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Pe3rome. Taoxkuxomuune donzaponueu. Byeyneu Kynea xenub, azap ouz Oupon Oup yHueepca- ycyn Xakuoa smMac,
OanKu Mavaym Oup UYHATUWHY PUBOHCIAHMUPULU, PEKMAL OKMANAPHU 0a801awea EHOauly8 XaKuoa 2anupaouzat 6y1cax,
cesunapau  udxcooun  yzeapuuiiap maexcyo. Illynoai  kuiub, ymeaw acpruHe oxupudar oOownab, mudboull
MEXHONO2USIAPHURE PUBONCIAHUWU QOHUOA, chuHKmep annapamuea 6e6oCuma mavCup KUIMacoan 6ajcapuiaoucan
AHCAPPOXIUK AMATUEMU KAOU PEKMA OKMAIAPHU 0A80AAUL YCYLIApU Natioo 6yna bownaou 8a aon pusoxiciana 6ouliau.
Taokukom maxcaou: OKMAHU KeCUWHUHZ MEXHUK OJICUXAMIAPUHY MAKOMUWIIAWMUPUWL OPKATU MYepU  UYAKHUHS
aKkcmpacuukmep okmanapu 0yiean OemMopiapHu 0asoiaul Hamudicarapuxu sxwunaw. TaoKukom mamepuaiiapu 6a
yeynnapu. Tlpocnekmue ounamux gaon maokuxom yuyn 85 ma KIUHUK MABIYMOMAAP MAauaab oiunou. Yunap opacuda
myepu u4yaKHuHe dKcmpacguukmep oxmanapu oOyieaw bemopnap 6op 30u. bapua Gemoprap pexcaraumupuneanudex
onepayusi KUIUHOU 64 MAHIAHEAH 0A80AAUL MAKMUKACU2A KApab ukku eypyxea Oyaunou. Bupunuu 2ypyx, maxxociau
2ypyxuea awvanasuu ycyuiap ounan oxmanap oaub mawianeaw 56 nagap (65,9%) 6emop xkupou. Hkxuwuu, acocuti
eypyxea 29 nagap (34,1%) bemop xupumunean 6yaub, yrapoa oxkmanu oapmapag smuuida MoOUPUKAYUATAHSAH
acbobnap épdamuda dHcappoxIuK amaruému amanea owupunean. Xyroca. Pexkman okma 6uian ogpuean Oemopiaphu
HCAPPOXAUK OABONAUHUHS MEXHUK HCUXAmMAapu Oyiuya uumnad YuKUiean SHeUIuUKiIap muoout époam cmaHoapmiapuHune
AXMURAHUWUEA onud Kenou, onepayusoax Keuuneu acopamuap uyacmomacunu 8,9% oan 3,4% eaua xamaimupou.
Mypakkab pexman OKMANAPHU HCAPPOXIAUK OABOIAUOA MOOUPUKAYUAIAHEAH MYeMATU 30HOUOAH 64 O1uUea OulaH
92UNY8UAH — YUTUHOPCUMOH — YMKA32uyOaH  Qoudaranuui Haakam MmMexHuK aMAaiuHu — OWUPUUL  JHCAPAEHUHU
co00anaumupaoy, O6aiKu aHal CQUHKMEPUHUHZ MYWAK MONALaApued 3apap emra3ulutiuHy oaounu onaou. bynoan
mawkapu, 0y ycya scappoxaux yuyH - 44,2+5,1 oakuka, 80,5+7,3 oakukaea HucOamarn KamMpox 8axm manad Kuiaou.

Kanum cyznap: anan kanan, myspu udax, IKCmpacouukmep oKkmManap, 0asoia.

Abstract. The relevance of research. Today, if we talk not about any single universal method, but about the devel-
opment of a certain direction, approach to the treatment of rectal fistulas, there are significant positive changes. Thus,
starting from the end of the last century, against the backdrop of the development of medical technologies, methods for the
treatment of rectal fistulas began to appear and are actively developed, in which the sphincter apparatus is not directly
affected. Purpose of the study is to improve the results of treatment of patients with extrasphincteric fistulas of the rectum
by improving the technical aspects of excision of the fistulous passage. Materials and methods of research. Eighty-five
cases were selected for a prospective dynamic active study. Among them were patients with extrasphincteric fistulas of the
rectum. All patients were operated on routinely and, depending on the chosen treatment tactics, were divided into two
groups. The first group, the Control group, included 56 (65.9%) patients who had their fistulas excised using traditional
methods. The second group, the main group, included 29 (34.1%) patients in whom fistula dissection was performed using
modified instruments. Conclusions. The developed innovations in the technical aspects of surgical treatment of patients
with rectal fistulas led to an improvement in the standards of medical care, reducing the incidence of immediate postoper-
ative complications from 8.9% to 3.4%. The use of a modified button probe and flexible cylindrical conductor with olive in
the surgical treatment of complex rectal fistulae not only simplifies the process of technical implementation, but also pre-
vents damage to the muscle fibers of the anal ileum. In addition, this method requires less operative time, 44.2+5.1 minutes
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compared to 80.5+7.3 minutes.

Key words: anal canal, rectum, extrasphincteric fistulas, treatment.

Relevance of the study. Today, if we talk not about
a single universal method, but about the development of a
certain direction, approach to the treatment of rectal fistula,
there are significant positive changes. Thus, since the end
of the last century, against the background of the develop-
ment of medical technology began to appear and actively
develop methods of treatment of rectal fistula, in which the
sphincter apparatus is not directly affected.

Over the years, the effectiveness of surgical treat-
ment of patients with rectal fistulas has been evaluated, and
during this period the techniques have already become es-
tablished in the arsenal of surgeons. Thus, several meta-
analyses characterizing the effectiveness of LIFT have been
published. These meta-analyses show an average healing
rate of 70-71% (40-95%) for rectal fistulas. An evaluation
of the literature data on video-assisted fistula treatment has
also shown encouraging results, with fistula healing rates of
40 - 95%. These data indicate that the efficacy of these
techniques is approaching the effectiveness of traditional
radical interventions and the need for a study comparing the
results of traditional interventions and well-proven sphinc-
ter-sparing surgeries.

Purpose of the study is to improve the results of
treatment of patients with extrasphincteric fistulas of the
rectum by improving the technical aspects of excision of
the fistulous passage.

Materials and methods of research. The study is
based on the data of examination and treatment of patients
with rectal fistula operated in the proctology department of
the multidisciplinary clinic of Samarkand State Medical
University in the period from 2018 to 2023. Eighty-five
cases were selected for the prospective dynamic active
study. Among them were patients with extrasphincteric
fistulas of the rectum. All patients were operated on rou-

Fig. 1. Excision of the extrasphincter fistula of the 111 de-
gree of complexity without damage to the muscle fibers of
the anal pulp using a modified conductor

tinely and, depending on the chosen treatment tactics, di-
vided into two groups. The first group, the Control group,
included 56 (65.9%) patients who had their fistulas excised
using traditional methods. The second group, the main
group, included 29 (34.1%) patients in whom fistula dis-
section was performed using modified instruments.

Depending on the degree of complexity of the fistu-
lous passage, the following operations were performed in
the main group of patients with extrasphincteric fistulas:
excision of extrasphincteric fistula of the I-1I degree of
complexity without damage to the muscle fibers of the anal
ileum wusing a modified guide, and excision of
extrasphincteric fistula of the I11-1V degree of complexity
with opening of the purulent cavity. The average age of the
patients in this subgroup was 52.1 + 9.7 years.

Technical aspects. In patients with extrasphincteric
rectal fistulas in the main group, the fistulous passage was
dissected using a modified button probe or a flexible cylin-
drical guide, similar to the method used in patients with
transsphincteric fistulas. In contrast, a modified button
probe or flexible conductor was inserted through the exter-
nal fistulous opening and withdrawn through the internal
opening. If there was difficulty in guiding the conductor, it
was inserted through the inner orifice after staining the
fistulous passage with dye. Then around the external fistu-
lous opening, a fringing incision was made, exposing the
fistulous passage as deeply as possible, avoiding damage to
the muscle fibers of the anal sac. Then the fistulous pas-
sage was dissected at the deepest possible level. The inter-
nal fistulous opening was eliminated by pulling the proxi-
mal part of the fistulous passage into the lumen of the rec-
tum and turning it inside out, after which the fistulous pas-
sage was sutured, ligated and cut off at its base (Fig. 1).

v
Fig. 2. Excision of extrasphincteric sphincter sphincter of
I11-1V degree of complexity with opening of purulent cavity

Table 1. Results of surgical treatment of patients with rectovaginal fistulas in the early postoperative period

Indicators Main group (n=78) Control group (n=56)
) . 10,142,2 17,4+3,1
Average duration of inpatient treatment 0<0,05
L acute urinary retention 2 (2,6%) 1 (1,8%)
Complications abscessed fistula - 4 (7,1%)
using narcotic drugs +
Anesthesia using non-narcotic drugs + -
dressing anesthesia - +
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If purulent accumulations were found in the
pararectal cellular spaces, we performed dissection, scrap-
ing the wall of the purulent cavity, washing with antisep-
tics, and draining the residual cavity. The internal opening
was liquidated according to the procedure described above
(Fig. 2).

Results of the study. Patients of the main group in
the postoperative period were given the opportunity to re-
ceive pain relief on demand using the non-narcotic drug
“Ketorol”. In most cases (76.9%) this amounted to 2 ml
twice a day during the first two days after surgery. In the
Control group, patients were prescribed the narcotic drug
Promedol for the first 24 hours after surgery at 1 ml three
times a day.

In 1 patient (3.4%) from the main group acute uri-
nary retention occurred in the early postoperative period,
which required bladder catheterization. We associate this
complication with the use of spinal anesthesia during sur-
gery. In the Control group, 4 patients (7.1%) had
abscessation of the fistulous passage. We associate this
complication with incomplete removal of the distal part of
the fistulous passage, which led to the subsequent devel-
opment of abscess. The patients underwent abscess open-
ing on the 2-3 day after the operation. After that they were
discharged from the hospital on the 5th-6th day after ab-
scess opening in satisfactory condition.

The low invasiveness of the operation using modi-
fied guides without damaging the muscle fibers of the anal
sphincter had a significant impact on the duration of hospi-
tal stay. On average, the patients of the main group spent
10.1£2.2 days in hospital (preoperative period was 3.2+3.2
days, postoperative - 7+1.9 days). The duration of inpatient
treatment was determined by the necessity of complex ex-
amination, including fistulography, ultrasound examination
of the rectum and pararectal fiber, as well as magnetic res-
onance imaging. After implementation of the new algo-
rithm of examination and treatment, 15 patients operated
on in 2021 managed to reduce the length of hospital stay to
7.9£1.1 bed-days. In the Control group, the average length
of hospital stay was 17.443.1 days (preoperative period -
5.3+3.1 days, postoperative period - 11.4+2.2 days)
(p<0.05) (Table 1).

Conclusions: The developed innovations in the
technical aspects of surgical treatment of patients with rec-
tal fistulas led to an improvement in the standards of medi-
cal care, reducing the incidence of immediate postopera-
tive complications from 8.9% to 3.4%. The use of a modi-
fied button probe and flexible cylindrical conductor with
olive in the surgical treatment of complex rectal fistulae
not only simplifies the process of technical implementa-
tion, but also prevents damage to the muscle fibers of the
anal ileum. In addition, this method requires less operative
time, 44.245.1 minutes compared to 80.5+7.3 minutes.
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OIITHMH3AIIUA XHPYPTHYECKOIO IEYEHH A
BOJIBHBIX C 3KCTPAC®HHKTEPHBIMH
CBHILAMH ITPAMOH KHIIKH

Lleprynos K.V., aenamoe C.C., Paxmanos K.O.

Peztome. Axmyanvnocmv uccredosanus. Ha — ce-
COOHAWHULL ~ OeHb,  eclu  2080pums He O  Ka-
KOM- Jub0 eOUHOM YHUBEPCATbHOM Memode, d O pas3pa-
bomke onpedenenHo2o HanpagneHus, nooxo0a K Je4eHuio
ceuyell NpsamMou KUWKY, UMEIOMCs 3HAYUMeNbHble NOJLo-
Jrcumenshvie usmenenus. Tak, HAYUHASL ¢ KOHYA NPOULIO2O
6exa, Ha hone pazeumusi MeOUYUHCKUX MEXHOL02UL CIAIU
NOSAGNIAMBCL U AKMUBHO — pa3padbamviéamvcss Memoobl
Jeuenusl ceuwyell npAMou KUWKU, Npu KOMOpwlX CEHUHK-
MeEpHbLIL  annapam Hanpsamylo He 3zampazugaemcs. Llenv
UCCTIe008ANUSL 3AKTIOUACTNCS. 6 VIYYUEHUU De3Yibmanmos
Jleyenusi OONbHbIX IKCMPACHUHKIMEPHBIMU CEULYAMU NpSi-
MOU  KUWKU NYMEM COBEPULEHCTNBOBAHUSL MEXHUYECKUX
ACNeKmos ucceyenus ceuueso2o xooa. Mamepuanvl u me-
moowbl uccredosanus. /s npocneKmueHo20 OUHAMUYECKO-
20 AKMUBHO20 UCCIed08anust Ovliu omoobpanvl 85 cuyyas.
Cpeou Hux Ovliu nayueHmsl ¢ IKCMPACHUHKMEPHBIMU
ceuwamu npamotl Kuwiku. Bece nayuenmor 6vinu npoonepu-
POBAHBL NIAHOBO U, 8 3ABUCUMOCIU OM GbLOPAHHOU MAK-
MUK leYenus, pazoenenvl Ha 06e epynnul. B nepsyio epyn-
ny, epynny cpasnenus, eouiiu 56 (65,9%) nayuenmos, xo-
MOPbIM CEUWU UCCEKATUCH MPAOUYUOHHBIMU MEMOOAMU.
Bo emopyrio, ocnosuyio epynny, exmouenvt 29 (34,1%) na-
YUEeHmos8, ¥ KOMOPHIX UccedeHue Ceuwetl npogoouiloch ¢
UCNONb308AHUEM — MOOUPUYUPOBAHHBIX — UHCIPYMEHMOB.
Bvioovl. Paspabomannvle HOBUIECMBA MEXHUYECKUX AC-
NEKMO8 XUPYpeSU4ecko2o nedeHus NayueHmos ¢ npsSmMoKu-
WEeYHBIMU CEUWYAMU NPUBENU K VIYYUUEHUIO CIAHOapmos
MEOUYUHCKOU NOMOWYU, CHU3UE HYACMOMY  ONUNCAUUIUX
nocieonepayuoHubix ocrodicHenuti ¢ 8,9% oo 3,4%. Ilpu-
MeHeHUue MOOUPUYUPOBAHHO20 NY2084AMO20 30HOA U 2UD-
K020 YUNUHOPUHECKO20 NPOBOOHUKA C OAUBOU NPU XUPYp-
2UYECKOM NeYeHUU CILOJCHBIX NPSIMOKUMUEYHBIX CeUueli He
MOALKO YRPOUAem npoyecc mexHUYecKoll peamu3ayui, Ho
U npedomepauiaem noGPENCOeHUe MbIUEUHbIX GOJIOKOH
ananvno2o dicoma. Kpome mozo, smo memoo mpebyem
MEHbUE20 8PEMEHU HA ONepamugHoe 8MeulamenbCmeo -
44,245, 1 munymul no cpagrenuio ¢ 80,5+7,3 munymamu.

Knrwoueswie cnoea: ananvuvili kanan, npamas Kui-
Kd, 9KCMpac@uuKmepHvle CUU, TeUeHue.
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