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INTRODUCTION

Incidence of inflammatory bowel diseases (IBD)
is increasing worldwide [1], due to environmental
exposure, increased awareness by physicians and
the public and advancements in diagnostic methods.
Since the introduction of new biologic agents (anti-
TNF antibody) or immunomodulators (azathioprine
and mercaptopurine) the natural history of IBD seems
to change over time. Although a decrease in colectomy
rates for ulcerative colitis (UC) was observed during the
last decades, reflecting improved medical treatment
[2], data are conflicting for Crohn’s disease (CD). Some
authors report that proportion of patients undergoing
CD related surgery decreased [3,4], whereas other do
not [5-8].

Nevertheless, more than 40-50% of CD patients will
require at least one surgical resection within 10 years
after diagnosisto relieve symptoms if drug treatment
fails or to correct complications [9]. Between 25% and
30% of patients with UC may require surgery if patient
is refractory to medical treatmentor in presence of
dysplasia [10]. IBD patients are theoretically ideal
candidates for minimally invasive surgery: they are
often young and active with little abdominal fat; the
reduced number of intra-abdominal adhesions might
also facilitate potential reoperations for CD recurrence.
Nowadays, the recent ECCO guidelines recommend
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BBEOEHUE

3ab01eBa€MOCTh  BOCHAIUTEIbHBIMU 3a6071€BaHUAMU
kumevHuka (B3K) Bospacraet o Bcemy Mupy [1], 9To MoKeT
GBITH CBA3aHO C BO3JeHCTBUEM (PAKTOPOB OKpPYKAOIIEH
cpenbl, IOBBIIIEHHEM OCBEJOMJIEHHOCTH Bpaued U Hacese-
HUA, YIAy4lIeHUeM AUATHOCTUYECKUX MeToAoB. C MOMeHTa
TOSIBJIEHUS HOBBIX OMUOJOTMYECKUX areHTOB (aHTUTeNIa K
DHO-0) 1 IMMYHOCYIIPECCOPOB (a3aTUOIIPHUH U MEPKAIITOILY -
pUH) ecTecTBeHHOe TeueHUe B3K co BpeMeHeM U3MEHUIOCh.
HecMoTps Ha TO, YTO B IIOCJIEJHUE JECATUIETU HAbIIogaeT-
csl CHHKEHHE YaCTOThI BBIITOJHEHUA KOJTOKTOMUU Y GOIBHBIX
sA3BeHHBIM KoauToM (fK) Giarogapsa yJIydieHUIo KadecTBa
snedenusd (2], npu 6one3nu Kpona (BK) Ha6mogaeTca IpoTu-
BOIIOJIO}KHAA KapTUHA. HeKoTopble aBTOPBI COOGIIAIOT, UTO
4YHCJIO NAIUEHTOB, MEPEHECIIMX OIlepaluio 1o nosoay BK,
YMEHBIIWIOCH [3,4], B TO BpeMs KaK ApPyTUe YTBEPKIAIOT
ob6paTtHoe [5-8|.

Bonee 40-50% narueHToB ¢ BK mepeHocAT, Kak MHHUMYM,
O/IHO OIlepaTUBHOE BMEIIATEIbCTBO Ha KEyJOYHO-KUIIIed-



that laparoscopic approach is the best approach for
ileocolic resections in CD where appropriate expertise
is available. In more complex cases or recurrent
resection, ECCO stated that there is insufficient
evidence to recommend laparoscopic surgery as the
technique of first choice (ECCO Statement 7F) [11].
Similarly, laparoscopic surgery is considered as safe
and feasible for the elective surgical treatment of UC or
for emergency colectomy, where appropriate expertise
is available (ECCO Statements 5A and 5C) [12].

We report here the current indicationsfor laparoscopic
approach in IBD surgery.

LAPAROSCOPYIN CROHN'’S DISEASE

Stenotic forms of ileal disease

The first successful laparoscopic cases were reported
for «simple» CD cases, defined as primary resection,
fibrostenotic phenotypes, without fistulising disease
or large intraabdominal inflammatory mass. These
first cases consisted more frequently of an ileocaecal
resection [13-15]. Bemelman et al. were the first to
compare laparoscopic and open resection forstenotic
ileocolic CD. They demonstrated that laparoscopy was
associated with similar morbidity rates than an open
approach, but conferred a shorter hospital stayand
improved cosmetic results [16]. Since then, two
randomised trials [17,18] and five meta-analyses [19-
23] have demonstrated the superiority of laparoscopy
over laparotomy in this setting. Milsom et al. reported
that postoperative morbidity, incisional length and
respiratory recovery were significantly reduced after
laparoscopic approach, whereas operative time was
increased. There were no differences between groups
regarding to analgesic use, transit recovery, length
of stay and long-term results (recurrence, incisional
hernia, small bowel obstruction) [17,24]. Similarly,
Marteense et al. observed that laparoscopic approach
was significantly associated with decreased morbidity;,
transit recovery and length of stay, whereas operative
time and costs were increased compared to open
approach. Moreover, quality of life and cosmetic
results were significantly improved after laparoscopic
approach, but long-term results were similar between
groups [18,25]. Likewise, the five meta-analyses [19-
23] demonstrated that overall morbidity, postoperative
ileus, length of stay, and incisional hernia were
significantly reduced after laparoscopy compared to
open approach. However, the Cochrane review did not
find significant advantage for laparoscopy, because
only randomised trials were included, which limited
the statistical power [26].

One of the largest study of laparoscopic CD resection
was reported in 2009 by the Mount Sinai Medical
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HoM TpakTe (JKKT) B TeueHue 10 jeT ¢ MOMeHTa IIOCTAHOBKU
auarHosa B ciay4dae Hed(hPEeKTHBHOCTU MeJUKaMEHTO3HOM
Tepamnuy WU C LeIblo JUKBUAAIIUY OCIoKHeHU! [9)]. Cpenu
Bcex nanueHToB ¢ AK B 25-30% ciiygaeB Mo:keT IoTpe6o-
BaTbCA oIepalnus, eciau 3abojieBaHUE He IIOAJAEeTCS KOH-
cepBaTUBHOM Tepaluy WIN B cllydae HaJW4HudA y IaryeHTa
JUCIIa3uu anuTenusa kumedHuka [10]. Boasaeie B3K Teo-
PEeTUYECKU ABIAIOTCA UAcaIbHBIMU KaHAUAATAMH JJ14 Jara-
POCKOITMYECKON XUPYPryUU 3a CUET TOro, YTO GOJIBIIIMHCTBO
U3 HUX — 9TO JIIOJU MOJIOAOro Bo3pacTa U aKTUBHOTo obpa-
3a KU3HU, C MUHUMAJIbHBIM BHCLIEPAJIbLHBIM OKHPEHHEM U
HeOOIBIIMM KOJIMYECTBOM CHaeK B GPIOIIHON mosiocTy. Bee
nepevucieHHble (aKTOPbl MOTYT CIIOCOGCTBOBATh IIPOBE/IE-
HUIO NOBTOPHOM OIlepalyy y NarueHToB ¢ peruausoM BK B
6ostee 61ArONPUATHBIX YCIOBUAX.

IlocnenHAA pelaknus peKoMeHAanui EBponeiickoit opra-
HU3alUHU 110 U3ydyeHUuIo 6osne3Hu Kpona u komuros (ECCO)
yTBEep:KJAeT, YTO JANapOCKOIMMYECKUM [JOCTYIl SBJAET-
csl «30JI0TBIM CTAHAAPTOM» IIPH HJIEOIEKATbHOM pe3eKIIUU
KHUIIIEYHUKA 110 IT0BoAy BK (B y4YperkIeHUAX, Ie UMeeTCsa
COOTBETCTBYIOIIMU OIBIT). B ciydae ocioHEHHON (HopMBbI
WM IpU IMOBTOPHOM pesekuuu kumeyHnka ECCO mocra-
HOBMJIA, YTO HE CYIIEeCTBYeT JOCTATOYHOI'O KOJMYeCTBa
JIOKa3aTeJIbCTB, YTOOBl PEKOMEHJOBATH JIAIapPOCKOIIMYe-
CKYIO XMPYPTHIO KaK METOJ, BbIOOpa B ITOA0GHBIX COCTOSHUAX
(mono:xxenue ECCO 7F) [11]. HecMoTpsal Ha 2TO, J1allapoCKO-
nUYecKas XUPYprusd cyuTaeTcsa 6e30I1acHON U IIpueMyIeMON
TEXHUKOMN IPU IIJIAHOBBIX XUPYPrUYEeCKUX BMeIlaTeIbCTBAX
y 60onpHBIX K WIN IPU 9KCTPEHHBIX KOJIDKTOMUSAX B YUPEkK-
JIEHUAX, Ile UMeeTCA COOTBETCTBYIOIINU OIBIT (IIOIOKEHHUE
ECCO 5A u 5C) [12].

B maHHO¥ cTaThe MBI COO0IIIaeM O MOKa3aHUAX K JIAaIapPOCKO-
IAYECKUM oepanuusaM B xupypruu B3K.

JIANAPOCKOMMNYECKUME
OMNMEPALIMN MNP BOJTIE3HN KPOHA

CmeHomuueckue (popMbl NPU NOPAAHCEHUL MOHKOLL KULKU

[lepBBble ycHENIHBbIE CIAyYad JIATAPOCKOIMYECKUX BMeIla-
TeJIbCTB OBUIM OIMCAHBI IIPH HEOCIOXKHEHHBIX (popmax BK,
KOTOpPBIE BKJIIOYAJIU B ce0s IepBUYHBIC PE3EKIIUH KHUIIed-
HUKA IIPU CTEHOTUYECKOM (peHoTHne 6osie3HU 6e3 CBUIIEH
miu THOUWIBTPATOB OPIOIIHOM NOJIOCTHU. Harle BCero BbIIOJI-
HAJIACh PE3EKINA WIEOIeKaIbHOI0 OTAeIa KUIeYHUKa [13-
15]. Bemelman u coaBT. 6bLIN IEPBBIMH, KTO CPaBHIINA
JIAIIAPOCKOIIMYECKYIO U OTKPBITYIO PE3€KIIUH IIPU CTPHUKTY-
pupytoineit ¢popme mreonekanbHol BK. OHM nokasany, 9To
IIpUMeHEeHMe JAapOoCKOIIITIeCKOro JOCTYIIA He YBEIUIUBAIIO
KOJIMYIECTBA OCJIONKHEHUH B CDABHEHUHU C OTKPBITHIMH OIlepa-
IIUAMH, HO IIPU 9TOM OTMeYEHO COKPAIlleHUEe IIPOJOIKUTEb-
HOCTHU IIpeOBbIBAHUA GOJIBHOTO B CTAllIOHAPE U YIIydIlIeHHe
KocMeTHueckoro adderra [16]. [IBa paHAOMH3UPOBAHHBIX
uccnegoBanuda [17,18] u nare MeTa-aHaau3os [19-23] mpo-
JIEMOHCTPHPOBAJIH IIPEUMYIIECTBO JIATAPOCKOIIMYECKUX
orepanuii HaJ OTKPBITBIMH. Milsom u coaBT. coobrim,
YTO KOJIMYIECTBO IIOCJICONEPAIIMOHHBIX OCIOKHEHUH, JIMHA
KOJKHOTO pa3pes3a U BpeMs BOCCTAHOBJIEHHA AbIXaTeIbHBIX
GYHKOUN 3HAYUTENIBHO COKPAINAINCH IIPH HCIIOIb30BAHUN
JIAIIAPOCKOIIMYECKOTO IOCTYIIA, B TO BpeMs Kak IIPOJOJIKU-
TEJIBLHOCTB OIepalyy yBeIWduBajaach. He GbLIO BBIABIEHO
KaKUX-IN00 pasauauil MeKay TPyHIaM{d B HEOOXOJUMOCTH
HICIIO/Ib30BAHUSA aHAIBI€TUKOB, BOCCTAHOBIEHUA MOTOPHKHU
JKKT, jymirenbHOCTH npeGbIBAaHUA HNAIlUeHTa B CTallMoOHape
¥ OTJAJICHHBIX Pe3yIbTaTax (PeHUANB, BEeHTPaIbHasA IPhIKA,
HEIIPOXOANMOCTb KUIIIeYHHKa) [17,24]. IIpu aTtom Marteense
¥ COaBT. OTMEYaJIX YMeHbIIIEHHe KOJIMIeCTBA OCIOMKHEHUIH,
6osiee GBICTpOE BOCCTAHOBIEHHE (DYHKIIUM KHUIIIEYHUKA U
COKpallleHe IO0CJIEONEePAIMOHHOr0 KOMKO-AHA IIpH Jama-
POCKOIITYECKOM IIOJIXOZle, B TO BpeMA KaK IJINTEJIbHOCTH
oIepariy ¥ 9KOHOMUYECKHe 3aTpaThl ObUTH BBIIIE, II0 CPaB-
HEHHIO C OTKPBITBIMU BMeENIATeJIbCTBAMU. PSAIOM aBTOPOB
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Center [27]. Of 335 laparoscopic procedures, 49%
were ileocolic resections for non-penetrating primary
CD. In this subgroup, conversion rate was 0.5%,
which is significantly lower than the first reported
case-series (19-22% conversion rates) [14,15] or the
pooled conversion rates in the different meta-analyses
(7-11%) [19-22]. More recently, we have reported our
experience in laparoscopic approach including 574
abdominal procedures for IBD patients [28]. Surgery
was performed for CD in 344 cases, and consisted
of ileocecal resection in 83% of them. Conversion to
laparotomywasrequiredin 15%ofoverall CD procedure,
and 13% of ileocecal resection. This conversion rate
appears higher than its reported by Nguyen et al.
[27]. The main reason is probably the significant
rate of «complex» cases in our series, presenting with
recurrent CD (12%) or intra-abdominal sepsis such as
abscess and/or fistula (16%).Conversely, in the series
from Nguyen et al., the number of patients operated
for recurrent CD is unknown and patients with intra-
abdominal abscess represented only 5% of the cohort
[27]. Indeed, the most frequent identified risk factors
for conversion are extra-caecal colonic disease and
intra-abdominal abscess or fistula [29-31].

«Complex» cases

The feasibility and safety of laparoscopic approach is
still questioned in the presence of «complex» CD cases,
such as recurrent case (due to potential adhesions
from previous surgery) or perforating forms of CD
(with thickened bowel loops, thickened and fragile
mesentery, inflammatory mass, unexpected fistulas
or abscesses).

In the two previous randomised trials, patients with
recurrent or complex CD were excluded. Moreover,
in a nationwide data analysis of 49609 CD patients,
fistulising disease or complex cases requiring ostomy
were more frequently operated through open than lap-
aroscopic approach (p<0.01) [32]. However, in 1997,
Wu et al. reported that laparoscopic approach for
recurrent cases, abscess or phlegmon disease, was
associated with better outcomes than open ileocolic
resection. Interestingly, conversion rate was higher
in case of recurrent CD (20%) than fistulising disease
(7%) [33]. Similarly, we had noted sucha high conver-
sion rate (31%) after laparoscopy for CD recurrencein
a comparative study with open surgery (34). In anoth-
er comparative study from our group, postoperative
outcomeswere similar after laparoscopic ileocolonic
resection for «complex» CD (i.e. recurrent or perforat-
ing forms) and for stenotic forms of CD [35].

In our series of laparoscopic surgery in more than 500
IBD patients, we have reported that the rate of lapa-
roscopically managed complex procedures increased
significantly (from 16% at the beginning of the study to
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OTMEYEHO, YTO Ka4eCTBO JKU3HU U KOCMETHUYECKUE Pe3yIbTa-
ThI OBLIM 3HAYUTEIBHO BBIIIE IIPU HCIIOIb30BAHUM JIAIIApO-
CKOIIMYECKOT0 MeTO/a, TOrAa KaK OTJaJIeHHbIE Pe3yJbTaThl
OBLIM CXOAHBIMM MexxAy rpymmnamu [18,25]. Ilo maHHBIM
IATA MeTa-aHaIu30B [19-23], obIiee YUCIO OCIOMKHEHUM,
Hapymenue MoTopku KT, Ipogo/KUTEIbHOCTh TOCIIUTA-
JIN3alluY U BEPOATHOCTh 06pa30BaHUA BEHTPAJIbHOU I'PhIEKU
OBUIM HM:KE IIOC/Ie BBIIIOJIHEHUSA JIAIIAPOCKOIMUYECKUX OIle-
pauuil 10 CpaBHEHUIO C OTKPBITBIMU. HecMoTpsa Ha aTO,
B HoxpaHoBcKkOM 0630pe, KOTOPBIA BKJIIOYAlI B ce0A TOJb-
KO paHJOMH3UPOBAHHBIE HCCIEIOBAHUA, TEM CaMBIM Orpa-
HAYMBas CTATUCTUYECKYIO MOIIHOCTBb, He OBbLIO BBISBJIEHO
CYIIECTBEHHBIX IIPEUMYIIECTB JIAIapOCKOIMMYECKON XUpyp-
TUM HAJl OTKPBITOU [26].

B 2009 rogy MeauImHCKUM LeHTpoM Mount Sinai omy6mm-
KOBaHBI Pe3y/IbTAaThl OJHOI0 U3 KPYITHEUIIINX UCCIeJOBAHUI,
TIOCBAIIEHHOTO JAIAapPOCKOIIMYECKUM Pe3eKIUAM KHUIIeYHU-
ka npu BK [27]. Cpeau 335 mamapocKomUYecKUX BMeIIa-
TeJbCTB 49% ObLIU IIPEICTaBICHbI WIEOIEKAIbHBIMU PE3eK-
IIUAMH KUIIeYHUKa IpU HeleHeTpupyoomux gopmax BK. B
9TOU MOATpYIIIle YPOBEHb KOHBepcuu cocTasiaa 0,5%, duro
3HAYUTEJIbHO HMKE, YeM B HCCJIEJOBAHUAX, OIyOIMKOBAH-
HBIX paHee (19-22% uacTtoTa koHBepcuu) [14,15], u Humxe,
YeM CyMMapHbIi K03(hGUIIMEHT KOHBEPCHUU I10 JAHHBIM pa3-
HBIX MeTa-aHalau3oB (7-11%) [19-22]. He Tak AaBHO MBI
OITyOJIMKOBAIM HAIIl OIBIT JIANAPOCKOIIMYECKUX OIlepariyiii,
B KOTOPBIA OBLIO BEIIOUEHO 574 a6AOMUHAIBHBIX BMeEIIa-
TenbeTB y nanueHToB ¢ B3K [28]. Ilpu BK 6bU10 BBIIIOIHEHO
344 onepauuu, Opu 3ToM y 83% GOJIbHBIX — HIeOLeKaIbHaAd
pe3eKIus KUIIeYHruKa. JacToTa KoHBepcuu coctaBuia 15%
oT obmero uucia omnepauuit npu BK u 13% mpu pesek-
IIUAX HIEOIeKAJIBbHOTO OTAejIa KHUIIeYHUKA. [lolydeHHBIN
YPOBEHBb KOHBEPCUM OKa3aJjics BBIIIE, YeM OIMcaHo Nguyen
u coaBT. [27]. CBsA3aHO 9TO, BEpPOSATHEE BCErO C TEM, YTO B
Hael pa6oTe IpeBaaupoBaau 6oabHble BK ¢ penuauBupy-
oInUM TedeHueM (12%) uiyu HaIu4gueM OCJIOMKHEHUN, TaKuX
Kak MHOWILTPAThl OPIOIIHON IOJOCTH ¢ (OPMHUPOBAHUEM
abcrecca Y/WiIM MEKKUINIEYHBIX WJIM HApPYKHBIX CBUILEH
[16%)]. ITpu aTOM B HccaegoBaHuU Nguyen U coaBT., KOJIUYe-
CTBO IMALIMEHTOB, ONEPUPOBAHHBLIX IIPU PEUUAUBUPYIOIIECH
BK, HeusBecTHO, a GoJbHBIE C BHyTPUOPIOIIHBIMU abcriec-
caMM COCTaBJISIZIA TOJBKO 5% oT o6Ied koroptTel [27]. B
9TOM CBA3M, HanboJiee YaCThIMU BhIABIEHHBIMU (hbaKTOpaMU
PHCKA KOHBEPCHHU fABJAIOTCA PACHpPOCTPAaHEHHOE IOopake-
HUe 000JI0OYHOU KUIIIKU U HaJIU4Yhe HHTPaAGJOMHUHAIBHOI'O
abcriecca WM cBUIIEeBOl GopMsbl 3a6osieBaHusd [29-31].

OcnodcHeHHble hopMbl

[TpakTUYHOCT U 6€30IACHOCTh HCIIOJIb30BAHMA JIAllapo-
CKOIIMYECKOIo MOJXOJa BCe €llle IIOABEpPraTcid COMHEHUIO
B ciIy4dae ocJoKHEHHBIX ¢opMm BK, Takux Kak penuauBU-
pyiolliee TeuyeHUE (B CBA3U C HAIMYHUEM CIIA€YHOIrO IIPO-
1ecca B OPIOIIHOM MOJIOCTH) WJIM NEeHeTpupyolre (GopMbl
BK (xapakTepusyoluecs yTOIIEHHON KUIIIeYHON CTEHKOU,
JIETKO PaHMMOM OpbIKENKOU, BoCIaIUTeIbHBIMI KOHIJIOME-
paTaMu, HeAUATHOCTHPOBAHHBIMU CBUIIIAMHU WJIN BHYTPHU-
GpPIOIIHBIMU abclieccaMu).

B AByX HpeablAyllIUX PaHAOMU3HUPOBAHHBIX HCCJIEIOBaHM-
fIX TAIIUEHTHl C PEeIUIUBUPYIONIUM TE€UE€HHEM WA OCJIOMK-
HeHHbIMU ¢opMamu BHK 6butn uckmodeHbl. Ha ocHoBaHUU
JAHHBIX HaITMOHAJIBbHOIO aHaiIu3a, cpeau 49 609 ciydaeB
BK omnepanuy mo HoBOAY OCIO¥KHEHHOU (POPMEBI, KOTOPBIE
TpeboBair GOPMHUPOBAHUSA KUIIIEYHOU CTOMBI, YaIlle BBIIIOJI-
HSAJIUCH OTKPBITBIM crioco6oM (p <0,01) [32]. OgHako B 1997
roxy Wu U CoaBT. COOGIIWIN, YTO IIPH JIAIIAPOCKOIIMYECKOM
TOJX0/ile K XUPYPru4ecKoMy JI€UYE€HHUIO PeIlUJIUBHPYIOITUX
dopm mm ocoxkHeHHOro TedyeHua BK ¢ dopMmupoBanuem
abcrieccoB WM MHQWIBTPATOB OTMEYEHBI JIYYIIIHUE Pe3ylb-
TaThl, YeM IIPU OTKPBITOM HIEOLEKATbHON Pe3eKIINU KUIIIey-
HUKA. FIHTepeCHO OTMETUTh, UYTO KO3(PPUIINEHT KOHBEPCUH
B OTKPBITYIO ONEePaIIo ObLT BBIIIIE B CIydae PeHUAUBUPYIO-
et popmel BK (20%), yeM 1pu rieHe TpUpyoIieM GeHoTUIle
(7%) [33]. MBI Tak#e OTMEYaJIl BBICOKYIO 4AaCTOTY KOHBEP-



33% at the end, p=0.023), with significant lower rates
of conversion to open surgery (decreasing over time
from 18% to only 6%, p<0.001) and severe postopera-
tive morbidity (from 14% to 8%, p<0.001) [28], suggest-
ing the need for a learning curve in laparoscopic IBD
surgery.

Nguyen et al. believed that all CD operations should
initially be approached laparoscopically and no cases
should be considered for an open surgery, not even a
tertiary or quaternary resection [27]. In our experi-
ence, we considered also that the rate of laparoscopic
complex procedures increased with the learning curve.
However, we consider that some situations, represent-
ing probably less than 10% of our CD patients are still
candidates for open approach: recurrent stenotic dis-
ease with multiple stenoses requiring extensive pro-
cedure (multiple resections and/or strictureplasty),
acute septic complication (peritonitis, bowel perfo-
ration), patients with a previous history of multiple
laparotomies and/or major incisional hernia and also
patients with comorbidities contraindicating laparo-
scopic approach.

Future in CD surgery

A few data are available in single port laparoscopic
surgery for CD. Three retrospective studies have com-
pared standard laparoscopic approach tosingle port
laparoscopic approach, with conflicting results [36-
38]. One study reported a significant decrease of oper-
ative time, analgesic use and length of stay with single
port laparoscopy [36], whereas the two others series
did not observe any difference between groups [37,38].
A French randomised trial (the True Trial) comparing
single port to standard laparoscopic surgery is ongo-
ing. Long-term data are still missing and evidence is
needed, whether the approach is suitable for differ-
ent approach of complicated CD. Furthermore, the
technique needs experienced laparoscopic surgeons.
Although there is still a doubt if single port laparo-
scopic surgery will get adapted by most surgeons in
future, and if there is a real benefit for the patient, the
better cosmetic result observed after single port sur-
gery can be interesting in young patients with stenotic
forms of CD.

LAPAROSCOPY IN ULCERATIVE
COLITIS

Urgent situations

Severe acute colitis (SAC) is a common complication
of IBD, particularly UC (15-25%) [39]. SAC is defined
with Truelove and Witts criteria, which include bloody
stool frequency >6 per day, pulse >90 beats per min-
ute, temperature >37,8°C, haemoglobin <10,5 g/dL
and an Erythrocyte Sedimentation Rate >30 mm/h
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cuu nipu peruause BK (31%) 1o cpaBHEHUIO ¢ OTKPBITBIMU
oreparuaMu [34]. B ApyroM CpaBHUTEIBHOM HCCIEI0BA-
HUU GbLIO BBIABJIEHO, YTO IIOCIEONIePAllIOHHbIE PEe3yIbTaThl
OBLIM CXOAHBIMU IIOCJIE JIAITAPOCKOIIMYECKON MIIEOIeKaTb-
HOM pe3eKINU y HAIMEeHTOB C OCJIOKHEHHbIMU (dopMamu
BK (To ecThb penUIUBUPYIOIIMMU WIN II€HEeTPUPYIOLINMU
dopmamu) u creHoTudeckuM (eHotunoMm BK [35]. Ananmmus
HAIIleTo OMbITA JIAIIAPOCKOIIMYECKUX BMeNIaTeJbCTB y 500
nanueHToB ¢ B3K mokasas, 4TO KOJUYECTBO JAaIllapOCKOIHU-
4eCKUX ONepalii 3HaYUTeIbHO Bo3pocyo (oT 16% B Havase
uccienoBanud 10 33% B KoHLe, p=0,023), ¢ MEHBIIINM KOJIU-
YeCTBOM KOHBEPCUH II0 CPABHEHUIO C OTKPBITON XUPYpruei
(cHHBMIICA ¢ 18% 10 6%, p<0,001) 1 YACTOTOM OCIOKHEHUHI
(c 14% mo 8%, p<0,001) [28], uTo ykKa3bIBaeT Ha HEO6XO-
JIMMOCTb JIOIIOJIHUTEJIBHOTO O0yYeHUs JIallapOCKOIUYECKON
xupypruu npu B3K.

Nguyen u coaBT. BbICKa3aId IIPEAIIOJIOKEHNE, YTO BCe OIle-
panuu 1o nosody BK ciemyeT BBIIOIHATEL JallapOCKOIHU-
4ecKd, Jlaxke B TOM cCJIydae, €C/Id 9TO TpeThbe WIN YeTBep-
TOE II0 CYeTy OIepaTHBHOE BMENIATEJbCTBO IalpeHTa [27].
CorJylacHO HalllUM JaHHBIM, CKOPOCTb BBIIIOJTHEHHSA Jarapo-
CKOIIMYECKUX OIllepaluil YBeJIMYUBAIACH IIPOIIOPIIMOHATBEHO
KPHUBOU 00y4yeHUA. MBI I1oj1araeM, 4To OnpeeIeHHOMY YHUCITY
TaIUEeHTOB, J10JIsI KOTOPBIX He IpeBbImaeT 10% 6ogbHbIX BE,
He00XO0MMO BBIIIOJIHATH OTKPBITHIE OIlepallui IPU HATUIUU
cieyomux GakToOPOB: PEUAUBUPYIOIIYE CTEHO3UPYIOIIUe
GOpMBI C MHOMKECTBEHHBIMH CTPUKTYPaMU, TPeOYIOIIMMU
OGIIMPHOIO BMEIIaTeIbCTBA (MHOKECTBEHHBIE PE3eKIINU 1/
WIN CTPUKTYPOIUIACTUKA), OCTPBIE CENTUYECKUE OCJIOMKHE-
HUA (IepUTOHUT, nepdopanud KUIIKU), TallUeHThI C IIPe/-
IIeCTBYIOIIMMU MHOKECTBEHHBIMH JIAIIaPOTOMUAMU U /WU
GOJIBIIIMU BEHTPAJIBHBIMU IPBIKAMU, & TaKiKe MallUeHThI C
COIYTCTBYIOIIMMU 3a607€BaHUAMYU, UMEIOIMUMU IIPOTUBO-
TIOKA3aHUA JI/I1 MUHUMHBA3UBHBIX OIlepAIUN.

Byoyuee 8 xupypeauu 6onesru Kporna

CyliecTByeT OrpaHMYE€HHOE KOJIHWYEeCTBO ITyOJIMKAIIUH,
TIOCBAIIEHHBIX IPUMEHEHUIO Ollepalii U3 eIMHOTO JIalapo-
CKOIIMYECKOTo JJocTyIa B Xxupypruu npu BK. Tak, Tpu peTpo-
CIIEKTUBHBIX HCCJIEOBAHMsA, IIOCBAIIEHHBIE CPaBHEHUIO
OJHOIIOPTOBOM XMPYPTrUU C MYJBTHUIIOPTOBOM, IIPOJEMOH-
CTPUPOBAJIU IIPOTUBOPEYUBBIE pe3yabTaThl [36-38]. B omHOM
U3 UCCIe0BaHUN aBTOPHI COOOIAIM O 3HAYUTEIbHOM CHU-
#KE€HUHU BpEMEHMU OIlepaIliy, UCI0Ib30BaHUA aHAJIBI€TUKOB 1
JIATEeIBbHOCTU NIPeOhIBAaHMA B CTAallMOHAPE TP BBIITOJIHEHUN
omeparuii U3 eAUHOro JalapoCcKOIMYecKoro goctymna [36],
TOr[a Kak B ABYX APYTHX paboTax pasiIuydil MeAy IpyIl-
namMu He Habionanock [37,38]. B Hacrosmee Bpems (paH-
I[y3CKO€ paHJ0MU3UpOBaHHOoe wucciegoBaHue (TrueTrial),
CpaBHHUBAIOIIIee OJHOIIOPTOBYIO XMPYPIUIO CO CTaHAAPTHOM
JIalIapOCKOIIMYECKOH, IpojorkaeTcsa. OTAaJeHHbIe Pe3yib-
TaThbl JJAHHOU paboThl OTCYTCTBYIOT ¥ HEOOXOAUMBI JJOKA3a-
TeJIbCTBA, KAKON M3 JIOCTYIIOB ABJISETCA ONTHUMAIbHBIM IPHU
BBIIIOJIHEHUH BMEIIATeIbCTB 110 IOBOJY OCIO¥KHEHHBIX GOpM
BK. Heo6xoay¥MoO OTMETUTb, YTO TAKHE OIlepalluy JIOJIK-
HBI BBIIOJHATH ONBITHBIE JIAIapOCKOIIMYECKHUe XUpypru. B
TOM cJIydae, ecIu MeTOJUKA €JHHOIO JallapoCKOIIMYeCKOro
JlocTyHa IPOJIEMOHCTPUPYET CBOIO 9P (PEKTUBHOCTD, a GOJIb-
IIMHCTBO XUPYPToB B Oy/yIlleM OBIaJIeI0T JAHHON TeXHUKOM,
TO BO3MOKHO €€ HCIIOJIb30BAaHUE y MOJIOABIX IAIlUEeHTOB CO
cTeHoTU4YeCcKuM (peHoTHIIOM BK.

JIANAPOCKOMMNYECKME OTEPA-
LU TP A3BEHHOM KOJIUTE

SiccmpeHHble caydau

Tsxenasa araka A3BeHHoro kosmra (TAAK) asiserca pac-
npocTpaHeHHbIM ocyioxkHeHneM B3K (15-25%) [39]. TAAK
onpejensaeTca kpurepuamu Truelove u Witts, KoTopble BKIIO-
4aT B cebd yacTory Aederaruil ¢ KpoBbelo >6 pa3 B /IeHb,
nyasc >90 yzapoB B MUHYTY, TeMiepaTtypy Teaa >37,8°C,
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[40]. In addition to these criteria, severity of acute
colitis can also be assessed with Lichtiger score [41].
ECCO guidelines state the recommended treatment
for SAC is intravenous corticosteroids, combined with
thromboprophylaxis (Statement 1C). In case of failure,
a second line therapy with infliximab or ciclosporin
is required. In the absence of improvement within 7
days of pharmacological therapy, colectomy is recom-
mended without prolonging further medical therapy
(Statement 1 D) [12]. 20 to 50% of patients with SAC
will thus require emergency subtotal colectomy [42].
Dunker et al. were the first to report the feasibility
and the safety of laparoscopic subtotal colectomy for
SAC. Ten patients were compared to 32 patients who
underwent open subtotal colectomy. While the operat-
ing time was longer in laparoscopic group compared
to open group, the length of stay was shorter in the
former group and postoperative morbidity was similar
between groups [43]. Thereafter, several comparative
studies demonstrated the superiority of laparoscopic
subtotal colectomy for SAC in terms of bowel func-
tion recovery or length of stay [44-46], reduced blood
loss or wound complication [47]. Moreover, we have
reported that laparoscopic subtotal colectomy with
ileo-sigmoidostomy in right iliac fossa for SAC allows
an easy restoration of intestinal continuity (IPAA or ile-
orectal anastomosis) through a laparoscopic approach
[48,49].

A meta-analysis including 9 non-randomized stud-
ies reported that laparoscopic subtotal colectomy for
SAC was significantly associated with short-term ben-
efits compared to open approach. The pooled risk
ratio for wound infection was 0-6 (95% CI 0.38-0.95;
p=0.03) and 0.27 for intra-abdominal abscess (95%
CI 0.08-0.91; p=0.04), both in favour of laparoscopic
approach. No significant difference was observed for
other complications nor mortality. Length of stay was
significantly shorter after laparoscopic subtotal colec-
tomy, with a pooled mean difference of 3.17 days (95%
CI2.37-3.98; p<0,001) [50].

Recently, Messenger et al. reported that laparoscopic
subtotal colectomy for SAC increased significantly
over time (from 6% in 2000 to 64% in 2010, p<0.0001).
In this study, laparoscopic approach was signifi-
cantly associated with longer median operative dura-
tion (+25.5 minutes, 95% CI 12.3-38.6; p<0,001) but
reduced median morphine requirements (-72.8 mg,
95% CI 4.9-141; p=0,04) and reduced minor com-
plications (22.2% vs 34.6%; Odd Ratio 0.47; 95% CI
0.23-0.96; p=0.04). Major complications and length of
stay were similar between the groups [51]. In addition,
the Cleveland Clinic reported its experience with lapa-
roscopic subtotal colectomy for SAC in 197 patients.
After covariate adjustments, laparoscopic surgery was
significantly associated with lower postoperative ileus
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ypoBeHb reMmoryiobuHa <10,5 r/a1 u CO9 >30 mm/u [40]. B
JIOTIIOJIHEHHUE K 9TUM KPUTEPHUAM TSMKECTb OCTPOTrO KOJIUTa
MOKHO TaKiKe OILEHHThb C IIOMOIIbIO HIKasbl Lichtiger [41].
CornacHo pekomenganusaM ECCO KoHcepBaTUBHAsA Tepanus
TASAK BrimoyaeT B ce6d BHYTPUBEHHYIO HH(Y3UI0 KOPTHUKO-
CTEpPOU/IOB B COYETAHUHM C TPOMOGONPODIIIAKTHUKOMN (I10JI0-
xeHue 1C). B ciaydae ee Hea(pHEeKTUBHOCTU Ha3HAUYAETCH
BTOpAasd JIMHUSA Tepanuyd HHGIUNKCUMAO0M I [UKIOCIIOPU-
HOM. [Ipy OTCYyTCTBUM OTBETA Ha JI€YeHUE B TeUeHHUe 7 JHeU
PEKOMEH/yeTCs BBINOJHATH KOJIDKTOMUIO 6e3 IIPOJJIeHHS
JaJbHEUIIel MeIMKaMeHTO3HOU Tepanuu (rosoxkenue 1 D)
[12]. UccnepoBanue, mpoBeieHHOe ROSS U COaBT., IOKA3aJIo,
uato oT 20 10 50% nanueHToB ¢ TAIK nepeHecyT 9KCTPEHHYIO
CcyOGTOTAJIBHYIO KOJISKTOMHUIO [42].

Dunker u coaBT. BIEpBble COOOIIWIM O IleJIecO0Opas3HoO-
CTU ¥ 6€30I1aCHOCTH BBIIIOJTHEHUSA JIAIIAPOCKOIIMYECKOU Cy0-
ToTasIbHOU KomakToMuu npu TASAK. IIpoananmusupoBaB 42
TalueHTa ¢ A3BeHHBIM KOJUTOM (B 10 ciydaax GbLIO BBIIIOJ-
HEHO JIaITapOCKOIIMYECKOe BMEIIATE]bCTBO, B 32 — OTKpBI-
TO€), aBTOPBI ITOKA3aJIH, YTO MPOAOKUTEILHOCTD Ollepalii
B JIAIIAPOCKONMYECKOMN I'pyIe OGbula BBILIE 10 CPABHEHHUIO
C OTKPBITOU TPYIIIOH, JIUTEJbHOCTh CTAIlMOHAPHOIO Jieye-
HUA ObLIA MEHBIIIE B IIEPBOM TPyIe, a YHUCIO IIOCJIeoIle-
PAIMIOHHBIX OCJIOKHEHUU HE OTJINYaJIOCh B 0GEUX Ipylmnax
[43]. B panbHeHieM psii CPaBHUTEIBHBIX HCCJIEJOBAHUN
TIPOJEMOHCTPHUPOBAIN IIPEUMYIIECTBO JIAIIAPOCKOIIMYECKOMN
cyOTOTaIBHOU KOJIDKTOMUM Haj oTKpbITOM Ipu TAAK, KoTO-
poe 3aKJII0Yaloch B COKPAIlleHUU BPEMEHU BOCCTAHOBJIEHUA
GYHKIIUM KUIIEYHUKA, HPOJOJIKUTEIbHOCTU HpeOhIBAHUS
nalnyeHTa B cTanuoHape [44-46], a Takike B yMEHbIIEHUU
o6beMa KpOBOIIOTEPU U YHCJIA OCJIOKHEHUMH CO CTOPOHBI
TIOCJIEONIePAIIMOHHOM paHkbl [47]. CorJiacHO HAIIUM JaHHbBIM,
JIanapocKoIIn4YecKas cCyoToTaJbHAas KOJISKTOMUA ¢ popMUpo-
BaHHUEM WJIEOCTOMBI U CUTMOCTOMBI B IIPABOX I10/IB3/I0IITHOM
obnactu npu TAAK B nagbHeIIeM II03BOJIAET JIETKO BOCCTaA-
HOBUTBH HEINPEPBIBHOCTDb KUIIIEYHHUKA JIAIIAPOCKOINYECKUM
JIOCTYIIOM (WJI€OaHAIBHBIA pe3epByapHBI aHACTOMO3 WU
nIeopeKTaIbHbBIN aHacToMo3) [48,49)].

MeTaaHanu3, BKJIIOYUBIINK 9 HepaHIOMU3UPOBAHHBIX
HCCIEIOBAHUM, IIOKa3aj, YTO JallapoCKOIIM4Yeckas cyo-
TOoTajdbHaA KolskToMua npu ATAK mmeer mpeumyiecTsa
nepeJ OTKPBITOHN oIleparyieil TOJIbKO B OTHOIIIEHUN HEIIOCPe/I-
CTBEHHBIX pe3yJabTaToB. CyMMapHbIM Ko9(pUIHEHT pHUCKa
JUI pasBUTHUA UHQEKIIMOHHBIX OCJIOKHEHUN CO CTOPOHBI
passl coctasian 0,6 (95% A1 0,38-0,95, p=0,03) u 0,27 nna
pasBUTHUA BHyTpUOpIolHoro aberecca (95% M 0,08-0,91,
p=0,04), 9TO TOBOPHUT O IPEUMYIIIECTBE JIAIIAPOCKOIIUYECKOT0
TOAX0Aa HaJl OTKPBITHIM. Pasmnauii 1o JpyruM OCJIOMHEHU-
fIM U JIETAJIBHOCTH BBIABJIEHO He 6bL10. [TpoJ0/IKUTEIBHOCTD
npe6GbIBaHUA B CTallOHApe ObLIa 3HAYUTEIBHO MeEHBIIe
ocje JanapoCKONUYeCKONH CyOTOTAJbHOU KOJISKTOMHU, B
cpexnHeM, Ha 3,17 gua (AW 95% 2,37-3,98, p <0,001) [50].
Messenger U COaBT. COOOIIWIM, YTO YACTOTA BBIIOJHEHUS
JIaITapOCKONUYECKOM CyOTOTaIPHON KoaakToMuu npu ATAK
3HAYUTEJIBbHO YBEJIMYWIACh B HoOcienHee Bpemda (¢ 6% — B
2000 roxy o 64% — B 2010 roay, p<0,0001). CorsiacHo aTomMy
HCCIIeJIOBAaHUIO, IIPU JIATIAPOCKOIMMYECKUX OIepaluaxX OTMe-
4JeHa 6oJjiee AIUTe/IbHAA MeJUaHa BpeMeHHU onepanuu (+25,5
MuHYT, 95% 1 12,3-38,6, p<0,001), Takke IpU 9TOM OTMe-
YeHO yMEHBIIIEHUE CpeJHero IloKasaTessd HCIOJb30BaHU
mopduHa (-72,8 mr, 95% AU 4,9-141, p=0,04) u cHUKEeHUE
KOJIMYEeCTBa OCJIOKHEHUU, cooTBeTCTByIOIMX I, II creneHu
TaxkecTd no mkane Clavien-Dindo (22,2% mnpotus 34,6%,
oTHomleHue maHcos 0,47, 95% /11 0,23-0,96, p=0,04). HYucio
OCJIOKHEHUH, cooTBeTcTBYIoNMX III, IV cTeneHu TAKECTH 1o
mrkasie Clavien-Dindo, 1 DpoJo/KUTEIbHOCTh OCJIEOIepa-
IIMOHHOTO KOMKO-IHA 6bUIN CXOIHBIMU ME Ay rpynmnamu [51].
KinuBnenackasd KIWHUKA IIpeJCTaBUIa pPe3YIbTAThbl BBIIOJ-
HEHUA JIallapOCKOIIMYECKON CyOTOTAIbHON KOJISKTOMUM IIPU
BK y 197 namuenToB. ITocie KoBapuaHTHBIX KOPPEKTUPOBOK
JIaHHBIX OBLIO IIOKA3aHO, YTO JAlapoCKOIIMYecKas XUPyPrus
6bLIa acconuupoBaHa ¢ 6ojee HU3KUM PHCKOM pa3BUTHUA



rate, shorter return of stoma function and shorter
length of stay [52]. In conclusion, today laparoscopy
is the standard approach for subtotal colectomy in
patients with acute colitis complicating IBD. Only
complicated forms with septic shock and peritonitis,
or severe toxic megacolon can still be operated by open
approach.

Ileal-pouch anal anastomosis

Today, ileal pouch-anal anastomosis (IPAA) is the oper-
ation of choice for refractory UC or in case of dyspla-
sia/cancer (ECCO Statement 3F) [12]. IPAA is usually
performed electively in two stages. In the first stage,
patients undergo restorative total proctocolectomy
with IPAA and J-pouch and a temporary diverting
loop ileostomy. In the second stage, performed 6 to 8
weeks later, the ileostomy is reversed and the bowel
continuity is restored [53]. A three-stage procedure,
including subtotal colectomy with ileostomy at the
first operation, followed by IPAA, and then stoma
closure, can also be proposed, especially in patients
with acute colitis, unclear diagnosis of IBD, or in high-
risk patients with either recent steroids or anti TNF
therapy, and/or bad nutritional status [54-56]. Two
others options have been recently suggested for per-
forming IPAA but are not to date performed routinely
in the majority of centres. Few authors have proposed
one-stage IPAA (without diverting ileostomy) in highly
selected patients with UC [57-60]. On the other hand,
some authors have proposed a modified 2-stage IPAA
with subtotal colectomy and ileostomy, followed by
completed proctectomy and IPAA, without defunc-
tioning ileostomy, in order to avoid a 3-step IPAA in
risky patients. This approach would reduce cumula-
tive length of stay and costs, with similar morbidity
and functional results compared to standard 3-stage
approach. It is mainly proposed in selected low-risk
patients [61].

The first laparoscopic IPAA cases were reported in
1994 by Schmitt et al., with poor outcomes in com-
parison with open approach [62]. Since then, two
randomised trials including respectively 60 and 42
patients, reported no significant difference in terms
of blood loss, morphine requirement, length of stay,
postoperative morbidity, or quality of life. The operat-
ing time was significantly longer in the laparoscopic
group in the two trials [63,64]. Surprisingly, Maartense
et al. reported no conversion [63] whereas it occurred
in 24% of patients in the second trial [64]. In a meta-
analysis published in 2006, blood loss and length
of stay were significantly reduced by laparoscopy,
whereas operating time was still significantly longer
[65]. In 2009, a Cochrane review demonstrated better
cosmesis in laparoscopy group compared to open, in
spite of still longer operating time and similar post-

LAPAROSCOPIC SURGERY FOR INFLAMMATORY BOWEL DISEASE

TOCJIEOIIEPAIMIOHHOTO I1ape3a, ObICTPhIM HaYaIoM (YHKIU-
OHHPOBAHUA CTOMBI M COKpAIl[eHHEM CPOKOB IIpeObIBAHUA
nanyeHTa B cranuoHape [52]. B 3akirodyeHue CTOUT OTMe-
TUTb, YTO Ha CETOAHAIIHUI MOMEHT JIAllapOCKOIINYecKas
cy6GToTaNbHAA KOJISKTOMUSA ABIAETCA «30JI0ThIM CTAHAAPTOM»
y MAIMeHTOB C OCTPOM aTaKOW A3BEHHOr'0 KOJIMTA. TOJBKO
SI3BEHHBIM KOJHUT, OCJOKHEHHBIN CENTUYECKHM IIIOKOM,
HEPUTOHUTOM WJIM TOKCUYECKUH MErakoJOH JUKTYIOT HeoO-
XOJIMMOCTb BBIIIOJTHEHUA XUPYPrUYECKOTO BMeIIaTeIbCTBa
OTKPBITBIM CIIOCOO0OM.

HneoaHanvHulil pe3epsyapHbslil aHACMOMO3.

Ha cerogHAIIHUE MOMEHT WJICOQHAJIbHBIN pe3epByap-
HbII aHactoMmo3 (MAPA) aBisieTcs omeparyeil Beibopa s
nanueHToB ¢ pedpakrepHbiM AK mim B ciydyae HaIMJUA
aucIutasuy snutenud/ paka (nmosoxkeHue ECCO 3F) [12].
dopmupoBanue FAPA 06bIYHO OCYIIIECTBIISETCS B JiBa 3Tala.
Ha nepBoM aTalle nanydeHTaM BBIIOIHSIOT TOTAJIBHYIO KOJI-
IPOKT3KTOMIO ¢ (opmupoBanuem MAPA u npeBEeHTUBHON
JIByCTBOJIBHOM MileocTOMOM. Yepe3 6-8 Heelab BBIIOJHSA-
IOT BTOPOH aTall — BOoCcCTaHOBJIeHHEe HenpepblBHOCTH JKKT
IyTeM 3aKpBITUsS uiaeocToMbl [53]. CienyeT oTMETHTb, UTO
TaKiKe CyIeCTByeT BapUaHT TPEXATAITHOI'O0 XUPYPTUIECKOro
JIeYeHUs], BRJIIOYAIOIIUU B ce6s1 CyOTOTAIBHYIO KOJT9KTOMHUIO
C KOHIIEBOM MJIEOCTOMOM B KauecTBe IlepBoro arama, Gop-
mupoBaHue VAPA ¢ mpeBEeHTUBHON WJIEOCTOMOM HAa BTOPOM
aTame, a 3aTeM 3aBepLIAIOIIMN 3Tall — 3aKpPBITHE CTOMBI.
JlaHHBII BapuaHT PEKOMEH/AYEeTCA BBINOJIHATh y NallUeHTOB
c octpeiM TeueHueMm K, HeyTodyHeHHBIM auarHo3oM B3K
W1y 60JIbHBIX IPYIIIBI HOBBIIIIEHHOT'O PUCKA, KOTOPBIE IOJIY-
Yyaju FOPMOHAIBHYIO Tepanuio uim aHtu PHO-Tepanuio
Jl0 omepanyy, 1/Wii y 60JIbHBIX CO CHUKEHHBIM HyTPUTUB-
HbIM cTaTycoM [54-56]. HemaBHO OBUIN IIPEJIOKEHBI /IBE
apyrue momuduranuu BbinosHeHUsa VAPA, HO B HacTod-
1iee BpeMsl OHM He BBIIOJIHAIOTCSA PYTHHHO B GOJIBIINHCTBE
IIEeHTPOB. PAnoM aBTOpPOB 6BLIO IPEAJIOMKEHO OJHOITAIIHOE
¢dopmupoBanue MAPA (6e3 NpeBEeHTUBHON MJIEOCTOMUM) Y
TIHIATEIbHO 0TOOpaHHBIX narueHToB ¢ AK [57-60]. Swenson
M COaBT. C IEJbI0 YMEHBIIEHHUs KOJIMYecTBa ollepauuil y
TNaIMEeHTOB I'PYIIbl BEICOKOI'O PHCKA IIPEIOMKIIN MOAUDUI-
IIMPOBAHHBIN JIBYX3TaITHbIM BapuaHT (opmupoBaHusa MAPA
c cyOTOTaJIbHOU KOJIDKTOMUEN U MIEOCTOMHEN Ha IepBOM
aTame, a 3aTeM pepe3eKnuel NPAMOM KHUIIKU C CO3JaHHUEeM
pe3epByapHOro aHacToMo3a 6e3 IIPOTeKIIUU UJI€OCTOMOM Ha
BTOpOM aTarle. Takoll HoAxXo M03BOJIWI YMEHBIIUTE O6IIyIO
IIPOJOIKUTEIBHOCTD IIOCTIE0IE€PAlMOHHOIO0 KOMKO-AHA U
9KOHOMHYECKHE 3aTpaThl, TOTAa KaK Pas3JIMYdi 10 YUCIy
TI0C/I€ONIEPAlIMOHHBIX OCJIOKHEHUM M (QYHKIHOHAIBHBIM
pesyabTaTaM, 10 CPABHEHMIO CO CTAaHJAPTHOU TPeXaTaITHOM
omepaldeli, BBIABJIEHO He ObLIO. J[aHHBIE BMeIIaTeIbCTBA
cJiefiyeT BBINOJHATD y CIEUAIbHO 0TOOPAHHBIX MALIIEHTOB
C HU3KUM YPOBHEM pHCKa [61].

[lepBEIe 1alTapOCKONIMYECKHE OIl€paIldH 110 (POPMHPOBAHUIO
HAPA 6putn yrioMsAHYTHI B 1994 rogy Schmitt u coaBT. u
XapaKTepPU30BaIUCh IJIOXUMU pe3yiabTaTaMU IO CpaBHe-
HUIO C OTKPBITBIM IIOAX0/0M [62]. /[Ba paHAOMU3UPOBAHHBIX
uccie0BaHud, BEIOYUBIIUE 60 1 42 nanueHToB, COOTBET-
CTBEHHO, He OOHAPY:KUJIN CYIIeCTBEHHOU Pa3HUIIBI MEXAY
TrpyHnInaMy B ypoBHE KPOBOIIOTEPH, IOTPEOGHOCTU B MOpUHE,
TIPOJOJIKUTEIBHOCTHU IPeObIBAHUSA B CTAllMOHAPeE, II0C/IeoIIe-
PaLMOHHBIX OCJIO¥KHEHUAX WK KaueCcTBe JKU3HU. [1o JaHHBIM
JpYTUX ABYX MCCIeAOBaHUU, JJINTEIbHOCTD Ollepalluy GbLIa
3HAYUTEJIbHO BBIIIE B JIAIIAPOCKOIIMYECKOH rpytre [63,64].
BakHO OTMeTUTh, YTO Maartense 1 coaBT. B cBoeld paboTe He
COOOIIIIA O YAcTOTe KOHBepcuM [63], Torga Kak BoO BTOPOM
HCCIIeIOBAHUN YPOBEHb KOHBepcuu cocTaBuil 24% [64]. B
MeTaaHamse, oly6rkoBaHHOM B 2006 rojy, 6pU10 OTMeYe-
HO, YTO IPH JIAIIAPOCKOIIMYECKUX OllepaluaX 06beM KPOBO-
TIOTEPH U IPOJO/IKUTEIbHOCTb KOMKO-IHA 6bLIN 3HAUYUTEIb-
HO HUIKe, a JJINTEIbHOCTh XMPYPTri4ecKoro BMelIaTe/IbCTBa
6bUIa 3HAYUTEIBHO 60JIbIIe B CDABHEHUM C OTKPBITBIMU OIle-
paruamu [65]. B 2009 roay B KoxpaHoBckoM 0630pe B rpymiie
JIaIIaPOCKOIIMYECKUX ONeparui ObLIM OTMEYEHBI XOPOIIMUI
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operative outcomes [66]. In our case-matched study,
we observed that postoperative morbidity was simi-
lar between laparoscopic and open 3-step restorative
proctocolectomy, but length of stay was significantly
shorter after laparoscopy [67].

A few years later, a comparative study between 339
laparoscopic IPAA and 337 open IPAA from the NSQIP
registry revealed a significant reduction in both post-
operative major and minor morbidity with laparos-
copy [68]. Similarly, in another NSQIP-based cohort,
Causey et al. showed that laparoscopy was signifi-
cantly associated with lower complication rate, includ-
ing surgical site infection, pneumonia, prolonged
mechanical ventilation, postoperative transfusion or
severe sepsis, and lower mortality rate [69]. Moreover,
the Cleveland Clinic reported the learning curve in
minimally invasive IPAA, based on 372 procedures per-
formed between 2002 and 2013. A significant improve-
ment in pelvic sepsis, pouch morbidity and operating
time was observed over time [70]. This learning curve
of laparoscopic IPAA can explain the absence of signifi-
cant difference in postoperative outcomes observed in
the first comparative series.

Regarding functional results, laparoscopy seems to
be associated with lower daytime and night-time stool
frequency in a recent case-matched study comparing
58 laparoscopic and 91 open IPAA [71]. Yet, this differ-
ence may be attributed to a greater number of stapled
anastomosis performed in the laparoscopic cohort
(91% vs 55%, p<0.001).

Besides the advantages in postoperative course, qual-
ity of life and cosmetic results, laparoscopic approach
is also associated with long-term reduction of adhe-
sions in case of IPAA [72] which might increase fertility
rates in young women [73,74]. A bicentric comparative
study (Amsterdam and Leuven) reported that sponta-
neous pregnancy occurred more frequently after lapa-
roscopic than open IPAA for UC or familial adenoma-
tous polyposis (70 vs 39%, p=0,02) [73]. We have also
reported similar results by comparing laparoscopic
IPAA to controls undergoing laparoscopic appendec-
tomy. There was no difference in fertility over time
between patients attempting pregnancy from the two
groups (90 vs 86% at 36 months, p=0,4) [74].

Future in UC surgery

The robotic approach for performing IPAA could be
a safe alternative technique to laparoscopy, with the
advantage of significantly lower conversion rate, as
reported in a large population-based study (1.5 vs
13.3%, p<0,01) [75]. Indeed, robotic surgery allows
three-dimensional visualization, easier suture, more
accurate differentiation of anatomic structures and
more precise dissection. However, this approach is
associated with longer operating time and increased
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KoCMeTH4ecKUi 3 PeKT, yBeJIMYeHHOe BpeMs OIIePaTUBHOTI'O
BMeIIaTe/IbCTBA, II0 CPABHEHUIO C OTKPBITBIMU OIl€PAIIAAMHU,
HECMOTPs Ha OAMHAKOBBIE Pe3yIbTaThl B pAHHEM II0C/Ieolle-
palnuoHHOM Itepuofie [66]. B HameM cpaBHUTEIBHOM HUCCIIe-
JIOBaHUHM MBI HAGIIOAAIN, YTO YMUCJIO MOCIEONePAIIMOHHBIX
OCJIOKHEHUU ObUIO CXOJHBIM MEIK/y JIAIIapOCKOIIMYECKOU U
OTKPBITOH KOJIIPOKTAKTOMMEH C IIOCTEIYIOIIe BOCCTaHO-
BUTEJIBHOU TPEX3TAITHOU olepalyel, IIpy 3TOM MOCJIe Jiana-
POCKOIIMYECKUX BMeEIIATEIbCTB CPOK IIOCIEONePallIOHHOTO
npe6bIBaHUA HaAlleHTa B CTAlMOHApe ObLI 3HAYUTEIBHO
Kopoue [67].

CpaBHUTEIBHOE HCCIe[JOBAHUE, B KOTOpOe OBLIO BHJIIOYE-
HO 339 smanapockonuyeckux U 337 OTKPBITBIX MAPA us
peecTpa HanmoHayibHOM IIporpaMMsbl yIIydIleHUd KadecTBa
xupyprudeckoro jedeHus (NSQIP), mokasajo 3HaYUTeJIbHOE
COKpallleHHe I10CIeONePAIlIOHHBIX OCJIOKHEHUU B TIpyIIe
JIalIapOCKOIIMYECKUX BMelIaTeIbCTB [68]. B apyroii koropte,
Takke ocHoBaHHOI Ha NSQIP, Causey u coaBT. IIOKa3aH,
4TO JIANIapOCKOIIMYEeCKHEe BMeEIIaTe/bCTBAa XapaKTepHU30Ba-
JICh Gojiee HU3KOM YaCTOTOM OCJIOMKHEHUH, BKJIIOYAs paHe-
BYI0 MH(EKIUIO, THEBMOHUIO, JUINTEJIBHYIO UCKYCCTBEHHYIO
BEHTWIALMIO JIETKUX, TPAaHC(Y3UHU, TAMKEIIBIA CerIcUc U 6oiiee
HU3KUI yPOBEHD JIeTAIbHOCTH [69]. KiuBieHACKasa KIMHUKA
coobuIa 0 CBOUX pe3ybTaTax KpUBOM o6yueHUsa (HOpMU-
poBanuio MAPA maloMHBa3WBHBIMM METOJAMM, OCHOBaH-
HBIMHM Ha 372 onepanusax, BBIIOJHEHHBIX B nepuoj ¢ 2002
mo 2013 rr. C TedyeHHeM BpeMEHH HaOJIOAAIOCh COKpa-
IIeHre BpPeMEHU oIepaluyd U 3HAa4YUTeJIbHOE yMEHBIIIEeHUe
TaKUX OCJIOKHEHUH KaK Ta30BBIM CEIICHC, 00YCJIOBJIEHHBIN
HECOCTOATEJIbHOCTBIO pe3epByapa [70]. 9ta kpuBas obyde-
HUA 110 GOPMUPOBAHMUIO J1aniapocKkonudeckoro MAPA MoxeT
OOBACHUTL OTCYTCTBUE PA3IUYUN B IIOCIEONEPAIIOHHBIX
pesyJbTaTax, I0JyYeHHbBIX B IEPBOM CPAaBHUTEIBHOM HCCTIe-
JIOBaHUM.

Baek u coaBT. IpoBeU UCCIe0BaHUe, IOCBAIIEHHOE CPaB-
HeHHMIO 58 mamapockonudeckux U 91 oTKpbIThIX VAPA, u
TIOKA3aJIM, YTO IIPU JIAIIAPOCKOIIMYECKOM (OPMHPOBAHUU
HMAPA otMedaeTcs 60jiee HU3Kas 4acToTa JHEBHOM 1 HOYHOM
nedexaruu [71]. 9To pasnuyue MOKeT ObITH 00YCIOBIEHO
GOJIBIIIIM KOJUYECTBOM allllapaTHBIX aHACTOMO30B B JIalla-
pockonmyeckod rpymmne (91% npotus 55%, p<0,001).
IToMHMO TedeHUs II0C/Ie0NIePAllIOHHOr0 IIeprUoa, KauecTBa
#KU3HHU U KOCMETHUYECKUX Pe3yIbTaTOB, IIPU JIAIIapPOCKOIIYe-
CKUX OIlepalyax oTMedeHa MeHbIIasg YacToTa 06pa3oBaHUd
crnaek B OpIoIHOM nosioctu npu popmupoBanuu MAPA [72],
4TO, B CBOIO O4Yepefb, MOMKET yBEIUYUTb (HPepTHILHOCTH
Y MOJIOABIX KEHIIUH [73,74|. B ABYXIIEHTPOBOM CpaBHU-
TeJIbHOM HcciefjoBaHuU (AMcTepaaM u JIEBeH) coobIIanoch,
4TO CHOHTAHHas GepeMeHHOCTb BCTpedajach dallle IIocie
Janapockonudeckoro ¢popmupoanusa NAPA 1o cpaBHEHHUIO
C OTKpPBITBIMU omlepanuamu npu K wim cemeidHOM aje-
HOMATO3HOM mosnumnose (70% mnporus 39%, p=0,02) [73].
Hamy 6bUIM HOJIy4YeHBI CXOJAHBIE Pe3yJbTAThl IIPU CpaBHe-
HUM OCHOBHOM I'DYIIIbI IMAIMEHTOK C JIAIIapOCKOINYECKUM
dopmupoBanueM MAPA ¢ KOHTPOJIBHOM I'pynIIof GOJbHBIX,
KOTOPBIM GbLIa BBHIIIOJTHEHA JIAIIAPOCKOIIMYecKas aIllleHAK-
Tomusa. C TedeHHEeM BpPEMEHU Pa3IU4uil B POMKAAEMOCTH
Mexy namueHTamMu He 6puro (90% mpotuB 86% depes 36
mecdrnes, p=0,4) [74].

Byodyuwee 8 xupypeuu K

Po60oTU3MPOBAaHHBIN IIOAXO/ K BBINNOIHEHUI0 MAPA MoxkeT
OBITh 6€30IAaCHBIM AJIbTEPHATUBHBIM METOAOM B CBSA3U CO
3HAYUTEJIbHO 6o0Jjiee HHU3KHUM yPOBHEM KOHBEPCHUH, O 4YeM
coobIaeTcss B GOJIBIIOM IIOMYJISIIMOHHOM MCCJIeIOBaHUU
(1,5% npotus 13,3%, p<0,01) [75]. JelcTBUTEIBHO, POOOTH-
3UpoBaHHAasA XUPYprus obeclieyrBaeT TPEXMEPHYIO BHU3ya-
JIN3ALMIO, OCYIIECTBIAET TEXHUYECKH 6oJiee IPOCTYIO MaHU-
MyJIALUI0 UHCTPYMEHTaMU U 6oJjiee TOYHO AuddepeHInupy-
€T aHaTOMHYEeCKHe CTPYKTYypPhl M IIPELIM3MOHHO pacceKaeT
TKaHU. OJTHAKO 9TOT IOAX0/] XapaKTepU3yeTCA YBeJIMIEeHUEM
BpEMEHH oIlepalliy, a TaKKe SKOHOMHYECKUMH 3aTpaTa-
MH Ha TOCHHTAIM3alMIo, TOrJa Kak II0C/IeoIepallOHHBIE



hospital costs, and postoperative outcomes are similar
with laparoscopy [76]. For these reasons, the robotic
approach is not really developed in IPAA surgery to
date.

On the other hand, based on the recent development
of trans-anal total mesorectum excision technique
for rectal cancer [77], Leo et al. reported encourag-
ing results of combined single-incision laparoscopic
surgery and trans-anal IPAA through 16 patients [78].
A recent European multicentre study compared 97
trans-anal IPAA to 119 laparoscopic trans-abdominal
IPAA. Postoperative morbidity, conversion rate, oper-
ating time, length of stay, and transit recovery were
significantly improved by trans-anal approach [79].
Long-term functional results should be investigated
before proposing the alternative to laparoscopic trans-
abdominal IPAA.

In conclusion, laparoscopy is becoming the standard
approach for the great majority of IBD surgeries. In
CD, laparoscopic approach is obviously recommended
for primary ileocolic resection, particularly in cases of
stenotic forms, due to the reduction of postoperative
morbidity, incisional complication, ileus and length
of stay. For more complex cases including perforating
and recurrent forms, laparoscopy is still feasible in
experts hand, after learning curve. In some patients
presenting with several previous operations, extensive
CD, or postoperative wound dehiscence requiring
concomitant abdominal wall repair, an open approach
remains mandatory. In UC, laparoscopic approach
is also strongly advised, for both urgent (i.e. subtotal
colectomy) or elective indications (i.e. ileal pouch-
anal anastomosis), due to the benefits observed in
postoperative course, quality of life, cosmetic results
and fertility. In a near future, single port laparoscopic,
robotic and trans-anal surgeries could possibly gain
popularity in IBD field.
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