PEIGARBTES: 20104 7H %63% 7

3 iFig

3.1 NSCLC KZEEH GRS H T2, R ZF R
2 AT NSCLC EZMIAIT ikZ—. Ak, — 2
(AT 259 S0 S Bk A TR YT NSCLC b 7w H #54f
ISP, CCh BT —ZIRY7 TSR . AR IR K rh o)
BARAEIY RARBUIRRT G | & ELA R (14 A 2 45 ) AN 1 FH AL
BT EME—REAR G R A M2, S5 B R AR
B AT AR IR B HORT RO AR, AT
T P90 04 L EL BELORT e A B vy 3 288 W, AT )
T RBL R T 52 B L2 IR 9T NSCLC A3 808
25% , LT 2l A 20020 A R i b 2y, e e T
DNA, 5 DNA i J ™= A 4 N K i (7] 22 7% 452, B 1E DNA 19
B S5 BN NSCLC BRE R 16% 2, Eiom
SR IA IR PFEAE A4 R AZ BN O B3R
J7 I NSCLC 3 A 20 R 39. 13% (18/46) , WINAH AT
BEH 50.0% (9/18) , B IR H A REE 32. 14% (9/28) , HUi%
TR SL, S5 E N SRR B B A ROR R 47.2% (17/36)
M139.53% (17/43) MBI, 58.7% (27/46) 3 KPS 1T
O3 AN R R

3.2 BRSBTS 60 T2 B S I A R
A & 5 BEID 1 A 40 sk 2o 3, AR 21 40 sk D
KHFR N 89. 12% Wi T G-CSF Sz AT 5 ¥4 Ik &2 9T fE IR
FISERURTT BB R 25K 100% o oh AR EALTE [ K
ARG TR (82. 6% ) , 75 5 Wi FH 25 /0 B SC %5 XA IR T

- 665 -

BN EAT O, FA R S A TP S RE A0 3 LA 5675 8
AT R — 1 P, XPAE AL HRR S 9 AT AT, AN ST
T FARAALST IR S A B A ) AR
P BSOS 2 A S8 A2 B i 2 2 T 5 RLA
TR 24, A LSS B A S BEORORE (A 2 {9 B
— i MR IR SRR, 2 SGA YT JR AEARAR P O, AR
WA ARERIRTT

3.3 ARYURIFEREN] SAZ B S AT AR/ ah
Jaii g , e R0ih s R, A B, H ek,
BEPERN B 2 BT 32 , %) T 48 K 8] NSCLC B35 2R A7 I
[Fa) | S A 0 o A R S, O H AT YT 48] NSCLC A9
W RZ—  IGE A AR R

£ 3Lk

U FEEg. NRVEA M. Juat ARTUAE 1, 2001 :431.

2 RGN E R MO, S AL BT IR A T
RWFFE[T]. e iR 27,1998 ,20(2) : 148 - 152.

309N A AEYL, E S IE R NEFFEN ML S 5 MR dERT: A
DA AL, 2008 :416.

4 Bk EERR, KR, CP RS TP R —ZIAsT MlEE/
68 4 I R R R [ T ] Wi R MR 2 24 75,2008 ,13(2) : 133 — 136.

5B K, EKAE KR, S PR A REECA LT IR T AR /N Al
Jitidie 43 BIFFROREE[ )], S5 I IR B 252435 ,2009,10(4) :62,70.

[ B 42010 -02 -04 ] [ AL %4 X)Wk 3 LI (LT) ]

——
2R

P2 AT P E AR A A g SRR B 10 49193 A

AAEL, & A, FEL

FEF AL . 535000 PG AR T AR N BB B - AR
TEH T

[AE]

FHSC1971 =) 95 REEAR) 22 i, R BRI, BFFE 5 ) FFRERRBRAMEHEOR 26 o E-mail : LSW0504@ 126. com

BE RO AE (HCC) AR R IZ T FIRAYT 5 ik . ik [P S 45 F a4 10

T2 R PR A AR A I PR TSR, ZBR 6 AT IR AR IR PE DT BR AN AR A T A B AR AR5 P 2 2

AAFIT L 2.5 4F 4 (I FRaid T IRAS UIOT O AR RS A7t <6 N H . Sig

JE AR IERRA PEDIBR A AR

AR UL AT Y I A0 M I P AR A e A 8T vk T A (R A AT IR D

[RgiRE] FFME, MEme; SMBHEYT
[HE4SZES] R735.7 [XEFERIRFEE] B [XEH

doi:10.3969/j. issn. 1674 —3806.2010.07. 26

Surgical treatment of 10 cases of hepatocellular carcinoma with bile duct tumor thrombus

] 1674 -3806(2010)07 - 0665 —03

LI Shi-Wen, XU

Xu, FANG Fu-Yi. Department of General Surgery,Qinzhou Second Pepole’ s Hospital, Guangxi 535000, China

[ Abstract |

bile duct tumor thrombus. Methods

Objective

To investigate the diagnosis and treatment of hepatocellular carcinoma ( HCC) with

The clinical date of 10 cases of HCC with bile duct tumor thrombus were ana-
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lyzed retrospectively. Results

Six cases patients received primary tumor radical resection combined with bile duct

tumor thrombus removal, their median survival time was 2.5 years;4 cases patients received simple bile duct tumor

thrombus removal, heir median survival time was less than 6 months. Conclusion The primary tumor radical resec-

tion combined with bile duct tumor thrombus removal for the treatment of HCC with bile duct tumor thrombus was the

effective ways to prolong survival time.
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Posterior capsulotomy via pars plana for posterior capsule opacification YANG Sheng, CHEN Guang-sheng, LI
Huan. Department of Ophihalmology ,Liuzhou Red Cross Hospital , Guangxi 545001 , China

[ Abstract ]| Objective To investigate the effect of pars plana capsulotomy and vitrectomy with infusion
through the limbus to remove the posterior capsule opacification (PCO). Methods The data of 27 eyes of 23 patients
with PCO,who were undergone pars plana capsulotomy and vitrectomy with infusion through the limbus, were respec-
tively analysed. All the patients were followed-up for 6 ~ 18 months. Results The central opaque posterior capsule
and anterior vitreous were successfully removed in all patients without complication. A round hole with 3.0 ~6. 0 mm
diameter was obtained at the posterior capsule. The visual acuity in all patients was improved; There were no compli-
cation during the postoperative follow-up period, such as dislocation or damage of the IOL, retina detachment and PCO
again. Conclusion Pars plana capsulotomy and vitrectomy with infusion through the limbus is a safe and effective to
remove the PCO.
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