa da rbili qsovilebis, 
III-ze tuCisa da pirxaxis, IV-ze ZuZus, V-ze – kuWis. sakmao raodenobiT iyo aseve 
pacientebi pirveladi keris daudgenlad (ix. cxrili 1). sayuradReboa, rom filtvis 
kibos arcerTi SemTxveva ar iyo gamovlenili, radgan 1902-1912 wlebSi filtvis 
kibos diagnostireba ver xerxdeboda, vinaidan rendgenis pirveli aparati baTumis 
saavadmyofoSi mxolod 1912 wels damontaJes.

cxrili 1.  onkologiuri ავადობის სტრუქტურა ქ. ბათუმის საავადმყოფოს 

წლიური ანგარიშების მიხედვით 1902-1912 წლები

№
ლოკალიზაცია 1902

1904 1906 1907 1908 1909 1910 1911 1912 ჯამი რaნგi

1 ტუჩი 2 2 4 3 3 2 7 23 III

2 საყლაპავი 1 1 2 1 5 VIIII

3 კუჭი 3 2 2 1 1 1 1 1 12 V

4 სწორი ნაწლავი 1 1 1 1 4 X

5 ხორხი 1 2 1 4 XI

6 ფილტვები 0

7 საშვილოსნოს 1 2 5 9 8 8 13 9 55 I

8 ძუZუ 4 2 4 3 5 3 1 22 IV

9 ყბა-სახე 4 2 3 9 VII

10 თვალი 2 4 1 1 1 9 VIII

11 მუცლის ღრუ 1 4 2 4 1 1 3 16 VI

12 რბილი ქს, კანი 
ძვალი 3 2 5 15 7 3 3 38 II

13  სხვადასხვა 3 6 8 4 4 6 4 3 38
14 ჯამი 19 30 29 32 34 34 29 28 235

	 rogorc meore cxrilidan Cans, XX saukunis 50-ian wleebSi /1950-54 ww./ pirvel 
adgils inarCunebda saSvilosnos yelis kibo, II-s ZuZus, III-s kanis, IV–s kuWi, xolo 
mexuTeze pirvelad gamoCnda filtvis kibi. 
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     mesame cxrilidan Cans, rom 60-ian wleebSi /1955-66 ww./ pirvel adgilze gadavida 
kuWis kibo, II-ze - kanis, III-ze - filtvis, IV–ze - saSvilosnos yelis, xolo V–
ze ZuZus kibo. Tumca aRsaniSnavia, rom saSvilosnos tanisa da yelis gaerTianebis 
SemTxvevaSi es organo rangiT mesame adgils ikavebs  (cxrili 4).

cxrili 2. onkologiuri ავადობის სტრუქტურა აჭარაში /პირველად 

დადგენილი/ აბსოლუტურ ციფრებში 1950-1954 წლები /რ.ინაიშვილის მიხედვით/

№ ლოკალიზაცია 1950 1951 1952 1953 1954 ჯამი %     რანგი

ტუჩი – 2 9 6 5 22 5,4 VII

ენა – – – 2 1 3 0,7

პირის ღრუ 3 – – – – – 0,7 X

საყლაპავი 4 1 4 2 2 13 3,2 VIII

კუჭი 8 15 7 9 10 49 12 IV

სწორი ნაწლავი – 5 1 3 2 11 2,7 VIIII

ხორხი 4 4 6 3 6 23 5,7 VI

 ბრონქები,
 ფილტვები 2 12 2 6 6 28 6,9 V

 საშვილოსნოს
ყელი 12 14 18 22 26 92 22,6 I

ძუძუ 5 7 32 12 6 62 15,2 II

კანი 9 7 16 13 15 60 14,8 III

სხვადასხვა 4 11 7 10 9 41 10.0

ჯამი 51 78 102 88 88 407 100

     XX saukunis bolos - 80-90-an wleebSi /1983-1992 ww./ სტანდარტიზირებული monacemebiT 
100.000 mosaxleze I adgilze gavida filtvis kibo 30,2, II-ze – kanis avTvisebiani 
simsivneebi – 26,6, III-ze – ZuZus -20,0, IV-ze – kuWis -17,0, V–ze saSvilosnos yelis 
8,8  (cxrili 4).

 cxrili 3. onkologiuri ავადობის
  სტრუქტურა აჭარაში 1955-1966 წწ. აბს. ციფრები

//რ. ქიქავას მიხედვით

 cxrili 4. onkologiuri ავადობის
 სტრუქტურა აჭარაში 1983-1992 წწ.

სტანდარტიზირებული

№ ლოკალიზაცია .აბს № ლოკალიზაცია ACR
I კუჭი 513 I  ფილტვი 30,2
II კანი 444 II კანი 26,6
III ფილტვი 289 III ძუძუ 20,0
IV საშვილოსნოს ყელი 277 IV კუჭი 17,0
V ძუძუ 214 V საშვილოსნოს ყელი 8,8
VI საშვilosnos  ტანი 135 VI ხორხი 8,7
VII ხორხი 132 VII შარდის ბუშტი 8,0
VIII  ტუჩის 114 VIII მსხვილი ნაწლავი 5,7
IX შარდის ბუშტი 96 IX სწორი ნაწლავი 5,1
X საყლაპავი 91 X საკვერცხეები 5,1
XI ლიმფოსარკომა 58
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cxrili 5. onkologiuri ავადობის სტრუქტურა აჭარაში  2008-2012 w.w 
absolutur cifrebშi

ლოკალიზაცია  2008 2009 2010 2011 2012 ჯამი რანგი
ფულტვი 73 98 108 98 104 481 I

ძუძუ 106 79 111 79 100 475 II
კანი 58 50 63 50 66 287 III
კუჭი 45 32 31 32 57 197 IV
პროსტატა 23 20 34 27 33 137 V
სწორი ნაწლავი 32 23 23 23 27 128 VI
საშ ყელი 19 25 20 17 26 107 VII
საშ ტანი 19 17 17 22 21 96 VIII
შარდის ბუშტი 18 14 21 16 26 95 VIIII
ხორხი 22 21 12 25 12 92  X

 XXI saukunis dasawyisSi 2008-12 wleebSi  pirvel adgilze kvlav filtvis kiboa, 
II-ze ZuZus, III-ze kanis, IV–ze kuWis, V-ze - prostatis, VII–ze saSvilosnos yelis 
(cxrili 5).

daskvnebi

1. aWaraSi onkologiuri avadobis struqturaSi 1902-2012 ww sxvadasxva periodSi 
gamovlenili iqna 10 ZiriTadi lokalizaciis kibos avadobis doneebi da struqturuli 
cvlilebebis dinamika.
2. aWaraSi 1902-55 ww. garemo faqtorebis eqspoziciziam kiboTi avadobis struqturaSi 
I adgilze gaiyvana saSvilosnos yelis kibo. 60-ani wlebidan  iwyeba saSvilosnos 
yelis kiboTi avadobis kleba, rac dResac grZeldeba. mizezi SeiZleba ganpirobebuli 
iyos saSvilosnos yelis kibos winaaRmdeg ganxorcielebuli profilaqtikuri 
RonisZiebebi.
3. kuWis kibo XX saukunis dasawyisSi ikavebda IV adgils. 60-ian wleebSi ekava I 
adgili (15-20 weli). Semdeg aRiniSna mudmivi kleba.
4. kanis kiboTi avadoba 110 wlis ganmavlobaSi stabilurad meryeobs II_III adgilebze. 
kanis kibos avadobis maCvenebeli aWaraSi, saqarTvelos sxva regionebTan SedarebiT 
maRalia. rac SeiZleba ganpirobebuli iyos wlis ganmavlobaSi mosaxleobaze 
ultraiisferi sxivebis ufro xangrZlivi zemoqmedebiT. 
 5. XX saukunis 60-iani wlebidan qalTa populaciaSi ZuZus kibo stabilurad I adgilzea. 
6. filtvis kiboTi avadobis matebis tendencia iwyeba 50-iani wleebidan da dRemde 
aWaris onkologiuri avadobis struqturaSi ikavebs I adgils. es maSin, rodesac 
saqarTvelos sxva regionebSi pirveli adgili orive sqesSi ZuZus kibos ukavia.  
filtvis kibos maRali avadoba aWaraSi SesaZloa gamowveuli iyos aWaris mTian 
raionebSi Tambaqos moyvaniTa da warmoebiT, Tambaqos mowevis Rrma tradiciebiT, 
baTumis navTob-gadamamuSavebeli qarxaniT, romelic wlebis ganmavlobaSi abinZurebs 
garemos, aseve 80-ian wleebSi Cernobilis atomuri eleqtro sadguris afeTqebis 
Sedegad atmosferos dabinZurebiT. 
        amrigad, aWaraSi 1902-2012 ww icvleboda garemosa da cxovrebis wesTan 
dakavSirebuli faqtorebi da mosaxleobaze maTi eqspoziciis doneebi. periodulad 
icvleboda kibos gamomwvevi etiologiuri faqtorebis zemoqmedeba mosaxleobaze, 
ramac gamoiwvia kiboTi avadobis aRniSnuli stuqtura da dinamika.
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kuW-nawlavis traqtis mTlianobis aRdgena hartmanis  
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A. Aladashvili, A. Tsalugelashvili , T. Samushia, B. Dvali

Restoration of intestinal continuity after Hartmann’s procedure

General Surgery Department of “New Vision University” , “Cancer Research Center - Martin D. 
Abeloff laboratory”,  TSMU Residence course – Surgery-Oncology

Abstract

Objective: The aim of this study was to evaluate the morbidity and mortality of the attempted reversal of 
Hartmann procedure.  Methods: We retrospectively studied 22 patients undergoing bowel reconstruction 
after Hartmann procedure at the National Cancer Center, General Surgery Department and “Cancer Re-
search Center - Martin D. Abeloff laboratory”  in the period from January 2009 until November 2013. We 
evaluated the intraoperative and postoperative complications.  Results: The mean age of patients undergoing 
operation for intestinal transit reconstruction after the Hartmann colostomy was 52.2 years, and 12 male 
patients. The average length of stay of the colostomy was 12.6 months (range 3-74 months). Mean operative 
time was 320 minutes (range 170-780 minutes). The successful restoration of intestinal transit was achieved 
in 21 patients (94,45%). One patients had anastomotic leak (4,54%) and six had various complications (total 
31,81%). There was one death (4.54%) in patients with anastomotic leak and abdominal sepsis.  Conclu-
sion: Results of our study and various other papers justify a randomized clinical study shows that Res-
toration of intestinal continuity after Hartmann’s procedure is not a benign operation and it’s necessary 
to investigate the one-stage concept with primary anastomosis against the Hartmann’s procedure and its 
reversal.  Key words: Hartmann procedure, Anastomotic leak , Morbidity, Mortality.

sakiTxis aqtualoba: 

henri albert hartmanma 1921 wels safrangeTSi moawoda reqtosigmuri kuTxis 
obstruqciuli rezeqcis operaciuli teqnika, romelic gulisxmobda preparatis 
moSorebis Semdeg proqsimuli takvis terminalur kolostomad formirebas da dis-
taluri, swori nawlavis takvis yrud daxurvas [3]. rogorc wesi, xsenebuli manipu-
lacia gamoiyeneba msxvili nawlavis obturaciuli gauvalobiT garTulebuli kibos 
da divertikulitis dros, rodesac pirveladi anastomozis formirebis riski metad 
maRalia da sxvadasxva literaturuli monacemebiT 10%-dan 50%-mde meryeobs, xolo 
sikvdiloba 28%-s aRwevs [1]. ukanasknel wlebSi gamoqveynebul SromebSi asaxulia 
rezeqciis Semdgomi pirveladi anastomozebis da obstruqciuli oretapiani opera-
ciebis SedarebiTi analizi. 953 msxvili nawlavis divertikulis SemTxvevaSi (57% 
rezeqcia da 43% hartmanis procedura), obstruqciulma oretapianma rezeqciam aCvena 
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sikvdilobis ufro maRali cifri (4,9% da 15,1%), Tumca peritonitiT (Hinchey III; IV) 
garTulebisas es maCvenebeli TiTqmis Tanabaria (14,1% da 14,4%), Meyer-ma Seiswavla 
8825 pacienti kolinjis kiboTi, maTgan 422 - s (4,8%) obturaciuli gauvalobis, muc-
lis RruSi anTebiTi procesis, qirurgis ganwyobis gamo Seusrulda hartmanis opera-
cia da Tavi iqna Sekavebuli pirveladi anastomozis formirebisgan [4].

kvlevis mizani: winamdebare naSromis mizania hartmanis operaciis Semdgomi re-
konstruqciul-aRdgeniTi operaciebis garTulebaTa sixSiris da sikvdilobis Ses-
wavla.

pacientebi da gamoyenebuli meTodika: 

Cven CavatareT 22 pacientis istoriaTa reqtospeqtuli analizi (diagnozi: sig-
mis distaluri mesamedis, reqtosigmuri kuTxis da swori nawlavis zemo ampuluri 
nawilis kibo, morfologiuri SenebiT yvela SemTxveva adenocarcinoma G1-3, UICC II-
III st, T3-4 N0-1 M0), pacientTa es kohorta mkurnalobis kurss gadioda 2009-12 wlebSi 
onkologiis nacionalur centris koloproqtologiur ganyofilebaSi (gamge pro-
fesori ilia baqraZe), xolo 2013 wlidan “kibos kvlevis centr - martin dabelofis 
laboratoriaSi” (xelmZRvaneli profesori aleqsandre TavarTqilaZe). 12 (54,5%) pa-
cients Cautarda qimioTerapia adiuvantur reJimSi. kvlevaSi avadmyofTa CarTulobas 
gansazRvravda rekonstruqciul-aRdgeniTi operaciebis Semdegi saxeebi: kolostomis 
likvidacia, rekonstruqcia da anastomozis formireba distalur takvTan preven-
tiuli stomiT an mis gareSe, cirkuluri stepleriT an manualurad. Duhamel - is 
procedura [5] (mowodebuli Hirschsprung-is  daavadebis samkurnalod Swenson-is op-
eraciis paralelurad).  miRebuli Sedegebi statistikurad damuSavda stiudentis T 
kriteriumiT.

miRebuli Sedegebi da maTi gansja:

kvlevaSi CarTul pacientTa asaki meryeobda 23-dan 67-wlamde (saSualo asaki 52,1). 
12 mamakaci, 10 qali. radikalur operaciasa da rekonstruqciul Carevas Soris drois 
xangrZlivobis saSualo maCvenebeli Seadgenda 12,6 Tves. yvela SemTxvevaSi operacia 
nawarmoebi iqna Ria wesiT, midgoma qvemo-Sua laparatomia. kolostomis likvidacia, 
rekonstruqcia da anastomozis formireba distalur takvTan preventiuli stomiT 
(14) da mis gareSe (4). Duhamel -is operacia Sesrulda 3 SemTxvevaSi da samive SemTx-
vevaSi distaluri takvis ukana kalTis damuSavebis da Seqmnil gvirabSi Catanis Sem-
deg transplantantis sicocxlis unarianobis  gazrdis mizniT aucilebeli gaxda 
kolonjis elenTis kuTxis mobilizacia. cirkuluri stepleri gamoyenebul iqna 8 
pacientTan, danarCen 10-Tan anastomozi Camoyalibda manualurad piriT-pirSi or-
sarTuliani kvanZovani nakerebiT (7) da e.w. Smidenis nakeriT (3). operaciis saSualo 
dro 320 wuTi, sawolze dayovneba 11 dRe, hemotransfuzia aucilebeli gaxda 4 - jer. 
warmatebuli Sedegi ganxorcielda 21 SemTxvevaSi (95,45%), anastomozis formirebis 
18-ve SemTxvevaSi Semowmda misi mTlianoba, miuxedavad amisa, 50%-Si Camoyalibda pre-
ventiuli stoma, es midgoma qirurgis arCevania.

garTulebaTa saxeobani da sixSire warmodgenilia cxrilSi #1: anastomozis uk-
marisoba 2, Cirqovan-septiuri 1, sasunTqi sistemis mxriv 2, sangvisi 1, Tromboem-
boluri 1.
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cxrili #1 

garTulebaTa saxeobani da sixSire (procentuli maCveneblebi)

garTulebis saxe %

anastomozis ukmarisoba 9,09

Cirqovan-septiuri 4,54

respiratoruli sistemis 9,09

sangvisi 4,54

Tromboemboluri 4,54

sul 31,81

dafiqsirda Exitus letalis erTi SemTxveva, sikvdilis mizezi: anastomozis ukmariso-
bis fonze ganviTarebuli abdominuri sefsisi. pacientis socialuri reabilitaciis 
gamo Catarebuli operaciebis Semdeg, iseTi avtoritetuli klinika, rogoricaa hei-
delbergis Universitätsklinik, 2011 wlis statiaSi garTulebaTa sixSires wers 49%-s 
[1]. aseve, Cveni kvlevidan miRebuli Sedegebis analizidan gamomdinare migvaCnia, rom 
sakiTxis gadasawyvetad saWiroa multicentruli, randomizebuli kvlevis Catareba 

pacientTa statistikurad sarwmuno raodenobaze. 
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Тhe  results of surgical  treatment of gastric cancer in various volume  
of lymph  node dissection

National Center of Oncology after V.A. Fanarjyan, Republic of Armenia

Abstract
Comparative assesment of results of surgical treatment of gastric cancer (2000-2007гг) has been done 

in this work. 
Patients were divided in two groups:  I group includes  186 surgeries with D1  lymph node dissection and  

II group-317 surgeries  with  D2/3 extended lymph node dissection without pancreato-splenectomy. Totally  
503 radical surgeries  were performed. 

Postoperative complications were observed in 31 patients (16.6 %) of first group and in 61 patients of 
second group (19.2 %).  The mortality was 9,1 % (17 patients) in the I group, and 9.7% (31 patients) in 
the II group.  In D1 group the rate of lymph node metastasis were 35 %, whereas in D2/D3 group - 51.1 % 
(p≤0.0001). The three-year survival rate in D1group - 48.3±3.7,  in D2/3 group - 69.7±2.6  (p=0.006). The 3 
years diseases free survival was 41.9±3.6 in D1group and 64.9±2.7 in D2/3 group. The 5-years survival was 
12.4±2.4 in D1group and 32.2±2.6 in D2/3 group(p<0.05). 

Conclusion: Gastric cancer surgery with extended lymphadenectomy provides locoregional control, 
improves the short term general and diseases-free, and  5-years survival rate without deterioration of direct 
postoperative results of treatment. 

Key words- gastric cancer, extended lymphadenectomy, survival rates

Улучшение непосредственных, ближайших и отдаленных результатов хирургического лечения 
рака желудка до настоящего времени остается актуальной задачей. Гастрэктомия и субтотальная 
резекция желудка являются основными методами лечения рака желудка. Грозным осложнением в 
ранние сроки после операции остается несостоятельность швов анастомозов, культи желудка и 
двенадцатиперстной кишки. Это является одной из причин неблагоприятных исходов (5; 9).

Одной из основных причин неудовлетворительных ближайших и отдаленных результатов 
хирургического лечения рака желудка является локо-регионарное рецидивирование заболевания, 
частота которого, по данным ряда авторов (4; 5), может достигать 20-40%. В то же время 
совершенствование техники оперативных вмешательств, особенно выполнение расширенных   и 
расширенно-комбинированных операций, позволяет повысить радикализм вмешательства и сократить 
число локорегионарных рецидивов до 9-10% за счет широкого удаления потенциально пораженных 
метастазами лимфатических узлов и клетчатки регионарных зон (11,1, 6, 3). 
    Оппоненты этого метода лечения, такие как, Bonenkamp J.J(1995), A.Cuchieri (1996), на основании 
рандомизированных исследований в Европе пришли к заключению, что лимфаденэктомия 
не столь эффективна, как об этом сообшается японскими авторами, и сопровождается более 
высокими показателями летальности и послеоперационных осложнений. Имеющиеся в литературе 
противоречивые данные о результатах   расширенных операций (12,8,9) явились побудительной 
причиной проведения  собственного исследования.
     Целью нашего исследования была оценка непосредственных, ближайших и отдаленных результатов 
хирургического лечения рака желудка в зависимости от обема лимфодиссекции.

Нами в НЦО им. В.А.Фанарджяна проведена сравнительная оценка результатов хирургического 
лечения рака желудка  в двух группах: I группа – 186 операции с стандартным объемом диссекции 
D1 и II группа-317 операций с модифицированно-расширенным объемом лимфодиссекции (D2/3) 



106

без панкреато-спленэктомии. Всего выполнено 503 радикальных операций при раке желудка. 
Гастрэктомия выполнена у 180 (35.7%) пациентов, субтотальная проксимальная резекция желудка – 
у 27 (5.36%), субтотальная дистальная резекция желудка – у 296 (58.8%) больных 

В ближайшем послеоперационном периоде после 186 стандартных операций осложнения 
возникли у 31 (16.6%) больного, умерло 17 (9,1%), после 317 расширенных операций 
осложнения наблюдались у 61(19.2%) с послеоперационной смертностью 31(9.7%) больных 
(разницы статистически не достоверны). Таблица 1

Таблица 1.
Частота и структура осложнений после стандартных (D1) 

и расширенных(D2/D3) операций

Осложнения

D1 группа

n= 186

D2-D3 группа

n=317
абс. и % абс. и %

Пневмония 1.07%)(2 5.04%)(16
Экссудативный плеврит 1.07%(2 8.8%)(28
Инфаркт миокарда – 0.9%)(3
ТЭЛА – 03%)(1
Тромбофлебит 0.53%)(1 0.9%)(3
Панкреатит – 1.2%)(4
Гипертермия>38 градусов более 2 недель 0.53%(1 0.9%)(3
Лимфорея более 5 суток – 7.7%)(20
Выраженная дисфункция кишечника 0 1.2%)(4
Анастомозит 1.07%)(2 1.2%)(4
Внутрибрюшное кровотечение 0 0.67%)(2
Кишечная непроходимость 0.53%)(1 1.57%)(5
Обширное нагноение лапаротомной раны 0.53%)(1 1.57%)(5
Внутрибрюшной абсцесс 2.68%)(5 1.8%)(6
Недостаточность швов анастомоза 6.9%)(13 3.15%)(10
Разлитой перитонит 3.7%)(7 0.9%)(3

 Число пациентов с осложненным
течением послеоперационного периода 16.6%)(31 19.2%)(61

Как видно из таблицы 2, частота послеоперационных осложнений и летальности в обеих группах 
(D1/D2/3) достоверно не отличаются друг от друга. Можно констатировать, что внедрение расширенной 
лимфодиссекции в практику не сопровождается ростом числа осложнений и летальности.

Морфологически исследованы 503 препарата желудка с сальниками и регионарными лимфати
ческими узлами. В группе стандартных операций D1 частота метастазирования составила 35%, тогда 
как в группе расширенных операций D2/D3 – 51.1% (p≤0.0001). Количество удаляемых лимфатических 
узлов в группе стандартных операций составляет от 2 до 5, тогда как в группе расширенных операций 
– от 16 до 27. Следует отметить, что увеличение частоты лимфогенного метастазирования в группе 
расширенных операций является следствием более объективной оценки распространенности опухоле
вого процесса, т.е. более достоверного стадирования и повышения радикализма вмешательства. На 
основании этих данных можно сделать вывод, что около 16.1% пациентов мигрируют в группу с большей 
распространенностью процесса. 

Мы применили актуриальный метод вычисления выживаемости, рекомендуемой JRSGC, с 
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использованием лонгрангового теста при сравнении кривых выживаемости. Трехлетняя актуриальная 
выживаемость в группе D2/3 составила 69.7±2.6, а в группе D1 – 48.3±3.7. Разница статистически 
достоверна (p=0.006). Таблица 2

Таблица 2

Трехлетняя выживаемость (в %) при лимфодиссекции D1 и D2-3

Лимфо
диссекция

 Кол-во
больных

N- N+

 Общая трехлетняя
выживаемость

 Доверительный
 интервал с

достоверностью

95% (t=2)абс. P±m

D2-3 317 48.9 51.1 221 69.7±2.6 63.6-74.0
D1 186 64.5 35.5 90 48.3±3.7 40.9-55.7

Полученные данные трехлетней безрецидивной выживаемости  достоверно лучше в группе D2/3 
(64.9±2.7) по сравнению с аналогичными в группе D1 (41.9±3.6). Таблица3

Таблица 3

Трехлетняя безрецидивная выживаемость (в %) 
при лимфодиссекции D1 и D2/D3

Лимфо
диссекция

 Кол-во
больных

N- N+

 Общая трехлетняя
 безрецидивная
 выживаемость

 Доверительный
 интервал с

достоверностью

95% (t=2)
абс. P±m

D2-3 317 48.9 51.1 206 64.9±2.7 63.6-74.0
D1 186 64.5 35.5 78 41.9±3.6 40.9-55.7

Данные о безрецидивной выживаемости свидетельствуют, что рецидив заболевания развился у 
35.2±2.7 (111) больных в группе расширенных операций и у  58.1±3.6 (108) больных с стандартным 
объемом операций (p<0.0001). По характеру рецидивирования в группе стандартных операций они 
были локорегионарными (по верхнему и нижнему краю поджелудочной железы, в гепатодуоденальной 
связке с развитием желтухи), а в группе расширенных операций рецидив представлен в виде 
дистантных гематогенных  метастазов и диссеминации по брюшине.

 Показатель безрецидивной выживаемости за данный период наблюдения значительно улучшился 
после расширенных вмешательств (64.9±2.7 при D2/3 и 41.9±3.6 при D1; p=0.001) во всех стадиях 
заболевания, что также свидетельствует о повышении радикализма и целесообразности выполнения 
расширенных операций в хирургическом лечении рака желудка.

При наличии метастазов в лимфоузлах 51.1% расширенные вмешательства улучшили 
трехлетнюю выживаемость по сравнению со стандартными операциями на 20.8% с (с 48.3% до 
69.1%, соответственно). 

На наш взгляд, тенденция к росту выживаемости обусловлена более полным локальным 
контролем в результате расширенных вмешательств. Улучшение показателей 5-летней выживаемости 
характеризует лечебный потенциал расширенных операций, обусловленный превышением объема 
лимфодиссекции степени лимфогенного метастазирования (таблица 4).

Таблица 4
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5-летняя выживаемость (в %) при лимфодиссекции D2/D3 и D1

Лимфо
диссекция

 Кол-во
больных

N- N+

Общая 5-летняя

Выживаемость

 Доверительный
 интервал с

достоверностью

95%(t=2)

Абс P±m

 D2/D3 317 48.9 51.1 102 32.2±2.6 27.0-37.4
D1 186 64.5 35.5 23 12.4±2.4 7.6-17.2

Таким образом, как показало данное исследование, расширенные операции при раке желудка 
обеспечивают локорегионарный контроль, улучшают ближайшие показатели трехлетней общей 
и безрецидивной, а также 5-летней отдаленной выживаемости без ухудшения непосредственных 
результатов лечения
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