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ABBREVIATIONS

VHS — visceral hypersensitivity

GIT — gastrointestinal tract

RCT — randomized controlled trial

BOS — bacterial overgrowth syndrome

SSRIs — selective serotonin reuptake inhibitors
IBS — irritable bowel syndrome

IBS-D — irritable bowel syndrome with a predom-
inance of diarrhea

IBS-C — irritable bowel syndrome with a predom-
inance of constipation

IBS-M — irritable bowel syndrome, mixed type

TERMS AND DEFINITIONS

Irritable bowel syndrome (IBS) is a chronic
functional bowel disease in which abdominal pain
is associated with the defecation, changes in the
frequency and nature of the stool.

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

1.1 Definition of the Disease or Condition
(Groups of Diseases or Conditions)

Irritable bowel syndrome (IBS) is a chronic
functional bowel disease in which abdominal pain
is associated with the defecation, changes in the
frequency and nature of the stool.

1.2 Etiology and Pathogenesis of theDisease or
Condition (Groups of Diseases or Conditions)

The etiology and pathogenesis of irritable bowel
syndrome have been insufficiently studied. As one
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of the supposed links of pathogenesis, a violation
of the structure and function of the muco-epithe-
lial barrier of the gastrointestinal tract is consid-
ered, the cause of which is the polymorphism of
genes responsible for the synthesis of its various
components, acute intestinal infections, antibi-
otic therapy, changes in the composition of the
microbiota, psycho-emotional stress and dietary
features.

A change in the microbiota combined with a dys-
function of the muco-epithelial barrier leads to
the formation of inflammatory changes in the in-
testinal wall. Chronic inflammation disrupts the
mechanism of visceral sensitivity, which leads
to hyperactivation of the higher nerve centers
(primarily the limbic system) with increased ef-
ferent innervation of the intestine. This, in turn,
leads to a spasm of smooth intestinal muscles
and the formation of symptoms of the disease.
Concomitant emotional disorders (anxiety, de-
pression, somatization) contribute to the for-
mation of a “vicious circle” in which the patient
focuses on somatic symptoms, which further en-
hances them.

1.3 Epidemiology of theDisease or Condition
(Groups of Diseases or Conditions)

IBS affects from 10 to 13% of the population.
The proportion of people experiencing symptoms
consistent with IBS is probably higher, but only
25-30% of them seek medical help. Women are
more likely to suffer from this disease, and the di-
agnosis of IBS in most cases is established at the
age of 30 to 50 years. In most patients with IBS
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Table 1. Bristol scale of form of feces

Type 1 separate hard lumps of feces (stool in the form of “nuts”)

Type 2 normal sausage-shaped feces, but with hard lumps

Type 3 feces are normal sausage-shaped, but with cracks in the surface

Type 4 feces of a normal sausage-shaped form or in the form of a snake with a smooth surface and a soft consistency
Type 5 feces in the form of soft blobs with clear-cut edges, easily evacuated

Type 6 pieces of feces with ragged edges, mushy consistency

Type 7 watery or entirely liquid stools with no solid pieces

(13-87%), the disease is combined with function-
al dyspepsia.

The presence of IBS is not accompanied by an
increased risk of colorectal cancer or inflamma-
tory bowel disease and an increased mortality.
Despite the fact that IBS does not affect mortal-
ity, the disease can significantly impair the qual-
ity of life of patients [1] and leads to significant
direct and indirect costs for its treatment and
diagnosis [2].

1.4 Features of Coding theDisease or Condition
(Groups of Diseases or Conditions) According
to the International Static Classification of
Diseases and Health-Related Problems

K58.0 Irritable bowel syndrome with diarrhea
K58.1 Irritable bowel syndrome with predomi-
nance of diarrhea

K58.2 Irritable bowel syndrome with predomi-
nance of constipation

K58.3 Irritable bowel syndrome with mixed bow-
el habits

K58.8 Other or
syndrome

K58.9 Irritablebowel syndrome without diarrhea

unspecified irritable bowel

1.5 Classification of theDisease or Condition
(Groups of Diseases or Conditions)

Depending on the nature of the changes in the
stool, four possible variants of IBS are distun-
guished: IBS with constipation, IBS with diar-
rhea, mixed and unclassified variants of IBS.
This classification is based on the shape of
the stool according to the Bristol scale, which
is easily understood by patients and allows
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them to quickly identify the nature of stool
disorders.

IBS with constipation (IBS-C): more than 25% of
defecations, stool form is 1-2 on the Bristol stool
scale; less than 25% of defecations — 6-7 on the
Bristol stool scale. An alternative way to diag-
nose this type of the disease: the patient reports
that he/she has predominantly constipation (type
1-2 on the Bristol stool scale).

IBS with diarrhea (IBS-D): more than 25% of def-
ecations, the stool form is 6—7 on the Bristol stool
scale, less than 25% of defecations — 1-2 on the
Bristol stool scale. An alternative way to diagnose
this type of the disease: the patient reports that
he/she has predominantly diarrhea (type 6-7 on
the Bristol stool scale).

Mixed type of IBS (IBS-M): more than 25% of
defecations, the stool form is 1-2 on the Bristol
stool scale, and more than 25% of defecations —
6-7 on the Bristol stool scale. An alternative way
to diagnose this type of the disease: the patient
reports that he/she has both constipation (more
than in a quarter of all defecations) and diar-
rhea (more than in a quarter of all defecations).
Respectively, type 1-2 and 6-7 on the Bristol
stool scale.

Unclassifiable type of IBS (IBS-U): the patient’s
complaints correspond to the diagnostic criteria
of IBS, but are insufficient for the first three types
of the disease to be diagnosed.

It should be carefully evaluated patients’ un-
derstanding of the terms “constipation” and
“diarrhea”. So many patients with IBS who com-
plain of diarrhea mean frequent defecation, in
which the stool remains formed; patients with

CLINICAL GUIDELINES. Irritable bowel syndrome



12

KITMHUYECKME PEKOMEHOALINUA

CLINICAL GUIDELINES

“constipation” may complain of discomfort in
the anorectal region during defecation, and not
infrequent movements or the passage of dense
feces.

1.6 Clinical Picture of the Disease or Condition
(Groups of Diseases or Conditions)
Complaints presented by patients with IBS can be
conditionally divided into three groups:
® intestinal;
e related to other parts of the gastrointestinal
tract (for example, nausea, heartburn) [3,4];
® non-gastroenterological (dyspareunia, feeling
of incomplete emptying of the bladder, fibromy-
algia, migraine) [5].
The presence of symptoms related to other
parts of the gastrointestinal tract, as well as
non-gastroenterological symptoms, makes the
diagnosis of a functional disorder more likely.
In addition, patients with IBS should be as-
sessed for the presence of emotional disorders,
such as anxiety, depressive or hypochondriac
disorder [6,7].
Intestinal symptoms in IBS have a number of
features.
Abdominal pain does not have a clear localization,
but more often occurs in the left parts. The pain
usually gets worse after eating. An important dis-
tinguishing feature of abdominal pain in IBS is its
absence at night [8]. In women, the pain increases
during menstruation [9].
The feeling of bloating is less expressed in the
morning, increases during the day, increases after
eating [10].
Diarrhea usually occurs in the morning, after
breakfast, the frequency of stool varies from
two to four or more times in a short period of
time, often accompanied by imperative urges
and a feeling of incomplete bowel emptying.
Often, at the first act of defecation, the stool
is denser than at subsequent ones, when the
volume of intestinal contents is reduced, but
the consistency is more liquid. The total daily
weight of feces does not exceed 200 g. There is
no diarrhea at night.
With constipation, it is possible to isolate
“sheep” feces, feces in the form of a “pencil”,
as well as cork-like stools (the release of dense,
formed feces at the beginning of defecation,
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then mushy or even watery feces). The stool
does not contain amounts of blood and pus;
however, an amount of mucus in the stool is of-
ten noted [11].

The clinical symptoms listed above cannot be con-
sidered specific for IBS, since they can also occur
in other intestinal diseases.

When examining patients with IBS, attention is
drawn to the discrepancy between the large num-
ber of complaints, the long course of the disease
and the satisfactory general condition of the pa-
tient [11].

2. DIAGNOSIS OF THE DISEASE OR
CONDITION (GROUPS OF DISEASES OR
CONDITIONS). MEDICAL INDICATIONS

AND CONTRAINDICATIONS TO THE USE OF

DIAGNOSTIC METHODS

The diagnosis of IBS is established when the pa-
tient’s complaints comply with Roman criteria IV,
the exclusion of organic gastrointestinal diseases
and the absence of “symptoms of anxiety”.
According to Rome Criteria IV, irritable bowel syn-
drome (IBS) is defined as a functional bowel dis-
ease manifested by recurrent abdominal pain oc-
curring at least once a week and characterized by
the following signs (two or more):
1. Related to defecation;
2. Related to a change in the stool frequency;
3. Related to a change in the stool form.
These symptoms should be observed in the patient
for the last 3 months with a total duration of at
least 6 months.
As in the case of other functional diseases of the
gastrointestinal tract, the diagnosis of IBS can be
established based on the compliance of the pa-
tient’s symptoms with the Roman criteria of the
fourth revision in the absence of organic causes
for their occurrence.
The “symptoms of anxiety” include the following
symptoms, which may be a manifestation of an or-
ganic disease and should serve as an indication for
an advanced examination.
Complaints and anamnesis:
Body weightloss;
Onsetin an old age;
Nocturnal symptoms;
Colon cancer, celiac disease, ulcerative colitis
and Crohn's disease in relatives;
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e Constant abdominal pain as the only and lead-
ing symptom of gastrointestinal tract damage;

® Progressive course of the disease.

Direct examination:

® Fever;

¢ Changes from the internal organs (hepatomega-
ly, splenomegaly, etc.).

Laboratory indicators:

Decrease in hemoglobin level;

Leukocytosis;

Increased ESR;

The presence of occult blood in the feces;

Changes in the biochemical analysis of blood;

Steatorrhea and polyfecalia [11].

The Rome Criteria of the IV revision notes that

a number of conditions, including chronic in-

flammatory bowel diseases, celiac disease,

lactose and fructose intolerance, microscopic

colitis, etc., can occur “under the mask” of IBS,

and therefore, for the purpose of differential

diagnosis, a limited range of studies can be

conducted. According to the authors, the di-

agnosis of IBS should be based on four com-

ponents: anamnesis of the disease, direct ex-

amination of the patient, minimal laboratory

tests and (if there are clinical indications) the

results of colonoscopy.

However, this approach is fraught with serious

diagnostic errors, since a number of organic

diseases, such as chronic inflammatory bowel

diseases, microscopic colitis and even colon tu-

mors, can occur with a clinical picture of IBS in

the absence of “anxiety symptoms”. Therefore,

it is advisable to consider IBS as a diagnosis of

exclusion.

2.1 Complaints and Anamnesis
Complaints and anamnesis typical for patients
with IBS are indicated in subsection 1.6.

2.2 Physical Examination

Physical examination should be aimed at exclud-
ing organic disease and necessarily include exami-
nation of the perianal area and transrectal digital
examination [5].

2.3 Laboratory Diagnostic Tests
It is recommended for all patients with a suspect-
ed diagnosis of IBS to conduct a general (clinical)
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blood test, a biochemical general therapeutic
blood test to exclude changes characteristic of
organic diseases (decreased hemoglobin level,
leukocytosis, increased ESR, etc.) [12-14].
Category of recommendations — B (Level of
evidence — 3)

It is recommended for patients with diarrheal and
mixed variants of the disease to determine the
content of antibodies to tissue transglutaminase
in the blood (AT to tTG) IgA or, in case of selec-
tive IgA immunodeficiency, IgG to exclude celiac
disease [15].

Category of recommendations — B (Level of
evidence — 2)

It is recommended for all patients with suspected
IBS to examine feces for occult blood to exclude
organic diseases [11].

Category of recommendations — C (Level of
evidence — 5)

It is recommended that patients with diarrheal
and mixed variants of the disease conduct a stool
examination in order to exclude the infectious na-
ture of the disease [5,12,16].

Category of recommendations — B (Level of
evidence — 3)

It is recommended for patients with diarrhe-
al and mixed variants of the disease to con-
duct immunochromatographic rapid examina-
tion of feces for clostridium A and B toxins
(Clostridium difficile) in order to exclude anti-
biotic-associated diarrhea and pseudomembra-
nous colitis [17].

Category of recommendations — C (Level of
evidence — 3)

It is recommended for patients with diarrheal and
mixed variants of the disease to study the level of
calprotectin in the feces to exclude inflammatory
bowel diseases [14].

Category of recommendations — B (Level of
evidence — 2)

2.4 Instrumental Diagnostic Tests

It is recommended that patients with diarrheal
and mixed variants of the disease perform a hy-
drogen breath test with glucose or lactulose to
detect the syndrome of excessive bacterial growth
[18,19].

Category of recommendations — B (Level of
evidence — 2)

CLINICAL GUIDELINES. Irritable bowel syndrome
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Itis recommended for patients with suspected IBS
to conduct an ultrasound examination of the ab-
dominal organs to exclude organic diseases [11].
Category of recommendations — C (Level of
evidence — 5)

It is recommended that patients with suspected
IBS undergo esophagogastroduodenoscopy to ex-
clude organic diseases of the upper gastrointesti-
nal tract [12, 20].

Category of recommendations — C (Level of
evidence — 5)

Esophagogastroduodenoscopy with duodenal bi-
opsy is recommended for patients with detected
AT to tTG in the diagnostic titer or kinship or first-
line relatives of patients with celiac disease to
exclude celiac disease [15].

Category of recommendations — B (Level of
evidence — 2)

It is recommended that all patients with IBS un-
dergo ileocolonoscopy with a terminal biopsy of
the terminal part of the small and large intestine
to exclude organic diseases [12,21,22,25,26].
Category of recommendations — B (Level of
evidence — 3)

2.5 Other Diagnostic Tests

Additional instrumental and laboratory tests are
performed mainly for the purpose of differential
diagnosis with a number of diseases.

® Lactase and disaccharidase deficiency, in which
there is a connection between symptoms and the
intake of certain products. Diagnosis is carried
out using a respiratory hydrogen test with a load
of lactose or fructose [23];

e Exocrine pancreatic insufficiency [24];

¢ Radiation (post-radiation) colitis;

e Colitis associated with nonsteroidal anti-inflam-
matory drugs;

¢ Ischemic disease of the digestive system;

® Colon cancer;

e Giardiasis [27];

e Diverticulitis [28, 29];

® Gynecological diseases (endometriosis, inflam-
matory diseases, ovarian tumors) [30-32].

Rare causes of the development of symptoms char-
acteristic of IBS, primarily the diarrheal variant of
the disease, include Whipple's disease, amyloido-
sis with intestinal lesion, as well as viral lesions of
the colon (cytomegalovirus, herpes simplex virus).
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3. TREATMENT, INCLUDING DRUG AND
NON-DRUG THERAPY, DIET THERAPY,
ANESTHESIA, MEDICAL INDICATIONS AND
CONTRAINDICATIONS TO THE USE OF TREATMENT
METHODS

3.1 Basic Principles of Therapy

The creation of a therapeutic union between a
doctor and a patient includes a common view for
the doctor and the patient on the nature of the
symptoms of the disease and the diagnosis, an
agreement on the treatment strategy (drug selec-
tion, waiting for the effect to form, patience when
changing medications, adaptation to undesirable
effects), an agreement on the boundaries of thera-
peutic resources [32].

3.2 Diet Therapy

The diet of patients with IBS should be selected
individually by excluding products that cause
increased symptoms of the disease (elimination
diet). Despite contradictory research data on the
assessment of the effect of prescribing a specific
diet, all patients with IBS should be recommended:
e Eat reqularly at a specially designated time,
avoid eating in a hurry, while working;

® Do not skip meals and do not allow long breaks
between them;

e Tt is advisable to recommend to the patient
“keeping a food diary” to identify foods whose use
leads to increased symptoms of the disease;

e Patients with diarrheal and mixed variants of
IBS may be prescribed an aglutene diet [5].

The effectiveness of a diet low in oligo-di-mono-
saccharides (lactose, fructose, fructans, galac-
tans) and polyols (sorbitol, xylitol, mannitol) [33]
is doubtful [34,35].

Large-scale studies of the effectiveness of in-
creasing physical activity in IBS have not been
conducted.

Nevertheless, patients with IBS should be recom-
mended moderate physical activity (walking, cy-
cling, aerobics), which leads to a significant reduc-
tion in the main symptoms of the disease [36].

It is recommended for patients with IBS with in-
sufficient effectiveness of the diet to prescribe
alpha-galactosidase [37].

Category of recommendations — A (Level of
evidence — 2)
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3.3 Medication-assisted Treatment

Patients with IBS with complaints of abdominal
pain are recommended to take antispasmodics to
relieve pain syndrome [38].

Category of recommendations — A (Level of
evidence — 1)

Comments. The effectiveness of this group of drugs
in comparison with placebo (58% and 46%, respec-
tively) was confirmed in a meta-analysis of 29 stud-
ies in which 2,333 patients participated.

The NNT index (the number of patients who need to
be treated in order to achieve a positive result in one
patient) when using antispasmodics turned out to
be 7 [38].

When comparing the drugs, high efficacy was not-
ed with the use of hyoscinabutyl bromide and pi-
naverium bromide (NNT = 3) [39]; in addition, ac-
cording to some studies, the prescribing of some
antispasmodics (for example, mebeverin**), along
with a decrease in abdominal pain, leads to a sig-
nificant improvement in the quality of life of pa-
tients with various IBS variants [40]. Mebeverin**
also has a high safety profile and is well tolerated
with prolonged use [41].

In general, according to various authors, the lev-
el of studies that confirmed the effectiveness of
this group of drugs ranges from 1 to 3, the level of
practical recommendations ranges from category
Ato C[42].

Patients with IBS are recommended to prescribe
loperamide** to relieve diarrhea [43].

Category of recommendations — B (Level of
evidence — 3)

Comments. By reducing the tone and motility of
the smooth muscles of the gastrointestinal tract,
loperamide** improves the consistency of the stool,
reduces the number of urges to defecate, however,
does not significantly affect other symptoms of
IBS, including abdominal pain. Due to the lack of
randomized clinical trials (RCTs) in comparison of
loperamide** with other antidiarrheal agents, the
level of evidence of the effectiveness of taking lop-
eramide ** belongs to category 2, the level of practi-
cal recommendations is attributed by some authors
to category A, some to category C [39].

Patients with IBS with diarrhea are recommended
to prescribesmectitadioctahedral** to relieve di-
arrhea [44].
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Category of recommendations — B (Level of
evidence — 2)

Comments. A randomized placebo-controlled study
by Chang, F.Y. and co-authors (2007) evaluated the
effectiveness of smectitadioctahedral** for 8 weeks
in 104 patients with diarrheal IBS. Daily intake of
the drug (1 sachet 3 times a day) contributed signifi-
cantly (compared with the data at the initial stage
of the study and placebo) to improving the quality
of life of patients with IBS, as well as reducing the
intensity of abdominal pain and flatulence [44].
Patients with IBS with diarrhea are recommended
to prescribe rifaximin to relieve diarrhea [45].
Category of recommendations — A (Level of
evidence — 1)

Comments. According to a meta-analysis of 18 ran-
domized placebo-controlled trials involving 1,803
IBS patients with diarrhea, a short course of taking
the non-absorbable antibiotic rifaximin effectively
relieves diarrhea, and also helps to reduce bloating
in such patients. At the same time, the NNT indicator
turned out to be 10.2.

Patients with IBS are recommended to prescribe
antidiarrheal drugs of biological origin that requ-
late the balance of intestinal microflora or biolog-
ically active food additives (dietary supplements),
probiotics, to relieve abdominal pain, normalize
the frequency and consistency of stool [46-48].
Category of recommendations — A (Level of
evidence — 2)

Comments. Probiotics (AO7F: Antidiarrheal micro-
organisms) are living microorganisms that benefit
the host’s health when administered in adequate
quantities [49].

A meta-analysis of 43 clinical trials that investigat-
ed the efficacy and safety of probiotics confirmed
the positive effect of this group of drugs on the main
symptoms of IBS [50]. The effectiveness of probiot-
ics containing various strains of lacto- [51] and bifi-
dumbacteria [52] has been proven.

A probiotic drug of proper quality must correspond
to a number of requirements:

the shell containing the probiotic should ensure its
unhindered passage through the gastrointestinal
tract, followed by the delivery of a sufficient number
of bacterial cells to the intestine; the probiotic drug
should contain at least a billion (109) bacterial cells
in a capsule or tablet at the time of sale and contrib-
ute to the destruction of pathogenic microorganisms
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in the intestine, without adversely affecting other
beneficial bacteria [53].

An alternative way is to preserve the viability of pro-
biotics in the gastrointestinal tract and the delivery
of microbial cells to the intestine by creating micro-
capsulated probiotic drugs [54].

In the Russian Federation,for the treatment of IBS
patients a biologically active additive has been
developed and been used, containing such active
ingredients as Bifidobacterium bifidum** (at least
1x109 CFU), Bifidobacterium longum (at least 1x109
CFU), Bifidobacterium infantis (at least 1x109 CFU),
Lactobacillus rhamnosus (at least 1x109 CFU), as
well as inactive ingredients (such as microcrystalline
cellulose, calcium stearate, lactose), and meeting
all the requirements for probiotic drugs. This BAA
was approved by the Russian Gastroenterological
Association (RGA).

The effectiveness of the drug in terms of abdomi-
nal pain relief, normalization of stool frequency and
consistency has been proven in randomized, place-
bo-controlled trials [46-48].

Patients with IBS with constipation are recom-
mended to prescribe laxatives that increase the
volume of intestinal contents for the treatment of
constipation [39,55].

Category of recommendations — A (Level of
evidence — 2)

Comments. Drugs of this group increase the volume
of intestinal contents, give fecal masses a soft con-
sistency. They do not have an irritative effect on the
intestine, are not absorbed, and are not addictive.
According to the data of a 12-week randomized
placebo-controlled trial, which included 275 pa-
tients, the prescribing of plantain oval seed shell at
a dose of 10 g / day led to a significant decrease
in the symptoms of the disease already during the
first month of treatment; while on the background
of the inclusion of bran in the diet (10 g/day), relief
of the symptoms of the disease was noted only by
the third month of follow-up, while the number of
patients who refused to participate in the trial due
to increased intensity of symptoms was significantly
large in the group receiving bran [55].

In general, despite a fairly long period of use of di-
etary fiber in the treatment of IBS, their effective-
ness remains ambiguous.

The prescribing of plantain oval seed shell leads to
a significant decrease in the severity of symptoms of
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the disease, whereas insoluble dietary fiber (bran) is
less effective and can lead to increased symptoms
[39].

Patients with IBS with constipation are recom-
mended to prescribe osmotic laxatives for the
treatment of constipation [56, 57].

Category of recommendations — C (Level of
evidence — 5)

Comments. Osmotic laxatives. The most studied
representatives of this group of drugs include poly-
ethylene glycol (PEG, macrogol**), lactulose** and
lactitol, which help slow down the absorption of wa-
ter and increase the volume of intestinal contents.
They are not metabolized in the gastrointestinal
tract, do not cause structural changes in the colon
and addiction, contribute to the restoration of natu-
ral urge to defecate.

The effectiveness of osmotic laxatives has been prov-
en in randomized placebo-controlled trials, includ-
ing long-term use (12 months) and the use in pediat-
rics. An increase in the frequency and improvement
of stool consistency three months after the onset
of treatment was observed in 52% of patients with
IBS with a predominance of constipation while tak-
ing PEG and only in 11% of patients taking placebo.
International clinical trials have shown the possibil-
ity of long-term use of PEG (up to 17 months) [56].
With the course prescribing PEG, the aftereffect was
shown — ensuring the normal functioning of the in-
testine after the drug was discontinued. According
to the American College of Gastroenterology (ACG)
and the conclusion of the American Society of Colon
and Rectal Surgeons (ASCRS), the level of evidence
of the effectiveness of this group of drugs is 1, how-
ever, the category of practical recommendations var-
ies from category A (according to ACG) to category B
(according to ASCRS).

Taking into account the significant contribution to
the reqgulation of gastrointestinal motility by the in-
testinal microbiota, which contributes to the forma-
tion of fecal masses and the production of various
metabolites, primarily short-chain fat acids (SCFA),
it is possible to prescribe drugs with a complex
mechanism of action, having a normalizing effect
on both gastrointestinal motility and the composi-
tion and functions of the intestinal microbiota (for
example, lactitol) [57,58].
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Patients with IBS with constipation are recom-
mended to prescribe contact laxatives for the
treatment of constipation [59].

Category of recommendations — A (Level of
evidence — 2)

Comments. Medications of this group stimulate
chemoreceptors of the colon mucosa and enhance
its peristalsis. According to the results of the trial,
the number of independent acts of defecation in pa-
tients with chronic constipation while taking bisaco-
dil ** increased from 0.9 to 3.4 per week, which was
significantly higher than in patients taking placebo
(an increase in the number of acts of defecation
from 1.1 to 1.7 per week) [59].

However, despite a fairly high level of efficacy and
safety of this group of drugs, most of the trials
conducted to determine these indicators were per-
formed more than 10 years ago and can be classi-
fied as category 2 in terms of evidence. According
to ACG data, the level of practical recommendations
belongs to category B while according to ASCRS — C,
which is probably due to the possibility of pain while
taking stimulant laxatives [60].

According to the recommendations of the Russian
Gastroenterological Association (RGA), the duration
of treatment with drugs of this group should not ex-
ceed 10-14 days.

In patients with IBS, in the absence of an effect
on the background of taking the above laxatives,
prescribing of prucalopride is recommended [34,
62].

Category of recommendations — C (Level of
evidence — 5)

Comments. Prucalopride has been approved since
2009 in European countries for the treatment of
chronic constipation in women, including in the ob-
stetric variant of IBS, when laxatives did not provide
the proper effect in eliminating the symptoms of
constipation [32,61].

Prucalopride has a positive effect on all symptoms
of constipation, including concomitant (bloating,
abdominal pain), and also improves the quality of
life and provides a lasting effect with prolonged use.
The drug is distinguished by the convenience of tak-
ing and dosing (1 mg in persons over 65 years of age
or 2 mg in persons under 65 years of age once a day)
and the predictability of the effect. Side effects of
the drug, usually mild severity (headache, nausea,
diarrhea, abdominal pain), are noted most often on
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the 1st day of treatment, in most cases they pass
independently and do not require withdrawal of the
drug. With the exception of the first day of admin-
istration, the tolerability of prucalopride is identical
to placebo [62].

Patients with IBS are recommended to prescribe-
trimebutin to reduce abdominal pain, normalize
the frequency and consistency of stool [63-66].
Category of recommendations — B (Level of
evidence — 2)

Comments. In addition to drugs that affect any
particular symptom of the disease — abdominal
pain, diarrhea or constipation, medications are also
used in the treatment of IBS patients, which, taking
into account the mechanism of their action, contrib-
ute both reducing abdominal pain and normalizing
the frequency and consistency of stool.

Thus, for the treatment of abdominal pain and stool
disorders in patients suffering from IBS, synthetic
cholinoblockers are successfully used — esters with
a tertiary amino group, normalizing intestinal motor
activity, and, in addition, increasing the threshold
of pain sensitivity due to exposure to glutamate re-
ceptors of the synapses of the posterior horns of the
spinal cord [63]. The drug of this group, trimebutin,
is safe for long-term use, and is also effective for
the treatment of combined functional diseases (in
particular, with a combination of functional dys-
pepsia syndrome and IBS [64]. The level of evidence
of the effectiveness of the use of trimebutin corre-
sponds to category 2, the level of practical recom-
mendations corresponds to category B. According
to the results of clinical trials, the treatment regi-
mens, including trimebutine, demonstrate greater
effectiveness compared to the regimens, including
antispasmodics, in reducing the severity of symp-
toms of IBS and functional dyspepsia (according to
the Questionnaire “7x7” [65]), with the exception
of constipation and violation of the consistency of
stool (hard stool) — in relation to these symptoms,
the effectiveness of regimens with trimebutin was
comparable to that in regimens with antispasmodics
[66].

Patients with IBS are recommended to prescribel-
berogast to reduce abdominal pain, normalize the
frequency and consistency of stool [67-69].
Category of recommendations — C (Level of
evidence — 5)
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Comments. The drugs of plant origin and of com-
bined action include Iberogast, obtained by alco-
hol extraction from nine medicinal plants (bitter
Iberian, medicinal angelica, pharmacy chamomile,
cumin, milk thistle, lemon balm, peppermint, celan-
dine, licorice root).

Iberogast is one of the most studied herbal medi-
cines with proven efficacy [67,68].

In experimental and clinical trials, a multi-purpose
(multi-target) effect of Iberogast has been estab-
lished, consisting in normalization of motility of
various parts of the gastrointestinal tract, reduction
of visceral sensitivity and increased gas formation,
anti-inflammatory and antioxidant effects [69].
According to the results of randomized placebo-
controlled trials, in patients with IBS, Iberogast
effectively reduces the severity of symptoms of the
disease (abdominal pain, diarrhea, constipation).
The frequency of adverse events according to the
studies of more than 46,000 patients did not ex-
ceed 0.04% [67]. With a presumptive diagnosis of
functional dyspepsia and irritable bowel syndrome,
as well as their combination, Iberogast can be pre-
scribed immediately, before receiving the results of a
full examination, to reduce the severity of symptoms
[62].

Patients with IBS are recommended to prescribe
Colofort to reduce abdominal pain, normalize the
frequency and consistency of stool [70-72].
Category of recommendations — C (Level of
evidence — 3)

Comments. This drug has antispasmodic, anti-in-
flammatory and anxiolytic effects.

The efficacy of the drug has been proven in random-
ized placebo-controlled trials [70-72].

The course of treatment is 1-3 months; if neces-
sary, the course of treatment can be extended to 6
months and/or repeated after 1-2 months. On the
background of an exacerbation of the disease, it is
possible to increase the frequency of admission up
to 4 times a day for a period of up to 14 days. The
drug is used both as a monotherapy and in combina-
tion with antispasmodics and other medications.
Patients with IBS may be prescribed medications
that normalize the permeability of the muco-epi-
thelial barrier.

Comments. As a result of the conducted trials, data
were obtained on an increase in the permeability of
the gastrointestinal muco-epithelial barrier and the
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significant role of these changes in the formation
of symptoms in patients with IBS, which may in the
future serve as a justification for prescribing drugs
that normalize it.

Patients with IBS are recommended to prescribe
antidepressants to reduce abdominal pain [73,74].
Category of recommendations — A (Level of
evidence — 1)

Comments. The pathogenesis of IBS is quite compli-
cated to formulate a universal hypothesis that could
describe the nature of this disease.

Publications from different years provide data on
violations of the central mechanisms of pain sen-
sitivity and regulation of intestinal motility, con-
comitant mental and behavioral disorders from the
groups of mood disorders, anxiety and somatoform
disorders [75-79].

Stress, mental traumatic events of the past often
turn out to be significant factors for the develop-
ment of IBS [73,74].

The circumstances described above explain the inter-
est in a group of psychopharmacological drugs with
a wide range of pharmacodynamic effects of central
and peripheral properties [77].

Psychotropic drugs (nonselective monoamine reup-
take inhibitors, selective serotonin reuptake inhibi-
tors (SSRIs), as well as psycholeptics) are used to
correct emotional disorders diagnosed in most pa-
tients suffering from IBS [6], as well as to reduce ab-
dominal pain [5]. According to the meta-analysis, 12
randomized controlled trials (799 patients) conduct-
ed to evaluate the effectiveness of antidepressants
in patients suffering from IBS, prescribing drugs of
this group leads to a decrease in the severity of the
main symptoms. At the same time, the well-being of
patients receiving nonselective monoamine reup-
take inhibitors was significantly better compared
to the baseline level, while in the group of people
receiving SSRIs, the differences were not significant
[73]. Similar data on the low effectiveness of SSRIs
are also given in earlier publications [74]. However,
according to the Rome Criteria of the IV revision,
antidepressants such as #paroxetine 10-40 mg per
day; #sertraline 25-100 mg per day; f#citalopram
10-40 mg per day can be prescribed to reduce ab-
dominal pain [5]. Antidepressants are considered
as fairly safe drugs in the treatment of IBS. When
prescribing nonselective monoamine reuptake in-
hibitors, side effects such as dry mouth, drowsiness,
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palpitations may occur; when prescribing SSRIs —
sleep disturbance, headache, nausea and anxiety. In
randomized placebo-controlled trials, the presence
of side effects did not lead to a significantly more
frequent need for withdrawal of antidepressants in
comparison with placebo [73].

Patients with IBS are recommended to prescribe
neuroleptics to reduce abdominal pain [78,80].
Category of recommendations — B (Level of
evidence — 3)

Comments. To date, neuroleptics (antipsychotics)
in comparison with antidepressants have been less
studied in patients with IBS.

The successful use of some antipsychotic drugs to
relieve symptoms of anxiety, depression, and au-
tonomic dysfunction opens up the prospect of pre-
scribing this group of medications for certain forms
of IBS, when a clinically significant concomitant
mental disorder can lead to increased severity of
gastroenterological symptoms [78,80]. Along with
the effect on comorbid mental disorders (81% of IBS
patients have clinically significant manifestations of
anxiety and/or depressive disorder [6]), psychophar-
macological drugs have effects significant for the
pathogenesis of IBS. For example, the blockade of
histamine receptors of type 1 is important for the
relief of pain sensitivity [74]; pronounced in some
psychotropic drugs (neuroleptics, non-selective
monoamine reuptake inhibitors) antispasmodic cho-
linolytic atropine-like activity — for the relief of
muscle spasm [81]; the ability to interact with vari-
ous subtypes of peripheral serotonin receptors can
also make a significant contribution to the relief of
IBS symptoms (change in stool frequency) [77].

3.4 Other Treatment

When evaluating psychotherapeutic techniques,
it turned out that cognitive behavioral therapy
(NNT = 3), hypnotherapy (NNT = 4), multicompo-
nent psychotherapy (NNT = 4), when conducting
the technique over the phone — NNT =5, dynamic
psychotherapy (NNT = 3.5) were successful.

There was no significant improvement in the
well-being of patients during relaxation therapy,
cognitive behavioral psychotherapy, behavioral
psychotherapy conducted online, psychotherapy
aimed at managing stress factors, meditative psy-
chotherapeutic practices. However, in general, the
evidence base for the effectiveness and presence
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of side effects of these techniques is insufficient
[39].

4. MEDICAL REHABILITATION, MEDICAL
INDICATIONS AND CONTRAINDICATIONS TO THE
USE OF REHABILITATION METHOD
There are no specific rehabilitation measures for
patients with IBS. Being a chronic disease as-
sociated with a number of emotional disorders,
in most cases, with a long course of IBS, psycho-
logical (psychotherapeutic) counseling on the
correction of risk factors for the development of
non-communicable diseases is advisable, primary
[65]. According to a systematic review, cognitive
behavioral therapy [67-69], hypnotherapy [70]
and psychological support [71-73] are effective

in IBS.

5. PREVENTION AND DISPENSARY
OBSERVATION, MEDICAL INDICATIONS
AND CONTRAINDICATIONS TO THE USE OF
PREVENTION METHODS
There are no specific IBS prevention measures.
Being a benign disease that does not increase
the risk of organic gastrointestinal diseases, IBS
does not require additional routine follow-up and
control examinations. The decision to re-examine
is made individually when new symptoms appear,
first of all, symptoms of anxiety, as well as when
the course of the disease is resistant to therapy.

6. ORGANIZATION OF MEDICAL CARE
Medical care, with the exception of medical care
within the framework of clinical testing, in accor-
dance with Federal Law No. 323-FL of 21.11.2011
(ed. of 47 25.05.2019) “On the basics of protecting
the health of citizens in the Russian Federation”,
is organized and provided:

1) In accordance with the regulation on the or-
ganization of medical care by type of medical
care, which is approved by the authorized fed-
eral executive authority;

2) In accordance with the procedures for provid-
ing assistance in the profiles of “gastroenter-
ology”, “coloproctology”, mandatory for execu-
tion on the territory of the Russian Federation
by all medical organizations;

3)Based on the present clinical recommendations;
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4) Taking into account the standards of medical
care approved by the authorized federal execu-
tive authority.

Primary specialized medical and sanitary care is

provided by a gastroenterologist, a coloproctolo-

gist and other specialist doctors in medical orga-
nizations licensed to provide appropriate types
of medical activities. In case of suspicion or de-
tection of IBS in a patient, internists, district
internists, general practitioners (family doctors),
specialist doctors, secondary medical workers, in
accordance with the established procedure, refer
the patient for consultation to a medical organi-

zation that has an office of a gastroenterologist, a

coloproctologist, an outpatient gastroenterology

center (unit), an outpatient coloproctology center

(unit) to provide him/her with primary special-

ized medical care. Consultation in the specified

structural units of the medical organization must
be carried out no later than 30 working days from
the date of issuance of the referral for consulta-
tion. A gastroenterologist, a coloproctologist of
a medical organization that includes a consulting
room of a gastroenterologist, a coloproctologist,
an outpatient gastroenterology center (unit), an
outpatient coloproctology center (unit), organize
the performance of diagnostic tests necessary to
establish a diagnosis. If it is impossible to perform
diagnostic tests necessary to establish a diagno-
sis, as well as if there are indications for providing
medical care in inpatient conditions, the patient
is referred by the attending physician to the gas-
troenterology unit, coloproctology unit or other
medical organization providing inpatient medical
care to patients in the profile of “gastroenterol-

ogy”, “coloproctology”. A gastroenterologist, a

coloproctologist of a medical organization that

has a consulting room of a gastroenterologist, a

coloproctologist, an outpatient gastroenterology

center (unit), an outpatient coloproctology center

(unit) directs the patient to medical organizations,

having a gastroenterology unit and/or a coloproc-

tology unit in their structure for the provision of
medical care in inpatient conditions to clarify the

diagnosis (in case it is impossible to establish a

diagnosis during the provision of primary special-

ized medical care) and the provision of specialized
medical care. The deadline for the start of special-
ized medical care is determined by the decision of
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the commission for the selection of patients for
hospitalization. The period should not exceed 30
calendar days from the date of issuance of the re-
ferral for hospitalization. Specialized medical care
for IBS is provided by gastroenterologists, colo-
proctologists in medical organizations that have a
gastroenterology unit and/or coloproctology unit,
have a license, the necessary material and tech-
nical base, certified specialists, in inpatient and
day hospital conditions and includes prevention,
diagnosis, treatment of IBS, as well as medical re-
habilitation. Indications for hospitalization in a
24-hour or day hospital of a medical organization
providing specialized medical care for IBS are de-
termined by a consultation of gastroenterologists
and/or coloproctologists, with the involvement of
other specialist doctors, if necessary. The indica-
tion for hospitalization to a medical organization
in a planned form is:

1) The need to perform complicated interven-
tional diagnostic medical interventions that
require follow-up in a 24-hour or day hospital;

2) The presence of indications for specialized
treatment of IBS, requiring observation in a
24-hour or day hospital.

The indication for the patient’s discharge from the

medical organization is:

1) Completion of a course of treatment or one of
the stages of specialized medical care, in a 24-
hour or day hospital, provided that there are no
complications of treatment requiring medical
correction and/or medical interventions in a
hospital setting;

2) Refusal of the patient or his legal representa-
tive from specialized medical care in a 24-hour
or day hospital, established by the council of
the medical organization providing IBS treat-
ment, provided there are no complications of
the underlying disease and/or treatment re-
quiring medical correction and/or medical in-
terventions in inpatient conditions;

3) The need to transfer the patient to another
medical organization according to the appro-
priate profile of medical care.

The conclusion on the expediency of transferring

the patientto a specialized medical organizationis

carried out after a preliminary consultation on the
provided medical documents and/or a preliminary
examination of the patient by doctors-specialists
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of the medical organization to which the transfer
is planned.

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

The available data on the prognosis of the course
of IBS are ambiguous. According to the most ex-
tensive study, in the majority of patients with
IBS, symptoms, despite the treatment, persist,

Table 2. Criteria for assessing the quality of medical care

but do not worsen [75]. The probability of relief
of IBS symptoms when observed for 12—-20 months
is 38%. Factors that have a negative impact on
the prognosis of the disease include unwilling-
ness to receive treatment, anxiety about the risks
associated with the disease, disruption of daily
functions as a result of IBS, a long history of IBS,
chronic stress, as well as the presence of concomi-
tant psychiatric diseases.

Ne Quality criteria Le.vel of Category of
evidence recommendations
1. Ileocolonoscopy performed (yes/no) 2 B
2. Antispasmodics are prescribed (yes/no) 1 A
3. | With IBS with a predominance of diarrhea, loperamide, and/or dioctahedral 1-2 A-B
smectite, and/or rifaximin, and/or antidiarrheal drugs of biological origin
regulating the balance of intestinal microflora or biologically active food
additives (dietary supplements) are prescribed
4, In the case of IBS with a predominance of constipation, laxatives and/or 1 A
prucaloprid are prescribed

Scope of the Recommendations

These clinical recommendations are applicable in
the implementation of medical activities within
the framework of the Procedure for providing med-
ical care to adults with diseases of the gastroen-
terological profile, as well as within the Procedure
for providing medical care to people with diseases
of the colon, anal canal and perineum of the colo-
proctological profile.
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AIM: to work out decision-making support systems for MRI diagnostics of rectal cancer: site and segmentation of
the primary tumor.
PATIENTS AND METHODS: the study included 450 MRI studies of patients with rectal cancer and 450 MRI studies of
patients without. All patients with tumors of rectum had histological verification. Data were collected in T2Wcoronal
and axial projections (MRI Philips Achieva 1.5 T). Object marking was carried out only for T2W projections, where
the area of interest was segmented — rectum, sigmoid colon and tumor. The ITK-Snap program was used to label
MRIimages. The validated studies and labeling were used to create a machine learning model that demonstrates the
capability of the dataset to build medical decision support systems. SegResNet, Trans Unet, 3D Unet neural networks
were used to create a basic artificial intelligence model.
RESULTS: dice similarity coefficient (DSC) of various neural networks were: TransUnet — 0.33, SegResNet — 0.50,
3D Unet — 0.42. The diagnostic efficiency of the SegResNet neural network in detecting rectal tumors with the
addition of negative examples and post-processing was accuracy 77.0%; sensitivity 98.1%, specificity 45.1%; posi-
tive predictive value 72.9%; negative predictive value of 94.1%. At this stage, AI has a high sensitivity and accuracy,
which indicates a high diagnostic efficiency in terms of visualizing the primary tumor and determining localization
in the rectum. However, the specificity of the method is still at an unsatisfactory level (45.1%), which indicates a
high percentage of false positive results in healthy patients and does not allow the model to be used as a screening
method at this stage of development.
CONCLUSION: the collected dataset of MRI and their markup made it possible to obtain an AI model that allows
solving the problem of segmenting a rectal tumor and determining its site. The next stage in the development of AT
is to improve its specificity, expand the analyzed parameters, such as the depth of tumor invasion, visualization of
metastatic lymph nodes and the status of the resection margin. To further develop the model metric and improve its
diagnostic capabilities, we should experiment with training parameters and increase the dataset.
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INTRODUCTION

Colorectal cancer (CRC) occupies a leading posi-
tion in terms of morbidity and mortality among
oncological diseases both in the Russia and
around the world. In our country, colorectal can-
cer ranks second in both prevalence and mortal-
ity among all malignant diseases. Approximately
half of all cases of malignant neoplasms of the
colon are due to rectal cancer (RC) [1-3].

An integrated approach to the treatment of
patients with RC using surgery, radiotherapy
and chemotherapy has significantly increased
disease-free survival and improved their quality
of life. Accurate preoperative check-up plays an
important role in the selection and determina-
tion of treatment options for patients with ma-
lignant rectal neoplasms [4]. Diagnostic errors
lead to a discrepancy between preoperative and
postoperative treatment plans, which can nega-
tively affect the prognosis in patients who have
already undergone surgery [5]. At the moment,
the leading method of diagnosis and preopera-
tive staging of RC is magnetic resonance imag-
ing (MRI) of the pelvis, which allows to deter-
mine the site, extent, depth of invasion, and to
assess regional lymph nodes [6,7].

Thanks to the continuous improvement of imag-
ing technologies and the experience of radiolo-
gists, the accuracy of preoperative diagnostics
has significantly increased. However, the high
prevalence of RC, the lack of the necessary ex-
perience of radiologists in general hospitals for
the diagnosis of CRC, large volumes of MRI data
that require detailed analysis, in some cases
lead to an erroneous diagnosis. Thus, one of the
main tasks is to reduce the number of errors in
preoperative diagnosis [8]. The use of artifi-
cial intelligence for processing and preliminary
analysis of medical imaging data, including MRI,
is becoming one of the recent trends [9-11].
Artificial intelligence (AI) provides stable di-
agnostic efficiency, high computational speed
and accuracy in data processing. Due to the use
of deep learning methods, AI can provide high
diagnostic accuracy comparable to that of ra-
diologists specializing in the diagnosis of CRC.

Mpumerenme nckyccreerHoro uutennekra 8 MPT
AMArHOCTHMKE PAKQA NMPSIMOM KMLLKM

Recently, AI technology for image analysis has
already found application in clinical practice
[12,13].

The use of artificial intelligence for image in-
terpretation can help in the work of radiolo-
gists who do not have sufficient experience in
the diagnosis of RC, increase the speed of image
analysis, reduce the number of errors caused by
the human factor, and improve the diagnosis ac-
curacy [8]. Due to the complexity of the task, at
the first stage of the development of an AI mod-
el for the analysis of pelvic MRI, it is necessary
to focus on determining the site and segmenta-
tion of the primary tumor, which in the future
will significantly reduce the time of analysis
and interpretation of MR images for radiologists
who do not have much clinical experience in the
diagnosis of RC. In the future, the most impor-
tant parameters for the evaluation of MRI stud-
ies using AI will be the determination of the
depth of tumor invasion, visualization of lymph
nodes metastases, and assessment of the resec-
tion lateral margins.

AIM

The aim of the study was to work out decision-
making support systems for MRI diagnostics of
rectal cancer (site and segmentation of the pri-
mary tumor).

PATIENTS AND METHODS

To enable the AI model to learn to visualize RC
on MRI images, 450 patients with rectal tumors
aged 26 to 82 years, with histological verifica-
tion of “adenocarcinoma”, were included in the
prospective cohort study. Patients without
histological verification of a malignant tumor
were not included. All the patients with rec-
tal tumors included in the study underwent
preoperative pelvic MRI using high-resolution
of T2-WI (FOV = 180x180 mm; Voxel = 0.7 x 0.7
mm; Matrix = 256x256 mm). Further, all the pa-
tients underwent curative surgery, followed by
a pathomorphological examination of removed
specimens. The characteristics of the sample

The use of artificial intelligence in MRI diagnostics of rectal cancer
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Table 1. Characteristics of patients with rectal cancer

Gender T stage Chemo radiotherapy

Male Female T1 T2 T3 T4 Yes No

Patients with rectal 214 236 33 96 279 42 209 241
tumor (47.6%) (52.4%) | (7.3%) | (21.4%) | (62.1%) | (9.2%) | (46.4%) (53.6%)

of patients with tumors are presented below All MRIs were performed using the Philips
(Table 1).

Achieva

high-field

¢ PN

/]

magnetic  resonance

n T Ry W]

— tumor of the rectum with markings

Figure 2. MRI of the pelvis, T2-WIaxialview. A — rectum without markings. b — rectum with radiologist markings
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system (the Netherlands) with a magnetic field
strength of 1.5 T. The marking was performed
by radiologists. Each study was marked by one
specialist; however, with an ambiguous MR im-
age and difficulties in marking, a second spe-
cialist was involved. The final segmentation of
the tumor in such cases was carried out on the
basis of consensus. To label the MRI images, the
ITK-Snap program was used, with the help of
which the corresponding segmentation mask of
the primary tumor was placed in all 450 patients
[14]. Machine learning was carried out using the
marking of the primary tumor on high-resolution
T2-WI in axial and coronary projections (Fig.1).
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Also, the volume of data for artificial intelli-
gence learning for rectal segmentation included
450 patients without rectal tumor lesions, who
underwent pelvic MRI using high-resolution pro-
tocols without additional marking. Anatomical
rectal areas were marked for 120 patients in the
group with tumors and for 48 patients without
rectal neoplasms (Fig.2).

In total, the volume of data contained 1,761 vol-
umes of T2-WI. The balance of marking classes
by volume and slices is shown in Figure 3.

The volume data set was randomly divided into
learning, validation and test samples in the ra-
tio of 60%, 20%, 20% (Fig.4).
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Figure 3. Balance of markup classes by volumes (A) and slices (b)
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The collected data set was balanced in terms
of the number of patients with and without
tumors.

A modified SegResNet neural network with data
preprocessing and postprocessing algorithms
was used as a basic model to demonstrate the
suitability of a data set for solving the tasks set
(Fig.5) [15].

The SegResNet neural network is a three-dimen-
sional U-net-like architecture in which the input
set of slices is processed as a set of three-di-
mensional patches on the principle of a sliding
window. Such architectures have proven them-
selves well in the processing of medical images,
since they make it possible to effectively use
the three-dimensional context when segment-
ing objects [16]. When learning this model, the
patch size is 256x256x16 with an overlap of 0.5.
Since the dimension of the processed volumes in
the original implementation of the neural net-
work was smaller, an additional convolutional
layer in the encoder branch and an additional
verification layer in the decoder branch were
added to the neural network for more complete
extraction of features. The additional branch —
autoencoder, introduced in the SegResNet ar-
chitecture for reqgularization, was not used. The

general scheme of the basic model is shown in
Figure 6.

Preprocessing consists of normalizing the in-
tensities of the input volume, as well as di-
viding the input array into three-dimensional
overlapping patches of dimension 256x256x16.
In this case, the operation of subtracting the
arithmetic mean of non-zero values in the array
and dividing by the standard deviation of non-
zero elements in the array was assumed (Fig.7).
During the collection of the data set, sev-
eral experiments were conducted to compare
the quality of work of various neural networks
to solve the task. In addition to the chosen
SegResNet architecture, 3d Unet and TransUnet
neural networks were learning [17], which also
proved themselves well in medical image pro-
cessing. The TransUnet neural network is two-
dimensional, unlike 3d Unet and SegResNet, and
was chosen to assess the importance of using a
three-dimensional image in the analysis of pel-
vic MRI. In the experiments conducted, all neu-
ral networks were learning on the same subsets
of the data set; and the following augmenta-
tions were used: random framing, random hori-
zontal reflection, random vertical reflection,
random intensity shift, random scaling.
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Figure 5. Architecture of SegResNet neural network
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Figure 6. General scheme of the basic model
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Table 2. Outcomes of learning on the sample without negative cases

Dice similarity coefficient (DSC)

Architecture Number of parameters, 106
Tumor Rectum
TransUnet 105 0.33 -
SegResNet 18 0.53 0.71
3D Unet 44 0.66 -

Table 3. Outcomes of learning on an expanded sample with the addition of negative examples

Dice similarity coefficient (DSC)

Architecture Number of parameters, 106
Tumor Rectum
TransUnet 105 0.33 -
SegResNet 18 0.50 0.71
3D Unet 44 0.42 _
RESULTS architecture have a higher proximity coeffi-

The first experiment was conducted before add-
ing cases without rectal tumors to the dataset
and contained 66 volumes with tumors in the
learning sample and 30 volumes in the test
sample. The proximity coefficients obtained as
a result of learning (dice similarity coefficient
(DSC)) are presented in Table 2.

The table shows that 3d Unet and SegResNet
neural networks with a three-dimensional

X (x,y,d) =

cient (DSC).

After expanding the data set and adding cancer-
free cases, an analysis was carried out with the
inclusion of 520 volumes in the learning sample
and 178 volumes in the test sample, after which
the proximity coefficients (DSC) were calculat-
ed (Table 3).

Analyzing the data from Tables 2 and 3, it can
be seen that with the addition of patients with-
out rectal tumors to the sample, the proximity

x (xy.d)- u

3 b
o

X (% ¥, d) -npormalized value

x(x,y,d) - value of an array element with coordinates X, y. d
L
LK
p= X x(xyd;x#0 _mathematical expectation of non-zero elements in the array
=1
2 : 2
1
gr=il (II(X,J& d) - FB(X-J’: d)); xﬁﬁﬁ - standart deviation of non-zero elements

=1

in the array

Figure 7. The formula for calculating the normalization of the intensities of the input volume

MpuMeHeHnue nckyccTBeHHOTO MHTennekTa 8 MPT
AMArHOCTMKE PAKQA NPSMOM KMLIKM

The use of artificial intelligence in MRI diagnostics of rectal cancer

31



OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

coefficient (DSC) decreases. However, the addi-
tion of negative examples to the learning data
set allowed the neural network to learn to di-
vide a sample of patients into a group with
rectal tumors and a group without pathologi-
cal changes. Figure 8 shows the error matrix of
the SegResNet neural network that learned on
a sample without negative examples. Figure 9
shows the error matrix for the SegResNet neural
network that learned on a sample with the ad-
dition of negative examples and the addition of
post-processing predictions.

It can be assumed that the proximity coeffi-
cient (DSC) in a mixed sample of patients de-
creases, due to false positive results in patients
without RC.

The diagnostic effectiveness of the SegResNet
neural network in detecting rectal tumors with
the addition of negative examples and post-
processing was: accuracy — 77.0%; sensitiv-
ity — 98.1%; specificity — 45.1%; positive
prognostic value — 72.9%; negative prognostic
value — 94.1%.

Thus, it is shown that the addition of patients
without tumors to the learning sample is neces-
sary, despite the fact thatin cases with RC there
are a large number of slices of a healthy rectum.
The obtained classification accuracy demon-
strates that it is possible for a neural network
to learn from the added data to divide the total
sample into two groups of patients.

Visual analysis of the tumor marking showed
that the DSC coefficient for the tumor also de-
creases due to imperfect preliminary contour-
ing. However, the visual marking of the tumor
by the neural network has good convergence
with the preliminary annotation carried out by
radiologists with extensive clinical experience
(Fig.10).

DISCUSSION

Timely and accurate diagnosis of rectal tumors
allows to use organ-preserving treatment, re-
duce the extent of curative operation, improve

SegResNet error matrix without negative
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Figure 8. Error matrix of SegResNet trained without negative examples
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the prognosis of the patient’s life and improve
its quality. Magnetic resonance imaging is a
highly informative method of diagnosing and
staging rectal cancer [6,7,18]. The information
obtained during MRI makes it possible to deter-
mine the treatment options for patients with RC
[19]. Radiologists, when analyzing MRI, need to
evaluate a large amount of information, visu-
alize the primary tumor and assess its extent.
Insufficient experience of radiologists in gen-
eral hospitals in interpreting MR for rectal can-
cer can lead to errors in diagnosis, significant
time spent on analyzing the obtained MR images
and subjectivity in assessing the extent of the
tumor process.

Recently, with the rapid development of ad-
vanced technologies, artificial intelligence is
being used in many fields. Artificial intelli-
gence based on neural networks is increasingly
used in medicine to collect and analyze large
amounts of information that contribute to more
effective work [20]. The use of automation of
image processing using Al in the analysis of

pelvic MRI in patients with rectal cancer is de-
signed to reduce the time of description and in
the future — to increase the diagnostic accu-
racy of the method and level the subjectivity of
the radiologist. The use of Al 'in the diagnosis of
RC is just beginning to be studied, single trials
have been done with a small sample of patients
[21,22].

Here, we used artificial intelligence technol-
ogy based on neural networks to automatically
search for and segment rectal tumors.

At the beginning, proximity coefficients
(DSC) were determined for various types of
neural networks in studies with a primary tu-
mor: TransUnet — 0.33, SegResNet — 0.53, 3D
Unet — 0.66. 3D Unet and SegResNet neural
networks with a three-dimensional architecture
have a higher proximity coefficient. MRI allows
to visualize a tumor in three-dimensional space
in any selected projection, which explains the
feasibility of using 3D neural networks.
Afterincreasing the sample and adding patients
withoutrectaltumors,the proximity coefficients

SegResNet error matrix with post-processing
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Figure 10. MRI of the pelvis, T2-WI coronal view. A — tumor of the rectum without marking. b — a tumor of the rectum with the
markings of a radiologist. B — tumor of the rectum withthe markings of SegResNet neural network

(DSC) were re-determined: TransUnet — 0.33,
SegResNet — 0.50, 3D Unet — 0.42. The prox-
imity coefficient (DSC) in the mixed sample of
patients is lower than in the group with tu-
mors only, due to false positive results in pa-
tients without cancer. However, the addition
of healthy patients to the comparison group is
necessary to enable the neural network to learn
to differentiate the tumor and the unaffected
rectal wall.

The diagnostic effectiveness of the SegResNet
neural network in detecting rectal tumors with
the addition of negative examples and post-
processing was as follows: accuracy — 77.0%;
sensitivity—98.1%; specificity— 45.1%; positive
prognostic value -72.9%; negative prognostic
value- 94.1%. At this stage, Al has a fairly high
sensitivity, which indicates a high diagnostic
efficiency for visualization of the primary tu-
mor. However, the specificity of the method in
45.1% is still at an unsatisfactory level, which
indicates a high percentage of false positive re-
sults in healthy patients.

The developed basic AI model has satisfactory
indicators of diagnostic effectiveness for such
a complex clinical task and in the future can
be used as an aid to a radiologist to increase
the speed of searching for a primary rectal
tumor and to reduce errors in determining its
site. However, the model cannot be used as a
screening method at this stage, due to the large
number of false positive cases among healthy
patients. The results obtained are the start-
ing point of our research and with the devel-
opment of neural networks for the task being
solved, a significant increase in the diagnostic
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effectiveness of the method is possible. The
next stage of AI development will be to improve
its specificity, expand the analyzed parameters,
such as the depth of tumor invasion, visualiza-
tion of metastatic lymph nodes and determina-
tion of the status of the resection edge.

CONCLUSION

The collected dataset of MRI studies and their
marking allowed to obtain an AI model that
allows to solve the problem of segmenting
a rectal tumor and determining its site. The
SegResNet neural network has an acceptable
proximity coefficient (DSC = 0.55), and vi-
sual analysis confirmed the high convergence
of tumor segmentation by a radiologist and
an AI model. Diagnostic effectiveness of the
SegResNet neural network in detecting rectal
tumors was as follows: accuracy— 77.0%; sen-
sitivity —98.1%; specificity— 45.1%; positive
prognostic value -72.9%; negative predictive
value- 94.1%.

To further develop the model metric and im-
prove its diagnostic capabilities, it is necessary
to experiment with learning parameters and in-
crease the data set.
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North-Western register of patients with inflammatory bowel
disease: achievements and lessons learned

Igor G. Bakulin, Maria I. Skalinskaya, Ekaterina V. Skazyvaeva
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The problem of inflammatory bowel disease (IBD) — ulcerative colitis (UC) and Crohn’s disease (CD) has not lost its
urgency for several decades. Patients with IBD require long-term, continuous, often lifelong therapy and follow-up.
This paper presents the data of patients’ register, worked out in Mechnikov North-Western State Medical University,
in the Centre of IBD treatment.

As per the Register, an average time of diagnosis was 2.6 years (30.7 months) — for (D and 1.1 year (12.7
months) — for UC. At the same time, only 36.9% of CD patients versus 72% of UC patients were diagnosed within
the first year, with the peak incidence at the age between 18 and 30 years.

Extra-intestinal manifestations are marked in 43.5% of CD patients and in 23.2% of UC patients. Besides, a quarter
of them have more than one extra-intestinal symptoms, with bone and joint involvement domination (in 29.2% of
CD patients and 18.4% of UC patients).

Epidemiological registers, including IBD registers, form an important database on the incidence, characteristics,
regional distribution, and nature of the disease development, which helps to navigate the profile of patients, inves-
tigate possible causes and determine risk factors affecting its course.

However, the unified Federal Register will allow us to get a complete picture of patients with IBD in the country. In
addition, maintaining a national register and pharmaco-economical evaluation of various treatment methods will,
in our opinion, optimize treatment costs; ensure rational planning and use of budgetary funds.
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Given the immuno-mediated nature of the pa-
thology, IBD treatment regimens often include
the use of immunosuppressive and genetically

INTRODUCTION

The problem of inflammatory bowel diseases
(IBD) — ulcerative colitis (UC) and Crohn’s dis-
ease (CD) has not lost its relevance for several
decades.

Thisis a consequence of the absence of an estab-
lished etiological factor, the need for multidis-
ciplinary diagnostic and treatment approaches.
Nevertheless, patients with IBD are a category of
patients who need long-term, continuous, often
lifelong treatment and supervision. Recently,
the strategy of IBD therapy is aimed at achiev-
ing deep remission, implying not only clinical
and endoscopic remission, but also a decrease
in the severity of histological inflammation.

CeBepHo-3anc|,qu|F1 PerucTp NnauMeHToB C BOCNANMTESIbHbIMA
30601€BAHUAMM KMULIEYHMKA: AOCTUXEHHUA U YPOKH

engineered biological therapy (GEBT), which has
pathogenetic application points from the basis
of evidence-based medicine.

An important fact is that the selection of medi-
cations for patient with IBD should be carried
out individually, including taking into account
the tolerability, effectiveness and assessment
of the likelihood of undesirable effects of the
therapy.

There is no generalized information on the
prevalence and incidence of IBD in the Russia.
However, indirectly, the increase in the IBD in-
cidence is evidenced by the steady increase in
the number of hospitalizations for UC and CD.

North-Western register of patients with inflammatory
bowel disease: achievements and lessons learned
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Thus, for the period between 2011 and 2017, the
number of hospitalized patients with ulcerative
colitis almost doubled — from 10,326 to 19,656
cases, the rate of hospitalizations for emergen-
cy indications as well as the level of hospital
mortality remained almost unchanged [1-3].
According to publications of international au-
thors, the prevalence and incidence of IBD is
growing. Thus, the prevalence of inflammatory
bowel diseases exceeded 0.3% in North America,
Oceania, and in many European countries. Since
1990, the increase in morbidity according to the
literature is from 4% to 11.1% for CD and from
4.8% to 14.9% for UC [4]. According to the con-
ducted meta-analyses and reports, it can now
be said that the greatest prevalence of IBD is
in Europe (UC: 505 /100 thousand — in Norway;
CD: 322 /100 thousand — in Germany) and North
America (UC: 286 / 100 thousand — in the USA;
CD: 319 /100 thousand — in Canada) [4].

An Israeli study of the population prevalence of
IBD, published in 2019, demonstrated a signifi-
cantincrease in morbidity (by 6 and 8 times, for
CD and UC, respectively), as well as a decrease
in the age of onset of clinical manifestations.
These studies demonstrate an increase in the
annual prevalence of UC from 16 to 128 cases,
and CD from 42 to 425 cases per 100 thousand
people. At the same time, the average age of
onset of the disease decreased from 15.0 + 2.8
years in 2002-2008 to 14.3 + 3.1 years in 2009-
2016 (p < 0.0001) [5].A thirty-year longitudinal
population study of IBD in Korea for the peri-
od between 1985 and 2015 also demonstrated
an increase in morbidity over the past three
decades.

Thus, the average annual incidence of CD and UC
per 100,000 people increased from 0.06 (95% CI
0.05-0.07) and 0.29 (95% CI 0.27-0.31), respec-
tively, registered in the period between 1986
and 1990,to 2.44 (95% CI 2.38-2.50) and 5.82
(95% CI, 5.73-5.92), respectively, in the period
between 2011 and 2015. The average annual
percentage change in the incidence of IBD was
12.3% in 1986-1995, 12.3% in 1996-2005 and
3.3% in 2006-2015 [6].

IBD can be diagnosed at any age. However,
the most common age of onset of symptoms is
young age. Patients with CD have higher risks of

KOJIONPOKTOJIOTUS, Tom 21, N2 1, 2022

premature death compared to the general popu-
lation; and in general, the cohort of people with
IBD has higher risks of developing colorectal
cancer [1,7-10].

In general, according to the results of studies
in recent years, about 25% of patients with UC
need emergency or urgent care during the entire
period of their disease. For the 5-year follow-up
period in the Epi-IBD study, it was noted that
6% of patients underwent colectomy, and the
incidence of hospitalizations was 23% [1,11,12].
Of course, mortality rates have significantly
decreased if we analyze the reports available
in the time interval. Thus, at the beginning of
the twentieth century, mortality in UC reached
75% in the first year from the onset of the dis-
ease, with a decrease to 17-20% by the third or
more year of the duration of the patient’sillness
(Hardy, T.L., Bulmer, E., Br Med J. 1933) [13]. But
the need for surgical treatment of patients with
IBD remains at a high level, often emphasiz-
ing the ineffectiveness of drug treatment and
the incidence of complicated forms, including
lightning colitis, perforation, strictures, bleed-
ing, the development of dysplasia, or malignant
neoplasms, and other complications [14].
Taking into account the facts of the absolute
urgency of the IBD problem, the need to assess
the dynamics of morbidity, the incidence of
hospitalizations, surgeries, understanding the
structure of the patientscohort, the needs for
a particular therapy, as well as the importance
of monitoring the response to therapy aimed
at reducing the risks of IBD complications, the
creation of a single database, in other words, a
clinical register of patients, becomes an urgent
issue.

Epidemiological registers form the most impor-
tant database on the incidence, regional distri-
bution, and temporary development of certain
diseases among the population.

This characterizes the prevalence, incidence or
spread and course of diseases, investigates pos-
sible causes of the disease and determines risk
factors affecting the disease, as well as regional
differences and changes over time [15].

In addition, registers allow to monitor and eval-
uate the effectiveness and safety of therapeu-
tic care for patients. The register data can serve

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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as a basis for clinical research: in addition to
generating hypotheses and planning the num-
ber of cases (sampling bases) [16].

It is also possible to monitor the safety and
effectiveness of therapy in groups of patients
who usually do not participate in clinical trials
(pregnant women, children, the elderly, patients
with mild disease activity, comorbid patients,
and other groups).

An important feature of registers, in contrast
to clinical trials, limited by a clear time frame,
is the observation time. A striking example is
Sweden’s over -50-year experience in creating
the National Patient Registry since 1964, com-
bining blocks on various diseases, hospitaliza-
tions, and operations, which are interconnected
and complementary [17].

The 2015 EpiCom study on the evaluation of
patient registers and registries in Europe (38
countries) showed that IBD registries were cre-
ated in 19 countries, and in 15 countries there
is a biobank with bio-samples. Despite the het-
erogeneity of the information entered between
countries, such registers are an invaluable
source of information for future studies of IBD
[18].

In Russia, there is no single register of patients
with IBD, including the clinical characteristics
of the disease; and most importantly, there is
no standard approach to collecting statistical
information today. In this regard, it is relevant
to analyze the conditions for the creation of
standardized registers in order to create a na-
tional register and introduce it into practical
healthcare in various regions of the Russian
Federation.

Epidemiology of IBD According to the North-
Western Register: General Characteristics

To date, there are only mosaic regional registers
of patients with IBD in our country, which often
have different evaluation criteria. It is neces-
sary to create regional registers that would be
filled in according to one sample, as fragments
of the Federal Register of Patients with IBD.
In 2015, the first participants in the Federal
Register were the State Research Center of
Coloproctology of the Health Ministry of Russia
and Moscow Clinical Research and Practical
Center of the Moscow Health Department.

CeBepHo-3anc|,qu|F1 PerucTp NnauMeHToB C BOCNANMTESIbHbIMA
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Since February 2017, the North-Western IBD
Treatment Center of the MNWSMU has also be-
gun implementing this dynamic task. The search
for participants is carried out in various ways:
retrospectively, by actively inviting a patient
to visit, or during the current hospitalization in
the MNWSMU clinic.

Data entry is carried out with the voluntary
written consent of patients, who are informed
that their personal data is entered in the gen-
eral electronic registration system. Patients
have the right to refuse this. A form fulfilled
for each patient supplements the primary docu-
mentation. The introduction of patients into
the Registry does not affect the treatment and
diagnostic approach carried out at this moment
at the outpatient or inpatient stages.

As 0f01.12.2021, the data of 1,379 patients with
an established diagnosis of IBD were entered and
analyzed in the Register of the Northwestern
IBD Treatment Center of the MNWSMU (hereinaf-
ter — the Northwestern IBD Register), of whom
568 (41.2%) were diagnosed with CD and 811
(58.8%) were diagnosed with UC, i.e., the ratio
of UC and CD is 1.43 (Fig.1).

According to the literature, in developed coun-
tries this ratio is close to 1, whereas in Asian
countries the share of UC exceeds CD by 2 or
more times [19,33]. The majority (96%) were pa-
tients living in St. Petersburg, which makes it
possible to regard the register data as locally
specific. The age of patients in the Register
ranged from 20 to 76 years for UC, from 16 to
74 years for CD. Analysis of the data available
in the Register shows that the peak of the onset
of symptoms of both UC and CD occurs in young
patients aged between 18 and 30 years (Fig.2).
According to the Register, in patients with UC,
the duration of symptoms before diagnosis was
no more than 2 yearsin 89.3% of cases. However,
in 6.2% of patients, this interval was 3-5 years,
in 3.2% — 6-10 years, in 1.3% — over 10 years
(Fig.3). Among patients with CD, 72.6% were di-
agnosed within 2 years from the onset of clini-
cal symptoms, in 14.3% — after 3-5 years, in
16.7% — 3-5 years, in 16.4% — 6-10 years, in
6.7% — after more than 10 years (Fig.3).

In patients with CD, only 36.9% of cases were di-
agnosed during the first year (in patients with

North-Western register of patients with inflammatory
bowel disease: achievements and lessons learned
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1,379 patients with IBD

®  Ulcerative colitis Crohn's disease

Figure 1. Nosological structure

UC — in 72% of cases), which is probably due to
diagnostic difficulties, as well as late getting
treatment, including in specialized centers.
The mean time from the onset of symptoms to
diagnosis establishment is currently, according
to the IBD Registry, 2.6 years (30.7 months) for
CD, 1.1 years (12.7 months) for UC (Fig.4).
According to the literature data and the results
of reports of large centers, in general, in Russia
the average time of diagnosis from the moment
of the first symptoms of the disease is from 1

Patients with uleerative colitis (n=811)
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to 1.5 years — with UC and 2.5-3.5 years —
with CD. Late, untimely diagnosis leads to an
increase in the number of severe forms of the
disease [20-23,34].

Severity and Variants of the Course of IBD
Currently, there is a change in the course of IBD
towards greater variability of symptoms, incon-
sistency of clinical symptoms with the actual
severity of inflammation, an increase in the pro-
portion of patients with extra-intestinal mani-
festations and resistance to induction and basic
therapy agents.

According to the Register, left-sided lesion pre-
vails among patients with UC — 52.5% of pa-
tients, total colitis (34.4%) is in second place
inincidence, and proctitis (with an incidence of
13.1%) is in third place (Fig.5).

The number of UC recurrences in patients of the
observed cohort over the past 12 monthsin 87%
was limited to the range of 0-1, that is, the cur-
rent activity at the time of entry into the data-
base. In 6% of patients, recurrent attacks were
noted during the first year of follow-up, in 7%
of patients there were more than three attacks
for 12 months, that is, continuous activity of
the disease was recorded (Fig.6).

The dominant UCactivity incidence was mild and
moderate — in 35.2% and 38.8%, respectively,

Patients with Crohn's disease (n=568)
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Figure 2. Distribution of patients with ulcerative colitis and Crohn’s disease by sex and age groups of the onset of the first symp-

toms of the disease
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in 0.8% of patients the episodes of exacerba-
tion were severe, in 0.5% of patients (n = 10)
acute severe UC attack was recorded (Fig.6).

If we take into account not only the activity of
the current attack, but also history of the dis-
ease, response to therapy, presence of complica-
tions, and extra-intestinal manifestations, then

over 10 years | 13%

6-10 years 3,2%

3-5 vears 6,2%

0-2 vears | B9,3% i
over 10 years 6,7%

6-10 years 6,4%

3-5 years 14,3%

0-2 years 72,6% .

Figure 3. Timing of initial diagnosis for patients with ulcerative
colitis (A) and Crohn’s disease (b)

2.6 (30.7 months)

1.1 (12.7 months)
ulcerative colitis

¥ Crohn's disease

ulcerative colitis Crohn's disease

Figure 4. Average duration from symptom onset to diagnosis
of IBD

34,4%, n=278 13,1%, n=106

52,5%, n=426

left-sided

proctitis total
Figure 5. The structure of patients in the Northwestern IBD
register as of 01.12.2021 according to the localization of ulcer-
ative colitis (n=811)
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the severity of the UC overall is manifested as
follows: mild attack is noted in 51.3% of pa-
tients included in the Register, moderate and
severe ones are noted in 43.6% and 5%, respec-
tively (Fig.7).According to existing approaches,
the use of a particular severity assessment sys-
tem in IBD is determined by the routine prac-
tice of a particular medical institution [9, 10].
In our opinion, both in the management of
registers and in the management of patients
in clinical practice, it is extremely important
to take into account the “general” severity of
the course in UC and CD. For example, when a
patient showing remission or mild activity is
initially entered into the register (despite hav-
ing a history of severe attacks and/or surgical

» acute |
» recurrent
» continuous

0,8%_0,5%

remission

mild attack
= severe attack

= moderate severe
attack

® acute severe attack

Figure 6. The structure of patients in the Northwestern IBD reg-
ister as of 01.12.2021 by: A) the nature of the course; b) activ-
ity of ulcerative colitis (n=811) (data from the last visit to the
IBD center)
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5,0%
43,6% } 51,3%
mild moderate severe severe

Figure 7. Distribution of patients in the Register with ulcerative
colitis by the severity of the disease, n = 811 (data from the
North-Western IBD register as of 01.12.2021)

procedures due to the course of IBD), in some
cases it allows specialists to assess the severity
of the course of the disease in such a patient
as mild. Underestimating all the disease his-
tory in this case can lead to incorrect approach.
Equally, taking into account the “general” se-
verity of the course when maintaining registers
will avoid distortion in the assessment of the
analyzed group of patients on the scale of the
whole region and country.
When assessing the severity of ulcerative coli-
tis, we used the following criteria:
1) Mild disease: the activity of the attack al-
ways corresponds to the minimal, moderate

32,4%,

40,8%, n=232 n=184

26,8%, n=152

terminal ileitis colitis  ileocolitis
Figure 8.The structure of patients in the North-Western IBD
register by localization of Crohn’s disease as of 01.12.2021

(n=1568)
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activity of the first attack is acceptable; a
good response to 5-ASA therapy (including
the first attack); the patient has no extra-
intestinal manifestations; there have been
no operations for UC; the recurrence rate is
not over 1 time a year;

2) Moderate severe disease: the predominant
activity of attacks in the anamnesis is mod-
erate, including those requiring steroids
therapy; and/or the patient may have extra-
intestinal manifestations depending on the
activity of IBD; no operations for UC; and/
or steroid dependence; the recurrence rate
is not over 2 times a year; it is possible to
control the activity of UC conservatively;

3) Severe disease: the activity of attacks in the
history is from moderate to fulminant; and/
or the patient has extra-intestinal manifes-
tations unrelated to the activity of IBD and
leading to a significant violation of organ
function (PSC, SpA, etc.); and/or the recur-
rence rate is 3 or more times a year; and/or
steroid resistance; and/or surgery for UC was
performed; and/or the activity of conserva-
tive treatment cannot be controlled.

Among the patients with CD included in the IBD
Register, the most common category by loca-
tion is ileocolitis (in 40.8% of cases), followed
by colitis (26.8%) and terminal ileitis (32.4%)
(Fig.8). Perianal lesion in the cohort was noted
in 14.75% of cases. Among the forms of CD, ac-
cording to the register, the most common non-
stenosis/non-penetrating (inflammatory-infil-
trative) form of the disease was found in 69.8%
of cases, penetrating was detected in 7.5%, ste-
nosis in 21.5%, and mixed in 1.2%.
Among patients with CD at the time of the IBD
register database slice, 25.4% of patients were
in remission of the disease, 31% of patients
had mild activity (as per the Best index: 150-
220 points), 35.4% of patients had moderate ac-
tivity (as per the Best index: 220-450 points),
and 8.2% — severe activity (as per the Best
index: over 450 points) (Fig.9). The distribu-
tion according to the severity of the disease is
as follows: 32% — mild CD, 42.7% — moderate
severe, and 25.3% — severe (Fig.9).

When assessing the severity of Crohn’s disease,

we used the following criteria:

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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1) Mild disease: the activity of the attack al- intestinal fistula; no urgent operations was
ways corresponds to the minimal, moderate and is required for CD; the recurrence rate is
activity of the first attack is acceptable; not over 2 times a year; and/or steroid de-
a good response to initial therapy with re- pendence was detected; and it is possible to
mission; the patient has no extra-intestinal control the IBD activity with conservative
manifestations; there are no perianal mani- treatment;
festations; there are no external functioning 3) Severe disease: in the history there are at-
fistulas; no urgent operations for CD was and tacks of moderate to severe activity; and/or
is required; the recurrence rate is not over 1 the patient has extra-intestinal manifesta-
time a year; tions unrelated to IBD activity and leading

2) Moderate severe disease: the predominant to significant organ dysfunction (PSC, SpA,

activity of attacks in the history is moder-
ate, including those requiring therapy with
repeated courses of steroids; and/or the
patient may have extra-intestinal manifes- “
tations depending on the activity of IBD;
and/or the presence of perianal CD; and/
or the presence of a functioning external

25,4%

76,8%

31%
» Yes No

remission B

mild activity

moderate activity

H severe activity

25,3% 32%

56,5%

Mild Moderate severe
Severe

" Yes No
Figure 9. The structure of patients in the North-Western IBD
register as of 01.12.2021 by: A) Crohn’s disease activity (data  Figure 10. Distribution according to the presence of extrain-
from the last visit to the IBD center, n = 568); and b) the sever-  testinal manifestations A) in patients with Crohn’s disease;
ity of Crohn’s disease at the time of the report, n = 568) b) in patients with ulcerative colitis
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Structure of extraintestinal manifestations
in patients with UC

B 53%

Eyes I 3,1%
B 145%

Digestive organs

Skin and mucous
membranes

Structure of extraintestinal manifestations
in patients with CD

Digestive organs I 2,9%

Eyes I 3,7%

B i
soines | N o+

Skin and mucous
membranes

Figure 11. The structure of the identified extraintestinal manifestations A) in patients with ulcerative colitis; b) in patients with

Crohn’s disease

etc.); and/or severe perianal manifestations
requiring surgery; and/or recurrence rate is
3 or more times a year; and/or surgery for CD
have been performed; and/or currently there
are complications of CD requiring surgery;
and/or activity of conservative treatment
cannot be controlled.

Intestinal complications among patients with

CD were noted in 41.5%. Their structure includ-

ed abdominal mass (16.6%), fistulas (13.1%),

74,1%

66,3%

29,2%

21,7%
18,0%

5,6%

.

The proportion among extraintestinal
manifestations in CD

5,1%
1,6%
I
In patients with CD

0,3%

All musculoskeletal ife

. Ankylosing spondylitis

abdominal abscesses (4.9%), intestinal stric-
tures (50.8%).

Extraintestinal Manifestations

IBD is often associated with the extra-intes-
tinal manifestations, some of which are sig-
nificantly relieved or cured by treatment, while
others do not depend on the underlying inflam-
matory process.

The incidence of extraintestinal symptoms in
patients with IBD, according to the literature,
can reach 50-60% [24-26]. The assessment of

79,2%
76,4%

17,5% 18,4%

14,1%

3,9%

1,3%
=

The proportion among extraintestinal
manifestations in LUC

3,2%
0,7% 0,2%

In patients with UC

= Enthesitis Dactylitis Peripheral arthropathy

Figure 12. The structure of the identified articular extraintestinal manifestations in patients with ulcerative colitis and Crohn’s

disease
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16,2% 20.8% 44,5% 9.5%
‘Total: 92 patients Total: 169 patients Total: 253 patients Tatal: 53 putients
(16.2% of the (29.8% of the {44.5% of the total (9.5% of the
tolal CI group} tatal O growp) CI groupy total CD group)

46,8% 42%
66,4%

B1.8%
remission mild activity moderate high

activity activity
inal manifi i no

19%
Total: 154 patients
(199 of the tatal
UC group)

33%

Total: 268 patients
(33% of the total U gronp)

6% 12%

Total: 292 paticats Total: ¥7 patienis
(36% of the tatul UC gronp)  {12% of the total
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G0%
71,1% 673%
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remission mild activity maoderate high
activity activity
u  extraintestinal manifi i no

Figure 13. The frequency of detection of extraintestinal manifestations depending on the activity of the inflmmatory process:
A) in patients with Crohn's disease; b) in patients with ulcerative colitis

the actual prevalence is complicated by the fact
that one patient may have more than one ex-
traintestinal manifestations. Thus, the results
of the large Swiss cohort study of IBD (SIBDCS)
with an emphasis on extraintestinal manifesta-
tions demonstrate that up to 25% of patients
with IBD have several (up to five) extraintesti-
nal manifestations [27].

The greatest prevalence of extraintestinal
manifestations, according to the authors of
various countries, was noted in Crohn’s disease
[24,28,29], in female patients [29,30], in smok-
ers [29,31] and with a longer history of the dis-
ease [28].

distribution of patients with ulcerative colitis by location (n=811)

T3%

proctitis
« left-sided lesion
total lesion

W ‘There are extraintestinal manifestations
No extraintestinal manifestations

h Q 32,4%(n=184)
344% (n=279)  g5e;, 63,9% .

Among patients with IBD, extraintestinal mani-
festations were noted in 43.5% of patients with
CD and in 23.2% of patients with UC (Fig.10).
At the same time, 25% of all patients had
more than 1 extraintestinal manifestation.
Musculoskeletal extra-intestinal symptoms
were observed in 29.2% of patients with CD and
18.4% with UC, and were the leaders in the over-
all structure of extraintestinal symptoms of IBD
(Fig. 11,12).

The most common articular symptom is pe-
ripheral polyarthropathy. Meanwhile, the
second largest place among articular mani-
festations is occupied by a more serious

distribution of patients with Crohn's disease by location (n=568)

0

“ colitis
* ileocolitis

terminal ileitis

™ There are extraintestinal manifestations
No extraintestinal manifestations

Figure 14. The frequency of detection fo extraintestinal manifestations depending on localization of: A) ulcerative colitis;

b) Crohn’s disease
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pathology — ankylosing spondylitis, which is
not associated with the IBD activity and can
lead to additional disability (Fig.12).

The second place in the incidence was taken
by skin manifestations (18.4% and 14.5% in
patients with CD and UC, respectively), but at
the same time they were 2.5 times more often
in patients with CD (8.1%) compared with UC
(2.9%). Attention is drawn to the high incidence
of ulcerative stomatitis and erythema nodosum
in patients with CD and relatively the same for
other skin manifestations.

Basing on the results of the analysis of the
Register data, we were able to establish the
dependence in our patients of the incidence of
detection of extraintestinal manifestations on
the activity of the inflammatory process in the
intestine, both in UC and CD (Fig. 13).

Also, in patients with UC, the incidence of ex-
tra-intestinal manifestations depended on the
extent of the inflammation, with the highest
incidence in total UC (35.0%) and the lowest in-
cidence in proctitis (13.6%) (Fig.14A). For CD to
date, according to our data, there is no signifi-
cant difference in the incidence of extraintesti-
nal manifestations depending on the prevalence
of CD (Fig.14B).

Treatment for IBD

According to the Register, 94.1% of patients
with UC and 57.1% of patients with CD receive
therapy with 5-aminosalicylates (5-ASA) in
some form and dosage, including for the pur-
pose of cancer prevention. It should be noted
that monotherapy with 5-ASA in patients with
UC is used in 53% of patients, compared with
24% in CD [32].

Currently, 9.2% of patients receive genetically
engineered biological agents. The most com-
monly used drug is infliximab (48% of all pre-
scriptions), adalimumab is received by 26% of
patients, and with approximately the same in-
cidence (8-8.6%) tofacitinib, ustekinumab, ve-
dolizumab. In 100% of patients, biotherapy is
usually prescribed after several courses of GCS
therapy, which did not lead to the desired re-
sponse [32].

According to our Register, the incidence of ste-
roid resistance reaches 9.2% of cases, and ste-
roid dependence — 18%. At the time of the data

KOJIONPOKTOJIOTUS, Tom 21, N2 1, 2022

slice, the incidence of takingimmunomodulators
was 38% among all observed individuals with
IBD, probably affecting the incidence of failures
of GCS therapy in the downward direction.
According to the Register, 69.3% of patients
needed one or more hospitalizations, and in
15.8% of cases, patients underwent surgery re-
lated to IBD. Of course, the incidence of surgery
in CD significantly exceeds that in UC (22.7% vs
2.9%) (Fig.15).

Preliminary “Lessons” of Register of IBD
Patients

We tried to display schematically potential,
in our opinion, problematic “points” of main-
taining a unified register of patients with IBD
(Fig.16), with a proposal of solutions to hard
questions.

The leading position among them is occupied
by the fragmentation of existing registers and
registries, their absence in many regions, which
is caused, among other things, by the complex-
ity of filling in, and the shortage of personnel
involved. It is likely that the active introduc-
tion of online consultations, the creation of
unified questionnaires, the training of nursing
staff in the technology of recording informa-
tion in databases, will facilitate and accelerate
the process of filling out registers. In addition,
it is possible to involve patients themselves in
entering information about the course of their
disease in the control sections by creating mo-
bile applications in the form of patient-adapted
questionnaires.

CONCLUSION

Data from various registers and publications in-
dicate an increase in the incidence of IBD now,
the long time for detection and the difficulties
of differential diagnosis emphasize the need to
find solutions to problems associated with IBD.
It is the clinical registers that allow collect-
ing data on the use of medical technologies
and monitoring the results of treatment in real
clinical practice. Information about patients
with IBD, consolidated into a single Federal
Register, will allow to get a complete picture of
patients with IBD in the country. In addition,

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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Figure 16. Potential problem “points” for maintaining a unified Register of IBD patients and ways to overcome them

maintaining the Federal Register and pharma-
co-economical evaluation of various treatment
methods will optimize treatment costs, ensure
rational planning and use of budgetary funds.
The study had no financial support.
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[prmeHeHWe ayTonorMyHoM naasmel, oboraweHHoMI
TPOMBOUMTAMM, B KOMMIEKCHOM JIE4EHMMU AHANBHOM
TPELUMHBI, COYETAIOLWENCS CO CPUHKTEPOCNAIMOM,
B aMBynaTopHbIX yCnoBusx
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UEJIb: oyeHums Bo3moxHOCMU npumeHeHus PRP-mepanuu 8 KOMN/JEKCHOM JiedeHuu nayueHmos ¢ mpeujuHol
3a0He20 npoxo0a, OCN0KHEHHOU CnasMoM BHympeHHe20 aHANbHO20 C(HUHKMEPA, 8 YCI0BUAX CMAUUOHAPA «OOHO20
OHAY.

MTAUNEHTBI M METO/IbI: 8binonHeHa chasHUmMeIbHAS OUEHKA pe3yibmamos evyeHus 480 nayueHmos ¢ mpewuHol
3a0He20 npoxo0da, OC/OKHEHHOU Cna3MoM BHYMpeHHe20 aHAJbHO20 CuHKmepa. [leped uccedeHuem aHANbLHOU
mpewuHsl Ha nepgom amane neqerus y 220 nayueHmos (I 2pynna) nposodunacs cmaHOapmHas KOHCep8amusHas
mepanus, u 'y 260 nayueHmos (II epynna) npumensnace PRP-mepanus nocpedcmsom uHvekyul aymono2uyHol
nnasmsl, 06oeaweHHol mpomboyumamu, nod pybyossie MKAHU MpeLyuHsl U 8 AHANbHBIL chuHkmep. TOHyC aHatb-
HO20 ChuHKmepa usmepaau ¢ NOMOUWbI0 CHUHKMepoMempuu.

PE3YJIbTATbI: y nayuermos II epynnsi no cpasHeHuto ¢ I 2pynnoli 60/bHbIX 6bicmpee Kynuposancs 601esoli CuHo-
POM, YCMPAHANCA 2UNepMOHYC GHANbHO20 CHUHKMEPA, BOCCMAHABIUBANUCL NOKA3AMENU KAYeCmBa )U3HU U mpy-
00cnocobHoCMb, @ Makxe COKPALACs nepuod NUMenU3ayuu paHsl aHaabHo20 kavana (29,4 + 2,8 cymok npomus
40,6 + 4,5 cymok). 3mo n0380/1UNI0 CHU3UMb YUC/O0 peyudusos 3a601e8aHus ¢ 17,7% 0o 7,3% u nony4ums Ha 26,8%
6oiblue XOpoWUX pe3ysbmamos eYeHUs No CpasHeHulo ¢ nayueHmamu I 2pynnel.

3AKJTHOYEHNE: npumeneHue PRP-mepanuu 8 KomniekcHoM jiedeHuu 60JbHbIX C mpeujuHol 3adHe20 npoxoda,
OC/IOXHEHHOU CnasmMom BHymMpeHHe20 AHANbHO20 CUHKMepa, cnocobcmayem e2o Aukgudayuu u 8 90,4% ciyyaes
no3sosnaem 00CmMuYb U3neyeHus.

KJIDYEBBIE C/IOBA: aHansHas mpewjuHa, ciuHkmepocnasm, oboeaujeHHas mpomboyumamu aymonoeudHas naasma, PRP-mepanus, ambyna-
mopHoe neveHue

KOH®JINKT UHTEPECOB: Asmopsi 3a58/1510m 06 0mcymcmauu KOHGAUKMA uHmepecos

ANA UNTUPOBAHUA: benuk B.M., Koanes A.H. MpumeHeHne ayToNoruyHoit nnasmel, o6oraieHHON TpoMOOLUTAMU, B KOMMIEKCHOM
NleYeHUn aHanbHoO TPelnHbI, coyeTalolencs co chuHKTEpoCcnasMom, B aMmbynaTopHelx ycnosusx. Kosonpokmonoaus. 2022; 1. 21, Ne 1,
c. 50-58. https://doi.org/10.33878/2073-7556-2022-21-1-50-58

The use of autologous platelet-rich plasma in the
complex treatment of anal fissure combined with
anal sphincter spasm in non-hospital settings

Boris M. Belik!, Alexey N. Kovalev'?

'Federal State Budgetary Educational Institution of higher Education “Rostov State Medical University” of the
Ministry of Health of the Russian Federation (Voroshilovsky pr., 105, Rostov-on-Don, 344000, Russia)
2“|nternational Medical Center “URO-PRO” (str. im. Yana Poluyan, build. 51 /1, Krasnodar, 350062, Russia)

AIM: to evaluate the clinical efficiency of autologous platelet-rich plasma (PRP) therapy in outpatient treatment of
chronic anal fissure combined with anal sphincter spasm.
PATIENTS AND METHODS: a comparative study included 480 patients with chronic anal fissure combined with anal
sphincter spasm. Before excision of the anal fissure with a radiosurgical scalpel at the first stage of treatment,
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standard conservative treatment was performed in 220 patients (group I) and PRP therapy was used in 260 patients
(group II) by injecting autologous platelet-rich plasma under the scar tissue of the fissure and into the anal sphinc-
ter. The tone of the anal sphincter was evaluated by sphincterometry.

RESULTS: after surgery, the pain was less intensive in group II than in group I patients, increased tone of anal sphinc-
ter was eliminated, quality of life and working capacity were restored, and the period of epithelization of the anal
canal wound reduced (29.4+2.8 days versus 40.6+4.5 days). The recurrence rate decreased from 17.7% to 7.3%.
CONCLUSION: the use of PRP therapy in combination with excision of the anal fissure gives good results in 90.4%
of patients.
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BBEOEHWE

TpewwuHa 3agHero npoxofa BcTpevaetcs y 11-15%
OOMbHbIX C KONMOMPOKTONOrMYECKUMI 3aboneBaHUAMM
1 6onee YeM B TPETHU CIyYaeB NPUXOANUTCS HA NALMEHTOB
TpyAocnoco6Horo Bo3pacra [1-3].

Benyuwyio ponb B 06pa3oBaHMM aHaNbHOW TpeLlim-
Hbl WrpaeT pa3BUTME CMa3Ma BHYTPEHHEro aHasbHOro
CUHKTEPA, YTO NPUBOAMUT K WUIWIEMUU AHOAEPMbI U CO-
NPOBOXAAETCSA BbIpPAXKEHHbIM 60NEBbIM CUHAPOMOM [4].
HapyweHue kpoBooGpalieHus Ha hoHe XpOHUYECKOro
BOCNANMTENIbHOrO NpoLecca B 3HAYUTENbHON Mepe CHU-
)KaeT penapaTuBHble BO3MOXHOCTW TKaHel aHOAepMbl,
4TO NpegonpesenseT hopMMpoBaHUE CTOMKOO fiedheKTa
CAN3NUCTOM C NJOTHBIMU PyOLIOBLIMUY KPasiMU.

JleyeHne TpewmH 3afHero Npoxofa, Y4uThiBas UX na-
TOreHe3, HamnpaBs/leHo, MPEeXAe BCEro, Ha YCTpaHeHue
cnasma cduHKTepa U npepbiBaHue 60ieBoro pedekca,
a TaKXe Ha y/y4lleHne penapaTuBHbIX MPOLECCOB B Ca-
Moii paHe [5]. C 3Tolt Lenbio 66110 NpeaoxkeHo 6obloe
KOJINYEeCTBO KOHCEPBATUBHbIX METOAUK NEYeHUs, BKIIO-
yas MCnosib3oBaHMe Ma3n HUDEAUNUH, HOBOKAUHOBbIE
610Kafibl HEPBHBIX CMIETEHUIA NPAMON KWK, UHBEKLUY
Nof OCHOBAHWE TPEWMHbl PA3INYHbLIX AHECTE3UPYIOLLUX
pacTBoOpoB, pacTBopa rMULEpUHa TPUHUTPATa, U30COp-
6upa AMHUTPATa, BBEEHWUE BO BHYTPEHHWI aHasbHbIA
CUHKTEP BOTYNMHUYECKOTO TOKCUHA U npoymne [6-11].
0nHako 6oMblWAs YacTb 3TUX METOLOB HE JILIEHA Cy-
LWeCTBEHHbIX HE0CTAaTKOB. TaK Npu BBeAEHUU CNUPTO-
HOBOKAMHOBOIO pacTBOpa WM MacCisHOTO aHecTeTMKa
BO3MOXHO Pa3BUTWE HEKPO3a TKaHel B 30He WHbEeK-
unn. K HepgocTaTKam MCnonb3oBaHus GOTYNOTOKCUHA

MpuMeHenne ayTonornuHoM nnasmsl, oboraleHHoi Tpombouutamm,
B KOMMIEKCHOM NIe4eHUM aHANbHOM TPeLMHbI, coveTatoLelcs
€O cPMHKTEPOCNA3MOM, B AMBYNATOPHBIX YCNOBMSX
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B IeYEHUN aHANbHOMN TPEWMHbI CleflyeT OTHECTU Heob-
XOAMMOCTb NOBTOPHO MHbEKLWM NpenapaTa U BO3MOX-
HOCTb Pa3BUTUA Y YACTM NALMUEHTOB OCIOXKHEHUI, TAKUX
KaK BbIpaXKeHHas afepruyeckas peakums Ha ero uHrpe-
ANeHTbI, abcLecc Unm TpoMOUpPOBaHHbIN remoppoil [12].
Mpu 6e3ycnewHocTn u/unm 6ecnepcnekTUBHOCTU KOH-
CEepBATUBHbIX MEPONpPUATUIA NPeANPUHUMABTCA XUPYP-
rMYyecKoe NedeHue aHanbHo TpewwnHsl [13-15]. B Ha-
cTosillee BPEMs UCCeUYEHUe TPellnHbl 3afjHEro nNpoxona
B COYETAHMM CO CHMHKTEPOTOMMEN NOAABAAIOWMM 6ONb-
WWHCTBOM CMELMannCcToB CYMTAETCs onepalmeil Bbibopa
[16,17]. OgHako 3Ta onepauus He NUWEHA HEAOCTATKOB
1 HepPeAKO CONPOBOXAAETCA OC0XKHEHUAMU. Y naLueH-
TOB, KOTOPbIM BbINOJIHANACh 60KOBAsA NOJKOXKHASA CHUH-
KTEpOTOMUS, B NOCNEONEPALMOHHOM Nepuoje BO3MOX-
Hbl KDOBOTEYEHMUS, reMaToMbl, THONHO-BOCMANNUTENbHbIE
OCJI0XKHEHUs nepuaHanbHoM 06nacTu, u, HakoHeL, Hefo-
CTaTOYHOCTb aHanbHoro curktepa [18,19] y 14-35%
60/bHBIX, NepeHeclnx chuHkTepoTomuio [20-23].

Bce Bbilen3NOXEHHOE OUKTYET Heob6XOAMMOCTb pas-
paboTKM anbTepHATUBHBIX MANOTPABMATUYHBIX CMOCO-
60B 1 NPUEMOB JIeYeHUs aHaNbHO TPELUHbI, KOTOpble
TaKXKe MOrau Gbl YCMelwHo UCNob30BaThCsA U B ambyna-
TOPHbIX YCNIOBMSAX B KAYeCTBe CTalLlMOHApO3aMelLaloLeil
TEXHONOMUU.

C 370l TOYKM 3peHUs NpeacTaBAsieT UHTEpPeC UCMOJib-
30BaHMe 060raleHHoi TpoMOOLUMTaMM ayTONOrMYHOI
nna3mbl (Platelet Rich Plasma, PRP) c uenbto ynyyiweHuns
pereHepaTMBHbIX NPOLLECCOB B TKAHAX C TPOUYECKUMY
M3MEHEHUSMMU B YCIOBMSX MOBbILIEHHOrO TOHYCa Cnas-
MUPOBAHHbIX MblLIL, COUHKTEPA NPSMON KULWKK.

PRP- Tepanus 0CHOBaHa Ha MHbLEKLUMUM B MPOBAEMHYIO
30Hy 06oratieHHON TPOMBOLUTAMM NNA3MbI, NOAYYEHHO

The use of autologous platelet-rich plasma in the complex treatment of
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n3 cobCTBEHHOW KpoBM nauueHTa. Takas nnasma co-
LEPXKUT GO/bLIOE KONMYECTBO GUONOrMYECKM aKTUBHBbIX
BellecTB — (aKTOPOB pocTa TPOMOOLMTOB, KOTOPbIE 3a-
NyCKaloT U PeryimpyrT BOCCTaHOBUTENbHbIE MPOLECCH
B MOpaXXeHHOM yyacTke TKaHeW. B HacTosuee Bpems
PRP-Tepanusa ycnewHo npuMeHAeTCA B KOMMIEKCHOM
NeYeHUN pas3NUYHbIX BOCMANUTENbHO-AereHepaTUBHbIX
3a6oneBaHnit BO MHOTUX 061ACTAX MeAULMHbI: NAACTH-
YeCKOIi XMpypruum, KOCMETONOTUM, yponorum, CToMmaTono-
WU, TPABMATONOMUK, OPTOMEAUN, TUHEKONOTUY [24-27].
AyTonornyHas nnasma, COAepKalas KoHUeHTpauuio
TPOMBOLMTOB, CyL|ECTBEHHO MNpeBbiWalolyo 6a30Bbli
YpOBEHb Ha efuHULY 00beMa, 0b6nagaeT yHUKaNbHbI-
MU 6uonorndeckumm ceoiicteamu. fMocne paspyuieHus
TpomboLUTapHOi MeMbpaHbl U [AerpaHynsuum Tpombo-
uuToB Bbigensercsa oT 50 fo 80 a-rpaHyn, 4TO CONpOBO-
aeTcs BblpaboTKOI 60/bWOro KonnyecTsa GakTopos
pocTa U ApYyruX aKTUBHbIX BMONOTUYECKUX KOMMOHEH-
TOB, ie/ICTBME KOTOPbIX HANPABAEHO, NPEUMYLLECTBEHHO,
Ha 06pa3oBaHMe HOBLIX COCYAOB MENKOTO U CPefHero
Kanubpa, a TaKkKe aKTUBaLMIO HeliporeHesa. Benepcteue
BO3JeiCTBMA (PAKTOPOB poCTa CTUMYAUPYETCH HeoaH-
rMOreHes, yNyyllaeTcs KpoBOCHabXeHe, TpohUKa U UH-
HepBaLus TKaHel, YTo 0COOEHHO BaXHO B XUpypruye-
CKOM JleyeHumn 3a60neBaHuii, CBA3aHHbIX CO CHUXKEHUEM
KPOBOCHAOXeHNs TKaHei, 3amMelyeHneM 340POBbIX TKa-
Heil py6LOBbIM MPOLECCOM U BblpaXKeHHbIM hUOPO3OM.
B HacTosiwee Bpems wupeHTUGULMpPOBaHO 6Gonee
100 thaKkTOpPOB pocTa TPOMGOLMTOB, OAHAKO XOPOLIO U3Y-
YeHbl TONbKO 6 OCHOBHbIX rpynn haKkTOpoB PoCTa, KAu-
HUYeCcKas 3HAYMMOCTb KOTOPbIX Obina AokasaHa. Cpeau
HUX UMEETCS, NO KpanHeit Mepe, TpK rpynnbl aKTOPOB
poCTa, KOTOpble OKa3blBalOT HeMnoCPeACTBEHHOE BO3-
[eACTBME HA MUOLUTBI FALKOMbIWEYHON TKAHU, CTUMY-
NWpYs MpoLuecchl HeoaHr1oreHesa u HerporeHesa. Tak
TpombGouuTapHbIit hakTop pocta (PDGFA+B) akTuBMpyeT
thnbpo6NacTbl U MUOLMTLI FIAAKOMbILIEYHO TKAHW, CNo-
COOCTBYET KNETOYHOMY POCTY, CTUMYNUPYET CUHTES KO-
nareHa v raMKo3aMUHOTMKAHOB, yCuAUBaeT obpasosa-
HWe rpaHyNALMOHHON TKAHU 1 HOPMUPOBAHME MATPUKCA
KonnareHa, aKkTUBMPYeT CUHTE3 MOpOoreHeTU4ecKmnx
6enKoB, CTUMYNMPYET aHrnoreHes. MHcynMHonofoGHble
takTopbl pocta (IGF — I, IT) ctumynupytoT nponndepa-
LMI0 KNETOK MbILWEYHOI TKaHW, YCKOPAIOT pereHepaTyue-
Hble MpOoLecchl M aKTMBUPYIOT aHrnoreHes. OCHOBHOW
takTop pocta dubpobnactos (bFGF) okasbiBaeT cTu-
MyAupylollee AeNCTBME HAa aHrnoreHes u npoancepa-
umio hubpo6aacToB, yNyylaeT 3aKUBNEHUE MbILIEYHOI]
TKaHMU.

Kpome HUX, nmMeeTCA Takxke W 3nuLepManbHbll GakTop
pocta (PD-EGF), dyHKLMA KOTOPOro 3akioyaeTcs B ak-
TMBaLUWM nponudepauuyu 3nuaepMmanbHbIX U 3NUTENun-
aNbHBIX KNETOK, CTUMYNIMPOBaHMK aHTuoreHesa [27,28].
KaknokasanuuccienoBaHus, BBeeHNe 060ralleHHO
TpomGouMUTaMu aytonnasmel B py6LOBO-U3MEHEHHbIe

KOJIOMNPOKTOJIOTUS, tom 21, N2 1, 2022

TKaHW OKa3blBaeT 3HaYUTeNbHOE BO3JENCTBUE HA UX
Mopdonoruyeckne CTpYKTypbl. I3TO MPUBOAUT K MO-
AUGUKaLMM KNeToyHoro coctaBa CTPOMbl U yMeHb-
WeHWIo TOJWMUHBI NOA3NUTeNUaNnbHOro GpubposHoro
€105, BOCCTAHOBJIEHUIO HeoaHruoreHesa, 41o, B Le-
NI0OM, CBULETENbCTBYET 06 aKTMBALWUU pereHepaTop-
HO-Nponn@epaTUBHBIX NPOLECCOB B MOBPEXAEHHbIX
TKaHsAx [29].

Takum 06pa3om, aHaNM3 NpeACTaBAEHHbIX TINTEPATYPHbIX
CBE/IeHMit NO3BONAET NPEANONOKUTL Lies1ecoo6pasHoCTb
npumMeHeHUs oboralleHHoit TpombouuTamMu aytonnas-
Mbl B KOMMJIEKCHOM JNe4YyeHWU XPOHUYECKON aHanbHOM
TPeLWMHbl, OCNOXHEHHOI CTOWKMM CHUHKTEPOCMNA3MOM,
C Lenblo yayylleHus TpOPUKM U pereHepauuu B 30He
NOBPEXAEHHbIX TKAHEN.

CoOoTBETCTBEHHO, Liesib AAHHOTO UCCNeA0BAHNA — OLEH-
Ka BO3MOXHOCTW npumeHeHus PRP-tepanun B KOM-
NAEKCHOM fleYeHUU NaLUEHTOB C TPEIWWHON 3afHero
NPOXOA3, OCNOXHEHHOW CUHKTEPOCNa3MoM, B YCNOBU-
AX CTaLMOHapa «OJHOI0 [HAN.

MAUMEHTBI M1 METObI

B HacTtoswyio paboTy Obinu BKIOYEHbl 480 nauueH-
TOB, HAOMIOAABWMXCS B CTALMOHAPE «OAHOrO [AHA»
B MeX[yHapogHoM MefuuuMHCKOM ueHTpe «YPO-TPO»
r. KpacHogapa B nepuog ¢ 2014 no 2021 rr., ¢ guar-
HO30M TpelWHa 3afHero npoxofa, CoYeTalolWancs
co cnasmoM cduHKTepa. MyxuuH 6bino 190 (39,6%),
KeHwmuH — 290 (60,4%). CpepHuit Bo3pacT coctaBui
45,7 + 4,2 neT. Bnepsble 3a cneunanu3MpoBaHHON Megu-
LWMHCKOM NOMOLLbI0 NaLMeHTbl 06palanuch B f1anasoHe
0T 6 mMecAleB [0 5 nieT OT MOMEHTa NosABJIEHUA NEPBbIX
cumnTomoB 3abonesanus. Y 63,6% nayuMeHToB aHamHes
3aboneBaHus 6bin 6onee 1 roga. Y 395 (82,3%) nauueH-
TOB TpelMHa NPAMON KWULWKKU pacnonaranacb Ha 3agHei
cTeHKe, n y 85 (17,7%) nauneHToB fedeKT cnu3nucToii
JIOKaIM30BaNcs Ha nepeaHeil uam 6OKOBOM NoBepPXHO-
ctu. Kaxpblii nauueHT nopsepranca nanabLeBOMY MC-
CNefoBaHNI0 NPAMON KUILKKM, aHOCKONWUMW, peKTopoMa-
Hockonuu (dpubpokonoHockonuu). ChuHKTepomeTputo
BbLINOJHANN NOCPeACcTBOM  CdhUuHKTepomeTpa S4402
(MSM, Tepmanus). KoHTpoNbHbIMKU (HOPMATUBHBIMM) MO-
Ka3aTensimm COUHKTEPOMETPUN ABNANUCH AAHHBIE, NONY-
YeHHble HaMu NpU UCCNef0BaHNMN JABNEHNA B aHANIbHOM
kaHane y 20 [o6poBosbLeB (10 MyxKUUH 1 10 XKeHWUH).
B 3TOM ciiyyae mMbl Mcnonb3oBany 0606LEHHbIE JAHHbIE
AN KOHTPONbHOI rpynnbl 6e3 UX pa3feneHnus no red-
AEPHOMY NPU3HAKY, TaK KaK 3TO MOr/I0 Obl CylLECTBEH-
HO 3aTPYAHWUTbL CTATUCTUYECKYl0 06paboTKy MaTepuana
W TPaKTOBKY pe3ynbTaToB wucciegoBaHua. [pu atom
CpeAHuit Bo3pacT gobposonbLeB (43,7 + 3,6 NeT) Mak-
CUManbHO NpUbAMKANCA K CpeaHeMy BO3pacTy nauu-
€HTOB, BKJIOYEHHbIX B uccnepoBaHue. Bce nauyumeHTs,
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y4acTBOBaBIUME B HACTOALEM KIWHWUYECKOM WCCNepo-
BaHWW, JaNK Ha 3T0 B06POBONLHOE MHGDOPMUPOBAHHOE
cornacue.

BonbHble GbIM pacnpeneneHbl Ha ABE paBHble rpynmbl,
COMnoCcTaBMMble MO BO3PACTY, NOJY, ANUTENbHOCTY aHaM-
He3a W KNMHWUYEeCKUM NposBReHus M 3abonesaHus. Y 220
6onbHbIx (I rpynna) B neYeHMn UCNOAb30BANU CTaHAAPT-
HYI0 KOHCEPBATUBHYIO TEPANMIo, BKIIOYAA MHBbEKLMMN NOJ,
TpewmnHy pacTBopa rMAPOKOPTU30HA C HOBOKaWHOM.
Y52 (23,6%) naumeHTOB LOMNONHUTENBHO OCYLLECTBAANM
BBefeHue 6OTYIMHNYeCcKOro TOKcMHa Tuna A (40-60 E[]
npenapata) BO BHYTPEHHUN CHUHKTEP NPAMOIA KULIKM
M noj pybLoBYIO TKAHb aHANbHOMN TPELMHBI.

Y 260 naumnenToB (II rpynna) B KOMOUHMPOBAHHOM feye-
HUM ucnonb3oBanack PRP-Tepanus no pa3paboTaHHoil
Hamu meTopuke «Cnocob neyeHnUs oCTPON U XpOHUYe-
CKOW aHaNbHOM TPELLMHbI, OCNOXHEHHON CHUHKTEPO-
cnasmomy. MateHT 2644753, Poccuiickas ®epepauus,
onybnukoBaHo 13.02.2018). W3 nonyyeHHoii y nauu-
eHTa 50-70 Mn nepudepuyecKoil KpoBu rotoBunu 06o-
raleHHylo TpOMOOLMTaMKU ayTONOTUYHYIO MnasMy U ee
LeHTpudyruposann B ABa 3Tana B CneuuanbHbX Npo-
6upkax YCELLBIO-KIT (Kopes). B Takoii aytonnasme
nofyyanu KOHUEHTpPaLuio TPOMOOLMTOB, COOTBETCTBYIO-
wyto 1,2 x 10°-3,0 x 10° knetok/mi.

Ha npeponepaunoHHom 3Ttane (3a 5-7 AHeit go onepa-
TUBHOTO BMeLWaTeNbCTBa) 3TUM NaLMeHTaM ocylecT-
BASAN UHBEKUMM 4—5 Mn oborauieHHoi TpomboLuTamu
ayToNOrMYHOM nnasmel Ha 1,5, 7 1 12 4acos N0 yCNOBHO-
My LndepbaaTy Bo BHYTPEHHMI U HAPYKHBIA CHUHKTE-
pbl, @ TaKkxe nof pyoLOBYIO TKaHb fedeKTa CU3UCTON
aHanbHOro KaHana.

Ha BTopom 3Tane neyeHus nauueHTam B 0beux rpyn-
nax peanu3oBbIBaNM Nla3epHyl0 KOarynauuio TpeLu-
Hbl 3agHero npoxopa annapatom «Metrum Cryoflex»
(CLWA) ¢ nocnepyowum paguKanbHbIM UCCEYEHUEM
ee pybLOBbIX KpaeB pajuMOXWUpypruyeckum ckanbne-
nem «CyprutpoH» unm «Curisy («Zerts», lepmanus).
Y 183 (83,2%) nauueHToB I rpynnbl AONOSHWUTENbHO
BBIMOMHANM [O3MPOBAHHYI0 OOKOBYK CHUHKTEPOTO-
MUK, TOraa Kak y naunentos II rpynnel BMewartenscTs
Ha CUHKTepe He ocylecTBnann. B nocneonepauuoH-
HOM nepuofe y NalLMeHTOB 0beux rpynn B ambynatop-
HbIX YCNOBUAX NPUMEHANAch CTaHAAPTHAsA MefMKaMeH-
TO3HaA Tepanua W NPOBOLUANCH 3TaMHble NMepeBA3KU.
Kpome Toro, y nauuentoB II rpynnel pns ynydweHus
npouecca pereHepaLumn paHbl aHaNbHOTO KaHana yepes
1 mecsiL, nocne ncceyeHns TpelyrHbl NOBTOPHO OCYILEeCT-
BnaAu npouenypy PRP-Tepanuu no BbilWweonncaHHOw
MeTOAMKe.

Y BCeX WUCMbITyeMbIX MALWEHTOB OLEHUBANM BblpaXeH-
HOCTb 60/1€BOr0 CUHAPOMA MO 5-6annbHOI BepbanbHoil
peiiTuHroBoit Wwkane oueHkn 6oaum (Verbal Rating Scale,
VRS). 0 6annoB COOTBETCTBOBAO MONHOMY OTCYTCTBHUIO
60/1€BOr0 CMHAPOMA, a 5 6aN0B 03HAYAN0 HECTEPNUMYIO

MpuMeHenne ayTonornuHoM nnasmsl, oboraleHHoi Tpombouutamm,
B KOMMIEKCHOM NIe4eHUM aHANbHOM TPeLMHbI, coveTatoLelcs
€O cPMHKTEPOCNA3MOM, B AMBYNATOPHBIX YCNOBMSX

6onb, Tpebyoulyio 06s3aTeNbHOr0 Ha3HaYeHUs Meau-
KaMeHTO3HOro o6e36o0nuBaHus. B pasnuyHble cpoku
nocne NeYeHuss aHaNU3NpOBaNM KauyecTBO KMU3HM na-
LUIMEeHTOB C MoMolyblo onpocHuKa «SF-36 Health Status
Survey». Ha ocHOBe 3TUX AaHHbIX PacCyWTbIBaNM [Ba
OCHOBHbIX CyMMapHbIX Ko3thbuumeHTa: dusmnyeckuin
anemeHT 3n0poBbs (Physical health — PH) u ncuxono-
rmyeckuit anemeHt 3poposbs (Mental Health — MH).
Mo AaHHOI WKane KayecTBO Xn3HH, pasHoe 100 6annos,
AEMOHCTPUPYET aBCOIOTHOE 340POBbE, B CBOIO OYEPELb,
0 6annoB COOTBETCTBYET HUXHEMY MapaMeTpy LWKa-
nbl. PacyeTbl Npou3BOAMAM C MOMOLLbIO CMELUaNbHOro
OHNaliH-KanbKynaTopa.

KpuTepusiMu oueHKM pe3ynbTaToB NleYeHus SBASNNUCH
BbIPAXKEHHOCTb U NPOLOMKUTENLHOCT 6ONEBOrO CUHJ-
pOMa, aieKBATHOCTb KYNUPOBAHUA TUNEPTOHYCA aHaNb-
HOro CMHKTEPA, CPOKM MOMHOLEHHOW 3NUTenu3auuu
nocneonepaLMoHHbIX paH M BOCCTAHOBIEHUS TPYLOCMO-
COOGHOCTM NaLMEHTOB C UX BO3BPALLEHUEM K NMPUBbLIYHO-
My 00pasy Xu3HWU. IODEKTUBHOCTb ileYeHUs BONbHBIX
OLEeHMBaNU cnegyowmumM o6pasoM: Xopolwue pesynb-
TaTbl — MOJIHOE BbI3JOPOBNEHME W BOCCTAHOBNEHUE
KauecTBa XWU3HW; YAOBNETBOPUTENbHbIE Pe3ybTaThl —
CHUXXEHWe BbIPAXXEHHOCTM CUMNTOMOB 3aboneBaHus
(cdhuHKkTepocnasma, 6oneBoro CUHAPOMA, KpoBoTeue-
HUS, BOCNANIUTENbHOTO OTEKA); HEYAOBNETBOPUTENbHbIE
pe3ynbTaThl — COXpaHeHWe OCHOBHBIX CUMNTOMOB 3a60-
NeBaHUs, a TaKxe NpUCOeanHeHUe NHGHEKLUOHHO-BOC-
NajaUTENbHbBIX UM UHBIX OCNOXHEHUN.

PE3YJIbTATHI

Y naumeHntos II rpynnbl, cTeneHb 60N€BOro CUHApOMA
nocne onepayum 6bin1a 04HO3HAYHO Huxe (p < 0,05), yem
y 60nbHbIX I rpynnsl (Puc. 1).

Y nauumenToB II rpynnel Hanuume NONHOLEHHOW 3MK-
Tenusauum nocneonepaumoHHbIX paH KOHCTAaTMPOBa-
M Ha 29,4 + 2,8 cyTku, Toraa kKak B I rpynne 60abHbIX
CPOKM 3NUTeNu3aumMmu paH Gbinu cyllecTBEHHO Gonblue
u coctaBunmn 40,6 + 4,5 cytok. TpyaocnocobHOCTb na-
unentos II rpynnsl BoccTaHoBunack Ha 2,1 £ 0,4 cyTKy,
a K 6onbHbIM I rpynnbl TpyAoCNocoOHOCTb BEpHYNACh
Ha 4,2 + 0,8 cyTku. CpaBHUTENbHASA OLEHKA NOKa3aTenen
CPUHKTEPOMETPUM Y NALMUEHTOB C aHANbHON TPELLUHO
I v II rpynn B AMHaMUKe nevyeHus npeacTaBieHa B Ta-
6nuue 1.

MonyyeHHble pe3ynbTaThl CBUAETENbLCTBOBANMW, YTO
Ha MOMEHT Hayana fleyeHus y nauueHToB obeux rpynn
Npu COUHKTEPOMETPUU BbIABAANCA BbIPAXEHHbIA TU-
NepToOHYC aHanbHOro CMUHKTepa, NpoABNAIOLWMIACA
3HAYUTENIbHLIM NOBbIWEHWEM BEAUYUH CPEAHEro U MaK-
CUManbHOrO [aBJIEHUA B NOKOE W NPU BOJIEBOM COKpa-
weHun. HaunHas ¢ 10-x cyToK nocne onepauuu, y nauu-
eHToB II rpynnbl, KOTOPLIM Nepef UccevyeHnem aHanbHOM
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TPeLlnHbl B TKAHW aHOAEPMbl, @ TAKXXe BHYTPEHHEN U Ha-
PYXXHbI COUHKTEPHI NPAMON KULWKW NpefBapuTeNbHO
Npou3BOAMNACh MHbEKLMA obOralleHHoi TpombouuTa-
MU ayToniasmbl, NOKa3atenn AasNeHns B NPsAMON KULWKe
B MOKOE W NPy BOSIEBOM COKPALLEHUMN GbIIM JOCTOBEPHO
HUXEe MO CPaBHEHWUID C aHanOrMYHbIMM NapameTpamu
B I rpynne 60NbHbIX.

Yepe3 30 cyToK nocine nepeHeceHHOro OnepaTUBHO-
ro BMewarensctsa y GonbHbix II rpynnbl nokasarenu
CUHKTEPOMETPUN NPAKTUYECKM HE OTIMYANNCH OT HOp-
MaTUBHBIX 3HAYEHMWIA, TOTAA Kak y 52 (23,6%) naLneHToB
I rpynnbl B 3TV e CPOKW NOKa3aTenn cCOUHKTEPOMETpUM
0CTaBaNNCh CYLECTBEHHO MNOBbIWEHHbLIMU, YTO YKa3blBa-
710 Ha COXpaHeHue rMnepToHyca aHanbHOro cuHKTepa.
370 NOCNYXWUNO OCHOBAHMEM [N AOMNOJHUTENbHOrO
BBEZLEHUS B 3TU CPOKM AAHHbIM NaLUeHTaM BOTYIMHUYE-
cKoro TokcuHa Tuna A (40-60 E[l npenapata) npeumy-
WEeCTBEHHO BO BHYTPEHHUI COUHKTEP NPAMON KULIKM
W YaCTUYHO nof pyOLOBYIO TKaHb aHaNbHOW TPELLMHBI.
B 3TOM ciiyuae Mbl ucxogunu U3 TOro, YTo BBeAeHUe 60-
TYNOTOKCMHA CMOCOBCTBYET pPenakcauuu BHYTPEHHErO
cuHKTEpa M, COOTBETCTBEHHO, co3AaeT Gonee Gnaro-
NPUATHbIE YCNOBUA [JNA  32XWUBNEHUA XPOHWUYECKOW
TpelwmnHsl. B onpefeneHHoi cTeneHn 310 ABAANOCH Bbl-
HYXOEHHON [ONONHUTENIbHOW MepoW, HampaBieHHOW
Ha AUKBUAALMIO ANUTENbHO COXPAHAILWErocs cnasma
chUHKTepa B nocneonepaLMoHHOM NeprUoje y YacTu na-
umeHToB I rpynnbl A NONyYeHUs NPpUEMAEMbIX Pe3yiib-
TaToB NeyeHus.

B | rpymma

Banasl 49

g

N3 52 nauueHTOB, y KOTOPbIX B nociaeonepaluoHHble
CPOKM COXPaHANCA rMNEepTOHYC aHanbHOro cUHKTepa,
y 37 n3HayanbHo He BHIMOAHANMU J03MPOBaHHYIO GOKO-
BYIO CUHKTEPOTOMMIO, TOTAA KaK y 15 6ONbHbIX cna3m
CUHKTEPA COXPAHANCA B 3TU CPOKW, HECMOTPA Ha Bbl-
NONHEHHYI0 CHUHKTEPOTOMUIO.

TonbKo yepes 2 mecsua nocne onepauuu y nayueHToB
I rpynnel peructpuposanu Hopmanu3sauuio noKasarenen
CPUHKTEPOMETPUM W NOHUKEHNE LABNEHNS B aHANbHOM
KaHane [0 NpueMaeMbix BeAUYUH. Takum obpas3om, pe-
FPecc CHWXEeHWUA nokasaTesnei [aBNeHnAa B aHalbHOM
KaHane nocsie onepauuu y nayueHTos II rpynnsl 6610 go-
CTOBEPHO BbllE OTHOCUTENbHO aHANOMUYHON AUHAMUKK
B I rpynne 6onibHbIX.

Peumpus 3abonesaHus 6bin oTMmedeH y 19 (7,3%)
nauuenTos II rpynnel, Toraa kak B I rpynne B0306-
HOBJAEHME CUMNTOMOB TpelWMUHbl 3afHero npoxoAa
3adukcuposanu y 39 (17,7%) onepupoBaHHbIX 60/1b-
Hbix. B 24 (10,9%) cnyyasx y nauueHTtoB I rpynnel
B MNOCJeonepaLuoHHOM nepuoge ObliM OTMeYeHbl
FTHOMHO-BOCMANUTENbHbIE OCTOXHEHNA. AHANOrNYHbIX
nocseonepalMoHHbIX PaHEBbLIX OCNOXHEHWUA Y nayun-
eHtoB II rpynnbl He Habnoganock. B nogasnsiouem
OonblwunHCTBE HabnlofeHni y nauueHtos II rpynnel
no cpaBHeHuio ¢ I rpynnoit 60nbHbIX GbIAM [OCTUT-
HYTbl XOpolWKWe U YAOBNETBOPUTENbHbIE pe3ynbTaThl
nedyeHns (cooTBeTcTBEHHO, 92,7% npoTtus 71,3%)
(Tabn. 2). Mpu 3ToM cymmapHblit Ko3dduuneHT du-
3MYeCKOro U NCUX0NOrnYecKoro 3JIeMEHTOB 3[J0POBbA,

® II rpymma
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PucyHok 1. CpasHumensHas oyeHKa sbipaxeHHocmu 60negoeo cuHopoma no VRS (6annsi) y nayueHmos ¢ aHansHol mpewjuHol

8 I u I epynnax nocne onepayuu

Figure 1. Comparative assessment of the severity of pain syndrome according to VRS (points) in patients with anal fissure in groups

I and II after surgery

KOJNOMNPOKTOJIOTUS, Tom 21, N2 1, 2022

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022



OPUTUHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

Tabnuua 1. CpasHumesibHas oyeHKa nokasamesnel chuHKkmepoMempuu y nayueHmos ¢ aHansHol mpewurod 8 I u II epynnax

8 OuHamuke neveHus (M +m)

Table 1. Comparative assessment of sphincterometry indicators in patients with anal fissure in groups I and II in the dynamics of

treatment (M + m)

J1anbl UccnenoBaHmnA
MNokasatenu cuHkrepomeTpuu | Fpynnbl | KoHTposibHbIE Mocne onepausH, cyrki
(mm prT. cT.) GONbHLIX |  3HAYeHusA Jlo onepauuu
10-e cyTKH 30-e cyTkMn 60-e cyTKM
CpepHee faBneHue B nokoe I rpynna 96,2 + 13,2 89,9+9,3 73,2+83 49,2 +7,7*
44,6 +9,8
II rpynna 98,1+ 15,4** 70,1+6,8 48,1+7,6* 451+6,8* **
MakcumanbHoe gaBneHune I rpynna 104,1+ 18,9 98,7 + 8,4 823 +104 58,1+9,7*
B NoKoE 52,5+11,7
II rpynna 106,3 + 19,4** 772+7,1 59,0 + 8,5* 53,4+6,9* **
CpepHee faBneHne npu Bonesom | Irpynna 133,1+12,7 119,1+8,9 108,4 + 8,3 90,1+10,3*
COKpaLleHuu 89584
IT rpynna 1342 £ 11,5** 101,2+7,8 92,2 £ 6,4* 87,2+9,6* **
MakcumanbHoe aaBneHue I rpynna 13864131 182,4+21,8 169,7 + 10,2 1575+7,6 144,3 + 11,5*
6+ 13,
pW BONEBOM COKpalLEHAY II rpynna 185,3 + 29,6** 150,2 + 8,6 1414+ 68% | 137,9+14,7* **

Mpumeyarue. Cmamucmuyecku HedocmosepHsle paznuyus (p > 0,05): * — no cpasHeHuUt C KOKMPONbHBIMU 3HAYeHUAMU; ** — Mexdy epynnamu.

paccyuTbiBaeMblil B TeyeHue nepsbix 30 CyTOK nocne
onepauun ¢ nomouwblo onpocHuka SF-36, mokasan,
yTo y nauueHToB II rpynnbl 37U NokasaTenu GbiIn fo-
CTOBEpPHO Bhbile, YeM y 6onbHbIX I rpynnbl (Puc. 2).
Takum 06pa3omM, NosyyYeHHble HaMU JaHHbIe NOKa3anu,
4T0 y nauneHTos II rpynnbl, y KOTOPbLIX B KOMMIeKce
neyebHbIX MeponpuATHii npumeHanace PRP-Tepanus,
B LeNoM ObliM MONyYEHbl lyyline pe3ynbTaThl Jeye-
HUs, 4eM y 60abHbIX I rpynmbl.

B | rpymma

OBCYXAOEHUE

Wcnonb3oBaHne oboraleHHON TpombouMTaMu ayTo-
JIOTUYHOW NNas3Mmbl Yy NaLMEHTOB C TPELMHON 3aAHEro
NPOX0Aa, OCNOXHEHHON CNa3mMoM CHUHKTepa, ABAAETCA
uenecoobpasHbiM 1 NaTOreHeTMYeckn 06OCHOBAHHLIM
neyeGHbIM MeponpuaTuem. Kak npasuno, npu Tpaau-
LUMOHHOM MeAMKAMEHTO3HOM JIeYeHUU 3aAKUBIEHUE
aHaNbHbIX TPELMH NPOUCXOLUT MEANEHHO, TaK Kak 3Ta

B I1 rpyrma

10-e cyTRH 10-e cyTRH 20-¢ cyTRH
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PucyHok 2. CpasHumensHas oyeHKa Kasecmsa xu3sHu no wkane SF-36 y nayueHmos ¢ aHanbHol mpewurol 8 I u II epynnax

nocjie onepayuu

Figure 2. Comparative assessment of the quality of life according to the SF-36 scale in patients with anal fissure in groups I and

II after surgery

MpuMeHeHne ayTonornuHoi nnasmsl, oboraleHHo TpoMbounTamm,
B KOMM/IEKCHOM JIe4€HMU OHA/IBHOM TPELLMHDI, coYeTalolencs
€0 cHUHKTEPOCNA3MOM, B AMBYNATOPHBIX yCnoBMSX
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Tabnuua 2. CpasHumebHas OUeHKa pe3yibmamos edeHus 60/1bHbIX ¢ aHanbHOU mpewurol 8 I u IT epynnax
Table 2. Comparative evaluation of the results of treatment of patients with anal fissure in groups I and II

Pe3ynbTartbl NeyeHns

Tpynnbl 601bHbIX Xopowue YaoBnetBoputenbHble HeypoBsnetsoputenbHble
a6c. % a6c. % a6e. %
I rpynna (n = 220) 140 63,6 17 7,7 63 28,6
II rpynna (n = 260) 235 90,4 6 2,3 19 7,3

061acTb HEOCTaTOYHO KPOBOCHAbGkaeTcs Bcneacteue
cToiiKoro cnasma cuHktepa. JleyebHbiit 3hdekT BBe-
LEHHON B NpobNeMHyY0 30HY aHanbHOro KaHana ayro-
JIOTUYHON Mna3mbl, 0BOrawWeHHON BbICOKON KOHLIEH-
Tpauueii TpombOUMTOB, MO-BUAMMOMY, 0OyCNOBAEH
BO3[ENCTBMEM HA OCHOBHblE NATOreHETUYECKNE 3BEHbS
3aboneBaHNs: CTOMKNII cna3m BHyTpeHHero chuHKTepa
NPAMON KUWKM U HapylleHWe penapauumn TKaHeil B 06-
nactu gedekta aHoLepMbl BCIEACTBUE HEAOCTATOYHOrO
KpoBOCHabeHus. BBefeHue ayToNorMyHoi nnasmel,
cofepxallein B 60nblwoM Konuyectee (DaKTopbl pocTa
TPOMBOLMTOB, HENOCPEACTBEHHO B aHa/IbHbIN CHUHKTEP
“ nog aedeKT aHoAepPMbl CMOCOBCTBYET YCTPAHEHMIO Mbi-
WEYHOro cnasma M ynyylleHno KPOBOCHABKEHMA Cu-
31CTOil 060/104KM aHANBHOTO KaHaNa, a TakXKe 3anyckaer
Kackaj penapaTuMBHbIX BOCCTAHOBUTENbHbIX MPOLECCOB
B MOpaXeHHOM y4yacTke TKaHel. [pu 3tom cnepyet
NOAYEPKHYTb HEOBXOAMMOCTb NMPOBeAeHUs KOPpeKLuH
cuHkTepocnasma ¢ nomouwbto PRP-Tepanuu nmeHHO
Ha MepBOM 3Tane je4YeHUs, a 3aTeM NPOU3BOAWUTb UC-
ceyeHne caMoii aHaNbHOM TpewuHbl. B npoTnBHOM cny-
yae NpW HapyleHWU NOCNeL0BaTENbHOCTYU NPOBEAEHUS
3TUX NeYebHbIX MeponpuaTUil ecTb BEpPOSTHOCTL (op-
MUPOBAHMUA KNOPOYHOr0 Kpyra» C pa3BUTUEM peLnAnBa
3aboneBaHus.

BeeneHne oboraieHHoit TpomGouuTamu aytonnas-
Mbl B 30HY pYOLOBO-U3MEHEHHbIX TKAHEN aHaNbHO-
ro cuHKTepa cnocobCTBYET CTUMYAALUMM M YaCTUY-
HOW pereHepaLuu NOBPEXAEHHbIX TNAJKOMbILWEYHbIX
CTPYKTYP 3@ CYET aKTUBALMMW NPOLECCOB HEO-aHrnore-
He3a W HelporeHesa. [onyyaembiil npu 3TOM ekt
penakcauuu aHanbHOro CHUHKTEPA, YTO AOCTOBEPHO
NOLTBEPXKAAETCA [JaHHbIMU CHUHKTEPOMETpUM, MNo-
BMOMMOMY, OMNOCPefOBaH YacTUYHON pereHepauuen
MbILEYHON TKaHU Ha (OHe aKTUBHbIX nponudepa-
TUBHBIX MPOLECCOB HEMNOCPEACTBEHHO B 30HE CaMoMn
aHanbHOM TpewuHbl. B onpegeneHHon cTeneHu 370
NOLTBEPXKAAETCA BO3MOXHOCTbIO MOMHOMO 3a)kuBne-
HUA XPOHWYECKON aHaNbHOM TPELMHbl U YCTPAHEHUS
cnasma cuHkTepa 6e3 BbINOJHEHUS CHUHKTEPOTOMMM
B YC/OBMAX TOMUYECKOr0 NPUMEHEeHUs 060ralleHHOoil
TpoMGOLMTaMK ayTONNa3Mbl.

Y6eauTenbHbIM  10Ka3aTeNbCTBOM MO3UTUBHOMO BO3-
peiictBua PRP-Tepanum Ha dyHKLMOHaNbHOE COCTOAHME
aHaNbHOro CUHKTEpA ABNANOCL Pa3BUTUE €ro ycTon-
YMBOW penakcaluu, YTO MOATBEPKAANOCH pe3ysbTaTa-
MU CHUHKTEPOMETPUM. ITO MO3BOSMIO OTKA3aTbCA OT

KOJIOMNPOKTOJIOTUS, tom 21, N2 1, 2022

cuHKTepoToMmun y nauuentoB II rpynnbl, 4TO Cyle-
CTBEHHO CHWU3WNO CTeNeHb XWPYPruyecKoi arpeccuu
M NPaKTUYECKM WCKNIOYUAO PUCK Pa3BUTUA PaHEeBbIX
MH(EKLMOHHO-BOCMANUTENbHbIX OCNOXHEHUN, KOTOPbIe
B 10,9% cnyyaes Habntoganucek y 60nbHbIX I rpynnbl no-
Cle BbINMOHEHNS BMELATeNbCTB Ha aHaNbHOM CUHKTe-
pe. Kpome Toro, 0TKa3 OT BbINONHEHUA CHOUHKTEPOTOMMUK
y nauuentos II rpynnbl NONOXMUTENBEHO NOBAMAN HA CPO-
KU 32XMBNEHUA paHbl aHOLEPMbI, @ TaKKe YPOBEHb Ka-
4yecTBa XMW3HW NOCNe ONepaTUBHOrO BMeLATe/NbCTBA.
Mpwn 3Tom y nauuenTos II rpynnsl B ycnosuax npumeHe-
Hus PRP-Tepanun nocne onepauuu Ha ¢hoHe NUKBMAA-
LMK CTOKOro cMHKTEpOCNa3Ma 3HaYMTeNbHO paHblue
Kynuposancs 601eBoil CUHLPOM, U BOCCTaHaBAMBaNACh
Ux TpyLocnocobHocTb. Ha 11,2 + 3,4 CyTKM coKpalanuch
CPOKM MONHOLEHHON 3NUTeNu3auun paHbl aHaNbHOro
KaHana, a Takke 6oee BbICOKO OLEHWBaAUCL CyMMap-
Hble KO3 PULMeHTb (HU3NYECKOro U NCMXON0TUYeCKo-
ro 37I€MeHTOB 3[0POBbsA. B KOHEUHOM uTOre y BONbHbIX
IT rpynnbl yaanoch CHU3UTbL YUCIO PeLuauBoB 3abone-
BaHusA ¢ 17,7 po 7,3% (10 ectb Ha 10,4%) 1 noayuutb
Ha 26,8% 60/blie MONOXUTENbHBIX WCXOA0B JIeYeHUs
no CpaBHEHUIO ¢ nauueHTamm I rpynnel.

3AKITKOYEHME

MNpumeHenne PRP-Tepanuu B KOMNIEKCHOM fevyeHuu
GONbHbIX C TPElMHON 3afHEro NPOXOAad, OCIOMKHEH-
HOW CcUHKTEPOCNA3MOM, CNOCOBCTBYET NWUKBUAALMN
naTosIorMyeckoro cnasma CUHKTEpa, B CYLLECTBEHHOM
CTEeNeHW CHUXaeT ypoBeHb 6ONEBOrO CHHAPOMA, CMo-
cobcTByeT Gonee BGbICTPOMY 3aXMBAEHMIO Moc/ieone-
PaLMOHHBIX PaH ¥ BO3BPAlLEHMIO TPYAOCMNOCOOHOCTH.
MpeanoxeHHbIt HaMK cnocob neyeHus TPELUMHbl 3af-
Hero npoxofa natoreHeTM4eckm 060CHOBAH, ABAETCS
[OCTaTOYHO 3P DEKTUBHBIM, OTANYAETCA MUHUMANbHbLIM
TPaBMaTU3MOM M MOXeET C YyCnexoM WCnoab30BaTb-
CA B KayecCTBe CTaLMOHapo3aMmellalolei TeXHONOrun
B amMOyNaTOPHbIX YCIOBUAX M CTaLMOHAPE «OLHOTO
LHAY.
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«MprmeHeHne ayTonorMuHoi nnasmel, oboraleHHOHM

TPOMBOLUTAMM, B KOMMAEKCHOM JIEYEHMM QHANBHOM TPELMHBI,

coveTaroLLencs co CPUHKTEPOCNA3IMOM, B AMBYNATOPHBIX YCIOBUAXY,

aetopsbl: benuk .M., Kosanee A.H.

Cratba benuk 6.M. n Kosanesa A.H. nocssuweHa akTy-
anbHoW npobneme B CTPYKTYpe OKa3aHWUA KONOMPOKTO-
JIOTUYECKON MOMOWM TPyAOCNocoOHOMY HaceneHuio.
B nocnepHue rofbl AnA CTUMYNALMKM YCKOPEHUA pere-
HepaTUBHLIX MPOLECCOB B paHeBbiX AedekTax ycnew-
HO MPUMEHSETCA ayToNOrMYHas nnasma, oboralueHHas
TpomGouuTamu. B 3Toil CBA3M uccnepoBaHus no ee
NPUMEHEHUIO Y MALMUEHTOB, CTPAAAIOLNX XPOHUYECKON
aHaNbHOW TPELMHOW, He TNLIEHbI HAYyYHO-NPAKTUYECKO-
ro MHTepeca.

OpHako Ha OCHOBaHUM pe3ynbTaToB ONy6GAUKOBAH-
HOW paboTbl, Henb3s cAenatb OAHO3HAYHbIA BbIBOJ,
0 MONOXUTENbHOM 3(deKTe ayToONOrMYyHOW niasmsl,

KOMMeHTGpHH peAKonnerMm K ctaTtbe

Mp1MeHeHWe ayTonornyHoMi nnasmsl, oboraleHHoi Tpombouutamm,
B KOMMIEKCHOM NIe4eHUM QHANbHOM TPeLMHbI, CoveTaloLeics

co chUHKTEPOCNA3MOM, B AMBYNATOPHBIX yCNOBMSIX

obGoraleHHoi TpomGoLuUTaMKu, MOCKONbKY Y KaXAo-
ro nauueHTa WCMONb30BANOCh HECKONbKO METOAO0B
neyeHus.

Mo Hawemy MHeHWI0, aBTopaM LenecoobpasHo B no-
cnepytollem cchopMupoBaTh 6onee OLHOPOAHbBIE FPYNMbl
NauuMeHToB, CPaBHUBAsA pa3jiMyHble METOAbl NleyeHus
C NPUMEHEHUs ayTONOTMYHOI NAa3Mbl U 6e3 Hero.
Penkonnerus xypHana Hafeertcs, YTo AanbHeillee U3-
yuyeHue faHHOW Npobaembl N03BONUT 6oee JOCTOBEPHO
CYLUTb O CTENEHW BAMSHUA AAHHOMO METOAA Ha pe3ynb-
TaTbl JIeYEHUS XPOHUYECKON aHaNbHON TPELUHBI.
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Treatment of chronic anal fissure botulinum toxin type A 40
U in comparison with lateral subcutaneous sphincterotomy

(NCT03855046)

Roman Yu. Khryukin', Eugeny E. Zharkov', Nikolay A. Goloktionov',
Svetlana V. Nekhrikova', Vladimir Yu. Medvedev?, Sergey V. Slozhenikin?,
Eugeny A. Zagryadskii®, Alexey A. Ponomarenko'

'Ryzhikh National Medical Research Center of Coloproctology (Salyama Adilya str., 2, Moscow, 123423,
Russia)
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®Medical Center «<ON CLINIC» (Bolshaya Molchanovka sir., 32-1, Moscow, 121069, Russia)

AIM: to improve the results of chronic anal fissure treatment.
PATIENTS AND METHODS: the prospective randomized study included 176 patients divided in two groups. Eighty-eight
patients underwent fissure excision in combination with injection of botulinum toxin type A (incobotulinum toxin)
into the internal anal sphincter (main group, BTA), and 88 patients underwent anal fissure excision in combination
with lateral subcutaneous sphincterotomy (control group, LIS).
RESULTS: on the 30th day after surgery, spasm of internal anal sphincter, according to profilometry, persisted in
14.8% of patients of the main group (BTA) and 22.7% of patients in the control group (LSS) (p = 0.18), and on the
60th day in 20.4% and 14.8% of patients, respectively (p = 0.32). On the 60th day after surgery, the postoperative
wound did not epithelialize in 14% of patients in the BTA group and 1% of the LSS group (p = 0.0006). On the 30th
day after surgery, complaints of incontinence were noted by 32% of patients in the BTA group and 31% in the LSS
group (p = 0.87), on the 60th day — 7% and 11% of patients, respectively (p = 0.29). The intensity of pain after
surgery in the compared groups did not differ both after defecation and during the day (p > 0.05). Expansion of the
surgery volume increases the chance of developing temporary anal sphincter incontinence (ASI) by 2.44 times on the
30th day of observation (p = 0.01) and by 3 times — on day 60 (p = 0.04). The use of BTA as a method of internal
anal sphincter relaxation increases the chance of slowing down the epithelization of the postoperative wound by
13.7 times [p = 0.01], and the expansion of the surgery volume — by 3.47 times [p = 0.03].
CONCLUSION: the use 40 U of botulinum toxin type A after anal fissure excision is not inferior to lateral subcuta-
neous sphincterotomy in elimination of spasm internal anal sphincter with a comparable incidence of temporary
anal sphincter incontinence within 2 months after surgery. Neurotoxin serves as an alternative to sphincterotomy,
however, in some cases, it requires the addition of a agent containing human recombinant epidermal growth factor
to the postoperative management of patients.

KEYWORDS: chronic anal fissure, CAF, internal sphincter spasm, botulinum toxin type A, BTA, incobotulinum toxin, lateral subcutaneous sphinc-
terotomy, LIS.
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LSS is accompanied by the postoperative anal
INTRODUCTION sphincter incontinence (ASI); and therefore the
search continues for methods of the internal
Currently, the main method of treatment of analsphincterrelaxation thatdo not lead to the
chronic anal fissure (CAF) is lateral subcuta- development of ASI and, at the same time, are
neous sphincterotomy (LSS) [1,2]. However, not inferior to sphincterotomy in the incidence
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of fissure healing [3,4]. One of the proposed
methods of treatment of chronic anal fissure is
the injection of botulinum toxin type A into the
internal anal sphincter (incobotulinum toxin,
BTA). A meta-analysis of seven randomized clin-
ical trials (RCTs) comparing LSS and BTA in the
treatment of CAF showed that in the period of
observation of patients from 4.5 to 60 months,
the risk of temporary postoperative ASI after
injection of neurotoxin into the internal anal
sphincter is 0.86 times lower than after sphinc-
terotomy, but BTA is inferior to LSS in the ef-
fectiveness of treatment of chronic anal fissure.
Despite the meta-analysis of RCTs, they used
various methods of injection of the drug with-
out excision of the fissure, which may affect the
effectiveness of treatment of patients with CAF
[5]. We proposed a method for the treatment of
chronic anal fissures, consisting in excision of
the fissure with injection of BTA into the in-
ternal anal sphincter at a dosage of 40 units,
leading to epithelization of the postoperative
wound in all patients for 2 months with a mini-
mum incidence of reversible anal sphincter in-
continence. Thus, we decided to conduct a ran-
domized study comparing the fissure excision in
combination with LSS and the fissure excision
in combination with the injection of botulinum
toxin type A into the internal anal sphincter ac-
cording to the proposed method in order to as-
sess the incidence of ASI development and heal-
ing of postoperative wounds.

AIM

The aim of the study was to improve the results of
chronic anal fissure treatment.

PATIENTS AND METHODS

In the period from November 2019 to September
2021, a prospective, randomized, single-center
study on the basis of our Center, registered
on the website www.ClinicalTrials.gov (ID
NCT03855046) was done.

The main group included 88 patients who un-
derwent fissure excision in combination with
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drug relaxation of the internal anal sphincter
with botulinum toxin type A (BTA).The control
group included 88 patients who underwent fis-
sure excision in combination with lateral subcu-
taneous sphincterotomy (LSS) (Fig.1). The diag-
nosis of “chronic anal fissure” was established
in the presence of at least one of the following
signs: the duration of the disease history over
2 months, scars of the defect margins, fibrous
polyp of the anal canal at the proximal edge of
the defect, sentinel pile at the distal edge of
the defect; fibers of the internal sphincter at
the bottom of the defect.

Inclusion Criteria

Patients with chronic anal fissure with con-
firmed spasm of the internal sphincter accord-
ing to profilometry; age of patients over 18
years; informed consent of the patient to par-
ticipate in the study.

Non-inclusion Criteria

Patients who previously had surgery on the anal
canal and rectum (with the exception of mini-
mally invasive methods); the presence of anal
sphincter incontinence of the I-III grade (by
Wexner scale — over 0 points); pectenosis; in-
flammatory bowel diseases; external and inter-
nal hemorrhoids stage IV; fistula-in-ano; severe

[ Patients with chronic anal fissure with sphincter spasm ]

1 1

[ Main group (BTA). N=8§ J [ Control group (LSS), N=8§8 ]

|
4 h

Postoperative follow-up

Primary points of research:
- Rate of ASlon the 6lithdayby the Wexner scale;
- Incidence of epithelization of the postoperative
wound on the 6th day
Secondary points of research:

- rateand structure of complications;

= pain syndrome;

- profilometry indicators;

- duration of temporary disability;

= hospital stay.
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Figure 1. Research design
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Table 1. Clinical characteristics of patients with chronic anal fissure

Indicator Method of elimination of the internal sphincter spasm p
BTA, N = 88 LSS, N = 88
Median age (quartiles) 37.5 (32; 45) 39 (33; 52) 0.08
Median BMI, kg/m? (quartiles) 24.3 (21.1; 28.3) 26.1(22.2; 30.1) 0.07
Gender
Male 34 (38.6%) 39 (44.3%) 0.54
Female 54 (61.4%) 49 (55.7%)
History of the disease (months) 16.5 (6; 60) 18.5 (8.5; 50) 0.92
Median pain syndrome after stool (quartiles) 5(4;7) 6 (5; 8) 0.004
Median pain syndrome during the day (quartiles) 4 (3; 6) 5(3; 6) 0.09
Anal fissure (N)
1 74 (84%) 73 (82.9%) 0.84
2 14 (15.9%) 15 (17%)
Internal fistula opening 4 (4.6%) 2 (2.3%) 0.4
Fibrous polyp (N)
1 22 (25%) 33 (37.5%) 0.1
2 0 3 (3.4%) 0.7
Sentinel pile (N)
1 22 (25%) 31 (35.2%) 0.18
2 3 (3.4%) 6 (6.8%) 0.5
External hemorrhoids (N)
1 12 (13.6%) 6 (6.8%)
2 4 (4.6%) 5 (5.7%) 0.41
3 5 (5.7%) 8 (9%)
Internal hemorrhoids(N)
1 7 (7.9%) 3 (3.4%) 0.14
2 1 (1.1%) 5 (5.7%)
3 7 (7.9%) 4 (4.6%)
Defecation
Normal stool 23 (26.1%) 23 (26.1%) 1
Constipation 65 (73.9%) 65 (73.9%)
Childbirth (N) N =54 N =49 0.55
0 25 (46.3%) 18 (36.7%)
1 11 (20.4%) 14 (28.6%)
2 15 (27.8%) 16 (32.7%)
3 2 (3.7%) 1 (2%)
4 1 (1.8%) 0
Complicated childbirth in history 11 (20.4%) 9 (18.4%) 0.8

comorbidities in the stage of decompensation;
pregnancy and lactation, individual intolerance
and hypersensitivity to botulinum toxin type A;
myasthenia and myasthenic syndromes.
Exclusion Criteria

The presence of anal fistulas that capture the
subcutaneous part of the external sphincter and
deeper (during intraoperative revision); refusal
to undergo examination, non-compliance with
the study protocol.

All patients included in the study underwent
profilometry before surgery, on the 30th and
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60th days after surgery using Solar GI HRAM de-
vice (Netherlands). The presence of the internal
anal sphincter spasm was established with anin-
crease in at least one of the following profilom-
etry indicators: mean pressure in the anal canal
at rest (APACR), (norm: 44.0-60.4 mmHg), maxi-
mum pressure in the anal canal at rest (MPACR),
(norm: 89.4-112.2 mmHg) [6]. Before surgery
and day after it, patients assessed the pain syn-
drome on a visual-analog scale (VAS), answered
questions on the Wexner incontinence scale. On
the 7th, 30th and 60th days of follow-up, the

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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results of treatment were clinically evaluated:
patients underwent a digital examination and
anoscopy. Within two months after the surgery,
an analysis of the intake of painkillers, the du-
ration of temporary disability after surgery, as
well as the duration of temporary anal incon-
tinence, if present in the postoperative period,
was performed.

Surgery was performed under spinal anesthesia
in the position of the patient on his back with
his legs as close to the abdomen as possible.
Patients of the main group (BTA) after excision
of the fissure according to the standard proce-
dure [1] were injected with botulinum toxin type
A, free of complexing proteins, into the internal
anal sphincterat 1,5,7 and 11 o’clock at a dosage
of 10 units of the drug (a total of 40 units) using
an insulin syringe for 100 divisions. Patients of
the control group (LSS) underwent fissure exci-
sion in combination with lateral subcutaneous
sphincterotomy by closed or open method, de-
pending on the preference of the surgeon [1].

If the patient had a fissure complicated by an
incomplete internal fistula that did not capture
parts of the external sphincter (intersphinc-
teric fistula), the fistula fissure was excised in
a single block within healthy tissues [1], in the
presence of external and internal hemorrhoids
of stage II-III, surgery was performed depend-
ing on the stage of this disease in accordance
with clinical guidelines [7].

Patients of the main (BTA) and control (LSS)
groups were homogeneous in age, body mass
index (BMI), gender, and other clinical features
(Table 1).

Patients of the main (BTA) and control (LSS)
groups were also comparable in type of sur-
gery aimed at eliminating the manifestations of
hemorrhoidal disease (Table 2).
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Figure 2. Average pressure in the anal canal at rest before surgery and in the postoperative period
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Table 2. Characteristics of patients operated for chronic anal fissure and concomitant hemorrhoidal disease

Indicator Method of elimination of the p
internal anal sphincter spasm
Form and stage of hemorrhoids BTA, N =288 LSS, N =88
External hemorrhoids 7 (7.9%) 8 (9%) 1
External and internal hemorrhoids of stage 2 4 (4.6%) 0 0.12
External and internal hemorrhoids of stage 3 7 (7.9%) 12 (13.6%) 0.34
Surgery volume for hemorrhoids
Sclerosis of internal hemorrhoids, excision of external hemorrhoids 4 (4.6%) 0 0.12
Desarterization of internal hemorrhoids with mucopexia 0 1(1.1%) 1
Desarterization of internal hemorrhoids with mucopexia, 3 (3.4%) 4 (4.6%) 1
excision of external hemorrhoids
Excision of external hemorrhoids 7 (7.9%) 8 (9%) 1
Open hemorrhoidectomy 4 (4.6%) 7 (7.9%) 0.54
Table 3. Spasm of the internal anal sphincter on days 30 and 60 after surgery
The internal anal Day 30 Day 60
sphincter spasm BTA, LSS, p BTA, LSS, p
N =388 N =388 N =288 N =388
Yes 13 (14.8%) 20 (22.7%) 0.18 18 (20.4%) 13 (14.8%) 0.32
No 75 (85.2%) 68 (77.3%) 70 (79.6%) 75 (85.2%)
Table 4. Frequency and structure of postoperative complications
Method of the internal anal sphincter
R relaxation
Complications - p
Main Group Control Group
(BTA), N =88 (LSS), N = 88
Hematoma 1(1%) 22 (25%) 0.0001
Thrombosis of external hemorrhoids 4 (5%) 3 (3%) 0.7
Urinary retention 1(1%) 1(1%) 1
Bleeding in the early postoperative period 0 1(1%) 0.24
Long-term non-healing wound 12 (14%) 1(1%) 0.0006
Temporary ASI on the 30th day after surgery 28 (32%) 27 (31%) 0.87
Temporary ASI on the 60th day after surgery 6 (7%) 10 (11%) 0.29

RESULTS

On the 30th day of follow-up in the compared
groups, a significant decrease in the mean
pressure in the anal canal at rest was revealed
compared with the parameters of profilometry
before surgery [p < 0.05], while the APACR on
the 30th day after surgery was lower in the BTA
group [p = 0.008] (Fig.2).

Nevertheless, on the 30th day after surgery,
spasm of the internal anal sphincter according
to profilometry (APACR and MPACR indicators)
persisted in 13/88 (14.8%) patients of the main
group (BTA) and 20/88 (22.7%) patients of the
control group (LSS) (p = 0.18). On the 60th day
of follow-up, there was an increase in the num-
ber of patients with sphincter spasm in the BTA
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group to 18/88 (20.4%), and in the LSS group —
a decrease to 13/88 (14.8%) (p = 0.32), (Table
3).

Within 60 days after surgery, the patients in-
cluded in the study were evaluated for the in-
cidence and nature of complications (Table 4).
Hematoma of the perianal area was detected in
1/88 (1%) patients of the BTA group and in 22/88
(25%) patients of the LSS group (p = 0.0001).
The single hematoma in a patient after surgery
in the main group (BTA) was associated with the
open hemorrhoidectomy (external and internal
hemorrhoids of stage III) and the need for them
to take anticoagulants in connection with ear-
lier surgery on the mitral valve. Hematomas in
22/88 (25%) patients of the control group (LSS)
were associated with the technical features of

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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Table 5. Factors associated with the development of transient AI on day 30 after surgery

Factor OR (CI 95%) p
Method of internal sphincter relaxation
BTA 1
LSS 0.95 (0.5-1.79) 0.87
Surgery type
Standard 1
Extended 2.44 (1.22-4.87) 0.01
Age 1.03 (0.99-1.05) 0.07
BMI 0.99 (0.93-1.06) 0.78
Gender
Male 1
Female 1.71 (0.88-3.34) 0.11
Childbirth (N)
0 1
1 1.17 (0.41-3.28) 0.77
2 1.3 (0.5-3.43) 0.58
3 and more 2.07 (0.26-16.3) 0.49
Complicated childbirth
No 1
Yes 0.95 (0.34-2.64) 0.92

performing sphincterotomy: bleeding into the
subcutaneous tissue of the perianal area after
dissection of the internal sphincter. It is worth
noting that this complication was not clinically
significant and did not require additional pre-
scriptions in any case.

Bleeding after surgery occurred in 1/88 (1%)
patient of the control group (LSS), which re-
quired stitching of the vessel in the site of the
postoperative wound (p = 0.24).

On the 60th day of follow-up, the postoperative
wound was not epithelized in 12/88 (14%) pa-
tients of the main group (BTA) and 1/88 (1%) of
the control group (LSS) (p =0.0006). Among the
above-mentioned 12 patients of the BTA group,
spasm of the internal anal sphincter persisted
in 2/12 (17%) patients, and no spasm was de-
tected in the only patient from the LSS group
(p =1.0). All patients with unhealed wounds on
the 60th day after surgery got local treatment
with a drug containing human recombinant epi-
dermal growth factor. Against the background
of the treatment, the postoperative wound has
epithelized within 2 weeks in 11/12 (92%) pa-
tients of the main group (BTA) and in 1 patient
of the control group (LSS). In 1/12 (8%) patient
of the BTA group, due to the ineffectiveness of
the treatment and the absence of spasm of the
internal anal sphincter, a scraping was taken
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from the wound to detect sexually transmitted
diseases, and urea plasmas were detected by
polymerase chain reaction (PCR), which required
the prescription of antibacterial therapy taking
into account the sensitivity of the pathogen.
Against the background of ongoing treatment,
the wound in this patient healed within one
month.

On the 30th day after surgery, complaints of in-
continence were noted by 28/88 (32%) patients
of the main group and 27/88 (31%) patients of
the control group (p = 0.87), the mean score on
the Wexner scale in these patients on the 30th
day was 2 (2; 3) and 3 (2; 3) points, respectively
(p=0.3).Inboth groups, the maximum score was
4 points, and the minimum score was 1 point.
On day 60, this complication was observed in
6/88 (7%) patients of the BTA group and 10/88
(11%) patients of the LSS group (p = 0.29), and
the mean score on the Wexner scale was 1 (1; 1)
and 2 (1; 3) points, respectively (p =0.1). In the
control group (LSS), the maximum score on the
Wexner scale on the 60th day after surgery was
4 points, and the minimum score was 1 point. It
is worth noting that none of the patients had
incontinence of liquid and solid stools, and the
number of points during the follow-up gradually
decreased in both groups. According to an in-
dependent, subjective assessment by patients

Treatment of chronic anal fissure botulinum toxin type A 40 U in
comparison with lateral subcutaneous sphincterotomy (NCT03855046)
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Table 6. Factors associated with the development of transient AI on the 60th day after surgery

Factor OR (CI 95%) p
Method of internal sphincter relaxation:
BTA 1
LSS 1.75 (0.61-5.05) 0.3
Surgery type
Standard 1
Extended 3 (1.06-8.52) 0.04
Age 1.03 (0.98-1.07) 0.22
BMI 1.02 (0.93-1.13) 0.64
Gender
Male 1
Female 0.9 (0.32-2.55) 0.85
Childbirth (N)
0 1
1 0.85 (0.14-4.9) 0.86
2 0.67 (0.12-3.92) 0.66
3 and more 3.25(0.27-39) 0.35
Complicated childbirth
No 1
Yes 0.49 (0.06-4.18) 0.52

of the duration of temporary ASI according to
the Wexner scale, in the main group the median
indicator was 16 (5.5; 28) days, in the control
group — 20 (9; 26) days (p = 0.56).

The intensity of postoperative pain in the com-
pared groups did not differ both after defecation
and during the day (p > 0.05). In the postopera-
tive period, the use of analgesics was required
by all patients, whose groups were comparable
by the specific gravity as well as by the dura-
tion of taking painkillers (p > 0.05].

Overall hospital stay of inpatient treatment
in both groups did not differ significantly and
amounted to 5 (4; 6) days in the main group
(BTA) and 4 (4; 6) — in the control group (LSS)
(p=0.33).

The time of temporary disability of patients
after surgery in the main group (BTA) was 18.5
(9.5; 30.5) days, in the control group (LSS) — 22
(12; 31.5) (p = 0.26).

A univariant analysis of factors presumably in-
fluencing the risk of temporary anal inconti-
nence on the 30th and 60th days after surgery
was carried out. The expansion of the surgery
extent turned out to be the only factor associ-
ated with a 2.44-fold increased chance of de-
veloping this complication on the 30th day of
follow-up [p =0.01] (Table 5).

KONOMNPOKTOJIOTUS, tom 21, N2 1, 2022

The only factor influencing the ASI on the 60th
day after surgery, as well as on the 30th, was the
surgery type, the expansion of which increases
the risk of developing temporary ASI by 3 times
(p =0.04) (Table 6).

As a result of a univariate analysis, it has been
revealed that the use of BTA as a method of the
internal anal sphincter relaxation is associated
with a greater probability of delayed healing
of a postoperative wound and increases its risk
by 13.7 times (p = 0.01), and the expansion of
the procedure type by 3.47 times (p = 0.03). In
multivariate analysis, the above factors are also
associated with anincreased risk of this compli-
cation (Table 7).

A nomogram of the probability of postoperative
wound healing is constructed depending on the
surgery type and the method of the internal anal
sphincter relaxation (Fig.3). When performing a
BTA injection at a dosage of 40 units with the
fissure excision, the effectiveness of treatment
is 91%, and the expansion of the surgery type
reduces this indicator to 74%. In turn, the posi-
tive result of treatment after LSS with fissure
excision is 98%, and with the expansion of the
surgery volume —=97%.

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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Table 7. Factors associated with an increase in the healing time of a postoperative wound

Univariate analysis Multivariate analysis
Factor OR (CI 95%) p OR (CI 95%) p
Method of internal sphincter relaxation:
LSS 1 1
BTA 13.7 (1.7-108) 0.01 14.6 (1.8-116.7) 0.01
Surgeryvolume
Standard 1 1
Extended 3.47 (1.1-0.9) 0.03 |3.82(1.15-12.6) | 0.03
Age 0.98 (0.94-1.04) | 0.68 B
BMI 0.94 (0.83-1.06) 0.32
Gender
Male 1
Female 2.5(0.67-9.46) | 0.17
Persistent spasm of internal anal sphincter on the 60th day
after surgery
No 1
Yes 0.84(0.18-3.9) | 0.83
DISCUSSION the addition of a drug containing human recom-

In literature, the incidence of fissure epitheli-
alization in BTA and LSS is from 50.2% to 73.6%
for neurotoxin, and from 85.8% to 95.7% for
sphincterotomy [1,5,8]. Given the lack of ideas
about the normal healing time of a chronic
anal fissure during its treatment, which ranges
from 14 days to 2 months, it is difficult to as-
sess the effectiveness of the compared proce-
dures [5,8,9]. In the study, the healing time of
postoperative wounds was estimated within 60
days. This choice is due to the results of a study
by E.E. Zharkov, according to which the epithe-
lialization of wounds in the absence of specific
wound infections was over 90% within 2 months
after surgery [6]. During the indicated follow-
up periods in the presented study, the healing
rate in the main group (BTA) was 86%, in the
control group (LSS) — 99%. At the same time,

binant epidermal growth factor to the topical
treatment increased the effectiveness to 99%
in the BTA group and to 100% in the LSS group.
Only one patient (8%) of the BTA group, due to
the ineffectiveness of the treatment and the
absence of spasm of the internal anal sphincter,
required the antibacterial treatment due to the
detection of ureaplasma according to PCR data,
against which, within one month, the wound in
this patient healed. Thus, when using the above
drugs in the early postoperative period after in-
jection of neurotoxin, it is possible to achieve
treatment results comparable to sphincteroto-
my within 2 months.

The analysis of factors related to the healing of
postoperative wounds showed that excision of a
fissure with a fistula orin combination with pro-
cedures aimed at the concomitant hemorrhoidal
disease (extended surgery type) increases the
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Figure 3. Nomogram of the probability of healing of a postoperative wound on the 60th day after surgical treatment
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time of their epithelization, due to the larger
area of the wound defect. This fact has not been
investigated in literature before.

According to Russian guidelines, due to the
presence of fibrosis in the area of a chronic anal
fissure, its excision is performed in all cases
[1]. However, in accordance with the ASCRS
Guidelines for the CAF, foreign colleagues do not
excise the chronic defect of the anoderm [10]. At
the same time, there are no studies confirming
or refuting the need to perform this procedure
[1,5,8,10]. From our point of view, it is important
to determine the normal healing time of the CAF,
since an increase in the time of epithelization
of the defect dictates the need to change the
method of treatment of chronic anal fissure.
Within the framework of existing ideas about
the pathogenesis of CAF, the compared meth-
ods of treatment are aimed only at eliminating
its leading link — spasm of the internal anal
sphincter [1,5,6,10,11]. In the study, it was pos-
sible to eliminate the increased sphincter tone
in 79.6% of patients of the main group (BTA) and
86.2% of patients of the control group (LSS).
Despite the persistent spasm of the sphincterin
the remaining patients of both groups (18.2%
in BTA and 14.8% in LSS), it did not affect the
healing period of the postoperative wound.
Unfortunately, the existing guidelines and ran-
domized trials do not evaluate the relationship
between the effectiveness of the treatment
and the achievement of reference values of pro-
filometry (APACR and MPACR).

At the same time, the assessment of the func-
tion of the internal anal sphincter is carried
out using devices of various manufacturers,
which causes high heterogeneity in the indica-
tors [1,10]. In connection with the above, it is
difficult to assess the effect of the persistent
spasm of the internal anal sphincter on the epi-
thelialization of the postoperative wound and
the subsequent recurrence of the disease, which
requires further studies.

The rate of temporary anal sphincter inconti-
nence after LSS reaches 44% and occurs more
often in comparison with the use of botulinum
toxin, accompanied by temporary ASI in 0-19%
of cases [5,8]. According to the study results, we
did not receive a significant difference in the
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rate of this complication. The rate of temporary
ASI on the 30th day of follow-up was 32% in
the BTA group and 31% in the LSS group, 7% and
11% on the 60th day, respectively. The ASI rates
by Wexner’s scale were comparable in the both
groups, clinically insignificant and gradually
decreased over 60 days of follow-up.

In previous studies, we found that the risk of
postoperative ASI increases in elderly patients
(60 years or more), patients with clinical signs of
perineal prolapse and females with a history of
multiple and complicated childbirth (2 or more)
[1,6,12-14]. In turn, according to the results of
the study, an increase in the risk of temporary
postoperative ASI, regardless of the method of
relaxation of the internal anal sphincter, is due
only to the extended type of surgery. This fact
is fully explained by the greater probability of
mechanical impact on the muscular structures
of the anal sphincter with an extended surgery
type, the presence of a larger wound surface in
the anal canal, as well as the impact on internal
hemorrhoids involved in the of involuntary anal
continence.

CONCLUSION

The use of botulinum toxin type A at a dosage
of 40 units after excision of the anal fissure is
not inferior to lateral subcutaneous sphincter-
otomy in the effectiveness of eliminating of
the spasm of the internal anal sphincter with
a comparable rate of temporary anal sphincter
incontinence within 2 months after surgery.
Neurotoxin is an alternative to sphincterotomy.
However, in some cases, it requires the addition
of a topical drug containing human recombinant
epidermal growth factor to the postoperative
management.

RESEARCH PROSPECTS

There are a number of questions raised that re-

quire further study:

1. Determination of normal wound healing time
after surgery for chronic anal fissure and indi-
cations for its excision.

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022



OPUTMHAJIbHBIE CTATBU

ORIGINAL ARTICLES

2. Assessment of the risk of anal fissure recurrence
in the long-term postoperative follow-up.
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CT signs of diverticulum destruction in inflammatory
complications of diverticular disease

Denis M. Belov, Irina V. Zarodnyuk, Olga A. Maynovskaya, Alexey I. Moskalev
Ryzhih National Medical Research Center of Coloproctology (Salyama Adilya str., 2, Moscow, 123423, Russia)

AIM: to evaluate diagnostic capabilities of computed tomography in identifying the destruction of the diverticulum
wall in complicated diverticular disease.
PATIENTS AND METHODS: the prospective cohort study included 70 patients (38 female and 32 male median age —
57 + 13), which underwent elective surgery for complicated diverticular disease. The following assessment criteria
for CT were used: signs of diverticulum destruction, thickness of the bowel wall, length of inflammatory changes of
colonic wall, length of pericolonic inflammation. The data of preoperative CT were compared with the morphology
of removed bowel specimen.
RESULTS: the sensitivity and specificity of CT were 96.8% and 97.4% in the detection of abscesses, 95% and 100%
of colonic fistulas, and 100% and 97% pericolonic inflammation, respectively. Based on results of morphological
studies of resected colon segment, two groups of patients were identified: with macroperforation (abscesses and
fistulas) and microperforation (pericolic inflammatory mass). According to the ROC-analysis, colon wall thick-
ness = 0.7 cm, length of inflammatory changes of colonic wall = 9.2 cm and the length of pericolonic inflamma-
tion = 3.1 c¢m highly likely show microperforation.
CONCLUSION: CT parameters of thickening of colon wall, length of inflammatory changes of colonic wall and the
length of pericolonic inflammation seem to be significant for the possibility of predicting the presence of microper-
foration. New studies with a larger number of clinical cases are required.
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INTRODUCTION

More and more attention is being paid to the di-
agnosis of inflammatory complications of diver-
ticular disease. This is due to the fact that the
choice of optimal approach directly depends on
the accuracy of the information obtained dur-
ing the check-up.

The main methods of diagnosing inflammatory
complications of diverticular disease are com-
puted tomography (CT) and ultrasound, which
allow to assess the nature of the inflammatory
process (acute or chronic), its severity and ex-
tent. CT of the abdomen and pelvis in these
patients has a number of advantages. Among
them, should be noted the speed of the study,

KT npusHaku pectpyKumm AMBEPTUKYNQA NPU BOCMOAMTENbHBIX
OCNOXHEHUAX AUBEPTUKYNSPHOIM 6one3HU 06OA0YHOM KUILKK
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the absence of pain (arising from compression
by an ultrasound sensor during transabdominal
ultrasound), greater opportunities to exclude
peritonitis, less operator-dependence, the pos-
sibility of reviewing the images obtained, which
is especially important in the conditions of
emergency care in acute case and the need for
a quick choice of treatment method [1,2]. The
undoubted advantage of the method is its high
diagnostic efficiency. So, a meta-analysis of
Laméris W., et al (2008), which included 684 pa-
tients with suspected acute inflammatory com-
plications of diverticular disease, demonstrated
high sensitivity — 94% (95% CI: 87-97%) and
high specificity of computed tomography —
99% (95% CI:90-100%) [3]. A systematic review

CT signs of diverticulum destruction in inflammatory
complications of diverticular disease of the colon
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by Andeweg C.S. and co-authors (2014), which
included 588 patients with acute diverticuli-
tis, revealed similar diagnostic indicators —
CT sensitivity and specificity were 95% (95%
C1:91-97%) and 96% (95% CI: 90-100%), re-
spectively [4].

An extremely important diagnostic task is to
determine the integrity of the wall of the in-
flamed diverticulum, which makes it possible to
establish or exclude the diagnosis of perforated
diverticulitis in acute inflammatory process.
Depending on this criterion, a decision is made
on the conditions of treatment (outpatient or
inpatient), the specialty (therapist or surgeon),
the nature of treatment (conservative, minimal-
ly invasive, emergency surgery). Conservative
treatment is effective in 100% of cases with
acute diverticulitis, acute abdominal mass and
pericolic abscess up to 4 cm in size. Larger peri-
colic abscesses and distant abscesses are well
cured by CT or US guided per cutaneous drain-
age in 85% [5].

Despite the effectiveness of conservative and
minimally invasive approach, recurrent divertic-
ulitis develops in 11.2-25.5% of patients [6,7],
depending on the clinical form of acute inflam-
matory complications [1]. Despite the lesser
danger to life of recurrent attacks, they have
an extremely negative impact on its quality [8].
Many of these patients need elective surgery.
An accurate prognosis of the disease will avoid
a long period of observation and conservative
treatment in this category of patients, if indi-
cations for elective laparoscopic resection are
established in favorable conditions.

It is known that the ineffectiveness of conser-
vative treatment and the high probability of re-
current attacks are higher in groups of patients
who had diverticular destruction during an
acute attack [9]. If with many acute complica-
tions, such as free perforation of the colon with
the development of peritonitis, abscesses, fis-
tulas and pericolic phlegmon, there are direct
signs of destruction of the diverticulum, then
with acute diverticulitis or acute abdominal
mass, these symptoms are absent. In chronic
inflammatory complications, it is even more dif-
ficult to identify signs of the diverticulum de-
struction for a number of reasons, among which

KOJIONPOKTOJIOTUS, Tom 21, N2 1, 2022

it is necessary to indicate the small size of the
affected diverticula, their thin wall, the pres-
ence of scar changes in pericolic tissues.

Thus, the resolving capabilities of the methods
used today often do not allow to visualize the
destroyed diverticulum. As a result, there is a
need to rely onindirect signs, that is, the conse-
quences of the diverticulum destruction.

The aim of the study was to evaluate the diag-
nostic capabilities of CT in detecting the diver-
ticulum wall destructionin inflammatory com-
plications of CDD based on comparisons with
morphological data.

PATIENTS AND METHODS

The prospective cohort study included 70 pa-
tients who underwent elective surgery for di-
verticular disease in the period from February
2018 to July 2019. The criteria for inclusion of
patients in the study were: the clinical picture
of inflammatory complications of diverticular
disease; the possibility of CT with intravenous
contrast; the presence of written consent of the
patient to participate in the study, resection of
the affected bowel with subsequent morpholog-
ical verification. The criterion of non-inclusion
is patients with a diagnosis of IBD. The criteria
for exclusion from the study were revealed by
CT tumor diseases of the gastrointestinal tract,
inflammatory changes of the colon of other
etiology.

Among the patients there were 38 (54.0%) wom-
en and 32 (46.0%) men aged 44-70 (57 + 13)
years. Sixty-four (91%) patients had a history
of more than one acute attack. Upon admission
to the hospital, 67 (95%) patients had com-
plaints of diarrhea or liquid stools, fever up to
37.5-38.0°C. Sixty-one (87.0%) patients had an
increase in the level of C-reactive protein more
than 50 mg/l. In 32 (43.0%) patients, painful
abdominal mass in the left iliac area was detect-
ed during palpation.

The study was carried out on a “CT Philips
Brilliance 64” tomograph and included scanning
with a 2 mm slice thickness of the abdominal
cavity and pelvic organs after bolus injection
of a nonionic contrast agent with a volume of

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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Table 1. The severity of CT symptoms of infammation in various complications of diverticular disease (n = 70)

CT symptoms of inflammation*

Type of complication
Fistula (n = 23)

Abdominal mass
(n=31)** (n=16)***

Abscess

Thickening of the intestinal wall

From 0.5 to 1.5 From 0.4t0 0.9 | From 0.5t0 0.7
cm cm cm
A0.9cm£0.4cm | AO.7cm+0.2¢m | AQ.6 cm + 0.1 cm

Extent of intestinal wall changes

From 10.7 to 15.3 | From 9.4 t0 12.5 | From 6.8 t0 9.2

(pronounced vasa recta blood filling of the mesentery of the
sigmoid colon)

cm cm cm
A12.6cm+0.9 | AlL42cm+1.6 [A7.3 cm+ 2.1 cm

cm cm

Extent of infiltration of pericolic tissues: — up to 4 cm 16 17 13

-over 4 cm 15 6 0

Involvement: 5 19 8

-pelvic organs — peritoneum 16 6

The presence of fluid in the pericolic tissues 7 5 2

The presence of air in the pericolic tissues 2

The “centipede” symptom 18 3 5

*abscesses/cavities and fistulas are considered in this case as types of complications and are not included

in the list of symptoms

** abscess/cavity on the background of chronic abdominal mass

***chronic abdominal mass

70-100 ml at a rate of 2.5-3 ml/s. The study was
conducted without bowel cleansing or after lig-
uid diet for 2 days.

When analyzing the data obtained, the follow-
ing qualitative and quantitative parameters
were evaluated: 1) the presence of diverticula
and their condition (thickening of the wall, in-
direct signs of the diverticulum destruction);
2) thickening of the intestinal wall (thickness
in cm, the nature of the accumulation of con-
trast agent, structure, spasm); 3) the extent of
inflammatory changes in the intestinal wall; 4)
the extent of infiltration of pericolic tissues;
5) the presence of abscesses (size and site); 6)
the presence of free gas and free fluid in the
abdominal cavity; 7) the presence of fistulas
(length, site); 8) involvement of adjacent organs
and structures in the inflammatory process.
The conclusion was formulated in accordance
with the classification of diverticular disease
adopted by the Russian Gastroenterological
Association and  the  Association  of
Coloproctologists of Russia [1].

All the patients included in the study under-
went resection of altered colon sections. The

KT npusHaku pectpyKumm AMBEPTUKYNQA NPU BOCMOAMTENbHBIX
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results of CT studies were compared with the
morphology of resected specimens.

Statistics were carried out using the Microsoft
Office Excel2019 software package, Statistical2.
RESULTS

In all cases, the inflammatory complications of
(DD detected by CT were in the sigmoid colon,
in five of them spreading to the distal third of
the descending colon, which coincided with the
data of the intraoperative revision. The main
and general signs of the inflammatory process
for all described CT complications were thicken-
ing of the intestinal wall from 0.4 to 1.5 cm in
length from 6.8 cm to 15.3 cm and cloud-shaped
or heavy compaction of pericolic tissues (Table
1).

Abscesses/cavities on the background of chron-
ic abdominal mass during CT were diagnosed in
31 (42.3%) patients, while in 25 (80.6%) cases
their diameter did not exceed 4 cm, and in 6
(19.3%) cases it was more than 4 cm, reaching
6.5 cm in one patient (Fig.1,2). In most cases
(29/93.5%), the abscess cavity was filled with
liquid contents and gas bubbles (with the for-
mation of liquid and gas levels) and in 2 (6.4%)
observations contained only air. Pathological

CT signs of diverticulum destruction in inflammatory
complications of diverticular disease of the colon
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cavities were delimited by a capsule from 2 to
4 mm thick (accumulating contrast agent) with
the presence of infiltration and fibrosis in the
pericolic tissues. In 5 (16.1%) cases, the bound-
aries of the abscess walls were the pelvic organs
(uterus, left ovary, bladder) and/or the side
walls of the pelvis with pelvic peritoneum in-
volvement in 16 (51.6%) cases.

All abscesses were near the altered intestine (at
a distance of no more than 5 c¢m), and almost
two thirds of 19 (61.0%) of them were in the

Figure 1. A. CT with intravenous contrast, axial projection. Thickening of the sigmoid colon wall up to 1.1 cm (arrow 1); an abscess

mesentery of the sigmoid colon. Morphology re-
vealed a destroyed diverticulum, fragments of
the cavity wall and fibrosis along the boundar-
ies of the cavity in the mesentery of the sigmoid
colonin the presence of an abscess. At the same
time, according to the morphology, a false neg-
ative result was noted in one case, and a false
positive result in the other (Table 2).

In the first case, a morphology revealed a small
(0.9 x 0.4 cm) linear abscess between the af-
fected sigmoid wall and the left ovary, the

up to 4.2 cm in size with a gas bubble and unevenly thickened walls (arrow 2); inflammatory infiltration of pericolic fat (arrow 3);

b. The «centipede» symptom is a pronounced blood filling of the vasa recta of the mesentery of the sigmoid colon (arrows).

Figure 2. A. CT with intravenous contrast, frontal projection. On the background of inflammatory thickening of the sigmoid colon
wall and inflammatory infiltration pericolic fat, a sigmovesical fistulous tract with gas bubbles in the lumen is visualized (arrow);
b. Diverticulum with pronounced inflammatory infiltration, complete destruction of the wall and the presence of fistulous passages.
Micropreparation x40, staining with hematoxylin and eosin
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Table 2. Diagnostic efficiency of CT in various inflammatory complications of diverticular disease (n=70)

Complication type TP | FP | TN | FN | n | Sensitivity | Specificity PPV NPV Accuracy
Chronicabdominal mass 16 | 1 | 53| 0 |70 100% 97% 94.1% 100% 98.5%
Chronic abdominalmass | 30 | 1 | 38 | 1 | 70 96.8% 97.4% 96.7% 97.4% 97.1%
with abscess/cavity
Colon fistula 22 | 0 | 47 | 1 | 70 95% 100% 100% 97.9% 98.5%

Note: TP — true positive results; TN — true negative; FP-false positive; FN-false negative; PPV — positive predictive value; NPV — negative predictive value

visualization of which during computed tomog-
raphy against the background of inflammatory
infiltration was difficult. The false positive re-
sult was associated with a fragment of a par-
tially obliterated fistula, mistaken for a small
abscess.

Fistulas were detected by CT in 22 (31.4%) pa-
tients: 20 sigmovesical and 2 external sigmoid
fistulas. With sigmovesical fistulas, a thicken-
ing of the bladder wall from 0.6 to 1.1 cm was
noted in the area of fistula track, with the
presence of air bubbles in its lumen in 21 cas-
es (Fig.2). In 4 (18.1%) patients, sigmovesical
fistulas were accompanied by the formation of
small (up to 2-2.5 cm) abscesses involving the
bladder wall. The morphological verification of
the fistula included visualization of the fistula
track and the internal fistula opening (the area
of the destroyed diverticulum) in the sigmoid
colon.

In 17 patients, computed tomography revealed
a thickening of the intestinal wall from 0.5 cm
to 0.7 cm in length from 6.8 cm to 9.2 cm with
cloud-shaped or heavy compaction of pericolic
tissues without CT symptoms of abscesses or
fistulas. Only in two cases on the mesenteric
edge of the intestine against the background of
inflammatory infiltration of pericolic tissues,
single air bubbles were detected (CT symptom of
microperforation of the diverticulum) (Fig.3).
Changes in this group of patients were regarded
by us as aabdominal mass. In 8 cases, adjacent
organs (uterus, left ovary) and in 6 cases the
pelvic peritoneums were involved in the inflam-
matory process. The morphology of the resected
specimens revealed in 16 cases the diverticu-
lum destruction in the form of microperfora-
tion only in microscopic study. And only in one
case, the diverticulum destruction was noted
both in macro- and microscopic study and was

bubble on this background is visualized (arrow 1). Diverticula with contrasting content are identified (arrow 2); b. Diverticulum
with severe inflammatory infiltration and wall destruction. Micropreparation x40, staining with hematoxylin and eosin
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Table 3. Splitting the sample objects into two clusters and comparing them*

The first The second
CT-parameter/symptom cluster** cluster®** Threshold value p
(n=16) (n=54)
Intestinal wall thickness, CT (cm) 0.60 0.70 0.80 0.002****
Me (Q, — Q,) (0.50-0.70) (0.60-0.90)
Extent of intestinal wall changes, CT (cm) 8.11+0.72 10.5 9.20 <0.001****
M +SD (9.80-12.23)
Me (Q, —Q,)
Extent of inflammatory infiltration of 2.50 4,18 3.30 <0.001****
pericolic tissues, CT (cm) (2.30-2.75) (2.9-5.73)
Me (Q, —Q,)
The “centipede” symptom 5(19.2%) 21 (80.8%) - 0.579
Involvement of adjacent organs 8 (23.5%) 24 (76.5%) - 0.826
Pelvic peritoneum involvement 6 (21.2%) 16 (78.8%) - 0.564

* The silhouette measure of connectivity and separation was 0.4, which corresponds to the average quality of clusters
**Microperforation ***Macroperforation ****Differences in indicators are significant (p < 0.05, method used: Pearson Chi-squared)

accompanied by the small cavity that was not the group of complications with abscesses). The
detected by CT (that patient was assigned to CT sensitivity of the microperforation symptom
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(gas in pericolic tissues) in our study was only
12.5% with a high specificity of the symptom
(100.0%).

A comparative analysis of the numerical val-
ues of the thickness of the intestinal wall and
the extent of inflammatory changes in the in-
testinal wall obtained by CT and morphology
was carried out. According to the results of
the analysis, were obtained the data indicating
a significant direct correlation estimated us-
ing the Spearman correlation coefficient both
with respect to thickening of the intestinal
wall (r, = 0.486; p < 0.001) and with respect

13
1%
11
09 =
&5 0,7
0.6
0.5
35
0.3
Microperforation  Macroperforation

Figure 8. Distribution of values of colon wall thickness mea-
sured by CT in groups of patients with microperforation and
macroperforation (according to the results of pathomorpho-
logical examination)
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Figure 9. Distribution of values of the extent of changes in the
colon wall, measured by CT, in groups of patients with micro-
perforation and macroperforation (according to the results of
pathomorphological examination)
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to the extent of changes in the intestinal wall
(r,, = 0.555; p < 0.001) (Fig.4,5).

The consistency of values of the thickness of
the intestinal wall and the extent of inflam-
matory changes in the intestinal wall obtained
by CT and morphology using the Blend-Altman
method was analyzed. The results of the analy-
sis demonstrate high consistency of the data
obtained by different diagnostic methods
(Fig.6,7).

According to the morphological analysis of the
removed specimens, the diverticulum destruc-
tion in the form of macroperforation (abscesses
and fistulas) was found in 54 patients (a group
of patients with macroperforation) and in the

57 _
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Microperforation Macroperforation

Figure 10. Distribution of the length of the pericolonic inflam-
mation, measured by CT, in the groups of patients with micro-
perforation and macroperforation (according to the results of
pathomorphological examination)

Sensitivity

1 - Specificity

Figure 11. ROC-curve, the probability of detecting microperfo-
ration depending on the thickness of the intestinal wall, the
length of changes in the colon wall, the lenght of pericolonic
inflammation revealed by CT.
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Figure 12. The area under the ROC-curve of the CT colonic wall thickness was 0.75 + 0.06 with 95% (I: 0.62-0.87. The resulting
model was statistically significant (p = 0.002).
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Threshold values of the extent of bowel wall changes (cm) based on CT results. Microperforation was predicted when the value of changes in the colonic wall, measured

Figure 13. The area under the ROC-curve of the length of changes in the colonic wall according to CT was 0.975 + 0.016 with 95%

(I: 0.943-1.000. The resulting model was statistically significant (p < 0.001).
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form of microperforation (abdominal mass) — in
16 cases (a group of patients with microperfora-
tion). Statistical analysis of computed tomog-
raphy data in each of those groups to identify
CT symptoms, which, firstly, could with a high
degree of probability allow us to judge the pres-
ence of the diverticulum destructionin the ab-
sence of obvious CT symptoms of its destruction
(abscesses, fistulas, air in pericolic tissues);
secondly, would provide better differentiation
of patients with macro- and microperforationin
CT. In the above analysis, data on abscesses and
fistulas were not used to achieve the necessary
cross-validation.

As a result of a two-stage cluster analysis, two
optimal clusters were identified (Table 3). The
share of the first cluster in the total structure
was 22.9%, of the second — 77.1%. The first and
second clusters were significantly separated.
Significant differences between the groups with
macro- and microperforation were not estab-
lished in relation to CT symptoms of adjacent or-
gan involvement (p = 0.826), pelvic peritoneum

involvement (p = 0.564), and the “centipede”
symptom (p = 0.579). Significant differences
were found for three CT symptoms: the thick-
ness of the intestinal wall (p = 0.002), the ex-
tent of inflammatory changes in the intestinal
wall (p < 0.001), and the extent of inflamma-
tory infiltration of pericolic tissues (p < 0.001)
(Table3; Fig.8,9,10). These CT symptoms were
evaluated using ROC analysis to determine the
threshold values at which it is possible to judge
the presence of microperforation with a high
degree of probability (Fig.11).

The threshold values were 0.7 cm for the intesti-
nal wall thickness (sensitivity — 66.7%, speci-
ficity — 68.8%), 9.2 cm for the extent of chang-
es in the intestinal wall (sensitivity — 92.6%,
specificity — 93.8%), 3.1 c¢m for the extent of
infiltration (sensitivity — 96.3%, specificity —
93.8%) (Fig. 11,12,13,14).

100,0- X
] N /
'\‘ \\\
75.0- b G
=
S
o 4 N
g 0
= \
S \.
™
25.0-
0,0-
20 30 40

— Specificity
Sensitivity

50 6,0

Extent of infiltration, (cm)

Moporosoe 3HayeHune npu KT (cm)

YyscTButenbHocTb (Se), %

CneunduyHocts (Sp), %

31 96,3

93,8

Threshold values of the extent of the infiltrate according to the results of CT. Microperforation was predicted when the length of the infiltrate was greater than or

equal to this value.

Figure 14. The area under the ROC-curve of pericolonic inflammation length according to the CT results was 0.989 + 0.011 with
95% (I: 0.968-1.000. The resulting model was statistically significant (p < 0.001).
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DISCUSSION

The expediency of using CT to detect inflamma-
tory complications of CDD is a generally recog-
nized fact, which is due to the high diagnostic
accuracy of the method. According to the lit-
erature, computed tomography has a high sen-
sitivity (94-99.1%) and specificity (99-99.8%)
in the diagnosis of acute diverticulitis, compli-
cations such as perforation, abscesses, fistulas
[3,10,11]. The values of informativity of CT ob-
tained in our study are consistent with the data
of publications by other authors. Thus, when
compared with the morphology of the resected
specimen, the sensitivity and specificity of CT
scans were 96.8% and 97.4%, respectively, when
detecting abscesses; colon fistulas— 95% and
100%; and abdominal mass—-100% and 97%.

In the last decade, the authors of publications
have been paying more and more attention to
the search for CT predictors of the recurrence
of the inflammatory process in CDD. Ambrosetti,
P. et al. proposed a classification of acute di-
verticulitis based on CT symptoms, according to
which moderate diverticulitis is distinguished
(thickening of the intestinal wall to 5 mm or
more with infiltration of pericolic tissues)
and severe diverticulitis (perforation, abscess,
extra-intestinal gas) [12]. As further research
has shown, the proposed classification makes
it possible to assess the likelihood of recurrent
complications after drug treatment of the first
episode of inflammation. When observed for 5
years after conservative treatment of the first
attack of acute diverticulitis in 429 patients,
recurrences of the inflammatory process most
often (49.0%) occurred in patients with CT
symptoms of severe diverticulitis and twice as
rarely (22%) in patients with a CT picture of
moderate diverticulitis [13].

A study by Hall, J.F. et al. revealed that the ex-
tent of inflammatory changes in the intestinal
wall and the presence of an abscess increase the
risk of diverticulitis recurrence, and the study
by Dickerson, E.C. et al. demonstrated that the
maximal thickness of the intestinal wall and the
grade of severity of inflammatory changes in
pericolic tissues make it possible to predict the
recurrence [2,14].

KOJIONPOKTOJIOTUS, Tom 21, N2 1, 2022

In the study we compared data obtained by CT
and morphology of resected bowel in order to
search for additional capabilities of computed
tomography in detecting the diverticulum wall
destruction in inflammatory complications of
CDD. To date, the resolving CT capabilities do
not allow to visualize the destructed diverticu-
lum itself; and we can only judge the presence of
perforation by changes that are the consequenc-
es of the diverticulum destruction(abscesses,
fistulas, gas in pericolic tissues, free gas in the
abdominal cavity). The detection of abscesses
and fistulas in CT indicates the diverticulum
destruction (macroperforation), the presence of
gas bubblesin the pericolic tissuesis considered
as a CT symptom of microperforation [15,16]. In
our study, the latter symptom was detected in
only two out of 16 patients with morphologi-
cal picture of microperforation and, with high
specificity (100%), demonstrated extremely low
sensitivity (12.5%). We have not found any data
in the literature on the sensitivity of this highly
specific CT symptom. Thus, in 14 (87.5%) of 16
patients with morphological picture of micro-
perforation we were unable to diagnose it by CT,
based on the known CT symptoms. As shown by
our ROC analysis, the thickness of the intestinal
wall, the extent of inflammatory changes in the
intestinal wall, and the extent of inflammatory
infiltration of pericolic tissues assessed by CT
make it more likely to judge the presence of mi-
cro- or macroperforation of the diverticulum.
Each of these CT symptoms allowed us to find a
threshold value of the parameter at which it is
possible to predict the presence of microperfo-
ration with a high degree of reliability.

It can be assumed that the presence of an unre-
vealed microperforation of the diverticulum is
one of the causes of recurrences in CDD.

The use of the proposed system of CT symptoms
will expand the diagnostic capabilities of com-
puted tomography in identifying patients with
microperforation of the diverticulum and will
help in stratification of patients when planning
elective surgery.

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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CONCLUSION

CT parameters of thickening of the intestinal
wall, the extent of inflammatory changes in the
intestinal wall, and the extent of infiltration of
pericolic tissues are significant for the possibil-
ity of predicting the presence of microperfora-
tion. It is advisable to conduct further research
in order to determine the CT capabilities in the
prognostic assessment of the severity of in-
flammatory changes, which will provide a more
differentiated approach when choosing treat-
ment approach for patients with inflammatory
complications of CDD.
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Hybrid laparo-endoscopic surgery for colon tumors (results
of pilot study)
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Vladimir N. Kashnikov, Oleg M. Yugai, Sergey |. Achkasov

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

AIM: to assess the early results of hybrid laparoscopic endoscopic procedures for colon tumors.
PATIENTS AND METHODS: a pilot “case-control” study included two groups of patients, who underwent surgery
for endoscopic irremovable colon adenomas. Hybrid laparo-endoscopic procedures were done in the main group
(n=31), in the control group — laparoscopic resections of the colon (n = 20).
RESULTS: no significant differences obtained in rate of postoperative complications: 9.7% in the main group vs
20.0% of cases in the control (p = 0.41). The postoperative hospital stay in the main group was significantly less
than in control group — 5 versus 7 days (p < 0.0001).
CONCLUSION: the hybrid laparoscopic endoscopic surgery does not associate with the increased risk of postoperative
complications. Moreover, this procedure decreases postoperative hospital stay. However, a randomized controlled
trial is required.
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INTRODUCTION

Colorectal cancer takes one of the first places
in the structure of cancer incidence in devel-
oped countries. Since adenomatous polyps in
the colon have the potential for malignancy,
their timely removal is an effective method of
preventing the development of cancer of this
site.

The “gold standard” in the treatment of colorec-
tal adenomas is their endoscopic removal by mu-
cosectomy (EMR) or dissection in the submuco-
sal layer (ESD) [1-3]. However, up to 15% of such
neoplasms cannot be removed using these tech-
niques due to their large size, site, for example,
in the area of the mouth of the diverticulum or
the vermiform process, as well as the presence
of fibrosis in the submucosal layer. Traditionally,

rM6PMFI,HbIe lanapo-3HAOCKONMU4YeCck1Me onepaumn npu onyxonax
060/04HO KMLWKHM (MMnoTHoe uccnepoBakme)
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in such cases, open or laparoscopic resection of
the bowel is performed [3,4]. These procedures,
along with obvious oncological advantages, are
not without drawbacks, such as trauma (pa-
tients lose a segment of the intestine).
Moreover, the surgeon and the patient are forced
to accept the risks associated with the need to
form an intestinal anastomosis.

Hybrid laparoscopic and endoscopic procedures
can be considered as an alternative to resection.
Their use makes it possible to avoid segmental
resection of the bowel, thereby preserving its
natural anatomy, reducing the patient’s hospital
stay, reducing the rate of postoperative compli-
cations, while providing a comparable level of
radicality [4-6].

Summarizing the data available in the literature,
hybrid surgeries can be divided into two main
groups: laparoscopically-assisted endoscopic

Hybrid laparo-endoscopic surgery for colon tumors (results of pilot study)

83


https://crossmark.crossref.org/dialog/?doi=10.33878/2073-7556-2022-21-1-83-88&domain=pdf&date_stamp=2022-3-18

84

OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

Table 1. Characteristics of the groups

Parameter Main Group Control Group
(n=31) (n = 20) P
Gender (m/f) 15/16 7/13 p=0.39
Age, years 67.8+0.96 66.8+1.16 p=0.91
BMI, kg/m? 28.3+0.96 28.1+0.55 p=0.97
ASA Grade I/11/I11 4/21/6 5/10/5 p=0.40
Comorbidities, (%) 90.3% 90.5% p=0.78
The size of the neoplasm Me (quartile), mm 40.0 (35;55) 40.0 (27.5;50) p=0.15
Site of the tumor in Left colon 5 (16.2%) 8 (40.0%) p=0.15
the colon
Right colon 20 (64.5%) 10 (50.0%)
Transverse colon 6 (19.3%) 2 (10.0%)

resections and endoscopically-assisted laparo-
scopic resections.

In the first, the main role belongs to endosco-
pists. They perform tumor detection and, using
elements of dissection technique in the submu-
cosal layer, remove it.

Surgeons in this situation play an assistant role,
which, as a rule, consists in creating an optimal
exposure for endoscopic removal, and, in case of
lesionon the intestinal wall, suture the defect
from the peritoneal side.

In the group of endoscopically assisted laparo-
scopic resections, the abdominal team performs
a full-layer excision of the intestine with ad-
equate margins and, subsequently, eliminates
the defect of the intestinal wall by applying a
manual or stapler suture. At the same time, en-
doscopists mark the tumor, navigate and control
the lateral margins of resection, as well as con-
trol the tightness of the sutures and the lumen
of the bowel in the operative area. In addition,
they can extract the specimen through the bow-
ellumen [7,8].

Along with the advantages, hybrid laparoscopic
procedures also have disadvantages: they re-
quire the simultaneous participation of two sur-
gical teams at once and are undoubtedly hard
to organize. If, according to the pathomorphol-
ogy of removed specimen, adenocarcinoma with

KONOMNPOKTOJIOTUS, tom 21, N2 1, 2022

an invasion depth of over pT1sm1 is detected,
bowel resection is required in compliance with
oncological principles.

Thus, a number of the listed issues served as
a reason for a study, the purpose of which was
to assess the safety of laparoscopic procedures
and the possibility of radical removal of colon
tumors.

PATIENTS AND METHODS

From August 2019 to September 2020, a pro-
spective pilot case-control study was con-
ducted, which included patients, aged over 18
years, with endoscopically non-removable colon
adenomas.

The patients were divided into 2 groups: the
main one, in which hybrid laparoscopic endo-
scopic procedures were performed (n = 31), and
the control group, in which laparoscopic colon
resections were performed (n = 20). The crite-
ria for non-inclusion in the study were: regional
lymph nodes involvement according to com-
puted tomography, familial adenomatosis, the
intestinal stoma, ASA > III, inflammatory bowel
diseases.

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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Table 2. Data of pathomorphological examination in patients of the compared groups

Parameter

Main Group
(n=31)

Control Group
(n=20) P

Resection margin
- positive (R1)
- negative (RO)

p=0.64
3 (9.7%)
28 (90.3%)

0 (0%)
20 (100.0%)

The tumor structure p=0.30
- adenocarcinoma 5(16.1%) 6 (30.0%)
- tubulo-villous adenoma 26 (83.8%) 14 (70.0%)

Grade of adenoma dysplasia p=0.48
- low-grade 19 (73.0%) 8 (57.1%)
- high-grade 7 (27.0%) 6 (42.9%)

Degree of adenocarcinoma invasion (T) p=0.54
- Tism1 2 (40.0%) 3 (50.0%)
- Tilsm2 2 (40.0%) 2 (33.3%)
- Tism3 1(20.0%) 1(16.7%)

Based on previous studies, the following were

identified as risk factors for endoscopic failure

of non-removable tumors [9,10]:

1. the size of the neoplasm over 50 mm in
diameter;

2. lifting is less than 3 mm;

severe fibrosis at the tumor base;

4, IIla type of capillary relief according to the
Sano Y. classification;

5. Vi type of pit pattern according to the Kudo
S. classification;

6. Type III superficial tumor lesionsaccording
to the Paris classification.

The groups did not differ significantly in basic

characteristics, such as gender, age, body mass

index, ASA scale, site of neoplasm in the colon,

as well as its size (Table 1).

The decision to perform this or that procedure

was made intraoperatively, together with en-

doscopists, based on the endoscopic picture,

taking into account the site, mobility of the

neoplasm, as well as the technical capabilities

of its removal.

Of the 31 hybrid procedures performed in the

main group, there were 15 laparoscopically-as-

sisted endoscopic removals of colon tumors and

16 endoscopically-assisted laparoscopic resec-

tions of its wall.

In the laparoscopic resection group, 10 right

hemicolectomies, 2 resections of the transverse

w

rM6PMng|e HGHOPO-BHAOCKOHM‘IECKME Onepul.ll'ﬂ'i an Onyxoﬂﬂx
060A04HOI KMLWKKM (MMNOTHOE MccneaoBaHuMe)

colon, 3 segmental resections of the left side of
the colon hemicolectomies, 3 distal resections
of the sigmoid colon and 2 left-sided hemico-
lectomies were performed.

RESULTS

The mean time of the procedure in both groups
was the same (158.0 + 12.9 minutes in the main
and 157.0 + 10.7 minutes in controls, p = 0.96).
The postoperative hospital stay in the main
group was 5 (4;5) days versus 7 (6;9) (p <0.0001)
in the control group.

Postoperative complications in the hybrid sur-
gery group developed in 3 (9.7%) patients,
while all of them had grade I according to the
Clavien-Dindo classification. In the group of
laparoscopic resections, 4 (20.0%) complica-
tions related to the I and II grades by Clavien-
Dindo developed. There were no significant dif-
ferences in the rateof complications between
the groups (p = 0.41). All complications were
cured conservatively. Re-operations were not
required. No mortality occurred in both groups.
A positive resection margin (R1) in the main
group was detected in 3 (9.7%) cases, while,
according to the results of a pathomorphologi-
cal study, the removed neoplasms were benign
and did not require re-operation. A control

Hybrid laparo-endoscopic surgery for colon tumors (results of pilot study)

85



86

OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

colonoscopy within 5.5 (3;8) months showed no
recurrence.

In the control group, no positive resection mar-
gin (R1) was obtained.

In 19 (61.2%) patients in the main group and 8
(40.0%) patients in the control,the tumors were
tubulo-villous adenomas with low-grade epi-
thelial dysplasia.

Tubulo-villous adenomas with high-grade epi-
thelial dysplasia were detected in 7 (22.6%) pa-
tients of the main and 6 (28.6%) patients of the
control group (p = 0.48).

In 5 (16.1%) patients in the main group and in
6 (30.0%) patientsin the control one, adenocar-
cinoma pT1 was detected. In each group there
were 2 cases with the invasion into the submu-
cosal layer of sm2 and 1 case with invasion into
the submucosal layer of sm3, according to the
Kikuchi classification (p = 0.30).

Thus, out of 51 observations in both groups, ad-
enocarcinomas were detected by morphology
in 11 (21.5%) removed specimens. At the same
time, invasion of the pTlsm2 level and deeper
was registered in 6 (11.7%) cases. In other
words, only in these 6 (11.7%) patients it was
justified to perform colon resection in compli-
ance with oncological principles.

Taking into account the results of histology, 3
(9.7%) patients of the main group underwent
colon resection with removal of the mesentery
with regional lymph nodes (Table 2).
Metastatic lesion of the lymph nodes was de-
tected in 1 out of 3 patients of the main group
who underwent re-operation. In the control
group, no metastases to regional lymph nodes
were detected in the removed specimens.

DISCUSSION

The widespread use of diagnostic and screening
colonoscopy has led to an increase in the detec-
tion of colorectal polyps, including those whose
endoscopic removal is impossible.

In this situation, colorectal resection is most
often performed in patients.

In 2020, a team from the USA published the re-
sults of a cohort study that included 280,815
patients who underwent colorectal resections

KOJIONPOKTOJIOTUS, Tom 21, N2 1, 2022

for tumors. More than a third of the patients
(81,937) had benign neoplasms. At the same
time, postoperative complications of III-IV on
the Clavien-Dindo scale developed in 17% of the
patients [11], which is significantly higher than
after hybrid procedures (3.5%). The mortality
rate was 1.5% [11], which is higher than in hy-
brid approach (0.7%) [12-14]. It should be em-
phasized that the results of hybrid procedures
differ significantly, which indicates that this
trend is insufficiently developed.

In addition to the safety of these operations,
the question of their radicality remains open.
In an attempt to answer it, Arezzo, A. in
2015 published a systematic review of the
literature with meta-analysis, which includ-
ed 11 single-center non-randomized stud-
ies. The total number of patients was 621,
in whom 707 neoplasms were detected. All
patients underwent one or another type of
hybrid procedure. The mean postoperative
hospital stay was 3 days.

Re-operations for oncological radicality were
required in 7.9%, for postoperative complica-
tions — in 3.5%. The recurrence rate of colorec-
tal neoplasms was 3.4% with a mean follow-up
of 35.5 months [12]. The resection margins were
not analyzed. The authors concluded that hybrid
surgeries are quite radical and safe. It should
be noted that this paperhas some drawbacks: it
is based on the data of retrospective, incompa-
rable studies, which limits its value.

The results of this study have demonstrated
that the hybrid laparoscopic approach for colon
neoplasms allowed to achieve negative resec-
tion margins in 90.3% of cases, while no com-
plications requiring re-operations developed.
Positive resection margins were obtained only
in three cases in the main group at the initial
stage of the study during the implementation
of the technique. In the future, in all cases,
it was possible to achieve radical removal of
neoplasms.

It should be emphasized that only 6 (11.7%) pa-
tients included in the study had adenocarcino-
ma with invasion of pT1sm2 and deeper, which,
according to current clinical guidelines, is an
indication for colon resection according to on-
cological principles.

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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In most patients, local excision of the tumor
could be an adequate approach.

Taking into account the lack of literature data,
a randomized study has been initiated, the pur-
pose of which is to improve the results of treat-
ment of colon neoplasms that are not subject to
endoscopic removal. This study is registered on
the website clinicaltrials.gov No. NCT04801355.

CONCLUSION

Hybrid laparoscopic-endoscopic procedures may
be offered as an alternative to colorectal resec-
tion in the patients with adenomas that are not
subject to endoscopic removal.

This approach, in comparison with resection, do
not increase the rate of postoperative morbidity,
and make it possible to decrease postoperative
hospital stay.

The significance of the results obtained in the pi-
lot study is limited by a small number of the co-
hort, as well as the design.
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AIM: to work out the algorithm for diagnosis and treatment of non-healing postoperative wounds of the
perineum and anal canal.
PATIENTS AND METHODS: the prospective cohort study included 119 people which underwent surgery for chronic
anal fissure, hemorrhoids and anal fistula. The main group included 63 patients with long-term non-healing
chronic wounds (46-159 days after surgery, mean 106.0 + 44.8 days). The control group included 56 patients,
whose postoperative period was uneventful and whose wounds healed on the 38.0 + 10.4 days (p = 0.001).
The wound healing and possible deviations in its course were assessed in all the patients using clinical, micro-
biological, cytological, pathomorphological pathophysiological tests, as well as molecular diagnostics (PCR).
The main and control groups of the patients were homogenous in the main parameters (age, sex, the nature
of surgical treatment), with the exception of the history of the disease. In the patients with a history of
non-healing postoperative wounds, the incidence of sexually transmitted infections (STI) and inflammatory
diseases of the pelvic organs, possibly caused by STI, was 44.4%, and in the patients of the control group —
10.7%, (p = 0.002).
RESULTS: in all patients of the main group at the time of admission and in 85.7% of the control group on the
30th day after the surgery, the wounds were contaminated with various microorganisms during bacteriological
examination. Clinically significant microorganisms were found in 71.4% of the patients in the main group and
in 12.5% of the control group (p = 0.0001). Associations of microorganisms were found in 73.0% in the main
group and only in 33.9% in the controls (p = 0.01). During PCR in wounds of the perineum and anal canal STI
were found in 34.9% in the main group, while in the control — 7.1% (p = 0.003). Histology of tissues taken
from the area of non-healing wounds revealed papillomavirus infection (koilocytosis) in 11 (17.5%) patients.
The patients with non-healing wounds were treated depending on the isolated pathogen and sensitivity to anti-
biotics, as well as appropriate treatment if an STI was detected. In 6.3% in the main group, the wounds did not
heal and a spasm of the internal sphincter was detected. These patients got injection of botulinum toxin type
A (BTA) into the internal sphincter (40 U). After 9.4 days after the BTA complete wound healing was noted. A
control test (profilometry) on the 7th day after the BTA showed no spasm of the internal sphincter in all cases.
CONCLUSION: healing in patients after anal surgery may slow down due to the presence of infectious agents,
opportunistic pathogens and STI, which support the inflammatory wound reaction in the postoperative period,
as well as due to spasm of the anal sphincter. It is necessary to carry out targeted diagnostics, to prescribe
appropriate treatment, and in the presence of anal sphincter spasm, to eliminate it.

KEYWORDS: long-term non-healing, chronic wounds, opportunistic pathogenic clinically significant microorganisms, STIs, spasm of the internal
sphincter, botulinum toxin type A.
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INTRODUCTION

Treatment of long-term non-healing wounds re-
mains one of the urgent problems of healthcare
to date [1-4]. Long-term non-healing, so-called
chronic wounds occupy a special place in sur-
gery [5,6]. The issues of check-up and treatment
of chronic wounds include not only a medical
component, but also an ethical one, which is
of great importance in modern conditions [7].
Often patients with non-healing wounds make
claims about why the wound has not healed
within the time specified by the doctor, which,
in their opinion, may be due to inadequate
surgery.

According to the European Society for Tissue
Repair, “a wound that does not heal for a period
that is normal for wounds of this type or loca-
tion should be considered chronic” [8].

In our opinion, if the wound healing after anal
and perineal surgery is delayed for over 45 days,
this indicates the chronic process (the long-
term non-healing wound) [7,9].

There may be several etiological factors of
the transformation of a wound into a long-
term non-healing one. Currently, the authors
point to the possibility of a negative effect
on the wound healing of spasm of the sphinc-
ter, which may develop in the postoperative
period. The spasm of the anal sphincter, in
turn, blocks the healing of wounds and pro-
motes the transition of the latter into long-
term non-healing [10].

The conditions for the formation of a long-term
non-healing wound are also the presence of a
chronic persistent infection [6,11]. Various mi-
croorganisms and their associations are found in
the wounds of the perineum after surgery. These
are opportunistic bacterial pathogens, which
can acquire pathogenic properties. Among con-
ditionally pathogenic microorganisms, a spe-
cial clinically significant group isdistinguished
[7,9]. Clinically significant microorganisms can
cause nosocomial infections under certain con-
ditions and have increased antibiotic resistance
[7,9].

Sexually transmitted infections (STIs) can be
attributed to another group, which can also be
found in wounds after anal surgery [7,9,12].
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Currently, the incidence of sexual infections
is steadily increasing worldwide [13-16]. STIs
often turn into a chronic form. This is primar-
ily due to the scant clinical manifestations of
sexually transmitted infections. STIs are often
have slightly symptomatic or even asymptom-
atic manifestations, so many patients do not
go to the doctor in a timely manner, or do self-
medication [13,17].

The issues of check-up and treatment of pa-
tients with non-healing wounds in coloproctol-
ogy have not been studied to date. Publications
that relate to this topic are practically not
found in the literature.

In connection with the above, this study had
the aim to identify, check-up and treat patients
with chronic, long-term non-healing wounds af-
ter operations on the perineum and anal canal.

PATIENTS AND METHODS

A prospective cohort study has been conducted

since 2018 to the present.

Inclusion criteria for patients:

1. Age 18-75 years;

2. Wounds aftergeneral proctologicalsurgeries;

3. Outpatient cohort;

4. Consent to participate in the clinical trial.

Exclusion criteria:

1. Refusal of the patient from the trial;

2. The occurrence of a life-threatening con-
dition (acute profuse bleeding, myocardial
infarction, acute cerebrovascular accident,
Quincke’s edema, anaphylactic shock, as
well as any condition that required the
transfer of the patient to the intensive care
unit);

3. IBD, malignant tumors of any location.

One-hundred-nineteen patients were pre-

screened for inclusion in the study. These

patients met the inclusion criteria, there
were no exclusion criteria at the time of
screening. All 119 patients included: the
main group of 63 patients who showed long-
term non-healing wounds of the perineum

and anal canal, and the control group of 56

patients in whom the wound process was

without any deviations.
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All the patients of the main and control groups
underwent surgery for hemorrhoids, anal fistu-
las, and chronic anal fissures.

In the patients of the main group, 106.0 + 44.8
(46-159) days have passed after surgery. In the
control group, the wounds were completely epi-
thelized by the 30th day after surgery.

On the 38.0 + 10.4 day after surgery, in the
patients of the control group, wounds healed
with the formation of a connective tissue scar
(p = 0.001).

The patients in both groups were aged about
40 years (42.3 + 11.5 in the main group and
41.3 + 11.8 years in control one; (p = 0.74). No
prevalence in gender was found in both groups
(33 females in the main group vs 30 — in the
control; p=0.9).

The patients of the main group in 32 (50.8%)
cases were operated on for chronic anal fis-
sures with sphincter spasm vs 25 (44.6%) — in
the controls (p = 0.69); for hemorrhoids — 17
(27.0%) vs 16 (28.6%) patients (p = 0.84);
for anal fistulas — 14 (22.2%) vs 15 (26.8%)
(p = 0.58).

Patients with anal fissures underwent fissu-
rectomy. This procedure was supplemented
by lateral subcutaneous sphincterotomy in 18
(26.8%) patients of the main and in 15 (26.8%)
patients of the control groups) or botulinum
toxin type A injection (14 vs 10, respectively,
p = 1.0).

Patients with intersphincteric or trans-sphinc-
teric anal fistulas with the involvement of a
subcutaneous part of the external sphincter
underwent fistulectomy: 11 (17.5%) patients
of the main and 10 (17.9%) of the control group
(p = 1.0). Fistulectomy with the reconstruction
of the sphincter was done in 6 (9.5%) cases of
the main group and in 5 (8.9%) — in the control
one (p = 1.0).

Thus, both groups were homogeneous in gender,
age, nosology and type of surgery.

However, an analysis of the life history showed
that 28 (44.4%) patients of the main group had
sexually transmitted infections, as well as in-
flammatory diseases of the reproductive system
that could be caused by STIs.

At the same time, only 6 (10.7%) patients of the
control group noted that they were treated for
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STIs and diseases that could be caused by them
(p = 0.002).

The wound healing and possible deviations in
its course were evaluated in all the patients us-
ing clinical, microbiological, cytological, patho-
morphological pathophysiological tests, as well
as molecular diagnostics (PCR).

In order to reveal opportunistic bacterial patho-
gens contaminating wounds and the rectum,
bacteriology was done in the postoperative
period. The polymerase chain reaction (PCR)
method was used to detect STIs in the wounds
discharge and in rectum.

To track the changes of the wound healing in the
patients of both groups, cytological and patho-
morphological tests of cell and tissue cultures
from postoperative wounds were carried out.
The presence or absence of spasm of the inter-
nal anal sphincter was checked by profilometry.
All examinations were carried out in the pa-
tients of the main group during primary consul-
tation for a non-healing wound and then on the
14th day from the onset of the treatment; in the
patients of the control group — on the 30th day
after surgery.

RESULTS

In all of the patients of the main group and
85.7% of the control one, postoperative wounds
were contaminated with various microbes dur-
ing treatment. It should be emphasized that in
8 (14.3%) patients of the control group there
was no bacterial growth (p = 0.006).

In patients of both groups, E. coli prevailed:
34 (54.0%) patients of the main group vs 32
(57.1%) controls (p = 0.46).

However, Enterococcus faecal is was signifi-
cantly more common in the patients of the main
group compared with the control group: 19
(30.2%) vs 6 (10.7%) (p = 0.04).
Staphylococcus aureus was detected in 8
(12.7%) patients of the main group and in 1
(1.8%) patient of the control group (p = 0.03).
Proteus mirabilis was detected in 7 (11.1%) pa-
tients of the main and was not detected in the
control one (p = 0.01).

Opportunistic bacterial pathogens such as
Staphylococcus haemolyticus and Klebsiella
pneumoniaewere revealed in 6 (9.6%) cases in
the patients of the main group. Streptococcus
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Table 1. Microfiora of discharge in patients of the main and control groups in the postoperative period

Microoraanisms Main Group Control Group
g 106 days after surgery 30th day after surgery P

Escherichia coli 34 (54.0%) 32 (57.1%) 0.85
Proteus mirabilis 7 (11.1%)* 0 (0%)* 0.01
Enterobacter cloacae 11 (17.5%) 8 (14.3%) 0.80
Enterococcus avium 2 (3.2%) 2 (3.6%) 1.0
Enterococcus faecium 8 (12.7%)* 1(1.8%)* 0.04
Enterococcus faecalis 19 (30.2%)* 6 (10.7%)* 0.04
Corynebacterium amycolatum 1 (1.6%) 0 (0%) 1.0
Staphylococcus epidermidis 11 (17.5%) 10 (17.9%) 1.0
Staphylococcus haemolyticus 3 (4.8%) 0 (0%) 0.25
Staphylococcus aureus 8 (12.7%)* 1(0%)* 0.04
Streptococcus pyogenes 3 (4.8%) 0 (0%) 0.25
Streptococcus mitis 1(1.6%) 0 (0%) 1.0
Streptococcus anginosus 2 (3.2%) 2 (3.6%) 1.0
Streptococcus agalactiae 1.6 1(1.8%) 1.0
Pseudomonas fragi 1(1.6%) 0 (0%) 1.0
Pseudomonas luteola 1(1.6%) 1.0
Citrobacter freundii 2 (3.2%) 1(1.8%) 1.0
Citrobacter braakii 1(1.6%) 0 (0%) 1.0
Serratia rubidaea 1(1.6%) 0 (0%) 1.0
Morganella morganii 1(1.6%) 0 (0%) 1.0
Klebsiella pneumoniae 3 (4.8%) 0 (0%) 0.25
Klebsiella oxytoca 1(1.6%) 1(1.8%) 1.0
Associations of conditionally pathogenic 46 (73.0%)* 19 (33.9%)* 0.01
microorganisms
No growth 0* 8 (14.3%)* 0.006
*p<0.05
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pyogenes, which belongs to pathogenic micro-
organisms, was detected in 3 (4.8%) patients of
the main group (p = 0,25).

In the patients of the control group, all of the
above microorganisms were not found in post-
operative wounds, which was confirmed by
bacteriology.

The detection rate of opportunistic bacterial
pathogens (Enterococcus faecalis, Enterococcus
faecium, Staphylococcus aureus, Proteus mi-
rabilis, Klebsiella pneumoniae) in the patients
of the main group was 71.4%. In the patients
of the control group, Staphylococcus aureus,
Proteus mirabilis, Klebsiella pneumoniae were
not detected in all cases. Clinically significant
microbes in the patients of the control group
were represented by enterococci (Enterococcus
faecalis, Enterococcus faecium) and were found
only in 7 (12.5%) cases (p = 0.0001).

The bacteriology also revealed that in 46
(73.0%) cases in main group, opportunistic
bacterial pathogens were associated with each
other. Thus, four infections were detected at
once in 2 (3.2%), 3 infections — in 11 (17.5%)
patients of the main group. A combination of
two microorganisms was detected in 33 (52.4%)

10

=

=

Gardnerella

Ureaplasma
vaginalis

urealiticum

® Main group

Candida
albicans

patients with non-healing wounds. In the con-
trol group, significantly less often — in 19
(33.9%) patients, an association of two condi-
tionally pathogenic microorganisms was detect-
ed (p =0.01) (Table 1).

PCR in samples from postoperative wounds
showed STIs in 22 (34.9%) patients of the main
group and in 4 (7.1%) patients of the control
(p =0.003) (Fig.1).

Ureaplasma urealyticum was detected in 5
(7.9%) patients of the main group and in one
in controls (1.8%). Cytomegalovirus (CMV) was
detected in 6 (9.5%) patients of the main group,
whereas in the control group — only in one
(1.8%).

Candida albicans was revealed in 3 (4.8%) cases
and Gardnerella vaginalis — in 3 (4.8%) females
and were somewhat less common in non-healing
wounds in the patients of the main group. In the
control group, only one (1.8%) female patient
had Gardnerella vaginalis in the postoperative
wound and one male patient (1.8%) had Candida
albicans. Ureaplasma parvum (ureaplasma par-
vum) was diagnosed in 2 (3.2%) female pa-
tients of the main group and was not found in
any observation in the patients of the control

3
2 1,6
0

Ureaplasma Mycoplasma HSY type 2

parvum hominis

m Control group

Figure 1. frequency of STIs in patients of the main and control groups
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group. Mycoplasma hominis was detected in two
(3.2%) cases — in a male and a female of the
main group. Herpes simplex virus (HSV) type 2
or genital herpes was detected in one (1.6%) fe-
male patient of the main group (Fig.1).

Indications in the history of STIs in the past
and diseases of the pelvic organs that could be
caused by them were available in 15 (23.8%) of
22 (34.9%) with diagnosed STIs in the postop-
erative period in the patients of the main group
with chronic wounds. This fact may indicate the
existence of a smoldering inflammatory process
in the genitals, which has not been fully treated
and has passed into a chronic form. At the same
time, the detection of STIs is extremely difficult
if there is no provoking factor. The presence of
wounds in the anal canal and perineum is the
most of them. STIs can create favorable condi-
tions for the reproduction of opportunistic bac-
terial pathogens. The latter, in turn, maintain-
ing a long-existing phase of inflammation, slow
down the processes of healing.

During cytology of smears-prints in 37 (58.7%)
patients with non-healing wounds, the picture
of chronic inflammation with the presence of
leukocytes (neutrophil granulocytes) prevailed:
from 60-100 or more cells in the area of vi-
sion — in 17 (27.0%), from 25 to 50 in the area
of vision — in 13 (20.6%), from 10 to 20 — in
7 (11.1%) patients. Against the background
of a weakly expressed phagocytic reaction of
neutrophils, various microflora was found in
large or moderate amounts. Microorganisms
were found both outside and inside the cells,
while phagocytosis was often incomplete. And
also, in 23 (36.5%) patients of the main group
in smears-prints from wounds, multinucleated
cells of alien bodies type were observed. By the
30th day of the postoperative period, neutro-
phils with signs of dystrophy were detected in
all the patients of the control group in a small
amount — from 1 to 10 in the area of vision,
(p < 0.0001).

All the patients underwent biopsy from the area
of postoperative wounds. At the same time,
there was a correlation between the data of
pathomorphological and cytological tests. In
35 (55.5%) patients of the main group, excessive
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scar tissue was detected in the biopsy: hyper-
keratosis — in 21 (33.3%), parakeratosis — in
14 (22.2%) cases. Lymphoid infiltration as de-
tected in 32 (50.8%) patients: severe and mod-
erate in 26 (41.3%), weak — in 6 (9.5%). In 11
(17.5%) patients, a histology from the area of
non-healing wounds revealed koilocytosis. The
appearance of koilocytes — cells with enlarged
deformed nuclei, the division process of which
is disrupted, indicates a past papillomavirus in-
fection [18]. In all 56 patients of the control
group, single, dystrophically altered leukocytes,
as well as macrophages and fibroblasts in small
amounts (p < 0.0001) were detected in the
biopsy.

All the patients of the main and control groups
underwent profilometry. At the same time,
spasm of the internal sphincter was detected
in 4 (6.3%) patients of the main group. STIs
were detected in 3 (4.8%) of them: Ureaplasma
urealyticum (1.6%) — in one case, Herpes sim-
plex virus type 2 — in one (1.6%) female and
Gardnerella vaginalis also in one (1.6%) female
patient.

Treatment

The patients of the main group were prescribed
treatment aimed at activating reparative pro-
cesses. The type of pathogen was taken into ac-
count, as well as the sensitivity of the isolated
microorganism to antibiotics. When STIs were
detected in combination with opportunistic
bacterial pathogens, a complex treatment was
prescribed.

To sanitize the wound, in addition to the treat-
ment that promotes the suppression of opportu-
nistic bacterial pathogens, medications aimed
at eliminating STIs were prescribed.

When mycoplasma hominis, ureaplasma ure-
aliticum and ureaplasma parvum were detected,
antibiotics (macrolides, tetracyclines, fluoro-
quinolones) were prescribed for 7 days. The pa-
tients diagnosed with gardnerellosis received
agents with antiprotozoal and antimicrobial
effects (metronidazole, tinidazole, ornidazole)
for 4-5 days. Candidias is was treated with
antimycotic drugs from the triazole, imidaz-
ole, polyene, and allylamine groups (treatment
was carried out for 5-7 days). For genital her-
pes, agents with interferon-inducing activity,
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viral nucleic acid replication inhibitors, py-
rophosphate analogues were prescribed for 5
days. Cytomegalovirus infection was treated
with antiviral, immunomodulatory agents for
5-10 days.

After the complex therapy in 59 (93.7%) pa-
tients of the main group, the wounds healed
completely with the formation of a connec-
tive tissue scar. However, in 4 (6.3%) patients
of the main group who developed spasm of
the internal sphincter in the postoperative
period (it was confirmed by profilometry), the
wounds did not heal. Although, against the
background of the treatment for non-healing
wounds, positive changes were observed (re-
duction of wound size, decreased pain, cessa-
tion or reduction of blood or blood discharge
from the wound area). These patients required
additional treatment: botulinum toxin type
A (BTA) injection into the internal sphincter
[10,19,20].

BTA was injected as follows: 10 units at 4
points of the internal sphincter at 1,5,7 and
11 o’clock (a total of 40 units) [10]. On aver-
age, on the 9.4 day after the BTA treatment,
the patients with spasm of the internal sphinc-
ter showed complete wound healing with the
formation of a postoperative scar. They under-
went a control examination on the 7th day af-
ter the BTA injection. At the same time, spasm
of the internal sphincter was not detected in
any observation.

DISCUSSION

Treatment of chronic wounds remains one of the
serious problems in medicine [1-3]. According
to our data, the wound healing after anal sur-
gery is considered chronic, existing for more
than 45 days without signs of active healing
[4,7]. Various microbes and their associations
were found in the wounds of the perineum af-
ter surgery. They belong to opportunistic bac-
terial pathogens, which can acquire pathogenic
features. Among them, a special clinically sig-
nificant group was distinguished [7,9]. Sexually
transmitted infections (STIs) can also be found
in wounds after anal surgery [7,9,12].
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Publications that relate to this topic are practi-
cally not found in the literature. This was the
subject of this very study.

The results obtained indicate that 44.4% of pa-
tients in the main group had STIs in the past, as
well as inflammatory diseases of the reproduc-
tive system that could be caused by STIs.

In the control group, only 10.7% of patients
noted STIs and diseases that could be caused by
these infections in lifetime (p = 0.002).

In all patients of the main group, some kind
of microorganism was detected, and in 14.3%
of the control group, the samples were sterile
(p =0.006). Such clinically significant micro-
organisms as enterococci (Enterococcus fae-
calis, Enterococcus faecium), Staphylococcus
aureus, proteus mirabilis and Klebsiella
(Klebsiella pneumoniae) were detected in
71.4% of patients in the main group. In pa-
tients of the control group, clinically signifi-
cant microorganisms represented by entero-
cocci (Enterococcus faecalis Enterococcus
faecium) were detected only in 12.5% of cas-
es (p = 0.0001). Associations of microorgan-
isms in bacterial cultures were detected in
73.0% of patients with non-healing wounds,
in the control group — only in a third of pa-
tients (p = 0.01). In the main group 34.5% of
patients were diagnosed with various STIs,
whereas in the control group — only in 7.1%
(p = 0.003). The quarter of patients who were
found to have STIs during examination in the
postoperative period had already suffered
STIs or diseases that could be caused by these
infections in the past.

During cytology, 36.5% of patients in the main
group had a picture of “perverted” healing (the
presence of multinucleated cells of the alien
bodies type in smears-prints from wounds), as
well as 58.7% had a chronic inflammatory pro-
cess with the presence of unchanged leukocytes
(neutrophil granulocytes). In all patients of the
control group, by day 30, leukocytes with dystro-
phy phenomena were in small numbers and did
not exceed 10 in the area of vision, (p < 0.0001).
In 11 (17.4%) patients, histology from the area
of non-healing wounds revealed koilocytosis,
which indicates a past papillomavirus infection
[18].
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Patients with long-term non-healing wounds
were prescribed appropriate treatment depend-
ing on the isolated pathogen, taking into ac-
count sensitivity to antimicrobial agents, and
if STIs are detected, treatment aimed at sup-
pressing STI. However, in 6.3% of patients of
the main group, in whom a spasm of the internal
anal sphincter was detected during profilome-
try at the time of treatment for chronic wounds,
the wounds did not heal against the background
of antimicrobial treatment, although positive
changes were observed. Currently, the injection
of botulinum toxin type A is a modern and ef-
fective method of eliminating anal spasm of the
anal sphincter [10,20].

These patients required additional injection of
botulinum toxin type A (BTA) into the internal
sphincter in a total dosage of 40 units, accord-
ing to the original technique [10]. On average,
on the 9.4 day after the BTA injection, patients
with spasm of the internal sphincter showed
complete wound healing with the formation of
a postoperative scar. They underwent a control
test on the 7th day after the BTA injection. At
the same time, spasm of the internal sphincter
was not detected in any case.

CONCLUSION

In patients with long-term non-healing wounds
of the anal canal and perineum, the healing is
slowed down due to contamination of wounds
by various microorganisms: opportunistic bac-
terial pathogens, including clinically signifi-
cant, as well as sexually transmitted infections.
All these infectious agents support the inflam-
matory wound response, slowing the healing of
wounds in the postoperative period. Also, in
patients with chronic wounds, functional diag-
nostics (profilometry) is necessary in order to
eliminate anal spasm of the internal sphincter.
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Tabnuua 1. (pasHetrue cpedHUX CPOKOB 3aXKUBNCHUS OMKPLIMOU paHsl U paHsl, ywumol no cpedHell nuHuu, npu ucceyeHuu IKX

(A. Al-Khamis et al., 2010)

Table 1. Comparisson of average terms of open woud healing and and midline closed wound after pilonidal sinus excision

(A. Al-Khamis et al., 2010)

UccnepoBanue OTKpbITas paHa (AHK) | 3aKpbITas paHa (AHM) Konuqecr(z:zu)acmuxos p MNokasartensb
Gencosmanoglu et al., 2005 79 (21-112) 14 (13-63) 142 < 0,001 | MepnaHa (pa3max)
Rao et al., 2001 61 (34-132) 27 (24-68) 59 <0,001 | MegunaHa (pa3max)
Hameed et al., 2001 70 (59-91) 14 (12-21) 43 <0,05 | CpeaHee (pa3max)
Al-Salamah et al., 2007 60,4 + 6,2 14,5 + 4,1 380 <0,001 CpepHee + SD
Kareem et al., 2006 48,02 + 11,34 19,95 + 6,23 77 <0,001 CpepHee + SD

Tabnuua 2. CpasHeHue cpedHUX CPOKOB 3WKUBJCHUS OMKPLIMOU PaHbl U PaHbl, yWUmod co cMewjeHuem 10CKyma, npu ucceyeHuu
IKX (A. Al-Khamis et al., 2010)
Table 2. Comparisson of average terms of open woud healing and and off-midline closed wound after pilonidal sinus excision

(A. Al-Khamis et al., 2010)

WccnepoBanue OTKpbITas paHa (AHM) | 3aKpbiTas paHa (AHU) Konuqecr(zzﬁq)acmukos p MNokasartensb
Jamal et al., 2009 120 + 31 (60-180) 20 + 8,99 (15-60) 49 - MepaunaHa (pasmax)
Karakayali et al., 2009 43 +20,9 (15-122) 23.7 £11,2 (14-96) 140 < 0,001 | MepuaHa (pa3max)
Sheikh et al., 2007 46 (9,24) 17,22 (7,56) 26 - CpepHee (pa3max)
Fazeli et al., 2006 41 (20-160) 15,4 (10-4) 144 0,001 Cpepree + SD

InutennansHelii konuukosbll xon (IKX) npepcrasnser
c060ii BbICTNAHHBIA MHOFOCNOMHBIM NJIOCKUM 3NUTENN-
eM Y3KWii KaHan, copepxallnii BonocsaHbie hONTUKYNbI
u canbHble xene3bl. IKX 0TKpbIBAETCA HA KOXKE B MEXb-
AFOANYHON CKNAZKE OAHUM MU HECKONbKUMMW TOYEYHbI-
MU OTBEPCTUAMM U 3aKaHYMBAETCA CNENo B MOAKOXKHOIA
KneTyaTke, He gocTuras Konuyuka [1].

3abonesaemoctb IKX cocTaBnser npubnusnTenbHo 26
Ha 100 000 Hacenenus. CpepHuit Bo3pacT MaHudecTa-
LMK ANs KeHWwmuH — 19 net, gna myxunH — 21 rog [2].
BoisieneHne IKX Bo3MOXHO B l06OM BO3pacTe, 0HAKO
3aboneBaemMocTb Haubonee BbiCOKa B Bo3pacTe 18-
45 net [3]. Y MyXUMH JaHHas NaTonorus BCTpedyaercs
B 2—3 pasa valle [2,4].

B GonblMHCTBE C/y4aeB JfiedeHWe NpPOBOAAT TOJb-
KO Mpu CUMNTOMATUYECKOM TeuyeHUM 3aboseBaHUs.
MpeanoyTeHne noyTM BCerpa OTHAIOT XUPYPrUYECKUM
metofiaMm [5], B TOM Yncie C UCNoNb30BaHUEM ONTOBOJIO-
KOHHOrO na3sepa [6], XoTa onucaHo npumMeHeHne deHo-
Na, AeNUAALMN N KPUOLECTPYKLMM B TEYEHUN XPOHUYe-
ckoro KX [7]. Llenblo nedeHus sBnsieTcs BO3AencTBUE
Ha CTEHKW WAW MOJHOE YyfaNneHue 3MUTEeNNaNbHOTO
KOMYMKOBOrO XOAa W HarHOMBLUMXCSA TKaHeii, GbicTpoe
32XMBJIEHWE PaHbl M MAKCMMaNbHOE CHUKeHUEe pucka
peumausa [8].

HecmoTps Ha 3TW 4YeTKue Lenu, y IKCNepToB HeT eau-
HOrO MHEHMA OTHOCUTENbHO «MAeasbHOro Metofa ne-
yeHusa» IKX, TaK KaK HU OJWUH METO[ JIeYeHUs He fAB-
nsetca Ha 100% 3ddekTuBHbLIM. AHanM3 nutepaTypsl
CNOXEH M3-3a MHOXECTBA MpefiaraeMblX MeTofoB, UX
MHOFOYMCEHHbIX BapuaLuit, HEORHOPOLHOCTU Pe3yib-
TaTOB WM He[OCTaTKa PaHAOMWU3UPOBAHHbLIX KOHTPONU-
pyembix uccnenoBaHuii. Mogasnsiowee 60bWKUHCTBO
U3 HUX ABNAIOTCA PETPOCMEKTUBHLIMU, YTO 3aTPyLHAET

KOJNOMNPOKTOJIOTUS, Tom 21, N2 1, 2022

Ux cpaBHeHue. NloMUMO 3TOro, MHOrMe paboThl OCHOBA-
Hbl Ha M3yYeHUU MaNOYMCIEHHBIX TPYMN C KOPOTKUMMU
nepuofamu HabnoaeHns. 3TO WUCKaxKaeT pesysbTarthl,
MOCKOJIbKY NOC/NEONepaLNOHHbIE peLuanBbl, HE3aBUCU-
MO OT UCMONb3YEMOW TEXHUKM, MOTYT NPOABASAIOTCA KaK
B TEYEHWE TOof3, TaK W Mo3jHee, Hanpumep, Yyepes 5 net
nocne onepauuu [5].

BaxHO 0TMeTUTb, YTO XUPYPrUYECKUe METOLUKM OTNYA-
l0TCA MO BPEMEHMW 32XMBJIEHWUA paHbl NOCIE UCCEYEHNS
IKX. JloruyHO NpeanonoXuTb, YTO OTKPbITbIE XUPYPru-
YecKue paHbl, OCTaBNeHHbIe AN FPAHYAALNY, 3aKMBAKOT
[ofblue, YeM 3aKpbiTble paHbl. B KokpeitHoBckOM 06-
3ope Al-Khamis et al. (2010) npoaHanu3upoBanu aaH-
Hble 15 nccnepgoBaHui, B KOTOPbIX OLEHUBANOCH Cpea-
Hee BpeMs 3aXMWBNEHUA NOCIeonepaLMoHHON paHbl.
MeTaaHanu3 He Gbin NpOBefeH M3-3a BbICOKOW retepo-
reHHocTu uccnepoBanmii (I, =97%) [2]. CpenHue cpoku
3a)XMBNEHUs NpeAcTaBaeHbl B Tabnuue 1 (Ans paH, ywu-
TbIX N0 CPeHeN NHUM B CPAaBHEHWUU C OTKPLITHIM Befe-
HUEM paHbl) ¥ B Tabnuue 2 (NS paH, yWKUTLIX CO CMelle-
HUEM JIOCKYTa B CPAaBHEHWUU C OTKPLITIMU paHamu).

N3 npeacTaBneHHbIX AaHHbIX BULHO, YTO YacTo Ans 3a-
KUBNEHUS paHbl TpebyeTcs [AWUTeNbHOE BpeMs, YTO
CYLLECTBEHHO BAMAET Ha Ka4yeCTBO XM3HW NaLWUeHTOB.
YuuTbiBas Takxe, YTO OCHOBHas 3aboneBaeMocTb npu-
XOOUTCSA Ha TPYAOCNOCOOHOE HaceneHue, aKTyanbHOCTb
pa3paboTku 3PGHEKTUBHBIX METOLOB 3XKMBIEHUS pPaH
HE BbI3bIBAET COMHEHMIA. «/igeanbHbIM» METOAOM Jleye-
HUA cyuTancs 6bl METOA, NO3BONABLINIA NaLUEHTaM Bep-
HYTbCA K HOPMaJIbHOW AEATENbHOCTU KaK MOXHO CKOpee,
C MMHUMaNbHbIMKU 6ONEBBIMM OLLYLLEHUAMU B NOCTeoNe-
PaLMOHHOM NEPUOAE N HU3KUM PUCKOM TaKUX OCIIOKHE-
HUW, KaK peLuuanB INUTENNANBHOTO X0 C NPOAOMKAI-
WMMCSA BOCMANUTENbHBIM MPOLLECCOM.

KOLOPROKTOLOGIA, vol. 21, N2 1, 2022
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Parades et al. (2013) npuBopAT nuTEpaTypHble faH-
Hble ¥ COOOLWAT 00 YCKOPEHWU 3AXMBNEHUS PaHbl
KpecTLoBO-KONYMKOBOI 06aacTu nocne uccevenns IKX
NpU NPUMEHEHUN KOHTPOJUPYEMOrO OTPULATENBHOTO
pasneHus (negative pressure wound therapy — NPWT)
[5]. 37a HenHBa3MBHasA MeTOLMKA HanpaB/ieHa Ha YCKo-
peHve npolecca pereHepauun nNpu NOKanbHOM BO3fel-
CTBWU NOHWKEHHOTO [LABNEHUA.

Mpu npumeHenun NPWT pereHepauus ycKopsetcs
3a CYéT ypaneHus 6oratoii NpoTeasaMu paHeBOMN XUA-
KOCTU W CHUXEHUA UHTEPCTULMANBHOMO OTeKa C YMEHb-
WeHMeM faBneHus B Kanuansapax [18]. OTpuuatensHoe
pasneHue npu ucnonb3oaHun NPWT mexaHuuecku
cbnamkaeT n cTabunuanpyeT Kpas paHbl, yMeHbLIAN pa-
HeBoli fedekKT, a TaKKe NpeAoTBPaLLAET BbiCbIXaHWe TKa-
Heit [19,20].

HanoxeHune BakyyMHOI NOBA3KM CHUXKAET baKTepuab-
HYI0 Harpy3Ky Ha paHeBYylo NOBEPXHOCTb. B HECKOMbKUX
nccnepoBaHuax, cpasHuBarwowmnx NPWT co ctaHgapTHOM
noBs3Koil, 06CEMEHEHHOCTb paHbl XOTs Obl B OfHON Bpe-
MeHHO1 Touke 6bina Huxe B rpynne NPWT [21,22]. Li T.
et al. B 2016 ropy nccneposanu BausaHue NPWT Ha npe-
AOTBpalyeHe obpa3oBaHus GUONNEHOK B paHe. [lns 3To-
ro paHbl OblIM MHOKYNMPOBAHbI 3e€HbIM (hAYOPECLEeHT-
HbiM Genkom Staphylococcus aureus (S.aureus). Yepes
6 4acoB nocne WHOKYNALMK Bbina HayaTa HenpepbiBHas
NPWT Ha ypoBHe —125 MM pT. CT. S.aureus 6bICTpo 0bpa-
30BbIBaJI 3peJible GUOMNEHKM B paHax C NOCTOAHHON bak-
TepuanbHoii Harpyskoit ~10°~107 konoHueobpasymLnx
enuuu (KOE). MpumeHenne NPWT npuBopmuno K 3Hauu-
TENbHOMY YMEHbLIEHUIO MaTPUKCA BUONNEHKM, 4TO 6bINO
NOLATBEPKAEHO C MOMOLLLI0 CKAHUPYIOLLEN INEKTPOHHOIA
MUKPOCKOMUM 1 3nudnyopeclieHymn. 3atem nocnefo-
Bal0 CHUXEHUe Konudectea bakTtepuit (p < 0,05) go ~
10® KOE Ha 13-/ feHb nocne onepauuu u yayyueHue
BCEX napameTpoB 3axusnerus (p < 0,05) no cpaBHEHMIO
C KOHTPONbHBIMK paHamu [21].

CornacHo opHoM u3 runoTe3, MUKpopedopMaLnm
W TUMNOKCMYECKUI TpajMeHT, BO3HWKAOLWME NpW uc-
nonb3oBaHuu NPWT, moryt cnoco6cTeoBath nponude-
paunn n anddepeHUMPOBKe KNeTOK, YCKOpAA HeoBa-
CKynspu3aLmio u 06pa3oBaHue rpaHysLUOHHON TKaHM
[23]. MopobHble npouecchl perynupyiotcs akTopa-
MU POCT3, Pa3NYHbIMWU LUTOKUHAMKU U XEMOKUHAMMW.
IKcnepumeHTanbHble paboThbl HAa KNETOYHBIX KylbTypax
W KMBOTHBIX MOKa3anM M3MEHEHMe 3KChpeccuun re-
HOB W NMPOAYKUMW LAaHHbIX BELECTB Noj BO3LEACTBUEM
HU3KOro faBneHus [24-26]. G. Glass et al. ykasbiBanu
Ha ocobyto ponb thakTopa pocta EGR-1 u PDGF, HIF-1a,
uHtepneiikutos IL-10 n IL-1b [27].

CoyeTaHue hM3MYeCcKOro U OGMOMONEKYNSPHOrO Mexa-
HM3MOB [EACTBUA NO3BONAET OXWAATb BblPAXKEHHbI
nonoxutenbHelii apdpekt NPWT u wupokoe npumene-
HUE AaHHOr0 MeToAa B KAWHUYECKON NMpaKTUKe B Oy-
gywem. lpu 3TOM NpuMeHeHWe MeToAa Npu NeyeHuu

BakyyMHas Tepanust paH nocne XMpypruueckoro neveHus
3MMTENUaNLHOTO KOMYMKOBOTro XoAa (0630p nuTepatypbi)

nocneonepaLnoHHON paHbl nocne ncceveHns IKX usy-
yeHo masno [28].

Duxbury et al. B 2003 rofy nepsbiMM OnNMcany UCMOJb-
3oBaHue NPWT y naumeHTa, nepeHecwero onepaTuBHoe
JleyeHne no noBOAY XpoHuyeckoro BocnaneHus IKX.
MpumeHeHWe OTPULATENbHOrO [JaBNEHUA B TeYyeHue
6 Hepenb Co CMEHOW NOBA30K Ka[ble Tpoe CYTOK npu-
BEJIO K NMOJIHOMY 33)KMBJIEHUIO PaHbl 3a 8 HefleNb Y NaLu-
€HTa C peuuansupyolleit hopmoit 3abonesanus [29].

B Tom xe rogy Jonathan G. McGuinness ncnonb3oBan
annapar BaKyyMHOI Tepanuu paH Ha NpOTAXEHUU Tpex
Hegenb. MaumeHT Gbin BbINUCAH HAa ambynaTopHoe fofe-
yMBaHWe C paboTaloUMM annapaToM, a CMeHa NOBA30K
ocyulecteasnacb ambynatopHo. MonHas anuTenusauus
paHbl HacTynuna Ha 8 Hegene [30].

Farrell D., Murphy S. (2011) B 0630pe nuTepaTypbl CO06-
wanu o 5 nyéankaumax no 15 naumeHTam, NoayYMBLINM
neyeHne NPWT nocne ucceyeHus peuuauBupyowiero
3KX. B GonbliMHCTBE CiyyaeB nedyeHne HauMHanu cpa-
3y uaK cnycta 48 4acoB nocie uccevyeHus. 3HayeHue
[aBNEHUA  CTAHJAPTHO  YCTaHaBNMBANOCb  PaBHbIM
—125 MM pT. CT., 338 UCK/IOYEHNEM CNy4yaeB NpuMmeHe-
HUS PacCLLEenIeHHOro KOXHOr0 JI0CKYTa, B KOTOPbIX UC-
nonab3oBanocb aasneHune —50 mm pt. ct. NPWT ucnonb-
30BajiCcA OT 4 AHEN — [ANs paclLenieHHOro KOXHOro
NIOCKYTa, A0 9 Hefenb — B OCTaNlbHbIX Cyvasx. Bpems
3aXWBJIeHUA BApbUPOBANOCh OT 4 [0 22 Hefenb, cpef-
HAA ANUTENbHOCTb COCTaBUNa 8 Hefenb. Y OAHOrO naLu-
€HTa fleyeHne 6biN0 NPEKpPaLLeHo MO NPUYMHE BO3HUK-
HOBEHWA JIOKANILHOTO Pa3fpaXeHNUs OKpYXKatowWwen paHy
Koxu [28].

B 2013 rogy Murphy S. u Powell G. onucanu onsiT uc-
nofb30BaHWUS OLHOPA30BOr0 MOPTAaTMBHOrO amnnaparta
OJA NeYEeHUA paH OTpULATENbHbIM AABNEHWUEM Y ABYX
NaLMEHTOB C AAMUTENbHO HE3aXMBAKOWMMU paHaMu no-
cNe WCCeYeHUs 3NUTEAUANbHOrO KOMYMKOBOTO XoAa
C OCTaBNIEHWEM paHbl OTKPBITOW A BTOPUYHOTO 3a-
XWBNeHus. B nepBoM KNMHMYECKOM Clly4ae HA MOMEHT
Hayana neyeHWUs OTPULATENbHbIM [ABNEHMEM paHa He
3a)uBana B TeyeHue 14 Hepenb. Ha paHy pa3mepamu
5 x 1,5 cM Obln ycTaHOBAEH NOPTATUBHBbIN OfHOPa30-
Bblil annapaTt A BaKyyMHOW Tepanuu paH. [pn cmeHe
BMNUTbIBAIOLLEN NOBA3KM annapaTa Ha TPeTby CyTKM Obino
BbIABNIEHO YMEHbLIEHWE Pa3MepoB paHbl, 0TMeYanuchb
npu3Haku anutenusauuu. Annapat Gbin ocTaBfeH Ans
paboTbl B TeYEHMe elle 4 AHeil, U Npu NOBTOPHOMN Mpo-
BepKe OblI0 OTMEYEHO 3aXKMBNeHME paHbl. Y BTOPOro
nauueHTa, MOJIOAOro MyX4YuHbl 20 net, 3axusneHue
paHbl He NPOM30LL0 B TeYEHMe rofia nocie onepauuu.
Annapar 6bln YCTAHOB/IEH HA YeTbipe HefeNu, Noc/e Yero
paHa nosHocTblo 3axuna. Cnegyer OTMETUTD, YTO Nleye-
HMEe MPOBOAMIOCH B aMbyNaTOPHbIX YCNOBUSAX, U NaLu-
€HT NPOAO0SKAN BECTU NPUBbLIYHBIKA 06pa3 xu3Hu [31].
B npocnekTMBHOM paHfOMU3MPOBAHHOM UCCNEA0BAHUM
Banasiewicz T. et al. (2013) yyacTBoBano 19 naumeHTos
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(10 — B rpynne NPWT, 9 — B KOHTpoNbHOI rpynne).
MauneHTam nNpoOBOAMNOCH OAMHAKOBOE XUpYpruye-
ckoe BMewatenbctBo (ucceyeHne 3IKX), nocne koTo-
poro HaknaablBanach CTaHAapTHas MOBA3Ka WM BaKy-
YM-NoBA3Ka. YCTPOWNCTBO YCTaHaBNMBANOCh B PEXUM
nepemMeHHOro faefeHus (3-8 MUHYT OTpULATENLHOTO
pasneHuns —100...-130 mm pr. CT., 1-3 MUHYTbI HOP-
ManbHOrO AaBneHus). He 6bi10 BbIABNEHO pasnuunii
MEXAy rpynnamu no nony, pasmepy UCXOLHOro Aedek-
Ta TKaHell, BpeMeHN C MOMeHTa NOSABNEHNS CUMNTOMOB.
Y4yacTHWUKOB Benu ambynaTtopHO C NPUMEHEHUEM MeCT-
HOW aHecTe3uu. [pynnbl OTAWYANUCL MO AANTENbHOCTM
ambynaTopHOro HabMofeHUs Nocie XUpYpruveckoro
nevyeHus IKX B 3aBUCMMOCTM OT CKOPOCTU 3axusne-
HusA paHbl (30,3 + 8,3 gHell — B KOHTPONbHOI rpynne,
11,8 + 4,7 gHeit — B rpynne NPWT, p < 0,001), BpemeHu
BOCCTaHOB/IEHUA HOPMasnbHOW akTuBHOCTM (15,9 + 6,5
n 7,3 + 3,6 4Heil, COOTBETCTBEHHO) W 3HAYEHUAM NO BU-
3yanbHoil aHanoroBoi wkane 6Gonn (VAS) Ha 4 peHb
(23+071 1107, p=0,0047) u 7 peub (2,0 £ 0,7
109 +0,7 p=0,0001) nocne onepauuu [32].

Biter L. et al. (2014) npoBenu paHaOMM3MpOBaHHOE
KOHTpOAUpyemoe ucnbiTaHne pna cpaBHeHus NPWT
M CTAHOAPTHOTO NeYeHWUs OTKPbITOM paHbl. lepBuyHOM
KOHEeYHOW TOYKOi UCCNefoBaHUs ObINO BPeEMs MOMHOIO
3aXWBNEHNUS paHbl. BTOPUYHBIMM KOHEYHBIMU TOYKAMU
Oblnn oueHka VAS, oTHolWeHWe pa3mepa paHbl Ha 1-it
n 14-i peHb (T. e. CKOPOCTb 3aXMBJEHWUS paHbl), Bpe-
Ms 4O BO30OHOBNEHUS HOPMANbHOW aKTUBHOCTU U Ha-
NWYMne peuuamBa B TeYeHne 6 MecaLeB Nocie 3aKpbiTus
paHbl. B uccnepoBaHue 6binu BKAOYEHb 49 NaLMeHTOB:
24 nauymenta B rpynne NPWT, 25 — B KOHTpOAbHOW
rpynne. MosHoe 3a¥uBAEHWe paHbl GbINO LOCTUTHYTO,
B CpeAHeM, yepe3 84 fiHA B rpynne BaKyyMHON Tepanuu
npoTue 93 fHell — B KOHTPO/MIbHON rpynne (p = 0,44).
OTHOWweHMWe pa3MepoB paHbl ObIIO 3HAYMMO HUXKE
B rpynne NPWT Ha 14 peHb (0,30 npotus 0,57, p = 0,02),
4TO OTpaxano 6ofee BLICOKYI CKOPOCTb 3aXKMBIEHMs
paH B nepsble 2 Hefenu. He Gbln0 pasnnuunii B BbIpaxeH-
HOCTM 60/1€BOrO CMHAPOMA, OLLEHEHHOTO NO BU3YasbHbIM
aHanoroBbIM LWKaNaM 1 YacToTe peLMAMBOB MeXAY rpyn-
namu. Bpema nonHoro BOCCTaHOBNEHMA HOPMaNbHON
€Xe[HeBHOW aKTWBHOCTW NaLMEHTOB Nocie onepauuu
B rpynne NPWT n KoHTponbHOM rpynne cylwecTBeHHO He
OTAMYaNOCh M COCTaBuNO 27 1 29 fHel, COOTBETCTBEHHO
(p=0,92) [33].

B nuTepatype onucaH OTe4YeCTBEHHbIN OMbIT NpUMeHe-
HUA CUCTEM ANA NeYyeHUA paH OTpuULaTeNbHbIM faBne-
HueM. FanawoksH K.M. u coast. (2016) coobwatT 06
3¢ (DEKTUBHOCTU NPUMEHEHUA NOKANbHOrO OTpULATENb-
HOrO AaBJeHMUA B leYeHUU NaLUEHTOB, KOTOPbIM BbIMNOJ-
HANOCb pagukanbHoe mccevyeHue IKX c octaBnenuem
paHbl OTKPbLITOW ANS BTOPUYHOTO 3aXKWUBNEHWUS HA OCHO-
BaHWM neyeHus 20 NaLMeHTOB 6e3 KOHTPOJLHOM rpyn-
Mbl. YCTaHOBKA CUCTEMbI BaKyYMHOM Tepanum paH y Bcex

KOJIOMNPOKTOJIOTUS, tom 21, N2 1, 2022

NaLMeHTOB BbINOAHANACH HA BTOPbIE CYTKU, CMEHY NOBs-
30K OCyLLeCcTBNAAN Kaxable 4 gHA. JleueHne nposogu-
N10Cb A0 NOABNEHUA aKTUBHOMN rPaHYNALMN Yy KpaeB paHbl
M 3HAYNTENbHOrO0 yMeHblIeHWs ee pa3mepoB. ABTOPbI
0TMeYaloT COKpalleHne cpegHei niowaan paHbl yepes
[Be Hepenu nedeHus ¢ 75 + 2,5 cM? go 43 + 2,3 cm?.
Bpems anutenusauuu paHsl coctasuno 31,1 + 2,7 cy-
TOK. [1auneHTbl NPOBOAMAN HA CTALMOHAPHOM JleYeHUH,
B cpeaHem, 13,9 + 2,3 aHeit. [pu HabAoaeHUM B TeYeHNe
38 MecsAleB peunanBMpoBaHus 3abonesaHus 3aduKcu-
pOBaHo He 6bin0 [34].

PogomaH I.B. n coast. B 2017 rogy npepcrasuamn pe-
3yNbTaThl PaHLOMU3NPOBAHHOIO UCCNEA0BAHUSA, B KOTO-
poe 6bio BKAtOYeHO 106 NaLMEHTOB, Y KOTOPbIX paHa
Beacb OTKPbITbIM METOAOM NOC/AE OonepaLun no NoBoOAy
3NUTENNANBHOTO KOMYMUKOBOro Xxofa. MauneHTbl Gbinu
ClyyaiiHbiM 06pa3om pacnpefeneHsl B 2 rpynnsl —
C NpUMEHeHMeM Tepanuu OTPULATENbHbIM AaBAEHUEM
(n = 53) U1 NPOTUBOMUKPOOHBIMU MA3eBbIMU MOBS3-
kamu (n = 53). T'pynnbl 6bINM ypaBHOBELEHBI NO BO3-
pacty, KaMHuYecKoii dopme 3abonesaHus W naowanu
paHeBoro gedekra. MNayueHTsl HabNOAANUCH B TeYEHME
45 CyTOK C MOMeHTa onepauuu Lna OLEHKW pe3yabTa-
TOB feyeHus. B cBA3M ¢ puckamu nocneonepaunoHHOro
KpOBOTEYEHMWs, naLueHTaMm OCHOBHOM rpynnbl ycTa-
HoBka NPWT-cuctembl npoBoaunach Ha BTOPble CYTKM
nocne onepauuun. JleyeHne nNpoBOAWMIOCH KPYrnocy-
TOYHO B pexume ot =120 go —100 MM pT. CT. Ha npo-
TAXeHUN 14 pHel, C mepuoguMyecKMMK 3ameHamu no-
BA30K. CpefHAs nnowanb paHeBON NMOBEPXHOCTU Y BCEX
nalMeHToOB nocne onepauuu coctasuna 77 + 5,3 cm?.
Mpwn oueHke Ha 14 peHb naowagb paHsl B rpynne NPWT
6bina 35 + 9,3 cM? B rpynne nayMeHToB, NoJydYaBlInX
TPaaMUMOHHYIO Tepanuio — 63 + 13,7 cm?. Takum 06-
pa3oMm, COKpalleHue NaoLWaAn paHbl 33 iBe Hepenu ne-
YyeHus, B cpefHeMm, cocTaBuno 54,5% ot ucxogHon —
B OCHOBHOM rpynne u 18,2% — B KOHTPO/NLHOM rpynne.
BbipaxeHHOCTb 60/1€BOr0 CMHApOMa Ha 14 AeHb ole-
HWBanNacb C WCNoONb30BaHUEM BU3YanbHOW-aHAN0OroBow
wkansl FPS-R u coctaBuna 3,4 + 2,15 1 5,4 + 3,1 6annos
B OCHOBHOM U KOHTPONIbHOW rpynne, COOTBETCTBEHHO.
B AByX ciiyyasix y NalMeHTOB KOHTPOJbHOM Fpynnbl Gbiau
3apMKCMpPOBaHbI THOWHO-BOCNANUTENbHBIE NOCNEONepa-
LIMOHHbIE OCNOXHEHUA, B OCHOBHOW rpynne OC0XHe-
HUI He Obino. OKOHYaTeNbHOE 3aXMBEHWE PaHbl Npo-
130LWo, B CpefiHeM, Ha 29 1 41 CyTKU, COOTBETCTBEHHO.
MonHoe BoCCTaHOBNEHME TPYAOCNOCOOHOCTM — Ha 32
1 41 feHb, COOTBETCTBEHHO. 3a 12 MecsALeB HabnoaeHNs
nocfie onepaTMBHOIO BMeLlaTebCTBa PeLUAMBOB 3a60-
neBaHus He 6bino [35].

B 2019 rogy Yepkacos M.®. u coasT. onybankosanu uc-
cnepoBaHue BanaHua NPWT Ha cKopocTb 3axuBneHus
OTKPbITbIX MOCNEONepaLuoHHbIX paH y 73 nauueHTos,
KOTOPbIM BbINONHEHO MccedeHne IKX. Tpupuatn agess-
TW NaLMeHTaM OCHOBHOM rpynmnbl MPOBOAUAOCH leyeHue
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paHbl JIOKaNbHbIM OTPULLATENbHLIM AaBneHueM; 34 na-
LMeHTa KOHTPONLHOM rPynnbl NOsy4Yanu nevyeHune paHsl
BO BIAXXHOW cpefie C NPUMEHEHWEM aHTUCENTUYECKUX
pacTBOpPOB M NPOTUBOMUKPOOHBIX Ma3eit. BakyymHas Te-
panusa paH HaduHana NpoBOAMUTLCA HA CefyiolWnin AeHb
nocne onepauuu 1 npogonxanace B TeqyeHue 20 gHen.
Kaxable 4 fHA OCyWecTBAANNCL NepeBA3KM CO CMEHON
NOBA30K, BO BPeMs KOTOPbIX (PUKCMPOBANOCh Hanuyue
BOCMaNeHua, rpaHyaaLUMin U NpU3HAKOB 3NUTENn3aLum
B paHe. OcyliecTBnsnocb B3ATME Ma3KOB-OTMNEYaTKOB
ANA LUMTONOrMYecKoro uccneposaHusa. [lposogunacs
OLeHKa nnowann paHeBol nosepxHocTu. B pesynbTa-
Te HabnogeHns Ha 4 CyTku nocne onepauun B 33,3%
(n = 13) cnyyaeB oTMeyanucb NpU3HaKM BOCMaNeHUs
paH y nauMeHTOB OCHOBHOI rpynnbl, B rpynne cpaBHe-
HUs BocnaneHue GblNo BbisBNEHO Y 85,3% (n = 29) na-
uneHToB. K BoCbMOMY AHIO mocie onepauuu pocT rpa-
HYJALUMOHHON TKAHU B paHax BolfBfeH y 79,5% (n = 31)
NauMeHToB OCHOBHOW U 41,2% (n = 14) — B KOHT-
ponbHOW rpynnax. Yepe3 12 gHeit npu3Haku Kpaesoi
anuTenu3auum paH 3adukcupoBaHbl B 64,1% (n = 25)
n 23,5% (n = 8), COOTBETCTBEHHO. [pn LUTONOrUYECKUX
MCCNefoBaHNAX OTMEYaNUCb CTAaTUCTUYECKU 3HAYUMble
NPU3HAKW YCKOPEHMA penapauumn y nauueHToB rpynmel
NPWT no cpaBHeHMI0 C KOHTPOAbHOW rpynnoii. CKopocTb
3aXUBNEHUS paHbl Gbina B 2,6 pasa Bbllle B OCHOBHOW
rpynne [36].

Gabor S. et al. B 2021 rogy nposenu uccnefoBaHue 3g-
(heKTMBHOCTM NleYeHUs paH oTpuLaTeNbHbIM AaBNEeHUEM
y 21 naumeHTa, nepeHecwux nccevenne IKX ¢ ywmea-
HUEeM paHbl HAryxo N0 CPeAUHHON NUHUK. B 0CHOBHYIO
rpynny BKAoYeHo 10 nauneHTOB, NONYyYaABLINX NeYeHne
nocneonepaunoHHON PaHbl OTPULLATENIbHLIM JABIEHUEM.
B KoHTponbHyI0 rpynny 6bi10 BKAOYEHO 11 nayueHToB.
B 06eunx rpynnax wWabl ObIIM YaCTUYHO CHATHI HA 14 fieHb
M NOAHOCTbIO yaaneHbl Ha 21 cyTku. B uccnepgosanum
CpaBHUBANIUCb CPOKM rocnuTanu3aLmu, 601eBoit CUHA-
pOM Ha nepBble U CeAbMble CYTKM nocne onepauuu,
BpeMs MONHOro 3axueieHua paHbl. CpegHee Bpems
npebbiBaHUs B 6GONbHULE COCTABUAO OKOMO 9 yacoB
M 23 yaca — B MUCCNeAYeMOi U KOHTPONbHOW rpynnax,
cooTBeTCTBEHHO (p < 0,05). CpepHee 3HaueHue 60neBo-
ro CUHAPOMA B fieHb onepauumn coctasuno 1,20/10 —
B OCHOBHOW rpynne 1 3,36/10 — B KOHTPONILHON rpynne
no wkane VAS (p < 0,05). Ha 7 eHb B OCHOBHOI rpynne
cpenHmit 6ann 6onm coctasun 0,9/10, a B KOHTPONbHOIA
rpynne — 2,63/10 (p < 0,05). CpegHee Bpems 3axMuB-
NeHuna paHbl coctaBuno 23,8 n 57,9 gHa B rpynne NPWT
1 rpynne, rae nauueHTsl NosyYyany TpaguLMoHHoe neye-
HUe, cooTBeTCTBEHHO (p < 0,05) [37].

Dorth D. et al. B 2021 roay ony6aukosanu uccneno-
BaHWe, B KOTOpoe Gbl10 BKMOYEHO 85 NaLMEHTOB feT-
cKkoro Bo3pacta (cpegHuit Bospact 15 net). MauneHTsl
OblM pasgeneHbl Ha Tpu rpynnbl. B nepsyio (18%)
OblIM BK/IOYEHbI MALMEHTHl, MepeHecline UCcedYeHne

BakyyMHas Tepanust paH nocne XMpypruueckoro neveHus
3MMTENUaNLHOTO KOMYMKOBOTro XoAa (0630p nuTepatypbi)

3NUTENNANBHOrO KOMYMKOBOrO XOA3 C YWMWBAHUEM
paHbl CMelLeHHbIM ockyToM. Bo BTopoit rpynne (56%)
y NalMeHTOB paHa Gblna ocTaBneHa OTKPLITON Aas BTO-
puYHOro 3axusneHus. B Tpetbeit rpynne (26%) naum-
€HTaM C MNACTUKON paHbl CMELLEHHBIM JIOCKYTOM 6bina
ycraHoBneHa cuctema NPWT. MuHumanbHbli CpoK Ha-
onioneHus coctaBun 1 rog. Yactota BO3HMKHOBEHMS
paHeBoi MHGEKLUMM B nocneonepauyoHHOM nepuoje
AOCTOBEPHO He OTNMYanachb BO BCEX rpynnax, OAHaKo
OblIM BbIABAEHBI Pa3iMyMs B YacTOTe BO3HUKHOBEHUS
peunausos 3abonesanus. Peunans IKX Obin BbifBNEH
y 23% nauneHTOB C OTKPbITLIM BefieHneM paHbl U B 26%
CNy4YaeB y NaLWeHTOB, paHbl KOTOPbIX ObIMU YWNTHI CO
CMelleHneM n0ocKyTa. B rpynne ¢ npumeHenuem Baky-
YMHOI Tepanuun YyactoTa peuuameos coctasuna 9%, T.e.
Obl1a 3HAYUTENbHO HUXKE MO CPABHEHUIO C NEPBOIA U BTO-
poit rpynnamu (p = 0,007). Kom6uHMpOBaHHbI MeTOA,
NpUMEHEHHbIN B TPETbel rpynne, ofHaKo, obecneynsan
bonee pnutenbHoe npebbiBaHue B cTauuoHape [17,41
(15,63) npoTus 3,65 (1,68) gHeir, p < 0,001] [38].

SAKITKOYEHUE

B HacTosAWMA MOMEHT He CyLecTBYET AUHOM KOHLENLMM
B OTHOLWIEHUW METOAOB BeJieHUs paHeBbIX AedeKToB no-
C/le XUPYPruyeckoro NeyeHus 3NUTENNaNbHOTO KOMYu-
KOBOro xofa. Mo aaHHbIM AUTEPATYpPbl, UCOb30BAHME
JI0KaNIbHOTO OTPULATENILHOTO AaBNEHUS MONOXUTENbHO
BUSET Ha CKOPOCTb 3MUTeNMU3auuuM paHeBoro Aedek-
Ta. Pe3ynbTathl NleyeHUs NauMeHTOB CBUAETENbCTBYIOT
0 6onee HU3KOM PUCKe Pas3BUTUS MOCEONepPaLMOHHbIX
0CnoXHeHuit. OfHaKo, HECMOTPS Ha NepCrneKTUBHOCTb
NpUMeHeHUs METOA], He6ONbILIOE KOANYECTBO U HE BCer-
0a BbICOKOE KayecTBO WCCNEAOBAHWUN, MOCBALEHHbIX
MCMO/Ib30BAHMIO OTPULATENBHOTO [ABNEHUS B JIeYEHUN
paH y NauMeHTOB, NePeHEeCIINX UCCEYEHNE INUTENNANb-
HOro KOMYMKOBOrO X0Aa, 3aCTaB/IAeT BHUMATENIbHO NOJ-
XOAUTb K TPAKTOBKE MOJIyYEHHbIX JAaHHbIX U CO3[aeT He-
06X0ANMOCTb NPOBEAEHMSA faNbHE WX UCCNef0BaAHMIA
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Cy63numenuansHbie onyxoau npamol KUwKu npedcmasialom cobol 2pynny pasHopoOHbIX NO eucmonoeuyeckoli
cmpykmype onyxonel, pacnosioxeHHsix Nod 3numenuem cAU3UCMOLU 060J10YKU CMeHKU KULIKU U He UMeloujux
cneyuguyeckux KAUHUYecKux npossieHull. Vx ouggepeHyuansHas uazHOCMuUKa s8asemcs akmyaasHol npo-
611emoli, NOCKOJIbKY NPO2HO3 U MAKMUKA JleYeHUs 3aBUCAM 0m KOHKpemHo2o muna onyxonu. Llensto pabomei 6110
usyyeHue BO3MOXHOCMell yIbMpa3syKo8020 Memooa 8 duazHoCmuKe cy63numenuanbHbix onyxoael npamMol KUK
U NOUCK omuYUmMesibHbIX NPU3HAKOB OJ1A KA 0020 muna onyxoau. AHaau3 aumepamypHsix OGHHbIX NOKA3AJ, YMO
Y/Ibmpa3zsyKosoe UCCed08aHuUe KAK COCMABHAA 4acmb KOMNJEKCHOU OudeHOCMUKU C npumeHeHueMm Memooos
meduyuHckol susyanuzayuu (Y34, KT, MPT) no3gonsem 8biA815mb U Xxapakmepu308ams 0GHHbIE ONYX0u, npedo-
CMasnaf YeHHyl UHgopmayuto 015 onpedesneHus danbHeliweld makmuKu sBedeHuUs nayueHmos.

KJIIOYEBBIE C/IOBA: cyb3numenuanbHas onyxosib, 3HOOPeKManbHoe yabmpassykosoe ucciedosaque, MazHUMHO-pe30HAaHCHAs momMoepagus,
KomnblomepHas momozpagus
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Ultrasound imaging of subepithelial rectal tumors (review)

Yuliya L. Trubacheva, Evgeniya M. Bogdanova, Anastasia E. Pershina Ryzhikh National Medical Research Center
of Coloproctology (Salyama Adilya str., 2, Moscow, 123423, Russia)

Subepithelial rectal tumors are a group of histologically heterogeneous neoplasms located under the epithelium of
the mucosa and have no specific clinical manifestations. Differential diagnosis of these tumors is an urgent problem,
since the prognosis and treatment choice depend on the specific type of tumor. The aim of the work was to study the
possibilities of the ultrasound method in the diagnosis of subepithelial rectal tumors and to identify signs for each
type of tumor. An analysis of the literature data showed that ultrasound as an integral part of complex diagnostics
using medical imaging methods (ultrasound, CT, MRI) makes it possible to identify and characterize these tumors,
providing valuable information for the treatment.
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WAU  MbIIEYHOTO CNIOEB, MOKPbITHIA HEU3MEHEHHbIM
INUTENNEM CAU3UCTON 0GONOYKM CTEHKW MOJBIX Opra-
HOB XeNyAo4YHO-KuwWeyHoro TpakTa [1]. [JaHHas noka-
NM3auns 06befMHAET MHOMXECTBO PA3/IMYHbIX MO -
CTONIOTUYECKON CTPYKTYpE OMyXOo/ieil MpsAMOil KULWKK:
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HEePO3HAOKPUHHbIE OMYXO/M, Me3eHXWMaNbHbIE Ony-
xonu (racTpOMHTECTUHANbHbLIE CTPOMAaNbHbIE OMYXONH,
neloMUOMBI, NEIOMUOCAPKOMBI, IUMOMBI), HEPOTeHHble
onyXxonu u fpyrue. 310 3aTpyaHAeT ux AuddepeHumans-
HYIO [MArHOCTUKY, @ 3HAUUT, U BbIOOP TaKTUKK NIeUeHUs.
Mo3ToMy ANA YCTAHOBNEHWUA NPaBWAbLHOIO [MarHo3a
BaXKHO 3HaTb XapaKTEpHble OTAUYMTENbHblE MPU3HAKM
onyxonei, a Take BO3MOXHOCTU COBPEMEHHbIX MeTo-
LOB MHCTPYMEHTaNbHO BU3yann3aLnm B UX BbIABAEHUM.
Cy63nutenuanbHele Onyxonu NpsMOi KULWKU HEPELKO
06HapyXMBaOTCA CYYaiiHO NpW NPOBEAEHUU KONOHO-
ckonuun [2]. O6bIYHO OHM BBITASAAT KaK OKpyrible Uiu
OBOUMJHblE 06pa30BaHus, BbICTYNatolMe B NPOCBET KMULU-
KW 1 pacrofioeHHble MO HEM3MEHEHHbIM 3NUTeNneM
cnm3nucToit 060104KU. IHLOCKONUYECKOE UCCef0BaHNE
He BCerfa no3BoJiseT OTANYNUTL CyD3INUTENUANbHOE pac-
NosoXeHne OMyxonn OT 3KCTPaOpraHHOM Komnpeccuu,
a TaKxe He faeT UH(OPMALMIO O BHYTPEHHEN CTPYKTY-
pe HOBOOGPA30BaHUA U CNOE KULWEYHOI CTEHKM, U3 KO-
TOpPOro OHO npoucxoguT [3,4]. Mo3ToMy Ans OUEHKM
BCeil TOMWMHbBI CTEHKW KULLKK, OKPYXatoWmnX eé TKaHeu
W OpraHoB MCMOMb3YIOTCA MeToAbl MOCPe30BOM BU3ya-
nu3auuu: KomnolotepHas Tomorpadus (KT), marHutHo-
pe3oHaHcHas Tomorpadus (MPT) u ynbTpa3BykoBoe nc-
cneposaHue (Y3U).

Mpu nomoLwm ynbTPa3ByKOBbLIX METOAMK UCCNEA0BaHUSA
(Y3 B cepowKanbHOM pexume, ynbTpasByKoBas 3na-
ctorpacdus, Y3N c koHTpacTHeiM ycunenuem (KYY3W),
Y3 B 3D-pexkume) u paznnyHbix Bugos Y3 (aHpocko-
nuyeckoe Y3W, TpaHcpekTansHoe Y3M) BO3MOXHO He
TONbKO BbIABAATb, HO U AuUbdepeHLUpoBaTh cyb3anuTe-
NIMANbHbIE OMYXO0U NPAMON KULWKM OT BHEKUILIEYHBIX 00-
pasoBaHuil 1 B pafe ciydyaeB mexpy coboi [4,5]. Y3U
NO3BONAET ONpefennuTb NOPaXKeHHbIN CNOW KULWEeYHOW
CTEHKU U pa3mepbl 06pa3oBaHuii, OLEHNUTb UX IXOCTPYK-
TYPY 4 BaCKyNApuM3aLmto, u Ha OCHOBAHWUU 3TUX LAHHbIX
chenaTtb BbIBOA O NpPUPOAE BbIABNEHHBIX W3MEHEHMIA
[6]. MprmeHeHMe KOHTPACTHbLIX MpenapaToB W 3M1acTo-
rpacun pacwupseT Bo3moxHoctu Y3 B auddepen-
UMaANbHON [MArHOCTUKE Cyb63INUTENUANbHBLIX OMyXoneil
[7-12]. Kpome 3Toro, nop ynbTpa3ByKoOBOM HaBUraLuei
BO3MOXHO NpoBefeHWe OGuoncuu cy63INUTENUANbHBIX
06pa3oBaHuit Ans AanbHeiiwein mopdonornyeckoi se-
pudukauum [6,13,14].

MPT, Tak xe, kak un Y3W, no3Bonser BM3yannu3npoBathb
CIOM CTEHKM NPAMON KUWKK, 06Nafas NpeuMyLlecTBOM
B OLEHKEe BOBMIEYEHWs B OMyXONeBblii npouecc napa-
peKTaNbHOI KNeTyaTku, Me3opekTanbHoi acuuu, 6pio-
WMHBI, KPOBEHOCHBIX COCYAOB M OKPYalLWMX OpraHoB
[15]. CkaHupoBaHMe B pasnu4HbIX NIOCKOCTAX ynpoLua-
0T onpefeseHue B3aUMHOTO PacnoNoXeHUs cybanuTe-
NManbHbIX 06pa3oBaHKil NPSMOI KULWKKM U aHaTOMUYe-
CKMX CTPYKTYp Manoro Tasa [16].

KT ¢ BHYTPMBEHHbIM KOHTPACTMPOBAHMEM MMEET orpa-
HUYEHWA B BU3yanu3alLWM CNOEB KULWEYHOW CTEHKH,
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O[\HAKO MO3BONAET ONMpPeAeNnfATb PacnoNoKeHne onyxo-
M (MHTpamypasibHOe MW BHEKWUWEYHOE, 3NUTENNaNb-
HOe UK cyb3nuTeNnnanbHoe), TUN POCTa MO OTHOLEHMUIO
K MPOCBETY 1 NPOTAXEHHOCTb NOPAXEHNS, @ TaKKe oLje-
HUBATb BHYTPEHHIOI CTPYKTYPY 06pa30BaHUii, BbIABNATH
NPU3HAKM JIOKaNbHOW UHBA3NUW M OTAANEHHbIE MeTacTa-
36l [17].

FacTpouHTeCTUHANbHaA CTPOMasbHas ONyxoJib
FacTponHTEeCTMHANbHAS CTpOManbHas onyxonb
(TMCO) — 3710 Me3eHxMManbHas OMYXOsb, MPOUCXOAA-
Was M3 npeflecTBEHHUKOB WHTEPCTULMANbHBIX Kie-
ToK Kaxans, pacnonoxeHHbIX B ayapbaxoBOM HEPBHOM
cnneteHuun. B 3aBMCMMOCTM OT NnoKanu3auum, pasmepos
M noKasaTens MUTOTMYeCKOW akTuBHocTu knetok MCO
MOXET paccMaTpuBaThCs Kak AOOPOKAayeCcTBEHHAs Ony-
X0Jb, OMYyXO0Nb C HEONpefeNeHHbIM MOTEHLNANOM 3710Ka-
YECTBEHHOCTW MM 3/10KaYecTBeHHas onyxonb [18,19].
T'NCO sBnsetcs HaubGonee pacnpoCTpaHEHHON Me3eH-
XUManbHOM OMyXONblo KEeNy[o4YHO-KMLWEYHOro TpaKTa
[20]. laHHas onyxonb MOXET pa3BUBATLCA B NI0HOM €ro
OTfeNle: Yalle BCEro nopaaercs Xenyaok — npuénu-
3utenbHo B 55-60% cnyyaes, Towas U MNoAB3A0LWHAA
KMIWKKM nopaxatTtca B 29-32% cnyyaes, N'MCO npamoint
KWLWKM BCTPEYaeTCs peAKko — B 3—4% ciyyaes [21-24].
Hons TNCO cpepm 3n0KayecTBEHHBIX OMyx0nen NpAMONn
Kuwku coctasnsert 0,6% [25], a cpean Bcex HoBooGpa-
30BaHMii 310l Nnokanusaumun — 0,1% [26].

KnuHnueckn TUCO npamoit KMWKKM YacTo npossnserca
aHOpeKTaIbHbIM KPOBOTEYEHNEM, 6ONIbIO B NPAMOIA KULL-
Ke u 3aTpyaHeHuem pedekauuu [27]. Takwke TMCO nps-
MOW KUIIKWU HEpeAKO CTAaHOBUTCA CAYYaHOW HAaxXOAKOM
npv npoeefeHUK U3NMKanbHOro 0CMOTPA UAK BU3yanu-
3UpyloLWKX METOA0B UCCnenoBaHus [28-30].

I'MCO o6blyHO npeacTaBnsier coboil conuTapHoe nop-
CnM3KUCTOe 06pa3oBaHue, C WHUPOKUM AMANa3oHOM pas-
MepoB (oT 1 MM 7o 20 cm u Gonee). KpynHble onyxonu
4acTo MMEIOT raHTeneobpasHyo topmy, npu 6obWOM
pasmepe OMyxo/snM BO3MOXHO U3bA3BNEHWE CIU3UCTON
000/104KM KWLWKHW, BO3HUKHOBEHME B ToJlle 0Opa3oBa-
HUSA NOJNIOCTeN, 30H HEKPO3a U KpoBom3nuaHui [31]. Ons
IMCO npsAMON KNWKKN XapaKTepeH MHTPaMypanbHbIA UK
3Kk30¢uTHbIA pocT. Takxke MMCO yacto umeer ncespo-
Kancyny, orpaHM4Yu1BaoLLy0 MHDUBTPALMIO B Npunexa-
e TKaHu.

KT opraHoB OpIOWHON NONOCTM WM Manoro Tasa C BHY-
TPUBEHHBIM KOHTPAcTUPOBAHUEM ABNAETCA CTaH[APTOM
AnarHoctuku y 6onbHbix MMCO. Onyxonb 06bIYHO BU3Y-
anu3npyeTcs B BULE IKCLEHTPUYECKM PACMON0KEHHOTO,
YeTKO OTrpaHUYeHHOro 0bpa3oBaHus. bes KOHTpacTHOro
yeunenus NMCO npamoii KUWKKM M30LeHCHA HOPMaJbHOM
MblweyHOoN TkaHu [19, 29]. Ha KT ¢ BHYTpUBEHHBIM KOH-
TpacTUpOBaHMEM OMyXONU ManbiXx pa3mMepoB UMeIT ro-
MOreHHOe apTepuanbHOe yCueHue, onyxonu GobLnX
pa3mepoB — reTeporeHHoe [17, 32].
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MPT npumeHseTCA Kak YTOUHAIOWMIA MeTO Yy NaLueHToB
C ONyX0NeBbIM NOPAXeHUEM NPAMOI KULLKK, @ TaKXKe As
OLEHKM 0ObeMa nopaxeHus neyeHu (B 4acTHOCTH, y Na-
LMEHTOB C aNIepruyeckKUMn peakLnUiMU HA PEHTreHo-
KOHTpacTHble npenapatel) [19, 29]. Ha T1-B3BelEeHHbIX
“306paxKeHUsX ONyxoNb BbIFAAAUT KaK MMNOUHTEHCUB-
Hoe o0b6pa3oBaHue, Ha T2-B3BelleHHbIX W306paKeHU-
AX — KaK rMnepuHTEHCUBHOE MW U30MHTEHCMBHOE 00-
pa3oBaHue C runepuHTEHCMBHbIMW 30Hamu [16,32,33].
Mpu pacnonoxenun MNMCO B NpsmMoit KMIWLKe OLEHKa no-
cnefHen BO3MOXHa C npumeHeHunem IPY3N — onyxonb
BU3YyaNU3NpPYeTCA B BUAE TUMO3XOTEHHOrO COJIMAHOIO
06pa3oBaHus, UCXOAALEr0 U3 MbIWEYHOTO CAOS KULIKM
[32,34]. Npu pasmepe < 3 cM 06pa3oBaHMe UMEET OKpY-
rayio GopMy, YeTKME KOHTYPbI, MOXET UMETb €ANHUYHbIE
rMNepaxoreHHble BKMoYeHus. Mpu goctukeHun Gonee
KPYMHbIX Pa3MepoB ONyX0Jib UMEET HEYETKNE KOHTYPHI,
CTPYKTYypa €€ HeoaHOPOSHAsA 3a CYET rMMep3X0oreHHbIX
M/MAN KUCTO3HbIX BKJIOYEHWIA, HApyllaeTcs cioucTas
CTPYKTYpa cTeHKU Kuwku (Puc. 1) [5]. B cpaBHeHuu
C HOPManbHbIM MbIWEYHbIM C/OEM 3XOreHHOCTb Ony-
XONIM HeCKOJNbKO Bblle nocnefHeir [35]. MpoBopsaTcs
nccnenoBaHus no npumereHuio KYY3UM B oueHke cy63-
nutenuanbHbix onyxonent [36]. Ons MMCO xapaktepHo
TMNEPKOHTPACTHOE YCWUeHUE, NpUYeM HEOLHOPOLHbIN
naTTepH YCUIEHUA MOXET YKa3biBaTb HA Haau4ne Heo-
nnasum [11,12].

Jlunoma

Jlunoma — 3710 [OOpOKayYecTBEHHAs Me3eHXMMasbHas
ONyX0/b, COCTOAWAA W3 BbICOKOANPDEPEHLMPOBAHHbIX
afMnouuToB. Jinnmoma TONCTOW KUWKKU ABNAETCA Hau-
Gonee pacnpocTpaHéHHoO J06POKaYECTBEHHON Heanu-
TeNUanbHON ONYXONbIO XeNyA0YHO-KUWEYHOro TpaKTa.
Yalle BCero NMNOMbI NTOKAANU3YIOTCA B CNENOW U BOCXO-
asAwein 060404HON KMWKAX — HA WX [OJI0 NMPUXOANTCA
0K0s10 90% NUNOM TOACTON KULWKW, NPAMAs KULWKA Mo-
paxkaetcs peako. JIMNOMbl TONCTO KUWKKM 06bIYHO bec-
CUMNTOMHBI, B 75% C/ly4aeB 06HapyKMBAKOTCA CydYaiHo
npyu NpOBeAEHWM 3HAOCKOMUYECKOro WCCNefoBaHus,
ayTonCuM WM MHTpPaonepaLynoHHo. JInnomsl pa3mepamu
MeHblUe 2 CM pefiKo AAIOT KNMHUYECKYI0 CUMNTOMATUKY.
Yawe Bcero nunoma npepcrasaser coboii conutapHoe
nopcausnctoe obpasosaHue ¢ HMOGPO3HOM Kancynoii
[31].

Mpu KT nunoma BM3yanusuMpyetcs Kak TOMOreHHoe
o6pa3oBaHne C NaTOrHOMOHWYHbLIMU JEHCUTOMETPU-
yeckummn nokasatenamu (ot —80 po —120 HU) [37].
Mpu nposeaeHun MPT Ha T2-B3BelEHHbIX U306paXKeHU-
AX NUNOMa MPAMONA KUMKW U30MHTEHCUMBHA MOAKOXHO-
XMPOBOI KNneTyaTke, Ha T1-B3BELIEHHbIX U306paXKeHNAX
C NOAABNEHNEM CUTHANA OT XMpa ONyXoNb rMNOUNHTEH-
cuBHa [16].

WmetoTca epuHuyHble nybaMkauuu, onucbiBalolwme
npumeHenne Y3W B pumarHocTuke nunom npsmon

YHbTPGBB)’KOBOﬂ BU3yanusaums C)’63HHTeJ’IHOHthIX
onyxonei NpsMoit K1wwku (063op nutepartypei)

Kuwkn. Mpu uccnenoBaHUM ONyxoib BHIFAAAUT Kak
ConuaHoe o0pa3oBaHWe MNOBLIWEHHOW 3XOreHHOCTHU,
UMelolee YeTKMe, POBHbIE KOHTYPbI, OBAJbHOW MAK
okpyrnoit ¢dopmel (Puc. 2) [37]. Mpu gonnneporpa-
1M onyxonb aBacKkynspHa UM UMEET MUHUMANbH bl
kpoBoToK. [pn KYY3W natTepH KOHTpacTUpOBAHMSA
UNOM MMEET BWJ FOMOFeHHOT0 TFUMOKOHTPACTHOrO
ycunerus [36].

Jleitiomuoma

Jleilomnoma — 370 f06pPOKAYECTBEHHANA ME3EHXUMaTb-
Hasa ONyxo/b, COCTOAWAA M3 TNAAKOMbIWEYHbIX KNETOK.
JleilominoMa MOXeT BO3HMKATb Ha l0OOM yyacTKe xe-
NYA04HO-KMLEYHOro TpakTa. Hanbonee yacto onyxosb
pa3BuBaeTcs B NulEeBoAe, 060404HON U NPAMON Kuww-
Kax, XXeNy[loK M TOHKas KMWKa nopaxaloTcs pexe [31].
OnncaHo HECKONbKO peAKUX Cly4yaeB NeioMUOM, UCXO-
OAWMX U3 BHYTPEHHero cUHKTEpa aHaNbHOro KaHana
[38,39]. Ha ponio neitomnombl npuxoputcs ot 0,03%

PucyHok 1. Ixoepamma 2acmpouHmecmuHanbHol cmpomarns-
Hol onyxonu. IPY3U & B-pexume, onyxosns 0603HayeHa mem-
Kamu (k).

Figure 1. Echogram of a gastrointestinal stromal tumor. ERUS
in B-mode, the tumor is indicated by marks (%)

PucyHok 2. 3xoepamma nunomsi. IPY3N 8 B-pexcume, onyxonb
ommeyeHa memkamu (k)

Figure 2. Echogram of a lipoma. ERUS in B-mode, the tumor is
marked with marks (%)
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no 0,05% cnyyaeB HOBOOOpa3oBaHU MPAMON KULIKM
[40].

KnnHnueckne nposasneHns nefoMUOMbl NPAMOIA KULIKK
3aBUCAT OT pa3Mepa 06pa3oBaHUA: HA HaYa/bHbIX CTa-
AMsAX OMyXO0/b 4acTo pa3BKBaeTcs 6eCCUMNTOMHO U 06-
Hapy)XuBaeTcs TONbKO ciy4aiiHo. Mo3fHee, JOCTUIHYB
3HAYNUTENbHLIX Pa3MepoB, OHA MOXKET Bbi3biBaTb 60b,
KWWEeYHYI0O HEeNMpPOXOAMMOCTb, aHOpPeKTaabHOE KpoBoOTe-
yeHue M nepdopaunto KuWKn [41-43].

Jlenommnoma npAMON KUWKKM npepcraBaeHa CONULHbBIM
NOACNMU3NCTBIM 06pa30BaHUEM, OKPYION UK OBaNbHOIA
hopMbl, C YETKUMU TpaHuLamu, 6e3 Kancynbl, 0ObIYHO
C WHTAKTHOW CNU3UCTON 0OONOYKOIA, KOTOPOE UCXOAMUT
M3 MbIWEYHON NNACTUHKM CAU3NUCTON 060M0YKM MAN
13 MblleYHon 060104KM NpsAMOit Knwku [31,44]. Mo Ha-
NpaBieHUI0 poCTa PasnnyaloT: BHYTPUNPOCBETHbIE NO-
nunoBuaHble 06pa3oBaHus (0OLIYHO Ha LWKMPOKOM OC-
HOBaHUM), WHTPaMypanbHble U 3IKCTPANIOMUHANbHbIE
o6pasoBaHus [39,41].

Mpu KT neitoMnoma npaMoi KMUWKK BBIFAARUT KaK MAr-
KOTKaHOe roMOreHHoe 06pa3oBaHUe C YETKUMU KOHTY-
paMu U MUHWMANbHbIM KOHTpacTMpoBaHuem [45]. MPT
CEMMOTUKA JIENOMUOM aHOPEeKTaNbHON obnacTu Mano
n3ydeHa. B eguMHMYHbIX Ny6AMKALUAX COOOLAETCS, YTO
Ha T2-B3BelEHHbIX M300pAXKEHUAX ONYX0Nb W30UH-
TECUBHA UM CNabo rMNepUHTEHCMBHA MO CPABHEHWIO
c Mblwuamm [16,43].

Mpu IPY3N neitomnoma npsamMoii KULWKM BU3yanu3npyer-
Csl B BUJE TMNO3XOTeHHOro 06pa30BaHUs, UCXOAALEr0
M3 MbILWEYHOr0 C/I0S KULWEYHOW CTEeHKW, OAHOPOLHOA
CTPYKTYPbl C YETKUMU POBHBIMU Kpasmu, 6e3 npu3Ha-
KOB MHBa3MW B npunexalue cTpyktypsl (Puc. 3) [46].
Garcia-Santos E.P. 1 coaBT. (2014) onucbiBaloT Hannyune
B OMYXONI€BOM y3/1e yCUNIEeHHOr0 KPOBOTOKa Npu fonne-
porpacuu [42]. [ins 6onee TOUHON U AeTaNbHOMN OLEH-
KM Onyxonu TaKkxe MoxeT npumeHsatbcs KYY3W [36].
Mpu MCcnonb30BaHUM AaHHOrO MeTofa 06pa3oBaHue 06-
napaeT r’MNOKOHTPACTHBIM YCUNEHNEM.

Jleiomnocapkoma

Jlefiomnocapkoma — 3TO 3N10KayecTBEHHas Me3eHXW-
MaNbHAsA OMyxonb C TFNafAKOMbIWeEYHOW fuddepeHum-
poBKOW. TaK e, KaK 1 NeNOMUOMa OHA MOXET nopaxatb
no6oii oTHen XenyaoYHO-KMIWEYHOrO TpaKTa: TOHKas
Kuwka nopaxaercs B 40% cnydyaes, 060404Has U nps-
Mas Kuwka — B 40% cnyyaes, pexe Onyxosb JOKanu-
3yetcsa B xenypke (10% cnyyaes) u nuwesoge (10%)
[31]. Cpeam BCex 3n0KayecTBEHHbIX HOBOOOpPA30BaHUiA
NpAMO KWUIKW [ONA NEeRoMUMOCapKOMbl COCTaBAseT
0,07-0,1% [47].

Jlefiomnocapkoma NpsMOil KUMKW NpeAcTaBneHa conu-
TapHbIM NOACAU3UCTBIM 06pa3oBaHNeM 6e3 YeTKUX rpa-
HUL, MOXKET BbITb, KaK NONUMNOBUAHbLIM C BHYTPUNPOCBET-
HbIM POCTOM, TaK U MHTPaMypanbHbIM, C 30HAMUN HEKPO33,
KWCTO3HON TpaHchopMaLnu, U3bA3BNEHNEM CAU3UCTON

KOJIOMNPOKTOJIOTUS, tom 21, N2 1, 2022

060104KN. [Insi NeiOMMOCAPKOMbI XapaKTEPEH WUPOKN
AMana3oH pa3mepos [31,44].

Mpu KT neflommocapkoma BbIFNAAUT KaK KpynHoe oOT-
rpaHMYeHHOe reTeporeHHoe runofeHcHoe obpasoBa-
HWE C Pa3IMYHbIM KOHTPACTHbIM YCUEHWEM U 30HAMM
KMCTO3HOW pereHepauun [45,48]. Mpu MPT neitomumo-
CapKoMa npeAcTaBieHa KpynHbIM oOpa3oBaHuUeM, Tu-
MOMHTEHCUBHLIM Ha T1-B3BEWEHHbIX WM300pAKEHUSAX,
M30MHTEHCMBHBIM Ha T2-B3BelWEHHbIX M300paXKeHUsX,
C Pa3/IMYHbIM KOHTPACTHLIM YCUIEHUEM; 30Hbl KUCTO3-
HOM pereHepauuu Ha T2-B3BEWEHHbIX M300paKeHMsX
rUnepuHTEHCHBHBI [16,33,48].

NmeloTcss HeMHOrouyucneHHble nybnukaumu o6 uc-
nonb3osaHuu Y3 B oueHke neiiomMmocapkom. Tak xe,
Kak ¥ neiioMMOMa, ONyXOsb BU3yanu3upyetca B BUAE
TMNO3XOreHHOro 00pa3oBaHWA, OAHAKO B OT/IM4YME OT
nocnegHe KOHTypbl N€AOMUOCAPKOMbI  HEPOBHbIE,

CTPYKTypa npuoGpeTaeT reTeporeHHblit xapaktep ¢ Ha-
NMYMEM LIEHTPaNbHO PACMONOKEHHOM 30HbI KMCTO3HOI

PucyHok 3. 3xoepamma netiomuomel. IPY3N 8 B-pexume, ony-
X0/1b 0003HaYeHa memkamu (k)

Figure 3. Echogram of a leiomyoma. ERUS in B-mode, the tu-
mor is indicated by marks (%)

PucyHok 4. Ixoepamma netiomuocapkomsi. IPY3N 8 B-pexume,
memkamu (k) 0603HayeHa onyxosnb

Figure 4. Echogram of leiomyosarcoma. ERUS in B-mode, marks
(%) indicate a tumor
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Tabnuua 1. JugpgeperyuansHo-uazHocmuyeckue 3xo2paguyeckue NpUHau cy6numenuansHeix onyxoael npamol KUKU
Table 1. Differential diagnostic echographic signs of rectal subepithelial tumors

rmco* Jlunoma Jleiiomuoma | Jlenomuo-capkoma H30**
UCXOAHbIN Cnon MbILLUEYHbIN, peXe CAU3UCTbIi NOACNU3NCTbIN MbILWEYHbIN UK MbILWEYHbIA UK CNU3UCTBIN
KULWEYHO CTEHKN CIM3NCTbIN CU3UCTbIN 1 NOACAU3NCTbIN
3XOreHHOCTb MOHMKEHHasn noBbIWeHHas NOHWKEHHAs NOHMXKEHHAs CpepHss,
MOHMKEHHAS 1IN
NoBbILWEHHAs
CTPYKTYpa npnd<3cm OAHOPOAHAsA, NPU KPYNHbLIX |  OAHOPOAHAsA HeOAHOpOAHAs ofiHopofHas
ofHopofHas, >3 cMm — pasmepax — posibyatas,
C TUNpe3xXoreHHbIM CX0Xas C KMPOBON
1 KUCTO3HBIMU BKJTKOYEHUAMU KneT4yaTKoim
KOHTYp npu d < 3 cM YeTKWiA, pOBHbIiA, 4eTKun 4eTKun HeyeTKum YeTKum
>3 CM —HeYeTKWIN, HePOBHbI
pasmepbl, CM 1-20 2-30 nob nob5 0,5-1
3BYKONPOBOANMOCTb noBblWeHa He U3MeHeHa He U3MeHeHa noBbllWeHa B 30He He U3MeHeHa
KUCTO3HOW
fereHepauun

lIpumeyarue: * [acmpouHmecmuHanbHas CMPOMANbHAA ONyxoNb; ** HelipoaHOOKPUHHbIE onyxonu

[nereHepaunmn, a TakKxxe 30H KPpOBOU3NNAHUA U HEKPO3ad
(Puc. 4) [45,48,49].

Helipo3HA0KPUHHBIE ONYX0NU NPAMON KULIKK
Helpo3HAOKPUHHBIE OMYXONWN — 3TO reTeporeHHas rpyn-
na onyxonen, NPOMCXOAAWMX U3 HENPOIHAOKPUHHBIX
KNeToK 3MOPUOHANbHOM KMUWKK. [laHHble 06pa3oBaHUs
NOPaXaloT MbILEYHYIO NAACTUHKY CIM3UCTON 0600UKM
WA MOACAU3UCTLIA CNON KUWKKU. HENPO3HAOKPUHHbIE
ONyX0NnM NPAMON KUIWKW COCTaBAAlT MeHee 1% ot
BCEX HOBOOOPA30BaHUI [AHHON loKanu3aLumM U MeHee
0,1% OT 3N0KayeCTBEHHbIX KONOPEKTaNbHbIX OMyXonei.
Heiipo3HAOKPUHHbBIE OMYXONW NPAMON KUWKKU 0OLIYHO
pasBuUBalOTCA GECCUMNTOMHO WM OGHApyYXMUBAOTCA Cly-
yaitHo [50]. Haubonee uyacTbiMU NpOABAEHUSMMU SIB-
NSATCA aHOPEKTaNbHOe KpOBOTeYeHWe, 60nb, 3anopsl
n TeHe3Mbl. KapuMHOMAHBIA CUHAPOM BO3HUKAET pedKo,
NOCKONbKY ONyX0Nb AAHHOW NOKannU3aLuumu peiKo cuHTe-
3UpYIOT CepoToHUH [51].

PucyHok 5. 3xoepamma HeliposHdokpurHol onyxonu. IPY3N
8 B-pexxume, cmpenkoli ommedeHa onyxob

Figure 5. Echogram of a neuroendocrine tumor. ERUS in B-
mode, the arrow marks the tumor

YHI:TPGBB)’KOBOH BU3yanusaums CY63|'IMTeJ'IHGHthIX
onyxonei Npsamoii k1wku (063op nutepartypsi)

Heilpo3aHAoKpUHHEIE ONYXONM NpeAcTaBAsfioT 06Ol
OfMHOYHbIE NOAWUMNOBUAHBIE 06Pa30BaHUsA Ha WUPOKOM
OCHOBAHWW, C TNAJKOW NOBEPXHOCTbIO, Yalle BCEro no-
nycthepuyeckoit uam Gyrpuctoit hopmbl. Ins HeliposH-
LOKPUHHbIX OMyxoneil XxapaKTepHbl HeboMbluMe pa3me-
pbl, AUAMeTp BONbIWMHCTBA U3 HUAX HE NPeBbIlAeT 10 MM
[52]. Hap o6pa3oBaHusiMu, pasmMepbl KOTOPbIX Boblue
5 MM, C13KUCTasn 060/104Ka MOXET OblTb 3pO3MpoOBaHa
Unn U3bA3BAeHa. bonblWKMHCTBO onyxonen NPAMON KuLu-
KW pacnonaratTcs Ha pacctosiHum 5-10 cM OT Kpas aHy-
ca [51].

OcHoBHol 3agavenn KT B gmarHocTMYecKoM npouecce
ABNAETCS OOHapyXXeHWe pPEernoHapHbIX W OTAANEHHbIX
meTacta3oB. MPT no3BoaseT yTO4HUTL NPUPOAY COMHU-
TeNbHbIX 06pa3oBaHuii, 06HapyxeHHbIx npu KT, B yacT-
HOCTW MeTacTa3bl HENPOIHLOKPUHHBIX ONYXONel B neye-
Hu [53]. Mpu MPT Hellpo3HJOKPUHHBIE OMYXON NPAMOI
KAWKM Ha T1-B3BEWEHHbIX M3006paXKeHUsx BbIrNAAAT
KaK W30MHTEHCUBHble 00pa30BaHus, Ha T2-B3BelIEHHbIX
1306paXKeHMAX — KaK TMNepUHTEHCUBHbIE; KOHTPACT-
HOe ycuneHue 06bIYHO FOMOrEHHO, MOXET ObiTb, Kak
YMEPEHHbIM, TaK W BblpaXKeHHbIM [54].

C nomouwbio Y3/ npsAMON KULWKN MOXHO C BbICOKO TOY-
HOCTbIO ONpPEeLeNUTb PasMep Onyxonu, ryGUHyY UHBa3UK,
OLEHWUTb pernoHapHele numMdaTuyeckue y3abl Ha Hanu-
Ymne Ux MeTacTaTuyeckoro nopaxenus [53]. Tak, no gaH-
Hbim Park C.H. (2011 r.) u Ishii N. (2010 r.), o6was Toy-
HocTb IPY3W B oueHKe rnyGMHbI ONYX0NEBOI MHBA3MM
coctansetr 91-100% [55,56]. Mpu Y3U HeitpoaHpo-
KPUHHbIE OMYyXONW BbIFAAAT KaK XOPOLO OTFPaHUYEH-
Hble 06pa3oBaHMUs OAHOPOAHOW CTpyKTyphl (Puc. 5).
Mo noBoAYy 3XOreHHOCTM OMyXO0M Ha CErOAHAWHUNA feHb
MMeloTCA PasHOrnacus Cpean aBTOPOB — OfHM OMU-
CblBalOT HOBOOGPA30BaHUsA KaK M30- U TUNO3XOreHHble
[51,53], apyrne — Kak M30- M runepaxoreHHole obpa-
30BaHMA [52]. BoNbWMHCTBO HEMPOIHAOKPUHHBIX OMy-
Xoneli NPAMOIA KMILKW NOpaXaeT cpasy HECKOMbKO CN0eB
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CTEHKM KMUWKN: 0BbIYHO — CAM3UCTBIN U MOACAN3UCTbIN
Cou, pexke BOBJEKaloTCa U bonee ray6okue cnou. 31o
OT/NYAET HellpO3HAOKPUHHBIE ONYXONW OT APYrux Noa-
CNM3UCTBIX 00pa30BaHUl NPAMON KULIKK, ANS KOTOPbIX
XapaKTEPHO NopaXKeHue TONbKO OfHOro M3 CNOeB Ku-
WweyHoi cTeHkm [52].

OcHoBHble AnddepeHUManbHO-AMarHOCTUYECKME 3X0-
rpacduyeckue npusHaku cyGINUTENUANBHBIX OMyXOoneil
NPAMOIA KUIWKW NO [AHHbIM IUTepaTypbl NpefCTaBaeHbl
B Tabnuue 1.

OBbCYXOEHWME

Cy63nutenuanbHele ONyxonu NpsMoN KUWKKM — 3TO re-
TEpPOreHHas rpynna pefko BCTPeyalLUXCA Onyxosen,
He UMeWLWMX cneuntduyecKoin KIMHUYECKON KapTUHBI
W 06nafawLLmMx, Npu NPUMEHEHUU Pa3NUYHbIX AWArHO-
CTUYECKMX METOLO0B, CXOXel MaKpOCKOMMYECKOW Kap-
TMHON. Cneumanuctsl N0 MeJUUMHCKOW BW3yanu3a-
LMW CTANKUBAIOTCA C TPYLHOCTAMU MPU UX BbIABNEHUN
n puddepeHunanbHoit fuarHoctuke. BaxHocTb onpe-
AeNeHus TMna HoBoOGPa3oBaHUA 0OBACHAETCA Pa3HbIM
NPOrHO30M U BbIGOPOM TaKTUKM NeYeHus.

HecmoTps Ha BbICOKYIO AMArHOCTUYECKYIO LEHHOCTb
Y3U B ancdepeHuMpoBKe NOACAU3UCTBIX U BHEKULLEY-
Hbix 06pa3oBaHuii, a Takxe GOJbWMUHCTBA NOACAU3M-
CTbIX 06pa30BaHuii Mexay co60ii, MHPOPMATUBHOCTL
meToAa B guddepeHLUanbHON UArHOCTUKE TUNOIX0-
FeHHbIX NOACAU3UCTBIX 06pa3oBaHUii 0CTAeTCs HEBbI-
cokoii. Tak, Hwang J.H. (2005) B cBOEM UccnefoBaHMM
onpegenun, 4yto npu Y3W toneko B 43% (10/23) cny-
YaeB rMNO3XoreHHble 06pPa3oBaHUA LUArHOCTUPOBAHbI
BepHo [4].

B HacToswWwMit MOMEHT OTCYTCTBYIOT COOBLEHNA O NpU-
MeHEHMW yNbTPa3BYKOBOIA anactorpaduu B [UarHocTu-
Ke cyb3anuTennanbHbX onyxonei NpAMoil KMWKK, O4HAKO
B cTatbe Kim S.H. (2020) onuceiBaeTcs ycnewHoe npu-
MeHeHMe AaHHOW MeTOLMKM NpU NOKanu3aLumum onyxonu
B xenygke [9].

Takxe UMelTcs eAuHWUYHble MybANKALMK, ONUChIBAKO-
wwe npumeHeHune Y3 c KOHTPACTHLIM YCUIEHWUEM B fina-
THOCTUKE He3NUTeNnanbHbIX ONyXonei NpaMon KUWKK.
ABTOpbl OTMEYalOT BO3MOXHOCTb MCMOJb30BAHUSA 3TOM
MeTonuKu Ans auddepeHUManbHON AUATHOCTUKN He-
anuTennanbHbix onyxoneit. Kannengiesser K. (2012)
B CBOEM MCCNeOBaHMM MOKaszasi, YTo Mpu MOMOLM
KYY3W ¢ poctaToyHoi TOYHOCTbIO MOXHO AuddepeH-
umuposatb TMCO oT fob6pOKaYECTBEHHBIX MOACAMU3UCTBIX
onyxoneit (nunombl u neiiommomsl) [36]. B To xe Bpe-
ms Sakamoto H. (2011) B uccnefoBaHny, BKIKYMBLLEM
76 NaLMEHTOB, MOKa3as BO3MOXHOCTb BbIABIEHUA HEO-
nnasuu B NMCO npu nomowm KYY3W ¢ yyBcTBUTENBHO-
CTbl0, CNEUMPUYHOCTbIO U 06LLIEN TOYHOCTbIO MEeToAa
B 63%, 92% u 81%, cooTBeTCTBEHHO [11].
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Wccneposanue Chen H.T. (2014) nposeMoHCTpUpoBano
BbICOKYI0 3thtekTMBHOCTb npumeHenus Y3N B audde-
peHUManbHOM ANArHOCTUKE HepPO3IHAOKPUHHbIX OMyX0-
neit oT gpyrux cy6anuTennanbHbix 06pasosaHmii: o6uwas
TOYHOCTb MeTofa coctaBuna 85,1%, nporHocTuyeckas
LLEHHOCTb MONOXUTENbHOTO U OTPULATENBHOTO pe3yib-
TatoB 80,9% 1 92,0%, cooTBeTCTBEHHO [57].

B cBA3M C HU3KOI YacTOTOW NOpaXKeHWA NPAMOW KULWKK
cy03anNUTENNANbHBIMU ONYXONAMU, NyOAUKALUM HA TeMy
YNbTPa3BYKOBOI MarHOCTUKW AaHHOW NaToaornu B Mu-
pOBOW NUTEpATYpEe HEMHOTOYUCIIEHHbI W, HEPEAKO, Npes-
CTaBJ/IEHbl ONUCAHUEM OTAENbHbIX KIMHUYECKUX CIy4YaeB.
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Impaired motility of the gastrointestinal tract after surgery for colorectal cancer is a serious problem in the early
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BBEOEHWE

Kak n3BecTHO, HapylweHne MOTOPUKW XeNny[ouHO-
kuweyHoro tpakta (KT) — uyactoe ocnoxHeHue
nocneonepayMoHHOro nepuoga B abLOMUHANbHOI
xupyprun. 0cobeHHO akTyasbHa 3Ta Npobnema ans
Xupyprum konopektanbHoro paka (KPP). Tak ua-
CTOTa Pa3BUTUA HA3BAHHOrO OCNOXHEHMA noche
pe3eKumit TONCTON KUWKK KonebneTcs B npefenax
0T 4 o 75% [1-3]. HecmoTps Ha yacTyio BCTpeya-
€MOCTb M JOCTAaTOYHO 6ONblOE KONUYECTBO Ny6Nn-
Kauuit, NOCBAWEHHbIX 3TON TeMe, haKTOpPbl pPUCKA
M 3TMOMNaToreHe3 nocneonepauMoHHOrO Hapylie-
Hua moTopuku KT B xupyprum KPP po KoHua He
BbisCHEHbl. Hawu HabniofeHus, NOATBEPKAEHHbIE
COOCTBEHHbIM MpeflecTBYOWNUM WUCCNEA0BAHUEM,
NOKa3blBaOT, YTO OAHUM U3 CaMblX YacTbiX haKTo-
poB, nMpoBoUMpYLOWKUX HapyweHue moTopuku KT
B nocieonepauuoHHOM nepuopge, asnsetca ¢op-
MUpOBaHWe [BYCTBOJAbHOW NeTNeBON KWIEYHOW
cTomMbl. Mbl cyMTaem oBGHapyKeHHyl0 3aKoHOMEp-
HOCTb AOCTAaTOYHO BAXXHOW B MPAaKTUYECKOM OTHO-
weHuun. BeiBegeHue [OBYCTBOALHOW NeTNEeBON Ku-
WeYHON CTOMbI BCErga cyutanochb «6e306upHOI»
onepauuen, BbINONHAEMON NMOO NPU KUWEYHOIA
HENPOXOAUMOCTH, NGO C LENbio OTKNIOYEHUS KO-
NOPEeKTaNnbHOro aHacToMo3a Npu HU3KON nepeaHen
pesekuuu npamoit kuwku. O6HapyKeHHble HAMU K-
TepaTypHble [aHHble U COBCTBEHHbI ONbIT 3aCTaB-
NAT B3rNAHYTb HA 3Ty NpoLeaypy B Apyrom ceete,
TaK Kak HapyweHue moTopuku KT nocne uneo-/
TPAaHCBEP30CTOMUM MOXET MNPUBOAUTL K rpyObIM
HapyweHWAM romeocTa3a BNNOTb [0 /eTanbHOrO
ncxopa. Ycunupaer Haw MHTepec K AaHHOW Mpo-
6neme TOT (aKT, YTO B OTEYECTBEHHOI NUTEpaType
HeT ny6nuKaunuin, LEMOHCTPUPYIOWUX CBA3b MEXAY
pa3BUTMEM [AHHOTO OCHOXHEHWA W BbiBEefleHUeM
cToMbl. B MHOCTpaHHON nuTepaType MMeeTCs AUWb
OrpaHU4YeHHOe KONMYeCTBO CTaTell, B KOTOpPbIX Obl
3Ta CBA3b OTOOpaxanach, U efUHOLYLNSA B MOHM-
MaHWW 3TMONaToreHe3a JAHHOTO OC/IOXHEHUA HerT.
B cBA3M C 3TUM MOXHO BbIAEAUTb TPU KOHLENUUK
pa3BuTMA KuweyHoit HenpoxogumocTu (KH) y cTo-
MUpOBaHHbIX nauuneHToB. [lepas — KH saBnaercs
cyrybo AMHAMUYECKOI, TO eCTb UMEET MecTo napes
XKT. Bropas — KH saBnsetca cyry6o mexaHuue-
CKOM B CBA3M C HApylWeHNeM NPOXOLUMOCTN CTOMbI.
Tpetbss — KH saBnAaetca mexaHU4ecKo, HO He U3-
32 HapyWeHNa NPOXOAMMOCTN CTOMBI, @ BCNefCTBUE
MOBbIWEHHOTO NPUTOKA KUWEYHOro COAEPXMMOTro
W OTHOCUTENbHOW 06CTpPyKUMM cTOMbl. XenaHue
pa3obpaTtbcs B NpUpOAe HapylweHns moTopuku KT
Yy CTOMUPOBAHHbIX MalLMEHTOB NOATONKHYNO Hac
K HanucaHuWio [aHHOTo AUTepaTypHoro o63opa.

KOJIOMNPOKTOJIOTUS, tom 21, N2 1, 2022

OnpeaeneHne U TepMUHONOTUA

B pycckos3blYHO nuTepaType ans 0603HaYeHUs Hapy-
weHua motopukn KT wupoko ncnonb3yerca TepMUH
«nape3». [los nocneonepauynoHHbiM napesom KT
(NMNXKKT) noHumaeTca cocTofaHWe AUHAMUYECKON Ku-
weyHoit HenpoxogumocTn (KH), npu KoTopom HapyLwa-
eTCA CKOOPAMHMPOBAHHAsA MPONYAbCUBHAA MOTOPUKA
KT, 4yTo NnpMBOANT K HEBO3MOXHOCTW NEPOPANbHOTO
npuéma NuM nocne XMpypruyeckoro BMeLaTeNbCcTsa
[4]. KH npwu BbiBE€HUM [BYCTBO/IbHOM NeTNEBON CTO-
Mbl MOXET ObITb KaK MeXaHUYeCcKOM, Tak U AUHaMUYe-
cKoii. B nepsom cnyyae npuynHoit KH asnsetca dop-
MUpOBaHME B OPIOWHON CTEHKE KONOCTOMUYECKOro
OTBEPCTUS MaNblX Pa3MepoB, YTO ABNAETCA OYEBUAHbIM
OrpexoM XUpYpruyeckoi TEXHUKU, TMOO OTEeK CTOMbI.
Ocraetcsa HeAacHbIM 3TonaTtoreHe3 KH y ctomupoBaH-
HbIX MaLMEeHTOB NMpPW YCIOBUU HOPManbHOW NPOXOAU-
MOCTU cToMbl. 3aberas Bnepef (Huxe GyaeT Lenblii
paspen, NOCBALEHHbI pa3HbIM B3rnagaM Ha 3Tuona-
ToreHes), coobwum, YTo 3anagHsle aBTopsl cunTaioT KH
y AaHHOW rpynnbl NaLMeHTOB cyry6o [UHAMUYECKOIL,
He npuBopsA npuuuH [5-7]. AnoHckue aBTOpLI NOA-
XOASAT K 3TOMy Bonpocy 6ofiee KOMNNEKCHO U CYUTAIOT,
4TO NyckoBbIM (pakTopom pa3suTus KH y nauymeHTtoB
CO CTOMOW fIBNAIOTCA U3MEHEHUS CO CTOPOHBI Mepea-
Hell GPIOWHON CTEHKM (MCKAtoYas KONOCTOMUYECKOe
0TBEpPCTUE ManblX pa3MepoB), KOTOpble B AaNbHei-
WweM 3anycKaloT LeNblii Kackaj naTtonornyecknx peak-
UM, NnpuBOAAWMX K napesy [8-10]. B ceTe gaHHoM
KoHuenunun, KH nmeeT cMelwaHHbIi reHe3 u He MOXeT
cyuTaThcs cyry6o AMHamuyeckom. B cBA3n ¢ aTum 6o-
nee yMeCTHbIM fBNAETCA TePMUH nocaeonepaymoHHas
KuweyHas Henpoxogumoctb (MOKH) wuau, wncnons-
3ya naTuHu3M, nocieonepaunoHHbil uneyc (MOWU).
MocneaHUit TEpMUH Mbl cYUTaeM Gosiee NaKOHUYHbIM
1 yBoOHbIM B ynoTpebaeHuu.

[ns hopMynnpoBKM KOPPEKTHOrO ONpefeneHns Takxe
BaYXHO YCTaHOBUTb CPOKM BOCCTAHOBNEHUA HOPMaNbHOW
moTopukn KT nocne onepaunu, Kotopble B nutepa-
Type pasHsaTca: Chapius et al. [6] u Xomskos u coasT.
[4] npuBoAAT cpok B 72 yaca, Kronberg et al. [11] —
B 96 yacos, Svatek et al. [12] — B 144 vaca. B Hawem
uccnegosanum nog NMOW mbl noHMManu oTcyTcTBUE ne-
pucTanbTUKK bonee, yem yepes 72 yaca.

0600wWwas BbllleckasaHHOe, npepfiaraeMm cnepymoliee
onpegeseHue: nocneonepauuorHblit uneyc (MOUN) —
3TO COCTOAHME AUHAMUYECKOW UK CMEeLWaHHON Kuwey-
HOW HenpoXOAMMOCTM (MCKNOYas ABHble Clyyau mexa-
HUYECKOI HEMPOXOZMMOCTH), MPU KOTOPOM HapyluaeTcs
CKOOpAMHMpOBaHHaa nponynbcuBHas motopuka XKT,
NpoABNAIOWAACA TOWHOTOW, PBOTON, OTCYTCTBMEM ay-
CKYNbTATUBHbIX MPU3HAKOB NEPUCTanbTUKM, 3a[EPXKKO
CTyNa W ra3oB, HEBO3MOXHOCTbIO MEPOPaNbHOro npu-
eMa nuKM B CPOKM bonee, Yem yepe3 72 yaca nocne
onepauuu.
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KoHuenuua Ne1. MOWU y cromupoBaHHOro nauueH-
Ta — AUHaMMYyeCcKaa KulleyHas HenpoxXoAUMOCTb.
OpHO M3 nepBblx MyGAMKALUMA B pamKax 3TOW KOH-
uenuum ctana ctatba Millan et al. (2012), koTopble
0606WMuAM onbiT 773 NaLWeHTOB, ONEpPUPOBAHHBbIX
no nosogy KPP. MOW 6bin otmeyeH B 15,9% cnyyaes.
Mo paHHBLIM YHMBAPMAHTHOrO aHanu3a, akTopamu,
cBA3aHHbIMM Cc pa3sutuem [OW, ctanu: aHecTesmo-
norunyeckuit puck ASAIII-IV, myXCKOW non, KypeHue,
XpOHMYecKasn 06CTpyKTUBHAsA GonesHb nerkux (XO6J),
pak npsAMoON KUWKK, netnesas uneoctomus (p < 0,05).
MynbTvBapMaHTHLIA aHanu3 nokasan, 4To0 He3aBUCHU-
MbiMu thakTopamn pucka [MOW asnsoTca: Myx)cKow
non (OR 1,6, 95% CI 1,04-3,5), XOBJ1 (OR 1,9, 95% (I
1,25-31,0), netnesas uneoctomus (OR 1,9, 95% CI
1,23-3,07). Paccyxpas Haj nosyyeHHbIMU pe3ynbTaTa-
MU, aBTOPbI He NPUBENYN KaKoii-n1M6o Teopum 3TMoNaTo-
reHesa MNOW y cToMMpoBaHHbIX NaLMeHTOB.
Chapuisetal. 82013 rogy peTpoCneKTMBHO NpoaHann3u-
poBanu pe3ynbTartbl edeHns 2400 naLuMeHToB, KOTOPbLIM
Oblna BbINOMHEHA Pe3eKLUs N0 NOBOAY KOJIOPEKTaNbHO-
ro paka [6]. MOW 6bin oTmMedeH y 14% naymeHTos. Mocne
aHanu3a 34 noTeHuManbHbIX NPesuKTOPOB aBTOPbI Bbl-
ABUAM cnepyowme HesaBucumble daktopsl MOU: myx-
ckoit non (OR: 1,7, p < 0,001), cocynucTele 3aboneBaHus
(OR: 1,8, p < 0,001), pecnupatopHble 3abonesaHus (OR:
1,6, p < 0,001), BbINOJAHEHME pE3EKLUN B IKCTPEHHOM
nopsgke (OR: 2,2, p < 0,001), TpaHcdy3us B nepuone-
paunonHom nepuope (OR: 1,6, p < 0,010), popmuposa-
Hue ctombl (OR: 1,4, p < 0,001), gauTenbHocTb onepa-
uuu 6onee 3 yacos (OR: 1,6, p < 0,001). AHanusmpys
pe3ynbTaThl, aBTOPbl aKLEHTUPYIOT BHUMaHMe Ha CToMe
B KadyectBe takTopa pucka MOW. Mpusogutca runote-
33, YTO CTOMA Yalye BbIBOAWTCA BO BPEMSA 3KCTPEHHbIX
onepawuii, KOTopble, B CBOIO 04epefb, CONMPOBOXAAITCA
Gonblieii XMpYpruyeckoi TpaBmoii u Gonee BblpaeH-
HbIM BOCMANUTENbHbIM OTBETOM, YTO HEraTUBHO CKa3bl-
BaeTca Ha nepuctanbTuke KKT.

Ocoboro  BHMMaHWA  3aciyxuBaeT  ny6auMKauus
Reichert et al. (2018), ybe Ha3BaHWe KaK Hesb3s
nyylwe oTtobpaxaer cyTb paboThl: «[peBeHTUBHAS
neTneBas MIeoCTOMa yBeINYNBaeT PUCK nocheonepa-
LMOHHOro MapanuTUYeCcKoro uaeyca nocne OHKOMO-
TMYecKUx pesekunin npamoit kuwku» [5]. Cpean 101
nauymenta NMOW passunca B 13,9% cayyaes. B xope
VHUBApMAHTHOTO aHanu3a 6biJ0 YCTAHOBJEHO, YTO
MYXXCKOW MON M NpeBEeHTUBHAA WNeoCToMa 3Hayu-
TeNbHO yBenuumBatoT puck passutusa MOU (p < 0,07).
MynbTuBapuMaHTHBIN aHanu3 nokasan, 4YTo neTneas
nneocToma ABNAETCA E€AWHCTBEHHbIM HE3aBUCUMbIM
takTopom pucka MON (OR: 4,96, 95% CI 1,02-24,03).
ABTOp BbIABMTAET rMMOTE3Y O TOM, 4TO (POPMUpPOBaHUE
WNEOCTOMbl CONPOBOXAAETCA MAaHUNYAAUUAMU B 06-
NacT UNeoLeKanbHOro yrna, Yto, B CBOK 0OYepefb,
npusoauT K pecdnektopHomy napesy XKT u MOW.

[sycTBONbLHAS NETNEBAs CTOMA Kak $aKTop pucka
PA3BMTMS NOCNEONEPALMOHHOTO UNEeyCa B XMPYPriM
KonopekrtansHoro paka (o63op nuteparypei)

®akToB, NOATBEPKAAWIWMX AAHHYIO TUNOTE3y, B CTa-
Tbe He MPUBOAUTCA.

Hanbonee kpynHoe uccnegoeaHue, B KOTOpoM oTobpa-
XaeTca BNUAHME NETNeBOW CTOMbl HAa PUCK Pa3BUTMA
NMOW, — kpynHbIl meTaaHanu3 Quiroga-Centeno et
al., BbinyweHHbIn B 2020 rogy [13]. ABTOpbl 0606WK-
M 42 vccnepfoBaHWs, YAOBNETBOPAIOWEro KpUTEpUAM
BKNIOYEHUA, Kyaa Bowno 29736 naumeHtos. MOW pas-
Buaca B 9,54% cnyyaes. [ocTtoBepHbiMM hakTOpamm
pucka MOW cranu: myxckoit non (OR 1,43, 95% CI 1,25-
1,63), noxunoit sospact (MD 3,17, 95% (I 1,63-4,71),
cepaeyHococynuctele 3abonesanus (OR 1,54, 95% (I
1,19-2,00), npeawecTByOlLMe ONepaLum B aHaMHese
(OR 1,44, 95% CI 1,19, 1,75), nanapotomus (OR 2,47, 95%
(I 1,77-3,44), dopmuposanue ctombl (OR 1,44, 95% CI
1,04-1,98). ABTOpbI NPU3HAIOT, YTO ITMONATOTEHe3 pas-
BuTMA MOWN y cTOMMPOBAHHBIX NALMEHTOB He fiCeH, HO
NpeuMyLLeCTBOM AaHHOM ny6aukauum ssnsietcs 6osb-
Wwas BbIGOPKA U TIWATENbHBIA CTAaTUCTUYECKNIT aHaNU3.
Bce 3TM uccnefoBaHus 06beAMHAET OfHA 3aKOHOMep-
HOCTb — [ABYCTBO/MbHAA NeTneBas KuWeyHas CcToma
Yy NauMEeHTOB MYXCKOTO nofa [O0CTOBEPHO NPUBOAMT
K pa3sutuio guHammyeckoir KH. OpgHako npuBectu Ha-
yyHOe 000CHOBaHWE BbIABAEHHON 3aKOHOMEPHOCTU He
VA2Nnocb HU OHOMY W3 aBTOPOB.

Ha Haw B3rnsp, Hanuune AMHAMUYECKOrO KOMMOHEHTa
B MexaHu3me pa3Butus MON y cToMMpoBaHHbIX NaLUeH-
TOB [e/iCTBUTENbHO MMEeT MecTo, YTO NMOATBEPKAAETCA
KNMHUYECKON KapTUHON AAaHHOr0 CUHAPOMA: OTCYTCTBUE
nepucTanbTMkM (1160 3HauuTenbHoe ee ocnabneHue)
NpW ayCKynbTaLun XWBOTa U NPU YNbTPa3ByKOBOM MUC-
cnepfoBanumn (Y3WN) GptowHoit nonoctu. OgHaKo passu-
Tve MOW y CTOMUPOBAHHBIX MALUEHTOB HeNb3s 00bAC-
HUTb cyry6o AuHamuyeckumu taktopamu. Bo-nepsbix,
NpPoOTUB AAHHOW KOHUeNnuuu roBoput 3dEKTUBHOCTb
WHTY6aUMU NpUBOAAILEN KUIWKM 30HLOM, KOTOpas
B OONMbLIMHCTBE Cly4aeB NPUBOAUT K 0GNErYeHI0 CUMn-
TomoB KH, yTo noaTBeppaeTca psAoM MccnefoBaHUm
[16-17]. Bo-BTOpbIX, MOV npu Hanuuuu netnesoit Ku-
WeYHON CTOMbl B GONBWMHCTBE CyYaeB Pa3BUBAETCS
Y MYXUWH, 4TO, N0 BCEN BUAMMOCTH, CBA3aHO C aHATOMM-
YeCcKUMU OCOGEHHOCTAMU NepepHell GPIOLIHON CTEHKM
[8-10]. Bbllweyka3aHHble MPOTMBOPEYMA 3aCTABAAIOT
paccmoTpeTb Apyryto KoHuenuuio passutus NOW y cTo-
MUPOBAHHbIX NALMEHTOB — MeXaHNYeCcKyo.

KoHuenuua N22. MOU y cTtoMMpoBaHHOro nauueHTa
pa3BMBAETCA BCAEACTBME HApYLIEHUA NPOXOAUMOCTH
CTOMbI.

MpuBEpKEHUAMN MEXaHUYECKOW Teopuu sBAsETCSA
DAL YYEHbIX, KOTOPbIE WWPOKO WMCMOMb3YIOT TEPMUH
«stoma outlet obstruction», To ecTb 06CTpyKLUA Bbi-
x0gHoro oteepctus ctombl (OBOC). XoTa 3TOT TEpMUH
OblN NpeasoXKeH BNepBble KONEKTUBOM aMepUKaHCKUX
aBTopoB Oliveira et al. B 1997 rogy, B AanbHeilwem oH

Loop stoma as a risk factor of postoperative ileus
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6bin Mcnonb3zosaH snoHuem Uchino et al. [14]. 3a no-
cnegHue 10 net Bce ny6aMKauuW, NOCBALEHHbIE 3TOIA
TeMe, ABAATCA ANOHCKUMU. B cBA3M € 3TUM MexaHuye-
CKYI0 KOHLLeMLMI0O MOXHO MO NpaBy Ha3blBaTh AMOHCKOW.
0BOC — HapyLweHue NpoxoauMoCcTy NPUBOAALLENA NeTAN
CTOMbI 3@ CYET CAABNEHNA TKAHAMN NepefHei BpIoWHO
cTeHku. Sasaki et al. Bbigenser cnepyowme KnuHuYe-
CKMe KpuUTepuu AaHHOro cuHppoma: 1) KnuHuyeckue
CUMNTOMbI KMLWEYHON HEMPOXOAUMOCTU (TOWHOTA, PBO-
Ta, B3[yTHE XMBOT], 3afl€PXKKA CTyNa U ra3oB No CTOMe);
2) paclupeHue TOHKON KULWKU NMPOKCUMANbHEE CTOMbI,
NOATBEPKAEHHOE [aHHbIMW PEHTTEHOBCKOW KOMMblO-
TepHoit Tomorpacduu (PKT), nu6o ductynorpaduu;
3) obneryeHne CMMNTOMOB KUWEYHOW HEMPOXOAUMOCTH
nocne WHTyGauuu npueoaAulei Kuwkn 3oHaom [10].
Mpu 3TOM HapyleHWe NPOXOLUMOCTU CTOMbI, 06YCN0B-
NIEHHOE ee NepeKpyTOM, NepernboM AN BbICOKMM HaTs-
XeHuem, He agnsetca 0BOC.

Yactota pasBUTUS [AHHOTO OCNOXHEHWs Konebnetcs
B fiMana3oHe ot 6,6 fo 25,8% [9,10].

NmeeTcs pocTaToyHoe 60MbILIOE KOMUYECTBO NybOnMKa-
LmiA, BeisBASAOWMX hakTopbl pucka passutua 0BOC.

B nccneposaHue Tamura et al. 2019 roga sowen 41 na-
LMEHT, KOTOPLIM GblNa BbINOSHEHA HU3Kas NepeaHsas pe-
3eKUMA NPAMON KUIWKKU C NPeBeHTUBHON NeTneBoi ABY-
CTBOJIbHOI cToMOi [15]. OBOC 6bina oTMedeHa B 7,0%
cnyyaes. lo pesynbTaTaM yHMBApMaTHOrO aHaNN3a, ToJ-
LWMHa NOAKOXHOI xuposoii knetyatku (MIKK) B npoek-
uuu ctombl 6onee 20 MM (p = 0,007) M MHAEKC Macchl Tena
(MMT) 6onee 22,2 kr/m? (p = 0,016) 6GbIIM JOCTOBEPHO
cBasaHbl ¢ puckom OBOC. MynbTuBapuaHTHbI aHanu3
noKasas, YT0 efMHCTBEHHbIM He3aBUCUMbIM (haKTOPOM
pucka 0BOC sBnsetcs TonwmHa MKK 6onee 20 mm (OR
3,80, 95% CI 1,18-12,82).

Sasaki et al. B 2020 rogy npoBenu peTpocneKkTMBHOE 1C-
cnefoBaHue, 0606uMBLIEe 261 NaLMeHT C pakoMm nps-
MOIi KMLUIKHM, KOTOPbIM Obia BbINOJSIHEHA TOTANbHAA Me30-
PEKTYM3IKTOMUA C NpeBeHTUBHOI uneoctomoii [9]. OBOC
passunace B 5,6% cnyyaes. [lo pe3ynbTatam yHuUBapu-
AHTHOTO W MY/IbTUBAPUAHTHOIO aHan13a eANHCTBEHHbIM
taktopom pucka OBOC ctana TonwmHa npamMoin MblwwLbl
)KMBOTA B MpoeKkuun ctombl 6onee 10 mm (OR 7,0482,
95% CI 1,7479-28,4221, p = 0,0061). NHTepeceH dakr,
YTO TOMLLMHA NPAMON MbIWLbI XKUBOTA Y Myx4nH ¢ OBOC
Gblna 3HaunTeNbHO Gonblie, Yem y MyxuuH 6e3 OBOC
(p < 0,05). ATop yTBepxpaaet: «Passute OBOC 6bino
B OCHOBHOM CBSI3aHO C Y3KMM OTBEPCTUEM B OPIOLWHOIA
CTEHKE W TPaH3UTOPHbLIM OTEKOM WIeOCTOMbl. [axe,
HECMOTPA Ha TO, YTO Mbl PYTUHHO AeNaeM OTBEPCTUE
B OpIOLHON CTEHKe TONWMHON GoNblue, YeM ABA Najib-
143, 3TOr0 MOXeET GbITh HEAOCTATOYHO ANA NPefoTBpallye-
Hus OBOC y nauueHToB ¢ ToncToi (6one 10 MM) npsamoi
MbllLen XunBoTa. B cBA3mM ¢ 3TM pa3mep oTBepcTua ans
UNeocToMbl HE0OX0[MMO NOAGMPATL C YYETOM TOJILLMHBI
NPSMOIi MbILWLbI JXMBOTAY.

KOJIOMNPOKTOJIOTUS, tom 21, N2 1, 2022

MexaHuYecKas Teopus, NpeAnoXeHHas ANOHCKUMU yye-
HbIMU, BLIFAAUT AOCTATOYHO JIOTUYHON U apryMeHTUPO-
BaHHO. OHaKO BO3HMKAET BOMPOC, €C/IN UMeeT MeCTo
ObITb MexaHMYecKoe HapyleHue NMpoXoAUMOCTH CTOMbI,
TO noyeMmy B 6ONbLUIMHCTBE CIYYAEB 30H[ U NaneL, Npoxo-
AAT B cTOMy 6e3 Kakoro-nn6o conpotusnenuns? [laHHoe
MpOTUBOPEYME FTOBOPUT O TOM, YTO BaXHYIO PoJib B pas-
BUTWUM PAaCcCMaTpUBAEMOro CUHAPOMA UIrPaeT He TONbKO
COCTOSIHME BbIXOJHOrO OTBEPCTUS CTOMbI, HO W 0bliee
coctosiHue XKT, 4To 3acTaBnseT paccMoTpeTh Cleayto-
Lyi0 KOHLenumio.

KoHuenuua Ne3. MOWU y cTomMmupoBaHHOro nauueH-
Ta — KMLIEYHaA HENPOXOAMMOCTb CMELIAHHOTO reHe-
3a, BbI3BaHHAA OTHOCUTEJIbHON 0OCTPYKUUMN CTOMBI.

CTOpPOHHUMKM JaHHOW KOHLeNnLUum (Takke ANOHCKUe yye-
Hble) NpepnaraloT TEPMUH OTHOCUTENbHAA 0OCTPYKLMSA
ctombl (00C) — «relative stoma obstruction», nog ko-
TOPOI NOHUMAETCA COCTOAHME, KOTLA BbIXOAHOE OTBEP-
CTWe CTOMbI He CMOCOBHO NMpoNyCTUTL HoNbLIOE KoNnYe-
CTBO KWWeEYHOro copepxumoro. lpn 3ToM HapyweHus
MPOXOAUMOCTU CTOMbI HE OTMEYAETCH.

Komatsu et al. B 2020 roay npegnaraeT Teopuio «3/10-
KayeCTBEHHOTO LMKNa», U 3TO NepBas KOHLenuus, Ko-
TOpas BbIMAAMT [OCTAaTOYHO HAYYHO 0OOCHOBAHHOIA
W YYMTbIBAKOWEN LeNnbliil KOMMNNEKC NaToOreHeTUYeCcKux
takTopos [16]. [locnOBHO M3naraem MpeanoxeHHy
Teoputo. [ycKOBLIM (haKTOPOM 3TOrO LMKNA ABAAETCA
HenosHas 0OCTPYKUUS MNEOCTOMbl, B OCHOBHOM CBS-
3aHHaA C yTOJWeEHWEeM NPAMOM MbIlWLbl XWUBOTA, Bbl-
3blBalOWMM BbICOKOE conpoTuBieHue. Bcnepctsue
HENOJIHOW O0OCTPYKLMM KONMYECTBO CEKPETUPYEMOrO
oTgensemoro u3 BepxHux otgenoB KT 3Hauutens-
HO BO3pacTaeT M3-3a OTeKa cau3ucTon. [laxe korpa
BbIXOLHOE OTBEpPCTME CTOMbl ABAAETCA [OCTATOM-
HbIM, CMTyaLMs yCyryonseTcs neperpyskon Xuako-
CTblo, YTO Bneyer 3a coboi nporpeccuposaHue 00C.
[lononHutensHo BO3AeiCTBYIOT GaKTOPbl CO CTOPOHBI
onyxonu. MecTHopacnpocTpaHeHHbIe OMYXOJW Bbi3bl-
BAIOT YACTUYHYIO KULWEYHYID HEMPOXOAUMOCTb 1O One-
pauumn, 4To TaKKe ycunaueaeT oTek causuctoin KKT
M WHAYLMPYET BOCMANUTENbHYIO peaKLuto, KOTopble
YBEIMYUBAIOT KOJMNYECTBO KULIEYHOTO COAEPKMUMOro
u ycyrybnsiot 00C. Mocne 3anycka oMMCaHHOTO «3/10-
KayeCTBEHHOTO LMKIa» MpOLEecC OCTaHOBUTb KpanHe
CNOXHO W TpebyeTcs UHTY6aUMUsA NPUBOASAILEN KULIKK.
[laHHas runoTtesa noATBepXAaeTcs pesynbTaTtamMu uc-
cnepoBaHus aBTopoB, 0606wWmMBLWeM 83 nauueHTa, Ko-
TOpbIM OblNa BbIMOJHEHA HU3KAs NepefHAs pe3eKuus
NpAMOIi KULWKK No noBofy paka. Pesynbtatsl MynbTUBa-
PWaHTHOTO aHann3a nokasanu, 4yto hakTopamu pucka
passutua 00C aBnAwTCA: MECTHOPACMPOCTPAHEHHbI
KPP (p = 0,01), yTonweHne npamoii MbIWLbl XMBOTA
(p =0,0005). Takxe aBTopbl oTMeTUnK, 410 00C focTO-
BEPHO CBA3aHa c Apyrum ocnoxHeHnem — High output
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stoma, TO eCTb NOBbIWEHHbIM OTAENAEMbIM U3 CTOMbI
nocne paspewenus 00C, yTo NoATBEpXKAAET Te3nc 06
VBEIMYEHUN CeKpeTa U3 Bhllwenexawmx otaenos XKKT.
K cxoxum BbIBOgaM npuwna rpynna aBTopoB
n3 finoHuwn Bo rnase ¢ Hara B 2020 rogy [17]. bbina
n3yyeHa Bbibopka U3 103 nayMeHTOB, KOTOPLIM ObiNa
BbINOJSIHEHA PE3EeKUWUA TONCTON KUIWKKW Pa3NUYHOrO
06bEMA C HANOXEHWEM NPEBEHTUBHOI CTOMbI. [loMUMO
nauneHtoB ¢ KPP B uccnegosanue Bownu u nayueH-
Tbl C BOCMANMTENbHbIMU 3300NE€BAHUAMU KULIEYHU-
Ka M [o6pOKauyecTBEHHbLIMU HOBOOGPA30BAHUAMM,
0BOC 6bina otmeyeHa B 18,4% cnyyaes. Pesynbrathl
VHUBAPMAHTHOrO aHanM3a nokasanwu, 4To WHheKuUns
obnactn xupypruyeckoro Bmewatensctea (MNOXB)
W MYXCKOI non Gbinun hakTopamu, 3HaYUTENbHO BAUSA-
towmnmun Ha passutme OBOC. MynbTMBapuaHTHbIN aHa-
JU3 nokasan, 4To Toabko nuwb MOXB aBnsertca Hesa-
BucumbiM thaktopom pucka OBOC (OR 3,77, p = 0,018).
TakXe NONy4YeHO, YTO YPOBEHb JIENKOLMUTOB KPOBM
n C-peakTuBHOro Genka Ha 6 CyTKM nocne onepa-
UMM ObiN 3HaYMTENbHO Bbilwe Yy nauueHtoB ¢ OBOC,
yeMm y nauueHtoB 6e3 OBOC (9400 npotus 7475/mn,
6,01 npotus 2,92 mr/n, cooTBeTCTBEHHO, p < 0,05).
AHanornyHo ¢ npeablaywWmM UCCNefoBaHUEM, aBTOPbI
NPUXOAAT K BbIBOAY, 4T0 npuynHoi MOWN asnaetca He
HapylweHue npoxogumoctu ctombl, @ 00C. MpuyuHom
3TOMY ABAAETCA BOCNanUTeNbHAd peakuus, Kotopas
WHAYLUMPYET OTEK CANU3UCTON TOHKON KUWKN U U36bI-
TOYHYIO MPOLAYKLMIO XUAKOTO KNLWEYHOTO COLEPKMUMO-
ro, KOTOpPOe BbLIXOLHOE OTBEPCTUE CTOMbI (MpU coxpa-
HEHHOW NPOXOJMMOCTM) He B COCTOSHUM MPONYCTUTD.
Paccyxpas Hap nosyyeHHbIMU pe3ynbTaTamu, aBTopsl
npeAnaralT 0TKA3aTbCA OT TEPMUHA «OOCTPYKLMA Bbl-
XOLHOTO OTAeNa CTOMbI» M UCMONb30BaTh TEPMUH «OT-
HOCUTeNbHas 06CTPYKLUS CTOMbIY.

HecmoTps Ha apryMeHTMpOBAHHOCTb M [OCTATOYHYIO
HayuYHyto 060CHOBAHHOCTb, HA Hall B3risf, W 3Ta KOH-
Lenums He MOXKeT NOJIHOCTbIO 06bACHUTL pazsuTue NMON
Yy CTOMMPOBAHHbIX MauMeHToB. [1ONHOCTBIO NPUHATDL
KOHLENUUI0 «OTHOCUTENbHOM 0OCTPYKLUM CTOMbI» HaM
He NM03BONAET NPOTUBOPEYME: MOYEMY ANOHCKUE aBTOPSI
abCoNIOTHO He YUUTLIBAIOT AMHAMUYECKHIT haKTOp B pas-
Butun MOWN? B cBoem uccnepoBaHuu, MOCBALEHHOM
0BOC, Ohira et al. npuxoaaT K BbIBOAY, YTO HApyLIEHKe
3BaKyaL N KULWEYHOTO COJEPKMUMOrO U3 CTOMbI CBA3AHO
C HU3KUM BHYTPUMPOCBETHbIM AaBfeHUEM B MpPUBOASA-
weit knwke [9]. CHUKEHME e BHYTPUNPOCBETHOIO [1aB-
JIEHUS B KULLKE MOXET ObITb BbI3BAHO NINLIb YTHETEHUEM
NPOMNyNbCUBHON NEPUCTANLTUKM, TO €CTb Pa3BUTUEM AU~
Hammnyeckomn KH.

Ha ocHOBaHMM Halero KAMHWYECKOrO OMbiTa, aHanu3a
OaHHbIX MUPOBOW NIUTEPATypbl, Mbl NPEANaraeM YeTBep-
Tyl KoHuenuuio passutus MOW y cToMMpoBaHHbLIX na-
LMEHTOB, KOTOpPas YYMTHIBAET KaK MeXaHW4Yeckue, Tak
U LUHaMuU4eckue akTopsl.

[sycTBONbLHAS NETNEBAs CTOMA Kak $aKTop pucka
PA3BMTMS NOCNEONEPALMOHHOTO UNEeyCa B XMPYPriM
KonopekrtansHoro paka (o63op nuteparypei)

Konuenuua N24. MOWU y cToMupoBaHHOro nauueH-
Ta — AuHamuyeckasa KH, Bbi3BaHHas mexaHMYeCKUM
BO3JeNCTBMEM TKaHeil nepeaHeil GPIOWHON CTEHKU
Ha neT/IieBYI0 KULLEYHYIO CTOMY.

MyckoBbiM pakTopom pa3sutusa MON y naymerTa ¢ net-
NeBON KWWEYHOW CTOMOW ABNAETCA MexaHuyeckoe
BO34eiCTBME VYTONWEHHOW NPAMON MbIlWLbl XWUBOTA
Ha BbIBEAEHHYIO KULWKY. ITO NOATBEPKAAETCSA AAHHbBIMY
ANOHCKMX uccnepoBateneit [8—10], a Takxe TeM, YTo
AaHHOE COCTOAHME 3HAYMTEeNbHO yalle pa3BKUBaeTcs
Y MVXYMH, Y KOTOPbIX NpAMas MbilWLa XWBOTA AOCTO-
BepHO TosLLe, yeM y xeHwWwmH [18]. Kak n3sectHo, B pas-
sutuu MIMXKKT Boigenstot 2 nocnegoBatensHble asbi:
HelporeHHylo 1 BocnanutensHylo [19]. HellporeHHas
tasa, 3aknvaloWascs B aKTUBaLUUW yrHeTawlmx
afipeH3IPruyeckux U HeajpeH3Ipruyecknx pednexcos,
ABNAEGTCA KPaTKOBPEMEHHOW W 3aKaHYMBaeTCs, Kak
npasuno, cpasy nocie ywnBaHUa nocaeonepaLuoHHoOM
paHbl, KOrAa NpekpawalTcs MaHUNYAALUN C KULWKOW.
DeWinter et al. npoBenu uccneposaHue, B KOTOPOM
Ha nabopaTopHbIX Kpbicax CPaBHUBANMU CTeneHb yr-
HEeTeHUA NEepUCTanbTUKU NOCNe TPexX XWUPYPruyeckux
MaHWUNYNALMIA: KOXKHbI pa3pes, nanapoToMus, nanapo-
TOMUA C U3BNEYEHMEM TOHKOW KUILKKU W ee nanbnatop-
HbIM CAaBieHWeM. B nocnegHem cnydyae Habnopanoch
HauGoee BbIpaXeHHOE YrHEeTEHWE TPaH3UTa KULLEYHO-
ro COLEPXWUMOro no TOHKOW Kuwke [20]. ABTop cBsA-
3blBaeT 370 CO 3HAYUTENbHOWN XUPYPrUYeCKON TPaBMOii
M aKTuBauuen pehnekcos, TOPMO3ALWMX NePUCTaNbTU-
Ky. Ha Haw B3rnsap, Hanuyne cToMbl C NOCTOAHHbIM [1aB-
NIEHMEM Ha Hee TKaHAMU nepefHeil GPIOWHON CTEHKM
ABNAeTCA becnpeleneHTHON XMPYpPruyecKoi TpaBMmoil,
KoTOopas CpaBHMMa C TpeTbell cuTyauuen B uccnepo-
BaHuu DeWinter, n npuBOLMT K NpONOHTraLUN NepBOM
(HeitporeHHoit) da3sbl MMXKKT. BocnanutenbHas dasa
paseutus MMXKKT senserca oTcpodyeHHoit U 6Gonee
[ONTOBPEMEHHON W CBA3aHa C 3anyCKOM BOCNanuTesb-
HOro OTBETA HA XWUpypruyeckyt Tpasmy. lMpoucxonut
BbICBOOOX/IEHWE MNpOCTAarNnaHAMHOB, OKCMAa asoTa,
aKTMBALMSA TYYHBIX KNETOK, MaKpo(aros, KOTOpbIE Bbl-
pabaTbiBalOT LENblit PAA BOCNANUTENbHBIX LUMTOKUHOB:
takTop Hekpo3a onyxoneit (PHO)-a, uHTEpnenkuH 1P,
UHTepnenkuH 6. [lokazaHo, YTO BCe 3TU rymopasbHble
thakTopsbl yrHetatoT nepuctanstuky KT [4]. 3T paH-
Hble BMONHE COOTHOCATCS C JAHHBIMU AMOHCKUX yue-
HbIX, KOTOpble CYMTAIT, YTO BOCMANUTENbHbIA OTBET,
CBA3AHHbIN C 3aNYLWEHHbIMU ONYXOAAMU NPAMON KULWIKH
M KUWEYHOW HEeNpOXOAMMOCTbIO A0 Onepawuu, NpuBo-
AWT K OTEKY CTM3UCTON U YBENUYEHWIO XUAKOTO KMLLeY-
HOro COAepumMoro, 4to crnocobereyet passutuio 00C
[16,17]. Takum obpa3om, BOCMaJMTENbHBIA Npolece,
CBA3AHHbIA C XUPYPrUYEeCKON TPaBMOM U ONyXONEeBbIM
NpoLEeccoM, MPUBOAUT K ABYM HebnaronpusTHbIM no-
CNefCTBUAM: YBENUYEHUIO COAEPKMMOro B NMPUBOAA-
el KNWKe 1 yTHeTeHUI0 nepuctanbTukn. MopasneHne
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nponyabCUMBHON nepuctanbTuku (BakT, KoTopblii He
YYUTLIBAETCA AMOHCKMMU YYEHbIMU) NPUBOJUT K CHU-
EHUWI0 BHYTPUNPOCBETHOrO [AaBNeHWs, 4YTO [enaer
HEBO3MOXHbIM MPOABMKEHUE NOBLILEHHOrO 06beMa
KMLWEYHOro COePXKMUMOro Yepes BbIXO[HOE OTBepCTHe.
Bce 3to npuoput k MOV y naumneHTa ¢ KMWEYHON CTO-
MOW npu focTaToyHom ee npoxogumoctu (Puc. 1).

Ewe 6Gonee guckytabenbHoit npobnemoii, yem 3TMO-
natoreHe3 OW y nauueHTa CO CTOMOW, ABnsAeTCA
npodunakTuka [aHHOTO OCN0XHeHuAs. HekoTopble
aBTOpbl Npef/araloT NpPeBeHTUBHO WHTY6UPOBATH
NPUBOAALLYI0 KWIWKY 30HAOM Y NaLMEHTOB BbICOKOM
rpynnbl pucka. Komatsu et al. Bbickazanu runotesy
0 TOM, YTO ME€0CTOMY HEOOXOAUMO BbIBOAUTbL He ye-
pe3 cepeAuHy nonepeyHuKa NpAMON MbllLbl XKMBOTA,
rne ee pasmep MakCMManeH, a Ha rpaHuLe ee cpefHen
n natepanbHoit Tpetu [16]. Llenbto gaHHoro maHeBspa
ABNAETCA YyMEeHblueHMe nnolwafM CONpPUKOCHOBEHUA
NPAMOM MbIWLbl XUBOTA C KUWKOWA M YMeHbLIEHNN
CONpPOTMBIEHUA B AAHHOM y4yacTke. [lpyrue aBTOpb
npeanaralT MakCMManbHO u3beraTh BblBeJEHUA Npe-
BEHTMBHOM NeTNeBOW CTOMbl Y NALWUEHTOB C HU3KUM
pakom npsmoit kuwkm [9].

MaccvBHaA onyxonb
HMILEYHAA HEMPOXOLHMOCTD

Homnpeccka cTomMbl Npamoi
MbILILE H 3 HBOTE

= =

AKTHBALHA
CHMIMATHYE CROR
HEPEHOH CHCTEMBI

Bocnanure nbHbii
oTeeT

Dunn 33073
B ODEs D MpacTar sy mie
pedineet i
Wrspssieny 18
&
Yruetenue OTex CNMSHCTOH
DOONYALLUEHOH TOHKO# KHLIKH
e PHCTANBTHIEM
Crmnenne Ve nwue umue
FHTRMIRACEE THAID obbema kuweuHoro
AN HUA COAEPHMMOTD
NOCNEONEPALLMOHH bl
WNEYC

PucyHok 1. 3muonamozeres 10/ y cmomuposaHHo20 nayu-
eHma

Figure 1. Etiopathogenesis of postoperative ileus in a stoma
patient
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KommeHTapuu pegkonnerum K crarbe

«[lBycTBONBHAS NeTneBas CTOMd, KAK ¢paKTOp PUCKA PA3BUTHUS

nocneonepaunoHHOrO Uneycd B XMPYPruM KOJIOPEeKTANbHOrO pakda

(0630p nutepatypei)», astopsi: Xy6esoe [I.A., Urnatos N.C.,,
Oropensues A.1O., Jlu 1O.b., MNMukcnHa A.B.

MpepncrtaBneHHas cTaTba «[lBycTBOAbHAA neTnesas CTo-
Ma, KaK (haKTop puUCKa pa3BMTUA NOCIEONepaLnoOHHOro
uneyca B XMpyprum KonopekTanbHoro paka (063op nu-
TepaTypbl)» NOCBALLEHA KpailHe aKTyanbHON X1pypruye-
CKOIi npobneme, KOTOpas, HECOMHEHHO, HEOCTATOYHO
OCBelleHa B CreLannu3npoBaHHoit nuTeparype.
MpuHATME eAMHON TEPMUHONOIUK, KacCaloWenca Ha-
pyWeHUs MOTOPUKM KENyAOYHO-KMLWEYHOr0 TpaKTa
B MOCNEONepaunoHHOM nepuofe, 6e3ycnoBHo, MO3BO-
JNT CTPYKTYpUPOBaTb NPeACTaBNEHWUs U CTaHAApPTU30-
BaTb MOAXOAbl K JIEYEHMIO [LAHHOrO0 MaTONOrMYecKoro
COCTOAHUA.

KoHuenunsa [MHAMUYECKOW KULWEYHON HemnpoxofuMmo-
CTW, BbI3BAHHON MeXaHW4YeCKUM BO3AENCTBMEM TKaHel
nepefHei GPIOWHONM CTEHKU Ha NETNEBYID KULEYHYIO
CTOMy, KpaliHe WHTepecHa W TpebyeT pAanbHeiiwero
n3yyeHus.

Tem He MeHee, nocneonepauyoHHbI Uneyc ABnseT-
€A MHOro(aKTOPHbIM OCJOXHEHMEM W BOMPOC 3any-
CKa nepBUYHOro 3BeHa Kackaja HapylleHuil MoTopu-
KW B MOCNEONEpaLMOHHOM Nepuoae AUCKyTabeneH.
BO3MOXHO, MMEHHO nNpAMOe WAN KOCBEHHOE BO3-
[eicTBne Ha TOHKYI0 KUWKY B npoLecce onepauuun

KoMMeHTGpMM peAKonnerMm K ctaTtbe

[sycTBONbLHAS NETNEBAs CTOMA, KAK GAKTOp pUcKa
PA3BMTMS NOCNEONEPALMOHHOTO Uy Ca B XMPYPIiM
KonopektansHoro paka (o63op nuteparypsi)

ABNAETCA BefylMM MexaHU3MOM B Pas3BUTUM Henpo-
XOAUMOCTH, MOCKONbKY [axe BMelaTenbcTBa 06e3
BbIBEIEHUA CTOMbl COMPOBOXAAIOTCA HapyleHUeM
MOTOPUKM B NOC/NEONEpaLMOHHOM nepuode, a (akT
(hopMMPOBaHUSA CTOMbI UL YCYryONfeT TeyeHne no-
cneonepauuoHHoro uneyca. Kpome Toro, cylectsytoTt
y)Ke [oKa3aHHble (aKTOpbl pUCKA pas3BUTUS Hapylle-
HUS MOTOPWKM B NOCNEONepaLuoHHOM nepuoge, pUcK
pa3BUTUA Uieyca NpW KOTOPbIX MpeBbIWAET TaKOBOM
npu BbiBegeHun ctombl (O = 1,4): myxckoit non
(OW = 1,7), BbINONHEHME PE3EKLMN B 3KCTPEHHOM MO-
pagke (OW = 2,2), TpaHcty3ns B nepuonepaLmoHHOM
nepuoge (OW = 1,6), pautenbHocTh onepauuu 6o-
nee 3 vacos (OW = 1,6), npegwecTsytolwme onepayum
B aHamHese (OW = 2,47) [6,13]. Takum obpa3om, npea-
CTaB/IEHHbII 0630P IMTepaTypbl HOCUT HECUCTEMATUYe-
CKMii XapaKTep U paccMaTpuBaET NOCieonepaLMoHHYIo
KWWeYHYI0 HEeNpoXoAUMOCTb Yepe3 NpuU3My BOCMpHUs-
TWS aBTOPA, N03TOMY 6bIN0 Gbl KpaliHe MHTEPECHbIM f0-
MOMHUTENbHO OTPa3UTb OrpaHUYeHMs 0630pa, MeTofbl
noucKa MTepaTypbl U UCNONb3yeMble 6a3bl LaHHbIX.

Pedxonnezus xxypHana «Kononpokmonozaus»
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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:




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

Lo &

CoBMeCTUMbI C 3HAOCKONaMMu:

Pentax, Olympus, Fujifilm, SonoScape,
Aohua

Ha npasax peknambl
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OTKPbITEIE TEKUMW, KYPChl, TEMaTUYeCKue MPoeKThl,
ThICHYM YACOB BUACOAPXMBOB NS NPaKTUKYIOLWMX Bpayen
M HAYMHAIOLLMX CreunanucTos!

194 000 Bpayen yxe c Hamu! \
[TpncoeanHancsa m Tbl! =

— HaBean kamepy Ha QR-koa, 4ToOb!
y3HaTb O noptasne 6o/blue!

Ha npaBax peknambi

Ilo BcTpeun Ha Med.Studio!




CTENAPA®:
APDPEKTUBHOCTb CUCTEMHOIO

BUONOINMYECKOTO MNMPEMAPATA U

BE3OMNACHOCTb CESIEKTUBHOIO

MOJEKYJA YCTEKUHYMAB:

YHUKAJIbHbIIA MEXAHU3M JAEACTBUA KJTACCA MHTUBUTOPOB UJ1-12/23,
0BYC/OBJIEHHBII BTIOKUPOBAHUEM KJTHOYEBBIX PETYJIATOPHBIX LIUTOKMHOB,
OBECME4MBAET 3®®EKTUBHOCTb CUICTEMHOIO N BE3OMACHOCTb CENEKTUBHOIO
BWNOJNTIOrM4ECKOr0 MPEMAPATA'.

P BbicTpoe HacTynneHue 3achdekrTa: yMmeHbLLEHNE 6o
B )KVMBOTE 1 YacTOTbl Aedekauun y>ke Ha 1-1 Hegene Tepanuu
npu 6one3Hn KpoHa? n yMmeHbLUeHne YacToTbl gedexkauuii
N KPOBW B CTYNE Y>XKe Ha 2-i1 Hefene Tepanuu npy S3BeHHOM
konute®

> OonrocpouHas 3agpdpeKTuBHOCTDb: 3 N3 4 NaLNEHTOB
COXPaHsT PEMUCCUIO B TEYEHNE HE MEHeE 3 NET
npw 6onesHn KpoHa* n B Te4eHne He MeHee 2 neT
npwu 93BEHHOM KonuTe®

> BnaronpuaTHbIA Npodunb 6e3onacHocTM: NPodusb
NEePEHOCNMOCTU YCTEKMHYyMaba B OTHOLLEHMM pUCKa
BO3HMKHOBEHMS UHEKLNIA, B TOM YMcne TybepKynésa,
1 ManurHM3aumm conocTasnM C nnauebo 1 npenaparamm
CEeNEKTNBHOIO MexaHn3mMa OencTBus®

p Couetanme 3(pheKTUBHOCTU U O€30NacCHOCTHU: camas
BbICOKasi Bb>KMBAEMOCTb Tepanum No CPaBHEHNIO C APYrMU
MBI npn 6onesHn KpoHa B nto6oin nmHumn — 6onee 70%
nauneHToB 3a 2 roga HabnogeHns ocTaloTcs Ha Tepanmn’

. Brand S. Gut. 2009; 58: 1152-67, Neurath M.F. Nat. Med. 2007; 13: 26-8, Benson, et al. mAbs 2011; 3: 535-45.
Sandborn W.J., et al. 2017 WCOG poster abstract P2145.

Sands B.E., et al. Early Improvement After Intravenous Ustekinumab Induction in Patients With Ulcerative Colitis. Results from the UNIFI Induction Trial: 689. The American Journal
of Gastroenterology. October 2019; 114: S404.

Hanauer S., et al. IM-UNITI: 3 Year Efficacy, Safety and Immunogenicity of Ustekinumab Treatment of Crohn’s disease. Journal of Crohn’s and Colitis. January 2020; 14 (1): 23-32.
Sands B.E,, et al. Efficacy of Ustekinumab for ulcerative colitis in biologic non-failure, and biologic failure populations through 2 years: UNIFI Long-term extension. TU188.

Click B., Regueiro M. Managing Risks with Biologics. Inflammatory Bowel Disease. 2019; 1: 1-11.

Ko Y., et al. Presentation at ECCO 2020; P361.
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KPATKAfl UHCTPYKLUA N0 MEAULIMHCKOMY NPUMEHEHWIO NMPEMAPATA CTEJIAPA, IN-005728

Mepep npuMeHeHNeM 03HaKOMLTECH C MOJSIHOI Bepcue MHCTPYKLUK.

Toprosoe HaumeHoBaHue npenapara — Ctenapa (ycTekuHymat), KOHLeHTpaT 19 NPUroToB/eHNs pacTeopa Ans uHhyauii. Mokasaxus K npumeHeHuto. BoneaHb KpoHa. Mpenapat CTenapa B nekapcTBeHHoi (hopmMe KOHLIEHTPaT 19 NPUroTOB/IEHNA pacTBopa
ANA UHhyaUii NPEAHAGHAYEH ANA TEPANN B3POCALIX NALNEHTOB G GONEaHEI0 KPOHa yMEpEHHOI 1 TsKENOI CTeneHn. [penapat CTenapa 8 NEeKapCTBEHHON (hOPME KOHLEHTPAT [/15 NPUTOTOBNEHISt PACTBOPA [t MHCDY3WiA MPEHABHAYEH [NSi: MHAYKLN KIVHIA-
YECKOro 0TBETa, UHAYKUN KIMHNYECKOU PEMUCCUN, JOCTIDKEHMS] 6ECCTEPOUAHON PEMUCCIN, UHAYKLM SHAOCKOMUYECKO PeMUCCIAN, YTy LLIEHIS CBS3aHHOMO CO 3[0P0BbEM Ka4ecTsa XM13HU. Y B3POCNbIX NALMEHTOB C aKTUBHOI 60ne3HbI0 KpoHa yMepeHHoi
W TSKENON CTEMNEHM, Y KOTOPbIX: MPOrPECcHpoBaHme 3ab0eBaHs MPOJO/IKAIOCh Ha hoHe Teparniin UMMYHOMOZYTISITOPaMIA Wi KOPTUKOCTEPOUAaMI, in Gbisia BbisIB/IEHa HEMEPEHOCUMOCTb 3TVX MPENnaparos, Wi Hab/IloAasack 3aBUCMMOCTb OT KOPTUKO-
CTepoVA0B, NN NPOrpeccupoBaHne 3aboneBaHus NPOAOIKaNOCL Ha (hOHe Tepan OQHUM NN HECKOSIbKUMIM nHrnbutopamn ®HO, nm 6bina BbisiBneHa HENEePEHOCUMOCTL OQHOIO MM HECKOMIbKX MHIMbuTopos ®HO. A3BeHHbIN KonuT. JledeHune B3poCbix
NaLVEHTOB C aKTUBHbIM A3BEHHbLIM KONIMTOM YMEPEHHOI 11 TSXKENOII CTeNeHM C HealeKBaTHbLIM OTBETOM, YTPAaTOil OTBETA UK HENEPEHOCUMMOCTLIO CTaHAAPTHON UK BUONOMMHECKO Tepanuy, U UMELLIMX MEAULIMHCKIE NPOTUBOMOKA3aHUs K NPOBEEeHMIO Takoi
Tepanuu. MpoTueonokasanus. KNnHMHECKN 3Ha41Mas NOBbILLEHHAs HYBCTBUTEBHOCTL K YCTEKUHYMaby 1nu No6oMy BCIOMOraTeflbHOMY BELLECTBY npenapara; KIMHUHECKMN 3HaYMMas akTuBHas MHMEKLWS (Hanpumep, akTUBHbIN Ty6epKynés); AETCKMiA BO3pacT
110 18 net. Cnoco6 npumeHeHusi 1 fo3bl. BonesHs KpoHa u sizserHbii komT. [ossi. MaunenTam ¢ 6onesHbio KpoHa nin s3seHHbIM TABJIMLIA 1: UHULIMWPYHOLLIASI 103A NPEMAPATA CTEJIAPA (BHYTPUBEHHOE BBE[IEHUE)®
KOIMTOM PEKOMEH[J0BaHO OHOKPATHOE, MHNLMVPYIOLLEE TEPanMio BHYTPUBEHHOE BBEAEHME npenapara CTenapa B 03, PACCUUTaHHON

Ha ocHoBaHuM Maccel Tena (Tabnuua 1). Yepes 8 Hefienb nocne BBEAEHNA UHULMMPYIOLLIEN 103kl npenapat CTenapa BBOANTCS NOAKOXHO B Macca Tena naumeHTa Ha MOMeHT m Konuuectso chnakoHos npenapara Ctenapa

no3e 90 Mr (nepsoe noaKoXHoe BBeaeHue). [1ns NoAKOXHOro BBEAleHUs cnonb3yetcs npenapar Ctenapa B neKapcTBeHHoi hopme pac- BBefieHus npenapara ANS NPUrOTOBJIEHNSI PACTBOPA ANS MHAY3I

TBOP /151 NO[KOXHOIO BBEAEHUSL. VIH(OPMAUUS O NOCHIEYIOLIVX NOAKOXKHbIX BBEAEHUSIX NPENapara yKasaHa B UHCTPYKLN M0 MELIMH- 2

CKOMY npumeHeHuto npenapata Ctenapa, pacTBop AN1s NOAKOXHOro BBeAeHus. Crnoco6 npumenenus. MNpenapat CTenapa, KOHUeHTpaT
NSt NPUroToBAEHNs pacTeopa Ans uHdysui, 130 Mr, NpeaHasHaueH TONLKO 15 BHYTPUBEHHOMO MH(Y3NOHHOro BBEAEHNS. BHyTpuBEeHHOe
WHY3noHHOe BBEAeHNe npenapata CTenapa [OMKHO NPOBOANTLCS TONBKO KBANMMDULIMPOBAHHBIMY MEAVNLIMHCKUMM PaboTHUKaMI. * PoKOMEIIOBaNHaR H03a (OKATTO 6 MITKT).

MoGouHoe peiicTane TABJIMLIA 2: 0630P NOB0YHbIX AEACTBUIA, 3APETUCTPUPOBAHHBIX B KIIMHUYECKMX UCCNEAOBAHUAX

ViHbekuvn 1 nHBasm HYCUT, BOCMa/IeHNe NOfIKOXHOM XXVPOBOIN KNETHATKM, O[JOHTOrEHHbIE NH(EKLIN, ONOSICHIBAIOLLMA
BYNbBOBAryHabHbIe rPUGKOBLIE NHMEKLKN

¥
Oﬁu.me HapyLUEHVS 1 PeaKLyM B MECTe BBEEHIs npenapara KC;;]A’;,O;;:.E:E:TSMB B MecTe BBefieHVs, 6onb B MecTe BBEleHNs, peakumn B MecTe BBefileHns (B TOM YKCne, KpOBOTEYEHNEe, remaToma, ynioTHeHve, NpunyxnocTs

OnbIT [I0CTPErUCTPALNOHHOIO MPUMEHEHMNS. TABJIMLIA 3: MOCTPErMCTPALMOHHBIE COOBLLEHUA
HapyLUEHHﬂ CO CTOPOHbI UMMYHHOW CUCTEMbI PEEIKLlHI’\ runep4yBCcTBUTENBHOCTU (B TOM uncne Cblinb, KDaI’MBHHHE]). CeDhéSHh\E peakuuu runep4yscTBUTENIBHOCTU (B TOM 4ucne anammnaxcmﬂ
n BHFMOHGEDOTM"IQCKHH OTéK)
VIndexunm v nHeasn
Hapyuwienvis co CTOpOHI [ibIXaTensHOM CUCTEMbI, OraHOB rPY/HOVi KNETKY U CPE[IOCTEHus!
Hapywienyis o CTOPOHbI KXV 1 OAKOXHOM KNETHaTKy

Ocob6ble ykasaHusi. Mcpexymn. Mpenapar CTenapa sssieTcst CeneKTUBHbIM IMMYHOENPECCAHTOM 1 NOTEHLMANEHO MOXET YBENNYMBATD PUCK BOSHIKHOBEHIS MH(DEKLI 1 PEaKTVBALIAI NATEHTHBIX MH(EKLA. B XOfe KIMHYECKVX NCCNIeoBaHMi Y NauMeHTos,
nonyyasinx npenapar Crenapa, Hab/iofanMCh Cly4an BOSHIKHOBEHIS CepbE3HbIX GaKTepuasbHbIX 11 BUPYCHbIX MHdekupii. Mpenapar CTenapa He CneayeT NPUMEHSITL Y NaLMeHTOB C KIMHINYECKIA 3HAUMMOI aKTUBHOM HGeKLmen. CriefyeT C OCTOPOXKHOCTLIO
npuMeHsTb Npenapar CTenapa y NauneHTos ¢ XPOHUHECKON NHheKLMen nnn peumanemnpytoLLiei HheKuven B aHamHese. 3/10kayecTBeHHbIe HoBooGpazosaHus. [penapat CTenapa SBnseTca CenekTuBHLIM UMMyHoaenpeccaHToM. Mpenapartsl-uMMyHoaenpec-
CaHTbI MOTYT CIOCOBCTBOBATH YBE/IMHEHNIO PUCKA PA3BUTUS 3/10KAHECTBEHHBIX HOBOOGPA3OBAHMI. Y HEKOTOPLIX MALMEHTOB, NOMy4aBLLMX Npenapar CTenapa B pamKax KIMHNHECKIX UCCNEA0BaHIN, HABMIOAaNoCh PasBUTUE KOXHBIX 1 HEKOXKHBIX 3/0KA4ECTBEH-
HbIX HOBOOGpa3oBaHuii. CrieflyeT NPOSIBNATL OCTOPOXKHOCTb NP HasHadeH npenapara CTenapa nauveHTam Co 3/10Ka4eCTBEHHbIMY HOBOOBPA30BaHISIMI B aHAMHE3E, a TaKXKe NPY PACCMOTPEHUN BO3MOXHOCTV NPOACIDKEHIS Tepaniu npenapatom Ctenapa
Y NALMEHTOB C AVarHOCTUPOBAHHbIMM 3/I0KA4ECTBEHHBIMI HOBOOOGPA30BaHNAMU. Peakuymm runepyyscTenTeisHocTH. B Xoae NocTperncTpauroHHoro HabiofeHs 6bL1 3aperncTpMpoBaHbl CepbE3HbIE PeakLmi runepyyBCTBIATENBHOCTY, BK/OHas aHadunakcuio
11 @HrVIOHEBPOTUYECKUIA OTEK. BakymuHayms. He peKoMeHayeTcs NPUMEHSATL XKVBbIe BUPYCHbIE UK XUBble 6akTepuanbHble BakLVHbLI OfHOBPeMeHHO ¢ npenapatom Ctenapa. MmmyHocynpeccus. B uccnenosaHnax y naumeHTos ¢ 60n1esHbio KpoHa 1 a3seHHbIM
KOJIUTOM COBMECTHOE MpUMEHeHNe npenapara CTenapa ¢ MMMyHOMOAYNSTOpaMi (6-MepKarnTomnypyHoM, asaTionpyHOM, METOTDEKCATOM) Wi C KOPTUKOCTEPOMAAMIA HE BUSIO HA GE30MacHOCTL 1 A((eKTMBHOCTL npenapata Crenapa. MmmyHotepanms.
Be30MacHOCTb 1 3 eKTUBHOCTL NPUMEHeHIs Npenaparta CTenapa y NauMeHTos, NPOLLSAWNX UMMYHOTEPAMNNIO aNfepruieckin 3aG0NeBaHNiA, He YCTaHOB/EHa.

ep P penas paynay powen yroTep ¥ v Ha npasax peknambl CP-239659




HeTtpanekc® n flerparenb®

AETPANEKC®

1000 rir/40 wan

Oertparenn’

CycneHsua gna
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1 cawe B fgeHs”

4WA ANA APUEMA BHYTRE
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Herparens”

CucrtemHbIN Noaxoa K 3aboneBaHusam BeH!

Detpanekc®: kpaTkas uHGOpMaumsa no 6e3onacHocTu

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

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

Detparens®: kpatkas MHGpOpMaLus no 6e30nacHoOCTH

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

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