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U3UCKBAHUA KbM ABTOPUTE

Mpuemat ce 3a nyGn1kyBaHe: OpUrMHanHu ctatiu, 0630pu, KIMHUYHK Criydam, pechepati, PeLeHanm, KpaTkv Hay4Hu CoBLLeHMs (Mucma [o
pegaktopa v fip.). MbpBuTe TpU KaHpa ca 0GEKT Ha peLieH3upaHe (CbC CTaHAaAPTUaMPaHN hopMYNsipU), @ OCTaHaNUTe NOANEXAT Ha eKcnepTHa
npeLeHka OT CTpaHa Ha peaKonerusTa.

KopecnoHaupalumsiT aBTop MocoYBa CBOW AaHH 3a KOHTAKT (ENIEKTPOHEH afpec, Mo XenaHue — NOLYEHCKM aapec v TenedoH) 1 Aeknapupa,
Ye MaTepuanbT He e Ny6nMKyBaH Aocera, OCBEH KaTo pe3iome Ha CboBLLEHHe, M3HECEHO Ha HayyHa MPosiBa, U He e NPeANOXeH 3a nyGnukaums
Apyragie. ABTOPUTE HOCAT OTFOBOPHOCT 3a ChAbPXaHUETO Ha nyGnukaumuTe. MpencTaseHnTe Matepuany U ONUCAHUTE B TAX U3CTIeABaHUS Crieq-
Ba [a CbOTBETCTBAT Ha YTBLPAEHWTE €TUYHW CTAHAAPTM OTHOCHO MPOBEXAAHETO HA KMMHUYHW W/MMK excnepyuMeHTanHu Npoy4YsaHns ¢ xopa
(Beknapaumst OT XenauHKi) U OMUTHU XUBOTHU. He TpsibBa 4a ce CMOMEHaBaT MaLMeHTV C TexHWUTE UMeHa, MHULManK Unn Aa ce NpesocTasst
CHUMKOB MaTepuar, Ha koirTo Te MoraT Aa 6baat pasnosHatit. ChOniofasa ce CTPUKTHOTO Cria3BaHe Ha aBTopCKOTO MpaBo — TekcToe ¢ Hag 10%
[LOCIOBHO NOBTOPEHME Ha Yyxzaa nybnukauus ce BpbLyaT 3a npepabotka.

06em (npnbnuanTeneH) Ha npeanaraHnuTe NyonukaLmm:

Bup ny6nukauus Bpow aymu B 0CHOBHMA TeKCT Bpow aymu B pestometo | Bpoii pedepeHunn
OpuruHanHa cratns 2500-5000 200-300 30
0630p 3000-6000 100-200 50
KnuHnyeH cnyvan 1000-3000 100-200 20
KpaTko Hay4HO CbobLyeHue, pedhepaT, peLeHsns 500-1000 - 10

Mpuemar ce daitnose Ha nporpama MS Word. Hsma cneuuduyHn naucksaHus 3a pasmep v Bug Ha LpudiTa, pascTosiHie MeXay peaoBeTe,
noneta v pyro oopmienme.

Besika cTaTus 3anoyBa cbe 3arnasue (6e3 ChkpalleHus), MMeHa Ha aBTopuTe (6e3 nocouBaHe Ha akageMWUyHU W Opyru TUTIW), TXHATa Mec-
Topabota, 0603HayeHa ¢ LMdPOB UHAEKC, pe3toMe B MOCOYEHUS 06eM, Ko4oBY AymMn. Ha aHFMMIACKM e3MK Ce NpeBexaaT 3arnaBueTo, pesiome-
TO, KIKOYOBUTE AyMM, MecTopaboTaTa, a MMeHaTa Ha aBTopuTe ce TpaHckpubupar.

B pestomeTo Ha BCsika OpUriHanHa CTaTus ce MocoyBaT: Len 1 06eKT Ha M3CneaBaHeTo, OCHOBHW AaHHW 3a MeToauKaTa, pe3yntaTi 1 u3go-
au. PestomeTaTa KbM Jpyrute BULOBe CTaTUW BKIKOYBAT KpaTka UHopmaums 6e3 obocobeHa cTpykTypa. KnovoBuTe Aymu 3a Bceku BUA nybnu-
kauus ca mexay 3 1 8 Ha 6poit, kaTo MoraT Ja ObgaTt eauHUYHI BYMIU UK KpaTKM CNOBOCbYETaHMs, 06LLONPUETH B KOHKpeTHaTa obnact Ha nos-
HaHve.

OpurvHanHuTe Hay4YHu CTaTUM UMaT 3aLbknUTenHo 060cobeHn pasnenn: ,BbBeaeHNe”, KOETO BKIOYBA Lien Ha u3cneaBaHeTo, "Matepuan
n meTogu", "Pesyntatun", "Obcbxaare" v "U3sogu/3akniouermne”. Morat aa 6baat gobaseru ,brnarogapHocTn® (KbM nuua Ui MHCTUTYLMN, KOUTO
ca JONPUHECTIN UHTENEKTYarHO UK Ca okasamnu TeXHUYecka, MatepuanHa unv (uHaHcosa nomoly v ap.). 063opute 06KKHOBEHO BKlouBaT ,Bb-
BEZIEHWE", TEMATUYHN noppasaeny 1 ,3akntoyeHne/mssoaun”. Knuauunute cnyvau coabpxar ,Bbeegenne”, ,Onucanne Ha KIMHUYHUA crydai”,
,06cxaaHe”  ,/3Boau”. KpaTkute Hay4Hu xaHpoBe cressat npubnuanTenHo CTpykTypaTta Ha opuriHanHata cratus. llucmara fo peaakropa
00ChKaAT KPUTUYHO Hay4eH NpoBnem, HepeLLeH KbM MOMEHTA, UNK AUCKYTUPAT Apyra nybnukauus.

LinTupanusta Ha GuGnmorpadickute M3TOYHULIM B TEKCTa ce 0603HaYaBaT C LMdpK B KBaLpaTHU CkobW no peaa Ha nosieata um. bubnmor-
pachmsTa ce nogpexaa no pesa Ha nosiBa Ha U3TOYHULNTE B TEKCTa. V13NncBaHETO Ha BCEKW M3TOYHMK € Ha HOB pef ¢ apabcka Homepauus. [aH-
HUTe ce 0POPMSAT MO CreaHUs HauMH (BaHkyBbp CTUN):

— Cmamuu: AsTop(n). 3arnasue Ha ctatusTa. 3arnasie Ha cnucanneTo (CbkpateHo no Index Medicus), roanHa, Tom (volumen), HoMep Ha
kHwxkaTta (Opoit) B ckobu, ctpaHuum (ot-mo). pumep: Yakub YN, Freedman RB, Pabico RC. Renal transplantation in systemic lupus
erythematosus. Nephron, 2019, 27(1):197-201.

- Mybnukayuu ot cbopHuk: AsTop(n). 3arnaeve. B: (3a natuHuua In:) 3arnasue Ha coopHuka. MopegHoCT Ha u3aaHueTo, peaaktopu. Mecto-
“3naBaHe (rpaf), M3OaTencTBo, roanHa Ha usfaBaHeTo, cTpaHnum (0T-1o). lMpumep: Wilkinson AH. Evaluation of the transplant recipient. In:
Handbook of Kidney Transplantation. 6th ed. G. M. Danovitch (Ed.). Boston, Little, Brown and Co., 2019, 109-122.

— Kuueu: AeTop(v). 3arnasue. MectousnasaHe (rpa), M3OaTencTeo, rofMHa Ha M3naBaHeTo, cTpanuum (0T-00). Mpumep: Leiimaros M.
CucmemHu eackynumu. C., Med. u ¢pusk., 2019, 8-11.

— [Mpn uMTUpaHe Ha enekmpoHHU nybnukayuu, NON3BaHN OT WHTEPHET, KbM aBTOPUTE M 3arnaBueTo ce f06aBs M NUHK KbM nybnukauusTa
3aeHo C faTaTa, Ha kosTo TS € 6una JoCTbHa.

Ako aBTOpUTE Ca [0 TPUMA, CE U3nncBaT hamunumTe, NocneaBaHn OT HULManuTe um (6e3 Touku). Korato aBTopute ca nosede OT TpUMa,
cnep UMeTO Ha TpeTus ce nuwe " ap." (3a natuHuua — "et al."). Hacmoluyuso ce npenopwyga yumupaHemo (nos+HasaHemo) u Ha bbreapcKu
U3MOYHUYU.

UntocTpatuBHUAT MaTepuan (Tabnuum, urypu, CHUMKM) Ce NOCTaBs Ha CbOTBETHUTE MECTa B TEKCTa CbC 3arnaBus v nereHau Ha Gbnrapc-
kv e3uk. 3arnasusiTa Ha durypute He TpsbBa Aa ca BKNOYeHU B 306paxeHneTo. Heobxoaumo e cHuMKk1Te Aa 6baaT ¢ 4obpo kavectso (noHe 300
dpi) u nogxogsw copmar (.jpg, .tif, .png). Tabnuuute TpsidBa ga ObgaT NpefocTaBeHn BbB OpMaT, KOMTO MOXe [a Ce pefakTvpa, a He Kato
1306paxeHus.

/3non3saHnTe B TeKCTa CNeLdUYHN CKPaLLEHNs ce BbBEXAAT B CkobM Npy MbpBaTa nosiBa Ha LSNoTo HauMeHoBaHue.

MepHuTe eguHnum cnegga aa ca no cuctemata Sl

Martepuanure ce usnpauwar Ha e-mail Ha opraHu3aLvoHHUA cekpeTap — ndsk@pirogov.bg
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KOJIOPEKTAJTHN ONEPALUUN N NNANAPOCKOINCKA XEPHUONNACTUKA:
CNEWHWUN MHTEPBEHUWUN N XUPYPTUYHU TEXHUKU

OBYYUTENEH KYPC, OPTAHU3UPAH OT YHUBEPCUTETCKA MHOIOMPO®UITHA BOJIHULLA
3A AKTUBHO NEYEHME U CNEWHA MEAUUMHA "H. U. NMuporos"” EAl — Coous
M MERIL ENDO SURGERY

20-21.02.2025 r.

NMPOIrPAMA

OEH 1: TEOPETUYHA YACT U NEKUUU

10:00-10:30 — OTKpuBaHe Ha Kypca

Lou. CmosiH ConomeHcku — YMBAJTICM ,lNupozos”

o [pencraBsHe Ha KypcuCTUTE U NpenogasaTenuTe

o [pernepn Ha nporpamarta v LenuTe Ha Kypca

o KpaTtko BbBeAeHME B OCHOBHUTE TEMU Ha OOYy4YEHNETO

10:30-11:40 — Jlekumsa 1
lpogp. NopaH CmaHoesuy — YHUsepcumemcka 6onHuya Huw, Cbpbusi

Tema: CnewHa aebenovpeBHa U peKTanHa xmpyprus
o [lpernepn Ha cneluHaTa KoropeKTanHa Xvpyprus

o TexHWKM 3a AMarHoCTMKa 1 onepaTmBHN NOAXOAN

o [locTonepatuBHU rPXM U YCITOXKHEHUSA

o [HOuckycus

11:40-12:00 — Kacbe naysa

O6yuuTeneH kypc. KoropekTanHu onepaumm v nanapockorncka XepH1oniacTuka 49
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12:00-13:10 — Jlekuunsa 2
Lou. Teodop AmaHacos — YMEBEAJT ,,CogpusiMed”

Tema: CnelwHa nanapocKorncka Xupyprusi npy 3akrnewjeHa XxepHus
o [lokasaHus 1 NPOTMBOMOKa3aHWs 3a NnanapocKonusi

o CTbnky Npu U3BBLPLUBaAHE Ha NanapocKorncka XepH1onnacTmka

o CrTpartermm 3a MMHUMU3NPAHE Ha YCIIOXKHEHUsTa

o [Ouckycus

13:20-14:30 — Nlekuuna 3
[-p AesiH KopyHocku — YMBAJICM ,Nupozog*

Tema: iuBepTUKYyNUT

o PasnosHaBaHe Ha AMBEPTUKYNMTa U AMarHOCTMKa

KoHcepBaTUBHO neyeHne 1 XMpyprmyHu MeToam

Mpobnemu n Npegm3BuKaTencTsa Npy NeYeHNeTo Ha AMBEPTUKYNUT
Ownckycuns

o O O

14:30-15:30 — O6eaHa novmnska

15:30-16:30 — Jlekuusn 4
H-p KameHr [JaHoe — YMBAJICM ,lMupoezos*

Tema: Xemoparusa — cnewiHo noBegeHue

o [pu4nHM 1 BUOOBE XeMoparusi B Xmpyprusara

o CnewHn NHTepBEHLMM NPU apTepuanHo 1 BEHO3HO KbpBeHe

o CTbNKM 3a guarHoctuka n ctabunuanpaHe Ha naumeHTa

o MeToam 3a KOHTPON Ha KbPBEHETO: XUPYPIUYHU TEXHUKN, MEOUKAMEHTO3HU peLleHnsi, aHrmorpadms u
embonuaauus

YnpaBneHue Ha xemoparusita B KOHTEKCTa Ha TpaBMa 1 ornepaTuBHU UHTEPBEHLUN

Ownckycuns

o

16:30-17:30 — Bbnpocwu 1 otroBopu / AUCKycus
19:00 — Beueps

OEH 2: [IPAKTUYECKA YACT U BEMOHCTPALUU

09:00-09:30 — lMpernepn Ha oeHa 1 Lenu 3a npakTuyeckara 4act

09:30-13:30 — OnepaTmBHM cnyyvau: XKuBa Bpb3Ka

o [eMoHCTpaLus Ha onepauroHHN TEXHUKM Ypes K1Ba Bpb3Ka C XUPYPrUYHU eKUNK
o KomeHTap 1 06siCHEHWSs1 OT BOAELLMTE XMPYP3U 33 M3BbPLUBAHNUTE NpoLeaypu

o OTroBopu Ha BbLMPOCK OT y4acTHULUTE

09:30-11:00 — KonopekTtanHa xupyprus
LHou. CmosiH ConomeHcku — YMBAJICM ,lNupozos*

7

11:30-13:30 — Jlanapockoncka xepHusi
Lou. Teodop AmaHacos — YMBATT ,,CopusiMed”

13:30-14:00 — Kadpe naysa

OGyLII/ITeJ'IeH KypC. KOﬂOpeKTaﬂHI/I onepauunn n nanapockoncka xepHuonnacTtuka



14:00-14:30 — MNpe3eHTauusa/Jlekuus

BbTpelwHu ylumBatenu, XMpypruiHm KOHLM

A-p AdeHuya HYosukosa — Mepun

o BunaoBe XMpYypryHm KOHUM, XMPYPIUYHK UMK, ynoTpeba

o [lpernen Ha pas3nyyHM BUAOBE BbTPELUHN YLLMBATENN N TEXHUTE MPUITOXKEHMS

14:30-15:30 — O6enHa novnBKa

15:30-17:00 — lNMpakTnyecka cecusa:

TpeHaXopu — XUPYPruiHM KOHLUU M BbTPELUHU yLIMBaTeNnm — BCUYKU JIEKTOPU

o [MpakTuyecko obyyeHune ¢ n3non3BaHe Ha TpeHaxopu

TexHuKkK 3a paboTa C KOHLM, BbTPELUHN YIUMBATENN U OPYTN XUPYPTUYHU UHCTPYMEHTU
[emoHCTpauus Ha NpaBMTHN TEXHUKM 3a YLLUMBaHE W U3MON3BaHe Ha YCTPONCTBa
MpunoxeHne Ha Hay4YeHOTO OT NIEKLMMTE B YCITOBUSI HA TPEHAXOPU N MaHEKEHU
WHavBuayanHu HacoKM U KOpeKLmMmn oT obyumTtennte

O O O O

17:00-17:30 — 3aknoueHUe Ha Kypca U oLeHKa Ha yYacTHULUTe
o O600LeHne Ha Hay4YeHOTO

o O6cwxaaHe Ha 6baeLoTO NPodeCUoHarHo passuTue

o PaspaBaHe Ha cepTuduKaTLh 3a yyacTue.

O6y‘4|/|TeJ'IeH KypcC. KOJ'IOpeKTaJ'IHVI onepaunn n nanapockoncka xepHuonnacTuka

51



52



ChewHa MegUUUHA 2024/27/2

JIEKUNUNTE OT KYPCA CA TIPELJICTABEHW C HESBHAYNTEJIHN
CBbKPALJEHUWA.

EMERGENCY COLON AND RECTAL SURGERY

Goran Stanojevi¢, Milica Nestorovi¢, Branko Brankovi¢, Dragan Mihailovi¢,
Aleksandar Vukadinovié, Nikola Milutinovi¢, Danica Milenkovic¢

Department for Colorectal Surgery, Clinic for Digestive Surgery, University Clinical Center Ni§,
Medical Faculty University — Ni$

Obstruction Perforation

Emergency <

surgery up to30%
Traumatic injury

Anorectal emergency

| Massive bleeding
(Lohsiriwat & Jitmungngan , World J Gastrointest Surg 2019)

In daily practice it is estimated that up to 30% of
colorectal operations are related to emergency con-
ditions such as acute colonic obstruction, perforated
colonic diverticulitis, massive lower gastrointestinal
hemorrhage traumatic injuries to colon and rectum,
and anorectal emergency.

Emergency surgery

Morbidity rate Mortality rate

7,3% 17%

46,5%- 64%

(Ngueyan et al , Asian J Surg 2020, Harji et al. BMJ 2018)

DIAGNOSIS

The clinical presentations of emergency colon and
rectal surgery is variable. Diagnostic procedures are
different. But what is common are: Hystori of clinical
signs, examinations, inspection, palpation, percussion
of the abdomen, digitorectal examination, abdominal
plain X ray (pneumoperitoneum, or aeroliquid content),
colonoscopy if necessary, CT scan of the abdomen,
possibly selective arteriography in case of bleeding
from the lower parts of the digestive tract.

SURGICAL TACTICS
In relation to the strategy of surgical treatment,
the most important dilemmas are at what time to ope-

rate patients.
DILEMMA 1

e immediate surgery
e urgent
e expedited (scheduled)
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e elective (with previous non surgical modalities
such as: laser ablation, decompression tubes, self-
expanding metal stents — “bridge to surgery”)

DILEMMA 2
e one-stage procedure
e two-stage procedures
e three-stage procedures?

APPROACH
e Open procedure
e Laparoscopic approach
e Robotic approach ?

The UK National Emergency Laparotomy Audit
(NELA)

APPROACH in EMERGENCY COLORECTAL
SURGERY

(Harji et al., BJS 2020)

The lack of confirmatory data regarding the bene-
fits of emergency laparoscopic colorectal surgery has
in part led to the lack of adoption in clinical practice,
with NELA reporting static rates of emergency lapa-
roscopic surgery of approximately 14 per cent over
the past 3 years.

The cause of ileus is obstruction at the level of
the rectum due to cancer.

Robotic surgery in emergency setting: 2021

WSES position paper (de’Angelis et al. World Jour-
nal of Emergency Surgery, 2022)

Ten studies (3 case reports, 3 case series, and 4
retrospective comparative cohort studies) have been
published regarding the applications of robotics for
emergency general surgery procedures.

Conclusions: Many hospitals are currently
equipped with a robotic surgical platform which needs
to be implemented efficiently. The role of robotic sur-
gery for emergency procedures remains under inves-
tigation. However, its use is expanding with a careful
assessment of costs and timeliness of operations.

Robotic Technology in Emergency General
Surgery Cases in the Era of Minimally Invasiv
Surgery (Lunardi et al. JAMA, 2024)

A total of 1 067 263 emergent or urgent chole-
cystectomies (n = 793800), colectomies(n = 89098),
inguinal hernia repairs (n = 65039), and ventral her-
nia repairs (n = 119326) in patients aged 18 years or
older were included.

Figure 1. Use of Operative Approach for Emergency General Surgery
Between 2013 and 2021

100+

M Robotic [ Laparoscopic
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Nevertheless, OS remains a key component for
most EGS. As RS continues to increase in EGS, barri-

ers to implementation need to be addressed and opti-

mized through coordinated efforts across stakeholders.

OBSTRUCTION
The large bowel cancer accounts for 80% of cases
of obstruction
Main issuses:
Short-term
1. Normal passage
2. RO resection
3. Bowel continuity
4. Reduction of morbidity and mortality

54 OGy‘WITeﬂeH KypC. KOﬂOpeKTaJ'IHI/I onepauunn n nanapockoncka xepHuonnacTtuka



Long-term

1. Increased percent of 5-year survival

2. Reduced local relapse rate

3. Increased percent of disease-free survival
4. Good functional results

Specificity of treatment of large bowel occlusion

advanced age
metabolic disorders
advanced malignancy
type of surgery

Can we respect the principles of oncologic resec-
tion in an emergency surgery to treat colon cancer?

Table 7 Morbidity and mortality: Literature analysis

Authors Series  Morbidity  Peroperative mortality
Tobaruela et al. [20] 51 41% 14%

Smothers et al. [19] 29 654% 34%

Ascanelli et al. [21] 118 27.1% 11,9%

Current Series a7 33,6% 20%

But we have to take into account:
1. The surgeon's experience in colorectal sur-
gery, (suboptimal surgical team)
2. The time of day the surgery is performed
3. The patient's comorbidities
(Teiheira et al. World J Emergency Surg, 2015)

The results showed an emergency colectomy as
an independent negative prognostic factor in terms of
morbidity and mortality related to the surgery.

2017 WSES guidelines on colon and rectal
cancer emergencies: obstruction and perforation
(Pisano et al. World Journal of Emergency Surgery,
2018)

K< LEFT SIDED

EXTRAPERITONEAL
RECTAL CANCER

RIGHT SIDED

RIGHT COLECTOMY
with terminal ileostormy
LOOP ILEOSTOMY
(severe unstability)

RIGTH SIDED

RIGHT SIDED TRANSVERSE
LOOP

COLOSTOMY

CONSIDER

SEMS®
(Best option if unfit for

surgery)
RIGHT SIDED
TRANSVERSE LOOP

COLOSTOMY delayed surgery

RIGHT COLECTOMY
(w/ or wio anastomosis)
INTERNAL BYAPASS
LOOP ILEOSTOMY
MS"

RPA
+-
[DIVERTING STOMA

(selected cases)

HP SEMS" as Bridge to
(consider risk factors surgery
see Statement 3.2) Tube decompression

(best option if unfit for surgery)

: Damage Control Surgery; HP: Hartmann's procedure; RPA: resection and primary anasiomoss
SEMS: self expandable metalic stents: * not suggested in case of Bevacizumab therapy

Malignant colorectal obstruction is a complex is-
sue. First, it is necessary to assess whether the pa-
tient is in a stable or unstable state? When facing a
patient in such situation, the surgeon needs to balance
the immediate necessity to decompress the obstruc-
tion with a broader perspective of oncologic outcome.
Short-term issues include morbidity and mortality of
any therapeutic intervention, stoma formation rate, re-
covery, and time to initiation of adjuvant therapy.

Endoscopic stenting of the colorectum has
emerged as a viable alternative to surgical interven-
tions in a selected group of patients. The main ad-
vantages of stenting in the emergency setting include
lower morbidity and mortality, lower incidence of
stoma formation, shorter hospitalization, and better
quality of life. For patients with unresectable disease
and short life expectancy, stenting can be consid-
ered. However, for patients with longer life expectan-
cy, the potential long-term complications of a metal
stent such as erosion, migration, or obstruction have
engendered debate whether such patients are better
served by operative intervention. Stenting as a bridge
to surgery is an alternative to surgery in patients who
are high risk for emergency surgery but concerns re-
main regarding its impact on oncologic outcome in
potentially curable patients.
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Stenting as a Bridge to Surgery or a Palliative Treatment (Darr & Abbas. Clin Colon Rectal Surg, 2020)

Malignant large bowel
obstruc?on

1 Vrad hle di
r

[potentially curable]

Stage 4 disease

Low risk for immediate
emergency surgery

Surgical resection

High risk for immediate
emergency surgery

l

Stent as bridge to surgery

Renssess for resection after
optimization

Limited metastasis Extensive metastasis

Good functional status and/or
l Poor functional status
Stent

!

Reassess for resection after
adjuvant therapy

Stent

Flowchart 1 Algorithm for management of patients presenting with acute malignant colorectal obstruction.

Optimal management of malignant left sided large bowel obstruction: do international guidelines
agree? (Webster, Aldoo, Burke, World J Emergency Surg, 2019)

Table 1 Guidelines on the management of left-sided MBO

Year of Origin of Authors Title of guidelines
publication guidelines
2010 usa American Society for Gastrointestinal Endoscopy The role of endoscopy in the management of patients with known
(ASGE) and suspected colonic obstruction and pseudo-abstruction [17]
2011 Mew Mew Zealand Guidelines Group (NZGG) Management of Early Colorectal Cancer [18]
Zealand
2011 uUsaA Mational Comprehensive Cancer Network (NCCN) Colon Cancer: Clinical Practice Guidelines in Oncology [19]
2013 Korea Korean Society of Gastrointestinal Endoscopy Evidence-Based Recommendations on Colorectal Stenting: A Report
from the Stent Study Group of the Korean Society of Gastrointestinal
Endoscopy [20]
2014 UK Mational Institute for Health and Clinical Excellence Colorectal cancer: diagnosis and management (updated) [21]
(NICE)
2014 Europe European Society of Gastrointestinal Endoscopy Self-expandable metal stents for obstructing colonic and extracolonic
(ESGE) cancer: Clinical Guideline [22]
2014 UK Royal College of Surgeons of England (RCSEng) Commissioning guide: Emergency general surgery
{acute abdominal pain) [23]
2014 Germany German Guideline Program in Oncology (GGPO) Evidence-Based Guideline for Colorectal Cancer [24]
2014 Europe European Registration of Cancer Care (EURECCA) Multidisciplinary management: European consensus conference
coalon & rectum [25]
2014 France French Society of Digestive Endoscopy (SFED) & Place of Colorectal Stents in Therapeutic Management of Malignant
French Federation of Digestive Oncology (FFCD) Large Bowel Obstructions [26]
2016 Scotland Scottish Intercollegiate Guidelines Network (SIGN) Diagnosis and Management of Colorectal Cancer (updated) [27]
2016 uUsa Eastern Association for the Surgery of Trauma Surgery or Stenting for Colonic Obstruction: A Practice Management
Guideline from the Eastern Association for the Surgery of Trauma [28]
2016 Italy Societa taliana di Chirurgia d'Urgenza e del Trauma Clinical strategies for the management of intestinal obstruction and
{SICUT) pseudo-obstruction [29]
2017 Malaysia Malaysia Health Technology Assessment Section Management of Colorectal Carcinoma [30]
(MaHTAS)
27 Awustralia Cancer Council Australia Emergency management of malignant large bowel obstruction [31]
207 UK British Medical Joumal (BMJ) Best Practice Large Bowel Obstruction [32]
2017 UsA American Society of Colon and Rectal Surgeons Clinical Practice Guidelines for the Treatment of Colon Cancer [33]
(ASCRS)
2017 UK Association of Coloproctology of Great Britain & Guidelines for the Management of Cancer of the Colon, Recturn and
Ireland (ACPGEI) Anus (2017) - Surgical Management [34]
2018 Global World Society of Emergency Surgery (WSES) 2017 WSES guidelines on colon and rectal cancer emergencies:

obstruction and perforation [16]

— Eight the guidelines (42%) recommended emer-
gency surgery as the only treatment for left-sided MBO.

— Nine guidelines (47%) recommended patients
be offered emergency surgery or stenting as a bridge
to surgery.

— Ofthe 17 guidelines recommending emergen-
cy surgery, 6 (35%) recommended primary resec-
tion with or without anastomosis as the treatment of
choice, one guideline (6%) recommended an emer-
gency colostomy, 4 guidelines (24%) suggested mul-
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tiple surgical options including defunctioning stoma
(ileostomy, caecostomy, transverse loop colostomy,
loop sigmoid colostomy), subtotal colectomy or pri-
mary resection.

— Two guidelines made reference to laparo-
scopic surgery; one guideline suggesting it had a lim-
ited role and one guideline not recommending its use
except in selected cases in specialist centres [16].

The optimal management of emergency surgical
condition will continue to be debated.

International guidelines offer limited and contrast-
ing recommendations on the management of left-sided
MBO. There is a lack of high-quality evidence to sup-
port whether emergency surgery or stenting as a bridge
to surgery is the best procedure with regards to morbid-
ity, mortality and long-term oncological outcomes. Com-
parison of the guidelines is difficult as they are based on
differing levels of evidence and a number require updat-
ing to consider the results of more recent randomised
controlled trials. Furthermore, a number of guidelines
fail to provide a formal evaluation of the evidence at all.
This review provides a snapshot of current guidelines,
and until high-quality research is available, the optimal
management of this emergency surgical condition will
continue to be debated.

PERFORATION

Main issuses:
Short-term
1. Control of source of sepsis
2. RO resection
3. Reduction of morbidity and mortality
Long-term
1. Increased percent of 5-year survival
2. Reduced local relapse rate
3. Increased percent of disease-free survival
4. Good functional results
Frequency: 2-12%
Mortality rate:
1. Localized peritonitis 0-24%
2. Diffuse fecal peritonitis 19-65%

3. Perforation at the tumor site 35-40%
4. Proximal to the tumor site Up to 65%

(Tzivanakis & Moran. Clin Colon Rectal Surg 2020, Pisano
et al. World Journal of Emergency Surgery 2018)

Predictive factors of mortality rate

1. Older age

2. Low preoperative blood pressure,

3. Arterial blood lactate concentration

4. Scoring systems: acute physiology and chron-
ic health evaluation Il (APACHE Il) score, sequential
organ failure assessment (SOFA) score, and physio-
logical and operative severity for the enumeration of
mortality and morbidity (POSSUM) score

5. Multidetector computed tomography (MDCT)
Focal collection of extraluminal fecal matter is a spe-
cific finding of colorectal perforation “dirty mass”.

(Ishikawa et al. World Journal of Emergency Surgery 2021)

A B
(emd) p<o0.01
700 ° 1.0
600 °
g 0.8 96.3 (0.643, 0:864 )
550
S a0 2 06
@ 300 =
E 2 o4
2 200 3
8 40 02
0
0
Survivors Mortality 1.0 0.8 0.6 0.4 02 0.0
(n=45) (n=13) Specificity

Comparison of dirty mass volume between the
survivor and mortality groups. A. Dirty mass volume
was significantly larger in the mortality group than the
survivor group. B. ROC curve showed the highest peak
at dirty mass volume of 96.3 cm?, with 0.643 sensitivity
and 0.864 specificity

Table 4 Multivariate analysis of factors prognostic for colorectal
perforation

0dds ratio p value
Dirty mass volume 1.010 (1.000-1.020) 0006~
DIC score 1310 (0.678-2.520) 0424
APACHE Il score 1.400 (1.070-1.850) 0015
SOFA score 1.170 (0.699-1.950) 0554

Values in parentheses are the 95% confidence interval

DIC disseminated intravascular coagulation, APACHE Il acute physiology and
chronic health evaluation, SOFA sequential organ failure assessment, POSSUM
physiclogical and operative severity score for the enumeration of mortality
and morbidity

"p < 0.05. b < 001

(Ishikawa et al. World Journal of Emergency Surgery 2021)

DIVERTICULITIS
— Colonic diverticulosis — 50% of people over
the age of 60 years and up to approximately 70% by
the age of 80
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— Less than 5% of those who are known to have
diverticula will go on to develop diverticulitis.

— The average age of admitted diverticulitis pa-
tients is 63 years

— In younger patients, for patients 45 < years,
16% of admissions for diverticulitis

Contributive Factors:

— red meat intake,

— dietary fiber intake,

— Body mass index (BMI),

— vigorous cardiovascular activity,

— and smoking habits.

Acute diverticulitis represents a common colorec-
tal emergency seen in the world.

Over time, management of this condition has
evolved.

ACUTE COMPLICATED DIVERTICULITIS

[ Hospital admission for all patients J

| Hemodynamically Stable ‘
YES NO
[
[ ]
Accessible Abscess l Stricture/Obstruction/Fistula I Surgical Management
z3cm Hartmann's Procedure
YES ] NO
l ical Man ]
Interventional Management Medical Management I
Percutaneous Drainage IV Antibiotics l Favourable Patient Factors |
IV Antibiotics Bowel Rest YES [ NO
Bowel Rest |
| Sigmoid Resection and

| Primary Re-anastomosis

+/- Diverting Loop
lleostomy

YES | NO OR

Hartmann's Procedure

’ Improvement after 1-2 Days l

I |

Re-Imaging
+/- Surgical Management
[

| Favourable Patient Factors |

Diet
Re-Imaging After 5-7 Days

ivss | NO

Sigmoid Resection and
Primary Re-anastomosis
+/- Diverting Loop
lleostomy

Approach to complicated diverticulitis (Wu at al. Clin Colon Rectal Surg, 2024)

As our understanding of diverticulitis evolves with
time, so should our approach to treatment. Some
changes have occurred with long-taught dogmas
being revisited. Even in the emergent setting, primary
restoration of bowel continuity should generally
become the preferred approach, with patient risk
factors and OR setting being factored into the
decision-making. Minimally invasive surgery is also
gaining acceptance as a surgical approach.

ACUTE LOWER Gl BLEEDING

20% of all Gl bleeding, incidence of 20-27 events per 100,000
people and 4-10% mortality

Strategy:
Initial hemodynamic

stabilization-risk assessment
patients at the high and low risk

Localization of the bleeding
site

Specific therapeutic intervention in relation
to the bleeding site

(State & Gralenk. Am J Gastroenterol 2016)
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ACUTE LOWER G| BLEEDING
- What about with the definition of ALGI bleeding?

Distal to the Ligament of Treitz. | Distal to the ileocecal valve
and including the rectum

(State & Gralenk. Am J Gastroenterol 2016, Triantafyllou et al Endoscopy 2021)

CAUSES OF ACUTE LOWER G| BLEEDING

> Table1 Overview of causes of acute lower gastrointestinal bleeding.

Benign Diverticular disease
diseases =
Anorectal Hemorrhoids
conditions
Anal fissure
Solitary rectal ulcer
Rectal prolapse
Radiation proctopathy
Trauma
Vascular Angioectasias
lesions
Hereditary hemorrhagic telangiectasia
Dieulafoy’s lesion
Colonic or rectal varices
Colitis Inflammatory bowel disease (ulcerative
colitis, Crohn’s disease)
Ischemic colitis
Infectious colitis
Undetermined colitis
Polyps Adenomas, hamartomas
latrogenic Post-endoscopic intervention (polypec-
tomy, EMR, ESD)
Post-surgical
Chronic anastomotic ulcer
Malignant Colorectal cancer
diseases

Anal cancer

Metastatic/invasive lesions

(Triantafyllou et al. Endoscopy 2021)

STRATEGY:
- Spontaneous cessation of bleeding occurs in 80% of clinical cases

- What about the 20% of clinical cases where the bleeding does not stop?

N

2. Endoscopic hemostasis therapy
(strong recommendation, low-
quality evidence)

1. Upper Gl endoscopy &
Colonoscopy should be the
initial diagnostic
procedure

(strong recommendation,

low-quality evidence)

3. Radiographic interventions
(CT angiography,)

(strong recommendation,
low-quality evidence)

(State & Gralenk. Am J Gastroenterol 2016)

1. Upper Gl endoscopy, colonoscopy should be
the initial diagnostic procedure for nearly all patients

presenting with acute LGIB (strong recommendation,
low-quality evidence).

2. Endoscopic hemostasis therapy. Endoscopic
therapy should be provided to patients with high-risk
endoscopic stigmata of bleeding: active bleeding
(spurting, oozing), non-bleeding visible vessel, or ad-
herent clot (strong recommendation, low-quality evi-
dence). The most common causes of LGIB amena-
ble to endotherapy are diverticulosis, angioectasia,
and post-polypectomy bleeding.

3. Radiographic interventions should be consid-
ered in patients with high-risk clinical features and
ongoing bleeding who have a negative upper endos-
copy and do not respond adequately to hemodynam-
ic resuscitation efforts, and are therefore unlikely to
tolerate bowel preparation and urgent colonoscopy
(strong recommendation, very low quality evidence).

If a diagnostic test is desired for localization of
the bleeding site prior to angiography, CT angiogra-
phy should be considered (conditional recommenda-
tion, very low quality evidence).

SURGERY?

|

Surgery for acute LGIB should be considered after other
therapeutic options have failed

In patients with high-risk clinical features and ongoing
bleeding, and also for the prevention of recurrent lower
gastrointestinal bleeding

J

IDENTIFICATION OF THE BLEEDING SITE!

(State & Gralenk. Am J Gastroenterol 2016)

We performed minimal resections of intestinal
segments
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I would like to briefly present to you 2 clinical cases of identification of massive bleeding from the small and
large intestine on the basis of angiodysplasia, with the help of selective arteriography and the application of
methylene blue. After unsuccessful attempts to stop the bleeding with other non-surgical procedures. “Blind”
segmental of the small bowel and colectomy is associated with unacceptably high rates of morbidity as high
as 75% and mortality up to 50% and should therefore be avoided at all costs.

1. the right colon approximately 49% of cases

2. the left colon injury is found in approximately
39% of patients,

3. while both sides of the colon injuries are diag-
nosed in approximately 12% of patients

— Blunt injury to the colon is found in approxi-
mately 0.5% of patients with major blunt trauma and
is diagnosed in approximately 10% of patients under-
going laparotomy.

Management of rectal injury

: |

stable unstable
Colon Trauma: Evidence-Based Practices ‘“”apevmnea' ' extaperioneal bt e
Yamamoto R, Logue A, Muir MT ! and operative
Clin Colon Rectal Surg 2018 proximal diversion intervention
Nondestructive injuries  Destructive injuries (> 50%
— Colon injury occurs in approximate'y 51% of (f ZS%finvolved) involved circumferences)
circumterences
patients with penetrating hollow viscus injuries, the l /
transverse colon is the most commonly injured segment iy repair of Colostomy
— In penetrating colon injuries requiring colonic the rectal injury,
resecton p g J q g :yplcallyrroma i (Clark et al. Clin Colon Rectal Surg 2024)
| : ransanal approaci
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Management of colon injury.

Colon injury
|
[ 1
Nondestructive Destructive
Injury injury*
[
[ ]
Primary
repair -DCS +DCS
| - Significant + Significant - fascial + fascial
Comobidity Comobidity closure on closure on
<6U > 6U the first the first
transfusion transfusion reoperation reoperation
Resection Resection
and primary Diversion Diversion and delayed
anastomosis anastomosis

Fig. 1 Management of colon injury. ‘Penetrating destructive colon injury includes wounds invelving 50% or greater of the colon wall
circumference or devascularization. Blunt destructive colon injury includes serosal wounds involving 50% or greater of the colon wall
circumference, devascularization, or full-thickness perforations. DCS, damage control surgery; U, unit.

(Yamamoto et al.Clin Colon Rectal Surg 2018)

Evaluation and Management of Traumatic Rectal Injury

Nina M. Clark, MD-2

1Department of Surgery, University of Washington School of
Medicine, Seattle, Washington

ESurgicaI Outcomes Research Center, University of Washington,
Seattle, Washington

3 Division of Trauma, Burn, and Critical Care Surgery, Department of

Surgery, University of Washington, Seattle, Washington

Clin Colon Rectal Sura 2024:37:411-416.

Rebecca G. Maine, MD, MPH3

Address for correspondence Nina M. Clark, MD, Department of
Surgery, University of Washington, 1959 NE Pacific Street, Box No.
356410, Seattle, WA 98195 (e-mail: clarkni@uw.edu).

Table 1 Rectal injury grading scale from the American Association for the Surgery of Trauma

Grade® Type of injury Description of injury

| Hematoma Contusion or hematoma without devascularization
Laceration Partial-thickness laceration

1l Laceration Laceration <50% of circumference

1 Laceration Laceration >50% of circumference

v Laceration Full-thickness laceration with extension into the perineum

v Vascular Devascularized segment

“Advance one grade for multiple injuries up to grade Ill.

Anorectal emergencies

1. Anorectal abscess

2. Perineal necrotizing fasciitis !

3. Complicated hemorrhoid (thrombosed, stran-
gulated, or bleeding)

4. Bleeding anorectal varices

5. Complicated rectal prolapse (irreducible or
strangulated)

6. Retained anorectal foreign bodies

7. Acute anal fissure

8. Anorectal trauma.

A detailed history taking and a careful physical
examination, including digital rectal examination and
anoscopy, is essential for correct diagnosis and plan
of treatment.

(Tarasconi et al. World J Emergency Surgery 2021)
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Enhanced recovery after surgery in emergency colorectal surgery:

Review of literature and current practices
(Varut Lohsiriwat, Romyen Jitmungngan) World J Gastrointest Surg 2019

Preoperative education
and detailed counseling

Medical optimization

Glycemic control
i

. Goal-directed
fluid therapy
ERAS for
emergency <—Epidural anesthesia
colorectal

surgery ~. Prevention of

hypothermia
*Prevention of PONV

Avoidance of intra-
peritoneal drain
Minimally invasive
surgery (if applicable) Intra-OP

Figure 1 Enhanced recovery after surgery protocol in emergency colorectal surgery. ERAS: Enhanced
recovery after surgery; PONV: Postoperative nausea and vomiting.

Table 2 Summary of study characteristics and clinical outcomes of three published studies comparing enhanced recovery after surgery

vs non-enhanced recovery after surgery in emergency colorectal surgery

Lohsiriwat! Wisely et al' Shida ef al'! Shang et af'?
Characteristics
Country, year Thailand, 2014 Australia, 2016 Japan, 2017 China, 2018
Study design Match case-control Pre-Post ERAS Pre-Post ERAS Match case-control
ERAS/non-ERAS 20/40 80/97 42/80 318/318
Inclusion criteria Obstructing colorectal cancer Benign diseases and Obstructing colorectal cancer Obstructing colorectal cancer
malignancy
Exclusion criteria No bowel resection, Laparoscopic surgery Mo bowel resection, Recurrent tumor, no bowel
concomitant bowel concomitant bowel resection, concomitant bowel
perforation perforation perforation
GI recovery time Sig. decreased NA NA Sig. decreased
Complication Decreased Sig. decreased Decreased Sig. decreased
Hospital stay Sig. decreased Same Sig. decreased Sig. decreased
30-d mortality Same Same Same Same
30-d readmission Same Same Same Same

z oz i gy i
Interval between surgery sig. decreased NA NA sig. decreased
and chemotherapy

GI: Gastrointestinal; NA: Not available; Sig.: Significantly; ERAS: Enhanced recovery after surgery.

Randomized controlled trials comparing ERAS vs non-ERAS in emergency colorectal surgery are ideal
and will give high-quality evidence on the efficacy and safety of ERAS program in this setting. However, it
could be unethical or not practical in daily practice because an ERAS protocol has now become a standard of
surgical care in worldwide. The ERAS program was associated with a lower rate of overall complication and
shorter length of hospital stay — without increased risks of readmission, reoperation and death after emergency
colorectal surgery. Compliance with an ERAS program in emergency setting appeared to be lower than that in
an elective basis. Although there is limited evidence about the benefit of individual ERAS item used in emer-
gency colorectal surgery, many surgeons have adopted and applied several recommended ERAS items form
guidelines for elective colon and rectal surgery into the emergency setting.

TAKE HOME MESSAGE: Multidisciplinary team work of surgeon, anestesiologist, gastroenterologist and
radiologist, are condition for success in the treatment of emergency colorectal surgery.
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Update of the international HerniaSurge guidelines for

groin hernia management

S TR XERT

Text Level of Strength of
evidence recommendation
Recommendation The term incarcerated hernia should be abandoned as not correctly describing the ®OOO Strong (upgraded)
problem of acute hernias and substituted with aforementioned definitions.
Key Question 1: What is an acute Eoin hernia?
Updated statements and recommendations
Text Level of Strength of
evidence recommendation

Incarceration g1

. Statement Acutely irreducible hernia+a hernia in which the contents cannot be reduced on EOOO
StrangUIatlon \—pmsmﬂ‘mbmrmt?e\dously reducible prior to the acute onset of
- ymptom
Irreducible Statement ‘ Chromcally irreducible hernia+a hernia in which the contents cannot be reduced ®OOO
ot Fuy featexan whichisof long standing and is not associated with sudden
on of ne mptoms.
Staternent Stran ulated herma hernia with strangulated content. Can only be described as KOO0
g gu 3
diagnosis is confirmed by preoperative imaging or intraoperative
ﬁndings
YECTOTA Afro Middle East Hernia Society (AMEHS); Austral-

3akneLeHn UHrBUHANHN XepHUn

- 2,5-7,7% (pa3BuTu CTpaHK)

— 00 76,9% (pa3BuBalyu ce cTpaHu)
Ochoa et al. Hernia 2020

3akneweHun dpeMoparnHu XxepHuu

10,5% npu Mbxe (pasBuTK CTpaHw)

25,4% npwu xeHu (pa3BuTU CTpaHN)
Dahlstrand et al. Ann Surg 2009

CMBPTHOCT

MnaHosu — 0,1%
Octpu — 1,7-7%
OcTpu + pesekumns — 6-25%
Ceresoli et al. Hernia 2020, NASBO Steering Group. BJS 2020

2018 First international guideline
European Hernia Society (EHS); Americas Hernia
Society (AHS); Asian-Pacifc Hernia Society(APHS);

asian Hernia Society; European Association for En-
doscopic Surgery (EAES); International Endohernia
Society (IEHS)

Hermaa Croanblack
D04 10, T OO0 O ) DA

ORIGINAL ARTICLE

Imternational guidelines for groin hernia management

The HernisSange Grosp'

# Accopisd: |3 Segacwsber 2007
T ey o ey

Rucawet 3 Fobrusry 3
© The Ashoris) 98

e

Saangerad braicrangry G0 MR-
Bt e oy 1 T el B3 819 165 T

CONSENSUS STATEMENT m

Consensus on international guidelines for management of groin
hernias

Hadine van Yeenendaal” - Maarten Simoss”  Willlam Hope®: Sathien Tumtavitioul* - laap Borjer’ on beball of the
HimniaSurge Group

50 experts prepare the statements and recom-
mendations 822 (723-1072) participants vote.
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KQ 21.e What is the optimal surgical approach for an
acutely incarcerated/strangulated groin hernia?

Altailored approach|is suggested for adult patients with

Recommedation

is no evidence supporting an optimal surgical approach.

KQ21.f In patients with intestinal incarceration without
signs of intestinal strangulation or concurrent bowel
resection (i.e., a clean surgical field) is mesh-based repair
recommended? Which mesh?

Recommendation  SMlar to clean elective hernia surgery.[mesh repaitlis EEO0  Weak
suggested in clean emergent hernia surgery.

onofilamental large pore
polypropolene mesh-based repair fis
suggested in emergent groin hernia

surgery with a clean or clean- FEOO Weak
contaminated surgical field.

Recommendation

KQ21.h In stable patients with strangulated obstruction
and peritonitis caused by a bowel perforation or an abscess
due to necrosis of the omentum (contaminated-dirty sur-
gical field) is mesh repair recommended. Which mesh?

. It is sug; 'estedurin s emergent groin hernia
Recommendation £ : . =}OO

repair in a contaminated-dirty surgical field.

Weak

As surgical field contamination status worsens it is recommended
Recommendation  that mesh use be ever more conscientiously considered. [IFmeshis | EOO0 Weak
‘ used, the risk/benefit ratio must be carefully contemplated. |

Kora oA ONEPUPAME

OXFORD

BJS Open, 2023, 1rad080

hatps:/f ol org/10.1

Update of the international HerniaSurge guidelines for groin hernia management

Statement

Recommendation

Recommendation

Acutely irreducible groin hernia is a potentially life-threatening emergency ROOO
situation and|needs urgent surgical attention. The success of treatment
depends on time from onset of symptoms to treatment and the bowel viability
in the hernia sac.
Manual reduction is suggested to be attempted in all acutely irreducible hernias ®OOO
without suspicion of bowel ischaemia.
After successful reduction, patients should undergo a period of observation
until the analgesic/sedative drugs have worn off and the patient feels well
enough to go home.
If manual reduction is unsuccessful emergency surgery is indicated.

Emergency surgery is recommended immediately when a suspicion of ROOO
strangulation is made, or manual reduction was unsuccessful.

Key Question 3: Which is the best surgical approach for acute groin hernias?

acutely incarcerated/strangulated groin hernias since there EEOO Weak

Weak

Strong (upgraded)

Text Level of
evidence

Strength of
recommendation

Recommendation

Recommendation

Recommendation

When approaching an acutely irreducible groin hernia it is suggested to use ROOO

diagnostic laparoscopylif expertise and resources are available and the patient's
CONdItons allow it.

A laparoscopic hernia repair can be attempted if expertise is available. However, a
at mesh repair for inguinal hernia individualized to the technique that gives

best possible results in the centre where surgery is performed is recommended
regardless of whether bowel strangulation is present or not.
In patients with intestinal strangulation and/or concurrent bowel resection xOOO
(clean-contaminated surgical field) a mesh repair could be used with a trend in
favour of macroporous meshes.

Weak

Weak
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2017 update of the WSES guidelines for L
emergency repair of complicated
abdominal wall hernias

Arlanna Birindell!, Massima Sartelli?, Salomone Di Saverio™ @, Federico Coccolini®, Luca Ansaloni®,

Gabrielle H. van Ramshorst®, Giampiero Campanelli®, Viadimir Khokha, Emest E. Moore®, Andrew Peftzman’,
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GoR Recommendation

Timing of intervention
1C Patients should undergo emergency hernia repair immediately when intestinal strangulation is suspected
1C Systemic inflarmmatery response syndrome (SIRS), contrast-enhanced CT findings, as well as lactate, CPK,

and D-dimer levels are predictive of bowel strangulation

Laparoscopic approach

2B Diagnostic laparoscopy may be a useful tool with the target of assessing bowel viability after spontaneous
eduction of strangulated groin hernias

2C Repair of incarcerated hernias—both ventral and groin—may be performed with a laparoscopic approach
in tﬁe absence of strangulation and suspicion of tﬁe need of bowel resection, where an open preperitoneal

approach is preferable

Emergency hernia repair inf “clean surgical field" (CDC wound class I)|

1A The use of mesh in clean surgical fields (CDC wound class I) is associated with a lower recurrence rate, if
compared to tissue repair, without an increase in the wound infection rate. Prosthetic repair with a
synthetic mesh is recommended for patients with intestinal incarceration and no signs of intestinal
)

Emergency hernia repair in|"clean-contaminated surgical field” (CDC wound class 1) ‘

1A For patients having complicated hernia with intestinal strangulation and/or concomitant need of bowel
resection without gross enteric spillage (clean-contaminated surgical field, CDC wound class I, emergent

prosthetic repair with synthetic mesh can be performed (without any increase in 30-day wound-related
morbidity] and 15 associated WIth a signiicant lower risk of recurrence, regardless of the size of hernia

defect

Emergency hernia repair in|"contaminated-dirty surgical field” (CDC wound classes Il and IV) |

26 For stable patients with strangulated hernia with bowel necrosis and/or gross enteric spillage during
intestinal resection (contaminated, CDC wound class Ill) or peritonitis from bowel perforation (dirty surgical

field, CDC wound class IV), Drimag repair is recommended when the size of the defect is small (< 3 cmy);
when direct suture is not feasible, a biological mesh may be used for repair

2C If biclogical mesh is not available, either polyglactin mesh repair or open wound management with delayed
repair may be a viable alternative

Emergency hernia repair in|"contaminated-dirty surgical field” (CDC wound classes Ill and V) ‘

2C For unstable patients (experiending severe sepsis or septic shock), open management is recommended to
prevent abdominal compartment syndrome; intra-abdominal pressure may Ej measured Intraoperative ly

2C Following stabilization of the patient, surgeons should atternpt early, definitive closure of the abdomen.
Primary fascial closure may be possible only when the risk of excessive tension or recurrent intra-anqominal

hypertension (IAH) is minimal

2C When early definitive fascial closure is not possible, progressive closure can be gradually attempted at every
surgical wound revision. Cross-linked biclogical mesEes may De considered as & ae|ayé option for

abdominal wall reconstruction

1 When definitive fascial closure cannot be achieved, a skin-only closure is a viable option and subsequent
eventration can be managed at a later stage with d&iayeq apgommar closure and synthetic mesh repair
1B The component separation technique may be a useful and low-cost option for the repair of large midline

The international WSES expert panel suggests laparos-
copy as the first approach for stable patients undergoing
emergency abdominal surgery for general surgery emer-
gencies and abdominal trauma.
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Total number of cases in the
, . Herniamed Registry from January
frontiers, : 1, 2010 to December 31, 2019
in Surgery % n=737,795
Exclusion of all non-groin hernia
- repairs
n = 252,307
Trends in Emergent Groin Hernia
Repair—An Analysis From the Groin hernia repairs between
- . January 1, 2010 and December
Herniamed Registry 31,2019
n = 485,488
Fardinand Kéckerfing ", TIf Heine®, Daniela Adolf’, Konstaninos Zamas, Dirk Weyha®,
Bamhard Lammers®, Franz Mayer’, Wolfgang Reinpold" and Dietmar Jacob?®
Exclusion of all non-emergency
+ groin hernia repairs
n = 472,460
Emergency groin hernia repairs
between January 1, 2010 and
December 31, 2019
n = 13,028
FIGURE 1 | Flowchart of patient inclusion.
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Laparoscopic app hin y for the treati it of acute
incarcerated groin hernia: a systematic review and meta lysi:

A Sartori’ - A Balla’® . E. Bottesi’ . F. Scolari' - M. Podda® . P, Lepiane? - M. Guerrieri® - S. Marales-Conde® . A Szold” -
MO

A: operative time

16 my 6nukarmmn
433 nanueHTH

TAPP - 753% TEP —229%

Laparoscopic repair Open repair Mean Difference Mean Difference

Study or roup Mean SD Total Mean SD Total Weight IV, 95% Cl  Year 1V, 95% CI
Leibl at al. 2001 55 72.2 36 67.2 24.7 17 19.9% -12.20[-38.55, 14.15) 2001
Yang et al. 2012 79.8 29.6 57 80.7 35.2 131 21.9% -0.90 [-10.67, 8.87]) 2012
Martsuda et al. 2017 147 50 11 84 57 22 17.9% 63.00 [25.05, 100.95] 2017 —
Chihara et al. 2018 63.9 18.2 7 177.2 505 11 18.9% -113.30 [-146.05, -80.55] 2018 Tl
Payiziwula et al. 2019 126.4 44.2 52 104.6 38.7 5S4 21.4% 21.80 [5.96, 37.64] 2019 gl
Total (95% CI) 163 235 100.0% -8.05 [-44.50, 28.40]

inv - Jo . i = - P + + +
Heterogeneity: Tau 1553.93; Chi' = 64.70, df = 4 (P < 0.00001); FF = 94% 5o ~150 1] 160 300

Test for overall effect: Z = 0.43 (P = 0.66)

B: hospital stay

Favours [Laparoscopy] Faveurs [Open]

Laparoscopic repair Open repair Mean Difference Mean Difference
Study or group Mean SD Total Mean SD Total Weight v, 95% Cl__ Year v, 95% CI
Yang etal. 2012 4.39 1.9 57 7.34 2.3 131 35.6% -2.95 [-3.58, -2.32] 2012 ]
Matsuda et al. 2017 Fa 4 11 10 7 22 21.6% -3.00 [-6.76, 0.76] 2017 —_—
Chihara etal. 2018 2 1.5 52 14.7 245 54 11.9% -12.70[-19.25, -6.15] 2018 T
Payiziwula et al. 2019 (] a ! 7 12 3 11 30.8% -6.00 [-7.92, -4.08] 2019 -
Total (95% CI) 127 218 100.0% -5.06 [-7.81, -2.31] B
Heterogeneity: Tau® = 5.44; Chi* = 16.71, df = 3 (P = 0.0008); ' = 82% =35 1o 1] )
Test for overall effect: Z = 3.60 (P = 0.0003) Favours (Laparoscopy] Favours [Open]
C: recurrence
Laparoscopic repair  Open repair Risk Ratio Risk Ratio
Study or group Events Total Events Total Weight M-H, 95% Cl  Year M-=H, Random, 95% CI
Leibl atal. 2001 1 36 1] 17 33.6% 1.46 [0.06, 34.08] 2001 I
Yang et al. 2012 ' 57 3 131 66.4% 0.77 [0.08, 7.21]) 2012
Total (95% CI) 923 148 100.0% 0.95 [0.15, 5.91]
Total events 2 3
Heterogeneity; Tau® = 0.00; Chi* = 0.11, df = 1 (P = 0.74); F = 0% YT + - 100

Test for overall effect: Z = 0.05 (P = 0.96)

e 1
Favours [Laparoscopy] Favours [Open]
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Laparoscopic approach in emergency for the treatment of acute
incarcerated groin hernia: a systematic review and meta-analysis

A Sartari’ - A, Balla® . E Botteri® - F. Scolari’ - M. Podda® - P. Lepiane” - M. Guerrieri® - 5. Morales-Conde® - A, Szold” -
M. Ortenzi®

A: overall complications

Laparoscopic repair Open repair Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl__ Year M-H, Random, 95% CI
Leibl at al. 2001 1 36 7 17 18.7% 0.07 [0.01, 0.51] 2001 +———8————
Yang et al. 2012 11 57 24 131 31.7% 1.05 [0.55, 2.00] 2012 — -
Matsuda et al. 2017 2 11 12 22 25.4% 0.33 [0.09, 1.24] 2017 —
Chihara et al. 2018 2 52 14 54 24.2% 0.15 [0.04, 0.62] 2018 ———
Total (95% CD 156 224 100.0% 0.29 [0.08, 1.06] ————
Total events 16 57
Heterogeneity: Tau® = 1.25; Chi' = 12.63, df = 3 (P = 0.006); I' = 76% + + {
Test for overall effect: Z = 1.87 (P = 0.06) b.oéa"oufi ?i-:paroscnpvl Favours |Opl90n] LOG
B: hematoma
Laparoscopic repair Open repair Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H. Random, 95% Cl__ Year M-H, Random, 95% CI
Yang etal. 2012 2 57 S 131 63.2% 0.92 [0.18, 4.60] 2012 ——
Matsuda et al. 2017 0 11 2 22 18.8% 0.38 [0.02, 7.36] 2017
Chihara et al. 2018 0 52 2 54 18.0% 0.21 [0.01, 4.22] 2018
Total (95% CI) 120 207 100.0% 0.60 [0.17, 2.14)
Total events 2 9
Heterogeneity: Tau® = 0.00; Chi’ = 0.85, df = 2 (P = 0.65); I¥ = 0% k =+ + 4
Test for overall effect: Z = 0.79 (P = 0.43) ‘O‘néawurs ?l;alnarouopvllFavours lO‘plcon} 100
C: seroma
Laparoscopic repair Open repair Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl __ Year M-H, Random, 95% CI
Yang et al. 2012 8 57 7 131 51.2% 2.63 [1.00, 6.90] 2012 | —
Matsuda et al. 2017 o 11 2 22 15.5% 0.38 [0.02, 7.36] 2017
Chihara et al. 2018 2 52 4 54 33.4% 0.52 [0.10, 2.71] 2018 e

Total (95% CI) 120 207 100.0% 1.14 [0.31, 4.23)
Total events 10 13

Heterogeneity: Tau® = 0.64; Chi’ = 3.75, df = 2 (P = 0.15) " = 47% - + + 1
0.01 0.1 1 10 100
Test for overall effect: Z = 0.19 (P = 0.85) Favours [Laparoscopy]l Favours [Open]
D: wound infection
Laparoscopic repair Open repair Risk Ratio Risk Ratio
Study or Sub P E Total Ewvents Total Weight M-H, Random, 95% Cl  Year M-H, Random, 95% CI
Leibl at al. 2001 o 36 2 17 24.2% 0.10 [0.00, 1.92] 2001
Yang etal. 2012 o 57 12 131 27.3% 0.09 [0.01, 1.51] 2012 -
Matsuda et al. 2017 o 11 2 22 24.7% 0.38 [0.02, 7.36] 2017 -
Chihara et al. 2018 o 52 2 54 23.8% 0.21 [0.01, 4.22] 2018 -
Total (95% CI) 156 224 100.0% 0.16 [0.04, 0.70] ———
Total events o 18
Heterogeneity: Tau® = 0.00; Chi* = 0.65, df = 3 (P = 0.89); I’ = 0% E + + |
Test for overall effect: Z = 2.44 (P = 0.01) o'oéavburstlz‘l;.:parosconv] Favours leleanl d
BFS 2020;
5 T
@ Available onling al wew sciencedinect com JSR
ScienceDirect -
Guidelines for treatment of umbilical and epigastric hernias -
from the European Hernia Society and Americas Hernia Society el _
I www, om
N. A, Henriksen' ©, A. Montgomery®, R. Kaufmann®*®, F. Berrevoet®, B. East’, J. Fischer®,
W, Hope?, D. Klassen'?, R. Lorenz'!, Y. Renard'*©, M. A. Garcia Urena'*® and M. P. Simons® on .. .
behalf of the European and Americas Hernia Societies (EHS and AHS) Association for Academic Surgery
Emergent laparoscopic ventral hernia repairs B) oot st

KQ 8: Which is the optimal surgical approach for an
Angela M. Kao, MD, Ciara R. Huntington, MD, Javier Otero, MD,

acutely strangulated/incarcerated umbilical or epi- TciNvid Pl A Vit e Aal ekl L

gﬂSl‘l‘iC hernia? Amy E. Linmun,'PhD, MBA, Paul D. Colavita, MD,
. i and B. Todd Heniford, MD"
Statement: Emergency hernia repairs are heteroge-

neous. Many patient-related factors play a role in poten-
tial morbidity and mortality. There is low-level evidence

ACS National Surgical Quality Inprovement Database

Table 1 — Surgical approach for emergent VHR by year, n

to suggest that the use of non-resorbable mesh is safe (%).
for strangulated/incarcerated umbilical or epigastric her- Year Laparoscopic Open Total
nia repair. Mesh can be used in patients with a clean or n = 1608 n = 9467
clean-contaminated surgical field. P o4 (104 509 (389.6) =i
Recommendation: It is suggested that the emergency 2010 115 (109) 940 (89.1) 1055
repair of umbilical or epigastric hernias should be tai- 2011 138 (13.4) 893 (86.6) 1031
lored to patient and hernia characteristics. The use of 2012 175 (14.5) 1033 (85.5) 1208
R e S T e 2013 208 (13.9) 1288 (36.1) 1496
Quality of evidence: B0 2014 230 (14.8) 1325 (85.2) 1555
Strength of recommendation: Weak 0 3L (164) 1586 (53.6) 17
2016 337 (17.5) 1593 (82.5) 1930
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INanapockonckara XMpyprusi Npu cneLuHu
BEHTpariHu U crnabuHHU XepHUU UMa peguua
npegumMmcTBa

Mo-6bp30 Bb3CTaHOBSABaHE

Mo-marnka xMpypruyHa TpaBma

HamarneH puck oT MH(PEKLMM N YCITOKHEHMS
[Mo-pobbp ecTteTnyeH pesynrtar

BBb3MOXHOCT 3a M3crnedBaHe U fedyeHue Ha

[Mo-HMCBHK pUCK OT XpPOHMYHA Borka
Mo-pobpo cukcupaHe Ha nnaTHaTa (MpexuTe)
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ChewHa MegUUUHA 2024/27/2

ANBEPTUKYJITO3A HA KOJIOHA. YCJITOXHEH OCTbHP

ONBEPTUKYIUT. NIPUHLUUNMUN HA ONEPATUBHO JNNEYEUE
O-p OesH KopyHocku

Il Knunuka no xupyprus, YMBAJICM "H. W. Muporos" — Cocus

BbBEAEHUE

e [lBepTUKyro3a Ha KOMMOHa — HaW-4ecTo aHa-
TOMWYHO JOOpOKaYecTBEHO M3MeHeHne Ha aebeno-
TO YepBO

e [lymaTa AOMBEPTMKYN uaBa OT JNaTuHckata
ayma diverticulum — OTKNOHeHWe OT NbT4A, oW NbT

e [lyBepTukynute ca TOpOOBUAHN XEPHMPaHUS
Ha Myko3aTta u cyOMyKo3aTa Ha KoroHa npes crnabu
MecTa Ha MYCKYIHUS! CION, KaKBMTO Ca 30HUTE B KOU-
TO vasa recta HaBnmM3aT B YpeBHaTa CTeHa.

UcTopPus

e 3a NMbpBU NbT ONWUCaHWE Ha AMBEPTUKYN npa-
BY dopeHckuaT xmpypr Alexis Littre npe3 1700 r.

e TepMUHBT ,AMBEPTUKYN® 3a MbpBM MNbT €
nonasaH ot Fleischmann npe3 1815 .

e [IbpBOTO ONMCaHNe Ha AUBEPTUKYNO3a Ha KO-
noHa e HanpaseHo oT Jean Cruveilhier npe3 1849 r.

B1AOOBE AUBEPTUKYNHU

e BpogeHu n npngobutu

e VICTUHCKM 1 nceBOoOaNBEPTUKYIU

e Cnopepn nokanusauusita B KOfoHa — yHUO-
KanHa n myntudokanHa nokanusaums.

F

[VBepTUKYNUTLT € Hanuyne Ha MaKpOCKOMCKO
Bb3narnieHne Ha auBeptukynute. NpoTtnya kaTo oc-
TbP WU XPOHUYEH, YCIOXKHEH U HEYCITOXKHEH.

OcTbp ANBEPTUKYITUT — OCTBLP Hecneundm-

YeH Bb3nanuTerneH Npouec Ha Beye CbLlecT-

ByBaLlLyu OUBEPTUKYITU

YCnoXHEH OVBEPTUKYNUT € CbCTOSIHME, MPY KOETO
nma nepdopaums Ha YpeBHaTa CTeHa, YCrOXHEHO ChC:

e abcuec

e cBoGoAHa nepdopauns ¢ nypyneHTeH nepu-
TOHUT

e cBoboagHa nepdopaumsa ¢ pekyneHTeH nepu-
TOHWT.

YECTOTA U PA3NPOCTPAHEHME

PeanHa 4yectota — TpyaHa 3a aHanu3 nopagu
pasnuuusa B OMArHOCTUYHUTE METOAM, Bb3PacTOBU
rpynu 1 eTHU4YeCKa NpuHaaiexXHocT

e EnungemunonornyHu npoy4BaHnsa nokassaTt Ha-
pacTBaHe Ha JecToTata Ha guBepTukynosaTa B EB-
pona n CesepHa Amepuka oT 20 Ha 42% 3a nocnea-
HUTEe 25 rogmHn

e B Adpuka yectotata e nog 10%

e TeHOeHUMS 3a yBenMyaBaHe Ha YyecToTaTta Ha
[b ce Habnogaea n B bbnrapus.

AHATOMMUA HA OEBENIOTO YEPBO

Coecum — cnsno 4epBo (aMameTsbp 5-9 cm)
Colon ascendens — Bb3xogsLL otaen
Colon transversum — Hanpe4yeH oTaen
Colon descendens — Hu3xoasL, oTaen

e Colon sigmoideum - curmMoBMOHO 4epBO
(onam. 3,5-4 cm)

4l



e Rectum — npaBo YepBO, peKTyM
— cpefHa abmkuHa mexay 150-200 cm

Structure of the Colon (Large Intestine)

Greater omentum (cut away)
Transverse mesocolon
Transverse colon

Omental
(epiploic)
appendices |

Omental
taenia " & 4 Descending

(exposed ) ; colen

by hook)

Mesocolic taenia

Ascending . \ (taenia libera) (exposed by hook)

colon . Semilunar folds

Rectosigmoid junction

Free taenia
(taenia libera)

Sigmoid mesocolon
Sigmoid colon

Vermiform
appendix

Rectum

KbPBOCHABOABAHE HA OEBENOTO YEPBO

KnoHoBe Ha a. mesenterica superior (SMA):
— a. ileocolica

— a. colica dextra

— a. media

KnoHoBe Ha a. mesenterica inferior (IMA):
— a. colica sinistra

— aa. sigmoidales

— a. rectalis superior

KnoHoBe Ha a. iliaca interna:
— a. rectalis media
— a. rectalis inferior

MWKPOLMPKYNALMA
Longitudinal
Antimesenteric muscularis
anastomosis (taenia) Diverticulum

into epiploic
appendage

Serosa

Circular

Fat in normal
epiploic
appendage

Mucosa

Vas rectus

muscularis

Visceral peritoneum

Taenia (longitudinal muscle)
Circular muscle

Submucosa

Circular muscle

Mucosa
Taenia omentalis

KONATEPANHO KPbBOOEPALLEHUE
HA OEBENIOTO YEPBO

MapruHanHa aptepus Ha Drummond
— ApkaguTe 3ano4ysaT C Bb3xogsLms a. ileocolica
— 3aBbpluBaT CbC CUrMOMAANHUTE apTepun

Arcus Riolani
— AHacTomo3a mexay a. colica media n a. me-

senterica inferior (yctaHoBeHa B 7-10% oOT nonyna-
uunara)
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Left Gastric

Gastroduodenal PhooR: Adtery
Artery
Arc of Buhler
Superior
Mesenteric .
Artery ;

Apkapa Ha Buhler

MHEPBALIUA HA OEBENOTO YEPBO

— EHTepanHa HepBHa cucTeMa (4acT OT aBTo-
HOMHaTa HepBHa cucTema)

— UHC - cumnatukycoBa (MHxmubupa) u napa-
cMMNaTUKycoBa nHepBaums (CTUMynumpa)

e Plexus myentericus (s. Auerbachi) — perynu-
pa MOTOpHa MHepBaLus
Apkapna Ha Barcof e Plexus Meissneri (plexus submucosus) — pe-
rynvpa cekpetopHarta yHKUNS.

Watershad zones of the colon

Vagus

nerve K

Sympathetic i
chain

"

Inferior ~+\
mesenteric
ganglion

Touku Ha Griffith u Sudeck

Hypogastric "+~ Pelvic
nerve ®._ ganglion

BEHO3HA CUCTEMA HA JEBENOTO YEPBO

Nervi

erigentes
e V. mesenterica superior — gpeHupa coecum, et e e
colon ascendens u colon transversum Pudendal nerve
e Truncus Henle (racTpokonuyeH TpakT) -
Bpb3ka Mexay V. gastroepiploica dextra, v. pancre-
aticodudenalis superior — npeAeH KInoH, acll. KMoH Ha COUHKTEPM MO XOAA HA AEBENIOTO YEPBO
v. colica dex, v. colica dex, gecHusa KrnoH Ha v. colica
media /v. colica media
e V. mesenterica inferior — gpeHupa npokcuman-
Ha YacT Ha peKkTyMa 1 NeBUS KOJOH.

Puborectalis

Internal | Anal
Exernal | sphincters

— CdwmHkrep Ha Baponuyc (Varolius) — uneo-
LiekanHa knana, 6ayxumHoBa knana

— CdmHkrep Ha byce (Busse)- Ha rpaHuuara
LieKyM-acLeHAeHC
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— CduHkTep Ha Xupuw (Hirsch) — mexay cpegHa
1 ropHa TpeTa Ha acLeHeHC

— CdwmHkrep Ha KeHoH-Bbom (Cannon-Bohme)
— [sicHaTa 4acT Ha KOJIOH TPaHCBEP3YM

— CduHkTep Ha XopcT (Horst) — B cpeaHa TpeTa
Ha KONOH TpPaHCBEP3yM

— CduHkrep Ha Manep — Wpayc (Payr-Strauss)
— HayarHa 4yacT Ha KOIoH AecLUeHOEeHC

— CdwuHkTtep Ha banu (Balli) — npokcumanHa
curma

— CdpmHkrep Ha MyTtne (Moutier) — ancrtanHa
curma

— CduHkTep Ha Pocu (Rossi) — npexon curma
— PEKTYM.

CORNCH'S
Ring Foyr—5Sirouss
[Poimt] i

Hersch
Busi

Balli
Rassi
Moaliier

-
-
— Malwes ol Houkfan

ETuonorua n NnATOrEHeE3A

e [eHeTuYHN dhakTopun
leorpadckn chaktopu

o [lneTnyHn cpakTopu (3anageH HaumH Ha xpa-
HeHe, oedununt Ha ubpu, 3aTNbCTsBaHe, NPOMSAHA
Ha YpeBHUST MUKPOBUOM)

e MeankameHtn (HCIBC, kopTtukocTepounau,
ONVOWAHWN aHanreTuum)

MpuunHKU, BoaeLM A0 YCIOXKHEH ANBEPTUKY-

nur:

1. MexaHu4yHa Teopus — 06Typauus Ha nymMmeHa Ha
OVIBEPTUKYN OT (heKariom Unm XpaHUTENHM ocTaTbLm

2. EH3MMHa aKTMBHOCT Ha MaTpukcHata MeTa-
nonpoTeasa — HapylweH 6anaHc mexay MMIT n Hen-
HUTE TbKaHHW UHXNBUTOPYU

3. VIMyHeH geduuunT nnu umyHocynpecus

4. Vcxemus Ha YpeBHaTa CTeHa — HapyllaBaHe
Ha UHTpPaMypanHoTo KpbBoCcHabasBaHe.

MaToreHesa

UMyHonoau4yHU MexaHu3mu

e MyKO3HO Bb3naneHve — MogynmpaHe Ha UMy-
HeH oTroBop Ype3 TNF n npotenHute, KOUTO KoaMpa

e TNFa noBuwasa T-kneTbyeH OTrOBOP Mpu
BK, YK, b

e [eHeTnyHn Bapuaumm Ha TNFSF15 reH wu
VEGI (vascular endothelial growth inhibitor).

e PuckoBuaT G anen ce yctaHoBsiBa Npv BCUY-
Ky m3crnegBaHv naumeHTn ¢ AUBepTUKYNnT

e YCTaHOBEHM Ca: CXOOAEH XWUCTONOTUYEH WH-
dunTpart, NoBMLIEHA EKCNPecus Ha HEBPONENTUAN B
nvrasmuara.

CmpyKkmypHU USMEHeHUs1 8 YpesHama cmaHa

e [IpomeHeH meTabonM3bM B OBa KOMMOHEHTa
Ha eKkcTpauenynapHUsi MaTpUKC — eNnacTyH 1 KonareH

e YBenunyaBaHe Ha enacTuHa B NOHMUTYAUHan-
HWS MycKyneH crnon noseye ot 200%

e 3penuAt konareH TMn 1 NPoOrpecMBHO Hama-
nsiea

CmpyKkmypHU USMEHeHUs 8 YpesHama cmaHa

e HespenuaT konareH Tmn 3 ce HaTpynBea Mex-
4y MyckyrnHuTe cpmbpu

e Konm4ecTBOTO KOMareH 1 HeroBaTta CTPyKTypa
ce perynupaT OT MaTpUKCHUTE MeTanonpoTteasvt u
B3aVMOJENCTBMETO C TEXHUTE TbKaHHU UHXMOUTOPU

e [IpoMeHWTe B CbeauHUTENHaTa, MycKyrnHaTa u
HepBHaTa TbKaH BOAAT A0 MOTUMUTETHU HapyLLEHWS.

lMamonoau4yHa ceameHmauyusi Ha KorioHa

HekoopauHnpaHa MycKyrnHa KOHTPaKUUst U penak-
cauus Ha AucTariHy cerMeHTn — obpasyBaHe Ha 3aTBO-
PEeHW KamMmepu — KOMNapTMEHTU C BUCOKO HansiraHe.

Ponama Ha mukpobuoma

e ®ubpute BOaSaT Ao oboratsBaHe Ha pasHoo-
6pa3uneTo Ha Mukpobroma

e UYpeBHuTe BakTepum metabonusmpar Bbrie-
xungpatute o SCFAs
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e SCFAs nosuwasat 06pa3yBaHETO Ha MYKYC U
aHTMMUKPOOHM MenTuau, MeguupaTt MMyHaTa Xome-
ocTasa, bapuepHata OyHKUMSA U HABATa Ha KIeTbYHa
nponudepaums.

e Helicobacter pylori — uma npotekTnBeH eekT
cpeLLy pasBuUTUE Ha YCINOXHEH ANBEPTUKYIINT.

KnACUoUKALUA HA OCTBP OUBEPTUKYNUT

— Knacudukaums Ha Hinchey, 1978

— Moaunduumnpana knacudukaums Ha Hinchey
oT Sher, 1997 — nHdbopmauus, npegocraBeHa oOT
KOMMNIOTBbPHa ToMorpadus

— Knacudukauma Ha Hansen u Stock, 1998 —
OCHOBHO MON3BaHa B HeMcKaTa nireparypa

— Knacudukaunsa Ha Ambrosetti

— Mogudurumpana knacudpukaumna Ha Hinchey
ot Wasvary, 1999

— Knacudukauma Ha Kohler, 1999 — koHceHcyc-
HO M3sIBNeHne, N3rotBeHo oT EBponerickaTta acouma-
LM HA eHOOCKOMCKUTE XMPYpP3Wn.

Modified Hinchey
Hinchey classification classification by Sher et al.

Pericolic abscess or phlegmon Pericolic abscess

Distant abscess amendable to
percutaneous drainage

Il Pelvic, intraabdominal, or lla
retroperitoneal abscess

llb Complex abscess associated with
fistula

Generalized purulent peritonitis ] Generalized purulent peritonitis

V' Generalized fecal peritonitis \% Fecal peritonitis

https://www.youtube.com/watch?app=desktop&v=P37k-
M3EhRM

MoauduumpaHa knacucpukaums Ha Hinchey
ot Kaiser AM n Medina VA

Stage Characteristics

0 Mild clinical diverticulitis (left lower quadrant abdominal pain, low-

grade fever, leukocytosis, no imaging information)

la Confined pericolic inflammation, no abscess

Ib Confined pericolic abscess (abscess or phlegmon may be
palpable; fever; severe, localized abdominal pain)

2a Distant abscess amenable to percutaneous drainage

2b Complex abscess associated with/without fistula

3 Generalized purulent peritonitis, no communication with bowel
lumen

4 Feculent peritonitis, open communication with bowel lumen

Complications | Fistula, obstruction (large bowel or small bowel)

KnUHUYHA KAPTUHA HA O[1

e MecTHu cumnTtomm — Gonka B nsiB OONEH
KBagpaHT, OONHa KOpeMHa MOoroBMHA WX LEenus
KopeMm (myckyneH gedaHc, (+) Blumberg), Bana go
nuncealla nepuctantumka

e OOwWM cumnTomn — ebpunuTteTt, rageHe,
noBpblLUaHe, Taxmkapaus, punmdopmeH nync — no-
n3pas3eHn Mpu TOKCUYEH M TepMMHAneH cTtaguin Ha
nepuToHUTAa.

MATEPUAN U METOOM

MaTepuan

3a nepuoga 2019-2024 r. B YMBAJICM ,H. W.
Muporos® ca onepupaxn 288 nauneHTn

e [lon — 167 xeHun, 121 mbxe

e Bubapact — 28-95 rognHun

MeToau Ha uscnegBaHe

1. KnuHnyHmn metoam

2. Ob6pasHa gmnarHocTuka (R, ¥Y3[, KT, AMP)

3. NabopatopHu metogmn (CRP, npokanuuToHWH,
dekaneH KannpoTeKTuH)

4. OnepaTUBHM METOAN: KOHBEHLIMOHAIHM U MU-
HUUHBA3NBHN

5. Cratuctundeckn metoau.
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Pe3ynTtatu

Xupypauy4Hu memoodu

o Y

KoHBeHUMoHanHm

212

Jlanapockonckvu M KoHBepcus

KoHseHyuoHanHu Mmemodu

Hartmann/Hinchey IV/

Debridement, lavage, drainage

MbpBKYHa pesekums ¢
aHacToMo3a

166

3

“g

MuHuuHea3usHuU memoodu

[lnBy3seH nbpuHO-NypyneHTeH
nepuToHuT /Hinchey IlI/ sigma

OuBy3eH hpnBpUHO-NypyneHTeH
1eputonnT /Hinchey Ill/ coecum

KoHBepcus

OnepaTvBHO BpeMe
BonHuyeH npectoit

PaHHu cnepgonepatsHn
YCNOXHEeHns

KbCHUM criegonepateHmn
YCIOXHEHst

Netanuter

KoHBeHUUWOHanHu
meToaun
60 -180 MuH.

10 aHn
21

19

14

KnuHWYEH cnyyan 1
MbXx Ha 28 r. ¢ onnakBaHusa oT 6ornka B AscHa

mnnayHa obnacT ¢ 4aBHOCT OT 3 JHW.

KRMHWYEH cnyyAn 2

YKeHa Ha 62 . ¢ obeauTac, KNMMHUYHN N RO gaHHK
(nHeBMONepuTOHEYM) 3a AUcy3eH NEPUTOHNUT C AaB-

HOCT OT 3 AHu.

KnUHUYEH cnyyan 3

JNanapockoncku
meToaun
40 — 110 MUH.

6 oHKn

1

58-roguiiHa nauMeHTka ¢ KIMUHUYHU U 0BpasHm
[AaHHW 3a ANY3eH NEPUTOHUT.
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OBCBXOAHE

YcnoxHeH ocTbp AUBEPTUKYNUT

® e[Ha OT HaW-4yeCTUTe MPUYMHU 3a CreLHO
onepaTuBHO fie4YeHne

® CUrHU(MKaAHTHO HamarnsiBaHe Ha Bb3pacToBa-
Ta rpaHuua

e yBennyaBaHe YecToTaTa Ha 3abonsiBaHeTo

e [lpeamsBuKaTencTBO B KNMHWYHATA NpakTuka
(NpodunakTuka, AnarHocTmka u nevyeHune)

e CoumanHo 3Haunmmo 3abonsiBaHe (cepuoseH
MeOMLMHCKN N (PUHAHCOB Pecypc)

e lHamBuayanHa npeLeHka 1 onuT Ha xupypra
npu B3emaHe Ha pelleHne 3a eaHoeTanHa unu aBy-
eTanHa onepauust; KOHBEHLMOHANHM UM MUHUMHBA-
3UBHM METOAM

e [lpeaMMCTBO Ha MWHWMHBA3WBHUTE METOAM
npwv NnokaneH, pas3nar unv gudyseH dunbprHo-nypy-
neHteH neputoHnT (Hinchey 1I).

N3sopu

MpeauMcTBa HA MUHUMHBAa3MBHUTE MeTOAMU

e [lo-kpaTko onepaTvBHO BpeMe

e [lo-kpaTbk BONMHMYEH NPeCTOn

e [lo-Obp30 Bb3CTaHOBsIBAHE Ha ABuratenHara
aKTMBHOCT

e [lo-6bp30 Bb3CTaHOBSABaHE Ha nacaxa Ha T

e [lo-mManko paHHM M KbCHU CriefonepaTtuBHU
YCMNOXHEHNS

e [lo-Obp30 Bb3CTaHOBSIBAHe Ha paboTocrno-
cobHocTTa

e [lo-0oObp KO3METNYEH ehEKT.
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CnewHa MegUUUHA 2024/27/2

XEMOPATUA — NOBEAEHUE NPU YCITOBUATA HA CMNELUHOCT.
XEMOPATUA OT TMT. ABAOMUHATNTHA XEMOPATUA

K. OaHoB
YMBAJICM "H. W. Muporas"

FTACTPOUHTECTUHANHA XEMOPAIUS

e ®opma Ha KbpBeHEe B raCTPOUHTECTUMHAIHMUS
TpakT OT ycTaTa Ao pektyma. [pu 3Hadnma KpbBo3a-
ryba ce MmaHudecTupa cbC:

MeneHna
Xemaremesa
BuwHeBa menena
PexToparus
XemaTtoxesus

ABOOMWHANHA XEMOPAIUA

e VIHTpaaboomuHaneH KpbBOU3MMB OT HETPaB-
MaTuU4eH Unu TpaBMaTMyeH NPon3xoa

e XemoparnyeH acumt

e PynTypa Ha cneska

e Xemoparum ot YepHo4pobeH Npomsxon

e [lpyrv TpaBmMaTU4HM XemMoparmm

FACTPOMHTECTUHANIHO KbPBEHE

Knacudmkauumsn
e KbpseHe o1 ropeH NNT — 2/3 ot cnyyante
e KbpeeHe ot goneH M'NT — 1/3 ot cnyyaunte

ETtuonorus

o VHdexunn

e Heonnasmu

e Edektn ot megukameHTn: HCIBC n aHTUKo-
arynaHTtm

e Cbaosa natonorus

e KoarynaunoHHu HapyLleHns!

e KomnnekcHu HapylieHuss — yepHogpobHa umn-
posa

e [lnBepTukynu 3a goneH NAT!

e HesicHM NpnynHK

FOPEH ruTt

dapuHKC o nurameHT Ha Treitz
MeneHa
XemaTtemesa
— BbananeHue Ha xpaHonpoBoaa
— Bapwuumn Ha xpaHonpoBoga/llopTanHa xunep-
TEeH3MBHa racTponarus
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:

Coliti

Meckel!' s

z

rticulozis

°

‘Q_—— Hemorrhoids
L

— CwuHgpoM Ha Mallory-Weiss

— 4sBeHa 6onect (Dieulafoy) Cameron

— XemoparuyeH ractput (GAVE) Hemobilia/He-
mosuccus

— Heonnasma

— AHrnogucnnasms

— Yyxan Tena

Bapuum Ha xpaHonpoBopaa/llopTanHa XxunepTeH3MBHa
ractponarus



FTACTPOE30O®ATEAJIHU BAPULU — BUOOBE

Knacudukaums

Crioped nokanusayusi

e E30cbareanHu

e [acTpoesodareanHu

e IzonumpaHu cTomaluHu

3 (@) (b)
YepHogpo6GHa uuposa ( ; j ( ; :

EHOOCKOMNCKU METOAU 3A AUATHO3A

(© (d)

OCHOBHM
e OIC
e [lonHa eHpockonus

OdonbnHuTenHu

e EHpockoncka exorpadusi ¢ OOMNepoBO U3-
cnegBaHe

e |lIamepBaHe Ha HanAraHeTo

e EHTepockonusa BAPMLIVI HA XPAHOMPOBOOA

e [pyrun
e Tpuv vnNu YeTUpy ronemm cTeona

e HenpaBumHu, HarbHaTH

e CVHKaBM CTPYKTYpY (CUHKAB LIBST — XapaKTe-
EHAoCKONCKa AnarHosa peH 3a BapuLM Ha XpaHonpoBoaa)

e JloHrMTyauHaneH xon B cybMyko3aTa Ha CTe-

FTACTPOE3O®ATEAJIHU BAPULU

3aabmKUTENHO onucaHue
e JlunceaT unm He MpoMeHu — BaxHo e mpu-  Hara Ha XpaHomnposoAa

CbCTBMETO HA KOMEHTap 3a NPOMEHWUTe B cToMaxa * Tpyatoctn — Il manku sapuum nnv HaaurHa-
My OI'C TU FbHKU Ha XpaHONpoBOaa

Jlokanusauus

CreneH Ha n3paseHocT
KakbB € pUCKbT OT KbpBEHE?
Wma nun 6enesun 3a kbpBeHe
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EHAOCKOMNCKWU CTENEHU

Knacudukaums

Paquet, KJ: Prophylactic endoscopic sclerosing
treatment of the esophageal wall in varices: A
prospective controlled trial. Endoscopy 14:4, 1982

e CrteneH | — manku Bapyum (< 5 mm) Ha HUBOTO
Ha OKofHaTa TbKaH (He NPOMUHUPAT B JTyMeHa)

e CrteneH Il — ymepeHo ronemu Bapuum (> 5
mm), NpaBu, 3MbKBALLM B NlyMeHa, HO 6e3 0BCTpyk-
umsa (C MMHUMarHo 3anuyaBaHe Ha ractpoesodare-
anHaTa Bpb3ka)

e CreneH lll — ronemun Bapuuu, HanperHaTtu, Ha-
rbHAaTU CbC 3HAYMMO 3anyLUBaHe Ha NymeHa (CbLuecT-
BEHO 3anMyaBalyy Ha ractpoesodareanHara Bpb3ka)

e CrteneH IV — MHOro ronemu Bapuuu, HambITHO
3anyLwBaliy nyMeHa (CKkpvBally Ha racTpoesodare-
anHaTa Bpb3Ka) C Hanuune Ha YepBeHMn NneTHa (puck
OT KbpBEHE.

Ll

@ Elsevier 2004. Gastrointestinal & Liver Disease TE - www.sfgastro.com

MPOCTA KINMHUYHA KIACUDPUKALUA — 4
CTEMEHMU CMOPEL PA3MEPA

Crenen lll

[onemu, cMHO HarbHaTW, KOHMyMpaLLmM Bapuum
He ce notuckat npu nHcydnaums Ha Bb3ayx
O6Typupar > 1/3 oT nymeHa

CreneH IV

e [oOnemu, CUIHO HarbHaTK, HanperHaTu Bapu-
UM — TYMOPOBUAHM

e C yepBeHu netHa “red cherry spots®

FACTPOE3O®ArEASNIHU U CTOMALLHU
BAPUL — BUAOBE CNOPE[ NOKANU3ALIUA-
TA (MO SARIN)

FactpoesocpareanHu Bapuum (FEB)

e CTOMAalLHW Bapuuu, NPOAbIKEHMEe Ha e30da-
reanHuTe

Tun | (TEB 1)

e 0 MarkaTta KpMBMHa — HaW-4eCTO Ha NPoAbLIi-
XeHue oT 2-3 cm

Tun 11 (TEB 2)

e 0 rongmMarta kpuBmHa ¢ obxBallaHe Ha yH-
Ayca Ha cTtomaxa

UsonupaHu ctomawHu Bapuum (UCB)

e Tun | (NCB 1) nsonupanu rpyna Bapuum BbB
dyHayca Ha cTomaxa

e Tun Il (UCB 2) nsonupaxum ctomallHy Bapuvum
B APYrv OTAENN Ha cToMaxa
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KbpBsawm esodareanHu Bapuum — curypHa
AuarHosa

CTOMALUHM BAPULUM — OCOBEHOCTH

e CuHKaBoO oLBeTsIBaHe — Nuncea

e Moxe Ha rpo3gose

e 75% no marka kpuBuHa n camo 9% — no yH-
Ayca

e [1[1 cbC CTOMALLHWN MbHKK, TYMOPH

e YepBeHN NeTHa — HESICHO 3HAYEeHNEe — MOXE
Aa ca mnspas Ha [NXIr

IYOOEHANHW BAPULMU

e bynbyc — Hali YyecTa nokanusauus
e [lnarHosa — ®IC
e [1[1 — A3Ba — NpOMeHW Npu AuLiaHe

PUCK OT KbPBEHE — EHO,OCKOINCKWU BENE3U

JlokanHu puckoBu hakTopu:

e Bucoko HangraHe BbB Bapuuute > 14 mm Hg

e [onam pasmep Ha BapuuuTe — gnameTbp > 5
mm

e “YepBeHWU” neTHa, BUAMMU €HLOCKOMCKN
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AHOPEKTANHU BAPULU MXI — MO3any4yHU NPOMEHU — yBenu4uTerHa
eHaockonusi

e PekTym — Hal-4eCcToTO MACTO 3a Bapuum — 40-
89%

e Bucoko HansiraHe B AonHaTta MeseHTepuanHa
BEHO3Ha C-Ma

e [lnarHosa — aHopeKkTanHa eHOOCKONUS, WH-
TpanymeHHa exorpadwvs

e [1]1 yecTa rpeLuka c xemopouamn

e ecToTaTa Ha XeMopouau He € MO-BUCOKa
npw MX

MOPTANHA XUNEPTEH3UBHA FACTPOMNATHUS MopranHxa xunepTeH3uBHa eHTeponaTha ¢
(NXT) KbpBeHe

CromaluHa aHTpanHa cbaoBa ektasus (CACE)
(Gastric antral vascular ectasia — GAVE)

Knacudmkaums Ha MXI™ oT KNMHWYHA rnegHa Touka

e Jleka — ManbK pUCK 3a KbpBEHE — MO3aE4YHO-
nogobeH BMA Ha NuraBuuaTa.

e TexXka — BUCOK PUCK 32 KbpPBEHE — YEpBEHU
neTHa, apyrm oopMm Ha 3a4yepBsiBaHE UINK KbpBEHE
* YyepHo-KkasBM NeTHa.

He ca gnarHocTtuyHm 3a MNXI, Ho ca cneundunyeH
Gener 3a MHTPaMyKO3HU XeMoparuu.

NX Kononatusa

e Cb/J0BU pasLLMPEHUS — eKTasun

e EAVHUYHM Unn Andy3HM YepBEHN NETHA — Cb-
[JOBW 3BE34M
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f3BeHa 6onecT cnep xeMmocTasa

04/08/2023
11:06:00

HeBapuko3Ho KbpBeHe oT ropeH T'MT

CuHpgpom Ha Mallory-Weiss

XemoparuyeH ractput. Koarynonartus

f13BeHa 6onecT

04/09/2633
11:05:38
N
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YCrnoxHeHUs Npyu GunMapHU MaHunynauum XnubpugeH noaxod. XubpuaHa Xmpyprus.

BunuapHo npoTeanpaHe KaTo eHOOCKOMCKU
noaxop,

Yyxau tena B TUT MeTtoau 3a eHAOCKOMNCKa Xxemo3aTa
WHeKTnpaHe Ha XeMOCTaTUYHN areHTu
HanaraHe Ha TpaHCEHOO0CKOMNCKM nuratypu
M3non3saHe Ha XxeMoCcTaTU4HM fenuna
HanaraHe Ha eHO0CKOMNCKU KIUMncu
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EHopockoncku pe3ekunun
S . &

AbpgomuHanHa xemoparus. UHTepBeHUMOHaNHN
npoueaypun

MYHKUMOHHM TEXHUKM NPU NaHKpeaTUT
M YCINOXHEHUsATa My
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YCnoXHeHUs Npu MHTepBEHLMOHANHU npoLe-
Aypu B obnacTtra Ha abgomeHa. CbBMecTHa
paboTa Ha xupypr ¢ ractpoeHTeponor. lMyHk-
UMM Ha crneska

Kuctu Ha cneskarta

B oToeneHMe no racTpoeHTeporiormsi  Ha
YMBAJICM ,MuporoB® nyHKUuMTE Ca BKIIOYEHU B
eXedHeBHaTa AMarHOCTMYHa NpakTuka.

e [TbpBUYHM, ENUTENHN KACTWU, NapasvTapHn —
neyvyeHne CnieHeKToMums

e 18 kuctmn ¢ gnametsbp ot 4 go 11 cm. EgHo-
KpaTHa nyHkuus — 11, gBykpaTHa — 3; u3nekyBaHu
14/18 = 77%

e [lapasutapHu (Echinococcus granulosis |, Il
TN no C30 — nevyeHne cnneHekToMus

e 14 kuctn ¢ gnametbp 4-8 cm.

e EpHokpatHa MNAUP ocbuectBeH 13/14 — 92%

e VznekyBaHu. EgHa kucta 8 cm.

[eBuTanuaauusi, octaTbyHa TEYHOCT, onepaums
Mno >enaHue Ha naumeHTa.

XemaTomu

20 xemaToma, cyOkancynapHa rfokanusaums
17-85%. Opranusmpanu — 8. Onepupanun 3 nopagu
OMacHOCT OT MPSICHO, AWCKPETHO KbpBeHe (npome-
HEHW KPbBHW MOKasaTenu) 1 BnoLeHa KnuHmka. Mpu
NpecHUTe xeMaToMu (XMMNepexoreHHn) ce acnupmpa
KpbB C nocriensallo HabnwogeHve. Npu opraHmaunpa-
HUTE XeMaToOMU (XMMOEXOreHHW) B MyHKTaTa Ce Ha-

MUpaT KpbBHU enemeHTn (beaeH acnupar Ha KpbBHU
KNneTKku, eHaoTenuu, makpodarm).

Mpeau nyHKUMATa — KOHTPACT ycuneHa exorpa-
dua 3a N3KIKYBaAHE Ha KOMMMETHa pynTypa.

Ab6cuecu

MyHKTMpaHK 7 abcueca ¢ AarHOCTUYHA Len.

Cnepn acnupauusi Ha rHoeBuMagHa MaTepusi, npo-
ObrkaBa ¢ naBax npu gsama (cybkancynHo pasno-
NoXeH abcuec 1 BUCOK OnepaTmBEH PUCK).

WaberHata cnneHektomusi npu 4/7 — 57%

Mpun BCMYKM NALMEHTU € OCbLLECTBEHA aHTUOMO-
rpama Ha acnmparta 3a nsbop Ha Ab.

MpenopbYMTENHO € KaKTo 1 NpU XemaTtoMuTe Ma-
HUNynauusita a ce NpoBeae B EKUM C XUPYPT.
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[narHocTMKa Ha HeonnacTU4YHU Ne3nm

e JlumdonponudepatmeHm (mumdom)— 13 6on-
HW C HeJoKasaHa fuarHo3a u HeybeauTenHu gaHHM
Ha obpasHuTe MEeTOoaM.

e lllnpokourneHa éuncusa ¢ urmm 18 G n mogu-
doumumpan Mengini

e Acnvpauusi 3a noryyaBaHe Ha TbKaHeH mare-
pan, 4oCTaTbY€eH 3a XMCTONOrus, pecrn. MMyHOXMCTO-
XUMWUYEH aHanms.

e KopekTHa parHo3a npwu 6/13 —46% c eapokne-
TbYeH BapuaHT Ha 6onectTa. [pn 7 naumeHTn Guon-
cuaTa e xasapTHa. HesagosonuteneH matepuan 3a
xuctognarHoctuka npu 4/13 — 30%, HEBH3MOXHOCT
3a oLeHKa — 3 ¢ Joka3aH No-KbCHO APeOHOKNETbYEH
BapuaHT.

e MeracTtasu c Hegoka3aHO MbPBUYHO OTHULLE,
HO C MPOCTPaHCTBO 3aemaly, Npouec B creska : me-
naHoma ManurHym, ctomax — MHUNTpauus, na-
Kpeac, oBapuarneH kapumHom — obwo 8. XasapTHa
©voncust npu gBama.

KnuHnyeH cnyyan

e OcbluecTBeHa e 6uoncusa 18 G: acnupupa ce
rHoenogobHa getputHa Martepwus. Liutonornsa: kase-
O3Ha HeKpo3a, eNUTENONAHN KIeTKU, MacuBHO epuT-
pounTun, obunme ot NMMMAOLNTK.

e MukpobuonormdeH aHanus: He gaBa OOMbIl-
HUTENHWU AWAarHOCTUYHM apryMeHTH.

e [IpoBeneH TB cnoT Tect — MonoXuTeneH Ha
doHa Ha nunceawm 6enesn 3a 6enogpobHo 3acsaraHe.

e 3ano4yHaTo € 1 ce npoBexaa cneumduyHo ne-
YeHne, KOETO PA3KO MPOMEHS KIMHUYHUA CTaTyC Ha
naumeHTa. He e ocbLleCTBEHA CMNEHEKTOMUS.

Exorpachus

e YepeH gpo6: Ha coHa Ha cTpykTypHa HOp-
MOEXOreHHOCT, B LEeHTpanHuTe CerMeHT! Ha AeCHUS

O U KbM TpPETM Ha neBus ce m3obpassBa gobpe
OTrpaHNYeHa XeTeporeHHa CTPyKTypa, TUM M4ernHa
nMTa ¢ NONULMKINYHU odepTaHus 1 pasmepu 3,8 cm.
[donnepoBn AaHHM 3a HeoaHrMoreHesa — CbOOBE C
BMCOKa MUKOBa CKOPOCT M OpyrM CbC 3abaBeHa ak-
cenepauusi. MegmanHo ot Ta3u oopmaums ce BU3y-
anusupaT apyrm aese ¢ nogobHa obpasHa xapakTe-
puctuka n pasmepu ~ 2 cm. PeTtponeputoHearHo,
napaaopTarnHo ca Hanuue NMM@HN NakeTn 1 Bb3MK
C XOMOTreHHa CTpyKTypa. JlekocTeneHHa cnreHome-
ranus.

o KYE: ApTtepunanHa c¢asa — cnep HogynapHo
yCcurnBaHe Ha MacvBHa 30Ha B CpedHWUTE CerMeHTu
Ha gecHus gan, nocTenea 6aBHO KOHTPACT B Ne3nsi ¢
pa3mep 5.5 cm. [NlapaxenartanHo — KOHTPACTHO ycu-
NeHn oBarnHu nesuu.

MopTtanHa ¢asa — HayaneH wash out, KonTo
0ohopMsi MacvBHa MarnurHeHa 3oHa BbB BTOPU, TPETH
N YeTBbPTU cermeHT. [1o cbceacTBo ce 0hopMAT ABe
30HM ¢ wash out (pbeHomeH 1 pa3mepu oT 1.5-2.5 cm.

KbcHa BeHO3Ha (hasa — 3MMBaHETO Ha KOHTpac-
Ta e [OeMOHcTpaTuBHo. MacuBHaTa 30Ha ce pas-
lmpsiBa U ce npenvMBa KbM CbCEOHUTE CTPYKTYPMW.
HeonnactnyHata vHuNTpauus 3aema yvacTbK C
npubnuauTeneH pasmep 6 Ha 6.5 cm.

BakrnrodeHue. HeorinacmuyHu ManuaHeHU, UHGUr-
mpupalwyu 1esuu 8 YepHusi 0pob, Koumo He omeoea-
pSAM Ha munu4yHO MemacmasaupaHe. Xucmobuorncusi.
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KoHTpacTHO ycuneHa exorpadus EHnpockonusa

] e OIC: XpaHonpoBog — NpoxXoauM, M3paseH
CbAOB pUCYHBK, pednykc. CTomax — KackageH.
Marnko KonuyectBo TEYHOCT C XemaTtuH. Eputem-
Ha nuraeuua c mManku eposun. B kopnyc no npega-
Ha 1 3aHa CTeHa, KaKTO 1 no ronsima kpuemHa — 5
ronemMy HagurHaTu MNONWMOMAHU S3BEHU Fe3un C
LEeHTpanHoO BANbOBaHe, M3NbIHEHO C XeMaTUH U
unbpuH. Broncupaxa ce: nesums ~ 5 cm no npegHa
CTeHa; Marnka OKOrio 2 cm no rongma KpuBuHa; 4
cm 3agHa cTeHa; 4 cm u cbecegHa 4-5cm no manka
kpuBmHa. bynbyc oyogeHn n noctoynbapHo — xbu-
Ka n epyTEMHa nvrasmua.

e EHpockoncka gnarHosa — pedonykc-esodarut
cT. B no J1.A. Epo3uBeH racTput. YrkyCc BEHTPUKYNn
an. CtomaweH Gnactom. bynéut. [yopeHoractpa-
neH pedunykc.

HeTtununuyeHn engckonckmn obpas. Kasyc.

S

Xuctonorusi — UMyHOXUCTOXUMUSA

Pesyntat oT xuctonornynun nscnegsaHmsa 12906-
12909: BbB BCUYKM M3CredBaHU MaTtepuanu ce yc-
TaHOBSBa CTOMAlLHa nuraevua ¢ MHUATPauusa ot
KneTb4Ha nonynaums ¢ m3paseH nonumMopdusbM,
nosutmeupawa ce ¢ CD20. HP (+).

BaknoueHue: CmomawHa nueasuya ¢ UHDUII-
mpauyusi om B-knembyeH numgom.

O6cbxaaHe: bormHaTta nocTbnBa C M3paseHn
heOpPUITHO-MHTOKCUKALIMOHEH, KOHCYMAaT/BEH, acTe-
HO-aiHaMM4yeH U aHeMUYEH CUHAPOM. YCTaHOBEHU
Cca MacuBHa 1 [Be CaTeNMUTHU OTHULLIHW Ne31Kn B Yep-
Husi opo6. MopHaTa eHgockonusa fokasea MHunTpa-
TMBHO-OracTomMeH NpoLec Ha cToMallHaTa nuraemua
n Xr( +), a xucrobuoncmata geduHrpa B-knetbyeH
nnmdpom. Crieq epagukaums Ha XI1 ce HacouBa KbM
creLumanuampaHa XxemaTornormyHa KnvHuka 3a geHo-
TMNU3npaHe.

lMpuema ce, Ye HETUNNYHUTE OTHULLIHX Xenararn-
HM Ne3un ca CBbpP3aHn ¢ NMMdoMa, kaTo Heobuyain-
HO pasnpocTpaHeHuMe Ha Gonectra B MapeHXMMHU
opraHu, KOeTo crefga Aa pesyntupa npu onpegens-
He Ha cTagus.

Koarynauusa n xemoctasa. BugoBe tectoBe

3a Koarynauus

e PyTWHHKM TecToBe

e CrneundunyHm TectoBe

e Point-of-care koarynaunoHHu TectoBe, 6asu-
paHu Ha enactomeTpusi

e TecToBe 3a MOHUTOPMpPaHe Ha xenapuH

e TpomOBOUNTHU PyHKLMOHANHN TECTOBE
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ROTEM TpombGenacTtomeTpusi

e FIBTEM n EXTEM TpsibBa ga ce nssbpLuBar
€0HOBPEMEHHO KaTO TeCToBE Ha NbpBa NUHUSA Npu
NnauueHTn ¢ KbpBeHe.

e INTEM v HEPTEM TpsibBa ga ce n3sbpiBat
KaTo MbpBa NMHUSA TECTOBE MpU XenapuHU3UpaHu
nauMeHTu, ako ce npegnonara (EHAOreHHa unm ek3o-
reHHa) xenapuHusauus.

e HopwmanHuTe pesynTtatu oT TeCcToBeTe € mar-
KO BEPOSTHO [a Ce CbYeTasaT C KbpBeHe (BUCOKa OT-
pyuaTenHa npegnkTuBHa CTOMHOCT).

PyTuHHM TecTOBe

Multiple Platelet Function Analyzer
e aPTT

e AKTMBMpaHUTE TPOMOOLMTY pasKpusaT CBOU-
¢ PT _ Te peuenTopy Ha NOBLPXHOCTTA CU U Ce NpUKpensT
e Fibrinogen KbM CEH30PHUTE erieKTpoam, KaTo yBenu4yasar enek-
e TpombounteH 6poit (He OTpassBa KA4YeCTBO-  1nyueckOTO CHAPOTUBIEHNE

TO Ha TpomboumTHaTa yHKLMSA) e Arperaums u ckopoct, ASPI, ADP

Ocumanpama oc (+- 4,75°) H3TOYHAK HA CBEeTIMHA

S =

Oraeaaio

TlporusoaeiicTBama NpyAIHA

JdeTexkTop I 1

Tlpouecop

Cawyen aarep

Krosera ¢ nsu1a kpus

Kroserara ce
Teymepupa
ABTOMATIIYHO

<Dopruipane HA CHCHPER

O6pa3syBaHe Ha cbCUpek
—) 4 )
Bpeme KwHeTuka 3npaBuHa  Jlusa

/

-

o
K ¢

CTpaxbT OT MHTEPBEHLUU — KAKbB € PUCKBLT?
e YCrOXHEHUs — NEKN, MPEXOOHN U TEXKKMN.
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e KpbBOM3NMBU — OBNaguMn MeaukaMeHTO3HO
(nekun) unun nauckealLM KpbBOMNPENUBAHE, XMPYPruy-
Ha MHTepBEeHLMSA (TEXKN).

e HapaHsaBaHe Ha opraHuTe OT ropeH T, ge-
6enoTo YepBO MMM OpPYyro 3Ha4YMMO WHTpaabgomu-
HarnHo HapaHsiBaHe.

e PaboTa BbB BMCOKOPWCKOBA cpeaa.

e KOHTaKT ¢ BMONMOMMYHN areHTN — KPbB, Xib-
YeH COK, MH(NaMnpaHn TeNecHN TEYHOCTU.

e [lcMX0eMOLMOHAIHO HanpeXeHne.

Heo6xognmu ycnoBus 3a pabota B ycnoBusi-
Ta Ha xubpuaeH nogxon

e OpraHu3aumoHHa 1 anapartypHa o6e3neyeHoCT
Hanun4yne Ha oby4eH nepcoHan

MpusTen xnpypr 3a racTpoeHTeponora
MpusiTen racTpoeHTeponor 3a xmpypra

MpeaumcTBa Ha CbBPEMEHHUs1 XMopuaeH

noaxon,

e HenpekbcHaT KMMHUYEH, EHAOCKOMNCKM U eX0-
rpadpckm KOHTPOI Ha HenpeaBMaMMOTO pas3BuUTUE Ha
GonecTHMs NPOLEC .

e [lnHamuka (KOpekuus, HagrpaxgaHe u orpa-
HUYEHME) Ha NEKAaPCTBEHUS MaKeT.

e [lpoBexgaHe Ha MyHKUMW N gpeHaxu nog Y3
KOHTPOM — anTepHaTMBa Ha Xupyprusita.

e CBOEBpeMeHHO anarHocTuUmMpaHe 1 neyeHme
Ha OCHOBHW KOMOPOWAHW HapyLUeHWs, 3acTpallaBa-
LM BOMHMS OT CUCTEMEH MHpbamaTopeH OTroBop.

e [lpoBexdaHe Ha afeKkBaTHO XpaHEHe, BKI
COH/0BO.

e HenpekbCcHaAT KOHTAKT C XMpYpr Npu nosiea Ha
WHOVKaLUKM 32 onepaTMBHO NeYeHue.

"Breex0aHemo Ha Hewo HOB8O € u3rnumaHue
nped Heu3secmHOmMo u npedussukamesricmeo, Koe-
mo bydu Hedosepue U yKOp om OHe3u, Koumo ca
yceounu mpaduyuoHHOMmo, cb30aso um yoobcmeo 8
exxedHesuemo."

H. MNpuaopos
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ChewHa MegUUUHA 2024/27/2

EHOOXUPYPIMA. EHOOMEXAHWUYHU YCTPOMUCTBA

OeHnua YoBukoBa

Mepun

HALSTED’S PRINCIPLES (1852-1922)

LWecTTe npuHuMna Ha XancTtea:

1. HexxHo manunynupaHe Ha TbkaHute (Gentle
handling of tissue)

e MuHUMM3MPaAHE Ha YBPEXOAHETO HA TbKaHU-
Te C uen npefoTepaTsaBaHe Ha HeKpo3a U MHAEKLMK.

2. CTtpukTHa acenTtuka (Strict asepsis)

e [logabpKaHe Ha CTepWIHM YCIOBUS 3a Hama-
nsiBaHe Ha pucka oT UHAEKLMM.

3. OcTtpu aHaTOMM4HU paspesn (Sharp anatomic
dissection)

e |l3BbpluBaHe Ha TOYHM paspe3n, creasally
€CTECTBEHNTE aHaTOMWYHW CIoeBe, 3a ONTMMAIHO
3apacTBaHe.

4. TpeumnsHa xemocTasa (Meticulous hemostasis)

e l3non3BaHe Ha CbOOBM KINEMWU, NUratypu u
enekTpokoarynauusi, 3a ga ce MUHMMMU3mpa obpaay-
BaHEeTO Ha xeMaToMu 1 3arybaTa Ha KpbB.

5. bes HanpexeHue nMpu 3alvBaHe Ha paHara
(No tension on tissues)

e l3barsaHe Ha NPeKOMEpPHO OMbBaHEe Ha Lue-
BOBETE, KOETO Hacbp4yaBa 3apacTBaHETO U Hamarns-
Ba pucKa OT gedopmauun.

6. AgekBaTHa nepdy3ns Ha TbkaHute (Preser-
vation of blood supply)

e OcurypsiBaHe Ha agekBaTHO KpbBOCHabasBa-
He, 3a fa ce NpeaoTBpaTV UCXEMUS N HEKPO3a.

3HaueHume: [NpuHUMNMTE Ha Xancreq ca OCHOBO-
nonarawy 3a obwaTa, nnacTu4yHaTa, cbaoBaTa U
nanapockonckaTa xupyprus. [punaraHeTo Ha Te3n
NPVHUUNM Nomara 3a HamarnsiBaHe Ha YCrOXHEeHMWs-
Ta, ycKopsiBa Bb3CTaHOBSIBAHETO M nogobpsiBa AbIi-
rocpoYHuTE pesynTtaTu.

LIENU NPU U3NON3BAHETO HA CTAMJIEPU

1. 3akpuBaHe Ha kopemHu paHu (Close abdom-
inal wounds). M3non3eaHe Ha noaxogsiM LUEBHU
TEXHWKN 32 NpefoTBpaTsABaHe Ha XEpPHWUM U pasuen-
BaHe Ha paHata (wound dehiscence).

2. CBbp3BaHe Ha BbTPELLUHUTE OpraHy 3a Bb3-
CTaHOBsIBaHe Ha HopmMarnHara yHkums (Join internal
organs to restore normal function). Npn aHacTomo-
31 (Hanpumep NMpu YpeBHa pesekuuns) ce uanonasat
KOHLM U MEXaHWYHW CblumMBaTenu (ctannepm).

3. MopavpxaHe Ha xemocTasa (Maintain hemo-
stasis). lNpeun3Ho KOHTpONMpaHe Ha KbPBEHETO Ype3
niratypu, Koarynauus unm XeMoCTaTUYHU areHTu.

4. HamansiBaHe Ha TbkaHHaTa TpaBma (Reduce
tissue trauma). Manon3BaHe Ha aTtpaBMaTU4YHWU WH-
CTPYMEHTM U TEXHWUKM 332 MUHUMU3MPAHE Ha YBPEX-
AaHusTa u ycKkopsiBaHe Ha 3a3gpaBsiBaHETO.

5. TNpeBeHuUMs Ha criegonepaTuBHM YCITOXKHEHNS
n mHdekumn (Prevent postoperative morbidity and
infections). Cna3sBaHe Ha acenTuka, aHTUOMOTUYHA
npodmnakTnka n BHUMATENHO 3aTBapsiHe Ha croe-
BETE, 3a Aa ce nu3berHart MHMEKLUM N XepHUN.

MPEAMMCTBA HA CTAMMNEPUTE

1. MNo-6bp30 3aTBapsiHE Ha paHM U aHacTOMO3u

e [lo3BonsiBaT MHOrO NO-6bP30 3aTBapsiHe Ha
TbKaHUTE B CPaBHEHME C PbYHMUTE LLEBOBE.

e HamansBaTt onepaTMBHOTO BpPeME, KOETO Ha-
MansBa aHecTe3noNnorMyHUTe pUCKOBE U onepaTus-
HaTa ymopa.

2. lMo-manbK pUCK OT U3TUYaHe Ha CbAbpXKaHue
(ocobeHo npu aHacTomMo3n)

e JlMHeapHUTE M KPBrOBUTE CTanNfepu ocuryps-
BaT paBHOMEPHO U CUTYPHO 3aTBapsiHE Ha ThKaHUTE.

e HamansBaTt pucka oT aHaCTOMO3HU PUCTYNn
N N3TUYaHe Ha CbAbpXXaHue OT YepBaTa.

3. lMo-gobpa xemocTasa 1 No-Marnko KbpBeHe

e CneuvanHu gmsanHuM Ha ckobute KoMmnpecu-
paT TbKaHWTe paBHOMEPHO, KOETO HamarnsiBa KpbBO-
3arybara.

e Hgakon mogenu crannepu KOMOUHMpAT yLu-
BaHe C enekTpokoarynauusi, Koeto nogobpsisa xe-
MocTasaTa.

4. To-manko TpaBMa BbpXy ThKaHUTE

e HamansaBaT pucka OT UCXEMUS N HEKPO3a.
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5. HamansiBaHe Ha pucka oT MHeKunn
e EpHokpaTHuTe (disposable) ctannepu Hama-
nNsiBaT pyYcka OT KpbCTOCaHA MHAEKLUUSI.

e [lo-kpaTkoTO BpeMe 3a onepauus Hamarnsisa us-
naraHeTo Ha OTBOPEHWTE TbKaHW Ha BbHLUHAaTa cpeaa.
6. MNo-gobpa ko3meTnka 1 no-marnko 6enesm

e KoXHUTe cTannepu ocurypsiBat no-eCTeTuyHu
pesynTati 1 no-6bp30 3apacTBaHe Mpu 3akpuBaHe
Ha KOXHW paspesu.

7. MpunoXxumm nNpu MUHUMANHO UHBa3MBHA XU-
pyprus (MIS)

e [logobpsBat npeuunsHocTTa n GesonacHocTTa
npv NanapocKOMNCKN U eHAOCKOMCKN Npoueaypu.

8. lo-rongma curypHoOCT npu TPYAHOO4OCTbLMHU
MecTa

MUcToPUA HA CTANNEPUTE

e HamansiBaT pucka OT MHTpaonepaTuBHU YC-
TOXHEHMS.

Bb3MOXHU HEAOCTATBbLUM

Bbnpekn MHOroto npegumcTBa XUpPYpruvHuTe
cTannepu He ca nepeKkTHM 1 MoraT Aa umat HSKou
HegocTaTbUu:

e LleHa — no-ckbnu OT CTaHAAPTHUTE KOHLW.

e HeobxogumocT oT cneundunyHo obyyeHne —
Xunpypsute TpsibBa ga ca nobpe obyyeHu 3a npaBus-
HaTa ynoTpeba.

e Puck oT HenpaBWHO NO3ULMOHUPAHE — He-
NpaBuUHOTO M3Mof3BaHe MOXe Aa [oBede [0 YC-
TNOXHEHNS KaTo HeKPO3a NN AeXMCLEeHLUNS.

* YHrapcku XMpypr, KoTO npez
1908 r. paspaborea nbpera
NpOTOTMN Ha XUPYPrUUeH
cTannep.

* EgHoBpemeHHa KOMMNPECHA Ha
TbKaHTa W U3CTPENBaHE Ha
croBute

* MznonzsaHe Ha Kacetw,
NO3B0NABALL0 MHOTOKPaTHa
ynotpeba Ha cTennepa

* Jlunca Ha pasmecreHa IMHUA Ha
ckobuTe
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Budoee xupypauy4Hu cmaniaepu U mexHume creuugpuyHu e BucounHa Ha ckobuTe npeaun 3aTBapsiHe —

npedumcmea 2548 mm
Bupa ctannep OCHOBHM NpeaMMcTBa e BucounHa Ha ckobuTe cnep 3atBapsiHe — 1-3
Bbp3o 3aTBapsiHe Ha KOXHU mm
KoxHwu (skin staplers) paspesun, no-manbk oener, no-
6bp30 3apacTBaHe.
Pso 3ap KOMNPECUSl HA THKAHUTE
OTNNYHU 3a raCTPOUHTECTU-
JInHeapHu (linear staplers) | HanHM aHacTomMo3K, HamansBea- (g = .}S;,-;
He Ha U3TU4YaHeTo. @@ - z
WanonasaTt ce npu Konopekran- f=-—;i S x i
Kpbrosu (circular staplers) | Hu aHacToMO31, paBHOMEPHO U —
CUIYPHO yLMBaHe. = Blgﬂg V??SE’ -
2 e e S e
[MpeunsHo 3aTBapsiHe Ha Kpb- T SN 3
Cbpoosu cTtannepu BOHOCHM Cb[1J0BE, MUHUMAamHa s e =
3aryba Ha KpbB.
ABTOMaTMYHO HACTpOMBaHe TeKaH npeav komnpecuaTa
Po6oTnsupaHu n ymHu cnpsimo gebenvHara Ha Tbka- —
S —
cTannepu HWUTE, HaMansiBaHe Ha yCrox- @' oy
==
HeHusiTa. -_— =
i l_.'.—' < - el
B SHAPED STAPLE FORMATION — — oA
OPEN STAPLE CLOSED STAPLE TbkaH, koMnpecupaHa Ao noaxoAsiwa AedenuHa
3a nocTtaBsiHE Ha CKOOM
CROWN
i, —.,
4 \\. A,’ — S
LEG [ ;; ] - Fa I == L h—
W V[ —N\1
| S il ) I
= 7" - ¢ - . ——
e——} Be—— | = —
WHIREDIAMETER )XuBa TbKaH crieq noctaBsiHe Ha cko6uTe. Cko6ara
A TpsAAbBa Aa npeAoTBpaTU BPbLIAHETO M B MbPBOHAa4anHo
FORMATION CbCTOsIHUE, 3a Aa NnogabpxKa TbKaHTa KOMNpecupaHa
doPMALUA HA CKOBUTE
TISSUE THICKNESS
I
White o o CJ CJ ) )
Blue ) oo oo A T N
Canes o o o o Co cJ
Potential Staple Line Bleeding/Oozing Optimal Potential Staple Line Disruption

Staple Formation Continuum
Bad Good
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AHACTOMO3MU — SIDE TO SIDE

e Cb3paBaHe Ha eHTepoToMMU. [IBe aHTUMe-
3eHTepuanHy eHTepoToOMUM Ce NPaBAT B YpEBHUTE
CErmMeHTr, KOUTO LLe ObaaT aHaCTOMO3UpPaHW.

o [oppaBHsiBaHe Ha cermMeHTuTe. Pukcupaly
UM TPaKUMOHEH LUEB MOXE [a ce M3Mon3ea, 3a Aa
OCUrypv NpaBuiHO NogpaBHsIBAHE Ha ABaTa CerMeHTa.

e [locTaBsHe Ha nuWHeapHusA pes3ad. [BeTe
BUIMKM Ha NUHeapHUSa pe3ady ce BbBexXaaT npes eH-
TepoToMumTe.

e (dopmupaHe Ha aHacTomo3aTta. JluHeapHu-
AT pes3ad ce 3aTBaps 1 3afencTBa, Cb3gaBaliki cTpa-
HWYHO-CTpPaHM4yHa aHacToMOo3a.

AHACTOMO3U — END TO SIDE

EoHOKpaTHO 3afelcTBaHe Ha LMPKynspeH
crannep

e LlMpkynsipeH cTannep ce “3nornssa 3a Cb3aa-
BaHe Ha aHacToMo3a C e[lHO 3afeicTBaHe.

e OTBOPEHUSAT Kpal Ha AUCTarnHUs YpeBeH cer-
MEHT ce 3aTBapsi C IMHEEH cTannep.

nnn

TexHuKa Ha TpuaHrynauusi ¢ MHOFOKpaTHO 3a-
OeWcTBaHe Ha NUHeeH cTannep

e I3nonsBaT ce HSAKOMNKO nocriegoBaTenHn 3a-
OeNCTBaHMS Ha NMHEEeH cTannep.

e AHacTomo3aTa ce 0hopMsi B TPUBIMbITHA KOH-
durypaumst 3a onTUManHo pasnpederneHne Ha Ha-
NpexXeHneTo.

AHACTOMO3U — END TO END

1. EQAHOKpATHO 3afeliCTBaHe Ha LMPKYnsipeH
ctannep. OTBOPEHMAT Kpaw Ha OWUCTarHUSA YpeBeH
CErMeHT ce 3aTBaps C JIMHEEH cTannep.

Ui

2. TexHuka Ha TpyaHrynaumsi C MHOrokpaTHO 3a-
JencTBaHe Ha NMHeeH cTannep.

AHACTOMO3U — FUNCTIONAL END TO END

\

I'Ipe,u,leCTBa Ha TeXHUKaTa.

e MwuHMManeH p1ck OT CTeHO3a

e [lobOpa Backynapusauus Ha aHactomo3saTa

e HamaneHa BeposiTHOCT 3a n3tuyaHe (leakage)

BuaoBE AHACTOMO3MU

I ]

End-to-and

Mating of staplar

Suture

Cimular/
End-io-side stapler |

Rectum

Stapled end

Side-1o-sida

End-to-end anastomosis
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NHpukaAumumn

Triangulation technique with linear stapler

XWUPYPIrMYHU AHACTOMO3MU

junostomy

Gastrojejuncstomy

Gl & Bariatric Surge Colorectal Surge
Gasagn ol ood gery gery

Pancreaticojejunostomy
(flow of pancreatic
Juice is re-established)

Whipple Anastomosis Billroth |

N Total resection of
cancerous stomach

-~ Esophagus Thoracic Surgery
D‘iaphrﬂgm

MEPUN — XUPYPIMYHU YCTPOUCTBA
Endo-Mech

Open Surgery Devices

Billroth II Total Gastrectomy Mirus Linear Cutter

Mirus Linear Stapler

Mirus Circular Stapler

Mirus Hemorrhoid Stapler

Esophagectomy

O6yunTeneH Kypc. KonopekranHu onepauumn 1 nanapockorncka XxepHuonnactuka 95



MIRUS LINEAR CUTTER
Lap- Surgery Devices

MERIL-Linear Cutter

Remove the Instrument fro
the surgical site and

Monik Disposable Trocar

Mirus Endoscopic Linear Cutter &

Reload (HMEC)

Mirus Endoscopic Linear Cutter &
Reload (MEC)

38erI'IBa TbKaHTa C ABOWHMU pa3MecTeHn peno-
Be OT TUTaHOBW cKobWU

Surgical Accessories

Mirus Ligating Clips MIF

Linear éta'plerﬂ

Mirus Ligating Clip Applicator

Mirus Skin Stapler

Mirus Skin Staple Extractor

CTANNEPU 3A OTBOPEHA XUPYPIUA

MALS30 | MALS45 | MALS60 | MALS90

Pexe 1 noctaBs ckobn eqHOBPEMEHHO

i (»

Linear Cutte Dual Function Handle Retaining Pin Knob Cutting-Guide
For repositioning closure & stapling Advances tissue retaining pin For safe & precise transection

i

MIRUS LINEAR STAPLER

y

New knife with every
reload guarantees smooth

& precise transection

X Rear hinge alignment
¥y offers ease of handling

Push-Button for quick release

Uniform compression &
consistent staple formation
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AHACTOMOS3A HA OABE TYBYJIAPHU
CTPYKTYPU

MIRUS

Circular Stapler

Mirus™ Circular Stapler is engineered for anastomosis in Gl procedures. The design
offers adequate lumen with a series of cutting diameters from 12mm to 22mm.

Mirus™ Circular Stapler Promises

«
2 Row & 3 Row titanium staple White teflon cutting washer Tissue compression scale
lines ensuring superior hemostasis for audible feedback for adjustable staple height

Revolutionary 3 Row

MIRUS CIRCULAR STAPLER

Conventional 2 Row
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MIRUS Hemorrhoid Stapler

CoOe

ADEQUATE HEMOSTASIS
OPTIMUM PERFUSION

MIRUS

Endoscopic Linear Cutter & Reloads

MuHMManHo MHBa3MBHa Npoueaypa 3a nponabu-

panu xemopounan MIRUS ENDOscoPIC LINEAR CUTTER &

RELOAD (MEC)

. N
| \\ Superior |
W\, Hemostasis /!
'\\\\\ ’ 4
= N,

Stepped Staple
Reloads
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