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OBJECTIVE — to enhance the outcomes of surgical rehabilitation for patients with Crohn’s disease through the
improvement and implementation of organisational measures as well as general and specialised surgical strategies.

MATERIALS AND METHODS. The study focused on the development of organisational measures as well as general
and specialised surgical rehabilitation procedures for Crohn’s disease. The research was conducted to determine
the scope of radical surgical interventions for complications resulting from segmental lesions with extensive
damage to the intestinal tract. The study also aimed to develop methods of restorative, reconstructive and restor-
ative operations that would reduce the frequency of postoperative complications, disease recurrence, digestive
disorders in the intestinal tract, malabsorption, and anal incontinence. Additionally, the study aimed to improve
the functional outcomes and quality of life for operated patients.

REsuLrs. A total of 53 patients with Crohn’s disease — 28 (52.8 %) men and 25 (47.2 %) women — were oper-
ated on using specially designed surgical rehabilitation techniques. The patients undergoing surgery ranged in
age from 19 to 45. 32 (604 %) patients had segmental resections, while 21 (39.6 %) had extensive resections.
8 (15.1 %) patients underwent restorative operations, while 40 (75.4 %) had reconstructive operations. A lifelong
ileostomy was formed in 5 (9.4 %) patients. Postoperative complications were observed in 12 (22.6 %) patients,
and disease relapses in 5 (9.4 %) patients. One (1.8 %) patient died after surgery. Positive functional outcomes,
including improved digestion in the intestinal tract, normal absorption, and preservation of anal retention, were
noted following restorative and reconstructive-restorative operations.

Concrusions. Organisational measures as well as general and specialised surgical rehabilitation strategies for
Crohn’s disease allowed for more effective diagnosis and treatment of postoperative complications, better
prevention of disease recurrence, improved digestion in the intestinal tract, normalised absorption processes,
and preservation of anal retention. Following the implementation of specially designed surgical rehabilitation
techniques, 20.7 % and 1.8 % of patients experienced early and late postoperative complications, respectively.
Additionally, there were occurrences of postoperative mortality in 1.8 % of patients and relapses in 9.4 %. Severe
forms of reflux ileitis, postcolectomy syndrome, and secondary anal incontinence syndrome were not observed.
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The concept of surgical rehabilitation includes a set of
surgical measures aimed at surgical treatment of the
disease, its complications, achievement of an uncom-
plicated course of the postoperative period, favour-
able short-term and long-term functional outcomes,
quality of life, and sufficient social and labour adapta-
tion of operated patients [20]. The implementation of
these rehabilitation factors in patients with Crohn’s
disease is extremely important when performing radi-
cal, restorative, and, especially, reconstructive and
restorative surgical interventions [12, 15, 16, 20, 21].
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Surgical rehabilitation of patients with Crohn’s
disease is an extremely important and complex prob-
lem. The challenges in dealing with this problem are
evident in the substantial number and severity of
complications associated with the underlying disease,
postoperative complications, relapses, and even the
reluctance of some authors to perform reconstructive
and restorative operations, despite the significance of
these rehabilitation measures [10, 16—18].

In order to effectively implement these provi-
sions, it is imperative to improve, and in some cases,
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modify, the methodological approach to choosing
the scope of radical, restorative and, especially, re-
constructive and restorative surgical interventions.
This includes the use of monitoring techniques
to assess the overall health of operated patients
throughout their lifetimes, and the timely address-
ing of any identified disorders [12, 18, 20—22].

OBJECTIVE — to enhance the outcomes of surgi-
cal rehabilitation for patients with Crohn’s disease
through the improvement and implementation of
organisational measures as well as general and spe-
cialised surgical strategies.

Materials and methods

The components of surgical rehabilitation for
Crohn’s disease include a set of organisational mea-
sures, general and specialised surgical strategies
aimed at determining appropriate indications for
surgical treatment, developing and implementing
new diagnostic and treatment methods for postop-
erative complications, preventing relapses, improv-
ing digestion and absorption in the intestinal tract,
and preserving anal retention.

The organisational measures encompassed the
identification of indications, patient preparation for
surgery, appropriate support based on the clinical
course of the disease, assessment of the anatomical
lesions in the intestinal tract, determination of the
scope of the radical surgical stage and the method of
its completion, and evaluation of the risk of postop-
erative complications.

General surgical rehabilitation strategies were
aimed at performing radical and restorative stages
of surgery, prognostication, prevention, diagnosis,
and treatment of complications in the early and late
postoperative periods. To ensure timely diagnosis
of early postoperative complications, continuous
monitoring of the operated patients was provided,
as well as staged monitoring in the late postopera-
tive period to detect late complications and possible
recurrence of the disease.

Specialised surgical rehabilitation strategies
were aimed at reducing the risk or preventing the
recurrence of the disease in the anatomical parts of
the intestinal tract that remained after the radical
stage of surgery. They largely depended on the char-
acteristics of the clinical course of Crohn’s disease,
the sites and extent of the intestinal tract lesion, the
scope of the radical surgical stage, and the method
of performing the restorative or reconstructive-re-
storative stages of surgery.

The radical stage of surgical interventions for
Crohn’s disease with acute complications, such as
bleeding into the intestinal lumen and extensive
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peritonitis, involved performing an obstructive
bowel resection, which depended on the extent of
the lesion and was completed with the formation of
an ileostomy. The rehabilitation measures for these
patients included prescribing anti-relapse therapy
and creating a retention ileostomy without a res-
ervoir to improve digestion and absorption in the
intestinal tract [2].

In the presence of chronic complications, in par-
ticular stricture, paracolic inflammatory infiltrate,
internal or external intestinal fistulae, and colon
cancer, which most often occurred at the site of
segmental lesions, resection of the lesions was per-
formed. The radical stage of surgical intervention
was aimed at eliminating only the complications of
the disease. In the presence of colon cancer, the rad-
ical stage of surgery was performed in accordance
with generally accepted oncological standards.

Large-scale surgical interventions (colectomy,
colectomy with low resection of the rectum, ultra-
low resection of the rectum, and mucosectomy of
the surgical anal canal) were performed in cases
of subtotal or total colon involvement with exist-
ing complications and irreversible morphological
changes in its wall. These surgical interventions
were complemented by resection of the terminal
part of the small intestine in cases of its lesion and
a high predicted risk of disease recurrence.

An important general surgical rehabilitation
measure was the restorative stage of surgery, which
included forming an intestinal anastomosis. Small
intestinal and intermucosal anastomoses were cre-
ated by the end-to-end type using a single-row in-
verted intestinal suture without capturing the mu-
cous membrane in the suture [4].

Reconstructive-restorative operations, as a spe-
cial measure of surgical rehabilitation, involved the
creation of appropriate anatomical and functional
structures that were used after the removal of func-
tionally important parts of the intestinal tract: the
ileocecal junction, colon, and rectum.

When removing the ileocecal junction, as well
as after performing a right-sided hemicolectomy,
an ileoascendicular anastomosis or ileotransverse
anastomosis was formed, with the reproduction of
the anatomical relationship between the segments
of the small intestine and colon like the removed il-
eocecal junction [5].

After colectomy, the continuity of the intesti-
nal tract was restored by forming an end-to-side
ileorectal anastomosis with an excess of the small
intestine’s adductor and creating a bend in the
small intestine in front of the anastomosis site with
serous-muscle sutures. This contributed to a physi-
ological delay in the advancement of the contents
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and improved digestion and absorption [6]. After
a colectomy with low resection of the rectum, which
involved the preservation of only the lower ampul-
lary section of the rectum, an ileorectal anastomosis
was formed using a circular stapler. After colectomy
with ultra-low resection of the rectum by muco-
sectomy of the surgical anal canal, as well as after
the specified volume of the radical stage of surgery
supplemented by forced resection of the terminal
part of the small intestine, an ileo-endoanal anas-
tomosis was formed [1]. After each of these radical
operations, appropriate pelvic small bowel reservoir
structures were created to prevent the occurrence
of severe forms of postcolectomy syndrome [3, 7].

Staged monitoring in the late postoperative pe-
riod involved the performance of clinical, labora-
tory, and instrumental methods of examination
of the patient, which were carried out 1, 3, 6, and
12 months after the end of surgical treatment, and
then once a year, taking into account the peculiari-
ties of performing radical and reconstructive and
restorative stages of surgical intervention aimed at
determining the functional results of surgical treat-
ment, timely diagnosis of late postoperative com-
plications, disease recurrence, and correction of di-
agnosed pathological conditions. At the same time,
standard clinical and biochemical laboratory tests
and special methods, including proctological exam-
ination, irrigography, colonoileoscopy, CT, or MRI
of abdominal organs, were used. Anoproctoscopy,
anoreservoiroscopy, reservoirography, CT, or MRI
enteroreservoirography were prescribed according
to indications. The assessment of functional results,
the presence of late postoperative complications,
and disease recurrence is given in the period up to
3 years from the time of completion of all stages of
surgical treatment.

Results

From 2011 to 2020, using specially designed sur-
gical rehabilitation techniques at the Coloprocto-
logical Centre of Ukraine, the main clinical base
of the Department of Surgery No. 1 of Bogomolets
National Medical University, the authors oper-
ated on 53 patients with Crohn’s disease, including
28 (52.8 %) men and 25 (47.2 %) women. The age
of the operated patients ranged from 19 to 45 years.
The features of damage to the anatomical parts of
the intestinal tract in patients with Crohn’s disease
are presented in Table 1.

These findings indicate that the vast majority of
patients had segmental lesions of the terminal area
of the small intestine and anatomical sections of the
right half of the large intestine, accompanied by
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ileocolitis, cecoileitis, and ileitis. In a much smaller
number of patients, the disease affected only the co-
lon (segmental and total colitis), as well as the colon
and the terminal part of the small intestine (total
colitis and terminal ileitis). The complications of
Crohn’s disease are presented in Table 2.

Extensive peritonitis in all patients occurred as
aresult of perforation of the colon wall and intestinal
bleeding into the lumen of the terminal area of the
small intestine and the right sections of the colon.
Internal intestinal fistulas most often arose between
the terminal area of the small intestine, proximal to
the stricture, and the left anatomical sections of the

Table 1. Features of intestinal damage
in Crohn’s disease

Number
Extent of the lesion of patients

(n=53)
Segmental ileocolitis 17 (32.1 %)
Cecoileitis 8 (15.1%)
Segmental ileitis 4(7.5%)
Segmental colitis 3(5.7%)
Total colitis 6 (11.3%)
Total colitis and terminal ileitis 9 (16.9%)

Table 2. Complications of Crohn’s disease

Number of
Diagnosis of complications complications
(n=76)
Acute complications
Common peritonitis 3(9.4%)
Intestinal bleeding 4(7.5%)

Chronic complications

Internal intestinal fistulas 11 (20.7 %)

External intestinal fistulas 9(16.9%)
Paracolic infiltrates 7(13.2%)
Stricture of the small intestine 7(13.2%)
Colon stricture 6 (11.3%)
Colon cancer 3(5.7%)

Hormone dependence and hormone resistance 16 (30.2 %)

Extraintestinal manifestations of the disease 14 (26.4 %)

Note. 7 (13.2 %) patients were diagnosed with 2 complications,
2 (5.7 %) — with 3 ones.
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colon, in particular the sigmoid and descending co-
lon, as well as between the loops of the jejunum and
duodenum, the bladder. External intestinal fistulas
mainly opened on the front abdominal wall in the
right iliac region and on the perineum, which led to
the destruction of the rectal sphincters. Strictures
of the small and, especially, the large intestine were
often tubular and sufficiently long, which made it
impossible to perform a colonoileoscopy, to visualise
the mucous areas of the intestinal canal proximal to
the stricture, and to perform stricturoplasty.

Associated diseases such as obesity, diabetes,
duodenal ulcers, chronic urinary tract infections,
and essential thrombocytopenia were diagnosed in
11 (20.7 %) patients.

According to the prevalence of the pathological
process and existing complications, the following
radical surgical interventions were performed, as
presented in Table 3.

In general, segmental resections of the intestinal
canal, namely, resection of the terminal part of the
small intestine, right-sided hemicolectomy, resec-
tion of the ileocecal junction, and resection of the
colon, were performed in 33 (62.3 %) patients, and
extensive resections in 20 (37.7 %).

It should be noted that in 11 patients with in-
ternal fistulas, the scope of the radical stage of sur-
gical intervention had to be expanded to include
sectoral resections of the walls of other hollow or-
gans, specifically the sigmoid colon, duodenum, and
bladder, depending on the location of the internal
fistula openings. In 9 (16.9 %) patients with acute
complications (peritonitis, bleeding), regardless

Table 3. Radical surgeries for Crohn’s disease

Number of
operations
(n=53)

Scope of the radical operation

Resection of the terminal part of the small intestine 4 (7.5 %)
17 (32.1%)

Right-sided hemicolectomy

Resection of the ileocecal junction 8 (15.1%)
Resection of the colon 4(7.5%)
Colectomy with resection of the rectum 5(9.4%)
Colectomy With resection of thej terminal part 5(9.4%)
of the small intestine and resection of the rectum

Coktomy o elrocston, 713019
Colectomy, extirpation of the rectum 3(5.7%)
Colectomy, rectal extirpation 2(3.8%)
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of the severity of the general condition, obstruc-
tive surgical interventions were performed, which
ended with the formation of an ileostomy and rec-
tal stump. In 3 (5.7 %) patients, colectomy with
rectal extirpation was performed. The remaining
8 (15.1 %) patients underwent primary reconstruc-
tive surgery involving the formation of an intestinal
anastomosis, including 4 patients with a small intes-
tinal anastomosis and 4 patients with an inter-anal
anastomosis.

Primary reconstructive and restorative opera-
tions involving the formation of appropriate ana-
tomical and functional structures and anastomo-
ses were performed in 32 (60.3 %) patients: small-
bowel — in 25 (47.1 %), pelvic small-bowel — in
7 (13.2%). In 6 patients, after obstructive type
operations, in 14—18 months after stabilisation of
the general condition, topical anti-inflammatory
therapy in the area of the rectal stump and second-
ary reconstructive and restorative operations were
performed. In three of them, the rectal stump was
preserved, and an ileorectal anastomosis was formed
with a corresponding small intestinal reservoir
structure. This operation was possible only if there
were no inflammatory changes in the rectal stump.
The other 4 patients underwent resection of the
rectal stump and mucosectomy of the surgical anal
canal due to inflammatory changes in the mucous
membrane of the rectum. In this way, the radical
stage of surgical treatment was completed for this
category of patients. After that, an appropriate pel-
vic small bowel reservoir and ileo-anal anastomosis
were formed. In two patients, the second stage of
surgical treatment involved extirpation of the rectal
stump due to the aggressive course of the disease in
the rectal stump, the consequent external fistulae,
and purulent lesions in the pararectal tissue. Thus,
restorative surgical interventions were performed in
8 (15.1 %) patients, reconstructive-restorative — in
40 (75.4 %), including primary — in 36 (67.9 %), and
secondary — in 4 (7.5 %). In addition, in 5 (9.4 %)
patients, surgical treatment was completed with the
formation of a lifelong ileostomy.

Postoperative  complications  occurred in
12 (22.6%) patients, early complications in
11(20.7 %), and late complicationsin 1 (1.8 %). Ear-
ly postoperative complications occurred in patients
operated on urgently due to acute complications of
the disease: progressive peritonitis — in 3 (5.7 %),
failure of rectal stump sutures — in 2 (3.8 %), post-
operative wound suppuration — in 3 (5.7 %), and
pneumonia — in 3 (5.7 %). These complications were
treated in accordance with modern standards. Post-
operative mortality occurred in 1 (1.8 %) patient
due to multiorgan failure against the background
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of aggressive progressive peritonitis. In the late
postoperative period, most of the operated patients
received anti-relapse therapy in accordance with
modern requirements. However, 5 (9.4 %) patients
experienced disease recurrence: two in the terminal
area of the small intestine proximal to the anasto-
mosis, two in the area of the rectum stump after the
formation of ileorectal anastomoses, and one in the
area of the small intestinal reservoir. It should be
noted that patients with relapses did not sufficient-
ly adhere to clear recommendations regarding the
prescribed anti-relapse treatment. In one (1.8 %)
patient, against the background of recurrence in
the pelvic small bowel reservoir, an external fistula
was formed in the area of the pelvic small bowel 4
months after completion of all stages of surgical
treatment, which opened into the perineum. Con-
servative treatment aimed at fistula healing within
3 months was ineffective. In this regard, the anal ca-
nal stump with the ileo-anal anastomosis and part
of the pelvic small bowel reservoir with the existing
internal fistula opening were extirpated. The opera-
tion was completed with the formation of a lifelong
ileostomy. In most patients, after removal of func-
tionally important parts of the colon, in particular
the ileocecal junction, colon, ileum, and rectum, and
mucosectomy of the surgical anal canal, formation
of appropriate anatomical and functional structures
and anastomoses, except for patients with recur-
rent disease and a lifelong ileostomy, the frequency
of bowel movements was 3—5 times a day, which
corresponded to the permissible limit of the physi-
ological frequency of bowel movements in a healthy
person. There was also a satisfactory course of intes-
tinal digestion and absorption, as indicated by the
presence of a mushy, sometimes thick, consistency
of the stool, a small amount of it within 300—450
grams per day, and no body weight deficit. Almost
all patients did not have cases of anal incontinence,
which indicated a satisfactory function of anal re-
tention. The satisfactory functional results of sur-
gical treatment for patients with Crohn’s disease
contributed to a significant improvement in their
quality of life.

Discussion

The main goal of surgical rehabilitation of patients
with Crohn’s disease was to preserve or restore their
body image by preventing the formation or elimina-
tion of an enterostomy on the anterior abdominal
wall, reducing the number of postoperative compli-
cations and relapses, providing favourable condi-
tions for the implementation of the main functions
of the intestinal tract: digestion, absorption, and
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anal retention, and thus preventing or reducing the
degree of disability, and improving the quality of
life. The complexity of the problem required a sys-
tematic approach to its solution through the imple-
mentation of organisational measures, and general
and specialised surgical strategies.

Taking into account the presence of a constantly
existing high risk of disease recurrence, the risk of
complications in the area of this recurrence, and
the need for repeated surgical interventions in this
regard, the organ-preserving principle of choosing
the scope of radical surgery was followed. This prin-
ciple provided for the removal of only the part of
the intestinal canal with an existing complication or
complications. Thus, operations in the presence of
local complications were radical only in relation to
the complication but not to Crohn’s disease. How-
ever, in the case of total colon involvement, a recon-
structive and restorative procedure is required. To
prevent severe post-collectomy syndrome, a small
bowel reservoir is created in the pelvic area using
ileorectal or ileo-endoanal anastomosis. In this situ-
ation, the authors state that the organ-preserving
principle loses its fundamental importance. This
approach to the choice of a radical stage of surgi-
cal intervention in Crohn’s disease is due to the at-
tempt to minimise the risk of relapse after perform-
ing sufficiently complex reconstructive and restor-
ative operations. In such cases, it becomes neces-
sary to expand the radical surgical intervention by
removing those areas of the intestinal canal where
the probability of recurrence of Crohn’s disease is
highest. These areas include the mucous membrane
of the surgical anal canal and the ampulla of the ter-
minal section of the small intestine, which is usually
less than 15 ¢cm long. That is why colectomy with
ultra-low anterior resection of the rectum was sup-
plemented with mucosectomy of the surgical anal
canal and removal of the small bowel ampulla. Re-
moval of typical sites of Crohn’s disease recurrence
significantly reduced the risk of its occurrence.

Our research shows that the technical aspects of
connecting the segments of the intestinal tract dur-
ing the formation of interintestinal anastomoses and
small intestinal reservoir structures are crucial for
surgical rehabilitation. The use of a single-row in-
verted intestinal suture without capturing the mu-
cous membrane in the formation of small-intestinal,
small-intestinal-analogue, and inter-analogue anas-
tomoses prevented its injury, penetration of infection
into the thickness of the submucosa and other layers
of the intestinal wall, and the resulting chronic pro-
ductive inflammation inherent in Crohn’s disease.

The reconstructive and restorative stages of sur-
gical intervention were considered possible only if
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there was a low risk of disease recurrence. The cri-
teria for a low risk of recurrence included Crohn’s
disease affecting only the colon, chronic recurrent,
intermittent variants of its course, and the absence
of acute complications in the history. To prevent
the recurrence of Crohn’s disease during the forma-
tion of pelvic small intestinal reservoir structures,
methods of atraumatic formation were used. The
peculiarity of this measure was the refusal to create
anatomical containers like classical reservoir struc-
tures. Instead, functional structures were created
using serous-muscular sutures, which included ana-
tomical bends of the terminal part of the small in-
testine. This eliminated the need to cross and suture
the walls of the small intestine and the presence of
a wound surface in the formed reservoir. The func-
tionality of the reservoir was to physiologically de-
lay the movement of the contents, and increase the
duration of contact of the chemo with the surface
of the small intestinal mucosa, thus improving the
course of intestinal digestion and absorption. The
rehabilitation effect of these functional small in-
testinal reservoir structures was due to a reduction
in the risk of complications of healing of the small
intestinal reservoir and ileo-endoanal anastomosis,
and the severity of post-collectomy syndrome due
to the use of a new methodological approach to the
formation of pelvic small intestinal reservoirs and
techniques for their formation.

A mandatory rehabilitation measure aimed at
reducing the risk of complications of the healing of
the formed pelvic small intestinal reservoir struc-
ture was its temporary disconnection from the flow
of chyme with a protective (diverting) loop ileosto-
my, which was «closed» no earlier than 2—3 months
after the healing of the pelvic reservoir and ileoen-
doanal anastomosis.

Among the measures of surgical rehabilitation for
Crohn’s disease, which are the subject of discussion
in modern available literary sources, the peculiari-
ties of performing radical and reconstructive and
restorative surgical interventions should be high-
lighted. The majority of authors adhere to a single,
well-founded point of view regarding the perfor-
mance of segmental resections for local lesions of
the intestinal canal based on the fact that it is im-
possible to cure Crohn’s disease surgically [8, 17].
In this regard, the selection of the scope of radical
surgery for local lesions was minimal [8, 17]. Most
authors use a similar principle in case of subtotal
or total damage to the colon, trying to reduce the
amount of resection. At the same time, preference is
given to colectomy or proximal subtotal resection of
the colon and the formation of ileorectal or ileosig-
moid anastomoses [8, 13, 14, 18, 21]. Less trauma,
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slightly better functional results, and preservation
of sexual function [17] serve as the motivation for
performing these radical operations. However, the
authors do not take into account the fact that over
the next 5—10 years, 80—89 % of patients will ex-
perience relapses and severe irreversible changes in
the remaining parts of the colon (sigmoid and rec-
tum) [8, 17, 21]. The most frequent complications
in such cases are external fistulas that open into
the perineum, inflammatory infiltrates, and rectal
cancer [17]. The presence of these complications re-
quires the removal of the sigmoid colon and rectum
and the removal of a lifelong ileostomy [17, 18]. The
main reason for refusing to perform a larger volume
of radical surgery for the available indications, in
particular, colectomy with ultra-low anterior resec-
tion, mucosectomy of the surgical anal canal, and
formation of the «J pouch» of the small intestinal
pelvic reservoir, is considered to be a significant risk
of complications in the range of 24—35 % due to the
formation of the specified reservoir and reservoir-
anal anastomosis, and relapse in the formed reser-
voir in 54 % despite more favourable functional re-
sults [9, 11, 17, 19].

Taking into account the stated circumstances,
the authors of the article worked out and used
a fundamentally different methodical approach to
the choice of radical, restorative and reconstruc-
tive-restorative stages of surgical intervention, in-
cluding in the case of total involvement of the colon
with Crohn’s disease.The essence of this approach is
to perform not limited but rather radical surgical in-
tervention in the case of a total lesion of the large in-
testine using the author’s atraumatic method of ap-
plying a single-row everted intestinal suture, which
does not injure the mucous membrane and does not
lead to a decrease in the lumen of the intestinal ca-
nal, using the principle of atraumatic formation of
the pelvic small intestinal reservoir. The introduc-
tion of a new methodical approach to the surgical
treatment of Crohn’s disease led to the absence of
recurrences in the areas of anastomoses formed with
the help of a manual intestinal suture, which con-
tributed to the occurrence of a significantly lower
number of complications in the early — 20.7 % and
late — 1.8% postoperative periods, postoperative
mortality — 1.8 %, relapses of the disease — 9.4 %,
prevention of severe forms of reflux ileitis, post-
colectomy syndromes, and secondary anal inconti-
nence syndrome.

An obligatory rehabilitation measure aimed at
reducing the risk of complications of healing of the
formed pelvic small intestinal reservoir structure
was its temporary disconnection from the chyme
flow by a protecting (diverting) loop ileostomy,

General Surgery 3azansuaxipypein * 2024 ¢ Nel (8)



which was «closed» no earlier than 2 months after
the healing of the pelvic reservoir and ileoendoanal
anastomosis. Thus, the use of a system of organ-
isational, general and specialised surgical strate-
gies for the rehabilitation of patients operated on
for Crohn’s disease aimed at selecting clear, timely
indications for surgical treatment, ensuring the im-
plementation of radical, restorative, reconstructive
and restorative stages of surgical interventions, pre-
vention, diagnosis, treatment of postoperative com-
plications, and recurrence of the disease allowed to
reduce the number of these postoperative compli-
cations, cases of postoperative mortality, and recur-
rence of the disease.

The future prospects for research are enhanc-
ing the techniques used in surgical treatment for
Crohn’s disease.

Conclusions

Organisational measures as well as general and
specialised surgical rehabilitation strategies for
Crohn’s disease allowed for more effective diagno-
sis and treatment of postoperative complications,
better prevention of disease recurrence, improved
digestion in the intestinal tract, normalised absorp-
tion processes, and preservation of anal retention.

Following the implementation of specially de-
signed surgical rehabilitation techniques, 20.7 %
and 1.8% of patients experienced early and late
postoperative complications, respectively. Addi-
tionally, there were occurrences of postoperative
mortality in 1.8 % of patients and relapses in 9.4 %.
Severe forms of reflux ileitis, postcolectomy syn-
drome, and secondary anal incontinence syndrome
were not observed.
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XipypriuHa peabinitaliis naiieHTiB mpu xsopooi Kpona
O.1. Iloiina, B. M. MeabHNK

Hamionanpnuit meguanmii yaiepcuret imeti O. O. Boromosbist, Kuis

MeTa — NOJIIIIUTH PE3YIBIaTH XipypriyHoi peadititTarii nanieHTis mpu xsopobi KpoHa IuIaxom po3po6Ku Ta
BJJOCKOHAJIEHHs OPIaHi3alliMHUX, 3aIA/IbHOXIPYPIiYHUX i CIIElia/IbHUX XipypPriyHHX 3aXO0/iB.

Marepiaau Ta MmerogH. ONpalboBaHi OpraHisaniiiyi, 3arabHOXIpypriyHi Ta CHelialbHi Xipypriusi 3axoau
peabinitanii 1pyu XBopobi KpoHa KMIIKOBOIO KaHaTy. BUSHAYEHO OOCATY BUKOHAHHS PA/IUKAIBHUX Xipypriu-
HUX BTPY4aHb IIPH YCKIQJHEHHAX Y JUIAHKAX CETMEHTAPHUX YPAKEHD i HA T/ OGIIUPHUX YPAXKEHD KUIIIKOBOI'O
KaHITy, PO3POO6IEHO CIOCOOU BUKOHAHHS BiJHOBHUX Td PEKOHCTPYKTUBHO-BIJHOBHUX ONEPALIil, CIPAMOBAHi
Ha 3HIKCHHS YACTOTH BUHUKHEHHS IICAAONEPALIMHUX YCKIAZHECHD, PELIW/IMBIB 3aXBOPIOBAHHS, IIOPYIICHHS
(PYHKIIIF KUIIIKOBOI'O TPABJIEHH, BCMOKTYBAHHSA, AHAJIbHOI'O TPUMAHHS, ITOJIIIIIEHHA (DYHKIIOHAIbHUX PE3YIlb-
TATIB TA AKOCTi JKUTTA IIPOOIIEPOBAHUX IALIIEHTIB.

Pe3yabTaTH. 13 BUKOPHUCTAHHAM ONPAlIbOBAHUX 3aXO/iB XipyprivHoi peabitiTalii MpoonepoBaHO 53 NaIi€HTU
i3 XBOp06010 KpOHA KUIITKOBOIO KAHANY, 3 HUX 28 (52,8 %) JONOBIKiB i 25 (47,2 %) »KiHOK. BiK maieHTiB CcTa-
HOBUB 19—45 pokiB. CerMmeHTapHi Pe3eKIii BUKOHAHO 32 (60,4 %) matierram, Beauki — 21 (39,6 %), BimHOBHI
onepanii — 8 (15,1 %), pEKOHCTPYKTUBHO-BiTHOBHI — 40 (75,4 %). JoBiuHy imeoctoMy cpopMOBaHO 5 (9,4 %)
narierram. [lic/sionepariififi yCKIaIHEHHsT BUHUKIN v 12 (22,6 %) marlieHTiB, PEIUINBYA 3aXBOPIOBAHHS —
v 5 (94 %). 3apeectpoBaHo 1 (1,8 %) BUNAIOK OiC/II0NEPALiFiHOL IE€TANBHOCTI. TTiC/Is BiTHOBHUX i PEKOHCTPYK-
THUBHO-BiJHOBHUX OIEPAIlill BiIBHAYEHO CHPUATIUBI (DYHKI[IOHAIBbHI PE3YIBTaTU — MOJIMIIEHHA (DyHKITiH
KHIITKOBOT'O TPABJIEHHS T4 BCMOKTYBAHHS, 30€PEXECHHS AHAJIbHOI'O TPUMAHHSL

BucHOBKH. ONpalibOBaHi OPraHi3aliiiHi, 3araIbHOXiPyPriyHi Ta CHELiaIbHI 3aXOAU XipypriyHoi peabinirartii
npu XBOpo6i KpoHa Aaniu 3MOry NOMMIIUTH JiaTHOCTUKY, JIIKYBAHHS MIC/IIONEPALIMHNX YCKIAJHEHD i pELIUIN-
BiB 3aXBOPIOBAHHS, MOJIMIINTH (DPYHKIIi KUIIIKOBOI'O TPABJIEHHS T4 BCMOKTYBAHHS, 30€PErTH (DYHKIIIIO aHAIb-
HOI'O TPUMAHHA. PaHHI MiC/IMONIEPaLiliti yCKIaAHEHHA BUHUKIN y 20,7 % MauieHTis, mi3Hi — y 1,8 %, peunausu
3aXBOPIOBAaHHA — Y 9,4 %. He 3a(pikCOBAHO KOAHOTIO BUMIAJIKY TSDKKUX (POPM PEIIIOKC-1IEITY, HOCTKOJIEKTOMIY-
HOI'O CHHZPOMY, CUHAPOMY BTOPUHHOI dHAJIbHOI iHKOHTUHEHLL ITic/sonepaniiia geranbaicts — 1,8 %.

KirrouoBi ci1oBa: xBopo6a KpoHa, XipypriuHe JiKyBaHHS, peaOUTiTaLlid.
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