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MauneHTbl CO CPpeOHEeTSHKENoM UNU TAXKEION aKTUBHOW ©one3Hbio KpoHa: ¢ HeagekBaTHbIM OTBETOM, He3((eKTUBHOCTbIO NeYeHUs UnM HenepeHOCUMOCTbIO OAHOrO Wn
HECKOJIbKNX NpenapaToB CTaHOAPTHOM Tepanun; C HeyAOBNeTBOPUTENIbHbIM OTBETOM, YyTPATOWM OTBETa NN HENEePEHOCUMOCTbIO OAHOMO MU HECKONIbKUX MHIMBUTOPOB hakTopa
HeKpo3a onyxosin-anbda. Cnocob NpUMeHeHUS U [03bl: CXeMa Te4eHnsa OaMHaKOoBa A9 A3BEHHOro KonmTa 1 6onesHn KpoHa. Mpenapat SHTMBro® 300 Mr BBOAUTCS NauMeHTam
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Y naumeHToB ¢ 60Me3HbI KpoHa ¢ OTCYTCTBUMEM KIMHWYECKOro OTBETa Ha Tepanuio, TepaneBTUYeckn adekT MOXKeT ObITb JOCTUIHYT C MOMOLLbIO BBEAEHUS npenapara
DHTMBMO"® 300 Mr Ha 10-on Hepene. Mpu OTCYTCTBUM NPU3HAKOB KIIMHUYECKOro oTBeTa K 14-oi Hepene y naumMeHToB ¢ 60ne3Hbio KpOoHa KYpPC SledeHuns cneayet npekpaTuTb.
Y MauveHTOB C S3BEHHbIM KOJSIMTOM U Gone3Hblo KpOoHa, Y KOTOPbIX HabAOAAeTCs CHUMKEHUE KIMHUYECKOro OTBeTa Ha JledeHue, TepaneBTuYeckuin adhdekT MoxkeT ObiTb
LOCTUIHYT C MOMOLLBbIO BBeAeHWNsA npenapaTta dHTnBro® 300 Mr kaxayto 4-yto Hepento. Ecnu nopaep)xmneatollas Tepanmsa npepsaHa U BO3HMKAeT HEOO6XOANMOCTb BO3OOHOBUTb
neyeHue, crneayeT UCMNosb30BaTh PEXKMM AO3MPOBAHUS C UHTEPBaNoM Kaxaple 4 Hegenw. MonHaa nHopMauus No cnoco6y NPUMEHEHUS U [lo3aM NpPeACcTaB/ieHa B UHCTPYKLMK
Mo MeAULMHCKOMY NpUMeHeHMIo. MpoTMBOMNOKa3aHUs: AeTCKUIA BO3pacT A0 18 NeT; runepyyBCTBUTENIbHOCTL K BEAON3YMaty Un APYrMM KOMMOHEHTaM nNpenapaTa; akTuBHas
dopMa TsHKeNbIX MHPEKLMOHHbBIX 3ab60oneBaHuin, TakuUx Kak Tybepkynes, cencuc, LMToMeranoBmpycHas HMeKUmns, TMCTEPMO3, U ONMOPTYHUCTUYECKME MHMDEKLNM, TaKmne Kak
nporpeccupyioLias MynbTudoKanbHas nenkosHuedanonatus. NMo6ouHoe aencTaue. Hanbonee yactble HexenatesbHble peakumn (21/10): Ha3oMapUHIUT, ronosHas 60sb,
apTpanrus. YacTble HexxenaTesibHble peakumm (21/100, <1/10): BPOHXUT, racTPO3HTEPUT, MHMEKUMN BEPXHUX AbIXaTeNbHbIX MyTeN, FPUMM, CUHYCUT, (DapuUHIUT, napecTesus,
rmnepTeH3ngd, 60nb B 0o6nacTtu POTOMMOTKWN, 3a/TOXXEHHOCTb HOCA, Kalwlenb, aHasbHbIN aﬁCLleCC, aHaNbHaga TpeuwwuHa, TOWHOTa, AMcnencus, 3anop, B3ayTue XXmBoTa, METEOPU3M,
FeMODpOI;\, Cbinb, 3ya, 3K3eMa, 3pnuteMa, HoYHaa NOTIMBOCTb, akKHe, MbllLeYHble Crna3Mmbl, 6onb B CnuHe, MbllleYyHasa CﬂaéOCTb, YTOMNAEMOCTb, 6onb B KOHEYHOCTAX, MNpeKcua.
MepeyeHb Bcex No60YHbIX 3hheKTOB NpeacTaBNeH B MHCTPYKLMU NO MEAULIMHCKOMY NpUMeHeHUuto. Ocobble ykasaHus. Nepen HavyanoM feveHnsa npenapaTtoMm dHTUBUO®
pekoMeHayeTCs NpoBefeHMe BakLMHaLMM BCEX NALMEHTOB B COOTBETCTBUM C AENCTBYIOLLIMMIN peKOMeHAaUMsaMn No UMMYHU3aumn. MNMpenapat cnegyeT NPUMEHATbL NOA CTPOMMM
HabnoaeHneM KBanuMULMPOBAHHOIO MeAMLMHCKOro nepcoHana, CnocoGHOro OCYLLECTBAATL KOHTPOJb Peakuuit rmnepyyBCTBUTENBHOCTY, BKOUYAs aHapUNaKTUYeCKyo
peakumto. MNauneHTbl OOMKHbI HAaXOAUTBCA NoA CTPOrvM HabtoAeHMEM BO BpeMs MHAY3UM WU NOCne ee 3aBeplUeHUs B TeyeHue ABYX 4YacoB AN NepBbiX ABYX WHDY3UM
1 NPVYMEPHO OHOrO Yaca AN1s NoCcneayoLLmX HDY3nn. MepeyeHb Bcex 0cobbix yKa3aHU NPeACcTaBNeH B MHCTPYKLMMU MO MEAULIMHCKOMY NpUMeHeHwuio. MonHaa nHdopmMaums

no npenapaTy COAEPXXUTCH B UHCTPYKLUUMU MO MEAULUHCKOMY NPUMEHEHUIO.
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Obwepoccutickas oblecmeeHHan opaaHusauus

«Accoyuauus Kononpokmosozos Pocculs, cosdaHHas 3 okmsabps 1991 2.
Mo UHUULamuse epadel-kononpokmonozoe P®, aensemcs yHukansHod
8 ceoell cipepe U 0dHoL U3 cmapelilwux obLecmeeHHbIX MeOUUUHCKUX
accouyuayuld. Ha danHbil Mmomerm e Accouuaylit cocmoum Gonee 800
Ko/TonpoKmenozoe npakmu4ecku us ecex cybbexmoe P@

OCHOBHBIE LENW v 3A0A4YA OPTAHU3ALIMKA

* COBEpLEHCTBOBaHME W ynydilueHue nevyebHo-aUariocTu4eckon
nomoLuM GonbHeiM ¢ 3a6oneBaHMAMM TONCTON KWLLKKM, aHanbHoro
KaHana v NPoMexHocTH;

* npodheccUoHanbHasn NoOAroTOBKa, cneynanusauus, cepTnuKkayms
M YCOBEpIWEeHCTBOBaHNE BPaYeii-KoNomnpoKTONoros U NoBLILWEHne
WX npogeccuoHanbLHoro, Hay4YHoro W MHTENNeKTyansLHoro ypoeHs;

* 3alymTa NPoeCcCUOHANEHLIX U MTUYHLIX MHTEPECOR Bpayeii-kono-
NPOKTONOrOE B roCYAapcTBeHHLIX, OGLEcTBEHHBIX U MHBIX OpraHu-
3auusix B P® un 3a pybexom;

* pa3paboTka n BHejpeHWe HOBLIX OpraHu3auynoHHbIX U reyebHo-
[OVarHOCTUYECKUX TexHonorvii u Gonee pauuoHanbHeIX hopM opra-
HM3auMK NOMOLYM KOMOMNPOKTONOrMYeckUM GoNbHLIM B MpakTUKY
paboTel pernoHanbHLIX KONOMPOKTONOrMYECKMX LIEHTPOB, OTAene-
HWIA W KabuHeToB;

* N3paHue Hay4yHo-NpakTUYecKoro MegvUMHCKoro JXypHana «Kono-
NPOKTONMOrMA», BXOAALIETo B NepevyeHb peueHanpyeMblX )ypHanos
1 uagaHuit BAK MunucTepcTea o6pasoBaHua W Hayku PO;

* MeXAyHapofHoe COTPYAHUYECTBO C OpraHusauuaMu u obsegu-
HEHUAMM KOMOMPOKTONOIOB M Bpayeill CMEeXHEIX cneyuanbHocTe ,
y4acTue B opraHusalum u pabote pasnuyHbix 3apyBexHsix koHpe-
peHuMiA;

+ opraHu3auus W npoeepeHWe Beepoccuiicknx Cbe3noB Kononpok-
TONoroB, a Takke o6l epoccMACKUX MEXPErioHanbHbIX W pervo-
HanbHbIX KOHGEPeHUMI, CUMNO3MYMOB W CEeMUHApOB Mo akTyanb-
HbIM NpoGnemam KONonpoKTONGorkK.

www.akr-online.ru

HneHamn Acteoumnauun moryt BeiTh rpaxaane PO u
MHOCTPaHHLIE TPaXAAHE, MMELME BLICIIEE MEON-
LMHCKDEe ©0pasosanne, npowefiluve cneyunanusaymio
no kononpokranorun, paborawuue B obnacrn kono-
NPOKTONOTAKM HE MERee 3-X neT, Nnpu3Hawuve Ycras
OprasmMi3ayun wysdacrayolme B ee AeATenbLHOCTH

NPEUMYLLUECTBA YNEHCTBA B ACCOLIMALIUMA

+ Gonee HU3KUE perucTpalMoOHHbIE B3HOCKI Ha yYacTHe B
006LWepocCUACKMX HAYYHO-NPAKTHYECKUX MEPONPUATHAX;

+ GecnnarHana NOANUCKa U pacchbinka XypHana «Kononpokronorus»
(0ns He umelowjux 3a00MKEHHOCMU 110 YNNNAme Y/1eHCKUX 63HoCo8);

* NpeMMYyLiecTBa NPU 3a4MClIeHUM Ha LMKN NOBBILWEHUA
KBanudmuraLmm;

* MHchopMaLMOHHANA NoAfepKKa W IopUanMYecKU-NpaBoBan 3almTa
yneHoB AccolMalnm;

* yneHam AccollMalvm BbljaeTcA cepTudMKaT ycTaHOBNEeHHOro
MNpaBnenuem obpasya

lNpogheccuoHansHas

OBYYEHMUE KONOMNPOKTONONroB HA BA3E NHuK

OpduHamypa no crneyuanbHocmu:

= 3Hdockonus

nepenodzomoska:
= Kononpokmonozaus

lMoebiwerue keanugukayuu;

31.08.02 - aHecmeauonozus-peatumMamonoaus
31.08.11 — ynbmpassyKkosas duasHocmuka
31.08.28 — 2acmposHmeponoaus

31.08.55 - kononpokmonoaus

31.08.70 - sHOocKonus

* 3ndockonus

* Kononpokmonozus

Kononockonus. Teopus u npakmuka ebiNonHeHus

Obecneverue aHecmesuonozuYyecKo20 Nocobus KoNonpoKmMonoesuyeckuM GonbHbIM
Jlanapockonuyeckue mexHomozuu & KolonpoKkmonoauu

PyHKYUOHaNbLHbIe Memodbl duaeaHoCMUKUY U neveHus GonesHeld moncmod Kuluky
¥3-memodel duagHoCmUKU € KoNornpoKmonosuu

lacmpoanmeponozus

HAYYHO-OEPASOBATE/bHbIA OTHEN:

men.:

123423, 2. Mockea, yn. Canama Aduns, 9. 2,

kab. Ne2 (yokonbHbIl amax),

3asedyowan yyebHol yacmeio — Llladuna Hamanks Ee2eHbeeHa
+7(499)642-54-41 d06. 500

e-mail: edu@gnck.ru, info@gnck.ru

123423, r. Mockea, yn. Canama Agunsa, 4. 2

8 (499) 642-54-41 no6. 1215
8 (499) 199-04-09
I- info@akr-online.ru

AptamoHoga [1.10.
polinav@mail.ru

PekBuautol AnA ynnartbl YNeHCKUX B3HOCOB.




YBAXKAEMbIE KOJIJIETMA!
[nsi onnartbl BCTYNUTENbHOMO B3HOCA B AccoLmaLmio Konornpokrosioros Poccum
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UsBelweHne O6mepoccuiickas 0OIIECTBEHHAs! OPraHU3aIus «AccolLHanus KOJIOMpPOKToI0ros Poccuny
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Kaccup C ycnoBHsAMHM NpHUeMa yKa3aHHOH B MJIAT€KHOM JOKYMEHTE CyMMBI, B T.U. C CyMMOM B3MMaeMOM IJIaThl 3a
yciryru 6aHka 03HAKOMIICH M COTJIACEH.
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LEJN W 3AAYN

Lle]'lblO XypHana <<K0]'IOI'I]JOKTO}10I'VI$|» ABNAETCA OCBELEHNE COBPEMEHHbIX TeH[J,eHLlVIﬁ
W Hay4YHO-MpaKTUYeCKunx [J,OCTVI)KEHMVI B KOﬂOpeKTaﬂbHOVI Xupypruu.

3a6oneBaHuns TONCTON KUWKM, 3a[iHETO NPOXO/a, Ta30BOr0 IHA U NPOMEXHOCTU ABNSA-
I0TCA OAHUMMU U3 Hanbonee paCI'I]JOCTpaHéHHbIX, a Kononpokrtonorua — Hanbonee
AWHAMUYHO pa3BMBa|ou.\eﬁcn xwpyprwquKon CneunanbHOCTLIO.

KonopekTanbHelit pak 3aHMMaeT 0fHy U3 BEAYLWMUX NO3ULUIA B CTPYKTYPeE OHKONOTNYe-
CKMNx 3a60neBaHM|7|, Ha6}1|0}:laeTCﬂ HeyKﬂOHHbII?I POCT BOCNANUTENbHbBIX 3abonesaHnit
KUWweYyHukKa, ,U,l/lBepTMKyﬂﬂpHOﬁ 60s1e3Hu1. [TOCTOAHHO U3MEHAITCS AVarHocTuyeckune
1 ne4yeGHble MOAXOALI MPU NEYEHUM reMOppoMAanbHON GoNesHu, Ceuleit 3afHero
npoxopa, aHanbHOW TpeLwmnHbl, aHanbHOW WHKOHTUHEHLUNU.

KOJ‘IOI‘IDOKTOHOI’M B POCCMM, KaK 1 BO BCeM O0CTanbHOM MUpE, UHTEHCUBHO BBaMMOAEVI-
CTBYIOT C OHKOJIOraMu, racTPO3IHTEPOOraMu, 06WUMU XUPYPraMu, SHROCKONUCTamMu,
I'IaTOdJVIE}VIOnOI'aMVI W cneuynannucTamun Apyrux Hay4yHo-npakKTU4YecKux HaﬂpaBﬂeHMﬁ
Bpaqeﬁuoﬂ AEATENbHOCTH.

Llenesoit ayputopueit xypHana faBAaoTCA KOJNONPOKTONOTM, @ TAKXKe Bpauu Apyrux
cneumanbuoc‘reﬁ, UHTEpeC KOTOpbIX CKOHUEHTPUPOBAH Ha 3ab0neBaHUAX TOJCTOM
KWLWKK, 3a4HEero npoxoja, Ta3oBoro AHa U NpoOMeXXHOCTH.

Xyptan «KononpokTtonoruu» oGbeanHseT KononpokTonoros Poccuu B TecHOM
COTpyAHUYecCTBe C I'IpOdJeCCVIOHaJ‘IbeIMVI OﬁbeﬁlMHeHMﬂMM Mupa u BeaywmmMn mexay-
HapoAHbIMUW 3KCNepTamu B obnactn KOﬂOpEKTaI'IbHOl;I Xupypruu.

B KypHane nyGauKYIOTCA OPUTUHANbHbIE CTaTbu, Pe3ynbTaTbl (yHAAMEHTaNbHbIX
MCCﬂe}JOBaHMVI, HanpasneHHble Ha W3yvyeHue oﬁmenamnorwqecxwx npoueccos
C Lenblo ynyyleHna neyeHunsa 60J‘IbeIX, OnuUCaHne KNUHU4YeCKnX Ha6l1K)AEHIAIZ, meTa-
aHanu3bl U 0630pbl NUTEPATYPbI MO WHUPOKOMY CMEKTPY BONPOCOB KONOMPOKTONOT UMY,
a TaKxe pe3ynbTathl KNMHUYECKUX U IKCNEPUMEHTANIbHbIX MCCHEAOB&HMVI.
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AIM AND SCOPE

The purpose of the journal Koloproktologia (Russian Journal of Coloproctology) is to
highlight current trends and scientific achievements in colorectal surgery.
Diseases of the colon, anus, pelvic floor, and perineum are among the most common;
and coloproctology is the most dynamically developing surgical specialty.
Colorectal cancer occupies one of the leading positions in the structure
of oncological diseases. There is a steady increase in inflammatory bowel diseases,
diverticular disease, stoma patients.

Diagnostic and treatment options for hemorrhoid disease, anal fistula, anal fissure,
and anal incontinence are constantly changing.

Coloproctologists in Russia, as in the rest of the world, intensively interact
with oncologists, gastroenterologists, general surgeons, endoscopists,
pathophysiologists, and specialists in other scientific and practical areas of medical
activity.

The target audience of the journal is coloproctologists, as well as doctors of other
specialties, whose interest is focused on diseases of the colon, rectum, anus, pelvic
floor and perineum.

The journal Koloproktologia (Russian Journal of Coloproctology) unites
coloproctologists of Russia in close cooperation with professional associations
of the world and leading international experts in the field of colorectal surgery.
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Occult adenocarcinoma in adenomas.
Possibilities of diagnostic methods
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AIM: to analyze the diagnostic value of the digital rectal examination, colonoscopy, MRI and ERUS for detecting
occult adenocarcinoma in rectal adenomas.
PATIENTS AND METHODS: the study included 100 patients with newly identified epithelial rectal neoplasms, which
undergone transanal endoscopic microsurgery from December 2019 to December 2020. All the patients underwent
digital rectal examination, colonoscopy, ERUS with sonoelastography, and pelvic MRIL. The diagnostics value of this
methods was estimated with determination of sensitivity and specificity.
RESULTS: the study included 67 (67%) females and 33 (33%) males. The mean age of the patients was 64.4 + 10.7
years. The median distance from the tumor to the anal verge was 6.0 + 2.9 cm. The sensitivity of the digital rectal
examination in the occult malignancy verification was 0.44 (95% CI: 0.24-0.65), specificity — 0.93 (95% CI: 0.85-
0.97). The sensitivity of the colonoscopy — 0.56 (95% CI: 0.34-0.75), the specificity — 0.84 (95% (I: 0.73-0.91).
The sensitivity of MRI — 0.40 (95% (I: 0.21-0.61), specificity — 0.89 (95% (I: 0.80-0.95). The sensitivity of ERUS
was 0.48 (95% (I: 0.27-0.68), the specificity — 0.73 (95% (I: 0.61-0.82). Pair wise comparison of diagnostic
methods revealed the absence of significant differences in their diagnostic value (p > 0.05).
CONCLUSION: at least one of diagnostic methods allows to verify the presence of malignant transformation in 100%
of cases. So, only combination of diagnostic methods can help to choose the optimal treatment option.
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examination, colonoscopy, endorectal ultra-

INTRODUCTION

Transanal endomicrosurgery (TEM) is the standard
option for benign tumors and early rectal cancer
[3,13]. At the same time, the key point in deter-
mining the indications and the possibility of local
excision is the preoperative diagnostics for iden-
tification of occult malignancy in adenomas.

Currently, the standard preoperative checkup
of patients with rectal tumors is digital rectal

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

sound (ERUS) and magnetic resonance imaging
(MRI).

Additional information about the risk of malig-
nant transformation of the adenoma can be ob-
tained by advanced instrumental methods: nar-
row-spectrum examination or chromoendoscopy
with assessment of the pit and vascular pattern
during endoscopic examination, and compression
elastosonography during ultrasound examination
[8,9,14].
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Table 1. Characteristics of clinical observation

n (o/o)
N of patients 100
Age, S + SD, years 64.4 +10.7
Gender, F/M 67/33
Height from the outer edge of 6.0+2.9cm

the anal canal M (min-max), mm
The tumor site depending on the

semicircle 25 (25.0%)
Anterior 38 (38.0%)
Posterior 37 (37.0%)

Lateral

Table 2. Data of pathomorphological conclusion

The result of
pathomorphological study of
removed specimens
Histological structure of the
tumor, %
Adenoma
Adenocarcinoma

n (°/o)

75 (75.0%)
25 (25.0%)

Resection margin, %
Intact
Positive

83 (83.0%)
17 (17.0%)

However, the use of instrumental diagnostic
methods is strongly operator dependent, and the
digital rectal examination is purely subjective.

In this regard, we initiated a study to analyze the
diagnostic value of the digital rectal method,
colonoscopy, MRI, and ERUS to detect occult ma-
lignancy in rectal adenomas.

PATIENTS AND METHODS

The recruitment of patients took place from
December 2019 to December 2020 in the
Ryzhikh National Medical Research Center of
Coloproctology. The study included patients
aged over 18 years old with newly identified epi-
thelial rectal neoplasm, selected for TEM. All the
patients at the diagnostic stage underwent digi-
tal rectal examination, colonoscopy, ERUS with
sonoelastography, and pelvic MRI. The patients
with recurrent epithelial tumors, the patients
who had previously undergone preoperative
chemoradiotherapy for malignant rectal neo-
plasms, and with a history of rectal surgery were
excluded.

Rectal digital examination was performed on the
Rakhmanov bed in the position of the patient on
his/her back with his/her legs apart. A proctos-
copy was performed, followed by an assessment of
the height of the tumor from the anal verge.

CKPbITOﬂ aAeHOKapuMHOMA B ageHoOMax. BOBMOXHOCTM
MHCTPYMEHTANILHOM MAEHTUBUKALMM

The assessment of the tumor presence, the in-
filtration of the intestinal wall by the tumor,
and the status of the mesorectal lymph nodes
was performed using ultrasound and magnetic
resonance imaging of the pelvis on Hi-Vision
Preirus and ProFocus devices (Hitachi, Japan)
using a multi-frequency biplane sensor with a
frequency of 5-10 MHz, and a Philips Achieva
1.5 T magnetic resonance tomograph (Philips,
Niderlands) with a four-channel body coil, re-
spectively. Pelvic MRI was used to assess the
relationship of the tumor and the pelvic perito-
neum when it was located in the upper rectum.
Tumor strain was determined using compression
sonoelastography.

Colonoscopy was performed using video endo-
scopic systems using EC 34-i10M colonoscopes
(Pentax, Japan). The tumor site, tumor struc-
ture, and tumor shape were assessed in white
light endoscopy with an optical magnification
of 60-120 times (narrow-spectrum mode) for
a detailed analysis of the surface and vascular
network of the mucosa. The Kudo-Fujii and Sano
Y. classifications were used to assess the nature
of the pit-pattern and capillary pattern of the
neoplasm [8,9].

Transanal endomicrosurgery was performed un-
der combined spinal anesthesia with intravenous
potentiation.

We used equipment for Transanal Endoscopic
Operation (TEO) by Karl Storz (Germany): an op-
erating proctoscope with a diameter of 40 mm,
a length of 15 cm, and a video endoscopic TEO
equipment.

The removed specimens were fixed with needles
on a polystyrene plate, followed by a visual as-
sessment of the resection margins.

A comparison of the sensitivity and specificity of
diagnostic methods in the search for occult malig-
nancy with the results of pathomorphology of the
removed specimen was performed.

The resection margins and the dysplasia degree
were assessed by patomorphology as well. The
Kikuchi R. subclassification [11] was used to de-
termine the depth of invasion of submucosa.

The statistical data analysis was performed using
MedCalc and IBM SPSS Statistics for Windows 10.
For a Gaussian distribution, continuous values
were described by the standard deviation and

Occult adenocarcinoma in adenomas. Possibilities of diagnostic methods
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Table 3. Results of diagnostic methods in dependence of results patomorphological conclusion

(Seng;“;:'g )(Se) Spegg g/itzésll) D:i(?:r"::;‘ Sig;ifpig?'n::s: :’CVP) Sig;iziiiﬂﬁsf?«cvp) ﬁﬂﬁe(ﬂf: p
(95% CI) (95% CI) curve)
eDigL:?ttation (o.zifg.ﬁs) (o.s(;'—gg.w) 0.81 (o.4%f§.90) (0.7(;'553.87) 0-687 0-006
Endoscopy (0.3%3.75) (0.72'?3.91) 0.77 (0.3%—%?.68) (0.7%‘533.90) 0.7 0.002
MRI (0.22fg.61) (o.s%fgg.%) 0.77 (o.3%f§.73) (0.7%.—8(}.86) 0.647 0.03
ERUS (o.zgfg.ss) (0.6%-73.82) 0.67 (o.z%fg.sn (0.703.?(}.86) 0-600 0.11
Strain ratio (0.4(;.—63.82) (0.5(;'—63.74) - (0.2(:3fg.47) (0.7%%.90) 0-630 0.013

the amplitude; for a non-Gaussian distribution,
they were described by the median and quartiles.
The statistical analysis of dichotomous quanti-
ties was performed using conjugacy tables. To
assess the diagnostic value of the methods, the
sensitivity, specificity, and diagnostic accuracy
of medical imaging methods were calculated in a
95% coincidence interval.

To determine the prognostic significance, a ROC
analysis (Receiver Operating Characteristic) was
performed: a ROC curve was constructed, and the
quality of the study was evaluated on the scale of
the area under the curve (AUC).

The Youden index was used to determine the cut-
off point of the SR. The p < 0.05 values were con-
sidered statistically significant.

RESULTS

According to the inclusion criteria, 100 pa-
tients were included in the study: 67 women
and 33 men. The average age of the patients was
64.4 + 10.7 years. The average distance from the
tumor to the anal verge was 6.0 + 2.9 c¢cm. The
tumor was localized along the posterior circum-
ference in 38%, along the lateral circumference
in 37%, and along the anterior circumference in
25% (Table 1).

According to the pathomorphology of removed
specimens adenoma was detected in 75 (75%)
of 100 patients, adenocarcinoma — in 25 (25%)
(Table 2).

We analyzed the diagnostic value of the digital
rectal examination in determining occult malig-
nancy in adenomas. According to the final patho-
morphological conclusion, the incidence of false-
positive (FP) results in the digital examination

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

was 5%, and false — negative (FN) results — 14%.
The sensitivity of the method was 0.44 (95% CI:
0.24-0.65), and the specificity was 0.93 (95% CI:
0.85-0.97) (Table 3).

Endoscopy showed a false positive result in 12%
of cases (in 12 out of 100 patients), and a false
negative result in 11% that had an invasion into
the submucosa. The sensitivity was 0.56 (95% CI:
0.34-0.75), and the specificity was 0.84 (95% CI:
0.73-0.91) (Table 3).

The magnetic resonance imaging revealed the
absence of tumor invasion into the intestinal
wallin 67 (67.0%) out of 100 patients, while ma-
lignancy was correctly diagnosed in 10 (10.0%).
A false positive result was observed in 8 (8.0%)
out of 100, and a false negative result in 15% of
cases. The sensitivity of MRI was 0.40 (95% CI:
0.21-0.61), specificity of 0.89 (95% CI: 0.80-
0.95) (Table 3).

The sensitivity of ERUS in the diagnosis of occult
malignancy was 0.48 (95% CI: 0.27-0.68), and
specificity of 0.73 (95% CI: 0.61-0.82) (Table3).
The ROC analysis is shown in Figure 1.
Compression sonoelastography was used to in-
crease the sensitivity of ERUS. The threshold
value of the strain ratio (SR), in which the rec-
ognition of the presence or absence of invasive
growth in the adenoma will have maximum sen-
sitivity and specificity, is considered the value
obtained in the analysis of Youdene index = 0.28,
and it is equal to SR = 2.88; the sensitivity and
specificity was 64% (p < 0.05).

With the strain ratio of less than 2.88, the prob-
ability of invasive adenocarcinoma absence is 84%
(95% CI: 75-90).

When comparing the diagnostic meth-
ods in pairs with each other, there were no

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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significant differences in their diagnostic
value (p > 0.05).

It is important to note that when analyzing a
combination of diagnostic procedures, in 100% of
cases, the diagnosis was correctly made at least by
one of the methods.

DISCUSSION

The need for early detection of occult rectal
adenocarcinomas can be explained by the fol-
lowing relationship: the higher is the depth
of submucosal invasion, the greater is the risk
of metastatic lesion of regional lymph nodes,
which reduces the possibility of local radical
excision [7].

Recently, to make a correct diagnosis of a patient
with a rectal neoplasm, a complex of examinations
is necessary to determine the presence of the tu-
mor and identify the presence of malignancy with
a preoperative assessment of the T and N stages.

The diagnostic algorithm allows in most cases to
abandon rectal resection in favor of local excision
(TEM).

Digital rectal examination is a mandatory di-
agnostic method for the initial consultation
of a coloproctologist. According to the data
obtained, the sensitivity of the method was
0.44 (95% CI: 0.24-0.65), and the specific-
ity was 0.93 (95% CI: 0.85-0.97). Despite the

100 =
80 |-
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fy s
S B
i) B
r ’
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W 40 = X
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i gﬁm -------- MRI
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Figure 1. ROC-curves of diagnostic methods by sensitivity and
specificity in verification of hidden malignancy
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subjectivity of the digital study, the obtained
results directly correlate with the data of the
retrospective analysis of Ang C.W. et al: the in-
cidence of false-negative results was 10% vs
14%. However, in this study, a higher sensitivity
of the digital method was obtained (0.76 versus
0.44, respectively), which may be due to the na-
ture of the sample and the inclusion of patients
with more obvious deep invasion [6].

The ERUS allows to assess in detail the intestinal
wall structure and analyze the lesion depth within
the mucosal and submucosal layers.

The accuracy of the method can be improved
by performing compression sonoelastography.
According to the presented analysis, the strain
ratio of the tumor to unaffected tissues ex-
ceeding 2.88 indicates a high risk of malignant
transformation and the presence of occult ma-
lignancy. Prospective study by Bogdanova E.M.
et al. [5] showed the highest sensitivity and
specificity (0.73 and 0.68, respectively) of
the strain ratio (SR) in the detection of rectal
cancer at the cut-off point level of 5.71. The
higher coefficient can be explained by the in-
clusion in the study by Bogdanova E.M. of the
patients with T, and T, cancer with a deliber-
ately higher SR.

It is important to note that the diagnostic capa-
bility of ERUS is highly dependent on the operator,
and the measurement of the SR is not a standard-
ized manipulation [21].

The magnetic resonance imaging (MRI) is highly
informative in the diagnosis of malignancies
that grow deep into the muscular layer of the
intestinal wall or extend beyond it, or to deter-
mine indications for the need for neoadjuvant
treatment. However, in cases of early cancer,
it is very difficult to differentiate changes in
the submucosal layer, which can cause hypo-/
hyperdiagnostics of the superficial tumor inva-
sion [15,17,18].

So, according to the study by Waage J.E. et al, the
MRI specificity in the diagnosis of early cancer is
only 0.07 (95%CI: 0.00-0.31): MRI correctly iden-
tified only one of the 14 adenomas.

However, it is important to note that in the course
of this study, only 2 patients were selected for lo-
cal excision, which may explain the difference in
the diagnostic accuracy of the method [4].

Occult adenocarcinoma in adenomas. Possibilities of diagnostic methods
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Colonoscopy with examination in a narrow
light spectrum often allows to suspect its
malignant nature by the appearance of the
formation.

The most significant endoscopic signs of malig-
nancy with invasion deeper than 1,000 microns
into the submucosal layer are: tumor density, un-
even bumpy surface with retraction, convergence
of folds, structureless vascular and pit pattern,
as well as the contact vulnerability of the neo-
plasm and the absence of its deformation during
insufflation.

Nevertheless, both according to our data and the
results of Saito, Y.'s study, the accuracy of the en-
doscopic diagnosis in the verification of occult
malignancy is only 74.7% and 77%, respectively
[23].

Thus, it can be stated that only a combination
of diagnostic methods and staging in the veri-
fication of occult malignancy at the preopera-
tive period can improve their diagnostic accu-
racy. The results of the population-based study
by Detering R. et al., who combined the data of
7,382 patients with early rectal cancer, showed
that the combination of ERUS and pelvic MRI
can reduce the percentage of hyper-diagnosis
of tumors from 54.7% only when performing
MRI to 31.0% in determining indications for lo-
cal excision [22]. It is important to emphasize
once again that in the study, in all the cases of
malignant transformation, the diagnosis was
correctly made at least by one of the tests. This
circumstance confirms the need for the inter-
pretation of the study results by the attend-
ing physician in conjunction with the available
clinical picture and the data of the digital rectal
examination.

CONCLUSION

Diagnosis of occult malignancy in rectal ad-
enomas is a key point of selecting patients for
local excision. When using a combination of
diagnostic methods, at least one of them in
100% of cases allows to correctly verify the
presence of a malignant transformation of
the tumor and choose the optimal treatment
option.
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AIM: to evaluate the effect of the lymphadenectomy (LD) level on the quality of life (QolL) in patients who under-
went laparoscopic colon resection for colon cancer.
PATIENTS AND METHODS: the study included 86 patients who underwent surgery for colon cancer from January
2018 to August 2020. The patients were randomized in 2 groups: the main group — with D3 lymphadenectomy —
41 patients and the control group — with D2 — 45 patients. Two validated QoL questionnaires (QLQ-C30 v. 3.0,
QLQ-CR29 v. 2.1) of the European Organization for Research and Treatment of Cancer (EORTC) were applied by the
patients on the day before the surgery and on the 30th day after the surgery and were used for the further analysis.
RESULTS: there were no significant differences between the groups in gender, age, weight, height, BMI, assessment
of functional and physical status according to the ASA and ECOG scales, incidence of comorbidities, tumor site, type
and volume surgical of procedures. Regardless of the level of lymphadenectomy, the significant improvement in QoL
after surgery was obtained (p,,,. = 0.005, p, .= 0.023) in both groups. The significant increase in the incidence
of diarrhea by 2.65 times was detected after laparoscopic right hemicolectomies with extended lymphadenectomy
(p=0.042). Also, there was a significant 2.45 fold increase in the risk of developing erectile dysfunction (ED) after
D3 lymphadenectomy in the patients who underwent laparoscopic resections of the left colon in the early postopera-
tive period (p = 0.031).
CONCLUSION: the analysis of physical, social functioning and symptomatic scales has established that in patients
who underwent colon resection for cancer of the left colon erectile dysfunction occurred to a greater extent after
D3 LD, whereas diarrhea was more likely to develop after resection of the right colon with D3 LD than with D2 LD.
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INTRODUCTION 1) preservation of the integrity of the mesocolic
fascia

To date, surgery remains the method of choice in  2) removal of paracolic (201, 211, 221, 231, 241,
the treatment of colon cancer. 251 groups), intermediate (202, 212, 222, 232,
As an assessment of the extent of radi- 242, 252 groups) lymph nodes (LN) with D2
cal surgery, the following basic criteria are lymph node dissection (LD) and with enhanced
used to describe the quality of the removed lymphadenectomy (D3), as well as apical (203,
macro-specimen: 213, 223, 253 groups) LN (Fig. 1).
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NPy onepauusx No NoBoAy Paka 0boA0HHOM KMLLKK

17


https://crossmark.crossref.org/dialog/?doi=10.33878/2073-7556-2021-20-2-17-28&domain=pdf&date_stamp=2021-06-04

OPUTUHAIJIbHBIE CTATbU

ORIGINAL ARTICLES

Surgery should not only meet all the oncologic
surgery principles, but also not reduce the quality
of life (QoL) [1,2].

According to the recommendations of the World
Health Organization, QoL refers to the perception
by individuals of their position in life in the con-
text of the culture and value system in which they
live, in accordance with the goals, expectations,
norms, and concerns of this person [3].

It should be noted that the introduction of lapa-
roscopic technologies in colon cancer surgery in
1991 contributed to the improvement of the phys-
ical and mental state of the operated patients, as
well as their social rehabilitation [4-6]. However,
in addition to studying surgical access, research-
ers are currently paying considerable attention to
assessing the safety of extended lymph node dis-
section in the volume of D3. The problem of qual-
ity of life after such a procedure is only indirectly
studied [7,8]. In the few papers that were devoted
to the study of the QoL after D3 lymph node dis-
section for colon cancer, the specific complica-
tions that reduce it were: diarrhea, developing
in 6% of the patients operated on for cancer of
the right colon, and a decrease or complete loss
of erectile function in 47.7% of the patients after
surgeries for cancer of the left colon [9,10]. At the
same time, in existing studies, the assessment of
QoL depending on the volume of lymphadenecto-
my performed was made independently of surgical
access.

Therefore, in order to study the effect of LD vol-
ume on the QoL, we analyzed the results of treat-
ment of the patients who underwent laparoscopic
resections of the colon with LD in the volume of
D2 and D3.

PATIENTS AND METHODS

From January 2018 to August 2020, a random-
ized prospective study of the QoL of the pa-
tients operated on for colon cancer in the
A.N.Ryzhikh National Research Medical Center of
Coloproctology of the Health Ministry of Russia
included 100 patients with colon cancer. The se-
lection criteria were:

1) colon cancer with T1-4aN0-2MO;

2) histological confirmation of adenocarcinoma;
3) ECOG status — 0-2 points;

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

4) ASA status — 1-3 class;

5) age of 18 years and older;

6) informed consent.

A preoperative checkup included computed to-
mography (CT) of the chest, abdomen and pel-
vis with intravenous contrast, colonoscopy, and
pathomorphology of the biopsy material. Tumor
staging was performed using the TNM classifica-
tion (8th edition, 2018) [11,12]. The assessment
of the LN status was made in accordance with the
accepted Japanese clinical and anatomical classi-
fication (Fig. 1) [13].

The patients who met the selection criteria were
randomized into 2 groups: the main group includ-
ed the patients who underwent laparoscopic co-
lon resection with expanded lymph node dissec-
tion in the volume of D3 (48 patients), the control
group included the patients who underwent pro-
cedures with the volume of LD D2 (52 patients).
Randomization was carried out using the Internet
resource random number generator (www.ran-
domizer.org). Intraoperatively, 14 patients were
excluded from the study due to the conversion to
the open one — 7 people in each group. Thus, the
analysis included 41 and 45 patients in the main
and control groups, respectively (Fig. 2).

Figure 1. Layout of regional colonic LNs: paracolic LNs are
highlighted in red (201, 211, 221, 231, 241, 251 group), inter-
mediate LNs — in blue (202, 212, 222, 232, 242, 252 group),
apical LNs — in yellow (203, 213, 223, 253 group)

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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Table 1.Characteristics of the studied groups

Parameters M(a:;n=g£(;;|p Cor;;rgl l?;(;uP 14
Gender Male 17 (41.5%) 18 (40%)
0.890
Female 24 (58.5%) 27 (60%)
Age, fullyears 64 [60-72] 62 [57-71] 0.345
Anthropometric data Height, m 1.65 [1.6-1.75] 1.68 [1.62-1.75] 0.589
Body weight, kg 76 [68-86] 73 [61-87] 0.502
BMI, kg / m2 27.4 [25.47-29.74] 26.5 [22.4-30.3] 0.189
ASA I 6 (14.6%) 11 (24.4%)
II 33 (80.5%) 32 (71.1%) 0.520
111 2 (4.9%) 2 (4.5%)
ECOG 0 22 (53.7%) 28 (62.2%)
I 19 (46.3%) 15 (33.3%) 0.246
1 0 (0%) 2 (4.5%)
Comorbidities 35 (85.4%) 41 (91.1%) 0.508
Tumor Site Right Colon 20 (48.8%) 23 (51.1%)
Left Colon 21 (51.2%) 22 (48.9%) 071
Surgery Type Right Hemicolectomy 20 (48.8%) 23 (51.1%)
Left Hemicolectomy 7 (17.1%) 4 (8.9%)
Distal Sigmoid Resection 13 (31.7%) 17 (37.8%) 0.505
Colon Resections of Hartmann'’s type 1(2.4%) 0
Subtotal ColonResection 0 1(2.2%)

The data was analyzed using the IBM SPSS
Statistics 26 Version program. To check the nor-
mality of the distribution, the Shapiro-Wilk crite-
ria were used with the Lillie force correction of the
significance, the histograms were analyzed, as well
as the indicators of asymmetry and kurtosis. The
groups were compared using the Mann-Whitney
test for quantitative variables, and the Fisher
exact test for qualitative variables. Descriptive
statistics for qualitative variables are presented
as the number of patients (percentage of observa-
tions) and for quantitative variables as medians
(Q1-Q3 quartiles).

When comparing the effect of the lymph node
dissection in the study groups on the QoL of
the patients before and after treatment, the
Student paired t-test was used for normally dis-
tributed values, and the Wilcoxon test was used
for quantitative values whose distribution was

Kauectso XXM3HM NAUMEHTOB Nocne pacmupeHHoﬁ HHMd)OAHCCeKLlMM
npM ONepauusax No NOBOAy PAKA 0BOAOUHOM KULLKM

different from the normal one. In order to take
into account the possible influence of various
factors on the dependence of the quality of life
of patients on the LD volume, a univariate co-
variance analysis of ANCOVA and a two-variate
dispersion analysis of ANOVA with repeated
observations were performed. The differences
were considered statistically significant at
p < 0.05.

The study groups were comparable in terms of the
basic clinical and anthropometric characteristics,
such as gender, age, weight, height, BMI, assess-
ment of functional and physical status accord-
ing to the ASA and ECOG scales, comorbidities,
tumor site, and the surgery performed (p > 0.05)
(Table 1).

To assess the patients’ QoL, they were surveyed on
the day before and on the 30th day after the sur-
gery using two validated questionnaires from the

Quality of life after extended lymph node dissection for colon cancer

19



20

OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

European Organization for Research and Treatment
of Cancer (EORTC, https://www.eortc.org).

The first questionnaire for assessing the quality of
life of cancer patients QLQ — C30 v. 3.0 is a set of
questions grouped into multi-element scales and
individual subjects [11].

We assessed the severity of diarrhea in the groups,
which meant frequent emptying of the intestine
with liquid or unformed intestinal contents, cor-
responding to type 6—7 on the Bristol Scale, up to
3 times a day or more [14,15].

The patients were previously explained the an-
swers to the question about the presence of di-
arrhea, which were divided into 4 types: “not at
all” — the absence of diarrhea, “slightly” — the
frequency of stool up to 4 times a day was regard-
ed as a mild form of diarrhea, “significantly” —
episodes of defecation up to 5-6 times a day in
the form of liquid or unformed stool, “very strong-
ly” — the number of emptying per day was more
than 7 times [16].

The second questionnaire is an additional mod-
ule for patients with colorectal cancer QLQ-CR29
v.2.1, which is designed to assess QoL in patients
with different stages of the disease and treatment
methods. The module contains 29 questions that

also form functional and symptomatic scales. Each
of these scales contains from 2 to 7 questions.
The answers to the questions are presented in the
form of simple statements of the Likert Scale [17].
The results of the answers are reflected in points
from 0 to 100. When assessing functional status,
an increase in the number of points corresponds
to a better quality of life, while in the analysis of
symptomatic scales and individual subjects, the
opposite trend is observed — a higher number of
points is consistent with a worse assessment of
Qol.

RESULTS

The QoL of patients before and after surgery, as
well as depending on the volume of LD, was com-
pared using the EORTC QLQ — C30 questionnaire
as part of the ITT (intention-to-treat) analysis.

As a result of processing the EORTC QLQ — C30
questionnaires before and after treatment, it
was found that 30 days after treatment, regard-
less of the volume of LD, there was a significant
improvement in the level of QoL (p,,,, = 0.023,
= 0.005), as well as physical (p,,,, = 0.017,
= 0.036), role (pg,p, = 0.048, p,,, = 0.001)

onLD3
pPF2D3

Patients with colon cancer T1-4aN0-2Mo,
who meet the selection criteria
n=100

A4

D3-lymph node
dissection, n =48

<:< Randomization ’\:>

D2-lymph node
dissection, n =52

N4

N4

Quality of life assessment

A

Surgery

A

D3-lymph node
dissection, n =41

—

Excluded patients (7 people
from each group), n =14

D2-lymph node
dissection, n =45

R

A

A

Observation on 30th day: Assessment of the quality of life

A4

Analysis of the results obtained

Figure 2. Block diagram of the study
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Table 2. Assessment of the quality of life of patients before and after surgery depending on the volume of lymphadenectomy per-
formed (EORTC QLQ — (30 questionnaire)

Observation stages
QoL scales Method.of lyn.1ph node Before treatment After 30 days p
dissection
Me Q,-Q, Me Q,-Q,
Quality of life /QoL, points D2 66.7 50-66.7 66.7 58.3-83.3 0.023*
D3 58.3 41.7-66.7 66.7 58.3-75 0.005*
p=0.359 p=0.646 -
Functional scales, D2 80 80-93.3 86.7 80-93.3 0.017*
points PF2 D3 86.7 80-93.3 86.7 86.7-93.3 0.036*
p=0.288 p=0.509 -
D2 100 66.7-100 100 83.3-100 0.048*
RF2 D3 83.3 66.7-100 100 100-100 0.001*
p=0.624 p=0.3 -
D2 100 66.7-100 75 66.7-91.7 0.016*
EF D3 83.3 66.7-100 83.3 66.7-91.7 0.553
p=0.624 p=0.279 -
D2 100 83.3-100 100 100-100 0.001*
CF D3 100 83.3-100 100 100-100 0.012*
p=0.745 p=0.803 -
D2 100 83.3-100 100 100-100 0.01*
SF D3 100 83.3-100 100 100-100 0.075
p=0.919 p=0.641 -
Symptomatic scales, D2 33.3 22.2-44.4 22.2 11.1-33.3 0.023*
points FA D3 33.3 22.2-33.3 33.3 11.1-33.3 0.1
p=0.120 p=0.883 -
D2 0 0-45 0 0-16.7 0.194
NV D3 0 0-16.7 0 0-48.3 0.577
p=0.871 p=0.255 -
D2 16.7 0-33.3 16.7 0-16.7 0.03*
PA D3 16.7 0-16.7 0 0-16.7 0.026*
p=0.913 p=0.470 -
D2 333 0-33.3 0 0-33.3 0.003*
DY D3 0 0-33.3 0 0-33.3 0.127
p=0.019% p=0.091 -
D2 333 0-33.3 0 0-33.3 0.001*
SL D3 33.3 0-33.3 0 0-16.7 0.003*
p=0.550 p=0.398 -
D2 0 0-33.3 0 0-56.7 0.591
AP D3 0 0-63.3 0 0-63.3 0.868
p=0.495 p=0.943 -
D2 33.3 0-50 0 0-33.3 0.001*
co D3 333 0-66.7 0 0-33.3 <0.001*
p=0.39% p=0.541 -
D2 0 0-33.3 0 0-33.3 0.038*
DI D3 333 0-33.3 0 0-66.7 0.597
p=0.128 p=0.037% -
Financial problems, points D2 33.3 0-66.7 33.3 0-33.3 0.569
D3 33.3 0-33.3 33.3 0-33.3 0.319
p=0.956 p=0.563 -

* Differences in indicators are statistically significant at p < 0.05. PF2 — physical functioning; RF2 — role functioning; EF — emotional functioning; CF — cognitive
functioning; SF — social functioning; FA — fatigue; NV — nausea and vomiting; PA — pain; DY — dyspnea; SL — sleeplessness/insomnia; AP — loss of appetite;
€0 — constipation; DI — diarrhea.
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and cognitive (p,,, = 0.001, p ,, = 0.012) func-
tioning (Table 2).

As a result of the assessment of the symptom-
atic scales, a significant decrease in the inclu-
dence of detection of constipation (p_,,, < 0.001,

Peop, = 0-001), pain syndrome (p,,,, = 0.026,
Peanz 0.03) and insomnia (p,,, = 0.003,
P, = 0.001) was revealed in each of the groups.

In an intergroup comparison after treatment, we
obtained a significant increase in the severity of
diarrheain the patientsin the D3 group (p =0.037)
(Table 2).

Subsequently, to compare the incidence of diar-
rhea depending on the volume of lymph dissec-
tion, we performed an analysis using a four-field
conjugacy table. It was revealed that diarrhea de-
veloped more often on the 30th day after surgery
with expanded lymphadenectomy — in 16 (39%)
of 41 patients, than in 9 (20%) of 45 patients with
D2 — volume LD (p = 0.05). At the same time, the
expansion of the volume of lymph node dissection
increased the risk of diarrhea by 1.56 times (95%
CI: 1.03-2.38).

Due to the fact that according to the literature,
diarrhea is the most common specific complica-
tion of the right hemicolectomy, we compared
the frequency of defecation in this category of
patients, regardless of gender, age, and baseline
parameters of the preoperative questionnaire. To
analyze the changes of the severity of diarrhea in
the patients with cancer of the right colon and to

40.0 - =

26.7

21.6 ‘/

13.1 — 115

Degree of severity of diarrhea, points
n
o
o
T

= D2-lymph node dissection
= D3-lymph node dissection

oE L
Before On the 30th day
the surgery after the surgery

level the influence of the gender factor on this in-
dicator, a two-variate dispersion ANOVA analysis
with repeated measurements was performed. To
analyze the differences in the severity of diarrhea
between the groups after treatment, an ANCOVA
univariate covariance analysis was performed
with the inclusion of age and baseline parameters
of the preoperative questionnaire as correction
covariates.

Thus, it was found that in the main group there
was an increase in the severity of diarrhea from
21.6 points (95% CI: 12.65-30.54) before the sur-
gery to 26.7 points (95% CI: 13.97-39.44) on the
30th day after the surgery, while in the control
group there was a decrease from 13.1 points (95%
CL: 4.77-21.44) to 11.6 points (95% CI: 0.31-23.4)
(Fig. 3).

Regardless of the initial values of the preopera-
tive questionnaire, on day 30 after resection of
the right colon, the severity of diarrhea was on
average 2.65 times higher in patients after LD in
the volume of D3 — 27.9 + 6.0 points compared to
the control group — 10.5 + 5.6 points (p = 0.042).
When analyzing the other scales of the question-
naire, significant differences in the quality of life
of the patients depending on the volume of lymph
node dissection were not revealed.The analysis of
the questionnaires of the EORTC QLQ-CR29 supple-
mentary module questionnaire revealed signifi-
cant changes in the QolL, both on the functional
and symptomatic scales (Table 3).

Figure 3. Histogram of the diarrhea severity in patients with cancer of the right colon
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Table 3. Assessment of the quality of life of patients before and after surgery depending on the volume of lymphadenectomy

(EORTC QLQ-CR29 questionnaire)

Observation stages

Qol scales h:zfilzeo:i::elcyt?(fnh Before treatment After 30 days p
Me Q,-Q, Me Q,-Q,
Functional scales, points D2 33.3 33.3-66.7 0 0-33.3 0.002*
ANX D3 33.3 33.3-66.7 0 0-33.3 0.003*
p=0.985 p=0.715 -
D2 66.7 66.7-100 66.7 66.7-100 0.058
WEI D3 66.7 66.7-100 66.7 66.7-100 1.0
Functional scales, points p =0.460 p=0.631 -
D2 88.9 66.7-100 100 88.9-100 <0.001*
BI D3 88.9 77.8-100 100 88.9-100 0.048*
p=0.203 p=0.595 -
D2 66.7 33.3-100 50 33.3-100 0.796
SEXM a3 66.7 33.3-66.7 33.3 33.3-66.7 0.480
D3
p=0.352 p=0.256 -
D2 100 66.7-100 100 66.7-100 0.236
SEXW D3 100 66.7-100 100 66.7-100 0.903
p=0.948 p=0.585 -
Symptomatic scales, D2 33.3 16.7-50 16.7 16.7-33.3 0.02*
points UF D3 16.7 0-50 16.7 0-33.3 0.104
p=0.390 p=0.832 -
D2 0 0 0 0 0.059
UI D3 0 0 0 0 1.0
p =0.009* p=0.174 -
D2 0 0 0 0 0.18
DY D3 0 0 0 0 0.564
p=0.924 p=0.548 -
D2 33.3 0-33.3 33.3 0-33.3 0.106
AP D3 33.3 0-33.3 0 0-33.3 <0.001*
p=0.439 p=0.038*% -
D2 0 0-33.3 0 0 0.012*
BP D3 0 0-33.3 0 0 0.002*
p=0.670 p=0.906 -
D2 33.3 0-33.3 33.3 0-33.3 0.554
BF D3 33.3 0-33.3 0 0-33.3 0.004*
p=0.924 p=0.024* -
D2 16.7 0-33.3 0 0 <0.001*
BMS D3 16.7 0-33.3 0 0 <0.001*
p=0.572 p=0.286 -
D2 33.3 0-33.3 0 0-33.3 0.011*
DM D3 0 0-33.3 0 0-33.3 0.014*
p=0.465 p=0.915 -

KayectBo XM3HM NAUMEHTOB nocne pacluMpeHHoM TMMboarCCeKLMM
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Observation stages
QoL scales r:‘:)tiheo:ig::cyg:nh Before treatment After 30 days p
Me Q.-qQ, Me Q.-Q,
Symptomatic scales, D2 0 0 0 0 0.357
points HL D3 0 0 0 0 0.059
p=0.931 p=0.349 -
D2 0 0 0 0 0.206
TA D3 0 0 0 0 0.058
p=0.115 p=0.103 -
D2 0 0-33.3 0 0-33.3 1.0
FL D3 33.3 0-33.3 0 0 0.002*
p=0.166 p=0.103 -
D2 0 0 0 0 0.564
FI D3 0 0 0 0 0.705
p=0.924 p=0.749 -
D2 0 0 0 0 0.366
SS D3 0 0 0 0 0.860
p=0.515 p=0.420 -
D2 16.7 0-16.7 16.7 0-16.7 0.349
SF D3 0 0-16.7 0 0-16.7 0.901
p=0.804 p=0.562 -
Symptomatic scales, D2 0 0 0 0 0.603
points EMB D3 0 0 0 0 0.161
p=0.334 p=0.777 -
D2 0 0 33.3 33.3-50 -
STO D3 0 0 16.7 0-33.3 -
- p=0.554 -
D2 33.3 0-66.7 0 0-33.3 0.075
IMP D3 0 0-33.3 33.3 33.3-66.7 0.004*
p=0.1 p=0.003* -
D2 0 0 0 0 1.0
DYS D3 0 0 0 0 1.0
p=0.879 p=0.879 -

* Differences in indicators are statistically significant at p < 0.05. ANX-anxiety; WEI —-body weight; BI — body image; SEXM — sexual interest (men); SEXW — sexual
interest (women); UF — frequency of urination; UI — urinary incontinence; DY — dysuria; AP — abdominal pain; BP — buttock pain; BF — bloating; BMS — blood
and mucus in the stool; DM-dry mouth; HL — hair loss; TA — taste change; FL — flatulence; FI — fecal incontinence; SS — skin sensitivity; SF — stool frequency;

EMB — embarrassment; STO — problems with stoma care; IMP — impotence (erectile dysfunction); DYS — dyspareunia.

Table 4. Comparison of the incidence of erectile dysfunction depending on the volume of lymph node dissection

Scope of surgery Volume of lymph node dissection Erectile dysfunction p OR; 95% CI
D3 (n=5) 2 (40%)
Resection of the right colon 0.51 -
D2 (n=8) 1 (12.5%)
D3 (n=12) 7 (58.3%)
Resection of the left colon 0.031* 2.45; 1.16-5.18
D2 (n = 10) 1 (10%)
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As a result of processing the data obtained dur-
ing the patient survey, significant differences
were found between the main and control groups
after surgical treatment according to the follow-
ing functional and symptomatic scales: patients’
anxiety decreased (p,,,, = 0.003, p,,.,, = 0.002),
patients were significantly more satisfied with
their appearance (p,,, = 0.048, p, , < 0.001),
they complained less of pain (p,,,, = 0.002,
Pgep, = 0-012), blood admixture and mucus in the
stool (pgyp; < 0-001, p,,,c,, < 0.001) and dry mouth
(Pyyps = 0-014, p,,,,, = 0.011), in the main group, pa-
tients were more likely to complain about problems
with erectile function (p,,, = 0.004). When analyz-
ing the QoL in patients, depending on the volume
of lymph node dissection, significant differences
were obtained only in the following parameters of
the symptomatic scale of the questionnaire: in the
main group, the incidence of erectile dysfunction
significantly increased compared to the controls
(p =0.003).

Also, in the early postoperative period, patients
of the control group were significantly more
likely than in the main group to complain of pain
(p=0.038) and bloating (p = 0.024).

The subsequent intergroup analysis of the inci-
dence of erectile dysfunction depending on the LD
volume separately in patients after resection of
the right and left colon revealed an increase in this
indicatorin the patients with extended LD volume
for cancer of the left colon. Thus, ED developed

70.0 -
60.0 -
50.0 - 47.8
40.0 -

30.0

20.0 -

Erectile dysfunction, points

10.0 |-

D3-lymph node
dissection

D2-lymph node
dissection

in 7/12 (58.3%) and 1/10 (10%) cases in the main
and control groups, respectively (p = 0.031). At
the same time, the risk of developing impotence as
a result of an increase in the LD volume increased
by 2.45 times (95% CI: 1.16-5.18). The analysis of
the incidence of the ED development depending
on the LD volume during resection of the right co-
lon did not reveal significant differences (Table 4).
In order to level out the possible influence of age
and the initial value of erectile function factors
on the severity of impotence, depending on the
LD volume, a one-dimensional covariance analysis
was performed using a linear regression model and
including the above values as correction covari-
ates. As a result, we found a significant effect of
the LD volume on the incidence of erectile dys-
function in operated patients for cancer of the
left colon (p = 0.001).

At the same time, regardless of the initial state
of erectile function, as a result of comparing the
marginal averages, problems with erection in the
main group developed 5.08 times more often than
in the control group (Fig. 4). The contribution to
the variance dispersion of the impotence inci-
dence of the lymph node dissection volume factor
is 0.490, that is, in 49% of cases, the ED develop-
ment was due to the expanded volume of lymph-
adenectomy (D3 LD).

When analyzing the remaining scales of the
EORTC QLQ-CR29 questionnaire, there were no
significant differences in the quality of life of

Figure 4. Erectile dysfunction in patients after surgical treatment for left colon cancer depending on the level of LD
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patients depending on the volume of lymph node
dissection.

DISCUSSION

Traditionally, the assessment of the quality of
life of patients operated on for colon cancer is
made using special questionnaires that charac-
terize their functional and symptomatic condi-
tion. For example, the EORTC QLQ-C30 quality of
life questionnaire was developed back in 1987
[18]. Each of the questionnaires given by us has
its own criteria and evaluation scale. With their
help it is possible to determine the conditional
norm of quality of life before treatment, and, in
the future, to compare it with this indicator after
surgery. This approach allows to determine even
small changes in QoL that occurred after treat-
ment for cancer.

In the course of the study of the quality of life
of patients with colon cancer, it was found that,
regardless of the volume of lymph node dis-
section, there was a significant improvement
in the general condition of patients after sur-
gery (Poops = 0-005, p, ., = 0.023). However, a
detailed analysis of the data revealed a signifi-
cant (p = 0.022) increase in the severity of di-
arrhea after resection of the right colon with
extended LD: from 21.6 to 26.7 points. In the
control group, on the contrary, there was a de-
crease in this indicator from 13.1 points to 11.6
points. The results obtained are consistent with
the data of other studies. Thus, according to
Thorsen, Y. (2016), performing extended LD dur-
ing right hemicolectomy led to an increase in
the frequency of defecation up to 3 times a day
in 32.7% of the studied patients, and in 12% of
cases there was an increase in the frequency of
stool up to 4 times a day; whereas the madence
of this indicator at D2 LD was equal to 12.3%.
The revealed differences were significant
(p=0.022). The authors associated the develop-
ment of diarrhea with denervation of the small
intestine as a result of damage to the nerve
plexus located along the superior mesenteric
artery [19]. When performing LD in the volume
of D3 in cancer of the right and left colon in the
postoperative period, there was a significantin-
crease in the incidence of nocturnal defecation

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

after right hemicolectomy, compared with left
hemicolectomy — 13.2% and 2.1%, respectively
(p <0.05) [20].

The analysis of the answers to the questions of
the special module for patients with colorectal
cancer (QLQ-CR29 v.2.1) revealed that in the early
postoperative period, patients were more likely
to suffer from erectile dysfunction after lymph
node dissection in the volume of D3 in cancer of
the left colon (p = 0.031). Such an increase in the
incidence of impotence development can most
likely be associated with damage to the structures
of the upper hypogastric plexus, since the influ-
ence of age and the initial ED values factors were
leveled during the analysis. Thus, the conducted
analysis suggests that erectile dysfunction in 49%
of cases of the left colon resection was due to in-
traoperative impact on the hypogastric plexus
when removing the 253 group of LNs.

CONCLUSION

The analysis of differences in the indicators of
the scales of physical and social functioning, as
well as symptomatic scales allowed us to estab-
lish that the QoL in patients operated on for co-
lon cancer decreases to a greater extent due to
impaired sexual function after resection of the
left colon and the process of defecation after
surgery for the right colon cancer. There were no
significant changes in the assessment of physical
and emotional well-being.

The obtained results suggest that the removal of
253, 203, 213, and 223 groups of LN may lead to
similar functional disorders in the early postop-
erative period. To determine the feasibility of fur-
ther development and widespread implementation
of the extended LD, it is necessary to continue the
study with an analysis of long-term results, as well
as to assess the level of QoL at a later date.
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Endoscopic mucosal resection and conventional
polypectomy in colorectal adenomas treatment

Yuri E. Vaganov', Eugeniy A. Khomyakov'?2, Alyona B. Serebry’,
Elmira U. Abdulzhalieva'

'Ryzhikh National Medical Research Center of Coloproctology (Salyama Adilya str., 2, Moscow, 123423,
Russia)

2Russian Medical Academy of Continuous Professional Education of the Minisiry of Healthcare of Russia
(Barrikadnaya str., 2/1-1, Moscow, Russia

AIM: to compare the early and long-term results of endoscopic mucosal resection (EMR) and conventional polypec-
tomy for benign epithelial colon neoplasms.
PATIENTS AND METHODS: the retrospective study included 344 patients with histologically verified adenomas of
the size of up to 40 mm in the colon, who underwent EMR or conventional polypectomy. Mucosectomy (EMR) was
performed in 207 patients, while conventional polypectomy was performed in 137.
RESULTS: there were no significant differences in the postoperative morbidity rates between the methods
(OR 1.8; 95% C(I: 0.7-4.8, p = 0.3). Fragmentation significantly more often occurred in the group of con-
ventional polypectomy (OR 3.5; 95% CI: 2.3-5.5, p = 0.001, especially when the size of the neoplasm was
over 1 cm (OR 3.1; 95% CI: 1.1-8.9, p = 0.037). Recurrence occurred in 19/173 (10.9%) in 12 (8.3%)
patients of the EMR group. In the polypectomy group, recurrence developed in 22 (23.1%) patients, in
24/108 (22.2%) cases at the site of the postoperative scar. It was found that the adenoma recurrence in
the area of endoscopic excision occurs significantly more often after conventional polypectomy (OR 2.3;
95% (I: 1.2-4.4; p = 0.016).
CONCLUSION: EMR and conventional polypectomy both are the safe methods with low morbidity rates. However, the
EMR is the preferred method of endoscopic excision for adenomas larger than 1 cm due to the fact that it allows for
deeper and more complete resection than conventional polypectomy.
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INTRODUCTION

Adenomas originating from the cells of the glan-
dular epithelium are the most common form of
benign colorectal neoplasms [1]. The average de-
tection rate of adenomas in the target population
(age of screening, follow-up after surgery, or com-
plaints of changes in intestinal function) reaches
31% [2]. The prevalence and malignant potential
of colorectal adenomas determines the high ef-
ficiency of their timely diagnosis and removal in
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reducing the mortality of the population because
of colorectal cancer [3].

For endoscopic excision of colorectal neoplasms,
conventional polypectomy and mucosectomy are
most widely used [4]. Mucosectomy is the resec-
tion of a fragment of the intestinal wall, includ-
ing the mucosa up to the submucosal base, using a
diathermic loop [5]. The main difference between
mucosectomy and conventional polypectomy
is the lifting of the submucosal layer of the ad-
enoma, which, with the help of special solutions,
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allows achieving a deeper and more complete re-
section of the tissue [6].

This study is a retrospective audit, the pur-
pose of which is to compare the immediate
and long-term results of treatment of patients
with benign epithelial neoplasms of the co-
lon, removed by mucosectomy or conventional
polypectomy.

PATIENTS AND METHODS

A retrospective study included patients treated
from October 2014 to December 2019.

The results of the treatment of the patients
with histologically confirmed benign epithe-
lial neoplasms of the colon up to and includ-
ing 40 mm in size, who underwent endoscopic
mucosectomy or conventional polypectomy
with the colonoscope, were analyzed. The
study groups were adjusted as per the age,
gender of the patients, as well as the size of
the neoplasms.

Mucosectomy was performed in 207 patients (95
men and 112 women) with 260 benign neoplasms
of the colon. The group of the patients with con-
ventional polypectomiesincluded 137 patients (59
men and 78 women) with 160 benign neoplasms of
the colon. The median age of the patients includ-
ed in the study in the mucosectomy group was 67
(27-80) years compared to 62 (27-82) years in the
polypectomy group.

The assessment of the size of a neoplasm was car-
ried out using the width of the branches of the bi-
opsy forceps, which in the unfolded state is 8 mm.
The median size of the neoplasms in the mucosec-
tomy group was 13 (7-40) mm versus 15 (6-35)
mm in the polypectomy group.

Mucosectomy was started with an injection of
gelatin solution with indigo carmine into the
submucosal layer to create a tumor lifting at
a distance of at least 1 ¢cm from the edge of
the neoplasm. After selecting the appropriate
endoscopic loop, it was thrown over the lesion
and tightened at its base with a small grip of
the unchanged mucosa to resect the mucosa
within the unaffected tissue. Together with
the tightening of the loop, electric current
was supplied in various cutting and coagula-
tion modes.
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Conventional polypectomy was performed in a
standard volume: a diathermic loop was thrown
over the lesion with an additional check of the
radicality of the capture. Removal was performed
by a multi-stranded electric loop in the coagula-
tion mode or in the combined pulse mode.

After removing the lesion, the specimen was ex-
tracted for the morphological study. If it was
impossible to remove the formation en bloc, the
method of fragmentation by multiple loop elec-
troexcision was used.

After discharge, the patients who had the tumor
removed en bloc, a control colonoscopy was recom-
mended after 6 months, and, in case of the speci-
men fragmentation, after 3 months.

The primary patient data was entered into the
Microsoft Excel 2018 spreadsheet for Windows 10.
With the normal distribution of the variation se-
ries, the quantitative parameters were described
using the median values and the standard devia-
tion. In case of an abnormal distribution of the
variation series, the medians and its extreme val-
ues were used. To compare the average values, an
unpaired t-test was used. The Mann-Whitney test
was used to compare the medians. The determi-
nation of cut-off points for quantitative param-
eters was carried out using ROC analysis with the
construction of a ROC curve (Receiver Operating
Characteristic). The results were considered sig-
nificant when the area under the ROC curve was at
least 0.5. The statistical analysis was performed
using SPSS 23.0 software for Windows (SPSS Inc.,
USA). The differences were considered statisti-
cally significant at p < 0.05.

RESULTS

According to the inclusion criteria, the results
of the treatment of 344 patients were analyzed.
Mucosectomy was performed in 207 patients,
while conventional polypectomy was performed in
137 patients.

The median time for performing conventional
polypectomy with the colonoscope was 35 (15—
70) minutes versus 60 (37-80) in the mucosec-
tomy group. This time difference was significant
(p = 0.0001). It is important to note that this
took into account the time of setting up the
equipment, endoscopic search for target tumors,
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Table 1. Complications after mucosal resection and conven-

tional polypectomy
The nature of Mucosectomy Polypectomy
complications (n =260) (n=160) p
Postpolypectomy 9/260 (3.5%) 3/160 (1.9%) | 0.34
syndrome
Bleeding 4/260 (1.5%) | 1/160 (0.7%) | 0.4
Total: 13/260 (5.0%) | 4/160 (2.6%) | 0.2
Table 2. The risk of recurrence
Method Follow-up Supervision Recurrence
Mucosectomy 173/260 (66.5%) 19 (11.0%)
Polypectomy 108/160 (67.5%) 24 (22.2%)

stopping bleeding, as well as the time of removing
the colonoscope.

Intraoperative blood loss in both cases was mini-
mal and clinically insignificant.

There were no complications that would require
conversion to abdominal surgery in any of the
groups.

In the group of conventional polypectomies, up
to 30 days after the surgery, 1 patient developed
bleeding, which was stopped endoscopically. Four
patients after mucosectomy required repeated
endoscopic surgery, while in two cases, despite
the presence of blood clots in the intestine lu-
men, there were no signs of continuing bleeding.
In the other two patients, the bleeding was con-
trolled by applying an endoclipse. Assessment
of the incidence of postpolypectomy syndrome
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showed that 9 patients after mucosectomy re-
quired antibacterial drugs, compared to 3 pa-
tients in the polypectomy group (Table 1). When
comparing the early results, it was found that
there were no significant differences in the in-
cidence of postoperative complications between
the methods (OR 1.8; 95% CI: 0.7-4.8, p = 0.3).
The specimen fragmentation occurred in 71/160
(44.3%) cases in the polypectomy group versus
48/260 (18.4%) in the mucosectomy group. Due
to the high rate of fragmentation during polyp-
ectomy, we constructed a ROC curve with a cut-
off point to determine what size of neoplasms is
a significant limitation of polypectomy in favor of
mucosectomy for the purpose of radical removal
of the specimen en block (Fig. 1). The area under
the curve was 0.77, which reflects the satisfactory
prognostic significance of the model. It was found
that significant differences in the incidence of
fragmentation appear when the size of the neo-
plasm is over 1 cm. The sensitivity of the model
at this cut-off point was 94%, and the specificity
was 82%.

Thus, when analyzing the incidence of fragmen-
tation, significant differences were obtained be-
tween the groups of conventional polypectomy
and mucosectomy. According to our data, frag-
mentation was significantly more often in con-
ventional polypectomy (OR 3.5; 95% CI: 2.3-5.5,

Figure 1. ROC curve of the dependence of the fragmentation rate on the tumor size during polypectomy
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p =0.001), especially when the neoplasm size was
over 1 cm (OR 3.1; 95% CI: 1.1-8.9, p = 0.037).
Late outcomes were assessed in 144/207 (69.5%)
patients with 173/260 (66.5%) benign neoplasms
in mucosectomy group and 95/137 (69.3%) pa-
tients with 108/160 (67.5%) colon polyps in the
polypectomy group. The median follow-up pe-
riod after polypectomy was 14 + 7.3 months and
mucosectomy was 11 + 7.4 months.

Local recurrence was considered to be the ap-
pearance of a tumor in the site of the postop-
erative scar during endoscopic control. In the
mucosectomy group, 19/173 (10.9%) recurrent
neoplasms were detected in 12 (8.3%) patients.
In the polypectomy group, recurrence developed
in 22 (23.1%) patients, in 24/108 (22.2%) cases at
the site of the postoperative scar (Table 2).

It was found that recurrence of adenomain the site
of endoscopic surgery occurs after conventional
polypectomy (OR 2.3; 95% CI: 1.2-4.4; p = 0.016).
All the patients underwent repeated endoscopic
surgery: mucosectomy or endoscopic dissec-
tion in the submucosal layer without signs of re-
recurrence, with an average follow-up period of
8.6 + 3.7 months.

DISCUSSION

Timely diagnosis and treatment of benign epi-
thelial colorectal neoplasms is an urgent problem
of colorectal surgery, since it reduces mortality
caused by malignant neoplasms of this localiza-
tion, and the wide prevalence among the work-
ing-age population makes this problem socially
significant.

The comparative analysis of the early results of
mucosectomy and conventional polypectomy
showed the safety of the studied methods. The in-
cidence of clinically significant complications did
not exceed 5.0%.

The major complication that may require re-
peated endoscopic or even abdominal surgery
is delayed bleeding, the risk of which increases
in direct proportion to the size of the neo-
plasm [7].

According to the study by Van Der Star et al., which
combined the results of treatment of 542 patients
with large (> 20mm) colon neoplasms who under-
went mucosectomy, the risk of delayed bleeding
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reaches 7.7% (42/542), which in 72% of cases re-
quire repeated endoscopic surgery [8].

Inaddition to the risk of bleeding, with anincrease
in the size of neoplasms, both with conventional
polypectomy and mucosectomy, there are certain
restrictions on the removal of neoplasms en bloc.
Thus, with a mean tumor size of over 22 mm, only
53.5% of tumors can be removed en bloc [9]. This
is due to the limited size of the endoscopic loop.
According to the presented study, specimen frag-
mentation occurred in 71/160 (44.3%) cases in
the polypectomy group, versus 48/260 (18.4%) in
the mucosectomy group (p = 0.001).

It is important to note that the risk of fragmen-
tation directly affects the risk of the lesion re-
currence. Removal of the tumor in fragments
by a loop implies the impossibility of histologi-
cal assessment of the resection margins and the
radicality of the performed procedure. According
to the retrospective studies by Belderbos T. and
Briedigkeit A. et al., the risk of recurrence in this
case is 15-20% [10,11], and with the removal of
lesion exceeding 20 mm, it can reach 30% [12]. In
the retrospective analysis, it was proved that sig-
nificantly more often the recurrence of adenomas
in the site of endoscopic removal occurs after con-
ventional polypectomy (OR 2.3; 95% CI: 1.2-4.4;
p =0.016).

Therefore, when choosing the method of endo-
scopic excision of tumors comparable in size, pref-
erence should be given to endoscopic mucosec-
tomy [13].

However, even in case of continued growth of the
tumors detected during endoscopic control, in
most cases, recurrent neoplasms are small in size,
and they can be easily removed [14].

According to the results of the multicenter pro-
spective study of 1,000 consecutive mucosecto-
mies of polyps reaching 13 c¢m in size, 93% (135
out of 145) of local recurrences were successfully
removed endoscopically, and only 10 remaining
patients underwent abdominal surgery [15].
Similarly, all the patients with recurrence includ-
ed in this study underwent repeated mucosecto-
my or submucosal endoscopic dissection without
recurrence, with an mean follow-up of 8.6 + 3.7
months after the repeated procedure.

A significant limitation of the study is its ret-
rospective nature and the inclusion of patients
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with neoplasms larger than 25 mm in diameter,
since their endoscopic excision in most cases was
deliberately carried out by the fragmentation.

CONCLUSION

Mucosectomy and conventional polypectomy are
the safe methods of removing colon adenomas
with a low number of complications.

However, mucosectomy is the preferred method of
endoscopic excision of adenomas larger than 1 cm
due to the fact that it allows to perform deeper
and more complete resection than conventional
polypectomy, which leads to a lower risk of recur-
rence. Most cases of local recurrences can be suc-
cessfully removed endoscopically.
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OnbIT KOMBMHUPOBAHHOIO UCMOJIb3OBAHMS NA3EPHOM
Koarynsuuu B coyetanmm ¢ Metogukoi LIFT npu neyenmnu
TPAHCCPHUKTEPHBIX CBMLLEH NMPAMOMN KMLLKM

Bacunsee C.B."?, Hegosumoraneiit A.M1."2, Monos [.E."2, Top U.B.?,
Mouwkoea T.A.'

'PreQyY BO MCM6 TMY um. U.M. Maenoea» Munsppaea Pocenn, kadenpa xupypruueckmnx GonesHen
ctomatonoruyeckoro $hakynsTeTa ¢ Kypcom kononpokrtonoruu (yn. Jlssa Toncroro, a. 6-8, r. Cankr-letepbypr,
197022, Poccus)

2CN6 FbY3 «lopoackas GonbHrua N2 9». lopoackoit ueHTp kononpokTonormm (np-t Kpectoeckuii, a. 18,

r. Cankr-Metepbypr, 197110, Poccus)

LEJTb: ynyyweHue pe3ynbmamos fevyeHus csulyeli npamoll KULIKU,; OUeHKa 3¢geKkmusHoCmU KOMOUHUPOBAHHO20
ucnonb3osarus memoouk LIFT u FiLaC.
MAUNEHTBI M METO/IbI: 8 uccnedosaHue 8Kto4eHb! 35 nayueHmos ¢ mpaHCcCHUHKMEPHLIMU CBULAMU KDUNMO2/IQH-
Oy/IPHO20 Npoucxox0eHus, oxsamsigalowumu 6onee yem 1/3 ciuHkmepa. Bcem nayueHmam csuwesoli xo0 obpa-
6oman 3Hepaueli nazepa (CKOpocmb NPOOBUXeHUS /1a3epHO20 NPOBOOHUKA — 1 MM 8 CeKyHOY, OJIUHA BOJHbI —
1470 HM, MOWHOCMb U3y4eHus — 13 Bm), a 3amem 8bINO/IHEHbI NepesA3Ka U UcceyeHue y4acmKa C8uL4es020 Xo0a
B MEXCGHUHKMEPHOM npocmpaHcmae.
PE3YJIbTATbI: y 28 (80,0%) nayueHmos u3 35 ydanocs 00Cmu4b N0SHO20 3aXKUBAEHUSA cBULYA. [Tpu 3mom 8 c1y4asx
onumensHo2o 3axusieHus (6onee 3 mecayes), ucnosns3osanacs memoduka RefiLlaC — nosmopHas obpabomka
npocgema csuweso2o xo0a 3Hepauell 1a3epa, Ymo npuseso K 3akpbimuio csuwa y 2 u3z 3 nayueHmos. MeduaHa
HabnodeHus cocmasuna 10,2 mecaya. Pazsumus sgieHull aHanbHOU UHKOHMUHEHYUU He OblI0 omMeyeHo Hu
8 00HOM C/ly4ae.
3AKJIIOYEHUE: npedsapumesnbHble pe3ybmamsl UCCAO0BAHUS NO3BOASIOM OUEHUMb NONbIMKYy KOMOUHUPOBAH-
HO20 npuMeHeHUs YKA3AHHbIX MATOUHBA3UBHLIX MEMOOUK 8 JledeHuU caulyeli npaMoll KUWKU KaK nepcnekmusHyo.

KJIOYEBBIE CJI0BA: csuw npamoli KUWKU, GHANIbHAA UHKOHMUHeHyus, nasep, LIFT, cpuHkmepocoxpaxsowue memoosbl

KOH®JINKT UHTEPECOB: asmopsi 3as8/310m 06 omcymcmsuu KOHGIUKMA UHMepecos.

ANA UUTUPOBAHUA: Bacunsves C.B., Hegosumosaneiit A.W., Monos [.E., Fop W.B., Mowkosa T.A. OnbIT KOMGUHUPOBAHHOTO UCMO/b30BAHMS
na3epHoit KoarynsLuu B coueTaHuu ¢ meToankoi LIFT npu neyeHun TpaHcchUKTEpPHbIX CBULLEN NpaMOi Kuwkn. Kosonpokmonoaus. 2021; 7. 20,
Ne 2, c. 35-41. https://doi.org/10.33878/2073-7556-2021-20-2-35-41

Laser coagulation in combination with LIFT
for transsphincteric anal fistulas

Sergei V. Vasiliev'?, Anatolii . Nedozimovanyi'?, Dmitry E. Popov'?,
Ivan V. Gor'?, Tatiana A. Moshkova'

"Pavlov First Saint Petersburg State Medical University (6—8, Lev Tolstoy str., St-Petersburg, 197022, Russia)
2St-Petersburg City Hospital N29, City Center of Coloproctology (18, Krestovskiy Ave., St-Petersburg, 197110,
Russia)

AIM: to improve the results of fistula treatment, to evaluate the effectiveness of the combined use of LIFT and FiLaC
techniques.
PATIENTS AND METHODS: the study included 35 patients with transsphincter fistulas of cryptopglandular etiology
involved more than 1/3 of the sphincter. All patients underwent surgery with laser energy (the laser conductor speed
is 1 mm per second, the wavelength is 1470 nm, the radiation output is 13 W) after the LIFT procedure.
RESULTS: the primary healing rate was 28/35 (80,0%). The patients who failed the combined procedure (cases of
prolonged healing more than 3 months) underwent a second procedure ReFiLaC, which led to the closure of fistula in
2 of 3 patients. A median follow-up period was 10,2 months. No incontinence to solid and liquid stools was detected.
CONCLUSION: preliminary results of the study permits to assess the potential of the combined low-invasive approach
for anal fistulas as positive.

OnbIT KOMGMHUPOBAHHOTO UCMOMNL3OBAHMS NA3EPHO Laser coagulation in combination with LIFT for transsphincteric anal fistulas
KOQrynsumu B couetanum c metoamnkon LIFT npu nevernmu
TPAHCCHUKTEPHBIX CBULLEN NPSIMOM KULIKM
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BBEOEHWE

[narHocTuka u nevyeHune CBULEN NPAMONA KUWKKN 3a-
HUMaeT CyleCTBEHHOe MeCTO B KAMHWYECKOW npak-
TUKe BPaAYa-KONOMPOKTONOra, MNOCKOJbKY 4acToTa
3ab0neBaeMoCTM cocTaBnseT 2 cayyas Ha 10 Teicay
HaceneHus B rof, a pacnpoCTPaHEHHOCTb NpeBbllla-
eT 9 cnyyaes Ha 100 Tbic. HaceneHus [1]. ExerogHo
B cTpaHax Esponbl pernctpupyercs 20-25 TbicAY HO-
BbIX cyyaeB 3abonesanus [2]. Mpu atom 90-95%
BCeX CBUIEN (GOpPMUPYIOTCA NOCNe NepeHeceHHOro
OCTPOro nNapanpokTUTa U UMEKT KPUNTOrnaHaynap-
Hoe npoucxoxpaeHue [3,4]. OcHOBHbIMU Xanobamu
NayMeHToOB CO CBULAMWU NPAMON KUWKW ABAAIOTCA
60nu B 061aCTU aHyca, BbigeNeHME THOS U KULWEYHOTO
COAePXMUMOro U3 HapyXHOro CBULLEBOro OTBEPCTUS,
3yA, AMCKOMGOPT M 3KCKOpMauuu B nepuaHanbHoOM
obnactu [5]. ITM kanobbl He HecyT B cebe HUuero
XU3HEYrpPoXalolero, HO 3HAaYUTENIbHO CHUXKAIOT Kaye-
CTBO XW3HW, BIUAA HA COLMANbHble, UHTUMHBIE U TPY-
AOBble acnekTsl [6,7].

Mocne knaccuyeckux UCTYNOTOMUN U UCCEYEHMA
CBMWA B NPOCBET KUWKK 3axusaeT 90-95% cauiueit
NpM MUHUMANbHOM KONM4yecTBe OcCNoXxHeHun. OfHaKo
JaHHbI BML onepauuu nOKasaH TONbKO NauueHTam
C «NPOCTbIMU» CBUWAMU (MHTPACHUHKTEPHBIMU NUGO
TPaHCCOUHKTEPHBIMU, NPOXOAAWMMM Yepe3 (YHKLM-
OHaJNbHO He3HauyuMmyl nopuuto chuHkTepa). JleueHue
Gonee CNOXHbIX CBULLEN (C BOBNEUEHUEM TYOOKUX NOp-
LMt CUHKTEPa, IKCTPACPUHKTEPHBIX, PELUAUBHBIX UK
MHOXECTBEHHbIX, @ TaK)Xe NEPeAHNX CBULLEH Y KEHILNH)
HepefKo ABNAETCA BbI30BOM AA XMPYpra 1 UCNbITaHUEM
ANA nauueHTa u3-3a BbICOKOW BEPOATHOCTU peLuauBa
3ab0oeBaHNUs U BO3MOXHOIO Pa3BUTUA HEAEPKAHUS KU-
weyHoro cogepxumoro [5,8].

3a nocnegHue 20 neT NpefnoXeHo 6onbloe Konuye-
CTBO C(UHKTEPOCOXPAHAIOWMX OMnepaunin npu CBU-
Wwax npsamoit Kuwku. PasHooOpasue npepnaraembix
XUPYPruyecknx MeToAuK ABAAETCA NyyllMUM [OKa3a-
TeNbCTBOM TOrO, YTO €AMHOI0, YHUBEPCANLHOTO U Hau-
0onee afeKBaTHOrO MeTOAa NleYeHUs «CIOXKHbIX»
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BApMaAHTOB CBULLE NPAMOI KULWKK elle He pa3paboTa-
HO. OCHOBHbIM He0CTaTKOM CPUHKTEPOCOXPAHSAIOLLMUX
MeToAMK ABAseTCA GONbLON NPOLUEHT peunauBoB 3a-
6onesanus [10-13,23].

Camoil M3y4yeHHOW WM MaToreHeTUYecku 06OCHOBAHHOM
ManouHsa3nBHOW onepauuen asnserca LIFT, cyTb Ko-
TOPOW 3aKI0YaeTca B pe3eKuun AUCTaNbHON ero 4acTu
1 nepeBA3Ke CBULIEBOrO XOA4a B MEXCPUHKTEPHOM Npo-
cTpaHcTBe. 1o faHHbIM NOCNefHUX UCCNeA0BaHMWIA, Mo-
NOXUTeNbHbIE pe3ynbTaThl 3TOM Onepauun [OCTUraioT
65-70% npu NpakTUYeCKU NOJIHOM OTCYTCTBUU BEPOAT-
HOCTM aHaNbHOW UHKOHTUHEHUMK [14]. MpeanoxeHo He-
CKONIbKO MeTOA0B, fononHaowmnx onepauuio LIFT, Takux
Kak LIFT +, LIFT plug, Bio-Lift u 1.4., HO pe3ynbTaThl 3TUX
onepawmii TaKKe HEOAHO3HAYHbI B CUY HEA0CTaTOYHO
foKasaTesnbHoi 6a3bl [15].

OfHMM U3 npuBneKaTenbHbIX W [OCTYMHbIX METOS0B
NeYeHUs CBWLEN NPAMON KUIKW ABNAETCA na3epHas
[eCTPYKLMS CBULIEBOrO XOAa, MPWU UCMOAb30BAHNUMN KO-
TOPOW na3epHoe M3/nyyeHne BO3AeNCTBYeT Ha rpaHy-
NALMOHHYIO TKaHb B MPOCBETE CBULLA, HE NOpaxas npu
3TOM BONOKHA CuHKTepa. locne BO3feNCTBUA Nasep-
HOTO M3NyYeHUs NPOUCXOAMUT AeHaTypaLus 6enkos, pas-
pyLIEHWe INUTENNA U FPaHYNALMOHHON TKaHW, CANNaHne
ceuueBoro xofa. CpefHAA yacToTa 3aXuUBAeHUA nocne
NpUMeHeHUs AaHHOW METOAMKM TaKXKe He npeBbllaer
65% MO fAHHBIM CaMblX OMTUMUCTUYHBIX UCCNEA0BAHMIA
[16-19].

TexHWU4YeCcKne 0COBEHHOCTU NPUMEHEHUS Na3epHOTo U3-
NYYEHUS N METOAMKM MEepeBA3KM CBUWA B MeXC(HUHK-
TEPHOM MpPOCTPAHCTBE MO3BONAIOT KOMOMHWUPOBATh
[aHHble TEXHONOTMM, YTO M NOCAYKMI0 060CHOBAHMEM
NpoBefeHNA HaWero NCCnefoBaHus.

LLIESTb PABOTHI

OueHuntb 3hHeKTUBHOCTL KOMOMHWUPOBAHHOTO METO-
pa (LIFT ¢ pononHuTenbHoit 06paboTKOi CBULLEBOTO
X04a 3Heprueit nasepa) B JeYeHUU CBULLEH npaAMON
KULWKU.
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MALUMEHTBI M1 METObI

B npocnektBHOE nccnefoBaHWe BKAOYEHbI 35 naLneH-
T0B (Tabn. 1) nocne nepeHeCeHHOro 0CTPOro napanpok-
TUTa C [MArHO30M TPAaHCCHUHKTEPHBIA CBULY NPAMO
KUWKU». Bo Bcex ciydyasx CBUILEBON XOf NPOXOAMJ,
0XBaTbiBasf (YHKUMOHANbHO 3Hauumylo (rnybokyio)
nopuuio chuHktepa (6onee ofHoi Tpetn). Bcem Brto-
YeHHbIM B HACTOALYI0 paboTy NaLyMeHTaM BbIMOAHANOCH
TONbKO CTaHAapTHOe obcnefoBaHMe: nanbleBoe uccie-
LOBaHWE, PEKTOPOMAHOCKONUA, aHanbHas MaHOMETpus,
TPY3W. Mo paHHbLIM yNbTPa3BYKOBOrO UCCE0BAHUSA, HU
Y OZHOTO U3 NaLMEHTOB He GbIN0 BbISBAEHO 3aTEKOB, NO-
JI0CTei M JOMONHUTENbHBIX CBULLEBBIX XOA40B, MaHOMe-
TpUYECKMe NOKa3aTeNu Takxe Obln B NPefieNnax HopMbl.
Y 11 nauueHToB Ha NepBOM 3Tane BO BPeMs BCKPbITUS
OCTPOro napanpokTUTa BBUAY PacnpoCTPaHEHHOCTH
npoliecca Obina NpoBeAeHa ApeHWpyloLasn auratypa
(loose seton), Ha koTopoit fanee chOpMUPOBANUCDH T.H.
«ynpaensemble» TpaHCChUHKTepHble cBUwM (6e3 fo-
NONIHUTENbHBIX 3aTEKOB W MONOCTEN).

B kayecTBe npeponepauyMOHHON NOAFOTOBKM NCMONb30-
Banuch hocdaTHble KNU3MbI (HaKaHyHe U B ieHb onepa-
uuu). MepuonepaunoHHas aHTubaKkTepuanbHas npodu-
NIaKTUKa He NpoBOAMNach. Bce onepauuu BeINOAHANUCH
no eaMHON METOAMKE.

Xop onepauuu

Mop BHYTpMBEHHOW aHecTe3weir B nonoxeHnun Lloyd-
Davis onpefensinn BHYTPEHHEE U HAapYXXHOE CBULLEBbIE
oTBepcTUA. B MexcduHkTepHOit 60po3ae BbINOAHANM
poctyn 1,5-2,0 cM, BblAeNANM U Gpanu Ha 2 gepianku
CBULLEBO X0A. Yepe3 cBULEBON X0 NPOBOLWAN 30HA,
3aTeM Ha 30H[, HAaTATMBANN CUINKOHOBBIN OLHOMPOCBET-
HbIl NPOBOAHMK, KOTOPbI 3aBOLMIN B CBULLEBON XO[
BCNeA 3a yAansembiM 30HA0M. Yepe3 HapyxHoe oTBep-
CTMe CMIMKOHOBOrO NPOBOAHMKA Ha BCIO ANNHY CBULLe-
BOr0 X0[a BBOAWIW pajuanbHblil Na3epHblii CBETOBOL.
Mocne akTMBaLMM Na3epHOro U3y4eHUA CBETOBOA Npo-
LBUTanu co CKOPOCTbI0 1 MM B CeKyHAY N0 HanpaBneHuio
OT BHYTPEHHEro 0TBEPCTUA CBULLEBOr0 X0 K HApYXHO-
my. InuHa BonHbl 1470 HM, MOLWHOCTb U3nyyeHusa 13 Br.
[lanee BbinonHAnNM cTaHAapTHyIO onepauuio LIFT.

Bce naumeHTbl 661 BbIMMCAHBI HA CeayiolLnii AieHb no-
cne onepauuu. B kayectse aHanbreTMKOB MCMONb30BaNM
HMBC, B TeyeHne 2 Hefenb NaLWeHTaM PEKOMEHA0BAM
CUAAYME BAHHOYKM CO CNabbiM pacTBOPOM nepMaHraHa-
Ta Kanua uam 0TBapOM POMALLKM KPaTHOCTbIO 2—-3 pasa
B CYTKW. Ha nepBOM KOHTPOAbHOM OCMOTPE, Ha 7 CyTKH,
WBbl B MPOMEXHOCTHOI paHe CHUManucb. KOHTponbHbIE
OCMOTpbI NPOBOAUNMN Ha 7, 14, 28 CyTKM noC/e onepauuu,
Janee pa3s B mecal. Ha cnepytowmin aeHb nocne onepa-
UMM M HA NepBbiX ABYX KOHTPOJIbHbIX OCMOTPAx nawuu-
eHTbl 3anonHann onpocHuk BALL, ¢ nomowbio KoTOporo

Onwbit KOM6HHHPOBGHHOFO UCNONb3OBAHUSA nasepHoﬁ
KOQrynsumu B couetanum c metoamnkon LIFT npu nevernmu
TPAHCCHUKTEPHBIX CBMLLEN MPAMON KMLIKK

Tabnuua 1. Xapakmepucmuxa ucciedyemoli epynnsl
Table 1. The study group’s characteristic

Nayuents! (0buiee yncno) 35 yenoBsek
Bospact cpepHuit (MMH.—Makc.) 43,1 ropa (29-70)
Mon (M/%) 21/14
Hannuve apenupyioueit auratypel 11 yenosek

CpeaHsia ANUTENbHOCTb HOWEHUS

; 54 (3-12 mecaues)
ApeHupyioleit IuraTypsl (MUH.—MakKc.)

NepenHuit/3agHuii cBUL, 23/12

Ta6nuua 2. Pesysbmame!
Table 2. Results

CpeaHee BpeMs onepauuu 31 muH (20-45)

Lkana 6onu (BALL) 1 geHb nocne

4,8 (2-7)
onepaumu
Lkana 6onu (BALL) 7 peHb nocne 3,1 (2-5)
onepaumu
LWkana 6onu (BALL) 14 geHs nocne 1,2 (1-3)
onepauuu

BbizgopoBneHue/peunamns 28/7 (4yenosek)

Cpoku HabnoaeHns (MUHUMaNbHbIA —

. , 10,2 mecaues (6-19)
MaKCMMasnbHbIi, CPefHuit)

CpepHee BpeMs 3aXUBNEHUs 2,3 (1,2-2,5) mecsues

CpepHee BpeMs HacCTynneHUs peumansa 3,2 (3-5,8) mecses

OL€HMBANU yPOBEHb BbIPAXKEHHOCTU GONEBOTO CUHAPO-
Ma. TakxKe Ha KOHTPOJIbHbIX OCMOTPAX Y4YUTbIBAANCH XKa-
n06bl NALUEHTOB Ha HaNW4KE BbIAENEHNIT U3 CBULEBbIX
OTBEPCTUiA.

PE3YJIbTATHI

MauneHTbl 6biNM OnepupoBaHbl B nepuof ¢ 2017-
2019 rr. Cpoku HabnogeHus yKasaHbl B Tabnuue 2.
Beizgoposnenune ukcMpoBanock Toraa, Korga nosiHo-
CTbIO 33aKpbIBANNCh HAPYXKHOE U BHYTPEeHHee CBULLEBbIe
oTBepcTuA. Peumpamsom cunutanu Hanuume yHKLUOHU-
PYIOLWMX BHYTPEHHETO UIN HAPYIKHOTO CBULLEBbIX OTBEP-
CTUI NoCne 3aXKWBNEHWNA CBULLEBOro XofAa. HeyaauHbIM
MCXOA NEYEHNs CYUTANM B Clydae Hanuuus xanob cny-
T 3 MecsLa nocse onepauuu. Takoi cpok HabaoaeHus
Obin BbIOPAH, UCXOAA M3 aHanM3a AaHHbIX UTEPATYphI
[19]. C paHHOM cuTyaLMeit Mbl CTONKHYANCH Y TPEX NaLu-
eHToB. locne Y3-KOHTPONA UM NPOBOAMIOCH NOBTOPHOE
onepaTMBHOE BMELWaTeNbCTBO B 06beMe 06paboTKu CBU-
LeBOro Xofa 1a3epoMm (1la3epHbIi NPOBOJHUK BBOLMUICS
L0 OlyLWeHNa ynopa Yyepe3 HapyXHbl CBULEBON X0f,
KOTOPbIi 06pabaTbiBancs Nas3epHoii IHeprueil B BblWeo-
MUCaHHOM pexume). Y BYX NaLMeHTOB Bbi3LOPOBJEHNE
HaCcTynuio Yyepe3 2 mecAua nocie NOBTOPHOW onepa-
uMu. Y TpeTbero naumeHTa peumams passuicsa yepes 2,5
Mecsla, nocne yero 6bina NpoBefeHa pexylas aurary-
pa. lonHoe 3axuBneHune CBULWA Yy NOCAE[HEro naLuneH-
Ta HacTynuno yepe3 3 mecsaua nocne nocnegHen one-
pauuu. Mo paHHbIM CHUHKTEPOMETPUU, BbIMOJHEHHO
BCEM MauyMeHTaM A0 U MOC/ie OnepaTUBHOrO JleYeHus,

Laser coagulation in combination with LIFT for transsphincteric anal fistulas

37



38

OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

HEe 3aperucTpMpoBaHO CHUXEHUA JaBNEHUA B aHANIbHOM
KaHane B MoKoe W Npu BOJNEBOM coKpaleHun. Kanob
Ha HeflepXaHuWe KWUWEYHOro COAEepPXMMOro nocne one-
paTUBHOrO NeyeHus He oTMeyeHo. lokasaTenu no wka-
fle UHKOHTMHeHUKM Wexner y Bcex NauMeHToB COCTaBU-
nm 0 6annos. Bcem naumeHtam soinonHsan TPY3N ua 3
M 6 Mecsl nocne onepauun AN UCKIKYEHWUA 3aTEKOB
¥ NOABNEHUSA AOYEPHUX CBULLEBBIX XO0B.

OBbCYXOEHWME

WNHKOHTUHeLMA 1 peunamnBbl 3a60N1eBaHNs B paBHOM cTe-
NEHU CHUKAIOT KAYECTBO XKM3HM NaLneHToB. MpeanbHas
onepauus [OMKHA NOSHOCTbIO M36aBAATb NaLMeHTa OT
CBUILEBOr0O XOM3, NPU 3TOM OCTABAATb BONIOKHA aHasb-
HOrO XOMa MHTAKTHbIMU. [103TOMY NEpPBbIN WAHC Neye-
HWA — BCerpa nyywuii wac. MpuynHa pa3suTus nocne-
neopaLMoOHHON MHKOHTUHEHLUN NOCNE eYEHUSA CBULLEN
0flHa — nNoBpex[eHne aHanbHoro chuHkTepa. Ha pas-
BUTWE peuuanBa CBULA BAUAET MHOTO (paKTOPOB.
OAHOW M3 OCHOBHbIX NPUYUH peLuanBa ABAETCA XPOHU-
yecKoe BoCnajeHue B NpoCBeTe CBULLA.

B noppepxaHWM XPOHWYECKOro BOCMAaseHUs B Npo-
CBeTe CBMIA HAMPSMYI0 YYaCTBYIOT HE CaMu BaKTepuu,
a NenTUAOriMKaH — OCHOBHOMN GeNKOBbI KOMMOHEHT
GaKTepuanbHOM KNETOYHOW CTEHKM, Y4acTBYIOWMUNA
B BblpaboTke WJI-1 — 0AHOro M3 OCHOBHbIX BOCMa-
JIUTENbHBIX MeAMaTopoB. TaKKe BOCMANUTENbHYIO pe-
aKUMI0O MOryT MNOAAEepXKMBaTb OCTABLWMWMNCA 3NUTENUR
M TPaHYNALMOHHAA TKaHb B CBULLEBOM Xxoae [24—-26].
Ckopee BCero, BbIWEN3NOXKEHHbIE (AKTOPbLI ABAAOTCA
OCHOBHbIMU MPUYUHAMU HEYLOBIETBOPUTENbHBIX pe-
3ynbTatos nocne onepauuu LIFT. JlazepHoe usnyyeHue
cnocobcTByeT fAeHaTypauuu GenkoB M obecneyusa-
€T PaBHOMEPHYI LUPKYIAPHYIO KOArynauuio CTEHOK
cBMULEBOrO Xofa. bnarogaps BbIGpaHHOMY pEXUMY
paboTbl naszepa (CKOPOCTb MPOABUKEHUS Na3epHOro

PucyHok 1. Cxema onepayuu
Figure 1. The scheme of the operation
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NpoOBOAHMKA 1 MM B CeKYHAY, AJIMHA BONHbLI 1470 HM,
MOLWHOCTb U3nyyeHus 13 BT), obecneunsaetcs ontu-
ManbHas KpWBas MOT/OLWEHUs TenJ0BON 3HEpPrun BO-
LHOW Cpefon, YTO He BefeT K MOBpeXAeHUI0 OKpyXa-
OLWNUX TKAHEN, B TOM 4ucne CHUHKTEPHOro amnaparta
npsamoi Kuwku. locnegHee yTBepxAeHue A0Ka3aHo
HaMW OMbITHbIM MyTeM, TaK Kak y Bcex 35 nauueHToB
HapyXHasf CTEHKa BbIJENEHHOr0 U3 MEXCHUHKTEPHOTrO
NpOCTPaHCTBA CBMILEBOro Xofa nocie 06paboTku npo-
CBeTa 3Hepruen nasepa MaKpoCKOMUYeCKu octaBanach
MHTaKTHOW. TakuM oGpa3om, nasepHas TepmoobnuTe-
pauua MOXeT co3haBaTb ONTUManbHble YCNOBUA AniA
3aXuBNeHus cBuIWa nocne onepauun LIFT.

Lauretta A. u coasT. (2018) gokasanu, YTo TONbKO Aau-
Ha CBULWLEBOro X0fa MMena CTaTUCTUYECKM 3HAYMMYI0
KOppensumio C yCnewHsIM nevyeHnem cauien. Tak cau-
weBble xofbl AanHOW MeHee 30 MM 3axuBanu B 3 pasa
yaule, yem ceuWM c 6onee NPoTAKEHHbIM X040M. Mocne
onepauun LIFT ymeHblwaeTca fivHA CBULWEBOro X0Aa,
4TO MOXET YBEeNNYUTb WAHCLI HA BbI3JOPOBEHME noce
npuMeHeHUs na3epHoi TepmoobanTepaLum camwa [20].
Bonpoc 3akpbiTAa BHYTPEHHEro CBULLEBOro OTBEPCTUSA
npu NpUMEHeHWW Na3epHON SHEpPruu B NEYEeHUU CBU-
el NPAMON KUWKK HOCUT [UCKYTabenbHbIiA XxapakTep.
Muonep metoauku FiLaC Wilhelm nactamBaeT Ha py-
TUHHOM 3aKpbITUM BHYTPEHHEro CBULIEBOr0 OTBEPCTUSA
C MOMOLLbID HU3BEAEHUA CIU3UCTOro NOCKYTa NpAMON
kuwkm. Ozturk u coaBT. CYMTAIOT, YTO BHYTPEHHEE OT-
BEPCTWE 3aKPbIBAETCA CAMOCTOATEIbHO NOC/E NIa3epHON
TepmoobnuTepauuu [21,22]. B niobom cnyyae, Hanuyue
CBA3M CBULWA C MPAMON KUIIKOW AaeT MUHUMANbHble
WwaHchl Ha Bbi3goposneHune. Bo Bpems onepauun LIFT
CBWLEBO/ XO[ NepeBs3blBAETCA MAKCUMaNbHO GANU3KO
K CTEHKEe NMPAMON KWLIKK, 4TO NO3BONAET TMKBUAMPOBATD
3a6pOoC KMIEYHOTO COAEePXKMMOro B MPOCBET CBUILA NO-
cne nasepHoit TepMoobauTEpaLmum.

Takum 06pa3om, onucaHHble ABa METOAA ABAAIOTCA B3a-
MMOZONOAHAIOWMMHY, U COBMECTHOE WX NpUMeHeHue

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021



OPUTUHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

B TEOPUM MOXET CHUXaTb YacTOTy Pa3BUTUA PeLUANBOB
CBULLEN NPAMON KULIKK.
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Kom6uHupoBaHHoe npumeHeHne onepauuu LIFT v na-
3epHoil TepMo06aMTEpaLMK CBULLEBOTO XOfa Npu fe-
YEHMN XPOHUYECKOro NapanpoKTUTa Ha paHHUX CPOKax
nocieonepayuoHHOro HabnofeHUs NOKa3biBaeT yA0B-
NeTBOPUTENbHbIE Pe3yNbTaThl, YTO AenaeT BO3MOXHbIM
NnpUMeHeHne AAHHOTO METOAA B AasibHeNLen npakTuKe.
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LEJSTb UCCTEJOBAHUA: u3ydums cocmosiHue npobiiembl npuMeHeHuUs NpoeHOCMUYecKUux (aKmopos npu Kosopekx-
manbHOM paKe 8 Hacmosujee 8pems.
MATEPUAJIbI M METO/bI: nposeden aHanu3 0axHbix aumepamypsl (ucnons3os8anuck 6azsi 0aHHbix PubMed, Scopus,
eLIBRARY) u cobcmseHHbIx pe3yibmamos 06¢1e008aHUsA U iedeHUs 47 60bHbIX pakoM 060004HOL Kuwiku T2-4NO-
2MO 8 knuHuke @Y « HMUL] oHkonozuuy» M3 P® 8 2017-2018 22. M3yyeHbl 0cObEHHOCMU NpUMeHeHUs U 3HayeHue
cnedyruux Npo2HOCMUYeCKUX (akmopos: Memacmasuposaxue 8 pecUoOHapHble 1UMpOY3/bl, TOKAAUIAUUA ONYXO-
21U, yposeHb PIA, mymayuoHHsit cmamyc 2eHos KRAS u BRAF, mukpocamennumuas HecmabunsHocms, MUSASHIZ,
p53, VEGF u dpyeux.
PE3YJIbTATbI: npu usy4eHuu 3asucumocmu npoepeccuposaHus onyxoau om xapakmepa NopaxeHus peauoHapHbIX
JIUMGOY3/108 BbIABACHLI CMAMUCMUYECKU 3HAYUMble pazuyus 8 HabmodeHusx (p = 0.038): npu NO seposm-
Hocmb npozpeccuposaHus 3abonesaHus cocmasuna 3,8%, npu N1 — 14,9%, npu N2 — 43,6%. Cmamucmuyeckas
0bpabomka pe3ynbmamos uccnie00BAHUA He BbIABUAA 3HAYUMbIX Omauquli mexody epynnamu nayueHmos 6e3
2eHepanu3ayuU U ¢ 2eHepaausayueli onyxoau no 8o3pacmy, noay, OKANU3AYUU onyxonu, sudy 1umgpoouccekyuu,
cmaouu T, dughpepeHyuposku adeHokapyuHomsl, yposHa PIA, mymayuu KRAS, MSI, p53, MUSASHI2, VEGF. 3mu
npoeHocmuyeckue pakmopsl 6bIU HAMU UCNOIb308AHbI 015 onpedesieHus buoso2uyeckux ocobeHHocmel onyxonu,
ee gzpeccusHocmu U no0xo008 K mepanuu.
3AKJIOYEHWE: nopaxeHue pe2uoHapHbix numMgoy3no8 ocmaemcs OCHOBHbIM Yakmopom onpedesneHUs nNpoeHO3a
meyeHus 3a6071e8AHUA U HA3HAYeHUS fleKkapcmeeHHolU mepanuu. MonekynapHo-zeHemuyeckue hakmopsl 8 HaCmMo-
Alyee spems umerom 6osbLIOe 3HAYeHUe 015 onpedesieHus MAKMUKU 8 OMHOWeHUU eKapcmBaeHHOU nepcoHugu-
yuposaHHol mepanuu.

KJIIOYEBBIE CJIOBA: konopekmanbHblli pak, npoeHoCmuyYecKue ¢akmopsl, Memacmassi 8 AuM@oy3/ibl, Mymayuu 2eHo8, MUKPOCamMenIumHas
HecmabunsHocmb

KOH®JIMKT UHTEPECOB: asmops! 3as8/st0m 06 0mcymcmauu KoH(IUKmMa uHmepecos

ANA UUTUPOBAHUA: Kut 0.W., TesopkaH H0.A., ConpatkuHa H.B., TumowkuHa H.H., Xaparesos [.A., Kaitmakun [.0., Monysktos C.W.,
Nawkos A.B., Tyaukosa T.H. CoBpeMeHHble NporHocTuyeckue hakTopbl Npu KONoOpeKTanbHOM pake. Kosonpokmonozaua. 2021; 1. 20, N2 2, c. 42-49.
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Prognostic factors in colorectal cancer

Oleg I. Kit, Yuri A. Gevorkyan, Natalia V. Soldatkina, Natalia N. Timoshkinag,
Dmitry A. Kharagezov, Dmitry O. Kaymakchi, Sergey I. Poluektov,
Andrey V. Dashkov, Tatiana N. Gudtskova

National Medical Research Centre for Oncology (str. 14-line, 63, Rostov-on-Don, 344037, Russia)

AIM: to evaluate prognostic factors in colorectal cancer.

MATERIAL AND METHODS: published data (publications in PubMed, Scopus, eLIBRARY databases) and own results
of treatment of 47 patients with T2-4N0-2MO0 colon cancer in 2017-2018. The following prognostic factors were
studied: metastasis in regional lymph nodes, tumor site, CEA level, KRAS and BRAF mutation status, microsatellite
instability, MUSASHIZ, p53, VEGF.

RESULTS: a correlation between tumor progression and the status of regional lymph nodes demonstrated signifi-
cant differences (p = 0.038): in NO, the risk of progression was 3.8%, in NI — 14.9%, in N2 — 43.6%. Statistical
processing of the results did not reveal significant differences between groups of patients without and with cancer
generalization by their age, gender, tumor site, type of lymph node dissection, T stage, differentiation of adenocar-
cinoma, levels of CEA, mutations of KRAS, MSI, p53, MUSASHIZ, VEGF. We used these prognostic factors to determine
biological features of the tumor, its aggressiveness and treatment approaches.

CONCLUSIONS: the status of regional lymph nodes remains the main factor in determining the prognosis of a colon
tumor and in the medical therapy appointment. Molecular genetic factors are currently of great importance for
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determining tactics in personalized medical treatment.
KEYWORDS: colorectal cancer, prognostic factors, lymph node metastasis, gene mutations, microsatellite instability

CONFLICT OF INTEREST: the authors declare no conflict of interest

FOR CITATION: Kit 0.1., Gevorkyan Yu.A., Soldatkina N.V., Timoshkina N.N., Kharagezov D.A., Kaymakchi D.0., Poluektov S.I., Dashkov A.V.,
Gudtskova T.N. Prognostic factorsin colorectal cancer. Koloproktologia. 2021;20(2):42-49. (in Russ.). https://doi.org/10.33878/2073-7556-
2021-20-2-42-49

AJPEC A1IA NEPEMUCKU: CondamkuHa Hamanvs BacunvesHa, ®IbY «HMUL onkonozuu» MuH3dpasa Poccuu», 344037, Pocmos-Ha-/oHy,
ya. 14-a nuHus, 63; e-mail: snv-rnioi@yandex.ru; men.: +7 (918) 545-30-04

ADDRESS FOR CORRESPONDENCE: Natalia V. Soldatkina, National Medical Research Centre for Oncology, str. 14-line, 63, Rostov-on-Don, 344037,

Russia; e-mail: snv-rnioi@yandex.ru; tel.: +7 (918) 545-30-04

Jama nocmynnenus — 09.10.2020
Received — 09.10.2020

Moaxon K NeyeHMio KONOPEKTaNbHOro paka B HACTos-
llee BpeMs 3HaYMTENbHO ONTUMU3WPOBAH, Gnaropaps
LOCTUXEHUAM B 061acTU reHeTUKM. Tak Obl1o YCTaHOB-
JIEHO, YTO XapaKTepHON 0COOEHHOCTbIO KONOPEKTANbHBIX
onyxonei ABNAETCA reTeporeHHOCTb Ha KNUHUYECKOM
W MONEKYNSPHOM YpOBHe. XPOMOCOMHAs HecTabusib-
HOCTb, MUKPOCATENUTHAs HeCTabUnbHOCTb, abeppaHT-
Hoe meTtunuposanue OHK u pedektsl penapaunun OHK
OTBETCTBEHHbI 33 F€HEeTUYECKYI0 W3MEHYMBOCTb OMyXO-
AV NpU KaHueporeHe3e W NpOrpeccMpoBaHue, a Takxe
onpepfensT KIMHUYECKOoe TeyeHue, OTBET Ha Tepanuio
n nporHos [1,2].

Mukpocpena onyxonu, BKIOYAaA WMMMYHHble KIeTKM
(BeHOpPUTHbIE  KNETKM,  OMYXOJb-acCOLUUPOBAHHbIE
Makpodaru, onyxonb-uHGuUAbTPUpYloWMe numMboLm-
Tbl), TaKXXe ONpefensioT reteporeHHocTb U 6uonoru-
Yeckoe NMOBEAEHUE ONyXOau, U ObIIM onpefeneHbl Kak

Tabnuua 1. Xapakmepucmuka KauHUYecKux HabodeHuli (n=47)
Table 1. Patients’ characteristics (n=47)

Napamerp Yucno 6onbHbIX
Bospact (megnaHa) 66,5 ropa
Non:
KEHLMHbI 28 (59,6%)
MYXKYUHBI 19 (40,4%)

Jlokanusaums onyxonu:
npasasn NonoBuHa
nesas NonoBuHa
CUTMOBUAHAA KNLWKKN

27 (57,4%)
6 (12,8%)
14 (29,8%)

AZLeHoKapuMHoMa:
G1 3 (6,4%)
G2 41 (87,2%)
G3 3 (6,4%)
TNM:
T2 2 (4,2%)
3 42 (89,4%)
T4 3 (6,4%)
N1 7 (14,9%)
N2 23 (48,9%)
JNumdopuccekums:
D2 14 (29,8%)
D3 33 (70,2%)

ApbtoBaHTHas MXT 16 (34%)

CoBpeMeHHble NporHocTuieckue GpaKTopbl NPU KONOPEKTANLHOM pake

Mocne dopabomxu — 28.01.2021
Revised — 28.01.2021

lpuHamo k nybaukayuu — 01.06.2021
Accepted for publication — 01.06.2021

MPOrHOCTUYECKME MApKepbl U NOTEHLMaNbHbIE Lenn ans
Tepanuu [2].

Takum 06pa3oM, aKTyansbHOCTb MOMCKA MPOTrHOCTUYe-
CKUX (DaKTOPOB TeUEHUs OMYX0NeBOro npouecca U WH-
AVBUAYaANMU3aLMUYN NNeYEHWUS He Bbi3bIBAET COMHEHNIA.

LESTb MCCIEOOBAHMA

N3yunTb 0COBEHHOCTM 61ONOrNYECKOr0 NOBEAEHNS Ony-
x0neit 060[104HOI KUWKM B 3aBUCMMOCTM OT HEKOTOPbIX
MPOTrHOCTUYECKNUX PaKTOPOB.

MATEPUAIT 1 METObI

B knuMHMYeckoe uccnefoBaHUe BKIKOYEHO 47 GONbHBIX
pakom 060f0uYHOI KuwkK T2-4N0-2MO, HaxoauBLIMX-
cs Ha neveHuun B KanHuke OIBY «HMUL, oHkonorumy
Mun3gpasa Poccuu B 2017-2018 rr. (Tabn. 1).
BocemHapLaTh 60bHBIM NPOBEEHO UCCNefoBaHUe fo-
MOMHUTENbHBIX NPOTHOCTUYECKUX (DAKTOPOB: YPOBEHb
P3A, myTaumoHHbli cTatyc reHa KRAS, mukpocatennut-
Has HecTabunbHocTb (MST), MUSASHIZ, p53, VEGF.
Boigenenne reHomHont [HK ocywectBasnm c nomo-
welo Habopa QIAamp® DNA FFPE Tissue Kit (QIAGENE,
Germany) 13 cpe3oB TONWMHON 3—5 MKM, DUKCUPOBAH-
HbiX B 10% 3a0ydepeHHOM hopManuHe 1 3auThIX B Na-
pacuH 06pasLoB TKaHel onyxonei. [ns onpegenerus
MUKPOCATENNIUTHON HecTabunbHocTn obpasubl AHK Te-
CTMPOBA/IM HA HaAW4YME MUKPOCATENUTHOI HecTabub-
HocTu (MSI) meTofoM hparMeHTHOrO aHanM3a c UCnosb-
30BaHMEM MATU MOHOHYKNeoTUfHble nokycos — NR21,
NR24, NR27, BAT25 n BAT26. 06pa3subl amnaucduuu-
poBanu, nosyyeHHble AaHHble aHanuauposanu B Gene
Mapper Software (Thermo Fisher, CLLA).
Npentudmkaumio mytaumin B reHe KRAS ocyuwectsns-
M npu nomowu Habopa peareHToB «Real-Time-PCR-
KRAS-7M» («buonuHky», Poccus) ¢ onpepeneHuem 7
SNP-myTtauuit (Single Nucleotide Polymorphism) B 12
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Tabnuua 2. Xapakmepucmuka ucnosib308aHHbIX aHMuUMesn
Table 2. Antibodies’ characteristics

nuton KnoH Mpoussoautenn PassepeHue ( 6;1;::;.['(‘,"('}1:';1") WUHKy6aums c a/T
MUSASHI2 EP1305Y Abcam 1:200 TBS Ph =8,0-8,5/95°C/36" 20
p53 Bp53-11 Ventana Medical Systems RTU TBS Ph =8,0-8,5/97°C/92 32
VEGF - Thermo Scientific 1:100 TBS Ph =8,0-8,5/95°(C/64 20

Ta6bnuua 3. CpasHeHue nokazamenell nayueHmMos 8 3a8UCUMOCMU OM 2eHepanu3ayuu npoyecca
Table 3. Comparison of patients’ characteristics in correlation with disease status

Orcyrcraue FeHepanusaymus Bcero
Kputepuii BapuaHTbl reHepanusauuu p 4 owl (95% Aun) p
n (%) n (°/o)
n (°/o)
My3K4YMHBbI 17 (40,5% 2 (40,0% 19 (40,4%
Mon Y (40,5%) (40,0%) (40,4%) 1,0 (0,15-6,8) 10
eHuwmHbl 25 (59,5%) 3 (60,0%) 28 (59,6%)
TNesas 19 (45,2%) 4 (80,0%) 23 (48,9%)
Nokanusauus 4,8 (0,50-47,1) 0,19
Mpasast 23 (54,8%) 1 (20,0%) 24 (51,1%)
PacwupeHHas 21 (50,0% 4 (80,0% 25 (53,2%
JNiumdopguccekuus P ( ) ( 0) ( ) 4,0 (0,41-39,0) 0,35
CraHpapTHas 21 (50,0%) 1 (20,0%) 22 (46,8%)
T4 2 (4,8%) 1 (20,0%) 3 (6,4%)
Craguu onyxonu 5,0 (0,37-68,1) 0,29
T2-T3 40 (95,2%) 4 (80,0%) 44 (93,6%)
N1-N2 12 (28,6%) 4 (80,0%) 16 (34,0%)
MeTacTasupoBaHue 10,0 (1,01-99,0) 0,040
NO 30 (71,4%) 1 (20,0%) 31 (66,0%)
G3-G4 1 (2,4% 1 (20,0% 2 (4,3%
Crenere (24%) (20,0%) (4,3%) 10,3 (0,53-197,0)| 0,20
ANt depeHLNpoBKY G1-G2 41(97,6%) 4 (80,0%) 45 (95,7%)
BeisBneH 7 (46,7% 0 (0,0% 7 (41,2%
KRAS (46,7%) (0.0%) (41,2%) 1,0 (0,15-6,8) 1,0
He BbisiBneH 8 (53,3%) 2 (100,0%) 10 (58,8%)
BbisiBneH 3 (20,0% 1 (50,0% 4 (23,5%
MSI e (20,0%) (50.0%) (23,5%) 4,0 (0,19-84,2) 0,43
He BbisiBNiEH 12 (80,0%) 1 (50,0%) 13 (76,5%)
Hopma 25 (59,5% 3 (60,0% 28 (59,6%
PIA P (59,5%) (60,0%) (59,6%) 1,0 (0,15-6,8) 10
Bbiwe HOpMbI 17 (40,5%) 2 (40,0%) 19 (40,4%)
Mposopunacs 12 (28,6% 4 (80,0% 16 (34,0%
XT pOBOAYA (28,6%) (80,0%) (34,0%) 10,0 (1,01-99,0) | 0,040
He nposogunacs 30 (71,4%) 1 (20,0%) 31 (66,0%)

ﬂpumeanue: P — 3Ha4umocmse pasﬂuwuﬁ nokazamesneli nayueHmamu c u 6e3 2eHepasau3zayuu npoyecca, moyHsbll aByCmOpOHHUﬁ Kpumeput] d’uwepa.
OLll — omHoweHue WaHcos Hanuyusa u omcymcmaue 2eHepaau3ayuu npoyecca npu pasniuydHelx sapuaHmax nokazamerned.

n 13 kogoHax reHa KRAS: G12C, G12S, G12R, G12V, G12D,
G12A, G13D c ucnonb3oBaHuem Tepmouukiepa Bio-Rad
CFX96 (Bio-Rad, CLWIA). Amnnudukauuio nposogunu
Ha nporpammupyemom Tepmouuknepe Bio-Rad CFX96
(Bio-Rad, CLLA) 1 no ctaHgapTHOMY NpoTOKOANY ANS Ha-
6opa ABI Prism Big Dye Terminator Cycle Sequencing
Ready Reaction Kits Ha amnancukatope Bio-Rad CFX96
(Bio-Rad, CLLUA). Pe3ynbTaTbl FeHOTUNMPOBAHMUA YUUTbI-
Ba/IM MyTEM NPAMOro aHann3a XpoMaTorpamm.
Onpepenenne mytaunn V600E B reHe BRAF ocywecTeas-
AW c ucnonb3oBaHuem Habopa «Real-Time-PCR-BRAF
V600E» («bronunnk», Poccus).

WccneposaHne MUSASHI2, p53 u VEGF npoBogunu me-
Togom UIX, ans Kkotoporo ¢ napaduHOBLIX 610KOB One-
palLMOHHOrO MaTepuana rOTOBUAM CPe3bl TONLWMHOIA
3-4 MK ¥ MpOBOAMAM OKpalWBaHWE B UMMYHOFUCTO-
cTeitHepe Bench Mark ULTRA (Ta6n. 2).

Mapkep MUSASHI2 n VEGF B UMMYHOrMCTOXUMUYECKUX
npenapatax OLeHWBanu npu nomowmn metoga h-score,
KOTOPbI Bblpaxaetca B BuAe uHpekca. [poueHT Kne-
TOK C pe3Ko BbIpaXeHHOW 3Kcnpeccuein Mapkepa

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

YMHOXAeTCa Ha 3, CyMMUpyeTcs C MPOLEHTOM KIeToK
C YMepeHHOBbIPAXEHHON 3KCnpeccueil, YMHOXKEHHbIM
Ha 2 U C NPOLEHTOM KIETOK CO cabo BbIpaXXeHHOMN IKC-
npeccuein mapkepa. [Ins XapaKTepuCTUKM 3KCmpeccum
p53 BBIYMCAANW JONIO KNETOK C OKPaleHHbIMU SApaMu
B MpOLEHTax OT O6Lero KoAMYecTBa OMyXONeBbIX Kie-
ToK. [ofcyeT NpoBOAMAN MOAYKOANYECTBEHHBIM MeETO-
[OM He MeHee, yeM B 10 cny4alHbIX NONAX 3peHUs Npu
yBenuyenun x200. B cBasu ¢ Tem, yto p53 AnKoro Tuna
HaKanaMBaeTca B KNETKax B He3HauYUTeNbHOM Konuye-
cTBe 1 meTopoM UTX He BbIABNAETCA, Mbl UMENN BO3MOX-
HocTb MeTofoM WX oueHWUTb TONBKO 3KCMpeccuio npo-
BYKTa MyTUPOBAHHOIO reHa.

[nsa cratucTnyeckoro aHanmsa MCNonb3oBanu TOYHBIN
ABYCTOPOHHUI KpuTepuit Puiwepa ans GUHAPHBIX Npu-
3HaKoB. TaKxe NpUBOAMTCA OTHOLIEHWE LIAHCOB pas-
BUTWUA NPOrpeccupoBaHWUA OMYyXoNu B 3aBUCMMOCTU OT
Hanuuus taktopa pucka (OWL) c 95% poBepuTENbHBIM
uutepsanom (95% [N). YucneHHble nokasatenu B uc-
CNnefioBaHNM MpefcTaBiAeHbl 3HAYEHUAMU MefuaHbl
u kBaptuneii B dopmate Me (Q1; Q3), pna cpaBHeHUs

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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Tabnuua 4. CpasHeHue nokazamesnell NaYUEHMOoB 8 3a8UCUMOCMU OM 2eHepanu3ayuu npoyecca (HenpepsisHbie NPU3HAKU)
Table 4. Comparison of patients’ characteristics in correlation with disease status (continuous indicators)

NokasaTens OTcyTCTBME reHepanusauum leHepanusayus p
Me (Q1; Q3), n Me (Q1; Q3), n
Bospacrt, net 67,5 (61; 72); (n = 42) 64 (59; 77); (n=5) 0,94
P53, % 1(0; 90); (n = 14) 10 (0; 20); (n =3) 0,66
MUSASHI2 225 (150; 260); (n = 14) 177,5 (90; 265); (n = 3) 0,91
VEGF 170 (140; 190); (n = 14) 190 (120; 260); (n=3) 0,88

pumeyarue: p — 3HayuMOCMb pasnuyuli Mexady NoKazamenamMu NAYUEHMos ¢ U 6e3 2eHepanu3ayuu onyxonesozo npoyecca, U-kpumepud ManHa-Yumxu

3HaYeHUit n3y4yaeMblx NPU3HAKOB MCNONL30BANCA Hena-
pametpuyeckuit U kputepuin MaHHa-YutHu.

PE3YJIbTATHI

YposeHb P3A konebancs ot 1 go 32 Hr/mn (B cpefHeM
7,1 Hr/mn). Ouknii Tun reHa KRAS BbisisneH y 10 (55,6%)
OonbHbIX, MyTauuu reHa KRAS — y 8 (44,4%) 6onb-
Hbix. Mytauum V60OE B reHe BRAF mbl He BbiABuAM.
MukpocatennutHas HectabunbHocts (MSI) BbisiBNeHa
v 5 (27,8%) n3 18 6onbHbIX. MUSASHI2 — ot 10 go 280,
B cpefiHeM, 143; p53 — o1 0 go 100, B cpeaHem, 26,7;
VEGF — o1 50 po 290, B cpepHem, 161.

3a Bpems HabnofeHus (0T 1,5 Lo 2 neT) nporpeccupo-
BaHWe paka oTMeyeHo y 5 (10,6%) 60NbHbIX B CPOKM OT
6 mecAueB nocie onepaTuBHoro neveHus. Cpegnm Hux
MVIKUMH 6b110 2 (10,5% OT BCEX MYMUMH), KEHILUH — 3
(10,7% oT Bcex xeHWuH). Bo3pacT 60sbHbIX konedancs
ot 55 o 81 ropa. lepBnyHas onyxonb NoKanM3oBanacb
B CUTMOBUAHOI KUWKe Y 3 6onbHbIX (21,4% OT onyxo-
neil CUrMOBMIHOM KUWKK), NE€BOI NONOBUHe 060404-
HOIt KMWKKM — y 1 6onbHOrO (16,7% OT NEBOCTOPOHHMUX
onyxoneit), NnpaBoil NONOBMHe OOOAOYHOW KUWKU —
y 1 6onbHOro (3,7% OT NMPaBOCTOPOHHUX OMyXoneit).
Mo ctagum onyxonu 6biiM KnaccubuumMpoBaHsl kak T3-
4N0-2MO G2. Y 4 60bHbIX YPOBEHb AUMMOANCCEKLUN
6bi1 D3 (12,1%), y 1 60onbHOro — D2 (7,1%).
CratucTuyeckas o6paboTka pesynbTaToB UCCNELOBAHNUSA
He BbIfIBMAA 3HAYMMBbIX OTAMYMIA MEXAY rpynnamu nauu-
€HTOB 0e3 reHepanu3aLum 1 C reHepanusanuein onyxosu
no BO3pacTy, Nony, NOKann3aLum onyxonu, Bupy numago-
auccekumm, ctaguu T, auddepeHLMpoBKM afeHOKapLu-
HOMbI, ypoBHA PIA, mytauum KRAS, MSI, p53, MUSASHI2,
VEGF (Tabn. 3, 4).

Mpu M3y4eHUU 3aBUCUMOCTM MPOrpeccMpoBaHuA ony-
XONW OT HanWuMa MOpaXKeHUs pernoHapHbix numdo-
V3/10B BbIAIBJIEHbl CTATUCTUYECKN 3HAYUMble Pa3nnyus
(p =0,040) (Tabn. 3). OTHOLWEHMe LWAHCOB reHepanmn3a-
uuu onyxonu y naumentos ¢ N1-2 k NO cocrasuno 10,0
npu 95% [in: 1,01-99,0.

HeoxunpaaHHOW OKa3anacb BblABAEHHAA HaMW CTaTUCTW-
YecKu 3HaYMMas 3aBMCUMOCTb MPOrpeccMpoBaHUs KO-
NOPeKTanbHOM ONyXoin OT MPOBEAEHUA XUMUOTEPANUN
(p = 0,040).

CoBpeMeHHble NporHocTuieckue GpaKTopbl NPU KONOPEKTANLHOM pake

OBCYXAOEHUE

Cpean 6onbloro pasHooGpasns akTopoB NporHosa
NpW KONOPEKTaNbHOM pPaKe MOXHO BbIfeNUTb (haKTopsl,
OTHOCALLMECA K GUONOTUYECKUM XapaKTEPUCTUKAM ony-
XONU, TUCTONOTUYECKUM U MONEKYNAPHO-TeHETUYECKUM
0CO6EHHOCTAM.

MeTtactasnpoBaHue B pervoHapHble nuMMdOy3nbl, Kak
nepeblit 3Tan OTAANEHHOr0 MeTacTa3upoBaHus, obLe-
NPUHATBIA GAKTOP NPOrHO3a NPK KONOPEKTaNbHOM pakKe,
4TO OTpaxeHo B MexayHapoAHoii knaccudbukauum 3no-
KayecTBeHHbIx onyxonenn TNM. Kpome Toro, metacrasu-
poBaHWe B perMoHapHble nUMGOy3nbl ABAAETCA NOKa-
3aHMeM ANA NPOBEAEHMA afblOBAHTHOWM XMMUOTEpANUK
[3]. B paHHOM HeGoMbWOM UCCNE[OBAHNUM TaKKe yCTa-
HOBJIEHAa 3aBMCUMOCTb MPOrpecCMpoOBaHUA OMyXonu OT
nopaKeHna pernoHapHbIX TMMGOY3n0B.

Ewe 0gHWUM 13 OCHOBHbIX, XOPOLIO M3YYeHHbIX MPOTrHOC-
TUYECKUX OGUOMApKEPOB AN KOMOPEKTANbHOTO paka,
KOTOPbII WKPOKO MCNONb3YeTca B KIWHWYECKOW npak-
TUKe, ABNAETCA PaKoBO3IMOPUOHANbHbIA aHTUreH (PIA).
Boicokuii yposeHb PIA cBsizaH C NporpeccupoBaHuem
ONyXxoNu, N03TOMY OH UCMONb3YeTCsA, B OCHOBHOM, Mpwu
AVMHaMUYecKoM HabnofeHU 3a 6ONbHLIMU NOCTE Neye-
Hua. OgHaKo ypoOBEHb 3TOr0 MapKepa MOXeT NoBbIlLaTh-
CA NPU ApYrux 310KaYeCTBEHHbIX ONYXO0AX, @ TaKXe npu
BOCNanuTenbHblx npoueccax [4]. B paHHOM uccneposa-
HWUU CTAaTUCTUYECKM 3HAYMMOW 3aBUCUMOCTU MeXay no-
BbILIEHWEM 3TOrO 6UOMapKepa U NpOrpeccMpoBaHUeM
3a00/1eBaHNA He BbIABNIEHO, YTO, BO3MOXHO, 06yCcnoBe-
HO HebGONbLWMM YNCIOM HABNIOAEHWIA B HAlleM Uccneao-
BaHum (Tabn. 4).

OnkoreH KRAS sBnsieTcs Knlo4YeBbIM B HUCXOASALEM CUT-
HaNbHOM MyTU pelienTopa 3nuaepManbHoro Gakropa
pocta (EGFR), koTopblii BnuseT Ha dyHAaMeHTanbHble
KNeTouHble Npouecch, BKAOYalolwme nponudepalmio,
anonTo3 u AuddepeHUMpoBKY, a TaKKe INUTeNnanbHo-
Me3eHxXuManbHblii nepexop. Mytauum reHa KRAS Bctpe-
yatotca B 30-50% cny4aeB KONOPEKTaNbHOro paka, npu
3Tom 90% myTauuii onpegensatoTcs B 12 1 13 KogoHax
[5]. B HacTosiwee Bpems yCTaHOBNEHO, YTO MyTaLWK
KRAS He BnMAIOT Ha NpoOrHo3 nNpu pake NpaBoi NONOBM-
Hbl 0G0L0YHOW KWWKM M yXYALWAOT NPOrHO3 Npu pake
neBoii nonoBuHbl [6]. OpHako Haubonbliee 3HaueHUe
onpefeneHne mytaunoHHoro ctatyca reHa KRAS nmeert
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He O NpOrHo3a TeueHus 3aboneBaHus, a Ans onpe-
penenuna apdektuBHocTn aHTM-EGFR Tepanum, koTopas
nofaBnseT feidcTBUE peLenTopa nyTéM ONOKMPOBaHUS
ero CBA3bIBaHWA C JIMFAHAOM, YTO HapylaeT nepefa-
4y CMrHaNOB BHYTPb knetku. Kak mokasanu MHoroymc-
NeHHble MCCNefoBaHuA, Tepanus 3TUMKU npenapaTamu
3¢ eKTMBHA NpyU OTCYTCTBUM aKTUBUPYIOWMX MyTaLWiA
B Manom G-6enke KRAS, yyacTeyiolem B nepefade mu-
TOTEHHOT0 CUrHana OT TUPO3WHKWMHA3HOrO pelenTopa
[7]. B Haweit rpynne 60bHbIX CTATUCTUYECKM 3HAUMMON
3aBucumocTyn cratyca reHa KRAS n nporpeccupoBanus
3ab0neBaHNA He BbIABIEHO.

OHkoreH BRAF, asnstwowmiica yneHomM ceMeincTsa KMHa3
Raf n pacnonoxeHHslit Ha nieye XxpoMocoMbl 7q34, AB-
NAETCH BAXHbIM KOMMOHEHTOM B MWTOreHaKTUBMpYe-
MOM NPOTEMHKMHA3HOM CWUTHanbHOM nyTu. MyTauuio
reHa BRAF umetot npu6nusutensHo 10% GoNbHbIX KO-
NOPEKTaNbHbIM PaKOM W, Clef0BaTeNbHO, HEUHTUOUPY-
emMyto KnetouHyto nponudepaumio u poct onyxonun [8].
KonopekTanbHble onyxonu ¢ mytauuen reHa BRAF ac-
COLMMUPOBAHBI C KEHCKUM MOJIOM, MOXWbIM BO3PACTOM,
NPOKCMManbHOMN NoKanu3aumuei, No3fHei cTaguen, Hu3-
Ko puddepeHLMpOBKOA, MYLUHO3HOW TUCTONOMUEN,
MNOXMM OTBETOM Ha NIeKapCTBEHHYIO Tepanuio u Xyflen
BbIXXMBAEMOCTbIO C MefuaHoi okoso 12 mecsues [9, 10].
0co6eHHO arpeccuBHblii heHOTUN onyxonu Habntoaa-
etca npu mytauum reHa BRAF n MSS [11]. CraHgapTHoii
Tepanuein 1 auHnn BRAF-myTpOBaHHOrO MeTacTaTuye-
CKOro KONOPEKTaNbHOro paka B HacTosliee BpeMs fB-
nsetcs xumuotepanus (FOLFOXIRI) nntoc 6eBayusymab
[12]. HecmoTps Ha To, YTO 3TOT MyTUPOBAHHbI reH BRAF
onpefenseT arpecCMBHOCTb OMyXOlW, OH BCTpeyaercs
[OCTaTOYHO PeAKO U B NpeAcTaBNeHHOM MCCNef0BaHNUM
He BbISIB/IEH.

Beicokas akcnpeccus dakTopa pocTa IHAOTENUA COCy-
pos (VEGF) Takxe accouumpoBaHa € Nja0X1MM NPOrHO30M
ans naumentoB ¢ KPP, HU3kMM oTBETOM Ha npeponepa-
LMOHHYIO Jly4eByI0 Tepanuio 1 Yactble peunanssl [13].
B Hawem nccnepoBaHny Mbl He BbIABUIN CTAaTUCTUYECKM
3Hauumoli ceasm skcnpeccun VEGF u nporpeccuposa-
HUA 3a60seBaHUs, BO3MOXHO, TaKXe MO NMPUYMHE He-
60/1bWOI BbIGOPKM NALMEHTOB.

B HacToswee BpeMs 60/blIOe BHUMAHUE YAENAETCA MU-
KpocaTennutHol HectabunbHocTu (MSI), nop koTopoit
NOHWUMAIOT U3MEHeHe AWNHBI MUKpocaTenanTa (KopoT-
Koe nosTopeHue yyactkos HK) n3-3a BctaBku unu yaa-
NeHUs NOBTOPSIOLLMXCA YYACTKOB, @ TaKXKe NoABNEHMUA
HOBbIX MUKDOCATENUNINTHbLIX annenei BCNeACTBME HApY-
weHnA DYHKLMOHUPOBAHMA CUCTEMBI penapaLum Hecna-
peHHbIX 0cHOBaHUi [14,15]. Beigenstot 3 BapuaHTta MSI:
Bbicokunit (MSI-H) (myTauuu B 2 u 6onee mukpocaTten-
NUTHBIX NIOKycax), Hu3kuit (MSI-L) (mytauum B 1 Mukpo-
CaTeNJIMTHOM NIOKYCe), U CTabunbHblii ypoBeHb (MSS)
(otcyTcTBMe MyTauuit) [16]. Mpu KonopekTanbHOM pake
MSI-H BcTpevaetcs B 15% ciyyaes [17].

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

MSI oTBOAMTCA BaXKHAs poJb B NaTOreHese, nporpeccuy,
MPOrHO3MPOBAHUM KIMHNYECKOTO TeYeHUs 1 3 heKTns-
Hoctu Tepanuu KPP. Tak ycTaHOBIEHO, YTO KOIOPEKTaANb-
Hble onyxonu 2 ctagum ¢ MSI umelot 6onee 6naronpu-
ATHBI MPOrHO3 M BO3MOXHOCTb OTKa3a OT NPOBeLeHUA
aflbloBaHTHOI xumMuoTepanuu [18]. Mpu npoeaeHun xe
aAbIOBAHTHOM XMMoTepanum npu onyxonsax ¢ MSI cne-
[VEeT YYUTbIBATb HEBBICOKYIO 3((HEKTUBHOCTbL MOHOTEpPa-
nun GTOPNUPUMUANHAMK U HEOBXOLMMOCTYU BKIIOYEHNS
B CXEMbl OKCanunaatuHa. [na KonopeKTanbHbIX OMyXo-
nen 3—4 cTtaguun [OCTOBEPHO He OTMEeYeHO 3aBUCUMOCTH
ypoBHs MSI n nporHo3a [19].

Takke onyxonu ¢ MSI 06n1aatoT BbICOKON YyBCTBUTENb-
HOCTbIO K MUMMYHOTEPANUMU MHIMOUTOPAMU KOHTPOSIbHBIX
TOYEK 3@ CYET MOBbIWEHHON WMHQUAbTPALUM ONYyXONK
numdountamm CD8 u Gonee BLICOKOIW IKCMpECCUU in-
raHja peuenTtopa nporpaMmMuUpyeMoil KNeTouyHoi rnbenn
(PD-L1). B 7o e BpeMms y nauuneHTos c IV ctapmeit Hanu-
yne MSI sBnsietcs HEBNATONPUATHBIM MPOrHOCTUYECKUM
NPU3HAKOM, YTO MOXKET ObITb CBA3AHO C HANUYMEM MyTa-
ummn B reHe BRAF y kaxgoro TpeTbero nayueHTa.

Y10 KacaeTcAs nNpeAcTaBAEHHOr0 WCCNefOBaHWUA, Mbl
He BbifaBUAKM cBA3M MSI u MSS ¢ nporpeccupoBaHuem
3aboneBaHus.

Jlokanusaums onyxonm 060404HOM KUIWKK B HAcTosLee
BPEMSA TaKXe CYMTAETCH MPOrHOCTUYECKUM (aKTOPOM.
Pasnuuus npaso- W NEBOCTOPOHHMX Onyxonen 06bsc-
HAIOT TEM, YTO 3MOPUOOrMYECKM NpaBas NoJ0BUHA TON-
CTOil KMWKKM 06pasyeTcs U3 cpefHeit KUIWKK, a neBas —
13 3agHel kuwku [20]. B nccnegoBaHusax nokasaHo, 4to
ONyXo/iM NPAaBOCTOPOHHEN IOKaNU3aLMmM Yalle BblfBAA-
IOTCA Y EHIMH MOXWUNOro BO3pacTa, ux auddepeHuu-
POBKa BblllE, @ OTLANIEHHbIE MeTACTa3bl Yalle BO3HUKAIOT
B OptowmnHe. Mpyu NeBOCTOPOHHEN OMYyXOAW MEeTacTasbl
yalle BbIABAAOTCA B NEYEHU U NIETKUX.

Ha monekynspHoM M XpOMOCOMHOM YpPOBHE NpaBOCTO-
pOHHME onyxonu 06040YHON KUILKW OTAMYAIOT: runep-
MyTalWK, TUNEPMETUNINPOBAHME, BbICOKaA YactoTa MSI
u CIMP, mytauuit KRAS, BRAF, TGFbR2, npeumyuiectseH-
Ho CMS1 nogTun onyxonei. JleBOCTOpOHHKME ONyxonu
XapaKTepU3ylTCA: XPOMOCOMHOM  HeCTabubHOCTbIO
(75%), myTaumamu APC, KRAS, TP53, cBepxakcnpeccueit
EGFR, VEGF-1 n HER2, npeumywectseHHo CMS2 noatun
onyxoneit. Takxe 6bI10 OTMEYEHO, YTO YacToTa MyTaLnii
KRAS 1 BRAF nocteneHHO CHUXKAeTCs OT Clenom K cur-
MOBUJHOI Kuwke [20].

KnuHuyeckne n Guonormyeckne oTanYus npaso- u jie-
BOCTOPOHHMX ONyxosieit 060404HON KUIWKN He MOTNU He
0TPa3nTbCA Ha YYBCTBUTENLHOCTM K Tepanuu (npaso-
CTOPOHHME ONYXO/IM Nlyylle OTBEYAT Ha Tepanuto ¢To-
pypaumnom) U 0COGEHHOCTAX TeyeHUs 3aboneBaHus
[21]. 370 ybeguTenbHO GbIIO MPOAEMOHCTPUPOBAHO
B MeTaaHanu3se 66 KNMHWUYeCKUX uccnepgosaHuit (bonee
1,4 MJTH NALMEHTOB), KOTOPbI YCTAHOBUJ CHUXEHME PU-
cKa cmepTn Ha 20% npu NeBOCTOPOHHEN A0Kanu3auuu
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OMyXO0/IM HE3aBUCUMO OT ITHUYECKOI NMPUHAANEKHOCTH,
cTafuu 3aboneBaHuUs U TMNA UCCNefoBaHus [22].

B Hawem nccnepoBaHWMM NEBOCTOPOHHAS NOKanuU3auus
OMyXO0/IM BCTPeYanacb Mo4YTH y NOJOBUHbLI BONbHbIX —
19 (45,2%) npotus 23 (54,8%) Cc NpaBOCTOPOHHEN J0-
Kanu3aluei, HO MpOrpeccHpoBaHne OMyXoan C JIeBo-
CTOPOHHUM PACMoNOXKeHWEM BCTPEYANOCh B 4 pasa yalle
(v 4 yenoBek npoTuB 1 cnyyas ¢ NpaBOCTOPOHHEN NoKa-
nn3aumeit). OgHako nopora CTaTUCTUYECKOW 3HAYMMO-
CTW CBA3M NIOKaNW3aLUKU U NPOrpecCcHpoBaHNUs ONyXonu
AOCTUTHYTO He 6bino (p = 0,19; Tabn. 3).

WNccnepoBaHne XopoLwwo M3y4eHHOro p53 1 ManonsyyeH-
Horo MUSASHI2, Take Kak 1 ypoBeHb MM o[MCCeKLUM
B HalleM MCCNeA0BaHWM He MOKa3anu 3Ha4yMMON 3aBu-
CMMOCTU OT MpPOrpeccupoBaHus 3aboneBaHUs, TaKxe
He UCNo/b30BANMUCh U NPU Ha3HAYEHWUU NEKAPCTBEHHOI
Tepanuu.

BbisBNeHHass B HalleM WCCNeoBaHWUM 3aBUCUMMOCTb
NPOrpeccMpoBaHMA KONOPEKTaNbHOW ONyxonu OT npo-
BEAEHUSA XMMUOTEpanuu, 0ObACHAETCA TeM, YTO XUMMUO-
Tepanus NpPoBOAMNACh NMALMEHTAM C BbICOKUM PUCKOM
NporpeccMpoBaHmUs Ha OCHOBAHUW WM3yYeHWUs MPOTHOC-
TUYECKUX (haKTOPOB, U cama no cebe He sABnseTcs dhak-
TOpPOM pUCKa.

OnpepeneHne MONeKyNAPHbIX MOATUNOB KONOPEKTasb-
HOTO paKa Noka MMeeT OOoNblie MOUCKOBbI XapaKTep.
OpnHako MonekynspHas Knaccubukauus KonopekTasb-
HOTO paKa MOXeT KapAMHaNbHO U3MEHUTL MOAXOAbI K Te-
panuu, 4To HabnNoJaeTCs CErofHs Npu paKe MONOYHOI
xenessl.

SAKITKOYEHUE

MopaxeHue pernoHapHbix N1MMGOY3N0B OCTAETCA OC-
HOBHbIM (DaKTOpPOM OMNpeAeneHns MporHosa TeyeHus
onyxonu O0OOAOYHOW KUWKM M Ha3HAuyeHUs nekap-
CTBEHHOI Tepanuu. MonekynapHo-reHeTuyeckue dak-
TOpbl B HACTOsAIlLEE BPEMA MUMENT 60MblIOe 3HAYEHME
AAA OonpefeneHns TaKTUKN B OTHOLWEHUN NleKapCTBeH-
HOW nepcoHMduuMpoBaHHON Tepanuu. [pogonxeHue
NCCNefoBaHUA MONEKYNAPHO-TEHETUYECKNX OCOOEH-
HOCTEel KONOPEKTaJIbHOTO paka M CO3[aHNe MOJeKy-
NAPHON Knaccudukauum MOXeT W3MEeHWTb NOAXOAbI
K Tepanuu v ynyylnTb pe3ynbTaThl Je4yeHns Konopek-
TaJbHOTO paka.
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Factors limiting the endoscopic submucosal
dissection in colorectal tumors
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AIM: to identify the risk factors for conversion of endoscopic submucosal dissection to abdominal surgery.
PATIENTS AND METHODS: the prospective cohort study included 405 patients: 166 (40.9%) males and 239 (59.1%)
females. The median age was 66 (59;72) years old; the patients underwent endoscopic submucosal dissection of
colorectal epithelial neoplasms.

RESULTS: the median size of the removed neoplasms was 3.0 (2.4;4) cm, tumor was removed en bloc in 324/363
(89.2%) cases; and RO resection margins were detected in 218/324 (67.3%) cases. Significant risk factors for con-
version were: the tumor size = 3.2 cm (OR 2.9, 95% (I: 1.2-7.1, p = 0.017), lifting < 3 mm (OR 41.95% (I: 15-105,
p = 0.000002) and the tumor vascular pattern IIla according Sano’s capillary pattern classification (OR 4.0, 95%:
(I: 1.3-11.9, p = 0.013).

CONCLUSION: endoscopic submucosal dissection is safe for colorectal neoplasms. However, the presence of conversion
risk factors can influence the outcome of endoscopic treatment.

KEYWORDS: ESD, conversion, colorectal polyps, colorectal cancer, submucosal dissection, adenoma, adenocarcinoma
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INTRODUCTION

Endoscopic submucosal dissection (ESD) is the
method of choice for the removal of epithelial
colorectal neoplasms [1].

The ESD method is hard to perform, it requires spe-
cial equipment and a long learning curve, which
creates certain difficulties for its wide implemen-
tation in clinical practice. In addition, in a certain
category of patients, there is a risk of conversion
to transabdominal surgery, which complicates the
treatment itself, and at the same time increases
the risk of postoperative complications [2].
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The identification of predictive risk factors and
complexities in performing dissection will in-
crease the effectiveness of the method and con-
tribute to its wider implementation.

AIM

To identify risk factors for the ESD conversion to
transabdominal surgery.

PATIENTS AND METHODS

From January 2017 to January 2020, 405 epithelial
colorectal neoplasms were removed by the ESD method.

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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To determine the indications for ESD, all the pa-
tients underwent diagnostic colonoscopy using
high-resolution video endoscopes.

In the endoscopic description of the identified
neoplasms, the Paris-Japanese macroscopic clas-
sification, the Kudo S. pit pattern and the Sano Y.
vascular pattern classifications were used [3-5].
If an irreqular pit pattern with a demarcation line
was detected during magnifying endoscopy, or it
was structureless (corresponding to the Vn tumor
as per Kudo and IIIb as per Sano), the lesions were
interpreted as invasive cancer (with a distance of
less than 1,000 um from the muscle plate of the
mucous layer) with the risk of metastasis to the
lymph nodes. In these cases, ESD was not per-
formed [6]. Only in 6 patients, an attempt of ESD
was made. However, at the stage of lifting, due to
its unsatisfactory result, the continuation of ESD
was refused.

In order to determine the metastatic lymph
nodes close to the tumor site, all the patients
underwent computed tomography or ultrasound
of the abdominal cavity. The biopsy was not
performed due to the high risk of fibrosis and
the associated subsequent complexities in per-
forming ESD.

In most cases (87%), a two-stage laxative drug
regimen was used for bowel cleansing before
performing dissection. It consisted in following
a special diet — a fiber-free diet for 2 days and
a two-stage intake of the laxative. Given that all
the procedures were performed as planned under
intravenous sedation, the last fluid intake was to
be done at least 3 hours before the surgery. The
quality of preparation was assessed as per the
Boston scale [7]. Excellent or good quality of
cleansing was in 91%.

The dissection in the submucosal layer began with
determining the tumor location: with the help of a
water test, the tumor site at the circumference of
the intestinal wall was assessed, after which the
patient was located optimally on the operative
table so that the tumor was located on top and
hung down under the gravity force in the separa-
tion process.

The ESD was performed using a pediatric colono-
scope (in the case of tumor site in the rectum —
a gastroscope) Pentax, combined with a video pro-
cessor EPK-i7010.

DakTOpbl, NMMUTUPYIOLIME BbINONHEHWE
NOACNM3NCTON AUCCEKLMM B TOSICTOMN KMLLKE

After determining (if necessary, marking) the mar-
gins of the tumor, an injection of a gelatin solu-
tion with a small amount of indigocarmine into
the submucosal layer was performed. For the inci-
sion of the mucosa and further separation of the
tumor, an uninsulated knife (Dual Knife, Olympus)
was used in the End-cut Q mode (action 3, dura-
tion 2, interval 2) using the VIO300D, ERBE operat-
ing unit.

If necessary, repeated injection was performed
to maintain optimal lifting. To ensure hemosta-
sis during the manipulation, hemostatic forceps
(Coagrasper, Olympus) were used in the fast coag-
ulation mode (effect 2, 40-60 W). After removing
the specimen, the postoperative defect was also
treated with a coagrasper, and if necessary, cov-
ered with endoclips. The surgical team consisted
of 2 endoscopist-surgeons and a nurse.

The removed specimen was spread out on a spe-
cial platform and fixed in a 10% solution of neu-
tral buffered formalin for 24 hours. After removal,
the specimen was cut into plates with a thickness
of 2 mm with the marking of the resection mar-
gins. The samples were stained with hematoxylin
and eosin. The pathomorphological diagnosis was
established in accordance with the Vienna classi-
fication [8].

The statistical data processing was performed us-
ing the Statistica TIBCO, USA.

The quantitative data with a non-Gaussian distri-
bution was described by the median and quartiles,
and the comparison was done using the Mann-
Whitney test.

To determine the risk factors, a univariate and
multivariate regression analyses were done.

The factors that had continuous indicators and
statistical significance in the univariate analysis
using ROC analysis were reduced to binary values
that were used in the multivariate analysis. The
results at p < 0.05 were considered significant.

RESULTS

The study included 405 patients: 239 (59.1%)
women and 166 (40.9%) men. The median age
of the patients was 66 (59; 72) years. The medi-
an size of the tumors was 3.0 + 1.2 cm. Most of
the neoplasms were laterally spreading tumors
(LST-G) and were located in the right colon (Table
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Table 1. Characteristics of patients and neoplasms

Age (years), (Q) 66 (59; 72)
Gender male 166 (40.9%)
female 239 (59.1%)
Tumor site Right colon 223 (55%)
Left colon 136 (33.5%)
Rectum 46 (11.5%)
Macroscopic LST-G 198 (48.8%)
type according
to the Paris LST-NG 125 (30.8%)
classification 0-Is 42 (10.3%)
0-Ip 17 (4.1%)
0-IIa 10 (2.4%)
0-IIc 13 (3.2%)
Median tumor size, cm (M + SD) 3.0+£1.2
Classification of ITIS 73 (18%)
the pit pattern
changes as per I 117 (28.8%)
Kudo, 5. v 115 (28.3%)
Vi 57 (14%)
Vn 6 (1.4%)
II (II-0 Kimura) 37 (9.1%)
Classification I 33 (8%)
of the vascular
pattern as per I 277 (68.3%)
sano. IIla 89 (21.9%)
IIIb 6 (1.4%)
Lifting less than 3 mm 72/405 (17.7%)

Table 2. Indications for converting ESD to abdominal surgery

Conversion rate 42/405 (10.3%)
Lifting <3 mm 22 (5.4%)
Technical complexities 10 (2.4%)
Complications:
Bleeding 5 (1.2%)
Perforation 5 (1.2%)

1). The neoplasms less than 20 mm were removed
by dissection in the cases where endoscopic signs
of superficial invasion were detected, or a scar was
present due to the previous manipulation.

The study assessed the extent of the tumor lift-
ing. It turned out that in 72/405 (17.7%) patients,
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lifting was found to be unsatisfactory — less than
3 mm. In most cases (89%) of unsatisfactory tu-
mor lifting, the continuation of ESD was refused.
If the reason for the poor lifting was a previous
endoscopic manipulation (a biopsy or an attempt
to remove the lesion), the endoscopic surgery was
continued.

The conversion to transabdominal surgery oc-
curred in 42/405 (10.3%) patients. In half of the
22/42 patients (52.3%), the ESD rejection occurred
at the stage of injection and lifting evaluation.
In the remaining cases, the conversion is associ-
ated with technical complexities or complications
(bleeding, perforation) that occurred in the ESD
process (Table 2).

To determine the risk factors for the conversion
of submucosal dissection to abdominal surgery,
a univariate and multivariate analyses were done.
To determine the effect of tumor size on the risk
of conversion, a ROC analysis was done and a cut-
off point of 3.2 cm (Youden Index 0.17) was de-
termined (Fig. 1). Thus, for tumors of 3.2 c¢cm or
more, there is a significant dependence of the inci-
dence of dissection conversion to transabdominal
procedure.

In a univariate analysis, significant conversion risk
factors were: male sex (OR 1.91, 95%: CI: 1.0-3.63,

100~

o
=)
|

Sensitivity

40 =

Cut-off point — 3.2 mm
Ewing Index — 0.17

20
AUC=0.594
____ P=0.055
0 Il Il Il I Il Il Il I Il Il Il I
0 20 40 60 80 100

100-specificity

Figure 1. ROC analysis of the effect of removed tumor size
on the risk of conversion to abdominal surgery. Cut-off point
3.2 ¢m, Ewing index — 0.17, sensitivity — 59.5%, specific-
ity — 58.4%
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Table 3. Univariate and multivariate analysis of risk factors for ESD conversion to open surgery

Univariate analysis Multivariate analysis

Factor OR CI: 95% p OR CI: 95% p
Male/female 1.91 1.00-3.63 0.049 1.17 0.48-2.86 0.73
Patient position:
on the side/back 0.18 0.056-0.614 0.006 0.162 0.042-0.619 0.008
Operative time 0.001 | 0.000001-11.736 0.153
Age 1.02 0.99-1.05 0.20
Tumor size 1.24 1.03-1.50 0.02
The tumor size of over 3.2 cm 2.06 1.08-3.96 0.03 2.939 1.210-7.135 0.017
;f;;t;gt:::)i:: (compared to the rectum): 1.25 0.32-4.85 0.74
Descending colon 3.58 0.72-17.81 0.12
Transverse colon 3.58 0.88-14.58 0.07
Ascending colon 1.21 0.31-4.67 0.79
Caecum 1.41 0.33-5.95 0.64
Lifting less than 3 mm 36.35 15.69-84.22 0.0000001 41 15.8-105 0.0000002
;(\;ldo S. (compared to IIIL): 144 0.56-3.72 0.45
Vi 2.90 1.08-7.81 0.04 2.9 0.79-10.91 0.1
II1S 2.45 0.89-6.73 0.08
Vn 6.81 1.08-43.02 0.04 7.9 0.72-87.7 0.09
?FI':’ Y. (compared to I1): 4.66 2.29-9.46 0.00002 | 4.0 1.33-11.9 0.01
ITIB 16.06 3.00-86.02 0.001 9.64 0.83-112.45 0.07
I 0.50 0.06-3.91 0.51
e meteia b otaeos | o0 | osass | o
The tumor morphology (compared to the tubular
one) is 1.12 0.49-2.57 0.78
Tubulo-villous
Villous 1.35 0.40-4.57 0.63
Adenocarcinoma 4.32 1.46-12.80 0.01 1.10 0.23-5.24 0.91
ﬂfé’éfas,z (compared to mild): 1.39 0.63-3.02 0.41
Severedysplasia 1.03 0.31-3.48 0.96
Intraepithelial neoplasia 1.87 0.47-7.50 0.38

p = 0.049), tumor size = 3.2 cm (OR 1.24 95%: CI:
1.08-3.96, p = 0.03), lifting <3 mm (OR 36.3 95%:
CI: 15.6-84.2, p = 0.0000001), Kudo Vi tumor pit
pattern (OR 2.9, 95%: CI: 1.08-43, p=0.04), and Vn
(OR 6.81 95%: CI: 1.08-7.81, p = 0.04), the vascular

¢OKTOPI:I, JIMMUTUPYIOLLIKME BbINONIHEHNE
NOACIAM3UCTON ANCCEKLMM B TONICTOM KMLLKE

pattern of the tumor according to Sano IIIa (OR
4.6, 95%: CI: 2.2-9.4, p = 0.00002) and IIIb (OR
16, 95%: CI: 3-86, p = 0.001), the presence of ele-
ments of adenocarcinoma according to the patho-
morphological study of the removed specimens
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Table 4. Results of pathomorphological examination

Tumor Structure N =363

Adenoma 345/363 (95.1%)

Tubular 111 (30.5%)

Tubulo-villous 161 (44.3%)

Villous 33 (9%)
Serrated 40 (11%)
Adenocarcinoma 18/363 (4.9%)
Sm1 12 (3.1%)
Sm2 3(0.9%)
Sm3 3 (0.9%)

(OR 4.32 95%: CI: 1.46-12.8, p = 0.01). The patient
position on the side opposite to the tumor intes-
tine circumference localization was associated
with a reduced risk of conversion (OR 0.18, 95%:
CI: 0.05-0.6, p = 0.006). Such factors as the op-
erative time, the patient’s age, the tumor site, the
anesthesia type (spontaneous respiration, venti-
lator), the degree of tumor dysplasia (moderate,
severe, intraepithelial neoplasia) did not signifi-
cantly affect the risk of conversion (Table 3).

In the multivariate analysis, the independent risk
factors for conversion were: tumor size = 3.2 cm
(OR 2.9, 95% CIL: 1.2-7.1, p = 0.017), lifting < 3 mm
(OR 41.95% CI: 15-105, p = 0.000002) and vascular
pattern of the tumor according to Sano IIIa (OR
4.0, 95%: CI: 1.3-11.9, p = 0.013).

The patient position on the operative table was
also significantly associated with a reduced risk of
conversion (OR 0.16, 95% CI: 0.04-0.6, p = 0.008)
(Table 3).

The postoperative complications were observed in
11/363 (3%) patients. The most often complica-
tion was bleeding — 9/363 (2.4%) cases, 2/363
(0.6%) patients had perforations.

The bleeding was stopped endoscopically and was
clinically insignificant. In patients with perfora-
tion, laparotomy, abdominal cavity sanitation,
closure of the defect with the diverting stoma
were performed.

According to the pathomorphology: among
363 patients who underwent the ESD, the tu-
mor was removed en bloc in 324 (89.2%) cas-
es. In the remaining cases, the tumors were
fragmented.
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The risk factors for fragmentation were: tumor
size = 3.2 cm, lifting < 3 mm, and vascular pattern
of the tumor according to Sano IlIa.

The incidence of RO resection was 60% (218/363),
and in 29% (106/363) the lateral resection
was < 1 mm, which was regarded as R1 resection.
In patients with fragmentation (10.8%), the lat-
eral margins were estimated as Rx.

Adenomas were detected in 345/363 (95.1%) cas-
es, and adenocarcinomas — in 18/363 (4.9%). All
18 patients had invasive pT1 adenocarcinomas:
in 12/18 observations pT1sm1, in 3/18 — pTlsm2
and in 3/12 — pT1sm3. Lymphovascular invasion
was detected only in 4/18 tumors with a depth of
pT1Sm1L1 invasion (Table 4).

Out of the patients with adenocarcinomas, 8/18
(44.4%) cases showed a positive resection margins
along the deep edge (< 1), and 10/18 (55.5%) cases
showed RO resection. It is extremely important to
emphasize that of 8 patients with R1 resection, in
3 cases there was a pT1sm3 tumor, in 4 cases there
was a lymphovascular invasion, and in 1 case the
tumor had the structure of a low-grade adenocar-
cinoma. In all the 8 patients, 4-8 weeks after the
ESD, a traditional resection was done. None of the
cases revealed residual tumor tissue at the ESD
site, as well as regional lymph nodes involvement.

DISCUSSION

According to univariate and multivariate regres-
sion analyses, the significant risk factors for the
conversion of ESD to abdominal approach were the
size of the lesion =3.2 cm (OR 2.9, 95% CI: 1.2-7.1,
p = 0.017) and the vascular pattern of the tumor
IITa according to Sano (OR 4.0, 95%: CI: 1.3-11.9,
p = 0.013), as well as lifting < 3 mm. Inadequate
lifting was often observed in the presence of a
scar from previous endoscopic manipulations
(biopsy or attempt of removal). Similar results
in their study were obtained by Horiko et al. [9].
Fibrous changes were the most significant intra-
operative conversion risk factor both in the recent
and in a number of other studies, as well as a risk
factor for postoperative complications (95% CI:
=1.0-1.2; p=0.007) [13]. Perhaps, in the presence
of recurrent tumor and/or unsatisfactory lifting,
endoscopic removal should be abandoned in favor
of resection.
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The results obtained show that with careful selec-
tion of patients, the incidence of postoperative
complications in ESD does not exceed 4% [13].
According to Buddingh K. et al. [18], the most
common complication was bleeding, and in all
cases, hemostasis was performed endoscopically.
The most serious complication was perforation.
Tacopini F. [14] and Imai K, et al. [15] found that
the non-granular type of lesion (LST-NG), as well
as the large size of the tumor were predictors of
the technical complexities of ESD associated with
the high prevalence of submucous fibrosis.

The complexity of large tumors removal may be
due to the difficulty in recognizing the submuco-
sal layer, its lesser thickness, as well as the tor-
sion of the residual tumor in the final stage of the
procedure.

Thus, we can predict that in patients with tumors
larger than 3.2 cm, with unsatisfactory lifting
(less than 3 mm), with neoplasms corresponding
to type IIla as per Sano Y., ESD may not be safe
due to the risk of intraoperative complications or
a high risk of conversion.

At the moment, a number of countries are devel-
oping special scales that allow predicting the suc-
cess of the ESD with a high degree of confidence
at the outpatient stage [15-17]. However, these
scales have a number of significant drawbacks. The
British scale was developed primarily to determine
the complexity of polypectomy and assessed only
4 parameters — size, macroscopic characteristics,
the tumor site and operative approach. As the
study showed, to predict the success of dissection,
itis necessary to have data on the severity of sub-
mucosal fibrosis. Also, these studies have meth-
odological shortcomings that do not take into ac-
count the experience of an endoscopic surgeon.
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AIM: to develop a conservative rehabilitation program for patients with severe symptoms of LARS.
PATIENTS AND METHODS: since January 2019, 50 patients after low anterior resection were included in the study.
The main group included 25 patients who underwent biofeedback therapy and tibial neuromodulation in 3—6 months
after surgery. Functional results before and after treatment were evaluated by anorectal manometry. The control
group included 25 patients, according to the Propensity score matching.
RESULTS: the median score on the LARS scale, in the main group was 41.0 + 2.8 points, in the control — 38 + 4.
With sphincterometry, the median pressure at rest before treatment was 30.0 + 7.8, with a voluntary contraction of
140.6 + 56.0 mm Hg. After the conservative treatment, patients in the main group had significantly better results:
the median score on the LARS scale decreased from 41 + 2.8 to 17 + 8 points (p < 0.0001), the median pressure
after treatment increased from 30.0 + 7.8 to 36.0 + 8.0 (p = 0.004), with a voluntary contraction from 140.6 + 56.0
to 157.5 £ 53.2 mmHg (p = 0.008). Comparing the results of the questionnaire of the main group with the control
group after the stoma closure and after 12 months, it turned out that in the main group there was a significant
decrease in the severity of LARS: 17.0 + 8.0 scores vs. 35.0 + 4.5 (p = 0.0003), which shows an improvement in the
tone and contractility of the sphincter after conservative treatment.
CONCLUSION: comprehensive biofeedback therapy and tibial neuromodulation improves the functional results of
patients with severe LARS.
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INTRODUCTION

Low anterior resection syndrome (LARS) occurs
in 25-90% of the patients who have undergone
surgery, including transanal mesorectumectomy
(TME) for rectal cancer [1].

LARS is a disease characterized by frequent
stools (up to 65 times a day or more), pro-
longed and incomplete bowel emptying, sud-
den urge to defecation and incontinence, re-
sulting from a violation of the reservoir and
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evacuation function after removal of most of
the rectum [2].

The severity of symptoms directly depends on the
severity of the LARS. This problem leads to a de-
crease in the quality of life and hinders the social
adaptation of patients [3]. The search for new op-
tions to reduce the severity of LARS is one of the
most pressing problems of colorectal surgery at
the moment all over the world.

According to the published data, a lot of con-
servative options for LARS have been proposed,
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Absence of LARS Weak LARS Severe LARS
Figure 1. Severity LARS

such as the use of various pharmacological
agents (probiotics VSL#3, serotonin 5-HT3 re-
ceptor antagonists) and physiotherapeutic
methods (sacral and tibial neuromodulation,
biofeedback therapy). Sacral and tibial neu-
romodulation, as well as biofeedback therapy
have shown the greatest effectiveness in re-
ducing the severity of LARS [4-6]. However,
recently, there is no clear position in the treat-
ment of patients with LARS. The aim of the
study was to workout a treatment program for
LARS.

PATIENTS AND METHODS

Fifty patients who underwent low anterior resec-
tion since January 2019, have been included in

the study. It was prospective, comparative, and
single-center. The protocol of the study was re-
viewed and approved at the meeting of the local
ethics committee on 23.10.2018.

All the patients were surveyed 3-6 months af-
ter the closure of the preventive stoma using the
international LARS Score, which was also trans-
lated and validated in Russia [7,8]. The scale is
a questionnaire consisting of 5 questions: epi-
sodes of anal incontinence, frequency of stool,
the need for repeated defecation within an hour
after stool. The answer to each question is as-
sessed from 0 to 16; the sum of the points allows
to assign the patient to one of the three degrees
(Fig. 1). The absence of LARS — 0-20 points,
weak LARS — 21-29 points, severe LARS — 30—
42 points [8].

Patients after low anterior resection
with preventive stoma

L83

\
3-6 months after LARS Questionnaire
stoma closure

LARS
> 20 points

I Consent to treatment

Le2

Main group (n=30)
- Biofeedback treatment
- Tibial neuromodulation

Control group (n=30)
(Propensity score matching)
without treatment

3¢ Rtd

LARS Questionnaire
Sphincterometry

J [ LARS Questionnaire ]

Figure 2. Study design
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Table 1. Characteristics of patients with LARS

Indicators Main group, n = 25 Control group, n = 25 p
Gender
Male 15 (60.0%) 10 (40.0%) 0.1
Female 10 (40.0%) 15 (60.0%)

Age (M + SD), years 60 + 14 64+ 10 0.4
Body mass index (M + SD), kg / m? 25+3 25+5 0.1
Neo adjuvant chemoradiotherapy 6 (24.0%) 5 (20.0%) 0.7
Surgery:
Low anterior resection 25 (100.0%) 25 (100.0%) 1
Splenic flexure mobilization 10 (40.0%) 8(32.0%) 0.5
Distance of the tumor from the anal verge Me (quartile), cm 6(5;9) 9.4(9;9.7) 0.3
Cancer stage:

I 10 (40.0%) 8 (32.0%) 0.9

II 8 (32.0%) 5 (20.0%)

III 5 (20.0%) 11 (44.0%)

v 2 (8.0%) 1 (4.0%)

Me (quartiles), months

Adjuvant hemoradiotherapy 13 (52.0%) 15 (60.0%) 0.5
Anastomosis type: 0.1
“End to end” 24 (96.0%) 22 (88.0%)
“Side to end” 1 (4.0%) 3 (12.0%)
Anastomotic leakage 3(12.0%) - 0.07
Preventive stoma 25 (100.0%) 25 (100.0%) 1
Median time of stoma closure 8 (7.04; 8.9) 8.4 (7.4;9.3) 0.4

The main group included 25 patients who
underwent biofeedback and tibial neuro-
modulation after a questionnaire survey
and determination of the LARS severity
(Figure 2). The control group included 25 pa-
tients without treatment, using the “pseudo

Peabunuraums naLMEHTOB € CMHAPOMOM HW3KOM NepepHeN pe3eKumm

randomization” method (Propensity score
matching).

The second survey was done in the main group
after the treatment, and in the control group
a year after the ileostomy closure by tele-
phone call. In the main group, the functional
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Table 2. Sphincterometry results in patients of the main group

Anorectal manometry: Before treatment | After treatment p
Mean resting pressure in the anal canal mmHg (M + SD) 30.0+7.8 36.0+8.0 0.004
Maximum pressure during voluntary contraction in the anal canal mmHg (M + SD) 140.6 +56.0 157.5 £ 53.2 0.008
Table 3. The degree of LARS in patients of the main and control groups
Indicators Main group Control group p
The mean point on the LARS scale before treatment (M + SD) 41.0+2.8 38.0+£4.0 0.1
The mean point on the LARS scale after treatment (M + SD) 17.0+8 35.0+£4.5 0.0003

parameters of the anal sphincter were assessed
by anorectal manometry before and after treat-
ment (sphincterometry and the rectal compli-
ance test).

Treatment Program

The patients of the main group got a ten-day
conservative rehabilitation by the method of
complex biofeedback therapy and tibial neu-
romodulation (TNM).The complex biofeedback
therapy was performed with the Urostim device
(Canada), including the program to improve the
function of retaining intestinal contents under
the control of two-channel recording — mano-
metric and electromyographic (EMG) to train
the correct doing the sphincter muscle contrac-
tion exercises, without involving the muscle
structures of the anterior abdominal wall; the
program to improve the reservoir function and
increase the threshold of sensitivity of the bow-
el to filling.

Tibial neuromodulation was performed with a
Bio-Bravo device (Germany) by electric stimula-
tion of the tibial nerve of both lower limbs in or-
der to cause neuromodulating impact on the pu-
dental nerve (and through it on the pelvic floor
muscles and external anal sphincter) through
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signal transmission with n.tibialis during anti-
dromic pulse propagation. The impact occurs
with a pulsed electric current of 20-25 mA with
a frequency of 20 Hz in an intermittent mode
(the stimulation period is 5 sec.; the rest period
is 10 sec.). The course consisted of 10 sessions,
with the duration of 20 minutes each [15,16].
Subsequently, to assess the treatment effec-
tiveness, a repeated questionnaire survey and
a study of the anal sphincter function with
anorectal manometry were performed. Complex
sphincterometry was performed using a nonper-
fusion water filling sensor and skin electrodes
with a WPMS Solar device (the Netherlands).
Parallel recording of the signal amplitude of
bioelectric activity and values of intra-chan-
nel pressure at rest, with voluntary contrac-
tion of the sphincter, coughing, and tension of
the muscles of the anterior abdominal wall was
performed.

The reservoir rectal function was studied using
a pressure probe with the MMS Solar GI device
(the Netherlands), with a gradual filling of the la-
tex rectal balloon with air in increments of 20 ml
and an interval of 20 seconds, the gauge pressure
curve was recorded. When filling the balloon,
the following indicators were reflected: the first
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threshold of sensitivity, the threshold of con-
stant sensitivity, the feeling of the first urge to
defecate and the threshold of the constant urge
to defecate.

Statistical Analysis

The statistical analysis was performed using
the Statistica 13 program (TIBCO, the USA).
The data with continuous and parametric val-
ues were described by the mean and standard
deviation.

Values with a nonparametric distribution
were described by the median and quartiles.
Cross-group comparisons of continuous val-
ues were performed using the t-test; the bi-
nary and parametric values — by using the
Fisher exact test. The differences in the con-
tinuous values before and after the rehabili-
tation program were revealed using the paired
t-test. When compared, the differences were
considered significant at p < 0.05.

RESULTS

According to the protocol, since January
2019, fifty patients who underwent low ante-
rior rectal resection for cancer have been in-
cluded in the study. The presence of low an-
terior resection syndrome was confirmed on
the basis of the LARS questionnaire 3 months
after the preventive stoma closure.

When comparing the groups as per gender, age,
body mass index, treatment, as well as the time
of stoma closure, no significant differences
were revealed between the groups (Table 1).
The main group included 15 (60.0%) men
and 10 (40.0%) women, the control group
included 10 (40.0%) men and 15 (60.0%)
women (p = 0.1). The average age was 60 + 14
years in the main group, 64 + 10 years in the
control group (p = 0.4). The body mass in-
dex was 25 + 3 kg/m? in the main group and
25 £ 5 kg/m? in the control group (p = 0.1).
The neoadjuvant chemoradiotherapy was
used in 6 (24.0%) patients of the main group
and 5 (20.0%) patients of the control group
(p =0.7). All the patients underwent low an-
terior resection with a preventive stoma for
cancer.

Peabunutaums naumMeHToB ¢ CMHAPOMOM HM3KOM NepepHe pesekumuu

The splenic flexure mobilization was per-
formed in 10 (40.0%) patients in the main
group and in 8 (32.0%) in the control group
(p = 0.5). The adjuvant chemotherapy was
performed in 13 (52.0%) patients of the main
group and 15 (60.0%) of the control group
(p = 0.5). The median (Me, quartiles) of pre-
ventive stoma closure periods in the groups
was 8 (7.04; 8.9) and 8.4 (7.4; 9.3) months
(p =0.5).

It should be noted that 3/25 (12%) patients
of the main group had anastomotic leakage
(grade B). The control group showed no signs
of anastomotic leakage.

The survey of the patients before treatment
showed that the mean score (M + SD) in the
patients of the main group was 41.0 + 2.8 on
the LARS scale, and in the control group —
38.0 + 4.0 (p = 0.1). In the main group, ac-
cording to sphincterometry, the mean rest-
ing pressure before treatment was 30.0 + 7.8,
with a voluntary contraction of 140.6 + 56.0
mm Hg (Table 2).

Afteraconservative physiotherapyinthe main
group, a questionnaire survey and sphincter-
metry were repeated. It turned out that sub-
jective indicators improved: the mean score
on the LARS scale decreased from 41.0 + 2.8
to 17.0 + 8.0 points (p = 0.000001), and the
mean pressure after treatment increased
from 30.0 + 7.8 t0 36.0 + 8.0 (p = 0.004), with
a voluntary contraction from 140.6 + 56.0 to
157.5 £ 53.2 mm Hg (p = 0.008).

Comparing the results of the survey of the
patients in the main group with the con-
trols after the closure of the stoma and af-
ter 12 months, it turned out that in the main
group there was a significant decrease in
the LARS severity: 17.0 + 8.0 points versus
35.0 + 4.5 (p = 0.0003), which indicates an
improvement in the tone and contractility of
the anal sphincter against the background of
conservative treatment (Table 3).

DISCUSSION
Low anterior resection syndrome is a so-

cially significant problem that leads to dis-
ability and decrease of the quality of life

Rehabilitation of patients with low anterior resection syndrome
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[3,14]. In addition, the treatment of LARS is
a rather complex problem due to the lack of
a standardized algorithm for conservative
treatment.

So, one of the options for LARS is the meth-
od of biofeedback therapy. For the first time
it was tested in 1974 by Engel B. [11]. It is
a non-drug treatment option aimed at acti-
vating internal reserves, during which the pa-
tient receives information about the state of
various physiological processes and learns to
regulate them. This method has proven itself
in the treatment of LARS.

Kim K.H. et al. showed a significant decrease
in the LARS symptoms after treatment, but
the study was retrospective and included 70
patients with severe LARS symptoms who un-
derwent the biofeedback therapy. The results
were assessed using the Wexner’s scale after
10 weeks. At the same time, against the back-
ground of conservative treatment, the indi-
cators improved from 13.0 to 8.4 points, and
there was an improvement in the anal conti-
nence, a decrease in the frequency of stools
and discontinuation of antidiarrheal drugs
use (p < 0.001) [12]. However, it is worth em-
phasizing that the use of the Wexner’s Score
questionnaire does not cover all the LARS
symptoms. In addition, this scale is not vali-
dated for this disease.

Another treatment option for LARS is tibial
neuromodulation. This is one of the most ac-
cessible and effective options. Its main ad-
vantage over sacral neuromodulation is a sim-
pler and non-invasive method of treatment.
Thus, when the posterior tibial nerve is irri-
tated, the anus is stimulated through the L4-
S3 [13, 14]. Altomare D.F. et al. assessed the
effectiveness of tibial neuromodulation in
LARS. The study included 21 patients with a
low anterior resection syndrome, who under-
went 12 sessions of tibial neuromodulation.
The results were assessed using the LARS
scale. There was an improvement in the indi-
cators from 32 to 27 points (p = 0.009) [14].
The presented circumstances illustrate that
the use of any of the treatment methods may
lead to a positive trend, i.e. a decrease in the
LARS severity.
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At the same time, the search for alternative
options is aimed at improving the results of
rehabilitation.

In another similar work, presented by Vigorita
et al. [14], the effectiveness of the tibial
nerve stimulation in the LARS treatment was
assessed. The study included 10 patients with
severe LARS symptoms, who underwent the
test tibial stimulation. Three patients were
excluded due to poor functional response at
the first stage. Seven patients underwent the
second stage of stimulation for 6 weeks. The
results were assessed 3 weeks after the end
of the stimulation using the Wexner scale,
the indicators improved from 14 to 10 points
(p = 0.034) [13].

The presented studies are few and reflect the
use of only one of the existing treatment op-
tions or the comparison of several methods in
the treatment of LARS. However, it is not al-
ways correct to use scales to assess only the
function of the sphincter in these patients.
In this regard, this study is interesting, as
we have developed a treatment program that
includes complex biofeedback and tibial neu-
romodulation. It turned out that after the
treatment, there was a improvement in the
contractility of the sphincter, as evidenced
by the sphincterometry before and after the
treatment: 30.0 + 7.8 and 36.0 + 8.0 mm Hg (at
rest, p = 0.004), 140.6 + 56.0 and 157.5 + 53.2
mm Hg (with voluntary contraction, p=0.008),
respectively.

The LARS scale after the treatment decreased
from 41.0 + 2.8 to 17.0 + 8.0 points, showing
a significant difference in the effectiveness
of the treatment (p <0.0001). When compared
with the control group, where conservative
treatment was not performed, the patients
showed significantly better functional re-
sults. In the control group the average point
on the LARS scale decreased over time — af-
ter a year by only 3 points from 38.0 + 4.0 to
35.0 + 4.5.

Thus, the use of a comprehensive conserva-
tive approach, including biofeedback therapy
and tibial neuromodulation in patients with
severe LARS, significantly improves the func-
tional parameters of the anal sphincter, and
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there is also a decrease in the severity of
LARS, which leads to an improvement in the
quality of life and better social adaptation of
patients.

AUTHORS CONTRIBUTION

Concept and design of the study: Islam 0. Nafedzov,
Stanislav V. Chernyshov, Mikhail V. Alekseev,
Oksana Yu. Fomenko,

Collection and processing of the material:
Islam 0. Nafedzov, Svetlana V. Belousova
Statistical  processing:  Islam  O.
Alexey A. Ponomarenko

Nafedzov,

REFERENCES

1. Bryant CL, Lunniss PJ, Knowles CH, et al. Anterior
resection syndrome. Lancet Oncol. 2012;13(9):403-
408. DOI: 10.1016/S1470-2045(12)70236-X

2. BartlettL, Sloots K, Nowak M, Ho YH. Biofeedback
therapy for symptoms of bowel dysfunction follow-
ing surgery for colorectal cancer. Tech Coloproctol.
2011;15(3):319-26. DOI: 10.1007/s10151-011-
0713-5

3. Juul T, Ahlberg M, Biondo S, et al. Low ante-
rior resection syndrome and quality of life: an
international multicenter study. Dis Colon
Rectum. 2014;57(5):585-591. DOI: 10.1097/
DCR.0000000000000116

4. Kim KH, Yu CS, Yoon YS, et al. Effectiveness of
biofeedback therapy in the treatment of anterior
resection syndrome after rectal cancer surgery. Dis
Colon Rectum. 2011;54(9):1107-13. DOI: 10.1097/
DCR.0b013e318221a934

5. Schwandner 0. Sacral neuromodulation for fecal
incontinence and “low anterior resection syn-
drome” following neoadjuvant therapy for rectal
cancer. Int J Colorectal Dis. 2013;28(5):665-9.
DOI: 10.1007/s00384-013-1687-8

6. Vigorita V, Rausei S, Troncoso Pereira P, et
al. A pilot study assessing the efficacy of poste-
rior tibial nerve stimulation in the treatment of
low anterior resection syndrome. Tech Coloproctol.
2017;21(4):287-293. DOI: 10.1007/510151-017-
1608-x

7. Laforest A, Bretagnol F, Mouazan AS, et al.
Functional disorders after rectal cancer resec-
tion: does a rehabilitation programme improve
anal continence and quality of life? Colorectal
Dis. 2012;14(10):1231-7. DOI: 10.1111/j.1463-
1318.2012.02956.x

8. Shelygin Yu.A., Pikunov D.Yu., Khomyakov E.A.,
Rybakov E.G. Validation of the russian trans-

Peabunutaums naumMeHToB ¢ CMHAPOMOM HM3KOM NepepHe pesekumuu

Writing of the text: Islam 0. Nafedzov,
StanislavzV. Chernyshov, Evgeniy A. Khomyakov
Editing: Evgeny G. Rybakov

INFORMATION ABOUT THE AUTHORS (ORCID)

Islam 0. Nafedzov — 0000-0002-0030-5897
Stanislav V. Chernyshov — 0000-0002-6212-9454
Alexey A. Ponomarenko — 0000-0002-8749-7202
Oksana Yu. Fomenko — 0000-0001-9603-6988
Mikhail V. Alekseev — 0000-0001-5655-6567
Evgeniy A. Khomyakov — 0000-0002-3399-0608
Svetlana V. Belousova — 0000-0003-1475-2599
Evgeny G. Rybakov — 0000-0002-3919-9067

lation of the low anterior resection syndrome
score. Koloproktologia. 2016;4:7-14. (in Russ.).
DOI: 10.33878/2073-7556-2016-0-4-7-14

9. Hain E, Manceau G, Maggiori L et al. Bowel
dysfunction after anastomotic leakage in lapa-
roscopic sphincter-saving operative intervention
for rectal cancer: A case-matched study in 46
patients using the Low Anterior Resection Score.
Surgery. 2017;161(4):1028-1039. DOI: 10.1016/].
surg.2016.09.037

10. Engel BT, Nikoomanesh P, Schuster MM.
Operant conditioning of rectosphincteric respons-
es in the treatment of fecal incontinence. N
Engl J Med. 1974;290(12):646-9. DOI: 10.1056/
NEIM197403212901202

11. Terra MP, Dobben AC, Berghmans B, et al.
Elektrostimulation und Bioffeedback-
Beckenbodenmuskeltrainingbei  Patientenmit
Stuhlinkontinenz. Coloproctology. 2007;29(2):75-
86. DOI: 10.1007/s00053-007-7007-4

12. Kim KH, Yu CS, Yoon YS, et al. Effectiveness of
biofeedback therapy in the treatment of anterior
resection syndrome after rectal cancer surgery. Dis
Colon Rectum. 2011;54(9):1107-13.

13. Vigorita V, Rausei S, Troncoso Pereira P et
al. A pilot study assessing the efficacy of poste-
rior tibial nerve stimulation in the treatment of
low anterior resection syndrome. Tech Coloproctol.
2017;21(4):287-293.

14. Altomare DF, Picciariello A, Ferrara C, et al. Short
term outcome of percutaneous tibial nerve stimula-
tion for low anteriorresection syndrome: results of
a pilot study. Colorectal Dis. 2017;19(9):851-856.

15. Frolov S.A., Poletov N.N., Kostarev I.V. A
method for the treatment of functional insuf-
ficiency of the anal sphincter by the TNM. Patent
of the Russian Federation for the invention

Rehabilitation of patients with low anterior resection syndrome

63



OPUTMHAIJIbHBIE CTATBU ORIGINAL ARTICLES

N°2009144474/14. (in Russ.). https://findpatent. low anterior resection syndrome. Vopr Kurortol
ru/patent/242/2420327.html Fizioter Lech Fiz Kult. 2020;97(5):52-59. (in Russ.).
16. Fomenko 0.Yu., Kashnikov V.N., Alekseev M.V. DOI: 10.17116/kurort20209705152

et al. Rehabilitation program for patients with

64

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021 KOLOPROKTOLOGIA, vol. 20, N2 2, 2021



OPUTMHAIJIbHBIE CTATBU ORIGINAL ARTICLES

'.) Check for updates ‘

https://doi.org/10.33878/2073-7556-2021-20-2-65-73 (@) sv a0 ]

Translation of the article

“Cold” polypectomy for colorectal polyps:
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BACKGROUND: endoscopic electroexcision is the standard technique for the removal of colorectal polyps. However,
it is associated with the postoperative morbidity. In order to reduce the incidence of complications, “cold” excision
seems to be an alternative option.

AIM: to improve the results of endoscopic treatment for patients with colorectal polyps.

PATIENTS AND METHODS: from September 2019 to September 2020, 160 patients = 18 years old (80 in each
group), who underwent endoscopic removal of colorectal polyps < 10 mm in size by cold excision (132 lesions)
and traditional polypectomy (129 lesions), were included in a prospective randomized trial. All removed speci-
mens were studied histologically with an assessment of the resection margins (R0O/R1). The analysis of the post-
operative complications after endoscopic polypectomy and the incidence of Rx resection after removal of polyps
by both techniques was done.

RESULTS: the compared groups were homogenous in the number of patients, gender, age, and como-
bridities. There were no significant differences in the number of removed polyps, their site and the type
according to endoscopic classifications. The operation time was significantly higher in the conventional
polypectomy group compared with the “cold” one (p = 0.0001). There were no significant differences in
the intraoperative complications rate between the two groups (p = 0.06). There were no postoperative
complications in the “cold” group. In the control group postoperative complications occurred after 12 out
of 129 polyps removal (p = 0.001). The univariate analysis showed that a risk factor for the development
of postoperative complications after conventional polypectomy is the lack of submucosal lifting (OR: 15.3,
95% (I: 1.9-125.6, p = 0.01). Histopathology of the removed specimens showed that in both groups most
of the procedures were considered as RO resections (54% in the main group, 56.4% in the control group,
p =0.8). The polyp size < 4 mm identified as a risk factor for R1, Rx resection (OR: 2.4, 95% (I: 1.3-4.7,
p=0.007).

CONCLUSION: “cold” polypectomy is an effective and safe method and may be recommended as an alternative tech-
nique for the removal of non-pedunculated colorectal polyps < 10 mm.
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INTRODUCTION

colorectal cancer cases develop in this way [1-3].
Despite the fact that epithelial lesions of the

The classic path of carcinogenesis is a malig-
nant transformation of adenoma, the so-called
mechanism of adenoma-carcinoma. Up to 85% of

«XonopHasi» 3KCLUU3MS U INEKTPOIKCLM3US NPU SMUTENNANbHBIX
06pa30BaHMAX TONCTOM KULWKK. Pe3ynbTatsl npocnekTMeBHOro
PAHAOMM3UPOBAHHOTO UCCNEOBAHMS

bowel with a size of less than 10 mm carry a low
risk of severe dysplasia and malignant trans-
formation, their timely endoscopic removal can

“Cold” polypectomy for colorectal polyps: prospective randomized trial
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Table 1. Characteristics of polyps according to endoscopic clas-
sifications

Cold snare Hot snare
Parameter polypectomy | polypectomy p
(n=132) (n=129)
NICE
1 14 (10.6%) | 28 (21.7%) | 0.02
2 118 (89.4%) | 101 (78.3%) | 0.02
Paris Classification
0-Is 91 (68.9%) | 86(66.7%) | 0.8
0-Ila 41 (31.1%) | 42(33.3%) | 0.9

Pit pattern as per Kudo S., Kimura T.

IIls 44 (33.3%) | 22(17.1%) | 0.04
ITIL 74 (56.1%) | 77 (60.5%) | 0.6
v - 1 (0.8%) 0.9
11-0 13 (9.8%) | 19 (14.7%) | 0.3

Capillaries in the form of

0
curved lines 1(0.8%)

9(6.9%) | 0.02

Capillary pattern as per Sano Y.

I 14 (10.6%) | 29 (22.5%) | 0.02

0.007

11 118 (89.4%) | 99 (77.5%)

Table 2. Prophylactic hemostasis during polypectomy in both
groups

Cold snare Hot snare
Parameter polypectomy polypectomy p
(n=132) (n=129)
Clipping 5/132 (3.8%) | 26/129 (20.1%) | 0.001
Number of clips 5/132 (3.8%) | 33/129 (25.6%) | 0.001
Coagulation - 2/129 (1.6%) 0.06

prevent the development of colorectal cancer
and reduce mortality rate caused by this disease
[4,5].

Endoscopic polypectomy using electrocoagula-
tion, which is widely used in practice, is a standard

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

method for removing detected epithelial lesions
of the bowel.

However, “hot” polypectomy, as well as the other
types of minimally invasive removal of colorectal
adenomas (submucosal dissection, transanal en-
domicrosurgery) can be associated with various
postoperative complications [6-8].

In this regard, an interesting method of remov-
ing epithelial lesions is the “cold”polypectomy, in
which the polyps are removed without using elec-
trocoagulation. According to the results of foreign
studies, this option is effective and safe [9-11].
However, despite the available results of the
studies on this topic, a number of questions re-
main unsolved regarding the technical aspects of
the cold polypectomy, the need for lifting before
excision, as well as the prevention of bleeding.
Moreover, the question of the need to extract the
removed epithelial lesions with their subsequent
morphological study and assessment of the resec-
tion margins remains debatable. In this regard the
prospective study aimed at finding the optimal
method for removing colorectal epithelial lesions
was done.

PATIENTS AND METHODS

From September 2019 to September 2020, a pro-
spective randomized comparative clinical trial
was done and was approved by the local ethics
committee and registered in the international
research database on the ClinicalTrials.gov (A
prospective randomized controlled trial of cold
snare polypectomy vs. Conventional polypec-
tomy for non-pedunculated colorectal adenomas,
NCT03859479).

The criteria for inclusion in the study were as fol-
lows: patients aged 18 years and older, with flat
colorectal epithelial lesions (adenomas, dentate
adenomas), up to 10 mm in size, who signed an
informed consent. The criteria for non-inclusion
were as follows: the presence in patients of disor-
ders of the blood clotting system, familial adeno-
matosis, inflammatory bowel diseases, comorbidi-
ties in the decompensation stage. The exclusion
criteria were endoscopic signs of malignancy of
the neoplasm.

The study included 160 patients (87 women and
73 men) aged between 26 and 88 years old. The

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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Table 3. Characteristics and severity of postpolypectomy adverse events in both groups

Severity of complications

The nature of complications (as perClavien-Dindo)

Cold Snare Polypectomy
(n=132)

Hot Snare Polypectomy
(n=129) P

Postpolypectomy syndrome I - 9/129 (7%) 0.003
Bleeding ITIa-IITh - 2/129 (1.5%) 0.2
Perforation IITb - 1/129 (0.8%) 0.3
Total: - 12/129 (9.3%) 0.001

distribution of the groups was done using a ran-
dom number generator on the www.castlots.org
site.

The analysis of the results was done as “per pro-
tocol”. The patients were randomized into two
groups depending on the method of removal of
benign colorectal epithelial lesions: cold snare
polypectomy (the main group), hot snare polypec-
tomy (the control group), with 80 patients in each
group. At the same time, 132 polyps were removed
in the cold snare polypectomy group, and 129 le-
sions were removed in the hot snare polypectomy
group.

All the patients underwent a standard preop-
erative checkup: digital rectal examination, rec-

To perform diagnostic colonoscopy and sub-
sequent removal of identified colorectal epi-
thelial lesions, EVIS EXERA III video endo-
scopic systems (Olympus, Japan) were used,
equipped with conventional colonoscopes,
pediatric colonoscopes and expert-class
colonoscopes. Pentax — EPK-i7000 video en-
doscopic systems with conventional colono-
scopes, pediatric colonoscopes, and colono-
scopes with optical magnification were also
used. If necessary, the mucosa was washed
using an Olympus AFU-100 water pump or an
EIP 2 water pump built into the ERBE 300D
electrosurgical unit.

During the diagnostic colonoscopy, the size

toscopy, esophagogastroduodenoscopy, video and site of epithelial lesions, their macroscopic
colonoscopy. structure according to the Paris classification
OR 95% (I p
Gender: Fys M = —e— 0.72 0.2-2.6 0.6
Age - 0.98 0.93-1.04 0.6
Changes in hemocoagulogramms = i 0.7 0.02-32.76 0.9
Bowelcle'ansing(BBI.’S): | — 1.06 0.3-3.73 0.01
7-8 points vs 9 points
Lifting: No vs Yes ——— 15.32 1.87-125.6 0.01
Size of the polyps - I y 7.28 0.13-398.15 0.3
Paris Classifications: 0-Is vs 0-IIa = e 2.75 0.48-15.66 0.3
Morphology: Tubular Adenomavs | N 212 0.29-15.26 0.45

Dentate Adenoma

0.01 0.1

RRREAH DAL B |
10 100 1000

Incidence of postoperative complications

Figure 1. Forest plot of univariate analysis of risk factors for postpolypectomy complications
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Table 4. Results of the pathomorphology in both groups

Parameter Cold Sni(!;e=P1o;y2;;ectomy Hot Snaz;e::lzygp)ectomy p
Number of extracted polyps 126 (95.5%) 117 (90.7%) 0.2
Histological structure of polyps
Tubular adenoma with mild dysplasia 108 (85.7%) 77 (65.8%) 0.1
Tubular adenoma with moderate dysplasia 2 (1.6%) 7 (6%) 0.1
Tubular adenoma with mild and focal moderate dysplasia 0 1 (0.85%) 0.9
Tubulo-villous adenoma with mild dysplasia 4 (3.2%) 3(2.6%) 0.9
Tubulo-villous adenoma with moderate dysplasia 2 (1.6%) 1 (0.85%) 0.9
Tubular adenoma + dentate adenoma with mild dysplasia (mixed polyp) 0 1 (0.85%) 0.9
Dentate adenoma 10 (7.9%) 25 (21.4%) 0.005
Mucosal adenocarcinoma on the background of tubulo-villous adenoma 0 1 (0.85%) 0.9
G2 adenocarcinoma on the background of tubular adenoma (pT1 Rx) 0 1 (0.85%) 0.9

were taken into account. The assessment of the
pit and microvascular patterns was carried out
according to the Kudo S. and Sano Y. classifica-
tions [13-15]. To characterize the microrelief of

dentate lesions, the Kimura T. classification was
used [16]. The characteristics of the polyps ac-
cording to the endoscopic classification are pre-
sented in Table 1.

OR 95% (I p
Gender: M/F = e 0.94 0.5-1.75 0.9
Age 0.99 0.96-1.02 0.8
BMI (kg/m?) = 25 npoTus < 25 = e 0.82 0.3-2.2 0.69
Bowel Cleansing (BBPS): 7-8 points vs. 9 points — e 0.97 0.5-1.87 0.9
Bowel Cleansing (BBPS): 6 points vs. 9 points = e 0.72 0.26-2.01 0.5
CSP vs. HSP - = 1.39 0.7-2.6 0.29
Localization: cecum vs. rectum = [ | 1,28 0.3-5.4 0.7
Localization: ascending colon vs. rectum = e 0.85 0.26-2.78 0.79
Localization: transeverse colon = ' i 0.75 0.2-2.6 0.65
Localization: descending colon vs. rectum - ' | 1.16  0.25-5.29 0.8
Localization: sigmoid colon vs. rectum = I | 1.13  0.3-3.98 0.8
The size of the epithelial lesion <4 mmvs. >4 mm = e 2.43  1.26-4.69 0.007
Paris Classification: 0-IIa vs. 0-Ia — — 1 0.3-1.2 0.16
Morphology: Tubular Adenoma vs. Dentate Adenoma - e 1 0.35-1.79  0.57
01 110

Incedense of Rx resections

Figure 2. Forest plot of univariate analysis of risk factors for Rx resection after polypectomy
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When removing polyps by the cold snare polyp-
ectomy, polyfilament loops made by the MTW,
Boston Scientific, and Endoflex were used. The
opening diameter of the loops is 11-15 mm.
Electrosurgical units ERBEVIO-300D, Olympus
ESG-100, Olympus PSD-60 with the use of cut-
ting and coagulation modes were used for loop
hot snare polypectomy.

If it was necessary to create a lifting of the
removed lesion, a preliminary submucosal in-
jection of a gelatin/sodium chloride solution
with 0.4% indigocarmine was done into its
base using endoscopic injectors by Olympus
and MTW. The decision to do the lifting was
made by the endoscopist performing the pol-
ypectomy. Thus, in the group where hot snare
polypectomy was performed, submucosal in-
jection was done significantly more often
than in the group of cold snare polypectomy:
61/129 (47.3%) and 10/132 (7.8%), respec-
tively, p = 0.001.

With extensive defects of the mucosa or with
the appearance of intraoperative bleeding after
the removal of the lesions, clipping orirrigation
of the wound surface with hemostatic solutions
for preventive or treatment purposes was per-
formed on the basis of the endoscopist’s deci-
sion (Table 2).

All the specimens were extracted by aspira-
tion through the endoscope canal into a pre-
installed gauze trap. With a large polyp size, it
was extracted by a loop. Each extracted lesion
was fixed on a foam plate and transported to the
Pathomorphology and Immunohistochemical
Study unit.

The data analysis was done using the Statistica
13 TIBCO, USA program. The Mann-Whitney test
was used to compare the medians. To compare
the mean values, an unpaired t-test was used.
For the analysis of qualitative variables, the ex-
act Fisher test or the y2 criterion was used. To
assess the risk factors, the odds ratio (OR) was
calculated. Possible risk factors for the treat-
ment were identified using simple linear regres-
sion and simple logistic regression. P < 0.05 was
considered statistically significant. The cut-
off points were determined using ROC analysis
with the construction of a ROC curve (Receiver
Operating Characteristic).

«XonopHasi» 3KCLUU3MS U INEKTPOIKCLM3US NPU SMUTENNANbHBIX
06pa30BaHMAX TONCTOM KULWKK. Pe3ynbTatsl npocnekTMeBHOro
PAHAOMM3UPOBAHHOTO UCCNEOBAHMS

RESULTS

The study included 160 patients (80 people in
the cold snare polypectomy group and 80 people
in the hot snare polypectomy group). When com-
paring the two groups, there were no significant
differences in the age of the patients (p = 0.9).
The median age (Me, min-max) of the patients
in the cold snare polypectomy (CSP) group was
62.1 (56-70) years old, in the hot snare polyp-
ectomy (HSP) group was 63 (56-70) years old.
According to the number of removed lesions,
the groups were comparable: 132 polyps were
removed by a cold loop and 129 polyps — by
HSP, p = 0.9. In the CSP group, the two — stage
(55/80 (69%), rather than the one — stage
(25/80 (31%) scheme of bowel cleansing was
more often followed. In the HSP group, these
indicators were 49/80 (62%) and 31/80 (38%),
respectively, p = 0.4. In both groups, in most
cases: 72/80 (90%) of CSP, 75/80 (93.7%) of HSP,
the procedures were performed without anes-
thesia, p = 0.6.

The mean size (M + SD) of the polyps in the
CSP group was 6 + 3 mm, in the HSP groupwas
8+ 2 mm, p=0.08. According to the macroscopic
structure in the CSP group 91/132 (68.9%), the
lesion was flattened (0-Is type according to the
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Figure 3. ROC-curve of the correlation between the size of
polyps and the incidence of Rx resection. Area under the curve
0.61. Cut-off point 4 mm
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Paris classification), 41/132 (31.1%) was flat
(0-ITa type according to the Paris classification.
In the HSP group-0-Is type of lesions was found
in 86/129 (66.7%) cases, 0-IIa type —in 43/129
(33.3%) cases.

The time spent for the removal of epithelial
lesions by HSP (Me = 3.0 min.) appeared to be
significantly longer than the time for the CSP
(Me = 1.2 min.), p = 0.0001.

The total number of removed lesions was 261
(132 lesions in the CSP group and 129 — in the
HSP group), p = 0.9. Mainly, epithelial lesions
were detected in the proximal parts of the large
intestine: 78/132 (59.1%) lesions in the CSP
group and 79/129 (61.2%) — in the HSP group,
p=0.9.

When analyzing intraoperative complications
during endoscopic polypectomy by both meth-
ods, it was found that in the both groups, the
complications were represented by bleeding.

In the CSP group, intraoperative bleeding de-
veloped after removal of 2/132 (1.5%) polyps
in two patients, while in the HSP group, the
bleeding developed after removal of 4/129
(3.1%) polyps in four patients. There were
no significant differences, p = 0.06. In both
groups, the endoscopic hemostasis was per-
formed because of the intraoperative bleed-
ing: two patients in the CSP group were irri-
gated with a hemostatic Hemoblock solution.
Clipping (in three cases) and coagulation (in
one patient) of the bleeding vessel were per-
formed only with endoscopic HSP of epithelial
lesions.

The assessment of postoperative complications
in each group was done within 30 days in ac-
cordance with the Clavien-Dindo classification
[25]. It should be noted that the complications
were calculated for the number of polypecto-
mies. After the removal of the polyps by the CSP,
no postoperative complications were registered
in any of the cases. On the contrary, in the HSP
group after the removal of 12/129 (9.3%) pol-
yps, postoperative complications were noted in
12 patients. Thus, the complication rate in the
patients was 12/80 (15%) (Table 3).

The most common complication — postpolyp-
ectomy syndrome occurred in 9 patients af-
ter removal of 9 polyps. In all the cases, this

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

complication was cured conservatively and was
foundin the patients who had the removal of pol-
yps performed only by hot snare polypectomy.
To identify risk factors for postoperative com-
plications after the HSP, we performed a uni-
variate analysis. It was found that the failure to
lift the lesion during polypectomy is a signifi-
cant risk factor (OR: 15.3, 95% CI: 1.9-125.6;
p =0.01) (Figure 1).

Factors associated with the patient (gender,
age, changes in laboratory parameters of the
hemocoagulogram), as well as the quality of
the bowel cleansing and the characteristics of
polyps (size, type, morphological structure) did
not have a significant effect on the incidence of
postoperative complications after the hot snare
polypectomy.

The success rate of extraction of surgical
specimens prevailed in the CSP group and was
126/132 (95.5%) versus 117/129 (90.7%) in the
HSP group, but the differences were insignifi-
cant, p=0.2.

According to the histology, in most cases,
epithelial lesions were represented by tubu-
lar adenomas with various degrees of epithe-
lial dysplasia: in the CSP group — 110/126
(87.3%), in the HSP group — 85/117 (72.6%)
(Table 4).

Inthe pathomorphological study of the removed
specimens, it was noted that in the CSP group,
a greater number of 68/126 (54%) specimens
were assessed as RO, and in the HSP group —
66/117 (56.4%); the differences are insignifi-
cant, p=0.8.

It should be noted that in 33/126 (26.2%)
cases after the removal with a cold loop and
in 38/117 (32.5%) cases after endoscopic HSP,
it was impossible to assess the resection mar-
gins (Rx). In order to study the risk factors for
obtaining R1 and Rx resection, we performed
a univariate analysis, according to which, a
significant risk factor was found to be the le-
sion size of < 4 mm (OR: 2.4, 95% CI: 1.3-4.7;
p = 0.007) (Fig. 2).

Gender, age, and BMI of the patients did not
significantly affect the incidence of R1 and Rx
resection, p = 0.5. Moreover, the chosen method
of removing epithelial lesions, the quality of
bowel cleansing, the site of polyps, their type

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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and morphological structure also did not sig-
nificantly affect it as well.

In order to determine the cut-off point in the
size of the removed polyps, we performed a ROC
analysis (Receiver Operating Characteristic). The
area under the curve (AUC) was 0.61 (p = 0.01),
which is typical for the average quality of the
data analysis model (Fig. 3). When constructing
the ROC curve, the cut-off point of the size of
the epithelial lesions was found to be 4 mm.
Thus, the chance of obtaining R1 and Rx resec-
tion when removing epithelial lesions in size
of <4 mmis 2.43 times higher than when remov-
ing lesions in size of > 4 mm (OR: 2.43; 95% CI:
1.26-4.69, p = 0.007).

DISCUSSION

Recently, there are several options for remov-
ing colorectal polyps. Each of them has both
advantages and disadvantages. The presented
study showed that the removal of polyps by the
cold snare polypectomy takes less time in com-
parison with endoscopic hot snare polypectomy
(p = 0.0001), which is similar to the results of
the previous studies [12,17-19,24].

The results of our randomized study showed
that lifting of epithelial lesions was signifi-
cantly more often performed with the removal
of polyps by hot snare polypectomy — 61/129
(47.3%), than by cold snare polypectomy —
10/132 (7.8%), p = 0.001. A number of authors
note that the lifting of lesions provides a safer
removal of them due to less thermal damage to
the muscle layer, which justifies the expedi-
ency of its implementation when using the hot
snare polypectomy technique [20-22]. However,
it should be noted that in the presented study,
the lifting was not the inclusion criterion, but
was performed only under the decision by the
endoscopist performing the polypectomy.

The cold snare polypectomy is comparable to
the hot snare polypectomy technique used for
removing colorectal polyps. Thus, there were no
significant differences in the incidence of intra-
operative bleeding (p = 0.06), which also corre-
lates with the results of foreign studies [17,24].
The intraoperative bleeding, which required its
endoscopic control, developed after removal of

«XonopHasi» 3KCLUU3MS U INEKTPOIKCLM3US NPU SMUTENNANbHBIX
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2/132 lesions (1.5%) in the CSP group, and in
the HSP group — 4/129 polyps (3.1%).

It should be noted that it was in the patients
after the removal of polyps with a cold loop that
postoperative complications did not develop.
This fact is confirmed by the data of a number of
studies [12,17-19,24] and, apparently, depends
on the absence of a damaging effect of elec-
tric current on the intestinal wall and vessels
of the submucosal layer. Whereas, after the hot
snare polypectomy, according to our data, in 7%
of cases, postpolypectomy syndrome develops.
And we can state that the use of coagulation
during polypectomy significantly increases the
risk of developing post-polypectomy syndrome,
postoperative bleeding, and perforation of the
intestinal wall in the postoperative period.
Analyzing the results of the pathomorphologi-
cal study of removed specimens, we can say that
the hot snare polypectomy technique is not su-
perior in efficiency to cold snare polypectomy in
removing epithelial lesions in size of < 10 mm.
Thus, during the final histological study, it was
revealed thatin the both groups, most specimens
(68/126-54% — in the CSP group and 66/117-
56.4% — in the HSP group) were assessed as RO,
p = 0.8. The advantage of the CSP is the possi-
bility of examining the margins of the resulting
defect, which cannot be done with standard pol-
ypectomy due to the resulting coagulation scab.
The factor analysis illustrates that obtaining R1
and Rx resections is associated with the size (< 4
mm) of the removed epithelial lesions, which may
reflect the technical aspect of endoscopic pol-
ypectomy, manifested in the complexity of ad-
equately capturing the polyp with a loop due to
the polyp’s small size.

CONCLUSION

Cold snare polypectomy is an effective safe tech-
nique and not worse than hot one. Thus, it can be
the method of choice for epithelial colorectal le-
sions in size of <10 mm.
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HecocroatenbHOCTb KONOPEKTANBHOFO AHACTOMO3A: POJib
M BO3MOXHOCTH Jly4eBOM aMArHoctTukun (o63op nureparypei)

bepesosckas T.[1., Manuna C.A., JaiHeko 4.A., Hesonbcknx A.A.,
Usanoe C.A.

MepuumnHckui paaronoruueckuin HayuHeii ueHTp M. A.P. Liba — ¢punmnan PIBY «HaumoHanbHsIM
MEeAMLMHCKMI MCCRepoBaTenbCKMii LeHTp paaronormn» Munsgpasa Poceun (yn. Koponesa, g. 4, r. O6HuHCck,
Kanyxckas obnacts, 249036, Poccus)

B 0630pe numepamypsl paccMompeHa npobaema HecocmosmebHOCMU KONOPEeKMAasbHbIX aHACMOMO308 C aKUeH-
mMOM Ha posiu U BO3MOXHOCMU Jy4eBbix Memodos8 OUazHOCMUKU, 8 Nepayio o4epedb peHmaeHon02u4eckux (npox-
moepagpua u KT), 8kawyas memoouyeckue ocobeHHOCmu, OUazHOCMUYecKyl 3¢@ekmusHOCMb U XxapakmepHble
nposAsneHus 8 pasuYHble CPOKU NOC/Te XUpypeu4ecKozo e4eHus, a mMakxe ommeyeHbl CNOPHbIe U HepelieHHble
BONPOCHI UCNOL30BAHUS PA3NUYHbIX MEMOO0B 1y4eB8020 UCCIe008aHUS.

KJIHOYEBBIE CJIOBA: KonopekmanbHbill pak, nyyesas 0uazHOCMUKA, KOJIOPeKMasnbHbll aHacmomo3, HeCoCmosmenbHOCMb AHACMOMO3d, OC/I0X-
HeHUs Xupypau4ecKo2o e4eHus, KoMnbomMepHas momozpagus

KOH®JIMKT UHTEPECOB: asmopsi 3as8/1510m 06 0mcymcmsuu KOH(IUKMA UHMepecos.
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Leakage of colorectal anastomosis: the role
and possibilities of visualisation (review)
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Alexey A. Nevolskikh
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In the literature review, the problem of colorectal anastomosis leakage is considered with an emphasis on the role
and capabilities of radiology, including methodological features, diagnostic effectiveness and characteristic mani-
festations at various times after surgery, also controversial and unresolved issues of the use of various methods of
radiation research are noted.
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REVIEW

BBEOEHWE

HecoctosTensHocts aHactomo3a (HA) sBnsetca ce-
Pbe3HbIM OCNOXHEHWEM B KONOPEKTaNbHOW XUpypruu,
CYILEeCTBEHHO YBENUYMBAIOWMM NOCAE0NepaLoHHYI0
NeTanbHOCTb, YXYAWAKWNUM QYHKLMOHANBHbBIE U OHKO-
NornYeckmne pesynbTaThl e4eHna U NPUBOAALLNM K yBe-
JIMYEHWIO 3aTpaT Ha peabunutauuio [1-3].

Hanbonee ypauHoe C NpaKTUYeCKOW TOUYKM 3peHUs
onpegenerue HA 6bino npepnoxeHo MexayHapofHoi
rpynmnoil no WCCNefoBaHWIO paka NpAMON  KULKK
(The International Study Group of Rectal Cancer —
ISREC) B 2010 r. CornacHo 3ToMy onpefeneHuto
HA npeactaBnsiet coboit Hanuuue coobLEeHUs Mexay
BHYTPU- M BHEKMLIEYHbIM NPOCTPAHCTBOM B pe3ynbTa-
Te flecheKTa LEeNnoCTHOCTN KULWEYHOW CTEHKU Ha YpOBHe
aHacToMO03a MeXAy TONCTON KUWKON U NPAMOWN KUILKOM
WAW TOACTON KULLKOM U aHYCOM, a TaKXXe N0 IMHWUKN pyu-
HOTO WAM annapaTHoOro Wea B 061aCT HEOPEKTabHOrO
pesepBsyapa [4].

BeposTHoCTb Bo3HUKHOBeHNs HA 06ycnoBneHa MHOXe-
CTBOM (DaKTOPOB, B TOM YMC/E, OCOGEHHOCTAMU Npea-
WecTBOBABLIErO IeYeHUA WU Xofa onepauuun, Cpean Ko-
TOPbIX OfHUM U3 Hanbonee 3HAYUMBIX ABNAETCA HU3KMIA
ypoBeHb (OpMUPOBaHMUsA aHacTomo3a [2,5]. AHanus
AUTepaTypbl MOKa3biBaeT, 4TO caMas HU3Kas 4acToTa
HA 3acdukcmpoBaHa npu MNEOKONUYECKUX aHAcTOMO-
3ax (1-3%), a camas BbICOKas — NpU KOJOAHaNbHbIX
aHactomo3sax (10-20%) [6]. Mo paHHbIM OTBY «HMWL
kononpoktonorun umeHn A.H. Poixux» Mun3ppasa
Poccuu, yactota HA nocne HU3Koi nepefHei pesekuuu
npAMON Kuwku coctasuna 20%, npu atom B 11% cnyya-
€B [laHHOE 0CNOXHEeHMe UMeNo KIMHUYECKUE CUMNTOMBbI
1 noTpe6oBano AONOJHUTENBHOTO JIEYEHUS, @ B OCTalb-
HbIX 9% — pedeKkT aHacToMO3a ONpPefensncs TONbKO
PEHTTEHOIOTMYECKN U He TpeboBan KoppeKuuu nposo-
Lumoii Tepanum [7].

HA B nocneonepauMoHHOM mepuofe, T.e. B TeyeHue
30 pgHel mocne onepauuu, CYUTAIOT paHHen uaun no-
cneonepauynoHHoit. [luarHoctuka paHHeir HA 6asu-
pyeTcs Ha [AaHHbIX KIMHUYECKOro, 1abopaTopHOro
W Ny4yeBOro uccnefoBaHuii. KnuHuyeckme nposene-
HUA BKIOYAIOT NIMXOPAJKY WAW Cencuc, NoctTyniaeHue
KWUWEYHOTo COAEPXKUMOro Mo JpeHaxaMm U3 OpIoLHOIl
NONOCTU U Ta3a, BbljeNIeHNe THOS W3 MPAMOW KULWKK,
PEKTOBarMHanbHbI CBUL, UK KIMHWYECKME NpU3Ha-
K neputoHuTta [8-11]. BblpaKeHHOCTb KNMHUYECKON
KapTuHbl npu HA BapbupyeT B 3aBUCMMOCTM OT Hanu-
YMA UNN OTCYTCTBUSA MPEBEHTUBHOW CTOMBI, YTO, B CBOIO
ouepefib, OTPAXKAETCA Ha TaKTUKE BeAeHUs GONbHBbIX.
B cBs3u c aTum, ISREC 6bina paspaboTtaHa KiMHMYeCKas
Knaccudukauma cteneHun Taxectu paHHen HA. B coot-
BETCTBUM C 3TOW Knaccudukauuen BbIAeNA0T peHTre-
Honorunyeckyto HA (cteneHb TaxecTu A), npu KOTopoid
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OTCYTCTBYET KNMHMUYECKAsA CUMNTOMATUKA U HEOOX0AM-
MOCTb B LONOJHUTENIHOM IEYEHWUW; BbIABNAETCA TaKas
HA Tonbko ¢ nomoublo NlyyeBbIX METOAOB AMArHOC-
k. Knunuyeckn cumntomHas HA (cteneHb TaxecTy
B) TpeGyeT aKTUBHOrO NeYEHUs, BKIIOYAIOWETO aHTU-
OaKTepuanbHyto Tepanuio, ApeHupoBaHue abcleccos,
TpaHcaHanbHble NevyebHble NpoLeaypbl, HO 6e3 pena-
napotomun. KnuHuyecku BbipaxeHHas HA (cTeneHb
TAxecTn C) xapakTepusyeTcs ABNEHUAMU NepUTOHUTA
1 HeOOXOLMMOCTbIO penanapoTomuu [4].
MuHumMu3npoBaTbh HeratueHble nocnepcteua HA no-
3BOJIIET CBOEBPEMeHHas KOppeKuus NedyebHbix me-
ponpuATMIA NpKU ee paHHEM BbIABIEHUU, ANSA YEro UC-
NoJIb3YI0T BO3MOXHOCTU N1a6OPaTOPHON ANATHOCTUKM.
YcTaHoBNeHO, 4TO 3anofo3puTs HA B paHHeM nocne-
onepauMoHHOM nepuofe MO3BONAET eXeCyToyHoe
MOHUTOPMpPOBaHMe NabopaTOPHBIX NMOKasaTenei Kpo-
Bu (copepxaHue neitkouutos, CO3, neilKoumTapHbIit
MHAEKC MHTOKCcuKauuu no dopmyne Kanbdh-Kanuda,
C-peaKTUBHbIN 0eOK, NaKTaT) M NepUTOHEANbHOro
BbinoTa (yposeHb pH, naktat) [12]. Wenbirun H0.A.
M COaBT. MNOKa3anuM WH(OPMATUBHOCTL MOBbIWeE-
HWA  CbIBOPOTOYHbIX YPOBHEA NPOKaNbLUTOHWUHA
n C-peakTuBHOro 6enka ons paHHero BuisieneHns HA
[13]. Opyrum npeauktopom HA B TeyeHue nepBbix
TPEX CYTOK Mnocne onepauuu CAyXKWUT yBeNuyeHue
B NepUTOHeanbHOM BbinoTe uWToKuHoB IL-6, IL-10,
TNF-a [14].

Takum o6Gpasom, nabopaTopHble NPeAMKTOpbl U K-
HUYECKME NpOsABNEHUS, 0OYCNOBNEHHbIE HErepMeTuy-
HOCTbIO KMLLEYHBIX WBOB, MO3BONAT 3anofo3puts HA,
O[HaKO OObEKTUBHOE MOATBEPXAEHWe AWarHosa BO3-
MOXHO NpPU WUCCNeLOBaHWUM C MPUMEHEHUEM Jy4EeBbIX
METOJ0B JMAarHOCTUKW MU NPU IKCNAOPATUBHOM XUPYP-
rMYyecKoM BMellaTenbCTBe.

[laHHas cTaTbs ABAseTCA 00630pOM METOAUYECKUX OCO-
GEHHOCTEN M ANArHOCTUYECKMX BO3MOXKHOCTEN Ny4eBbIX
METO/I0B B BbIIBNEHUWN HEJOCTaTOYHOCTU KONOPeKTanb-
HbIX aHaCTOMO30B, MpeXJje BCero, B paHHeM nocneone-
paLuoHHOM nepuofe.

PeHTreHoNnOrn4eckuin metop,

Memoduka. Jly4esas cemuomuka.

PeHTreHonOrMYecknii MeTod C KOHTPAcTMpOBaHMEM Npo-
cBeTa Kuwku (npokto/wppurockonus wunu KT) urpaet
BaXKHYI0 PONib B ANATHOCTUKE HECOCTOATENbHOCTN MEeX-
KMLWeYHbIX aHacToMO30B. [lepBoHayanbHO NPOCBET TOJ-
CTOW KUIWKM KOHTPAcTMpOBanu C Nomolibio 6apueBoit
Kau3mbl [15,16], ogHaKo BO M36exaHWe HeraTUBHbIX
nocnefcTBMiA NonagaHus 6apueBoii B3BECU B HPIOWIHYIO
NoNOCTb B HACTOALLEE BPEMA PEKOMEHAYeTCA UCNOob30-
BaTb BOAOPACTBOPKUMblE NOACOAEPKALLME KOHTPACTHbIE
npenaparbl [7,17,18]. BmecTe c Tem cooblaercs, 4To He-
OCTOpOXHOe BBefeHWe KaTeTepa Ana KOHTPaCTMPOBAHNUS
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WK Ype3MepHOe AaBfeHue Npy BBEAEHUN BOAOPACTBO-
pUMOro KOHTPACTHOTO BELeCTBa, 0COGEHHO B paHHEM
nocseonepayMoHHOM Nepuofe, MOryT Kak CNpoBOLUPO-
BaTb, TaK U ycyry6utb HA npu HU3KUX KONOPEKTANbHbIX
aHacTomo3ax [19].

B coBpemeHHON Ny4eBOi AMArHOCTUKe MocheonepaLy-
OHHBbIX OCJI0XHEHMIA NPOUCXOAMT NOCTENEHHOE 3aMelle-
HWe peHTreHorpatuu C KOHTPACTHOM KIM3MON, KaK MO-
JanbHocTu nepsoit nuHuu, metogom KT, nossonswowum,
nomumo HA, AMarHoctuposatb ApYyrne OCHOXKHEHUS
B 0bnacTyu Tasa u 6ptowHoi nonoctu [20,21]. NMepebie KT
nccnefoBaHNA NPOBOANNNUCH TONCTbIMU cpe3amm (10 mm)
C NepopasbHbiM KOHTpacTMpoBaHMeM, 6e3 BHYTPUBEH-
HOTO YCUNEHUS, YTO CETOfHA CYMTAEeTCs CyGonTUMaNb-
HbiM. 0jHAKO 40 HACTOALLEr0 BPEMEHU He BbipaboTaHbl
YeTKME PEKOMEHAALUM OTHOCUTENBHO ONTUMANbHOO
cnoco6a BBeleHUs KOHTPACTHOrO BELLECTBA B TONCTYIO
KULLKY: KaK NpaBuMJI0, aHACTOMO3bl B IEBbIX OTAENAX UC-
cnepytoT Npu peTporpagHoOM 3anofiHEHUM KULKY, @ Npu
Gonee BBLICOKMX aHACTOMO3ax MPUMEHSIOT Nepopab-
HOE KOHTPAaCcTUPOBAHME B COYETAHWUU C BHYTPUBEHHbIM
BBEJIEHWEM KOHTpACTHbIX npenapatoB [ [22]. Beicokas
addektusHocTe KT ¢ peTporpagHbiM KOHTpacTMpoBa-
HMEM U UCMONb30BAHWUEM TOHKWUX CPE30B B AMATHOCTU-
ke HA pucTanbHOit NOKanM3auum NnposeMoHCTpMpoBaHa
Kauv P. u coast. [20]. [pyrue uccnegosatenu nog-
TBEPKAAIT 3TOT pe3ysbTaT, NOAYEPKUBAS, YTO OTKa3 OT
PETPOrpagHOro KOHTPACTUPOBaHUA Gbl1 OCHOBHOW Npu-
YMHON NOXHOOTPULATENbHBIX 3aKnoyeHnin KT, noBnek-
KX 33fepxKKy Heobxogumoil onepauyum [22,23].

Gouya H. v coaBT. onucaH BapuaHT aHTerpagHoro Bee-
A€HUs BOJOPACTBOPUMOr0 KOHTPACTHOro mnpenapara
Yepes NPEeBEHTUBHYIO UNEOCTOMY Y BONbHBIX C HU3KUMU
KOJIOPEKTaNbHbIMU aHACTOMO3aMU, YTO, MO MHEHWIO aB-
TOpOB, B paHHEM MOCNEONepaLMoHHOM NepUoae ABAs-
eTcs 6onee 6e30nacHbIM, YeM PETPoOrpagHoe BBeAeHUe
KOHTpacTHOro BeliecTsa [24].

HeobxoanMMo nogyepKHyTb, YTO HE3aBMCUMO OT CMOCO-
0a BBeJEHMs KOHTPACTHOrO Npenaparta B KULWKY, pela-
foulee 3HayeHue ans 3pheKTUBHON auarHocTUkM HA
WMeeT afleKBaTHOE KOHTPACTMpOBaHUE MPOCBeTa aHa-
CTOMO3a. BaXKHbIM MOMEHTOM, OnpefensoLmum 3To Kaye-
CTBO, ABNISIETCA 0ObEM BBOAMMOrO KOHTPACTHOrO Belle-
CTBA, 3aBUCALLMIA OT YPOBHA JIOKANU3aLMUM aHACTOMO3a.
PeTpocnektuBHas oueHka paHHbix KT [25] nokasana,
yTo GoJlee YeM y NONIOBUHbBI 06CNEe0BAHHbIX KOHTPACT-
HOe BELLeCTBO HAa MOMEHT CKaHWPOBaHWUS HEe JOCTUIO
aHacTomo3a. Momumo ajekBaTHOro o6beMa, Aais 3TOro
HEOOXOAMM [0CTATOYHbIII BPEMEHHOW WHTEPBAN MeXAay
BBElEHMEM KOHTPACTHOro mpenaparta U CKaHUMPOBaHM-
€M, KOTOpbI 3aBUCUT KaK OT cnocoba BBeAEHUS KOHT-
pacTHOro BelecTBa, Tak U OT JIOKaNU3aLuUmM aHacToMo-
3a. Mo3Tomy 0 Hayana CKaHMPOBaHUA LienecoobpasHo
C noMoLybto 0630pHOI TONOrpaMMbl YOEAUTBLCS, YTO KOHT-
paCTHbI NpenapaT OCTUT 30Hbl aHacToMo3a [26].

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

OcHoBHbIM cumnTomoM HA Kak npu peHTreHosoruye-
CKOM uccnepoBaHuu, Tak u npu KT sBnsetca BbIxop
KOHTPACTHOrO BellecTBa 3a Npefenbl KNLWEeYHO! CTEHKH
Ha ypoBHe aHacTtomo3a [7,25,27,28]. Mo paHHbIM pafa
nccnefoBaHuii, 4o 94% XMpypros CYMTAIOT BbIXOS, KOHT-
pacTHoro BelecTBa cuHOHUMOM HA, a BbiGop Mexpy
KOHCepBaTWUBHbIM JIeYEHWEM W MOBTOPHON onepauuen
Y 3TUX MaLMEeHTOB 3aBUCUT OT UX KINMHUYECKOro COCTO-
AHus [4,29,30].

Momumo 3KCTpaBasauuu, uM3yyanach fMarHocTuyeckas
addektnBHoCTb apyrux KT-npusHakoB HA: Hanuuue
CBOBO/IHOI XMAKOCTM U CBOBOAHOTO rasa B OpIOLWHOI
NONOCTW MAKM NONOCTU Ta3a; JIOKaNN30BaHHbIX CKoMe-
HUWIA XXWAKOCTM UAW ra3a Ha OTAANEHWM OT aHacTOMO3a;
NepuaHacToMOTUYECKUX CKOMNEHUN XKNAKOCTU UK Ta3a,
a Take ux coyetaHus. Bonpoc o Tom, cnegyet au cum-
TaTb NOC/NEONEPALMOHHbIN abClLiecc B MOMOCTH Tasa Npu-
3HaKoM HA, ecnin oH He conpuKacaeTcs € aHaCTOMO30M,
0CTaeTcs AUCKyccuoHHbIM [31]. B 1o e Bpems, abeuecc
B HenocpescTBEHHOW 6AM30CTM OT aHacTOMO3a PeKo-
MEeHAO0BAHO CuMTaTh NpusHakom HA, cBupeTeNbCTBYIO-
WKUM 0 ee HaNUuumu paxe 6e3 ABHOro (ekanbHOro Cau-
wa [4]. B nccnepoBaHuM HecocToATeNbHOCTU TOACTO-/
TOHKOKMLWEYHbIX aHACTOMO30B eauHCcTBeHHBIM KT npu-
3HaKOM, AOCTOBEPHO yYalue Hab/ofaBlWemMcs B rpynne
KIMHWYEeCKU 3Hauumoi HA, B oTimuume ot rpynnsl 6e3
HA, oka3anocb nepmaHacToMOTUYECKOE CKOMNeHune rasa
u xupkoctu (p = 0,04), TOraa Kak 3KCTpaBasaLuu nepo-
panbHO BBEEHHOTO KOHTPACTHOro BellectBa B 60fb-
WWHCTBE ClyyYaeB He 6blNoO BbisBNeHo [32]. B gpyrom
uccnegosaHuu [27] akcTpasasauus Gbina oGHapyxeHa
Tonbko y 11 u3 28 nauymentoB ¢ HA, a npu mMHorocak-
TopHoM aHanu3e KT npu3HakoB y ocTaibHbIX 06Cneno-
BaHHbIX ObIJIO YCTAHOBAEHO, YTO pUCK HA 3HauuTensHo
BblllE, eCAM PSAOM C aHACTOMO30M OMNpefensnoch CKo-
nneHue rasa guametpom =5 mm (Ol = 9,9) unu npu Ha-
JIMYUK 3HAUUTENBHOTO KonnyecTsa (= 500 cm®) cBoGoa-
HOI XupkocTu B GptowHoit nonoctu (O = 13,4). Ewe
OAHO MCCnepoBaHWe LUAarHoOCTUYeCKON 3P PEeKTUBHOCTH
pasnuyHbix KT npu3Hakos, BKIOYaBlLee 28 NaLuMeHTOB
¢ HA, nokasano, 4To nNepMaHacTOMOTMYECKUI ra3 BHe
NpoCBeTa KUIWKW, Hapady C 3KCTpaBasauuen KOHTpacT-
HOro npenapara, 6bi1 YyBCTBUTENbHBIM U CeUUbUYHbIM
NpuU3HaKoMm 1 obecneuynBan HagexHoe NOLTBEPKAEHMUE
AnarHo3a [28]. Mo MHeHUIO aBTOPOB, HaNU4Me IKCTpa-
Ba3aLMM KOHTPACTHOrO BeLWecTBa Npyu PeKTaNbHOM KOH-
TPacTUPOBAaHUM HAfEXHO NOATBEpXAaeT AmarHo3 HA,
a OTCYTCTBME CKOMIEHUSA XUAKOCTU UAW ra3a BHe npo-
CBeTa KUWKKW HafeXHo ero ucknioyaer. OgHaKo cTaH-
papT Bepudumkauum HA B 3TOM mMccnefoBaHWM Henb3A
CYMTaTb AlEKBATHbIM.

HakoHel, nMpuM3HaKOM HECOCTOATENbHOCTM aHACTOMO3a
MOXET ABNATLCA feeKT CTEeNNepHOro WBea, BU3yanusu-
POBAHHbIA MPU PEHTreHONOrMYeCKOM UCCNef0BaHNMN O
KOHTpacTUpOBaHUA K1leYyHoro npoceeta [17,33].

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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CKo20 Memoda

OuarHoctnyeckas 3P heKTUBHOCTL  peHTreHorpadum
C peTporpagHbiM BBeAEeHWEM BOLOPACTBOPUMOTO KOHT-
pPacTHOro BeliecTBa NpuBeAeHa B psAAe UCCNefoBaHUM:
B cepun u3 117 uccnepoBaHuii Npu NeBOCTOPOHHUX
aHacToMo3ax O06O00YHONM KUWKM NOXHOOTPULATENb-
Hble pe3y/ibTatbl nojsydeHsl B 12%, a NOXKHOMNON0XHU-
TenbHble — B 3% cnyvyaeB npu YyBCTBUTENBHOCTU 71%
n cneunduyroctn 86% [17]; B cepun u3 233 nccnepo-
BaHW KONOPEKTaNbHbIX U 1€BOCTOPOHHUX aHACTOMO30B
TONCTOMN KUWKM 6b1N0 12% NOKHONONOKUTENHBIX U 5%
NOXHOOTPULATENbHBIX 3aKNIOYEHUN NpU YyBCTBUTENb-
HOCTN 52% u cneunduyHoctn 87% [34], B cepun n3 202
npokTorpacmin Npu HU3KUX KONOPEKTAIbHBIX U KOMO-
aHanbHLIX aHacTomo3ax noayyeHo 6,4% Jn0XHONONO-
XUTeNbHbIX U 3,5% JI0XHOOTPULATENbHBIX PE3YabTaTOB
C YyBCTBUTENLHOCTLIO 80%, TOrAa KaK YyBCTBUTENLHOCTD
nanbLEeBOro peKTanbHoro uccnefoBaHuna cocrasuna 98%
[19]. NpuBeneHHbIE faHHbIE CBUAETENLCTBYIOT O HEAO-
CTaTOYHOW HAfEeXHOCTU MeTOAa, NMpexpe BCero u3-3a
HW3KOW €ero YyBCTBUTE/NIbHOCTH, YTO, B CBOK OYepepb,
06yCNoBNEHO TeM 06CTOATENbCTBOM, YTO EAUHCTBEHHbIM
LOCTOBEpHbIM Npu3HakoM HA npu peHTreHon0rnyeckom
uccnenoBaHUM ABNAETCA BbIXOS KOHTPACTHOrO BellecTsa
3a npepenbl KUWeYyHON CTeHKU. JIOXHONONOXUTENbHbIe
pe3ynbTathl Npu npokTorpadum moryT GbiTe 06ycnoBe-
Hbl TEXHUYECKMMU OCOOEHHOCTAMK onepauuu, B yacT-
HOCTH, cnoco6oM HOPMUPOBAHMA MEXKULIEYHOrO LWBA.
Tak, Npu HanoxeHuu ABOWHOrO NIMHENHOro annapart-
HOTO LWBA NaTepajbHble Kpas aHacTOMO3a BbITArMBAIOT-
s, @ NPOCBET WX MPWU KOHTPAcTMpOBaHMW npuobpertaet
Ha peHTreHorpamme hopmy «cobaybKx ylueir, YTo Mo-
KeT 6bITb OWMOBOYHO MPUHATO 3@ IKCTpPaBasauuio [35].
I dektuBHocTb KT B BbiABNeHun HA, no gaHHbIM nuTe-
paTypbl, BapbuUpyeT B WKUPOKUX npegenax. OgHa u3s npu-
YMH ITOTO KpPOeTca B HEOJHOPOLHOCTU MUCChefyeMblX
rpynn, BKAOYAKLWMX NALMEHTOB KaK Noc/ie neBOCTO-
POHHUX, TaK U NOCAe NPaBOCTOPOHHUX FeMUKOAIKTOMMIA
C pasinyHOMN NOKaNM3aLnen MeXKuLeYHbIX aHacToMo-
30B. Kpome Toro, onpepeneHHoe 3HayeHne UMeeT 1 no-
cTeneHHoe coseplueHcTBoBaHue metogukn KT ¢ 6onee
WWPOKMM MPUMEHEHUEM pEeTPOrpagHoro BBeAeHUs
BOAOPACTBOPUMOr0 KOHTPAcTHOro BellecTBa. Bmecte
C TeM, Heflb3sl He OTMETUTb, YTO GONbLWMHCTBO NybAKKa-
LM CBMAETEeNbCTBYET O HEBbICOKOM YYBCTBUTENbHOCTU
KT npu Gonee BbICOKMX NokasaTtensx crneuuduyHocTy.
Tak, B pafie nccnepoBaHuii YyBCcTBUTENbHOCTb KT B BbI-
ABneHun HA npu KonopeKkTanbHbIXx aHaCTOMO3ax cocTa-
BUNa 54—-59%, cneunduyrHocts — 77-100% [21,37,38].
B uyetbipex uccnefoBaHUAX KAMHUYECKW BblPaXKeHHOW
HA HepoctaToyHOCTb 6GbiNa NOATBEPMKAEHA C NOMOLLbIO
KT B 48-100% cnyyaes, a Npu KOHTPACTHOW PEHTreHo-
rpaduu — B 40-83% [36,39-41]. Mo paHHbIM cuCcTeMa-
Tu4yeckoro o63opa 2013 roga [42], yyBCTBMTENbHOCTb
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KT-guarHoctukn HA  nocne  KONONPOKTONOTMYECKUX
BMeLlaTeNbCTB OKa3anacb HEBbICOKON U cocTaBuna 68%,
95% [WN: 59-75%. AHanoruyHble [aHHblE MONYYEHbI
B PETPOCNEKTUBHOM UccnefoBanuu Huiberts A. u coasr.
[25], B koTopom uyBcTBUTENbHOCTL KT He npeBbiwana
68% (95% [IN: 52-83%). ABTOpbI PEKOMEHAYIOT YYUTbI-
BaTb 3TO NMpW BbIGOPE TAKTUKW NeyeHus BO U3bexaHue
3afilepXKV penanapoToMun Npu OTpULATENbHOM pe3yib-
Tate KT.

HeBbicokas uyscTBuTensHocTb KT B BbisiBneHun HA 06-
yCI0BAEHA TeMU Xe NPUYMHAMM, YTO U NPU PEHTTeHONO-
TMYECKOM UccnefoBaHUM — KoYeBbiM npu3Hakom HA
CYMTAeTCA BbLIXOJ, KOHTPACTHOrO BeLecTBa 3a npefens
KULWeYHOW CTeHKU. JInlwb OAHO U3 NCCnefoBaHni npoge-
MOHCTPMPOBANO XOPOLWMWe NOoKa3aTenn 4YyBCTBUTENbHO-
CTM CMMNTOMA 3KCTpaBa3aLuuu Npu peTporpagHOM KOH-
TPaCTMPOBAHUUN AUCTANIbHBIX aHACTOMO30B — 83%, npu
cneunduyroctn 97% [20]. Uccneposanue Samji K.B.
M CoaBT. [26] NOATBEPAMIO HU3KYID YYBCTBUTEIBHOCTb
cMMNTOMA 3KCTpaBasun — 41,8% npu BLICOKON ero
cneunduyHocTM — 96,6%. bonee 4yBCTBUTENbHLIMU
OKa3aJuCcb TaK1e NPU3HaKM KaK Hanuyue B 061acTu aHa-
CTOMO3a NepuMaHacTOMOTUYECKOW BOCNANUTENbHOMN WH-
bunbTpaumm (81,8%), xupkoctu (71,2%) nrasa (67,2%);
OfIHaKOo cneundUYHOCTb ITUX CUMNTOMOB OblNa HU3KOI
n coctasuna 25,5%, 47,9% v 77,6% coOTBETCTBEHHO.
Bocnpoussogumocts pesynstatoB KT puarHoctukm HA
NPy KONOPeKTaNbHbIX aHaCTOMO3ax OLEHWBAeTca B -
TepaType HeoAHOo3HauyHo. OTnuyHoe cornacue Mmexpy
papuonoramu 6biN0 YCTAHOBAEHO ANS BbIABAEHWA 3KC-
TpaBasauuu (k = 0,84), 0COBEHHO B C/IyYasnx peTporpag-
HOTrO KOHTpacTupoBaHusa [20], B Apyrom uccnefoBaHum
OblI0 OTMEYEHO CyL|eCTBEHHOE cornacue s BbisiBe-
HUA cBOBOAHOrO rasa (k = 0,76) 1 3KCTpaBa3aLumM KOHT-
pactHoro BewecTea (k=0,76) [26]. EcTb uccnenosaHms,
B KOTOpbIX COrnacue paguMonoros B auMarHoctuke HA
Obl10 HELOCTATOYHO BLICOKMM, YTO TPebYyeT, N0 MHEeHUIO
aBTOPOB, OCTOPOXHOrO OTHOLWEHWUSA NPU KAUHUYECKOM
NpUMEHEHUMN AMATHOCTUYECKUX 3aKitodeHnil [22,25].
Pap hakTOpoB MOXKET BAUATH HA [MArHOCTUYECKYIO WUH-
(hOpMaTUBHOCTb PEHTFEHONOTMYECKOTO MeTOAa B Bbl-
aneHnn HA npu KonopekTanbHbIX aHactomo3ax. Tak,
cornacHo Doeksen A. u coaBt. [22], AMarHocTMYecKas
3 PEeKTUBHOCTb KOHTPACTHOTO PEHTTeHONOr1YecKoro
uccnegosanus u KT Obina HUXe B paHHeM nocneone-
paunoHHoM nepuoge (< 7 pHei) u npu nccnefoBaHUu
MPOKCMManbHbIX aHactomo3oB. [lpu penanapotomuy,
BbIMOJIHEHHON 22 NalUWeHTaM C OTpuLUATeNbHbIMU pe-
3yNbTaTaMu PEHTreHONOrnyecknx wuccnegosaHuif, HA
Oblna BbifBNEHA Yy NOMOBUHbI GOAbHLIX. ITU aKThI,
MO MHEHWI0 aBTOPOB, OrPaHNYMBAIOT 3HAYMMOCTb Nyye-
BbIX METOJOB B NMPUHATUM KIMHUYECKUX PELIeHU npu
nopo3spenun Ha HA.

YpoBeHb aHacToMO03a TakXe BAMAET Ha TOYHOCTb fuar-
HOCTUKM, KOTOPAsA BbiLle NPU LUCTANbHO PACMONOXEHHbIX
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possibilities of visualisation (review)

77



78

OB3OP JINTEPATYPbI

REVIEW

aHactomo3ax [26]. B npoKkcuManbHbIX aHacCTOMO3ax pe-
TPOrpafiHO BBEAEHHbI KOHTPACTHbIA mpenapaTt MoXeT
LOCTUTaTb HYXHOTO YPOBHA B HELOCTAaTOYHOM 0ObeMe
nop HU3KUM AaBfieHueM, He 06ecneynBaloLMM ero Bbl-
XOA U3 npocseTa kuwku [36]. Mpu pucTanbHeIX aHacTo-
M03ax MPUYMHOI JIOXKHOOTPULATENBHOTO pe3ynbTaTta
MOXeT CTaTb pa3fyBaHue OGannoHa TpPaHCaHaNbHOMO
KaTeTepa npu KOHTPAaCTUPOBaHWM, NPUBOAALLEE K «3a-
neyaTblBaHUIO» fedeKTa U NPenaTCTBylOLLEe IKCTPaBa-
3alMM KOHTpAcTHOro BelecTsa [43].

lloka3zaHus K peHmMaeHo102U4eCcKoMy UCCIe008aHUI0
MNokasaHuem K HasHadyeHuto npoktorpacduu wunm KT
B MocC/ieonepaLuoHHOM nepuoae B GoNblIMHCTBE CAy-
YaeB CNYXUT Hannume KNUHUYecKux cumntomoB HA.
PyTuHHOe o6cnefoBaHue BCEX MALMEHTOB B PaHHEM
nocneonepayMoHHoM nepuoae 6GONbLWNHCTBO XUpYp-
rOB CuYMTaeT HelenecoobpasHbiM. MpocnekTuBHoe uc-
cnepoBaHue [44] nokasano, yto KT, npoBoauBlascs
Bcem 60bHLIM B paHHEM Nnoc/ieonepalMoHHOM nepuoae
(Ha 5 peHb nocne NanapoCKONMYecKoi KONOPEKTanbHOI
pe3eKkuun), He CMOrna npefckasatb pa3BUTUE OCIIOXK-
HeHMi B GPIOWHOM NONOCTY, YTO NOATBEPAMIO Helene-
C006pa3HOCTb PYTUHHOrO Mcnonb3oBaHua KT B paHHeM
nocneonepawunoHHOM nepuofe.

Ponb naGopaTopHbix nokasateneil Ans Ha3HayeHUs
nauueHtam KT B paHHeM nocneonepayuMoHHOM nepuo-
ne 6bina uccneposaHa B paborte Holl S. u coasr. [45].
Wcnonb3oBanu ypoeeHb CPB, npeBbiwatowmii 12,5 mr/an
Ha 4 peHb nocne onepauun. Cpegn 56 nauueHTos Ges
KAMHUYECKUX CMMNTOMOB, HO C MOBLIWEHHbIM YPOBHEM
CPB, KT, BbinonHeHHas Ha 4-6 nocne onepauuu, obe-
CNeymna paHHIoK LUATHOCTUKY MH(EKLMOHHBIX OCN0X-
HeHu y 23 (41%) nauueHTos, B Tom yncne, HA — y 15
1 MexopraHHble abcuecchl — y 8. WiccnegoBanme Takke
nokasano, 4to paHHas KT umena orpaHuyeHus B BbisiB-
nexun HA u 6bina noxHooTpuuatensHoit y 7 (12,5%)
nayMeHToB, TPOMM M3 KOTOpPbIX NOTpeboBanoch pas3ob-
LWEeHNe aHacToOMO03a, ABOMM — pelanapoToMus € coxpa-
HEHMEM aHacToMO03a U ABOUM — KOHCEPBATUBHOE Nieye-
HUe. [INs BbIABNEHWUS UHTPAABLOMUHANBHOM MHDEKLMN
B 3ToM uccnegoBanun KT umena 4yBCTBUTENbHOCTb
76,7% (95% [W: 57,7-90,1) u cneunduyrocts 100%
(opHocTopoHHMit IN 97,5%: 87-100%), oTpuLaTensHoe
nporHocTuyeckoe 3HayeHue 78% (95% AU: 61-91%),
NONOXUTENbHOE NPOTrHOCTMYECcKoe 3HayeHne 100% (oa-
HocTopoHHUI 1N 97,5%: 85-100%).

MeToabl AMAarHOCTUKM C NPUMEHEHUEM HEMOHU3UPY-
IOLWUX U3NYYEHUN

Ynempa3zsykosas duazHocmuka

[locTouHCTBaMM  ynbTPa3BYKOBOTO  MCCIELOBAHUS
ABNAIOTCA €ro AOCTYNHOCTb, HEWHBA3UBHOCTb, BO3-
MOXHOCTb MHOFOKPAaTHOrO MOBTOPEHWUS B YCIOBUAX

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

peaHMMaLMOHHOrO OTAENEHUSA, HAYMHASA C NEePBbIX CYTOK
nocneonepalumoHHoro nepuoga. lNpu 3Tom nogyepkusa-
€TCs, YTO HEKOTOpble aHaTOMUYecKue 061acTu TpyaHO-
LOCTYMNHbI [/1f 3TOr0 MeTofa AuarHocTuku [46]. O Bo3-
MoxHocTAx Y3U B BoiseneHun HA ony6aukosaHsl nuwb
efuHNYHble paboTsl. Lusenko A.W. u coasT. [47] Bbis-
BUIU U CUCTEMATU3NPOBANY YNbTPA3BYKOBbIE NPU3HAKN
HOPMaNbHOFO W OCNOXHEHHOTO TeYeHUs npolecca 3a-
UBJNIEHWUA aHACTOMO30B XENyL0YHO-KULIEYHOro TpakK-
Ta. B kauecTBe npAMbIx Y3 npu3HaKOB HECOCTOATENbHO-
CTW WBOB aHACTOMO3a aBTOPbI YKa3blBAlOT HA Hanuuue
rasa BHE MPOCBETA KMUIKKM, HEGOMbWNX XUAKOCTHBIX
00pa3oBaHuit B 30He aHaCTOMO3a, CBOOOAHOI UAKOCTH
B GptoLHO NonocTu (Manbit Ta3, NaTepanbHble KaHarbl,
nopguadparmanbHble npocTpaHcTea). K KOCBEHHbIM
npusHakam HA aBTOpbl OTHOCAT MOBbIWEHUE 3XOTEH-
HOCTU TKaHE BOKPYr aHacTOMO3a, NOBbIWEHNE 3XOreH-
HOCTU CTPYKTYP B MPOEKLMM aHacToMO3a (npunexatue
NeTNM KULIEYHWKA), YTONLLEHWE CTEHOK NpUBOAALLeN
W OTBOAALLEN NeTeNb KUWKKU Bonee 3-X MM CO CHUXe-
HUEM WX 3XOTE€HHOCTM, OTCYTCTBMUE BO3BPATHO-NOCTYNA-
TeNbHbIX [BUKEHUI XMMyCa.

MaeHumHo-pe3oHaHcHas momozpagus
HemHorouucneHHsle nybaukauuu ¢ npumeHeHuem MPT
NOCBSALYEHbI, NPEUMYILECTBEHHO, OCIOXHEHUAM WNeo-
HaNbHbIX pe3epByapHbIX aHACTOMO30B, KOTOPble 0ObIYHO
(hOpMUPYIOT NPU XUPYPrUYECKOM NeYyeHUM CeMeiHoro
afleHoMaTo3a TONCTON KUWKKM unu pedpakTepHOro £3-
BEHHOro Konuta [48,49]. Mpn MPT moryT GbITh BbisiBIE-
Hbl MPU3HAKW HEOCNOXHEHHOTO pe3epByapuTa, K KOTO-
pbIM OTHOCAT YTOJILiEHME CTEHKW pe3epByapa (> 2 MM)
C WHTEHCMBHbLIM KOHTPACTUPOBaHWEM, 0ObIYHO CoYeTa-
folweecs ¢ numdageHonatuen (no KpaiHen mepe, Tpu
nepupesepsyapHbIX Tumdoy3na unu oguH > 1 cm). B ne-
pupe3epByapHOii XMPOBOW KneTyaTKke 4acTo BbIABAAIOT
nponudepaTUBHbIE U3MEHEHUSA, NHOTAA NPUCTEHOYHYIO
TSXUCTOCTb, aHANOTUYHYIO HabI04AaEMOl NP I3BEHHOM
konute [48].

MPT geMOHCTpUpyeT BbICOKYIO 4YyBCTBUTENbHOCTb MpW
BbISIBNIEHUW NepUaHanbHbIX CBULLEH W Ta30BbIX abcuec-
coB B pexumax T2, STIR u Ha nocTkoHTpacTHbIx T1-BU
c nogasneHunem xupa. CBuileBble xoabl U3 0bnacTu pe-
3epByapHbIX WBOB MOTYT BOB/IEKATb aHaNbHblii KaHan, MO-
4eBOM Ny3bIpb M MOYEBLIBOAALLME NMYTH, @ TAKXKe BNaranm-
we y xeHwuH. Kak npasuno, MPT Ha3zHayaloT nawuueHTam
C NepuaHanbHbIMW CBULLAMY, THEBMATYpHeER, heKanypu-
el, BbIA€NEHNEM KanoBblX MacC U3 BAaranniya, 4acTeiMmu
MHGbEKLUAMU MOYEBLIBOAALMX NyTell, 60NbI0 B Ta30BO
UNU NepuaHanbHoit obnactu [49]. MocneonepaunoHHble
CeNTUYECKUE OCIOXKHEHUA OObIYHO ABNSAIOTCA Pe3ysb-
TaTOM HeCOCTOATENbHOCTW LWBOB B 30HE KONOaHasb-
HOro aHactomo3a. OfHaKO OTMEYEeHO, YTO BbISBIEHWE
Hebonbwoii HA MoxeT He COMPOBOXAATbCA Ta30BbIM
cencucom, Toraa Kak npu abcuecce He Bcerfa yaaetcs
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Busyanusuposats HA [50]. B pa6orte Petrillo A u coasr.
[51] coobuaetcs o BbiiBAEHUM NOCNEONEPALUOHHBIX
csuwen npu MPT ¢ TpaHcaHanbHbIM BBeaeHueM epy-
MOKCMNa, — CcyneprnapamarHUTHOrO npenapata OKCUAA
xenesa (SPIO0), obecneynBliero HeraTBHOE KOHTPACTU-
pOBaHMe NpoCBeTa KUWKM W CBUILEBOrO xoAa. OpHako
HU OfHOMY M3 00CNELOBaHHbIX NALUEHTOB He MPOBOAM-
JI0Cb CKaHMPOBaHWE Nepef KOHTPACTHOW KAW3MOW, mo-
3TOMY aBTOPbI HE UCKIOYAIOT, YTO HEKOTOPbIE U3 CBULLET
B 3TOIi cepuu Oblnn 66l uAeHTUDULMpPOBaHbl npu MPT uc-
CNefl0BaHUM U 6e3 KOHTPACTUPOBAHMsA NPOCBETA KULWKK.
TeM He MeHee, KOPOTKME U TOHKWE CBULLEBbIE XOAbI ObLIN
LWNarHOCTUPOBAHbI NINWb 33 CYET NoABNEHNA PepyMOK-
cuna B NpocBeTe BRaranuya.

Dulskas A. u coaBT. [52] coobwarT o cnyyae ycnewHo-
ro npumeHeHus MPT c MHTpapeKTanbHbIM BBeAeHUEM
20 mn Bogpl yepe3 katetep Mones pns BU3yanusauuu
HECOCTOATENbHOCTU 3afHEN CTEHKM KONOPEKTaNbHOrO
aHaCcToMO03a, paccMaTpuBas 3TOT METOZ KaK BO3MOXHYIO
anbTepHaTUBY AN AMarHoctuku HA y nauueHTos ¢ an-
fleprueit Ha Mofocofepalyue npenaparsl.

Mo3pHAA HecocTOATENLHOCTD

Momnmo HA, grarHoCTMpOBAHHOM B Noc/ieonepaunoH-
HOM nepuope, T.e. B TeueHne 30 aHeN nocne onepauuu,
BbIAENs0T no3gHiolo HA. 310 0bycnoBaeHo pagom oco-
GeHHOCTEN ee KAMHMYECKUX NPOSABAEHUA M TeueHus,
a TaKXKe HeONpeLesieHHOCTbI0 B BOMPOCE O MeXaHWU3Max
ee BO3HUKHOBEHMUS,

Konnyectso ny6nuKkauuii, aHanusupylowmux npobnemy
nospgHeit HA, oTHocuTenbHO HeBennko [41,53-55]. [o
HACTOSLLEr0 BPEMEHM He CyllecTByeT 0O6LenpUHATOro
Cpoka, nocne kotoporo HA oTHoCAT K no3aHei. YacTb aB-
TOPOB ONpeAenseT ero BpeMeHeM BbIMUCKM U3 CTaLMOHA-
pa. Tak Floodeen u coasTt. [54] 06Hapyxunu, 4to nocne
HU3KOW nepegHei pesekuun npamon kuwku HA B 40%
Gbla [MAarHOCTMPOBaHA yXKe Nocie BbINMUCKM U3 CTaLM-
OHapa, ¥ pacLeHnIN HeCOCTOATENBHOCTb KaK MO3AHION0.
Kak npasuno, npebGbiBaHMe NauMeHTOB B CTalMOHape
nocne onepauuu He npeBbllwaeT Hepenu. BeposTHo,
no3tomy HaunoHanbHbll NpoeKT «loAnaHACKUn Kono-
PEKTaNbHbIA ayAUT» PeKOMEHLYeT K NO3AHEN OTHOCUTb
HA, BO3HMKWYIO yXe mocne 6 fHeil nocne onepauuu,
YTO CyU|ECTBEHHO paHblie, YeM B BONbLWIMHCTBE APYruX
uccnepoBaHuii [56]. B uccnepoBaHWK, NpoBeAeHHOM
Shin U.S. u coaBr. [53], HA cuutanu oTCcpoYeHHOI, eciin
OHa OblNa BbISIBNIEHA HE MeHee, YeM 4Yepes TpU Hepenu
nocne onepauuu u Npu ycnoBUM NpeALecTBOBaBLIE-
ro BOCCTAHOBNEHUS (YHKUMM KULIEYHMKA, OTCYTCTBUSA
NPMW3HAKOB BOCMANMTENILHOIO MpoLecca WM MeCTHOro
nporpeccupoBaHus onyxonu. PakTopamu pucka oTcpo-
yeHHOW HA 6biin XKEHCKUI NOA, HU3KNIT ypOBEHb aHa-
cToMo3a (< 4 CM OT aHaNbHOrO Kpas) U HeoafbloBaHT-
Has nydyesas Tepanua. OfHaKo valle BCero K nospHen
oTHocAT HA, Bo3HuKwyto cnycTs 30 gHelt u 6onee nocne

HecocrostensHocTs KOJIOPEeKTA/IbHOrO AHACTOMO3A: poJib
M BO3MOXHOCTH Nly4eBOM AMarHocTuku (063op nuteparypei)

onepawuuu, 4To NO3BONAET Pa3rpaHNYNUTb ee Mo CPOKaM
C paHHel nocneonepayuorHoit HA [55,58,59,60].

[oKka HeT eAMHOro MHeHuA 1 o npupoge nosgHein HA.
B nuTepatype AucKyTUpyeTCs BONPOC, ABNAETCS N OHa
NO3A4HMM MPOABJIEHWEM CBOEBPEMEHHO HEpacno3HaH-
HOM paHHei HA nnn pa3snMBaeTca no Apyrum NpuymHam.
CpaBHeHuWe rpynn ¢ paHHelt u no3gHeit HA [54] noka-
3an0, YTO OHW MMEIT pa3nuyHbie QakTopbl puUcKa. Tak
BpeMs onepauun ObiN0 3HAYMTENbHO A0JblE B rpynne
paHHeit HA. B rpynne no3gHeit HA oTMeYeHbl MeHbLas
onepauuoHHas KpoBonoTeps, 6onee HU3KUA cpep-
HUA WHAEKC Macchl Tena W npeobnagaHue nauueHToB
XXEHCKOro nona. 3Tu pe3ynbTaThbl, N0 MHEHUIO aBTOPOB,
NOATBEPKAAIT FMNOTE3Y O TOM, YTO PAHHAS W NO3[AHAS
HA — 370 pa3Hble natonornyeckue npouecchl. OfHako
CylLeCTBYeT M MPOTMBOMONOXHAA TOYKA 3peHus, pac-
cmaTtpuBatowas no3gHiol HA He Kak CaMOCTOATENbHblif
naTonorMyecknin NpPoLecc, a MMlWb Kak No3fHee KNUHU-
yeckoe nposBNeHWe CBOEBPEMEHHO HEepacrno3HaHHO
paHHeit cybknnHudeckoit HA [55,57].

Mo paHHbIM nMTepaTypbl, YactoTa no3gHen HA kone-
6nercs B npegenax 0,3-4,3%, 4To coctaBnser npubéau-
3nUTeNbHO TpeTb Bcex cnyvaeB HA [41,43,52-54,56,57].
HanbGonee Bbicokas yactoTa nosgHeit HA, gocturaowas
9,8% (4/41 cny4as), oTMe4YeHa nocsie nanapockonuye-
CKOW MHTEPChUHKTEPHOI pe3eKuyun npsiMoii Kuwku [59].
OCHOBHbIMU  KAMHUYECKUMU NPOABNEHUAMU NO3[HEN
HECOCTOATENIbHOCTU ABAAIOTCA Pa3/iMyHble BUAbl CBU-
Wweit (aHACTOMO3HO-BNArajWWHbIA, AHACTOMO3HO-MO-
yeny3blpHbIA, aHACTOMO3HO-YPeTpasibHbIA, aHACTOMO3-
HO-MPOMEXHOCTHbI,  aHaCTOMO3HO-TOHKOKULLIEYHbIiA)
M XpOHMYecKas npecakpanbHas nonoctb [53,60-63].
[lvarHocTka no3aHUX OCNOXHEHWIA MPOBOANTCA Ha OC-
HOBaHUK KnuHuyeckux, nyyesbix (KT ¢ peTporpagHbim
BBEleHMEeM BOAOPACTBOPUMOrO KOHTPACTHOrO BELLECTBa,
MPT) n 3HgocKonuyecKknx faHHbix [53,55,58,60-62].
OpHum n3 BapuaHTOB no3gHeit HA nocne ToTanbHo
ME30PEKTYMIKTOMUM Y GOJbHBIX PAKOM MPSMON KULIKK
ABNAETCA (HOPMUPOBAHME NpecakpanbHOro CUHyca, Ko-
TOpbIii NpefcTaBAseT coboit NoaoCTb, B CTEHKAX KOTO-
PO NOAAEPKWUBAETCA XPOHUYECKUA BOCMANUTENbHbINA
NPOLECC U COXPaHAETCA CBULLEBOE COODLEHNE C 30HOI
aHactomo3a [61]. o pe3ynbTaTam MHOFOLEHTPOBOrO
HUAepnaHackoro uccneposaHus 2011 ropa [62] yacto-
Ta HA npu HU3KOW NepegHeit pe3eKkuun No NOBOAY paka
npAMON Kuwku coctaBuna 20% cnyyaes, ogHa TpeTb
13 KOTOpbIX ObiNa AnarHoctTupoBaHa Yepes 30 u Gonee
OHen nocne onepauuu. Moyt B NMONOBUHE Cy4aeB He
YAANOCb [OCTUYb 3aXMBNeHUA AedeKTa B TeyeHue roaa,
B pe3ynbTate yero chopMupoBanacb XpoHu4ecKas npe-
CakpanbHas nonoctb. [pu BbIABNEHWM XPOHUYECKOTO
npecakpanbHOro CUHyca HeobXOAMMO UCKNIOUUTDL peLu-
ave paka. Mpu NIT/KT npecakpanbHas nosocTb MOXeT
ObITb OWMOOYHO NPUHATA 33 PELIMANB 13-3a NOBbILEHHO-
ro nornoueHns 18F-hTopaesokcuriokosbl [63].
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SAKITIOYEHUE

AHanus nybanKaumuin CBUAETENbCTBYET, YTO HanbonbLuas
4acToTa KaK paHHel, Tak u nosgHei HA HabnoaaeTcs npu
(OPMUPOBAHUN HU3KUX KOIOPEKTANIbHLIX U KONOAHaNb-
HbIX aHacToM030B. OCHOBHbLIM METO[OM Nly4eBOW Auar-
HOCTUKW paHHEN HECOCTOATENbHOCTU KONOPEKTaNbHbIX
aHaCTOMO30B B HACTosllee BPeMA ABAAETCA PEHTreHo-
JIOFMYECKUIA, @ OCHOBHbIM CMMNTOMOM — 3KCTpaBa3alus
KOHTPACTHOro npenapaTa 3a npeaenbl KUWEeYHON CTeH-
ku. MpokTtorpaduio unu KT B nocneonepayMoHHoOM ne-
puofe NpuU3HaeTCs LeNecoobpasHbiM BbIMONHATL TONBKO
NpY HaNUUYUN KNUHMYECKUX cumnTomoB HA pans yTouHe-
HWUS TaKTUKW BefleHMs naumeHTa. OLHAKO BO3MOXHOCTb
NoNy4YeHNUs NOXHOOTPULATENbHBIX PE3YNbTaToB Tpebyer
OCTOPOXHOIO OTHOLIEHUA K pe3yabTaTaM PeHTreHO0ru-
4ecKoro uccnepoBaHua. YyBCTBUTENBHOCTb PEHTFEHO-
JIOTMYECKOro MeTOAa BapbMpyeT B WUPOKUX npegenax
B 3aBMCMMOCTW OT YpOBHA (DOPMUPOBAHMUA aHAaCTOMO3a,
CPOKa nocie onepawuuu, BeMYMHbI fedeKkTa U METOAUKH
uccnepnosaHua. Bonpoc o no3gHen HeCOCTOATENbHOCTU
KONOpeKTanbHblX aHAaCTOMO30B OCTAaeTCA [fanekum oT
CBOEro OKOHYATeNbHOrO peleHns U TpebyeT AanbHei-
wero u3yyeHus. Bo3mMoXHOCTM MeTOAOB, HE CBA3AHHbIX
C VOHU3UPYIOWMM U3NyYeHUEM, TakuX Kak Y3 u MPT,
B [MarHOCTUKE paHHER W No3fHei HeCoCTOATENbHOCTH
M3y4yeHbl HEAOCTAaTOYHO. AHANWU3 NUTEpATYpHbIX AdH-
HbIX CBUAETENbCTBYET 0 HE0OX0AMMOCTU NPOAOIKEHNS
MCCNefoBaHUN AN COBEPLIEHCTBOBAHUA MMEKOLWMXCS
M NOMCKA HOBbIX METOLOB 1 METOAMK Ny4EBOI AMUArHoOC-
TUKW PaHHEN 1 NO3[HEN HECOCTOATENIbHOCTU KONOpeK-
TaNbHbIX aHACTOMO308B.
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The Peutz-Jeghers syndrome (PJS) is an extreme-
ly rare autosomal dominant hereditary disease,
which is characterized by the growth of multiple
hamartomic polyps in the gastrointestinal tract
and mucosa and skin pigmentation, as well as a
high risk of malignant transformation in differ-
ent sites [1]. At the same time, PJS occupies the
second place in the incidence among hereditary
polyposis of the gastrointestinal tract after ad-
enomatous polyposis syndromes [2,3]. According
to literary data, the incidence is approximately 1
case per 50,000-200,000 newborns [4,5]. About
55% of patients have a family history [6].

History of the disease

In 1896, the London physician Hutchinson, J.
described a clinical case of twin sisters with the
“unique inky pigmentation of the lips and mouth”
and an unusual fate — one sister died of bowel
obstruction at the age of 20, and the second died
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of breast cancer at the age of 52 [7]. Then in 1921,
the Dutch physician Peutz, J. reported about a
family with intestinal polyposis and mucocutane-
ous pigmentation [8].

In 1949, Dr. Jeghers H. together with his col-
leagues published his own data on ten cases of
such polyposis in the one family, emphasizing the
autosomal dominant type of inheritance of the
disease [9]. As a result, in 1954, Bruwer A. et al.,
working at the Mayo clinic, introduced the eponym
“Peutz-Jeghers syndrome”, which is still used to
refer to the syndrome [10].

Clinical Picture

The Peutz-Jeghers syndrome (PJS) is clinically
characterized by the presence of gastrointestinal
hamartomas and mucosa and skin pigmentation
[1,2,11], also called lentigo [12].

The first clinical symptoms that occur with PJS,
such as anemia, nausea, abdominal pain, bowel
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obstruction, blood in the stool, and prolapse of
polyps from the anus, can occur in various diseas-
es [13]. However, most often, pediatric surgeons
face with clinical manifestations of the disease.
The most common and significant manifesta-
tion of the disease in children and adolescents is

Figure 2. Hamartomatous polyp of the colon in Peutz-Jeghers
syndrome detected by colonoscopy

Figure 3. Typical morphological structure of the hamarto-
matous polyp in Peutz-Jeghers syndrome. Hematoxylin-eosin
staining

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

intestinal obstruction caused by intussusception
of the small intestine with a concomitant risk of
intestinal infarction, and gastrointestinal bleed-
ing [11, 12], which necessitate urgent medical
care, often requiring surgery.

In Hinds, R. study on the impact of pediatric
screening in PJS, approximately 30% of the pa-
tients needed surgery at the age under 10 years
and 68% aged under 18 years. Seventy percent
(70%) of the initial laparotomies were performed
urgently for intestinal obstruction [14].

In 60-90% of patients, hamartomas are localized
in the small intestine, in 50-64% of patients — in
the large intestine, in 25% of patients — in the
stomach [11,15]. The order of their prevalence:
jejunum, ileum, duodenum, then colon and stom-
ach [16]. Polyps in PJS are most often arranged in
groups, and their size can vary from a few millime-
ters to several centimeters [1].

Hamartomic polyps develop in the first decade of
life and are observed in 33% of patients by the age
of 10 years, and in 50-60% of patients by the age
of 20 years [11, 16]. Also, polyps with PJS can be
detected in extra-intestinal sites, such as the gall-
bladder, bronchi, bladder and ureters [6,11,12,17].

According to the literature, up to 95% of intus-
susception occurs in the small intestine and only
about 5% — in the large intestine [18,19]. This
is consistent with the fact that hamartomas are
mainly localized in the jejunum and play a leading
role in the development of the clinical manifesta-
tion. Intussusception is usually caused by ham-
artomas with a diameter of over 15 mm, and the
size of the polyp is the most important risk factor
for the development of small intestine intussus-
ception and intestinal obstruction. The risk of in-
tussusception does not depend on gender, family
history, or the status of a mutation in the STK11
gene [18].The cumulative risk of intussusception
is estimated at 50-68% in childhood [20]. The av-
erage age of the first intussusceptions is between
10 and 16 years, the earliest episodes are observed
from 1 to 5 years [12]. A Korean study showed that
the average age of onset of the first symptoms is
12.5 years [20].

Another characteristic feature of PJSis the pres-
ence of perioral lentiginosis, which occurs in more
than 95% of cases and provides significant as-
sistance in making a correct diagnosis (Figure 1).

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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Most often, pigmentation appears in childhood at
the age of over 5 years around the natural orifices:
the mouth, nostrils, perianal area, as well as in the
palms, fingertips and toes. In the vast majority of
cases, pigment spots persist throughout life, espe-
cially on the mucosa, but they may fade or disap-
pear after puberty [12,15].

The appearance of pigment spots is associated

with an increase in melanin secretion in basal

cells, probably due to inflammatory blockade dur-
ing the migration of melanin from melanocytes to
keratinocytes [15]. However, perioral lentiginosis
is not pathognomonic for PJS, it can also be found
in patients with Carney complex [21] and LEOPARD

syndrome [22].

The clinical criteria for the diagnosis of PJS were

established by WHO in 2000, and then revised by

the European Consensus of Experts in 2007. The
clinical diagnosis of PJS is established if one of
the following criteria is present [11,12,15,18]:

1. Two or more histologically confirmed hamar-
tomic polyps;

2. Any number of hamartomic polyps found in a
single patient with a confirmed family history;

3. The presence of peculiar mucosal skin pigmen-
tation in a patient who has relatives with con-
firmed PJS;

4. Any number of hamartomic polyps in a patient
who also has a peculiar pigmentation of the
mucous layer.

AretzS. et al. showed a correlation of the diagnos-

tic criteria of PJS with the incidence of detection

of mutations in the STK11 gene.

Of the 71 patients who met the PJS criteria, more

than 94% had an identified mutation [23].

Morphology of Polyps

The appearance of PJS polyps may endoscopically
resemble hyperplastic polyps [15], but according
to the histological structure, PJS polyps are clas-
sified as hamartomas [12].

The term “hamartoma” (in the ancient Greek
opoptnpo means “sin”, “flaw” and -opo comes
from oykopo that means “tumor”) is a nodular
benign tumor-like lesion, which is a tissue ab-
normality of development. It was first used in
1904 by the German pathologist Albrecht, E. [24].
Hamartomas consist of the same tissue compo-
nents as the organ where they are sited. At the

Cunppowm Meiitua-Erepca: uto crano ussectHo
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same time, they differ in the abnormal structure
and in the degree of differentiation of tissues.
Most of the hamartomas have a pedicle that con-
tains epithelial components typical of a particular
part of the gastrointestinal tract (Fig. 2) [15].
Polyps in the Peutz-Jeghers syndrome are distin-
guished from others by the presence in the stro-
ma of tree-branching bundles of smooth muscles
originating from the own muscular lamina of the
mucous membrane. The smooth muscle bundles
are covered with elongated and branched glands
lined with mature epithelium.

Crypts and glands are often elongated, the mu-
cous layer draped over the core of the stretching
muscle bundles extending from the pedicle to the
head of the polyp (Fig. 3) [19,25,26].

For a more reliable diagnosis of PJS, it is neces-
sary to conduct an immunohistochemical study, in
which desmin-positive smooth muscle fibers are
detected around these lobules [19], which is a pa-
thognomic feature of hamartomic polyps.
Although the morphology of hamartomas differs
from other polyps, it is not completely specific.
The criterion for a confident pathomorphological
verification of a hamartomic polyp is the presence
of an appropriate medical history or genetic proof
of the disease. Otherwise, in the conclusion of
the morphological study, it should be written: the
polyp corresponds to the polyp of Peutz-Jeghers
type [25].

Hamartomic polyps should also be differentiated
from mucosal prolapse, which can occur in differ-
ent parts of the gastrointestinal tract, and there-
fore different diagnoses can be established, such
as mucosal prolapse syndrome, cloacogenic polyp
and solitary rectal ulcer syndrome. Similar to ham-
artoma polyps, these lesions are characterized by
the presence of proliferating muscle fibers in the
center, surrounded by a normal or reactive mucosa,
which is believed to be secondary to the prolapse
or protrusion of the mucosa into the lumen of the
gastrointestinal tract [25].

Another feature observed as a result of muco-
sal prolapse is “pseudo-invasion”, which can be
mistaken for invasive carcinoma. The absence of
atypia during histological examination helps to
exclude cancer [20].

However, to date, the diagnosis of PJS is largely
based on pathomorphology of the polyp [19].

Peutz-Jeghers syndrome: what has been known
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Table 1. Cumulative cancer risk in Peutz-Jeghers syndrome [47]

. . Peutz-Jeghers syndrome
s Overall risk of cancer in
Localization of cancer .
the population, % . . .
Cancer risk, % Average age of cancer diagnosis, years
Large intestine 5 39 42-46
Stomach <1 29 30-40
Small intestine <1 13 37-42
Mammary glands 12.4 32-54 37-59
Ovaries 1.6 21 28
Cervix <1 10 34-40
The body of the uterus 2.7 9 43
Pancreas 1.5 11-36 41-52
Testicles (Sertoli cell tumor) <1 9 6-9
Lungs 6.9 7-17 47

Genetic aspects of the disease

In 1998, the STK11 (serine/threonine kinase
gene) gene, formerly known as the LKB1 (he-
patic kinase) gene, located on chromosome
19p13.3, was mapped by two independent
groups of researchers: Jenn D. et al. [27], as well
as Nemminki A. et al. [[28]. Hereditary muta-
tions of the STK11 gene were detected in 5 and
12 patients with PJS from unrelated families,
respectively. It was proved that germinal mu-
tations in this gene cause the Peutz-Jeghers
syndrome [28,29]. The penetrance of the STK11
mutation was 100% [12].

It should be noted that the STK11 gene is rarely
mutated in most types of tumors of sporadic ori-
gin. So, according to Sanchez-Cespedes M. et al., a
mutation in the STK11 gene occurred only in 4% of
pancreatic cancer cases [30]. At the same time, in
the study of Resta N. in sporadic colorectal cancer,
somatic mutations in the STK11 gene were not de-
tected at all [31].

The STK11 gene includes 10 exons, 9 of which
encode the protein serine-threonine kinase
containing 433 amino acids [28]. STK11 protein
expression is observed in all adult and fetal tis-
sues, but to varying degrees [27,28,32]. Protein
expression is particularly pronounced in the

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

heart, esophagus, pancreas, liver, testicles, and
skeletal muscles [30]. In addition, it’s over ex-
pression in the small intestine and gastric tis-
sue of the fetus was noted in comparison with
adults, which indicated the role of STK11 in the
development of gastrointestinal polyps [33].
The loss of the STK11 protein affects cell polar-
ity, epithelial transition to the mesenchyma,
apoptosis, angiogenesis, and cell cycle inhibi-
tion [33,34]. As a result, the STKI1 mutation
leads to the displacement of the epithelium
with secondary changes due to the loss of the
mucous layer and the formation of “hamartom-
ic” polyps typical for PJS [25].

The loss of the wild-type allele in hamartomas and
adenocarcinomas occurring in patients with PJS
suggests that STK11 is a tumor suppressor gene.
Mutations in the STK11 gene promote oncogenesis
through various mechanisms, such as angiogen-
esis induction, apoptosis, and loss of cell polarity
[35].

Pathogenic mutations in the STK11 gene are
usually detected in 75-94% of patients with a
characteristic clinical picture of PJS using tra-
ditional methods of screening for mutations,
such as direct sequencing of individual ex-
ons and searching for large inserts/deletions.

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021



OB3OP JIUTEPATYPbI

REVIEW

Various types of mutations were found, includ-
ing small insertions, deletions, defects in the
splicing sites, and large rearrangements. In
about 30% of cases, partial or complete dele-
tions of the gene are detected, and in 64% —
point mutations [27]. To date, a total of about
200 different mutations of the STK11 germ line
gene have been registered [36]. Most studies
were conducted in Western European popula-
tions, but the study of Latin American patients
with PJS revealed 2 new mutations in exon 2 (c.
350_351insT) and exon 6 (c.811_813delAG) of
the STK11 gene [37].

Amos, C. et al. reported of the genotype-pheno-
typic correlation in PJS. The authors concluded
that people with missense mutations showed the
symptoms later than patients with other types of
mutations in STK11 [38].

Schumacher, V. et al. suggested that mutations
in protein-coding domains and ATP binding were
rarely associated with cancer, and the missense
mutations in the C-terminus and in the part of the
gene encoding protein domains for substrate rec-
ognition were more often associated with malig-
nant neoplasms, whereas in patients with breast
carcinoma, mutations leading to protein shorten-
ing prevailed [35].

Mehenni H. et al. studied 49 families with PJS with
identified mutations and found 32 cancers. They
concluded that mutations in exon 6 of the STK11
gene have a high cancer risk [39].

In turn, Giardiello F. et al. analyzed the data of
240 patients with PJS with a mutation in the
STK11 gene. However, no differences were found
between individuals with missense mutations and
mutations leading to protein shortening, as well
as between familial and sporadic cases, although
it was suggested that carriers of the mutation in
exon 3 had a higher cancer risk [40].

These studies were done on small samples of pa-
tients. Therefore, it is difficult to draw final con-
clusions based on the presented results [39].
Hearle N.et al., having analyzed the clinical data
of 419 patients with PJS, 297 of whom had a muta-
tion in the STK11 gene, concluded that the type
and location of the mutation did not affect the
cancer risk [41].

Thus, there was no clear genotype-phenotyp-
ic correlation in PJS. In addition, there were
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no significant differences in the clinical pic-
ture between patients with the STK11 muta-
tion and those in whom the mutation was not
identified [12].

It should be noted that to date, no other gene that
causes PJS has been detected in patients without
an identified mutation in STK11 [11,12].

Cancer risk

Until 1987, the Peutz-Jeghers syndrome was con-
sidered a condition without malignant potential
[42]. Giardiello F. et al. noted an 18-fold increase
in the risk of developing malignant tumors of the
digestive tract and extra-intestinal localization in
patients with PJS throughout their life compared
to the general population [43].

In a Japanese study involving 222 patients with
PJS, 60% of deaths at the age of over 30 years were
associated with malignancies [44].

In a systematic review of twenty cohort studies
involving 1,644 patients with PJS, conducted by
Van Lier et al., 349 of whom developed 384 malig-
nancies. The mean age of cancer diagnosis was 42
years [45].

One of the largest multicenter studies involving a
group of patients with PJS from Europe, Australia,
and the United States is the one by Hearle, N. et
al. Out of the 419 patients (including 297 with
the STK11 mutation), 85 patients were diagnosed
with 96 cancers. The cancer risk at the age of 20,
30, 40, 50, 60, and 70 years old was 2%, 5%, 17%,
31%, 60%, and 85%, respectively. The most com-
mon cancers were of gastrointestinal origin: gas-
troesophageal, small intestine, colorectal, and
pancreatic. The risk of these types of cancer at
the age of 30, 40, 50, and 60 years was 1%, 9%,
15%, and 33%, respectively [41].

More recent Italian and Dutch studies have
produced similar results. Thus, according to
the AIFEG (Italian Association for the Study
of Familial and Hereditary Tumors of the
Gastrointestinal Tract), the cumulative cancer
risk in PJS is 20% — aged 40 years, 43% — aged
50 years, 71% — aged 60 years, 89% — after
65 years old [46]. According to Van Lier et al.,
this risk reaches 20 + 5% at the age of 40 years,
36 + 5% — aged 50 years, 58 + 7% — 60 years,
76 + 8% aged 70 years [45]. The cumulative can-
cer risk is presented in Table 1.
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Table 2. Recommendations for screening for patients with Peutz-Jeghers syndrome [6]

Cancer screening Screen(iynega::;rt age I(ny?ar‘\';a)l Medical examination types
Large intestine 25 2 Colonoscopy
Stomach and small intestine 10 2 Esophagogastroduodenoscopy, radiography of the small intestine, VCE, BES
Pancreas 30 1-2 Ultrasound
Mammary glands 20 2 Mammography
Uterus 20 1 Transvaginal or trans abdominal ultrasound examination
Cervix 20 1 Smear for cytological examination
Testicles 10 1 Physical examination, ultrasound examination

Due to the increased risk of breast cancer, Chen,
H. et al. noted a significantly higher risk of can-
cer in women with PJS than in men (p < 0.05)
[48]. The risk of breast cancer is estimated by
Hearle N. at 8% at the age of 40 years and 31%
aged 60 years [41]. Asin patients with mutations
in the BRCA1/2 genes, there is an increased risk
of bilateral cancer. The main histological type is
invasive ductal carcinoma, but infiltrative lobu-
lar carcinomas are also possible [15,49]. Also,
in Hearle N.’s study it was shown that the can-
cer risk of all types increases at the age over 50
years [41]. However, this fact is not taken into
account in most recent surveillance protocols
[11]. In addition, the authors note a high risk
of lung, kidney, prostate, bone cancer, and leu-
kemia [41]. Kaplan-Meyer’s analysis showed that
the cancer risk was the same in patients with PJS
with an identified STK11 mutation and without a
detectable mutation. Besides, the type of STK11
mutation did not significantly affect the cancer
risk [24].

The question of the occurrence of gastrointes-
tinal cancer in PJS and the role of hamartomic
polyps in the development of the tumor remains
unclear to this day. It has been suggested that
there is a unique hamartoma-adenoma-carcino-
ma way [50,51]. This hypothesis is confirmed by
the detection of adenomatous foci in hamar-
tomic polyps, as well as advanced cancer [52].
Other researchers have shown that hamartom-
ic polyps do not have a malignant potential.
Malignant transformation in it is considered
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only as a rare event that confirms this hypoth-
esis [53]. Latchford, A. et al., in a single-center
study of almost 2,500 removed hamartoma pol-
yps, detected dysplasia/atypia in only 6 (0.24%)
of them [54].

At the same time, the absence of malignant poten-
tial in hamartomic polyps may mean that cancer
occurs against the background of mucosal insta-
bility, presumably through the usual ways of carci-
nogenesis [15].

Thus, in patients with PJS, there is a need for early
screening of cancer of various sites.

Medical checkup

The presence of classical mucosal pigmentation
suggests a diagnosis even before prognostic test-
ing, but the spots may be absent in the first few
years of life or may be invisible even in a person
with a genetic diagnosis of PJS. Therefore, the ab-
sence of lentiginos is cannot completely exclude
PJS [12].

Molecular analysis of the STK11 gene is recom-
mended for all patients with clinical suspicion of
PJS in order to identify all carriers of the muta-
tion and put them on lifelong clinical monitor-
ing. If the proband mutation is not identified,
then other blood relatives are not administered
molecular diagnostics. In this regard, it is neces-
sary to conduct a thorough clinical monitoring of
all relatives from childhood in order to identify
the clinical signs of PJS in a timely manner [15].

Genetic testing can be performed on a blood sam-
ple orabuccal sample [12]. With the advent of new
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methods of full-exon and full-genome sequencing,
as well as the MLPA method, the possibility of de-
tecting new mutations in patients with PJS has
been significantly expanded.

Thus, in Russian patients, 3 new mutations that
were not previously described in the Human Gene
Mutation Database were identified [55].

The protocols for monitoring patients with PJS
have two main goals. One of them is the detec-
tion of hamartomas that can cause intussuscep-
tion/obstruction or bleeding/anemia. The other
is the detection of cancer at an early stage.
Therefore, the indications for screening depend
on age: complications associated with polyps
can occur in childhood, while the risk of can-
cer is mainly attributed to the adult population
[11,15,29].

Most guidelines recommend performing contrast
X-ray of the small intestine starting at the age of
8 years and at intervals ranging from 2 to 5 years
[12,48].

In patients with PJS, it is also possible to use ul-
trasound (US) diagnostics to examine the small
intestine in order to detect intussusception, and
in thin children, the polyp that caused intussus-
ception can be visualized. However, the use of
ultrasound for screening small intestine polyps is
not always informative [12].

Taking into account the risk of radiation expo-
sure, computed tomography (CT) should be per-
formed only after ultrasound examination in
patients with acute intestinal obstruction to
verify invaginate while maintaining diagnostic
uncertainty[12].

The sensitivity and specificity of CT in adult pa-
tients are assessed as 93% and 99%, respectively
[56]. New options for examining the small intes-
tine in PJS have recently appeared.

These are videocapsular endoscopy(VCE), balloon
enteroscopy (BES), magnetic resonance imaging
enterography (MRI-enterography), virtual colo-
noscopy [57,58]. These methods have become
widely available for clinical practice.

The advantage of BES is that it allows not only
to visualize the polyp, but also makes it pos-
sible to endoscopically remove small intestine
polyps.

This can preventsuchacomplicationasintussus-
ception, reduce the incidence of laparotomies,
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and thus improve treatment outcomes [18,22].
However, it has been suggested that it is im-
possible to perform BES in patients with PJS
in the case of previously undergone abdominal
surgery.

Postoperative intra-abdominal adhesions may
interfere with the free movement of the device
through the small intestine, affecting the depth
of the maximal search [59].

Postgate, A. et al. compared the effectiveness of
smallintestine X-ray examination with barium and
video capsule endoscopy in children with PJS.

At the same time, there were no significant differ-
ences in the detection of polyps > 1 cm, but more
polyps < 1 cm were detected by the VCE. A much
better tolerance of VCE was also noted [60].
Currently, many diagnostic units use only VCE,
since with equal diagnostic significance with
X-ray examination with barium, there is no radia-
tion load in VCE [11]. However, it is recognized that
the duodenum and the proximal jejunum are the
most difficult to study with VCE due to the rapid
passage of the capsule and the relatively narrow
lumen of the intestine.

In addition, it should also be noted that one of the
most serious complications of VCE is the jamming
of the capsule in any of the sections of the gastro-
intestinal tract, which usually requires surgeries.
InthestudiesbyCaspariR.etal.,MRI-enterography
and VCE were compared. At the same time, a low-
er sensitivity of MRI-enterography was revealed
when detecting small intestine polyps < 15 mm.
However, despite this, the authors concluded that
MRI-enterography provides the advantage of a
more accurate assessment of the polyp size and its
localization in a particular segment of the small
intestine [58].

The study of the role of virtual enteroscopy in small
intestine with PJS done by Su X. et al. showed a
higher diagnostic accuracy of this method in the
detection of small intestine tumors [61].

Thus, recent methods allow detecting most polyps
in patients with PJS. Missed polyps are usually
less than 10 mm in size and are considered clini-
cally insignificant [57].

Given the increased cancer risk, all patients with
PJS should be screened for the timely detection
of possible malignancies. Lifelong screening is
mandatory on a regular basis (Table 2). It is also
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necessary to examine all relatives of the first de-
gree of kinship [1].

Differential diagnosis

Hamartomic polyps are not pathognomonic for
PJS, as they are also found in other hamartotic
polyposes: juvenile polyposis (associated with
mutations in the SMAD4 or BMPRIA genes) and
Cowden syndrome (associated with a mutation
in the PTEN gene), in which there is also dysmor-
phia (macrocephaly), often mucosal lesions and
an increased risk of breast, thyroid and colon
cancer [15].

However, juvenile polyps differ from those in PJS
in that their glands are filled with mucus, there is
a large amount of stroma between the crypts with
signs of edema and inflammation, and there are
practically no smooth muscular layers [17,23]. In
Cowden syndrome, inflammatory and hyperplas-
tic polyps are detected [62]. Polyps in PJS differ
from adenomatous ones by the presence of tree-
branching bundles of smooth muscles in the stro-
ma, which originate from the own muscle plate of
the mucous layer [23].

At the dermatological level, PJS should be differ-
entiated from Carney complex [21] and LEOPARD
syndrome [22].

In the past, intussusception of the small intes-
tine was the main cause of death in patients
with PJS [18]. Intussusception occurs when the
proximal parts of the intestine and its associ-
ated mesentery slip behind the polyp into the
lumen of the adjacent distal segment, resulting
in intestinal obstruction, ischemia, necrosis, and
perforation. Retrospective data indicates the
risk of intussusception and emergency laparot-
omy in 70% of patients with PJS under the age
of 18, but this occurred before the introduction
of the small bowel surveillance program [12,14].
Untimely detection of large polyps of the small
intestine leads to the need for repeated surgical
procedures with intestinal resection, which can
lead to short bowel syndrome and impaired ab-
sorption [6].

In a study by Van Lier, M. et al. in a group of 110
patients with PJS, the mean size of the polyp
leading to intussusception in the small intestine
was 35 mm (15-60 mm) [18]. In addition to the
size of the polyps, there are no other predictors
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to determine which patients with PJS will develop
intussusception[18,63]. Patients were recom-
mended laparotomy with intraoperative enteros-
copy to remove small intestine polyps with a dia-
meter of over 1.5 cm [6].

Recently, a more active approach to treatment
has been proposed — performing an endoscopic
examination with simultaneous polypectomy
[64-66]. Latchford A., Van Lier M. recommend the
removal of polyps with a size of 10 mm or more,
since the purpose of polypectomy is to preventin-
tussusception [12,18].

The method of choice hamartomas removal should
be made individually, depending on the site and
size of the polyp, based on a previous examina-
tion. Endoscopic, surgical, and combined ap-
proaches have their advantages and disadvan-
tages. Endoscopic polypectomy for PJS requires
experience and should only be performed by an
expert in this field. The risk of intestinal perfora-
tion during a polypectomy in PJS is higher than in
other gastrointestinal polyps. In polypectomy, it
is necessary to use methods that reduce the risk of
perforation and bleeding, including mucosal lift-
ing, endoclips, latex loops and an electrosurgical
knife [12,48].

Balloon enteroscopy makes it possible to remove
small intestine polyps without laparoscopy. There
is more information about the safety of the BES.
Sakamoto H. suggests polypectomy with double
balloon enteroscopy as an alternative to surgery
[67].

There is no data on the size of hamartomic pol-
yps that should be removed from the stomach
or colon, but endoscopic polypectomy from
these organs carries the same risk of complica-
tions as when removing polyps from the small
intestine.

It is believed that small polyps of the stomach
and large intestine in size between 3 and 5 mm
do not require removal. For larger polyps, the
optimal strategy should be chosen: either endo-
scopic polypectomy or laparoscopic wedge resec-
tion [12].

Currently, experimental studies are being con-
ducted on the use of various chemotherapeutic
agents to prevent the growth of polyps.

Studies in mice have shown that rapamycin (an
immunosuppressant), when used daily for a long
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period, is effective in reducing the number and
size of polyps in a mouse model of PJS [68].

The immunosuppressant Everolimus is also being
studied as a potential agent for the treatment of
PJS. Kuwada S. reports of the first experience of
its use in patients with PJS [69].

Thus, to date, no chemoprophylaxis strategy has
been developed for PJS, and therefore pharmaco-
logical agents for the treatment of PJS cannot yet
be recommended for widespread use [12].

CONCLUSION

In conclusion, it should be noted that despite
more than a century of observation of patients
with a rare hereditary disease, Peutz-Jeghers
syndrome, there are currently a significant num-
ber of issues that have not been resolved. First
of all, this concerns the molecular and genetic
basis of the disease, since not all patients can
be identified with a mutation, which may be due
to the method of performing DNA diagnostics. In
addition, patients may have a mutation in an al-
ternative gene that has not yet been described
as associated with this syndrome. Third, somatic
mosaicism may be present [43]. With the mod-
ern development of genetics and the success in
studying the human genome, it is possible to
search for quite likely additional genetic causes
of PJS.

Another unclear issue is the mechanism of devel-
opment of malignant neoplasms in patients with
PJS and the spectrum of malignant tumors. The
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[MonynsunoHHas xapakTepuCcTUKa KONOPEKTANbHOO
paka B YnbsHOBCKOM 061acTi nNo AAHHBIM PErMOHANBHOTO
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L{EJIb: nposecmu aHanu3 OUHAMUKU U CMPYKMYpbl 3nUOeMUON02UYeCKUX NoKa3amesel npu KOJIOpekmaibHOM paxe
(KPP) 8 nepuod c 2005 no 2019 22. 8 ¥nbaHo8cKol 061acmu no OaHHbIM pe2UOHATbHO20 KaHUep-peaucmpa.
MATEPWAJIBI M METOAbI: cmamucmuyeckue daHHbie 0 nepsuydHoli sbissnsemocmu KPP g patioHax YnbsaHosckoli
obnacmu (¢opma Ne 7) 3a nepuod ¢ 2005 no 2019 22. Paccyumansl cmaHOapmu3uposaxHsle nokasamenu 3a6ose-
BaemMocmu u cmepmuocmu. [laHHble 0 YUCAeHHOCMU, NOJIOBOM U BO3PACMHOM COCMABe HacesneHus obaacmu nony-
YeHbl 8 YnbaHosCKcmame.

PE3YJIbTATbI: 3a601esaemocms KPP 8 peeuoHe 8o3pocna 3a aHanuzupyemsili nepuod 8 1,51 pasa (c 31,12 0o 49,58
Ha 100 meic. HaceneHus). [ons 20podckozo HaceneHus cocmasnsem 25%, a 00/1A CenbCKoz0 HaceneHus — 75%
om o6uyezo Kouyecmsa snepssle sbissaetHo2o KPP 3a nepuod 2019 2. Onpedenexa 3a60n1es8aemocms no patioHam
obnacmu. Haubonee sbicokas 3a60/1e8aeMocms y Myx4uH ycmaHosieHa 8 60-64 200a, u oHa 8 1,58 pasa sbiule,
yem y eHWuH. ¥ 83pocnozo HaceneHus monoxe 30 em BbiAseHbl eOuHUYHble cnyyau KPP. OcHosHol eucmosnozu-
yeckuli sBapuaHm onyxoneli — adeHoKapyuHoma. HuskoouggepeHyuposaHHsle onyxoau cocmasaanu nopaoka 3%.
Cma+dapmu3uposaHHbIl no 8o3pacmy nokazamess 3a6osesaemocmu pakom npsmoli kuwku docmuean 10,1 u 12,8
Ha 100 meic. HaceneHus 8 2005 u 8 2019 200y, coomsemcmseHHo. 3ab6osesaeMocms ONYX0JAMU PeKmocu2mouo-
H020 coeduHeHus 8 a3mu 20061 cocmasuna 0,9 u 2,3 Ha 100 meic. HaceneHus; 8 2019 2. 6b1710 BbisBACHO 0,4 Cy4as
3/10KayecmBeHHbIx onyxosnell aHanbHo20 KaHana Ha 100 meic. HaceneHus. COOMHOWeEHUE MYXKYUHbI/KEHWUHbI,
ymepuwiux om KPP 8 2019 200y, cocmasusno 1,005:1,000.

3AKJIOYEHNE: 8 nonynayuu YneaHosckol obaacmu 8 nepuod ¢ 2005 no 2019 2e. Hamemunacs meHOeHYUS K yBe-
nuyeruto 3a6onesaemocmu KPP. BbisignieHbl palioHs! 061acmu, 3Ha4uMo pasauyatoujuecs no 3abonesaemocmu KPP.

KJIHOYEBBIE CJI0BA: KonopekmanbHbili paK, KaHyep-pe2ucmp, 3a60/1e8aeMocms, CMeEpMHOCMb

KOH®JIMKT UHTEPECOB: asmopsi 3a8/410m 06 0mcymcmsuu KOH(IUKMA UHMepecos.

/14 UNTUPOBAHNA: Boromonosa W.A., AutoHeesa W.W., Abakymosa T.B., Fenunr T.M. MonynsaynoHHas XapaKTepucTMKa KONOPEKTanbHO-
ro paka B YNbsiHOBCKOM 06/1acTV N0 LaHHbBIM PErMOHaNbHOMO pakoBoro peructpa. Kosnonpokmonoaus. 2021; 1. 20, N2 2, c. 97-104. https://doi.
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Population characteristics of colorectal cancer in the
Ulyanovsk region according to the regional cancer register
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AIM: to analyze the structure and changes of colorectal cancer (CRC) epidemiology in the Ulyanovsk region in
2005-2019 according to the regional cancer register.
MATERIALS and METHODS: the study is based on statistical data on the primary detection of CRC in the districts of
the Ulyanovsk region (form No. 7) in 2005-2019. Standardized rates of morbidity and mortality were evaluated.
Data on the number, gender and age of the regional population were obtained in Ulyanovsk State Statistics Service.
RESULTS: the incidence of CRC in the region increased by 1.51 times over the analyzed period (from 31.12 to 49.58

MonynsumMoHHAs XapaKTEPUCTUKA KONOPEKTANBHOTO PaKa B YbsiHOBCKOM Population characteristics of colorectal cancer in the Ulyanovsk
06nacTM NO AAHHBIM PEFMOHANBLHOTO PAKOBOTO PErcTpa region according to the regional cancer register
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per 100 thousand people). From the total number of newly diagnosed CRC in 2019, the urban population was 25%,
and the rural population — 75%. The incidence rates in the districts of the region were assessed. The highest mor-
bidity in males was detected at the age of 60-64 years old, and it was 1.58 times higher than in females. In the
adult population under 30 years old, only few cases of colorectal cancer were detected. The main histological type
of tumors was adenocarcinoma. Poorly differentiated tumors accounted for about 3%. The highest age-standardized
rates for rectal tumors were 10.1 and 12.8 per 100 thousand people in 2005 and 2019, respectively; for the recto
sigmoid tumors — 0.9 and 2.3 per 100 thousand people; and for the anal cancer — 0.4 cases per 100 thousand
people in 2019. The male/female ratio of deaths from CRC in 2019 was 1.005:1.000.

CONCLUSION: there has been a trend to an increase in the incidence of colorectal cancer among the Ulyanovsk region
population in the period from 2005 to 2019. We identified some areas of the region that significantly differ in the
incidence of colorectal cancer.
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BBEOEHWE

KonopektanbHeblit pak (KPP) — 3nokayectBeHHOe HO-
Boo6pa3oBaHue, BO3HUKAIOLWEE B CIM3UCTON 060M104Ke
TOACTOM U npsamoit kuwok [1-3]. Mo 3abonesaemocTy
B mupe KPP HaxopuTcsa Ha 3-m mecTe v Ha 2-M MecTe —
no cmepTtHoctu (06a nona). Mpu 3TOM CPean MyXKUUH
KPP no 3a6oneBaeMoCT W CMEPTHOCTU HAXOAMTCH
Ha 3-M MecTe, a CpeaM XKeHWMH — Ha 2-M no 3abonesa-
eMOCTH W Ha 3-M — MO0 CMEpTHOCTK [4].

3abonesaemoctb M cmeptHoctb KPP gemoHcTpupytoT
KpaliHe HeofHOpoAHOe reorpaduuyeckoe pacnpefe-
nenue [5]. Cuutaetcs, 4To BLICOKMII ypoBeHb 3abone-
BAeMOCTM MMeeT MeCTO B CTpaHax C BbICOKMM YPOBHeM
poxonos [6,7]. Bbicokue nokaszaTenu 3TOro YpoBHA
peructpupyetcs B EBpone: Benrpus (45,3), CnoBakus
(43,9), HopBerus (41,9) — 370 cTaHAapTU3UPOBAHHbIE
no BO3pacTy MokasaTenu, npu cpegHem no mupy 19,5.
Kpome Toro, nokasatenu Bbille CPeAHEMUPOBOTrO peru-
ctpupytotca B CeBepHoit Amepuke, Actpanuu, Hooi
3enangum n KxHoit Kopee. CpegHue 3HauyeHUa nokasa-
Tenen 3aperncTpuposaHbl B JIaTUHCKON AMepuKe; HU3-
kas 3abonesaemocTb Habniogaetcs B Adpuke u Hro-
UeHtpanbHoit Asum [8-10]. CyuiecTByeT MHeHUE, YTO
HU3KMe noKasaTenu 3ab0NeBaeMocTu U CMEPTHOCTM OT-
paaloT, C OHOI CTOPOHBI, Manblil NoKa3artenb akTopoB
pUCKa, C ApYyroii — HeGOJbWYIO NPOAOIKUTENBHOCTD
*u3Hu [11,12]. B uenom, 3a601eBaemMoCTb U CMEPTHOCTb
ot KPP npopgonxaloT Bo3pactaTb B 3Ha4YUTENIbHOM Temne
B CTPaHax C HU3KUM U CPefHUM YPOBHEM [0XO0[a; TeH-
AEHLMU K CTabUAN3aLUN UNU CHUXKEHUIO HabNIOAAIoTCS
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B BbICOKOPA3BUTLIX CTpaHax, rhe nokasatenu ocTawT-
CA OAHMMU U3 caMmblX BbICOKMX B Mupe [13]. Mpwu 3tom
K moanduumpyembiM hakTopam pUCKa OTHOCAT anko-
ronb [14,15], HenpaBunabHOe nuTaHue (HeLOCTAaTOYHOE
ynoTpebneHue osoleil U QPYKTOB U MHOFO KpacHoro
maca) [16,17], oxupenue [18,19], Hu3Kas bu3nyeckas
aKTUBHOCTb, PerynsapHblil npuem acnupuHa [20], ropmo-
HO3aBMCMMas Tepanus 3cTporeHamu [21], u, BO3MOXHO,
npuem ButamuHa D [22]. CywecTBytoT faHHbIE O BAUA-
HUW Ha puUCK BO3HWMKHOBeHWA KPP cocTaBa kuweyHoit
MUKpo6uoThl [23], nHdekumn Helicobacter pylory [24],
caxapHoro auabeTta He3aBUCUMO OT METabONMYECKOTO
cuHApoMma [25] v paxe anneHAMUMTA B aHamMHe3se [26].
K HemoguduumpyembiM (akTopam pucka TpaguLMOH-
HO OTHOCAT BO3pacT (C 3TUM CBA3aHbl peKoMeHpaLuu
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Pucynok 1. [JuHamuka 3abonesaemocmu KPP ((19-21) 3a
2005-2019 22. 8 YnvaHosckoli obnacmu (T11 Ha 100 msic. Ha-
ceneHus)

Figure 1. Dynamics of the incidence of colorectal cancer (C19-
21) for 2005-2019 in the Ulyanovsk region (rough figure per
100 thousand population)

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021



OPTAHM3ALNA 30PABOOXPAHEHUSA

ORGANIZATION OF MEDICAL CARE

no ckpuuuury KPP B monynauum cpepHero pucka, Ha-
YMHasA C 45 net), HacneCTBEHHbIE CUHLPOMBI, @ TaKXe
HecneundUYeckuit a3BeHHbI KoauT u 6onesHb KpoHa,
afileHoMbl TOCTOM Kuwku [27]. B koHue aekabps 2020
roga B XypHane HauuoHanbHoOro MHCTUTYTA paka 6binu
onybNMKOBaHbI pe3yibTaTbl UCCAE[OBaHUIA, CBUAETENb-
CTBYIOLLME, YTO NPABbIN OTAEN TONCTON KUWKKN Y YEpHO-
KOXUX NIl0fel cTapeeT ObiCTpee, YeM Y CBETNOKOKMX,
4YTO, BO3MOXHO, 06BACHAET HoNee BbICOKYIO pacnpocTpa-
HEHHOCTb NPABOCTOPOHHMX ONYyX0JIeN KULWEYHUKA Cpeau
yepHoKoxux [28].

Ha npoTaXeHWn nocnepHero gecatunetna B CTPYKType
3a60/1eBaeMOCTH 310Ka4YeCTBEHHBIMU HOBOOHPA30BaHU-
Amn Hacenenns Poccum KPP 3anumaer 3 mecto nocne
paka MOJIOYHOM Xene3bl U paka Nerkoro.
3a60/1eBaeMOCTb 3/10Ka4YeCTBEHHbIMY HOBOOOPA30BaHU-
AMKU 3HAYMMO pasnuyaerca mexgpy peruoHamu Poccuu.
Tak, B MMpusomkckom ®epepansHom Okpyre (MP0) 3a
nepuop ¢ 2005 no 2019 rr. oHKonoruyeckas 3abonesae-
MOCTb yBENMYMnach Ha 36% (cpegHerofoBoi NpUpOCT —
2,58%) — c 320,65 cnyyas Ha 100 Thic. HaceneHus
B 2005 1. 10 436,108 2018 . B 2019 r. B MO0 rpy6biii no-
Ka3aTenb 3a001€BaEMOCTU 3/10KaYECTBEHHbIMU HOBOOG-
pasoBaHuamu (3HO) coctaBun 451,78 Ha 100 Thic. Hace-
JIeHns, 4To Ha 3,4% Bbile, yem B Poccuu B Lenom (436,34
Ha 100 Tbic. HaceneHus). B 1o xe Bpems B NP0 Bo3HMKNA
TEHAEHUWA K CHUXEHWIO OHKONOTUYECKOW CMEpTHOCTU
(Ha 2,94% Huxe, yem B cpefHem no Poccuu). [laHHble
0 3abonesaemoctn KPP xpaHaTcs u aHanusupyiotcs
C ucnonb3oBaHuem yyetHoit popmbl N°7 «CBefeHus o 3a-
60neBaHUsAX 3N10KaYECTBEHHbIMU HOBOOOPA30BAHUAMMUY.
®opmbl N°7 copepat pervuoHasnbHble AaHHble C yKasa-
HMeM BO3PACTHO-MOJIOBbLIX FPYNN U MeCTa NPOXMBaHUA.
Pacyet nokasatenei CMepTHOCTW MPOBOAWUTCA MO AdH-
HbiM PoccTata 06 ymepuwux ot 3HO (dhopma N25) B KOM-
nnekce ¢ AaHHLIMU O YNCAEHHOCTU HaceNneHus afgMUHu-
CTPaTUBHbIX TeppuTOpHit. Takum 06pa3oM, CTaHAapTHble
(hopMbl yyeTa He NO3BONSIOT NPOU3BECTU YINYOAEHHbIN
3NUOEMUONOMMYECKUI aHANU3 C yYeTOM CTafuii 6onesHu,
nokanusauum nepeuyHoit onyxonu (€19, C20, C21) u ee
TMCTONOTNYECKON CTPYKTYPbI.

LEST MCCIEOOBAHMA

MpoBecTn aHanu3 CTPYKTYpbl 3NUAEMUONOTUYECKUX NO-
kasateneit KPP B YnbsiHoBCKOM 06nacTu B nepuog c 2005
no 2019 rr. c y4eTOM [laHHbIX YNIbSHOBCKOr0 061aCTHOTO
PaKoBOro perucrpa.

MATEPUATTBI 1 METObI

B npouecce BbIMOJIHEHUA UCCnefoBaHUA UCNONb30BaHbI
CTaTUCTUYECKME [AaHHbIE O I'IepBI/Il-IHOf;I BbIABNAEMOCTU

I-IOI'I)’HSILI,HOHHUSI XAPAKTEPHUCTMKA KOJIOPEKTASIbHOrO paka B YnbsHoBckoM
obnacti no ACHHbLIM PErMOHANIBHOTO PAKOBOFO pernucTpa

KPP B paiioHax YnbsHoBcKoii 06nactv 3a 15 net (c 2005
no 2019 rr.), npepcTaBneHHbIe B 0TYeTe No 3abonesae-
moctn (dopma No7). TpyGble U CTaHAAPTU3UPOBAHHbIE
nokasaTtenu 3a601eBaeMOCTH onpegeneHbl No CTaHAAPT-
HO MeToAuKe.

PE3YJIbTATHI

Mpy6biii nokasatens (IM) 3abonesaemoctn B Poccuu
€ 2005 no 2018 rr. pakomM 060404YHOMN KMULWKM YBENUYNA-
ca B 1,41 pa3 (c 20,89 o 29,47 cnyyaes Ha 100 Thic. Ha-
CENeHNsA), PaKOM NPAMOI KUWKN U PEKTOCUTMOUZHOTO
coeauHeHus yeenuuuncs B 1,26 pas (c 16,61 go 21,09
cnyyaeB Ha 100 Tbic. HaceneHus). 3TU e nokasatenu
33 aHanM3Mpyemblii Nepuof B YNbssHOBCKON 061aCTH Bbl-
pocnu B 1,51 pasa (c 31,12 go 49,58 Ha 100 Thic. Hace-
nenus) (Puc. 1).
Takum obpasom, Temnbl NnpupocTa 3abonesaemoct KPP
B YnbsHOBCKOM 06nactu ¢ 2005 roaa npeBbilaoT Tako-
Bble no Poccuun B Lenom.
Bbino BelgeneHo 3 rpynnbl aAMUHUCTPATUBHBIX TEPPU-
TOpUN YNbAHOBCKOIM 061acTh B 3aBUCMMOCTM OT Yucna
6onbHbIX Ha 100 Thic. HaceneHus (Puc. 2):
— 1 rpynna. YposeHb 3abonesaemoct KPP 3Hauumo
He OTNMYAeTCA OT CPeHEro B YNbAHOBCKOI 06nacTu;
— 2 rpynna. YpoBeHb 3ab6oneBaemoctn KPP Bbiwe
CpefHUX NoKasaTeneu;
— 3 rpynna. YpoBeHb 3a60/1€BAEMOCTU HUKE CPELHUX
nokasartene.
CTaHpapTM3MpoBaHHbIA noKasaTens 3aboneBaeMocTu
KPP B YnbsiHoBCKOI 06nactu B 2019 roay coctaBun gns
paka 060104HOI KuwkK 15,71 cnyyaes Ha 100 ThiC. Ha-
CefieHuns, paka NpAMON KULWKKU U PEKTOCUTMOUAHOTO CO-
eanHenna — 11,62 cnydaeB Ha 100 Tbic. HaceneHwus.
Mpu 3TOM fONA rOPOACKOro HaceneHua coctasanet 25%,
a JONA CenbCcKoro HaceneHna — 75% ot obwero Konu-
4yecTBa BNepBble BbIABNEHHbIX C/Iy4aeB KOJOPeKTanbHO-
ro paka 3a nepuog 2019r.
lpynna TeppuTopuin C  BbICOKOW  3aboneBaemo-
ctbio KPP Takxe Bknwovaetr WH3eHckuit, MaiHcKuii
n CTapoKynaTKMHCKMIA panoHbl, rAe nokasatenu Obiau
Ha 122,9; 126,9 n 196,0% (p < 0,05), COOTBETCTBEHHO,
Bbille, YeM B CpPedHeM Mo paioHaMm YnbsHOBCKOi 06-
nactu. K paitoHam YnbsiHoBckoi o6nactu ¢ 3abonesa-
emoctbio KPP Hue cpepHero no pernoHy oTHOCATCA
Hukonaesckuit, HoBomanblKAMHCKWIA,  [1aBNOBCKUN,
Mynnosckuit u Hosocnacckui.
Hanbonee Bbicokas 3abonesaemocts KPP cpeam ropo-
[I0B pervoHa 6bia oTMedyeHa B HoBoy/nbsHOBCKe, rae
noKasaTenb NpeBbllan CpefHUin Cpean ropofCcKoro Ha-
cenenus Ha 125,6% (p < 0,05). K ropogam c noHuxeH-
HoOM 3ab6oneBaemMoCTbtio 0THOCUTCSA T. CeHruneii.
3a uccneayemblit nepuog 3abonesaemocts KPP Bbipocna
KaK Cpeau My CKOro, TaK U Cpefn XeHCKOro HaceneHus.

Population characteristics of colorectal cancer in the Ulyanovsk
region according to the regional cancer register
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Ecnu B 2007 r. oHa paBHanack CI1 10,27 Ha 100 Teic. Ha- Y myxunH KPP BcTpeyaeTcs yalue, 4em y eHWwmH, B 1,89
cenenus (C 18), 9,33 Ha 100 Tbic. HaceneHus (C 19-21), pas, OAHAKO 3TO sABJEHUE OOYCNOBAEHO TONBKO pasfiu-
10 K 2019 rogy oHa Bblpocna B 1,23 pasa — pgo 12,69 uyuamu cpegm auy, ctapue 60 net. B Bo3pacTtHoit rpynne
Ha 100 Tbic. Hacenenus (C 18), 11,45 Ha 100 Teic. Ha- 60-64 ropa y myxuuH KPP BcTpeyancsa B 1,58 pas value,
cenenuns (C 19-21). YeM Y KEHLLMH.

{

Mokasatenu: Indicators:
I sbiwe cpefHUX nokasatenein no o6nactu I Above the average for the region
[ Hue cpefHUX nokasatenei no 06nactm [ Below the average for the region

[1 3HauMMo He oTAnYaloTCs OT CpefHux nokasateneii no obnact [ Does not differ significantly from the regional average

PucyHok 2. 3abonesaemocms KPP Ha 100 meic. HaceneHus YnbsaHosckol obnacmu 8 2005-2019 ee. PalioHs! ¥nbaHoBCKOU 06-
nacmu: 1 — WH3eHckud; 2 — MalHckud; 3 — YavaHosckul; 4 — Kysosamosckuli; 5 — Hukonaesckud; 6 — Hosocnacckud;
7 — Masnosckuti; 8 — Cmapokynamrurckul; 9 — Paduwesckuli; 10 — HosomansiknuHckuli; 11 — Menekecckud; 12 — CeHeu-
neesckul; 13 — Cypckud; 14 — HunbHuHckud; 15 — KapcyHckud; 16 — Bewkalimckuli; 17 — basapHocbizeaHckull; 18 — ba-
pbiwickul; 19 — CmapomaliiHckuli; 20 — Yepoaknuxckud; 21 — TepeHaynbckud.

Figure 2. The incidence of colorectal cancer per 100 thousand population of the Ulyanovsk region in 2005-2019.
Districts of the Ulyanovsk region: 1 — Inzensky; 2 — Mainsky; 3 — Ulyanovsky; 4 — Kuzovatovsky; 5 — Nikolaevsky; 6 — No-
vospassky; 7 — Pavlovsky; 8 — Starokulatkinsky; 9 — Radishchevsky; 10 — Novomalyklinsky; 11 — Melekessky; 12 — Sengile-
evsky; 13 — Sursky; 14 — Tsilninsky; 15 — Karsunsky; 16 — Veshkaimsky; 17 — Bazarnosyzgansky; 18 — Baryshsky; 19 —
Staromainsky; 20 — Cherdaklinsky; 21 — Terengulsky.
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Cpenun nuy 18-30 net BLIABAAITCA NUWb €LUHUYHbIE
cnyyau KPP. Poct 3abonesaemocTtb cpeau o6oux mno-
N0B HayuHaetcs ¢ 50 net u crapwe. Cpean Myx4uH
YnbsiHOBCKOI 06nactu B nepuog ¢ 2000-2014 rr. 3a6o-
N1eBaeMoCTb Oblna Haubonee BbICOKOI B rpynne 65—69
net, B nepuog c 2015-2019 rr. — B BO3pacTHOM rpynne
0T 60 [0 64 net. Camblit BbICOKMIA pocT 3a6oneBaemMocTu
OoTMeyeH B Bo3pacte 60—64 ner.

Cpeam xeHuwuH nuk 3abonesaemoctn KPP npuxoantcs
Ha Bo3pacT 65-69 ner. HaunHas c 65 nert, 3abonesae-
MOCTb pOCna BO BCEX rpynnax, 3a UCKIYeHWeM BO3-
pacTHbIX rpynn 75-79 net u crapue.

Mpu pacnpegeneHun GonbHbIX, ymepwnx ot KPP B YO
3a 2019 rr., N0 NONy COOTHOWEHME MYXKUYUHBI/KEHLLN-
Hbl coctaBuno 1,005:1,0. Yucno MyXumH COCTaBUNO
210 (50,12%), *eHwuH — 209 (49,88%) (Puc. 3, 4).

OBbCYXAOEHWE

ABTOpaMu npoBefeH aHanu3 OUHAMWUKW W CTPYKTYpbI
nokasatefeil 3MNUAEMUONOTMM KONOPEKTaNbHOrO paka
C MCMOJb30BaHMEM [AHHBIX MONYAALUOHHOTO KaHuep-
peructpa YO B 2005-2019 rr. py6blit nokasaTenb 3a-
6onesaemoct KPP cpepn oGoux nonoB B yKasaHHbIi
BPEMEHHON nepuoj Bo3pactan Ha 3,8% exerogHo.
3abonesaemoctb KPP B YO Bbile cpefHux nokasareneit
no crpaHe [29]. B 2009-2017 rr. npupoct 3abonesae-
MOCTW MPOUCXOAMN 32 CYET CTapLUNX BO3PACTHbIX rPynn
N MOXET ObITb 3aKOHOMEPHBIM CIECTBUEM PACLIMPEHUS
AVCNaHcepn3aLnm 3Tux rpynn.

3HauMMoe MOBbIWEHWE [ONU CENbCKOTO HaceneHus
N0 CPaBHEHMIO C JoNeil FOPOLCKOr0 HaceneHus Bnep-
Bble BblfiBJIeHHbIX ciydaeB KPP, no MHeHuto papa as-
TOPOB, Ha CErofHs He WMeeT McYeprnbiBatlolWero 00b-
sicHeHus. [onaraloT, 4TO 3TO MOXeET ObiTb CBA3aHO
C GOoNblUEl CKNOHHOCTBIO CENbCKUX XKUTeNei K ynoTpe-
ONEHUI0 anKorofs, KypeHuio, 0COOEHHOCTAMU NUTAHUSA

60 56:8 55,67

50 43.2 44,33
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PucyHok 3. PacnpedeneHue no nony snepsble BbisBNEHHbIX
6onbHbix KPP 8 YnbaHosckoli obnacmu (2019 2.)
Figure 3. Sex distribution of newly diagnosed patients with
colorectal cancer in the Ulyanovsk region (2019)

I-IOI'I)’HSILI.HOHHGSI XAPAKTEPHUCTMKA KOJIOPEKTASIbHOrO paka B YHbﬂHOBCKOi:i
obnacti no AQHHBLIM PETMOHANILHOTO PAKOBOTO perucTpa

[30]. 3HaueHue Takux GaKkTOpPoB pUCKa BOSHUKHOBEHNSA
KPP kak cupaumii o6pas M3HU, OXUPEHUE, BbICOKO-
KanopuitHas AMeTa C M3ObITKOM XUPOB U fedULMTOM
KneTyaTky, a Takxe ynotpebneHue ankorons [31] Tpya-
HO OLieHUTb MO OTAENBHOCTU B paMKax AaHHOro uccne-
poBaHus. OpHako yBenuyeHue 3abonesaemoctn KPP
B TeYEHWE aHaNM3MpyemMoro neprnoaa AUKTyeT ycuneHue
nepeuyHoit npodunakTukm KPP.

AHanu3 nokanusauuin NepBMYHO ONYX0IN MOKa3blBaAET,
4TO HamMbonee BbICOKME CTaHAAPTU3MPOBAHHbIE MO BO3-
pacTy nokasatenu MMenyu Mecto Npu AoKanusauuu ony-
xonu B npamoit knwke (C20) — 10,1 n 12,8 Ha 100 Thbic.
HaceneHusa B 2005 1 B 2019 rofly, COOTBETCTBEHHO.
3INMAEMUONOrNYecKne NoKasaTenu Npu onyxonsx pekTo-
curmougHoro coeauHenus (kog C19) B uccnepyemslit ne-
puog 66K 3HaUUTENbHO HUKeE W Bo3pacTanu ¢ 0,9 o 2,3
Ha 100 Tbic. HaceneHus. Cpeau pasnnyHbIX TOKanMU3aLmui
NepBUYHOI OMYXO/U peXxe BCEro Obln AMarHoCTUpOBa-
Hbl MOpaXeHus aHanbHoro kaHana (C21) — 0,4 cnyyas
Ha 100 Tbic. HaceneHua B 2019 roay. OCHOBHBIM FUCTO-
NOTUYECKUM TUMOM KONOPEKTaNbHbIX 3/10KAYeCTBEHHbIX
onyxonewn ABnAeTcs ageHokapuuHoma. B paccmartpusa-
eMOM nepuoge [ONA afieHOKapLMHOM 3HAYMMO He W3-
MeHsnacb. KonuuectBo Hu3KoanddepeHUnpoBaHHbIX
onyxoneit (CIM3UCTbIA paK, NEPCTHEBUAHO-KIETOYUHbIA
paK) coCTaBnAno OKono 3% M 3HAYMMO He MEHANOChH
B paccmaTtpuBaemom nepuoge. Heipo3aH[OKPUHHASA Kap-
LMHOMa, MIOCKOKNeTOYHas KapuuHOMa COCTaBUAW MO-
papka 5%.

Ananu3 pacnpegeneHus 3abonesaeMocTM no paiio-
Ham YO nokasan, yto yposeHb 3abonesaemoct KPP
B YNIbIHOBCKOM 06/1aCTH CBA3aH C YBENIMYEHUEM AHTPO-
noTexXHOreHHOM Harpysku. Kpome Ttoro, pemorpadu-
YecKue W coumanbHO-3KOHOMUYecKne (akTopbl, Takue
KaK ypOBEHb XXU3HW, [OCTYMHOCTb U KaYeCTBO MEANLINH-
CKOJ MOMOLLYW, CTapeHne HaceneHus TakKxe OKa3biBaloT
BAUsHME Ha noka3aTtenu 3abonesaemoctn KPP. B Ha-
cTosillee BpEeMs 3MUAEMUONOTMYECKUE O0COOEHHOCTM

60 54,14

C18
E MyxuuHbl

C19-21
O XeHwmHbl
PucyHok 4. Pacnpedenerue no nony ymepuwiux om KPP 8 Ynbs-
Hosckoli obnacmu (2019 2.)

Figure 4. Sex distribution of deaths from colorectal cancer in
the Ulyanovsk region (2019)
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3710Ka4eCTBEHHbIX HOBOOGPA30BaHMii paccMaTpuUBalTCA
KaK WMHOMKATOPHble MoKa3aTenu 3[0pPOBbA HaceneHus,
B 3HAYMUTENbHOI CTeneHu 3aBucAWMe oT MoguduLmupy-
emblx BHelWwHux dakTopos [1,2].

BbIBObI

B nonynsuumn YnbsHoBckoit obnactu B nepuog ¢ 2005
no 2019 rr. HameTunacb TEHAEHLMA K YBENUYEHUIO 3a-
6onesaemoct KPP. Mpu 3ToM nokasatenu pactyT Kak
Y MYXKUYMH, TaK U Y KeHWMH. BbiseneHbl paiioHbl obna-
CTW, 3HAYMMO pasnuyatolmecs no 3abonesaemoctu KPP
B COOTBETCTBMW C PENTUHrOM KayecTBa cpeapl obuTa-
HUs. TpebyeTcs BHeapeHWe CKPUHUHTOBBIX MPOrpamM,
noBbllUeHne AOCTYNHOCTU OHKOAOTMYECKON MOoMOLLH,
0C0GEHHO B paioHax C BbICOKMMU MoKasaTensmu 3abo-
neBaemocTtu 1 cmeptHocTu ot KPP.
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[MonynaumMoHHas xapakTepUCTMKA KONOPEKTAIbHOIO pakda

B YnbsiHOBCKOM 06nACTU MO AAHHBIM PEFMOHANBHOIO PAKOBOrO

perucTpa

Boromonosa UN.A.", Autoneesa U.MU."23, A6akymoea T.B.3, Tennnr T.M.3

Pepkonnerus xypHana «KononpokTonorus» c 6onb-
WAM WHTEPeCOM O03HaKOMUIACb CO CTaTUCTUYECKUM
OTYETOM MO COCTOAHWIO MPOGNEMbI KOJOPEKTaNbHOMO
paka B YnbsAHOBCKOI o6nacTu. ABTOpbI CTaTbu mpoBe-
JM 3HaYUTENbHyl0 paboTy no aHanu3y 3aboneBaeMocTy
W CMEPTHOCTY MO pailoHaMm v ropoAam obnacty, BKNoYas
AVHAMUKY U3MeHeHUW Ha npoTaxeHun 2005-2018 rr.
Y reHAepHO-BO3PaCTHble Pa3anyus.

B 70 e BpeMms, Mbl BbipaXKaeM Hafexnay, uto B fanbHeil-
lWweM aBTOpbI NpoBeayT 6onee rny6okoe U BCeoObeEMIO-
lllee uccnefoBaHmne, HanpaBeHHOE Ha BbIABJEHNE KOP-
PenALMOHHBIX B3aUMOCBA3eN Mexpy 3a601eBaeMoCTbIo
KOJOpeKTanbHbIM PaKOM M Pa3iMyHbIMU (aKTopamu:
BHeLHel Cpefbl, [OCTYMNHOCTbIO AUATHOCTUKM U Meau-
LMHCKOI moMoLLW, 06pa3oM XKWU3HU HaceneHus, Bo3pac-
TOM 1 MOJIOM U T.J,.

KOMMeHTGpHH peAaKonnerMm K ctaTtbe
nOI'IyHSIU.MOHHOﬂ XAPAKTEPHUCTUKA KOJIOPEKTASIbHOIO paka B
YnesiHoBCKO#M 06nactu no ACQHHBIM PErMOHANIbHOrO PAKOBOro perMcTpa

Kak npumep, Bbi3bIBAET YAMBEHUE, YTO [ONA CENbCKOTO
HaceneHns OT 06LLETO KONNYECTBA BNEPBbIE BbIABNEHHbIX
C/ly4aeB KONIOPEKTaNbHOro paka npesbiwaet B 3 (!) pasa
fonto ropoackoro. C yem 310 cBA3aH0? HecoMHEHHO, YTO
Gonblas JOCTYNHOCTb AN AMATHOCTUKM B YCIIOBUAX T0-
POZa JOJIKHA, HANPOTUB, YBENUYUTb BbISBAAEMOCTb (UM~
Tall — «3aboneBaeMocTby). bbiTb MOXeET, 0ObsACHEHME
NEXUT He B «60NbLUE CKIIOHHOCTBIO CENbCKUX KUTeNei
K ynoTpe6ieHnio ankorosis, KypeHuio», a B npeobnafaHnm
UL, TOXKMJIOTO W CTapyecKoro BO3pacTa B CENbCKON MeCT-
HOCTU? VHbIMKM CNOBaMU, Mbl NPUBETCTBYEM AasibHeMlLne
nccnefoBaHusA, KOTopble NO3BONAT AaTh Hay4YHOe 06bAC-
HeHWe pasnnyunit 3a601eBaeMoCTn BHYTPU YbAHOBCKOIA
obnactu (u ppyrux pernoHoB Poccuu) U Hageemcs, YTo
aBTopbl M36epyT xypHan «Kononpoktonorus» ansa ny-
ONMKaLWK NOYYEHHBIX PE3YNbTATOB.

Pedxonnezus xxypHana «Kononpokmonoaus»

Comments on the article
Population characteristics of colorectal cancer in the Ulyanovsk
region according to the regional cancer register
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Lenbirnn KOpuit Anatonbesny — 70 ner

29 anpens oTmevaeT cBOW 70-neTHUit to6uneit Hpuii
AHatonbeBuy LWenbirux.

t0.A. WenbirH — TanaHTAUBBII y4eHbIA C MUPOBBIM UMe-
HEeM, BbICOKOKBANMMULMPOBAHHBIA KNUHULMCT C IHLMK-
JIONeANYECKMMU 3HAHUAMM, TPAMOTHbI OpraHM3aTop Ha-
VUYHBIX UCCNef0BaHUI U neyebHOro npouecca B obnacty
KONONPOKTONOTUM, BLYMYUBBIA U 3(h(EKTUBHBIN PYKOBO-
OuTenb (eaepanbHoOro rocyaapcTBEHHOTO GHOMKETHOTO
yupexneHns «HaunoHanbHbI MEANLIMHCKUIA UCCNef0Ba-
TeNbCKWUI LEeHTP Kononpoktonornu umeHn A.H. Pbixnx»
MunucrepcTsa 3[1paBOOXpaHeHNs Poccuitckon
O®epepaumn (®rbY «HMUL, kononpoktonorum umMeHu
A.H. Poixux» Munsgpasa Poccuu), 3aBepytowmii kade-
4poit kononpoktonoruu ®re0Y M0 PMAHNO Mun3gpasa
Poccun, akagemuk PAH, 3acnyxeHHbln Bpay Poccuitckoii
®enepauuu, geaxabl naypeart Mpemun Mpasutensctea PO
B 06/1aCTN HayKu U TexHuku (2003 r., 2016 T.).

t0.A. Wenbiruu 45 net pabotaet B HaunoHansHoM mefu-
LLMHCKOM UCCIeA0BATENbCKOM LIEHTPE KONONPOKTONOT UM
umeHun A.H. PbiXux, nponaa nyTb OT Bpavya-opauHatopa
Jo nupekTopa LleHTpa.

MHororpaHHas cdepa Hay4Hbix WHTepecoB Hpus
AHaTonbeBMYA BKIIOYAET Haubonee CNOXHbIE U aKTy-
anbHble NPoGaEMbl KONONPOKTONOMUK, Pe3ynbTaThl ero

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

HaYYHbIX MCCNEAOBAaHUA OTpa)keHbl B 516 neyaTHbIX
pabotax, B TOM uucne, B pafe MoHorpaduit. OH umeert
44 naTeHTa Ha U306peTeHus.

t0.A. LWenbirnH aBnseTcs npekpacHelM U BoOpoxe-
naTtenbHbIM negarorom. ExxerogHo nop ero pyKoBoga-
CTBOM MpoxoaaT obyyeHue Gonee 20 OpAMHATOPOB
u 10 acnupaHToB, €ro y4YeHMKamu MOATOTOBNEHbI
1 3awmweHsl 10 JOKTOPCKUX WM 23 KAHAUAATCKUX
puccepTaumnu.

t0.A. LWenbirud — ofuH U3 pa3paboTYMKOB POCCUIICKUX
KNMHUYECKUX PEKOMeHAauuii 1 CTaHAAapToOB JeYeHus
nauueHToB ¢ A06POKAYECTBEHHBIMU U 37I0KAYECTBEHHbI-
MU 3a001€BAHUAMM TOJCTONM KULWIKK, NOPALKA OKa3aHUs
MeAMLMHCKOW MOMOWM HaceneHuio c¢ 3aboneBaHUsMU
TONICTOW KULWKKW, aHaNbHOrO KaHana v NpOMEXHOCTU KO-
JIOMPOKTONOrNYECKOro NpoduAs.

Mpu aktuBHom yuyactum HOpua AHaTonbeBuYa cCo-
TpyaHukamu LeHnTpa 6bina paspaboTaHa OCHOBHAs
npoteccMoHanbHas nporpamma BhiCclWero 06pa3oBa-
HUA — nporpamma NOArOTOBKW KaApoOB BbICLIEN KBa-
nnduKauum B opauHaType no cneyuansHoctn 31.08.55
KononpokTonorus, a Takxe usgaHo Gonee 10 yue6-
HO-METOAMYECKMX NOCOOMII MO aKTyaNbHEIM BOMpPOCAM
KOJIOMPOKTONOrnK.

Wupekc  uutMpoBaHus  (MHAeKc Xupwa)  pabort
t0.A. WenbiruHa no gaHHbiM PUHL, coctaBun 21, no paH-
Heim SCOPUS — 12.

tOpuii AHaTonbeBMY PYKOBOAMN Haubonee 3HAYUMbI-
MU WHHOBALMOHHLIMU MPOEKTAMM, KOTOPbIE MOAYYUIM
BbICOKYIO OLEHKY pyKoBofcTBa cTpaHbl: B 2003 rogy
3a pa3paboTKy COBpPEMEHHOi CTpaTeruu Xxupypruye-
CKOM peabunutauuu GOMbHBIX PaKOM MpPSMOIA KWWKK
u B 2016 rosy 3a pa3paboTKy W BHeapeHUE MeXAuc-
LUMNAWHAPHON CTpaTerMn B NeYyeHWU KONOPEeKTanbHO-
ro paka HOpuit AHatonbeBuy 6bin HarpaxaeH Mpemueii
Mpasutenbctea Poccuitckoit ®epepauun B obnacty
Hayku u TexHuku. B 2016 rogy H0.A. Wenbirnn nsbpan
YneH-KoppecnoHneHTom, a B 2019 rofy — akafemmKkom
Poccuinckoit akagemmm Hayk.

3aHnmas aKTUBHYIO rpaXaaHCcKyto nosumuuio,
t0.A. Wenbirnn BepeT 6onbluylo 06WECTBEHHYIO pa-
ooty, sBnssch lpe3upeHTom Accouualuu KONOMpPOK-
TonoroB Poccunm U rnaBHbIM PefaKTOPOM XypHana
«Kononpoktonorus» — Hanbonee pedTUHroBoOro oteye-
CTBEHHOr0 XypHana, NoCBALLEHHOro Halen cneynanbHo-
CTW, @ TaKXKe YNeHOM peflaKLMOHHOr0o COBETa XYPHaNoB:
«Ta3oBas XMpYprus U OHKONOrUAY», «IHLOCKONMYECKan
xupyprusa», «Xupyprus. Xyprvan um. H./. Muporosa,
«Onkonorusa. XypHan um. M.A. l'epueHay, «leparoruka
npotheccuoHanbHoOro MefULUHCKOro 06pa3oBaHms», YTo
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OTpaKaeT BbICOKWI YPOBEHb NPU3HAHUA U LOBEPUS KON-
ner no sceit Poccuu.

C 2011 r. H0.A. WenbirMH ABNANCA YNEHOM MpaBNeHUSA
EBponeiickoit accoumauun kononpoktonoros (ESCP),
B 2014-2015 rr. 6bin Mpe3uageHToM 3TON accouuaLmu.
B 2019 roay tOpuit AHaToNbeBUY U3BPaAH MOYETHLIM Ynie-
Hom ESCP.

Kak akcnepT B 06MacTu KONOPEKTaNbHOW XWUpPypruu
HOpuit AHaTONbEBUY HEOAHOKPATHO MpUriallanca B Ka-
yecTBe JIEKTOPA Ha POCCUNCKME LWKOMblI FraCTPO3HTEPO-
NI0TOB, Cbe3Abl IHAOCKOMUYECKUX XMPYProB, XWPYpros
M OHKOnoros, Cbe3abl EBponeiickoit accoumauum Ko-
JIONPOKTONOroB, accounauun kononpoktonoros CLUA,
Cep6un, Monbuwu, B leHyasckuit yHusepcutet (Mtanus),
Knuuuky Meito (Pouectep, CLUA), BalwMHITOHCKUIA YHU-
BepcuteT (CeHT-Jlyuc, CLUA), B pAg LpYyrUX KNUHKK.

3a nocnepHue 10 net no uHuumnatuse H.A. lWenbirnHa
yCnewHo npoBefeHa PeKOHCTPYKUMA CYLLecTBYIOLEro
10-3TaxkHoro 3aaHus LleHTpa, co3paHbl nabopatopuu
MUPOBOTO YPOBHS: MUKPOOUONOTMYeCKas, FeHETUYECKaS,

Wenvirnn FOpuit Anatonsesny — 70 net

natomopdonoruyeckas, kotopsie B 2020 rogy cranu pe-
(hepeHCHbIMN LeHTpamu.

3a roabl pabotbl HOpus AHaTonbeBMYA [AUPEKTOPOM
B 3 pa3a yBenuumunach NponyckHas cnocobHocTsb LieHTpa
(c 4000 60nbHbIX B 2009 1. 10 12000 nayueHTos B8 2020 T.)
XapakTepusysa Hay4yHO-NpaKTUYeCKy, afMUHUCTPATHB-
HYIO ¥ NpenoAaBaTenbCKylo AeATeNbHOCTb, TPYAHO nepe-
ouenutb Bknap HOpua AHatonbesuya LLlenbirnHa B pas-
BUTWE OTEYeCTBEHHOW KOMIONPOKTONOTUU.

Konnekmus ®IrbY «HMUL] kononpokmonozuu umexu
A.H. Poixux» Mun3dpasa Poccuu, 0bwepocculickas
obwecmseHHaa opzaHuzayus «Accoyuayus Ko-
snonpokmonozo8 Poccuu», Kaghedpa Kononpok-
monoauu ®rboy [MN0 PAHMO Mun3dpasa Poccuu,
pedkonneaus U pedaKYUOHHbII coBem XXYpHana
«Kononpokmonozusa» cepdeyHo nosdpasnswom Opus
AHamosnbesuya c lobuseem, xenawm Kpenkozo 300-
poBbsA, Heuccakaemol 3Hepauu u dansHeliwiux meop-
YeCKUX ycnexos 8 e20 MHO202paHHoU desamesbHocmu.

Yuri A. Shelygin. 70th Anniversary
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Mamsatm Bnagumupa Jlapuonosuua Oxmmbeesa

13 anpensa 2021 ropga Ha 75 rofy U3HU CKOHYanca
XWUPYPr-KONONPOKTONOr, KaHAMAAT MeAULMHCKUX Hayk,

3acnyxeHHbIn Bpady Poccun  [kumbees
JlapnoHoBwuu.

Bnagumup Jlapmonosuuy popunca 27 maa 1946 ropa
B r. Anma-ATbl.

B 1969 ropy okoHuun PoctoBckuit FocynapcTBEHHbIN
MeguumnHcknit Uuctutyt. C 1969 no 1971 roasl pabo-
Tan obuwum xupyprom. B 1971 roay npowen cneuyunanu-
3aumio no npokronoruu, a 3atem ¢ 1973 no 1975 rr.
obyyancs B KAMHWUYECKON OpAMHATYpe MO KOJOMpPOK-
tonorun B HUW kononpoktonoruu r. Mockebl. bonee
40 net npopaboTtan B pecnyGaMKaHCKOW GonbHULE
um. .M. XXemuyesa.

Bnagumnp [xumbeeB BHec 6Gonblioi BKkNag B CTa-
HOBfIEHWEe W pa3BUTUE MPOKTONOTUYECKOW CyKObI

Bnagumup

KOJIOMNPOKTOJIOT U4, Tom 20, N2 2, 2021

B Pecnybnuke Kanmbikus. BHegpun HoBble METOfbI KOH-
CepBaTMBHOrO W XUPYPruyecKoro nevyeHus npu Bocna-
NUTENbHLIX 3a60MeBaHUAX NPAMOI U 0BOLOYHON KMW-
ku. Bnepsble B Pecnybnuke Kanmbikus ctan cucTemMHo
BbINONHATL pajMKanbHble onepauuy nNpu pake NpsmMon
KMLWKK.

Mocne cneunanusaumu No 3IHAOCKOMUM, @ 3aTem no
3HAOCKOMMYECKON XMPYpPruuM B KiMHUKe Akapemuka
PAMH, npod. B.C. CaBenbeBa (r. Mocksa) B 1978 r. oT-
KpblN 3HLOCKONMUYeCcKnii kabuHeT B PecnybnukaHckoii
GonbHuLE.

MapannenbHo ¢ NpaKTUYecKoit paboToil 3aHUMancs Ha-
VYUYHON feATenbHOCTbIO 1 B 1979 rogy 3almMTun KaHanaaT-
CKYI0 auccepTaumio «MecTHble OCNOXHEHUA Hecnewuu-
tuyeckoro sa3BeHHoOro konuta u 6onesHn KpoHa» nog
pykoBogcteoM npod. B.[. ®epoposa, M.X. JleButaHa.
AKTYanbHOCTb JlAHHON TeMbl MOATBEPKAAETCA TEM, YTO
MaTepuanbl Hay4Hoii paboTsl B.J1. [hxumbeesa npuso-
BATCA B MOHOTpaduax «Hecneuynduueckne koautei», M.,
1976 r.; «Mpoktonorusy», M., 1984 r. u «Xupyprus 060-
JOYHOM KulwKu», M., 1988 r.

B 1989 r. npowen ycoBepleHCTBOBAHME NO OHKOMPOK-
Tonorun B8 HWW npoktonorum M3 PCOCP. B cBA3m co
3HAQUUTENbHBIM POCTOM Yucia GONbHBIX PAKOM TONCTOM
KAWKKM OCHOBHOe BHuUMaHue B.JI. [xumbees ypensn
COBEPLIEHCTBOBAHWIO METOL0B XMPYPruyecKoro neve-
HUA paKa TONCTOW KWWKKU U NeYEeHUI CTOMUPOBAHHbIX
6O0/bHBIX.

B 1993 r. npowen UMKN yYCOBEpLEHCTBOBAHUSA
B EBponeickoi wkone oHkonoros no teme «Pak Ton-
CTOW KuwKu», r. Mocksa. B 1994 rogy npowen craxu-
poBsky B l'ocnutane Ceatoro Mapka, r. JlJongoH. B 1991-
1994 rr. nszbupancs yneHom [pasnenus Poccuiickoit
Accoumnauun kononpokTonoros. PerynapHo yyacTBoBan
B 06LLEPOCCUIICKUX U MEXAYHAPOLHBIX KOH(epeHLUsax
u cbespax.

B nekabpe 1996 r. [Dxumbeesy B.J1. npucsoeHo 3Ba-
HUe «3acnyxeHHbIn Bpay Poccuiickoin Pepepauyuny,
a B 2006 r. — 3BaHue «3acnyxeHHblit Bpay Pecny6auku
Kanmbikus».

Bcs ero xu3Hb — npumep 6e33aBeTHOM 1l06BMU K CBOe
npocteccuu n 6eCKoHeuHasn NpefaHHOCTb MeAULMHE.

KOLOPROKTOLOGIA, vol. 20, N2 2, 2021
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YBaxaemsbie konneru, gpy3bs!

B 3ToM ropy ucnonHsetca 30 net ¢ momeHTa co3aanua OBLEPOCCUIACKON
OBLIECTBEHHOA  OPFAHM3ALMN  «ACCOLMALIMA  KOJIOMPOKTOJ/10T0B
POCCUWx». CeropHa Hawa opraHn3aumsa ABAAETCA CaMblM 3HAYUMbIM Npodec-
CMOHANIbHbIM COOOLLECTBOM KOIOMPOKTONIONOB Halei cTpaHbl. Bce 3tu rogpl
Accoumnaumns ycnewHo ¢hyHKLMOHUPOBANA M pa3BMBanach, ObiiM NpoBeAeHbl
COTHU HAyYHbIX 1 06Pa30BaTENbHbIX MEPONPUATUIA. B HacToswee BpeMs Hamu
NpOBOAMUTCA nepeperucTpaunsa yneHos Accoumauuu. OT UMEHU agMUHUCTPa-
umn «ACCOLUMALNMA KOJIOMPOKTOJIONOB POCCUU» a npowy Bcex 3aperu-
CTPUPOBaHHbIX YneHoB Accoumauun CBA3aTbCA C HAMU U NOATBEPAUTL CBOE
Y/IEHCTBO B HeWl.

TeHepansHbili dupekmop
OBLEPOCCUACKOM OBLLECTBEHHOU OPTAHU3ALNU
«ACCOUMALINA KOSIOMPOKTOJI0r0OB POCCUU»

®ponos Cepzeli Anekceesuy

Mo BCem BoMpocam nepeperucrpauun, onnatel YNEHCKMX B3HOCOB W BCTYNAeHMA
B ACCOLMALMI0 MOXHO CBA3ATHCA:

— ¢ OTBeTCTBEHHbIM CekpeTapem Accoumanum
Briweropoauesbim IMuTpuem Bavecnasosuyem, Ten.: +7 (916) 613-79-66

nnun

— CrNaBHbIM Byxrantepom
AptamoHoBoit MonuHoit KOpbeBHoW, Ten.: 8 (499) 642-54-41, pob. 1215

e-mail: info@akr-online.ru
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KomnaHua «HelpocodT» npeacraBnaer nopTaTUBHbIN
KOMMAEKC CO cneumanbHbIMU meToauKkammu ana IMr-

nccnegoBaHMA HEPBHO-MblWEYHbIX CTRPYKTYP Hapy»XHOro

Cd)VIHKTepa 1 Ta3oBOro AHa.

Ob6nact NnpMMeHeHUs:
e Yponorusa e Kononpoktonorua

e [MHekonorma e HayyHble uccaegoBaHms

‘ HenpocodTt

www.neurosoft.com, info@neurosoft.com
TenedoHsbl: +7 4932 24-04-34, +7 4932 95-99-99
Poccua, 153032, r. UBaHOBO, yn. BOpoHMHa, 4. 5
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Komnnekc no3sonaeT NpoBOAUTb BECb NepeYveHb
HEVIpO¢M3M0ﬂOFMLIECKMX VICCJ'IE,CI,OBaHMﬁ Ta30BOro gHa,
npUMeHAEMbIX B ANATHOCTUYECKUX U HAYYHbIX UEeNnAax:

e yccnenoBaHue bynibboKaBepHO3HOro pedaeKca
N APYrMX cakpasbHbIX pedieKCoB B OTBET Ha 3/1EK-
TPUYECKYIO CTUMY/IALMIO NOIOBOrO HEpBa
(n. pudendus) npu oueHKe NpPoBOAMMOCTU pediek-
TopHOW ayru (S2-S4);

® MOBEPXHOCTHAA 37eKTpoMMOrpadus Hapy»Horo
aHaNbHOro CGUMHKTEPA 1 MblLLL, TA30BOrO AHa,
M0O3BO/IAOLLANA OLLEHUTb YPOBEHb TOHMYECKOrO
HanpAMKeHUs;

e MrosibyaTasn 3NeKTpPoMMorpadma ¢ KOANMYECTBEHHbIM
aHanusom MNAE B coyeTaHnu ¢ uccnegoBaHmem
caKpanbHoro pednekca, N03BOAAOLLAA ANATHOCTU-
poBaTb AeHepBaLMIO CaKpasibHbIX CEFMEHTOB;

o CTUMYNALUMOHHAA 3NeKTpoHelipoMmmnorpadus
n. pudendus ¢ Mcnosb30BaHMEM O4HOPA30BOr0O
aneKkTpoga Cs. MapKa, uccnegoBaHue AUCTasbHOrO
y4yacTtka n. pudendus;

® COMAaTOCEHCOPHbIE BbI3BaHHbIE MOTEHLUMAbI
¢ n. pudendus, B 0cO6€HHOCTM Y NALMEHTOB
C COXpaHeHMeM cakpasibHbIX pedIeKcoB 1 rnunecre-
3Mei B 061aCTN NPOMENKHOCTH;

® KOXXHble CMMMNaTUYeCcKMe Bbi3BaHHbIe NOTeHLMaNbI
C MbILWL, MPOMEXKHOCTU, NO3BOAIOLLME BbIMONHUTD
nccnefoBaHMe NpoBoaAwEen GYHKUUN HEMUENUHN-
3MPOBaAHHbIX BOJIOKOH M3 CUMMNATUYECKOro LeHTpa
N MUENUHU3UPOBAHHbIX CEHCOPHbIX BO/IOKOH;

® aHa/1M3 BbI3BaHHOIO MOTOPHOMO OTBETA C MbILULY
NMPOMEKHOCTU NPU KOPTUKANbHOM M CaKpaibHOM
MarHWTHOW CTUMYNALMK (OLeHMBaETCA NpoBeaeHUe
Mo KOPTUKOCMMHAMIbHOMY TPAKTY C perucrpaumei
BMO ¢ MblILL, Ta30BOro A4Ha (NPU HANNYMN MaTHUT-
HOro CTUMyNATOPa)).

B coomsemcmesuu ¢ npukaszom Ne206H MuHucmep-
cmea 30pasooxXpaHeHus U coyuanbHo2o pazsumus PO
om 2 anpena 2010 200a «06 ymsepxoeHuu opsaoKa
OKa3aHUA MeOUUUHCKOU noMowu HacesneHuto ¢ 3abose-
8AHUAMU MosCMOoU KUWKU, QHAbHO20 KaHAA

U NPOMEHHOCMU KO/10NPOKMO102U4eCKo20 NPohusa»
mMuoepag 8xooum 8 CmaHOApPM OCHAUWEHUA UeHMpos
KO/10NpOKMO02UU.

IKCKNH03UBHbIN NpeacTaBUTENb
Ha TeppuTopmmn Mocksbl 1 MOCKOBCKOM

*
u obnactn 000 «MocHelpo»

TenedoH: +7 4993 91-62-45
MoyTta: com@mosnerv.ru
r. Mocksa, JaHunoscKkasa Hab., a. 4a, opuc 7
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AETPANEKC®

1000 rir/40 wan

Oertparenn’

CycneHsua gna
NpUeMa BHYTRE

1 cawe B fgeHs”

4WA ANA APUEMA BHYTRE

OETPANEKC 1000 vr "/ BETPANEKC' 1000 ur

1 TAGNTHA & BEHL" . CHMNTOMATHHECKAR TEPANMA CCTROTD TEMOPRHOR
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Herparens”

CucrtemHbIN Noaxoa K 3aboneBaHusam BeH!

Detpanekc®: kpaTkas uHGOpMaumsa no 6e3onacHocTu

Cocras”. OumLLEeHHas MUKPOHM3MPOBaHHas hnaBoHomaHas dpakumus 500 mr: anocMu 450 Mr, hnaBoHOMAbI B NepecyeTe Ha recnepuanH 50 Mr. OumLeHHas MUKPOHU3MPOBAHHAs (GNaBoOHO-
naHas ppakumnsa 1000 mr: guocmun 900 Mr, hnaBoHomAabl B nepecyeTe Ha recnepuanH 100 mr. MokasaHus K NpuMeHeHuIo®. Tepanusi CUMNTOMOB XPOHUYECKMX 3a60N1eBaHUI BEH (YCTpaHeHue
n obneryeHne cMMNTOMOB). Tepanusi CUMNTOMOB BEHO3HO-NMM(ATUYECKON HEA0CTAaTOMHOCTU: 60Nb, CYAO0POrU HMKHUX KOHEUHOCTEN, OLLYLLEHWe TSHXKECTU U PacnMpaHus B HOrax, ycTanoctb
Hor. Tepanusi NpOsIBNEHMI BEHO3HO-NMMM(ATMHECKOW HEA0CTaTOHHOCTU: OTEKM HUKHUX KOHEUHOCTEH, TPOPUYECKME M3MEHEHMS KOXM M MOAKOXHOM KNETYaTKW, BEHO3HbIE TPODUUYECKMe A3BbI.
CuMnTOMaTUYecKasi Tepanus OCTPOro U XpoHU4eckoro reMopposi. Cnoco6 npuMeHeHUs M Ao3bl”. BeHo3HO-MMdaTUYeckas HepoctatoyHocTe — 1000 Mr B cyTku. OcTpblii reMoppoi — 4o
3000 Mmr B cyTKu. XpoHuueckuii remoppoit — 1000 Mr B cyTku. Mport . Mol Has YyBCTBUTENBHOCTb K aKTUBHBIM KOMMOHEHTAM MK K BCMOMOTaTebHbIM BELLECTBAM, BXOAS-
UMM B COCTaB npenapata. bepeMeHHOCTb U nepuoa, rpyaHOro BCKapMIMBaHUS (OMbIT NPUMEHEHUS OrpaHUyeH unu otcyTcTeyer). [leTckuii BospacT Ao 18 neT (OnbIT NpUMEHEHUs OTCYTCTBYET).
[LononHutensHo ans detpanekc® cycnexsus 1000 Mr: HenepeHOCMMOCTb GpyKTO3bl. Ocobble ykasaHus*. HasHaueHWe npenapata He 3aMeHsieT cneLmdrUyeckoro neYeHns 3abonesaquit npaMon
KMILIKK M aHabHOTO KaHana. ECi cuMnToMbl reMopposi COXPaHSIIoTCSl MOC/ie PeKOMEHYEMOro Kypea JieueHHusl, CieflyeT NPOMTM OCMOTP Y NPOKTO/IOra, KOTOPbIN NoabepeT AanbHeiwyio Tepa-
nuio. B3aumopeicTeue € ApYruMm NleKapcTBEHHbIMM cpeacTBaMu®. bepemenHocTb /Mepuop, rpyaHoOro Bckapmnamsanus®. MpeanoyTUTENbHO He MPUMEHsITh Mpenapat. BausiHue Ha cnoco6HoCTL
YNpaBAsATh TPAHCMNOPTHBIMU CPEACTBaMMU, MexaHu3Mamu™. [o6ouHoe aeiicTBue®. Yacmo: anapes, oucnencys, TOWHOTa, peoTa. Heyacmo: Konut. Pedko: ronoBOKpYXeHWe, rofoBHasi 6onb, obliee
HefoMoraHue, KOXHast Cbifb, KOXHbIN 3y, KpanuBHULA. HeymoyHeHHol Yacmomsl: 60nb B XKMBOTE, M30/IMPOBaHHbIM OTEK LA, ry6, BEK. B UCKTIOYUMEbHbIX CTy4asiX — aHTMOHEBPOTUYECKMiA
otek. Mepeposuposka®. @apmakonoruyeckue ceoicTsa”. [letpanekc® obnaaaeT BEHOTOHM3MPYIOLWMM U aHTMOMPOTEKTUBHBIM CBOMCTBaMM. [penapaT yMeHbLUAeT pacTsiKMMOCTb BEH U BEHO3-
Hbll 3aCTOM, CHWXXaEeT MPOHMULLAEMOCTb KanWISIPOB M MOBbILIAET UX PE3UCTEHTHOCTL. (DopMa Bbinycka®. Homep peructp. 0 YAOC p : JIM-003635, J1M-004247, 1M N011469/01.

* [ns nonyyerus nosHol UHGopMayuu, noxanyticma, 06pamumect K UHCMPYKYUU No MeOUUUHCKOMY NPUMEHEHUI0 IeKAPCMEeHH020 Npenapama uiu Nojy4ume KOHCYbmMayuto cneyuaucma.

Detparens®: kpatkas MHGpOpMaLus no 6e30nacHoOCTH

Cocrae”. [enapuH Hatpus 100,0 ME, scceHumanbHble dpocdonunuabl 10,0 Mr, 3cumH 10,0 mr. MokasaHua K npuMeHeHuMio”. Tepanus CUMNTOMOB XPOHWYECKuX 3aboneBaHuii BeH. BapukosHas 60-
Ne3Hb C CUMNTOMATHKO B BUAE BONM, OTEKOB, OLLYLIEHMS TSHKECTU U YCTANOCTU B HOFaX, HOYHbIX CYA0POF MKPOHOXHBIX MbILLLL M C IPU3HAKaMM B BULE TeNeaHrM3KTa3uii (COCYANCTbIE 3BE3A04KN
W CETOYKM) M BapUKO3HbIX BEH. [l0BEPXHOCTHbIN PnebuT, TpoMbodnebuT. femaToMbl NpU TPaBMax, BK/IK0Yasi CMOPTMBHbIE PaCTsHKeHMUs 1 yLinbbl. [locneonepaLmoHHble reMaTtoMbl 6e3 HapyLieHus
LIeNIOCTHOCTM KOXHbIX MOKpOBOB. CNoco6 npuMeHeHus M A03bi*. HapyHo. [elb HAHOCAT TOHKWUM CNI0EM Ha MPOBNEMHbIA Y4aCTOK KOXM U paBHOMEPHO pacnpeaensitoT IerkMM1 MaccupytoLWmMmn
LBIKEHUSIMU: 2—3 pasa B CyTKM EXEQHEBHO 10 MCHE3HOBEHMS CUMNTOMOB. [POO/KUTENBHOCTL NleveHnst — He Gonee 15 aHel. Bo3MoXHOCTb NpoBeaeHUs Gonee ANUTENBHOTO Kypca NeyYeHuns
onp! Tcs BpauoM. Mpor . [MNepyuyBCTBMTENLHOCTL K KOMMOHEHTaM Npenapara, reMopparMyeckuii Auates (B T.4. TPOMGOLMTONEHUYECKAs Mypnypa), reModuus, HapyLueHue
LIeNIOCTHOCTU KOXHbIX MOKPOBOB B MECTE HaHEeCEHWs mpenapara (OTKPbITble paHbl, A13BEHHO-HEKPOTUYECKME MOPAXKEHMS), OXKOTH, IK3EMa, KOXHble MHPEKLMM. [poTHBONOKa3aH K NPUMEHEHMIO
Ha cnm3ucTbix. Bospact fo 18 net. Ocobble ykasaHus®. HaHeceHue rens Ha CiM3ucTbie 060/104KM NPOTMBONOKasaHo. M3beratb nonagaHus B masa. [py pasBUTUM annepruyeckux peakumin
HeMe/J/IeHHO MPeKpaTMTb NPUMeHeHWe npenapata U 06paTuTbes K Bpady. B #CTBUE C APYrMMM NeKapC cpencTBamm®. Henb3si HAHOCUTb Ha KOXY OAHOBPEMEHHO C APYTMMU
NeKapCTBEHHBIMM MpenapaTtamu Afisi Hapy>KHOro npuMeHeHws. bep Tb* U nep p rpyabto*. [lo HacTosilero BpeMeHU He 6bi10 COOBLUEHMI O HeXenaTeNbHbIX pdekTax
B OTHOLUEHWUM MaTepu 1 NoAa Npu NpUMEHeHUU npenapara bep . Mpi BO BpeMs 6epeMeHHOCTU U B MepUOA, N1aKTaLu BO3MOXHO TO/bKO B TeX C/y4asiX, Koraa
oXugaeMas nonb3a Tepanuu ANs Matepu NpeBbILIAET MOTEHLMAbHBIA PUCK AN1S NN10AA, TO3TOMY Nepes, NpMMeHeHWeM npenapata cieayeT NpOKOHCYNLTUPOBATLCS C BpavoM. BausHue Ha cno-
co6HOCTb ] Tb pa6oTbl, TpebyioLMe BbICOKOH CKOPOCTM NCUXMYECKUX M (pU3MUECKMX peaKumid”. MiccnenoBaHuii MO U3yYeHMIo BAUSIHUS npernapata Ha cro-
COBHOCTb BOAUTL aBTOMOBM/L M YNPaB/ISTL MeXaHU3MaMK He npoBoanoch. MoGouHoe aeiicTaue”. OyeHb pedko: KOHTAKTHbINA AepPMaTHT, KPAaNUBHULA, KOXKHas CbiMb, KOXHbIA 3y, 6poHXOCMasMm.
Tpy MeCTHOM NpUMEHEHMM 3CLMHA COOBLLANOCH O €AMHUYHbIX CITy4asnX Pa3BUTUS OCTPbIX aHadUNaKTMYeckux peakuyid. NMepeaosuposka®. Papmakonoruyeckue coicTea”. KOM6MHMPOBAHHIN
rpenapar, okasbiBaeT MECTHOe aHTUKOary/isHTHOe, MPOTMBOBOCMANIMTENbHOE, BEHOTOHM3MPYIOLLEE W aHTUAarperaHTHoe AeiCTBME, CHIKAET MPOHULIAEMOCTb BEH, YNyYLIAET MUKPOLIMPKYNSLIAIO.

®opma Bbinycka®. [enb 419 HapyKHOro npumMeHeHus. Homep peructp 0 YAOC p JMN-001044.
* [ing nony nosHoli uH@op I, noxanylicma, 0bpamumect K UHCMPYKUUU N0 MEOQUUUHCKOMY Np Jnekapc 0 npenap
Martepuan npegHasHa4eH Ans cneuuanucToB e

AO «Cepsbe»: 125196, . Mocksa, yn. JlecHas, 4. 7, 3tax 7/8/9. TenedoH: +7 (495) 937-0700, dakc: +7 (495) 937-0701
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