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Medical report
Of Elena Dimitrova Dimitrova, 27 years old. Unified Civic Number (EGN) XXXXXXXX
Address: XXXXXXXX
Admitted on 19.01.2010 and discharged on ……….. Hospital file No. 1557
DIAGNOSIS: POLYPOSIS OF THE RECTUM. CONDITION AFTER TOTAL COLECTOMY WITH ILEORECTAL ANASTOMOSIS L-L FOR FAMILIAL ADENOMATOUS POLYPOSIS. CONDITION AFTER SPLENECTOMIA AND RESECTION OF PANCREATIC TAIL AND ABDOMINAL TUMOR EN BLOCK FOR ANGIOFIBROMA.

CONDITION AFTER TRANS ENDOSCOPIC RESECTION OF THE MULTIPLE RECTAL POLYPS.
RETROPEROTONEAL TUMOR No. 2. TUMOR OF ABDOMONAL WALL (DESMOID TYPE).
CONDITION AFTER RETROPERITONEAL AND ABDOMINAL TUMOR EXTIRPATION. PARTIAL INTESTINAL RESECTION OF THE ILEUM EN BLOCK WITH ILEO-ILEO ANASTOMOSIS. INTESTINAL SUTURE OF THE ILEUM AND LAPAROSTOMY.
RELAPAROTOMY FOR MESENTERIC THROMBOSIS. TENUOUS INTESTINAL RESECTION. JEJUNOSTOMY AND LAPAROSTOMY.
Past and former diseases: In October 2004 the patient was operated for multiple polyposis of the rectum. Subtotal colectomy with subsequent ileo-rectal anastomosis was carried out. Resection of formation with chondral density was carried out too originating most probably from the left flexure and engaging the lienal hilus as well as the pancreatic tail, which necessitated splenectomy, partial resection of the pancreatic tail together with the above described formation. Since then trans endoscopic polypectomy was carried out periodically in outpatient conditions.
ANAMNESIS: The anamnesis is taken from the patient, who is admitted for the first time in the clinic because of following complaints. Four years ago the patient noted a swelling and moderate pain in the low abdomen in the region of old operative scar. From two months the swelling increases considerably and becomes prominent above the abdominal wall. Allergy – to diazepam, thiopental, tracrium and nivalin.
PHYSICAL STATUS: The general condition is satisfactory. The skin and visible mucous membranes are pale pink. Increased subcutaneous lymph nodes are not palpated. The respiration is normal on both sides without added rales. The cardiac activity is rhythmic with heart rate 80 bpm and arterial pressure 110/70 mmHg. The abdomen is soft, painless on palpation, with normal peristalsis; liver and spleen are not palpated enlarged and there is soft, painless on palpation formation with size 8/11 cm in the region of the old operative cicatrix. The succusio renalis is negative on both sides. The extremities are normal. The findings on rectal examination are normal.
LABORATORY TESTS: Hb: 144-101-97; Er: 4.88-3.43-3.18; Ht: 0.42-0.26-0.28; Leu: 8.7-16.1-9.4; Platelets: 300-600; Total protein: 90-72-46; Albumin: 46-25-33; Urea: 2.9-2.7; Creatinine: 73-58-51; Total bilirubin: 37-66-33; Direct bilirubin: 5-9; Serum amylase: 79-88; AF: 134; SGOT: 18-28; SGPT: 26-13; K: 5.0-4.0; Na: 144-141; Ca: 2.6-1.8.

Consultation with Therapeutist: There are no contraindications related to the cardiovascular system for operative surgical treatment.
X-ray of the heart and lungs is normal.

Consultation with gynecologist: The gynecological status of the patient is normal.


Fibrocolonoscopy: The blind end of the rectum was examined (16 cm proximally from the anorectal line), at approximately 2 cm distally – lateral-lateral ileorectal anastomosis – wide, the penetration in the ileum is easy – normal. There are multiple polyps on the wide base in the rectum with lobular surface and size 5-12 mm.  Diagnosis: multiple rectal polyposis, ileorectal anastomosis (L-L).

CAT – native, with contrast matter by mouth and i.v. – 150 omnipack.


Two soft tumor formations are seen intraperitoneally: the one most probably is connected with peritoneum with size 90x57 mm and the other is located in the region of mesenterium immediately to the blood vessels with size 90x62 mm. A third formation with size 57x54 mm is located in the anterior abdominal wall at the level of anterior superior iliac spines. The liver is with normal size and density, without focal changes. There are no data for pathologically widened intra- and extrahepatic biliary ways. The gall bladder is not enlarged and without stones with calcium density.
OPERATION: 22.01.2010. LAPAROTOMIA MEDIANA MEDIA AND INFERIOR. DEBRIDEMENT. EXTIRPATION OF RETROPERITONEAL TUMOR No. 2 AND ABDOMINAL WALL TUMOR. PARTIAL INTESTNAL RESECTION OF THE ILEUM EN BLOCK WITH ILEO-ILEO ANASTOMOSIS. L-L INTESTINAL SUTURE OF THE ILEUM. DRAINAGE No. 3. LAPAROSTOMY. ANAL DILATATION.

SURGEON: Assoc. Prof Damyanov; Assistants: Dr. Alexandrov, Dr. Gaydeva, Dr. Hristova

INTRAOPERATIVE FINDING: In the subcutaneous tissue in the navel region a tumor formation was accessed with diameter 10 cm engaging all layers of the abdominal wall including the peritoneum. At the revision of the abdominal cavity a tumor formation was established with diameter 30 cm originating from mesenterium and growing to the retroperitoneum and small intestinal loops. Part of intestinal ileal loops except that have been conglutinated entered the tumor formation too. Wide ileo-rectal anastomosis. The uterus is with several myomatous nodes with diameter to 2 cm. The liver and the rest abdominal organs are normal. Total debridement was carried out. The tumor formation was extirpated together with conglutinated to it small intestinal loop. An abscess cavity was opened in preparation and approximately 100 ml pus-like secret flowed out from there. The passage was recovered with ileo-ileo anastomosis on two levels.
The invasive growth of the tumor engaging chiefly the terminal ileum, its abscess creating nature as well as the expressed neoangiogenesis, which supposes malignancy of the mesenchymal tumor were basis for the decision for trial for process extirpation. Additional argument for active surgical treatment in relation to the tumor process was also the fact that the total engagement of the small intestinal loops would not allow their functioning. The aggressive character of the tumor and its invasive nature could be anticipated and after the obvious difference versus abdominal CAT and operative finding. The rich tumor vascularization posed a risk for intraoperative bleeding and it was decided the splanchnicus blood flow to be reduced with vasopressin. It was estimated that the Gefrier’s diagnostic potential in relation to the mesenchymal tumors is limited and the examination was not carried out because of it. The relative mobility of the formation was also an argument for its extirpation. The separation of the small intestinal loops from jejunum began on a sharp manner. In the course of dissection the enteral lumen was opened in a place, which afterwards was sutured after removal of the tumor. The dissection continued for the ileum too, which proximal part except that had been well conglutinated to the tumor entered the tumor too so the tumor extirpation was carried out en block with part of the ileum with length 30-40 cm. After the total extirpation of the tumor the operation went on for 1 hour and 30 minutes more when the terminal ileum was anastomosed with lateral-lateral anastomosis, the intestines were recovered and the enteral lumen defect was closed.  A check for good hemostasis was carried out. It was estimated that the other small intestinal loops are vital but in spite of this their hermeticity was checked out with methylene blue through the nasogastric probe. However the operation ended with laparostoma with the idea for “second look”. The scope of the intervention was argument not to undertake further action in relation to the rectum.
Histopathological result N: B10 1857-1870

MACROSCOPIC: Resected segment of small intestine with length 65 cm with adjacent well delineated large tumor with dimensions 19 cm x 14cm x 10 cm, lesser second tumor satellite to the large one, well delineated too, with dimensions 10 cm x 10 cm x 6 cm. Their sliced area is with focused yellow color and looks like mature fat tissue with grey fields with fibrous structure. Third separated tumor (not connected with the small intestine and the two described tumors), well delineated too, with dimensions 10.5cm  x 7 cm x 7 cm. The three tumors are solid.
MICROSCOPIC B10 1857-60: The largest tumor node is hypocellular, structured by cells with fusiform and round nuclei with one, two and three nucleoli and eosinophilic cytoplasm. The cells are disunited by a copious quantity of collagen (green colored according to Masson Goldner), foci with hyalinization and stromal myxoid changes. There are blood vessels with fresh focal haemorrhages.
B10 1861-3: Wall of small intestine with infiltration of the serose and peripheral part of tunica muscularis propria from the described in B1857-60 large tumor, which in this section has focal vascular wealth and focal lymphocytic infiltrate. The serose of the small intestine outside the tumor is with acute purulent serositis.

In immunohistochemical examination (B10 1863) the tumor cells expressed themselves: in 100% intensive Vimentin, single cells and a small part of cells express smooth muscle actin, single cells Desmin, S 100 protein and in 16% Ki 67. These do not express: SD 117 and 34.
B10 1864-6: The smaller tumor node satellite of the large has the described histomorphological structure but is more hypocellular with more plentiful collagenization, with more focal lymphocytic infiltrations and contains fields of mature fat tissue.

B10 1867-69: The separated tumor node is also constructed by fusiform cells and collagen, with scant blood vessels. It is well delineated from the adjacent fat tissue and an implanted surgical thread is seen in its periphery.
B10 1870: The resection ends of the small intestine are with mild catarrhal enteritis and desquamation of the covering enterocytes.

DIAGNOSIS: Abdominal (mesenteric) Fibromatosis – desmoid type Fibromatosis

The Physician’s Diagnostic Committee decided: Waiting
Postoperative period: The early postoperative period went in the Intensive Care Unit under the protection of infusions with water and electrolyte solutions, antibiotics, anticoagulants.  At the morning change of dressing scant bloody secretion from the drainage openings was seen without pathologic admixtures and stable hemodynamics. In the first postoperative day about 17:00 p.m. intestinal content was found from the contact drainages and the wound of laparostomy.

The patient was operated urgently on 23.01.2010. – RELAPAROTOMY No… TENUOUS INTESTINAL RESECTION. PROXIMAL JEJUNOSTOMY. DRAINAGE No. 2. LAPAROSTOMY.


A turbid collection 500 ml was found in the abdomen. Small enteral loops – necrotic in decomposition were found at 4-5 cm under the ligament of Traiche to the ileo-rectal anastomosis. The intraoperative findings suggests that the thrombosis is in the basis of mesenteric vessels. The most part of the small intestines were resected ~ 1 m 20 cm. The proximal jejunum was exteriorated with the help of Petzer catheter on the left side of the abdominal wall. The rectum was closed according to the type Hartmann.

Operative diagnosis: Mesenteric thrombosis. Condition after extirpation of retroperitoneal tumor and abdominal tumor.


The postoperative period went with difficulties in the Intensive Care Unit with infusions, under monitor control and sedation.

On 27.01.2010 operative dressing was changed – RELAPAROTOMIA No. 2. REVISION OF THE ABDOMINAL CAVITY. DRAINAGE No. 2. SUTURE OF VUVNERIS. LAPAROSYNTESIS WITH VENTROFIL.


All abdominal organs were seen as vital and covered with moderate quantity fibrin deposit. The patient was extubated on oxygen mask in the first postoperative day and was hemodynamically and hematologically stable. Dry dressing was put on the wound. The surgical wound heals primarily.
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