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Proctocolectomy with an ileal pouch-anal anastomosis is currently considered the procedure of choice for the
majority of patients with ulcerative colitis. Certain controversies about pouch design and pouch-anal anasto-
mosis technique remain a matter of debate, and possible advantages of laparoscopic approach are still being
discussed.

OBJECTIVE — to investigate short-term and long-term outcomes of laparoscopic and open restorative procto-
colectomy for UC in terms of postoperative morbidity and pouch function depending on the three types of
construction of a neorectum described in our research.

MATERIALS AND METHODS. 86 patients with inflammatory bowel disease underwent one-stage or two-stage
restorative proctocolectomy. The two ileal pouch configurations were used: S-pouch — in 16 patients and
J-pouch — in 70 patients. Removal of the distal rectum and ileal pouch-anal anastomosis were performed using
transanal distal rectum mucosectomy followed by a handsewn pouch-anal anastomosis (n=45) or a double-
stapled technique (n=31). Laparoscopic approach was applied in 39 patients, and open surgery — in 47 patients.
The short-term (30 days after surgery) and long-term surgical outcomes were prospectively studied. The analysis
of functional outcomes was based on the number of bowel movements a day, episodes of fecal incontinence,
seepage, and urgency. Instrumental investigation included measurement of the anal sphincter pressures and ileal
pouch threshold volume as well as the study of its residual volume. Statistical analysis was performed using SPSS
statistical software.

REsuLrs. There was no postoperative mortality. In the laparoscopic group, 4 (10.3 %) patients had early postop-
erative complications compared with 13 (27.7 %) patients in the open surgery group, but the difference was not
statistically significant (Fisher exact test value is 0.0579 at p<0.05). Pouch failure occurred in 4 patients. The
second-stage laparoscopic restorative procedure revealed the abdominal cavity almost free of adhesions in
19 (86.4 %) patients after laparoscopic total colectomy. The total number of early and late mucosectomy compli-
cations was significantly higher, 12 (75.0%) vs. 10 (26.0%) (p=0.0018), in patients managed with a handsewn
S pouch-anal anastomosis than in patients treated with a J-pouch-anal anastomosis. Good functional outcomes
were observed in 44 (51.0%) patients. A strong negative correlation was found between the pouch threshold
volume and the number of bowel movements per 24 hours (r=-0.7347, p <0.0001). The seepage episodes were
detected in 30 (34.8 %) patients. The resting anal sphincter pressure was the only measured parameter which
correlated accurately with the number of day and night seepage episodes (r=-074, p<0.0001).

Concrusions. Good functional outcomes of construction of a neorectum were associated with the resting anal
sphincter pressure (= 30 mm Hg) and ileal pouch threshold volume (150—250 ml).

The S-shaped and J-shaped pouches demonstrated the same functional outcomes and posed similar risks. The
S-pouch was associated with a higher postoperative morbidity (p=0.0018). There was no significant difference
between laparoscopic and open surgery groups in terms of morbidity rate and functional outcomes. However, it
was much easier to perform the second-stage surgery after laparoscopy due to less adhesion formation.
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Ulcerative colitis (UC) is the most common inflam-
matory bowel disease (IBD). In the 21st century,
it is diagnosed worldwide [25]. Although medical
therapy has improved over the past decades, colec-
tomy rates remain up to 15 % [29].

Proctocolectomy and reconstruction with an ileal
pouch-anal anastomosis (IPAA) has been considered
the procedure of choice for the majority of patients
with ulcerative colitis since its first description in
1978 [28]. Over the time, the procedure has under-
gone some modifications due to the development of
the anorectal mucosectomy approach as well as intro-
duction of the pouch-anal anastomosis technique and
pouch configuration. Transanal mucosectomy with
a handsewn TPAA is still considered the most com-
plete curative surgical procedure for UC, especially
when the distal rectal mucosa becomes inflamed or
dysplastic [16]. The modification, in which the ileal
pouch is stapled to the anus 1,5—2 cm above the den-
tate line, suggested in 1986 [8, 14], greatly simplified
its implementation. At the same time, this procedure
provides preservation of the anal transition zone. Each
technique has both advantages and disadvantages in
terms of long-term functional outcomes, operative and
postoperative complications, and the risk of neoplasia.
Consequently, the proper indications for their applica-
tion are still being specified [3, 16]. Pouch configura-
tion with either three (S-shape) or two (J-shape) loops
of the small bowel is still in use, however, J-pouch con-
struction [36] has become the most commonly used
technique as it is safe and practical [24].

Despite strong data supporting the feasibility,
durability and the maintenance of long- term func-
tional outcomes of the procedure, certain contro-
versies about the method of construction of a neo-
rectum remain a matter of debate.

Laparoscopic approach for total proctocolectomy
was introduced in 1992 for the purpose of reducing
the incidence of surgical trauma, thus ensuring fast
recovery [30]. Over the past 30 years, laparoscop-
ic-assisted proctocolectomy with TPAA has been
gradually gaining acceptance among the surgeons,
however, the benefits and proper indications for
laparoscopic approach are still being discussed [17].

OBJECTIVE — to investigate short-term and long-
term outcomes of laparoscopic and open restorative
proctocolectomy for UC in terms of postoperative
morbidity and pouch function depending on the
three types of construction of a neorectum de-
scribed in our research.

Materials and methods

This is a prospective single-center and a single-
surgeon study. Between 1997 and 2020, 86 patients
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with inflammatory bowel disease (IBD) under-
went a one- or two-stage procedure for restorative
proctocolectomy that was performed by one sur-
geon. 73 patients with preoperative diagnosis of
UC and 13 patients with indeterminate colitis (IC)
were included in the study. Patients with a preop-
eratively confirmed diagnosis of Crohn’s disease
were excluded from this study. 35 patients with UC
underwent primary restorative (one-stage) proc-
tocolectomy in an elective surgery setting. These
patients had satisfactory nutrition status and low
comorbidity. In all but one case, a temporary di-
verting ileostomy was applied.

38 patients with severe ulcerative colitis and 13
patients with indeterminate colitis were treated
with a two-stage surgery in an emergency setting.

39 patients were operated using a laparoscopic
technique: 17 patients underwent a primary restor-
ative ileal-pouch procedure and 22 patients under-
went two-stage laparoscopic ileal-pouch construc-
tion and a pouch-anal anastomosis that followed
laparoscopic total colectomy and an end ileostomy.
The technical aspects of laparoscopic restorative
proctocolectomy have been previously reported in
our study [15].

47 patients were operated using an open surgery
technique: 18 patients underwent primary restor-
ative proctocolectomy with an ileal pouch-anal
anastomosis and 29 patients underwent the two-
stage procedure for construction of an ileal-pouch
and a pouch-anal anastomosis. 23 of them were
operated after the open first-stage colectomy, and
6 patients — after the laparoscopic first-stage col-
ectomy. The reason to choose open surgery for the
second-stage procedure for these 6 patients was the
presence of abdominal complications after the first-
stage laparoscopic colectomy.

The two ileal pouch configurations were used:
the S-pouch — in 16 patients and the J-pouch — in
70 patients. The S-pouch was constructed using
one-layer continuous suturing of three ileal loops.
The length of the S-pouch was about 12 ¢m and its
volume was 120—130 ml. The J-pouch was con-
structed of two intestinal loops, using two sequen-
tial fires of an 80 mm GIA linear stapler. The length
of the J-pouch was about 15 cm and its volume was
110—120 ml. For all but one laparoscopically oper-
ated patient, construction of a pouch was carried
out outside the abdomen (Fig. 1).

Removal of the distal rectum and ileal pouch-
anal anastomosis were also performed using two
techniques. The first technique included transanal
approach for the distal rectum mucosectomy fol-
lowed by the hand-sewn pouch-anal anastomosis
at the site of the dentate line (45 patients). The
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Figure 1. Removed specimen after laparoscopic total
colectomy, and extracorporeal performance of the
ileal S-pouch

second technique was administered as a procedure
of double-stapling. The abdominal part of surgery
involved a deep mesorectal dissection down to the
levator ani muscles. Transection of the rectum was
made using a linear endostapler 2—3 ¢cm above the
dentate line. The pouch-anal anastomosis was per-
formed using a circular stapler 1.5—2.0 cm above
the dentate line (31 patients). The first technique
allows complete removal of the rectal mucosa. The
second technique ensures the preservation of the
anal transitional zone, however, leaving behind
a cuff of inflamed distal rectum mucosa.

The combinations of pouch design and the
pouch-anal anastomosis techniques used for both
laparoscopic and open surgery are shown in Table 1.

Before diverting ileostomy closure, the pouch
contrast media filling X-ray (pouchgram) was done,
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the anal sphincter resting pressures (RP), and the
maximum squeeze anal sphincter pressure (SP)
were measured. Follow-up was performed 6 months
after surgery, one year after surgery, and annually
thereafter.

The short-term (30 days after surgery) and long-
term surgical outcomes were prospectively studied.

The analysis of functional outcomes was based on
the number of bowel movements per 24 hours, epi-
sodes of fecal incontinence, seepage (during day and
night), and urgency (inability to delay abowel move-
ment for more than 15 minutes). Physical examina-
tion was performed simultaneously with pouch en-
doscopy. In case of endoscopic signs of pouchitis, the
pouch mucosa biopsy was performed. Instrumental
investigation included measurement of anal sphinc-
ter pressures, ileal pouch threshold volume, as well
as the study of ileal pouch emptying and its residual
volume. The threshold volume was determined as
the volume of the ileal pouch distension at the time
of its filling until the intraluminal pressure reached
25 mm Hg. It was established experimentally that
distention of the pouch up to the above-indicated
pressure level evokes the urge to evacuate, coinci-
dent with the onset of high-pressure waves in the
small bowel [34]. The residual pouch volume was
calculated as a difference between threshold volume
and single pouch evacuation volume.

Pouch failure was defined as the need for perma-
nent fecal diversion with a proximal loop ileostomy
with or without pouch excision.

Good functional outcomes were observed in pa-
tients with an adequate bowel function: the number
of bowel movements was about 5—6 times per day
and not more than 2 times at night with no or occa-
sional urgency and good continence [35].

Table 1. Operative details (a pouch design and anastomosis type) given by the surgical method
(laparoscopy or open surgery) and by the stages of performance in 86 patients undergoing one-stage

or two-stage restorative proctocolectomy

Method of surgery ME+HS sIPAA ME+HS jIPAA DSjIPAA
Laparoscopic surgery

Primary restorative (one-stage) procedure 4 5 8

2nd stage procedure 1 17 4
Open Surgery

Primary restorative (one-stage) procedure 5 6 7

2nd stage procedure 6 1 12
Total 16 39 31

Note. ME+HS sIPAA — mucosectomy with a handsewn S-ileal pouch-anal anastomosis; ME+HS jIPAA — mucosectomy
with a handsewn J-ileal pouch-anal anastomosis; DS jIPAA — double-stapling J-ileal pouch-anal anastomosis.
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Statistical Analysis. Categorical variables were
compared using the y? or Fisher's exact test as ap-
propriate. Continuous variables were compared us-
ing the T-test. Results with a p-value < 0.05 were
considered statistically significant; all p-values
were two tailed. Correlation of test results to func-
tional outcomes was accomplished with the Pear-
son correlation coefficient. Statistical analysis was
performed using SPSS statistical software.

Results

86 consecutive patients underwent one- or two-
stage colectomy, proctectomy, S- or J-pouch-anal
anastomosis, and temporary diverting ileostomy
closure. In the laparoscopic group, two (5.1 %)
patients required conversion to open surgery due
to bleeding in the pelvis. In both cases, the rectal
stump dissection was complicated by pelvic fibrosis,
which occurred after the formation of pelvic abscess
resulting from the first-stage colectomy. Another
major intraoperative complication observed in lapa-
roscopic second-stage restorative surgery included
damage to the posterior bladder wall caused by an

scar tissues. The complication was removed via lap-
aroscopic sewing of the bladder wall.

In general, the second-stage laparoscopic re-
storative procedure revealed the abdominal cavity
almost free of adhesions in 19 (86.4 %) of patients
after laparoscopic total colectomy. The dense adhe-
sions in the pelvis and complicated dissection of the
rectal stump were noted in 3 patients due to pelvic
abscess and presacral sinus formation after first-
stage surgery (total colectomy). There were two
cases of small bowel injury during the second-stage
reconstructive surgery in the open surgery group.
In all 86 cases the ileal pouch-anal anastomosis was
completed successfully.

Bowel function was restored within 26 hours (in
the range of 16 to 38 hours) after laparoscopic sur-
gery, and within 38 hours (in the range of 24—60
hours) after open surgery. The difference in the time
of bowel function restoration was statistically sig-
nificant between the groups (p =0.004).

There was no postoperative mortality. Early
and late postoperative complications are given in
Table 2.

In the laparoscopic group, 4 (10.3%) patients

attempt to dissect the rectal stump from the pelvic  developed early postoperative complications
Table 2. Surgical morbidity in the laparoscopy and open surgery groups after restorative
proctocolectomy (n =86)
ME+HS sIPAA ME+HS jJIPAA DSjIPAA
Index Lap. Open Total Lap. Open Total Lap. Open Total
(n=5) (n=11) (n=16) (n=22) (n=17) (n=39) (n=12) (n=19) (n=31)
Patients with early complications 2 5 7 1 5 6 1 3 4
Pouch-anastomotic leak 1* 1 2 1 - 1 -
Incontinence 1 1 2 — 1 1 —
Pelvic abscess - 2 2 - 1 1 1 1 2
Wound infection - 1 1 - 3 3 - 2 2
Patients with late complications 3#0 9 o 120 20 8 o 100 10 8 o 9 o
(60.0%) (82.0%) (75.0%)  (9.0%) (47.0%) (260%)  (8.0%) (42.0%) (29.0%)
Parapouch presacral sinus - 1 1 - - 1 1
Distal pouch stricture - - 1 2 3 - 1 1
Small-bowel obstruction 1* 1 2 - 1 1 - 2 2
Pouch-vaginal fistula - 1 1 - - 1 1
Pouch-cutaneous fistula 1 1 2 - - -
Pouchitis 0 3 3 2 3 5 6 ) 1
Pouch failure 1 1 2 - 1 1 - 1 1

Note. Lap.— laparoscopic.
* There was conversion to laparotomy in this case.

* Pouch-anastomosis leak and small bowel obstruction were observed in the same patient.
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compared with 13 (27.7 %) patients in the open sur-
gery group, however, the difference was not statisti-
cally significant (Fisher exact test value is 0.0579
at p<0.05). In both groups, a pouch design did not
cause any difference in the number of patients diag-
nosed with early complications.

Late postoperative complications occurred in
15 (17.4 %) patients, including 3 (7.7 %) patients
in the laparoscopic group and 12 (25.5 %) patients
in the open surgery group. All complications were
surgically related. The difference in the number of
patients with late complications was statistically
significant between the groups (p =0.0444).

The total number of early and late mucosectomy
complications was significantly higher, 12 (75.0 %)
vs. 10 (26.0%) (p=0.0018) vs. 9 (29.0%)
(p=0.0048), in patients managed with a handsewn
S pouch-anal anastomosis than in patients treated
with a J-pouch-anal anastomosis or with a double-
stapled J-ileal pouch-anal anastomosis.

Pouch failure occurred in 4 patients within
a two-year follow-up: in 2 patients after mucosecto-
my followed by the S-ileal pouch-anal anastomosis,
in 1 patient after the open J-pouch-anal anastomo-
sis and in 1 patient after the double-stapled J-ileal
pouch-anal anastomosis. In all 4 cases, there were
noted some complications related to pouch surgery,
including severe anal incontinence (2 patients),
presacral sinus (1 patient), and pouch-cutaneous
perineal fistula, combined with severe pouchitis (1
patient). There was no statistically significant dif-
ference between the groups in terms of a pouch de-
sign or anastomosis technique application. In one
case, the pouch was removed and terminal ileosto-
my was done (the patient was suffering from anal
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incontinence and severe perineal skin irritation). In
three cases, the diverting ileostomy was applied.

Pouchitis was seen in 19 (22.1 %) patients. No
relationship between pouch design and pouchitis
incidence was found. The main parameters of ileal
pouch functioning are presented in Table 3.

Good functional outcomes were observed in
44 (51.0 %) patients. There was no statistically sig-
nificant difference between laparoscopic (54.0 %)
and open surgery (49.0%) groups of patients
(p=0.6611). In terms of pouch-anal construction,
there was no statistically significant difference in
functional outcomes between the groups: good func-
tional outcomes were seen in 7 (44.0%) patients
after mucosectomy with a handsewn S-ileal pouch-
anal anastomosis, in 22 (56.0 %) patients after mu-
cosectomy with a handsewn J-ileal pouch-anal anas-
tomosis, and in 15 (48.0 %) patients after a double-
stapled J-ileal pouch-anal anastomosis (p=0.6784).
However, a strong negative correlation was found
between the ileal pouch threshold volume and the
number of bowel movements per 24 hours (Fig. 2).

The threshold volume was increasing significantly
during the first six months after ileostomy closure
from 120+22 to 235+26 ml (p<0.01) and then it
did not change in a twelve-month period. The thresh-
old volume remained almost the same in all groups of
patients and did not depend on a pouch design and
a method of anastomosis. In terms of a pouch design,
the only statistically significant difference was found
in the residual volume. It was significantly larger
(p=0.0219) in the S-pouch group of patients.

The seepage episodes were observed in
30 (34.8%) patients. The resting anal sphincter
pressure was the only measured parameter which

Table 3. Functional outcomes of restorative proctocolectomy in 86 patients within 6 months after surgery

ME+HS sIPAA (n=16)

ME+HS jIPAA (n=39) DS;IPAA (n=31)

Index

Lap. (n=5) Open (n=11)

Lap. (n=22) Open (n=17) Lap. (n=12) Open (n=19)

BM per 24 hrs (median, range) 8 (5—11) 9(5—12) 6(3-9) 5(4—11) 6 (4—12) 6 (4—13)
Urgency 0 2 2 1 1 2
Seepage
night 2 1 3 5 2 4
day and night 1 2 3 2 2 3
RP, mm Hg 32£8 36*6 41£8 40+7 38+5 43+9
SP, mm Hg 120+13 11815 128 +14 130+ 16 13512 130 +12
Threshold volume, ml 165+19 169+ 17 179+ 18 182+17 187+ 16 180+ 18
Residual volume, ml 83+12 78 +10 58+9 60+ 11 52+9 55+11
Note. Lap. — laparoscopic; BM — bowel movements; RP — resting anal sphincter pressure;
SP — maximum squeeze anal sphincter pressure.
General Surgery 3aeansraxipypeia * 2022 « Nel (2) 23



M. Kucher

—_ =N —_ —_
» (o) (=) N} =~ =)

@ o
ioo“ e °

IS

Number of bowel movement per 24 hours

NS}

0 - T T T
0 100 200 300
Threshold volume, ml

1
400

Figure 2. The correlation between the ileal pouch
threshold volume and the frequency of bowel
movements (r=-0.7347; p<0.0001)

correlated with the number of day and night seep-
age episodes (r=-074; p<0.0001).

In all patients with good functional outcomes,
the resting anal pressure was >30 mm Hg.

The maximum squeeze anal pressure was increas-
ing significantly within six (125+13 mmHg) and
twelve (140+18 mmHg) months after ileostomy
closure. There was no statistically significant differ-
ence between the groups. A weak negative correlation
(r=-0.034; p<0.0001) was found between squeeze
anal pressure and the number of urgency episodes.

Discussion

A well-known statement that a good pouch func-
tion depends mostly on the patient's sphincter func-
tion, pouch volume and compliance [2, 26] appears
to be true. The current study proves that neorectal
function must be assessed based on anal continence,
the ability to control defecation and the number of
bowel movements a day. Anal continence depends
on the preservation of the anal sphincter function.
The damage to the internal anal sphincter may be
caused by the disease, age-related alterations, or by
asurgeon during mucosectomy. Some authors assert
that mucosectomy with a handsewn anastomosis re-
sults in poorer continence [4, 5, 10, 12, 13, 21]. Such
a tendency was observed in the current study; how-
ever, the difference was not statistically significant.

The number of bowel movements depends on
pouch capacity and pouch emptying ability [2].

24

The current study revealed that the pouch thresh-
old volume is the most significant physiological pa-
rameter for the assessment of the pouch function. It
has a strong negative correlation with the number
of bowel movements. Another important stipula-
tion is that the threshold volume was increasing
during the first six months after pouch creation
and then remained at the same level for years. In
the published data, such terms as pouch capacity,
pouch functional volume, and pouch distention
ability have some differences in their interpreta-
tion. It might be explained by the difference in the
values concerning a pouch threshold volume and
a pouch functional volume described in several
studies. Nonetheless, the importance of these pa-
rameters for functional results is highly supported
[1, 19, 27, 35]. The surgical construction of an ileal
pouch must be aimed at achieving an adequately
large threshold volume and adequately small re-
sidual volume of the pouch at the same time. The
S-pouch construction was suggested to be good
enough for this task. But it appeared to be techni-
cally demanding [7]. And it was associated with
a higher morbidity rate [23]. The study affirmed
higher morbidity in the S-pouch group. Moreover,
the increased residual volume was registered in the
S-pouch group. Perhaps, the triplicated design of
the S-pouch with a long efferent limb was a pos-
sible cause of reduced pouch emptying ability in
comparison to the J-pouch. However, the motor
characteristics of any pouch reproduce the motil-
ity pattern of the small bowel [19, 34]. So, further
research should be designed to select patients for
different types of neorectal construction based on
their small bowel physiology, although pouch phys-
iology remains, to some extent, unexplained [35].
Pouch failure ranges from 5 to 18 %, depending
upon the length of follow-up [9, 22]. In the biggest
data presented by the Fazio group eight years ago
[6], pouch failure occurred in 197 (5.5 %) patients
out of 3707 patients. In the current study, pouch
failure was observed in 4 (4.7 %) cases and it was
caused by surgery-related complications. In the
most recent systematic review, which included 30
studies comprising 22,978 patients [9], the pouch
failure rate was 7.8 % and 10.3% after a median
follow-up of >5 and >10 years following TPAA,
respectively, which means that pouch failure and
pouch-related complication rates did not exhibit an
improvement over the results from previously pub-
lished data. It was proved that pouch failure cor-
related with pelvic sepsis and pouch-related fistula
but not with the leaks that completely healed. So,
the authors suggest the treatment strategy to pre-
vent acute leaks from becoming chronic leaks [24].
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Pouchitis is the most common complication of
IPAA but its pathogenesis is still being studied.
Current hypotheses suggest that the development
of pouchitis might be caused by recurrence of UC in
the colon-like ileal reservoir, dysbiosis of ileal pouch
microbiota, short chain fatty acid deprivation, mu-
cosal ischemia, genetic susceptibility, and immune
dysregulation [32]. Pouchitis can also be influenced
by surgical factors, including handsewn anasto-
mosis, anastomosis placement from pectinate line,
S-pouch construction [20]. In the current study,
pouchitis was seen in 22.1 % of patients. It was not
associated with surgical factors or a pouch design.
Recent systematic review and meta-analysis [33]
support the conclusion that prevalence of pouchitis
is much higher in patients with UC than in patients
with familial adenomatous polyposis after the same
surgical procedures. Does it mean that pouchitis is
a disease-specific complication?

The laparoscopic technique for reconstructive
proctocolectomy has been widely and extensively
used in the last decade. A 90-day postoperative
morbidity by decade was 38.3 % vs 50.0 % vs 48.0 %
(p<0.0001), but late morbidity decreased from
74.2 % through 67.1 % to 30.0 % (p<0.0001) [31].

The comparison of the laparoscopic and open
surgery groups demonstrated no statistically
significant difference in terms of long-term and
functional outcomes. Reasonable benefits of the
laparoscopic approach are found in less surgical
morbidity, quick bowel function recovery, and in
more favorable conditions to provide second-stage
restorative surgery (less adhesion formation in the
abdominal cavity). The studies using diagnostic
laparoscopy at the time of ileostomy closure [11]
as well as the current study confirmed less adhe-
sion formation with a minimally invasive approach.
Further advantages of laparoscopic approach rely
on robotic surgery, which greatly enhances surgical
performance deep in the pelvis during proctectomy
and construction of an anastomosis [18].

Conclusions

An important indication for an ileal pouch-anal
anastomosis is patient continence. The anal sphinc-
ter rest pressure should be > 30 mm Hg.

The ileal pouch capacity may range between
150—250 ml within six months after surgery to ob-
tain good pouch function.

Any pouch design (S or J) ensures the same func-
tional outcomes and has the same risk of pouchitis.
In the current study, postoperative surgical compli-
cations were more frequently associated with a S-
shape construction. In terms of functional outcomes,

General Surgery 3azansuaxipypein * 2022 ¢ Nel (2)
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there was no statistically significant difference be-
tween the groups after transanal mucosectomy fol-
lowed by a handsewn pouch-anal anastomosis and
a double-stapled pouch-anal anastomosis. Laparos-
copy and open surgery result in the same morbidity
rate and functional outcomes. However, the second-
stage surgery was much easier to perform after the
application of laparoscopic approach due to less ad-
hesion formation.
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ITpOCIIEKTUBHUI AHAJII3 MiCIAOIIEPALITHUX

i PyHKIIOHAJIBHUX PE3YJIBTATIB

y 86 XBOpHX HA HecrnenupiTHHI BUPA3KOBUI KOJIIT,
AKi IEPEHECIN TOTAIBHY IIPOKTOKOJIETOMIIO
3 TOHKOKHIIIKOBHM PE3€PBYAPHO-AHAJIBHUM aHACTOMO30M

M. Kyuep

Harmionaneuutt megmanamii yaiBepcutet iMeHi O. O. Boromosbirsa, Kuis

ToTampHA IPOKTOKOIEKTOMIA 3 (POPMYBAHHAM PEZEPBYAPY 3 KIYOOBOI KUIIIKU i pE3€PBYAPHO-aHAJIBHOTO a4HAC-
TOMO3y — € ONEPAI€I0 BUOOPY I IEPEBAKHOI OUIBIIIOCTI XBOPUX HA HECHEUM(PIYHUI BUPA3KOBUI KOJIT.
PO36DKHOCT] B pEKOMEH/IAITISIX iCHYIOTB, TOJIOBHUM YHMHOM, Y BUOODI AM3ANHY PE3EPBYApPY i ClIOCOOY HOro aHac-
TOMO3YBAHHA 3 AaHAJIbHUM KaHAIOM. [IpOJOBKYETbCA JUCKYCid i OO IEPEBAT' Y BUKOPUCTAHHI JIAITAPOCKOILIY-
HUX TEXHOJIOTIHN /I TAKUX BTPY4YaHb.

MeTa — ONpOaHAIi3yBATH OE3MOCEPE/IHI, BiJaneHi i (DyHKITIOHAIBbHI PE3YIBTATH TOTAIBHOI IPOKTOKOJIEKTOMIT
B 3AJIEXKHOCTI Biff CTOCOOY (POPMYBAHHS HEOPEKTYMY (TPHU BAPiaHTH KOHCTPYKILIii pe3epByapy) i Bifi METOAY OIme-
PYyBaHH: (JIAIIAPOCKOIIIYHWN YU BiIKPUTHI).

26 General Surgery 3azansnaxipypeis » 2022 « Nel (2)



M. Kucher

MarepianHu Ta MeTOAH. ToTa/IbHA IIPOKTOKOJICKTOMIS 31 CTBOPDEHHSIM HEOPEKTYMY Y OIUH 200 J1Ba €Tanu 6ysa
BHUKOHAHA y 86 XBOPUX HA HECTIEIM(DIYHUIT BUPAZKOBUEI KOJIT. BUKOPUCTOBYBAINCS /IBI KOH(DIrypartii TOHKO-
KHIIIKOBUX pe3epByapis: S-noaicHoI popmu (16 marienTiB) i J-moai6uoi dopmu (70 marieHTis). POpMyBaHHs
PE3EPBYAPHO-AHATILHOI'O dHACTOMO3Y BiIOyBAJIOCA TEX Y IBA CIIOCOOU: PyYHHUM HAKIAJAHHAM OKPDEMMX BY3J10-
BUX IIIBiB TPAHCAHAJILHO H4A PiBHI 3y0UaCTO] JIiHii IIiC/I1 MyKO3€EKTOMII (45 naiieHTiB) i 6icTeryiepHUM MEXaHiyd-
HHMM IIBOM Ha 1,5 ¢M BUIlEe piBHA 3y64dacToi JIiHii (31 manienT). Oneparii BUKOHYBIMCS JAITAPOCKOITIYHHUM
CIIOCO60M y 39 MALiEHTIB, BITKPUTUM — Y 47. AHAJII3yBA/INCA OE3MIOCEPETHI, BiZJAJIEHI, 4 TAKOXK (DYHKIIOHAJIBHI
PE3YIBTATU OIEPALLii.

PesynarpraTu. [TicsmonepaniiiHol JIeTaIpHOCT He Oyr1o. PaHHi nicasonepanifiti yCKIagHEHHS TPAIULIIACS 9ac-
Tillle Y BIIKPUTIi rpyti (27,7 %) aHDK y aanapockonivnin (10,3 %), mpoTe pisHUL BUABWIACA CTATUCTUYHO HE
3HAUYYHIOI0 (ToyHMM Kputepin dimepa — 0,0579; p<0,05). HeCIpOMOXKHICTb pe3epByapy Masld MiCLIE Y YOTH-
PpbOX BUMAKAX. YepeBHA MOPOXKHUHA 6y/1a MIPAKTUYHO BUIBHOIO BiJ] 37TyK HA MOMEHT BUKOHAHHS BiZJHOBHOT'O
€TAaITy BTPYYaHHs MiC/sI BUKOHAHHS TOTAIBHOI KOJIEKTOMIT JIATAPOCKOIIIYHUM CIIOCOGOM y 86,4 % XBOpHX. Yac-
TOTA PAHHIX i BiYIAICHUX MiC/IIONEPAIiHHUX YCKIAHEHD MiCasI (DOPMYyBAHHS S-TIOJIIGHUX pe3epByapiB 6yma
JIOCTOBIPHO Oi/IBIIOIO, aHDK Mg (POpMYBaHHSA J-TIOAI6HUX pe3epsyapiB (p=0,0018). Cepen XapaKTEpUCTHUK
HEOPEKTYMY BUABJICHO YiTKy KOPEJALLIO 3 (PYHKIIOHAIBHUMU PE3Y/IBTATAMU UL ABOX TOKA3HUKIB: TOPOTOBOTO
00’eMy pe3epByapa i YUCIOM BUIIOPOKHEHB 32 J06y (r=-0,7347; p<0,0001), a TAKOX TOHIYHOT'O 3yCHLIA
AHAIBHOI'O C(PiHKTEPA i YACTOTOIO €Mi30/iB HETPUMAHHS BJIEHD i BHOUI (r=-0,74; p<0.0001). Enizoau nerpu-
MaHHA May Micrie 'y 30 (34,8 %) martieHTis.

BucHOBKH. HallBOKIMBIIIUMY YUHHUKAMU BJAJIOIO (PYHKIIOHYBAHHA HEOPEKTYMY BUABHJIMCA: TOHIYHE
3YCWIIA dHANBHOTO CiHKTepa — He MeHiie 30 MM PT.CT. i IIOPOTOBUIT OO'€EM pe3epBydpa — Yy MeXax
150—250 mu1. Pe3epByapH J- 4u S- NOAi6HOI 6yI0BU O3HAYWINC CXOKUMHU (DYHKIIIOHAIBHUMH PE3YIBIATAMU,
NPOTE MIC/AONEPALifHI YCKIAAHEHHS TPAIULUINCA YaCTillle Cepesl MAllieHTiB 3 pe3epByapaMu S-IOAIGHOL
dopmu. CTaTUCTIYHO JOCTOBIPHOI PiI3HULL OO ITiCIAONEPALIMHNUX YCKIAAHEHD i (DYHKIIOHAILHUX PE3YIIbIa-
TiB MK IPYIIAMM XBOPHX, OIIEPOBAHUX JIAITAPOCKOIIYHO i BIZIKPUTHUM CIIOCOOOM, HE BUABJIEHO, IIPOTE BUKOHAH-
Hs HACTYITHOT'O, Bi/IHOBHOI'O, €TAIY XipypridHOro JIKYBAHHSA IIiC/IA JIANIAPOCKOMIYHOI IPOKTOKOIEKTOMII 6y/10
3HAYHO JIETTIINM, 3 OIVIA/lY Ha MiHIMAJIbHUIM 3JIyKOBHI IIPOIIEC.

Ki1ro4uoBi cj1oBa: HecnenM(pivHUI BUPA3KOBUI KOJIIT, TAITAPOCKOIIYHA BiJHOBHA ITPOKTOKOJIEKTOMIS, TOHKO-
KHIITKOBUI pPe3epByap, (PYHKIIOHAIbHI PE3YIBTATU.
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