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LEJN W 3AAYN

Lle]'lblO XypHana <<K0}10I'I|JOKTO!10I’MN» ABNAETCA OCBElleHWEe COBPEMEHHbIX TEHAEH-
LI,I/IIZ W Hay4YHO-NpaKTU4YECKUX F(OCTI/I)KGHVIVI B KOﬂOpeKTaﬂbHOﬁ Xupypruu.
3a6oneBaHuns TONCTON KUWKHM, 3a[iHETO NPOXO/a, Ta30BOr0 1HA U NPOMEXHOCTU ABNA-
I0TCA OAHUMMU U3 Hanbonee paCI'I]JOCTpaHéHHbIX, a Kononpokrtonorua — Hanbonee
AWHAMUYHO pa3BMBa|ou.\eﬁcn xwpyprwquKon CneunanbHOCTLIO.

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

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

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

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

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

TNIABHbIW PEJAKTOP

Wenwirun Opuit AnatonbeBuy (Mocksa, Poccua) — akapemuk PAH, poktop
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LIST OF ABBREVIATIONS

ALT — alanine aminotransferase

AST — aspartate aminotransferase

5-ASA — 5-aminosalicylic acid

AZA — azathioprine

CD — Crohn's disease

BFB — biofeedback

IBD — inflammatory bowel diseases

VTEC — venous thromboembolic complications
Gamma-GT — gamma-glutamyltranspeptidase
GEBD — genetically engineered biological drug
GCS — glucocorticosteroids

CI — coincidenceinterval

GIT — gastrointestinal tract

CDAI — Crohn's disease activity index

IARA — ileoanal reservoir anastomosis

BMI — body mass index

CT — computed tomography

LDH — lactate dehydrogenase

MP — mercaptopurin
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MT — methotrexate

MRI — magnetic resonance imaging

NSAIDs — nonsteroidal anti-inflammatory drugs
LMWH — low molecular weight heparin

UFH — unfractionated heparin

PCR — polymerase chain reaction

RCT — randomized controlled trial

ESR — erythrocyte sedimentation rate

CRP — C-reactive protein

TIS — targeted immunosuppressors

CMV — cytomegalovirus

FC — fecal calprotectin

TNF-alpha — Tumor necrosis factor-alpha
Ultrasound — ultrasound examination

TRUS — transrectal ultrasound examination
EndoUS — endosonography

UC — ulcerative colitis

SES-CD — Simple Endoscopic Score for Crohn’s
disease
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TERMS AND DEFINITIONS

Crohn’s disease (CD) is a chronic, recurrent dis-
ease of the gastrointestinal tract (GIT) of unclear
etiology, characterized by transmural, segmental,
granulomatous inflammation with risk of local and
systemic complications [1].

CD recurrence is the resumption of typical mani-
festations of the disease in a patient with an es-
tablished diagnosis of CD, in the stage of clinical
remission, spontaneous or medically supported, or
after surgical treatment confirmed by objective
instrumental and laboratory tests [2].

Early recurrence of CD is the resumption of typi-
cal symptoms of the disease less than 3 months
after achieving clinical remission on previous
therapy.

The clinical response of CD is a decrease in the
Harvey-Bradshaw index of 4 or less points, or the
activity of CD (CDAI) by more than 100 points.
Clinical remission of CD- absence of symptoms
of CD (corresponds to the value of the Harvey-
Bradshaw index < 4 or the CD activity index
(CDAI) < 150).

The endoscopic response of CD is a decrease in
the endoscopic activity of the disease on the SES-
CD scale by more than 50% from the initial one.
Endoscopic mucosal healing does not imply com-
plete endoscopic remission, but the absence of
mucosal ulcers by SES-CD in the affected area with
the possible preservation of aphthae, hyperemia
and other signs of inflammation.

Endoscopic remission of CD is a condition in
which the inflammatory activity during endosco-
py on the SES-CD scale is less than 4 points.
Transmural healing of CD — normalization
(< 3 mm) of the thickness of the intestinal wall
(with radiation methods of investigation) [3].
Genetically engineered biological drugs (GEBD)
are a group of drugs of biological origin, includ-
ing monoclonal antibodies (chimeric, humanized,
completely human) and recombinant proteins
(usually include the Fc fragment of human IgG)
obtained using genetic engineering methods that
specifically suppress the immune-inflammatory
process and slow down the progression of the dis-
ease [4].

Targeted immunosuppressors (TIS) are a group
of synthetic anti inflammatory drugs of chemical
origin, by the mechanism of action specifically
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blocking the functioning of intracellular signaling
pathways of ‘pro-inflammatory” and immunoregu-
latory cytokines [4].

A bio-naive patient is a patient who has not pre-
viously received genetically engineered biologi-
cal drugs (GEBD) or targeted immunosuppressors
(TIS).

Biosimilars are biological medicinal products
containing a version of the active substance al-
ready approved by the original biological medici-
nal product (reference drug).

Steroid resistance

e In case of severe exacerbation of CD, there is no
positive changes on the part of clinical and labo-
ratory indicators, despite the use of systemic GCS
at a dose of prednisone** equivalent to 2 mg/kg of
body weight per day for more than 7 days

e In case of moderate exacerbation of CD — pres-
ervation of the activity of the disease with oral
administration of GCS at a dose of prednisone **
equivalent to 1 mg/kg of body weight per day for
2 weeks

Steroid addiction

e Increased activity of the disease that occurred
with a decrease in the dose of GCS after achiev-
ing initial improvement within 3 months from the
start of treatment

e The occurrence of a recurrence of the disease
within 3 months after the end of treatment with
GCS [2]

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

1.1 Etiology and pathogenesis of a disease or
condition (group of diseases or conditions)

The etiology of inflammatory bowel diseases
(IBD), including CD, has not been established. The
disease develops as a result of a combination of
several factors, including genetic predisposition,
defects of innate and acquired immunity, intesti-
nal microflora disorders and the influence of en-
vironmental factors. About 100 genetic polymor-
phisms associated with CD have been described.
Genetic determinism leads to changes in the in-
nate immune response, autophagy, violation of
the mechanisms of recognition of microorganisms,
violation of the epithelial barrier and, as a result,
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perversion of adaptive immunity. The key defect
predisposing to the development of IBD is a viola-
tion of the mechanisms of recognition of bacterial
molecular markers by dendritic cells, which leads
to hyperactivation of signaling proinflammatory
pathways. There is also a decrease in the diversity
of intestinal microflora in IBD due to a decrease
in the proportion of anaerobic bacteria, mainly
Bacteroidetes and Firmicutes [5,6]. In the presence
of these microbiological, immunological and ge-
netic changes, IBD develops under the influence
of triggering factors, which include smoking, ner-
vous stress, vitamin D deficiency, a diet with a
reduced content of dietary fiber and an increased
content of animal protein, intestinal infections,
especially Clostridioides difficile infection and cy-
tomegalovirus infection.

The result of the mutual influence of genetic and
predisposing factors is the activation of various
subpopulations of T-lymphocytes: T-helper types
1, 2, 17 and requlatory T-lymphocytes at differ-
ent stages of inflammation, which leads to over
expression of proinflammatory cytokines, such as
tumor necrosis factor-alpha (TNFa), interlequins
1, 12, 23, 17 (IL1, IL12, IL23, IL17) and other cell
adhesion molecules.

A cascade of humoral and cellular reactions in CD
leads to transmural inflammation of the intesti-
nal wall with the formation of sarcoid granulomas,
consisting of epithelioid histiocytes without foci
of necrosis and giant cells. With CD, any parts of
the gastrointestinal tract can be affected — from
the oral cavity to the anus. Nevertheless, in the
vast majority of cases, CD affects the ileocecal de-
partment. CD, unlike UC, cannot be cured by either
therapeutic or surgical methods [2].

1.2 Epidemiology of a disease or condition
(groups of diseases or conditions)

The maximum prevalence of CD in the world is cur-
rently 322/100000 of the population (in Europe),
and the incidence in different regions ranges from
0.3 to 20.2 per 100000 population [7-10]. Data on
the prevalence and incidence of CD in the Russian
Federation are extremely limited, presented by
partial data from regional registers and differ
significantly from each other [11-14]. The preva-
lence of CD is higher in northern latitudes and in
the West, it is constantly increasing and currently
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reaches up to 1 per 200 people [9]. The incidence
and prevalence of CD in Asia is lower, but is con-
stantly increasing. Caucasians suffer from the
disease more often than representatives of the
Negroid and Mongoloid races. The peak of morbid-
ity is observed between 20 and 30 years of life, and
the second peak of morbidity in some countries is
described at the age of 60-70 years. The incidence
is approximately the same in men and women.

1.3 Features of coding a disease or condition
(group of diseases or conditions) according to
the International Statistical Classification of
Diseases and Health-Related Problems

K50.0 — Crohn'’s disease of the small intestine
K50.1 — Crohn'’s disease of the large intestine
K50.8 — Other types of Crohn's disease

K50.9 — Crohn'’s disease, unspecified

1.4 Classification of a disease or condition
(groups of diseases or conditions)

To classify CD, the Montreal classification is used,
according to which CD is determined by several key
categories: site of the inflammatory process, the
nature of the course (phenotype of the disease)
and the age of onset of the disease (Table 1). The
need to isolate CD by age is due to the difference
in clinical manifestations and different prognosis
of the disease in different age groups [15].
According to the prevalence of the lesion, [10]
are distinguished:

1. Localized CD:

e Lesion with a length of less than 30 cm. It is
more common with an isolated lesion of the ileo-
cecal zone;

e Isolated lesion of a small area of the large in-
testine is possible.

2. Extent CD:

® Lesion with a length of more than 100 cm (the
sum of all affected areas).

According to the nature of the course, there are
[16]:

1. Acute course (less than 6 months from the on-
set of the disease);

2. Chronic course (more than 6 months from the
onset of the disease).

Assessment of the severity of CD

For the correct formulation of the diagnosis
and determination of treatment approach, the
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Table 1. Montreal Classification of Crohn’s disease [15]

Classification Designation according o
category to the Montreal Characteristic
Classification
Site of L1 The focus of inflammation is limited to the terminal part of the ileum or the
inflammation ileocecal region (with or without involvement in the process of the caecum)
L2 Any site of an inflammatory focus in the large intestine between the caecum
and the anal sphincter, without involving the small intestine or upper
gastrointestinal tract
L3 Terminal ileitis (with or without involvement of the cecum) in combination
with one or more foci of inflammation between the cecum and the anal
sphincter
L4 Isolated lesion of the upper gastrointestinal tract (proximal to the terminal
ileum (excluding the oral cavity).
L4 can be combined with L1-L3 site
The phenotype B1 Non-stricturing, non-penetrating
of the disease (synonyms in Russian — lumen, inflammatory, uncomplicated, English —
(the nature of the luminal) — the inflammatory nature of the course of the disease, which has
course) never been complicated (at any time during the course of the disease)
B2 Stricturing (stenosing) — narrowing of the intestinal lumen at any level
(according to radiation and/or endoscopic methods or according to the
results of surgery)
B3 Penetrating (synonyms in Russian — fistula, English — fistulizing) — the
formation of intraabdominal fistulas, and/or inflammatory abdominal
mass with abscess at any time during the disease, excluding postoperative
intraabdominal complications
P Perianal: the presence of perianal lesions (fistulas, anal fissures, perianal
abscesses), which can be combined with any of these phenotypes or be an
independent manifestation of perianal CD
Age of diagnosis A1l Less than 16 years old
A2 From 17 to 40 years old
A3 More than 40 years old

severity of the current exacerbation (recur-
rence) should be assessed active CD with the re-
lease of mild, moderate and severe exacerbation.
Various indices are used for this purpose, includ-
ing the Harvey-Bradshaw index, the CD activity
index (CDAI, synonym — the Best index) [17]. It
should be noted at once that the CDAI (Table 2),
as a rule, is used in clinical trials and is incon-
venient for practical use due to the complexity
of the calculation, and for clinical practice it is
easier and more convenient to use the Harvey-
Bradshaw index (Table 3) [18]. You can also use
simple criteria developed by the Russian Society
for the Study of IBD and the Russian Association
of Coloproctology (Table 4) [19]. The use of a par-
ticular severity assessment system is determined
by the routine practice of a particular medical
institution.

However, it is necessary to assess not only the se-
verity of the exacerbation, but also to take into
account the severity of the disease as a whole,
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which is necessary to assess the prognosis of the
disease and determine the social status of the
patient, including disability, preferential medica-
tion, free treatment and other social benefits. The
severity of the disease as a whole is determined
not only by the severity of the current exacerba-
tion, but also by the site and extent of inflamma-
tion, the presence of extra-intestinal manifesta-
tions and complications (abscesses, strictures,
fistulas, etc.), refractory to treatment, in par-
ticular, the development of steroid addiction and
resistance.

The classification of CD depending on the response
to hormone therapy corresponds to that in UC.
Highlight (see the section ‘Terms and definitions’):
1. Steroid resistance:

2. Steroid addiction:

When formulating the diagnosis, it should reflect:
a) the site of the lesion with the enumeration
of the affected segments of the gastrointestinal
tract;

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Table 2. Harvey-Bradshaw Index [18]

Assessment criteria Severity of the symptom Score in points
General health status the day before Very good 0
A little worse than usual 1
Bad
Very bad 3
Awful 4
Abdominal pain the day before No 0
Mild 1
Moderate 2
Severe 2
Frequency of liquid/soft stools/day (for example, the 1 point for each
day before) defecation
Palpable formation in the abdominal cavity No 0
Doubtful 1
Clearly defined 2
Clearly defined, painfulon palpation 3
Complications (specify all that is applicable) Arthralgia, uveitis, erythema nodosum, 1 point for each
aphthous stomatitis, gangrenous pyoderma, complication
anal fissure, fistula, abscess, other

= 16 points — severe exacerbation

Sum of points < 4 — remission, 5-7 points — mild exacerbation, 8-16 points — moderate exacerbation,

https://www.thecalculator.co/health/Harvey-Bradshaw-Index-For-Crohn%E2%80%99s-Disease-Calculator-1036.html (link to the Harvey-Bradshaw Index calculator)

Table 3. Crohn’s Disease Activity Index [17]

Criteria. Score in points Coefficient
1. The number of defecations with liquid or soft feces during the week (total for 7 days) X2
2. The intensity of abdominal pain (from 0 to 3 points) during the week (total for 7 days) X5
3. Health status during the week (from 0 to 4 points, total for 7 days) X7
4. The number of complications listed: arthralgia or arthritis; uveitis; erythema nodosum or gangrenous X 20
pyoderma or aphthous stomatitis; anal fissure, fistulas or abscesses; interstitial fistulas; fever during the last
week
5. Taking opiates (0 points — no, 1 point — yes) X 30
6. Abdominal inflammatory mass (0 points — absent, 2 points — doubtful, 5 points — determined) X6
7. Hematocrit less than 47% — for men or less than 42% for women (the difference between the normal and X6
the actual value)
8. (1 — actual body weight) x 100 body mass index X1

Total

The number of points below 150 indicates remission of the disease, 150-300 — for a mild form, 300-450 — for a moderate
form, over 450 — for a severe form.

b) phenotypic variant;

c) the severity of the current exacerbation or the
presence of remission of the disease;

d) the nature of the course of the disease;

f) the presence of steroid addiction or
resistance;

g) the presence of extra-intestinal and/or intes-
tinal and perianal complications.

If a patient has fistulas and strictures at the
same time or at different periods of the disease,
the diagnosis of CD, according to the Montreal
Classification, is formulated as ‘penetrating’,
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since this is a more severe complication, but
stricture must also appear in the diagnosis as a
complication.

1.5 Clinical picture of the disease or condition
(group of diseases or conditions)

The clinical picture of CD includes four clinical
syndromes:

Intestinal syndrome. Typical intestinal symp-
toms include diarrhea (more than 6 weeks), in
most cases without admixture of blood, abdomi-
nal pain.

CLINICAL GUIDELINES. Crohn’s disease (K50), adults
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Table 4. Criteria for assessing the severity (clinical activity) of exacerbation of CD (Russian Society for the Study of IBD and the

Russian Association of Coloproctology [19]

Criteria Mild CD Moderate CD Severe CD
Average stool frequency/day for the last 3 days Less than 4 4—6 7 and more
Abdomen pain Absent or insignificant Moderate Severe
Fever Absent <38°C >38°C
Tachycardia Absent <9081 >90 81
Weightloss Absent Up to 5% 5% and more
Hemoglobin > 100 g/l 90-100 g/l <90g/l
ESR Norm < 30mm/hour <30 mm/hour
CRP Norm Up to 2 norms > 2 norms
Hypoproteinemia (hypoalbuminemia) Absent Insignificant Expressed
Extra-intestinal manifestations (any) Absent Present Present
Intestinal complications (any) Absent Present Present

Table 5. The main extra-intestinal (systemic) manifestations of (D [14,20,21,22,23]
Autoimmune, associated with the activity of the Autoimmune, non-activity- | . Causec! by prolonged .
. . inflammation and metabolic
disease related diseases disorders

Arthropathies (arthralgia, arthritis)

Skin lesion (erythema nodosum, gangrenous pyoderma)
Mucosal lesion (aphthous stomatitis)

Eye lesion (uveitis, iritis, iridocyclitis, episcleritis)
Liver lesion (autoimmunehepatitis)

Cholelithiasis
Liver steatosis, steatohepatitis
Peripheral vein thrombosis,
pulmonary embolism
Amyloidosis

Primarysclerosingcholangitis
Ankylosing spondylitis
(sacroiliitis)
Osteoporosis, osteomalacia
Psoriasis, psoriatic arthritis

Endotoxemia — signs of systemic inflammation
due to the high activity of the inflammatory pro-
cess in the intestine. Endotoxemia accompanies
moderate and severe forms of CD to varying de-
grees. The main symptoms are general intoxica-
tion, fever, tachycardia, anemia, increased ESR,
leukocytosis, thrombocytosis, increased levels of
acute phase proteins: CRP, fibrinogen.

Metabolic disorders are a consequence of tox-
emia, excessive loss of protein with feces due
to exudation and impaired absorption of water
and electrolytes. Clinical symptoms are typi-
cal: weight loss (sometimes to the point of ex-
haustion), hypoproteinemia, hypoalbuminemia
with the development of edematous syndrome,
hypokalemia and other electrolyte disorders,
hypovitaminosis.
Extra-intestinal
(Table 5).
Autoimmune manifestations associated with
the activity of the inflammatory process appear
together with the main intestinal symptoms of
exacerbation and disappear with them during
treatment. Autoimmune manifestations that are
not associated with the activity of the process
(in the English literature they are often called
‘concomitant autoimmune diseases’) tend to

systemic  manifestations
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progress regardless of the phase of the underly-
ing disease (exacerbation or remission) and often
determine a negative prognosis of the disease.
The clinical picture of CD in the early stages does
not always have clearly defined symptoms, which
makes timely diagnosis difficult. In this regard,
in a significant part of patients at the time of
diagnosis, the disease already has a complicated
course. In some cases, CD manifests complica-
tions, for example, a violation of intestinal pa-
tency, which appeared, as if, against the back-
ground of complete health. In this regard, when
making a diagnosis, a significant part of patients
shows symptoms associated with complications
of CD.

Complications of CD:

1. Fistulas of various site:

e external (intestinal-skin)

e internal (inter-intestinal, intestinal-vesicular,
rectovaginal)

2. Abdominal mass

3. Interstitial or intraabdominal abscesses

4. Gastrointestinal strictures (with and without
intestinal obstruction)

5. Anal fissures, perineal abscess (with anorectal
lesion)

6. Intestinal bleeding (rarely).

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Table 6. Simple endoscopic CD assessment scale (SES-CD) [27]

SES-CD (estimated in points for each of the 5 iliac-colonic segments
0 1 2 3
The presence and size of ulcers Absent Aphthae Large ulcers Very large ulcers
(d 0.1-0.5 cm) (d 0.5-2 cm) (d>2cm)
Ulcerated surface Absent <10% 10-30% >30%
Affected surface Intact segment <50% 50-75% > 75%
The presence of stenoses* Absent Single, passable Multiple, passable Impassable

passable for a colonoscope, i.e. it can be observed only once

The sum of points of all SES-CD criteria for 5 intestinal segments varies from 0 to 56
*The sum of points for the presence of narrowing (stenosis) varies from 0 to 11, because 3 means stenosis that is not

Table 7. The scale of endoscopic assessment of the activity of postoperative recurrence of CD (Rutgeerts) [49].

Endoscopic assessment Definitions

i0 no signs of inflammation

il <5 aphthae

i2 > 5 aphthae with normal mucosal layer between them or extended areas of healthy mucosal layer
between more pronounced ulceration or lesions limited by ileocolic anastomosis

i3 diffuse aphthous ileitis with diffusely inflamed mucosal layer

i4 diffuse inflammation with large ulcers, ‘cobblestone pavement’ and/or narrowing of the lumen

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

There are no unambiguous diagnostic criteria for CD.
The diagnosis is established based on a combination
of history, clinical picture and typical endoscopic
and histological changes [2,24,25].

The criteria for a reliable diagnosis of CD according
to Lennard-Jones are generally accepted, includ-
ing the definition of seven key signs of the disease
[26]:

1. Location in any place of the gastrointesti-
nal tract from the oral cavity to the anal canal;
chronic granulomatous lesion of the mucosal
layer of the lips or cheeks; pyloroduodenal le-
sion, small intestine lesion, chronic perianal
lesion.

2. Intermittent nature of the lesion.

3. Transmural nature of the lesion: ulcers-fissures,
abscesses, fistulas.

4. Fibrosis: strictures.

5. Lymphoid infiltration (histology): aphthoid ul-
cers or transmural focal lymphoid clusters.

6. Mucus (histology): normal mucus content (pres-
ervation of secretion) in the area of active inflam-
mation of the large intestine mucosa.

7. The presence of epithelioid granuloma.
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The diagnosis of CD is considered reliable in the pres-
ence of any 3 signs or when granuloma is detected in
combination with any other sign.

The diagnosis must be confirmed by:

e endoscopic and morphological method and/or en-
doscopic and radiation diagnostic method.
Endoscopic criteria of CD:

® Regional (intermittent) mucosal lesion;

e Symptom of ‘cobblestone pavement’ (combina-
tion of deep longitudinally and transversely orient-
ed ulcers with bulging hyperplastic mucosa between
them);

e Linear ulcers (ulcers-fissures);

e Aphthae;

e In some cases, strictures and mouths of fistulas.
Endoscopic indices are used to objectify and
quantify the endoscopic picture. The most con-
venient and easy to use SES-CD (Table 6) [27].
According to this scale, the endoscopic picture is
necessarily evaluated in 5 intestinal segments:
ileum, ascending colon, transverse colon, de-
scending colon, sigmoid and rectum. In each seg-
ment, the presence and size of ulcers, the pres-
ence of aphthae, the surface area of ulceration,
the surface area of lesions, the presence and se-
verity of stenoses are determined. Each criterion
is evaluated in points.

SES-CD allows not only to interpret the new ob-
jectives formulated in the STRIDE 2 concept [76],
but also to monitor the changes of inflammation
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activity and, accordingly, the effectiveness of
treatment.

New objectives (see the terms section) include
concepts such as:

® Endoscopic response — a decrease in the endo-
scopic activity of the disease on the SES-CD scale
by more than 50% of the initial

® Mucosal healing — implies not a complete en-
doscopic remission, but the absence of mucosal
ulcers in the affected area

e Endoscopic remission — interpreted as inflam-
matory activity < 4 points

To assess the activity of postoperative recurrence of
(D, the Rutgeerts scale is used (Table 7) [49].
Radiological manifestations of CD:

Regional lesion;

Intermittent lesion;

Strictures;

‘Cobblestone pavement?;

Internal fistulas or intra-abdominal abscesses.
Morphological signs of CD:

e Deep slit-like ulcers penetrating into the submu-
cosal base or muscle layer;

e Epithelioid granulomas (clusters of epithelioid
histiocytes without foci of necrosis and giant cells),
which are usually found in the wall of the resected
area and only in 15-36% of cases — with a biopsy
of the mucosal layer);

® focal (discrete) lymphoplasmocytic infiltration of
the own plate of the mucosal layer;

e Transmural inflammatory infiltration with lym-
phoid hyperplasia in all layers of the intestinal wall;
e Jleum lesion with structural changes of villi, mu-
coid or pseudopiloric crypt metaplasia and chronic
active inflammation [28];

e Intermittent lesion — alternation of affected
and healthy parts of the intestine (when examining
the resected part of the intestine).

Unlike UC, crypt abscesses in CD are rarely formed,
and mucus secretion remains normal.

2.1 Complaints and anamnesis

When interviewing a patient, it is worth pay-
ing attention to the frequency and nature of the
stool, the duration of these symptoms, the pres-
ence of blood admixture, the nature of abdominal
pain, the presence of episodes of fever, anemia of
unclear genesis, symptoms of intestinal obstruc-
tion, perianal complications (chronic anal fissures,
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recurrent after surgical treatment, paraproctitis,
rectal fistulas), extra-intestinal manifestations of
the disease [14,20,21,22,23].

When collecting history of the disease, it is nec-
essary to clarify the presence of autoimmune
manifestations associated and unrelated to the
activity of the inflammatory process, as well as
symptoms associated with complications of CD. In
addition, it is necessary to clarify the nature of
the onset of the disease, information about trips
to southern countries, food intolerance, taking
medications (including antibiotics and nonste-
roidal anti-inflammatory drugs (NSAIDs), smoking
and family history.

2.2 Physical examination

e Tt is recommended to perform physical exami-
nation of all patients with suspected CD except
for general methods (examination, auscultation,
percussion and palpation of the abdomen) for the
purpose of primary diagnosis:

e examination of the perianal area — digital rec-
tal examination in order to identify perianal mani-
festations of CD [29].

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

Comment: physical examination may reveal various
manifestations of CD, including fever, nutritional de-
ficiency, the presence of infiltrate of the abdominal
cavity, external intestinal fistulas, perianal manifes-
tations (fissures, fistulas), as well as extra-intestinal
manifestations.

2.3 Laboratory diagnostic tests

e It is recommended for all patients to deter-
mine the degree of anemia, signs of systemic in-
flammation and metabolic disorders to determine
the level of total hemoglobin, iron, transferrin and
ferritin, hematocrit, the number of red blood cells,
leukocytes, blood platelets and the rate of eryth-
rocyte sedimentation (ESR) [24,29,30].

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

e Tt is recommended to determine the level of
C-reactive protein, total protein, albumins, glu-
cose, ALT, AST, cholesterol, K+, Na +, Cl-, alkaline
phosphatase, blood fibrinogen [24,31].

Category of recommendation — C (Level of
evidence — 5)
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Comment: laboratory manifestations of CD are
nonspecific in nature. During a clinical blood test,
anemia (iron deficiency, anemia of chronic disease,
B-12- or folate-deficient), leukocytosis (against the
background of chronic inflammation, in the presence
of an abscess or against the background of steroid
therapy) can be diagnosed. Biochemical examina-
tion allows to identify electrolyte disorders, hypo-
proteinemia (in particular, hypoalbuminemia). If a
differential diagnosis of anemia is necessary, it is
advisable to examine the level of folic acid, vitamin
B-12, serum iron, the total iron-binding capacity of
serum, ferritin.

e Ttis recommended for patients with CD, if nec-
essary, to evaluate or monitor the activity of in-
flammation in the intestine, by fecal calprotectin
(FC) rate [32-35].

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

e It is recommended for patients with CD, with
a recent course of antibiotic therapy or hospital
stay to perform a coprology to exclude acute in-
testinal infection, to perform faecal examination
for toxins A and B Cl.difficile to exclude clostridial
infection [36-39].

Category of recommendation — C (Level of
evidence — 4)

e Itis recommended to perform a laboratory ex-
amination of feces for the identification of toxi-
genic ClLdifficile by enzyme immunoassay with the
determination of toxins A and B and/or immuno-
chemiluminescence analysis with the determina-
tion of toxins A and B and/or polymerase chain
reaction (PCR).

Category of recommendation — C (Level of
evidence — 4)

Comment: at least 4 stool samples are required to
detect infection in 90% of cases [38-40].

Biopsies and/or PCR in the biopsy material of the
large intestine mucosa (from lesions) for the pres-
ence of cytomegalovirus infection (CMV) is impor-
tant in severe CD attack [41].

® For patients with suspected CD, it is recom-
mended to perform a microscopy of feces for
helminths using enrichment methods to exclude
parasitic infection during the initial diagnosis
[29,42].

Category of recommendation — C (Level of
evidence — 5)
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e Itis recommended for patients with CD, before
prescribing therapy, to check the level of bilirubin,
creatinine, urea, glucose, K+, Na+, total calcium in
the blood, determine the activity of alanine ami-
notransferase, aspartate aminotransferase, alka-
line phosphatase, amylase in the blood and a gen-
eral (clinical) urinalysis to assess the function of
the liver, pancreas glands and kidneys [29].
Category of recommendation — C (Level of
evidence — 5)

e Itis recommended for patients with moderate
or severe CD, with the presence of metabolic disor-
ders to perform a general (clinical) and biochemi-
cal analysis of blood every 3-5 days [29].
Category of recommendation — C (Level of
evidence — 5)

2.4 Instrumental diagnostics

e In patients with suspected CD it is recom-
mended to perform a proctoscopy [29].

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

e It is recommended that patients with symp-
toms of intestinal obstruction undergo abdominal
X-ray [43, 44].

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

¢ In order to determine the site, extent, and de-
gree of activity of the inflammatory process, colo-
noscopy with examination of the terminal ileum
and biopsy is recommended for patients with CD
[45-48].

Category of recommendation — C (Level of
evidence — 4)

e Esophagogastroduodenoscopy is recommend-
ed for patients with primary diagnosis of CD, sus-
pected progression of the disease, signs of recur-
rence, as well as annual monitoring to exclude/
confirm lesions of the upper gastrointestinal tract
[50-52].

Category of recommendation — C (Level of
evidence — 4)

® Magnetic resonance imaging (MRI) and/or com-
puted tomography (CT) with intestinal contrast is
recommended for patients with CD, if necessary,
to determine the site, extent, degree of activity
of the inflammatory process, as well as to detect
abdominal masses, internal fistulas, perforations,
strictures [53,54].
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Category of recommendation — A (Level of
evidence — 1)

e For patients with perianal manifestations of CD
in the form of rectal fistulas or if they are suspect-
ed, it is recommended to make an MRI of the pel-
vis with intravenous contrast to confirm the diag-
nosis, determine the site, extent of the fistula and
the presence/absence of complications [53,55,56].
Category of recommendation — A (Level of
evidence — 1)

Comment: the purpose of checking for perianal
manifestations of CD is, first of all, the exclusion of
an acute purulent process in the pararectal region
that requires urgent surgical treatment. MRI is the
main method of diagnosing the configuration of fis-
tula tracts and cavities in the pelvic cavity.

e For patients with perianal manifestations of CD
or suspected of them, in the absence of cicatri-
cial-inflammatory strictures of the anal canal and
the low rectum it is recommended to perform a
transrectal ultrasound (TRUS) both in B-mode
and with three-dimensional image reconstruction
[57].

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

Comment: TRUS (with a frequency of 5-16 MHz)
allows to visualize in detail the fistula course and
its location relative to muscle structures in 86-
95% of cases, to identify internal fistula openings
in 62-94% of cases. In the presence of external
fistula openings, the injection of hydrogen per-
oxide into them significantly improves the visu-
alization of the fistula tract. In the presence of
an acute purulent-inflammatory process and with
severe pain, it is advisable to use anesthesia. As
an additional method, if it is impossible to insert
the sensor into the lumen of the intestine, it is
possible to use transperineal ultrasound, but its
accuracy in diagnosing deeply located abscesses is
quite low (47.1%) due to the limited field of vision
[58, 59].

e If CT or MRI are impossible for patients, after
excluding intestinal obstruction disorders, it is
recommended to make a contrast X-ray of the
small intestine (with barium) to confirm the site
and extent of the inflammatory process, internal
fistulas and strictures [43].

Category of recommendation — C (Level of
evidence — 5)
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e Patients with acute CD attack are recommend-
ed to have a biopsy of the intestinal mucosa in the
affected area to clarify the diagnosis [45,60,61].
Category of recommendation — C (Level of
evidence — 4)

e All patients with CD are recommended to un-
dergo abdominal ultrasound, retroperitoneal
space, pelvis to exclude complications and comor-
bidities, as well as to assess the thickness of the
intestinal wall, the presence of lesion in the af-
fected area, to determine the degree of vascular-
ization and other signs of inflammation.

During ultrasound, it is advisable to perform elas-
tometry of the intestinal wall, especially in the
narrowing zone to determine its nature by color
mapping (fibrosis orinflammatory edema) [62-66].
Category of recommendation — B (Level of
evidence — 2)

® For patients with suspected jejunum lesion (in
the absence of areas of narrowing of the lumen
of the gastrointestinal tract) and the lack of suf-
ficient information about the presence of a focus
of inflammation during MRI, CT and ultrasound
or the impossibility of their implementation, it
is recommended to make a videocapsular endos-
copy to confirm the diagnosis, determine the site,
the degree of activity of the inflammatory process
[67].

Category of recommendation — B (Level of
evidence — 1)

Comment: it should be noted that capsule retention
in the intestine occurred in 13% of patients [67].

e For patients with CD, video capsule endoscopy
is recommended in the absence of narrowing
according to MRI or CT with intestinal contrast
[68,69].

Category of recommendation — C (Level of
evidence — 4)

e For patients with CD, with suspected small in-
testine lesion and the impossibility of reliable
confirmation of the diagnosis according to colo-
noscopy (with examination of the terminalileum),
CT and MRI with intestinal contrast, the impossi-
bility of carrying out a video capsule, two-balloon
intestinoscopy is recommended to confirm the di-
agnosis, determine the site and degree of activity
of the inflammatory process and biopsy [70].
Category of recommendation — C (Level of
evidence — 4)
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2.5 Other diagnostic tests

Additional instrumental and laboratory tests
are performed mainly for the purpose of dif-
ferential diagnosis with a number of diseases
[71-73].

Differential diagnosis of CD is carried out with:

¢ ulcerative colitis

e acute bacterial infection colitis (dysentery,
salmonellosis, campylobacteriosis, yersiniosis,
amoebiasis)

viral colitis (primarily cytomegalovirus)
parasitosis

helminthiasis

intestinal lesions associated with Cl.difficile, in-
cluding those caused by antibiotics
tuberculosis of the intestine

systemic vasculitis

ischemic bowel disease (ischemic colitis,
enteritis)

colorectal cancer

diverticulitis

microscopic colitis (collagen lymphocytic)
radiation colitis (usually proctitis)

primary immunodeficiency conditions that
mimic CD (general variable immunodeficiency,
primary IgA deficiency)

e drug-induced intestinal lesions (NSAIDs).

3. TREATMENT, INCLUDING DRUG AND
NON-DRUG THERAPY, DIET THERAPY,
ANESTHESIA, MEDICAL INDICATIONS

AND CONTRAINDICATIONS TO THE USE OF
TREATMENT METHODS

3.1 Conservative treatment

Therapeutic measures for CD include drugs, surgi-
cal treatment, psychosocial support and dietary
recommendations [74].

Globally, the objectives of CD treatment are cur-
rently defined by the ‘treat-to-target (T2T)" strat-
egy, which means ‘treatment until the goal is
achieved’. This concept is aimed at achieving a
long-term effect of treatment, prevention of com-
plications, reducing the hospitalization rate, re-
ducing the risk of surgery, improving the quality
of life and reducing the disability rate in patients
with chronic diseases [75,76].

From the point of view of routine clinical practice,
the objectives of CD therapy are to achieve and
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maintain long-term clinical and endoscopic remis-

sion [2,24,77].

With the progression of the process and/or life-

threatening complications, the specific objective

is time of surgical treatment.

Within the framework of the ‘T2T" strategy, contin-

uous monitoring of the effectiveness of treatment

is provided through regular check-up of biological

markers (CRP, FC) and endoscopic and radiological

tests [76,78].

Treatment options for patients with CD are de-

termined based on the severity of the attack, the

extent and site of inflammation in the gastroin-

testinal tract, the presence of extra-intestinal

manifestations and intestinal complications

(stricture, abscess, infiltration), the duration of

the desease, the effectiveness and safety of pre-

vious therapy, as well as the risk of complications

and the presence of risk factors for a negative

prognosis of the CD.

Factors of negative prognosis and the risk of

complications [79,80]:

¢ Age of the patient < 40 years at diagnosis (early
onset of the disease, debut in childhood)

e Extent (>100 cmin the sum of the affected seg-
ments) intestinal lesion

® The need for the administration of systemic GCS
in the debut

e Presence of perianal lesions

® Deep ulcers of the mucosal layer by endoscopy

e Complicated phenotype of the disease.
Stricturing or penetrating CD

e Involvement of the upper gastrointestinal tract

* Smoking (more aggressive course)

e The presence of concomitant autoimmune dis-
eases or EIM

® Presence of granulomas.

Since surgical treatment does not lead to a com-

plete cure of patients with CD even with radical

removal of all affected segments of the intestine,

it is necessary to use anti-recurrence therapy,

which should be started no later than 2 weeks af-

ter surgery [81].

Medications prescribed to patients with CD are

conditionally divided into:

1. Means forinduction of remission: systemic GCS

(prednisone** and methylprednisolone**) and

topical (budesonide), in combination with thiopu-

rines (azathioprine** (AZA), #mercaptopurine**
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(MP)), #methotrexate**, GEBD: tumor necrosis
factor inhibitors (infliximab**, adalimumab**
and certolizumab pegol**), interleukin inhibitors
12/23 (ustekinumab**) and selective intestinal
inhibitors of integrin a4p7 (vedolizumab**), TIS
(upadacitinib**), as well as antibiotics.

2. Means to maintain remission (anti-recurrence
drugs): thiopurines (AZA**, #MP**), #methotrex-
ate**, GEBD (infliximab**, adalimumab**, certoli-
zumab pegol** ustekinumab** and vedolizum-
ab**) and TIS (upadacitinib**).

3. Auxiliary symptomatic agents: drugs for cor-
rection anemia, drugs for the correction of protein
and electrolyte disorders, means for the preven-
tion of osteoporosis (calcium and vitamin D prepa-
rations), etc.

Below are recommendations on the choice of
drugs forinduction and maintenance of remission,
depending on the extent of the lesion and the se-
verity of the attack.

3.1.1 Mild CD of ileocecal site

® Budesonide** (intestinal-soluble capsules with
prolonged release, intestinal-soluble granules in
sachets) is recommended for this group of pa-
tients as first-line therapy [74,82,83].

Category of recommendation — B (Level of
evidence — 1)

Comment: when taking budesonide capsules, the
daily dose is 9 mg/day. once or 3 mg 3 times a day
for 8 weeks, followed by a decrease of 3 mg per week
until complete effect.

When taking granules, the daily dose is 9 mg/day
once for 8 weeks, followed by a decrease of 9 mg
every other day for two weeks. The therapeutic ef-
fect of budesonide** should be evaluated after
2-4 weeks. In the absence of a therapeutic response
to budesonide **, treatment is carried out as with a
moderate attack of CD. Budesonide is not intended
for maintenance therapy, but if necessary, the maxi-
mal duration of taking the drug can be 16 weeks
[24].

Oral administration of mesalazine has not shown
efficacy in comparison with placebo for induction
of remission and is not recommended for use with
active CD [24,61,84,85].

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

e Farly administration of thiopurines (AZA**
2-2.5 mg/kg per day or #MP** 1.5 mg/kg per
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day) is recommended for this group of patients
as anti-recurrence therapy (simultaneously with
budesonide**), and if they are intolerant or inef-
fective — # MT** (25 mg/week s/c or i/m).

The duration of anti-recurrence therapy with thio-
purines (AZA **/ #MP**) is at least 2—4 years in
therapeutic doses [24,61,86,87,88].

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

Comment: since AZA** begins to take effect after
12 weeks, an early administration is necessary in or-
der for the beginning of its action to be realized by
the time the GCS is canceled.

e For this group of patients after the withdraw-
al of budesonide** it is recommended to carry
out anti-recurrence therapy with thiopurines
(AZA**/#MP**) for at least 2—4 years in therapeu-
tic doses [88].

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

3.1.2 CD of ileocecal site of moderate severity
e Topical GCS for oral administration
(budesonide** capsules, intestinal-soluble with
prolonged release, granules, intestinal-soluble in
sachets), dosage regimen, and the timing of effi-
cacy evaluation are recommended for this group
of patients to induce remission. See section 3.1.1
‘Mild CD of ileocecal site’ [74,82,83].

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

e For induction of CD remission in this group of
patients, in the absence of budesonide effect,
in the presence of infiltration, inflammatory
narrowing and signs of systemic inflammation,
GCS for systemic use (prednisone** or equiva-
lent doses of other GCSs) are recommended [89]
(Table 8).

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

Comment: the dose of prednisolone with this site
and severity is 1 mg/kg of body weight per day un-
til a clinical response is achieved, followed by a de-
crease of 5 mg in 5-7 days until complete withdraw-
al, for no more than 12 weeks. The effectiveness of
GCS is evaluated after 2-4 weeks.

e In this group of patients with signs of systemic
inflammation and/or abdominal mass, it is recom-
mended to combine systemic GCS in combination
with antibiotics [24,90].
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Table 8. Duration of action and equivalent doses of glucocorticosteroids

Drug Duration of action(t, ,) Equivalent dose (mg)
Hydrocortisone** 8-12 hs 20
Prednisone** 12-36 hs 5
Methylprednisolone** 12-36 hs 4

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

e Early administration of thiopurines (AZA**
2-2.5 mg/kg or #MP** 1.5 mg/kg) is recommend-
ed for this group of patients as anti-recurrence
therapy, and if they are intolerant or ineffective,
# MT** (25 mg/week s/c or i/m). The duration of
anti-recurrence therapy with thiopurines (AZA **/
#MP**) is at least 2—4 years in therapeutic doses
[24,61,86,87].

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

e In this group of patients, when clinical remis-
sion is achieved, it is recommended to reduce the
GCS by 5 mgin 5-7 days until complete withdrawal
against the background of continued immunosup-
pressive therapy [91].

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

Comment: the total duration of GCS therapy should
not exceed 12 weeks.

For this group of patients after the withdrawal of
GCS it is recommended to carry out maintenance
therapy with immunosuppressants for a long time
[24,61,85,92].

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

e A group of patients with active CD with steroid
resistance, steroid addiction, intolerance to GCS or
with ineffectiveness/ intolerance of immunosup-
pressorsis recommended to undergotherapy with
GEBD (infliximab**, adalimumab**, certolizumab
pegol**, ustekinumab**, vedolizumab**) or TIS
(upadacitinib**) in the form of an induction (ini-
tiating) course followed by long-term supportive
treatment [93,94,95,96].

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

Regimens and doses of drugs for GEBD and TIS in
the framework of the induction (initiating) course
and maintenance therapy:

e forinfliximab, the induction (initiating) course
provides for three-fold administration at 0, 2nd
and 6th weeks intravenously at a dose of 5 mg/
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kg of body weight, then the same dose for mainte-
nance therapy once every 8 weeks;

e for adalimumab, the induction (initiating)
course consists of the first subcutaneous injec-
tion at a dose of 160 mg, followed by a second
subcutaneous injection after 2 weeks at a dose of
80 mg, followed by maintenance therapy at a dose
of 40 mg every 2 weeks;

e for certolizumab pegol, the induction (initiat-
ing) course consists of the first subcutaneous in-
jection of 400 mg, the second subcutaneous in-
jection at a dose of 400 mg at week 2, the third
subcutaneous injection of the drug at the same
dosage at week 4 of treatment, then maintenance
therapy is carried out at the same dosage, subcu-
taneously every 4 weeks;

e for vedolizumab, the induction (initiating)
course provides for three-time administration at
0, 2nd and 6th weeks intravenously at a dose of
300 mg, then maintenance treatment of 300 mg
intravenously every 8 weeks;

e for ustekinumab, an induction (initiating) dose
is administered intravenously on the first day with
the calculation of the dose according to the pa-
tient’s body weight at the time of administration,
then after 8 weeks — the first supportive subcu-
taneous injection at a dose of 90 mg and then —
therapy at a dose of 90 mg subcutaneously every
8 or 12 weeks (depending on the nature of the
course of the disease);

e for upadacitinib, a 12-week induction (initiat-
ing) course at a dose of 45 mg in tablets 1 time
per day and then 30 mg or 15 mg (depending on
the nature of the course of the disease) in tablets
1 time per day as maintenance therapy.
Comment: all GEBD and TIS are approximately the
same in effectiveness. Therefore, in bio-naive pa-
tients, any of these drugs can be used as the first
line of therapy.

However, the optimal sequence of administration
of GEBD and TIS has not yet been established. To
a large extent, the choice of the first drug depends
on the individual characteristics of the patient and
the presence of risk factors for a negative prognosis
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of the disease. However, it should be borne in mind
that all GEBDs are more effective in the first line in
bio-naive patients. Each additional GEBD statisti-
cally significantly reduces the likelihood of achiev-
ing clinical, endoscopic and steroidal remission [97].
Some of GEBD and TIS remain effective in the 2nd
and subsequent lines of therapy (ustekinumab, upa-
dacitinib) [98-100].

In addition, when choosing different classes of drugs,
it should be taken into account that ustekinumab
and adalimumab demonstrated comparable efficacy
in the 1st line therapy, but in the adalimumab group,
the frequency of discontinuation of treatment due
to adverse events was almost twice as high as in the
ustekinumab group [101].

The absence of a primary response to therapy is de-
termined after the induction course (depending on
the drug). In the presence of negative changes, the
effectiveness of the drug is evaluated earlier.
Patients who have achieved remission during
treatment with any of the GEBD or TIS are recom-
mended to undergo maintenance therapy with
the same drug (with or without immunosuppres-
sants) [24,61,85,102].

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

Patients with active CD are recommended to
combine the administration of infliximab** with
thiopurines to increase the effectiveness of treat-
ment [85,88,103].

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

Comment: for other GEBDs, the expediency of such
a combination has not been proven. The administra-
tion of combination therapy remains at the discre-
tion of the attending physician.

e Patients with active CD with steroid addic-
tion, thiopurine intolerance are recommend-
ed to use infliximab** in combination with
#methotrexate** (#MT** 25 mg/week s/c ori/m)
[61,85,104].

e Patients with primary ineffectiveness of any of
the anti-TNF drugs are recommended to change
therapy to vedolizumab** ustekinumab**, upa-
dacitinib** to achieve remission.

Comment: any of these drugs can be prescribed as
the 2nd and subsequent lines of therapy with or with-
out GCS. When choosing vedolizumab after anti-TNF,
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it should be borne in mind that its effectiveness as a
2nd-line drug is lower than in the 1st line [105,106].
e For patients with loss of response to anti-TNF
drugs in the 1st line of therapy (recurrence of CD
against the background of previously achieved re-
mission) it is recommended to optimize therapyin
the form of increasing the dose of the drug (10 mg
/kg of infliximab ** every 8 weeks, 80 mg of adali-
mumab every 2 weeks) or reducing the intervals
between injections (infliximab** up to 4-6 weeks,
adalimumab** 40 mg every week) or prescribing
drugs of a different mechanism of action: ve-
dolizumab**, ustekinumab** upadacitinib** to
achieve a therapeutic effect [107,108,109].
Category of recommendation — A (Level of
evidence — 2)

Comment: switching to another anti-TNF drug is
acceptable, but its effectiveness is lower than when
switching to drugs of other classes (vedolizum-
ab**, ustekinumab**, upadacitinib**) [107, 111].
To increase the effectiveness of treatment when
switching to another anti-TNF, a combination with
immunosuppressants is possible [108, 109]. When
choosing vedolizumab, it should be borne in mind
that its effectiveness as a first-line drug is higher
than in the second and subsequent lines [110].

e For patients with loss of response to vedolizum-
ab** at a standard dose of 300 mg every 8 weeks
it is recommended to optimize therapy by reduc-
ing the intervals between injections to 4 weeks or
changing to a biological drug of another class (an-
ti-TNF, ustekinumab**, upadacitinib**) [105,110].
Category of recommendation — C (Level of
evidence — 4)

Comment: the effectiveness of anti-TNF in the 2nd
line therapy after loss of response to vedolizumab
does not decrease in comparison with their effec-
tiveness in the 1st line, i.e. the use of vedolizumab
does not affect the subsequent effectiveness of an-
ti-TNF [110].

® For patients with loss of response to ustekinum-
ab** in the standard mode of administration every
12 weeks, it is recommended to optimize therapy
in the form of reducing the intervals between
injections to 8 weeks or changing to a drug of
another class (anti-TNF, vedolizumab**, upadaci-
tinib**) [85].

Category of recommendation — C (Level of
evidence — 4)
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e In case of primary inefficiency or loss of re-
sponse to upadacitinib** it is recommended to
optimize treatment with an increase in the main-
tenance dose from 15 mg to 30 mg or change to
another class of drug.

Category of recommendation — C (Level of
evidence — 4)

e Surgical treatment is recommended for pa-
tients with active CD with ineffectiveness of con-
servative therapy [61].

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

3.1.3 CD of the large intestine of mild and
moderate severity

For this group of patients, therapy with systemic
GCS (prednisone** or equivalent doses of other
GCSs) is recommended [89, 91].

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

Comment: the dose of prednisolone ** with this
site and severity is 0.75-1 mg/kg of body weight per
day until a clinical response is achieved, followed by
a decrease of 5 mg every 5-7 days until complete
withdrawal, for 12 weeks. The effectiveness of GCS is
evaluated after 2—4 weeks.

e Thiopurines (AZA** 2-2.5 mg/kg or MP#**
1.5 mg/kg) are recommended to be prescribed to
this group of patients simultaneously with sys-
temic GCS, and if they are intolerant or ineffective,
MT # ** (25 mg/week s/c or i/m 1 time a week)
[86,87,102].

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

e In this group of patients, if there are signs of
active systemic inflammation and/or infiltration,
itis recommended to add antibiotics to the treat-
ment regimen [61,85,90].

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

Therapy with immunosuppressants, GEBD and TIS,
see section 3.1.2 ‘CD of ileocecal site’.

e Surgical treatment is recommended for pa-
tients with active CD with ineffectiveness of con-
servative therapy [61].

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

3.1.4 CD of the small intestine (except termi-

nal ileitis)
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e Oral administration of mesalazine has not
shown efficacy compared to placebo for induction
of remission and is not recommended for use with
active CD [24,61,79,84,85].

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

e Systemic GCS (prednisone** or equivalent doses
of other GCSs) are recommended for this group of
patients [24,85,89,91].

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

Comment: the dose of prednisolone ** with this site
and severity is 1 mg/kg of body weight per day until a
clinical response is achieved, followed by a decrease
of 5 mg every 5-7 days until complete withdrawal,
for no more than 12 weeks. The effectiveness of GCS
is evaluated after 2-4 weeks.

e For this group of patients, it is recommended
to prescribe thiopurines simultaneously with sys-
temic GCS (AZA** 2-2.5 mg/kg or MP #** 1.5 mg/
kg), and if they are intolerant or ineffective, MT
#** (25 mg /week s/c ori/m 1 time a week).

The duration of anti-recurrence therapy with thio-
purines (AZA **/ MP #**) is at least 2—4 years in
therapeutic doses [24,61,86,87].

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

e In this group of patients, in the presence of
signs of systemic inflammation and/or the pres-
ence of infiltration, antibacterial therapy is rec-
ommended: metronidazole 1g/day + fluoroquino-
lones 1 g/day parenterally for 10-14 days [24, 61,
90].

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

Therapy with immunosuppressors, GEBD and TIS,
see section 3.1.2 ‘CD of ileocecal site’

e Surgical treatment is recommended for pa-
tients with active CD with ineffectiveness of con-
servative therapy [61].

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

3.1.5 Severe course of active CD of any site
The severe course of CD is assessed by the
Harvey-Bradshaw index (Table 2) (see Section 1.5
‘Classification of a disease or condition (groups of
diseases or conditions)’) more than 16 points.
Patients with severe CD are recommended to
start treatment with systemic corticosteroids
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(prednisone ** or equivalent doses of other cor-
ticosteroids) intravenously or orally. The equiva-
lence of doses and duration of action of GCS is
given in Table 8 (see Section 3.1.2 ‘CD of ileocecal
site of moderate severity’) [89,91].

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

Comment: the dose of prednisolone ** with this
site and severity is 1.5-2 mg/kg of body weight per
day until a clinical response is achieved, followed by
a decrease of 5 mg every 5-7 days until complete
withdrawal, for no more than 12 weeks.

The effectiveness of GCS is evaluated after
2-4 weeks.

e For this group of patients, it is recommended
to prescribe thiopurines simultaneously with sys-
temic GCS (AZA** 2-2.5 mg/kg or MP #** 1.5 mg/
kg), and if they are intolerant or ineffective, MT
#** (25 mg /week s/c ori/m 1 time a week).

The duration of anti-recurrence therapy with thio-
purines (AZA **/ MP #**) is at least 2—-4 years in
therapeutic doses [24,61,86,87].

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

e Inthisgroup of patients, in the presence of signs
of systemic inflammation and/or the presence of
infiltration, antibacterial therapy is recommend-
ed: metronidazole 1g/day + fluoroquinolones 1 g/
day parenterally for 10-14 days [24,61,90,112].
Category of recommendation — A (Level of
evidence — 1)

¢ In this group of patients with an early recur-
rence of the disease less than 3 months after
achieving clinical remission, it is recommended
to start immediately with GEBD or TIS without re-
prescribing systemic GCS [24,74].

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

Comment: repeated courses of GCS are highly unde-
sirable. GCS is permissible to use only if it is impos-
sible to use GEBD or TIS.

Therapy with immunosuppressors, GEBD and TIS,
see section 3.1.2 ‘CD of ileocecal site’

e Surgical treatment is recommended for pa-
tients with active CD with ineffectiveness of con-
servative therapy [61].

Category of recommendation — C (Level of
evidence — 4)

3.1.6 CD with perianal lesions

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

Perianal lesions in CD often require surgical treat-
ment, which is discussed in Section 3.2.6 ‘Surgical
treatment of perianal CD’.

e In all patients with perianal CD lesion, in the
absence of indications for surgical treatment or
after it, the administration of immunosuppres-
sants (AZA**, #MP **, #MT **) and/or GEBD (inf-
liximab**, adalimumab**, certolizumab pegol**,
ustekinumab**, vedolizumab**) or TIS (upadaci-
tinib **) in the form of an induction (initiating)
course followed by long-term supportive treat-
ment [58, 113, 114, 115] is recommended.
Category of recommendation — C (Level of
evidence — 5)

e Metronidazole** 0.75 g /day and/or ciprofloxa-
cin** 1 g/day are recommended for patients with
perianal CD lesions for the treatment of purulent-
inflammatory process [24, 116].

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

Comment: antibiotics are prescribed for a long time
(up to 6 months. or before the appearance of side ef-
fects). Combination therapy of anti-TNF (infliximab,
adalimumab) with antibacterial drugs increases
their effectiveness [116-120].

e In patients with perianal manifestations of CD,
addition to metronidazole therapy** in the form
of suppository and ointments is recommended
[116, 117].

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

¢ In patients with perianal manifestations of CD,
in the presence of anal canal fissures, surgery is
not recommended, but preference is given to the
above-described local conservative treatment [24,
58, 116].

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

3.1.7 Monitoring the effectiveness and side
effects of drug therapy

During the period of GCS therapy, patients need to
monitor their blood glucose levels.

During immunosuppressant therapy, control gen-
eral blood tests and biochemical blood tests are re-
quired, taking into account the level of leukocytes
and liver enzymes (at the beginning of treatment
once every two weeks, then once a month during
the first 6 months of therapy, then once every three
months).
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In addition, before carrying out GEBT and TIS and
further every 6 months, according to the order of the
Ministry of Health of the Russian Federation (No.
124n of 21.03.2017 ‘On approval of the procedures
and timing of preventive medical examinations of
citizens in order to detect tuberculosis’), consulta-
tion of a phthisiatrician and screening for tubercu-
losis (quantiferon test, and if it is impossible to con-
duct an intradermal test with tuberculosis allergen:
Mantoux test, diaskin test).

e For patients before the administration of treat-
ment with immunosuppressors, GEBD and TIS
against the background of treatment, it is rec-
ommended to determine the antigen (HBsAg) of
Hepatitis B virus in the blood, determination of
Hepatitis C virus antibodies in the blood; deter-
mination of antibodies to Treponema pallidum in
non-treponema tests (RPR, RMP) (qualitative and
semi-quantitative study) in blood serum; deter-
mination of antibodies of classes M, G (IgM, IgG)
to Human immunodeficiency virus HIV-1 in blood;
determination of antibodies of classes M, G (IgM,
IgG) to Human immunodeficiency virus HIV-2 in
blood [121].

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

e Strict adherence to the doses and schedule of
administration of GEBD and TIS is recommended.
Irregular administration of GEBD and TIS increas-
es the risk of allergic reactions and ineffective-
ness of treatment [24,61,122].

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

e It is recommended for patients with hemoglo-
bin levels below 80 g/l correction of anemia in
the form of hemotransfusion (erythromass), with
hemoglobin levels from 80 to 100 g/l — therapy
with parenteral iron preparations (iron (III) hy-
droxide sucrose complex**, iron (III) dextran hy-
droxide, iron (III) hydroxide oligoisomaltosate,
iron carboxymaltosate**) [30].

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

3.1.8 Biosimilars

Biosimilars are biological medicinal products
containing a version of the active substance al-
ready approved by the original biological medici-
nal product (reference drug) [123]. Currently, the
biosimilar use is constantly expanding. In relation
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to IBD, this still applies to biosimilars based on
monoclonal antibodies to TNF-alpha. In Europe
alone, 21 biosimilars have been registered in the
last decade, 14 of them based on adalimumab
and 4 based on infliximab [124]. Infliximab and
adalimumab biosimilars are also registered in the
Russian Federation. The use of biosimilars reduces
the economic burden on the healthcare system
and, thereby, significantly expands the possibili-
ties of using and accessibility of GEBD. Now there
is a sufficient evidence base on the effectiveness
and safety of biosimilars, but among clinicians
there remains a prejudice against them as drugs
with lower efficacy [125]. In 2017, the European
Organization for the Study of IBD (ECCO) declared
a position on the use of biosimilars in IBD, which
emphasizes that after registration, a biosimi-
lar is considered to be as effective a drug as the
original product, and large observational studies
are required to assess its long-term effective-
ness and safety [126]. It is from these positions
that a systematic review of 90 studies in various
immuno-inflammatory diseases in 2018 showed
that in the vast majority of studies there were no
differences in safety, efficacy or immunogenic-
ity between biosimilars and the corresponding
original drugs, which indicates the preservation
of a good benefit-risk profile when switching from
the original drug to a biosimilar [127]. Real clini-
cal practice in European countries and the USA
demonstrates similar efficacy, safety and immu-
nogenicity when switching IBD patients from the
original infliximab to its biosimilars [128-132].
Only in one study, in 9.9% of cases, the need for
reverse switching from a biosimilar to a reference
drug was recorded due to undesirable manifesta-
tions from the skin, gastrointestinal tract or due
to loss of response to the drug. In the vast ma-
jority of patients, the response to treatment after
the reverse switch was restored [130]. Comparison
of adalimumab and its two analogues in patients
with IBD in Italy showed no significant difference
in efficacy, safety and immunogenicity between
the drugs after the induction course and after 6
months of maintenance treatment [133]. The re-
sults of long-term post-marketing monitoring of
the efficacy and safety of biosimilars based on
monoclonal antibodies for 7 years did not reveal
any side effects specific to biosimilars [134]. The
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ECCO consensus emphasizes that the decision to
switch from an original drug to a biosimilar for
non-medical reasons should be carried out in ac-
cordance with national clinical guidelines and all
information should be brought to the attention of
the patient and explained to him [126].

Despite the rather clearly formulated statements
regarding biosimilars, there are certain contradic-
tions in this matter, according to which the adopt-
ed provisions are based on studies with different
methodological approaches and an insufficient
number of observations, which limits their reli-
ability [232].

Russian publications indicate that the frequency
of secondary loss of response and adverse events
in IBD patients when transferring from the origi-
nalinfliximab to its biosimilar is about 30%, which
is significantly higher than in those who constant-
ly receive the original drug. In addition, the fre-
quency of adverse events is significantly higher
in patients receiving the drug under the inter-
national nonproprietary name (INN), which leads
to unjustified and unregulated alternation of the
original drug and biosimilars compared with pa-
tients receiving drugs under the trade name [233].
The provision on biosimilars is being introduced
for the first time in the Russian clinical guidelines
for BC.

Since Russian biosimilars are not represented on
the foreign market, international data on success-
ful switching experience will have limited appli-
cability for Russia. Therefore, it is necessary to
extrapolate these data with caution to domestic
clinical practice.

The provision on biosimilars is being introduced
for the first time in the Russian clinical guidelines
for CD.

e Ttisrecommended to use both the originaldrug
and its biosimilars as equivalent agents if there
are indications for the administration of GEBD of
TNF-alpha inhibitors (infliximab and adalimumab)
[125,126].

Comment: this provision applies equally to the pri-
mary administration of anti-TNF drugs in bio-naive
patients, and when switching from the original drug
to a biosimilar and back for non-medical indica-
tions. However, it should be borne in mind that un-
controlled switching from the original to a biosimilar
or different biosimilars and back according to INN
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can lead to a worsening of the course of the disease,
rapid loss of response and undesirable phenomena.
Switching from one anti-TNF drug to another within
the same class with a loss of response to the first
drug is not recommended either for original drugs or
for biosimilars. There is no sufficient evidence base
for the use of biosimilars of drugs of other classes for
the treatment of CD yet.

3.2 Surgical treatment of CD

Most patients with CD undergo at least one surgery
on the gastrointestinal tract during their lifetime.
The inability to radically cure patients with CD of-
ten leads to repeated resections, increasing the risk
of short bowel syndrome. Modern tactics of surgical
treatment of CD are aimed at performing limited re-
sections, and, if possible, organ-preserving surger-
ies (stricturoplasty, dilation of strictures) [135].
Preoperative administration of steroids at a dose of
more than 20 mg per day is associated with an in-
crease in postoperative septic complications [136].
In patients with CD who underwent surgical treat-
ment, the use of biological therapy (anti-TNF drugs,
vedolizumab or ustekinumab) in the history is not
associated with an increase in postoperative septic
complications [137-142].

Discontinuation of these medications before surgery
is not mandatory.

Taking immunomodulators before surgery is not as-
sociated with an increase in postoperative septic
complications [143,144].

3.2.1 Indications for surgical treatment of CD
Indications for surgery in CD are acute and chronic
complications, as well as ineffectiveness of conser-
vative therapy and delayed physical development
[135].

Acute complications of CD

Acute complications of CD include intestinal
bleeding, intestinal perforation and toxic dilation
of the colon.

e In case of intestinal bleeding, emergency sur-
gery is recommended if it is impossible to sta-
bilize the hemodynamics, despite transfusion of
blood and intensive hemostatic therapy [145,146].
Category of recommendation — C (Level of
evidence — 4)

Comment: intestinal bleeding is detected with a
loss of more than 100 ml of blood per day accord-
ing to objective laboratory tests (scintigraphy,
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examination of feces for latent blood, rapid test of
feces for latent blood by immunochromatographic
method) or with a volume of feces with a visually de-
tectable blood admixture of more than 800 ml/day.
In such cases, resection of the affected part of the
intestine is performed (with or without anastomosis,
as well as with the possible stoma) with mandatory
intraoperative enteroscopy or colonoscopy [147].

e In patients with a complicated form of CD, in
case of perforation of the small or large intestine
into the free abdominal cavity with peritonitis,
emergency surgery with resection of the affected
part of the intestine and, preferably, with intesti-
nal stoma is recommended [148,149].

Category of recommendation — C (Level of
evidence — 4)

Comment: the formation of an intestinal stoma, as
an alternative to primary anastomosis, with compli-
cated CD and contamination of the abdominal cavi-
ty, due to perforation into the free abdominal cavity,
reduces the risks of septic complications and recur-
rence of CD. In patients with CD site in the small in-
testine, its perforation into the free abdominal cav-
ity 1s a fairly rare complication and usually occurs
either distal or proximal to the intestinal area with
the presence of stricture. In case of an emergency
surgery, it is recommended to avoid the formation
of a primary anastomosis without protection using
a loop ileostomy [150].

¢ In patients with CD site in the large intestine,
with the development of toxic dilation, subtotal
colectomy with end ileostomy is recommended as
the method of choice [150].

Category of recommendation — C (Level of
evidence — 4)

Comment: toxic dilation of the colon is a rare com-
plication in CD and is an expansion of the colon up to
6.0 cm or more unrelated to obstruction with intoxi-
cation phenomena. Risk factors for toxic dilation
include hypokalemia, hypomagnesemia, preparation
of the intestine for colonoscopy using osmotic laxa-
tives and taking antidiarrheal medications. The tox-
ic dilatation is indicated by a sudden decrease in
the frequency of stool against the background of
existing diarrhea, bloating, as well as a sudden de-
crease or disappearance of pain syndrome and an
increase in symptoms of intoxication (an increase in
tachycardia, a decrease in blood pressure). With the
perforation of the large intestine in patients with a
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complicated course of CD, in a serious condition and
with metabolic disorders, exteriorization of the af-
fected area is better.

Chronic complications of CD

Chronic complications include strictures, abdomi-
nal masses, internal or external intestinal fistulas
and the presence of neoplasia [151].

Also, chronic complications should include a delay
in physical development, due to inadequate drug
therapy, which most often occurs when the upper
gastrointestinal tract is affected.

3.2.2 Surgical treatment of terminal ileitis or
ileocolitis

e Fora patient with a clinical picture of acute ap-
pendicitis, upon revision of the abdominal cavity
and detection of a macroscopically unchanged ap-
pendix and terminal ileitis, it is recommended to
refrain from appendectomy, as well as intestinal
resection or ileocecal resection of the intestine
[149,152].

Category of recommendation — C (Level of
evidence — 4)

Comment: sometimes the onset of Crohn’s disease
in the form of terminal ileitis can occur under the
guise of acute appendicitis, which leads to hospi-
talization of the patient in a general surgical hos-
pital and often to appendectomy and unjustified
resection of the affected ileum [153,154]. In the
clinical recommendations of the Russian Society
of Surgeons in 2020, this situation is described as
‘secondary appendicitis’. In this case, it is strongly
recommended to refrain from appendectomy in the
absence of macroscopic signs of secondary inflam-
mation in the appendix. There are no prospective
studies on this issue. In 2021, a systematic review
by Quaresma A.B. was published, based on the data
from 6 retrospective studies, most of which are de-
scriptions of clinical cases. As a result of the review,
the authors do not recommend appendectomy and
primary resection of the ileum in uncomplicated (D
[155]. It is important to note that this recommen-
dation is consistent with the consensus position of
the panel of experts of the European Organization
for the Study of UC and CD (ECCO) and the European
Association of Coloproctologists (ESCP) [152,156].

¢ In patients with a penetrating form of CD with
abdominal abscess, it is recommended to drain it
under the control of ultrasound or CT with sub-
sequent conservative treatment (antibacterial,
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steroid therapy and GEBT) as an alternative to sur-
gical treatment by resection [149,152,157].
Category of recommendation — B (Level of
evidence — 3)

Comment: drainage of the abdominal abscess and
subsequent conservative treatment serve as a bridge
to resection methods of treatment, allowing to re-
duce the surgery extent due to the reduction in the
size of inflammatory changes.

It is also important to note that the conservative
approach after drainage reduces the likelihood of
anastomosis leakage, the formation of external in-
testinal fistulas and the need for intestinal stoma
after elective intestinal resection [158,159,160].
In particular, in the meta-analysis by He X., et al. a
significant decrease in the probability of postopera-
tive complications was revealed (OR = 0.44; 95% (I
0.23-0.83; p = 0.03) [161].

In the case of primary resection of the intestine in
conditions of abdominal mass and abscess in (D, the
surgery volume increases, which can subsequently
lead to short bowel syndrome [162]. It is important
to emphasize that according to a systematic review
by Clancy, S., et al., abscess drainage in combination
with conservative therapy allowed to avoid surgical
treatment by resection in more than 30% of patients
[157].

e In patients of this group, when ileocecal stric-
ture or ileocecal valve is formed, ileocecal resec-
tion with ileo-ascendoanastomosis or stoma is
recommended as the method of choice [163,166].
Category of recommendation — C (Level of
evidence — 4)

Comment: approximately '/, of all patients with
CD have a similar site, which is often complicated by
stricture of the ileum or ileocecal valve. At the same
time, the decisive factor for refusing to perform pri-
mary anastomosis is intestinal obstruction.

e In patients of this group, if stricture is detect-
ed after the first course of conservative treat-
ment (i.e., the use of corticosteroids), resection
of the affected area of the intestine is recom-
mended as the first stage of treatment, rather
than a repeated course of conservative (steroid)
therapy [165].

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

¢ In patients with active CD with abdominal ab-
scess, antibiotics are recommended, as well as
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abscess drainage or resection of the affected area
[157,161].

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

Comment: drainage can be performed surgically or,
in specialized centers and with sufficient qualifica-
tions, by percutaneous drainage. The latter option
can be used only in the absence of stricture of the
affected part of the intestine, which determines the
need for resection of the affected part.

In patients with a complicated form of CD, in the
presence of loose strictures of the jejunum or il-
eum, including anastomosis strictures after previ-
ous resection, dissection of cicatricial strictures
of the small intestine (stricturoplasty) is recom-
mended as an alternative to resection, which
avoids extensive resections of the small intestine
[149,166].

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

Comment: this surgery is possible with a stricture
length of no more than 10 cm. Contraindications
to stricturoplasty are the presence of infiltrate, ab-
scess, malignant formations in the intestinal wall or
active bleeding and pronounced inflammation of the
affected area.

¢ In the presence of short stricture (less than
4 cm) of the jejunum or ileum, including anas-
tomotic strictures after previous resection
without infiltration, purulent cavities, internal
fistulas without acute intestinal obstruction,
balloon dilation of the narrowing zone can be
an alternative to resection and stricturoplasty
when located in an area accessible to an endo-
scope [167].

Category of recommendation — C (Level of
evidence — 2)

Comment: performing endoscopic balloon dilation
avoids surgery by resection method. Balloon dila-
tion is more effective and safe in the diagnosis of
no more than 4 strictures located in close proximity
to each other than in cases of multiple strictures.
Balloon dilation is not recommended in the pres-
ence of an extended stricture (more than 4 cm),
interstitial fistulas, purulent cavities, deep ulcer-
ation in the stricture area, as well as prestenotic
expansion.

e In patients of this group, in the absence of ab-
dominal mass and abscess, surgery on the small
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intestine and ileocecal zone by laparoscopic
method is recommended [168-171].

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

Comment: simultaneous formation of more than
one anastomosis does not lead to an increase in
the rate of postoperative complications and the fre-
quency of disease recurrence [172]. The preferred
method for anastomosis on the small intestine is the
imposition of a stapled anastomosis of the ‘side-to-
side’ type, which reduces the likelihood of its failure
[173] and the subsequent stricture.

3.2.3 Surgical treatment of the large intestine
()]

e In patients of this group, with limited lesion in
the large intestine, resection of the affected seg-
ment with the formation of intestinal anastomosis
within healthy tissues is recommended [174,175].
Category of recommendation — B (Level of
evidence — 3)

Comment: patients with a limited large intestine
lesion (less than a third of the large intestine), with
the development of CD complications, do not need
to undergo a colectomy. In the presence of a lesion
in the ascending colon, due to anatomical features,
a right-sided hemicolectomy is indicated (with the
preservation of the terminal ileum). If the splen-
icflexure and/or descending colon are/is affected,
a left-sided hemicolectomy is performed with the
formation of a transversosigmoid anastomosis or
stoma. When CD is located in the sigmoid colon, re-
section of the affected area is performed.

e In patients with advanced large intestine CD
with severe clinical manifestations, subtotal
colectomy with single-stem ileostomy is recom-
mended as the surgery of choice [74,176].
Category of recommendation — B (Level of
evidence — 3)

Comment: it is possible not to resect the distal
part of the large intestine, provided there is no pro-
nounced inflammation in it, and to bring it to the
anterior abdominal wall as end sigmostoma, or to
make the stump of the rectum close to stoma.

e In patients with lesions of the entire large in-
testine, as well as the presence of pronounced
rectal inflammation and severe perianal lesions,
proctocolectomy resection of the rectum and the
end ileostomy is recommended as an alternative
[74,149].
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Category of recommendation — C (Level of
evidence — 5)

Comment: this approach is recommended only in
patients with pronounced activity of the inflamma-
tory process in the rectum or severe perianal mani-
festations, since it makes it impossible to restore
anal defecation in future.

e Abdominal-perineal excision (APE) is not rec-
ommended in patients with severe perianal le-
sions [149].

Category of recommendation — C (Level of
evidence — 4)

Comment: APE is impractical due to extremely low
wound healing, which invalidates patients and limits
their social activity.

e In the surgical treatment of large intestine
CD with purulent-septic process in the perianal
region and perineum, rectal resection is recom-
mended to be performed as total mesorectumec-
tomy [149,177].

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

Comment: in CD the mesentery of the intestine
plays a key role in the pathogenesis of the inflam-
matory process in the intestinal wall. Thus, accord-
ing to de Groof et al., mesorectum contains an in-
creased activated CD14+ macrophages producing
anti — TNF-a, as well as a reduced concentration of
the wound healing marker CD206 compared to simi-
lar tissue in UC.

These fundamental data are also of practical impor-
tance, since the performance of total mesorectumec-
tomy, in comparison with the resection of the rectum
along the wall with the retention of fat in the pelvic
cavity, is accompanied by a lower rate of postopera-
tive complications in the perineum, including recur-
rence of CD: 17.6% and 59.5%, p = 0.007 [177]. It is
important to note that we mean CD with pronounced
perianal manifestations, purulent-septic process in
the perineum. The decision on the need to perform
mesorectumectomy in other situations remains at
the choice of the operating surgeon.

e In patients with total large intestine lesion, in
the absence of severe clinical manifestations and
minimal activity of inflammatory changes in the
rectum, adequate anal continence and absence of
perianal lesions, colectomy with ileo-rectal anas-
tomosis is recommended as the method of choice
[149].
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Category of recommendation — C (Level of
evidence — 5)

Comment: the possibility of pouch (ileoanal pouch
anastomosis (IAPA)) with CD of the large intestine,
it 1s controversial due to the high rate of complica-
tions and the frequent indications for the removal
of the pouch. At the same time, the average life ex-
pectancy of patients after IAPA without permanent
ileostomy reaches 10 years, which is important for
young patients [172,164]. The main problems threat-
ening a patient with IAPA on the background of CD
are the development of perianal lesions and the de-
velopment of CD in the small intestine pouch.

e Tn patients with CD site in the large intestine,
the ileostomy (diverting loop stoma) in order to
stop the transit of intestinal contents through
the large intestine is recommended only in
extremely weak patients and pregnant women
[168].

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

Comment: this type of surgical treatment is tempo-
rary. Considering that in CD, diverting the passage
through the large intestine is not always effective,
in the future it is necessary to re-discuss this issue.
All of these surgical procedures can be safe-
ly performed using laparoscopic technologies
[170,171,174,180].

® In patients with CD site in the large intestine,
balloon dilation of large intestine stenoses (endo-
scopically) is recommended when detecting a not
extended stricture [167,182,183].

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

Comment: this manipulation is associated with a
higher risk of recurrence of the disease compared to
resection of the affected area of the intestine.

e In patients with CD site in the large intestine,
dissection of cicatricial strictures (stricturoplas-
ty) is not recommended [166,184,185].

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

3.2.4 Surgical treatment of CD with lesions of
the upper gastrointestinal tract

e In patients of this group, in the presence of
single or multiple short strictures, various options
for dissection of cicatricial strictures of the small
intestine (stricturoplasty) are recommended as
the surgeries of choice [64,149,184,185,186].
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Category of recommendation — B (Level of
evidence — 2)

Comment: involvement of the intestinal tract prox-
imal to the terminal part of the ileum in the inflam-
matory process often leads to multiple strictures
and internal fistulas, which causes an unfavorable
prognosis of CD and requires surgical treatment. In
patients of this group, it is recommended to resort
to the formation of a bypass anastomosis only in
exceptional cases, since the risk of a syndrome of
excessive bacterial growth in the disconnected part
of the small intestine is high, and cancer may also
develop. At the same time, extensive resections
cause the development of short bowel syndrome
[149].

e In patients of this group, when identifying the
stricture of the gastroduodenal zone (usually the
duodenum), endoscopic balloon dilation or dissec-
tion of the cicatricial stricture (stricturoplasty) is
recommended [186].

Category of recommendation — C (Level of
evidence — 4)

3.2.5 Treatment of CD with perianal manifesta-
tions (perianal CD

The approach to surgery on the perianal area should
be individual for each patient [187,188].

¢ In patients with perianal manifestations of CD,
in the presence of simple external perianal fistu-
las, it is recommended to treat the fistula by exci-
sion (fistulotomy) [189] or its adequate drainage
in the presence of abscesses by use of setons in
combination with drug treatment [191,192].
Category of recommendation — C (Level of
evidence — 4)

Comment: simple fistulas, clinically insufficient, do
not require surgery.

Follow-up against the background of the above-
described conservative therapy is recommended.
Indications for seton in most cases are trans- and
extrasphincteric fistulas. In the absence of an in-
flammatory process in the rectal mucosal layer, it is
possible to use rectal advancement flap for closure
of internal fistula opening [190,193].

¢ In patients with perianal manifestations of CD,
in the treatment of complex fistulas, their drain-
age (latex drainage setons) in combination with
biological therapy is recommended [58,191,192].
Category of recommendation — C (Level of
evidence — 2)
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Comment: the draining latex seton is used as an
adjunct to the drug treatment of CD as a means of
ensuring adequate drainage of the fistula to prevent
the re-formation of abscesses and eliminate the lo-
cal inflammatory reaction in the surrounding tis-
sues. Often, the installation of a drainage ligature is
a preliminary stage for radical surgery to eliminate
the fistula.

The advantages of this method are: low cost, the pos-
sibility of preventing the new fistula tracts and cavi-
ties, reducing the need for temporary or permanent
intestinal stoma, as well as a low rate of re-opera-
tions (from 10% to 20%). Given the high efficiency
of biological therapy with proper drainage of com-
plex anal fistulas, its early administration is justified
(infliximab**, adalimumab**, certolizumab pegol**,
ustekinumab**, vedolizumab). Nevertheless, com-
plex fistulas with pronounced purulent inflammation
are often an indication for diverting stoma [190].

¢ In patients with perianal manifestations of CD,
with rectovaginal fistula, its excision with vagine
repair rectal advancement flap is recommended
[58].

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

Comment: rectovaginal fistulas in most cases re-
quire surgery.

At the same time, surgical treatment is indicated un-
der protective ileostomy. Only in some situations, in
the presence of a low fistula between the rectum and
the vestibule of the vagina, only conservative treat-
ment is recommended. In the presence of an active
lesion of the rectum, adequate anti-inflammatory
therapy before surgery increases the effectiveness
of the surgery [58].

e For patients with perianal manifestations of
CD, accompanied by evacuatory disorders and anal
incontinence, leading to a significant decrease in
the quality of life, it is recommended to perform
proctectomy [58,149].

Category of recommendation — C (Level of
evidence — 4)

Comment: the most unfavorable factor that in-
creases the likelihood of permanent ileostomy or
colostomy is the presence of stricture of the low rec-
tum or anal canal stenosis.

In some situations, in the absence of active inflam-
mation in the other parts of the intestine, it is pos-
sible to dilate stricture [58].
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e Multistage surgical treatment is recommend-
ed for patients with complex fistulas. As the
first stage, it is recommended to open and drain
abscesses.

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

Comment: adequate opening of the purulent cav-
ity allows to start immunosuppressive therapy for CD
without the risk of abscess in the perianal region or
generalization of infection.

Drainage is also possible with the use of a draining
latex seton, if the internal fistula opening is clearly
visualized.

e It is recommended for patients with complex
fistulas as a second stage to make fistulectomy
with closure of internal opening by rectal ad-
vancement flap if there is no additional abscesses,
no proctitis and severe scars in anal canal or low
rectum [193]

Category of recommendation — C (level of evi-
dence — 2).

Comment: the advancement flap can be mucosal-
submucosal or mucosal-muscular. The procedure is
safe for anal sphincters. Wound healing is above
60% with 10% risk of incontinence. It is possible
to use VAAFT or LIFT as well in selected patients if
there is no additional abscesses, no proctitis and se-
vere scars in anal canal or low rectum [194,195].
3.2.6 Anti-recurrence therapy after surgical
treatment of CD

Even with the complete removal of all macroscopi-
cally altered parts of the intestine, surgery does not
lead to complete recovery: within 5 years, a clini-
cally significant recurrence is observed in 28—-45% of
patients, and within 10 years — in 36-61%, which
dictates the need to prescribe or continue anti-re-
currence therapy after surgeries for CD [196,197].
Factors that significantly increase the risk of post-
operative recurrence include: smoking, two or more
intestinal resections in the history, extended resec-
tions of the small intestine in the anamnesis (> 50
cm), perianal lesions, penetrating phenotype [198].
Depending on the combination of risk factors, as
well as on the effectiveness of previously performed
anti-recurrence treatment, patients after surgery
should be stratified into groups with different risks
of postoperative recurrence.

A high risk of postoperative recurrence includes the
presence of 2 or more risk factors:
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smoking;

perianal lesions;

penetrating CD;

extended resection (more than 50 cm) of the
intestine;

previous surgery;

early onset of the disease.

® Thiopurine therapy is recommended for pa-
tients from the low-risk group in order to prevent
recurrence(AZA** 2.0-2.5 mg/kg/day or #MP**
1.5 mg/kg/day) [199].

Category of recommendation — B (Level of
evidence — 1)

e For patients with a high risk of exacerbation of
CD before a control endoscopy to prevent recur-
rence, therapy with GEBD (infliximab**, adalim-
umab**, certolizumab pegol**, ustekinumab**,
vedolizumab**) or TIS (upadacitinib**) is recom-
mended [61, 85, 200, 201, 202, 203].

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

Comment: data on the use of ustekinumab**, ve-
dolizumab** and upadacitinib are currently insuffi-
cient to reliably assess their effectiveness as postop-
erative anti-recurrence therapy.

e Patients with CD are recommended to start an-
ti-recurrence therapy within 4 weeks after surgery
in the absence of postoperative complications
[204].

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

e 6-12 months after surgery, patients with CD are
recommended to undergo a control endoscopy,
and if necessary, MRI and/or CT with intestinal
contrast [200,205,206,207].

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

e For operated patients with CD, if it is impossible
to visualize the anastomosis zone, it is recom-
mended to state the presence or absence of a re-
currence, based on a combination of CT and/or MRI
with intestinal contrast and biomarkers of inflam-
mation — CRP, FC, etc. [200,206,207,208].
Category of recommendation — C (Level of
evidence — 3)

Comment: when resecting the terminal ileum or
ileocecal segment, it is advisable to use the Rutgeerts
scale of endoscopic activity of postoperative
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recurrence of CD (see Section 2.4 ‘Instrumental di-
agnostics’, Table 7) [49, 209].

¢ In patients with CD, in the absence of signs of
inflammation or the detection of minimal (il on
the Rutgeerts scale) inflammatory changes, it is
recommended to continue therapy [209].
Category of recommendation — C (Level of
evidence — 5)

® In the presence of more pronounced inflam-
matory changes (i2-i4), it is recommended to
strengthen therapy: the inclusion of immunosup-
pressants in patients who have not previously
received them, or the implementation of GEBD or
TIS, who are on maintenance therapy with thiopu-
rines (AZA**/MP#**) or if it is impossible to pre-
scribe them [210,211].

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

Comment: the presence of more pronounced inflam-
matory changes (i2-14) indicates the ineffectiveness
of the therapy.

¢ In the future, in patients with CD, regardless of
the nature of the course of the disease and the
clinical manifestation of CD, it is recommended
to perform a control endoscopy at least once every
1-3 years [212].

Category of recommendation — C (Level of
evidence — 4)

3.2.7 Ileostomy dysfunction after surgical
treatment of CD

Ileostomy dysfunction refers to an increase in the
volume of intestinal discharge through the ileo-
stoma of more than 1,000 ml per day. The manage-
ment of patients with this condition is described
in the clinical guidelines ‘Ulcerative colitis’ [213].

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

Medical rehabilitation measures are aimed at pre-
venting complications of conservative therapy
and undesirable consequences of surgical treat-
ment. Mild and moderate degree of dysfunction
requires treatment on an outpatient basis. A se-
vere degree of dysfunction, or its absolute impos-
sibility, requires hospitalization in a round-the-
clock hospital.
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In patients who required surgical treatment of CD
complications, rehabilitation is possible in three
stages.

The 1st stage is early rehabilitation, carried out
immediately after surgical treatment from the 2nd
to the 14th day. The main task of the 1st stage of
rehabilitation is to restore the normal functioning
of the gastrointestinal tract after surgery. It is at
this stage that urination disorders are most often
detected and should be corrected. An important
role is also assigned to the control of homeostasis,
measures aimed at healing postoperative wounds,
relief of postoperative pain syndrome, activation
of the patient. During this period, a general blood
test, a biochemical blood test, a blood coagulo-
gram, and a general urine test are monitored. The
2nd stage of rehabilitation begins after 15 days
and continues as necessary in the future. It is
aimed at the final healing of postoperative wounds
with control over the activity of the gastrointes-
tinal tract and other body systems. This stage can
be carried out both on an outpatient basis and in
a day- or round-the-clock hospital.

The 3rd stage of rehabilitation is carried outin the
late rehabilitation period in patients with both
permanent ileostomy and before reconstructive
surgery. The main task at this stage is to compen-
sate for the function of the gastrointestinal tract,
measures aimed at identifying and correcting vio-
lations of the function of the occlusion apparatus
of the rectum.

Anal sphincter incontinence (ASI) — rehabilita-
tion is possible at stages 2 and 3. In patients after
surgery for CD with the formation of a stoma, there
is a decrease in the retension function.

e For patients with anal sphincter incontinence
before reconstructive treatment it is recommend-
ed to study the function of the rectal sphincter
(occlusion) apparatus of the rectum with the fur-
ther consultations with a physiotherapist [214].
Category of recommendation — C (Level of
evidence — 5)

e Patients with the 2-3-degree anal sphincter
incontinence are recommended to undergo reha-
bilitation treatment, including a 10-day cycle of
BFB therapy and tibial neuromodulation in a day
or round-the-clock hospital [214].

Category of recommendation — C (Level of
evidence — 4)
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Comment: in the rehabilitation of patients with
anal sphincter incontinence, according to the litera-
ture, the method of biofeedback therapy is widely
used, aimed at improving the contractility of the
muscles of the external sphincter and pelvic floor
by increasing both the strength and duration of
arbitrary compression [214,215]. This non-invasive
method involves the body’s own resources in the
rehabilitation process with the development of the
right skills at the level of creating new conditioned
reflex connections. The method of tibial neuromodu-
lation is also effective. Neuromodulation is a pro-
cess in which an electric current through one nerve
pathway modulates pre-existing activity in other
nerve pathways or centers. Percutaneous electrical
stimulation of the posterior tibial nerve (n.tibialis)
is used for functional diseases of the pelvic organs,
since fibers from the II and III sacral segments of the
spinal cord pass through the posterior tibial nerve,
which play a significant role in the innervation of
the rectum, bladder and their sphincters. It has been
proved that the muscle structures of the disabled oc-
clusion apparatus can respond to BFB therapy and
the conduct of tibial neuromodulation, increasing
both the tone and the strength of volitional contrac-
tions [214,215]. Stimulation of the tibial nerve is
carried out using a cutaneous stimulating electrode,
which allows the patient to continue the course of
treatment independently at home after a course
of preliminary training. In this case, the course of
treatment with daily stimulation sessions can be
extended up to 1-3 months. The effectiveness of
BFB therapy is monitored before and at the end of
each course of procedures by a comprehensive physi-
ological study of the function of the rectal occlusion
apparatus. With the improvement of the tone and
contractility of the anal sphincters, it is possible to
raise the question of performing reconstructive sur-
gery aimed at resuming the natural passage through
the gastrointestinal tract.

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

CD is characterized by progressive intestinal le-

sion. At the time of diagnosis, complications (stric-
tures, fistulas) are found in 10-20% of patients,
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while within 10 years such complications develop
in more than 90% of cases. Within 10 years, sur-
geries due to complications and/or ineffective-
ness of conservative therapy are performed in half
of patients with CD, and 35-60% develop a recur-
rence of the disease within 10 years after surgery.
Hormonal addiction in CD for 10 years is detected
at least once in 30% of cases [216].
Due to the progressive nature of the disease, pa-
tients suffering from CD should receive constant
(lifelong therapy) and undergo regular (lifelong)
monitoring of disease activity. Monitoring the ac-
tivity of the disease allows not only instrumental
research methods, but also the determination of
markers of inflammation, primarily the level of FC,
the concentration of which in the stool correlates
with the degree of ulcerative lesions of the gas-
trointestinal tract.
The frequency and volume of dispensary follow-up
is determined individually, but in most patients,
it is advisable to adhere to the following: — On
average, every 6 months — a consultation with a
gastroenterologist, every 12 months an examina-
tion by a coloproctologist with a mandatory tran-
srectal digital examination to exclude perianal
manifestations of CD, external intestinal fistulas,
fistulas with hollow organs, interstitial fistulas,
intestinal stricture.

Every 6 months:

- a general (clinical) detailed blood test, a study
of the level of CRP, determination of the level
of FC;

- routine (annual) endoscopic examination in the
absence of clinical indications (doubts about
the diagnosis, the need to exclude concomitant
conditions, an increase in clinical manifesta-
tions, suspected complications, the need for
monitoring after surgical treatment) is not car-
ried out in most cases;

- if the condition worsens, the level of inflam-
matory markers (C-reactive protein, fecal cal-
protectin) increases, a colonoscopy should be
performed to assess the activity of the disease,
then an examination by a gastroenterologist
and/or a coloproctologist with a complete ob-
jective examination.

If it is necessary to determine the site, extent,

degree of activity of the inflammatory process, to

exclude complications of the underlying disease in
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the form of infiltrates of the abdominal cavity, in-
terstitial, inter-organ fistulas, perforations, stric-
tures (in the absence of medical contraindications
to the introduction of contrast agents), magnetic
resonance imaging and/or computed tomography
of the abdominal cavity and pelvic organs should
be performed with intravenous contrast.

e The frequency and volume of dispensary follow-
up is determined individually, but in most pa-
tients, it is recommended to perform a study of
the level of C-reactive protein in blood serum, as
well as a study of the level of calprotectin in feces
every 3 months [74].

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

e In patients receiving immunosuppressants it
is recommended to perform a monthly study of
the level of erythrocytes, leukocytes, blood plate-
lets, free and bound bilirubin, creatinine, urea,
determination of the activity of alanine amino-
transferase, aspartate aminotransferase, alkaline
phosphatase, amylase in the blood to assess liver
function [74].

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

e Patients are recommended to undergo an an-
nual X-ray or MR examination of the intestine to
exclude the formation of strictures and the devel-
opment of other complications [74].

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

Patients are recommended to annually undergo a
local examination of the perianal area and a digi-
tal examination of the rectum to exclude perianal
complications, as well as, if necessary, EUS [29,
59].

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

e Patients with a dynamic increase in the level of
inflammatory markers (CRP, FC) are recommended
to undergo (ileo) colonoscopy to assess the activ-
ity of the disease [208].

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

Comment: routine (annual) endoscopic examina-
tion in the absence of clinical indications (doubts
about the diagnosis, the need to exclude concomi-
tant conditions, an increase in clinical manifesta-
tions, suspected complications) is not required in
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most cases. In the absence of indications related to
CD, the frequency of ileocolonoscopy is determined
by clinical recommendations for the early detection
of malignant neoplasms of the large intestine.

6. SPECIAL SITUATIONS

6.1 Prevention of venous thrombosis

In patients with CD during hospitalization, as well
as at the outpatient stage during exacerbation, in
the presence of other known risk factors for ve-
nous thrombosis, prevention of venous thrombo-
embolic complications (VTEC) is recommended
[217].

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

Comment. (D patients have a two- or more-fold
increased risk of venous thrombosis [218]. The risk
of venous thrombosis increases during the period of
disease activity and during hospitalization for any
reason. Thromboprophylaxis after discharge from
the hospital should be considered only in patients
with high risk factors for VTEC [217]. To assess
the likelihood of their development in hospitalized
non-surgical patients, it is recommended to use the
Padua [219] and IMPROVEVTE scales, in surgical
patients — the Caprini scale [220]. For thrombo-
prevention in patients with (D, it is recommended
to use unfractionated heparin (UFH), low molecu-
lar weight heparin (LMWH), in preventive doses. In
the presence of contraindications to the use of UFH,
LMWH and a high risk of hemorrhagic complications
according to the HAS-BLED, RIETE scales, the use of
mechanical methods of prevention is recommended.

6.2 Vaccination

Timely diagnosis of infections and their specific
prevention, primarily in the form of vaccination,
are recognized as strategies for leveling the risks
of attachment and/or reactivation of various in-
fections for a patient with CD [221,222,223].

For all patients with CD it is recommended to per-
form an assessment of the vaccination status at
the stage of diagnosis, followed by regular moni-
toring during further counseling. Documented
vaccination replaces serological screening of the
intensity of the immune response, which is carried
out in the absence of documents confirming the
immunization [222]. Vaccines (inactivated) are
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used in patients with CD regardless of the treat-
ment used [223]. Planning of immunization with
live vaccines should be carried out before the ad-
ministration of immunosuppressive therapy, if the
start of treatment can be safely delayed, or vac-
cines should be administered during the minimum
dose of a drug with an immunosuppressive effect
[222]. With a high risk of infection with a vaccine-
preventable infection and the development of a
severe course, both potential threats to the life
and health of the patient should be weighed and
the possibility of vaccination (including live vac-
cines) should be provided against the background
of ongoing CD therapy [224]. In addition, relatives
and friends who are in close contact with CD pa-
tients should be vaccinated, which is an important
strategy for protecting patients with IBD from
severe vaccine-preventable infections. This ap-
proach is called ‘cocoon vaccination’ [222].
Patients with CD have the highest risk of severe
infections caused by pneumococcus, influenza vi-
ruses, hepatitis B, measles, rubella, mumps, chick-
enpox, which requires priority vaccination against
these pathogens.

It is recommended in patients with CD, when di-
agnosing the disease, to evaluate the vaccination
status, the risk of infection and the consequences
of the infection in order to determine the need
and type of vaccination [221].

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

Comments: it should also be clarified whether the
patient had previously vaccine-preventable infec-
tions (for example, measles, rubella, chickenpox,
mumps, etc.). In the future, during observation and
treatment, the vaccination status of the patient
should be reqularly monitored (at least once a year).
e It is recommended that patients with CD be
vaccinated in accordance with the national cal-
endar of preventive vaccinations in order to pre-
vent/reduce the likelihood of severe (complicat-
ed) course of infections, taking into account the
period of the disease and the therapy received
[221,222,223,225].

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

Comment: patients who are not receiving immuno-
suppressive therapy can use any vaccines in accor-
dance with the instructions (inactivated and live).
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Inactivated vaccines are prescribed to patients re-
ceiving immunosuppressive therapy without restric-
tions, live vaccines are prescribed with restrictions.
Currently, there is no unambiguous data on the op-
timal interval between the possible use of live vac-
cines after the completion of immunosuppressive
therapy. The dose of GCS that causes immunosup-
pression is 2 mg/kg/day for prednisone, taken for
14 days or more; the introduction of live vaccines
to these patients is allowed 1 month or more after
the end of therapy [Guidelines MU 3.3.1.1095—02.
‘Medical contraindications to preventive vaccina-
tions with preparations of the national vaccination
calendar’]. The use of such a dose for less than 2
weeks or smaller doses for a longer period does not
lead to the development of pronounced immunosup-
pression. At the same time, other guidelines recom-
mend longer intervals between the administration
of live vaccines after the completion of immuno-
suppressive therapy — no earlier than 1-3 months,
and in the case of high doses of glucocorticoids, the
interval after the end of treatment can be up to 6
months and depends on how it is fixed in the instruc-
tions for use of the drug [221, 222].

The necessary immunization with the use of vaccines
(including live ones) should, if possible, be carried
out before the start of immunosuppressive therapy.
Otherwise, immunization can be continued with the
establishment of control over the disease, if neces-
sary, its maintenance — against the background of
the administration of basic therapy, strict adherence
to dietary and other recommendations of a gastro-
enterologist. At the same time, immunosuppressive
treatment can be initiated no earlier than 3—4 weeks
after the introduction of live vaccines, without an
interval — after the introduction of inanimate vac-
cines [221,222]. In a number of patients with CD, the
risk of insufficient immune response remains after
the standard vaccination regimen, and therefore it
is possible to consider conducting selective control
of immunity intensity no earlier than 1 month after
the completed vaccination (for example, after the
vaccine for the prevention of viral hepatitis B ** —
Determination of antibodies to surface antigen
(anti-HBs) Hepatitis B virus in the blood, quantita-
tive study), followed by the introduction of a booster
dose of the vaccine in the absence of protective an-
tibody titers [221,226].

6.2.1 Vaccination against priority infections
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e Vaccination against pneumococcal infection
in patients with CD for prevention purposes is rec-
ommended to be carried out sequentially, starting
with a single dose of a conjugated vaccine for the
prevention of pneumococcal infections** (PCV13
oranothervaccine of the widest valence), followed
by the introduction of a polysaccharide vaccine
for the prevention of pneumococcal infections**
(for example, PPV23) with a minimum interval of 8
weeks. Repeated vaccination is also provided with
the use of pneumococcal polysaccharide vaccine
(PPV23) after 5 years [222].

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

e It is recommended for patients with CD to
carry out annual vaccination against influenza
in preparation for the flu season with the use of
quadrivalent vaccines (inactivated) for preven-
tive purposes [221,222,227].

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

e It is recommended for patients with CD to
carry out appropriate vaccination before the ad-
ministration of immunosuppressive therapy in the
absence of confirmation of the infection or vac-
cination against hepatitis B, chickenpox, mea-
sles, rubella and mumps [221, 222].

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

Comments: vaccination is carried out in accordance
with the instructions.

For patients with IBD for the prevention of a new
coronavirus infection COVID-19** vaccination
with a combined vector vaccine is recommended
with caution in order to prevent/reduce the like-
lihood of a severe (complicated) course of infec-
tion, taking into account the activity and type of
therapy of the underlying disease [228].
Category of recommendation — C (Level of
evidence — 5)

Comment: the frequency of vaccination is deter-
mined by the regulatory documents of the Ministry
of Health of Russia.

There is no data on the deterioration of the course
of the underlying disease against the background
of vaccination [229,230,231].

It should be noted that the issues of vaccina-
tion against SARS-CoV-2 currently need to be ad-
dressed individually and with caution, taking into
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account the benefit/risk indicator. This is due
to a change in the nature of the course of infec-
tion, rapid mutation of the virus and the absence
of modified vaccines, since the existing vaccines
in the Russian Federation were developed for the
original strains of the virus. It is recommended to
vaccinate patients with CD in preparation for
pregnancy, as well as during pregnancy in ac-
cordance with the national calendar of preventive
vaccinations in order to prevent/reduce the likeli-
hood of severe (complicated) course of any infec-
tions, taking into account the period of the dis-
ease and the therapy received [221, 222, 223, 225].
Category of recommendation — C (Level of
evidence — 5)

7. ORGANIZATION OF MEDICAL CARE

Medical care, with the exception of medical care
within the framework of clinical testing, is orga-
nized and provided according to:

- Federal Law No. 323-FL of 21.11.2011 (as
amended on 13.06.2023) ‘On the Basics of
Public Health Care in the Russian Federation’;

— Resolution of the Government of the Russian
Federation of 17.11.2021 No. 1968 ‘On Approval
of the Rules for the Gradual Transition of
Medical Organizations to Medical Care based
on Clinical Recommendations Developed and
Approved in accordance with Parts 3, 4, 6-9
and 11 of Article 37 of the Federal Law ‘On the
Basics of Public Health Care in the Russian
Federation’;

— Decree of the Government of the Russian
Federation No. 2497 dated 29.12.2022 ‘On the
Program of State guarantees of free medical
care for citizens for 2023 and for the planning
period of 2024 and 2025

— Order of the Ministry of Health of the Russian
Federation No. 206n dated 02.04.2010 (ed. dat-
ed 21.02.2020) ‘On approval of the procedure
for providing medical care to the population
with coloproctological diseases of the large in-
testine, anal canal and perineum’;

— Order of the Ministry of Health of the Russian
Federation No. 906n dated 12.11.2012 ‘On ap-
proval of the Procedure for providing medical
care to the population in the ‘Gastroenterology’
profile’;
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— Order of the Ministry of Health of the Russian
Federation No. 76n dated 14.02.2022 ‘On ap-
proval of the standard of medical care for adults
with Crohn’s disease (diagnosis and treatment)’;

— Order of the Ministry of Health of the Russian
Federation No. 168n dated 15.03.2022 ‘On ap-
proval of the procedure for dispensary supervi-
sion of adults’;

— Order of the Ministry of Health of the Russian
Federation No. 1363n dated 23.12.2020 ‘On
Approval of the Procedure for Sending Insured
Persons to Medical Organizations, the Functions
and Powers of the Founders in Respect of which
are carried out by the Government of the Russian
Federation or Federal Executive Authorities, to
provide medical care in accordance with the
Uniform requirements of the basic program of
compulsory medical insurance’;

— Order of the Ministry of Health of the Russian
Federation No. 203n dated 10.05.2017 ‘On ap-
proval of criteria for assessing the quality of
medical care”

1) In accordance with the regulations 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 ‘gastroenterol-
ogy’, ‘coloproctology’, mandatory for execution
on the territory of the Russian Federation by
all medical organizations;

3) Basedonthepresentclinicalrecommendations;

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 detection of CD in a pa-

tient, internists, district internists, general prac-

titioners (family doctors), specialist doctors, sec-
ondary medical workers, in accordance with the
established procedure, refer the patient for con-
sultation to a medical organization that has an of-
fice of a gastroenterologist, a coloproctologist, an
outpatient gastroenterological center (unit), out-
patient coloproctology center (unit), the center
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for the diagnosis and treatment of inflammatory
bowel diseases (if available in the individual, it
is possible to organize on a functional basis) to
provide him/her with primary specialized medical
care. Consultation in the specified structural divi-
sions of the medical organization must be carried
out no later than 14 working days from the date
of issuance of the referral for consultation, and in
cases of severe forms of CD no later than 3 working
days from the date of issuance of the referral for
consultation.

A gastroenterologist, a coloproctologist of a
medical organization that includes an office of a
gastroenterologist, a coloproctologist, an outpa-
tient gastroenterology center (unit), an outpa-
tient coloproctology center (unit), a center for the
diagnosis and treatment of inflammatory bowel
diseases organize the performance of diagnostic
studies necessary to establish a diagnosis, includ-
ing determining the severity of the inflammatory
process, the extent of the lesion, the presence of
intestinal and extra-intestinal manifestations, in-
cluding the taking of biopsy material.

If it is impossible to perform diagnostic tests nec-
essary to establish a diagnosis, including deter-
mining the severity of the inflammatory process,
the extent of the lesion, the presence of intesti-
nal and extra-intestinal manifestations, including
taking biopsy material, as well as if there are in-
dications for medical care in hospital, the patient
is referred by the attending physician to the gas-
troenterology unit, coloproctology unit, center for
diagnosis and treatment of inflammatory bowel
diseases or other medical organization, providing
medical care in inpatient conditions to patientsin
the profile of ‘gastroenterology’, ‘coloproctology’.

In case of suspicion and (or) detection of CD in a
patient during the provision of emergency medi-
cal care, such patients are transferred or referred
to medical organizations providing medical care in
the profile of ‘gastroenterology’, ‘coloproctology’
to determine the tactics of management and the
need to additionally use other methods of spe-
cialized treatment, including targeted biological
therapy.

A gastroenterologist, a coloproctologist of a med-
ical organization that includes an office of a gas-
troenterologist, a coloproctologist, an outpatient
gastroenterology center (unit), an outpatient
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coloproctology center (unit), a center for the di-
agnosis and treatment of inflammatory bowel dis-
eases directs the patient to medical organizations
that have inpatient medical care in their structure
as part of the gastroenterology unit and/or colo-
proctology unit, and/or a center for the diagnosis
and treatment of inflammatory bowel diseases to
clarify the diagnosis (in case it is impossible to
establish a diagnosis in the provision of primary
specialized medical care) and the provision of spe-
cialized, including high-tech, medical care.

The deadline for the start of specialized, with
the exception of high-tech, medical care is de-
termined by the decision of the commission for
the selection of patients for hospitalization,
depending on the severity of CD, the nature of
the course, the prevalence of the inflammatory
process.

The period should not exceed 30 calendar days
from the date of issuance of the referral for hos-
pitalization. Specialized, including high-tech,
medical care for CD is provided by gastroenterolo-
gists, coloproctologists in medical organizations
that have a gastroenterology unit and/ or a colo-
proctology unit, and/or a center for the diagnosis
and treatment of inflammatory bowel diseases, li-
censed, the necessary material and technical base,
certified specialists, in inpatient conditions and
conditions of a day hospital and includes preven-
tion, diagnosis, treatment of CD, requiring the use
of special methods and complex unique medical
technologies, as well as medical rehabilitation.

If it is necessary to use treatment methods that
are not performed in medical organizations oper-
ating in the field of compulsory medical insurance
within the framework of the territorial compulsory
medicalinsurance program, the need for additional
examination in diagnostically difficult cases and
(or) in cases of complex preoperative preparation
in patients with complicated forms of the disease
and (or) comorbid diseases for subsequent treat-
ment, as well as the need for re-hospitalization
on the recommendation of a federal medical orga-
nization, the patient is sent to a federal medical
organization providing medical care in inpatient
conditions to patients in the profile of ‘gastroen-
terology’, ‘coloproctology’ to provide high-tech
medical care in accordance with the procedure
for organizing the provision of high-tech medical
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care using a unified state information system in
the field of healthcare.
Indications for hospitalization in a round-the-
clock or day hospital of a medical organization
providing specialized, including high-tech medi-
cal care for CD are determined by a consultation
of gastroenterologists and coloproctologists,
with the involvement of other specialist doctors,
if necessary.

The indication for hospitalization of a patient to

a medical organization in an emergency or urgent

form is:

1) The presence of complications of CD that re-
quire specialized medical care in an emergency
and urgent form;

2) The presence of complications of CD treatment
(surgery, biological therapy, hormonal and cy-
tostatic therapy, etc.).

The indication for hospitalization in a medical or-

ganization in a planned form is:

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

2) The presence of indications for specialized
treatment of CD (surgery, hormonal and cyto-
static therapy, biological and targeted thera-
py), requiring observation in a round-the-clock
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 providing specialized, including
high-tech medical care, in a round-the-clock or
day hospital, provided there are no complica-
tions of treatment requiring medical correc-
tion and/or medical interventions in a hospital
setting;

2) Refusal of the patient or his legal representa-
tive from specialized, including high-tech med-
ical care in a round-the-clock or day hospital,
established by the consultation of the medical
organization providing CD treatment, provided
there are no complications of the underlying
disease and/or from treatment requiring medi-
cal correction and/or medical interventions 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
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on the expediency of transferring the patient
to a specialized medical organization is carried
out after a preliminary consultation on the pro-
vided medical documents and/or a preliminary
examination of the patient by doctor- special-
ists of the medical organization to which the
transfer is planned.

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

Prognostically unfavorable factors in CD are smok-
ing, the onset of the disease in childhood, perianal
lesions, a penetrating phenotype of the disease
and a widespread lesion of the small intestine.
A conversation about the need to stop smoking
must be conducted with a smoker patient.
Pregnancy planning should be carried out during
the period of IBD remission, which allows improv-
ing pregnancy outcomes. The use of most drugs
for the treatment of IBD by pregnant women is as-
sociated with a low risk of adverse effects on the
fetus, with the exception of #MT** and mesala-
zine** in tablets with a shell containing dibutyl
phtholate. The cancellation of anti-TNF is possible
onlyin a limited number of patients with a low risk
of CD reactivation. Treatment with GEBD, not con-
traindicated during pregnancy (see instructions
for the use of the drug), can be continued if the
benefits to the mother exceed the potential risks
to the fetus.

Clinical recommendations for the diagnosis and
treatment of Crohn’s disease (K50, adults) were dis-
cussed on March 31, 2023 at a joint meeting of the
Commissions on Surgical and Therapeutic Sciences
of the Scientific Council of the Medical Academy
of Sciences of the Russian Academy of Sciences,
as well as at open meetings of the Board of the
All-Russian Public Organization ‘Association of
Coloproctologists of Russia’, a meeting of the pro-
file commission on the specialty ‘Coloproctology’,
and also on the Portal of public discussion of draft
clinical recommendations.
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CRITERIA FOR ASSESSING THE QUALITY OF MEDICAL CARE
Criteria for assessing the quality of primary health care for adults with Crohn’s disease

Ne Quality assessment criteria Performance
assessment
1 An appointment (examination, consultation) by a gastroenterologist and/or a coloproctologist Yes/No
was performed with a mandatory transrectal digital examination (in the presence of fistulas and/or
perianal manifestations of Crohn’s disease, external intestinal fistulas, fistulas with hollow organs,
interstitial fistulas, intestinal stricture)
2 Colonoscopy was performed with examination of the terminal part of the ileum (at diagnosis) Yes/No
3 A biopsy of the intestinal mucosal layer was performed (upon diagnosis) Yes/No
4 Magnetic resonance imaging and/or computed tomography of the abdominal and pelvic organs Yes/No
with intravenous contrast was performed (if necessary, to determine the site, extent, degree of
activity of the inflammatory process, to exclude complications of the underlying disease in the
form of infiltrates of the abdominal cavity, interstitial, inter-organ fistulas, perforations, strictures
in the absence of medical contraindications to the introduction of contrast agents)
5 The administration of systemic antibacterial drugs was performed (in case of detection of Yes/No
inflammatory infiltration of the abdominal cavity or extra-intestinal manifestations of the disease)

Criteria for assessing the quality of specialized medical care for adults with Crohn’s disease

Ne

Quality assessment criteria

Performance
assessment

1

An appointment (examination, consultation) by a coloproctologist and/or a gastroenterologist
with mandatory transrectal digital examination (in the presence of fistulas and/or perianal
manifestations of Crohn’s disease, external intestinal fistulas, fistulas with hollow organs,
interstitial fistulas, intestinal stricture) was performed

Yes/No

Colonoscopy was performed with examination of the terminal part of the ileum (if not performed
within 6 months prior to hospitalization)

Yes/No

A biopsy of the intestinal mucosal layer was performed (at diagnosis, if it was not performed on an
outpatient basis)

Yes/No

An overview X-ray of the abdominal cavity organs was performed within 2 hours from the moment
of hospitalization or computed tomography of the abdominal cavity and retroperitoneal space (in

Yes/No

the presence of clinical signs of intestinal obstruction)

5 Magnetic resonance imaging and/or computed tomography of the abdominal and pelvic organs
with intravenous contrast was performed (if necessary, to determine the site, extent, degree of
activity of the inflammatory process, to exclude complications of the underlying disease in the

form of infiltrates of the abdominal cavity, interstitial, inter-organ fistulas, perforations, strictures,

in the absence of medical contraindications to the introduction of contrast agents)

Yes/No

6 Therapy with systemic corticosteroids or tumor necrosis factor alpha (TNF-alpha) inhibitors or
ustekinumab or vedolizumab or upadacitinib or azathioprine or mercaptopurine was performed

Yes/No

7 Therapy with systemic antibacterial drugs was carried out (in case of detection of inflammatory
infiltration of the abdominal cavity or extra-intestinal manifestations of the disease)

Yes/No

8 Anti-recurrence therapy has been prescribed: azathioprine or mercaptopurine or infliximab or
adalimumab or certolizumab pegol or ustekinumab or vedolizumab or upadacitinib (after surgery
or after achieving drug remission)

Yes/No

9 Examination/consultation by a coloproctologist or a surgeon is recommended (for external
intestinal fistulas, fistulas with hollow organs, interstitial fistulas, intestinal strictures, perianal
manifestations, bleeding)

Yes/No
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Early outcomes of chronic anal fissure treatment using the

lateral internal sphincterotomy method without excision
(randomized trial NCT05117697)
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AIM: to estimate efficacy of internal sphincterotomy for chronic anal fissure (CAF).
PATIENTS AND METHODS: the study included 70 patients randomized by random number generation into 2 groups:
30 patients underwent lateral internal sphincterotomy only (main group, LIS), and 40 patients underwent LIS in
combination with the excision of the fissure (EF) (control group, LIS + EF).
RESULTS: the pain intensity after stool and during the daytime in the main group (LIS) has been significantly lower
than in the control group (LIS + EF) (p < 0.05). The median duration of the patients’ temporary disability in the LIS
group was 6 (4; 9) days, in the LIS + EF group — 17 (9; 23.5) days (p = 0.04). On day 15, the defect has epithelial-
ized in 12/30 (40%) patients of the main group (LIS) and none (0/40) in the control group (LIS + EF) (p < 0.0001),
on day 30 — in 22/30 (73.3%) and 2/40 (5%) (p < 0.0001), on day 45 — in 26/30 (87%) and 20/40 (50%)
(p =0.002), and on day 60 — in 28/30 (93.3%) and 38/40 (95%) (p = 1.0), respectively. On the day 30 after
surgery, 3/30 (10%) patients of the main group and 15/40 (37.5%) of the control group had complaints regarding
passing gas (p = 0.01), on day 60 — anal incontinence (AI) persisted in 1/30 (3%) patients in the LIS group and
in 3/40 (7.5%) patients in the LIS + EF group (p = 0.63). Excision of the fissure in 5.4 (1.4-20.9) times increases
the chance of developing AI on day 30 after surgery (p = 0.015) and 52 (10.2; 268.3) times increases the chance
of non-healing of the defect during this period (p < 0.0001) and 6.5 (1.9; 22) times on the day 45 (p = 0.003), in
comparison with the LIS only.
CONCLUSION: a refusal to excise the anal fissure and perform the lateral internal sphincterotomy only can reduce
postoperative pain, postoperative morbidity and reduce the time of epithelialization of the anoderm defect.
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the 1980s of the last century [2,3]. However, the
authors do not justify the need for excision of the
anal fissure. According to foreign clinical guide-

INTRODUCTION

Despite the fact that the main pathogenetic
mechanism of anal fissure is spasm of the inter-
nal anal sphincter, in the country the traditional
method of surgical treatment of this disease is ex-
cision of the fissure in combination with lateral
subcutaneous sphincterotomy [1]. This technique
was proposed by Ektov N.N. and Poletov V.N. in

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

lines, the anal fissure is not excised, but is limited
exclusively to the elimination of the main point of
pathogenesis — spasm of the internal sphincter,
while the main method of its elimination is lateral
internal sphincterotomy (LIS) [4]. In this regard, a
prospective randomized study to compare the re-
sults of lateral subcutaneous sphincterotomy with
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and without excision of a chronic anal fissure was
done.

AIM

To compare efficacy of lateral internal sphincter-
otomy with and without fissure excision.

PATIENTS AND METHODS

The equivalence hypothesis

The rate of healing of a chronic anal fissure is the
same on the 60th day when performing both LIS
only and LIS + EF.

Calculation of the sample size with an error of
the first kind — 5%, the second kind — 80%,
with “success” in the control and experimental
groups — 95% and the equivalence limit — 15%.

So, it was required to recruit 37 people in each
group.

In October 2021 — October 2022, a prospective
randomized single-center study (NCT05117697)
was done. Randomization was carried out by gen-
erating random numbers in a computer program.
The main group included 30 patients who under-
went lateral internal sphincterotomy (LIS) only;
the control group included 40 patients in whom
this technique was combined with fissure excision
(LIS + EF) (Fig. 1). At the same time, 6 patients
were excluded from the main group, 1 patient —
from the control group, due to a violation of the
study protocol (they did not appear on the ap-
pointed days for control).

The diagnosis of ‘chronic anal fissure” was estab-
lished in the presence of at least one of the fol-
lowing parameters: history of the disease for more
than 2 months, scar margins of the fissure, fibrous
polyp of the anal canal at the proximal margin of
the lesion, sentinel pile on distal edge.

[ Patients with chronic fissure with the sphincter spasm ]

]

[ Randomization ]

Control group
({LIS+EF), n=40

Main group
(L1S), n=30

/ Postoperative control

The main point of the study:

- epithelization of the lesion on day 60 after surgical treatment

Secondary points:

- epithelization of the lesion on day 15, 30, 45 after surgery

and of complication
- intensity of pain
- profilometry on day 30 and 60 after surgery
- time of temporary disability

- incidence of transient anal incontinence (Al) on day 30
and 60 after surgical treatment according to the Wexner scale

\

Figure 1. Study design
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Table 1. Clinical characteristics of patients with chronic anal fissure (CAF)

Indicator Treatment method p
Main group, n = 30 Controls, n = 40
Median age (quartiles) 35.5 (33; 49) 39.5 (31;50.5) 0.85
Median BMI, kg/m? (quartiles) 23.6 (21.8;27.7) 24.1 (21.1; 27.7) 0.97
Gender
Male 16 (53.3%) 18 (45%) 0.63
Female 14 (46.7%) 22 (55%)
History of the disease (months) 7.5 (6; 24) 7.5 (5; 24) 0.88
Anal fissure (N)
1 25 (83.3%) 26 (65%) 0.1
2 5 (16.7%) 14 (35%)
Median pain intencity during the daytime 3(2; 4) 4 (2.5; 5) 0.14
(quartiles)
Median pain intencity after stool (quartiles) 6 (4;7) 6 (4;7) 1
Fibrous polyp (N)
1 7 (23%) 5 (12.5%) 0.26
2 0 2 (5%)
Sentinel pile (N)
1 17 (56.6%) 21 (52.5%) 0.8
2 2 (7%) 2 (5%)
External hemorrhoids (N)
1 1 (3%) 1 (3%)
2 0 (0%) 1 (3%) 0.5
3 0 (0%) 2 (5%)
Childbirth (N) N=13 N=22 0.4
0 3 (23%) 6 (27%)
1 4 (30.5%) 10 (45%)
2 5 (38.5%) 3 (14%)
3 1 (8%) 3 (14%)
4 0 0
Complicated childbirth in the history 4 (30.7%) 3 (13%) 0.23

Criteria for inclusion in the study

e CAF with verified spasm of the internal anal
sphincter according to profilometry;

e age of patients over 18 years;

e informed consent of the patient to participate
in the study.

Non-inclusion criteria

® Patients who have previously undergone sur-
gery on the anal canal and rectum (with excep-
tion of minimally invasive techniques);

e the presence of anal incontinence of 1-3 de-
grees (Wexner score greater than 0 points);

¢ inflammatory bowel deseases;

e external and internal hemorrhoids of
3-4 stages;

¢ anal fistula;

e severe comorbidities with decompensation;

e fissure complicated by a fistula.

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

Exclusion criteria
e anal fistulas (detected during intraoperative
revision);
e refusal of the patient to be involved the study
at any stage;
e non-compliance with the study protocol.
All patients included in the study underwent
profilometry before surgery, on days 30 and
60 after surgery on the Solar GI HRAM device
(Netherlands). The presence of the internal anal
sphincter spasm was proved by increase in at least
one of the following profilometry indicators: av-
erage pressure in the anal canal at rest (APACR),
(normal: 44.0-60.4 mmHg), maximal pressure in
the anal canal at rest (MPACR), (normal: 89.4—
112.2 mmHg) [5]. Before surgery and daily after it,
patients assessed the pain syndrome on a visual
analog scale (VAS), answered questions on the
Wexner incontinence scale. On days 30 and 60 of

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Table 2. Incidence and structure of postoperative complications

Method of relaxation of the internal anal sphincter
R Main Grou Control Grou
Complications (LIS) P (LIS + EF) P p
N =30 N =40

Hematoma 14 (46.7%) 15 (37.5%) 0.47
Thrombosis of external hemorrhoids 1 (5%) 2 (5%) 1
Urinary retention 0 0 -
Bleeding in the early postoperative period 0 2 (5%) 0.5
Long-term non-healing wound 2 (6.7%) 2 (5%) 1
Transient A on day 30 after surgery 3 (10%) 15 (37.5%) 0.01
Transient Al on day 60 after surgery 1(3.3%) 3 (7.5%) 0.63

follow-up, clinically, patients underwent a digital
rectal examination and anoscopy to assess the ef-
fectiveness of treatment. Within 2 months after
surgery, the intensity of the pain and their sub-
jective assessment of the possibility of returning
to work, the quality of life on the Hemo-Fiss scale,
as well as the incidence and time of transient anal
incontinence, if present in the postoperative pe-
riod, were assessed.

Surgery was performed under spinal anesthesia in
the position of the patient on his/her back with
his/her legs as close to the abdomen as possible.
Patients of the main group underwent LIS using a
closed technique. In patients of the control group
(LIS + EF), the above method was combined with
the excision of the fissure in accordance with clin-
ical guidelines [6].

12

Both groups were homogenous by clinical and
morphological criteria: age, body mass index
(BMI), gender and changes in the anal canal
(Table 1).

Statistical processing

Due to the non-Gaussian distribution of con-
tinuous data (verified by the Shapiro-Wilk cri-
terion), the groups were compared by the Mann-
Whitney criterion, the totality was described by
Me (Q,;Q,). For binary data, Fischer’s two-way
exact criterion was applied. Comparison of cat-
egorical data other than 2x2 was performed by
Pearson’s criterion 2. One-factor analysis was
performed using logistic regression. The data
were described by OR and 95% CI. For relative
values, 95% CI was calculated by the Klopper—
Pearson method. The difference was considered

10

p<0,05

P

Intensity of pain syndrome on a visual-analog scale
F -

g0 1 2 3 4 5H & T B
Main group (LIS), n=30

B Control group (LIS+EF), n=40

Figure 2. Pain intensity during the day
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statistically significant at p < 0.05. Statistical
analysis was performed using the Statistica 13.3
program (TIBCO, USA).

RESULTS

Clinical results

The intensity of postoperative pain both af-
ter stool and during the daytime in the main
group (LIS) was lower than in the control group
(LIS + EF) (p < 0.0001) (Fig. 2).

When assessing the time of temporary disabil-
ity, the median indicator in the main group was
6 (4; 9) days, in the controls — 17 (9; 23.5) days
(p <0.0001).

For 60 days of follow-up, patients were monitored
for postoperative complications (Table 2).
Despite the fact that hematomas of the peri-
anal area in the postoperative period developed
in 14/30 (46.7%) patients in the main and 15/40
(37.5%) in the control group, this phenomenon did
not require additional administrations and ma-
nipulations due to the absence of clinical mani-
festations, except for changes in the color of the
skin. The hematomas was associated with the
technique of sphincterotomy, which is quite often
accompanied by hemorrhage into the subcutane-
ous fat of the perianal area [6].

100

Thrombosis of external hemorrhoids developed in
1/30 (5%) patient in the main group and in 2/40
(5%) patients in the controls (p = 1.0). This com-
plication was cured conservatively in accordance
with clinical guidelines for hemorrhoids.

In the postoperative period, 2/40 (5%) patients of
the control group had episodes of bleeding from
the anal canal, which was controlled by suturing.
In the main group, no bleeding was detected dur-
ing 60 days of follow-up (p = 0.5). A non-healed
lesion in 2 months after surgery was considered
a long-term non-healing wound. This complica-
tion occurred in 2/30 (6.7%) patients of the main
group and 2/40 (5%) patients of the control group
(p = 1.0). All patients (4/70) with a wound on day
60 after surgery were continued with local di-
oxomethyltetrahydropyrimidine ointment aimed
at wound healing for 2 weeks, which allowed to
achieve a positive result in all cases on day 74 of
the after surgery. The transient anal incontinence
on day 30 after surgery was noted by 3/30 (10%)
patients of the main group and 15/40 (37.5%) pa-
tients of the control group (p = 0.01). At the same
time, on day 60 of follow-up, both groups were
comparable (p = 0.63). AI remained in 1/30 (3%)
patient in the main group and in 3/40 (7.5%) pa-
tients of the control group. The median scores on
the Wexner scale on day 30 were 1 (1; 1) point and
2 (1; 3) points (p = 0.18), on day 60 — 1 (1; 1)

80 t

60 ¢

40 +

Points

20

20 . 2

0 30
Main group (LIS), n=30
B Control group (LIS+EF), n=40
Figure 3. Quality of life according to the Hemo-Fiss scale
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Table 3. Factors associated with transient anal incontinence on day 30 after surgery

Factor | OR (CI 95%) | p
Treatment method:
LIS 1
LIS + EF 5.4 (1.4-20.9) 0.015
Age 1.0 (1-1.09) 0.08
BMI 1.0 (0.9-1.12) 0.91
Gender
Male 1
Female 2.3 (0.76-7.16) 0.14
Childbirth (N)
0 1
1 9 (0.89-91.2) 0.06
2 3(0.22-40.1) 0.4
3 9 (0.52-155) 0.13
Complicated childbirth
No 1
Yes 1.67 (0.3-9.4) 0.55
Table 4. Factors associated with transient anal incontinence on day 60 after surgery
Factor | OR (CI 95%) | p
Method of relaxation of the internal sphincter:
LIS 1
LIS + EF 2.3 (0.23-23.8) 0.47
Age 1.06 (0.98-1.15) 0.16
BMI 0.86 (0.66-1.13) 0.3
Gender
Male 1
Female 3(0.3-30.3) 0.35
Childbirth (N)
0 —
1 - -
2 - -
3 and more - -
Complicated childbirth
No 1
Yes 11.2 (0.85-148) 0.067

point and 2 (1; 4) points (p = 0.76), respectively.
The median duration of transient anal inconti-
nence in the main group was 4 (3; 5) days, in the
control group — 5 (2; 12) days (p = 0.6). It is worth
noting that the phenomena of anal incontinence
in accordance with the Wexner scale were caused
exclusively by gas incontinence in both patients
after LIS and after LIS with fissure excision.

A univariate-factor analysis of factors presumably
influencing the AI on days 30 and 60 of the post-
operative period was carried out (Table 3,4). Thus,
the combination of lateral subcutaneous sphinc-
terotomy with fissure excision (LIS + EF) by 5.4
(1.4-20.9) times increases the chance of AI on

HEI'IOCpeACTBeHHbIe pe3ynbTaTbl neyeHusa xpouwaecxoﬂ
QHONBHOM TPELUMHBI METOAOM 60KOBO# NOAKOXHOM
cuHkTepoTomum Ges ee uccedenns (NCT05117697)

day 30 after surgery, compared with its LIS only
(p =0.015). On day 60 of follow-up, the influence
of this factor is leveled (p = 0.47).

When assessing the quality of life on the Hemo-
Fiss scale, the groups were homogenous (p = 0.1).
The median score in the main group (LIS) was 15
(8; 25) points and 17 (7; 35) points — in the con-
trol group (LIS + EF) (Fig. 3).

On day 15 after surgery, lesion healing was de-
tected in 12/30 (40%) patients of the main group
(LIS), and in the control group, no wound was
epithelized in any patient (LIS + EF) (p < 0.0001)
(Table 5). By day 30, the lesion had healed in 22/30
(73.3%) patients in the LIS group and only in 2/40

Early outcomes of chronic anal fissure treatment using the lateral internal
sphincterotomy method without excision (randomized trial NCT05117697)
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Table 5. Time of lesion epithelization

Treatment method
Day Main group (LIS) Control group (LIS + EF) p
n=30 n=40
15 12 (40.0%) 0 (0%) 0.00001
30 22 (73.3%) 2 (5.0%) 0.00001
45 26 (87.0%) 20 (50.0%) 0.002
60 28 (93.3%) 38 (95.0%) 1
Table 6. The level of maximal pressure in the anal canal at rest on days 30 and 60 after surgery
Day 30 Day 60
The level of MPACR (mmHg) LIS + EF, LIS, LIS + EF, LIS,
n =40 n=30 P n =40 n=30 P
Increased 2 (5%) 5 (17%) 3 (7%) 5 (17%) 0.5
(>112.2)
Norm 18 (45%) 16 (53%) 0.59 15 (38%) 13 (43%)
(89.4-112.2)
Decreased 20 (50%) 9 (30%) 22 (55%) 12 (40%)
(< 89.4)

(5%) patients in the LIS + EF group (p < 0.0001).
On day 45, epithelialization of the lesion was found
in 26/30 (87%) and 20/40 (50%) patients, respec-
tively (p = 0.003), by day 60 — in 28/30 (93.3%)
and 38/40 (95%) patients, respectively (p = 1.0).
Functional results

On day 30 after the surgery, a decrease in the max-
imal pressure in the anal canal at rest (MPACR) was
revealed both in the main (LIS) and in the control
group (LIS + EF), compared with the indicators ob-
tained before the surgery (p < 0.0001) (Fig. 4).

220

The groups were comparable in MPACR on days 30
and 60 of the postoperative period in accordance
with the reference values (Table 6).

The average pressure in the anal canal at rest
(APACR) decreased by day 30 of postopera-
tive period in patients in the compared groups
(p < 0.0001) (Fig. 5). There were no differences
between the groups (p = 0.57).

According to the studied indicator, the groups
were comparable in accordance with the reference
values (Table 7).
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Figure 4. Maximal pressure in the anal canal at rest before and after surgery
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Table 7. The level of average pressure in the anal canal at rest on days 30 and 60 after surgery

Day 30 Day 60
A'Zﬁcr:#;‘)'el LIS + EF, LIS, ) LIS + EF, LS, )
n=40 n=30 n=40 n=30
Increased 2 (5%) 3 (10%) 4 (10%) 3 (10%) 0.5
(>60.4)
Norm 21 (53%) 17 (57%) 0.6 16 (40%) 16 (53%)
(44.0-60.4)
Decreased 17 (42%) 10 (33%) 20 (50%) 11 (37%)
(< 44.0)
Table 8. Spasm of the internal anal sphincter on days 30 and 60 after surgery
. Day 30 Day 60
Spazra‘l”;;:‘i";::::"al LIS, LIS + EF, ) LIS, LIS + EF, )
n=30 n =40 n=30 n =40
Yes 6 (20%) 3 (7.5%) 0.15 5 (17%) 4 (10%) 0.48
No 24 (80%) 37 (92.5%) 25 (83%) 36 (90%)

The spasm of the internal anal sphincter was
diagnosed by increase in the level of APACR
and/or MPACR relative to the reference values
[5]. On day 30 after surgery, spasm persisted
in 6/30 (20%) patients of the main group and
in 3/40 (7.5%) patients of the control group
(p = 0.15). By day 60, there was a decrease in
the number of patients with increased inter-
nal sphincter tone in the main group to 5/30
(17%) patients, and in the control group —
an increase to 4/40 (10%) patients (p = 0.48)
(Table 8).

80

The groups were homogenous on days 30 and 60
of follow-up in maximal and average pressure with
voluntary contraction.

A univariate analysis of factors that presumably
influence the timing of lesion epithelization was
carried out (Table 9,10,11,12). It is worth noting
that due to the insufficient number of initial in-
dicators, it is not possible to assess the impact of
some factors.

To assess the impact of some of the alleged factors
affecting epithelialization, it is necessary to con-
tinue recruiting patients into the study.

o
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Average pressure in the anal canal at rest, mmHg
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Figure 5. Average pressure in the anal canal at rest before surgery and in the postoperative period
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Table 9. Factors presumably affecting lesion healing on day 15 after surgical treatment

Factor | OR (CI 95%) | p
Treatment method
LIS -
LIS + EF - -
Persistent spasm of the internal sphincter:
No 1
Yes 1.76 (0.2-15.6) 0.61
History of the desease 0.99 (0.97-1) 0.43
Age 1.04 (0.98-1.11) 0.14
BMI 1.13 (0.97-1.3) 0.11
Gender
Male 1
Female 0.7 (0.2-2.5) 0.6
Sentinel pile
No 1
Yes 1.5 (0.35-6.3) 0.58
Fibrous polyp
No 1
Yes 1.92 (0.3-12) 0.48
Table 10. Factors presumably affecting lesion healing on day 30 after surgical treatment
Factor | OR (CI 95%) | p
Treatment method
LIS 1
LIS + EF 52 (10.2-268.3) 0.000002
Persistent spasm of the internal sphincter:
No 1
Yes 0.36 (0.08-1.5) 0.16
History of the desease 0.99 (0.97-1) 0.4
Age 1(0.98-1.08) 0.21
BMI 1(0.9-1.1) 0,87
0.87
Gender
Male 1
Female 1(0.4-2.9) 0.86
Sentinel pile
No 1
Yes 0.5 (0.1-2.4) 0.4
Fibrous polyp
No 1
Yes 0.31(0.3-3.05) 0.32

LIS with fissure excision reduces the chance of le-
sion healing by 52 (10.2;268.3) times on day 30
(p<0.0001) and by 6.5 (1.9;22) times — on day 45
(p=0.003) compared with LIS only (Table 12). Any
factors affecting fissure epithelialization on days
15 and 60 were not detected (Table 9,12).

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

DISCUSSION

According to actual clinical guidelines, the main
method of treatment of chronic anal fissure is
its excision in combination with lateral internal
sphincterotomy [6]. In turn, in foreign clinical
practice, the fissure is not excised, but is limited
exclusively to the elimination of the main point of
pathogenesis — spasm of the internal sphincter
[4]. At the same time, questions remain revealed
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Table 11. Factors presumably influencing lesion healing on day 45 after surgical treatment

Factor | OR (CI 95%) | p

Treatment method

LIS 1

LIS + EF 6.5 (1.9-22) 0.003
Persistent spasm of the internal sphincter:

No 1

Yes 0.5 (0.1-2.6) 0.42
Anamnesis 1(0.99-1) 0.46
Age 0.99 (0.99-1.03) 0.82
BMI 1.04 (0.94-1.15) 0.45
Gender

Male 1

Female 1.18 (0.44-3.2) 0.74
Sentinel tubercle

No 1

Yes 0.2 (0.02-2.35) 0.21
Fibrous polyp

No 1

Yes 1.1 (0.01-12.7) 0.9

Table 12. Factors presumably influencing lesion healing on day 60 after surgical treatment
Factor | OR (CI 95%) | p

Treatment method

LIS 1

LIS + EF 0.73 (0.01-5.6) 0.77
Persistent spasm of the internal sphincter:

No 1

Yes 2.4 (0.2-26.1) 0.47
Anamnesis 1(0.97-1.03) 0.95
Age 0.96 (0.86-1.05) 0.37
BMI 0.98 (0.79-1.2) 0.84
Gender

Male 1

Female 0.94 (0.13-7.1) 0.95
Sentinel tubercle

No -

Yes - -
Fibrous polyp

No 1

Yes 3.66 (0.2-67.6) 0.38

about the effect of fissure excision on the course
of both the early and late postoperative period,
first of all, this concerns the timing of epitheliali-
zation of the wound lesion and the severity of the
pain. In the study, the intensity of painin the early
postoperative period was significantly lower in the
main group (LIS). It should be noted that, unlike
the control group (LIS + EF), it steadily decreased
for the entire postoperative period, and did not
tend to increase after the first act of defeca-
tion. Since the functional results of treatment are

HEI'IOCpeACTBeHHbIe pe3ynbTaTbl neyeHusa XpOHM‘IeCKOﬁ
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comparable in both groups, most likely such an in-
crease in the intensity of pain in the control group
during the first days of the postoperative period is
due to the inflammatory process in the area of the
postoperative wound on the perianal skin [7]. As
noted earlier, the study of the functional results of
treatment showed that both types of procedures
are comparable in their effect on the anal sphinc-
ter, and equally allow for the elimination of the
internal sphincter spasm. However, despite this,
the incidence of anal incontinence on day 30 of

Early outcomes of chronic anal fissure treatment using the lateral internal
sphincterotomy method without excision (randomized trial NCT05117697)
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the postoperative period was significantly higher
if the patients underwent excision of the anal fis-
sure — Al developed in 3/30 (10%) patients of the
main group and in 15/40 (37.5%) patients of the
control group (p = 0.01). Since by day 60 of the
postoperative period, the differences between the
groups disappeared, most likely, the AI is associ-
ated with factors that have a temporary effect on
the anal sphincter, for example: double-leaf re-
tractor divulsion during the anal fissure excision,
temporary anal deformation after the anal fissure
excision, severe pain. It will be possible to answer
this question more precisely as the material ac-
cumulates in further research. According to the
literature, the incidence of fissure epithelializa-
tion after lateral sphincterotomy varies from 85.8
to 99% [1,8,9,11]. However, despite a significant
amount of data from various sources, the general
idea of the healing time of a chronic anal fissure
is quite abstract, starting from 14 days, and end-
ing with 2 months or more [1,8,9,11]. According
to our study, fissure healing was achieved on day
15 in 12/30 (40%) cases only in the LIS group, by
day 30 — already in 22/30 (73.3%) cases, while
in the LIS + EF group — only in 2 (5%) cases by
this time (p < 0.0001). And only on day 60, the
groups were comparable to each other in terms of
the studied indicator, since the lesion healing was
noted in 28/30 (93.3%) patients in the main group
and in 38/40 (95%) patients in the control group
(p=1.0).

Thus, the rejection of fissure excision allowed to
accelerate the process of epithelization of the
anoderm lesion, and the only factor affecting the
rate of epithelization of the anal fissure is the
nature of the operation performed, which is con-
firmed by the data of a univariate analysis. In our
opinion, performing LIS without excision makes it
possible to achieve fast healing. The recruitment
of patients continues, and an assessment of long-
term results will be possible a year after surgical
treatment.

CONCLUSION

The refusal to excise the anal fissure and perform-
ing lateral subcutaneous internal sphincteroto-
my only reduces the intensity of postoperative
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pain, the incidence of postoperative complica-
tions and the time of epithelization of the ano-
derm lesion.
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The efficacy of neoadjuvant chemoradiotherapy in
signet ring cell carcinoma of the rectum: a retrospective
propensity-score matched study
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AIM: to evaluate the efficacy of preoperative CRT in patients with signet ring cell carcinoma of the rectum (SRCCR).
PATIENTS AND METHODS: a retrospective analysis of medical records from the archive of Research Institute FSBI
“N.N. Blokhin Cancer Research Center” of the Ministry of Health of Russia and multicenter registry of the Russian
Society of Specialists in Colorectal Cancer (RSSCC) from 2000 to 2020 was done. Patients with histologically con-
firmed primary SRCCR who received preoperative CRT were included in the study. A control group with rectal adeno-
carcinoma was created using propensity-score matching from the institutional database 1:1 taking into account sex,
age, tumor size, the cT and cN clinical stage. We estimated the rate of Dworak tumor regression grade 3-4, RECIST,
5-year overall survival (0S) and disease-free survival (DFS).

RESULTS: the main and control group included 22 patients each. The study group included 11 patients (50%) with
¢T3 and cT4 clinical stage. Ten (45.5%) patients had cT3 clinical stage and 12 (54.5%) patients had cT4 clini-
cal stage in the control group (p = 0.76). The number of patients with cN1-2 clinical stage was 17 (77.3%) and
16 (72.7%) in the study and control group, respectively (p = 0.728). The rate of Dworak tumor regression grade
3—4 was 40.9% in the group of patients with SRCCR and 45.5% in the group of patients with rectal adenocarcinoma
(p=0.761).When assessed by RECIST scale, 9 (40.9%), 12 (54.5%) and 1 (4.5%) patients with SRCCR had partial
tumor response, stabilization and progression, respectively. Partial response was observed in 18 (81.8%) patients
and stabilization — in 4 (18.2%) patients with rectal adenocarcinoma (p = 0.018). Median followup was 58.8
months. The 5-year 0S was 34% in the SRCCR group and 71.3% in the group with rectal adenocarcinoma (p = 0.024),
and the 5-year PFS was 30.2% with SRCCR and 52.2% with adenocarcinoma (p = 0.115).

CONCLUSIONS: CRT leads to comparable grade 3-4 tumor regression in SRCCR and rectal adenocarcinoma, but the
objective response rate is lower. This histological subtype has significantly lower 0S values.
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INTRODUCTION

There are many histological subtypes of colorectal
cancer, each of which has its own prognostic fea-
tures [1]. Signet ring cell carcinoma is a rare his-
tological subtype of a tumor of this localization
and occurs in no more than 1% of patients. SRCCR
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is associated with a young age, a high degree of
malignancy, a high rate of lymph node lesions,
often has a proximal localization, metastasizes
along the peritoneum, is usually diagnosed at late
stages and has unfavorable outcomes [2,3].

In accordance with modern clinical recommen-
dations, the use of neoadjuvant RT or CRT is
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recommended for the majority of newly diagnosed
rectal adenocarcinomas, since it contributes to
improving local control [4,5]. Co-administration
of RT and chemotherapy significantly increased
the survival rate of patients with rectal cancer
[6]. However, in a study by Bratland A., et al., it
was shown that SRCCR has less sensitivity to non-
surgical methods of treatment, compared with
rectal adenocarcinoma [7]. There is little data in
the scientific literature on the results of the use
of preoperative RT in patients with SRCCR, which
indicates the need for further study of this topic.
In this study, we assessed the effectiveness of CRT
in patients with SRCCR, and also tried to determine
whether patients with that histological subtype
of tumor received the same benefit from neoadju-
vant CRT as patients with rectal adenocarcinoma.

PATIENTS AND METHODS

We used a database of medical records of pa-
tients with the code ICD-X C20 and ICD-08490/3,
8490/3.1, 84903 — from the archives of the
N.N. Blokhin National Medical Research Center
of Oncology and the multicenter registry of the
RSSCC for the period from 2000 to 2020.

A retrospective analysis of medical histories was
carried out. The study group included patients
with the following characteristics: histologically
confirmed SRCCR, absence of primary multiple ma-
lignant neoplasms (PMMN), absence of distant me-
tastases (M0), CRT at stage 1, stage II-III. Patients
with mucosal adenocarcinomas with a signet ring
cell component were excluded from the study, as
well as patients from the RSSCC registry whose
follow-up period was less than 1 year.

A control group of patients with rectal adeno-
carcinoma was selected from a prospectively
maintained database using propensity-score
matching 1:1in order to minimize systematic
errors and ensure maximum comparability of
patients. Patients from the study and control
groups were selected based on multivariate
analysis using logistic regression with the in-
clusion of the following parameters in the mod-
el: gender, age, tumor size, cT, cN. An error of 3%
in the values of the risk ratio (RR) was allowed
for comparison.

S¢pPeKTUBHOCTL HEOAABIOBAHTHON XMMMOY4€BOM Tepanmm
NPy NepCTHEBUAHOKNETOYHOM PAKe MPSMOM KMLLIKM:
PETPOCNEeKTUBHOE UCCEAOBAHME C NCEBAOPAHAOMU3ALMEN

Staging was performed using CT of the thoracic
and abdominal cavities with intravenous contrast,
MRI of the pelvis. All patients underwent 3D con-
formal RT with a single focal dose (SFD) of 2 Gr to
a total focal dose (TFD) of 50-52 Gr against the
background of chemotherapy with capecitabine
825 mg/m? 2 times a day orally on the days of RT.
Surgical treatment was performed in accordance
with the principles of total mesorectumectomy.
The inferior mesenteric artery was ligated at the
level of departure from the aorta or directly below
the level of departure of the left colon artery.

In both groups, we assessed the rate of achieving
therapeutic pathomorphosis of the 3rd-4thgrade
on the Dworak scale, RECIST, five-year 0S and DFS.
Statistical data processing was carried out in the
IBM SPSS Statistics 23 program. We calculated
the reliability of differences between categori-
cal variables using chi-square-test. The Kaplan-
Mayer method was used to evaluate OS and DFS.
Differences in survival were assessed by log-rank-
test. 0S was evaluated from the moment of diag-
nosis until the onset of death. DFS was defined
as the time interval between the date of diag-
nosis and the date of death or before the disease
progressed.

RESULTS

In the archives of the Blokhin NMRC of Oncology
and the RSSCC registry, at the created request
were identified 214 medical records, 45 of which
were excluded because they were records regard-
ing the revision of histological specimens from
other institutions, 4 more were excluded because
they corresponded to metastases of gastric signet
ring cell carcinomainto pararectal tissue, 20 cases
corresponded to mucosal adenocarcinoma with a
signet ring cell component, 26 patients did not re-
ceive inpatient treatment, in 17 cases the medical
records were not found in the archive, 7 records
were incomplete or less than 6 months old. The
analysis included data of 95 patients, but 46 more
records were excluded from them due to the local-
ization of the tumor in the colon, in 27 cases no
CRT was performed. As a result, 22 patients with
SRCCR were included in the study. For the period
of 2000-2020, 251 records of patients with rectal
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adenocarcinoma treated with CRT were identified
in the clinic prospectively maintained patient da-
tabase, from which 229 patients were screened
out after propensity-score matching (Fig. 1).

The study and control groups included 22 patients
each. Each group consisted of 5 (22.7%) females
and 17 (77.3%) males, with 19 (86.4%) patients
under the age of 70 and 3 (13.6%) patients older
than 70 years (p > 0.99).

The tumor sizes in the study group were 0-5 cm in
3 patients, 5-10 cm in 16 patients and 10-15 cm
in 3 patients (13.6%, 72.7% and 13.6%, respec-
tively). In the control group, 5 (22.7%) patients
had a tumor size of 0-5 c¢m, 15 (68.2%) patients —
5-10 cm, and 2 (9.1%) patients — 10-15 cm
(p=0.693). In the study group there were 11 (50%)
patients with clinical stages of ¢T3 and cT4. In the
control group, 10 (45.5%) patients had the clinical
stage of cT3, 12 (54.5%) had cT4 (p = 0.763). The
number of patients with stage cNO was 5 (22.7%)
and 6 (27.3%) in the study and control groups, re-
spectively. There were 17 (77.3%) and 16 (72.7%)
patients with clinical stages of cN1-2 in the study
and control groups, respectively (p = 0.728). The
general characteristics of both groups are pre-
sented in Table 1.

It follows from Table 1 that there were no signifi-
cant differences between the patients from the

193 patients - archive of Blokhin
National Medical Research

study and control groups in the main characteris-
tics that could affect the treatment and prognosis
of the disease.

The rate of achieving pathomorphosis of the 3rd-
4thgrade in the group of patients with SRCCR
(Table 2) was 40.9%, in the group of patients with
rectal adenocarcinoma — 45.5% (p = 0.761). The
rate of achieving therapeutic pathomorphosis of
the 4th grade was 9.1% in the study group and
13.6% in the control group (p > 0.99).

An additional tool for assessing the effect of
preoperative treatment was the RECIST scale. It
follows from Table 3 that the distribution of the
grades of response to neoadjuvant CRT signifi-
cantly differed in the groups of SRCCR and rec-
tal adenocarcinoma (p = 0.018). With SRCCR in
9 (40.9%) patients, 12 (54.5%) and 1 (4.5%) pa-
tients had partial tumor regression, stabilization
and progression, respectively. In rectal adeno-
carcinoma, partial regression was observed in 18
(81.8%) patients, and stabilization was observed
in 4 (18.2%).

7-12 weeks after the end of CRT, all patients un-
derwent surgery with a resection volume of RO.
It is worth noting that in the SRCCR group, 10
(45.5%) patients underwent sphincter—preserving
surgeries and 12 (54.5%) underwent abdominal-
perineal extirpation (APE). In the group of rectal

Center of Oncology,
21 patients - RSSCYC‘ registry

- 45 patients - revision of histological
specimens from other institutions

- 4 patients - metastases of gastric signet ring
cell carcinoma into the pararectal tissue
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- 26 - inpatient treatment was not performed
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Figure 1. Block diagram of the selection of medical records of patients for research
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Table 1. Comparative characteristics of patients

Study group (SRCCR) Control group (Rectal
Category N = 22 (100%) adenocarcinoma) p
N =22 (100%)
N % N %
Number of patients 22 100 22 100 1.00
Gender
Female 5 22.7 5 22.7 1.00
Male 17 77.3 17 77.3
Age
<70 years 19 86.4 19 86.4 1.00
> 70 years 3 13.6 3 13.6
Tumor size
0-5cm 3 13.6 5 22.7 0.693
5-10 cm 16 72.7 15 68.2
10-15 cm 3 13.6 2 9.1
Stage T
cT3 11 50.0 10 45.5 0.763
cT4 11 50.0 12 54.5
Stage N
cNO 5 22.7 6 27.3 0.728
cN1, cN2 17 77.3 16 72.7
Table 2. Comparative characteristics of Dworak tumor regression grade
Tumor regression grade Study group (SRCCR) Control group (rectal adenocarcinoma) p
(Dworak) N =22 (100%) N =22 (100%)
0 3 (13.6%) 0 (0%) 0.1
1 6 (27.3%) 2 (9.1%)
2 4 (18.2%) 10 (45.5%)
3 7 (31.8%) 7 (31.8%)
4 2 (9.1%) 3 (13.6%)
Table 3. Assessment of the efficacy of neoadjuvant CRT according to the RECIST scale
Grade Study group (SRCCR) Control group (rectal adenocarcinoma) p
N =22 (100%) N =22 (100%)
Partial regression (> 30%) 9 (40.9%) 18 (81.8%) 0.018
Stabilization 12 (54.5%) 4 (18.2%)
Progression 1 (4.5%) 0 (0%)

adenocarcinoma, sphincter-preserving surger-
ies were performed in 19 (86.4%) patients, and
APE —in 3 (13.6%) patients (p = 0.004).

The median follow-up was 58.8 months. During
this time, recurrences developed in 3 (13.6%) pa-
tients in the study group, in 1 (4.5%) patient — in
the control group (p = 0.294). Metastases during
this time appeared in 11 (50.0%) patients in the
study group and in 6 (27.3%) patients — in the
control group (p = 0.122).

Five-year 0S was 34% in the SRCCR group and 71.3%
in the rectal adenocarcinoma group (p = 0.024)
(Fig. 2); and five—year DFS was 30.2% in the SRCCR

S¢pPeKTUBHOCTL HEOAABIOBAHTHON XMMMOY4€BOM Tepanmm
NPy NepCTHEBUAHOKNETOYHOM PAKe MPSMOM KMLLIKM:
PETPOCNEeKTUBHOE UCCEAOBAHME C NCEBAOPAHAOMU3ALMEN

group and 52.2% in the rectal adenocarcinoma
group (p = 0.115) (Fig. 3).

DISCUSSION

There were no significant differences in the sen-
sitivity of SRCCR and adenocarcinoma to CRT
(p =0.761): the rate of therapeutic pathomorpho-
sis of grades 3-4 on the Dworak scale was 40.9%
in the group of patients with SRCCR and 45.5% —
with adenocarcinoma. The rate of achieving ther-
apeutic pathomorphosis of grade 4 was 9.1% in
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the study group and 13.6% in the control group
(p>0.99).

At the same time, according to the RECIST crite-
ria a partial response was significantly more often
achieved in adenocarcinoma group — in 81.8% of
patients compared with 40.9% in SRCCR group. In
adenocarcinoma, other authors had similar partial
response rates [8,9]. This may be important when
making decisions about the tactics of treatment
of such patients. We are less likely to expect tu-
mor regression after CRT for SRCCR and, accord-
ingly, the administration of this treatment in or-
der to increase resectability may be less justified.
Excellent data were obtained in the study by Attia
A.M., et al.: out of 18 patients with SRCCR after
neoadjuvant CRT, therapeutic pathomorphosis of
grades 3-4 (as per Dworak scale) was achieved in
all of them, while out of 177 patients with a tu-
mor without a signet ring cell component — in
only 59.9% (p < 0.0001) [10]. According to a study
by Bratland A. et al., out of 6 analyzed patients
with SRCCR, 3 patients had complete disappear-
ance of tumor cells after neoadjuvant CRT, and 3
patients retained residual tumor infiltration into
the intestinal wall, mesorectum and adjacent

pelvic structures [7]. In a study by Zhou Y., et al.,
the response to preoperative CRT was studied in
7 patients with SRCCR: 4 of them had TRG1 grade
of tumor regression according to Mandard A.M., 2
had TRG2, 1 patient had a partial response, 1 had a
poor response [11].

In our study, the five—year 0S with SRCCR was
34%, while with rectal adenocarcinoma — 71.3%.
Similar data were obtained in a meta-analysis by
Fad M.G., et al.: the five-year OS with SRCCR was
lower than with rectal adenocarcinoma (HR 2.54;
95% (I 1.98-3.27; p <0.001) [1]. In a study by Nick
Hugen et al., five-year 0S was 19.5% with SRCCR
and 58.5% with rectal adenocarcinoma [12]. San-
Gang Wu., et al. in their work revealed that the
five-year OS with SRCCR was 39.0% [13], which is
comparable with our results. Such an unfavorable
prognosis for SRCCR may be associated with a more
frequent early development of metastases in pa-
tients with this histological subtype in compari-
son with rectal adenocarcinoma. It has been sug-
gested that the reason for this pattern lies in the
fact that with SRCCR there is a reduced expression
of E-cadher in and catenin involved in intercellu-
lar adhesion and, accordingly, being suppressors

+
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Figure 2. Kaplan-Meier overall survival (0S) curves. The blue line indicates the study group (SRCCR), the green line indicates the

control group (adenocarcinoma).
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of tumor invasion [14-16]. Perhaps, in order to in-
crease 0S and DFS with SRCCR, it is worth consider-
ing the intensification of neoadjuvant effects on
the tumor, since in the study by Mammadli Z.Z., et
al., it was shown that when induction and consoli-
dating chemotherapy were added to CRT, a com-
plete morphological response was significantly
more often recorded (p = 0.021) [17].

The advantage is that our study is one of the few
in which a comparative assessment of the long-
term results of treatment of patients with SRCCR
in comparison with rectal adenocarcinoma was
carried out. We were able to select a group of pa-
tients with a similar initial clinical picture of dis-
eases that differ only in histological structure.
Our study has some disadvantages. Despite the
fact that the incidence of SRCCR is extremely low,
there is still insufficient data of 22 patients with
SRCCR for an objective assessment. In order to get
more information about the correlation between
the response to preoperative CRT and the histo-
logical subtype of the tumor, it is necessary to
analyze the results of a larger number of patients.
In addition, it should be taken into account that
our study contains information for 20 years of

follow-up, and patients who received treatment
in later years could have a better prognosis due
to the continuous improvement of medical equip-
ment and advances in drug therapy.

CONCLUSION

Based on the results of the study, important data
were obtained on the effectiveness of neoadju-
vant CRT in patients with SRCCR. Despite the ab-
sence of significant differences in the response to
preoperative RT, in the SRCCR group, OS and DFS
were lower than in the adenocarcinoma group due
to early metastasis. The obtained results can be
used in the future when planning treatment tac-
tics for patients with this subtype of rectal tumor.
However, it is advisable to further accumulate ma-
terial within a multicenter registry to form a more
representative sample.
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CpaBHUTENbHBIA aHANM3 3pPEKTUBHOCTU NTEYEHMS
TPAHCCPUHKTEPHDBIX CBULLLEN 3AQHErO NPOXOAA
PA3IM4YHBIMU METOAAMM
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LEJIb: u3ydums omoaneHHble pe3ynbmamsl UCNONb30BAHUA 1A3EPHOL MeXHOI02UU 8 XUpypeudyecKoM siedyeHuu
csuLyeli 3a0He20 NPoxo0a No CpasBHeHUK ¢ MPAaOULUOHHLIMU Memodamu (ucceyeHue CBULLA C NOCAOYIOWUM Npo-
BedeHueM lU2amypbl, UCCeYyeHue CBULYA C NOCAeOYIOWUM BOCCMAHOBNeHUeM CHUHKmMepa).

[TALMEHTbBI N METO/AbI: nposedeHo o0HoueHmMpoBoe pempocnekmusHoe UcciedoBaHue, Kpumepuem BKI0YeHUs nayueH-
MO8 ABNIANOCH HANUYUE Y NAaYUeHmMo8 MPaHCCHUHKMeEpPHbIX cauLyeli 3a0He2o npoxoda. Konuvecmso nayueHmos — 150
(nepsas epynna — 50 nayuermos, smopas 2pynna — 50 nayueHmos, mpemss 2pynna — 50 nayuexmos). lMayueHmam
npou3goounu 3 8apuaHma onepamusHo20 smewiamenscmaad. B 1 (ocHOBHOL) apynne 8bINONHAU leYeHue CBULYA C NOMO-
Wbtko 1a3epHol mexHoso2uu, 80 2 2pynne — uccevyeHUe CBULYA C NOCTedyiouwUM nposedeHUeM u2amypb, 8 3 epynne —
uccedeHue c8ULA C Nocedyiowum yLuusarHuem cuHkmepa. [lposedeH aHanu3 KOMNOHEHM Nokasameseli Ka4yecmsa KU3HU
(no wrone SF-36), a marsxe pasnuyudi no yacmome peyudusos Ha 180 cymku nocie nposedeHHol onepayul.
PE3YJIbTATbI: ycma+osneHo, Ymo Yacmoma peyudusos npu UCNoib308aHUU A3epHOl mexHoI02uu docmosepHo
He yBesnuyuBaemcs no cpasHeHutd ¢ KOHMpobHbIMU epynnamu (p = 0,5). B ocHosHoU epynne cnycms 6 mecayes
nocne onepayuu BbifaeHbI 6osIee BbICOKUE NOKA3amenu KoMnoHeHmsl usuyeckozo 30oposssa (PH) (F=11260,72
p =0,001), a makxe ncuxuyeckozo 30oposes (MH) (F=10459,6 p =0,001).

3AKJIIOYEHWNE: neyeHue csuueli 3a0He20 npoxodd ¢ NOMOWbIO 1A3ePHbIX MexHO02Ull He yseauyusaem 4acmomy
peyuouBo8 U yayywiaem Ka4yecmso xu3Hu NayueHmos no CPasHEHUo ¢ MpaduyuoHHsIMU Memooamu.

KJIIOYEBBIE C/I0OBA: csuwu npamoli KUWKU, 1a3epHOe SieyeHue, Xupypauyeckoe eyeHue, K1acmepHbIl aHaau3, OucnepcuoHHbIl aHanu3

KOH®JINKT MHTEPECOB: asmopei 3a58/15t0m 06 omcymcmauu KOHGAUKMAG UHMepecos

ANA UWTUPOBAHUA: [lenucenko 3.B., feHucenko B.J., Tauu .M., Lbinnakos K.T., Kopo6os '.[l. CpaBHMTeNbHbI aHanu3 3t hekTus-
HOCTU NeYyeHns TPaHCCHUHKTEPHBIX CBULEN 3afHEro NPOXoAa pas3nuyHbiMu MeTtoaamu. Kosonpokmonoeus. 2023; 1. 22, Ne 3, c. 70-74.
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Comparative analysis of the effectiveness of the treatment
of transsphincter anal fistulas by various methods
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2Vitebsk State Medical University (27, Frunze Ave., Vitebsk, 210009, Republic of Belarus)

3GUO “Belarusian Medical Academy of Postgraduate Education” (P. Brovki st., 3, bld. 3, Minsk, 220013,
Republic of Belarus)

AIM: to assess the effectiveness late results of laser technologies in the treatment of anal fistulas compared with tradition-
al methods (excision of the fistula followed by ligature, excision of the fistula followed by restoration of the sphincter).
PATIENTS AND METHODS: a single-center retrospective study included 150 patients. Patients underwent 3 variants
of surgical intervention. In the first group (50 patients), the fistula was treated with laser technology. In the 2nd
group (50 patients), the fistula was excised followed by seton, in the 3rd group (50 patients), the fistula was excised
followed by sphincteroplasty. Quality of life (according to the SF-36 school), as well as differences in the proportion
of relapses on the 180th day after the surgery was carried out.
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RESULTS: it was revealed that higher indicators of the components of physical health (PH) (F=11260.72 p <0.001),
as well as mental health (MN) (F = 10459.6 p < 0.001) were detected in the group of patients treated with laser
technology. The calculation of significant differences in the observation groups showed that with the number of
observations more than the specified one, it is possible to state a decrease in the number of relapses with the laser
treatment method by 2.2 times compared with traditional methods.

CONCLUSION: laser technology for anal fistulas is a progressive method that provides a significant reduce of recur-
rence rate, as well as improving the quality of life of patients in late postoperative period.

KEYWORDS: rectal fistulas, laser treatment, surgical treatment, cluster analysis, analysis of variance

CONFLICTS OF INTEREST: The authors declare no conflicts of interest

FOR CITATION: Denisenko E.V., Denisenko V.L., Gain Yu.M., Tsyplakov K.G., Korobov G.D. Comparative analysis of the effec-
tiveness of the treatment of transsphincter anal fistulas by various methods. Koloproktologia. 2023;22(3):70-74. (in Russ.).
https://doi.org/10.33878/2073-7556-2023-22-3-70-74

AJPEC A1A NMEPEMUCKYU: [leHuceHko Baneput JlapuoHosuy, Y3 «Bumebckuli 061acmHOl KAUHUYeCKUL Cneyuanu3uposaHHbIl yeHmpy,
yn. Hexpacosa, 0. 10, Bumebck, 210001, Pecny6bnuxa benapycs, men.: +375212332247; e-mail: vl_denisenko@mail.ru

ADDRESS FOR CORRESPONDENCE: Denisenko V.L., Vitebsk Regional Clinical Specialized Center, Nekrasova st., 10, Vitebsk, 210001, Republic of

Belarus; tel.: +375212332247; e-mail: vl_denisenko@mail.ru

Jama nocmynnenus — 14.12.2022
Received — 14.12.2022

BBEOEHWE

Mpobnema nedeHus CBULLEH NPAMON KMULWKM OCTaeTCs
3HauYMMOli B COBpPEMEHHOI Kononpoktonoruu. Yacrora
BCTPEYAEMOCTU CBULLEA NPAMON KUIIKKU, B CpefHeM,
coctasnset ot 8 go 23 cnyyaes Ha 100000 HaceneHus
[1,2]. Hanbonee yacto natonorusi BCTpevaercs y nul
TpypocnocobHoro Bo3pacta [3]. Cpeau nauyueHTos,
rOCNUTANN3NPOBAHHbLIX B KONOMPOKTONOTUYECKUe OT-
[efleHus, 4acToTa BCTPeYaeMoCTH CBULLE NPAMON KULL-
Kn cocTaBnseT oT 15 go 45% [4]. B HacToswee Bpems
pa3paboTaHo W ucnonb3yetcs 6Gonee 150 pasanMyHbIX
CMOCOBOB XWUPYPrUYECKOr0o NeYeHUs CIOXKHbLIX yYpec-
M 3IKCTPAChUHKTEPHbIX cBUlWein [5-7]. 3To roBopuT
0 HEepelweHHOCTN NpobGaeMbl eYeHUs JaHHON NaToso-
TMU 1 HEOBXO[MMOCTM flaNbHeliwero noucka ahhekTus-
HbIX MalOMHBA3NBHbIX METOJOB.

LEJSTb MCCIEOOBAHMA

N3yyutb B OTAANEHHOM MOCNEONEpaLUOHHOM nepuofe
3¢ HEKTUBHOCTb NCMONb30BAHUA 1A3€PHbIX TEXHOOT U
B JIeYEHUM TPAHCCPUHKTEPHBIX CBULLEI 3aAHEr0 NPOXOo-
L2 MO CPaBHEHWIO C TPaJULMOHHbIMM MeToAamu (ucce-
YeHMe CBULLA C NOCNeaYIOLWNM NPOBEAEHUEM TUFATYPbI,
ncceyeHue CBMWA C NOCTEAYIOWMM BOCCTAHOBAEHUEM
cuHkTepa).

NAUMEHTBI U METObI

”pOBe,D,EHO O[HOLEHTPOBOE PETPOCNEKTUBHOE uUCCNe-
[OBaHUE, KpUtepmuem BKIOYEHUA NAUNEHTOB ABNANOCH

CpasHuTenbHbIA aHANM3 3¢pHEeKTUBHOCTH NIEUEHMUs TPAHCCHHUHKTEPHBIX
CBMLUe/ 30HEro NPOXOAQA PA3IMYHLIMM METOAAMM

Mocne dopabomku — 09.06.2023
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Accepted for publication — 14.08.2023

Hann4me TPaHCCHUHKTEPHbIX CBULLEH 3aAHEro MPOXoaa,
C BOBJIeYEHMEM NMOBEPXHOCTHOI U ry6OKOi Nopuuit Ha-
pyHoro chuHKTepa.

Kputepusimu ucknoueHus Oblan: TpaHCCHUHKTEPHbIE
CBULUM C BOBNEYEHUEM MOAKOXKHOWN NOPLMUM HAPYXKHOTO
cuHKTEpPa, HaNnyne y NaLMeHToB CBULLEN, BbI3BAHHBIX
6one3Hblo KpoHa 1 A3BEHHbIM KONUTOM, HalMuue y na-
LLMEeHTOB CBULUEN, N0 NOBOAY KOTOPbIX YK€ NPOBOAUNOCH
onepaTMBHOE BMeLATENbCTBO, HaAWyue y NaLMeHTOB
CBULLEN C rpy6bIMU pyOLOBBIMIA U3MEHEHUAMM, HANNYNE
HEeJOCTAaTOYHOCTM aHaNbHOro chuHKTepa 6onee 1 6anna
no wkane BekcHepa.

B uccnegosanune BknoueHo 150 nauymneHToB. B nepeyto
rpynny Bowau 50 nauneHToB, KOTOPbIM GbIIO BbIMONHE-
HO NleYyeHne CBULA C NOMOLLbIO Na3epHOI TEXHONOTUM.
Onepauuio NpoBOAMAK NOA 3NUAYPANbHON aHecTesuneil.
Mocne npeHTUdUKaALMK CBULLEBOTO XOAA U €ro Klopera-
Xa OCYLEeCTBAANMN YWWUBAHUE BHYTPEHHEro CBULEBOro
oTBepcTUA. Yepe3 HapyxHoe OTBEpCTUE [0 BHYTPEH-
Hero OTBEPCTWA BBOAWIN pafMaNnbHblil 1a3epHbIil CBETO-
BOZJ W NPOU3BOAMIN TepMOOGANTEPALMIO CBULWA (ANUHA
BOJIHbI — 1560 HM, MowHOoCTb — 10 BT) nyTem npoxox-
[EHUA CBETOBOJOM B HAapyXXHOM HanpaBfieHUU CO CKO-
pocTbio 1 Mm/c.

Bo sTopyto rpynny Bownu 50 nauueHToB, KOTOPbIM Bbl-
NONHANN UCCeYEHMe CBULA C NOCNeAyLLNM npoBese-
HUEM NUraTypsbl.

B TpeTbto rpynny Bowsin 50 naLuneHToB, KOTOPbIM MPOK3-
BOAWNIM UCCEYEHME CBULLA C NOCAeAYIOWMM YILNBAHNEM
Hapy»Horo cuHKTepa.

CreneHb BoBJeYeHUA chUHKTepa npencTaBneHa B Tab-
nue 1.

Paznuuuit no Tonorpadum cBMWa Mexny rpynnamu He
BbIfiBNEHO (% = 1,24; p=0,54).

Comparative analysis of the effectiveness of the treatment
of transsphincter anal fistulas by various methods
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Tabnuua 1. CmeneHs BoBACYEHUS CGHUHKMEPA Y NALUEHMOB 8 UCCAEOYeMbIX 2pynnax
Table 1. The degree of involvement of the sphincter in patients in the study groups

I'pynna
Bup ceuwa

1 rpynna

2 rpynna

3 rpynna

MauneHTbl ¢ BOBNEYEHWEM NOBEPXHOCTHO NOpLMK
cuHkTepa (%)

38 (76,0%)

33 (66,0%)

35 (70,0%)

MauneHTbl C BOBNeYeHUEM r1y6oKoi nopuum

12 (24,0%)

HapyxHoro cuHkTepa (%)

17 (34,0%)

15 (30,0%)

Tabnuua 2. YposeHs usuyeckozo U ncuxu4eckozo KOMnNoHeHmMos 300p08sA y nayueHmos 0o onepayuu

Table 2. The level of physical and mental components of health in patients before surgery

Ipynna
MNoka3atenu Ka4yecTBa XKU3HU 1rpynna Zrpynna 3 rpynna
Dusnyeckuit KomnoHeHT 3g0posbs (PH) 32,8 33,5 33,4
lMcuxuyecknit KOMNOHeHT 380poBbs (MH) 29,8 28,1 27,5

Table 3. The level of physical and mental componen

Tabnuua 3. YposeHs usuyeckozo u ncuxuyecko2o KOMNoHeHMo8 300po8bA y nayueHmos Ha 180 cymku noce onepayuu
ts of health in patients on the 180th day after surgery

Tpynna
MokasaTtenun KayecTBa }U3HU 1 rpynna 2 rpynna 3 rpynna
Dusnyeckuit KoMmnoHeHT 380poBbsa (PH) 54,55 41,82 42,58
Mcuxuyecknit KOMNOHEHT 3n0poBbs (MH) 58,12 45,83 43,76
CpegHuii Bo3pacT B nepsoit rpynne — 30,2 + 1,3 net, (PH) u ncuxuyeckoro 3mopoebs (MH) nauueHToB.

+
cpefHui BO3pacT BO BTOpoit rpynne — 30,3 + 1,3 nert,

CpeAHuit Bo3pacT B TpeTbeit rpynne — 30,1 + 1,2 ner.
CTaTnCTMyYecKkn 3HaYMMBbIX Pas3nMyuii Mo BO3pacTy cpe-
LW Tpynn cpaBHeHWs He Habnwpanoce (p = 0,473).
MpoueHTHOE COOTHOWEHUE MYXYMH U IKEHIUH BO
BCEX Tpynnax CpaBHeHWsi GbIIO MPUMEPHO OAMHAKO-
BbiM (73,6% U 26,4%) BO BCex WM3y4YeHHbIX rpynnax
(p=0,856).

B kauectBe KputepueB 3PPEKTUBHOCTU MPUHATHI Ya-
CTOTa peuuAMBOB CBULA, KAYECTBO XW3HWM NO LWKane
SF-36 ¢ nocnepyoWwmm aHanM30M ee KOMNOHEHT U OLieH-
Ka GyHKUAM [epXaHUs KULIEYHOrOo COLEpXKUMOro.
Cratuctuyeckas 06paGoTKa AaHHBIX NpPOM3BOAMAACH
c nomolyblo nporpammsl STATISTICA 10.

PE3YJIbTATHI

lpoBefeH aHann3 4acToThl PeLMAMBOB B rpynnax Ha 180
CYTKM mocne onepauuu. B 1 rpynne peunpausbl uMenn me-
cto y 3 (6,0%) naunenTos, Bo 2 rpynne — y 6 (12,0%),
aB3rpynne —y 7 (14,0%).

CpaBHMTENbHOE M3yyeHMe YacToTbl PeLuAuBOB NoO-
clle NleYeHUs pasfiMyHbIMM MeTofamu (BOCCTaHOBJe-
Hue chUHKTEepa, NPOBefEHUEe NUraTypbl, Na3epHblif
cnoco6), npoBefeHHOE C MOMOLLbID aHanu3a conps-
XEHHOCTW no 4-Mm nonsam no kputeputo y® lMupcoHa,
He YCTAaHOBMIO CTAaTUCTUYECKM 3HAYUMbIX pas-
JNYNIA MeXAY YKasaHHbIMM rpynnamu. [lpoBepeH
CPaBHUTENbHbIA [MUCNEPCUOHHBIA  aHanu3 KOMMO-
HEHT noKa3aTeneil KayecTBa 3[0POBbA MNaLMEHTOB
Lo onepauuun. OueHuBanucb ypoBHU (DM3NYECKOTO

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

Pe3ynbTaThl OLEHKM (U3NYECKOTO U MCUXUYECKOrO
3[,0pPOBbA MaLMeHTOB A0 Onepaunn npepcTaBeHbl
B Tabnuue 2.

B xope aHanu3a BbIABAEHO, YTO B aHANU3MPYeMbIX rpyn-
nax NauMeHTOB MOKa3aTeNu NCUXMYECKoro u gusnye-
CKOTO 3[,0pOBbA CTaTUCTUYECKMN 3HAYMMO HE OTNIMYANNCh
(F=2,95p=0,06 n F=3,21, p=0,93, COOTBETCTBEHHO).
[lpoBefeH CpaBHUTENbHbIA AUCNEPCUOHHBIA  aHanu3
KOMMOHEHT NoKa3aTtenel KayecTBa 3,0pOBbA NaLUEHTOB
Ha 180 cyTku nocne onepauuun. OueHUBanUCb YpoOBHM
tusuyeckoro (PH) u ncuxuyeckoro 3poposbsi (MH) na-
LMeHTOB. Pe3ynbTaTbl OLEHKW U3UYECKOrO M Ncuxmuye-
CKOro 340p0BbA NauueHToB Ha 180 cyTku nocne onepa-
UMM NpeacTaBneHbl B Tabnuue 3.

CpaBHuTenbHbIN aHanuM3 KommnoHeHT SF-36 B rpyn-
nax HabilAeHUs NPOBOAMICA C MOMOLbI Aucnep-
CMOHHOTO aHa/su3a C MOBTOPHLIMKU HaAbBMOAEHUAMM
[o onepauun u Ha 180 cyTku nocneonepaumMoHHOro
nepuopa. PacyeTbl nMpoBOAMANCL C MOMOLLbID CUT-
Ma-orpaHuyeHHon mogenn u pekomnosuuymm VI Tuna.
[Tpn 3TomM ypoBeHb PH Ha 180 cyTkn nocne onepauuu
B 1 rpynne Bbiwe, B cpefHeM, Ha 21,7 ([Wqes 22,9 + 20,5,
p=0,0001), Bo 2 rpynne Bellwe, B cpefHeM, Ha 8,3 (O s
9,5+ 7,1, p=0,0001), a B 3 rpynne Bbllle, B CPELHEM,
Ha 9,2 ([N 10,4 + 8,0, p=0,0001). Mpwu 3TOM ypoBEHb
MH Ha 180 cyTku nocne onepauuu B 1 rpynne Bbille,
B cpepHeM, Ha 28,4 (AW, 29,7 + 27,0, p = 0,0001), Bo
2 rpynne Bolwe, B cpegHeM, Ha 17,7 (AN 19,1 + 16,4,
p = 0,0001), a B 3 rpynne Bbille, B CpeAHeM, Ha 16,3
(OWyes 17,6 + 14,9, p = 0,0001).

MpoBeaeH OAHOMAKTOPHbIA  [UCNEPCUOHHLIA  aHa-
7m3 no lMpCOHY Ha Tpex ypoBHsAX (nasep, nuratypa,
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BOCCTaHoBNeHWe cuHKTepa). B xope aHanu3a BbisiB-
JIeHO, YTO GoJlee BbICOKME MOKA3ATENMN KOMMOHEHTbI (-
3nyeckoro 3gopoebs (PH) BbisiBneHbl B 1 rpynne nauu-
eHToB, F = 11260,72, p = 0,001. CnepyeT 0TMeTUTb, YTO
pasnnyma B CpefiHUX 3HAYEHNAX B KOMMOHEHTe husmnye-
ckoro 3g0posbs (PH) Bo 2 1 3 rpynnax He yCTaHOB/EHbI
(HaMmeHbWwas 3HauyuMmas pasHoctb Puwepa p = 0,440).
AHanornyHbiM 06pa3om OblIM NpoaHaNU3UPOBaHLI U NO-
KaszaTenn KOMMOHEHTbI ncuxuyeckoro 3goposbs (MH).
Moka3aTtenb NCMXMYECKOro 340POBbS NALUEHTOB TaK Xe
6bin cambiM BbicoKMM B 1 rpynne, F=10459,6, p = 0,001.
Mpn aHanu3e QYHKUMKU AepXaHUA KULWEYHOro copep-
wumoro Ha 180 cyTku ycTaHosneHo, yto B 1 rpynne
nauMeHToB HapylleHnii He Habnwoganock. Bo 2 rpyn-
ne HapylweHue GQyHKLUUKM HAbBMIOAANOCh Yy 2 NaLUEHTOB,
npu aHKETUPOBaHUM — 6 GannoB U 4 Ganna no wWwkane
BekcHepa. B 3 rpynne HapylweHue dyHKLuK chUHKTEpa
Habnofanock y 1 mauueHTa, NpyU aHKeTUPOBaHUM — 3
6anna no wkane BekcHepa.

OBCYXIOEHWE

Mpo6nema neyeHus CBULEN 3aJHETO NPOXOAA OCTAETCS
HepeweHHOW [0 HACTOAWEro BpeMeHu. PapukanbHble
Cnocobbl leYeHns [aHHOI naTonoruu aatT Gonblwoe
KOJIMYEeCTBO OCIOXHEHUA U peuuauBoB. 3TO MOCHy-
U0 MPUYUHON MOMCKA HOBBIX, MEHEE WHBA3UBHbIX
CNocoboB ieYeHUs aHHOW NaToNornK, K KOTOPbLIM OT-
HOCATCA Na3epHble TexHonoruu. [laHHbil cnocob ne-
YeHUs MOKa3bliBaeT BbICOKMIA YPOBEHb KAueCTBa XKU3HU
NaLMeHTOB Kak 3a cyeT (U3MYeCcKOro, Tak U MCUXU-
4eCKOro KOMMOHEHTOB 340POBbs. YCTAHOBIEHO, YTO
Mo CPaBHEHWIO C TPAJULMUOHHBIMU METOAAMU NleYeHUs
CBULei [OCTOBEPHO NOBLIWAETCA HU3UYECKUI KOMNO-
HEHT 30poBbA. ITO MOXKET ObITb CBA3AHO C MEHbWUM
KOJMYeCTBOM PEeLUAMBOB NPU UCMOb30BAHNUM Na3ep-
HbIX TexHonoruit. Takxe Mcnonb3oBaHue nasepa noa-
pa3ymeBaeT OTCYTCTBUE NOBPeXAeHUs CHUHKTEPa, YTO
CBOAMT K MUHMMYMY TPaBMAaTUYHOCTb BMeLIaTENbCTBA
W, CNef0BaTesbHO, YMEHbIAET PUCK aHANbHON UHKOH-
TUHEHLWM, YTO TaK e MONOXUTENbHO CKa3biBaeTcs
Ha (U3NYECKOM KOMMOHEHTE 3[0pOBbs MAaLUEHTOB.
BbiCOKMit ypoBEHb MCUMXMYECKOTO KOMMOHEHTA 3[0pO-
BbS MOXET ObITb CBA3aH C MANOMHBA3MBHOCTbIO BMELIA-
TenbcTBa. [py 3TOM B nocieonepaLuoHHOM nepuoge
Ha paHHeM 3Tane y nayueHToB 6ONEBON CHHAPOM Bbi-
paxeH He3HauuTenbHo. B oTpaneHHom nocneonepa-
UMOHHOM nepuofe HabntoaaeTcs XOpowuin KOCMeTu-
yeckuii achdekT (rpybelii nocneonepayuoHHslii pybel
He o6pa3yeTcs). Bce 310 No3BoONAET CUMTATL Na3ePHBIil
Cnocob NneyeHns cBULLEN 3agHEro Npoxoaa 3 eKTus-
HOM anbTepHATUBON TPAJULMOHHBIM METOAAM NleYeHUs
AaHHOI natonoruu.

CpasHuTenbHbIA aHANM3 3¢pHEeKTUBHOCTH NIEUEHMUs TPAHCCHHUHKTEPHBIX
CBMLUe/ 30HEro NPOXOAQA PA3IMYHLIMM METOAAMM
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JleyeHne cauwen 3agHero npoxopa C nomMouwbio nasep-
HOM TEXHONOTUU He NPpnMBOAUT K YBEJIUYEHUIO YACTOThI
peunamMBoB, NO3BOJIAET MOBbLICUTH ¢)M3W4€CKMVI n ncu-
XUYECKUNA KOMMOHEHTHI 340pOBbA U YNYYLWNUTb Ka4yeCTBO
WU3HU NALMEHTOB B OTAANEHHOM nocneonepayMoHHOM
nepuoge no CpaBHEHUIO C TPAAULUMOHHBIMU METOAAMN.

YYACTUE ABTOPOB

KoHuenuns v am3aitH uccneposanus: [JeHuceHko 3.B.,
Lerucenko B.JI.

Cbop u obpaboTka matepuana: JeHuceHko 3.B.,
Lenucerko B.J1., [aur 1O.M.

CraTuctuyeckas obpaboTka: Kopobos I /[.

BoinonHeHwue onepauuii: Usinnakos K.I.

Hanucanue Tekcta: [JeHucenko 3.B., [JeHuceHko B.JI.,
laur O.M.

AUTHORS CONTRIBUTION
Concept of the study:
Valery L. Denisenko
Collection and processing of the material:
Eduard V. Denisenko, Valery L. Denisenko, Yury M. Gain
Statistical processing of materials: Gennady D. Korobov
Performing an operation: Konstantin G. Tsyplakov

Eduard V. Denisenko,

Writing of the text: Eduard V. Denisenko,
Valery L. Denisenko, Yury M. Gain

CBEAEHNA Ob ABTOPAX (ORCID)

JeHuceHko 3dpyapa BanepbeBny —  xupypr Y3

«BuTeOCKUI 06NACTHOM KIAMHUYECKMWII Cneyuranmsnpo-
BaHHbIN LIEeHTP».

[eHunceHko Banepuit JlapnoHoBuY — f.M.H., npoceccop
kadenpbl obwein xupyprun YO «Butebckuit rocypap-
CTBEHHbIA MEAWULMHCKUA YHUBEPCUTET», TNABHbIA Bpay
Y3 «BuTebcknii 06MacTHOW KAMHWUYECKUI cneLunanusu-
POBAHHbIN LLeHTp».

lamH HOpuit Muxaitnosuy — p.M.H., npodeccop Ka-
thenpbl HEOTNOXHON XMPYPriK, MPOPEKTOP MO Hay4YHO
pabote YO «benopycckas akagemus nocnegunioMHoro
o6pa3oBaHusa Bpayei».

UbinnakoB KoHcTaHTMH [eHHapbeBUY — 3aBefyloLui
OTAeNeHUs Kosonpoktonorum Y3 «Butebckuii obnact-
HOW KNMHNYECKUI CNeLnann3npoBaHHbli LeHTP».
Kopo6os TleHHaguit OMUTPUEBMY — K.M.H., OOLEHT
y4yebHOro LeHTpa NpakTMYecKol NOArOTOBKU U CUMYNS-
LWMOHHOTO 06yyeHus.

INFORMATION ABOUT AUTHORS (ORCID)

Eduard V. Denisenko — surgeon of the Vitebsk Regional
Clinical Specialized Center.

Valery L. Denisenko — MD, Professor of the Department
of General Surgery of the Vitebsk State Medical

Comparative analysis of the effectiveness of the treatment
of transsphincter anal fistulas by various methods

73



74

OPUTMHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

University, Chief Physician of the Vitebsk Regional
Clinical Specialized Center.

Yuri M. Gain — MD, Professor of the Department of
Emergency Surgery, Vice-Rector for Scientific Work of
the Belarusian Academy of Postgraduate Education of
Doctors.

JIUTEPATYPA

1. Wenwvirus  10.A., pea. KnuHuyeckue  pekomeHpauuu.
Kononpoktonorus. Mocksa, P®: II0TAP Megua; 2015. 528 c.

2. MomaskuH B.W., MaHcypos 0.B. JleyeHne akcTpacdUHKTEPHBIX
napapeKTanbHbIX CBULLEN, COYETAIOWNXCSA C HEA0CTAaTOYHOCTbIO aHab-
Horo couHKTepa. AkmyansHble 8onpocsl Kosonpokmonoauu. 2007;
c. 91-92.

3. Wanamos B.W. 1 coaBT. OnbIT neyeHns IKCTPACHUHKTEPHBIX Nps-
MOKULWEYHbIX CBULEN. BecmHUK HEOMM0XHOU U 80CCMAHOBUMEbHOL
meduyuHsl. 2012;13(4):531-532.

4. Anan M, et al. Fistulotomy with or without marsupialisation
of wound edges in treatment of simple anal fistula: a randomised

REFERENCES

1. Shelygin Yu.A., red. Clinical guidelines. Coloproctology. Moscow,
RF: GEOTAR Media. 2015; 528 p. (in Russ.).

2. Pomazkin V.I., Mansurov Yu.V. Treatment of extrasphincteric
pararectal fistulas, combined with anal sphincter insufficiency.
Aktual question coloproctology. 2007; pp. 91-92. (in Russ.).

3. Shalamov V.I., et al. Experience in the treatment of extrasphinc-
teric rectal fistulas. Bulletin Neo-lodge and Restore Medicine.
2012;13(4):531-532. (in Russ.).

4. Anan M, et al. Fistulotomy with or without marsupialisation
of wound edges in treatment of simple anal fistula: a randomised
controlled trial. Annals of the Royal College of Surgeons of England.

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

Konstantin G. Tsyplakov — Head of the Department
of Coloproctology of the Vitebsk Regional Clinical
Specialized Center.

Gennady D. Korobov — Candidate of Medical Sciences,
Associate Professor of the training center for Practical
training and Simulation training.

controlled trial. Annals of the Royal College of Surgeons of England.
2019;101(7):472-478.

5. Alfonso L, Carr S. Fistula In Ano. In: Stat Pearls [Internet].
Treasure Island (FL): Stat Pearls Publishing. 2021; Bookshelf ID:
NBK557517

6. Jimenez M, Mandava N. Anorectal Fistula. Stat Pearls [Internet].
Treasure Island (FL): Stat Pearls Publishing. 2021; Bookshelf ID:
NBK560657

7. Farag A, et al. One stage fistulectomy for high anal fistula with
reconstruction of anal sphincter without fecal diversion. Asian J
Surg. 2019;42(8):792-796.

2019;101(7):472-478.

5. Alfonso L, Carr S. Fistula In Ano. In: Stat Pearls [Internet].
Treasure Island (FL): Stat Pearls Publishing. 2021; Bookshelf ID:
NBK557517

6. Jimenez M, Mandava N. Anorectal Fistula. Stat Pearls [Internet].
Treasure Island (FL): Stat Pearls Publishing. 2021; Bookshelf ID:
NBK560657

7. Farag A, et al. One stage fistulectomy for high anal fistula with
reconstruction of anal sphincter without fecal diversion. Asian J
Surg. 2019;42(8):792-796.

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023



OPUTUHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

https://doi.org/10.33878/2073-7556-2023-22-3-75

KommeHTapuu pegkonnerum K crarbe

'.) Check for updates ‘

(cc

«CpaBHuTENbHBIM aHaNU3 3¢ PEKTUBHOCTH JIeYEHMS CBULLLEH 30AHEr0o

NMPOXoAa pPA3nMYHbIMK MeTogaMmK», asTopbl: [leHucexnko 3.B.,
Henuncenko B.J1., Taun FO.M., Upinnakos K.T., Kopoboe I 1.

CtaTbs MocBslleHa OfHOM U3 aKTyalbHbIX Npobnem co-
BPEMEHHOW KONOMPOKTONOTUN — JIEYEHUID CNOXHBIX
CBUILEH NpAMOit KMWKK. B paboTe npuBeneHbl AaHHbIe
06 3thheKTUBHOCTU NeyeHns B 3 rpynnax: nocne juk-
BMAALMM CBUILA METOLOM N1Ia3epHO Koarynauuw, iu-
raTypHOro MeTofa W UCCeYeHWUs CBULWA C YLIWBAHUEM
chuHKTEpa. ABTOpbI CPaBHUBAIOT YACTOTY 3aXUBIEHUS
CBULEN, @ TaKXe BAUAHME MeTOAA JeYyeHUs Ha Kaye-
CTBO XW3HW MaLMeHTOB, oLeHeHHoe no lwKane SF-36.
MpumMeHeHMe na3epHbIX TEXHONOrMIA NO3BOAMAO AO-
CTWUYb 3aXKMBNneHue ceuein B 94% cnyyaes, B TO Bpe-
Mf KaK nocne TPaagWLMOHHBLIX METOAWK YacToTa 3a-
KUBNEHUA Oblna HuKe: nuratypHbii meton — 88%,
ncceyeHue CBMILA C ywuBaHWeM cuHKkTepa — 86%.
OnybnuKoBaHHble pe3ynbTaThl MPUMEHEHWUS METOAM-
kn FiLaC™ cBupeTenbcTByioT 06 o6GpaTHOM: 4acToTa
3aXUBNEHUA CBULLEH He AOCTUraeT 3HAaYeHWR, KOTO-
pble MOXHO MOAYYUTb MPWU WUCMONb30BAHUW TpagULU-
OHHbIX MeTOoAMK. Tak, CpefHAf YacToTa 3aXMBNEHUs,
no JaHHbIM 0630pa sMTepaTypbl ¥ MeTaaHanu3a faH-
HbiXx MatuHaH A.B. n coast. (2019), coctasuna 65%,
Elfeki H. u coasTt. (2020) — 67%. Bo3moxHo aBTopam
yAanochb pa3paboTaTb KAKON-TO OPUTMHANBHBI BapUaHT
TEXHUKW onepauumn, cnocob 6onee HageXHOro 3aKpsbl-
TWA BHYTPEHHEro CBULLEBOr0 OTBEPCTUSA, YTO NO3BONU-
/10 NONIyYUTb CTONb BNeyaTaaiowme pesynbratel? B atom
KOHTEKCTEe OblNo Obl HE JUWHUM ONUCaTb TEXHUYECKUE
0COGEHHOCTM BMELWATENbCTBA, MPUBECTU WANMIOCTPa-
uuu, AemoHcTpupytolme ero xop. W3 KanHuveckux

KoMMmeHTapum pepkonnerum k cratbe
CpasHuTenbHbIA AHANKM3 3G PEKTUBHOCTH NIEUEHMS CBMULLEN
30/Hero NPOXoAd PA3NUYHLIMM METOAAMM

AaHHbIX MHTEPecHbIMU OblinM Obl CBEAEHMS O MpUYM-
Hax peuWAMBOB CBULEN B OCHOBHOW U KOHTPONbHbIX
rpynnax, Kakas TaKTWKa JeyeHus Obina npepnpuHs-
Ta y 3TUX NAUMEHTOB, ObIIN NN U3MEHEHUs hYHKLUK
LepXaHuA KuweyHoro copepxumoro? MocnegHuin Bo-
npoc fBnseTcs oco6eHHO BaXHLIM Yy MALMEHTOB, KO-
TOPbIM CBULY, JIMKBULMPOBANCA JIUTATypHbIM METOLOM.
YynTbIBas, YTO Pa3Nuyns MeXAY rpynnamu npum Bbibopkax
no 50 NaunMeHToB ObIIN CTAaTUCTUYECKM He 3HAYUMbIMK,
aBTOpaMy OMpaBAAHHO BbINOMHEH pacyeT pe3y/bTaToB
BEPOATHbIX NPU YBEIMYEHUN MOLLHOCTU UCCIEA0BaAHUSA
(npu p = 0,7) 1, COOTBETCTBEHHO, HEOOXO[MMOrO 06be-
Ma BblOOpKYM mauueHToB. Kak nokasana akcTpanonsums
AaHHbIX, NPU YBEAUYEHUU BHIGOPKM MALUEHTOB B KaX-
LoV rpynne 6onee 244, 4acToTa peyuiMBOB NPY UCMONb-
30BaHWUM Na3epHbIX TEXHONOTMI yMeHbWMUTC U bypeT
B 2,2 pa3a MeHble N0 CPaBHEHWID C TPAJULMUOHHbLIMY
metofamu. OfHaKo, yunTbiBas faHHble 06 3dhdhekTus-
HOCTW Na3epHOil Koarynauuu CBULEN, MPUBEAEHHbIE
APYrMMu aBTOpaMu, METOAMKA MO MOKa3aTeNsM 3aXMB-
JIEHUs He MPeBOCXOAMT fpyrue chuHKTepocbeperato-
Wwue onepauuu M UMeeT OrpaHUYeHHOe MpUMEHEHMe.
Cepbe3HbIM HeOCTaTKOM aHanM3a KayecTBa KU3HU
ABNSAETCA OTCYTCTBME €ro OLEHKM [0 Hayana fevyeHus
KaK B OCHOBHOI rpynne, Tak v B rpynnax CpaBHEHUs.
Pe3ynbTaTbl aHKETUPOBAHWA C MOMOLLbID OMNPOCHM-
ka SF-36 npuBefeHbl TONbKO MO OOWMM MoKasaTensm,
6e3 pa3feneHus Ha WKaNbl, YTO TAKKE 3aTPyAHAET UX
WHTepnpeTauuto.

Comments on the article
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Banuaauus onpocHUKa no oueHke cTeneHu pUcKa
obHApPYXeHMs KONIOPEKTANBHOrO paka

Kynoeckas O.MM.', Wenbirun KO.A."?, ®ponos C.A.!, Aukacoe C.M."2

'®reBY «<HMUL, kononpokronorun umenn A.H. Poknux» Munzppasa Poccuu (yn. Canama Aguns, a. 2, r. Mocksa,
123423, Poccus)
2PrbOY PMAHMO Munsppaea Poccun (yn. bappukaghas, a. 2/ 1, r. Mockea, 125993, Poccus)

UEJIb: nposecmu sanudayuto onpocHUKA (aHKembl) NO BbIABNCHUIO CMeneHu BeposMHOCMU 06HApYXeHUs Kolo-
pPeKmanbHo20 pakKa.
MAUNEHTBI M METO/bI: 8 npochekmusHoe npodosibHoe ucciedosaHue sKkao4eHsl 697 nayueHmos, snepssie obpa-
MUBLWIUXCA K BpAYY-KOJIONPOKMO/I02Y, KOMOpbIM Ob10 NPOBEOeHO GHKeMUpPOBAHUE U KOJIOHOCKONUSA. [ns oueHKu
3Hayumocmu pucka pazsumus KPP kaxdoeo omoensHo20 8onpoca 8 aHkeme 0Ji onpedesieHUs pucKa BblABAEHUA
KosnopekmanbHo20 paka (KPP), 6bi10 nposedeHo cmamucmuyeckoe MoOeauposaHue npu NOMoWu pezpecclioHHo20
aHanusa.
PE3YJIbTATbI: sbisisnerHo, ymo KPP 6bin duaeHocmuposaH y 39 (5,6%) nayueHmos, dobpokadyecmseHHsle 06pa3osa-
Hus moacmodi kuwkuy 283 (40,6%) nayueHmos. YcmaHo8/1eHo, 4mo BONPOCbI, BKIIOYeHHble 8 GHKemYy, uMelom pas-
JIUYHYI0 3HAYUMOCMb O/ onpedesieHus cmeneHu pUucka 06HAPYXeHUs KON0PeKmaabHo20 paka u 006poKayecmseH-
Hbix 06pazosaruli moacmol Kuwku, a onpedeneHHoe codemaHue OaHHbIX BONPOCOB SBASEMCS NPOZHOCMUYECKUM
akmopom ux sviasneHus. lpu ROC-aHanuse ycmaHosaeHa moyka omceyku 8 23 6anna, kKomopas deaum epynny
601bHbIX HA PECNOHOEHMOB C BLICOKUM U HU3KUM PUCKOM HAAUYUSA HOBOOOPA308aHULl MOACmol KUWKU € Yy8cmBu-
mensHocmbio 92,8% u cneyuguyHocmsto 39,2%. IMnowads nod kpusoli cocmasuna 0,724, ymo coomsemcmsyem
xopowel npo2Hocmuyeckol 3Ha4yuMmocmu mooesu.
3AKJIOYEHWE: paspabomarHbili OnpocHUK N0380/15iem onpedesisims CmeneHb pucka 06HAPYXeHUs KOJ0peKmars-
HO20 paKa u moxem 6bimb BKIOYEH 8 MOOe/b CKPUHUH20BOU Npo2pamml.

KJIIOYEBBIE CJIOBA: cKpuHUH2 KONIOPeKMaabHo20 PaKa, KONOPEKMAsbHbIl pak, onpoCHUK, GHKemuposaHue

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

ANA UNTUPOBAHUA: Kynosckas .M., Wensirun H.A., ®ponos C.A., Aukacos C./. Banupauus onpocHUKa No OLEHKe CTeNeHu pucka
o6HapyeHus KONOpeKTanbHoro paka. Kosonpokmosnoaus. 2023; 1. 22, N2 3, c. 76-84. https://doi.org/10.33878/2073-7556-2023-22-3-76-84

Validation of the risk questionnaire for
colorectal cancer detection

Darya P. Kulovskaya', Yuri A. Shelygin'?, Sergey A. Frolov', Sergey |. Achkasov'?

'Ryzhih National Medical Research Center of Coloproctology (Salyama Adilya st., 2, Moscow, 123423, Russia)
2Russian Medical Academy of Continuous Professional Education (Barrikadnaya st., 2/1, Moscow, 125993,
Russia)

AIM: to develop and validate of the colorectal cancer screening questionnaire.
PATIENTS AND METHODS: six hundred ninety seven patients without any significant complaints were prospectively
included in study. All patients underwent colonoscopy and specific questionnaire. Regression model was performed
to stratificate significance level of definite questions.
RESULTS: colorectal cancer (CRC) was diagnosed in 39 (5.6%) patients, benign colon neoplasms — in 283 (40.6%)
patients. In the ROC analysis, a cut-off of 23 points divides the group of patients into high and low risk of colorectal
neoplasms with a sensitivity of 92.8% and a specificity of 39.2%. The area under the curve was 0.724, which cor-
responds to the good predictive value.
CONCLUSION: the developed questionnaire show good predictive power for high CRC risk patients identification, and
can be included in the screening program model.

KEYWORDS: colorectal cancer screening, colorectal cancer, questionnaire

CONFLICT OF INTEREST: authors declared no conflict of interest

FOR CITATION: Kulovskaya D.P., Shelygin Y.A., Frolov S.A., Achkasov S.I. Validation of the risk questionnaire for colorectal cancer
detection. Koloproktologia. 2023;22(3):76-84. (in Russ.). https://doi.org/10.33878/2073-7556-2023-22-3-76-84
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BBEOEHWE

KonopektanbHelit pak (KPP) sBnsetca ogHuM n3 Hawu-
Gonee pacnpocTpaHeHHbIX BULOB 3710KAYeCTBEHHbIX
HoBooGpa3oBaHuii (3HO) B GosbWMHCTBE CTPaH MUPA,
a OHOrofMYHas NEeTaNbHOCTL OT JAHHOTO 3aboeBaHus
npesblwaet 13% [1,2].

B Poccuitckoit Pegepauyum pak 060404HOIM 1 NPAMON KU~
WOK 3aHWMaeT OfHO M3 BedyliMX MecT B OOLen CTpyK-
Type oHKonoruyeckoit 3abonesaemoctn (7,1% wn 5,1%,
COOTBETCTBEHHO). bnarogaps cOBEpLEHCTBOBAHWIO CH-
CTeMbl 3[ipaBOOXpPaHeHUs U aKTUBHOMY BHeApEeHMIO CO-
BPEMEHHbIX TEXHONIOrMI1 0TMEYaeTCa CTOMKAA TeHAEHLUMUSA
K CHUXEHWIO cMepTHOCTK y naymeHTos ¢ KPP. 3a nepuog
€ 2011 no 2021 rr. NpoLEHT IeTaIbHOCTU B TeYeHue rofia
C MOMEHTA YCTaHOBJIEHUs AMArHo3a npu pake 06onou-
HOW KUWKK cHu3unca ¢ 30,5% po 23,1%, a npsAMoit Kuw-
KW, PEKTOCUTMOUIHOr0 COeAnHEHNs 1 aHyca — ¢ 27,7%
o 19,2%. HecmoTps Ha MONOXUTENbHYIO TEHAEHLUMIO,
AaHHble LMdPbI 0CTAIOTCSA Ha JLOCTATOYHO BbICOKOM YPOB-
He W He MOryT YAOBNETBOPATb CMELWNANUCTOB, 3aHUMaI0-
LWMUXCA NeYeHneM LAHHOTO KOHTUHIEHTa NaLneHToB [3,4].
Hapsagy c pa3paboTkoii U BHeApeHMEM HOBBIX TEXHO-
JIOTUIA XUPYPTUYECKOTO U KOMOUHWUPOBAHHOTO JIeUeHUs
KOJIOPEeKTaNbHOro paka, MMpPOBbLIM co0b6LWecTBOM 60Nb-
oe BHUMaHWe yfenaeTca paHHei MarHOCTUKE U npo-
thunakTuke 3Toro 3abonesaHus.

Mo paHHBIM psAa aBTOPOB, B CTPaHax, rae peannsyloTcs
HaLMOHaNbHble MPOrPaMMbl, HANPaBIEHHbIE HA PaHHIOK
LWMArHOCTUKY paKka M NpeapakoBbix 3abonesaHuit Ton-
CTOM KMWKK, cMepTHOCTb 0T KPP Ha 25-30% Huxe [5,6].
3anocnefHue LeCATUNETUA BbINO NPELNOKEHO HECKOb-
KO pas/inyHbiX MPOrpamMM CKpPUHWHra KONOPEKTaNbHOro
paka, B 60/IbLWKMHCTBE U3 KOTOPBIX MPUMEHAETCA KONOHO-
cKonus, Kak Haumbonee 3pdeKTUBHLIN METOA [MarHoC-
TUKU 3aboneBaHuit ToncToit kuwkm [7,8]. OgHako TO-
TaAbHOE BbINOJHEHWE KONIOHOCKONMUK NPU MPOBEAEHNM
ckpuHuHra KPP B 60NbLIMHCTBE C/lyYyaeB HEBO3MOXHO,
TaK Kak TpebyeT 3HaYMUTENbHbIX IKOHOMUYECKUX 3aTpaT,
CBA3aHHbIX C UCMOIb30BAaHUEM JOPOroCTOsLero 06opy-
[LOBaHUA U MOLrOTOBKOW KBaNUMULMPOBaHHbLIX cneLu-
anuctoB. Kpome TOro, ABAAACL MHBA3MBHbLIM METOAOM,
3HAOCKOMMYECKOe WCCNefoBaHWe [0CTaTOYHO YacTo
BbI3bIBAET HETaTUBHOE BOCNPUATHE Y PECNOHAEHTOB, YTO
CNYUT OCHOBHOW NMPUYMHON OTKa3a OT ero NnpoBefeHus
[9-11].
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B cBsA3u € 3TUM, B nogaBnsiowiee 60MbLIMHCTBO NPOrpamMm
CKPUHWMHIa KONOPEKTaNbHOro paka Ha NepBOM 3Tane
BK/IOYAlOTCA abopaTopHble MeTodbl WCCNefoBaHus,
OCHOBAHHbIE HA OOHApYXEHUW CKPBITO KPOBM B Kane,
no3BOAALWME NPOBECTU CTPATUDUKALMIO PUCKOB 0OHa-
pYXKEeHMs 310KauyecTBEHHOr0 HOBOOOPa3oBaHUs TONCTOM
KAWKW 1 OnpefenuTb NoKaszaHus AN nocnepyloliero
BbINOJIHEHUS KONOHOCKonuK [12].

B nocnepHue rogbl npu ocywecTBAeHUM CKPUHUHIO-
BbIX MPOrpamMM npepnoyTeHne oTAaetca eKanbHOMy
ummyHoxummnyeckomy Ttecty (FIT) [13-15]. OpHako
AaHHbIN TecT He obnagaet 100% YyBCTBMTENbHOCTbIO
M cneuudUyYHOCTbIO, CONPOBOXAAETCA 3HAYUTENbHBIM
YMCIOM NNOXKHOMONOXMUTENbHBIX U TOXKHOOTPULLATENbHbIX
pe3ynbTaTos, TPEBYIOWMUX ABYX, @ TO U TPEXKPATHOTO Bbl-
nonHeHus uccnegoBaHus. K HegocTatkam TecTa Takxe
MOXHO OTHECTM 3KOHOMMYECKMe 3aTpaThl AfIf ero npo-
BEAEHMS U HU3KYIO YyBCTBUTENLHOCTb AN 06pa3oBaHuii
TONCTON KUWKM Hebonblmx pa3mepos [8], a npueep-
XEHHOCTb HAaCceNeHNs K BbINOJIHEHUIO TECTa COCTaBNAeT
61,5% [16].

TakuM 00pa3oM, Ha CErofHAWHUA LeHb NO-NPeXHeMy
OTCYTCTBYET eAHOE MHEeHUWe, KaKoi NOAXO[, B OpraHn3a-
L1U CKPUHUHTOBOM NPOrpaMMbl ABASETCSA ONTUMANIbHBIM.
AKTyanbHbIM OCTaeTcs BOMPOC MOMCKa MeTofa CTpaTu-
UKaLMM PUCKOB HANWYMUA KOJIOPEKTANbHOMO paka, 06-
NapaoLero AOCTaTOYHO BbICOKOW YYBCTBUTENbHOCTbIO
M cneuudUYHOCTBIO M BMeCTe C TeM JOCTYMHOCTbIO,
YAOOCTBOM NMPUMEHEHUS, He TPeOyIoWero 3HaUUTENbHbIX
IKOHOMMYECKHMX 3aTpaT.

YunTbIBasA MONOXKUTENbHLIA OMbIT UCMOAb30BAHUS pas3-
JINYHBIX OMPOCHUKOB W aHKeT B ApYrux OTpacnax me-
anunuel, B ®IBY «HMWL, KononpokTonorum umeHu
A.H. Peixux» Munsgpasa Poccun (HMUL, kononpokTo-
noruun) pns cTpatudUKaLMn PUCKOB BbISBNEHUA HOBO-
06pa3oBaHmil TONCTOI KUIIKK Obin pa3paboTaH opuru-
HaNbHbIN ONpOCHUK (aHKeTa), OCHOBaHHbIN HA Hanbonee
3HAYMMbIX MPOTHO3UPYEMbIX MepeMeHHbIX [17].

Bbi6op BOMPOCOB, BKMOUYEHHbIX B aHKETY, U Onpefene-
HUe UX 3HAYMMOCTW, OCHOBLIBANINCL HA aHann3e nuTe-
paTypel, @ TakKe onpeAensanch B COOTBETCTBUM C IKC-
MepTHbIM MHEHMeM W ONbITOM, HakonaeHHoiMm B HMUL|
KononpoKkTonoruu. B mofensx nporHo3upoBaHua pucka
o6HapyxeHus KPP Hanbonee yacto ucnonb3yloTcs Ta-
Kne nepemMeHHble Kak BO3pacT, NoJ, U3MEHEHWe Xapak-
Tepa CTyna, BblAeNeHus KpoBM C KajoM, noxyaaHue 6e3
BUAMMbIX MPUYMH, HACNEACTBEHHbIN (DAKTOp, Hanuuue
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L06pPOKauecTBEHHbIX 00pa3oBaHUil B aHaMHe3e W T. A.
[5,18,19].

Mpu cocTaBneHUU ONPOCHWUKA OTAENbHOE BHUMAaHWe
VAENAN0Ch NPOCTOTE U AOCTYMHOCTU K BOCMPUATUIO KaXK-
[Oro Bompoca Ans obecneyeHUs BO3MOXKHOCTU CaMo-
CTOATENLHOTO 3amnoiHeHUs pecnoHgeHTamu. OnpocHuK
npeacTaBieH AByMs pasfenamu: nepsblil pasgen BKO-
yaeT VI}J,eHTVId)VIKaU,VIOHHbIe noss u AaHHbIE MO BO3pacTy
1 nony, BTOPOiA pa3fen cocTouT u3 14 Bonpocos, BKO-
YaIOWMX AHAMHECTUYECKMUe AaHHble, HACNeACTBEHHbIN
(hakTOp, CMMNTOMATUYECKMe MOKa3aTenu, NpPUBEPHKEH-
HOCTb K BP€HbIM NPUBbIYKAM.

NAUMEHTBI U METOLb

[Ons oueHkn 3ppeKTMBHOCTH aHKETbI NPOU3BELEH ONPOC
697 nauueHTOB, BNepBble 00PaTUBLIMXCA B KOHCYNbTa-
TUBHYIO noauknuHuky HMUL, kononpokTonoruun u npo-
WwepWmnx BMOCNEACTBUM KONOHOCKOMUIO B YCIOBUAX
LleHTpa.
B uccnepoBaHue He BKNIOYANUCL NALMEHTbl C paHee
YCTAHOBNEHHbIM AMArHO30M, MPOXOAALINE KOHTPONb-
Hble 06cnefoBaHus. [lnarHo3bl HanNpaBUBLLIETO YYpPEX-
AeHUA Takxe He yuuTbiBanucb. ONpOCHUK BblfaBancs
naunMeHTam Ha OyMaxHOM HocuTene U 3anofHANCA BO
BpeMs KOHCYNbTaTMBHOro npuema. Bce nauneHTsl, npo-
WwepliMe aHKETUPOBAHWE, HAMpaBAAANCL Ha KONOHO-
CKOMUI0O B paMKax AMArHoCTUyeckoro o6CNefoBaHMsA.
KonoHockonus BbINOAHANACL B OTAENEHWUM 3HAOCKONMU-
yeckoi guarHoctukn u xupyprum HMUL, kononpokTo-
N0TUN B COOTBETCTBUW C MEXAYHAPOAHbIM CTaHAAPTOM
co 100% doTotukcaumenn BoisiBAEHHbIX 06Pa30BaHMIl
TONCTOW KULWIKK.
Cpeam 697 naumeHToB 376 (53,9%) COCTaBUAU XKEHLLU-
Hbl 1 321 (46,1%) — MYXUYMUHBI, CO CPEHUM BO3PACTOM
51,8 (19-86 ner).
[laHHble, NONYYEHHbIE N0 UTOraM aHKeTMPOBaHWA, CpaB-
HMBANWCh C pe3ynbTaTaMu NPOBEAEHHOI KONOHOCKONUU.
Bbina npumeHeHa 6uHapHas knaccubukauus  pe-
3ynbTaTOB 3HAOCKOMMYECKOTO WCCNeAoBaHWA Ha [Be
KaTeropuu:
— KOMOpeKTanbHbIi pak W 3aboneBaHus, BAUAIOLME
Ha PUCK ero pa3BuTUA (NONOXUTENbHbIN pe3ynbTaT);
— OTCYTCTBME MATONOTMUU UM 3ab0NeBaHus, He BIUsIO-
LiMe Ha PUCK pa3BUTMA KOJOPEKTaNbHOro paka (oTpu-
LaTesbHblii pe3ynbTar).
Mpn npoBefeHUM aHanu3a MONOXKUTENbHBIMU CYUTA-
JUCb Cnepylolne 3a60neBaHNs, BbiABNEHHbIE MPU KO-
NOHOCKONUM: [06pPOKaYecTBEHHblE HOBOOOPA30BaHUSA
TOJICTON KMILKKW, 3/10Ka4YecTBEHHble HOBOOOPa3oBaHMA
KWWeYHMKa.
Takue 3aboneBaHus, Kak remoppoi, XpOHWYecKas
aHanbHas TpewuHa, CUHAPOM pa3ApaKeHHOW KULIKH,
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Tabnuua 1. PacnpedeneHue 8bisiBaeHHbIX 3a60/1€8aHUL B 2pyn-
ne ¢ nosoumenbHbIM pe3ybmamom
Table 1. Diseases stratification in endoscopy positive group

pynna c nonoxuTenbHbIM pesynbratom (n = 322)
39 (12,1%)
283 (87,9%)

KonopekTanbHblit pak

Monunsl

AVBEPTUKYNAPHas 6one3Hb, ObiM OTHECEHBl K rpynne
OTpULATENbHOrO pe3ynbTaTa, Kak 3abosieBaHUs, He oKa-
3blBaloLMe BAUAHNA Ha pucku passntua KPP.

lpynna ¢ nonoXuTenbHbIM pe3ynbTaToM No UTOram Ko-
JIOHOCKONUM cocTaBuna 322 (46,2%) pecrnoHfeHTa,
rpynna c oTpuuaTtenbHbiM pesynbtatom — 375 (53,8%).
[lanbHenwasn oueHKa pe3ynbTaToB aHKETMPOBAHUS MPO-
BOAMNACH B rPyMmne C KONOPEKTaNbHbIM PakoM 1 3abone-
BaHMAMMU, OKA3blBAIOWMMIU HENOCPELCTBEHHOE BAUAHNE
Ha PUCK ero BO3HWUKHOBEHWs. BbisBneHHble 3aboneBa-
HUA B rpynne C NONOXWUTENbHbIM Pe3ynbTaTOM NpeAcTaB-
NeHbl B Tabnnue 1.

[ns oueHKM 3HAYMMOCTM pucka oOHapyxeHus KPP
KaXX[oro oTAeNnbHOro BOMpOCa B aHKeTe, KaK OTAenb-
HOro akTopa, 6blIO MPOBEAEHO CTAaTUCTUYECKOE MO-
AennpoBaHue Npu NOMOLM PerpecCUOHHOro aHanusa.
Ha ocHoBaHWM AaHHOro aHanu3a Kaxaomy Bonpocy 6bin
NPUCBOEH COOTBETCTBYIOWMI Bann AN OLEHKM pucka
BbisiBneHus KPP 1 3Hauumbix 3aboneBaHuii, no utoram
aHKeTUpPOBaHMs.

PE3YJIbTATHI

Cratuctnyeckas 06paboTka faHHbIX NPOBOAMNACH B He-

CKoJbKo 3TanoB. Ha nepBom 3Tane nofyyeHsl Ko3g-

ULMEHTBI JTOTUCTUYECKON perpeccuu Bcex (HaKTOpoB

(BOnpochl U3 aHKeTbl, 1 = 14) U YpPOBHU MUX 3HAYUMO-

ctn. KoadduumeHtsl perpeccum ObiiM  paccyuTaHbl

AN KXAOro 3HauMMoro 3aboneBaHus B OTAENbHOCTM

1 B COBOKYMHOCTH.

[laHHble perpeccMOHHOro aHann3a npuUBefeHb

B Tabauue 2 B BUJE OTHOWEHWUI WAHCOB U AOBe-

pUTENbHBIX WHTEpBaNoB. B Tabnunue ykasaHbl OTHO-

WEeHMA WAHCOB NMPU BKIOYEHUU B PErpeccUoHHoe

ypaBHeHMe BCeX 00BACHAIWMNX NEPeEMEHHBIX OfHO-

BpeMeHHO (MHOrotaKTopHas perpeccus), a Takxe

npu BKAIOYEHUN NOCNEA0BATENbHO KaXA0i U3 00b-

ACHAOWNX NepeMEHHbIX OTAENbHO (0gHOdaKTOpHas

perpeccus).

Wcxops M3 perpeccMoHHOTo aHanu3a MOXHO OTMETUTb

cregylolme 3aKOHOMEPHOCTU:

— BO3pacTHOi MHTepBan (B perpeccuu paccmaTpuBsa-
nocb 5 uHtepsanos: meHee 30 net, 30-39, 40-49,
50-59, 60-74, 75 net u 6onee): waHcol 06GHapy-
KEHUA TaKUX 3HAYMMBIX NATONOrWit Kak f[obpo-
KayecTBeHHOe HOBOOOpa3oBaHME TOJCTOM KULWKK

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Tabnuua 2. PezpeccuoHHbili aHanus
Table 2. Regression model

Jlo6pokayecTBeHHble HOBOOGPa3oBaHUA KonopekrtanbHbiit pak
dakropbl MHorogakTopHas OaHodhakTOpHasn MHorodakropHas OpHodhaKTopHas
perpeccus perpeccus perpeccus perpeccus

Bo3pacTHoit nHTepsan 1,660*** 1,749*** 1,637*** 1,516***
JlosepumensHsili uHmepsan (1,435-1,919) (1,537-1,990) (1,214-2,205) (1,153-1,994)
06wenpokTonornyeckune 3abonesaHus B aHamHese 1,353 1,201 0,310*** 0,441%*
JlosepumenbHsiii uHmepsan (0,931-1,966) (0,887-1,627) (0,140-0,688) (0,216-0,901)
BocnanutenbHble 3a60neBaHmns KMLWEYHNKA 0,445*** 0,277*** 0,335* 0,569
JosepumensHsiti unmepsan (0,253-0,781) (0,168-0,457) (0,0968-1,159) (0,198-1,634)
Anemus B aHaMHe3e 0,914 0,566** 2,606** 2,990***
JlosepumenbHsili uHmepsan (0,478-1,747) (0,329-0,976) (1,031-6,591) (1,356-6,593)
Monunel B aHamHese 3,331%** 3,944%** 0,955 1,298
JlosepumensHsill uHmepsan (2,264-4,901) (2,785-5,585) (0,444-2,055) (0,653-2,580)
HacneactBeHHbI aHaMHe3 0,853 0,977 0,918 1,252
JosepumensHbiti uHmepsan (0,591-1,233) (0,713-1,339) (0,437-1,927) (0,649-2,417)
HapyuweHue fedekaumm 0,852 0,775* 0,992 1,76
JlosepumenbHbiii uHmepsan (0,577-1,258) (0,572-1,049) (0,425-2,314) (0,889-3,485)
YXy[lWeHne camovyBCTBUA 1,059 0,827 1,419 1,769*
JosepumensHsilti uHmepsan (0,722-1,552) (0,609-1,123) (0,649-3,098) (0,922-3,394)
MoxynaHue 0,523** 0,522** 3,001*** 4,780***
JlosepumenbHsiii uHmepsan (0,290-0,943) (0,314-0,866) (1,355-6,646) (2,373-9,628)
Bonb B 06nactv 3agHero npoxopa 0,661** 0,609*** 0,851 1,203
JosepumensHsiti unmepsan (0,439-0,996) (0,439-0,843) (0,367-1,976) (0,619-2,339)
KpoBsAHUCTbIE BbILENEHUSA C KANOM 0,761 0,542*** 3,642%** 2,5685%**
JlosepumenbHsiii uHmepsan (0,521-1,110) (0,398-0,739) (1,603-8,273) (1,305-5,120)
M3meHeHne opmbl cTyna 0,751 0,583*** 1,807 2,816***
JlosepumensHbiii uHmepsan (0,482-1,170) (0,408-0,832) (0,796-4,104) (1,467-5,405)
3noynoTpebneHue ankoronem 1,193 1,118 1,001 0,845
JosepumensHbili uHmepsan (0,826-1,724) (0,820-1,524) (0,482-2,079) (0,440-1,623)
Kypexue 2,253%** 1,606** 0,95 0,802
JosepumensHsili uHmepsan (1,380-3,678) (1,062-2,429) (0,339-2,664) (0,306-2,098)

***p<0,01; **p<0,05 *p<01

W KONOPeKTaNbHbIN pak ¢ Bo3pacTom pactyt (1,749
1 1,516, cOOTBETCTBEHHO, p < 0.01);

— aHemus B aHaMHe3e ABNAETCA NPELUKTOPOM KONIOpeK-
TanbHoro paka (2,990, p < 0,01), Ho, cKOpee, He Xapak-
TEpHa NMpW NPOYMUX PaBHbIX A1 AOOPOKAYECTBEHHbIX
onyxoneii (0,566, p < 0,05);

— MOAWMbI TONCTON KUWKM B aHAMHe3e XxapaKTepHbl Ans
BbIABNEHUS [OOPOKaYeCTBEHHbIX 06pa3oBaHuUit To-
cToi kuwkwm (3,944, p < 0,01);

— 6051 B 0671aCTW 3ajHETO NPOX0JA He XapaKTepHbl AN
BbIABNIEHUSA 3HAYMUMbIX 3a001€BaHNIA;

— KPOBSIHUCTblE BbIAENEHWUA C KaiOM XapaKTepHbl Ass
KPP (2,585, p < 0,01);

— u3MeHeHuWe HopMbl CTyNa YBENUYMBAET BEPOATHOCTb
o6HapyxeHus KPP.

KypeHue sBnsetcs npefuKTOpoOM BbIsBJIEHWUS JoOpoKa-

YecTBEHHbIX 06pa30BaHmil kuwevHuka (1,606, p < 0,05).

Ha BTopom 3Tane kawpomy K3 akTopoB, [LOKa3as-

WX CBOK 3HAYUMOCTb B MOLENU NOFUCTUYECKOi pe-

rpeccuu, 6bIIM MPUCBOEHbI COOTBETCTBYIOWME KO3C-

tduumenTol. Cama wkana npu 3ToM Obila nepeBefeHa

BGHHAOHMﬂ OMPOCHMKA MO OuEeHKe CTeNneHn pucka
OsHOp)’)KeHMﬂ KOJIOPEKTANbHOro paka

B 100-6annbHyl0 CUCTEMY ANs BO3MOXHOCTU BbisiBjie-
HUA KaK [OOPOKAYECTBEHHbIX, TaK U 3/10KaYeCTBEHHbIX
00pa3oBaHuMit TONCTOM KWWKKM. Mpu 3TOM noKasaTenb
BO3pacTa Oblfl 3aMEHEH C WHTEPBANbHOTO Ha [UXOTO-
Muyeckuit (Monoxe 45 net/45 net u ctaple) B coOT-
BetcTBuM ¢ ROC-aHanu3om u pacyétom nHpekca H0peHa
(J-index =0,3625).

Bannbl oueHoYHOro nncta GbM PaccTaBieHbl B COOT-
BETCTBUU C KO3tdULMEHTaMU, NONYYEHHbIMU B ypaBHe-
HUAX JIOTUCTUYECKON perpeccum.

Mpn ROC-aHanu3e yCTaHOBNEHO, 4YTO TOYKa OT-
ceyku B 23 6anna Aenut rpynny 6oibHLIX Ha pe-
CNOH[EHTOB C BBICOKMM U HU3KUM PUCKOM HaNnU4yus
HOBOOOPA30BaHUIl TONCTOM KUWKN C YYBCTBUTEb-
HoCTblo 92,8% 1 cneynduyHocToo 39,2% (Puc. 1).
Mnowanb nop kpusoit coctasuna 0,724, 4To COOT-
BETCTBYET XOPOLlWei NPOrHOCTUYECKON 3HAYUMOCTH
MOpenu.

B pe3synbTate nNpoBeAEHHON CTAaTUCTUYECKOW OLEHKM
3HAYMMOCTW Tnpepfiaraemblx BONPOCOB CHOPMUPOBAH
ONPOCHMWK, COCTOALWMA M3 14 BONPOCOB M OLEHOYHbI
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Ta6bnuua 3. OyeHoyHsIl 1UCM
Table 3. Evaluation form (list)

®DakTopbl pucka

OueHKa 3HaYMMOCTH BONpoca

(6annbi)
Bo3spact > 45net 25
06uwenpokTonoruyeckue 3abonesaHns B aHamHese 1
BocnanutensHole 3a60neBaHUsA KUWEYHUKA B aHaMHe3e 2
AHEMUSA B aHaMHe3e 11
Monunbl B aHamHe3e 28
Bonb B 06nactv 3agHero npoxopa 10
KpoBsiHUCTble BbIAENEHUS C KANOM 5
Kypenue 15
Noxypatue 3

Crpatudmkaums pucka

YpoBeHb pucka

3HayeHue B COBOKYNMHOCTU Ha6paHHle 6annos

Huskun

0-22

Bbicokuit

23-100

Tabnuua 4. Pe3ybmamsl KOOHOCKONUU
Table 4. Endoscopic findings

CreneHu pucKa

Pe3synbTathl KONoOHOCKONUM BbIcOKUM pUCK Huskui puck Uroro
(n=529; 75,9%) (n=168; 24,1%) (n=697)
KPP 38 (7,2%) 1 (0,6%) 39 (5,6%)
[lo6pokayecTBeHHbIE HOBOOOPA30BaHMS 262 (49,5%) 21 (12,5%) 283 (40,6)

Be3 3Hauyumoit natonoruu 229 (43,3%)

146 (86,9%)

375 (53,8%)

NUCT AN ONpefeneHuns CTENEHN pucka pas3BUTUA KONo-
peKTanbHoro paka (npunoxexue 1).

Heob6xoaMMo OTMETUTb, YTO B Tpynny C BbICOKUM pu-
CKOM BOWAKM 529 pecnoHfeHTOB, 4YTO COCTABMIIO
75,9%, a B rpynny ¢ HU3KUM puckom — 168 (24,1%).

Mpu conoctasaeHnn pe3ynbTaToB ONpoca U 3HA0CKONU-
YecKoro UccnefoBaHus 6biN0 BbISABNEHO YTO 38 (97,4%)
cnyyvaeB KPP 13 39 pacnpegenunuce B BbICOKOM PUCKE,
n B 1 (2,6%) HabnogeHnn KPP 6bin anarHocTMpoBaH
B Tpynne C HWU3KUM PUCKOM Pa3BUTUS 3aboneBaHus.

Bann
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PucyHok 1. ROC-aHanu3 o6HapyxeHus H08006pa3osaHull moacmol KUWKu

Figure 1. ROC analysis risk of colorectal neoplasms defection
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[lobpokauecTBeHHble HOBOOOpa3oBaHUs Mpeumylle-
CTBEHHO [MArHOCTUPOBANUCL B TPyMMne C BbICOKUM

puckom 262 (92,6%) 13 283 HabnofeHWi, NpyU HU3KOM
pucke — B 21 (7,4%) cnydae (Tabn. 4).

NMpunokeHue 1. ONPOCHMK NO OLEHKE CTENEHU PUCKA 0OHapYKeHUA KONIOPeKTaNbHOro paka
Annex 1. Questionnaire for colorectal cancer detection

Ne OMPOCHUK MO OLLEHKE CTEMEHW PUCKA OBHAPYIKEHUA KOJIOPEKTAJIbHOIO PAKA
1 | Baw Bo3pact 6onee 45 net? [la (25 6annos) | Hert (0 6annos)
2 | Tosopun nn Bam Bpay korga-nu6o, 4to y Bac umetotcs obuienpokTonoruyeckue 3abonesanus: Ja (1 6ann) Het (0 6annos)
reMoppoi, aHasbHas TpelnHa u gp.?
3 | loBopun nn Bam Bpay koraa-nun6o, 4to y Bac umetotcs BocnanutensHble 3a6onesaHuns [la (2 6anna) HeT (0 6annos)
KuweyHnka — 6onesHb KpoHa, A3BeHHbI kKonut?
4 | ToBopun nu Bam Bpay korga-nu6o, 4to y Bac nmetotcs Lo6pokayecTBeHHble [a (28 6annos) | Hert (0 6annos)
HOBOOOPa30BaHUs TONCTOM KULWKK (noannbl)?
5 | FoBopun nn Bam Bpay koraa-nun6o, 4to y Bac cHuxeHne KoHLeHTpauuu remorno6uHa B kposu | fa (11 6annos) | Her (0 6annos)
HEW3BECTHOr0 NPOUCXOXAEHUA (AHEMUS HEACHOTO reHe3a)?
6 | bbun nny Bawmx KpoBHbIX POACTBEHHUKOB cefyioline 3aboneBaHns (XoTa 6bl 0AHO [la (0 6annos) Het (0 6annos)
13 NepeyncneHHblx):
3710Ka4eCTBEHHblE HOBOOOPA30BaHNA XeNyaKa,
3710Ka4eCcTBEHHbIE HOBOOGPA30BaHUA KULWEYHUK], TONCTON UAN NPSMON KULIKK,
3710KaYecTBEeHHbIE HOBOOGPA30BaHUA NPeACTATeNbHON Kenesbl,
3710Ka4eCcTBEeHHbIE HOBOOGPA30BaHUA MONOYHOM Xenesbl, MaTKK,
MoNUNO3 XenyaKa, KUWeYHNKa,
ceMmeiiHbli aneHomMaTo3, anddy3HbIN NoAnNo3.
7 BecnokosT 1 Bac (xoTs Gbl OAMH BApUAHT U3 NEPEYUCIEHHBbIX): [la (xots 6bl 1) HeT (0 6annos)
60K B )MBOTE, B 0671aCTH Ta3a; (0 6annos)
TOWHOTA;
pBoTa;
yXyAlWeHWe Ui oTCYTCTBUE anneTuTa;
o6was cnaboctb.
8 | bbiBaeT nny Bac (xoTs Gbl 0AMH BapUAHT U3 NEPEUYUCTIEHHBIX): [la (xots 6bl 1) Hert (0 6annos)
HeyCTOMYUBbIN CTYN; (0 6annos)
NIOXHble NO3bIBbI K fedekauu;
4YBCTBO HEMOJIHOTO OMOPOXHEHUS KUWEYHUKA Npy fedekaumum;
XPOHWYECKME 3anopsl.
9 | MNoxypmenw nu Bbl 3a nocnepHee Bpems 6€3 BUAUMBIX NPUYMH (T.€. 6e3 cobnioaeHus auetsl uan | [la (3 6anna) Hert (0 6annos)
YBeNUYeHUs hU3NYECKOil aKTUBHOCTH U np.)?
10 | bbiBaeT iny Bac 6onb B 06nacTv 3afHENPOXOAHOTO OTBEPCTUA? [la (10 6annos) | Hert (0 6annos)
11 | bbiBatoT My Bac KpoBsHbIe BbIAENEHNSA C KaJlOM, TOMapPKW KPOBM Ha candeTtke nocne [Ja (5 6annos) Het (0 6annos)
nedekauyumn?
12 | Otmeyanu nu Bbl n3meHeHne Gopmbl Kana (NeHTOBUAHBINA Kani, OBEYWid Kan 1 gp.)? [la (0 6annos) Her (0 6annos)
13 | Ynotpebnsete au Bbl ankoronbHbie HaNUTKK? [la (2—4 pa3a Het (Hukorpa
B MecsL 1 6onee) unu 1 pas
(0 6annos) B Mecsl)
(0 6annos)
14 | Kypute nu Bbi? (KypeHue oaHoit 1 6onee curapet B fieHb) [la (15 6annos) | Hert (0 6annos)
CTPATUDUKALIUA PUCKA
VYpoBeHb pucka 3HayeHue B COBOKYNHOCTH HabpaHHbIX 6annos
Husknit 0-22
Beicokuit 23-100

OBCYXOEHUE

KonopektanbHblil pak sIBASETCA OfHUM U3 HEMHOro-
YMCNEHHBIX OHKONOTMYeCKUX 3aboneBaHuii, Ans Ko-
TOporo 6bl10 JOKa3aHo, YTO CKPUHUHT NO3BOASAET HE
TONLKO YAYYWWTL Pe3ynbTathl JIeYEeHUs M, COOTBET-
CTBEHHO, BbIXXMBAEMOCTb NALMEHTOB, HO W OKa3blBaTb
BAMsHWE Ha 3a00NeBaeMOCTb 33 CYeT BbIABAEHUS

BGHHAOHMﬂ OMPOCHMKA MO OuEeHKe CTeNneHn pucka
OsHOp)’)KeHMﬂ KOJIOPEKTANbHOro paka

MOMMMOB W CBOEBPEMEHHOW CaHaLWM TONCTOW KUWKMK.
BO/NbWMHCTBO aBTOPOB MOAYEPKMBAIOT BAXHOCTL MpO-
BEAEHUs CKPUHUHIOBBIX MEpPONpUATU, Kak Haubonee
3 HEKTUBHOrO MHCTPYMEHTA NPOMUNAKTUKM 1 PaHHEro
BbisBneHus KPP [5,6,15].

KonoHockonus npu3HaHa Haubonee WHGOpPMATMB-
HbIM METOAOM MpW NPOBeAEHWUM NPOBUNAKTUYECKOTO
o6cnepoBaHus Hacenewus [7,8]. OpHako ToTasbHOe

Validation of the risk questionnaire for colorectal cancer detection
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BbINMOJIHEHME [AAHHOrO 00CNefoBaHUs PECnoHAEHTaM
HEBO3MOXHO MpPaKTUYEeCKW BO BCeX CTpaHax mupa u3-
32 TPYROEMKOCTU MWccnefoBaHus, Tpebylowero Hanu-
4ns 6ONbWOro yucna foporocrosuero 06opyaoBaHus
M NOArOTOBNEHHBIX CNELUanUCTOB, U UHBA3UBHOCTM Ca-
MOro MeToAa UCcnefoBaHus.

IT0 nmoCNYKMNO NPUUYUHOW pas3BUTMA AOGOPATOPHBIX
METOLOB CKPUHWUHIOBbLIX MEPONPUATUNA, OCHOBAHHbIX
Ha onpefeneHun CKpbIToil KpoBu B Kane. Haubonblee
pacnpocTpaHeHue B HacTosAlee BpemMs NOAYYUNU WUM-
MmyHoxumuyeckne metogbl (FIT), ocHoBaHHble Ha Ka-
YECTBEHHOM WM KONUYECTBEHHOM ONpefeneHun Kpo-
B/ B Kane. [laHHOe nccnepgoBaHue TakxXe He ABNSETCA
«30M10TbIM CTAHAAPTOMY» M3-3a BO/BLWOrO YMCAA NIOXKHO
MONOXUTENbHBIX U OTPULATENbHbLIX PE3YNbTATOB, TPEOY-
fOLWMX NOBTOPHOr0 MCCNeAOBaHMA U, COOTBETCTBEHHO,
VBEJIMYEHUS IKOHOMUYECKMX 3aTparT [13,14].

B cBA3M C 3TUM, HECMOTpsA Ha [OKasaHHyl 3ddek-
TUBHOCTbIO Takux MetopoB Kak FIT u konoHockonus
B paHHel amarHoctuke KPP, BbICTpOUTL ONTUManbHy0
MOfleNb CKPUHWMHIOBOI Nporpammsl Ans GONbLWMHCTBA
CTPaH A0 CUX NOp 0CTaeTca AOCTAaTOYHO COXHO B CBA3M
C OpraH13aunoHHbIMU, IKOHOMUYECKUMU U KAAPOBbLIMU
npobnemamu.

llinpokoe ucnonb3oBaHMe B KAUMHWUYECKON NPaKTu-
Ke pasfnyYHbIX aHKeT U ONPOCHWKOB, HanpaBeHHbIX
Ha OLEHKY KayecTBa XW3HWM MaLMeHTOB, BblIABAEHUSA
pUCKa pa3BUTUS CEPAEYHO-COCYAUCTHIX 3aboneBaHuii,
caxapHoro gvabeta u T.4., NOCNYKWUNO OCHOBAHMEM [N
CO3[aHKsA OMPOCHMKA ANA OnNpefeneHuns cTeneHn pucka
BO3HWKHOBEHMA KONOPEKTaNnbHOro paka.

Banupaums BonpocoB, BKMOUYEHHbIX B aHKETY, BbINOJIHE-
Ha Ha aHanu3e pe3ynbTaTtoB aHKeTUpoBaHuA 697 nauu-
€HTOB, 0OPATUBILMNXCSA B KOHCY/NIbTATUBHYIO NMOAMUKAUHN-
Ky HMWL, kononpokTonoruu.

Heobxoanmo oTMETUTb 0COGEHHOCTM (OPMUPOBAHUS
KOropTbl NaLWEHTOB, BKJIIOYEHHbIX B WCCNefOBaHue,
CBsA3aHHble co cneuundukoii paboTsl yupexaeHus. OHa
3aknioyaertca B ToM, 4to LleHTp aBnseTcsa Bedylen me-
OMLMHCKOW opraHu3auueit B Poccuiickoit ®epepauum
no [MarHocTMKe U feyeHuto 3aboneBaHUin KONOMpPOK-
TONIOrMYECKOro npoduas, B TOM Yucne cneuuanusupy-
IOLEeNCA Ha NeYyeHUW nauMeHTOB C BOCMANUTENbHLIMU
3a60NneBaHNAMU  KUWEYHUKA. [aHHble, NOJy4YeHHble
no pe3ynbTaTaM NPOBELEHHOr0 WCCNeAO0BaHUA, NoKa-
3anu cnepyolee: KPP 6bin guarHoctupoBaH B 5,6%
cnyyaeB, [0OpPOKayecTBEHHble 06pa3oBaHUsA TONCTOIA
Kuwkn — B 40,6% cnydaes, a Takxe Oblna BbifBNEHA
6onblwasn Aons BOCMNANUTENbHLIX 3ab6oNeBaHNi Kuwey-
HUKa, KoTopas cocTaBuna 11,9%. 3aboneBaHus npsamon
KWULKN 1 NPOMEXHOCTU (reMOpPpOiA, XpOHWYecKas aHab-
Has TpewwmHa) coctaBunm 40,3%.

[pynna ¢ NONOXMUTENbHbIM Pe3yNbTaToOM
ram  KOJoOHoCKonmuu  coctasuna 322

no uro-
cnyyas,

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

u3 kotopbix KPP — 39 (12,1%), a L06pOKayecTBEHHbIE
HoBOOOpa3zoBaHus — 283 (87,9%).

Takum 06pa3oM, Mbl HabNIOfaeM HEKOTOPOE CMeLLeHNe
B YacTOTe BbIfBNEHUA 3HAYMMbIX 3ab6oneBaHuii, a Tak-
e OTHOCUTENbHO HEOOMbWOro NPoLeHTa pecnoHpeH-
TOB, pacnpefeNuBLIMXCA B HU3KOM PUCKE MO UTOraMm
aHKeTUPOBAHMA B paMKax MPOBOAMMOrO HaMu uccne-
[0BaHNSA, TaK KaK BCE NaLMEHTbl, KOTOpble MEPBUYHO
obpauwatoTcs Ha KoHcyabTauuio B HMULL kononpok-
TOJIOTMU, U3HAYANLHO UMEIOT ONMpEeAeNeHHbIe XKanobbl,
3acTaBuBlIME 06PATUTLCA MX B CMELUANU3NPOBAHHOE
yupexpeHue.

3AKITKOYEHME

Kak nokaszan npoBepeHHblit ROC-ananus, onpoc-
HWUK MMeeT XOPOLYI0 MPOrHOCTUYECKYI0 3HaYMMOCTb
(nnowapb nop kpuBoW coctaBuna 0,724). Touka
oTceYkn B 23 Ganna JenuT ayauTopuio Ha rpynnel
C BBICOKMM W HU3KUM PUCKOM OOHapyKeHWUs HOBO-
06pa30BaHUil TONCTON KUWKM C YYBCTBUTENBHOCTbIO
92,8% 1 cneunduyHocTbio 39,2%. MonyyeHHble Hamu
[aHHble, @ TaKXe HU3KMWe IKOHOMWUYecKue 3aTparthbl
Ha npoBefeHWe aHKeTUPOBaHWA, ONpefenalT BO3-
MOXHOCTb BK/NOYEHUA pa3paboTaHHOro OMPOCHUKA
B MOJleNlb CKPUHUHIOBOW nporpammbl. OgHako o pe-
KOMEHAALUMUN No BHEAPEHMWIO OMPOCHUKA B CKPUHUH-
roByto nporpammy, ans 6onee 06bLEKTUBHOMN OLEHKN
3t dekTuBHOCTHU, Heobxoamnma anpobauus paspabo-
TAaHHOM aHKeTbl Ha NONYNALUN OTHOCUTENBHO 340pO-
BOr0 HaceneHus.

BaxHO nOAYepKHYTb, YTO aHKeTUpOBaHWe ABAAeTCA
TOJBKO METOAOM CTpaTU(UKauuW, a ero pe3yibTarhl
MOryT GbITb NpeBapuTENbHbLIM OCHOBaHUEM Ans Gonee
TIWATEeNbHOro 06CNe0BaHNS HACENEHUS.
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Endoscopic injections of autoplasma rich
in platelets in the treatment of post-radiation ulcers of the
rectum

Alexander V. Leontev, Elena A. Grishina, Mikhail A. Danilov, Irina V. Nadina,
Kirill V. Shishin

Loginov Moscow Clinical Scientific Center (shosse Entusiastov, 86, bild.6, Moscow, 111123, Russia)

AIM: to develop a technique and evaluate the effectiveness of endoscopic injections of platelet-rich plasma (PRP)
for post-radiation rectal ulcers.
PATIENTS AND METHODS: the pilot study included 41 patients with post-radiation rectal ulcer which underwent
endoscopic injections of PRP to epithelialize the ulcer.
RESULTS: the average number of injections for epithelialization of a post-radiation ulcer is 5. Thirty-one (75.6%)
patients during the manipulation developed pain. In 39 (95.1%) patients, complete healing of the post-radiation
ulcer of the rectum was verified after endoscopic injections of PRP.
CONCLUSION: PRP endoscopic injections are a technically feasible, safe and effective method in the treatment of
patients with post-radiation rectal ulcers.
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INTRODUCTION

Treatment of late complications of radiation ther-
apy remains an urgent and unresolved problem of
the 21st century. Due to the absence of pathoge-
netic methods of treatment, empirical therapy of
patients with post-radiation rectal ulcers leads to
complications like rectovaginal and rectovesical
fistulas, as well as rectal strictures, which, in turn,
dramatically reduces the quality of life and invali-
dates patients [1-3]. Treatment of late radiation
rectal lesions requires resections associated with
a high incidence of intra- and postoperative com-
plications [4].

The introduction of cellular technologies into
clinical practice could solve the problem [5-
7]. However, the legislative framework of the
Russian Federation does not allow the wide-
spread use of cellular products in the treatment
of various diseases, in particular post-radiation
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ulcers [8]. The use of platelet-rich plasma
(PRP) has proven itself as an alternative, safe
and with pronounced regenerative potential
method, successfully used in traumatology and
orthopedics, burn units, gynecology, aesthetic
medicine, dentistry and other medical special-
ties [9,10].

The regenerative effect of PRP is due to the abil-
ity of platelets to release platelet growth factors
(PDGF, TGF-b1, VEGF, EGF, FGF, IGF), cyto- and che-
mokines during degranulation which allow dam-
aged cells to activate [11].

Thus, the use of PRP can improve the results of
treatment of post-radiation rectal ulcers, avoid
severe complications and reduce financial costs.
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AIM

To work out a technique and evaluate the effect
of endoscopic injections of PRP for post-radiation
rectal ulcers.

PATIENTS AND METHODS

Forty-one patients with late complications of ra-
diation therapy like rectal ulcers were treated on
an outpatient basis. This study had a pilot nature
and was approved by the local Ethics Committee
of the State Medical University of Moscow State
Medical Center named after A.S. Loginov within
the framework of a comprehensive research topic
‘Treatment of patients with late radiation lesions
of the rectum and anoperianal area’. All the pa-
tients were fully informed before starting the
treatment that the use of PRP was not included in
the national clinical guidelines and was not a gen-
erally accepted method of treatment for that cat-
egory of patients. Before starting the treatment,
patients with post-radiation rectal ulcers signed
an informed consent to participate in this clini-
cal trial. And also, before each injection of PRP,
an informed consent for procedure was signed.
Radiotherapy was carried out according to a radi-
cal program or as part of a comprehensive treat-
ment for pelvic malignant tumors. Before the be-
ginning of the endoscopic administration of PRP,
according to the comprehensive check-up (abdom-
inal and chest CT with contrast, MRI of the pelvis
with contrast), no patient had a recurrence and
progression of a malignant tumor. In all patients,
post-radiation ulcers existed for 6 months or more
after the end of treatment and were diagnosed by
colonoscopy, with morphological verification of
the margins of the lesion. During the endoscopy,
the site, the largest diameter and depth of the
post-radiation ulcer were evaluated. Before start-
ing the treatment, patients were monitored for a
general blood test in order to assess the level of
platelets more than 100 thousand/pl and hemo-
globin more than 100 g/l. Seven days before the
start of endoscopic injections of PRP, disaggregate
agents were cancelled. Initially, in the outpatient
conditions, venous blood was taken in 4 vacuum
tubes with a total volume of 32 ml, with liquid
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Figure 1. Test tubes after separation of blood cells

tri-substituted sodium citrate at a concentration
of32.0 g/L. 2.6 ml of blood was taken separately to
determine the number of platelets in the patient
on the day of injection. Then 4 tubes with venous
blood of 8 ml were subjected to centrifugation in
order to separate the shaped elements (Fig. 1). The
collection of PRP was carried out in 5 ml syringes.
Endoscopic injection of PRP was performed in en-
doscopic room. The patient was positioned on his/
her left side. The first stage was diagnostic rec-
toscopy for the purpose of targeted assessment
of the ulcerative lesion. To perform the manipu-
lation, a gastroscope and an endoscopic injector
with a needle diameter of 25 G (0.5 mm) were used
(Fig. 2).

The injection of PRP was performed under visual
control along the margins of the ulcerative lesion
with a total volume of up to 6 ml, depending on
the area and depth of the ulcerative lesion. The
injection was carried out into the submucosal
layer, with lifting. Endoscopic injections were
performed once every three weeks till complete
epithelialization of the ulcer. To assess the safety
and effectiveness of the use of endoscopic injec-
tions of PRP, an analysis of the patient’s condition

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Table 1. Distribution of patients depending on the location of the tumor process

Tumor site Abs. %
Cervical cancer 19 46.3
Cancer of the uterine body 3 7.3
Prostate cancer 8 19.5
Anal canal cancer 8 19.5
Rectal cancer 3 7.3
during manipulation was carried out, character- RESULTS

ized by pain and the occurrence of bleeding during
injection, as well as infectious complications and
bleeding in the late period after procedure. The
end point of the effectiveness evaluation and the
end of treatment was the complete epithelializa-
tion of the post-radiation ulcer. In the late period,
the presence of a recurrence of the ulcerative le-
sion and the effect of endoscopic injections of
PRP on local recurrence and progression of the
primary malignant tumor were evaluated. For data
processing, statistical analysis was carried out us-
ing the StatTechv program 3.0.9 (the developer is
Stattech LLC, Russia).

PucyHok 2. Habop 0ns 3HOockonuyeckozo sgedeHus AlBT:
1 — wnpuy ¢ AlIBT; 2 — 3HAocKonuYeckul uHvekmop; 3 —
uena 25 G (0.5 mm)

Figure 2. Set for endoscopic administration of PRAP: 1 — sy-
ringe with PRAP; 2 — endoscopic injector; 3 — needle 25 G
(0.5 mm)

DHAOCKONUYECKME MHBEKLMM ayTonnasmel, Gorato
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Of 41 patients included in the study, there were
33 (80.5%) females and 8 (19.5%) males. Their
average age was 62.5 + 10.7 years. The young-
est female patient was 42 years old, and the el-
derly male was 80 years old. In females, radiation
therapy was mainly performed for cervical cancer
(46.3%). All males were previously treated for
prostate cancer (Table 1). The study included 3
patients who received radiation therapy for rec-
tal cancer. Against the background of the treat-
ment, those patients had a complete regression
of the tumor, in connection with which the onco-
logical MDT chose a strategy of watch-and-wait,
and surgery was not carried out. At the time of
endoscopic injections of PRP, there was a period
of more than 6 months after the end of the treat-
ment. The ulcers were not in the site of the post-
radiation cicatrix where the tumor had previously
been.

When assessing the general status on the ASA
scale, 26 (63.4%) patients had mild comorbidities,
13 (31.7%) patients had severe systemic diseases
in the compensation stage. Twenty-one (51.2%)
patients had chronic anemia of varying severity,
of whom 18 (85.7%) patients with mild anemia
and 3 (14.3%) patients with moderate one. In 21
(51.2%) patients, post-radiation ulcer developed
after remote radiation therapy. Twenty (48.8%)
patients underwent combined radiation treat-
ment with the addition of intracavitary therapy.
The total focal dose after which late radiation
complications occurred was 65.1 + 10.4 Gr. The
characteristics of TFD received by patients are
presented in Table 2.

A correlation analysis of the effect of the total
dose of radiation therapy on the size of the ulcer-
ative lesion established a weak direct correlation.
With an increase in the total dose of radiation
therapy by 1 Gr, an increase in the size of the ul-
cerative lesion by 0.194 mm should be expected.
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Table 2. Parameters of radiation therapy that led to post-radiation ulcer (n=41)

Indicators M £ SD / Me 905 ‘)_/"QCI min max

Total dose of radiation therapy, M + SD (Gr) 65.1+10.4 61.8-68.4 40.0 85.0
Dose of remote radiation therapy, Me (Gr) 50.0 47.0-60.0 30.0 75.0
Intra-cavity therapy dose, Me (Gr) 20.0 15.0-25.0 14.0 35.0

Table 3. Characteristics of post-radiation rectal ulcers

Indicator Categories Abs. %

Ulcer site (circumference) Anterior wall 39 95.1
Left lateral wall 2.4

Right lateral wall 2.4

Ulcer site (part of the rectum) Upper rectum 2.4

Mid rectum 14.6

Low rectum 34 82.9

Ulcer depth Superficial 20 48.8

Deep 21 51.2

The resulting model explains 4.9% of the observed
variance (Fig. 3).

The period of appearance of rectal ulcers after the
end of radiation therapy was 7.85 + 3.77 months.
Post-radiation ulcer, occurred in a given period of
time and persisted for more than 6 months. Mainly
post-radiation ulcers were located along the ante-
rior semicircle of the low rectum (Table 3).

The size of the ulcerative lesion was different
and its median was 15.0 mm (8;25). Twenty-one
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(51.2%) patients had rectal ulcers up to the
muscle layer, 20 (48.8%) patients had superfi-
cial ulcers. In 10 (24.4%) patients, an intestinal
stoma was previously formed and endoscopic in-
jections were performed on the diverted rectum.
Those patients had deep post-radiation ulcers
located along the anterior wall of the rectum.
Diverting intestinal stoma was formed in various
hospitals before applying to the Center. All pa-
tients underwent colostomy more than 2 months

80,0

70,0
The total dose of radiation therapy (Gr)

Figure 3. Influence of the total dose of radiation therapy on the size of the rectal ulcer
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before the start of endoscopic injections of PRP.
The purpose of colostomy was to decrease the
risk of post-radiation internal fistulas and to re-
duce pain. Initially, the median blood platelet
level in all patients was 234 thousand//ul. After
centrifugation, the median platelet concentra-
tion in the injected plasma was 2.1 times higher
than the baseline level. The median number of
injections for complete epithelialization of post-
radiation ulcer was 5 (3; 6). In a female patient
with a superficial ulcer of 4 mm in size, 1 injec-
tion of platelet-rich plasma was enough for com-
plete healing. The maximal number of endoscopic
injections reached 8 in a female patient with a
deep post-radiation ulcer to the muscular layer
of the rectum. A correlation analysis of the rela-
tionship between the size of the post-radiation
ulcerative lesion of the rectum and the number
of endoscopic injections before complete epi-
thelialization of the ulcer revealed a noticeable
close direct relationship. With an increase in the
size of the ulcerative lesion by 1 mm, an increase
in the number of injections by 0.113 should be
expected. The resulting model explains 32.2%
of the observed variance in the number of injec-
tions (Fig. 4).
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During endoscopic injections of PRP, 31 (75.6%)
patients experienced pain of varying strength on
a visual-analog scale. Thirteen (41.9%) patients
had mild pain, 14 (45.2%) — had moderate pain, 4
(12.9%) had severe pain syndrome. There were no
complications during the endoscopic injections
of PRP and the follow-up period. When analyzing
the pain during injections depending on the depth
of the ulcerative lesion, we revealed significant
differences (p = 0.032) (Fig. 5).

The chances of pain during injections in the group
of patients with deep ulcerative lesion were 6.33
times higher, compared with the group of patients
with superficial ulcer, the odds ratio was statisti-
cally significant (95% CI: 1.15 — 35.01).

When analyzing the intensity of pain during en-
doscopic injections of PRP, a dependence on
the depth of the ulcerative lesion was revealed
(Table 4).

According to the table presented, significant dif-
ferences (p =0.009) were revealed when analyzing
the pain syndrome by severity during injection
depending on the depth of the ulcerative lesion
(Fig. 6).

Two (4.9%) patients developed recurrence and
progression of the underlying cancer during the

40,0

30,0

The size of the ulcerative lesion (mm)

Figure 4. Dependence of the number of injections on the size of the rectal ulcer
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Table 4. The nature of the pain during the injection depending on the depth of the rectal ulcer

: . Ulcer depth
Indicator Categories Superficial Deep p
Pain during injection Mild 9 (75.0) 4 (21.1) 0.009*
Moderate 3 (25.0) 11 (57.9)
Severe 0 (0.0) 4 (21.1)

Note: * — differences in indicators are statistically significant (p < 0.05)

treatment. After the first injection of PRP, one fe- In 39 (95.1%) cases, complete epithelialization of
male patient had a local recurrence of anal can- post-radiation ulcerative lesion of the rectal wall
cer. Another female patient was diagnosed with was diagnosed (Fig. 7). The median follow-up was
a recurrence of cervical cancer in the pelvis after 11 months (5; 16). In the late follow-up period
4 injections of PRP. 39 (95.1%) patients had no recurrence of post-

radiation rectal ulcer, as well as no recurrence and

100,0 -
75,0 -
= Pain during injection
2 500 B Avsence
g . Presence
-
25,0+
0,0-
Suplverﬁcial [I)eep
Depth of the ulcer

Figure 5. Pain during injections depending on the depth of the ulcer

100,0
75,0
= Pain during injection by degree
; Mild
g“ 50,0+ = '
2 Moderate
% . Severe
&
25,04
0,04
Superficial Deep
Depth of the ulcer

Figure 6. Severity of pain syndrome during injection depending on the depth of the rectal ulcer
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progression of malignant tumor was diagnosed
during follow-up. Ten patients with intestinal
stoma underwent stoma takedown 3 months after
the healing of a post-radiation ulcerative lesion of
the rectum. There were no complications after the
stoma closure.

DISCUSSION

Treatment of patients with post-radiation ulcers
of the rectum is a serious problem for coloproctol-
ogists, due to the lack of pathogenetic methods
of treatment.

Drug therapy regimens are often ineffective for
superficial ulcerative lesions and practically in-
effective for deep ulcers. It should be noted that
conservative treatment is long and requires large
costs [12]. The technique demonstrated in this ar-
ticle for the use of endoscopic injections of PRP

in the treatment of patients with post-radiation
rectal ulcers is effective and alternative to other
methods of treatment, including the use of stro-
mal vascular fraction of adipose tissue [5-7]. This
is evidenced by the effectiveness of this tech-
nique in 39 (95.1%) patients included in the study.
To obtain PRP, no special and time-consuming pre-
paratory measures are required, unlike obtaining
cellular products from adipose tissue. The issue
of oncological safety of endoscopic injections of
PRP in the treatment of patients with late radia-
tion rectal ulcers requires further study and long
follow-up. In our opinion, the reason for the re-
currence of pelvic cancer of the uterine body in
1 patient and a local recurrence of anal cancer in
another patient, identified during the study, is a
preoperative check-up in a non-specialized onco-
logical institution. All the patients before start-
ing the treatment of post-radiation rectal ulcers
with the use of endoscopic injections of PRP need

Figure 7. Stages of healing of a post-radiation ulcer of the rectum
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a comprehensive check-up in order to exclude re-
currence and progression of a malignant tumor.
Patients are required to undergo computed to-
mography of the thoracic and abdominal cavities
with contrast, MRI of the pelvis with contrast, as
well as morphology of the endobioptate from the
margins of the ulcerative rectal lesion.

The nature of the pain experienced by patients
during endoscopic injections depends on the size
and depth of the post-radiation ulcerative lesion
of the rectal wall. Its intensity indicators demon-
strate that the use of endoscopic injections of PRP
does not require the use of general anesthesia and
can be performed on an outpatient basis. In pa-
tients with deep ulcerative lesions of large size,
it is possible to perform endoscopic injections of
PRP under sedation.

CONCLUSION

The presented technique of endoscopic injections
of PRP is technically feasible, safe and effective in
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AIM: to evaluate the intestinal microbiota and identify its characteristic features in patients with colorectal cancer.
PATIENTS AND METHODS: the composition of the intestinal microbiota in patients with colorectal cancer was ana-
lyzed, while the comparison group consisted of patients with non-inflammatory bowel diseases.

RESULTS: previous studies have shown the possible role of enterococci and some types of clostridia in stimulating
oncogenic processes and, on the contrary, the vital role of lactobacilli and bifidobacteria in intestinal homeo-
stasis maintaining. The proportion of enterococci was increased in patients with colorectal cancer (12.7% in
the study group and 7.6% in the control group) on the contrary the proportion of bifidobacteria and obligate
anaerobes was decreased (1.5% in the study group and 4% in the control groups) and (3.3% of the study group
and 9.7% in the control group) respectively. Decrease of the microbiota biodiversity was observed for the patients
with colorectal cancer that was calculated by the Shannon diversity Index (4.46 in the study group and 4.8 in
the control group), also two-fold increase of Pseudomonas aeruginosa (2.2% in the study group and 1.1% in the
control group) was found for this cohort, Clostridium septicum was isolated only from patients with colorectal
cancer.

CONCLUSION: this study results suggest the diagnostic significance of the diversity of the intestinal microbiota.
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INTRODUCTION

According to a study published by Catherine de
Martel et al., 2020 [1] in 2018, approximately 2.2
million cases of cancer associated with infection
were diagnosed worldwide, which as per ASIR
(age-standardized incidence rates) is equal to 25.0
cases per 100,000 person-years. Among the main
etiological agents, Helicobacter pylori (810,000
cases, ASIR 8.7 cases per 100,000 person-years),
human papilloma virus (HPV) (690000, 8.0), hepa-
titis B virus (HBV) (360,000, 4.1) and hepatitis C
virus (HCV) (160000, 1.7). As for colorectal can-
cer (CRC), at the moment there is no convincing
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data on a positive correlation between the pres-
ence, absence or persistence of a certain infec-
tious agent and the development of colorectal
cancer, which is obvious for stomach, cervical and
liver cancers (HVP, H. pylori and HCV, respectively).
Some researchers point to non-infection-related
cancers (breast cancer, prostate cancer, colorec-
tal cancer), although there are studies for breast
cancer suggesting a link with an infectious agent
similar to Murine Mammillary tumor virus (MMTV),
which causes breast cancer in mice [2,3].

At the same time, colorectal cancer with 1.8 mil-
lion new cases and 881,000 deaths in 2018 [4]
remains a global problem, being the third most
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common oncological disease and the second
most fatal malignant neoplasm [5]. According to
forecasts, 2.2 million new cases and 1.1 million
deaths are expected in the world by 2030 [6]. At
the same time, the etiology of colorectal canceris
very complex and includes both genetic and envi-
ronmental factors [7]. The twin method and fam-
ily studies have demonstrated that only a small
part of colorectal cancer is associated with a
genetic predisposition, namely familial adenoma-
tosis, hereditary non-polypous colorectal cancer,
Peitz-Jaegers syndrome and other rare diseases
[8-10]. Also, many cases of colorectal cancer are
recognized as sporadic [11]. At the same time,
more and more data indicate that the intestinal
microbiota plays an important role in the occur-
rence, progression and metastasis of colorectal
cancer [12].

In the process of modeling colorectal cancer
in animal experiments, a change in bacterial
communities is shown. In particular, rats with
colorectal cancer showed a significant decrease
in butyrate-producing bacteria, such as Roseburia
and Eubacterium, and a decrease in the number
of probiotic species, such as Ruminococcus and
Lactobacillus [13]. When analyzing scientific
publications on the topic of colorectal cancer,
attention is drawn to the availability of data on
the association of enterococcal infection and
malignant neoplasms of the large intestine. For
example, in a study by Kajihara et al. [14], a high
comorbidity of cancer and enterococcal infection,
defined as a monomicrobial culture, was demon-
strated, while the study did not consider cases of
colonization by enterococci. A study by Amarnani
et al. [15] explicitly indicates the possible role
of intestinal enterococci in the development of
large intestine cancer, which is also reflected in a
study by Li et al. [16]. Possible molecular mecha-
nisms of carcinogenesis associated with entero-
coccal infection are described in studies by Ruiz,
P.A., et al. and Wang, X., et al. [17,18]. Among ob-
ligate anaerobes, Clostridium septicum, which is a
gram-positive spore-forming obligate anaerobic
bacterium, is considered as a microorganism, and
also possibly associated with the development of
CRC. It has been suggested that the lack of oxy-
gen and the acidic environment of the large in-
testine tumor provides favorable conditions for
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the germination of C.Septicum spores [19]. It re-
mains a debatable question whether the presence
of C.Septicum is the cause of cancer or whether
the bacterium contributes to the further devel-
opment of the tumor.

Separately, it is worth noting the role of bifido-
bacteria, which are one of the main colonizers of
the intestine. In general, it is believed that their
interaction with the host begins shortly after
birth, although recent studies have questioned
the dogma of sterility of the intrauterine envi-
ronment, providing evidence of the presence of
microorganisms in the placenta, amniotic fluid
and umbilical cord in a healthy full-term preg-
nancy [20-22]. It is assumed that some represen-
tatives of the genus Bifidobacterium have various
positive effects for the macroorganism at the
local and systemic levels, for example, limiting
colonization/invasion of pathogenic flora or af-
fecting the immune system through changes in
innate and/or adaptive immune responses. Thus,
studies have revealed a number of secreted or
surface-associated molecules that act as media-
tors for establishing a dialogue between bifido-
bacteria and the host immune system and allow
interaction with immune cells associated with
the mucosal layer [23]. In addition, by-products
of carbohydrate metabolism of bifidobacteria act
as vectors that directly and indirectly trigger the
host’s immune response, the latter by stimulat-
ing the growth of other commensal microorgan-
isms, such as bacteria producing propionate or
butyrate [24]. Among the short-chain fatty acids
produced in the human large intestine, butyrate
plays a key role in maintaining intestinal health
and is the preferred source of energy for intesti-
nal epithelial cells. As a result, the consumption
of butyrate improves the integrity of the intesti-
nal epithelial cells of the host, promoting close
contacts, cell proliferation and mucin production
by goblet cells [25,26]. There is also evidence
of the role of butyrate as an anti-inflammatory
agent [27,28].

AIM

To evaluate intestinal microbiota and to identify
its features in patients with colorectal cancer.

Characteristics of the intestinal microbiota in
patients with colorectal cancer
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PATIENTS AND METHODS

Patients. The main group — patients with colorec-
tal cancer (regardless of TNM) — 100 patients.
Comparison group — patients with hemorrhoids,
anal fissure, rectal fistulas — 76 patients.
Patients underwent inpatient treatment at
the Center in the period from January 2021 to
December 2022.

Biomaterial under study. Samples of parietal (bi-
opsies of the large intestine mucosal layer) and
lumen (feces) microbiota were studied in each pa-
tient. In patients with colorectal cancer, biopsy
material from the tumor was additionally studied.
In total, 604 (300 samples in patients with CRC
and 304 samples in patients of the comparison
group) biosimilars were included in the study.
The microbiological study was carried out using
an expanded range of nutrient media (25 types of
nutrient media for primary sowing of biomaterial),
with incubation in aerobic, microaerophilic and
anaerobic conditions. Identification of isolated
microorganisms was carried out using mass spec-
trometry on the MALDI-TOF platform. The study of
the cultural properties of microorganisms, growth
conditions, colony morphology was carried out us-
ing standard microbiological methods.

Statistical data processing was carried out using
the Statistics program. The data were evaluated
separately for the lumen faeces and for the wall
flora. The contribution of each microorganism was
expressed as a fraction of the microbiota, based
on the analysis of the entire data set, the Shannon
biodiversity index was calculated using the for-
mula H = -Z pi * In(pi). The Shannon Index allows
us to take into account both species richness and
quantitative differences between species.

RESULTS

The results obtained in the study of the parietal
and lumen microbiota were combined into the mi-
crobiota of the large intestine. The total number
of isolates isolated in patients with colorectal
cancer was 1,381 isolates, while 1,813 isolates
were isolated in the comparison group.

The data on the spectrum of microorganisms in
samples obtained from patients with colorectal
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cancer are shown in Figure 1, from patients of the
comparison group — in Figure 2.

Figures 1 and 2 show the combined number of iso-
lated strains from the corresponding species along
the Y axis. The species composition is represented
on the X — axis. The microbiota of patients with
colorectal cancer is characterized by a poor spe-
cies composition, in contrast to the comparison
group. Attentionis drawn to the dominance of such
groups of microorganisms as Enterococcus with a
clear decrease in the content of Bifidobacterium.
A total of 236 species of microorganisms were iso-
lated in samples obtained from 100 patients. The
Shannon index for the microbiota of patients with
colorectal cancer was 4.47.

In patients of the comparison group, attention is
drawn to several pronounced peaks in the content
of microorganisms such as E. coli, E. faecalis, S.
epidermidis, and Bifidobacterium longum. In gen-
eral, we can note a pronounced biodegradation of
the microbiota in patients without CRC. A total of
280 species of microorganisms were isolated in
samples obtained from 76 patients. The Shannon
index for the microbiota of patients in the com-
parison group was 4.8.

In the group of patients with CRC, 236 species of
microorganisms were isolated, of which 4 species
had the highestincidence of occurrence (more than
40 isolated strains): E.coli, Klebsiella pneumoniae,
Enterococcus faecalis and Enterococcus faecium.
280 microorganisms were isolated in the compari-
son group, 6 species had the highest incidence
of occurrence (more than 40 isolated strains):
E. coli (together with E.coli hem + ), Proteus mi-
rabilis, K.pneumoniae, E.faecalis, Staphylococcus
epidermidis, Bifidobacterium longum. As a result
of studying the species composition of the mi-
crobiota in patients with CRC relative to the
comparison group, the following types of micro-
organisms were not isolated in the CRC group:
Vibrio ezurae, Listeria grayi, Dermacoccus nishi-
nomiyaensis, Moraxella osloensis, Rothiaamarae,

Dermacoccus  nishinomiyaensis,  Paeniglutamici
bacter  psychrophenolicus,  Paracoccusversutus,
Veillonellaspp, Clostridium butyricum,

Megasphaeraelsdenii, Sutterella wadsworthensis,
Magnusiomycescapitatus, Kazachstaniapintolopesi,
Wickerhamomycesanomalus.

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Candida glabrata
Candida kruzea
Candida albicans
Bacteroidesfragilis
Cutibacterium actes
Hathewayahistolytica
Clostridium clostridioforme
Clostridium spp.
Clostridium tertinm
Clostdium disporicum
Clostridium difficile
Pediococous acidilactid
Lactobaciluzultunensis
Lactobacillus amylatrophicus
Lactococcuskeferi
Lactobacillus sakel
Lactobacillus vaginalis
Lactobacilluz fermentim
Lactobacillus coryniformis
Actinomyces ofis
Bacilluz benzoevorans
Bacilluz clausi
Bacillus cereus
Cotynebacterium afermentans
Corynebactenum singulare
Rothia dentocariosa
Arthrobacter citreus
Staphylococcus xylosus
Staphylococous ugdunensis
Staphylococous hominis
Staphylococcus haemalyticus
Aerococcus vindans
Streptocoocus canis
Streptococcusmassiliensis
Streptococcus lutefiensis
Streptococcus gallolyficus
Streptococcus sanguinus
Streptococcus angnosus
Enterococcus dispar.
Enterococous faecalis
Enterococcusmundii

Neisseria oralis
Rhizobium radiobacter
Arzoarcusindigens
Shewanella putrefaciens
Malikia spinosa
Psendomonas balearica
Psendomonas nitroreducens
Burkholderia cepacia
Pseudomonas aeruginisa
Acinetobacter calcoaceticus
Acinetobacter spp.
Yersinia enterocolitica
Proteus vulgaris
Enterobactercloacae
Citrobacter sedlakil
Raoultella omitinolytica
Klebsiella pneumoniae
Escherichia coli
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Figure 1. Spectrum of microorganisms in samples of patients with colorectal cancer
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Kazachstania pintolopesii
Lodderomyces elongisporis
Candida glabrata
Candida kyfer
Leptotrichia spp.
Veillonella parvula
Bacteroides thetaiotaomicron
Bacteroidespyogenes
Parabacteroides distasonis
Megasphaera elsdenii
Bifidobacterium longum
Cutibacterium acnes
Eubacterium tenue
Clostridium haemolyticus
Clostridium baratii
Clostridium hathewayi
Clostridium thermopalmarium
Clostridium perfringens
Leuconostoc mesentercides
Pediococous acidilactid
Lactobacillusnageli
Lactobacillus suebicus
Lactobacillus acidophil
Lactococouslactis
Lactobacillus delbrueckii
Lactobacilluszeae
Lactobacillus gasseri
Lactobacillus paracasei
Streptomyces hyzroscopicus
Actinomyees odontalyticus
Arthrobacterroseus
Exiguobacterium aurantiacum
Bacillus subtilis
Bacillus cereus
Corynebacterium singulare
Paenigutamicibacter psychrophenolicu
Arthrobacter spp.
Staphylococcus sciur

Staphylococcus simulans
Staphylococcus epidermidis
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Streptococcusmassilienss
Streptococcus hatefiensis
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Streptococcus pseudopneumoniae
Enterococcus avium

Enterococcus durans
Enterococcusmundii
Moraxella osloensis
Aromatoleum bremensis
Aeromonas caviae
Comamonas nitrativorans
Sutterella wadsworthensis
Pseudomonas (Flavimonas) oryzihabitans
Pseudomonas citronellolis
Pseud putida
Pseudomonas plecoglossisida
Pseudomonasmarginalis
Acinetobacter schindler
Acinetobacter baumannii
Providencia alcalifaciens
Protenshauseri
Serratiamarcescens
Enterobacter siangfangensis
Enterobacter kobei
Citrobacter youngae
Raoultella planticola =
Klebsiella pr iae =
Escherichia coli =
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Figure 2. Spectrum of microorganisms in samples of patients with diseases of the rectum and anus
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At the same time, Filifactorhathewaya,
Blautiacoccoides, Propionibacterium avium,
Clostridium septicum were found only in the group
of patients with CRC. The representation of
Pseudomonas aeruginosa was higher in the group
of patients with colorectal cancer by 2.2% of
the microbiome, in the comparison group the in-
cidence of Pseudomonas aeruginosa was exactly
two times lower and amounted to 1.1%.

To assess the distribution of microorganisms de-
pending on taxonomic affiliation, microorgan-
isms were grouped into taxonomic groups; the
data are shown in Figure 3. Particular attention
should be paid to the coincidence of the represen-
tation of enterobacteria, as well as a significant
difference in the representation of gram-negative
obligate anaerobes, obligate spore anaerobes, bi-
fidobacteria and enterococci. Thus, in the group
of obligate gram-negative anaerobes in patients
with CRC, only 4 types of gram-negative anaer-
obes were isolated: Bacteroides fragilis was iso-
lated in two patients, and Bacteroides vulgatus,
Veillonelladispar, Thaueraaminoaromatica were de-
tected only once, while 21 types of obligate gram-
negative anaerobes with fairly widely represented
species of Vellionells spp., Bacteroides spp. and
Parabacteroides spp. were isolated in the compari-
son group patients.

In the group of obligate spore anaerobes, a similar
pattern was observed in terms of representation:
19 clostridium species in patients with CRC and 21
species in the comparison group.

The dominant species isolated in patients with
CRC was Clostridium perfringens, and in patients
of the comparison group Clostridium innocuum.
C.septicum was found only in the biomaterial of
patients with CRC. In general, 46 species belong-
ing to the genus Clostridium spp. were isolated in
these patients, while 175 species were isolated in
the comparison group. Among the bifidobacteria
in patients with CRC, only 3 species were identi-
fied: Bifidobacterium bifidum, Bifidobacterium long-
um and Bifidobacterium breve. The total number of
isolated isolates of bifibodacteria was 20 strains,
while 75 strains belonging to five types of bifido-
bacteria were isolated in the comparison group:
Bifidobacterium bifidum, Bifidobacterium longum,
Bifidobacterium catenulatum, Bifidobacterium pseu-
docatenulatum and Bifidobacterium adolescentis.

Oco6eHHOCTH KMLIEYHOH MUKPOBMOTBI
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Among enterococci in patients with CRC, 175
strains of 11 species were isolated, and in the com-
parison group 138 strains belonging to 10 species.
The contribution of enterococci in patients with
CRC was 12.7%, the most common species were
E.faecalis and E.faecium, with a share in the micro-
biota of 4.8% each. In the comparison group, the
contribution of enterococci was 7.6% E.faecalis
and E.faecium with a share in the microbiota of
3.0% and 2.0%, respectively.

In the group with colorectal cancer, the rep-
resentation of bifidobacteria was significantly
reduced (1.5%), while in the comparison group,
bifidobacteria occupy 4.0% of the microbiome.
Also noteworthy is the decrease in the spectrum
of obligate spore anaerobes in the group of pa-
tients with CRC (3.3%), while in the comparison
group obligate spore anaerobes occupy almost
10% (9.7%) of the microbiome. On the contrary,
enterococci are more widely represented in pa-
tients with CRC (12.7%) than in the comparison
group (7.6%).

To assess the representation of microorganisms by
types of respiration, microorganisms were grouped
into 4 groups: obligate aerobes, obligate anaer-
obes, microaerophiles (capnophiles) and faculta-
tive anaerobes. The data by groups are shown in
Figure 4.

In the representation of microorganisms, accord-
ing to their type of respiration, there was no sta-
tistically significant difference between the three
groups — obligate aerobes, microaerophiles and
facultative anaerobes. On the contrary, in the
group of obligate anaerobes, there is a drop in the
number of bacteria. Thus, only 4 types of gram-
negative anaerobes were detected in the group
of patients with colorectal cancer, while 21 types
of gram-negative anaerobic microorganisms were
detected in the control group. In general, the pro-
portion of obligate anaerobes in patients with CRC
did not exceed 7% (6.9%), while in the comparison
group obligate anaerobes are the second largest
group of microorganisms — more than 20.9% of
the microbiome.

In general, it should be noted the preservation of
a harmonious relationship between groups of mi-
croorganisms and, as expected, the leading group
turned out to be facultative anaerobes, mainly
represented by the order Enterobacteriales. At the

Characteristics of the intestinal microbiota in
patients with colorectal cancer
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same time, a statistically significant difference
was found in the group of obligate anaerobic mi-
croorganisms — the representation of obligate
anaerobes in the group of patients with CRC is
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Table 1.Ratios within the indigenous microfora

CRC Comparison Group
Lactobacilli/Bifidobacteria 9.4 2.6
The proportion of lactobacilli 13.6% 10.5%
The proportion of bifidobacteria 1.5% 4.0%
Spore/non-sporemicroorganisms 3.8 5.8

The assessment of the presence of indigenous (au-
tochthonous) microflora in relation to the total
microbial number (the total number of isolated
isolates of microorganisms) in the studied groups
of patients is shown in Table 1.

Attention is drawn to the significant difference in
the ratios of lactobacilli and bifidobacteria. The
data obtained indicate a decrease in the num-
ber of bifidobacteria in patients with CRC (1.5%),
which causes a threefold difference in the ratio of
bifidobacteria/lactobacilli.

The study revealed a decrease in the proportion of
bifidobacteria in the group of patients with CRC
(1.5%), while in the comparison group bifidobac-
teria occupy 4% of the microbiome. The high peak
of B. longum in patients of the comparison group,
clearly visible in Figure 2, looks especially bright,
while the representation of this species alone is
almost 3% (2.9%) of the entire microbiota. In pa-
tients with CRC, B. longum also dominates, but in
the overall picture of the microbiota, bifidobacte-
ria are lost; the number of B. longum in patients
with CRCis about 1% of the total microflora (1.1%).
The ratio between spore and non-spore obligate
anaerobes is also noteworthy, since in the CRC
group it is 3.8, while in the comparison group it
is 5.8, which is due to the high rate of occurrence
of Clostridium spp. in patients of the comparison
group (46 isolates in the CRC group and 175 in the
comparison group).

DISCUSSION

The human intestine is a biocenosis with numer-
ous connections both between the macroorgan-
ism and the microbiota, and within the microbial
community. The data obtained demonstrate sig-
nificant changes in the microbiota in patients
with colorectal cancer. When grouping micro-
organisms by type of respiration, the most pro-
nounced changes occur in the group of anaerobic
microorganisms — the proportion of anaerobes

Oco6eHHOCTH KMLIEYHOH MUKPOBMOTBI
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in patients with colorectal cancer was less than
6.9%, and in the comparison group — 20.9%.

At the same time, there is a decrease in the level
of microbial diversity, expressed by the Shannon
biodiversity Index.

In patients with colorectal cancer, the Shannon
index was 4.46; at the same time, the total num-
ber of isolated microorganisms was 236, while
280 species of microorganisms were isolated in
a smaller control group and the Shannon biodi-
versity index was 4.8. We especially clearly see a
decrease in the representation of bifidobacteria
in patients with CRC. The proportion of bifido-
bacteria in the group of patients with colorectal
cancer was 1.5% of the microbiome, while in the
comparison group it reached 4.0%. The species
composition of bifidobacteria in patients with
CRC was represented by three species: B.bifidum,
B.longum, B.breve, while in patients with be-
nign disease of the rectum and anus, the species
composition of bifidobacteria is represented by
five species: B.bifidum, B.longum, B.catenulatum,
B.pseudocatenulatum, B.adolescentis. In the group
of patients with colorectal cancer, the proportion
of spore gram—positive anaerobes amounted to
3.3%, while in the comparison group, spore anaer-
obes were a significant component of the micro-
flora with a proportion of almost 9.65%. However,
potentially oncogenic Clostridium septicum was
found only in patients with colorectal cancer.
The representation of enterococci was higher in
the CRC group; 12.7% of the total microbiome,
E.faecalis and E.faeciumwere among the most com-
mon bacteria, with a share of 4.8% each in the mi-
crobiota. Given the data on the potential oncoge-
nicity of Enterococcus, further studies of the role
of Enterococcus in the carcinogenesis of colorectal
cancer seem appropriate. Pseudomonas aeruginosa
was not widely represented in both groups, but
given the propensity of P.aeruginosa to colonize
damaged tissues, the high incidence in cancer pa-
tients (2.2% in the CRC group and 1.1% in patients
without cancer) does not seem accidental.

Characteristics of the intestinal microbiota in
patients with colorectal cancer
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In further studies of marker microorganisms as-
sociated with colorectal cancer, attention should
be paid to the presence of the following microor-
ganisms: Clostridium septicum, Enterococcus faeca-
lis and Enterococcus faecium, Pseudomonas aeru-
ginosa, as well as to the ratio of microorganisms
between groups of bifidobacteria and lactobacilli,
spore and non-spore anaerobes and the represen-
tation of anaerobic microorganisms in general.

CONCLUSION

In patients with colorectal cancer, the composi-
tion and diversity of the intestinal microbiota
changes: the biodiversity of the intestinal micro-
flora decreases, the representation and incidence
of occurrence of bifidobacteria and spore gram-
positive anaerobes decreases, the incidence of
occurrence of enterococci increases, potentially
oncogenic microorganisms such as Clostridium sep-
ticum are isolated.

Whether the observed changes are the cause or
consequence of colorectal cancer remains to be
found out in further studies, which could poten-
tially reveal both the molecular nature of the in-
teractions of indicator microorganisms with mac-
roorganism tissues, and approach the question of
the diagnostic significance of the specific fullness
of the intestinal microbiome.
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Familial adenomatous polyposis (FAP) is an autosomal dominant disease caused by the APC gene mutation, char-
acterized by colon adenomas and colorectal cancer, including in children. The issue of timing and indications for
surgical treatment of FAP in childhood remains debatable.

AIM: to identify predictors of surgery for FAP in pediatric patients.

PATIENTS AND METHODS: a retrospective case-control study included 50 children with FAP from January 2000 to
April 2023 were analyzed. Two groups were formed: patients who underwent surgery of FAP under the age of 18
(case), and patients who did not undergo surgery at this age (control). We analyzed potential predictors: the age of
manifestation, the clinical, the characteristics of adenomas, the anemia and family history, polyposis of the upper
gastrointestinal tract.

RESULTS: in the surgical group, the proportion of patients with more than 100 adenomas was higher (23 (88%)
versus 11 (45%) (p = 0.002)). It was revealed that the number of adenomas was more than 100 at the time of
the first colonoscopy (OR 12 (95% (I (3-80), p = 0.02) and the presence of colon bleeding (OR 5.8 (95% (I 1-35,
p = 0.03) are independent predictors of proctocolectomy in children.

CONCLUSION: the number of adenomas over 100 and colorectal bleeding are independent predictors of proctocolec-
tomy in childhood.
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INTRODUCTION

Adenomatous polyposis syndrome (APS), famil-
ial adenomatous polyposis (FAP) is an autoso-
mal dominant disease of the gastrointestinal
tract characterized by the development of large
intestine adenomas and colorectal cancer at
the age, as a rule, older than 18 years in the ab-
sence of radical surgery [1,2]. APS is the second
most common cause of colorectal cancer among
hereditary polyposis syndromes [3]. The preva-
lence of the disease is 1-3 cases per 10,000, with
the same lesion of both genders [4]. The disease
is caused by various pathogenic variants of the
APC (Adenomatous Polyposis Coli) gene — a
tumor suppressor that suppresses the transmis-
sion of signals via the Wnt signaling pathway
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through the encoded protein [5,6]. A third of the
pathogenic variants of the APC gene were found
in its central region in the area between 1250
to 1464 codons and, according to some authors,
causes a severe APS phenotype with early on-
set of the disease, early malignancy and a large
number (hundreds and thousands) of adenomas
in the large intestine [7,8]. Treatment of APS is
reduced to the removal of the large intestine. At
the same time, the question of the timing and
indications for surgical treatment in childhood
remains debatable. On the one hand, APS does
not increase the risk of earlier development of
colorectal cancer from adenoma, despite the
fact that large intestine adenocarcinoma under
the age of 18 is a relatively rare event [4,9,10].
Therefore, some specialists, including in our
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country, are convinced of the need to find more
reasoned indications for proctocolectomy in
children and to perform surgery at an older age
[11]. Others consider it necessary to perform
surgery immediately after verifying the diagno-
sis of APS, since the malignancy of adenomatous
polyps develops in 100% of cases, which means
it is only a matter of time [12]. Ambiguities
in surgical treatment of children with APS
prompted us to analyze our own experience to
identify predictors.

PATIENTS AND METHODS

An observational retrospective case-con-
trol study was done. It included 50 patients
with APS who were on control at the Russian
Children’s Clinical Hospital from January 2000
to April 2023. The inclusion criteria were the
age of the patient under 18 years, the presence
of large intestine adenomas (according to the
histological conclusion) and/or a confirmed
pathogenic variant in the APC gene. The study
did not include patients with other polyposis
syndromes (juvenile polyposis syndrome, Peitz-
Jaegers syndrome). Patient data (clinical and
demographic characteristics of patients, photo
and video materials of instrumental tests, pro-
tocols of pathomorphology) were obtained from
case histories (paper, electronic) of the unit’s
archive. After receiving all the information,
a data analysis was performed. The following
factors were identified as potential predictors
of surgical treatment for children with APS:
gender, age at the time of the manifestation
of the disease, family history of APS (presence
of a parent with APS), clinical picture (intesti-
nal bleeding), the presence of hereditary syn-
dromes, as well as polyposis of the upper gas-
trointestinal tract (stomach and duodenum), as
well as the same characteristics of adenomas
(their number, size and degree of dysplasia at
the time of the first colonoscopy (at the ini-
tial treatment of patients). The adenomas were
counted per haustra. The size of the polyps was
assessed by an endoscopist comparing the ad-
enomas with 5 mm endoscopic biopsy forceps.
Information on the degree of dysplasia (high

XMp)’er‘leCKOe JleyeHMe aaeHOMAaTO3HOro
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and low degree) was obtained from the proto-
cols of pathomorphology.

Statistical Methods

The data analysis was carried out using the
GraphPad Prism statistical software pack-
age, version 9.3.1 (GraphPad Software, USA).
The description of quantitative indicators
was carried out with the indication of the
median (25th; 75th percentiles), taking into
account the incorrect distribution of vari-
ables. According to quantitative indica-
tors, the groups were compared using the
Mann-Whitney test, according to categorical
ones — the y?exact Fisher test. The differ-
ences between the groups were recognized as
statistically significant at p < 0.05.Statistical
relationships of potential predictors with the
target outcome (surgery) were analyzed us-
ing univariate and multivariate logistic re-
gression analyses. The multivariate analysis
included indicators associated (at p < 0.1)
with the target outcome based on the results
of the univariate analysis. The relationship
of potential predictors with the studied out-
come was described with an indication of the
odds ratio (OR) and 95% coincidence inter-
val (CI). To test the diagnostic value of the
multivariate regression model, the area under
the curve (AUC), the likelihood ratio and the
Hosmer-Lemeshov test were calculated.

RESULTS

The case histories of 50 patients with APS were
analyzed. Two groups were formed from the
number of patients who met the selection cri-
teria: patients who underwent radical surgical
treatment for APS (colectomy, proctocolectomy)
under the age of 18 (case group), and patients
who did not have surgery at this age (control
group). Surgical treatment of APS was procto-
colectomy with simultaneous J-pouch and the
pouch-anal anastomosis, preventive ileostomy
with subsequent closure of the ileostomy in
19 (73%) patients. Another type of procedure
was colectomy with mucosectomy with ileorec-
tal anastomosisin 7 (27%) patients. The median
age at the time of surgery was 16 (14; 17) years.

Surgical treatment of familial adenomatous
polyposis in children: cross-sectional study
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Table 1. Comparative characteristics of operated children and non-operated children with FAP

Children with FAP
Indicators Operated Non-operated P
(n = 26) (n = 24)
Gender (female), abs. (%) 12 (46) 12 (50) 0.785
Age of APS debut, years 13.5 (8.5; 15) 14 (9.5; 14.5) 0.665
Age of the first colonoscopy, years 15 (11; 16) 14 (11; 15) 0.553
Family history of APS*, abs. (%) 21(81) 19 (79) 0.887
Intestinal bleeding, abs. (%) 17 (65) 10 (41) 0.162
Maximum size of polyps**, mm 5.5 (4;8.2) 5 (4; 8.5) 0.706
The number of polyps more than 100 **, abs. (%) 23 (88) 11 (46) 0.002
High degree of dysplasia**, abs. (%) 3(11) 2(8) >0.999
Stomach polyposis**, abs. (%) 8 (42) 6 (28) 0.509
Polyposis of duodenum**, abs. (%) 1(5) 2(9) >0.999
Presence of hereditary syndromes, abs (%) 3(11) 4 (16) 0.697
History of polypectomy, abs (%) 6 (23) 10 (42) 0.128

Note: APS — Adenomatous PolyposisSyndrome Duodenum; * The presence of a parent with APS; ** At the time of diagnosis of APS

A comparative analysis revealed that operated
and non-operated patients with APS were com-
parable in gender, age at the time of the onset
of the disease, the presence of a family history
of APS, hereditary syndromes, as well as the
size and degree of polyp dysplasia. There was
also no difference in the groups in concomi-
tant polyposis of the upper gastrointestinal
tract (stomach, duodenum) and in the number
of endoscopic polypectomies performed in the
history. In the group of operated patients, the
proportion of patients with more than 100 ad-
enomas was higher (23 (88%) versus 11 (45%)
(p = 0.002)). Intestinal bleeding was more
common in the group of operated patients in
17 (65%) patients thanin the latter group — in
10 (41%) patients. However, statistical signifi-
cance in the parameter could not be achieved
(p =0.1) (Table 1).

It was revealed by univariant analysis that the
predictor ‘the number of adenomas over 100" was

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

significantly associated with surgery in child-
hood OR 9.06 (95% CI 2-33) (Table 2). Predictors
with a value of p < 0.1, such as the number of ade-
nomas over 100, the presence of intestinal bleed-
ing and the presence of a history of polypecto-
mies are included in the multivariate regression
analysis. It was revealed that the probability of
surgery in patients with more than 100 adenomas
at the time of the first colonoscopy (OR 12.38
(95% CI (3-80), p = 0.02) and the presence of in-
testinal bleeding (OR 5.8 (95% CI 1-35, p = 0.03),
are independent predictors of proctocolectomy
in childhood (Table 2).

The diagnostic value of the regression model
was determined. The area under the curve was
0.82 (95% CI 0.7-0.94), the predictive value of a
positive result was 74%, the predictive value of
a negative result was 83%, the likelihood ratio
was 18.5 (p = 0.0004), the Hosmer-Lemeshov test
was 5.1 (p = 0.5), which significantly confirms the
predictive value of the obtained model.

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Table 2. Univariate and multivariate analyses of risk factors for surgery

Indicators

Univariate analysis
OR (95% CI), p

Multivariate analysis
OR (95% CI), p

The number of adenomas at the first colonoscopy > 100 9 (2-33) 12.38 (3-80)
Intestinal bleeding 2.6 (0.8-7.7) 5.8 (1-35)

History of endoscopic polypectomy 0.39 (0.1-1.2) 0.2 (0.03-1.1)
DISCUSSION relieve symptoms of the disease — the so-

The priority task in the treatment of patients
with APS is the prevention of CRC, and, of
course, maintaining a balance between the
treatment and its radicality and the quality of
life of patients.

Indications for surgery in APS in adults are sug-
gested to consider an increase in the number
of adenomas in follow-up, the size of adeno-
mas > 6 mm in diameter, as well as the devel-
opment of adenocarcinoma [13,14]. According
to the ESPGAN (European Society for Pediatric
Gastroenterology, Hepatology and Nutrition)
guidelines, surgery in APS in children should be
performed in the presence of a large number of
adenomas > 10 mm in diameter, or > 500 pol-
yps > 2 mm in diameter, or with the so-called
‘carpet covering’ of the large intestine with ade-
nomas. At the same time, it is clarified that these
are weak recommendations with low quality of
evidence. The guidelines also note the impor-
tance of deciding on the time of the surgery, tak-
ing into account social and personal factors, as
well as the level of education [4]. Several studies
were also conducted in order to find a correlation
between the rate of progression of polyposis and
the influence of this factor on surgical treatment
of children with APS. However, no such correla-
tion was found [15,16].

The approach of Russian surgeons for children
with APS, as well as the factors on the basis of
which a decision is made towards surgery remain
uncertain and often subjective and may some-
times contradict existing recommendations.
With APS, there are situations when the sever-
ity of polyposis reaches a point at which en-
doscopic control of the large intestine is no
longer accurate and safe to prevent CRC and
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called ‘uncontrolled polyposis’. These situa-
tions, regardless of the patient’s age, require
radical surgery. On the other hand, with a small
polypous load of the large intestine, as well as
compliance and a positive attitude of the pa-
tient to regular endoscopies, it is possible to
perform colonoscopies with polypectomy of the
largest or macroscopically altered adenomas, or
with the removal of all existing adenomas with
their minimal number and radical surgery at a
later date. The results of our study have shown
that the factor on the basis of which the deci-
sion was made on the need for surgery in chil-
dren with APS was a large number of adenomas,
namely the factor ‘the number of polyps is more
than 100" It has also been demonstrated that
factors such as a large number of large intes-
tine adenomas and intestinal bleeding are in-
dependent predictors of proctocolectomy in
childhood.

CONCLUSION

Indications for surgery for pediatric patients with
APS remains actual among specialists dealing
with this problem. The study demonstrated that
the probability of surgery for a child with APS is
higher with a large number of adenomas (more
than 100) of the large intestine and the presence
of intestinal bleeding.
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MpeactaBneHHas CTaTba «XUpypruyeckoe neveHue
afleHOMaTo3HOro MOJUMO3HOr0 CUHAPOMA Y [AeTei»
NocBslleHa OfjHON M3 Hanbosnee aKkTyanbHbIX Npobaem
AETCKON KononpokTonorum — BbIGOPY MeTOfa neye-
HUS JeTeil Npu OOHApYXEHWU Y HUX MHOMECTBEHHBIX
afleHoM TONCTON KW K. Mpy 3TOM BONpOC Mano o6cyx-
[aeTcs B MUPOBOI NnNTepaType, a ybeauTenbHble noka-
3aHMA NS XMPYPTUYECKOrO JleYeHUA He OnpepeneHsb
A0 HacToAlwero BpemeHu. [103TOMY npeAcTaBieHHble
OTeYeCTBeHHble laHHble 06M1afaloT 0C060 LEeHHOCTbIO.
CornacHo onpepenexuio, afeHOMaTO3HbIA NONUMNO3HBINA
CUHAPOM — 3TO PefiKoe HacnefcTBeHHoe 3abonesa-
HUWe, xapaKTepu3yioljeecs pa3BuTUEM B MONOAOM BO3-
pacTe MHOXecTBeHHbIx (6onee 20) afeHOM TONCTOM
kuwkw [1]. B HacToAwee BpemA K afeHOMaTO3HbIM MO-
NWMNO3HBIM CUHAPOMAM MOXHO OTHECTU CEeMeMHbI afe-
HOMATo3 TONCTON KUWKKU (06YCNOBAEHHBIA HanMyneM
naToreHHbIx BapuaHToB B reHe APC n conpoBoxpato-
Wuncs HemsOexHON 3710KayeCcTBEHHOW TpaHcdopMa-
LMeit NoAUMoB B NOAABAAIOWEM OONbIIMHCTBE CNYYaAEB
nocne 18-netHero Bo3pacta), MutYH-accounmpoBaHHblif
nonuno3 (0OyCNOBNEHHbIA HanUyueMm OuanNenbHbIX
MyTaLuii B reHe MutYH), a Takxe 6onee pefKo BCTpe-
vawowmincs  PPAP-nonnnos  (06ycnoBneHHblit  Hanu-
4yMem naToreHHblX BapuaHToB B reHax POLE/POLDI),
CMeWaHHbI  noanno3. YKasaHHble HacnefCcTBEHHble
MONMNO3HbIE CUHAPOMbI HECKONbKO OTAMYAlTCA ApYr
OT Apyra no KAMHWYECKUM NPOSBNEHWUAM, OHKONOru-
4eCKOMY PUCKY W 3TUONOrMyeckomy caktopy (noka-
AN3aLnMM M TUNY NATOTeHHbIX BapWUAHTOB B reHoTune).
B cBA3M € 3TMM Nopxofbl K NeYeHuto faxe y B3pPOCAbIX
naLMeHTOB UMEIT NPUHLMNKUANBHBIE OTANYMA. [ToBOAOM
AN XUPYPrUYecKoro NIeYeHns € yfaneHunem Bcei Ton-
CTOW KWWKW MpU 3TOM Cy¥aT nubo oCTpble XW3He-
yrpoxatoume cocTosHUA (KUWe4yHas HenpoXoAUMOCTb,
npofonKamLeecs KuULWeYHOe KpoBoTeyeHue U T.A.)
60 BLICOKMIT PUCK Pa3BUTUA KONOPEKTaNbHOMO paka.
NMeHHO KoNOpeKTanbHblii  pak  fABnseTcs  Haubo-
nee Trpo3HbIM NOCNEACTBMEM HECBOEBPEMEHHOTO ne-
YeHMA NONUMO3HbIX CUMHApPOMOB. [lpu 3TOoM BOMpoOC
0 BO3pacTe BbINONHEHWUA NPOMUNAKTUYECKON onepa-
UMM sBnsetcs Haubonee [UCKYTabeNbHbIM B HACTO-
Alee BpemA. C OfHOW CTOPOHbI, GE3YKOPU3HEHHBIM

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

BbIFNAZUT NOAXOA B rocnutane Ceatoro Mapka (JloHaoH,
BenunkobpuTtaHus), cOrnacHo KOTOPOMY BCE HOCUTENM
naToreHHoro BapuaHTa B reHe APC C MHOXECTBEHHbIMU
afeHomamu (He3aBMCUMMO OT MX KONMYecTBa U pa3Mme-
poB) 6blAn onepupoBaHbl B Bo3pacTe 18 net [2]. Takum
00pa3oM, MOXeT ObITb LOCTUTHYTA MOYTU MOSHAA Mpo-
(hunakTKa pas3BUTUA paka TONCTON KULWKK y Onepupo-
BAaHHbIX MaLMeHTOB B OyAyLieM, OfHAKO MCUXO3MOLM-
OHaNbHble NOCNeSCTBUA TPaBMATUYHON onepauun He
6epyTcs B pacyet. C gpyroit CTOPOHbI, COrNacHo onybnu-
KOBAaHHbIM AaHHbIM, 0ObeMHAIOWMM MHOTME PerucTps
nonuno3a B EBpone, n3 1073 cnyyaeB KONOpPeKTalbHO-
ro paka npu cemMedHOM ajeHOMaTo3e TOJCTOW KUIIKK
TONbKO 2 OblIW 3aperncTpupoBaHsl y feTeil B Bo3pacTe
11-15 nert, n 15 (1,4%) — y monopbix nofeit 16—20 net
[3]. B TakoM ciyyae HEBLICOKWI PUCK ManUrHU3aLuu
afleHom B Bo3pacTe [0 20 neT faeT BO3MOXKHOCTb OT-
NOXWUTb  BbINONHEHWE MpoduNaKkTUYeCcKoi onepaLum
Ha HeCKONbKO JIeT, MO3BOMAS 3aKOHUYUTb 0Oy4eHue,
CO34aTb CEMblO, T.€. 3aHATb CBOE MecTo B 0buecTse.
Takum 06pa3oMm, NMOKa3aHUAMU K KONOPEKTANbHON Xu-
pypruum B neauaTpum npu nio60oM 13 NONUNO3HbIX CUHA-
POMOB MOXET CNYXMUTb NOLTBEPXAEHHOE Hanuyne unm
NnoJ03peHue Ha PaK TONCTOM KULWIKK, @ TAKKE COCTOSHUS,
He nopjalolWMecs 3HLOCKOMUYECKOMY NIeYeHUo u/uan
Hapylwawlue HopmanbHoe (M3MONOrnyeckoe passu-
Tne pebeHka [4]. B nybnukyemoii ctaTbe npuBeAeHs
pe3ynbTatel HabntogeHus 3a 50 [eTbMU, NpOLWeAWUMU
NeyeHune B KNMHUKe 3a 23-neTHUil nepuof. Mpu 3Tom,
HeCMOTpA Ha TO, YTO aBTOPbl HE BKKOYaNU B 1Ccneno-
BaHWe NaLMUEHTOB C OBEHUIbHLIM MOAUMNO30M U CUHLAPO-
mom lMenTua—Erepca, paHHble 0 pe3ynbTaTax reHeTuye-
CKOTO MccnefoBaHus He NpuBefeHbl, XOTA NPU HaNU4nMu
HEKPYMHbIX MOJUMNOB B TONCTOM KUWKe (MeAnaHa Mak-
CMManbHOro pasmepa coctaBuna 5 u 55 MM) OCHOBO
ouddepeHuUnanbHOro AuarHosa ABNfeTcs nposeje-
HUe MONeKyNApHO-TeHeTUYeCcKoro uccneposaHua [5].
N3BeCTHO, 4TO OAHMM U3 OCHOBHBIX CMMNTOMOB UMEHHO
npu cuuapome lNentua—Erepca u 10BeHUABHOM NoAUNO-
3e (NpY KOTOPOM TaKXe MHOTA BCTPEYAlOTCA afeHoMa-
TO3Hble MOMUMbI B TONCTON KULWKE) ABAAETCA KULWEYHOE
KpoBOTeUeHUMe, CAyKallee MOoBOAOM AN obpalleHus
K Bpady [6,7]. TpencTaBieHHbIt PETPOCMEKTUBHbIN
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aHanu3 He [laeT, K COXaneHWo, BO3MOXHOCTU Y3HaTb,
4TO ABIANOCH MOKA3AHMEM K YAANEHMIO TONCTON KML-
KW 26 nayueHTam, Tem 6osee YTo HU B OHOM Cilyyae He
Obl1I0 BbIAIBAEHO B Npenapate paka. Moctynnpyembie aB-
TOPaMW B KAyecTBe HE3aBUCUMbIX NMPeAUKTOpPbl BbINOJ-
HEHMS KONMPOKTIKTOMUM SBUIUCH TAKOBBIMU JINWb AN
YKa3aHHOI peTpoCcneKTUBHOI BbIGOPKH, a Lienecoobpas-
HOCTb BbIMOJIHEH WS OMEPALIMM OCTaNACh HEBLIACHEHHOI.
BecbMa BeposATHO, YTO MPOBEAEHHbIE BMELATENbCTBA
MOXHO 6bI10 OTJIOKMTL 40 COBEPLIEHHONETUS U (hU3NO-
JIOTMYECKOro CO3peBaHus nauueHToB. B To e Bpems
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Validation and adaptation of the Russian
version colostomy impact score (CIS)
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BACKGROUND: the number of people with intestinal stomas in Russia reaches 140 thousand people. For any outcomes
stoma on the anterior abdominal wall has an extremely negative effect on the body image and quality of life of this
patient.

AIM: validation and cultural adaptation of the CIS questionnaire in the Russian Federation.

MATERIALS AND METHODS: the official translation of the CIS questionnaire was performed according to current WHO
and EORTC guidelines. The study involved 137 patients from 9 centers (3 national and 6 regional) from different
districts of Russia.

RESULTS: the stoma impact on quality-of-life questionnaire showed an inverse negative relationship with the EORTC
QLQ-C30 global quality of life scale, physical, role, emotional and social functioning (all p < 0,05).

CONCLUSION: the (IS Questionnaire reliably identifies a group of patients with a significant impairment in the qual-
ity of life and can be used in Russia.
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BBEOEHWE

CornacHo onpepgenennio BcemupHOW opraHusayuu
3apaBooxpaHeHus (BO3) nop kavectBom xu3Hu (KXK)
NoApa3yMeBaeTCA BOCMPUATUE YENOBEKOM CBOEro mno-
JIOEHUS B XKM3HU B KOHTEKCTE KyNbTYPbl U CUCTEM LieH-
HOCTEI, B KOTOPbIX OH MPOXWBAET, €ro Lenei, oXuaa-
HUW, CTaHZAPTOB M NpobaeM. ITO WKUPOKas KOHLEenuus,
Ha KOTOPYIO KOMMNEKCHO BAuAeT Gu3nyeckoe 340poBbe
4YesNoBEKa, NCUXONIOTUYECKOe COCTOAHME, TMYHble YOeX-
LeHUs, coLManbHble CBA3W U ero OTHOWEHWe K Xapak-
TepHbIM 0COOEHHOCTAM OKpyKatowei cpepbl [1].
Hanuune cTombl Ha nepefHeil GPIOWHON CTEHKE Kpait-
He HeraTMBHO CKa3blBaeTCA Ha obpase Tena U KayecTse
KM3HW COOTBETCTBYIOWeEN KaTeropuu OGonbHbIX [2].
Yucno Anw € pasnuyHoOro pofa KUWeEYHbIMU CTOMaMM
Ha nepepHeii 6pilowHoit cTeHke B Poccum gocturaet 140
ThicAAY yenoBek. ColLManbHYl 3HAYMMOCTb MpPOGAEMbI
NOAYEPKMBAET aKT, YTO B CMeLManM3MpoBaHHbIX Kabu-
HeTax peabunanTayun Ha yyete CTOAT ToNbKO 80 ThiCAY
yesoBeK, YTO YKa3blBAET HA ABHbIM HELOCTATOUHbIN OX-
BaT NOMOLLbIO 3TOV Ype3BbIYANHO YA3BUMOI KaTeropuu
GonbHbIX [3].

[ns oueHkn KX ctommpoBaHHbIX 60/1bHEIX ObITO pa3pa-
60TaHO HECKONIbKO ONPOCHUKOB, HU OIUH U3 KOTOPbIX He
CTaN YHUBEPCANbHbBIM B CUY FPOMO3AKOCTH, CIOKHOCTH
B BOCMPUATUM, OTCYTCTBUU KYJbTYPHON W 3THUYECKOM
Banupauuum. Bonpoc npoctoro B Mcnonb3oBaHuM Kiu-
HUYECKOTO MHCTPYMEHTA, MO3BOMUBLLETO Gbl AOCTOBEP-
HO oueHuTb BAnAHMe cTombl Ha KX anntenbHoe Bpems
0CTaBaNCA OTKPbLITHIM.

B 2017 ropy maTckumm cneumanuctamm Geina paspabo-
TaHa WKana OLEHKM BAUAHWUA KONOCTOMbI Ha KayecTBO
W3HU Y NALMEHTOB C KOJNOPEKTaNbHbIM pakom [4].
[laHHas Wwkana copepxuT 7 BONPOCOB U, N0 UMEKOLLUMCA
LaHHbIM, UMeeT TOYHOCTb 85,7% [ns BbiABNEHUS nauu-
€HTOB CO 3HAYUTENbHbIM BAUSHWEM CTOMbl HAa Ka4yecTBo
Xu3Hu [5].

OnpoCcHMK NO OLEHKE BAUAHUA KONOCTOMbI Ha KauecTBO
#u3nu (BKKXK) yxe 6bin BanuAMpoBaH B HECKONbKUX
CTpaHax M 3apeKoMeHfoBan ceOs KaK HafeXHbIil WH-
CTpyMeHT oueHkn [5,7]. Llenblo HacToswein pabotl
ABNAETCA A3bIKOBAA M KyNbTypHas ajantauus onpoc-
HMKa N0 OLEHKe BNUAHMA CTOMbl Ha KauyecTBO KU3HM
B Poccuiickoin ®epepauum.

MATEPUATTBI 1 METObI

MepeBOLY Ha pycCKUI A3bIK NOABEPraach aHri0A3bIY-
Has Bepcus onpocHuka colostomy impact score (CIS)
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[4]. LBa npodeccuoHanbHbIX PYCCKOA3bIYHBIX Mepe-
BOAYMKA M3 MefULMHCKOW cdepbl He3aBUCUMO [pyr
OT Apyra BbIMOAHMAU NepeBOj OMPOCHUKOB Ha pyc-
CKMiIt A3blK. B panbHeilllem Ha COBMecTHONM BCTpeve
nepeBOAYNKOB U KONIEKTUBA OTAe/1a OHKOMPOKTONOT UM
OrbY «HMUL, kononpoktonorunm umenun A.H. Pbixux»
Mun3gpasa Poccumu ob6a BapuaHTa 6Gbin 06CYXKAEHDI.
Pe3ynbTaTom cTana oKoH4YaTeNbHas BEPCUSA, YYUTbIBaIO-
Was 3aMeyaHunsa B Xofe MCKYCCUU 1 YAOBNETBOPUBLLASA
BCEX MPUCYTCTBYIOWMX. BbipaboTaHHbIN KOMMpoMMCC-
Hbli BapuaHT OblN nepeBefeH Ha aHINUIACKUIA A3bIK
C NoMoLLblo NpodecCcMoHanbHOro areHTCTBa NepeBof0B,
npy 3TOM CNeuuanucT, 3aHUMaBLINIACA NepeBOfOM, He
Obl1 3HAKOM C OpUrMHANbHOW Bepcueit. Monyynswuics
B pe3ynbTaTe [BOWMHOrO nepeBofa TEKCT Obll COMo-
CTaBflEH C OPUrMHANbHbIM OMPOCHUKOM — MPUHLMNK-
aNnbHbIX PasiMymMii He oBHapyxeHo. Takum o06pasom,
ouMuManbHbli NepeBof ONPOCHWKA Obil BbINOAHEH
COrNacHo coBpeMeHHbIM pekomeHpaumsam BO3 n EORTC
(EBponeiicKoit opraHu3aumMm no U3yYyeHuio U Ne4eHnio
paka).

MNepesepenHas wkana BKKX coctout 3 7 nyHkTOB.
OTBETHI Ha Ka[Ablil NYHKT AatoT oueHky ot 0 go 8 6an-
NOB B COOTBETCTBUW C WHCTPYyKLUMEH K OMNPOCHMKY.
HopmaTtuebl 6annbHOi OLEHKM KaXAoro sonpoca Gbiiu
MpeaNoXeHbl aBTOPAMW  OPUTMHANBLHOrO OMPOCHMKA
Ha OCHOBAaHMM MyNbTUBAPWUAHTHOIO aHanM3a B COOT-
BETCTBMM C MOJYYEHHBIMU UHLEKCAMKU BKNaja TOro unm
MHOrO nokasatens. Bce Gannbl cymmupytotcs, obwyuii
6ann cocraenset or 0 go 38, npu 3TOM 6Gonee BbiCo-
Kue 6annbl OTpamaloT 6O/bly0 3HAYMMOCTb Npobaem
U/MAN OCNOXHEHWIA, CBA3aHHbIX co cToMoi. CornacHo
WCXOAHBIM AaHHbIM TOYKA OTceuYku B 10 Gannos genut
NauMeHTOB Ha rpynny C He3HAYMTEeNbHbIM BAUAHUEM
KOJIOCTOMbI Ha KAyecTBO XM3HW (MaLMeHTbl C OLEeHKOW
0-9 6annoB) ¥ rpynny O 3HaYUMbIMU MOCNELCTBUAMU
XMpYpruyeckoro neveHuns (naumueHTbl ¢ oueHkoit 10-38
6annos) [4].

YuuTbiBas runoTeTUYecKne pasnuyus B BOCMPUATUM
BNMAHWUA CTOMbI Ha KQYeCTBO XMU3HU NaLMEHTOB U3 pas-
HbIX PErMoHOB Poccum, Hamu ObIIO MPUHATO pelieHne
0 MyNbTULLEHTPOBOM XapaKTepe uccnepgoBanuns. B npo-
Lenype Banupauuu NpUHANW yyactne 9 MefUUUHCKUX
LEHTPOB (3 HaLMOHaNbHbLIX U 6 perMoHanbHbiX) U3 pas-
HbIX OKpyros Poccuu, B CTPYKType KOTOPbIX €CTb cne-
LMannM3npoBaHHOE OTAEeNeHne, rae KOHLEHTPUPYIOTCA
W MOTyT Habnogatbcs ueneBble GoNbHblE. YUMUTbIBAS,
4TO B HaLMOHANbHbIX MEAULMHCKUX LLleHTPax NpoxoaaT
neyveHwue 6onbHbIe o Bceit Poccum, Hamu Gbina npose-
[€Ha cTpaTUdUKaLUA He NO Ne4ebHOMY yUYpeXaEHMIO,
a Nno pernoHaMm XWUTeNbCTBA NaLWUEHTOB, MPUHABLIKUX

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Tabnuua 1. Xapakmepucmuka 60/1bHbIX, BKIOYEHHbIX 8 UCCIC008AHUE

Table 1. Characteristics of included patients

beaepanHelit okpyr H0HbINA LleHTpanbHbIit CeBepo-v NpuBosmkckuit | Cubupckun | lanbHeBOCTOYHbIN
Poccuu 3anaHblit

N 11 (61%) 54 (63,8%) 33 (78,6%) 15 (68,2%) 13 (54,2%) 11 (64,8%)
Tun onpoca

OwnnaiiH 7 (63,6%) 17 (31,5%) 5 (15,1%) 8 (53,3%) 2 (15,4%) 8 (72,7%)
O4Ho 4 (36,4%) 37 (68,5%) 28 (84,9%) 7 (46,7%) 11 (84,6%) 3(27,3%)
Bospacr, net 57,8 +12,1 615+114 62,7 +10,8 60,8 +11,1 66,9 + 15,9 60,1+7,7
Mon

My cKoit 5 (45,5%) 25 (46,3%) 11 (33,3%) 6 (40,0%) 8(61,5%) 7 (63,6%)
XeHckuit 6 (54,5%) 29 (53,7%) 22 (66,7%) 9 (60,0%) 5 (38,5%) 4 (36,4%)
Cpok HabnogeHus, mec. 14,7 + 6,8 23+27,9 26,3+ 18,6 94 +238 21,6 + 184 17 +9,2
Crapus KPP

I 0 8 (14,8%) 9 (27,3%) 0 0 4 (36,4%)
I 8 (72,7%) 18 (33,3%) 17 (51,5%) 9 (60,0%) 6 (46,1%) 4 (36,4%)
111 3(27,3%) 28 (51,9%) 7 (21,2%) 6 (40,0%) 7 (53,9%) 3(27,3%)
y4yactue B onpoce. B nccneposaHue BKAKYanuM na- PE3YJ_| bTATbI

LMEHTOB, NepeHeclmnx pafuKanibHOe XUpYypruyeckoe
fleyeHne No NOBOAY KONOPEKTaNbHOro paka € nocTo-
AHHOW KONOCTOMOW, OT MOMeHTa OpMUPOBaHUA KO-
TOpOI NpOLWO He MeHee 6 MecALEB NpKU OHKONOrnYe-
CKOM KoHTpone 3abonesaHus. NMauuentsl ¢ IV ctaguei
3aboneBaHua M3 aHanu3a uckawvanuce. Mpouenypa
BanMpjauuyM noppasymeBana CaMOCTOATENbHOE Mpo-
XOXJeHue onpoca B OHNaiiH dopmaTe uam GyMaxkHom
tdopwme.

Banupaunsa onpocHMKa No KayecTBY XM3HW CTOMUPO-
BaHHbIX 60NIbHbLIX MOAPa3yMeBana napaniesbHoe 3anos-
HeHue nauueHTom onpocHukos BKKX, EORTC QLQ-C30
1 OTBET Ha KJl04eBON BONPOC KHACKOJbKO CUIbHO CTOMA
NoBAMANA Ha KayecTBO Balwein XuU3HN?» C BO3MOXHbBIMM
BapMaHTaMy OTBETA: «He MOBIUANA/HE3HAYNTENBHO»
M «3HAYMMO MOBAUANAN.

KoHBepreHTHyl0 BaNMAHOCTb UCCNEA0BANMN NPU NMOMOLLM
NOMCKa KOppenauuii Mexpy KaTeropusamu Banuaupye-
MOrO OMPOCHMKA C OAHON CTOPOHbI U (YHKLMOHANbHbI-
MW W CMMNTOMaTMYeCKUMM WKanamm onpocHuka EORTC
QLQ-C30 ¢ apyront. CoOTHOWEHMA MeXay KaTteropuamu
OMNPOCHWKOB OLEHWBANM Npu Momowm Ko3dduuneHTa
CnupmeHa npu ycnoBuu, 4TO pacnpefesneHune oTiuya-
N10Cb OT HOpManbHOro. [lonoAHMTENbHO M3y4Yanu pas-
JNYMA B KaTeropuax LWKan BaluJMpyeMoro onpocHMKa
y MaLMeHTOB C pa3HbiM YPOBHEM KadyecTBa Xu3Hu. [insa
OLEeHKM BOCNPOM3BOSMMOCTH MOJYYEHHbIX PE3Y/bTaToB
Oblna npumeHeHa cuctema TecT — petect. OnpocHuK
Obll NOBTOPHO HanpaeieH 64 cryyaitHo 0TOOpaHHbIM
nauueHTaM, y KOTOpbIX C MOMEeHTa NepBOro 3anonHeHus
npowno He meHee 1 mecaua.

Pe3ynbTaTbl aHKeTUPOBAHWA OblNM 3aHECEHbl B 3JeK-
TpoHHble Tabauupl Microsoft Office Excel 2016.
CratncTuyeckuin aHanu3 nNpOBOAWMAICA C MCMNONb30Ba-
Huem nporpammbl IBM SPSS Statistics v.26 (pa3pabot-
yuk — IBM Corporation).

BGHHAOHMﬂ M KynbTypHAs aaantaums onpocHUKa
MO OUEHKe BJIUSAHUA KOJTOCTOMbI HO KAYECTBO XU3HU

B 06ueit CNOXHOCTM B UCCNEA0BAHUN NPUHANK yyacTue
209 naumeHToB (78 (37,3%) myxuuH n 131 (62,7%)
KEHLWMHA), paAnKabHO ONepUpPOBaHHbLIX MO NOBOJY KO-
nopektanbHoro paka (KPP). BocembpecsT naTh 4enosek
npownu onpoc oHnaiH. O4HO 3aNoNHUAM ONPOCHUK 124
pecnoHpeHTa.

CembpecaT fiBa YenoBeKa OblaM UCKNIOYEHbI U3 UCCNIERO-
BaHMsA MO NPUYMHE HEMOJHBIX AAHHbBIX ONPOCHUKOB, Ha-
JINYUSA Y NALUEHTOB TOHKOKULIEYHOI CTOMbI MM CPOKOB
nocne XMpypruyeckoro BMelaTeNnbCTBa MeHee 6 Mecs-
ues. Takum 06pa3om, B aHanu3 ObIIU BKIKOYEHBI AAHHbIE
137 nayMeHTOB C MOCTOSAHHOWM KONOCTOMOW.
XapaKTepuCcTMKa BKNIOYEHHbIX B paboTy 60NbHbIX npef-
cTaBneHa B Tabnuue 1.

[locToBepHbIX PasNMymnil B KAYECTBE XU3HU NALMEHTOB,
MPOXOAMBLINX IEYEHNE B PA3HbIX LLEHTPAX, BbISBJIEHO HE
obin0 (p > 0,05). OgHako Npu pacnpefeneHny pecnoH-
AEHTOB MO OKPYry NPOXMBaHWUA OTMEYeHa 3HaUYMMO Bbl-
Ccokas reteporeHHocTs no nosy (p = 0,01), Tuny 3anon-
HeHus onpocHuka (p = 0,01) 1 no ctagmu 3abonesaHns
(p=0,01).

Mpu KOppensLUOHHOM aHanu3e hyHKLMOHANbHbIX WKan
onpocHuka EORTC QLQ-C30 n BAUAHMA CTOMbI Ha Kaye-
CTBO XM3HW OTMEYaeTcs AOCTOBEpHas OTpuuaTenbHas
CBA3b N0 5 (YHKLMOHANBHBIM WKaNaM U NONOXUTENb-
Has — MO BCEM CUMNTOMATUYECKUM WKaNaM, 3a UCKII0-
yeHueM nokasatens ofplwku (Bce p < 0,05). MeguaHHblil
6ann no wkanam onpocHukos EORTC QLQ-C30 1 BansHUs
CTOMbI Ha KAYeCTBO W3HMW NpefCTaBieH B TabnuLe 2.

C uenbto oLeHKM CBA3M BOCNPUATUS NaLMeHTa U 6ansib-
HOrO WMHAEKCa BAUAHWA CTOMbl HAa KA4YeCTBO XKW3HW
Hamu 6bin npoBefeH ROC-aHanu3 no Ki4YeBOMy BO-
NPOCY: HACKOMbKO CUJBHO CTOMAa MOBAMANA HA Ka-
yectBo Bawen xusHu?». CornacHo mony4yeHHbIM pe-
3yNnbTaTam, naowanb nNog Kpusown coctasuna 0,715, yto

Validation and adaptation of the Russian
version colostomy impact score (CIS)
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Tabnuua 2. MeduarHblli 6ann onpocHUKOB
Table 2. The median score of questionnaires

wkans! EORTC r p
QLa 3o
BKKX, 6annbl 13 (2;18)
Tno6anbHoe KX 58 (50;83) -0,72 | 0,001
CounanbHoe 58 (50;66) -0,81 | 0,001
KorHutusHoe 100 (75;100) -0,42 1,0
IMoUMOHaNbHOE 66 (41;83) -0,65 0,001
Ponesoe 58 (50;75) -0,7 | 0,001
dusnyeckoe 66 (41;83) 0,68 0,01
YcranocTb 33 (11;55) 0,68 0,001
TowHoTa v pBOTa 0(0;16) 0,5 0,02
Bonb 16 (0;50) 0,54 0,01
Opblwka 33 (0;66) 0,57 0,4
beccoHHuua 33 (0;66) 0,49 0,03
MoTeps annetuta 33 (0;66) 0,61 0,001
3anopsl 0(0;33) 0,72 | 0,001
[Ouapes 33 (0;66) 075 | 001
®uHaHcoBble 3aTpyAHEHUA 33 (0;66) 0,92 0,001

COOTBETCTBYET XOPOLIe NMPOrHoCTUYECKON 3HaYUMOCTH
MOZEeNN C YyBCTBUTENBHOCTbIO U cneunduyHocTbio 0,79
n 0,53, COOTBETCTBEHHO, HA YpOBHe OoTMETKM B 10 Gan-
NI0B MO WKane OLeHKN BAUAHNA KONOCTOMbI Ha KayecTBoO
*u3nu (Puc. 1).

Mpu oueHKe pasnuuunii Mexay rpynnamu naumMeHToB co
3HAYMMBbIM W HE3HAYUTENbHBIM BAUAHWEM CTOMbI Ha Ka-
4ecTBO XM3HU (Puc. 2) ycTaHOBNEHbI LOCTOBEPHO 60-
flee BbLICOKME MOKa3aTenu Mo LWKanam rnobanbHoro,
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[naroHanbHeEE CermMeHThl, CrEHEPWPOBAHHEIE CEA3AMK.

PucyHok 1. ROC-kpusas pacnpedesieHus 60bHbIX C BbICOKUM
U HU3KUM YpOBHeM BJIUAHUSA KOJOCMOMbI HA KAYecmso XU3HU
8 3aBUCUMOCMU OM OMBema Ha KOHMPOJIbHbILU BONPOC

Figure 1. ROC-curve. Sensitivity and specificity of the question-
naire in detecting patients with low quality of life
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thu3nyeckoro, ponesoro, GyHKLMOHANLHOTO U COLMANb-
HOro YHKLMOHWPOBAHKUA NO AaHHbIM onpocHuka EORTC
QLQ-C30 B rpynne nauneHTOB C HE3HAYUTENbHbIM BAUA-
Huem cTombl (Bce p < 0,05).

PaBHbIM 06pa3oM, Npu CPaBHUTENLHOM aHanu3e rpynn
NaLWeHTOB C Pa3HOW CTEMEHbIO BbIPAaXEHHOCTU BAUAHUA
CTOMbI Ha Ka4YeCTBO XM3HU HAMM BbIN NONYYEHbI 4OCTO-
BepHble pa3inyuna B nokasatensx ycranoctu (p = 0,001),
TOWHOTEl M pBOTH (p = 0,04), GoneBoMm CUHApOME
(p = 0,01), 6eccoHnmnue (p = 0,01), noTepe anneTuta
(p =0,01), 3anopax (p = 0,01), suapee (p = 0,01) u cu-
HaHCOBbIMW 3aTpyAHeHusmu (p < 0,001) y naumeHToB
CO 3HAYUMbIM BAUSHMEM MPU TOYKe oTceykn 10 6annos
(Puc. 3).

[lna oueHKW BOCNPOM3BOAMMOCTU pe3ynbTaToB uccne-
AOBaHMA HaMmu OGbina NpUMeHeHa CUCTEMa TeCT-peTecT.
OnpocHMK MOBTOPHO OblN BbIJAH 64 Cly4yalHO OTO-
OpaHHbIM NauuMeHTaM, paHee 3amnoJIHUBLIMM aHKeTy.
Mpu aHanuse pacnpefeneHus no rpynnam 6OAbHbIX
C BbIpPAXKEHHbIM 1 CO CNabOBbIPAXKEHHBIM BJUSHUEM CTO-
Mbl Ha Ka4eCTBO XW3HUM OTMeYaeTcs nonagaHue B Ty e
KaTeropuio Taxectn y 57 (89%) naymeHToB.

OBCYXAOEHUE

y NnaunMeHTOoB U3 pa3HbIX PETMOHOB POCCVIVI, NPUHABLWNX
yyacTue B BaNupauum, nepeBefeHHas Bepcus ONpoCHU-
Ka npojeMOHCTpupoBana yb6eAnTeNbHYID KOppensuuio
C YPOBHEM KayecTBa XU3HU nauneHToB. [lokasatenu Ka-
4yecTBa XXWU3HW NO quHKU,I/IOHaJ'IbeIM lWKasaM ONpOCHUKa
EORTC QLQ-C30 6bI11 3HAYMMO HUKE Y NNUL, KOTOpble OT-
Meyanu BblpaXXeHHOe BIMAHNE CTOMbI HA UX NOBCEHEB-
HYIO0 IeATeNbHOCTb.

BaxHo OTMETUTDb, YTO NPN 3TOM HA KAa4eCTBO XU3HWU Na-
LMEHTOB MOTYT BAWATb COBEPLIEHHO pa3Hoobpa3sHble
akTopbl. IKOHOMUYECKUE, KYNbTYPHbIE, PENNTUO3HbIE
HOPMbI M [LOCTYN K MEAMLUHCKUM YCyram pasnuyanTcs
B pa3HbIX CTPaHax, 4To TpebyeT afanTaLuyu ONPOCHUKOB
M U3y4yeHUs OOCTOATENbCTB, KOTOpble MOTYT OKasaTb
BJIUAHME HA KAYeCTBO XU3HW KOHKPETHbIX NaLMEHTOB.
Banupauus onpocHMKa no OLEHKe BAUSHWUA CTOMbI
Ha KauecTBO XU3HU OblNa yXKe paHee NPoBefeHa Ha Apy-
TMX A3bIKaX, YTO yKa3blBaeT HA BBICOKMI MOTEHLMan
OMpPOCHUKA I UCMONb30BAHUA B peasbHOI KnMHUYe-
CKOW NpaKTuKe. B HacToAWWMIA MOMEHT WKana Banmanpo-
BaHa Ha AATCKOM, aHTAWIICKOM, KUTAICKOM, HEMELKOM,
NOpPTYranbCKOM, UCMAHCKOM W WBELACKOM fA3blKax [5].
Mpu BanupaumMu wWKanbl N0 OLEHKe BAUAHUA KOMOCTO-
Mbl Ha KayeCTBO XM3HWM B Pa3HbIX CTpaHax Haubosb-
WYI0 MPOrHOCTUYECKYI0 3HAYUMOCTb ONPOCHUK NoKa3an
B Kutae (nnowapb nop kpusoit = 0,84), a camyo HU3-
kyto — B lNopTyranuu (nnowagb nog kpueoi = 0,63).
Hanbonbluyto 4yBCTBUTENbHOCTb LWKana MMena Takxke
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PucyHok 2. @yukyuoHanbsHsie wrkansl EORTC QLQ-C30. Paznuyus mexoy epynnamu nayueHmos co 3Ha4YUMbIM U He3HA4YUMelbHbIM

BJIUAHUEM KOJIOCIMOMbI HAG Ka4ecmso XU3HU

Figure 2. EORTC QLQ-C30 functional subscales. Differences between groups of patients with significant and insignificant effects of

stoma on quality of life

B KWTAWCKOW 1 WBeACKON nonynaLMm nauueHTos (85,1%
n 80,8%, COOTBETCTBEHHO). HawmBbicwKMil nokasaTtenb
cneunduyHoctn otmevancs B flaHum (61,5%), a camblii
HU3KKIH — B ABCTpanum (37,1%) [5]. YyBCTBUTENBHOCTD
M cneumpuYHOCTb ONPOCHNUKA Y POCCUIICKUX NALNEHTOB
coctasuna 0,79 v 0,53, COOTBETCTBEHHO, Ha YPOBHE OT-
MeTkn B 10 6annoB no WKane OUEHKW BAUAHUS CTOMbI

Ha KauyecTBO XW3HU (Niowanb noj KpUBOW cocTaBuia
0,715).

BHe 3aBMCMMOCTW OT CTpaHbl MPOXMBAHMA, OCHOBHOW
npobnemMoil CTOMMPOBAHHbIX OO/bHLIX ABAAOTCA Na-
pactoMmasbHble OCIOXHEHWUs, KOTOpble 3aTpyLHAT
yX0[, 3a CTOMOW W CHWXAOT KaYeCTBO XKMU3HW GONbHBIX
[9]. Haubonee 3HauMmbiMM haKTOpamu, NO LAHHbIM
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PucyHok 3. Cumnmomamuyeckue wkansi EORTCQLQ-C30. Paznuyus mexdy epynnamu nayueHmos o 3Ha4YuMbiM U He3HayumeJib-

HbIM BIUAHUEM KOJIOCIMOMbI HG Ka4eCcmso XU3HU

Figure 3. EORTC QLQ-C30 Symptom subscales. Differences between groups of patients with significant and insignificant effects of

stoma on quality of life
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NpoBeAeHHOro Hamu MCCNefoBaHuA, ABAAAUCL napa-
CTOMa/IbHas rpbiXa W LEePMATUT BOKPYT CTOMbI, Xano0s
Ha KoTopble npeabaBaanu 48 (35,0%) u 30 (21,9%) pec-
NOHAEHTOB, COOTBETCTBEHHO. OYeBMAHLIM Mpeumylle-
CTBOM OMPOCHMKA MO OLeHKe BAUSHWUSA CTOMbI Ha Kaye-
CTBO KM3HW ABIAETCA OTPaXeHUe 0OCTOATENLCTB YXOAA
3a Heif, 4To 06yCNaBIMBAET Hall BbIOOP OMPOCHUKA Ans
Banupauumn. C npakTMYECKON TOUKM 3PEeHUs 3TO 3HAYMT,
4YTO NPU CUNbHOM HEraTUBHOM BAIMAHMMW CTOMbI Ha Kaye-
CTBO XW3HUM BO3MOXHO NPEeAMETHO OLEHUTb UMEHHO TOT
thaKkTop, KOTOPLIN YCyrybaseT coCTosiHME NauueHTa ans
€ro nepcoHnUUMpPOBaHHON KoppeKLuu. Bo3moxHocTb
CpaBHUTENbHOW OGBEKTUBHON OLEHKN 3eKTUBHOCTH
NPOBEAEHUS PeabUIUTALMOHHbIX MeponpuaTUA npo-
rpamMmm JOMOJHUTENbHO YCUAWBAET NPAKTUYECKYo 3Ha-
YMMOCTb BaNMANPYEMOTO ONPOCHMKA.

OrpaHuyeHnem HacToAWero MCCnefoBaHUA ABNAETCA
PUCK CUCTEMATUYECKOI OWMOKM NpK 0TOOPE NaLMEHTOB.
Ha ocHOBaHuUM NpoBefieHHOro aHanun3a noka Henb3s Jo-
CTOBEPHO CKa3aTb, KaK pearnpytot Ha ¢hakT popmuposa-
HUA CTOMbI pa3fiMyHble femorpacuyeckue rpynnsl, npo-
XuBalolme Ha Tepputopun Poccuitckoit Depepauum.

Tem Gonee, YTO B pa3HbIX permoHax LOCTYMHOCTb CPeACTB
yXofa 3a CTOMOM W BO3MOXHOCTb KOHCYNbTALUK B Cre-
LManM3MPOBaHHOM KabuHeTe peabunuTauum MoxeTr
3HQUUTENbHO OTAMYATLCA. [LONONHUTENbHBIM OrpaHuyYe-
HUEM MCCNEef0BAHUS ABNSAETCA BbICOKAs reTeporeHHoCTb
nauueHTOB, NPUHABLIMX y4acTWe B OMPOCE B PErnoHax
no 6a30BbIM xapakTepucTukam. B 3Tom kntoue nepcnek-
TUBHBLIM BbIMIALUT HanpaBieHWe Hay4HbIX UCCNefoBa-
HUI, NOCBALLEHHBIX NOUCKY (HAaKTOPOB CHUXKEHUSA Kaue-
CTBA XXU3HU CTOMUPOBAHHbBIX 6OJbHbIX.

SAKITKOYEHUE

Pycckon3blyHas Bepcusa ONPOCHMKA NO OLEHKe BAUAHMUA
KOJIOCTOMbl HA Ka4eCTBO XMW3HM NaLMeHTOB sABAAETCA
BaJIMAHBIM UHCTPYMEHTOM C XOPOLLIEN MPOrHOCTUYECKON
3HauyuMmocTblo (nnowapb nog kpusoit = 0,71). Touka
oTceykn B 10 6annos onpepenser rpynny 60NbHbLIX CO
3HAYMMbIM BIMAHMEM KOJOCTOMbl Ha KayeCTBO XMW3HU
C YYBCTBUTENbHOCTbIO U crneunduyHocTeto 0,79 u 0,53,
COOTBETCTBEHHO.

MpunoxkeHne 1. ONPOCHMK NO OLEHKE BIUAHMA KONOCTOMbI HA KAYECTBO XU3HU
Llenbto 3T0ro onpocHMKa ABNSETCA OLEeHKa BAUAHMSA paboTsl Bawweii cToMbl Ha NOBCEAHEBHYIO XU3Hb. MoxanyicTa,
npu OTBETE Ha KaXAblit BONPOC BbiOepeTe TONbKO 0ANH NyHKT. MOXET 6bITb HENPOCTO BbIGPATL TONLKO OAMH BapUAHT
0TBETa B CBA3U C TEM, YTO Y HEKOTOPbIX NALWEHTOB CUMNTOMbI MEHAIOTCA N30 AHSA B AeHb. Mbl npocum Bac oTmeTnTb
OAMH OTBET, KOTOPbI HaMNyyLWw UM 06pa3oM ONUCHIBAET Bally NOBCeAHEBHYIO XU3Hb.

Becnokout nim Bac HenpuATHbI 3anax oT KanonpueMHUKa?

O Her, Hukorga 0
[0 [a, Ho pexe OfHOro pasa B Heaeno 0
O [a, kak MUHUMYM OZMH pa3 B Hefento 2
Kak yacTo HapywaeTtca repmeTu4yHOCTb Bawero kanonpuemMHuka?

[0 Hukorpa 0
[0 Pexe oaHoro pasa B Hefento 2
O Kak MMHMMYM OZWH Pa3 B Hefienio 4
Kak 6b1 Bbl onucanu KOHCUCTEHLMIO CTYNA MO cToMe?

O OtgenbHble TBepable KOMKK 8
0 OcdopmneHHblit, KoN6ACOBMAHBIA 0
0 Msrkuit, nonyoopMaeHHbiit 3
O Xugkuin 6
[0 CmewaHHbli 6
UcnbiTbiBaeTe nu Bbl 6001 B 061aCTH CTOMBI?

O Her, Hukorga 0
O fa 5
WUmetotcsa nu y Bac npo6nembl ¢ yxo[0M 3a KoXKeil BOKpYr CTOMbI?

O Her, Hukorga 0
O fa 4
WUmeercs nu y Bac rpbixka B 061acTh cToMbI?

O Her 0
O [a, ectb Hebonblas rpoika (MeHee 10 cm) 2
O [a, y meHs 6onblwas rpbixka (bonee 10 cm) 7
Kto ocyuwecrBnser yxop 3a Bawein cromoin?

[0 A Bce penato camocToATeNbHO 0
[0 MHe HyxHa noMoLLb ¥ NoAJepXKKa B 3TOM npoLecce 8
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L{EJTb: npodemoHCcmpuposams ciox)xHocmu dughgepeHyuansHol OuaeHOCMuUKU heHempupylowe2o 8apuaHma 6ones-
Hu KpoHa u 3710Ka4ecmseHH020 HOBOOOPA30BAHUSA KULIEYHUKA.
MAUNEHTBI N METOfIbI: npedcmasneHo kauHudeckoe HabmoOeHUe nayueHmxu cmapuwed 803pacmHol epynnsl
¢ debromom 6onesHu KpoHa 8 Bude ee neHeHmpupytowe20 8apuaHma.
PE3YJIbTATbI: no daHHbIM CpoYHO20 06CN1e008AHUS B OeHb NOCMynjeHUs Yy nayueHmxu 8 npasoli No08300WHOU
obnacmu 6bin1 BbIABNEH MEXKULWEYHbIL UHPUABMPAM ¢ npusHakamu abcyeduposaHus, BOBAEKAIOWUL CMeHKU
KUlWeYHUKa, nepedHI00 6PIOWHYI0 CMeHKY, OCTIOXHeHHbIl ocmpol Kuwe4Hol Henpoxodumocmsio. bbin 8bicmasieH
npedsapumenbHbili OUGeHO3: 0Nyxob MOACMOL KULWKU, OC/IOXHEHHAS NAapAKaHKPO3HbIM BocnaneHueMm u ocmpol
KuweyHol Henpoxodumocmbto. CocmoaHue NayueHmKU U Hanuyue 0BYX XU3HEY2POXAIOUUX OCTIOXHeHUl nompe-
608anu nposedeHus CpOYHO2O ONEPAMUBHO2O BMELIAMENLCMBA 8 0ObeMe pacluupeHHol npasocmopoHHel eemu-
Kosnakmomuu. [lepsuyHoe eucmonozuyeckoe uccie0osaHue mMakxe He UCKIIOYGI0 ONyxXonesbll eeHe3 usmeHeHul,
U mMOJIbKO NOBMOPHbIU NepecMomp 2UCMON02U4eCKUX Npenapamos ¢ UMMYHO2UCMOXUMUYECKUM aHAu30M no3so-
un ycmaHosums ouazHo3 6oe3Hu Kpora.
3AKJIOYEHWE: 6one3tb KpoHa moxem Oebiomuposams 8 /1060M BO3pacme, 8 MoOM YUCHe C €20 OCNOXHEHHbIX
¢opm, ymo, 8 cBol oyepedb, mpebyem 0053aMesbHO20 BKAOYEHUS OaHHOU namosoauu 8 OugepeHyuanbHbil
pA0 Ha 3mane 06C1e00BAHUS NayueHma HapAoy CO 3/10Ka4yecmBeHHbIMU 06pa308aHUAMU KULIEYHUKA, 0COOeHHO
npu nokanusayuu usmeHeHul 8 npagoli nods3dowHol obaacmu, 015 8bI60pa ONMUMANLHOU XUpypauyeckol mak-
MuKu ne4eHus.

KJIOYEBBIE CJI0BA: 6one3Hb KpoHa, onyxons moncmod kuwku, KT-nepgy3us

KOH®JINKT UHTEPECOB: Asmopsi 3a58/1510m 06 0mcymcmauu KOHGAUKMAa uHmepecos
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CNnoXHOCTU MArHOCTUKW 1 NpeAonepaLMoHHOro nnaHupoBanus (KnnHuyeckuin cayyai). Kononpokmonoeus. 2023; 1. 22, N° 3, ¢. 121-127.
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Crohn’s disease penetrating form. Difficulties of
diagnostics and preoperative planning (clinical case)
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Yuriy A. Sizov'
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VAL al AIM: to demonstrate the difficulties of differential diagnosis of the penetrating variant of Crohn’s disease and
malignant neoplasm of the intestine.
PATIENTS AND METHODS: a clinical case of a patient of an older age group with the onset of a penetrating variant

Menetpupytowmin Bapmant 6oneshn Kporna. CnoxHoCTH AuarHocTmkm Crohn’s disease penetrating form. Difficulties of diagnostics
M NPeAonepaLyMOHHOrO NNAHMPOBAHMS (KIMHMUYECKMI cryyait) and preoperative planning (clinical case)
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of Crohn’s disease is presented.

RESULTS: according to the results of an urgent check-up on the day of admission, the patient had an abdominal
mass in the right iliac region, involving the intestinal wall, anterior abdominal wall, complicated by acute intestinal
obstruction. Preliminary diagnosis: colon tumor complicated by inflammation and acute intestinal obstruction. The
patient’s condition and two life-threatening complications required an urgent surgical intervention — extended
right-sided hemicolectomy. The primary histological examination also did not allow us to exclude the tumor nature,
but a second revision of histology with immunohistochemical analysis made it possible to establish the diagnosis
of Crohn’s disease.

CONCLUSION: Crohn’s disease can debut at any age, including complicated forms. This requires the inclusion of this
pathology in the differential diagnosis with malignant neoplasms of the intestine, especially when the changes are
located in the right iliac region. This will help to optimize the surgical approach.

KEYWORDS: Chron’s disease, colon cancer, CT perfusion
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BBEOEHWE

bonesHb KpoHa — XxpoHuueckoe, peuuzusupyloLiee
3aboneBaHue KeNyaoUHO-KUIIEYHOro TPaKTa HEesCHOM
3TUONOTUM,  XapaKTepu3ylolleecs  TPAHCMypaibHbIM,
CErMeHTapHbIM, rpaHyNemMaTo3HbIM BOCMaNeHUeM ¢ pas-
BUTMEM MECTHBIX U CUCTEMHbIX OCNIOXHEHUIA. ITMoNOrUs
AaHHoro 3aboneBaHus 40 KOHLA He ycTaHOBNeHa. B no-
paBnstollem 60nbWKHCTBE cyyaeB 6ones3Hb KpoHa no-
paxaeT uneolekanbHblii otgen. Kackag rymopanbHbIx
M KNEeTOYHbIX peakLuil npy AaHHOM 3a60/1eBaHNM NPUBO-
LUT K TPAaHCMypanbHOMY BOCNANEHUIO KULIEYHON CTEHKM
c 06pa3oBaHMEM XapaKTEPHbIX CAPKOUAHbLIX FPAHYNEM,
COCTOALLMX U3 INUTENNOULHBIX TMCTUOLUTOB 63 04aroB
HeKpO3a W MMraHTCKux knetok [1,2].

K coxaneHuio, He BO BCex cydasx GOpPMUPYIOTCS Knac-
CUYECKUe TpaHyJeMbl, YTO 3HAYUTENbHO 3aTpyAHsAeT
LMArHOCTUKY. TakKe OTCYTCTBYIOT MATOrHOMOHMYHblE
MMMYHOTUCTOXMMUYECKUE MApKEPbl, YTO TaKXe CO3fa-
€T 3HauuTeNbHble TPYLHOCTM B MOCTAaHOBKE AMarHo3a
[1,3,4]. Ycnexu B KOHCEpBATUBHOM NiedeHUM GonesHu
KpoHa yMeHblwMAN NOTPeGHOCTb B XUPYPrUYECKOM Je-
yeHUU. Tem He MeHee, CyLLECTBYET pAf OCNOXKHEHMIA
3aboneBaHus, TPEOYIOWNX HEOTIOKHOTO ONEPATUBHOTO
BMewWaTenbcTBa. K TaKOBbLIM OTHOCATCA: KUILEYHAs He-
NPOXOAMMOCTb, NepdhopaLma KUIWEYHNKA, BHYTPUOpLOL-
HO abcuecc, XKenyLoYHO-KUWEYHOE KpOBOTEYEHME.
B 3Tux cnyyasx Lenbio ONepaTUBHOrO BMeLWATeNbCTBa
ABNSAETCA YCTPAHEHWE KU3HEYTPOXalolWero cocTos-
Hus [5]. Cpepn ocnoxHeHuit 3aboneBaHus Haubonee
4acTON sSBNAETCA OCTPas KWWeEYHas HEempOXOAUMOCTb.
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WneouekanbHas pesekuus sBaseTca Haumbonee pac-
MPOCTPAHEHHbIM BMEWATEeNbCTBOM B 3TUX ClyyasX.
B HacTosiwee BpemMs IMANPYIOLME NO3ULMUM B leYEHUN
0CNI0XHEeHWit 6onesHn KpoHa 3aBoeBbiBaeT lanapocko-
nuyeckas xupyprus [6].

MALUMEHTBI M1 METObI

Mauynentka C., 55 ner, noctynuna B CMNB TBY3
«locnuTanb BeTepaHoB BoiH» ([BB) B akcTpeHHOM no-
papke 19.05.2022 r. ¢ xanobamu Ha 6onu B npasoit
MOLB3AOWHON 06MacTy, BbIpaXeHHy0 cnabocTb, Hepo-
MOraHue, noBblleHne Temnepatypsl o 38,5°C, TowHOTY,
HeyCTOMYMBbIN CTYA.

AHamHe3 3aboneBaHus: CO CNOB NAUMEHTKM, yXyn-
weHue ¢ mapta 2022 ropa, Korga noABUAUCHL NOAb-
eMbl TemnepaTypbl Tena fo 38°C, npenMmyllecTBEHHO,
B BeyepHee BpeMs, KOTOpble CBA3bIBaNa C HOBOMN KO-
poHaBupycHoit nHdekuueir, npu atom tect COVID-19
He BbINONHANA, 3@ Bpaye6GHOI nomolbio He obpalya-
nacb, neyunack amOynaTOPHO KAPOMOHMUXKAOWMUMK
cpeacTBamm.

3a 3 Hepmenu [0 rocnuTanu3auuMu nosBUAKUCH 6onw
B NMpaBOW NOAB3[OWHOI obnacTu. B geHb noctynneHus
obpatunach k Bpadyy Y3[I B ycnoBusx ambynaTopHo-
KOHCyNbTaTUBHOrO oTgeneHus BB, BbinonHeHo Y3
OpIOWHOM NONOCTH, MO ero LaHHbIM 3aN0A03PEHO 3/10-
KauecTBeHHOe HoBooGpaszosaHue (3HO) cnenoit Kuw-
KW, ¢ ambynatopHoro npuema 0GofbHas HanpaBneHa
Ha rocnuTann3auuio.

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Mpn nocTynneHun COCTOSHWE CPeAHeNn CTeneHu Taxe-
ctu. MNauueHTKka NOHWUKEHHOro NUTaHKUA, aCTEHUYECKOM
KOHCTUTYLMK, TemnepaTypa Tena 37,3 °C.

Mpn ¢un3nkanbHOM OCMOTpe: XWBOT B3AYyT, NpU Nanb-
nauum MArkuii, 6one3HeHHbI B NPaBO NOAB3AOLWHOIA
obnactu, rge onpegensetcs WHGUNLTPAT, pasmepa-
Mn Ao 10x9 cm. [lepuTOHEanbHbIX CUMNTOMOB HeT.
MepuctansTuka ycunexa.

C yyeToM BbIlWeONUCAHHBIX JAHHBIX, CI0XUNOCH BeYaT-
JIeHWe 0 HoBOOGPA30BaHMN CNEMOMN KULIKKM, OCAOKHEH-
HOM OCTPOV KWLWEYHOW HenpoXoAMMOCTbio W nepudo-
KanbHbIM BOCMANeHneMm.

XpOoHoNornsa OCHOBHbIX COGBITUIA NpefCcTaBieHa Ha pu-
CyHKe 1.

B npuemHOM oTAeneHuW nauueHTKe BbIMOJAHEH CTaH-
LapTHbIN 06beM 06CNef0BaHNIA: KAUHWUYECKUd U Guo-
XMMUYECKMIA aHanuW3 KpoewW, OOWMWIA aHanM3 Mouwm,
nyyeBble MeToAbl obGcnefoBaHuil. B nabopaTopHbix
aHanu3ax otmeyeHa aHemus — Hb =99 r/n (N = 120-
150 r/n), neitkouuto3 17 x 10° (N = 4-9 x 10°), B 6uo-
XUMUYECKOM aHanu3e KpOBM — BbICOKUIA YpOBEHb
C-peaktuBHoro 6enka — 144 mr/n (N = 0-5 mr/n).
OcTanbHble nokaszatenu B npefenax pedepeHCcHbIX 3Ha-
YeHuii. Mpu Y3W1: B npaBoit NoaB3A0WHOI 06nacTu net-
SN KMLWEeYHMKa Co cnabo npocnexuBaemoil nepuctans-
TUKOIA B BUJe HEMOABMKHOrO 06pa3oBaHMs pa3mepamu
~79x45x69 MM, CBOGOAHON XMAKOCTU NepudoKanbHo
He onpepaensetcs. Mpu 0630pHOII peHTreHorpadum op-
raHOB OPIOLWHOM NONOCTU BbISABAEHBI TOHKOKMILEYHbIE
rOpMU30HTaNbHbIE YPOBHU XWUAKOCTU C ra3oM Hap HUMK
B Mpoekuun mesoractpusa. Jkcnpecc-tect u MLUP-Tect
Ha KOPOHaBMpYC — OTpULATENbHbIE.

B fmeHb noctynneHus nauueHTKe Oblna npoBefeHa
KomnbtoTepHas Tomorpadusa (KT) opraHoB 6prowwHoil
nonoctm u manoro Tasa. MccnenoBaHue BbIMOAHEHO
Ha 64-Ccpe30BOM KoMmmnbloTepHoM Tomorpatde GEOptima
660 C BHYTPUBEHHbIM GOMIOCHBIM KOHTPACTUPOBAHU-
eM u Tpexda3HblM CKaHMpPOBaHWEM MO CTaHAAPTHOMY

MPOTOKONY B HATUBHYIO, apTEPUANbHYI0, BEHO3HYIO U OT-
CpOYeHHyto (a3bl, LONOAHEHO NpUMeHeHueM nepdy3u-
OHHOM nporpamMmbl. Ha nosyyeHHbIX TOMOrpamMmax CTaH-
AApTHOTO MPOTOKOAA B MpaBOM NOAB3AOWHON obnacTu
Obil BbISBNIEH BACKYNSPU3UPOBAHHBIA MEXKUIIEYHbIN
MHGUALTPAT C NMpU3HAKaMU abcuenMpoBaHus 06LUMMY
pa3mepamn 7x5x5 cMm. B uHdunbTpaT ObINM BOBAEYE-
Hbl NPAMAs U KOCas MbllWLbl NepefHel OPIOWHOM CTEHKMY,
CTEHKM nonepeyHoit 06040YHON KULWKM U TEPMUHANb-
HbIA OTAEN NOAB3AOWHON KUWKKM ¢ gedopmaumnen u cy-
KEHWEM UX MPOCBETOB, pa3BUTUEM OOCTPYKTUBHOI He-
npoxoaumoctu (Puc. 2).

B 30He WHQWUABTPATUBHBIX WM3MEHEHWIA OTMEeYanoch
BblpaXeHHOe LMPKyNApHOe YTOJNLEHMe CTEHOK MpOK-
CMManbHOW TPeTW TMOoNepeyHoir 006040YHON KMWKM
Ha NPOTAXeHUN 6 CM, C HEPAaBHOMEPHbIM CYyXeHUeM ee
NpOCBeTa, C YMEpeHHbIM PaBHOMEPHbIM HaKOMNeHneMm
KOHTpACcTHOro npenapara.

Mopo6Hble OKanbHbIe YTOMLEHUS CTEHOK KWWKM, CO-
rMacHo [aHHbIM NUTepaTypbl, Yalle COOTBETCTBYIOT
OMyx0NeBOMY MOPaXeHMto, MOITOMY NPU OLEHKe CTaH-
AapTHoro npoTtokona KT 6bi10 NpesnonoxeHo, YTo name-
HEHMsA MOTYT ObITb MPEACTaBEHbI NEPBUYHOI OMYXOJIbIO
C MHBa3uWen napaKoNM4yecKoW KneTyaTKW, TepMUHaNb-
HOro OTAena NOAB3AOLWHON KUWKKU U MbllWL, nepegHei
OpIOLWHOI CTEHKM, OCNIOXKHEHHAs NapakaHKPO3HbIM BOC-
naneHuem v abcuegupoBaHuem [1].

OpHako npu oueHke pe3ynbTatoB nepdysnoHHon KT
ObIIO BbIAABAEHO, YTO YTOJILEHHbIE CTEHKW MONEpeyHom
06004HON KWUWKM HA BOMbLIEM NPOTAKEHUN XapaKTe-
pV30BannCb HU3KUMW YMCNOBbLIMM MOKa3aTensaMu CKO-
poctu kposoTtoka (blood flow (BF) — 22,51 mn/100 r/
MWH.), OTCYTCTBMEM MNOAbEMA KUHETUYECKON KPUBOWA
Ha rpatuKe «NAOTHOCTb-BPEMSA» U CUHUM OKpaLIMBAHU-
€M Ha LBEeTHON nmapamMeTpuyecKoi KapTe CKOPOCTU Kpo-
BoToka (Puc. 3a), 4To He XapaKTepHO AN ONYX0NEeBOro
npouecca v B 6ONbLIMHCTBE CIY4aeB COOTBETCTBYET OT-
eKy npwv BocnaneHun. B 1o e BpeMs N10KaNbHO B CTEHKe
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PucyHok 1. BpemerHas wkana: xpoHonoeus pasgumus 6one3nu y nayueHmku C., Kadessie cobbImus U Npo2Ho3
Figure 1. Timeline: chronology of the development of the disease in patient S., key events and prognosis
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PucyHok 2. KT. CmaHOapmHbiii npomokon. BerosHas ¢a3za.
A — KOpOHAapHGs NpoeKyus: MeXKUWeyHsld uHgurLmpam
8 npasoli no0s30owHol obnacmu (xenmas cmpesnka), Bo-
sriekarowuli cmeHku nonepe4Holi 060004YHOU KuwKu (6enas
cmpesika) U MepMUHANbHO20 omOena nod8300WHOLU KULKU
(eonybas cmpenka). b — cazummansHas naocKOCMb: Mex-
KUWeYHbIl UHGUABMPam ¢ NPU3HaKamu abcyeduposaHus UH-
unsmpupyem mbiwybl nepedHell bprowHol cmeHku (cmpes-
Ka)

Figure 2. CT. Portal phase. A — coronal plane: interintestinal
infiltrate in the right iliac region (yellow arrow) involving the
walls of the transverse colon (white arrow) and the terminal
ileum (blue arrow). b — sagittal plane: interintestinal abscess
infiltrates the abdominal wall (arrow)

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

KUIUKKU B MECTE KOHTAaKTa C MEXKULIEeYHbIM MHDUAbTPA-
TOM TaKXe Oonpepfenanca eAuHWYHbIA y4acToK runep-
nepdy3nmn, xapakTepusywWmuncs BbICOKUMU YUCIOBbI-
MU TOKasaTensamu CKopoctTu kposoToka (BF — 85,28
M1/100 r/muH.) (Puc. 36).

ConuaHbll KOMMOHEHT MEeXKWWEeYHOro wuHdunbTpaTa
Ha mapameTpuyecKux KapTax Takxe AeMOHCTpUpoBan
BbICOKME YMCNOBbIE MOKa3aTenu CKOPOCTU KPOBOTOKA
(BF — makcumanbHo o 156,9 mn/100 ma/MuH.), 4To
BbIPaXanocb B €ro MHTEHCUBHOM KPAacHO-XeNToM OKpa-
WMBAHWM Ha LBETHbIX NapaMeTpuyecKUx KapTtax, 4To
He NOo3BONANO MCKIOYUTL €ro ONyXoNeByl npupomy
(Puc. 4).

YunuTbiBas pacnpocTpaHEHHOCTb MpoLecca U BbllWeonu-
CaHHble BbICOKMEe MoKa3atenu nepdysun B uHbUAbTpa-
Te, GbIIO NPEANOJOKEHO, YTO BbIABNEHHbIE U3MEHEHNUS
MOTNIM ObiTb NPeACTaBNeHbl BHEOPraHHbIM OMyX0NeBbiM
npoLeccoMm C MHBa3Mel CTeHKW TONCTOM KUWKK U3-
BHe M NapakaHKpO3HbIM BoCManeHueMm. Hanuuue faByX
KU3HEYTPOXKAIWMX OCNOXKHEHWA, @ UMeHHO, abcuec-
Ca W HenpoxoguMMOCTW, He MNO3BOAWAW BbINONHUTD

PucyHok 3. [TepgpyzuorHas KT. llapamempuyeckue kapmei BF.
A — cuHee oKpawugaHue ymoaeHHbIX CMeHOK nonepeyHo2o
omdesna 060004HOU KuwKu (cmpenka); b — nokansHeil y4a-
CMOK e2unepnepgy3uu 8 ymoaweHHol cmeHKe KUWKU Ha 2pa-
HUYe ¢ MeXKULeYHbIM UHPUIbMpamonm (cmpeska)

Figure 3. (T perfusion. Parametric map blood fow (BF): A —
blue color of the thickened walls of the transverse colon (ar-
row); b — local area of hyperperfusion in the thickened intes-
tinal wall at the border with interintestinal infiltrate (arrow)
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KOJIOHOCKOMMWIO [0 OMepaTMBHOIO BMeELIATeNbCTBA
B BMY C/NOXHOCTM NOATOTOBKM — OYUCTKM KULIEYHMKA
[0 NpaBblX OTAENO0B U BO3MOXHOW nepcopaLnm KUWKK
Ha OHe NpoBeAeHMA NpoLeaypbl.

Ha ocHoBaHUM npoBefeHHbIX MUCCnefoBaHUin Obin Bbi-
cTaBNeH KanHudyeckuit guardo3s: 3HO socxogsawein obo-
[004YHON Kuwwku cT4bNOMO, ocnoXHeHHoe KuleyHoin He-
NPOXOAMMOCTbIO M NapaKaHKPO3HbIM abcLeccom.
0co6eHHOCTbIO AaHHOTO Cilyyas ObiIo TO, YTO A0 NoOny-
YEHUA TUCTONOTUYECKOTO 3aKNOYeHMs, OCHOBbLIBASACH
Ha BbINONHEHHbIX WCCNEA0BaHUAX, MpeAcTaBieHne 06
OC/I0XHEHHOI onyxonn 060[40YHON KUWKM GbNO Hau-
Gonee nNpaBoMOYHbIM. TeM He MeHee, flaHHOEe COCTOsIHUE
Tpe6oBano auddepeHLnanbHo SUArHOCTUKM C Bocna-
JNTENbHBIMY 3300/1€BAHNAMU KULIEYHUKA, OAHAKO YpreH-
TOCTb CUTyauuu He no3Bonuna caenats 3toro. C yyeTom
OTCYTCTBUS NEPUTOHEANbHBIX CUMNTOMOB U A€KOMMEHCU-
POBAHHOW CTENEHU KULWEYHON HEMPOXOAUMOCTU PELIEHO

PucyHok 4. A — KT. Cmaxdapmubili npomokon. BeHo3Has
aza. AKcuanbHas NA0CKOCMb — MeXKULWeYHbIL UHGUAbMpam
8 npasoli nods3dowHol 061acmu ¢ Nnpu3Hakamu abcyeduposa-
Hus (cmpenka); b — lepgy3uonHas KT. [Mapamempuyeckas
kapma BF, demoHcmpupylowas npusHaku UHmMeHcUgHo20 Kpo-
BOMOKA 8 CMeHKax uHgubmpama (cmpesxa)

Figure 4. A — (T. Portal phase. Axial plane — interintesti-
nal abscess in the right iliac region (arrow); b — Perfusion CT.
Parametric map BF with signs of intense blood flow in the infil-
trate (arrow)

Menetpupytowmin Bapmant 6oneshn Kporna. CnoxHoCTH AuarHocTmkm
1 NPeAoNepPaLMOHHOTO NNAHMPOBAHMS (KIMHUYECKMI cyyaii)

OblI0 HayaTb MHTEHCUBHYIO NPeAonepaLnoHHY0 MOAro-
TOBKY, NPOBOLUMYIO B YCIOBUAX XUPYPrUYECKOrO OThe-
JIeHUs, Bblna HayaTa IMNUpUYecKas aHTMOaKTepuanbHas
Tepanus (LedTpUaKCOH U METPOHWAA30N B CTAHLAPTHbIX
[03MpOBKax), UHAY3MUA KpUCTanIouaos B oObeme 2 J.
3a HOYb coCTOsiHME GOMbHOM CTabUNU3MpoBanoch, sB-
NEHWUs HeNPOXOLUMOCTU KULWEYHUKA KIUHUYECKN He Ha-
pactanu. Ha cnefylowwuin fjeHb Ha KOHCUIMYMe MPUHATO
peleHue 06 onepaTMBHOM NleYEHMN.

B cpouyHom nopsake no abCOMOTHBIM MOKAa3aHM-
Am  20.05.2022 r. BbINONHEHA oOnepauua: BUAEO-
acCMCTUPOBAHHAA  pacClIMPeHHas  MPaBOCTOPOHHSAS
reMUKONIKTOMMUSA.

MpoToKON onepauuu: MOA KOMOWHMPOBAHHOW aHe-
cTe3ueil B BepxHeil napaymbuiuKanbHOM TO4Ke [o-
ctynom no Hasson ycraHoBneH 10 MM Tpoakap.
Kap6okucneputoHeym 12 Mm pt.cT. Jlanapockonus:
B OpIOLWHOI NONOCTW BbINOTA HET, NETNN TOHKON KULWKH
B AMCTaNbHbIX OTAeNax pasgyrsl 4O 3—-4 cM B Anametpe,
3aMONIHEHbI XUAKUM COAEPKMUMBbIM U Ta3oM, B MPOKCU-
MaNibHbIX — CMaBLUIKECs, NepUCTanbTUPYIOT; B MpaBoM
NoAB3J0WHON 06nacTu onyxonesblit(?) uHdUALTpAT,
COCTOAWMIA M3 CTEHKM MONEepeyHoir 060[04YHON KUll-
KW, TOHKOW KWLIKK W BPacCTalOWMA B MbILLbI NepeaHei
OplowWwHON cTeHKU. Paboume Tpoakapbl YCTaHOB/EHbI
B TUMUYHBIX MecTax. C TEXHUYECKUMU CNIOKHOCTAMMU Bbl-
MosHeHa MeAManbHas MOOMAN3aLMA NPaBOM NONOBUHBI
00040YHOI KMWKM C KNUNMPOBAHWEM NOAB3A0WHO-060-
LOYHbIX COCYAOB Yy MeCTa UX OTXOX[EHWUA OT BEPXHUX
OpbieeyHblx CocyfoB. KnunuposaHbl cpegHue 060404-
Hble cocyfbl. BbimonHeHa natepanbHas MoGuausauus
NpaBoil MNONOBMHbI 06O0YHON KUWKW M MONEPeYHoil
06004HON KUWKK. [lanee onyxonesbli KOHriomepar
B npefenax 3[40pOBbIX TKAaHel OTCeYeH OT nepepHeit
OPIOWHOI CTEHKM C YACTblo MbIWL, NepeaHei GpioLWHO
CTEHKU ¢ oOpa3oBaHueM B Heil getekta okono 10 cm
B Anametpe. pu natepanbHO MOBUNU3ALUM BCKPbINCS
abcuecc o6bemom okono 50 ma. B3at noces. K onyxone-
BOMY KOHrloMepaTy MHTUMHO NOANasHa CTEHKA MOYEeBO-
ro ny3sips. Mpu Mo6UAM3aLMN BCKPLINCA €r0 NPOCBET.
HedekT cTeHku ny3bips ywut HuThio V-Lock aByms paga-
MU WBOB. MMHMNANapoToMMA NO CpefHel NUHUMN KUBO-
Ta. MoOUIM30BaHHBbI KOHTNOMepaT u3sneyeH (Puc. 5).
B rpaHuuyax — aucranbHo 40 cM NOAB3AOWHON KULWKK,
NPOKCUMMaNbHO — CPefHss TPeTb NonepeyHoit 060a0u4-
HOW KWWKKM BbinonHeHa pe3sekuns. ChopmupoBaH nneo-
TpaHcBep3oaHactomo3 annapatamum NTLC 75 (cuHsas
Kacceta) «60K-B-60K». [ipeHaXu ycTaHOBEHbI B Mablii
Ta3 1 no npaBomy naHky. MuHunanapotomHas u Tpoa-
KapHble paHbl yLWUTHI.

MocneonepauoHHbIA Nepuos npoTekan 6e3 ocnoxHe-
HUI. [peHaxu n3 GPIOWHON NONOCTU yhaneHbl Ha 2-e
cyTKu. MoyeBoii KateTep yaaneH Ha 10-e cyTku. bonbHas

Crohn's disease penetrating form. Difficulties of diagnostics
and preoperative planning (clinical case)
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BbIMMCAHA Ha ambynaTopHoe neyeHue Ha l4-e cyTku.
3axuBneHune paH nepBuYHoe.

Mpn  rucTONOrMYecKOM UCCNefOBaHUM  YAANEHHOrOo
npenapara: MATKOTKaHas 3a0pIOLWMHHAs ONyxoNb C He-
ACHbIM TUCTOTEHE30M M OMOJIOrMYECKUM MOTEHLMANOM
(13x7x5 cM) € M3bA3BNEHWEM Y4aCTKa NonepeyHon
060[,04HOW KULWKM U NCEBLOMHBA3MeN TOHKOW KULWKK CO
cOpMUPOBAHHBIM CBULLEBBIM XO[JOM U MHOXECTBEHHbI-
MU Hekpo3amu (BocnanutenbHas muodubpobnacTuye-
ckas onyxonb(?) BOCNanuTeNbHbIi BAPUAHT HOQYNAPHOIA
nuMnomaTtosHoit onyxonu(?)).

MauneHTKa Oblna BbiNMCAHAa C [MArHO30M — 3J0Kaye-
CTBEHHOE HOBOOOpa3oBaHMe nonepeyHoit 060[04HOM
knwkn pT3NOMOGX, O0CnoXHEHHOe OCTPON KULWeEeYHO
HEMpOXOAMUMOCTbIO M NapaKkaHKPO3HbIM abcLeccom, Ha-
npasneHa B LieHTp ambynaTtopHoil OHKONOTMYECKON no-
moluu MBB.

B panbHeiwem BbINOAHEH NEPecMOTP rUCTONOTMYe-
CKMX npenapaTtoB W napadMHOBLIX GNOKOB C UMMYHO-
TMCTOXMMUYECKUM nccnepoBaHnem B ycnoBuax CaHkT-
MeTep6yprckoro KNMHUYECKOrO HayYyHO-MPaKTUYECKOro
LEeHTpa cneunanu3npoBaHHbIX BUAOB MEAULMHCKONR no-
MoK (OHKONOTUYECKWIA): B Npefenax UCCief0BaHHOIO
matepuana — Mopdonornyeckas KapTuHa XpOHuye-
CKOr0 TPaHCMypanbHOr0 MAEOKONUTa C MOPaXeHneMm
YepBeOOpPa3HOro OTPOCTKA, C Y4aCTKaMWU W3bsA3BAEHUS
u abcuennpoBaHus, numdoy3nbl 6e3 MeTacTasos, B npe-
Aenax UcCiefoBaHHOro Matepuana yoenuTenbHblx AaH-
HbIX 33 HEOMNACTUYECKNIA MPOLLECC He MOAYYEHO.

Takxe rucrtonornyeckMe npenapatbl U napaguHoBble
6noku npoaHanusmpoBaHbl B AO «CeBepo-3anagHbiii
LeHTp mOKa3zaTenbHON MEeAULMHbI»: BbIABNEHHbIE W3-
MEHEHUs He HOCAT MPU3HAKOB OMYXONEBOr0 NOPAXEHNS,
C y4eTOM xapaKkTepa ¥ oKanu3saluuu BocnaneHus coot-
BETCTBYIOT OCNI0XHEeHHOW 6one3Hn KpoHa ¢ nopaxeHu-
€M NoAB3LOWHON KULWKM, NPaBbiX OTAENO0B 0060A04HON
KUILKK, 4epBEOOPa3HOTo OTPOCTKA.

PucyHok 5. YoaneHHsil npenapam
Figure 5. Remote macropreporation

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

Mocne nonyyeHns pe3ynbTaToB MMCTONOrMYECKOTO U UM-
MYHOTUCTOXMMWUYECKOrO WUCCNefOBaHUA NALMEHTKA Ha-
npaBneHa ans HabnopeHus B LleHTp BOoCmanuTenbHbIX
3abo1eBaHNI KuWeyHnKa Ha 6a3e CaHKT-leTepbyprckoii
FOPOACKON KnuHMYeckoit 6onbHuLbl Ne 31, rge cocTo-
UT B HacTosllee Bpemsa Ha ydyeTe. [lpu BbINOJAHEHUM
KOHTPOJIbHBIX KIMHUYECKOTO U BMOXMMWUYECKOro aHa-
JIN30B KPOBW OTCYTCTBYIOT OTKIOHeHus: He = 145 r/n,
CPb =3 mr/n. OcTanbHble NoKa3aTenu Takxe B npeaenax
pedepeHCHbIX 3HayeHuit. [naHnpyeTca KONOHOCKONUA
L5 OLeHKM BO3MOXHOIO peLuanBa.

3AKJTIOYEHUME

B npefcTaBNeHHOM KAMHUYECKOM HAOMIOLEHUM Y NaLm-
EHTKW C NeHeTpupylolwnum BapuaHTom Gonesun KpoHa
OTCYTCTBME W3BECTHOTO U XapaKTepHOro ANA AaHHOM
00N€3HN [ANUTENbHOTO aHaMHe3a W  COOTBETCTBYIO-
WHUX KAMHUYECKUX NPOABAEHUN, @ TaKxe pacnpocTpa-
HEHHOCTb BbIABJIEHHbIX MATONOTMYECKUX W3MEHEHU
npu ctaHpaptHom npotokone KT u Hannume ocnoxHe-
HUI B BUAE BHYTPMOPIOWHOro abclecca M OCTPOil Ku-
WeYyHO HenpoxoAMMOCTH, noTpe6GoBaBlLME CPOYHOTO
XUPYPrUYECKOro NIeYEHUs, 3aTPYAHUIN CBOEBPEMEHHYIO
NOCTaHOBKY NPaBMUAbHOTO AWarHo3a Ha 3Tane obcnefo-
BaHusA. B cBolo oyepefb, PeTPOCNEKTUBHbIA aHann3 no-
Ka3an, 4To JioKanm3auua MHPUALTPATUBHbLIX M3MEHEHUN
B NpaBoM NOAB3[O0WHON 06/1aCTH, BHE 3aBUCUMOCTU OT
KNMHUKO-aHAMHECTUYECKMUX AAHHBIX, AOMKHA HacTopa-
XMBaTb, B TOM YUCNE U OTHOCWUTENIbHO OC/IOXHEHHOrOo
TeueHus 6onesHn KpoHa, a nepdysnoHHas KT aensercs
3¢ deKTUBHON BCNOMOraTenbHON onuueit B OLeHKe na-
TONOrMYECKUX COCTOAHUIA TONCTOW KULKM, JEMOHCTPH-
pyloLLEeN, YTO HEe TONIbKO OMYyXO0JU, HO U BOCMANUTeNbHbIe
MHGUNLTPATBI, B TOM YMC/e C Npu3Hakamu abcueanpo-
BaHMUs, MOTYT XapaKTepu30BaTbCA BbICOKUMU mepdy-
3WOHHBIMU MOKa3aTensMu, yto TpebyeT AanbHelwero
M3yYeHWUs BO3MOXHOCTEW 3TOM MeToAuKK B auddepeH-
LManbHOM fUArHOCTUKE OMYyX0NEBOro U BOCMANUTENbHO-
ro npouecca.

YYACTUE ABTOPOB

PaspaboTka koHuenuuu: besuxosa M.A., lopweHruH T.J1.
C6bop wu obpabotka matepuanos: boposux W.K.,
Cusos 0.A.

HanucaHue TekcTa, BM3yanusauus U oTobpaxeHue
BaHHbix: fopweruH T.J1., benukosa M.A., boposuk U.K.,
Cu3zos 10.A.

Pepaktuposanue: fopwerur T.J1., benuxosa M.A.

AUTHORS CONTRIBUTION
Concept of the study:
Timofey L. Gorshenin

Mariya Ya. Belikova,

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023



KNMMHAYECKME HABJTIOOEHUA

CASE REPORT

Collection and processing of the material:
Irina K. Borovik, Yuriy A. Sizov
Writing of the text, data visualization:

Timofey L. Gorshenin, Mariya Ya. Belikova, Irina K. Borovik,
Yuriy A. Sizov
Editing: Timofey L. Gorshenin, Mariya Ya. Belikova

CBEJEHWUA Ob ABTOPAX

Benukosa Mapua flkoBneBHa — A.M.H., npodeccop oT-
nena yyebHo-metoanyeckoit pabotsl ®IBYH «MHcTuTyT
Mo3sra Yenoseka um. H.[. bextepeBoi» Poccuickoii
Akapemun Hayk, 3aBefylolias otaeneHmem KoMnbloTep-
Hon Tomorpacduun CIMb MbY3 «locnutans ana BetepaHos
BoiiH»; ORCID 0000-0002-6768-7711

lopweHuH Tumodein JleOHM[OBUY — K.M.H., LOUEHT
katdepnpbl obuenn xupyprum CeBepo-3anagHoro rocy-
LApCTBEHHOTO MeUUMHCKOTO YHWBEPCUTETA WMEHU
N.N. Meuynukosa, 3asegywolnit otaeneHmem abpomu-
HanbHo xupyprum CMB TbY3 «locnutanb gns BeTepa-
HoB BoViH»; ORCID 0009-0000-0079-4849

Boposuk MpuHa KoHcTaHTMHOBHA — acnupaHT na6o-
paTopuun Heitposusynusauum OrbYH «MHctutyt Mosra
Yenoseka um. H.I. bextepesoii» Poccuickoin Akagemun
Hayk, Bpau-peHntreHonor CMb IbY3 «locnutant ansa se-
TepaHoB BoMH»; ORCID 0000-0002-5959-6879

Cn3oe Hpuit AHatonbeBMY — Bpay-xMpypr oTaeneHus
abaomuHanbHoit xupyprum CMb TBY3 «locnutans ans
BeTepaHoB BoWH»; ORCID 0000-0003-3946-7268

JIUTEPATYPA

1. Kowenes 3.l., Kutaes C.B., benses I.10., u coast. KT guaroc-
TUKa 3aboneBaHWii, NPOABAAKWMXCA YTONWEHNEM CTEHKU TOJCTOM
KUWKKU. IKCnepuMeHmManbHas U KAUHUYECKAs 2aCmpo3IHmMepono2us.
2019;2(162):107-119. doi: 10.31146/1682-8658-ecg-162-2-107-
119 — EDN UGBRQV

2. lactpoanteponorus. HauuoHanbHoe pykoBoacTBo / [loa peg.
B.T. UBawkuHa, T.J1. lanuHoi. FI0OTAP Mepua. 2008; 754 c.

3. KnuHuyeckue pekomeHAaLumMm no fUarHoCTUKe U neyeHnto 6onesHn
KpoHa y B3pocnbix (npoekT). Kononpokmonoaus. 2020;19(2):8-38.
doi: 10.33878/2073-7556-2020-19-2-8-38

REFERENCES

1. Koshelev E.G., Kitayev S.V., Belyaev G.Yu., et al. CT diagnosis of
diseases manifested by thickening of the colon wall. Experimental
and Clinical Gastroenterology. 2019;162(2):107-119. (In Russ).
doi: 10.31146/1682-8658-ecg-162-2-107-119.

2. Gastroenterologiya. Nacional noe rukovodstvo / Pod red.
V.T. Ivashkina, T.L. Lapinoj. GEOTAR Media. 2008; 754 c. (in Russ).
3. Crohn’s disease. Clinical Recommendations (preliminary version).
Koloproktologia. 2020;19(2):8-38. (in Russ). doi: 10.33878/2073-
7556-2020-19-2-8-38

Menetpupytowmin Bapmant 6oneshn Kporna. CnoxHoCTH AuarHocTmkm
1 NPeAoNepPaLMOHHOTO NNAHMPOBAHMS (KIMHUYECKMI cyyaii)

INFORMATION ABOUT THE AUTHORS (ORCID)

Mariya Ya. Belikova — Advanced Doctor in Medical
Sciences, Head of the Department of Computed
Tomography of the St. Petersburg State Budgetary
Institution of Healthcare “The Hospital for Veterans of
Wars”; Professorin the Educational and Methodological
Department of the Federal State-Funded Institution of
Science “Institute of the Human Brain named after
N.P. Bekhtereva” of the Russian Academy of Sciences;
ORCID 0000-0002-6768-7711

Timofey L. Gorshenin — Ph.D. of Medical Sciences,
Associate Professor of the Department of General
Surgery of North-Western State Medical University
named after I.I. Mechnikov, Head of the Department
of Surgery of the St. Petersburg State Budgetary
Institution of Healthcare “The Hospital for Veterans of
Wars”; ORCID 0009-0000-0079-4849

Irina K. Borovik — Postgraduate of the Neuroimaging
Laboratory of the Federal State-Funded Institution of
Science “Institute of the Human Brain named after
N.P. Bekhtereva” of the Russian Academy of Sciences;
Radiologist, Department of Computed Tomography,
St. Petershurg State Budgetary Institution of Health
Care “The Hospital for Veterans of Wars”; ORCID
0000-0002-5959-6879

Yuriy A. Sizov — Surgeon of the Department of Surgery
of the St. Petershurg State Budgetary Institution of
Healthcare “The Hospital for Veterans of Wars”; ORCID
0000-0003-3946-7268

4. Spinelli A, et al. ECCO Guidelines on Therapeutics in Ulcerative
Colitis: Surgical Treatment. J Crohns Colitis. 2022 Feb 23;16(2):179-
189. PMID: 34635910. doi: 10.1093/ecco-jcc/jjab177

5. Kosmidis C, Anthimidis G. Emergency and elective surgery for
small bowel Crohn’s disease. Tech Coloproctol. 2011 Oct;15 Suppl
1:S1-4. PMID: 21901520. doi: 10.1007/5s10151-011-0728-y

6. Ford MM. Crohn’s Disease Obstructions. Clin Colon Rectal Surg.
2021 Jul;34(4):227-232. Epub 2021 Jul 20. PMID: 34305471; PMCID:
PM(8292001. doi: 10.1055/s-0041-1729926

4. Spinelli A, et al. ECCO Guidelines on Therapeutics in Ulcerative
Colitis: Surgical Treatment. J Crohns Colitis. 2022 Feb 23;16(2):179-
189. PMID: 34635910. doi: 10.1093/ecco-jcc/jjab177

5. Kosmidis C, Anthimidis G. Emergency and elective surgery for
small bowel Crohn’s disease. Tech Coloproctol. 2011 Oct;15 Suppl
1:S1-4. PMID: 21901520. doi: 10.1007/5s10151-011-0728-y

6. Ford MM. Crohn’s Disease Obstructions. Clin Colon Rectal Surg.
2021 Jul;34(4):227-232. Epub 2021 Jul 20. PMID: 34305471; PMCID:
PM(8292001. doi: 10.1055/s-0041-1729926

Crohn's disease penetrating form. Difficulties of diagnostics
and preoperative planning (clinical case)


https://doi.org/10.31146/1682-8658-ecg-162-2-107-119
https://doi.org/10.31146/1682-8658-ecg-162-2-107-119
https://doi.org/10.33878/2073-7556-2020-19-2-8-38
https://doi.org/10.1093/ecco-jcc/jjab177
https://doi.org/10.1007/s10151-011-0728-y
https://doi.org/10.1055/s-0041-1729926
https://doi.org/10.31146/1682-8658-ecg-162-2-107-119.
https://doi.org/10.33878/2073-7556-2020-19-2-8-38
https://doi.org/10.33878/2073-7556-2020-19-2-8-38
https://doi.org/10.1093/ecco-jcc/jjab177
https://doi.org/10.1007/s10151-011-0728-y
https://doi.org/10.1055/s-0041-1729926

128

KNMMHAYECKME HABJTIOOEHUA

CASE REPORT

https://doi.org/10.33878/2073-7556-2023-22-3-128

KommeHTapumn pegkonnernm K crarbe

'.) Check for updates ‘

(c9)

«[MeHeTpupytowmit BapuaHt 6onesnn KpoHa. CnoxHOCTM AUArHOCTUKM

M NPeAonepaLMOHHOrO NAAHUPOBAHMS (KIMHMYECKMIt cnyyait)»,

aetopsbl: bennkosa M.4., lopwenun T.J1., bopoeuk U.K., Cuzos 1O.A.

MeHeTpupytowwas dopma 6onesnu KpoHa saensercs Hau-
6onee CNOXHOW B LMAarHOCTUYECKOM MiaHe U B BbiGOpe
BapuaHTOB nevyeHus. CuNTaeTCA, 4TO «30/10TbIM CTAHAAP-
TOM» B YCTAHOBJEHUU OCNOXHEHHOI (opmbl BK sBns-
etca KT unn MP 3HTeporpacdms, a B KayectBe KOHTPONA
3a BOCNaNUTE/IbHbIM NPOLLEeccoM Ha hOHe KOHCepBaTMB-
HOW Tepanuu Haubonee 6e30nacHbIM, ObICTPbIM U UH-
thopMaTUBHbLIM MeTOAO0M CyXUT Y3U KuweyHuka.

B npefcTaBneHHom cTaTbe ONMCaHa BECbMA HeCTaHAAPT-
Has TaKTWKA B OTHOLIEHWM CNIOXHOTO B AMArHOCTUYe-
CKOM nnaHe nauueHTa. MayneHT nocTynun ¢ KAMHUKOM
HapylWeHNs KULWEYHON NPOXOAMMOCTM, No faHHbiM KT
BbIABNIEH UHGMALTPAT ¢ abcueanpoBaHuem (B obnactu
nepefHeit OpIOWHONM CTEHKM B NMPaBOW MOAB3LOLIHOIA
061acTh), a TaKKe NpecTeHOTUYECKOe pacluMpeHne TOH-
KOM KUWKK. [pn 3TOM BO3HMKAIOT COMHEHUA B ANarHose
paK TONCTOW KULIKW, OAHAKO MaLMEHTY He BbINONHACTCS
nonelTKa ApeHuMpoBaHus abcuecca. Cnepyet nopuep-
KHYTb, 4TO Nt0GOI THOWHWUK MOANEXUT 06s3aTeNbHOMY
apeHuposanuto. B cnyyae ¢ BK no pgaHHomy Bonpocy
CyLLEeCTBYET OJHO3HAYHOE MHeHWe 1 B 6osnee yeM B 90%
cnyyaeB ApeHupoBaHue abcuecca nop KoHTponem Y3U
unn KT npuMBOSMT K MONOXKMUTENIbHOMY MCXOZY, MO3BO-
nAeT Ha3HaYMTb afieKBaTHYI0 cneunduyeckyio Tepanuio
1 noytu B 70% HabnogeHMin NOABECTU NaLMeHTa K nna-
HOBOW onepawluu.

AsTopbl paboTbl nogpobHo onuceiBaloT KT uccneposa-
Hue c nepdysueir. [laHHas MeTofMKa BecbMa CMOpHas
AN MCNONb30BaHMA B KauyecTBe AWArHOCTUKKU Kak BK,

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

TaK W paka TonCTon Kuwku. OCHOBHBIM OrpaHUyYeHueM
CNYXWT Gonbluas NlyyeBas Harpyska W orpaHuyeHHas
30Ha uccnenoBaHus. C Hawemn TOYKM 3peHUs, UCNONb30-
BaTb flAaHHYI0 METOAMKY B NOJOOHON CUTyaLuN PYTUHHO
He peKOMeHfyeTCs, BBUAY OTCYTCTBUS AOKa3aTeNbHOW
0a3bl, CPaBHUTENbHBIX WCCNEOBaHMIt U cucTeMaTuye-
CKnx 0630poB.

Mocne KOHCepBAaTUBHOW Tepanuu aBTOpbl CTaTbM
OMUCBIBAIOT MONOXUTENbHYID JUHAMUKY CO CTOPOHbI
KNMHUYECKOTO COCTOAHMA NALWEHTKM, OfHAKO, He-
CMOTPS HA 3TO, NPUHMMAETCS PelleHue OnepupoBaThb
C NpefBapuUTeNbHbIM AMArHO30M PaK TONCTONM KULIKK.
WHTpaonepauuoHHO BCKpbiBaeTcs abclecc B Optow-
Hyl0O MONOCTb, OMWUCBLIBAETCA paclMpeHne KULWKK.
OpHako nocne pes3ekuuu BLIMOJHAETCA WIEOTPAHC-
BEp30aHacToMO3 «060K-B-60K» annapatom. C Haleit
TOYKW 3pEeHWs, B [AHHOW CUTyalLWu npeBblleHbl No-
Ka3aHUs K aHacTOMO3y — THOWMHbIN npouecc B 6piow-
HOW MOJOCTU U HaNWYMe HapyLEHUA KUWEYHON npo-
XO[JMMOCTM ABAAIOTCS JOCTOBEPHbIMU U HE3ABUCUMBIMU
NpefuKTOPaMu OCNOXHEHUIE B MOCIeonepaLuoHHOM
nepuone, 0COOEHHO HECOCTOATENBHOCTU KULWEYHOTO
aHacTomo3a.

HecmoTps Ha Bce BblleyKa3aHHble 3aMeyaHus U KoMm-
MeHTapuu, Helb3A He OTMETUTb CIOXKHOCTb IMArHOCTUKH
neHetpupytoweit topmsl BK. B neuyeHun nogoGHoro
POfAa MALMEHTOB HEOOXOAWUM MYJbTUAMCLUNAMHAPHbI
NoAxof, YTO NO3BOJNT FPAMOTHO U CBOEBPEMEHHO OKa-
3bIBaTb MM CNELMUANM3NPOBAHHYIO NOMOLLb.

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023


https://crossmark.crossref.org/dialog/?doi=10.33878/2073-7556-2023-22-3-128&domain=pdf&date_stamp=2023-8-21

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



OCHOBHBbIE LUENW 1 3A0AYU OPTAHU3ALIUA

* COBEpLUEHCTBOBaHWE n ynyJlieHve neye6Ho-
OVarHocTnyeckon nomowm 6onbHelM ¢ 3aboneBaHUsMU
TONCTOW KULLKW, aHarNbHOIO KaHamna 1 NpoMeXHOCTH;

* npodpeccrmoHanbHas MOAroToBKa, creuuanusauusi Bpadei-

KOJIOMPOKTOSIOrOB, MOBbILEHUE WX MPOGECCUOHANBHOrO,

Hay4YHOTO W MHTEMMEKTYarbHOIO YPOBHS;

3amTa NpodeCcCoHanbHbIX U NIMYHBIX UHTEPEeCcOoB Bpayeii-

KOIMOMPOKTONOrOB B FOCYAAPCTBEHHbIX, OOLLECTBEHHbIX

1 opyrmux opraHusaumsx B P® n 3a pybexowm;

* paspaboTka W BHeOpeHMEe HOBbIX OpraHU3aLMOHHbIX
M ne4yebHO-OAMArHOCTMYECKUX  TexHomnormn un  OGonee
paumoHarnbHbIX dopm opraHusaymm NMOoMOLLN

KOOMpPOKTONOrM4eckum 6onbHbIM B MPaKTUKy paboThbl
permoHarsbHbIX KOMOMPOKTONOrMYECKMX LLEHTPOB, OTAENEHWI
1 KabnHeTOoB;

* nsgaHue Hay4HO-MNPaKTUYECKOrO MeANLMHCKOrOo
XypHana «Kononpoktonornsy, BXoAsLWero B nepevyeHb
peueH3npyeMbIX XypHanoB n nsganui BAK MuHuctepctea
obpaszoBaHust n Haykun P;

* MEeXOyHapogHOe  COTPYOHMYEeCTBO C  OpraHusauusiMm

N 0B6beaMHEHNSMU KOMOMPOKTONOroB U Bpavel CMEeXHbIX

crneuvanbHOCTel, yvacTve B oOpraHu3auum u paborte

pasnunyHbIX 3apybexHbIX KOHhepeHLMI;

opraHmsaumsi 1M npoefeHne Bcepoccuiicknx Cbesnos

KONOMPOKTONOroB, a Takxe o6LepoccnMmncknx

MeXpervoHanbHbIX W pernoHanbHbIX KOHMEPEHUUN,

CMMMO3NYMOB M CEMMHApPOB MO akTyasfbHbIM Mpobnemam

KOIOMpPOKTOMOrMM.

NPEMMYLLECTBA YNEHCTBA B ACCOLIMALINK

» bonee Huskue perncTpaunoHHble B3HOCDI

Ha ydactue

B O6LLEepOCCUACKMX HaYYHO-MPaKTUYECKUX MEepPOnpUaTUSIX;

* MpeMMyLlecTBa MpU 3a4YUCMEHUU Ha UMK MOBbILEHUS
KBanudukaumu;

* MH(POPMALMOHHAA MNOoAAEePXKKa W  OPUANYECKU-NPaBOBast
3awmTa uneHos Accoumaumu;

* uneHamAccouunauunm BblgaeTcs cepTudmKaT ycTaHOBNEHHOTO
[MpaBneHnem obpasua.

Ne 3 (45) 2013 (npunoxenme)

123423, r. MockBa, yn. Cansima Aguns, a. 2

8 (499) 642-54-41 po6. 1215
8 (499) 199-04-09
info@akr-online.ru

ApTtamoHoga I1.10.
polinav@mail.ru

Obuwepoccutickas obwecmeeHHas opaaHu3ayus «Accoyuayus
Kosornpokmornozoe Poccuuy,

no uHUyuamuee epayel-Kosonpokmornoz2oe P®, sensemcs
YHUKanbHoU 8 ceoell cgepe U O0HOU U3 cmapelwux
obuwecmeeHHbIX  MeOUUUHCKUX  opeaHusauul. Ha  daHHbIU

momeHm & Accouyuayuu cocmoum 6ornee 800 KorornpoKkmonozoe
npakmuy4ecku u3 ecex cybbekmos PO

co30aHHas 3 okmsabps 1991 e.

www.akr-online.ru

UneHamn Accoumaumm moryt ObiTb rpaxgaHe PO

M  MHOCTpaHHble rpaXgaHe, MWMelLMe BbiCLiEe
MenLMHCKOe obpasoBaHus, npoLueLve
creuyanusaumio no KomomnpokTonoryu, pab6oTaroLime

B 00racTtu KOMOMpOKTOMOrMM He MeHee 3-X feT,
npusHatoLwme YcTaB opraHnsaumm 1 y4acTByloLmne B ee
[eaTernbHOCTH

OBYYEHUE KONOMPOKTOJIOrOB HA BA3E
®rey «<HMUL KONOMPOKTONOrMn UMEHU
A.H. PbIXUX» MUH3OPABA POCCUU

OpauHaTypa no cneumanbHOCTU:

* AHecTesunonorvs-peaHmmaTonorus
* YnbTpa3BykoBasi AMarHoCcTuka

» [acTposHTeponorus

» Kononpokronorns

» OHpockonus

MpodeccuoHanbHas nepenoaroToBka:

 Kononpokronorus
* QHAOockonus

MoBblweHne kBanudukaumm:

Kononpoktonorus

OHpockonusi

KonoHockonusi. Teopusi n NnpakTuka BbIMONHEHUS
ObecneveHne aHeCTE3MONOrMY4ECKOro nocobus
KOMOMNPOKTONOrM4eCcknm 60MbHbIM
Jlanapockonuyeckne TEXHONOrMN B KONOMPOKTONOrnm
DyHKUMOHaNbHbIE METOAb! ANArHOCTUKM U NIe4eHns
6onesHen TONCTON KULLIKK

Y3-meToabl ANarHoCTMKM B KONIONPOKTONOrnmn
[acTposHTeponorus

[ononHuTenbHas NpodeccrMoHanbHasa nporpaMmma
NoBbILLEHNS KBanudukauum «KononpokTtonorus:
CUMYNSALMOHHBIN KYypC NO OTPaboTKe NPaKTUYeCKnX
HaBbIKOB»

HAYYHO-OEPA30BATENbHbLIA OTOEN:

123423, r. Mocksa, yn. Cansama Aguns, a. 2, kab. A002
(LOKOMBbHBIN 3TaX)

3aBepytoLasn y4ebHOM YacTbio —

LWagnHa Hatanbs EBreHbeBHa

Ten.: +7 (499) 642-54-41 no6. 2002

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

WHH 7734036405; K11 773401001; BUK 044525411
P/cy. 40703810300350000028
8 dunuan «LjenmpanbHbiti» baHka BT ([1AQO) 2. Mockea
K/c4. 30101810145250000411




KNMMHAYECKME HABJTIOOEHUA CASE REPORT

https://doi.org/10.33878/2073-7556-2023-22-3-129-133 M checkforupdates,  [(cc) NN

Paszeute metreMornobmMHeMum B nocreonepauMoHHOM
nepuope Ha poHe npuema Anmarens (KnMHMYeckme
HabniopeHms)

MonosuukmuH B.B.""?, Bonkos A.B."?

'TBY3 HUM-KKB N21 um. C.B. Ouyanosckoro Munucrepcrea sppasooxpanenms KpacHogapckoro kpas
(yn. 1 Mas, a. 167, r. Kpactopap, 350086, Poccus)

2rbQY BMO Ky6aHckui rocypapcTeeHHbIM MepuumHcknin yuusepcutetr M3 PP, kadeapa obueit xupyprim
(yn. Cepmua, a. 4, r. KpacHopap, 350063, Poccus)

3agurcuposaro passumue «becnpuyuHHoly MemaemoznobuHeMuu y 08yx nayueHmos Ha (oHe napesa Kuuwiey-
HUKA C 2aCmpocmasom 8 paHHeM nocieonepayuoHHoM nepuode U camososbHbIL npueM nayueHmamu npenapama
Anmazens 0114 KynupoBaxus usxoau.
B npedcmasnieHHbix HAbM00EHUAX B NleYeHUU NPUMEHAUCL Npenapamsl, KOMopble Mo2ym Bbi3bI8AMb Memaemo-
27106UHeMUI0: poNUBAKAUH, MemoKAoNpamud, kemonpogeH. Tem He MeHee, y4UMbIBAS NAPHOCMb NPEOCMABACHHbIX
C1y4aes, Hesb3A UCKIYUMb BAUAHUA npenapama Amazesb Ha MemaeMo2106UHOBPA308aHUe.
3AKJTHOYEHWE: lMpedcmasneHHsle HabawOeHUs 0eMOHCMpUpylom npossaeHus pedkol u njaoxo pacno3Hasaemoll
JleKapcmseHHoU MemeeMo2s0bUHeMUl, BepOAMHO, 8 pe3yibmame npuema GHMAYUOHo20 npenapama Anamazesns.
CBoespemeHHas OUA2HOCMUKA U JleyeHue 3mMo20 cOCMOAHUA obecnequsaiom bbicmpylo 06pamumMocms COXHO20
MHO20G)aKMOPHO20 BUOXUMUYECKO20 Npoyecca.

KJIOYEBBIE CJI0BA: memeemoenobuHemus, Animazess, napes KUWeYHUKA, 2acmpocmas

KOH®JIUKT UHTEPECOB: Asmopsi 3a581510m 06 omcymcmauu KOHGIUKMa uHmepecos

ANA UUTUPOBAHUA: NonosuHkuH B.B., Bonkos A.B. PazButue metremorno6uHemun B nocneonepayMoHHoM nepuoae Ha hoHe npuema
Anmarensa (knuHuyeckne HabnopeHus). Kononpokmonoaus. 2023; 1. 22, N 3, c. 129-133. https://doi.org/10.33878/2073-7556-2023-
22-3-129-133

Methemoglobinemia in the postoperative period against
the background of taking Almagel (clinical case)

Vadim V. Polovinkin'2, Artem V. Volkov'?

'State Budgetary Healthcare Institution Research Institute — Regional Clinical Hospital N2 1 named after
S.V. Ochapovsky (1 May st., 167, Krasnodar, 350086, Russia)

2Kuban State Medical University, Surgery Department for Advanced Training and Professional Retraining of
Specialists (Sedina st., 4, Krasnodar, 350063, Russia)

Methemoglobinemia were recorded in two patients with intestinal paresis and gastrostasis in the early postoperative
period and unauthorized intake of Almagel by patients for the relief of heartburn.
In the presented cases, drugs that can cause methemoglobinemia were used in the treatment: ropivacaine, metoclo-
pramide, ketoprofen. Nevertheless, taking into account the pairing of the presented cases, it is impossible to exclude
the effect of the drug Almagel on methemoglobin genesis.
CONCLUSION: the presented cases demonstrate manifestations of rare and poorly recognized drug methemoglobin-
emia, probably as a result of taking the antacid drug Almagel. Timely diagnosis and treatment of this condition
ensures the rapid reversibility of a complex multifactorial biochemical process.

KEYWORDS: methemoglobinemia, Almagel, intestinal paresis, gastrostasis

CONFLICT OF INTEREST: the authors declare no conflict of interest

FOR CITATION: Polovinkin V.V., Volkov A.V. Methemoglobinemia in the postoperative period against the background of taking Almagel
(clinical case). Koloproktologia. 2023;22(3):129-133. (in Russ.). https://doi.org/10.33878/2073-7556-2023-22-3-129-133

AAPEC 1A NEPENUCKU: Bonkos Apmem Bukmoposuy, [bY3 «HUN-KKb Ne1 um. npog. C.B. Oyanosckozo» MuH3dpasa KpacHodapckozo kpas,
yn. 1 Mas, 0. 167, KpacHodap, 350086, men.: +7 (928) 434-00-75; e-mail: doctor-volkov@mail.ru

PazeuTie MeTreMornobMHeMUH B MOCNEONEPALMOHHOM Nepuoge Methemoglobinemia in the postoperative period against
Ha poHe npuema Anmarens (knnMHuueckue HabniopeHus) the background of taking Almagel (clinical case)
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BBEOEHWE

Pa3BuTHe METreMOrnobuHeMIUM y NALMEHTOB B XUPYPru-
YecKOM CTauMoHape — pefKoe ABNEHUE, @ HaNN4YKe CBA-
31 3TOT0 COCTOAHUA C MPUEMOM aHTaLMAHOrO NpenapaTa
OMWUCaHO B €ANHUYHBIX paboTax. Anmarenb — aHTaUug-
Hblit Npenapar, B COCTaB KOTOPOro BXOAAT fieficTByoLMe
BellecTBa: r’MAPOKCMA MarHus w anrengpat. B 5 mn cy-
cneH3uu cogepxat 100 mr rugpokcupa mardua u 300 mr
TMAPOKCUAR ANIOMUHUSA. [loNONHUTENbHbBIE KOMMOHEHTbI:
Macno NIMMOHA, AWUrMApaT caxapuHaTta, MeTunnaparu-
LpoKcMbeH30aTt, r1atensnosa, copbuton, soga, bytunna-
paruppoKkcubeH3oaT, nponuinaparngpokcubeH3oar, au-
rMApaT caxapuHata HaTpus. OTNyCK B anTeKax pa3peLéH
6e3 peuenta [1].

Metremorno6uH npegcrasnset cob6oit GopMy OKUC/IEH-
Horo remornobuHa. llocnegHuit 0TAMYAETCA OT HOPMaANb-
HOro remornobmHa HanMyMem B reme He ABYXBaJIEHTHO-
ro (Fe2+), a TpexsanetHoro xenesa (Fe3+), koTopoe He
cnoco6HO 06paTMMO CBA3bIBaTb KUCIOpPOoA [2-4]. ITo
COCTOSIHME MOXeT NPUBOAWUTb K PasfNMyHbIM OMACHbIM
OIS XKU3HU SBNIEHUAM: TUMOKCUYECKOMN 3HUedanonatum,
HapyLEeHWI0 CO3HAHNSA, CYA0POraMm, apuTMUAM, UHDAPKTY
MUOKapaa u paxe K cmeptu. CoxpaHeHMe MeTreMorsio-
OuHa B hU3MONOTNYECKNUX NPefenax 1 ero cokpalieHue
B BuAe (yHKUWOHanbHOro remornobuHa (Fe2+) obec-
neynBarTcs (epMeHTaTUBHBIMM W WMHLIMU MeXaHU3-
MaMu 3awWwuTbl 3pUTpoumnToB [5,6]. Pusnonornyeckmii
ypoBeHb MeTremornobuHa B KpoBu cocTaBnsier oT 0%
10 2%. KoHueHTpauuu metremornobuHa ot 10% o 20%
NepeHOCATCA XOPOLO W MPOTeKalT GECCUMNTOMHO, HO
VPOBHM BbILIE 3TOTO YACTO CBA3aHbI C pa3BUTUEM CheLu-
(DUYECKUX KIMHUYECKUX NMPOSABNEHUN, @ KOHLUEHTpaLus
MeTremornobuHa 70% U Bbille MOXET NPUBECTU K CMep-
™ [6-8].

MpuobpeTeHHas METreMornobuHeMNU MOXET ObiTb Bbi-
3BaHa onpefeneHHbIMU NeKapcTBamMu, XUMUYECKUMU
BellecTBaMuM UM nuwesbiMM npopyktamu [9]. Yawe
BCEro Pa3BUTUE JIeKapCTBEHHOW MeTreMornobuHemMmu
CBA3bIBAIOT C NPUMEHEHUEM MECTHbIX aHECTETUKOB: NpU-
JIoKauHa, 6eH30KauHa, TeTpakanHa U pexe NMA0oKauHa.
Guay J. B 2009 ony6n1KoBan MeTaaHanus, B KOTOPOM
NpoaHanM3npoBan 242 HabngeHUs MeTreMornobuHe-
MUM B pe3ysibTaTe MPUMEHEHUS MECTHbIX aHeCTETUKOB
[10], koTopble MO cBOEMY AENCTBUIO ABNAKTCA HENps-
MbIMU OKMCIUTENAMU. Peakunu, cBa3aHHble C METTEMO-
rnobuHeMueil, BbI3BAHHOW MECTHbIMW aHeCTeTUKaMK,
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BK/JIOYAIOT: TMAPONM3 aMupa [O aMUHA, MEeTabosm3Mm
aMKHa 4O COOTBETCTBYIOLWMX YACTUL, U NPAMOe OKUCIe-
HUe remornobuHa metabonuTomM amuHa. Mpupoaa amu-
Ha, BbICBOOOXAAKLWErocs Npu TULPONU3e, ABAAETCA
OCHOBHbIM (haKTOPOM, OMpeAensioWUM MeTreMornobu-
HoOpasytowy cnocobHocTs amugos [11]. Puck pas-
BUTWUS METTEMOrNOOMHEMUM CBA3AH C NPUMEHAEMOIA 0-
30if npenapata M BO3pacToOM nauueHTa (BbICOKUIA pUCK
y fieTeil Mnagle 6 mecaues Uy HefloHOLWeHHBIX). Kpome
TOro, METreMornobMHeMns pa3BuUBaAETCA Yalle Ha (oHe
aHemuu, 3aboneBaHuin Nerknx, cepaeyHoi HefoCTaTouy-
HOCTH, cencuca.

My6anKauum o pa3BuUTUM METTEMOTNOOMHEMIUM Ha (OHe
npuMeMa aHTaUWAHbIX MPEenapaToB Mbl OGHapyXMAN
B Tpex oTeyecTBeHHbIx pabortax. Crapkos H.I. ¢ co-
aBT. (2014) onucblBaeT pa3BuUTHE METTEMOTNOBUHEMUM
Ha doHe npuema npenapata Anmarens A [12]. Mo mHe-
HUI0 aBTOPOB, 3TO COCTOSHWE CBA3AHO C TEM, YTO B CO-
CTaB 3TOro npenaparta BXOAWUT GEH30KaWH — MeCTHbIN
aHEeCTeTUK, KOTOpbIii ABAseTcs MeTremornobuHobpasy-
oMM areHToM. AHanoruyHsle paboTbl onybaMKOBaHbI
TenaeBbiM P.®. c coasT. 8 2018 [13] v EmenbsHoBO J.A.
c coaBT. B 2021 roay [15].

B HaWMX KNMHUYECKUX NPUMepax MALMUEHTbI UCMONb30-
BaNM 0ObIYHbIN Anmarenb — npenapat, KOTOPbIA OHM
ANUTENbHO 3NU304UYECKM NPUMEHANN B [OrOCNMUTANb-
HbIA NEPUOA U He OTMEYaNM KaKUX-N1G0 OCNOXHEHUI.

Knununyeckue HabnopeHus

1. NaumenTka A., 62 net, UMT 38,29 Kkr/m?, Haxogu-
Nnacb Ha NeyeHWM C [MArHO30M: paK CUTMOBWUAHOM
kuwku pT2NOMO, G1, I ctapuu, 2 kKnuHMYeckas rpynna.
ConyTcTBylOWAn NATONOrUsA: AUBEPTUKYASAPHANA BONE3Hb
CUTMOBUAHOM KUWKKM, GeccumnToMHas opma; s3BeH-
Has 6one3Hb JYKOBULbI ABEHAALATUNEPCTHON KULIKM,
CTafiMsi PEMUCCUU; 3PO3UBHBIA FaCTPUT; TMNEPTOHUYe-
ckas 6onesHb 2 ctaguu, puck 3, XCH I crenenu, IT OK
no NYHA; oxupenue II crenenu.

BbinonHeHa pobOT-acCcUCTUPOBAHHAA AWCTanbHas pe-
3eKUMA CUTMOBUAHON KUWKK, POPMUPOBAHME CUTMO-
PEKTaNbHOr0 aHacToM03a «KOHeL-B-KOHeL» U npe-
BEHTWUBHOI MNeTNeBOi BHEOPIOWMHHOW WMNEOCTOMbI.
B nocneonepaunoHHom nepuoge — mnape3 KULIEYHM-
Ka, conpoBoOXpatowwuica ractpoctasom. lposogunuck
CTaHAAPTHbIE MEpPONpUATUA: CTUMYNALKUA KULWEYHUKA
ponuBaKaMHOM, BBEAEHbIM B 3MUAYpabHbIii KaTeTep,
MH(Y3MOHHAA Tepanus perynsTtopamu BOAHO-3/€KTPO-
JIUTHOTO U KUCNOTHO-OCHOBHOIO COCTOSIHWUSA, MOLKOXHO
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HU3KOMONEKYNAPHbIE TenapuHbl, NpuU pa3BuTUM Gone-
Boro cuHgpoma BALU Gonblwe 3 6annos — ketonpodeH,
a npu BALWl 6 6annoB — BHYTPUMBIWEYHO TPaMagos.
MauneHTKe nepen onepauuelt NpoBoAMNach aHTUOMO-
TUKONPO(MUMNAKTUKA (aMOKCULMANUH + KnaBynaHoBas
Kncnota). Ha 4-e cyTkM yXyAlWeHUe COCTOSHUS, OfblL-
Ka, YyBCTBO HeXBaTKW BO3[yXa, CHUXeHWe caTypauuu
00 76%. Ha KT rpyaHoit knetku — Tpomboambonus cer-
MeHTapHoi A3, cybcermeHTapHoit A8 cnesa. O4aroBbix
M UHDUNBTPATUBHBLIX M3MEHEHWUI B NIETKUX He BblsiBrie-
Ho. [lauueHTKa nepeBefieHa B peaHWMaLWOHHOe OT-
penenue. Mo avanusam KWC: pH — 7,465, MetHb —
46,8%. YCTAaHOBNIEHO Pa3BUTUE METreMornobuHeMUu.
MposeneHa okcuHoreHoTepanus. [pu KoHTpone aHanu-
3a Ha cneaytouwe cytku MetHb — 2,3%. MepesefeHa
B KOJIOMPOKTONOrMYeckoe OTAeneHue. BbiscHeHO, 4To
3a 4 yaca pBo YXyAleHUa COCTOAHUA NauMeHTKa camo-
CTOATENbHO BbiNuna Anmarenb B 06beme 2 MepHbIX J10-
XeK, 4To cooTBeTcTByeT 10 M.

2. NaumnenTka b., 50 net, UMT 25,71 kr/m2. [lnarHo3s: pak
HUXHeaMnynspHoro otaena npamoit kuwku pT3N1bMO,
IITb cTapuu, cocTosiHMe Nocne KOMMIEKCHOTrO feveHus
(XJ1T € 09.03.21 no 27.04.21, XMpypruyeckoro neyeHus
HIMPMK c ¢opmupoBaHnem npeBeHTUBHON MNEOCTOMbI
ot 28.07.2021, 8-Mu KypcoB apbtoBaHTHol MXT), 2 knu-
Huyeckas rpynna. ConyTcTBylOWas naTonorua: KUCTbl
neyeHu, KUCTO3HOe HOBOOOpPa3oBaHMe NOAXKENYA0UHOI
xenesbl. [ocnutanu3npoBaHa ANA 3aKPbITUA MpPeBeH-
TUBHOW WNEOCTOMbI.

BeinonHeHo ucceyeHne netneBoil UNEOCTOMBI C pe3ek-
LMer yyacTKa MOAB3AOWHON KWWKKM, (hOpMUPOBaHME
pY4YHOro [BYPAAHOrO WNE0-WUNe0aHacToMo3a «OOK-
B-60k». [launeHTKe nepep onepauueil npoBoaunach
aHTMbUOTUKONpOdUNAKTUKA (aMOKCULMANMH + Kna-
ByNlaHoBas Kucnota). B nmocneonepaunoHHoM nepuo-
Ae — nape3 KMIeYHMKa ¢ racTpoctasom. llpoBognancs
CTaHAAPTHble MEpONpUATUA: CTUMYAALMA KULWEYHUKA
yepe3 3NWAypanbHbIl KaTeTep npenapaTtoM ponuBa-
KauH, WMHQY3MOHHAs Tepanus perynatopamum BOAHO-
3NEKTPONNUTHOTO U  KWUCNOTHO-OCHOBHOTO COCTOSAHMS,
HU3KOMOJNeKyNApHble renapuHbl. MayneHTka nosnydyana
meToknonpamuz. Mpu passutuu 6oneBoro CUHZPOMA
BALLI 6onbwe 3 6annoB — ketonpodeH, a npu BALI
6 6annoB — BHYTPUMbILWEYHO Tpamagon. Ha 5-e cyTku
YXYLLWEHWEe COCTOSHUSA, OAbILKA, CHUKEHUe caTypauum
10 78%. BoinonHeHa KT rpyAHON KNeTKM — MaTonorum
HeT. [lepeBefieHa B peaHWMaLWOHHOe OTfeNneHue, rae
NPOBOAMNACE OKCUTeHOTepanua U MOHWUTOPUHT BUTaNb-
HbIX PYHKUMA. B aHanu3ax npu nepesope: pH — 7,433,
MetHb — 43,8%. Ha choHe npoBefeHus okcureHotepa-
nuu Ha cnepylowme cytku MetHb — 2,6%. MNepeBepaeHa
B KOJIONPOKTONOTMYeCKOe OTAeNeHUe. YCTaHOBNEHO, YTO
HaKaHyHe MaLMeHTKa Bbinuia 5 mn Anmarens u B fieHb
YXYLWEHWs COCTOAHMA BbiNUAa ele 5 M npenapara.

POBBHTHE MeTreMornoGMHeMMM B I'IOCJ'IeOI'IepGLI.HOHHOM nepMo,qe
Ha poHe npuema Anmarens (knnMHuueckue HabniopeHus)

OBCYXAOEHUE

B nutepatype umeeTcs foctaToyHo nybauKaumii o npu-
YMHAX pasBUTMA NPUOBPETEHHON METreMornobuHeMUn.
MeTremorno6nHo6pasyloWmMMM areHTamm MoryT ObiTb
MHOrMEe NeKapcTBeHHble mnpenapaTbl (MecTHble aHe-
CTETUKMW, AHANbreTUKM, aHTUMUPETUKM, aAHTUOMOTUKM,
NPOTMBOOMYXOJEBbIE, NPOTUBOMANAPUIAHBIE U NMPOTUBO-
PBOTHble MpenapaThl), XUMUYECKUe BeLeCcTBa, TOKCHHBI,
a TaKxKe NULLeBble NPOAYKTbI U MUTbEBAS BOAA C BbICOKUM
cofiepXaHueM OpraHu4yeckux u HeopraHMYeCcKux HUTpU-
TOB/HWUTPATOB W APYruX BellecTs. Tem He MeHee, yeMm Obl
He Bbi3blBanach NpuobpeTeHHas MeTreMornobuHeMus,
XUMUYECKMe npoueccel ogHu u Te xe. Okucnutenw, no-
cTynawlme ussHe nub6o obpasyolmecs B xofe MeTa-
00NMYECKUX peaKkuuii B OpraHu3Me, MOTYT KaK NpsiMbIM
nyTeM OKWUCAATb XeNne3o reMornobuHa, nepesofs ero
B TPEXBaIEHTHOE COCTOSHWE, TaK U OMOCPESOBAHHO Ye-
pe3 o6pa3oBaHue CBOOOAHbIX PAfMKaNOB.

B o6oux npepcTaBAeHHbIX HAbMOLEHUAX B KOMMIEKC-
HOM JleYeHWU NPUMEHANUCH NeKapCTBEeHHble npenapa-
Tbl, KOTOpblE MOTYT Bbi3bIBaTb Pa3BUTUE MeTreMoriobu-
HEMUWU: PONMBAKaUH — MECTHbIA aHeCTeTUK M3 Knacca
aMUHOAMUJOB, Y KOTOPOTO HexenaTtefbHble peakuuu
CXOfiHbl C peaKLMUAMM Ha ApYyrue MeCTHble aHecTeTUKU
aMMpHOro Tuna (mpunokawH, GeH30KauH, TeTpaKauH,
NMOKaWH, MenuBaKauH, TPUMEKaUH U Lp.); METOKNO-
npamuj — NpPOTMBOPBOTHbLIA Npenapat LEeHTPaabHOro
[eiicTBus, GNOKUpYIOWMUIA AONAMUHOBbLIE PELLEenTOpbI;
ketonpoceH — HIMBC [14,15].

Tem He MeHee, yUUTbIBAsA NAPHOCTb C/ly4aeBs, Mbl HE MO-
KEM UCKNIOUUTL BAUAHUA ANMarens Ha MeTremornobu-
HOOpa3oBaHuWe U, B CBA3M C 3TUM, NPeAnaraem CBOIO ru-
noTe3y MexaHW3Ma pa3BUTMA ITOFO COCTOSHUS.

B HacToslee BpeMs CyLLEeCTBYIOT HECKONbKO CaMOCTO-
ATENbHbIX TEOPUIA, MO KOTOPbIM XMMUYECKME BellecTBa
BenAT Ha KMCNOTbl M OCHOBaHWA: Teopua AppeHuyca,
Teopus bpéHcrepga-Jloypu, Teopusa Jlbtouca u Teopus
YcaHoBuya. OQuyeBMAHO, YTO KMCIOTHO-OCHOBHbIE pe-
aKUMK TaK Xe MOXHO paccMaTpuBaTth C MO3WULWIA pas-
Hblx Teopuit. CornacHo Teopun AppeHuyca, OHU ABNA-
lOTCA peakuueil HelWTpanu3aLuu, a COrNacHo Teopuw
bpéHcTena-/loypu, 371 peakuuu npeactaBnsioT coboit
60pbOy 3a NPOTOH.

JIddekt Bepuro-bopa rnacut, 4yto CpoacTBo remorno-
OMHa K KuCnopofy 06paTHO MpOMOPLMOHANBHO Kak
KMCNOTHOCTH, TaK M KOHLEHTpaLuu [ABYOKWUCU yriaepo-
pa [16]. [eictBuTtensHo, B nepucepuyeckmx TKaHAX
C OTHOCWUTENbHO HW3KUM 3HayeHuem pH M BLICOKOIA
KoHueHTpauueit CO, cpoacTBo remornobuHa K Kucio-
popy napaer. W, Hao6opoT, B NErOYHbIX Kanuanspax
BbigeneHune CO, u conytcTBylollee emy noBbiweHne pH
KPOBM NMPUBOAUT K YBENMYEHUIO CPOACTBA remoriobu-
Ha K kucnopogy. MmeHHo Takum o6pa3om yposeHb pH
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n koHueHTpauua CO, BANAIOT Ha CBA3bIBAHUE W OCBO-
6oxpeHne 0, remornobuHoM.

Peakuus cBA3bIBaHUA KNCTIOPOAA reMOr0OMHOM B BULE
Hb + 0, 2 HbO, B peiicTBUTENBHOCTM OTpa)kaeT He-
MOJIHYI0 KAapTUHY, MOCKOJbKY He Y4YWUTbIBAET JOMOSHM-
TenbHble uravabl H* u CO,. YToObl 06BACHUTL BAMAHME
KOHLeHTpauuu MoHOB H* Ha cBsA3biBaHME KMUCIOPOAa,
cnenyeT 3anucatb 3Ty peakuuto B uHoi popme HHb* +
0, 2 HbO, + H*, roe HHb* npoToHupoBaHHas dopma
remornobuHa. M3 atoro ypaBHeHUs cnepyet, YTo Kpwu-
Bas HacblLEHUs reMornobuHa KUCIopoaoOM 3aBUCHT OT
KOHLeHTpauuu noHoB H*. Femorno6uH cesseiBaet u 0,
U MoHbI HY, HO MeXay 3TMMKM LBYMs npoueccamu cylie-
cTByeT obpaTHas 3aBUCUMOCTb. Ecnn napymuanbHoe gas-
NeHue KUcaopopa Benunko (4To HabatogaeTcs, Hanpumep,
B NIETKMX), TO reMorfo6uH CBA3bIBAET €ro, 0CBO6OXAAA
npu 3TOM MoHbl H*. Mpu HU3KOM NapLuManbLHOM AABAEHUN
Kucnopoga (4TO MMEEeT MeCTO B TKAHAX) CBA3bIBATbCS
C reMorno6uHom 6yayT noHsl H*.

Ha oCHOBaHWU BbILEN3NOKEHHOTO, MEXAHU3M BIUAHUS
Anmarens Ha pasBuTME METreMOrnoOMHEMUU MOXKEeT
6biTb cnepytowmm. Mpenapat Anmarens, nonagas B xe-
NYLOK, BXOAWT B peakLuio C KUCNoi cpepoil, Kotopas
o6pa3oBaHa 3a cyeT CONAHON KucnoTbl. Mpu B3aumo-
LeNcTBMM 06pasyioTcs COMM aNlOMUHUA U MArHus, Boga
n npoToHbl (H+), KoTopble B 0ObIYHBIX YCIOBUAX TPaH-
3UTOM MAYT NO KUWeYHUKY. Ho B HAWMX KIMHUYECKUX
npumepax 3Bakyauus 6bina HapylleHa U3-3a napesa Ku-
WeYHMKa 1 pa3BMTUA ractTpocTtasa. Kpome Toro, Heobxo-
LMMO YYUTBIBATh, YTO HA OHE Napesa KUILEYHNKa 13-3a
B3[yTUs €ro neTesb U yMeHbLIEHUS IKCKYpCUM Auacpar-
Mbl pa3BMBaETCsA runokcus TkaHeit. CeoboaHble pagmnKa-
Nbl, KOTOPLIMU ABAAIOTCA NPOTOHbI H+, nyTem guddysnm
nonagfaloT B KPOBEHOCHOE pyciio. B pesynbTaTe, 3a cuer
B3aMMOJeNCTBUS MpPOTOHA C MoHamu Fe2+ MeHseTcs
cTeneHb OKUCNeHUs xenesa Ha Fe3+ c o6pasoBaHuem
MeTremornobuHa.
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L{EJTb: nposedeHue cpasHUmMenbHOU XapakmepucmuKu pauyHbIX WKAA OUeHKU Ka4ecmsa U3HU CmMOMUPOBAHHbIX
nayueHmos ¢ yesbio dams Haubosee NoHYI0 U 00beKMUBHYIO OUEHKY Ka4ecmaa U3HU CMoMUpPOBAHHbIX NALUEHMOB.
MATEPWAJIBI M METO/IbI: 8 cmambe OaHa CpasHUMesbHAS OUeHKA Haubosiee pacnpoCmMpaHeHHsIM Ha meKywuli
MOMEeHM WKANaM OUeHKU Kayecmsa XU3HU CMOMUPOBAHHbLIX nayueHmos. [lpoaHanu3uposaHsl numepamypHsie
UCMOYHUKU U3 MeOuyuHcKux 6a3 OaHHbix PubMed, MedLine, Scopus. V3y4eHHble UCMOYHUKU JiUMepamypsl ony-
6/1UKOBAHbI B PA3HbIX CMPAHAX MUPA, YMO NO3BOJUIO BbIORAUMb KAK 06LeMUpoBble, MaK u cneyuguyeckue ons
om0esibHbIX CMPAH Kpumepuu OUeHKU Kayecmsa XU3HU nayueHmos.
3AKJIOYEHNE: ucxods u3 onsima npuMeHeHUs WKAI OUeHKU Ka4yeCmaa )u3HU CmMOMUPOBAHHbIX NAYUeHMOo8 8 pas-
HbIX CMPAHAx, MOXHO cOenamp 3aK/YeHue, 4mo HaubOMbIIYI0 HAYYHYIO U NPAKMUYECKYI0 UeHHOCMb Npedcmas/is-
tom cneyucgpuyrsie wkansl SQOLS u Stoma-QOL, He ympayusaem c80e20 HAYYHO20 3HAYEHUA HecneyuuyHas wWxana
SF-36. Imu wkansl Yawe Opyaux ucnob3ylomcs 8 PAsNuyHbIX e4EOHbIX U HAYYHbIX YYpexxOeHusx 01 Uu3yyeHus
JKU3HU CMOMUPOBAHHbIX nayueHmos. OHU npocmsbl U YyOOOHbI 8 NPUMEHeHUU, UX HA0eXKHOCMb U BAAUOHOCMb 00Ka-
3QHbI CNeYUANbHO NPOBEORHHLIMU UCCI00BAHUAMU.
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plete and objective assessment.
MATERIALS AND METHODS: literature sources from the medical databases PubMed, MedLine, Scopus were analyzed.
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BBEOEHWE

OueHKa KayecTBa XU3HM NALUEHTOB C KMLWEYHbIMU CTO-
MaMU ABNAETCA KpalHe akTyanbHOW npobnemoit B co-
BPEMEHHON KONOMPOKTONOrMK BBUAY TOrO, Y4TO onepa-
LMK No hOpMMPOBAHMUIO CTOMbI BECbMA PacnpoCTPaHeHbl
1 YacTo NPUMEHAIOTCA NPU ONepaTUBHOM TIeYEHUN OHKO-
JIOTUYECKUX U XUPYPrUYECcKnX 3ab0NeBaHuil KNweyHnKa
[20]. B cBA3n C pocTOM KONOpeKTaNbHbIX 3aboneBaHuit
VYBE/INYMNBALTCA M YUCNO ONEpPaTUBHbIX BMeLATeNbCTs,
3aKaHyuBawwWmxca GopMMpoOBaHUEM TONCTO- UAW TOH-
KOKMLIEYHbIX CTOM.

Mo paHHBIM HeKOTOpbIX aBTOPOB, 65% OMNepaTUBHbIX
BMELLATENbCTB HA KUWEYHWUKEe 3aBepLIaeTca BbiBEAeH!-
em cToMmbl [24]. Mpu 6one3un KpoHa nocne ToTanbHoA
KON3KTOMUM NOCTOAHHAA cToMa HaknagbiBaetca B 31.4%
C/ly4aes, nocne cerMeHTapHon KON3KToMuu — B 34.7%.
Mo paHHbiM BO3, yMcno CTOMMPOBAHHbLIX MALMEHTOB
B Poccun coctaBaser 100-150 yenosek Ha 100 ThiC.
HaceneHus [24]. B psage cnyyaes, BbiBELEHWE CTOMbI
ABNAETCA BPEMEHHOW MepoW, HO AaKe BPEeMEeHHOe Ha-
NOXEeHUe KONOCTOMbI BHOCUT KapAuHanbHble U3MeHeHus
B KaYeCTBO XM3HW NaLUeHTOB.

Mocne HanoXeHua KUWEYHOW CTOMbl KA4yeCTBO XWU3HU
NauMeHTOB CHUKAETCA M3-33 MOSABMBLIMXCA Npobiem
C OCYLLEeCTBIEHWEM TPY[OBOI/y4eOHON 1 NOBCEAHEBHOM
LeATeNbHOCTH, HepefKo 3TW M3MEHEeHWs CONpoBOXAa-
I0TCA pa3pylleHneM CIOXMBLUMXCA COLMaNbHbIX B3au-
MOOTHOWeHUM [1,2]. Y HeKoTOpbIX 6ONbHBIX HEYAOBNET-
BOPEHHOCTb Ka4eCTBOM XWU3HU NPUBOAUT K COLMANBHOM
Ae3agantauuu NMYHOCTH.

BrnonHe nOHATHO »KenaHue MaLMEHTOB W36aBUTHCA
OT CTOMbl, HO, pPacCyuTbiBafg Ha XOpolMWe pe3ynbTaThbl
NnpencTosAllero BOCCTAHOBUTENbHOrO BMELIATENbCTBa,
OHW He OLEHMBAIOT PUCKM Onepauuu no yaaneHuto
CcTOMbl. AKTMBHO HacTauBas Ha onepauuu, 4acTo CTa-
BAT XMpypra B TpygHOe nonoxeHue. W3BecTHo, 4TO
PEKOHCTPYKTUBHO-BOCCTAHOBUTENbHbIE onepauum
Ha KMLEeYHUKe, KOTOpble YacTO NPUXOAUTCA BbINONHATbL
NpuW YAaneHun CTOMbI, OTJIMYAIOTCA 0COOOM COKHOCTbIO
¥ BbICOKMM PUCKOM pa3BUTUA MOCNeonepaLMoHHbIX OC-
NOXHeHWN, B pAfe cyyaes Takue onepauun 3aKaHyu-
BalOTCA MOBTOPHbIM HaNOXEHMEM KUIEYHON CTOMbI.
Mo3ToMy nnaHMpoBaHWe BOCCTAHOBUTENbHbIX ONepaLuii
Ha KUWEYHUKE [OMKHO 0a3nMpoBaTbC HA B3BELWEH-
HOW OLleHKe NOKa3aHWi U NPOTUBOMNOKa3aHUN K onepa-
TUBHOMY BMelwwaTenbcTsy. Mpu 3ToM 0coboe BHUMAHUe
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[OMKHO yAenaTbcss OOBLEKTMBHOM OLEHKe KayecTsa
KU3HU BONBHOTO C (BYHKLUMOHUPYIOWEN KONOCTOMOWA,
BO3MOXHbIM HEraTMBHbIM NOCNEACTBUAM ONepaTUBHO-
ro BMelWaTesbCTBA M NPOTrHO3y Ha M3MeHeHMe KayecTBa
U3HU NOC/E YAANEHUS CTOMbI.

MATEPUAJIBI 1 METObI

B cratbe paHa cpaBHUTenbHas XapaKTEpUCTMKA Hau-
Oonee pacnpoCTPaHeHHbIX Ha TEKYLMA MOMEHT LWKan
OLEHKM KayecTBa XM3HU CTOMUPOBAHHbIX MaLUEHTOB.
MpoaHanu3npoBaHbl ANTEPATYPHbIE UCTOYHUKM U3 Me-
ANUMHCKMX 6a3 paHHbix PubMed, MedLline, Scopus.
N3y4yeHHble WCTOYHUKM NUTEpaTypbl  OMybBAMKOBaAHBI
B Pa3HbIX CTPaHax MMPa, YTO MO3BOMUIO BbIAENUTL KaK
o0LeMUpoBbIe, Tak U cneuuduyeckue ans OTAENbHbIX
CTPaH KpUTEPUM OLLEHKW KAayecTBa XU3HW NaLNeHTOB.
MeauumHcKkas nuTepatypa u306unyeT nybaukauuamu,
OMUCHIBAIOWNMI CHUKEHWME KAuyecTBa KWU3HW nauueH-
TOB C KMWEYHOI cToMoit [1-7], npu 3TOM He npepnara-
I0TCA1 KOHKPETHbIE KPUTEPUN ANl 06BEKTUBHON OLEHKU
0CO6EHHOCTEN XU3HUM MaLMEHTOB Co cToMamu. B page
nybamKauuii npuBoaaTcs 0600WEHHbIE KpUTEpUM, fe-
MOHCTPUPYIOLLME PA3HULY MeXAy KayeCTBOM XW3HW
nauueHToB ¢ u 6e3 cTombl [8—11]. MHorue aBTopbI yT-
BEPXAAIOT, YTO 060OLEHHbIE KPUTEPUU HELOCTaTOUHO
TOYHO OTPaXaloT BAMAHUA CTOMbI HAa KayecTBO XU3HM
nauueHTos [12-15]. B cBA3M C Bbllecka3aHHbIM, ciegy-
€T OTMETUTb, YTO ANA NPABUILHOFO MOHUMAHUA BAUAHUA
CTOMbI Ha Pa3/NnyYHble acneKThl XWU3HW NaLWUeHTOoB Tpe-
OyeTcs npuMeHeHne cneyndUYHbIX KPUTEPUEB, YUNUTbI-
BAOLLNX OCOOEHHOCTU XWU3HW TakUX nauueHToB. Takue
WKansl MOXHO 3(deKTNBHO Mcnonb3osatb B Andde-
PEHLMPOBAHHOM MOAXOAE K JIEUeHUI0 GOJNbHBIX CO CTO-
MaMu ¥ yNyYLWEHUIO NX KaUecTBa XKU3HK.

BaxHO OTMETUTb, Y4TO y MALMEHTOB C PasNUYHbIMU Ba-
puaHtamm ctom (Uneo-, KoAocTomMa M Ap.) NPUYMHBI
1 06CTOATENbCTBA, BAUAIOLME HA KAYECTBO XU3HU pas-
NMYAIOTCA M 3TO TaKKe HeOOXOAMMO YUUTbIBAT, pa3pa-
0atbiBas NpUHLUNLI AUddEpeHLMPOBAHHOTO NOAXOAA
K nauueHTaM C KuweyHsiMm ctomamu. Kpome Toro, cne-
LMANMU3MPOBAHHbIE LWKANbl MOXHO MCMONb30BaTh AN
paHHe AWMAarHOCTUKM HEKOTOPbIX HEraTUBHbLIX MOCTef-
CTBMWII (HDOPMUPOBAHUA CTOMbl W CBOEBPEMEHHO MPOBO-
ANTb UX MPODUNAKTUKY.

Wcxopns 13 Bbille CKa3aHHOTO, 0C060r0 BHUMaHMUsA 3acny-
xuBaet «lllkana kauecTBa xu3HKU co cTomoii» (SQOLS)
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[16]. lWkana npepctaBneHa 21 py6pukoi, 19 M3 Hux
BKJ/II0YAIOT BOMPOChHI, COCTaB/IeHHbIe MO 06pa3Ly WKanbl
Jlnkepta. YkaszaHHble 19 pyOGpuk noapasfenstorcs Ha Te-
MaTUyecKue Nnoarpynnsl: 6 pyGpuK NOCBALEHb BONPOCAM
TPYAOBBIX U COLMANbHBIX (PYHKLWIA, 5 — BONpoOCcam cek-
CYanbHOM XWU3HW U y[LOBNETBOPEHHOCTU BHELWWHUM BULOM.
B 6 pyOpukax npepncTaBieHbl BOMPOCH, OCBeLlialoLue
0C06eHHOCTY (DYHKLMOHMPOBaHUA cToMbl. U 2 pybpuku
0TOOPaXaloT YHUKaJbHbIE U BaXKHble NapameTpbl — u-
HAHCOBbIE U3JEPIKKM NPU YXOfie 3a CTOMOI U BblpaXeH-
HOCTb KOXHOIO pa3fpaxKeHus BOKpyr cTombl [16].

Mpu aHanu3e HafEXHOCTU OMPOCHWKA YCTAHOBJEHO,
4yto Ko3(duuneHT anbda Kponbaxa u KoadhduuneHt
BHYTPUKNACCOBOI KOppensuuu Bo BCex pybpukax npu-
6nmKanucb K peKkomeHfyemoMy 3HayeHuto — 0.8, uTo
LOKa3blBaNo HAaleXHOCTb LWIKaNbl U BOZMOXHOCTb ee 1C-
NoNb30BaHMA ANA OLEHKM KayecTBa XKWU3HW NaLMeHTOB
co ctomoit [16]. [LoCTOBEPHOCTb OLEHOYHbIX 3HAYEHUIA
WKanbl 6bina NOATBEPKAEHA TaKXKe WUCCAeLOBaHUAMY,
KOTOpble MoKa3anu pasHble pe3ynbTaTbl A1 NaLUEHTOB
C MONOXMWTeNbHbIM BO3AENCTBMEM CTOMbl Ha KayecTBO
WU3HU, U AAA NALWEHTOB, Ybe KAYeCcTBO XM3HW nocie
HaNoXeHUs CTOMbl yxyawunoch [16]. Takum obpasom,
MHOTOCTOPOHHUME pacyeTbl yOeguTeNbHO NPOLEMOH-
CTPUPOBANN [OCTOBEPHOCTb PE3yNbTaToB, MOJyYaeMblx
npu npumeHeHumn wkans SQOLS.

HemanoBaxHbIM 00CTOATENLCTBOM MpU M3YYEHUN Ka-
YecTBa KXWM3HM CTOMWUPOBAHHbLIX MALMEHTOB fABNAETCSA
OLieHKa TeKyllero cratyca OTHOCUTENbHO COCTOAHMA
3[0pOBbA B paMKax cBoero obwectsa. C Lenbio oueHKu
[aHHOTO napameTpa MOryT NPUMEHATbCA Takue LWKanbl,
kak «Acceptance of Illness Scale» (AIS) («llkana npu-
HATUA 3a6oneBaHus» n «Health-related quality of life
survey» (HRQOL) (AHkeTa KayecTBa XMU3HU, CBA3AHHOIO
C COCTOAHMEM 310poBbsA) [17].

Wkana AIS BkntoyaeT B cebs 8 yTBEPKAEHMIA, XapaKTe-
pU3yIOLWMX COLManbHble acCneKTbl XKU3HU NaLMeHTa:

1. «Y MeHs umeloTcs Npobnembl, BbI3BAHHbIE OrpaHuye-
HUAMM B CBA3M C 3a6oneBaHNEM

2. «B cBA3M C cocTOAHMEM 3[0POBbA I HE MOTY 3aHU-
MaTbCA OOUMBIM LEJIOM»

3. «3aboneBaHne  3actaBiseT
HEeXeNnaHHbIM»

4. «CocTosiHMe 300pOBbsA AenaeT MeHs Gonee 3aBuCU-
MbIM OT OKPYKAIOLLMX, YEM 5 XOTEN Obl»

5. «3abonesaHue pgenaet MeHs 06y30/ Ana cemby
U OKPYXKAIOLUX»

6. «B cBA3M C cocTOsHMEM 340POBbSA A HE olLylato cebs
LLEHHbIM YIeHOM 00LEeCcTBa»

7. «YpoBeHb NMYHON IPPEKTUBHOCTH HE JOCTUTAET TOW
CTEMEHM, KOTOPYIO 51 XOTeN Gbl UMETbY

8. «flyBepeH, 4TO NIOAMN, KOHTAKTUPYIOLLME CO MHON, UC-
MbITbIBAIOT HEJIOBKOCTb OT HEOGXOAMMOCTH O6LLEHMS CO
MHOM» [17].

yyBCTBOBATb  Cebf
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OnpocHuk HRQOL BkntoyaeT B cebsi 4 OCHOBHble py-
OpuMKK: COCTOsIHME 3[0POBbA M METOAbl OTAbIXa Nocne
OMepaTMBHOrO BMELATENbCTBA, TPYAHOCTU B NoC/neone-
pauMoOHHOM nepuoje, BAWUSHWE OrpaHUYEHUA Ha mno-
BCEHEBHYIO XU3Hb MOCAe Onepaluu, CaMOOLEHKa Ha-
ONI0AAEMbIX U3MEHEHUI BO BHEWHOCTU W OKPYMKEHWUU
nocne onepauuu [17].

[OCTOMHCTBOM BbIle OMNUCAHHBIX WKaN ABAAETCA LWK-
POKMIA 0XBAT COLMANbHbIX AaCMEKTOB XWU3HM NaLUEHTOB,
nepeHecllnx pasNnyHbie ONepaTUBHbIE BMeLWaTeNbCTBa,
KOTOpble KOPeHHbIM 06pa3oM U3MeHUNU Ux 06pa3 Kus-
HUW, O[LHAKO OHW He AT cneunduUecKylo OLEHKY Ka-
YEeCTBa JKM3HW CTOMMUPOBAHHbIX NALMEHTOB. YKa3aHHbIi
(haKT OLHOBPEMEHHO MOXHO PacLeHUBaTb KaK [JOCTOUH-
CTBO aHKeT, MOTOMY 4YTO yHMBepcanbHOCTb Wwkan HRQOL
n AIS no3Bonser Mcnonb3oBaTb MX B MOBCEJHEBHOM
paboTe Bpaya npu MHOrMX 3a60JeBaHUAX, TaK U Hepo-
CTaTOK B CBA3M C HWU3KOW CNEeLMPUYHOCTbIO, HE NO3BO-
NALeN LOCTOBEPHO OLEHNTb 340POBbe NaLMeHTa C Kn-
WeYHON CTOMON.

KapauHanbHoe M3MeHeHMe KayecTBa XWU3HU NaLWUEHTOB
CO CTOMOW sBAsieTcs obuemupoBoii npobnemoii [18].
WccnepoBaHue kKayecTBa XM3HU nauueHToB B bonbHuue
cB. [aBna npu MepuuUMHCKOM Konnepxe TbicAYeneTus
B JpuonuM BbISBUNO CYIIECTBEHHOE BJIMSIHUE CTOMbI
Ha NMOBCE[HEBHYIO XMW3Hb: HapacTalolWwmue NpusHaku ae-
npeccuu/TpeBoru, LUCKOMMOPT B CBA3M C BOCMANUTENb-
HbIMW MpoLeccamy B MapacToMasbHOW 001acTH, Hapy-
leHne repMeTUYHOCTU KasonpUeMHUKOB, HaBA3YMBbIE
3anaxu, HEBO3MOXHOCTb 3aHUMaTbCA JflOOMMON Je-
ATenbHocTblo [18]. B KauecTBe OLEHOYHOTO MHCTPY-
MeHTa Obina npumeHeHa aHketa «City of Hope Quality
of Life — Ostomy Questionnaire (COH-QOL-Ostomy)»
(«AHKeTa KayecTBa XWU3HM NaLMeHToB co cTomoi [opopa
Hapexabl»). 3Ta aHKeTa BktoyaeT B cebs 2 pasfena.
MepBblit pa3gen BKAOYAET 42 BOMPOCA, OXBATbIBALLMX
Aemorpacuyeckne Kputepuu, [MarHo3, NpoBeAeHHOe
neyeHne, 0COBEHHOCTU CTOMbI U Apyrue WHAWBUAYaNb-
Hble XapaKTepUCTUKU: TaKue Kak fueTa, paboTa, obuas
aKTUBHOCTb. Bo BTOpOoM pa3pene npeacraBieHsl 43 Kpu-
Tepus, KOTOpble, B CBOIO 0Yepefb, 00beanHeH bl B 4 Noj-
rpynnel: dusnyeckoe 6narononyyne; NCUXonornyeckoe
Onarononyuue; coumanbHoe U LyX0BHOE Bnarononyyue.
Bonbliee nan meHblLee KOANYECTBO 6ANNOB, NONYYEHHbIX
B pe3ysibTaTe aHKETUPOBAHUSA, XapaKTEPU3YIOT Ka4ecTBO
KU3HM B Kaxkgoi nogrpynne. O6lwas oueHka KayecTBa
KU3HM ocylecTBAsieTcs nyTeM 06paboTKM Bcex nony-
YEHHbIX YNCNIOBbIX 3HaYeHUI B npouecce onpoca [18].

B aHkeTax, KoTopble OOBLIYHO WMCMONb3YIOTCA AAA U3-
yyeHust 06pasa KM3HM CTOMUPOBAHHBIX GONbHBIX, CO-
[epxuTCca 60NblIOe KONMYECTBO KpUTepueB obLLero xa-
paKkTepa, He yYuTbIBAKLWNX 0COBEHHOCTU 3THUYECKON/
pacoBoii MPUHAANEKHOCTU NALMUEHTOB, MO3TOMY KO-
HeYHas OLUeHKa pe3yNbTaTOB MCCiefoBaHUs TpebyeT
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KOppeKuun C y4eToM CBOEOOpasus COLMOKYAbTYPHOIA
XWU3HW B TON WAWN UHOW CTpaHe. Ecinm B OAHMX CTpaHax
OTHOLIEHME K LAHHO KOropTe NaLuWeHTOB TONEPAHTHOE,
TO B IPYrUX CTPaHax, B CBA3W C UHbIM ypOBHEM 06pa3o-
BaHUSA, KyNbTYpbl, 0ObIYAEB U ApP., NALUEHTbI CO CTOMOI
MOTYT CTaNKMBATbCH C HETEPNMMOCTbIO U HEMoHWMa-
HMEM, 1 3TO OyAeT OKa3biBaTb CYLIECTBEHHOE BAUSHUE
Ha MX NOBCEAHEBHYIO XW3Hb. HeobxoguMo yuuTbiBaTH,
YTO OnpefeneHHble 3aTPyLHEHNSA NPU ONPOCe U OLEHKe
KayecTBa M3HM MOXET Bbi3BaTb TabyUpPOBAHHOCTL He-
KOTOPbIX TeM, B YAaCTHOCTU TeM, KacaloWMUXCsH CeKcyasb-
HOW YXWM3HM W BHELWHOCTU B psfe CTPaH, YTO MCKAXKAET
UTOTOBble Pe3yNbTaThl U, KaK CNeACTBUE, CHUKAET 00b-
€KTUBHOCTb OLLEHKM COCTOSAHWS nauueHTa [19].

Takum 06pa3omM, U3-3a WWUPOKOK BAapUATUBHOCTU Ky/b-
TYPHbIX 0COBEHHOCTEN B Pa3NIMYHbIX CTPaHax Co3faHue
VHUBEPCA/IbHbIX MHCTPYMEHTOB AJS OLEHKM KayecTsa
XWU3HW NaLMeHTOB NpPeACTaBAsET onpefeneHHble Tpya-
HOCTM, B CBA3M C 3TUM MMeeTCA He0bXOAMMOCTb B pa3pa-
60oTKe y06HOM 1 NOAHOM WKaNbl, KOTOPYIO MOXHO NIerko
MOANGDULMPOBATL, MPUMEHUB [OMOJHUTENbHbIE KpUTE-
pUK, YYUTbIBAIKOWME ITHUYECKUE, COLMANbHbIE U Kyfb-
TYPHbIE ACNEKTbI XXU3HWU CTOMUPOBAHHbIX MALUEHTOB.
3HaYMTENbHYI0 YacCTb MaLMEHTOB CO CTOMOW COCTaBasA-
0T NMLA, NepeHeclne OMnepaTWBHbIE BMELIATENbCTBA
no NoBoAy KoAopeKTanbHoro paka [20]. Xupypruyeckoe
fleyeHune 3TOro 3a60/eBaHMsA Ha TEKYLINIA MOMEHT ABNS-
eTCA «30/10TbIM CTAHLAPTOMY», JAET XOpolune pe3ybTa-
Thl M WKMPOKO PACMpOCTPAHEHO, HO OpMUpPOBAHUE MO-
XU3HEHHOMN KOIOCTOMbI HaK/1ajblBAET OTNEYATOK Ha BCIO
JanbHenwWwy Xu3Hb nauueHta [20]. B cBA3u ¢ 3tum
60blWON MHTEpeC NpeacTaBaser npobnema ncuxuye-
CKOM U COLMaNbHOW ajanTauuyM NALUEHTOB K HOBbIM
peanusiMm CBOEro CyWeCcTBOBaHUS Nocje nepeHeceHHoro
XUPYPru4YecKoro BMEeLATeNbCTBa U HANOXEHUS KuULey-
HOI CTOMBbI, @ Takx¥e npobaema NOCTPOeHUs NMPOrHo3a
Ha TeYeHMe nocaeonepaLnoHHOro nepuoaa ¢ NnaHupo-
BaHWeM NPodUNAKTUKM HEraTUBHbIX NOCNeACTBUN, BAU-
AOWMX Ha KAYECTBO XKU3HU.

[ns pewenus Takux 3apay Zhang Y. et al., Ha ocHoBa-
HUM OAHHbIX UTepaTypbl U KOHCYNbTaLUA C 3KCnepTa-
MU, COCTaBUN OPUTUHANbHYIO aHKETY OLLeHKW KayecTBa
XWU3HKU nauueHToB co ctomamn — Stoma-Qol-Chinese
(Kutatckas aHKeTa KayecTBa XM3HM NALMEHTOB CO
ctomoit) [20]. AHkeTa BkatouaeT B cebs apa pasgena:
nepBbiii 0XBaTbIBAET 06liMe CTAaTUCTUYECKUE AAHHbIE
(non, Bo3pacT, npodeccus u T.4.), BTOpOil pasgen —
BCE aCMeKTbl, CBA3aHHbIE C Hanuuuem CTOMbl (Bpems,
npolepLuee nocie onepawuuu, TUN CTOMbI, TUM Kanonpu-
€MHWKa, MepPUCTOManbHble OCNOXHEHUs, CNOCOBHOCTL
K CaMOCTOATENIbHOMY yX0Ay 3a CTOMOIA, B3aUMOAENCTBUE
C MEAMLMHCKUM NEepCoHanoM, NONHOTY 3HAHUI U HABbI-
KOB O CBOEM COCTOSHUM, HAapyLLeHNe repMeTUYHOCTH Ka-
JIONPUEMHHMKA 3a nocnefHue 3 mecaua).

CpaBHuTENbHAA XAPAKTEPUCTMKA LWIKAN OLEHKM KQ4ecTBa
XM3HM CTOMUPOBAHHBIX NauueHTos (0630p nuTepatypei)

OcHoBoi pns co3paHus wKanel Stoma-Qol-Chinese
ctanu: Social Support Revalued Scale (SSRS) (Lkana
OLeHKM counanbHon noaaepxkun) u Ostomy Adjustment
Inventory (0AI-23) (OueHka npucnocobneHHocTy
K cTome) [20].

Wkana Social Support Revalued Scale 6bina paspabo-
TaHa B Kutae yyeHbim Shuiyuan Xiao B 1986 rogy. OHa
BK/lOYaeT B cebs 3 pasgena: cyObeKTUBHYIO NOAAEPXK-
KY, 0OBEKTUBHYIO MOLAEPXKKY U OKa3aHWe MoALepIKH
Npu MCNosb30BaHUM cToMbl. OLEeHMBAA KAaYeCTBO XKU3HN
Mo AaHHOW aHKeTe, MOXHO HabpaTb oT 11 fo 60 6annos.
YeMm mMeHble 6annoB HabMpPaeTcs B CyMMe, TEM HUXKE NO-
KasaTe/lb KauyecTBa XM3HK naumeHTa [20].

Anketa Ostomy Adjustment Inventory sBnseTcsa mogu-
tukaumen wkansl Ostomy Self-Adjustment Scale (0SAS)
(Wkana camocTosTenbHOW NMPUCNOCOBAEHHOCTU nauu-
eHTa K ctome). Wkana Ostomy Adjustment Inventory
NpeACTaBNeHa YeTbIpbMA  KATeropusMu, CyMMapHo
C [BAfLATbi0 YTBEPXAEHUAMU: NPUHATUE CBOEro COC-
TosHUA (9 YTBEPXKAEHWIA); MOCTOSHHOE GEecrnoKoiCcTBO
(5 yTBEPXKAEHMWIT); couManbHble B3auMoOOTHoWeHus (4
YTBEPXK[EHMA); HEFATUBHOE OTHOLIEHWE K CBOEMY NOJO-
KeHMIo (2 yTBEpXAeHMA).

B cBoto o4epeasb, B 2011 r. Gao and Yuan, opueHTMpysCh
Ha 0COOEHHOCTU KUTAWCKMUX MALMUEHTOB, MOAUDULMPO-
Banu wkany Stoma-QoL-Chinese. [ins 3Toro aBTOpbI BbI-
MONHUAN PaHXMPOBaHUE KaXAO0ro Bonpoca no obpasuy
Wwkanel JIukepTa, KaXzablii BONPOC BKAOYaN B cebs oLe-
HOYHBbI MHTepBan oT 0 B0 4 (0 — NMONHOCTbIO COrNaceH,
4 — NONHOCTbIO He COornaceH).

Ernest Laia et al., B 2018 r. oueHNBas KayecTBO XW3HN
CTOMMUPOBAHHbIX GONbHbLIX, MPUMEHMAN wWKany Stoma-
QOL [21]. MoTuBMpys npumeHeHMe 3TOi WKanbl Ernest
Laia et al., otmeTunu, yto Takme wkansl kak SQOLS, SCQLI
(Stoma Care Quality of Life Index) u Ostomy Adjustment
Scale (0OAS), HegoCTaTouHO pacnpoCcTpaHeHbl U NpuMe-
HANUCb B ManblX rpynnax nauueHTos, a y wkanbel SCQLI
HU3KKI nokasatenb BanupHocTu. CnepoBaTtenbHo, fO-
CTOBEPHOCTb pe3ysbTaToB, MOJyYyaeMblX C MOMOLbIO
3TUX WKan He Bbicoka [21]. [lononHutenbHo cnepyet
CKa3aTb, 4T0 Npu npumeHeHun Stoma-QOL, B oTanyme ot
APYruX WKan, Npou3BOANUTCA He MEXAHUYECKMIA NOACYHeT
0ansnos, a MMEETC BO3MOXHOCTb, OTBEYAs Ha BOMPOCHI,
paHXupoBaTh NpobaeMy C y4eTOM ee CoLManbHON 3Ha-
4MMOCTU AJs NaLMeHTa co cTomoii [22]. Hanpumep, npo-
Onemam B3aMMOJeNCTBUS NALUEHTOB C YJ€HaMU CEMbU
W Opy3bAMU NpUcBauBaeTcs bonblie 6annos, Yem npo-
6nemam, cBA3aHHbIM C Hey[o6CTBaMM NpU yxo4e 3a CTo-
mon. Mpu Takom nopxone Stoma-QOL no3Bonser Bpauy
BbIENUTL MEepBOCTENEHHbIE MpPOGNEMbl U MOCTPOUTH
TaKTUKY OOGLLEHUA U NedeHns cO06Pa3HO MOJyYeHHbIM
pesynbTaTam.

Wkana Stoma-QOL coctout M3 20 BONPOCOB, OTBETHI
Ha KOTOpble MNpeAcTaBAeHbl YeTbipbMA BapuaHTaMu:
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Ta6nuua 1. CpaBHumeﬂbHaﬂ Xapakmepucmuka cneuud)uqucmu wKan, npumeHAaemblx ons OUEeHKU Ka4ecmsa XU3HU nayueHmos

C Kule4yHbimu cmomamu

Table 1. Comparative characteristics of the specificity of the scales used to assess the quality of life of patients with intestinal

stoma

OueHKa TPYAOBbIX

lWkana .
1 COUUANDBHBIX (DYHKLUN

OcobeHHOCTU
(PYHKUMOHNPOBAHMA CTOMbI

dusnonornyeckue
U3MeHeHus

DuHaHCOBbIE U3LEPIKKU
npu yxope 3a CTOMOM

SQOLS +

+

+ +

AIS

HRQOL

COH-QOL-ostomy

SSRS

+ o+ |+ [+ |+

0AI-23

STOMA-QOL-Chinese

+

STOMA-QOL

SF-36

lMpumeyarue: «+» — Kpumepudi y4meH 8 WKane; «—» — Kpumepuli omcymcmayem 8 wKane

«Bcerpa», «WHorpma», «Pepko», «[oytn HuKOraay.
Bonpocsl hopmupytoTcs B 4 NoArpynmbl, Kaxaas U3 Ko-
TOPbIX OXBaTblBaeT BaXHeiilwmne cchepbl XKU3HM Yenose-
Ka: B3aMMOOTHOLWEHUA C YNeHaMU CEMbU U APY3bAMY;
B3aMMOOTHOLWEHMNA C OKPYXAIOWMMN NIOABMU B LENoM;
COH; CeKcyanbHas aKTUBHOCTb. B xope uccneposaHus
Ernest Laia et al. npuwnu K BbIBOAY, 4TO aHkeTa Stoma-
QOL BecbMa 3hpeKTUBHA B OLLEHKE KAYeCTBa KU3HU Na-
LLMeHTOB co cTomon [21].

Prieto L. et al. npoBenu MaTeMaTMyeCKyl OLEHKY Ha-
AexHocTn  wkansl  Stoma-QOL. HapexHocTb  BHYT-
peHHeln COornacoBaHHOCTM, PpaccyuTaHHasa Kak anbda
KpoHbaxa, coctaBuna 0,92 ¥ nokasana BbICOKYIO Ha-
AEXHOCTb OnpocHMKa. Ko3dduumneHT paHroBoi Koppe-
naumm CnupmeHa no BpeMeHu BBefieHUs Gannos cocta-
Bun > 0,88 (p < 0,01), LOKa3bIBaA BbICOKYIO HAZLEXKHOCTb
MOBTOPHOTO TecTUpoBaHuA. Kanubposka nokasateneil
WKanbl No cTpaHam, paccyutanHas kak ICC, cocrasu-
na 0,81 (0,67-0,91 95% [W) u nogTBEpAMAa KynbTyp-
Hyl0 COMOCTaBMMOCTb MEXAY €BPONeNCKUMU CTPaHaMK,
BKJIIOYEHHbIMU B UccnefoBaHue [23].

[Ins oueHKM KayecTBa KM3HM NALMEHTOB BO3MOXHO
MPUMEHEHWUE LWKaM, He CneundUYHbIX B OTHOLIEHMM
CTOMWPOBAHHbIX MaLMeHTOB. Takue LWKanbl, HECMOTPS
Ha OTcyTCTBME cneuuduyecknx Kputepues, NO3BONA-
toT co3patb obliee npepcTaBiieHne o Gnaarononyynu
W (GYHKUMOHANBHOW aKTUBHOCTM BONBHOFO CO CTOMOI
[23]. Mpumepom Takoit wkanbl sensetcs SF-36, kotopas
Hala NnpuMeHeHMe NpyW OLeHKe KayecTBa XW3HW nauu-
€HTOB C BOCNANUTENbHbIMK 3a60N1€BAHUAMMU KUILEYHMKA
n A3BeHHbIM KonuTom [23]. SF-36 BkitoyaeT B cebs 36
BOMPOCOB, 0ObEANHEHHbIX B 8 TeMaTUYeCKUX pyopuK:
tusnonornyeckne GYHKLMKM, OrpaHUyeHue mnoOBCef-
HEBHOM [eATeNbHOCTU B CBA3W C (DU3MONOTUYECKUMH
HapyleHusMu, 60nb, obliee caMOYyBCTBUE, KU3HECNO-
COGHOCTb, COLMaNbHAsA aKTUBHOCTb, OrpaHWUYeHWe mno-
BCE[LHEBHO 1eATeNIbHOCTW B CBA3M C 3MOLMOHANbHBIMM
HapylWeHUAMY, NCUXMYECKOoe 3[40poBbe. [loayyeHHble

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

B pe3ynbTaTe aHKETUPOBaHUA Gan/ibl NOABEPratoTCs Ma-
TeMaTuyecKoit 06paboTKe, U Ha OCHOBAHMM NONYYEHHbIX
LaHHbIX BbiCTpauMBaeTcs o6Was oueHKka (HU3MYECKOro
U ncuxmnyeckoro 6narononyyms nayuenta [23]. Yarlas A.
M COaBT., W3YYMB CrMeLWaNbHYI NUTEpaTypy, NpuULAN
K 3aKNo4YeHunto, yto wkana SF-36 saBnseTca HageXHoOMN,
LOCTOBEPHOI N LEMOHCTPATUBHOM NPU OLEHKE KayecTBa
KU3HMW NALWNEHTOB C A3BEHHbIM KOJIUTOM.

B Tabnuue 1 npuBefeHa cpaBHUTENbHAsA XapaKTepUCTU-
Ka WKaj, NMpUMeHseMblX ANs OLEHKU KayecTBa XKWU3HW
NaLMeHTOB C KWWEYHbIMU CTOMaMK. V13 npeacTaBneHHoi
TabanLbl BUAHO, YTO Haubonee MofHY MHMbOPMaLMio
0 KayecTBe XW3HU NALMEHTOB C KUILEYHbIMU CTOMaMU
MOXHO nony4nTb, npumeHus wkany SQOLS. 3ta aHkeTta
COLEPKUT CaMblil MONHOLEHHbI 00bEM CreumanbHbIX
KpUTEepUEB, Y4YNTbIBAIOWMX MHOrO0Opa3Hble 0COBEHHO-
CTW XWU3HEAEeATeNbHOCTU CTOMUPOBAHHbIX OOMbHbIX.
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YXM3HU CTOMWUPOBAHHBIX MALMEHTOB B PA3HbIX CTpaHaXx,
MOHO CLieNnaTh 3aK104YeHNe, 4TO HaMBONbLLIYIO HaYYHYI0
M NPaKTUYECKYl0 LIEHHOCTb MpPeAcTaBAsioT chneumduy-
Hble wkansl SQOLS u Stoma-QOL, He yTpaunBaeT cBoe-
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CoBpeMeHHble METOAbI OLLEHKM XM3HECNOCOBHOCTH CTEHKM
kuwku (063op nutepatypsi)

Banuee A.A.", XacaHos P.LL.2, Tanumosa J1.J1.3, Tataynnun U.I.2

'TAY3 «Pecny6nmkaHCKMM KNMHWUYECKMI OHKONOTMYECKMi aucnancep MuMHUCTEpCTBA 3apABOOXPAHEHUS
Pecny6nukm TatapctaH umenn npodeccopa M.3. Curana» (yn. Cubupckuit tpakr, a. 31, r. Kasans, 420029,
Poccus)

?Kasanckas TMA — dpunman PrbOY ANO PMAHMNO Munsppasa Poceun (yn. Bytnepoea, a. 36, r. Kazam,
420012, Poccums)

3PIrBOY BO «KasaHckmit rocyaapcTeeHHbI MeAMLMHCKMI yHuBepcuTeT» Munsgpasa Poceun (yn. Bytneposa,
n. 49, r. Kasans, 420012, Poccus)

LEJIb: ocselyeHue cospemeHHbIx MEMOO08 OUEHKU XKU3HeCcnoCo6HOCMU CMEeHKU KULWKU.
MATEPUAJIbI M METO/bI: nouck Heobxodumol numepamypsl OCyWecmsasacs 8 MOHO2PagUSX, CMambX, XYPHANAx,
CNPABOYHbIX MAMepUanax Ha NOUCKOBbIX CUCMeMax 31eKmpPOoHHbIX 6ubauomeK u calimos.
PE3YJIbTATbI: Hecmompsa Ha pazsumue HAYKU U MeXHUKU HA HACMOAWULU MOMeHm, CaMbIM pacnpocmpaHeHHbIM
MemoOoM OUeHKU XU3HeCnocobHOCMU CMeHKU KUWKU 0cmaemcs BU3yabHbll, Komopsll Bka04Yaem 8 cebs maxue
napamempsl, KaK ysem KUWKU, Nepucmansmuka, nyascayus apmepud.
3AKJIOYEHWE: ucxods u3 nodobparHol numepamypesl, cnedyem 8b1800, Ymo makue memoObl, KaK 2unepcnex-
MpanbHAas BU3YANU3AUUS, MYJbMUMOOGIbHAS KO2EPeHMHAs moMo2pagus ABASIOMCA nepcnekmusHbIiMU, HO O/
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Haubosee U3yyeHHbIM U NpUMeHseMbIM MemoOoM ABNAemcs (yopecyeHmHas aHauo2pagus, no3soaAWaAs oye-
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AIM: to highlight modern methods of assessing the viability of the intestinal wall.
MATERIALS AND METHODS: the search was made using electronic databases. We explored multiple sources, including,
but not limited to, monographs, journal articles, books and websites.
RESULTS: despite recent advances in scientific methods and technologies, currently the visual method remains the
most popular for assessing the viability of the intestinal wall, which includes parameters such as color of the intes-
tinal wall, peristalsis, and arterial pulsation.
CONCLUSION: it would be fair to conclude that such methods as hyperspectral imaging, multimodal coherent tomog-
raphy provide greater flexibility and details on the intestinal viability. However, further research is needed to deter-
mine their value in clinical practice. To the date, the most studied and applied method is fluorescent angiography,
which allows to assess the viability of the intestine for most of its length.
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BBEOEHWE

NHTpaonepaunoHHAs OLEHKA XM3HECnoCcoOHOCTU Ki-
WEeYHNKA ABNAETCA BAXKHbIM BONPOCOM [Ns XWUpPYPra,
OTBET Ha KOTOPbLIii ONpefennT He TONbKO MaH one-
paLuu, HO W JanbHelillee KAYeCcTBO XKMU3HM NauMeHTa.
ToyHOe onpefeneHne rpaHnL, pe3eKkLnmn CHUXKAeT puUck
HECOCTOATENIbHOCTM aHAcTOMO3a M MoMoOraeTt npeaoT-
BPATUTb MOCTPE3EKLMOHHbIE HapylleHns Kenyaou-
HO-KWWWEYHOro TPaKTa, TaKMe KaK CUHAPOM KOPOTKOM
kuwkm [1,2,3].

CambIM pacnpoCcTpaHeHHbIM UHTPAONePaLMOHHbIM METO-
[OM OLEHKMN ABNAETCA BM3yaNbHbliA, KOTOPbIN BKItOYaeT
B cebs Takue mapaMeTpbl, Kak LBeT KUWKM, nepuctans-
TUKa, Nynbcaluus apTepuit. Ho He cTouT 3abbiBaTh, YTO
3a NociefHNe HeCKONbKO AecATUNeTUin Bnedatnswolime
LOCTUXEHWUS B 00/1aCTV KOMMbIOTEPHBIX HAyK U TEXHO-
NIOTWIA BU3yanu3aLuu yBEAWYUIU CUHEPTUI0 MaWUHBI
W Bpaya, B pe3y/ibTaTe Yero TOYHas MeaMuUMHA cTana
4acTblo COBPEMEHHOM KNMHUYECKON npakTuku [4].
NHTpaonepauoHHOe UCMOb30BaHME TEXHONOTUIA BU3Y-
anu3auum, KoTopble MOTYT YAYYLWMUTL 3PEHUE YENOBEKa,
MMeeT OCHOBOMOJIAralLlee 3HayYeHne Os MOBbIWEHUS
TOYHOCTU U TMPeUU3MOHHOCTU Xupyprun. VpeanbHoiit
MeTof, WHTPaonepauMoHHON BM3yanu3auuu [OMKeH
6bITb 6€30NaCHbBIM U YA0BHBIM A5 NONb30BATENS, YTOObI
NNaBHO BNMCHIBATLCA B pabouuit npouecc [5,6].

Ewe B 1992 rogy Horgan P.G. u Gorey T.F. B cBOeii pa-
60Te ycTaHOBMAK TpeGOBaHMA K MAeaNbHOW MeToAuKe
onpefeneHns XKuU3HeCnoco6HOCTM KUWKKU: MeTon AoN-
KEH MOAXOAWTb AN KAXAOW onepauuoHHOW, 3aHUMa-
foWeincs HEeOTNOXKHbIMU COCTOAHUAMU B GPIOWHON no-
nocTu; HeobxoaMmoe o6OpyAOBaHUE HE AOMKHO ObiTh
rpoMO3AKMM MK TpeboBaTb CMELManU3MPOBAHHOTO
nepcoHana; Metof A0/MKeH OblTb TOYHBIM C MUHUMAb-
HbIM KOJIMYECTBOM JIOXHOOTPULATENbHBIX Pe3yNbTaToB
W, YTO HE MeHee BAXHO, 4aBaTb TAKKE MUHUMYM NOX-
HOMONOXUTENbHBIX OLEHOK (OXHOOTPULLATENbHBIN pe-
3yNbTaT OCTABNAET HEXM3HECNOCOOHbIA KUWeYHUK in
situ, Toraa Kak NOXHOMONOXMUTENbHAA OLEHKA JXU3He-
CMOCOBHOCTM KULIEYHUKA NPUBOAUT K PE3EKLMUU NOTeH-
LiManbHO BOCCTAHABIMBAEMOMN KUK, KOTOpas TepseTcs
HaBCerga); MeToAnKa fLOMKHA ObITb 06BEKTUBHOM U GbITH
BOCMPOM3BOAMMON; METOA AOMKEH ObITb IKOHOMUYECKM
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3ddekTuBHbIM [7]. B gaHHoM 0630pe GyAyT OcBeLeHbl
COBPEMEHHbIE METO/bl MHTPaoNepaLMOHHOI OLEHKH.

WUcTopuueckas cnpaBka

OCHOBOMONOXHUKOM B OLEHKE XM3HECnocobHOCTU
knwku sasnsetca BepHep Kepte (1850-1937), KoTopblid
NPeLNOXMUA BU3yasbHbIi MeTof, BKIKYalOWMA B cebs
Takue napameTpbl, Kak LBeT KWWKKW, NepucTanbTuky
W Mynbcauuio CocymoB Opbixeiku. SIBHbIMU Mpu3Ha-
KaMu HeKpo3a fBNAITCA TEMHAs OKpacka W TYCKNOCTb
Cepo3Hoit 0607104KM, LPAGNAA UCTOHYEHHAN CTEHKA, OT-
CYTCTBME NEePUCTANbTUKN KULWKK W MynbcaLun COCyf0B
OpbiKedKku. ITOT NOHATHLIA CYyOBEKTUBM3M MO3BONUA
MHOTUM XMpypram OCTaHaBAMBATLCA Ha Pe3eKLuu NpPoK-
CUManbHOro OTAena KUWKKU AanHoi 40 cm oT natonoru-
YecKoit 30Hbl M 20 CM AMCTanbHOM YacTu KUWKKU. Metop
KepTe BBMAY CBOEM [OCTYMHOCTU WU TEXHUYECKOW npo-
CTOTHI MOMYYUN WKMPOKOE PacnpocTpaHeHue B abpomu-
HaNbHON XMPYPruM N UCNONb3YETCA NO CEN AeHb.

Metop Curana 3.M.

[laHHbII MeTOA 3aKkntoyaeTca B U3MEPEeHUU CUCTONUYe-
ckoro aptepuansHoro fasnenus (CAfl) B uHTpamypab-
HbIX COCYAaX KWULWKMN 1 [ONONHUTENbHO B COCYAAX NOKTE-
BOTO Cruba c fanbHenwnm onpegeneHnem COOTHOLWEHNS
MeXAY 3TUMKU BennyuHamu. lpu BennynHe nokasarens
0,6 1 BbllLE KMLWKY NPU3HAIOT KU3HECNOCOOHOM. [laHHbIi
cnoco6 NpofeMOHCTPUPOBAH Ha MauueHTKe 47 NeT, Ko-
TOpas NocTynuna B KNMHUKY C ANArHo30M: pak BOCX0AA-
wei 060[0YHON KMWKKU. BbinonHeHa NpaBOCTOPOHHASA
reMUKON3KTOMUA. B wWoBHOI nonoce npokcUmanbHOro
KOHUA MHTpamypanbHOe [aBleHWe OKa3anoCb PaBHbIM
25/25 MM pT. CT. NpU CUCTEMHOM JaBneHun 140/80 mm
pT. cT. WHpgekc xwu3HecnocobHocTu kuwku (MIKK)
B WOBHON NuHum coctasun 0,2. LWoBHas nonoca nepe-
HeceHa B MPOKCMMaNbHOM HampaBleHUW, B KOTOPOW
KpOBAIHOE [aBleHne B UHTpaMypanbHOM COCyAe COCTa-
BUIO Yy OpbiKeeyHoro kpas Kuiwkum 120/90 mm pt. CT.
npu cMCTEMHOM AasneHnun 140/80 mm pT. cT. Mpu 3TOM
NXK wosHoit nonockl paseH 0,9.

B woBHoOI nonoce nonepeyHoit 060[0YHON KUK MH-
TpaMypanbHOE [aBNeHMe COCTaBUNO Y OpbIKEeyHOro
Kpas Kuwkn 160/100 MM pT. CT. NpU CUCTEMHOM [aB-
neHnun 140/80 mm pT. cT. B 37001 WwWoBHOM nonoce VKK
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paBeH 1,1. ChopmMmpoBaH MHBArMHALMOHHBIA 3N1EKTPO-
XUPYPrUYECKUil acenTUYeCcKUi nneoTpaHcBep30aHacTo-
Mo03. ocneonepalMoHHbIi Nnepuog npowen 6e3 ocnox-
HeHwnii [8].

dnyopecueHTHasa aHruorpacus

®nyopecueHTHas aHruorpadus (PA) wupoko ucnonb-
3yeTCsA B COBPEMEHHOW KAMHWYeCKo! npakTuke [9-11].
[ina peann3auum faHHOro MeTOAa OLIEHKM MCMONb3yeTCa
nHgounaHuHosbln 3enerblit (ICG), KoTopelil sBnseTcs
Haubonee WWPOKO MCMOAb3YEMbIM (hIYOPECLEHTHbIM
KpacuTenem B Lensix MHTpaonepaLuOHHO BU3yanu3a-
uuu nepdysuu [12]. ICG, BBOAUMBI BHYTPUBEHHO 60-
NIOCHO, CBA3LIBAETCA C GeNKaMu Nia3mbl U He NoKupgaeT
KpoBsHoe pycno. MHdpakpacHas Kamepa onpefenser
MHTEHCUBHOCTb (PIYOPECLEHLMN B PEXMME PeanbHoro
BpeMeHW, KoTopas KoppenaupyeT ¢ nepdy3nen TKaHen.
B 06blYHbIX CMCTEMAX MHTEHCUBHOCTL (hyopecueHLmu
006bl4HO OTOOpaxaeTcs B copmaTe BUAEO B rpajaLu-
AX Ceporo uau B BUAE HaNOXEHUA Ha BUAEO OTTEHKOB
KpacHOro, 3eneHoro u cuHero usetoB. CToUT OTMeTUTb
HekoTopble ocob6eHHOCTU. QYeBMAHO, YTO HU3KAs A03a
ICG npnMBOAMT K HU3KOW MHTEHCMBHOCTU curHana ICG, Ho
B HacTOAWMA MOMEHT HeT YeTKUX UHCTPYKLMIt Mo nop-
60ope 0031poBKU. TaKKe ecTb BPeMeHHas 3afepxKa oT
MOMEHTa BBeJEeHMA 0O LOCTUKEHUA WCCNeAyeMoro op-
raHa, a ICG umeet KOpoOTKWIA nepuof nonyBbiBefeHMUA
(2-4 muH) [13], 4yTO NPUBOAMUT K [OBONLHO ObICTPO-
My CHWXEHWIO WMHTEHCUBHOCTU ero QayopecueHumu.
MorpaHnyHas 30Ha MeXpy WMWEeMU3UPOBAHHBLIM U 3[0-
pOBbIM y4YacTKaMu UCCNEf0BaHUA C TEYEHUEM BPEMEHM
CMellaeTcs B MeHee nepdy3npyemyto 4acTb KMLWEYHMKA.
Mo3ToMy XMpypr AOMKEH ONPeAenUTb TNHUIO Pe3eKLuu,
Korga curHan gnyopecueHuun JoCTUraeT CBOEro Mak-
cumyma. PasnuyHble nccnefoBaHus nokasanu, 4To 3Toro
MOXHO 0XupaTtb npumepHo yepes 30-40 cekyHp nocne
BBefeHus [14-16].

HekoTopble uccnefoBaHus MpoOLEMOHCTPUPOBANU -
thekTBHOCTL DA, HO OHW He ABAANUCH PaHLOMU3UPO-
BaHHbIMK [9,10,17].

B Wranuu 6bin0 NpoBEAEHO MHOrOLEHTPOBOE PaHpo-
MU3MPOBAHHOE KOHTponupyemoe uccnegosaHue (PKN)
C yyactuem 240 nauueHTOB, KOTOPbIM Oblf NanapocKo-
nuyeckn cGOPMMPOBAH KONOPEKTaNbHbIi aHacTOMO3.
B ocHoBHoI1 rpynne 6610 118 YenoBeK, B KOHTPOJbLHOI
rpynne — 122 yenoseka. HecocTtoaTenbHOCTb aHacTo-
Mo3a passunack y 11 (9%) nauMeHTOB KOHTPOJbLHOIA
rpynnbl ny 6 nauueHTos (5%) 0CHOBHOI rpynnbl. TakuMm
06pa3oM, He ObIIO CTATUCTUYECKM 3HAUUMOTO CHUKEHNUSA
4acTOTbl HECOCTOATENbHOCTU aHacTomo3a B rpynne ICG
[18]. K Tem e BbiBOfAM npuwnun npu nposeaeHun PKN
PILLAR IIT ¢ yyactuem 347 nauymueHntoB [19].

Hamu He 6bina HailfieHa MHdopmauum o6 annepruye-
CKMX peakumusx (B T.4. aHaMNAKTUYECKOM LUOKE WM
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aHadMNAKTOMAHOI peakuum) Npu NPUMEHEHUN UHAOLU-
aHWHA 3e1eHOro B KONIOpeKTanbHOW xupypruun. Ho nme-
I0TCS AaHHbIE 0 NOJOOHbIX ClyYasnx NPY €ro NPUMeHeHUN
B Apyrux obnactax [20-22].

KoHeuHo, Busyanusaums ICG He nuweHa HeAOCTAaTKOB:
OHa TpelbyeT MHbeKLMW BHewHero tnyopodopa (kpa-
CuTens), orpaHuyeHa GapMaKOKUHETUKOW npu MoB-
TOPHOM BBE[EHUW, MOXEeT Bbi3blBaTb KpaliHe pepkue
ClydYau annepruyeckux peakuuii, U uHTEpnpeTupyetcs
cyOGbEKTUBHO.

JlasepHas ponnnepoBckasa dnoymetpus (J14d)

C nomoubio JIA® BO3MOXHO BbINONHEHME HEUHBA3UB-
HbIX NIOKaNbHbIX W3MEPEHWi KPOBOTOKA B KULIEYHOW
CTeHKe. BbipaKeHHOCTb MUKPOLMPKYNALUK n3MepsaeTcs
B eAuHuuax nepdysuu, YTo ABNAETCA OTHOCUTENbHBIM
KONMYECTBEHHbIM napameTpoM. [pu HeKpo3e CTeHKH
UWEMU3UPOBAHHOMN KULWIKM MUKPOLMPKYNALMSA, N3MEps-
emas c nomouwbto JIA®, He onpeaensetca. MpumeHeHune
JIN® npu oueHKe XU3HeCNocobHOCTU KULWKK B 06NacTm
KONOPEKTabHbIX AHACTOMO30B MO3BONUIO BbIABUTH
KPUTUYECKOE CHUXKEHUE KPOBOCHAOXKEHUA 30HbI OYAY-
lero aHacToMo3a U, NpuU HeoOXOAUMOCTY, OMPELENUTL
LenecoobpasHOCTL BbINONHEHWUS OLHOMOMEHTHOTO BOC-
CTaHOBNEHUSA HeMpPEepPbIBHOCTW TONCTO KULWKKU B Cly4Yae
3KCTPEHHbIX OMEepPaTUBHbLIX BMELATENbCTB, MO0 BbINOJ-
HUTb KOPPEKLMIO YPOBHA pe3eKLumn npu nNnaHoBbIX one-
pauusx, YTO NPUBENO K CHUXKEHUIO YNCA HECOCTOATEN b-
HocTel go 1% [23].

benses A. 1 coaBT. NpoBenn uccnefoBaHue, B KOTOPoe
ObiI0 BKNOYEHO 29 MALMEHTOB C 3/10KAYECTBEHHBIMU
HOBOOOPa3oBaHUAMU NeBoro (raHka 060404HON KUL-
KW, OCNI0XKHEHHBIMU 06TYPALMOHHO HENPOXOAUMOCTHIO.
Jinwb vy 1 nauneHTa passunach HeCOCTOATENBHOCTb KO-
JIOPeKTaNbHOro aHacToMo3a. ABTOPbI MNpefnonaraioT,
4TO Haubonee BEPOATHON MPUUYUHOWN HECOCTOATENbHO-
CTW ABNAIOTCA TEXHUYECKUE TPYAHOCTU POPMUPOBAHUS
aHacToM03a CLIMBAIOWMM annapaToM, a TaKxKe 0TMeYaloT
addektusHocTs JIAD [24].

XpunyH A. 1 COaBT. NpoaHaNU31pPoOBaNM pe3ynbTaThl Xu-
pypruyeckoro neveHus 109 nayueHToB, pasfeneHHbIX
Ha KOHTPONbHYIO (N = 52) 1 0cHOBHyIO (n =57) rpynnsl,
C OCTpbIM apTepuasnbHbIM HapyleHeM Me3eHTepuasb-
HOro KpoBOOOpaleHus. YyBCTBMTENBHOCTb METOAUKM
JI0® B onpepeneHMn rpaHuL, XU3HECNOCOOHOCTU TOH-
KON u TONCTOM KuwKu coctasuna 91%. lpumeHenune
JI0® no3BoAMNO CHU3WUTL YACTOTY NPOrpeccUpoBaHus
HEKpO03a K1LWeYHMKa B paHHEM NocieonepaLMoHHOM ne-
puoge ¢ 48,6 5o 9,1% (p < 0,001). ABTopbl 3aKnioyaloT,
yto JIA® MOXHO peKoMeHAO0BATb 418 MHTPAaonepaLuoH-
HOI1 OLLEHKM XMU3HECMOCOBHOCTU KUILEYHUKA Y BONbHbIX
C OCTPbIM apTepuasnbHbIM HapylweHWeM Me3eHTepuanb-
HOro KpoBooOpaueHus [11].

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023



OB3OP JIUTEPATYPbI

REVIEW

K npeumywecrsam JIA® oTHOCATCA NPUMEHUMOCTb B UH-
TpaonepawMoHHbIX YCIOBUAX, HEMHBA3UBHOCTb, OTHOCHU-
TeNbHasA NpPoOCToTa U BLICTPOTA M3MEPeHUs napameTpos
MUKpoumpkynauun. K HepocTatkam MeToauMKM cnepyet
OTHECTW BO3MOXHOCTb U3MepEeHUs B He6ObLIKX MO Ana-
MeTpy TOYKax, MPW KOTOPOii HE YYUTLIBAETCS reTeporeH-
HOCTb CTPOEHMSA CETU KanWUANAPOB B KULWEYHON CTEHKE.
KpoMme Toro, napamMeTpbl M3MepeHUs BbIpaXalTcsa B nep-
(hy3MOHHBIX eANHNLAX U ABAAIOTCA OTHOCUTENbHBIMU Be-
AnynHamm [23].

JNIO® nonyyuna orpaHUYeHHOE MpPUMEHEHUE B OLEHKE
KMILEYHOro KPOBOTOKA 13-3a BbICOKOW LieHbl 060pya0Ba-
HUS, TEXHUYECKNX TPYAHOCTEH M OTCYTCTBUA BOCMPOM3-
BoAMMOCTU [14]. Pe3ynbTaThl 4ONNIEPOBCKOrO YibTpa-
3BYKOBOTO WUCCNEe0BaHMSA Pa3nnyaloTcs B 3aBUCUMOCTY
OT HaBbIKOB XMpypra. Take CTOMT OTMETUTb OTCYTCTBUE
B HacToswee Bpema PKN metopuku NNO®.

WHTpaonepauuoHHas nynbCOKCUMETPUA
MHTpaonepalunoHHas nynbCOKCUMETpPUS — 3TO Aelle-
Bblii, NPOCTOi B MCMONb30BaHMUM, ObICTPLIA U NErkopo-
CTYMHbIA MeTOof, OLEHKM MKWU3HEeCmOoCOOHOCTU TKaHeid.
Mepdy3ns M MecTHas okcureHauus TkaHen (StO,), He-
3aBUCUMO OT CUCTEMHOTO HAChILEHUA KUCAOPOAOM, AB-
nsTcA YyHAAMEHTaNbHbLIMW AeTepMUHAHTAMU COCTOS-
TEeNbHOCTW aHacTOMO3a.

Salusjarvi u coasT. B nepuog ¢ 2005 no 2011 rr. npo-
BelEHO MPOCMEKTUBHOE WUCCAefOBaHWe, HanpaBieHHoe
Ha oLeHKy 3 (EeKTUBHOCTU NHTPAONEPaLMUOHHOW nyNb-
COKCUMETPUM ANA NMPOTrHO3UPOBAHUSA COCTOATENbHOCTU
aHacTOMO30B B KOJIOPEKTaNbHOW XUPYPrum. 3HayeHus
aHanu3MpoBanu OTHOCWUTENbHO NocAeonepaLuoHHbIX
ocnoxHeHuih. C noMowbio NOrMCTUYECKOTO perpeccu-
OHHOrO aHanM3a pPUCK HeCOCTOATENbHOCTM aHAacTOMO3a
Obin B 4,2 pa3a Bbilwe npu 3HayeHusx St0, < 90%. Iu
HabnofeHNs NO3BONUAM CAENaTb BLIBOA, YTO HU3KME
MHTpaonepaLunoHHble 3HavyeHns St0, B ToncTon Kuwke
MMET NPAMYI0 KOPPENALMI C BO3HUKHOBEHUEM HeCo-
CTOATENbHOCTU MEXKULEYHbIX aHAaCTOMO30B. HecmoTps
Ha CBOM HEOCTATKW, 3TOT METOZ, N0-BUAMMOMY, NOJe3eH
L1158 OLEHKM >W3HecnocoOGHOCTM aHACTOMO3UPYeMbiX
YYaCTKOB Kuwkm [25].

MpoBofunOCh MCCNELOBaHUE, B KOTOPOM pa3paboTany
M yCNewHo uCnbiTanu GecnpoBOAHON MyNbCOKCUMETP
(WiPOX), cnocoGHblii 06HapyXWBaTb MHTPaoNEepaLMoH-
HYIO TUMOKCUIO TKaHel B 3HAOCKOMUYECKOW XMPYpruu.
WiPOX npogeMoHcTppoBan TOYHOCTb B npegenax 3%
MO CPaBHEHWIO C KOMMEPYeCKM JOCTYNHbIMU NYbCOKCH-
meTpamu [26].

BecnpoBoaHOM NyNbCOKCUMETP MOXHO paccmaTpu-
BaTb KaK BO3MOXHbI HOBbIA MeTof, CNOCOGHbIA no-
MOYb B MHTPAONepaLMoOHHOW OLEHKE XWU3Hecnocob-
HOCTM KuweyHuKa. Ero npeumywecrsamu spnsioTcs
JOCTYMHOCTb, HU3Kas CTOMMOCTb, MPOCTOTA W BbICOKAA

ConeMeHHble MeToAabl OUEHKH )KM3HeC|'|OCO6HOCTl4
cTeHKM kMWK (0630p nuTepatype)

CKOpOCTb M3MepeHuit. B npocnekTusHoe uccneposa-
Hue Omar S.E. 1 coaBst. Obinu BKNOYEHbI 40 NaLMeHToB,
Y KOTOpbIX OblNa BEPOATHOI OCTpas UWEMUS KULWEYHN-
ka. *Xn3Hecnoco6GHOCTb KMwWweYHMKA y nepBbix 10 na-
LMEHTOB TaKXe OLEHWBANM C NomoLiblo (GyopecueHT-
HOrO Kpacutens B [OMNOJNHEHWEe K My/lbCOKCUMETPUMU.
Y ocTanbHbix 30 NayMeHTOB XNU3HECNOCOOHOCTbL KULeY-
HWKa OLEeHWBaNacb TONbKO C MOMOLbIO MYAbCOKCUME-
Tpa. Y Tpex nauneHTOB BO3HWKIN OCNOXHEHUA: B ABYX
CNy4asx — HECOCTOATENbHOCTb aHAaCTOMO3a U B OLHOM
cflyyae — KpaeBOW HEKpo3 KonocToMmbl. CpepHue 3Ha-
YeHUsa NoKa3aHWN NyNbCOKCUMETPUMN B HEOCNOXHEHHOW
rpynne (37 cnyyaes) coctaBuaun 95,65 1 96,32% B Npok-
CUMaNbHOM U AWUCTANIbHOM CErMeHTaX, COOTBETCTBEHHO,
TOrfa Kak B OCNOXHeHHO rpynne (3 cnyyas) cpegHue
3HadeHus coctasunu 89 1 87% B NPOKCUMANbHOM U inUC-
TaNbHOM CermMeHTax, COOTBETCTBEHHO. ABTOPbI CYUTAIOT,
4TO ANA cocToATeNnbHOCTH aHactomo3a Sp0, fonxHa co-
cTaBnaTh 6onee 90% Kak B NPOKCMMaNnbHOM, TaK U B ANC-
TaNbHOM CermeHTax Kuwku [27].

JlasepHas cnekn-KkoHTpacTHas Busyanusauusa (JICKB)
JlasepHas cnekn-koHTpacTHas Bu3yanusauus (JICKB)
ABNAETCA NEepCrneKTUBHLIM MeTOLOM MHTpaonepauu-
OHHOIl OLEHKW BHYTPUOPIOWHOW MUKPOLMPKYAALUY
npu oCTpoii Me3eHTepuanbHoit nwemun (OMU) [28,29].
OpHako Jo cUX MOP OHA MCMOAb30Banacb TONbKO AN
naeHTudKauum obnacteit MWeMUU NP PEKOHCTPYKLMUY
xenypka [30,31] v Bo BpeMs KONOpeKTanbHON XUpypruu
[32].

JICKB — 370 6eckpacoy4Hblit, 6ECKOHTAKTHbIN W HEMHBA-
3UBHbIN MeTO[, KOTOPbIN UCMONb3YeT Na3epHblit CBET 41
0OHapyKEHNs JBUXEHUS IPUTPOLMUTOB B peXKUME pe-
anbHoro BpemeHu [33]. JlazepHoe cnekn-KOHTpacTHOe
“306paxeHne OCHOBAHO Ha CJyvaiiHoil MHTeptepeH-
LMOHHOW KapTWHe, BO3HMKAIOWEN NpU paccesHUn Ko-
repeHTHOro CBETAa M3 C/lyyaiiHoW cpefbl, KOTOpas 3aTeMm
oToOpaXkaeTcs Ha feTekTope Kamepbl. B 3aBucumoctu
OT MporpamMmMHOro obecneyeHus n3obpaxeHue obnactu
MWeMUM 0TOOPAXKAETCA UHBIM LIBETOM UJIN OTTEHKOM.
JICKB npumeHseTcs npu OTKPbITbIX BMeLATENbCTBAX,
a Takxe paspaboTaHa W yCMewHo WUCMbITaHa Ccrneuu-
afbHas Nnanapockonuyeckas cUCTemMa, oObeguHsoLasn
JICKB c nanapockonom [29,34,35].

3Ty TexHonorMio B IKCMEPUMEHTAX WCMOb30BaNM
npu U3MepeHun neptysnn opraHoB OpPIOLIHOM NoNOCTH
CBUHeIA: )enyfKa, NeyeHu, TOHKOM Kuwku [32] v nuwe-
Boga [36]. Heeman W. et al. npoBenn aByxueHTpoBoe
“ccnefoBaHMe C y4acTueM AecATU NaLUEHTOB, NepeHec-
LWKUX Pe3EKLMI0 TONCTON KULIKM, U MPULLAMN K BBIBOAY, YTO
JICKB cnocobHa upeHTUhULMPOBAT ULWEMU3UPOBAH-
Hble Y4aCTKM TONCTON KULWKM B CTAaHAAPTHO 1anapocko-
MUYeCKOW YCTAHOBKE C U3MEPEHHbIM CHUXEHUEM KPOBO-
TOKa 10 10% no cpaBHEHMIO C UCXOLHbIM YPOBHEM [29].
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Kojima S. et al. npoaHanusmpoBanu 27 neBOCTOPOHHUX
FeMUKONIKTOMMUIA, NPU KOTOPbIX NMPUMEHANAch WMHTpa-
onepayMoHHas oueHka nepdy3um ¢ nomouwbio JICKB,
W CPaBHW/IM C KOHTPONbHOI Fpynnoit. Huy ogHoro nauu-
eHTa, npoxogsuero oueHky nepdysuu JICKB, He pa3su-
nacb HECOCTOATENbHOCTb aHACTOMO33, HO Y NATH (18,5%)
nalMeHTOB KOHTPONLHOW rpynnbl oHa npousowna [37].
Takum o6pasom, ucnonbsoBaHue JICKB MoxeT CHU3NTL
4aCTOTy HECOCTOATENbHOCTM aHAaCTOMO30B, HO ANA LWK-
POKOrO BHeApeHUs B KIMHUYECKYIO NMPaKTUKY HeobXo-
LVMbl [OMOJIHUTENbHbIE MAaclTabHble MCCNEA0BAHNS.

TeMmHONOJIbHAsA MUKPOCKONMA

TemMHOMONbHAA MUKPOCKOMUSA AEMOHCTPUPYET NOTEHLM-
an B 06HapyXeHUN N3MEHEHMIA Nepdy3nm B KULIEYHUKE,
W BKMloYaeT B cebsi 6OKOBYIO TEMHOMOJbLHYIO MUKPOCKO-
nuto (SDF) [38-40], Bu3yanu3aumio nafalolwero TeMHo-
ro nons (IDF) [41,42]. Mpu Bu3yanuszauuu SDF ocsewye-
Hue 06ecneynBaeTCcs NyTeM OKPYXEHUs LieHTPaNbHOro
CBETOBOAA KOHLEHTPUYECKM PACMONOXKEHHBIMU CBETO-
n3nyyawowmumMu auofamu, 4tobsl obecneuntb 6okoBoe
ocselleHne TemHoro nons. A npu IDF wucnonb3yetcs
epi-ocBelLeHNe, TO eCTb UCTOYHUK CBETA pacrnonaraercs
C TO¥i XK€ CTOPOHBI, 4TO U 06BEKTUB MUKpOCKona. B xone
MUKPOCKOMUM  ONPEReNsoTCa  MUKPOLMPKYNATOPHbIE
napameTpsl, Takue Kak MHAEKC MUKPOCOCYANCTOrO Kpo-
BOTOKa, 400 nepdy3npyeMbIX COCYA0B, NNOTHOCTb Nep-
(y31pyeMbIX COCYAOB, 06LLYI0 NIOTHOCTb COCYAOB.

SDF u IDF npepcTtaBnstoT co60it HeMHBAa3UBHbIE MUKPO-
CKONWUU A5 KONWMYeCTBEHHOI BU3yanu3auumu nepdysuu.
SDF feMOHCTpupyeT noTeHuMan B oueHKe nepdysuun
Kenyfo4yHoro 3oHaa [40] u ToncToi kuwkm [38,39], uTo
No3BOAAET AOCTUYL CHUXEHMA YACTOTbl HECOCTOATENb-
HOCTM aHacToMo3a.

Uz Z. et al. B 2018 roay nposogunu IDF 6ptowu-
Hbl C LEeNbl0 ONpefeneHns eé€ aHrnoapXUTEKTOHUKW.
BbiicHUNOCh, Y4TO OHa XapaKTepuU3yeTcA YeTblpexyrofb-
HOI CeTblo NPOAONLHO OPUEHTUPOBAHHBIX KanuaNsApoB,
4aCTO OKPYIKEHHBIX XUPOBLIMU KneTkamu. CTOUT oTme-
TWTb, YTO AAHHbBIA METOJ UCCNef0BAHUA MUKPOLMPKYNSA-
LM BO3MOXEH TOJIbKO NPU 1aNapoTOMMUK, 4TO OFpaHnyu-
BaeT BO3MOXHOCTU ero npumeHenus [41]. JanbHeiliwee
nccnefoBaHue B JaHHOW 061acTV NO3BOMUT NPUMEHSATD
LaHHbIi METOA M AAs OLLEHKM XM3HECNOCOOHOCTU CTEH-
KW KULLKK.

De Bruin A.F. et al. npoBenu nuccnegosaHue, rage 10 na-
LMeHTaM 6bina BbIMOJHEHA TaNapoCKONMYeckas pe3ek-
LMSA CUTMOBUAHOM KWUWKKU. MUKpoLMpPKyAALMIO n3meps-
JIN Ha NepeceyeHHON KUILKe 1 Ha 20 CM NpoKcuMManbHee
3TOi TOYKU. BbisiBNEeHbl 3HaYUTENbHO Gonee HU3KME na-
pameTpbl CEPO3HOI MUKPOLMPKYAALMM B NEPECEYEHHOI
KULWLKe N0 CpaBHeHWIO ¢ HepacceuyeHHoW. CnocobHOCTL
Busyanusauum SDF oGHapykuBaTb TOHKME pa3nnyus
LaeT Hagexay Ha Oygmyuwue uccnefoBaHus MOPOroBbIX
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3HAYEHWI MUKPOLMPKYNALMK, BeyILMUX K HEXU3HECNO-
CoBHOCTM KuwweyHuKa [39].

Xu T. et al. npoBenn npocnekTMBHOE NUNOTHOE MCChe-
[OBaHWe, B KOTOpPOM oueHuBanu 3cddektuBHocTs SDF
ANs KONMYECTBEHHON OLLEHKM MUKPOLMPKYAALUM B 06-
NacTM aHacToMo3a UM aHanu3a Koppenauuu C ero He-
COCTOATENbHOCTbIO. BkntoyeHo 33 nauueHTa C pakom
NpAMOM KULWKW, KOTOPbIM NPOBEfiEHa pe3eKuus npsmoin
KUWKK. MUKPOLMPKYNALMIO U3MEPSANN B HUCXOAALLEN
00004HOI KULIKE, TMHUM NepeceyeHns Bpbixeiku Ton-
croit kuwku (BTK) n Ha 1 cm n 2 cm auctansHee BTK.
HecocTtosTenbHocTb aHacTomMo3a npousowna y 3 (9,1%)
NaLWeHTOB, Y KOTOPbIX MUKPOLMPKYNALUA KULIEYHbIX
CTEHOK B 06/1aCTV aHACTOMO3a bbla 3HAUUTENBHO HUXKE,
YeM y nauueHToB 6e3 HecocTosTenbHOCTH (BCce P < 0,01)
[43].

HepocTtaTkom SDF siBnsetcs Heo6XoAMMOCTb NPSMOro
KOHTaKTa c ManbiM nonem o63opa [44].

I'vnepcnekTpanbHas Busyanusauusa (FCB)

ICB — 3T0 OTHOCWTENbHO HOBAs MeTOfMKa ANA OLeH-
KM uwemun KuweyHuka. Bo spemsa FCB renepupytotcs
1306paXeHMs B UCKYCCTBEHHbIX LiBETAX, KOTOPbIE Npef-
CTaBAAIOT pa3NNyHble NapaMeTpbl OKCUreHauun TKaHe
[45]. Mehdorn M. et al. npogemoHcTpupoBanu, yTo
FCB cnocoGHa HafieXHO pa3nuyaTb TKaHeBylo nepoy-
3uto npu OMU 1, cnegosatenbHo, MOXeT GbITb Mosie3Ha
npu pesekunm [46].

FCB ocyuwectenserca cnegyowmm obpasom. 06bekT
0CBELAEeTCA LMPOKOMONAOCHBIM UCTOYHUKOM CBeTa.
KoadduuneHTsl oTpaxeHUs W3MepAlTCA AATYMKOM
“300paxeHnss B PasNMyYHbIX AWana3oHax 3dNeKTpoMmar-
HUTHOTO CMEKTPa, B OCHOBHOM, B BUAMMOM W GAMKHEM
MHppaKpacHelx ananasoHax ot 400 go 1000 Hm. B 3a-
BMCMMOCTW OT COCTaBa TKaHW CBET MO-pa3HOMYy B3au-
MOJENCTBYET CO CBOMMMW KOMMOHEHTaMM, BKNOYasA Npo-
LLeCChl NOrNOLEHNs, PacCeaHUA UK OTpaXeHUs. Takum
00pa3om, 0Ha N03BOJIAET paccynTaTh HU3NONOTUYECKUE
napameTpbl, Hanpumep, coctTosHne nepdysnu, Lis KOTo-
pbIX MUCNONB3YIOTCA XapaKTEPUCTUKM NOTNOLLEHUA OKCU-
reHUPOBAHHOIO U LEOKCUTEHMPOBAHHOTO reMornobuHa.
ICB He TpebyeT 3k30reHHoro tnyopothopa, KOTOPbIii
W3MEHAET ONTUYECKMe CBOICTBA 06BEKTA, YTO ABAAETCA
HECOMHEHHbIM NPenUMYLLEeCTBOM.

B konopektansHoit xupypruu I'CB nossonuna susyanu-
3npoBaTb Nepcy3unio KPOBYM NO KpasMm pe3eKLnmn fis Co3-
AaHnA xopolwo nepdy3npyembix aHacTomo30B [15,47].
Jansen-Winkeln B. et al. npoaHanusuposanu 115 cnyya-
€B pe3eKLMU TONCTON KULWKK, NPU KOTOPBIX TPaHMLLbl pe-
3ekumu onpegenanu ¢ nomouwbio [CB. JInHusa pesekuuy,
OCHOBAHHasA WCKAIOYMTENBHO Ha KIMHUYECKOW OLEeHKe,
Oblna NpaBuAbHO NMPOBEAEHA TOJILKO Y NONOBUHbI NALK-
eHTOoB (55,2%). Y 8 nauneHTOB BbiiBEHa HECOCTOATE b~
HOCTb @HaCcTOMO03a, OfHAaKO HachbllWeHWe KUCIOPOAOM
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(St0,) B 3TOM rpynne cTaTUCTUYECKM 3HAYMMO He OT-
AnYanock OT rpynnsl 63 HecocToATenbHOCTU. ABTOPSI
NpuUWAn K BbiBOAY, 4To MCB no3BONAET KOANYECTBEHHO
OLeHUTb Nepty3unto CTEHKU KULWKKW, HO ANA onpefeneHus
LeHHOCTM [LAHHOTO METOAA NI CHUXEHWA 4acToThl OC-
JIOXKHEHUI HYXHbI AanbHellwne bonee KpynHble paHgo-
MU3WUPOBAHHbIE UCCNefoBaHUA [48].

Wagner T. et al. c nomowpto I'CB cpaBHuBanu nepcysuto
Npu py4YHOM U annapaTHOM aHacTomo3e. HacbllweHue
kucnopopom (St0,), a Takxke uHpekc nepdysumn (NIR)
nccnegyemoit obnactn (0,5 cM ¢ 06enx CTOPOH OT LEeH-
Tpa WBa WU IMHAU CKPEMOK) GblAM 3HAUUTENBHO BbIlLE
Npu annapaTHbIX aHaCTOMO3aX N0 CPABHEHUIO C PYYHbI-
MU NOLB3[0LHO-N0AB3A0WHbIMK coycTbaMu (St0, 0,79
(0,74-0,81) — npotus 0,66 (0,62-0,70); p < 0,001 NIR
0,83 (0,70-0,86) — npoTus 0,70 (0,63-0,76), p = 0,01).
B obeux rpynnax He 6bI10 HU HECOCTOATENLHOCTU aHa-
CTOMO33, HU aBLOMUHANbHBLIX CENTUYECKUX OCIOKHE-
HWiA, HU neTanbHOro ucxoaa [49]. Takum obpasom, MCB
MOET WUCMONb30BaTbCA HE TONBKO AN OLEHKN UCXOA-
HOM KM3HECNOCOOHOCTH KUIWKK, HO U ANs €€ OLEeHKM no-
cne hOpPMUPOBAHMA aHACTOMO3a, YTO MpU AanbHENWnxX
NCCNefoBaHUAX NOMOXET ONpefennTb Hauly4ylue me-
TOAMKM HANOXEHUA aHACTOMO30B.

Crout otmetuTs npeumyiiectsa ICB nepep ®A. B otnu-
yne o7 I'CB, DA He no3BoONAET U3y4NTb TOHKUE Pa3NUYNS
MeXay CLMTHLIMU BPYYHYIO U CTENepHbIMW aHacToMO3a-
mu. Kpome Toro, @A HeceT puCK afiepruyeckux peakumil
UMM APYrUX ONACHBIX NOBOYHBIX 3 HEKTOB U3-3a CBOEI
WHBA3WUBHOCTU. [lpyrum BaKHbIM aCeKTOM ABAAETCA TO,
yto ®A [aeT NoAYKONMYECTBEHHYIO OLEHKY U B BoMblueil
CTeneHu 3aBUCUT OT UHAMBUAYANbHON OLEHKN XMPYpra,
B OT/IMYME OT YETKMUX KOJMYECTBEHHbIX U 0OBEKTUBHbIX
napameTpos, npeacrasneHHbix [CB.

OnTuuyeckas KorepeHTHas Tomorpacua (OKT)
OnTuyeckas korepeHTHas Tomorpadus (OKT) aHruo-
rpacdus npenctaBnseT coboit MynbTUMOAANbHYIO TeX-
HOMOTMI0O OAHOBPEMEHHOW BM3yann3aLuu CTPYKTYpSI
W MUKPOLMPKYNALMM UCCNENYEMOTO OpraHa U Haubonee
3t deKkTuBHO npumeHseTcs B odTtansmMonorum [50].
OnbIT 3KCNEepUMEHTaNbHOTO U KAMHWUYECKOro NpUMeHe-
Hus OKT B racTpoaHTEpONOrMM CBUAETENLCTBYET O BO3-
MOXHOCTM 0e3MeTOYHOI BM3yanu3auuu paccioeHus
CTEHKM KMLWKK C paspelleHnemM 25 MKM U MeHee Ha ry-
6uHy 00 2 Mm [50-52].

CywectByeT pononHeHHbln BapuaHt OKT — mynbTumo-
panbHas OKT (MM OKT), koTopas no3sonser ogHoBpe-
MEHHO OLeHNBATb CTPYKTYPY U MUKPOLMPKYAALMIO C Bbl-
COKMM paspelleHueMm, YTO MMeeT peluaioliee 3HayeHue
LN8 KAMHWULMCTOB NPU ONpefeseHnu rpaHuL, pesekumum
Kuweynuka npu OMWU. WHTpaonepaunonHas MM OKT,
BbINONHAEMAs TPAHCCEPO3HbIM AOCTYNOM, ABNAETCA NO-
TEHUMaNbHbIM ANArHOCTUYECKUM WHCTPYMEHTOM A

ConeMeHHble MeToAabl OUEHKH )KM3HeC|'|OCO6HOCTl4
cTeHKM kMWK (0630p nuTepatype)

OOBbEKTUBHOM OLEHKM COCTOSHUA CIOEB CTEHKU KMU-
WeYyHMKa BMeCTe C JIOKann30BaHHLIMU B HUX COCYAaMM.
N306paxenns MM OKT HenweMmnyecKko, nieMnyeckon,
KU3HECNOCOBHOI N HEKPOTUYECKON TOHKOM KWWK 3Ha-
YUTENbHO PA3NNYAIOTCA MO 0OLEMY HAKOMMEHUA 3KC-
TpaBa3aibHOM XUAKOCTU, CTPYKTYPE MbllEYHbIX NYYKOB
B NPOAONILHOM MbILWEYHOM CNO€, TUNY U MJOTHOCTU CO-
CYANCTON CUCTEMBI.

MM OKT pokasana cBoto 3(pdeKTUBHOCTb B MCCNeno-
BaHuax Mopeneit OMW Ha naGopaTOpHbIX MKMBOTHbIX
[53,54]. Kiseleva E. u coaBT. B cBOEM MCCNEAOBAHUM
nponemMoHcTpupoBanu 3deKTUBHOCTL U NepCcrneKTUB-
HOCTb TpaHccepo3Hoit MM OKT B uHTpaonepauMoHHOM
ANArHOCTUKE MUKPOCTPYKTYPbl W MUKPOLMUPKYNALUM
CTEHKM TOHKOW KUWKK y 6onbHbIx OMU. B nccnegosanue
6bino BrAtoyeHo 18 nauyueHtoB: 9 — ¢ OMWU (ocHos-
Has rpynna) u 9 — ¢ ageHoKaLMHOMOM TOACTON KULWKN
(koHTposibHas rpynna). MM OKT-u3obpaxeHus Heuwe-
MU3WPOBAHHOM, KW3HECNOCOOHON MIEMU3NPOBAHHOI
1 HEKPOTM3MPOBAHHOW TOHKOM KUIIKK [LOCTOBEPHO pas-
NNYaNUCb MO PACCNOEHUI0 Pa3NNYMMbIX CNOEB, Bblpa-
EHHOCTU MEXMbIWEYHbIX CKOMIEHUA XUAKOCTH, TUNY
W NNOTHOCTU COCyAMCTON cetu [55].

Takum o6pasom, npeumyuiecteamu MM OKT sBnstoTcs:
MeHblUas 3aTpaTa BpeMeHW Ha MpoBefeHue npoleay-
pbl, OTCYTCTBME KOHTPACTHOTO BelecTBa, BbiABNEHUE
KPOBOTOKA OJHOBPEMEHHO C MUKPOCTPYKTYPOI TKaHM.
HecmoTps Ha npeumyilecTsa, MeTof cbopa gaHHbIx MM
OCT TpebyeT 3HaYMTENLHOTO COBEPLIEHCTBOBAHUA C Lie-
Nbl0 YMEHbIUEHMA KONMYecTBa apTeakToB [BUXKeHUA
Ha NOJIy4aeMbIX CHUMKaAX.

3AKIMIOYEHME

Kapblit METO OLEHKM }KM3HECNOCOBHOCTU CTEHKM KLU~
KW MMeeT CBOM Mpeumyliectsa U HegocTatku. 06Wmm
HeAOoCTAaTKOM AfIf BCEX METOAO0B ABAAETCA Majnas pac-
NPOCTPAHEHHOCTb B KAMHUYECKON NPaKTUKE BBUAY Bbl-
COKOIi CTOMMOCTU 060pPY[OBAHUA U OTCYTCTBUS MOATO-
TOBNIEHHbIX CMeLManucToB. Takxe He BCe MeTofbl HOCAT
NPUKNAAHONM XapaKTep, a HEKOTOpble HYXAAKTCA B A0-
NOAHUTENbHBIX UCCNeAoBaHUAX. [unepcnekTpanbHas
BM3yann3auma BbIFOAHO OT/IMYAETCA OT OCTaNlbHbIX Me-
TO[OB, TaK KaK He npejycMaTpuBaeT BBEAEHWE KOHT-
pacTHOro BeLWeCcTBa, OLEHMBAET CTEHKY KULWeEYHUKA
Ha 6onbluyto ray6uHy. MHTpaonepaloHHAs NybCOKCU-
METpUA TOXE BbI3bIBAET MHTEpeC CMeuuanucToB CBOEK
MPOCTOTON U HU3KOW CTOMMOCTbIO. [lepCneKTUBHbIM Me-
TOAOM SABASETCA MYAbTUMOLANbHAA ONTUYECKas Kore-
peHTHas Tomorpadus, Tak Kak OLEeHUBAET CTEHKY KULLKK
¥ MUKpOLMpKynaTopHoe pycno. OpgHako nepeyncneHHble
BbilUe METOAbI TPeOYIOT PaHLOMU3UPOBAHHBIX UCCNELO-
BaHMii AN OLEHKW MX peasnbHoi ueHHocTu. Haubonee
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M3YYEHHbIM U LIMPOKO NPUMEHAEMbIM METOAOM ABNAETCS
cdnyopecueHTHas aHruorpacdma. OHa no3sonseTr oue-
HUTb JXM3HECMOCOOHOCTb KUWKM HA GOAbLIOM NPOTA-
XeHun. Ho cnepyet yuuthiBaTh apMakoKMHETUYECKME
0COBEHHOCTU M BO3MOXHbIE anepruyeckue peakLuu.
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Open or closed sphincterotomy for treatment of the chronic
anal fissure? (systematic review and meta-analysis)

Nikolai A. Goloktionov', Aleksey A. Ponomarenko', Karina |. Sagidova’,
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INTRODUCTION: up to the present time, both open and closed lateral internal sphincterotomy (LIS) are considered
by surgeons as fully comparable methods for eliminating the spasm of the internal sphincter in patients with chronic
anal fissure. However, each method has a number of advantages and disadvantages.

AIM: determination of an effective and safe method of lateral subcutaneous sphincterotomy.

MATERIALS AND METHODS: a systematic overview and meta-analysis of studies, which compare the results
of treatment after an open and closed lateral sphincterotomy was performed. The following has been
evaluated: the incidence of fissure epithelialization, the postoperative morbidity, the recurrence rate, the
incidence of anal incontinence (AI). Statistical processing has been carried out in the Review Manager
5.3 program.

RESULTS: the meta-analysis included 9 studies with the results of treatment of 452 patients after an
open lateral sphincterotomy and 443 after a closed one. The groups were comparable in frequency of
epithelialization of fissures (OR = 0.87; (I = 0.30; 2.53; p = 0.8), in terms of the number of postop-
erative complications (OR = 0.52; (I = 0.15; 1.76; p = 0.29), as well as the number of relapses of the
disease (OR = 0.5; (I =0.19; 1.31; p = 0.16). At the same time, the implementation of an open lateral
sphincterotomy leads to the development of AI 2.05 times more often than the closed method (OR = 2.05;
(I=1.01; 4.16; p = 0.05).

CONCLUSION: during the treatment of the chronic anal fissure, in order to eliminate the spasm of the internal sphinc-
ter, it is advisable to use a closed method, in which the chance of AL is 2.05 times lower.

KEYWORDS: chronic anal fissure, CAF, spasm of the internal sphincter, lateral subcutaneous sphincterotomy, LIS
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INTRODUCTION

considered that various options for performing
this manipulation are comparable to each other

It is generally recognized that the main role in
the pathogenesis of chronic anal fissure (CAF) is
played by the internal sphincter spasm; therefore,
its elimination is fully justified in the treatment of
this disease [1,2]. Among various methods of both
medical and surgical relaxation of the internal
sphincter, lateral internal sphincterotomy (LIS) is
considered the most effective [3-7], which is why
this technique was chosen as a control in the vast
majority of studies [8-16]. At the same time, it is

OTKpbITas MM 3AKPLITAS METOAMKA CHUHKTEPOTOMMM
NpU NeYEHNM XPOHUYECKOM QHANBHOM TPELUMHbIZ
(cncTemaTnyeckuit 0630p nuTEPATYPBI M METAAHANNS)

according to the above criteria [17]. However,
there is an opinion that in comparison with open
lateral sphincterotomy, the closed technique al-
lows achieving a more significant reduction in the
intensity of pain syndrome, reducing the time of
hospitalization and the risk of developing anal
sphincter incontinence [18-22].
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AIM OF THE STUDY

Assessment of the effective and safe method of
lateral sphincterotomy.

MATERIALS AND METHODS

The systematic review and meta-analysis were
performed in accordance with the international
guidelines of the preferred reporting items for
systematic reviews and meta-analyses checklist
(PRISMA) [23]. The search for publications was
carried out in the electronic databases of medi-
cal literature Medline and was completed in
September 2021. The following keywords were

used in the search query: ‘anal fissure’, ‘fissure

in ano’, ‘sphincterotomy” and ‘lateral internal

sphincterotomy’. The search for publications

was not limited by the date of publication of

articles; language restrictions were also not

applied. The publications included in the meta-

analysis were selected according to the follow-

ing criteria:

® Full-text articles (randomized studies only);

e Studies comparing open and closed lateral
sphincterotomy in the treatment of chronic
anal fissure.

Considered indicators:

1. Theincidence of fissure epithelization.

2. The number of postoperative complications.

Publications found in
the Medline database

Other sources

N=45

N=3729

L/

Removal of duplicates,

v

screening based on
inclusion/exclusion
criteria

N=104

Excluded

N=3765

v

\ 4

Full-text research

N=74

Studies included in the
analysis

N=9

Meta-analyses

Articles on other
methods of treatment

There are no
comparison groups

N=§;

N=52

N=13

PucyHok 1. [Juazpamma noucka ucmo4HuUKo8 aumepamypsi
Figure 1. Flow-chart for searching literature sources
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Table 1. Characteristics of studies comparing the use of open and closed lateral subcutaneous sphincterotomy in the treatment of

chronic anal fissure

Observa- N of pa- Healing of Complica- Postoper- Recurrenc-
Author Year | Country |tion period | Method orp postoperative mp ativeASI*,
tients tions, N es, N
(months) wounds, N N

Akata etal. | 2010 Iraq 6 Open 50 no data 7 14 4

Closed 50 no data 5 10 4
Arroyo etal. | 2004 | Spain 24 Open 40 37 2 2 3

Closed 40 36 2 1 4
Boulos etal. | 1984 | Great 1 Open 14 14 2 2 no data

Britain

Closed 14 14 9 3 no data
Ghayas et al. | 2015 | Pakistan 0,16 Open 47 no data no data 10 no data

Closed 47 no data no data 2 no data
Guptaetal. | 2013 | India 12 Open 68 68 no data 0 0

Closed 68 68 no data 0 0
Kortbeek 1992 | Canada 15 Open 54 51 4 no data no data
etal.

Closed 58 56 5 H/L no data

no data

Wiley etal. | 2004 | Australia 13 Open 40 38 3 10 no data

Closed 36 35 1 2 no data
Sanniyasi 2016 | India 6 Open 34 no data 8 n 2
etal.

Closed 30 no data 0 3 3
Sanabani 2014 | Egypt 6 Open 105 no data 1 5 2
etal.

Closed 100 no data n 7 6

3. The incidence of anal incontinence in the
postoperative period.

4. The number of the disease recurrences.

For all the presented dichotomous indicators,
the odds ratio (OR) was calculated with a coin-
cidence interval (CI) of 95%.

Statistical heterogeneity among the studies was
assessed using the y? test. Heterogeneity was
considered statistically significant at p < 0.1
and I2 > 50%.

OTKpbITas MM 3AKPLITAS METOAMKA CHUHKTEPOTOMMM
NPM NeYeHUM XPOHUYECKOM AHANBHOM TPeLMHBIZ
(eucTemaTueckmit 0630p nUTEPATYPbI M METAAHANMS)

Statistical analysis of the data when comparing
the above methods was carried out using the
Review Manager 5.3 program.

Search results:

3729 publications were found in the PubMed
search engine in the Medline database when
compiling a query containing the above key-
words. During the subsequent screening of
the literature, 104 articles were selected. In
the future, the following ones were excluded:

Open or closed sphincterotomy for treatment of the chronic
anal fissure? (systematic review and meta-analysis)
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literature reviews and meta-analyses — 8 ar-
ticles; studies without a compare is on group —
13 publications; studies on other methods of
anal fissure treatment — 52 articles. Thus, the
analysis includes 9 publications that meet the
inclusion criteria, all of which are prospective
randomized (Fig. 1) [18,19,24-30]. The results
of treatment of 452 patients after open lateral
sphincterotomy and 443 after closed were ana-
lyzed. In studies assessed in accordance with
the Cochrane risk of bias check list [31], the low
risk of rejection of results in more than 75% of
publications is determined only by the research
reporting criterion. The criteria of the random-
ization method, the blinding of performers and
researchers, the distribution of patients into
groups and the completeness of the description
of treatment results have a low risk of deviation
(less than 50%) (Fig. 2).

The characteristics of the studies included in the
work are given in Table 1.

RESULTS

Meta-analysis of the incidence of fissure
epithelization

Information about the healing of lesions was dem-
onstratedin 5 studies; the groups were comparable

to each other in the incidence of fissure epitheli-
zation (OR = 0.87; CI = 0.30; 2.53; p = 0.8). When
analyzing the homogeneity of studies, their het-
erogeneity is noted I? = 0%, p = 0.74 (Fig. 3).
Meta-analysis of the development of postop-
erative complications

In 7 presented studies, no statistically significant
differences were found in the incidence of postop-
erative complications after treatment of chronic
anal fissure using open and closed LIS techniques
(OR = 0.64; CI = 0.23; 1.8; p = 0.4). When assess-
ing the homogeneity of the groups in the publica-
tions, it was revealed that there were significant
biases I? = 54%, p = 0.04 (Fig. 4).

Meta-analysis of the development of postop-
erative anal sphincter incontinence

In 8 studies, when analyzing data on the incidence
of development of postoperative ASI, it was found
that performing an open lateral sphincterotomy
increases the chance of developing ASI by 2.05
times compared to the closed method (OR = 2.05;
CI = 1.01; 4.16; p = 0.05). There is no statisti-
cally significant heterogeneity among the studies
I2 = 39%, p = 0.13 (Fig. 5).

Meta-analysis of the incidence of disease
recurrences

In the 5 presented studies, there were no statis-
tically significant differences in the incidence of
the disease recurrences after treatment of chronic

o
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Figure 2. Assessing the risk of bias in studies according to the Cochrane risk of bias checklist
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Open LIS Closed LIS Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Arroyo et al. ar a0 36 0 4B T% 1,37 [0,29, §,56] i
Eoulas et al. 14 14 14 14 Mot estimahle
Gupta et al. Aa Aa [aLs] ot Mot estimahle
Kortheek et al. 51 54 56 58 342% 061010, 3,79] L
Wiiley et al. KL an 35 3B 1H1% 054 0,04, §,25]
Total (95% CI) 216 216 100,0% 0,87 [0,30, 2,53] e
Total events 208 208
?etnta;ogenemrl:l T?ru :.?_?Pg;zoahlpz—uﬁﬁezn' df=2(P=074)F=0% T o e 0
Bstfor overall effect 2= 0,26 (P = 0,80 OpenLIS Closed LIS
Figure 3. The incidence of epithelization of fissures in the treatment of CAF using open and closed LIS technique
Open LIS Closed LIS Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
A kataa T an ] ag0 20,2% 1.47[0,43, 4497] e —
Arroyo et al. 2 a0 2 0 136% 1000013, 7.47]
Eoulos et al. 2 14 ] 14 148% 00910001, 0,549
kKortbeek et al. 4 a4 a a8 1849% 08451[0,22, 3,34] e
Sanabani et al. 1 108 11100 13,3% 008001, 06 ——
Sannivasi et al. 1 34 a a0 75% 273011, 6960
Wiiley et al. 3 40 1 3/ N TH 2,84 0,28, 28 59]
Total (95% CI) 337 328 100,0% 0,64 [0,23, 1,80] -*-
Total events 20 33
?ehta:_ugenem,rl:l T?ru :gflgu;gshlpzjuzfua df=6(F=0,04) F=54% 'IZI.D1 Df1 1'D 1DD'
estfor overall efiect 2= 0,85 (F = 0,40) OpenLIS Closed LIS
Figure 4. The incidence of postoperative complications in the treatment of CAF using open and closed LIS technique
Open LIS Closed LIS Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
A katag 14 a0 10 a0 232% 1,56 0,61, 3,93] T
Arrann et al. 2 40 1 40 69% 2,081[0,18, 23,58
Boulos et al. 2 14 3 14 9,7% 061 [0,09, 4,37] —
Ghayas 10 47 2 47 13,2% 6,08 1,25, 29,40] I —
Gupta et al. 1] Aa 0 ot Mot estimahle
Sanabani et al. 5 104 7100 136% 066 [0,20, 217] 7
Sannivasi et al. 11 34 3 30 155% 4,30[1,07,17,33] I —
Wiiley et al. 10 an 2 3B 13,0% a,67[1,14,27,94] e
Total (95% CI) 398 385 100,0% 2,05[1,01, 4,16] el
Total events a4 28
?ehta;ugenem,rl:l T?fu ;gf:;;ghlpz_gdi'nﬁs, df=6(P=0,13); F=39% 'D.D1 0!1 1'D 1DD'
estior overall efiect 2=1,39 (P = 0,05) OpenLIS Closed LIS
Figure 5. The incidence of postoperative anal incontinence in the treatment of CAF using open and closed LIS technique
Open LIS Closed LIS Odds Ratio Odds Ratio
Study or Subgroup  Events Total BEvents Total Weight M-H, Random, 95% Cl M-H, Random, 95% Cl
A kataa 4 an 4 a0 30,8% 1000024, 4,24] ——
Arrann et al. 3 40 4 40 26,2% 073015 3,49 I E—
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Sanabani et al. 2 1048 g 100 244% 0,30 [0,06, 1,54] - &
Sanniyasi et al. 2 34 3 30 186% 056 [0,09 3,62] . E—
Total (95% CI) 297 288 100,0% 0,62 [0,28, 1,38] -
Total events " 17
Heterageneity: Tau®= 0,00, Chi*=121, df= 3(F =074, F=0% T 0 1 o0

Testfor overall effect: Z=1,17 (F=0,24)

Open LIS Closed LIS

Figure 6. The incidence of recurrences in the treatment of CAF using open and closed LIS technique

OTKpbITas MM 3AKPLITAS METOAMKA CHUHKTEPOTOMMM
NPy NeYEHNM XPOHUYECKOM AHANBHOM TPELLMHBIZ
(eucTemaTueckmit 0630p nUTEPATYPbI M METAAHANMS)
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anal fissure using open and closed lateral subcuta-
neous sphincterotomy (OR = 0.62; CI = 0.28; 1.38;
p = 0.24). The studies are homogeneous I? = 0%,
p =0.75 (Fig. 6).

DISCUSSION

Since its introduction into clinical practice in
the late 1960s of the last century, lateral sub-
cutaneous sphincterotomy has proven to be an
effective method of treating chronic anal fis-
sure [4,10-16,33,34]. Until now, it was believed
that the open method proposed by Parks [34]
in 1967 and the closed one proposed by Notars
[35] in 1969 were comparable both in terms of
treatment results and the incidence of post-
operative complications. This point of view is
confirmed by the data of a meta-analysis con-
ducted by Nelson [17], which shows that both
methods are comparable in the incidence of
fissure epithelization and the development of
anal incontinence. However, the author did not
analyze the incidence of complications and the
disease recurrences. In addition, a large num-
ber of non-randomized studies included in the
meta-analysis cast doubt on the conclusions
made about the comparability of both methods.
Despite this, both techniques are equally often
used in the treatment of chronic anal fissure
as the ‘gold standard’ [4,8-11], and the choice
between them is due only to the preference of
the surgeon. However, it is quite obvious that
each of the methods has both its advantages
and disadvantages. The advantage of the closed
technique is the ease and simplicity of execu-
tion, while lateral open sphincterotomy allows
dissection of the internal anal sphincter under
visual control. This makes it logical to assume
that the open method should be more effective
and be accompanied by fewer postoperative
complications. However, according to a number
of authors, the incidence of ASI in the postoper-
ative period is lower in patients who underwent
lateral subcutaneous closed sphincterotomy
[20-22]. Having conducted a large retrospec-
tive study, which included 521 patients who
underwent lateral open sphincterotomy and
343 patients who underwent lateral closed

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

sphincterotomy, Garcia-Aguilar [22], showed
that the use of the closed technique can re-
duce the incidence of anal incontinence in the
postoperative period. According to Gupta [18]
and Kortbeek [19], the advantages of the closed
technique also include a lower intensity of pain
syndrome in the postoperative period, and as a
consequence, a reduction in the length of stay
of patients in hospital.

As a result of our work, it was found that both
methods are really comparable in terms of the
incidence of fissure epithelialization, compli-
cations, the disease recurrences. However, per-
forming lateral open sphincterotomy increases
the chance of developing ASI in the postopera-
tive period by 2.05 times (p = 0.05).

Despite the results obtained, a significant
disadvantage of lateral closed subcutaneous
sphincterotomy remains the lack of visual con-
trol, which makes it necessary to further search
for methods to eliminate this drawback when
performing manipulation.

CONCLUSION

Both methods of lateral subcutaneous sphinc-
terotomy are comparable to each other in terms
of the incidence of the lesion epithelialization
in the anal canal, complications and the dis-
ease recurrences. However, the use of closed
technique is accompanied by a lower probabil-
ity of developing postoperative anal sphincter
incontinence.
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BBEOEHWE

PMK coxpaHseT nuaupytolwme no3uuum B CTPyKType 3a-
60/1€Bae€MOCTM U CMEPTHOCTU OT 3/I0KAYECTBEHHbIX HO-
BOOOPA30BaHMii B GONbLWIMHCTBE PAa3BUTbIX CTPaH MUpa.
B Poccuu 3a 2020 rog PMK no uncny BHOBb BbIABAEHHbIX
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cnyyaes 3aHan natoe (5,6%) u wectoe (4,8%) mecta
CPEeLM MYXCKOTO U XXEHCKOTO HaceNeHus, COOTBETCTBEH-
Ho [1]. Y GonbHbx PMK co cTapueit 3abonesanus T,
W Bbllle PafMKaNbHOE XUPYpPruyecKoe BMEWATENbCTBO
paccmaTpuBaeTcs B KayecTBe 06LEeNnpUHATOro cTaH[ap-
Ta [2]. OpHaKo B nocnefHNe HECKOJIbKO NIET 0TMeYaeTcs
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3HAYUTENbHBI POCT MHTEpeca K BO3MOXHOCTU COXpa-
HEHWS NPAMOM KUWKN He TONbKO NPpU PaHHMX NOKanu-
30BaHHbIX, HO M HEKOTOPBIX MECTHO-PACMpPOCTPAHEHHbIX
topmax 3aboneBanus. Ecnm npu oyeHb panHem PMK (T,-
T,) Takoe BHUMaHWe 0OYyCNOBNEHO Pa3BUTUEM TEXHONO-
T TpaHCaHanbHOM MUHWMANbHO MHBA3WBHOW XWUpPYp-
MU, TO yCnexu neveHuns 6osbliero no obvemy npouecca
BO MHOTOM CBsi3aHbl C j00aBfeHUeM K nede6HOMY npo-
TOKoNy NydeBoii Tepanuu [3]. NpeacTaBieHus o ToM, 410
xumnonyyesoe neverune PIK B page cnyyaes npusogut
K MOMHOMY KIUHMYECKOMY W maToMopdonornyeckomy
OTBETY NMO3BOMUIN 3aJ0XKUTb NPEANoCchKM hopmyu-
pOBaHMA KOHLENUUM opraHocoxpaHsiowero (Heonepa-
TusHoro) nevenus (HOJ) PMK, nonyumswero BTopoe
Ha3BaHue — ctpaterun «Watch-and-Wait» [4].
CywectByeT ABa noaxona nosblweHns 3thheKTUBHOCTYU
nyyesoit Tepanuu PMK: obwenpuHaToe KoMOGUHMPO-
BaHME C pPAAMOCEHCMOUNM3MPYIOLLEN XMMUOTepanu-
el n yBenuyeHue NoJBOLUMOIA K OMyXONU CYyMMapHOIiA
ouvarosoit fo3bl (COM). Haubonee npuenexkatenbHbiM
cnoco6oM peanusauuy LONOJHUTENLHOTO JIOKANbHOTO
006/yyeHus, ABNSETCA WUCMNONb30BaHWe Gpaxutepanuu.
PasnuyaloT [Ba OCHOBHbLIX BapuaHTa OpaxuTepanuu
PMK: koHTaKTHas peHTreHoBCcKas 6paxutepanus (KPBT)
W 3IHOOMOMWUHANBHAA BbICOKOMOILHOCTHAsA OpaxuTe-
panus (3BBT) [5,6]. Bo3MOXHO npuMeHeHUe BHYTpUT-
KaHeBol ny4yeBoit Tepanun PTK MCTOYHWMKOM BLICOKOW
MOLLHOCTM [03bl NOCPELCTBOM NapapeKTanbHOro BBeje-
HUA urn-uHTpactatoB [7]. OgHAKO TaKoW Noaxod UMeeT
Lenblit psf TEXHUYECKUX OFPaHUYeHU, 1 B HacTosLee
BPEMs WHTEPCTULMANbHAs GpaxuTepanus npuMeHseTcs,
B OCHOBHOM, NpM Jly4eBOM NedeHnn 06pa3oBaHuii Hau-
6onee [LOCTYNHOrO 0TAENa NPAMON KMUWKN — aHaNbHOTO
kaHana [8].

HakonneH 6onbwoi 3apybexHblii ONbIT NpUMEHeHus
Opaxutepanuu PMNK B pexxume MOHOTepanuu, COYeTaHUM
C AMCTaHUMOHHON nydyeBoi Tepanueit (OJIT) u kombu-
HauuWM C pafMoCeHCUMOUNU3UpYIOLLE XUMUOTEpANUeil,
Ha4YMHasf OT HeO0aAbIOBAHTHOrO JIEYEHMA W 3aKaHYMBas
cnacuTenbHbIM 06/1y4eHNeM MECTHBIX PeLMAMBOB Nocne
xupypruyeckux Bmewatenbcts [9,10]. Bo3spactatowas
coBpemeHHas poab HOJT PMK, nponucaHHas B akTyanb-
HbIX KJIMHUYECKMUX peKoMeHpaumusx MuHsgpasa Poccuu
(2022), a Takxe pe3ynbTaThl pAfA HeAaBHUX PaHAOMMU-
3MPOBAHHbIX UCCNEefOBAHUN, LEMOHCTPUPYIOLWMUX BbICO-
kne (80-90%) ypOBHU JOCTUXKEHUS MOJSHOTO KAUHMYe-
ckoro oteta (MKO) nocne ny4yeBoro/xMmMmMony4eBoro
JIeYeHUs C BKIOYEHWEM B NleuebHbI NPOTOKON Hpaxu-
Tepanuu, 3aCTaBsoT 06paTUTL NPUCTANbHOE BHUMaHWE
Ha 3Ty BeCbMa NepcneKkTUBHY MeToauky [2,11,12].

WUcTopusa 6paxutepanuu paka npsaMoi KULLKK
TepMuH «bpaxutepanus» NpousoLen oT ApeBHerpeye-
cKoro cnosa Bpoayvg («KOpoTKUi»), NofYepKuBaioLiee

Bpaxutepanus paka npsmMoit KMLWIKK: CPABHUTENBHAS
xapakTepucTika meToauk (063op nutepartypsi)

CYILHOCTb METOAA — MUHKUManbHOe PaccTofHUE MEeXAy
MCTOYHUKOM W3NYYEHUA W MOPAXKEHHON OMyXONeBbIM
npoLeccom TKaHblo. 3T0 onpefeneHve B 1931 r. Been
dpaHuy3ckuit paguonor Forsstell G., u B nepBoHavansb-
HOM BapuaHTe OH 3By4an, kak «brachiradiumy, Tak Kak
oTKpbIThiii B 1898 1. Kiopu 1. u Cknapgosckoi-Kiopu M.
papuii (**Ra) B TOT UCTOPUYECKMIA nepuof Bbin OCHOB-
HbiM TepaneBTuyeckum areHtom [13]. «Knaccuyeckas»
OpaxuTepanus noppasymMeBaeT BBELEHUE WCTOYHMKA
WOHM3MPYIOWero nsnyyenus (pafgMoHyKAWAa) pasnuny-
HOM MmolwHocTu po3bl (*2Ir, 251, ¥¥7Cs, *°Co, ?*°Ra, '*Pd,
1%8Au, °Sr, 1%Ru) Henocpef[CTBEHHO B MOPAXeHHbIe TKa-
HU (MHTEpPCTULMANbHAA) UK obecneyeHne ero 61M3Koro
KOHTaKTa C MOBEPXHOCTbIO ONyXonu (KOHTaKTHas, BHY-
TPUNPOCBETHASA, BHYTPUMONOCTHASA, annaMKaLMOHHAs).
C a7oit Touku 3peHus KPBT 3aHumaeT ocoboe nonoxe-
HUe, TaK KaK paf1alnoHHOe BO3AeNCTBME OCYLLEeCTBA-
eTcA He Gnarofaps ramma-usfyyeHuto, BO3HUKaloLWeMy
BCNeACTBME CaMONPOM3BOIbHOrO pacnajaa 13oTona, a 3a
CYET reHepaLun peHTreHOBCKMX ayyeii. Mo ceoum du-
3W4eCKMM XapakTepucTukam (BenuynHa 3Hepruu, rpa-
AVEHT najeHns [03bl, paccTosiHne oT dokyca fo 06Ay-
YaeMoil MOBEPXHOCTM) 3TOT BapUAHT JIy4EBOTO leYeHUs
MONHOCTbIO COOTBETCTBYET KPUTEPUAM 6AN3KODOKYCHOI
peHTreHoTepanuu, LWUPOKO WCMONb3yeMoi npu Auc-
TaHLWOHHOM BO3JENCTBUM Ha HOBOOOPA30BaHUS KOXM.
YcTaHOBKA MUHMATIOPHOW PEHTTEHOBCKOW TpyOKM B no-
NOCTb NPAMON KULWKM NpW nomoLLm TyGyca-annamkaTopa
NO3BONSET JOCTUTHYTb Tpebyemoro (3—4 cM) hoKyCHo-
NOBEPXHOCTHOro pacctosHua (®MNP), penas metopu-
Ky CXOXeW C BHYTPUMONIOCTHOM KOHTAKTHOWN /y4eBOii
Tepanuen.

WcTopus Gpaxutepanestudeckoro nedenus PMK Hauu-
Haetcs ¢ 1930-x rogos B [epmaHuu. locne nopaxeHus
B [lepBOit MUPOBOI BOMHE HA HEMELKYIO MPOMbILIEH-
HOCTb 6blIM HAaNOXeHbI OrpaHUYEHUs, KOTOpble He no-
3BOJIANN UCNONb30BaTh 22°Ra B NneyebHbIX Uensx. Ons
pelweHus npobnembl paguoTepanuu HEKOTOPbIX BUAOB
onyxoneii dupmoii Siemens B 1932 rogy 6bin paspa-
00TaH nepBbI annapaTt AN KOHTAKTHOrO MojBefeHus
PEHTreHOBCKOro u3ny4yeHus (MMKOBOE HanpsxeHue —
60 kVp, ®MP — 4-5 cm) (Puc. 1a) [14]. C ero nomowbto
CTano BO3MOXHbLIM JIeYUTb HOBOOOPA3OBAHUS KOXKM,
nonocTW pTa U NPOBOAMTbL BHYTPUMONOCTHOE BO3fAei-
cTBME Ha 06/1acTb Welkn matku. NMepsbie nonbiTku KPBT
PMK ocywecTteneHsl npu nomowu annapata Siemens
BO (paHuy3ckom MoHnenbe [15]. B 1945 roay Hupep-
naHpckoi pupmoii Philips co3paHo ycoBeplueHCTBOBaAH-
Hoe obopypoBaHue ans KPBT, nonyyuBiuee HasBaHue
Philips RT 50™ (Puc. 16) [16]. OHo umeno uenblit pag
TEXHUYECKMUX MPEUMYLLECTB, BaXKHeWWnUM U3 KOTOPbIX
Oblna cMCTeMa BO3LYIIHOTO OXNAXAEHUs aHOAA, YTO Mo-
3B0IUNO 06eCcneynTb BbICOKUI YPOBEHb MOLHOCTM [103bl
(20 T'p/muH.) v Bnepsble nopsectn 30 p mMeHee yem
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3a Tpu MuHyTHl. Kak u B cnyyae ¢ annapatom Siemens
OCHOBHbIMU IOKANN3ALUAMU OIS TEYEHWUS NPU NOMOLLM
RT 50™ Gbinn nerko fOCTYMHbIE ONYXO0W KOXHbIX MOKPO-
BOB, BEK W KOHDBIOHKTMBBI. B 1946 rogy Lamarque P.L.
onucan nepBblii ONbIT TPAHCAHANBHOTO UCNOb30BAHUS
HOBOrO PEHTreHOBCKOro annapatay 6oabHbix PMK [17].
KPBT PIK Hepa3pblBHO CBf3aHa C MMeHeM dpaHLy3-
ckoro npoceccopa Jean Papillon (JleoH) (1914-1993).
HauaB 1Cnonb3oBaTh PEHTTEHOTEPANUI B JIEYEHUM
6oNbHbIX C HayanbHbiMK cTagusmu PMK B 1960 rogy, oH
nepebiM chOpMyAUPOBAN OCHOBHbIE MPUHLMMbLI 3TOr0
MeTOAa, a TaKKe [0Ka3an ero BbICOKyo 3P deKTUBHOCTL
n 6e3onacHocTb [18]. PaboTbl MccnepoBaTens cbirpany
OrpOMHYI0 posib B MONYAApU3aLUN U BHELPEHUN B py-
TuHHyto npaktuky KPBT, koTopas, B 6narofapHocCTb
3a ero BKNag, nojyyuna B AuTepaType BTOPOE Ha3Ba-
Hue — «Papillon-treatment» (Papillon-brachytherapy)
[16]. Kpome Toro, HaumHas ¢ 2009 roga o6opyaoBaHue
ans KPBT, npoussogumoe B BenukoGpuTaHum, Takxke
HocuT ero ums (Papillon 50, Papillon + ) (Puc. 18, ).
Pone KPBT B neyenun PMK meHAnacb Ha npoTsxeHuUm
neT. YCN0BHO MOXHO BbILENUTb TPU UCTOPUYECKUX Me-
pUOAA KNMHWYECKOTO NCMONb30BaHMA 3TON TEXHONOTUN:
no 1985 ropa, 1985-2009 rop, ¢ 2009 ropga no HacTosA-
lee Bpems.

MepBbiit 3Tan (¢ 1930-x rofoB) BKAOYaeT B cebs paspa-
60TKy 060pYAOBaHMSA, ONMCAHUE METOLUKU PEHTIEHOB-
ckoi bT, ee cTaHpapTU3aLmMio M HaKONIEHME NepPBUYHO-
ro onbITa.

Mpekpawexune dupmoit Philips nponssoscTea oTHOCHK-
TenbHo Hegoporux cuctem Philips RT 50™ B 1985 rogy
B CBAA3M C MEPEHOCOM CBOWX WHTEpPeCcOB B 06MacTb pas-
pabOTKM NMHENHBIX YCKOpUTENEi 3NEKTPOHOB, KOTOpbIe
CTaHOBATCA CTAaHAAPTOM 060pyA0BaHUA Js pagnoTepa-
MUK, 03HaMeHyeT Havyano 15-neTHero nepuoaa oTkasa ot

—

KPBT. B 310 Bpems nuwwb efuHUYHbIE LeHTPbl PpaHuuu,
BenukobputaHum n CLIA, umetowee cooteeTCTBYIOWME
o6opyaoBaHue, NPOAOJKAIT OCYWECTBAATb KOHTAKT-
HOEe peHTreHoBcKoe nedeHue GonbHbix PMK. AkTuBHOE
BHefpeHue ¢ cepeinHbl 80-x rofOB NPOLNOro CTONETUA
B K/IMHUYECKYI0 MPaKTUKY MUHUMANbHO WHBA3UBHbIX
TpaHCaHaNbHbIX XUPYPruyecKnx METOA0B NIeYEHNUS paH-
Hux hopm PIIK sBnseTcsa BTOpOi NPUYMHON CyLieCTBEH-
HOro cHueHus uHtepeca Kk KPBT.

B 2004 rogy Ariane Company (Benuko6putaHus) npo-
W3BOAWT YCOBEpLIEHCTBOBAHHbLIA BapuaHT Philips RT
50™ — Papillon 50™ (Puc. 18). MoTpe6oBanock 5 net
ANS NepBUYHOI anpobaluun W NoNyyeHUs paspelleHus
Ha KIIMHMYeCKOe UCMOMb30BaHWe 3TOI CUCTEMBI, Ha4yaB-
weecs 15 okts6ps 2009 rofia B OHKONOTMYECKOM LieHTpE
Knattepbpumxa (Benukobputanus). OcHOBHble du3m-
yeckue napameTpsl TepanesBTuyeckoro nyyka Philips RT
50™ 1 Papillon 50™ cxoxu. OTAMYKUTENbHOW XapaKTepu-
CTUKOW COBPEMEHHOr0 annaparta ABNAeTCA UCNoNb30Ba-
HUue Gonee 3P dEKTUBHONM CUCTEMBI OXNAKAEHUS HA OC-
HOBE MUWHEpasbHOro Macfa M BU3YaNbHOrO KOHTPONS
NONOXeHMsA annanMKaTopa Ha NpPOTAXEHUN BCEro ceaHca
006/1y4Y€eHus, NOBLIWAILLETO TOYHOCTb NOLBEAEHNSA [O3bI.
IT0 cobbITME OMPERENUNo Hayano «3NOXW peHeccaHca
KPBT» [15]. MOMMMO YNCTO TEXHONOTMYECKUX MPUYUH,
Bo3BpalleHuto nHTepeca k KPBT cnocobcTBoBanu nony-
YeHHble laHHble 0 BbICOKOW ee 3(h(heKTUBHOCTU B COYe-
TaHuu ¢ IJIT y 6ONbHBIX C NO3AHUMU NIOKANN30BAHHBIMY
M MECTHO-PacnpoCTpaHéHHbIMM hopMamMu 3aboneBaHus,
4TO NO3BOMMNO CYWECTBEHHO PaCWMPUTL NOKa3aHWUs
K MCNONb30BaHUI0 KOHTAKTHOTO 06yyeHus [19]. B 2021
rogy Ariane Company BeinycTuna nociefHee 06HOB-
nexune cuctemsl KPBT — Papillon+, B kKoTopoii npepyc-
MOTPEHbl AOMONHUTENbHbIE BO3MOXHOCTW MpOBeLEeHMUs
MHTpaonepaLuoHHON Ny4eBOi Tepanumn paka MONOYHON

PucyHok 1. 3sosoyus o6opydosanus 0na KPET PIIK: A. nepseiii annapam 014 KOHmaxkmHol peHmeeHosckol mepanuu (60

kVp) cupmsi Siemens (1930-e 22.) (Fepmarus); b. cucmema PhilipsRT 50 ¢upmsi Philips (Hudepnarosi) (1945 2.); B. annapam
Papillon 50 (Benukobpumanus) (2009 2.); I'. nocnedHee nokoneHue (2021 2.) cucmemsi Papillon+ (Benukobpumanrus).

Figure 1. Evolution of equipment for the RCa XRBT: A. the first device for contact X-ray therapy (60 kV) from Siemens (1930s) (Ger-
many); b. Philips RT 50 system from Philips (Netherlands) (1945); B. Papillon 50 (UK) (2009); I. the latest generation (2021)

of the Papillon+ system (UK).
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xenesbl (Puc. 1r). Momumo Papillon+ k kAnHMYecKkomy
NPUMEHEHWIO pa3pelleH Lenbiii paj KOMMNAKTHbIX MO-
OUNbHBLIX annapaToB ApYrux NPOW3BOAUTENeN ANs no-
BEPXHOCTHOTO (paK KOXM), MHTpaonepauuoHHoro (pak
MOJIOYHOI Kenesbl, 06pa3oBaHWs TONOBHOrO MO3ra
“ NO3BOHOYHMKA) M NOJOCTHOTO (pak Braranuwa) obny-
YeHUs, 06bEANHEHHOTO OBWMM HAa3BAHUEM K3NEKTPOH-
Has GpaxuTtepanus» [20].

MopBogs utor kKpatkomy 3Kckypcy B uctoputo KPBT, xo-
yeTcs 06paTUTb BHUMAHWE Ha TO, YTO LieHTpabHas 4acTb
papuoTepaneBTuyeckux annapatos Papillon — peHTre-
HOBCKas Tpybka npou3Bogsatcs B r. CaHkT-leTepbypr
(AO «CBetnaHa-peHTreH»). 3T0 BCenseT onpefeneHHyio
HafleXXAy Ha MNepcrneKkTWBbI CO3[4AHUA OTEYECTBEHHbIX
cuctem ans KPBT, kak PMK, Tak u obpa3oBaHuit fpyrux
NoKanu3auui.

B pa3BuTMM BTOpOro BMAa BHYTPUMONOCTHOrO 06/yYe-
Hus PMK — 3BBT, MOXHO BbIAEAUTb ABA BaXHbIX CO-
ObITUA: CO3[aHMe aBTOMATU3MPOBAHHOW CUCTEMbI Xpa-
HEHUA M nojayu pPajMoaKTUBHOIO UCTOYHMKA (remote
afterloading system) B 1962 ropy amepuKaHCKUM WH-
xeHepom Walstam R., n paspabotka dupmoit Nucletron
(Hvpepnangsl) nporpammuoit nnatdopmbl Plato (2000)
ANs pacyeTa ieyebHOro naaHa Ha OCHOBE 3arpyKeHHbIX
TpexmepHbIx n3o6paxeHuin [21].

Mepsbit onbiT 3BET B KONONPOKTONOTUM NPUHARNEKNT
Kaufman N., u coasT. 3 MemopuanbHoro rocnutans
Cnoyn-Kettepunra (Holo-Mopk) [22]. Wccneposatenn
onybNMKOBaNM pe3ynbTaThl JIeYeHUs paka aHalbHOTo
KaHana, npsiMON KUIWKW M PEKTOCUIMOMIHOro OThena
TONCTOM KMWKM y 28 NauueHTOoB, NOAYYaBLINX «CNacu-
TenbHYIO» UNK NnananatueHyio IBBT B MOHOpexume nnm
coyetaHuu ¢ IJIT (1981-1986). B kayecTBe UCTOYHMKA
BbICOKOM MOLWHOCTU A03bl npumeHsncs °2Ir, KoTopbli
NOABOAMACA K ONYXONW Yepe3 OfHOKaHaNbHbIA anniu-
KaTop Ans LOCTUIKEHUS HEOOXOAMMOI LO3HOMN HArpy3KMY,
npeLnucaHHoii Ha rybuHy 0,5 CM OT ero NoBepXHOCTH.
Heckonbko no3xe Bo3moxHoct IBBT PIK Ha ocHose
50Co Gblna M3y4eHbl rpynnoii cneuranuctos U3 AnoHuu
[23]. C 1986 no 1995 rr. 115 nauMeHTOB C HWXHe-
W cpefHeamMnynsipHbIMKU ONYXONAMU MOABEPranuch 06-
JIy4eHWI0 NOCPeACTBOM NpefonepaynoHHoi IBBT.
Haubonee cyuiecTseHHbIit BKNaA B uccnenoBaHue 3BBT
y 6onbHbix PTMK BHecnu paboTsl Te Voung n3 yHuBepcu-
TeTa McGill (MoHpeans) [24]. C ee yyacTuem Gbin pas-
paboTaH nepBblii BOCbMWUKAHANbHLIA anmiuMkKaTop LAs
nevenus *2Ir (Sagi Nova) (Puc. 2a), ob6ecneunBatoluii
BbICOKYI0 KOH(OPMHOCTb pacnpefeneHus fo3bl U ume-
fOWMii LLeHTpanbHbIA pa3ayBaembit 6annoH. OpgHako
ANMHA 3TOr0 YCTPOMCTBA Mo3BoAsNa 06/yyaTh TOMb-
KO HU3KO pacnoioxeHHble onyxonu (He 6onee 10 cm
0T aHanbHoro kpas). Moatomy B 2005 rogy nosBuacs
VNYYLIIEHHbIA BapuaHT CUIMKOHOBOrO BOCbMUKaHasb-
Horo annaukaTtopa (gauHa 270 MM) C BO3MOXHOCTbIO
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YCTAHOBKM LEHTPaNbHOro BOMb(PAMOBOrO CTEPXKHA
LMaMeTpoM 8 MM Ans 3aluThl HOPMaNbHbIX TKaHEN
[25]. o HacToswero BpeMeHW UMEHHO 3TOT BapuaHT
annaukatopa nosyyun Haubonbliee pacnpocTpaHeHue
(Puc. 28).

B otnnune ot KPET, npu koTopoit m3meHeHus B npo-
uenype obnyyeHus 0OYCNOBAEHBI, TMaBHLIM 06pa3oM,
3BONIOLMEN TepaneBTUYECKMX annapaTos, TEXHoNOrmye-
ckuit nporpecc 3BBT PIK B Gonblieit Mepe CBsA3aH € pas-
paboTKOW annanMKaTopoB, TOrAA KaK CUCTEMA XpaHeHUs
M LOCTaBKWM MCTOYHMKA OCTAETCA HEM3MEHHOW Ha Npo-
TAXEHUU fecaTunetunit. bonbwow nHTepec 3acnyxueaer
OTHOCWTEeNbHO HepaBHue (2018, 2020) nonbiTKK pas-
paboTkn HOBBIX annaukatopos ans IBBT (Puc. 2 Br),
coBMellawlnx B cebe npeumyliecTsa 06enx METOAMK
OpaxuTepaneBTUYECKOTO NeYEHUs, TNaBHbIMU U3 KOTO-
pbIX ABNAOTCA BO3MOXHOCTb HEMOCPEACTBEHHOrO BU3Y-
aNbHOr0 KOHTPONA MpOBefeHUA Npouefypbl U LO3UMe-
Tpuyeckuit npocunb 6an3kuii kK 50 KV peHTreHoBCKOMY
usnyyeruto [26, 27]. OfHaKo B HacToslLee Bpems B pe-
aNbHOW KAMHWYECKON NpaKTUKe AaHHble TUMbl anminKa-
TOPOB He UCMOMb3YeTCs.

MoBbllweHWe KOHGMOPMHOCTM 06/yYeHUs 3a cyeT on-
TUMU3ALMM 3aWMUTHBIX 3NEMEHTOB anmniukatopa npep-
CTaBNAT COGON anbTepPHATUBHLIA BapUaHT pa3BUTUA
metoaukn IBBT. Ha paHHbIi MOMEHT onucaHbl fJBa
cnocoba goCTUXeHUs 3ToW Uenun. lMepBbil — yBenu-
YeHMe uucna neyebHbIX KaHaNoOB CO CTAHAAPTHbIX 8
£o 10-16 c nx norpyxeHuem B nepudepmyeckyto 4acTtb
UMAMHAPA M3 Bobdpama Ha rayouHy oT 1 go 3 munnu-
meTpoB (Puc. 2n) [28]. BTopoit noaxop 6onee cnoxeH
W npepcTaBfeH pa3paboTKOW anniukaTopa C aBTOMa-
TUYECKN ABMXKYWMMCA BONb(GPAMOBLIM 3aLWMUTHBIM KO-
XXYXOM U OKHOM Ans nponycka 3Heprum [29]. Koxyx
NpUMBOJMUTCA B [LBWKEHME MOCPEACTBOM POOOTUINPO-
BaHHOW pPyKM C 3NEKTPOMPUBOAOM W, MO CYTW, Npea-
CTaBfeT co60M YNpOLEeHHbI BApUAHT MOAYUPYIOLLErO
KONNIMMAToOpa, a Cama npouefypa nosiyyuna HasBaHue
MOLYANPOBAHHON MO WHTEHCMBHOCTU 6GpaxuTepanuu.
HecmoTps Ha o4yeBMAHbIE O3UMETPUYECKME NpenmyLle-
ctea online MoaynauMm 6paxuTepaneBTUYECKOro NyyKa,
TexHMYecKkue npobaembl peannsalymm 3Ton METOANKN He
No3BONAKT UCNOAb30BATh €€ B peanbHON KIMHUYECKON
npakTuKke.

MepcnekTuesl pa3sutus metoankn KPBT cBA3aHbl ¢ Ho-
BbIM annaukatopom K anmapaty Axxent (Xoft (CLLA)),
umelolwero 60KOBOE OKHO U BO3MOXHOCTb BU3YaNbHOIO
KOHTpons npouecca o6nydyeHus (Puc. 2e). OH paspa-
0aTbiBanCA ANs NeYeHns nauueHToB B Gonee YAOGHOM
MONOXEeHUM HAa CMUHE HEe3aBUCUMO OT JIOKanM3auum
ONyX0NW W COKPALEeHWs MpPOSOMKUTENLHOCTU NpoLe-
pypbl KPBT fo 2 muHyT. B HacTosLee BpeMa NpoBOAMT-
cA paHaomusmposaHHoe wuccnepgoBaHue Whistle (NCT
04336202) no oL,eHKe BO3MOXHOCTU NPUMEHEHUS 3TOTO
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annnukatopa ana KPBT PIK B couetanum c AJ1T. Nepsble
pe3ynbTaThl niaHupyertca nonyuuts B 2023 rogy.

CoBpemeHHas metoauka IBBT PMK 6bina paspabotaHa
KaHafCcKoit rpynnoii nop pykosopcteom Te Voung [11].

[lo 2009 ropga wccnepoBaTeny NPUMEHANU BU3YalbHO
KoHTponupyemyto IBBT, npu koTopoit nonoxeHue an-
nAnKaTopa nepef ceaHCoM 06fyyeHUs OMpefensnoch
Ha MnaHapHbIX NephneHAuKYNApHeIXx cHumMkax (C-gyra),

PucyHok 2. Annaukamopsi 015 IBET u KPBT PIIK. A. nepsbili MHO20KaHanbHbIU annaukamop Sagi Nova ¢ ycmpoticmsom 014 pas-
OyBaHUSA yeHmpanbHozo bannoHa; b. cospemerHbIli CUNUKOHOBbIL MHO20KaHANLHbIG annaukamop (Elekta) (lseyus)); B. nep-
cnekmusHbili annaukamop MAASTRO (Varian (CLLIA)) (1 sapuaHm); I'. nepcnekmusHsbii annaukamop MAASTRO (Varian (CLUA))
(II sapuaHm); []. nonepeyHsili cpe3 npomomunos annaukamopos 0415 IBBT ¢ pasnuyHbimM 4uciom ne4ebHbIX KAHANO08 U 21y6UHbI
npoxoxoeHus ucmo4Huka; E. nepcnekmusHbili annnukamop 041 annapama KPBT Axxent (Xoft (CLUA)).

Figure 2. Applicators for EHDR-BT and XRBT RCa. A. the first multi-channel applicator Sagi Nova with a device for inflating the cen-
tral cylinder; b. modern silicone multichannel applicator (Elekta) (Sweden)); B. perspective applicator MAASTRO (Varian (USA))
(1 version); I'. perspective applicator MAASTRO (Varian (USA)) (II version); []. cross-section of prototypes of applicators for EHDR-
BT with a different number of treatment channels and depth of passage of the source; E. advanced applicator for the XRBT Axxent

(Xoft (USA)).
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a pacyeT niaHa JeyeHWs MPOU3BOAMNICA OAWUH Ppas.
Mocne 2009 rofga B NpakTUKy BOWAA 3HAONOMUHANb-
Has afanTMBHAas BbLICOKOMOIWHOCTHAA OGpaxuTepanus
Ha OCHOBE Nofly4yaemblx aKTyanbHbix KT-1306paxeHHmil
¥ NOBTOPHBIM PACYETOM JO3MMETPUYECKOTO NaHa B HM
neyeHusa. B paHHbIA MOMEHT TakoW BapuaHT BbICOKO-
MOLWHOCTHOW 6GpaxuTepanun sBNAETCA O0OWeENnpPUHATHIM
CTaHJAPTOM.

Momumo finoHum wu Kawagbl, ucnonb3oBaHue IBBT
npu PIMK B Hayane 2000-x rogoB Ha4yaTo JATCKOM rpynnoi
[30] u cneuunanuctamm gByx LeHTPoB BennkobputaHum:
rocnutans MayHT-BepHoH [31] u oHKonoruyeckoro
ueHTpa B Knatrep6pumxe [32]. Ocoboe nonoxeHue 3a-
HUMaEeT MPaAHCKMIA onbIT nyyeBoro nevyenus PIK [33].
B MpaHe 6bin pa3paboTaH cnocob noaseneHus bpaxute-
paneBTuyeckoro boost nocne AJIT MCTOYHUKOM HU3KOWA
MolwHocTn fo3bl (**'Cs) npu nomoln aBTOMATUYECKOIA
cuctemsl Selectron (Elekta (WBeyus)).

Papguo6uonoruyeckue oCHOBbI Gpaxutepanum paka
NpAMOM KULLIKK

Yacrota goctuxkenus NMKO npu nogseaeqnmn COL B uH-
Tepsane 50,4-54 'p coctaBnset okono 50%, 13 KOTOPbIX
y 25% oTmevaeTcs AanbHeliwee nporpeccuposatue PMK
B BWAE JIOKANbHOIrO NPOAOIKEHHOIO POCTa, @ YPOBEHb
nonHoro natonoruyeckoro oreeta (MM0) — 15% [34-
36]. Appelt A., n coaBT. onucanu paguobuonoruyeckue
MOLLENU 3aBUCUMOCTN BEANYUHBI [LO3bl MOHU3UPYIOLLETO
M3NyYEHUs U CTeNeHW 0TBeTa aieHOKAPLMHOMbI NPsAMON
KWULWKW, BbIpaXeHHOe B OOLWenpUHATON NATMOaNbHOI
WKane cTeneHn perpecca onyxonu no Mandard A. (tu-
mor regression grade (TRG)) [37,38]. bbina BbifBNEHA
3HaYMMas nNpsmMas Koppensauus nepemMeHHbIX B nape fo-
3a-oTBeT (p = 0,002). BennynHa fo3el, rapaHTUpyloLLei
poctukerue MMNO (TRG,) B 50% cnyyaeB (Dsy rgey) CO-
ctasuna 92,0 I'p (95% [WN: 79,3-144,9 Tp) u BblpaxeH-
Hoit (TRG,,) peakumn (Dyq rrer2) — 72,1 Tp (95% [N:
65,3-94,0 p). WcxopHblii pasmep onyxonu U cTaTyc
pernoHapHbIx TUMbaTUYECKNUX Y3108 ObINN ONpeaeneHbl
B KayecTBe He3aBUCUMbIX NPOTHOCTUYECKUX (haKTOPOB.
Mo3xe uccnepoBaTenu NOATBEPAUNU 3TU pPe3ynbTaThl
Ha GoNblIEeM KIMHMYECKOM MaTepuane B HejaBHEM CHU-
cTemMaTUyeckoMm 0630pe HeonepaTUBHOro nevenus PIK
[39]. Bbinu npoaHanuanpoBaHbl pesynbTatsl 15 uccne-
LOBaHWUI (B yYeTbipex MCMoMb30Bancs GpaxuTepnesTH-
yeckuil «boost») ¢ MUHUMANbHLIM CPOKOM HabMAEHNS
He MeHee 2-X JIET U BCell HeobXxoanUMoil HbOopMaLueil
OTHOCMTE/IbHO 403UMETPUYECKOrO NNaHNPOBAHMUA Nyye-
BOr0 fleyeHns. Pacyer 3KBMBANEHTHbIX, OTHOCUTENBHO
CTaH[JapTHOrO pexuma dpakumoHupoBaHus, fo3 (EQD,)
ocylecTBasACA MUcxons M3 3HaveHus o/f = 10 [p.
[ByxneTHU ypoBeHb JIOKANbHOTO KOHTPONS Bapbupo-
Ban oT 12 fo 72%, a 3HaueHus EQD, — ot 40,7 go Gonee
yem 160 Ip. B3aumocBA3b J03a-0TBET B 3HAUMTENbHOW
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cTeneHu HuBenuposanach npu COL 6onee 100 I'p u kop-
penupoBana co CTeneHbid MECTHOW PacnpoCTpaHeHHO-
ctn 6onesnu. EQD, obecneumatowas 50% mecTHOro
KOHTPONS Ha MPOTAXEHUM MUHUMYM 2 NeT, COCTaBnANa
66 'p pna crapun T,,, ona T, ,— 85 I'p.

AKkTyanbHbiM cTaHgaptom [AJIT saBnseTca mogynuMpoBaH-
Has No MHTeHCMBHOCTM NyyeBas Tepanus (IMRT), nos-
BoAsiowas obecneynBatb OTHOCUTENbHO 6e30macHo
NOKaNbHYI0 3CKanauuio [o3bl Npy 06ayYeHUN onyxoneit
pasnuyHbix nokanusaumin. LoctmxeHnne COL cBbiwe
60 'p Ha obnacTb OMyX0AM NPAMON KULKW NPU NOMOLLM
IMRT He npefcTaBnser TeXHUYECKUX CNOXHOCTEN, OfHa-
KO 4acTo He NM03BOJNAET OCYILEeCTBUTb JleYeHne B Npefe-
Nax yCTaHOBJEHHbIX TMMUTOB ANl HOPMANbHbIX TKAHEN.
Puck no3gHux ocnoxuenuit G = 2, B nepBylo o4yepefb
NPAMOKULIEYHOTO KPOBOTEYEHUsA, MOBBIWAETCA Npo-
NOPLMOHANbHO 06bEMY MPAMOI KUIWKM, NOJyYatoLemy
COL = 60 I'p [40]. CornacHo pekomeHpauusm QUANTEC,
C LieNbio CHUXKEeHUA YacToTbl NPSAMOKULIEYHO TOKCUYHO-
cTn G = 2 MeHee 15%, 06beM NpAMOIt KULKU, K KOTOPOMY
nogsopuTcs 65 1 70 Ip fonxeH 6biTb MeHee 25% u 20%,
COOTBETCTBEHHO.

Wcnonb3oBaHue Gpaxutepanuu B neyeHun PMK ocHoBbI-
BAETCs Ha NpefCcTaBleHNUAX 0 poiu 0O6beMa 061yYaeMmbix
TKaHen, ABNAIOWErocsa BaXHON AeTepMUHAHTHON ee pa-
AnoyctonumnBocTu. Mpu 3TOM YYBCTBUTENBHOCTb TKAaHM
K 06/y4yeHuMt0 B pacyeTe Ha eauHULY 00beMa He MeHs-
etca. Withers H.R., n coast. B 1988 ropy BnepBble Bbi-
CKa3anu npepnonoXxeHne, cOrnacHo KOTOPOMY paauo-
YCTOMYUBOCTb TKAHW ONpPeAenseTcs NpUCyTCTBUEM B HEl
(YHKLMOHANbHO-CTPYKTYPHbIX CYyObEANHUL, paccMaTpu-
BaIOWMXCA B KAYeCTBE CBOEr0 POAa CTBOJOBbLIX NEMeH-
TOB, @ KJIMHUYECKME NOCNeACTBUS 00/yYeHNs 3aBUCAT OT
UX pacnonoxeHus B opraHe [41]. Mpu napannenbHom
pacnonoxeHun cyovennHuLLbl GYHKLIMOHUPYIOT HEe3aBu-
CUMO, NO3TOMY KIMHUYeCKU 3 deKT 0bnyyeHus noss-
NAeTCA TONbKO B TOM C/lyyae, KOrAa Konn4yecTBa akTuB-
HbIX CTBOJIOBbIX 3/IEMEHTOB OKa3blBAETCA CAULIKOM Mano,
4TO6bI 06ecneynTs BoccTaHoBEHME yHKuMKU. K Takomy
TUNY OTHOCUTCA GONBLIMHCTBO NMAaPEHXMMATO3HbIX Opra-
HOB (MeyYeHb, MOYKU, NETKUE) U MPU UX 0BNYYEHUN 06b-
eM, NoNyyaloLLmnit 04eHb BbICOKYIO 403y (ropsumne ToukK),
He CTONb KpuTM4eH. MpAMas KuLWKa OTHOCMTLCH K TU-
MUYHBIM OpPraHaMm € NOC/iefOBaTEbHbIM MU TYOYNAPHBIM
MPUHLMNOM PacnonoxeHna GYHKLMOHANbHO-CTPYKTYP-
HbIX CyObeAMHUL, NPU KOTOPOM NOBPEXAeHUE faxe He-
60/blWIOro UX YMcna NPUBOJMUT K PA3BUTUIO MOBOYHBIX
3 dekToB. B Taknx opraHax puck 0CNOXHEHWA CUNbHO
3aBWUCUT OT MPUCYTCTBMA FOPAYMNX TOYEK, B TO BPeMA Kak
pacnpegeneHue f03bl N0 OPraHy UrpaeT MEHbLLYIO POib.
Cnoco6HOCTb BbIXMBILMX NOCTE 06YYEHNUSA KONOHOTEH-
HbIX KNEeTOK K MUrpaLnu UrpaeT BaXKHY0 Posb B NOHUMA-
HUW paguobuonormyeckoro cmbicia bpaxutepanuu PMK
[42]. 3nuTennanbHas TkaHb (CAM3MCTas NPAMON KULWKK)
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Tabnuua 1. TexHuyeckue napamempsl U pexumbl QPaKYUOHUPOBAHUS PeHM2eHOBCKOL U BbICOKOMOWHOCMHOU Bpaxumepanuu

paka npsamodl KUWKu

Table 1. Technical parameters and modes of fractionation of X-ray and high-dose rate brachytherapy of rectal cancer

Mokasarenb KPBT

3BBT

McTouHunk

peHTreHoBcKas Tpyoka (micronode™)

192:[r

Bup 3Heprum

TOPMO3HO€ PEHTreHOBCKOE 13nyyeHune

ramma-usnyyeHune

MowHocTb f03bI po 20 I'p/MuH

6onee 12 p/uac

onp 3-4cm 0,4-0,9 (c 6annoHom) cm
Pexumbl MoHoTepanus/coyetanue ¢ ST MoHoTepanus/coyetaHue ¢ AT
Pon 15-30Tp 5-10Tp

Yucno cdpakumit 2-4(3) 2-4 (3)

XapaKTepU3yeTcs MOBLILEHHON CMOCOOHOCTbIO KONOHO-
TEHHbIX KNETOK K NPOCTPAHCTBEHHOMY NepeMeLleHuio.
37107 3chheKT NpUCyLL BCEM TKAHAM C NOCAEL0BATENbHbLIM
UNU TYOYNAPHBIM TUMOM CTPYKTYPHO-(YHKLMOHANBHOIA
opraHusaumu. KnuHuyecku 310 nposBnsietcs pes3kuM
YBEMYEHNEM TONEPAHTHOCTM NO Mepe CHUKEHUA pas-
mepa 06yyaemoro obbema.

Papillion-TexHnka  OpaxuTepanuu  accouuMpoBaHa
C ABYMs 0COObIMU (U3UYECKUMU XapaKTEPUCTUKAMMU,
CYLLECTBEHHO OTNMYAIOWMMU €e OT APYrux BapuUaHTOB
Ny4eBOro fneyeHus. Mcnonb3oBaHWe PeHTreHOBCKOTO
n3nyyeHus Huskomn sHeprum (50 KV) o3Hayaet aKcTpe-
ManbHO pe3Kuii rpagueHT nafeHus [o3bl Bray6b TKa-
Heil OTHOCWTENbHO ee BENMYUHBI HA MoBepxHocTu: 0,5
M — 60%, 1 cM — 40% 1 2 cM — 15% (To ecTb 0KoNo
10% Ha 1 mm). Kpome Toro, nogBefeHune 60/1blwoit pa3o-
BO/ 04aroBOM [03bl, CYLWECTBEHHO OTAMyYalowWweics ot
06blyHOM cTaHaapTHoit AJIT, onpeaenseT pagmobuono-
rmyeckue ocobeHHocTW 3TOoro Metofa [43]. B otnuune
ot IBBT npu KBBT go3a npepnucsiBaeTcs Ha niowagb
06/1y4aemoii MOBEPXHOCTM, @ HE Ha OOWENnpUHATHIN
06beM (KNMHMYECKWIA MW nnaHupyemblii 06beM 06-
Ny4yeHus), 4TO onpepensieT BbICOKY HEOJHOPOLHOCTb
ee pacnpefeneHns OTHOCUTENbHO MoAfexallnx Cloes
CTEHKM NpsAMOi KUWKK [44]. Bce aTo sBnsetcs 6esyc-
JIOBHbIM MJIOCOM C TOYKW 3PEHUS CHUMKEHUS [O3HOI Ha-
PY3KM Ha HOPMaJsibHble TKAHU, OfHAKO MOBLIWAET PUCKM
OCTaBJIEHUA XUBbIX KOOHOFEHHbIX OMYXONEBbIX KNETOK,
ABNAOWMXCA NPUYUHON NOKANbHOM NOCTIYYeBOI npo-
rpeccuun. M03TOMY CTaHAAPTHLIM MOAXOAOM, HauMHas
c kateropuu T, sBnsetca codetanne KPBT c ONT [9].
BbICOKMIT PUCK OKKY/NIbTHOIO BOB/IEYEHUS PErMOHAPHbIX
NuMdbaTUYeCKMX Y3M10B TaKkKe YKasbiBaeT Ha Leneco-
06pa3HOCTb COYETAHHOrO 06NyYeHUs.

OMNP npu 3BBT paBHsetca 0,4—0,8 cM, 4To B COOTBET-
CTBUM C 3aKOHOM 00OpaTHbIX KBaApaTOB, ONpeAenseT He
CTOMb pe3Kui rpagueHT nafeHus [o3bl. IT0 No3Bonf-
€T JOCTUraTb BbICOKWUX 3HAY€HWi MOTNOLEHHOM 3Hep-
rn B 6onbluem ob6beme TKaHel no cpaBHeHuto ¢ KPBT.
Takum 06pa3oM, OCHOBHOI Lenbto codetanns ST u Bbi-
COKOMOLYHOCTHOM BpaxuTepanuu y 6onbHbIx PMK spns-
ercs Heob6X0AMMOCTb NIY4EBOrO BO3JEWCTBUA HA 30HbI
pernoHapHoro NMMhooTTOKa.

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

TexHosnOrMYeCKMe acneKTbl GpaxuTepanuu paka npa-
MOM KULUKK

06a BapuaHTa 6paxutepanuu PMK, kak npasuno, Bbinon-
HAIOTCA 6e3 aHecTe3n M BKIOYAIOT BO3MOXHOCTb aM-
GynatopHoro neyenus. MpoeeneHne KPBT moxeT ocy-
LWeCTBAATLCA B MONOXKEHUM HA GOKY, KONEHHO-NIOKTEBOIA
nose WAM NUTOTOMUYECKOW MO3WLMMK, BLIGOP KOTOPOIA
3aBUCUT OT JIOKanu3auum onyxonu. PaBHOymaneHHsli
napanienbHelil X04 nedeGHbIX KaHanoB annaukatopa
npu IBBT no3sonseT npoBofuTh eyeHune B bonee ynob-
HOM ANs NaLWeHTa NONIOXKEHWUU HA CUHE (TUTOTOMMUYe-
CKOW no3umuum).

bonbwwnm npeumywectsom KPBT sBnsetcs oTcyTcTBUME
BbICOKMX TpebOBaHMI1 K pagnauuoHHOi Ge3onacHocTH,
YTO JaeT BO3MOXHOCTb 00/y4eHUs BONbHBIX B YCIOBU-
AX 60Mblero Yyncna NOArOTOBJEHHLIX MOMELLEHNH, @ He
TOJIbKO B CNELMaNM3UPOBaHHbIX GpaxuTepaneBTUYeCKUX
onepauyMoHHbIX (KaHbOHax), HeobxoauMbix Ans paboThl
C UCTOYHMKAMM BbICOKON MOLLHOCTM [O3bI.
CpaBHUTENbHAA XapaKTepUCTHUKA TEXHUYECKUX NapameT-
poB 1 pexxumoB dpakunoHuposaHusa KPBT n IBBT npeg-
CTaBieHa B Tabaunue 1.

ObecneyeHne TOYHOCTU NOABELEHUS LO3bl K MULEHU
npu KPBT v 3BAB PMK npuHuMnuanbHo oTamnyatoTcs.
MocnepHue NOKONEHUA anmapaToB [ KOHTAKTHOW
6paxutepanuu Papillon 50 u Papillon+ o6napatoT BO3-
MOXHOCTbIO BMU3YaNbHOTO KOHTPONS MOJIOXEHWUs anep-
TYpbl aNnaMKaTopa 0THOCMTENbHO 06/y4aeMoro yyacTka
CTEHKW KULWKW He TOJIbKO B MOMEHT €ro YCTaHOBKM, HO
M Ha NPOTAXEHWUWM BCEro ceaHca jeyeHus. IT0 AOCTU-
raeTcs 3a CYeT HANMYMA BCTPOEHHOW MUHUATIOPHOI
Buaeokamepbl. Mpu IBBT TOYHOE NPOCTPaHCTBEHHOE
No3WULMOHMPOBAHME IHJOPEKTANIbHOTO annanKaTopa oT-
HOCUTENbHO OMyXONWU AOCTUrAETCA NOCPEACTBOM Mpea-
BApUTENbHO YCTAHOBKM PEHTTEHO-KOHTPACTHbIX MapKe-
pos (3Hgoknunc) (Puc. 3).

XapakTtepuctuku Tybyca-annnukatopa pas KPBT (ero
ANVHA, [LMaMeTp W TOpLEBOe pacnoioxeHune anepTypsbl)
OrpaHWUYMBAIOT BO3MOXHOCTb MPUMEHEHUA 3TOW MeTo-
AWKW. ITOT BapuaHT GpaxuTepanuu He MPOBOAUTLCA
nauueHTam c 6onblwnmm (6onee 3 cM B HanboNbLIEM U3-
MepeHun) obpazoBaHusmMu. Jlokanusauns onyxonu BHe
npenenos, HeoOXoauMbIX Ans obecneyeHus GAU3KOro
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M MaKCUMaNbHO NapanfefNbHOro KOHTaKTa aneprypbl
annimKaTopa C NOBEPXHOCTbIO ONYXONN MPAMON KULIKMY,
(HWXHAA rpaHMLA — NPOKCUMaNbHBIA Kpail aHanbHO-
ro KaHana, BepxHas — 10 cM OT aHOKYTaHHOW NUHWK)
Takxe aABnaTCcA npotuBonokasaHuem Kk KPBT. bokosoe
pacnonoxeHue neyebHbIX KaHanoB U Gosblas AAUHA
annnukatopa ans IBBT (270 cm) no3BonAioT oKasbiBaTh
neyebHOE BO3[ENCTBME HA ONYXONM He TONbKO 60Mb-
Wwero pasmepa, HO 1 aKTUYECKM HA BCEM NMPOTAXKEHUM
NPAMON KULWKKN OT aHOKYTAHHOW NMHUW 1O PEKTOCUTMO-
WAHOrO OTAena.

JononHutensHeiM  orpaHuyeHuem  KPBT  aBnset-
cs HeobXoAMMOCTb MpPUBIEYEHWUA 3IHJOCKOMUCTA [NsA

NPOBEeAEHNS PUrMAHONM MPOKTOCKONMUM UAU 0byyeHue
3TON TexXHWKe pajMaLMOHHOro OHKonora. BBepeHue
rmbkoro annaukatopa npu IBBT oTHOCUTENBHO HEBOb-
woro guameTpa (2 cM) NepeHOCUTCA NaLueHTOM bonee
KOM(OPTHO MO CPAaBHEHMIO C XECTKUM TybycoM (3 cm)
npu KPBT 1 He TpebyeT cneyuanbHbiX IHAOCKONUYECKUX
HaBbIKOB.

IBET PIK Take MMeeT 3KOHOMMUYECKME NpenMyLLecTBa.
Kak yxe oTmeyanocb Bblle, KTMHUYECKOE NpUMEHeHMe
coBpemeHHbIx annapatoB ana KPBT orpaHuumBaetcs
PMK u uHTpaonepauuoHHoii nyyeBoi Tepanuu y 60/b-
HbIX paKkoM MOJOYHOI xenesbl (B cnyyae Papillon+).
Haubonbliee pacnpocTpaHeHMe 3Ta  TEXHONOTUSA

PucyHok 3. (nocobbl KoHmMposs nonoxeHus muweHu npu 6paxumepanuu PITK: A. 8sedenHbill 8 npamyio kuwky mybyc Papillon
50; b. Bud 06s1y4aemozo yyacmka 8o spems ceaHca KPBT; B. 3HOOCKONuYeCKas ycmaHosKa peHmaeHo-KOHmMPAacmHbix MapKepos
no kpasm onyxoau (2emocmamuyeckue 3HOOKAUNCHI); . peHmaeHo-KoOHMpacmHsle Mapkepsl (ommeyeHs! cmpeskoli), onpedensio-
Wue OUCManbHyI0 U NPOKCUMAJIBHYIO 2DAHUUbI ONYX01U OMHOCUMEIbHO NOBEPXHOCMU BBeORHHO20 aNNAUKAMOpPA (KOPOHAbHbI(
ckaH KT).

Figure 3. Methods of image-guided position of the target during RCa brachytherapy: A. Papillon 50 tube inserted into the rectum;
b. the type of irradiated area during the XRBT; B. endoscopic installation of X-ray contrast markers along the edges of the tumor
(hemostatic endocllips); I'. X-ray contrast markers (marked with an arrow) that determine the distal and proximal boundaries of
the tumor relative to the surface of the injected applicator (coronal CT scan).

Bpaxutepanus paka npsmMoit KMLWKK: CpABHUTENbHAS

Brachytherapy of rectal cancer: comparative
xapakTepucTika meToauk (063op nutepartypsi)

characteristics of techniques (review)

1635



166

OB3OP JINTEPATYPbI

REVIEW

nonyyuna B EBpone, B KOTOpPoOii No cocTosHmMio Ha 2018
r. 3aperucTpupoBaHo 11 LeHTpoB, obnafalowmux omnbi-
Tom KPBT PMK u HeoGxopumbiM oGopymoBaHuem [9].
Bo3MOXHOCTM ~ GpaxuTepaneBTUYECKUX  KOMMJiEeK-
COB Ha OCHOBE MCTOYHWKA BbICOKOW MOLLHOCTW [03bl
(°°Co, '%2Ir) 3HauMTenbHO WKMpeE, TaK KaK NiaHupyoLas
KOMMNbIOTEPHAs CUCTEMA U annapaTHas Y4acTb NO3BONAIOT
npoBoOAUTL 00y4YeHMe Npu 6OJbWOM YKUCIe HOBOOGPa-
30BaHUM, @ CNEKTP AOCTYMHbIX AN IeYeHWUA NoKanu3a-
LMA onpenensercs NUlWb HaMYMeM COOTBETCTBYIOLMUX
annanKaTopos.

MNoka3aHua K 6paxuTepanuu paka NpsMON KULIKK
B 2022 ropy npepcTaBneHbl 0OHOBNEHHblE PEKOMEH-
paummn GEC-ESTRO ACROP no nposegeHuto KPBT PIIK,
BK/IOYalOLLMe, MOMUMO MPOYEro, Kputepuu oT6Opa
nayueHtos [5]. Heo6xoaMMo OTMETMTb, YTO 3TOT [O-
KYMEHT pa3pabaTtbiBancs MCXO4s W3 NpeacTaBneHMuil
0 NpeuMylecTBEHHOM WCMNONb30BaHUKM Opaxutepa-
nuW, Kak 3Tana opraHocoxpaHatowero neyenuns PIIK.
MpuHUMNMANbHAA CXOXKECTb Pa3NUYHbBIX TEXHOMOTMiA
6paxutepanun PTK, He3aBMCMMO OT WCTOYHMKA W3AY-
YeHUs, aHanu3 ony6JMKOBAHHOTO PaHee OMbITa, a TaKxke
peKoMeHAaLNn BepylluxX OHKONOTUYECKUX U papjuoTe-
paneBTUYECKMUX accouuauuit, B Tom yucne MuH3ppasa
Poccumn (2022), no3sonstoT onpefennTb KIMHUYECKue
CUTyaLuu, MpW KOTOPbIX OMPaBAAHO UCMOJb30BaHUe
IBb [2,5,45-49]:
A. OnepabenbHble 60bHblE

1. KOMNOHeHT HeOabloBAHTHOTO IY4€BOr0/XUMUO-

NYYeBOro nevyeHus

2. KOMNOHEHT ~ OpraHoCOXpaHsAIWEro  JevyeHus
(ctpaterus Watch-and-Wait)
b. HeonepabenbHble 6GonbHble (Hepe3ekTabenbHble,

thyHKLMOHaNbHO HeonepabenbHble, 0TKA3 NauuMeHTa oT
XUPYPruyecKoro e4yeHuns)

1. KoMnoHeHT opraHocoxpaHsiolero 6e3anbTepHa-

TUBHOTO NleYeHUs

2. KoMNOHEeHT NnannnaTMBHOrO NeyeHus.
CornacHo nNONOXEHWAM OTeYeCTBEHHbIX KIMHUYECKMX
pekomeHpaumii (2022), naumeHTaMm C JI0KanM30BaHHbIM
(Tyams~T2.3Ng.1M)  PMK HUXHe- 1 cpepHeamnynspHo-
ro OTAENOB B MeAMLMHCKUX OPraHu3aLusx, UMEIoLmux
onbiT npoBegeHus HOJI, pekomeHpyeTcs paccmaTpuBath
BO3MOXHOCTb nposegeHus Kypca XJIT ¢ ganbHenwmm
HabnlofeHMeM B cyyae [OCTUKEHUA MOMHOMO KAU-
Huyeckoro oteta (MKO) [2]. Mpn 3TOM BO3MOXHOCTb
MCNONb30BaHMA GpaxuTepanuu, Kak 3Tana COYETaHHOIl
NYyYeBOW Tepanuu B KIMHUYECKUX peKOMeHAauuaX He
0roBapMBAETCSA, YTO MOXKET ObITb CBA3AHO C OTCYTCTBUEM
0TeYeCTBEHHOrO OMbITa ee NPUMeHeHMA.
HeoapbloBaHTHas XJIT — oOwenpu3HaHHbIA  CTaH-
LapT y O6ONbHbIX C HW3KOPACMONOXEHHbIM PaHHUM
M MecTHo-pacnpoctpaHéHHbiMm PIK. B cootBetcTBum

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

C KNNHUYECKMMM pekomeHaauuamu M3 P® (2022), ¢ ue-
JIbI0 YNy4LIEHUSA NOKa3aTeNell I0KabHOro KOHTPOS, No-
Ka3aHo NpoBefieHWe NpefonepaLuoOHHON Ny4yeBon Unu
XNT cnepyowmm kateropusm 6onbHbix PTMK [2]:
= CT,060eN1.2My PaK HUXKHE- U cpegHeaMnyaApHOro oT-
LenoB NPAMON KULWKK;
- cT,,N,M, paKk HWXHeaMnynAapHOro OTAeNna npamoin
KULWWKK;
- cT54NoMy pak cpepgHeamnmynspHoro ortaena npamoi
KULWKK;
— CT,060eN2My, €T,,.N .M, paK BepxHeamnynsapHoro ot-
Aena npsMon KULWKK.
MpumeHeHune OGpaxuTepaneBTuyeckoro boost B pam-
Kax Jly4eBOoro fieyeHUs Npu nNaHUpOBaHUW MOCNepayto-
Wero pafMKanbHOrO XWpYpruyeckoro BMeLlaTeNbCTBa,
Ha MepBbli B3rNAL MOXET Ka3aTbCA Ype3MepHbIM.
OnHako Takoil nopxon no3BoNseT He TONbKO A0OUTbCA
MMO y 6onblieit YacTn 60MbHbIX, HO U 3HAYUTENbHO NO-
BbICMTb NPOLEHT BbINONHEHNUS CUHKTEP-COXPAHAOLMX
onepauuit.
CreneHb 10KO-pernoHapHoi pacnpocTpaHeHHOCTH Npo-
Lecca — BaXHblil KpuTepuit otbopa GonbHbIX PTMK ans
pa3fMYHbIX CTpaTernii  3cKanalMoHHOro 06/yYeHUs
B pamkax ctpaterun «Watch-and-Wait». B pekomeHpaa-
umnax GEC-ESTRO ACROP (2022) onpepeneH ontumanb-
HbI MHTepBan KnuHuyeckux ctaguin PMK pns KPBT:
T,..NMg unu T,,N M, (koHceHcyc GonbwmnHcTBa) unu Ty
unu N; (orpaHMyYeHHbI KOHCEHCYC) C XOPOLIMM OTBETOM
nocne Q1T (eanHornacHblit KoHceHcyc) [5].
HeobxofMMOCTb LONONHUTENBHOTO IOKANBHOMO BO3feii-
CTBUs NpY HayanbHbIX (pT,) HOBOOGPa30BaHMAX NPAMON
KMWKN HW3KOTO pUCKa Bbi3blBaeT COMHeHMe. B oTeye-
CTBEHHbIX peKOMeHAAUUAX Nocie yaaneHus Takux HoBO-
00pa3oBaHMii MOKa3aHO AWHAMUYeCKoe HabatogeHue.
Y 6onbHbix PTK co cTagueii pT, rpynnbl BbICOKOTO pucka
MOKa3aHOo NpoBefeHWe TOTaNbHOW ME30PEKTYMIKTOMUY,
4TO fenaeT 3TUX NaLMEHTOB MOTEHLMANbHbIMUA KaHLM-
patamu ans HOJI, B ToM uucne, c npumeHeHuem Gpaxu-
Tepanuu [2]. B HacToslee BpeMs BblAensoT GakTopsbl
HebNaronpuaATHOTrO MpOrHo3a Mocfe TpaHCaHaNbHOMO
ncceyeHus:
— cTagua = pl,;
— MONOXWTeNbHbIA Kpait pe3ekuuun (=1 Mm);
— COCYAMCTas Wiu NepuHeBpaNbHas UHBA3USA;
— Hu3KopmdbepeHUMpoBaHHas unm cnusucras
afleHoKapLMUHOMa;
— NepCcTHEBUAHOKNETOUHBI pakK;
— CTeneHb NoykoBaHua onyxonu (tumor budding) 2-3.
Hanunune nto6oro u3 BblwenepeyncneHHblx GpakTopos
No3BOMIIET OTHECTW MaLWeHTa K rpynne Hebnaronpu-
ATHOro nporHo3a. Cnepyer OTMeTWUTb 3HAYMTENbHbIN
PUCK BO3HUKHOBEHUS JIOKANbHbIX PELUANBOB Y BOMbHBIX
U3 rpynnbl He6NAronpuUATHOrO NMPOrHO3a fJaxe Npu He-
60/1bLWINX ONYXONAX NPAMOIA KULKK.

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023



OB3OP JIUTEPATYPbI

REVIEW

OneiT ucnons3osaHus 3IBBT PMNK no3sonser rosoputs
0 BO3MOXHOCTH ee nposeaeHus B pamkax HOJy 6onb-
HbIX C TOKaNbHbIM pacnpocTpaHeHMeMm npotecca Ao cTa-
anu T, npu GonblueM pacnpoCTpaHeHUW [ONYyCTUMO
npumeHeHue GpaxuTepaneBTuyeckoro boost B pamkax
HEOAAlBAHTHOTO WM NaNAMATUBHOrO JIyYeBOrO Je-
yeHus [50,51]. BmecTe ¢ TeMm, y NayMeHTOB C XOPOLMUM
OTBETOM Ha MHAYKUMOHHY [JIT BO3MOXHOCTb mpoBe-
geHuns HOJ c ucnonb3oBaHuem GpaxuTepanuu Moxert
paccmaTpuBaThea y 60MbHbIX € Ty 4 Mnun gaxe T, cTagueit
3abonesaHus.

Bonpoc 06 3ddekTnBHOCTM GpaxuTepaneBTUYECKOrO
neyenuna PMNK nexut B OAHON NMNOCKOCTU C BOMPOCOM
0 BUSHUM UCXOLHOTO 0OBEMA ONMYXO0/IM HA BEPOATHOCTb
poctuxeHus NMKO. Mo paHHbiM MeTaananu3a Chadi S.A.,
Y COaBT. PUCK IOKaNbHOTO NpogoxeHHoro pocta (JIMP)
HanNpsAMYI 3aBUCUT OT PaCnpoOCTPAHEHHOCTH NEPBUYHON
Onyxoau U cocTaBaseT npubnusutensHo: 20% npu T2,
30% npu T3 u 40% — T4 [36]. Jankowski M., n co-
aBT. OCYWeCTBUIN aHaNU3 pe3ynbTaToB ABYX Mpocnek-
ToBbIXx Mccnegoanuit (NCT01863862, NCT04095468)
(n = 490), HanpaBneHHbIX Ha OnpefeneHne NporHoc-
TUYECKUX (aKTOPOB Nly4eBOI/XMMUOYYEBOW TEpanum
PMK [52]. KopoTkuit kypc runodpakuuoHHOI nyye-
BOI Tepanuu B MOHOPEXWMe, B COYeTaHUN C NOCNeAo-
BaTENbHON XWMMOTEpanuen WAW NPONOHIMPOBAHHO
XNT nonyumnu 40,6%, 40,2% wn 19,2% nauueHToB, CO-
oTBeTcTBeHHO. CpefHuit MHTEpBAN OT Hayana obnyye-
HUA 0O MepBON OLEHKM pe3ynbTaToB JIeYeHUA CoCTa-
Bun 10,2-13,2 Hepenu. Y 73 nauuneHtos otmeyeH MKO,
13 KOTOpbIX y 71 NaumeHTa NpoBOAUNOCE AUHAMUYECKOE
HabnlogeHue (mepuaHa HabnmofeHus — 24 mecsaua).
JlokanbHoe nporpeccupoBaHue Habnwopanock B 26,8%
cnyyaes. BepoatHocTb goctuxenus MKO 6bina oTYETM-
BO CBfi3aHa CO CTeneHbl0 MECTHON pacnpoCcTPaHEHHOCTH
npouecca: ansa PMK cragum T,,N;, — 39,0%, T, (MP®-)
unu T,N+ — 16,8% v Beicokoro pucka (T, unm MP®+) —
5,4%. Tpu MHOrodakTopHOM aHanu3e 0ObEM OMYXOJM
(Hambonblas NPOTAKEHHOCTb U CTeneHb BOBJEYEHUS
OKPYXHOCTU KuwWwKKM) ¥ N-cTatyc ObIIM 3HAYUMBIMU
npeauktopamn poctmxenus MKO. Mpu unmpkynsapHom
NOpaXeHUn uau aanHe obpaszosanus = 7 cm (n = 184)
yactota KO coctasun Bcero 2,7%. Hu oguH n3 27 na-
LMEHTOB C onyxoblo 06bemMom bonee 120 cm® He gocTur
MKO. CreneHb BOBNEYEHHOCTU CTEHKM MPSMON KULWKM
TaKXXe MOXeT MCNoNb30BaTbCH B KayecTBe KpuTepus
0TOOpa NauMeHTOB NpW NJNaHUPOBAHUU BpaxuTepanuu.
B npoBoagMmMOM paHAOMU3MPOBAHHOM UCCNELOBAHUM
HERBERT-II (NL 7795) 3BBT PIK cuutaetca onpasaaH-
HOM, ec/in OMyXo/eBblii NPOLLeCC 3aTparuBaeT He bonee
2/3 ee OKpYXXHOCTU.

CywectBeHHOe 3HayeHWe npW NAAHUPOBAHWUM Opra-
HocoxpaHstouero nevexus PIK wrpaer cratyc peru-
OHapHbIX numcaTuyeckux y3nos. B wnccnepoBaHuu

Bpaxutepanus paka npsmMoit KMLWIKK: CPABHUTENBHAS
xapakTepucTika meToauk (063op nutepartypsi)

Habr-Gama A., # coaBT. npeacTaBneHbl peynbtaThl pe-
TPOCNEKTUBHOIO CpaBHUTeNbHOro aHanusa XJIT 335 na-
LUMEHTOB, pa3feneHHblin Ha gse rpynnbl: I — 117 ve-
NnoBeK C MNpU3HaKaMu MOpaXeHUA  pernoHapHbIX
numatunyeckux y3nos (cN + ), II — 218 naunenTos co
ctaguein cN, [53]. Cxema neyeHus nogpasymesana noa-
BefieHne Ha obnactb onyxonu COL 50,4-54 Ip c 06ny-
yeHueM nyTei pernoHapHoro numdokonnektopa fo COL
45 [p. lNpoLeMOHCTPUPOBAHO OTCYTCTBME 3HAYMMOrO
BNUAHUSA BOBIEYEHHOCTU B NMPOLECC PernoHapHbIX ANM-
thaTMyecKMx y3N0B Ha NoKasaTenn b6esmeTactaTMyeckoi
(p = 0,49) u KaHuepcreunbU4eCcKoi BbIXKMBAEMOCTH
(p = 0,99), a Takxke BbIXMBaeMocTu 6e3 HeobxoaUMO-
CTVU NpPOBEAEHUsA CNACUTENbHbIX ONEpaTUBHbIX BMella-
TenbcTB (p =0,2) Ha NPOTAXKEHWUM NATN NET HAabNOAEHNA.
Y nauuentos II rpynnsl (cNO) ycTaHoBneHo HepocTo-
BepHoe nosblweHue yactoTsl KO (61,9% npotus 53,0%
(p = 0,13)), 4To MOXKET BbITE OOBACHEHO MEHbIIWUM 00b-
eMOM mepBuYHOi onyxonu (38,8 MM npoTuB 41,9 MM
(p=0,04)). NokasaTenu 5-neTHeil HeameTacTaTU4ECKOMN,
KaHuepcneunduyeckoi u 6e3onepaLMoHHON BbiXKUBae-
mMocTu nauumeHTos, gocturwnx MKO, Takxe 3Ha4YMMO He
pasnuyanuce. OrpaHuyeHUs MU faHHOW paboTbl ABAAET-
CA ee PeTPOCMEKTUBHbI XapaKTep U OTHOCUTENbHO He-
6onblIoe YNCNo HabAEHMIA.

B Hactoswee Bpemsa Bo3moxHoctn HOJT ¢ ucnonb3o-
BaHMEM pPa3NUYHbIX BapUAHTOB OpaxuTepanuum orpa-
HuymBatTCca Kateropuen N, TO ecTb [0 3-X KIWHU-
YECKM TMOPAXKEHHbIX PErMoHapHbIX UMbaTUYECKUX
y3noB [5]. HeoagbloBaHTHOE unM naniMatuBHoe 06-
NydeHWe faeT OCHOBaHWe NpumeHaTb IBBT npu 6onb-
WwemM o6beMe BOBMEYEHWUS PETMOHAPHOrO Ta30BOrO
numdokonnektopa — N,.

MokasaHus Kk npoBeaeHuio Opaxutepanun PMK Bo
MHOTOM 3aBUCAT OT MOP(ONOrMYeCKUX XapaKTepucTuk
onyxonu. Jkcneptbl GEC-ESTRO ACROP (2022) yka-
3bIBAlOT Ha pasnnyHyio LenecoobpasHocts HOJ PNMK
y 60/bHbIX C pa3nuyHOi cTeneHbio antddhepeHLMpPOBKH
afleHOKapLMHOMbI NPAMON KUIWKW: XOPOLWO/yMepeH-
HO puddepeHunpoBaHHas onyxonb (G,/G,) (emnHo-
FNAaCHbIN KOHCEHCYC), Nioxo/HepuddepeHunpoBaH-
Has onyxonb (G;/G,) (MMHMManbHLIA KOHceHcyc) [5].
MpumeHeHue covetanus IBBT u ONT y onepabenbHbx
60bHbIX 60ee NepcnekTUBHO Y NaLMEeHTOB, C BbICOKO-
onddepeHUMpPOBaHHBIMU ONYXONAMU NPAMONA KULWIKK
(G,/G,). Huskas cteneHb puddeperunposku (G,/G,)
onpeaenseT UCKNIOYNTENbHO HEO0aAbIOBAHTHbIN XapaK-
Tep coyetaHHon XJIT u gonyckaeT ee CaMOCTOATENbHOE
MCMOJIb30BaHME TOBKO y HeonepabenbHbix GONbHbIX
AW Npu OTKase OT pafMKanbHOTO XWUPYpruvyeckoro
BMeLlaTenbCTBa.

Bnuanue ructonornueckoro tuna PMK Ha addekTus-
HoCTb ny4eBoil/XNIT xopowo wu3sectHo. Okono 10%
00pa3oBaHuit MMeeT MYLMHO3HbIA XapaKTep, KOTOPbIN
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onpefenserca He TONbKO TMCTONOTMYECKN, HO U UMeeT
xapaktepHyto MP-kapTuHy. B metaananuse McCawley N.,
1 COaBT. GbII0 NOKA3aHO, YTO MYLIMHO3HbIN BapuaHT aae-
HOKapLMHOMbI NMPAMON KULIKM NIOXO OTBEYAET Ha HEOo-
apbloBaHTHy0 XJ1T 1 ABNAeTCA He3aBUCUMMbIM NPEANKTO-
POM CHUXEHWUSI OHKONOTMYECKUX pe3yNbTaToB JIeYeHus
B UesoM [54]. 3To cnpaBeannBo W Ans Apyrux, bonee
pepkux ructonoruyeckux sugos PIK, BbisBneHne koTo-
pbIX @aBTOMATUYECKW OTHOCUT NauueHTa K Kkateropum G,,
a B OTAENbHbIX cydaax — G,: pak ¢ auddy3HbIM TUNOM
pOCTa, NepCTHEBUAHOKNETOYHbIN paK, MEAYNNAPHBINA pak
W paK C CapKOMATOUAHbIM KOMMNOHEHTOM [2]. Takum 06-
pasom, BapuaHTHaa ructonorus PIK, csupetenscteyer
0 CylleCTBEHHOM pucKe HuU3KOW 3ddekTuBHocTn HOJI
W OrpaHM4MBAET BO3MOXHOCTU MPUMEHEHUS LAHHOTO
NofXofa.

MpoTuBONOKa3aHUA K GpaxuTepanuu paka NpsMon

KULIKU

MpoTuBONOKa3aHUs K npumeHeHuo 6paxutepanuu PMNK

YCJIOBHO MOXHO Pa3feninTb Ha JIoKaNbHble U obwue (He

OTNIMYAIOTCA OT O6WMX NPOTUBOMOKA3aHUI NpU CTaH-

LapTHoit nyyeBon/XJIT).

JlokanbHble NMPOTUBOMOKA3aHWA 0OYCIOBNEHbl XapaK-

TEpOM OMyX0JIeBOTO NpoLecca u/uim cTaTycom npsmoi

KULWLKK:

— HebnaronpuATHble rucToNornyeckue Bapuautbl PMK
(oTHOCUTENbHOE MPOTMBOMOKA3aHWe Mpu OTKase oOT
XUPYPTUYECKOro NeYeHus 1 HeonepabenbHOM CTaTy-
ce nauueHTa);

— Hanuyue OTAANEHHbIX METACTa308;

— aKTMBHble BOCMANMUTENbHbIE U3MEHEHUS CTEHKM Nps-
MOl KULLKK B 06M1aCTU NAAHUPYeMOro 06yyeHns;

— nepefHAA NOKaAN3aLMW ONyXonu nocne TpaHcaHanb-
HOM XMPYPrumn y XeHIWunH (6onee BbICOKUI pUCK dop-
MUPOBaHUs QUCTYNbI);

- Hanuuue  cyGKOMNEHCUMPOBAHHOTO  OMYyXO/NEBOrO
CTEHO033;

- peuuaueupyloLLme onyxonesble KuLWeyHble
KpOBOTEYEHMUS;

— npepluecTBylOLiee IyyeBOe NleyeHne B 06nacTu mano-
ro Tasa B j03ax W obbeMmax, He rapaHTUpylowwmx 6es-
ONacHOCTb HACTOALLErO NeYeHUs.

K oTHOCMTenbHbIM NPOTUBONOKA3aHNWAM MOXHO OTHECTH

HeXenaHue nalueHTa HaxoAuTCA NoA TIAaTeNbHbIM K-

HaMUYeCKUM HabNioAeHNeM W HEBO3MOXHOCTb BbIMON-

HeHus MPT. CnefyeT OTMETUTb, YTO Y MOXKWUAbIX NALUEH-

T0B MPT MoXeT ObITb 3aMeHeH0 KT Unu 3HAOpeKTaNbHbIM

Y31 [5].

Pexxumbl (hpakuuMoHupoBaHuA 6GpaxuTtepanuu paka
NpAMON KULLIKK

06wWwenpu3HaHHbIM NOAXOAOM K GpaxuTepanuu PK sB-
naetcsa ee coyetaHue c JJIT. Mpn 3TOM AUCTAHLMOHHBIN
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3Tan peanu3yetca B NepByto oYepefb U npecneayeT ABe

OCHOBHblE Lienun:

— BO3AENCTBME HA KIIMHUYECKU MOPAXKEHHblE peruno-
HapHble numdaTUYecKkue y3ibl U OKKYIbTHblE MU-
KpomeTacTasbl B rpaHuLax perMoHapHoro TasoBoro
NUMQOKOANEKTOPa;

— WHAYKLWS NEepBUYHOTO perpecca onyxonu, no3Boss-
folas onpefenuTs LenecoobpasHocTb U 3ddekTus-
HOCTb Mocnepytollero 6paxutepanestuyeckoro boost
W OCYLLECTBUTb €r0 NOJBEAEHNE C YMeHbLIEHUEM 00b-
ema 06/1y4eHHbIX HOPMabHbIX TKaHei [55].

MnaHupoBaHue GpaxuTepaneBTUYECKOrO 3Tana leyeHns

PMK HauuHaeTcs ¢ BbIGOpA ONTUMANbHOrO BPEMEHN €ro

Havana nocne okoH4yaHus JJIT. lpu onpegeneHum 3Toro

napameTpa BaXHO y4uTbIBATb TPU aKTopa:

— [OCTUMXEHWE N0 BO3MOXHOCTU MaKCUManbHOWi CTe-
MeHW NEepBUMYHOTO OTBETA, YTO OCOBEHHO BaXHO
npu Gonblwux 0OpasoBaHMAX, fenatouiee OGpaxute-
panuio TeXHUYECKWU bonee NPOCTOil M No3BonsloLLEe
CHU3UTb [LO3HYIO HArpy3Ky Ha 340POBbIe TKaHU;

— Ype3MepHblil NepepbiB Mexay 3Tanamum MOXKeT Cno-
COoOCTBOBATb  PenonyisLMnN  OMYXONeBbIX  KIETOK,
NeXalnin B OCHOBE CHUXeHWUA 3PPeKTUBHOCTH
neyeHus;

— MalMeHTy MOXeT NoTpeboBaThCA BPeMA Ha KynupoBa-
HUe OCTPbIX NY4YeBbIX PeaKLuii CO CTOPOHbI HUMXHUX
otpenos KT nocne oKOHYaHMA AUCTAHLUOHHOTO
3Tana nevyeHus.

B HacToswee Bpems Haubonee cTaHAapTU30BaHa npo-

Leaypa y4yeBoro NeYeHUs € BKAIOYEHUEM B ie4ebHblii

npotokon KPBT [5]. B Tabnuue 2 npefcTaBneHsl peko-

MeHAyeMble pexxumbl dhpakunoHuposaHua KPBT B 3aBu-

CUMOCTM OT KNIMHUYECKON CUTYaLUK.

PenTreHoBckas 6paxutepanus PIMK nogpasymesaer uc-

nonb3oBaHue 2—4 (paKkuuii KOHTAKTHOrO 06nyyYeHus

c BenuyuHoit PO ot 15 go 30 'p (Tabn. 2). HaubGonee

pacnpocTpaHéHHbIM BapuaHTom IBBT sBnsetcs nog-

BefeHune o1 5 1o 10 I'p B BMAe Tpex nocnefoBaTesibHbIX

exeHepenbHblx dpakuuit [50]. Ickanauma PO, cbiwe

10 I'p gonycTuma B cayyae nposeaeHus IBBT B pexume

moHoTepanuu [6]. OcobeHHoCTH hU3MYeCKUX napameT-

POB MCNOMb3yeMbIX U3/TyYeHW NpU CPaBHUBAEMbIX Ba-

puaHTax 6paxutepanun PTMK onpepensior 3KBMBaNEHT-

HOCTb paguobuonoruyeckmx 3heKToB OT NOABOAUMBIX

[03, HECMOTP#A Ha pasnuyme Ux abCOMIOTHBIX BEAUYMH.

3¢ deKTUBHOCTL GpaxuTepanum paKa NPAMOA KULIKK
Ha paHHbIli MOMEHT OTCYTCTBYIOT pe3y/ibTaTbl paHAOMM-
3UPOBAHHbIX MCCNefOBaHUIA MPAMOro CpaBHEHUA 3-
tekTuBHOCTU M 6e3onacHocT KPBT 1 3BBT y 60nbHbIX
PTK.

MepBas 3Hauumas paboTa, OMUCbIBAlOWAA BO3MOXHO-
ctn KPBT PMK — ony6nukoBaHHbIn B 1990 rogy aHa-
N3 TPUALATUAETHEr0 OMblTa TPynnbl, BO3rNaBAseMOil

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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Tabnuua 2. PekomeHdayuu no pexumam nodsedeHus 003l Npu KOHMAKMHOU peHmeeHoBCKol bpaxumepanuu paka npamodl Kuui-

Ku
Table 2. Recommendations for dose regimens for contact X-ray brachytherapy of rectal cancer
Bup neyeHuns Crapua Jl03b1 1 pexxum pakLUMOHUPOBaAHMUA Mpumeyanue
nepBuyHOe nocne TpaHcaHanbHo npeanoyTuTensHo 40-60 p 3a 2 hpakuum
nyyeBoe IKCLM3NK npuemnemo 50 I'p 3a 3 ppakumm
neyeHue T, HU3KWII pUCK (20Tp/15Tp/15Tp)
nocne TpaHcaHanbHoit npegnoyTuTensHo 40—60 I'p 3a 2 dpakuuu + ANT 45-50 'p / 25 pakumit + kaneunTabuH
IKCLM3UM (nonHoe ypnaneHue) unu 25 Tp / 5 dpakuuii (conytcTeyiowas
T, BBICOKUI pUCK 90 p 3a 3 dpakuuu natoorus)
(pe3upyanbHas onyxonb)
T,N, 110 'p 3a 4 ppakumm npu NN0XoM oTBeTe nocne 3 ppakyum
(30Tp/30rp/30lp/20Tp) onepabenbHbIe NaLUeHTL AOMKHbI NOABEPraThCs
XUPYPruyecKomy neyeHunto
HeonepabenbHble nauueHTs nocne 3
tpakuuit nonyyatot T 45-50 [p / 25
hpaKkyui + kaneynTabuH
unu 25 Tp / 5 dpakumit
(conyTcTBytOWAs naTonorus )
T,5No., (onepabenbHbie) | npeanouTutensHo 90 'p 3a 3 dpakuum (30 'p + ONT 45-50 'p / 25 dpakumit + kKaneLutabuH
T, uau ntoBble /30Tp/30T0p), npuemnemo 85 'p 3a 3 unu 25 Tp / 5 dpakumit
N, (HeonepaGenbHbie | ®pakuun (30 Tp /30 Tp /25 1p), 110 [p3a 4 (conyTcTBytOWas naTonorus )
WAM NananaTme) dpakuynu (30 p /30 Ip /30 Tp /20 p)

NOBTOPHOE nto6as 90 I'p 3a 3 dpakumm (30 Tp /30 p /30Tp) C y4yeToM paHee nojBefeHHO’ [03bl
nyyeBoe 110 'p 3a 4 dpakumm (30Tp /30 Tp /30 Tp
neyeHune /20 Tp)

npodeccopom Papillon J. [56]. OH BKOYan AaHHble
310 6onbHbix PMK (T,N,), nogBeprHyTEIX KOHCEpPBATUB-
HOMY NleYeHWI0 MpY MOMOLM PEHTTeHOBCKOW GpaxuTe-
panuu B pexume MoHoTepanuu, HauuHas ¢ 1960 roga.
Wccneposatensmu 6bin nonyyeH 6auskuit k 90% npo-
LBOMKNTENbHbIA NOKaNbHbIA KOHTPOb HAZ OMyXOJeBbiM
npoLeccom 6e3 CylecTBEHHbIX OCIOXHEHWUA W BbICO-
KNM YHKLMOHANbHbIM CTaTyCOM COXPaHEHHOMN NpAMON
KUWKK. ITM obHafexuBalowme pesynbTaTbl 3aN0XKUIU
OCHOBY [/1 MEpBOro paHAOMU3WPOBAHHOIO WCCAefo-
BaHus R96-02, BK/loYalolero nayMeHToB ¢ 6onee pac-
NPOCTPaHEHHbIMKU  hOpMamMK  3aboneBaHUA:  ONyXonu
HUXHeN TpeTu npamoi kuwku ctapuid T, u T5, N, [19].
Lenbio gaHHoro nccnefoBaHus asunach oueHka achdek-
TMBHOCTM coyeTanus OJIT n KPBT B KayecTBe Heoagb-
OBAHTHOrO NedyeHus. 88 nalMeHToB 6GblIM paHAOMU3N-
poBaHbl Ha ABe rpynnbl: ctangaptHas T (COA 39 'p
3a 13 dpakumit) u coyetaHHas nyyesas Tepanus (ONT
go C0A 39 I'p + KPBT go COA 85 I'p 3a Tpu dpakyum).
Bbi0 NPOAEMOHCTPMPOBAHO 3HAYUTENBHOE NOBBIWEHNE
yactoTbl goctmenus KO (2% npotus 24%), a Tak-
)K€ MOJIHOrO NaToNOrMYECcKOro U 6AU3KOro K MoAHOMY
natonoruyeckomy oteety (34% npotus 57%) B cayyae
coyeTaHHoro nevyenus. llofBefeHne [ONONHUTENLHOM
A03HOM Harpy3ku nocpeactsom KPBT cywectBeHHo yBe-
JINYMBANO BEPOATHOCTL peanu3aumnu chuHKTepo-coxpa-
HAloLWell BapuaHTa onepaTMBHOro BMelaTenbcTBa (44%
npotus 76%; p = 0,004). Mpu MeanaHe HabnofeHUs
B 35 mMecALeB He OTMeYeHO Pas3/inyunii No NOKasaTento
LBYXJIeTHeil 00Leil BbIXKWBAEMOCTH, YaCcTOTE JIOKANbHO-
ro peunamnBa 1 3Ha4MMbIX OCNOXKHEHMWIA.

Bpaxutepanus paka npsmMoit KMLWIKK: CPABHUTENBHAS
xapakTepucTika meToauk (063op nutepartypsi)

Sun Myint A., n coaBT. npoBenu PeTpoCneKTUBHOI aHa-
Nu3 pe3ynbtatos iedenuns 200 nauMeHToB, KOTOPLIM MO-
cne uHaykunorHoit OJIT nposogunacs KPBT (Tpu dpak-
umm no 30 Ip ¢ AByXHefenbHbIM MeXdpPaKLMOHHbIM
MHTEPBAJIOM) Ha 06/1aCTb OCTATOUHBIX OMYXONEBbIX MACC
[57]. Bce GonbHble B 3TOM UCCNEAOBAHUM UMENMU NpO-
TUBOMOKA3aHWA K pagnKaabHOMY XMPYpruyeckomy Bme-
WaTeNbCTBY MAN OTKA3anucb OT Hero. [lepBoHavanbHas
OLeHKa 0TBeTa ocylyecTBaAnack yepes 6-8 Hepenb no-
cne kypca KPBT. NMKO onpepeneH y 144 (72%) 60nbHbIX,
“3 KoTopbiX y 124 (62%) nauMeHTOB OH COXpaHANCA
Ha NPOTAXEHUW AJAWUTeNbHOro BpemeHu. Mpu mepma-
He HabnwopeHus 2,7 roga 79% nauueHToB ObiIU XUBbI
¥ UMenu 6e3KoNOCTOMUYECKUIA CTaTyC.

MHoroueHTpoBOe  NpOCNeKTUBHOE  UCCAeAoBaHMUe,
nposogumoe Bo ®paHuuu, Bkayano 6onbHbix PIMK
(cT,5Ng1) € MaKkcumManbHbIMWM pa3mepamu MepBUYHON
ONyXoNM He NpeBbllWaWMMK NATb CaHTUMeTpoB [58].
Bcem naumentam (n = 77) 6bmno 3annaHuposaHo HOJI
B Buae kombuHaumm KPBT u IJIT: pns onyxoneit pasme-
pom meHee 3,5 cm KPBT (o tpex dpakumuit no 30-35 'p
C ABYXHe[eNbHbIM MeX(PaKLUUOHHbIM UHTEPBAIOM) Bbl-
MOMHANACh B Ka4YeCTBe NepBoro 3Tana, fns bonee Kpyn-
HbiX 06pa3oBaHU NepBOHAYaNbHO OCYLLECTBAANACH
ONT. Mpu nepeuyHoOit oueHKe oTBeTa Ha 14-i Hepene
71 (95%) nauwment goctur MKO (n = 31) unu 6ausko-
ro K NOMHOMY KJuHMYeckoMy oTBeTy (n = 40). MHorue
00NbHbIE, UCXOLHO UMetoLLMe GAU3KUIA K NONHOMY, KNU-
HUYECKUI OTBET NpU fanbHeliweM HabNAEHUN ROCTUT-
nn NKO. NMpu 3aTom 64 (86,4%) Habnopaembix fLOCTUT-
nm NKO yepes wecTb MecsueB nocie Hayana feyeHus.

Brachytherapy of rectal cancer: comparative
characteristics of techniques (review)
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JloKanbHbli NponoxeHHbI pocT Habnopancs y 7 (10%)
13 71 nauuenta c NMKO uam 6aAU3KUM K NOSHOMY KNUHM-
yeckomy otBety. B utore, 64 (86,4%) nauueHTa Gbiau
UBbI U He MMenn 0ObEKTUBHbLIX MPU3HAKOB 3aboneBa-
HMA Ha MOMEHT NPOBEAeHUA aHanu3a.
PangomusuposaHHoe uccnepgosaHne OPERA III dasbl
6bi10 HayaTo B 2015 rogy v BkAyano 141 mauueHTa
PMK cT,;N,., AnameTpom onyxonu fo 5 CM 1 BOBNEYEHH-
em He 6onee 50% OKpyKHOCTU Kuwku [59]. Bce nauu-
eHTbl nonyyanu OJ1T Ha o6nacTb manoro Tasa go CO[ 45
p Ha hOHe pagnMoCeHCMBUNN3NPYIOLLEN XMMUOTEPANUH
(kaneuuTabuH). B KOHTpONbHOI rpynne noABefeHue
boost Ha 06nacTb onyxonu ocyLecTBAANOCL B BUAE [0-
nonHutensHeix dpakuyuin ANT (COL 9 Tp), B 3kcnepu-
MeHTanbHol — Tpex dpakuuit KPBT no 30 'p. OcHoBHOI
KOHe4HOW TOYKOM nccnefoBaHus Gblna OLEHKa 3-NeTHeil
BbKMBAEMOCTW 6€3 pafuKanbHOro onepaTMBHOTO BMe-
watenscTBa. lpeaBapuTencHble pesynbTaThl NoKasanu,
yto coyetaHue ONIT u KPBT obecneynsano coxpaHeHue
NPAMON KUWKKN Ha ypoBHe 81% npoTus 60% B KOHTPOJIb-
Hoii rpynne (p = 0,005), a npu He6oNbWKX 06pa3oBaHM-
ax (meHee 3 cM) — 91% npoTuB 65%. PYHKLMOHANbHbIE
pe3ynbTaThl leYeHUs ObIIU CXOKMUMU: HaPYLLEHUS, OLe-
HWBaeMble KaK 3KBMBANEHT CMHAPOMA HU3KOW nepeaHei
pesekuuu MeHee 30 6annoB onpefeneHbl B KOHTPOJb-
HOM 1 3KCNepuMeHTanbHbIX rpynnax B 80% u 83% cny-
yaeB, COOTBETCTBEHHO.

Knunnueckuin onbiT npumeHeHus IBBT PMK Bkniouaer
MCMONb30BaHWE 3TON TEXHONOTUN KaK B peXume MOHO-
Tepanuu, Tak u coyetanuu ¢ OJIT [60]. Bo3moxkHoCTM
MOHOTEpaneBTUYECKOrO NOAX0AA U3yYeHbl B PAAE paH-
HUX paboT, NOCBAWEHHbIX NpefonepaLMoHHOMy 06ny-
yeHuto [23,24]. B HacToswee Bpema npumeHeHune IBBT
npu PMK npakTtuyecku Bcerga nogpasymeBaeT ee UM-
nNeMeHTauuto B 06U NPOTOKON C JIy4EBOI/XUMUONY-
4yeBON Tepanuen.

B paTtckom npoCneKkTMBHOM PerucTpauuoHHOM uccne-
LOBaHWUM nauueHTsl, umelowne Huskuin PMK (cT,,), ne-
yunucek npu nomowu coyetanus AJT (COL 60 I'p Ha 06-
N1acTb nepBUYHOI onyxonu u 50 p Ha 06nacTb NpAMO
KAWKK W nyTeil permoHapHoro numdoottoka) u IBBT
(opHa dpakumus B 5 'p Ha 061acTb NepBUYHON OMYyXONH
B TeYeHWe nocnepHeit Hegenun nedvenus) [61]. buoncum
NPOBOAMNNCHL KaXpAble ABe HeAenu, C OKOHYaTeNbHOM
OLEHKOW OTBETA Yepe3 WeCcTb HefeNb Nocie OKOHYaHUs
neyeHus. Bcero B uccnegosaHue 6bin BKAOYEH 51 nawu-
eHT, 13 Kotopbix 40 (78%) pocturnn MKO. Mokasatensb
MECTHOrO JI0KaNbHOrO0 MNPOAOMKEHHOrO pocTa yYepes
oauH rog coctasun 15,5%, yepe3 gga — 25,9% (cpeg-
Hee BPeMs perucTpauuy NOKanbHOro MpPOLOMKEHHOO
pocta — 10,4 Mecsues). Mpu fanbHeliwem HabnofeHUM
YpOBeHb 5-71€THEer0 MeCcTHOro pocta Bblpoc A0 31% [62].
IdbdekTMBHOCTL 1 6Ge30MacHOCTb [AalbHelileid 3cKa-
nauum po3sbl y 6osbHeix PMK ¢ nomouwpbto 3BBT 6bina
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onpo6boBaHa KaHaACKoi rpynnoit B ApYyroMm npocnek-
TUBHOM perncTpauuoHHoM nccnepoBaHum (n=92) [63].
B otnuume ot matckoro noaxopa, npu kotopom IBBT
NPoOBOAMNACH B TeHEHUE 3AKUYUTENbHOW HEAeNN Kyp-
ca OJIT, cxema neyeHusa nogpasymeBana nogsegeHue
OpaxuTepaneBTMyeckoro boost yepes 3-4 Hegenu no-
cne 3aBepwenus AJIT. 3To No3BONMAO OCYWECTBAATD
LOMOJHUTENbHOE JIyYeBOe NeYeHne nocie JOCTUKEeHUA
NepBUYHOTO perpecca OMyxoiu (YMeHbLEHHbIN 06b-
em 00/ydeHUs, peanusyemblil B pamKax afanTUBHOI
3BBT nop, koHTponem MPT) u pa3pelieHns nposiBReHni
OCTPOro nNpokTuTa. JleyebHeblit NPOTOKON Nogpasymesan
coyetaHue OJ1T (COA 40 I'p 3a 16 dpakuuit) c nocnepy-
toweit IBBT (COL 30 I'p 3a Tpu pakunm c HefeNbHbIM
MexdpaKLUMOHHBIM UHTepBanoM). Yepes BoceMb He-
genb nocne nevyenus MKO 6bin gocTurHyT B 86,2% C no-
cnepyowmnm 13,6%-ypoBHEM JIOKANbHOIO MPOAOJIKEH-
HOro pocTa npu meauaHe HabnwogeHus 1,9 ropa [64].
[lByxneTHU NOKanbHbI KOHTPONbL cocTaBu 71,5%.

B uccnenosanum I hazel HERBERT 6bin BKtOUEHBI MO-
Xuble nauueHTbl (MepuaHa Bo3pacta 83 ropa) c ru-
CTONOrMYeCcKN BepUPULMPOBAHHON afleHOKAPLUHOMOA
npsMoit Kuwky, ctagueir 3abonesanus cT, Ny Mg,
MMelLlMe NPOTUBOMOKA3aHUA WAM OTKa3 OT XUPYp-
rmyeckoro BmewatenbctBa. OHM monyyanu neveHue
B Buae 1T (13 cdpakumii no 3 I'p) c nocnegytowein IB6T
(3 dpakuumn no 5-8 I'p, ¢ noasepeHnem 100% u3op0-
3bl Ha rny6uHy 20 MM OT MOBEPXHOCTM anmiuKaTopa
[65,66]. Ins CHWXEHUA PUCKOB MOCT/IyY4EBOrO CTEHO-
3a B UCCnefoBaHMe He BKIOYANUCh 6ONbHbIE C OMyXO-
NEeBbIM NMOpaXKeHWeM, BOBNEKalLeM Gonee YeM Ha 2/3
OKPYXHOCTU MPAMO KUIWKW. [lONONHNUTENbHBIMU KpUTe-
pUSAMM UCKNIOYeHUs Obinn: NpepwecTByiolas Ny4YeBas
Tepanus 061acTU Tasa, XMMWUOTEPANUA WAU XUPYPrus
paka nNpsAMON KULIKKW, OXWAaeMas NpOAOMIKUTENbHOCTb
XWU3HW MeHee WeCTn MecALeB U HeBO3MOXKHOCTb NPOM-
T pektockonuio. CyliecTBeHHbIN OnyxoneBblit perpecc
Habnopanca y 29 (87,9%) u3 33 nauuMeHTOB, Toraa Kak
MKO onpepeneH y 60% 6GonbHbIX. OfHONETHSAS BbIXKM-
BaeMOCTb 6e3 NPKU3HAKOB JIOKANbHOMO NMPOAOJIKEHHOTO
pocTa cocTaBnsna 64%, a OfHONETHAA 00LLAN BbIKUBA-
emocTb — 82% [65]. 06bemM NepBMYHOrO ONYX0NEBOrO
NopaXKeHUa WMeN CUIbHYI0 CBA3b C BEPOATHOCTbIO [10-
ctmxenus MKO (otHoweHue puckos 1,15; p = 0,005).
ABTOpbI NPUWAK K BbIBOAY, 4TO GpaxuTepaneBTUYecKuit
boost nmo3BonsetT AOCTUrHYTL XOpOWMWX NOKasaTenei
NOKaNbHOrO KOHTPONA Haj OMyXOneBblM MPOLECCOM.
Pesynbtatel HERBERT-I nernu B ocHoBy npepctasne-
HWI O BEIMYMHE MAaKCUMaNbHO NepeHocumon go3se IBBT
Ha ypoBHe 7 I'p 3a thpakLmio, 4TO BbINIO YYTEHO NpPU pas-
paboTKe npoTokona nocnepytowero uccnegosanus II1
ta3bl — HERBRT-II.

MpoponkaeTrcs panbHenwas oueHka 3thdEKTUBHOCTM
1 6e30MacHOCTY JIOKANbHOW 3CKanauum fo3bl B pamkax
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Tabnuua 3. PaHdomuzuposarHsbie ucciedosarus, nocssuieHHsle HOJ PIIK
Table 3. Randomized trials on non operative treatment of rectal cancer
WUccneposanue fluzaitH (asa) | n | Bup BT | Pexxum JINT Pexum boost NKOuau NNO | **BOB
OPRA [67] 2022 II 324 - 45Tp 5-9 [p ANT 74% (TKO) 59%
3a 25 pakuuit
OPERA [59] 2022 III 148 KPBT 45Tp KOHTpONb 5-9 Ip ONT 61% 59%
3a 25 dpakuui (NKO)
uccnepyemblit 90 p 90% (MKO) 80%
pexum 3a 3 *dpakuuu (3 ropa)
HERBERT [65] 2017 I 38 | 3BBT 39Tp 15-24Tp 61% (MN0) -
3a 13 pakuuit 3a 3 *tpakuuu
MORPHEUS [11] 2022 11/111 40 | 3BBT 45Tp KOHTPONIb 5-9Tp AT | 50% (MKO) 38,6%
3a 25 dpakuuit (3 ropa)
ucenepyembli 30Tp 90% (MKO) 76,6% (3
pexum 3a 3 *chpakyuu ropa)

lpumeyarue: *pexum ppakyuoHuposarus nodpasymesan nodsedeHue o0Hol ppakyuu bpaxumepanuu 8 Hedento; ** bOB — 6e3onepayuoHHas BbXXUBAEMOCMb

HONM PMK pns onpepeneHns ONTUMAaNbHOrO pexuma
tpakumoHuposaHus IBBT. B aToit cBA3M 0coboe BHUMa-
HUE 3aC/yXKMBAIOT pe3ysibTaThl Hanbosee COBPEMEHHOTO
MHOTOLLEHTPOBOT0 PaHAOMU3NPOBAHHOMO UCCEe0BaAHNS
II/III a3l — MORPEHUS (NCT03051464) [11]. in3aitH
3TOr0 WCCNefoBaHWUs nopgpasymeBan AUCTAHLMOHHOE
noaseneHune Ha obnactb Taza COJ 45 p 3a 25 dpakuuit
C 0AHOBpeMeHHbIM npuemom 5-®Y/ kaneymtabuHa u no-
cnepytolein paHaoMu3aL e nauneHToB Ha ABe rpynmbi:
KOHTPONIbHAs Tpynna — noABefeHue JONONHUTENbHON
no3bl AJIT Ha obnactb nepeuyHoit onyxonu go COL 9 Ip
3a 5 dpakyuit OJT, 3kcnepumeHTanbHas — [JONONHU-
TenbHOe NOfBeAeHNEe TPexX exeHefeNbHbIX afanTUBHBIX
3BBT c BusyanbHbiM KoHTponem go CO[ 30 Ip. Beino
BK/IIOYEHO 40 onepabesibHbIX NALMEHTOB C HUXKHe-Cpes-
HeamnynapHbiM PMK (cT,.3,,NoM,). MMpensaputensHoie
pe3ynbTaThl, onyb6nuKoBaHHble B 2022 rogy, CBUAETENb-
cTBYIOT 0 focTuxeHun 50%-ypoBHs MKO B KOHTpONbLHOM
rpynne n 90% — B 3KcnepumeHTanbHon. Mpu megnaHe
HabNofleHNs PaBHOI 2,2 roAa NoKasaTenb ABYXJETHel
BbIXKMBAEMOCTM 6€3 pafuKanbHOro onepaTMBHOTO BMe-
wartenscTBa coctaBun 40,5% (95% [WN: 17,4-63,6%)
B rpynne gononHutensHoi 41T v 85,1% (95% [ W: 66,0-
100%) — B rpynne 3BBT (p =0,001).

CBoaHble pe3ynbTaTbl OCHOBHbIX PAaHAOMU3MPOBAHHbIX
UCCNefoBaHMIA, MOCBAWEHHBIX 3CKanalMoHHOMY 067y-
yeHuio B pamkax HOJ1 PTK, npeacTasneHsl B Tabnuue 3.
Takum o6bpasom, IBBT sBnsetcs Oonee [JOCTYMHbLIM
no cpasHeHuio KPBT, a gna Poccun egnHCTBEHHbIM, Me-
TOLLOM MOJBELEHNS JONONHUTENbHON JO3HOW Harpy3Kku
Ha 006/1aCTb NEepPBUYHON OMYXONU C LENbI0 MOBbIWEHNS
sdpdektusHoct HOJl mam HeoaabloBaHTHOro obnyye-
HUs y 60abHbIX PMK. CynydiweHnem TeXHUKN NpoLeAypbl
IBBT n oKOHYaTENbHOrO YTOYHEHUA ONTUMANbHLIX pe-
XUMOB (DPaKLMOHMPOBAHUA Ha OCHOBE HOBbIX AAHHBIX
NPOBOAUMbBIX W MNEPCNEKTUBHbIX PaHAOMU3UPOBAHHBIX
uccnegosanuit (MORPHEUS u pp.) 6paxutepanus obe-
lWaeT cTaTb METOAOM, KOTOPbIA MONYYUT WNPOKOE Ku-
HUYeckoe npumeHeHue. CnepyeT Takxe NOMHMUTb, YTO

Bpaxutepanus paka npsmMoit KMLWIKK: CPABHUTENBHAS
xapakTepucTika meToauk (063op nutepartypsi)

3ddekTBHOCTL Gpaxutepanuu PIMK, kak KomnoHeHTa
€[IMHOro NleyebHOro NPOTOKONA, 3aBUCUT OT cxembl IJIT
W pexuMa XumuoTepanuu (pagroceHcuonnnsnpyoLei
UMW MHAYKLUOHHOIA).

OcnoxHeHUA GpaxuTepanum paka NpAMON KUMKW
OcnoxHeHus OGpaxutepanuu PMK pensatcs Ha paHHue
(pernctpupyemble B TeyeHue nepsbix 90 cyTok nocie
OKOHYaHWA neyeHus) W no3gHue. B 3aBucumoctn oT
NpUMeHAeMOol TeXHONOTUW NOABEAEHUA AOMOJHUTENb-
HOW JO3HOM Harpy3KW Ha MOPaXEHHbIN y4aCTOK KULIKK,
npodunb NOCTAYYEBOI TOKCUYHOCTU MOXKET OTNINYATLCA.
Mpu KPBT nospexpatoliee BO3[eACTBME HA HOPMasb-
Hble TKaHW OrpaHMYeHo Ty6YCOM anmninKaTopa, No3ToMy
MeCTHble OCNOXHEHUs MpeAcTaBieHbl UCKMOYUTENbHO
ABNEHUAMMW NIYYEBBIX OCNOXHEHWA CO CTOPOHbI NPAMON
Knwku. MpoaBMKEHNE UCTOYHMKA BbICOKOW MOLYHOCTM
[03bl MO KaHanam anmiuMKatopa MOXeT Bbi3blBaTb MO-
MUMO NPSIMOKMLIEYHBIX, XOTb W B HE3HAUYUTENbHOW CTe-
NEeHW, TaKXKe HapyLLeHUA CO CTOPOHbI KOXHbIX MOKPOBOB
U HUKHUX OTAEN0B MOYEBbIBOAALMX NyTeN.

Verrijssen A.S., M COaBT. OCYLIECTBUIM CUCTEMATUYECKNTIA
0630p onyb6nnKOBaHHbIX fo 25 Hos6ps 2017 roga aaH-
HbIX, OTHOCUTENIbHO YaCTOTbl U CTPYKTYPbl OCNOXHEHUH
KPBT u 3BBT PMNK [68]. B aHanu3 6binn BKAOYEHBI Ma-
Tepuanel 3682 nauuneHta u3 38 nccneposaHuii. Mpamoe
CpaBHeHUe TOKCUYHOCTU 3aTPYAHANOCH GObLWUM KOK-
4eCTBOM COYeTaHWW IHAOPEeKTanbHbiX MeToauk ¢ OJIT,
OTCYTCTBMEM YETKUX KpUTepueB nokasaTenen papua-
LMOHHO-UHAYLUMPOBAHHBIX  OCNOXHEHWA, pasnuyuem
NOABOAMUMbIX 103, 06/1y4aeMbiXx 0OBEMOB U CXEM pagmo-
CeHCMObUNM3MpYIOLLEN XUMUOTepanuu. YcpefHeHHble
AaHHble nokasanu, yto KPBT 6onee 6e3onacHa: npu KoH-
TaKTHOM OOMYYEHUN B PEXXMME MOHOTEPANUM 3HAYUMaS
(= 3 cTeneHu) pekTanbHas TOKCMYHOCTb 3aperncTpupo-
BaHay 2,9% nauyunenToB, npu IBBT — 6,3% naumeHToB.
Mo3pHAA nyyeBas TOKCMYHOCTb 3 CTeNeHW, Kak npa-
BWIO, KIMHUYECKU NpefCTaBNeHa MpAMOKULIEYHbIMY
KpOBOTeYeHUAMU. VX cTeneHb MOXKeT BapbMpOBATHCA
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Tabnuua 4. IpgpekmusHocms u 6e30nacHocmsb codemarHol nyyesol mepanuu PIIK ¢ ucnons3osaruem IB6T
Table 4. Efficacy and safety of combined radiation therapy for rectal cancer using endoluminal high-dose rate brachytherapy

Mokasatenb Corner et al. [69] Garant et al. [64] Rijkmans et al. [65] | Fleischmann et al. [70]
Pexum LT 45 (POL, 1,8) Mp ONT 40 (POA 2,5) Tp | ANT 39 (POA3) [p3BBT | ANT 39 (POA 3) I'p
NOABENEHNUA JO3bI 3BBT 12 (POJ1 6) 'p 3BBT 30 (POJ 10) Mp 21 (POLL, 7) Tp 3BT 18 (POJ 6) Mp
Tny6uHa npeanucanns [o3sl 10 10 20 5/10
npu 3BBT, MM
NMKO, % 46 86 60 50

(67 Brnoyas **bIMKO)

*NNP, % 21 14 30 -
MNo3pHAs TokcuyHocTb Gy, % 6 19 40 -

Mpumeyarue: *JIMIP — nokansHbil npodomxerHsild pocm; **bIIKO — 6au3kuli K NoNTHOMY KAUHUYeCKul omsaem.

OT He3HaYMTeNbHOW, NIerKo Kynupyemon CTaHLApTHOM
reMoCTaTMYyecKoW Tepanuel, [O KU3HEYrpoXalowWwmux
COCTOSHWIA, Tpebytowux nepennBaHus Kposu. B uccne-
poBaHuu Te Voung, u COaBT. KpOBOTeYeHME NO3AHEN
3 cTeneHu, Tpebytolee remoTpaHcthy3uK, BCTPeYanoch
y 12,8% 6GonbHbix [63]. B cucTemaTuyeckom aHanuse
Verrijssen A.S., 1 COaBT. YacToTa perncTpaLum no3gHux
NPAMOKUIIEYHBIX KPOBOTEYEHUIA, HE3ABUCUMO OT BMAA
Gpaxutepanuu u pexuma dpakuynoHuposanus AT, ne-
Xana B uHTepsane o1 3,3% fo 18% [68]. Micnonb3oBaHue
AHTMKOAryNsAHTOB NOBbIWAET PUCK NO3LHEr0 PeKTaNbHO-
rO KPOBOTEYEHMUSA, YTO CNedyeT yyuThiBaTh Npu Gopmy-
JINPOBAHWUM MOKAa3aHWi Ans 3CKaNauMoHHOrO Jly4yeBoro
neyenuns PMNK [66]. K apyrum npumepam OCNOXHEHWNA,
VKNafblBAOWMXCA B PaMKW TOKCMYHOCTM 3 CTemneHw
W UMEIoWUX NOTEHUMANbHYI0 CBA3b C 3HAOPEKTANbHbIM
NOABEEHNEM [03bl, MOXKHO OTHECTU BbIPAXKEHHbIE [U-
3ypuyeckue sBNEHUSA, TOWHOTY, [UAPELD, CTPUKTYPY MO-
YeTOYHUKA, NMEPENOM KOMYMKA, CTEHO3 MPAMON KULIKMK,
pafMOHEKPO3, HeAepXaHue Moyu, nepdopauuto Bnara-
NNWA, LepMaTUT/U3bA3BNEHNE KOXKM, MYKO3UT U CUNb-
Hyto 60/1b B 061acTW NpsAMoil Kuiku [68]. BaxHo oTme-
TUTb, YTO BbllEyKa3aHHble COCTOAHWUSA OrpaHUYMBAIOTCA
enVHUYHBIMU HabNOAEHNAMY.

Bonee onacHble HapylWweHus 4 CTENEHW NPOABASAOTCA OT-
CpoYeHHbIM DOPMUPOBAHMEM CBULLEN B CMEXHbIE Opra-
Hbl UM KOXKHblE MOKPOBbI NpoMexHocTh. Cnyyaun pagua-
LMOHHO-UHAYLMPOBAHHBIX PUCTY [OCTATOYHO PefKHU U,
B OCHOBHOM, NpPEfCTaBNEHbl B PaHHUX paboTax, onuchl-
BAIOLLMX OMbIT BEICOKOMOLYHOCTHOM Gpaxutepaniuu ¢ an-
NAXKATOPaMU, UMELLUMU AUHUYHBI LLeHTPaNbHbIN Ka-
Han fns ABMKEHUA UCTOYHMKA U, KaK CNefCcTBUe, HU3KME
nokasaTtenu KoHGOPMHOCTY NoaBeseHus fo3bl [68].
Coyetanne [OJIT u 6GpaxuTepanuu MeHsET 4YacToTy
W CTPYKTYpY MOCT/y4YeBbIX OCNOXKHEHUI 33 CYET yBENU-
YeHus o6bema 061y4aeMbix HOpMaNbHbIX TKaHei. B Tab-
NNLe 4 NpefCcTaBieHbl AaHHbIe PAAA UCCNeLOBaHWIA, no-
CBALLEHHbIX M3YYEHUIO COYETAHHOW Ny4eBOW Tepanuu
PMK ¢ ucnonbzosaHuem 3BBT.

[lobasneHue K neyebHOMy NPOTOKONY paguoceHcnounu-
3UpyloLWeil AN UHAYKLWOHHOM XMMUOTEPaNun yBETNY -
BaeT NOKa3aTe/im TOKCMYHOCTU HE3aBUCUMO OT METOANKM

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

OpaxuTepanuu, B NepByio 04epesb, 3a CYeT reMoTONOorU-
YeCKWUX HapylleHuil. YmepeHHoe runodpaKkLMoHUpo-
BaHWe ABNAETCA aNbTepHATUBHBIM PEXWUMOM, MpPU KO-
Topom BenuuuHa POL nexut B uHTepBane 2,5-3 Ip,
a noasegerune COJl ocywecrsnserca 3a 10-16 dpakumii
[64,65,70]. OcHOBHas npaes 3TOro NoAxoaa 3akioyaercs
B MHTEHCUM(UKALMUYM Iy4eBOTO BO3AENCTBUS, NO3BONAIO-
Leil, N0 MHEHUIO NCcCnefoBaTeNeid, UCKNOYNTb U3 Neveb-
HOTO NMPOTOKO/A PaAMOCEHCUBUNUZNPYIOLLYIO XUMUOTE-
panuio, YTo 0COOEHHO BAXHO [N1S MOXKMIbIX NALUEHTOB,
MCXOLHO MUMEIOLMX OCIOXHEHHbIN 0bLecoMaTuyecKuit
hoH.

MoBsblweHue 6esonacHocTn 6paxutepanum PMK, B yact-
HocTu IBBT, MOXeET ObITb LOCTUFHYTO KaK MeTOZ0N0oru-
yecku (NnaHMpoBaHWe mocie LOCTUXEHUA NepBUYHOrO
perpecca, noa60p afeKBaTHbIX PEXMMOB hpaKLMOHUPO-
BaHua OJ1T u 6paxutepanuu, onTUMU3ALUA CXEM XUMUO-
Tepanuu), TaK U TexHoornyecku (afanTuBHbIN XxapakTep
npoueaypsl, 06nydeHne Ha 6paxu-6opae, NpUMeHeEHUE
OpaxuTepanesTMyeckux 6anNoOHOB, WUCMONb30BaHUE
LLeHTPaNbHOro CTEPXHA B IHAOPEKTANbHOM annanKaTo-
pe) [71].

3AKJTIOYEHUE

B nocnegHue ropbl npakTMyeckoe 3HaueHwe cTpare-
TMW OpPraHoCOXPaHAILWEro NeyeHns, NOKaTM30BaHHOTO
n mecTHopacnpoctpaHeHHoro PIK nocpepctBom nyue-
BOWl (XMMWONYYEBOI1) Tepanuu CyLECTBEHHO BO3POCHO.
LeHTpanbHasa ponb B BOMpOCax ONTUMMU3aLWUW papuo-
TepaneBTUYeCKOro 3Tana sedeGHOro MpoTOKONMa Mpu-
HapfeXuT Gpaxutepanuu, No3BosstoLel OTHOCUTENBHO
6e3onacHo noasoAnTb BbicokMe (nopsaka 90 Ip 3kB)
[03bl K OFpaHUYEHHOMY 0ObEMY CTEHKU MPSMOI KULIKH,
4TO ABNAETCA HEOOXOANUMBIM YCNOBUEM 1S LOCTUKEHNUSA
MKO vy 80% 6onbHbIX. MpeacTaBneHHble B CTaTbe AaH-
Hble NMO3BONAIT CHOPMYNNPOBATb HECKOJBKO BaXKHbIX
BbIBOJIOB:

1. 3ddekTnBHOCTL M He30NacHOCTb ABYX Haubonee pac-
npocTpaHEHHbIX MeToauk GpaxuTepanun PMK — KPBT
u IBAB, HecMOTps Ha onpefeneHHble TEXHONOrnyecKne
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pasnnyns, CONocTaBMMBbl, YTO onpegenser BO3MOXHOCTb
WX anbTePHAaTUBHOTO MPUMEHEHUA B CXOXWUX KIUHMYe-
CKWX CUTyaLnax.

2. BbICOKMI pUCK OKKYNBTHOTO pacnpocTpaHeHus aje-
HOKapLMHOMbI NPAMOIA KWWKK B Npefienax pernoHapHo-
ro AMMQOKONNEeKTOpa OrpaHnyMBaeT BO3MOXHOCTb UC-
noNb30BaHWA GpaxuTepanuu B KayecTBe pafuKasbHOro
OpraHOCOXpaHAILWEro MeToAa e4yeHns B MOHOpeXuUMe
MWL Yy pAfa HeonepabenbHbIX 6ONbHLIX C HayaNbHbI-
Mu cdopmamu 3abonesanus (T,), BKIOYAA OTAENbHbIE
HabNIOfEHNA TPAHCAHANBHOrO UCCEYEHUS, B XOAEe KO-
TOPOro Mosy4eHbl HebnaronpusTHble natomopdonoru-
yeckue xapaKTepuCTUKM ONepaLMoHHOro Matepuana.
CTaHpapTHLIM NOAXO[OM ABAAETCA coyeTaHWe bpaxuTe-
panuu ¢ OJ1T.

3. lepcnekTuBbl AanbHEMWeEro pa3BUTUA  KOHTAKT-
HOrO WM BHYTPUMOYBEHHOro Nyyesoro sneveHus PMK
JIeXaT B MJOCKOCTAX Pa3paboTKM HOBLIX anmauKaTto-
pOB, MO3BONAWMX NOABOAWUTL LO3Y elle Gofee npe-
UM3MOHHO, OMpefeneHnu  ONTUMANbHLIX  PEXMMOB
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CpaBHeHWe TPAHCAHANBHOW SHAOMMUKPOXMPYPIrUM
U TOTASIbHON ME3OPEKTYMIKTOMMU B JIEHEHUU PAHHErO
PaKa NpsMOM KMWKK (cucTeMaTyecknii 063op nutepatypel
M MeTaaHanms)

Yepubiwos C.B., Wenvirnn KO.A., Harypnos M.A., MaiHosckas O.A.,
Kupruzos ® .M., Yynunua MN.U., Puibakos E.T.

DreBY «<HMML, kononpoktonorun umenn A.H. Peknux» Munzpgpasa Poccun (yn. Cansma Aamns, a. 2, r. Mockea,
123423, Poccnms)

TpaHcaHansHas 3H0omukpoxupypeus (TIM) 8 Hacmoswee 8pema A8aaemcs eOUHCMBEHHbIM MEMOOOM IOKAbHO20
yoaneHus paHHe20 paka npAMoll KUWKU ¢ docmamoyHoli 8u3yanuszayued, B03MOXHOCMbIO NOJIHOCMEHHO20 ucceye-
HUA On7 docmuxeHus adeksamHol enyboKol 2paHuybl pe3eKyuu ¢ yeablo cmaduposaHus 3abonesaHus. Hecmomps
Ha ABHOE npeumywecmso 8 HENocpeoCmBeHHbIX pe3ysbmamax MpaHCAHANAbHOU 3HOOMUKpPOXUpypeuu nepeo
Me30peKmyM3IKmomued, 1UWb 8 MAJIOM KoJuyecmse uccnedos8anuli CpasHUBAIUCL OHKOI02UYeCKUe pe3yibmamsi.
B c8A3u ¢ amum 6bIN BbINOJIHEH cCUCMeMamuyecKuli 0630p numepamypsbl U MemMaaHanu3 OaHHbIX.

LEJIb NCCITEOBAHNA: cpasHums HenocpedcmseHHble (Yacmoma ocnoxHeHudd, npodo/mKumeabHoCMs onepayuu
U UHmMpaonepayuoHHoU Kpogonomepu) u omoaneHHsle (4acmMoma BO3HUKHOBEHUA OMOGJIEHHbIX Memacmasos
U JIOKGbHbIX peyudusos) TIM u me3opekmyMaKmomuu npu paHHeMm paxe npAMoU KULUKU.

MATEPWAJIBI I METO/bI: nouck numepamypsi 8 coomsemcmsuu ¢ pekomeHoayusmu PRISMA. Cmamucmuyeckas
0bpabomka 0aHHbIX 8bINONHEHA 8 npoepamme Rewiew Manager 5.3.

PE3YJIbTATbI: 8 4 uccnedosaHusx (1 padHomu3uposaHHoe, 2 pempocnekmusHbix, 1 npocnekmusHoe), Boweowux
B8 MEmaaHanu3s, onucaHbl pesynbmamsl nedeHus 422 nayueHmos (240 — TIM, 182 — me3opekmymIKmomus).
OmHoweHue WaHcos 4acmomsl BO3HUKHOBEHUS NOCAEONePAYUOHHbIX OC/IOKHEHUU Nocie Me30peKmyM3IKmomMuu
6bl1a npakmuyecku 8 5 paz sviwe, Yem nocne TIM (0L 0,21; 95% [N: 0,060,74; p = 0,02), Kak u yacmomsi no8mMop-
Hblx BMewamenscma no nosody ocnoxHenud (0L 0,16; 95% AN: 0,060,59; p = 0,02). 06was yacmoma 8o3spama
3a6onesaHus 8 epynne TIM cmamucmuyecku 3Ha4uUMOo 6bi1a BbilUe, YeM NPU BbINOJHEHUU MOMAbHOU Me30peKmyMm-
skmomuu (0L 2,37; 95% [AN: 1,045,39; p = 0,04), makxe Kak u yacmoma mecmHozo peyudusuposanus (Ol 4,61;
95% [iN: 1,0819,6; p = 0,04). B mo xe s8pema, cmamucmu4ecku 3Ha4umble paziuyus 8 4acmome BO3HUKHOBEHUS
omadanerHslx Memacma3sos omcymcmsosanu (Ol 01,0; 95% [iN: 0,352,84; p = 1,0).

3AKJIOYEHWE: mpaHcaHanbHas 3HOOMUKPOXUpypaus A8asemcs memodom 8bi6opa u 6o/iee 6e30nacHa 8 CpasHeHuUU
¢ me3opekmymakmomueli. 0OHAKO OHKONI02UYeCKUe pe3yIbmamsl 3G8UCAM OM MHO2UX (aKmMopos, Hanuyue Komo-
pbix HE06X00UMO Y4UMBIBAMb NPU NAAHUPOBAHUU XUPYP2UYECKO20 JIeYeHUS PAHHe20 paKa npAMOU KULWKU.

KJIIOYEBBIE C/I0BA: mpaHcaHanbHas 3HOOMUKPOXUPYP2Us, Me30peKmyM3KmoMUus, MemaaHaaus, cucmemamuyeckui 063op

KOH®JINKT UHTEPECOB: Asmopsi 3as84510m 06 omcymcmsuu KOHIUKMa uHmepecos

J19 UUTUPOBAHNA: YepHbiwos C.B., Wenbiruu H0.A., Harynos M.A., MaitHosckas 0.A., Kupruzos ®.1., Yynuna M.U., Poibakos E.T. CpaBHeHue
TpaHCaHanbHO IHAOMUKPOXUPYPTUM W TOTAIbHO ME30PEKTYMIKTOMUY B TIEYEHWUM PAHHEr0o paka NpaMoi KULWKK (cucTemaTuyeckuii 063op
nuTepatypbl U MmeTaaHanus). Kosonpokmonoeus. 2023; 1. 22, N° 3, c. 176-183. https://doi.org/10.33878/2073-7556-2023-22-3-176-183

Comparison of transanal endomicrosurgery and total
mesorectumectomy in treatment of early rectal cancer
(a systematic literature review and meta-analysis)
Stanislav V. Chernyshov, Yuri A. Shelygin, Marat A. Nagudoyv,
Olga A. Maynovskaya, Philip I. Kirgizov, Polina I. Chupina, Evegeny G. Rybakov
Ryzhikh National Medical Research Center of Coloproctology (Salyama Adilya st., 2, Moscow, 123423, Russia)
Transanal endomicrosurgery (TEM) presently is the only method for local excision of early rectal cancer with suffi-

cient visualization, possibility for full-wall excision to achieve adequately deep margin of resection for disease stag-
ing. Despite the obvious advantage in immediate outcomes of transanal endomicrosurgery over mesorectumectomy,
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nowadays only in a small number of studies the oncological outcomes were compared. In this regard were performed
a systematic review of literature and meta-analysis.

AIM OF THE STUDY: to compare the immediate (frequency of complications, duration of operation and intraoperative
blood loss) and long-term (frequency of distant metastases and local recurrences) results of TEM and mesorectu-
mectomy in early rectal cancer.

MATERIALS AND METHODS: literature search was performed according to PRISMA guidelines. Statistical processing of
data was performed with use of Review Manager 5.3. Program.

RESULTS: in 4 studies (1 randomized, 2 retrospective, 1 prospective), that were included in meta-analysis the results
of treatment of 422 patients were described (240-TEM, 182-mesorectumectomy). The odds-ratio of incidence of
postoperative complications after mesorectumectomy was higher for almost 5 times than after TEM (OR 0,21; 95%
(I: 0,06 0,74; p = 0,02), as well as the frequency of reoperations in case for complications (OR 0,16; 95% CI: 0,06
0,59; p =0,02). As well as the overall recurrence rate in TEM group (OR 2,37; 95% (I:1,04 5,39 p = 0,04), the rate
of local recurrence (OR 4,61; 95% (I: 1,08 19,6; p = 0,04) was statistically higher than in total mesorectumectomy.
At the same time there were no statistically significant difference in incidence of distant metastases (OR 01,0; 95%
(I: 035 2,84, p=1,0).

CONCLUSION: transanal endomicrosurgery is the method of choice and is safer than mesorectumectomy. However,
oncological outcomes depend on many factors which presence must be taken into account when planning for surgical
treatment of early rectal cancer.
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BBELEHWE

KonopeKTtanbHblit paK 3aHMaeT BTOPOE MECTO B CTPYKTY-
pe OHKoNoTMYecKoit 3a6oseBaeMoCTH U CMepTHOCTM [1].
OCHOBHOWM NPUYNHOW BbICOKMX MOKa3aTenei CMepTHOCTH
ABNAETCA NpOrpeccupoBaHue 3aboseBaHns B BUAE NOSAB-
JIEHNA OTAANIEHHbIX METACTa30B. 3TO HANPAMYIO CBA3AHO
C BbifiBNIEHNEM Y 6osblieil YacTu 60MbHbIX MPOABUHYTON
CTafun 3aboneBaHns C HanMuMeM JIOKOPErMoHapHOro
WK yKe OTAANEeHHOro meractasuposanua [2]. OpgHako
C pa3BUTMEM 3HAOCKOMUYECKUX METOLO0B ANArHOCTUKY,
B TOM YMC/ie B PAMKaX CKPUHWHIOBbLIX NPOrpaMmm, B Ha-
cTosillee BPeMsA NPOrpeccUBHO yBEINYMBALTCA YACTOTA
MAEHTUDUKALMKM PaHHUX (POPM KONOPEKTaNnbHOro paka
[3]. BbisBneHue paHHUX HOpM OCOOEHHO aKTyalbHO
AJA paKa NpsMOW KULWKKW, B CBA3U C BO3MOXHOCTbIO Bbl-
NOJSIHEHMA OPraHOCOXPAHAIOWMX onepaLuit u oTKasa ot
ToTanbHOM (TM3) MAM YaCTUYHON ME30PEKTYMIKTOMUM,
CONPSAXEHHON C BbICOKOW YacTOTON OCNOXHEHWI, TpaB-
MaTu13almeit Ta30BbIX HEPBOB, HEYL0BNETBOPUTENbHbIMYU
(YHKLWNOHANbHBIMW pe3ynbTaTaMi U HEoOXO[MMOCTbIO
(hOpMMPOBAHNSA NPEBEHTUBHOI MNN NOCTOAHHOW KULley-
HOWi cTOMbI [4-6].

CornacHo 6ONBLWKHCTBY KIMHWUYECKUX peKOMEeHAAaLM,
NIOKaNbHOE NCCeYeHIe BO3MOXKHO NPY aileHOKapLMHoMax

CpasHeHWe TPAHCAHANLHON SHAOMUKPOXMPYPIUU U TOTANBHOM
MEe30PEeKTYMIKTOMMM B SIEYEHUM PAHHETO PAKA MPSAMON KMLIKM
(eucTemaTueckmit 0630p nUTEPATYPbI M METAAHANMS)
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NpsAMOi KMUWKK C rnybuHoi nHeasum T1 u 6e3 npusHa-
KoB arpeccun onyxonu (Hu3kas puddepeHUMpoBKa,
numdoBackynspHas uHeasus, «tumor budding») [7,8].
TpaHcaHanbHas 3HpomMukpoxupyprus (TIM) B HacTos-
liee BpeMs ABNAETCA €AMHCTBEHHbIM METOLOM JIOKasb-
HOrO YAaneHus paHHEero paka MpAMON KUMKW C fOCTa-
TOYHOW BU3yanun3aLmneis, BO3MOXKHOCTbIO MONHOCTEHHOTO
MCCeYEHUA AN AOCTUKEHUA afleKBaTHOM rny6oKoN rpa-
HULbI pe3eKuun C Lenblo CTagupoBaHus 3aboneBaHus
[9,10]. HecmoTps Ha fABHOE NpeUMyLLECTBO, B HENOCPES-
CTBEHHbIX pe3ynbTaTax TpaHCaHanbHOW 3HAOMUKPO-
XUPYPruu nepep Me30peKTYMIKTOMUEN, B HacToAliee
BpeEMS NMlWb B MasOM KONWYeCTBe MUCCNefoBaHUM
CpaBHWBANUCL OHKOMOrMYeckue pesynbtathl [11-15].
B cBA3M € 3TUM ObiN BbINOMHEH CUCTEMATUYECKUI 0630p
NUTepaTypbl M MeTaaHann3 AaHHbIX, NOCBALLEHHbIX CPaB-
HeHuto TOM 1 Me30peKTYMIKTOMUMN B NIeYEHUMN PaHHEro
paKa npAMON KULWKH.

MATEPUATTBI 1 METObI

BbiMOJIHEH MOMCK nMTepaTypbl B 3MEKTPOHHbIX 0Oa-
3ax MEDLINE, COCHRANE LIBRARY, SCOPUS, GOOGLE
SCHOLAR cootBetcTBeHHO Kputepusam PRISMA (the
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preferred reporting items for systematic reviews and
meta-analyses checklist), 6e3 orpaHuyeHunii no gare ny-
6amKaLmm no knloyesbiM cnosam: «rectal cancery, «local
excisiony, «transanal endoscopic microsurgery», «total
mesorectal excision» [16].

0To6paHo 4053 nybankaumu. Mocne BbINOJHEHUSA CKPU-
HUHra BbIABJIEHO 4 uUccnegoBarus (1 — paHAOMU3MPpO-
BaHHOe, 2 — PETPOCNEKTUBHbIX, 1 — MpPOCNEeKTUBHOE)
MOCBSALEHHbIX CPABHEHMIO TPAHCAHANBHON 3HAOMUKPO-
XUPYPruM U ME30PEKTYMIKTOMUM B JIEYEHUM pPAHHEro
paka npsamoit kuwku (Puc. 1).

CTaTucTMyecKUn aHanWM3 [aHHbIX Obll  Mpou3BefeH
Ha 6a3e nporpammbl Review Manager 5.4.

PE3YJIbTATHI

Mpu aHanu3e HenoCpeACTBEHHbIX pe3yabTaToB onepa-
TUBHbIX BMELWATENbCTB ObIIO BbIABAEHO, YTO MPOAOS-
XuTtensHocTb TIM cTaTucTMyeckn 3Hayumo B 1,5 pasa
MeHbLUE, YeM npu pe3ekuuu npsamon kuwku (95% LN:
-117—80; p < 0,00001). Takxe nocne TIM cywecTBeH-
HO MeHblLe NocaeonepaLMoHHbIN KOKO-AeHb — B Cpefi-
HeM, Ha 6 gHeit (95% [AN: -10—1; p < 0,01) (Puc. 2-3).
06bem MHTpaonepaLMoHHOW KPOBOMOTEPH CTATUCTUYE-
CKM 3HAYMMO ObiNl BbILIE MPYU BLINOJHEHUN ME30PEKTYM-
3KTOMUM, pa3HuULA cpedaHux coctasuna bonee 600 mn
(95% [N: -637 — -568, p < 0,00001) (Puc. 4).

OTHOWeHWe WaHCOB YacTOTbl BO3HWKHOBEHMA MoChe-
ONepaLnOHHbIX OCN0XHEHWA NOoCNe Me30PEeKTYM3KTO-
MUK OblNa NpakTUYecKkn B 5 pas Bellwe, Yem nocne TIM
(Ol 0,21; 95% [M: 0,060,74; p = 0,02) (Puc. 5). Takxe

MyGanKawnn, HalLeHHsIe B X04e
CUCTEMATUYECKOrO Noncka (N=4053)

2254 - of30pbl nMTEPATYRLI

1518 - H2CPaBHUTENbHbIE
MCCNEf0BaHUA NOCBALLEHHBIE
QAHOM K3 METQLKMK

144 - onNMCaHWA KNMHWHECKAX
chy4ace

137 - npyroe.

CKPWMHUHT cTaTel | .

MccnegogaHma
BOLIEALIME B
CHCTEMATHECKMA

o63op U
METa-aHanu3
(N=4)

PucyHok 1. Juaepamma noucka numepamypsi
Figure 1. Diagram of literature search

nocne Me30PeKTYMIKTOMUM B 5 pas Yalle BbINOJHANNCh
NOBTOPHbIE BMELWATeNbCTBA MO MOBOAY OCHOXHEHUH,
yem nocne TpaHCaHanbHoit 3HAoMuKkpoxupyprum (OLL
0,16; 95% [11: 0,060,59; p = 0,02) (Puc. 6).

Mpu OUEHKE OTAANEHHbIX PE3yNbTaToB JEYEHWUs nocne
T3M M Me30peKTYMIKTOMUM NEpUOf MPOCIEKEHHOCTU
MeXZy rpynnamu CTaTUCTUYECKU 3HAYMMO He pasnuyancs
(p = 0,34). NMop, 0bLweit yacToToil Bo3BpaTa 3aboNeBaHuUs
Mbl NPUHUMANW MOsBNEHWE NPU3HAKOB GONE3HU B BUAE
NIOKOPErvMoHapHoOro peuuanBa u/unu oTAaneHHoro rema-
TOTeHHOro MeTacTasuposaHus. 06wWwas vactota Bo3BpaTa

Mean Difference
IV, Random, 95% CI

Mean Difference
IV, Random, 95% CI

TEM TME
Study or Subgroup  Mean SD Total Mean SD_Total Weight
Chernyshav 40 30547 102 139 B2.5803 75 88.9%
De Graaf 40 134.8078 80 180 478.0964 7 27%
Palma 77 77.3824 34 200 209.8149 27 49%
Winde 103 1255142 24 149 2228226 26 35%
Total (95% CI) 240 203 100.0%

Heterogeneity: Tau? = 0.00; Chi* =1.92, df =3 (P =0.59); P=0%
Test for overall effect: 2= 10.54 (P < 0.00001)

-89.00 [-118.61, -79.39]

-140.00 [-252.16, -27.84) &
-123.00 [-206.31,-39.69] ¥

-46.00 [-145.28, 53.28]

-99.46 [-117.94, -80.97] P

-100 -50

Y] 50
TEM TME

PucyHok 2. [lpesosudHsiii epaguk cpasHeHus npoooxumensHoCmu onepamugHo20 smelwiamenscmaa 8 epynnax 1M u TM3
Figure 2. Tree chart of comparison of duration of operation in groups of TEM and TME

TEM TME Mean Difference Mean Difference

Study or Subgroup  Mean SD Total Mean SD Total gl IV, Random, 95% CI IV, Random, 95% CI
Chemyshov 7 50912 102 10 10.9911 54  456% -3.00 [-6.08, 0.09]
De Graaf 3 44836 80 14 30.4243 75 254% -11.00[-17.96, -4.04] -
Palma 8 11.4641 34 15 12.6385 27 29.0% -7.00[-13.13,-0.87] Rl
Total (5% CI) 216 156 100.0% -6.19 [-10.92, -1.47] ’

i i - Chiz = - - - 12 = ROy I + | + |
Heterogeneity: Tau® = 10.25; Chi* = 4.85, df = 2 (P =0.09); I? = 58% 100 50 0 50 100
Test for overall effect: Z = 2.57 (P = 0.01) TEM TME

PucyHok 3. [lpesosudHsiii epagpuk cpasHeHus nocieonepayuoHHo20 Koliko-0Hs 8 epynnax TIM u TM3
Figure 3. Tree chart of comparison of post-operative days of hospitalization in groups of TEM and TME

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023



OB3OP JIUTEPATYPbI

REVIEW

3abonesaHus B rpynne TIM ctaTucTmyecku 3Haymmo boina
BblLUe, YeM NPy BbINONHEHUN TOTANIbHOWM ME30PEKTYMIKTO-
muu (OW 2,37; 95% [N: 1,045,39; p=0,04) (Puc. 8), Takxke
Kak 1 yactota MmecTHoro peumngmsuposanus (OW 4,61; 95%
[IN:1,0819,6; p = 0,04) (Puc. 9). B 10 e Bpems, cTaTncTu-
YeCKM 3HaYMMble PasNnymsa B YacToTe BO3HUKHOBEHUS OT-
LaneHHbIx MeTacTasos otcytcteosanu (OLL 01,0; 95% [N:
0,352,84; p=1,0) (Puc. 10).

OBCYXAOEHUE

TpaHcaHanbHas 3HAOMUKPOXUPYPTUs ABASETCA METOLOM
BbiGOpa Npu feyeHnn 6ONbHLIX PaHHUM PAKOM MpsiMOiA
Knwku. HeoOGXOANMO OTMETUTD, YTO BbIMOJIHEHUE TaKO-
ro POfa BMelWaTeNbCTB BO3MOXKHO Y 0TOGPaHHOI rpyn-
nbl 60abHbIX [17]. Henb3s He NpuHUMaTL BO BHUMaHUe
HeKoTopble aKTOPbl arpecCUBHOCTM ONYXOAM: rayOuHa

TEM TME Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight v, 95% CI IV, R , 95% CI
De Graaf 0 11233881 BO 1,000 4,128.0147 75 0.1% -1000.00[-1966.35, -33.65 +———————
Palma 94 281 34 714 857 27 1.1% -620.00 [956.77, 283.23]
Winde 143 55 24 745 70 26 988% -602.00 [636.76, -567.24]
Total (95% CI) 138 128 100.0% -602.70 [-637.25, -568.15] 4
Heterageneity: Tau? = 0,00; Chi* = 0.66, df = 2 (P = 0.72); |* = 0% f f ! !
Test for overall effect: Z = 34.19 (P < 0.00001) =100 0 TEMUTME 50 100
PucyHok 4. /[lpesosudHsiii epagpuk cpasHeHus uHmpaonepayuoHHol kposonomepu 8 epynnax 1M u TM3
Figure 4. Tree chart of comparison of intraoperative blood loss in groups of TEM and TME
TEM TME Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Chernyshov 7 102 7 54 254% 0.49[0.16, 1.49] — &
De Graaf 5 80 48 75 26.2% 0.04[0.01,0.10) — &
Palma 5 34 12 27 245% 0.22[0.06, 0.73] L
Winde 5 24 9 26 239% 0.50 [0.14, 1.78] I
Total (95% CI) 240 182 100.0% 0.21 [0.06, 0.74] .
Total events 22 76
o 2 = . Chiz = = = - |2 = 809 k 1 t |
Heterogeneity: Tau 1.?‘.-’, Chi _15,02, df = 3 (P =0.002); I? = 80% 0.01 01 1 10 100
Test for overall effect: Z =2.41 (P = 0.02) TEM TME
PucyHok 5. [lpesosudHsili epagpuk cpasHeHuUs 4acmomsl 0CI0xKHeHUl 8 epynnax TIM u TM3
Figure 5. Tree chart of comparison of rate of complications in groups of TEM and TME
TEM TME Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Chernyshov 1 102 2 54  19.9% 0.26 [0.02, 2.91] -
De Graaf 1 80 10 75 2586% 0.08[001,066 — &
Palma 1 34 9 27 24.4% 0.06 [0.01,052) =
Winde 2 24 3 26 30.0% 0.70[0.11, 4.58] .
Total (95% Cl) 240 182 100.0% 0.18 [0.06, 0.59] i
Total events 5 24
ity 2= & = &= = P I t + i
Heterogeneity: Tau®=0.27; Chi*=3.70, df =3 (P =0.30); F=19% 001 01 1 10 100
Test for overall effect: Z = 2.84 (P = 0.004) TEM TME

PucyHok 6. [JpesosudHsili epaguk cpagHeHuUs 4acmoms! NOBMOPHbLIX ONEPAMUBHbIX BMELAMebCM8 N0 N0BOJY OCNOMKHeHUL

8 epynnax TIM u TM3

Figure 6. Tree chart of comparison of rate of reoperations in case for complications in groups of TEM and TME

TEM TME Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CI V. R 95% CI
Chemyshov 38 1476438 102 39 1025838 54 93%  -1.00[-40.62 3867]
De Graal 42 1842373 80 B84 2347019 75 3.3% -4200[-108.72,24.72] +
Palma 86 108.9086 34 92 1112272 27 47%  -6.00[-61.68, 49.68]
Winde 40 24 24 45 24 26 B826%  -5.00[-18.32, 832] 1‘
Total (95% CI) 240 182 100.0%  -5.89 [-18.00, 6.21] *
Heterogeneity: Tau? = 0.00; Chiz = 1.20, df =3 (P = 0.75); I = 0% [1 % 5 7 5 55 U 7 o’
Test for overall efisct: Z = 0.95 (P = 0.34) TEM TME

PucyHok 7. [lpesosudHsiii epagpux cpasHeHus npodo/mKumenbHoCmu nepuoda npocaexeHHocmu 8 epynnax TIM u TM3
Figure 7. Tree chart of comparison of length of tracking period in groups of TEM and TME

CpﬂBHeHMe TpOHCGHGﬂbHOﬁ 3HAOMUKPOXUPYPIUM U TOTANbHOM
MEe30PEKTYMIKTOMMM B IEYEHWUM PAHHETO PAKA NPSMOM KMLIKM
(eucTemaTueckmit 0630p nUTEPATYPbI M METAAHANMS)
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WHBA3UW B MOLCIM3UCTYIO OCHOBY, TMM(OBACKYAPHAS
WHBa3Ms, cTeneHb AU hepeHLMPOBKY ONyX0NU, KOTOPbIE
MOTYT MOBAUATb HA PUCK JIOKOPETMOHAPHOTO MeTacTasm-
pOBaHUs, U KaK CNefCTBUE, CHU3UTb OHKONIOTUYECKYIO
3 hEeKTUBHOCTL MeCTHOro ucceyeHus [7,8]. B cBsAsu
C 3TUM OHUM U3 CTAaHZAPTOB XMUPYPrUYECKOro NeYeHus
paHHero paka npsMoii KULWKKM NPOJOIKAET OCTaBaTHCS
PE3EKLMOHHBI METO, C BbIMONHEHUEM ME30PEKTYMIK-
TOMUM, @ UCCNIEA0BAHUSA, HanpaBieHHble HAa CpPaBHEHWE
JIOKaNbHOTO MCCEYEHUs U pe3eKLUW Npu paHHeM pake
NPAMOI KULIKM, OCTAIOTCA aKTyanbHbIMU.

Tak, No JaHHbIM NPOBELEHHOr0 HaMU MeTaaHanu3a, He-
NOCPeACTBEHHblE pe3y/bTaThl OMEpPaTUBHOTO BMeLUa-
TENbCTBA, TaKME KaK NPOLOIKUTENbHOCTb onepaLmuu (Ha
1,5 yaca), nocneonepaLnoHHbI KOMKO-AeHb (Ha 6 gHel)
3HAYUTENbHO HUXKE NpPW BbINMOJHEHWUM TPAHCAHANBHOTO

3HAOMUKPOXMPYPrUYECKOro YAaNeHUs ONyXonu B Cpas-
HeHUM C Me30peKTyM3KTOMMeN (p <0,01). Takxe UHTpao-
nepaunoHHas Kposonoteps, B cpegHeM, Ha 600 mn Bbllwe
Mpy BbINONHEHUW ME30PEKTYMIKTOMMUU, @ PUCK Pa3BUTHUSA
nocneonepaLmoHHbIX OCI0XHEHWUA U MOBTOPHbIX Onepa-
uuit B 5 pas Bbilwe, yem nocne TIM (p < 0,05). Bmecre
C COXpaHeHWeM aHanbHOW Aedekauun 3To CBUAETENb-
CTBYIOT O 0E€3yCNIOBHOM NMpPeuUMyLLECTBE TPAHCAHANbHOM
IHLOMUKPOXMPYPTUK neper pe3eKkumen npamMon KulKu
B OTHOLWEHWUW HENOCPEACTBEHHbIX Pe3y/bTaToB.
MpencraBneHHble AaHHble NOATBEPXAAeT pAA wcche-
[OBaHU nokasaswwux, 4to TIM sBnseTcs Ge30nacHbIM
BMeLaTeNbCTBOM C YacTOTON MocneonepaLmoHHbIX 0OC-
JIOXHEHUN, He npeBbllatoLeit 2-3% [18,19].
[eiictButensHo, TIM Kak OpraHOCOXpaHAIOLWMiA METOA Bbl-
rNAgUT Gonee BLIFOLHO M NPUBEKATENLHO B CPAaBHEHUM

TEM TME Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 35% CI M-H, Random, 95% CI
Chernyshov 6 102 1 54  14.7% 3.31[0.39, 28.25] S
De Graaf 15 80 6 75 67.0% 2.651[0.97, 7.25] ——
Palma 2 34 0 2T 71% 4.23[0.19, 81.92] i
Winde 1 24 2 26 11.1% 0.52 [0.04, 6.15] i
Total (95% CI) 240 182 100.0% 2.37[1.04, 5.39] *
Total events 24 9
e %= - Chi2 = = - 2= I + t |
:_|aten;ogene|tyl.l T?fu _ 2.202, gg. ; _1.073:;1{ 3(P=0.63); I”=0% 0.01 o ; 1 100
est for overall effect: Z=2.05 (P = 0.04) TEM TME
PucyHok 8. [JpesosudHsili epagux cpagHeHus 4acmomsl 8038pama 3abonesaHus 8 epynnax 1M u TM3
Figure 8. Tree chart of comparison of rate of recurrence of disease in groups of TEM and TME
TEM TME Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Chernyshov 6 102 1 54 355% 3.31[0.39, 28.25] — 1 &
De Graaf 15 80 0 75 225% 35.73 [2.10, 808.87] _—
Palma 2 34 0 27 19.5% 4.23[0.19, 91.92] -
Winde 1 24 1 26 226% 1.09 [0.06, 18.40] =
Total (95% Cl) 240 182 100.0% 4.61[1.08, 19.68] e
Total events 24 2
Heterogeneity: Tau? = 0.35; Chi* = 3.56, df = 3 (P = 0.31); I* = 16% = t ? 1
0.01 0.1 1 10 100
Test for overall effect: Z = 2.06 (P = 0.04) TEM TME
PucyHok 9. [lpesosudHsiii epagpuk cpasHeHuUs 4acmomsl TOKANbHO20 peyuousuposarHus 8 epynnax TOM u TM3
Figure 9. Tree chart of comparison of rate of local recurrence in groups of TEM and TME
TEM TME Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Chermnyshov 0 102 0 54 Not estimable
De Graaf 5} 80 6 75 T78.2% 0.93 [0.28, 3.03]
Palma 2 34 0 27 115% 4.23[0.19, 91.92] .
Winde 0 24 1 26 10.3% 0.35[0.01, 8.93] -
Total (95% CI) 240 182 100.0% 1.00 [0.35, 2.84]
Total events 8 7
ity 2 = - Chi2 = = = 2= 0% 5 } 1 t {
Heterogeneity: Tau? = 0.00; Chi? = 1.27, df = 2 (P = 0.53); * = 0% 0.01 o1 1 10 100

Test for overall effect: Z = 0.00 (P = 1.00)

TEM TME

PucyHok 10. [JpesosudHsiii epagux cpasHeHUs 4acmomsl B03HUKHOBeHUS omOaieHHbIx Memacmasos 8 pynnax TOM u TM3
Figure 10. Tree chart of comparison of rate of distant metastases in groups of TEM and TME
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Ta6bnuua 1. Xapakmepucmuka uccnedosaxud, sowedwux 8 cucmemamuyeckuii 0630p u MemaaHaau3 aumepamypsl
Table 1. Characteristics of the studies included in the systematic review and meta-analysis of the literature

PacctosHue | PacctoaHue
Tun uc- Kon- | Kon- | Paamepbl | Pasmepbl
Kputepuu Bknio- | O6wee OT Kpas OT Kpas
ABTOp CtpaHa cnepo- | Top eHus KON-BO BO BO |OMnyxonu, | onyxonu, anyca TIM, | amyca TM3
BaHUA TIM | TM3 | TIM, cm | TM3, cm ! !
™ ™
De Graaf The npocn | 2009 T1 onyxonu 155 80 75 3,0 2,5 8,0 (0-15) | 7,0 (0-15)
Netherlands (0,5-13) | (0,5-7,5)
Palma Germany | petpocn | 2009 Onyxonu 6e3 51 34 27 | 55+53 | 55%4,5 89+3.2 109+3,5
thakTOpOB pUCKa
no International
Union against
Cancer
Winde Germany paHgom | 1996 Onyxonu 6e3 50 24 26 HA HA, HA, HA,
(haKTOpOB puUCKa.
Bbicoko nnu yme-
peHHo auddepeH-
LMpOBaHHas aj-
Ma — 6e3 yyeTa
nnmdosackynap-
HOW MHBA3UY,
Chernyshov Russia petpocn | 2022 T1 onyxonu 156 102 | 54 3,0 4,0 HA HO
(2,5; 4,0) | (3,0; 5,0)

Tabnuua 2. Xapakmepucmuka uccnedosarut, sowedwux 8 cucmemamuyeckuli 063op u Memaaxanu3 aumepamyps (npodomxeHue)
Table 2. Characteristics of the studies included in the systematic review and meta-analysis of the literature (continued)

Bpems Bpems Ocnox- Mosrop- | MosTop-
AsTop onepauun, | onepawm, Kposonote- | KpoBonore- noa, noa, HeHus, Ocn?mue- Hble one- | Hble one-
TIM, mun | TM3, Mun pa, TIM, ma | pa, TM3, mn ™M ™3 M Huit TM3 pauuu, pauuu,
™M ™3
De Graaf 40 180 0 (0-250) 1000 3(2-13) 14 5 48 1 10
(10-125) | (70-360) (50-15,000) (7-121)
Palma 77 200 94 + 281 714 £ 857 | 8 (4-49) 15 5 12 1 9
(50-202) | (117-310) (10-55)
Winde 103 149 143 £ 55 745+ 70 HA HA 5 9 2 3
Chernyshov 40,0 139 HA HA 7(6;9) 10 7 7 1 2
(34; 50) | (120; 180) (7; 11)

Tabnuua 3. Xapakmepucmuka uccnedosarud, sowedwux 8 cucmemamuyeckuti 063op u Memaaxanu3s aumepamypsi (npodomxeHue)
Table 3. Characteristics of the studies included in the systematic review and meta-analysis of the literature (continued)

Astop dopmupoBaHue hopmupoBaHue CmepTHOCTD, CmepTHOCTD, MpocnexeHHOCTb MpocnexeHHoCTb
cTombl, TIM ctombl, TM3 ™M ™3 ™M ™3
De Graaf 0 61 0 3 42 (1-127) 84 (30-115)
Palma HA HA 0 1 86,4 (48-113) 93.0 (48-108)
Winde HAO HA 0 0 40.9 + 24.6 45.8 £ 24.6
Chernyshov 3 41 0 0 38 (9-88) 39 (11-80)

Tabnuua 4. Xapakmepucmura uccnedosaxudl, Bowedwux 8 cucmemamuyeckul 063op u Memaaxanu3s aumepamypsl (npodomxenue)
Table 4. Characteristics of the studies included in the systematic review and meta-analysis of the literature (continued)

AsTop Bosspar Bosspar JlokanbHble JlokanbHble OTpaneHHble OTpaneHHble
3a6onesanusa TAM | 3abonesaHua TM3 | metacrasbl TIM metacrasbl TM3 meTtacrasbl TIM MmeTacTasbl
De Graaf 15 6 15 0 6 6
Palma 2 0 2 0 2 0
Winde 1 2 1 1 0 1
Chernyshov 6 1 6 1 0 0

C Me30pPeKTYMIKTOMUEN, OfHAKO pAL MOMEHTOB, BbIsiB-
JIEHHBIX HaMW B XOfie MPOBEEHHOro MeTaaHanu3a, He
Mo3BOJISIOT OJHO3HAYHO BbICTAB/ATL NPUOPUTETHI B CBS-
31 C OHKONOTMUYECKO! cocTaBnsiowei. Tak, Mbl BblsiBU-
JM, YTO YacTOTa JIOKOPErMOHAPHOro PeLuaNBUPOBAHUS

CpGBHeHMe TpOHCOHGﬂbHOﬁ 3HAOMUKPOXUPYPIUM U TOTANbHOM
MEe30PEKTYMIKTOMMM B IEYEHWUM PAHHETO PAKA NPSMOM KMLIKM
(eucTemaTueckmit 0630p nUTEPATYPbI M METAAHANMS)

nocne TIM no noBoay paHHero paka nNpsMoit KUWKK B 4
pasa Bbllle, YeM MOC/IE BbIMOJHEHUN ME30PEKTYMIKTO-
MUW. B LeNoM 370 BLITIALMUT BMOJHE JIOTUYHO U 3aBUCKUT
He OT YacToThl BbiNosiHeHUs RO pesekuuu, a oT haKTopos
arpeccuu onyxosiu W CTeneHn pucka NOKOPeruoHapHoro
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MeTacTa3upoBaHuA. BOMbWWHCTBO MCCNefOBaHWA MOA-
TBEPKAAIOT TOT DaKT, YTO NpW Hanuumu HU3KoanddepeH-
LMpOBaHHOW onyxonn u NuMGOBACKYNAPHOW MHBa3UM
Gonee yem B 7 pa3 BO3pacTaeT pUCK NOsIBEHUs MeTacTa-
30B B pernoHapHsle numdartnyeckue y3nsl [20,21].

B 3TOM KOHTeKCTe NMOKa3aTenbHO BbLIMIAAUT TOT (aKT,
YTO YaCTOTa NOABAEHUA OTLANEHHbIX FEMATOreHHbIX Me-
TacTa3oB y 60nbHbIX nocie TIM 1 Me30peKTYyMIKTOMUM
No NOBOAY PaHHEro paka NpAMON KUWKKU HU3Ka U COno-
cTaBuMa. Takum 06pa3oMm, Ha HaW B3rs4 OHKONOTMYe-
CKWe pe3ynbTaThl leYeHUs PaHHEro paka NpAMON KULWKH
3aBUCAT HE CTOJIbKO OT METO/ia XMPYPruYecKoro neyeHus,
CKONIbKO OT arpecCUBHOCTU OMYyX0NK, HANNYNA HaKTOPoOB
pUCKa NOKOPernoHapHOro MeTacTa3upoBaHus. TaK, He-
ocnopum hakT, YTO OCHOBHBIM HeJ0CTAaTKOM JIOKaNbHOTO
NCCeYeHUs ABNAEGTCA COXPAHEHWEe PEervoHapHbIX NNM-
(haTMYeCcKnx y310B, KOTOPble MOTeHUMaNbHO, y 15-20%
MOryT 6bITb MeTacTaTUYeckn uameHeHsl [20,21].
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IOBUIIEMN
MAK Bnagucnae EsreHbeBmny

28 nioHa 2023 roga oTMeTu cBOM 70-1€THUIT 0bunei xu-
pYpr, KONOMPOKTONON, 3aCNyeHHbIA Bpay Poccuiickon
®epepauuu, KaHAMAAT MELULMHCKUX HAyK, BoueHT Mak
Bnapgucnas EBreHbeBuy.

Bnagucnae EBreHbeBMY — [OCTOMHbLIA MpeAcTaBuTENb
BpauyebHON XMPYpruyeckol [MHACTUK, BOCMMUTABLUEI
HECKONbKO MOKoNeHuit xupypros: otel, — [ak EBreHui
ABpaamMoBUY — M3BECTHbIA XUPYPT W YUYeHbIH, MaMa —
Po3a AnekcaHapoBHa — XUpypr-ohTanbMonor.

B 1976 roay Bnagucnas EBreHbeBMY OKOHUMN Neyeb-
Hbll akynbTeT WpKyTckoro locynapcTBeHHOro me-
LMUMHCKOTO MHCTUTYTA. Mo pacnpepeneHuto pabotan
Ha ceBepe WpkyTcKoit 061acTu BpauoM Xupypruyecko-
ro otaeneHns Ycrb-MnuMcKo LeHTpanbHoO paitoHHON
60NbHULLbI.

C 1980 roma — KAMHMYeCKas OpAMHATypa M pa-
6oTa Ha Kadeape rocnuTanbHoil xupypruu UMY,

KOJIONPOKTOJIOTUS, Tom 22, N2 3, 2023

B 1991 ropy 3awutun KaHAMAATCKYIO AMcCCepTaumio
Ha Temy «XMpypruyeckas TaKTMKa Npu ABYCTOPOHHUX
3a060N1eBaHNAX NErKUX, OCNOMXHEHHBIX NIerOYHbIM Kpo-
BoTeueHnem». B 2002 rogy Mak B.E. Bctynun B ponx-
HOCTb  3aBefylolero  OTAeNeHWeM  KONOMpPOKTONO-
ruu VpKyTCKO 061aCTHOM KNMHUYECKON 6ONbHULbI.
Muorue rogbl Bnagucnae EBreHbeBuy coBmellaer nepa-
rOrMyeckyto, Hay4yHyl 1 MPaKTUYECKYID [eATeNbHOCTb.
OcHoOBHble pa3gensbl B KAMHWYECKOW MpaKTUKe: Kono-
NPOKTONOrNsA, BOCMANUTeNbHble 3ab60NeBaHUA KULIeY-
HUKa, NIeroyHas M abfoMUHANbHAA XUPYPris, THOMHAS
xupyprus. Bnagucnas EBreHbeBMY — aBTOp M COABTOP
6onee 100 HayuHbIX paboT, B TOM yucie 5 MoHorpacuit
u 10 nateHToB. Pe3ynbTaTbl WCCneaoBaHWA HEOAHO-
KpaTHO NMpPeACTaBieHbl Ha POCCUIACKUX U MEXAYHAPOA-
HbIX HayuHbix (opymax. [oolpeH Harpagamu, rpamo-
Tamu u GnarogapHoctamu lMpasutenbctBa MpkyTcKoid
obnactu, M3 Wpkytckoit obnactm u M3 Poccuiickoii
®epepavuu.

Bnagncnas EBreHbeBMY — He TONbKO BbICOKOKBaNuUm-
LMPOBAHHbIN, TaNaHTAMBBIA BPay, HO U HEOPAMHAPHBLIN
YenoBeK C TOHKMM YYBCTBOM IOMOPA, HaAeXHbIA Apyr
u Yyutens.

Mak B.E. — YneH npasneHus Obuepoccuiickoin obuye-
CTBEHHOI opraHu3auumn «Accouuauns KONOMPOKTONO-
ro Poccuny, Buue-npesnpeHT Accoumauun Xupypros
WpkyTckoit obnacTu, rnaBHblii BHEWTATHbIA cheyua-
nncT-KononpokTonor MuHucTepcTBa 3ApaBooXpaHeHus
NpkyTckoit obnactu.

Dpy3ba, Koanern, konnektuB [BY3 O6nacrtHas
«OpgeHa 3Hak [loyeTa» KnuHMYecKas 6GoNbHK-
U3, a TaKKe PpeAAKUUOHHAA KOJANEervs KypHana
«Kononpokronorus» ropayo no3apasnaioT wéunapa
1 XenaloT 340POBbA, aKTUBHOIO AOJITONETNA U AaNb-
HeWl X TBOPYECKUX YCMEXOB.

KOLOPROKTOLOGIA, vol. 22, N2 3, 2023
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CTEJIAPA® - 6anaHc 3¢ PeKTUBHOCTH
CUCTEeMHOro 6MonoruyeckKoro npenapara
M 6€30MNACHOCTU KAK Yy CeNIeKTUBHOIO

CkopocTtb HacTynneHus a¢pPpexTa

Camas BbicoKkasi BbDKMBAEMOCTb Tepanum

YMeHbLueHue 605U B XMBOTE M YACTOThHI fledeKkaumnin yxe Ha
1-# Hepene Tepanuu npenapatom Ctenapa® y NauueHToB
c 60ne3Hbio KpoHa' 1 yMeHbLUeHHe 4aCTOThl Aedekaumi Ha
1-i Hepene TepANUU NPU 93BEHHOM KonuTe? 3

JITOCPOYHAA KJIMHUYEeCKaa peMuccusa

3 u3 & NOUMEHTOB HO Tepanuu NpenapaToM CTenapa® coXpaHsioT
peMuccuio B TeyeHne He MeHee 3 neT npu éonesHn KpoHa*
W B TEYEHME He MeHee 2 NIET NPU 93BEHHOM KonuTe®

BnaronpusTHbii Nnpo¢unb 6e30NacHOCTH

Mpodunb 6e30NACHOCTU YCTEKMHYMAGA B OTHOLLEHUM PUCKA
BO3HUKHOBEHMS MHOEKLMI, B TOM UMCTe Ty6epKynésaa,

1 MOSIUTHU3ALMM CONOCTABUM € NAALE60 1 MPenapaTamm
CENEeKTUBHOrO MEXAHM3MA JencTBns® 8

Crenapa® [EMOHCTPUPYET CAMYIO BbICOKYIO BBDKMBAEMOCTb
Tepanum no cpasHeruio ¢ apyrimm MBI npu 6onesHn KpoHa

B 1060 NMHUK — 75% NALMEHTOB 3a 2 rofd HaGMOAEHUS OCTAIOTCS
Ha Tepanum’

Mpenapar Ctenapa® BxoaUT B pocCUMACKME U MeXXAYHAPOAHbIe
KNUHUYECKMe peKoMeHAaau MM ansa Tepanum 1-i u 2-i nuauin BK n 9K°

janssen

BK - 60nesHb Kpona. SK — aaseHHbiii konnT. MBI - rexHo- 6ronornyeckne
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Mpurnawaem Bac noceTutb oHnamH-pecypc ans npopeccMoHanbHoOro

pas3BUMTUA CneLmanmmcToB c¢epbl 3APABOOXpPAHEHUS
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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. DOI:
10.14309/01.2jg.0000592292.98724.2d. 4. Hanauer S., et al. IM-UNITI: 3 Year Efficacy, Safety, and Immunogenicity of Ustekinumab Treatment of Crohn’s Disease. J. Crohns Colitis. 2019 Jun. 3. pii: jjz110. DOI: 10.1093/
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10.1111/apt.16119. 7. Ko Y., et al. Presentation at ECCO 2020; P361. 8. Lasa J.S., Olivera PA., Danese S., Peyrin-Biroulet L. Efficacy and safety of biologics and small molecule drugs for patients with moderate-to-severe
ulcerative colitis: a systematic review and network meta-analysis. Lancet Gastroenterol. Hepatol. 2022, Feb.; 7 (2): 161-170. DOI: 10.1016/52468-1253(21)00377-0. Epub. 202.1 Nov. 29. PMID: 34856198. 9. Poccvitckvie
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Kparkas no Crenapa®. Mepen  nonHoii Bepcueit

o Per i Homep - J1M-001104, JICP: . Toprosoe - Cre-
napa”. hopMa — PACTEOP A MOAKOXKHOTO BBeze-
Hus, K i ncopwas. Mpenapar CTenapa’ NOKa3aH AR NIE4eHIs GTALIGHHOTO NCOPUa3a CPRANei Wi

janssen
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KoHTakTHbI TenedoH: (495) 755-83-57, an. noyta: drugsafety @its.jnj.com.

onackbiM 1 adeKTUBHbIM. fleT (6 net u cTapue). i ncopuas. P Hast 7038 3ABYICHT OT MACCHI Tena nauvienTa. M
Macce Tena MeHee 60 KI PEKOMEHFOoBaHHas f03a COCTaBnsieT 0,75 mr/kr, ot 60 kr Ao 100 Kr - 45 Mr, npu Macce Tena 6onee 100 kr - 90 M.
I pactéra HeoGXOAUMOro OGbéma npenapara () AN NALWEHTOB C Macco Tena Meree 60 Kr MCTONL3yeTCs Creayiolias (hopMyna:
macca Tena (kr) 0,0083 (AV/kr). PaccuyTanHbiii 0GbEM npenapata OKpYrSeTCs A0 COTo Aonu i (0,01 Ma). Vikbexuws ocywiecTenseTcs

TSOKENON CTENEHN y B3POCSIbIX NALVIEHTOB NP OTCYTCTBIM OTBETA WM NPV HANMHIN MY WM Py H npyrux

i M LUNPYLIEM BN Tbi0 1 M. BTOPYI0 UHBEKLMIO ARNAIOT 4 HEMIeNV CNYCTs! NOCTE NEPBOrO NPUMEHEHIS, 3aTeM KaKable

METOZI0B CHCTEMHOI Tepanui, B TOM “ICTIe LIKNIOCTIOpUHa, MeToTpeKcaTa nnv MYBA-Tepanuu (Tcopanes n ynsTpacdmoneT A). BrstueuHbiit

ncopuas y peTei. Mpenapat Crenapa® NoKasaH A SIEueHNs GRALEHHOTO ICOPUasa CPEAHE U TAXENON CTeNneHI y ASTeN 1 ¢

12 Hepenb. [leTam npenapar np B yCnoBUAX CTaLwoHapa. Mpy HOCTY Tepaniu B TeueHue 28 Henenb peKoMeHayeTca
L

8 BO3PACTe OT 6 NIET 1 CTAPLLIE NPW OTCYTCTBN BAEKBATHONO OTBETA UM HEMEPEHOCUMOCTH APYTUX METOAOB CHCTEMHOM TEPanin Wi ho-
ToTepanyu. McopuaTuieckmii apTpuT. JledeHie B3POCTbIX MALVEHTOB C aKTUBHBIM MCOPUATUHECKIM apTPUTOM (TTCA) B KAYeCTBE MOHOTe-
panvin Wk B KOMGUHALW C MEeTO' npw oTCyTCTBIN oBeta Ha np o CTaHAapTHYIO Tepanuio. Mcopuatnye-
CKuit apTPUT y AeTeil. Jlederiie AeTell B BOIPACTE 5 NET U CTApLUE C aKTUBHBIM OBEHWIbHBIM MCOPUATUHECKUM apTpUTOM. Mpenapat
CTenapa’ MOXET MPUMEHSTLCA B KAHECTBE MOHOTEPANA I B KOMBMHALMI C MeTOTpeKcaTom. Boneatb Kpowa. Jlevetiie B3pocbix nauy-

b p [letw (5 neT u cTapiue). [lcopuaTiaeckuii apTpuT. BTOPYI0 UHBEKLMIO AaIoT
4 HeQienu cnyCTs NIoCAe NePBOTO NPpHMEHeHYs, 3aTem Kaxable 12 Hepens. PekomengosanHas f03a npenapata Cenapa® y AeTeii ¢ Maccoii
Tena meHee 60 kr cocTasnseT 0,75 MI/Kr. PeKoMeHaoBaHHas Ao3a npenapara CTenapa® y AeTeil ¢ Maccoii Tena 60 Kr v Goniee CocTaBnseT
45 wr. PekomenoBanHas fo3a npenapara Crenapa’ y AeTeii C CONYTCTBYIOLLMM GAALIEHHbIM ICOPUA3OM CPEAHEI W TRXENON CTeneH:
1 Maccoii Tena Gonee 100 kr coctasnsiet 90 Mr. [leTsiv npenapar np! 8 yCnoBusix CTaLy Tepann
& TeveHvie 28 HeAens p npenapara. MoGoukoe peicTame. Vdbexun v uHsa-

HTOB C aKTUBHOI GOME3HI0 KPOHa CPEAHeii Wi TSKENON CTEMeHN C HEAAEKBATHbIM OTBETOM, YTPaTOii OTBETa Wik H MOCTbIO
CTAHAAPTHOIM TepaNyiM WA Tepanyi UHMMGMTopami ®HO, U MMEIoLLUX npo K TaKoii Tepanun.
S13BEHHbIA KONUT. JleHeHyie BIPOCNLIX NALMEHTO C aKTUBHbIM S3BEHHBIM KONMTOM YMEPEHHOI 1 TSOKENON CTENeHIl C HearieKBaTHIM OTBe-

3uUm (MHd BEPXHX nyTeii, haPUHIWIT, CUHYCWT, BOCMANIEHNE MOAKOKHOI XKIPOBOM KNETHATKM, Of{OHTOrEHHBIE MH-
KLV, OIOACHIBAIOLLMIA NMLIA, BUDYCHBIE UHC(DEKLIMN BEPXHIX AbIXaTENbHbIX NYTelt, BybBOBArMHATbHBIE FPUGKOBbIE MH(EKLM), HapyLLe-
HIIA CO CTOPOHBI MCUXVKY (AENPECCHS), HAPYLLEHNS CO CTOPOHBI HEPBHOIN CUCTEMbI (FONIOBOKPY>eHIe, rONOBHas GOflb), HapyLUeHNsi Co

TOM, YTPATOIA OTBETA WM HENEPEHOCUMOCTBIO CTHAAPTHOI WM GMONOrMIECKON TEPANY, U UMEIOLLYX npor
K NpoBeACHIIO Takol Teparu. Il n uyacTam Ky Y WAk T10GOMY BOTIOMOraTensHOMY

CTOPOHSI {1 CUCTEMbI, OPraHOB MPYAHOI KNETKM 1 Cpy ‘eanbHas 60b, Hoca), co
CTOpPOHS! XKKT (Aapes, TOLIHOTA, PBOTA), HAPYLEHNS CO CTOPOHbI KOXU 1 MOAKOXHOI KNETHATK (3yA, aKHE), HAPYLIGHIA CO CTOPOHbI

BelLeCTBY Npenapara; ASTCKWii BO3PACT A0 6 NIET (0 NoKasaHMIo «GAALLIEHbI NCopyas»), A0 5 NeT (o «ncop ap-
TPHT), A0 18 T (10 NOKa3AHUSIM «GONE3HS KPOHA» U «5aBEHHbII KOMT»); GoPeMeHHOCTS U " NepHOR TPYRHOT0

OMOPHO-ABUTATEILHOTO ANNAPATA 1 COBAMHATEIILHOI TKaHM (60716 B CTIMHE, MUANTWS, APTPANTWS), OBLIE HAPYLIBHIS 1 PEaKLA B MecTe

UHEKUMOHHbIe 3a60NeBaHNSA B OCTPOI hase, B TOM YMcne - Xporu-
eckve W PeLVBIDYIOLIVIE NAASATADHAIE 1 UHCEKLMOHHBIE 3A60NEBaHIAS BUDYCHOT, rpmﬁkoaom W GaKTepHanHOM MPUPOALI, 3M0Ka-
4ECTBEHHbIE ONyXO/IM B AHAMHE3e, NOXINON BO3PACT (265 N1eT). Coco6 npumeHeHms 1 Ao3bi. Mpenapar Crenapa’ «pacTeop ANiA NOAKOX-
HOrO BBEMEHVs> MPEAHASHAYEH ANS MOAKOXHBIX UHbEKLWIL. B3POCTbIE MaUMEHTbI. BASWEYHI MCOPUa3s. PeKoMeHaoBaHHas [03a
cocTaBnsieT 45 Mr. BTOPYI0 UHBEKLMIO AeNAI0T 4 HEfilen CryCTs NOCNe NepBOro MPUMEHeHUs, 3aTem Kaxzbie 12 Hefienb. Y nauneHTos
¢ maccoii Tena Goniee 100 K MPenapar PEKOMEHAYETCS UCTIONL308aTb B A03e 90 M. Mpit HE(hEKTUBHOCTI TepanA B TeveHve 28 HeAens

p P p npenapara. KoppeKLuys A03b1. MaUVMeHTaM, y KOTOPbIX KnUHIMECKas atbek-
TUBHOGTS NPeMapaTa NP MPUMEHEHIN Kakzble 12 Hepen 0, cnepyet Rosy npenapata A0 90 Mr KaXable
12 Hepenb. B cnyae eciv Takoii PexuM A03MpOBaHIS Hea((eKTUBEH, A03Y Npenapara 90 Mr CrieayeT BEOANTH kaxabie 8 Hepenb. Bo3o6-
HOBNEHYE NedeHus. BbiN0 NoKasaHo, YTO BOSOGHOBNIEHME TEPANA N0 CXeMe: BTOPas UHbEKLWS 4epes 4 HEden CnycTa nocne Nepeoro
MPUMEHEHYS,  3aTeM KKABIE 12 HEAENb, SBNAETCS A(EKTUBHLIM 1 GesonacksiM. fcop i apTpuUT. P A fAo3a: 45
Mir. BTOPYIO UHBEKLWIO AGNAIOT 4 HeAien CryCTs! MocAe MePBOrO MPUMEHeHIS, 3aTem Kaxasie 12 Hefiens. Y NaLVIeHTOB C MAcColi Tena Gonee
100 K npenapaT pekoMeHAYETCs! MCronb3oeaTh B Aode 90 Mr. Bonestb KpoHa u s3BeHHbii KonuT. MauyerTam ¢ 60M1esHbIo Kpoka wn

BBEeAeHUst (ycTanocts, aputema B MecTe BBEAEHIS, GONb B MECTe BBEASHWS, PeakLyi B MecTe BBEASHWS (B TOM H1CNe KPOBOTe-
\eHe, FeMaToMa, YINOTHeHME, NPUMYXIIOCTb 1 3yr), acTenws). MocTper b CO CTOPOHI UMMYHHO
CHCTEMbI (PEAKLIN MUNEpHYBCTBUTENLHOCTY (B TOM HUACAE Cbiflb, KPANMBHULA), peakuun r (8 TOM 4mcne

W anr MECKMiA OTEK), MHEDEKLIAN 1 UHBA3WM (IHEKLMIA HIDKHVIX OTAIEIIOB [ibIXATENbHbIX MyTEii), HAPYLUEHNS CO CTOPO-
Hbl HEPBHOW CUCTEMbI (Mapanuy MLEBOro HEPBa), HAPYLLIEHNSi CO CTOPOHbI [AbIXATENLHOM CUCTEMbI, OPraHOB rPYAHON KNETKU N CPeoCTeHNs
(8/18PIVMECKIA ANHBEOTMT, J0IMHOHIEHAS HEBMOHIS, OPTaH3YIOLLASICA HEBMOHHS), HADYLLIEHUR CO CTOPOHSI KOXI U MORKOXKHOF KIeT-

4aTki (NyCTYNEaHbIA ncopuas, KOXH, Kuii ncopuas, AepmarT,
sackynuT). Ocobbie ykasanusi. Ukcekuuu. Npenapar Crenapa® sensetcs 1peccarToM, 1 " MoxeT
YBENVUMBATL PUCK BOSHUKHOBEHWS UHAEKLMIA 1 PeaKTvBaLun hexuwin. B xope i y nauwenTos,

nonyasLLX npenapat Crenapa®, HAGMIORAIMCH CIyMau BOSHUKHOBEHWS CePbE3HbIX GAKTEPUATBHBIX 1 BUPYCHBIX UHGeKLWT. Mpenapat
CTenapa’ He ClIepyeT NPUMEHAT Y NAWMEHTOS C KIMHIMECKI SHAMUMOIt AKTUBHOI UH(DEKLMeH. CTIEAYET C OCTOPOXHOCTBIO MPHMEHSTS
npenapar CTenapa ¥ NALMEHTOB C XPOHI|ECKOI UHCDEKLMEl: Ui & aHamHese. HOBOO-

moryT pYICKa Pa3BUTHS 3NOKA4ECTBRHHBIX HOBOOGPA30Ba-
. Y HEKOTOPBIX MGLIMEHTOB, NONy~aBLLIIX NpenapaT Crenapa’” B pawkax i, PasBuTHe KOXHbIX

aBerA KOIVTON PSKOMSHEOSEHO ORHOKPATHOS, UHIPYIULES TEDaTo 0 TpABSAHOS OBEACHE Tponapara CTenapa® «KOHUEHTPAT 1 HEKOKHbIX 3I0KAYECTBEHHbIX . Crepyet npn Crenapa® r

AN1A MPUFOTOBNEHIA PACTBOPE AN MHGYaMiA» B 4036, P: i H Macchi Tena, ¢ f n co 3o B aHamHe3e, a TakKe MPU PACCMOTPEHIM BO3MOXHOCTI MPOAOMKEHIIS TEPANV MPENapaTom
0351 90 Mr 4epes 8 Hepens (epBoe MOAKOXHOE BBEAHIE) 1 1 paz Kaxpble 12 Hepers B AarbHeiiuem. MOAPOBHEs UH(OPMALWA O BHYTPU-  CTenapa® y MauyieHTos C AMarHoCTUp BOHHBIMM PeaKuui runep: B xoge
BeHHOM BBEAHUM NpenapaTa CTenapa® ykasaHa B UHCTPYKLMM MO ME[WLIMHCKOMY NpUMeHeHMio npenapaTa CTenapa’, KOHUEHTPAT A MOCTPErvCTPALWMOHHOMO HAGMiofeHNs Gbinn 3aper P peakuun , BRIOHast
NPUrOTOBNEHIS PACTBOPA AR UHCY3Wik. MaLMEHTbI, y KOTOPbIX 4epea 8 HeAleN MOCAE MePBOTO MOAKOXHOTO BBEAGHNS He YAANOCH NONY4MTb 11 AHMUOHEBPOTUHECKHiA OTEK. He np KUBbIE BUDYCHbIE W XViBble GaKTEpUanbHbIE BaKLHbI OfHO-
OCTATONHIi OTBET, B TO BPEMA MOTYT MONYMT BTOPYIO NOAKOXHYIO VHBEKLIUIO. Y MALIMEHTOB C NOTepeit OTEETa Npi BAGACHAV 1 pas  BPeMeHHO ¢ npenapaTom Crenapa’. Cony Tepanus. B ¥ NALMEHTOB C 6oNeaHsHo Kpoa
& 12 HeQe/lb NONOXUTENEHbI PE3yISTaT MOKET G NOy-eH NPW YBSMHEHNH HaCTOTS BBEAGHI A0 1 Pasa & 8 Hepens. B n KonuTom P npenapara CTenapa® ¢ MMMYHOMOAYISTOPaMM U C WM He BAMANO Ha
MPenapaT NaUVeHTaM MOXHO BBOAUTS 1 pa3 B 8 Hepens i 1 pas & 12 Hepens, & or i curyauwu. Mo 6630MaCHOCTS 1 Crenapa® b 1 3(EKTUBHOCTS MPUMEHEHYS Mpenapata Cre-
Tepanun GonesHn KpoHa v S3BEHHOTO KONUTA BO3O et n VHBEKLWii Kaxzble 8 HepieNb SBNsieTcst 663 Niapa® y NaUVeHTOB, NPOLIEALLMX IMMYHOTEPANYIIO annepritueckiix i, He Hbl.

NPEAHA3HAYEHO ANA CNELMANUCTOB CAEPbI 3[APABOOXPAHEHUSA

[Jara Bbinycka: despans, 2023 CP-347498 Ha npaBax peknambl



Jletpanekc® — ya00Has ¢popma neyeHus remoppos

Jletpanekc® — MUKPOHU3UPOBAHHAA 0YMLLEHHAS
dGnaBoHomAHaA GpaKuus'

OeTtpanekc®? OvocmuH 600° [xeHeprk MODD?

KynupoBaHue ocTporo npuctyna': 7 gHewu
OETPANEKC*

4000 w40 war . HM
AETPAREKC: 1000 000000 0-
b § J U J

no1tabnetke no1tabnetke
DETPANEKC' 1000 mr 3 pasaB geHb 2 pasaB feHb

MpepoTBpaweHue peunamnBos: 2 MecsLa

no 1tabnetke 1000 Mr 1 pas B fieHb?

JleTpanekc® pekoMeH0BaH B CXeMaxX KOMMJIEKCHOM Tepanuu
Ha BCeX cTaAusx remoppopos’

Crapgusa remoppos

[OwneTta n nameHeHume obpasa Mm13Hu

JOETPANEKC®

Hexupypruvueckue ambynaTopHble npoLenypbl
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Aetpanekc®: KpaTkas MHdopMaLus no 6esonacHoOCTU

CocTtaB*. OunLLeHHas MUKPOHWU3MpOoBaHHas hriaBoHouaHas pakums 500 Mr: guocMuH 450 Mr, hnaBoHoMab1 B nepecyeTe Ha recnepuavH 50 mr. OuunLLeHHas MUKPOHU3UPOBaHHas h1laBoHOUaHas
dpakums 1000 mr: guocMuH 900 Mr, hnaBoHoMabl B nepecyeTe Ha recnepuauH 100 mr. Moka3aHusa*. Tepanus CUMNTOMOB XPOHUYECKUX 3a60neBaHU BEH (ycTpaHeHWe 1 061eryeHne CUMNTOMOB).
Tepanusi CUMMNTOMOB BEHO3HO-MM(ATUYECKON HE[,0CTaTOUHOCTH: 60/Tb, CY0POTY HOT, OLLYLLEHUE TSIKECTU U PacrMPaHms B HOrax, KyCTasnocTby HOT. Tepanusi NposiBIeHUI BeHO3HO-NTMMMaTUYECKO
He[,0CTaTOUHOCTM: OTEKM HOT, TPODUUECKIE USMEHEHUS KOXM U NMOLKOXKHOW KNeTYaTKu, BeHO3Hble TPodUUeckme a3Bbl HOT. CUMMTOMaTUYecKas Teparnusi OCTPOro 1 XpOHUYeckoro remoppost. Cnoco6
MpUMeHeHUs 1 [o3bl*. BeHo3HO-IMMdaTuyeckas HegocTtatodHocTh — 1000 Mr B cyTKK. OcTpbii remoppoii — 8o 3000 Mr B CyTKW. XpoHUYeckuii remoppoii — 1000 Mr B cyTku. lMpoTMBonokasaHus*.
TMnepyyBCTBUTENIbHOCTb K Ae/CTBYIOLLEMY BELLECTBY UMK IF0GOMY 13 BCTIOMOraTe/lbHbIX BELL,eCTB, BXOASLLMX B COCTaB npenapara. Ocobble ykasaHus*. HazHaueHWe npenapara He 3aMeHsieT creLy-
nnYeCcKoro neveHmns 3a6o1eBaHUn NPSIMOI KMLLKM 1 aHaslbHOro KaHasna. EC/in CMMNTOMbI FeMOppOsi COXPaHSIKOTCS MOC/Ie PEKOMEHyeMOro Kypca Tepanuu, cieflyeT NpoiT ocMoTp Y MpoKTosiora,
KOTOpbI nof6epeT fanbHelLyto Tepanuto. B cteue*. Bep Tb*/MakTauus*. He npuMeHsTb npenapat. ®epTunbHocTb*. BnnusiHue Ha cnoco6HOCTb YNpaBAaTb TPAHCMOPTHLIMU
cpepcTBamm, MexaHusMammu*. NMo6ouHoe gelicTBue*. YacTo: anapes, aucnencus, TOWHOTa, pBoTa. HeyacTo: KonnT. Pefiko: rofI0BOKpYXeHue, rofioBHas 60/1b, obliee HeoOMOraH1e, KOXXHas Cblirb,
KOXHbII 3y[l, KpanuBHULA. YacToTa HensBecTHa: 60/1b B XKMUBOTE, U30/IMPOBaHHbIN OTeK NnLa, ry6, Bek. B UCKMIOUMTENbHBIX Cy4asx — aHIMOHEBPOTUYECKUiA oTek. Mepefo3upoBka*. &
noruveckue cBoicTBa*. [eTpanekc® 061afaeT BEHOTOHU3VPYHOLLMM U aHTMOMPOTEKTUBHBIM CBOCTBaMM. MpenapaT yMeHbLUAeT pacTsXUMOCTb BEH W BEHO3HbIV 3aCTOW, CHUXKAET NpoHHULIae-
MOCTb Kanu/fisipoB 1 MOBbILIAET UX PE3UCTEHTHOCTb. PopMa Bbinycka*. * [171s nonyyYeHuUsi NMOHOM MHGOpMaLIMK, MoXanyiicTa, 06paTuTech k obLLeit xapakTepucTKe NIekapCTBeHHOro npenapaTa
WU NONYYNUTE KOHCY/bTaLMIO CNeLuanmucTa.

AO «CepBbex: 125196, . MockBa, yn. JlecHas, a. 7, atax 7/8/9. Ten.: (495) 937-0700, cpakc: (495) 937-0701 SERV’ERJ*

Peknawma. MaTepMan npenHasHaveH O4a cneuuanncToB 34paBoOXpaHeHUs.
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