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Aim. To increase the effectiveness of treatment of anastomosis leakage in patients with rectal cancer after neoadjuvant
therapy. Materials and methods. We searched and analyzed publications in PubMED for 2015-2022, which provided
data on the use of negative pressure endovacuum therapy in patients with anastomotic leakage after surgical treatment.
The search queries related to the tags «rectal cancer», «postoperative complications», «anastomotic leakage», «neoadjuvant
therapy», «negative pressure vacuum therapy», «endovacuum therapy». The results of treatment of patients with stage II-lll
rectal adenocarcinoma (T2-3N0-2MO0) who underwent surgical treatment at the Precarpathian Clinical Oncology Center
of the Ivano-Frankivsk Regional Council in 2019-2022 were systematized and analyzed. The study included 97 patients with
rectal cancer and no other oncological diseases. All patients received combined treatment according to international National
Comprehensive Cancer Network (NCCN) guidelines. At the first stage, patients underwent preoperative telegamma therapy
to TFD of 25-40 Gy, followed by restaging with magnetic resonance imaging (MRI) and surgical treatment in a standard
volume with high ligation of the inferior mesenteric artery and compliance with total mesorectumectomy (TME) principles.
All patients underwent a preventive colostomy (ileo/transverse) and received perioperative or adjuvant chemotherapy
as needed. Anastomotic leakage was diagnosed clinically, in the laboratory (C-reactive protein, procalcitonin), using
a Fujinon EC 201 WL video colonoscope or a rectoscope, proctography, and pelvic MRI using a Magnetom Espree (Siemens)
with a magnetic field strength of 1.5. Leakage assessment was graded according to the Clavien-Dindo scale and the leakage
assessment score. Results. Traditional treatment of anastomotic leakage can last up to 1 year, and in 40-60% of cases
satisfactory results are not achieved, which makes colostomy reversal impossible. On the basis of the Precarpathian Clinical
Oncology Center of the lvano-Frankivsk Regional Council, the traditional treatment is applied with the use of antibiotic
therapy and topical treatment; the duration of healing of the anastomotic defect is on average 4-6 months (120-180 days),
and in 30-40% of cases, colostomy reversal is not achieved. The endovacuum aspiration therapy system is a new method
that, even with significant defects, allows to achieve satisfactory results and improves the quality of life of patients. When
using endoscopic vacuum-assisted closure (EVAC) therapy, on average, 4-5 polyurethane sponges are used and 4-5 sessions
of vacuum therapy are performed with an average pressure of 70-120 mmHg, with the time for sponge replacement varying
from 3-6 days. The average treatment duration is 30-60 days. Colostomy reversal is achieved in 60-70% of patients. When
using stationary vacuum assisted closure (VAC) therapy systems, patients stay in the hospital for up to 30-50 days; while
using new portable systems, such as Renesys Go, it is possible to treat this category of patients on an outpatient basis.
Conclusions. Anastomotic leakage remains an urgent problem today. Neoadjuvant treatment of patients with rectal cancer
has made significant progress in controlling the disease and prolonging the recurrence-free life expectancy. However,
surgical treatment in compliance with the TME principles remains the gold standard. The early diagnosis and treatment
of this type of anastomosis leakage not studied. Standard methods of treatment do not give satisfactory results. After
all, the duration of treatment can be up to 1 year or more. And in many cases, the colostomy reversal cannot be achieved,
which contributes to the lifelong disability of patients. The use of endoVAC therapy can become a new and effective way
of treating anastomotic leakage and presacral abscesses with a success rate of up to 70%. Based on our study, the optimal
pressure is 70-120 mmHg, with sponge replacement every 4-5 days, depending on the amount of exudate, thus it is possible
to achieve granulation tissue, which contributes to reducing the speed of healing of the defect.
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INTRODUCTION

Colorectal cancer remains the third leading cause of death
among all cancers [1, 2]. The introduction of the concept
of combined treatment using perioperative chemotherapy and

is influenced by various factors, which are divided into systemic
and local ones. Systemic factors include age, nutritional
status, comorbidities, and neoadjuvant chemotherapy. While
the local factors include anastomotic blood supply disorders,

telegamma therapy has significantly increased the survival rate
of patients [3]. However, surgical treatment in compliance with
all TME principles and high ligation of the inferior mesenteric
artery is still the gold standard [1].

Anastomotic leakage after the surgical stage of treatment
can occur in 0.0 to 36.3% of cases after TME [4]. Anastomotic
leakage is a serious complication for patients and requires
appropriate treatment.

The process of anastomosis healing is a complex,
multifactorial process that goes through various stages and
is primarily determined by the total amount of collagen
deposition at the anastomosis site, as well as the transverse
suturing of its fibers. The rate of anastomosis healing
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surgical technique violations, and preoperative telegamma
therapy [5]. Anastomotic leakage remains the most threatening
complication of conventional and laparoscopic colorectal
surgery today, which increases the duration of hospitalization,
mortality and risk of reoperation, decreases the quality of life
and the length of time colostomy reversal, and sometimes
disables patients [6]. Whereas subclinical recognition
of anastomotic leakage (class A-B) is based mainly on non-
objective criteria, so this type of complication is often diagnosed
only after control examinations, in particular proctography
and MRI. The incidence of anastomotic leakages varies
significantly, ranging from 1 to 24%, as reported in different
studies. In large colorectal centers, the incidence of leakage
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ranges from 3.4—5.3% |7, 8]. Thus, the issue of treating this
complication using various methods has become urgent, and
although a few years ago the «watch and wait» option for small
defects (up to 2 cm) was the main option, today a minimally
invasive method of treatment using a complex of EVAC
is increasingly being developed, which has helped to reduce
the duration of anastomotic healing and the time to reverse
the transversostomy [9].

MATERIALS AND METHODS

The research program was approved by the Bioethics
Commission of the Ivano-Frankivsk National Medical
University.

We searched and analyzed publications in PubMED for
2015—-2022, which provided data on the use of negative pressure
endovacuum therapy in patients with anastomotic leakage after
surgical treatment. The search queries related to the tags «rectal
cancer», «postoperative complications», «<anastomotic leakage»,
«neoadjuvant therapy», «negative pressure vacuum therapy»,
«endovacuum therapy».

The results of treatment of patients with stage II—II1I rectal
adenocarcinoma (T2-3N0-2MO0) who underwent surgical
treatment at the Precarpathian Clinical Oncology Center
of the Ivano-Frankivsk Regional Council in 2019—-2022 were
systematized and analyzed. The study included 97 patients with
rectal cancer and no other oncological diseases. All patients
received combined treatment according to international NCCN
guidelines. At the first stage, patients underwent preoperative
telegamma therapy to TFD of 25—40 Gy, followed by restaging
with MRI and surgical treatment in a standard volume with
high ligation of the inferior mesenteric artery and compliance
with TME principles [1]. All patients underwent a preventive
colostomy (ileo/transverse) and received perioperative
or adjuvant chemotherapy as needed. Anastomotic leakage
was diagnosed clinically, in the laboratory (C-reactive protein,
procalcitonin), using a Fujinon EC 201 WL video colonoscope
or a rectoscope, proctography, and pelvic MRI using
a Magnetom Espree (Siemens) with a magnetic field strength
of 1.5. Leakage assessment was graded according to the Clavien-
Dindo scale and the leakage assessment score. All patients gave
their consent to research and processing of their personal data.

RESULTS OF THE STUDY

A large Dutch study found that stoma reversal could not
be achieved in 49% of patients with anastomotic leakage [10].
Thus, there is an urgent need to study various options for
treating anastomotic leakage in patients without peritonitis
who underwent low anterior resection with a preventive
ileo/transverse stoma.

Since the first data on wound treatment with vacuum therapy
appeared in the late 1990s, this technology has covered almost
all areas of surgery, providing a versatile and easy-to-use method
of treating complex wounds [11].

In 2001, Weidenhagen et al. began to implement endoscopic
vacuum therapy for the treatment of colorectal anastomotic
leakage as a minimally invasive method of continuous and
effective drainage of perianastomotic abscesses and fistulas [12].

Despite the fact that studies in the treatment of anastomotic
leakage in colorectal cancer using endoscopic vacuum
therapy are characterized by high success, there is a lack
of data on the advantages of different methods of this type
of treatment [13, 14].

In 2007, an international group for the study of rectal
cancer tried to standardize this method of treatment. Types
of various techniques differed depending on the location
of the anastomosis, the size of the presacral abscess or the size
of the defect, and the patient’s clinical presentation.
Nevertheless, if there is a large defect (more than 180 degrees),
even for a clinically stable patient, the use of endoVAC therapy
is not recommended [15, 16].
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Endoscopic treatment of anastomotic leakage is based
on the transanal placement of a microporous sponge directly
in the anastomotic site or in the perianastomotic cavity (abscess
cavity), which is connected to the mechanism that creates
a constant negative pressure in the cavity. The sponge is usually
changed every 2—4 days. Active drainage with constant negative
pressure contributes to the reduction of the defect and leads
to a decrease in local edema, which improves perfusion and
promotes the rapid formation of granulation tissue [12].

Thus, endoscopic vacuum therapy has become the method
of choice in the treatment of anastomotic leakage after rectal
resection. Florian and other researchers reported that there
was no difference in mortality when treating this complication
(p=0.624) [17]. However, the success rate of treatment with
endoscopic VAC therapy was significantly higher compared
to standard treatment methods (antibiotic therapy, anti-
inflammatory and topical therapy) (95.2 vs. 65.8%). The degree
of anastomtic healing with the help of endoVAC therapy
ranges from 56—97%. 70% of patients in this study received
preoperative telegamma therapy [17].

The duration of healing of anastomotic leakage in one
of the studies was 6 months in 16/30 patients (53%), while
anastomotic healing within 6 months in those who did not
receive neoadjuvant therapy was observed in 7 out of 8 patients
(more than 90%). The anastomosis was considered intact
if there were no signs of contrast extravasation during MRI
or proctography.

Another multicenter study showed a success rate of 81.4%
for endoVAC therapy, with an average stoma reversal rate
of 66.7%. They found that various risk factors can affect
the success of endoVAC therapy, such as neoadjuvant
chemoradiotherapy [11].

Von Bernstorff et al. first evaluated the effect of radiation
therapy on the anastomotic healing process during endoVAC
therapy. The aforementioned authors reported a longer
treatment duration, a greater number of sponge use, and longer
time to closure of the abscess cavity [18—21].

In contrast, other researchers did not find any correlation
of neoadjuvant therapy with leakage healing time and success
rate [13, 22].

The overall incidence of complications associated with
the use of endoVAC therapy has an average value of 11.1%.
In particular, the most common complication was recurrence
of presacral abscess [11].

Other researchers reported such complication as anastomotic
stricture, reaching about 33%, which was eliminated by balloon
dilation [13]. In some studies, the occurrence of moderate
pain as a complication of endoVAC therapy was observed
in 36% [5]. During the sponge replacement and migration
into the abdominal cavity, another issue arose—bleeding, with
an incidence not exceeding 1% [23].

Another multicenter prospective study found that when
the distance from the anal sphincter to the anastomosis was
4.9—10 cm and the size of the abscess was 5—8.1 cm, an average
of 7 sponges (2—34) were used with an average negative pressure
of 150 mmHg, and the average healing time was 31 days (14—
127 days). The success rate was 85.4% [13].

In most studies, the endoscopic vacuum device consisted
of a 7X3 cm open-cell polyurethane sponge; the sponge was
completely inserted into the abscess cavity using an introducer
system. The end of the probe was connected to various negative
pressure vacuum systems. A constant negative pressure of 120—
150 mmHg was created [24].

Thus, anastomotic leakage is one of the most dangerous
complications after surgical treatment of rectal cancer with
TME [25].

The minimal invasiveness of endoVAC therapy is associated
with low costs and low risk from the procedure itself [26].
Depending on the size of the defect, successful anastomosis
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can be achieved in as many as 70—80% of cases [27]. Stoma
reversal can be achieved in 63% of cases, but some data indicate
a disappointing 40% success rate of treatment [13].

However, other data indicate almost 73% success rate
of stoma reversal after endoVAC therapy [5].

The main advantage of this procedure is to ensure
continuous drainage of the abscess cavity. The results
of various studies are promising, as they allow preservation
of the anastomosis compared to standard treatments, including
endoscopic excision of the defect, stent placement, antibiotic
therapy, and percutaneous drainage. Despite the fact that this
procedure is gaining acceptance among the surgical community,
the inclusion criteria and determination of effectiveness are not
yet standardized and are extremely heterogeneous.

Some researchers report a success rate of endoscopic
vacuum therapy from 60 to 100% and a stoma reversal rate
of 31-100% [13]. The lack of standardization in the treatment
of endoVAC therapy promotes further research in this area.

In a critical analysis, Andrea Vignali and Paola De Nardi
prove that VAC therapy in clinically stable patients without
peritonitis represents a valid alternative to the conservative
approach (stoma diversion, drainage) with a relatively low rate
of complications, a higher rate of stoma closure and a shorter
hospital stay [28].

Leif Schiffmann, Nicole Wedermann, Frank Schwandner,
Michael Gock, Ernst Klar and Florian Kiihn evaluated
the effect of neoadjuvant chemoradiotherapy on the healing
process of anastomotic leakage during VAC therapy. According
to the results of their study, there was no difference in mortality
(0%), success rate (90.9% vs. 100%), or stoma closure rate
(63.6% vs. 62.5%).

After neoadjuvant radiochemotherapy, patients had
a significantly longer duration of VAC therapy (31.1 days vs.
15.9 days), which was associated with a higher number of sponge
replacements (9.6 vs. 5.0) [29].

K. Talboom et al. in a retrospective cohort study proved that
initiation ofendoscopic vacuum-assisted surgical closure (EVASC)
within 3 weeks is essential for the successful restoration of bowel
continuity after anastomotic leakage following rectal cancer
resection. EVASC has proven to be progressively successful with Fig. 2. The arrow indicates placement of the sponge
the introduction of highly selective diversion and early diagnosis in the abscess cavity due to the anastomotic defect
of leaks within 2 weeks, resulting in healing and anastomotic
functionality approaching 100% [30].

When analyzing the results of treatment and complications
of patients with rectal adenocarcinoma at the Precarpathian
Clinical Oncology Center of the Ivano-Frankivsk Regional
Council, a total of 97 clinical cases were studied. Complications
after surgical treatment were noted in 18.56% (18) of patients
according to the Clavien-Dindo scale (Table 1) [31].

The Clavien-Dindo scale indicates that complications occur
in 18.56% of cases. Among these, the most prevalent are Class
A leakage at 38.89% and Class B at 11.11%. Consequently,
the combined percentage of Class A-B anastomosis leakages
within all complications is 9.28%.

We Performed Standard treatment which included antibiotic
therapy, transrectal sanitation, abscess opening, and using the
endoVAC therapy system.

Patient P., born in 1949, with a diagnosis rectal
adenocarcinoma (ypT3NOMO) underwent combined treatment
in the form of preoperative telegamma therapy to TFD

Fig. 1. Anastomotic defect with fibrin layering during
rectoscopy

Table 1. Distribution of complications according to the Clavien-Dindo
classification
n % +m
Leakage A 7 38.89 11.49
Leakage B 2 11.11 7.41
Leakage C 2 11.11 7.41 Fig. 3. MRI during the endoVAC therapy (the arrow indicates
!\Sllselsentric/ileus g ﬁﬁ 2481(1) transrectally-endoscopically inserted polyurethane sponge
Eventeration 1 5.56 5.40 endoVAC)
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40 Gy, after which a low anterior resection with a preventive
transversostomy was carried out. The patient had type
11 diabetes mellitus, insulin independent and with confirmed
angiopathy; the average blood sugar level was 7—9 mmol/I,
and grade II obesity. The control examination 2 months
after the operation included: MRI, proctography and
rectoscopy (Fig. 1), anastomotic leakage and presacral abscess
measuring 6X9 cm were diagnosed, according to Clavien-Dindo
classification IIIA, according to the leakage score — class
B, the patient complained of purulent-fibrinous discharge
from the rectum. The size of the anastomosis defect was
2.5-3 cm (Fig. 2).

The patient had transanal endoVAC sponge inserted into
the paracolostomy abscess. 3 sessions were performed with
the sponge changed every 4—5 days. The amount of purulent-
fibrinous exudate during this period was 700 ml. A constant
negative pressure of 70 mmHg was applied. In the course
of endoVAC therapy, MRI monitoring, rectoscopy and
proctography were performed 60 days after the diagnosis
of anastomotic leakage. Stoma reversal took place 130 days
after the initial surgery (Fig. 3).

Description of the device: we used the endoVAC system,
which included a polyurethane sponge with a system that
was connected to the Renesys Go device with a pressure
of 70 mm Hg (Fig. 4).

Also, we created an alternative version of the endoVAC
sponge (Fig. 5), which included an endopolyurethane sponge
that was cut according to the size of the cavity. A cavity
up to 0.5 cm in size was made inside the sponge into which
a drainage tube with perforated holes was inserted. The sponge
was sutured to the tube with Prolene 3.0 thread for fixation,

b

RENASYS® GO

Fig. 4. VAC therapy system with variable canisters, with
the possibility of using variable pressure

Fig. 5. An alternative option of the endopolyurethane sponge,
which is connected to the system of constant negative pressure
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and this system (Fig. 5) was connected to the VAC-device
(Renesys Go).

Patient Ya., born in 1956, diagnosed with rectal
adenocarcinoma (ypT3NOMO), underwent combined treatment
of preoperative telegamma therapy to TFD 40 Gy, after which
a low anterior resection with a preventive transversostomy was
carried out. 30 days after the operation, the patient complained
of fever to 38—39 °C, pelvic pain. MRI, proctography, and
rectoscopy diagnosed anastomotic leakage, a presacral
abscess measuring 4X5 cm, according to the Clavien-Dindo
classification IIIA, class B according to the leakage score.
The size of the leakage was 2.5—3 cm. An endoVAC sponge
was inserted transrectally into the paracolostomy abscess.
There were 2 sessions with a change of sponge every 4—5 days.
The amount of purulent-fibrinous exudate during this period
was 400 ml. A constant negative pressure of 120 mmHg was
applied. MRI control during the course of endoVAC therapy
showed a decrease in the leakage up to 1.5—2 cm and the absence
of a clinical picture of SIRS. The patient was transferred
to the category of «watch and wait» patients for further closure
of the transversostomy.

Patient Ya., born in 1959, with a diagnosis of rectal
adenocarcinoma (ypTONOMO). Condition after combined
treatment. He received a course of telegamma therapy to TFD
60 Gy. A low anterior resection of the rectum was performed.
After 2 months, an anastomotic defect was detected during
a follow-up MRI examination. The patient complained of pelvic
pain. Anti-inflammatory therapy, antibiotic therapy and topical
treatment were performed, but the reversal of the stoma was
not achieved.

In the remaining 6 patients, the average time from low anterior
resection surgery to follow-up examination, MRI, and CT was
2—3 months (60—90 days). In case of class A-B leakage, traditional
antibiotic therapy and anti-inflammatory therapy were performed for
3—4 weeks (21—30 days), followed by another 30—60 days of «watch
and wait» tactics. And only after an additional follow-up examination
without an anastomotic defect, the colostomy reversal was
performed. The average time of treatment and before stoma reversal
was up to 1 year (180—360 days).

DISCUSSION AND DEBATE

After searching and analyzing PubMED publications,
we found that anastomotic leakage remains a rather complexissue,
because despite the development and achievements of modern
medicine, the introduction of minimally invasive approaches
and the use of Enhanced recovery after surgery (ERAS)
protocols, even in the largest colorectal centers of Europe and
the United States, reaches 15—40%.

On the basis of the Precarpathian Clinical Oncology Center,
the number of complications according to the Clavien-Dindo
classification is 18.56%, of which the largest share are class
A leakages — 38.89% and class B — 11.11%. Thus, the total
number of class A—B anastomotic leakages from all complications
is 9.28%. Depending on the severity of the complication, patients
are classified according to the Clavien-Dindo scale. Leakages
are classified into classes A—C. Whereas class C has symptoms
of systemic inflammatory response syndrome (SIRS) and sepsis and
patients require immediate surgical treatment, class A—B usually has
no obvious symptoms and is diagnosed at later stages, during control
examinations or MRI before stoma reversal. This problem remains
urgent, because in addition to discomfort, disability (stoma), and
economic costs (colostomy bags), patients remain uncertain about
further treatment for a long time.

Traditional treatment can last up to 1 year, and 40—60%
of patients do not achieve satisfactory results, which makes
colostomy reversal impossible. On the basis of the Precarpathian
Clinical Oncology Center of the Ivano-Frankivsk Regional
Council, the traditional treatment is applied with the use
of antibiotic therapy and topical treatment; the duration
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of healing of the anastomotic defect is on average 6 months —
1 year (180—320 days), and in 30—40% of cases, the colostomy
reversal is not achieved.

The vacuum therapy system is a new method that, even with
significant defects, allows to achieve satisfactory results and improves
the quality of life of patients. When using VAC therapy, on average,
4—5 polyurethane sponges were used and 4—5 sessions of endoVAC
therapy were performed with an average pressure of 70—120 mmHg.
The duration of treatment is 30—60 days. Colostomy reversal can
be achieved in 60—70% of patients. When using standard stationary
VAC therapy systems, patients stay in the hospital for a long time,
up to 30—50 days; while using new portable systems, such as Renesys
Go, it is possible to treat this category of patients on an outpatient basis.

CONCLUSIONS

Anastomotic leakage remains an urgent problem today.
The use of endoVAC therapy can become a new and effective
way of treating anastomotic leakage and presacral abscesses with
a success rate of up to 70%.
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AHani3 ycknagHeHb nicns pagukanbHOro nikyBaHHS
paky npsimoi kuwku. BAK-Tepanis sk HoBun meTton,
BUpIiLLEHHS Npobnemun

10.]1. llapmukesuu’?, C.B. Maaibopcoka’?

'IBaHO-PpaHKiBCbKUI HaLiOHaNbHUIA MeANYHUIT YHIBepCUTer,
IBaHo-PpaHkiBCbK, YKpaiHa

2KomyHanbHe HekomepuiiiHe nianpunemcTBo «[pukapnarcekunii
KJ1iHiYHWIi OHKOJOTiYHWIA LeHTP IBaHO-®paHkiBCbKOi 061acHOT
paan», IBaHo-PpaHkiBCbk, YKkpaiHa

Mema. TlinBuumTii eheKTUBHICTD JTiIKyBaHHSI HECTIPOMOXKHOCTI
aHaCTOMO3Y TIiC/IsT Heoa IOBAHTHOI Teparlil y XBOpHX Ha paK IPsIMOi
KiK. Mamepiaau i vemoou. ITpoBeeHO TOIITYK Ta aHATi3 ITyOJTiKartii
y PubMED 3a22015—2022 p., y IKMX HaBOIWINCS JaHi 111010 BUKOPYIC-
TaHHST EHIOBaKYyMHOI Teparlii HeraTUBHUM THCKOM y XBOPUX 3 He-
CITPOMOXKHICTIO aHACTOMO3Y TTiCIsI XipypriuHOro JiikyBaHHSI. [TorrykoBi
3aITUTH CTOCYBAJIVICS TETIiB «PaK MPSIMOI KHUIIIKW», «ITiC/IsIornepariitHi
YCKJIAJIHEHHSI», «<HECTIPOMOXKHICTh aHACTOMO3Y», «HE0a/l’ IOBaHTHA
Tepartist», «BaKyyMHa Teparlisi HeTaTUBHUM TUCKOM», «€HIOBaKYyMHa
Teparist». CrcTeMaTU30BaHO Ta MPOaHAJTi30BaHO pe3y/IbTaTH JTiIKyBaHHST
XBOPUX 3 afieHOKapImHoMoto ripsivoi Kutiku H—I11 cramiit (T2-3N0-
2MO0), sIKM ITpOBEICHO XipypriyHe JTiKyBaHHs Ha 6a3i KomyHambHOTrO
HEKOMeEPIIiitHOTO MmianpueMcTBa «[1prKapraTchbKoro KiiHiYHOTO
OHKOJIOTIUHOTO LIeHTPY IBaHOo-PpaHKiBChKOI 061acHoi pamm» (KHIT
«[MTKOLL Id OP») y nepion 3 2019 no 2022 p. Y nociimkeHHi oxo-
mieHo 97 XBopuX 3 pakoM MPSIMOi KMIIIKY Ta BiICYTHICTIO iHIIMX
OHKOJIONYHMX 3aXBOPIOBAHb. ¥ Ci MalliEHTH OTPUMYBaIM KOMOIHOBaHe
JIIKYBaHHSI 3TiTHO 3 MiXKHApOTHUMU peKoMeHaltisimu HartionaisHoi
Mepexi 6aratorpodiibHux oHkonoriyHux 3akaanis CLLIA (National
Comprehensive Cancer Network — NCCN). Ycim xBopuM 11po-
Be/IEHO HaKJIaJaHHsI TIPEBEHTUBHOI KOJIOCTOMH (iJ1e0/TpaHCBEp30).
IMamieHTn 3a MOTPeOM OTPUMYBAJIM TIEPUONEPALIIHY Y1 all IOBAHTHY
ximioTepartito. HecripoMoXHiCTh aHACTOMO3Y IiarHOCTYBaJIM KJTiHIYHO,
nadoparopHo (C-peakTUBHNI OLI0K, IPOKATIBLIMTOHIH), 32 TOTIOMOT 00
Bineokosionockorna Fujinon EC 201 WL abo pektockora, mpokTorpadii
Ta MarHiTHO-pe30HaHCHOI ToMorpadii opraHiB MaIoro Ta3a Ha arapari
Magnetom Espree (Siemens) 3 Hanpy:keHicTio MarHirHoro mosst 1,5.
O1iHKa HEeCITPOMOXKHOCTI TpafitoBaiacs 3a mkajot Clavien-Dindo
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Ta MIKAJIOIO OLIIHKA HECTTPOMOXHOCTI. Pezyasmamu. Tpanuiitine
JIIKyBaHHST HECITPOMOXKHOCTI aHACTOMO3Y MOXe TpUBATH 110 1 POKy,
a B 40—60% Tak i He jocsITae 3a0BUTbHUX PE3YJIBTATIB, 110 YHEMOXK-
JBmoe pesepc Konoctomu. Ha 6a3i KHIT «[TKOLL 1D OP» Bukopuc-
TOBYIOTh TPAIULIIIHE JTIKYBaHHS 3 BAKOPUCTAHHSM aHTUOIOTUKOTEpATTil
Ta MiCLIEBOTO JIIKYBaHHsI, TPUBAJIICTh 3aTOEHHS Ie(heKTy aHACTOMO3Y
CTaHOBUTBL Y cepeqHboMy 4—6 mic (120—180 aniB), a B 30—40% Bu-
MaaKiB peBepcy KOJOCTOMM Tak i He Baajocs nocsrtu. Cucrema
€HIOBaKyyMHOI acMipaliifHol Tepartii — 1ie HOBUIA MeTO, SIKWil Ha-
BiTb MPY 3HAYHUX BaJax JA03BOJISIE TOCITTH 3aJOBUIbHUX Pe3yJIbTaTiB
Ta CIPUSIE TTOKPALLICHHIO SIKOCTI XKUATTS MaLieHTiB. [Tpy BUKopucTaHHi
eBAK-Tteparii B cepelHbOMY BUKOPUCTOBYBAJIM 4—5 TOJTiypeTaHOBUX
TyOOK Ta IIPOBOIMIIOCS 4—5 ceaHCiB BAKYYMHOI Tepartii i3 cepeqHiM THC-
KoM — 70—120 MM pT.CT., yac 3aMiHM I'yOKHM BapitoBaB Biz 3 10 6 JHiB.
TpusasicTh iKyBaHHS B cepenHboMy csarae 30—60 aHiB. Peepcy
KOJIOCTOMU BHA€Thest mocsrti y 60—70% xBopux. [1pu BUKOpYCTaHH
cranioHapHux cucteM BAK -tepamnii xBopi TpuBaiuii yac riepeOyBaioTh
yikapHi — 10 30—50 1HiB, 3 BUKOPUCTAHHSIM HOBUX ITOPTATUBHUX CUC-
TeM, TakuX sik Renasys GO, MoxkHa JTiKyBaTH 1110 KaTeTOpilo MAaLiEHTIB
amMOyatopHo. Bucroeru. HecripoOMOXXHICTh aHACTOMO3Y 3aTMILIAETHCS
aKTyaJIbHOIO TPo0JIeMOI0 chorofeHHs. Heoan’ioBaHTHE JTiKyBaHHSI
XBOPMX Ha paK IMPSIMOi KKK TOCSTIIO 3HAYHMX YCITiXiB Y MOXTUBOCTI
KOHTPOJTIO 3aXBOPIOBaHHsI Ta MOIOBXEHHST 0€3pEeLIIMBHOI TPUBAIOCTI
JKUTTSI XBopUX. [TpoTe 30710TMM CTaHIapTOM 3aJIMILIAETLCS XipypriyHe
JIiKyBaHHS 3 goTpuMaHHsIM rpuHLmIiB TME. TMorpu mo3utuBHMiA
BIUIMB HEO0a/ FOBAHTHOTO JIiIKyBaHHSI Ha 0i0JIOTiI0 3aXBOPIOBAHHSI,
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1Ie € He3aIOBUTBHUM (DAKTOPOM TIPOTHO3Y XipypriyHMX YCKIIATHEHbD,
30KpeMa HeCITPOMOXHOCTI aHacToMO3y. PaHHE mAiarHOCTYBaHHSI
Ta JIIKyBaHHSI 11bOTO BUITY YCKJIaJHEHb 3aIMIIAIOTLCS IOCi HE BUBUE-
HuMuy. CTaHIapTHI METOIM JTiIKyBaHHSI Ial0Th HEIOCTATHBO 3a10BUTbHI
pe3ysbrati. Y GarathbOX BUIAAKaX PEBEPCY KOJIOCTOMHU HE BIAETHCS
JTOCSITTH, 1110 MPU3BOAUTH IO MOXKUTTEBOI iHBaTiAM3aLlii XBopuX. Bu-
KopuctaHHs eHnoBAK-Teparii Moxe ctaTi HOBUM Ta e(peKTUBHUM
CIIOCOOOM JIIKYBaHHST HECTTPOMOXKHOCTi aHACTOMO3Y Ta IpecakpaTbHUX
abcuecis 3 yemimHicTio 10 70%. Ha ocHOBI HAIIOro IOCimKeHHS
ONTUMATbHUM € BUKOPUCTaHHS TUCKY 70—120 MM pT. CT. i3 3aMiHOIO
TyOKM KOXKHi 4—35 JTHIB 3aJ1E3KHO Bill KUTBKOCTI €KCYIaTy, y TAKHIA CIIOCiO
BIAETHCS OCSTTH TPaHYJISILIIHOT TKAHUHM, 1110 3yMOBITIOE 3HVKSHHST
LIBUIKOCTI 3aTOEHHSI BaJIu.

Karouogi caosa: pak npsiMoi KUILKU; HECIIPOMOXHICTh aHac-
TOMO3Y; Heoaa IoBaHTHA Tepallisl; XiMiollpoMeHeBe JTiKyBaHHS;
Tepartist HeraTUBHUM THCKOM.
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