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Perianal scar deformity is referred to as a scar or deformity in the perianal area, with or without extension to the
anal canal. It frequently occurs after surgical treatment for acute purulent necrotic diseases and is associated with
the formation of fistulas in the scar.

OBJECTIVE — to evaluate the experience of the proctology department in the treatment of postoperative peri-
anal scar deformities and concurrent rectal fistulas using one-stage combined plastic surgery.

MATERIALS AND METHODS. A prospective, non-randomized study was carried out at the proctology department of
the Kyiv City Clinical Hospital No. 18 to evaluate the treatment outcomes for postoperative perianal scar defor-
mities and concurrent fistulas in the scar using one-stage combined plastic surgery. A total of 34 patients were
treated from January 2021 to February 2023, with an average age of 41.85+7.81 years. All patients had a history
of surgical treatment of purulent-necrotic perineal diseases. The observation period ranged from 1 to 6 months.
Preoperative and postoperative data were collected to analyze the duration of surgery, the incidence of compli-
cations, the duration of hospitalization and rehabilitation.

REsurrs. All 34 patients underwent one-stage combined plastic surgery, which included a combination of ano-
plasty or sphincteroplasty and flap plastic surgery. The size of the scar deformity was important when choosing
a wound closure method, as 3 (8.82 %) patients had a small lesion (up to 2 cm?), 20 (58.82%) had a moderate
lesion (from 2 to 6 cm?), and 11 (32.36 %) had a widespread lesion of the perianal area (more than 6 cm?). The
type of rectal fistula was also taken into account: a simple fistula was observed in 26 (7647 %) patients, and
a complex fistula in 8 (23.53 %). The average duration of the operation was 90.41 +13.48 min, and the patient’s
hospitalization period was 5.88+1.41 days. Postoperative complications were observed in 3 patients (8.82 %).

Concrusions. Our findings demonstrate that, in the majority of patients, a single-stage excision of postopera-
tive perianal scar deformities and concurrent fistulas combined with skin grafting allows for the preservation of
normal anal function and satisfactory cosmetic and functional outcomes.
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Perianal sepsis is a common disease that ranges
from acute purulent necrotizing disease of the skin
and subcutaneous fat to chronic rectal fistula. In
most cases, the source is considered to be a nonspe-
cific cryptogenic infection that starts in the inter-
sphincteric space. The main method of treatment
is surgery [2]. Despite the wide range of treatment
methods, surgeons still face severe consequences
from this group of diseases. One of them is the for-
mation of postoperative scar deformity of the peri-
anal area and the recurrence of fistulas in the scar.
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Postoperative scar deformity should be understood
as the presence of a scar or deformity in the perianal
area with or without extension to the anal canal.
Although the prevalence of this pathology in the
population, and even more so their combinations,
is insignificant, treatment is a rather difficult and
controversial task for clinicians [2, 5]. The main
reasons for this problem are the significant extent
of scar spread, difficulty in differentiating adjacent
structures, difficulty in closing the wound defect,
and the optimal choice of the plastic method [19].
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In addition, complete treatment of the fistula with
all its courses is extremely important. Failure to
take into account at least one of these points when
planning the scope of the operation can lead to seri-
ous complications in the form of early fistula recur-
rence, anal incontinence of varying degrees of sever-
ity, and increased anorectal deformity.

The next point is the choice of method of skin
flap plastic surgery for the scar deformity of the
ano-perianal area. A fairly large number of them
have been described, but clinicians do not make
an unambiguous choice: Y-V anoplasty, Diamond-
shaped flap, House flap, and rotational S-shaped
flap [1, 7, 11]. However, none of them is universal,
and sometimes they cannot solve the problem of
closing a wound defect.

OBJECTIVE — to evaluate the experience of the
proctology department in the treatment of postop-
erative perianal scar deformities and concurrent rec-
tal fistulas using one-stage combined plastic surgery.

Materials and methods

The study was conducted at the Department of
Surgery No. 1 on the basis of the Proctology De-
partment of the Kyiv City Clinical Hospital No. 18.
It involved 34 patients who underwent one-stage
combined surgical treatment. Of these, 23 (67.6 %)
were men and 11 (32.4 %) were women. The aver-
age age of the patients was 41.85+7.81 years. The
type of fistula and the area of scar deformity were
also taken into account.

All the patients studied had fistulas involving
the sphincteric apparatus. According to their char-
acteristics, they were divided into simple and com-
plex categories. According to the ASCRS guide-
lines [3, 18] for the treatment of perianal abscess
and fistula in the anus:

«simple» fistulas are intersphincteric or low-
transfixed fistulas covering less than 30 % of the ex-
ternal sphincter;

«complex» fistulas are those with greater mus-
cle involvement and /or anterior fistulas in women,
as well as recurrent fistulas and fistulas associated
with previous fecal incontinence, inflammatory
bowel disease, or radiation.

Garg suggests a more contemporary and versatile
classification. According to it, fistulas are classified
into five classes. The first two classes, I and II, are
low fistulas involving less than a third of the exter-
nal sphincter and are characterized as simple fistulas.
Classes III-V are high fistulas involving more than
a third of the external sphincter and are classified as
complex fistulas. In other words, fistulas that can be
safely (without risk of incontinence) treated with
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fistulotomy are classified as simple fistulas. Fistulas
that cannot be successfully and safely treated with fis-
tulotomy are classified as complex fistulas [6, 15, 17].

To determine the size of the scar deformity, we
used a specially developed device and methodology,
which are currently under patent.

The detailed characteristics of the patients are
shown in Table 1.

The preoperative examination was performed ac-
cording to the local clinical protocol and European
guidelines and included general clinical examinations,
pelvic magnetic resonance imaging, fistulography if
MRI was not possible, rectomanoscopy, and anoscopy
[16]. For the purpose of preoperative bowel prepara-
tion, all patients received oral polyethylene glycol.
Anaesthesia methods included spinal anaesthesia and,
if necessary, combined intravenous and spinal anaes-
thesia. The surgical position was lithotomy.

Operation progress

The first stage of the operation was the revision of
the anal canal and contrast of the fistula in order to
determine the causative crypt, contrast of the cap-
sule, and additional fistula passages (Fig. 1).

The second stage involved the excision of the
cicatricial deformity together with the fistula and
its contrasting elements.

The third stage was sphincteroplasty and ano-
plasty (Fig. 2). The features of the procedure are as
follows:

1) absorbable polyfilament material (Vicryl) of
size 2.0 was used for sphincter suturing;

2) suturing was performed with separated inter-
mittent sutures to reduce ischemia;

3) the anoplasty stage was performed separately
according to the same principle.

Table 1. Patient characteristics (n=34)

Indicator Value
Age, years 41.85+7.81
Men 23 (67.6%)
Women 11 (32.4 %)
Type of fistula

Simple 26 (76.5%)

Complex 8(23.5%)
Area of scar deformity, cm?

<2 3(8.8%)

2—6 20 (58.8 %)

~6 11 (32.4%)

Note. Quantitative data are presented as mean and standard
deviation.
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The fourth stage of surgery was to determine the
size of the skin flap and its subsequent mobilization,
along with an assessment of its viability.

The fifth stage was fixation of the skin flap to the
edges of the wound defect (Fig. 3).

The peculiarities of the procedure are as follows:

1) for the fixation of the flap, a non-absorbable
nylon material of size 3.0 was used,;

2) suturing was performed with separated inter-
mittent sutures to reduce ischemia, for additional
drainage of exudate in the postoperative period, if
necessary, and to reduce the load on the flap.

The time of surgery, length of hospital stay, and
postoperative complications were recorded. Pa-
tients underwent routine clinical and proctologic
examinations at outpatient stages 2, 4, and 12 weeks
after surgery (Fig. 4). Subsequently, regular exami-
nations were performed at the patient’s request. Af-
ter 6 months, patients were contacted by phone and
invited for a final examination.

Results

Over the past two years, we have performed one-
stage combined plastic surgery on 34 patients
(23 (67.6%) men and 11 (32.4 %) women) with
this pathology. The average age was 41.85 +7.81.

The average time of surgical intervention was
90.41 + 13.48 min, and the volume of blood loss was
59.47 = 15.58 ml, which corresponds to the average
data reported in the literature.

In the postoperative period, patients underwent
antibiotic prophylaxis in the form of intravenous
injections of ceftriaxone 1 g twice a day for 3 days.
The perineal pain was maximal on the first postop-
erative day and decreased until the 5th postopera-
tive day. For pain relief, intramuscular injections of
non-steroidal anti-inflammatory drugs were used
in the hospital and later in peroral forms as needed.
Patients also underwent dressings 4 times a day
with hypertonic solutions for 4—>5 days, and then
2—3 times a day with Betadine solutions.

Figure 1. Assessment of fistula and scar deformity
with subsequent contrast

Figure 2. Sphincteroplasty and anoplasty were
performed in preparation for flap surgery

Figure 3. Condition after flap surgery (intraoperative)
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Figure 4. Status at the 4th week of follow-up
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Most patients reported excessive discharge of
fluid from the postoperative wound site or anus
up to 7—12 postoperative days. Symptoms of anal
incontinence were observed in 3 (8.82 %) patients
and persisted during the first month, but there were
no such symptoms or complaints until the third
postoperative month.

It should be noted that during their stay in the
hospital, all patients received cleansing enemas
1—2 times a day; after discharge, they had to follow
a high-slag diet (with an increased fiber content).

The duration of the hospital stay was 5.88 + 1.41
days.

Postoperative  complications developed in
3 (8.82%) patients: in 1 (2.94 %) patient, wound
edge divergence due to the use of small monofila-
ment non-absorbable suture material (less than 3.0
and 4.0), and in 2 (5.88 %) patients, skin graft death
due to violation of medical recommendations.

Sutures were removed on postoperative days
12—14. Thirty-four patients (100%) complet-
ed the planned follow-up within 3 months and
28 (82.35 %) within 6 months.

The median area of scar deformity before sur-
gery and after 1 and 3 months was 5.53 +2.64 cm?,
4.91+234 cm? 3.88+1.81 cm?, respectively, and
was statistically significant (p=0.014).

Table 2 shows the results of the surgical interven-
tion and the postoperative period.

Table 2. Surgery results (n=34)

Indicator Value
Operation time, min 90.41+13.48
Blood loss, ml 59.47 +15.58
Pain scale (0—10 points)

1 5.06+1.65

5 1.06=0.89
Hospitalization period, days 5.88+1.41
Postoperative complications 3(8.8%)
Average area of scar deformation, cm?

Before the operation 5.53+2.64

1 month 491+--2.34

3 months 3.88+1.81
Presence of anal incontinence

Before the operation 5(14.7%)

1 month 3(88%)

3 months 0

Note. Quantitative data are presented as mean and standard
deviation
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Discussion

Postoperative perianal scar deformity causes dis-
comfort to the patient and is considered a serious
postoperative complication, as evidenced by many
pieces of literature [9]. According to the patient’s
quality of life assessment (GIQLI), the quality of
life before surgery is significantly lower [4]. And the
combination of this pathology with a rectal fistula is
even more alarming due to the low variability of the
described treatment methods. Despite a fairly signifi-
cant arsenal of both minimally invasive (insertion of
a fistula plug, injection of glue or paste, VAAFT, etc.)
and open methods of treating rectal fistula alone,
surgeons often experience treatment failures. In
a retrospective analysis by Jeremy Sugrue et al., it is
described that the use of flap repair in the treatment
of the latter showed good results, but the issue still
remains controversial [11]. An important point for
us was the risk of developing anal incontinence. For
example, after an open fistula excision technique, the
risk of its occurrence ranges from 0 to 64 % [9]. In our
case, symptoms of anal incontinence were observed
in only 3 (8.82 %) patients out of 34 during the first
postoperative month and resolved on their own by
the 3rd postoperative month without any correction.
Since we deal with a combined pathology, we
tried to find information on such interventions.
After analyzing the literature data in the PubMed
database over the past 15 years, we found only two
clinical cases regarding the treatment of postopera-
tive scarring of the perianal and fistula deformities.
It should also be noted that most authors consider
only anal stenosis and do not take into account pa-
tients with perianal deformities without sphincteric
dysfunction. We believe that this is a rather seri-
ous omission. First of all, because of possible cases
of skin flap failure and early recurrence [14]. That
is why we performed the primary sphincter recon-
struction simultaneously with anoplasty and plastic
surgery of the postoperative defect using a skin flap
after excision of the scar deformity and fistula.
When using flap techniques, it is impportant to
select and model them. Most authors rely on Khub-
chandani’s classification of anal stenosis [8]. However,
it was not convenient for us to use. We relied on the
area of scar deformity, which, in our opinion, is a more
optimal and reasonable approach for better prelimi-
nary modelling of the size of the displaced skin flap.
There is currently no universal solution for flap
plastics for various perineal pathologies [5, 10]. The
use of a rotational S-flap is associated with a siz-
able wound surface, the possibility of the flap los-
ing viability, and consequently, the length of patient
hospitalization and rehabilitation. House-flap, Dia-
mant-flap, YV, and VY have shown better results in
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terms of a shorter rehabilitation period and better
functional and cosmetic results [4, 13]. However, it
should be noted that these types of plastic surgery
were used exclusively for one of the above patholo-
gies. Since we were dealing with a combined pathol-
ogy of varying severity, the choice of the type of flap
plastic surgery primarily depended on the wound
defect. Taking into account the need to excise the
fistula with its elements and the completely scarred
deformity, the area of the wound defect can be quite
significant. That is why we consider it inappropri-
ate to compare the duration of surgical interven-
tion, rehabilitation, and hospitalization of patients
with monopathology and combined pathology.

At the same time, it is important to compare post-
operative complications in the form of ischemia or
skin flap death, postoperative wound suppuration,
and wound edge separation. Thus, we observed in 2
patients the necrosis of the skin flap (5.88%) and in
1 patient the separation of the edges of the postop-
erative wound at the skin level (2.94 %). Similar re-
sults were obtained by Farid M: in house-flap plasty,
complications occurred in 1 (5%) patient out of 20;
in Rhomboid flap plasty, complications occurred in
4 (20 %) patients out of 20; and in Y-V plasty, compli-
cations occurred in 4 (20 %) patients out of 20 [4, 12].

As a result, the analysis of the literature dem-
onstrates that there is a lack of understanding re-
garding the issue of selecting a surgical treatment
method for postoperative perianal scar deformities
and concurrent chronic fistulas. Our method of one-
stage combined surgical intervention with flap plas-
tic surgery showed good results but requires further
observation, improvement, and study.

Conclusions

Our findings demonstrate that a single-stage exci-
sion of postoperative perianal scar deformities and
concurrent fistulas combined with skin grafting is
a promising treatment strategy. This technique al-
lows for the preservation of normal anal function
and satisfactory cosmetic and functional outcomes.
However, further randomized controlled trials are
required to fully confirm the results of our research.
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Mertop Xipypri9HOro JiKyBaHHS ITAIi€HTIB
i3 micsIonepariiHUMU PyoIieBUMH
nedopmariiaMu nepiaHaAJIbHOI JUITHKHA

Y HOEAHAHHI i3 HOPUISIMHU IIPAMOI KMIITKH
M. B. Akcan

Hamionanpuuit mepuunmii ynisepcureT imeri O. O. Boromoubirs, Kuis

ITepiananpHa pyouesa JepopMaliis — 1€ HASIBHICTb pyoList 4 JeopMallii B IepiaHaIbHIN JUISHIL 3/6€3 OLIN-
PEHHS Ha aHAIbHUI KaHWIL YacTo BOHA (POPMYETBCS IiC/I XipypPridHOTIO JIiKYBAHHS I'OCTPUX I'HiIHHO-HEKPO-
TUYHUX 33XBOPIOBAHB T4 CYIIPOBOPKYETHCSI (POPMYBAHHSIM HOPHIb Y PYOLLi.

MeTa — OLHUTH JOCBi/ IIPOKTOJIOTIYHOIO BiUIVIEHHSA B JIIKYBAHHI IiC/IAOIEPALIiHOI pyoLeBoi gedopmartii
NepiaHaNBHOL TUIAHKHN Y IIOEAHAHHI 3 HOPUIIEIO 3 BAKOPUCTAHHAM OJJHOMOMEHTHOI KOMOGiHOBAHO] IIJTACTUKH.
Marepiaau Ta MeTogH. [IpoBEIEHO MPOCIEKTUBHE HEPAHJOMI30BAHE JOCIPKEHHS PE3YNBTATIB JIIKYBAHHA
npicasgonepauifHol nepiaHaaIbHOI pyoLeBoi AedpopMaliii 3 HOPULIEIO B PyOLli B IPOKTOJIOTIYHOMY BiZIUICHHI
KuiBCbKOT MiCHKOT KJIiHiYHOI JTiKapHi Ne 18 3 BUKOPUCTAHHAM OJJHOMOMEHTHOI KOMOIHOBAHOI INTACTUKM. Y TIEPi-
oz i3 ciung 2021 p. go mororo 2023 p. NPOTiKOBAHO 34 MALli€EHTH, CEPEIHIN BiK AKUX CTAHOBUB (41,85+7,81)
POKy. B ycix mariienTiB B aHaMHe3i Masia Miclie XipypriyHa o6po6Ka THiHHO-HEKPOTUYHHX 34XBOPIOBAHb IIPO-
MEXUHU. [Tepiof] CIOCTEPEXKEHHS CTAHOBUB BiJ| 1 10 6 Mic. IIpOaHaTi30BAHO TPUBAICTb OIIEPATUBHOIO BTPY-
YaHHS, FOCTITANI3aLlii Ta peabimiTallil, 4acTOTy YCKIa/THEHb.

Pe3yasTaTH. YCiM NalieHTaM BUKOHAHO OJJHOMOMEHTHY KOMOIHOBAHY IUIACTUKY, IKA NIepe10avdana MOeqHAH-
HS QHOIUIACTHKU 200 C(PIHKTEPOIUIACTUKHU 3 KIANTEBOIO IVIACTUKOIO. [Tpu BUO6OPI MOTO/Y 3AKPUTTS PAHOBOI'O
JIePEKTY BAKIMBE 3HAYEHHS MaB PO3Mip pyo1ieBoi fJedpopmariii. V 3 (8,82 %) MaLlieHTiB — MaJI€ YPAKEHHS IepPi-
aHaTBHOT AtHKH (< 2 cM?),y 20 (58,82 %) — nomipHe (Bizg 2 10 6 cm?),y 11 (32,36 %) — MOIMUPEHE YPAKCHHS
(> 6 cm?). TAKOXK YPAXOBYBIM THUII HOPHIL MPSIMOI KUIIKK: IIpOCTa — y 26 (76,47 %) NaIlieHTiB, CRIagHA —
v 8 (23,53 %). CepeHsa TpUBAILCTD oniepatii cranoswia (90,41 + 13,48) xB, TepMiH rocriranizanii — (5,88 +1,41)
JaHa. [icrgonepanifiai yekmagHeHHs 3a(piKcoBaHO y 3 (8,82 %) marlieHTiB.

BucHOBKH. OTPUMaHi PE3YIBIATH CBi/I4aTh, IO OJHOCTAIIHE BUCIYCHHS MiC/IONIEPALiFIHOI pyo1ieBoi fedop-
Malii 3 HOPUILICIO Y HOEAHAHHI 31 MIKIPHOIO IUVIACTUKOIO JA€ 3MOTY 30€PEITH HOPMAIbHY AHAJIbHY (DYHKIIIIO,
OTPUMATHU 33[JOBUIbBHUI KOCMETUYHUH €(PEKT i JOCATTH 330BUIBHUX (DYHKIIIOHATBHUX PE3YJIBTATIB y OUIBIIOCTi
TIAIIi€HTIB.

KiIr090Bi €J1I0Ba: CTEHO3 AHAIBHOI'O KAHATY, AHOPEKTAIbHI KJIAIITEB] Ollepallii, pEKTA/IbHI HOPULLi, IEPUAHAIIb-
Ha pyouesa aedopmariis, IacTUKA MKIPHUMU KIAIITIMU.
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