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Gerb. kolegos,

Labai malonu pﬂwez'/einti visus susirinkusius j VI Lietuvos koloproktolo-

2y dmugz]os suvagiavimg, kuris, kaip jprasta, rengiamas kas treji metai. Sj
-_— | kartg suvaZiavimas vyksta viesbutyje, pro kurio langus atsiveria nuostabi
panorama i sengji Vilniy. Reikia tiketis, jog Sis nuostabus vaizdas neblaskys
darbinés suvagiavimo atmosferos.
' Kiekvieng kartg, kai prabéga tam tikras laiko tarpas, kuri pagymi jvy-
_— . kiai, tam tikros datos — ar Zmogaus, ar Salies, ar draugijos gyvenime — Siek
tiek sustoji ir trumpam susimgstai, koks tas etapas buvo, kuo jis reikSmingas,
kuo sektinas, kas taisytina, kaip planuoti ateiti. Kas gi joyko per pastaruo-
| stus trejus metus miisy draugijos gyvenime?

Visy pirma reikeéty pasakyti, kad ir toliau didéjo miisy draugijos nariy
gretos, o norinciyjy 15 jos isstoti nebuvo. Tai rodo, jog Lietuvoje daugéja
besidominciy koloproktologija, ir misy draugija tampa vis patrauklesné. Ji
yra tikrai pati aktyviausia chirurgijos draugija miisy Salyje. Kaip ir visuo-
met, buvo rengiami tarptautiniai renginiai Vilniuje ir Kaune, i kurivos suvaZinodavo gausus birys tiek draugijos
nariy, tiek /eo/oproktologija besidominanciy gydytojy. Pagymécian, jog pamazu milsy specialybés padangéje formuo-
Jasi Stripolis” — pagaliau émé vykti ir patmuk[us renginiai Klaipédoje, § kurinos vykome su didelin susidomejimu.
Salia seny tradicijy per pastargji draugijos gyvenimo tarpsng radosi naujas bendravimo biidas — wm’zmzmzcyz sutari-
mo (Consensus) susirinkimai, kurinos net du tradiciskai rengéme Dainavos kraste — vis grazéjancivose Druskinin-
kuose. Tai rodo, kad jvairiy miesty, universitety, chirurgijos ,mokykly atstovai geba dalytis patirtimi, konstrukty-
viai diskutuoti ir prieiti prie bendry iSvady, kurias siiilo kitiems Lietuvos chirurgams.

Tarptautinius koloproktologijos renginius pagvairino Mayo klinikos dienos Lietuvoje, ypac iskiliy koloproktologijos
asmenybiy — profesoriy Stanley M. Goldbergo i JAV ir Johno Nichollso is Jungtinés Karalystés apsilankymai, legen-
dinio angly profesoriaus Billo Healdo demonstracinés operacijos ir paskaitos. Vis daugiau miisy draugijos nariy
papildo tarptautiniy koloproktology draugijy gretas, keli jtraukti ir § Siy draugijy valdybas. Tarptauting miisy drau-
gijos pripaginimg aiSkiai rodo tai, jog Sio suvagiavimo metu pirmq kartq rengiama speciali vienintelés pasaulinés
miisy specialybés draugijos International Society of University Colon and Rectal Surgeons sesija. Joje pranesimus
skaitys Zymiis profesoriai net iS trijy Zemyny — Europos, Amerikos ir Azijos.

Daug nuveikta ir praktinéje, kasdienéje koloproktologijoje: ne vienoje Lietuvos ligoninéje jdiegta nauja hemorojaus
operacinio gydymo metodika, vis dagniau storosios Zarnos operacijos atlickamos laparoskopiskai, pirmg kartq Lietuvo-
Jje panaudotas gana naujas iSradimas — iSanges fistulés kamstis. Vis geriau diagnozuojame ir gydome funkcines storo-
sios Zarnos ligas — viduriy uzkietéjima, defekacijos sutrikimus, ismaty nelaikyma.

Nemaza laiko prabégo nuo steigiamojo Lietuvos koloproktology draugijos susirinkimo 1991 metais, kuris vyko
netrukus po Nepriklausomybés atkirimo. Tuomet jauna draugija nugygiavo tikrai ilgg ir vaisingg kelig. Lietuvos
koloproktology draugijos VI suvaziavimo proga noriu visiems miisy draugijos nariams pa/in/eéti dideliy laiméjimy
vystant nelengvg miisy sritj, tiksliy dzagnozz:;, sekmmgo konserwztywzm ar chirurginio gydymo ir — kas labai svarbu —
geros sveikatos, nesenkancios energijos, sekmés asmeniniame gyvenime, darbingos, kolegiskos ir kiirybinés atmosferos
kiekvienoje darbo vietoje.

Pagarbiai
doc. habil. dr. Narimantas Evaldas Samalaviéius,
Lietuvos koloproktology draugijos prezidentas,
Vilniaus universiteto Onkologijos instituto Chirurgijos klinikos vadovas
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1

Lower gastrointestinal bleeding
Indru T. Khubchandani

Professor of Surgery, Penn State University at Hershey, Adjunct
Professor of Surgery, Drexel University at Hahneman, Philadelphia,
Allentown, Pa, USA

Lower gastrointestinal bleeding accounts for 1-2% of acute
(ICU) hospital admissions. The source is colonic in 87-95%
of the patients, and 80% of these patients bleeding is
spontaneous. The mortality is 5-12% and increases to 40%
if there is recurrent or persistent bleeding.

Definition: massive lower gastrointestinal bleeding is any
bleeding which requires more than 3-5 units of blood
transfusions during 24 hours to maintain hemodynamic
stability. Any bleeding distal to the ligament of Treitz is
classified as lower gastrointestinal bleeding.

Differential diagnosis: diverticulosis, angiodysplasia,
neoplasm, polyps, inflammatory disorders, Crohn’s disease,
ulcerative colitis, infectious diseases, radiation induced
disorders, anorectal conditions, colonic varices, vasculitis,
ischemic colitis, bleeding disorders, medications.

Diverticulosis: diverticulosis is the most common cause
of massive lower GI bleeding. It is caused by erosion of the wall
of the diverticulum into a nearby vessel (vasa recta), and often a
small fecalith can be noted in the vicinity. Diverticulosis is
prevalent in 50% of patients over 50 years of age in the United
States. Of those, 17% will experience bleeding. 70-80% of those
will resolve spontaneously, and 25-30% will rebleed. The timing
of rebleeding is 9% at the first year, 10% at two years, 19% at
three years and 25% at four years. 50% of these will bleed a
third time and will require surgery. The diagnosis may be
performed by a red blood cell scan and angiography.

Role of colonoscopy: colonoscopy is a relatively less useful
tool for the diagnosis of GI bleeding. The intervention is
difficult and time-consuming, and the visualization is often
poor. One may visualize an adherent clot, a nonbleeding visible
vessel or an actively bleeding vessel with arterial spurting. The
therapeutic intervention with a colonoscope is sometimes
valuable.

Urgent colonoscopy: it is performed in patients who are
hemodynamically stable with mild to moderate bleeding. In
an inpatient setting, colonic cleansing may be performed with
Golytely or other substitutes over a two-hour period. The
bleeding site may be identified in 76-90% of the patients and
the procedure may be diagnostic and / or therapeutic.
Rebleeding occurs in 1-5% of patients. The procedure has a
complication rate of less than 1%.

Thermal intervention: electrocoagulation, laser
photocoagulation and heater probe coagulation are the
available tools.

Non-thermal intervention: epinephrine injection in the area,
injection of alcohol, or injection of sodium Morrhuate may help
stop the bleeding. Application of hemoclip to the blood vessel
and application of Fibrin sealant are other useful tools.

Arteriovenous malformation: AVM is also called by other
names, such as vascular ectasia, angiodysplasia or hemangioma.
It accounts for 15% of all massive bleedings and is a common
cause of lower GI bleeding in elderly patients. The etiology of
the bleeding is intermittent low-grade obstruction of submucosal
veins as they penetrate the muscular layer of the bowel. The
location of AVM is predominantly right-colon and is subdivided
into three types: Type 1, Type 2, and Type 3. AVMs are often
associated with aortic stenosis and the bleeding usually stops
spontaneously but may recur in 85-90% of cases. The treatment
options are either endoscopic intervention, angiography or
surgical excision of a segment of the bowel.

Neoplasms: in the colon and rectal neoplasm, the bleeding
is usually occult and the patient presents with anemia and
associated symptoms of fatigue. 15-33% of colorectal
neoplasms will present as massive lower GI bleeding. It also
accounts for post-polypectomy bleeding which occurs in 1%
of cases. The early postpolypectomy bleeding is due to
inadequate cauterization or falling off of the coagulum (scab)
with delayed bleeding. The treatment options are conservative
management, reapplication of electrocautery snare if there is
a pedicle left, application of a hemoclip or applying direct
pressure. In the late postpolypectomy bleeding, there is
presence of necrotic tissue at the base of the polypectomy site.
Intervention through a colonoscope with injection of
epinephrine or the use of thermal coagulation will help stop
the bleeding.

Colitis: there are three types of colitis which may result in
lower GI bleeding: ischemic colitis, infectious colitis, and
inflammatory bowel disease.

Ischemic colitis would present as a bloody diarrhea
following abdominal pain. The patient is ambulatory and
would usually walk into a health office. There are mild
abdominal symptoms, and there may be some leukocytosis.
The diagnosis is confirmed by a flat plate of the abdomen
showing thumb printing or endoscopic visualization of an
ischemic portion of the bowel with an abrupt cessation of the
process proximally and distally. The treatment is usually
expectant, and the bleeding will cease spontaneously.

Infectious colitis patients may present with hematochezia,
it is caused by the usual bacteria or viruses including E. cofs,
Salmonella, cytomegalic virus and histoplasmosis. The
treatment needs appropriate antibiotics.

Inflammatory bowel disease, which may present with
bloody diarrhea, will resolve with appropriate medication in
50% of the cases. In other cases where it may persist or recur,
the management is with steroids and immunosuppressive agents.
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Radiation proctitis: radiation proctitis is commonly caused
by pelvic radiation for cervical carcinoma and is more prevalent
now with radiation for prostatic carcinoma. It presents with
diarrhea, tenesmus and recurrent rectal bleeding. The diagnosis
is endoscopic with superficial ulceration and ecchymosis in the
distal 5-7 cm. The treatment options are rectal steroid or 5
ASA application with foam or suppositories, NSAIDs, sucralfate,
or short chain fatty acids. In more resistant cases Argon beam
laser application is helpful, as is heater probe application or
bipolar endoscopic probe applications. Local application of 3%
formalin solution is often useful. In rare resistant cases, a
diversion with a proximal sigmoid colostomy becomes necessary.

Anorectal disease: the etiology is hemorrhoidal and is the
most common cause of lower gastrointestinal bleeding in
outpatient setting. It may also be caused by an anal ulcer or
anal fissure. The treatment is conventional.

Small intestinal hemorrhage: this accounts for 3-5% of
all lower GI bleedings. It is difficult to localize and is caused
by angiodysplasia in 70-80% of cases. The other causes are
diverticulum, neoplasm, Crohn’s disease or aortoenteric fistula
presenting as a dramatic event. The diagnostic modality with
the availability of capsule endoscopy is helpful, also
enteroscopy, either by intubation or pushing.

Technetium-99m scintigraphy: the sulfur colloid had
been used in the past, but the RBCs labeled with Technetium-
99m are now used most frequently. It has a 97% sensitivity of
detection and a specificity of 85%. The positive predictive
value of a T-cell scan is 94% with a negative predictive value
of 92%. Angiography is a valuable tool after a presumptive
localization has been performed by T-cell scan.

Angiography: The lower gastrointestinal bleeding is
amenable to interventional radiology evaluation and treatment.
Elective vessel angiography may be performed after a
presumptive localization with T-cell scan. The success rate is
high, and the therapeutic intervention results depend on the
agents used.

Interarterial vasopressin: vasopressin is the agent most
commonly used for hemoconstriction. It has a long half-life
and has a success rate of 60-100%. In elderly patients, it has
a complication rate of 10-20% with a rebleeding rate of about
50%. The more recent techniques of use of microcatheters
and observation with continuing injection has helped achieve
better results.

Embolization: catheter embolization may be performed
with gelatin sponge, microcoils, polyvinyl alcohol or balloon.
The success rate is affected by the vessel tortuosity, arterial
spasm and the presence of collateral flow. The success rate is
defined as no bleeding within 30 days and is achieved in about
85% of the patients with bleeding due to diverticular disease
and 45% in patients with angiodysplasia. Meta-analysis of
lower GI bleeding treated with angiographic embolization in

25 published studies show that the diverticular disease treated
with embolization may have the best results was compared to
the other causes of bleeding,.

Angiographic complications: there is a risk of ischemic
colonic injury in 5-8%. In vasopressin therapy, the
complications are 0—10% with peripheral and / or myocardial
ischemic insult. There are resultant hypotension, dysthythmia,
mesenteric thrombosis, intestinal infarction, skin puncture site
complications and infusion into other sites. With
embolization, the complications are 1-15%, and are similar
with ischemia, infarction and puncture site complications.

Surgical options: in lower GI bleeding, the emergency
surgery is required in 10-25%. The indications for surgery
are: (1) hemodynamic instability, (2) clinical deterioration,
(3) persistent and recurrent bleeding, (4) transfusion
requirements greater than 6 units of packed red blood cells.

There is much debate on the extent of surgery necessary to
control lower GI bleeding. It largely depends on the ability to
be able to localize the bleeding site and that, again, will depend
on the facilities available at the institution. Historically, a
segmental resection was performed with left hemicolectomy
for diverticular disease and right hemicolectomy for
arteriovenous malformation. In the 1970s, the paradigm
shifted to subtotal colectomy. The mortality from segmental
resection is about 10% and is an appealing option with
appropriate localization studies. The rebleeding rate after
segmental resection is 14% if preoperative positive
angiographic localization has been obtained, and 42% if
preoperative negative angiographic localization has been
achieved. It is the authors’ personal choice to perform a total
abdominal colectomy for emergency surgery for lower GI
bleeding. The mortality is high and has been reported to be
22-27%. However, the rebleeding rate is low (less than 1%).

2

Squamous cell carcinoma of anal canal
Indru T. Khubchandani

Professor of Surgery, Penn State University at Hershey, Adjunct
Professor of Surgery, Drexel University at Hahneman, Philadelphia,
Allentown, Pa, USA

Squamous cell carcinoma of the anal canal is an uncommon
cancer with an incidence of 4,600 cases per year in the United
States in 2007 (Jemal et. al. CA Cancer Journal of Clin 2007).
It comprises 1.5% of all digestive disease disorders. The term
includes epidermoid carcinoma, basal cell carcinoma, Bowen’s
disease, cloacogenic carcinoma. The precancerous entity, anal
intraepithelial neoplasia, has been identified as a precursor. Anal
intraepithelial neoplasia begins as a low-grade entity,
progressing to high-grade neoplasia and eventually becoming a
full blown cancer. Its association with the HIV virus, progressing
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from the HPV virus has been noted with identifiable risk factors
parallel to cervical cancer.

These risk factors include: HPV, HIV, cervical cancer,
cervical intraepithelial neoplasia, STD (genital warts, 50%
homosexuals), cigarette smoking, anal receptive intercourse,
multiple sexual partners, immunosuppression.

The anatomical location of the lesions is most important
for classification and the treatment plan:

* Anal Canal Tumors: anorectal ring proximally to anal

verge distally

* Anal Verge: transition point where skin of anal margin

meets distal anal canal

* Anal Margin: skin within 5 cm of anal verge, hair

bearing, keratinized, stratified squamous epithelium.

The lymphatic drainage of the tumors below the anal verge is
towards the inguinal lymph nodes. The tumors above the anal
verge drain towards perirectal nodes, pelvic sidewall nodes and
iliac nodes. The lymph node involvement and the distant
metastases are similar to the classification for the adenocarcinoma
of the rectum.

Etiology: the risk factors have been mentioned above. The
identification of anal intraepithelial neoplasm is important.
The staging of anal squamous cell carcinoma, according to
the American Joint Commission and UICC, is:

e T1 less than 2 cm in size

e T22-5cm

* T3 greater than 5 cm

* T4 invasion to other organs.

The nodal and other metastases have a standard
classification.

Diagnosis of anal intraepithelial neoplasia: the diagnosis
may be made by a Pap smear (such as in cervical cancer), focused
anoscopy with magnification, acetic acid application or Lugol
solution application. The anal squamous cell carcinoma is best
diagnosed by a biopsy with a high level of suspicion for any atypical
anal fissure or anal ulcer. The lymph node involvement should
be checked for, and imaging studies, such as a CT scan, are useful
in staging the tumor. A biopsy of the palpable lymph nodes,
either with a fine needle or open, may be considered. The use of
the ultrasound is limited; it may be used when an advanced
penetration is suspected. The most important point is the location
of the tumor, vis-a-vis, the dentate line and the size of the tumor.

Treatment of anal intraepithelial neoplasia: (1)
observation, (2) topical 5% Imiquimod cream, (3) topical 5%
5 FU cream, (4) photodynamic therapy.

Targeted destruction may be employed. Wide local excision
with a 1 cm margin may leave behind a large defect requiring
plastic surgery reconstruction. Infrared coagulation has been
reported to be useful. The progression is inversely related to
the CD4 count, and if the count is less than 200 cells / ml, the
patients should be watched carefully.

Anal canal tumors: Nigro first reported, when 9 patients
underwent external beam radiation to the tumor bed, pelvic lymph
nodes and inguinal lymph nodes with 3,000 centigray and
Mitomycin C and 5-FU. Of the nine patients who were operated
on, six had no residual microscopic tumor. He concluded that
“APR might not be necessary if complete regression of cancer
follows chemoradiation and biopsy of the scar is negative”. Several
studies have been performed since with varying doses of radiation
in combination with other chemotherapeutic agents. The
consensus seems to be that the radiation dose should be high —as
much as 5,500 centigray. The Mitomycin C is a necessary
ingredient for chemotherapy. Other agents, such as Cisplatin, 5-
FU, Bleomycin, Vincristine, and Methotrexate, may be employed
in residual / recurrent cancers.

Poor prognosis:

* Diameter greater than 5 cm

* More than third of circumference

* Age over 55 years

* Advanced T-stage / muscle penetration

* Verrucous carcinoma with giant condyloma

* Buschke—Lowenstein tumor.

A failure of chemoradiation protocol has been reported.
10-15% of patients have a persistent residual disease at 6
months. Another 10-30% of the patients will recur at a later
date.

Abdominoperineal resection is required in the patients where
the protocol has failed. Some authors would recommend
additional chemoradiation before resorting to surgery. The five-
year survival after chemoradiation is 81%, with 76% living
without any evidence of disease and 86% being colostomy-free.
The five-year survival according to T stage is 87% for T1 and
T2 and 59% for T3 and T4. The salvage abdominoperineal
resection after failure of conservative treatment is satisfactory.
In one report on 36 patients, there were 15 immediate failures
and 21 recurrences; the crude 5-year survival was 31% in the
former and 48% in the latter.

There are radiation-induced injuries which may be severe
and disabling.

Treatment of anal margin squamous cell carcinoma:
these tumors comprise 15% of the incidence. T1 and
superficial T2 (less than 5 cm in diameter) without lymph
node metastases require a wide local excision with a 1 c¢m
margin. Primary closure and / or skin grafting may be used.
Larger and more severe tumors require abdominoperineal
resection. With local excision there is a high cure rate, in
particular if the lesions are less than 3 cm in diameter, well-
differentiated and superficial. For advanced anal margin
tumors, multimodality treatment may be used with 5-FU and
Mitomycin C, radiation therapy (45 centigray), radiation
implants, or surgical excision culminating in abdominoperineal
resection for a residual disease.
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Management of inguinal nodes:

Prophylactic groin dissection: (1) should not be
performed, (2) only 20% of anal margin squamous cell
carcinoma proceed to positive groin nodes.

Synchronous groin nodes: (1) prognosis poor, (2) rare 5-
year survivors.

The management includes exposure to the radiation.

Metachronous nodal involvement. (1) 10-20% (within
6 months), (2) treatment: chemoradiation therapy.

The inguinal node dissection should only be performed in a
persistent disease after chemoradiation therapy. Inguinal sentinel
lymph node biopsy for staging anal cancer has not been found
to be useful. Lymphoscintigraphy is not useful, either.

Summary:

* Not all anal pathologies are benign

* 1-2% of large bowel tumors are anal

¢ Make distinction between anal margin and canal

* Most margin tumors: local excision

* Most canal tumors: Nigro protocol

* Close follow-up.

Future directions:

*  Gene therapy: Antisense molecules directed against HPV

genes or promoters

* Immunotherapy: Directed against tumor specific

antigens

¢ Optimal mix of chemoradiation

* Decrease diagnostic delay.

Future consideration:

* Modify RT

* New drugs (sensitize RT)

* HPV drugs

* Platinum agents

* Cytologic screening.

3

A diverting stoma is not necessary when performing a
hand-sewn coloanal anastomosis for lower rectal cancer

Seung-Kook Sohn

Department of Surgery, College of Medicine, Yonsei University Health
System, Seoul, Korea

Abdominoperineal resection has been regarded as a standard
operation for advanced low rectal cancer. Recently, many
studies have demonstrated that preoperative concurrent
chemoradiotherapy (CCRT) improves local control and
increases the sphincter preservation rate through downstaging
and downsizing of tumor reporting. Preoperative CCRT
followed by hand-sewn coloanal anastomosis could be an
alternative surgical treatment for advanced low rectal cancer.
However, one of the issues to be cleared out is diverting stoma,
although the majority of authors have reported they create fecal
diversion when performing this surgical procedure.

It is still controversial which patients with rectal cancer would
benefit from defunctioning stoma. It is because we have few
prospective randomized studies; also, nonrandomized
multicenter studies or meta-analyses show conflicting results
due to the lack of the universally accepted definition of
anastomotic leakage, variation of surgical technique, and
difficulties with measurement of surgeon’s performance.
Considering the impact of defuntioning stoma on anastomotic
leakage, it is widely accepted that defunctioning stoma does
not reduce the rate but mitigate the severe consequences of
anatomotic leakage. Therefore, a selective use of defunctioning
stoma is recommended for high-risk patients rather than for
routine use. The risk factors for anastomotic leakage after rectal
cancer surgery that are presented consistently in most studies
are the male gender and low anastomosis.

We reviewed our data on 96 patients with lower rectal cancer,
who were treated by ultralow anterior resection with hand-sewn
coloanal anastomosis from January 1995 to December 2005.
No diverting stoma was made for all the patients. Preoperative
CCRT, anastomotic complications and treatment of anatomotic
complications were analysed. Fifty-one patients underwent
preoperative CCRT while 45 patients did not. Six out of 96
(6.1%) developed anastomotic complications, and three of them
were anastomotic dehiscences; 3 anastomotic stenoses,
1 anastomotic partial disruption, 1 retrorectal abscess and
1 rectovaginal fistula. All of the complications occurred for
patients with preoperative CCRT. All the patients with
anastomotic stenosis were managed by non-surgical treatment
such as Hegar dilation. Anastomotic partial disruption was
healed by conservative management with spontaneous drainage
and warm sitz and bath. A retrorectal abscess occurred six months
after the operation and was treated with debridement and
drainage with a seton procedure. The patient with rectovaginal
fistula underwent the second operation to take down the fistula
tract and make re-do hand-sewn coloanal anastomosis.

In our study, inspite of no diverting stoma created, the rate
of anastomotic complications following ultralow anterior
resection and hand-sewn coloanal anastomosis was comparable
to that of double stapled low anterior resection from other reports
or to that from many other studies which reported that 80 to
100% of patients had protective defuntioning stoma when
performing ultralow anterior resection and coloanal anatomosis.
In addition, all of the anastomotic dehiscences were a localized
perianal or perirectal inflammation rather than peritonitis
which requires laparotomy. Noteworthy, all of the anastomotic
complications occurred in patients with radiated rectal cancer.

We suggest that protective diverting stoma is not necessary
when performing ultralow anterior resection and hand-sewn
coloanal anasotmosis for the treatment of lower rectal cancer.
However, for patients with preoperatively radiated rectal cancer,
we have to make a safe anastomosis such as full mobilization of
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splenic flexure to get a sufficient length of the proximal colon
and to make tension-free anatomosis, proximal division of the
colon at the level of the non-radiated descending colon, and a
clear trimming of mesocolonic fat to be pulled atraumatically
through the narrow anal canal.
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Long-term oncologic results in patients with distal
rectal cancer treated by local excision with or without
postoperative adjuvant treatment

Seung-Kook Sohn

Department of Surgery, College of Medicine, Yonsei University Health
System, Seoul, Korea

Distal rectal cancer is a challenge to surgeons in that local control
and sphincter preservation should be taken into consideration
simultaneously. With conventional abdominoperineal resection
(APR), an acceptable local control rate could be achieved, but
permanent stoma and an increased possibility of sexual and urinary
dysfunction are inevitable. Moreover, the conventional radical
surgical approach spares adjuvant treatment for the early stage
disease, yet yields good oncologic outcomes.

Local excision (LE) is an alternative option for distal rectal
cancer in its early stages and removes tumor from the full-
thickness of the rectal wall with adequate margins. Most earlier
results have advocated the benefits of LE; with LE, sphincter-
sparing was feasible and a better quality of life was achieved.
Oncologic outcomes comparable to those of APR could also be
achieved with a cautious patient selection and the addition of
adjuvant therapy. However, recent studies are skeptical
concerning the oncologic validity of LE. Recent long-term results
that higher local recurrence rates and lower survival rates in the
patients who have undergone LE emphasize a strict patient
selection in order to obtain optimal results.

Possible regional lymph node metastasis is a major concern
in selecting patients for LE. The probability of lymph node
metastasis is reported to be 5-13% for pT1 cancer and over
20% for pT2 cancer. In addition, poor differentiation and
lymphovascular invasion on pathologic examination are known
to be associated with the risk of lymph node metastasis. This
high probability of lymph node metastasis directly projects into
the recurrence rate after LE. Without any additional treatment,
most authors report 3—18% of recurrence rate in pT'1 cancer
and 14-37% in pT2 cancer.

Some authors added postoperative chemoradiation or
radiation therapy to improve oncologic outcomes after LE,
especially for pT2 cancers. Results are, however, controversial so
far showing the recurrence rate of from 0% up to 40%. Preoperative
chemoradiation (preop-CRT) is nowadays accepted widely as a
standard option for distal rectal cancer. LE has been cautiously
performed for tumors shrunk after preop-CRT. Although there

are warning results concerning relatively poor oncologic outcomes,
recent results are favorable in that preoperative CRT might broaden
the indication of LE. Confirmative evidences, however, should be
made in well-designed multi-institutional clinical trials such as

ACOSOG-Z6041.
The YUHS experience

We have recently reviewed the long-term oncologic outcomes
after transanal excision of distal rectal cancer in two series from
different hospitals: one from the Severance Hospital and the
other from the Yongdong Severance Hospital, both of which
are managed by the Yonsei University Health System. The first
series from the Yondong Severance Hospital reviewed 35
consecutive patients with pT1 (N = 23) and pT2 (N = 12)
distal rectal cancer. No additional treatment such as pre- or
postoperative chemoradiation was given. With the median
follow-up of 66 months, 6 patients (17.1%) had local recurrence.
The 5-year local recurrence-free and 5-year disease-free survival
rates were 79.6% and 67.9% respectively. Upon the basis of
these observations, we concluded that local excision alone might
not be recommended as a standard procedure even for early
rectal cancer.

The other series from the Severance Hospital included 76
patients who underwent LE for distal rectal adenocarcinoma with
or without postoperative adjuvant treatment. Postoperative
pathologic examination revealed 10 cases of pT0 (where no
residual cancer cells remained), 11 cases of pTis, 37 cases of pT1,
16 cases of pT2 and 2 cases of pT3. Eleven out of 37 patients
with pT'1 tumors received adjuvant radiation therapy. Among
16 patients with pT2 tumor, seven undertook salvage operation
and eight received adjuvant chemoradiation therapy. During the
median follow-up of 84.9 months, local recurrence was observed
in three cases in pT1, one case in pT2 and one case in pT3.
Systemic recurrence occurred in two cases in pT'1 patients who
received adjuvant therapy, one case in pT2 who received salvage
operation and one case in pT'3 cancer. A simultaneous local and
systemic recurrence was found in a patient with pT'1 cancer who
had not received adjuvant therapy. The 5-year local recurrence-
free survival rate (LFS) was 89.4% in the pT'1 group and 75.0%
in the pT2 group (those who underwent salvage surgery were
excluded, p = 0.740). Among the patients with pT1 cancer, those
who received adjuvant radiation therapy demonstrated a
significantly higher 5-year LES of 100%, compared to those that
did not 83.8% (p = 0.030).

These data are consistent with those from the first series in
that even in pT'1, LE alone fails to demonstrate an acceptable
oncologic outcome. However, they also imply the oncologic
benefit of a combination of local excision and adjuvant radiation.
Furthermore, when considering an improved quality of life
resulting from sphincter-sparing, LE with adjuvant therapy
might have potential benefits over APR in pT1 patients.
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Laparoscopic or open surgery in the treatment
of rectal cancer

Eloy Espin Basany

Colorectal Surgery Unit, General Surgery Department,
Hospiral Vall d’Hebron, Universitar Autonoma de Barcelona, Spain

Introduction. Colorectal cancer is the third most common
cancer affecting persons in Europe. Low anterior resection (LAR)
with neoadjuvant treatment is the treatment of choice for a
great majority of rectal cancer patients and has achieved good
survival and local recurrence rates. Laparoscopy is a new
approach that has to be evaluated.

Objectives. To compare LAR and total mesorectal excision
(TME) laparoscopic versus open approach in the treatment of
rectal carcinoma patients.

Materials and methods. Comparative, retrospective, case-
control study of rectal cancer patients treated in our unit with a
LAR, TME and colorectal anastomoses between May 2005 and
November 2007. Patients treated by a laparoscopic approach
(LPC) (n = 43) have been compared with a historic series of
patients from the same time period treated by open surgery
(OS) (n = 43). Similarity variables were: demographics, tumour
localization, pathologic (mesorectum quality, number of nodes,
TNM stage, Duke’s classification), physiologic scores
(POSSUM, CR-POSSUM, ASA) and use of derivative
ileostomy. Variables to be compared were perioperative
morbidity, mortality, length of hospital stay and severity scores
from P-POSSUM and CR-POSSUM.

Results. No differences were found in the similarity variables.
Comparative analysis of global morbidity (LPC 19%, OS 37%),
reoperation rate (LPC 7%, OS 14%), surgical site infection
(LPC 9.6%, OS 9.6%), specific morbidity (surgical
complications) and mortality (LPC 0%, OS 5%) have not
shown significative differences between both groups. Hospital
stay (LPC 10.05, OS 15.14) and severity score (P-POSSUM)
(LPC 10.47, OS 11.12) were lower in the LPC group.

Conclusions. No differences have been found in global and
specific morbidity and mortality. Hospital stay was lower in
LPC than in OS. Severity scores were also lower in the LPC
than in OS patients. Patients in LPC group needed fewer blood
transfusions than did patients in the OS group.
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Virtual colonoscopy: impact of results
on surgical treatment
Eloy Espin Basany
Colorectal Surgery Unit, General Surgery Department,
Hospital Vall d’Hebron, Universitat Autonoma de Barcelona, Spain
Objective. Virtual colonoscopy (VC), also known as

computed tomography Colonography (CTC), is a non-invasive
test for the examination of the colon. The technique involves

thin-section computed tomography with three-dimensional
computer reconstructions to examine the colonic mucosa. One
accepted indication is an incomplete colonoscopy due to a
stenotic colonic neoplasm. The aim of this study was to evaluate
the impact of the result of the preoperative VC on the final
surgical treatment of patients with stenotic colonic neoplasms.

Methods. Seventy consecutive patients with stenotic
neoplasms distal to the splenic flexure were prospectively studied
by VC. The patient’s demographics, preoperative studies,
operative and postoperative data were prospectively recorded.
Surgeons were asked to determine a surgical decision in terms
of the surgical procedure before and after knowing the results
of the VC. These decisions were confronted, along with the
final surgical procedure. All patients underwent postoperative
colonoscopy to evaluate VC results.

Results. Seventy patients (53 male and 17 female) were
evaluated. Their mean age was 70 (range, 27-92). Primary
stenotic lesions during colonoscopy were found in descending
colon (17), sigmoid colon (24), recto-sigmoid junction (7)
and rectum (22). VC detected synchronic proximal neoplasms
in 8 patients and proximal colonic polyps in 10 cases.

In 10 of the 70 patients, a change in the surgical procedure
was decided, based on VC findings (14.28%) due to finding a
second colonic neoplasm (5), multiple polyps (4) or both (1).

Conclusions. For colorectal cancer stenotic lesions distal
to the splenic flexure, with an incomplete colon study, a
practical approach is to consider VC as a currently credible
alternative to barium enema, as it can be done at the same
time of preoperative workout, staging right after incomplete
colonoscopy (the colon is prepared and insufflated), with
minimal morbidity. This study will influence our surgical
strategy in almost 15% of our patients.
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Newer methods for the management of 3 and 4*
degree piles
Parvez Sheikh
President — Association of Colon & Rectal Surgeons of India
Vice President (Western India) — International Society of University

Colon & Rectal Surgeons, Vice President — Eurasian Colorectal
Technologies Association, Mumbai, India

The highly sensitive nature of anal mucosa and the painful
post-operative period after haemorrhoidectomy have been
responsible for the constant search for newer less invasive and
pain-free procedures for the management of 3™ and 4% degree
haemorrhoids.

The PPH procedure, advocated by Longo almost a decade
ago, has been highly successful the world over, since it was less
painful and allowed the patient to resume his normal activity
early. However, with a wider usage, more complications have
been reported. The most complications are preventable, but
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some like severe post-operative pain and spam are not predictable
and can cause a lot of anxiety both to the patient and the surgeon.

Morinaga’s doppler guided haemorrhoidal artery ligation
(HAL) is a relatively non-invasive procedure, but it did not
address the problem of prolapse. Subsequent addition of
mucopexy to this procedure enabled one to take care of the
prolapse. Since this procedure does not involve excision of any
tissue, the pain as well as the post-operative complication are
markedly less.

There have been very few papers comparing the results of
PPH versus HAL since the HAL is a recent procedure. Both
procedures lower the blood supply to the pile-bearing area and
do a “haemorrhoidopexy”. The main difference between the
two procedures, however, is the lower complications, less post-
operative pain and a very high patients’ satisfaction with HAL.
However, since HAL is a relatively new procedure, long-term
results are still awaited.
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The management of complex abdominal wounds
Kemal Deen MD MS FRCS

Professor of Surgery, University of Kelaniya Medical School,
Sri Lanka

The increasing complexity of intestinal resections, an
increase in high velocity motor vehicle accidents, particularly
in the developing world, and high velocity missile injuries

have contributed to our understanding of the nature of the
abdominal compartment syndrome, the management of the
open abdomen and to improving the survival of patients with
complex abdominal fistulas.

The abdominal compartment syndrome follows when
intra-abdominal hypertension (IAH) causes dysfunction of
one or more organs. Most commonly, the kidneys are affected
first, which may then be followed by respiratory and cardiac
dysfunction. Whilst normal intra-abdominal pressures have
been estimated to lie within 0 and 12 mmHg, the effects of
intra-abdominal hypertension usually arise when the pressure
within the abdomen rises above 25 mmHg. However, it is
essential to understand that intestinal blood flow may be
impaired long before an intra-abdominal pressure rise causes
renal dysfunction, usually characterized by a reduction in the
obligatory urinary volume. Intestinal hypoperfusion may result
in anastomotic leakage and disruption of mucosal viability
with endogenous bacterial translocation which tends to
contribute to clinical deterioration. Therefore, most centres
will depend on measurement of intra-abdominal pressures in
critically ill patients, usually measured by intra-vesical
manometry, to ascertain the need for laparostomy.

Laparostomy is best managed by the technique of vacuum-assis-

ted closure (VAC) dressing. However, less expensive
alternatives will be discussed. In the management of intra-
abdominal sepsis and fistulas, prevention of the triad of
hypothermia, hypocoagulation states and sepsis will be
discussed. Nutrition, either enteral or parenteral, is known to
play a central role in the preservation of gut mucosal integrity,
in survival during the hypercatabolic state and in recovery.
While considering nutrition, care should be taken to prevent
the “over-feeding” syndrome. Finally, in most individuals with
a laparostomy, who develop an incisional hernia, it is best to
undertake mesh repair of the anterior abdominal wall some
six months later. The availability of composite meshes is likely
to reduce the risk of the underlying bowel injury previously
caused by bare prolene mesh.
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Transanaliné endoskopiné mikrochirurgija: 126
operacijy atlikty Vilniaus universiteto Pilvo chirurgijos
centre, patirtis

V. Jotautas', E. Poskus', P. Zeromskas', D. Seinin?,

K. Strupas'

"Vilniaus universitetas, Vilniaus universiteto ligoninés Santariski
¢4 Y
kliniky Gastroenterologijos, nefrourologijos ir chirurgijos klinika
2Lietuvos valstybinis patologijos centras, Santariskiy g. 1

Ivadas / tikslas. Transanaliné endoskopiné mikrochirur-
gija (TEM) — minimaliai invaziné chirurgija, skirta tiesiosios
zarnos navikams $alinti. Ji vienija vietinés ekscizijos privalu-
muy, mazo pooperaciniy komplikacijy procento ir maziausiy
nepatogumy pacientui derinj. Tyrimo tikslas — i$nagrinéti VU
Pilvo chirurgijos centro 5 mety TEM patirtj.

Rezultatai. Nuo 2003 m. birzelio 10 d. iki 2008 m. kovo
6 d. TEM budu operuoti 124 ligoniai. Adliktos 126 TEM,
kuriy metu pasalinti 132 navikai ir 5 striktiiros. Trims ligo-
niams pasalinta po 3 navikus, penkiems — po 2, dviem ligo-
niams pasalinti adenomy recidyvai. Ligoniy amZius svyravo
nuo 35 iki 94 mety (66,52 + 11,16). Naviky dydzio vidurkis
3,07 + 1,66 cm (nuo 0,3 cm iki 12 cm). Operacijy trukmés
vidurkis 77,29 min + 46,18 min. Kraujo netektis minimali:
0-30 ml. I§ viso pasalintos 53 (38,4%) karcinomos,
77 (55,8%) adenomos, 1 (0,7%) karcinoidas, 1 (0,7%) polipas,
1 (0,7%) Bario granuloma ir 5 (3,6%) tiesiosios Zarnos strikta-
ros. Atlikta 120 (90,2%) radikaliy operacijy (RO0), 12 (9,0%)
abejotino radikalumo (RX) ir 1 (0,8%) neradikali operacija (R1).
Visi navikai pasalinti vientisais preparatais. Pasitaiké dvi (1,6%)
intraoperacinés ir viena (0,8%) pooperaciné komplikacija. Pa-
$alinus CaT2 (8 ligoniai), 5 pacientams taikyta pooperaciné
radioterapija. Diagnozuoti 2 (1,5%) tubulovilioziniy adeno-
my recidyvai, 1 (0,8%) CaT?2 recidyvas.
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Isvados. TEM yra radikali ir saugi tiesiosios Zarnos gery-
biniy naviky ir atrinkty mazos rizikos piktybiniy naviky $alini-
mo operacija. Ji saugi onkologiniu poziiiriu, jeigu preparatas
yra vientisas, jo krastai ai$kiis ir be naviko invazijos tiriant
mikroskopiskai.
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Tarpvietés rektosigmoidektomija — 10 operacijy patirtis

"Tomas Poskus, 'Jonas Drasutis, *Narimantas Evaldas
Samalavicius

Vilniaus universitetines ligoninés Santariskiy kliniky Centro filialas,
2Vilniaus universiteto Onkologijos institutas

Tikslas. [vertinti tapvietés rektosigmoidektomijos (Altemeier
btudu) operacijos ankstyvuosius ir vélyvuosius rezultatus.

Ligoniai ir metodai. Nuo 2004 m. liepos iki 2008 m.
sausio dalyvaujant vienam chirurgui (T. P.) buvo operuota
10 ligoniy, kuriems buvo viso storio tiesiosios Zarnos iskriti-
mas: 6 moterys, 4 vyrai, vidutinis amzius 63,6 mety (nuo 32
iki 86 mety). Operacijos trukmé — 85 minutés (60145 min.).

Rezultatai. Operacijos metu pasalinta vidutiniskai 10 cm tie-
siosios Zarnos (5-75 cm). Vidutiné hospitalizacijos trukmé — 7,1
(5-9) dienos. Dviem ligoniams po operacijos ketvirta para buvo
kar$¢iavimo epizodai, lydimi pilvo apatinés dalies skausmo, ta-
diau tiriant digitaliai koloanaliné jungtis atrodé nepakitusi. Ski-
riant konservatyvy gydyma antibiotikais ir infuzijomis Sie reis-
kiniai savaime praéjo be papildomy intervencijy. Po operacijos
pra¢jus 20,3 (1-41) ménesio buvo apklausti operuoti ligoniai.
Tiesiosios zarnos iSkritimas pasikartojo 1 ligonei po 18 ménesiy
nuo operacijos — jai pirmosios operacijos metu buvo pasalinta
75 cm storosios Zarnos, o atsiradus recidyvui — padaryta rekto-
sakropeksija. Visi ligoniai buvo patenkinti operacija, ta¢iau pir-
maisiais ménesiais po operacijos skundési daznesniu tustinimusi
ir negaléjimu ilgam atidéti tustinimosi.

I$vada. Tarpvietés rektosigmoidektomija yra saugi ir veiks-
minga operacija tiesiosios zarnos iskritimui gydyti, kai ligonis
nenori pilvinés operacijos ar ji nepageidaujama.
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Operacija dél suprasfinkterinés anorektalinés fistulés,
naudojant analinés fistulés kamstj: atvejo analizé

!Gintautas Radziiinas, ?Narimantas Evaldas Samalavicius

Vilniaus universiteto ligoninés Santariskiy kliniky Centro filialas
2Vilniaus universiteto Onkologijos institutas

Ivadas. Gydant sudétingas anorektalines fistules (supras-
finkterines, aukstas transsfinkterines), dazniausiai atliekamos
Sios operacijos: i$anges fistulés kanalo ekscizija ir vidinés an-
gos uzsiuvimas, tiesiosios zarnos lopo patraukimo operacija,
vienmomentis fistulés kanalo atvérimas ir pasalinimas, susiu-
vant iSangeés raukus, fibrininiy klijy naudojimas. Visos $ios

operacijos kelia inkontinencijos ir (arba) fistulés recidyvo pa-
vojy. Néra vienos universalios visoms fistuléms tinkamos gy-
dymo metodikos. Tai skatino ieskoti naujy chirurginio gydy-
mo bidy. Neseniai sukurtas naujas fistuliy gydymo bidas
naudojant biologinés kilmés medziaga — analinés fistulés kams-
tj (SURGISIS Anal Fistula Plug). Analinés fistulés kamstis ga-
minamas i§ kiauliy plonyjy Zarny pogleivio. I§ pogleivio pasali-
namos visos lastelés ir liecka kolageniné jungiamojo audinio
matrica, kuri, jsodinta j audiniy defekto vieta, perauga organiz-
mo lastelémis ir audiniais. Si biologiné medziaga gana pladiai
naudojama bendrojoje chirurgijoje, ypa¢ operuojant i$varzas,
ginekologijoje, urologijoje; pastaruosius trejus metus pasirodo
publikacijy apie jos taikymga gydant anorektalines fistules.

Klinikinis atvejis. Pacientas S.,59 mety amziaus, 2005 m.
rugséjo 12 d. kreipési dél iminio paraproktito. Pilinys buvo
atvertas, taciau po mety atvyko dél anorektalinés fistulés, buvo
operuotas, atverti fistulés kanalai, nes vienas i§ kanaly ¢jo su-
prasfinkteri$kai, operacija baigta paliekant drenuojamaja liga-
tirg. 2007 m. vasario 15 d. ligonis operuotas pakartotinai, ti-
kintis jdéti analinés fistulés kamstj, taciau nustatytas papildomas
$oninis fistulés kanalas, kuris atvertas, vél baigiant operacija dre-
nuojamaja ligatira. 2007 m. liepos 18 d. spinalinés nejautros
salygomis atlikea analinés fistulés kam3cio jdéjimo operacija.
Po operacijos jautési gerai, narkotiniy analgetiky nereikéjo. Po
trijy dieny ligonis iSrasytas gydyti ambulatoriskai. Po pusés mety
atvyko pasitikrinti — skundy dél fistulés neturi, apZzitrint ir atli-
kus anoskopija nustatyta, kad fistulés kanalas sugijo.

I$vada. Analinés fistulés kamstis — galimas sudétingos ano-
rektalinés fistulés gydymo budas, sukeliantis nedidelj poope-
racinj skausma ir maza inkontinencijos grésme.
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Isgyvenamumas po kolorektalinio véZio operacijy
ir jo veiksniai
Giedre Rudinskaité, Narimantas Evaldas Samalavic¢ius

Vilniaus universiteto Onkologijos instituto Chirurgijos klinika

Ivadas / tikslas. Pagrindiniai ligoniy, serganciy kolorek-
taliniu véZiu, i$gyvenimo veiksniai yra Zinomi gerai. Taciau ne-
retai klinikinéje praktikoje iskyla klausimas, kurie veiksniai turi
reik$mingiausia jtaka $iy pacienty gyvenimo trukmei. Sio tyrimo
tikslas yra nustatyti pacienty, serganciy kolorektaliniu véziu, tre-
ju ir penkeriy mety iSgyvenima ir jo veiksnius.

Ligoniai ir metodai. Atlikta retrospektyvioji pacienty, ku-
riems 2002-2008 m. VUOI buvo padarytos radikalios kolo-
rektalinio vézio operacijos, duomeny analizé. Atskirai apskai-
Ciuotas trejy ir penkeriy mety su véziu susijes iSgyvenamumas
ligoniy, serganciy gaubtinés Zarnos véZiu ir tiesiosios Zarnos
véziu. Nagrinéta, kokia jtaka iSgyvenimo trukmei turi amzius,
lytis, naviko lokalizacija, stadija, naviko histologiné diferen-
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ciacija, limfmazgiy skaicius, cirkuliarus rezekeinis krastas, na-
viko invazija  kraujagysles, nervus, peraugimo gylis, prieSope-
racingésj ir pooperacinés komplikacijos, chirurgo patirtis, at-
likta operacija.
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Simultaninés kolorektalinio véZio ir abdominoplastikos
operacijos: dviejy atvejy pristatymas
7. Salad¥inskas, ]. Zumbakys

Kauno medicinos universiteto kliniky Chirurgijos klinika

Ivadas. Esant didelio laipsnio nutukimui didéja intrabdo-
minaliniy operacijy rizika, sunkéja operacijy atlikimo saly-
gos. Literatiiroje pateikta nemazai duomeny, kai per intraab-
dominalines ginekologines operacijas nutukusioms (esant
pilviniam nutukimui, turin¢ioms odos ir poodzio ,prijuos-
e, KMI > 40) ligonéms kartu atlickama pilvo lipektomija
(abdominoplastika, panikulektomija), dél to pageréja opera-
cijos atlikimo salygos, motery gyvenimo kokybé. Medline duo-
meny bazéje apradytas tik vienas kombinuotos abdominop-
lastikos ir kolorektalinés operacijos atvejis. Mes pristatome
du klinikinius atvejus.

Klinikiniai atvejai. 49 mety ligonei, KMI 47, atlikta tie-
siosios zarnos rezekcija dél T3NO tiesiosios Zarnos vézio ir
M-U abdominoplastika, kurios metu pasalinta 10 kg svorio
riebaly ,,prijuosté®. Pooperacinis laikotarpis sklandus.

64 mety ligonei, KMI 42, atlikta kairé hemikolektomija dél
T4NO nusileidZianciosios gaubtinés Zarnos vézio ir M-U ab-
dominoplastika, kurios metu pasalinta 6 kg svorio riebaly ,,pri-
juosté“. Po 13 pary dél poodinés eventracijos atlikta pilvo sie-
nos plastika tinkleliu. Tolesnis pooperacinis laikotarpis be
komplikacijy.

Isvada. Kolorekralinio vézio operacijy metu pilvo poodi-
niy riebaly pasalinimas nutukusiems pacientams yra pakan-
kamai saugi procediira, pagerinanti operacijos salygas ir pa-
cienty gyvenimo kokybe.
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Radiacinio hemoraginio proktito gydymas formalino
aplikcija, sukélus uZpakalinj tarpvietés bloka
N. E. Samalavicius, A. Kilius, D. Norkus, A. Burneckis,
K. P. Valuckas

Vilniaus universiteto Onkologijos instituto Chirurgijos ir
konservatyvios naviky terapijos klinikos

Tikslas. I$analizuoti sergandiy radiaciniu hemoraginiu
proktitu ligoniy, kuriems buvo taikytas radikalus spindulinis
gydymas nuo prostatos vézio, gydymo formalino aplikacija,
sukélus uzpakalinj tarpvietés bloka, rezultatus.

Pacientai ir metodai. 2006-2007 metais Vilniaus uni-
versiteto Onkologijos institute nuo radiacinio hemoraginio

proktito, i$sivysc¢iusio po radikalaus prostatos vézio spinduli-
nio gydymo, sukélus uzpakalinj tarpvietés bloka, gydyti 29
ligoniai. Jy amzius nuo 60 iki 76 mety, vidurkis 70 mety.
Vienam pacientui kraujavimas pasireiské praéjus savaitei po
spindulinio gydymo, kitiems praéjus 3—24 ménesiams, vidu-
tiniSkai po 10 ménesiy. 15 pacienty kraujas tustinantis bada-
vo kasdien, 14 — 2-3 kartus per savaite. Dviem pacientams
dél anemijos buvo atlickamos hemotransfuzijos, vienam i3 jy
net suformuota dvivamzdé stoma. Pagal endoskoping radia-
cinio hemoraginio proktito klasifikacija 6 ligoniams (20,7%)
buvo I laipsnio, 16 (55,2%) — II laipsnio ir 7 (24,1%) —
II laipsnio proktitas. Visi pacientai siysti atlikti formalino
aplikacija tik i$naudojus neinvazinio gydymo galimybes. Pro-
cediira buvo atlickama aseptinémis salygomis, ligoniui gulint
pusiau sulenkto lenktinio peilio padétyje, uzpakalinj tarpvie-
tés bloka sukélus lidokaino ir bupivakaino misiniu. Tuomet
per Fanslerio proktoskopa 4% formalino tirpale sumirkyta
skarelé buvo aplikuojama 4 minutes j visg pazeistos tiesiosios
zarnos gleivinés plota. Jei po 1 ménesio teigiamo efekto nebi-
davo, sitlyta formalino aplikacija kartoti. 21(72,4%) ligoniui
atlikta viena aplikacija ir 8 (27,6%) — dvi.

Rezultatai. Praéjus 2-26 ménesiams po gydymo, ligoniai
buvo apklausti. Pavyko apklausti visus 29 ligonius. 18 (62,1%)
pasveiko, 5 (17,2%) labai pageréjo ir 6 (20,7%) gydymas buvo
neveiksmingas (Sios grupés 3 ligoniams atliktos dvi ir 3 — vie-
na aplikacija). Vienam pacientui, kuriam buvo suformuota
stoma dél kraujavimo, po formalino terapijos stoma likviduo-
ta ir kraujavimas nepasikartojo. Vienam pacientui po forma-
lino aplikacijos kraujavimas i$nyko, bet buvo ryskus tiesiosios
zarnos gleivinés pazeidimas, kurj prireiké papildomai gydyti
konservatyviai.

Isvados. Formalino 4% tirpalo 4 minuciy aplikacija, su-
keélus uzpakalinj tarpvietés bloka, j visg paZeistos tiesiosios Zar-
nos gleivinés plota sergantiems radiaciniu hemoraginiu prok-
titu po radikalaus prostatos vézio gydymo buvo veiksminga ir
saugi, 79,3% atvejy jos poveikis buvo geras.
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Rekonstrukciné proktokolektomija:
29 operacijy patirtis
N. E. Samalavidius, *T. Poskus, *R. Drasutis, *A. Kilius
WVilniaus universiteto Onkologijos instituto Chirurgijos klinika
2Vilniaus universiteto ligonines Santariskiy kliniky Centro filialo
111 pilvo chirurgijos skyrius
Tikslas. I3analizuoti rekonstrukcinés proktokolektomijos,
atliktos Vilniaus universiteto ligoninés Santriskiy kliniky Cen-
tro filiale ir Vilniaus universiteto Onkologijos institute, chi-
rurginius rezultatus.
Ligoniai ir metodai. 1996-2007 metais, per 11 mety lai-
kotarpj, i$ viso atliktos 29 rekonstrukeinés proktokolektomi-
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jos. Operavo ar asistavo tas pats chirurgas. Operuota 17 vyry ir
12 motery, amzius nuo 17 iki 67 mety, vidurkis 32 metai. Sep-
tyni ligoniai sirgo opiniu kolitu (i§ jy vienas ir tiesiosios Zarnos
véziu, 1T st.) ir 22 — Seimine adenomine polipoze (i§ jy 9 ligo-
niai sirgo kolorektaliniu véziu, 5 I st., 4 III st.). Opiniu kolitu
sergantiems ligoniams operacija atlikta trim ar dviem etapais, o
sergantiems $eimine adenomine polipoze — dviem. Daugeliu
atvejy tiesiosios zarnos bigei uzdaryti ir ] formos klubinés zar-
nos rezervuarui suformuoti buvo naudojami automatinio siu-
vimo aparatai; 13 atvejy klubinés Zarnos rezervuaro ir iSangés
jungtis suformuota cirkuliarinio automatinio siuvimo aparatu,
o kitais 16 atvejy, atlikus eversija ir mukozektomijg iki danty-
tosios linijos, jungtis suformuota rankine siiile. Vienam $eimi-
ne polipoze sergan¢iam ligoniui operacija atlikta laparosko-
piskai.

Rezultatai. Vidutiné hospitalizacijos trukmé buvo 17 die-
ny (11-35). Operacijos truko nuo 4 valandy iki 7,5 valandos,
vidutinigkai 5,5 valandos. Septyniy ligoniy (24,1%) poope-
raciné eiga komplikavosi: vienam buvo sgauginio Zarny ne-
pracinamumo epizodas (pasveiko gydomas konservatyviai),
vienam — kairés kojos giliyjy veny trombozé ir vienam desi-
nés blauzdos pozicinio uzspaudimo sindromas (operuotas, at-
liktos fasciotomijos), vienam — jungties nesandarumas (dre-
nuota per iSangg), vienam susilaiké $lapimas, vienam susidare
pilvo ertmés pilinys (pioovaras — atlikta abscesotomija), vie-
nam supiiliavo zaizda (atverta). Tik 2 (6,9%) ligoniai dél kom-
plikacijy hospitalizacijos metu peroperuoti: dél pozicinio uz-
spaudimo sindromo ir pilvo ertmés pilinio.

Isvados. Misy duomenimis, rekonstrukciné proktokolek-
tomija yra saugi operacija; musy rezultatai geri. Atliekant re-
konstrukcing proktokolektomijg $eimine adenomine polipo-
ze sergantiems ligoniams, biitina pasalinti visa tiesiosios Zarnos
gleiving iki dantytosios linijos.
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Laparoskopiné storosios Zarnos ir iSangés piktybiniy
ligy chirurgija Lietuvoje 2005-2008
N. E. Samalavi¢ius, G. Rudinskaité, E. Poskus, K. Strupas,

D. Pavalkis, I. Toker, N. Kaselis, Z. Sidlauskas,
P. Sniuolis, T. Potkus, V. Kvedaras

Vilniaus universiteto Onkologijos institutas; Vilniaus universiteto
ligoninés Santariskiy klinikos; Kauno medicinos universiteto ligonine;
Klaipédos apskrities ligonine; Klaipédos miesto universitetiné ligoniné;

Vilniaus universiteto ligoninés Santariskiy kliniky Centro filialas;

Druskininky ligoniné

Darbo tikslas buvo surinkti ir i$analizuoti duomenis apie
laparoskopines operacijas, atliktas dél pikeybiniy storosios Zarnos
ir iSanggs ligy Lietuvoje nuo 2005 01 01 iki 2008 02 15.

Ligoniai ir metodai. Minétu laikotarpiu Lietuvoje atlikta
i$ viso 130 laparoskopiniy operacijy dél storosios Zarnos ir

iSanges piktybiniy ligy 7 gydymo jstaigose. Operuoti 73 vyrai

ir 57 moterys, amzius nuo 35 iki 85 mety, vidurkis 68 metai.
I$ viso laparoskopiskai pradétos 140 operacijy, 10 operacijy
konvertuotos j atvirgsias (konversijy procentas 7,1%). Siose
gydymo jstaigose per ta patj laikotarpj dél kity storosios Zarnos
ligy laparoskopiskai operuoti dar 38 pacientai (operacijy
skaiciaus santykis $iy dviejy grupiy 3,4:1). 27 (20,8%)
pacientai operuoti dél I stadijos, 45 (34,6%) — dél II stadijos,
45 (34,6%) — del III stadijos ir 13 (10%) — dél IV stadijos
vézio. Dél tiesiosios Zarnos vézio operuoti 70, rektosigminés
dalies — 9, riestinés zarnos — 33, nusileidZianciosios gaubtinés
zarnos dalies — 4, bluzninio linkio — 1, skersinés Zarnos — 2,
kylanciosios Zarnos — 2, aklosios Zarnos — 5, aklosios Zarnos
karcinoido — 1 ir iSanges vézio — 3. Atliktos 47 tiesiosios Zarnos
rezekcijos suformuojant jungtj, 23 abdominoperinealinés
tiesiosios Zarnos rezekcijos, 3 tiesiosios Zarnos Hartmano
rezekcijos, 9 rektosigminés dalies rezekcijos, 31 riestinés Zarnos
rezekcija, 7 kairés hemikolektomijos, 9 definés hemi-
kolektomijos, 1 skersinés Zarnos rezekcija. 92 (70,8%) ope-
racijos atliktos tik laparoskopiskai, o 38 (29,2%) — padedant
ranka (HALS). Operacijy trukmé — nuo 50 minudiy iki
6 valandy 5 minudiy, vidutiné — 3 valandos ir 3 minutés. I§
130 laparoskopiniy operacijy 11-oje (8,5%) kraujagyslés
perristos atviruoju btdu. I§ 104 operacijy, kuriose formuota
zarny jungtis (23 abdominoperinealinés rezekcijos ir
3 Hartmano operacijos), laparoskopiskai ji daryta 68 (65,4%)
atvejais, jprastine rankine siiile — 36 (34,6%).

Rezultatai. Bendra hospitalizacijos trukmé 7-59 dienos,
vidutiné — 12, pooperaciné hospitalizacijos trukmé 4-35
dienos, vidutiné 10. Miré 1 (0,8%) pacientas. Pooperaciné
buklé komplikavosi i§ viso 27 (20,8%) pacientams, i§ kuriy
dél komplikacijy buvo peroperuoti 6 (3,1%). Komplikacijos:
sitlés nesandarumas (3) ir eventeracija (3) (Sie pacientai
peroperuoti), Zaizdos infekcija (7), pilvo ertmés pilinys (1),
pilvo sienos flegmona (1), pilvo ertmés infiltratas (1), tarpvietés
hematoma (1), proktovaginaliné fistulé (2), intraoperacinis
kraujavimas i§ genitalijy (1), $lapimo susilaikymas (4), $lapimo
paslés uzdegimas (1), pneumonija (1), imus kardiovaskulinis
nepakankamumas (1).

Pooperaciniuose preparatuose rasta nuo 2 iki 27 limf-
mazgiy, vidutiniskai 10.

Is$vados. Laparoskopiné storosios zarnos ir i$angés chirurgija
Lietuvoje dél piktybiniy ligy yra dominuojanti storosios zarnos
laparoskopinés chirurgijos dalis. Komplikacijy skaicius panasus
kaip ir po atviryjy operacijy dél minéty ligy. Detaliam
laparoskopinés chirurgijos kokybés vertinimui reikalinga
unifikuota klinikiné ir patomorfologiné duomeny registracija
jvairiose Lietuvos gydymo jstaigose. Ligos atkrycio ar progreso
analizei bendra pooperaciné stebésena kol kas yra per trumpa.
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Pirmieji transanalinés hemorojaus dearterializacijos
rezultatai Lietuvoje

7. Sidlauskas
Klaipédos apskrities ligoninés Pilvo ir endoskopinés chirurgijos skyrius

Tikslas. Pateikti pirmuosius transanalinés hemorojaus dear-
terializacijos (THD) hemoroidektomijos rezultatus Lietuvoje.

Metodas ir pacientai. Pirmoji Lietuvoje THD hemoroi-
dektomija atlikta 2006 m. lapkritj Klaipédos apskrities ligo-
ningje. THD buvo atlieckama sukélus spinaline ir bendraja
nejautrg. Kontroliuojant dopleriu persiuvamos ir perri$amos
rectales superior $akos tipinése vietose, o ketvirto laipsnio he-
morojui papildomai persiuvami ir pakeliami hemorojiniai maz-
gai su Zarnos gleivine. Nuo 2006 m. lapkricio iki 2008 m. kovo
Lietuvoje atliktos 104 hemoroidektomijos THD badu. I§ jy 73
Klaipédos apskrities ligoninéje, 22 Klaipédos universitetinéje ligo-
ninéje, 4 UAB SK IMPEX Medicinos diagnostikos centre Vilniu-
je, 4 UAB ,Kardiolita® Vilniuje, 1 Ukmerges ligoninéje. Darbe
aptariami 82 pacientai, nes duomeny i§ Klaipédos universiteti-
nés ligoninés neturime. THD operacijas Lietuvoje atlieka 10 chi-
rurgy. Pacienty amziaus vidurkis yra 45 metai. Jauniausias pa-
cientas buvo 22, o vyriausias 65 mety. Motery buvo 49, vyry 33.
Kraujavimas i§ hemorojiniy mazgy buvo pagrindiné priezastis,
del kurios kreiptasi | gydytoja. Dél pirmo laipsnio hemorojaus
operuotas 1 pacientas, antro laipsnio — 7 pacientai, trecio laips-
nio — 61 pacientas, ketvirto laipsnio — 13 pacienty. Dviem pa-
cientams, anamnezés duomenimis, buvo taikytas hemorojaus li-
gavimas. THD buvo atlickama aseptinémis salygomis.
AStuoniems pacientams taikyta spinaliné nejautra, 50 pacienty —
intraveniné nejautra, 3 pacientams — intraveniné nejautra ir tarp-
vietés blokas, 21 pacientui — endotrachéjiné nejautra. Vidutiné
operacijos trukmé 25 minutés.

Rezultatai. Pra¢jus 11-17 mén. po operacijos, apklausti
24 pacientai. 22 (92%) pacientai pasveiko. Vienam pacientui
2 kartus per ménesj tustinimosi metu negausiai pakraujuoja
be skausmo; vienas pacientas nepatenkintas operacijos rezul-
tatais, nes uzkietéjus viduriams tu$tinimasis tampa skausmin-
gas, ko nebuvo iki operacijos. Sisteminiy analgetiky po ope-
racijos nevartojo 10 pacienty (42%), 13 (54%) pacienty juos
vartojo 5-7 paras. I§ jy trys pacientai jauté nedidelj skausma
apie 4 savaites, tadiau sisteminiy analgetiky neprireiké. Vie-
nas pacientas (4%) juos vartojo, nors skausmai nebuvo inten-
syvis. Po operacijos buvo nedarbingi apie 10 pary.

Komplikacijos: keturiems buvo kraujavimai i§ tiesiosios zar-
nos, vienam atlikta reoperacija — persiiita issipjovusi sitilé, kiti
gydyti konservatyviai. Penkiems pacientams nustatyti iSori-
nio hemorojaus trombozés pozymiai, taciau papildomo gy-
dymo nereikéjo.

Isvados. Transanaliné hemorojaus dearterializacija yra
mazai skausmingas ir efektyvus hemorojaus gydymo budas.
Esant recidyvui operacija galima saugiai kartoti. Tai veiks-
mingas biidas gydant ketvirto laipsnio hemorojy. Si operacija
gali biti taikoma kaip Longo procediros alternatyva.
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Storosios Zarnos pazeidimai sergant Behcet liga
K. Silkus, R. Samuolis, D. Baltu$nikas
PanevéZio apskrities ligoniné

Ivadas / tikslas. Behcet liga — tai autoimuniné liga, pasi-
reisSkianti vaskulitais, akiy pazeidimais, artritais, ryklés, lyties
organy iSopéjimais. Ligos etiologija néra aiski, nors jos pozy-
mius dar V a. prie§ Kristy aprasé Hipokratas. Si liga pavadinta
turky dermatologo Hulusi Behcet (1889-1948) vardu. 1924
m. jis pirmasis §j sindromg atpaZino kaip savarankisks liga ir
pradéjo tyringjimus, kuriuos apibendrino ir 1936 m. paskelbé
,»Odos ir veneriniy ligy Zurnale“. Behcet liga labiausiai papli-
tusi Senojo Silko kelio regiono $alyse, Viduriniuosiuose Ry-
tuose ir Centringje Azijoje, kur jos daznis — 1 i§ 10 000 gyven-
tojy. DidZiojoje Britanijoje 100 000 gyventojy tenka tik du
ligos atvejai, JAV Behcet liga serga nuo 15 000 iki 20 000
gyventojy, Lietuvoje 2007 m. buvo Zinomi septyni tokie ligo-
niai. MirStamumas nuo Behcet ligos néra didelis, taciau dél
gydymui vartojamy imunosupresanty $alutinio poveikio gali-
mi mirtini atvejai dél kardiopulmoniniy, kraujagysliniy kom-
plikacijy ir Zarnyno perforacijy.

Panevézio apskrities ligoninéje 2007 m. teko gydyti ligone,
kuriai Behcet liga komplikavosi riestinés Zarnos perforacija.

Klinikinis atvejis. Pacienté L. 7., 46 m. moteris, serganti
Behcet liga, nuo 1995 m. gydyta imunosupresantais, 2007 m.
lapkricio 21 d. paguldyta j Panevézio apskrities ligoninés Vi-
daus ligy skyriy dél ligos patiméjimo, nekrozinio-opinio fa-
ringito, sutrikusio rijimo, alimentinio i$sekimo. Atsiradus pil-
vo skausmams, jtarus peritonita, lapkri¢io 28 d. operuota.
Operacijos metu nustatytas riestinés zarnos prakiurimas j pa-
saita, pasaito pulinys, lokalus peritonitas. Atlikta obstrukciné
riestinés Zarnos rezekcija, suformuota plokscia kolostoma. Po-
operaciniu laikotarpiu piiliavo operaciné Zaizda, kraujo pasély-
je i8auginta B. serratia mercescens. Gydyta kristaloidiniy ir ko-
loidiniy tirpaly infuzijomis, antibiotikais, imunosupresantais,
maitinta pro nazogastrinj zonda. Tadiau ligonés buklé vis blo-
géjo ir 2008 m. sausio 6 d. ji miré. Autopsijos metu rasti plono-
sios ir storosios Zarnos opiniai-nekroziniai pokyciai, dauginés
storosios Zarnos perforacijos. Tiesiosios Zarnos bigéje — nekro-
ziniai-uzdegiminiai paZeidimai, infekcija i$plitusi j Slapimo pisle
ir mazojo dubens riebalinj lastelyna. Mirties priezastis — isseki-
mas dél peritonito, sukelto storosios Zarnos perforacijy.

Isvada. Imunosupresinis Behcet ligos gydymas gali pasireiksti
gyvybei pavojingomis storosios Zarnos komplikacijomis.
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Storosios zZarnos divertikuliozé: diagnostika ir gydymas
Rima Zemaitaitiené, Donata Rusteikiené

Vilniaus miesto universitetinés ligoninés 111 pilvo chirurgijos skyrius

Tikslas. [3analizuoti storosios zarnos divertikuliozés diag-
nostikg ir gydyma.

Ligoniai ir metodai. Atlikta retrospektyvi 188 ligoniy, gy-
dyty nuo storosios zarnos divertikuliozés Vilniaus miesto uni-
versitetinés ligoninés III abdominalinés chirurgijos skyriuje
1997-2007 m., ligos istorijy analizé.

Rezultatai. Per 11 mety nuo storosios zarnos divertikulio-
zés Vilniaus miesto universitetinés ligoninés III abdominalinés
chirurgijos skyriuje gydyti 188 ligoniai, i§ jy 66 (35%) vyrai ir
122 (65%) moterys. Bendras amziaus vidurkis — 63,2 m. Dél
stipraus pilvo skausmo hospitalizuoti 84 (44,7%) ligoniai,
74 (39,4%) — dél kraujavimo. 17 (9%) ligoniy buvo ryskus
kraujavimas (Hb < 80 g/l). Esant imaus peritonito klinikai
hospitalizuoti 9 (4,8%) ligoniai. Divertikuliozés diagnozé nu-
statyta atlikus echoskopija, rektoskopija, retrograding irigos-
kopija, kolonoskopija, pavieniais atvejais — kompiutering to-
mografij. Divertikuly lokalizacija tik riestinéje zarnoje buvo
87 (46,3%) ligoniams, 101 (53,7%) ligoniui divertikuliozé
buvo i$plitusi ir j kitas storosios zarnos dalis. Konservatyviai
gydyti 163 (86,7%) ligoniai. Esant divertikulitui, skirta anti-
biotiky. 22 (11,7%) ligoniams dél ryskios anemijos perpilta
kraujo. Operuoti 25 (13,3%) ligoniai. Dél divertikulo perfo-
racijos sukelto Gminio peritonito skubiai operuoti 9 (4,8%)
ligoniai. I§ jy 7 ligoniams atlikta obstrukciné storosios Zarnos
rezekcija, dviem — storosios Zarnos rezekcija su pirmine anas-
tomoze. Vienam ligoniui atlikta incizija ir abscesotomija dél
riboto pilinio, 4 ligoniams riboti perikolitiniai paliniai, iSsi-
vyste dél divertikulito, iSgydyti perkutaniniu drenavimu kon-
troliuojant echoskopu ir skiriant antibiotiky, 1 ligonei ribo-
tas palinys i$punktuotas kontroliuojant echoskopu. Astuoni
(4,3%) ligoniai operuoti dél rySkaus storosios zarnos susiau-
réjimo ar besikartojanciy divertikulity, i§ jy 7 ligoniams pla-
nine tvarka atlikta pakitusios Zarnos dalies rezekcija su pirmi-
ne anastomoze, 1 ligoniui skubos tvarka dél Zarnyno
nepracinamumo, kurj sukélé divertikulitas, atlikta obstrukci-
nés storosios Zarnos rezekcija. Vienas ligonis operuotas dél ries-
tinés Zarnos fistulés j $lapimo pusle, jam adlikea riestinés Zar-
nos ir Slapimo puslés rezekcija. 73 ligoniams kraujavimas
sustojo gydant konservatyviai. Vienas ligonis, kartojantis in-
tensyviam kraujavimui, operuotas — atlikta kairioji hemiko-
lektomija. Vienai ligonei po operacijos i§ dalies nesugijo anas-
tomozé, susiformavo zarnos fistulé. Gydant konservatyviai
fistulé uzgijo. Miré 2 (1,0%) ligoniai, abu buvo operuoti dél
divertikulo perforacijos sukelto sterkoralinio peritonito, at-
liktos obstrukcinés storosios zarnos rezekcijos. Mirties prie-
zastys: pulinés komplikacijos ir pneumonija.

I$vados. Sergantys storosios Zarnos divertikulioze ligoniai
misy ligoninéje operuojami tik atsiradus sunkiy komplikaci-
ju (divertikulitui su perforacija ar Zarnos susiauré¢jimui). Ri-
botus perikolitinius palinius galima i$gydyti perkutaniniu dre-
navimu kontroliuojant echoskopu ir skiriant antibiotiky.
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Fibrokolonoskopija: aplinkybés, proceduiros
optimizavimas, ateitis
Vidmantas Zindzius
Klaipédos apskrities ligoniné

Storosios Zarnos fibrooptiné vizualizacija amerikieciy su-
kurtu fibrokolonoskopu pradéta naudoti 1960 m., praéjus tre-
jiems metams po fibrooptinés gastroskopijos pristatymo [1].

Aplinkybés. Apibendrinanéiy duomeny apie fibrokolonos-
kopija (FKS) Lietuvoje nepavyko rasti. Atrodo, kad Lietuvoje
pirmosios FKS galéjo baiti atliktos apie 1974-1976 metus.
Manome, kad didzioji dalis FKS atlickama gydymo jstaigy
stacionaruose ir mazai — kai kuriose poliklinikose ir pavienése
privaciose gydymo jstaigose. Storosios Zarnos tyrimo aukso stan-
dartu laikoma FKS turi trikumy: didelé kaina, neergonomis-
kos patalpos, nepakankamai paisoma aparatiiros dezinfekeijos
reikalavimy, tritksta endoskopinés jrangos ir FKS atlickanciy
specialisty, neapibréztos indikacijos, yra procediiros technikos
nesklandumy (pvz., ne visuomet pasickiama akloji Zarna, licka
nepastebéta patologija), neaiski skausmo malinimo meto-
dika [2]. Informacija apie FKS komplikacijas literatiiroje yra
gana menka. Pateikiami komplikacijy dydziai: diagnostiniy
FKS - 0,08-0,4% [3, 4], terapiniy FKS - 0,7-1,8% [3,4],
kraujavimy po polipektomijos — 0,48-1,5% [3, 5], perfora-
cijy —0,01-0,3% [6]. Dazniau pasitaiko riestinés zarnos per-
foracija — 52-65% [7, 8]. Reta komplikacija — bluznies
plySimas esant fiksuotam lienaliniam linkiui [9]. 2007 m.
per kasmete 15-aj3 jungting Europos gastroenterologijos sa-
vait¢ ParyZiuje buvo paskelbti tokie duomenys: 80% FKS
pavyksta santykinai nesunkiai, 18% FKS yra sudétingos, 2%
FKS atlikti nejmanoma.

Procediiros optimizavimas. Literatiiros duomenimis, FKS
rezultatus gerina sedacija, procediiros kontrolé ir gydytojo mo-
tyvacija (noras dirbti kokybiskai) [10].

Sedacija. Literatiroje daug informacijos apie pladiai nau-
dojama sedacija atlickant FKS. Pavyzdziui, JAV tai yra jprasta
praktika [11]. DaZnai vartojami $ie intraveniniai vaistai arba
ju deriniai — premedikacija midazolamumu (Dormicum, Ful-
sed) kartu su fentaniliu (Fentanyl, Meperidin, Pethidinum), po
to procediiros metu sedacija propofoliu (Propofol) [12-15].
FKS metu atlickama paciento stebésena, oksigenacija. Nesant
anesteziologo, sedacija s¢kmingai atlicka specialiai parengta
slaugytoja [16-18]. Diskomforto mazinimas tiesiogiai gerina
FKS rezultatyvuma.
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Procediiros kontrolé. Literatiiroje siiloma naudoti jvairius,
i$ jy ir kokybés, rodiklius: 1) aklosios Zarnos intubacijy rezul-
tatyvumg, 2) rasty adenomy skaiciy, 3) tarpa iki rekomen-
duojamos pakartotinés FKS po polipektomijos. Atlikta FKS
fiksuojama videoarchyve. Tai padeda analizuoti priezastis. At-
likus 5477 FKS analiz¢ konstatuota, kad pacientams, kuriems
ju sutikimu FKS daryta du kartus ta pacia diena, rasta 15—
27% nediagnozuoty adenomy. Cia pirmiausia reikia pasalin-
ti nesuderinamumus tarp endoskopuotojy. Tam reikia siekti
standartizuotos praktikos, ypa¢ tokiems reik§mingiems FKS
momentams kaip paruosimas FKS, aklosios zarnos pasickimo
daznis, endoskopo iStraukimo laikas [19]. Kokybés garantijos
komiteto rekomendacijos nurodo, kad FKS metu reikia ar-
chyvuoti astuonis anatominius taskus ir pakeliui rasta patolo-
gija [20].

Gydytojo motyvacija. Literatiroje [21, 22] akcentuojamas
FKS atlickancio gydytojo atsakas j sau keliamus klausimus:
kas svarbiau, paciento skausmas (diskomfortas) ar FKS atliki-
mo fakrtas? Ar aklosios Zarnos intubacija yra pagrindinis FKS
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Informacija autoriams

Zurnalas ,,Lietuvos chirurgija“ yra Lietuvos Respublikos recen-
zuojamas periodinis mokslo leidinys, leidziamas kas tris méne-
sius. Jame spausdinami mokslo straipsniai, literatiiros apzval-
gos, rety ir ypatingy klinikiniy atvejy apra$ymai, recenzijos,
konferencijy, kongresy, posédziy medziaga, paskaitos, skelbimai
ir kita svarbi informacija. Norédami i$spausdinti straipsnj, visi
bendraautoriai pasiraso rankras¢io lydimajame raste, kad per-
duoda visas straipsnio autoriy teises leidéjui, jeigu straipsnis bus
spausdinamas. Tuo leidéjas jgauna teis¢ | rankrastj ir saugo
straipsnj, kad $is nebiity kopijuojamas ar dauginamas. Kita ver-
tus, pasira$¢ autoriai garantuoja, kad straipsnis yra originalus,
nepazeidzia kity asmeny autoriy teisiy ir néra anksciau skelbtas
spaudoje arba jteiktas, arba planuojamas jteikti kitiems Zurna-
lams, i$skyrus tezes ar prane$imo medziagg. Taip pat autorius
(autoriai) pasira$o rankrai¢io pabaigoje.

Autorysté

Autorystes salygos: a) asmuo dalyvauja kuriant straipsnio kon-
cepcijg ir struktiirg, analizuoja ir vertina duomenis; b) raso
straipsnj arba kritiskai taiso jo turinj; ) iSanalizaves galutinj
straipsnio variantg, jj patvirtina. Autoriumi gali biti laikomas
tik tas asmuo, kuris atitinka visas tris salygas. Finansinés pagal-
bos organizavimas ar duomeny kaupimas néra pakankamos s3-
lygos pretenduoti j autorystg. Formalus vadovavimas tyréjy gru-
pei taip pat néra pakankama autorystés teisiy salyga. Uz ta
straipsnio dalj, kuri neatitinka pagrindiniy i§vady, atsako pirmas
autorius (remiantis ,,Vieningais reikalavimais rankras¢iams®, is-
spausdintais 1994 metais iSleistose Tarptautinio medicinos zur-
naly leidéjy komiteto rekomendacijose JAMA 1994; 277 (11):
927) ir COPE gery publikacijy praktikos nurodymais
(www.publicationethics.org.uk). Publikuojant daugiacentriy
tyrimy rezultatus turi bati nurodoma organizaciné grupé.
Pazymimas kiekvieno tyréjo ir réméjo indélis  tokj darba (Lancet
1995; 345: 668; BJS 2000; 87: 1284-6).

Bendrieji rankrascéiy reikalavimai

Straipsniai turi baiti parasyti lietuviy arba angly kalba. Ran-
kras¢iai pateikiami laikantis jprastiniy reikalavimy. Jie patei-
kiami trimis egzemplioriais (originalas ir dvi kopijos), turi biti
i$spausdinti dviem intervalais tik vienoje lapo puséje, palie-
kant 2,5 cm parastés. Antrastinis lapas, santraukos, moksli-
nio straipsnio tekstas, literatiiros sarasas, kickviena lentelé,
kiekvienas paveikslas turi biiti i$spausdinti atskiruose lapuo-
se. Visi rankra$cio puslapiai turi baiti sunumeruoti. Antrastinis

lapas Zymimas pirmuoju numeriu. Terminy sutrumpinimy
skai¢ius turi bati minimalus, visas termino pavadinimas pa-
teikiamas tekste kartu su pirmuoju sutrumpinimu. Straipsnio
pavadinime sutrumpinimy neturi biiti. Pavadinimas turi bai
aiSkus, parasytas viena kalba. Jei tyrimas buvo randomizuotas,
tai aigkiai turi atsispindéti ne tik pavadinime, bet ir santraukoje.
Moksliniai straipsniai turi biiti parengti laikantis mokslinio
kalbos stiliaus reikalavimy ir klasikinés mokslinio straipsnio
strukttiros. Terminai turi biiti raSomi lietuviskai. Kai kuriais
atvejais, kai néra atitikmens, jie gali bati raSomi lotyniskai
arba angligkai. Rankrastis turi bati pateikiamas redakcijai tvar-
kingas. Jame neturi biti spausdinimo klaidy. Pries siundiant
rankra$tj jis turi bti jvertintas lietuviy ir angly kalby specia-
listy. Kartu su rankrad¢iais pateikiamas diskelis (Word 7.0 ar
velesné versija). Rankrastis turi visiskai atitikei diskelyje jrasy-
ta turinj. Ant diskelio reikia pazyméti kompiuterinés progra-
mos pavadinima, autoriy pavardes, rinkmenos pavadinima.

Déstymas

Teksto stilius. Svoriui, matmenims, procentams ir tempera-
tiros laipsniams Zyméti turi biiti vartojami arabiski skaitme-
nys ir tarptautinés (SI) vienety sistemos Zyméjimai: kg, g,
mg, mol, mmol, m, cm, mm ir t. t. Kraujo spaudimas nu-
rodomas sutrumpinimu ,mm Hg". Vietoje sutrumpinimo
»proc.“ rafomas Zenklas %. Nurodomi visy farmakologiniy
preparaty (vaisty) tarptautiniai pavadinimai, grupé, kuriai
jie priklauso, ir, jei reikia, skliaustuose pazymimas firminis
pavadinimas, gamyklos pavadinimas, jos adresas.

1. Antrastinis lapas. Jame turi bad straipsnio pavadini-
mas, trumpa straipsnio antrasté (ne daugiau kaip 70 raidziy),
autoriy vardai ir pavardés, jy darbovietés (lietuviy ir angly
kalbomis) ir autoriaus, su kuriuo redakcija spres iskilusius klau-
simus, pavardé, darbo adresas, elektroninio pasto adresas, te-
lefono ir fakso numeriai. Pageidaujama nurodyti, kuriame zur-
nalo skyriuje norima publikuoti straipsnj ar kita medziaga.
Zurnalo skyriai tokie:

redaktoriaus skiltis,

literattiros apzvalga,

originaltis mokslo tiriamieji darbai,
reti atvejai,

istorinés apzvalgos,

klinikiné prakrika,
rekomendacijos,

vaizdiné diagnostika,

paskaitos,

recenzijos (knygy, $io bei kity zurnaly straipsniy),
laiskai redaktoriui,

kronika,

skelbimai.



Redakcija pasilieka teisg keisti Zurnalo skyriy pavadinimus.
Redaktoriaus skilties turinj lemia redaktoriaus sprendimas.

Mokslinis straipsnis, kuriame pateikiami empirinio tyrimo
(klinikinio ar eksperimentinio) rezultatai, o tekstas yra sus-
kirstytas j skyrius — jvadas, tiriamoji grupé ir metodai,

rezultatai, diskusija, i$vados, literatiira, — vadinamas originaliu.

2. Kitame puslapyje turi bati pakartotas tik straipsnio pa-
vadinimas lietuviy ir angly kalbomis (autoriy pavardziy ir jstai-
gos pavadinimo nereikia). Po kiekvieno straipsnio pavadini-
mo turi bati vienu ar keliais trumpais sakiniais apibtidinta
straipsnio esmé, kuri turi atitikti svarbiausias i§vadas (tai bus
spausdinama kartu su pavadinimu leidinio turinyje). Straips-
nio santrauka (Abstracs) turi but parasyta lietuviy ir angly
kalbomis (pageidautina, kad baty ne daugiau kaip 250 Zo-
dziy, tadiau ne maziau kaip 600 zenkly). Santraukoje turi ba-
ti tokios dalys: jvadas / tikslas (Background / objective), meto-
dai (Methods), rezultatai (Results) ir i$vados (Conclusions). San-
traukoje terminy sutrumpinimy neturéty bati (i$skyrus ais-
kius ir Zinomus sutrumpinimas, pvz., DNR, RNR ir kt.).
Nestruktiirinése santraukose neturi bati daugiau kaip 200
zodziy. Abi santraukos turi biti iSspaudintos atskiruose la-
puose. Nestruktiirinése santraukose turi biti ne daugiau kaip
200 Zodziy. Po kiekvienos santraukos turi baiti nurodyti pras-
miniai zodZiai (Keywords). Parinkdami juos naudokités MeSH
katalogu (hetp:/fwww.nlm.nih.gov/). Straipsniy santraukos gali

biti skelbiamos Zurnalo internetinés svetainés puslapiuose.

3. Naujame puslapyje pradedamas mokslinio straipsnio teks-
tas turi bati suskirstytas j skyrius: jvada, tyrimo medziagy ir
metodus, rezultatus, diskusija, i$vadas, literatiira.

Ivadas. Aktualizuojama problema, nurodomi darbo tiks-
lai, hipotezé, kurig reikéjo patikrinti.

Ligoniai ir metodai (Metodai). Nurodomas tyrimo po-
badis (retrospektyvinis, perspektyvinis ir kt.). Aprasoma issa-
miai (taip, kad kitose jstaigose tyrimus biity galima pakarto-
ti). Nurodoma tyrimo atlikimo vieta, tirlamosios medZiagos
(tirlamyjy) skaicius ir apibGidinimas, apraSomas gydymas ir
intervencijos. Jau paskelbti tyrimo metodai turi biiti aprasyti
trumpai, pateikiant literatiiros $altinius. Nurodomos statisti-
nés analizés programos, metodai. Tyrimai turi bad atlikdi re-
miantis Helsinkio deklaracijos principais ir Lietuvos Respub-
likos teisés aktais (tai galioja ir atlickant eksperimentus su gy-
viinais). Redakcija pasilieka teise i§ tyréjy pareikalauti gydy-
mo jstaigos biomedicininiy tyrimy komisijos (klinikiniy tyri-
my etikos komiteto) leidimo, suteikusio teis¢ atlikti tyrima
ligoninéje, kopijos. Perspektyviniy randomizuoty tyrimy at-
vejais tai yra biitina salyga. Leidimo kopija tyréjai pristato
(atsiuncia) kartu su rankraséiu.
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Rezultatai. Tyrimy baigtis apraSoma nekartojant metodi-
kos. Teksto duomenys neturi kartoti lenteliy ir paveiksly duo-
meny (zr. toliau). Tadiau svarbiausi faktai gali biiti pabrézia-
mi. Pateikiamas statistinis jvertinimas. Si dalis turi biiti infor-
matyviausia.

Diskusija. Ji turi buiti susijusi su tyrimy rezultatais. Jau Zino-
mi anks¢iau paskelbti kity autoriy duomenys lyginami su straips-
nio autoriy duomenimis. Primename, kad rasyti reikéty taip,
kad i straipsnio dalis tapty jdomiausia. Joje turi iSryskeéd straips-
nio autoriy pozitiris j gvildenamg problemg. Siame skyriuje ne
tik objekeyviai ir korektiskai vertinami autoriy darbo rezultatai
kity autoriy darby rezultaty kontekste, bet ir i$ry$kinami darbo
pranasumai bei trikumai, formuluojamos naujos idéjos.

I$vados turi bud aiSkios. Jose apibendrinami tyrimy re-
zultatai, jy svarba, naudingumas. Jomis atsakoma j jvade nuro-
dytus tikslus. Sutrumpinimy neturi biti.

Padéka gali bati tik asmenims, intelektualiai rémusiems
tyrima. Padéka asmeniui reiskiama tik tuo atveju, jeigu jo (jos)
indélis j darba néra pakankamas ir negali biiti vertinamas kaip
autorysté. Asmeny vardai ir pavardés negali bati skelbiami,
jeigu néra jy sutikimo. Gali buti spaudinamos padékos ir or-
ganizacijoms, rémusioms nepriklausoma tyrima.

Literatiira. Literatiros $altiniai déstomi pagal citavimo
eiliSkumg tekste (tik ne pagal abécéle). Literattiros $altinj ci-
tuojant tekste pirmg karta, lauZtiniuose skliaustuose nurodo-
mas jo numeris arabisku skai¢iumi, pvz., [1]. Mokslinio straips-
nio literatliros sgraso apimtj nustato autoriai. Tadiau pagei-
daujama, kad jis nevirSyty 50 $altiniy, literatiiros apzvalgos —
100 $altiniy. Visada patariama atsizvelgti j paskutiniy penke-
riy mety publikacijas. Sarasas pateikiamas atskirame lape (la-
puose) remiantis Vankuverio sistema (the ,, Vancouver style®)
ir bendraisiais biomedicinos Zurnaly rankra$éiy reikalavimais
(Uniform requirements for manuscripts submitted to biome-
dical journals. JAMA 1997; 277: 927-934; N Engl ] Med
1997; 336: 309-315).

Cituojant straipsnj i§ Zurnalo, autoringje eilutéje reikia nu-
rodyti visus autorius. Santrumpos et al“ vartoti negalima.

Pavyzdys:

1. Yasui K, Hirai T, Kato T, Torii A, Uesaka K, Mo-
rimoto T, Kodera Y, Yamamura Y, Kito T, Hamaji-
ma N. A new macroscopic classification predicts prog-
nosis for patient with liver metastases from colorectal
cancer. Ann Surg 1997; 226: 582-586.

Jei cituojamas tik elektroniniu formatu publikuotas straips-
nis, pabaigoje bitina nurodyti tiksly elektroninj adresa.

Jei straipsnis paradytas ne angly kalba, pavadinimas patei-
kiamas originalo kalba, o skliaustuose — angliskas vertimas:
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Pavyzdys:

1. Zablockis R., Nargéla R. Pleuros skyscio citologinio tyri-
mo diagnostiné reik$meé. (Diagnostic value of pleural fluid cyto-
logic examination). Medicina 2002; 38: 1171-1178.

Jei cituojamas tik DOI (Digital Object Identifier) numerj
turintis straipsnis, tai nurodoma (www.doi.org).

Pavyzdys:

1. Fusai G, Davidson BR. Strategies to increase the
resectabi-lity of liver metastases from colorectal cancer. Dig

Surg DOI: 10.1159/000073535.

Knygos skyrius:

1. Mendelson EB, Tobin CE. The breast. In: Goldberg BB,
Pettersson H, editors. Ultrasonography. Lund: Lund Univer-
sity, 1995, p. 377-399.

Knygos:

1. Stark KD. Childhood depression: school based interven-
tion. New York: The Guilford Press, 1990. .

2. Bouchier IA, Morris JS, editors. Clinical skills. 6 ed.
London: W. B. Saunders Company LTD, 1992.

Lentelés yra teksto dalis. Jos pateikiamos atskiruose lapuose,
i$spausdintos dviem intervalais, sunumeruotos arabiskais skait-
menimis pagal eiliSkumg tekste. Kiekviena lentelé turi turéti
pavadinima. Paai$kinimai ir sutrumpinimai pateikiami lente-
lés apacioje. Lentelé Zzymima taip: ,,1 lentelé® ir t. t.

Paveikslai turi bati sunumeruoti pagal eiliskumg ir pa-
teikti atskiruose lapuose. Paveiksly apra$ymai pateikiami
atskirame lape. Kiekvieno paveikslo kitoje puséje nurodo-
mas eilés numeris, pavadinimas, autorius ir straipsnio pava-
dinimas. Paveikslai turi bati Zzymimi ,,1 pav.“ ir t. t. Juose
ligoniy pavardés nerasomos. Jeigu paveikslas siunc¢iamas kaip
fotografija, ji turi bati aigki. Dalykus, kuriuos fotografijose
norima iSryskinti, reikia paZzyméti rodyklémis. Jeigu tik ga-
lima, bréZiniai daromi tik dviejy asiy sistemoje. Trimadiai
bréZiniai priimami ypatingais atvejais, kai biitini teksto es-
mei atskleisti.

Straipsniy, kuriuose pristatomi reti klinikiniai atvejai, pa-
teikiami praktiniai patarimai, apZvalginiy ir informaciniy
straipsniy strukeiira turi specifiniy ypatybiy.

Literatiiros apzvalgos. Metody skyriuje reikéty nurodyti
duomeny bazes, kuriomis buvo naudotasi. Atskirai apiben-
drinami retrospektyviniy ir perspektyviniy tyrimy rezultatai.

Klinikiniai atvejai. Klinikiniy atvejy apra$ymus turi
sudaryti tokios dalys: jvadas, klinikinis atvejis, diskusija, is-
vados. Diskusijoje i§rySkinamas atvejo unikalumas, diagnos-
tikos ir gydymo ypatybés.

Istorinés apzvalgos. Reikia vengti ypad subjektyviy ver-
tinimy. Nuotraukas kopijuoti i§ kity leidiniy, negavus ras-
tisko leidéjo leidimo, draudziama.

Praktiniai patarimai. ApraSant operacijy metodika, at-
skirus operacijos etapus, tekstas turi biiti labai aiskus, nedi-
delés apimties, iliustruotas paveikslais.

Klinikiniai vaizdiniai. Paveikslai turi biiti originalis,
geros kokybés, nespalvoti. Juose neturi bati minima ligonio
pavardé. Aprasas, kuriame glaustai atpasakojama ligos
istorija, iSrys$kinamos vaizdiniy ypatybés bei unikalumas, turi
bati trumpas, susidedantis i§ ne daugiau 300 Zodziy.

Recenzijos. Jos turi buti korektiskos. I$ry$kinama recen-
zuojamo darbo reikmé, jo pranagumai, trikumai. Pateikia-
mos i$vados.

Kronika. Skatiname gydytojus svarbia informacija pa-
teikti platesnei auditorijai. Sio skyriaus turinj lemia ir re-
dakcijos nuomoné. Informacija apie isleistas knygas spaus-
dinama, jei atsiunc¢iamas originalus knygos egzempliorius.
Jis negrazinamas, lieka bibliotekoje.

Konferencijy, seminary, kongresy, susirinkimy me-
dZiaga spausdinama, jeigu informacija apie juos pateikiama
prie§ tris ménesius. Sglygos aptariamos redakcijoje. Si me-
dziaga gali bati leidziama atskiru leidiniu — Zurnalo priedu.

Adresas siysti rankrascius ir diskelius:

Amerikos—Lietuvos draugystés medicinos biblioteka, zur-
nalo , Lietuvos chirurgija“ redakcija, Vilniaus universitetiné grei-
tosios pagalbos ligoniné, Siltnamiy g. 29, LT-04130 Vilnius.

Redakcijos elektroninis adresas:
lietuvoschirurgija2000@yahoo.co.uk

Reikalavimai siunciant diskelj:

Ant jo turi biti pazymétas kompiuterinés programos pa-
vadinimas, straipsnio pavadinimas, autoriy pavardés, elek-
troninis adresas, telefono ir fakso numeriai, rinkmeny pa-
vadinimai. Rankrastis turi visiskai atitikti diskelyje jraSyta
turinj. Naudokite 3.5 coliy diskelj, jeigu siunc¢iamas tekstas
(lentelés yra teksto dalis). Jeigu siunciami tekstai ir paveiks-
lai, naudokite 3.5 coliy diskelj ar 5.25 magnetinj optinj dis-
ka; CD-ROM’3. Jeigu rinkmenoje talpinamas labai didelis
informacijos kiekis, naudokite ZIP formata.

Naudokités MS-Word kompiuterine programa (Word 7.0
ar vélesné versija).

Lentelés ir paveiksly pavadinimai yra teksto dalis. Todél
jie turi biti pateikiami toje pacioje teksto rinkmenoje, ta-
iau jos pabaigoje. Paveikslai turi biti siunciami atskirose
rinkmenose. Jei publikuojamos nuotraukos, i§ kuriy galima
pazinti ligonj, reikia gauti jo radytinj sutikima, kuris atsiun-
¢iamas su rankra$¢iu. Nuotraukose neturi buti ligonio
pavardés. Diskeliai autoriams nebus grazinami. Smulkesng
informacija galima gauti Vilniaus universiteto leidykloje.

Jos elektronininis adresas: info@leidykla.vu.lt

Korektiira. Straipsnio korekttros gali bati siunc¢iamos pa-
grindiniam autoriui. Jos turi biiti grazinamos leidéjui per 72 valan-
das. Tai padarius véliau, straipsnis gali bati spausdinamas

kitame Zurnalo numeryje. Kitas straipsnio korektiros jver-



tinimo baidas — atvykti autoriui j leidykly ir tiesiogiai jver-
tinti korekttirg. Puslapiy numeracijos keisti negalima.

Atsakomybé. Autoriai atsakingi uz pateiktus straipsnius,
vertinimus, nuomones, rekomendacijas bei kita informaci-
ja. Autoriy vertinimai, nuomonés, rekomendacijos nebuiti-
nai sutampa su redaktoriaus ar leidéjo nuomonémis. Todél
nei redaktorius, nei leidéjas neprisiima atsakomybés uz kity
autoriy pateiktg informacija.

Moksliniy straipsniy jvertinimas. Mokslo straipsnius
recenzuoja ne maziau kaip du recenzentai, turintys mokslo
laipsnj. I$imtiniais atvejais redaktoriai pasilieka teis¢ parinkti
vieng recenzentg ir remtis viena recenzija. Recenzuojama
pagal standarting straipsnio vertinimo forma. Recenzija gali
bati ir i$plésting, parasyta laisva forma. Recenzenty pavardes
zino tik redaktoriai. Autoriams §i informacija neteikiama.
Autoriai turi pataisyti straipsnius atsizvelgdami | recenzijoje
pateiktas pastabas arba motyvuotai paaiskinti, kodél j pasta-
bas neatsizvelgia. Taip atsitikus, galutinj sprendima apie
straipsnio tinkamumg Zurnalui priima atsakingieji redakto-
riai. Po recenzavimo pataisyti straipsniai pateikiami dviem eg-
zemplioriais, taip pat pridedama galutiné straipsnio kopija dis-
kelyje. Ant diskelio biitina parasyti autoriaus pavarde, straips-
nio pavadinima ir kompiuterinés programos pavadinima (teks-
tui pageidaujama naudoti Word programas, paveikslams ir gra-
fikams — Corel Draw, Photoshop, Microsoft programas).

Nuomoné apie straipsnj (komentarai) yra $io zurnalo
ypatybé. Specialistus nuomonei pareiksti kviecia vyriausiasis
arba atsakingasis redaktorius.

Autoriy teisiy patvirtinimas. Dokumenta turi pasira$tyti
visi autoriai (zr. toliau).

Leidykla. ,Lietuvos chirurgija“ (ISSN 1392-0995, ISSN
1648-9942) spausdinama kas trys ménesiai Vilniaus universi-
teto leidykloje. Adresas: Universiteto g. 1, LT-01122 Vilnius,
Lietuva.

Visa $io leidinio medZiagg arba jos dalj dauginti, platinti
arba nauja medziagg sisteminti pagal $io leidinio struktiira,
forma, ir koncepcija ne asmeniniais tikslais leidziama tik tu-
rint radytinj leidyklos sutikimg. Leidinio medZiaga be lei-
dyklos sutikimo galima naudoti tik Lietuvos Respublikos jsta-
tymy numatytais atvejais.

Prenumerata. Zurnalq sLietuvos chirurgija“ galima uz-
siprenumeruoti visuose Lietuvos pasto skyriuose. Leidinio
indeksas — 5415.

Metinés prenumeratos kaina — 60 lity (vieno numerio —
15 lity).
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AUTORIY TEISIY PATVIRTINIMO
DOKUMENTAS

(turi bati pasiradyta visy autoriy)

Autoriai perduoda visas straipsnio autoriy teises ,,Lietu-
vos chirurgijos® leidéjui, jeigu straipsnis bus i$spausdintas.
Pasirasiusieji autoriai garantuoja, kad straipsnis yra origi-
nalus; nepazeidzia treciyjy asmeny autoriy teisiy; néra pa-
teiktas publikacijai kitame leidinyje; straipsnio duomenys,
lentelés ir iliustracijos nebuvo anks&iau publikuoti. Sie ap-
ribojimai negalioja moksliniy konferencijy tezéms. Auto-
riai patvirtina, kad jie yra susipazing su galutiniu straips-
nio variantu, sutinka su visa ten skelbiama medziaga ir pri-
siima visa atsakomybe uZ jos tikslumg. Atsakingasis auto-
rius savo para$u paliudija, kad autoriai atitinka visus jiems
keliamus reikalavimus.

Apie galima interesy konflikta, susijusj su asmeniniais
santykiais ar moksline konkurencija, reikia pranesti atski-
ru laisku, pridedamu prie rankras¢io. (Tokia informacija

konfidencialiai jvertinama leidéjo ar recenzenty.)

Kiekvieno autoriaus vardas, pavardé ir parasas:

(vardas, pavardé) (parasas)

Data: ...............
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General instructions to authors

Authorship

Authorship credit should be based only on substantial (a) con-
ception and design, or analysis and interpretation of data; (b)
drafting the article or revising it critically for important intel-
lectual content; and (c) final approval of the version to be pub-
lished. Conditions (a), (b), and (c) must all be met. Participa-
tion solely in the acquisition of funding or the collection of
data does not justify authorship. General supervision of the re-
search group is also not sufficient for authorship. The first named
author is responsible for ensuring that all authors have seen,
approved and are fully conversant with its contents. The Jour-
nal accepts the criteria for authorship proposed in the JAMA
(Uniform requirements for manuscripts submitted to biomedi-
cal journals. International committee of medical journal editors
1994; 277 (11): 927) and the COPE guidelines on good pub-
lication practice (www.publicationethics.org.uk). Results of
multicentre studies have to be reported under the name of the
organizing study group. Methods of recognizing contributors
have been proposed (Lancet 1995; 345: 668). The editors are
of the view that those with a peripheral association with the
work should simply be acknowledged (BJS 2000; 87: 1284-6).

General rules of manuscripts
evaluation process

All manuscripts are subject to editorial review. Lithuanian Sur-
gery publishes reviews, original articles, and leading articles all of
which are submitted to peer-review. Selection of all scientific
articles for publication in Lithuanian Surgery is based on the
opinion of reviewers (two for each paper) having Ph. D. or Dr.
Habil. degree. Standardized referee report form is essential. Other
comments of reviewers will not be transmitted directly to the
author(s), but may be used to aid revision of the manuscript.
Names of reviewers will not be disclosed to the authors. Names
of the authors will not be disclosed to the reviewers. Invited
comments (i.e. opinion of professional) of the paper is a specific
point of the editorial policy. A selection of the commentator
depends on opinion of editor-in-chief and executive editor.

Requirements

The manuscript should be clearly typewritten, in Lihuanian
and English, on one side of the paper only, with double spa-
cing throughout and with margins of at least 2.5 cm. Begin
each of the following sections on separate pagers: title page,

abstract and key words, text, acknowledgements, references,
individual tables, and figure legends. Number the pages con-
secutively, beginning with the title page. The text should be
divided into introduction, methods (patients and methods),
results, discussion, and conclusions. Authors are responsible
for the accuracy of their report including all statistical cal-
culations and drug doses. When quoting specific materials,
equipment and proprietary drugs you must state in paren-
theses the brief name and address of the manufacturer. Ge-
neric names should normally be used. Manuscripts have to
be submitted in fully corrected form. The original manusc-
ript, together with the disk, should be submitted with two
additional copies, on the express condition that it has not
been published, simultaneously submitted, or already accep-
ted for publication elsewhere. The manuscript should match
the file on disk exactly. Acceptance of an article for publica-
tion in the Journal implies transfer of exclusive copyright
for the article to the publisher. Accepted papers become the
permanent property of Lithuanian Surgery. They may not
be reproduced, stored in a retrieval system or transmitted,
in any form or by any means without permission of the pub-
lisher. When reporting experiments on human subjects, in-
dicate whether the procedures followed were in accordance
with the ethical standarts of the committee on human expe-
rimentation of the institution in which they were done (aut-
hors are required to submit a signed statement as to the data
and details of the appropriate review) and in accordance with
the Declaration of Helsinki. Randomized clinical trials
should be clearly identified as such in the title and abstract.
Written consent must be obtained from the patient, legal
guardian or executor for publication of any details or pho-
tographs that might identify an individual. Submit evidence
of such consent with the manuscript. When appropriate,
include a statement verifying that the care of laboratory ani-
mals followed accepted standarts.

Editors of the Lithuanian Surgery reserve the right not to
publish an article on the grounds that appropriate ethical or
experimental standards have not been reached.

Sections of journal

Editorial, review articles, original papers, case reports, his-
torical reviews, clinical practice, how I do it, recommen-
dations, clinical images, lectures, book reviews, letters to
editor, chronicle, announcements. Original research paper
is that, which presents results of empiric investigation (clini-
cal or laboratory), which is divided into the following sec-
tions: background, material and methods, results, discus-

sion, conclusions, references.



Arrangement of article

Editorial style: Arabic numerals should be used for weight,
measures, percentages and degree of temperature. For quanti-
tative data, the International System of Units (SI) should be
used (except for blood pressure, which could be expressed in
mm Hg): kg, g, mg, mol, mmol, m, cm, etc. Instead of the
abbreviation “percent”, use the sign %. Give generic names
of all pharmaceutical preparations, but trade names and ma-
nufacturer’s name and address should be indicated in brac-
kets the first time a drug is mentioned in the main text.

1. Title page. The title page should contain the title of the artic-
le, which should be concise but informative (subtitles may be
used if necessary, but must be short), the authors’ names, and
departamental as well as institutional affiliations of each aut-
hor and their full addresses. Please also supply phone and fax
numbers, as well as e-mail address. Below type a list of 3—-10
key words. It is essential. Keywords should not repeat the title
of manuscript. The most desirable is to use keywords from
the MeSH catalogue (betp:/fwww.nlm.nib.govl).

2. An abstract not exceeding 250 words (at least, 600 signs)
should be presented on the second page. The abstract must
be structured, using the following sections: Background /
objective, Methods, Results, and Conclusions. Only stan-
dard abbreviations should be used. Above the abstract type
the article title, key words, and a single or several short
sentences (limited to a maximum of 25 words) delineating
the essential point(s) made in the manuscript. Non-struc-
tural summaries counting less than 200 words lower the
score. Writing an abstract please follow Hayness RB (1990).

3. Page 3 of the manuscript should carry the beginning of the
full text. It should be organized as follows:

Introduction. What is the major problem that prompted
study? What is the aim (objective, goal, endpoints) of the stu-
dy? The hypothesis that is being tested has to be reflected in
this section.

Patients and methods. First of all, the design of the study
should be indicated. This section should include the setting for
the study, the subjects (number and type), the treatment or in-
tervention, the type of statistical analysis. Briefly, how was the
study done?

Results. They include the findings of the study. A statisti-
cal significance if appropriate should be pointed out. This
section should be most informative.

Discussion. Do this section most interesting,.

Conclusions. They emphasize the significance of the re-
sults and should correspond with the aims.

Acknowledgments. Acknowledge persons who have made
intellectual contributions to the study but whose contributions
do not justify authorship. Such persons must give their permis-
sion to be named. Acknowledge all sources of financial support.
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Clinical images. Images must be original, unique, high-
quality black-and-white photographs. Do not mention patient’s
name. The description which, in fact, should become a very
summarized case history must be short and not exceed 300
words. This text have to explain the pecularities and uniqueness
of clinical images as well as patient’s history, objective data,
clinical course and response to treatment (if any).

References. Identify references in the text, tables, and le-
gends by Arabic numerals in square brackets. The list of refe-
rences shoud include only those publications which are cited
in the text. The list of references should be typed, double-
spaced, on the separate sheet(s). The references should be num-
bered consecutively in the order in which they are first men-
tioned in the text. Do not alphabetise. Cite all authors. The
abbreviation “et al” is not sufficient. The reference list should
follow the “Vancouver style” set (Uniform requirements for
manuscripts submitted to biomedical journals, JAMA 1997;
277:927-934; N Engl ] Med 1997; 336: 309-315).

Examples:

Papers published in periodicals:

Yasui K, Hirai T, Kato T, Torii A, Uesaka K, Mori-
moto T, Kodera Y, Yamamura Y, Kito T, Hamajima N.
A new macroscopic classification predicts prognosis for
patient with liver metastases from colorectal cancer. Ann
Surg 1997; 226: 582-586.

In addition, when papers published in electronic for-
mat are cited, indicate exact electronic address.

Also, when papers published only with DOI (Digizal
Object Identifier) numbers are cited, indicate exact
number (www.doi.org):

1. Fusai G, Davidson BR. Strategies to increase the
resectability of liver metastases from colorectal cancer.

Dig Surg DOI: 10.1159/000073535.

Monographs:
Stark KD. Childhood Depression: School based In-
tervention. New York: The Guilford Press, 1990.

Edited books:

Bouchier IA, Morris JS, editors. Clinical Skills.
6t ed. London: W. B. Saunders Company LTD, 1992.

Mendelson EB, Tobin CE. The breast. In: Gold-
berg BB, Pettersson H, editors. Ultrasonography. Lund:
Lund University, 1995, p. 377-399.

Tables and figures. Tables and figures should be numbe-
red in Arabic numerals (Table 1, Figure 1, etc.). They should
be prepared on separate sheets. Tables require a short descrip-
tive heading. Give each column a short or abbreviated hea-
ding. Only standard, universally understood abbreviations
should be used. Place explanatory matter in footnotes to the
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table, not in the heading. On the back of each figure, indicate
its number, the author’s name, and “top” with a soft pencil.
Color figures are reproduced at the author’s expence.
Review articles, case reports, historical reviews, descrip-
tions of clinical practice (how I do it, guidelines), book
reviews. Follow clasicall rules with accordance to style and
specific instructions of the journal. The objective as well as
conclusions should be emphasized in review article. Case re-
ports should be structured as follows: introduction, case re-
port, discussion. An uniqueness of the case should be clarified
in discussion. Include conclusion. Describing modern opera-
tive techniques (section “How I do it”) please be short and
precise. A manuscript of this type should contain figures to
explain details of operation. A guidelines (recommendations)
for management of the disease should be clearly designed.

Submission
Only original papers in Lithuanian and English are conside-
red and should be sent to:

The American-Lithuanian friendship medical library,
Editorial Office of “Lithuanian Surgery”,

Vilnius University Emergency Hospital, Siltnamiy 29,
LT-04130 Vilnius, Lithuania

e-mail: lietuvoschirurgija2000@yahoo.co.uk

Technical information: label your disk with the title of the
journal; a short version of the paper’s title; your name, postal
and e-mail address, fax and phone number; and the complete
list of the file names.

Store only manuscript’s data. For a text of only manusc-
ript, use a 3.5-inch disk. For a text and figures, use 3.5 or
5.25 Magneto Optical Disc; CD-ROM. Compress extensive
data using ZIP format.

The recommended word-processing package is MS-Word.

Tables are part of the text and should be placed at the end
of the text. Legends to figures are part of the text and should
be listed at the end of the file. Store figures as separate files.

For detailed information on how to submit figure data on
disk please consult info@leidykla.vu.lt

Disks will not be returned to authors. Rejected manuscripts
and illustrations will not normally be returned.

Home page address of the journal: http:/fwww.chirurgija.lt

Galley proofs

Printer’s galley proofs will be sent to the principal author by the
publisher. They should be returned duly corrected with the least
possible delay (to Lithuanian authors: they must be returned to the
publisher within 72 hours of receipt). No page proofs are supplied.

Offprints
Offprints can be ordered by filling out the form accompanying
the galley proof. They are produced at the author’s expence.
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