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Pestome. Cyneeu tiunnapoa canoam pugodiCIaHean MaMIaKamiapod anal KaHam 6a myspu WaKHUHE HCappOXIUK
oasonawny manab Kunaduean Kywma KACAITUKIAPUHUHZ KYNauuwu meHOeHyuscu Kysamuimoxoa. Kononpokmonocuk
KACAIAHUW MAapKubuoa 2emMoppou, YmKup napanpoxmum, amyc KAHAAUHUHZS CYPYHKAIU Epuzu, mygpu uvak OKMAaiapu,
AHAN KaHA 84 MYy2pu UYax noauniapu ounaum ogpuean demopnap 19-42% nu mawxun Kuraou. Aoadbuémaapru maxaun
KUUW KOMOUHAYUSAIAH2AH ONEPAYUSIAPHU OadCAPUULIHUHE MAKCA02a My8opuKiueuny Kypcamaou. byeyneu kynea xadap
aMan Kaman 6a mMyepu UYAKHUHZ YCumma OVIMaean NAmoNo2UACU VUYH Oup OOCKUYIU ONepayusiaphu oaxcapuus yuyH
Kypcammanap 6a Kapuiu Kypcammaniap emapiu 0apanxcaod uwinabd yukuimazan. Kombunayusianean npoKmonoux
namono2usHu 0agoNaws Y4yH Onmumai areopumm uyk. /lagonaw camapadopaueunu owupuul yuyH 6av3u onepayusiiapiu
y3eapmupuw kepax. Byrapuune bapuacu ywoy maoKuKomuune acocuHu mawkui 3mou.

Kanum cy3nap: ycma 6yimacan komounayusianean namoio2us, anan Kaua, myepu uvax, myspu uiax oKkmMaiapu.

Abstract. In recent years, there has been a tendency in industrialized countries to an increase in combined diseases
of the anal canal and rectum, requiring surgical treatment. Patients with hemorrhoids, acute paraproctitis, chronic fissure
of the anal canal, rectal fistulas, polyps of the anal canal and rectum account for 19-42% in the structure of coloprocto-
logical morbidity. An analysis of the literature indicates the expediency of performing combined operations. To date, indi-
cations and contraindications for performing one-stage operations for non-tumor pathology of the anal canal and rectum
have not been sufficiently developed. There is no optimal treatment algorithm for combined proctologic pathology. Some
operations need to be modified to improve the effectiveness of treatment. All this formed the basis for this study.

Key words: combined non-tumor pathology, anal canal, rectum, rectal fistulas.

In recent years, there has been a tendency in
industrialized countries to an increase in combined
diseases of the anal canal and rectum, requiring sur-
gical treatment. 18-32% of patients admitted to colo-
proctology hospitals have 2-3 comorbidities, which
require simultaneous surgical correction [1, 6].

Patients with hemorrhoids, acute paraproctitis,
chronic fissure of the anal canal, rectal fistulas,
polyps of the anal canal and rectum account for 19-

42% in the structure of coloproctological morbidity.
In particular, hemorrhoids in combination with a
chronic fissure of the anal canal is observed in 12.3-
59.1% of cases, rectal fistula in 29.3-40.1%, anal ca-
nal polyps in 13.2-18.4%. The predictor of acute
paraproctitis in 20.3-31.5% of cases is hemorrhoids
[2, 8].

Until now, the diagnosis, differential diagnosis
and surgical treatment of combined non-tumor pa-
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thology of the anal canal and rectum is a complex,
not fully resolved problem. Some surgeons [3] have a
positive attitude towards combined surgical interven-
tions due to the reduction of the bed-day, a pro-
nounced medical and economic effect and the ab-
sence of the need for a second operation. Others be-
lieve that after combined operations, the percentage
of complications is higher, and these interventions
should be performed only according to strict indica-
tions [3, 10].

According to some authors [4, 8], combined
operations have the following advantages: the patient
is immediately cured of 2-3 combined diseases re-
quiring surgical correction; there is no need for re-
peated anesthesia; further development of an uncor-
rected pathological process is prevented; the period of
hospitalization of the patient is reduced; no need for
re-examination; the economic efficiency of treatment
increases.

According to various sources, the prevalence
of hemorrhoids is quite high - from 120 to 186 per
1000 population, of which from 10 to 50% need
treatment, and in 75% of cases - in surgery [5, 16].
As a separate nosological unit, hemorrhoids are ob-
served in about 82.1% of cases, and in 17.9% it is
combined with other proctological diseases [6, 13].

Causes of hemorrhoids: congenital insufficien-
cy of the venous system, congestion in the veins of
the rectum, sedentary lifestyle, hard physical labor,
pregnancy, childbirth, etc. [7]. But these theories
cannot explain the arterial nature of bleeding from
hemorrhoids. According to Kapuller L.L. et al. (1974,
1994), the structural basis of hemorrhoids is not vari-
cose veins of the rectum, but hyperplasia of the cav-
ernous bodies and ectasia of their porto-caval and
arteriovenular anastomoses.

The mechanical theory explains the occurrence
of hemorrhoids by degenerative changes in the tissues
of the anal canal. The muscular fibroelastic tissue that
holds the internal hemorrhoids in place begins to de-
generate from the third decade of life. The loss of
elasticity leads to the mobility of the hemorrhoids,
and they begin to move towards the anal canal. Con-
stant prolapse leads to thinning and rupture of the
mucous membrane, bleeding occurs from the cavern-
ous anastomoses of the hemorrhoidal plexus. Thus,
hemorrhoids develop due to a combination of various
pathogenic factors [8].

By localization, hemorrhoids are divided into
external, internal and combined; downstream is acute
and chronic (as phases of the same process).

There are 4 stages of chronic hemorrhoids [4]:

| - the nodes do not fall out, during defecation,
blood is released from the anus;

I - the nodes fall out during defecation
and are set on their own;

I - the nodes fall out even with slight
physical exertion, they do not reset on their own, only
with manual assistance;

v - nodes that have fallen out of the
anal canal are not reduced.

There are three degrees of acute hemorrhoids:

| degree - thrombosis of external and internal
hemorrhoids;

I degree - thrombosis of hemorrhoids
with their necrosis;

Il degree - the transition of inflamma-
tion to the subcutaneous fat, necrosis of the mucous
membrane of the nodes.

Complicated forms of hemorrhoids are an indi-
cation for surgical intervention. Numerous operation-
al benefits can be divided into 3 main groups:

1. Ligation of hemorrhoids [6];
2. Plastic surgery [7];
3. Excision of hemorrhoids [6].

According to the literature, the ligature method
of treating hemorrhoids is accompanied by complica-
tions: severe pain syndrome (13.7-16.3%), swelling
of the perianal region (16.2-19.4%), fever (9.1-15.3
%), and in the long-term period - weakness of the
anal sphincter (8-11%), in 9.3-16.2 % of cases there
was a recurrence of hemorrhoids [9]. The recurrence
of the disease after the use of latex rings in the treat-
ment of hemorrhoids is 8.2-34.1% [10].

Circular excision of the mucous membrane of
the anal canal together with hemorrhoids and bring-
ing down its overlying sections with fixation to the
perianal skin (Whitehead operation), when using a
circular stapler - Longo's operation, are often accom-
panied by formidable complications. These opera-
tions, according to some scientists, are considered
"mutilating", and they are not recommended [11, 18].
The negative side of the method of hemorrhoidecto-
my using a mechanical suture with the KC-28 appa-
ratus, a circular stapling apparatus manufactured by
Covidien or Ethicon with a head diameter of 25-30
mm [13, 18] is that an anal canal wound is formed,
which can lead to insufficiency of the anal sphincter
and stricture of the anus. The method of hemorrhoid-
ectomy with the imposition of a blind figure-eight
sutures on a clamp and hemorrhoidectomy with a
mechanical suture using vascular suturing devices
have not found wide application [6, 8].

According to the literature, the disadvantages
of the methods used for the surgical treatment of
hemorrhoids are: the risk of bleeding, severe pain
after surgery, the possibility of developing anal stric-
tures, paraproctitis, painful dressings, a long period of
disability, the risk of developing anal sphincter insuf-
ficiency in the long-term period and relapse of the
disease in 2 -3.4% [10, 12]. For hemorrhoidectomy, a
laser is also used, its advantages are the bloodlessness
of the operation, a slight pain syndrome, and a more
favorable postoperative period. However, in the liter-
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ature there are works devoted to a high risk of recur-
rence of hemorrhoidal disease, the development of
stricture of the anal canal [13]. There are also works
on the use in the postoperative period of wound irra-
diation of the anal canal with a helium-neon laser,
EUV irradiation, electroneedling, but there are no
convincing data on the effect of this treatment on the
rate of wound healing and reduction in rehabilitation
time [8].

The Milligan-Morgan operation, proposed by
W. Miles, has become widespread. In this case, three
internal and three external hemorrhoids are excised
(at 3, 7, and 11 o'clock of the conventional dial) to-
gether with cavernous bodies of the submucosal layer
of the rectum, which is pathogenetically justified [9,
15]. The disadvantage of the operation is a pro-
nounced pain syndrome caused by suturing the
wounds of the perianal region. There is also a modi-
fied method of hemorrhoidectomy, when the wounds
of the perianal region are not sutured, the so-called
"open" hemorrhoidectomy, which reduces the dura-
tion of the operation, reduces pain and rehabilitation
in the postoperative period [14].

Anal fissure occupies the 2nd place in frequen-
cy among proctological diseases, second only to
hemorrhoids, and according to some reports,
paraproctitis as well [8, 10, 15]. Chronic fissure of
the anal canal is characterized by severe pain.

Among proctologists, there is no unity of views
on the indications and tactics of treating chronic fis-
sures of the anal canal, some opinions are diametri-
cally opposed and are constantly being discussed
[16].

The incidence of anal fissure is from 11 to 16%
among all diseases of the colon, and is 20-24 cases
per 1000 adults. Young and middle-aged women get
sick more often [10, 17].

Many causes of AT are known: mechanical,
parakeratosis, vascular disorders, neuromuscular
changes and trauma to the anal sphincter, defects in
the mucous membrane during the passage of solid
feces, neurogenic disorders with prolonged spasm of
the anal sphincters [6].

On the posterior wall of the anal canal, there
are deeper distal parts of the rectal crypts of
Morgagni, and the tendon endings of the anal sphinc-
ter muscles converge there, which can also contribute
to the formation of an anal fissure [18]. A fissure in
the anterior part of the anal canal is observed mainly
in women.

Often anal fissure is combined with rectocele
and megadolichocolon [3, 18]. A mucosal defect with
clear edges and a bottom is preceded by scarification
of a portion of the mucosa due to exposure to highly
virulent intestinal microflora. At the bottom of such a
crack-ulcer, the nerve endings lose their sheath, be-
come exposed, which leads to a pronounced pain
syndrome [1, 18].

In a chronic course, the edges of such an ulcer
thicken and thicken, and a thickening is formed in the
distal part - a “sentinel tubercle”, in the proximal part
a hyperplastic anal papilla is sometimes determined.
Normally, anal papillae have nothing to do with true
polyps [1, 17].

The formation of antibodies can be promoted
by itching of the anus, condylomas, proctitis, mucosal
damage by foreign bodies, unnatural sexual relations,
acute colitis, proctosigmoiditis, chronic colitis with
constipation [10, 11].

Anal fissures are characterized by a triad of
clinical manifestations: pain in the anus, spasm of the
anal sphincter, minor bleeding from the anus. When
AT is combined with hemorrhoids, prolapse of nodes
and more abundant rectal bleeding are added to com-
plaints [3, 7]. Pain causes spasm of the anal sphincter,
and the spasm exacerbates the pain. In acute fissures,
pain is strong, but short-term - during defecation and
for 15-20 minutes after it. In chronic AT, the pain is
long-lasting, and “stool fear” appears. Patients be-
come irritable, insomnia worries, they often give en-
emas.

AT can be complicated by severe pain due to
spasm of the anal sphincter, bleeding, and acute
paraproctitis [7, 9]. Diagnosis of AT is quite simple
(examination, palpation, digital examination of the
rectum, sphincterometry). It is necessary to exclude
the presence of an incomplete internal fistula, which
is characterized by a constant pain syndrome, and
when the anal canal is diluted, purulent discharge be-
gins to flow from it [19].

Finger examination of patients with chronic
anal fissures allows to determine its exact localiza-
tion, the condition of the edges (dense, raised), the
presence of sphincter spasm, the condition of the
walls of the anal canal, the consistency of the anal
papillae [3, 11]. Surgical treatment of AT is indicated
in the chronic course of the disease, which is not
amenable to conservative therapy.

Instead of an open posterior dosed sphincterot-
omy, foreign authors usually use the lateral subcuta-
neous sphincterotomy proposed by Parks A. [14]. In
this case, only the internal sphincter is dissected un-
der the control of a finger inserted into the rectum.
After the operation, a thin catheter tube and gauze
turunda with antiseptic ointment are inserted into the
anal canal, while it is believed that the crack heals on
its own. Given that the substrate of the underlying
disease remains and it is impossible to control the
depth of dissection of the lateral portion of the
sphincter, in order to avoid anal incontinence, there is
no complete confidence in the radical cure of this cat-
egory of patients [1, 9].

A radical operation, according to domestic au-
thors, consists in excision of a crack within a healthy
mucosa with additional posterior dosed sphincterot-
omy [2]. Some authors recommend supplementing
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sphincterotomy by bringing down and fixing the mu-
cous membrane to the perianal skin, however, this
increases the pain syndrome in the postoperative pe-
riod, increases the risk of developing transsphincteric
rectal fistulas and  subcutaneous-submucosal
paraproctitis [9].

Hemorrhoids in combination with AT occurs in
11.4-59.2% of cases. Most often there is a crack in
the prolapse of internal hemorrhoids. With hemor-
rhoids, fissures usually have a chronic course due to
impaired microcirculation, especially in the posterior
and anterior parts of the anal canal [3].

The literature mentions cases of simultaneous
surgical correction of AT in combination with hemor-
rhoids. So, Nazarov L.U. (1981) [7] excised a fissure
with complete restoration of the mucosa, performed
lateral subcutaneous sphincterotomy and hemor-
rhoidectomy with covering the wounds with a Diplen
polymer film to protect against infection. However,
the operation of excision of AT, sphincterotomy, su-
turing the edges of the wound to the bottom with
hemorrhoidectomy has significant drawbacks. A mu-
cosal defect is formed in the anal canal, which is the
source of pain and the cause of reflex urinary reten-
tion. In addition, the presence of a wound surface in
the anal canal lengthens the period of granulation
with an increase in the period of temporary disability
of patients. The mucosal defect also contributes to the
formation of rough scars, which can lead to the for-
mation of intrasphincter fistulas or insufficiency of
the anal sphincter [16]. Madaminov A.M. et al.
(2011) [14] analyzed the results of various methods
of surgical treatment of 172 patients with chronic
hemorrhoids in combination with chronic anal fis-
sure. The patients were divided into 2 groups. The
first (main) group included 82 (47.7%) patients oper-
ated on according to the method proposed by the au-
thors. The second (control) group included 90
(52.3%) patients who underwent Milligan-Morgan
hemorrhoidectomy in the second modification of the
Research Institute of Proctology of the Ministry of
Health of the Russian Federation with excision of the
anal fissure by Gabriel. All patients complained of
prolapse of internal hemorrhoids, the appearance of
blood and slight pain during defecation. The opera-
tions in the two groups were the same, except that in
the main group the anal fissure was excised according
to Gabriel with wound suturing in the transverse di-
rection, and in the control group this wound remained
open, with dosed sphincterectomy to a depth of 0.8
cm in men, and up to 0.6 cm - in women. In the first
group in the postoperative period, 3.7% of patients
had pain in the area of wounds and bleeding during
defecation, in the second group such complaints were
in 8.9% of cases. Patients in group I spent 7 £+ 1.2 bed
days in the hospital, the period of outpatient aftercare
was 15 days; in group I, these periods were 9+1.4
days and 17 days, respectively. There was no postop-

erative incontinence in both groups. In some periods
after surgical treatment in the first group, the recur-
rence of anal fissure was in 2.4% of cases, in the sec-
ond group - in 5.5%. Thus, the authors showed the
advantages of a simultaneous operation of hemor-
rhoidectomy with excision of the anal fissure accord-
ing to Gabriel with suturing of the wound left after
excision of the fissure in the transverse direction.

Liu Y. et al. (2017) [10] operated on 118 pa-
tients with hemorrhoids in combination with anal fis-
sure. In 60 patients, improved tactics of surgical
treatment were performed. 35 (58.3%) patients un-
derwent hemorrhoidectomy of external and internal
hemorrhoids in combination with excision of the fis-
sure and laxative incisions in the skin of the perianal
region. In 25 (41.7%) cases, they limited themselves
to excision of the anal canal fissure in combination
with disarterialization of internal nodes or excision of
only external hemorrhoidal nodes. Pain after im-
proved surgery was noted in 8.3% and 24.1% of cas-
es.

Song P. et al. (2022) [11] analyzed the surgical
treatment of 96 patients with stage 111 and IV chronic
hemorrhoids; 25 (26%) of them had a combined pa-
thology of the anal canal: chronic anal fissure - 7,
hypertrophied anal papilla - 7, hemorrhoidal fringe -
7, chronic intrasphincteric fistula of the rectum - 3,
cryptitis - 1. The average age of patients was 48.5
+11.7 years. On average, 6 to 8 branches of the supe-
rior rectal artery were ligated for the purpose of
transanal desarterization of hemorrhoids. Lifting was
carried out in places of the greatest prolapse, as a
rule, at 3, 7 and 11 o'clock. After desarterization of
hemorrhoids with mucopexy and lifting of the rectal
mucosa (25 cases), the following complications were
observed: bleeding - 8 (8.3%) cases, acute hemor-
rhoidal thrombosis - 3 (3.1%), severe pain syndrome
-2 (2, 1%). In 7 cases, on the 10-12th day after the
operation, the erupted lifting suture turned out to be
the source of bleeding. In 2 cases, repeated hemor-
rhoidectomy was performed. In 2 patients, conserva-
tive treatment made it possible to arrest hemorrhoidal
thrombosis.

According to the author, changing the tech-
nique of performing the operation (tying each stitch
of the lifting suture to the supporting suture, placing
the last stitch no closer than 8 mm to the dentate line)
minimizes the risk of early complications after sur-
gery for stage Il and IV hemorrhoidal disease with
combined pathology of the anal canal [16].

The combination of hemorrhoids with recto-
cele is observed in 8-31% of cases, especially in mid-
dle-aged and older women [3, 12]. A large percentage
of unsatisfactory results of treatment indicates that
the issues of choosing rational operational tactics for
such a combined pathology have not yet been finally
resolved.
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Wang X. and co-authors [12] observed 88 pa-
tients with hemorrhoidal disease in combination with
rectocele for three years. 24 of them were operated
only for rectocele-levatoroplasty (group 1), 44 pa-
tients - only for hemorrhoids: DHAL-RAR or hybrid
operation - DHAL-RAR of internal components and
excision of external components of hemorrhoids
(group I1) and 20 patients a simultaneous operation
was performed - levatoroplasty with DHAL-RAR for
stage Il hemorrhoids or a hybrid DHAL-RAR opera-
tion of internal components and excision of the exter-
nal components of hemorrhoids for stage 111-1V hem-
orrhoids (group II).

In the first group of patients in the first weeks
after the operation, exacerbation of hemorrhoidal dis-
ease was noted in the form of edema and prolapse of
enlarged dense nodes. In the coming months after the
operation, the function of emptying the rectum im-
proved only in half of the patients, in the other half,
constipation was disturbed at the same level. In group
I, the duration of inpatient treatment was 9+2.6 bed-
days, the period of outpatient rehabilitation was
24+5.5 days.

All 20 patients of group 111 showed a favorable
course of the postoperative period with primary
wound healing and rapid recovery of the passage of
intestinal contents on days 4-7. All markedly im-
proved the function of emptying the rectum in the
immediate and long-term follow-up. In this group, the
duration of inpatient treatment was 12+2.9 bed-days,
the duration of outpatient rehabilitation was 28+5.7
days (p=0.32).

According to Vuitton L. et al. [13], isolated
operations with a combination of hemorrhoids and
rectocele lead to a worsening of the course of the
“left” pathology. Simultaneous operations for com-
bined anorectal diseases should be considered patho-
genetically more substantiated. They allow to in-
crease the efficiency of postoperative rehabilitation
and significantly improve the quality of life of such
patients. Chronic paraproctitis was a fairly common
disease in the most able-bodied group of patients. It
occupies the 4th place among diseases of the rectum,
with a specific gravity of 11% in terms of negotiabil-
ity [10]. Some authors [11, 14] note that chronic
paraproctitis is more often observed in women, others
[9, 15] - in men or men and women get sick with the
same frequency [9, 17]. Chronic paraproctitis is char-
acterized by the presence of an internal opening in the
intestine, a fistulous tract and an external fistulous
opening in the perianal skin. It was a consequence of
OP due to late treatment by patients for medical help
and incorrectly chosen treatment tactics [14, 15].

CP is often accompanied by the phenomena of
proctitis and proctosigmoiditis, changes in the body
of a general and local nature due to intoxication from
a purulent focus. The widest and deepest crypts on
the posterior wall of the anal canal most often under-

go inflammatory changes. OP and rectal fistula can
be considered as two stages of the same disease due
to the presence of communication between the puru-
lent focus and the lumen of the rectum. More often,
rectal fistulas are localized at 6 o'clock of the condi-
tional dial due to inadequate blood supply from the
inferior rectal artery in this area [10, 13].

In some cases, the cause of the formation of
paraproctitis is hemorrhoids, when ulcerated throm-
bosed hemorrhoids are the entrance gate for infection,
more often along the crypt line. Trauma, persistent
constipation, and cooling also contribute to the ap-
pearance of cryptitis and inflammation of the anal
glands [1, 12].

Surgical treatment of chronic paraproctitis and
rectal fistulas is a topical topic of research and dis-
cussion for coloproctologists around the world; these
topics are enough on the agendas of recent congresses
of the European Association of Coloproctologists. 17
abstracts of the All-Russian Congress of Colo-
proctologists with International Participation (Hidal-
go L. H., 2014) describe new methods of fistula
treatment currently used in Russia [14].

According to the literature [13, 15], many
methods of treating rectal fistulas are used, but none
can be considered universal. In the National Clinical
Guidelines for Coloproctology, edited by Balytskyy
V. V. which are based on the principles of evidence-
based medicine, it is noted that all methods used have
a low degree of effectiveness. In the treatment of rec-
tal fistulas, the optimal operation should not only
provide good healing results, but also be sphincter-
preserving. The traditional methods of surgical treat-
ment of chronic paraproctitis with a fistula include
dissection or excision of the fistula into the intestinal
lumen, excision of the fistula tract with sphincter clo-
sure (in the treatment of intrasphincteric and superfi-
cially located transsphincteric fistulas, as well as the
ligature method [13, 16].

According to most surgeons, the only effective
treatment for chronic paraproctitis is surgery [10].
Operation Gabriel is of 2 types: Gabriel-1 and Gabri-
el-2. Operation Gabriel-1 is performed in the intra-
and transsphincteric course of the rectal fistula and
consists in excision of the rectal fistula in the form of
a triangular flap with the apex facing the intestine, the
base in the perianal skin, with stretching of the
sphincter according to Recamier. After such an op-
eration, a positive effect is noted in 83-94.7% of cas-
es. 19-25.1% of patients complain of discomfort in
the anus [5]. Other authors obtained good and satis-
factory results after rectal fistula excision in 53.6-
68.1% of cases [12]. The Gabriel-2 operation is per-
formed with an extrasphincteric location of the fistu-
lous tract and consists in excising the fistulous tract
within healthy tissues, crossing all the fibers of the
sphincter, followed by its restoration with interrupted
sutures, which often leads to the development of anal
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incontinence, especially in the anterior and lateral
rectal fistulas. The disadvantages of this method of
operation are: a large wound, slowly healing by sec-
ondary intention, the formation of a rough scar of the
anal canal; soreness after surgery; long hospital stay
[15].

Plasty with a free skin flap [11] leads to a de-
crease in the time of wound healing, but additional
trauma is caused during the formation of the skin
flap.

Some authors [12, 18] proposed to excise the
fistula up to the anal canal with bringing down the
overlying part of the mucous membrane and suturing
to the distal edge of the wound according to Maslyak.
But such plastic surgery with local tissues is rather
complicated, with the risk of bacterial contamination
of the wound. In the case of suture eruption, the de-
velopment of acute paraproctitis and recurrence of the
fistula is likely. More perfect in this regard is the
technique of full-walled reduction of the rectal wall
according to Blinnichev with excision of the fistulous
tract within healthy tissues, while preserving the
sphincter fibers. However, some authors [9] noted
recurrences in this case, too, with suture eruption and
retraction of the rectal wall.

The methods of dissection of the fistulous tract
and excision of the fistula into the lumen of the rec-
tum are the simplest in execution and ensure its relia-
ble elimination only with intra- and extrasphincteric
location of the fistulous tract. The recurrence of the
disease was observed in 2-9% of cases, and the inci-
dence of anal incontinence was 0-17% [9, 12].

Dissection of the fistula into the intestinal lu-
men is more preferable, since the size of the wound
and damage to the muscle fibers of the sphincter are
smaller than in the case of excision of the entire fistu-
lous tract [13, 18]. At the same time, the terms of
wound healing after dissection were 7-85 days, and
after excision - 26-116 days.

Anal incontinence is one of the most common
postoperative complications that significantly reduces
the patient's quality of life. According to Sherkulov
K. U. et al. [16], various degrees of sphincter inconti-
nence after traditional methods of surgical treatment
of rectal fistulas were noted in 39 (34%) of 141 pa-
tients. At the same time, the indicators in patients
with complex fistulas (4.7 points on the Wexner
scale) were much worse than in patients with simple
fistulas (1.2 points on the Wexner scale) (p = 0.001).
In other studies, including manometry, the negative
impact of various surgical interventions on the hold-
ing function was also noted [1 2].

Balytskyy V. V. et al. [18] in 2022 studied the
long-term results after dissection of the fistulous tract
in 415 patients. Only in 26.3% of cases there was no
decrease in the tone of the anal sphincter. Therefore,
the use of these techniques is now limited due to the

risk of developing postoperative anal sphincter insuf-
ficiency.

Fistula excision with tight closure of the
wound sharply reduces the radicalism of the opera-
tion and can lead to recurrence in 9.6-11.7% of cases
[7, 16]. Rough scars on the back wall of the anal ca-
nal deform it and lead to incontinence of gases and
intestinal contents.

In 2011 Manne U. et al. [19] studied the cost of
treating rectal fistulas in 214 patients. It was found
that the total cost of treating a patient averaged 5,561
euros, of which 80% were directly related to medical
expenses. The remaining 20% of economic losses
were associated with the duration of the period of
incapacity for work (10.4 days on average). The au-
thors noted that such a high cost of treatment is due to
the high frequency of relapses of the disease and the
development of complications.

In recent years, in experimental and clinical
medicine, much attention has been paid to the devel-
opment of therapeutic techniques using cell trans-
plantation and regenerative medicine technologies to
restore both functional and structural disorders in the
body, and a new direction in reconstructive surgery
has been formed. A promising technique is cell auto-
transplantation in the treatment of rectal fistulas [19].

Despite the achievements of modern surgery
and anesthesiology, the percentage of unsatisfactory
results of surgical treatment of proctological diseases
is quite high. In the available literature, there are very
few works that would reflect the clinic, diagnosis,
differential diagnosis and surgical treatment of con-
comitant diseases of the anal canal and rectum.

An analysis of the literature indicates the expe-
diency of performing combined operations. To date,
indications and contraindications for performing one-
stage operations for non-tumor pathology of the anal
canal and rectum have not been sufficiently devel-
oped. There is no optimal treatment algorithm for
combined proctologic pathology. Some operations
need to be modified to improve the effectiveness of
treatment. All this formed the basis for this study.
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OB30P 110 XHPYPITHYECKOMY JIEYEHU IO
COYETAHHOH HEOITYXOJIEBOH ITATOJIOTHH
ITPAMOM KHIIKH H AHATBHOTO KAHAJIA

Ulepkynos K.V., Hasramos C.C.

Peztome. B nocreonue 200bl 8 NPOMbIUIEHHO DA3-
BUMbBIX CHIPAHAX OMMEYAEMCsl MEeHOCHYUsL K VEEIUYEHUIO
COUemaHHbIX 3a001e8aHULl AHATLHORO KAHAAA U NPAMOU
KUWKY, mMpebylowux onepamuenozo nedenus. bonvuvie
2eMOppOeM,  OCMPLIM — NAPANPOKMUMOM,  XPOHUYECKOU
MpeWUnol anaibHO20 KAHALA, CUWAMU NPAMOU KUWIKU,
NOMUNAMU AHATLHO20 KAHALA U NPAMOU KUUWKU COCMAGISI-
tom 19-42% 6 cmpykmype KOJIONPOKMONIO2U4eckou 3a60-
neeaemocmu. Auaniuz aumepamypvl C8UOEmenbCmEyem o
YenecooopasHOCmU BbINOIHEHUS KOMOUHUPOBAHHBIX ONe-
payuti. Ha cecoonswHuil 0eHb HeOOCMamoyHo paspado-
MAHbL NOKA3AHUSL U NPOMUBONOKAZAHUS K GbINOJIHEHUIO
OOHOMOMEHMHBIX ONEPayuil NPU Heonyxoieol NAmoI0cul
AHAILHO20 Kanala u npsmou Kuwku. Onmumaibho2o -
20pumma ieyeHusi CO4emaHHou NPOKMOIOZUHECKOU Namo-
noeuu He cyuecmseyem. Hexomopule onepayuu neo6xoou-
MO MOOUQuyuposame 0Jisk NOGbIUUEHUsL IPdhexmusHocmu
Jeyenusi. Bce amo ne2no 6 0cHogy HAcmosie2o uccie0osa-
HUSL.

Kniouegvie cnosa: couemannas meonyxonesas na-
MONO2US, AHANLHBIL KAHAN, NPAMAsL KUUKA, DEeKMAlbHble
ceuwu.
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