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Purpose of the study: to improve the treatment results of patients with transsphincteric fistulas of the rectum by
improving the technical aspects of fistulous passage excision. Materials and methods of research. 105 cases were se-
lected for a prospective dynamic active study, among them patients with transsphincteric 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- Control one, included 56 (53.3%) patients who had their fistulas excised using traditional methods. The
second group, the main group, included 49 (46.7%) patients in whom fistula dissection was performed using modified
instruments. Results of the study. Patients who underwent LIFT surgery with the use of modified guides and without
disruption of the muscle fibers of the anal groin have a significant reduction in the level of pain syndrome in the post-
operative period and after acts of defecation. This reduction in pain reduces the need for narcotic analgesics and sig-
nificantly improves the quality of life of patients. Conclusions. The use of sphincter-saving surgical methods in the
main group differs from traditional operations on fistula excision with subsequent suture of the sphincter, causing a
shorter period of temporary disability - 18.9+3.6 days compared to 32.7+4.6 days; more favorable postoperative
course with lower intensity of pain syndrome - 1,6+0,3 on VAS scale in Control with 6,0+0,2 points; shorter hospitali-
zation - 10,1+2,2 days in Control with 17,443,1 days, and more effective postoperative rehabilitation of patients.
These factors significantly improve the quality of life after surgery and contribute to lower financial costs to achieve
successful treatment outcomes.
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Ienp nccrenoBaHus 3aKIIOYACTCA B YIYYIICHUH Pe3yIbTaTOB JICUEHUS! OOJIBHBIX TPAaHCC(HPUHKTEPHBIMU CBU-
1AM MIPSIMOIT KUIIKH IMyTEM COBEPIICHCTBOBAHMS TEXHUYECKUX ACIIEKTOB MCCEUCHMS CBHIIEBOIO X01a. MaTepuasl
¥ METOZBI MCcClie1oBaHus. JI MPOCIIEKTUBHOTO TMHAMHYECKOTO aKTUBHOTO MCCie 0BaHMs OblTH oToOpans! 105 ciy-
yasg. Cpean HUX OBIIM MAIMEHTHI ¢ TPAaHCCHUHKTEPHBIMH CBUIIAMU IPSIMOI KMIIKK. Bee marnueHTs! Obli poonepu-
POBaHBI IUIAHOBO M, B 3aBUCUMOCTH OT BBIOpaHHOM TaKTHKH JICUCHNS, pa3/iesieHbl Ha JBe Ipymmbl. B mepyro rpymmy,
rpymmny cpaBHeHus, Bounm 56 (53,3%) manueHToB, KOTOPHIM CBHUINM MCCEKAINCh TPaJULIMOHHBIMHA MeToxamu. Bo
BTOPYIO, OCHOBHYIO TPYIILy, BKJItOUeHbI 49 (46,7%) manueHToB, y KOTOPHIX MCCEUYEHUE CBUIIEH MPOBOAMIOCH C HC-
MOJIb30BAHNEM MOJUGHUIMPOBAHHBIX HHCTPYMEHTOB. Pe3ynbTaTsl uccieoBaHus. Y MalMEHTOB, MIPOIISANINX Onepa-
o MetogoM LIFT ¢ mpumeneHneM MoauGHUIMPOBAHHBIX MPOBOJHUKOB M 0€3 HAPYIICHHS MBIIMIEYHBIX BOJOKOH
aHaJIBHOTO J)KOMa, OTMEYAETCs 3HAYNTEIbHOE CHI)KEHHE YPOBHS OOJIEBOIO CHHIIPOMA B ITOCIICONIEPAIIMOHHOM TIEPUOIE
M TOcie aKkToB JedeKaluu. OJTO CHIDKCHHE OOJM IO03BOJISIET YMEHBIIUTH IOTPEOHOCTh B HAPKOTHUYECKHUX
aHaIBreTUKaX M  CYHIECTBEHHO  YIy4YIIMTh  KAaueCcTBO JKM3HM  ManueHtoB. BeBogsl.  IIpuMeHenue
cUHKTEpOCOEperaronX ONepaTUBHBIX METOAOB B OCHOBHOH IpyIIie OTIMYAETCsl OT TPAJULHOHHBIX ONepanuii 1o
MCCEUEHHIO CBUINA C TIOCIEIYyIOMM INBOM C(HUHKTEpa, OOyciaBiuBas Ooiee KOPOTKHH IEpHOJ BpEMEHHOM
HeTpyaocnocoOHOCTH - 18,943,6 mHeilt o cpaBHeHMIO ¢ 32,7+4,6 qHAME; O6oiee O6IaroNpUsATHOE MOCIEONePAI[IOHHOE
TE€YEHHE C MEHBIIEH MHTEHCUBHOCTHIO OoneBoro cuuapoma - 1,6+0,3 mo mkane VAS B cpaBHeHuu ¢ 6,0+0,2 Gamna;
COKpaImieHne cpokoB rocrmurtamm3amuu - 10,1422 nus no cpaBHeHmio ¢ 17,4431 mguamu, u 6onee >¢pPeKTHBHYIO
MOCJICOTIEPAIMOHHYIO PeadMINTAIIMI0 TMAIMEHTOB. DTH (PAKTOPHI CYIMIECTBEHHO YIYYIIAIOT KadeCTBO XXU3HH IOCIE
OTIepaIMU U CIIOCOOCTBYIOT CHIKEHHIO (DMHAHCOBBIX 3aTpar I JOCTH)KEHHS YCIIEIIHBIX PE3YJIbTATOB JICUEHHS.
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TanKMKOTHUHT Makcaau: OKMaHHM KECHLIHMHI TEXHUK >KMXATJapHHU TaKOMWIIALITUPUIL OPKAJIH TYFpH

WYaKHUHT TpaHCCUHKTEp OKMamapu OynraHn OeMopiapHM JaBojialll HATW)KANAPUHM sIXINWam. TagkukoT
MaTepHaJUIapy Ba ycyiiapu. IIpocnektuB nquHaMuk ¢aon ypranum yuyH 105 Ta KIMHHK MabIyMOTIap TaHJIAHIH.
Vnap opacuma TYFpH WYAKHUHT TpaHCCUHKTEp OKMajapu Oymran Oemopmap ©Oop »am. bapua Oemopmnap
pexaNalITHPUITaHUACK Ollepalysl KWIMHIN Ba TaHJIaHTaH JaBOJIAII TAKTUKACUra Kapad MKKU Irypyxra OYIHHIu.
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BupnHum rypyx, Takkocialml T'ypyxura aHbaHaBHH ycyiuiap OwnaH okMmanap oim0 tannianraH 56 (53,3%) Gemop
kupau. UxkuHum, acocuid rypyxra 49 (46,7%) Oemop kuputwiran OyiauO, ynapaa okMaHu Oaprapad sTumiia
MoIupHKaNHUATIaHTaH acoobmap EpaaMuaa KappoxXIHK aMaIuETH aMaira omupuiarad. TaakukoT Hatmwkagapu. LIFT
ycynmu OminaH MoAM(WKAIMSUIAHTAH YTKasrHaiaap EpaaMuia Ba aHa COUHKTEPUHHUHT MYIIAK TOJAlApHTa 3apap
eTKa3MaclIaH OakapriraH >KappoXJIMK aManuéThaa OeMopiapAa olepanusaaH KeHHHTH naBpaa Ba Aedexanms
XapakaTiapuIaH KeHWH OFpUK JapakacH Ce3mwIapid Aapaxkana macaiinn. OFpuUKHUHT Oy KaMalWIIu HapKOTHK
aHaIreTUKIapra OynraH SXTUEXHM KaMaWTHpand Ba OeMoOpiapHMHT Xa€r cudaTHHU ce3wiapid JAapaxasa
axuiaian. Xynoca. Acocuil rypyxia cHUHKTEp CaKJIOBYH JKapPOXJIMK ycyJulapuaaH (OoHTaIaHUII OKMaHU OYHMIII
YYyH aHbaHaBUH YCyljgap Ba KEWHMHIM COHUHKTEpHH THKHUII ONepaunusulapuiaH KecKWH ¢apk Kuiagw, Oy aca
BaKTHHYAIMK HOTMPOHIMKHUHT 18,9+3,6 xyH Ounan 32,7+4,6 KyH COJMINTHUpPraHaa KUCKAPOK JaBPHHH KEITUPUO
ynkapaan; VAS mxkanacu 6yitmga 1,6+0,3 6mman 6,0+0,2 comumrrpragia oFpyuK CHHIPOMUHUHT TTACT HHTCHCHUBIIATH
OmyaH omepanusgaH KEHHHTH JaBp SHama WKOOWH KEYHWIIMHMA TabMHUHJIAWIN, KacalxXOHara ETKM3HII BaKTHHU
10,142,2 xyn O6mnan 17,443,1 comumTHprania KUCKapTUpaIy Ba OeMOpIIapHU olepanuigaH KeHUHTH peaOuInTanus
K 3()OEeKTUBIATHHN Omupaand. Ymly oMHuIap olepanusgaH KeHWHrH Xaér cUpaTWHU Ce3WyIapid Japakana
AXIIMIaiaM Ba MyBad(GakusTIIN JaBOJAHUII HATHO)KAJIAPUTa SPUILULI YIYH MOJIMSIBUN XapaKaTJIapHU KaMalTHpHUIITa
&pmam Oepaiu.

Relevance of the study. A variety of studies and meta-analyses indicate that there is no sin-
gle standard that fully guarantees the successful treatment of complex rectal fistulas, especially in
transsphincteric forms [2, 5]. Traditional surgeries, although usually leading to recovery in most
patients, are often accompanied by traumatic effects on the anal sphincter, which stimulates the
search for new methods of intervention [1, 4]. Among the traditional methods, the technique of
fistula excision with closure of the internal fistulous opening with a rectal wall flap or a skin-anal
flap is considered to be the gentlest for the patient [3, 5, 7]. This method helps to reduce the risk of
anal incontinence and deformity of the anus after surgery [2, 3, 6]. However, even this technique,
according to various authors, is associated with a high incidence of mild anal sphincter insufficien-
cy, reaching 30-38%.

Purpose of the study is to improve the results of treatment of patients with transsphincteric
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 multidiscipli-
nary clinic of Samarkand State Medical University in the period from 2018 to 2023. 105 cases
were selected for the prospective dynamic active study. Among them were patients with
transsphincteric fistulas of the rectum. All patients were operated on routinely and, depending on
the chosen treatment tactics, divided into two groups. The first group, the Control group, included
56 (53.3%) patients who had their fistulas excised using traditional methods. The second group,
the main group, included 49 (46.7%) patients in whom fistula dissection was performed using
modified instruments. Patients in the main group with transsphincteric fistulae underwent LIFT
(Ligation of Intersphincteric Fistula Tract, i.e., ligation of the fistula tract in the intersphincteric
space) with the elimination of the internal opening of the fistula at its base after turning it inside
out into the rectal lumen. For this purpose, a modified button probe with an olive or a flexible cy-
lindrical guide with an olive was used in case of a tortuous fistulous passage. In the presence of
purulent accumulations in the pararectal tissue, in addition to excision of the fistula, we performed
dissection, scraping of the walls of the purulent cavity, washing with antiseptics and drainage of
the residual cavity. The average age of the patients in this group was 45.3 + 7.1 years.

Technical aspects. The operation was performed under spinal, epidural or combined anes-
thesia. The patient was placed on the operating table on his back with his legs bent at the knee and
hip joints on special supports. The lumen of the rectum and the surgical field were treated with an
alcoholic iodine solution. After standard diagnostic procedures, such as staining the fistula passage
with a methylene blue solution and examining the fistula passage with a button probe, the exact
location of the internal fistula opening was determined. An important stage of the operation was to
carry a button probe through the entire fistula passage, since the probe served as a guide for the
correct location of the fistula and to prevent damage to the wall of the fistula passage during its
mobilization in the intersphincter space. A flexible cylindrical conductor developed by us was
used for patients with branched and sinuous fistula passages. The intersphincter sulcus was palpat-
ed in the projection of the internal fistula. A semilunar incision 1.5-2.0 cm long was made along
the furrow. (Fig. 1).

Then the edges of the wound from the inner and outer sphincters were captured with Alice
clamps or separated with blunt hooks like Farabeuf hooks. Using electrocoagulation and acute dis-
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section, the tissues were carefully delaminated between the
outer surface of the inner sphincter and the inner surface of
the outer sphincter. At the same time, the surgeon was con-
stantly guided by the location of a button-shaped probe or
a flexible conductor inserted into the fistula. When the area
of the fistula passage was reached, tissues above and be-
hind the fistula were separated using an electrocoagulator
and a blunt dissection using a dissector. Bypassing the fis-
tula canal, the dissector was carried out behind it and re-
moved into the wound from the opposite side (Fig. 2a).

A part of the fistula was carefully isolated in the in-
tersphincter space, avoiding damage to the muscle fibers of
the anal pulp. Then, with the help of a dissector, the liga- .
ture was brought under the fistula. The inserted conductor
was pulled through the external fistula opening to the in-
tersphincter space, and after ligation of the distal part at the
level of the recess of the rod, the fistula passage was tied
with a ligature. When the probe was pulled back, the olive
fixed the mucous membrane of the fistula and pulled it into
the lumen of the rectum, thus the proximal part of the fistu-
la turned into the lumen of the rectum. The fistula was cut off at the very base after stitching and
bandaging (Fig. 2 b, ¢). It should be noted that the operation was performed without traumatization
of the anal sphincter.

After ligation and crossing of the fistula, a sample was performed with the introduction of a
methylene blue solution through the external fistula opening. When the stroke was sealed, the dye
did not penetrate into the wound, but completely flowed back through the external fistula opening.
If the tightness was insufficient, the dye began to flow into the wound. However, this was not a
criterion for the unreliability of the operation, since it is more important to ensure the tightness of
the fistula stump in the area of the internal sphincter. In case the dye got into the wound, the
stumps of the fistula were additionally immersed in separate sutures with vicryl 2-0 with the cap-
ture of the external sphincter. The walls of the peripheral part of the fistula, in the absence of con-

#
Fig. 1. A button probe is passed through
the fistula passage. A semilunar incision
was made along the intersphincter sulcus
2 cm long in the projection of the loca-
tion of the internal fistula opening.
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Fig. 2. Transsphincteric fistula of the rectum (deep
portion of the sphincter): a. - a probe was passed
through the fistula passage. A part of the fistula in
the intersphincter space is isolated from tissues, a
dissector is carried out under the fistula passage and
removed from the opposite side, b. - the fistula pas-
sage is ligated near the external sphincter, c. — pull-
b ing the proximal part of the fistula passage into the
i lumen of the rectum into exile, at the very base the
fistula is bandaged and cut off-

wd
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Fig. 3. Patient L. 47 years old. I/b No.7534-22g. Diagnosis: posterior transsphincter fistula of the rec-
tum (superficial portion of the sphincter). The position on the table is like for a lithotomy. Ligation of the
fistula passage in the intersphincter space (LIFT) was performed. The peripheral part of the fistula is
scraped through the external fistula opening with a Volkmann spoon. A latex graduate is installed be-
tween the sutures in the wound, providing drainage of the wound.

gestion in the pararectal tissues, were scraped through the external fistula opening using a
Volkmann spoon. With a deep location of the fistula passage and an extended wound, a latex
drainage was installed in the intersphincter space between the sutures. If there was no inflammato-
ry process and abundant discharge, the drainage was removed after 3-5 days (Fig. 3).

In transsphincter fistulas with purulent cavities in the pararectal cellular spaces, the fistula
passage was also crossed in the intersphincter space (LIFT). In addition, the walls of the purulent
cavity were opened and scraped, it was washed with antiseptics and the remaining cavity was
drained. The operation is radical and simple in technique, since the fistula passage is completely
excised and the internal opening of the fistula is eliminated. The wound heals quickly, which
shortens the postoperative period and reduces the length of hospital stay.

The results of the study. In patients who underwent LIFT surgery using modified conduc-
tors and without disruption of the muscle fibers of the anal pulp, there was a significant decrease in
the level of pain in the postoperative period and after acts of defecation. This reduction in pain re-
duces the need for narcotic analgesics and significantly improves the quality of life of patients.
During the first two days after surgery, patients in the main group had daily aseptic bandages
changed in the perianal area, after which daily dressings were no longer required. This made it
possible to reduce the burden on medical personnel and reduce the consumption of dressing mate-
rial. In the Control group, daily bandages were performed with periodic tightening of the ligature
every 4-5 days before its removal.

In the postoperative period, patients of the main group were given the opportunity to receive
pain relief on demand using the non-narcotic drug Ketorol. In most cases (76.9%), it was 2 ml
twice a day for the first two days after surgery. In the Control group, patients were prescribed the
narcotic drug Promedol for the first day after surgery, 1 ml three times a day.

The low invasiveness of surgery using modified conductors without damaging the muscle
fibers of the anal sphincter had a significant impact on the length of stay of patients in the hospital.

1 table.
Results of surgical treatment of patients with rectal fistulas in the early postoperative period.
Indicators Main group (n=78) Control group (n=56)
. . . 10,1£2,2 17,4£3,1
Average duration of inpatient treatment <0.03
. 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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On average, patients of the main group spent 10.1+2.2 days in the hospital (the preoperative period
was 3.2+ 3.2 days, the postoperative period was 7+ 1.9 days). The duration of inpatient treatment
was determined by the need for a comprehensive examination, including fistulography, ultrasound
examination of the rectum and pararectal tissue, as well as magnetic resonance imaging. After the
introduction of a new algorithm for 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 aver-
age length of hospital stay was 17.4£3.1 days (preoperative period - 5.3+3.1 days, postoperative -
11.4£2.2 days) (p<0.05) (Table 1).

Conclusions: The developed innovations in the technical aspects of surgical treatment of
patients with transsphincter rectal fistulas led to an improvement in the standards of medical care,
reducing the frequency of immediate postoperative complications from 8.9% to 2.0%. The use of a
modified button probe and a flexible cylindrical conductor in the surgical treatment of transsphinc-
ter rectal fistulas not only simplifies the process of technical implementation, but also prevents
damage to the muscle fibers of the anal pulp. In addition, this method requires less time for sur-
gery - 44.2+ 5.1 minutes compared to 80.5+ 7.3 minutes. The use of sphincter-sparing surgical
methods in the main group differs from traditional operations for excision of the fistula followed
by suture of the sphincter, causing a shorter period of temporary disability - 18.9+£3.6 days com-
pared with 32.7+4.6 days; a more favorable postoperative course with a lower intensity of pain
syndrome - 1.6+ 0.3 on the VAS scale compared with 6.0 + 0.2 reduction of hospitalization time -
10.1 + 2.2 days compared to 17.4+ 3.1 days, and more effective postoperative rehabilitation of pa-
tients. These factors significantly improve the quality of life after surgery and contribute to reduc-
ing financial costs to achieve successful treatment results.
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