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Gerbiami Kolegos,

man labai malonu Draugijos valdybos ir Organizacinio
komiteto vardu pakviesti Jus dalyvauti XI Lietuvos ko-
loproktology draugijos suvaziavime, kuris vyks 2025 m.
geguzés 22-23 d. Vilniuje, viesbutyje ,,Panorama®.
Suvaziavimo programos tematika plati, todél kviecia-
me visus, besidominé¢ius minéta sritimi, tiek klausytis
pranesimu, tiek juos skaityti ir taip praturtinti ne tik
savo zinias, bet ir miisy pavasarinio renginio programa,.
Maloniai kvieciame dalyvauti slaugytojus (bus iSduoda-
mi sertifikatai, galiojantys visy specialybiy gydytojams
ir slaugytojams).

Suvaziavima organizuojame kartu su pasauline orga-

nizacija — Tarptautine universiteto kolorektaliniy chirurgy draugija (/nternational Society of University
Colon and Rectal Surgeons, ISUCRS). Renginio programa puo$ gausus Jungtinés Karalystés lektoriy
burys ir, kaip ir kasmet, praneséjai is atokiausiy pasaulio kampeliy. Tikimés gausaus Jausy dalyvavimo.

Pagarbiai —
prof. Narimantas Evaldas Samalavicius
Lietuvos koloproktology draugijos prezidentas

International Society of University Colon and Rectal Surgeons
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XI Lietuvos koloproktology draugijos suvaziavimas
ir Jungtinés Karalystés bei Tarptautinés universiteto kolorekaliniy
chirurgy draugijos perspektyvos
XI Triennial Meeting of the Lithuanian Society of Coloproctologists
with British and Isucrs Perspectives

Hotel Panorama
Seinu 4, Vilnius, Lithuania
2025 05 23, 8.30-18.30

LITHUANIAN SESSION
Aquarius Hall

I DALIS
Pirmininkauja: Narimantas Evaldas Samalavicius, Tomas Poskus

8.30-8.38 Marius Kryzauskas, Kamilé Pliuskuté, Matas Jakubauskas, Tomas Poskus. Kolostomos uzdarymo
iSStikiai.

8.38-8.46 Ugne Silinskaité, Marius KryZzauskas, Matas Jakubauskas, Vilius Abecitinas, Austéja Elzbieta

Degutyté, Audrius Dulskas, Valdemaras Jotautas, Justas Kuliavas, Kestutis Strupas, Tomas Poskus.
Anastomoziy nesandarumas: atvejo-kontrolés tyrimas.

8.46-8.54 Benedikt Bachmetjev, Marius Kryzauskas, Matas Jakubauskas, Vilius Abecitinas, Austéja Elzbieta
Degutyté, Valdemaras Jotautas, Justas Kuliavas, Kestutis Strupas, Tomas Poskus, Audrius Dulskas.
Nepriklausomyjy kintamuyjy sqsajos su mirtingumu, anastomoziy nesandarumu ir ligos progresavimu
pacientams, sergantiems storosios Zarnos véziu: daugiaveiksné analizé.

8.54-9.02 Michail Klimovskij, Audrius Dulskas (on behalf of Worldwide LARS group). Supraskime porezek-
cinj tiesiosios Zarnos sindroma: pirmieji pasaulinés apklausos rezultatai.
9.02-9.10 Inga Kildusiené, Romualdas Maskelis, Aliaksei Piatkevich, Audrius Dulskas. Endoskopiné submu-

koziné disekcija storojoje Zarnoje: gydymo patirtis ir pacienty atrankos kriterijai.

9.10-9.18 Ugné Silinskaité, Marius Kryzauskas, Ona Lapteva, Karolis Bauzys, Aranas Zelvys, Giedrius Kve-
deras, Tomas Baltriinas, Genadijus Kucinskis, Tomas Poskus. Kombinuotoji kryzkaulio rezekcija —
vienintelé radikalaus rety pirminiy ir recidyviniy piktybiniy naviky gydymo galimybé.

9.18-9.26 Narimantas Evald31§ Samalavic¢ius, Rakesh Gupta, Joseph Nunoo-Mensah, Darius Cintikas,
Tomas JanuSonis, Zygimantas Juodeikis, Rytis Markelis, Alfredas Kilius. Personalizuota totaliné

mezorektaliné ekscizija dél paribinio virSutinio ir vidurinio tiesiosios Zarnos trecdalio vézio — onkolo-
giskai saugus sprendimas gerinant pooperacinius funkcinius rezultatus?

9.26-9.34 Edvinas Dainius, Donatas Venskutonis, Tadas Latkauskas. Gyvenimo kokybé atlikus pilonidinés
ligos operacijq: atsitiktiniy imciy klinikinio tyrimo rezultatai.

9.34-9.44 Pertrauka
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II DALIS

Pirmininkauja: Audrius Dulskas, Marius KryZauskas

9.44-9.52

Ignas Civilka, Michail Klimovskij, Andrej Aleinikov, Peter Christensen, Narimantas Evaldas Sa-
malavicius, Miglé Sakalauskaité, Audrius Dulskas. Transanaliné irigoskopija porezekciniam tiesiosios
Zarnos sindromui gydyti: daugiacentris randomizuotas klinikinis tyrimas.

9.52-10.00

Vita Klimasauskiené, Narimantas Evaldas Samalavicius. Pruritus ani: gydymas metileno mélin.

10.00-10.08

Zivilé Sabonyté-Balfaitiené, Tomas Poskus, Eugenijus Jasitinas, Diana Ramagsauskaité, Grazina
Drasutiené. Néstiyjy isangés ligy rizikos veiksniai ir profilaktika.

10.08-10.16

Gabrielé Didrikaité, Michail Klimovskij, Bronius Buckus, Tomas Aukstikalnis, Ernestas Sileika,
Audrius Dulskas. Ar ileostomos uzdarymo laikas lemia gyvenimo kokybe: vieno centro patirtis.

10.16-10.24

Edvinas Kildusis, Gintautas Brimas. Edukacinio 3D virtualiosios realybés vaizdo metodo jtaka ruo-
Siant Zarnyng kolonoskopijai: ankstyvieji rezultatai.

10.24-10.32

Ugné Imbrasaité, Matas Jakubauskas, Augustas Poskus, Kestutis Strupas, Tomas Poskus. Periope-
raciniy veiksniy jtaka kolorektinio vézio prognozei ir isgyvenamumui: literatiiros apzvalga.

10.32-10.40

Jarate Val¢iukiene, Eglé Lastauskiené, Aida Laurinavi¢iené, Matas Jakubauskas, Marius Kryzaus-
kas, Rata Barbora Valkitniené, Eugenijus Jasitinas, Renaldas Augulis, Ausra Garnelyté, Justinas
Kavolitinas, Ugné Silinskaité, Tomas Poskus. Norminé mogaus Zarnyno imuniné infiltracija ir
infiltracija progresuojant kolorektinei adenomai.

10.40-10.48

Andrej Kolosov, Narimantas Evaldas Samalavicius. Metileno mélio injekcijos skausmui malSinti,
atlikus proktologing operacijg.

BRITISH & ISUCRS SESSION

Humanitas Hall

10.30-12.00

Pelvic Floor disorders — The British Session

Moderators: Athur Balakrishnan Harikrishnan (Shefield, UK), Janindra Warusivitarne (London, UK)

Andy Williams (London, UK). Assessment and treatment of Obstructed defecation syndrome.

Charles Knowles (London, UK). Slow transit constipation: diagnosis and management.

Charles Knowles (London, UK). New and future treatments for faecal incontinence.

Andy Williams (London, UK). Chronic pelvic pain.

11.30-12.00

Miscellaneous Session

Moderators: Athur Balakrishnan Harikrishnan (London, UK), Janindra Warusivitarne (London, UK)

Joseph Nunoo-Mensah (London, UK). Lower GI bleeding.

O. S. Herasymenko, M. A. Kashtalyan, le. A. Kvasnevskyi (Odessa, Ukraine). Surgical treatment
of combat injuries of the pelvic region.

12.00-13.30

Lunch and bussiness meeting of the Lithuanian Society
of Coloproctologists

13.30-16.00

Colorectal Cancer — International Society of University Colon and Rectal Surgeons Session

Moderators: Ahmad Uraiqat (Aman, Jordan), Rakesh Kumar Gupta (Dharan, Nepal)

Jose Luis Calleja (Madrid, Spain). Colorectal cancer screening program in Europe: an overview.

Kanagaraj Govindaraj (Tamil Nadu, India). How Al in colonoscopy helps in todays practice.
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Athur Balakrishnan Harikrishnan (Shefield, UK). Colon cancer — is CME beneficial vs. risks.

Anil Heroor (Mumbai, India). Right radical hemicolectomy D3 lymphadenectomy.

Kyu Joo Park (Seoul, Korea). Surgical treatment for para-aortic lymph node metastasis in colorectal
cancer.

Samer Doughan (Beirut, Lebanon). Rectal cancer treatment: are the paradigms shifting?

Ahmad Uraiqat (Aman, Jordan). Organ preservation in rectal cancer surgery.

Amir Miratashi (Tehran, Iran). 7otal neoadjuvant therapy vs. conventional neoadjuvant therapy in
rectal cancer: a comparative analysis of outcomes and challenges.

Anil Heroor (Mumbai, India). ISR in low rectal cancers.

Rashidul Islam (Dhaka, Bangladesh). High ligation of the inferior mesenteric artery and anastomotic
leakage in LAR.

16.00-16.30

Coffee Break

16.30-18.30

Proctology — Joint British & International Society of University Colon and Rectal Surgeons
Session

Moderators: Joseph Nunoo-Mensah (London, UK), Samer Daughan (Beirut, Lebanon)

Pravin Gore (Mumbai, India). Anal canal — Pandora’s doorway to hell: complications of wrong
decisions by surgeon.

Kushal Mital (Mumbai, India). Modern minimal invasive techniques — EPSIT & SiLaC.

Kushal Mital (Mumbai, India). Fistulectomy with primary repair of sphincters.

Richard Cohen (London, UK). Advancement flap for anal fistula.

Ramaya Kalaiselvan (Prescot, UK). LIFT for fistula-in-ano.

Janindra Warusivitarne (London, UK). Role and place of VAAFT, FiLAC, Fistura, OTSC Clip and
Fixcision in your anal fistula surgery arsenal: serious procedures or just hype?

Rakesh Kumar Gupta (Dharan, Nepal). ISUCRS global audit on treatment of haemorrhoids: first

7’6p0}’l’.

Parvinder Singh Lubana (Indore, India). Complications of stapled hemorrhoidectomy.

18.30-20.00

Party Time / Vakaroné
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Kolostomos uzdarymo issukiai

Marius Kryzauskas!?, Kamilé Pliuskuté3, Matas Jakubauskas® 4, Tomas Poskus® 4

! Vilniaus universitetas, Medicinos fakultetas, Klinikinés medicinos institutas, Gastroenterologijos, nefrourologijos ir chirurgijos
klinika, Vilnius, Lietuva

2 Vilniaus universiteto ligoniné Santaros klinikos, Pilvo ir onkochirurgijos centras, Vilnius, Lietuva

3 Vilniaus universitetas, Medicinos fakultetas, Vilnius, Lietuva

¥ Vilniaus universitetas, Medicinos fakultetas, Transliaciniy sveikatos tyrimy institutas, Vilnius, Lietuva

JZanga. Hartmano operacija yra standartiné gelbéjimo procediira esant aminéms kairés pusés gaubtinés
zarnos komplikacijoms. Paprastai §i operacija yra laikina priemoné, planuojant kolostoma véliau uzdaryti.
Kolostomos uzdarymas yra sudétinga operacija, pasizyminti dideliu sergamumu. Minimaliai invaziné chirur-
gija yra naudojama siekiant sumazinti pacientams pooperacing trauma.

Metodai. Atlikta retrospektyvi pacienty analizé. Pacientams buvo atliktas vienvamzdés kolostomos uzda-
rymas 2014-2024 m. Vilniaus universiteto ligoninéje Santaros klinikose.

Rezultatai. I$analizuota 125 pacientai, kuriems buvo atliktas kolostomos uzdarymas. 105 (84 proc.) pa-
cientams atliktas kolostomos uzdarymas per laparotomija, o 20 (16 proc.) pacienty buvo atlikta minimaliai
invaziné operacija. Pooperacinés komplikacijos buvo stebétos 35 (28 proc.) pacientams.

I$vados. Zarnyno vientisumo atkiirimas kelia didele perioperacinio sergamumo rizika. Minimaliai invaziné
chirurgija gali bati palankesné nei atviroji chirurgija, nes pacientas grei¢iau atsigauna.

Challenges in Colostomy Reversal

Marius Kryzauskas!-?, Kamilé Pliuskuté®, Matas Jakubauskas® 4 Tomas Poskus? 4

I Clinic of Gastroenterology, Nephrourology and Surgery, Institute of Clinical Medicine, Faculty of Medicine, Vilnius University,
Vilnius, Lithuania

2 Center of Abdominal and Oncosurgery, Vilnius University Hospital Santaros Klinikos, Vilnius, Lithuania
3 Faculty of Medicine, Vilnius University, Vilnius, Lithuania
7 Institute of Translational Health Research, Faculty of Medicine, Vilnius University, Vilnius, Lithuania.

Introduction. Hartmann’s operation is a standard salvage procedure for acute complications of the left
colon. It is usually performed as a temporary measure, with the intention of closing the colostomy later.
Colostomy closure is a complex operation with high morbidity. Minimally invasive surgery is used to reduce
postoperative trauma to patients.

Methods. A retrospective analysis of patients who underwent end colostomy closure between 2014 and
2024 at Vilnius University Hospital Santaros Klinikos was performed.

Results. A total of 125 patients who underwent colostomy closure were analysed. 105 (84%) patients
underwent colostomy closure via laparotomy, and 20 (16%) patients underwent minimally invasive surgery.
Postoperative complications were observed in 35 (28%) patients.

Conclusions. Restoration of intestinal integrity poses a high risk of perioperative morbidity. Minimally
invasive surgery may be more advantageous than open surgery due to faster patient recovery.
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Anastomoziy nesandarumas: atvejo-kontrolés tyrimas

Ugneé Silinskaité!, Marius KryZauskas?, Matas Jakubauskas2, Vilius Abecitnas!,
Austéja Elzbieta Degutyté!, Audrius Dulskas®, Valdemaras Jotautas!, Justas Kuliavas?,
Kestutis Strupas?, Tomas Poskus?

! Medicinos fakultetas, Vilniaus universitetas

2 Transliaciniy sveikatos tyrimy institutas, Medicinos fakultetas, Vilniaus universitetas

3 Nacionalinis vézio centras, Vilniaus universiteto ligoniné Santaros klinikos

Ivadas. Anastomozés nesandarumas — viena labiausiai nerima kelian¢iy ir sunkiausiai prognozuojamy,
komplikaciju, pasitaikanéiy atliekant Zarnyno rezekcijos operacijas. Siuo metu néra priimty vieny gairiu,
nurodandiy veiksmuy seka istikus siai komplikacijai. Tyrimo tikslas — palyginti pacientuy, patyrusiy anastomozés
nesandaruma, idtyrima, gydyma ir jo rezultatus. Siuo tyrimu siekiama i$analizuoti 2014-2018 m. jvykusius
anastomozés nesandarumo atvejus.

Metodai. I$ perspektyviai pildomos duomeny bazés tarp pacientu, gydyty Vilniaus universiteto ligoninéje
Santaros klinikose ir Nacionaliniame véZio centre 2014-2018 metais, identifikuoti pacientai, kurie patyré
storosios Zarnos jungties nesandaruma. Kiekvienam pacientui, patyrusiam nesandaruma, pagal amziu, lytj
ir lokalizacija parinkti du pacientai, kurie nepatyré storosios Zarnos jungties nesandarumo. Buvo palyginti
klinikiniai, demografiniai, iStyrimo ir gydymo duomenys abiejose pacienty grupése. Statistiniai skai¢iavimai
atlikti naudojant , Excel®, ,R commander® ir ,R studio® programas.

Rezultatai. Tyrime i$ viso dalyvavo 183 pacientai: 72 moterys ir 111 vyry. Vidutinis pacienty amzius
apie 68 metus. Pacienty, patyrusiy anastomozés nesandaruma, amziaus vidurkis 68,18 metai, o kontrolés
grupés — 68,94 metai. Tarp nesandarumg patyrusiy pacienty nesandarumas vidutiniskai buvo diagnozuojamas
po 5,76 dienos. Nesandaruma patyrusiems pacientams vidutiniskai po pirmosios operacijos buvo atlickama
1,49 pilvo ertmés vaizdinio tyrimo. Kontrolés grupés pacientams po operacijos buvo atlickama 0,59 pilvo
ertmés vaizdinio tyrimo. Dazniausiai atlickamas tyrimas buvo pilvo ertmés ultragarsinis tyrimas. Vidutiné
hospitalizacijos trukmé po operacijos nesandaruma patyrusiy, pacienty grupéje buvo 24,95 d. (4 — 102), ne-
patyrusiy — 10,0 dieny (4 — 28). Ligoninéje miré 10 pacienty, (16,13%) patyrusiy nesandaruma ir 0 pacienty
(0%) nepatyrusiy nesandarumo. Vidutiné iSgyvenamumo trukmé abiejose pacienty grupése buvo atitinkamai
35,87 ir 43,20 mén.

Isvados. Anastomozés nesandarumas yra pagrindiné ir pavojingiausia komplikacija po storosios zarnos
rezekciju, lydima didelio sergamumo ir mir§tamumo bei mazinanti ilgalaikio i$gyvenimo tikimybe.

Nepriklausomy kintamujy sasajos su mirtingumu, anastomoziy nesandarumu ir
ligos progresavimu pacientams, sergantiems storosios Zarnos véziu: daugiaveiksné

Benedikt Bachmetjev, Marius KryZauskas, Matas Jakubauskas, Vilius Abecitinas, Austéja Elzbieta
Degutyté, Valdemaras Jotautas, Justas Kuliavas, Kestutis Strupas, Tomas Poskus, Audrius Dulskas

Ivadas. Storosios Zarnos vézys yra viena dazniausiy onkologiniy ligy pasaulyje, o chirurginis gydymas
islicka pagrindiniu jo gydymo metodu. Sio retrospektyvinio tyrimo tikslas buvo jvertinti nepriklausomy
kintamujy sasajas su pacienty i$gyvenamumu, anastomoziy nesandarumu ir onkologinés ligos progresavimu.

Metodika. Tyrime analizuoti 1526 pacienty, operuoty dél storosios zarnos vézio dviejose Lietuvos gydy-
mo jstaigose 2014-2018 metais, duomenys. [traukti pacientai turéjo histopatologiskai patvirtinta diagnoze
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ir visa medicining dokumentacija. Duomenys buvo surinkti i§ medicininiy jrasu, jskaitant demografinius
rodiklius, ligos eiga, operacinio gydymo ypatumus, komplikacijas ir gydymo rezultatus. Statistinei analizei
buvo naudojamos SPSS 26 ir R programinés jrangos, taikytos apraSomosios, lyginamosios bei daugiaveiksnés
regresinés analizés.

Rezultatai. Pacienty amzius svyravo nuo 28 iki 98 mety (mediana — 67 metai), o kiino masés indek-
sas — nuo 14,7 iki 47,1 kg/m? (mediana — 26,99 kg/m?). Anastomoziy nesandarumas buvo nustatytas 7,5%
pacientu, o ligos progresavimas stebétas 10,3% atveju. I$gyvenamuma reik$mingai veiké amzius (p < 0,001),
kiino masés indeksas (p = 0,036), rikymo statusas (p = 0,011), Carlsono komorbidiskumo indeksas (p <
0,001) bei gretutinés ligos, tokios kaip koronariné Sirdies liga (p < 0,001), insultas (p = 0,039) ir aterosklerozé
(p < 0,001). Patologiné stadija ir metastaziy buvimas buvo stipriausiai su iSgyvenamumu susij¢ veiksniai (p <
0,001).

Chirurginis metodas ir operacijos invaziskumas, remiantis univariacine analize, buvo susij¢ su gydymo
rezultatais — pacientai, operuoti laparoskopiniu budu, turéjo aukstesnj iSgyvenamuma (85,5%) nei operuoti
laparotomiskai (65,8%) (p < 0,001). Vis délto $is rySys buvo nulemtas pacienty atrankos, nes dazniausiai
laparoskopinés operacijos atlickamos jaunesniems pacientams su mazesniais navikais. Panasiai, anastomozés
formavimo metodas univariaciniame vertinime parodé, kad aparatu suformuotos anastomozés buvo susiju-
sios su geresniais i$gyvenamumo rodikliais nei rankiniu badu suformuotos (p < 0,001), taciau tai siejama su
skirtingomis naviko lokalizacijomis. Sie rysiai jvertinti, taikant multivariacine analize.

Ligos progresavimg stipriausiai veiké patologiné stadija (p < 0,001), metastaziy, buvimas (p < 0,001) ir
Carlsono komorbidiskumo indeksas (p < 0,001). Be to, prieSoperaciné hemotransfuzija buvo susijusi su
zenkliai didesne ligos progresavimo rizika (p < 0,001).

Isvados. [$gyvenamumas, anastomoziy nesandarumas ir ligos progresavimas priklausé nuo demografiniu,
klinikiniy bei chirurginiy veiksniy. Patologiné stadija ir metastazavimas buvo svarbiausi prognostiniai ro-
dikliai. Sie duomenys gali padéti optimizuoti chirurginio gydymo taktika ir pagerinti storosios Zarnos véziu

serganciy pacienty gydymo rezultatus.

Understanding Low Anterior Resection Syndrome — First Results
of Worldwide Survey

Michail Klimovskij, Audrius Dulskas on behalf of Worldwide LARS group

Background and Aims. Minimally invasive laparoscopic toward robotic rectum sparing surgery for low
rectal cancer is becoming a standard. As a downside — functional outcomes are affected when patients de-
veloping what is called Low Anterior Resection Syndrome (LARS). There is still controversy in recognising
and treating LARS. A global project was initiated to research on current paradigm of LARS concept with the
initial step a worldwide questionnaire where relevant specialists all over the world could share their experience.

Methods. 23 Questions survey was created using survey platform focusing to capture the most of under-
standing and perception of LARS. Survey was circulated via social platforms with ESCP support. Results were
analysed using the statistical methods.

Results. 230 responses were collected with 391 starts of survey detected. 77% male and 21% female re-
sponses, 41.7% age 31-40 and 33.5% 41-50 years age group. 91.4% responders were surgeons. 94% perform-
ing low rectal resections, 95% informing their patients about possible LARS. 25% of responders never heard
of POLARS. Majority predicted LARS for patients undergoing LAR post neoadjuvant chemoradiotherapy.
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28% responders have dedicated pelvic floor MDT with access to diagnostic investigations. Pelvic floor exer-
cises, Transanal irrigations, sacral neuromodulation showed significant recognition in management of LARS.

Conclusion. Survey demonstrated recognition of LARS by relevant specialities worldwide. The concept
of understanding, diagnosis and treatment showed similar trends, with assumptions to available resources. It
opens the opportunity to develop standardised algorithms of diagnosis and treatment of LARS in the future.

Endoskopiné submukoziné disekcija storojoje Zarnoje: gydymo patirtis ir
pacienty atrankos kriterijai
Inga Kildusiené, Romualdas Maskelis, Aliaksei Piatkevich, Audrius Dulskas

Vilniaus universiteto ligoninés Santaros kliniky filialas, Nacionalinis vézio centras, Endoskopiniy tyrimy skyrius

Endoskopiné submukoziné disekcija (toliau ESD) — tai dariniy rezekeijos technika, leidZianti $alinti be-
veik bet kokio dydzio pazeidimus. Ji siejama su mazu nepageidaujamy reiskiniy dazniu bei zemu recidyvo
rizikos dazniu, taciau reikalauja specifiniy sudétingy jgadziu, ilgo mokymosi laikotarpio ir specialios jran-
gos. Si endoskopiné dariniy rezekcijos technika leidzia $alinti beveik bet kokio dydzio pazeidimus. Taciau
$is metodas labai priklauso nuo tinkamo darinio vizualinio jvertinimo pries rezekcija, paneigus galima gilia
invazija | pogleivi. ESD turéty buti svarstoma, ypac esant dideliems gaubtinés ir tiesiosios zarnos polipams
(2 20 mm) ir (arba) pazeidimams, kuriems diagnozuota auksto laipsnio displazija, 77 situ karcinoma arba
pavir$iné pogleivio invazija.

Rezultatai. Vilniaus universiteto ligoninés Santaros kliniky, filialo, Nacionalinis vézio centro, Endoskopi-
niy tyrimy skyriuje nuo 2020 m. atlikca 268 ESD procedaros, i$ kuriy storojoje zarnoje — 193. Dydzio vidur-
kis 23x30 mm. Didziausio ¢-ESD dydis 45x42 mm (de$iné pusé) ir 100x40 cm (tiesioji Zarna). Procedaros
trukmé vid. 103 min., c-ESD vid. 106 min. Vertinant histologiskai 45 % atvejy sudaré tubuliné adenoma,
14 % — tubuliné adenoma su displazija, C in situ sudaré 9 %, adenokarcinoma — 5%. Komplikacijos po
procediiros jvyko 12 atveju, i$ ju 9 perforacijos (i$ ju 4 uzvertos endoskopiniais klipais).

Isvada. ESD saugus ir patikimas dideliy gerybiniy dariniy storojoje zarnoje budas, reikalaujantis specifiniy
sudétingy jgudziu, ilgo mokymosi laikotarpio ir specialios jrangos.

Kombinuotoji kryzkaulio rezekcija — vienintelé radikalaus rety pirminiy ir
recidyviniy piktybiniy naviky gydymo galimybé

Ugneé Silinskaité!, Marius KryZauskas?, Ona Lapteva3, Karolis Bauzys?, Ariinas Zelvys!,
Giedrius Kvederas!, Tomas Baltriinas!, Genadijus Ku¢inskis', Tomas Poskus?

! Medicinos fakultetas, Vilniaus universitetas

2 Transliaciniy sveikatos tyrimy institutas, Medicinos fakultetas, Vilniaus universitetas

3 Vilniaus universiteto ligoniné Santaros klinikos

Ivadas. Kryzkaulio navikai ir/ar tiesiosios Zarnos pirminiai ar recidyviniai navikai yra sunki patologija, kai
chirurginis gydymas gali bati vienintelis radikalaus gydymo budas.

Klinikiniai atvejai. 2022—2025 metais Vilniaus universitetinéje ligoninéje Santaros klinikose buvo atlik-
tos 3 didelés apimties kryzkaulio ir uodegikaulio rezekcijos operacijos. Joms atlikti suburta multidisciplininé
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komanda, susidedanti i§ pilvo chirurgu, plastinés-rekonstrukcinés chirurgijos gydytoju, neurochirurgu, or-
topedy-traumatology bei urology. Sios operacijos vidutiniskai uztruko apie 11 h 30 min (10 h 30 min, 9 h
30 min ir 14 h 30 min). Pacienty amzius varijavo nuo 45 iki 65 mety (vidutiniskai — 51,66 metai). Opera-
cijos metu visiems pacientams rezekuotas kryzkaulis ir uodegikaulis bei atliktas tiesiojo pilvo raumens lopo
pasukimas (VRAM). Dviem pacientams $iy, operacijy metu rezekuota tiesioji zarna dél navikinio proceso.
Vienam pacientui taip pat pasalinta $lapimo puslé bei suformuotas klubinés Zarnos konduitas. Hospitaliza-
cijos po operacijos trukmé varijavo nuo 24 iki 74 dieny (vidutiniskai — 52,33 dienos). Ji uzsitesé dél jvairiy
pooperaciniy komplikacijy. Po operacijos né vienas i$ pacienty nemiré.

Isvados. Kryzkaulio rezekcija yra itin sudétinga operacija, kuriai reikalinga multidisciplininé komanda
bei pasitaiko komplikacijos, bet ji gali buti vienintelé radikalaus gydymo galimybe.

Raktazodziai: kryzkaulio rezekcija, tiesiosios Zarnos rezekcija, multidisciplininé komanda, navikas.

Personalizuota, ar individualizuota totaliné mezorektaliné ekscizija dél paribinio
virSutinio-vidurinio tiesiosios Zarnos trecdalio vézio — onkologine prasme saugus
sprendimas gerinant pooperacinius funkcinius rezultatus?

Personalized, or individualized total mesorectal excision — an oncologicaly safe func-
tional solution for borderline middle-upper third rectal cancer?

Narimantas Evaldas Samalavicius, Rakesh Gupta, Joseph Nunoo-Mensah, Darius Cincikas,
Tomas Janusonis, Zygimatas Juodeikis, Alfredas Kilius, Rytis Markelis

Introduction. After the definition of the concept of total mesorectal excision, it was demonstrated that
metastatic spread in rectal cancer can be not only proximal or lateral but as well distal to the rectal cancer and
tumor deposits can be found as far as 5 cm below the lower edge of the rectal tumor in the perirectal tissue.
That fact lead to implementation of the strategy of total mesorectal excision (TME) for middle and lower
third rectal tumors, where the whole of the mesorectum is removed together with the rectum, and a partial
mesorectal excision for tumors in the upper third, with a distal resection margin of mesorectum of 5 cm be-
low the lower edge of the tumor beeing mandatory. In this study, control group of borderline middle-upper
third rectal tumors 11 cm from the anal verge (as assesed by rigid proctoscocy) underwent personalized, or
individualized total mesorectal excision (iTME) allowing preservation of short rectal ampulla remnant and
maintaining the principles of TME.

Patients and methods. Twenty patients who underwent surgery for middle rectal cancer and borderline
mid—upper rectal cancers were included in our study (TME: 10; iTME: 10). Among the 20 included patients,
there were 10 male and 10 females. There were no significant differences in gender, age, neoadjuvant therapy,
use of robotic surgery, preventive ileostomy, early ileostomy takedown, complications, and pathologic stages
between two groups (Table 1). 9 months to 4 years after surgery, all patients ere interviewed using Wexner
Continence Score, Low Anterior Resection Score (LARS), Memorial Sloan Kettering Cancer Center Bowel
Function Instrument and Fecal Incontinence Quality of Life Instrument.

Results. MSKCC score was significantly higher in the iTME group, whereas, the Wexner and LARS
scores were significantly higher in TME group. Total FIQOLI score was similar beetween two groups. When
we compares all the subscales of FIQOLI, lifestyle subscale was significantly higher in TME group, coping/
behavior and depression/self perception scores were significantly higher in iTME group, and the embarass-
ment scorese were similar in two groups.
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Conclusions. Personalized, or tailored total mesorectal excision for borderline mid—upper rectal cancers
does not compromise the principles of TME and seems to be related with better functional outcomes, as
demonstrated in this pilot study. Further studies in this direction, including randomized controlled trials,
may confirm this observation.

Key words: rectal cancer, total mesorectal excision, personalized (individualized) total mesorectal excision,
functional outcomes, LARS.

Table 1. Comparison of outcomes between two groups

Patient data TME Pers;::g?:&g Eii;ltl/ligi)dua- P-value
Male/female 6/4 4/6 1.0
Age 65 (range 53-81) 66 (range 49-79) 0.910
Neoadjuvant treatment (including 3 6 0.628
radiotherapy)
Robtic vs others 713 9/1 0.582
Preventive ileostomy 10 9 1.0
Ileostomy takedown (early/late) 3/7 4/5 0.650
Complications 0 1 (urinary retention) 1
Pathological stage O/I/1I vs 111 5/5 713 0.650
Wexner 6.5 (3-15) 2 (0-7) 0.004
MSKCC 67 (64-83) 85 (63-88) 0.015
LARS 33 (13-41) 13 (0-31) 0.004
FIQOLI
Lifestyle 3 (2-4) 1 (1-3) <0.001
Coping/Bahavior 2.42 (1.69-3.92) 4 (2.85-4) 0.002
Depression/Self perception 2.93 (1.36-3.93) 4 (3.5-4) 0.001
Embarrassment 6 (4-6) 6 (6-6) 0.168
Total FIQOLI 13.94 (13.04-16.85) 15 (14.71-16) 0.448

Gyvenimo kokybé¢ atlikus pilonidinés ligos operacija: atsitiktiniy imciy
klinikinio tyrimo rezultatai

Edvinas Dainius', prof. Donatas Venskutonis!, prof. Tadas Latkauskas?
L2LSMU Chirurgijos klinika, 1LSMU Kauno ligoniné, 2LSMUL Kauno klinikos

Ivadas. Pilonidineé liga yra Gminé arba létiné infekcija poodiniame audinyje, dazniausiai pasireiSkianti
tarpsédmeniniame tarpe. Létinés pilonidinés ligos gydymas yra chirurginis, taikomi metodai varijuoja nuo
pilonidinés ligos radikalaus pasalinimo iki minimaliai invaziniy gydymo metody ir $iy metody modifikacijy,.
Siuo metu néra bendro sutarimo, kokia operacija yra tinkamiausia gydyti $ig liga. Sio tyrimo tikslas buvo
jvertinti pacienty skausma, gyvenimo kokybe ir atkry¢io daznj po minimaliai invazinés ,Pit picking® opera-
cijos ir radikalios pilonidinés ligos ekscizijos Zaizdos nesiuvant.

Metodai. Acliktas atsitiktiniy im¢iy klinikinis tyrimas. | tyrima jtraukea 100 pacienty, kurie atsitiktinés
atrankos budu buvo suskirstyti | dvi grupes: ,,Pit picking® (PP) grupg ir ekscizijos (E) grupe. Skausmas ver-
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tintas naudojant vizualing analoging skalg (VAS). Gyvenimo kokybé vertinta naudojant SF36V2 klausimyna
ir nauja sudaryta gyvenimo kokybés klausimyna. Sie gydymo rezultatai nustatyti skirtingais pooperacinio
laikotarpio intervalais. Zaizdos gijimo laikas ir ligos atsinaujinimo daZnis vertintas 6 mén. po operacijos.
Rezultatai. Nustatytas statistiskai reik§mingai mazesnis skausmas PP grupéje, palyginti su E grupe pirma
savaite po operacijos (VAS mediana 10,0 (8,94-17,32) PP grupéje ir 20,0 (17,39-27,92) E grupéje, kai
P = 0,002). Gyvenimo kokybé, nustatyta naudojant naujg gyvenimo kokybés klausimyna statistiskai reiks-
mingai buvo geresné PP grupéje nei E grupéje 2 savaités ir 1 mén. po operacijos (2 sav. bendrosios baly sumos
vidurkis 20,11+18,19 PP grupéje ir 28,49+16,06 E grupéje, kai p = 0,019). Zaizdos gijimo laikas buvo ilgesnis
E grupéje (mediana 17 (15,74—29,59) dieny PP grupéje ir 60 (59,97— 81,89) dieny E grupéje, kai p = 0,00).
Reik$mingo skirtumo tarp operacijos tipo ir ligos atsinaujinimo daznio stebéjimo laikotarpiu nenustatyta.
Isvados. Gydant léting piloniding liga minimaliai invaziné ,,Pit picking® operacija yra geresnis pasirinki-
mas, palyginti su radikalia ekscizija, Zaizdos nesiuvant, vertinant pooperacinj skausma, pacienty gyvenimo
kokybg ir Zaizdos gijimo laika. Stebéjimo laikotarpiu nepastebétas reikSmingas skirtumas tarp ligos atsinau-

jinimo daznio.

Transanal Irrigation for Low Anterior Resection Syndrome Treatment:
Multicenter, Randomized Controlled Clinical Trial

Ignas Civilka'*, Michail Klimovskij MD?*, Andrej Aleinikov MD?, Peter Christensen?,
Narimantas E. Samalavicius'>, Miglé Sakalauskaité®, Audrius Dulskas!-3

! Faculty of Medicine, Vilnius University, Vilnius, Lithuania

2 East Sussex Healthcare NHS Trust

3 National Cancer Institute, Vilnius, Lithuania

T Aarhus University Hospital, Aarbus, Denmark Department of Surgical Oncology
2 Respublic Vilnius University Hospital

6 Faculty of Medicine, Medical Academy, Lithuanian University of Health Sciences

* both authors share equal authorship

Objective. The aim of the study was to assess whether transanal irrigation (TAI) provides superior im-
provements in bowel function and quality of life compared with the best supportive care in patients after
low anterior resection.

Summary Background Data. Low anterior resection syndrome (LARS) commonly affects patients fol-
lowing rectal resection, impairing bowel function and quality of life. TAI has emerged as a potential interven-
tion to alleviate these symptoms.

Method. A multicenter randomized clinical trial comparing TAI (intervention — starting with 500 ml
per day, increased to a maximum of 1 L normal warm water once a day) with best supportive care (control —
diet modification, antidiarrheal medication, biofeedback) was performed. Patients who have undergone low
anterior resection in four European centers were included. The primary outcome was differences in bowel
function at baseline, 3 months, 6 months, and 1 year, which were evaluated using LARS and Wexner scores.
The secondary outcome was quality-of-life (QoL), measured by Measure Yourself Medical Outcome Pro-
file (MYMOP) and Memorial Sloan-Kettering Cancer Center Bowel Function Instrument (MSKCC BFI)

questionnaires.
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Results. Forty-one patients were enrolled in the study (TAI 19, control 21). LARS scores were significantly
better in the TAI group just after 3 months (median 4 versus 36 in the control group; p<0.0001), after 6
months (median 3 versus 36; p<0.0001), and stayed practically the same after 12 months (median 3 versus
36; p<0.0001). Wexner scores were also lower in the TAI group after 3 months (median 0 versus 14 in the
control group; p<0.0001), 6 months (median 0 versus 14; p<0.0001), and 12 months (median 0 versus 13;
p<0.0001). MYMOP score was lower in the TAI group after 3 months (median 2 versus 11; p<0.0001). In
addition, patients in the TAI group also achieved higher MSKCC BFI scores after 3 months (median 89
versus 39 in the control group; p<0.0001), after 6 months (median 89 versus 39; p<0.0001), and after 12
months (median 89 versus 39; p<0.0001).

Conclusion. The study confirms that TAI leads to better functional outcomes and improvement in QoL

compared with best supportive care.

Pruritus ani: Causes, Treatment and Methylene Blue

Vita Klimasauskiene, Narimantas Evaldas Samalavicius

Centre of General Surgery, Republican Vilnius University Hospital, Vilnius, Lithuania

In this presentation we would like to discuss an origin and treatment of anal itching, highlighting method
of methylene blue intradermal injection.

Pruritus ani is a comon problem that may affect up to 5% of the population, more men than women. It
could be primary (idiopathic) or secondary due to various skin conditions, infections, systematic diseases, etc.
All diagnosed condition shoud be treated to relieve pruritus ani symptoms. After that, if itching remains, it
could classified as idiopatic pruritus ani (IPA). According to the literature, up to 50% of all pruritus ani cases
are IPA. In this case, dietary and hygiene changes are recomended, variuos ointments, antihistamine agents,
local anestetic therapies could be prescribed. However, recurrence is highly likely.

In 1968 Rygick introduced a new method for IPA treatment — intradermal methylene blue injections.
The methylene blue directly efects the nerve endings of perianal skin. In such way urge to scratch decreases.
Later, in 1991, Esubio suggested to reduce methylene blue concentration and add local anestetic (Lidocaine)
to reduce local complications. Still, various complications may occure, e.g. cellulitis (17,4%), full-thickness
skin necrosis (13%), decreased perianal sensation (6,9%), etc. Over time, the concentration and methodology
of intradermal injections varied. In this presentation we would like to share a video of our method.

Based on data from the literature, intradermal methylene blue injections show good results in a short
term (up top 90,6% symptom free). In a long term, recurrence rate could reach up to 80%, in some cases
re-injection could be required.
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Neésciuyju iSangés ligu rizikos veiksniai ir profilaktika
Zivilé Sabonyté-Balsaitiené!, Tomas Poskus?, Eugenijus Jasitinas?, Diana Ramasauskaité!,
Grazina Drasutiené!

1 Abkuserijos ir ginekologijos klinika, Klinikinés medicinos institutas, Medicinos fakultetas, Vilniaus universitetas

2 Transliaciniy sveikatos tyrimy institutas, Medicinos fakultetas, Vilniaus universitetas

Tikslas. Nustatyti pagrindinius nés¢iujy iSangés ligy rizikos veiksnius ir iStirti profilaktikos priemoniu,
mazinanc¢iy viduriy uzkietéjima, svarbiausiajj nés¢iuju iSangés ligy rizikos veiksnj, efektyvuma ir sauguma bei
pasialyti moksliskai pagristas profilaktikos priemones moterims néstumo laikotarpiu.

Metodai. Adiktas perspektyvusis atsitiktinés atrankos viengubai aklas daugiacentris tyrimas. [trauktos
18—45 m., pirma kartg ar pakartotinai né$¢ios moterys, kuriy néstumo trukmé iki 12-os néstumo sav., pa-
tvirtintas vienavaisis arba daugiavaisis gyvybingas néstumas gimdoje, sutikusios dalyvauti tyrime. Tiriamosios
pasirinktos atsitiktine tvarka ir suskirstytos  kontrolés (KG) ir intervencijos (IG) grupes santykiu 1:1 ir turéjo
galimybe gauti jprastines LR SAM teikiamas Antenatalinés priezitiros rekomendacijas arba papildomai gauti
viduriy uzkietéjima mazinandias mitybos, fizinio aktyvumo ir tustinimosi higienos rekomendacijas. Moterys
stebétos néStumo metu ir po gimdymo. I$angés ligoms budingi simptomai vertinti ir diagnozuotas hemorojus
po gimdymo, iSrasant pacientes i§ gimdymo skyriaus. Tyrimas vykdytas gavus Vilniaus regioninio biomedi-
cininiy tyrimy etikos komiteto leidima (2016-05-10, Nr. 15820016-843-357).

Rezultatai. I$ viso | tyrimg jtraukta 260 moteru, kurios lankési nuo 2016 iki 2019 m. trijuose tyrimo
centruose. Hemorojus po gimdymo nustatytas 20 motery IG (20%) ir 53 moterims KG (47,8%) (p<0.001).
Nustatyta vidutinio stiprumo statistiskai reik$minga iSangés ligoms budingy simptomy, priklausomybé nuo
papildomy rekomendacijy (ED = 0,16, p = 0,01). IG tiriamosios $iuos simptomus jauté re¢iau (35 vs. 65 proc.).
Statistiskai reik§mingo skirtumo tarp grupiu, lyginant savaiminio persileidimo ir prieslaikinio gimdymo daznj
bei tikimyb¢ pagimdyti sveikq naujagimj, nenustatyta. Vidutinis naujagimio svoris didesnis nei 3380 g ir
nésciosios KMI verté iki néstumo didesné nei 21,48 didino galimybg iSsivystyti iSanges patologijai néstumo
laikotarpiu (atitinkamai GS 3,95, 95 PI (1,47-10,59), p = 0,006 ir GS 3,58, 95 PI (1,51-8,47), p = 0,004).
Kasdienis vaisiy ir darzoviy vartojimas (GS 0,35, 95 PI (0,15-0,81), p = 0,014) ir masy taikyta intervencija
(GS 0,17, 95 PI (0,08-0,36), p <0,001) nustatyti kaip hemorojaus po gimdymo profilaktikos veiksniai.

Isvados. Mitybos, fizinio aktyvumo ir tustinimosi higienos rekomendacijos, mazinanéios viduriy uzkieté-
jima, yra efektyvios ir saugios nés¢iosioms. I$angés ligy profilaktikai rekomenduojame naudoti misy sudaryta
prognostinj modelj bei pateiktas rekomendacijas.

Quality of Life Following Ileostomy Takedown: Single centre, Retrospective
Clinical Trial — Does Closure Time Matter?

Gabriele Didrikaite!”, Michail Klimovskijz*, Bronius Buckus!, Tomas Aukstikalnis!,
Ernestas Sileikal> 4, Audrius Dulskas!3

! Faculty of Medicine, Vilnius University, Vilnius, Lithuania; °East Sussex Healthcare NHS trust
3 National Cancer Institute, Vilnius, Lithuania; “Radiation Oncology Department, National Cancer Center, Vilnius, Lithuania
*both authors share equal authorship

Background. This study aimed to assess whether closing the loop ileostomy earlier helps reduce the rate

of postoperative complications and enhances the patient’s quality of life, as measured by the LARS (Low
Anterior Resection Syndrome) and Wexner (Cleveland Clinic score) questionnaires.
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Methods. All patients who underwent rectal resection + ileostomy were included in the study and later
had ileostomy reversal between January 2019 and May 2023. We have assessed and contacted 180 patients.
Of them, 107 (59%) responded to the LARS and Wexner questionnaires. Of the 107 patients, 51 were men
(47.7%) and 56 were women (52.3%). The time to ileostomy closure ranged between 0.5 and 28 months,
with a median of five. Patients were divided into two groups: early closure (<3 months + (2—4 weeks)) com-
pared to late closure (>3 months + (2—4 weeks)). There were 46 (43%) patients in the early closure group
and 61 (57%) — in late closure. In this study patients’ demographics, and rate of complications (which have
been categorised by severity using Clavien-Dindo scale) were assessed.

Results. In the early and late closure groups, postoperative complications were observed in 4.3% vs.
14.8% (p=0.0793) of patients and postoperative ileus occurred in 6.5% vs. 4.9% (p=0.7211) of patients
respectively. Median LARS score was 25 vs. 20 (p=0.9899) and Wexner’s 2.5 vs. 2 (p=0.8230), respectively.
The previously discussed indicators (postoperative complication, postoperative ileus rate, LARS and Wexner
scores) are not statistically significantly different.

Conclusion. In our small retrospective study, early ileostomy closure did not affect postoperative com-
plications and bowel dysfunction rates compared to late closure.

Edukacinio 3D virtualiosios realybés vaizdo metodo jtaka ruosiant Zarnyna
kolonoskopijai: ankstyvieji rezultatai
Gyd. Edvinas Kildusis, prof. Gintautas Brimas

Vilniaus universiteto Medicinos fakultetas

Tikslas. Nustatyti 3D virtualiosios realybés vaizdo naudojimo edukacijai jtaka pacienty Zarnynui paruosti
pries atliekant kolonoskopija.

Metodai. Respublikinéje Vilniaus universitetingje ligoninéje (RVUL) 2021-03-07 pradétas perspektyvu-
sis, aklasis, atsitiktiniy im¢iy klinikinis tyrimas. Pacientai atsitiktiniu badu suskirstyti j kontroling ir tiriamaja
grupes. Pirmajai grupei informacija apie Zarnyno paruo$ima suteikta RVUL naudojama standartine forma —
radtu, antrajai grupei — 3D virtualiosios realybés vaizdo jrasu. Abiem grupéms teikiamos informacijos turinys
buvo vienodas. Zarnyno paruo$imo kokybé vertinta remiantis Bostono ir Otavos Zarnyno paruo$imo skalémis.

Rezultatai. Abi grupés yra tapacios pagal lyties, amziaus, kiino masés indekso, gretutiniy susirgimy
rodiklius. Vidutinis BZPS balas buvo statistiskai reik§mingai maZesnis kontrolinéje grupéje, palyginti su
3D-VR vaizdo jrasa stebéjusiy tiriamujy grupe. Vidutiniai OZPS balai buvo didesni kontrolinéje grupéje,
palyginti su tiriamaja grupe. Tinkamo Zarnyno paruosimo rodiklis 3D-VR vaizdo jrasa stebéjusiujy grupéje
buvo didesnis negu kontrolinéje grupéje. fleum terminale intubacijos daznis kontrolinéje grupéje reik$mingai
mazesnis nei vaizdo jrasy grupéje. Vidutinis kolonoskopijos laikas buvo statistiskai reik§mingai trumpesnis
tiriamuju, stebé&jusiy 3D-VR vaizdo jrasa, grupéje.

I$vados. Siuo metu néra nustatyta, kuris edukacijos biidas yra geriausias ruo$iant zarnyna kolonoskopijai.
3D virtualioji realybé yra naujas daug zadantis metodas, kurio jtaka Zarnyno paruo$imui kolonoskopijai iki
siol néra istirta. Pacientu, kurie prie$ kolonoskopija informuoti 3D-VR metodu, Zarnynas buvo paruostas
statistiskai reik§mingai geriau. Taip pat minétinas sutrumpéjes procediros laikas, padidéjes polipy (adenomuy)
ir kity patologijy aptikimo daznis.

142



Conference abstracts

Perioperaciniy veiksniy jtaka kolorektinio véZio prognozei ir iSgyvenamumui:
literatiiros apzvalga
Ugné Imbrasaité, dr. Matas Jakubauskas, Augustas Poskus, Kestutis Strupas, prof. Tomas Poskus

Pilvo ir onkochirurgijos centras, Hepatologijos, gastroenterologijos ir dietologijos centras,

Vilniaus universitetas, Medicinos fakultetas, Vilnius, Lietuva

Kolorektinis vézys uzima trecia vieta pagal sergamuma ir antrg vietg pagal mir§tamuma visame pasaulyje.
Tai yra labai heterogeniska ir skirtinga ligos eiga bei prognoze turinti vézio forma. Dél $ios priezasties kolo-
rektinio véZio gydymas daznai susideda i$ skirtingy metody. Pacientams, ypa¢ ankstyvoje stadijoje, gali bati
atlickama radikali operacija, kurios metu pasalinamas navikas. Kartu arba be operacinio gydymo $iems paci-
entams gali buti skiriama chemoterapija, radioterapija, taikiniy terapija, imunoterapija bei kiti gydymo budai.
Nepaisant geréjancios ankstyvos ligos diagnostikos ir pazangos kolorektinio vézio gydyme, per pirmuosius
metus po ligos nustatymo apie 40—50 % pacienty patiria ligos atkrytj arba recidyva. Sio vézio stadija dazniau-
siai nustatoma remiantis aStuntaja TNM klasifikacija (T-naviko dydis, N-limfiniai mazgai, M-metastazés).
Remiantis $ia klasifikacija yra pasirenkama gydymo taktika ir nuspéjama ligos eiga bei prognozé. Vis dél to
pastebéta, kad ta pacia kolorektinio vézio stadija turinciy pacienty ligos iseitys skiriasi. Manoma, kad yra
kity veiksniy, tokiy kaip paciento individualis bruozai ir gyvenimo budas, jvairios naviko histopatologinés
charakteristikos ir i$raiSkos bei kiti perioperaciniai faktoriai, kurie galéty daryti jtaka Sios ligos eigai ir iSgyve-
namumui. Siame darbe yra pateikiama literatiiros apzvalga, kurioje bus aptariama skirtingy perioperaciniy
veiksniy (chirurginio ir terapinio gydymo svarba, pooperacinés komplikacijos, kraujo tyrimy rodikliai ir jy
reik$mé, vézio zymenys, histologiniai-patologiniai kolorektinio vézio bruozai, mitybos ir fizinio aktyvumo
reikmé, demografiniai rodikliai, socialiniai ir ekonominiai rodikliai ir kita) svarba kolorektiniu véziu ser-
ganciujy pacienty ligos progresavimui. Tokiu badu sieckiama identifikuoti pagrindinius faktorius, kurie yra
svarbiis kolorektinio vézio gydymo rezultatams, siekiant personalizuoti $iy pacienty gydymo galimybes ir
pagerinti ju ligos prognoze bei isgyvenamuma.

Raktazodziai: iSgyvenamumas, kolorektinis vézys, perioperaciniai veiksniai, prognozé, TNM.

Norminé Zmogaus Zarnyno imuniné infiltracija ir infiltracija progresuojant
kolorektinei adenomai
Juraté Val¢iukiene!™, Eglé Lastauskiené?, Aida Laurinaviciené>#, Matas Jakubauskas!,

Marius KryZzauskas!, Riita Barbora Valkitniené34, Eugenijus Jasitinas®, Renaldas Augulis3’4,
Ausra Garnelyté?, Justinas Kavolitinas?, Ugné Silinskaité®, Tomas Poskus!

! Gastroenterologijos, nefrourologijos ir chirurgijos klinika, Klinikinés medicinos institutas, Vilniaus universitetas, Medicinos
Jakultetas, Vilnius

2 Biomoksly institutas, Gyvybés moksly centras, Vilniaus universitetas, Vilnius

3 Valstybinis patologijos centras, Vilniaus universiteto ligoniné Santaros klinikos, Vilnius
7 Patologijos ir teismo medicinos katedra, Biomedicinos moksly institutas, Vilnius

3 Vilniaus universiteto Medicinos fakulteto Medicinos moksly centras, Vilnius

6 Vilniaus universitetas, Medicinos fcz/eultems, Vilnius

* jurate.valciukiene@mf stud.vu.lt ; jurates.valciukienes@gmail.com (JV)
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Ivadas / tikslas. Zarnyno imuninés mikroaplinkos tyrimai kolorektalinio véZio kontekste islieka nauja
ir aktuali studijy sritis. Kompleksiniai Zarnos imuninio atsako pokyciai turi tiesioging jtaka Zarnyno gleivi-
nés homeostazés palaikymui ir yra vienas i$ displastiniy kolorektiniy pazeidimy atsiradima bei vystymasi
salygojanciy veiksniy. Tyrime siekéme nustatyti ir palyginti lasteling imuniniy infiltracy sudétj: (a) sveiky
pacienty normalioje Zarnoje; (b) nepakitusioje Zarnoje pacientu, turinéiy kolorektinius polipus/navikus; bei
(c) displastiniu/navikiniy storosios (gaubtinés) ir tiesiosios Zarnos pakitimy mikroaplinkoje progresuojant
konvencinei kolorektinei adenomai.

Ligoniai ir metodai. | §j prospektyvinj stebésenos tyrimg buvo jtraukti 58 pacientai: 14 sveiky asme-
ny kontrolinéje grupéje (be displastiniy pakitimy Zarnoje kolonoskopijos metu), 17 pacienty su mazomis
(<lem dydzio) kolorektinémis adenomomis I grupéje; 17 pacienty su didelémis (>1cm dydzio) kolorekti-
némis adenomomis I grupéje; ir 10 pacienty su karcinomomis 77 situ bei invazinémis adenokarcinomomis
storojoje (gaubtingje) arba tiesiojoje zarnoje III grupéje). Pacientai atrinkti atlikus programing, kontroling
kolonoskopija, ar storojo zarnyno endoskopinj istyrima dél simptomu. Tos pacios procediiros metu atliktas
zarnyno gleivinés audiniy méginiy paémimas i$ distalinés klubinés zarnos, desinés ir kairés gaubtinés Zarnos,
bei kolorektinio polipo/naviko (kur rasta). Bioptatai istirti histologiskai bei atliktas imunohistocheminis da-
zymas CD3, CD8, CD20 ir CD68 monokloniniais antikiinais. Imunokompetentiniy lasteliy skaicius, tankis
ir pasiskirstymas epitelio ir stromos kompartmentuose buvo jvertintas naudojant skaitmening vaizdo analize
pasitelkus dirbtiniu intelektu pagrista HALO platforma. Tirta zarnos imuniniy infiltracy kompozicija ir imu-
niniy lasteliy erdvinis pasiskirstymas skirtingose zarnos segmentuose normoje bei ju poky¢iai progresuojant
kolorektinei adenomai, taip pat $iy kintamujy sasajos su pacienty klinikopatologiniais bei tiesiogiai su polipu
susijusiais parametrais. Statistiné analizé atlikta naudojant IBM SPSS V23.0. Naudoti Kruskal-Wallis ranginis
kriterijus ir Spearmano koeficientas. Skirtumai buvo laikomi reik§mingais, kai p < 0,05. Tyrimas finansuotas
i$ Lietuvos mokslo tarybos (LMTLT) fondo, sutarties Nr. P-MIP-22-315.

Rezultatai. Tiriant sveikus pacientus kontrolinéje grupéje: CD3+ (T-limfocitu), CD8+ (T-citotoksiniu
limfocity) ir CD20+ lasteliy (B-limfocity) tankis laipsniskai mazéjo, o CD68+ lasteliy (makrofagu) infiltracija
palaipsniui didéjo einant zarnynu distalyn. CD3+, CD8+, CD20+ ir CD68+ lasteliy buvo daugiau stromoje
lyginant su normaliu epiteliu visuose Zarnos segmentuose. Tiriant zarnos gleivinés imuning infiltracija tarp
tyrimo grupiy visame audinyje: CD3+ lasteliy buvo rasta tankiau mazose adenomose lyginant su didelémis
adenomomis (p<0.001) ir karcinomomis (p<0.02). CD20+ lasteliy tankis mazose ir didelése adenomose
buvo reiksmingai didesnis negu karcinomose (p=0.04). Taip pat stebétas CD68+ lasteliy polinkis tankiau bati
karcinomose negu didelése adenomose (p=0.05). Tiriant imuning infiltracija endoskopiskai ir histologiskai
normaliose Zarnos vietose tarp visy grupiy, nustatytas reikSmingai didesnis CD8+ lasteliy infiltracijos tankis
kontrolinés grupés pacienty distalinéje klubinéje zarnoje lyginant su dideliy adenomy grupe (p=0.04). Kity
reik$mingy poky¢iy tiriant lasteliy infiltratus nepakitusios Zarnos vietose nenustatyta. Tiriant imuniniy infil-
traty lasteling sudétj skirtinguose zarnyno segmentuose: CD3+ lasteliy kontrolinés ir mazy adenomy grupiy
pacienty distalinéje klubingje Zarnoje statistiskai reikSmingai rasta daugiau, nei de$inéje storojoje zarnoje
(p=0.02). Sis polinkis i$nyko pacientams su didelémis adenomomis ir karcinomomis. Taip pat CD8+ lasteliy
infiltracija kontrolinés ir mazy adenomu grupiu pacienty terminalinéje klubinéje zarnoje buvo reik$mingai
didesné nei desinéje arba kairéje gaubtinés zarnos pusése, tuo tarpu pacientams su didelémis adenomomis ir
adenokarcinomomis $io reik§mingo skirtumo nestebéta. Mazy adenomuy grupéje rastas reik§mingas CD20+
lasteliy tankiy skircumas tarp distalinés klubinés zarnos ir kairés bei desinés storosios zarnos pusiu, kitose
grupése nestebétas. CD68+ lasteliy infiltracija displastiniame epitelyje mazoje ir dideléje adenomoje yra
mazesné, negu sveikoje Zarnoje.
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Isvada. Sveiky asmeny distalinés klubinés ir gaubtinés zarnos gleivinés méginiuose nustatytas distinktyvus
imuniniy lasteliy infiltracijos modelis. Mazos kolorektinés adenomos issiskyré ryskia CD3+ lasteliy (bendra
T limfocity) infiltracija, o tai patvirtina ankstyvus poky¢ius displastinéje storosios zarnos gleivinéje. Didéjant
gleivinés displazijai kinta zarnyno imuniniy infiltraty sudétis bei mazéja imuniniy lasteliy tankiy skirtumas
plonosios ir storosios Zarnos segmentuose. Didesné CDG68+ lasteliy, (makrofagy) infiltracija budinga sveikai
kairés gaubtinés zarnos pusei ir ryskiai iSauga karcinomy navikiniame audinyje. Visy imuniniy lasteliy in-
filtracija buvo ryskesné stromoje nei epitelyje bei atkartojo epitelio imuninés infiltracijos pokyc¢ius. Tolesni
tyrimai tikslingi siekiant geriau apibrézti zarnyno imuniniy infileraty kompozicinius profilius normoje ir
konvencinés kolorektinés karcinogenezés procesui, skirtinguose zarnos segmentuose, skirtingo dydzio bei
morfologijos displastiniuose kolorektiniuose pazeidimuose.

Reiksminiai ZodZiai: zarnyno imuniné infiltracija, intestininis imunitetas, kolorektiné adenoma, karci-
noma 77 situ, adenokarcinoma, kolorektiné karcinogenezé.

Metileno mélio injekcijos skausmui mal$inti, atlikus proktologing operacija

Andrej Kolosov!, Narimantas Evaldas Samalavicius!?

! Respublikiné Vilniaus universitetiné ligoniné, Bendrosios chirurgijos centras, andrejkolosov@gmail.com

2 Vilniaus universitetas, Klinikinés medicinos institutas

Atviroji hemoroidektomija yra efektyvus, daznai taikomas hemorojaus gydymo metodas, tadiau susijes su
stipriu pooperaciniu skausmu. [prastas nuskausminimas nesteroidiniais vaistais nuo uzdegimo bei opiodais
ne visada uztikrina pakankama skausmo kontrole.

Agsitiktiniy im¢iu, dvigubai akly klinikiniy tyrimy metu nustatyta, kad pacientai, kuriems buvo atliktos
metileno mélio injekcijos, pirmaja savaitg po operacijos patyreé statistiskai reik§mingai mazesnj skausmo lygj,
lyginant su kontrolinés grupés pacientais, — analgetiky poreikis buvo reik§mingai mazesnis. Pooperaciniy
komplikacijy daznis isliko panasus abiejose grupése.

Poodinés ir intraderminés metileno mélio injekcijos yra efektyvus papildomas pooperacinio skausmo gydy-
mo budas po proktologiniy operaciju. I$samesni tyrimai galéty padeéti i$plésti $io metodo taikymo galimybes.

Assessment and Treatment of Obstructed Defecation Syndrome
Andrew Williams (London, UK)

Normal defecation occurs between three times per day and every three days, there is immense variation in
normal function. Of vital importance is the sensation of whether or not the process of evacuation is straight-
forward and happens with ease or is it a difficult, sometimes prolonged or incomplete process. When there
is failed, difficult or incomplete evacuation this is termed obstructed defecation (ODS). ODS can be scored
based upon the frequency and difficulty of each bowel action.

Patients with ODS will often use digital assistance to help, initiate, optimise, or complete evacuation.
These techniques can be termed, depending upon the intended outcome of digitation;

Stretchers - To open the anus and start.

Scoopers - To finish and remove retained stool.
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Reducers - To reduce internal intussusception.

Splinters - To support a rectocoele transvaginally.

Poor evacuation can also be the result of a failure to generate or coordinate bowel expulsive effort and
pelvic floor / anal relaxation, resulting in anismus (failure to relax the anus in response to a good propulsive
effort) or dyssynergia (failure to coordinate propulsion and relaxation).

Evaluation of patients with ODS should include a full history and examination to exclude symptoms that
could be resulting from malignancy or inflammatory bowel disease. An obstetric history should be taken,
as well as enquiring about previous pelvic of bowel surgery. Previous or a current eating disorder / excessive
laxative use or a history of physical or sexual abuse is common in this patient group. Investigations may be
required to exclude malignancy or inflammation, or an endocrine dysfunction contributing to the symptoms.

Examination of a patient should include abdominal palpation, assessing for masses or faecal loading,
tenderness etc, as well as digital rectal and vaginal examination. Anatomical changes associated with ODS in-
clude, rectocoele, perineal descent, rectal intussusception (internal prolapse), mucosal prolapse, genito-urinary

prolapse, enterocoele, failure to relax pelvic floor — anismus and general assessment of failure in coordination
of pelvic floor contraction and relaxation.

Pelvic floor assessment includes radiographic Colonic Transit Studies, anal and perineal ultrasound,
anorectal physiology and assessment of evacuation with either MRI proctography or contrast evacuation
proctography. The role of imaging is to identify anatomical features that may be associated with the failure
to evacuate, and to assess the degree of coordination present during attempted evacuation.

Structural features displayed on proctography are often evident in normal asymptomatic subjects and
so the presence of intussusception, rectocoele and pelvic floor descent are not necessarily pathological.
Importantly this means that the surgical correction of these features will not inevitably correct the patient’s
symptoms. The entire dynamic sequence of images and the result in the ability to empty must be reviewed,
in a multi-disciplinary setting for most appropriate assessment. The MDM should include surgeons, gyn-
aecologist, clinical scientist, specialist nurses and physiotherapists. Each case should review an individual’s
clinical history, anal, perineal ultrasound, physiology and proctography. Initial treatment should take the
form of optimising function with behavioural retraining and defaecation technique tuition. Patients that
fail to improve to their satisfaction, despite maximising their technique may be considered for surgery, IF a
suitable surgical target has been demonstrated by the assessment and imaging.

An isolated rectocoele that traps contrast, with optimised coordination and minimal intussusception may
benefit from a rectocoele repair. If excessive descent and intussusception is present (with or without signifi-
cant rectocoele), then mesh rectopexy could be considered. Isolated high grade intussusception may benefit
from surgery (although the results are not as predictable and surgery is not without potential complications

(STARR, VMR).

Slow Transit Constipation: Diagnosis and Management
Charles Knowles (London, UK)

The talk will cover the diagnosis and significance of finding delayed whole gut transit in adults with
chronic constipation. A brief overview of non-surgical treatments will be followed by a critical appraisal of
the contemporary role of colectomy (given surgical audience).

146



Conference abstracts

New and Future Treatments for Faecal Incontinence
Charles Knowles (London, UK)

The talk will focus on the role of specialist (physiological and radiological) diagnostic testing for faecal
incontinence. It will then focus on management with close reference to the 2022 International Continence
Society (ICI) guidelines. The talk will touch on the ongoing role of surgery (sphincteroplasty) vs. existing
and future neuromodulation and regenerative medical approaches.

Chronic Pelvic Pain
Andrew Williams (London, UK)

This common pelvic floor pathology affects 15% of women between the ages of 18—50 years and accounts
for approximately 10-40% of all out patient gynaecology visits, 35% of laparoscopy and ultimately 15% of
all hysterectomies. The symptoms seldom affect only one of the pelvic floor compartments, but usually there
is considerable crossover between specialties and so it is best treated in MDT setting. This will usually involve
experts in urology, colorectal, gynaecology, physiotherapy, nursing and MSK.

Patients with chronic pelvic pain will often have a previous diagnosis of Painful Bladder Syndrome /
Interstitial cystitis, many of whom will also have symptoms of over active bladder, pelvic floor dysfunction.
It is important to exclude other treatable causes of pain eg post radio therapy, bladder or ureteric calculi,
urological malignancy. Prostatic causes may include BPH or malignancy. Usually however, in these cases,
other symptoms take precedent over pain.

Painful Bladder Syndrome / Interstitial Cystitis is a diagnosis made when the symptoms have been present
for over 9 months, and a patient in addition to chronic pain, has urgency, frequency, bladder pain / pelvic
pain relieved by voiding. 90% of patients are female who must have negative urinalysis culture and may have
Hunner’s ulcers, or an otherwise normal cystoscopy — importantly having other causes excluded.

Treatment revolves around pelvic floor myofascial trigger point release. Some benefit may be gained with
intravesical oxybutynin, reduction in caffeine, spice food, alcohol intake. Oral medication with Pentosan poly-
sulphate, Hydroxyzine (H2 antagonist), Cimetidine (H2 antagonist), Subcutaneous Heparin or Intravesical
Dimethylsulfoxide, Hyaluronic Acid, Botox or Chondrotin Sulphate may be beneficial.

Gynaecological causes of pain may be cyclical or non-cyclic. Classical cyclical pain may be due to endo-
metriosis, adenomyosis or sometimes fibroids leading to bleeding in 10-40% +/- pain, possible dyspareunia,
or even mass effects when large enough. Non-cyclic gynaecological pain may be due to vulvodynia, vulval
vestibulitis and / or vaginismus. The latter often may have a musculo neuropathic cause and relating to pelvic
floor imbalance. Pain may follow surgery, often with mesh procedures being implicated. It is vital in those
who have had surgery of this nature to asses for exposed mesh or evidence of infection, although often no
problems are detected despite the ongoing symptoms.

Colorectal causes of pelvic pain may be due to inflammatory conditions affecting the colon and rectum
or even malignancy, although as with the other compartmental causes, usually other symptoms dominate
the presentation rather than purely pain. It is important to exclude anal pathology as a cause. Anal sepsis /
fistulae whether obvious or occult, is a common cause for pain as are other common conditions including
perianal haematoma and chronic anal fissure.

Obstructed defaecation syndrome may be associated with lower pelvic pain and can be related to occult
high grade intra rectal intussusception leading to incomplete evacuation, multiple visits to empty the bowel
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and straining. Pelvic floor spasm and imbalance can lead to pain with varying symptoms and durations
(Levator Ani syndrome, Proctalgia Fugax, Chronic Proctalgia). Pain may also be related to pudendal nerve
entrapment leading to more constant, unilateral symptoms, often spontaneous, with a burning sensation in
the saddle area of skin.

Chronic anal fissure is a diagnosis made when an anal ulcer (usually at the posterior aspect of the anal
margin showing visible exposed IAS) persists for over 3 months, in the absence of an obvious actiology. It is
likely to result from high resting sphincter pressure leading to deficient blood supply of posterior anoderm.
Modern treatment involves sphincter relaxation with GTN 0.4% or Diltaizem 2% topical cream, or injection
of botulinum toxin into the IAS. Rarely is formal surgical sphincter division (lateral internal anal sphincter-
otomy) required, although this remains the most effective treatment, although with the small risk of causing
passive leakage in subsequent years. Botox injection may also be used in pelvic floor spasm and dyssynergia /
anismus. It must be combined with optimizing pelvic floor coordination and training.

Most patients with chronic pelvic pain have multifactorial symptoms affecting at least two if not all
compartments of the pelvic floor. The unifying trend is overactivation of the pelvic floor musculature and
a hyper sensation of the nerves involved. They often have other features of stress, migraine or fibromyalgia.
Multifactorial treatment not only focusing on the pelvic floor but them as a whole and an individual, is vital
to achieve ultimate treatment success. This process will inevitably be multidisciplinary and often include
mindfullness / meditation as part of a Biofeedback program. Pelvic massage, deep muscular release is usually
very beneficial, together with pharmacological down-regulation of the hypersensitivity.

Surgical Treatment of Combat Injuries of the Pelvic Region

O. S. Herasymenko, M. A. Kashtalyan, Ie. A. Kvasnevskyi
Odesa National Medical University, Odesa, Ukraine

Actuality. Combat injuries of the pelvis represent one of the most difficult problems of military field sur-
gery, are the main cause of high mortality (12.7-46.5%) and disability, and the results of surgical treatment
are often unsatisfactory [1, 2]. Gunshot wounds of the pelvic area, as a rule, are multistructural in nature,
dangerous in the acute period due to the possibility of profuse bleeding and shock, and the improvement of
surgical tactics using the technology of “damage control surgery” is extremely important to save the lives of
wounded soldiers [3].

Objective. To improve the results of surgical treatment of wounded with combat injuries of the pelvic region.

Materials and Methods. We analyzed the treatment of 297 wounded with combat injuries of the pelvic
region at II-IV levels of medical care. 30% of the wounded had pelvic bone fractures, 52% — bladder injuries,
13% — urethral injuries, 10% — rectal injuries, 2.7% — major vessel injuries, and 16.2% had a combination of
multiple organ injuries. The severity of the wounded was determined using the developed method (Ukrainian
patent for utility model No. 134120) based on the perfusion index by pulse oximetry. For wounded without
signs of shock, a full range of diagnostic and therapeutic measures was carried out, for shock of the first or
second degree — a reduced one, and for shock of the third degree — a minimal one (using the tactic of “dam-
age control surgery” (DCS)). After stabilization of the vital functions of the wounded, they were evacuated
by air to the third or fourth level of medical care, where the third phase of DCS tactics was implemented.

Results. Complications were observed in 29.6% of the wounded (pelvic phlegmon — 1.41%; postoperative
wound suppuration — 2.82%j intestinal fistula — 1.41%; osteomyelitis of the pelvic bones — 1.41%), urethral
stricture — 2.82%; joint contractures — 5.63%; decubitus — 2.82%; pneumonia, tracheobronchitis — 4.22%;
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wound cachexia — 4.22%; polyneuropathy — 2.82%. Mortality was 32.4%, the main causes of which were

blood loss (12.7%) and infectious complications (7.1%). Thanks to the use of differentiated surgical tactics with

the use of “damage control surgery” technology, it was possible to reduce the overall mortality rate by 11.9%

(and in the acute period of traumatic disease — by 15.1%), the number of complications was reduced by 9.7%.
Key words: pelvic trauma, damage control surgery.
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Colorectal Cancer Screening Program in Europe: An Overview

Jose Luis Calleja
Jefe de Servicio de Gastroenterologia y Heparologia Hospital Universitario Puerta de Hierro, Madyid

The epidemiology of colorectal cancer within the European Union is outlined. The causes of colorectal
cancer are thoroughly examined. Updates on possible instrumental tests, which aid in the detection of early-
stage intestinal cancers, are provided. Information is presented regarding colonoscopy, FOB examination,
capsule endoscopy, and future research. Which test proves to be the most sensitive and accurate? Colorectal
cancer programmes implemented in the European Union and other countries around the world are sum-
marised, noting their achievements and shortcomings. The significance of colonoscopy in colorectal cancer
screening is scientifically established. Proper patient preparation for the colonoscopy procedure presents an
opportunity to reduce or prevent mortality from colorectal cancer at an early stage. New recommendations
from the European Society of Gastroenterology for preparing a patient for a colonoscopy are reviewed.

How Al in Colonoscopy Helps in Today’s Practice

Kanagaraj Govindaraj
1amil Nadu, India

The ability of computers to perform increasingly complicated tasks is transforming today’s society. Ar-
tificial Intelligence (AI) has rapidly made its way in healthcare. Initially Al was used in interpreting image
related tests like mammography for cancer breast and increasingly used in colonoscopy for colonic neoplasm.

The Al systems in colonoscopy are based on software , through computer — Aided Detection [CADe] and
computer Aided diagnosis [CADx] has increased the Polyp detection rate significantly. This in turn reduces
the rate at which colorectal neoplasm is detected. This aids in colorectal screening, treatment and surveillance
in hospitals and in community based screening programmes.The CAD system is trained on millions of im-
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ages from colonoscopies (machine learning) allowing it to potentially detect small lesions that can otherwise
be missed by human eye. When the software algorithm detects a suspicious polyp it lights up an area on the
screen and sounds an alert.

CADx aims in predicting the histology of a polyp there by reducing the need for tissue biopsies. Other
application of Al in colonoscopy include quality assurance and in diagnosis and management of IBD. All
these characteristics can make it a valuable tool in community based screening. Many studies have conflicted
views on whether it improves an endoscopist’s performance, or in detecting potentially malignant adenomas.
Whether Al can improve the detection of colorectal malignancies in the futures is yet be seen.

In Trichy, Tamilnadu, India we have started a KGF Endobus which is a mobile endoscopy screening bus.
We have started doing OGD scopy and colonoscopy in the endobus by travelling to remote areas where the
facilities for scopy is not available or they have to travel a minimum of 4 hours to get scopy done. In the
endobus we have started using Al for screening colonoscopy. The purpose of Al not to miss any polyp and
incase of multiple polyps, to target the polyp that requires biopsy. This study of using Al colonoscopy in
community screening is in grassroot stage. Probably in a year we can predict the exact advantage and results
of Al colonoscopy vs Non-Al colonoscopy in community screening.

Surgical Treatment for Para-Aortic Lymph Node Metastasis
in Colorectal Cancer

Kyu Joo Park
Division of Colorectal Surgery, Department of Surgery, Seoul National University Hospital, Seoul, Korea

In patients with colorectal cancer and clinically suspected para-aortic lymph node (PALN) metastasis, the
survival benefit of para-aortic lymphadenectomy is unknown.

At our institution, we have a very aggressive approach to primary colorectal cancer lesions, even in
unresectable stage IV situations. Although this remains controversial, we have reported survival benefits of
palliative resection in metastatic colorectal cancer. As such, an aggressive surgical approach toward PALN
metastasis has been my practice, and reviewing the results of PALN dissection for isolated PALN metastasis
from colorectal cancer in our small series of patients showed survival benefits compared to chemoradiotherapy
or chemotherapy alone, with a 5-year survival rate of 58%.

In my presentation, I will show representative cases of PALN metastasis. We should keep in mind that “a
cure cannot be achieved without an aggressive and courageous surgical intervention.”

Rectal Cancer Treatment: Are the Paradigms Shifting?

Samer Doughan

Beirut, Lebanon

Total Neoadjuvant Therapy (TNT) has transformed rectal cancer management by incorporating chemo-
therapy and radiation before surgery to improve outcomes. Clinical trials, such as RAPIDO and PRODIGE
23, demonstrated that TNT enhances disease-free survival and reduces treatment failure. Patients achieving
a complete clinical response may be eligible for organ preservation in any age group, though surveillance
protocols remain debated. The OPRA trial showed that non-operative management can be safe in selected
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cases. For patients achieving near-complete responses, strategies like intensified chemotherapy (especially
consolidation chemotherapy), local excision, and brachytherapy may improve outcomes. However, patients
with incomplete responses typically require total mesorectal excision (TME). High-risk rectal cancer, identi-
fied via MRI features such as mesorectal fascia involvement or extramural venous invasion, often necessitates
an intensified multimodal approach. Emerging techniques, including PD-1 blockade and circulating tumor
DNA (ctDNA) monitoring, may help refine treatment strategies and predict recurrence risks. Individualized
approaches based on MRI findings and molecular markers will shape future care. A multidisciplinary team
discussion approach incorporating the clinical findings (MRI & molecular markers) and the patient’s wishes
are crucial in determining the optimal treatment pathway to achieve the best oncological and functional
outcomes for rectal cancer patients.

Organ Preservation in Rectal Cancer Surgery

Ahman Uraiqat
Aman, Jordan

Organ preservation strategies in rectal cancer, particularly transanal local excision and watch-and-wait
approaches, have gained prominence due to their potential to avoid radical surgery. These methods are par-
ticularly applicable for patients demonstrating significant tumor regression following neoadjuvant chemo-
radiotherapy (nCRT).

Transanal local excision allows for pathological assessment post-treatment, facilitating informed deci-
sions regarding further interventions. While this technique shows promise, it is not without risks; a notable
percentage of patients may require subsequent total mesorectal excision due to adverse pathology findings.

The watch-and-wait strategy is particularly advantageous for patients achieving complete clinical response
after nCRT. This approach necessitates careful monitoring through imaging techniques like MRI and PET/
CT to accurately assess tumor regression and ensure timely intervention if necessary. Ultimately, these organ
preservation strategies represent a shift towards more individualized treatment paradigms in rectal cancer
management.

Anal Canal — Pandora’s Doorway to Hell: Complications of Wrong Decisions
by Surgeon

Pravin Gore
Mumbai, India

While many proctological surgeries are routine, even experienced surgeons may face unexpected situa-
tions or “surprises” on the operating table ranging from technical challenges to unforeseen complications.
A thorough understanding of anatomy, pathology and surgical techniques is pivotal in proctology surgeries
in order to avoid significant complications due to incorrect decisions or poor management. It is therefore
essential to thoroughly follow evidence-based guidelines, pre-operative assessment, learn-practise-master the
right surgical techniques, ensure proper patient selection, and provide excellent postoperative care.

Here we discuss a few of the many cases highlighting some common surprises that may occur, along with
potential complications due to wrong decisions in proctology patients & their surgeries.
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Lesson. A wrong decision or mismanagement can lead to long-term complications that affect the patient’s
physical health & psychological well-being. Surgeons need to be prepared for these unforeseen events and
possess the flexibility to adjust their plans quickly. However, in the event of unexpected surprise or compli-
cation, prompt and effective decision-making is critical to managing the situation successfully. “What not to
do’ is as important as ‘what to do’.

Advancement Flap for Anal Fistula

Richard Cohen
Cleveland Clinic London, UK

Advancement flaps have been used for many years to treat anal fistula.

The concept is quite simple. An incsion is made through the mucosa distal to the internal opening to raise
a flap which contains the Internal opening. The internal opening is then excised and the flap brought down
and anastomosed to cover the fistula.

It is in effect a partial radius colo-anal anastomosis.

There are nuances as to how “thick” the flap is and whether it is deeper than just mucosa. There are also
variations in the configuration, “U” shaped or hemicircumferential flaps. The data on success advancement
flaps is quite variable, as is the effect of underlying inflammatory bowel disease, such as Crohn’s disease, and
inherent complexity of the fistula being treated.

LIFT for Fistula-in-ano

Ramya Kalaiselvan
Prescot, UK

Anal fistulas present a surgical challenge, requiring elimination of sepsis while maintaining sphincter
integrity to preserve continence. Among the various treatment options available, the Ligation of the Inter-
sphincteric Fistula Tract (LIFT) procedure stands out as a sphincter-conserving technique specifically designed
for complex cases.

LIFT involves accessing the intersphincteric plane to isolate the fistula tract. The tract is then ligated near
its internal opening, and the affected segment is excised. This process disrupts the pathological connection
between internal and external openings without compromising the anal sphincter mechanism.

Clinical studies report healing rates ranging from 60% to 80%, with recurrence noted in approximately
20% to 40% of cases. The primary advantage of LIFT lies in its minimal risk of postoperative incontinence,
making it highly suitable for patients with transsphincteric or high fistulas. Outcomes are influenced by several
factors, including the complexity of the fistula, the presence of sepsis or secondary tracts, and the surgeon’s
experience. While recurrence remains a concern, success is significantly enhanced by meticulous surgical
technique and appropriate patient selection.

Overall, LIFT represents a significant evolution in fistula surgery, providing a safe, effective, and conti-
nence-preserving option for patients at higher risk of sphincter damage from conventional approaches like
fistulotomy.
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Role and Place of VAAFT, FiLAC, Fistura, OTSC Clip and Fixcision in Your
Anal Fistula Surgery Arsenal: Serious Procedures or Just Hype?

Janindra Warusivitarne
St. Marks Hospital, London, UK

This talk covers the multiple minimally invasive procedures available for anal fistula repair. The available
literature is at best scanty on the success of such procedures and most of all we have little understanding of
who would benefit from each of these procedures. Dealing with complex fistulas where avoiding sphincte-
rotomy can be challenging and the purpose of the talk is to assess the currently available minimally invasive
technologies and understand its role in fistula treatment.

ISUCRS Global Audit on Treatment of Haemorrhoids: First Report

Rakesh Kumar Gupta!, Narimantas Evaldas Samalavicius?

IMIS & GI Unit, Surgery, B.P. Koirala Institute of Health Sciences, Dharan, Nepal
2Department of Surgery, Republican Vilnius University Hospital, Vilnius, Lithuania

Aim. There is no universally accepted treatment consensus for haemorrhoids, and thus, management has
been individualized all over the world. This study was conducted to assess a global view of how surgeons
manage haemorrhoids.

Methods. The research panel of the International Society of University Colon and Rectal Surgeons
(ISUCRS) developed a voluntary, anonymous questionnaire evaluating surgeons’ experience, volume and
treatment approaches to haemorrhoids. The 44 multiplechoice questionnaire was available for one month via
the ISUCRS email database and the social media platforms Viber and WhatsApp.

Results. The survey was completed by 1005 surgeons from 103 countries; 931 (92.6%) were in active
practice, 819 (81.5%) were between 30 and 60 years of age, and 822 (81.8%) were male. Detailed patient
history (92.9%), perineal inspection (91.2%), and digital rectal examination (91.1%) were the most com-
mon assessment methods. For internal haemorrhoids, 924 (91.9%) of participants graded them I-IV, with
the degree of haemorrhoids being the most important factor considered to determine the treatment approach
(76.3%). The most common nonprocedural/conservative treatment consisted of increased daily fibre intake
(86.9%), increased water intake (82.7%), and normalization of bowel habits/toilet training (74.4%). Con-
servative treatment was the first-line treatment for symptomatic first (92.5%), second (72.4%) and third
(47.3%) degree haemorrhoids; however, surgery was the first-line treatment for symptomatic fourth degree
haemorrhoids (77.6%). Rubber band ligation was the second-line treatment in first (50.7%) and second
(47.2%) degree haemorrhoids, whereas surgery was the second-line treatment in third (82.9%) and fourth
(16.7%) degree symptomatic haemorrhoids. Rubber band ligation was performed in the office by 645(64.2%)
of the participants. The most common surgical procedure performed for haemorrhoids was an excisional
haemorrhoidectomy for both internal (87.1%) and external (89.7%) haemorrhoids — with 716 (71.2%) of
participants removing 1, 2 or 3 sectors as necessary.

Conclusion. Although there is no global haemorrhoidal treatment consensus, there are many practice
similarities among the different cultures, resources, volume and experience of surgeons around the world.
With additional studies, a consensus statement could potentially be developed.

Keywords: haemorrhoids; survey; treatment of haemorrhoids
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