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Abstract: Regional anatomical peculiarity and the evident increasing inci-
dence of parapharyngeal space neoplasms, have established the necessity of an adequate
diagnostic approach for their verification and competent preoperative assessment. Tu-
mours of the parapharyngeal space encompass a wide variety of benign or malignant
neoplasms of different origins.

The clinical course of 26 patients with parapharyngeal space neoplasms was
analysed. A standard diagnostic algorithm for parotid neoplasms was performed, follo-
wed by adequate surgical procedure with modifications. Arteriography was used only
when CT or MRI suggested a glomous tumor, or possible involvement of the carotid
artery, or when those tumours put the carotid artery at risk of surgical injury.

The results found from statistical evaluation revealed a higher significance of
CT and MRI for tumor extension, localization and comprehension. MRI was dominant
for determining tumor character and facial nerve involvement. A transparotideal appro-
ach including two modifications was confirmed as being the most effective.

When a parapharyngeal tumor is detected deep lobe parotid neoplasms are fre-
quently to be expected. Exact preoperative planning with imaging techniques and a
posterolateral parotidectomy approach with an angular mandibular osteotomy produces
much better postoperative results in the surgery of deep lobe parotid tumours.

Key words: parapharyngeal neoplasms, parotid neoplasms, facial nerve, magnetic reso-
nance, computed tomography, osteotomy, parotidectomy.
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Introduction

Deep lobe neoplasms of the parotid gland are a very particular entity in
cervico-facial surgery. In most large series [1, 2, 3] their incidence ranges from
2-5% of the entire group of head and neck neoplasms. A consequential number
of these neoplasms have a significant parapharyngeal extension and about 45-50%
of parapharyngeal tumours are accurate massive deep lobe neoplasms.

The historical interest in parapahryngeal surgery had its commencement
in the 17th century, but in fact the surgical techniques of parotid neoplasm sur-
gery have only been specified within the last five decades. A veritable explana-
tion of the historical constraints may lie in the anatomical peculiarity of the
peripharyngeal compartments with their numerous important arterial, venous and
nerve structures. On the other hand the parotid gland is surgically often referred
to as superficial and deep lobes, but anatomically it is referred to as a unilobular
gland with numerous processes and no true superficial and deep lobes [4]. Amongst
other important entities, the main challenge for surgeons was the eventful blood
vessels and cranial nerve group bordering the deep parotid space in its collision
with the parapharyngeal extension. The apparent gland division and variable intra-
parotid branching of the facial nerve define the complexity of this field of surgery.

The expanding development of radiological techniques has certainly
aided the diagnosis of parotid diseases, especially cross-sectional imaging with
multi-planar reconstructions — thus allowing for better preoperative planning.
While accumulating experience has moved us forward in this field, more soph-
isticated imaging space and structural studies will need to be undertaken [5].

Massive deep lobe neoplasms as a part of the parapharyngeal space
constitute a distinctive surgical entity. Various and complex surgical procedures
in head and neck surgery are still presented for these neoplasms and they
continue to be a diagnostic and therapeutic challenge [1, 6, 7, 8].

Material and methods

Material from the University Clinic for Maxillofacial Surgery in Skopje
was selected, where in the last eight-year period parotid neoplasms surgery was
performed on 292 patients, of whom 34 were with deep lobe involvement and
26 with parapharyngeal extensions. In 4 cases parapharyngeal neoplasms were
of minor salivary gland origin, while in 28 cases the parapharyngeal space was
occupied by neurogenic, lymphoid or miscellaneous tumour masses. Concerning
the tumour type, a wide variety of neoplasms were treated with complementary
sub — typing according to the malignant group.
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The 26 massive deep lobe neoplasm cases proceeding from different tis-
sue origins formed 44.8% of the entire group of parapharyngeal tumours (Table 1).

Table 1 — Tabena 1
Distribution of parapharyngeal tumors — tumor origin
Hucttipubyyuja tio totlieKA0o HA WP etupanuite wymopu
Ha fapagapurkcoi

n %
Deep lobe of parotid gland 26| 44,8
Minor salivary glands 4 6,8
Neurogenic tissue 12| 20,7
(Neurofibroma, Scwannoma, Glomus Tu,
Neuroleimmoma, Paraganglioma)
Vascular malformations 3 51
Miscellaneous 7| 12,2
(Metastatic malignancy,
mesenchymal tumors)
Lymphomas 6| 104

A standard diagnostic algorithm for parotid neoplasms was performed,
including clinical examination, ultrasonography, CT sialography and MRI. Tu-
mour detection through initial diagnostics has a determining asperity for the kind of
tumour pathology required. Computed tomography was obligatory for parotid
neoplasms and implicative of MRI. Only in cases with progressive malignancy
previously detected through initial examinations was MRI directly indicated.
FNAC was commonly used immediately prior to operative treatment with the
intention of screening performance.

Clinical examinations were routinely made through facial inspections,
virtual palpation and by scrutinizing oro-pharyngeal findings. The oro-pharyn-
geal findings were especially important because pharyngeal bulging was one of
the crucial symptoms, with common distension of anterior pillar of the faucies.
CT images were usually performed with contrast enhancement and analysed in
collaboration with a radiologist concerning the determination of the relationship
between the tumour and the surrounding bone and soft tissue landmarks. Doing
so0, the necessary parameters for further tumour analyses were established. MRI
as the most sophisticated radiological method for soft tissue imaging was used
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with three-dimensional reconstructions in 45 cases, using thin sections and T1
and T2 weighted protocols.

Radical surgery included total parotidectomy with facial nerve presser-
vation and/or facial nerve reconstruction, and radical tumour excisions with ade-
quate neck dissection. A posterolateral transparotideal or transcervical approach
was mostly used, with double preparation of the facial nerve, in anticipation of
its maximal preservation. In cases with necessitating facial nerve reconstruction,
the procedure used was sural nerve free grafting.

Every proven parapharyngeal neoplasm was pathologically re-examined
and re-evaluated according to the WHO classification revised by Simpson in
1994 [9]. For the malignant group adequate staging was engaged by means of
malignancy graduation, especially for malignant tumours of salivary origin where
even intermediate grades could be differentiated [10].

Results

The analysis of the entire group was based on the results gained from
the statistical evaluation of data relating to the delay of symptoms prior to sur-
gery, clinical symptoms, tumour extension, tumour comprehension, surgery per-
formed and cumulative survival time of the patients diagnosed with malignant
neoplasms (Figure 1).

3-8m 8-18m 1830m 30-48m >48m

Figure 1 — Delay of symptoms prior to surgery
Cauxka 1 — Bpemeitipaerwe Ha cumititiomuitie iipeo oilepayuja
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Delay of symptoms ranged from 3 to 48 months with a prevalence of
from 18 to 30 months. The explanation lay in the observed distribution of pleo-
morphic adenomas. Regarding the grade of malignancy, high grade carcinomas
always had a shorter delay of symptoms (Figure 2).
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Figure 2 — Clinical symptoms-distribution
Cauka 2 — 3acitiaiteHoCiti Ha KAUHUYKU CUMUTILOMU

The most expressive clinical symptom was dysphagia followed by pha-
ryngeal bulging. A distinct number had swelling and pain, and very few had ho-
arseness or facial palsy. The last three symptoms were indicative of the malign-
nant group and the degree of their presence had a role as factors influencing
survival (Figure 3).
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Figure 3 — Tumor extension on imaging and operative findings
Cauka 3 — ExcilieH3uja Ha WymMopoill HA ,,imaging “ U ollepaiiu8HU HAOOU

Prilozi, Odd. biol. med. nauki XXVIII1(2007) 113-127



118 Popovski V.

Tumour extension on accomplished imaging and operative findings was
prevalent in the parapharyngeal space, but in 5 cases of massive deep lobe or
malignant neoplasms, the pterygopalatinal space was occupied. Only one case
extension was to the skull base (Figure 4).
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Figure 4 — Tumor comprehension
Cauxa 4 — 3aciuaiieHocili Ha MUHLOBU HA WLYMOPU

About three quarters of the massive deep lobe neoplasms in our series
were benign and were represented exclusively as pleomorphic adenomas. In the
malignant group, the most frequent was mucoepidermiod carcinoma as a low-
grade malignancy type (Figure 5).

Total parotidectomy, with total preservation of the facial nerve, was the
most utilized surgical procedure in this series, followed by radical tumour
excisions with or without consequential neck dissection. Mandibulotomy within
total parotidectomy was occasionally used (5 cases) and in three cases partial or
total resection of the facial nerve was carried out (Figure 6).
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Figure 5 — Type of surgery performed
Cauxka 5 — Tuil Ha uzgedenu oilepailiuéHU UHITIePBEHU UL
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Figure 6 — Cumulative survival figure
Cauxa 6 — KymyaatuusHo epeme Ha Upexcusysarbe

We have completed our result analysis with a cumulative survival figure
for the malignant group which reveals that the poorest survival data were obtained
from malignant tumours of nonsalivary origin and undifferentiated carcinomas.

Discussion

Regarding the statistical evaluation we compared the sensitivity of se-
parate diagnostics for massive deep lobe parotid and parapharyngeal neoplasms
where referring values were operative as well as histological findings. The fol-
lowing is what we have concluded:
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An experienced surgeon can usually tell by careful bimanual palpation
whether a tumour mass is in the superficial lobe or the deep lobe of the parotid
gland. Other clinical symptoms indicate the malignancy of the lesion. However,
the necessary preoperative assessment for such hazardous surgery can be esta-
blished only by schematic analysis of the CT and MR imaging scans with maxi-
mal diagnostic significance of MRI. Sialography has no statistical significant
correlation for deep lobe neoplasms.

By virtue of its superior potential for soft-tissue contrast resolution, lack
of bone and dental artifacts, obviation of the need for contrast material and di-
rect multiplanar imaging capability, MRI should be expanded and fully utilized
to image deep lobe neoplasms (Figure 7 and 8).

Figure 7— MRI of deep lobe pleomorphic adenoma with dumb-bell shape
Cauka 7— MP iipuka3 Ha iineomopgher a0eHom 80 04a60K ilapoitiudeHr 100yc
co (hopma Ha HiecoHueH HaCOBHUK
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Figure 8 — CT of parapharyngeal mucoepidermoid carcinoma with round shape
Cauka 8 — KT fipuxas na iiapaghapurzeasro ekcitieHOUpar MyKoieoepmouoeH
KApUUHOM cO tol1eciia hopma

The real advantage of MR imaging in evaluating massive deep lobe
neoplasms lies in its ability to reveal the deep lobe intraparotid or parapharyn-
geal-extraparotid location of a tumour mass, and in lesions of small and medium
size it can demonstrate the relationship of the tumour depth to the facial nerve.
In larger masses identification of the nerve is more difficult or impossible but it
is important to note that MR images can show the extent of nerve involvement.

A great advantage of such imaging modalities is the ability to distinguish
deep lobe tumours in preoperative planning.

Teresi [11] initialized these investigations with MRI visualization of the
facial nerve on angled axial scans using surface coils. Therefore he identified
the neoplasms depth to the facial nerve and intraparotideal localization when a
parapharyngeal layer of fat and arreolar tissue persists.

Smith [12] suggests that determining factors for deep lobe neoplasms
should be the Stensens duct and predicting the course of the facial nerve by
creating an arc 8.5mm from the posterior edge of the mandible.

Som, Biller and Cross [13] have pointed out that deep lobe neoplasms
displace the internal carotid artery posteriorly while parapharyngeal tumours
mostly do so anteriorly.
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Aryoshis’ [14] proposal relates to the facial nerve line FNL, the line the
connecting lateral surface of the posterior belly of the digastric muscle and the
lateral surface of the ascending ramus (Figure 9 and 10).

Figure 9 — 3D structural view of parapharyngeal space
Cauxa 9 — TpooumeH3uoHaNeH TUOTO-AHATUOMCKU ACTIeKl
Ha tapagapurzeaaHuoit upociiop

Figure 10— Coronal MRI of malignant parafaringeal neoplasm
with extension to skull base
Cauxa 10 — Koponapern MP iipuxa3 Ha MasuzZrom Ha iapaghapumic
co excillen3uja Ko 6a3a Ha KPaHUym
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Our method confirmed the significance of distinguishing deep lobe
tumours in preoperative planning by determining the Facial Nerve Plane (FNP)
on CT scans as a cross-section of the triangle formed on the bordering osseous
landmarks in the parotid region.

Such facilities in preoperative planning were an encouragement for
surgical advancement to more radical and exact surgical approaches [15].

Currently, the transoral approach has almost been abandoned, because
of the high risk of tumour spreading and of the limited vascular control (in other
words inadequate exposure poses difficult technical activity).

The transmandibular and retro-inframandibular approaches are the
most preferable for parapharyngeal tumours of non-glandular origin.

The most frequently utilized transparotideal approach is still effective
for deep lobe neoplasms, but its modification as a posterolateral — cervical
approach is the most conformable for the majority of these neoplasms [16].

The skull base approach is effective when deep lobe neoplasms extend
to the infratemporal fossa, typical of the malignant group.

Finally, salvage procedures are, as it is well known, reserved for high-
grade malignancy and recurrent neoplasms (Figure 11 and 12).
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Figure 11 — Transparotideal approach — superficial lobe removed and tumor mass
entirely below the facial nerve and behind mandibular ramus
Cauxa 11 — Tpanciiapottiuden dpucitiaii — HO8PUIHUOTL 400y C OTICTUPaHelll
U {UYMOPOTU UeAO0CHO {00 (ayujartuoill Hepa
U 03a0uU pamycoili Ha MaHoubyaailia
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Figurel2 — Facial nerve mobilized and tumor removed from parapharyngeal space
Cauka 12 - J/l80ojHo tpetiapupar u MoOUAUIUPAH ayujaseH Hepe U THYMOPOLl
otuciipareiti 00 UapaghapunzeasHuoili Upociiop

The comparable results to previous apropos findings concerning the re-
currence rate after surgery of deep lobe neoplasms were a reconfirmation of the
preoperative assessment and consequently performed surgical procedure. As
was expected, the incidence of recurrence is higher in the malignant group, but
without significant correlation to the aggressiveness of surgery [3, 4, 6]. In our
opinion such acceptable results are a result of the great advancement in imaging
radiology, thereby allowing the expression of surgical skill.

On the other hand, the compared results for facial nerve morbidity are
quite satisfactory for such mutilating surgery. Here two cognitions are important
to note. First, the incidence of facial nerve involvement varies with the histolo-
gical type of the tumour, and second the incidence of facial nerve involvement
is proportionally correlated to the kind of surgery selected. Partial reconstruc-
tion of facial nerve branches was conducted in three cases. Gentle mobilization
together with controlled traction of the prepared facial nerve branches decreases
the percentage of postoperative facial nerve morbidity [1, 7, 17].

In comparison to other results I have to emphasize that only 3.2% in our
series had definitive palsy.

Conclusion

Exact preoperative planning with imaging radiology refinements is ap-
proved as a great proficiency in parapharyngeal space-occupying neoplasm
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surgery. A Posterolateral transcervical approach with angular mandibular osteo-
tomy gives much better postoperative results.

MRI should be the main choice in the majority of clinical presentations
of parapharyngeal neoplasms, with compulsory application in the diagnostic
evaluation of the malignant and massive deep lobe parotid neoplasms, leading
correspondingly to adequate radical surgery with minimal structural and facial
nerve morbidity.
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Pe3ume

MACHMBHUM HEOILTA3MUA HA VIABOK ITAPOTUAEH JIOBYC
N ITAPO®APUHI'EA/HN EKCTEH3UBHU HEOILITA3MMU:
COBPEMEH INMJATHOCTHUYKU U TEPAIINCKHU ITPUCTAII

Ilonoscku B.

Kaunuka 3a maxcunogayujasma xupypzuja,
Yrnusepauitieiti ,, Ce. Kupua u Meitioouj“, Cxoiije, P. Maxedonuja

Bucokara cienuuaHOCT Ha pErHOHATHUTE aHATOMCKH KapaKTEPUCTUKA
U 3HAYUTEIHO 3rojieMeHaTa MHIACHIIa Ha HeOIUIa3MUTe IITO ro 3adakaaT napa-
(hapuHTreaTHNOT MPOCTOP, HAMETHYBaaT NOTpeda Off aKyMyJialyja Ha UCKYCTBaA 3a
aIcKBaTeH JMjarHOCTUYKU TNPUCTAN 33 HUBHO YTBPAYBame U CO(UCTUIHpPAHA
mpefonepaTuBHa NMpoueHka. TymopuTe Ha mapagapuHI€anHHOT MPOCTOp omda-
KaaT MIMPOK AWjarna3oH HAa OCHUTHY WM MAIMTHA HEOIUIA3MH Off Pa3iIMYHO TKUBHO
MOTEKJIO.

Hamnpasena e KxoMmIuieTHa aHann3a Ha KIMHAUYKUOT TOK Ha cepuja of 26
MAIMeHTH OINEePAaTHBHO TPETUPAHU Ha HAlllaTa KIMHWKA CO MOTBpAcHa mapada-
pHUHTeaTHa Heomia3ma. bellle n3BenyBaH pyTUHCKH AMjarHOCTHYKY aJTOpPUTaM 3a
HEOoIIa3MM Ha MapoTHAHA JIoXa W mapadapuHKC, MPOCIEeH CO COONBETHA XH-
pypIliKa MpoLenypa Kako W afieKBaTHU Monudukanuu. Aprepuorpaduja Oere
u3BeAyBaHa caMO KOTa MMallle CyCHEeKTHOCT 3a MOCTOeHEe Ha TIIOMYC TyMOp WK
ako Oerrre eBUIEHTHO 3ahpakarme Ha KAPOTHAHN KPBHU CaJJOBU CO PU3UK Of] HUBHO
MOBpeyBakbe PU XUPYPIIKUOT 3adat. [loOueHnTe pe3ynTaT off CTAaTUCTHYKATA
eBaJyalja yKaskyBaaT Ha BHCOKO CHTHH(PUKAHTHA KOPEIMPaHOCT HA ,,imaging*
aHanmm3uTe off KoMmjytepusupanara Tomorpacpuja (KT) u Ha MarHeTHaTa pe3o-
HaHia (MP) co yTBpyBameTO Ha JIOKajqu3alyjaTa U eKCTeH3WjaTa Ha HeolJias-
Marta. MP Gerre JoMrHAHTHA TIPA YTBPAYBamke Ha KapaKTEpPOT HA TYMOPOT U KO-
mu3ujaTa co (paldjaTHIoOT HepB. TpaHCHApOTUAHMOT MPUCTANl ce MOTBPAYBa KaKO
HajepeKTHBEH XUPYPIIKN MPUCTal, BKIyYyBajKu U nBe Mopucukanuu. Kora ce
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nucepeHnupa eBHTyaleH napadapuHTrealeH TyMOp, HajuecTo Tpeba ma ce ode-
KyBa TYyMOp Off MIabOKHOT JOoOyC Ha mapoTHiHATa Xie3fa. [Ipeky er3akTHO
IpefoNepaTUBHO TUIAHNPAE CO HAjHOBATE MOTAINTETH HA ,,imaging® pagnoIIon-
KUTe TEXHWKU W XUPYPUIKUOT MPUCTAM CO TOCTepoiaTepaiHaTa MapoTUIEeKTO-
MHja M aHTyJIapHaTa OCTE€OTOMUja Ha MaHAMOYyIaTa, ce JOOMBaaT MHOTY TOI00pH
MOCTONIEPATHBHY PE3YIITATH BO ONIEPATHBHAOT TPETMAH HA OBUE TYMOPH.

Knyuynu 360poBn: napacdaprHrealHu HeoIIa3Mu, MApOTUAHU HEOIIa3MH, pali-
jalleH HepB, MarHETHA Pe30HAHIA, KOMITjyTepu3upaHa ToMorpaduja, OCTEOTOMH-
ja, mapoTuieKToMuja.
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Table 1 Distribution of parapharyngeal tumors — tumor origin
Ta6ena 1. [luctpubynmja Mo MOTEKIOTO HA TPETUPAHUTE TYMOPH Ha

n %
Deep lobe of parotid gland 26| 44,8
Minor salivary glands 4 6,8
Neurogenic tissue 12| 20,7
(Neurofibroma, Scwannoma, Glomus Tu,
Neuroleimmoma, Paraganglioma)
Vascular malformations 3 5,1
Miscellaneous 7 12,2
(Metastatic malignancy,
mesenchymal tumors)
Lymphomas 6| 10,4

napagapuHKCOT
Figure 1. Delay of symptoms prior to surgery
Cnuka 1. BpemeTpaeme Ha CHMIITOMUTE MPE] onepaliyja

Contributions, Sec. Biol. Med. Sci XXVIII/1 (2007) 113-127



Massive deep lobe parotid neoplasms and parapharyngeal ... 129

Lh
1
M
|

A\

3-8m 8-18m 18-30m 30-48m >48m

Figure 2. Clinical symptoms-distribution
Cnuka 2. 3acTaneHocT Ha KIMHAYKA CUMIITOMU
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Figure 3. Tumor extension on imaging and operative findings
Cnuka 3. EKcTeH3yuja Ha TYMOPOT Ha MIMHUIIMHT ¥ ONIEpaTUBHYU HAOAH
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Figure 4. Tumor comprehension
Cnuka 4. 3acTaneHocT Ha TUIIOBU HA TyMOPH
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Figure 6. Cumulative survival figure
Cnuka 6. KyMynaTuBHO BpeMe Ha IpeKUBYBame

100%

0% - : Sy :H—
B0% - : I :
70% - E : .
o] | 5.
50% ; : i
40% 1 5 E :
0% 5 i E
2% 1 ; : E
10% E 5 i

o ! . : . -

m 3m Em 12m 24m 36m
ACC e I IE = = "Mon-salivary origin
Figure 7. MRI of deep lobe pleomorphic adenoma with dumb-bell shape

Cnuka 7. MP npuka3s Ma niieoMopgeH afieHoM BO JIl1a00K MapoTHAEH
71006yc co hopma Ha NecOYeH YaCOBHUK
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Figure 8. CT of parapharyngeal mucoepidermoid carcinoma with round
shape

Cnuka 8. KT npuka3s Ha napadapuHreasHo eKCTEHAUPAH
MYKOIIEIEPMOM/EH KapIIMHOM CO Tolruecta hopma
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Eadic losk
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Figure 9 — 3D structural view of parapharyngeal space
Caurxa 9 — TpoOoumeHn3uoHaAeH TOUO-AHATUOMCKU ACUEKI HA
ilapaghapunzeasruoil iupocitiop
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Figure 10— Coronal MRI of malignant parafaringeal neoplasm
with extension to skull base
Cauxa 10 — Koponapern MP @ipuxa3 Ha masuzZhom Ha iapaghapouic
Co eKcilien3uja KoH 6a3a Ha KPaHUym
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Figure 11 — Transparotideal approach-superficial lobe removed and tumor mass
entirely below the facial nerve and behind mandibular ramus
Cauxka 11 — Tpanuciiapottiuden Gpuctiiaii-iospuHUO 100yC OTUCIUPaHerl
U TYMOPOIH 80 UeAOCH UCTOO auUjasHUOTI HePs U TT03a0U PAMYCOL HA
MaHOubyaa
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Figurel2 — Facial nerve mobilized and tumor removed from parapharyngeal space
Cauxka 12 — /[80jHo iipeiiapupar u MoOUAUUPAH ayujaser Heps U iyMopoill
otticiipareill 00 lapagapunzeaner Upociiop

Pesume:

MACHUBHU HEOINIA3MM HA JJTABOK ITAPOTUJIEH JIOBYC U
INAP®APUHTEA/HN EKCTEH3UBHU HEOILIA3MM: COBPEMEH
JUJATHOCTUYIKU U TEPAIIMCKU ITPUCTAII

B. Ilonoscku
Kaunuxa 3a makcuropayujaaua xupypzuja, Yrnusepauiteiti “Ce. Kupua u
Meitioouj”, Cxoitije, P. Makeoonuja

Bucokara cienumaHOCT Ha pErHOHATHUTE aHATOMCKA KapaKTEPUCTHKA
¥ 3HAYATETHO 3rojieMeHaTa WHIOWAEHIAa Ha HeoIUIa3MuUTe ITO To 3acakaaT
napacapuHreallHIOT TIPOCTOp, HaMeTHyBaaT moTpeba Of akyMmynangja Ha
WCKYCTBA 3a aflecKBaTCH JWjarHOCTHYKW TIPUCTANl 32 HUBHO YTBpPAyBamE W
coucTUIIPaHa TpeloNiepaTrBHA MponeHKa. TyMopuTe Ha mapacdapuHreaTHIOT
mpocTop ondakaaT MUPOK AWjama3oH Ha GEHUTHU WIM MaJINTHU HEOIJIa3MH Off
pa3NIuYHO TKUBHO MOTEKJIO.

HanpaBena e KOMIUIETHa aHAJIM3a Ha KIMHAYKUOT TOK Ha cepuja of 26
MalUeHTH ONepaTWBHO TPEeTHPAaHM HAa HallaTa KIWHUKA CO MOTBpJCHA
napacapuHreanHa Heolwta3Ma. bele wW3BefyBaH PYTHHCKH [HjarHOCTAYIKU
aJTopuTaM 3a HEeOIUIa3MH Ha MapOTHHHA JIOXKa W TMapacdapuHKC, MPOCIENEH COo
COOJBETHA XWpYypLIKa Tpoleaypa KakKo U afieKBaTHU MOAN(PHUKALUY.
Aprepuorpaduja 6erie n3BeayBaHa caMo KOra UMallle CyCIeKTHOCT 32 MIOCTOCHE
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Ha TIIOMyC TYMOp WM aKo Oellle €BUACHTHO 3adakame Ha KapOTUAHU KPBHU
CajlOBU CO PU3MK Off HUBHO HOBpElyBamke IPU XUPYPLIKHUOT 3adat. [JobueHure
pe3yaTaTH Off CTaTUCTUYKATa eBalyalnuja YKaXyBaat Ha BUCOKO CUTrHU(pUKaHTHA
KOpPEJIUPAHOCT HA MMHIIMHT aHANIM3UTE Off KOMIIjyTepU3UpaHATA TOMorpa(bH]a
(KT) u marneTHata pe3onanumja (MP) co yTBpyBameTo Ha JIoKajdu3anujaTa u
eKCTeH3HWjaTa Ha Heomia3Mata. MP Oelle NOMHHAHTHa NpH YTBpAYBame Ha
KapakTepoT Ha TYMOPOT M Konm3uWjaTa co  (alMjaTHAOOT  HEPB.
TpaHcnapoTUgHUOT TpPUCTall ce HOTBPAYBa KAaKO Haje(peKTHBEH XUPYPIIKU
IIpUCTal, BKIYUyBajKu ¥ ABe Moauukanuu. Kora ce gudepeHnupa eBHTyaneH
napacaprHreaneH TyMOp, HajuecTo Tpeba fa ce o4eKyBa TyMOp Of AIa00KHOT
n06yc Ha mapoTHHATa Xje3fa. IIpeKy eK3akTHO NMpefoNepaTUBHO IJIAHUPAHkE
CO HAjHOBHTE MOJAJUTETH HA UMHIUHT PAJUOJIOIIKUTE TEXHHKU M XHPYPIIKU
IOpHCTaN CO MOCTepoaTeEpPaNIHa NapOTHAEKTOMH]Aa U aHTyJapHa OCTEOTOMHja Ha
MaHAuOyjgaTa, ce A0OMBAaaT MHOTY NOJOOpPH IMOCTONEPATHBHU pE3YyNTaTH BO
OIEpPaTUBHUOT TPETMaH Ha OBUE TYMOPH.

Knyunn 36opoBm: Ilapacapurreannnm HeoIutasMy, HapOTHAHH HEOIUIAa3MH,
hanmjaien HepB, MarHeTHAa pe30HAHIA, KOMIjyTepu3mpana Tomorpaduja,
OCTEO0TOMM]a, TAPOTHAEKTOMH]A.

Asituopcka nowiupuxayuja: HanomenyBame eKka 3Ha4daeH jeJ o TPYAOT Geilre
NMpe3eHTHPAaH BO OIOPaHu opaiHu npe3enTanun Ha 18-tnor EBponckn konrpec 3a
Kpannomakcunoganujanaa xupypruja Bo bapuenona, lllnanuja, Bo cenreMBpu
2006 roguna.
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