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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.
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AIM: to clarify endoscopic features that differentiates juvenile polyps from other types of polyps in patients with
Jjuvenile polyposis syndrome.
PAIENTS AND METHODS: the retrospective cohort study included 30 patients who met the clinical criteria for juve-
nile polyposis syndrome in Jan 2012 — Dec 2024. A total of 1026 colorectal neoplasms were analysed comparing
endoscopic and morphological images. Endoscopic features that have a significant impact on the determination
of juvenile polyps were assessed. The following factors were estimated: size, site, Paris classification criteria, polyp
surface, discrepancy with the adenomatous pattern, presence of whitish pits.
RESULTS: the most important features are smooth surface, distinguished from adenomatous polyps include discrep-
ancy with the adenomatous surface pattern according to the classifications of Kudo-Sano, as well as the presence
of whitish pits of a round, irregular or elongated shape (p < 0.001). These criteria allow to determine with a prob-
ability of up to 80% that the detected neoplasm will be a juvenile polyp. The endoscopic diagnostic method has
a high sensitivity of 93.9% (95% (I: 89.1-97.0) and a negative predictive value of 90.7% (95% CI: 83.5-95.4) in
detecting juvenile polyps.
CONCLUSION: endoscopic features of juvenile polyps (smooth surface, the discrepancy with the adenomatous surface
pattern according to the classifications of Kudo S. and Sano Y., as well as the presence of whitish pits of a round,
irregular or elongated shape) were identified.
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INTRODUCTION

The incidence of juvenile polyposis syndrome
(JPS) is 1:100,000 — 1:160,000 of the popula-
tion, which is comparable to Peitz-Jaegers’ syn-
drome (1:150,000), but significantly lower than
the prevalence of familial adenomatous polypo-
sis (1:10,000) and MutYH-associated polyposis
(1:20,000 — 1:60,000) [1].

At the same time, the cumulative risk of colorec-
tal cancer in patients with juvenile polyposis is

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025
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Accepted for publication — 29.04.2025

17-22% at the age of 35 and reaches 68% at the
age of 60 [2,3]. Recently, there are no differential
endoscopic criteria for juvenile polyps, which may
lead to fail detection. One of the features by which
hereditary polyposis syndromes are divided into
separate categories is precisely the type of neo-
plasms that occur in endoscopic and subsequent
pathomorphological examination: adenomatous,
dentate, or hamartomic [4,5]. Classifications that
are used for endoscopic characterization of epi-
thelial neoplasms of the large intestine are well
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known — Kudo, S. and Sano, Y.’s, NICE, JNET; but
it is impossible to characterize hamartomic neo-
plasms, which include juvenile polyps, using them
[6-9]. The difficulty of diagnosing juvenile pol-
yposis syndrome is associated with the possible
simultaneous presence of adenomatous and juve-
nile polyps in the large intestine in more than 50%
of patients [10-12]. Due to the fact that an en-
doscopist is one of the first to meet with patients
with hereditary polyposis syndromes, the problem
of identifying characteristic endoscopic features
is urgent.

AIM

Aim to identify endoscopic features that make it
possible to differentiate juvenile polyps from oth-
er types of neoplasms.

PATIENTS AND METHODS

A retrospective cohort study included 30 patients
with JPS from January 2012 to December 2024.
Inclusion criterion were the pathogenic variants
of the SMAD4 or BMPR1A genes identified.

The following features were evaluated in all pa-
tients with identified neoplasms:

1. Pit and vascular surface pattern, identifica-
tionof compliance with adenomatous neoplasms
using existing classifications (by Kudo S.,Sano Y.).
2. Loose or smooth surface of polyps.

3. Macroscopic type of neoplasm growth accord-
ing to the Paris classification: on a wide base (0-Is
type) or on a pedicle (0-Ip type).

4. The size of the neoplasms.

5. The number of identified neoplasms.

6. Polypssitein largeintestine: colon and rectum.
At the same time, the colour of the surface was not
included in the analysis, since it is a subjective
characteristic; its interpretation depends on the
technical features of the equipment and the per-
ception of a specialist. The following endoscopic
features were specified for juvenile polyps (IPS):
1. Smooth surface (that is, a surface without vil-
lous structures).
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2. The inability to evaluate the surface using
Kudo S. and Sano Y.’s classifications.

3. The presence of whitish rounded, elongated or
irregularly shaped pits on the surface (Fig. 1).
With a loose surface (that is, in the presence of
villous structures), whitish pits could not be visu-
alized (Fig. 2).

An important condition in the differential di-
agnosis of juvenile polyposis is the detection of
endoscopic signs of active or previous inflamma-
tion in the mucous layer of the large intestine (the
presence of hyperemia and swelling of the mucous
layer, erosions, ulcers, scars, rearrangement or
absence of vascular pattern), since juvenile and
inflammatory polyps are very similar at the endo-
scopic and morphological level. The absence of
signs of inflammatory changes in the mucous layer
surrounding the polyps was interpreted in favour
of juvenile polyposis.

Neoplasms were removed endoscopically in 22/30
(73.3%) patients, proctocolectomy was done in
8/30 (26.7%) patients, and subsequently the re-
moved specimen was studied by expert patholo-
gists. An endoscopic picture was compared with
the results of morphology of 1,026 neoplasms in
30 patients.

Statistical Analysis

Statistical data processing was performed using
SPSS 26.0 software (IBM Corp. Released 2019. IBM
SPSS Statistics for Windows, Version 26.0. Armonk,
NY: IBM Corp.) and RStudio (R v. 4.3.2 (R Core Team,
Vienna, Austria)) using the libraries base, dplyr,
gtsummary, rms, MASS, pROC and GenBinomApps.
To determine the feasibility of using parametric
methods for statistical analysis of quantitative
variables, each of the compared totalities was
evaluated for its compliance with the law of nor-
mal distribution. If the number of subjects was
over 50, Kolmogorov-Smirnov’s test with Lilyfors’s
correction was used, and if the number was less
than 50, Shapiro-Wilk’s test was used. The values
of skewness and kurtosis were taken into account,
and the histogram data of the sample under study
were taken into account. In accordance with the

Endoscopic differential criteria for various types of polyps
in patients with juvenile polyposis syndrome
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normal distribution, the quantitative variables
were presented as the mean and standard devia-
tion, indicating the 95% confidence interval of the
sample ((M +SD) 95% CI); in the case of a non-nor-
mal distribution, they were presented as the medi-
an, lower and upper quartiles, minimum and maxi-
mum values — Me (Q1; Q3) Min-Max. Qualitative
variables were presented as absolute values with a
percentage of the total: n/N (%). Student’s t-test
or Mann-Whitney’s U-test were used to compare
quantitative variables depending on the normali-
ty of the distribution. To compare qualitative vari-
ables, Pearson’s y?test (with a minimum expected
value of 10 or more) or Fischer’s precise test (with
a minimum expected value of < 10) were used.

The nonparametric Kruskal-Wallis’s H-test was
used to compare three independent groups based

Figure 1. 1A, 15 — endoscopic image of adenomatous neoplasms (in white and in a narrow light spectrum, BLI mode) — dimpled

on quantitative criteria. With a value of p < 0.05,
an adjustment was made for the multiplicity of
Bonferroni’s comparisons using Dunn’s test. To
build a mathematical model, the sample (N = 995)
was randomly divided into a training and a test
sample in a ratio of ~7:3.

Univariate and multivariate logistic regression
analyses were performed on the training sample.
The association of factors with outcome was as-
sessed by calculating the odds ratio (OR) with
95% CI. In the multivariate model, predictors were
selected by step-by-step exclusion. The quality
of the model was assessed by McFadden’s R? (the
model was considered acceptable at R? > 0.4). A
ROC analysis was performed on the test sample,
and the area under the ROC curve, its standard
deviation, 95% CI, and significance level were

pattern corresponds to type IIIL according to the Kudo S. classification, vascular pattern corresponds to type II according to the
Sano Y. classification; 2A, 2b — endoscopic image of a juvenile polyp (in white and in a narrow light spectrum, mode BLI), whitish

pits are indicated by an arrow.
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evaluated. The cut-off point was specified by
Yoden's test; sensitivity, specificity, predictive
value of a positive result (PVPR) and predictive
value of a negative result (PVNR), overall accura-
cy, as well as their 95% CI (defined using Clopper-
Pearson’s test) were calculated for it. A nomogram
was constructed as a graphical representation of
the obtained model to estimate the probability of
outcomes. In all calculations, the difference be-
tween the features was considered significant at a
statistical significance level of p < 0.05.

RESULTS

Based on the comparative analysis of endoscopic
and morphological studies, an algorithm for the
diagnosis of juvenile polyps has been developed
(Fig. 3). According to the highlighted features

Figure 2. 1A, 16 — adenomatous polyps with a loose surface, with the presence of villous structures, 2A, 26 — juvenile polyps with

presented in the algorithm (smooth surface; in-
ability to evaluate the surface using Kudo S. and
Sano Y.'s classifications), the presence of whitish
rounded, elongated, or irregularly shaped pits on
the surface) — 457/590 (77.5%) (95% CI: 73.9-
80.8) polyps turned out to be juvenile. In the
presence of a loose surface, 37/93 (39.8%) neo-
plasms were juvenile (95% CI: 29.8-50.5). When
characterizing neoplasms according to Kudo S.
and Sano VY.s classifications, 323/343 (94.2%)
neoplasms were adenomatous at the morphologi-
cal level (95% CI: 91.1-96.4).

Based on the endoscopic picture of neoplasms de-
tected in the large intestine, three variants were
identified: only juvenile polyps were detected in
14/30 (46.7%) patients, mixed polyposis in 11/30
(36.7%) patients and only adenomatous neoplasms
inthe large intestinein 5/30 (16.7%) patients. The

a lobed but smooth surface, without the absence of villous structures

SHpockonuyeckne anddepeHumanbHble KPUTEPUM PASIMYHBIX TUMOB
NONUMNOB y NALMEHTOB C CHHAPOMOM IOBEHWIIBHOTO NONMNO3d

Endoscopic differential criteria for various types of polyps
in patients with juvenile polyposis syndrome

13



KITMHUYECKME PEKOMEHOALINUA

CLINICAL GUIDELINES

Table 1. Incidence of pathogenic variants in the SMAD4 and BMPR1A genes depending on the endoscopic picture of colorectal

neoplasms in patients with JPS

Only juvenile polyps, . . o Only adenomatous
n (%) Mixed pol"}(Eo;ls, n (%) polyps, 1 (%)
N=11 B N=5
Pathogenic variant of the SMAD4 gene 5 (45.5) 1(20) 3 (60)
Pathogenic variant of the BMPR1A gene 6 (54.5) 4 (80) 2 (40)

Note: * Patients with pathogenic variants in the SMAD4 and BMPR1A genes are included

Table 2. Characteristics of the number and size of polyps in various endoscopic variants of juvenile polyposis syndrome (n = 30%*)

Only juvenile polyps Mixed polyposis Only adenomatous polyps
The number of neoplasms, 15 (3;21) 21(12.5;32) 4 (2;64)
Me (Q1.03); 2-47 4-201 1-200
Min-Max N =14 N=11 N=5
Neoplasm size (cm), 1.0 (0.8;1.5) 0.8 (0.5;1.5) 0.6 (0.4;1.0)
Me (Q1,03); 0.2-4.0 0.3-7.0 0.2-3.0
Min-Max N=212 N =273 N =541

Note: * 21 patients with pathogenic variants and 9 patients with wild-type SMAD4 and BMPR1A genes were included

molecular genetic cause of the disease was iden-
tified in 21/30 (70.0%) patients (Table 1). Of the
21 patients with pathogenic variants (mutations)
identified: 11/21 (52.4%) patients had only juve-
nile polyps in the large intestine, 5/21 (23.8%) pa-
tients had mixed polyposis, 5/21 (23.8%) patients
had adenomatous neoplasms.

In 30 patients, the number of polyps ranged from
1 to 201 polyps with a median of 16.5 (4; 29), the
median size was 0.8 (0.5; 1.2) 0.2-7.0 cm (Table 2).
The groups did not significantly differ in the
number of polyps (p = 0.521), but they differed
in size (p < 0.001). When comparing the groups in
pairs, it was found that the sizes of neoplasms dif-
fer in the groups of adenomatous neoplasms and
juvenile polyps, as well as mixed polyposis and

Neoplasms in 30 patients
with JPS n-1,026

!

‘._-_-__-_____..—-

Fegarded as an adenomatous
neoplasm n=343

' '

Assessment of the surface
structure for compliance
with the adenomaious
pattern using 8. Kudo and
Y.Sano’s classifications

Classified as non-adenomatous
type n=683,
-hamartomas,
-inflammatory polyps

Smooth surface n=331 Loose surface n=12

Removal of neoplasms

Result of morphological examination

Adenoma with low-grade epithelial
dysplasia 322/343 (93.9%)
JP 20/343 (5.8%)
Traditional dentate adenoma
1/343 (0.3%)

'y 3

Smooth surface n=590 Loose surface n=93

. 1

Removal of neoplasms
Absence of signs of active
or previous inflammation l

gical ination

T Result of P

Adenomas 49/93 (52.7%)
TP 37/93 (39.8%)
Inflammatory polyp 7/93 (7.5%)

Whitish rounded,
elongated irregularly shaped
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a vascular pattern
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d 3

TP 457/590 (77.5%)
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End

F pic picture corresy
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Inflammatory polyp 23/390 (3.9%)

Figure 3. Algorithm for the diagnosis and endoscopic features of juvenile polyps
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Table 3. Endoscopic characteristics of colorectal neoplasms identified in patients with juvenile polyposis syndrome

Adenomatous Juvenile
Indicators polyps polyps P
N =343 N =683
Size (cm) 0.6 (0,4,1,0) 0.8 (0,6,1,5) <0.001
Me (Q1,3); Min-Max 0.2-4.5 0.2-7.0
Localization, n (%) 0.602
Rectum 103 (30) 216 (31.6)
Colon 240 (70) 467 (68.4)
Paris Classification, n (%) <0.001
0-Is type (on wide base) 275 (80.2) 350 (51.2)
0-Ip type (on the pedicle) 68 (19.8) 333 (48.8)
Surface, n (%) <0.001
Smooth 331 (96.5) 590 (86.4)
Loose 12 (3.5) 93 (13.6)
The presence of whitish pits of rounded, elongated or irregular shape 0 559 (82) <0.001
that do not correspond to classifications*, n (%)
Compliance with adenomatous structures*, n (%) 343 (100) 0 <0.001
Kudo S.’s pit pattern, n (%) - -
11IS 249 (72.5)
ITIL 83 (24.2)
i\ 11 (3.3)
Vascular pattern according to Y.Sano's classification, n (%) - -
II 343 (100)
Results of the pathomorphological study, n/N (%) -
Adenomas 322/343(93.9) | 162/683 (24.3)
P 20/343 (5.8) 492/683 (72.8)
Traditional dentate adenoma 1/343 (0.3) -
Inflammatory and hyperplastic polyps - 29/683 (2.9)

Note: * Assessment of the pit pattern using Kudo S.’s classification and vascular pattern using Sano Y.'s classification

juvenile polyps (p < 0.001). When comparing ad-
enomatous and juvenile neoplasms, criteria such
as size, site, macroscopic appearance and surface
have no differential diagnostic significance, since
the difference in indicators is minimal and any of
these features can occurred in each of the groups.
The most important diagnostic feature of all the
characteristics is the ability to assess the surface
of neoplasms according to Kudo S. and Sano Y.’s
classifications. Unlike juvenile polyps, the surface
of all adenomatous neoplasms 343/343 (100%)
could be characterized using these classifica-
tions. At the same time, whitish pits of rounded,
elongated or irregular shape were revealed in
559/590 (94.8%) juvenile polyps with a smooth
surface (Table 3).

The discrepancy between the results of endo-
scopic diagnosis and the morphological picture
was revealed in 191/683 (28%) neoplasms, which
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according to endoscopic criteria were initially
interpreted as juvenile polyps; their characteris-
tics are shown in Table 4. The size of these neo-
plasms was 0.2-7.0 cm, with a median of 1.2 (0.6;
2) cm, which did not differ from other neoplasms.
According to morphology, 160/191 (83.8%) neo-
plasms had the structure of adenomas with low-
grade epithelial dysplasia, 1/191 (0.5%) neoplasm
had adenomas with high-grade epithelial dyspla-
sia, 1/191 (0.5%) neoplasm had adenocarcinomas,
the other neoplasms were inflammatory and hy-
perplastic polyps 29/191 (15.2%).

The features we identified as characteristic of
juvenile polyps are: size, site, Paris classification
(on a wide base or on a pedicle), smooth or loose
surface, compliance with the adenomatous pat-
tern according to Kudo, S. and Sano, Y.’s classifica-
tions, the presence of whitish pits, were included
in the univariate and multivariate analyses with

Endoscopic differential criteria for various types of polyps
in patients with juvenile polyposis syndrome
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Table 4. Characteristics of polyps that were endoscopically re-
garded as juvenile, but were not confirmed by pathomorphology
(n=191)

. Polyps
Indicators N =191
Size (cm) 1.2 (0,6,2)
Me (Q1.Q3); Min-Max 0.2-7.0
Localization, n (%)
Colon 103 (54)
Rectum 88 (46)
The surface of the polyps, n (%)
Smooth 104 (54.5)
Loose 87 (45.5)
Results of the pathomorphological
study, n (%)
Adenoma
Low-grade 160 (83.8)
High-grade 1(0.5)
Adenocarcinoma 1(0.5)
Inflammatory polyp 25 (13.1)
Hyperplastic polyp 4(2.1)

the compilation of a nomogram and the construc-
tion of a ROC curve. At the same time, the calcula-
tion of the identified endoscopic features was per-
formed based on the specification of the type of
neoplasms based on morphology. In the training
sample (N = 686), juvenile polyps and adenoma-
tous polyps were compared according to all of the
above characteristics (Table 5).

329/350 (94.0%) juvenile polyps had a smooth
surface more often than adenomatous polyps —
295/336 (87.8%) (p = 0.005).

Whitish pits were detected in 334/350 (95.4%) ju-
venile polyps, which is significantly more common
than in adenomatous polyps — 64/336 (19.0%)
(p < 0.001). Adenomatous polyps — 225/336
(67.0%) had an adenomatous surface pattern
more often than juvenile polyps: 10/350 (2.9%)
(p <0.001).

A univariate analysis was performed to find endo-
scopic characteristics capable of predicting the
morphological structure of the neoplasm (Table
6). Four significant variables were identified: the
size of the neoplasm, smooth surface, correspon-
dence of the surface pattern to adenomatous and
the presence of whitish pits. With small neoplasm
sizes, the chance of its identification as a ju-
venile polyp rather than an adenomatous one is
1.3 times greater (OR = 0.77; 95% CI: 0.61-0.97).
When matching the adenomatous surface pattern,
the chance of detecting a juvenile polyp during
morphological examination is 100 times less than
that of an adenomatous one (OR = 0.01; 95% CI:
0.01-0.03). When whitish pits are detected, the
probability that the detected neoplasm will turn
out to be a juvenile polyp rather than an adeno-
matous one is 89 times greater (OR = 88.7; 95%
CI: 51.6-162.0). In the presence of a smooth sur-
face, the chance that the detected neoplasm will
turn out to be juvenile rather than adenomatous
is 2 times greater (OR = 2.18; 95% CI: 1.27-3.83).

Table 5. Descriptive statistics of endoscopic characteristics of juvenile and adenomatous polyps taking into account morphology

(training sample)

. Juvenile polyps | Adenomatous polyps
Indicators N = 350 N =336 P
Size, cm 0.8 (0.5; 1.2) 0.8 (0.5; 1.5) 0.8
Me (Q1,03); Min-Max 0.3-3.0 0.2-7.0
Localization 0.7
Colon 252 (72.0%) 237 (70.5%)
Rectum 98 (28.0%) 99 (29.5%)
Paris classification 0.2
On the pedicle(0-Ip) 141 (40.3%) 118 (35.1%)
On the wide base (0-Is) 209 (59.7%) 218 (64.9%)
Polyps face 0.005
Smooth 329 (94.0%) 295 (87.8%)
Loose 21 (6.0%) 41 (12.2%)
The surface pattern corresponds to the adenomatous 10 (2.9%) 225 (67.0%) <0.001
Whitish pits 334 (95.4%) 64 (19.0%) <0.001
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Table 6 .Univariate analysis of the predictive ability of endoscopic criteria in identifying the morphological structure of polyps

(training sample)

Indicators OR (95% CI) P
Size of the neoplasm (cm) 0.77 (0.61-0.97) 0.028
Localization in the colon 1.07 (0.77-1.50) 0.7
Neoplasm on a wide base (0-Is as per Paris Classification) 0.80 (0.59-1.09) 0.2

Smooth surface of the neoplasm 2.18 (1.27-3.83) 0.005
The surface pattern corresponds to the adenomatous 0.01 (0.01-0.03) <0.001
Whitish pits 88.7 (51.6-162.0) < 0.001

Table 7. Multivariate analysis of the predictive value of endoscopic criteria in identifying juvenile polyps confirmed by morphology

Variable B (SD) OR (95% CI) P
The constant of the regression equation -2.37 (0.49) 0.09 (0.03-0.23) <0.001
Neoplasm on a wide base (0-Is as per Paris Classification) 0.45 (0.27) 1.56 (0.93-2.64) 0.094
Smooth surface of the neoplasm 0.48 (0.43) 1.62 (0.68-3.67) 0.3
The surface pattern corresponds to the adenomatous -1.59 (0.59) 0.20 (0.07-0.68) 0.007
Whitish pits 3.34 (0.48) 28.32 (11.81-80.06) <0.001

Other factors do not significantly affect the pre-
dictive ability of the morphology.

As a result of the step-by-step selection of param-
eters, 3 features were included in the multivariate
model: neoplasms on a wide base, the correspon-
dence of the surface pattern to adenomatous and
the presence of whitish pits; however, taking into
account the importance of assessing the surface

of the polyp, this feature was forcibly included
(Table 7).

It was found that the detection of whitish pits
(OR = 28.32; 95% CI: 11.81-80.06) and inconsis-
tency with the adenomatous pattern (OR = 0.20;
95% CI: 0.07-0.68) are independent factors that
significantly increase the chance that the detected
neoplasm is a juvenile polyp. McFadden’s R?=0.51,

Points 0 10 20 30 40 50 50 70 80 90 100
: ’ . On a wide base
Paris Classification _—
On the pedicle
Smooth
—
Polyp surface
Loose
No
Surface pattern corresponds ! 4
to the adenomatous Yes
Yes
Whitish pits ’
No
Total number of points
0 20 40 60 80 100 120 140 160 180
Probability of p : : : ; ’ : :
identifying JP 01 02 03 04 05 06 07 08

Figure 4. Nomogram for assessing the probability of detecting juvenile polyps based on endoscopic criteria
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Table 8. Classification matrix for evaluating the diagnostic effectiveness of determining juvenile polyps based on the results of the

obtained mathematical model (tested on a test sample)

JP (based on the results of
morphological examination)

Adenoma (based on the results

of morphological examination) Total number

JP (model) 151 32 183
Adenoma (model) 13 113 126
Total 164 145 309

Table 9. Classification matrix for assessing the diagnostic effectiveness of identifying juvenile polyps based on endoscopy (test

sample)
JP (based on the results of | Adenoma (based on the results
. s . e Total number
morphological examination) | of morphological examination)
JP (based on the results of endoscopic 154 48 202
examination)
Adenoma (based on the results of 10 97 107
endoscopic examination)
Total 164 145 309

which indicates an acceptable correspondence of
the regression model to real data.

A nomogram was constructed as a graphical rep-
resentation of the obtained model for estimat-
ing the probability that a neoplasm visualized
endoscopically would turn out to be a juvenile
polyp according to morphology (Fig. 4). The no-
mogram is presented as a set of scales, each of
which corresponds to a certain variable — size,
Paris Classification, as well as the surface of the
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Figure 5. ROC curve of the obtained model based on the test
sample
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polyp, compliance with the adenomatous surface
pattern, the presence of whitish pits. The initial
parameter is given certain points, depending on
the magnitude of its value, then the sum of each
parameter of the points is calculated and the per-
centage probability that the neoplasm is a juve-
nile polyp is defined.

A ROC analysis was performed on the test sample
(N = 309) and the ROC curve was constructed
(Fig. 5). The function value of 0.43 was chosen as
the cut-off point by Yoden'’s test.

The area under the ROC curve is AUC = 0.86 + 0.02
(95% CI: 0.81-0.90), p < 0.001, which indicates
that the endoscopy has a good diagnostic ability
in detecting juvenile large intestine polyps.

When checking the diagnostic effectiveness of
identifying juvenile polyps based on the results
of the mathematical model obtained, sensitiv-
ity was 92.1% (95% CI: 86.8 — 95.7), specificity
was 77.9% (95% CI: 70.3 — 84.4), PVPR was 82.5%
(95% CI: 76.2 — 87.7), PVNR was 89.7% (95% CI:
83.0 — 94.4) and overall accuracy — 85.4% (95%
CI: 81.0 — 89.2) (Table 8).

When checking the diagnostic effectiveness of
identifying juvenile polyps based on the results of
endoscopic examination in the test sample, sensi-
tivity was 93.9% (95% CI: 89.1-97.0), specificity
was 66.9% (95% CI: 58.6-74.5), PVPR was 76.2%
(95% CI: 69.8-81.9), PVNR was 90.7% (95% CI:

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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83.5-95.4) and overall accuracy — 81.2% (95%
CI: 76.4-85.4), respectively (Table 9). When com-
paring the obtained results of the diagnostic char-
acteristics of the mathematical model and the
endoscopic examination in comparison with the
morphology, significant differences were revealed
only in specificity (p = 0.036), with a large value
for the mathematical model (coincidence intervals
intersected). Despite the fact that the exact val-
ues of sensitivity and PVNR were slightly higherin
the endoscopic examination, and PVPR and over-
all accuracy were lower than in the mathematical
model, there were no statistically significant dif-
ferences in these indicators

(psensitivity = 0'5; pPVNR = 0'8; pPVPR =0.13 and poverall
=0.16).

accuracy

DISCUSSION

According to the literature, 50% of patients with
JPS are characterized by the presence of mixed
polyposis [14]. There are also separate series of
cases when only adenomatous neoplasms are
detected in patients in the large intestine [15].
According to our data, 46.7% of patients with ju-
venile polyposis have only juvenile polyps in the
large intestine, 36.7% of patients have mixed pol-
yposis, and 16.7% of patients have adenomatous
neoplasms.

It should be emphasized that in patients with ad-
enomatous polyps, the diagnosis of juvenile pol-
yposis syndrome was verified after molecular ge-
netic study, excluding pathogenic variants in the
APC gene, and performing full-exome sequencing:
3 out of 5 patients had a pathogenic variant of
the SMAD4 gene, and 2 out of 5 had a pathogenic
variant of the BMPR1A gene. In patients with 20 or
more epithelial neoplasms of the large intestine,
it is advisable to conduct a molecular genetic
study to identify pathogenic variants of the APC
and MutYH genes, and in their absence, advanced
genetic search (using high-throughput sequenc-
ing) is necessary [16].

Recently, thereare nodeveloped classificationsand
differential diagnostic criteria for the endoscopic
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assessment of juvenile polyps. According to the
literature, the features of juvenile polyps are: hy-
peremia of the surface, the presence of erosion,
caps of white mucus. When assessing the surface
structure, open pits with inflammatory changes
and a low density of the pit pattern are revealed
[11,12]. This description may also be characteris-
tic of inflammatory polyps. A number of authors
indicate that it is necessary to make a differential
diagnosis between juvenile and inflammatory pol-
yps [12,13,17,18]. Morphologically, juvenile polyps
are also difficult to differentiate from inflamma-
tory ones [19]. It is extremely important to em-
phasize that based on our research; the absence
of signs of active or previous inflammation in the
mucous layer surrounding the neoplasm (absence
of erosions, ulcers, scars, hyperemia and swelling
of the mucous layer, vascular pattern rearrange-
ment) allows to exclude inflammatory polyps and
indicates in favor of juvenile ones. In this study,
for the first time, the features that characterize
juvenile polyps and have a high predictive value
were identified: a smooth surface, the inability to
evaluate the surface using Kudo S. and Sano V.’s
classifications, inconsistency with the adenoma-
tous pattern; the presence of whitish rounded,
elongated or irregularly shaped pits on the sur-
face. If these features are present and signs of ac-
tive or previous inflammation in the surrounding
mucosa are excluded, there is a probability of up
to 80% that the detected neoplasm will be a ju-
venile polyp.

CONCLUSION

Endoscopic features were identified (smooth
surface, non-compliance with the adenomatous
pattern according to Kudo S. and Sano Y.’s clas-
sifications, as well as the presence of whitish pits
of rounded, irregular or elongated shape), which
make it possible to verify juvenile polyps with
high probability.

Endoscopic differential criteria for various types of polyps
in patients with juvenile polyposis syndrome
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Survival of infliximab and adalimumab biosimilar therapy
in patients with Crohn’s disease

Timofei L. Aleksandrov, Bella A. Vykova, Maria A. Ignatenko, Sofia S. Belous,
Kristina A. Sergeeva, Maria V. Korgunova

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

AIM: to evaluate the two-year survival of therapy with biosimilars of infliximab and adalimumab in patients with
Crohn’s disease (CD).
PATIENTS AND METHODS: survival was assessed by primary medical records (electronic medical records) of patients
with CD who started on adalimumab or infliximab therapy in 2017-2019. Forty-nine patients who received inflix-
imab therapy and 39 patients who received adalimumab therapy were included in the study. The main clinical and
demographic data, laboratory tests (hemoglobin, leukocyte, platelet, albumin, C-reactive protein and fibrinogen
levels) and instrumental checkup (ileocolonoscopy, intestinal ultrasound, CT enterography or MR enterography) at
the time of therapy initiation and for 2 years were estimated. In addition, the need for therapy optimization during
this period, the frequency and reasons for therapy discontinuation are assessed. In the context of the retrospective
analysis, the “number of involved segments” (NIS) index was included. By this index, we meant the number of ana-
tomical segments of the intestine to which the active inflammatory process was determined (duodenum, jejunum,
ileum, cecum, ascending colon, transverse colon, descending colon, sigmoid colon, rectum).
RESULTS: in patients with infliximab for 2 years, the intensity of the inflammatory process significantly decreased.
The number of intestinal segments involved in the inflammatory process and endoscopic activity significantly
decreased during all 2 years of therapy (p < 0.001 for both indices), the level of hemoglobin and plasma albumin sig-
nificantly increased (p = 0.004 and p = 0.025, respectively). The median survival of therapy was 19 (9;24) months
and the treatment continued for more than 2 years in 44.9% of patients. During adalimumab therapy of patients
with CD, a significant decrease in all parameters of the inflammatory process activity was detected, the number
of inflamed intestinal segments (p < 0.001), intestinal wall thickness (p < 0.001), C-reactive protein (p < 0.001).
The median survival of therapy was 24 (12; 24) months, 55.1% of patients continued to receive adalimumab for
more than 2 years. At the same time, during infliximab and adalimumab therapy, the frequency of complications
of CD increased (p < 0.001) due to strictures (p < 0.001). This is probably explained by the healing of transmural
ulcerative defects with the formation of cicatricial deformation of the intestine.
CONCLUSION: the study of predictors of high survival of biotherapy in patients with IBD is quite promising. Based on
the results of retrospective analysis, several promising areas for prospective studies have been identified.
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INTRODUCTION

Recently, genetically engineered biological drugs
(GEBD) are actively used in the treatment of mod-
erate and severe forms of inflammatory bowel dis-
eases (IBD). The modern concept postulates the
need to achieve and maintain a stable remission
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of the inflammatory process, and in such patients,
this can be achieved only by prescribing perma-
nent anti-recurrence therapy [1]. Accordingly, pa-
tients with indications for GEBD therapy should
receive these drugs for a long time. Of course,
in such conditions, the first question is not only
about safety, but also about the survival of the
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therapy. The survival rate of GEBD therapy refers
to the time from prescribing the drug to its with-
drawal for any reason [2].

About a third of patients with Crohn’s disease (CD)
need to intensify therapy with TNF inhibitors dur-
ing the first 14 months of treatment due to the
ebbing effect [3]. This is especially true for inflix-
imab. Kim, N.H. et al. assessed the therapy surviv-
al in patients with CD, with and without previous
experience of biological therapy. The 5-year sur-
vival rate of the therapy in this study was 44.8%
and 58.7%, respectively [4]. Recently, biosimilars
of adalimumab and infliximab have been actively
used in domestic and foreign clinical practice.
And while there is a lot of data on the comparable
effectiveness of biosimilars with the original drug
both in the world and in Russia [5-7], there are
still few publications on the survival of the ther-
apy, especially those describing the survival rate
in the Russian population of patients with CD [8].
In connection with all of the above, we have un-
dertaken a retrospective analysis of the survival
of the therapy with Russian biosimilars infliximab
and adalimumab in patients with CD.

AIM

The aim of the study was to evaluate the two-year
survival of treatment with domestic biosimilars
infliximab and adalimumab in patients with CD.

PATIENTS AND METHODS

Survival was assessed by analyzing the primary
medical records (electronic medical records) of
patients with CD who had started therapy with
adalimumab or infliximab in the gastroenterology
department in the period between 2017 and 2019.
A total of 49 patients treated with infliximab and
39 patients treated with adalimumab were includ-
ed in the analysis.

In all cases, the patients underwent a compre-
hensive laboratory and instrumental diagnos-
tics, which specified the indications for starting
therapy with infliximab or adalimumab. Regular

BbixuBaemocTb Tepanuu BUocuMUnsSpamu uHpnmukcumaba
1 apanMmymaba y naumeHToe ¢ 6onesHbio KpoHa

monitoring of the effectiveness and tolerability
of the therapy was also carried out.

The main clinical and demographic data, labora-
tory results (hemoglobin, leukocytes, platelets,
albumin, C-reactive protein and fibrinogen lev-
els) and instrumental studies (ileocolonoscopy,
ultrasound of the intestine, CT enterography or
MR enterography) at the time of initiation of the
therapy and for 2 years against the background of
its continuation were analyzed. In addition, the
need to optimize the therapy during this period,
the rate and reasons for discontinuation of the
therapy were analyzed. As part of the retrospec-
tive study, we introduced the “number of involved
segments” (NIS) indicator. By this indicator, we
meant the number of anatomical segments of the
intestine in which the active inflammatory pro-
cess was detected (duodenum, jejunum, ileum,
cecum, ascending intestine, transverse colon, de-
scending intestine, sigmoid colon, rectum).
Considering that one of the significant drawbacks
of our retrospective analysis was the inability to
track the changes of the patient’s condition ac-
cording to strict control points, the following
follow-up intervals were adopted: 6-12 months,
12-24 months and 24-36 months.

Statistical Analysis

The indicators of descriptive statistics were ana-
lyzed using the StatTech v. 4.6.1 program (devel-
oped by Stattech LLC, Russia). Quantitative in-
dicators were evaluated for compliance with the
normal distribution using Shapiro-Wilk’s test.
Quantitative indicators with a normal distribu-
tion were described using arithmetic averages (M)
and standard deviations (SD), the limit of the 95%
coincidence interval (95% CI). In the absence of
a normal distribution, quantitative data were de-
scribed using the median (Me), and the lower and
upper quartiles (Q1;Q3). Categorical data was de-
scribed with absolute values and percentages. To
compare three or more related groups according to
a normally distributed quantitative feature, a uni-
variate analysis of variance with repeated mea-
surements was used. The statistical significance

Survival of infliximab and adalimumab biosimilar
therapy in patients with Crohn’s disease
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of the changes in the dynamics of the indicator
was assessed using Fischer’s F test. A posteriori
analysis was performed using a paired Student's t-
test with Holm’s correction. When comparing three
or more dependent totalities whose distribution
differed from the normal one, the nonparametric
Friedman's test was used with posteriori compari-
sons using Conover-Iman’s test with Holm’s cor-
rection. The differences were considered statisti-
cally significant at p < 0.05.

The second part of the statistical data processing
was performed in RStudio (R v. 4.4.1 (R Core Team,
Vienna, Austria)) using the libraries dplyr, gtsum-
mary, survival, survminer.. In order to estimate
the probability of maintaining therapy by months,
Kaplan-Meyer’s curves were constructed (the fact
of drug withdrawal was taken as the outcome). To
find the risk factors associated with drug with-
drawal, Cox regression analysis was performed
with the calculation of the risk ratio (HR) and its
95% CI. The indicators were considered to be asso-
ciated with the fact of discontinuation of therapy
at p <0.05.

RESULTS

Infliximab for Crohn’s Disease

During this period, 49 patients with CD received
infliximab. The median age of disease onset was
20 (17; 29) years; there were 26 (53.1%) women
and 23 (46.9%) men. Infliximab was the second
GEBD in most cases. These were mainly patients
with mild CD attack (the median score as per
Harvey-Bradshaw’s index was 5 (2; 9)), with the
ineffectiveness of basic therapy or after sur-
gery for complications of CD as an anti-recur-
rence treatment. The clinical and demographic
characteristics are presented in more detail in
Table 1.

According to the location of the lesion, the pa-
tients were distributed as follows: terminal il-
eitis — 14 (28.6%) patients, CD in the form of
colitis — 12 (24.5%), ileocolitis — 23 (46.9%).
The majority of patients in the group had lumi-
nal inflammation — 31 (63.3%) patients, the

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

Table 1. Clinical and demographic data of CD patients on inf-
liximab therapy

Indicators Infliximab for
CD, N =49
Age of onset of the disease, years, 20 (17;29)
Me (Q1; Q3)
Gender, n (%)

Male 23 (46.9)
Female 26 (53.1)
Duration of the disease before the start of | 66 (35;115)

therapy, months, Me (Q1; Q3)

Harvey-Bradshaw’s Index, Me (Q1; Q3) 5(2;9)
Steroid addiction, n (%) 7 (14.3)
Steroid resistance, n (%) 3(6.1)
History of resections, (%) 14 (28.6)
Surgeries for perianal manifestations in 24 (49.0)
the anamnesis, n (%)

Ineffectiveness of azathioprine, n (%) 6 (12.2)
Ineffectiveness of methotrexate, n (%) 4 (8.2)
GEBD in the anamnesis, n (%) 24 (49.0)
Ineffectiveness of adalimumab, n (%) 15 (30.6)
Ineffectiveness of certolizumab pegol, n 6 (12.2)
(%)

Ineffectiveness of vedolizumab, n (%) 3(6.1)
Ineffectiveness of ustekinumab, n (%) 1(2.0)
Smoking, n (%) 10 (20.4)
Lesion in the upper gastrointestinal tract, 1(2.0)

n (%)

Perianal manifestations, n (%) 32 (65.3)
Extra-intestinal manifestations, n (%) 10 (20.4)
Concomitant non-immune diseases, n (%) 10 (20.4)
Table 2. Concomitant therapy in patients with CD treated with
infliximab

Druds Infliximab for
g CD, N = 49

Concomitant administration of 27 (55.1)
glucocorticosteroids, n (%)

Concomitant administration of 25 (51)
antibacterial drugs, n (%)

Combination with thiopurines, n (%) 32 (65.3)

stricturing phenotype was observed in 10 (20.4%),
the penetrating form — in 8 (16.3%).

At the time of initiation of infliximab therapy,
27 (55.1%) patients were receiving steroids,
while 6 (12.2%) of them were receiving topical
budesonide therapy, 12 (24.5%) were receiving
systemic steroids at the rate of 1 mg/kg in terms

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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Figure 1. Dynamics of hemoglobin level changes (in g/l) during infliximab therapy

of prednisone, and 9 (18.4%) were receiving 2 mg/ to mild anemia. During the year of infliximab ther-
kg. 25 (51.0%) patients received antibiotic thera- apy, there was a significant increase in this indica-
py, and in 32 (65.3%) cases, infliximab was admin-  tor to 130 (95% CI 123 -138) g/l (p = 0.004). It is
istered in combination with thiopurines (Table 2). worth noting that the median hemoglobin index
Laboratory data was analyzed as part of monitor- reached the lower limit of normal values only by
ing the effectiveness of the therapy. The average the second year of the therapy, remaining sub-
hemoglobin level at the start of treatment was normal throughout the entire follow-up period
118.8 (95% CI: 109-128) g/l, which corresponded (Fig. 1).
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Table 3. Outcomes of infliximab therapy in patients with CD

Therapy outcomes Infliximab for CD, N = 49

Any surgical treatment during the period from 6 to 12 months of therapy, n (%), of them: 5(11.4)
Intestinal resection in the period from 6 to 12 months, n (%) 0
Surgical treatment for perianal manifestations in the period from 6 to 12 months, n (%) 5(11.4)
Any surgical treatment between 12 and 24 months, n (%), of them: 3(10.3)
Intestinal resection in the period from 12 to 24 months, n (%) 1(3.4)
Surgical treatment for perianal manifestations in the period from 12 to 24 months, n (%) 2(6.9)
Surgical treatment for any reason in the period from 24 to 36 months, n (%), of them: 1 (4.8)
Intestinal resection in the period from 24 to 36 months, n (%) 1(4.8)
Surgical treatment for perianal manifestations in the period from 24 to 36 months, n (%) 0
The need to optimize therapy, n (%) 18 (36.7)
Primary ineffectiveness, n (%) 18 (36.7)
Loss of response, n (%) 5(10.2)
Adverse events, n (%) 5(10.2)

It is also important to note that the assessment
of albumin levels showed a significant increase
during the treatment (p = 0.025). In addition,
starting from the second year of observation,
all values, except for emissions, were within the
reference range. As for the remaining laboratory
parameters, which were determined routinely in
patients with CD, as well as markers of inflamma-
tion (CRP and ESR), there were no significant de-
viations from normal values at baseline, as well
as during the follow-up period during therapy for
2 years.

An assessment of the NIS changes during the ob-
servation period was carried out. At the beginning
of the therapy, the median number of involved seg-
ments was 3 (1.5;4.5), significantly decreasing to
1 involved segment by the second year, p = 0.001
(Fig. 3).

We also assessed the changes in the extent of the
lesion of the small intestine according to CT en-
terography. In the presence of several sites of the
inflammatory process in the small intestine, their
total length was taken into account (Fig. 4). There
was no significant change in the extent of the in-
flammatory process in the small intestine during
the therapy (p = 0.8).

Figure 5 shows changes in endoscopic activity
during infliximab treatment. The median SES-CD
at the start of the treatment was 13 (8; 26) points,
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decreasing to 3 (0;4) points by the beginning of
the third year of the follow-up (p < 0.001).
Against the background of the therapy, there was
a slight decrease in the thickness of the intestinal
wall, p = 0.6 (Fig. 6), while it is noteworthy that it
became close to the normal value (2-3 mm) only
by the third year of the therapy. The median sur-
vival of infliximab therapy was 19 (9; 24) months
(Fig. 13), while 22 (44.9%) patients continued
therapy for more than 2 years. The treatment out-
comes are presented in Table 3.

During the factor analysis, the following predic-
tors of low survival of infliximab therapy were
established:

1. Administration of infliximab after previously
established ineffectiveness of certolizumab pegol
(HR = 14.9; 95%CI 1.63-136, p = 0.017);

LI

1t mniks, 6-12 momths, 12-24 memths,
=49 =44} =291

Ultrasound wall thiskness, mm

Ed—‘r mo mifs

Time of abservation

Figure 6. Dynamics of changes in intestinal wall thickness (in
mm) during infliximab therapy
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Table 4. Clinical and demographic data of patients with CD treated with adalimumab

Indicators Adalimumab for
CD,N=39
Median age of debut, years (Q1; Q3) 23 (21;26)
Median duration of the disease before the start of therapy, months (Q1; Q3) 106 (49;157.5)
Gender, n (%) 22 (56.4)
Male 17 (43.6)
Female
Median of Harvey-Bradshaw’s index, points (Q1; Q3) 5(2;9)
Steroid addiction, nn (%) 2(5.1)
Steroid resistance, n (%) 2(5.1)
History of resections, n (%) 17 (43.6)
Surgeries for perianal manifestations in the anamnesis, n (%) 17 (43.6)
Ineffectiveness of azathioprine, n (%) 24 (61.5)
Intolerance to azathioprine, n (%) 6 (15.4)
Ineffectiveness of methotrexate, n (%) 1(2.6)
GEBD in the anamnesis, n (%) 15 (38.5)
Ineffectiveness of infliximab, n (%) 9 (23.1)
Ineffectiveness of certolizumab pegol, n (%) 6 (15.4)
Ineffectiveness of vedolizumab, n (%) 2(6.1)
Smoking, n (%) 8 (5.1)
Lesion in the upper gastrointestinal tract, n (%) 8 (20.5)
Perianal manifestations, n (%) 24 (61.5)
Extra-intestinal manifestations, n (%) 5(12.8)
Concomitant non-immune diseases, n (%) 9(23.1)
Table 5. Concomitant therapy in patients with CD treated with adalimumab
Drug Adalimumab for CD,N = 39
Concomitant therapy with glucocorticosteroids, n (%) 17 (43.6)
Concomitant therapy with antibacterial drugs, n (%) 16 (41.0)
Combination with thiopurines, n (%) 21 (53.8)

2. Large thickness of the intestinal wall dur-
ing transabdominal ultrasound examination
(HR =1.31; 95%CI 1.03-1.66, p = 0.029).

Adalimumab for Crohn’s Disease

Adalimumab was started in 39 patients with CD.
The median age of onset of the disease in this
group was 23 (21;26) years, as a rule, these were
biosimilar patients with mild CD attack (the me-
dian of Harvey-Bradshaw’s index was 5 (2;9)). The
gender distribution in the group was almost equal:
17 (43.6%) women and 22 (56.4%) men.

BbixuBaemocTb Tepanuu BUocuMUnsSpamu uHpnmukcumaba
1 apanMmymaba y naumeHnTos ¢ 6onesHbo KpoHa

The analysis included 39 patients with CD, whose
main clinical and demographic characteristics are
presented in Table 4.

In the adalimumab group, 18 (46.2%) patients
had terminal ileitis, 4 (10.3%) had colitis, and
17 (43.6%) had ileocolitis. Luminal inflammation
was found in 17 (43.6%) patients, the stricturing
form was observed in 12 (30.8%) cases, and the
penetrating form in 10 (25.6%).

The clinical and demographic characteristics are
presented in more detail in Table 4.

Seventeen (43.6%) patients received glucocor-
ticoid therapy, with 7 (17.9%) patients receiving
topical budesonide, 7 (17.9%) patients receiving

Survival of infliximab and adalimumab biosimilar
therapy in patients with Crohn’s disease
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prednisone at the rate of 1 mg/kg, and 3 (7.7%)
ones receiving 2 mg/kg. 16 (41.0%) patients re-
ceived antibacterial drugs. Twenty-one (53.8%)
patients were treated with adalimumab in combi-
nation with thiopurines (Table 5).

The changes of the NIS during the observation was
analyzed (Fig. 7). The median NIS was 1 (0; 5), and
it significantly decreased to 0 (0; 1) by the begin-
ning of the third year of the follow-up (p < 0.001).
The analysis assessed the change in the extent of
the lesion of the small intestine according to CT
enterography (Fig. 8). Against the background of
adalimumab therapy, no significant changes in the
extent of the lesion of the small intestine were
noted (p = 0.866).

According to the endoscopy, no significant chang-
es in inflammatory activity were noted during the

Musmrbor of inveived egmants

Amonths, 612 months,
(0=35) {a-39)

12-24 manihs,
{2}
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Figure 7. Dynamics of changes in the number of involved intes-

tinal segments during adalimumab therapy
n=21)
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Figure 8. Dynamics of the extent of small intestine lesion (in
¢m) during adalimumab therapy according to CT enterography
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treatment, p = 0.6 (Fig. 9). By the time of the start
of the treatment, the SES-CD was 3 (0; 9) points,
maintaining close values at all stages of the fol-
low-up. By the time of the end of the observation,
it had reached 6 (2; 8) points.

Against the background of adalimumab therapy,
there was no significant decrease in the thickness
of the intestinal wall, p = 0.9 (Fig. 10).

An assessment of the laboratory data showed that
the albumin level increased significantly dur-
ing the treatment (p < 0.001) (Fig. 11), while at
all stages of the follow-up, the albumin level was
within the reference range (35-52 g/1).

There was a significant decrease in the level of
C-reactive protein during the treatment with
its normalization by the 2" year of the therapy
(p <0.001) (Fig. 12).

The median survival of adalimumab therapy was
24 (12; 24) months (Fig. 13), while 22 (56.4%)
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- .
oo
0.0

1 months, 612 months, 1224 months, 2436 nonths.
(n=39) (=35} =29 n=21)

Endoscopic sctivity, SES-CD pains
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Figure 9. Dynamics of changes in endoscopic activity (accord-
ing to SES-CD) during adalimumab therapy
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Figure 10. Dynamics of changes in intestinal wall thickness (in

mm) during transabdominal ultrasound of the intestine during
adalimumab therapy
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Table 6. Outcomes of adalimumab therapy in patients with CD

Therapy outcomes Adalimumab for CD, N = 39

Any surgical treatment in the period between 6 and 12 months of therapy, n (%) 6(17.1)
Intestinal resection in the period between 6 and 12 months, n (%) 1(2.9)
Surgical treatment for perianal manifestations in the period between 6 and 12 months, n (%) 5(14.3)
Any surgical treatment between 12 and 24 months, n (%) 0
Surgical treatment for any reason in the period between 24 and 36 months, n (%) 1(5.3)
Intestinal resection in the period between 24 and 36 months n (%) 1(5.3)
The need to optimize therapy, n (%) 6 (15.4)
Primary ineffectiveness, n (%) 13 (33.3)
Loss of response, n (%) 1(2.6)
Adverse events, n (%) 3(7.7)

patients continued the therapy for over 2 years.
The treatment outcomes are presented in Table 6.
The following predictors of survival of adalim-
umab therapy were established during the factor
analysis:

1. A history of intestinal resections proved to be
a factor positively influencing the survival of the
therapy (HR =0.12, 95% CI 0.03-0.52);

pe 0,001
420
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Figure 11. Dynamics of changes in albumin levels (g/l) during
adalimumab therapy
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Figure 12. Dynamics of changes in the level of C-reactive pro-
tein (in mg/l) during adalimumab therapy
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2. A factor reducing the survival of the therapy
was the combined administration of systemic
glucocorticosteroids with adalimumab induction
(HR = 6.1, 95% (I 2.19-17.0), systemic antibiot-
ics (HR = 3.54, 95% CI 1.3-9.63) in combination
with a more severe course of the disease: a greater
number of intestinal segments involved in the in-
flammatory process (HR = 1.5, 95% (I 1.23-1.83),
greater endoscopic activity (HR = 1.06, 95% CI
1.02-1.09), higher score as per Harvey-Bradshaw’s
index (HR = 1.12, 95% CI 1.02-1.23).

DISCUSSION

From the point of view of current trends, the
survival rate of GEBD therapy is of fundamental
importance. It is important not only to select

Group + Adalimumab CD = Inflitimab CD
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Figure 13. Two-year survival schedule for infliximab and adali-
mumab therapy in CD

Survival of infliximab and adalimumab biosimilar
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a drug that effectively induces remission of
the disease, but will also be able to maintain
remission for as long a period of time as pos-
sible. In this regard, it is extremely important
to determine the likely survival of therapy with
various drugs, as well as to identify the factors
influencing it. Our retrospective analysis of our
own experience in managing CD patients under-
going therapy with various GEBD has, of course,
a number of limitations, just like any other ret-
rospective study. Such limitations include, first
of all, the “blurriness” in the time of control
points for examining patients, the lack of clear
criteria for optimizing therapy or changing it.
However, this study allowed us to identify a
number of promising clinical and anamnestic in-
dicators for further study, possibly relevant in
reducing the survival of therapy, as well as to
identify groups of patients for whom infliximab
or adalimumab therapy is likely to be the best
treatment option. Naturally, all the conclusions
of this analysis should be confirmed by future
well-planned prospective studies.

When assessing the outcomes in patients
with CD who were on infliximab therapy for
2 years, the intensity of the inflammatory
process significantly decreased. The number
of intestinal segments involved in the in-
flammatory process and endoscopic activity
significantly decreased during all 2 years of
therapy (p < 0.001 for both indicators), plas-
ma hemoglobin and albumin levels increased
significantly (p = 0.004 and p = 0.025, respec-
tively). The median survival of therapy was 19
(9; 24) months and the drug administration
was continued for more than 2 years in 44.9%
of patients. Of the factors contributing to a
decrease in the survival rate of therapy, we
identified the following:

1. Administration of infliximab after find-
ing the ineffectiveness of certolizumab pegol
(HR = 14.9; 95% CI 1.63-136);

2. Large thickness of the intestinal wall dur-
ing transabdominal ultrasound examination
(HR = 1.31; 95% CI 1.03-1.66).

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

The first point remains unclear to us, because
when analyzing previous therapy with another
TNF inhibitor, adalimumab, we did not record a
similar trend. Most likely, this effect is asso-
ciated with a decrease in the effectiveness of
TNF inhibitor therapy in non-bionaive patients,
which has been the subject of a number of stud-
ies [9]. The second judgment requires an addi-
tional prospective study to clarify the specific
reference values of intestinal wall thickness,
followed by the development of a prognostic
model of the effectiveness of therapy.

Against the background of adalimumab therapy
in patients with CD, a significant decrease in all
indicators of inflammatory process activity was
noted, namely the number of inflamed intesti-
nal segments (p < 0.001), intestinal wall thick-
ness (p < 0.001), C-reactive protein (p < 0.001).
At the same time, as with infliximab therapy,
the incidence of CD complications increased
(p < 0.001) due to strictures (p < 0.001). This
is probably due to the same healing of trans-
mural ulcerative defects with the formation of
cicatricial deformity of the intestine. The me-
dian survival of therapy was 24 (12; 24) months,
55.1% of patients continued to receive adalim-
umab therapy for over 2 years.

Factors affecting the survival of adalimumab
therapy in patients with CD:

1. A history of intestinal resection proved to
be a factor positively influencing the survival
of therapy (HR = 0.12, 95% (I 0.03-0.52). The
presence of intestinal resection indicates the
use of adalimumab as a postoperative preven-
tion of CD recurrence after surgical induction of
remission.

2. Afactorreducing the survival of therapy was
the combined administration of systemic glu-
cocorticosteroids with adalimumab induction
(HR = 6.1, 95% CI 2.19-17.0), systemic antibi-
otics (HR = 3.54, 95%CI 1.3-9.63) in combina-
tion with a more severe course of the disease: a
greater number of intestinal segments involved
in the inflammatory process (HR = 1.5, 95%
CI 1.23-1.83), more pronounced endoscopic

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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activity (HR = 1.06, 95% CI 1.02-1.09), higher
Harvey-Bradshaw’s index score (HR = 1.12, 95%
CI 1.02-1.23).

In addition, the survival rate of adalimumab
therapy is higher in patients with milder CD.
However, these theses should be confirmed by
further prospective studies.

CONCLUSION

The study of predictors of high survival of GEBD in
patients with IBD is quite promising. Based on the
results of our retrospective analysis, several prom-
ising areas for prospective research have been
identified.

Promising areas:

1. Assessment of the survival of therapy in pa-
tients with CD, taking into account previous GEBD
therapy;

2. Assessment of changes in intestinal wall thick-
ness as a promising prognostic marker for patients
with CD against the background of GEBD;
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UckyccTBEHHbIM MHTENEKT B AUArHOCTUKE BOCMANMUTENbHbIX
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LEJTb: pazpabomka uckyccmseHHbix HelipoHHbix cemeli (MHC) 0na ckpuHuHea u duggepeHyuanbHol OuaeHoOCmuKU
socnanumensHbix 3a6onesanuli kuweyHuka (B3K) Ha ocHoBe aHanu3a KNUHUKO-N1a60PAMOPHbIX OGHHbIX.
MTAUWEHTBI M METOAbI: 8 uccnedosaHuu pempocneKmusHO OUeHeHb! KNUHUYecKue npossieHus, OaHHble AHaMHe3a
u 1abopamopHsle nokasamenu NAyueHmMos ¢ CUHOPOMOM pazopaxeHHo2o KuwedyHuka (CPK), a38eHHbIM KolUumom
(AK) u 6onesHsio KpoHa ¢ nopaxeHuem moncmoli kuwku (bK) 8 cmaduu o6ocmperus. Y kaxool epynnsl nayuex-
mos (CPK-B3K, IK-bK) oueHusanuce npusHaku, Haubosee xapakmepHsle 0Ji8 HO30/02Ul, KOMOpble Ucnoib308a-
Juck 018 nocmpoerus modenel. C yensto co30anus MHC, npedHa3HayeHHbix 0S4 NPUHAMUA pelieHus o Haauquu
v nayueHma B3K u dugpgeperyuanstol duaeHocmuku AK u bK, ucnons3osanucs npocmesie HelipoHHble cemu —
MH020C/I0liHble nepcenmpoHsi U paduassHble 6azucHsle ¢yHkyuu (PE®).

PE3YJIbTATbI: mHozocnoliHsil nepcenmpor (MCIT) 13:13-5-1:1 8biasnsn B3K Ha mecmosoli 8bi60pKe ¢ Yy8cmBu-
mensHocmbio 89,3%, cneyuguyHocmsto — 100%. Ha scém maccuse yyscmsumensHocms modenu cocmasuna 92,7 %,
cneyuguyHocms — 99,0%. Haunyqwue nokazamenu 04 dugpgeperyuansHoli duazHocmuru AK u bK 6biau y MCI
9:9-8-1:1: modesib Bbisguna 76,81% cny4yaes bK u 86,67% cnyyaes AK Ha mecmosoli 8bI60pKe, Ha BCEM Maccuse —
70,16% cny4aes bK u 86,40% cny4aes fAK.

3AKJIIOYEHME: NHC noka3sana sbicokue pe3ynsmamsl 05 8bifgneHus B3K u ymepeHHbie — 0n5 dudpgpepeHyuans-
Holi duaeHocmuku AK u bK. locne anpobayuu modens moxem 6bimb UCNOJIb30BAHA B KaYyecmse y0obH020 UHCMpPY-
MeHma 0717 CKpUHUH2a BOCNAAUMe/IbHbIX 3a601eB8aHU KULIEYHUKA 8 KIUHUYECKOU npakmuke.

KJIOYEBBIE CJI0BA: 60ne3Hb KpoHa, A38eHHbIl Konum, socnaaumesnsHsle 3a601e8aHUS KULEYHUKA, KIUHUKO-1a60pamopHsie MapKepsl, UCKyC-
CMBEHHbIU UHMesieKm

KOH®JINKT UHTEPECOB: asmopsb! 3as81510m 06 omcymcmsuu KOHGAUKMA UHMepecos

P®UHAHCUPOBAHMUE: uccnedosarue 6110 BbINOHEHO 3a cdem epaHma Pocculickozo Hay4yHo20 ¢oHoa (npoekm Ne 24-25-20127)

ANA UNTUPOBAHUA: bakynuu W.T., Pacmaruna W.A., Mawesckuit T.A., WenskuHa H.M., ApyTioHaH .®. WcKycCTBEHHbIN UHTENNEKT
B ANArHOCTMKE BOCMANMUTENbHbIX 3a00NeBaHN KMWeYHMKa: HOKYC Ha KNMHWUKO-NnabopaTopHble nokasatenn. Kononpokmonozus. 2025;
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Artificial intelligence in the diagnosis of inflammatory
bowel diseases: focus on clinical and laboratory markers
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"North-Western State Medical University named after I.I. Mechnikov (Kirochnaya st., 41, Saint-Petersburg,
191015, Russia)
2St. Petersburg State Electrotechnical University “LETI”(Professor Popov st., 5, Saint-Petersburg, 197022, Russia)

AIM: to work out artificial neural networks (ANNs) for the screening and differential diagnostics of inflammatory
bowel diseases (IBD) based on the analysis of clinical and laboratory data.
PATIENTS AND METHODS: the study retrospectively evaluated the clinical manifestations, medical history and labo-
ratory data of patients with irritable bowel syndrome (IBS), ulcerative colitis (UC), and Crohn’s disease (CD) with
colonic involvement during exacerbation. The most typical characteristics for each patient group (IBS-IBD, UC-CD)
were estimated and were used to construct the models. In order to create ANNs that could make a decision on

McKycCTBEHHBIN MHTENNEKT B AMATrHOCTMKE BOCMANMTENbHBIX 30601€BAHMI Artificial intelligence in the diagnosis of inflammatory bowel
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the presence of IBD and provide a differential diagnosis of UC and (D, we used simple neural networks multilayer
perceptrons (MLP) and radial basis functions.

RESULTS: the MLP 13:13-5-1:1 identified IBD in the test sample with a sensitivity of 89.3% and a specificity
of 100%. Across the entire dataset, the model demonstrated a sensitivity of 92.7% and a specificity of 99.0%.
The highest accuracy for the differential diagnosis of UC and Crohn’s disease CD was observed with the MLP 9:9-8-1:1,
which identified 76.81% of CD cases and 86.67% of UC cases in the test sample. Across the entire dataset, the model
detected 70.16% of CD cases and 86.40% of UC cases.

CONCLUSION: the ANNs demonstrated high efficacy in identifying IBD and moderate performance — in the differ-
ential diagnosis of UC and CD. Following validation, the model may serve as a convenient tool for screening inflam-
matory bowel diseases in clinical practice.
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BBEOEHWE

BocnanutenbHble 3aboneBaHus kuweyHuka (B3K) —
a3BeHHblit konut (K) u 6onesHb KpoHa (BK) — 3To
nporpeccupytolne XpoHuyeckue 3abonesaHus, xa-
paKTepM3yIOLLMeCcs YacTbiM Pa3BUTUEM OCNOXHEHMUIA
Npu OTCYTCTBUM CBOEBPEMEHHOW puarHocTukn [1,2].
CornacHo coBpemeHHbIM npeacTaBneHusam, B3K — 3to
MMMyHOBOCManuUTeNbHoe  3aboneBaHue, BepuduKa-
LA KOTOPOro NPOBOAWTCA C YYETOM BCEX MMELMUXCA
KNMHWKO-aHaMHEeCTUYeCKNX [aHHbIX M Ha OCHOBaHWUM
aHanM3a pe3ynbTaToB BCEX METOAOB 06cCnefoBaHUA
(nabopaTopHbIX, 3HAOCKOMUYECKUX, PEHTTeHonornye-
CKMX U ructonornyeckux). OgHaKo B HacToslee Bpems,
HECMOTPA Ha COBPEMEHHble TeXHUYeCKMe BO3MOXHO-
CTW, cpeaHune cpokn sepudukaumnm AK cocrasnsioT ot
2 Mecsues, no 3apyGexHbiM faHHbIM, U 12,7 mecsLes,
no AaHHbIM OTeyecTBeHHbIX aBTopos, a BK — o1 7,1
n 30,7 mecsues, cooTBeTcTBeHHO [3,4]. bonee Toro,
po 10% naumentoB ¢ B3K nepBoHayanbHo pacueHu-
BalOTCA KakK (DYHKUMOHANbHAA MaToONOTUA — CUHLPOM
pa3gpaxKeHHoro kuweyvHuka (Hanpumep, CPK), u go 3%
C/lyYaeB AMArHoO3 MOXET He MEHATbCA B TeueHue 5 u 60-
nee net [5]. Mpwu no3gHei guarHoctuke bK puck obpa-
30BaHUA CTPUKTYp yBenuuueanca B 1,88 pas (95% [N:
1,35-2,2), cBuwweit — B 1,64 pa3 (95% OU: 1,21-2,20),
a BEPOATHOCTb XWUPYPruYecKkoro nevyeHus noBblwanach
B 2,2 pasa (95% [W: 1,57-3,19). Mpu HecBOEBPEMEHHOIA
anarHoctuke SIK BEpoOATHOCTb KON3KTOMUM Gbina Bhlwe
B 4,1 pa3a (OW: 1,04-16,40) [6].
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B nocneaHue roabl nosBiAETCA MHOrO CNocoboB oNnTu-
MU3aLMK IHJOCKONMYECKON U Mopchonormyeckon guar-
HocTukn B3K ¢ ncnonb3oBaHneM BO3MOXKHOCTE UCKYC-
CTBEHHbIX HelipoHHbIx ceTeit (MHC) [7,8]. BmecTe ¢ 3TuM,
B peanbHOM NpaKTMKe MHOTMe NaLMeHTbl He HampaBns-
I0TCS Ha BULEOKONOHOCKONMIO C MybTU(HOKANbHO 61O-
ncuen paxe npu Hanuuum npusHakos B3K, uto Tpebyet
M3MEHeHUs MOAXOMO0B K aHann3y KNUHUYECKMX U nabo-
PaTOPHbIX AAHHBIX HA MEPBUYHBIX KOHCY/IbTALUAX.

LESTb MCCINEOOBAHMA

Cospanue VIHC pna nposeperuns ckpurunra B3K u gud-
tepeHumnansHoit guarHoctuku mexay AK n bK tonctoi
KAWKM HAa OCHOBE aHanM3a KIMHUKO-NabopaTopHbIX
OaHHbIX.

MALUMEHTBI M1 METObI

Co3daHue maccusa OaHHbIX

B paboty 6binv PeTPOCNeKTUBHO BKOYEHBI MALMUEHTS
¢ CPK n o6octpeHuem B3K, koTopble npoxogunu amby-
JIAaTOPHOE M CTaLMOHApHOe ieyeHue B OTLENEeHUM ra-
cTpo3aHTeponorun knuuuku Metpa Benukoro u Cesepo-
3anagHoro ueHTpa nevyeHus B3K Cesepo-3amapHoro
rOCYyfapCTBEHHOr0  MeAMLUWHCKOrO  YHMBEpCUTETa
um. U.N. Meynukosa (C3rMY wum. W.N. MeyHukosa)
¢ 2014 no 2024 rr. MWccnepoBaHue siBnsetcs
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NpPOLONKEHNEM NPOBELEHHON paHee paboTbl MO NOUCKY
AMarHoctuyeckux u guddepeHuuanbHbX MapKepoB Ans
paHHero BbisneHus B3K [9].

K KpuTepuam BKNOYEHUS B UCCNIEA0BAHUSA OTHOCUIUCD:
1. [na rpynnel B3K — Hanuuue knanHuyeckoro oboc-
TpeHus (uHpekc becta gna BK = 150 6annos, napuu-
anbHbll uHaekc Meiio pna AK = 1 6anna), y nayueHTos
¢ CPK — cootBetctBue Pumckum kputepusam III (ans
nauneHToB, npoxoauslux obcnegosaHue fo 2016 r.)
unu IV nepecmotpos;

2. Nokanusauus ans bK — konut unu uneokonur;

3. Onsa rpynnel B3K — nopTtBepxaeHHas 3HAOCKOMM-
Yeckas aKTUBHOCTb 3abonesaHus (SES-CD = 5 6annos
(BK); ungekc Schroeder = 1 6anna (fK)), y nayneHtos
¢ CPK — 3Hpockonuyeckas KapTMHa Heu3MeHeHHOW
CNU3nCTon;

4. Bospact =18 ner.

K KpuTepusm HeBKIKOYEHUS OTHOCWNWCH Hanuyue CoO-
NyTCTBYIOWNX 3a60SeBaHUI, KOTOpble MOrK Bbl NOBAK-
ATb Ha KNMHWYeCKne 1 nabopaTopHblie NoKasatenu (Ha-
npumep, AMBEPTUKYNAPHas 60Ne3Hb, NOAUMbLI U Apyrue
06pa3oBaHusA B TONCTON KULIKE), U BbIABNEHHbIE KNLIEY-
Hble MH(EKL MM Ha MOMEHT BK/TIOYEHUS B UCCNIEL0BaHME.
Y Bcex nauueHToB ObiIM NPOaHaNU3UPOBaHbI KNUHUYE-
CKWe CUMNTOMbI (HapylleHWe cTyna M naTofornyeckue
npumecu, 60Nb B KNUBOTE, HOUHbIE CUMNTOMbI, CHUXEHUE
Macchl Tena (npegHamepeHHas 1 Ha oHe AUeTUYeCKux
OrpaHUyYeHui), NoBbilleHWe TemnepaTypsl Tena Gonee
37°C B TeyeHue 3 mecsUeB 4O MOMEHTa mpuema unu
rocnuTanu3aLmm), aHamHecTMYeckne u nabopatopHble
nokasartenu. B pgaHHble aHaMHe3a GbIM BKIIOYEHbI Ta-
KWe MmoKasaTenu, Kak Hanuuyue CBULLEN, CTEHO30B, WH-
bunbTPaToB U abCLECCOB, BHEKULWIEYHbIX NPOSBAEHUN
(BKM), nepuaHanbHbix npossnenuii (MAIM) Ha mMomeHT
KOHCYNbTaLMM W paHee, Hanuyue cemeitHOro aHamHesa
B3K, conytcTeytowme thyHKUMOHANbHbIE 33a6oneBaHus,
XMpYpruyeckoe BMeLWaTeNbCTBO Ha TOHKON N TOACTON
KUlKe (KpoMe anneHA3KTOMUN) U NepuaHanbHoit obna-
cTn. Takxe Oblnn OLeHeHbl pe3ynbTaThl 1abopaTopHbIX
UCCNefoBaHMiA, TaKMe KaK 3HaYeHue remornobuHa, nei-
kouuToB, obuwero 6enka, C-peaktusHoro 6enka (CPb)
u dekanbHoro kanbnpotektuHa (PK) [9].

Cmamucmuyeckas o6pabomka

Ha nepsom 3Tane uccnegoBaHus ans onpepeneHus Ha-
nuuusa B3K maccus pasgenancsa Ha rpynnsl CPK-B3K, a Ha
BTOpOM 3Tane ans auddepeHynanbHON AMArHOCTUKM
B3K — AK-BK. [lanee npoussogunacb nepeuyHas oo6-
paboTKa JaHHbIX: UCKMOYaNUCh HabMofeHUs, KOTOpble
cofiepanu HepocTalolwme MAM OWMOOYHbIE 3HAYEHUs
nepeMeHHbIX. 3aTeM A1l KONUYECTBEHHbIX NEPEMEHHbIX
Oblna cAaenaHa NpoBepka Ha Hajuyue BbLIGPOCOB METO-
LOM WHTepKBapTuabHoro pasmaxa (MKP) — npw ux Ha-
JNYUM HabnoaeHne yaananocs.

MCK)’CCTBEHHbIﬁ UHTENNEKT B AUArHOCTHMKE BOCNANIMTENbHbIX 3060]185(1Hl4ﬁ
KULWeYHUKa: ¢OK)’C Ha KnMHMKO-ﬂG60pGTOPHhIe nokasarenu

[ns panbHenwero NnocTpoeHus Moaeneii Gbil NpoBeAeH
aHanu3 KIMHUKO-NabopaToOpHbIX MPU3HAKOB, KOTOpble
OblnM Obl XapaKTepHbl AN KaX[OW rpynnbl CPaBHeHUs
(CPK-B3K, AK-BK). ns kateropuanbHbix nepemMeHHbIX
Obin ucnonb3oBaH x? MupcoHa. [Insa KonuyecTBEHHbIX
NnepemMeHHbIX OCYlWecTBAANaCch NPOBEpKa COBMNAfEHMUSA
3aKOHOB WX pacnpefeneHus C WUCNONb30BaHWEM He-
napameTpuyeckux KputepueB MaHHa-YuTHu, Banbpa-
Bonbosuua u  Konmoroposa-CmupHoBa. [laHHbii
NOAXOA Obln BbI3BaH TeM, YTO NPOBEPKA MO KPUTEPUAM
Jiunnnedopca u Wanupo-Yunka nokasana oTcyTcTBUE
NOLYMHEHUA pacnpefeneHns HOPMaANbHOMY 3aKOHY.
Cratuctnyeckas o6paboTka NpoBofMnach B Nporpamme
StatSoftStatistica 12.

Pa3paboTka WCKYCCTBEHHbIX HEWPOHHbIX CeTell ocy-
wecteasnace npu nomowwm mopyns StatisticaNeural
Networks. WcxopHblii maccue Gbln pa3genéH B CTaH-
[apTHOM cOOoTHOlWeHUn: 70% — obyyaloulas BbIGOPKa,
15% — KOHTpoAbHas BbIOOPKA, 15% — TecToBas Bbl-
6opka. bbinn 06yyeHbl M NPOTECTUPOBAHbI CETH, UMEB-
Wne pasnnyHyio apxXUTEKTYpY, pasnuyHblii Habop BXoa-
HbIX MEpeMeHHbIX, a Takxe 00yyaBlMecs MO PasHbIM
anroputmam. [lpu oueHKe NOJYy4YeHHOro pesynibTaTa
OLeHMBaNnach TOYHOCTb 3aKNioyeHUs ceTu (OTAENbHO
ANA KAXOO0ro Knacca) Ha TeCTOBOM BbIOOPKe, a Takke —
Ha BCEM uMmeBLIemMca maccuse. MNocnegHee obcToaTenb-
CTBO CBS3aHO C OTHOCMTENIbHO HebO/bWMM pa3MepoM
TeCToBOM BbIGOPKM U ObINO NPU3BAHO MOBbICUTH 06b-
EKTUBHOCTb UTOTOBOM OLleHKU. B nanbHeiilwem apxurek-
Typa Haubonee yaauHbix ceTeil Gblna BoCMpou3BeneHa
B cpefe nporpammupoBaHus Python u npoxoauna po-
nofHUTeNbHOE 06yYeHue.

WccnepoBaHue 66110 0f06PEHO NOKANbHLIM 3TUYECKUM
komutetom C3IMY um. U.N. MeyHnkoBa ¥ BbLINONHEHO
3a cyet rpaHTta Poccuiickoro HayyHoro ¢oHaa (MpoekT
Ne 24-25-20127).

PE3YJIbTATHI

Co30aHue modenu BbIsBACHUS BOCNAAUMENLHO20 3000~
J1eBAHUSA KUWEYHUKA

MepBoHayanbHO B WUCCNEAOBaHWE  PETPOCMEKTUB-
HO BK/toyeHo 1406 nauumeHToB: 442 nauumeHta c CPK
1 964 — c B3K. B ganbHeiiwem 13 Heé Bbina cayyanHbim
06pa3oM yfaneHa YyacTb HabtoAEHWIA, COKPATUB UX YNC-
N0 Ao 919 ansA co3faHus BbIGOPKU C OAMHAKOBbLIM KO-
NINYECTBOM NALMEHTOB B KAXAOW rpynne C Lenbio nony-
yeHus 6onee TOYHbIX pe3ynbTaToB 0bydeHMs Moaeneil.
XapaKTepuCTMKM NauMeHTOB NpeAcTaBieHbl B Tabimuyax
in?2.

OyHKUMOHaNbHble 3ab0N€BaHMA  KUWeYHMKA valle
BLIABNANNCH Yy KeHWWH (715% no cpaBHEHWIO
c 51,8%, p < 0,001), meguaHa Bo3pacta B 06eux

Artificial intelligence in the diagnosis of inflammatory bowel
diseases: focus on clinical and laboratory markers
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Tabnuua 1. KauHuko-nabopamopHsie xapakmepucmuku 2pynn nayueHmos
Table 1. Clinical and laboratory characteristics of patient groups

3aboneBaHue 3aboneBaHue
NMokasatenu nc=Pz',<1’,2 n 23:(;7 P oL; 95% AN n :lz’SG n :"278 P Oll; 95% K
A6c. (%) | A6c. (%) A6c. (%) | A6c. (%)

XeHckuit non 316 (71,5) | 247 (51,8) | <0,001 | 2,34; 1,78-3,07 | 261 (53,7) | 256 (53,6) | 0,963

3anops 147 (333) | 25(5.2) | <0,001|9,00;575-14,11| 34 (7,0) | 14(29) | 0,004 | 0,40;0,21-0,76
OTCyTCTBME XMUAKOTO CTyNA 150 (33,9) | 29(6,1) |<0,001 |7,94;519-12,13 | 45(9,3) 27 (56) | 0,033 | 0,59;0,36-0,96
Xugkuit ctyn 1-2 p/cyT. 132(29,9) | 91(19,1) | <0,001 | 1,81;1,33-2,45 | 99 (20,4) | 56 (11,7) | <0,001 | 0,52; 0,36-0,74
ugkuit cryn 34 p/cyr. 130 (29,4) |175(36,7) | 0,019 | 0,72; 0,55-0,95 | 180 (37,0) | 144 (30,1) | 0,023 | 0,73; 0,56-0,96
Xupkuit ctyn 5 u 6onee p/cyT. 30(6,8) |182(38,2)|<0,001 | 0,12;0,08-0,72 | 162 (33,3) | 251 (52,5) | <0,001 | 2,21; 1,71-2,87
Kposb B cTyne 26 (59) |304(63,7) | <0,001 | 0,04;0,02-0,06 | 217 (44,7) | 414 (86,6) | <0,001 | 8,02; 583-11,02
Bonb B KMBOTE 442 (100,0) | 361 (75,7) | <0,001 383 (78,8) | 329 (68,8) | < 0,001 | 0,59; 0,44—0,80
oAb B CycTaBax 40 (9,0) |141(29,6) | <0,001 | 0,24;0,16-0,35 | 161 (33,1) | 110 (23,0) | < 0,001 | 0,60; 0,45-0,80
HouHble cuMnTOMbI 11 (2,5) 66 (13,8) | <0,001 | 0,16; 0,08-0,31 | 71 (14,6) | 72 (151) | 0,843

CHWXeHue Beca 80 (18,1) | 220 (46,1) | <0,001 | 0,26; 0,19-0,35 | 201 (41,4) | 183 (38,3) | 0,330

CHMXeHMWe Beca Ha (oHe fueThbl 56 (12,7) 9(1,9) <0,001 | 7,54; 3,68-15,45 | 15(3,1) 21 (4,4) 0,285

OtcytcTaue BKN 421 (95,2) | 325 (68,1) | <0,001 | 9,38; 581-15,13 | 278 (57,2) | 350 (73,2) | <0,001 | 2,05; 1,56-2,68
Nuxopaaka 6onee 37 °C 25(57) | 105 (22,0) | <0,001 | 0,21;0,13-0,34 | 105 (21,6) | 75 (15,7) | 0,018 | 0,68; 0,49-0,94
Npumeyanue: lpodomxeHue mabauysi 1

3aboneBaHue 3aboneBaHue
Mokasatenu niplt(ll;z n 23:;7 P OL; 95% AU n :5;86 n i“l(;’78 P OLU; 95% AU
A6c. (%) | A6c. (%) AGc. (%) | A6c. (%)

OrcyrcTeue MAN 424 (95,9) | 425 (89,1) | <0,001 | 2,88; 1,67-5,01 | 387 (79,6) | 465 (97,3) | < 0,001 | 9,15; 5,05-16,57
CTpUKTYpHI 0(0,0) | 60(12,6) | <0,001 111 (22,8) | 0(0,0) |<0,001

MexKuiweyHble CBULM 0(0,0) 15 (3,1) | <0,001 33(6,8) 1(0,2) |<0,001 |0,03; 0,004-0,21
Abcuecchl/MHpUALTPaTLI 0(0,0) 10 (2,1) 0,02 27 (5,6) 0(0,0) |<0,001

Xupypruyeckoe neyeHue 5(1,1) 54 (11,3) | <0,001 | 0,09; 0,04-0,23 | 101 (20,8) | 9(1,9) |<0,001 | 0,07; 0,04-0,15
ConyTcTyioujee 104 (235) | 44(9,2) | <0,001 | 3,03; 2,07-443

GyHKUMOHaNbHOE 3a6oneBaHune

CeMeiiHblii aHaMHe3 6 (1,4) 21 (44) | 0,006 | 0,30;0,12-0,75 | 27 (56) | 27 (56) | 0,95

ayTOMMMYHHbIX 3a6oneBaHuii

lpumeyarue: bK — 6onesrs Kpora, BKIT — sHekuweyHble npossnerus, 1Al — nepuaHansHbie npossneHus, CPK — cuHOpom pasdpaxeHHo2o KuweyHuka, K —

A3B8eHHbIU Koaum

Ta6nuu,a 2. CpasHeHue ﬂa6opamop/-/b/x nokazamesieli 8 3a8UCUMOCMU OM HANUYUS BOCNAAUMENbHO20 3a60/1eB8AHUS KULUEYHUKA

u e20 gopmel

Table 2. Comparison of laboratory parameters depending on the presence of inflammatory bowel disease and its form

I'pynnbl cpaBHeHus

Mokasatenun CPK B3K
Me (n) NKP Me (n) NKP

BK AaK p
Me (n) NKP Me (n) NKP

p

Temorno6uH, r/n | 133 (367) | 125-142 | 127 (458) 112-138 | <0,001 | 125 (473) 112-135 128 (448) 111-140 0,06

TleiKoLUTI 55(288) | 47-68 | 7,0(257) | 55-95 |<0001| 7,1(461) 5,5-9,5 7,3 (421) 5,6-9,9 0,241

06uumit 6enok | 73,0 (253) | 69,0-77,2 | 72,0 (346) | 67,0-760 | <0,001 | 700 (373) | 67,0-760 | 71,8(342) | 67,0770 | 0129

6enok

C-peaktusHbiii | 1,5 (260) | 0,6-29 | 39(416) | 15-100 |<0001| 52(435) | 20-172 | 3:8(399) 14-100 | <0001

KaJibNPOTEKTUH

DeKanbHbIi 25,0 (257) | 15,0-37,0 | 528,0 (211) | 220,5-849,0 | < 0,001 | 701,5 (330) | 269,0-1200,0 | 760,0 (259) | 354,5-1319,0 | 0,136

Mpumeyarue: bK — 6onesHs Kpora, UKP — uHmepksapmunsHbil pazmax, CPK — cuHOpom pazopaxeHHo2o KuwedyHuKa, AK — A38eHHbIl konum

rpynnax coctasuna 35 net (p = 0,582). Y naumeHTos
¢ CPK npeo6nagana cknoHHoCTb K 6onee peakoii gede-
Kauuu (3anopsl, OTCYTCTBME XUAKOrO CTyna Wau pua-
pes po 2 p/cyt. (p < 0,001)). Hanuune kposu npu ae-
tdekauum y paHHon rpynnbl (5,9%) 6biNO CBA3AHO
C HalMymem remoppoupaNnbHbIX KPOBOTEYEHWA W/Unu

KOJIONPOKTOJIOTUS, Tom 24, N2 2, 2025

aHaNbHbIX TPEeWWH, NpuM 3HJOCKONUYecKoM obcnefo-
BaHWUM BU3yasbHbIX fedeKToB (3B, 3p0O3Mil) BbIABAEHO
He Oblno. AGAOMMHANbHLIA GONEBON CUHAPOM BCTpe-
yanca B 100% cnyyaes CPK, T.K. AaHHbIA KpuTepuii
ABNAETCA 06nUraTHBIM AN BepudUKaLuuM [MarHosa.
HouHble cMNTOMbI, YTO ABNAETCH MAPKEPOM KTPEBOTUY,

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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Ta6nuua 3. OyeHKa moyHocmu Modesu MHO20CA0(HO20 nepcenmpoHa 13:13-5-1:1 Ha mecmoBoli 8bI60pKE
Table 3. The accuracy of the multilayer perceptron model 13:13-5-1:1 on the test dataset

HaseaHue mopenu Ha6niopeHus B3K CPK Bcero Ha6nopeHun
MCIT 13:13-5-1:1 WcxonHo B kKnacce, n 30 58
MpasunbHo, 1 (%) 25 (89,29) 30 (100,00) 55 (94,83)
HenpasunbHo, n (%) 3(10,71) 0 (0,00) 3(5,17)

Ta6nuua 4. OyeHka moyHocmu MoOesUu MHO20CA0lHO20 nepcenmpoHa 13:13-5-1:1 Ha BCéM mMaccuse
Table 4. The accuracy of the multilayer perceptron model 13:13-5-1:1 on the general dataset

Ha3BaHue mopenu Ha6nwopeHuns B3K CPK Bcero Ha6nopeHuin
MCM 13:13-5-1:1 WcxonHo B kKnacce, n 192 198 390
MpasunbHo, n (%) 178 (92,71) 196 (98,99) 374 (95,9)
HenpasunbHo, n (%) 14 (7,29) 2(1,01) 16 (4,1)

BCTPEYaNNUCh CTAaTUCTUYECKM 3HAYMMO yalue y nauneH-
T0B € B3K (13,8% no cpaBHeHuto ¢ 2,5%, p < 0,001), kak
n nuxopapka 6onee 37 °C (22,0% no cpaBHeHuto ¢ 5,7%,
p < 0,001). BKMN npucytctBoBann y 31,9% naumeHTos
(p < 0,001) c B3K. Y 4,8% nauueHToB c QyHKLMOHANb-
Hoit natonorueit kuweyHuka BKI Obinu npepcTaBneHs
apTponatuein u adTo3HbIM cTomaTuToM. CHUXEHMe Beca
B rpynne c B3K 6bino, npenmywecTseHHo, HenpegHa-
MepeHHbIM — 46,1% no cpaBHeHuto ¢ 18,1% npu CPK
(p < 0,001), npu 3TOM NOTeps Macchl Tena Ha gueTuye-
CKUX OrpaHWyeHMsx Obina vale B MOCAefHel rpynne
(p < 0,001).

NHdunbTpatel (p = 0,002), nepuaHanbHble NPOSBIEHNUS,
CTPUKTYPbI, CBULLW, WHMUNBTPATHl U CONYTCTBYylOLiEe
XWpYpruyeckoe BMeELWATeNbCTBO HA TOHKOM U TONCTOM
KUWKax ObINO CTaTUCTUYECKM 3HauMmo yvaue npu B3K
(p < 0,001). Takxe maHHas rpynna NauMeHTOB yalue
MMena OTATOWEHHbIA aHaMHe3 Mo ayTOMMMYHHbIM 3a-
6oneBaHuaM (4,4% no cpaBHeHuto ¢ 1,4%, p = 0,006).
23,5% nauuentoB ¢ CPK umena conytcTBytowyio GyHK-
LMOHaNbHYIO NaToNoruio, YTo BCTpeyanoch B 2,5 pasa
yaiye, yem npu B3K (9,2%, p < 0,001).

Mpu aHanu3e nabopaTopHbIX AaHHBIX ObIIO BbISBNEHO,
yto npu CPK 3HaueHus remornobuHa GbiM CTaTUCTUYE-
CKW 3HaumMmo Belwe (MeguaHbl 133 u 127 r/n, cooTseT-
CTBEHHO), a NeiikoLnToB (MeanaHsl 5,51 7,0 x 10°/n), CPb
(mepuanbl 1,5 1 3,9 mr/n) n ®K (megmnanel 25,0 n 528,0
MKr/T) — Huxe, YeMm y naumenToB ¢ B3K (p < 0,001).
Mpu noctpoenun WHC pnsa Bepudwmkaumm pmarHosa
B3K — CPK aBTOMaTtnyecku Gbinu yaaneHs HabnoaeHus,
KOTOpble He UMenu BXOAHbIX MapaMeTpoB, YTO NPUBENO
K COKpalleHnio NCXoAHOro maccuea fo0 390 nayumeHTOB.
MonyyeHHbI# MaccuB Obin pas3fenéH Ha obyyatoulyio,
KOHTPOJIbHYIO W TECTOBYIO BbIOOPKM B COOTHOLIEHWM
70:15:15%. Bcero 6bi10 NOCTPOEHO U NPOAHANU3MpPoBa-
HO nopsaka 1500 mopeneit. Habonblas TOYHOCTb AMar-
Ho3a Oblna MosyyeHa MOAENbIO MHOFOCIOWHOrO nep-
centpoHa (MCIM) 13:13-5-1:1, umeBLei NATL HENPOHOB
CKPbITOTO C1oA.

Mpu o6yyeHUM Mofenum UCMONb30BANCA aNrOPUTM
BFGS 43; c¢yHKUMA aKTMBALMM HENPOHOB CKPBLITOrO

MCK)’CCTBEHHbIﬁ UHTENNEKT B AUArHOCTHMKE BOCNANIMTENbHbIX 3060]168(1HMF1
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cnos — runepbonuyeckas, GyHKLMUSA aKTUBALUK Hellpo-
HOB BbIXO[LHOTO €105l — coTMaKC. B kauecTe BXOHOTO
3N1eMeHTa UCMoNb30BaNcs Habop nepeMeHHbIX — 3Haye-
Hus CPb u ®K, Hanuume 3anopoB, 4acToTa XMUAKOTrO CTyNa
(pasgensnack Ha Tpu GUHAPHbIE NEPEMEHHbIE C PA3HbIM
3HayeHuem nopora), otcytcteue BKI u nepuaHanbHeix
NPOSBNEHUI, HaNM4Me COMYTCTBYIOWMUX QYHKLUOHANb-
HbIX MATONOrMWA, HanM4Yue y POLCTBEHHWKOB NaLMeHTa
ayTOMMMYHHbIX 3a00NeBaHWit M NpPOBEfEHHOe paHee
XUpYpruyeckoe BMeLaTeNbCTBO Ha TOHKOM U TONCTOM
KMLLIKaX.

Ha TecToBoit BbIGOpKE 4YYBCTBUTENLHOCTH MOAENMU CO-
ctaBuna 89,3%, cneuncdunyHoctb — 100%. Ha BCEM
MaccuBe 4YyBCTBUTENbHOCTb Mofenun cocrasuna 92,7%,
cneunduyHocts — 99,0 (Tabn. 3,4).

ROC-kpuBas nonyyeHHoW mopenu ana BoiaBneHua B3K
npefcTaBieHa Ha pucyHke 1.

Co3daHue modenu dughghepeHyUaNbHOU OUAZHOCMUKU
8ocnanumesnbHbIx 3601e8aHUL KUWEYHUKA

Ins paspabotkn WHC mns puddeperuymanmn AK n BK
ObI10 BKAOYeHO 946 nauueHToB: 486 — BK ToncToit

KpuBasi onepaunoHHbix xapaktepuctuk (ROC - kpusas)
Boi6opku: Obyyatouwas, Tectoeas, TecToBas

—
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crnyyaes)
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1 - Cneunun4HOCTb (ONS UCTUHHO OTpULIATENbHbIX Cry4aeB)
PucyHok 1. ROC-kpusas modesu MHO20C0LHO20 nepcenmpoHa
13:13-5-1:1
Figure 1. ROC-curve of the multilayer perceptron model 13:13-
5-1:1
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Ta6nuua 5. OyeHKka moyHocmu Modesu MHO20CA0(HO20 nepcenmpoHa 9:9-8-1:1 Ha mecmosoli 8bI60pKe
Table 5. The accuracy of the multilayer perceptron model 9:9-8-1:1 on the test dataset

HaumeHoBaHue mopenu Ha6niopeHus BK aK Bcero Ha6nopeHun
MCM 9:9-8-1:1 WcxopHo B Knacce, n 69 75 144
MpasunbHo, 11 (%) 53 (76,81) 65 (86,67) 118 (81,94)
HenpasunbHo, n (%) 16 (23,19) 10 (13,33) 26 (18,06)

Ta6bnuua 6. OyeHka moyHocmu Modenu MHo20Cn0liHo20 nepcenmpoHa 9:9-8-1:1 Ha 8cém maccuse
Table 6. The accuracy of the multilayer perceptron model 9:9-8-1:1 on the general dataset

HaumeHoBaHue mopenu Ha6nwopeHus BK AK Bcero Ha6nopeHumn
MCM 9:9-8-1:1 WcxopHo B kKnacce, n 486 478 964
MpasunbHo, n (%) 341 (70,16) 413 (86,40) 754 (78,22)
HenpasunbHo, n (%) 145 (29,84) 65 (13,60) 210 (21,78)
Knwkmn n 478 — AK. KnuHnyeckas xapaktepuctuka na- OBCVXHEH NE

LMEHTOB NpeAcTaBfeHa B Tabanuax 1 u 2.
CraTucTMyeckn 3HAYMMON pasHWLbl MO MOAy B ABYX
rpynnax He 6bin0 (p = 0,963), ogHaKO MefMaHa Bo3pacTa
npu AK 6bina 6onbwe (37 U 34 roga, COOTBETCTBEHHO,
p <0,001).

Y naumeHTtoB ¢ AK cTaTUCTMYECKM 3HAUYMMO yYalle Obin
BbIpaXKEHHbIit fuapeiiHblit cuHapom (6onee 5 pas B cyT-
Kn), npumMecu KpoBw B cTyne, otcytctoBanu BKI v MATI,
TaKXe KaK W 0CTallbHble OCIOXKHEHMSA, XapaKTepHble Ans
BK — cTpukTypsl, cBUIWM, MHGDUABTPATHI, U pexe npo-
BOAMIOCH OMepaTUBHOE NleYeHne Ha TOHKOW U TONCTO
kuwkax (p < 0,001).

Mpu BK 3HayeHne CPB 6bIN0 cTaTUYECKM 3HAYUMO BblLLE
(5,2 Mr/n no cpaBHeHuio ¢ 3,8 Mr/n, COOTBETCTBEHHO,
p <0,001), ocTanbHble NOKasaTenn — remMornobuH, neu-
kouuTel, K paznuuuii He nmenu (p < 0,05).

C uenbto co3panusa MHC paspeneHune Ha obyyatolyto,
KOHTPOJIbHYI0 U TeCTOBYl0 BbIGOPKY NPOBOAMNOCH
aHaNorMyHo npepbliaywemy maccusy. Haunydwuin pe-
3ynbTaT nokasana MojeNb MHOrOCNOMHOro nepcen-
TpoHa MCIT 9:9-8-1:1 ¢ 8 HeilpoHaMU CKPLITOrO CNOA.
Mpu o6yyeHun mogenu ucnonb3osancs anroputm BFGS
17; GYHKUMA aKTMBALMUN HEPOHOB CKPLITOrO CNos —
IKCMOHeHUManbHas, (QYHKUWA aKTUBALWUM HelpOHOB
BbIXO[JHOTO cnosi — codTmMakc. B kayecTBe BXOAHOrO
Habopa MCNoNb30BaNUCh Clefylolne NepemMeHHbIe:
Hanuyue y nauueHTa 3anopoB, YacToTa XWUAKOro CTy-
na, Hanuyue KpoBsw B cTyne, oTcytcTBne BKI, Hannumne
NUXOpafKW, OTCYTCTBME MepuaHanbHbIX MPOABAEHWUNA,
Hannume CTPUKTYP U MPOBEAEHHOe paHee XMPYpru-
yeckoe BMelaTeNbCTBO. B CBA3M C Hannumem B Kax-
0OM HabniogeHun Bcex HeoOXOAMMBbIX ANA NOCTpoe-
HUA MOfenu nokasaTeneil, COKpalleHWs MaccuMBa He
NPOM3BOAMNOC.

Ha TectoBoii Beibopke WHC npaBunbHO pacnosHana
76,81% cny4yaes bK n 86,67% cnyyaes AK (Tabn. 5).
Ha BcéM MaccuBe Mopgenb NpaBWIbHO pacno3Hana
70,16% cnyyaes bK n 86,40% cnyyaes AK (Tabn. 6).
ROC-kpuBas mopenu ona puddepeHunanbHon guarHoc-
Tkun B3K npepcraBneHa Ha puc. 2.

KOJIONPOKTOJIOTUS, Tom 24, N2 2, 2025

PanHee BbiseneHune B3K conpsieHo c 6onee Gnaro-
NPUATHLIM TeYeHWeM 3ab0NeBaHUA U, COOTBETCTBEHHO,
nporHo3om nauuetta [6,10]. bonee no3gHss Bepuduka-
ums B3K moxeT nponcxoauTb B CBA3M C HecneuuduyHo-
CTbl0 CMMMTOMOB, KOTOPbIE NEePBOHAYANBLHO MOTYT GbITh
pacueHeHbl kak CPK unu gpyrve 3abonesanus [11,12].
o 30% naumneHToB ¢ B3K mMoryt He umeTb «knaccuye-
CKUX» MpOABNEHUN, TaKUX KaK XPOHWMYEecKas puapes
C KpOBbto, 60/1€BOI a640MUHANbHBII CUHAPOM U CHUNKE-
Hue Beca [13,14].

Mpu cpaBHeHuU BpemeHu BbisBnenus B3K, Gonee paH-
HUE CPOKM AuarHocTuku 6einm y AK, BeposTHO, U3-3a
6onee «ApKUX» KnnHudeckux cumntomos [10]. BK gon-
roe BpeMs MOXET UMEeTb CTepTbie CUMNTOMbI, UMUTUPYS
CPK, 4To MOXeT npuBecTM K nporpeccupoBaHuto 3abo-
JIEBAHUA W3-33 OTCYTCTBUA NledeHUs 1 hOpMUPOBAHMIO
CTPUKTYP, UHDUIBTPATOB M APYruUX OCNOXHeHMit [10].
Mpn AK paHHAs guarHocTMKa M 3PdeKTuBHOe neye-
HUE MOTYT CHWU3UTb [OJFOCPOYHbIA PUCK paKa TONCTON

Kpueas onepaumoHHbix xapaktepucTtuk (ROC - kpusas)
Buibopku: Obyyatowas, Tectoeas, TecToBas
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1 - CneunU4HOCTb (0N UCTUHHO OTpULIATENbHbBIX Cry4aeB)
PucyHok 2. ROC-kpusas modenu MHO20C0LHO20 nepcenmpoHa
9:9-8-1:1
Figure 1. ROC-curve of the multilayer perceptron model 9:9-8-
1:1
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NPAMON KUWKN U YMEHbWUTb NOTPEOHOCTb B KONIKTO-
muu [6].

B cBA3M c 3TUM Haweil uenblo ObIN0 pa3paboTatb WH-
CTPYMEHT A5 paHHero BbisBneHuns B3K n guddepeHuyu-
anbHOM auarHocTuku ero opmel Ha ocHose UHC.

[ns onpepneneHns Hanuuus y nauuenta B3K 6bina pas-
paboTaHa Mojenb Ha OCHOBE MHOFOCIOWMHOrO nepcen-
TpoHa 13:13-5-1:1. Hanbonee BaxHbIMU NoOKa3aTensmu
OblIM KOMOMHALMA M3 NabopaTOpHbIX NoKasatenein —
CPB 1 ®K, a TaKkKe KIMHUYECKMX OaHHbIX: Hanuyue 3a-
nopoB, YacToTa Xupgkoro crtyna, otcytcteue BKIM u ne-
pUaHanbHbIX MPOABNEHWIA, HanMuMe CONYTCTBYIOLIEN
(YHKLMOHANbHOM NaToNorUK, ayTOMMMYHHbIX 3abone-
BaHU y POLCTBEHHUKOB NepBOM NMHWUYN U NPOBeJEHHOE
paHee XuMpypruyeckoe BMELIATENbCTBO HA TOHKOM U TON-
CcToit KuwKax. Mpu anpobaunm Mmofenu Ha TeCToBOW Bbi-
GopKe 4YyBCTBUTENBLHOCTL cocTaBuna 89,3%, cneunduy-
HocTb — 100%, a Ha BCcéM maccuBe — 92,7% u 99,0%,
COOTBETCTBEHHO.

PaspaboTaHHas Hamu Mofenb MMena BbICOKME MOKa3a-
TeAu YyBCTBUTENBHOCTM U CNELUPUYHOCTU, YTO MOXKET
ObITb B flafibHeNWEM YA0OHBIM MHCTPYMEHTOM OISl CKPU-
HUHTa NauuMeHTa Ha NEepBUYHOI KOHCYNbTaLMM U Ha-
npaB/iieHuns ero Ha fanbHeiiee o6cnesoBaHue.

Bropasa mopensb ans pguarHoctuku dopmel B3K agnanacb
TOXe MHOTOC/OMHbIM NepPCenTPOHOM, HO yXe C 9 Bxoa-
HbIMK HeilpoHamu. OHa aHanu3npoBana Hanuyue y nawu-
€HTa 3anopoB, YacTOTY XUAKOrO CTyNa, Hanu4yme Kposu
B cTyne u nuxopapku 6onee 37 °C, otcytctne BKIM u ne-
pUaHanbHbIX NPOSBAEHWN, HaNNYMe CTPUKTYP W NpoBe-
LeHHoe paHee onepaTtuBHoe neyeHue. Pesynbtatsl MCII
9:9-8-1:1 6bIIN 3HAYUTENBHO HUXKE: HA TECTOBOW Bbi-
Gopke MoJenb NpaBuabHO pacno3Hana 76,81% ciyyaes
bK n 86,67% cny4aes fIK, Ha Bcém maccue — 70,16%
n 86,40%, cooTBeTCTBEHHO. [lonyyeHHble AaHHblE No-
Ka3blBaloT, YTO MPM OTCYTCTBUM LONOAHUTENBHOMO 06-
cnefoBaHusA nauneHTa auddepeHuymposatb hopmy B3K
MO3KeT ObITb NPO6JIEMATUYHO, YTO TaKKE NOATBEPKAAET-
€A Ha npakTuke. [1o MMPOBBIM AaHHbIM, 0 11% nayuen-
T0B C B3K umetot npusHaku kak K, Tak u BK, n Begytca
C AMArHO30M HeknaccuduumMpoBaHHoro konuta [15].
Mo o630pam NuUTEpaTypbl, TOYHLIX AAHHLIX O YacToTe
cBOeBpeMeHHOro BbiaBneHusa B3K Ha nepBuyHom npu-
eme y cneuuannucTa HeT, OfHaKO OTMeYaeTCs 3afepxKKa
CPOKOB BepudUKaLu JaHHOW NaToNOr1M BO BCEM MUPE.
MepnuaHbl  MHTepBanoB  BepudMKauuMM  NALUEHTOB
¢ B3K kone6ntotcs ot 2,0 o 6,0 mecsiues npu AK n 7,1
po 20,0 mecsues — npu bK [3,6,16,17]. Mo maHHbIM
CeBepo-3anagHoro ueHTpa nedenus B3K (r. Cawkr-
MeTepbypr), cpeaHAs NPOLJOMKUTENLHOCT OT NOsB/e-
HUA CUMNTOMOB [0 YCTAHOBNEHUA JMarHo3a CoCTaBnser
ans bK 30,7 mecsues, pns AK — 12,7 mecaues [4]. To
Xe NoATBepXpAaetca W pesynbTaTaMu HauuoHanbHOro
peructpa B Poccuitckoit ®Depepauum — cpeaHas

MCK)’CCTBEHHbIﬁ UHTENNEKT B AUArHOCTHMKE BOCNANIMTENbHbIX 3060]185(1Hl4ﬁ
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pantenbHocTb B3K oT Hayana cumnTomoB o ycTaHoBAe-
HUsA OnarHosa 6bina 34,8 mecaues npu bK n 13,2 mecs-
ua — npu AK [18], uTo elle pa3 nogyepkuBaeT HEOOX0-
LAMMOCTb ONTUMM3ALMN AUATHOCTUYECKOTO NOMCKA.

B nccnepoBaHusx 66111 NpoM3BefeHbl MOUCKU NPU3HA-
KOB, KOTOpble MOrn Gbl 3anof03puTh Hanuume B3K y na-
umeHnTa. Ford A. 1 coaBT. BbISIBUAM, YTO HaNMYMe y NaLu-
€HTa OTATOWEHHOr0 HacNeACTBEHHOrO aHaMHe3a no B3K
“Meno oTHoleHue npasgonogobHoctn 1,80 (95% [AWN:
1,47-2,18), nuapes 4 n 6onee pas B cyTku — 2,30 (95%
[IN: 1,84-2,85), kpoBsb B cTyne — 1,61 (95% AU: 1,41-
1,82), cHMXeHMe Beca Ha 5 Kr 3a nocnefHuit rog — 1,66
(1,32-2,06) [19]. OgHako BCe MpWU3HAKW MO OTAENbHO-
CTW WMMEeNu HU3KYK YyBCTBUTENbHOCTb (26,7-52,7%).
Mpu KOMOMHALMW HECKONbKIUX NPU3HAKOB YYBCTBUTENb-
HOCTb CHMXKanack, 0gHaKo cneuyuduyHoCTb Obina bonee
95% [19].

B pa6ote Shao Y. 1 coaBT. y NauneHTOB C HeKknaccudu-
LMPOBAHHBIM KOMUTOM TUNOaNbOYMUHEMUA HA MOMEHT
Bepudukaummn guarvosa (OP 0,9; 95% [WN: 0,79-0,99,
p=0,023) 6bina cBA3aHa C U3MeHeHUeM AnarHosa Ha fK,
B TO BpeMs Kak pekTtanbHoe kpoBoTeyeHne — ¢ bK (OP
4,2; 95% [IN: 2,0-17,9, p = 0,05) [20]. HecmoTps Ha bo-
Jlee YacTyio BbIABAAEMOCTb CBULLEI M 3NN30L0B KULey-
HOW HenmpoxopumocTu y nauueHToB ¢ bK, foctoBepHoit
CTaTUCTMYECKO 3HAYMMOCTM BbISBIEHO He 6biio [20].
Paspabotkn WHC pns pelweHns BONPOCOB AMArHOCTUKM
u puddepeHumansHon auardoctukn B3K, B nepsyto
oyepefb, KacalTcs aHanusa LubpoBbiX M306paxeHNit,
NPeuMyLLEeCTBEHHO, 3HAOCKONUM W natomopdonoruu,
a TaKXKe MMeeTCA OTAeNbHOe HanpasneHue A NpPorHo-
3upoBaHua Teyenus B3K [8,7]. B uccnepoBaHmax nog
pykoBoactBoM bakynuHa W.T. u coasT. co3pana MHC gns
ANarHocTMku u auddepeHumnanbHoin guarHoctukn B3K
C NOMOLLbIO aHaNM3a 3HAOCKOMMYECKMX U mopdonoru-
YeCKUX U300paXKEHWIt UCKYCCTBEHHbIM UHTENIEKTOM
[21,22]. WHC puddepeHumnpoBanu 3H[OCKONUYECKUE
npusHaku B3K/HensmeHeHHOW CAU3NCTOI C TOYHOCTbIO
89,3% u AK/BbK — c TouHocTbt0 81,9% [21], mopdonoru-
YeCKM HeU3MeHEeHHYI0 CIM3UCTYI0 0600YKY C YyBCTBU-
TeNbHOCTbIO U cneunduyHocTbio 93%, AK — c yyBCTBM-
TeNbHOCTbI0 89% U cneynduyHocTbi0 95% 1 BK — 92%
u 84%, cooTBeTcTBeHHO [22]. OgHAKO O MOMEHTA Npo-
BeLleHWs 3IHAOCKONUYECKOro U MOpdONOrnYecKoro uc-
CNIeOBaHUN MALMEHT MOXeT AAUTENbHO HabnopaTbcs
C (DYHKLUMOHANbHOW NATONOrMEeN KUWeYHUKa, 4TO Tpe-
OyeT aKUEHTUPOBAHUA BHUMAHUsA Ha Bonee TIWaTebHOM
BbifiBNeHUn B3K Ha nepBUYHBIX KOHCYNbTALMAX.

Hawe uccnenoBaHue nmeeT psjf OrpaHUYeHUi, 4To He-
00XOAMMO YYMTbIBATL MPU MCNONb30BAHUM pe3ysibTa-
TOB B NMpaKTuKe. Bo-nepBbiX, y BKNOYEHHbIX B paboTy
NalLMeHTOB He OLLeHMBANACh TAXECTb aTakW, YTO MOXeT
MOBAUATb HA KAMHWYECKYI XapaKTepuctuky 3abose-
BaHUA. BO-BTOpbIX, HE YYUTHIBANIUCb MPOTAXKEHHOCTb
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BocnaneHus (kpome BK) u deHotun 3abonesaHus,
4TO TOXE WMMeeT CBOe BIUAHME Ha nposBneHus B3K.
B-TpeTbux, 4ns aHann3a BKNOYAANCh NALMEHTbI He TOJb-
Ko ¢ nepsoi aTakoit B3K, HO 1 umetowme onnTenbHbIi
CTax 3aboneBaHus, B CBA3M C YeM CUMNTOMbI Y [JAHHO
rpynnbl NALMEHTbl MOTYT MEHATLCA MOJ BO3LENCTBUEM
NeKapCTBEHHON Tepanuu.

SAKJTKOYEHUE

Buissnenne B3K Ha HauyanbHbix cTaguax 3abonesaHus
3HAUYUTENbHO CHUXKAET YaCTOTY OC/IOXKHEHUI U BepoAT-
HOCTb HebnaronpuaTHoro TeyeHns. OQHAKO CyllecTByio-
WM1e METOLbl LMATHOCTUKM HE MO3BONIAIOT B MOJIHON Mepe
obecneynTtb CBOEBPEMEHHYIO BepudmKaLuio 3abonesa-
HUS, YTO TPpebyeT NoOMCKa HOBBIX YAOOHBIX UHCTPYMEHTOB
NS KNUHULKCTOB.

Pa3paboTtaHHas Mopgenb BbisBneHus B3K Ha ocHose
aHanu3a KIMHUKO-nabopaTopHbix AaHHbix MHC moxer
B afbHeiWweM 6biTb NEPCNEKTUBHBIM MOMOLHUKOM AN
CKPUHMHIa NaLMeHToB, KOTOpbIM TpebyeTcs AanbHeiilee
yrny6neHHoe o6cnefoBaHue. YMepeHHble noKasaTenu
yyBCTBUTENbHOCTU U cneunduyHoctn MHC ona pudde-
peHuuansHoit auarHoctuku B3K TpebyioT pansHeiweil
[00paboTKM MOAenu U NoATBEPXKAAIOT COXKHOCTb Anar-
HOCTUYECKOro NpoLecca B KIMHUYECKOW NpaKTUKe.
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Effectiveness of upadacitinib and tofacitinib for one year in
ulcerative colitis in real clinical practice

Tatiana A. Baranova, Maria A. Ignatenko, Bella A. Vykova,
Timofey L. Alexandrov, Kristina A. Sergeeva
Ryzhikh National Medical Research Center of Coloproctology (Salyama Adilya st., 2, Moscow, 123423, Russia)

AIM: to compare the one-year efficacy of upadacitinib (UPA) and tofacitinib (TOFA) for moderate to severe attacks
of ulcerative colitis (UC).
PATIENTS AND METHODS: a retrospective study included electronic medical records of patients who were initiated
by UPA and TOFA for the treatment of UC between January 2022 and January 2023. In consisted of 74 patients
(37 in each group). In all patients, demographic data were assessed, the severity of the attack was assessed using
the partial Mayo index, laboratory data, endoscopy at the start of therapy (day 0), at the 8th, 26th and 56th week
of therapy, the incidence and nature of adverse events for the period of therapy. In order to create comparable groups
for endoscopic activity before the start of therapy, the method of optimal pairing was used.
RESULTS: endoscopic response was found in 10/34 (29%) patients in the TOFA group and 18/36 (50%) in the UPA
group (p = 0.08) when assessing changes in the endoscopic picture between 8 and 0 weeks of therapy; 14/30 (47%)
on TOFA and 13/29 (45%) on UPA (p = 0.9) between 26 and 8 weeks; 6/26 (23%) on TOFA and 13/28 (46%) on
UPA (p = 0.09) between 56 and 26 weeks, respectively. In the TOFA and UPA groups, endoscopic remission by week
56 was achieved in 18/26 (69%) patients and 15/28 (54%) patients, respectively. Secondary outcomes data did
not reveal a significant difference between the 2 groups regarding optimization of therapy or the need for surgery.
Laboratory data, as well as the severity of UG, did not differ between groups at all time control points.
CONCLUSION: endoscopic response and remission were not statistically different between the two groups. A random-
ized, prospective study is needed to compare the efficacy of upadacitinib with tofacitinib.

KEYWORDS: ulcerative colitis, tofacitinib, upadacitinib
CONFLICT OF INTEREST: the authors declare no conflict of interest

FOR CITATION: Baranova T.A., Ignatenko M.A., Vykova B.A., Alexandrov T.L., Sergeeva K.A. Effectiveness of upadacitinib
and tofacitinib for one year in ulcerative colitis in real clinical practice. Koloproktologia. 2025;24(2):42-51. (in Russ.).
https://doi.org/10.33878/2073-7556-2025-24-2-42-51

ADDRESS FOR CORRESPONDENCE: Tatiana A. Baranova, Ryzhikh National Medical Research Center of Coloproctology, Salyama Adilya str. 2,
Moscow, 123423, Russia; e-mail: baranova_ta@gnck.ru

Received — 11.12.2024

INTRODUCTION

Ulcerative colitis (UC) is a chronic disease of
the large intestine characterized by immune in-
flammation of its mucous layer [1]. Traditional
treatment strategies, including drugs such as
aminosalicylates, steroids and immunosuppres-
sants are often ineffective [2]. The emergence of
genetically engineered biological drugs (GEBD),
in particular tumor necrosis factor inhibitors, has
revolutionized the treatment of UC, but has not
become universally effective, and therefore, there
is still a need to explore new therapeutic pos-
sibilities [3]. In recent years, deeper knowledge
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of the pathophysiology of inflammatory bowel
diseases (IBD) has led to a significant expansion
of the therapeutic arsenal. Thus, JAK inhibitors
are a family of small molecules that block one
or more intracellular tyrosine kinases, including
JAK-1, JAK-2, and JAK-3. They, in turn, play a key
role in cytokine signaling and immune regula-
tion [4]. JAK inhibition is a targeted approach
to modulating immune responses involved in the
pathogenesis of immune-inflammatory diseases.
JAK inhibitors disrupt the signaling cascades of
various pro-inflammatory cytokines involved in
the pathogenesis of UC, such as interleukin (IL)-
6, IL-12, IL-23, and interferon-gamma [5], which
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has an anti-inflammatory effect, suggesting a
new therapeutic strategy for patients with UC
who have ineffective basic therapy or biologics
[6].

In the Russian Federation, two JAK kinase inhibi-
tors, upadacitinib (UPA) and tofacitinib (TOFA),
have been approved for the treatment of moderate
to severe UC [1]. TOFA, a non-selective inhibitor
of JAK with a predominant effect on JAK-1 and -3
and, to a lesser extent, on JAK-2 and tyrosine ki-
nase 2 (TYK-2), UPA is a selective inhibitor of JAK-
1 [7]. It is worth noting that this class of drugs
is notable for the rate of response to the therapy
[9,10], the effect on a wide range of cytokines,
and the lack of immunogenicity [8]. There are few
clinical studies comparing the efficacy and safety
of these agents in UC in the literature, and there-
fore, a comparative analysis with an assessment
of clinical response, clinical remission, endoscopic
response, endoscopic remission, and the safety of
the therapy in patients with UC during 56 weeks of
the treatment is relevant.

PATIENTS AND METHODS

A retrospective analysis of electronic medical re-
cords of patients who were initiated by UPA and
TOFA for the treatment of UC in the period from
January 2022 to January 2023 was carried out.
Patients who developed complications requiring
surgery during a short follow-up period, as well as
patients who were treated with UPA and TOFA for
indications unrelated to UC, were excluded from
the analysis. Initially, the TOFA group consisted of
50 patients, UPA — 37.

Demographic indicators were evaluated in all pa-
tients included in the analysis, the severity of the
attack was analyzed taking into account partial
Mayo's index, laboratory parameters at the be-
ginning of the therapy (day 0), on the 8th, 26th
and 56th weeks of the therapy, the frequency and
nature of adverse events during the therapy. The
nature of previous therapy, including steroids,
was evaluated with an analysis of the incidence
of steroid dependence and steroid resistance. The

CpaBHuTenbHas oueHka 3¢ peKTUBHOCTU ynaaauutMHmuba
1 TopauMTUHMBA B TeUEHHE OAHOTO roAa NPM A3BEHHOM
KOSMTE B PEASILHOM KIIMHMYECKON NPAKTUKe

agents were prescribed according to the stan-
dard scheme with an induction course and fur-
ther maintenance therapy. For UPA, an induction
course of 45 mg per day for 8 weeks, followed by a
reduction in the dose to maintenance (30 or 15 mg
per day, depending on the nature of the disease).
For TOFA, the induction course is 20 mg per day for
8 weeks, followed by a dose reduction to a mainte-
nance dose of 10 mg per day.

The primary endpoint was the achievement of an
endoscopic response (according to Schroeder’s
mucosal assessment scale < 1 point) on week 8 of
the therapy. It was determined using the follow-
ing multi-level criteria based on available medical
documentation: 1) partial assessment on Mayo’s
scale and 2) severity of the attack (according to
Truelove-Witts criteria).

The secondary pointswere endoscopicresponse (on
Schroeder’s mucosal assessment scale < 1 point)
and endoscopic remission (on Schroeder’s muco-
sal assessment scale = 0) on weeks 26 and 56. In
order to create comparable groups in endoscopic
activity, the optimal matching method was used
before the start of the therapy; no matching was
performed for other initial characteristics. Thus,
the analysis included 37 patients in each group
with initially comparable endoscopic activity of
the inflammatory process.

Statistical Analysis

Statistical data processing was performed in
RStudio (R v. 4.3.2 (R CoreTeam, Vienna, Austria))
using the libraries dplyr, gtsummary, MatchlIt, sur-
vival, survminer, ggplot2. All quantitative values
are presented as medians, lower and upper quar-
tiles (Me (Q1; Q3)), for some the minimum and max-
imum values (Min-Max) are indicated; the groups
were compared using Wilcoxon’s rank sum test for
unrelated samples; the change in the values of the
indicator within one group between 2 time-points
was estimated using the Wilcoxon’'stest for relat-
ed selections. The qualitative results were given
in the form of absolute and relative frequencies
(n (%) or n/N (%)). The groups were compared us-
ing Pearson’s c2with expected values > 10 for 2 x 2
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tables and > 5 for multi-field tables; with lower
values, precise two-way Fisher's test was used.
In order to assess the therapy survival, Kaplan-
Meyer’s curves were constructed (drug withdrawal
was taken as the outcome). The differences were
considered statistically significant at p < 0.05.

Characteristics of the Groups

An analysis of 74 patients in the TOFA and UPA
groups was performed. The TOFA group included
18/37 (49%) women, 19/37 (51%) men, while the
UPA group was dominated by males — 25/37 (68%)
compared with women — 12/37 (32%); however,
there were no statistically significant gender dif-
ferences in the analyzed groups (p = 0.2). No sig-
nificant differences were found in the groups with
respect to other demographic indicators (Table 1).
According to the extent of the lesion, the groups
were comparable, and the majority of patients had
a widespread inflammatory process. Also, 4/37
(11%) patients in both groups were diagnosed
with extra-intestinal manifestations (musculo-
skeletal and dermal equally). Table 1 shows an
analysis of the data on the presence of steroid de-
pendence and steroid resistance in patients, and
at the time of the therapy initiation, there were no
statistically significant differences in the groups
according to these indicators (p = 0.6 and p = 0.5,
respectively) (Table 1).

It is worth noting that 17/37 (46%) patients to
TOFA and 16/37 (43%) patients to UPA were bio-
naive, while 1/37 (2.7%) patient in the TOFA group
and 3/37 (8.1%) patients in the UPA group had a
history of receiving various GEBD and had the in-
effectiveness of 3 or more drugs. At the time of
the therapy initiation, simultaneous steroid use
was observed in the both groups, but it differed
by almost half (27/37 (73%) in the TOFA group
compared with 15/37 (41%) in the UPA group,
p = 0.005) (Table 1). Thus, the analyzed group is
more represented by patients with moderate UC,
with a widespread inflammatory process, with the
presence of steroid dependence or steroid resis-
tance, as well as the ineffectiveness of previous
therapy, including biological therapy.
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Assessment of the Therapy Effectiveness in the
Studied Groups on Week 8

On the 8th week after the treatment start, pa-
tients of both groups underwent an assessment
of the induction course effectiveness. A com-
parative assessment of incomplete Mayo's index
showed a significant decrease in the index value
in both groups compared with the baseline data
(Table 2). During a control endoscopic examina-
tion, endoscopic remission was achieved in 11/34
(32%) and 11/36 (31%) patients in both groups of
TOFA and UPA, respectively (p = 0.09). Endoscopic
response was registered in 10/34 (29%) pa-
tients to TOFA and 18/36 (50%) patients to UPA
(p =0.08).

When analyzing the laboratory data, the main
indicators associated with the active inflamma-
tory process were evaluated. When assessing the
hemoglobin level in the TOFA group, there was a
statistically significant increase in its dynamics
from 113 (101; 123) g/l at the time of the ther-
apy initiation to 121 (112;136) g/l after 8 weeks
(p = 0.027); this trend persisted on the 26th and
56th weeks p (0-26 weeks) = 0.002 and p (0-56
weeks) < 0.001 (Fig. 1). It is worth noting that in
the UPA group, when analyzing this indicator, it
achieved a statistically significant improvement
only by the 56th week of the therapy (p = 0.004).
As for the marker of inflammation with CRP con-
trol, the level of this indicator at the time of the
therapy initiation exceeded normal values and
amounted to 22 (8; 92) mg/Llin the TOFA group and
17 (6; 25) mg/Lin the UPA group (p = 0.3). By the
time the induction course was completed, there
was a decrease in CRP levels in the both groups,
reaching values of 7 (2; 14) mg/Lin the TOFA group
and 4 (2; 6) mg/Lin the UPA group (p=0.2) (Fig. 2).
There were no differences between the groups in
other laboratory parameters.

Partial (incomplete) Mayo's index at the time of
the therapy initiation exceeded normal values
and amounted to 9 (0-9) points in the TOFA group
and 5 (0-9) points in the UPA group. By the time
the induction course was completed, both groups
showed a decrease in Mayo’s index, reaching values

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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Table 1. Clinical and demographic data of patients

Parameters Tofacitinib, N =37 Upadacitinib, N =37 p-value
Gender 0.2
Female 18 (49%) 12 (32%)
Male 19 (51%) 25 (68%)
Age of debut, years 27 (23; 37) 31 (22; 45) 0.6
18-62 18-62
Steroid dependence 12 (32%) 14 (38%) 0.6
Steroid resistance 6 (16%) 4 (11%) 0.5
Biological drugs in the anamnesis 20 (54%) 21 (57%) 0.8
Infliximab in the anamnesis 13 (35%) 9 (24%) 0.3
Adalimumabin the anamnesis 7 (19%) 3 (8.1%) 0.2
Golimumab in the anamnesis 5 (14%) 2 (5.4%) 0.4
Vedolizumab in the anamnesis 2 (5.4%) 12 (32%) 0.003
Tofacitinib in the anamnesis 3y 5 (14%) 3y
Ustekinumab in the anamnesis 0 1(2.7%) 1.0
The number of biological drugs in the anamnesis 0.4
0 17 (46%) 16 (43%)
1 13 (35%) 13 (35%)
2 7 (19%) 5 (14%)
3 0 3 (8.1%)
CMV in the anamnesis 5 (14%) 3(8.1%) 0.7
Severity of the attack (as per Truelove-Witts's criteria) 0.2
Mild 6 (16%) 12 (32%)
Moderate 23 (62%) 17 (46%)
Severe 8 (22%) 8 (22%)
Partial assessment on Mayo’s scale 6(5;7) 5(4;7) 0.11
3-9 2-8
Extra-intestinal manifestations 4 (11%) 4 (11%) 1.0
Extent of the lesion 0.4
Left-sided 8 (22%) 5 (14%)
Total 29 (78%) 32 (86%)
Endoscopic activity (according to Schroeder) 0.2
Minimal 3(8.1%) 5 (14%)
Moderate 12 (32%) 6 (16%)
Pronounced 22 (59%) 26 (70%)
Hemoglobin, g/l 113 (101; 123) 116 (104; 131) 0.3
51-151 84-153
Leukocytes, 10%/1 9.5 (6.7; 11.7) 7.7 (6.4; 11.0) 0.2
4.4-24.0 4.0-16.6
Thrombocytes, 10°/L 376 (339; 494) 365 (310; 517) 0.4
170-777 136-753
Albumin, g/l 36 (31; 40) 37 (32; 40) 0.6
21-46 28-45
Fibrinogen, g/l 3.50 (3.08;4.20) 3.69 (3.20;4.22) 0.8
2.10-5.80 2.22-4.93
CRP, mg//L 22 (8; 92) 17 (6; 25) 0.3
0-441 1-111
ST Induction 27 (73%) 15 (41%) 0.005

Note: CMV — cytomegalovirus infection, CRP — c-reactive protein, ST — steroids

of 3 (0-9) points in the TOFA group and 2 (0-9)
points in the UPA group (Fig. 3). The tendency to
normalize the level of Mayo’s index was also found
on the 26th and 56th weeks of the therapy equally
in the both groups.

CpasHuTenbHas oLeHKa 3¢ peKTUBHOCTH ynaaauutMHuba
1 TodauUTUHMEA B TeHEHME OAHOTO rOAQ MPY F3BEHHOM
KONUTE B peanbHOM KIMHUYECKOH NpakTke

Taking into account the continued activity of the
inflammatory process, on the 8th week of the ther-
apy, 23/34 (67%) patients in the TOFA group re-
quired continued therapy with an induction dos-
age of 20 mg per day. In the UPA group, 25 (69%)

Effectiveness of upadacitinib and tofacitinib for one
year in ulcerative colitis in real clinical practice
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Table 2. Data on the effectiveness of therapy in the TOFA and UPA groups 8 weeks after the start of therapy

Parameters Tofacitinib, N = 34 Upadacitinib, N = 36 p-value
Severity of the attack (as per Truelove-Witts's criteria) 0.008
Mild 19 (56%) 30 (86%)
Moderate 11 (32%) 5 (14%)
Severe 4 (12%) 0
Endoscopic activity (as per Schroeder) 0.2
Remission 11 (32%) 11 (31%)
Minimal 10 (29%) 18 (50%)
Moderate 9 (26%) 4 (11%)
Pronounced 4 (12%) 3 (8.3%)
Table 3. Dosage of drugs in the TOFA and UPA groups 8 weeks after the start of therapy
Parameters Upadacitinib Tofacitinib
Dosage of the drug 15 mg 30 mg 10 mg 20 mg
19 (53%) 17 (47%) 12 (35%) 22 (65%)

patients were switched to a maintenance dosage
of 30 mg per day (Table 3).

Results on Week 26 of the Therapy

Among patients in the TOFA and UPA groups, en-
doscopic remission on week 26 was achieved in
10/30 (33%) patients and 12/29 (41%) patients,
respectively, while endoscopic improvement was
achieved in 14/30 (47%) ones versus 13/29 (45%)

patients, respectively, p = 0.9. The groups did not
differin the other indicators on week 26 (Table 4).

Results on Week 56 of the Therapy

In the groups of patients receiving TOFA or UPA,
26 and 28 people remained, respectively, after ex-
cluding those who required a change in therapy
or colectomy within a year after the start of the
therapy (Table 5).

Hermoglobin (g/1)

Pos = 0,027

Pose = 0,002

kL]

CRP (mg/l)

Posc < 0,001

Pos=03 Poze =010 Poss = 0,004
p=03 p=04 p=09 p=03
10
= 1.2 5
Week s
Group Gt
i i
) . B Upadacitinib
Generalized reference interval Jedenn
for men and women (130-160 g1y Dasrams

Figure 1. Scale diagram and comparison of hemoglobin indices
in the TOFA and UPA groups at 0, 8, 26, 56 weeks of therapyy
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Figure 2. A diagram of the scope and comparison of CRP indica-
tors in the TOFA and UPA groups at 0, 8, 26, 56 weeks of therapy

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025



OPUTUHAJIbHBIE CTATBU

ORIGINAL ARTICLES

Table 4. Data on the therapy effectiveness in the TOFA and UPA groups after 26 weeks from the start of the therapy

Parameters Tofacitinib, N = 30 Upadacitinib, N = 29 p-value
Severity of the attack (as per Truelove-Witts’s criteria) 0.3
Mild 19 (63%) 24 (83%)
Moderate 8 (27%) 4 (14%)
Severe 3 (10%) 1 (3.4%)
Endoscopic activity (as per Schroeder) 0.9
Remission 10 (33%) 12 (41%)
Minimal 14 (47%) 13 (45%)
Moderate 4 (13%) 3 (10%)
Pronounced 2 (6.7%) 1 (3.4%)
Table 5. Data on the effectiveness of therapy in the TOFA and UPA groups after 56 weeks from the start of therapy
Parameters Tofacitinib, N = 26 Upadacitinib, N = 28 p-value
Severity of the attack (as per Truelove-Witts's criteria) 1.0
Mild 25 (96%) 27 (96%)
Moderate 1(3.8%) 1 (3.6%)
Endoscopic activity (as per Schroeder) 0.1
Remission 18 (69%) 15 (54%)
Minimal 6 (23%) 13 (46%)
Moderate 1 (4%) 0
Pronounced 1 (4%) 0

-

Partial asscssment on Mayo’s scale

#

11

pog < 0,001 Pozs < 0,001  poss < 0,001
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Figure 3. Comparison of the partial index on the Mayo scale in
the TOPH and UPA groups

Note: Partial (incomplete) Mayo’s index without endoscopy
data: 0-1 point clinical remission (with the parameter “rectal
bleeding” = 0 point); 1-2 points mild attack; 3-5 points
moderate attack; = 6 points: severe attack

CpaBHuTenbHas oueHka 3¢ peKTUBHOCTU ynaaauutMHmuba
1 TopauMTUHMBA B TeUEHHE OAHOTO roAa NPM A3BEHHOM
KOSMTE B PEASILHOM KIIMHMYECKON NPAKTUKe

In the TOFA and UPA groups, endoscopic remission
was achieved in 18/26 (69%) patients and 15/28
(54%) patients, respectively. Also, endoscopic im-
provement was noted in the TOFA group in 6/26
(23%) cases, and 13/28 (46%) cases in the UPA
group, respectively, on week 56 (p = 0.09). The
analysis of secondary results did not reveal sig-
nificant differences between the 2 groups regard-
ing changes in the therapy or the need for surgery
(Table 5). There were no differences in the labora-
tory parameters between the groups on week 56
of the therapy.

It is important to note that during the analyzed
period, due to the ineffectiveness of the therapy,
5/37 (14%) patients required surgical treatment,
(3/37 (8%) patients were bio-naive to TOFA) and in
2/37 (5.4%) cases to UPA (p =0.4). When analyzing
the rate of adverse events in the groups, 2 cases
were identified in the UPA group: 2 cases of herpes
infection. Both adverse events were recorded at
an induction dose of 45 mg per day (Table 6).

The analysis of the primary therapy ineffective-
ness showed statistically significant differences
between the groups of TOFA 11 (30%) and UPA
4 (11%) (p = 0.081). When analyzing the overall
survival of the therapy during the year (Fig. 4),
there were no statistically significant differences

Effectiveness of upadacitinib and tofacitinib for one
year in ulcerative colitis in real clinical practice
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Table 6. Comparison of indicators of the development of NS and colectomy in the groups of UPA, TOFA

Parameters Tofacitinib, N = 37 Upadacitinib, N =37 p-value
Primary inefficiency 11 (30%) 4 (11%) 0.081
AE* (herpes infection) 0 2 (5.4) 0.5
Loss of response 2 (5.4%) 1(3.1%) 1.0
Colectomy 5 (14%) 2 (5.4%) 0.4

Note: AE — adverse events

between TOFA and UPA (p = 0.66). In the both
groups, the median survival was not reached. It is
worth noting that all cases were complete (there
were no censored cases). Thus, by week 56, the
drug was retained in 26/37 (70%) patients in the
TOFA group and 28/37 (76%) patients in the UPA

group (p =0.6).

DISCUSSION

An analysis of the data obtained showed a higher
frequency of achieving an endoscopic response
and remission to the UPA therapy on the 26th and
56th weeks for UC. The effectiveness in the treat-
ment was higher in the UPA group, despite the
greater number of previous biological drugs. The
data suggest that UPA may be more effective in
achieving both an endoscopic response and remis-
sion of UC during 1 year of the therapy compared
with TOFA, although these results need to be con-
firmed in larger prospective randomized trials.

Similar results were obtained by other researchers.
A recent study involving 81 patients treated with
upadacitinib showed significantly higher chances
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Figure 4. Treatment survival curves during the year
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of achieving clinical remission without steroids
(OR 3.01, 95% CI 1.39-6.55) compared with TOFA;
however, no differences in endoscopic response or
remission were detected [12]. Boneschansker et al.
compared the effectiveness of TOFA and UPA for
the induction of remission in moderate and severe
UC attacks. Using the data from electronic medical
records, the study included 119 patients with UC
treated with TOFA and 35 patients with UC treat-
ed with upadacitinib. UPA demonstrated efficacy
with a higher proportion of patients who achieved
clinical remission (40% vs. 18%, p = 0.006) and a
lower rate of non-response (9% vs. 34%, p = 0.004)
compared with TOFA [11]. However, the study con-
sidered only the induction phase of the treatment
for JAK, since the follow-up was 8-10 weeks. In
a study by Pannacionne et al., the effectiveness
of the treatment of moderate and severe UC was
studied using a network meta-analysis, which also
included UPA and TOFA. The authors found that
UPA was the most effective treatment for both
induction and maintenance of clinical response,
clinical remission, and endoscopic improvement
in patients with moderate to severe UC attack,
regardless of prior biological therapy. In terms
of side effects, there was no significant differ-
ence between the treatment groups [13]. Another
systematic review and network meta-analysis in
several countries, which was conducted by Juan
S. Lasa et al., showed that UPA was significantly
superior to other drugs for inducing clinical remis-
sion and achieving endoscopic remission [14].

We found a lower use of intravenous steroids, as
well as a lower frequency of colectomies for the
UPA group compared to the TOFA group for 12
months. It is worth noting that serious adverse
events, such as herpes infection in two patients,
were reported against the background of the UPA
therapy. Against the background of the TOFA

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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therapy, no serious AE were noted, which corre-
sponds to the data of previously described studies
in real clinical practice. [26,27] It should be noted
that in this group there were fewer patients who
underwent therapy in combination with steroids,
which may be due to the fact that initially the UC
attack in this group was less severe. Recent papers
emphasize the importance of long-term safety as-
sessments of JAK inhibitors [15]. This is especially
relevant in light of new data suggesting potential
differences in the safety profiles of various JAK
inhibitors [16]. Information regarding the safety
of JAK was mainly obtained in studies of patients
with rheumatoid arthritis [17-20]. The possibility
to extrapolate safety data from rheumatoid ar-
thritis studies on UC is often questioned due to
the different etiopathogenesis of the diseases.
Moreover, a recent meta-analysis did not show an
increased risk of venous thromboembolism (VTE),
pulmonary embolism, and deep vein thrombosis
in patients with immune-mediated inflammatory
diseases taking JAK inhibitors [21]. At the same
time, new data from observational studies empha-
size the importance of individual approaches to
treatment [22]. In phase III clinical trials of upa-
dacitinib, the incidence of nasopharyngitis was
5-14%, arthralgia — 2-6%, headaches — 2-3%,
and serious adverse events — 3-7%, depending
on the treatment regimens. 4% of patients devel-
oped shingles, and 1% developed non-melanoma
skin cancer. 1% of patients developed VTE, and
none of the patients had serious adverse cardio-
vascular events in the U-ACHIEVE study [23].

The differences observed in the results between
the groups of patients undergoing the therapy
with upadacitinib or litofacitinib emphasize the
importance of understanding the differences in
the mechanisms of action of drugs. A possible
explanation for the clinical superiority of upa-
dacitinib over tofacitinib is that the selectivity
of upadacitinib to JAK1 allows the use of higher
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Xacanose P.LL.%2, Banutos B.P.'
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(yn. Cubmpckmit tpak, a. 31, r. Kasans, 420029, Poccus)

2KasaHckas rocyaapcTBeHHas mepuumHckas akagemus — dunran PrbOY AMNO «Poccuitckas mearumuckas
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Poccus)

SPTAQY BO «MuctutyT dpyHaameHTansHOM MeanupmHbl M 6uonorumn, Kasanckuin Pepepanshbiit YHusepcuret»
(yn. Kapna Mapkcea, a. 76, r. Kazaus, 420012, Poccus)

L{EJTb: oyeHums HenocpedcmaeHHble pe3yibmams! U YesecoobpasHoCms BbINOJHEHUS CUMYNbMAHHbIX 1GNAPOCKO-
nuveckux smewiamenscms y 60bHbIX KO0peKmanbHbiM pakom (KPP) ¢ CUHXPOHHbIMU Memacmasamu 8 neyeHs.
MAUMEHTBI W METOAbI: 8 nunomHoe uccnedosarue 6binu graYeHsbl 11 604bHbIX KPP ¢ CUHXpOHHbIMU Mema-
cmasamu 8 neyeHb. MM Gbliu BbINOTHEHbI CUMYJIBMAHHbIE ONepamuBHbie BMewamebCmaa 1anapocKonuyeckum
docmynom. Kpumepusmu BKAtOYeHUs B8 OAHHOE UCCne00BaHUe ABAANUCL MOPGOso2UYeCKU NOOMmMBepKOeHHbIl
OuazHo3 KPP, npucymcmsue CUHXPOHHO20 pe3ekmabesbH020 Memacmamu4ecKo2o NopaxeHus neyeHu U yposeHsb
comamuyeckoeo cmamyca 1-2 no wkane ASA (American Society of Anesthesiologists).

PE3YJIbTATbI: koHgepculi He 6bin0. Bpemsa onepayuu cocmasuno 194,0 + 36,5 (170-250) MuH., uHmpaonepayu-
OHHasA Kposonomepa — 350,0 + 175,3 (150-600) ma. AHamomuyeckue pe3eKyuu BbinojHeHs! 8 7 u3 11 ciyyaes:
8 2 — 2emueenamaKkmomuu, 8 2 — bucesMeHM3aKmMomuu, 8 1 — pesexkyus cezmeHma neyeHu. llocneonepayuoHHsii
Koliko-0eHb cocmasun 9,9 (5-20). lfemompaHxcey3uii He 6b110, umeso mecmo 1 0CoXHeHuUe 8 BUOe Hecocmosmes-
HOCMU KOJIOpeKmasnbHo20 aHacmomosa. JlemansHocmu He 6biio.

BbIBOfIbI: cumynsmaHHas KoJOpeKmanbHas pe3ekyus ¢ pesekyueli neyeHu 1anapockonuyeckum docmynom AJis-
emcs BO3MOXHbIM U 6e30nacHsIM Memodom npu cobdeHUU YemKUX Kpumepues ombopa nayueHmos.

KJIIOYEBBIE C/I0BA: konopekmanbHbili pak, Memacmassi nedeHu, CUMyIbManHble onepayuu, 1anapockonuyeckuti docmyn
KOH®JINKT UHTEPECOB: asmops! 3a58/1510m 06 omcymcmauu KoHGUKmMa uHmepecos
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AIM: to estimate early results and feasibility of simultaneous laparoscopic procedures for patients with colorectal
cancer (CRC) with synchronous liver metastases.
PATIENTS AND METHODS: the pilot study included 11 patients with CRC with synchronous liver metastases. They
underwent simultaneous procedures using a laparoscopic approach. The inclusion criteria were morphologically
confirmed CRC, synchronous resectable liver mts and somatic status level ASA I-II.
RESULTS: no conversions occurred. The operation time was 194.0 + 36.5 (170-250) min., intraoperative blood loss
was 350.0 + 175.3 (150-600) ml. Anatomical resections were performed in 7 of 11 cases: hemihepatectomy in
2 cases, bisegmentectomy in 2 cases, and resection of a liver segment in 1 case. The postoperative hospital stay was
9.9 (5-20) days. There were no blood transfusions, there was 1 complication — anastomosis leakage. No mortality
occurred.
CONCLUSIONS: simultaneous colorectal resection with liver resection using laparoscopic access is a feasible and safe
method if strict patient selection criteria are met.

KEYWORDS: colorectal cancer, liver metastases, simultaneous operations, laparoscopic surgery
CONFLICT OF INTEREST: the authors declare conflict of interest
FINANCING: the authors declare no funding

FOR CITATION: Valiev A.A., Gataullin B.I., Zankina A.P., Gataullin I.G., Khasanov R.Sh., Valitov B.R. Early results of simulta-
neous laparoscopic operations for colorectal cancer with liver metastases. Koloproktologia. 2025;24(2):52-59. (in Russ.).
https://doi.org/10.33878/2073-7556-2025-24-2-52-59

AJAPEC AN14 NEPEMUCKU: [amaynnuH bynam Unveuzosuy, MHcmumym ¢yHdamenmansHol meduyursl u 6uonozuu KOY, ya. Kapaa Mapkca 0. 76,
Kasans, 420012, Poccus; men.: +7 (962) 553-31-07; e-mail: bulatg@list.ru

ADDRESS FOR CORRESPONDENCE: Gataullin Bulat Ilgizovich, Institute of Fundamental Medicine and Biology, Karl Marx st., 76, Kazan, 420012,

Russia; +7 (962) 553-31-07; e-mail: bulatg@list.ru

Hama nocmynneHua — 06.12.2024
Received — 05.12.2024

CNUCOK COKPALLEHUW

KPP — KonopekTanbHbIii pak

ASA — American Society of Anesthesiologists

Y3 — ynbTpa3ByKoBble NCCAef0BaHMUSA

MCKT — mynbTCnMpanbHas KoMNbloTepHas ToMorpadus
MPT — MarHWTHO-pe30HaHCHas ToMorpadus

3rAC — 3s3odaroractpopyoneHockonus

BBEOEHWE

KonopektanbHbiit pak (KPP) saBnsetcs ogHum u3 Bepy-
LWMX OHKOMOrMYecKUX 3a60NeBaHNi B CBA3N C BbICOKOIA
3a601eBaeMOCTbIO M CMEPTHOCTbIO, Kak B Poccuu, Tak
M BO MHOTMX ipyrux cTpaHax mupa [1].

BonbwWHCTBO cAy4aeB KOMOpPEKTanbHOrO paka fB-
NATCA CNOpPAgMYeCcKMMU: MPUMEPHO TPpU YeTBepTH
NnauMeHToB He WMET OHKONOrMYecKoro cemenHoro
aHamHe3a [2].

CornacHo paHHbim  GLOBOCAN 2020, nosyyeHHbIM
npu aHanu3e 3ab0s€BaEMOCTU U CMEPTHOCTM OT 36 No-
Kanusauuil  3710KaYeCTBEHHbIX  HOBOOOPa30BaHMil
B 185 ctpaHax, B 2020 rogy B Mupe OblN0 BbIABJEHO
1931590 HOBbIX C/ly4aeB KOOPEKTANbHOMO paka y 060-
UX N0N0B, YTo cocTaBuno 10% o1 obuiein 3abonesaemMo-
CTU PaKOM pasiMyHbIX NoKanu3sauuin. KonopektanbHbli
paK 3aHsan 3-10 paHroBylo No3uuMI0 No yucny 3abones-
LWKX BO BCEM MUPe, YCTYNWB NN PaKy Nerkux ¢ 3abone-
BaeMoCTbto 2 206 771 yenoBek 1 paKy MOJIOYHOM ene3bl

Hel'lOCpeACTBeHHbIe pPe3ynbTaTbl CAMYJIbTAHHbIX ITANAPOCKONUYECKNX
onepou.uﬁ MPU KONOPEKTANIbHOM paKe C METACTa3dMHM B NeYeHb
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c 3aboneBaemocTblo 2 261 419 yenosek. CMepTHOCTb OT
KoNopeKTanbHoro paka so scem mupe B 2020 rogy co-
cTaBuna 935 173 yenoseka, 4o coctaBuno 9,4% ot 06-
el CMEepPTHOCTM OT ONyXONen BCex NOoKanu3aumuin u no-
3BOIUNIO 3aHATb 2-10 PAHrOBYIO MO3MLMIO Noche paka
Nerkux co cmeprtHocTtbio 1 796 144 YenoBeK BO BCEM
mupe. [1o CMEpPTHOCTU Y MYXUYUH KONOPeKTaNbHbIN paK
3aHAN 3-e MecTo, yCTynas paKy JIerkoro u paky neyexu;
V KEHLWMH OH TaKe 3aHAn 3-e MecTo, yCTynas paky Mo-
JIOYHOIA Xene3bl U paky nerkoro [1].

3a60/1eBaeMoCTb M CMepPTHOCTb OT KOMOPEKTANbHOTO
paka npojosKaloT 6bICTPO pacTh B CTPaHax C HU3KUM
W CPEeAHUM YPOBHEM XW3HW; CTAaOWUNU3AUMUA UAU CHU-
KEHWe 3TUX MoKasaTenei HabnOAATCA B BbICOKOpa3-
BUTbIX CTpaHax, rAe OHU OCTAKTCA Cpean Haubonee
BbICOKMX B MUpe. 03nAaeTcs, 4T YMCII0 BONbHBIX KONO-
peKTaNbHbIM paKoM BbipacTeT Ha 60% M cocTaBuT bonee
2,2 MAH HOBbIX cnyyaes u 1,1 maH cmepTeit k 2030 rogy
[3,4,5].

B Poccuiickoit ®epepaumn (P®) exeropHo 3abonesa-
€T KoJopeKTanbHbIM pakom 6osnee 60 ThiC. Yenosek.
Mpn 3TOM CHMHXPOHHOE MeTacTaTU4yeCcKoe MopaxeHue
neyeHu y nepBUYHbIX NaLuMeHToB BbifABaAeTca B 25%
ciy4aes, a B NOCNeAyIOWMiA Nepuos oTMeyaeTca BTO-
pu4Hoe nopaxeHue nevyeHu euwe B 35-40% cnyyaes
[7,8,17,18,19,20,21]. U Tonbko B 30% Ciy4yaeB BO3MOX-
HO NpoBefeHne pafnKaNbHOro XMPYpruyecKoro smeLla-
TENbCTBA, KOTOPOE NO03BONAET AOOUTHLCA 5-NETHEN Bbi-
XuBaemoctu B 25-58% cnyyaes [11,12,13,14,15].
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be3 neyeHna nNpoOAOMKUTENBHOCTb XW3HU NpuU MeTa-
CTAaTMYECKOM MOPa)KeHUM MNeyeHW COCTaBNfeT MeHee
opHoro ropa [25,26,27]. B 10 e BpeMs pe3ekuus ne-
YeHU — OAHO U3 Hanbonee CNOXKHbIX ONEPaTUBHbIX BME-
wartenscTB. OCNoXHeHUA nocne onepaLuii Ha neyeHu
BCTpeyatoTca B 4,09-47,7% cnyyaes. [pu 3T0M nocne-
onepaunoHHasa netanbHocTb coctasnaetr 0,24-9,7%
[25,28].

MpoBeneHne Tepanuu y OONbHbIX C MeTaCTaTUYECKUM
NnopaxeHneM neyeHu Npu KONOPEKTaNbHOM pake ABNA-
€TCA CNOXHbIM U AOPOroCTOALMM NPOLECCOM U JOMKHO
OCHOBbIBATbCA HA MYNbTUAUCLUNANHAPHOM NOAXOAE
C MCNONb30BAHMEM UHAMBUAYANBHbIX aITOPUTMOB Neye-
Hus. Topuakos C.B., MpaBocynos W. B. u coasTt. (2015)
VTBEPXKAAIOT BO3MOXHOCTb M LenecoobpasHoCTb Bbl-
NONHEHUA CUHXPOHHbIX OMEpaTWBHbLIX BMELATENbCTB
y 60NbHbIX AaHHOM KaTeropum [31].

BospacTawowuit MHTepec K nanapockonuu NpuBEN
K CO3bIBY [ABYX MEeXAYHapOAHbIX KOHdepeHuuit ans
IKCMEepTHOW OueHKM 6e30MacHOCTM U 060CHOBAHHO-
CTU e€ NpUMEHeHWUs B renatoOMAMapHON XWUpypruu
(Nlyucsunn, 2008 1 Mopuoka, 2014). U ecaun B 2008 r.
Ha KoHdepeHLuu B Jlyuceunne 6e30nacHoCTb Janapo-
CKOMMUYECKMX MeTOA0B Bbi3blBana [UCKYCCUM U B 3a-
KNIOUMTENbHON [eKnapaunuu OHWM Obln OLEHEHbl Kak
3hdeKkTUBHbIe U Ge3onacHble B yMeNbiXx pyKax, TO
K 2014 rofy 3TO MHeHMWe npeTepneno CyuecTBEHHYI
3sonoumnio. B Mopuoke MexpayHapogHble 3KCnepTsl
Ve paccmaTpuBanu NanapocKOMUYecKylo pes3eKkuuto
NeYyeHun Npu Manbix BMewWaTenbCTBax (2 cermeHTa) Kak
CTaHAAPTHYIO npoueaypy.

Mo paHHbIM NMoHomapeHKo A.A., Aukacosa C.W. n coasT.
(2017), BaxHbIM BOMPOCOM B XWUPYPrU CUHXPOHHbIX
KOJIOpeKTasbHbIX METACTA30B B NeYeHb ABASETCS BbIOOP
cnocoba BbINONHEHUS pe3eKuun neveHu. MapannenbHo
C COBEpLUEHCTBOBAHWEM OCHOBHbIX aNrOPUTMOB U CXEM
XMMUOTEpanumu, CONpPoBOXAAMWMUX XUPYpPruyeckoe ne-
yeHue, B HacToAlee BpeMa MAET MOUCK BO3MOXHOCTEN
chenaTb ero MeHee TpaBMaTUYHbIM U Bonee paguKanb-
HbiM. OnepaTuBHasA TeXHWKA Ha NEeYEHU U TONCTON K-
Ke, a TaK)Xe COBpeMeHHOoe nepuonepaLnoHHoe BefeHune
60/1bHbIX NO3BONIAIOT BLINOHATL CUMYJIbTAHHbIE BMELLA-
TenbCTBa C NPUEMIEMbIM YPOBHEM OCNOXHEHNI [32].
Adam R, de Gramont A u coast. (2015) cxoaatcs BO
MHEHWUW, YTO BbIMOJHEHWE OJHOMOMEHTHbIX BMeLla-
TENbCTB JaHHOW rpynne 60MbHbIX NPUBOAUT K BbICOKO-
My PUCKY pa3BUTUA OCIAOXHEHWIA, U OHW MOTYT NPOBO-
AUTLCA TONBKO B TEX CAyYasx, KOr[a He ocyluecTenserca
obwupHas pesekuns nedeHu [29]. [pyrue uccnepo-
BaTe/IN TaKXKe COrNacHbl C TeM, YTO KOMOUHWUPOBAHHbIE
BMellaTenbCTBa NO3BOAAIOT YBEINYUTL JOMI0 paanKanb-
HbIX XWPYPruyeckux onepawuuit, COKpaTUTb nocneone-
pauuoHHOe npebbiBaHWE B CTALMOHAPE U CHU3UTL KO-
NIMYECTBO OCJI0XHEHUN, 0COOEHHO MpPU UCMOb30BAHUM
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NanapocKonNMyecKoro noAxofa Npu BbINONHEHWUM one-
paTuBHbIX nocobwii [1,4,5,6,11].

MocnefHne BOCTUXEHWUS B NANapoCKOMUYeCKOW X1pyp-
TMYECKON TEXHWKE, aHECTE3NO0NOTUN U UHTEHCUBHOI Te-
panuu caenanu cUMynbTaHHble pe3eKLuK KoNopeKTanb-
HOTO paKa C pe3seKuuell neyeHu Gonee Ge3onacHbIMU
1 3 HEKTUBHBIMU, @ TaKXe CONOCTaBMMbIMU MO CPOKAM
rocnuTanu3auum 1 NocaeonepaumoHHbIM OCTOXHEHUAM
C OTKpbITOI Xupyprueii [33].

LESTb MCCIEOOBAHMA

1. OueHnTb HenocpeacTBeHHble pe3ynbTaThl U Leneco-
00pa3HOCTb BBINONHEHUA CUMYMbTAHHBIX Nanapo-
CKOMMYECKNX BMELWaTesbCTB Y GOMbHBIX C KONOpeK-
TanbHbIM pakoM (KPP) n cuHXpoHHBIMKM MeTacTaszamu
B NeyeHb.

2. MNpopeMoHCTpUpOBaTb  OCYLECTBMMOCTb  A@HHOW
METORMKM, YAeNnas ocoboe BHUMaHWE TEXHUYECKUM
acneKkTaMm XuWpypruum u oTbopy nauuMeHToB Ans na-
NapoCKOMUYECKUX  CUMYNbTAHHBIX  OMEepaTUBHBIX
BMeLaTeNbCTB.

MALUMEHTBI M1 METObI

B nunotHoe uccneposaHue ¢ 2022 no 2024 rr. Obiin
BK/t0YEHbl 60sibHble KPP ¢ CMHXpOHHBIMM MeTacTa3amu
B MeyeHb; UM OblNM BbINOJHEHbI CUMYJIbTAHHbIE OMepa-
TUBHblE BMELLATEbCTBA 1aNnapOCKONNYECKUM AOCTYNOM.
Kputepuamu BKNOYeHUA B [aHHOe WCChefoBaHWe AB-
nAAncL Mophonoruyecku NOATBEPKAEHHLIA [MArHO3
KPP, npucyTcTBUE CUHXPOHHOTFO pe3ekTabenbHoro me-
TacTaTUYECKOro NOpPaXKeHUA NeYeHU U YpoBEeHb COMATK-
yeckoro cratyca 1-2 no wkane ASA. OCHOBHble xapak-
TEPUCTUKN BKIIIOYEHHbIX B WCCNeAOBaHWE MaLUEHTOB
npefcTaBreHsl B Tabnuue 1.

Bcem nauueHTam nposefeHo cucTemHoe o6cCnefoBa-
HUe C Lenblo OnpeAeneHus pacnpoCTpaHEHHOCTH 3N10-
KayecTBeHHoro npouecca: Y3, MCKT, MPT 6ptowHoit
nonocTW U Manoro Tasa € KoHTpacTuposaHuem, 3IAC,
KoJoHocKonus ¢ Guoncueit M Mopdonornyeckoin Be-
pudukaumen. na petanbHON OLEHKW COMATUYeCKOro
cTatyca nauueHta nposoaunun IX0-kapanorpaduio, yab-
Tpa3BYKOBOE UCCNEA0BAHNE COCYAOB, NPU HEOOXOAUMO-
CTW — KOHCYJbTaLMW NpoduibHbIX cneunanuctos (Kap-
AWoNora, HeBposaora) u ap.

MnaH nevyeHUs NPUHUMANCH HA MyNbTAUCUUMAUHAP-
HOM OHKONOrMYeCKOM KoHcuamyme. HeoapbloBaHTHas
Tepanus 6bina nposBedeHa ABYM NalMeHTaMm C HOBOOO-
pa3oBaHMAMU NPAMON KUWKW C NOpaXeHWeMm cpepHe-
aMnynfpHOro oTfena B BUAE JIYYEBOW Tepanuu B fo3e
25 ['p c nocnepytowen CUCTEMHON NOAUXUMUOTEPANUEN.
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Tabnuua 1. Xapakmepucmuku nayueHmos, BKI0YeHHbIX 8 UCCed08aHuUe
Table 1. Characteristics of the patients included in the study

Ne Mon Bospact Jlokanusayma nepBUYHON onyxonu T 0CnoXXHeHUs NepBUYHOI ONYX0Nu

1 Myx. 46 CurmoBMAHasA KuULWKa 1 Het

2 Myx. 53 Mpamas Kuwka 3 YacTuyHas KuweyHasa HenpoXoaNMOCTb

3 Myx. 54 Mpamas Kuwka 3 1b Her

4 XKeH 55 Mpamas Knwka 3 1b Het

5 Myx 45 Mpamas Kuwka 3 2a YacTnyHas KuweyHasa HeNnpoXoANMOCTb

6 Xen 60 CUrMOBUAHASA KUWKA 4a 2a NapakaHKpo3Hoe BoCnaneHue

7 Myx. 34 Mpamas Kuwka 3 2b KpoBoTeyeHue

8 e 67 Bocxopsiwan 060[04Hasn KMILKa 4a 2a AHemus

9 e 62 CurmoBMaHaA KMILIKA 4a 1 Het

10 Myx 54 Mpamas Knwka 3 0 Het

11 My 63 Mpamas Knwka 3 la YacTuyHas KuweyHasa HenpoXoanMOoCTb
Ta6nuua 2. llapamempsi pacnpocmpaHeHus onyxoneso2o npoyecca
Table 2. The spread of the tumor process

Ne CermeHTbI Konuyectso Pa3mep Hau6Gonbwero oyara ICTPaANEHEHOUHbIE OTAANEHHbIE METACTAIL

nopaxeHus MeTacTasos MmeTacTasa, B MM

1 SILIII 1 55 Het

2 SIV 1 84 Her

3 SVII 1 32 Hert

4 SV, VI, VII 3 52 Hert

5 S VI, VII 1 50 ConuTapHblit 04ar B N1eBOM NIEFKOM

6 SV, VI 3 54 Het

7 SIIT, V, VI, VII, VIII 5 82 HeT

8 SII, III 3 42 HeT

9 SV 1 32 HeT

10 SIII 1 25 HeT

11 SVI 1 37 HeT

Mo peweHnio MEXANCUMNIMHAPHOTO KOHCUANYMa, 601b-
Hble C HEOCNOXHEHHbLIM TeYeHMeM 3aboneBaHus nonyya-
U npegonepaLnoHHOe CUCTEMHOE NPOTUBOONYX0EBOE
fledeHue, U N0 OKOHYAHWUU XMPYPrUYecKoro atana neve-
HUs OblNa NPOAOMKEHA Tepanus ¢ yYETom Mopdonoru-
YECKUX U FeHeTUYECKNUX NapamMeTpoB OMyXou.

B poonepauuoHHOM nepuoge y 6 NaLueHTOB Bbian oc-
JIOXHEHUS MEPBUYHON OMNyXonu: y TPOUX — B BUAe
YACTUYHOW KMWEYHON HENpPOXOLMMOCTU, U MO OLHOMY
CNly4yal — KPOBOTEYEHMEe U3 onyXou, nepudoKanbHoe
BocnaneHue n aHemusa. ConytcTByowWwas cepaeyHo-co-
CyaMCTas naTonorus BbiiBNEHA Y 4 NaLMeHTOB B BUAE
TMNepPTOHNYEeCKoi 6oNe3Hn 2 CTeneHn U ULWEeMUYeCcKon
60ne3HM CcepaLa, y OfHOrO NauueHTa — caxapHblil aua-
6eT B CTaAnUM KOMNEHcaLuu.

Y nauueHTa ¢ NepBMYHbLIM 04arom B MpaBoOM MOJOBUHE
060]04YHON KUIIKKM UMeNach aHeMus TAENOW cTeneHy,
KOTOpas HyXxpaanacb B npefonepaLMoHHOR KOppeKLuu.
MapameTpbl NOKanbHOro pacnpocTpaHeHUs W MeTacTa-
TUYECKOTO NOpPAXKEHWUs NedYeHu npefcrasfieHbl B Tab-
nuue 2.

Tonbko y 3 MmauMeHTOB OTCYTCTBOBANO MeTacTaTuye-
CKO€e Mopa)keHne permoHapHbIx numbaTUyecKux y3nos,
NpW 3TOM B OLHOM CJly4ae Mbl UMENIN 4eNo C HayanbHOM
hopMoit MHBA3MBHOTO paka.

HEI'IOCpeACTBeHHbIe pPe3ynbTaTbl CAMYJIbTAHHbIX ITANAPOCKONUYECKNX
onepcu.uﬁ MNPH KOJIOPEKTASIbHOM PAKe C METACTA3AMM B NeYeHb

Y 7 naumMeHToB UMENo MeCTO CONUTAPHOE, @ B OAHOM
cnyyae — GunobapHoe nopaxeHue neyeHu. Y ofHoro
naymeHTa 6bI10 CUHXPOHHOE MeTacTa3upoBaHue B Ne-
Boe nerkoe. CpeaHuii pasmep MeTacTasoB COCTaBAAN

56 MM.

PMCyHOK 1. PacnonoxeHue nayueHma Ha onepayuoHHoM cmoJie

Figure 1. Location of the patient on the operating table
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for colorectal cancer with liver metastases
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OnepaTuBHaﬂ TEXHUKaA
Ha PUCYyHKe 1 nokasaHOo pacnonoxeHue nauneHTa

Ha onepauMoHHOM CTONe: Ha CMWHe C pa3BefeHHbIMM
HOraMv 1 NpMBELEHHON NPaBoW PYKOM.

MepBbIM 3TANOM Mbl BHIMONHANW Pe3eKLMIO NeYeHH, a 3a-
TeM NPOBOAMNM 3Tan onepauuu Ha Kulwke. Ans Bbinon-
HEHWs pe3eKLMM NeyeHn Tpoakapsl pacnonaranuch Bee-
po06pa3HO OTHOCUTENbHO 30HbI BMELIATENbCTBA.
OnepaTtuBHOe nocobue HauyWMHaANWM C pacceyeHus CBs-
304HOr0 anmnaparta MeyeHW W JOCTyna K COCYAUCTLIM
CTPyKTypaM B BOpOTax neyeHu. [Ina TOYHON nokanu3a-
LMW MeTacTaTMYecKoro MopaxeHuA neyeHn UCMoab30-
BaAM WMHTpaonepaunoHHoe Y3W ¢ nanapockonuyeckum
LATYUKOM.

MNepep pacceyeHneM NapeHXMMbl NeYeHU, B 3aBUCHMOCTH
OT AONU NOPAXEHMUA, B BOPOTax NEYEHN Ha LONeBble CO-
cyAbl (M30N1MPOBAHHO Ha apTepuio U BEHY) HaKnapbiBanu
cocyaucTble 3axumbl (Puc. 2), u napeHxumy pasgensnu
B YC/NOBUAX BPEMEHHOW MIWEMUM C WUCMNONb30BaHWEM
KNnaccu4yeckom MeTOAMKN pa3faBnnBaHUA C NPUMEHEHHU-
€M OfIHOBPEMeHHOW BMNONAPHOW UMW YIbTPA3BYKOBOI
Koarynauuu.

Mocne 3aBepleHMs NapeHXMMATO3HOro 3Tana Ccocy-
ANCTble 3aXUMbl YAANANN U AOCTUTANU OKOHYaTenbHO-
ro remoctasa GuUNONApHON Koarynsauuei. Yaansembiii
hparmeHT neyeHn nomewanu B KoHTeiHep. [ocne 3a-
BeplEeHNs nepBOro 3Tana nepej HayanoM BTOPOro
jTana 4YacTb TPOaKapoB MEpecTaBAsiu B CTaHAAPTHble
TOYKM ANA BbINONHEHUA pe3eKumn Kuwku. Mposoannmn
MefuanbHO-NaTepanbHblil BApUAHT MOOUAM3ALMUN C Bbi-
nonHeHunem numdoguccekumm B obveme D2.

[Ina HanoxeHnua aHactomo3a GopmupoBanu annapar-
HbI/ WOB C NOMOLLbIO IMHERHOro cTennepa. YaaneHHole
npenapatbl U3BNEKanu Yyepes MUHUIAMNAPOTOMHbINA [0-
cTyn B o6nactu runoractpus. Bce onepauumn 3akaHuu-
Ba/JINCb YCTAHOBKOM [peHaeln B 30Hbl ONepaTuBHbIX

PucyHok 2. M3onayus dosnesbix cocydos 8 8opomax neyeHu
€ NOMOWbIO COCYOUCMbIX 3AXKUMOB

Figure 2. Isolation of lobular vessels in the liver gate using vas-
cular clamps

KOJIONPOKTOJIOTUS, Tom 24, N2 2, 2025

BMelaTenbCTB. KOHBepCVIVI B NnanapotoMuio B HalnxX
HabnofeHNAX He 6bi10. MauMeHToB Nocne 3aBeplleHus
onepauuu Ans fanbHeiiwero nevyeHus u HabnageHus
nepeBOAMAN B OTAENEHWE peaHnMaLuu, FAe OHW Haxo-
AWNNCb B Te4YeHune 1 CYTOK, 3aTeM UX nepesopnam B npo-
tunbHoe oTAeneHue.

PE3YJIbTATHI

Bce xupypruyeckue nocobus BbIMOAHANMCL UCKNIOYK-
TebHO C MCNONb30BaHWEM BUAEOIHAOXUPYPrUYECKNX
TEXHONOT WA, KOHBEPCHII He BbINO.

B nogasnstowem 6onbwmHcTBe ciyyaes (7 u3 11) nep-
BUYHbIA 0Yar MMen NoOKanu3auuio B MPAMON KHULIKE,
B TPeX C/ly4asx — B CUIMOBUIHOMN KULIKE, B OAHOM —
B NPaBOi NoJjioBUHE 060[0YHON KUWKK. Y ofHOro ma-
LMeHTa, KpoMe BMelaTenbcTBa Ha NepBUYHOM oyare
W pe3eKkuMK neyveHu, LOMOAHUTENbHO Oblna BbIMONHEHA
TOPaKOCKOMMWYecKas aTUnuyHas pe3eKkLus NeBoro ner-
Koro. HenmocpepcTBeHHble pe3ynbTaThl lanapockonuye-
CKWX BMelLaTeNbCTB NPefCTaBieHsl B TabnuLe 3.
CpepHsAs NpopoMKMUTENbHOCTb OMEpaTUBHBIX BMella-
TenbcTB coctasuna 194,0 + 36,5 muH. (170-250 mMuH.),
CPefHWit o6beM WHTpaomepauMoHHOK KpoBOMoTepu
350,0 + 175,3 ma (150-600 mn). Knaccuyeckuii npuem
MpuHINa HaMU He MUCMONb30BANCA; NPU OBLWIMPHBIX pe-
3eKuMAxX neyeHn NPOBOAMAN CENEKTUBHYIO COCYAUCTYIO
U30M1ALMIO pe3eLupyemMoro CermeHTa Ha BCe BPeMs Bbl-
NONHEHMA NapeHXMMaTo3HOro 3Tana. Yauie BbINONHANM
aHatommnyeckue pesekumu: B 7 u3 11 cayyaes, fBax-
Abl — MPaBOCTOPOHHIOK U IEBOCTOPOHHIOID remurena-
TIKTOMUIO, B BYX HAOMIOAEHNUAX — BUCETrMEHTIKTOMMIO,
B OJHOM — pe3eKLMI0 CerMeHTa nevyeHu.

[nutenbHoCTb MoCneonepaLMoHHOr0 KOWMKO-AHA KO-
nebanacb ot 5 go 20 cyTOK, B cpeaHeM — 9,9 cyToK.
B MHTpa- 1 nocneonepaunMoHHOM nepuose He Oblo He-
06XOANMOCTN B NEpeNuBaHUM 3pUTPOLUTAPHON B3BECU
1 CBEXE3aMOPOXEHHON Nna3mbl.

JleTanbHbIX UCXOA0B BO BpeMs rocnutanu3auum u B Te-
yeHwue 30 cyToK nocse onepauum He 6bino. Cpepn ocnox-
HEHWI OTMEYEH OfMH TsxeNblit cnydaii no Clavien-Dindo
IIIb B BMAE KNUHMYECKM 3HAYMMOI HECOCTOATENBHOCTM
KOJIOPEKTANbHOrO0 aHacToMo3a, YTo NoTpe6oBaso Bbl-
MONHEHMA Pa3rpy304HON TpPaHCBEpP30CTOMbI. B ofHOM
cnyyae Oblna pauTenbHas runepTepmus, KoTopas Kynu-
poBanacb NekapCcTBEHHOW Tepanueil.

OBCYXOEHUE

ﬂaﬂapOCKOﬂquCKMe CMMyNbTaHHble BMellaTeNbCTBa
npun metTacTtaTu4eCKOM KONOPEKTaJlbHOM paKe WUMeT
cBou OI'IPED,EJ'IéHHbIE 0cobeHHOCTH. OpHako BOMpocC 06
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Ta6nv|u,a 3. HenocpedcmBeHHb/e pe3ysibmamsel onepamusHbix smewiamesibcms

Table 3. Immediate results of surgical interventions

InutenbHocTb KpoBonoteps, | MocneonepaynoHHblii OcnoxHeHuUA
Ne Bup onepauuu . . .
onepayuu, MUH mn KOMKO-fieHb no Clavien-Dindo
1 Pe3eKuns cUrmoBUIHON KULLKK, 150 150 5 0
6ucermentaktomus SII-IIT
2 NepepHas pe3eKkuna NPAMON KUK, 190 600 13 1 (anuTtenbHas
NIeBOCTOPOHHSASA reMUranaKTomMus runepTepmus)
3 MepepHAA pe3eKuna NpAMON KULWKY, 170 600 10 0
aTunuyHas pesekyms SVII
4 MepenHas pesekuns NPAMOII KUILKK, 250 300 8 0
NpPaBOCTOPOHHAA reMUrenaTaKToOMuA
5 MepenHaa pe3ekumns NPAMOIt KULLKK, 240 350 7 0
6ucermentaktromma SVI-VIL, atunuynas
pe3eKuus Nerkoro
6 Pe3eKums cMrMOBUAHON KULIKK 200 600 7 0
C afiHEKCIKTOMMUeN CneBa, GUcermeHTIKToMmus
SV-VI
7 MepepHAn pe3eKuna NpAMON KULWKY, 240 300 20 3b
NPaBOCTOPOHHAA reMUTenaTIKTOMus, (HecocTosTeNnbHOCTL
atunuyHas pesekuus SIIT KONOpPEeKTanbHOro
aHacTomo3a),
TPaHCBEP30CTOMMUSA
8 MpaBOCTOPOHHAA rEMUKONIKTOMMSA, 240 350 9 0
NeBOCTOPOHHAA reMUrenaTakToMus
9 Pe3eKuus CUrMOBUIHOW KUMKW, aTUNNYHASA 170 200 10 0
pesekuus SVI
10 NepepHas pe3eKkuns NPAMOI KNLWIKY, 180 250 9 0
cermeHTakToMus SIII
11 | MepepHss pe3ekuus, aTunuyHas pesekuus SIV 210 200 11 0

ONTUManbHOM BUAE XMPYPTrUYECKOro NeveHuns Ans naum-
€HTa 0CTaeTCA CMOPHbIM.

Ecnu BbINONHEHME XMPYpruyeckoro nocobus no noeo-
Oy NEepBUYHOI ONYX0NN Ha TONCTON KULLKE ABNAETCA 0Tpa-
OOTaHHbIM U He BbI3bIBAET 3aTPyAHEHUI, TO NpoBefeHNe
«MeYeHOYHOro» 3Tana onepauuu obyCIOBNEHO onpege-
NEHHOW CNIOXKHOCTBIO, TaK Kak TpebyeT Hagnexallero obe-
CneyeHUs XUpYPruyecknM MHCTpYMEHTapueM u TexHuue-
CKOW MOAroTOBKW XWpypruyeckon Gpuragbl. Bo MHormx
3apybexHbIX NyOaMKaumMax aBTOpPbl YKa3blBalOT, YTO Aas
NoNyYeHUs HaBbIKOB M NPUEMIEMbIX PE3YNbTAaTOB HE06XO-
Aumo nposectu nopsaaka 100-120 BmewwarenscTs Ha ne-
YeHU, OT HECNOXHbIX pe3eKLUMn B Hayane OCBOEHWA Me-
TOLMKMW [0 BbINONHEHUS PACLIMPEHHbIX Pe3eKLnii neYeHn.
CuMynbTaHHble pagnKanbHble ONepaTUBHbIE BMELATE N b-
CTBa B COYETAHUW C JAPYrUMU METOAAMMU NeyeHus (cu-
CTEMHOI1 leKapCTBEHHOW NPOTUBONYX0NEBOI Tepanueit)
No3BONAIOT LOOUTLCA [0 42% 06Lel NATUASTHEN BbIXNU-
BaemMocTu [24].

lpynna uccneposateneit nop pykoeoactsom Gong J.
n coasT. (2021) npoBena MeTaaHanW3 HayyHbIX ny-
6AMKauMiA No N1anapocKOMMYECKUM U OTKPbLITBIM CH-
MyNbTaHHbIM BMeLlATeNbCTBAM NPU MeTacTaTUyecKoMm
KonopekTtanbHoM pake 3a 2011-2021 rr. Astopam
yAanocb npoaHanui3nposatb 13 cpaBHUTENbHbLIX UC-
CNnefoBaHW, BKIOYABIWKMX 425 nanapocKonuyeckux
M 756 OTKpbITbIX BMeLaTENbCTB. B xoge aHanusa 6bino

HEI'IOCpeACTBeHHbIe pPe3ynbTaTbl CAMYJIbTAHHbIX ITANAPOCKONUYECKNX
onepou.uﬁ MPU KONOPEKTANIbHOM paKe C METACTa3dMHM B NeYeHb

NPOAEMOHCTPUPOBAHO, YTO MWUHMMANbHO MHBA3MBHbIE
onepauuu UMenu paf NPeuMylecTs: MeHblWWi o6bem
kposonoTepu (B cpeaHem Ha 151 mn), pexe Tpe6osa-
NMCb remoTpaHcdy3nu, Bbia HUKe NocneonepaLoHHbI
Koilko-fieHb (Ha 3,3 cyToK), COKpalanuck nocneonepa-
LMOHHbIE OCNIOXHEHUS, [EeMOHCTpUMpoBanack 6osbluas
obwas u 6e3peunsnBHas BbIXKUBAEMOCTb, HO OAUTENb-
HOCTb OMepaLuy NpeBbIlWANa OTKPbITble BMELWATENbCTBA,
B CpeAHeM, Ha 35 MuHyT [25]. YacToTa 1 xapaktep oc-
NIOXHEHUN OKa3anucb CONOCTAaBUMbI C AAHHBIMU LpYTUX
aBTOPOB.

Mbl  npu3Haem orpaHuyeHus
“ccnepoBaHus.

WccnepoBaHne He MMEET CpaBHUTENbHOW rpynmbl, Of-
HaKo MONyYEHHbIe Ppe3ynbTaTbl MO3BOASAIOT TOBOPUTH
0 TOM, YTO NpU NMpaBUILHOM O0T6OpPE NaLMEHTOB, Halu-
4uM HeobX0AMMOro MHCTPYMEHTaNbHOro obecrneyeHus,
MOArOTOB/NEHHbIX U 06/1afal0WMX AOCTATOYHBIM OMbITOM
CMeuyanucToB MOXHO MOJMYYUTb XOpOlMWe Henocpes-
CTBEHHbIE pe3yNbTaThl MPYW BbINONHEHWUM NOLOGHbLIX One-
palmii MaoNHBA3UBHBIM [OCTYMNOM.

Haw onbiT MOXET NoOMOYb AOMONHUTL TEKYILMUE 3HAHMUA
no [aHHOW TemaTuke. B GonbWUHCTBE 3apybeKHbIX
WCCNEL0BaHWI 3HAYUTENbHOW pasHWLbl B YacToTe OC-
NIOXHEHUA NPU CUMYNIbTAHHBIX 1aNapoCKONUYeCKUX Xi-
PYPTrUYECKUX ONEpaLmax no CPAaBHEHMIO C OTKPbITbIMMU
BbISIBNIEHO He 6blino [34].

npoBefeHHOro Hamu

Early results of simultaneous laparoscopic operations
for colorectal cancer with liver metastases
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SAKITKOYEHUE

Monarascb Ha pe3ynbTaThl Hallero UCCNefoBaHUSA, MOX-
HO NPeAnoNoXuTb, YTO NANapoOCKOMMYeCKMe CUMYMb-
TaHHble Onepauuu No MOBOAY KONOPEKTaNbHOro paka
C MeTacTaTUYeCKUM NMOPAXKEHWEM NeyeHu Npu afeKsat-
HOM 0TOOpe MaLMEHTOB M HANUYUU MOAFOTOBJIEHHbIX
CNeuManucToB AEeMOHCTPUPYIOT MONOXMUTENbHbIE pe-
3ynbTathl. [penmyliecTsa, KoTopbiMiU 061afaloT Mano-
MHBA3MBHble BMeLIaTeNbCTBA, B COBOKYNHOCTU C yMEHb-
LWeHWeM CpOKOB npebbiBaHUsA B CTaLMOHape, NO3BONAIOT
paccmatpuBaTth MX Kak 3((dEeKTUBHYIO COCTaBNAIOLLYIO
B KOMMJIEKCHOM Tepanuu AaHHON KaTeropumu nayueHToB.
[anbHeiiwas pabota B JaHHOM HanpasieHUW MO3BO-
nuT Bonee 4eTko 0603HAYUTL PONib MUHWUMHBA3UBHOTO
noaxona.
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KoHceHcyc c npumeHeHnem Metopa [enbdpu no Bonpocam
MOArOTOBKM TOJICTOM KMLUKM K KOJIOHOCKOMNMM

Bockansan A.C.', Xomskos E.A.1, Baranos O.E.", Jlukytos A.A.7,
Casuukas T.A.', Tanses A.B.2, Jlykawesny U.B.!, Puibakoe E.I.!
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LEJIb: pazpabomka u 3KCnepmHas OUeHKa CMaHAapmu3upoBaHHOU cxembl N0020MOBKU K IHOOCKONUYECKOMY
uccnedosaHuto moacmoll KULKU.
MATEPWAJIBI I METO/bI: nposedeHo nonepeyHoe uccredosaHue ¢ npumeHeHuem [ensgulickoeo memoda. B aHo-
HUMHOM 20J10C0BAHUU NPUHANO y4acmue 12 3kcnepmos. bbiiu cocmasieHsl 12 80npocos, NOCBAWEHHbIX N0020M0o8-
Ke moscmoli KUWKU K KOJIOHOCKoNnuU. Ha ocHosaHuu npakmu4eckozo onsima paboyeli 2pynnel u 1UumepamypHbix
OaHHbIx cropmynuposaHsi 10 ymseepxdeHull. PexomeHOayuu, He docmuaiiue Heobxo0uMo20 yposHs coznacus (80%
u 6osee), 6ydym nodsepeHymsi 2 payHoy Lensguiickozo 2010C08aHUS.
PE3YJIbTATbI: 2onocosarue 3asepuieHo no scem 10 omo6paHHbIM me3ucam, NaHesb 3KCNepmos NPUHUMAnd y4a-
cmue 8 nonHom cocmasge. M3 10 npedcmasneHHbIX O 20710COBAHUS NOJOXeHUl, KoHceHcyc (80% u 6osiee) 6bin
docmuzHym no 3manHocmu no020MOBKU, pexxumy NUMAHUS U NPUMEHeHUI0 BCNOMO2ame ibHbIX Npenapamos.
3AKJIIOYEHNE: pazpabomaHHas cmaHOapmu3upoB8aHHas cxema n0020MOBKU NAYUEHMOB K KOJIOHOCKONUU NPU3HA-
Ha Haubosee ONMUMANLHOU 8 KAUHUYECKOU NPaKMUKe Ha OCHOBAHUU 3KCNepmHOU OUeHKU.

KJIHOYEBBIE CJIOBA: KonoHockonus, nodzomoska moacmod kuwku, memoo [enscu

KOH®JIUKT UHTEPECOB: asmopsi 3a58/110m 06 0mMcymcmauu KOHGAUKMa uHmepecos

ANA UUTUPOBAHMUA: BockasH A.C., Xomsikos E.A., Baravos H0.E., Jiukytos A.A., Cauukas T.A., Tanses A.B., Jlykawesuy W.B., Peibakos E.T.
KoHceHcyc ¢ npumeHeHnem metoaa [lensdu no Bonpocam NoAroTOBKM TONCTON KUWKKU K KonoHockonun. Kononpokmonoaus. 2025; T. 24,
Ne 2, c. 60-66. https://doi.org/10.33878/2073-7556-2025-24-2-60-66

Consensus by Delphi method on the bowel
cleansing for colonoscopy

Anna S. Voskanyan', Evgeniy A. Khomyakov', Yuri E. Vaganov!,
Aleksey A. Likutov!, Tatyana A. Savitskaya', Anton V. Galyaev?,
llona V. Lukashevich!, Evgeny G. Rybakov'

'Ryzhikh National Medical Research Center of Coloproctology (Salyama Adilya st., 2, Moscow, 123423,
Russia))
2Multidisciplinary clinic Real Trans Hair T LLC (3rd Roshchinskaya st., 6, Moscow, 115191, Russia,)

AIM: to develop and evaluate standardized approach for bowel cleansing before colonoscopy.
MATERIALS AND METHODS: a cross-sectional study using the Delphi method was used. Anonymous voting was done
by 12 experts. Twelve questions were compiled on bowel cleansing before colonoscopy. Based on the practical experi-
ence of the working group, as well as literature data, ten statements were formulated. Recommendations that did not
reach the required level of agreement (80% or more) will be subject to a 2nd round of Delphi voting.
RESULTS: voting was completed on all 10 selected theses, the expert panel participated in full. Of the 10 provisions
submitted for voting, consensus (80% or more) was reached on the stages of cleansing, diet and the use of addi-
tional agents.
CONCLUSION: the developed standardized scheme of patient preparation for colonoscopy is recognized as the most
optimal in clinical practice based on expert evaluation.
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BBELOEHWE

B oTnnumne oT BepXHUX OTLENOB XENYA0YHO-KULWEYHO-
ro TpakTa, rae AnA NOAroTOBKM A0OCTATOYHO ronofja-
HUA B TeYeHWe HeCKONbKWUX 4acoB, IHAOCKOMMYECKOe
nccnefoBaHne TONCTON KUWKKU COMPSAXKEHO CO 3HAYM-
TeNbHbIMU TPYAHOCTAMM, CBA3AHHLIMU C €€ 0YULLEHUEM
[1-7].

Cxembl, cnocobbl 1 NpenapaTsl AA5 NOLTOTOBKU K KONO-
HOCKOMUW MPOLIN JONTYI0 3BOJIOLMIO OT OYUCTUTESb-
HbIX KNM3M M pacTUTENbHbIX CnabutenbHbix (KacTopo-
BOE Macso0), pa3fpaxalolux peuenTopHbIi annapat
TONCTON KWWKKM, YCUIWMBAs NEpUCTaNbTUKY, O Mpe-
napaToB, YBENWYMBAKIWMUX 0OLEM BHYTPUNPOCBETHOI
Xupkoctu (nonmatuneHnrnukons) [8-10]. Hecmotps
Ha LWWPOKNIA CYLLECTBYIOWMIA CNEKTP BO3MOXHOCTEN
AN NOATOTOBKM TONCTOM KMIWKKM K IHAOCKOMUYECKOMY
MccnefoBaHuMIo, B HACTOsILEE BPEMSi UMeeTCs Psf He-
pelleHHbIX BONPOCOB, KOTOPble CBA3aHbl KaK C (aKTo-
pamu naumeHTa — NPUBEPIKEHHOCTLIO NMOATOTOBKE, ee
nepeHOCHMOCTbIO, MHAMBUAYANbHBIMU OCODEHHOCTAMMY,
TaK U C MHEHWEM 3KCNepTOB, KaK W YeM OCyLLeCTBAATH
ouunLLeHme.

[nsa GopMynupoBKM M pelleHUs 3TUX BOMPOCOB HaMM
Obl1 NpPOBefEH MOMepeyHblit Cpe3 MHEHUs 3KCMEPTOB
OTHOCUTENIbHO ACMEKTOB MOATOTOBKW MALMEHTOB K 3H-
LOCKOMUYECKOMY UCCNEe0BaHUI0 TONCTON KULWKK C UC-
nonb3oBaHuem flenbduiickoro metoga [11].

MATEPUATTBI 1 METObI

MpoBepeHo nonepeyHoe uccnefoBaHue (Cpe3 MHeHUs
3KCNepToB) € Mcnonb3oBaHuem Metona [lenbdu nytem
aHOHMMHoOro ronocosaHua. WccneposaHne nposefeHo
yepes fBa NocnefoBaTebHbIX 3Tana.

Ha nepeom aTane paboyeit rpynnoii coctaeneHsl 12 Bon-
pOCOB, NOCBALIEHHbIX NOATOTOBKE TOJACTON KULWKMN K KO-
noHockonuu (Tab6n. 1).

B pamkax 3Toro atana B uccnefoBaHue 6bIN BKIKOYEHb
12 3KcnepToB — CneuuanucToB No 3HAOCKONUYECKOMY
NccnefoBaHMI0 TONCTON KWWKM, W3 KoTopbix: 1 npo-
theccop, 2 AOKTOpa MeAMLMHCKMX HayK, 4 KaHAupaTta

KoHnceHcyc ¢ npumenennem metoaa Jensdu no sonpocam
NOArOTOBKM TONCTOM KMILKM K KOSIOHOCKOMMM

ocne dopabomku — 28.02.2025

Mpunsamo k nybnuxkayuu — 29.04.2025
Accepted for publication — 29.04.2025

MeMLMHCKUX HayK WU 5 Bpayeii, paboTalolux B pasHbIX
YYPEXAEHUAX HALLei CTpaHbl.

Tabnuua 1. Cnucoxk Bonpocos, copmuposaHHbil paboyeli
2pynnoli 0415 hopmuposarHus ymeepxoeHull

Table 1. List of questions generated by the working group
to form the statements

1. Kak yacto no Bawemy onbITy KONOHOCKONUIO HEBO3MOXHO
NPOBECTM M3-3a NNOXON NOATOTOBKU?

2. Haubonee yactble npuymHbl NN0X0M NOArOTOBKU? (BO3MOXHbI
HECKOJIbKO BAapUAHTOB)

3. Yo Ha Baw B3rnapg BAnAET Ha HeaAeKBaTHYIO NOArOTOBKY
K KONOHOCKONUU? (BO3MOXHbI HECKONbKO BAapUaAHTOB)

4. Kakyto wkany ans oUeHKM NoarotosKku Bl ncnonb3yete
NPY BINOJIHEHUM AMArHOCTUYECKOM KONOHOCKONUM?

5. Kakas cxema noarotoBku Ha Baw B3rnaj no3BoauT onTUManbHO
NOArOTOBUTb KNMLWKY K nccnepoBaHuio?

6. Yepe3s kakoe BpeMs nocne kpaitHero npuema npenapara/
HUAKOCTU Bbl cuMTaeTe BO3MOXKHbBIM BbINONHEHNE
KonoHockonuu?

7. K70 Ha Baw B3rnsg AOMKEH PA3bACHATL NALMEHTAM CXEMb
NOATOTOBKM K KONOHOCKONNUU?

8. Cuntaerte nn Bbl HEOHXOAMMbIM A5 NOATOTOBKM
K KONOHOCKONWUU NPUMEHEHWe neHoracutenei?

9. Cuntaerte nn Bbl HE06XOAMMbIM ANS NOATOTOBKM
K KONOHOCKONWUU NPUMEHEHUEe CNa3MONNUTUKOB?

10. Cuutaete nn Bbl HEOOXOAMMBIM ANS NOATOTOBKM NaLMeHTa
K KONOHOCKONMUM NPUMEHEHNe JONONHUTENbHbBIX CABUTENbHbIX
CPeACTB (MpU OTCYTCTBMM MPOTUBONOKA3aHMi1)?

11. Cuutaere nu Bbl HEOHXOLMMbIM 415 NOATOTOBKM
K KONOHOCKONuUM cobntoaeHne guetsl 3a 3—5 gHeir?

12. Cyuraete nn Bl HEOOXOAMMbIM Pa3paboTKy
CTAHAAPTU3MPOBAHHOI CXEMbI NOATOTOBKM K KONOHOCKONMUM

1 PEKOMEHAALMN K HEr?

lMocne npoBea€HHOro0 aHOHMMHOIO OMpOCa CpPeAn OTo-
OpaHHbIX 3KCMEPTOB, HA OCHOBAHWUU MONYYEHHBIX OTBE-
T0B, chopmMupoBaHbl 10 yTBEpXAeHUi MO NOLrOTOBKe
TONCTON KUWKM K konoHockonuu (Tabn. 2).

Ha BTOopom 3Tane uccnefoBaHWs 3KCNepTbl MPUHANM
yyacTue B ronocoBaHuM no Kaxgomy u3 10 yreepxpe-
Huit. BapnaHTel 0TBETOB Ha (DuHaNbHyl0 GopMynnpoB-
Ky Tesuca 6binn cnepytowme: «Cornacen», «4actnyHo
cornaceH», «He cornaceH», «3aTpyAHAIOCL OTBETUTbY.
KoHceHcyc no Tesucy cuutancs JOCTUFHYTHIM NpU CO-
rnacumn He meHee 80% 3KCNepToB.
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Tabnuua 2. YmsepxOeHus, chopMupoBaHHsle Ha ocHose om-
B8emo8 IKCNepmMos Ha BONPOChI, npedcmasnetHble 8 mabauye 1.
Table 2. Assertions formed on the basis of experts answers
to the questions presented in Table 1.

1. HauGonee yacTbiMu NpUYMHAMM NAOXON NOATOTOBKM
K KOIOHOCKONUM ABAAIOTCA HApYLEHWUe ANeTbl U HapylieHne
pexuma npuema npenapara.

2. bocToHCKas wkana ABNAETCA ONTUMANbHOW A8 OLEHKU
KayecTBa NOLrOTOBKM TONCTON KMWKM K UArHOCTUYECKON
KONOHOCKONUMK.

3. BbiGop cxeMbl NOATOTOBKM TOACTOM KULWKM K MCCEA0BAHMIO
3aBUCUT OT BPEMEHYW NPOBEAEHUA UCCIE[0BAHNA.

CornacHbl ¢ npepnoxeHHbIM Teaucom — 11 (91,7%),

yactyHo cornacHsl — 1 (8,3%), He cornacHsl — O,
3aTpyaHsatotca otBeTMTb — 0. KOHCeHcyc 3kcnepTos
LOCTUTHYT.

Ymsepxoerue Ne 4
BbinonHeHMe KONOHOCKONUM BO3MOXKHO Yepes 3 yaca nocne
nocneAHero npuema npenapara/>uaKocTu.

CornacHbl ¢ npeanoxeHHsiM Tesucom — 12 (100,0%),
4acTU4HO cornacHol — 0, He cornacHel — 0, 3aTpyaHA-
totca otBeTUTb — 0. KOHCeHCYC 3KCNepToB AOCTUTHYT.

4. BbinonHeHne KONOHOCKONWM BO3MOXHO Yepe3 3 yaca nocne
nocnegHero npuema npenapaTa/)KM.qKocm.

5. Cxembl NOArOTOBKU U Heoﬁxop,mmy}o [veTy nepep nposefeHnem
KOJIOHOCKONUK NauMeHTaM NONKEH Pa3bACHATb Bpay
KOHCyJ’IbTaTMBHOVI MNONNKNUHUKU UNK CTalMoHapa.

6. MpumeHeHue neHoracutenei Bce AHU COBNIOAEHUS AUETHI
V/YUIIMT KaYeCTBO MOAFOTOBKM K 3HAOCKOMUYECKOMY
1CccneaoBaHmio.

7. Uenecoo6pasHo npuMeHeHWe CNa3MoNuTUKOB B TRYEHNE BCEX
AHeil COBN0AEHNSA ANETHI NEPes NPOBEAEHNEM KONOHOCKONUY.

8. TNpu oTCyTCTBMM NPOTMBONOKA3aHMIA LenecoobpaseH npuem
LONONHUTENbHBIX CNIAOMTENIbHBIX CPEACTB HA NPOTAKEHUU BCEX
AHeil cobniofeHus aneTsl 4o LUAarHOCTUYECKOH KOJIOHOCKONMUN.

9. [veta fo 5 AHe Ans NOAroTOBKW TONCTOM KULWKK
K 3HOOCKONMYECKOMY UCCe0BaHMI0 ONpaBAaHa u 6esonacHa
ONs nayyeHTa.

10. Pa3pa6oTka v BHefpeHue CTaHAAPTU3NPOBAHHOM
CxeMbl MOJTrOTOBKN K KONOHOCKOMMUM U JONONHUTENbHbIX
peKoMeHJaLnii K Helt yiyyILMT Ka4ecTBO NOArOTOBKM
K MCCnefoBaHuio.

PE3YJIbTATHI

lonocoBaHue 3aBeplieHo no BceM 10 oTo6GpaHHbIM Te-
31CaM, NaHesib 3KCNEpTOB NPUHKMANA y4acTue B NMOJIHOM
cocTase.

YmsepxoeHue Ne 1.

Haubonee 4acTbiMU NPUYMHAMM NIOXOi NOATOTOBKM

K KOJIOHOCKONUM ABNAIOTCA HapyLIeHWe AMeTbl U HapylleHue
pexxuma npuema npenapara.

CornacHbl ¢ npepnoxeHHbiM Tesucom — 10 (83,3%),
yacTuyHo cornacHel — 2 (16,7%), He cornacHsl — O,
3atpypHaoTca oteeTuTb — 0. KoHceHcyc 3skcneptos
BOCTUTHYT.

Ymesepxoerue N 2

BoCTOHCKasn WKana ABNAETCA ONTUMANbHOW ANA OLEHKN
KayecTBa NOArOTOBKM TOJICTON KULLKU K AUArHOCTUYECKOI
KOJIOHOCKOMUHU.

CornacHbl ¢ npepnoxeHHbiM Teaucom — 11 (91,7%),

yacTuyHo cornacHbl — 0, He cornacHbl — 1 (8,3%),
3aTpyAHsioTca oTBeTUTb — 0. KoHceHcyc akcnepToB
AOCTUTHYT.

Ymsepsoerue N 3
Bb160p cxeMbl MOArOTOBKM TONCTOM KULIKN K UCCNEA0BAHUIO

3aBUCUT OT BpeMeHU npoBejeHuAa uccnenoBaHua.
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Ymsepxoerue Ne 5

CxeMbl NOArOTOBKN U HEOGX0AMMYI0 AUETY Nepes NPoBefeHneM
KOJIOHOCKOMMM NaLMeHTaM JOMKEH Pa3bACHATL Bpay
KOHCY/IbTaTUBHOM NOJIMKAMHUKY UM CTaLMOHApa.

CornacHbel ¢ npepnoxeHHbIM Tesucom — 10 (83,3%),
yacTuyHo cornacHel — 2 (16,7%), He cornacHbl — O,
3aTpyaHaTca oTBeTutb — 0. KoHceHcyc 3kcneprtos
BOCTUTHYT.

Ymsepxoerue N 6

MNpumeHeHUe neHoracuTenen Bce gHU CO6NOAEHUA AUETHI
YAYYLWIMT KAYeCcTBO NOArOTOBKMU K 3HAOCKONNYECKOMY
MCCNefoBaHuUIo.

CornacHbl ¢ npepnoxeHHbIM Tesucom — 10 (83,3%),
yacTuyHo cornacHel — 2 (16,7%), He cornacHbl — O,
3aTpyaHsatoTca otBeTutb — 0. KoHceHcyc 3kcneprtos
BOCTUTHYT.

Ymsepxoerue Ne 7
Lienecoo6pa3Ho npuMeHeHne CNa3MONUTUKOB B TeYEHUE BCeX
AHeit co6n0AeHUA AUETbI Nepe NPoBeAeHUeM KONOHOCKONUHU.

CornacHbl ¢ npepnoxeHHbIM Tesucom — 11 (91,7%),

yacTuyHo cornacHel — 1 (8,3%), He cornacHsl — O,
3aTpyAHatoTca otBeTuTb — 0. KoHceHcyc 3akcnepToB
LOCTUTHYT.

Ymsepxoerue N 8

Mpu oTCyTCTBMM NPOTUBONOKA3aHWIA Lenecoo6paseH npuem
RONOJIHUTENIbHBIX CNAGUTENbHBIX CPEACTB HA NPOTAXKEHUMN BCEX
AHei co6noaeHUA ANETbI A0 AUArHOCTUYECKOK KOIOHOCKOMUM.

CornacHbl ¢ npeanoxeHHsiM Teaucom — 12 (100,0%),
4acTU4Ho cornacHel — 0, He cornacHel — 0, 3aTpyaHa-
to1cs 0TBeTUTh — 0. KOHCEHCYC 3KCNepTOB JOCTUTHYT.

YmesepxoeHue Ne 9

Nlveta po 5 pHeili ANA NOATOTOBKYN TONCTON KULIKK

K 3HA,0CKONUYECKOMY MCC/Ie0BaHMI0 onpaBaaHa u 6esonacHa
ANA naymeHTa.

CornacHbl ¢ npeanoxeHHbiM Teaucom — 12 (100,0%),
4acTUYHO cornacHbl — 0, He cornacHbl — 0, 3aTpyAHSA-
totcs oTBeTUTb — 0. KOHCEHCYC 3KCNepToB JOCTUTHYT.

Ymsepxoerue Ne 10

Pa3pa6oTka u BHeppeHue CTaHAAPTU3MPOBAHHON CXEMbI
NOArOTOBKM K KONIOHOCKONWU U AONOJIHUTENbHbIX
peKoMeHAAUMIA K Heil YYYLMUT KauecTBO NOAroTOBKY

K uccnepoBaHuio.
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CornacHsl ¢ npeanoxeHHsiM Te3ncom — 12 (100,0%),
4acTMYHO cornacHel — O, He cornacHel — 0, 3aTpyaHs-
fotcs 07BeTUTb — 0. KOHCEHCYC 3KCNEepPTOB JOCTUTHYT.

Wtorm BTOpOoro 3tana
B puc. 1.

rojjocosaHusa npepncraBieHbl

OBCYXOEHUE

MpoBeaeHHOe uUccnefoBaHne NO3BONNAO [OCTUYL KOH-
CeHcyca naHesnn 3KCMepToB MO BCEM YTBEPXAEHUAM.
CornacHo nony4YeHHbIM AaHHbIM, Haubonee YacTbiMU
npUYMHAMKU NNOXOW MNOATOTOBKM K KONOHOCKONMUW £B-
NAOTCA HapylWweHue AWeTbl U HapyleHWe pexunma npu-
ema npenapata. Nam u coaBT. B cBoeil paboTe u3y-
Yyanu BAUAHME [METUYECKOro KOHTPONA Ha KayecTsBo
MOArOTOBKW KUWEYHUKA C WU3y4yeHWeM Cnucka Henpwu-
emMneMblx NpOAYKTOB ANA MOAFOTOBKW KUIWEYHWKA.
N3 245 nauueHTOB, BK/IIOYEHHbLIX B WCCNefoBaHue,
Bcero 68 (27,8%) nauMeHToB CnefoBanu fLUETUHECKUM
MHCTPYKUMAM. HeapekBaTHaa noAroToBKa KUIEYHWKA
oTMeyeHa B 47,3% HabnoaeHunit. Mpu 3Tom ynotpebne-
HWe NpoAyKTOB, MeLaloWmnx afgeKBaTHOW MNOArOTOBKe
KMWEYHMKA, ObIN0 He3aBUCUMbIM (HAKTOPOM PUCKA He-
VA0BNETBOPUTENbHOW NOAFOTOBKW TONCTON KULWKM K 3H-
pockonuyeckomy uccnegosanuio (OW 2,142, 95% AU
1,108-4,140). Yauwe Bcero nauueHTbl Hapywanu auety,
ynoTpebnss OBOWM U [pyrie NpoayKTel, 6oratbie KneT-
yatkoi (N =143, 58,4%) [12].
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BaxHo mopyepKkHyTb, YTO HambGonee pacnpoCTpPaHEH-
HOW OWWOKOI NaLMeHTOB NpW NOATOTOBKE K UcCneno-
BaHWIO ABNAETCA U3HYpUTeNbHOe ronogarHue. CornacHo
KNMHUYECKUM peKOMeHAauMAM no NOAroToBKe naLu-
€HTOB K 3H[O0CKOMUYECKOMY WMCCNeA0BaHUI0 TOACTON
KMLWKK, COCTaBNeHHbIMU Poccuickum 3HpocKonuye-
CKMM obuiecTBoM, GecwnakoBas AMeTa, Ha3Hadyaetcs
3a 2-3 [HA B0 Hayana npueMma cnabutenbHbIX npena-
paToB M OYMILEHUSA TONCTOM KMWKKM [13]. B pamKkax Ha-
Wero ayAuTa 3KCNepThl MPULLAKM K MHEHUIO, YTO fueTa
L0 5 [Heli Ans NOATOTOBKM TONCTOM KWLWKW K 3HLO-
CKOMMYECKOMY MCCNeA0BaHUI0 MONHOCTbIO ONpaBjaHa
u 6esonacHa Ans nauyueHta. lposoHrMpoBaHHasa Au-
eTa MoXeT obecneyuts Gonee 3PPeKTUBHYIO 04YMUCT-
Ky TONCTOM KWLIKMW, XOTA aCCOLMMPOBAHA C MeHblUeN
KOMNNaeHTHOCTbIO [14].

YunTbiBas BaAXHOCTb MNPUBEPKEHHOCTU MALUEHTOB
CXeMe MOArOTOBKM, PEKOMEHZALMN [OMKHbI ObiTb W3-
NOXeHbl B NPOCTOi U JOCTYNHOW (opme BpayoMm nonu-
KIMHUKW unu cTauuoHapa [15]. Mpu 3tom npepocTtas-
nAeMble B MMCbMEHHOM WUNKU YCTHOW (opMe mMaTtepuanbl
0053aTeNbHO [OMKHbI COAEPKaTb KOPPEKTUPOBKU CTaH-
LapTHBIX CXeM ANA Ka¥[LOro KOHKPETHOro mnauueHTa.
TwatenbHbli cOOp aHamHe3a, NOAGOP ONTUMANbHOrO
BPEMEHW AN NPOBeAeHMA UCCNef0BaHUA U UHAMBUAY-
anbHble PEKOMEH[ALMNKN N0 NOLATOTOBKE KMLWEYHWKA, Mo-
3BONAIOT YNYYLWNTL NEPEHOCMMOCTb U KAYeCTBO OUYUCTKM
KuweyHuka [16]. 06ecneyunTb BbINONHEHUE BCEX BbiLUE-
NepeyncneHHbIX yCA0BUIA MOXET UMEHHO BPay KOHCYb-
TaTUBHOW MONMKAMHWKM WIN BPay CTaLMOHapa, npexae

YTeepxaeHvne 1 YTeepxaenvne2 VYTeepxaeHune3 YTeepwaeHued YTeepxaeHne5 YTeepxaeHue6 YTeepaenue7 YTeepxaeHve 8 YTeepxaenue 9 YTeepxaerue 10

M Yactuuno cornacer [l Cornacen M He cornacer [l 3atpyansiock

PucyHok 1. fucmozpamma pe3ynbmamos 8mopo20 20/10COBAHUS 3KCNepmos

Figure 1. Histogram of the results of the second expert vote

KoHceHcyc ¢ npumenennem metopa Jenbdu no Bonpocam

Consensus by Delphi method on the bowel cleansing for colonoscopy

noaroToBku TONCTOM KMLIKM K KONOHOCKOMMMU
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BCEro, 3a CYeT AOCTAaTOYHOr0 BPEMeHU KOHTaKTWpOBa-
HUS C NALMEHTOM.

[lnsi NOBbIWEHNA KOMNNAEHTHOCTY NALMUEHTOB ObIN pas-
paboTaHbl HeCKONbKO noaxonos. 06yyeHue Takxe MOX-
HO NMPOBOAUTb C MOMOLLbI0 0ByYatOWMUX MyNbTHUIBEMOB,
BULEOPOANKOB, TeNetOHHbIX Pa3roBOPOB W NpuUioXe-
HWI ana cmaptdoHos [17-20]. Jeon u COaBT. B CBOEW
paboTe coobuwmnu 06 ycnewHoM MCnonb30BaHUM MO-
OUIbHOTO MecceHkepa B CMapThoHe Ans noMowm na-
LMEHTaM B MOArOTOBKE KMLWEYHMKA nepepn KONOHOCKO-
nuei [21].

JlononHuTenbHbIM hakKTOPOM HeaeKBaTHON NOAFOTOBKM
CYXXWT HEKOPPEKTHbIN BHIOOP BpeMeHU NpoBeeHUs UC-
cnepoBaHus. Tak, BpeMsa Hayana npuema BTopon (yTpeH-
Heil) 4O3bl Npenapata fOMKHO BbiTb PacCYUTaHO TaKUM
06pa3oM, 4ToObl NaLMEHTY XBATUIO BPEMEHU HA 3aBep-
WeHWe npuema npenapata, Ha 3aBeplleHNe OYMILEHNS
KWWeYHMKa B KOMGOPTHBIX YCNOBUSAX U Ha JOPOTY A0 Ka-
6uHeTa 3HAoCKONUK. NpUMEHeHWe pasfenbHOro pexu-
Ma yJyylaeT NepeHoCMMOCTb MOAFOTOBKW MaLMEHTOM.
Ho npenaTcTBreM K NpUMeHEHMIO pa3feNbHOro pexnma
MOArOTOBKM 3a4acTylo CNYXKWT HexenaHue nalueHToB
BCTaBaTb C/IMWKOM PaHO Afis npuema BTOPOii fO3bl Npe-
napata. Onpoc nauueHToB, npoBefeHHbIn Unger n co-
aBT., KOTOPbIM OOBACHUAM MPeUMyLLecTBa pasfefibHoM
CXeMbl NOArOTOBKM, nokKasan, 4to 85% onpoweHHbIX
ObINM TOTOBBI BCTATh HOYbIO IMOO PaHO YTPOM As TOro,
4TO6bI NPUHATL BTOPYIO NOPLMIO Npenaparta, HO TObKO
78% pencTBUTENbHO fenanu 370 [22]. PekomeHpyemoe
BPEMS MEeXAy OKOHYaHWeM npuema BTOPOW [O3bl Mpe-
napata ¥ Hayajom npoLeaypbl CocTaBnsfieT 3-6 4acos
(oBHOBpPEMEHHO HEOOXO[MM KOHTPOJb XapakTepa CTy-
n1a), HO He Gonee 8 yacoB [23,24]. B Tpex npocnekTus-
HbIX UCCNefoBaHMsAX C yyacTuem 1546 nauueHToB pau-
TENbHOCTb 3afEePIKKN MeXay Npuemom nocnegHei fo3sl
npenapata Anf KUWEYHWKA M HayaroM KONOHOCKOMUM
Koppenuposana € KayecTBOM OYMLLEHUS TONCTON KUL-
Kn [25-27]. OpHaKko Kaxpblii [OMONHMTENbHbLIA 4ac,
KOTOPbIN MaLWeHT XAET MeXAy OKOHYaHMEeM MOLroTOB-
KW KULWeYHWUKA W KOJOHOCKOMMUEN, WaHChl HAa XOPOLLYyio
WNU OTIMYHYIO CTeMeHb OYMLWEHUs MPaBON NONOBUHBI
TONICTOW KUWKKM CHMXKaeTcs Ha 10% [27]. B uccnepo-
BaHuu Siddiqui u coaBT. BbIIO OTMEYEHO, YTO KAYeCcTBO
OYMLLEHUA KULKN CTAHOBUTCA 3HAYUTENbHO XyXKe, Koraa
WHTEPBaN MEXY HayanoM NOAroTOBKM M HayanoM Kono-
HOCKonuMK npesblwaeT 13 yacos [27].

HaunGonbluyio AMCKYCCUIO B NaHeAN 3KCNepToB B paMKax
NpoBeAeHHOro UCCNef0BaHNSA BbI3BaN BONPOC Hanbonee
MHGOPMATUBHOM WKaANbl OLEHKN NOATOTOBKN KULWEYHU-
Ka. 3TO eAWHCTBEHHbIA BOMPOC, C KOTOPbIM 4acTb 3KC-
nepToB Gbina He cornacHa. Boston bowel preparation
scale (BBPS) — 370 cTaHfapTu3MpoBaHHas WKana oLeH-
Kn 3 9 6annoe, paspaboTaHHas B Boston University
Medical Center (CLUA). BBPS pocTaTo4HO nerko ocsouTts,
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M OHa MOXeT ObiTb JIErKO pacnpocTpaHeHa Cpeaun Bpa-
Yyel 3HAOCKOMMYECKON [MArHOCTUKWM NO BCEMY MUPY
C MOMOLLbI0 KOPOTKOTo 06yyatollero Buaeo B MHTepHeTe
(92% Bpauyeit counu BBPS npumeHumbIM K UX KOropte
nauneHToB, a 67% cneynanucToB BHeAPUAK €ro B CBOIO
KIMHMYecKyto npakTuky) [28]. AnbTepHaTusoit BBPS sB-
nsetcs Chicago Bowel Preparation Scale (CBPS). Heron
u coasT. cpaBHuan BBPS, Chicago Bowel Preparation
Scale (CBPS) u Harefield Cleansing Scale (HCS), rge
BBPS u CBPS npopfeMOHCTPUpOBaNM Haunyywy Mex-
M BHYTPWU PENTUHrOBYI HafexHoCTb. OfHAKO Ba)HO
0TMeTUTb, yTo BBPS 6bina mpu3HaHa camoii mpocToii
B Mcnonb3oBaHuu [29]. Parmar v coaBT. B CUCTEMHOM
JIMTEPaTypHOM 0030pe COMOCTaBUIM CEMb PA3/TUYHBIX
WwKan ana NoAroTOBKM KMWEYHUKA. B naTu n3 cemun aHa-
NM3MpyeMbIX UCCNefoBaHUA oueHuBanack bocToHckas
WKana noprotToBku KuweyHuka (BBPS). MosblweHue
6annos no BBPS accounupoBanock ¢ o6GHapyxeHueMm
nonunoB (nesble 0TAebl 0OOAOYHON KUWKMW: OTHOLIE-
Hue waHcos (OWW) = 2,58 (1,34; 4,98), npasble oTAENbI
obopoyHoit kuwku: OW = 1,6 (1,01; 2,55), MeHbWNM KO-
JINYeCTBOM MOBTOPHbIX KOMOHOCKOMMUIA (TOYKA OTCEYKM
5 6annos, P < 0,001) 1 6onee KOPOTKMM BpeMEHEM BBe-
AeHus/n3sneyenus (p < 0,001), npu 3TOM AEMOHCTPY-
pysl 3HAYUTENbHYIO WAKM OTNUYHYIO MEX- U BHYTPUHa-
GnopaTenbHyo HafiexHocTb. Ctout otmeTuTs, Yto CBPS
TaKXXe MPOLEMOHCTPUPOBANA OTIUYHYID MexHabnoaa-
TeNbHY0 HafEXHOCTb (KoadduuneHT MupcoHa r = 0,84
(0,79; 0,88)) [30].

HecmoTpsa Ha cornacve 3KcnepToB NoO BCEM BOMpOCAM,
pe3ynbTaTbl Halero WCCNefoBaHWA CTOWUT TPaKTOBaTb
C OCTOPOXHOCTbIO M3-33 HW3KOM [O0Ka3aTeNbHOCTU.
OpHaKo nonyyeHHble JaHHble MOTYT ObiTh NONE3Hbl Ans
NNaHWPOBAHMA HOBbIX UCCNEJ0BaHNIA, HA OCHOBAHUM KO-
TOPbIX VKE MOXHO OyAeT chenatb 6onee 0AHO3HAUYHbIE
BbIBOAbl. Pa3paboTka v BHepeHWe CTaHAAPTU3NPOBaAH-
HOW CXeMbl MOArOTOBKM K KONOHOCKOMUM U [OMONHU-
TeNbHbIX PEKOMEHAALUMIA K Hel yny4ywuT KayecTBo Nop-
FOTOBKW K MCCNefoBaHM0. IPPEeKTUBHOCT PasNnYHbIX
CXeM y onpefeneHHbIX rpynn nayMeHToB nllb NpefcTo-
UT YCTAHOBUTb.

SAKITIOYEHUE

Pa3pa60TaHHaﬂ CTaHOApPTU3NPOBAHHAA CXema noAro-
TOBKM naymMeHTOB K KOJIOHOCKONMUK NpU3HaHa Haunbonee
ONTUMANbHON B KJIMHUYECKON NPaKTNUKe Ha OCHOBAHUU
3KCI'IEpTHOVI OLEHKHN.

BJATOAPHOCTb

Bblpaxaem npu3HaTeNbHOCTb BCEM YYACTHUKAM, B 0CO-
GeHHOCTM nauueHTam W pabodyeit rpynne. OTaenbHas
6naro4apHoOCTb IKCNEPTaM, KOTOPbIMU ABASAUCH BPayu

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025



OPUTUHAIJIbHBIE CTATBU

ORIGINAL ARTICLES

OTAeNeHUA 3IHAOCKOMUYECKOH [MArHOCTUKM W Xu-
pyprun OIBY «HMUL, kononpoktonorun umenn A.H.
Peixknx» Mun3gpaBsa Poccun, a Takxe Koaneru us gpy-
TMX y4ypexneHuin: gO.m.H., npod. Becenosy Bukropy
Bnapumuposudy (®rbY «HMUL, kononpokTonoruu nme-
Hu A.H. Peixux» Mun3gpasa Poccun), OypabiknbiueBy
Wnbe XypaitHasaposuyuy (®rbY «HMUL, oHkonorum um.
H.H. BnoxuHa» MuHsgpasa Poccuu), a.m.H. Muporosy
Cepreto Cepreesuyy (MHNOW um. MN.A. TepueHa — du-
nnan ®TbY «HMUL, paguonoruu» Munsgpasa Poccun),
K.M.H. Cyxuny [Omutpuio Tappuesudy (MHUOU wnm.
N.A. lepueHa — dununan OIbY «HMWUL, paguonorun»
Mun3gpaBa Poccuu), K.Mm.H. MTBpanawsunu [mutpuio
Anekcanpposudy (FbY3 MKHL, umenn A.C. JloruHosa
[3M), KupbsHoBy Butanuio Anekcanpposuuy (IBY3
MKHL, umenu A.C. llornHosa [13M), Munuukomy Muxauny
Hukonaesuyy (FBY3 HO BCMI r. [13epxuHCKa), K.M.H.,
LOLEHTY, FMaBHOMY BHeLWTaTHOMY CNeLuanucTy no aHAo-
ckonumn M3 PT MBaHoBy Anekceto Nropesuyy (PKOTM3MT
r. KasaHb).
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PeanbHas KAMHUYECKAS NPAKTUKA XUPYPrUHECKOro NedeHUs
remoppounaansHoi bonesnu

FapmaHosa T.H."2, Kasauenko E.A.2, MapkapsesH [1.P.2, JlykesHos A.M.'2,
Aranos M.A.2

'MTY umenn M.B. JlomoHocoea, ¢pakynbteT dyHaameHTanbHoM MeanumHbl (yn. Jlennnckue Topsl, a. 1, 119991,

r. Mockea, Poccwms)

2MHOM MTY umenn M.B. JlomoHocoea, Yuusepcuretckas knunnka MIY (yn. llomoHocosckuit npocnekT, g. 27,
kopn. 10, r. Mockea, 119192, Poccus)

3PrbY «HMUL, kononpoktonormu umern A H. Poixux» Munsgpaea Poccun (yn. Cansma Aguns, a. 2, r. Mockea,
123423, Poccnms)

LIEJIb: onpedeneHue peanbHOU KAUHUYECKOU NpaKmMuKu e4YeHus 2eMoppoudansHoli 6oe3Hu cpedu pocculickux
spayed.
MAUNEHTBI M METO/bI: npedsapumenbHo 6bin cOCMasieH cCnUCOK NOOPOBHbIX BONPOCOB NO MAKMUKE BedeHUs
nayueHmos ¢ 2emoppoem 8 nepuonepayuoHHom nepuode. OnpocHuk pacnpocmparsncs ¢ 12.01.2024 no 30.06.2024
22. 8 3/IGKMPOHHOU opme ¢ nomowbio 0bpazosamesbHo20 npoekma ProctolWeb u camocmosmensHo asmopamu
0aHHol pabomsl. B aHanu3 skmo4anuc, omsemsl y4aCMHUKOB, UMeWUx cneyuansHocms «Kononpokmonoaus»
unu «Xupypaus», 8bINOHAWUX OMKPbIMYI0 2eMOPPOUOIKMOMUIO.
PE3YJIbTAThI: Bceeo npoaHanusuposaHo 78 omsemoB8. 84,6% y4yacmHUKOB uMewm CheyuanbHOCMb
«Kononpokmosnoaus»; 8 4acmHeix KAUuHUKAX pabomaiom 53,8%, 8 20podckux 6oabHUUAX — 24,4%.
lMpedonepayuoHHyto aHanbeesuto HasHayatom 56,4% pecnoHoeHmos: ¢nebomoHuru (38,5%), HecmepoudHsie
npomugosocnanumensHsie npenapamsi (HIBC) (28,2%) u mempoHudason (12,8%). Kak dns paccedeHus Koxu,
mak u ON14 Koaayaayuu cocy0os Yauje 8Ce20 UCNOMb3Yemca MOHONOAAPHASA UNU BUNONAPHAA 371eKMPOKOG2YNAYUA.
OKo/10 NOMIOBUHBI Y4ACMHUKOB 8 060UX C/Iy4asX YCMAHABAUBAIOM MOUWHOCMb UHCMPYMEHMA HA 3HepeemuyecKoll
nnamepopme COVIDIEN FORCE TRIAD om 20 do 40 Bm. 82% y4acmHUKOB He UCnosb3ytom 00NosHUMe bHYI KOda-
2YNIAYUI0 8 NPOGUNAKMUYECKUX uyensx, 64,1% He ycmaHasausaom mapaessili mamnoH 8 aHAAbHbIU KaHaa nocie
2emoppoudskmomuu. 75,6% pecnoHOeHMoB8 NAGHOBO HA3HAYAM nocieonepayuoHHoe obesbonusarue: HITBC
(98,7%), mecmuble aHecmemuku (60,3%), ¢nebomoruku (53,8%) u napayemamon (41,0%). 67,9%y4acmHuKos
umerom cgoK CMaHOapmHyto cxemy 06e3601UBaHUSA, a 44,9% npudepxusarmcs MyabmumooansHol cxemsl. lMeped
Ha3HayeHueM onuoUOHbIX GHANb2eMUKOB 78,2% pecnoHO0eHmos 8 nepsyto 04epedsb HA3HAYAOM HeoNnuoudHsle 06e3-
6onusarowue, a 19,2% sratouaom cunsHodelicmsytowue/onuoudHsIe GHANb2eMUKU 8 NIGHOBOE NOCe0NepayuoH-
Hoe o6e3bonusarue. bonee 40% y4acmHukos npu 6onesom cuHdpome 8 6-7 6annos no BALL HasHayaom mpamadon
u 6onee 30% npu yposHe 6onu 6onee 8 6annos no BALL. Meree 15% pecnoHOeHmMO8 makxe HA3Hayam mpamaodon
nnaHoso neped sbinuckol nayueHma. [lo peynsmamam aHAAU3a 3HAYUMbIX Pa3nuyuli N0 BONPOCAM nepuonepayu-
OHHO20 BeOeHUS NAUUEHMOB C 2eMOpPOoeM He BbIABNIEHO MeXOY BPAYAMU U3 YACMHbIX KIUHUK, 20p00CKUX 60/IbHUY
u 061aCMHbIX YeHMpOos.
3AKJTHOYEHNE: daHHoe uccnedosaHue no380aUNI0 ONUCAMb PeasibHy KUHUYECKY NPaKmuKky omkpeimol 2emop-
poudakmomuu 8 Poccuu. bonbluuHcmBo spayeli npudepusamMcs cospemeHHsIX meHOeHYUl hepuonepayuoHHo20
sedeHus nayueHmos c eemoppoemM, 0OHAKO HEKOMOPbIE aCNeKmbl BCe elje OCMaromcsa CNOPHLIMU 8 OMHOWeEHUU
yenecoobpasHocmu u 6e3onacHocmu.

KJIHOYEBBIE C/I0BA: 2emoppoudansHas 60/1e3Hb, MyJbmuMoOabHAS AHA/Ib2e3USs, OMKPbIMAs 2eMOpPPOUOIKMOMUS, KIUHUYECKAs NpaKmuka,
Xupypauyeckoe se4eHue 2eMoppos

KOH®JIUKT UHTEPECOB: asmops! 3as8/510m 06 omcymcmauu KoHGIUKma uHmepecos

ANA UUTUPOBAHUA: TapmaHosa T.H., KasayeHnko E.A., MapkapbsH [1.P., JlykbsaHoB A.M., Aranos M.A. PeanbHas KnuHMYecKas npakTuKa xmpyp-
rMYECcKOro sieyeHns remoppouaansHoit 6onesnn. Kosonpokmonoeus. 2025; 1. 24, N2 2, c. 67-75. https://doi.org/10.33878,/2073-7556-2025-
24-2-67-75

The real clinical practice of surgery for hemorrhoidal disease
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AIM: to estimate the actual clinical practice of hemorrhoidal disease treatment among Russian doctors.
PATIENTS AND METHODS: the questionnaire with detailed questions on the management of patients with haemor-
rhoids in the perioperative period was distributed electronically through the ProctoWeb educational project and by
the authors from 12.01.2024 to 30.06.2024. The study included responses from coloproctologists or surgeons who
perform open hemorrhoidectomy.
RESULTS: seventy-eight responses were obtained and 84.6% of participants were coloproctologists in private
(53.8%) or city hospitals (24.4%). More than a half (56.4%) of respondents prescribe preoperative analgesia
(Phlebotonics (38.5%), NSAIDs (28.2%) and Metronidazole (12.8%)). Monopolar or bipolar electrocoagulation is
most often used for both skin dissection and vascular coagulation with setting of instrument’s power of 20-40 Watt
on the COVIDIEN FORCE TRIAD energy platform by a half of participants. The majority (82.0%) don't use addi-
tional coagulation, 64.1% don't insert a swab into the anal canal after hemorrhoidectomy. 75.6% of respondents
routinely prescribe postoperative anesthesia (NSAIDs (98.7%), local anesthetics (60.3%), phlebotonics (53.8%),
paracetamol (41.0%)).67.9% of respondents prescribe analgesics according to their own standard regimen, 44.9%
of respondents apply a multimodal analgesia. 78.2% of respondents initially prescribe non-opioid drugs prior to pre-
scribing opioids, 19.2% of participants prescribe opioid analgesics as planned postoperative pain management.
The indication pain level for prescribing tramadol for more than 40% of respondents is 6—7 points according to VAS,
and for most of others — 8 points. Less than 15% of respondents usually prescribe tramadol before the discharge.
There were no significant differences in the perioperative management tactics between doctors from private, city
and regional hospitals.
CONCLUSION: we have described the actual clinical practice of open hemorrhoidectomy in Russia. Most doctors
adhere to current trends in the perioperative management of patients with haemorrhoids, however, some statements
still remain controversial regarding the feasibility and safety.

KEYWORDS: hemorrhoidal disease, multimodal analgesia, open hemorrhoidectomy, clinical practice, surgical treatment of haemorrhoids
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BBEOEHWE

lemoppoupaanbHas 6one3Hb ABNAETCA JOOPOKAYECTBEH-
HbIM 3ab0/seBaHMEM, KOTOPOE XapaKTepu3yeTcs narto-
JIOTUYECKUM YBEIMYEHUEM TeMOPPOUAANbHbIX Y3/10B
M OPYTUMU CUMNTOMAMM, CHUMKAIOLWMUMK KQYeCTBO KU3HM
nauueHToB [1,2]. «3010TbIM CTAaHAAPTOMY» PAAMKANIbHO-
ro IeYeHMs XPOHMYECKOro reMoppos 3—4 cTaguu asns-
eTCcs OTKpbITas remoppoupsktomus [1,3]. [aHHoe BMe-
WATeNbCTBO XapPaKTEPU3YeTCs BbIPaXXEHHbIM 60NeBbIM
CUHLPOMOM B NocfieonepaLoHHOM Nepuoae 1 BbICOKOW
4aCTOTOW OCNOXHEHMIA N0 CPaBHEHWIO C MasOMHBA3MB-
HbIMU MeToauMKamu [4,5]. CoBpeMeHHOe pa3BUTHE XU-
PYPrUYECKUX TEXHOMOTMIA NMO3BONSAET XMPYPry BbiOpaTh
Haubonee ONTUMANbHbIA WHCTPYMEHT, OT O0ObIYHOrO
CKanbnens Ao yAbTPa3BYKOBbIX HOXHUL, ANS UCCEYEHUS
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reMoppouAanbHbIX Y3/10B C HaWMEHbLIUM PUCKOM OC-
NIOXKHEHUNA U Pa3BUTUA BbIPaXKEHHOTO GONEBOr0 CUHA-
poma [4—6]. OpHaKo, Kak B [EACTBYIOWMNX POCCUICKUX
KNMHUYECKUX PEKOMEHJALMAX, TaK U B BbICOKOPENTUH-
FOBbIX UCCIEA0BAHMAX OTCYTCTBYET UH(OPMALUs O TOM,
Ha KaKoil MOWWHOCTM 6e30nacHo U 3hheKTUBHO BbINON-
HATb pacceyeHMe NepuaHanbHON KOXM U CNU3UCTOM
aHaneHoro kaHana [1,3-10]. bonee Toro, Bo MHOrmx
MCCNefoBaHNUAX NPU ONUCAHUM TEXHWUKU OTKPHLITOW re-
MOPPOUIIKTOMUN Al PacCeYeHUs KOXU U CIU3UCTON
MOTYT UCMOb30BATbCA KaK CKaNbnefb U HOXHULbI, TaK
M MOHO-/6UNONAPHAA 3NEKTPOKOATYAALUA, YTO BHO-
CUT HEKOTOPYIO MyTaHWLy MpW CPaBHEHWM pe3ynbTa-
ToB NleyeHus [11-15]. Mpu 3TOM Takue uUcciefoBaHus
B [a/JibHeNEeM BK/IKYAKTCA B KPYMHble MeTaaHanu-
3bl MO OTKPBLITON reMoppoMA3KTOMUM Oe3 paspeneHus
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Ha OTAENbHbIE TPYNMbl B 33aBUCUMOCTM OT UCMOJIb3YEMO-
ro MHcTpymeHTa [16]. Takke Ha AaHHbIA MOMEHT B Jin-
TepaType OTCYTCTBYIOT WUCCNeAOBaHMsA, CpaBHUBalOWMe
3((DEKTUBHOCTb  NMPUMEHEHUA  INEKTPOKOArynAaLUm
Ha Pa3MYHON MOLHOCTU MPU PACCEUYEHUN KOXM W CIU-
3WUCTON aHaNbHOTO KaHana U HenocpefCcTBeHHO ncceye-
HUW reMoppouAanbHbIX Y3N0B.

MpegonepauynoHHoe 06e3601MBaHNE U MyAbTUMOAANb-
Has nocreonepauyoHHan aHanbresus [oKasanu CBOI
3 PEKTUBHOCTb B CHUXKEHUN 6ONEBOTrO CUHAPOMA Y na-
LMeHTOB nocsie remoppouasktommun [17-21]. OpHako
CXeMbl NpUMEHeHNs 06e36011BalOLMX A0 U NOCNe one-
paLuu L0 CUX MOP He BK/IKYEHbI B PYKOBOACTBA U PEKO-
MeHZAALMM No NnepuonepaLMoHHOMY BEIEHUIO NALUEHTOB
c remoppoeM [3]. Hannume MHOXEeCTBA OpUTUHANbHbIX
npenapatos Ans 06e3601MBaHUS U UX AHANOTOB C OfHOIA
CTOPOHbI MO3BONAET XMPYpraM 1 nauueHTam UHAUBULY-
anbHo Nogobpatb Hanbonee npuemnemylo 1 schdeKTns-
Hyl0 CXeMy Tepanuu, a C Apyrol — fenaet Ha3HayeHue
aHaNbreTMKOB HeCcTaHAapTU3NpPOBaHHOW MpoLeaypoil,
TaKXXe 3aBUCALLEN OT OMbITa U 3HAHMWII OnepupyloLLero
Bpaua.

Takum 06pa3om, OTCYTCTBME eAMHOMO CTaHLApPTa BINOJ-
HEHWS OTKPLITO reMOPPOUAIKTOMUN B OTHOWEHNUU XU~
PYPruyYecKuMx MHCTPYMEHTOB, a TaKXKe He YTBEPXAEeHHbIe
KIMHWYECKUMU pPEKOMEHJALMAMU NepuonepaLuoHHble
cxeMbl 06€360/1MBaHNA NALUEHTOB C FTEMOPPOEM MPUBO-
OSAT K TOMY, YTO KaXfias oTaebHas KAUHWUKA unn 6pura-
[a XVUpYproB NpUAEPIKMBAETCS CBOMX CTAHLAPTOB, OCHO-
BaHHbIX 3a4aCTYI0 HA IMYHOM OMbITE U 3HAHUAX.

LLEJTb

Lenbio paHHoit paboTbl ABASETCA ONpefeneHue peab-
HOW KNMHWYECKOW NMpPaKTUKW NleYeHusa remoppoupanb-
HOM 6ONE3HU CPen POCCUIICKUX BpaYeil.

NAUMEHTBI U METObI

MpeasaputenbHo 6bl1 COCTABAEH CMWUCOK MOAPOOHBIX
BOMPOCOB U CMOPHBIX CUTYaLMA B OTHOLWEHUN TaKTUKK
BEAEHMA MaALMEHTOB C TreMOppoupanbHoi 6osesHblo
B nepuonepauyoHHOM Nepuope. INeKTPOHHasA dopma
AN OTBETOB Ha BOMPOCHI ObiNa pacnpocTpaHeHa c no-
Molbto 06pa3oBaTensHoro npoekta ProctoWeb n camo-
CTOATENbHO aBTOPAMK JaHHOM paboTbl. B TeueHue no-
ayropa (c 12.01.2024 no 30.06.2024) Bce xenaiouiue
MOF/IN OTBETUTb Ha NOCTaBNeHHble BOMPOCH. [TOAHbIN
CMUCOK BOMPOCOB C BapWaHTamu OTBETOB MpUBEAEH
B Mpunoxenun 1. Mouck pasanumnit mexpy rpynnamu
VYaCTHUKOB He ABAANCA LEeNblo AaHHOTO WCCnefoBa-
HUSA, OLHAKO CPAaBHUTENbHbLIA aHanN3 BCe PaBHO Obin

PeanbHas KNMHU4YecKas NPpAakTMKa Xxmpypruyeckoro
nevyenuns reMoppounaanoﬁ 6onesnu

NPOBEAEH AN TPex Hanbonee MHOrOYMCNEHHbIX Tpynm,
pasaeneHHbIX No npusHaky «Mecto paboTbl»; no npu-
3HaKam «[lpefonepayoHHas aHanbresusy», «YCcTaHoBKa
MapneBoro TamnoHay, «locneonepaunoHHas aHanbre-
3nsy, «Mcnonb3oBaHne AOMNOAHUTENBHON NPOPUIAKTH-
yecKon Koarynauuu» u «Hanuume cTaHAApTHOM CXeMbl
06e36011BaAHUA».

Kpumepuu 8kntoyeHus u UCKNI0YeHUA

B aHanu3 BKMOYANMCb OTBETHI YYACTHUKOB, MMEILLIUX
cneuunansHocT «Kononpokronorus» unu «Xupyprusy,
BbIMOJHAOWMX OTKPLITYIO FEMOPPOUAIKTOMUID M OT-
BETUBLIME HA BCE MOCTAB/IEHHbIE BOMPOCHI. YYacTHUKY,
yKa3aBlme apyrue CrneymanbHoCTu Uiu He BbiMOJHAI-
Line OTKPbITYIO FeMOPPOULIKTOMMIO UNU He OTBETUBLIUE
Ha BCE BONPOChI, ObIIN UCK/TIOYEHSI.

Koneutbie moyku uccnedosarus

KoHeuHbIMM TOYKaMK MCCNeA0BaHNA ABAANNCH YacToTa
Ha3HayeHWs npefonepaUMOHHON aHanbresuun, onpe-
AeNeHne UHCTPYMEHTOB ANA PacCeYeHUA KOXMN U Cu-
3UCTON aHanbHOrO KaHana W Koarynsauuum Ccocynos,
onpefeneHne ypoBHA IHePrun ANA pacceyeHns u Ko-
arynauum Ha 3HepreTtunuyeckoit nnatdopme COVIDIEN
FORCE TRIAD, yacTtota Ha3HauyeHUA MynbTUMOAANbHOMN
cxembl 00e3001MBaHUsA, ONpefeneHus cnekTpa npe-
napaTtoB, MCMO/Nb3yeMblX B KayecTBe npefonepauu-
OHHOWl M NNAaHOBON NOCAEONepaLMOHHON aHanbresnuy,
4acToTa MCNOAb30BAHWA WMHTPaaHanbHbIX TaMMNOHOB
nocne reMoppouA3KTOMUK, YAcToTa BbIMOAHEHUS [0-
NONHUTENbHON NPOUNAKTUYECKON KOArynaLum paHsl,
MOKa3aHWA [NA Ha3HAYeHWs CUIbHOAENCTBYIOWMX
aHanbreTMKoB M 4YactoTa WCMONb30BaHMA OMUOUAHBIX
aHanbreTMKoB.

Cmamucmuyeckue Memo0dsi

Tabnuua c OTBETaMM Ha BOMPOCHI aHKEThl Bbliu nepe-
HeceHbl B Microsoft Excel 2010, pacyeT onucartenbHbixX
CTaTUCTUK Obl BLIMOMHEH C MOMOLbIO BbICOKOYPOB-
HeBOro sA3blka nporpammupoBaHus Python v. 3.9.10
Ha 06ase TeKcTOoBOro pepaktopa koja Visual Studio
Code v.1.87.2. [ins paboTbl C TabGAUYHBIMU [AHHBIMU
Obina ucnonb3oBaHa 6ubnuoteka Pandas (v.2.2.2).
Bu3syanusauus [aHHbIX BbINOJHEHa NpU NoMmoln Ou-
onuoteku Matplotlib (v.3.8.4), ctatuctuyeckuin aHanus
NPOBOAMNCA C NoMOLbio 6ubnnoteku Scipy (v.1.13.1).
MouCK CTaTUCTUYECKM 3HAUYUMbIX PasNuymii no Kate-
ropuanbHelM MpU3HaKaMm BbLIMOMHEH C MOMOLLbIO TecTa
%2 MupcoHa npu cobnAeHUN YCIOBUIA NpPUMEHEHUA
TeCTa, B MHOM Cjly4yae — C MOMOLLbIO [BYCTOPOHHe-
ro ToYHoro Kputepus ®uwepa. YpoBeHb 3HAYUMOCTU
Obln NpUHAT Kak o = 0,05, TakuM 06pa3om, CTaTUCTM-
YecKM 3HAYMMOWM cyMTanach pasHULA MeXZy rpynnamu
npu p-value < 0,05.
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PE3YJIbTAThI Ta6nuua 1. Omsems! Ha BONPOCHI AHKEMbI € pacyemom a6co-
JIOMHbIX U OMHOCUMeNbHbIX noKazamesned

Table 1. Statistics of the questionnaire answers with the calcu-
Bcero B onpoce npuHanu yyactue 81 4Yenosek, U3 KO- qrion of absolute and relative indicators
TOpbIX NpoaHann3npoBaHo 78 oTBeToB. [lBa y4yacTHMKA

Kon-Bo
ObIIM MCKNIOYEHbI N0 NPUYMHE YKa3aHUs CNeLmanbHoCTy OTBETOB
OTBeThl Ha BOMPOCHI o
HE «KXUPYPrUs» UK KKONOMPOKTONOTUSA», OAUH YYACTHUK (%)
VKasas, 4To He UCMONb3YIOT B CBOEI NMPaKTUKe AaHHbIN N=78
BMJ BMelWaTenscTBa. B csogHoil Tabnuue 1 npefctas- c"iﬁ‘;’;’;z”"' 11 (14.1)
NIeHbl OTBETbI HAa BOMPOCHI aHKeTbl C pacyeTom obuero Kononpokronorus 66 (84,6)
KOJinyecTsa OTBETOB M MPOLEHTHOrO COOTHOLWEHMUSA. 2 cneumansbHocTu (Kononpoktonorus u Xupyprus) 1(1,3)
Tak, 6onbluas YyacTb Y4aCTHUKOB (84,6%) UMEIOT Crielu- | Mecto pa6oTsi:
anbHocTb «Kononpoktonorua» u paboTaloT B YacTHbIX ?aCTHa” K”g“"”‘a ;*; 822;
opoAacKas 00sbHMUA ,
KnuHukax (53,8%) unan ropofckux 6onbHULAX (24,4%). 06?1aﬂTH0171 ueHTp 4 11 (141)
I'Ipep,orlepaLLVIOHHyIO aHanbresnto UCNonb3ylT 4YyTb OepepanbHblil LeHTP 5 (6,4)
6onble NonoBUHbI 0TBETUBLINX (56,4%), NPY 3TOM Yalye LientpanbHas paitoHHas GonbHuua 1(1,3)
BCEro YYaCTHUKM Ha3HauyaloT ciefyloliue npenapatbl: | Vicnonbosanve npeponepaunonHoit aHasbresuu 34 (43,6)
®ne6otoHuku, HNBC n MetpoHupason (Puc. 1). VHCTpYMeHT Ans pacceyeHns Koxw/cm3ncToil
o dHaNbHOro KaHana:
[ns pacceyeHus KOXW M CAN3UCTON aHANbHOTO KaHana Nf ! "
N OHOMONAAPHAA AUaTepMoKoarynaLuus 29 (37,2)
Npu BbINOJHEHUU OTKPLITON rEMOPPOMUAIKTOMUMN yalye XMpypruveckuii ckanbnenb 14 (17,9)
BCEro Mcnonb3yetcs MoHononspHas (37,2%), unu 6u- BUnonApHbIit aNeKTPOXMPYPrUYecKnit UHCTPYMEHT
nonsApHas anekTpokoarynauus (19,2%), uan Bbinon- ( 7.4. LigaSure) 15(19,2)
Xupypruyeckue HOXHULbI 11 (14,1)
HAGTCA PACCEYEHME «OCTPLIM MYTEM» — HOMHULAMM YnbTpa3BykoBoil ckanbnens (B T.4. Harmonic) 6(7.7)
(14,1%) wnu ckanbnenem (17,9%). Mpu 3Tom oKosoO BbICOKOYACTOTHBI pafoBONHOBOM annapat 1(1,3)
MOJIOBMHbI YYACTHUKOB YCTAHAaBAMBAET MOWHOCTb MH- Ckanbnens uim MoHononapHas
CTPyMeHTa Ha 3HepreTuyeckoit nnatdopme COVIDIEN AMaTepMOKOAryNALIA 2 (27)
FORCE TRIAD oT 20 fo 40 BaTT, ocTanbhble ycTaHas- | /HCTPYMEHT A1A KOATyAAMM COCYAOB Kpaes parl:
MoHononspHas anatepMokoarynsauma 49 (62,8)
NMBaIOT 60 MeHbwe 20, 6o Gonbwe 40, MO0 UC- | BunonspHblit 3neKTPOXUPYPrUHECKUil MHCTPYMEHT
nob3yioT Apyryio naatdopmy/uHcTpymMeHT. [ns koary- | (e T.u. LigaSure) 23 (29,5)
NALUNN COCY0B Kpaes paHbl Gonee 90% pecnoHaeHTos | Herannaparypel _ 1(13)
NCMONBIVIOT MOHO- WAN GUNONSDHVIO 371eKTDOKOArV- YnbTpa3BykoBoil ckanbnens (B T.4. Harmonic) 3(3.8)
y PHY p y BbicOKOYaCTOTHLIN paaroBOAHOBOI annapat 1(1,3)

NAunio, Npu 3TOM, aHaNOrn4yHoO, B MONOBUHE CNIYH4AEB | Tonbko nuruposaHue HOXKYM remoppouaansHoro yana | 1(1,3)
npuMeHeHusa MOHOI‘IonﬂpHOVI anatepMmoKoarynaummn JHeprus Ans pacceyeHus Koxm/cnusncroi
Ha aHepreTuyeckoi nnardopme COVIDIEN FORCE TRIAD | (8 satrax)™:

MOLWHOCTb MHCTPYMeHTa BapbupyeTca oT 20 fo 40 Bartr. ?82100 12 E?Ig};)
82% y4aCTHUKOB He WCNONb3YIOT [OMOJNHUTENbHYIO 2030 19 (24:4)
3040 19 (24,4)
40 3846% | 4050 9 (11,5)
5060 2 (25)
35 [lpyroit Koarynatop 7 (9.0)
He ncnonb3yto 4(51)

w
(=]

28.21%
3Heprvm Ona Koarynaumun cocynoB Kpaes paHbl

b3
E
XL
a
=
2
[ =
@ 25 (B BaTTax)*:
g 70+ 1(13)
g20 5060 4(51)
715 ; 4050 8(10,3)
2 12 52% 3040 23 (29,5)
£10 - 2030 19 (24,4)
5 1020 9 (11,5)
T D = Ao 10 1(1,3)
1.26% Lipyroii koarynatop 5(6:4)
@ 9 He ucnonb3yto 8(10,3)
& s & & ) Y :
& & < e 0,\0‘" Mcnonb3oBaHne AONONHUTENbHOI
<§’0 P Qo& & NpoGUNaKTUYeCKOil Koarynsumm:
N , B [ia, Bcerpa 14 (18,0)
Mpenapatsl A0t NPeAONepaLMOHHOI aHaNbr e3uk Het, ecnm MHTpaonepaunoHHo yaanoch fo6UTbCS
PucyHok 1. Cmon6yamas duazpamma cmpykmypsi npedonepa- cTabunbHoro remocrasa 64 (82,0)
YUOHHO20 06e360/1UuBaAHUSA YcTaHOBKa MapieBoro TaMnoHa nocne onepauum 28 (35,9)

Figure 1. Bar chart of the structure of preoperative analgesia
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Kon-so
OTBeTHI H ol 0TBETOB
TBETbI HA BONPOC (%)
N=78
CpoK ycTaHOBKM MapneBoro TamMrnoHa:
Heckonbko Yacos 2/28(7,7)
12 yacos 4/28 (15,4)
1 peHb 17/28 (65,4)
2 fHA 1/28 (3,.8)
5 fHeit 2/28(77)
HeT oTBETa 2/28 (7,7)
lMocneonepaunoHHas aHanbresus:
MnaHoBas 59 (75,6)
Mo Tpe6oBaHuio 19 (24,4)
Ncnonb3oBaHue onnonaHbIX aHanbreTukos nocne 3:
MpotunakTnyecku nepes BoINUCKOIl/nepes
nepBoit fedekayueii/nepes cHom 1(13)
He Ha3Haualo 13 (16,7)
Mpu HeaththeKTUBHOCTM OAHOTO Npenapata
1 pa3BUTUs BbIpaXeHHOro 6071eBoro cMHApoMa 14 (17,9)
MnaxoBo 15 (19,2)
Mpu HeaththeKTUBHOCTM MyNbTUMOLANBHON
aHanbre3un 1 pasBuTUsA BbIpaXeHHOro 60eBoro
cuHppoma 35 (44,9)
YposeHb 60au no BAL ans HasHaueHus Tpamagona:
10 11 (14,1)
9 7 (9,0)
8 11 (14,1)
7 17 (21,8)
6 17 (21,8)
5 9 (11,5)
4 4(5,1)
3 1(1,3)
2 1(13)
HeadheKTnBHOCTL CTaHAAPTHO Tepanuu
1 HEe[L0CTATOYHO CUbHasA 6onb no BALLL:
061BACHIO NALMEHTY, YTO Y HErO HE,OCTaTOYHO
60NNT ANA Ha3HaYeHUs LONOJHUTENbHOTO
06e360n1BaHuA 3(39)
HasHauy cunbHopencTByioLMe/ONUOULHBIE
aHanbreTuku 14 (17,9)
HasHauy gononHutensHo o6e3bonusarowymii
npenapar U3 LOCTYMHbIX B OTAENEHUM 61(78,2)
He nnaHoBoe Ha3HayeHne ONUONAHbIX AHANbrETUKOB:
MoyTy KaxaoMy nauneHTy (Kaxablil Uu Kaxablid
BTOPOW NaLueHT) 6(7,7)
YacTo (KaXablil TPETUH-YEeTBEPTHINA NALUEHT) 6(7,7)
NHorpa (kapablit nAThIA NaLneHT) 10 (12,8)
Penko (Kaxpblit AeCATbIN NaLUeHT) 11 (14,1)
OyeHb peako (Kaxpblii 15-20-blit NaLUeHT) 24 (30,8)
Kpaiite pegko 6(7,7)
He Ha3Hayvalo 19 (24,4)
PyTuHHOe ncnonb3osatue BAL ans oueHku 6oau 45 (57,7)
YacrtoTa pa3BuTuA TpyAHOKyNMpyemoro 601eBoro
CUHApOMa:
Y Bcex nalMeHToB 2 (2,6)
Kaxgblil BTOPOI nayneHt 2(2,6)
Hukorpa 6(7,7)
MpUMepHO KaxAablit NATHIA NaLUeHT 6(7,7)
MpuMepHO KaXAbli AeCATbIA NauneHT 8(10,2)
OyeHb pepko 54 (69,2)
Hanuuue ctaHpapTHoOil cxembl 06€36011BaHUSA 53 (67,9)
lnaHoBble CUNBHOAEMCTBYIOWME aHANBIETUKN
Ha BbINUCKY:
HeT, Hukorpa 68 (87,2)
OueHb pegko 2(2,6)
Peako 3(38)
NHorpa 2(2,6)
Yacto 1(13)
Bcerpa 2 (2,6)

lpumeyarue: *Ha snepaemuyeckol nnamgopme COVIDIEN FORCE TRIAD

PedﬂbHﬂﬂ KNMHU4YecKas NPpAakTMKa Xxmpypruyeckoro
nevyenuns reMoppouAuanoﬁ 6onesHu

Koarynauuio B npodunakTuyeckux uenax, u 64,1% He
YCTaHaBAMBAIOT MapfeBblit TAMNOH B aHaNbHbIN KaHan
nocne remoppouasktomun. M3 35,9% oTBeTuBLLINX, YTO
YCTaHABAMBAIOT MWHTPAaHaNbHbIA MApNEBbIA TaMMOH,
6onblwe nonoBuHbl (65,5%) yCTaHABAMBAKT TaMMOH
NMPUMEPHO Ha CYTKM nocie onepauuu, Npu 3ToM cpe-
AU YYaCTHWUKOB eCTb U Te, KTO yCTaHaBAWBaOT BMNAOTb
R0 2-5 pHeit (11,5%). 75,6% y4aCTHMKOB NNaHOBO Ha-
3HayaloT nocneonepaLnoHHoe 06e3601BaHue, 1 Yalye
Bcero pecnoHpeHTsl HasHavatT HIMBC (98,7%), mecT-
Hble aHecTeTukn (60,26%), dneboToHnkn (53,85%)
u napauetamon (41,03%) (Puc. 2).

bonee nonoBuHbl yyactHukoB (67,9%) uMmeloT CBOI
CTaHAApTHYylo cxeMy obe3bonusaHus. Mpu aTom 44,9%
NPUAEPIKNBAIOTCA HA3HAYEHNA MYAbTUMOAANbHOM CXe-
Mbl. lepep HasHayeHWeMm OMUOUAHBIX AHaNbreTUKOB
78,2% pecnoHAEHTOB B MeEpBY0 O4Yepefb Ha3Haya-
I0T He ONUOUJHbIE aHanbretukun, a 19,2% BKAOYAOT
CUNbHOLENCTBYIOWME/ONNONHbIE aHANbTETUKMN B Na-
HOBOe rnocneonepauuoHHoe obesbonusanune. 16,7%
PECNOHAEHTOB YAAETCA MONHOCTbI0 M36exaTb HasHa-
YEHMA ONMUOWAHbLIX aHanbreTukos. Pa3Butue TpypHO-
Kynupyemoro 601eBoro cMHApOMa ypaeTcs u3bexatb
MOJIHOCTbIO MM MOYTU NONHOCTbIO 6onee 75% yyacT-
HUKOB. He3annaHnMpoBaHHOe Ha3HayeHWe CUIbHOAe-
CTBYIOWMNX MAN ONUOUAHBIX aHaNbreTUKOB Ciy4aeTcs
OYeHb pefKo (Kaxablii 15-20-blii NaLMeHT) NPUMEPHO
Yy TPeTn y4acTHUKOB U y 15,4% y4aCTHUKOB — NOYTH
V KaX[oro Uau Kaxjoro TpeTbero-4eTBepToro nauu-
eHTa. bonee 40% y4yacTHUKOB npu 60NeBOM CUHAPOME
B 6—7 6annos no BALL Ha3HavalT cunbHOLENCTBYIO-
Wi aHanbretTUk Tpamagon v 6onee 30% npu ypoBHe
6onu 6onee 8 6annos no BALW (Puc. 3). MeHee 15%

100 98.72%

YacToTa Ha3HaveHWa B npoueHTax
N B
(=] [=] o 8
w
%
L
#
i)
w
w0
®
e
B
#
i
&
-U
&
&
”
£
i
B
&
”
13
#

s
@"’e Q'b,\e & g}? ‘b&b & @*‘% Q,Q‘b%
oF & & & & < o
+ QQ& & & ¢’°‘> ¢§’° ‘\é
I Al oF © S
p& 6\9 A &
o) &+ 1.&'0
P "“.P“\ aF
eéz' b o
&
& F
@\e:

MpenapaTkl AN8 NOCAEDNEPALMOHHON AHANLME3MN

PucyHok 2. Cmon6yamas duazpamma cmpykmypsl nocieone-
PayUOHHOU aHanbee3uu
Figure 2. Bar chart of the structure of postoperative analgesia
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Tabnuua 2. CpasHeHue nepuonepayuoHHsIx 0cobeHHocmel BedeHUs NayueHmMos 8 3asUCUMOCMU OM Mecma paboms!
Table 2. Comparison of perioperative features of patient management depending on the place of work

MecTo pa6oTbi
- p-value
Fopopckas 6onbHULA 06nacTHO LLeHTp YacTHas KNMHUKa
lpeponepaunoHHas aHanbresna: 0,6
Ja 9 7 25
Her 10 4 17
YcTaHOBKa Map/iieBOro TaMnoHa: 0,1
Jla 11 2 15
Hert 8 9 27
MNocneonepaliMoHHas aHanbresus: 1,0
MnaHoBas 14 8 32
Mo TpeboBaHuio 5 3 10
[ononuutensHas npodunakTnyeckas 0.3
Koarynauua: 4 8
Jla 15 11 34
Hert
Hanuuue ctaHgapTHoOit cxembl 06€36011BaHuUSA: 0,8
Ja 14 7 28
Hert 5 4 14
PECNOHAEHTOB TAKX€ Ha3Ha4aloT TPpaMapon nJiaHoOBO OBCYXHEHME

nepes BbIMMCKOW nNauueHTa C pasnUYHONA 4acTOTOW
cpeau nauueHToB.

Mo pesynbTatam CTAaTUCTMYECKOrO0 aHanu3a B pe-
3ynbTaTe CpPaBHEHMA TPynn Y4aCTHWKOB M3 YacT-
HbIX KNWUHWK, TOPOACKMUX OONbHUL M 061aCTHbIX

ueHTpoB no npusHakam «[peponepaunoHHas
aHanbresms»,  «YcTaHoBKa  Mapnesoro  TaM-
noHay, «MocneonepaunoHHas aHanbresnsy,

«Mcnonb3oBaHne AONOAHUTENBHOW NpOMUNAKTU-
yeckol koarynauummy», «Hanuume ctaHpapTHON cxe-
Mbl 00€360/1MBAHUA» — HE ObIIO BbIABIEHO 3HAYU-
MbIX pa3nuumnii (Tabn. 2). Mouck cTaTUCTMYECKOI
pasHWLUbl Mexnay rpynnamu no APYruM npu3HaKam
(Hanpumep, rpynnel N0 NpPU3HAKy Ha3HauyeHue
MpepfonepaLMoHHO aHaNbre3nmn) B HalWeM UCCNERo-
BAHWUMW He NpefCcTaBNAETCA BOZMOXHbIM B CBA3M C He-
6ONbWMUM KONMYECTBOM YYaCTHUKOB B NoArpynnax.
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Figure 3. Pain threshold distribution for tramadol administra-
tion
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MpoBepeHHOe uccnefoBaHWe peanbHOW KIMHWUYECKOM
NPaKTUKKU CPefu POCCUIICKUX XUPYPrOB MU KONOMPOKTO-
JI0r0B, BbIMONHAOWMX OTKPBITYIO FeMOPPOMLIKTOMULD,
NPOAEMOHCTPUPOBANO AKTYasbHbIA OMbLIT Bpayen 1 no-
3BOSINJIO CPaBHUTb BbISIBNEHHbIE TEHLEHLUMM MO Neye-
HUIO NALLMEHTOB NOCAe XMPYPrMYecKoro BMeLaTenbCTBa
C MMpOBLIMM NpakTUKamu. Hawe uccneposaHue 6bi10
HanpaBleHO Ha M3y4YeHWe MepuonepauLnoHHOro Befe-
HUS MALMEHTOB, KOTOPbIM NNAHUPYETCH BbINOAHEHUE
OTKPBLITOW reMOPPOUAIKTOMUY, @ TaKXKe Ha BbiABNEHME
0COGEHHOCTEN TEXHUKM BbINOAHEHMS [AHHOrO BMeLla-
TenbCcTBa. B nuTepatype M B HayuyHbix 6aszax AaHHbIX
(Pubmed, Medline) nopo6HbIX MCCNefOBaHMII HA AaH-
HbIl MOMEHT HeT, ofHako B [lonbwe, HupgepnaHgax,
AscTpanuu v HoBoi 3enaHpuu UMeKTCA NOXOXWe UC-
CNefoBaHNUA KIMHUYECKOW NPAaKTUKU XWUPYPrUyYecKoro
NleYeHUs reMoppos U XMPYPruyeckux nocneonepaLuoH-
HbIX UCXOOB [22—-24].

Bonblie NONOBMHLI PECNOHLEHTOB NPUAEPKUBAIOTCA
COBpEMEHHbIX TPEHJO0B MNepuonepaLyuoHHOro BefeHUA
NauMeHToOB MOCNe TreMOPPOUAIKTOMMUU: HA3HAYEHUS
npefonepaymMoHHOn 1 MynbTUMOJANbHOW nocneone-
PaLMOHHOI aHanbresuu, npenapatoB C [OKa3aHHbIM
KIMHUYECKUM 3 (EKTOM, NNaHOBOrO Ha3HaueHUs 0bes-
6onuBatowmx. IDHEKTUBHOCTL TaKMX NpenapaTos, Kak
tnaBoHoMAbl, aleTaMuHodeH M rabaneHTUH B Kaue-
CTBE NpeonepaLnoHHbIX aHaNbreTukos, Obina [oKa-
3aHa B OTHOWEHWUW CHUXEHUA NOCNeonepaLnoHHOro
6onesoro cuHapoma [19,21]. B kauyecTBe nocneone-
paLMOHHOI aHanbreaun Obina TakKe HEOAHOKPATHO
poKazaHa 3((EeKTUBHOCTb MyNbTUMOAANbHOW CXEeMb
06e360/1MBaHNS, BKIOYAs HNABOHOWALI, METPOHMAA30],
HNBC, auetammHoteH n nokanbHyto Tepanuio (MecTHble
aHeCTeTUKW, Ma3u, BNOKATOpbl KasbLMeBbIX KaHasos,

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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HUTPOTrANLLEPUHOBAsA Ma3b, TONMMYECKUIA METPOHMAA30M)
[25-33].

OcTaetcs HeboNbLOE KONMYECTBO YYACTHUKOB, Ha3Ha-
YaloLWMX NIAHOBO CUbHOAENCTBYIOWME MW ONUOULHbIE
aHanbreTuku, B TOM Yucne B NpodunakTUYeCcKux Lenax
nepes CHOM WAW Nepef BbINUCKON, YCTaHABAUBAKLLMUX
MapnieBblli TAMMNOH B @aHaNbHbI KaHan 1 NMpUMEHALWMX
NpoguIaKTUYeCKyIo AOMONHUTENbHYIO KOaryaaumio Kpa-
€B paHbl, YTO He 0OOCHOBAHO B COOTBETCTBUU C COBpE-
MEHHbIMWU UCCNef0BaHUAMMU. Vicnonb3oBaHMe TamnoHa-
Obl NOCNe reMOppOMAIKTOMUM CTATUCTUYECKM 3HAYUMO
MOBbLIWAET YpPOBEHb MOC/eonepalumoHHoit Gonn [34].
Bonee Toro, ycTaHOBKa MapieBoro TaMnoHa Gonee, yem
Ha 12-24 yacos nocne onepauuu nogpasymesaet 3a-
LepxKy cTyna. B nutepaTtype nmeloTcs faHHble 0 TOM,
4TO 6ONEe MIOTHBINA CTYA acCOLUMUPOBaH C Gonee Bbipa-
JKEHHbIM 60NeBbIM CMHAPOMOM nocie gedekauuu [35].
BauaHnue pononHuTenbHol npodunakTMYeckom Koary-
NAUMM HE U3YYEHO B HACTOALLMIA MOMEHT B UCCNef0Ba-
HUAX W He PernamMeHTUpOBAHO B pamMKax KAMHUYECKUX
pekomeHpauunii. OnuougHele aHanbreTUKM MOryT Bbl-
3BaTb Takue noGoyHble 3 deKThl, KaKk 3anop, TOWHOTA
W 3ajiepKKa MOYM, B CBA3MU C YEM PEKOMEH[0BaHO U3-
6eraTtb U3NUWHETO Ha3HauYeHUs 0COGEHHO Noc/e reMop-
poupaktomun [30]. MupoBas npaKTUKA MOKA3bIBAET,
4To A0 88% nauneHToB TPeOYET Ha3HAYeHUs ONMOU0B
nocne yaaneHus reMmoppoujanbHbiX Y3108, U 40 TPETK
nayueHToB TpebyeT NOBTOPHOr0 Ha3HAYEHWUS B PaHHEM
nocneonepaumoHHom nepuoge [36]. imeHHo no3aTomy
KOHTPO/Ib 60AM C MOMOLWbIO NMPEBEHTUBHOIO MY/IbTUMO-
LanbHOro 06e36011BaHNA NOCAE FEMOPPOUAIKTOMUM
MMeeT KpaliHe BaXKHOe 3HayeHue.

Ha gaHHbIii MOMEHT MOXHO 3aMeTUTb [OCTAaTOYHO GONb-
Wwoe pasHooOpas3uMe MHCTPYMEHTOB [/ BbIMOJHEHUS
OTKPBITO reMOppoMAIKTOMUM (OT MPOCTBIX HOXHUL
M CKanbnens [0 YNbTPa3BYKOBbIX BbICOKO3Hepretunye-
CKWUX WHCTPYMEHTOB) CPeAW YYaCTHWKOB, OfHAKO npe-
MMYLLECTBO OTAAETCA MOHOMONAPHOW M 6GUNONApHOM
LMaTEepPMOKOArynauMmM Kak npu pacceyeHun nepua-
HaNbHOW KOXW WAW CAW3UCTON aHaNbHOrO KaHana, Tak
M MpW Koarynsauum Kpaes paHbl. [pu ucnonb3oBaHum
MOHOMONAPHOM KOArynsLum OKONO MONOBUHbLI PECroH-
[EHTOB BbIOMPAIOT MOWHOCTb MHCTpyMeHTa 20-40 Br,
npu 3TOM TaKXe eCTb W Te, KTO BbIOMPAIOT [OCTaTOYHO
BbICOKYI0 MOlHOCTb (0T 40 go 70 Bt). Kak B poccuiickux
KTMHUYECKMUX PEKOMEHAALMAX, TaK U B 3apyOeXHbIX, HET
peKoMeHAaLMit 0 TOM, Ha KaKoW MOWHOCTU Ge30macHo
1 3¢ (HEKTUBHO BbINOHATL T€ UK UHBIE 3TaMbl OTKPBITON
remoppouaakTomuu [3,9,37,38].

[laHHoe uccnepoBaHMe MMeET HECKOJbKO orpaHudye-
Huit. PacnpocTpaHeHne aHKeTbl AN y4acTua B LaHHOM
nccnefoBaHUM NPOUCXOANN0 Yepe3 06pa3oBaTesbHblil
noptan ProctoWeb u c nomowblo camocToATeNbHOrO
pacnpocTpaHeHWs aBTOpaMu CPeau APYrux Bpayen.

PeanbHas KNMHU4YecKas NPpAakTMKa Xxmpypruyeckoro
nevyenuns reMoppounaanoﬁ 6onesnu

B cBA3M C 3TUM y4aCTHUKM MOTYT He ABAATLCA penpe-
3€HTAaTMBHOI BbIOOPKOI. ABTOpbI MCCNefOBaHUsS He
NPUHUMANN y4yacTUe B aHKETUPOBAHUU ANA CHUMKEHUA
NpeaB3AaTOCTU UNU «yNydleHUs» pe3ynbTaToB uccnie-
poBaHus. Hebonblwoe KOAMYECTBO PECNOHAEHTOB He
N03BONNAO NPOBECTU CTAaTUCTUYECKM TeCTbl C pasfe-
JIeHWeM Ha pasnuyHble NOArpynnsl s noucka B3au-
MOCBA3M MeXAy nepuonepauuoHHbIMU MeTOAaMU ne-
YEHMA M YaACTOTON Pa3BUTMA BbipaXKeHHOro 60NeBoro
CUHAPOMA nocie onepauuum W YacTOTOM Ha3HaYeHUs
CUNbHOAENCTBYIOWMUX,/ONNONIHBIX aHaNbreTUKoB.
HekoTopble BOMpocCbl aHKeTbl He Tpe6oBanu TOYHOTO
OTBETa B OTHOLWEHWUMW YACTOTbl Pa3BUTUA TeX UAN WUHbIX
COObITHIA, B CBA3M C YeM CyOBEKTUBHbIE OLEHKM yyacT-
HWUKOB MOT/IN He COBMaAaTh C UX peanbHOW KAWHWYe-
CKOW NpaKTUKON.

3AKIMKOYEHUE

[aHHoe nccnefoBaHue NO3BONMNO ONMUCATh PeanbHyto
KMHWUYECKYI0O NPaKTUKYy OTKPBITOW reMOppOMA3IKTOMUM
B Poccun. bonbwuHCTBO Bpayen npupepxuBaroTcs
COBpeMEHHbIX TEHAEHLMWIA nepuonepaLnoHHOro Bepe-
HWSA NaLMeHTOB C reMoppoeM, TakuxX Kak Ha3HayeHue
npeaonepaumMoHHON WM MyAbTUMOAANbHOW nocieone-
paLMOHHOW aHanbresnu, UCNoNb30BaHWE Mpenapatos
C [LOKAa3aHHbIM KAMHUYECKUM 3((EeKTOM, NpUBEPIKEH-
HOCTb MNAHOBOTO Ha3HauyeHus o6e3bonuBalOWMUX MO-
cne onepauuu. OfHaKO HEKOTOpbIe acnekTbl BCe elie
0CTalOTCA CNOPHBIMU B OTHOLWEHWUM Lenecoo6pas3HoCTy
1 6e30MacHOCTH, TaKMe KaK NaaHoBoe U npodunakTu-
yeckKoe HasHayeHWe CUNbHOAENCTBYIOWMX WAW OMMUO-
MAHbIX aHanbreTMKoB, YyCTaHOBKA MapneBOro TaMnoHa
B aHaNbHbIi KaHan nocne onepauun U AOMONHUTENb-
Has npodunakTMyeckas Koarynauua Kpaee PpaHbl.
B nutepatype Ha paHHbIA MOMEHT TaKXe OCTalTCA
HeOoCBelEeHHbIMW TaKMe TOHKOCTU TeXHWUKWU OTKPbLITOM
remoppouasktomun no Munnuravy-MopraHy, Kak Bbi-
00p MHCTPYMEHTa M €ro MOWHOCTU Ha KaX[AOM 3Tane
onepauuu. B panbHeiiwem TpebyeTcs NpoponkKeHue
npoBefeHns NOLOOHbBIX UCCNEA0BAHUIA C BKIIOYEHNEM
Oonbliero KoMMYecTBa y4acTHUKOB U 6onee pacwu-
PEHHOI1 aHKeTbI N5 BbIABNEHUSA APYrUX 0COOEHHOCTEN
KNMHWYECKON NpPaKTUKW JeYeHUA reMoppouaanbHoM
6onesHu B Poccuu.
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AIM: to assess early efficacy and tolerability of preoperative chemotherapy combined with targeted therapy in
patients with rectal cancer (RC).
PATIENTS AND METHODS: a pilot prospective study including 22 RC patients with KRAS wild-type gene is ongoing
from 2021. There are 13 (59.1%) females and 9 (40.9%) males. Stage II RC was diagnosed in 2 (9.1%) patients
and stage III RC in 20 (90.9%) patients. All patients received 6 cycles of mFOLFOX 6 chemotherapy combined with
cetuximab targeted therapy followed by surgery. After completion of surgical treatment, patients with T4 and/or
N + received adjuvant chemotherapy for 6 months (taking into account the time of preoperative treatment).
RESULTS: the completion rate of preoperative treatment was 90.9%, and a 15% reduction in drug dosages was
required in 9.1% of patients. Adverse events were observed in 45.4% of patients. Grade III toxicity was noted in
13.6% of patients (neutropenia in 9.1% and skin rash in 4.5%). The clinical and radiological response to preop-
erative chemo-targeted therapy was 77.3%, including complete (9.1%) and partial (68.2%) tumor regression. All
patients underwent radical surgery. The rate of postoperative complications was 13.6%. Grade I and grade Illa
complications (according to Clavien-Dindo classification) were observed in 9.1% and 4.5% of cases. Pathological
complete response (pCR, according to Mandard TRG 1) was achieved in 13.6% of patients, and good pathological
response (TRG 1-2) was observed in 31.8% of patients.
CONCLUSION: preoperative chemotherapy combined with targeted therapy in RC patients with the wild type of the
KRAS gene has a pronounced damaging effect on the tumor, and an acceptable toxicity profile does not affect
intra- and postoperative period. The short-term outcomes have been found to be encouraging. The study is ongoing
to analyze the survival of patients.
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INTRODUCTION

Rectal cancer (RC) in Russia and the world occu-
pies a leading position in the structure of morbid-
ity and mortality from malignant neoplasms [1,2].
At the same time, over the past decade, there has
been a steady annual increase in the incidence of
RCin the country.
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Recently, preoperative radiation or chemoradio-
therapy (CRT) is the standard approach for locally
advanced RC [3,4], which reduces the incidence of
locoregional recurrences by 4.7-11% and increas-
es the disease-free survival of patients. However,
after completion of the treatment, 20-30% of the
disease progresses due to the development of he-
matogenous metastases. In addition, radiation
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therapy used at the preoperative stage is accom-
panied by the risk of radiation reactions and com-
plications that have a negative impact on anal and
genitourinary functions and significantly reduce
the quality of life of patients [5-8]. In this regard,
new methods of combined treatment of RC have
been actively developed in recent years, includ-
ing preoperative systemic antitumor drug therapy
without the use of radiation [3,4,9,10]. According
to the literature, preoperative chemotherapy as an
alternative to CRT is mainly used in patients with
tumor site in the upper and middle rectum. Based
on a number of studies, it has been shown [7, 11]
that as a result of the rejection of preoperative ra-
diation therapy, it was possible to reduce the toxic
effects of treatment and reduce the frequency of
postoperative complications. At the same time,
randomized trials of FOWARC [7] and PROSPECT
[12], devoted to evaluating the effectiveness of
FOLFOX preoperative chemotherapy, demonstrat-
ed long-term oncological results that were compa-
rable with standard CRT.

At the same time, targeted therapy was applied
in addition to chemotherapy at the preoperative
stage from the standpoint of intensifying preop-
erative antitumor drug treatment of RC, depend-
ing on the genetic profile of the tumor. It was
shown that when combined with chemotherapy
and antiVEGF therapy (bevacizumab), there was an
increase in the rate of the complete pathomorpho-
logical response of the tumor to 20-25% [13,14].
However, this treatment was characterized by
greater toxicity in the form of an increase in the
level of grade III-IV adverse events to 61%. In
patients with wild-type KRAS, NRAS, and BRAF
genes, antiEGFR therapy (cetuximab, panitumum-
ab) is used along with preoperative chemothera-
py. According to Japanese researchers [15], as a
result of chemo-targeted therapy using FOLFOX
and cetuximab, 5-year disease-free and overall
survival rates in patients with RC (stages cT3-4a
or N+) were 67.5% and 79.9%, respectively.

It should be noted that the completeness of pre-
operative chemo-targeted therapy, its immediate
effectiveness and toxicity, as well as the post-op
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morbidity rate, differ significantly and generally
significantly affect the survival of patients [16-
18]. Thus, despite a number of studies, there are
still questions about choosing the optimal pre-
operative treatment regimen, taking into account
safety criteria and providing maximum damaging
effects on the tumor in the framework of com-
bined therapy of patients with RC.

AIM

To evaluate of the immediate efficacy and toler-
ability of preoperative chemo-targeted therapy in
patients with RC.

PATIENTS AND METHODS

Since 2021, a pilot single-center prospective study
included 22 patients with cancer of the upper rec-
tum with the wild-type KRAS gene (wtKRAS).

The clinical and morphological characteristics of
RC patients are presented in Table 1. The patients
ranged in age from 42 to 76 years, the median was
60 (52—-68) years. There were slightly more women
in the study (59.1%) than men (40.9%). The gen-
eral condition of patients on the ECOG scale was
0-1 point.

The prevalence of the tumor process corresponded
to clinical stages II (9.1%) and III (90.9%).
Morphologically, adenocarcinoma with a predomi-
nance of low grade (77.3%) was confirmed in all
patients.

The diagnosis of RC was established on the basis of
video colonoscopy with biopsy and pathomorpho-
logical study, magnetic resonance imaging (MRI)
of the pelvic organs with contrast enhancement,
spiral chest and abdominal computed tomography
(SCT) with contrast, and identifying KRAS, NRAS,
and BRAF gene mutations.

The combined treatment included 6 courses of
preoperative chemo-targeting therapy according
to the mFOLFOX 6 + cetuximab regimen and radi-
cal surgery.

The clinical and radiological effect of preoperative
chemo-targeting therapy was assessed using the
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RECIST 1.1 scale. Adverse events of preoperative
treatment were studied according to the criteria
of NCI CTCAE (v.4.03). Therapeutic tumor patho-
morphosis as a result of chemo-targeting thera-
py is presented on Mandard, A.M.’s scale (1994).
An analysis of postoperative complications was
performed using Clavien-Dindo’s classification
(2004).

In the postoperative period, patients with T4 and/
or N + underwent adjuvant chemotherapy accord-
ing to the mFOLFOX 6 regimen (up to 6 months,
including the time of preoperative treatment).
Statistical Analysis

Statistical processing of the obtained results was
carried out using the STATISTICA v.10 program
(StatSoft Inc., USA). Qualitative data was de-
scribed using absolute and relative values (n (%)).
Quantitative data were presented in the form of
medians and quartiles (Me (Q1-Q3)).

RESULTS

Preoperative mFOLFOX6 + cetuximab treatment
was completed in the planned volume in 20
(90.9%) patients. Dose reduction of chemo- and
targeted drugs by 15% was performed in 2 (9.1%)
patients.

Adverse events of preoperative treatment were
noted in 12 (45.4%) patients (Table 2). The main
toxic reactions were grades I-II, which developed
in 9 (40.9%) patients, including skin rash — 7
(31.8%), neutropenia — 5 (22.7%) and peripheral
polyneuropathy — 2 (9.1%). Grade III adverse
events were reported in 3 (13.6%) patients: neu-
tropenia was present in 2 (9.1%) cases and skin
rash in 1 (4.5%) case. In order to correct toxic
reactions, symptomatic therapy was performed,
and the time of hospitalization of patients was
lengthened.

The direct clinical and radiological effect of pre-
operative chemo-targeted therapy was 77.3%, in-
cluding complete and partial tumor regression — 2
(9.1%) and 15 (68.2%), respectively. Stabilization
was noted in 5 (22.7%) cases, and there was no
progression of the tumor process.
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Table 1. Clinical and morphological characteristics of patients

RC patients

Parameters N =22
Age of patients, years 60 (52-68)
Gender 9 (40.9)
Male 13 (59.1)
Female
General condition of patients 15 (68.2)
ECOG 0 7 (31.8)
ECOG 1
Stage, TNM 1(4.5)
mrT3dNOMO 1 (4.5)
mrT4aNOMO 1(4.5)
mrT2N1MO 17 (77.3)
mrT3-4aN1M0 2(9.1)
mrT4bN1MO
The grade of tumor 17 (77.3)
differentiation 5(22.7)
Low grade
High grade

Table 2. Adverse events of preoperative chemotargeted therapy,
abs. n (%)

Parameters RC Patients
N =22
Total patients with complications 12 (45.5)
Neutropenia 7 (31.8)
Anemia 1(4.5)
Thrombocytopenia 1(4.5)
Nausea / vomiting 1(4.5)
Peripheral polyneuropathy 2(9.1)
Diarrhea 1(4.5)
Skin rash 8 (36.4)

After preoperative chemo-targeting therapy, a de-
crease in the clinical stages of T and N was noted
in 14 (63.6%) and 9 (40.9%) patients, respectively
(Table 3). Anincrease in the clinical stage of T oc-
curred in 1 (4.5%) patient.

Surgical treatment was performed in all patients
3—-4 weeks after the completion of preoperative
chemo-targeted therapy (Table 4). It should be
noted that 7 (31.8%) patients had discharge
colostomas before the start of combined treat-
ment due to the phenomena of stenosis. The
main stage of surgical treatment included ante-
rior rectal resection. In all 22 (100%) patients
the surgery was performed in radical volume, of
whom 3 (13.6%) patients had laparotomy and

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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Table 3. Clinical stage before and after preoperative chemotargeted therapy

After preoperative therapy
Before treatment
ycT0 ycT2 ycT3 ycT4a ycT4b ycN, ycN,
cT2 (n=1) 1
cT3 (n=6) 1 1 4
cT4a (n=13) 1 2 8 2
cT4b (n=2) 1 1
cNO (n=2) 2
cN1 (n = 20) 9 11
Total (n = 22) 2 3 13 3 1 11 11

19 (86.4%) patients had laparoscopic access. In
1 (4.5%) patient, combined surgery, including
uterine extirpation, was required due to tumor
invasion into the uterus. In order to protect the
colorectal anastomosis, preventive colostomy
was performed in 15 (68.2%) patients. The me-
dian time of surgery and the volume of intraop-
erative blood loss was 80 minutes and 165 ml,
respectively.

Complications in the postoperative period were
noted in 3 (13.6%) patients. They mostly cor-
responded to grade I (as per Clavien-Dindo) and
were represented by bladder atony and wound
infection in 1 (4.5%) case. Grade IIIa complica-
tion in the form of colorectal anastomosis failure
was recorded in 1 (4.5%) case and was stopped by
conservative measures. The median postoperative
hospital stay was 6 days.

Figure 1. Microphoto. Therapeutic pathomorphosis of tumor
TRG 1 according to Mandard. Fields of connective tissue of vary-
ing degrees of maturity with focal clusters of xanthomatous
cells. Tumor cells are not detected. Hematoxylin and eosin
staining. Magnification x100.

HenocpepcTteeHHble pe3ynbTaTsi npeaonepauMoHHoN
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The assessment of therapeutic tumor pathomor-
phosis after preoperative chemo-targeting thera-
py was performed in all 22 (100%) patients (Table
5). A complete pathomorphological response (pCR)
developed in 3 (13.6%) patients, and a good re-
sponse combining TRG 1 (Fig. 1) and TRG 2 (Fig. 2)
was confirmed in 7 (31.8%) patients.

DISCUSSION

When conducting combined treatment of locally
advanced RC, traditionally close attention is paid
to its safety and immediate effectiveness, which
significantly affect the course of the intra- and
postoperative period, as well as the survival of
patients.

Recently, there are several publications in the
world literature on preoperative chemo-targeting

5 P s S i
Figure 2. Microphoto. Therapeutic pathomorphosis of tumor
TRG 2 according to Mandard. Solitary tumors glands in massive
fibrous stroma. Hematoxylin and eosin staining. Magnifica-

tion x200.
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Table 4. Surgery outcomes

Parameters RC Patients
N=22
Surgery duration, min. 80 (54-122)
Volume of blood loss, ml 165 (50-305)
Postoperative hospital-stay, days 6 (4-9)
Surgery type 7 (31.8)
Discharge colostomy 22 (100)
Anterior rectal resection 15 (68.2)
Preventive colostomy
Surgical access 3(13.6)
Laparotomic 19 (86.4)
Laparoscopic
Surgery volume
Standard 21 (95.5)
Combined 1(4.5)
Surgery radicality
RO 22 (100)
R1 0
R2 0
Complications as per Clavien-Dindo’s 3(13.6)
classification 2(9.1)
Number of patients with complications 1(4.5)
I Grade
IITa Grade
Table 5. Pathologic tumor response, abs. n (%)
CR Patients
TRG N =22
1 Grade(TRG 1) 3(13.6)
2 Grade(TRG 2) 4 (18.2)
3 Grade(TRG 3) 5(22.7)
4 Grade(TRG 4) 10 (45.5)
5 Grade(TRG 5) 0

therapy in patients with RC with the wild type of
KRAS gene [15-18]. Chemotherapy is performed
using 5-fluorouracil in combination with oxalipla-
tin (mFOLFOX 6), of the targeted drugs cetuximab
or panitumumab are used (the mean number of
courses of preoperative chemo-targeted therapy
is 6). It should be noted that the completeness of
chemo-targeting therapy ranges from 87.5-88%
[16,18] to 96% [17], which is generally lower than
with the use of chemotherapy alone. At the same
time, chemo-targeting therapy is often accompa-
nied by an increase in the level of adverse events.
Thus, in Hasegawa, S.'s study [16], 6 courses of
mFOLFOX 6 + cetuximab showed an increase in
grade III toxicity, including neutropenia (55%),
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leukopenia (20%), loss of appetite (12.5%), and
skin rash (7.5%). According to C. Fernandez-Martos
[18],in the GEMCAD 1601 study, as a result of using
6 courses of mFOLFOX 6 + panitumumab, grade III-
IV toxicity reached 54%.

In this study, the completion of preoperative
chemo-targeted therapy was 90.9%, and 9.1% of
patients required a 15% reduction in doses of che-
mo- and targeted drugs. Adverse events of che-
mo-targeted therapywereconfirmed in 45.4% of
patients, while grade III toxicity did not exceed
13.6%, including neutropenia and skin rash —
9.1% and 4.5%, respectively. Our results indicate
an acceptable toxicity profile, satisfactory toler-
ability and safety of the combination of mFOLFOX
6 + cetuximab used in patients with stage II-III
RC at the preoperative stage. In most cases, the
adverse events corresponded to grade I-II (31.9%),
were short-term and unstable, and were resolved
by drug symptomatic therapy.

According to the literature [15-18], the clinical
and radiological effect of preoperative chemo-
targeted therapy varies from 50% to 88%, while
complete tumor regression is 0—2%, and partial re-
gression reaches 82.5-86%. In this study, the ob-
jective tumor response was at the level of 77.3%,
including complete regression in 9.1% of patients
and partial regression in 68.2% of patients, which
is generally consistent with global indicators.

As a result of the pronounced clinical and radio-
logical response of the tumor to preoperative che-
mo-targeting therapy, the rate of radical surgery
in patients with locally advanced RC increases to
100%, which is confirmed by our and literature
data [15-18]. However, the analysis of the course
of the postoperative period revealed some differ-
ences. For example, in a study by Hasegawa, S. [16]
postoperative complications mainly corresponded
to grade II and grade IIla — 20% and 10%, re-
spectively, while anastomosis failure was noted in
10% of patients (in some cases, repeated surgery
was required — grade IIIb). According to Toritani
K. [17], postoperative complications were present-
ed as follows: grade I — 14%, grade II and IIIa —
22% each, and grade IIIb — 2%, anastomosis

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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failure was established in 6% of patients (in all
cases, grade IIIa was conservatively resolved).

In the GEMCAD 1601 study [18], grade III-IV
postoperative complications accounted for 19%,
of which grade IIIb was 2.9%. According to our
study, postoperative complications developed in
13.6% of patients, including grade I and IIIa —
9.1% and 4.5%, respectively; at the same time, the
failure of the anastomosis did not exceed 4.5%.
The differences we obtained in the level and se-
verity of postoperative complications compared
to the presented studies [16,17] may partly be
due to the large volume and traumatic nature of
surgeries performed in them, such as abdomino-
perineal resection (10-20%), combined resections
(10-14%) and pelvic exenteration (2%).

The rate of complete pathomorphological tumor
responses is a surrogate indicator of the effec-
tiveness of preoperative treatment. According to
various authors [15-18], in patients with locally
advanced RC treated with mFOLFOX 6 chemother-
apy in combination with targeted therapy with
cetuximab or panitumumab, the complete patho-
morphological response ranged from 8% to 32.3%,
and a good response (Mandard, TRG 1-2) reached
52.9%. In this study, when evaluating therapeutic
pathomorphosis, similar results were obtained: a
complete pathomorphological response of the tu-
mor was recorded in 13.6% of patients, and a good
response (Mandard, TRG 1-2) was noted in 31.8%
of patients.

Thus, the strategy of combined RC therapy is cur-
rently developing along the path of intensifica-
tion of antitumor drug treatment at the preop-
erative stage with the abandonment of radiation
therapy and is used mainly for lesions of the up-
per and middle rectum and unfavorable prognos-
tic factors such as the prevalence of the cT3-4
or N + tumor process, involvement of the circu-
lar resection border (CRM + ) and the presence
of extramural vascular invasion (EMVI + ). This
is most often realized in the form of an increase
in the number of courses of preoperative chemo-
therapy using two- or three-component regimens,
as well as a combination of chemo- and targeted
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therapy, depending on the genetic profile of the
tumor. Based on generalized data [15-18] and our
own experience, it has been shown that the use of
preoperative chemo-targeting therapy mFOLFOX
6 + cetuximab is effective and safe, and provides
satisfactory long-term results in terms of 3- and
5-year patient survival [15,17].

CONCLUSION

The combination of preoperative chemo-and tar-
geted therapy is a promising direction in the treat-
ment of locally advanced RC. Conducting chemo-
targeted therapy with mFOLFOX6 + cetuximab as
part of combined treatment in patients with the
wild type of KRAS gene has a significant damaging
effect on the tumor, which is confirmed by clini-
cal, radiological and pathomorphological research
methods. At the same time, preoperative chemo-
targeting therapy according to this regimen is
characterized by high completeness of treatment.
The rate and severity of the adverse events as a
result of chemo-targeted therapy are regarded as
satisfactory and do not affect the course of the
intra- and postoperative period. The early results
of the use of preoperative chemo-targeting thera-
py in stage II-III RCare considered promising ac-
cording to the criteria of efficacy and tolerability.
The study continues to analyze the 2-year disease-
free and overall survival of patients.
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Editorial’s comment to the article
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“Immediate Results of Preoperative Chemo-targeting
Therapy in Patients with Rectal Cancer”
by the authors: Aleksey Yu. Dobrodeev, Anna S. Tarasova,
Sergey G. Afanasyev, Dmitry N. Kostromitsky,
Anastasia A. Ponomareva, Natalia N. Babyshkina,
Tatyana A. Dronova, Irina V. Larionovaq,
Natalia V. Yunusova

The standard of treatment for locally advanced
cancer of the low and middle rectum is cur-
rently neoadjuvant chemoradiotherapy (CRT)
or total neoadjuvant therapy (TNT). Systemic
chemotherapy is used as a preoperative treat-
ment for locally advanced upper cancer [1].
However, the role and significance of tar-
geted therapy in the preoperative treatment
of localized colorectal cancer have not been
specified. There are publications in foreign lit-
erature evaluating the effectiveness of non-
adjuvant CRT with the addition of chemo-tar-
geting therapy in comparison with standard
preoperative CRT and TNT for patients with lo-
cally advanced rectal cancer of the low rectum.
These studies have demonstrated the effective-
ness of this approach, which consists in a higher
frequency of complete tumor responses, a higher
frequency of sphincter-sparing resections, and
an increase in overall survival [2-4]. At the same
time, the results of chemo-targeting therapyin the
treatment of patients with locally advanced can-
cer of the upper rectum, where this approach can
potentially improve treatment outcomes, are not
presented in the domestic and foreign literature.
From this point of view, the article by Dobrodeev
AY. et al., is of some scientific interest. In a
sample of 22 patients with adenocarcinoma of
the upper rectum, the authors demonstrated the
safety of using 6 courses of neoadjuvant therapy
with the addition of cetuximab. More than 90%
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of patients completed neoadjuvant treatment,
while 77% showed tumor shrinkage to one degree
or another, and 13% showed complete pathomor-
phological regression. The results obtained dem-
onstrate the safety of this approach, and despite
the presence of 10% of patients who were unable
to complete neoadjuvant therapy, this did not af-
fect the timing and quality of surgical treatment.
Despite the relative safety of chemo-targeted
therapy, we would like to warn the authors and
other researchers against overestimating the in-
dications for this type of treatment. In the vast
majority of patients with tumor localization in
the upper rectum, radical surgery can be per-
formed without prior treatment, and the admin-
istration of neoadjuvant chemotherapy with tar-
geted drugs can be accompanied by serious toxic
reactions of grade 3 or higher, which can lead to
a delay in surgical treatment. Thus, among the 22
patients included in the study, only in one case
the tumor had stage T4b, all patients had no more
than 3 affected regional lymph nodes, there is no
information about the status of the lateral edge of
resection and extramural venous invasion, which
not only raises the question of the validity of pre-
scribing preoperative chemo-targeted therapy,
but also casts doubt on the conclusions about the
effectiveness of such approach used in patients
with locally advanced forms of rectal cancer.
Given the results obtained, one cannot disagree
with the authors about the expediency of the
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chosen strategy and the need for such stud-
ies. However, the editorial board recommends
limiting the inclusion of only patients with lo-
cally advanced colorectal cancer in future stud-
ies. Conducting randomized trials with strict
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AIM: to evaluate the efficacy and safety of Upadacitinib (UPA) — an oral selective janus-kinase 1 (JAK1) inhibitor
in real clinical practice for the treatment of ulcerative colitis.
PATIENTS AND METHODS: in 2021-2023, as part of a multicenter, prospective, open, uncontrolled study, forty-
six patients with mild-to-moderate ulcerative colitis (UC) were included (male: female ratio = 16:30, mean age
34 + 3.1 years). Extraintestimal manifestation (EIM) initially was diagnosed in 7 patients (jonts and skin).
Indications for UPA administration were: resistance to corticosteroids, ineffectiveness of basic and previously bio-
logics treatment. The effectiveness was evaluated using the Mayo score, the Schroeder endoscopic index, as well as
dynamic of hemoglobin, CRP and ESR. UPA was prescribed in accordance with the instructions for use: 45 mg for
induction and 15/30 mg for maintenance therapy. The evaluation criteria were: the frequency of early primary clini-
cal response within 1 week, the rate of clinical response/remission and endoscopic response/remission, the changes
of EIM and the rate of adverse events (AE) in 8 weeks of induction and in 48 weeks of maintenance treatment.
RESULTS: all patients completed the induction course of UPA for 8 weeks. Early clinical response within 1 week with
reduction of stool movements to 3 or less per day, absence of blood in stool was achieved in 25 (54.3%) patients.
Clinical remission developed in 34 (73.9%) and clinical response in 3 (6.5%) of patients at the end of induction.
Normal CRP and ESR levels and endoscopic remission was detected in 24 (52.2%) of patients in 8 weeks. The sever-
ity of EIM at the end of induction decreased in 4/7 (57.1%). One case of herpes zoster was registered as serious
AE with drug withdrawal within the induction. The results of UPA maintenance therapy at week 48 were assessed in
16 patients. Clinical remission was maintained in 14/16 (87.5%) patients, with 11/16 (68.7%) of them receiving
UPA at a maintenance dose of 30 mg per day, and 3/16 (31.3%) patients receiving 15 mg per day. In 2/16 cases
(12.5%), clinical activity was maintained. Endoscopic remission developed in 10/16 (62.5%) patients, which was
expressed in a decrease in the endoscopic Schroeder index decreases to < 1 points, with 8 patients receiving a main-
tenance dose of 30 mg per day, and 2 patients receiving 15 mg per day. In the remaining patients, 4/16 (25%) (3 —
UPA 30 mg, 1 — UPA 15 mg) cases had mild inflammation, and 2/16 (12.5%) (UPA 15 mg) had moderate activity.
CONCLUSIONS: in real practice, UPA allows to achieve an early clinical response, clinical and endoscopic remission
after induction with good tolerability and safety in UC patients who refractory to corticosteroids and biologics.
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INTRODUCTION mandatory (95%) involvement in the pathologi-

cal process of the rectum [1,2]. Despite a signifi-
Ulcerative colitis (UC) is a chronic inflammatory cant arsenal of drugs, the treatment of patients
disease characterized by diffuse immune inflam- is not always successful. Achievement of short-
mation of the large intestine mucosa and almost and long-term control of disease activity remains
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a difficult task, which reduces the quality of life
of patients [2,3,4]. Basic therapy (aminosalicy-
lates, steroids, immunosuppressants), as well as
therapy with genetically engineered biologi-
cal drugs (GEBD), are ineffective in about 2/3 of
cases for inducing and maintaining UC remission
during the first year of treatment [5,6,7,8], which
determines the need for new therapeutic op-
tions. The therapeutic range of drugs used for the
treatment of UC, in addition to basic drugs and
GEBD, has recently included a class of janus-ki-
nase (JAK) inhibitors that block the transmission
of pathological signals at the intracellular level
[9]. Upadacitinib (UPA) is an oral low-molecular-
weight drug that selectively inhibits JAK1, has a
rapid effect, a short half-life, and a lack of im-
munogenicity [10], which distinguishes it from
monoclonal GEBD. The drug is approved for pa-
tients with moderate to severe forms of UC and
Crohn’s disease, with ineffectiveness or intoler-
ance to basic drugs and GEBD [11].

To evaluate the efficacy and safety of UPA in UC,
two key registration studies U-ACHIEVE (UC1)
and U-ACCOMPLISH (UC2) of an 8-week induction
course at a dose of 45 mg/day and a further study
U-ACHIEVE (UC3) were conducted to evaluate the
maintenance therapy of UPA at doses of 30 and 15
mg per day for 52 weeks [11].

These studies demonstrated a rapid clinical re-
sponse and the possibility of achieving clinical
and endoscopic remission already during the in-
duction course, as well as during maintenance
therapy. However, it is important to remember
that real patients differ significantly from the
cohort of patients selected for randomized trials
according to strict inclusion/exclusion criteria.
Therefore, it is very important to evaluate the
effectiveness of drugs (in this case, UPA) in real
clinical practice, including to obtain more com-
plete data on the criteria for selecting patients
and specifying the profile of patients for the
treatment with UPA.

OnbiT NPUMEHeHUs YNapaLuMTMHUGA B TEPANMM S3BEHHOTO KONMTA
B YCNOBMSIX PeanbHOM KINMHU4YECKOM NPaKT1KK (06beanHeHHble AaHHbIe)

AIM

To evaluate the efficacy and safety of an oral se-
lective inhibitor of janus-kinase 1 (JAK 1) in real
clinical practice in the treatment of UC.

PATIENTS AND METHODS

Characteristics of the study: multicenter, prospec-
tive, open, uncontrolled study. Patients” charac-
teristics: the studied group included 46 patients
with active UC who received UPA therapy from
June 2021 to June 2023 in the 3 research cen-
ters: National Medical Research Center named af-
ter A.N. Ryzhykh of the Health Ministry of Russia,
Moscow Regional Scientific Research Clinical
Institute named after M.F. Vladimirsky, Moscow
Clinical Research Center named after A.S. Loginov
of Moscow Health Department.

Demographic, clinical, laboratory, and endoscopic
data were evaluated. The following characteristics
were analyzed: the severity, extent, and nature of
the course of UC, endoscopic activity, the pres-
ence of complications, and the presence and type
of extra-intestinal manifestations. The previous
treatment (therapy with 5-ASA drugs, immunosup-
pressants, steroids, GEBD) was also analyzed. UPA
was prescribed according to the standard regimen:
forinduction, 45 mg per day for 8 weeks, followed
by a reduction in the dose to maintenance (30 or
15 mg per day, depending on the nature of the dis-
ease course) [1]. The following criteria were used
to evaluate the effectiveness of the therapy: early
clinical response (reduction or disappearance
of clinical symptoms after the first week of the
treatment); clinical response, clinical remission,
dynamics of laboratory parameters (hemoglobin,
ESR, CRP), dynamics of the endoscopic picture (re-
sponse/remission), dynamics of EIM. The response
to the treatment was assessed as a decrease in the
number of points on Mayo’s scale by at least 30%.
The lack of clinical improvement, discontinuation
of UPA therapy, and surgical treatment were de-
fined as ineffective therapy.

Experience with upadacitinib using in treatment of ulcerative
colitis in real clinical practice (pooled data)
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Statistical Analysis

The statistical analysis was performed using the
StatTech v. 4.0.4 software (Stattech LLC, Russia).
Quantitative indicators were evaluated for compli-
ance with the normal distribution using Shapiro-
Wilk's test. Quantitative indicators with a normal
distribution were described using arithmetic av-
erages (M) and standard deviations (SD). In the
absence of a normal distribution, quantitative
data were described using the median (Me); low-
er and upper quartiles (Q1; Q3). Categorical data
were described with absolute values and percent-
ages. When comparing three or more dependent
totalities, nonparametric Friedman’s criterion was
used with posteriori comparisons using Conover-
Iman’stest with Holm’s correction for quantitative
quantities. Categorical features were compared by
Pearson’s c2. The differences were considered sta-
tistically significant at p < 0.05. To visualize the
changes in quantitative indicators in dynamics, an
illustration was carried out using scale diagrams.

RESULTS

Forty-six patients received UPA therapy, of whom
30 (65.2%) were women, the average age of the
patients was 34 + 3.1 years. Most patients in-
cluded in the study (87.0%) had a continuous
course of UC, a widespread (89.1%) inflammatory
process, and clinical activity (severity) of the dis-
ease according to partial Mayo index of = 6 points
(54.3%), while the remaining 45.7% had Mayo’s in-
dex of 5 or less points. 82.6% of patients had high
Schroeder’s endoscopic activity at the time of
initiation of the therapy, while 17.4% had moder-
ate and minimal activity. Also, 7 (15.2%) patients
were diagnosed with EIM: 5 (10.9%) patients had
spondyloarthritis with lesions of the spine and/
or peripheral joints, and 2 (4.3%) patients had le-
sions of the skin and mucous layers (Table 1).

Table 2 shows the agents used to treat UC before
patients were included in the study. Prior to the
start of the study, most patients received 5-ASA
drugs, immunosuppressants, and steroids. Steroid
dependence was noted in 45.7% of patients, and
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Table 1. Clinical characteristics of patients before inclusion in
the study

. All patients,
Indicators N = 46

Gender

Male 16 (34.8)

Female 30 (65.2)
Age, years 34+3.1
Nature of the disease course

Acute 1(2.2)

Chronic relapsing 5(10.9)

Chronic continuous 40 (87.0)
Extent of the lesion

Left-sided 5(10.9)

Total 41 (89.1)
Endoscopic activity before the start of the
therapy (as per Schroeder)

Pronounced 38 (82.6)

Moderate 4 (8.7)

Minimal 4(8.7)
Impurity of blood in stool before starting 33(71.7)
the therapy
Mayo’s Index before starting the therapy 7.3+2.1
Extra-intestinal manifestations 7 (15.2)
Musculoskeletal manifestations 5 (10.9)
Skin and mucous layer lesion 2 (4.3)

resistance to steroid therapy in 19.6%. More than
half of the patients, namely 30 (65.2%) patients,
had previously received various GEBD, of whom
21 patients took two or three drugs. Vedolizumab
and infliximab were used most frequently by 16
(34.8%) patients and 14 (30.4%) patients, respec-
tively. The main reason for drug withdrawal was
the loss of therapeutic effect, less often — ad-
verse events. In addition, some patients stopped
taking medications for administrative reasons.
Thus, the studied group is represented by patients
with moderate to severe UC, with a widespread
inflammatory process, high endoscopic activity,
with the presence of steroid dependence / steroid
resistance, as well as the ineffectiveness of pre-
vious therapy, including GEBD. All patients were
prescribed UPA at an induction dosage of 45 mg/
day.

Early response to the therapy was assessed after
one week. As part of the assessment of the early
response, clinical manifestations such as stool
frequency and the presence of blood in stools
were indicated. The blood in stools disappeared in
25 (54.3%) patients during the first 7 days of the

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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Table 2. Characteristics of treatment before inclusion in the study

Drugs Numbe;o(t/f)a tients, Reason for drug withdrawal
5-ACK 5-ASA 45 (97.8%)
Immunosuppressants 25 (54.3%) Inefficiency/AE
Steroids
Steroid dependence 21 (45.7%)
Steroid resistance 9 (19.6%)
GEBD
Infliximab 14 (30.4%) Primary non-response/loss of response
Adalimumab 10 (21.7%) Primary non-response/loss of response
Golimumab 4 (8.7%) Primary non-response/loss of response
Vedolizumab 16 (34.8%) Primary non-response/loss of response
Ustekinumab 4 (8.7%) Primary non-response/loss of response
Tofacitinib 8 (17.4%) Primary non-response/loss of response

Bio-naive patient

16 (34.8%)

Induction by systemic GC at the time of
initiation of UPA therapy

25 (54.3%)

Table 3. Assessment of early clinical response: dynamics of blood in stool

Indicators Stages of observation
Before starting the therapy Day 3 Day 7 P
Blood impurities in stool 33 (71.7) 21 (45.7) 8 (17.4) <0.001

therapy, and the stool frequency decreased from
6 (4; 10) to 3 (3; 4) times a day (p < 0.001 in both
cases) (Fig. 1, Table 3).

As part of monitoring the effectiveness of the in-
duction therapy with UPA, laboratory data were
evaluated on week 8 of the treatment. An analy-
sis of changes in hemoglobin levels in dynamics
showed that its median at the time of initiation of
the therapy in the patients was 106 (100; 123) g/,
which corresponds to mild anemia. During 7 days
of the treatment, a positive trend was noted, and
the indicator was 114 (101; 128) g/l. By the end of

20,0 -
15.0

10,0

Defecation frequency/day

5,0

0.0

Before starting the therapy

Day 3

Figure 1. Stool frequency
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the induction course, there was a significant in-
crease to 130 (123; 145) g/l and its normalization
compared to the baseline level (p 0.001) (Fig. 2).

As for markers of inflammation with controlled
ESR and CRP, the median of these indicators at the
time of the treatment initiation exceeded normal
values (38.5 (26; 51) mm/h and 21.5 (10; 70) mg/L,
respectively). It is noteworthy that a statistically
significant (p 0.001) decrease in these indicators
was noted already on day 3 of the therapy. Thus,
the ESR decreased to 19.5 (10; 37) mm/h and a
further decrease was noted, reaching a value of 12
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Figure 2. Hemoglobin during the treatment
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(7; 18) mm/h by the end of the induction course
(Fig. 3).

The CRP was 5 (1; 13) mg/L on day 3, 11.5 (5; 15)
mg/L on day 7, and in 8 weeks after the start of the
therapy, it had a normal mean value of 3.6 (1; 4)
mg/L (p < 0.001 compared with the initial level).
Evaluation of these laboratory values allows us to
conclude a decrease in the activity of the inflam-
matory process and normalization of laboratory
parameters (Fig. 4).

All 46 patients completed the induction course.
Clinical remission was noted in 34 (73.9%) cas-
es on week 8 of the therapy, 3 (6.5%) patients
achieved a clinical response, and 9 (19.6%) did not
show positive clinical changes. It is worth noting
that by the end of the induction course, all the
patients had undergone an endoscopy to assess
the degree of healing of the large intestine mu-
cosa. Most patients with clinical remission had
endoscopic remission on week 8 of the therapy
(24 (52.2%) patients), and 13 (28.3%) patients

» et
N P 0033

,

Befare starting On day 3 On day 7 On week 4 On week &
the therapy
Figure 3. ESR during the treatment
1500
— .,
: /9:7' progut N
s 4 \
100.0 PN i) i
- ,-’p‘ﬁ/.coz'. T N
“? / \ - \ ~._\
B 1Y * I\.. : N
5 N+ Y, peoonl
sno \ - \ p-faed
e . WS
! Ly o\
Fd \"-_"\_I
om Il|-55I - .
o 5.00) 4.30 RN ]

Belore siariing On week 4 On week §

the therapy

On day 3 On day T

Figure 4. Box plot illustrating the dynamics of CRP during the
treatment
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Table 4. Clinical and endoscopic evaluation of therapy effec-

tiveness after 8 weeks

Indicators All patients, N = 46
Clinical activity 34 (73.9)
Clinical remission 3(6.5)
Clinical response 9 (19.6)
No response
Endoscopic activity (as per 24 (52.2)
Schroeder) 13 (28.3)
Endoscopic remission 4 (8.7)
Minimal activity 5(10.9)
Moderate activity
Pronounced activity

had minimal endoscopic activity. Primary ineffi-
ciency was found in 9 (19.6%) cases, in 4 (8.7%)
cases with moderate activity, and in 5 (10.9%)
cases with pronounced activity of the inflamma-
tory process, which caused the discontinuation of
the therapy (Table 4).

The clinical and endoscopic efficacy of the main-
tenance therapy was evaluated after 48 weeks in
16 patients, 11 of whom received a maintenance
dose of 30 mg per day, and 5 patients received 15
mg per day. Endoscopic remission was noted in 10
(62.5%) of the 16 patients, while 8 patients re-
ceived a maintenance dose of 30 mg per day and
2 patients received 15 mg per day. Of the remain-
ing patients, in 4 (3 — UPA 30 mg, 1 — UPA 15
mg) cases, minimal inflammatory activity was
noted, in 2 (UPA 15 mg) cases — moderate activ-
ity (Table 5).

On week 8 from the start of the therapy, a decrease
in the severity of EIM was noted in 4 out of 7 pa-
tients. Itis important to note that, in general, the
patients tolerated the drug well. The reason for
drug withdrawal as part of the induction course
was an AE of herpes zoster infection in 1 (2.2%)
patient.

DISCUSSION

This study has shown the high effectiveness of
UPA in the treatment of patients with steroid
dependence/steroid resistance, inefficiency or
intolerance by various groups of GEBD. In most
patients, a clinical response was achieved with a
decrease in stool frequency to 3 or less per day

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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Table 5. Clinical and endoscopic evaluation of therapy effectiveness after 48 weeks of treatment

Indicators

All patients, (N = 16)

UPA therapy,
30 mg/day, (N=11)

UPA therapy,
15 mg/day, (N = 5)

Clinical activity

Clinical remission 14 (87.5) 11 (100) 3(60.0)

No response 2 (12.5) 0 2 (40.0)
Endoscopic activity (as per Schroeder)

Endoscopic remission 10 (62.5) 8(72.7) 2 (40.0)

Minimal activity 4 (25.0) 3(27.3) 1(20.0)

Moderate activity 2 (12.5) 0 2 (40.0)

and the disappearance of blood in stools during
the first week of the therapy. The speed of achiev-
ing a clinical and laboratory response in our study
correlates with the literature data [12,13,14],
where there was a significant improvement in the
clinical manifestations of UC on therapy compared
with placebo as early as day 3 of taking the drug.
Monitoring of laboratory data showed a statisti-
cally significant decrease in indicators already at
the early stages of the therapy and the mainte-
nance of reliably low levels of inflammatory mark-
ers throughout the induction course, which is
comparable with the data from published studies.
Thus, the analysis of our data showed that the ini-
tial ESR level was 38.5 (26; 51) mm / h, and by the
end of the induction course 12 (7; 18) mm / h, and
CRP — 21.5 (10; 70) mg / L (more than 4 norms),
after 2 months — 3.6 (1;4) mg / L. Positive chang-
es with the achievement of clinical remission was
noted in the vast majority of patients (73.9%) at
the end of the induction course. It is worth not-
ing that 9 patients showed ineffectiveness of
the therapy while maintaining clinical symptoms,
which required a change in treatment tactics and
switching to another type of GEBD. By the end
of the induction course, half of the patients had
achieved endoscopic remission. When evaluating
the effectiveness of the maintenance therapy for
48 weeks, endoscopic remission was noted in 10
out of 16 patients who underwent endoscopic
monitoring. At the same time, a dose-dependent
effect developed; in particular, the retaining of
endoscopic remission was observed mainly in pa-
tients receiving a high maintenance dose of UPA
30 mg and only in 2 patients on a dosage of UPA
15 mg. This corresponds to the results obtained
in the studies on identifying the effectiveness of

OnbiT NPUMEHeHUs YNapaLuMTMHUGA B TEPANMM S3BEHHOTO KONMTA
B YCNOBMSIX PeanbHOM KINMHU4YECKOM NPaKT1KK (06beanHeHHble AaHHbIe)

the induction and maintenance therapy with UPA
(U-ACCIEVE and U-ACCOMPLISH) [15]. Thus, the
results of the U-ACHIEVE study showed a higher
incidence of clinical remission on week 52 in pa-
tients receiving UPA at a dose of 30 mg than UPA
at a dose of 15 mg (52% and 42%, respectively).
In all patients with preserved inflammatory ac-
tivity who received a dose of UPA 15 mg, further
therapy was continued with an increase in the
dose of the drug to 30 mg per day with further
monitoring. In patients with active inflamma-
tion, according to a control examination on the
therapy with 30 mg of UPA, its ineffectiveness
was established and indications for a change of
therapy were given.

The analysis data of EIM in our study show that
the most common manifestation at the initial
level was joint manifestations, a decrease in
the severity of which was noted as part of the
induction course against the background of
UPA 45 mg. There was no worsening of the EIM
symptoms during the entire follow-up period.
Analyzing the results based on the frequency
and nature of AE, it is worth noting that the
safety profile in our study was satisfactory. In
various clinical studies [15,16,17] evaluating
the effectiveness of UPA, a safety profile is sys-
tematically demonstrated according to various
criteria. The most frequently reported AE de-
scribed in the literature include herpes zoster
infections, which is confirmed by data from an
online meta-analysis [18], which showed that, in
general, janus-kinase and UPA inhibitors, in par-
ticular, at a dose of 45 mg per day, increase the
risk of herpes zoster. So, the vaccination against
herpes zoster should be recommended as a pre-
ventive measure.

Experience with upadacitinib using in treatment of ulcerative
colitis in real clinical practice (pooled data)
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CONCLUSION

UPA is a selective type 1 janus-kinase inhibitor
for oral administration, currently approved for
the treatment of a number of immune-mediated
inflammatory diseases, including rheumatoid ar-
thritis, psoriatic arthritis, ankylosing spondylitis,
atopic dermatitis, UC and CD. The presented data
from real clinical practice demonstrate the effec-
tiveness of the drug for the induction and main-
tenance of remission in patients with moderate
to severe forms of UC, with the ineffectiveness
of basic therapy and GEBD therapy. The treat-
ment is characterized by a rapid onset of clinical
response and good tolerability. Further studies of
actual practice are needed to assess the survival
of therapy with the inclusion of a larger number of
patients and a longer follow-up period.
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AIM: to evaluate the effectiveness of endiscopic vac therapy in patients with rectal injuries.
PATIENTS AND METHODS: the retrospective study included 33 patients with rectal injuries treated with endoscopic
vacuum therapy (EVT).
RESULTS: in 26/33 (78.8%) patients, treatment using EVT was successful and complete healing of intestinal
wall defects developed. There was no sufficient deformation of the intestine or its severe narrowing in any case.
In 2 (6.1%) cases it was possible to almost completely close the defect of the intestinal wall, but at the same time
an internal fistula with abscess developed. The cavity was drained under ultrasound control. In 5 (15.2%) patients,
the treatment failed. Three (9.1%) patients died, despite the good healing of defects in the rectal wall against
the background of vacuum aspiration therapy.
CONCLUSION: the proper use of EVT can reduce the risk of wound infection and clean a highly infected area. As well
it helps to reduce the rate of severe complications and minimizes the surgical procedure. The use of vacuum therapy
in the early stages of surgical care can improve the results.
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INTRODUCTION

According to modern data, rectal injuries ac-
count for about 1-5% in peacetime [1] and
5-12% in military conflicts [2]. Even in peace-
time, such injuries are accompanied by compli-
cationsin 3.6-27.7% of cases, mortality reaches
38.4%, and in case of combined injury — 50%
[3], which requires further improvement of di-
agnostics and therapeutic tactics for this type
of injury. According to the BMMCH's data (2023)
the most common mechanism of occurrence of
these wounds are gunshot and shrapnel wounds
(71-85%), blunt trauma (5-10%), while the
explosive mechanism of injuries accounts for
about 23% of rectal wounds. Isolatedinjury

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

Revised — 03.03.2025

Accepted for publication — 29.04.2025

of the rectum due to adjacent pelvic organs
and blood vessels is rare. Despite significant
progress in surgery, mortality rates remain at
3-10%, and associated complications account
for 18-21%.

Forthe first time, the concept of wound drainage
using negative pressure was proposed by Redon
H. [4] in 1954. Due to the armed conflict in the
Republic of Afghanistan, Soviet doctors widely
used negative pressure wound treatment. For
example, military surgeon Bagautdinov N. in
Kazan began using devices to create negative
pressure along with an absorbent bandage in
the treatment of infected wounds in 1985. Over
time, vacuum therapy has been recommended
for the treatment of open fractures and gunshot
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wounds. Since the introduction of vacuum aspi-
ration therapy into clinical practice, the equip-
ment and consumables have been improved, and
the indications and scope of its application
have been constantly expanding. The combina-
tion of vacuum therapy with instillation of so-
lutions was first described by Fleischmann W. et
al in 1998 [5]. Using this technique, Wolvos T.
et al. (2004) obtained good results of vacuum
instillation therapy using anesthetic and an-
tiseptic solutions. After instillation, according
to the authors, no pathological growth of mi-
croorganisms was found, and the pain syndrome
decreased significantly [6]. At the same time, a
number of authors point to the risk of ischemia
in certain areas of the intestine located close to
the source of negative pressure, which in 5-20%
of cases can lead to the development of perfora-
tion of the intestinal wall [7,8].

Initially, endoscopic VAT was used in the treat-
ment of perirectal abscesses with the failure of
rectal anastomoses.

The first report on the successful use of a vacu-
um aspiration system installed transanally was
published by Meyer, G. et alin 2002 [9] and stud-
ied more deeply by Weidenhagen R. et al in 2008
[10]. There are few publications on the clinical
use of VAT, and they analyze a small number of
clinical observations. Due to its implementa-
tion, the use of transrectal local vacuum thera-
py techniques has reached a new stage of clini-
cal application.

PATIENTS AND METHODS

The diagnosis of rectal injuries is based on the
victim’s complaints, clarification of the circum-
stances of the injury, clinical examination and
the use of instrumental methods. Digital rectal
examination in 80-95% of cases makes it possi-
ble to suspect its injury [11]. The effectiveness
of the examination is enhanced if the examina-
tion is performed using rectal mirrors under se-
dation. An X-ray scan of the abdominal cavity
allows you to detect the presence of free gas,

SHAocKoNMYeckas BaKyyMHQas TEPANMs MPU PAHEHMUSIX NPSMOM KMLLKM

trace the flight path of the injuring agent, de-
tect foreign bodies and injuries of bone struc-
tures. If it is impossible to trace the course of
the wound canal, vulnerography or contrast
proctography is performed. Computed tomogra-
phy of the pelvis with water-soluble contrast al-
lows you to detect the perforation of the rectal
wall by contrast agent leaks into the surround-
ing fatty tissue or into the abdominal cavity,
as well as injuries of neighboring organs and
bones of the pelvis. The most accurate informa-
tion about intestinal lesion can be obtained by
visual control by proctoscopy or colonoscopy.
However, the effectiveness of these studies
depends on the quality of intestinal cleansing,
which is difficult at the early stages of the pa-
tient’s checkup [11-16].

In case of injury of the intraperitoneal rectum,
surgical tactics depend on the nature of the in-
jury. Suturing of wall defects is performed only
in the presence of a small lesion (up to 2 cm)
for a period of no more than 3 hours from the
moment of trauma in the absence of signs of
peritonitis. A prerequisite for the completion of
the surgery is the formation of a dischargeloop
colostomy and drainage of the abdominal cav-
ity. In case of multiple injuries of the rectum or
extensive defects in its wall, Hartmann'’s proce-
dure is the method of choice [11,16].

The treatment strategy for patients with com-
plete defects of the extraperitoneal (pelvic)
rectum has several aims: sanitation of the rec-
tal cavity and drainage of the perirectaltissues,
diverting colostomy, closure of the rectal wall
defect, prevention and treatment of purulent-
septic complications. However, even early clo-
sure of rectal wall defects does not reliably
restore its integrity due to pronounced inflam-
matory infiltration of the tissue, its contamina-
tion and the presence of virulent microflora. In
this regard, treatment methods are used aimed
at self-healing wounds of the intestinal wall
and active sanitation of purulent cavities of the
perirectal fiber. One of them is the method of
vacuum aspiration therapy (VAT).

Endoscopic vacuum therapy for rectal injuries
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This method involves the use of a polypropylene
sponge of various porosity, which, under condi-
tions of negative pressure, effectively removes
wound exudation, cleanses the wound, elimi-
nates tissue swelling and promotes blood flow.
Improving microcirculation in the injury area
creates conditions for the formation of granu-
lation tissue and wound healing. Since the in-
troduction of this method into clinical practice,
the indications and scope of vacuum therapy
have been constantly expanding.

The technique of vacuum aspiration therapy in
the treatment of rectal injuries has been suc-
cessfully used since 2017 [17].

At the first stage of the treatment, issues of
surgical approach for combined injuries, the
scope and sequence of instrumental diagnos-
tic methods were addressed, indications and
contraindications for the use of vacuum aspi-
ration therapy were discussed. When perform-
ing a proctoscopy, the following were deter-
mined: the number, size and site of intestinal
wall defects, the presence of foreign bodies,
bleeding vessels, etc. Computed tomography
and ultrasound of soft tissues assessed the
condition of the perirectal tissue, the size of
the cavities of the occlusions and the wound
canal.

We used the following VAT technique. The proce-
dure was performed in an operating theatre un-
der anesthesia. A polymer reinforced splinting
tube with a diameter of 20 mm was installed on
the endoscope (Fig. 1). The device was inserted
into the rectum beyond the defect zone (in the
presence of two defects, beyond the proximal
lesion zone). Then the splinting tube was low-
ered through the endoscope to the desired level
so that its distal end was above the level of the
wound in the intestinal wall. After that, the en-
doscope was removed. The VAT system prepared
for each specific case consisted of a formed
polypropylene sponge and a probe with a diame-
terof 16-22 Fr. The system was carried out using
a pusher through the inner lumen of the splint-
ing tube and dumped into the intestinal lumen

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

(Fig. 2). After that, the tube was removed. The
correct location of the vacuum system was visu-
ally monitored by inserting an endoscope and,
if necessary, its correction was performed. The
probe removed through the anal canal was fixed,
and a vacuum aspirator was connected to itin a
dilution mode of 70-100 mmHg. Depending on
the stage of the treatment, we used a polypro-
pylene sponge with different pore diameters.
During the first treatment sessions, a vacuum
system was formed from a coarse-pored sponge
and a large diameter probe (20-22 Fr) for maxi-
mum adsorption of the exudate. In subsequent
VAT sessions, we used a finely porous sponge,
which had a greater effect on the healing of
intestinal wall defects. The negative pressure
created in the closed cavity made it possible
to remove exudate, reduced tissue edema, and

Figure 1. Reinforced splinting tube

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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improved microcirculation, which in turn led to
increased regeneration, increased metabolic ac-
tivity, blood flow, and the formation of granula-
tion tissue. This contributed to the healing of
wounds with fistula.

The replacement time of the vacuum system was
determined individually and averaged 3-6 days
[17]. During the treatment, the level of dilution
in the system, the amount and nature of dis-
charge through the system and drains installed
in the perirectal tissue were monitored.

RESULTS

Firty-eight patients with rectal wounds were
included in the cohort study (February 2022 —
January 2024). In 38 (79.2%) patients, this di-
agnosis was verified at the stage of qualified
care. In 10 (20.8%) cases, lesion of the rectum
was detected during a follow-up in the hospital
after rectosigmoscopy. All of those patients had
combined injuries to the abdominal cavity, pel-
vis, and musculoskeletal system. Thirty-three
(68.8%) patients had indications for endoscopic
vacuum aspiration therapy.

All the wounded were of working age.

The time from receiving intestinal injuries to
the start of the treatment fluctuated, which was
due to the stage-by-stage provision of quali-
fied and specialized care to the wounded and
difficulties in diagnosing rectal wounds with
severe combined injuries. In 34 (70.8%) cases,
the time from the moment of injury to the start
of endoscopic treatment did not exceed 3 days,
and in 14 (29.2%) cases — from 3 to 7 days.

Of the 48 patients, 15 (31.3%) underwent
emergency surgery: Hartmann’s procedure was
done in 13 patients, and abdomino-perineal
resection — in 2 patients. Of this group, the
rectal stump leakage developed in 3 cases.
Endoscopy revealed 1 defect of the intestinal
wall in 9 (27.2%) patients, 2 or more defects
in 17 (51.5%) patients, and in 7 (21.2%) cases
there was a rectal stump leakage. In 2 cases, in-
complete rupture of the rectum from the pelvic
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muscles was noted with an extensive soft tissue
defect in the buttock area.

The location of defects in the rectal wall is dis-
tributed as follows: upper rectum — 9 (27.2%)
patients, middle — 12 (36.4%) ones, and low-
er — 12 (36.4%) patients, including one of them
had injury of the anal sphincter.

In 27 (81.8%) of the 33 cases, rectal wounds
were through-the-wall, while in 16 (59.3%) of
these 27 cases, the opposite wall was damaged.
In 6 (18.2%) patients, the wounds ended blind-
ly in the rectal wall and looked like ulcerative
defects or areas of mucosal necrosis. Bleeding
from the injury site occurred in two cases. In
one of them, the patient successfully underwent
endoscopic hemostasis with hemostatic clips,
the other was operated on, since the source
of bleeding was located outside the intestinal
wall.

Depending on the degree of lesion of the rec-
tal wall, in most cases, 1 to 6 sessions of VAT
were required before the wound defect was
completely closed. The maximal number of
treatment sessions for the three patients was
12, which was due to the large size of the rectal
wall defect, their number and extensive lesion
of the soft tissues of the perineum. Complete
closure of intestinal wall defects in one ses-
sion of VAT was obtained in 9 (27.3%) patients,
15 (45.5%) patients required from 2 to 6 treat-
ment sessions. In 6 (18.2%) patients, 6 or more
procedures of intraluminal negative pressure
treatment were performed, among them there
were three patients with rectal stump leakage
after obstructive resection.

In 26 (78.8%) patients, the treatment with VAT
was successful and resulted in complete heal-
ing of intestinal wall defects. During control
endoscopy, whitish scars were detected in their
place after 3 months, in some cases with a dim-
ple in the form of a pseudodiverticle. There was
no gross deformation of the intestine or severe
narrowing in any case. In 2 (6.1%) cases, the
intestinal wall defect was almost completely
closed during the VAT process, but an internal

Endoscopic vacuum therapy for rectal injuries
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fistula was formed associated with a purulent
cavity in the perirectal tissue. The cavity was
drained under ultrasound control. In 5 (15.2%)
patients, intraluminal VAT did not achieve a
positive result, which, in our opinion, was due
to severe homeostasis disorders associated with
the presence of combined traumatic injuries and
a decrease in the body’s reparative abilities. All
these patients underwent surgery.

In 3 (9.1%) cases, despite the positive changes
of rectal wall defects healing during vacuum as-
piration therapy, there was a fatal outcome. The
clinical efficacy of using VAT in rectal wounds is
illustrated by 2 clinical cases.

Case 1

Patient K., 35 years old, was transferred to
the hospital on the 3rd day from the moment
of injury was diagnosed with multiple internal
wounds. Combined shrapnel injury of the chest,
abdomen, with extraperitonealinjury to the rec-
tum, injury to the soft tissues of the buttocks,
fracture of the pelvic bones. Upon admission, a
CT was performed, which revealed an extensive
soft tissue defect in the left gluteal region in-
volving perirectal tissue in the wound process.
The patient underwent diagnostic laparoscopy
followed by conversion. At the same time, no
damage of the abdominal organs was detected.
In order to stop the passage of fecal matter
through the rectum, a loop descendostomy was
formed, drainage of the abdominal cavity, sec-
ondary surgery of the wound of the left gluteal
region, its drainage and tamponing were done. A
video proctoscopy 10 cm from the anus revealed
a complete defect in the rectal wall 25 x 18 mm,
irregular in shape, with no signs of bleeding. A
gauze swab was placed at the bottom of the de-
fect, which was installed during primary surgery
of the wound (Fig. 3). On the opposite wall, a
second complete defect of the intestinal wall
was visualized up to 8 mm in size, from which
cloudy hemorrhagic contents enter during ac-
tive aspiration. The intestinal mucosa was
gray-pink in color, dull in places, with multiple
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intramucosal hemorrhages. Indications for en-
doscopic VAT were provided. According to an
original technique developed at the hospital, a
10 x 4 cm large-pored polypropylene sponge was
inserted into the rectal lumen into the wound
area on a polymer probe with a diameter of 20
Fr (Fig. 4). This system was fixed to the thigh
skin and connected to a vacuum aspirator with
a discharge of 90 mm Hg.

At the same time, an external vacuum aspira-
tion system was installed in the area of soft
tissue defect of the gluteal region. On the 4th
day after the installation of the vacuum sys-
tem, a control endoscopy was performed, which
showed a slight decrease in the size of a larger
defect in the intestinal wall. In addition, it was

-

Figure 3. Videorectoscopy before the start of intraluminal VAT.
2 defects of the rectal wall are identified

Figure 4. Videorectoscopy. A large-pored polypropylene sponge
was installed into the intestinal lumen in the wound area

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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found communication with a collection up to 5
cm in diameter, the walls of which were made
of necrotic masses with a dense coating of fi-
brin. A polypropylene sponge from an external
VAT system was visualized at the bottom of this
cavity (Fig. 4). The defect located on the oppo-
site wall was cleared of fibrin, and granulations
appeared on its edges. After removal of the ex-
ternal VAT system, vulneroscopy was performed,
which enabled to visualize an extensive defect
in the soft tissues of the gluteal region measur-
ing 10 x 12 cm, up to 4 cm deep, the walls of the
wound surface with spot hemorrhages, partially
covered with fibrin, granulation tissue was de-
tected in places (Fig. 5). In total, the patient

Figure 6. Video rectoscopy after 6 VAT sessions. Complete clo-
sure of rectal wall defects
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Figure 5. Vulneroscopy. 6th day after injury and 3rdday after
installation of the intraluminal VAT system. In the lumen of the
defect there is an open wound cavity measuring 10 x 12 x 4 cm

underwent 6 sessions of endoscopic vacuum
aspiration therapy in combination with an ex-
ternal installation of a system for local vacuum
therapy in the area of an extensive soft tissue
defect in the gluteal region. The interval be-
tween sessions ranged from 4 to 6 days. During
a control endoscopy on the 25th day after the
start of endoscopic vacuum therapy, pits of 9
mm and 4 mm were detected in the area of rectal
wall defects, the bottom of which was fulfilled
with granulation tissue, and the intestinal mu-
cosa was pale pink (Fig. 6).

Case 2

Patient M., 37 years old. He was urgently taken
to a specialized medical unit with a diagnosis
of multiple internal wounds. Multiple com-
bined shrapnel wound of the abdominal cav-
ity, shrapnel wound of the pelvis with crushing
of the soft tissues of the gluteal regions with
partial separation of the middle and lower rec-
tum with preservation of the anal sphincter.
Hemorrhagic shock of the 3rd degree. At this
stage, the patient underwent laparotomy to

Figure 7. Injury to the gluteal, perineal and lumbar regions.
Incomplete avulsion of the rectum with preservation of the anal
sphincter

Endoscopic vacuum therapy for rectal injuries
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stop intra-abdominal bleeding, splenectomy,
suturing of small intestine wounds, Hartmann’s
procedure, as well as primary surgery of peri-
neal wounds, gluteal and lumbar areas wounds
(Fig. 7). On the third day after the injury, the
patient was evacuated to the hospital. After
preoperative preparation in the ICU, the pa-
tient was taken to an operating theatre. A video
proctoscopy at 10 and 12 cm from the anus re-
vealed two full-thickness wall defects measur-
ing 6 and 15 mm (Fig. 8). According to the meth-
od developed in the hospital, the patient had
an intraluminal system for VAT installed. During
14 days, the patient underwent 3 sessions of in-
traluminal vacuum aspiration therapy. During

Figure 8. Videorectoscopy. 2 complete defects of the rectal
wall, measuring 6 and 15 mm

:

o .

Figure 9. Video rectoscopy on the

of purulent contents was noted
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8thday after the start
of VAT. In the area of one of the residual defects, the influx

the control endoscopy, the size of the defects
decreased to point-like with a fibrin coating.
However, on the 18th day after the start of the
treatment, the patient’s temperature rose to
38°C. The laboratory tests revealed leukocyto-
sis up to 18 x 10°/l and C-reactive protein up to
48 mg/l. During endoscopy, a pus was detected
in the area of one of the residual defects of the
intestinal wall (Fig. 9). The ultrasound revealed
a collection of 4.5 x 3 cm fluid in the perirectal
tissue (Fig. 10). Drainage of the abscess cav-
ity was performed under ultrasound control.
The intraluminal vacuum aspiration system was
re-installed. On day 23, a control video proc-
toscopy revealed complete epithelialization of

Figure 10. Ultrasound of soft tissues of the gluteal region.
A limited accumulation of fluid measuring 4.4 x 3 cm was de-
tected in the perirectal tissue

vaime:
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Figure 11. Video rectoscopy on the 23rd day after the start
of VAT. Complete epithelization of rectal wall defects without
narrowing or deformation of the lumen
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the rectal wall defects without narrowing and
deformation of the lumen (Fig. 11). The ultra-
sound of the soft tissues of the perirectal fiber
revealed no fluid collections. The endoscopic
VAT treatment had 5 sessions. The patient un-
derwent elective reconstructive plastic surgery
closing the skin defects of the gluteal areas.

DISCUSSION

Surgery is a traditional method for rectal
wounds. The features of the anatomical and
topographic location and blood supply, the com-
plexity of access and formation of anastomoses
cause high traumatism and a high-volume sur-
gery for such injuries. However, in recent years,
it has become possible to apply new treatment
methods, among which various methods of
wound drainage are basic. The key issues in the
treatment of rectal wounds are the preserva-
tion of the integrity of the digestive tract, the
closure of penetrating lesion in the wall with
the cessation of intestinal contents beyond its
wall, reducing the rate of infectious complica-
tions and mortality. The method that will meet
these requirements may be the endoscopic in-
stallation of a vacuum aspiration system into
the rectal lumen.

According to the results of the study, endo-
scopic vacuum therapy has proven itself well.
A polypropylene sponge installed in the rectum
covered the wound defect, and negative pres-
sure ensured effective drainage of the wound
area, which created good conditions for wound
healing.

In order to separate the passage of fecal mat-
ter, colostomies were performed for all patients
to divert feces. This is of particular importance
for combat wounds, in order to isolate the zone
of primary and secondary necrosis significantly
and prevent infectious complications. Also, for
the prevention of purulent-septic complica-
tions, irrigation of the rectum was performed
in order to eliminate the remnants of feces
from the rectum. The effectiveness of vacuum
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aspiration therapy depended on many factors.
First of all, this indicator was influenced by the
number and size of intestinal wall defects, the
presence of purulent cavities of the perirectal
tissues, the combined injury and the time from
the moment of injury to the start of treatment.
It is of interest that 6 patients had wounds that
ended blindly in the rectal wall and looked like
ulcerative defects or areas of mucosal necro-
sis. The mechanism of such lesion is not fully
clear, it can only be assumed that it is due to
several causes: ischemic disorders due to ex-
tensive lesion of the soft tissues of the pelvis,
general contusion of the rectum and surround-
ing tissues caused by the air shock wave of the
explosion. Depending on the power of the war-
head, shock wave lesion can occur at a greater
or lesser distance from the wound. Such injuries
cause violations of the ultrastructural organi-
zation of cells and intercellular connections
and lead to regional microcirculation disorders
(microvascular dystonia, plasmorrhagia, diape-
dous hemorrhages).

In patients with extensive purulent-necrotic
lesions of the soft tissues of the perineum in-
volving perirectal tissues, bladder, and pelvic
bones, purulent edemas were drained in paral-
lel with the use of intraluminal vacuum therapy,
and local VAT of the soft tissues of the perineum
and gluteal region was performed in 7 (21.2%)
patients.

Analyzing the results of the treatment of 3 mor-
tality cases, we came to the conclusion that the
causes of death of those patients were due to
severe concomitant lesion of vital organs and
systems, as well as severe sepsis due to puru-
lent-inflammatory process.

CONCLUSION

There are many problems to be solved in the sur-
gery of rectal injuries. The invention of vacuum
aspiration therapy and related technologies
gives hope for the treatment of some compli-
cations of abdominal and colorectal surgery.

Endoscopic vacuum therapy for rectal injuries
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Proper use of VAT can reduce the risk of infec-
tion in the wound area, allow adequate sanita-
tion of a highly infected surgical area, reduce
the number of severe complications and reduce
the surgery volume.

The use of the vacuum therapy in the early stag-
es of surgical care can improve the results of the
treatment of rectal wounds. Due to the fact that
this study is not randomized, and the results
were obtained in a small sample, it is necessary
to further study the method of vacuum endo-
scopic therapy for rectal wounds.
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Ultrasound diagnostics of rectal intussusception

Anastasiya E. Pershina, Yuliya L. Trubacheva, Oleg M. Biryukov
Ryzhikh National Medical Research Center of Coloproctology (Salyama Adilya st., 2, Moscow, 123423, Russia)

AIM: analysis of dynamic transrectal ultrasound (TRUS) and dynamic transperineal ultrasound (TPUS) accuracy in
rectal intussusception (RI) diagnosis.
PATIENTS AND METHODS: a prospective cohort single-center diagnostic accuracy study of ultrasound for RI detec-
tion (January 2023 — October 2024) included 151 patients with obstructive defecation syndrome, without signs
of complete rectal prolapse and without history of surgical treatment for pelvic floor descent syndrome. All patients
underwent dynamic TRUS, dynamic TPUS and X-ray defecography. Ultrasound results were compared with X-ray
defecography data.
RESULTS: according to the X-ray defecography, RI was detected in 126/151 (83.4%) patients, according to dynamic
TRUS — in 108/151 (71.5%), according to dynamic TPUS — in 110/151 (72.8%), according to complex dynamic
ultrasound — in 124/151 (82.1%). The sensitivity, specificity, positive predictive value, negative predictive value
and accuracy of dynamic TRUS in RI detection were 82.5% (95% confidence interval (CI): 74.8-88.7), 84.0% (95%
(I: 63.9-95.5), 96.3% (95% CI: 90.8-99.0), 48.8% (95% (I: 33.3-64.5) and 82.8% (95% (I: 75.8-88.4), respec-
tively, dynamic TPUS — 81.7% (95% C(I: 73.9-88.1), 72.0% (95% C(I: 50.6-87.9), 93.6% (95% (I: 87.3-97.4),
43.9% (95% (I: 28.5-60.3) and 80.1% (95% (I: 72.9-86.2), complex dynamic US — 92.1% (95% CI: 85.9-96.1),
68.0% (95% CI: 46.5-85.1), 93.6% (95% C(I: 89.1-96.3), 63.0% (95% C(I: 46.95-76.6) and 88.1% (95% CI:
81.8-92.8), no statistically significant differences were found.
CONCLUSION: ultrasound is a safe, highly sensitive method for RI detection in patients with obstructive defecation
syndrome. Equivalent diagnostic accuracy of dynamic TRUS, dynamic TPUS and complex dynamic US allows using any
available technique to detect RI. Complex dynamic US seems to be universal method for assessment the anatomical
and functional state of rectum.
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INTRODUCTION ulcer [6,7]. The main method of instrumental di-
agnosis of RI is X-ray defecography [1]. The study
is closest to the natural process of defecation and

allows us to assess the mobility of the rectal wall

Rectal intussusception(internal prolapse of the
rectum) is understood as prolapse of the rectal

wall into its lumen without exiting through the
anus, which develops due to weakness of the
pelvic ligaments and muscles [1,2]. A prolapsing
intestinal wall can interfere with the feces evac-
uation, which is manifested by obstructive def-
ecation syndrome: patients experience impaired
defecation, experience a feeling of incomplete
emptying, and resort to manual assistance [2-5].
In some patients (up to 78% of cases), due to
chronic ischemia and traumatization of the intes-
tinal wall, RI is complicated by the solitary rectal
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during its emptying, identify the invaginate and
identify the level of its location [8,9]. The disad-
vantages of X-ray defecography include ionizing
radiation, limitations in visualizing the anatomi-
cal structures involved in the act of defecation,
and the inability to assess the structure of the
intestinal wall.

Ultrasound has several advantages: the absence
of ionizing radiation, good tolerability, and the
possibility of series of strained samples [10-13].
All ultrasound techniques developed for patients

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025


https://crossmark.crossref.org/dialog/?doi=10.33878/2073-7556-2025-24-2-104-111&domain=pdf&date_stamp=2025-5-10

OPUTUHAJIbHBIE CTATBU

ORIGINAL ARTICLES

with suspected RI, as well as X-raydefecography,
are aimed at detecting invaginate and determin-
ing its level. Dynamic TPUS is considered the
most studied, easy-to-perform and widely avail-
able technique, with high diagnostic information
content (sensitivity reaches 95%, specificity —
100%) [14,15]. Echodefecography (dynamic TRUS
with 3d image reconstruction and ultrasound gel
contrast of the rectum) is a less studied, more com-
plex and expensive technique with high diagnos-
tic information content (sensitivity up to 100%,
specificity up to 91%) [16,17]. Dynamic transvagi-
nal US using a linear intracavitary sensor has high
specificity (89%), but low sensitivity (56%) [18]. A
common disadvantage of the methods described
above is the inability to assess the structure of
the rectal wall, and hence to diagnose RI com-
plicated by solitary ulcer, as well as other rectal
comorbidities. TRUS, on the contrary, can be used
both for a detailed assessment of the structure of
the intestinal wall and for determining its mobil-
ity in patients of both sexes [19,20]. However, to
date, the results (sensitivity up to 64%, specific-
ity up to 98%) of single studies of the diagnostic
information content of dynamicTRUS, with a small
number of patients included, do not allow us to
confidently recommend this study as a universal
method for determining the anatomical and func-
tional state of the rectum [12,21,22]. Therefore,
the aim of the study was to determine the pos-
sibilities of ultrasound techniques (dynamic TRUS
and dynamic TPUS) in the diagnosis of RI.

PATIENTS AND METHODS

From January 2023 to October 2024, patients over
the age of 18 with obstructive defectaion syn-
drome (with complaints of difficulty emptying the
rectum, and/or a feeling of incomplete emptying,
and/or the need for manual assistance for empty-
ing) were included in a prospective cohort study
to assess the diagnostic information of ultrasound
techniques in detecting RI.

Non-inclusion criteria: — the presence of com-
plete prolapse of the rectum; — the condition

YnbTpa3ByKoBAsi AUATHOCTUKA BHYTPEHHEN PEKTANbHOM MHBATMHALMM

after surgical treatment of perineal prolapse
syndrome.

Exclusion criteria: — the patient’s refusal to par-
ticipate in the study at any stage.

All patients underwent dynamic TRUS, dynamic
TPUS, and X-raydefecography. Ultrasound exami-
nations were performed with a HiVisionPreirus de-
vice (Hitachi, Japan). During the ultrasound, the
patients were lying on their left side with their
knees brought to their stomachs.

For TRUS, an intracavitary rectal biplane sen-
sor (linear scanning format) with a frequency of
5-10 MHz, pre-coated with a latex balloon filled
with water, was inserted into the rectum at a
distance of 10 cm from the anal edge. The first
stage was to evaluate the thickness and structure
of the wall of the rectum, anal canal, neighbor-
ing organs and tissues along the entire circum-
ference. The second stage of dynamic TRUS, at 3,
6, 9, and 12 o'clock as per a conventional clock
face, was performed with straining tests aimed
at detecting displacement of individual layers
of the intestinal wall in the distal direction or a
symptom of intussusceptions — full-layer pro-
lapse of the intestinal wall into the rectal lumen
(intrarectalintussusception), anal canal intraanal
intussusception) or beyond the anal canal (rectal
prolapse) (Fig. 1).

With dynamic TPUS, a convex sensor with a fre-
quency of 1-5 MHz was installed on the perineum
in the sagittal plane, then a straining test was
performed to detect the symptom of intussuscep-
tionalong the posterior and anterior semicircle
(Fig. 2).

The result of a complex US scan was considered
positive if the result of at least one technique (dy-
namic TRUS and/or dynamic TPUS) was positive;
the result was considered negative if the results
of both techniques were negative. Intraanal in-
tussusception was concluded by a complex ultra-
sound scan if it was detected by the results of at
least one technique; intrarectal intussusception
was concluded if it was detected by the results of
at least one technique and no intraanal intussus-
ceptionwas detected.
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The result of a complex ultrasound was considered
negative if the results of both techniques were
negative.

Before X-ray defecography, a thick barium suspen-
sion was injected into the rectum, imitating fe-
cal matter. During the test, the patients sat on a
special chair. Radiography and fluoroscopy of the
rectum were performed in a lateral projection at
rest, with muscle contraction, straining and emp-
tying. An X-ray sign of intussusception was con-
sidered a “funnel” symptom, depending on its size
and height, mucosal prolapse, intrarectal and in-
traanal intussusception, and rectal prolapse were
distinguished [8,9].

Statistical Data Analysis

The data analyzed in the study was entered into
the Access database (Microsoft Office 2021).
Statistical analysis was performed using RStudio
(Rv.4.4.1 (RCoreTeam, Vienna, Austria)) using
the libraries base, dplyr, RODBC, gtsummary and
GenBinomApps. Quantitative indicators were eval-
uated for compliance with the normal distribution
using Kolmogorov-Smirnov’s test; in the case of
Gaussian’s distribution, they were described using
arithmetic averages (M) and standard deviations

Figure 1. Echogram of the rectal wall during straining, dynamic
TRUS in B-mode. Rectal intussusception is indicated by yellow
arrow. A — intraanal intussusception, b — intrarectal intus-
susception, 1 — distal edge of the anal canal, 2 — proximal
edge of the anal canal.

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

(SD). Categorical data was described with abso-
lute values and percentages.

The comparison of features of this type was carried
out using Pearson’s c?test with expected values of
more than 10 for four-field tables and more than
5 for multi-field tables, as well as Fisher’s two-
way precise test in the other cases. Sensitivity,
specificity, positive predictive value (PPV), nega-
tive predictive value (NPV), and overall accuracy
were calculated with 95% coincidence intervals
(95% CI) calculated using Klopper-Pearson’s test.
Differences in these indicators between the meth-
ods were considered statistically significant in the
absence of a 95% CI overlap, as well as at p < 0.05.
In the case of pairwise comparisons, the correc-
tion of the significance level was carried out using
Benjamini-Hochberg's test. The consistency be-
tween the two categorical variables was assessed
using Cohen'’s kappa.

Figure 2. Echogram of the rectal wall during straining, dynamic
TPUS in B-mode. Rectal intussusception is indicated by yellow
arrow. A — intraanal intussusception, b — intrarectal intus-
susception, 1 — proximal edge of the anal canal, 2 — distal
edge of the anal canal.

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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RESULTS

One hundred and fifty-one patients were included
in the study: 14 (9.3%) male and 137 (90.7%) fe-
male with obstructive defectaion syndrome. The
clinical and demographic characteristics of the
patients are presented in Table 1.

According to the X-ray defecography data, RI was
detected in 126/151 (83.4%) patients, of whom
112/126 (88.9%) patients had intrarectal intus-
susception, and 14/126 (11.1%) ones had intraanal
intussusception. In addition, X-ray signs of peri-
neal prolapse were found in 112/151 (74.2%) cas-
es, and sigmocele in 10/151 (6.6%) cases. Among
women, 108/137 (78.8%) ones had a rectocele
with an average size of 43.6 + 16.0 mm.

Dynamic TRUS revealed ultrasound signs of RI in
108/151 (71.5%) patients, of whom 83/108 (76.9%)
ones had intrarectal intussusception, and 25/108
(23.1%) patients had intraanal. In addition, 29/151
(19.2%) patients had solitary ulcer of the rectum,
and 10/151 (6.6%) ones had fistula of the rectum.
According to the dynamic TPUS data, 110/151
(72.8%) patients had RI: 86/110 (78.2%) — intra-
rectal, 24/110 (21.8%) — intraanal. The level of
concurrence between dynamic TPUS and dynamic
TRUS in the detection of RI was average (Cohen’s
kappa=0.51, 95% CI: 0.35-0.66). According to the
complex dynamic US, RI was detected in 124/151
(82.1%) patients: in 88/124 (71.0%) — intrarec-
tal, in 36/124 (29.0%) — intraanal.

The results of comparing dynamic TRUS, dynamic
TPUS, and complex dynamic US with X-ray defe-
cography are presented in Table 2. When com-
paring the sensitivity of ultrasound techniques,
the p value turned out to be less than 0.05
(p = 0.035), but there was an overlap of 95% CI,
so the differences were considered statistically
insignificant.

When comparing the methods for the remaining
parameters of diagnostic information, no statisti-
cally significant differences were found.

An analysis of the possibilities of dynamic TRUS,
dynamic TPUS and complex dynamic US in de-
termining the level of intussusception was also

YnbTpa3ByKoBAsi AUATHOCTUKA BHYTPEHHEN PEKTANbHOM MHBATMHALMM

Table 1. Clinical and demographic characteristics of patients

Parameters Patients
N=151
Age (years), M + SD 53.8+12.9
Gender, n (%)
Male 14 (9.3%)
Female 137 (90.7%)
Complaints

Constipation, n (%) 64 (42.4%)

Liquid stool n (%) 8(5.3%)
Discharge from the anus n (%)
No 106 (70.2%)
Mucus 9 (6.0%)
Blood 29 (19.2%)
Mucus + Blood 7 (4.6%)

Difficulty emptying, n (%) 70 (46.4%)

Excessive strain, n (%) 42 (27.8%)

Incomplete emptying, n (%) 119 (78.8%)

The need for manual assistance, n (%) 76 (50.3%)

Incontinence of intestinal contents, n (%)

No 126 (83.4%)
Gases 6 (4.0%)
Liquidf eces 17 (11.3%)

Formed feces 2 (1.3%)

Lack of urge to defecate, n (%) 18 (11.9%)

The need for laxatives and/or enemas, n (%) | 51 (33.8%)

Abdominal pain, n (%) 15 (9.9%)

Pain in the anal canal, n (%) 35 (23.2%)

Digital rectal examination

Excessive folding of the intestinal wall, n (%) | 43 (28.5%)

Rectocele, n (%) 96 (70.1%)*

Ulcerative defect of the rectal wall, n (%) 3 (2.0%)

Note: * Among women (N =137)

carried out. The results of comparing ultrasound
techniques with X-ray defecography data are
presented in Tables 3-5. When comparing the
diagnostic information content of ultrasound
techniques in the detection of intrarectal and
intraanal RI, no significant differences could be
found.

DISCUSSION

False negative results occurred in dynamic TPUS
and dynamic TRUS in approximately the same
number of cases (22 and 23), which may be due
to the non-physiological position of the patient
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Table 2. Diagnostic accuracy of ultrasound for RI detection in comparison with X-ray defecography

. Sensitivity Specificity PPV NPV Accuracy
Technique | TP | FP | TN | FN | " gcoc) (95%CI) (95%CI) | (95%CI) | (95%CI)
TRUS 04 | 4 | 21 | 22 82.5% 84.0% 96.3% 48.8% 82.8%

(74.8-88.7) | (63.9-95.5) | (90.8-99.0) |(33.3-64.5) | (75.8-88.4)
TPUS 103 | 7 | 18 | 23 81.7% 72.0% 93.6% 43.9% 80.1%

(73.9-88.1) | (50.6-87.9) | (87.3-97.4) |(28.5-60.3) | (72.9-86.2)
TRUS+TPUS | 116 | 8 | 17 | 10 92.1% 68.0% 93.6% 63.0% 88.1%

(85.9-96.1) | (46.5-85.1) | (89.1-96.3) | (47.0-76.6) | (81.8-92.8)
P 0.035* 0.5 0.6 0.3 0.4

Note: TP — truly positive results, TN — truly negative, FP — falsely positive, FN — falsely negative, PPV — positive predictive value, NPV — negative predictive value,
95% (I-95% coincidence interval, * p . o o 0o =0.035, D¢ oo oy = 0.035

Table 3. Results of comparison of ultrasound with X-ray defecography

TRUS, n TPUS, n TRUS + TPUS, n
No IR IA | Total | No IR TIA | Total | No IR IA | Total
X-ray No 21| 3| 1 | 25|18 6 | 12| 17] 6 | 2] 2
defecography, n | 1p 21 | 74 | 17 |12 22 77| 1312 9 | 80 | 23112
1A 1 6 | 7w 1] 3] w0 1] 2] 11| 1
Total | 43 | 83 | 25 | 151 | 41 | 86 | 24 | 151 | 27 | 88 | 36 | 151

Note: IR is intrarectal intussusceptions, IA is intraanal intussusceptions

Table 4. Diagnostic accuracy of ultrasound for intrarectal RI detection in comparison with X-ray defecography

. Sensitivity | Specificity PPV NPV Accuracy
Technique TP PP TN PN g0, ety | (95%Cr) | (95%CI) | (95%C1) | (95%CI)
TRUS 74 9 30 | 38 66.1% 76.9% 89.2% 44.1% 68.9%
(56.5-74.7) | (60.7-88.9) | (80.4-94.9) | (32.1-56.7) | (60.8-76.2)
TPUS 77 9 30 | 35 68.8% 76.9% 89.5% 46.2% 70.9%
(59.3-77.2) | (60.7-88.9) | (81.1-95.1) | (33.7-59.0) | (62.9-78.0)
TRUS + TPUS 80 7 32 | 32 71.4% 82.1% 92.0% 50% 74.2%
(62.1-79.6) | (66.5-92.5) | (85.3-95.8) | (41.9-58.1) | (66.4-80.9)
p 0.7 0.8 0.8 0.8 0.6

Note: TP — true positive results, TN — true negative, FP — false positive, FN — false negative, PPV — positive predictive value, NPV — negative predictive value, 95%
CI — 95% coincidence interval

Table 5. Diagnostic accuracy of ultrasound for intraanal RI detection in comparison with X-ray defecography

. Sensitivity | Specificity PPV NPV Accuracy
Technique TP PP TN PN g0, ety | (95%Cr) | (95%CI) | (95%C1) | (95%CI)
TRUS 7 18 | 119 | 7 50.0% 86.9% 28.0% 94.4% 83.4%
(23.1-77.0) | (80.0-92.0) | (12.1-49.4) | (88.9-97.7) | (76.5-89.0)
TPUS 0 | 14 | 123 | 4 71.4% 89.8% 41.7% 96.9% 88.1%
(41.9-91.6) | (83.4-94.3) | (22.1-63.4) | (92.1-99.1) | (81.8-92.8)
TRUS + TPUS 11 | 25 | 112 | 3 78.6% 81.8% 30.6% 97.4% 81.5%
(49.2-95.3) | (74.3-87.8) | (16.3-48.1) | (92.6-99.5) | (74.3-87.3)
p 0.4 0.15 0.6 0.5 0.3

Note: TP — true positive results, TN — true negative, FP — false positive, FN — false negative, PPV — positive predictive value, NPV — negative predictive value, 95%
CI — 95% coincidence interval

common to ultrasound techniques (lying on his/ There was no expected predominance of false

her left side) during the test, as opposed to the
sitting position during X-ray defecography.

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

negative results in dynamic TRUS due to the pres-

ence of an ultrasound sensor in the rectal lumen,

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025



OPUTUHAJIbHBIE CTATBU

ORIGINAL ARTICLES

which prevents the formation of intussusception.
This factor could probably be compensated by the
inability to visualize the symptom of intussuscep-
tion along the lateral semicircles of the rectum
during dynamic TPUS due to the location of the
ultrasound sensor in the sagittal plane, as well
as lower image detail due to the greater distance
between the sensor and the examined rectal wall.
The combination of the above factors seems to
lead to discrepancies in the conclusions of the
methods in some cases (Cohen’s kappa = 0.51,
95% CI: 0.35-0.66, average concurrency level).
False positive results (4 with dynamic TRUS, 7
with dynamic TPUS) may be due to the difficulty
in differentiating between the symptom of intus-
susception and normal folds of the rectum. With
dynamic TPUS and dynamic TRUS, 13 and 17 cases
were identified, respectively, of “overestimation”
of the RI level (detection of intraanal intussus-
ception instead of intrarectal). This may reflect
different US and X-ray defecography approaches
to determining the boundary between the anal
canal and the lower ampullary rectum: in X-ray
defecography, the distal boundary of the anorec-
tal zone is considered its landmark, while in US,
the proximal boundary of the internal sphincter is
considered its landmark. In addition, 3 and 6 cases
of “underestimation” of the RI level (detection of
intrarectal intussusceptions instead of intraanal)
were observed with dynamic TPUS and dynamic
TRUS, respectively. These discrepancies may be
due to the previously described non-physiological
position of the patient with both ultrasound tech-
niques, as well as the presence of a sensor in the
intestinal lumen during TRUS.

The high sensitivity of ultrasound techniques
(81.7-92.1%) in detecting RI allows using this
study as a first-line diagnostic method. The high
PPV of US (93.6-96.3%) makes it possible to aban-
don further X-ray defecography in case of a posi-
tive ultrasound result. At the same time, a nega-
tive US result does not exclude the presence of
RI (NPV 43.9-63.0%) — X-ray defecography is
necessary. Detection of intrarectal RI using ultra-
sound techniques does not require rechecking in

YnbTpa3ByKoBAsi AUATHOCTUKA BHYTPEHHEN PEKTANbHOM MHBATMHALMM

X-ray defecography (PPV 89.2-92.0%). However,
detection of intraanal intussusceptions does not
guarantee its presence in X-ray defecography (PPV
28.0-41.7%). The analysis did not reveal statisti-
cally significant differences in diagnostic infor-
mation content between dynamic TRUS, dynamic
TPUS and complex dynamic US in detecting RI
in general and in determining the level of intus-
susception. Therefore, for the diagnosis of R, it
is sufficient to carry out one of the methods —
dynamic TPUS or dynamic TRUS. The advantages
of dynamic TPUS include: ease of implementation
and good tolerability of the examination, as well
as its accessibility and low cost, thanks to the
use of a widely used convective ultrasound sen-
sor. The low-frequency sensor makes it possible to
visualize deeply located pelvic organs and detect
other manifestations of perineal prolapse syn-
drome (rectocele, cystocele, enterocele, etc.) with
the greatest accuracy, while detailed visualization
of the structure of the rectum and anal canal is
impossible in case of TPUS. This technique can be
used in outpatient appointments of doctors (colo-
proctologists, urologists, gynecologists) dealing
with the problem of perineal prolapse syndrome.
Dynamic TRUS seems to be a more universal tech-
nique that allows, in addition to diagnosing RI, to
additionally identify concomitant diseases of the
rectum and anal canal (solitary ulcer of the rec-
tum as a complication of RI, inflammatory bowel
diseases, tumors, hemorrhoids, fistulas, etc.), the
presence of which may affect treatment approach.
Performing TRUS requires a less accessible en-
dorectal sensor and additional specialist training,
which can be implemented in specialized colo-
proctological units. Under the same conditions, it
is possible to make a complex dynamic US (a com-
bination of TRUS and dynamic TPUS), which most
fully covers the spectrum of pathologies of the
rectum and anal canal.

CONCLUSION

Ultrasound is a safe, highly sensitive method
for diagnosing RI in patients with obstructive

Ultrasound diagnostics of rectal intussusception
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defecation syndrome. The equivalent indicators of
diagnostic information content of dynamic TRUS,
dynamic TPUS, and complex dynamic US make it
possible to use any available technique to detect
RI. Complex dynamic US is the most universal
method of determining the anatomical and func-
tional state of the rectum.
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OcnoxHeHUs NPOTUBOOMYXONEBOTO JIEYEHMS
PAKa MPSIMOM KMULLKK: CTPYKTYpHble 0cobeHHOCTH
M NPeAnoChIIKM PA3BUTHS

Ps6oe M.M.

®IrbOY BO «fpocnasckuii rocyaapcTBeHHbIA MEAMLMHCKMI yHUBEpcuTeT» MuHspgpasa Poccum
(yn. Pesontoumonnas, a. 5, r. dpocnaens, 150000, Poccus)

LEJIb: u3ydums cmpykmypy u npednocbiiKu passumus OC0XHeHULl npomuBoonyxoneso20 edyeHus paka npamou
KULWKU.
MAUNEHTBI M METOAbI: dns aHanuza cgopmuposaHa evibopka u3 302 nayueHmos, Komopble Obiiu NposeyeHsl
8 2017-2018 22. Kpumepuem BKM0YeHUS cman BepuguyuposarHHsili pak npsmol Kuwku. UccredosaHue 6bi10
pPempocnekmuBHbIM, 8 Kayecmse nepsuyHoli KOHeYHOU MOYKU OUeHUBanach Yacmoma passumus OCNOXHeHuU
npomugoonyxonesoz2o neyeHus. PacnpedeneHue nayueHmos no nosay 6bi10 npakmudecku pasHeim: 148/302
(49,0%) meHwuH u 154/302 (51,0%) myxyuH. Bospacm 6osnbHbix Bapbuposan om 31 do 86 nem, 8 cpedHem,
6611 paseH 65,2 + 9,9 nem. Bce 100% 60/1bHbIX NepeHec/Iu xupypauyecKyto onepayuo no nosody onyxoau npamod
Kuwku. Y 145 (48,0%) nayueHmos eyeHue 02paHu4unocs Xupypauyeckum nocobuem, y 28 (9,3%) 6110 donosHeHo
nyqesoli mepanued, y 86 (28,5%) — xumuomepanued, y 43 (14,2%) ucnons308aHO coyemarue Bcex mpex Memooos
JiedeHus.
PE3YJIbTATbI: ocnoxHeHus npomusoonyxoneso2o JjedeHus 3apeeucmpuposadsl y 118 (39,1%) nayueHmos.
Modasnswwee bonswiuHcmso u3 Hux (95 (31,5%) HabrwdeHuli) cocmasunu COCMOAHUSA, pa3BUBLUUECS NOC/e
Xupypauyeckoz2o smewamesnscmsad. OKO0 NOMOBUHBI U3 HUX OKA3A/ILUCh CCOUUUPOBAHBI C NPO6@MaMU 3aXKUBJICHUS
paH — 47 (15,5%). Cpedu n0KanbHbIX haKMoOPoBs pUCKa 8 Ka4ecmae NPeoUKMOopPos pa3sUMUSA OCOXHeHUl fevyeHus
Haubosiee 3HAYUMbIMU OKA3A/UCL CMeneHb OuggepeHyuposku onyxonu (naowads nod ROC-kpusol (AUC) = 0,58;
95% [osepumensHbili unmepsan (AN): 0,52-0,64; p = 0,007) u paccmosHue om OUCMANbHO20 KPas HOBOOG-
pazosarus do 3ybyamodi nuruu (AUC = 0,63; 95% [N: 0,53-0,64; p = 0,0009). B cmpykmype conymcmayioweli
namonoeuu npu oyeHKe omHocumenbHo20 pucka (RR) paszsumus ocnoxHeHul 00cmosepHO BbICOKAS BEPOAMHOCMb
DPA3BUMUSA OC/IOXHEHUU NledeHuUs BbIABNEHA Yy NayueHmos ¢ caxapHsim duabemom (RR = 4,05; 95% [JN: 3,16-5,20;
p < 0,0001), oxuperuem (RR = 3,11; 95% [N: 2,52-3,83; p < 0,0001), 8apuK03HoU 60S1e3HbI0 BEH HUXHUX KOHEY-
Hocmell (RR=1,81; 95% AN: 1,36-2,41; p < 0,0001).
3AKJIIOYEHWE: umeroujuecs 8 apceHane cmamucmuyecku noomsepxoeHHble OaHHbIe 0 NPO2HOCMUYECKOM NomeH-
yuane Kax002o GHANU3UPYEMO20 NOKA3amess Mo2ym 6bimb UCNO/Ib30BAHbI 8 0a/bHeliWeM 018 COCMAsNeHus anzo-
pumma opmMuposaHuUs 2pynn pucka ewje 00 Ha4aaa NPoMUBOONYX01€B020 JleYeHUs paKa NpaAmMoll KUWKU.

KJIDYEBBIE CJIOBA: pak npamoli KULWIKU, OC/IOXHeHUe, (hakmop pucka

KOH®JIMKT MHTEPECOB: asmopei 3as8/15t0m 06 omcymcmauu KOHGAUKMaG UHMepecos

ANA UNTUPOBAHUA: Pabos M.M. OcnoxHeHUA NPOTUBOOMYXOJIEBOrO IEYEHUA paka NPAMOI KUWKKU: CTPYKTYPHble 0COGEHHOCTYU U Npea-
nocelnku pas3sutus. Kononpokmonoaus. 2025; 1. 24, N2 2, c. 112-120. https://doi.org/10.33878/2073-7556-2025-24-2-112-120

Complications of antitumor treatment of rectal cancer:
structural features and prerequisites for development

Mikhail M. Ryabov

Yaroslavl State Medical University (Revolyutsionnaya st., 5, Yaroslavl, 150000, Russia)

AIM: to find structural features and prerequisites for the development of complications of antitumor treatment
of rectal cancer.
PATIENTS AND METHODS: for the analysis, a cohort of 302 patients was formed who were treated in 2017-2018.
The inclusion criterion was verified rectal cancer. The study was retrospective, the primary endpoint was the com-
plication rate of antitumor treatment. The distribution of patients by gender was almost equal: 148/302 (49.0%)
women and 154/302 (51.0%) men. The age of patients ranged from 31 to 86 (65.2 + 9.9) years. All 100%
of patients underwent surgery for a rectal tumor. In 145 (48.0%) patients, treatment was limited to a surgical aid,
in 28 (9.3%) — was supplemented with radiation therapy, in 86 (28.5%) — chemotherapy, in 43 (14.2%) a com-
bination of all three treatment methods was used.
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RESULTS: complications of antitumor treatment occurred in 118 (39.1%) patients. The vast majority of them —
95 (31.5%) cases — were postoperative. About half of them were associated with wound healing — 47 (15.5%).
The most significant predictors of complications were the tumour differentiation (Area under the curve (AUC) = 0.58;
95% confidence interval ((I): 0.52-0.64; p = 0.007) and the tumour distance from the distal margin to the den-
tate line (AUC = 0.63; 95% (I: 0.53-0.64; p = 0.0009). In the structure of comorbidity, a significantly high prob-
ability of treatment complications was detected in patients with diabetes mellitus (RR = 4.05; 95% CI: 3.16-5.20;
p<0.0001), obesity (RR=3.11; 95% (I: 2.52-3.83; p < 0.0001), varicose veins of the lower extremities (RR=1.81;

95% CI: 1.36-2.41; p < 0.0001).

CONCLUSION: the available statistically confirmed data on the prognostic potential of each analyzed indicator can
be used in the future to compile an algorithm for the formation of risk groups even before the start of antitumor

treatment of rectal cancer.
KEYWORDS: rectal cancer, complication, risk factor
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BBEOEHWE

Pak npsiMOii KMWKM — OAHA K3 Haubonee pacnpo-
CTPaHEHHBIX 3/I0KAYECTBEHHbIX OMyXonei Kak cpenu
MYXCKOTO, TaK W Cpefu XXEHCKoro Hacenexus [1,2].
[lo HacToslero BpeMeHu BbICOKMM OCTAeTCS MPOLEHT
BbiABAeHMA natonoruu Ha III-1IV ctagum, yTo, cornacHo
OeACTBYIOWMM KIMHWYECKUM peKOMeHaauusmM, Tpeoby-
€T Ha3HAYeHUs KOMMIEKCHOrO NIeYeHUs, a UMEHHO [0-
MONHEHWUA XUPYPrUYECKOro nocobus xumuoTepanueil.
3apekomeHa0Bano cebs C No3nLMKU HEMOCPeACTBEHHBIX
M OTAANEHHbIX Pe3y/ibTaTOB JIeYeHUs PeKTanbHONi Heo-
nnasuu NpUMeHeHWe B HE0AAbIOBAHTHOM NaHE XUMMUO-
JIy4€eBOIi TEPANnUKM Npu PacnosoXeHU NepBUYHOro oya-
ra B HMxHeamnynsapHom otgene [3].

Kaxabil U3 npuMeHsieMblX MeTO[OB JieYeHUs Xapak-
TEPU3YeTCA BbICOKMM PUCKOM PA3BUTUS OCIOXKHEHUMN.
PapuKkanbHble v NannuaTUBHbIE ONepaLumn Npu pake nps-
MOV KUWKM OTNMYAIOTCA BbICOKOW TPABMATUUYHOCTbIO.
Bce oHM OTHECeHbl K BMelwaTeNbCTBAM MaKCMMabHOM
KaTeropuu CNOXHOCTU. XUPYPru-oHKOJOTU COBEPLIAOT
MaHUNynALMK B rNy6MUHE Manoro Tasa, YTo camo no cebe
3aTpyfHAeT BO3MOXHOCTM AMCCEKUMM M remocTasa ad
oculus. BHocuT cBOIl BKNag U M3MeHeHWe aHaToMuye-
CKUX B3aMMOOTHOLWEHWU NPAMON KULWKW, NnapapeKTanb-
HOW KNeTYaTKW W PALOM PACMONOXEHHBIX COCYAUCTHIX
CTPYKTYP B CBA3M C MECTHbIM PacnpoCTPaHEHNEM OMYX0-
neBoro npouecca [4].

JlyueBoe nevyeHue, HECMOTPS Ha COBEPLIEHCTBOBAHUE
M 0OHOBNEHME annapaTypbl B OTAENEHUAX AKTUBHOIA
paaMonoruu, OTAMYaeTcs pasBUTUEM BOCMANUTENbHbIX
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nocnepCcTBuiA CO CTOPOHbI MOYEBOrO Ny3blips U KOCTEM
Tasa. XummoTepanus, ABNAACb arpeCCUBHLIM CUCTEMHbIM
BO34ENCTBMEM, BNIEYET 3a COOOM PUCK Pa3BUTUSA arpaHy-
N0LMTO3a, aTPOPUUECKUX NOPAXKEHUA CNU3UCTON opra-
HOB JX€NYA0YHO-KUWEYHOr0 TPaKTa, NeYeHOYHOM Hepo-
CTaTOYHOCTH, rEMOPPArMYecKoro CMHApPoOMa BCeACTBUE
Tpombouutonexun [5,6].

N3yyeHne CTPYKTYpHbIX OCOGEHHOCTEH OCNOXKHEHMUIA
NleYeHNs paka NpsAMOI KULWKKM, a TAKXKEe MPOrHoCTuYe-
CKMUX (DaKTOPOB WX Pa3BUTUS MOXKET CnocoOCTBOBATH
cdopmupoBaHuio MHHOPMALMOHHOW OCHOBbI ANS Bbipa-
60TKM nporpamm npoduNaKTUKKM pa3BUTUA HETaTUBHBIX
nocnencTeum.

LLESTb

Lenb vccnegoBaHus — M3ydnTb CTPYKTYPY U Npeano-
CbIIKW Pa3BUTUS OCNOXHEHUI NPOTUBOONYXOEBOTO Je-
YeHUs paKa NpsAMOit KULLKU.

MALUMEHTBI M METO b

MpoBeeHO peTpocneKTUBHOE WUCCNefOoBaHWe, B Kaue-
CTBe NepBMYHON KOHEYHOI TOYKM OLeHMBaNach 4acrToTa
pa3BUTUA OCNOXHEHWUA NPOTUBOOMYXONEBOrO NIEYEHNUS.
[Ins aHanusa chopmmupoBaHa Beibopka M3 302 nauu-
€HTOB, KOTOpble OblnM nponedyeHbl B 2017-2018 rr.
(Tabn. 1). Kputepuamu BknoueHus ctanu sepucbuLmnpo-
BaHHbI paK NPAMONA KUIWKKU, NPOBEAEHUE PajUKaNbHOI
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M6O NannuaTUBHOM onepauuu no NOBOAY OCHOBHOIO
3abonesaHus. Kputepuem HeBKIIOYEHUA SBUIOCH Bbl-
NoNHeHMe XMMUOTepanuu AW Ny4yeBoil Tepanuu B MO-
HOpeXNMe, TMOO XUMUONYYEBOTO NleYeHus 6e3 Xupypru-
YeCKOro BO3AeNCTBUA Ha NepBUYHbINA oyar. Kputepuem
WCKIIOYEHMA CTANO BbLINOJNHEHME Onepauuu B CUMNTO-
MaTUYeCKOM M 3KCMJIOpaTUBHOM 0Obeme (KOnOCTOMMUS,
npo6Has nanapotomus). K paHHeil nocneonepaluoH-
HOW NeTanbHOCTU OTHOCMAM CMepTeNibHble UCXOABI, Ha-
cTynuelmne B Gamxaiiwmne 30 CyTok nocie onepauuu.
Mpn aHanu3e npeanocbINOK pa3BUTUA OCIOXKHEHUN,
B NepBYI0 OYepefdb, BCE BO3MOXHble XapaKTepUCTUKM
naLneHToB BbIGOPKYM ObiM pa3fesieHbl Ha MeCTHbIE U 06-
wue cakTopel onyxonesoro npotecca. K mecTHbiM oTHec-
NN BEJIMYMHBI NPOPACTaHuUs onyxonu cteHkn kuwku (T),
06beM NOPaXEHU PerMoHapHbIX NMMMGPATUYECKUX Y3N10B
(N), bakT Hannuma oTaaneHHbIx meTactasos (M), cTeneHs
anddepeHumpoBku onyxonesbix knetok (G), Hanuuume
numdosackynapHoit nueasum (LV), ctaguio onyxonesoro
npouecca no oTeYecTBEHHOW Knaccudukaunm, guamerp
OMyX0/n B CAHTUMETPax, PaCCTOAHME OT AUCTaNbHOM rpa-
HULbI onyxonu fo 3ybyatoil nuHuu. Cpean o6Wwmx dak-
TOPOB paccMaTpvBanu NnoJ, BO3pacT NaLuueHToB 1 (akThbl
HanMuus Hambosee YacTo perucTpupyemoi B BelbOpKe
COMYTCTBYIOLLEH NATONOTMU: TUNEPTOHUYECKON bones-
HU, UWEeMUYeCcKon bonesHn cepaLa, caxapHoro Auabeta,
OXUPEHUs, BaPUKO3HOW BONE3HWM BEH HUXHUX KOHEeY-
HOCTEMN, XPOHMUYECKON OBCTPYKTUBHON BONE3HN NETKMX,
XPOHMYECKOTO MNaHKpeaTuTa M noaunosa 060[04HOI
KWWKKU. YUNTbIBAA HanMume JOMONHUTENbHBIX NOTEHLM-
anbHbIX PAKTOPOB pUCKa NpU pa3BUTUU XUPYPruyecKux
OCNOXHEHWUW, B CNeaylollend YyacTu uccnefoBaHna Gakt
MX pa3BUTMA OLeHNBANN OTAENbHO U [OMONHUTENBHO U3-
yYanu BAUSHWUE NPOJOIKUTENBHOCTU ONepauun B MUHY-
Tax U o6bema KpoBONoTepy (B MUATUANUTPAX).

Cmamucmuyeckuli aHanus

Cratuctnyeckas 06paboTKa MOMyYeHHbIX pe3ysbTa-
TOB BbINOJHANACh B nporpammax Statistica v. 10.0
(StatSoftInc, CIUA) wu MedCalc v. 15.8 (MedCalc
Software, benbrua). KonuuectBeHHble AaHHble B Bbl-
Gopke npefcTaensu B GopmaTe CpeAHMUX 3HayeHni (M)
W CTAHAAPTHbIX OTKNOHeHUN (G). TecT Ha HOpMaNbHOCTb
pacnpepeneHus NPOBELEH C MPUMEHEHUEM KpUTepus
Wanupo-Yunka. C uenbio BU3yanu3aLmm JaHHbIX CTPO-
WAUCb AMArpamMMmbl pasmaxa, Ha KOTOPbIX NPeACTaBEeHs
MUHWUManbHoe 3HauyeHne (Min), meguaHa (Me), HUXHMIA
n BepxHuit keaptuan (Q1, Q3), makcMmanbHoe 3Have-
Hue npu3Haka (Max). [Ins cpaBHeHMs ABYX He3aBUCU-
MbIX TPYNM MO KOJMYECTBEHHOMY MPU3HAKY MPUMEHANN
U-kputepuit ManHa-YutHu. C Uenbio OLUEeHKM BEPOATHO-
CTU Pa3BUTUA HEBNArONPUATHOTO COGBITUS NPOBOLMUACS
pacyeT oTHocuTenbHoro pucka (RR) ¢ ykaszaHuem rpaHuu
95% poBepuTensHOro nHTepsana (95% [IN); pesynbtatsl
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Tabnuua 1. KnuHuko-demoepaguyeckue daHHble nayueHmos
Table 1. Clinical demographics information of patients

Bce
XapakTepucTukmn nayueHThbl
N =302
Bospacr, net 65,2 +9,9
Mon
Myxckoit 154 (49,0)
eHckuit 148 (51,0)
[inddeperunposka aieHOKapLUHOMbI
Bbicokas 86 (28,5)
YmepeHHas 151 (50,0)
Huzkas 65 (21,5)
Crapums onyxonun
I 75 (24,8)
I 100 (33,1)
111 93 (30,8)
v 34 (11,3)
Bup neyexus
Xupypruyeckoe 145 (48,0)
Xupypruyeckoe + fiy4eBas Tepanus 28(9,3)
Xupypruyeckoe + xumuortepanus 86 (28,5)
Xupyprudeckoe + y4yesas Tepanus +
XMMUOTEPANUSA 43 (14,2)
Bup onepaunu Ha npsamMon Kuwke
NepenHas pesekuus 163 (54,0)
BplowHo-NpoMexHOCTHas aKCTMpnaLus 78 (25,8)
06CTpyKTUBHAs pe3eKuus 46 (15,2)
BplowHo-aHanbHas pesekumns ¢ HU3Be[eHUeM
CUTMOBMIHOM KUMKW B @aHANbHbIA KaHan 6 (2,0)
BplowHo-aHanbHas pesekumns ¢ hopmuposaHmem
KOJIOCTOMbI 9 (3,0)
Conymcmaytowue 3a601e8aHUA
MMnepToHunyeckas 6onesHb 118 (39,1)
CaxapHblii guabet 72 (23,8)
Nwemunyeckas 6onesHb cepaua 72 (23,8)
OxupeHue 47 (15,6)
Bapuko3Has 601€3Hb BEH HUXHUX KOHEYHOCTEN 39 (12,9)
Monuno3 060[04HOM KULWIKM 27 (8,9)
XpoHWYecKuit naHkpeaTut 26 (8,6)
XpoHuyeckas ob6CTpyKTUBHAs 60N€3Hb NErkux 16 (5.3)

npeAcTaBneHsl B BuAe dopect-guarpamm. [ina oueHKu
BJUAHWA KONMYECTBEHHBIX MPU3HAKOB Ha Hebnaronpu-
ATHbIA ncxopn npumerHeH ROC-ananus (Receiver Operator
Characteristic) c ykasanuem nnowaau nog ROC-kpusoii
(AUC) 1 ee 95% AN.

CraTMcTMYeCcKM  3HAYMMBIMM
npu yposHe p < 0,05.

cyutann pasnnyna

PE3YJIbTATHI

OcnoXKHEHUs NPOTUBOOMNYXOEBOTO IeYEHUS PA3BUIUChH
y 118/302 (39,1%) nauueHnTtoB. lMogasnsiowee 60sb-
WHHCTBO U3 HUX (95/302 (31,5%) HabnoneHuit) 6binu
CBA3aHbl C XMPYPruyeckum BmellatenbcTsoM. Okoso no-
NIOBUHBI U3 HUX OKasanucb npobnemamu 3axuBneHus
paH — 47/95 (49,5%). B 26/302 (8,6%) HabnofeHu-
AIX UMeNo MEeCTo HarHoeHue paH. Mo noBogy Kaxnoro
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Ta6bnuua 2. Cmpykmypa ocioxHeHUl npomuBooNyxo0ie8020 JleyeHus paka npamol KULWKU
Table 2. Structure of antineoplastic treatment complications rectal cancer

YUCNO nalMeHTOB Dons ot o6wero yucna fonsa s crpyKvape
HassaHue ocnoxxHeHus € OCNOKHEHMAMM nayneHToB, % OCNOXHEeHUN, %
N =302 N=118
Xupypruyeckue oCnoxHeHua: 95 315 80,5
HarHoeHue paHbl 26 8,6 22,0
WNHobunbTpat B 06n1acTH paHsl 21 6,9 17,8
MocneonepauoHHbI NEPUTOHUT 13 4,3 11,0
CnaeyHas KuleYHas HenpoxXoaUMoCTb 7 2,3 59
MapacTtomanbHas rpbixa 7 2,3 59
AHacTomMO3MT 5 1,7 4,2
CTpUKTYpa KONOCTOMbI 4 1,3 34
HepocTtatouHocTb chuHKTEPa 3 0,99 2,5
MocneonepauyoHHoe KpoBOTEYEHME 2 0,66 17
KutweuHsbliit cauuy 2 0,66 1,7
OcTpas 3agepxka Moun 2 0,66 17
Me3eHTepuanbHblil TpoM603 2 0,66 1,7
PaHeHue moyeTouHMKa 1 0,33 0,8
OCNOXHEHNA XMMUOTEPANUK: 17 5.6 14,4
[eMaTOTOKCMYHOCTb 11 3,6 9,3
[enaToTOKCMYHOCTb 2 0,99 2,5
HelipoTokcnyHocTb 2 0,66 1,7
JHTEPOTOKCUYHOCTb 2 0,66 1,7
OcnoxHeHns nyyeBomn Tepanuu: 2 0,66 1,7
MocTnyyeBoit fepmatnt 1 0,33 038
Kokuurognuus 1 0,33 0,8
CuUCTeMHbIE OCNOXKHEHUS: 4 1,32 34
TINA 2 0,66 1,7
OHMK 2 0,66 1,7
Bcero 118 39,1 100

13 HaBNIOEHNIT BBINOHANACH XMPYpriyeckas 06paboT-
Ka rHOMHOro oyara, TpeboBanacb AOMONHUTENbHAS aH-
TMbUoTUKOTEpanus. Y 21/302 (6,9%) nauueHTa guarHo-
CTUPOBAH UHMUNLTPAT B 06/1aCTM NOCNEONEPALUOHHOIA
paHbl. [loNONHUTENbHBIX XUPYPrUYECKUX MAHUMYNALUNA
OHW He TpeboBanu, HO Ha3HAYeHHyl aHTUOAKTepUaNb-
HYI0O U NPOTUBOBOCNANUTENbHYIO TEPANMUIO Y HUX MpO-
noHruposanu (Tabn. 2).

3HauuTenbHoW Oblna YacToTa pasBUTUS mocneonepa-
uMoHHOro neputoHuta — 13 (11% ot obwero yucna
0CNOXHeHun, 13,7% — oT KonuyecTsa nocieonepawm-
OHHBbIX OCNOXHEHWU1), UCTOYHUKOM KOTOPOro Oblin He-
COCTOATENbHOCTb KOJIOPEKTaNbHOM0 aHaCTOMO03a, Me3€eH-
TepuanbHblii TpoM603, Hekpo3 U nepdopauus TOHKOM
KULIKW, HEKPO3 HU3BEJEHHOW B aHaNbHbIN KaHan CUrMo-
BUAHOM kuwkm (Tabn. 3). Bo Bcex HabntoAeHUAX NO no-
BOAY NEepUTOHMUTA BbINOSHEHA penanapoToMus. PaHHAS
NeTanbHOCTb B AAHHOW rpynne nmauueHTOB OKasanacb
BbicOKOW — 38,5%, BCe neTanbHble UCXOAbl BO3HUK-
nn yepe3 13 + 4,2 cyTOK nocne nepBMYHON onepauuu.
Mpu 3TOM CpepHUit KOMKO-AEeHb Y NaLMeHTOB, ONepupo-
BaHHbIX N0 NOBOAY NEPUTOHMTA, OKa3ancs AOCTOBEPHO
6osblue, yem y 6obHbIX 63 neputoHuTa (p =0,0013) —
36,5 (24,5; 51,5) u 21,0 (18,0; 23,0), COOTBETCTBEHHO.
Takas nNpOAOMKMTENbHOCTb CTaLMOHAPHOTO NleyeHus
Oblna cBszaHa C HEOOXOAWUMOCTLIO KYyNMUPOBAHMA Mpo-
ABNEHWI aBLOMUHANBLHOIO Cencuca U BOCCTAHOBIEHMUA

OCHO)KHEHMSI MPOTUBOOMYXOJIEBOTO sIeYeHUs paka I'IpSIMOﬁ
KULUKKU: CTPYKTYpPHbIE OCOseHHOCTM MU NpeanocbIKN pa3BUTHUSA

3 EKTUBHOCTU BUTANBHBIX QYHKLMIA NOCNe [BYX one-
pauuit 6onblworo obbvema.

B 11/118 (9,3%) HabniofeHUsx AWArHOCTUPOBAHbI
no3gHue OCNOXHEHUs KonocTombl: 7/11 (63,6%) —
napactomanbHble rpbixu, 3/11 (27,3%) — CTpPUKTYPSI.
Mo noBody MOCNELHUX BbINMONHEHbI PEKOHCTPYKTUBHbIE
onepauuu.

Mpu aHanu3e CTPYKTYpbl XUPYPruyeckux OCNOXKHEHUN
neyeHus paka NpaMoil KUK obpalyaeT Ha cebs BHUMa-
HUE BAWSIHWE aHAaTOMUYECKUX 0COOEHHOCTel pacnono-
KEHWs NOpaXXeHHOro Heonnasuei opraHa. Tak B 2/118
(1,7%) HabntogeHuax OGbINO [MATHOCTMPOBAHO paHHee
nocneonepayoHHOe KpOBOTEYEHUE W3  KPECTLOBbIX
BeH, y 1/118 (0,85%) nauueHTa BO BpeMs pajuKaib-
HOro BMeLaTenbcTBa GblN NOBPEXAEH NEBbIi MOYETOY-
HWK. KpoBoTeueHus Obinu AnarHoctTuposaHbl 6narogaps
pa3fenbHoMy MHTpaonepaLuoHHOMY [LPEeHUPOBAHMIO
OpIOWHON NoAOCTM M 3a6PIOWMHHOIO MpPOCTPAHCTBA
M OCTaHOBNEHbl BO Bpems penanapotomuu. Mo nosogy
paHeHWs MOYETOYHMKA BOCCTAHOBMTENbHAA Onepalus
W BPeMEHHOe CTEHTUPOBAHWe MPOBEfEHbI C NpuBJeYe-
HueM B 6puragy oHkonora-yponora. ¥ 2/118 (1,7%) na-
LMEHTOB B paHHEM NOCNeoNnepaLMoHHOM Nepuoae pas-
BMJacb OCTpas 3afepxka mouu. B ogHom HabGniopeHnu
3T0 NOTPebOBano NOBTOPHOI KaTeTepu3auuu MOYEBOTO
ny3bips, BTOPOMY 6ONbHOMY, B CWJy COMYTCTBYKOLLE/
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Ta6bnuua 3. [lpuyuHsl pazsumus nNocieonepayuoHHo20 nepu-
moxuma
Table 3. Causes of postoperative peritonitis

Cnyyau
MipHumna nocneonepayuoHHOro
nepuToHUTa

N=13
HecocTosaTenbHOCTb aHacToMo3a 5(38,5)
Me3eHTepuanbHbiit TpOM603 3(23,1)
PeTpakuus KonocTombl 2 (15,3)
Hekpo3 v nepcopauus TOHKON KUWKK 1(7,7)
Abcuecc B 06nacTi aHacTomo3a 1(7,7)
Hekpo3 HM3BEAEHHOI CUTMOBUAHOW 1(7,7)
KULWKN

naToNorun NpefcTaTeNbHoOi Xenesbl, BEINONHEHA HAf-
N106KOBas ANULUCTOCTOMMS.

Bonbwoi o6bem onepayun no yAANEHUIO NPAMON KULL-
KW C ONyXoJblo B PAfE ClyyaeB NpUMBOAUA K npobnemam
BOCCTaHOBJ/IEHWA MOTOPHO-3BaKyaTOPHOI hyHKLMK BCEX
OTAENoB KuweyHuka. B 7/118 (5,9%) HabnwopeHuax
AMarHocTMpoBaHa paHHAsA CMaeyHas KuUlWeyHas Hempo-
xoaumocTb. Y 6/7 (85,7%) nauMeHToB OCNIOXKHEHUs NpU-
WA0Ch pa3pellatb XMpYypruvecku.

BocemHaauatb (15,3% 0T 06Lero Yncna oCNOXHeHN)
GOMbHbIX UMENN OCNOXKHEHWUS XMMUOTEPANeBTUYECKOTO
neyeHus. 3To 6bINN Pa3nYHbIE BAPUAHTHI TOKCUYHOCTY
MpenapaToB, BbI3BaHHbIE WX CUCTEMHbIM [EeiCTBUEM.
MpumeyaTenbHo, 4to Gonee NOAOBUHLI 3TUX BONbHbBIX
(11/18 (61,1%)) cTonKHYNUCb C Npo6aemMoii HeraTMBHO-
ro BAWAHUA LMTOCTAaTUYECKUX MPenapaToB Ha KOCTHbI
MO3r. Y HWX OblIM AMArHOCTUPOBAHbI arpaHynoLMTO3
v TpombouuTonenus. B 5/18 (27,8%) HabntoaeHUsX no-
Tpe60oBanoCh CTaLMOHapHOe NleYeHune LS KynupoBaHUS
thebpunbHoit HeiTponeHun. MauymeHTam BbINOJHANM
BHYTPUMbILLEYHOE BBeJEeHME MpPenapaToB KOJOHUECTU-
MyNMpYOLWKX haKTOpoB (NeiKoCTUM, HelinoreH) 1 nepe-
NMBaHWe TPOMOOLMTHOTO KOHUeHTpaTa. C opraHu3aum-
OHHOIA TOYKM 3PEHNA OMACHOCTb AAHHbLIX OCIOXHEHUN
Oblna CBA3aHa C UX pa3BUTUEM B CepefyHe 3annaHupo-
BAHHOrO MepepbiBa MEXAY KypCaMu XMMWUOTEpanuu, To
ecTb Yepe3 7-10 fHeit nocne BbINUCKM W3 CTaLMoHapa.
B 3T0T nepuoAa nauueHThbl Yalle BCEro He UMeKT BO3-
MOXHOCTU €XeAHEeBHOro 1abopaTopHOro MOHUTOPUHTA
reMUYeckux nokasareneit. B 3 u3 5 HabniogeHuit naum-
€HTbl B CBA3M C YXyAlWEHWEeM CaMOYyBCTBMSA MOCTynanu
B OHKONOTWUYECKMiA CTALMOHAP B KpaiHe TAXKeNoM coc-
TOSHUM B OTAEJIEHNE peaHUMaLLMN U UHTEHCUBHON Tepa-
nuu. EQMHMYHYIO BCTpeYaeMoCTb UMENU renato-, IHTe-
pO- 1 HEPOTOKCUYHOCTb XUMUOTEPANUH.

CucTeMHble 0CNOXHEHUA BbifBNEHbl Y 4/118 (1,3%) na-
uneHtoB. 06a GbIM CBA3aHbI C MapaHeonNacTUYeCKUM
BJIMSHWEM OCHOBHOrO 3a00/eBaHWS Ha CUCTEMY CBep-
TbIBaHUA KPOBM W MOBbIWEHHBIM PUCKOM TPOMBOOGpa-
30BaHUsA NpU oHKoMoruyeckom npouecce. B 2/4 (50%)

KOJIONPOKTOJIOTUS, Tom 24, N2 2, 2025

HabnoaeHNAX 3aUKCMPOBAHO OCTPOE HapylleHUe MO3-
roBoro KpoBoOGpaLLeHuMs No Uwemmyeckomy Tuny. Y 2/4
(50%) nauMeHTOB BbIsBJEHA TPOMOOIMOONUA MENKUX
BeTBeN eroyHoit aptepum. [lnarHossl Bepucuumuposa-
Hbl MPW KOMMNbIOTEPHOI TOMOrpaduu ronoBHOrO MO3ra
U TPYAHOW KNETKM, COOTBETCTBEHHO.

HanmeHblwyo 4acToTy BCTPEYaeMOCTU MMeNU OC/OX-
HeHMA ny4yeBoil Tepanun. Bo MHOrom 310 CBA3aHO, BO-
nepBblX, C OTCTPOYEHHbIM XapaKTepoM Pas3BWUTMA MNO-
CNefCTBMiA 06/1y4eHNs BHYTPEHHNUX OPraHoB (Hanpumep,
remMopparuyeckuit LLMCTUT), a BO-BTOPbIX, C NpenmylLe-
CTBEHHbIM HEO3AbIOBAHTHLIM MPUMEHEHUEM Pafuoso-
TMYeCKOro MeToAa NevyeHUs Onyxonen NpAMON KUIKM
KOPOTKMMM KypCaMu KPYMHOMPAKLUNOHHBIX CEeaHCOB.
Bce 311 nauueHTEl MMeNM onyxoneBoe NopaxeHue HUX-
HeamnyaspHOro otgena npsmoi kuwku. B 1/2 (50%)
HabNloAEHNM AMArHOCTUPOBAH MOCTAYYEBOW LEPMATHT,
KYNUpOBaHHbI aMbynaTOpHO MECTHbIM MpPUMEHEHM-
€M NpOTMBOBOCNANUTENbHbIX NIeKAPCTBEHHbIX CPeACTB.
Y 1/2 (50%) nauueHTOB mocne afbloBaHTHOTO 06ayye-
HWA KpecTua B CYMMapHOW o4arosoi fo3e 60 p ume-
Na MecTo KOKLMFOAMHUSA, NOTpebOoBaBlas ANUTENbHOIA
MHOTFOKOMMNOHEHTHOI aHanbreTUyeckomn Tepanuu.
NHTepecHbIM BBIFMAAMT aHaNM3 CTPYKTYPbl OC/IOXHe-
HUI MPOTUBOONYXONEBOrO NIEYEHNUA MO Knaccudukaumm
Clavien-Dindo. Kaxpblit TpeTuii 60bHOI C OCNOXKHEHWEM
TpeboBas TONbKO MefuKaMeHTo3HoN Tepanum (knacc II).
B ocHOBHOM 3T0 aHTMGaKTepuanbHble npenapatbl U MHGY-
3WOHHasA Tepanua AN KyNMpoBaHUA CUCTEMHbIX peaKLnii
Ha uuTocTaTUkW. 06paTUiM Ha cebs BHUMaHUE CpaBHM-
Mble 4acTOTbl BCTPEYAEMOCTU OCNOXKHEHMUI, MPU KOTOPbIX
Obina HeobX0AMMOCTb BBINOIHEHWA ONepaLuu nop, Hap-
KO30M ¥ rocnuTanu3auum B OTAENEHWe peaHuMauuu
no NOBOJY XU3Heyrpoxatouiero coctoaHma — knacc I1IB
16,1% u knacc IVA 15,3%, cootBeTcTBeHHO. PakTnyecku
BCE 3TW NauMeHTbl Ha OHOM W3 3TanoB JieYeHns Npoxo-
AAT yepes HabJleHNe peaHMaTonoroB (Mo pasinyHbIM
MOKa3aHUAM) U UMEIOT BbICOKWI PUCK NEeTaNbHOTO UCXO-
pa. CyMmapHO KW3Heyrpoxarolme CocTosHMA (Knacchbl
ITIB, IVA, IVB), pa3sunucb B 38,2% HabnopeHuit. 310
CBUAETENbCTBYET 00 aKTyasbHOCTU MOWUCKA NMpPEBEHTUB-
HbIX Mep B OTHOLIEHUN OCNOXHEHWI MPOTUBOOMYXONEBO-
ro Nle4yeHus, Tak KaKk MHOTME U3 HUX HEraTUBHO BAUSAIOT
Ha BUTaNbHbII NPOrHo3 ans naumeHTos (Tabn. 4).

Cpepn mecTHbIX (DaKTOPOB pMUCKa B KauyecTBe NpefuKTo-
POB Pa3BUTUS OCNOXHEHUIN NeYeHns Haubonee 3HauU-
MbIMU OKa3anuch creneHb AnddepeHLUpPOBKM OMyXoau
(AUC =0,58; 95% [11: 0,52-0,64; p = 0,007) u paccTos-
HUE OT [UCTaNbHOTO Kpas HOBOObGpa3oBaHUs [0 3y6ya-
Toit nuHum (AUC=0,63; 95% [iW: 0,53-0,64; p = 0,0009)
(Puc. 1). Takum 06pa3oM, OCNOXKHEHUS Pa3BUBANUCDH
AOCTOBEPHO Yalle Npu HU3KoI fuddepeHLpoBKe ony-
XO0/W, YeM NpU BbICOKOI, U NpU €€ NoKanu3saumu B Bepx-
HeamnynspHOM OTAeNe NPAMON KUILKN.

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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Tabnuua 4. Cmpykmypa ocnoxHeHuli nedeHus paxka npsamol Kuwiku no kaaccugukayuu Clavien-Dindo
Table 4. Structure of rectal cancer treatment complications according to Clavien-Dindo classification

Knacc Yucno nauuentos | Jonsa ot obuero
J— CopepixaHue C OCNOXKHEHUAMU Konmyecrea

(N=118) ocnoxHeHuit (%)

I 6e3 HeOOXOAUMOCTU SleYeHUs 3 2,5

II MeaMKaMeHTO3Hoe NevyeHune 38 32,2

IIIA Xupypruyeckoe neyeHue 6e3 obuiero 06e36omBaHus 27 22,9

I1IB XMPYPruyeckoe neveHne nog obwmm o6esbonmsarmnem 19 16,1

IVA XWU3HeonacHble 0CNOXHeHus — neyerue B OPUT, gucdyHKumsa ofHoro opraHa 18 15,3

IVB XU3HeonacHble ocnoxHeHus — nedverue B OPUT, NMOH 8 6,8

Vv NeTanbHbI ncxopn 5 4,2

lpumeyarue: OPUT — omdeneHue peaHumayuu u uimercusHol mepanuu, [I0H — nonuopzaHHas HedocmamoyHoCmb.

[ina ocTanbHbIX KONMYECTBEHHbIX MPWU3HAKOB, Kacalo-
WMXCA XapaKTEPUCTUK CaMOM ONyxonW, AuarHoctuye-
CKOM 3HAYMMOCTW BAWUSHUSA HA Pa3BUTUE OCIOXHEHWI
He 3apeructpuposaHo. Mnowanb nog ROC-kpnBON Haxo-
aunace B npegenax 0,52-0,55, p =0,16-0,52.

Mpun paccmMoTpeHnn GaKTopOB, XapaKTepPU3YIOLLMUX CaMUX
nauneHToB, 06HApYXeHO, YTO MO U BO3PACT He OTHO-
CUANCH K YNCNY NPEAUKTOPOB OC/IOXHEHHOTO BapuaHTa
katamHe3a (gns nona: RR = 1,01; 95% [N: 0,76-1,33;
p=0,97; pna Bo3pacta: AUC=0,55; 95% [i1: 0,49-0,61;
p = 0,14). B cTpyKType conyTCTByIOLWEN NaTONOrMM
npu OLEeHKe OTHOCUTENbHOTO PUCKA Pa3BUTUA OCIOXK-
HEeHWN [LOCTOBEPHO BbICOKas BEPOATHOCTb Pa3BUTMA OC-
NOXHEHWUIN NeYeHNs BbISBNEHA Y NALMEHTOB C CaXapHbIM
auabetom (RR = 4,05; 95% [1: 3,16-5,20; p < 0,0001),
oxupenuem (RR=3,11; 95% [iN: 2,52-3,83; p < 0,0001),
BapMKO3HOW 060Ne3HbI0 BEH HUXKHUX KOHEYHOCTeV
(RR=1,81; 95% [IN: 1,36-2,41; p < 0,0001) (Puc. 2).
Kpome KOHKpeTHbIX BapMaHTOB CONYTCTBYIOLLEN NaTONO-
rMK ObIN AaHANU3MPOBAH CyMMapHbIA BKNAZ KIMHUYECKH
3HaUYUMbIX 3a001€BAHMIA B PUCK PA3BUTUS OCNOXHEHNIA.

YyBCTEHTE ABHOCTE

1] 20 40 60 80
100-coemndmuBEOCTE

‘Iyne TEHTE ABHOC TS

[na 3Toro ucnonb3oBaHO BblYUCAeHWe MHpekca Ko-
MopbuaHocTu YapnbcoHa. B rpynne naumeHTos 6e3 oc-
NOXHEHNi MeanaHa cymmbl 6annos coctasuna 0 (0; 1),
B npoTuBononoxHon rpynne — 1 (1; 2) (p < 0,0001).
Mpu nomowu GanNbHON OLEHKM CONMYTCTBYIOWeH naTo-
NOTUM U CPaBHEHUA TPYyNMN C pa3BUTMEM OCIOXKHEHW
NeyeHus u 6e3 TaKoBbIX MONYYUIN CTAaTUCTUYECKN 3Ha-
yumble pasznuynsa (Puc. 3).

B oTHOWeHNM haKTOPOB pUCKa OTAENbHO BblNM paccmo-
TPEHbl XUPYpruyeckne ocnoxHeHus. Mx pons B obliem
yucne HebNaronpuaTHLIX COCTOSHWI MOCNe NPOBefeHNUs
NPOTMBOOMYXOIEBOrO fleYeHUs Obina caMoil BbICOKOH —
80,5%. Cpean o6wmx aKTOPOB BbLISBAEHO, YTO NOJ
M BO3PACT CTaTUCTUYECKM 3HAYUMO He BAWANM HA pas-
BUTME NOCNEONEePaLMNOHHbIX OCIOXHEHUA — Ana nona:
RR =0,99; 95% [W: 0,71-1,39; p = 0,99; onsa Bo3pacra:
AUC=0,53; 95% [IN: 0,47-0,58; p = 0,49. Cpean MeCTHbIX
(haKTOpOB CTATUCTUYECKM 3HAYUMOE BAUAHME HA Pa3Bu-
TWe OCNOXHEHWI 0Ka3blBaNn MeTacTasbl B pernoHapHble
numdoysnsl (AUC = 0,56; 95% [IN: 0,50-0,62; p = 0,03),
cteneHb pauddepeHumuposku onyxonu (AUC = 0,58;

100-cxenadEaEOCTE

PucyHok 1. ROC-kpussle no oyetke sausHus cmeneHu ougeperyuposku onyxonu (G, cresa) u paccmosHus om ee OUCMAnbHO20

Kpas do 3y6yamoli nuxuu (L, cnpasa) Ha pazsumue ocnoxHeHul

Figure 1. ROC-curves for assessment of the effect of the degree of differentiation of the tumor (G, left) and the distance from its
distal edge to the dentate line (L, right) on the development of complications

OCHO)KHEHMSI MPOTUBOOMYXOJIEBOTO sIeYeHUs paka I'IpSIMOﬁ
KULUKKU: CTPYKTYpPHbIE OCOseHHOCTM MU NpeanocbIKN pa3BUTHUSA
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PucyHok 2. ®opecm-duazpammsi npeduKmopos pazsumus oc-
JI0XHeHUl cpedu conymemsytoujeli namosoauu
Figure 2. Forest-plots of complications’ predictors of complica-

tions among comorbidities

Mpumeyarue: Cf] — caxapHbili Ouabem, [b — 2unepmoHuyeckas 60se3Hs,

BbB — sapuko3Has 6on1e3Hb BeH HUXHUX KoHeyHocmedl, X0BJ1 — xpoHuyeckas
obcmpykmusHas 6one3Hb neekux, MbC — uwemuyeckas 6one3Hs cepoya.
3HayqumbIll ypoBeHb OMHOCUMENbHO20 PUCKA PA3BUMUS OC/IOXHeHU(
uKcuposanca npu pacnonoxKeHuU epaguKa yeaukom cnpasa om eouHUYb!

no 20pu30HManbHoU ocu.

95% [W: 0,52-0,63; p = 0,02), cTagMn NO OTeYeCTBEH-
Holt knaccudumkauum (AUC = 0,57; 95% [N: 0,51-0,62;
p = 0,04) u paccTosiHMe OT AUCTANbHOrO Kpas ONyxosu
po 3yb6uatoit nuHum (AUC = 0,59; 95% [N: 0,51-0,62;
p = 0,03). MNpu 3TOM fMamMeTp onyxonu, BeaUYUHA Npo-
pacTaHua CTeHKU KuWKM, akT numdoBaCcKynApHON
MHBA3UW W HATUYUA FeMATOreHHbIX MeTacTa3oB He BAU-
ANV Ha pa3BUTUE XMPYPruyeckux ocnoxHeHuin. Cpepu
0C06EHHOCTEl BbINOJHEHWA OnepaLuu AONOJHUTENbHO
aHanM3npoBaHbl €€ MPOLOIKUTENBHOCTL U BENNYMHA UH-
TpaonepauuoHHoi kposonoTepu. 06a nokasatens oka-
3a/IMCb B YNCe CTaTUCTUYECKM 3HAYMMBbIX haKTOPOB py-
CKa. Y MauneHTOB C OCNOXHEHWUAMU BO BPeMs onepaLuu
KpoBomnoTeps 6Gbia JOCTOBEPHO Bbille, YEM Y BONMbHBIX

Owarpauma pasmaxa ana kp PA TRYM. N0 HaKT XMpyp! o
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PucyHok 3. Juazpamma pazmaxa no MHOeKcy kKomopbuoHocmu
YapascoHa 014 nayueHmos ¢ 0CloXHeHUAMU (cnpasa) u 6e3
ocnoxHeHuli (cnesa)

Figure 3. Box-and-whiskers plots of Charlson Comorbidity Index
for patients with complications (right) and without complica-
tions (left)

¢ 6naronpuATHLIM TeYEHUEM NOCNeonepaLmnoHHOro ne-
puopa: 400 (350; 500) mn u 300 (300; 400) mn, cooT-
BETCTBEHHO, (p = 0,04). Onepaumu, nocie KOTopbix Gbian
AVArHOCTUPOBaHbl HeGnaronpuATHble COObITUA, MMenu
CTATUCTUYECKM 3HAYNMO GOMbLLIYI0 MPOAOSIKUTENBHOCTD,
YeM XMpypruyeckue BMeLaTeNnbCTBa, NOC/IEe KOTOPbIX NO-
cnepHue He 6bin BbisiBaeHbl: 200 (200; 200) MuH. 1 150
(120; 180) mMuH., cooTBeTCTBEHHO, (p = 0,007) (Puc. 4).

OBCYXOEHUE

AHanu3 npeauKTUBHLIX CNOCOBHOCTENM NOKaNbHBIX (ak-
TOPOB puUCKa Pa3BUTUA OCNOXHEHWI BbIABUA YBeN-
YeHMe BEPOATHOCTU HACTyNJeHWUs HebnaronpusTHOro
CoObITUS NpU BOMbLWIEM PACCTOSHUM OT [AUCTANbHOI

Ouarpamma pajsaxa ANA BPeUA oNSpayi IPYN. No KT XAPYPIwIeckuy oCowHERWR
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PucyHok 4. [Juaepammsi pazmaxa spemeHu onepayuu (a) u senuyuHsl kposonomepu (6) y nayueHmos ¢ 0CA0XHeHUsMU U 6e3

0C/IOXHeHUU

Figure 4. Box-and-whiskers plots of surgery time (a) and blood loss (b) in patients with and without complications
ﬂpUMeanue: 8 06oux caydaax nesbll ZPGdJuK — nayueHmesl 6e3 0CNI0XKHeHU, npasblﬁ — C OC/I0XXHeHuAMU
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rpaHuubl onyxonu o 3y6uatoii nuHuu. BeposiTHo, 3To
CBAI3aHO C HEOOXOAWUMOCTbIO B AAHHONM KAMHWUYECKOi
CUTyaUMM BbLINOJHEHUS NEPEfHUX PEe3eKUMit npAMoii
KUWKN C (OPMMPOBAHMEM KONMOPEKTANbHOTO aHacTo-
Mo3a. PUCK HECOCTOATENBHOCTY NPU 3TOM ABNAETCA Bbl-
cokumM. Mo Bceit BUOAMMOCTU, 3TO 0OCTOATENLCTBO, B TOM
Yucne CTaNo NPUYMHON UMeloLeiics B NOCNesHUE roabl
TEHEHUMN K POPMUPOBAHUIO NEPBEHTUBHBIX TPAHCBEP-
30CTOM BO BpeMA TaKuUx onepauui gns BPEMeHHOW pas-
TPY3KM aHACTOMO3a U CHUXEHUs BHYTPUNPOCBETHOTO
LaBnieHus B ero o6nactu. 0cobeHHO 3T0 KacaeTcs anna-
paTHbIX BAPUAHTOB pe3eKLum.

BmecTe ¢ TeM, HaMK He NOyYeHO [AHHBIX O pOCTe Bepo-
ATHOCTW PA3BUTUS OCNOXHEHWIA IEYEHNA C YBENUYEHNU-
eM Bo3pacTa nauueHToB. Mo Bcell BUAMMOCTH, BbICOKaAs
WHTEHCUBHOCTb 0OMEHA BELLECTB Y /UL, CPeHEro BO3-
pacta obycnoBnuBana 6osiee APKYID NOKANbHYIO U CU-
CTEMHYI0 BOCMANIMTENbHYIO pPeaKkuuio opraHusma nocne
onepauuit 60ablworo 06beMa, K KOTOPbIM OTHOCATCA BCe
BapMaHTbl MOCOOGMA MpU pake MpsMON KUWKU. ITU XKe
MeTabonuyeckue Tpe6oBaHUs ABNAIOTCA NPUYMHON KIN-
HUYECKW BbIPaXKEHHON [EeKOMNEeHCcaLun KpPOBETBOPHbIX
HapyLeHW NpW NPOBESEHUN XMMUOTEPATUN.
YunTbiBas BbICOKYK 4YacTOTy BCTPEYAEMOCTU THOMHBIX
OCJI0XHEeHNIt B 06Leit cTpykType (39,8%), BAnAHUE ca-
XapHOro Auabeta M OXMPeHUs Ha pasBUTME OCNOXHE-
HUA NpepcTaBAsfeTcs BMOMHE JIOTMYHBIM. AHruonatus
BC/IeACTBUE CTOMKOrO HapylIeHUs yraeBoAHOro obMeHa
HeraTMBHO CKa3blBAeTCA Ha COCTOAHUM CUCTEMbI MUKPO-
LMPKYNALMW KPOBU, B TOM Yucie B 061aCTv nocneonepa-
LMOHHOM paHbl. ITO yXyfLaeT YCNOBUSA 8 3aXKUBNEHUS
C TOYKM 3peHns TPODUKKN, OKCUTeHaLMmn TKaHel n oTee-
A€HUs pacluenneHHbIx NpoaykToB o6meHa. Mpu oxupe-
HUM B TKAHAX nepefHeit GPIOWHON CTEHKM 3HAYUTENbHA
BENIMYMHA CNOS MOAKOXKHON KNeTyaTKu, KoTopas B cuiy
MUHUMANbHOTO MOTEHLMANa K HAKOMJEHWI0 aHTUGaK-
TEpPUANbHBIX CPEACTB, NOLTBEPXKAEHHbIX B pAfe ucche-
LOBaHWUI UX NOCNeonepaLuoHHOi KoHUeHTpauuun [7],
ABNAETCA OCHOBHbIM JIOKYCOM PA3BUTUS THOWMHBIX W UH-
(hunbTpaTUBHbIX NpoleccoB. BapukosHas 6one3Hb BeH
HUXHUX KOHEYHOCTEN — O[HO U3 TNaBHbIX Npegpacmno-
NaralowWwmx yCNoBUid As pa3BUTMS NOCIEONepaLMOHHbIX
TPOM6030B M TPOMOO3IMOONIA. Y aHaNM3MPyeMbIX NaLm-
€HTOB OHa [OMOJHAETCA TaKMMU PaKTOpPamMu pucka Kak
CaM onyxoneBblil NPOLECC U NPOAONKUTENbHASA TpPaB-
MaTuM4yHas onepauus [8]. W xoTa B HacToslee BpeMms
006s3aTeNbHbIMU MepaMu NpodunakTUku Tpom6o3m6o-
JINYECKUX COOBITUII B NOCNEONepaLMOHHOM Neproje sB-
NIAETCA UCNONb30BaHNE KOMNPECCUOHHOM Tepanuu, Hb-
EKLMOHHBIX HWU3KOMOJEKYNSPHbIX renapuHoB, 4acToTa
Pa3BUTUA YKa3aHHbIX OCJOXKHEHUN COXPAHAETCA Ha Ku-
HUYECKM 3Ha4YMMOM ypoBHe. B 3TOW CBA3M NO pe3synb-
TaTaM aHann3a OTHOCUTENbHOrO pUCKa (aKT Hanuyus
BApPUKO3HOI 60NE3HN BEH HUKHUX KOHEYHOCTEH MOXET

OcnoxHeHus MPOTUBOOMYXOJIEBOTO sIeYeHUs paka I'IpSIMOlji
KULWIKKU: CTPYKTYPHbIE OCOseHHOCTM MU NpeanocbIKN pa3BUTHUSA

CNYXWTb OCHOBAHWEM AN1A PACCMOTPEHMA MaLMeHTa Kak
NpeacTaBuTeNs rpynnbl C NOBbILEHHO! BEPOATHOCTbIO
pa3BUTUA OCNOXKHEHWN.

Mpu conocTaBieHUM HAWMWX AAHHBIX C pe3ynbTaTamu
UCCNef0BaHWIA, onybAMKOBAHHLIMWU B NUTEpaType, Bbl-
ABJIEHO, YTO YaCTOTa OCNOXHEHWUA NPOTUBOOMYX0NEBOr0
NIeYeHMa B aHanu3upyemon rpynne nauueHTos (39,1%)
HaxoguTCA B npegenax nybAMKyeMblX 3HAYEHUd —
32,2-39,7%. HeckonbKo npeBbllWaeT AaHHble AuTepa-
TYpbl 4acTOTa Pa3BUTUA TAXKENbIX XKWU3HEYrPOXKaloLnUxX
ocnoxHeHuit (knacc IIIB v Bbiwe no Clavien-Dindo) —
16,6% B Hawem uccnepgoBaHun npotus 10-12% B po-
CTYMHBIX UCTOYHUKAX. XOTH, B LENOM, N0 CTPYKType Mbl
TaKXKe OTMETUNU npeobnafaHue OCNOXKHeHWH, TpeGo-
BaBLIUX Wb MEANKAMEHTO3HOTO nevyeHus [9,10]. B pa-
6ote Calu V. c coaBT. NoKa3aHo, YTO 3HAYUTENbHYIO YACTb
OCNOXHEHWIt NeyeHUs COCTaBNsAET paHeBas WHQeK-
uns — 22 3 67 60nbHbIX. B aHanu3upyemoii Bbibopke
NauMeHTOB YacToTa PasBUTUA NpobNeM 3aXUBIEHUS
paHbl OKa3anach HWXe, HO CPeAM BCeX XMPYPruyeckux
OCNOXKHEHWIt OHM 3aHANN NAKPYIOLLYI0 No3uumio. B Toi
e ony6aMKoBaHHOW paboTe BHIMOJHEH aHanM3 psafa
NPeANKTOPOB Pa3BUTUA OCNOXHEHUI NeYeHna paka nps-
MOI KUWKH. [ToKasaHa CTaTUCTUYECKM NOATBEPKLEHHAS
pOJib pacyeTHO KPOBOMOTEPU U MHAEKCA KOMOPOUAHO-
€TV YapnbcoHa B pa3BUTUM OCIOXKHeHUN [11].

SAKITIOYEHUE

MauneHTbl C OCNOXHEHWAMU NPOTUBOONYXONEBOrO fe-
YeHWs COCTaBAAIOT 3HAYUTENbHYI0 4acTb OT BCeX Mpo-
JIeYEHHbIX NO NOBOAY paka npAMoi Kuwku — 39,1%.
Hanbonee yacto HebnaronpusTHele CobbITUS pa3BMBa-
lI0TCA nocne xupypruyeckoro smewarenocrea — B 80,5%
OT 06Lero yucna ocnoxHeHui. Kaxablit BTOpoii Takoi
nauueHT CTaNKMBAETCA ¢ NpobieMaMu 3aXKNUBAEHNUS paH.
Hanbonee onacHbIM M3 OCNOXHEHWII cTan nocneonepa-
LMOHHbIN NEPUTOHMT, MoCNe KOTOPOro B 5 HabloAeHUsAX
1313 npousoLen netanbHbl ucxogd. OCNOXKHEHUA XUMMO-
Tepanuu BblfBAeHbl TnwWb Yy 15,3% naunenTos. boabwyio
4acTb M3 HUX COCTaBMUAN OMACHbIE ANA XU3HU COCTOAHMUS,
CBA3aHHbIE C reMaTOTOKCUYHOCTbIO BBOJMMbIX CUCTEMHO
npenapatoB. Cpeau 3Ha4MMbIX MPeAUKTOPOB Pa3BUTUA
OC/IOXHEHWUN: OTMeyeHbl CTeneHb AuddepeHLMpoBKK
onyxonu (p = 0,007) 1 paccTofHWe OT [UCTANLHOTO Kpas
HOBOOOpa3oBaHWa [0 3ybuatoit auHuu (p = 0,0009).
Mpu XupypruyeckoM neyeHUW BBICOKWIA MPOrHOCTUYeE-
CKMI noTeHuMan 3aUKCUpPOBAH Yy BENWUYMHBI MHTpa-
onepauuoHHon kposonotepu (p = 0,04) u npogonxu-
TeNbHOCTW BMewaTenbcTBa (p = 0,007). [JoctoBepHOCTb
pasNuUuKii MeXLY OCNOXHEHHBIM U 61AronpuUATHLIM Ba-
pUaHTaMU KaTaMHe3a BbisBNEHA N0 WHAEKCY KoMopoua-
HocTn YaprnbcoHa (p < 0,0001). Cpegu conyTcTBYOLMX
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3aboneBaHunit HaKTOpoM pucKa 6bin caxapHbil Anabet
(p < 0,0001), oxxupeHue (p < 0,0001), BapuKo3Has 60-
Ne3Hb BEH HUXHMX KoHeYHocTel (p < 0,0001).
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Are the criteria of the international consensus relevant
for laparoscopic left hemicolectomy with transanal
specimen extraction?

Elena N. Ryadkova', Sergey |. Achkasov'?, Airat F. Mingazov',
Evgenii S. Surovegin', Oleg |. Sushkov'

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

AIM: to optimize patient selection criteria for the laparoscopic left hemicolectomy with transanal specimen extrac-
tion (TES).
PATIENTS AND METHODS: the treatment outcomes of 68 patients who underwent surgery for left-sided colon tumours
between October 2022 and August 2024 were analyzed. Transanal extraction of the specimen (TES) was success-
fully performed in 42 (62%) cases (TES group), while 26 (38%) patients required a minilaparotomy (minilapara-
tomy group — ML). In addition to assessing early postoperative outcomes, intraoperative specimen circumference
was measured in all patients, and the sensitivity and specificity of the patient selection criteria according to the
Consensus were analyzed.
RESULTS: in the successful TES group, in addition to the excellent cosmetic effect due to the absence of an inci-
sion in the anterior abdominal wall, several advantages were also identified, such as a pain reduction already
within the first day of the postoperative period — 3 (2; 4.3) points in the TES group compared to 5 (4; 6) points
in the ML group (p < 0.001) with a significant decrease in the complication rate: 3/42 (7%) cases in the TES
group versus 8/26 (31%) in the ML group (p = 0.0003). The circumference of the specimen in the TES group was
11.7 (2.6) cm, while in the ML group it was 16.2 (2.1) cm (p < 0.0001). The threshold value of this parameter
for successful TES, based on ROC-analysis, was 16 cm. The diagnostic value of the Consensus criteria in predicting
the successful performance of TES showed that their relative risk (RR) was 2.3 (95% CI: 1.2-5.1); p = 0.004;
sensitivity — 88.1% (95% CI: 75-94.8); specificity — 42.3% (95% CI: 25.5-61.1). Adding another parameter
(intraoperative circumference of the specimen) to the Consensus criteria significantly increased the diagnostic
value: RR = 3.1 (95% (I: 1.8-6.2); p < 0.0001; sensitivity = 83.3% (95% CI: 69.4-91.7); specificity = 73.1%
(95% CI: 53.9-86.3).
CONCLUSION: laparoscopic left hemicolectomy with transanal specimen extraction demonstrates superior early
postoperative outcomes compared to laparoscopy-assisted procedures with minilaparotomy. Adding intraoperative
specimen circumference to the Consensus criteria for TES patient selection significantly improves their accuracy.
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INTRODUCTION

More than 30 years ago in 1993, Franklin et al.
published one of the first articles on laparo-
scopic surgery for colorectal cancer with the
natural body orifice specimen extraction [1].
Since then, more than one study has been con-
ducted that has demonstrated the advantages
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of this technique over classical laparoscopic-
assisted bowel resection in terms of achiev-
ing the best early results. Thus, the absence
of an incision in the anterior abdominal wall
provides an excellent cosmetic effect, re-
sulting in a lower level of postoperative pain
[2,3,4]. However, there are still limitations
when using this method, due to the problem
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of selecting patients to successfully perform
this type of surgery. First of all, the extrac-
tion of the specimen being removed is limited
by its size and the size corresponding to the
chosen extraction method of the natural ori-
fice of the body, be it the vagina or rectum.
In an attempt to combine and systematize the
accumulated international experience, the
consensus on the use of NOSES (natural orifice
specific extraction surgery) in coloproctology
was first published in 2019, and in 2023 the
consensus on the use of NOSES in coloproctol-
ogy was finalized, which most researchers of
this problem began to use in their practice.
Among other things, it reflects the criteria for
selecting patients for transanal and transvagi-
nal removal of the specimen. According to this
document, when selecting patients for trans-
anal specimen extraction, the depth of tumor
invasion according to the TNM system should
correspond to the T1-T3 level, the maximum
tumor size is < 5 cm, and the body mass index
is < 30 kg/m?. It is worth noting that, accord-
ing to the Consensus, the NOSES technique can
also be used for benign neoplasms and Tis can-
cer, when endoscopic removal is not indicated
for some reason [6,11]. It should be noted that
these criteria, including the size of the tumor
measured by computed tomography, are de-
termined at the preoperative stage, which is
not always identical to the size of the surgical
specimen itself [6,11]. Since it is impossible to
reliably estimate the volume of the mesentery
of the removed segment of the large intestine
and its configuration change after mobiliza-
tion, and often it is the mesentery, not the
tumor, that makes up the bulk of the speci-
men being removed, this leads to the fact that
even a combination of the three criteria does
not always guarantee the possibility of NOSES.
Considering the above, it seems necessary to
optimize the criteria for selecting patients,
which was the purpose of this study.

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

PATIENTS AND METHODS

In October 2022, a prospective single-center
observational study included adult patients
with left colon tumors who were scheduled for
laparoscopic resection of the left colon with
transanal specimen extraction (TES). In the
framework of this study, in order to obtain more
objective data, the Consensus criteria have
been somewhat expanded. So, the maximum
size of the tumor should have been less than 5
cm. As for the body mass index criterion, it was
increased to 35 kg/m? taking into account our
previous experience of successfully perform-
ing TES in patients with a BMI above 30 kg/m?.
As for the depth of tumor invasion, we adhered
to the Consensus here, since the use of the TES
technique with a locally widespread nature of
tumor growth can discredit the oncological re-
sults of such surgeries. The depth of invasion
according to preoperative computed tomogra-
phy should not exceed T, (TNM classification,
8th revision).

Patients with polypous syndromes, inflamma-
tory bowel diseases, intestinal stoma, stricture
of the anal canal or rectum, carcinomatosis or
locally advanced tumor, as well as with an ASA
score of class IIT were not included. Patients
whose carcinomatosis or locally advanced tumor
was detected by intraoperative revision were
excluded from the study.

All patients included in the study under-
went laparoscopic resection of the left co-
lon with an attempt at transanal specimen
extraction.

In all cases, standard antibacterial prophylaxis
with drugs from the penicillin group with a beta-
lactamase inhibitorin a dosage of 1000 + 500 mg
was performed before the surgery. Depending
on whether the TES was successful, the patients
were further analyzed in groups of laparoscopic
resections with successful TES and traditional
laparoscopic-assisted resections in cases where
a minilaparotomy (ML) was required to extract
the specimen.

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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Statistical Analysis

The patient data was entered into a spreadsheet
Microsoft Excel 2019 for Windows. The data
was analyzed using the GraphPadPrism statisti-
cal software package, version 9.3.1 (GraphPad
Software, USA). Descriptive characteristics of
variables are presented as absolute values for
categorical data. For quantitative data, a pre-
liminary assessment of the normality of the
distribution was carried out using D'Agostin-
Pearson’s test. With a normal distribution, the
variables are represented as an arithmetic mean
with an indication of the standard deviation (M
(SD)), and with a distribution other than normal,
as medians with an indication of the inter quar-
tile range (Me(Q1;Q3)). A comparative analysis
of numerical variables was performed using
Mann-Whitney’s U-test for median values and
Student’s t-test for averages. Categorical data
were compared using Fischer’s two-way pre-
cise test with expected values less than 10 or
Pearson’s x? in the other cases. The differences
between the groups were considered statisti-
cally significant at p < 0.05.

In order to determine the threshold diagnos-
tic value of the circumference of the surgical
specimen, a ROC analysis was performed with
the calculation of sensitivity, specificity, and
likelihood ratio indicators. To determine the ap-
propriateness of applying Consensus criteria, a
comparison of compliance cases using Pearson’s
v? was performed. For this purpose, four-field
tables were constructed for the Consensus cri-
teria and its modified version (a combination of
criteria with the intraoperative circumference
of the specimen). Statistical significance was
assumed at p < 0.05. Indicators of relative risk,
sensitivity, and specificity were calculated, in-
dicating 95% CI according to Klopper-Pearson’s
test, and the likelihood ratio.

RESULTS

In the period from October 2022 to August 2024,
70 patients were included in the study. Two
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patients were excluded from the analysis due to
the detection of the locally widespread nature
of the tumor according to the intraoperative re-
vision. In 42/68 (61.8%) patients, laparoscopic
resection of the left colon with transanal ex-
traction of the specimen (TES group) was suc-
cessfully performed, and in 26/68 (38.2%) cases,
conversion of the specimen extraction method
with its transabdominal extraction (ML group)
was required. Patients in both groups were com-
parable in most of the assessed parameters: age,
gender, ASA grade, history of abdominal surgery,
as well as the main characteristics of the tumor
according to preoperative computed tomog-
raphy (CT). At the same time, in patients who
successfully underwent TES, such a parameter as
body mass index was statistically significantly
lower — 25.3 (3.3) versus 29.2 (4.1) kg/m?in the
ML group (p < 0.0001). An analysis of the main
tumor characteristics using the TNM system
showed that at the preoperative stage, tumors
with a depth of invasion of cT2 — 18/32 (56.3%)
cases were more often registered in patients in
the TES group compared to 4/21 (19%) cases
(p = 0.01), and in the group of laparoscopic-
assisted procedures with minilaparotomy (ML),
cT3 tumorsin 17/21 (81%) cases were more often
detected versus 11/32 (34.4%) cases (p =0.002)
(Table 1).

The use of the method of transanal specimen
extraction and the formation of an intracorpo-
real anastomosis during laparoscopic resections
of the left colon did not lead to a significant
increase in the operation time, which was 200
(179.5; 220) minutes in the TES group and 178
(160; 205) minutes in the ML group (p = 0.2).
The volume of blood loss was also assessed in-
traoperatively, amounting to 30 (28.8; 53) ml
in the TES group and 85 (50; 108) ml in the ML
group, while the differences were statistically
significant (p < 0.0001) (Table 2).

After completing the stage of mobilization of
the removed segment of the intestine, all pa-
tients underwent intraoperative measurement
of the circumference of the specimen in the
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Table 1. Characteristics of patient groups

Parameters TES (N = 42) ML (N = 26) p

Age, years, M (SD) 61.0 (11.3) 63.5 (10.3) 0.4%**
Male, n (%) 16 (38.1) 13 (50.0) 0.3*
BMI, kg/m? M(SD) 25.3 (3.3) 29.2 (4.1) <0.0001***
Index on the scale of anaesthetic risk ASA, n (%) 4 (9.5) 2(7.7) 0.9**
I 25 (59.5) 13 (50.0) 0.5*
II 13 (31.0) 11 (42.3) 0.4*
III

The presence of previous abdominal surgery, n (%) 17 (40.5) 12 (46.2) 0.8*
Characteristics of the tumor (as per computed tomography) 2.1 (1;3.8) 2.8 (1.8;3.5) 0.2%***
The transverse tumor size, cm, Me (Q1;Q3) 10 (23.8) 5(19.2) 0.8**
Benign (c), n (%) 32 (76.2) 21 (80.8) 0.8*
Malignant (c), n (%)

The depth of tumor invasion, n (%) 3/32(9.4) 0/21 0.3**
T1 18/32 (56.2) 4/21 (19.0) 0.01**
T2 11/32 (34.4) 17/21 (81.0) 0.002*
cT3

Lymphnodelesion, n (%) 30/32 (93.8) 19/21 (90.5) 0.9*
cNo 2/32 (6.2) 2/21(9.5) 0.8**
cN+

Localization of the tumor (colon), n (%) 1(2.4) 0 0.9**
Descending 3(7.1) 2(7.7) 0.9**
Proximal third of the sigmoid 11 (26.2) 8 (30.8) 0.8**
Middle third of the sigmoid 27 (64.3) 16 (61.5) 0.9*
Distal third of the sigmoid
Note: * Pearson’s )%, ** Fisher’s two-way exact test, *** t-test, **** U-test
Table 2. Intraoperative parameters

Parameters TES (N = 42) ML (N = 26) p

Volume of intraoperative bloodloss, ml, Me (Q1;Q3) 30 (28.8; 53) 85 (50; 108) <0.0001**
Operation time, min. Me (Q1;Q3) 200 (179.5; 220) 178 (160; 205) 0.2**
Intraoperative specimen circum ference, cm, M (SD) 11.7 (2.6) 16.2 (2.1) <0.0001*

Note: * t-test, ** U-test

most voluminous place. To do this, a sterile
medical centimetre tape was inserted into the
abdominal cavity. The latter was inserted using
laparoscopic instruments under the mobilized
mesentery of the left colon. The two ends of the
tape were connected to each other, skirting the
removed specimen around the circumference in
the most voluminous place. The result obtained
in centimetres was taken as the circumference
of the specimen being removed. The latter
was significantly smaller in the TES group and

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

averaged 11.7 (2.58) cm, while in the ML group it
was 16.2 (2.12) cm (p < 0.0001) (Table 2).
Additionally, a ROC analysis was performed to
determine the threshold diagnostic value of the
circumference of the specimen with the high-
est predictive value for determining the suc-
cess of TES. As a result, it was found that the
threshold value was 16 cm. AUC = 0.92 (95% CI:
0.85-0.98); p <0.0001; likelihood ratio = 14.54;
sensitivity = 69%(95% CI: 50-83.5); specific-
ity = 97% (95% CI: 87-99) (Fig. 1).
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Table 3. Immediate results of treatment in groups

Parameters TES (N = 42) ML (N = 26) p
Pain severity as per 10-point VAS scale, points
P/0 Day 1 Me (Q1;Q3) 3(2; 4.3) 5 (4; 6) <0.0001**
P/0 Day 2 M (SD) 2.6 (1.4) 3.6 (1) 0.002*
P/0 Day 3 M (SD) 2 (1.2) 3.1 (1.1) 0.0003*
P/0 Day 4 M (SD) 1.2 (0.77) 2.4 (0.81) <0.0001*
P/0 Day 5 Me (Q1;Q3) 1(0;1) 1(1;2) 0.002**
P/0 Day 6 Me (Q1;Q3) 1(0;1) 1(1;2) 0.0002**
Postoperative hospital stay, Me (Q1;Q3) 7 (6; 8) 8(7;9) 0.06**
Discharge of first gas, days, Me(Q1;Q3) 1(1; 1.6) 1(1;1) 0.7**
Discharge of first stool, days, Me (Q1;Q3) 2(1;3) 2(1;3) 0.3**
Note: * t-test, ** U-test
Table 4. The incidence and structure of postoperative complications
Parameters TES (N = 42) ML (N = 26) p*
Postoperative complications, n (%) 3(7) 8 (31) 0.0003
The structure of postoperative complications, n (%)
Seroma of the anterior abdominal wall 0 3(11) 0.05
Hematoma of the anterior abdominal wall 0 1(4) 0.4
Gastrointestinal ileus 0 1(4) 0.4
Antibiotic-associated diarrhea 3(7) 1(4) 0.9
Bleeding from the anastomosis 0 1(4) 0.4
Anastomosis leakage 0 1(4) 0.4
Note: * Two-way precise Fischer’s criterion
RESULTS
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Figure 1. ROC-curve — determinationofthethresholdvalue-

forthecircumferenceofthepreparation for performing TES
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The use of the technique of transanal speci-
men extraction (TES) and the formation of an
intracorporeal anastomosis during laparoscopic
resections of the left colon demonstrated such
statistically significant advantages of TES as a
reduction in the severity of pain syndrome for
6 days in the postoperative period. Significant
differences between the groups in this param-
eter appeared already on the first day of the
postoperative period — 3 (2; 4.3) points in
the TES group versus 5 (4; 6) points in the ML
group (p < 0.001) and persisted for the next 5
days. The postoperative hospital stay was 1 day
shorter in the TES group -7 days (6; 8), in con-
trast to the ML group -8 days (7; 9) (p = 0.06).
As for the bowel movements, there was no dif-
ference between the groups in the timing of gas
discharge (p = 0.7) and the first act of defeca-
tion (p =0.3) (Table 3).
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Table 5. Compliance with Consensus criteria in the groups

Criteria TES (N = 42) ML (N = 26) p*
The depth of tumor invasion as per CT < cT, n (%) 42 (100) 26 (100) -
Tumor size as per CT <5 cm, n (%) 40 (95.2) 24 (92.3) -
BMI less than 30 kg/m? n (%) 37 (88) 15 (57.7) -
Patient’s compliance with 3 criteria, n (%) 37 (88) 15 (57.7) 0.004

Note:* Pearson’s y*

Analyzing the rate of postoperative compli-
cations in the groups, it was found that this
indicator was significantly higher in the ML
group — 8/26 (31%) cases compared with the
TES group — 3/42 (7%) cases (p = 0.0003). It
is noteworthy that most of the complications in
the ML group were associated with the presence
of a mini-laparotomy wound in patients — 4/26
(15%) cases. While in the TES group, antibiotic-
associated diarrhea occurred in 3/42 (7%) cases
versus 1/26 (4%) case in the ML group. However,
this was not significant in the presented sample
(p=0.9) (Table 4).

Considering that transanal specimen extraction
(TES) can be successfully performed only in a
selected category of patients, in order to deter-
mine the predictive value of the patient selec-
tion criteria, according to the Consensus on the
use of the NOSES technique, the patients of our
sample were analyzed for compliance with these
criteria. The results show that only 37/42 (88%)
of the patients in the successful TES group met
3 criteria, while the remaining 5/42 (12%) of the
patients had transanal extraction performed
just as successfully. On the contrary, in the ML
group of 15/26 (57.7%) patients who fully met
the criteria developed in the Consensus, it was
not possible to extract the specimen through
the rectum, which required conversion and
minilaparotomy, p = 0.004 (Table 5).
Additionally, the diagnostic value of the
Consensus criteria for predicting successful TES
performance was calculated. The risk of perform-
ing transanal specimen extraction increased if
the patient met the criteria of the international

KOJIOMNPOKTOJIOTUS, Tom 24, N2 2, 2025

Consensus of 2023. The relative risk = 2.3 (95%
CI: 1.2-5.1); p = 0.004; sensitivity = 88.1%
(95% CI: 75-94.8); specificity = 42.3% (95% CI:
25.5-61.1); likelihood ratio = 1.5.

In search of additional predictors that could
allow us to predict the successful outcome of
surgery with TES, intraoperative measurement
of the specimen circumference was performed
in all patients after completion of the stage of
mobilization of the removed segment of the in-
testine, and the threshold value of this param-
eter was 16 cm (Fig. 1).

Taking this into account, we used 4 criteria for
selecting patients: 3 criteria of the Consensus
in combination with the circumference of the
specimen. The analysis performed for the di-
agnostic value of combining the Consensus cri-
teria with the parameter of the intraoperative
circumference of the specimen demonstrated a
higher prognostic value: relative risk RR = 3.1
(95% CI: 1.8-6.2); p <0.0001; sensitivity =3.3%
(95% CI: 69.4 — 91.7); specificity = 73.1% (95%
CI: 53.9 — 86.3); likelihood ratio = 3.1.

DISCUSSION

The feasibility and safety of the NOSES tech-
nique has been repeatedly confirmed by re-
search results [5,7,10,13]. In particular, the ad-
vantages of applying intracorporeal intestinal
anastomosis have been previously demonstrat-
ed [12]. Nevertheless, a number of unresolved
issues remain, including the criteria for select-
ing patients to perform large intestine resec-
tions with the specimen extraction through

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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the natural orifice of the body, despite the
previously developed international Consensus
[6,11]. The study included 68 patients who were
scheduled for laparoscopic resection of the left
colon with an attempt at transanal specimen
extraction.

This category of patients was identified be-
cause when the tumor is localized in the left
part, the specimen can be extracted through
the intestinal lumen at the level of the distal
resection boundary, thereby avoiding addition-
al incisions not only of the anterior abdominal
wall, as in traditional laparoscopic-assisted sur-
geries, but also recto- or colpotomy in cases of
using NOSES for tumor site in other parts of the
colon. This approach provides an excellent cos-
metic effect, since the fully laparoscopic nature
of the surgery implies the absence of even a
minilaparotomic incision.

The analysis of the early results of the present-
ed sample showed such advantages of using the
method as a statistically significant reduction
in pain levels during the 6 days of the postop-
erative period — 3 (2; 4.3) points in the TES
group versus 5 (4; 6) points in the ML group
(p < 0.001) on the first day of the postopera-
tive period; 1 (0; 1) point in the TES group ver-
sus 1 (1; 2) point in the ML group (p = 0.0002)
on day 6 of the postoperative period. Patients
in the group of successful transanal specimen
extraction were discharged from the hospital 1
day earlier (p = 0.06) [14]. In addition to the
described advantages, there was a decrease in
the incidence of postoperative complications
in the TES group — 3/42 (7%) cases in the TES
group versus 8/26 (31%) cases in the ML group
(p =0.0003), which was primarily due to the ab-
sence of complications associated with an ante-
rior abdominal wall wound.

As for the mentioned criteria for selecting pa-
tients, when analyzing the data, it was noted
that 88% of patients in the successful TES
group met the Consensus criteria. However, in
the remaining 12% of cases, we were also able
to extract the specimen through the intestinal
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lumen. At the same time, in the ML group, in
57.7% of patients who met the Consensus cri-
teria, transanal specimen extraction was unsuc-
cessful, and there were other reasons for this,
in particular, the size of the surgical specimen.
This fact indicates that the criteria for preop-
erative selection for surgery with TES have a
relatively low predictive value, which is con-
firmed by our analysis, as well as the results
of studies by other authors [8,9]. The results
of the study demonstrated that the combina-
tion of the Consensus criteria with a param-
eter such as a specimen circumference of less
than 16 cm increases the prognostic value for
successful transanal specimen extraction com-
pared with using the Consensus criteria alone:
HR = 3.1 (95% CI: 1.8-6.2); p < 0.0001; sensi-
tivity = 83.3% (95% CI: 69.4-91.7); specific-
ity = 73.1% (95% CI: 53.9-86.3); likelihood ra-
tio = 3.1. It should be noted that there are no
reports in the literature on the use of the crite-
rion of the intraoperative circumference of the
specimen in order to predict the feasibility of
TES. Considering the above, it seems to us quite
justified to use 4 criteria for selecting patients
for TES surgeries with a mandatory assessment
of the circumference of the specimen as the
most significant factor.

The limitations of the presented study include
a single-center, non-randomized nature, as well
as an insufficiently large sample size, which dic-
tates the need to continue recruiting patients.
Evaluation of the long-term results of the study
will also be of interest, since most of the patients
underwent surgery for colon cancer.

CONCLUSION

The analysis showed that the Consensus criteria
for selecting patients for surgery with TES have
low sensitivity and specificity. However, supple-
menting them with criteria such as the intraoper-
ative circumference of the specimen significantly
increases the prognostic value of the model. In
addition, the study demonstrated the advantages
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of using the TES technique during laparoscopic
resections of the left colon compared with lapa-
roscopic-assisted surgeries with minilaparotomy,
such as reducing the severity of postoperative
pain, reducing the frequency of postoperative
complications and earlier discharge from the
hospital.
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BBEOEHWE

A13BeHHbI KonuT (AK) — XxpoHuyeckoe 3aboneBaHue
ToncToit kuwkm (TK), KOTopoe XxapaKTepnusyeTcs UMMYyH-
HbIM BOCNaneHuem ee cnusnuctoii obonoyku. Mpu AK 3a-
yactyto nopaxaetca TK 1 B page cinyyaeB TepMUHANbHbI
0TAeN NoAB3J0WHON KULWKKW B BULLE PETPOrpajHoro uie-
nTa. MpoTAXKEHHOCTb NAaTONOTMYECKOro npouecca 3aBu-
cuT oT dopmbl 3aboneBaHns cornacHo MoHpeanbckoi
knaccudumkaumm AK (NpOKTUT, NEBOCTOPOHHUI KOMUT,
nankonut). lMpn 3TOM BOCmaneHue yvalie BCEro orpa-
HUYMBAETCA CAU3UCTON 060NOYKON (33 MCKAKOYEHMEM
OCTPOrO TAXKENOro KoNnTa) U HOCUT AN PY3HbINA XapakK-
Tep [1].

3aboneBaemocts K B pasHbix pernoHax konebnetcs
B MHTepBane o1 0,6 o 24,3 cnydaes Ha 100000 yeno-
Bek. Camas Bbicokas 3abonesaemoctb AK — 24,3 cny-
yaeB Ha 100000 oTmeuyeHa B EBpone, 19,2 cnyyaes
Ha 100000 — B CeBepHoit Amepuke [2,5,6,8,11,12].
[lanHble o pacnpoctpaHenHoctn fIK B Poccuiickon
®epepauum orpaHudens [1,3].

Moka3zaHuAMM K xupypruyeckomy nedenunio AK cnyxat
HeadeKTMBHOCTL KOHCepBAaTUBHOW Tepanuu (cTepo-
MOOPE3UCTEHTHOCTb, He3(deKTUBHOCTL BUOTEpanum)
UMM HEBO3MOXHOCTb WX MNPOLOMKEHMA (CTepouposa-
BUCUMOCTb, HEMEPEHOCUMOCTb WU MPOTUBOMOKA3aHMA
L7158 NpoBefeHUs KOHCEpBAaTUBHOW Tepanuu), Kuley-
Hble ocnoxHeHus AK (Tokcuueckas punatauus, nepdo-
paumMa KUIKK, KUILEYHOe KPOBOTEYEHME), a TaKKe paK
TK nan BbICOKMI PUCK €ro BO3HUKHOBEHUA. «30/10TbIM
CTaHAapToM» xupypruyeckoro nedenus AK asnsertcs
KONMPOKTIKTOMUA C (DOPMMPOBAHMEM MIE0aHANbHOTO
pe3epByapHOro aHactomMo3a W MeTNeBOW WIeOCTOMb
C NoC/ieAyioWw MM 3aKpbITUEM NETNEBOW UNEOCTOMbI NGO
¢ hOpMMPOBAHNEM NOCTOSHHOW KOHLLEBOW M1€0CTOMbI.
lacTponHTeCTMHANbHASA cTpomanbHas onyxonb
(TNCO0) — mMe3eHxMManbHas OMyXOMb XKeny[oYHO-KM-
weyHoro Tpakta (JKKT), coctaBnsiowas 1-3% ot Bcex
racTpoMHTECTUHaNbHbIX onyxoneii [10].

I'MCO npeactaensitoT coboi ONyXonu COEAUHUTENLHOIA
TKaHW, TO €CTb CAPKOMbI, B OT/IMYME OT 6OJIbLIMHCTBA ra-
CTPOMHTECTUHANbHBIX ONYXONEN, UMEIOLMX INUTENNAN b-
Hoe npoucxoxpaeHue. lpy 3TOM yacToTa NoKanu3auum
OMyx0Nn B TOHKON KUWLWKe cocTaBnser npumepHo 20%.
Onyxonu HeboNbLMUX pa3MeEPOB 06LIYHO UMeT Jo6po-
KauecTBEHHOE TeyeHWe, 0COBEHHO NPU HU3KOM MUTOTU-
YECKOM WHJEKCE; KPYMHbIE e ONyX0oNu MOryT fUCCeMU-
HMPOBATb B NeYeHb, CaNlbHUKM BpiownHy. Cuntaetcs, 4To
IMMCO Bo3HMKAIOT N3 MHTEpPCTULMANbHbLIX KneTok Kaxans
[10], B HOpMe yyacTBYOLWMX B YyNpaBAeHUU CNOHTAHHO
moTtopukoit JKKT.

IMMCO BcTpeyaerca B 10-20 cnyyasx Ha 1000000 yeno-
BeK. OueHoyHas Boissasemoctb MCO cocTaBnser npu-
6nu3nTenbHo 5000 cnyyaes exerogHo [7].

Onyxonb TOLI.I,eﬁ KMLLKK rnocsne KONNPOKT3KTOMUK NO nosogy
A3BEHHOTO KONMTA (KNMHMYeCcKMit cnyyai)

Bonbwurcteo TNCO passuBatotcs B BO3pacte 50-
70 net. Bo Bcex Bo3pacTax 3abonesaemocts [MCO oau-
HaKoBa Yy MYXUYWH U XKeHwWwuH [9].

MMCO moryT npoABAATbLCA 3aTpyAHEHWEM TN0TaHUA,
KEeNy[O0YHO-KMILEYHbIM KPOBOTEYEHMEM, MeTacTa3nupo-
BaHWeM (NpeuMyllecTBEHHO, B neyeHb). 06CTpyKuMs
KWWeYHMKA BCTPEYAETCA PefKo B CBA3U C TUMUYHBIM
POCTOM OMyX0NU Hapyxy. 3a4acTylo B aHaMHe3e OTMe-
YatTcA HeonpeAenéHHble 60U B KUBOTE UAU SUCKOM-
topT. K MOMEHTY MOCTaHOBKM MarHo3a Onyxosb MOXeET
[OCTUTaTb LOBONIbHO B0MbLIMX pa3mepoB. Beputukauus
AWarHo3a NpoBOAWTCA Npu 6GUONCUM, KOTOpas MOXKeT
OCYLWeCTBAATLCSA 3HAOCKONUYECKH, YPECKOXKHO NOJ KOH-
Tponem KT unun Y3, a TakKe BO BpeMs XUPYpruyeckoro
BMeLlaTeNbCTBa [4].

B paHHoi paboTe npuMBOAUTCA KNMHUYECKUA ciyyait
ycnewHoro neyenna TMCO y nauweHTa, nepeHeclero
paHee KONMPOKTIKTOMUIO NO NOBOJAY OCNOXHEHHOTO Te-
YeHWA A3BEHHOr0 KOuTa.

KnuHuyeckoe HabntodeHue

NayuneHT M., 68 net, noCTyNUA B KONONPOKTONOTMYECKOe
OTZieNleHNe B CPOYHOM MOPALKe C Xanobamu Ha olylle-
Hue 60Ne3HEHHOCTU M JUCKOMdOpPTa BO BCEX OoThenax
KMBOTA, B3AYTUE XMBOTA, BbIPAXEHHYW 06Lylo cna-
©0CTb, YACTbIN XUAKUIA CTYA C NPUMECHIO KPOBY.

N3 aHamHe3a KWM3HM  naLMEHTa  YCTaHOBJEHO,
15.04.2020 r. 601bHOM ONEPMPOBAH NO NMOBOAY A3BEH-
HOr0 KONMUTA, TOTANbHOIO MOPAXEHUs, TAXKENOro Teye-
HWA, OCNOXHEHHOrO TOKCUYECKON AunaTaumen ToNCTon
Kuwku. [pousBefeHa cybmomansHas KOAIKMOMUS
¢ pasodensHol uneo- u cuemocmomued (TII3 N2 19359-
74 0T 22.04.2020 r. f3BEHHbIN KOAUT C BbIPAXKEHHOW
aKTUBHOCTbIO, U3MEHEHUAMU B UCTANbHOM KPae, MeNKo-
oyaroBoit cnaboi aucnnasuein anutenus). B ygosnet-
BOPUTEIbHOM COCTOSIHUM Obl BbINUCAH W3 OTAENEHUA.
31.08.2020 r. 60/bHOI BHOBL ONEPUPOBAH, Npon3Bee-
Ha CUrMOMPOKT3KTOMUS € GOopMUPOBaHUEM J-06pa3HOro
TOHKOKMLIEYHOro pe3epByapa, uneo-aHalbHOro aHacTo-
Mo3a, uneoctommsa (M3 N2 44102-10 ot 07.09.2020 r.
f13BeHHBIN KOAUT C BbIPAXXEHHOM AKTUBHOCTbIO, Men-
KAMW oyaramu cnaboil fucnnasuu, HaaMuumeMm ncespo-
nonunos). 10.11.2020 r. 60nbHOI onepupoBaH B nna-
HoBOM nopapke. [pou3BegeHo 3akpbiThe WUNEOCTOMbI.
B yROBNETBOPUTENBHOM COCTOSIHUM  GblN  BbINMUCAH
13 OTAeNneHus.

MosiBNeHMe YKa3aHHBIX Bbllle anob oTMeYaeT B Teye-
Hue 3 Heflenb. B TeyeHune 6 cyTOK HaxoaUnCsa Ha cTaumo-
HapHOM NleYeHUN B YCIOBMAX NPOKTONOTMMYECKOro oTae-
NeHus, Kyna Obil JOCTABAEH C MPU3HAKAMU KULIEYHOTO
KpOBOTEYeHMA, MOoNyyan KOHCEpBATUBHYIO Tepanuio.
Mpu 06bEKTMBHOM OCMOTpe obliee coctosiHue 60Jb-
HOro cpefiHeii cteneHu Taxectu. [paBunbHOro Tenoc-
NOXEHUA, MOHUXEHHOro nuTaHusa. KOoCTHO-MbllweyHas

Small intestine tumor after proctocolectomy
for ulcerative colitis (clinical case)
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cuctema 6e3 nartonoruu. Temnepatypa Tena 37,8 °C.
KoXHble MOKpOBbI M BULMMblE CAU3UCTbIE 060N0YKM
GnefHoOro LBeTa, fA3blK BRaxHbIn. [lepudepuyeckue
numdaTuyeckme y3nsl He yBenuyeHbl. B nerkux — se-
3UKyNApHOe AbixaHue, XpunoB HeT. TOHbI cepAla ACHbIE,
putmMuyHble, YCC-86 ya/muH, ALl 120/60 mm pT. cT. A3bIK
cyxoii, 06710)eH 6enecoBaTbiM HaneToM. JKuBOT cuMMe-
TPUYHBIA, YMEPEHHO B3AyT; B aKTe AbIXaHUA y4acTByeT
paBHoMepHo. 1o CpeANHHON NNHKUM OnpefenseTca cTa-
pblii nocneonepauuoHHbiid pybel, 25,0 x 1,0 cm BCiea-
CTBME MepeHeceHHbx paHee onepauuit. [anbnatopHo
XUBOT — MATKUIA, yMEPEHHO B3AYT, GoNblle CNeBa, YyB-
CTBUTENbHBI BO BCex OTAenax. leyeHb n ceneserka He
yBenuyeHsl. CUMNTOMOB pasfpaxeHus OpOWUHb He
BbiABNEHO. MouencnyckaHue He HapyweHo, CMMMITOM
«MOKOMaYMBaHUA» oTpuULaTeneH ¢ obenx ctopoH. CTyn
6onee 5 pas B CyTKU, Kan XUAKUIA C NPUMECHIO KPOBH.
Mpu BHeWHeM OCMOTpe nepuaHanbHoi obnacTu
onpefenseTca runepeMus  NepuaHanbHoOMm  KOXMW.
Mpn nanbleBom UCCNefOBaHUM aHANbHOrO KaHana To-
HyC C(UHKTepa yCWUNeH, BONeBOe YCUAMe COXPaHEHO,
onpefensaeTcs YyMepeHHasa CTPUKTypa Wieo-aHanbHOro
aHactomo3a, Ao 1,5 cm B gnametpe. llocnegHas nerko
OyXupoBaHa npu uccnefoBaHuu. fMatonorum B 30He
MIeoaHanbHOro aHacToMo3a W pe3epayapa He onpefe-
naetcsa. Ha nepyatke kuweyHaa cnusb. NccnepoBaHue
6one3HeHHOe.

Mpu KoMMblOTEPHOU TOMOrpaduu OpLOWHON NoaoCTH
M Manoro Tasa — B NONOCTM MANOro Tasa BU3yannu3npy-
eTcs o6pasoBaHue pasmepom 11,3 x 9,1 cm, HeogHOpOS-
HOW CTPYKTYPbI C y4aCTKaMN MATKOTKAHHOTrO KOMMOHEH-
Ta U Y4aCTKOB MOHUXEHHOI MNOTHOCTU, OTTECHAIlee
J-06pasHblil TOHKOKULWEYHbIN pe3epsyap (Puc. 1).
KoHcynbTauma aHecTe3nonora — onepauyuoHHbIi pUcK
3-Bcr.

Mocne HenpoaoMKMTENbHON NpefonepaLyuoHHo nop-
FOTOBKM MaLMEHT OnepupoBaH B CPOYHOM mnopsAAKe.
MHTpaonepaLnOHHO BbISIBIEHO, YTO MMEKT MeCcTo AB-
NeHns cyOKOMMNEHCMPOBAHHOW KULWEYHOW Henpoxoau-
moctu. B 140-150 cm ot cBsA3kM Tpeiua nmMeeT mecto
MIOTHLIA KOHrNoMepaT pa3mepamu 11,5 x 12,5 cm, pac-
NOJOXEHHbLIN B MONOCTM Manoro Tasa, MHPUALTPUPY-
IOWMWIA CTEHKY Ta3a CneBa B MPOEKLUMM MOYETOYHMKA
M NOLB3JOLWHbIX COCYA0B, BOBNEKAOIWMNA NETAN TOLeN
Kuwku. Mpu panbHenwen nonbiTKe pa3geneHns yKasaH-
HOro Bbille KOHrNoMepaTa BbIAABNIEHO, YTO UMEeT MecTo
ONyX0/b, UCXOAAWAA M3 TOHKOW KULWKW, HaxoAAawWwancs
B CTaguu Hekpo3sa u pacnaga (Puc. 2). Mpu 31om ume-
€T MeCTO BOBJieYeHWe B MpoLecC MeTan MOAB3A0WHOM
KWULKK, pacnonoxeHHoW Ha pacctosHun 100 cm ot
chopmmupoBaHHOro paHee J-06pa3HOro TOHKOKULIEYHO-
ro pesepayapa.

Mpu 3TOoM chopmMUPOBAHHbLII paHee TOHKOKMLIEeY-
Hbli pe3epByap, npunexawun K KOHrnomepary,

KOJIONPOKTOJIOTUS, Tom 24, N2 2, 2025

PucyHok 1. CKT-epamma op2a+Hos 6ptowHol nonocmu u Mano2o
masa
Figure 1. (T scan of abdominal and pelvic organs

>
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npedcmasﬂeHHblﬁ onyxoJibo

PucyHok 2. Kowenomepam,
U nemasMU MOHKOU KULWKU
Figure 2. Conglomerate represented by a tumor and loops
of the small intestine
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B NaTONOrMYecKUin npouecc He BoieyeH. C TexHU-
YeCKMMW TPYAHOCTAMM, MOOMNU30BAH OMyXONeBblii
KOHrnomepaT, OTBeAeH OT CTEHKM Ta3a, nmpocriexe-
Hbl NIeBblii MOYETOYHWK W MNOAB3LOWHbIE COCYA
(Puc. 3).

lMpoun3BefeHa pe3eKuns TOWEN KULWKW C ONyXO0Nblo, pe-
3eKLMA NeTan MOAB3A0WHON KWLWKW, WHTUMHO BOBIe-
YeHHoOI B KoHrnomepat. ChopMMPOBaH TOHKOKMILEYHbIiA
UNeo-nneo aHacTomMo3 «60K-B-60K», KOHLbI TOLEN K-
KW BbiIBeleHbl Ha MepefHIolo GPIOWHYI CTEHKY B BUfe
LBYXCTBOJIbHOW etoHocTOMBI (Puc. 4,5).

[laHHble NaToONOro-rUcTONOrMYeCcKOro UCCNefoBaHUsA:
OMyXO/b He3penoro CTpoeHus, npejcTaBieHHas KieT-
KaMu C BbIPQXXEHHbIM aTUMM3MOM, MOAUMOPGHU3MOM,
naToNorMyeckMmn MUTO3aMy, MectTamu CTpoeHue Tpa-
OeKyNAPHON CTPYKTYPbl C NPOPACTAHUEM B MbIWIEYHbIH,

PucyHok 3. Bud onepayuoHHo20 nosis nocie mobuausayuu
KoHe/oMepama

Figure 3. View of the operational field after the mobilization
of the conglomerate

PUcyHoK 4. Bud onepayuoHHo20 noJis nocie yoaneHus npe-
napama
Figure 4. View of the surgical field after removal of the drug

OI'IyXOHb TOI.I.I,ei:i KULIKK nocne KOHHpOKTBKTOMMM no nosopy
A3BEHHOTO KONUTA (KNMHWuYecKuit criyyait)

cy6Cepo3HbI U CEPO3HbIN CNOI C HANUYMEM KPYMHBIX
YYaCTKOB HeKpo3a. 3ak/ioyeHune: 310Ka4yecTBeHHas ony-
XO0Nlb TOHKOW KULIKMU.

[laHHble  MMMYHO-TMCTOXUMUYECKOTO WUCCNEA0BaHMUA:
TUCTONOTMYECKAA W UMMYHOTUCTOXUMUYECKAA KapTuHa
ONyX0JM COOTBETCTBYET HE3PENoN 3/10KAYeCTBEHHO
racTPOMHTECTUHANbHOI cTpoManbHoii onyxonn (FUCO)
Towei kuwkn (Puc. 6).

B nocneonepaunoHHoM nepuoge nonyyan obesbonuea-
folwne cpeacTBa, MHAY3NOHHYIO, aHTMOaKTepuanbHyto,
CHMNTOMATUYECKYIO Tepanuio, TpaHcdy3un ofHOrpynn-
HOW [LOHOPCKOM 3PUTPOLMTAPHOM MACChl M NNa3Mbl, Nepe-
BA3KM, AblXaTeNbHYl0 FTMMHACTUKY. B ypoBneTBoputens-
HOM COCTOSIHMM ObIN BbINWUCAH U3 OTAENEHMUs Ha 18 cyTKu
CO [IHA TOCMUTANMU3aLMUN C aKTUBHO (YHKLUOHUpYIOLe
€I0HOCTOMO1A.

PucyHok 5 (A,B). YoaneHHsiii makponpenapam
Figure 5 (A,B). Remote macro preparation

Small intestine tumor after proctocolectomy
for ulcerative colitis (clinical case)
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Yepes 4 Hepenn c MOMEHTa onepauuu nauueHT BHOBb
Obl1 TOCNUTaNM3UPOBaH B KONMOMPOKTONOTMYECKoe OT-
penexue. lMocne npoBefeHNs KOHTPONbHOIW pe3epBya-
porpacuu (Puc. 7) nauneHTy B N1aHOBOM NopsfKe npo-
W3BEAEHO BOCCTAHOBJIEHWNE KWLWEYHON HenpepbiBHOCTY
nyTem (hopMMpOBaHUsA eOHOAHACTOMO3a.

Ha 9 cyTku naumeHT B y[OBNETBOPUTENBHOM COCTOAHUM
Obl1 BbINWUCAH U3 OTAENEHUS.

MauneHTy peKoMeH0BaHO ANHAMUYecKoe HabloAeH e
¢ CKT v pe3epsyaporpadmyeckum KOHTpoeM.

SAKITKOYEHUE

Huskasa pacnpoctpaHeHHocts [MCO u Hecneundmy-
HOCTb [AMCNEeNncUYecKUX CUMNTOMOB 0OYCNOBNUBAIOT
CNOXHOCTb MOCTAaHOBKM [AMArHO3a Ha paHHeM 3Tane

5 Nk ' i s A i ) P
PucyHok 6. A) CmewarHsid sapuarm MCO ¢ npeobnadaHuem
3NUMeUOUOHO-KIMOYHO20 KOMNOHeHMA Ha homo ¢ oKpackoli
2eMamoKcunuHom-303uHom; b) [lonoxumensHas 3skcnpeccus
onyxosiesblx K1emok npu okpawusaHuu Ha DOG-1 Ha pomo UTX.
Figure 6. A) A mixed GIST variant with a predominance of the
epithelioid cell component in the photo with hematoxylin-eosin
staining; b) Positive expression of tumor cells when stained
with DOG-1 in the IHC photo.

KOJNOMNPOKTONOTNS, Tom 24, N2 2, 2025

pa3BuTUA onyxonu. lMpu 3TOM NauMeHThl, NepeHeclmne
xupypruyeckoe nedenue fK, noanexar obsazatensHo-
My [OUCNAHCEpHOMY HablAeHMI0, Npeanonarawlemy
NPOBE/IEHNE KOMMNEKCHOro 06cnefoBaHus nuuiesapu-
TENbHOW CUCTEMbI, B KOTOPOM Befylias pofib OTBOLMTCS
PEHTTEHONOTNYECKUM, IHAOCKOMUYECKUM U YIbTPa3By-
KOBbIM MeTOAAM UCCNeL0BaHUS.
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Figure 7. Reservoir mapping
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JIunoMa cnenom KMLLKK, OCNOXHEHHAS MHBArMHALMUEMN
(knMHMYeckoe HabniogeHMe)

Oropensbues A.1O."2, Kouetkos ®.[."2, Bypmuctposa C.C." , YepHbiw N.A.'

'PSI3aHCKMI rocyAApCTBEHHbIA MEAMLIMHCKMI YHMBEpCHTET MMeHn akaaemmnka M.T1. Maenosa
(yn. BeicokosonbtHas, a. 9, 390026, r. Pasaub, Poccus)
206nactHas knuHnueckas GonbHuua (yn. MutepHaumonansHas, a. 3A, r. Pazans, 390039, Poccus)

LEJIb: demoHCmMpayus KAUHUYECKO20 HAGIOOEHUSA OCIOXHEHHOU UNOMbI C1enoll KULIKU.
MAUNEHTBI M METOAbI: nayuesmxka K. 62 nem, 8 meyeHue nosymopa sem Habaw0anack y npokmonoza ¢ ouae-
Ho3om: Jlunoma gocxodaweli 060004HOU KuwKu. 06pamunace ¢ Xanobamu Ha 3a0epxKy cmyna u 2a3os, 6oau
8 JKuBoMe, BbiIA 20CNUMANU3UPOBAHA B KOJIONPOKMOJI02UYEeCKoe omoeseHue 8 SKCMPeHHOM NopAdKe ¢ OUGzHO30M:
yacmuyHas KuweyHas Henpoxooumocms. lpu aHanuze oaxHbix PKT OBl1 803HUKM0 nodospeHue Ha Hanu4ue UHBA-
2UHaYuUU npasozo GnaHea 060004HOU KULWKU, BbLIO NPUHAMO pewieHue 06 onepamusHOM JiedyeHuu. BbinoiHeHa
J1anapocKonu4ecKas 2emuKoN3KmomMus cnpasa.
PE3YJIbTATbI: nunomsl moacmoli KuwKu A815t0mcs 006poKayecmaeHHbIMU ONYX0NSMU, KOmopble npomekaiom bec-
CUMNMOMHO, 8 6O/IbIWIUHCMBE C/ly4aes ABAAMCA Cay4aliHol Haxo0Kol npu nposedeHuU BUOEOKOSOHOCKONUU U He
mpebyiom nedeHus. Ho ysenuyeHue onyxonu 8 pasmepe mMoxem npusooums K pasumuio 0CAOXHeHul, npu Komo-
DbIX NpUMeHAeMCA Xupypauyeckoe eqeHue.
3AKJIIOYEHNE: asmopamu npedcmasiieHo KAUHUYecKoe HabmodeHue nayueHmku 62 nem ¢ aunomoli crenol
KUWKU, OCNI0XHeHHOU uHBazuHayueli 060004HOU KuwKu, nompebosasuwiel xupypau4eckol KoppeKyuu.

KJIDYEBBIE C/I0BA: nunoma, 0obpoxkayecmseHHoe HOB006pA308aHuUe, UHBAUHAYUS

KOH®JIUKT UHTEPECOB: asmopsi 3a58/1a10m 06 0mMcymcmauu KOHGAUKMa uHmepecos

ANA UUTUPOBAHUA: Oropenbues A.10., Kouetkos ®.[1., Bypmuctposa C.C., YepHbiw WN.A. Jlunoma cnenoi KMWKHM, OCAOXKHEHHAS UHBArUHa-
yueit (knuHuyeckoe Habnogerue). Kononpokmonoaus. 2025; 1. 24, N2 2, c. 136-140. https://doi.org/10.33878/2073-7556-2025-24-2-136-140

Lipoma of the cecum complicated by
intussusception (clinical case)

Alexander Yu. Ogoreltsev'?, Fedor D. Kochetkov'?, Svetlana S. Burmistrova',
Ilvan A. Chernysch'

'Ryazan State Medical University named after Academician I.P. Pavlov (Vysokovoltnaya st., 9, Ryazan, 390026,
Russia)
2Regional Clinical Hospital (Internatsionalnaya st., 3A, Ryazan, 390039, Russia)

AIM: to present clinical case of complicated cecal lipoma.
PATIENTS AND METHODS: patient K., 62 years old, with one and a half years with a diagnosis of ascending colon
lipoma with bloating, abdominal pain, was hospitalized in the coloproctology unit in an emergency with a diagnosis
of partial intestinal obstruction. When analyzing the data of RCT of OBP, there was a suspicion of intussusception
of the right colon, and a decision was made on surgical treatment. Laparoscopic right hemicolectomy was done.
RESULTS: colon lipomas are benign tumors that are asymptomatic, are mostly random findings during video colonos-
copy, and do not require treatment. But an increase in the size of the tumor can lead to the development of complica-
tions for which surgical treatment is used.
CONCLUSION: the authors present a clinical case of a 62-year — old female patient with cecal lipoma complicated
by colon intussusception, which required surgical correction.

KEYWORDS: lipoma, benign neoplasm, intussusceptions
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BBEOEHWE

Jlunoma ToNCTOM KWWKM — [0OPOKAYeCTBEHHAn ony-
XO/lb XXUPOBO TKaHW, KOTOpPas ABAAETCA PefKoi mato-
norueii. Yactota pasBuTMA AUMOMBI CPean Lpyrux fo-
OpoKayecTBeHHbIX HOBOOOPA30BaHUN TOJCTON KULWKK
coctansetr 0,035-4,4% [1,3]. 06blyHO NuMOMbI pac-
nonaratTcs B NOACAM3UCTOM CIO€ TONCTOW KUWKK (B0
90%), HO BCTpeyvaloTcs cyyau cybcepo3HOro U UHTpa-
MYKO3HOr0 pacnonoxenus [3,5].

HauGonee pacnpocTpaHeHHas NoKanusaLus — npaeble
OTAENbl 060A04HOM KUWKK (0K0No 70%). Jlunomsl 060-
LOYHOM KUIIKM Yalle 0OHAPYKMBAKOTCA Y KEHLUH, NpU-
4eM y MyXKUYMH OHU PACMONAralTCs, B OCHOBHOM, B IEBbIX
oTfenax, ay XeHwmH — B npasbix [1,5]. B 90% cnyyaes
OHW NpepcTaBAAlnT coboii ConnUTapHble OMyXonu, XOTs
OMMUCaHbl Cly4au MHOXKECTBEHHBIX HOBOOOpPA30BaHMiA
[6].

Paszmepbl 1MMOM KONEBAIOTCA OT HECKONbKUX MUANUME-
TpoB A0 30 CaHTUMETPOB, OMYX0aU KpynHee 4 CM OTHO-
CAT K TUFAHTCKMUM, M XapaKTEpU3YloTCA CUMNTOMHbIM Te-
yeHueM y 75% naumeHTos [3,5]. CUMNTOMBI FUTAHTCKUX
JINNOM Yallie BCEro npepcraBfeHbl NPU3HaKaMu UHBaru-
Hauum (19%), peako: kposoTeyeHuem (10%), 06Typauu-
OHHOMI KuweyHoi HenpoxogumocTblo (7%) [3]. OaHako
B GONbWWHCTBE Cy4YaeB AaHHas NaToforus npotekaer
6eccumntomMHo (8o 80% cnyyaes), U 06HapyXeHUe Ho-
BooOpa3oBaHus ABAAETCA CYYaliHO HAaX0AKOI BO Bpe-
MS Pa3fMYHbIX MHCTPYMEHTaNbHbIX UCCefoBaHuit [2].

KnuHnuyeckoe HabnwodeHue

NaunenTka K. 62 neT, B TeyeHue nosyTopa et Habnoga-
fack y NpOKTONOra C AnarHo3om: Jinnoma Bocxogsluen
06ofj04HOM KuWwKK. BHayane 3abonesaHue npoTtekano
6eccMmMnToOMHO.

Bnepebie nunoma Gbina 0b6HapyeHa npu nposefe-
HUWU BMAEOKONOHOCKONUKM B mapTte 2023 ropa: B BOC-
X0AAWe KuWwKe nNoaciau3nctoe ob6pazoBaHWe OKpy-
rnoit Gopmbl JUMAaMETpOM OKONO 8 CM, MOABUXKHOE,
NONIHOCTbIO MepeKpbiBatoLLee NPOCBET, pacnofaraercs
Ha AVHHOW AynNAMKaType CNM3UCTON, MPU NanbnaLum
MArKO31aCTUYHOE, CIM3UCTAA HaL HUM OTeYHaA U APKO
rMnepemMmMpoBaHa, B BOCXOAAWEN KULWIKe 3NUTenu3un-
pytowmecs A3Bbl JO 5 x 6 MM C rpaHynsauusamu. Bista
6uoncus. Tuctonornyeckoe 3akntoyeHue: BOCMAIM-
TeNbHbI GUOPO3HBIN NONUN, XPOHUYECKNIT (UweMuye-
CKUit) KONUT.

J-IHI'IOMG cnenoﬁ KULIKKU, OCNOXHEHHAs MHBcIrMHaLI,Meﬁ
(knuHMueckoe HabBnoaeHue)

locne dopabomku — 06.03.2025

Mpunamo k nybnukayuu — 29.04.2025
Accepted for publication — 29.04.2025

Mo paHHbIM PKT oT 12.04.2023: B Cnenoii kKuwke onpe-
[enseTcs runoAeHcHoe 06pa3oBaHue XUPOBOK NAOTHO-
ctu — 105 en.H, pasmepom 9,3 x 5,3 cM, He Hakannu-
Balollee KOHTPACTHOE BeLeCTBO (BEPOSTHO, AUMOMA).
CTpYKTYpHblE N3MEHEHNS BOCXOAALLEN 060[04HON KNLL-
KW C NepexofoM Ha cienyto (bonee BepoOATHO, BOCNau-
TeNbHO-UIIEMUYECKOr0 XapaKTepa).

YyutbiBasg Hanuume U3MeHeHuit B Bocxogallein obomou-
HOM KuwKe (A3BbI, TPaHyNALMM), NALMEHTKA nonyyana
neyeHune: fueToTepanua, NpPOTMBOBOCMANMUTENbHAA Te-
panusa (MecanasuH).

Ha KoHTponbHOM BuAeokonoHockonun 19.07.2024:
B BOCXOAALLE 000[04HOI KULWKE FUraHTCKoe 06pa3o-
BaHuWe 8 CM, MONHOCTbIO NepeKpbiBaloLiee NpoCcBeT; Npo-
BECTW annapaT 3a Hero He yAanoch.

KoutponbHass PKT opraHoB OplOWHON  Nonoctu
2.08.2024: OT ypoBHA 0OayrMHMEBON 3aCNOHKM BHYy-
TpuUnpocBeTHoe 06pa3oBaHue, MOJHOCTbIO BbIMOJHAI-
Lee NpocseT Bocxopsallero otaena 14,2 x 6,3 x 5,3 cm,
CTPYKTypa KOTOPOM BbIMOJIHEHA XMUPOBOI TKaHbIO C Ha-
JIMYMEM COCYRMUCTON HOXKKW. KpoBOCHabxeHue: BETBb
nopB3A0LWHO-060404HOI apTepun. 06pa3oBaHue UMeeT
chopmupoBaHHyto Kancyny. 3aknioderue: KT kapTuHa
KpYNHOI NUnombl 6ayrMHUEeBOi 3aCOHKM C cybTOTaNb-
HbIM BbINONHEHWEM NpOCBETA BOCXOAALLEr0 OTAena
TONCTO KUWKK, 6e3 NPU3HAKOB IKCTPAOPraHHOTO pac-
NPOCTPAHEHUA U MANUTHKU3aALWK. [IPU3HAKOB KULIEYHON
HENpPOXOAUMOCTU He BbIABIEHO.

09.09.2024 nauueHTKa obpaTMiach B KOJOMPOKTONIO-
ruyeckoe otgeneHune Y PO OKB c xanobammn Ha ne-
pUOAMYECKUe cnacTuyeckue 6oMU B HUKHUX OTAenax
KMBOTA, 3afiepXKKy cTyna. Mpu ocmoTpe: obliee cocro-
AHWe yaoBneTBopuTenbHoe. Temnepatypa Tena B Hopme.
MokasaTenu remoguHamuku crabunbHole. usoT nopg-
B3[YT, MATKWIA, HE3HAUUTENbHO 6ONIE3HEHHbIN B NPaBOM
Me30racTpuu, rae nanbnupyeTcs OKpyrioe nioTHOe Ma-
nocMelaemoe 06pa3oBaHNe 3HAYUTENbHbLIX Pa3Mepos.
MepuctanbTuka aktTuBHasA. lasbl oTxopAT. CumnTOMBI
pasfpaxeHus OpowWKUHb oTpuuaTensHele. CTyn Hepery-
NAPHbIN, 6€3 npumeceit, C 3aAepXKKON B0 2—3 CyTOK.
YuyutbiBas KAMHUKY W aHaMHe3, 6bina rocnuTanusu-
poBaHa B KOJIOMPOKTONOrMYecKoe OTAeNeHne B IKCT-
PEHHOM nopsAfKe C AMArHO30M: YaCTUYHAA KULIEYHas
HENpOXOAUMOCTb.

Mpn aHanuse paHHbix PKT ot 2.08.2024 BO3HMKNO Mo-
L03PEHMEe Ha Hanuyue WHBArMHauuW npaBoro gnaHra
o6opoyuHoit kuwku (Puc. 1,2). Mocne foobcnenosaHus
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PucyHok 1. Hanuyue uHsazuHayuu npagozo ¢naHea 060004-
HOU KUWKu

Figure 1. Presence of intussusception of the right flank of the
colon

PucyHok 2. Hanuyue uHsazuHayuu npagoeo ¢aaHea 060004-
HOU KulWKu

Figure 2. Presence of intussusception of the right flank of the
colon

T

PucyHok 3. MHgaeuHam cnenoli KUWKU 8 BOCX00ALyI0 060004-
HyI0 KULWKY 00 YPOBHSA NeyeHoYHo20 u32uba

Figure 3. Invaginate the cecum into the ascending colon to the
level of the hepatic bend
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(nabopatopHble aHanusbl, Y3U cocynos, Y3U cepp-
ua, ®rAac) 6emno nNpuHATO peleHne 06 onepaTUBHOM
neyeHun.

11.09.2024 BbinonHeHa nanapocKonuyecKkas reMmKon-
3KTOMMA cnpasa. Ha onepaunu: B NpaBoM Me30racTpuu
W TUNOTacTpUW BHIAABNEH YMEPEHHbI CMaeyHbll Npo-
Lecc, npoussefeH aaresmonusuc. Mpu pesusuu onpe-
[enAncs WHBAarvHaT CNenon KUWKM B BOCXOAALLYIO
000[0YHYI0 KUWKY A0 YPOBHA MEYEHOYHOro u3ruba
(Puc. 3), B npocBeTe — 06pa3oBaHue 3HAYUTENLHOTO
pa3mepa (Puc. 4). BbinosHeHa NpaBOCTOPOHHAS remMu-
KON3KTOMMA C POPMUPOBAHMEM 3IKCTPAKOPNOPaNbHOIo
MNEeOTPaHCBEP30aHACTOMO3a «OOK-B-60K» JIMHEHHbIM
cTennepom.

lMaTonoroaHaToMMWyecKoe uccnefoBaHue onepaluoH-
Horo Mmartepuana. Makpo: B ob6nactu Kynona cnenoit
KAWKW W MNeoLeKanbHOro KnanaHa onpefensercs

Y.

PucyHok 4. 06paszosarue (nunoma) 3HayumesnsHo20 pasmepa
Figure 4. Formation (lipoma) of considerable size

{ i < e i = Fas
PucyHok 5. llodcnuzucmoe obpasosarue 75 x 30 x 25 mm, ¢ co-
eduHumenbHo-mraxHol kancynol 0,1-0,2 cM u eQuHUYHbIMU
JKUPOBbLIMU HEKPO3aMU

Figure 5. A submucous formation of 75 x 30 x 25 mm is de-
termined, with a connective tissue capsule of 0.1-0.2 cm and
single fatty necroses

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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nopcnusnctoe obpasosaHue 75 x 30 x 25 MM, ¢ coeau-
HUTENbHO-TKaHHOW Kancynoi 0,1-0,2 CM. M eUHNYHbBIMK
XMPOBBIMW Hekpo3amu (Puc. 5,6). Mukpo: dparmeHTs
CTEHKW TONCTOW KUIWKKU C POCTOM NIMNOMbI Ha MPOTAXe-
HUW 75 MM.

MocneonepauuoHHbIii Nepuos npotekan 6e3 OCnoxHe-
HUiA. MNaumeHTKa BbINMCAHA Ha 7-e CYTKK nocne onepa-
LMK B YAOBNETBOPUTENLHOM COCTOAHUU.

OBbCYXOEHWE

Jlunoma cnenom KWWKK OTHOCUTCA K pefKuM Ho-
BOOOPA30BaHUAM  XeNyAOYHO-KUIWEYHOTrO  TpaKTa.
CoBpeMeHHble MeTOAbl 06cnefoBaHMsA NO3BOASAIOT C A0-
CTaTOYHOMN TOUYHOCTHIO YCTAHOBUTL AOOPOKAUECTBEHHbIN
xapaKkTep HoBoobpa3oBaHus [2].

B naHHOM KNMHWYeCKOM HabnofeHUU TUraHTCKas ony-
X0Mb NpoTeKana 6ecCMMNTOMHO JAUTENbHLIA Nepuos
BpeMeHU. /3MeHeHus B 061acTu Bocxopslein 060404-
HOIt KULWKK, 0GHAPYXEHHbIE MPY NEPBOII KONOHOCKOMUMY,
NPUHATbIE 33 ULWEMUYECKNe, BO3MOXHO, GbIN CBA3aHbI
C MHTEPMUTTUPYIOLWEN WHBArMHauMein U HapylweHuem
KpOBOOOPaALLEHUSA B CTEHKE KULIKH.

MosiBNeHMe KNMHUYECKUX CUMNTOMOB TpebyeT oT Bpaya
BHMMATENIbHOTO aHann3a AaHHbIX JONONHUTENbHbIX Me-
Tof0B obcnefoBanus, B ToM yucne PKT Ha yudposbix
HocuTensx [4]. B 3akntoueHuun no Tomorpacduu He 6bi10
OTME@YEeHO NPU3HAKOB MHBArMHaLWUM, XOTA NPU BU3yanu-
3auum UMGpPOoBbLIX AaHHbIX OHU MPUCYTCTBOBANN.
HecmoTps Ha 0cnoXHeHHOe TedeHue 3a6oneBaHus, 6bin
BbIGpaH MaNoOMHBA3MBHbII CNOCOH XMpPYypruyeckoro ne-
YeHWs, KOTOPbIA NpUBES K ObICTPOMY U3NEYEHHUI0 U BOC-
CTaHOBNEHUIO TPYAOCNOCOOHOCTH.

PucyHok 6. [lodcnuzucmoe obpazosarue 75 x 30 x 25 mm, ¢ co-
eduHumenbHo-mranHol kancynol 0,1-0,2 cM u eduUHUYHbIMU
JKUPOBLIMU HEKpO3amu

Figure 6. A submucous formation of 75 x 30 x 25 mm is de-
termined, with a connective tissue capsule of 0.1-0.2 cm and
single fatty necroses

.nPII'IOMO cnenou KMLKH, OCITOXHEHHAs MHBOFMHOLI.Htei
(knuHMueckoe HabnopeHne)
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JIunoma cnenoi KMLIKM, OCNOXHEHHAS MHBArMHAUMEN (KnuMHMYecKoe

HabnogeHne), aetopbl: Oropensues A.1O., Kouetkos ®.[.,

Bypmucrpoea C.C., HepHoiwn MN.A.

MegpneHHbIi poCcT U OANTENbHbBIN Nepuof CKpLITOro Te-
YeHWUs 3aTPYOHAIT AWATHOCTUKY JIMMOM XEenyao4HO-
KWLWEYHOro TpakTa. 3a4acTyto Takue HoBoOOpa3oBaHus
ABNAIOTCA CNYYANHBIMU HAXOAKAMMU BO BPeMS CKPUHUH-
rOBOM WAM AMArHOCTUYECKOW KONOHOCKONUK.

MpepcTaBneHHoe KAMHMYECKoe HabitofeHne feMoH-
CTpUpyeT HEeoOGOCHOBAHHbLI OTKA3 OT NpoBefeHus
NAaHOBOT0 ONEpPaTUBHOIO BMELWATENbCTBA, MOCKOb-
Ky Npu NepBUYHOI KONOHOCKONMUM 6bINO BbIABAEHO
KpynHoe cy6anutenuanbHoe HOBOOOpa3oBaHue, Mo
paHHbiM KT cootBetcTBytolee nunome. CoBeplweHHO
04YeBUAEH ObI BbICOKMIA PUCK Pa3BUTUA WHBAruHa-
LMK, TaK KaK, N0 AAHHbIM KOJNIOHOCKOMWUM KpynHOe
(8 cm B guametpe) ob6pasoBaHue ObINO MOABUKHbBIM,
pacnonarasch Ha AAMHHOI Ay6nexkaType CAM3UCTON
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060n0ukn. TaKkiKe OoOGHApyXKeHHble B BOCXOAAlLei
KUWKe MeNnkue, equHUYHble U3bsA3BNeHUsA, 6e3 n3-
MEHEHMWIn CAU3NCTON 0B0NOYKM, NpeXae BCero, che-
LOBaN0 CBA3ATb C MHTEPMUTUPYLLEN MHBArUHaLWeNR,
WCKAIOYNB BOCNAAUTENbHYI NPUPOAY MMEoWUXCs
M3MEHEHUN.

C TOYKM 3peHMs 3HAOCKOMWUCTOB IKCMEPTHOTO YPOBHS,
o6pa3oBaHue OblI0 BO3MOXHO YAANUTb IHAOCKOMMUYe-
CKM, 136eXaB OMacHOr0 OC/IOXHEHWUA W BbINONHEHUS
MPaBOCTOPOHHEN FEMUKONIKTOMUMU.

CoBpemMeHHOe pa3BuTME 3IHAOCKOMUYECKON TEXHUKM
KapAuMHaNnbHO NO3BOAMIO YBEAWYUTb YACTOTY BbINOJ-
HeHMs opraHocGeperaloumx BMELWaTeNbCTB, 0COOEHHO,
npu JOOPOKAYECTBEHHbIX HOBOOOPA30BaHUAX TONCTOIA
KULWKN.
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Tumor intestinal obstruction as a cause of ischemic
enterocolitis (review and case report)

Aleksandr E. Tyagunov'?, Botan M. Abdulkarim'?2, Zaripat M. Alieva'?,
Elena A. Slepchenko?, Vasiliy A. Kozhushkov', Aleksandr V. Sazhin'-2

'Pirogov Russian National Research Medical University (Ostrovityanova st., 1, Moscow, 117997, Russia)
2Moscow Multidisciplinary Clinical Center “Kommunarka” (Sosenskiy Stan st., 8, Moscow, 142770, Russia)

AIM: to analyze, based on literature data, a clinical case of total necrotizing obstructive enterocolitis in a patient
with (0.
CLINICAL CASE: a stable patient with no comorbidities developed septic shock within hours following tumor stent-
ing for CO. The underlying cause was ischemia of both the small and large intestines. The patient required subtotal
colectomy and prolonged treatment in the intensive care unit to achieve recovery.
CONCLUSION: colon ischemia in the context of CO remains an under-researched condition, with undefined diagnostic
criteria and a high postoperative mortality rate. This issue warrants close attention and broader discussion within
the medical community.
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INTRODUCTION

Colorectal tumor obstruction (CO) develops in
about 20% of patients with colon and rectal
tumors, is accompanied by high mortality and
morbidity, and requires long-term inpatient
treatment. In 2019-2020, CO was detected in
20,653-22,211 patients in the Russian Federation
and was followed by a postoperative mortality rate
of 15.39% — 17.05%. In uncomplicated tumors,
mortality was about 5% [1,2]. The main causes of
death include infectious complications (progres-
sive peritonitis), multiple organ failure, and in-
testinal ischemia (II) [3]. Increased intraluminal
pressure, excessive bacterial growth in the intes-
tinal lumen, overgrowth and ischemia of the in-
testinal wall are accompanied by translocation of
microorganisms and toxins into the lymphatic sys-
tem and systemic bloodstream [4], which is con-
sidered as the causes of infectious complications
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and sepsis. In 1.6-4.1% of patients, CO is followed
by perforation [5,6], in which mortality reaches
62% [7]. The risk of perforation increases with di-
lation of the cecum greater than 10 cm [8,9]. To
describe ischemic changes in patients with CO,
many authors use the term of “obstructive coli-
tis” (0C) or enterocolitis (OEC) [10], which is de-
fined as ulcerative-inflammatory lesion of parts
of the small or large intestine located proximal
to the site of obstruction [11]. In addition to CO,
ischemia of the colon (IC) has been described in:
heart diseases (arrhythmias, heart failure, shock),
vascular diseases (embolisms, thrombosis, vascu-
litis), infectious diseases (E. coli, hepatitis B, cy-
tomegalovirus), iatrogenic effects (surgeries on
the aorta), under the influence of pharmacologi-
cal drugs and physiological conditions (running
for long distances) [12,13]. IC has been described
as a rare complication after coronary angiography
[14], myocardial infarction [15], colonoscopy, etc.

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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At the same time, it is rarely possible to identify
the true origin of an ischemic event in each indi-
vidual patient [16].

AIM

To analyze the clinical case of total necrotizing
obstructive enterocolitis in a patient with tumor
intestinal obstruction.

Terminology

The term of “OC” has been used for over 30 years
[10]. Despite this, the term has not become gener-
ally accepted among clinicians and pathologists,
although PubMed offers 2,085 publications on the
topic [17]. “0C” is not identified in the e-library,
English-language and Russian clinical guidelines
on CO, and most publications on the topic are
descriptions of clinical cases or small samples.
Apparently, OC should be considered as a special
case of IC [16]. The number of publications on IC
is significantly higher than on OC, and includes, in
addition to individual cases, significant clinical
series, population-based studies, which in 2015
were summarized in the clinical guidelines of the
American Society of Gastroenterology (SAGES)
[18]. It should be noted that along with ILI the
term of “ischemic colitis” (IC) is used. Formally,
this term reflects the inflammatory response to
ischemic injury, although it is often used as a syn-
onym for ILL.

Ischemic enterocolitis (IEC), like obstructive en-
terocolitis (OEC), is an even rarer condition [19].
There is almost no information about the extent
of lesion of the small intestine, the mechanism of
lesion, and the outcomes of IEC and OEC. It is re-
ported that ischemic lesions in the smallintestine
in OEC are localized mainly in the mucosal-submu-
cosal layer and spread 10-150 cm proximally from
the ileocecal valve [20,21].

Epidemiology of IC

The detection of IC, regardless of the causes, has
been on anincreasing trend over the past 30 years,
primarily due to improved diagnosis. In the period

Onyxoneeas KMLWeEYHAs HENPOXOAMMOCTb KAK MPUYMHA MLLIEMMYECKOTO
aHTepokonuTa (0630p nUTEpaTYpPLI M ONMUCAHME KIMHMYECKOTO cryyas)

between 2005 and 2009, the detection rate of IC
was 22.9 cases per 100,000 population [16]. These
data may not fully reflect the actual indicators,
because most patients have mild IC, which is why
patients rarely seek medical help, and even when
they do, IC is not diagnosed in all [22]. The inci-
dence of OC among patients with CO is indicated
at 0,3-14% [17,23-25].

Etiology and Pathogenesis of IC and 0C

IC. The concept of IC pathogenesis is based on
the hypothesis of hypersensitivity of the colon to
ischemia. As indicated, the blood supply to the co-
lon has areas vulnerable to ischemia, in particular,
at the level of the hepatic, splenic bends of the
colon and sigmoid colon [16].

At the same time, a violation of the main blood
flow is usually not the main cause of IC; only 20%
of patients develop IC due to the cessation of
blood flow in the main vessels. In most patients,
IC develops due to incoming (temporary) hypoper-
fusion of the intestinal wall due to spasm, vaso-
constriction, thrombosis of the microcirculatory
course against the background of critical condi-
tions, hypovolemia, hypercoagulation [21,26].
Ischemia, followed by restoration of blood flow
and reperfusion injury, is accompanied by the
release of free radicals, apoptosis of cells of the
intestinal mucosa and microcirculatory course,
translocation of microorganisms and endotoxins.
The severity of the injury depends on the duration
of ischemia and the extent of the involved vascu-
lar basin [16,27-29].

Gordeeva A.E. et al. consider reperfusion playing a
leading role in the pathogenesis of ischemic intes-
tinal injury. Pronounced edema of the intestinal
wall due to lesion of the microcirculatory course
and endotheliocytes is a characteristic feature of
reperfusion injury [30]. Knowledge of these fea-
tures can be useful for the diagnosis of IC.

0C. Experimental studies have established signifi-
cant changes in blood circulation in the intesti-
nal wall in OC, in particular, a two-fold increase
in blood supply [31] against the background of
hypovolemia, hypotension, and compression of
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intramural vessels. An increase in pressure in the
intestinal lumen above 35 mm of water column for
several hours was accompanied by ischemic injury
to the intestinal wall [32]. In the experiment, OC
occurred significantly more often and affected
a larger area with full than with partial OC [33].
There is an unconfirmed hypothesis that the se-
verity of intestinal lesion may be related to the
rate of reperfusion. It is suggested that rapid de-
compression of the large intestine may contribute
to reperfusion lesion.

Characteristics of Patients. Symptoms

The mean age of 3,241 patients with ICincluded in
a recent systematic review was 70 (19-98) years,
of whom 58.2% were women [34]. Usually, IC and
0C are initially manifested by bleeding from the
rectum and abdominal pain, as well as nausea and
vomiting, i.e. symptoms that are clinically indis-
tinguishable from colorectal cancer [35]; however,
they are grounds to suspect IC and conduct a tar-
geted check up.

Diagnosis of IC

Laboratory changes are not specific to IC, but they
are, nevertheless, useful for assessing the severity
of the disease and choosing treatment approach.
Organ dysfunction and sepsis are indicated as
criteria for severe IC requiring urgent measures,
and abnormal laboratory tests are indicated as a
predictor of an unfavorable outcome [16]. Of the
instrumental methods, CT and colonoscopy are the
most informative, the results of which, comple-
menting each other, make it possible to assess the
severity and danger of ischemic injury.

For dynamic CT, a phasicity of changes can be de-
tected depending on the predominant damaging
mechanism: ischemia or reperfusion. In the phase
of ischemia, dilatation of the intestine is observed
with a characteristic expansion of its lumen and
thinning of the wall to the “thickness of paper”
with the formation of diffuse fluid of the abdomi-
nal cavity or retroperitoneally. Pneumatosis and
a decrease in intestinal wall density, pneumoperi-
toneum, dilatation of the lumen greater than 5
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cm are indicated as signs of irreversible intestinal
injury, although the specificity of these signs is
quite low.

Reperfusion, due to injury to the endotheliocytes
of the microcirculatory course and impaired per-
meability of the intestinal wall, is accompanied
by extravasation of fluid from the vascular lumen
into the tissue. As a result, the intestinal wall
looks thickened (more than 1 c¢cm). The mucosa
may have increased density due to hyperemia and
hemorrhagic phenomenon (the double halosign).
The intestinal lumen, unlike ischemia, decreas-
es. Diffuse fluid increases around the intestine.
Intestinal fragments with predominant ischemic
lesion are often combined with areas where reper-
fusion injury prevails [36]. CT may be important
as a screening method for diagnosing obvious ir-
reversible injury or perforation. Subsequent colo-
noscopy makes it possible to assess the degree and
prevalence of ischemia, especially during the first
48 hours after the onset of IC symptoms [18]. The
following signs of IC were found in 297 patients
during colonoscopy: hyperemia (83.7%), edema
(69.9%), slight injury (42.6%), superficial ulcer-
ation (57.4%), deep ulceration (21.7%), narrow-
ing and stenosis of the lumen (8.4%), intraluminal
blood (8.4%), and blue-black nodules on a dark
background, indicating gangrene (5.5%) [37]. It is
emphasized that colonoscopy in case of suspected
IC is carried out without preparation, which is not
generally accepted. Angiography is rarely used, as
it is almost never possible to identify blood flow
disorders in large vessels [38].

Diagnosis of 0C

Colonoscopy, CT scan, barium or water-soluble en-
ema are useful for the diagnosis of primary tumors
and IO, but rarely allow to establish OC and, more-
over, the degree of ischemic lesion to the intes-
tinal wall. Assessment of the viability of dilated
thinned intestinal wall on the background of I0 is
a significant difficulty [24]. CT scans of signs of
non-viability (intramural gas, impaired accumu-
lation of contrast agent, gas in the portal vein
system) did not show high accuracy in diagnosing
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irreversible ischemic lesion of the intestine. For
example, transmural necrosis of the cecum on CT
scan was detected only in 26% of patients with
intramural gas [39]. Nevertheless, Ko G.Yu. et al.
(1997) managed to differentiate ischemic seg-
ments of the intestine (ISI) from those affected
by a tumor based on CT assessments of their thick-
ness, heterogeneity, and the nature of blood sup-
ply [40]. In a study involving 308 patients, PETCT
demonstrated a higher informative value than (T,
which allowed to establish 0C in 9.4% of patients
with CO [25].

Intraoperative Diagnosis of IC and 0C
Intraoperative visual assessment is not informa-
tive in case of lesion of the mucosal-submucosal
layer; obvious changes on the serous layer are de-
tected only in case of transmural irreversible in-
jury [26,34,41].

Changes corresponding to OC are often detected
as an accidental finding when examining a re-
moved specimen [23,42]. New technological tools
such as Near-infrared indocyanine green (NIR —
ICG) angiography have potential advantages [43].
A recent study has shown the possibility of more
accurately determining the extent of ischemic in-
jury and the boundaries of resection in OC, since
the hypoperfusion area established by ICG angi-
ography was 8-25 cm longer than according to the
results of the visual assessment [44].

The Depth and Extent of the Lesion with 0C

In OC and OEC, changes are more often detected
in the mucous and submucosal layers of the large
or small intestine [32]. Toner, M. et al. found focal
changes in the form of limited ulcers with a diam-
eter of 0.5-2 c¢m or in the form of merging circular
lesions with a length of 8-25 cm, well separated
from the normal mucosa [10]. Transmural lesion
is rarely described [41]. Emoto, S. et al. found no
cases of transmural lesion among 40 patients with
0C [24].

As a characteristic feature of OC, most authors in-
dicate the preservation of a portion of the normal
mucous layer between the margins of colitis and
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the tumor [17,23]. The length of this section can
range from 2.5 to 60 cm [10, 23]. Because of this
feature, even a targeted examination of the mu-
cosa along the resection line may be uninforma-
tive [42].

Histological Changes with 0C

Regardless of the severity and nature of the dis-
ease, a diagnostic sign is the presence of normal
(non-inflamed) sections of the intestine of vari-
able length separating the obstruction zone from
the OC area. In the absence of an obvious heart
attack, inflammation of the mucous layer and
hemorrhage into the submucosa develops. Fibrin
thrombi may occur, other than those resulting from
ulceration. Usually, partial loss and degeneration
of crypts with characteristic opaque eosinophilia
of its own plate is observed in the ischemic muco-
sa. Macrophages saturated with hemosiderin may
be an additional clue in the diagnosis of OC [23].

Surgical Approach

IC. About 25% of patients with IC undergo surgery,
more often with right-sided injury than with isch-
emia of other segments, respectively: 53.6% and
14.5% [34]. The choice of treatment method and
prognosis are related to the severity of IC. Male
age, hypotension (blood pressure < 90 mmHg),
tachycardia (heart rate > 100 beats/min, abdomi-
nal pain without rectal bleeding, and urea > 20
mg/dl, Hb < 12 g/dl, LDH > 350 U/l, Na*< 136
mEq/L (mmol/l), WBC > 15 x 10°/L) are indicated
as risk factors for an unfavorable outcome. The
IC of a mild course is established in the absence
of risk factors, moderate — in the presence of 3
or fewer risk factors, and severe — more than 3
risk factors [18]. In moderate to severe cases of
IC, antibacterial therapy and consultation with a
surgeon are recommended. Severe course is the
basis for admission to the ICU [34]. Irreversible
lesion (gangrenous colitis), as well as progressive
organ dysfunction, is indicated as an indication
for surgery [16]. There is evidence of a more se-
vere course of right-sided colitis, in particular, a
higher incidence of gangrenous changes [34]. The
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ACG recommendations indicate peritonitis, mas-
sive bleeding, fulminant colitis with toxic dilation
of the colon (TDC), portal and intramural gas on
CT, and worsening of the condition [18]. Intestinal
dilation on CT scan, organ dysfunction, and high
lactate levels are indicated as predictors of irre-
versible intestinal ischemia [45].

0C. Unlike IC of other etiology, where conserva-
tive treatment is effective in most patients, sin-
gle-stage or staged surgeries are the main type of
treatment in patients with OC. At the same time,
there is no obvious evidence of the effect of OC
on outcomes. In one study involving 56 patients
with OC, “total or subtotal colectomy” with pri-
mary anastomosis was not accompanied by serious
complications. A staged treatment with stenting
or probe decompression at the first stage is indi-
cated as an acceptable option in patients without
total ischemic injury and perforation [21,24].

In the series, which included 43 patients, the
second stage was successfully resected, usually
with primary anastomosis, which was accompa-
nied by the only postoperative complication —
bleeding from the anastomosis [24]. Successful
probe decompression of CO during 10 days and
subsequent successful resection was reported
by Matsuda, T. et al. During the operation, severe
edema and ulceration of the terminal ileum were
detected [21].

Mortality and Adverse Events with IC and 0C

IC. Organ dysfunction and sepsis are indicated
as the main causes of fatal IC outcomes [34].
Mortality among patients with IC who underwent
colectomy is indicated at the level of 25-79%
[46—49]. In a study from the USA, which includ-
ed 4,548 patients with colectomy for all types
of IC in the period between 2010 and 2015, the
30-day postoperative mortality was 25.3%. Age,
comorbidity index, functional status, preopera-
tive septic shock, acute renal failure, preoperative
hemotransfusion, and surgery delay of more than
3 days after hospitalization were identified as fac-
tors of 30-day mortality [50]. According to a re-
cent systematic review, right-sided or total colitis
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was the main predictor of the need for surgery and
an unfavorable outcome.

With right-sided IC, 19.7% of patients died, while
9.1% of the rest died. The mortality rate was also
significantly higher after surgery than after non-
surgical treatment, respectively: 39.3% and 6.2%
[48, 51].

0C. The analysis of the OC studies revealed several
other indicators. Although cases of 0C with sep-
tic shock and fatal outcomes have been described
[41,52,53], several studies have shown that OC
have no effect on the outcome of CO.

In the largest of them, mortality among patients
with OC did not differ from the other patients
with CO and was less than 4% [17]. Among the
rare adverse events associated with OC, failure
and bleeding in the anastomosis area and colos-
tomy dysfunction are indicated [24,54]. We offer
clinical observation of a patient with OEC and sep-
tic shock. This observation of OC obviously went
beyond the disease, which “does not affect out-
comes.” At the same time, OC was not diagnosed
by CT, colonoscopy, intraoperative and primary
histological examination.

Figure 1. Computed tomography of the abdominal cavity with
intravenous reinforcement revealed a tumor of the sigmoid co-
lon and intestinal obstruction during hospitalization

KOLOPROKTOLOGIA, vol. 24, N2 2, 2025
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A typical start. A 60-year-old man was hospital-
ized with a 3-hour history of abdominal pain, nau-
sea and repeated vomiting. The physiological sta-
tus was satisfactory. Hypersthenic. The BMI was
28.5 kg/m2. The abdomen was swollen, painful,
without peritoneal symptoms. The laboratory pa-
rameters were within subnormal values. A CT scan
revealed a tumor of the sigmoid colon, intestinal
obstruction: the diameter of the colon was 7 cm,
the small intestine was 1-1.5 cm (Fig. 1). Without
technical difficulties, the patient underwent
stenting of tumor stenosis with a self-expanding
metal stent.

Something went wrong: sepsis, septic shock.
After waking up, the patient stopped making
contact (in a retrospective survey, the patient
remembered only the stage of transportation for
a colonoscopy). Due to the increasing multiple or-
gan failure (lactate — 5 mMol/L, procalcitonin —
9.3 ng/ml), the patient was transferred to the ICU.
On the background of infusion, antibacterial, and
renal replacement therapy (RRT), by day 3, the
patient’s condition corresponded to septic shock
and required catecholamine support, ALV, and RRT.
The growth of Escherichia coli was detected in the
blood.

CT. On aseries of CT scans, the dilatation of the co-
lon remained up to 6 cm in dynamics (Fig. 2). From

day 2, dilatation of the small intestine appeared,
and by day 3, edema of the walls of the small and
large intestines with diffuse fluid accumulations
had grown. Sigmoscopy performed 52 hours af-
ter stenting showed the patency of the stent and
the absence of any significant changes, except for
dilatation of the proximal colon and hyperemia of
the mucosa immediately proximal to the stent.

A toxic megacolon? Colectomy. By day 3, toxic
dilation of the large intestine was suspected.

The council decided on a colectomy. During sur-
gery, there was a serous effusion in the abdominal
cavity, a stenosing tumor of the sigmoid colon,
and the correct location of the stent.

The adducting sections of the colon were dilated
to 6 cm, visually viable, although the intestinal
wall was in duratively altered, which visually and
palpationally corresponded to hypertrophy of the
intestinal wall. The small intestine was up to 4
cm in diameter, and its serosa was not visually al-
tered. Subtotal colectomy with D2 lymphodissec-
tion, 25 cm resection of the ileum and ileostomy
was performed. The wall of the small intestine
along the resection line was dense, the mucous
layer was pink.

The results of the examination of the surgical
specimen.

Figure 2. By the 3rd day of inpatient treatment, dilation of the colon persists with a properly functioning stent. Dilation and swell-
ing of the small intestine wall appeared. Significant diffuse fluid accumulations appeared in the abdominal cavity.
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Seeding from the abdominal cavity: sterile.

The result of the histological examination:
Highly differentiated adenocarcinoma of the
sigmoid colon (G2, pT2, pN2a (5/36), L1, VO, PnoO,
RO). In the mucous layer of the small and large in-
testines, proximal to the tumor, total necrosis of
the mucous and submucosal layers and extensive
ulceration with mild or moderate leukocyte infil-
tration, edema and hemorrhages in the submuco-
sal layer, vascular dilatation, unevenly expressed
fullness of veins, multiple fibrin and red obturat-
ing thrombi in the lumen of capillaries and small
veins were found; signs of myolysis in the muscle
layer with its thinning were detected. Similar
changes were found in the ileum (Fig. 3). Due to
the fact that the etiology of necrotic changes was
not established, the specimens were consulted at
theRussian Federal Coloproctology Center.

The changes in the adductor sections of the large
intestine were regarded as ischemic enterocolitis
on the background of a stenosing tumor of the sig-
moid colon.

Postoperative Treatment

The patient underwent the surgery satisfactory —
inotropic support with norepinephrine did not ex-
ceed 0.3-0.5 mk/kg/h. However, the surgery did
not lead to an improvement in the patient’s condi-
tion. The patient did not absorb enteral nutrition
for more than 30 days. The stoma did not func-
tion for 14 days, after which recurrent intestinal

PucyHok 3. Mukpogomoepaguu yyacmka socxodsuweli 060-
doyHoll Kuwku. Ysenuderue x200, wkana 600 HM. Okpacka
2eMOMOKCUNUH-303UHOM. TomanbHbIl HeKkpo3 causucmoli ¢ ze-
Moppazuyeckol umbubuyued.

Figure 3. Micrographs of the ascending colon section. Magni-
fication x200, scale 600 nm. Hematoxylin-eosin staining. Total
necrosis of the mucous membrane with hemorrhagic imbibition.
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bleeding appeared. Enteroscopy (through a stoma)
showed massive lesion of the mucous layer — ul-
cerative necrotic changes, which decreased, but
remained significant by day 20 (Fig. 4a, b). At the
same time, although the stoma looked viable, a
pronounced edema of most of the wall remained
on the CT scan. Against the background of sepsis-
induced coagulopathy, several episodes of intra—
abdominal bleeding occurred after surgery (the
source was the vessels of the large omentum),
for which relaparotomy was performed twice. By
day 20, several hematomas with a total volume
of about 1 liter had formed in the abdominal cav-
ity, which were treated conservatively. A cava

Figure 4. A — Enteroscopy on the 9th day after surgery. Total
necrosis of the ileum mucosa within 15 cm of the ileostomy.
b — Enteroscopy on the 20th day after surgery. Fibrinous over-
lays on the ileum mucosa. The intestinal lumen is formed by
a blood clot.
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filter was installed in connection with ileofemoral
thrombosis. ALV and RRT continued for 2 months.
The total duration of ICU treatment was 105 days.
The dynamics of procalcitonin levels during the
treatment is shown in (Fig. 5).

Discharge from hospital. The patient was dis-
charged to the rehabilitation center on the 137th
day from the moment of hospitalization with a
loss of 40% of body mass.

What is going now? 6 months after the discharge,
weight gain was about 10%, renal failure that does
not require RRT persists, anemia (Hb 100 g/ l), hy-
poproteinemia (60 g/l), albumin level — 30 g /L.
There are cicatricial changes in the terminal part
of the ileum, requiring periodic bougie. There are
no signs of progression of the tumor and infec-
tious process. The issue of constructive surgery is
being discussed.

Discussion of the Problem Status and Surgical
Tactics Used in the Patient

The problem of IC has been actively discussed for
several decades, but there have been no break-
through discoveries to solve it. Since the release
of the only recommendations in 2015, dozens of
new publications have appeared, which, howev-
er, have not fundamentally changed the state of
the problem and have not led to an update of the
guidelines. A significant part of the questions of
etiology, diagnosis, treatment and prevention of
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YUMOHUHA 0OCMABAJICA 3HAYUMO Bblle HOPMASIbHbIX NOKa3ame-
sed.

Figure 5. Dynamics of procalcitonin levels changes (ng/ml).
During the period from 01/13/14 to 04/14/14, procalcitonin
levels remained significantly higher than normal.
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IC remain unanswered. Existing diagnostic meth-
ods: CT, colonoscopy and morphology in reality
can detect only non-specific signs of lesion of the
large intestine, similar to colitis of infectious ori-
gin and Crohn’s disease, in connection with which
Carlson, R.M., et al.’s doubts were expressed about
the generally accepted ischemic theory of IC. In
particular, the authors found no evidence of “a
special vulnerability of the colon to ischemia,”
and questioned whether IC was associated with
critical conditions and patient instability [55]. It
was impossible to assess the prevalence and ac-
tual clinical significance of OC based on the lit-
erature studied. The opinions of experts range
from “it does not matter” to “deadly dangerous”,
as in the case of our patient. Several studies have
shown a significant incidence of ulcerative lesions
of the adductor intestine in obstruction, but these
changes were not life-threatening, and their treat-
ment was not accompanied by complications. We
could not find any analytical data on gangrenous
diseases.

For surgeons in Russia, the problem of IC and OC
is obviously not considered among the priorities.
According to the established clinical practice of
emergency units, the cause of segmental or total
necrosis of the large intestine is usually indicated
by a violation of the arterial circulation, and non-
transmural IC is not detected at all. The incidence
of ICin Russia has not been studied [56]. Based on
statistics from international studies, the annual
number of patients with IC in Russia may exceed
30 thousand. Erosive colitis of unknown etiology
is indicated as the cause of intestinal bleeding in
40% of patients [57]. At the same time, according
to the English-language literature, most of them
have colitis of ischemic origin. In the treatment
of this patient, IC was also not considered as the
cause of the rapid deterioration of his condition,
and the genesis of the lesion was not established
even by the results of the initial morphology. At
the same time, an early surgery (up to 3 days) with
necrotizing OC is indicated as life-saving.

A retrospective CT scan showed a typical picture
of ischemia — reperfusion of the large intestine
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with increasing swelling of the intestinal wall,
dilatation of the large and small intestines. At
the same time, sigmoscopy on the 3rd day after
stenting did not reveal any anomalies, which may
be due to the peculiarities of lesion of the intes-
tinal wall with the preservation of an unchanged
mucosal area between the tumor and the lesion.
Examination of the large intestine during surgery
did not allow us to fully assess the extent of le-
sion of the intestinal wall. Surgeons found an in-
tact serous layer, which is usually described with
non-transmural lesion. If such a bowel was found,
without an appropriate preoperative examination,
most surgeons would hardly have decided on a col-
ectomy. Admittedly, the surgery did not eliminate
sepsis, which had been fighting for several months.
A possible source of sepsis could be the smallintes-
tine, the volume of gangrenous changes in which
became clear after the surgery. In the available
literature, we have not been able to find success-
ful cases of treatment of such extensive entero-
colitis. Was a more extensive surgery necessary,
including resection of the small intestine? This
surgery volume was discussed after the surgery,
when the lesion extent became clear. Although
extended resections are indicated as a risk factor
for an unfavorable outcome in IC [58], it is clear
that such surgeries are required by patients with
an appropriate lesion scope. The question of the
validity of colectomy also cannot be considered
unambiguously resolved, since transmural lesion
has not been established. A recent publication de-
scribed a patient with total necrotic OC and septic
markers, although without organ dysfunction, who
was successfully cured by repeated endoscopic
decompression of the large intestine [59]. Finally,
there is currently a question about the feasibility
of reconstructive surgery. Anemia, hypoprotein-
emia, and persistent body mass deficiency cannot
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