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Toproesoe HauMeHoBaHue: DHTUBKNO®. Per. ya. NeJ1M-003697. Aencteyouiee BewecTBo: Begonmsymab — 300 mr. JlekapcTBeHHasa opma: nmodhunmsaTt ons npuroToBeHNa KOHUEeHTpaTa
[NS NPUrOTOB/IEHUS PacTBopa AN UHMY3Mi. MoKasaHUsi K MPUMEHEHWIO: S3BEHHBIN KOIUT. MauneHTbl CO CPeAHETSMKESbIM NN TSHXKESbIM aKTUBHbBIM SI3BEHHbIM KOJIMTOM: C HeafeKBaTHbIM
OTBETOM, HEI(MMEKTUBHOCTLIO SIEUEHNS NN HEMNEPEHOCUMOCTBIO OAHOMO WM HECKOJIbKUX MPenapaToB CTaHAAPTHOW Tepanun; C HeyAoBNeTBOPUTENbHLIM OTBETOM, yTpaTol oTBeTa Unu
HenepeHOCUMOCTbIO OQHOIO NN HECKOMbKUX MHIMBUTOPOB (hakTopa Hekpo3a onyxonu-anbda. 6ose3Hb KpoHa. MNMauneHTbl CO CPefHETSHKENON NN TSXXENOoN akTUBHOM 60ne3Hbtlo KpoHa:
C HeafleKBaTHbIM OTBETOM, HedMMEKTUBHOCTBLIO JSIEUEHWUS UM HEMNEPEHOCUMOCTBIO OAHOMO WM HECKOJIbKMX MpernapaToB CTaHAAPTHOW Tepanuu; C HeynOBIeTBOPUTESIbHBIM OTBETOM,
yTpaTon OTBeTa WU HEeNepPeHOCUMOCTbIO OAHOIO WM HECKONIbKUX UHIMOGUTOPOB (hakTopa Hekposa onyxonu-anbda. Cnoco6 NpUMeHeHUst U [O3bl: CXeMa JledeHUs ofuHakoBa Anst
S13BEHHOro konunta un 6onesHn KpoHa. MNpenapat HTMBMO® 300 Mr BBOAMUTCH NaumMeHTaM B BUOE BHYTPUBEHHOW UHDY3UM B TeueHne 30 MUHYT, 3aTeM B TOW e [A03e yepe3 2 Heaenn
1 Yyepes 6 Hefenb Nocne NepBOro BBeAeHWs, 1 Aanee kax/able 8 Heaesb. B cnyyae oTcyTCcTBUS TepaneBTUUeckoro acdekTa Kk 10-oi1 Hefene y NauneHTOB C S3BEHHbIM KOJIMTOM HEO6X0AMMO
npekpaTUTb AasbHelllee fleyeHre. Y nauneHToB ¢ 60ne3Hbio KpoHa C OTCYTCTBUMEM KIMHUYECKOro OTBETa Ha Teparnuio, TepaneBTUYeCcKnin adekT MOXKET ObiTb AOCTUIHYT C MOMOLLbIO
BBefeHUs npenapata HTnBMo® 300 Mr Ha 10-on Hepene. MNaumeHTaM, y KOTOPbIX OTMeYaeTCs KIIMHUYECKUIA OTBET Ha JledeHue, nocne 14-on Hegenu npoposixkatoT BBOAUTL npenapat
C MHTepBanoMm B 8 Heflenb. Mpu OTCYTCTBUMN MPU3HAKOB KIMHUYECKOro OTBETa K 14-011 Heflene y NaLmeHTOB ¢ 601e3Hbo KpoHa Kypc fledeHns cneayeT NpekpaTuTb. Y NauneHTOB C S3BeHHbIM
KONIMTOM 1 60n1e3HbI0 KPOHa, Y KOTOPbIX HAaGMIOAAETCSH CHUXKEHME KIIMHUYECKOro OTBETa Ha JledeHne, TepaneBTUYeckunin 3pekT MOXKET GbiTb AOCTUMHYT C NMOMOLLbIO BBEAEHWS NpenapaTa
SHTUBKMO® 300 Mr Kaxayto 4-yio Heaento. Ecnv nopaepxvBatoLLas Tepanus npepBaHa U BO3HMKaeT HEO6XOAMMOCTb BO3OGHOBUTL JSledeHne, CneayeT UCMOob30BaTb PEXIM A03UPOBaHUS
C UHTepBasnoM kaxkable 4 Hefenu. MonHas MHopMaLUs Mo cnocoby NPUMEHEHUs U A03aM NpeAcTaBieHa B UHCTPYKLMKU MO MEAULIMHCKOMY NMpUMeHeHuto. MpoTUBonoKasaHus: AeTCKUi
BO3pacT [0 18 neT; runepuyBCTBUTENbHOCTL K BEAONN3YMady Uu APYruM KOMIMOHEHTaM npenapata; akTuBHas hopMa TsKesbiX MHMEKLMOHHbIX 3a60NeBaHui, Taknx Kak TyGepKynes,
cencuc, LMToMeranoBrpycHas UHheKLMSs, TMCTEPUO3, U ONMOPTYHUCTUYECKME MHMEKLMN, Takne Kak nporpeccupyiollias MynbTudokanbHas nenkosHuedanonatus.Mo6ouHoe aencTeme.
Haunbonee yacTble HexenatesbHble peakummn (=1/10): HazodapUHIT, roloBHaa 60/1b, apTpanrus. YacTtble HexxenartesibHble peakummn (21/100, <1/10): BPOHXUT, raCTPOIHTEPUT, HMDEKLIMN
BEPXHUX AbIXaTeNbHbIX MYTEN, FPUMM, CUHYCUT, (PAPUHIUT, NaPecTe3ns, rmnepTeH3ns, 60Mb B 061aCTV POTOIIOTKM, 3a/I0XEHHOCTb HOCA, Kalllenb, aHasnbHbIN abcLecc, aHanbHas TpeLLnHa,
TOLLHOTa, AMCrencus, 3anop, B3AyTUe XMNBOTa, METEOPU3M, NrEMOPPON, Cbifb, 3yA, 3K3eMa, 3pMUTeMa, HOUHAast NMOTIMBOCTb, aKHE, MbilLeYHble CrasMmbl, GONb B CMNHE, MbilleyHas cnabocTb,
YTOMNSEMOCTb, 60/b B KOHEYHOCTAX, Nupekcus. MNepeveHb Bcex MOGOUHbIX 3hheKTOB npeacTtaBfeH B UHCTPYKUUM MO MeAULMHCKOMY MNpuMeHeHuto. Ocobble ykasaHusa. Mepen
HauasioM ledeHns NpenapaToM SHTUBMO® PEKOMEHAYeTCs NPOoBeAeHMe BaKLMHALMN BCEX NaLMEHTOB B COOTBETCTBUM C AENCTBYIOLLMMU PEKOMEHAALUMSMU MO MMMYHU3aumK. MpenapaT
cnepyeT NPUMEHsSITb NOf, CTPOrMM HabloAeHNeM KBanMMULMPOBAHHOIO MeANLMHCKOro NepcoHana, CoCoGHOro OCYLLECTBATb KOHTPOMb PeakLMii r1nepyyBCTBUTESIBHOCTI, BKOYast
aHaUNaKkTUYecKyto peakumio. MauneHTbl JOMKHbI HaXOAMTbCH MOA CTPOrMM HaGMoAeHNeM BO BPeMsi MHAY3UM 1 Nocne ee 3aBeplLUeHUs B TeYeHue [BYX 4acoB A/1S MepBblX ABYX
VHY3UIM 1 NPUMEPHO OOHOMO Yaca AN Nocneayowmx nHdy3un. NMepeyeHb Bcex 0cobblX YKasaHUM NPeACTaB/eH B MUHCTPYKLUUN MO MeaUMUMHCKOMY NpuUMeHeHuto. MonHas nHgopMaumusa
ro npenapaTy CoAePXMUTCH B UHCTPYKLIUW MO MEAULIMHCKOMY NPUMEHEHUIO.

MHOOPMALNA TOJIbKO ONA CNEUMANTNCTOB 3PABOOXPAHEHNSA C-APROM/RU/EYV/0154

OO0 «Takepa MapMacboTUKaNC» 3 ® A
yn. Ycayesa, 2, cTp. 1, 119048, MockBa, Poccus 7 HTMBMO
W Ten.: (495) 933 5511, cbakc: (495) 502 1625;

www.takeda.com.ru BeAO/\ MByM86

Ha npasax peknambl



Ha npasax pexknambl

6“ i ( @fmm...___. n
“ AL QEFMQ npo

;:?""GMW“ES PEKTaNbHbIX
ACTBO ang
gﬁﬁJ NEYEHWS rEMOPpPogy

b
e Gt~ Do

PENMU 1,

e NuBanar |
M
Mm“rmmn mr

e
[Feaape
v

Fpen pertanug
CPERCTRG M; ROMTeK e

animEaTapoN
FEMOPPOR

e
B wn

Penuch® NMPO — GbicTpbiN aHEeCTEeTUK' U CUNIbHbIN cTepous?
ANA NleYeHUs1 0CTPOro reMoppos.

Penunc® Mpo — 3[ECb u CENYAC

dnyokopTosioHa nuBanaTt JlnpokauH
CunbHbIM TONMYeCcKnn cteponp? AHecTeTUK' ObICTPOro AencTBUSA

Pennd*® Mpo. Kpem pekTtanbHblii/cynno3ntopun pektanbHble. MHH unu rpynnup YHOe Ha dnyokopTonoH + nugokanH. MokasaHma: remoppoit,
MPOKTUT, 3K3eMa B 06nacTu aHyca (ana Kpema pekTtanbHoro). CNoco6 NpuMeHeHMA N AO3bl: NPUMEHATb NOCe NPOBeAeHNA MMIMEeHNYecKrx npoueayp.
MpoponkUTeNnbHOCTb NeYeHNsa He AOSKHa NMpeBbIlWaTh 2 Hefenu. Kpem peKTanbHblii clesyeT HaHOCUTb ABaX/Abl B leHb: YTPOM 1 BeyepoMm. B nepsbie fHM
NeyeHVA Kpem MOXHO HaHOCWTb TPU pa3a B AeHb. [1o Mepe obneryeHna CUMNTOMOB 4acTo 6biBaeT AOCTaTOUHO OAHOW anmauKauun B AeHb. Cynnosutopum
peKTabHble - 0 OAHOMY CYNMO3UTOPUIO BBOAAT ryOOKO B 33[iHNIA NPOXOA ABa Pa3a B AeHb, yTPOM 1 BeUepoM, Npu Taxenon ¢opme 3abonesaHnsA nepsble TpK
[IHA BBOJAT MO OAAHOMY CYNMO3MTOPWIO TPU pasa B AeHb. [pun cTabrnbHOM ynyylleH OCTaTOUHO BBOAMUTD MO OAHOMY CYMMO3UTOPUIO B CYTKM WU Yepes AeHb.
Mpu cunbHO BOCNaneHHbIX 1 6oNe3HeHHbIX reMOpPPONAANbHBIX Y3/1aX, PEKOMeH/yeTCA HauMHaTb NledeHne ¢ Kpema. MpoTmBonoKasaHmna: Ty6epKynesHbii 1
cndunnTUYECcKne npoLecchl B 061acTi HaHeCeHVA Npenaparta; BUPYCHble 3aboneBaHUA (Hanprmep, BeTpAHaA 0cna, peakLya Ha BaKLIMHALIMIO, ONOACbIBAIOLLMIA
nvwai) B 0bnacTy HaHeceHUA npenaparta; fieueHne AeTel 1 NOAPOCTKOB; | TpMMecTp 6epeMeHHOCTH; MOBbIWEHHAA YyBCTBUTENIbHOCTb K KOMMOHEHTaM
npenapata. bepemeHHOCTb M NaKTauma: cneayeT HasHayaTb C OCTOPOXKHOCTbIO, HEOOXOAMMO COMOCTABMIATL OXKMAAEMYIO MOJb3Y JIeUeHUa 1A MaTepu C
BO3MOXHbIM PVCKOM [f1A Nfaoja W MnageHua. B nepuon 6epeMeHHOCTU U nakTauuy npenapat [O/MKEH WCMONb30BaTbCA HEMNPOAOIIKNTENIbHOE BpeMA.
Mo6GouHoe feiicTBUE: XKEHNe; PefiKo - pa3apakeHne 1 annepruyeckue peakumn. Mpy NPofomKNTENbHOM nedeHun (6onee YyeTbipex Hefenb) CyLecTsyeT
PVCK Pa3sBUTUA MECTHbIX W3MEHEHW KOXW, TakMX Kak aTpodus, CTpUM WM TeneaHrnskTasun. Ocobble ykasaHuAa: [lauueHTbl, nonyvawoole
NPOTUBOAPUTMMYECKME NpenapaTbl, JOMKHbI MPUMEHATb IMAOKAUH C OCTOPOXHOCTbIO. MMpy HanMumm rpmbKoBbIX UHPEKUUA B JomnonHeHne Tpebyetca
npoBefieHne COOTBETCTBYIOLIEN NPOTUBOrPUOKOBON Tepanuu. YcnoBuA oTnycKa: no pelenTy. Per. Homep Kpem pekTanbHbii: JICP-005202/09. Per. Homep
cynnosntopuu pekTanbHble: JICP-005203/09, MHCTPYKLMA NO NpuMeHeHuto oT 21.02.2017. MonHyo MHGopMaLmio CMOTPUTE B MHCTPYKLUM MO NPUMEHEHUIO.
AO «BAWEP», Poccus, 107113, r. MockBa, 3-a PbibuHckas yn., a. 18, cTp. 2.

1. Covino BG. Pharmacology of local anaesthetic agents. Br J Anaesth. 1986 Jul;58(7): 701-16.
2. OnyoKopToNOHa MMBanaT OTHOCWTCA K Khaccy CunbHbix Tonuyeckux KC, cornacHo knaccudukaumm Mwunnepa-MoHpo (1980), ¢ usmeHeHuAMU ©
pononHeHvamu. Tauber U: Dermatocorticosteroids — structure, activity, pharmacokinetics. Eur J Dermatol 1994: 4: 419-429.

a4 MEOQJUUNHCKUX N PAPMALEBTUYHECKUX PABOTHUKOB

AO «BAVEP», Poccna, 107113 Mockea, yn. 3-a PeiBuHckas, a. 18, cTp. 2. Ten.: +7 (495) 231-12-00, dbakc +7 (495) 231-12-02.
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ObWepocculickasn obliecmeeHHas opaaHusauus

«Accoyuayus kononpokmornozoe Focculs, coadannas 3 okmsabpa 1991 a.
10 UHUYUamuee spayel-Kononpokmonozoe PP, senfemcs yHUKabHol
g ceoell cghepe U cOHoll Uz cmapeliwiux oblecmeeHHEIX MeSULLHCKUX
accoyuayull. Ha danHbil momeHm e Accoyuauuy cocmourm Garee 800
KONonpoKmMono2oe Npakmuyeckl L3 ecex cybbekmos PO

OCHOBHBIE LIENW 1 3A0A4YU OPTAHM3ALMMK

* COBEpPLUEHCTBOBAHNE U Yny4weHne nevyebHO-guardocT4eckon
nomowyu BonbHEIM ¢ 3aBonesaHUsMMU TONCTOI KMLWIKKA, aHaNBLHOTO
KaHana n NPOMEXHOGTH,

* npodheccuoHantHas NoAroToBKa, creyuanuaauyus, ceptudukayus
W YCOBEPLUEHCTBOBaHWE BPa4eii-KoNnonpoKTooros i NoBsIWeHne
X npogreccHOHaNLHOTD, HAYYHOTO U MHTENNeKTYanbHOro YPoBHS;

= 3aWuTa NpodeccHoHanbHLIX U NMYHEIX MHTEPECOB Bpaueii-Kono-
NMPOKTONCroB B roCYAa8pCTBEHHLIX, OOLECTBEHHBIX W WHBIX OpraHu-
3ayunax B P® u 3a pybexom;

* pa3paCoTka ¥ BHegpeHWe HOBbIX OpraH13alyWoHHbIX U neYebHo-
AuarHocTUYeckux TexHonorii u Gonee payuoHansHex chopM opra-
HN3ayMy NOMOLYM KONONpPoKToNornyeckum GonbHeiM B NPaKTUKY
paboTk perMOHaNsHLX KONONPOKTONOTUYECKAX L|eHTPOR, oTAene-
HUIA 1 KabuHeToB;

* M3aaHue Hay4Ho-NpPakTUYECcKoro MeanLMHCKoro XXypHana «Kono-
NPOKTONOrusA», BXOOALIEro B NepeYeHb peleH3upyeMbIX KypHanos
1 nanauvia BAK MunucTepcTBa 0Opa3oBaHns W Hayku P®;

* MeXAyHapoAHOe COTPYAHWYECTBO C OpPraHM3auuAMK U obLean-
HeHUsMI KONOMPOKTOMOrOE U Bpayeil CMeXHbIX cneynansHocTeH,
yyacTue B opraHMsalguu u pabote paznuuHbix 3apybexHeix koHde-
peHLuii;

* OpraHu3auua u npoeefeHue Beepoceuiickux CHe3A0R KONOMNPoK-
TONoroB, a Tawke obLepocCUACKIX MEXXPErnoHaNnbHbIX W permo-
HanbHEIX KOHepeHUHIH, CUMMO3MYMOB U CeMWHApPOE NO aKTyank-
HbIM Npobnemam KononpoKTONoruK.

www.akr-online.ru

UneHami Ateoumaunn moryT 6Tk rpaxaade Pd u
MHDET PEHHLIE TPaXMAHE, UMBIOILME BbICLLIEE MEU-
LMHCKDe DOpa3osaHue, NpoLenuMe cneunanuaauui
10 KOHeNpoKTeoMKM, paboTarwwme B oGnacTu Kono-
npoKTonorMK He MERee 3-x neT, NpuaHaniywe Ycras
OprasKaauMn wyNacTeyoLine B €€ AesTeNLHOCTH

NPEUMYLLECTBA YUNEHCTBA B ACCOLUMALINA

« Gonee HNIKME PErMCTPALMOHHBIE B3HOCH! Ha yHacTHe B
Ob6iepocCHACKMX HaYYHO-NPaKTHYECKMX MepomnpHATHAX;

= GecnnatHaA nonMcKa U pacchinka xypHana «Kononpoxktonorna»
(Gna He uMeloLjuX 3adomKkeHHOCMU Mo Yname YNeHCKUX 63HOCO8);

* IpeMMyILecTBa NPU 3aUUCIeHUM Ha LUK NOBLILeHUA
KBanugpuxaymnm;

* uHopMaLMOHHaA NOANEPKKA U OPUAUYECKH-NPABOBAA 3alluTa
4yneHos Accounauwn;

* yneHam AccolmaLnm BeiflaeTcs cepTUhMKaT yeTaHOBNEHHOro
Mpaenennem obpasua

OBY4YEHMUE KOJIONPOKTONOMNOB HA BA3E MLUK

= JHOOCKOMUA

lNMpogheccuoHansHas OpduHamypa 1o cneyuansHocmu:
nepenodzomosKa; 31.08.02 — aHecmesuonoaus-peaHuMamornoaus
- Kononpokmonoaus 31.08.11 — ynbmpassykosas duasHocmuka

lMoeblweHue ksanuguKkayuu;

31.08.28 — 2zacmposrmeponozun
31.08.55 — kononpokmonoaus
31.08.70 — sHdockonus

JHdockonuA

Kononpoxkmonoaus

KonoHockonusi. Teopus U npakmuka ebinonHeHus

OGecneveHue aHecme3suonozuyeckozo Mocobus Kononpokmonozuyeckum GornbHoIM
Ilanapockonu4yeckue mexHonoauu 8 Kononpokmonoauu

PyHKYUOHaNbHLIE Memodbl duasHocmMUKU U nedenus SonesHeld monemod KUKy
Y3-memo0sl OuazHOCMUKU 8 KONonpoKmorno2uu

lFacmpoanmeponozun

HAYUYHO-OBPA3OBATE/IbHbIA OTHEN:

123423, 2. Mocksa, yn. Canama Aduns, 0. 2,

kab. Ne2 (yokonbHbIl 3max),

3asedywwas yvyelHol yacmeio — Waduna Hamanbs EezeHbeeHa
men.: +7(499)642-54-41 dob. 500

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

123423, 1. Mockea, yn. Cansama Aguna, . 2

8 (499) 642-54-41 nob. 1215 anTe
8 (499) 199-04-09 ApTamoHoBa M.10.
- info@akr-online.ru polinav@mail.ru

PexkBuautbl gns ynnatbl YNeHCKMX B3HOCOB:
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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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ypHan BKNOYEH B nepeyeHb peLeH3npyeMbix HayYHbI U3AAHNIA, PEKOMEH-
ayembix BAK, ana ny6nuKkauum oCHOBHBIX HAayYHbIX pe3ynbTaToB AUCCEpTa-
LUMOHHBIX UCCNEA0BAHUIA HA COMCKAHWE Y4YEHOW CTEMeHM KAHAWAATA Hayk,
Ha COMUCKaHMe Y4YEeHON CTeNneHU JOKTOpa HayK MO Hay4HbIM CMeLUanbHOCTAM
(N2 118 no coctoaHuIo Ha 24.02.2021):

® 3.1.6 — OHKonorus, nyyepas Tepanus (MeAULUHCKNE HayKK);

3.1.9 — Xupyprus (MeauumuHCcKue Hayku);

3.1.11 — [leTckas xupyprusa (MefULMHCKUE HayKK);

3.11.25 — JlyyeBas ANArHOCTUKA (MEAULMHCKUE HAYKK);

3.1.30 — lacTpO3HTEpONOrUA 1 AneTonorus (MeanLiuHCK1e Hayku).

3.3.2 — lNaTtonornyeckas aHatomua (MesnULMHCKUE HayKK);

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,
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LIST OF ABBREVIATIONS

AS — Anal sphincter

MRI- magnetic resonance imaging
RCT — randomized controlled trial
US — ultrasound examination

TERMS AND DEFINITIONS

Anoderm is the epithelial lining of the anal canal,
represented by a stratified squamous non-keratin-
ized epithelium.

Anal canal is the terminal part of the digestive
system, located between the lower rectum and the
anus.

“Anatomical” anal canal is a zone located be-
tween the outer edge of the anus and the dentate
line, 1.5-3.0 cm long.

Dentate line is a line formed by the margins of
the anal valves formed by the intestinal mucosa
between the Morgagni columns.

“Surgical” anal canal is the distal part of the
gastrointestinal tract, including the ‘anatomical’
anal canal and the distal part of the rectum (from
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the dentate line to the anorectal ring, i.e. the at-
tachment point of the puborectal muscle), with a
length of 2.4—4 cm.

Anal fibrosis is resulting from a chronic inflam-
matory process, including the presence of scars
in the edges and bottom of the fissure, a senti-
nel pile at the distal edge of the fissure, a fibrous
polyp of the anal canal at its proximal margin and
pectenosis.

Pectenosis is a rigid circular narrowing of the
anus due to scarring of the distal margin of the
internal sphincter.

Dyssynergic defecation is a disturbed coordina-
tion of the pelvic floor muscles during defecation.

1. BRIEF INFORMATION ON THE DISEASE
OR CONDITION (GROUP OF DISEASES OR
CONDITIONS)

1.1 Definition of the Disease or Condition
(group of diseases or conditions)

Anal fissure is a linear or ellipsoid tear (ulcer) of
the anoderm located within the ‘anatomical’ anal
canal [1-6].

1.2 Etiology and Pathogenesis of the Disease
or Condition (group of diseases or conditions)
Anal fissure is a polyetiological disease. Its cause
is trauma of the anal canal, most often due to the
constipation, frequent liquid stools or other def-
ecation disorders [1,5,7-9].

The main pathogenetic cause of anal fissures is
the presence of spasming of the internal sphincter
[10-13], which occurs in response to trauma of the
anoderm [7-9].
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An important role is played by a predisposition to
a low production of nitric oxide, which leads to an
increased tone of smooth muscles [14].
It is also possible for dyssynergic defecation
to influence on the internal sphincter spasming
[15,16]. The predisposing factors also include the
vascular factor: the inferior rectal artery does
not form a wide network of vascular anastomo-
ses along the posterior semicircle, the density
of the capillary network is also significantly less
here, and small arterial vessels feeding the ano-
derm pass through the contracted internal anal
sphincter [17]. Consequently, the spasming fur-
ther worsens the perfusion of the anoderm, cre-
ating unfavorable conditions for the healing of
the defect [17-19].
In the anal fissure, the margins and the bottom
are distinguished. An acute anal fissure (up to 2
months) has clear smooth margins without fibrous
changes. At the bottom of such a fissure, there are
nerve endings, which leads to a severe pain and
the internal anal sphincter spasming. If the main
damaging factors eliminate, an acute anal fissure
heals.
With continued exposure to damaging factors, the
healing process delayed. At the same time, fibrosis
develops in the margins and bottom of the tear,
preventing the epithelialization of the fissure: a
chronic anal fissure is formed [1,5].
Pathognomonic signs of a chronic anal fissure are:
e fibrosis in the margins of the tear, as well as the
presence of a fibrous polyp of the anal canal at
the proximal edge of the defect and/or the pres-
ence of a sentinel pile at the distal edge of the
defect;
e disease history = 2 months;
e fibers of the internal anal sphincter in the bot-
tom of the defect.

1.3 Epidemiology of the Disease or Condition
(groups of diseases or conditions)

Anal fissure is one of the most common dis-
eases. It accounts for 10-15% of all coloproc-
tological diseases, the incidence ranges from
20 to 23 per 1,000 adult population [20]. The
disease most often develops at the age of 30-
50 years, which determines its social signifi-
cance. The incidence among males and females
is the same [2].
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1.4 Features of the Coding of Disease or
Condition (group of diseases or conditions)
According to the International Statistical
Classification of Diseases and Health-related
Problems

ICD-10 codes

Class — Diseases of the digestive system (XI):
K60.0 Acute fissure of the anus

K60.1 Chronic anal fissure

K60.2 Anal fissure, unspecified

1.5 Classification of the Disease or Condition
(groups of diseases or conditions)
Anal fissure happens [21,22]:
1. By the disease time:
Acute
Chronic
. By site of the tear in the anal canal:
Posterior
Anterior
Lateral
. By the spasming of the internal sphincter:
With spasming
Without spasming (most often occur due to the
complications or are secondary manifestations
of the another disease).

e 6 W e o o N o o

1.6 Clinical Picture of the Disease or Condition
(group of diseases or conditions)

The main clinical manifestation of anal fissure is
burning pain in the anus after defecation.

Some patients report pain during defecation and
the blood discharge or blood stains on the stools
or toilet paper.

A change in the pain syndrome, a decrease in
its intensity, wetness, itching and persistent
burning in the anus, shows a complication
of the anal fissure — the blind internal anal
fistula.

2. DIAGNOSIS OF THE DISEASE OR
CONDITION (GROUP OF DISEASES OR
CONDITIONS), MEDICAL INDICATIONS
AND CONTRAINDICATIONS TO THE USE

OF DIAGNOSTIC METHODS

The criterion for the diagnosis of ‘anal fissure” is

the presence of a linear or ellipsoid tear of the
anoderm within the “anatomical” anal canal.

CLINICAL GUIDELINES. Anal fissure
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The diagnosis of ‘acute anal fissure’” means the
presence of a linear or ellipsoid defect of the ano-
derm located within the ‘anatomical” anal canal;
the duration of the disease history is less than
2 months; and there are no fibrous changes indi-
cating the chronic nature of the disease.
The diagnosis of ‘chronic anal fissure” means the
presence of a linear or ellipsoid defect of the ano-
derm located within the ‘anatomical” anal canal;
the disease history is more than 2 months; and
the at least one of the symptoms of a long-term
chronic process:

e scarring of the margins of the defect;

e fibrous polyp of the anal canal at the proximal
edge of the defect;

e sentinel pile at the distal edge of the defect;

e fibers of the internal anal sphincter in the bot-
tom of the defect.

In most cases, clinical examination is enough for

the diagnosis of anal fissure.

At the same time, it is necessary to carry out dif-

ferential diagnosis in order to exclude erosive and

ulcerative lesions of the anal canal of other origin

[1,21,23,24]:

e tumors of the anal canal and rectum;

e fistula-in-Ano;

® specific infections (tuberculosis, herpes virus,
actinomycosis, syphilis, HIV infection);

e complications of caudal teratomas (in the pres-
ence of an opening of the primary embryonic
tract);

e inflammatory bowel diseases with perianal
complications;

® hemoblastoses.

Diagnosis

When formulating the diagnosis of anal fissure, it

is necessary to reflect the nature of the disease,

the site of defects, the presence or absence of
spasming of the internal sphincter. The following
are examples of diagnosis formulations:

e ‘Chronic anterior anal fissure with spasming of
the sphincter’;

e ‘Chronic posterior anal fissure without spasming
of the sphincter’;

e ‘Acute posterior anal fissure”.

2.1 Complaints and History of the disease
Anal fissure is characterized by burning pain in
the anus after defecation. Some patients may
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complain of pain during defecation and discharge
of blood from the anus (blood blots on the stools
and toilet paper) [2,23].

When asking the history of the disease, attention
should be paid to the nature of pain, its duration
and connection with the act of defecation. The
following predisposing factors may present in the
history: insufficient intake of dietary fibers, spicy,
fatty and carbohydrate-rich food, constipation,
and diarrhea [2,25-27].

2.2 Clinical Examination
¢ Physical examination is recommended for all
patients with suspected anal fissure in order to
confirm the diagnosis [1,21,23,24]:
e \lisual check-up of the perianal skin and anus;
¢ Digital examination.
Grade of recommendation — C (Level of
evidence — 4)
Comment: the examination is carried out on a gy-
necological chair, in the position of the patient on
his back with his legs as close to his belly as possible,
and if it is impossible — in the side position.
During visual check-up of the perineum and anus, at-
tention should be paid to changes in the perianal skin
(wetness, rashes, etc.), the shape of the anus, its gap,
the presence of scarring and deformities, as well as
the condition of the inguinal lymph nodes. Then, with
careful spread of the anal verge, the anoderm should
be examined for the presence of its defect. At the same
time, the shape of the defect (linear or ellipsoid), its
depth and boundaries, changes in the margins and
the presence of a sentinel pile should be noted.
Digital examination for anal fissure is usually painful
and may require the use of local anesthetics. During
digital examination, attention should be paid to the
presence of an anoderm defect and its site, the con-
dition of the margins of the anal fissure, the pres-
ence or absence of fibrous changes in the anal canal,
comorbidities of the anal canal and the low rectum
(hemorrhoids, anal fistula, tumor, etc.).
It is necessary to determine the presence of clinical
signs of spasming of the internal sphincter, charac-
teristic of anal fissure — retracted and spasming
distal part of the internal sphincter.

2.3 Laboratory Diagnostic Tests
There is no specific laboratory tests for the anal
fissures.

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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Laboratory diagnostic tests should be performed
before the surgery to exclude comorbidities, as
well as, if necessary, for differential diagnosis.

2.4 Instrumental Diagnostic Tests

® Anoscopy, proctoscopy, and colonoscopy are not
recommended for patients with anal fissure
due to the presence of severe pain syndrome.

In order to clarify the diagnosis, it is recommend-

ed to perform the above tests in the surgery room

under anesthesia, if necessary; in other cases —

after pain relief [1,11,21].

Grade of recommendation — C (Level of

evidence — 5)

¢ In patients with anal fissure in the absence of
clear clinical signs of the internal sphincter
spasming, according to clinical examination,
it is recommended to study anal sphincter
functions by sphincterometry to objectify the
presence of the internal sphincter spasming
[1,11,28-30].

Grade of recommendation — C (Level of

evidence — 4)

Comment: this method allows to evaluate the to-

tal contractile activity of the external and internal

sphincters of the anus.

The following indicators are evaluated: tone and

strength of volitional contraction of the anal sphinc-

ters. The magnitude of the tonic tension character-

izes the internal anal sphincter predominantly.

With volitional contraction, the contractile activity

of the striated muscles of the external sphincter and

pelvic floor is evaluated. Spasming of the internal

sphincter is confirmed in the presence of at least one

of the following manometric signs:

1. Increase of the mean pressure in the anal canal
at rest;

2. The presence of ultra-slow waves.

Method: the patient is placed on the couch in the

position ‘lying on his/her side with his/her knees

bent’, the sensor is inserted into the anus to a depth

of 4.0-5.0 cm. Data is recorded 3—4 minutes after

the introduction of the sensor — the time required

for the patient to adopt to the test and attenuation

of the anal reflex caused by the introduction of the

sensor.

e In patients with anal fissure, in the absence
of clear clinical signs of the internal sphincter
spasming according to clinical examination, it is
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recommended to check-up the sphincter func-
tions by profilometry, while this test is a more
sensitive method for diagnosing the presence
of the internal sphincter spasming [1,11,29-31].
Grade of recommendation — C (Level of
evidence — 3)
Comment: profilometry is a method of assessing
pressure in the lumen of a hollow organ. Anorectal
profilometry provides pressure recording in different
planes along the entire length of the anal canal.
A computer program is used to graph the distribu-
tion of pressure values and calculate the maximum
and the mean pressure values, as well as the asym-
metry coefficient. The processing program provides
for the analysis of pressure data at any level of the
anal canal cross-section.
Spasming of the internal sphincter is confirmed in
the presence of at least one of the following mano-
metric signs:
1. increase of the mean pressure in the anal canal
at rest;
2. increase in the maximal pressure in the anal ca-
nal at rest;
3. the presence of ultra-slow waves.
Method: the test is carried out in the position of the
patient lying on his/her side with his/her legs bent
at the knees. After preliminary calibration, the cath-
eter is inserted into the rectum of the patient to a
depth of 6 cm. The rate of fluid perfusion through
the catheter is 1 ml / min. With the help of a special
puller device, the catheter is pulled out of the rec-
tum at a speed of 1 mm / sec, while the pressure is
recorded throughout its movement. Data analysis is
carried out using a computer program with a graph
showing the distribution of pressure in the anal
canal.

2.5 Other Diagnostic Tests

Additional instrumental and laboratory tests

are performed for the purpose of differential

diagnosis.

e For patients with anal fissure, in the absence of
signs of the rectal internal sphincter spasming,
according to physical and instrumental exami-
nation, and suspected presence of erosive and
ulcerative lesions of the anal canal of specific
etiology, as well as the development of compli-
cations, the following tests are recommended
[1,21,23,24]:

CLINICAL GUIDELINES. Anal fissure
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1. endoanal ultrasound;

2. colonoscopy (examination level — terminal
ileum).

Grade of recommendation — C (Level of

evidence — 5)

3. TREATMENT, INCLUDING DRUG
AND NON-DRUG THERAPY, DIET THERAPY,
ANESTHESIA, MEDICAL INDICATIONS
AND CONTRAINDICATIONS TO THE USE
OF TREATMENT METHODS

3.1 General Principles of Treatment of Acute
and Chronic Anal Fissure

The treatment of acute and chronic anal fissures
pursues the following objectives:

1. normalization of the stool;

2. relief of pain syndrome;

3. impact on the wound healing;

4. relaxation of the internal anal sphincter.

3.2. Treatment of Acute Anal Fissure
¢ Conservative treatment is recommended for all
patients with acute anal fissure [4].
Grade of recommendation — A (Level of
evidence — 1)
3.2.1. Diet Therapy and Normalization of the
Gastrointestinal Tract function with the Use of
Laxatives
e Patients with anal fissure are recommended to
consume an adequate amount of fluid and di-
etary fibers to normalize the activity of the gas-
trointestinal tract and eliminate constipation.
In cases where it is not possible to normalize
the stool while following a diet, it is recom-
mended to use laxatives in order to form a reg-
ular mushy stool in the patient [1,11,21,32-35].
Grade of recommendations — C (Level of
evidence — 5)
Comment: the diet of patients should include
foods rich in dietary fiber and a large amount of
liquid. It has been proven that daily intake of 25
grams of dietary fiber increases the frequency of
stool in patients with chronic constipation. The use
of liquids up to 1.5-2 liters per day increases the
frequency of stools and reduces the need for laxa-
tives in patients who follow a protein diet. Wheat
bran, seaweed and flaxseed traditionally used in
our country as a source of dietary fiber. Also, to
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normalize the activity of the gastrointestinal tract,
drugs containing the shell of plantain seeds or poly-
ethylene glycol, which have a high water-retaining
ability, are used. They allow the patient to avoid
straining during defecation. The doses of drugs are
chosen individually.
3.2.2. Conservative Treatment
e Patients with anal fissure are recommended to
undergo conservative therapy aimed at pain re-
lief and healing the defect [1,21,35-37].
Grade of recommendation — C (Level of
evidence — 5)
Comment: for the treatment of anal fissures, both
systemic and topical agents are used in the form of
gels, creams, ointments and suppositories.
With severe pain syndrome, are used:
1. agents from the group of propionic acid
derivatives;
2. local anesthetics.
The conservative treatment, including stool regula-
tion and the use of anesthetics, can effectively cure
up to 50% of patients with acute anal fissure.
As wound-healing agents, agents with anti-inflam-
matory, immunostimulating and analgesic effects
are used. These drugs can be used both for the
treatment of acute anal fissure, and as symptomatic
treatment for chronic anal fissure, as well as after
surgery to heal wounds. After surgery, the above
drugs are used in accordance with the stage of the
wound healing.
3.2.3. Non-Operative Relaxation of the Rectal
Internal Sphincter
eIn patients with anal fissure with the internal
sphincter spasming, it is recommended to inject
botulinum toxin type A into the internal anal
sphincter [2-5,38-50].
Grade of recommendation — B (Level of
evidence — 2)
Comment: as per this technique, the drug should be
injected under the visual control into the internal
sphincter under application or local anesthesia in a
total dosage from 10 units to 100 units [39].
It is worth noting that at the moment there is no
unified method of administration of agents for non-
operative relaxation of the internal anal sphincter
(different agents, injection points and their quan-
tity, dosage of the drug), which explains the signifi-
cant heterogeneity in the results of treatment of pa-
tients [3,40,41].
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Administration of the agent leads to epitheliali-
zation of the anal fissure in 33-96% of patients
[4,42-46]. The recurrence rate can reach 42%
[4,39,42,47; however, repeated use of the agent is
possible [44,45,48]. Complications after injection
of botulinum toxin type A (off-label) include: he-
matomas, perianal thrombosis, perianal abscesses;
though the morbidity does not exceed 2.2% [3].
Clinical manifestations of anal incontinence are
observed in 5.1%, they disappear within up to 8
weeks [3,39,40].

3.3. Treatment of Chronic Anal Fissure

3.3.1. Conservative Treatment of Chronic Anal

Fissure

e For patients with chronic anal fissure for the
purpose of symptomatic therapy and if surgery
is refused, conservative treatment is recom-
mended in accordance with the recommenda-
tions for the treatment of acute anal fissure
(see point 3.2. Treatment of Acute Anal Fissure)
[2-5,12,38-50].

Grade of recommendation — B (Level of

evidence — 2)

e Patients are not recommended to undergo
conservative therapy only more than 8 weeks
[51,52].

Grade of recommendation — B (Level of

evidence — 2)

3.3.2. Surgery for Chronic Anal Fissure

* Surgery is recommended for patients with

chronic anal fissure. Surgery for a chronic anal fis-

sure includes an excision of the fissure and various
methods of relaxation of the internal sphincter.

[1,4,48,53-58].

Grade of recommendation — B (Level of

evidence — 2)

Comment: the presence of fibrosis in the anal canal

significantly increases the risk of recurrence.

Fissure excision technique: the procedure should

include excision along the plane of the fissure with

fibrous changes within healthy tissues, with the re-
moval of the wound margins to the perianal skin
1.5-2.0 cm from the anal verge [1]. In cases where

a posterior internal fistula forms against the back-

ground of a chronic anal fissure, the surgery should

be performed according to the above method and is
supplemented by probing the fistula and excision on
the probe.
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With a transsphincter fistula, an additional internal

sphincterotomy is not recommended.

e In patients with chronic anal fissure with
sphincter spasming and a high risk of anal in-
continence after surgery (elderly patients, mul-
tiple and complicated childbirth in the history,
clinical signs of perineal descent), it is recom-
mended the fissure excision in combination
with non-operative relaxation of the internal
sphincter with botulinum toxin type A (after
excision of the fissure, 5 units of the drug are
injected at 3 and 9 o’clock (10 units in total))
[59-68].

Grade of recommendation — B (Level of

evidence — 2)

Comment: after the fissure excision an injection of

#botulinum toxin type A should be performed into

the internal anal sphincter, according to the method

developed in the RNMRC of Coloproctology, which is
more effective than isolated excision of the anal fis-
sure [60-67]. The most effective is a dose escalation

of #botulinum toxin type A from 10 to 40 units [67].

In addition, the use of this drug may be recommend-

ed for the treatment of patients with a high risk of

postoperative anal incontinence [68].

e In patients with chronic anal fissure with
sphincter spasming, if the fissure excision is in-
effective in combination with drug relaxation
of the internal sphincter, it is recommended
combine it with lateral internal sphincterotomy
[69].

Grade of recommendation — A (Level of
evidence — 1)
Comment: the technique of lateral internal closed
sphincterotomy. The index finger is inserted into the
anal canal. Under the digital control a narrow eye
scalpel is inserted between the internal and external
sphincters through the intersphincter space.
The depth of the scalpel insertion is up to the den-
tate line. Dissection of the sphincter is performed in
one motion, removing the scalpel outwards. The fin-
ger in the anal canal detects the presence of a dis-
sected sphincter diastase is, which indicates a cor-
rectly performed procedure.

The technique of lateral internal open sphincteroto-

my. At 0.5-1.0 cm from the anal verge at 3 o’clock,

according to the conventional dial, a semi-oval
incision of the skin is made about 1.0 cm long.
3.0-5.0 ml of 0.5% procaine solution is injected
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into the submucosal layer of the anal canal wall to
detach it from the internal sphincter. With a clamp
or scissors, the internal sphincter is separated from
the epithelial layer of the anal canal, as well as the
internal anal sphincter from the external one. The
height of the dissection is limited by the dentate
line. After the sphincterotomy, two stitches are ap-
plied to the skin.

Contraindications: patients with a high risk of per-
sistent anal incontinence in the postoperative peri-
od (elderly patients, multiple and complicated child-
birth in the history, clinical signs of the pelvic floor
descent) [70-74].

Complications [11,75]:

® hematomas in the area of sphincterotomy;

e abscesses in the area of sphincterotomy;

e fistulas in the area of sphincterotomy;

e anal Incontinence after surgery.

Lateral internal sphincterotomy is the ‘gold stan-
dard’ of anal fissure treatment. The rate of fis-
sure healing after sphincterotomy is from 88%
to 100%, with the rate of anal incontinence —
from 8% to 30%, with follow-up to 6 years
[43,70,76-84]. Open and closed methods of lat-
eral sphincterotomy are comparable in outcomes
[47,59,69,75,85].

3.4 Prevention  of  Infectious  Wound
Complications after Surgery

e For patients, after surgery for anal fissure in
the presence of large wounds and disorders of
the immune status, it is recommended to pre-
scribe antibacterial and antimicrobial agents
acting on the intestinal flora and in soft tissues.
The agents can be administered parenterally or
orally [1,21].

Grade of recommendation — C (Level of
evidence — 5)

4. MEDICAL REHABILITATION, MEDICAL
INDICATIONS AND CONTRAINDICATIONS
TO THE USE OF REHABILITATION METHODS

e In all patients who have undergone surgery for
anal fissure, in the postoperative period until
wound healing, it is recommended to carry out
daily dressings by cleaning wounds with anti-
septic solutions and applying ointment with
anti-inflammatory and wound healing effects

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

to the wound surface to reduce the risks of in-
flammatory complications) [1,21].

Grade of recommendation — C (Level of

evidence — 5)

e All patients who have undergone surgery for
anal fissure, in the postoperative period until
wound healing, are recommended to follow a
diet with fibers, taking dietary fiber to form a
regular soft stool [1,21].

Grade of recommendation — C (Level of

evidence — 5)

® All patients who have undergone surgery for
anal fissure are recommended to be under the
supervision of a coloproctologist or a surgeon
at their place of residence after discharge from
the hospital, for the period of wound heal-
ing, to prevent recurrence and complications
[1,21].

Grade of recommendation — C (Level of
evidence — 5)
Comment: the need for rehabilitation of patients
is due to surgical trauma of the perianal region and
anal canal. The presence of wounds in these ana-
tomical areas and their healing by secondary tension
cause the risk of infectious complications, postop-
erative bleeding.

Pain syndrome of varying severity and possible vio-

lations of the functions of defecation and anal con-

tinence in the postoperative period can lead to sig-
nificant social maladaptation and reduce the quality
of life.

General principles of rehabilitation after surgical

treatment:

e comprehensive assessment of the patient’s initial
condition and formulation of the rehabilitation
program;

e drawing up a plan of diagnostics and manage-
ment necessary for rehabilitation;

e multidisciplinary approach for rehabilitation;

e monitoring the effectiveness of the management
during the rehabilitation and at the end of the
rehabilitation.

Stages of rehabilitation of patients after surgery:

Stage 1 — early rehabilitation — from 4-6 to

7-10 days after surgery.

During this period, the patient is undergoing rehabil-

itation inpatient treatment for 3-5 days, after which

further rehabilitation takes place within 7-14 days
in an outpatient setting, or in a short-term hospital.
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The most important task of the 1st stage of rehabili-
tation is to normalize the activity of the gastrointes-
tinal tract for the normal consistency and frequen-
cy of stool. In addition, at this stage, hemostass,
wound healing and relief of postoperative pain are
monitored.

The 2nd stage — from 15 to 45 days after surgery —

is aimed at geometrically correct, programmable

healing of wounds with the control of the gastroin-
testinal tract activity.

e Diet: one of the important components of post-
operative rehabilitation at an early stage is the
normalization of the function of the gastrointes-
tinal tract, aimed at eliminating constipation,
the formation of a normal stool consistency. For
this purpose, patients are recommended to con-
sume an adequate amount of fluid and dietary
fiber.

Wheat bran, seaweed and flaxseed are used as
a source of dietary fiber in their natural form,
or in the form of dietary supplements and phar-
macological drugs, which have a high water-re-
taining ability, which makes it possible to soften
the stool, promotes regular defecation with the
exception of the need for straining to empty the
rectum.

e Hemostasis control: rehabilitation measures for
increased bleeding of wounds consist of their
regular examination, the use of ointment com-
positions with a complex, including capillary
strengthening effect, normalization of stool con-
sistency with restriction of excessive straining.
Various hemostatic remedies can be used, includ-
ing gelatin absorbent sponges, electrocoagula-
tion of bleeding surfaces.

® Relief of pain syndrome: the severity of pain de-
pends on the extent of surgical trauma of the
perianal area and anal canal, individual pain
threshold, the presence of sutures on the wounds
of the anal canal and perianal area. Systemic or
topical drugs for pain relief are selected individu-
ally by the attending physician, depending on the
degree of its intensity, as well as the severity of
psycho-emotional disorders.

e Programmable wound healing: one of the most
important aspects of postoperative recovery of
patients, which allows avoiding the development
of postoperative complications, is timely and to-
pographically verified healing of wounds. Proper
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management of the wound healing, starting from

the 2"day after surgery until complete epithe-

lization of wounds, implies: daily sanitation of
wounds with antiseptic solutions, dressing with
ointment applications (the composition of the
ointment is determined by the stage of the wound
process); control by a coloproctologist (digital ex-
amination is performed every two days); micro-
biological control (if infectious complications are
suspected).

The main rehabilitation measures after surgery for

the anal fissure.

After discharge from the hospital it is necessary to

carry out rehabilitation measures in all patients who

have undergone surgery for anal fissure. Depending

on the severity of functional disorders, a complex of

rehabilitation measures is carried out on an outpa-

tient basis or in an inpatient rehabilitation bed.

® Defecation disorder: — the patient needs me-
chanical cleaning of the intestine:

— performing a cleansing enema;

— prescribing osmotic-type laxatives with an as-
sessment of their effectiveness;

— mechanical removal of fecal masses under lo-
cal or regional anesthesia.

® Pain syndrome (the intensity of the pain syn-
drome on the numerological assessment scale

(NAS) exceeds 6 points, Appendix D):

— the use of analgesics, NSAID group adminis-
tered parenterally;

— application on wound surfaces of ointment
compositions, which include local anesthetic
and anti-inflammatory components;

— physiotherapy (ultraviolet, enzymatic, laser,
ultrasound, etc.).

® (ontrol of the wound healing (if necessary, the
use of local and/or systemic nonsteroidal anti-
inflammatory drugs with local control of the in-
flammatory reaction, the need to perform micro-
biological control):

— treatment of wound surfaces with antiseptic
solutions;

— application of ointment compositions on a
water-soluble basis containing antimicrobial
components;

— ointments containing antibacterial compo-
nents;

— broad-spectrum antibacterial drugs in tablet
form or administered parenterally;

CLINICAL GUIDELINES. Anal fissure
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— sowing of wound discharge with pronounced
inflammatory changes in wounds, suspected
contamination of wounds with pyogenic flora
with dynamic control 5 to 7 days after the
course of antibacterial therapy;

— physiotherapy (ultraviolet, enzymatic, laser,
ultrasound, etc.).

The objective of the 2nd stage of rehabilitation of
patients who have undergone surgery for anal fis-
sure is the final epithelization of wounds and pre-
vention of postoperative complications.

Also, during the 2nd stage of rehabilitation, control
over the consistency and frequency of stool, pain
syndrome, and control of the course of the wound
process remains relevant.

5. PREVENTION AND DISPENSARY
SUPERVISION, MEDICAL INDICATIONS
AND CONTRAINDICATIONS TO THE USE OF
PREVENTION METHODS

5.1 Prevention

e All patients with the appearance of the first
symptoms of anal fissure are recommended to
consult a coloproctologist to determine the
preventive measures aimed at preventing the
development and progression of the disease
[1,21].

Grade of recommendation — C (Level of

evidence — 5)

Comment: fundamental in the prevention of anal

fissure is the normalization of the activity of the

gastrointestinal tract, the elimination of constipa-

tion, compliance with the hygienic regime.

Timely diagnosis and treatment of the disease can

significantly improve the prognosis and reduce the

likelihood of complications.

5.2 Dispensary management

e For all patients who have undergone surgery for
anal fissure, after the end of treatment and wound
healing, follow-up by a coloproctologist is recom-
mended once every 6 months during the first year
to improve disease control and prevent recurrence
[1,21].

Grade of recommendation — C (Level of
evidence — 5)
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6. ORGANIZATION OF MEDICAL CARE

6.1 Indications for Hospitalization in a Medical
Organization

Hospitalization in a elective hospital is indicated
for patients with chronic anal fissure with the
sphincter spasming for surgery.

Hospitalization of patients for surgery is carried
out in case of the ineffectiveness of conservative
methods of treatment and the presence of fibrosis
in the anal canal.

Carrying out diagnostic measures in an elec-
tive situation at the stage of diagnosis can be
performed on an outpatient basis. It is advis-
able to carry out surgery in coloproctology unit.
Surgery can also be carried out in a one-day
hospital.

6.2 Indications for the Patient Discharge from

the Medical Organization

In case of elective hospitalization for chronic anal

fissure, the patient can be discharged, depending

on type of surgery, on the 3-5 days after surgery.

The indication for discharge is:

1. uncomplicated early postoperative period (ab-
sence of dysuria, bleeding, etc.);

2. absence of infectious complications;

3. controlled pain syndrome with the possibility
of its relief with oral medications on an outpa-
tient basis;

4. the possibility of independent defecation after
radical surgery (discharge is recommended af-
ter the first stool);

5. the patient’s ability (for patients with disabili-
ties) to independently continue the conserva-
tive treatment under the supervision of a re-
gional coloproctologist.

7. ADDITIONAL INFORMATION (INCLUDING
FACTORS AFFECTING THE OUTCOME OF THE
DISEASE OR CONDITION)

Negatively affect the outcome:

1 infectious complications;

2. stool disorder (diarrhea or constipation);

3. non-compliance by the patient with the restric-
tive regime and dietary recommendations.
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Criteria for assessing the quality of medical care

Ne Quality Criteria Levelof | Grade of
evidence | recommendation

1 |The patient’s complaints and history were collected 2 A

2 | Aclinical examination was performed 2 A
Patients with anal fissure, in the absence of clear clinical signs of the internal sphincter 4 C
spasming according to clinical examination, underwent asphincterometry and/or
profilometry.

3 | For patients with anal fissure, in the absence of signs of the internal sphincter spasming, 5 C
according to clinical and instrumental examination, and suspicion of erosive and ulcerative
lesions of the anal canal of specific etiology, as well as the development of complications, it is
recommended to perform by endoanal ultrasound and/or colonoscopy.

4 | Conservative treatment of acute anal fissure was performed (taking into account the specific 2 B
clinical situation).

5 |Surgery for the chronic anal fissure was performed (taking into account the specific clinical 2 A
situation, the ineffectiveness of conservative therapy, the presence of the internal sphincter
spasming, fibrosis in the anal canal).

9 |Absence of anal incontinence because of surgery. 1 A

10 | Relief of pain after surgery for medical reasons. 2 A

The authors declare no conflict of interests.
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New morphological risk factors for metastasis
to regional lymph nodes in rectal cancer with invasion
into the submucosa
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AIM: to assess prognostic significance of pathologic features of T1 rectal carcinoma in relation to regional lymph
nodes involvement (N+).
MATERIAL AND METHODS: removed specimens (n = 66) after rectal resection for carcinoma pT1 were studied.
Following prognosticators were evaluated: depth of submucosal invasion, grade of differentiation, lymphovascular
invasion (LVI), tumor budding (Bd), poorly differentiated clusters (PDC) of tumor and rupture of cancer glands
(CGR).
RESULTS: lymph nodes metastases were found in 13 (19.7%) specimens. LVI was associated lymphatic spread
in great possibility OR 38.0 95% (I 2.1-670 (p < 0.0001). Tumor budding of high grade (Bd3) OR 6.2 95% (I
1.2-31 (p < 0.0001) and poorly differentiated clusters (p = 0,03) also increased risk of lymph node metastases.
Depth of submucosal invasion, grade of differentiation, and rupture of cancer glands failed to demonstrate sig-
nificant association with N+. Logistic regression analysis allowed to determine LVI as independent prognostic
factor of lymph node tumor involvement.
CONCLUSION: lymphovascular invasion, tumor budding and poorly differentiated clusters of tumor are the risk factors
of T1 rectal carcinoma lymph node metastases.
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INTRODUCTION [4], and 54% and 59% with pelvic MRI, re-
spectively [5].
Recently, the main predictors of lymph nodes in-

volvement in CRC T1, used in scientific research

Surgery for rectal adenocarcinoma with invasion
limited by the submucosal layer (T1) currently

varies from local excision to radical surgery.

The potential risk of metastases to the
lymph nodes in T1 tumors, according to vari-
ous trials, ranges from 6.3% [1] to 17% [2],
which is confirmed by the worst results of
local excisionin relation to local recurrence
(~10%), compared with curative surgery
(~3%) [3]. Preoperative detection of rectal
cancer metastases in regional lymph nodes
is not accurate enough: sensitivity 53% and
specificity 77% with endorectal ultrasound

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

and practical work, are the morphological fea-
tures of the tumor, determined after its local
excision.

According to the guidelines of the European
Association for Endoscopic Surgery (EAES) for
local excision of early rectal cancer, histological
features associated with a high risk of metasta-
ses to lymph nodes are: poor tumor differentia-
tion, lymphovascular and venous invasion and
foci of dedifferentiation [6]. In the latest ver-
sion of the NCCN recommendations [7], a high
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risk of lymph node lesion is due to a tumor size
exceeding 3 cm, deep invasion of the submucosa
(sm3), lymphovascular invasion (LVI) and poor
tumor differentiation (G3).

The most unequivocal opinion on this risk factor
has developed in relation to poor differentia-
tion of tumor and mucous forms of colorectal
cancer (CRC), which are currently a contraindi-
cation for local excision of the tumor [2,8-10].
The depth of tumor invasion into the submuco-
sal considered as one of the main predictors of
metastatic disease in CRC T1. For practical use
the Kikuchi classifications [11] for sessile and
flat neoplasms and the Haggitt classification,
for neoplasms on the pedicle are recommended
[12]. According to these classifications, the
depth of invasion into the submucosal layer is
determined. According to most authors, it di-
rectly affects the incidence of lymph node in-
volvement, up to 20% when the tumor involves
the submucosal layer [1-4,8,9]. A lymphovascu-
lar invasion is associated with the depth of tu-
mor invasion into the submucosal layer (Fig.1),
which increases the chances of regional lymph
nodes lesion by 4-6 times [8,9].

Since the use of existing morphological fea-
tures of the tumor and their use in practice has
limitations, in recent decades, new predictors
of the tumor metastatic potential have been
worked out, allowing more accurately selecting
patients with a low risk of lymph node involve-
ment, who can avoid major radical surgery and
possible complications. The existing practice of
selecting patients for subsequent salvage sur-
gery, in accordance with the JSCCR criteria in-
cluded in a number of clinical guidelines, is not
always justified, and, apparently, it is necessary
to create a certain algorithm for using morpho-
logical risk factors taking into account clinical
data for the selection of patients with high and
low risk of metastases.

Several histological features of the tumor pro-
posed as additional predictors, which are be-
lieved to reflect its biological aggressiveness
and metastatic potential.

One of these most well-studied features is tu-
mor budding (Bd), which is a phenomenon of
single tumor cells or small (< 4 cells) clusters
in the area of the invasive tumor front (Fig. 2),

Hosble Mopdonoruyeckmne GpakTopsl pMcka METACTA3MPOBAHMS
B PerMoHapHsie TMMQOy3ibl NPU Pake NPSMOM
KMLIKM C MHBA3MEN B MOACIMIUCTYIO OCHOBY

which is recognized as an independent unfavor-
able prognostic marker for any (T1-4) primary
tumor [13]. This phenomenon is considered as a
histological manifestation of impaired adhesion
and differentiation of epithelial cells, as well
as epithelial-mesenchymal transition (EMT).
Currently, the methodology for determining
and calculating Bd has been standardized and
validated by the International Tumor Budding
Consensus Conference, which makes it possible
to widely apply this parameter in routine prac-
tice and scientific research [14].

It should be noted that the determination of
the degree of differentiation of the tumor, in
accordance with the accepted criteria (WHO),
is carried out without taking into account less
differentiated tumor structures, mainly located
in the area of tumor invasion. Ueno, H. et al.
described such structures as poorly differenti-
ated clusters (PDC) consisting of 5 or more tu-
mor cells that do not form glandular structures
(Fig. 3).

According to the results of the studies, PDC,
largely than the degree of glandular differen-
tiation, is an indicator of the biological aggres-
siveness of the tumor in CRC [15].

Another potential predictor of metastases to
regional lymph nodes in T1 CRC is a recently pro-
posed histological feature in the form of rup-
ture of tumor glands (cancer gland rupture —
CGR), which is a violation of the integrity and
continuity of the epithelial lining of tumor
glands located along the invasive tumor front
(Fig. 4). This histological feature is proposed to
improve the selection of patients with a high

Figure 1. Lymphovascular invasion: tumor cells in the lumen of
the vessel (arrow). Staining with hematoxylin and eosin x100

New morphological risk factors for metastasis to regional lymph
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risk of lymph node metastases after endoscopic
removal of early CRC [16].

Despite the fact that there is a group of vali-
dated and recommended predictors for practical
use to assess the risk of metastases in CRC T1,
the results of their use are quite contradictory
and ambiguous. Many researchers emphasize

Figure 2A. Tumor “budding”: A — Bd1 (single isolated cells
along the invasive edge of the tumor — arrows). Staining with
hematoxylin and eosin. x200

Figure 2b. Tumor “budding”: b — Bd2 (isolated cells along
the invasive tumor edge — arrows). Staining with hematoxylin
and eosin. x200

Figure 2B. Tumor “budding”: B — Bd3 (multiple isolated cells
along the invasive edge of the tumor — arrows). Staining with

hematoxylin and eosin. x200

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

the need for further investigation of existing
features and the search for new objective pre-
dictors of metastatic disease.

In this regard, the aim of the study was to evalu-
ate the prognostic value of the main unfavor-
able predictors and their correlation with to re-
gional lymph nodes metastases in rectal cancer
pT1.

MATERIAL AND METHODS

The material for the single-center study was
rectal specimens removed during radical pro-
cedures for cancer in 2016-2020. The selection
criterion was the presence of rectal adenocarci-
noma with invasion limited to the submucosal
layer. It should be noted that in 10 cases, radi-
cal surgery was performed after local excision
of the rectal tumor: in 9 patients with trans-
anal endomicrosurgery and in one case by en-
doscopic submucosal dissection. The decision
to perform radical ‘salvage surgery’in these pa-
tients was made after an oncological MDT based
on the available clinical guidelines [18] and the

B b 3 .. . L o

Figure 3. Poorly differentiated clusters along the invasive edge
of the tumor (arrows): A — PDC1 (single); b — PDC3 (more
than 10). Staining with hematoxylin and eosin. x100

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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patients’ preferences. In the other cases, the
surgery with total or partial mesorectal exci-
sion was the primary method of treatment. The
study did not include patients who underwent
neoadjuvant therapy, patients with distant me-
tastases and other histological variants of the
tumor. The clinical and morphological charac-
teristics of the study material are presented in
Table 1.

The rectal specimens were fixed in a 10% so-
lution of neutral formalin for 48 hours, after
which they were examined on serial cross-sec-
tions. After local excision, the specimens were

. =
Figure 4. Rupture of tumor glands — CGR1: A — rupture of the
gland with accumulation of mucus; b — rupture of the gland
with accumulation of detritus (arrows). Staining with hema-
toxylin and eosin. x200

Hogble Mopdonoruyeckmne GpakTopsl pUcka METACTA3MPOBAHMS
B PErMOHapHble IMMQOY3bl NPU PaKe NPSMO
KMLIKM C MHBA3MEH B MOACIM3UCTYIO OCHOBY

stretched on a plate and fixed in a 10% neu-
tral formalin solution for 12 hours, after which
they were cut into parallel slices of 3 mm thick
with the margins of the resection marked. All
the removed tumors were studied totally. The
histological processing of the tumor tissue was
carried out according to a generally accepted
technique in a Leica ASP 6025 histoprocessor;
then it was poured into a paraplast; 3 microns
thick slices were cut, which were stained with
hematoxylin and eosin.

The obtained tumor slices were examined in
a light microscope to assess the main histo-
logical parameters. The morphometric studies
were performed on the digital images of the
tumor slices obtained by scanning with an x20
magnification.

For more accurate determination of lymphovas-
cular invasion, Bd and PDC, the selected tumor
slices were additionally stained by immunohis-
tochemical method in the Ventana Bench Mark
Ultra immunohistosteiner, using the Ultra View
Universal DAB Detection Kit (Ventana — Roche
Diagnostics) with antibodies to SC8/18 (clone
B22.1&B23.1, Roche Diagnostics), CD31 (clone
JC70, Cell Marque, dilution 1:100), in accordance
with the recommended protocols.

To assess the depth of tumor invasion into the
submucosal layer, the Kikuchi subclassifica-
tion was used (sm1 — invasion to a depth of
0.2-0.3 mm, sm2 — invasion to 2/3 of the sub-
mucosal layer and sm3 — invasion to the en-
tire thickness of the submucosal layer) for flat
neoplasms [11] and the Haggitt classification
for polypoid tumors on the pedicle (level 1-4:
level 1 — invasion into the ‘head’ of the polyp;
level 2 — tumor germination to the border with
unchanged mucosa; level 3 — invasion into the
‘leg” of the polyp, level 4 — invasion into the
submucosal layer of the intestinal wall) [12].
The differentiation and the degree of malig-
nancy of the tumor (G) were determined in
accordance with the criteria of the WHO clas-
sification of gastrointestinal tumors (5th ed.,
2019) [19]. Tumor staging was carried out in ac-
cordance with the TNM classification (7th ed.)
[20].

Tumor budding (Bd) was assessed by the inva-
sive edge of the tumor in accordance with the

New morphological risk factors for metastasis to regional lymph
nodes in rectal cancer with invasion into the submucosa
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Table 1. Clinical and pathomorphological characteristics of patients and the frequency of lesions of regional lymph nodes

n (%) N1-2 (%) P

N patients 66 (100.0%) 13 (19.7%) -
Number of patients with tumor TIN1-2 13 (19.7%) - -
Gender

Male 28 (42.4%) 5 (7.6%)

Female 38 (57.6%) 8 (12.1%) 10
Age (years) 62.0 (22-80)

< 62 years 32 (51.5%) 6 (9.1%)

> 62 years 34 (54.5%) 7 (10.6%) 10
Distance from the anal verge, cm

0-6 18 (27.3%) 4 (6.1%)

7-12 26 (39.4%) 6 (9.1%) 0.68

13-15 22 (33.3%) 3 (4.5%)
Surgery

Anterior rectal resection 21 (31.8%) 4 (6.1%)

Anterior rectal resection with total mesorectal excision 32 (48.5%) 6 (9.1%)

Intrasphincteric resection 6 (9.1%) 2 (3.0%) 0.8

Abdominoperineal resection 1(1.5%) 1(1.5%)

Coloprotectomy + TME* 6 (9.1%) -
pT1

sm1 15 (22.7%) 3 (4.5%)

sm2-3 51 (77.3%) 10 (15.2%) 10
Lymph nodes in the specimen 23 + 9.8

<23 34 (54.5%) 5 (7.6%)

>23 32 (51.5%) 8 (12.1%) 036
Tumor differentiation (G)

G1-2 63 (95.5%) 11 (16.7%)

63 3 (4.5%) 2 (3.0%) 0.09
Macroscopic form

plaque-shaped or flat-raised 20 (30.3%) 3 (4.5%)

exophytic 46 (69.7%) 10 (15.2%) 0.73
Lymphovascular invasion (LVI)

LVI+ 35 (53.0%) 13 (19.7%)

LVI- 31 (47.0%) 0 <0.0001
Tumor Budding (Bd)

Bd1 (0-4) 16 (24.2%) 1 (1.5%)

Bd2 (5-9) 14 (21.2%) 1 (1.5%) } 0.03

Bd3 (10 or more) 36 (54.5%) 11 (16.7%) |}
Poorly differentiated tumor clusters (PDCG)

PDC1 28 (42.4%) 1 (1.5%)

PDC2 16 (24.2%) 4 (6.1%) 0.01

PDC3 22 (33.3%) 8(12.1%)
Rupture of cancer glands (CGR)

CGRO 18 (27.3%) 3 (4.5%)

CGR1 48 (72.7%) 10 (15.2%) Lo

*in 4 cases, colproctectomy was performed for rectal cancer with infammatory bowel diseases, in 2cases — against the background of adenomatous polyposis

syndrome.
# the specimens removed after colproctectomy are excluded from the analysis
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recommendations of the ITBCC (2016): the pres-
ence of single cells or groups/clusters of cells
(up to four cells) along the invasive edge of the
tumor at the site of their greatest accumula-
tion (hotspot method) on an area of 0.785 mm?
(lens x20). The severity of Bd was assessed us-
ing the three-stage JSCCR system [17] included
in the recommendations (ITBCC) [14]: 0-4 ‘bud-
ding” — low degree of budding (Bd 1); 5-9 ‘bud-
ding” — medium degree of budding (Bd 2);
10 or more ‘budding” — high degree of budding
(Bd 3).

Poorly differentiated clusters (PDC) were deter-
mined in accordance with the criteria of Ueno,
H.: clusters of = 5 tumor cells without glandular
structures. To assess the presence of PDC, the
entire tumor, including the invasive margin,
was examined on the slices stained with hema-
toxylin and eosin at low magnification of the
microscope. After determining the area with
the largest number of PDC (hotspot method), a
quantitative calculation was performed with an
x20 magnification. Tumors with the number of
clusters <5, from 5 to 9 and > 10 were classified
as G1, G2 and G3, respectively [15].

Tumor gland ruptures (cancer gland rupture —
CGR) were evaluated by histology of the slices
stained with hematoxylin and eosin (H&E), in-
cluding tumor sites with the greatest depth of
invasion.

The presence of CGR was defined as the focal or
partial absence of epithelial cells that make up
the cancerous gland located along the invasive
edge of the tumor (with C-shaped structures
with flattening and dissociation of cells), re-
gardless of the concomitant inflammatory or
stromal reaction, as well as mucus accumula-
tion or the presence of an abscess. A case with
the presence of at least one glandular structure
corresponding to these criteria was considered
CGR-positive [16].

Lymphovascular invasion was determined in the
presence of tumor cells in the lumen of small
vessels limited by the endothelial layer [21].

Statistical Analysis

The clinical and morphological characteristics
of the patients and removed specimens were
entered into the database on the EXCEL for
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Windows platform. The normality of the dis-
tribution was checked using the Kolmogorov
method. Continuous variables with non-Gauss-
ian distribution were described by median and
amplitude.

The medians were compared using the Mann-
Whitney test. The variation series with Gaussian
distribution was characterized by the mean
and standard deviation. The mean values were
compared using an unpaired t-test. Categorical
variables were compared using the y? test (more
than two degrees of freedom), binary variables
were compared using the Fisher’s exact test.
The odds ratio (OR) at 95% coincidence interval
(95% CI) was calculated for risk factors in a uni-
variate analysis. The value of p < 0.05 was con-
sidered significant. The significant risk factors
were included in the logistic regression in order
to identify an independent predictor of lymph
node metastases. The statistical analysis was
performed using software SPSS 22.0 (Chicago,
ILl.) and GraphPadPrism 6.0 (LaJolla, CA).

RESULTS

The study included 66 rectal specimens removed
during radical procedures for cancer with mor-
phologically verified adenocarcinoma pT1 (Table
1). The mean number of examined lymph nodes
relevant to the rectum was 23.0+9.8. During the
morphology, metastases in pararectal lymph
nodes were detected in 13 (19.7%) cases. At the
same time, there was one affected node (N1a) in
5 (7.5%) specimens: Tlsm1Nla n = 2, Tlsm3N1la
n=3;in 4 (6.1%) specimens, 2-3 metastases in
lymph nodes (N1b) were detected at the depth
of invasion of T1sm3. In two (3.0%) cases, 5 af-
fected lymph nodes (N2a) were found — pT1s-
m2N2a and pT1sm3N2a. In two cases, with the
depth of invasion of the tumor pTlsm2 and
pTlsm3, metastases were found in 7 and 13
lymph nodes (N2a), respectively. Despite the
fact that metastases to mesorectal lymph nodes
were detected with deep invasion of the tumor
into the submucosal layer 3 times more often
(4.5% at T1sm1 vs 15.2% at T1sm2-3), these dif-
ferences are not significant (p = 1.0). Also, the
differences (p = 0.73) in the rate of lymph node

New morphological risk factors for metastasis to regional lymph
nodes in rectal cancer with invasion into the submucosa
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lesions in high grade adenocarcinoma (G3 —
2 cases 3%) and low grade (G1-G2 — 11 cases
16.7%) are not significant.

With a high degree of reliability in the pres-
ence of lymphovascular invasion (Fig. 1), were
detected metastases in the lymph nodes of me-
sorectum: OR 38.0 95%, CI 2.1-670 (p < 0.0001).
The tumor budding of high degree — Bd3 (Fig. 2)
was significantly more often detected in the tu-
mors with metastases in the mesorectal lymph
nodes: OR 6.2, CI 1.2-31 (p < 0.0001).

Poorly differentiated tumor clusters (PDC)
(Fig. 3) were also significantly associated
with metastases in mesorectal lymph nodes
(p = 0.03). Noteworthy is the fact that when
combining the degrees of PDC, the differences,
unlike tumor budding, were identical: PDC G1 vs.
PDC G2-3, OR 4.5 CI 1.2-16 (p = 0.02), PDC G1-2
vs. PDC G3, OR 4.5 CI 1.2-16 (p = 0.02) (Fig. 3).
The presence of the cancer glands rupture CGR
(Fig. 4) was detected in most of the cases (10 of
13) with metastases in the lymph nodes, but no
reliable correlation with the rate of metastases
of rectal cancer T1 in the lymph nodes of meso-
rectum was obtained (p = 1.0).

In a logistic regression model, the only inde-
pendent risk factor for metastasis to regional
lymph nodes was lymphovascular invasion
(LVI) — p < 0.0001.

DISCUSSION

The development of endoscopic technolo-
gies allows for organ-preserving treatment in
patients with CRC T1. For rectal tumors, the
problem of organ-preserving treatment is par-
ticularly relevant, which is associated with the
inevitable negative consequences of radical
procedures: low anterior resection syndrome,
genitourinary disorders, temporary or perma-
nent colostomy.

The main problem after local excision of the
tumor remains the assessment of the condition
and probability of regional lymph nodes lesions
to determine the indications for additional sur-
gery in a particular patient. To solve this prob-
lem, an active search is being done for morpho-
logical risk factors for metastases, which make
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it possible to identify tumors with a high and
low risk of metastatic disease.

Recently, the main predictors of lymph nodes
metastases recommended for practical use are
the depth of tumorinvasion into the submucosal
layer, the degree of differentiation (including
special forms — signet-ring cell and mucinous
adenocarcinoma), the presence of lymphovascu-
lar invasion, and tumor budding Bd. Additional
surgery is recommended in the presence of one
or more unfavorable morphological predictors
of a high risk of metastatic disease, detected
during histology of a tumor removed locally
[6,7,22].

However, despite a large number of studies on
these morphological predictors, their prognos-
tic value is still ambiguous, due to the problem
of reproducibility and the assessment meth-
ods used, as well as the level of sensitivity and
specificity of each. In addition, most studies
are devoted to the search of these predictors
in groups of patients with CRC, while studies on
the risk factors for metastases in early rectal
cancer have been done much less.

In this study, an assessment of the main predic-
tors of metastatic disease used and new poorly
studied morphological features for the risk of
metastases in rectal adenocarcinoma T1 was
carried out.

Of the selected 66 cases of rectal adenocarcino-
ma pT1, metastases were detected in 13 (19.7%)
cases, which is comparable with the rate of met-
astatic disease according to the previous stud-
ies [23,27,29]. It should be noted that lymph
node metastases were detected in most cases
with deep invasion into the submucosal layer
of sm2-3 — 10 (15.2%) versus sm1-3 (4.5%).
However, this difference had no significance
(p = 1.0). The depth of invasion into the sub-
mucosal layer remains one of the main practice
parameters, determining the risk of lymph node
metastases. However, in a number of studies,
the prognostic value of this feature is inter-
preted ambiguously [8,17,26—28]. Moreover, the
exact threshold value of the depth of invasion,
the so-called ‘NO Threshold” for early rectal
cancer, which determines the risk of metasta-
ses, has not been determined now. The values
given in a wide range from 200 to 1500 microns
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[6]. The most commonly used threshold value of
the depth of invasion is 1,000 microns (1 mm),
exceeding which significantly increases the
risk of metastases (relative risk 5.2 at 95% (I
1.8-15.4). This parameter showed high sensitiv-
ity (96.7%), but low specificity (24.1%), which
can lead to a large number of patients with ex-
ceeded indications for salvage surgery after lo-
cal excision of the primary tumor [23].

The degree of tumor differentiation was not
significantly associated with the rate of met-
astatic disease (p = 0.73), which may be due
to a small number of cases of G3 adenocarci-
noma (n = 2) in the group with metastases.
A small number of adenocarcinomas G3 has
the following explanation: the routine prac-
tice in the Center includes pre-op histological
confirmation of a rectal tumor. Cases of sus-
pected malignancy in the polyp, which, with
the development of special endoscopic meth-
ods (high-resolution endoscopy, chromoen-
doscopy, examination in the spectrum close to
infrared), has been the subject of discussion in
recent years. The presence of histology after
biopsy leads to the exclusion of patients with
low-grade and mucus-producing tumors, which
led to the selection of mainly G1-2 adenocarci-
noma for the study.

It should be noted that in most cases, CRC has
the structure of a high or moderate differen-
tiated adenocarcinoma, and only in 5-10% of
cases there is a low differentiation of adeno-
carcinoma or undifferentiated cancer [6]. The
unfavorable prognostic value of high grade ad-
enocarcinoma, including mucinous and cricoid
cell cancers, is well known, especially when the
tumor is localized in the rectum. However, given
the rate of their occurrence, this feature can be
used only in a small number of cases of CRC T1.
In addition, when analyzing and comparing
the data of the studies, one should take into
account the fact that there are different ap-
proaches to determining high grade adenocar-
cinoma: by the least differentiated component
of the tumor, regardless of its volume, which is
recommended for assessing local excision, and
by the predominant component in the tumor
after radical surgery [26,27]. There are also dif-
ferences between the WHO classification and
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the JSCCR: according to the JSCCR criteria, G2-
G3 adenocarcinomas are included in the high
grade category, i.e. moderate and low-grade
adenocarcinoma, and according to the WHO
criteria, adenocarcinoma G2 refers to a low
grade tumor [19,22]. Despite the fact that low
tumor differentiation is cited in many studies
as a significant risk factor for metastases, at
the same time, there is a low reproducibility of
this feature among pathologists and the need
to develop more objective criteria for its as-
sessment [15,23,26,27].

Such features like Bd and PDC showed a signifi-
cant correlation with metastases to mesorectal
lymph nodes (p = 0.03 and p = 0.01, respective-
ly). According to the data obtained, Bd2 and
Bd3 are associated with a high risk of lymph
node metastases in early CRC [6,8,9,13,14,30].
In the study, we obtained a significant prog-
nostic value only for the Bd3 (high grade),
which was determined in the majority of cas-
es — 11 (16.7%), with metastases to lymph
nodes, which does not contradict the available
published data. The absence of a prognostic
value of Bd2 in the studied group may be due
to a small number of cases.

For PDC, a significant correlation with lymph
node metastases was observed both when us-
ing a three-stage PDC1, PDC2, PDC3 assess-
ment, and regardless of the quantitative val-
ue/Grade. Such results are consistent with the
data of the previous studies. Despite the fact
that the determination of the number of PDC
in the proposed by Ueno H. system, by analogy
with Bd, should be carried out according to the
three-stage PDC1-3 system, in a large number
of the studies devoted to the study of this fea-
ture, a binary (yes/no) evaluation system was
used (especially for local excision), which also
showed that the presence of PDC, regardless
of their number, is a predictor of metastases
to lymph nodes [12,25,26]. It should be noted
that the morphological assessment of the PDC
demonstrated a fairly high rate of coincidences
and low variability between pathologists with
the values of the coefficient k (interobserver
variability /agreement — kappa statistics)
equal to 0.51 (Ueno, 2014) — 0.82 (Konishi,
2018) [25].

New morphological risk factors for metastasis to regional lymph
nodes in rectal cancer with invasion into the submucosa
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The phenomenon of rupture of tumor glands —
CGR is a new histological feature proposed as
a potential risk factor for lymph nodes metas-
tases in CRC T1.

The first study (Oishi et al., 2020) showed that
CGR has a predictive value with high sensitiv-
ity (100%), but low specificity (25%) and is
closely related to the depth of tumorinvasion
into the submucosal layer (p < 0.001). The
method proposed by the authors for assess-
ing this is simple and well reproducible in tu-
mor slices stained with hematoxylin and eosin
(coefficient k with values 0.61-0.80) [16].

In the study, we found this feature in 10
out of 13 cases with lymph node metastases
(76.9%), but we did not get a significant as-
sociation of CGR with the rate of metastatic
disease (p = 1.0), which is most likely due to
the insufficient statistical power of the study.
Nevertheless, the differences obtained, albeit
statistically unreliable, indicate the need for
further study.

Lymphovascular invasion is a universal unfavor-
able prognostic feature for cancer of any site
and prevalence. Recently, a vascular (lympho-
vascular and venous) invasion is considered an
important prognostic feature that affects the
determination of treatment approach in pa-
tients with CRC stage I-II.

The results of the study showed a high degree
of reliability in detecting metastases in region-
al lymph nodes in the presence of lymphovas-
cular invasion (LVI): OR 38.0 95% CI 2.1-670
(p < 0.0001).

In the logistic regression model, lymphovas-
cular invasion (LVI) turned out to be the only
independent risk factor for metastases to re-
gional lymph nodes — p < 0.0001. It can be
stated that in the absence of LVI, metastatic
lymph node lesion was not detected (pNO).
The strong prognostic value of LVI has been
determined in a large number of studies that
have shown that invasion of lymphatic vessels
is the most significant predictor of metasta-
ses to lymph nodes [8-10,21-23,27]. At the
same time, it is noted that the diagnosis of
lymphovascular invasion is associated with a
large variability of results among pathologists,
demonstrating low values of the coefficient
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k = 0.28-0.30, the value of which improved
somewhat when using an additional immuno-
histochemical method for detecting vessels
with a panendothelic marker CD31 and a marker
of lymphatic vessels D2-40 [23,27].

Thus, according to the results of the study,
lymphovascular invasion, tumor budding, and
the presence of poorly differentiated clusters
turned out to be the most significant predic-
tors of metastases in rectal adenocarcinoma
T1. Detecting lymphovascular invasion is
mandatory in the histology of CRC, especially
in early T1 cancer, and reflects the quality of
morphology. It should be noted that LVI, de-
spite the difficulties in detecting, was an in-
dependent predictor of metastatic lymph node
lesion in almost all the previous studies, while
the prognostic value of the remaining features
was ambiguous.

The ITBCC recommendations (2016) emphasize
that Bd is an independent predictor of metas-
tases to regional lymph nodes in CRC T1, the
prognostic value of which is equivalent to the
degree of differentiation of the tumor, vas-
cular and perineural invasion. Its definition
should be included in the overall assessment
of the clinical and morphological characteris-
tics of the tumor that determine the treatment
approach of patients [14]. However, the intro-
duction of the definition of this feature into
practice has identified a number of problems,
such as its reproducibility and accuracy of as-
sessment, the role of the immunohistochemical
method in the detection of Bd, the study of the
biological nature and relationship with PDC.
It is assumed that Bd and PDC are associated
with EMT and have a similar biology. Therefore,
a number of studies have attempted to jointly
calculate these parameters as a manifestation
of one phenomenon, since the separation of
these features by a threshold value of 5 tumor
cells (Bd < 4 cells; PDC = 5 cells) is quite arbi-
trary [28,29].

At the same time, taking into account the data
of the other studies on the prognostic value of
PDC and the results obtained by us, it is neces-
sary to further study this and standardize the
assessment methodology. Perhaps, PDC can
serve as an additional or alternative Bd feature,

KOLOPROKTOLOGIA, vol. 20, N 4, 2021



OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

in cases where its assessment is difficult or
the ‘budding’ of the tumor is not detected.
Apparently, tumor budding, PDC, and, probably,
cancer glands rupture, represent the structures
of the so-called poorly differentiated compo-
nent of the tumor, which is detected mainly by
the invasive front, and, in accordance with the
existing concept, reflects the process of tumor
dedifferentiation and epithelial-mesenchymal
transition, being an indicator of its biological
aggressiveness.

The results of this and the previous studies in-
dicate a large variability in the prognostic value
of the main morphological risk factors for me-
tastases used today. Moreover, the results of
meta-analyses and reviews of the main used
predictors of lymph node metastasis in CRC T1
have shown that none of the currently used
morphological features has sufficient sensitiv-
ity and specificity to accurately determine the
risk of metastasis and cannot be used indepen-
dently [23,27-29].

Apparently, it is necessary to search for a set
of the most significant predictors of metasta-
ses and create an algorithm for its application,
which will allow more accurate selection of pa-
tients with a high risk of metastases in rectal
cancer T1 for subsequent additional treatment.

CONCLUSION

According to the results of the study, lympho-
vascular invasion (LVI), tumor budding (Bd) and
poorly differentiated clusters (PDC) were the
most significant predictors of metastases in the
rectal adenocarcinoma T1. The obtained results
indicate the expediency of including the Bd as-
sessment in the protocol of pathomorphologi-
cal examination as an additional predictor. It is
necessary to further study the prognostic value
of PDC in order to standardize the methodology
for practical use, as well as to study the prog-
nostic value of the depth of invasion and differ-
entiation of adenocarcinoma in order to create
a histological model for more accurate selection
of patients with a high risk of metastases of
rectal adenocarcinoma T1, who need additional
surgery.
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Computer tomography in diagnostics and treatment of
inflammatory complications of diverticular disease of the
colon
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AIM: to evaluate the role of computed tomography (CT) in the treatment and diagnostic algorithm in patients with
complicated diverticular disease (CDD).
PATIENTS AND METHODS: during the period from 2014 to 2020, 165 hospitalized patients with complications of
CDD included in the study. Fifteen (9.1%) patients were hospitalized for elective indications and 150 (90.9%) as
emergencies. The indications for hospitalization were inflammatory complications of CDD. Computed tomography
with intravenous contrast was performed in 89 (53.9%) patients. The study was performed on a 64-slice CT “Philips
Brilliance 64" with intravenous bolus injection of a low-osmolar fodine-containing contrast agent. The absence of
the CT in the remaining patients is due to the presence of classical symptoms of acute diverticulitis with a previ-
ously verified diagnosis of CDD, the presence of an informative transabdominal ultrasound, as well as the refusal of
patients from CT.
RESULTS: the CT allowed to verify the presence of diverticula in the patients, to reveal the distinctive CT signs and
pathognomonic symptoms of inflammatory complications of CDD, as well as to establish the severity of the com-
plications that occurred. The specific signs of the destruction of the diverticulum and the complications developed
were abdominal mass, abscess, peritonitis, and fistula. Besides the diagnostic value, CT scan permitted to choose the
treatment approach and to clarify indications for surgery. Besides that, some CDD complications revealed by CT were
considered as a predictor of ineffectiveness of conservative treatment, which requires surgery.
CONCLUSION: CT is a valuable diagnostic method for CDD which allows to determine timely the clinical form of
inflammatory complication, to find out indications for surgery and to predict high risk of recurrence.
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INTRODUCTION can be complicated by peritonitis, abscess or
fistula [1].

Diverticular colon disease is one of the most Complicated diverticular disease (CDD) becomes

common diseases in Western civilization.

It is distinguished by a variety of manifesta-
tions from the asymptomatic to complicated
forms requiring urgent surgery. Thus, up to 20%
of patients with diverticular disease suffer
from acute diverticulitis, which, as a result of
inflammatory destruction of the diverticulum,

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

an often cause of hospitalization of patients for
emergency indications in urgent surgery or co-
loproctology units, where complex, often multi-
stage surgical approach is carried out.

Thus, the widespread prevalence of the disease,
severe complications requiring urgent surgery
with long-term postoperative rehabilitation of

KOLOPROKTOLOGIA, vol. 20, N 4, 2021


https://crossmark.crossref.org/dialog/?doi=10.33878/2073-7556-2021-20-4-34-41&domain=pdf&date_stamp=2021-12-06

OPUTMHAJIbHBIE CTATBU

ORIGINAL ARTICLES

patients, determines the need for early diagno-
sis and timely treatment.

Currently, computed tomography (CT) of the
abdomen and pelvis with intravenous contrast
is considered abroad as an effective method of
visual assessment of diverticular inflammation,
which allows not only to verify the presence of
acute diverticulitis, but also to determine the
clinical form of an inflammatory complication,
to make differential diagnosis, and in the pres-
ence of complications such as perforation and
abscess, to choose the treatment [2-4]. At the
same time, the sensitivity of CT in diverticular
inflammation varies from 79% to 99% [3,5].

In the Russian literature, the issue of CT in the
presence of a clinical picture of CDD remains
debatable [6]. The issue has not been resolved
as to whether it is advisable to perform CT of
the abdomen to clarify the diagnosis during
the initial treatment. Predictors have been re-
ported that are highly likely to indicate acute
diverticulitis, such as pain in the left iliac
region, which increases with movement, the
patient’s age is over 50 years old, episodes of
acute diverticulitis in the history, pain during
palpation in the lower abdomen, elevated lev-
els of C-reactive protein (above 50 mg/l), ab-
sence of vomiting [7]. The authors of the study
state that if these signs are present in the
clinical picture, additional visualization can
be excluded. In other studies, on the contrary,
itis claimed that the accuracy of the diagnosis
of acute diverticulitis based on clinical evalu-
ation alone is low, with sensitivity of 64% and
68% [8,9]. Therefore, most authors prefer CT
when diagnosing acute inflammatory CDD [5,
10, 11], which is due to the possibility of the
method not only to detect diverticula, but also
to determine with a high degree of reliability
the form of inflammatory CDD complications,
and to differentiate diverticular disease with
other intestinal diseases [12].

AIM

To evaluate the role of computed tomography
in the treatment and diagnostic algorithm
for CDD.

KOMI'IbIOTePHGﬂ TOMOFpG¢Mﬂ B AQUATHOCTUKE U JIEYEHUM BOCMANIUTENBbHBIX
OCNOXHEHUM ANBEPTUKYNSPHOIM 6one3HN 060A0YHOM KUWKK

PATIENTS AND METHODS

In 2014-2020, 165 patients with CDD were
on inpatient treatment in the coloproctol-
ogy unit of the RCH of the Health Ministry of
the Republic of Tatarstan. At the same time, 7
(4.2%) of them were hospitalized for this rea-
son repeatedly. There were 55 males (33.3%)
and 110 females (66.7%). The age was 26-91
(60.8 + 11.1) years.

Fifteen (9.1%) patients were hospitalized as
elective, while 150 (90.9%) — for emergency
indications. The reason for hospitalization of
the patients in the surgery unit was: acute di-
verticulitis — 78 (47.3%), including 58 — with
primary attack, 20 — with recurrent diverticu-
litis; abdominal mass — 31 (18.8%); colonic
bleeding — 28 (17%); abdominal or mesocolon
abscess — 15 (9.1%); perforation of the diver-
ticulum, complicated by peritonitis — 6 (3.6%);
colovesical fistula — 4 (2.4%); stricture of the
sigmoid colon, complicated by chronic 2 (1.2%)
or acute 1 (0.6%) intestinal obstruction. One
patient had recurrent colonic bleeding (inpa-
tient treatment was carried out 4 times).

CT with intravenous contrast was performed in
89 (53.9%) patients during primary hospitaliza-
tion in the coloproctology unit.

In the remaining group of the patients, CT was
not carried out, which was due to the presence
of classical symptoms of diverticulitis with a
previously verified diagnosis of CDD, as well as
the presence of an informative, non-doubtful
conclusion of transabdominal ultrasound. Two
patients categorically refused CT due to the
fear of radiation exposure. In the group of the
patients with colonic bleeding, colonoscopy
was the primary diagnostic method.

The study was performed on a 64-slice com-
puter tomograph ‘Philips Brilliance 64" using
intravenous nonionic low-osmolar iodine-con-
taining contrast agent (yopromide, yoversol,
yogexol).

In case of suspicion of an acute surgical situ-
ation that developed as a result of CDD, CT was
performed directly upon admission of the pa-
tient to the clinic. Thirty minutes before the
study, the patient drank 500 ml of water with a
water-soluble radiopaque drug.

Computer tomography in diagnostics and treatment of
inflammatory complications of diverticular disease of the colon

35



36

OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

In elective patients CT was performed on an
empty stomach, without bowel cleansing. On
the eve of the test, the patient drank 250 ml
of water with a water-soluble iodine-contain-
ing contrast agent and another 250 ml 30 min-
utes before the study. If an internal fistula of
diverticular origin was suspected, 150 ml of
a weak solution of a water-soluble radiopaque
enema was used.

RESULTS AND DISCUSSION

The distribution by groups of the patients,
in whom CT was used in the diagnosis, tak-
ing into account the form of inflamma-
tory complications and the treatment per-
formed, is shown in Table 1. In one patient
with chronic recurrent diverticulitis, CT did
not reveal signs of diverticula; so the di-
agnosis was verified by barium enema and
intraoperatively.

CT in the patients with various variants of CDD
allowed to identify characteristic CT signs of
acute diverticulitis, diverticular destruction,
infiltration, abscess, stricture and fistula of di-
verticular origin.

In acute diverticulitis, computer tomograms
along the circumference of the intestinal wall
featured various-sized baggy protrusions with
fuzzy contours, as well as thickening of the
walls of the affected segment of the colon with
narrowing of its lumen (Fig. 1). Thickening of
the colon walls, reaching 4 mm or more, was de-
tected in 82 (92.1%) patients, while the length
of the inflammatory segment of the colon var-
ied from 20 to 56 mm.

According to Kandagatla, P.G., Stefanou, A.G.
(2018), the length of the inflammatory lesion of
the intestinal wall of over 5 cm in CDD increases
the likelihood of the disease recurrence [13].
Signs of the spread of inflammation beyond the
diverticulum with the abdominal mass on CT are
inflammatory changes in pericolic fat, mani-
fested by unevenness, heaviness of its structure
due to many layers of fluid against the back-
ground of edema of adipose tissue as a result
of inflammatory changes in diverticula, the so-
called “dirty fat’ [2,5] (Fig. 2).
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A formidable CDD is the perforation of the di-
verticulum with the abscess or peritonitis (de-
pending on the site of the diverticulum). Signs
of destruction of the diverticulum according to
CT data were infiltration of pericolic fat with
the inclusion of gas bubbles or accumulation
of contrast agent outside the intestinal lumen.
With the destruction of the diverticulum locat-
ed along the mesenteric side of the intestine,
the entry of intestinal microflora and gas more
often occurs in the mesenteric fat. At the same
time, the clinical manifestations of the result-
ing complication may be devoid of the classic
signs of peritonitis. On CT scan, swelling of the
root of the mesentery of the colon can be ob-
served, as well as the so-called ‘comma’ symp-
tom [2, 14] — thickening and accumulation of
fluid in the fascia of the left lateral canal or the
retrocolic fascia (Fig. 3).

During the perforation of the diverticulum with
an abscess, a cavity with the level of liquid and
gas in the mesentery or pericolic tissue, or in
various parts of the peritoneal cavity, was visu-
alized on the CT scan.

We identified abscesses in 14 patients. At the
same time, in 5 (35.7%) of them, the size of
the abscess was no more than 30 mm, and in
9 (64.3%) patients, the size of the liquid col-
lection exceeded this parameter, reaching
121x95x 60 mm in one case (Fig. 4-5).

With diverticular peritonitis, CT scans showed
accumulations of free fluid near the affected
segment of the colon, in the pelvis, in various
parts of the peritoneal cavity, as well as inflam-
matory infiltration of pericolic fat with gas
bubbles, gas accumulation in the abdomen un-
der the anterior abdominal wall (on axial view).
In the presence of a colovesical fistula, direct
(gas bubbles in the lumen of the bladder) and
indirect (thickening, deformation of the bladder
wall) signs of pathological communication be-
tween organs were detected (Fig. 6).

Also, we studied the results of an alternative
method in the diagnosis of acute CDD compli-
cations — transabdominal sonography. We
used transabdominal ultrasound as a first-line
diagnostic method in all the patients with sus-
pected CDD. The undoubted advantage of the
method is its high availability, safety and low
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Table 1. CDD and approach in the group of patients with abdominal and pelvic CT scan

| abdominal and pelvic CT scan — 89 |

'

Acute diverticulitis Abdominal mass Abscess Peritonitis
40 (45.0%) 24 (27.0%) 14 (15.7%) 6 (6.7%)
conservative conservative conservative
37 (92.5%) 23 (95.9%) 5 (35.7%)
\ \ \ \
surgery surgery surgery surgery
3 (7.5%) 1 (4.1%) 9 (64.3%) 6 (100.0%)
\
No signs of . .
diverticulitis were Sigmoid stricture Colovesical fistula Acsﬁstmtc?‘g:al
detected by CT scan 2 (2.3%) — 1(1.1%) — 1(1.1%) —
1(1.1%) — surgery surgery o
surgery
surgery

75332
ABDOMEN

T M L: 1 ™
T o 05.02.2 110

and coprolites (arrow 2). tion of pericolic fat (arrow 3).
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. " %:\&th%

: : Figure 2. CT of patient K., 42 years old. Diverticular disease of
Figure 1. (T of patient J, 53 years old. Axial section. Diverticu-  the sigmoid colon complicated by diverticulitis. Diverticulum of
lar disease of the left colon complicated by diverticulitis. Mul-  the sigmoid colon (arrow 1), significant thickening of the walls
tiple diverticula with thickened walls filled with air (arrow 1)  of the sigmoid colon, narrowing of its lumen (arrow 2), infiltra-
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Figure 3. CT of patient B., 64 years old. Diverticular disease of
the sigmoid colon complicated by diverticulitis. Multiple diver-
ticula of the sigmoid colon (arrow 1). Stranding of paracolic fat
(arrow 2). Gas outside the intestinal lumen (arrow 3). Thicken-
ing of the mesenteric root of the sigmoid colon and f. retro-
colica (arrow 4).

Figure 4. CT of patient A., 62 years old. Diverticular disease of
the sigmoid colon, pelvic abscess. Diverticulum of the sigmoid
colon (arrow 1). Large abscess of the pelvis 121x95x60 mm
(arrow 2).

the sigmoid colon complicated by pericolic abscess with hori-
zontal fluid level (arrow).
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cost. In addition to imaging the diverticula
themselves, we noted sonographic signs of di-
verticulitis: thickening of the colon wall and in-
filtrative changes in . Only in 2 out of 4 cases,
ultrasound examination revealed signs of perfo-
ration of the diverticulum — the presence of air
bubbles in the thickness of the infiltrated mes-
entery of the colon. The comparison of these
methods of imaging in the diagnosis of CDD is
of considerable clinical interest. However, it
requires a more detailed analysis and deserves
a special study.

The treatment of the patients with CDD was car-
ried out in accordance with the national clini-
cal guidelines [15]. The conservative treatment
based on a combination of mesalazine and ri-
faximin was started in all the patients with
acute diverticulitis, acute abdominal mass and
pericolic abscess of small size (< 3 cm) detected
on CT scan. The conservative treatment was ef-
fective in 65 (98.4%) patients of this group.
Twenty-four (26.9%) patients were operated
on. Indications for emergency surgery were
perforated diverticulitis complicated by ab-
scess — 9 (37.5%), peritonitis — 6 (25%), acute
intestinal obstruction — 1 (4.2%). Indications
for elective surgery included: often recurrent
attacks — 4 (16.6%), failure of conservative
treatment — 1 (4.2%), colon stricture with
chronic obstruction — 2 (8.3%), colovesical
fistula — 1 (4.2%).

Minimally invasive procedures — abscess
drainage under ultrasound navigation were
performed in 4 (16.7%) patients. Laparotomy

Figure 6. (T of patient B. 58 years old. Diverticular disease
complicated by colo-vesical fistula (arrow 1). Infiltration of the
pericolic fat (arrow 2).
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was used in the remaining 20 (83.3%) patients
with CDD. At the same time, sigmoid resection
was performed in 14 (58.3%), left hemicolec-
tomy — in 3 (12.5%) patients. In 2 (8.3%)
patients with perforated diverticulitis com-
plicated by the Douglas space abscess, a com-
bined surgery was performed: resection of the
sigmoid in combination with intraperitoneal
anterior rectal resection due to the involve-
ment of its wall in the abscess capsule. In 1
(4.2%) case, a right hemicolectomy was per-
formed in a patient with inflammation of the
diverticulum of the cecum with pericolic mass.
In 10 (50%) cases, the resection was followed
by colorectal anastomosis performed using an
invagination technique in 7 patients, or using
the traditional hand-sewn double-row anato-
mosis in 3 patients. Ten (41.6%) patients were
operated on in two stages, followed by stoma
takedown. Reconstructive procedures were
performed 3-4 months after the relief of the
inflammatory process with bowel hand-sewn
double-row anastomosis in 6 (60.0%) patients,
as well as by the invagination method in 4
(40.0%).

No postoperative mortality  occurred.
Postoperative complications developed in 4
(16.7%) patients: intraperitoneal hematoma
(1), wound seroma (1), cubital vein phlebitis (1),
acute jejunal ulcer (1). In the latter case, relap-
arotomy was required.

In5(21.3%) patients with abdominal mass, a re-
lapse of the disease occurred during the year, in
connection with which 3 patients were hospital-
ized again; and the conservative treatment was
repeated. In the 2 remaining cases, due to the
pericolic abscesses with signs of local perito-
nitis, the Hartmann’s procedure was performed
for urgent indications. It should be noted that
at the initial admission of these patients, ac-
cording to the CT data, signs of destruction
(microperforation) of the diverticulum were de-
tected. On CT scan, the same signs were noted
in 2 (8.3%) patients, who were re-admitted and
effectively treated conservatively.

However, one of them was hospitalized for the
third time after 3 months due to a recurrent
diverticulitis, complicated by perforation of
the diverticulum and generalized peritonitis,

KOMI'IbIOTePHGﬂ TOMOFpG¢Mﬂ B AQUATHOCTUKE U JIEYEHUM BOCMANIUTENBbHBIX
OCNOXHEHUM ANBEPTUKYNSPHOIM 6one3HN 060A0YHOM KUWKK

which required emergency surgery. These cas-
es confirm the opinion that the destruction
of the diverticulum can be considered as a
predictor of the failure of conservative treat-
ment [4].

The effective drainage of the abscess under ul-
trasound navigation is also not an argument in
favor of refusing surgery during the stabiliza-
tion of the patient’s condition, which is con-
firmed by the recurrence of this complication.
Of the 4 patients, one was hospitalized again;
the abscess was re-drained by ultrasound navi-
gation; but the patient categorically refused
the elective surgery. In another case, the pa-
tient was operated on after 2 months due to
perforation of the diverticulum and the peri-
tonitis. Sigmoid resection was performed; de-
scendostomy was applied, followed by stoma
takedown later. Follow-up of the 2 remaining
patients allows to state the transition of the
inflammatory process into a chronic one, with
the preservation of complaints of abdomi-
nal pain syndrome, subfebrile fever, as well
as an increased level of laboratory markers of
inflammation.

CONCLUSION

Computed tomography is an effective diagnos-
tic method for the CCD, which allows identifica-
tion of a clinical form of an inflammatory com-
plication, determining indications for surgery
and predicting the likelihood of recurrence.
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TonctokMLEYHbIM MHBATMHALMOHHbIM QHACTOMO3
B XMPYPrMM OCNOXHEHHbIX GOPM AUBEPTHKYNSAPHOM
6onesHM 06OAO0UYHOM KULLKM

Maukpartosa tO.C.', Kapnyxun O.10."2, 3uranwmn M.U.2, LLlakypoe A.®."2

'®rbOY BO Kasanckuit TMY Munzgpaea Poccun (yn. Bytnepoea 49, r. Kazans, 420012, Pecny6nmka
Tarapcran, Poccus)

2TAY3 «Pecny6nukanckas knmuuueckas 6onsHnua» M3 PT, r. Kasaub (OpeHbyprckui TpakT, g. 138, r. Kasaws,
420064, Pecny6nmka Tatrapcran, Poccus)

LETIb UCCIE[OBAHNA: oyerumb nepcneKkmussl UCnob308aHUS KOMOPeKMANbHO20 UHBARUHAULUOHHO20 GHACMOMO-
30 Npu 0CNoXHeHHbIX hopmax dusepmuKryaapHol 6one3Hu 060004Hol Kuwku (b0K).
MMAUNEHTBI M METO/IbI: 3a nepuod ¢ 2014 no 2020 22. KoMopeKmanbHbll UHBA2UHAUUOHHbIU GHACMOMO3 UCNO/b-
308aH 8 flevyeHuu 42 nayuesmos: y 18 nayuermos ¢ 460K u y 25 nayueHmos npu peKoHCmpyKmusHo-80ccma-
HoBuUmMesbHOU onepayuu, paHee nepeHecwiux onepayur FapmmaHa no noBody KosopekmanbHo2o paka. [pynny
cpasHeHus cocmasunu 24 nayuerma ¢ 60K u 20 nayueHmos, paHee nepeHecwiux onepayuto [apmmaxa no nosody
KOJIOpeKmasnbHO20 paKa, aHacmomo3 y KOMOPbIX HAJ0XKeH MpaouyUOHHbIM OBYXPAOHbBIM KULIEYHbIM wsoM. Bce
nayueHmsl 0nepupoBaxHsl OMKPbIMbIM 0OCMYNOM, NpU 3MOM NepBuYHbIL aHacmomo3 8binonHeH 20 (47,6%) nayu-
eHmam, a 22 (52,4%) nayueHmam 2pynnbi HenpepbIBHOCMb KULIEYHUKA 6bl1a BOCCMAHOB/IEHA 8 X00€ PeKOHCMPYK-
MUBHO-BOCCMAHOBUME/ILHO20 3MANa JIe4YeHUs.
PE3YJIbTATbI: 8 epynne nayueHmos, nepeHectiux pe3eKkyuto 06000YHOU KUWKU C (hopMUPOBAHUEM UHBARUHALUOH-
HO20 aHacmoMo3a, HecoCMosMebHOCMU AHACMOMO3a He 6bi10. [Tpu 3mom Hanuyue eOUHUYHbIX MeNKUX dusepmu-
Ky/s108 Quamempom 2—3 MM ps0oM ¢ 30HOU (hopMUPOBAHUS AHACMOMO3A He CIYXKUJ0 N0BOOOM O/ pacliupeHus 06b-
ema pesekyuu. B epynne cpasHerus y 13 (54,2%) nayueHmos 8 xo0e popmMuposaHus naowadok 018 aHacmomo3sa
B8bIAB/IEHbI MesIKUe opmMupyouuecs ousepmuKy/bi, 4mo nompebosano pacwupeHus obvema pesexkyuu. B amodl
epynne HecocmosimesbHOCMb GHACMOMO3a BO3HUKAA Y 2 (6,8%) nayueHmos ¢ dusepmuKyaapHoli 60e3Hblo, Ymo
nompe6o8asno BbINOJIHEHUS peaanapomomuu ¢ pazobujeHuem aHacmomo3a.
3AKJIIOYEHWNE: npumeHeHue KOJI0peKmaibHO20 UHBARUHAYUOHHO20 AHACMOMO3a ONPAaBAaHO Npu BOCCMAHOBIEHUU
HenpepbiBHOCMU KUWeYHUKA Y NayueHmos C OC/IOXHeHHbIMU Gopmamu dusepmuKryaspHol 60se3Hu 060004HO
KUWKU, MaK KaK cnocobHO CHU3UMb pUCK pa3gumus HecocmosmebHOCMU GHACMOMO3a, @ Makxe u3bexams pac-
WupeHUs 2paHuy, peseKyuu.

KJIIOYEBBIE CJI0BA: ocnoxHeHHble popmbl OusepmuKynapHol 6one3Hu 060004HOU KUWKU, xupypeuyeckoe neyerue JJBOK, Hecocmosmens-
HOCMb aHACMOMO30, UHBA2UHAUUOHHbIL KONOpeKManbHbIl aHacmomo3
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VYL al AIM: to evaluate the prospects of using a colorectal invaginated anastomosis in patients with complicated diverticu-
lar disease (CDD).
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PATIENTS AND METHODS: during the period from 2014 to 2020, colorectal invaginated anastomosis, was used
in 42 patients: 18 patients with CDD and 20 patients with colorectal cancer for stoma closure after Hartmann’s
procedure. The comparison group consisted of 24 patients with CDD and 20 patients with colorectal cancer for stoma
closure after Hartmann’s procedure: colorectal anastomosis was created here using traditional double-row hand-
sewn technique. All patients underwent surgery with open access, while the primary anastomosis was performed
in 20 (47.6%) patients, and in 22 (52.4%) patients of the group underwent stoma takedown.

RESULTS: no anastomosis leakage developed in the main group. Moreover, the presence of single small diverticula
with a diameter of 2-3 mm near the area of the anastomosis was not an indication to extend the resection bor-
ders. In the control group, in 13 (54.2%) patients, small diverticula were detected in the anastomosis are as well
and required to expand the proximal border of resection. In this group, anastomosis leakage occurred in 2 (6.8%)
patients with diverticular disease and required Hartmann's procedure.

CONCLUSION: the colorectal invaginated anastomosis is justified for patients with CDD during stoma takedown
because it minimizes the risk of anastomosis leakage.
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BBELAEHWE
[nBepTukynspHas  6onesHb  060[OYHON  KULIKM
(OBOK) — wwupoko pacnpocTpaHeHHoe 3aboneBaHue

C BbICOKON BEPOATHOCTBIO Pa3BUTUA OCNOXHEHUN, Tpe-
Oytowunx xupypruyeckoii koppekumuu [1,2]. CnekTp knu-
Huyeckux nposenenuin I6OK Bapbupyetcs ot 6eccum-
NTOMHOTO JMBEPTUKYNE3A A0 OCTPbIX BOCMANUTENbHbIX
OCNIOXHEHMI UM NPOdY3HLIX TONCTOKULWIEYHBIX KPO-
BoTeYyeHuit. Mpu 3tom Ao 30% nauneHToB, NOCTYNuUB-
WKX B CTaLMOHAP C KAMHWUKOW OCNOXHEHHOrO AWBep-
TUKYANUTA [3-6], HYXKAAIOTCSA B XMPYPrUYECKOM JIEYEHUM
Ve Npu NOCTyNaeHUN, a NeTanbHOCTb MOXeT JOCTUraTb
18% [3,4]. CornacHo HaLWOHaNbHBIM KINHUYECKUM pe-
KOMeHpaunam PoCCUIACKON racTpO3HTEPONOTrMYeCKOA
Accoumnauum n Accounauuu Kononpoktonoros Poccum
Mo AMArHOCTUKE U NEYEHUIO B3POC/bIX OOMbHbLIX AUBEP-
TUKYASPHOI 60Ne3HbI0 060[0YHON KWWKK, OCHOBHOI
METOLMKON OnepaTUBHOroO neyeHns ocnoxHenuin Jb0K
OCTaETCs pe3eKuUs TOCTONM KUWKW B Pa3iU4YHOM 00b-
eme C HaloXeHMeM NepBUYHOro aHacToMo3a WU Bbl-
BEJleHMEM CTOMbI C mocnepyowum eé 3akpbituem [7].
Mpu BLINOAHEHUM KAK HEOTNOXHBIX ONEpPaTUBHbIX BMe-
WaTenbCTB C NMEPBUYHBIM aHACTOMO30M, TaK U OTCpO-
YEHHbIX M NAAHOBbLIX OMEepaLuMii N0 NOBOJY OCNOXHEHUN
[IBOK ocoboro BHUMaHUs 3acnyxuBaeT atan hopmupo-
BaHMA aHacTomo3a. Bo Bpems ypreHTHoOro Bmewwarenb-
CTBa MH(OPMALMK O NPOTAXKEHHOCTU NOPAXKEHUS KNLIKK

ToncToKMLEeYHbI MHBArMHALMOHHBIA AHACTOMO3 B XMPYPriu
OCNOXHEHHBIX POPM AUBEPTMKYNSAPHOM BonesHn 060A0YHOM KMULUKM

AVBEPTUKYNAMU HELOCTATOYHO, @ B XOZ€ NNAHOBLIX nep-
BUYHBIX UM BOCCTAHOBUTENbHbIX ONEpaLnit Npou3BOAAT
yoaneHne Haubonblieil KOHLEHTPALWUKM LUBEPTUKYIOB,
OTAENbHbIE e [UBEPTUKYIbl B MPOKCUMaNbHbIX OTAENaX
KWWKKM He pacCcMaTpuBalOTCA B KayecTBe NoBofja K pac-
WwnpeHuto aToro o6bEMa [8], uTo, 6e3ycnoBHoO, yBenuYu-
BaeT PUCK HECOCTOATENbHOCTM aHACTOMO3a B pe3yib-
TaTe BO3MOXHOTO NonafaHua AUBEPTUKYIA B 30HY €ro
topmuposaHus [9].

B 3T0i1 cBA3M Mepbl, HanpaBeHHble Ha NpefoTBpalLe-
HUe HEeCOCTOATENbHOCTM aHACTOMO33, NpefCcTaBAAlT
oonbloit uHTepec. PaHee, Bo n3bexaHue AaHHOTO oc-
NOXHEHUs, pa3paboTaHbl pasiuyHble TeEXHUKU HOpMU-
POBaHMA TONCTOKULWIEYHOTO aHACTOMO3a, KaK, Hanpumep,
KOMNPECCMOHHBIA aHacToMo3 ¢ GuodparMeHTUpyeMbIM
konbuom Valtrac (BAR) [10,11]. K Tomy e npepnoxe-
Hbl METOAMKM NOAAEPXKKM 30HbI aHACTOMO3a: LOMOJHU-
TeNbHOE MpOolWMBaHMe aHAacToMo3a CHapyxu [10], ne-
KOMMNpeccus aHacToMO3a TpaHCcaHanbHo Tpybkoii [10],
BHYTPMNPOCBETHOE YKpenneHue aHacTomo3a 6uopasna-
raembiM nokpoiTnem C-seal [12], npumeHeHne 6uoknes
[10].

0aHUM U3 CNOCOBOB VKPEMNEHU MEXKULWEYHOTO CO-
yCTb  ABnAeTcA (OpPMUPOBAHME WHBArMHALMOHHOMO
aHacTomo3a. Bnepsble NpuMeHeHWe MHBArMHALMOHHOIO
aHactomo3a onucan Maylard A.E. B 1913 rogy. OH BbI-
MOMHWUN TOHKOTONCTOKUIIEYHBI aHACTOMO3, NMOrpy3uB
NoOAB3AOWHYI0 KULWKY B NPOAOJbHbIA pa3pe3 06040u4-
HoW Kuwkwn [13]. KonopeKTanbHblit MHBArMHALMOHHbI
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aHaCToMO3 Havyanu npumeHaTb no3gHee. Tak B 1950 rogy
0 NPUMEHEHNUU KOJIOPEKTANbHOrO aHacToMOo3a coobum
Prioleau W.H.,aB 1966 — Ferarra B.E., KoTopblit Ucnosb-
30BaJl NOFPYXHOW TONCTO-TONCTOKMUIIEYHbI aHAaCTOMO3
B KauecTBe METOAa, MO3BONAIOWEro M36exarTb TaKoro
OC/IOXKHEHMSA KaK CTPUKTypa aHacTomo3a [13, 14]. Ha ce-
FOAHALWHWIA AeHb U3BECTHbI Pa3/iMyHble MeTOAMKM hop-
MUPOBAHWA MHBArMHALMOHHOTO (LYNAMKATyPHOr0) TOJ-
CTO-TONICTOKMIIEYHOr0 aHacTOM03a «KOHeL-B-KOHeL».
Bonpapb .B. n Kpasuosa B.H. B 1981 rogy pa3spa6o-
Tanu cnocob GopmMMpoBaHUA MHBArMHALMOHHOIO TON-
CTO-TONICTOKMIIEYHOr0 aHacToM03a «KOHeL-B-KOHeL»
[15], npu KoTOpOM ANst NOFPYXXEHUs aHAaCTOMO3a B OTBO-
OALLYI0 KMILKY pacceKkaloT e€ CTeHKY 40 MOACAU3UCTOro
cnos ¢ nocneayolMm GopMMpoBaHuem nepeaHeil ry6el
aHactomo3a. B 1987 rogy ocHoBaTenb Ka3aHCKON Xu-
pypruveckoii wkonsl oHkonoros Curan M.3. B coasTop-
ctee ¢ PamasaHosbiM M.P. npegnoxunu gpyroit cnoco6
(hOPMUPOBAHUA MHBArMHALMOHHOIO TOJCTOKULEYHOTO
aHaCToOMO3a «KOHel-B-KOHeL», He npefycMmaTpuBaio-
WM pacceyeHmne CTEHOK aHacTomo3a. [lpegsaputentHo,
nepea KOHCTPYMPOBAHMEM aHACTOMO3a aBTOPbl MPOBO-
OWNU aHTMOTEH3OMETpUIo Ans obecneyeHns dopmmupo-
BaHMA aHaCcTOMO3a B YCNOBUAX afleKBAaTHOW reMoLUpKy-
nauMu. 30Ha aHacToMO3a pacnonaranacb Mexay AByMA
COXPaAHEHHbIMU KpaiHMMU mpsAMbIMKU cocyaamu [16].
Mpu 3ToM B npouecce hOpMMPOBAHMUA aHAaCTOMO3a Ky-
noa NpuBOAALLENA NMETAU UHBArMHUPYIOT B OTBOLALLYIO
netnio. AHaCTOMO3 BBOPAYMBAETCA BHYTPb KULWeEYHMKA
u3onepuctanbTnyecku. [laHHble uccnefoBaHuii no npu-
MEHEHMIO MOTPYXHOro aHacToMo3a B KOJOpeKTanbHOM
XUPYPrum oTpaxawT 3PHEKTUBHOCTL 3TOW TEXHUKM
B NpefoTBpalieHun ocnoxHeruin [17-20]. C yyetom po-
MWHUpOBaHUA B Poccum NneBOCTOPOHHEro nopaxeHus
060[104HOI KWUWKKM AMBEPTUKYNAMM, TaK HA3bIBAEMOrO
«3amagHoro» Tuna AuBepTUKYnésa [7,21], pesekuus
B 06bEME CUrMOBUAHON 0OOLOYHON KULLIKM MM N1eBO-
CTOPOHHEN TreMWKONIKTOMWUM npepycMaTpuBaeT co3pa-
HUEe KOJIOPEeKTalbHOro aHacTomo3a [22].

LESTb MCCIEOOBAHMS

OueHKa 3dheKTUBHOCTM UCNONb30BAHUA KONOPEKTaNb-
HOrO WHBArMHALMOHHOTO AHACTOMO3a MPU OCNOXKHEH-
HbiX hOpMax AMBEPTUKYASPHOK 6onesHu 060404HOI
kuwkwu (OBOK).

NAUMEHTBI U METOb

Hamu ncnonb3oBaHa MoaudmKayms MHBAarMHALUOHHOTO
TOJICTOKUILEYHOTO aHaCcTOMO3a KOHEL-B-KOHELY, Npe-
noxeHHas Curanom M.3. u PamasaHoBbim M.3. [17].
®opmMupoBaHMe aHacToMO3a NPOUCXOAMUIO0 B HECKONbKO

KOJNOMNPOKTOJOTUS, tom 20, N2 4, 2021

3Tanos. [lepBblit 3Tan — HanoXeHue NepBoro psaa ys3-
NIOBbIX CEPO3HO-MbIWEYHbIX WBOB 3afHel ry6bl, OTCTYNS
15-20 MM OT pe3eKLMOHHbIX N1HKiA (Puc. 1).

3aTemM HanoXeHue BTOPOro psAa CAU3UCTO-CEPO3HbBIX
WBOB 3afiHel rybbl C MepexofoM Ha nepepHioln ryby
aHaCTOMO3MpYeMbIX CErMeHTOB Kuwok (Puc. 2).

B Hawem BapuaHTe Ana 3T0ro UCNOAb30BANM HeNpepblB-
Hbli 0OBMBHOM WOB paccacbiBatolleiics HUTbIO (4/00)
C aTpaBMaTUYecKon urnoi. Ml 0TKa3anucb OT Hanoxe-
HUSA BOKOBbIX (Ha HPbIXXEEYHOM U MPOTUBOOPbLIKEEYHOM
Kpasx) WBOB, PUKCUPYIOWMX BUCTANbHYIO NETIO U pac-
WUpAIOWMX eé NpocBeT B XOAe MHBArMHauuu npoKcu-
ManbHOM netnun. TpeTuin 3Tan — Kynoa NpoKCUManbHOM
NeTnu WHBArMHUpyeTcs B 0TBOAALWYI0 netnto (Puc. 3).
YeTBepThlii — HaknafblBaeTca NOCnefHUI pag cepos-
HO-MbIlEYHbIX WBOB HA NMEPefHIO CTEHKY aHacToM03a
Ha YPOBHE NepBOro paAa 3afHel CTeHKN C COXpaHeHueMm
NPAMbIX COCYA0B B 001aCTU OPbIXKEEUHOTO Kpas KULIKU.
3aBeplueHHbI BUJ MHBAarMHaLWOHHOTO KONOPEKTaNlbHO-
ro aHacTomo3a NpeAcTaBfieH Ha PUCYHKe 4.

Takum o6pa3oM, aHacTomMo3 dopMUpyeTcs B 30HE
af\eKBaTHOW remMOUMPKYNALMM, 4YTO ABAAETCA OfHUM
13 rapaHTOB YM3HeCNOCOOHOCTU aHacToMO3a B noce-
onepaunoHHOM nepuoge. Bo3MOXHOCTb npuMeHeHus
MOrPYXHOro MHBArMHALMOHHOrO aHAaCTOMO3a OrpaHNYn-
BaNacCb HU3KMM PACNoNOKEHNEM YPOBHSA KyAbTU NPAMON
KWLIKK, @ TaKxKe npeobiafaHueM fuameTpa aHacTOMO3M-
pyemoro cermeHTa 060404HOI KULIKK, CBA3AHHOTO C UH-
AVBUAYaNbHLIMU 0COOEHHOCTAMU aHATOMUM.
PeTpocnekTBHOE McCnefoBaHMe OCHOBAHO Ha aHanuse
pe3ynbTaToB XMPYPruyeckoro seyenua 87 nauueHToB
KononpokTonoruyeckoro otgenenus PKb M3 PT B ne-
puoa ¢ 2014 no 2020 rr. MyxuuH 6bin0 32 (36,8%),
KeHWMH — 55 (63,2%). Bo3pacT nauneHToB coctaBun
0T 36 po 84 net. CpepHuit Bo3pact — 58,6 + 6,4 nert.
3a yKa3aHHblit Nepnop, KONopeKTaNbHblit UHBArMHALMOH-
HblIA aHACTOMO3 MUCMNONb30BAH B IeYEHUMN 42 NaLUeHToB
(rpynna A): 18 nauuenTos ¢ [IbOK u 25 oHkonaumeHToB
nocne 06CTPYKTUBHOMN pe3eKLnM, aHACTOMO3 Y KOTOPbIX
HanoXeH B XOAe PEeKOHCTPYKTUBHOW KONOMNACTUKMU.
lpynny cpaBHeHus (rpynny B) coctaBunu 44 nauuexTa:
24 — ¢ IbOK n 20 oHKonauMeHTOB nociie 06CTPYKTUB-
HOW pe3eKLuu, aHaCTOMO3 Y KOTOPbIX HANOXEeH Tpaau-
LMOHHbIM IBYXPSAAHbBIM KULIEYHbIM LUBOM.

Takum 06pa3om, B UccnefoBaHue Bownu 42 (48,3%) na-
unenTa c [IbOK. MokasaHnaMM K NnepBUYHbBIM ONepaTuB-
HbIM BMELIATENbCTBAM Y HUX OblN: CHOPMUPOBABLLMIACS
nocne nepdopauuu LUBEPTUKyNa abcuecc 6GploWHON
NOAOCTU, TONCTOKWLIEYHO-MOYENY3bIPHbLIA CBUL, TON-
CTOKWWWEYHO-BArNHaNbHbIA  CBUL, CTPUKTYPA KULIKY,
XPOHMYECKOe PpeLuanBUpyloLlee TeyeHue [UBEPTUKY-
NSipHOM GONE3HN CO 3HAYUTENbHBIM CHUXKEHUEM Kaue-
CTBa XW3HU U oTcyTCTBUEM 3heKTa OT KOHCepBaTUB-
HOW Tepanuu. lpn 3TOM NO HEOTNOXHbLIM MOKA3aHMAM
onepupoBaHbl 4 (9,5%) naumenta c bOK, B nnaHoBOM
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nopsgke — 38 (90,5%). Bce maumeHTbl onepupoBaHsi
OTKPBITHIM lanapaToOMHbIM JOCTYNOM C DOPMUPOBAHUEM
nepBuYHOro aHactomosa — 20 (47,6%), a y 22 (52,4%)
nauMeHToB Noc/ie paHee NepeHeCceHHbIX BMELaTeNbCTB
C HaNIOXXEHNEM KONOCTOMbI MPOTAXKEHHOCTb KUIIEYHNKA
BOCCTaHOBJ/IEHA B XOfle PEKOHCTPYKTUBHO-BOCCTaHOBM-
Te/IbHOrO 3Tana leyeHuns.

B uccneposaHue Bownu Takxke 45 (51,7%) nauueHToB
nocne oOGCTPYKTUBHOI pe3ekunu (paK CUrMOBUAHOW
KWLIKW, PEKTOCMIMOMJHOrO OTAENa, a Takxe onyxose-
BOrO NMOPa¥eHWUs BepPXHe-aMnyaAapHOro oTAena npamoil
KUILKK), NOCTYyNUBLUME HA PEKOHCTPYKTUBHO-BOCCTAHO-
BUTENbHBIA 3Tan. KonopeKTanbHbI aHaCTOMO3 BO BCEX
HabNIO[EHNAX HANOXeH B XOfe BOCCTAHOBUTENBHOTO
BMELIATeNbCTBA OTKPBITHIM 1aNapOTOMHBIM LOCTYNOM.
Mpn nnaHoBbIX NEPBUYHBIX ONEPATUBHBIX BMeLATE b~
CTBax B MNpeAonepaLMOHHOM Nepuoje MpoOBOAMAN

PucyHok 1. [lepsbili sman ¢popmuposaHus KoaopekmanabHo20
UHBA2UHAYUOHHO20 GHACMOMO3a

Figure 1. First stage of formation of invagination colorectal
anastomosis

PucyHok 2. Bmopod sman ¢opmMupos8aHus uH8a2uUHAyUOHHO20
KOJI0pekmasabHo20 aHacmomo3sa

Figure 2. Second stage of formation of invagination colorectal
anastomosis

ToncrokuLeYHbIH MHBArMHALMOHHBIA AHACTOMO3 B XMPYPrn
OCNOXHEHHBIX POPM AUBEPTMKYNSAPHOM BonesHn 060A0YHOM KMULUKM

OLEHKY MPOTAXEHHOCTU MOPAXEHUA KUWKKU AUBEp-
Tukynamu. C 37O Lenbio BLINONHANM MPPUFOCKO-
MU0 C ABOWMHBIM KOHTPACTUPOBAHMEM Ha LU(DPOBOM
PEHTreHOBCKOM 000pyaoBaHWUU. Y NauueHToB, nepe-
Hecwux onepauuto Tuna Faptmana no nosoay AB60K,
TaKkxXe NMPOBOAMNU UPPUTOCKOMUIO YEpe3 KONOCTOMY,
a Npu ANWHHOW KynbTe — NpOKTOrpaduio ans yrTou-
HEHUA KONMYeCcTBA W NOKanM3auuu pe3npyanbHbIX
AVBEPTUKYIOB, YAANEHUE KOTOPbIX LenecoobpasHo
B XO/le PEKOHCTPYKTUBHO-BOCCTAHOBUTENLHOrO BME-
WwaTtenbcTBa. Y NaLMEHTOB, NepeHecwux 06CTpyK-
TUBHYIO Pe3eKUWI0 CUTMOBUAHOM KUWKK, NPOBOAMIM
CTaHAApTHOE OHKOOBCNEe[0BAHUE C IHAOCKOMUYECKUM
OCMOTPOM OCTaBLUMXCA OTHENOB TONCTON KULWKMU

M KyNbTW MPAMON KUWKKM HA MpefMeT pe3unayanbHoi
OMyX0NW UM HOBOOGPaA30BaHMIi TONCTONM KUIWKKM ApY-
roit nokanu3sauuu.

PucyHok 3. Tpemuti 3man ¢opmuposaHua UHBA2UHAYUOHHO20
KOJIOpeKmanbHo20 aHacmomo3sa

Figure 3. Third stage of formation of invagination colorectal
anastomosis
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PucyHok 4. OkoHyamesnbHbIl BUO UHBA2UHAYUOHHO2O KOJIO-
PeKmManbHo20 GHacmomo3a
Figure 4. Final view of invagination colorectal anastomosis
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PE3YJIbTATHI

B Hawem uccnegosaHuu npeobnagan Tak HasbiBaeMblil
«3anagHbli» TMN AUBEPTUKYAE3a, NPU KOTOPOM npe-
MMYLLECTBEHHO NOPAXaloTCs NieBble OTAENbI 060404HOI
kuwku. Mpu 3tom y 30 (71,4%) nauneHToB [UBEPTUKY-
bl pacnoaranucb B CUrMOBULHOM KuLWKe, y 11 (26,2%)
NauMeHTOB HabM0fanoCh NEBOCTOPOHHEE MOpPAXEHUe,
ay 1 (24%) nayneHta — ToTanbHOE NopaxeHne 060-
LOYHON KMWKK. B rpynne cpaBHeHns y 13 (54,2%) nauu-
€HTOB B X04e (DOPMMPOBAHUA NIOWANOK AN aHACTOMO-
3a BbifiBNIEHbl Menkue (hOopMUpYIOLMECH AUBEPTUKYNbI,
BU3yanu3npoBaTb KOTOPbIe NPU NpefBapUTeNbHOM Up-
purorpaMyeckom UCCNefoBaHNM He yAaNnoch, YTo Mo-
Tpe6oBano pacwmpenus obbema pesekuuu. Y 5 (27,8%)
nauueHTos rpynnsl A B WMHBAarMHMPyeMOM CermeHTe
OTMeYeHa BEpOATHOCTb COXPaHeHUA (OPMUPYIOLLNX-
cs OUBEPTUKYNOB. PacwupeHus ob6bema peseKuuu He
NpoBOAMNOCH.

B rpynne cpaBHeHMA HeCcOCTOATENbHOCTb aHacTOMO3a
BO3HMKNa y 2 (6,8%) naumentos ¢ I6OK: B ogHOM Ha-
OI0feHUM NOCNe Pe3eKLMn CUTMOBUAHOM KULWKK C Ha-
NIOXKEeHWeM ecLieHJ0peKT0aHacToMo3a, B Apyrom — no-
Cfle yCTpaHeHUa [eCLeHOoCTOMbl, pPe3eKLuun CermeHTa
HUCXoAsAweid 060A0YHON KUWKM C JecleHAopekToa-
HacTOMO30M Ha 7 1 Ha 10 cyTKu nocneonepaLuoHHOro
nepuofa, COOTBETCTBEHHO. MaLyueHTbl BblIM NOBTOPHO
onepupoBaHsbl, B 0O6bemMe pa3obuieHns aHacToMo3a, ca-
HaLMKU W LPEHMPOBAHUA BPIOWHONM nonocTu. MayueHTsl
BbIMMCAHbl C PEKOMEeHAAUMAMU NPOBEAEHUA PEKOH-
CTPYKTUBHO — BOCCTAHOBUTENbHON Onepauun yepes
6 mecsues. [lpyrue oCn0XHeHMs 3TON rpynnsl — rema-
TOMbI Manoro Tasa u GptowHoit nonoctn y 4 (9,1%) na-
LMEHTOB yCnewHo fpeHnpoBaHbl nod Y3M-Hasurauuen.
Cepoma nocneonepaunoHHoi paHsl — y 1 (2,3%) oaHo-
KpaTHO MyHKTUPOBAHA.

B rpynne nauueHToB, NepeHeclUnX pe3eKLnio 060404HOI
KMwWwKM ¢ hopMMpOBaHNEM MHBArMHaLMOHHOIO aHacTo-
M03a, HEeCOCTOATENbHOCTU aHacToMo3a He Habnofanu.
B 3To0i1 rpynne B paHHeM nocneonepaLMoHHOM nepuoae
BO3HWK/IO INLIb OHO OCNOXHEHWE, HOCKBLIEe cneundu-
YECKW xapaKTep — aHaCTOMO3MWT, ABJIEHUA KOTOPOro
paspewnnnc, Nocne KOHCEepBaTUBHbLIX MEepOonpuUATUN.
KonnuyectBo KOWMKO-AHEN B ucciepayemon rpynne —
11+ 2,1, B rpynne cpaBHeHus — 13,8 + 5,1 (p < 0,05).

ObCYXOEHWE

MpodunakTuka HECOCTOATENbHOCTM aHAacToOMO3a fiB-
NISIeTCA OAHOM M3 Hambonee akTyanbHbIX NPOGIEM CO-
BPEMEHHOMN KONOPEKTaNbHOM XUPYprum, B 0COGEHHOCTH
npu onepaymax no NoBOLY OCNOXHEHHbIX hopm auBep-
TUKYNAPHOI 60N€3HM. 3TO 00YCNOBNEHO OCOGEHHOCTAMM
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aHaTOMMUM W aHTMOAPXUTEKTOHUKMN TONCTOM KULWKK, U, B
YaCTHOCTHW, HannuMeM B GOMbLIEN YacTu Cy4YaeB B NU-
HUM aHacToMo3a AnBepTukynoB. OTHOCUTENbHO NpoCTas
M [OCTYNHas MEeTOAMKA WHBAarMHaLMOHHOTO KONOpEeK-
TabHOrO aHacToMO3a NO3BONAET HUBENUPOBATb PUCKK,
CBA3aHHble C HanMyMeM W3MEHEHWN CTEeHKU TONCTOM
KWULWKK, 00YCNOBNEHHBIMU LUBEPTUKYNSPHON 6ONE3HbIO.
WNHTepec K 3TOM MeTOfMKe NPU XNPYPrUYECKOM Ie4eHNr
ocnoxHenuit 1IBOK kpoeTcs B BO3MOXHOCTW OTrpaHu-
YeHUs [MBEPTUKYIOB OT OPIOWHON NOAOCTU CTEHKOi
NPAMON KMIWKM B Clyyae MonafaHua Ux B JUHWIO aHa-
CTOMO3a WM HAaxOoXJeHWs B HeMocpecTBEHHON 61u30-
CTv oT Hee. Kpome TOro, N10THOE NpuneraHne cepo3HbIxX
0060/104€eK NPUBOAALLEr0 U OTBOAALLEr0 OTAENOB aHACTO-
MO3MPYEMbIX KUWWOK CMOCOOBCTBYET HbICTPOMY UX CIM-
naHuio. Pasymeercs, popmupoBaHue AynanKaTypbl Ku-
LWEYHON CTEHKU NPU NOTPYKHON METOAUKE MOXET ObiTb
3heKTUBHON NUWb NpU HEBOMbWMX [UBEPTUKYNAX
B 30He aHacTomo3a. B Hawem nccnepoBaHum y nauneH-
TOB C KONIOPEKTaNbHbIM MHBArMHALMOHHbBIM aHAaCTOMO30M
He GbI10 BbIABNEHO HU OLHOTO C/ly4Yas HECOCTOATENbHO-
CTU aHACTOMO3a, Kak nocne onepauuit no nosony A60K,
TaK 1 y NaLWEHTOB C OHKONOTUYECKUMU 3360N1€BaHUAMY.
B 10 Bpems, KaK y 2 U3 44 nauMeHTOB C KNacCMyecKum
PYYHbIM KONOpEKTanbHbIM aHAaCTOMO30M pa3Buiach
HeCOCTOATeNbHOCTb aHacTomMo3a. HecmoTpa Ha peTpo-
CMEeKTUBHbIN XapaKTep WCCNefoBaHWs, HaWK [aHHble
No3BONAKT rOBOPUTH O MpenMyLiecTBax hOpMUPOBaHUA
MHBarMHaLMOHHOIO KOJOPEKTaNbHOr0 aHaCcToM03a 1 He-
00X0[MMOCTW AaNbHeNero ero U3yyeHus U BHeApeHus
B KIIMHUYECKYI0 NMPaKTUKY.

3AKITKOYEHME

MpUMEHeHWEe KOJOPEKTaNbHOr0  MHBArMHALMOHHOTO
aHacToMo03a OMpaBAaHO NpW BOCCTAHOBJEHWUM Hempe-
PbIBHOCTM KMWEYHUKA Y NALUMUEHTOB C OCNOKHEHHBIMU
bopmamu guUBepTUKYNAPHON 6ONe3HU 0600UHOI KULL-
KM, TaK KaK CHWUXAEeT pUCK Pa3BUTUsA HECOCTOATENbHOCTU
aHacTomo3a.

YYACTUE ABTOPOB:

KoHuenunsa u pm3aiin uccnepgosanusa: Kapnyxun 0.10.,
laxkpamosa K0.C.

C6op u obpabotka Matepuana: [laHkpamosa f0.C.,
Uakypos A.9., 3ueaHwux M./.

CratucTudeckas obpaboTka: flaHkpamosa H.C.
HanucaHue Tekcta: flaHkpamosa 0.C., Kapnyxur 0.10.
PepakTtupoBanue: Kapnyxun 0.10.

AsTop pucyHkos: Kapnyxun 0.10.

AUTHORS CONTRIBUTION

Concept and design of the study: Oleg Yu. Karpukhin,
Yulia S. Pankratova

KOLOPROKTOLOGIA, vol. 20, N 4, 2021



OPUTUHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

Collection and processing of the material:
Yulia S. Pankratova, Aidar F. Shakurov, Marat I. Ziganshin
Statistical processing: Yulia S. Pankratova
Writing of the text: Yulia S.
Oleg Yu. Karpukhin

Editing: Oleg Yu. Karpukhin

Author of drawings: Oleg Yu. Karpukhin

Pankratova,

CBEAEHWNA Ob ABTOPAX:

NankpatoBa Hnus CepreeBHa — acnupaHT Kacdeapsbl
xupypruyeckux 6oneseit KMy

Kapnyxux Oner HpbeBny — A.M.H., npodeccop
kadeapbl xupypruyeckux 6GonesHeir KIMY, rnasHblii
BHeWTaTHbIN Kononpoktonor MuHsgpasa PT, Kypatop
otneneHus kononpokonoruu PKb M3 PT
3uraHwuH  Mapat Wcmarunosny —
otneneHvnem kononpoktonorum PKb M3 PT

3aBegylowmn

JIUTEPATYPA

1. Swanson SM, Strate LL. Acute Colonic Diverticulitis. Annals of
internal medicine. 2018;168(9):65-80. DOI: 10.7326/AITC201805010
2. 3emnanonn B.M., Curya bB.B., Hukndopenko A.B. un coasT.
0COGEHHOCTU XMPYPrUYECKOro JIeYeHUs MO3[HUX OCNOXKHEHUN
AVBEPTUKYNAPHOI 6GonesHn obopoyHoi Kuwku. BecmHuk Cesepo-
3anadHozo 2ocydapcmseHHO20 MEOUYUHCKO20 —yHuBepcumema
um. W.N. Meynukosa. 2017;2(9):121-124. DOI: 10.17816/mech-
nikov201792121-124

3. Lanas A, Abad-Baroja D, Lanas-Gimeno A. Progress and chal-
lenges in the management of diverticular disease: which treat-
ment? Therapeutic advances in gastroenterology. 2018;11:1-21.
DOI: 10.1177/1756284818789055

4. Mackun C.C., KapcaHos A.M., Knumosmy W.H. wu coasT.
3NMAEMUONOrUA U NPUHLMUMBI AUATHOCTUKU BOCMANUTENbHBIX OCNOX-
HeHU auBepTuKynapHoi 6GonesHu. Komonpokmonozus. 2016;1:58—-
64. DOI: 10.33878/2073-7556-2016-0-1-58-64

5. Kynanuu A.B., Tumepbynatos M.B., MaitHytauHos ®.M. u coasT.
OcnoXHeHWa [uUBEpTUKyNe3a TONCTOW KWWKW, OMbIT JIeYeHMs.
bronnemers BCHL| CO PAMH. 2007;4:112-113.

6. Tumepbynatos B.M., Tumepbynatos M.B., Mexgues [.1. u coasr.
[luBepTukynspHas GonesHb 06O[OYHON Kuwku. M.: MeduyuHckas
KHuea, Mocksa.2016, c. 19.

7. WBawkuu B.T., Wenbirun 10.A., Aukacos C.N. u coasr.
PekomeHpaunu Poccuitckoit racTposHTeponornyeckoit accoumalnm
1 Accoumalum KononpoKTonoros Poccuu no AnarHoOCTUKE U NeYeHunto
B3POC/bIX HONbHBIX [UBEPTUKYNAPHON 60N1E3HBIO 0O0[0UYHOI KUWKK.
Pocculickuli ypHan eacmposHmeposio2uu, 2enamosiozu, Kononpok-
monozuu. 2016;26(1):65-80. DOI: 10.22416/1382-4376-2016-26-
1-65-80

8. Holmer C, Kreis ME. Diverticular disease — choice of surgical
procedure. Chir Z Fiir Alle Geb Oper Medizen. 2014;85(4):308-313.
DOI: 10.1007/500104-013-2621-x

9. Neale, Jeffrey A. Surgical Management of Diverticular
Disease in the Elective Setting. Clinics in colon and rectal sur-
gery.2018;31(4):236-242. DOI: 10.1055/5-0037-1607962

10. Ho, Yik Hong, Mohamed Ahmed Tawfik Ashour. Techniques
for colorectal anastomosis. World journal of gastroenterology.
2010;16(13):1610-1621. DOI: 10.3748/wjg.v16.i113.1610

11. Hardy TG, Pace WG, Maney JW. et al. (1985). A biofragmentable
ring for sutureless bowel anastomosis. An experimental study.
Diseases of the colon and rectum. 1985;28(7):484-490.

ToncrokuLeYHbIH MHBArMHALMOHHBIA AHACTOMO3 B XMPYPrn
OCNOXHEHHBIX POPM AUBEPTMKYNSAPHOM BonesHn 060A0YHOM KMULUKM

Wakypos Aiipap ®aputoBMY — K.M.H., ACCUCTEHT
Kadenpbl xupyprudeckux 6onesHeir KIMY, spay —
KononpokTonor otpeneHna kononpoktonorun PKB
M3 PT

ORCID

Kapnyxut 0.H0. — 0000-0002-7479-4945
Mankpatosa H0.C. — 0000-0001-7498-2412
3uranwun M.\N. — 0000-0002-5184-2975
Wakypos A.®. — 0000-0001-6617-8619

INFORMATION ABOUT AUTORS (ORCID)
Oleg Yu. Karpukhin — 0000-0002-7479-4945
Yulia S. Pankratova — 0000-0001-7498-2412
Aidar F. Shakurov — 0000-0001-6617-8619
Marat I. Ziganshin — 0000-0002-5184-2975

12. Morks, Annelien N et al. The C-seal: a biofragmentable drain
protecting the stapled colorectal anastomosis from leakage. Journal
of visualized experiments. 2010;45(2223):1-4. DOI: 10.3791/2223
13. Linn BS. et al. Intestinal anastomosis by invagination: a histori-
cal review of a “new” technic with controlled study of its potential.
Annals of surgery. 1968;167(3):393-398. DOI: 10.1097/00000658-
196803000-00013

14. Ferrara BE. Colorectal anastomosis by invagination. Diseases of
the Colon & Rectum. 1966;9(2):113-115.

15. boxgapb I.B., Kpasuosa B.H. Cnoco6 dopmupoBaHus Toncro-
TONCTOKMLWEYHOrO aHACcToMo3a. [JOHeuKMd MefUUMHCKUIA WHCTUTYT
um. M.Topbkoro. MateHt N2 SU 1 034 718 A1 CCCP. MIMK®'A61B 17/00.
N23288232 3asBn.18.05. 1981. Ony6:1.15.08.1983

16. Curan M.3., PamasaHoB M.P. O MeToauKe MeXKULEYHbIX aHacTo-
MO30B «KOHeLl-B-KoHel. BecmHuk xupypeuu.1987;9(139):119-121.
17. Wapunos X.H0., Kyp6oHos K.M., Hazapos X.ll. u coasr.
NHBarMHaLMoHHble aHACTOMO3bl B XUPYPriu TONCTOI KUWKKU. BecmHuk
AsuuenHsi. 2010;1(42):30-33. DOI: 10.25005/2074-0581-2010-12-
1-30-33

18. Bara T. Et al. Telescopic anastomosis in colorectal surgery.
Chirurgia. 2006;101(6):647-649.

19. Burson L.C., Berliner S.D., Strauss R.J. et al. Telescoping anas-
tomosis of the colon: a comparative study. Diseases of the Colon &
Rectum.1979;22(2):111-116. DOI: 10.1007/BF02586775

20. JleoHos B.B., Wanbkos H).J1., JleoHoB A.B. 1 coaBT. OnbIT oLeHKM
32XUBNEHUA MOTPYKHbBIX TONCTOKULWEYHbIX aHACTOMO30B B XWUPYpPri-
YecKoMm ctauuoHape. KybaHckuli HayyHbll MeOUUUHCKUL BeCMHUK.
2014;1:115-117. DOI: 10.25207/1608-6228-2014-1-115-117

21. Kapnyxun 0.10., Mankpatosa 0.C., YepkawnHa M.W. u coasT.
OCNOXHEHHbIT [MBEPTUKYANT: TaKTWKa, AMArHOCTUKa, NeyeHue.
Kononpokmonoazus. 2018;2:68—72. DOI: 10.33878/2073-7556-2018-
0-2-68-72

22. Appatckas M.[., Aukacos C.W., Becenos B.B., n coasr.
Knuuuyeckne pekomeHpauuu. [usepTukynspHas 0onesHsb.
Kononpokmonoeus. 2021;20(3):10-27. DOI: 10.33878/2073-7556-
2021-20-3-10-27

Colonic invagination anastomosis in surgery
of complicated forms of diverticular disease

47



48

OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

REFERENCES

1. Swanson SM, Strate LL. Acute Colonic Diverticulitis. Annals of
internal medicine. 2018;168(9):65-80. DOI: 10.7326/AITC201805010
2. ZemlyanoyV.P.,SiguaB.V., Nikiforenko A.V. et al. Features of colon
diverticulosis late complications surgical treatment. North-Western
State Medical university named after I.I. Mechnikov. 2017;9(2):121-
124. (in Russ.). DOI: 10.17816/mechnikov201792121-124

3. Lanas A, Abad-Baroja D, Lanas-Gimeno A. Progress and chal-
lenges in the management of diverticular disease: which treat-
ment? Therapeutic advances in gastroenterology. 2018;11:1-21.
DOI: 10.1177/1756284818789055

4. Maskin S.S., Karsanov A.M., Klimovich I.N. et al. Epidemiology
and principles of diagnosis of inflammatory complications of
diverticular disease. Koloproktologia. 2016;1:58-64. (In Russ.).
DOI: 10.33878/2073-7556-2016-0-1-58-64

5. Kulyapin A.V., Timerbulatov M.V., Gainutdinov F.M. et al.
Complications of diverticulosis of the colon, the experience of treat-
ing. Byulleten” VSNTs SO RAMN. 2007;4:112-113. (in Russ.).

6. Timerbulatov V.M. Timerbulatov V.M., Mehdiyev, D. I. et al.
Diverticular disease of the colon. M: Meditsinskaya kniga, Moscow.
2016; p. 19. (in Russ.).

7. Ivashkin V.T., Shelygin Yu.A., Achkasov S.I. et al. Diagnostics
and treatment of diverticular disease of the colon: guidelines of the
Russian gastroenterological Association and Russian Association
of Coloproctology. Russian Journal of Gastroenterology, Hepatology,
Coloproctology. 2016;26(1):65-80. (In Russ.). DOI: 10.22416/1382-
4376-2016-26-1-65-80

8. Holmer C, Kreis ME. Diverticulardisease — choice of surgical
procedure. Chir Z Fiir Alle Geb Oper Medizen. 2014;85(4):308-313.
DOI: 10.1007/500104-013-2621-x

9. Neale, Jeffrey A. Surgical Management of Diverticular
Disease in the Elective Setting. Clinics in colon and rectal sur-
gery.2018;31(4):236-242. DOI: 10.1055/5-0037-1607962

10. Ho, Yik Hong, Mohamed Ahmed Tawfik Ashour. Techniques
for colorectal anastomosis. World journal of gastroenterology.
2010;16(13):1610-1621. DOI: 10.3748/wjg. v16.i13.1610

11. Hardy TG, Pace WG, Maney JW. et al. (1985). A biofragmentable

KOJNOMNPOKTOJOTUS, tom 20, N2 4, 2021

ring for sutureless bowel anastomosis. An experimental study.
Diseases of the colon and rectum. 1985;28(7):484—490.

12. Morks, Annelien N et al. The C-seal: a biofragmentable drain
protecting the stapled colorectal anastomosis from leakage. Journal
of visualized experiments.2010;45(2223):1-4. DOI: 10.3791/2223
13. Linn BS. et al. Intestinal anastomosis by invagination: a histori-
cal review of a “new” technic with controlled study of its potential.
Annals of surgery. 1968;167(3):393-398. DOI: 10.1097/00000658-
196803000-00013

14. Ferrara BE. Colorectal anastomosis by invagination. Diseases of
the Colon & Rectum. 1966;9(2):113-115.

15. Bondar G.V., Kravtsova V.N. Method of forming colic-colic anas-
tomosis. USSR Patent no. SU 1 034 718 A1, 1983. (in Russ.).

16. Segal M.Z., Ramazanov M.R. About the method of end-to-
end inter-intestinal anastomoses. Grekov’s Bulletin of Surgery.
1987;139(9):119-121. (in Russ.).

17. Sharipov H.Yu., Kurbonov K.M., Nazarov H.Sh. et al. Invagination
anastomoses in surgery of large intestine. Avicenna Bulletin.
2010;42(1):30-33. (In Russ.). DOI: 10.25005/2074-0581-2010-12-
1-30-33

18. Bara T. Et al. Telescopic anastomosis in colorectal surgery.
Chirurgia. 2006;101(6):647-649.

19. Burson L.C., Berliner S.D., Strauss R.J. et al. Telescoping anas-
tomosis of the colon: a comparative study. Diseases of the Colon &
Rectum. 1979;22(2):111-116. DOI: 10.1007/BF02586775

20. Leonov V.V., Shalkov Y.L., Leonov A.V. et al. Evaluation of
submerged healing of colonic anastomoses in surgical hospital.
Kuban Scientific Medical Bulletin. 2014;1:115-117. (in Russ.).
DOI: 10.25207/1608-6228-2014-1-115-117

21. Karpukhin 0.Yu., Pankratova Yu.S., Cherkashina M.I. et al.
Complicated diverticulitis: management, diagnosis, treatment.
Koloproktologia. 2018;2:68-72. (In Russ.). DOI: 10.33878/2073-
7556-2018-0-2-68-72

22. Ardatskaya M.D., Achkasov S.I., Veselov V.V. et al. Clinical guide-
lines. Diverticular desease. Koloproktologia. 2021;20(3):10-27. (in
Russ.). DOI: 10.33878/2073-7556-2021-20-3-10-27

KOLOPROKTOLOGIA, vol. 20, N 4, 2021



Coloplast

¢

B

BranyTaa

Beinyknas

Coloplast® .
Professional
ocHoBa 01151 nodbopa cpedcms yxoda 3a cmomou

OueHka nepucmomasibHou obnacmu —

KanonpuemHukm Alterna®
C MI0CKOM NACTUHOM

nis |

PoBHasa
MepucTomanbHas 0651aCTb
pacnosioxkeHa NnpubnmsnTens-

HO HA OAHOM YpPOBHE C NOBepX-
HOCTbIO NMepeaHen 6proLLHOM
CTEHKMW, NPY 3TOM KOXKQ BOKPYT
CTOMbI MOYKeT 6bITb Hernaa-
KOM, CKIag4aTON.

LLlaz 1. OueHume ¢popmy nepucmomasibHol obracmu

KoHBeKcHble nnacTuHbl Alterna®,
Mogzenvpyemoe 3amTHoe KosbLo Brava®
nnm nacta 8 nonocke Brava®, nosic Alterna®

BranyTas
MepucTomanbHas 06,1aCTb
yrny6aeHa BO BHYTPb YKMBOTQ,

;
.

06pasys BOPOHKY.
KanonpuemHukm Alterna® ¢ nnockoi naacTuHom
SNACTUYHAS MAACTMHA-MOSTYKObLO Brava®

Bbinyknas
MepucTomanbHasa 06,10CTb
BbINAYEHA HAPYXKY,
BbICTYNAET HAZ, yPOBHEM
NoBEpXHOCTU NepegHen

GpIOLLIHOM CTEeHKM.
Cdenall npasunbHbIl BbIbOP
C pykoBodcmaom o nodbopy cpedcms yxooa 3a cmomoli!

Ha NpaBsax pekaambi

8 800 700 11 26
3BoHOK 6ecnaiamHbil

LleHmp noddep>xku nayueHmos «Kononnacmy»
nH.-ym. ¢ 08:00 do 20:00; nm. c 08:00 9o 18:45 No MOCKOBCKOMY BpemMeHU

info@coloplast.ru
www.coloplast.ru




PENTAX SBostOHﬁ c

MEDICAL cienti

OdmumanbHbIN AUCTPUOLIOTOP

SpyGlass™ DS

Buoeoxonegoxockonus

Acquire™ @
EUS vrna
[19 TOHKOUTONbHOWN

ABTOpPU30BaHHbIN CEPBUCHbLIN LIEHTP BMOINCunn
OdmumanbHbIN ANCTPUOLIOTOP (rmcTonorus)

B Poccuu

8-800-100-17-61
WWW.ENDOMED.BIZ

Endomed OFFICE@ENDOMED.BIZ

Endomed CMOM

VICycpnsTop U Mppuratop KancynbHasa aHgockonus

Bbicokoe kayecTBO M306paxeHUs Nno
camown poctynHoun LLEHE B Poccuu

CoBMeCTUMbI C 3HAOCKONaMMu:

Pentax, Olympus, Fujifilm, SonoScape,
Aohua

Ha npasax peknambl



OPUTUHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

https://doi.org/10.33878/2073-7556-2021-20-4-49

KommeHTapuu pegkonnerum K crarbe

'.) Check for updates ‘

(cc

ToncrokuweYHbIH MHBArMHALMOHHBIM QHACTOMO3 B XMPYPIrvK

OCNOXHEHHbIX HOPM AUBEPTUKYNSIPHOM BonesHn 06oa0YHOM KMLLKM

Maukparosa tO.C., Kapnyxuu O.10., 3uranwmnn M.U., Lakypos A.P.

Mpobnema HECOCTOATENbHOCTU TONCTOKUIIEYHBIX aHa-
CTOMO30B MO-MpPEeXHeMy OCTaeTCs OAHOWN U3 BefyLmux
B KOJIOPEKTaNbHOW XPYypruu.

Mpu LUBEPTUKYNSPHOI HONE3HM OHA CTOUT Bonee 0CTPO.
Tak, No JaHHbIM COBPEMEHHOr0 HUAEpNaHACKOro wuc-
cnepoBanus DIRECT [1], yacToTa HecocTosTeNbHOCTU
TOJICTOKMLIEYHbIX aHAaCTOMO30B MpPW NNAHOBbIX BMeLla-
TENbCTBAaX N0 NMOBOAY AWBEPTUKYNAPHOK GonesHu fo-
cturana 15%. IToT nokasatenb NOYTW BABOE NPEBLILAET
4acTOTy HECOCTOATENbHOCTM NpK (HOPMUPOBAHUM UNEO-
TpaHcBep30aHacToMo30B (8,1%) no pesynbTatam obie-
eBponeiickoro ayauta B 2015 rogy [2], u conocTaBum
C TaKOBOW Npu GOPMUPOBAHUN HU3KMX KONOPEKTANbHbIX
aHactomo3os (17,5-22,5%) [3-5].

MpUYNHOI CTONb BLICOKOI YACTOTHI OCNOXHEHUI CO CTO-
pOHbl aHaCTOMO30B He ABAAIOTCA OCOOEHHOCTU KH-
WeYHOoro wWwea uamM cnocoba hopMMpoBaHUs TONCTOKM-
WeYHbIX COYCTUA. ITOT (haKT HaxOAUT NOATBEPKAEHUE
u B ctatbe lMaHkpatosoi H.C., B KOTOPO JOCTOBEPHOW
CBA3WN MeX[y HeCOCTOATENbHOCTbIO U METOAMKOI (hop-
MUPOBaHUs aHaCTOMO3a BbifB/IEHO He 6biNO.

PaHee 6bI10 LOCTOBEPHO YCTAHOBAEHO, YTO MPUYMHOI
HECOCTOATENbHOCTM M aHAaCTOMO3MTOB ABNAIOTCA 0CO-
GeHHOCTU cneundUUYecKUx U3MEHEHUI CTEHKU TONCTOM
KUWKK NpU OUBEPTUKYNAPHON OONE3HW, AUKTYIOLME
ocobble npaBuna onpepeneHus rpaHuL, pe3ekuum Ton-
cToit kuwku [6]. Cpean Hux GbIM BbIfENEHbl cnepyio-
wue [7]:
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pacwupeHns obbeMa pesekuuu O0OOAOYHOW KMWKKM
B NMPOKCMMANbHOM Hanpas/ieHUN 3a CYET TOrO, YTO AU-
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Laparoscopic right colectomy with intracorporeal
ileotransverse anastomosis (results of the pilot study)
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Dmitry G. Shakhmatov

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

VYL (al AIM: to evaluate the safety of intra- and extracorporeal ileotransverse anastomosis in laparoscopic right hemico-
lectomy.
PATIENTS AND METHODS: a pilot «case-control» study included two groups of patients, who underwent
laparoscopic right colectomy according to a standardized technique. An intracorporeal anastomosis
(IA) was formed in the main group (n = 20), in the control group — extracorporeal anastomosis (EA)
(n=18).
RESULTS: in main group the postoperative complications rate was 20%, in the control group — 28% (p = 0.71).
The postoperative hospital stay in the main group was significantly less than in control (5.0 vs 7.3 days)
(p < 0.001).
CONCLUSION: the postoperative complications rate in both groups was not significant, but postoperative hospital
stay was shorter in IA group. A randomized controlled trial is required.
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INTRODUCTION

The surgery is the main approach for colon
cancer.

In recent years, clinical trials and new pro-
tocols for the management of patients after
elective colon resections are being developed
and edited in order to shorten the rehabilita-
tion period [1].

Taking into account the development of
technologies and the experience accumu-
lated in world practice, when choosing the
method of surgery, preference is currently
given to the minimal invasive and traumatic
methods. Within the framework of this con-
cept, laparoscopic access is the ‘gold stan-
dard”in the treatment of localized colorectal
cancer (CRC) [2]. It is worth noting that the
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technique of laparoscopic surgery, including
the method of forming an anastomosis, is
continuously modified. The formation of an
intracorporeal anastomosis allows the sur-
geon to choose the method of the specimen
extraction [3].

To date, there are quite a large number of ar-
ticles in the world literature devoted to the
study of the advantages and disadvantages
of intracorporeal ileotransverse anastomo-
sis (ITA) in laparoscopic right hemicolectomy
(LRH).

However, papers on pubmed.nchi.nlm.nih.gov,
overwhelmingly represent a series of clinical
cases.

Along with this, on clinicaltrials.gov only 6 ran-
domized controlled trials (RCTs) have been reg-
istered; all of them are at various stages.
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In addition, in the available literature, we
found two meta-analyses.

In one of them, published by Emile, S. et al.
(2019), intracorporeal ITA (iITA) performed in
2,123 patients with LRH was compared with
extracorporeal (eITA), which was formed in
2,327 cases.

The advantages of iITA over eITA were demon-
strated, consisting in a significant decrease in
the incidence of the surgical site infection —
OR = 1.69, 95% CI 1.4-2.6, p = 0.002, anasto-
mosis leakage — OR = 1.95, 95% CI 1.4-2.7,
p = 0.003, as well as the rate of postopera-
tive hernias — OR = 3.14, 95% (I 1.85-5.33,
p <0.001 [4].

A year later, in 2020, Selve M. et al. published
a meta-analysis that included 3,699 patients
and 24 publications. It was shown that along
with a decrease in the rate of in the surgical
site infection — OR = 0.526 (p = 0.006), there
was a faster recovery of gastrointestinal tract
function, early gas discharge — OR = -0.46
(p = 0.02); stool — OR = -0.48 (p < 0.001), as
well as a reduction in the time of the patient’s
hospital stay — OR =-0.35 (p < 0.001) [5].

It is worth noting that both meta-analyses
turned out to be comparable not only in terms
of results, but also in terms of the quality of
the included data. However, each meta-anal-
ysis included only one RCT while the rest of
the studies were retrospective series of cases.
Therefore, there was a high probability of a
bias.

Taking into account the limited number and
quality of studies, we initiated a pilot study
focused on the safety of intra- and extracor-
poreal ITA after LRH.

PATIENTS AND METHODS

The pilot study was a prospective ‘case-con-
trol” type.

It included adult patients who gave their con-
sent to participate in the study, who were
scheduled for LRH for right colon cancer.

The study did not include patients with local-
ly advanced cancer and carcinomatosis at the
stage of preoperative check-up.

MHTpakopnopanbHeii MNEOTPAHCBEP3OAHACTOMO3
npu NaNapoCKONM4eCcKON NPABOCTOPOHHEN FeMUKONIIKTOMMM
(pe3synbTaThl nMAOTHOrO MccnefoBaHMs)

Patients whose carcinomatosis was detected
intraoperatively were excluded as well, or a
decision was made avoid ITA. Patients who re-
fused to participate in the study at any of its
stages were also excluded.

All the patients underwent standard LRH, tak-
ing into account the site of the primary tumor
and oncological principles.

In the main group, after removal of the right
colon, iITA of the ‘side-to-side’ type was done.
To form an anastomosis, 3 cassettes for the en-
doscopic staplers were used. With their help,
the crossing of the intestine was carried out
within the designated borders. The next stage
was ileo- and colostomy.

A stapler was inserted through the holes into
the lumen and anastomosis was created. After
that, the ‘technological’ hole was intracorpo-
really sutured with absorbable double-row su-
ture. An additional nodal reinforcing suture
was applied to the corner of the stapler line.
The macro-specimen was extracted through
Pfannenstiel incision.

In the control group patients, eITA was formed
according to the hand-sewn ‘end-to-end’ type
using a double-row suture. This type of anas-
tomosis is performed most often in the Center
and is accepted here as the standard for LRH.
The macro-specimen was extracted from
the abdominal cavity through paraumbilical
minilaparotomy.

As part of the study, iITA was performed by five
surgeons with sufficient experience in laparo-
scopic surgery for colorectal cancer.
Statistical processing of the data obtained was
carried out using GraphPad Prism 9 software.
The parametric data were compared using the
Student t-test, while nonparametric data were
compared using the Mann-Whitney U-test; and
the rate characteristics were compared using
x2 with Yates correction.

From September 2020 to February 2021, 38 pa-
tients meeting the selection criteria were in-
cluded in the study.

The main group with iITAincluded 20 patients; and
the control group with eITA included 18 patients.
Both groups were homogenous in gender, age,
body mass index (BMI), ASA status and the co-
morbidities (Table 1).

Laparoscopic right colectomy with intracorporeal
ileotransverse anastomosis (results of the pilot study)
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Table 1. Characteristics of patient

Parameter Intracorporeal Anastomosis Extracorporeal Anastomosis p
(n=20) (n=18)
Gender (m/f) 5/15 4/14 0.59*
Age (years) 67 +12.1 68.4+9.5 0.68**
BMI (kg/m2) 253 +3.5 27.3+3.4 0.07**
ASA I/11/1I1 10/8/2 12/5/1 0.57***
Comorbidities, % 65% 72% 0.64*
* U-test; ** t-test; *** 2 c nonpaskoil Yates *** 2 adjusted by Yates
Table 2. The incidence of postoperative complications in the groups according to the Clavien-Dindo scale
Clavien-Dindo Intracorporeal Anastomosis Extracorporeal Anastomosis p
(n=20) (n=18)
Degree I 1 (5%) 1 (5.5%)
Degree II 2 (10%) 3 (17%)
Degree III 1 (5%) 1 (5.5%)
Degree IV 0 0
Degree V 0 0
TOTAL 4 (20%) 5 (28%) p=0.71*
* 2 adjusted by Yates
Table 3. Operation time, creation of anastomosis and postoperative hospital stay
Duration Intracorporeal Anastomosis Extracorporeal Anastomosis p
(n=20) (n=18)
Operative time, minutes 225+ 60 166 + 32 0.0007**
Anastomosis formation, min. 50 (45; 70) 45 (40; 60) 0.06*
Postoperative hospital stay 5+0.8 7.3+1.05 p<0.001**

* U-test; ** t-test

RESULTS

Analyzing the iITA and eITA groups by the rate
of complications, no significant differences were
obtained. So, in the main group they occurred in
20%; in controls — in 28% of cases (p = 0.71). It
is important to note that there was no leakage in
both groups (Table 2).

We evaluated the hospital stay after sur-
gery. The patients left the clinic after their
condition met the discharge criteria (80 or
more points on the Bartel scale; the sever-
ity of pain syndrome was less than 3 points
by VAS) [6].

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

It turned out that in the main group, the hospital
stay was significantly less — 5.0 versus 7.3 days
(p <0.001).

LRH with iITA was significantly longer than eITA —
225 vs 166 minutes (p = 0.0007). The time spent
foriITA, was 5 minutes longer than eITA. However,
these differences are not significant (p = 0.06)
(Table 3).

DISCUSSION

Despite the large number of studies devoted to
the iITA in LRH, the question of its advantages
and disadvantages remains open. The reason for
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Table 4. Incidence of incisional ventral hernia

Incisional hernias, % (number of patients)
Study Observation period p
Pfannenstiel Median minilaparotomy
DeSouza A., 2011 (n = 512) 0 (n=119) 23.2 (n=56) 17.5 months <0.0001
Lee L., 2012 (n=99) 0 (n=24) 29 (n=68) 28.2 months 0.02
Samia H., 2013 (n = 480) 3.8 (n=26) 8.9 (n=305) 3.5 years <0.01
Lee L., 2017 (n = 5447) 0 10.6 (n = 3177) 17.3-42 months <0.001
0.9 (n = 956)
Widmar M., 2020 (n = 164) 3 (n=67) 19 (n=97) 14 months 0.007

this is the insufficient number of RCTs, which
does not allow to approve the issue, to deter-
mine the place of iITA in colorectal surgery.
One of the main disadvantages of the intracor-
poreal anastomosis, in comparison with extra-
corporeal one, is the high ‘cost’. Thus, the need
to use at least 3 cassettes for laparoscopic sta-
plerin routine practice, at first glance, does not
seem fully justified, given the existing possi-
bility of forming an extracorporeal anastomosis
hand-sewn.

On the other hand, it should be borne in mind
that the cost of cassettes for the device is not
the only component of the total cost of the
treatment. So, in addition to the cost of con-
sumables used directly for the surgery, at least
the costs associated with a longer stay of the
patient in the hospital after surgery are includ-
ed in the latter [7].

Another aspect that should be considered when
describing the advantages and disadvantages of
iITA is the method of extracting a specimen.

Time of anastomosis formation
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Figure 1. Time of anastomosis formation. 1,2,3,4,5 — the num-
ber of the surgeon who performed the IA
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Thus, during the eITA formation the limited mo-
bility of the transverse colon dictates the need
for the minilaparotomic incision in the paraum-
bilical area or higher.

On the contrary, performing the anastomosis
intracorporeally makes it possible to extract
the specimen through a transverse Pfannenstiel
incision in the hypogastric area, which, accord-
ing to a number of studies, is associated with a
decrease in the rate of post-op ventral hernias
[8-12] (Table 4).

Thus, the absence of the need for patients to
subsequently seek medical help in order to per-
form hernioplasty, potentially also reduces the
cost of treatment, and in general the burden on
the healthcare system.

Discussing the potential advantages of using
the iITA technique, it is worth mentioning the
NOSE (Natural Orifice Specimen Extraction)
technology, in which the macro-specimen is
removed through natural openings, which pro-
vides maximal cosmetic effect. Most often,
the extraction of the specimen is carried out
through the colpotomy opening [13]; and there
are fewer reports of a transanal method [14].
Referring to this study, it can be noticed that
with each subsequent procedure, surgeons
reduce the time spent on the intracorpo-
real anastomosis. The small number of cases
does not allow to state this categorically.
Nevertheless, it is possible to trace the trend
to accelerate this stage as experience accu-
mulates (Fig. 1). A similar pattern is noted by
other authors who have extensive experience
in the iITA [15].

Laparoscopic right colectomy with intracorporeal
ileotransverse anastomosis (results of the pilot study)
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The potential disadvantages of the intracorpo-
real technique for the formation of ITA can also
include the need to work on the opened lumen
of the intestine in the conditions of pneumo-
peritoneum. However, we found no differences
in the rate of surgical site infection during the
iITA formation in comparison with eITA — 4
(20.0%) and 5 (28.0%) cases (p = 0.71), which
correlates with the literature data [4, 5].

Thus, it is obvious that there is a need for RCT,
the purpose of which would be to compare iITA
and eITA in terms of safety, the quality of life,
and economic efficiency. This study was initi-
ated in the Center and registered on the por-
tal ClinicalTrials.gov (Identification number:
NCT05026268).

CONCLUSIONS

The results of the pilot study demonstrated that
the iITA is not associated with an increase in the
postoperative complications. However, it reduces
the post-op hospital stay.
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Are there any advantages of 3D laparoscopic technologies
in surgery for rectocele and rectal prolapse?
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AIM: to assess results of 3D laparoscopic ventral mesh rectopexy versus traditional 2D laparoscopy for rectocele and
rectal prolapse.
PATIENTS AND METHODS: a prospective randomized study (NCT 04817150) included patients aged 18 to 70 years who
underwent laparoscopic ventral mesh rectopexy for rectocele and/or rectal prolapse. The assessment included opera-
tion time, intraoperative blood loss, complications rate and their severity by Clavien-Dindo scale, the pain intensity
by VAS, the volume of the fluid collection in the implant site 2-3 days and 2-3 weeks after the procedure. The sur-
geon’s comfort and ergonomics when using 3D systems was evaluated using POMS questionnaire. The late results
were assessed by recurrence rate, functional results — by Cleveland Clinic Constipation scale score, Incontinence
scale score, P-Qol, and PGIL.
RESULTS: the study included 29 patients of the main and 32 patients of the control group. The follow-up was
21 + 20.3 months. One complication developed in the control group (p = 1.0). The operation time in the main group
was 74.1 + 14 minutes (87.1 + 24.3 minutes in controls, p = 0.01). The intraoperative blood loss was 19.8 + 9.6 ml
in the main group (55 +39.2 mlin controls, p = 0.001). The pain intensity was significantly lower in the main group
(18.0vs 22.5 points, p = 0.03). The volume of fluid collection 2-3 after surgery mesh site was 21.2 + 9.7 cm® in the
main group (30.7 + 25.6 cm® in the control group, p = 0.02). The POMS scale assessment for a surgeon in the main
group was 56.4 + 33.5 points (87.3 + 30.8 points in the control group). A follow-up examination 12 months postop
revealed no recurrence in both groups (p = 1.0). The main and the control group showed no significant differences
in functional outcomes.
CONCLUSIONS: the use of 3D laparoscopic ventral mesh rectopexy for rectocele and rectal prolapse is comparable in
late results with traditional laparoscopic procedure. However, it takes less operation time, lower pain intensity, less
intraoperative blood loss, smaller fluid collection at mesh site, better comfort and ergonomics for surgeon.
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INTRODUCTION

Due to the worldwide increase in life expec-
tancy of the population, as well as increased
requirements for its quality, the problem of
pelvic prolapse, and in particular, rectocele,
is becoming more and more urgent. According
to epidemiology, various degrees of pelvic
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prolapse of some compartments can be detect-
ed in 41-50% of females during gynecological
check-up; however, clinical symptoms are de-
tected only in 3% of them.

Among the subgroup of patients who under-
went hysterectomy, the risk of rectocele requir-
ing surgery is already about 12.6% [1,2]; and in
the presence of clinical symptoms of posterior
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compartment prolapse, every 5th woman has a
risk of being operated by the age of 80 [1]. It
is expected that due to the increasing trend
towards an increase in life expectancy, by 2050
the incidence of pelvic organ prolapse (POP)
will be 46% of the female population [3]. The
treatment of pelvic organ prolapse undoubt-
edly requires a comprehensive and multidisci-
plinary approach, the interaction of gynecolo-
gists, urologists and colorectal surgeons. An
important role in treatment approach for these
patients is also assigned to specialists in in-
strumental diagnostics [4,5].

To date, a significant number of studies have
been done, which have demonstrated the ad-
vantages of transabdominal laparoscopic and
robotic access in the treatment of rectocele
and rectal prolapse, in comparison with peri-
neal access [6—8]. The most common transab-
dominal surgery used to correct severe rec-
tocele, especially in combination with apical
pelvic prolapse, as well as to eliminate full-
layer prolapse and intussusception of the rec-
tum, is laparoscopic ventral rectopexy with a
mesh implant. This technique was first pro-
posed by the Belgian surgeon A. D'Hoore in

Figure 1. Schematic representation of the mesh position during
laparoscopic ventralmesh rectopexy
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2004 as a technique that allows the correction
of rectal prolapse without increasing the in-
cidence of obstructive defecation and de novo
constipation syndrome by limiting the area of
tissue dissection along the rectum exclusively
by its anterior surface and, as a consequence,
preserving the autonomous innervation of the
bowel walls [9]. The essence of the method
consists in dissection in the area of the rec-
tovaginal septum from the deepest point of
the rectovaginal recess along the rectovaginal
fascia to the level of the pelvic floor muscles,
followed by the installation of a mesh implant
in the form of a ribbon and fixing its opposite
end to the anterior longitudinal ligament of
the spine in the area of the sacrum cape, as
shown in Figure 1. The technique is recognized
as a low-traumatic, effective, having a low re-
currence rate, and is used everywhere.
According to the literature, laparoscopic ven-
tral rectopexy is a highly effective procedure
for anatomical correction of posterior pelvic
prolapse, has a low risk of complications and a
short recovery [10-26].

However, performing this procedure involves a
rather long learning curve for the surgeon due
to the technical complexity of tissue dissection
in the limited spaces of the pelvis and the need
to apply low endocorporal sutures to fix the
mesh to the pelvic floor muscles and mesorectal
fascia on the anterior surface of the rectum.

In this connection, since the first robotic rec-
topexy was performed in 2004, the research
has been actively conducted to study the ad-
vantages of the new high-tech access [27,28].
According to a number of randomized trials,
robotic access has an efficiency comparable to
laparoscopic one in restoring the anatomical
interposition of the pelvic organs. Among the
advantages of robotic ventral rectopexy, the
authors highlight a less intraoperative blood
loss, better visual control in the limited ana-
tomical spaces of the pelvis and greater ergo-
nomics for the surgeon [27-33] (Table 1).
However, the disadvantages of this technique
include the high cost of equipment, the need
for a complete reorganization of the surgery
room, as well as a longer operation time, which,
in addition to the early outcomes, is also

Are there any advantages of 3D laparoscopic technologies
in surgery for rectocele and rectal prolapse?
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Table 1. Studies of laparoscopic and robotic-assisted ventral mesh rectopexy

Number of Recurrence tin?:‘:rxitlz:il:'n
patients, total of abs., dockin ming Complications Observation
Studies, Authors Year (robotic/ robotic / g, min, P ’ period,
. . robotic/ n (%)
laparoscopic | laparoscopic . months
subgroups) subgroups laparoscopic
subgroups
Makela-Kaikkonen et al. [29] | 2016 30 (16/14) 0/0 202/195 5(31)/1(7) 3
Mehmood et al. [30] 2014 51 (17/34) 0/0 138/115 0/6 (17) 12
Makela-Kaikkonen et al. [31] | 2014 | 40 (20/20) 11 231/234 2 (10)/1 (5) 3
Mantoo et al. [32] 2013 118 (44/74) 3/6 191/163 5 (11)/15 (20) 16
Faucheron et al. [33] 2016 20 (10/10) 0/0 94/52,5 0/1 (10) 1

reflected in the ‘cost-effectiveness’ ratio due
to the longer work of the entire operating team
to perform a single procedure [29-33].

At the time of writing this article, we have not
found any reports in the Russian and foreign lit-
erature about the use of laparoscopic ventral rec-
topexy with a mesh implant using 3D equipment.
The undoubted advantage of this access is a three-
dimensional image of the surgical field, which al-
lows precise differentiation and dissection of
tissues and the detection of anatomical land-
marks — hypogastric nerves, right ureter, right
common and internal iliac arteries, median sacral
artery and vein, longitudinal ligament of the sa-
crum. In addition, more precise manipulations in
the confined space of the pelvis provide thorough
hemostasis, which generally creates conditions for
safer performance of all stages of the procedure in
comparison with traditional laparoscopic access.
The 3D system makes it possible to reduce the op-
eration time at a significantly lower cost of equip-
ment and the absence of time spent on ‘docking’
a robotic installation in comparison with robotic
procedure.

AIM

The aim of the study is to compare the early
and late results of the use of 3D and traditional
2D laparoscopic ventral mesh rectopexy in the
treatment of patients with rectocele and rec-
tal prolapse.

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

PATIENTS AND METHODS

The study is a randomized prospective com-
parative study (NCT 04817150) in the main
(29 patients) and control (32 patients) groups,
which included patients aged 18-70 years, who
underwent laparoscopic surgery for rectocele

and/or rectal prolapse in 2015-2020.

The inclusion criteria are:

— Rectocele of the 3rd degree (according to
the Russian classification [34]) and the
3rd-4th stages according to POP-Q [35]
and/or rectal prolapse;

— Female gender;

— Age between 18 and 70 years.

The exclusion criteria are:

— severe and decompensated comorbidities
(class III-IV according to ASA [American
Society of Anesthesiologists]),

— oncological, hematological diseases, in-
flammatory bowel disease and inflamma-
tory disease of pelvic organs,

— pregnancy.
The patients were randomly assigned to 2 groups:
the main group (3D laparoscopic correction, 29
women) and the control group (2D laparoscopy,
32 women). For the distribution, the method of
simple fixed randomization using computer ran-
dom number generation was used. All the pro-
cedures were performed by one surgeon, whose
experience had been over 50 laparoscopic recto-
pexies by the time the study began.

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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Table 2. Preoperative characteristics of patients

Main group — 3D Control group — 2D Statistical
Clinical groups laparoscopic rectopexy laparoscopic rectopexy Differences
(n=29) (n=32)
Age, years, Me [Q,;Q,] 58 [50;63] 57 [48;62.5] p=0.47
Number of births, abs., Me [Q,;Q,] 3 [2;4] 2 [1;3] p=0.123
BML, kg/m? Me [Q,;Q,] 30.2 [25.1;32.2] 30.4 [28.6;32.3] p=0.31
Menstrual pause, abs. (%) 16 (55.2%) 19 (59.4%) p=0.741
Surgeries on the pelvic organs and 4 extirpations of the uterus 6 hysterectomies, -
anorectal area in the anamnesis with appendages, 12 CS, 10 CS,
3 hemorrhoidectomies 1 anterior colporraphy
2 posterior colporraphy, 4 hemorrhoidectomies
1 sphincterolevatoroplasty
Duration of symptoms, years, Me [Q,;Q,] 8 [5;10] 8.5 [5;11.5] p=0.58
Total points as per 13 [10;19] 11 [9;18,5] p=0.58
Cleveland Clinic Constipation score 11 [9;18.5]
(max — 30), Me [Q,;Q,]
Total points as per Incontinence score 2[1;3] 1[0;3] p=0.066
(max — 20), Me [Q,;Q,]
Stress urinary incontinence, abs. (%) 8 (27.6%) 9 (28.1%) p=0.96
Total points as per P-Qol scale (max — 55 [49;71] 65.5 [56;71] p=0.06
115), Me [Q,;Q,]

Note: *The differences are significant at p < 0.05.

For three-dimensional visualization in the
main group, surgery was performed using the
Olympus VISERA ELITE II system (Olympus
Corporation, Japan).

Preoperative check-up included a standard
clinical examination, examination in a gyne-
cological chair, as well as functional Valsalva
tests, cough, examination in a squatting posi-
tion, staging of pelvic prolapse according to
the POP-Q system, tonoperineometry, anos-
copy, colonoscopy, defecography, as well as
transperineal, transvaginal and transrectal ul-
trasound in the search of defects in the pelvic
floor muscles and anal sphincter.

The severity of clinical symptoms and theirim-
pact on quality of life were assessed using the
Prolapse-Quality of Life questionnaire [36] be-
fore surgery and at a follow-up 12 months after
the surgery.

Ectb n1 npeumywectea 3D nanapockonmueckmx TeXHONOrMi
NPM1 XMPYPrU4eCckoM NIeHeHMM PEKTOLENE M BbINAAEHUS NPSMOM KUMKW

The patients were also surveyed according
to the Cleveland Clinic Constipation Scoring
System and Wexner’s anal Incontinence scale
at similar time [37].

When performing the surgery, its duration, the
intraoperative blood loss, complications and
their severity on the Clavien-Dindo scale were
recorded. In the early postoperative period,
the severity of the pain syndrome was assessed
according to the VAS, 24 hours after the end of
the procedure, and the patients’ need for nar-
cotic and non-narcotic analgesics.

It seems extremely important to assess the
site of the installed mesh, as well as the state
of the rectovaginal space at the mesh site.
The size of this space is directly related to the
volume of fluid collection due to the tissue
reaction to the mesh, the anatomical installa-
tion of the mesh, its adequate fixation to the

Are there any advantages of 3D laparoscopic technologies
in surgery for rectocele and rectal prolapse?
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mesorectum and pelvic floor muscles, as well
as the presence of postoperative seroma or
hematoma.

To assess this, we used transvaginal ultrasound
examination with a convex sensor on the 3rd
day after the surgery.

This test was also repeated during a follow-up
control in 2-3 weeks after laparoscopic recto-
pexy was performed.

Another question of the study was the evalua-
tion of the convenience and ergonomics of the
surgeon when using 3D systems. To determine
the degree of complexity of the procedure for
an experienced endoscopic surgeon, we se-
lected a validated questionnaire — the POMS
(Profile of Mood States) fatigue and psycho-
emotional state assessment scale [38], con-
sisting of 65 questions with answer options
on a five-point Likert scale from ‘not at all’ to
‘very much’. The operating surgeon was asked
to fill out a questionnaire immediately after
performing each procedure within the frame-
work of this study to determine the degree of
fatigue and strain after performing ventral
mesh rectopexy by traditional laparoscopic ac-
cess and using 3D systems.

All the data obtained were collected and struc-
tured into one database using the MS Excel 12
program (MicroSoft, USA). A descriptive and
comparative statistical analysis was carried
out using the software SPSS Statistic 26.0
(IBM, USA) and Statistica 10.0 (StatSoft, USA).
At the first stage, all quantitative data were
checked for compliance with the normal distri-
bution law (NDL) using the Shapiro-Wilk test,
since the volumes of all samples were less than
50 (the main group n = 29, the control group
n = 32). In the cases where the sample com-
ply with the NDL (when the significance level
was p > 0.05), the description was planned to
be carried out in the form of a mean and stan-
dard deviation (M + SD), and the comparison of
independent (between the study groups) and
dependent samples (before/after the study
in the same group) was carried out using the
Student's-test.

In the cases where the sample did not comply
with the NDL (significance level p < 0.05), the
description was planned to be carried out in

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

the form of median, 25% and 75% quartiles
(Me [Q1;Q2]), and the comparison of inde-
pendent (between the study groups) and de-
pendent (before/after the study in the same
group) samples was carried out using the
Mann-Whitney test. Absolute (quantity) and
relative (percent) data were used to describe
categorical (nominal) data, and the y-Pearson
test was used to compare them. In the com-
parative analysis, significant differences be-
tween the study groups were considered when
the significance level of P was less than 0.05
(p < 0.05). The preoperative characteristics of
the patients are presented in Table 2.

The age of the patients in the study groups was
55.3 + 10.3 years (32-70 years, 58 [49;63]), the
number of births was 2.4 + 1.4 (0-5 births, 2
[1;3]), the average BMI was 29.26 + 4.49 kg/m?
(18.1-36 kg/m? 30.4 [28.2;32.3]). Previously
performed surgical procedures were in 36% of
the patients who underwent cesarean section,
16.4% underwent hysterectomy, 11.5% under-
went hemorrhoidectomy, 4.9% underwent col-
porrhaphy, and 1.6% underwent sphincterol-
evatoroplasty for grade 3 perineal rupture.
The duration of existing symptoms of pel-
vic prolapse was 8.16 + 4.0 years (2-20 years,
8 [5;11]). The score on the Cleveland Clinic
Constipation scale among patients — 13,8 +5,7
(6-28,12 [9;19]) points, stress urinary inconti-
nence was observed in 27.9% of patients.

The total score on the P-Qol scale before
surgery was 61.7 + 15.2 points (25-100, 63
[50;71]).

There were no significant differences in base-
line parameters among the patients, in all cas-
es p > 0.05.

After discharge from the hospital, the patients
were at follow-up 121 + 20.3 months.

In 12 months after the surgery, the patients
underwent a control clinical assessment, dur-
ing which the anatomical and functional re-
sults of the surgery were evaluated.

At the same time, the stage of prolapse accord-
ing to POP-Q, repeated questionnaires on the
CCCS, Wexner Incontinence scale, P-QOL, the
presence of stress urinary incontinence and
the patient’s overall satisfaction with treat-
ment according to the PGII (Patient Global

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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Impression of Improvement)
were taken into account [39].
The correction of rectocele was considered
successful if it was detected during control on
a gynecological chair with functional tests in
the early postoperative period of the degree
of POP 0-1 according to POP-Q. With a degree
of POP-Q = 2, the correction was considered
unsuccessful.

Anatomical relapse was defined as the omis-
sion of the pelvic organs POP-Q = 2 during a
control examination on a gynecological chair
in 12 months after.

Since, according to the developed design of the
study, all the surgeries were performed in the
same unit by the same surgeon, in order to im-
prove the quality of the data obtained. Also, the
assessment of early and late results of the sur-
gery was carried out by two blinded specialists.

questionnaire

Operative Technique

All the procedures were performed under gen-
eral anesthesia in the spinal position in the
Trendelenburg position. The bladder was cath-
eterized with a Foley catheter. The surgeon
was located at the head end of the operat-
ing table on the left, the assistant — at the
head end on the right, as shown in Figure 2.
Then 5 trocars were installed: 10 mm paraum-
bilical, 12 mm in the right hypogastric area and
3-5 mm trocars in the left hypogastric area, as
shown in Figure 3.

Stage I. After an overview laparoscopy, the
sigmoid colon was removed to the left with
an atraumatic clamp through the left lateral
port, and a J-shaped dissection of the parietal
peritoneum was performed from the projection
area of the longitudinal presacral ligament
at the level of the sacrum cape to the deep-
est point of the Douglas pouch by monopolar
coagulation (Fig. 4). After that, anatomical
landmarks of dissection were visualized: hy-
pogastric nerves, right ureter, right common
and internaliliac arteries, median sacral artery
and vein, and the longitudinal ligament of the
sacrum were identified. In the area of the rec-
tal-uterine pouch, dissection was performed in
the plane of the rectovaginal space along the
anterior surface of the rectum to the level of
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levators. Additional control of the level of dis-
section and integrity of the vaginal mucosa
and rectum was carried out using digital rectal
and vaginal examinations by a third assistant.
Stage II. A prolenemesh 3 x 20 cm, was inserted
into the abdominal cavity. The mesh was fixed
with an endogerniostapler to the levators for
the convenience of further application of in-
tracorporal sutures (Fig.5). Then the lateral
margins of the mesh were fixed along the an-
terior surface of the rectum to the mesorectal
fascia with a continuous suture with a 2-0 PDS
thread at one end (Fig.6).

Figure 2. Patient position and the location of the operating
team
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Figure 3. Port sites on the anterior abdominal wall
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After fixation, the third assistant additionally
performed digital control of the integrity of
the mucosa of the rectum and vagina.

Stage III. The opposite end of the mesh was
fixed to the longitudinal ligament of the sa-
crum with two separate sutures of 2-0 without
tension (Fig. 7).

Stage IV. The peritoneum was sutured with a
continuous absorbable suture over a mesh im-
plant (Fig. 8).

No drainages were used as a standard.

For three-dimensional visualization in the main
group, surgical procedure was performed using

l‘;

4 R

Figure 4. Intraoperative photo: the beginning of the parietal
peritoneum opening in the region of the sacral promontory

o

Figure 5.
ostepler

Figure 6. The mesh implant is positioned as required, its lateral
edges are fixed to the mesorectal fascia along the anterior sur-
face of the rectum with absorbable suture material

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

the Olympus VISERA ELITE II system (Olympus
Corporation, Japan).

RESULTS

Eighty-seven operated patients in 2015-
2020 were included in the study.

Of these, 24 patients were excluded according
to the criteria, and 2 refused to participate. As
aresult, 61 patients underwent the randomiza-
tion: 29 were randomly assigned to the main
group, and 32 to the control group, as shown
in the CONSORT (Consolidated Standards of
Reporting Trials) diagram (Fig. 9) [40]. At the
follow-up stage, there was no dropout of the
patients. Thus, the present study includes the
data on the treatment of 61 patients. The fol-
low-up period for the patients was 1.75 + 1.69
(0-7.1 [0;3]) years.

The operative time in the main group was
74.1 + 14.0 minutes vs87.1 + 24.3 minutes in
the controls.

The intraoperative blood loss in the main
group was 19.8 + 9.6 ml, in the control one-
55.0 + 39.2 ml.

Figure 8. Peritonization is performed

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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Table 4 shows the medial values, 25% and 75%
quartiles, since the sample data did not com-
ply with the NDL according to the Shapiro-Wilk
test. According to the Mann-Whitney test,
there were no significant differences in the
hospital stay between the groups (p > 0.05).
The early results of surgery of the patients are
summarized in Table 3.

Compliance with
inclusion criteria
- 87 patients

According to the results of transvaginal ul-
trasound 2-3 days after rectopexy, a volume
of the fluid collection at the mesh site in
the main group was 21.2 + 9.7 (3-115) cm?,
and in the control group — 30.7 + 25.6 cm?
(5-120).

With control ultrasound within 2-3 weeks from
the moment of the surgery, the volume of the

- Availability of
exclusion criteria
(24 patients)

- Refusal to
participate
(2 patients)

RANDOMIZATION

Distribution
to a 3D group,
receiving
treatment

Follow-up:
loss of contact,
exclusion

Included in
data analysis

Figure 9. CONSORT diagram
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Distribution
to a 2D group,
receiving
treatment

Follow-up:
loss of contact,
exclusion

Included in
data analysis
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Table 3. Early results of laparoscopic 3D and 2D ventral rectopexy

Main group — 3D Control group — 2D _—
laparoscopic rectopexy laparoscopic rectopexy (isi:‘::rsetr]\f:aels
(n=29) (n=32)
Operative time, min., Me [Q,;Q,] 70 [63;80] 80.5[69;96] p=0.01%
Blood loss, ml., Me [Q,;Q,] 15 [15;30] 50 [17.5;90] p=0.001*
Hospital stay, days, Me [Q,;Q,] 4[3;6] 5 [4;6.5] p=0.35
Pain intensity by VAS 24 hours after surgery, Me 18 [11;31] 22.5[8.5;37.5] p=0.03*%
[a;:Q,]
Transvaginal ultrasound, volume of fluid 20 [14;29.3] 15.5 [8;56] p=0.02*%
collection at mesh site on 2nd-3rd days after
surgery, cm?, Me [Q,;Q,]
Transvaginal ultrasound, volume of fluid 6 [2;8] 5.5[2.3;10.5] p=0.27
collectionin2-3 weeks after surgery, cm?
Me [Q,;Q,]
Complications requiring reoperation - - p=1.0
Complications, abs. (%) - 1 (3.1%) case of p=1.0
rectovaginal septum
hematoma

Points on POMS scale immediately after surgery 48 [26;93] 74 [65.5;96.5] p=0.004*
(max — 160), Me [Q,;Q,]

Note: *The differences are significant at p < 0.05 according to the Mann-Whitney test for independent samples.

fluid collection decreased, 5.4 + 3.6 cm® and
6.7 + 5.3 cm® in the main and control groups,
respectively. Since the samples did not com-
ply with the NDL according to the Shapiro-
Wilk test, the medial and quartile data were
presented in Table 3. There were no complica-
tions requiring re-operation among patients
in both groups. In the early postoperative pe-
riod, 1 patient of the control group was found
to have a hematoma in the site of the recto-
vaginal septum, which was successfully evacu-
ated by aspiration (grade 3a according to the
Clavien-Dindo classification).

According to the results obtained, the score on
the fatigue scale for the surgeon after tradi-
tional laparoscopic rectopexy was 87.3 + 30.8
(57-160) points, whereas after the surgery
using 3D equipment, the average score was
56.4 + 33.5 (14-117).

We explain such differences by the lower psy-
cho-emotional stress of the surgeon in visual
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control and convenience of basic surgical ma-
neuvers when using 3D laparoscopy.

It was found that in 12 months after surgery,
there was no anatomical recurrence among the
patients of both groups. When studying the
functionalresults, it was revealed thataccording
to the Cleveland Clinic constipation scale, there
was a significant decrease in the symptoms of
obstructive defecation in both groups as well:
14.3 + 3.5 points before surgery and 6.8 + 1.3
in the main group, and 13.5 + 4.2 points ver-
sus 7.1 + 1.8 in the control group. According to
the Mann-Whitney test for dependent samples,
the differences before/after were significant in
both groups p < 0.05 in each case. The patients
noted a significant improvement in the quality
of life, which is reflected in the P-Qol question-
naire: 5.6 + 4.1 in the main group and 6.1 + 5.1
in the control group after surgery vs 57.9 + 25.3
and 65.1 + 29.3 before surgery, respectively (ac-
cording to the Mann-Whitney test for dependent

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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Table 4.Late results of laparoscopic 3D and 2D ventral mesh rectopexy (follow-up 21.0 + 20.3 months).

Main group — 3D Control group — A
laparoscopic 2D laparoscopic dsi::c:rset:éaels
rectopexy (n = 29) rectopexy (n = 32)
Recurrence after 12 months according to POP-Q, abs. (%) 0 0 -
Cleveland Clinic Constipation scale score after surgery 7 [6;8] 81[7;8] p=0.42
(max — 30), Me [Q,;Q,]
Incontinence scale score (max — 20), Me [Q,;Q,] 0[0;1] 1[0;1] p=0.06
Stress urinary incontinence, % (abs.) 3.5% (1) 9.4% (3) p=0.35
P-Qol score (max — 115) after 12 months, Me [Q,;Q,] 6 [1;9] 4[2;11.5] p=0.64
PGII (Patient Global Impression of Improvement), Me [Q,;Q,] 1[1;1] 1[1;2] p=0.4

Note: *The differences are statistically significant at p < 0.05.

samples, the differences before/after were sig-
nificant in both groups p < 0.05 in each case).

DISCUSSION

Laparoscopic ventral rectopexy is currently a
widespread type of surgery in the correction of
posterior compartment prolapse, as indirectly
evidenced by a large number of studies on the
effectiveness and safety of this surgery, as well
as comparing its results with other methods of
correction of POP [4, 8-31].

The D'Hoore procedure includes dissection of
tissues in the rectovaginal septum from the
deepest point of the rectovaginal pouch along
the rectovaginal fascia to the level of the pel-
vic floor muscles, followed by the ribbon mesh
and fixing its opposite end to the anterior lon-
gitudinal ligament of the spine in the area of
the promontorium.

Recently the widespread implementation of ro-
botic surgery into practice took place.

The evaluation of the ‘cost-effectiveness’ ra-
tio was not the purpose of this study. However,
it is known that robotic rectopexy in compari-
son with laparoscopic surgery is more expen-
sive due to the high cost of re-equipment of
the operating room, as well as a longer opera-
tion time, and, accordingly, the labor costs of
the entire operating team for the treatment of
one patient.

Ectb n1 npeumywectea 3D nanapockonmueckmx TeXHONOrMi
NPM1 XMPYPrU4eCckoM NIeHeHMM PEKTOLENE M BbINAAEHUS NPSMOM KUMKW

The use of 3D laparoscopy makes it possible to
realize the advantages of robotic surgery, such
as a better visual control in narrow spaces of
the pelvis, providing more accurate dissection
along with a lower risk of injury to anatomi-
cal structures and small blood vessels, without
significantly increasing economic costs.
Another advantage of using 3D laparoscopy
from the point of view of the healthcare sys-
tem is the issue of the learning curve for the
surgeon. The use of robotic surgical systems
implies special training not only for the oper-
ating surgeon, but also for the entire team. On
the contrary, the use of 3D laparoscopy does
not require special training of a surgeon who
has the skills of laparoscopic procedures.

At the time of writing this article, there were
no trials in the available literature on laparo-
scopic ventral rectopexy using 3D equipment.
The study included 61 patients with severe
rectocele and/or rectal prolapse. These pa-
tients consisted the main group (29 patients)
and the control one (32 patients). The follow-
up period was 21.0 + 20.3 months. One of the
indications for choosing the laparoscopic
method for rectocele was the absence of se-
vere defects in the patient of the 3rd level
of fixation of the pelvic organs according to
De Lancey, that is, the absence of changes in
the anatomy of the perineum, since transab-
dominal techniques do not imply correction of
these defects.

Are there any advantages of 3D laparoscopic technologies
in surgery for rectocele and rectal prolapse?
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The study showed significant advantages of
using 3D laparoscopy in reducing the time of
a procedure, the intraoperative blood loss, and
the postoperative painintensity. The operative
time in the main group was 74.1 + 14.0 min-
utes, while in the control group — 87.1 + 24.3
minutes. The intraoperative blood loss in the
3D laparoscopy group was 19.8 + 9.6 ml, in
the group of traditional 2D laparoscopy —
55.0 + 39.2 ml. The three-dimensional image
allowed the surgeon to perform maneuvers
with a better visual control and convenience
of basic techniques, which indirectly affected
the precision of the installation and fixation
of the mesh. The assessment of the trauma of
the procedure was carried out indirectly by the
severity of the pain syndrome according to the
VAS in 24 hours after the surgery. The mean
pain intensity in the 3D laparoscopy group was
18 mm, in the subgroup of traditional 2D lapa-
roscopy — 22.5 mm.

The important question of the postoperative
follow-up was the assessment of the rectovagi-
nal space and the mesh site fluid collection,
the hematomas and seromas here revealed
by ultrasound on the 2nd-3rd days after rec-
topexy. The volume of fluid collection in the
mesh site in the main group was 21.2 + 9.7
(3-115) cm?® vs 30.7 + 25.6 (5-120) cm?. With
ultrasound control 2-3 weeks later from the
moment of surgery, the volume of the fluid
collection decreased, amounting to 5.4 + 3.6
cm® and 6.7 + 5.3 cm®in the main and control
groups, respectively. The volume of the fluid
collection in the mesh site indirectly indicates
the accuracy of tissue dissection and the phys-
iology of the mesh installation and reflects the
result of the most technically difficult stage of
the procedure — separation of the rectovagi-
nal septum.

The ergonomics of the surgeon and better con-
ditions for visual control also affected the psy-
cho-emotional strain and fatigue.

The score on the POMS scale for a surgeon after
traditional rectopexy was 87.3 + 30.8 points,
whereas after surgery using 3D equipment it
was 56.4 + 33.5.

With the identical technique of procedure,
there were no significant differences in the
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functional results of the surgery. At a fol-
low-up after 12 months, no anatomical re-
currence was detected among the patients
of both groups. According to the Cleveland
Clinic constipation scale, a significant de-
crease in obstructive symptoms was ob-
served in both groups: 14.3 + 3.5 points be-
fore surgery and 6.8 + 1.3 in the main group,
and 13.5 + 4.2 points vs 7.1 + 1.8 in the con-
trol group.

The patients noted a significant improve-
ment in the quality of life, which is reflected
in the P-Qol questionnaire: 5.6 + 4.1 in the
main group vs 6.1 + 5.1 in the controls after
surgery vs 57.9 + 25.3 and 65.1 + 29.3 before
the surgery. We considered a follow-up 1 year
after the surgery to be an adequate follow-up
for this comparative study.

Thus, the use of 3D laparoscopy makes the pro-
cedure of ventral mesh rectopexy less trau-
matic compared to traditional 2D laparoscopy,
which is reflected by the intraoperative blood
loss, the operative time, and a lower postop-
erative pain intensity.

These factors make it possible to achieve a
more physiological laying of the mesh, which
is indirectly evidenced by a decrease in the
volume of the fluid collection in the mesh site.

CONCLUSIONS

The use of 3D laparoscopy when performing ven-
tral mesh rectopexy in patients with rectocele
and/or rectal prolapse is comparable in late an-
atomical and functional results with traditional
laparoscopic technique.

However, with regard to the surgical injury, the
first one has better results due to more accu-
rate visual control of anatomical landmarks in
the confined spaces of the pelvis, more precise
dissection, which is confirmed by a decrease in
the operative time, a lower postoperative pain,
a less intraoperative blood loss.

The decrease in the degree of injury to anatomi-
cal structures and the physiology of mesh posi-
tion indirectly allows to judge the decrease in
tissue reaction, expressed in the volume fluid
collection at the mesh site.
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The advantages of 3D laparoscopy can also include
greater convenience and ergonomics of work for
the surgeon, reflected in the reduction of fatigue
on the POMS scale after the surgery, with a slight
increase in the economic costs of installing and
using the necessary 3D equipment.
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The effectiveness of combined topical product with
fluocortolone pivalate and lidocaine for hemorrhoids:
results of a multicenter observational study
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AIM: to assess the changes in hemorrhoids symptoms and satisfaction with treatment against the background of
treatment with a combined topical product Relief® Pro.
PATIENTS AND METHODS: multicenter prospective non-interventional cohort study was done in 13 clinical centers
in Russia. The study included patients aged 18 to 65 years with acute hemorrhoids of stages 1-2 treated with the
combined product Relief® Pro (rectal suppositories, cream or a combination thereof). The follow-up period was up
to 14 days (in the case of 2 visits to the clinical center after receiving the initial data). The analysis was performed
on the basis of data obtained at Visit 2 (5-7 days of therapy) and Visit 3 (10-14 days of therapy) vs the initial data
(Visit 1). Following criteria were used: the severity of hemorrhoid symptoms on the Sodergren scale, the severity
of hemorrhoid symptoms (pain, bleeding, itching, edema, the presence of discharge, a feeling of discomfort), the
size of the largest hemorrhoid node, the satisfaction of the doctor and the patient with treatment, assessment of
the patient’s adherence to recommendations for lifestyle changes and treatment, evaluation of the use of the drug
Relief® were evaluated as endpoints About the treatment process and patient preferences regarding the dosage form
of the prescribed drug. In addition, adverse events were evaluated.
RESULTS: the study included 1000 patients aged 18 to 65 years (men — 54.5%, women — 45.5%) Patients
had grade 1 acute hemorrhoids (330 patients), grade 2 acute hemorrhoids (345 patients) and exacerbation of
chronic hemorrhoids (325 patients). The drug Relief® Pro rectal cream was used by 333 patients; suppositories —
383 patients; joint therapy with both dosage forms — 284 patients. During follow-up (visits 2 and 3), positive
dynamics was observed in patients — a decrease in the severity of hemorrhoid symptoms both during objective
examination and according to patient questionnaires. So, according to the patients’ estimates, the use of Relief® Pro,
regardless of the form, led to a decrease in the severity or disappearance of the main symptoms of hemorrhoids —
bleeding, itching, edema, the presence of discharge, discomfort already by Visit 2 and in almost all patients by the
end of observation.
A similar change of the symptoms due the digital examination: by day 5-7, the severity of edema and bleeding in the
perianal region, bleeding decreased. About 96% of patients and about 97% of doctors were satisfied with the treat-
ment. Application of both forms of Relief® The ABM was characterized by good tolerability: there were no adverse
events associated, according to the researcher, with the studied drug.
CONCLUSIONS: combined topical product Relief® Pro is effective for hemorrhoids.
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KEY THESES

What is already known about the subject?

e Modern algorithms for the treatment of hemor-
rhoids recommend symptomatic treatment with
topical combined medications. However, their
clinical efficacy may vary depending on the
dosage form or dosage of active substances in
a particular drug.

e One of the combined drugs used in the treat-
ment of acute hemorrhoids, which includes GCS
(fluocortolone pivalate) and a local anesthetic
(lidocaine hydrochloride), is Relief® Pro. The
drug has been approved for medical use since
1986 and is currently used in various countries
around the world.

Relief® Pro has been the subject of a number of

studies. However, there were no data on the use of

the drug Relief® Pro in a large number of patients
in real clinical practice.

What is new in this study?

e Data on the efficacy and safety of a combined
drug containing flucortolone pivalate and lido-
caine in the form of rectal cream and supposito-
ries in patients with acute hemorrhoids of the
1-2 degree obtained from real practice.

How can this affect clinical practice?

e The results of this study confirm the significant
efficacy and safety of the Relief® Pro both as
a rectal cream and as suppositories, as well as
their combinations for the treatment of acute
hemorrhoids and exacerbation of chronic
hemorrhoids.

INTRODUCTION

Hemorrhoids are one of the most common human
diseases and the most common reason for con-
tacting a coloproctologist.

The prevalence of the disease in the Russia is
130-145 people per 1,000 adult population (13.0-
14.5%), and its specific weight in the structure of
coloproctological diseases ranges from 34% to
41% [1-5,18]. This pathology is equally common in
men and women. It is known that the incidence of
hemorrhoidal disease increases with age [6] and
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is most often observed between 30 and 60 years.
However, it can develop at any age, even in child-
hood [7].

Risk factors for the development of hemorrhoids
traditionally include chronic constipation, preg-
nancy, heredity, high socio-economic status,
chronic diarrhea, malignant colorectal tumors,
liver diseases, obesity, increased resting pressure
of the anal canal, decreased rectal muscle tone,
condition after rectal surgery, and episiotomy
[8,9]. The modern style of life is accompanied by
increased physical inactivity.

Forced prolonged sitting (at the computer in the
office and at home, driving a car, etc.) is accom-
panied by stagnation of blood circulation in the
pelvic organs, and primarily in the rectum.

This in turn leads to an increase in the incidence
of hemorrhoids, which increasingly affects people
of young age [1-5].

According to the clinical guidelines of the
Association of Coloproctologists of Russia [18],
diet treatment, conservative treatment, minimally
invasive and incisional surgery and their combina-
tions are used for the hemorrhoids, depending on
the stages.

Elimination of constipation due to the inclusion
of a sufficient amount of dietary fiber and water
in the diet is the most important and necessary
condition for the successful treatment of hemor-
rhoids. At the same time, conservative treatment
aimed only at normalizing the activity of the gas-
trointestinal tract is not an independent effective
method of treating hemorrhoids.

Conservative drug treatment should include oral
and topical medications. Oral administration of
rutoside, diosmin, centella asiatica, flavonoids,
plant extracts reduce the fragility of capillaries
and improves microcirculation in venous insuffi-
ciency [10].

Topical drugs with analgesic and anti-inflamma-
tory effect provide rapid relief of the main symp-
toms of hemorrhoids — discomfort, itching, pain
and bleeding.

Despite the increasing use of surgical techniques
for the treatment of hemorrhoids, topical drugs are
used in clinical practice as symptomatic agents.
Invasive treatments such as sclerotreatment, co-
agulation, ligation of nodes and incisional surgery

The effectiveness of combined topical product with fluocortolone pivalate
and lidocaine for hemorrhoids: results of a multicenter observational study

71



72

OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

are recommended in situations where hemorrhoid
symptoms affect the patient’s quality of life [8,9].
Each case of hemorrhoidal disease is polyetiologi-
cal, usually has a chronic character and often re-
quires an individual treatment regimen.

The main objectives of local treatment are to re-
lieve the symptoms of the disease and return the
patient to normal life. Drugs for symptomatic lo-
cal treatment of hemorrhoids are indicated at all
stages. Such drugs include steroid and nonsteroi-
dal anti-inflammatory drugs, local anesthetics, as-
tringents and emollients or combinations thereof
[9]. Most of them help the patient maintain per-
sonal hygiene and relieve itching and pain. The
most commonly used forms of drugs in proctology
are creams and ointments for the perianal and anal
areas and rectal administration, as well as rectal
candles.

Topical drugs for the treatment of hemorrhoid
symptoms, including pain and itching, often con-
tain local anesthetics, which for a certain time
provide local loss of sensitivity (anesthesia) in the
area of application of the drug.

Benzidamine and lidocaine are among the most
commonly used topical anesthetics in proctology
[1-3,18].

Some topical antihemorrhoidal drugs contain ste-
roids, which have anti-inflammatory, anti-allergic
and antipruritic effects.

Steroids diffuse into cells and bind to steroid re-
ceptors in the cytoplasm, forming a steroid-recep-
tor complex [11]. The activated complex binds to
specific DNA sequences and modifies gene tran-
scription, which ultimately affects the synthesis
of inflammatory mediators [12]. As a result, cap-
illary dilation, intercellular edema and tissue in-
filtration decrease, capillary proliferation is sup-
pressed [13].

Currently, local antihemorrhoidal drugs containing
fixed combinations of steroids (hydrocortisone,
fluorocortolone) and local anesthetic (cincho-
caine, lidocaine) have been widely used in clinical
practice. Such combinations quickly and effec-
tively relieve symptoms and improve the quality
of life of patients [15-17]. Since the mechanism of
action of steroids is realized through gene expres-
sion and suppression of the synthesis of cellular
proteins, their effect cannot occur instantly. And
in this case, a combination with a fast-acting local
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anesthetic is important, which provides relief of
pain and itching immediately after application.

In addition to the dual mechanism of action, com-
bined drugs have another important advantage: it
is easier for the patient to use 1 combined agent,
rather than each of them separately, which facili-
tates compliance with the treatment regimen. In
addition, a fixed combination of active ingredients
guarantees the use of components in the required
proportions and dosages.

Description of the Study

A prospective multicenter non-interventional
study was conducted to evaluate the effective-
ness of one of the drugs for local hemorrhoid
treatment — a fixed combination of fluocortolona
pivalate and lidocaine — and other aspects of the
treatment of hemorrhoidal disease.

The study was conducted in the period from
November 2018 to October 2019 in 13 clinical cen-
ters located in 8 cities of the Russian Federation:
Moscow, St. Petersburg, Yaroslavl, Smolensk,
Rostov-on-Don, Astrakhan, Ryazan, Kursk. 44 co-
loproctologists participated in the study.

GOALS AND OBJECTIVES

The main purpose of the study was to evaluate ef-
fect of the use of 2 dosage forms (rectal cream and
rectal suppositories) of the combined drug Relief®
Pro (fluocortolona pivalate + lidocaine) in real
clinical practice.

To achieve this goal, the following parameters
were studied: the dynamics of the main symptoms
of hemorrhoids during the treatment; the change
in the size of the largest hemorrhoid node during
treatment; patients’ compliance to the doctor’s
recommendations; satisfaction of the doctor and
the patient with the treatment with Relief® Pro;
patients’ preferences regarding the dosage form
of the prescribed drug and the consumer proper-
ties of these dosage forms.

Design

This was a prospective multicenter non-interven-
tional cohort study involving patients with acute
hemorrhoids of the 1-2 degree or exacerbation
of chronic hemorrhoids, to whom the attending
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Table 1. Demographic indicators(n = 1000)

The value of the indicator in different subgroups of treatment
D C e . . N Relief® Pro
emographic indicators Relief® Pro cream Relief® Pro suppositories N
(n=333) (n = 383) cream + suppositories
(n = 284)
Gender
Male, n (%) 183 (55.0%) 217 (56.7%) 145 (51.1%)
Female, n (%) 150 (45.0%) 166 (43.3%) 139 (48.9%)
Age, years
Mean 40.7 + 10.8 41.8+11.1 41.4 +10.7
Median 39 41 40
Minimum — Maximum 19-65 20-66 18-65
Height, cm
Mean 171.4+ 8.8 172.7 + 8.8 172.2 +8.2
Median 172 174 173
Minimum — Maximum 150-197 150-196 150-192
Body weight, kg
Mean 74.2 +£13.7 76.9 +13.7 75.3+13.5
Median 74 78 75
Minimum — Maximum 48-120 49-130 50-125

physician, as part of routine clinical practice,
prescribed a fixed combination drug contain-
ing fluocortolone pivalate and lidocaine for local
treatment.

The patient independently decided whether to
follow the doctor’s prescription and follow other
recommendations (lifestyle changes, diet, etc.).
The patient could change his mind (for example,
in a pharmacy) and buy another available drug(s)
or even ignore all prescriptions and recommen-
dations of the doctor, completely refusing treat-
ment. If the patient decided not to use the pre-
scribed drug, no further information about the
patient was collected.

Patients were included in the study at the initial
treatment if they met the inclusion criteria and
signed an informed consent (Visit 1). It was as-
sumed that after the first visit, the patient would
come for follow-up examinations twice within the
next 10-14 days: Follow-up Visit 2 (Day 5-7) and
Follow-up Visit 3 (Day 10-14).

The non-interventional design of the study was
chosen as the most suitable for evaluating the
effectiveness of the Relief® Pro in modern real
clinical practice. Unlike interventional studies,
the design of non-interventional (observational)
clinical trials does not provide for randomization
and ‘blinding’, and the selection of patients is
not based on strict inclusion/non-inclusion cri-
teria. Such a design also has certain limitations
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(for example, it is impossible to compare it with
another drug). However, taking into account the
objectives of this study, this methodology allowed
to obtain a sufficient data of interest.

All the data obtained during the study were ob-
tained from a set of manipulations performed by
a doctor during a standard coloprotological ap-
pointment and examination.

In addition, at each visit, additional information
was collected from patients in the form of filling
out a questionnaire or providing data from the pa-
tient’s diary — ‘Patient Reported Outcome” (PRO).

Study Population

1,001 patients were included in the study, 1 pa-
tient dropped out at the screening stage, 1,000
patients completed the study — 545 (54.5%) men
and 455 (45.5%) women aged 18 to 65 years.

For each participant of the study, the dosage form,
dose and dosage regimen of the drug Relief® Pro
was selected in accordance with the approved in-
structions for medical use and taking into account
the indications, as well as based on the personal
preferences of the research doctor or the prefer-
ences of the patient.

The decision on the appointment of treatment was
made before the patient wasincluded in the study.
To analyze the data, patients were divided into
subgroups according to the prescribed dosage
form of the drug — cream, suppositories or a
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Table 2. Data on the distribution of diagnoses and forms of hemorrhoids, initial data

The value of the indicator in different subgroups of treatment

Data on the initial pathology

Relief® Pro cream
(n=333)

Relief® Pro
cream + suppositories
(n=284)

Relief® Pro
suppositories
(n=383)

Diagnosis

Acute hemorrhoids of the 1 degree — Node
thrombosis without inflammatory reaction,
frequency (%)

152 (45.6%)

134 (35%) 44 (15.5%)

Acute hemorrhoids of the 2" degree — Thrombosis
of nodes with their inflammation, frequency (%)

145 (43.5%)

67 (17.5%) 133 (46.8%)

Exacerbation of chronic hemorrhoids, frequency

(%)

36 (10.8%)

182 (47.5%) 107 (37.7%)

The form of hemorrhoids

Internal hemorrhoids, frequency (%) 5 (1.5%) 253 (66.1%) 24 (8.5%)
External hemorrhoids, frequency (%) 318 (95.5%) 58 (15.1%) 137 (48.2%)
Combined hemorrhoids, frequency (%) 10 (3%) 72 (18.8%) 123 (43.3%)

combination thereof. The patients in the sub-
groups were comparable in age, height and weight
(Table 1).

The patients were diagnosed with acute hemor-
rhoids of the 1-2 degree (with thrombosis of exter-
nal/internal/external + internal nodes, including
cases of bleeding) in accordance with the Goligher
classification of acute hemorrhoids — with acute
hemorrhoids of the 1st degree (330 patients), 2nd
degree (345 patients) and exacerbation of chronic
hemorrhoids (325 patients) (Table 2).

Groups of patients who used different dosage
forms of Relief® Pro were not statistically bal-
anced in terms of diagnosis and form of the dis-
ease: patients with nodular thrombosis without
an inflammatory reaction (acute hemorrhoids of
the 1%t degree) were most often prescribed Relief®
Pro cream (n = 152, 46.1%), less often — Relief®
Pro suppositories (n = 134, 40.6%); patients with
nodular thrombosis with theirinflammation (acute
hemorrhoids of the 2" degree) were more often
prescribed Relief® Pro cream (n = 145, 42.0%) or a
combination of Relief® Pro cream + suppositories
(n = 133, 38.6%); patients with exacerbation of
chronic hemorrhoids were more often prescribed
Relief® Pro suppositories (n = 182, 56%), less of-
ten — a combination of Relief® Pro cream + sup-
positories (n = 107, 32.9%).

It is obvious that the prescription of a particu-
lar dosage form of the drug Relief® Pro was car-
ried out depending on the form of hemorrhoids:
the external form of hemorrhoids was more often
treated with Relief® Pro cream (n = 318, 62.0%);
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the internal form — with Relief® Pro supposito-
ries (n =253, 89.7%); the combined form — with a
combination of Relief® Pro cream + suppositories
(n =123, 60%).

The study did not include patients with at least
one of the following conditions/states: the par-
ticipation of the patient in research programs
involving manipulations that go beyond routine
clinical practice; acute hemorrhoids of the 3¢
degree, contraindications to the use of the drug
Relief® Pro listed in the approved instructions
for medical use, in the presence of anemia and/
or severe/profuse bleeding from hemorrhoids;
after surgery in the perianal area (in anamnesis);
concomitant treatment with antibacterial drugs,
anticoagulants and antiplatelet agents, antitumor
drugs and/or immunosuppressors; in the case of
inflammatory bowel diseases, severe or acute liver
disease; colorectal cancer, purulent-inflammatory
diseases of the perianal area or anal canal.

PATIENTS AND METHODS

The study included patients who were prescribed
the drug Relief® Pro as part of routine clinical
practice in one or both dosage forms:

® Rectal cream: 1 mg/g of Fluocortolone + 20 mg/g
of Lidocaine

® Rectal suppositories: 1 mg of Fluocortolone +
40 mg of Lidocaine

For each participantin the study, the dosage form,
dose and dosage regimen of the drug Relief® Pro

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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Table 3. The occurrence of some of the most common risk factors in the medical history of patients (n=1000)

Presence of a risk factor

The value of the indicator in different sub

groups of treatment

Relief® Pro cream
(n=333)

Relief® Pro
suppositories
(n=383)

Relief® Pro
cream + suppositories
(n = 284)

Risk factors: Family anamnesis

Yes, n (%) 90 (27.0%) 151 (39.4%) 36 (12.7%)
No, 1 (%) 243 (73.0%) 232 (60.6%) 2438 (87,3%)
Risk factors: Sedentary work

Yes, n (%) 185 (55.6%) 188 (49.1%) 157 (55.3%)
No, 1 (%) 148 (44.4%) 195 (50.9%) 127 (44.7%)
Risk factors: Work associated with heavy physical exertion

Yes, n (%) 54 (16.2%) 52 (13.6%) 74 (26.1%)
No, n (%) 279 (83.8%) 331 (86.4%) 210 (73.9%)

Risk factors: Constipation

Yes, n (%)

145 (43.5%)

223 (58.2%)

108 (38.0%)

No, n (%)

188 (56.5%)

160 (41.8%)

176 (62.0%)

Table 4. Occurrence of more than one risk factor in the medical history of patients (n=1000)

Number of risk Number of patients, n (%) -
facto.rs per Total number Relief® Pro cream Relief® Pro suppositories creamel;z;p:;gtories
patient (n =1,000) (n=333) (n=383) (n = 284)
2 434 (43.4%) 153 (45.9%) 196 (51.2%) 85 (29.9%)
3 103 (10.3%) 13 (3.9%) 53 (13.8%) 37 (13%)
4 29 (2.9%) 2 (0.6%) 16 (4.2%) 11 (3.9%)
5 2 (0.2%) 0 (0%) 0 (0%) 2 (0.7%)
6 1(0.1%) 1 (0.3%) 0 (0%) 0 (0%)

was selected in accordance with the approved in-
structions for medical use and taking into account
the indications, as well as based on the personal
preferences of the doctor or the preferences of
the patient. The decision on the appointment of
treatment was made before the patient was in-
cluded in the study.

The study examined the indicators obtained by the
doctor during the examination and interview of
the patient at the visit, as well as those obtained
from the patient’s diaries: the dynamics of the se-
verity of hemorrhoid symptoms on the Sodergren
scale, the dynamics of the main symptoms of
hemorrhoids (pain, bleeding, itching, edema, the
presence of discharge, a feeling of discomfort)
on the 4-point Likert scale (1 point — ‘Absent’,
2 points — ‘Minimum’, 3 points — ‘Moderate’ and
4 points — ‘Very strong’), the change in the size
of the largest hemorrhoid node compared to the
initial values, the assessment of patient and re-
searcher satisfaction with the treatment with the
drug Relief® Pro, the severity of pain (VAS), the
time of onset and duration of the analgesic effect
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after the first use of the drug. The consumer prop-
erties of both forms of the drug were also evalu-
ated. The researchers also assessed the patients’
adherence to recommendations to reduce the im-
pact of risk factors (lifestyle changes, diet, etc.)
and treatment.

Statistical Processing

Epidemiological statistical methods were used to
analyze the data obtained. Interval (quantitative)
data were described using: arithmetic mean, stan-
dard deviation, median, lower (25.0%) and upper
(75.0%) quartiles, minimum, maximum and coef-
ficient of variation.

To compare quantitative data distributed ac-
cording to the normal distribution law, standard
parametric criteria were used: Student’s t-test for
dependent/independent samples, analysis of vari-
ance (ANOVA) for independent samples.

To compare quantitative data distributed accord-
ing to a law other than normal, standard nonpara-
metric criteria were used: H-Kruskal-Wallis test,
U-Mann-Whitney test, T-Wilcoxon test.
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Table 5. Some indicators of patients’ lifestyle (n = 1000)

The value of the indicator in different subgroups of treatment
Life style Relief® Pro cream Relief® Pro suppositories Relief® Pr? .
(n = 333) (n = 383) cream + suppositories

(n =284)

Eating habits (Fast food)

Yes, n (%) 68 (20.4%) 99 (25.8%) 47 (16.5%)

No, 1 (%) 265 (79.6%) 284 (74.2%) 237 (83.5%)

Eating habits (Spicy food)

Yes, n (%) 95 (28.5%) 147 (38,4%) 95 (33,5%)

No, 1 (%) 238 (71.5%) 236 (61.6%) 189 (66.5%)

Physical activity level

Low, 1 (%) 93 (27.9%) 142 (37.1%) 48 (16.9%)

Average, n (%) 201 (60.4%) 204 (53.3%) 193 (68%)

High, n (%) 39 (11.7%) 37 (9.7%) 43 (15.1%)

Verification of compliance with the normal distri-
bution law was carried out using the Shapiro-Wilk
criterion. Multiple comparisons were carried out
using the Benyamini-Yekutili correction.

RESULTS

Assessment of the Initial Data

The data obtained from the questionnaires made
it possible to characterize the population of the
patients with acute hemorrhoids according to
such indicators as risk factors for the development
of the disease and lifestyle.

It was found that the most common risk factors
for the development of the disease were sedentary
work (53.0%), constipation (47.6%), family history
of disease (27.7%), as well as work associated with
heavy physical exertion (18.0%). Risk factors such
as obesity (7.6%), chronic diarrhea (0.6%), etc.
(6.2%) were less common in the population. In
the female population of the patients (n = 455),
an anamnestic risk factor for hemorrhoids was ad-
ditionally assessed, such as pregnancy (10.3%),
childbirth (14.1%) and the postpartum period
(4.4%).

In the study, it was possible to obtain data char-
acterizing the patient population by the ‘life-
style” indicator (alcohol consumption, physical
activity level, eating habits and frequency of
meals). However, it was not possible to establish
a relationship between lifestyle indicators and
the outcome of treatment: the differences in the
incidence of response distribution between the
subgroups of the patients were random and were
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probably related to the individual characteristics
of the patients.

During a local control, digital examination and
instrumental confirmation of the diagnosis were
carried out as part of routine coloproctological
practice. According to the results of the digital
examination (Table 6) at the inclusion visit, it
was found that in the subgroups of the Relief®
Pro cream and Relief® Pro cream + supposito-
ries treatment, the largest hemorrhoid node was
external — in 98.5% and 78.2% of the patients,
respectively. At the same time, in 72.6% of pa-
tients from the Relief® Pro suppositories sub-
group, the largest node was internal. It was found
that the most frequent location of such nodes on
the conventional clock face (regardless of shape)
was localization at 3 o'clock (18.7% of patients),
7 o'clock (23.6% of patients) and 11 o'clock (15.7%
of patients) of the conventional clock face, which
is consistent with the literature data. The size of
the largest hemorrhoid node before the treatment
was 13.9 # 4.7 mm in the Relief® Pro cream sub-
group, 15.2 + 5.2 mm in the Relief® Pro supposi-
tories sub group, and 18.8 + 5.5 mm in the Relief®
Pro cream + suppositories subgroup. It is note-
worthy that the size of the largest hemorrhoid
node (average + SD and median) in the Relief® Pro
cream + suppositories treatment subgroup was
significantly larger than in the other two groups.
According to the results of the digital examina-
tion, the initial severity of hemorrhoid symp-
toms such as edema and bleeding in the peri-
anal area (in points on the Likert scale) averaged
2.8 + 0.7 points (moderate) and 2.1 + 0.8 points
(minimum), respectively, in the population.

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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Table 6. Finger examination data, initial data (n=1000)

The value of the indicator in different subgroups of treatment

Indicator Relief® Pro cream

(n=333)

Relief® Pro
cream + suppositories
(n =284)

Relief® Pro suppositories
(n=383)

Site of the largest hemorrhoid node

Internal, n (%) 5 (1.5%)

278 (72.6%) 62 (21.8%)

External, n (%) 328 (98,5%)

328 (98.5%)

105 (27.4%) 222 (78.2%)

The size of the largest hemorrhoid node, mm

Arithmetic mean 13.9 4.7 15.2 5.2 18.8+5.5
Median 13 14 20
Minimum—-Maximum 5-30 1-40 1-50
The severity of edema in the perianal area, distribution of responses on the Likert scale

Absent, n (%) 35 (10.5%) 12 (3.1%) 15 (5.3%)
Minimum, n (%) 61 (18.3%) 47 (12.3%) 26 (9.2%)

Moderate, n (%) 222 (66.7%)

291 (76%) 197 (69,4%)

Very strong, n (%) 15 (4.5%)

33 (8.6%) 46 (16.2%)

The degree of bleeding in the perianal area, the istribution of responses on the Likert scale

Absent, n (%) 129 (38.7%)

90 (23.5%) 96 (33.8%)

Minimum, n (%) 76 (22.8%)

130 (33.9%) 93 (32.7%)

Moderate, n (%) 128 (38.4%)

162 (42.3%) 94 (33.1%)

Very strong, n (%) 0 (0%)

1 (0.3%) 1 (0.4%)

According to the patients’ diaries, the median
pain at the start of the study in all subgroups of
the treatment was 7 points (on a 10-point VAS
scale). The severity of hemorrhoid symptoms be-
fore the start of the treatment on average in the
population (in points on the Likert scale) was:
bleeding — 2.2 + 0.9 points (minimum), the sever-
ity of discharge — 2.2 + 0.8 points (minimum), the
severity of itching — 2.7 £ 0.7 points (moderate),
the severity of edema — 2.9 + 0.7 points (moder-
ate), the severity of discomfort — 3.2 + 0.5 points
(moderate).

Individual data on the severity of the main symp-
toms of hemorrhoids assessed by the patient are
presented in Table 7. According to these data, at
the start of the study (Visit 1), the total amount
of Sodergren scores in the Relief® Pro cream treat-
ment subgroup was significantly lower compared
to the other two subgroups (p < 0.001).

According to the information received from the
study participants, some patients reported no
bleeding, a significant part were the patients
with minimal and moderate severity of bleed-
ing (according to the Likert scale), in rare cases,
the participants assessed the severity of their
symptom as very strong (mainly in the Relief®
Pro cream + suppositories subgroup). The median
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severity of bleeding before the start of the treat-
ment was 3 points in the Relief® Pro suppositories
subgroup and 2 points in the other two subgroups
of the treatment.

The median severity of itching at the start of the
study was 3 points on the Likert scale in all sub-
groups of the treatment. This symptom was pres-
ent in the majority of the patients (91.0% in the
Relief® Pro cream subgroup, 98.7% in the Relief®
Pro suppositories subgroup, 78.2% in the Relief®
Pro cream + suppositories subgroup). Moderate
itching was most often detected in all subgroups
of the treatment.

Moderate severity of edema was detected in the
majority of the patients at the start of the study
(more than 60% in the Relief® Pro cream subgroup,
more than 70% in the Relief® Pro suppositories
subgroup and more than 40% in the Relief® Pro
cream + suppositories subgroup). For the patients
with very pronounced edema, the combined treat-
ment was prescribed most often (about 40% of the
patients) in the Relief® Pro cream + suppositories
subgroup.

The median indicator of the abundance of dis-
charge before the start of the treatment was
3 points on the Likert scale in the Relief® Pro sup-
positories subgroup and 2 points in the other two
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Table 7. Dynamics of assessing the severity of hemorrhoidal disease on the Sodergren scale: data obtained

during a standardized patient survey

The total amount of points on the Sodergren scale Change relative to the baseline
Indicator ("D‘:;t 11) (Dva];l;—27) (Da‘i‘i‘;fl 4 | Visit2—Visit1 | Visit3 —Visit 1

Relief® Pro cream(n = 333)
N 333 332 312 332 312
Mean + SD 3.74+3.19 0.50 + 1.40 0.05 + 0.47 -3.24+3.16 -3.60+3.10
Relief® Pro suppositories (n = 383)
N 383 383 379 383 379
CpepHee +SD 5.05 + 3.23 0.53 +1.31 0.05 + 0.46 -4.53+3.23 -4.97 +3.13
Mean + SD
Relief® Pro cream + suppositories (n = 284)
N 284 284 263 284 263
Mean + SD 5.53 + 3.12 1.67 + 2.07 0.22 +1.13 -3.86 +2.85 -4.86 +2.70

subgroups of the treatment. In most patients, in
their opinion, the severity of the symptom was
moderate, minimal, or the symptom was absent.
The overwhelming majority of the patients re-
garded the severity of discomfort as moderate or
very severe.

The greatest feeling of discomfort at the beginning
of the study was experienced by the patients from
the Relief® Pro cream + suppositories subgroup
(4 points on the Likert scale compared to 3 points
in the other two subgroups of the treatment).

In addition to the local treatment of hemorrhoids
with Relief® Pro, half of the patients (49.7%) used
concomitant treatment. At the same time, biofla-
vonoids were among the most commonly taken
drugs. So, drugs of this group were taken by: 120
(36.0%) patients of the Relief® Pro cream sub-
group; 137 patients (35.8%) of the Relief® Pro
suppositories subgroup, and 194 patients (68.3%)
of the Relief® Pro cream + suppositories subgroup.
Laxatives and proton pump inhibitors are also
commonly taken medications. It is obvious that
the main amount of drugs was taken by the pa-
tients or recommended by a doctor in connection
with the underlying disease.

Assessment of the Treatment Effectiveness

The effectiveness of the studied treatment was
evaluated in all the patients who used the Relief®
Pro during the study at least once. Already by
the second visit (day 5-7) in all the treatment
subgroups, according to the patients’” estimates,
there was a significant change in the severity
of hemorrhoidal disease on the Sodergren scale

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

compared to the initial values and remained un-
til the end of observation (p < 0.001). Thus, the
average change in the indicator of the total sum
of Sodergren scores relative to the the baseline
level in the Relief® Pro cream treatment subgroup
was: — 3.24 + 3.16 at Visit 2 and — 3.60 + 3.10
at Visit 3; in the Relief® Pro suppositories sub-
group — 4.53 + 3.23 and — 4.97 + 3.13 at Visit
3; in the Relief® Pro cream + suppositories sub-
group — 3.86 + 2.85 at Visit 2 and — 4.86 + 2.70
at Visit 3 (Table 7).

It is noteworthy that the intergroup differences in
the value of this indicator, which occurred before
the start of the treatment with the studied drug,
were also manifested at observation Visits 2 and
3. In this regard, it was assumed that the differ-
ences are due to the form and degree of hemor-
rhoids, as well as the individual characteristics of
the patients included in the study. At the same
time, despite the detected intergroup differences,
in all the subgroups of the treatment, there was
a positive change of a decrease in the severity of
hemorrhoids on the Sodergren scale, compared
with the initial values.

According to the patients’ estimates, the use of the
studied drug Relief® Pro, regardless of the dosage
form, led to a significant decrease in the severity
or disappearance of the main symptoms of hemor-
rhoids — bleeding, itching, edema, the presence
of discharge, discomfort by Visit 2 and in almost
all the patients — by the end of observation at
visit 3 (Fig. 1-3). The assessment of symptoms
in points was — at Visit 2: discomfort 2.2 + 0.6
points, edema 2.1 + 0.7 points, itching 1.9 + 0.6

KOLOPROKTOLOGIA, vol. 20, N 4, 2021



OPUTUHAJIbHBIE CTATBU

ORIGINAL ARTICLES

points, the presence of discharge 1.5 + 0.6, bleed-
ing 1.5 + 0.6 points on the Likert scale; assess-
ment at Visit 3: discomfort 1.4 + 0.6 points, ede-
ma 1.3 + 0.5 points, itching 1.2 + 0.4 points, the
presence of discharge 1.0 + 0.2 points, bleeding
1.0 + 0.2 points on the Likert scale.

A similar pattern was observed with respect to the
symptoms assessed by the medical researcher dur-
ing the digital examination: these symptoms dis-
appeared or their intensity was minimized in most
patients by Visit 2 (on average, in the population,
edema in the perianal area — 82.3%, bleeding —
98.3%) and in almost all the patients — by Visit 3

(edema in the perianal area — 98.4%, bleeding —
99.8%). At Visit 2, the severity of edema in the
perianal area was 2 + 0.6 points on the Likert scale
(minimum), at Visit 3-1.2 + 0.5 points (absent); the
severity of bleeding at Visit 2 was 1.4 + 0.5 points
(absent or minimum), at Visit 3-1.0 + 0.2 points
(absent) (the data are presented for the general
population) (Figure 2, 3).

The presented data demonstrate that in all the
subgroups of the treatment, without exception,
there was a positive trend in the severity of all the
assessed symptoms.
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Figure 1. Dynamics of the severity of the main symptoms of hemorrhoids: Itching, the presence of discharge, Discomfort, according

to the patient’s assessment (n=1000)
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Figure 2. Dynamics of symptom severity Edema in the perianal region according to the doctor’s and patient’s estimates (n=1000)
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Table 8. Dynamics of symptom severity Edema in the perianal region which was evaluated during the finger examination

Edema in the perianal area, score on the Likert scale! Change relative to the baseline

Indicator ("D‘:;t 11) (0\251;-27) (Da‘;‘sl‘; 2 g | Vistz—visit1 | visits—visit1
Relief® Pro cream (n = 333)
N 333 331 311 331 311
M+ SD 2.65+0.73 1.86 +0.55 1.10 £ 0.32 —-0.80 +0.60 -1.57 +0.73
Relief® Pro suppositories (n = 383)
N 383 383 379 383 379
M+ SD 2.90+0.57 2.04 +0.49 1.21+0.42 —0.86 + 0.45 -1.69+0.61
Relief® Pro cream + suppositories (n = 284)
N 284 284 263 284 263
M+ SD 2.97 £ 0.68 2.20+0.69 1.47 +0.59 -0.76 + 0.54 -1.50+ 0.67

Changes in the Size of the Largest Hemorrhoid
Node

Against the background of the use of the drug
Relief® Pro in all the subgroups of the treatment,
there was a decrease in the size of the largest
hemorrhoid node (p < 0.001) (Table 10). At the
same time, the results obtained indicate the ef-
fectiveness of the treatment regardless of the
dosage form of the drug used and the form of
hemorrhoids — both external and internal nodes
decreased.

The most significant decrease in this indicator (in
percent) occurred in the Relief® Pro cream and the
Relief® Pro suppositories subgroups — by 41.72%
and 36.84% on day 5-7 of the treatment and by
76.98% and 69.08% on day 10-14, respectively.
Nevertheless, in the combined treatment group,
the results were also impressive: the reduction

in the size of the largest node was 26.06% and
51.6% at visits 2 and 3, respectively. These data
suggested that the differences are due to the form
and degree of hemorrhoids, as well as the individ-
ual characteristics of the patients included in the
study.

Assessment of Analgesic Effect

During the study, the patients were asked to fill
out a one-page diary at home in order to assess the
rate of onset and severity of the analgesic effect
after the first use of the studied drug. On the re-
duction of the severity of pain syndrome after the
first use of the Relief®, reported a total of about
95% of the patients: 98.5%, 98.7%, and 88.7% of
the patients receiving the Relief® Pro cream, sup-
positories or a combination thereof, respectively.
At the same time, in the group that received the
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Figure 3. Dynamics of symptom severity Bleeding according to the estimates of the doctor and the patient (n = 1000)
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Table 9. Dynamics of symptom severity Bleeding in the perianal area which was evaluated during the finger examination

Bleeding in the perianal area, score on the Likert scale’ Change relative to the baseline
Indicator ("D‘:;‘ 11) (D"a‘ys‘;_zn (Da‘;sll; 2 g | Visitz—Visit1 | Visit3—Visit1

Relief® Pro cream (n = 333)
N 333 331 311 331 311
Average + SD 2.0+0.88 1.38+£0.51 1.02 £ 0.15 -0.63 +0.67 -1.04 +0.88
Relief® Pro suppositories (n = 383)
N 383 383 379 383 379
Average + SD 2.19+0.80 1.44 £ 0.53 1.02 £ 0.16 -0.75+0.63 -1.18 + 0.8
Relief® Pro cream + suppositories (n = 284)
N 284 284 263 284 263
Average + SD 2+0.83 1.47 £ 0.55 1.04 +£0.2 -0.53+£0.61 -1.00+0.81

Table 10. Dynamics of changes in the size of the largest hemorrhoid node (n = 1000)

The size of the largest hemorrhoid node, mm Change relative to the baseline
Indicator (V[;:;t 11) (0‘2;1;-27) (Da‘;'sl‘; _31 4 | Visitz—Visit1 | visit3 —visit1

Relief® Pro cream (n = 333)
N 333 329 308 329 308
M +SD 13.9+ 4.7 7.9+4.4 3.1+4.1 -5.8+2.6 -10.7 +3.2
Relief® Pro suppositories (n = 383)
N 383 383 379 383 379
M+ SD 15.2+5.2 9.5+4.9 4.6 +4.9 -5.6+2.3 -10.5+3.4
Relief® Pro cream + suppositories (n = 284)
N 284 284 n=263 284 263
M+ SD 18.8+5.5 13.9+ 4.9 8.9+4.5 -4.9+2.8 -9.7+4.5

Relief® Pro as part of a combination of the dosage
forms, the least number of the patients reported
such a decrease (p <0.001). This fact was probably
due to the combined form of the disease, as well
as the severity, which was slightly higher in this
subgroup.

Initially, the severity of pain on the VAS scale
before the first use of the drug was higher in the
Relief® Pro suppositories subgroup: 7.47 + 1.35
points vs 6.85 + 1.50 points (Relief® Pro cream)
and 6.81 + 1.73 points (Relief® Procream + sup-
positories) (p < 0.001). At the same time, a de-
crease in the severity of pain after the first use of
the drug Relief® Pro was the highest (p <0.001) in
the Relief® Pro cream + suppositories treatment
subgroup: — 4.86 + 2.15 points, compared with —
3.14 + 1.45 points and — 3.16 + 1.74 points in the
Relief® Pro cream and the Relief® Pro supposito-
ries subgroups, respectively.

The rate of onset of the maximal analgesic ef-
fect after the first use of the drug was the low-
est in the Relief® Pro cream + suppositories
subgroup: 39.83 + 25.26 min. (p < 0.001), vs
with 20.19 + 16.37 min. in the Relief® Pro cream

Db peKTMBHOCT NeUeHMs reMOPPOsi KOMBMHMPOBAHHBIM MPENAPATOM,
coaepXalwmnm ¢yoKOpTONOHA MMBANAT M IMAOKAMHA TMAPOXITOPHA:
pe3ynbTaThl MHOTOLEHTPOBOrO HABMIOAATENBHOMO MCCNEAOBAHMS

subgroup and 16.98 + 11.12 min. in the Relief® Pro
suppositories subgroup.

The duration of the analgesic effect of the drug
in the Relief® Pro cream + suppositories sub-
group was also the smallest: 130.99 + 71.57 min.
(p < 0.001) compared to 198.84 + 92.19 min. and
188.25 + 93.74 min. in the Relief® Pro cream and
the Relief® Pro suppositories subgroups, respec-
tively (Table 11).

At the same time, when assessing the severity of
pain sensations at Visits 1, 2 and 3, there was a
pronounced change with a significant decrease in
indicators at Visit 2 compared to the initial and
minimum values or the absence of pain at Visit 3
in all the subgroups of the treatment (Table 12).
Identified in the Relief® Pro cream + suppositories
subgroup, differences in reducing the severity of
pain (both during the first use of the drug and ac-
cording to the results of the course of the treat-
ment), the rate of onset of the maximum analgesic
effect and the duration of the analgesic effect
are probably due to several factors: the combined
form of hemorrhoids and the more pronounced
severity of the disease in this subgroup, as well

The effectiveness of combined topical product with fluocortolone pivalate
and lidocaine for hemorrhoids: results of a multicenter observational study
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as the need to use two dosage forms of the drug
under study simultaneously.

Assessment  of Treatment  Satisfaction,
Compliance to Recommendations and Treatment
Both the patients and the doctors noted very high
satisfaction with the results of the treatment
with the Relief® Pro drug. By the end of the course
of the treatment, on average, in about 97% of the
cases, the research doctors were satisfied with the
results of the treatment: 99.1% of the cases in the
Relief® Pro cream subgroup; 99.5% of the cases in
the Relief® Pro suppositories subgroup; 92.8% of
the cases in the Relief® Pro cream + suppositories
subgroup.

The vast majority of the patients, on average
about 96%, were also satisfied with the studied
treatment at the end of the treatment: 98.7%
of the cases in the Relief® Pro cream subgroup;
98.7% of the cases in the Relief® Pro supposito-
ries subgroup; 90.5% of the cases in the Relief®
Pro cream + suppositories subgroup.

The conducted research allowed to obtain data
from real clinical practice on patients” adherence
to such recommendations of a research doctor
as compliance with hygiene rules, diet, recom-
mendations regarding physical activity, the use
of dietary supplements, the use of concomitant
treatment drugs. The vast majority of the patients
(more than 99%), regardless of the subgroup of the

treatment, fully or partially followed the recom-
mendations of the researcher on hygiene, more
than 97% of the patients (fully or partially) fol-
lowed the diet, more than 96% of the patients fol-
lowed the recommendations on physical activity.
Recommendations for the use of dietary supple-
ments were provided to the patients in total in
more than 70% of the cases, while most of the
patients (more than 70%) either fully or partial-
ly followed these recommendations. It is worth
noting that only about half of the patients from
the Relief® Pro cream + suppositories subgroup
received recommendations for the use of dietary
supplements.

The overwhelming majority of the patients (more
than 81%) also followed the recommendations of
the research doctor regarding the intake of other
medications, concomitant treatment drugs.

Most of the patients followed the prescriptions of
the research doctor regarding the dosage form and
the frequency of the use of the Relief® Pro drug.
The average duration of the use of the Relief® Pro
drug by the patients was:

® 11.4 + 1.9 days (Relief® Pro cream),

e 11.4 + 1.7 days (Relief® Pro suppositories),

e 126 + 1.4 days (Relief® Pro cream +
suppositories);

The duration of the use of the drug in the Relief®
Pro cream + suppositories subgroup was the high-
est (p < 0.001). This difference may probably be

Change in the size of the largest hemorrhoid node by Visit 3, mm
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Figure 4. The size of the largest hemorrhoid node during the treatment with Relief® Pro
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Table 11. Dynamics of changes in the severity of pain during the first use of the drug (n = 1000)

The severity of pain
before using the

The maximum
degree of pain
reduction after the

The onset of the

. . Duration of
maximum analgesic

suppositories(n = 284)

Groups drug, the score on | first use of the drug, | effect after the 1st analge':i(:‘effect,
the VAS scale the score on the VAS use, min. :
scale
Relief® Pro cream (n = 333) 6.85 + 1.50 -3.14+£1.45 20.19 + 16.37 198.84 +92.19
Relief® Pro suppositories 7.47 £1.35 -3.16 £ 1.74 16.98 +11.12 188.25 £ 93.74
(n = 383)
Relief® Pro cream + 6.81+1.73 -4.86 +2.15 39.83 £ 25.26 130.99 + 71.57

Table 12. The severity of pain during the treatment (n = 1000)

Pain, score on the VAS scale Change relative to the baseline
Indicator ("D‘:;t 11) (D‘Qyﬂ;—zn (Da‘;lslltt) 2 g | Visitz—Visit1 | Visits —visit1

Relief® Pro cream (n = 333)

N 333 333 310 333 310
M+ SD 6.79 + 1.64 3.04 + 1.47 0.65+ 1.06 -3.75+ 1.44 -6.27 +1.83
Median 7 3 0 -4 -7
Relief® Pro suppositories (n = 383)

N 383 383 380 383 380
M+ SD 7+1.43 3.50 + 1.59 1.02+1.5 -3.5+1.51 -5.98 +1.89
Median 7 3 0 -4 -6
Relief® Pro cream + suppositories(n = 284)
N 284 284 263 284 263
M+ SD 6.85 +1.81 4.46 +1.99 2.57+1.78 -2.39 +1.46 -4.22+1.6
Median 7 5 2 -2 -4

due to the slower dynamics of changes in the se-

verity of hemorrhoidal disease, measured by the DISCUSSION

patients on the Sodergren scale, in this subgroup
of the treatment.

Adverse Events (Safety/Tolerability)

During the follow-up, a total of 5 adverse events
were registered in 3 patients: 2 adverse events
(AE) in 1 patient in the Relief® Pro cream treat-
ment subgroup and 3 AEs in 2 patients in the
Relief® Pro suppositories subgroup.

Edema of the perianal area (3 cases) and bleed-
ing in the perianal area (2 cases) were recorded.
No cases of AE in the patients in the Relief® Pro
cream + suppositories subgroup were identified.
All the AEs were regarded by the researcher as un-
related to the drug used. All the AEs registered
during the study were resolved by the end of the
study.

No cases of serious adverse events (SAE) were de-
tected during this study.

Db peKTMBHOCT NeUeHMs reMOPPOsi KOMBMHMPOBAHHBIM MPENAPATOM,
coaepXalwmnm ¢yoKOpTONOHA MMBANAT M IMAOKAMHA TMAPOXITOPHA:
pe3ynbTaThl MHOTOLEHTPOBOrO HABMIOAATENBHOMO MCCNEAOBAHMS

Hemorrhoids are an urgent and widespread prob-
lem of modern man, which brings discomfort and
greatinconvenience to daily activity. Hemorrhoids
are increasingly affecting people of young work-
ing age [2]. Inactive/sedentary lifestyle and other
factors contributing to stagnation of blood cir-
culation in the pelvic organs, and primarily in the
rectum, as well as errors in nutrition and unstable
bowel function lead to the emergence of a disease
or exacerbation of an already existing process.

Topical symptomatic agents are an integral com-
ponent of the complex conservative treatment of
hemorrhoids. Increasingly, combined drugs that
affect several symptoms at the same time are
being used. In addition, combined drugs help to
increase compliance and facilitate patients’ com-
pliance with the treatment regimen. The combina-
tion of topical GCS fluocortolone pivalate and the
local anesthetic lidocaine has been successfully

The effectiveness of combined topical product with fluocortolone pivalate
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used for many years and has been studied in sev-
eral studies [15-17].

However, data on the efficacy and tolerability of
the drug in real clinical practice have not been
available to date.

The purpose of this prospective, multicenter ob-
servational study was to assess the efficacy and
safety of treatment with Relief® Pro in patients
with acute hemorrhoids of the I-II stages and ex-
acerbation of chronic hemorrhoids.

In the study, in real conditions, positive chang-
es were noted in patients with hemorrhoids
with respect to the severity of the disease on
the Sodergren scale, the severity of hemorrhoid
symptoms and changes in the size of the largest
hemorrhoid node. So, against the background of
the use of the studied drug Relief® Pro regard-
less of the dosage form, already at the second
visit, 5-7 days after the start of the treatment,
the main symptoms of hemorrhoids — bleed-
ing, itching, edema, the presence of discharge,
discomfort — significantly decreased or disap-
peared, and were absent in almost all the pa-
tients by the end of the observation. Against the
background of the treatment with the studied
drug, the size of the largest hemorrhoid node by
the end of the study decreased by 76.9% in the
group of the patients who were prescribed the
Relief® Pro cream, by 69.1% in the group of the
patients treated with the Relief® Pro supposito-
ries, and by 51.6% in the group of the patients
treated with the both forms of the drug.

At the same time, the results obtained indicate
the effectiveness of the treatment regardless of
the dosage form of the drug used and the form
of hemorrhoids — both external and internal
nodes decreased. The pronounced effect of the
drug on the pain syndrome, the rate of develop-
ment and duration of the analgesic effect was
noted.

The number of the patients with acute hemor-
rhoids of the I stage, II stage and exacerbation
of chronic hemorrhoids in the study was approxi-
mately the same. However, the distribution of the
patients by the subgroups of the treatment was
uneven, since it was based on the type of dos-
age form of the prescribed treatment (cream,
suppositories or a combination thereof). It can
be assumed that the prescription of a particular

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

dosage form of the Relief® Pro drug was carried
out basing on the form of the disease: treatment
of the external form of hemorrhoids was more of-
ten carried out with the cream (n =318, 62%); the
internal ones — with the suppositories (n = 253,
89.7%); and the combined form — with a combi-
nation of dosage forms of the cream + supposito-
ries (n = 123, 60%).

It turned out that in the subgroup of the treat-
ment with the use of the Relief® Pro cream and
suppositories, the proportion of the patients with
the 2nd degree hemorrhoids and with combined
hemorrhoids (internal + external) was higher
in comparison with the other subgroups, which
could affect the treatment effectiveness (reduc-
ing the symptoms severity) obtained during the
treatment. At the same time, despite the detected
intergroup differences, in all the treatment sub-
groups, without exception, there was a positive
change in all the efficiency indicators recorded by
the researcher.

The initial characteristics of the patients included
in this study are consistent with the data on the
population of patients with hemorrhoids. These
are people of active working age, who have several
risk factors/triggers of hemorrhoids. It was noted
that the overwhelming number of the patients fol-
lowed the doctor’s recommendations on the treat-
ment duration with the Relief® Pro drug, as well as
on compliance with diet, hygiene rules, and physi-
cal activity.

It seems important that both the patients and the
doctors were very satisfied with the treatment re-
sults with the Relief® Pro drug.

Good tolerability of the treatment was record-
ed — adverse events were isolated and were not
associated with the use of the drug under study.
Several limitations of this study also need to be
taken into account. Since the study was observa-
tional and did not include a control group, it was
impossible to conduct a direct assessment of the
effectiveness of the Relief® Pro drug. Due to the
open study design, a potential systematic evalua-
tion error may be detected.

In addition, standard clinical conditions implied
the impossibility of monitoring the use of con-
comitant treatment and the inability to obtain
data at all time points, which could negatively af-
fect the interpretation of the data.

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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CONCLUSION

The results of the study confirmed the efficacy and
safety of the studied Relief® Pro drug when us-
ing it in patients with acute hemorrhoids of the
1-2 degrees and exacerbation of chronic hemor-
rhoids. Against the background of the use of the
drug in the form of cream, suppositories or a com-
bination of them, the severity of hemorrhoidal
disease, the severity of the main symptoms of the
disease and the size of hemorrhoids decreased
significantly and in a short time. Monitoring of
the safety of medical use of the drug confirmed its
good tolerability and the absence of influence on
vital functions.

In the study, valuable data were obtained char-
acterizing the patient population, approaches
to the diagnosis and treatment of hemorrhoids
in real clinical practice. Besides, additional in-
formation was obtained on patients” adherence
to the doctor’s recommendations, patient and
researcher’s satisfaction with the treatment,
as well as an assessment of patients’ prefer-
ences regarding the dosage form of the drug
under study and its consumer properties was
made.
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Rectal gastric heteroptopia in a child. Case-report of
casuistic pathology

Olga V. Sherbakova, Linara R. Khabibullina

Clinical Hospital Russian National Research Medical University named after N.I. Pirogova of the Ministry
of Health of Russia (Leninskiy prospect, 117, Moscow, 119571, Russia)

Heterotopy of gastric mucosa in the rectum in children is a rare malformation to keep in mind when examining
a child with a rectal bleeding. About 5 such clinical cases in children were described in the literature over the past
10 years. This condition is congenital, due to impaired tissue differentiation during embryogenesis. This case-report
demonstrates the diagnostics and treatment of a child with rectal gastric heteroptopia.
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In the practice of pediatric surgeons, heteroto-
pia is quite common. Diseases such as Meckel's
diverticulum, duplication of the gastrointesti-
nal tract (GIT), as a rule, are accompanied by
the presence of a focus of heterotopia of cells
of the gastric mucosa, less often of the pancre-
as or epithelium of the respiratory tract [1,2].
However, isolated gastric heterotopia into the
rectum, both in the pediatric population and in
adult patients, is an extremely rare abnormality.
It is known that heterotopia is a congenital pa-
thology, in contrast to metaplasia — the trans-
formation of the epithelium in the process of
vital activity. The term ‘heterotopia’ is the pres-
ence of a morphologically normal type of tissue
in a non-physiological area for it. Heterotopia
is more common in the anterior intestine, which
is explained by a violation of the migration of
endoderm cells developing from a common germ
during embryogenesis [3]. However, variants of
heterotopia site outside the gastrointestinal
tractare described: in the mediastinum, scrotum
or biliary tract [3,4]. Such a diverse localization
is explained by the fact that the pluripotent
stem cells of the endoderm are able to differ-
entiate into all tissues of the gastrointestinal

XenynouHas retepotonus B npsiMyto KMLWKy y pebeHka.
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tract. The error of this process leads to the fact
that the gastric mucosa has the most diverse lo-
calization [3].

Since the first publication of this pathology
by Ewell G.H., Jackson R.H. in 1939, about 30
cases of isolated heterotopy into the rectum
have been described in the literature [5]. Over
the past decade, only 5 similar clinical cases in
children have been found in the available litera-
ture [5-9]. Domestic papers describing isolated
heterotopia in the rectum in children could not
be found.

Due to the lack of observational studies on this
topic and the presence of only a small number of
published clinical cases, indicators such as mor-
bidity and prevalence of pathology are currently
unknown. In the literature review by Iacopini, F.
et al., which included 72 cases of various het-
erotopias in adults and children, this pathol-
ogy was more common in men — 63% than in
women — 37%.

The authors also traced the age at the time of
pathology detection, the median of which was
22 years (1 day — 69 years) [10].

The clinical picture of gastric epithelium het-
erotopia in the rectum includes symptoms such

Rectal gastric heteroptopia in a child. Case-report of casuistic pathology
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as rectal bleeding, often in combination with
diarrhea (22%), tenesmus (22%), and abdominal
pain (55%). In 20% of cases, an asymptomatic
course of the disease is described [3]. In ad-
dition, the production of hydrochloric acid by
displaced stomach cells leads to damage to ad-
jacent tissues and the occurrence of complica-
tionssuch as bleeding, the occurrence of fistulas
(recto-vesical, -vaginal, -perineal), perforation
of the rectum into the free abdominal cavity or
the pelvic cavity [10]. In addition, to date, there
have been isolated publications describing the
appearance of malignant formations against the
background of existing heterotopia, including
those with an asymptomatic course [11]. Thus,
the issue of malignancy at the moment remains
open for research and discussion.

Rectal bleeding is the most common symp-
tom of gastric heterotopia in the rectum [10].
However, it is important to remember about a
wide range of diseases accompanied by the clin-
ic of gastrointestinal bleeding, such as Meckel’s
diverticulum, gastrointestinal duplication of
various localization, juvenile polyps and other
less common polypous syndromes, anal fissures,
inflammatory bowel diseases (ulcerative colitis,
Crohn’s disease), as well as various variants of
vascular malformations. Such a variety of dis-
eases dictates the need for a thorough clinical
and laboratory check-up of a patient with the
onset of gastrointestinal bleeding at any age
using instrumental research methods (esoph-
agoduodenoscopy, ileocolonoscopy, videocap-
sular endoscopy, radioisotope examination).

It should be noted the need for performing a
biopsy of the formation and mucous membrane
of the intestinal tract for histological verifica-
tion, which plays a crucial role in making a final
diagnosis.

It is important that some imaging methods such
as CT and MRI do not have sufficient sensitivity
and specificity in case of suspected gastroin-
testinal heterotopia.

The described methods of conservative therapy
of the disease — proton pump blockers, anti-
bacterial therapy for the purpose of eradication
of Helicobacterpylori (if the latter is detected
in a biopsy), may for some time lead to the re-
lief of bleeding and the inflammatory process,

KOJNOMNPOKTOJOTNS, tom 20, N2 4, 2021

and even to the healing of ulcers. However, in
62% of cases, within 3 months after discontinu-
ation of treatment, there was a resumption of
symptoms, which required surgery. Only radical
removal of the heterotopy focus led to a com-
plete recovery [10].

There have been significant changes in surgery
in recent years: from resection of the affected
part of the intestine to precision removal of the
lesion under endoscopic control. To date, in the
practice of colorectal surgeons, preference is
given to endoscopic methods of treatment —
loop resection, including polypectomy, endo-
scopic mucosal resection (EMR), argonoplasmic
ablation of the residual zone, endoscopic sub-
mucosal dissection (ESD). Despite the fact that
in 17% of cases after endoscopic resection of
the mucous membrane, residual zones of hetero-
topia were revealed, this method in the hands of
experienced specialists can certainly be called
the gold standard of treatment [8,10].

It is important to note that most pediatric sur-
geons have no experience in performing such
endoscopic procedures, given the rarity of pa-
thology. Fibrosis of the submucosa, which is
naturally observed with this anomaly, as a re-
sult of a chronic inflammatory process, can also
cause significant difficulties when performing
surgery.

Our clinical case demonstrates a rare congenital
pathology and the choice of treatment method
in a patient with isolated gastric heterotopia.
The boy V., aged 10 years old, was admitted to
pediatric coloproctology unit with complaints
of an admixture of blood and mucus in the stool.
When collecting history of the disease, it was
noted that the above complaints periodically
disturbed the child from the age of 2 years old.
During the initial check-up at the place of resi-
dence, an anal fissure was revealed, which ex-
plained the hematocheesia clinic.

Conservative topical therapy (anti-inflamma-
tory suppositories) was ineffective, relapses of
rectal bleeding persisted. No additional check-
up was carried out. For the first time at the age
of 9 years old, after an episode of massive rectal
bleeding, the child underwent a proctoscopy:
on the back wall of the rectum 10 cm from the
anal verge, a rounded, diverticular formation

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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with a diameter of about 2 cm with pronounced
mucosal hyperemia along the circumference and
contact bleeding was visualized. For further ex-
amination and determination of treatment ap-
proach, the child was transferred to a federal
institution.

Upon admission to the clinic, the general con-
dition of the patient was of moderate severity.
When clarifying the clinicaland anamnestic data,
it was noted that there were no other symptoms,
the hereditary anamnesis was not burdened. His
physical development corresponded to his age.
Ileocolonoscopy was performed, according to
which the mucous membrane of the bowel was
pink, smooth throughout; the vascular pattern
was clear and uniform. Along the posterior wall
of the rectum at a distance of 10 cm from the
anal verge, a crater-like depression up to 2 cmin
diameter with pronounced contact bleeding was
visualized (Fig.1). With a digital rectal examina-
tion, it was possible to palpate only the lower
pole of this lesion.

To clarify the anatomical features, an MRI of
the pelvis was performed, the results of which
described the presence of an uneven thickening
of the mucosa up to 35-40 mm in length up to
80-90 mm along the posterior wall of the rec-
tum, above the level of the anal margin by 9 cm.
It was difficult to assess the depth and extent
of the lesion (Fig.2).

Considering the extreme rarity of such neo-
plasms in surgical practice, the contradictory
data of the check-up on the depth and preva-
lence of heterotopia in the rectal wall, as well as
the lack of experience in endoscopic dissection
in children, it was decided to refrain from using
this technique.

It was decided to perform a resection of the
rectum.

The child underwent a low anterior rectal resec-
tion of the rectum with the stapler anastomosis
at a height of 3 cm from the dentate line with
intraoperative proctoscopy to determine the
distal resection margin, without the preventive
ileostomy.

According to the histology of the removed spec-
imen, fragments of the gastric mucosa of the
fundal type were detected.

XenynouHas retepotonus B npsiMyto KMLWKy y pebeHka.
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The lamina propria of the mucosa was edema-
tous, with weakly expressed lymphoplasmocytic
infiltration with an admixture of eosinophils
(Fig. 3).

No complications occurred after the surgery.
First defecation was on the 4 day. On the 10th
postoperative day, the child was discharged
home in a stable condition. With catamnestic
observation after 1 month, the child’s condition

Figure 1. Endoscopy image of gastric heterotopy of the rec-
tum — lesion with a funnel-shaped depression in the center and
with margins slightly raised

Figure 2. Pelvic MRI of a patient with gastric heterotopy of the
rectum. Local thickening of the rectal mucosa (arrow)

Rectal gastric heteroptopia in a child. Case-report of casuistic pathology
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.4 _lll .
Figure 3. Histology of gastric heterotopy. The site of heterot-
opy, represented by the cells of the fundus of the stomach (red
arrow). Normal rectal mucosa (black arrow). Hematoxylin and

eosin staining, x11 increase

bl

was satisfactory. For 1.5 months after surgery,
there was a syndrome of low anterior resection,
with defecations 4-5 times a day.

During the control proctoscopy after 2 months,
the rectal mucosa and the zone of anal sphinc-
ter did not change.

Despite the rarity of this disease, heterotopy
should be included in the differential diagnos-
tics when examining a child with a gastrointes-
tinal bleeding clinic, of course, after excluding
other more common diseases in childhood. This
clinical case demonstrates the difficult path
of finding a definitive diagnosis and choosing
treatment approach for a child with an extreme-
ly rare congenital abnormality.

Nevertheless, such rather rare and casuistic
clinical cases dictate the need to introduce new
operational skills into the practice of pediatric
surgeons to improve the quality of medical care
for children.
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[emoppoi no-npexHemy CcyMTaeTca OfHWUM U3 Ca-
MbIX  pacnpocTpaHeHHbIX 3abofeBaHUi  4enoBeka.
PacnpoctpaHeHHOCTb 3aboneBaHus Cpefu Hacene-
HUA 3eMHOro Wapa OTIWNYAeTCA B Pa3HblX CTpaHax
[1]. Tak B Poccum oHa coctaenser 130-145 yenosek
Ha 1000 B3p0CNOro HaceneHus, a yaenbHblil BEC remop-
pos B CTPYKType 3aboneBaHWii TONCTONM KUWKK Kone-
6netcs oT 34 1o 41% [2]. B cTpaHax EBponbl yaenbHbIi
Bec 3Toro 3aboneBaHus coctaBasieT oT 39% Ao 64%
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[3,4], a B CLIA remoppoit auarHoctupyercs Gonee yem
y 1 MaH Hacenexus B rof [5].

WcTopus neyeHns remoppos HacYUTbIBAET HE OAHO CTO-
netune. OfHAKO HU OIMH U3 XMPYPrUYeCKUX METOLOB Ne-
YEHWSA, NO-NPeXHEMY, HE MOXET NMONHOCTbIO YA0BIETBO-
PWTb KaK XMPYyproB, Tak WU NaLWeHTOB.

B HacTosee BpeMms HauGonee paguKanbHbIM METOLOM
NleYeHUs ABNAGTCA reMOPpPOUAIKTOMUSA, KOTOpas npu-
MeHseTCa Npu 3 U 4 cTapusax 3aboneBaHus u ABAAETCA
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[OCTAaTOYHO 3(DEKTUBHBIM MeToLOM neyeHus. OgHako
3Ta onepawyusa TAXKENOo NepeHoCUTCA nauueHTamMm BBUAY
BbIPaXK€HHOT0 NOCNE0NepaLMOHHOro 60eBOro CUHAPO-
Ma, HepefKUM pa3BUTMEM PACCTPOCTB MOYeUCnycKa-
HUA, LNUTENbHbIM 3a)XWBNEHWEM NocaeonepaLMoHHbIX
paH aHanbHOro KaHana u CONpOBOXAAETCA NPOAONIKU-
TENbHbIM NEPUOLOM HETPyAoCnocobHocTU. B oTpaneH-
HOM nepuope nocne reMOppoMAIKTOMUM MOTYT BCTpe-
4aTbCs TaKMe OCNOXHEeHMUA, KaK CTPUKTypa aHanbHOro
kaHana (2,08-9%), HefOCTaTOYHOCTb aHANIbHOTO CHUHK-
Tepa (4-52%) u pAUTENbHO He3aXuBawlne paHbl (2-
18%) [6-16].

WNmeHHO no3Tomy B mocnefHue rofbl Bce Gosbluee Me-
CTO B /IeYEHWUU remMoppouaanbHOi 6oNe3HU 3aHUMAlOT
MafoMHBA3MBHble METOAbI ieyeHus (NUruposaHue na-
TEKCHBIMU  KONbLAMK, CKNepo3NpoBaHWe BHYTPEHHUX
reMoppouAanbHbIX Y3108, CTeNNepHas reMoppouaonex-
cus no JIoHro u gesapTepu3auua reMopponaanbHbixX y3-
noB). MpenmyLiecTBa 3TUX METOLOB 3aKNOYAOTCA B Ma-
JIOA MHTEHCUBHOCTM GONEBOrO CUMHAPOMA, OTCYTCTBUM
Heo6X0AMMOCTU B TOCMUTANM3ALMUU UAU COKPALLEHNM
BpeMEeHU MpebbiBaHUs B CTAaLMOHApe, OTCYTCTBUM paH
B @aHaNbHOM KaHane, 4YTo, B KOHEYHOM WUTOre, NO3BONSA-
€T COKPaTWUTb CPOKM peabunutauuu nayuenta. OfHaKo
NpUMeHeHWe ManoMHBA3WUBHbIX METOAOB B OTIM4KME OT
reMoppouA3KTOMUM NO3BONSET BO3AeEiCTBOBATb AWLIb
Ha OAWMH W3 (PaKTOPOB natoreHesa remoppouAanbHoM
0one3Hn (MexaHW4ecKuit unu cocyauctblit). Tak, rnas-
HbIM 00pa3oM, CKepoTepanus HanpasfieHa Ha JIMKBU-
paumio cocyauctoro aktopa pa3sutUs 3aboneBaHUs.
I eKTUBHOCTb CKNEPO3NPOBAHUA BHYTPEHHUX reMop-
pOVAANbHbIX Y3108 NpU 3—4 CTagum reMoppos He npe-
BblWwaeT 45% [17,18]. JlurnpoBaHue naTeKCHbIMU KOJb-
4amu, rnaBHbiM 06pa3oM, HanNpaBAeHO Ha NUKBUAALMIO
MexaHMYecKoro (akrtopa pa3BuTus 3a60neBaHUs, U ero
3 EeKTUBHOCTb Ha MO3AHUX CTaAUAX reMoppos [OCTU-
raet He 6onee 26% [19].

Ha coBpemeHHOM 3Tane pa3BUTUA TEXHUKW, NPUMEHS-
emon B MepuumnHe, 3((EKTUBHOCTb ManOWHBA3UBHbIX
MeTOAMK NeYeHUs reMoppos MOXET ObiTb pacluupeHa
Gnarofaps NpUMeHEHWUI0 COBPEMEHHBIX BbICOKOTEXHO-
NIOTUYHbIX TEXHONOTUI, K KOTOPbIM OTHOCUTCA Na3epHoe
n3nyyeHue.

Wcnonb3oBaHue nasepa B pasnnyHbix 061acTax MefULM-
Hbl Hayanocb B 1962-64 rr. BO MHOTMX CTpaHax Mupa,
B Tom yucne B CCCP. 3ameTHbili nporpecc nasepHon
XUPYPruM B Hallell CTpaHe CTaj BO3MOXHbIM Bnaroga-
psa co3gaHuio B 1964 ropy CO,-nazepa — Ckanbnens-1.
OnbITHBIA 06paseL, 3Toil ycTaHOBKM Gbln pa3paboTaH noj
pykosogcTBoM npodeccopa Crenbmaxa M.®., KoTopblif
BmecTe ¢ npoteccopom CkobenkuHbim 0.K. BHec 60M1b-
WOW BKNag B CO3[aHNe Na3epHON MeLULUHCKON TeXHU-
KW Ans 3[paBOOXpaHeHus B Haleli cTpaHe [20].
WccnepoBaHns nokasanu, 4TO NpW Na3epHOM BO3-
OeACTBUN  3aXMBNEHWEe PpaH KMeeT XxapaKTepHble

MpumeHeHne nasepa B XMPypruieckom neveHnm reMopposi
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0CO6EHHOCTH, 3aK/MIOYalOLLMECS B COKPALLEHUM 3KCCY-
AaTuBHoOW hasbl BOCnaneHus, paHHeM (HOPMUPOBAHUM
rPaHyAsUMOHHON TKAHU U OTCYTCTBUM rpy6Oit pybOLOBOIL
Aecdopmaumm NpocseTa NoJiblX OPraHoOB XKeNyA0YHO-KN-
WeYHOro TpaKTa. TV NONOXKEHUA ABUAUCL MOPGONOru-
YecKUM 06OCHOBAHMEM LIMPOKOrO MPUMEHEHUs na3ep-
HOrO U3yYeHMs B PasnnyHbIx 06nacTsx xupypruu [20].
MpUMEHeHWe Na3epoB B XMPYPruu OCHOBAHO HA W30bi-
TOYHON 3HEprum KoTopas TpaHchopmupyetca B dito-
OpecLeHTHoe CcBeyeHue, (OTOXUMUYECKME peakuuy,
tdoToTepmuyeckue u  HOTOMExaHUYeCKMe peakLuu.
Mpu BbICOKOIHEPreTUYECKOM BO3AENCTBMM OCHOBHAs
YacTb 3HepruM npesBpallaeTcs B TEMIOBYIO, KOTOpas
3a cyeT AMddY3nUM pacnpocTpaHAeTCcs OT 30Hbl BO3AeN-
ctBus. CNocoGHOCTb TENNOBOr0 BO3AEACTBUA HA KPOBb
W COCYQUCTYIO CTEHKY BbI3bIBaTh (hOpMUPOBaHME TPOMbOA
npuBena K UAee UCNob30BaHUA SHA0BA3ANbHbIX TEXHO-
NOTUi NS TeMNepaTypHOI 06aUTEPaALMU HECOCTOATENb-
HbIX BEH. B 3aBUCUMOCTM OT ANUTENBHOCTY BO3[ENCTBUA
M NMUKOBbLIX 3HAYEHMIT TemmepaTypbl HOTOTEPMUYECKME
peakuuu moryT ObITb cnepyowmummu: hotobuonoruye-
ckue achekTsl (Harpes TkaHu go 40-45°C); koarynauus
(60-80°C); BbicywuBaHue (80-100°C); obyrnuBaHue
(6onee 150°C); abnauus (cebiwe 300°C) [21,22].

[ns pocTuxeHus n3bupaTenbHOro NOrNOWEeHUs Nasep-
HOTO M3NlyYeHUs OnpefeneHHON TKaHblo HEeOOXOAMMO
nofbupaTtb AAUHY BOJHbI MOA OCHOBHOW xpomodop
3TOi TKaHW. Pa3Hble xpoModopbl XapaKkTepu3yloTcs pas-
JNYHBIMU KO3 duumeHTammn nornoueHns. OCHOBHbIMM
TKaHEeBbIMU XPOMO(OPaMU ABNSAIOTCSA: FEMOTI0OMH U Me-
NIaHWH, KOTOpbIE XapaKTEpU3YIOTCA BbICOKUM YPOBHEM
MOrNOWEeHNs U3nyYeHna gnHbl BoaHbl 1o 600 HM. Bofa
XOpOLIO NOr/OWAET U3JyYeHUe C JAUHON BONHbLI Gonee
1150 Hm. Mo gaHHbIM pAfja aBTOPOB M3BECTHO, YTO ANA
OJUHBI BOJIHbI 60nee 1150 HM BOAa CTAHOBUTCA [AOMU-
HUpYOWMX XpoModopoM, a ray6ruHa NPOHUKHOBEHMUS
W3nydYeHus B TKaHW nagaet. 0coGeHHOCTb U3bupaTenb-
HOTO MOT/IOWEHNA U3NIYYeHUs Pa3HbIX [AJWUH BOJH y4uu-
TblBaNacb ye B PaHHUX UCCNEAOBAHWAX pe3y/ibTaToB
NeyeHns cocyaucTeix 0bpazoBaHuil koxu [21,22].
OnepaunoHHbIil nasep JoMKeH 06nagaTh CNOCOGHOCTbIO
pacceyeHus u Koarynauum TKaHen. B xupyprum Hawnm
CBOE NPUMEHEHNE HECKOJIbKO TUMOB N1a3epoB: AUOAHbIE
nasepsl; neodymium-YAG laser (HeoauMMoOBbIN nasep);
aproHoBbIii Nasep; nasepsl ¢ guokcugom yrinepopa (CO,-
nasep) [23-25].

B nocnegHee Bpems Bce Oonbluee NMpPUMEHEHWe Haxo-
AAT OUOLHbIE Na3epbl, KOTOPbIE UMEIT WHUPOKNA aua-
NasoH AJMH BOJIH, YTO 00ECNeynBaeT UX CeneKTUBHOe
AeNCTBME B Pa3NUYHbIX TKAHAX W opraHax. [Ana mano-
MHBA3WBHOW XMPYprum TpebytoTcs Xxupyprudeckue na-
3epHble YCTPOIiCTBA, OAHOBPEMEHHO ObecneyunBaioLme
XOPOLWMUiA reMoCcTa3 M OrpaHUYEeHHOe MPOHUKHOBEHUE
B TKaHU. OHM COKPATAT NPOLOMIKMUTENBHOCTb NPOLeaypbl
W NpefoTBPATAT HEOXM[AAHHble MHTPAoNepauuoHHble
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OCNOXHEHUA. B TO e Bpems cBefeHHaAs K MUHUMYMY
KapOOHM3aLMsa TKaHel 06NeryuT BOCMANUTENbHYI pe-
aKLMI0 M YCKOPUT NpoLiecc pereHepauuu. B oTeeT Ha pa-
CTYWHMiA cnpoc B MeAuLMHE pa3pabaThbiBalOTCA MOLLHbIE
LJMHHOBONIHOBbIE XMPYPrUYECKUX Na3epel, U3nyyawlme
CBET Ha AainHe BONIHbI 1940 HM.

Ncnonb3oBaHue nasepHbIX TEXHONOMMIA HAWMO CBOE
MecTo M B KononmpokTonoruu. Tak B nyGaukauyum
Christine S. npumeHsn Heopumoseblit nasep (Nd-YAG)
y 41 nauueHTa ¢ 3NUTENUANbHLIM KOMYMKOBBIM XO[0M
(3KX). MpoBeneHHOe nevyeHWe OKa3anocCh YCMewHbIM
B 75% cnyyaes [26]. Dragoni F. B cBOEM uccnenoBa-
HUW TaK e onucan npuMMeHeHUe nasepa npu nevyeHuu
3KX y 10 naumenToB. Onepauus npoBoaMnace C uc-
nonb30BaHWEM HEOAWMOBOrO asepa C AJWHOW BOJHbI
1064 HM. OTHaneHHble pe3ynbTaTthl NeYeHus Gbinu npo-
CNeXeHbl Yepes 2—4 rofa nocse nociefHen npouesypsl.
PeunpuBa 3a6oneBaHuUs He BbISBNIEHO B JaHHbIE CPOKM
HU B OfHOM ciiyyae [27].

B neyeHnu cenweit npamoii KULWKK nepBbie paboTbl € UC-
nonb3oBaHWeM nasepa bepyT ceoe Hayano ¢ 1989 roay,
korpga XsaH C.A. ¢ COaBT. NPpUMEHUNN UCCEYEHUE CBU-
Wa nasepHbiM ckanbnenem [28]. B nocnepywowem
Ellison G.W. (1995) ucnons3zosan ND-YAG-nasep ¢ pau-
HOW BOAHbI 1064 HM B 3KCMepUMeHTanbHOW paboTe
y 20 co6ak [29]. Bnepsbie B 2010 r. Wilhelm A. ony6nu-
KOBaJ pe3y/ibTaThl HOBOW METOAMKM NeYeHUs CBULLeil
NPAMON KULLIKW, 3aKl0Yaloleincs B NasepHon Koarynsa-
uumMmn ceuwesoro xopa no metoauke FiLaC™. CpepHuit
nepuog HabnoaeHNs 3a ONepUPOBAHHBIMU NALLMEHTAMM
coctaBun 7,4 (2-11) mecsaues. 3axuBieHWe CBMLLA 3a-
tukcupoaHo y 81,8% nauueHtos [30]. B cuctematu-
YeckoM 0630pe MO NPUMEHEHUIO Na3epHoil TepMoobau-
Tepauuu ceuwesoro xopa MatuHaH A.B. c coaBTopamu
noKasan aKkTyajibHOCTb MPUMEHEHUA [AHHOro MeTofa
B NleYeHUM CBULE npaMOon Kuwku [31].

MpuMeHeHKe Na3epHbIX TEXHOJIOMNiA HE MOT/IO He 3aTpo-
HYTb leYeHne reMoppos, Kak Hanbonee pacnpocTpaHeH-
HOro 3aboneBaHns. Ha HayanbHbIX 3Tanax NpUMeHeHue
nasepa 6bi0 CBA3aHO HEMOCPELCTBEHHO C yAANEHUEM
BHYTPEHHUX reMOPPOMAANbHbIX Y30B U HE AaBano Cy-
LeCTBEHHbIX MPEUMYLLECTB OTHOCUTENbHO Pa3UYHbIX
Mmoantukauuin remoppougaktomun. Tak, Leff E.I. onu-
can npumeHeHune CO,-nazepa B J€UEHUNU FeMOppoOs.
[lBecTu ABapuaTth LWeCTb NaLWEHTOB NOLBEPrANCH re-
MOPPOMAIKTOMUM OJHUM XUPYProM 3@ TPexNeTHUN ne-
puog. Y 170 (75,2%) nauneHToB onepaLus BbiMONHEHA
c nomouybto CO,-nasepa. Y octanbHbix 6bi1a BbINONHEHA
CTaHAapTHas 3aKpbiTas reMoppouaskTomus. MauneHToB
NPOCNEKTUBHO HabNIOAANU Ha NPeAMeT nocaeonepaLm-
OHHOIi 60NK, 3aXKMBNEHUSA PaH U OCNOXHEHUI. ABTOPOM
He Obl10 0GHApPYKEHO Pas3nnymii Mexay NasepHoi U He-
nasepHoii remoppoupakTomueit [32].

Iwagaki H. B cBoem wuccnegoBaHum 1816 nauueH-
TOB YCTAHOBWJ, YTO MOJIHOE BPEMS 3aXXMBJEHWUS nochne
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Na3epHoOi XMpYpruu He OTIIMYAETCA OT BPEMEHU 06bly-
HOrO XWUpypruyeckoro Bmewarenbctea (ot 3 fo 6 He-
penb). Bce nauuenTsl Habnoganuck ot 3 4o 6 MecsLeB,
peunauBoB remoppos He Habnoganocs [33].

Senagore A. npoBen paHAOMU3MPOBAaHHOe WucCChe-
[0BaHWE, B KOTOpoe OblN0 BKAOYEHO 86 NaLMEHTOB
¢ 3-4 cTapueit remoppos, U3 HUX 51 naumeHT onepupo-
BaH ¢ npumeHeHunem Nd: YAG-nasepa u 35 nauueHToB
cTaHpapTHon meToankn ®epriocoHa. BbiscHunock, 4to
ucnonb3oBaHue Nd: YAG-nasepa pns reMoOppoMA3KTO-
MWUU He AaeT NPenMyLLeCTB N0 CPAaBHEHUIO C TPABULNOH-
HOW remoppoua3KTomMueit [34].

Pandini L.C. npoBen cpaBHUTENbHOE MPOCMEKTUBHOE
uccnenoBaHue, B KOTOPOM OLEeHMBAN Gamxaiiwue no-
C/leonepauoHHble pesyabTaTbl XMPYpruyeckoro Je-
YeHus remoppoupanbHoii 6onesnu (HD) no metopy
MunnuraHa—MopraHa ¢ ucnons3oBanuem nasepa (O,
MW XONOJHOTO CKanbnens. B kaxaylo rpynny Bowno
no 20 nauueHToB. ABTOPOM TaKXKe He 6bINO BbIABIEHO
pasnnyuii B OTHOWEHUMN OCNOXHEHWUI, CpeHEero Bpeme-
HU 33XUBNEHWA NOCNEONepaLNOHHbIX paH, BO3Bpalle-
HUA K HOPMaNbHOMN [eATEeNbHOCTYU W YL, O0BNETBOPEHHOCTH
nauuexTos [35].

C ppyroit ctoponbl, Chia Y.W. npoBen uccnepnoBaHue,
B KOTOpOe BOW/O 28 MauueHTOB C remoppoeMm 3 unu
4 ctapueit. MauneHTbl 6bITM PaHAOMU3UPOBAHLI ANS
NPOXOXAEHUA remoppoupdKToMun ¢ nomouwbio CO,-
nasepa wav TpagULMOHHON reMoppouaIKToMun. AsTop
npuwen K MHeHuto, 4to CO,-nasep BbI3bIBAET MeHblUEE
noBpeXAeHWe TKaHeil cocejHUX obnacTteil, 4em o6blYHas
AMaTeEPMUA U, TAKUM 06Pa30M, BbI3bIBAET MEHbLLUYIO MO-
cneonepauuoHHyto 601k, YTO ABAsSETCA Honee Gesonac-
HbIM METO[IOM NeyeHus [36].

Salfi R. onucan n npumenun y 200 naLneHTOB HOBbIN
MeTo[, JIeYEHUA FeMOPPOs C UCMOb30BAHUEM AUOLHOTO
nasepa c AAnHoOM BoaHbl 980 HM B coyeTaHuu ¢ gonne-
POBCKMM METOLOM /15 onpefeNneHuns LUCTaNbHbIX BETBE
BepxHeil npsamokuweyHoi aptepuun. HelLP (Hemorrhoid
laser prosedure) — MeTop MHTPaonepaLMoOHHON JOKa-
NM3auun NUTAIWKUX BETBEH NMPSMOKULWEYHON apTepum
C NOMOLLbIO [ONMNEPOBCKOrO 30HAA U UCMOJb30BaHUA
nasepa fns 610Kaabl apTepruanbHOro NPUToKa NyTem ae-
3apTepu3auusa. Y Bcex NpoBOAMNOCH JIeYEHNE MO MeTo-
AuKe HelP: B npAMyto KMLKY BBOAUTCA CNeLManbHO pas-
paboTaHHbIN OAHOPA30BLIA NPOKTOCKOMN, B AUCTANbHOM
4acTu KOTOPOro pacnofioXeHo HebonbLIoe OKHO C Jon-
NNEpOBCKUM JaTynKkoM. [pu nomoLm JonniepoBCKOro
paTtuuka (20 MIy 30oHA, AuameTpom 3 MM) Ha 3 CM NpoK-
CUManbHee 3y6yaToil TMHUM ONpefeNnseTcs pacnoaoxe-
HUe TepMUHANbHbIX BETBEW BEpXHei MPSAMOKUWEYHO
apTepun. [lonnnepoBCKMiA [LaTYMK 3aMEHAETCA Ha CBe-
TOBOJA Nasepa. [lpumeHeHne AMOAHOrO Nasepa C AANHON
BOSIHbI 980 HM (MMNYyNbCHBIN pexkum, 15-30 [ Kaxablit,
B 00Leil CI0XHOCTU 0K00 60—120 [k Npu MOLWHOCTU
10-25 BT). MpopomkutenbHOCTb Onepauun coctaBuia
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15 MuHYT. IbGHEKTUBHOCTL AAHHOMO MeToAa OLEeHeHa
B CPOKM 12 mecsiLeB 1 coctasuna 91% [37].

Crea N. npoBen uccnegosaxue, B KoTopoe Bowo 97 na-
LMEHTOB C remoppoem 2-3 ctaauu. m Bbina npumeHe-
Ha metoguka HelP ¢ ncnonb3oBaHue nasepa ¢ AnunHOW
BOAHbI 980 HM N0 CTaHAAPTHOW TeXHWKe OMUCAHHOTrO
paHee MeTofia. YactoTa peymnanBoB 3aboneBaHus cocta-
Buna 5% B [BYXNETHMIA CpoK HabnoaeHns [38]. Mo3sxe
B cBoeit pabote Crea N. npoaHanM3MpoBaHbl pesynbra-
Tbl 5-7€THero HenpepbiBHOTO MCMNOAb30BaHMA nasep-
Holt npouepypbl (HelP) remoppos B cTaunoHape c re-
MOppoeM BTOpOM-TpeTben cTeneHu y 189 nauueHToB.
CpenHuit nepuop HabnoaeHnUs coctaBun 42 mecsua (ot
6 [0 62 MecsLeB). boneBble olWyLIEHWA NOCNe onepaLmu
otcytcTBoBanu y 94% nauueHTos. lNonHoe ncyesHose-
HUE Xanob, xapaKTepHbIX 41 reMoppounaanbHoii 6ones-
HW, YAANoOCb KynupoBaTb 6osee yem y 60% nalMeHToB
[39].

Nardi P.De. onucan onbiT 51 mauuMeHta no MeTOAUKe
HelP c ucnonb3oBaHmem ONTMYECKOrO BONOKHA AWNOL-
HOro nasepa ¢ fanHoi BosHbl 980 HM (NATb UMNYNbLCOB
13 Bt no 1,2 c Kaxablit ¢ nay3oit 0,6 ¢). B cpokun 24 me-
csla nocne onepaunm 3hpheKkTUBHOCTL cocTaBuna 84,3%
[40].

Ram E. n coaBT. npuBogAT faHHble 0 leveHnn 62 naum-
€HTOB C 2—3 cTaguein nNo MeTofuKe C NpUMEeHeHNeM [u-
0[HOTO0 Nnasepa c AanHoi BonHbl 980 HM. CnycTa 2 gHA
nocne onepauun K BbIMONHEHWUIO NPUBbLIYHO feATeNbHO-
CTv cmoraun npuctynutb 88,7% nauneHTos, cnyctsa 6 me-
cALeB nocne onepauun HU B OQHOM Ciy4aeT peunanBa
3abonesaHns He 6bino [41]. Boarini P. onucan onbiT
neyeHns 55 nayMeHToB MO BbIWEONUCAHHOW METOLMKe
HelP c npumeHeHnem guoaHoro nasepa 980 HM. 06Lwmii
VYPOBEHb Y10BJIETBOPEHHOCTU cocTaBu 89%, a ncyesHo-
BEHWe CUMNTOMOB reMoppouAaNnbHoil 6GonesHn — y 84%
naumenToB [42]. CnefyeT 0TMETUTb, YTO ANs [AHHON Me-
TOAMKM BO BCEX WCCNEAO0BAHUAX NPUMEHANCA OUOAHbIN
nasep ¢ LavHow BoNHbl 980 HM.

Giamundo P. onucan onbIT neyeHus 284 nNauMeHTOB,
CTpajamlmnx XpOHUYECKUM remoppoem 2-3 cTafuu.
Y BCex NaLMeHTOB TaKXe NPOBOAUIOCH IeYeHUe Mo Me-
Toauke HelP: ucnonb3ys cneunanbHo pa3paboTaHHblil
npoktockon (komnnekt ana HelPR, Biolitec Biomedical
Technology, TepmaHus), 12 TepMmUHanbHbIX BeTBEN
BEPXHWUX DPEKTaNbHbIX apTepuit ObIU UAEHTUDULMPO-
BaHbl C MOMOLLLIO JONAepoBCKOro 3oHaa 20 Mly u Ko-
aryanpoBaHbl C MOMOLLbIO 1a3epHOM 3HEPrum NpUMepHO
Ha 2-3 cM Bbllwe 3y6yaTas nuHusA. Mnathopma avop-
Horo nasepa (Leonardo Dual 45, Biolitec Biomedical
Technology, lepmanus), patowas 13 BT umnynbcHOM
Na3epHoN 3Heprum Ha pavHe BoaHbl 980 HM, No3BO-
auna 610KMPOBATb MAEHTUMUUMPOBAHHbBIE apTEPUN.
CenekTBHOE NOrNOLWEHNE NA3ePHbIA Iy4 XPOMOPOpPOM
remornobuHa No3BoNMA CMOPLLUTL aPTEPMUI, OTPAHUYNB
TennoBoe BO3LENCTBME HA OKpyXatolue TKaHu. AHanu3
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276 NauueHToB, 3aBEPLUBLINX 2-NeTHee HabntoaeHue,
nokasan nofHoe ucyesHoBeHue cumnTomMoB y 89,9%
(248/276) naumneHTos [43].

OfHUM 13 METOJO0B Na3epHOI TEXHONOTUN ABNAETCA Me-
104 LHP naszepHas remoppougonnactuka (LHP) — 3To
MasoOMHBA3MBHAA MeTOLMKA NeYeHWUs reMoppos, OCHO-
BaHHaA Ha [O3MPOBAHHOM BHYTPWUTKAHEBOM Harpese
reMoppouaanbHOro y3na noCpeAcTBOM NOLABAEMOro
C NOMOLLbIO CBETOBOAHOIO BOJOKHA 1a3€PHOI0 U3nyye-
HWA C ero nocnefyloWnM CKIepo3npoBaHueMm, a TaKkxe
OKKNIO3MPYIOLWMUM BO3LEACTBUN HA COCYAUCTHIA KOM-
MOHEHT. XapaKTep BO34elCTBUS Na3epHOro U3Ny4YeHus
3aBUCUT OT €ro XapaKTepUCTUK (BJWHbI BOJHbI, ANu-
TENbHOCTU BO3AENCTBMA) U METOAMKW Oonepauuu, B pe-
3yAbTaTe Yero MOXHO MOJY4YUTb pasnauyHblie 3 eKTsl,
TaKue KaK Koarynsuus nmbo Banopusauus KaBepHo3Hoi
TKaHW, HaxOAMBLUENCS B 30He KOHTAaKTa C paboyei ya-
CTbl0 CBETOBOAA, C NOC/eAyoWUM CKIepo3NpoBaHNEM
6onee yfaneHHbIX y4acTKOB TKaHU Y313, B KOTOPOE BO-
B/IEKAIOTCA KOHEYHble BETBW BEPXHEN NPAMOKMULIEYHON
aptepuu, 4yto obecnedynsaet 3hdEKT fe3apTepu3aLnu.
Mpu jaHHOM METOAKKe, HECMOTPSA Ha TepMUYeCcKoe BO3-
LeNCcTBME Ha KaBepHO3HYI0 TKaHb reMOppoMAaNbHOro
Y3713, He NoBpexpaaeTcs ciusucras 06010YKa U CTPYK-
Typa cdhuHkTepa. Kpome TOro, 3amelieHne KaBepHO3-
HOW TKaHW Ha COEAMHUTENbHYIO TKaHb C duKcauuei ee
K CM3KUCTO 060104Ke, NPeOTBPALLAET BO3SHUKHOBEHWE
nponanca [44, 45].

B nepBbix paboTax, NOCBALEHHbIX NPUMEHEHWIO METO-
auku LHP, Jahanshahi A. onucan onbiT nedeHus 341 na-
LMeHTa C reMoppoem 2,3,4 CTagun C NpUMEeHeHneM au-
0fHOro nasepa ¢ ganHHON BOAHbI 980 HM 1 MOLWHOCTBIO
30 BT. Y BCcex nayMeHTOB NevyeHne NpoBOAUIOCH MO Me-
Toguke LHP. Jlnwe B 12 (3,5%) cnyyasx 6binm guarHo-
CTUPOBaHbl OCNOXHeHUA: y 8 (2,34%) oTeK, KpoBoTe-
yeHue u abcuecc — y 2 (0,58%) nauueHToB. B cpoku
HabnofeHNs [0 1 rofa aBTOp He OTMETUA PELMANBOB HY
B 0HOM cnyyae [25].

B panbHenwem, npu metoguke LHP pns neyeHus remop-
posi Haubonee 4acTo B KayecTBe MCTOYHMKA IHEpruu
1CNOoAb30BaNCA nasep ¢ AAMHON BONHbI 1470 HM, N03BO-
NAWNIA [OOUTLCA AEHATYPALMM NOLCAN3NUCTBIX BENKOB,
Bbi3bIiBas GUOPO3 U, TEM CaMbIM, TPUAUNAHUE CIUZNUCTOI
0060/104KN K noaniexalleit TKaHu Ans npeaoTBpalieHus
nponanca.

Brusciano L. npegctaBun onbiT neyeHns 50 naumeHToB
€ 2-3 cTaaueit reMoppouaanbHoi 60e3HU No METOANKE
LHP ¢ npumeHeHnnem guopHoro nasepa c LAWHOW BOJ-
Hbl 1470 HM. MaumMeHTbl 6bIN BLINUCAHbI HA ClleayIoLLnii
LeHb NOC/ie XWpPYpruyeckon onepawuu npu OTCyTCTBUM
nocneonepaLoHHbIX OCMOXHEHUA W HanW4yuu Tepnu-
Mot 60n1. Mo AaHHbIM aBTOPa, MHTPAONEPALMOHHBIX OC-
NIOXHEHUI He BbIsBIEHO, 60N1EBOW CUHAPOM OLEHEHHbIN
B TEYeHMe CyToK nocnie onepauum no 10-6annbHoi WKa-
ne BALL coctaBun 2 6anna. Bce naumeHTbl Yepes 2 aHs
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nocne onepauun CMOrAU NPUCTYNUTb K NOBCEAHEBHOW
aKTUBHOCTM, Npu nepuoae HabnofeHus 8,6 MecsaLes HU
Y OAHOTO MayueHTa He GblN0 BbISBAEHO PELMAMBOB 3a-
6onesaHus [46].

Faes S. o6cnepnosan 50 naymeHToB co 2—3 cTagueir re-
MOPPOS, KOTOPbIM ObIIO BbINONHEHO NIeYEHUE MO METO-
anke LHP ¢ npumeHeHunem nasepHoii cuctembl CeralasE
C ANMHON BOMHbI 1470 HM. OueHMBanoCh KpaTKOCPOYHOE
Habnogexne Ha 1, 30, 60 feHb v anuTenbHoe fo 5 nert
(yMeHblueHMe cTaguu remoppos, 6onb, YAOBIETBOpE-
HWe, y/ydlleHWe CUMNTOMOB, HETPYAOCMNOCOGHOCTD,
BO3[epXKaHue, OCNOXHEHUs, peuuauB 3aboneBaHus).
Mpu KpaTKOCPOUHOM HABGMIOAEHWM OTCYTCTBUE CUMM-
TOMOB remoppoupancHoit GonesHn 98% nayueHToB.
Yepe3 60 gHerl O MONHOM MAM YAaCTUYHOM OTCYTCTBUU
cumnTomMoB coobwunu 36/50 (72%) v 10/50 nauueH-
T0B (20%). MocneonepaunoHHble OCNOXHEHUA BO3-
HUKAM y 9/50 nauueHToB. Y 3 NauMeHTOB AMATHOCTH-
pOBaH CBUL NPAMON KUWKK, Y 1 — aHanbHas TpewmHa,
TpoM603 HAPYXKHbIX TeMOPPOMUAANbHBIX Y3/10B Auar-
HOCTUPOBAH Y 2 NaLWEHTOB, NepuaHanbHOW fepMma-
™T —y 1 naynenTa. B ofHOM ciayyae AMarHOCTUPOBAHO
KpoBOTEYEHMe, U Y OAHOr0 nauuMeHtTa — HapylleHue
MoyeucnyckaHnus. [locneonepaunonHas 6onb 6Gbina
cnaboit (Bu3yanbHas aHanorosas Wwkana 0-1) Ha 1-e
cyTku B 37/50 (74%), Ha 30-i1 peHb — y 47/50 (94%)
 Ha 60-it geHb — y 50/50 nauuenToB (100%). Mocne
cpefHero nepuoaa HabnoaeHus 5,4 ropa (ctaHgapTHoe
OTK/OHeHue 5,4 MecsAla) YyacToTa peLuanBOB COCTaBMAa
34% (15/44 nauueHTOB), CpefHee BpeMs [0 peLupu-
Ba — 21 mecay (o1 0,2 go 6 ner) [47].

Mo paHHbiM Poskusa T., BbinonHeHo 40 onepauuit
no ykasaHHoi meToguke. OnepupoBaHbl NauUeHTbl CO
2-3 cTapueit remoppos C NpUMeHeHneM [UOAHOrO Na-
3epa Cc gnMHoM BonHbl 1470 HM. B oTganeHHoM nepuoge
yepes 1 rog nocse onepaunu B 10% HabatogeHUi guar-
HOCTMPOBaH peLuans 3aboneBaHus [48].

Ferhatoglu M.F. n coaBT. aHanu3MpylOT ONbIT NleyeHus
47 naumneHToB ¢ 2—3 cTafuel remoppos C NpUMeHeHnem
nasepa C gJiMHoN BONHbI 1470 HM, B KOTOPOM MOKa3bl-
BAeT, YTO Yyepe3 rof nocne onepauun peunne KpoBso-
TeyeHuUa BO3HUKAET y 14,9% nauuneHTOB, a BbinafeHue
remoppouaanbHbix y3nos —y 21,3% [49].

B uccnepgosanune HeposumosaHHoro A.W. Gbiio BKAtO-
YeHOo 65 4YesloBeK C XPOHUYECKUM reMoppoem 2 cTaguu
(20%) un 3 cTapum (80%) no knaccudukauuu Goligher.
Bcem naumenTam BbINOAHANACh Na3epHas MNOLCAU3M-
cTas [eCTpyKuua remoppoMpaanbHbiX Y3N10B C npuUme-
HeHWEeM [LMOJHOro fasepa C AJMHON BOMHbI 1470 HM
B MMMNYNbCHOM pexume (Bpems paboTel — 150 Mc, Bpe-
Msi nay3bl — 50 MC); MOWHOCTbIO u3nyyeHns 7-8 BT.
Y 54 (83,%) nauuMeHTOB MnocneonepaLuoHHbIA nepu-
OA npoTekan rnagko. lMocneonepaunoHHblit 6onesoit
CUHAPOM, B cpeaHeM, coctaBun 3 + 0,2 6anna no BALL.
OcnoxHeHus Gblan oTMedeHsl y 11 (16,9%) nauneHToB

KOJNOMNPOKTOJOTUS, tom 20, N2 4, 2021

B paHHeM nocfieonepayMoHHOM NepPUoae, HO MpK 3TOM
OKa3anucb He (atanbHbIMK. 3a BpeMs HabnogeHus pe-
UMAMBOB He 3aduKcupoBaHo [50].

Lakmali K. npoaHanusupoBan paHHble 19 nccneposa-
HUI, B KOTOpble 6bI0 BKNOYeHO 1937 nauyueHToB, ne-
pEHeclWnX a3epHyl0 AECTPYKLWIO TeMOppouAanbHbIX
y3710B. YeTbipHafLaTh OblAM NPOCNEKTUBHBIMU UCCNeno-
BaHUAMU [49,51-63], yeTblpe — paHLOMU3MPOBAHHBIMY
KOHTPOJIbHBIMU UCCNefoBaHUAMU [64-66] U ofHO —
pEeTpOCNeKTUBHbBIM UccnesoBaHuem [67]. Ha ocHoBaHuu
NpoBeEHHOr0 aHasn3a aBTOp MPULEN K BbIBOAY, YTO
npUMeHeHne nasepa B Jie4YeHUn remoppos 2 u 3 ctaguu
No3BOJSAET CHU3UTb YPOBEHb HONEBOrO CUHAPOMA U NpH
3TOM CONPOBOXAAETCs YAOBNETBOPUTEbHBIMU OTAANEH-
HbIMW pe3ynbTaTamu.

Takum o6pasom, npeumyliecTsa Nasepos C Gonblueit
ANMHON BOJHBI NO3BONAT AOCTUYL CHUKEHUS YPOBHSA
6071€BOr0 CHHAPOMA B MOCNEONEPALMOHHOM nepuoae,
COKpaTUTb CPOKM peabunutaumu. Jlazepsl, paboTaioume
Ha [A/IMHAX BOJIH, CUJIbHO NOT/IOWAEMbIX BOAOI, 06naaatoT
NOTEHLMANOM ANs yAyYlEeHUs reMocTasa U COKpaLLeHus,
obecneynBas npu 3TOM Y3Kylo 30HY TEPMUYECKOTO Mo-
BpexaeHus. B nocnegHue roasl B MefuLMHE HALWMW NPU-
MeHEHWE BONIOKOHHbIE N1a3epbl, NOKPbITbIE TYANEM, KOTO-
pble o6nagatoT 6onblieit ANUHON BOJHLI, 40 1940 HM.
Zywicka B. B cBOEM 3KCNepUMEHTaNbHOM UCCNIeA0BAHNY
CPaBHWA WCMO/Ib30BaHWE BOJIOKOHHOMO a3epa Ha ocC-
Hose Tynua (Thulium-Doped Fiber Laser (TDFL)) ¢ anu-
HOM BOMHbI 1940, v guogHOro nasepa C LAWHOW BOJNHbI
1470 Ha mopenu cene3eHKM CBUHbKU. TaK YacTU4yHan
CMIEHIKTOMUA W pa3pesbl ceneseHku Oblin BbINOHE-
Hbl y 12 XMBOTHbIX C MCMO/Ib30BAHUEM [BYX Na3epHbIX
ycTpoiicTte. LnvpuHa TennoBbIX M3MeHeHWN cocTaBuna
B TKAHW CeNe3eHKM Npu UCNoNb30BAHUM TYIMEBOTO fa-
3epa — 6onee yem B 2 pa3a MeHblle YeM Y [MOAHOrO.
Takum o6pasom, 06a nasepa 3pdeKTUBHLI B XUPYpPriun
ceneseHKu 1 obecneynBatoT XopoLlwmnii remoctas. Tem He
MeHee, TYNINEBbI 1a3ep co3AaeT Gonee y3KyIo 30Hy Tep-
MUYECKOrO MOBPEXAEHUS, YTO FOBOPUT O ero bosblieit
3Q(EKTUBHOCTN ANS XWUPYPrUM Cene3eHKH, 0cobeHHO
npu BbINONHEHUK Gonee TOYHbIX Npoueayp [68].
PesynbTathl Gesierich W. no ucnonb3oBaHuto Tynneso-
ro BOJIOKOHHOrO Na3epa, paboTalolero Ha fIMHe BOJHbI
1940 HM, y nauueHToB (187 4yenosek) ans 3HLOGPOH-
XMaNbHOW Tepanuu sABAAIOTCS MHOroobelanwumm.
Tynuesbiit Nasep cyutancs 6e3onacHbIM U YHUBEPCANb-
HbIM METOAOM JIEYEHUS CYIKEHUs AbIXaTeNbHbIX NyTeil
M 06CTPYKUMM CTEHTA, BbI3BAHHOW BpacTaHUeM TKaHeil,
N0 CPaBHEHWUIO C MOTEHUMANbHBIMM MPenUMyILEeCTBaMM
Nd: YAG-nasepa (1064 Hm). BbixogHas MOLWHOCTb na-
3epa oT 5 fo 20 Bt cuutanach 6esonacHoit. OaHako,
N0 MHEHWIO aBTOPOB, HEOOXOAWMbI AanbHellne cpas-
HUTeNbHbIE UccnenoBaHus [69].

BosOKOHHbIN na3zep ¢ akTUBHOW Cpeaon B BUAE ONTUYe-
CKOro BOJIOKHA, NernposaHHoro tynuem (Tm3+) (TDFL),
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nokasbiBaeT noyt B 1000 pa3 6onbliee NOrNOUIEHNE
BOJIOI MO CPaBHEHUIO C Nla3epamu, U3NyYaoLWnUMm CBeT
npu 1064 Hm (Nd: YAG-nasep). 3ta dyHKuus obecne-
YMBAET TOUHYIO aBAALUMIO TKAHU C HEGONBLWMM 3aNacoMm
Koarynauuu, B TO BpeMs KaK nasepHoe 13nyyeHune ¢ gnu-
HOI1 BoNHbI 1064 HM NPOHMKAET ry6Ke B TKaHb C MeHee
KOHTponupyeMbiMu 3chekTammn Koarynauum [69-71].
Zywicka B. u COaBT. NOKa3anu, 4TO 30HbI TEPMUYECKMX
TKaHeit, gocturaembie ¢ nomouwblo TDFL, 6bin 6onee
Y3KUMU MO CPaBHEHUIO C AMOAHbLIM N1a3ePOM U Nla3epom
Nd:YAG, noatomy nasep TDFL npeacTtaBnsetcs acdek-
TUBHBIM UHCTPYMEHTOM [J151 TOYHbIX XUPYPrUYECKMX NPO-
Leayp C y3KOW M KOHTPOAUPYEMON 30HOW paspylleHus
npuneratowei TkaHu [68]. Janeczek M. n coasT. no-
ka3anu acpdekTuBHocTb TDFL npu peske c y3Koi 30HOM
TEPMUYECKOI TPaBMbl U 06eCneynBatoT XOpoLwmnil remo-
CTa3 BO BPeMs YaCTUYHOW Pe3eKLWUM NeyeHn u paspesa
TkaHu nedenn. TDFL, paboTatouwuit npu 1940 HM, MOxKeT
ObiTb MOTEHLMANbHLIM WHCTPYMEHTOM B OHKOJOrMYe-
CKOW XWUpPYpruu nevyeHu, oco06eHHO KOrfa NpuopuTETOM
ABNAETCA COXPAHEHMe 3[0POBbIX TKAHEN U BbINONHALOT-
cs HebonblMe aTUNNYHbIE UcceyeHus [71].

Takum 06pa3oM, npeacTaBaeHHble JaHHbIE HAy4YHOW /K-
TepaTypbl CBUAETENLCTBYIOT O BbICOKON 3deKTUBHOCTM
71a3epoB B MeAMLMHE, @ UMEHHO B KOJOMPOKTONOMUM.
TexHW4YecKoe yCOBEPLIEHCTBOBAHWE 1a3epoB, CBA3aHHbIX
C yBeNMYEHWeM [UHbI BOJHbI, OTKPbIBAET HOBbIE BO3-
MOXHOCTU B MaJIONHBA3MBHOM JIeYEHUM KOJIOMPOKTOJI0-
ruyeckux 3abonesanuii. OfHako B Hay4yHOW nuTepaType
OTCYTCTBYIOT CBEZIEHUA O NPUMEHEHUM TYNIMEBBIX 1a3epoB
B leYeHUM reMoppos. YTo, B CBOIO 0Yepesb, AUKTYET He0b-
XOLUMOCTb HAayYHbIX UCCNIEA0BAHMUA B 3TOM HanpaBieHUN.

UcmoyHuku puHancuposarus omcymcmsyiom.
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Yves Panis (s Manuc)

9 Hosbps 2021 roga npodeccopy Yves Panis ucnonHu-
nocb 60 neT co fHA poXxaeHusa.

Yves Panis — TanaHTaMBbIN XMPYPT, BblJaloWmUics yye-
HbI, UCKNIOYMTENbHBIA PYKOBOAUTENb, Npodeccop Xu-
pypruu, 3amecTuTenb rNaBHOrO pefakTopa XypHana
«Kononpoktonorus», Kotopbliit BOT yxe 6onee 30 net
BEAET aKTUBHYIO Hay4Hylo, BpayebHyIO ¥ neparoruye-
CKYIO AeATeIbHOCTb.

Yves Panis BCto }U3Hb paboTaeT B OAHOM U3 CTApUHHBIX
rocnutanen paioHa Knuww ropopa Mapuka, OTKpbITbIM
B 1935 rogy — Beaujon Hopital. C 1997 roga nonyuun
cTaTyc npocdeccopa xupypruu, a ¢ 2007 roga — bec-
CMEHHbIA PYKOBOAMUTENb OTAENeHUA KONOpPEeKTanbHOW
XUPYPruv B CBOEM rocnuTane.

HayuHo-npakTuyeckuit wuHTepec npodeccopa Panis
BK/IOYAeT M3y4yeHWe NpobneM KONOPEKTaNbHOro paka,
BOCMANUTENbHbIX 3a00N€BaHUI KUILEYHUKA, NpU Neve-
HUM KOTOPbIX aKTUBHO WCMOMb3YEeT Nanapockonuyeckne
TexHonoruu. Yves Panis U3BeCTeH Kak OfMH U3 NyyLlWunX
CNEeLMannCcToB No NeYeHUo A3BEHHOTO KOUTa U Hones-
Hu KpoHa. K HacToswemy BpemeHn (okTabpb 2021 1.),
HayyHble paboTbl, ONyONMKOBaHHbIE Npodeccopom
Panis, npountuposanuce 8 Pubmed 6onee 440 pas, a uH-
AeKc Xuplwa aBTopa coctasun 79.

Yves Panis opraHn3oBan 1 ABASAETCA OCHOBHbIM UCCTe-
AoBatenem B 6 MyNbTULEHTPOBbLIX PaHAOMU3NPOBAHHBIX
nccnepoBaHWAX, pe3ynbTaTbl 3 M3 KOTOPbIX ykKe ony-
67MKOBaHbl. 3TO paboTbl, MOCBALEHHbIE PaHHEMY 3a-
KPbITUIO KMLWEYHO! CTOMBI, MOLFOTOBKE TONCTOM KULIKM
NpuW pake NPAMON KWULWKK, AEKOMIPECCUN TONCTON KULIKK
nocne onepauuin Npu pake NpAMONA KUILKW, Nporpamme
YCKOPEHHOro BbI3A0POBAEHMA MOC/ie nanapockonuye-
CKMX oOmepauusax No NOBOLY KONOPEKTaNbHOro Ppaka,

KOJNOMNPOKTOJOTUS, tom 20, N2 4, 2021

On November 9, 2021, Professor Yves Panis celebrated
his 60th birthday.

Yves Panis is a talented surgeon, an outstanding sci-
entist, an exceptional leader, professor of surgery, Co-
Editor of “Koloproktologia” Journal (Russian Journal
of Coloproctology), who has been active in scientific,
medical and pedagogical activities for more than
30 years.

Yves Panis has been working all his life in one of the
famous hospitals of the Clichy district of Paris, estab-
lished in 1935 — Beaujon Hopital.

Since 1997 he has received the status of professor of
surgery, and since 2007 he has been the permanent
head of the colorectal surgery unit in his Hospital.

The scientific and practical interest of Professor Panis
includes the study of colorectal cancer, inflammatory
bowel diseases, in the treatment of which he actively
uses laparoscopic technologies.

Yves Panis is known as one of the best specialists in the
surgery of ulcerative colitis and Crohn’s disease.

To date (October 2021), scientific papers published by
Professor Panis have been cited in Pubmed over 440
times, and the author’s Hirsch index is 79.

Yves Panis has organized and is the principal researcher
in 6 multicenter randomized trials, the results of 3 of
which have already been published.

These are works devoted to early closure of the in-
testinal stoma, bowel cleansing for rectal cancer sur-
gery, decompression of the bowel after procedures
for rectal cancer, an enhanced recovery after laparo-
scopic procedures for colorectal cancer, single-port
surgery, the use of a mesh implant when closing the
stoma after laparoscopic resection of the rectum.

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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OAHOMOPTOBOM XMPYPruK, MCNONb30BAHUIO CETYATOrO
MMNAAHTa NpW 3aKpbITUK CTOMbI NOCAe nanapockonuye-
CKOM pe3eKunu NpaMoii KULWKK.

XoTenock Obl NOAYEPKHYTh, YTO psAf paboT npodeccopa
Yves Panis ony6ankoBaHbl B Takux XypHanax kak Lancet,
B Annals of Surgery, oH ABnseTca yneHom EBponeiickoit
accouunauum kononpoktonoros (ESCP) u Esponeiickoii
accouuauum  3Hpockonuuyeckux  xupypros  (EAES),
a TaKXe MNpefcepateneM Xupypruyeckoro obuiecTsa
npu EBponeinckoi accounauun no nevyeHuto A3BEHHOro
konuta u 6onesHn Kpona (ECCO) u uneHom EBponeiickoi
3KCNepTHO rpynnbl N0 CO3[AHWI0 KOHCEHCyca Mo Xu-
PYpruyeckoMy neyeHunio A3BEHHOr0 KOuTa.

o 2016 roga 6bin npesuaeHtom GRECCAR Group
(PpaHuy3ckas rpynna no seYyeHMo paka NpAMOI KuLi-
ku) n GETAID Surgery (PpaHuy3ckas rpynna no neye-
HUIO BOCMANUTENbHbIX 3300/1€BaHUI KNLWEYHNKA).

Yves Panis— BblfaloWMNCs YYEHBIA U XMPYPF, NPUHLMAK-
aNbHbIA, YECTHbIW U OT3bIBYMBLIA YeNOBEK.

Pepakonnerua xypHana «Kononpokronorusa», kon-
nektus ®rbY «HMWUL kononpoKtonorum wumeHu
A.H. Pbikux» Muusppasa Poccum ropsayo nosppas-
NAT O6UNAPA M XKeNalT 340POBbA U AaNbHENLIUX
TBOPYECKNX YCNEXOB U JOCTUKEHUN.

lO6uneit. Ue Manuc (Yves Panis)

Itshould be noted thata number of works by Professor
Yves Panis have been published in such journals as
the Lancet, Annals of Surgery. He is a member of the
European Society of Coloproctologists (ESCP) and
the European Association of Endoscopic Surgeons
(EAES), as well as Chairman of the Surgical Society
at the European Association for the Treatment
of Ulcerative Colitis and Crohn’s Disease (ECCO)
and a member of the European Expert Group on
Consensus-building on the Surgical Treatment of
Ulcerative Colitis.

Until 2016, he was the president of the GRECCAR Group
(French Group for the treatment of rectal cancer) and
GETAID Surgery (French group for the treatment of in-
flammatory bowel diseases).

Yves Panis is an outstanding scientist and surgeon,
a principled, honest and sympathetic person.

The editorial board of the journal Koloproktologia,
the staff of the Russian National Medical Research
Center of Coloproctology of the Healthcare
Ministry of Russia warmly congratulate the jubilee
and wish him health and further creative success
and achievements.

Yves Panis. 60th Anniversary
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bnaropapHbii Jleonnp Anekceesny — 75 net

15 oKTs16ps oTMeyaeT buneit npodeccop kadbeapbl Ko-
nonpoktonorun PMAHIO, pokTop MeAMULMHCKMX HayK
JNleoHng Anekceesuy bnarofapHbii.

JNleoHnp AnekceeBuy — BbINYCKHWUK Bonrorpapckoro
mefuumMHCKoro nuctutyta 1969 roga. Mocne okoHua-
HUs MHCTUTYTA ¢ 1969 no 1976 rog pabotan Bpadyom-
XUPYProM B OTAENEHWUU HEOTIOXHON XUpypruun 60b-
HULbl CKOPOW MeOWLMHCKOW nomowmu r. Bonxckuii
Bonrorpaackoit o6nactu. C gekabps 1976 no 1981 rog
npoxoaun obydyeHune Ha Kadenpe NPOKTONOrMM
LleHTpanbHOro opaeHa JleHMHa MHCTUTYTA YCOBEPLUIEH-
cTBOBaHuA Bpayein (Prb0Y ANO PMAHMNO MuH3gpasa
Poccumn). Mocne ycnewHoW 3awuthl KaHLMAATCKOIA
aucceptaumu J1LA. bnarogapHblit npogomkun paboty
B ®IBY «<HMWUL, kononpoktonoruu umenn A.H. Pbixxux»
MwuH3ppasa Poccuu, npoigs nyTb OT Miagluero Ao crap-
Wwero Hay4yHoro cotpygHuka LeHtpa. B 1987 ropy
akagemukom PAMH, npodeccopom B.[l. ®epnoposbim
JI.A. bnarogapHomy Gbina npegioxeHa paboTa Ha Ka-
tdenpe kononpoktonoruv PMAHIMO Munsgpasa Poccun.
C Toro Bpemenu cynbba bnarogapHoro JI.A. ctana Tec-
HO cBfA3aHa c Akagemuein. B Heit oH BbIpOC OT accu-
cTeHTa fo npodeccopa Kadenpbl KONOMNPOKTONOMUM.
B 1999 roay uM 6biia ycnewHo 3auMuieHa JOKTOPCKas
aucceprauma Ha Temy: «KnuHuMKo-natoreHetuyeckoe
060CcHOBaHMe BbIGOPA METO/A IeYEHUS TEMOPPOSAY, KO-
TOpas He NoTepsAfa CBOEN akTyaabHOCTU U B HacTosALLee
BpeMS.

KOJNOMNPOKTOJOTUS, tom 20, N2 4, 2021

Ha ceropHsawHunii aeHb JleoHna Anekceesuy asnserca
OfHMM M3 BefyuwMx ChneuuanuctoB B obnactu obuiei
KOIONPOKTONAOINK, NONYYUBLUMM NPU3HAHUE CPEAU Crie-
umanuctoB Poccum u ctpaH CHI. OH ycnewHo coyetaet
aKTUBHYIO NIe4ebHO-NPaKTUYECKYI0 AeATeNbHOCTb C Ha-
YYHOI M Neflarornyeckoil paboToii, NpUHUMAET feaTeNb-
HOe yyacTve B MOArOTOBKE KBAaNU(ULMPOBAHHbIX KAAPOB
no cneunansHoctu «Kononpoktonorus». C obpa3osa-
TeNbHbIMU NEKUNUAMU U MOKa3aTeNbHbIMU Onepaunsamu
BnarogapHeiit JI.A. no6biBan B GONbLWMHCTBE PETMOHOB
Halen CTpaHbl M BO MHOTKX cTonuuax crpad CHI.

Mpn aktuBHOM yyacTuu JleoHnpa Anekceesunya, Bmecte
C COTpyLHUKaMK Kadeapsl, pa3paboTaHa 0CHOBHas npo-
teccrmoHanbHas nporpamma Beicliero o6pa3oBaHus —
nporpamma nofroToBKW KaAPOB B KNMHUYECKON OpAUHA-
Type no cneymnansHoctu 31.08.55 «Kononpoktonorusy,
a TaKxe u3gaHo 6onee 10 yyeOGHO-METOAMYECKMX NOCO-
6uit no kononpoktonoruu. JI.A. bnarogapHsbiit — aBTop
1 coasTop 6onee 200 Hay4yHbIX paboT, B TOM Yncie 7 MO-
Horpadmii No OCHOBHbIM NPOBGAEMAM AUATHOCTUKU U fie-
YeHWUs KONOMPOKTONOrMYECKUX 3aboneBaHuil, a Takxe
rnas N0 KONOMPOKTONAOrUU BO MHOMMUX XUPYPruYecKux
U3[aHMUAX.

Mop pykosopcTeom JleoHupa Anekceesmya 3alLuLLEHO
7 KaHAmpatckmx pucceprtaumii. C momeHTa co3paHus
Accouuaumun Kononpoktonoros Poccuu n no HactosLee
BPEMA OH fBAdeTcA YneHoM ee [pasneHus. [pu ero yya-
CTUW CO3JaHbl HALMOHaNbHblE KAUHUYECKNE PEeKOMEH-
Aaunu no KONONPOKTONOTUM, KOTOPbIE YXKe Bblfepxanu
2 n3paHua.

bnarogapHbin  JI.LA.  aBnsetcs
OHHOM  KO/MNernu  KypHanos
1 «AMBYNaToOpHas XUpyprusy».

YneHoM  pepakuu-
«KononpokTonorus»

Konnektus ®rbY «HMWUL, kononpokronorum ume-
Hu A.H. Pbnkux» Munspgpasa Poccuu, coTpypHu-
ku PMAHMNO u Kacdeapbl KONONPOKTONOrMMU, une-
Hbl PeAaKUUOHHOW KONNerum W peAakuuoHHOro
coBeta ypHana «Kononpoktonorusa» cepaeyHo,
OT BCei Aywu nosapaBnsAioT JleoHnaa AnekceeBuua
bnarogapHoro c oGuneeM U XenawT emy Kpen-
KOro 370pOBbsA, OGnaronosiyuus, AOATUX NeT aK-
TUBHOM HAY4YHO-NMPAKTUYECKOW U MneAarorMyecKom
neATeNnbHOCTH.

KOLOPROKTOLOGIA, vol. 20, N 4, 2021
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Heunpo-MBI1-
Mwukpo

KomnaHua «HellpocodT» npeacraBnser nopTaTUBHbIN
KOMMAEKC CO cneumanbHbiMU meToauKkammu ana IMr-

nccnegoBaHMA HEPBHO-MbIWEYHbIX CTRPYKTYP Hapy»XHOro

Cd)VIHKTepa 1 Ta3oBOro AHa.

Ob6nact NnpMMeHeHUA:
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. BOpoOHMHa, 4. 5
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Komnnekc no3sonaeT NpoBOAUTb BECb NepeYveHb
HEVIpO¢M3M0ﬂOFMLIECKMX VICCJ'IE,CI,OBaHMﬁ Ta30BOro gHa,
npuMeHAEMbIX B AMATHOCTUYECKUX U HAYYHbIX UeNnAax:

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

® MOBEPXHOCTHAA 3/eKTpoOMMOrpadus Hapy»HoOro
aHaNbHOro CGUMHKTEPA 1 MblLLL, TA30BOrO AHa,
M0O3B0O/IAOLANA OLLEHUTb YPOBEHb TOHMYECKOrO
HanpaXeHus;

e MrosibyaTasn 3NeKTPoMMorpadma ¢ KOANYECTBEHHbIM
aHanusom MNAE B coyeTaHnu ¢ uccnegoBaHmem
caKpanbHoro pednekca, N03BOAAOLLAA ANATHOCTU-
poBaTb AeHepPBaLMIO CaKpasibHbIX CErMEHTOB;

o CTUMYNALUMOHHAA 3NeKTpoHelpoMmmnorpadus
n. pudendus ¢ Ucnosb30BaHMEM O4HOPA30BOr0O
aneKkTpoga Cs. MapKa, uccnegoBaHue AUCTabHOrO
y4yacTtka n. pudendus;

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

® KOXXHble CMMMNaTUYeCcKMe Bbi3BaHHbIe MOTeHLUMaNbI
C MbILWWL, MPOMEXKHOCTU, NO3BOIAIOLLME BbIMONHUTD
nccnefoBaHMe NpoBoaAwen GYHKUUN HEMUENUHN-
3MPOBAHHbIX BOJIOKOH M3 CUMMNATUYECKOro LeHTpa
N MUENMHU3UPOBAHHbIX CEHCOPHbIX BO/IOKOH;

® aHa/1M3 BbI3BaHHOIO MOTOPHOIO OTBETA C MbILUL,
NMPOMEKHOCTU NPU KOPTUKANbHOM M CaKpa/ibHOM
MarHUTHOW CTUMYNALMK (OLeHMBaETCA NpoBeaeHUe
Mo KOPTUKOCMMHAMbHOMY TPAKTY C perucrpaumei
BMO ¢ MblILL, Ta30BOro AHa (NPU HANNYMN MaTHUT-
HOro CTUMyNATOPA)).

B coomsemcmesuu ¢ npukaszom Ne206H MuHucmep-
cmea 30pasooXpaHeHus U couuanbHo2o pazsumus PO
om 2 anpena 2010 200a «06 ymsepxoeHuu opaoKa
OKa3aHUA MeOUUUHCKOU noMowu HacesneHuto ¢ 3abose-
8AHUAMU MOo/CMOU KUWKU, QHAbHO20 KAHAA

U NPOMEHCHOCMU KO/10NPOKMO102U4eCKo20 NPoghusa»
Muoepag 8xooum 8 cmaHOApPM OCHAUWEHUA UeHMpos
KO/10NPOKMO02UU.

IKCKNH03UBHbIN NpeacTaBUTENb
Ha TeppuTopumn MockBbl 1 MOCKOBCKOM

*
u obnactn 000 «MocHelpo»

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