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B cTtatbe npvBeaeH OnbIT UCMONb30BaHUS NanapoCKONMYECKNX METOOOB XUPYPrMYeckoro neve-
HWS KonopekTansHoro paka y 30 naumeHToB. [NpoaHanuampoBaHO COCTOSIHME OHKONOrMYeckux 6onb-
HbIX No cTagusiM 3aborneBaHusi, nokanuaayumn onyxorner 1 MeToaukam ornepaTVBHbLIX BMELLATENbCTB.
[okasaHo, 4YTO Npu KONOPEKTaNbHOM pake NnanapockonuMyeckme onepauun sSBnsoTCs anbTepHaTUBOM
TPaaWLMOHHBIM XUPYPrMYECKUM BMELLATENbCTBAM U MOTYT ObITb BbINOMHEHbI B a4eKBaTHOM obbeme.
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Introduction. Laparoscopic technology for colorectal cancer allows the surgeon to use new, more
sophisticated methods of operation. At the same time one often have to prove the need for laparo-
scopic technologies or their combination with conventional surgical techniques in a single transaction.

Objective. To share our experience with laparoscopic techniques for surgical treatment of CRC.

Materials and methods. Since 2011 30 patients with tumors of colon and rectum have been
operated by laparoscopic technology. Among them women — 11, men — 19. Age of cancer pa-
tients ranged from 32 to 68 and averaged (59.0+8.7) years (p<0.05), dominated in elderly people:
14 patients were over 60 years.

Results. We have used these techniques of laparoscopic surgery: radical: right side hemocol-
ectomy — 7 patients (23.3%) by high performance right-perianal incision, followed by withdrawal of
the drug mobilized and further resection of the right half of colon tumor formation and ileotransver-
soanastomosis bifariamous hand stitch indulgent vicryl threads.

Discussion. For adequate laparoscopic operation on the large colon and rectum cancer (pro-
vided technical operability) one must consider compliance with these basic principles. Regardless
of stage of disease and the nature of tumor growth it was carried out: a full selection of great ves-
sels with displacement of tissue from lymph nodes in the direction of the drug, tissue above the
lymph collectors isolated individual sections for separation of lymphatic vessels and interrupt tract
metastasis; necessarily performed lymphadenectomy (aorto-femoral).

Conclusions. Favorable results of laparoscopic operations for colorectal cancer are associated
with low traumatic interventions. Laparoscopic colorectal cancer surgery is an alternative to tradi-
tional operations and can be made in adequate volume. Laparoscopic intervention in colorectal cancer
patients reduce length of stay in hospital and in the manual mode of formation of anastomosis —
are more economically feasible.

Key words: oncology, colorectal cancer, laparoscopic technologies.

Introduction

Colon cancer and rectal tu-
mor are real scourges of mod-
ern industrialized countries.
Among older people in some
cases it falls to the second place
of cancer patients.

The concept of colorectal can-
cer (CRC) in modern medicine
brings together different in form
and structure, and localization of
malignant epithelial tumors of
the intestine and, in fact, the anal
canal. It is equally related tumors
of the colon (“colon”) and tumors
of the rectum (“rectum”), and the
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most malignant in their course
are adenocarcinoma of the co-
lon and sigmoid colon adenocar-
cinoma.

Ukraine has registered an
average prevalence of CRC,
which is 36.5 new cases per
100 thousand population an-
nually. CRC is the second by
prevailence malignant tumor in
men (after bronchopulmonary
cancer) and the third in women
(after bronchopulmonary cancer
and tumors of the breast). Eve-
ry year in Ukraine 15—17 thou-
sand new cases of CRC and
about 8 thousand people die.

50 —

[ aamman

TEmrT  SEmea Tmaa

———

CRC is revealed frequently in
the later stages — frequency of
detection of 3—4th stage is 70%
of all cases [1].

Surgical treatment of diseas-
es of the colon is one of the most
difficult problems of Coloproctol-
ogy. Improvement of methods of
surgical treatment of colon
cancer associated with a wide la-
parotomy does not reduce the
frequency of postoperative com-
plications, which sometimes
reaches 20% [2—4]. The risk of
wound and intra-postoperative
complications with equal pro-
bability limits of radical surgery
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in frail and elderly patients,
which significantly affects the im-
mediate results of treatment, of-
ten leading to disability. There-
fore, the use of laparoscopic
surgery for CRC can significant-
ly reduce the incidence of post-
operative complications, and in-
jury and improve operating re-
sults of treatment. Rapid intro-
duction of revolutionary technol-
ogies in laparoscopic surgery
over the past decade has great-
ly enhance the classical surgery
in the treatment of colorectal
cancer. Now it is not questioned
advisability of different kinds of
sphincter-preserving surgery.
Laparoscopic technology for colo-
rectal cancer allows the surgeon
to use new, more sophisticated
methods of operation. At the same
time we often have to prove the
need for laparoscopic technolo-
gies or their combination with con-
ventional surgical techniques in a
single transaction [5-8].

Objective. To share our ex-
perience with laparoscopic tech-
niques for surgical treatment of
CRC.

Materials and Methods

Since 2011, 30 patients with
colon and rectum tumors were
operated with laparoscopic tech-
nology: women — 11, men —
19. Cancer patients age ranged
from 32 to 68 and averaged
(59.0+8.7) years (p<0.05), dom-
inated in aged and elderly pa-
tients: 14 patients over 60 years.
Among operated patients are
men — 63.3%.

Tumor localized in the blind
and ascending colon — in 7
(23.3%) cases, in the sigmoid —
11 (36.6%) and in the rectum —
12 (40%) cases.

Distribution of patients ac-
cording to stage of disease was
responsible pathohistological
classification of TNM, developed
by the International Committee
Anticancer Association in 1997
(Table 1).

The predominance of patients
with Il stage of CRC is associat-
ed with targeted screening the
patients to prevent complications

P

in stages of initial set of opera-
tional experience.

Patients with IV stage of dis-
ease were performed to palliative
operation in order to eliminate ef-
fects of intestinal obstruction.

Preoperative evaluation of
patients was carried out by
standard methods using endo-
scopic study of gastric and co-
lon irrigoscopy, ultrasound or CT
studies of the abdomen, X-ray
examination of the chest, and
generally accepted clinical and
laboratory blood and urine.

Results

We have used the following
techniques of laparoscopic sur-
gery. Radical: right side hemo-
colectomy — 7 (23.3%) patients
by high performance right-peri-
anal incision, followed by with-
drawal of the drug mobilized and
further resection of the right half
of colon tumor formation and
ileotransversoanastomosis bifa-
riamous hand stitch indulgent
vicryl threads.

There have been performed
7 (23.3%) sigmoid colon resec-
tions by execution of left-oblique
incision in the left iliac region and
7 (23.3%) laparoscopic anterior
resection of the rectum. It was
used a circular suturing device
Ethicon Endosurgery CDH-29.

The transition from laparo-
scopic to open surgery option
(conversion) was performed in
2 (6.6%) cases, the reasons were
large tumor size, tumor went out
the limits of the colon wall. The
operation was completed by tra-
ditional laparotomic access.

7 patients with IV stage of
CRC with metastatic lesions of
the liver or peritoneal carcinoma-
tosis with symptoms of chronic
intestinal obstruction were ope-
rated. All patients were with tu-
mors localized in the left half, or
rectum. This contingent was per-
formed colostomy formation of
additional metastases biopsy liv-
er (3—10%) and peritoneum (2—
6.6%).

Due to a relatively short pe-
riod of observation, we did not
have laparoscopic surgery for
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cancer of the transverse colon
and descending colon.

Discussion

For adequate laparoscopic
operation on the large colon and
rectum cancer (provided techni-
cal operability) must consider
compliance with these basic
principles. Regardless of stage
of disease and the nature of tu-
mor growth it was carried out: a
full selection of great vessels
with displacement of tissue from
lymph nodes in the direction of
the specimen, tissue above the
lymph collectors isolated individ-
ual sections for separation of
lymphatic vessels and interrupt
metastasis way; necessarily
performed lymphadenectomy
(aorto-femoral).

Duration of surgery was
(187.0£5.2) min, intraoperative
blood loss — (150£10) ml.

Restoration of peristalsis af-
ter laparoscopic surgery oc-
curred in 2.1 days, independent
stool appeared to 3—4-day of the
postoperative period. At the
same time need in analgesics
significantly decreased, some
patients began to walk in a day
after surgery.

Observations have shown
that laparoscopic surgery half re-
duces the stay of patients in hos-
pital, the average duration of
treatment was (6.1+1.3) days.

Complications and deaths af-
ter laparoscopic surgery are not
observed.

Conclusions

1. Favorable results of lapa-
roscopic operations for colorec-
tal cancer are associated with
low traumatic interventions.

Table 1
Distribution of
Patients According to
Disease Stage, abs.

Stage Men | Women
1. T1.2 NoMg 8 5
2. T34 NoM, 4 3
3. Ty4 N4M, 2 1
4. T4 N,M, 5 2
Total 19 11
51



2. Laparoscopy in colorectal
cancer surgery is an alternative
to traditional operations and can
be made in adequate volume.

3. Laparoscopic intervention
in colorectal cancer patients re-
duce length of stay in hospital
and in the manual mode of anas-
tomosis formation are more ex-
pedient economically.
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CPABHUTEJNIbHAA XAPAKTEPUCTUKA QPDOEKTUBHOCTU PA3JINYHLIX METOOOB
OMNEPATMBHOIO U KOHCEPBATUBHOIO NIEYEHUA BHEMATOYHOW BEEPEMEHHOCTU

TepHonosnbckuli 20cydapcmeeHHbIl MeduyuHcKul yHueepcumem um. M. 5. Nopbayesckoeo,

TepHoronb, YkpauHa,

TepHoronbckas 2opodckas KnuHu4deckas 6onbHuya Ne 2, TepHonosnb, YkpauHa

M3yuyeHbl 166 nctopuii 6onesHer naymMeHToB C BHEMATOYHOM 6epeMeHHOCTbI0. ViccnenoBaHa ago-
(PEKTMBHOCTb Pa3nmyHbiX METOLOB ONEPaTUBHOIO U KOHCEPBATUBHOMO NIe4YeHUs BHeMaTovHon Gepe-
MeHHOCTU. MonyyeHHble pe3ynbTaThl yoeauTenbHO CBUAETENLCTBYIOT O NPENMYLLECTBE NPUMEHEHNS
no nokasaHWsiM NanapoCKOMNMYECKOro AOCTyMNa Mpu fevYeHnn HapyLleHHow TpyOHon GepeMeHHOCTH,
YTO NO3BOMSIET PEKOMEHAOBATb €ro kak MeTon Bblbopa. MeTon KOHCEPBATUBHOMO NeYeHnsa nporpec-
cupytoLlert TpyOHo 6epeMEHHOCTM C UCMOMNb30BaHNEM METOTpPEKCaTa NO3BOJSIET COXPaHUTbL aHaTo-
MUYECKYH U (DYHKLMOHAbHYI LLeNOCTHOCTb MaTO4YHOM TpyObl B 72,5 % cny4aes.

KniouyeBble cnoBa: BHemaTovyHasa 6epeMeHHOCTb, METOTPEKCaT, KOHCEPBATMBHOE M ONepaTMBHOE

neyeHue.
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