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TEXHWKA 3A U3BbPLUBAHE HA TOTAAHO U3KAKOUBALLIA BPUMKOBA
TPAHCBEP30CTOMA, KOSATO ®YHKLUUOHWPA KATO EAHOCTBOAOBA [BULGARIAN]

OnucaHue Ha xupypa2uuyHa mexHuka u pegyaAmamu om egHoueHmpoBa kauHuuHa cepus

PE3HOME

BvBegeHue: AedyHkuyuoHupawume cmomu ca ymBopgeH Memog 3a HamansBaHe Ha
KAUHUYHUME nocAeguuyu om aHacmoMO3Hama uHcyduuueHuus cAeg npegHa pe3ekuus Ha
pekmyma. Mpu cmaHgapmHume 6pumkoBu cmomu obave He BuHazu ce nocmu2a NbLAHO
npekocBaHe Ha upeBHusa nacaXk kbM gucmaaHus ceameHm.

Llen: Aa ce npegcmaBu moguduuyupaHa mexHuka 3a koHcmpyupaHe Ha 6pumkoBa
mpaHcBep3ocmoma, pyHkyuoHupawa kamo egHocmBoaoBa cmoma ¢ nbAHO u3kalouBaHe Ha
gucmanHus naca)k, kakmo u mexHukama 3a nocaegBawama U pecmumyuusi, Upe3 aHaAu3 Ha
KAUHUYHUME pe3yAmamul.

Mamepuan u memogu: [poBegeHo e pempocnekmuBHo-npocnekmuBHo npoyuBaHe Ha
nayueHmu, nogaoXkeHu Ha npegHa pe3ekuus Ha pekmyma B MbpBo Xupypa2uuHO omgeAeHue Ha
MBAA ,KHs2uH KaeMeHmuHa” 3a nepuoga 2013—2025 2. AHanu3upaHu ca gBe
nocaegoBameaHu cepuu nauyueHmu, npu koumo e npuaoXkeHa onucaHama moguduuupaHa
mpaHcBep3zocmoma. OueHeHu ca uyecmomama Ha aHacmoMO3Hama uHcyduuueHuus,
caegonepamuBHume ycAokHEHUS,, CMbpmHocmMma u peyaAmamume caeg Bvb3cmaHoBsBaHe
Ha upeBHus nacax.

Pegyamamu: Mpu nayueHmume ¢ moguduyupaHa npomekmuBHa mpaHcBep3ocmoma e
nocmuzHamo nvAHO npekbcBaHe Ha upeBHus nacak kbM gucmaaHomo yepBo. AHacmomMo3Ha
uHcyduuueHuus e HabalogaBaHa npu 1 om 44 nauueHmu (2%). Pecmumyuusi Ha cmoMama e
uzBopweHa npu 33 nauyueHmu (75%), kamo npu 22 om msx (66%) He ca pezucmpupaHu
ycnoXkHeHus. He e ycmaHoBeHa aHacmoMo3Ha uHcyduuueHuuss caeg Bo3cmaHoBsBaHe Ha
upeBHusa nacak. Hal-uecmume ycaoXkHeHus caeg pecmumyuyusma ca uHdekuyuu Ha
onepamuBHama paHa, BpemeHeH 3a6aBeH upeBeH naca)k u cnegonepamuBHa xepHus.
3akaloueHue: NMpegcmaBeHama mogudukauus Ha 6pumMkoBama mpaHcBep3ocmoma ocuzypsBa
HagekgHo uskalouBaHe Ha gucmanHus upeBeH nacaxk u no3BoasBa 6e3onacHo
Bvb3cmaHoBsBaHe Ha upeBHama HenpekbcHamocm 6e3 Heobxogumocm om obuwupHa
pe3ekuus Ha uepBomo. Memogbm gemoHCcmpupa Hucka uyecmoma Ha aHacmoMmoO3Ha
UHCcyduuueHuus u gobpu paHHU caegonepamuBHU pe3yamamu u npegcmaBasBa obewaBawa
anmepHamuBa npu Heobxogumocm om npomekmuBHa konocmoma.

KARQUYOBU AYMUA
npomekmuBHa cmoMa, mpaHcBep3ocmoma, npegHa pe3ekuus Ha pekmyMa, uHcyduuueHuus
Ha aHacmomo3ama
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BbBEAEHUE

MpuaokeHuemo u mexHuueckume acnekmu Ha koHcmpyupaHemo Ha pa3audyHume BugoBe
upeBHuU cmomu npogoakaBam ga npegcmaBasBam unmepec. Alia Whitehead u Peter Cataldo
(1) 8 ,Technical Considerations in Stoma Creation”, 2017, onpegenam npuyuHume 3a
uzBexkgaHe Ha omkaoHsiBawama (omBeXkgawama) cmoma :

1. Aa npegomBpamu gocmuz2aHemo Ha dekanHuss nomok go gucmaAHus ceaMmeHm Ha
muvHkomo uau gebenomo uepBo, kamo ueanma Ha moBa moXke ga 6vge npegomBpamsBaHe Ha
UHCcyduuueHuyuss Ha aHacmomo3ama (aHacmomo3eH medy) — moz2aBa cmomama e
npomekmuBHa, uau AeueHue Ha uHCcyduuyueHUUs HA aHacmomo3ama (aHacmoMo3eH meu) —
mozaBa cmomama e AeuebHa.

2. Mpu cakpaaHu uAu nepuHeanHu uHdekuyuu, koumo ca 6uau komnpomMemupaHu om
HenpekbcHamo 3amMbpcsaBaHe ¢ pekanuu (1, 2, 3).

NMocmuzaHemo Ha me3u ueAu MoXke ga ce nocmuzHe ype3 egHocmBoaoBu uau gBycmBonoBu
(6puMkoBu) cmomu. Hal-uecmo 3a omknaoHsiBaHe Ha upeBHus naca npu Hucka pekmanHa
aHacmoMmo3a UAU npu AeyeHuemo Ha ma3oBa uHdekuus om gebenoupeBeH npous3xog ce
npuna2am 6pumkoBa uneocmoma uau 6pumkoBa mpaHcBep3ocmoma. Cnopeg N S Williams u D
G Nasmyth, makap ue e Ba>kHo ga ce no3HaBam u gBeme mexHuku, 6pumkoBama uneocmomus
e Memog Ha nbpBu u3bop (1, 4).

3a pa3auka om egHocmBonaoBume cmomu, npu 6pumkoBume cmomu He BuHazu ce nocmuza
NoAHO omkaoHsiBaHe Ha dekanHusa nacak koM npokcumanHomo pamo, kamo e Bb3mMoXkHO yacm
om upeBHOMO cbguvpXkumo ga npemuHaBa koM gucmanHusi ceameHm. MNopagu me3u NpuyuHa,
kakmo u npegBug Bv3mokHume ycaokHeHus,, B Aumepamypama ce onucaHu u ce
guckymupam npegumMcmBama u Hegocmamubuume Ha pa3AudHU mexHuku 3a u3BvpwBaHe Ha
6pumkoBu cmomu.

LLEA

Aa ce npegcmaBu moguduuupaHa om Hac mexHuka 3a u3BopwBaHe Ha 6pumkoBa
(gBycmBonoBa) konocmoma - mpaHcBep3ocmoma, kosmo ¢pyHkuyuoHupa kamo egHocmBoaoBa
cmoma, u u3znon3zBaHama om Hac mexHuka 3a nocaegBawo Bv3cmaHoBsaBaHe Ha upeBHus
nacax, kamo ce aHaAugupam u pe3yAmamume om npuAoXkeHuemo Ha ma3u mogudukauus..

MATEPUAAU N METOAU

MNpunazaHuam om Hac memog Ha bpumkoBa mpaHcBep3ocmoma uMa 3a UeA nocmuzaHe Ha
noAHO u3kalouBaHe Ha nacaXa gucmanHo. ToBa ce nocmuz2a upe3 cmecHsiBaHe Ha
gucmanHomo koAsiHo Ha cmomama upe3 npbcmeH, KoHcmpyupaH om HeAamoHoB kamemup.
Cmomama ce u3Bexkga B 2opeH geceH kBagpaHm Ha kopema, kamo omBopbom B kopeMHama
cmeHa ce u3BvpwBa no obwonpuemusi cnocob. M3non3Ba ce gacHama mpema Ha KoAOH
mpaHcBep3yMm, nopagu koemo e Heobxoguma mobuau3auusi Ha konoH mpaHcBep3yM, paekcypa
xenamuka, konoH acueHgeHc u uekym. MNpokapBa ce HenamoHoB kamemubp npe3 omBop B
Me3eHmepuyMa, HenocpegcmBeHo 6Au3o go upeBHama cmeHa, caeg koemo uepBomo ce
uzBekga npe3z omBopa B kopeMHama cmeHa. ABama kpasa Ha HeanamoHoBusi kamembvbp ce
3aBvp3Bam eguH 3a gpys c Hepe3opbupyem koHeu u ce odopma kamo npocmeH okono
uepBomo (Quaypala, b).
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Queypa 1. OpopmsiHe Ha npbcmeH okono uepBomo upe3 HeaamoHoBama mpwvbuuka

CmeneHma Ha komnpecus Ha upeBHama cmeHa ce peayAupa upe3 npokapBaHe Ha XxupypauuHa
nuHcema npe3 omBopa Ha npbcmeHa, caeg koemo ce nocmaBs gonvAHUMeAHa dukcupawa
Auzamypa (Quaypa 1, Quaypa 2).

Queypa 2. KoHmpoA Ha komnpecusima Ha npbcmeHa okono yepB8omo

Ompsa3Bam ce kpauwama Ha kamemupa u BbHWHUSM cnpamo yepBomo koHeu, caeg koemo
npvcmeHbm ce ¢pukcupa c gpyaust web nog koxkama (Quaypa 3 a, b, c.).

i o & ! -4
A ot § P8 - -

- 2} . -
5 )

Queypa 3 a, b, c. [MpecmeHbvmM ce d)ukcilpla nog koxkama
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CnegBa 3awuBaHe Ha yuepBomo koM kokama. NMpuaazam ce ,mpolHu” weBoBe — eguHUYHU
pe3opbupyemu weBoBe, upe3 koumo cmomMume ce o6powam Haonaku. BakHo e weBoBeme ga
ce HaHecam B nocoka om ko)kama kovm uepBomo.

Hue 3awuBame koxkama kvm uepBomo c 4 uau 5 weBa, kamo e Bv3moXkHa ga 6vbgam 3aBvp3aHu
Ha mo3u eman. Taka epepeHmHomo koasiHo Ha yuepBomo ce ckpuBa B8 kopemHama cmeHa u
cmomama npugobuBa Bug Ha egHocmBoaoBa. Cheg moBa kopembm mps6Ba ga bvge
3amBopeH (Puaypa 4). MpaBu ce HagavkeH omBop Ha npegHama cmeHa Ha yepBomo. He ce
npekocBa 2o0AaMa goakuHa om aHmuMe3eHmepuaAHama yacm Ha yepBomo (Quaypa 4).

Quaypa 4 Quaypa 5

CaegBawama cmuvnka e 3awuBaHe Ha uepBomo, maka ue anuzaBuuama ga ce u3zBopHe HaBovH
(ga e obbpHama Haonaku) u cmomMama ga npoMuHupa Hag kokama. HaHacs ce Bmopuam —
cepomyckyaapHusm weB — Ha 4 go 5 cM om npokcumanHusi go gucmanHus kpal Ha yuepBomo
(Quaypa 5). Tpemuam weB ce npekapBa npe3 usrama gebeAuHa Ha npepsi3aHus kpal Ha

uepBomo (Quaypa 6).
el &

Queypa 6. HaHacsHe Ha mpemus weB. 3awuBaHe Ha yepBomo kbM koxkama ¢ 4 uau 5 weBa.
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KoHuume ce 3aBvp3Bam maka, ue Bv3eabm ga ce cumyupa MeXkgy pvba Ha uepBomo u
ko)kama. Mocmuza ce obpowaHe HaBbH Ha AuzaBuuama (Quaypa 7).

Quaypa 7. AuzupaHe Ha weBoBeme, 3awuBaHe Ha npoaykume u uHareH uzesaeg Ha cmoMama.

Mpoaykume Mo2am ga ce 3amBopam cbc cmaHgapmHu weBoBe mexkgy mpoliHume weBoBe.
Llenma e gobpa ¢ukcauus Ha uepBomo kvm korkama, kakmo u ga He ce gonycka nonagaHe Ha
upeBHo cvgupkumo nog karkama.

Mpegu npucmvnBaHe koM onepauyusi 3a pecmumyuyusi Ha mpaHcBep3ocmomMama ce
u3BvpwBa konoHockonust Ha gucmanHus upeBeH ceameHm. MpoBepsaBa ce npoxogumocmma
Ha aHacmomo3ama, kakmo u 3a gpyau Ae3uu B uepBomo go Msicmomo, kbgemo e npbcmeHbm
om kamemuvp. Mo Bpeme Ha u3cnegBaHemo 2a3 npoHukBa pempozpagHo B cmomaAHus
konekmop. [MMpu AuncBawa npoxogumMocm Ha aHacmomo3ama, He Ce npegnpuemMa
pecmumyuus. Mpu HaAuYUEe Ha gpyau Ae3uu, Ce NAaHUpa omcmpaHsiBaHemo um.

TexHuka 3a pecmumyuus Ha haca)ka

Onepauyusima 3a Bb3cmaHoBaBaHe Ha mpaHcBep3ocmomama 3anouBa c pa3pe3 no 2paHuyama
meXkgy koxkama u uepBomo u ce npoHukBa B8 nogkokuemo kamo ce omnpenapupa uepBomo
om nogkokHume cmpykmypu. YepBomo ce omnpenapupa om MyckyAao-anoHeBpomuuHama
nAacmuHa u caegBawama cmvnka e npoHukBaHe B nepumoHeanHama kyxuHa u upeBHama
6pumka ce omgenss om agxe3uu kbM gpyau op2aHu. BepossimHo cowecmByBa napacmomanHa
xepHusi (Quaypa 8).

Queypa 8
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ToBa gaBa Bv3zmokHocm 6pumkama om konoH mpaHcBep3ym ga ce u3meaau HaBbH U ga cmaHe
gocmbuvnHa 3a cAegBawu npouegypu. OmkpuBa ce npbcmeHbm om HeaamoHoB kamemup

(Quaypa 9 a) u ce npepsazBa (Puaypa 9 b, c).

Quaypa 9. OmkpuBa ce npbcmeHbm om HeaamoHoB kamemwvp u ce npepsi3Ba

To3u eman no3BoaaBa ekcno3uuus Ha npokcuMaAHOMO U gucmanHOmMo pamo Ha yepBomo.
flcHo ce Bwkga, ue e buna npekbcHama camo nonoBuHama om uupkymdepeHuusma Ha
yepBomo omkbM aHmMuMe3eHMepuaAHama My yacm, a Me3eHmepuaAHama noAnoBuHama e

3gpaBa. (Que. 10).

-

! 3 > 2 i
Queypa 10. Ekcno3uyus Ha npokcuMaaHoOmMo U gucmaAHomo pamo Ha yepBomo.
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Mpegu ga ce u3Bvpwu weBbm Ha uepBomo e Heobxogumo ga ce ekcuu3upa u ce onpecHu
pb6bm Ha uepBomo (Quaypa 11).

IRUA S 7

CDuayp 1 a, b. Ekcuugupa'ce uce OnpeCHHBGB'bhﬁ'bm

yepBomo

CnegBa weB Ha nonoBuHama om uyupkymdepeHuusma Ha 4yepBomo — Ha
aHmuMe3eHmepuaAHama My uyacm. ToBa npakmuuecku npegcmaBasBa egHa noAoBuHa
TepMuHOo-TepMuHaAnHa aHacmomoMmo3a. M3BvpwBa ce Ha gBa emaka ¢ npogbakumenHu
weBoBe. (Puaypu 12,13 ;\4]:
B

I
.
O

Quaypa 12. MocmaBsm ce cepomyckyrapHu weBoBe gvprkanrku u ce 3anouBa weB npe3 usnama ge6eauHa Ha cmeHama
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Queypa 13. MpaBu ce npogemkumeneH weB go cpegama Ha omBopa Ha uepBomo

.b e 7 .C
Queypa 14. MpogvmkumeneH weB npe3 ysaama gebeAuHa Ha cmeHama ce nocmaBs om gpyeama cmpata (a). ABama weBa ce
cpewam u ce auzupam (b). Bmopu emark npogemkumenru weBo8e (c).

DOI: 10.67572/4w1qjq66 9
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Om Havyanomo Ha 2024 2. npu 3amBapsHemo Ha onepamuBHama paHa Ha MACMOMO Ha
cmomama ce nocmaBsa nponeHOB Mew. VMnAaHmMupa ce UuHmMpanepumoHeaAeH U
npenepumoHeaneH Mew C 02Aeg npodurakmuka Ha eBeHmpauuu; caegBa weB Ha
anoHeBpo3ama (Quaypa 15 a, b, c, d).

Quaypa 15. UMnAGHMuUpa ce UHMpPanepumMoHedAeH U NpenepumoHedeH Meu

MNMpegcmaBame kanuHuuHa cepus - nayueHmu c u3BvpweHa npegHa pe3ekuus Ha pekmyma ¢ uau
6e3 npomekmuBHa cmoma B MvpBo XupypauuHo omgeneHue, MBAA ,KHsi2uHa KnemMeHmMuHa”,
Coduss, kamo uzcnegBaHemo BkalouBa gBa nepuoga — 2013-2020 2. u 2021-2025 2. 3a
nepuoga 2013-2020 2. ca onepupaHu 131 60AHU Cc npegHu pe3ekuyuu Ha pekmyma.
MpomekmuBHa mpaHcBep3ocmomacmoma e 6una uzBegeHa npu 95 60AHU ¢ pak Ha cpegHus u
Hucvk pekmym. be3 npomekmuBHa cmoma ca 36 6oAHu ¢ pak Ha Bucok pekmyMm u cuzma.

3a nepuoga 2021-2025 2. ca aHaAu3upanu 61 60AHU c npegHu pe3ekuuu Ha pekmyma. C
npomekmuBHa mpaHcBep3ocmomacmoma ca buAu 44 6oAHU. Cnopeg pa3npegeAeHUemMo no
noA — MmoXkeme ca 29, a keHume ca 15. BbgpacmoBomo pa3znpegeneHue e, kakmo caegBa: 31-
40 2o0guHu — 1 60AeH; 41-50 2oguHu — 1 6oAeH; 51-60 2oguHU — 4 6oAHU; 61-70 20guHu — 19
6oAHU; 71-80 20guHu — 15 60AHU; Hag 81 20guHU — 4 60AHU. Bcuuku aHacmomo3u 3a HanpaBeHu
¢ kpv20B8 MexaHuueH cowuBameA. Aamepo-mepMuHaAHu (L-T) ca 21 aHacmomo3u, a Aamepo-
AamepanHu (L-L) ca 23 aHacmomo3u. Om Havyanomo Ha 2024 2. npu 3amBapsiHemo Ha
onepamuBHama paHa Ha MACMOMO Ha CmMOMama hpu pecmumyuyus Ha nacaXa e 6ua
nocmaBeH nponeHOB Mew npu 10 60AHU.

be3 npomekmuBHa cmoma ca 6uau 17 60AHU c pak Ha Bucok pekmym u cuzma. Cnopeg
pa3npegeAneHuemo no noA, MbXkeme ca 8, a keHume ca 9. Bb3pacmoBomo pa3znpegeneHue e,
kakmo caegBa: 41-50 2oguHu — 1 6oaeH; 51-60 20guHuU — 6 60AHU; 61-70 20guHU — 5 6OAHU;
71-80 2oguHuU — 5 6oAHU. AHacmoMo3ume ca HanpaBeHu ¢ kpb20B MexaHuueH cobwuBamea u
Ha pvka. MexaHu4Hume aHacmoMo3u ca Aamepo-mepMuHaAHU (L-T) npu 4 60AHU, Aamepo-
AamepaAnHu (L-L) npu 7 60AHU U mepMUHO-mMepMuHaAHu (T-T) npu 1 6oAeH. M3BbpweHume Ha
pvka aHacmomo3u ca BuAu mepMuHo-mepMuHanHa (T-T) npu 1 60AeH U Aamepo-AamepaAHu
(L-L) npu 4 60AHuU.

AHanu3upaHu bsxa gaHHume no OmMHoOweHue Ha noA, Bv3pacm, npunokeHa mexHuka
npomekmuBHa cmoma uAu auncama U, Bug u npoueHm Ha caegonepamuBHU ycAoXKHEHUS U
cMbpmHocm ¢ nocaegBaw, geckpunmuBeH aHaAu3 Ha pe3yAmamume.

DOI: 10.67572/4w1qjq66 10
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PE3YATATU
3a nepuoga 2013-2020 2. uHcyduuyueHuuss Ha aHacmoMo3ama e omkpuma npu 6 om 131
(4,5%) 6oAHU ¢ npegHa pe3ekuust Ha pekmyma — eguH nayueHm ¢ npomekmuBHa cmoma (1 om
95 60AHU (1%])) u 5 cayuas 6e3 npomekmuBHa cmoma (5 om 36 6oAHU (14 %)) ¢ kapuuHOM Ha
20pHuUsg pekmywm.

Mpu cAyuas Ha UHCyduUUeHUUs Ha aHacmoMo3ama c npuaoXkeHa npomekmuBHa cmoma ce
kacae 3a 3HauumenHa Hekpo3a B o6aacmma Ha konoaHanHa aHacmoMo3ama caeg yampaHucka
npegHa pe3ekuus Ha pekmyma, nopagu koemo cmomama He MoXke ga ocu2ypu 3apacmBaHe Ha
aHacmomo3ama. lNpegnpuema e abgoMuHo-nepuHeanHama pe3ekuyusi Ha pekmyma.

Mpu nauueHmume ¢ uHcyduuyueHuyus Ha aHacmoMo3ama, koumo ca 6uau 6e3 npomekmuBHa
cmowma e u3BegeHa cmoma paHo nocmonepamuBHo. TpaHcBep3ocmoma e koHCcmpyupaHa npu
4 om me3u 5 60AHU, a unAeocmoma — npu 1 cayuall.

3a nepuoga 2021-2025 2 npu cAyyaume ¢ aHacmomo3u 6e3 npomekmuBHa cmoma e umano
uHcyduuueHuyuss npu 4 om 17 60AHU (24%). MoAyuuau ca ce kakmo caeg MexaHUUHU
aHacmomo3u (T-T u L-L), maka u npu aHacmomo3u Ha pvka (T-T u L-L).

B 2pynama Ha nauueHmu c npegHa pe3ekuusi Ha pekmyma u u3zBegeHa npomekmuBHa cmoma
no onucaHama co6cmBeHa Mmemoguka e nocmuzHamo nbAHO npekbcBaHe Ha upeBHus nacax
npe3 gucmanHomo u4epBo. HabalogaBaHume ycaoXkHeHus B8 ma3u 2pyna BkalouBam: 1/
UHcyduuueHyusa Ha aHacmomo3ama ¢ pempopekmaneH abcuec — npu 1 om 44 60AHU (2%);
NOAyUYEHa npu MexaHuuHa L-L aHacmomo3a; 2/ uHdekuyuu Ha onepamuBHama paHa — npu 2
60AHU (4%); 3/ nHeBMOHuUS — npu 7 6oAHU (16%); 4/ npompaxupaH caegonepamuBeH nepuog —
npu 4 60AHU (9%); 5/ nogko)keH emduzem — npu 1 6oaeH; 6/ xeMamypusi — npu 1 6oneH; 7/ 1
nayueHm c npoaanc Ha adepeHmHomo (npokcumanHomo) pamo npe3 cmoMama —
uHBazuHauus.

Bugbm Ha nponabupawomo Hekpomu3upaw,o yepBo npe3 cmomMama no nocAegHusi cayyal e
noka3aHo Ha Queaypa 16 a. Ha Quaypa 16 b e npegcmaBeHa u3zBegeHama kamo cmoma 6pumka
om konoH mpaHcBep3yMm, caneg kamo e omnpenapupaHa om agxe3uu koM gpyau opz2aHu u
ugmeaneHa HaBbH. Bukga ce uHBazuHauusma c Hekpo3ama Ha uepBomo, kakmo u 2paHuuyama
¢ BumanHomo uepBo.

i

Queypa 16. Mpoaanc Ha npokcumaarHomo pamo npe3 cmomama — uH8azuHayus.
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Mpu mo3u cAayyal 6e uzBvpweHa konoHockonus, ¢ kosmo ga ce npoBepu uHmezpumema Ha
pekmanHama aHacmoMo3a, caeg koemo 6e uzBopweHa napuuanHa pe3ekuusa Ha 3acezHamama
yacm om koAnoH mpaHcBep3ym ¢ nocaegBawa namepo-AamepaAHa aHacmomo3a Ha KoAoH
mpaHcBep3yM Cc MeXaHUUEH CbwuBamea.
AHaAu3bm Ha cMbpmHocmma noka3a BbmpeboAHUYHA CMbpmMHOCM — npu 2 60AHU (4%);
paHHa canegonepamuBHa cMbpmHoOCmM cAeg gexochumaau3zauusama (kosmo e buaa npuduHama
Hsakou cmoMu ga He ca Bv3cmaHoBeHu) — npu 4 60AHU (9%).
Bv3cmaHoBaBaHemo Ha cmomama e u3BopweHo npu 33 om 44 6oAHU (75%) cAeg:

e 2 Meceua — 7 60AHU (16%);

e 3 Meceua — 8 6oAHU (18%);

e /4 mMeceua — 8 60oAHU (18%);

e 5Meceua — 160AeH (2%);

e b6 Meceua — 2 bBoAHU (4%);

e 8 mMeceua — 3 60AHU (7%);

e 10 mMeceua — 2 60AHU (4%);

e 16 meceua — 1 6oaeH (2%) cnpamo npegHama pe3ekuyusa Ha pekmyMma.
Mpu 1 6oAeH nopagu YcAOXKHEHUS CmoOMama, ONnucaHu no-20pe, pecmumyuusima e
Bvb3cmaHoBeHa Ha 40-mus geH cAaeg npegHama pe3ekuus Ha pekmyma.
3a 4 bOAHU HAMa gaHHU gaAu e u3BopweHo Bvb3cmaHoBsaBaHe Ha cmoMama. 3a eguH nayueHm
e u3BecmHo, ue Bwv3zcmaHoBsBaHemo Ha cmomama He e 6uao u3BvpweHo nopagu
guceMuHauusi Ha MaAu2HeHOMo 3abonsBaHe.
be3 peaucmpupaHu ycAoXKHEHUS npu pecmumyuusima Ha upeBHus nacaX ca buau 22 om 33
60AHU (66%).
YcaoXkHeHussma, cBvp3aHu c Bb3cmaHoBsaBaHemo Ha cmoMama, ca npegcmaBeHu no-goay:
— PaHeBu abcuec — 1 om 33 60AHU (3%), HO moBa npegcmaBasBa 1 om 10 6oAHuU (10%) c
nocmaBeH nponeHOB Mew;
— MocmonepamuBHa xepHusi — 2 60AHU (6%);
— MpompaxupaHo Bb3cmaHoBaBaHe Ha upeBHusa nacaXk — 3 60AHU (9%);
— Hama gaHHuU 3a ycaoXkHeHust npu 5 60AHU (15%).
NHdekuuume Ha kopemHama cmeHa caeg Bv3cmaHoBsBaHemo Ha cmomama ca HanazaAu
npogomkumenHo koHcepBamuBHo AeueHue.
Kamo caegonepamuBHa upeBHa Henpoxogumocm onpegensiMe  3abaBeHomo
Bv3cmaHoBaBaHe Ha upeBHus nacak caeg pecmumyuusima Ha cmomama. ToBa npomuua ¢
6onkoBa cuMmnmoMamuka u 6anoHupaHe Ha kopema. ToBa cbcmosiHue e buno HabalogaBaHo npu
9% om 6oAHUMeE U e buao pa3pewaBaHo ¢ koHcepBamuBHu Meponpusmusi.
NHcyduyueHyus Ha aHacmoMo3ama CAeg pecmumyuus Ha cmoMama He e HabalogaBaHa.

OBCbXAAHE

Bvnpeku Hanpegvka Ha xupypz2usma u HaAauuuemo Ha cbBpeMeHHU ycmpolcmBa, koumo
ynecHsiBam pabomama Ha xupypaa (kakBumo ca kpvb2oBume cvwuBameAu 3a MeEXaHUYHU
aHacmomo3u), aHacmomo3Hama uHcyduuueHuyus (AM) (aHacmomozHusm meu (AT)) ocmaBa
20AiM npobaem B konopekmanHama xupypaus (17, 18 19).

Mo cmamucmuuecku gaHHU aHacmoMo3Ha uHcyduuueHuus (A) (aHacmomo3eH meu (AT)) ce
A8s8B8a npu 2.8% go 20% om 6oAHume npemvpneAu konopekmanHa xupypausi.
MpubaugumenHo 75% om me3u CcAydau ca cAeg npegHa pe3ekuua Ha pekmyma.
Mopmanumembm, cBvp3aH c moBa ycaoXkHeHue, Bapupa mexkgy 2% u 16% (14, 20, 21).
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MNpe3 20102 the International Study Group of Rectal Cancer (ISREC) onpegeasm
uHcyduuueHuyuama (meua) kamo ,gedpekm Ha upeBHama cmeHa npu MsCMOMO Ha
aHacmomo3ama (BkalouumenHo AuHussma Ha weBoBeme uau ckobume Ha cvbwuBamens Ha
HeopekmanHume pe3epBoapu), kolimo Bogu go komyHukauus Mexkgy uHmpa- u
ekcmpanymeHHume npocmpaHcmBa“. ToBa onpegeneHue e BanugHO npegumMHO 3a
UHcyduuueHuyus caeg npegHa pe3ekuus Ha pekmyma (22, 23).

pynama ISREC cvbw,o maka npegaazam u cucmema 3a cmeneHyBaHe Ha konopekmaaHume
uHcyguuueHuyuu (mevoBe). BoAHume B Cmagul A He ce Hy)kgasm om npomMeHu B AeuebHOMO
noBegeHue. bonAHume B Cmagut B uguckBam akmuBHa mepaneBmuuHa uHmepBeHuyusa ckopo
cAeg Aanapomomusima, Ho 3a 6oaAHume B Cmagul C e Heobxoguma penanapomomus (22, 23).
MA Frouws npoyuBa 4287 6oaHu c Hucka npegHa pe3ekuyus Ha pekmyma u nwvpBuuHa
aHacmomo3a, om koumo npu 2866 caAyuas e npuaokeHa npomekmuBHa cmoma.
NHcyduyueHyuu (meuvoBe) 8 Cmagul B ca guazHocmuuyupaHu npu 4% (159 6oaHu) cpewy 6%
(259 60AHU) B Cmaguu C. Wma cuzHudpukaHmHa panuka B Mopbugumema,
npogonkumeAHoCcmma Ha 60AHUYHUS npecmodl, pa3xogume, cBvp3aHu c AeyeHuemo, u
Mopmaaumema MeXgy uHcydpuuueHuuume (meuoBeme) B8 Cmagui B u C.
MyamuBapuauuoHHuam aHaau3 noka3Ba, ue 6onHume ¢ npomekmuBHa cmoma umam no-
Hucbk puck om pa3zBumue Ha uHcyduyueHuyus (meu) 8 Cmagut C B cpaBHeHue coc Cmagul B
(OR = 0.17 (95% Cl, 0.10-0.29)) (24).

Cnopeg KD Hatch Haauuuemo Ha npomekmuBHu konocmomu He Bogu go nogobpsiBaHe B
3apacmBaHemo npu Huckume pekmaaHu aHacmomo3u (HPA) (25).

Apyau npoyuBaHusa noka3zBam, yue omkaoHsBawume cmomu He HamanssBam uecmomama Ha
aHacmoMo3eH meu camu no cebe cu, Ho BMecmo moBa noHwkaBam cBvp3aHama c Hez0
3aboneBaemocm. (1, 3, 5, 26, 27, 28).

Cnopeg gpyau aBmopu, gedyHkuuoHupawama cmoma HamansiBa HuBomo Ha kAUHUUHO
cBbp3aHume aHacmMoOMO3HU UHCyduUueHuuu, cbc cu2HudukaHmHo no-manko peonepauyuu
npu me3u 6oAHU.(9) 3amoBa gedyHkuuoHupawama cmoma ce npenopbyBa npu xupypausma
Ha Huckume pekmanHu kapuuHomu (29, 30, 31).

Hawama eBoaloyus 8 MucreHemo 3a omBerkgawaama cmoma

Mpegu 25 20guHu u 3a nepuoga 2001-2014 Hue cuumaxme, ue omBeXkgawa cmoma mpsi6Ba ga
ce u3zBerkga camo B cayuaume Ha uHmMeH3uBeH meu om aHacmomo3ama (koemo Hapuuyaxme
Bucoko-gebumHa ¢ducmyaa), UAU Npu cenmuuHu YCAOXKHEHUs!, m.e. ¢ AevebHa uena (16). B
Hawama npe3eHmauus ,Results of radical anterior rectal resections” Ha 17mus KoHzpec Ha
IASGO (International Association of Surgeons, Gastroenterologists and Oncologists) om 20072
Hue aHaAu3upame 196 6oAHU c npegHu pe3ekuyuu Ha pekmyma (RRA). AHacmoMo3eH meuy e
HabAlogaBaH npu 06wo0 29 om 196 60AHU (15%) — npu 25 om 148 60AHU (16%) C MEXaHUUHU
aHacmomo3u u npu 4 om 48 (11%) ¢ aHacmomo3u Ha pvka. Hag 90% om cayuyaume ce
pa3pewaBam c koHcepBamuBHo AeueHue 3a 20-40 gHU — meYybm hocmeneHHO HaMaAsBa u
aHacmomo3ama 3apacmBa. M3Be)kgaHemo Ha crmoma (kamo moBa e 6una mpaHcBep3ocmoma)
ce e Hanokuna camo npu 8 6oaHU. N3BegeHa e buna 6 go 160 gHu cAaeg onepayusama no noBog
MacuBeH UAU NpOAOH2UpaH mey om aHacmoMo3ama. Te3u 8 6oAHU npegcmaBasBam 4% om
Bcuuku 196 6oAHU ¢ npegHa pe3ekuust Ha pekmyma, Ho ca cbomBemHo 32% om 29 60AHU C
aHacmomo3Ha uHcyduyueHuyus.(16). CoBpemeHHama oueHka Ha me3u gaHHu noka3Ba, ue
makap uHcyduueHuuume ga He ca 20AM npoueHm B Hawama npakmuka, pa3Bumuemo um e
cBbp3aHo c npoAoH2UpaH meu, 3abaBeHo Bv3cmaHoBsaHe, Bucok npoueHm Ha u3Be)kgaHe Ha
CMOMU U CUAHO 3aBuweHu pa3xogu 3a AedyeHue. 3amoBa om 2014 2. 3anouHaxme ga u3zBe)kgame
npomekmuBHa cmomMa npu cAyyau Ha Hucku u cpegHu pekmaaHu kapuuHoMu uAu npu
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cAyyaume c uaeyc. MopBoHauanHO cmaHgapmHama mexHuka e 6uaa 6pumkoBa uneocmoma,
cneg koemo e Bv3npuema mexHuka Ha 6pumkoBa mpaHcBep3zocmoma, koHCcmpyupaHa 3a
momanHo u3kalouBaHe Ha upeBHus nacax.

O6ukHoBeHo kamo gedyHkuuoHupaw,a cmoma ce npurazam 6pumkoBume uaneocmoma uau ko-
Aocmoma. ineocmomume Mo2am ga 6vgam NAbMHO NPUAENHAAU UAU ga 6bgam 06bpHamu Ha-
onaku. CaegBawama ¢uaypa, moguduuupaHa om Alia Whitehead u Peter Cataldo, onucBa kalo-
yoBume emanu om mexHukume 3a u3BekgaHe Ha 6pumkoBa 06vpHama uaneocmoma (1,3,5,6,7).

Quaypa 17. Cv3gaBaHe Ha 6pumkoBa uneocmomusi. A: 80% om aHmume3eHmepuarHama okpwv)kHocm e npeceyena.
MocmaBsHe Ha ,mpolHu” weBoBe. B: kpaeH Bug Ha uneocmomama (Om Alia Whitehead u Peter Cataldo)

Konocmomume mMozam ga 6bgam naockocmHu (naocku) uau ga 6bgam obbpHamu Haonaku,
nogobHo Ha uneocmomume. 3a cv3gaBaHe Ha naockocmHu konocmomu, caeg npepsa3BaHe Ha
aHMuMe3eHmMepuaAHama yacm Ha ypeBHama cmeHa, weBoBeme ce nocmaBsam npe3 usaama
gebenuHa Ha npepsizaHus kpau Ha uepBomo, caeg koemo npemuHaBam cvomBemHo Ha
kokama om omBopa Ha kopemMHama cmeHa. (1, 4).

Mpu u3BvpwBaHemo Ha 6pumkoBa cmoma, ocHoBHama ueA e ga ce npegomBpamu
HaBAu3aHemo Ha upeBHO cvgbpkumo B gucmanHOomMo pamo Ha cmomama. Bovnpeku moBa,
uecmo nvAHO npekbcBaHe Ha naca)ka He ce nocmuza.

Ha caegBawama ¢uaypa cme noka3anu, obaue, kak morke ga ce noayuu npemuHaBaHe Ha upeBHo
cbgobpkuMo om adepeHmHomo B epepeHMHomMoO koAsiHO Ha egHa 06vbpHama Haonvku cmoma
U npu egHa naockocmHa cmoma. MNpemMuHaBaHemo Ha upeBHO cbgbp)kuMo MoXke ga ce CAyuu
gopu u npu Haauuue Ha Mocmue (kamemup) mexkgy gBeme pameHa Ha cmomama.

Quaypa 18. MpemuHaBaHe Ha upeBHo cbgbp)kumMo om agepeHmHomo B e¢pepeHMHOMO KoAsIHO npu egHa 06bpHamMa Haonvku
cmoma u npu egHa nnockocmHda cmoma.
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Taka Bv3HukBa ugesma cpeg aBmopume Ha Hacmosiwama cmamus 3a Mogudukauyus ¢ o2aeg
nocmuzaHe Ha NbAHO u3kalouBaHe Ha nacaka gucmanHo om cmomama. Mocmuemo om
kamemubp Mmekgy gBeme pameHa Ha cmomama e mpaHcdopmupaHo npu Mogudukauussma Ha
aBmopume B npocmeH, koimo cmecHsBa gucmaaHomo koasHo Ha cmoMama. ToBa HaMma ga
no3BoAu Ha upeBHOomo cobgbpXkumo ga npemuHaBa gucmanHo om cmomMama. Mpu masu
memoguka nvpBoHayanHO npocmeHbm e ocmaBsH cBobogHo. Tol kamo moBa e
npegu3BukBano guckomdopm y nauueHmume, nocaegBa HoBa mogudukauus ¢ nokpuBaHe Ha
npvcmeHa nog koxkama. Mo mMo3u HauuH AyMEHbM Ha gUCMAaAHOMO paMo cmaBa HeomAuyuMm
u cmomama npugobuBa Buga Ha egHocmBonoBa. NMocmuza ce novAHO u3kalouBaHe Ha nacaxka
gucmanHo om cmomama u 6oAHume Hamam gedekauuu, ocBeH omgeassHeEmMO Ha CAy3HU
npeuunumamu. B cayuaume, kozamo konoHbm npegonepamuBHo He e BUA nouucmeH gobpe,
moXke ga uma Hsikonko gedekauyuu B nopBume gHu caeg onepauyuama. 3amoBa B cayuaume ¢
uAeyc cyumame 3a nogxogswio ga ce nocmaBu mpaHcaHanHa gekomMnpecuoHHa mpbvba 3a 2 uau
3 gHU cAeg onepauusama.

Mpu Aunca Ha gedekayuu npu mo3u mun mogudukayus, obave, e mpygHo KAuHUUYHO ga 6bge
guazHocmuuupaHa uHcyduuueHyusima Ha aHacmomo3ama. BepossmHo nopagu masu NpuYuHa,
omkakmo ce u3noa3zBa mo3u gu3alH Ha npomekmuBHa cmoMa, e omuyemeH eguH cAy4al Ha
uHcyguuueHuyus B npegcmaBeHama cepus, nposBeH ¢ pempopekmaneH abcuec. Mpu mo3u
nayueHm nopagu Aunca Ha gedekauus, He e HabalogaBaH meu Ha upeBHO cbgbpXkuMmo, a
uHcyduuueHuyusasma e ycmaHoBeHa nopagu obpa3yBanuss ce abcuec, koimo e u3aekyBaH
yCNewHo ¢ aHmubuomuyHa mepanus U gpeHupaHe npe3 aHyca.

EgHo om 3HauuMume ycaoXkHeHus, koemo cow,o mps6Ba ga ce uma npegBug npu u3zbopa Ha
mexHuka 3a uzBe>kgaHe Ha cmoMa, e Hekpo3a Ha cmomMama uAu nombvBaHemo U, mbl kamo
moke ga goBege go nepumoHum. TexHuueckume acnekmu npu u3BvpwBaHemo Ha cmoMama,
He3aBucumo om Buga U, ca om u3kalouumenHa BakHocm. Cpeg npuvuHume 3a Hekpo3a Ha
cmomMama ca: Hegobpo kpvBocHabgsBaHe Ha uepBomo, u3BegeHo kamo cmoma; komnpecus Ha
kopemHama cmeHa Bopxy uepBomo — gebena kopemHa cmeHa uau meceH omBop. Om ocobeHo
3HauYeHue 3a npomuyaHemo u AeuebHomo noBegeHue npu Hekpo3a Ha cmomama e HUBomo Ha
Hekpo3ama cnpsamo AuHusama Ha weBoBeme (nvpBusm weB om mpolHus weB) kakmo e
noka3aHo Ha Quaypa 19. Ako Hekpo3ama e Hag uAu Ha weBHama AuHus, ,XxAbmBaHemo"” Ha
cmomama e manko BeposmHo u MoXke ga ce npegnpueme u3uvakBameaHo noBegeHue c
ekcuyusus Hekpo3ama. O6ukHoBeHo 03gpaBsBaHemo e nponoHa2upaHo. Ako Hekpo3ama e nog
weBHama AuHus o06auye, NbAHOMO HapywaBaHe Ha UHmMez2pumema Ha cmomama e
ugkalouumenHo BeposmHo, nopagu koemo e HaanokumeAHa noBmopHo uzBexXkgaHe Ha cmoMa ¢
omcmpaHsiBaHe Ha geBumaau3upaHomo uepBo. Mpu cAayyali Ha nepumMoHUM Memog Ha u3bop
€ peAanapomoMusma ¢ AeUeHUe Ha NepUMOoHUMa U PEUHCEPUUS Ha CmoMama.

= e

Queypa 19. Hueo Ha Hekpo3a Ha cmomama

DOI: 10.67572/4w1qjq66 15



https://bgss.eu/
https://doi.org/10.67572/4w1qjq66

CM.XUPYPIuA1 - ). SURGERY 2'2026

Vol.90 Issue2 Online ISSN: 3033-151X, Print ISSN: 0450-2167 https:/bgss.eu/

B Aumepamypama ocmaBa guckymabuaeH u Bbnpocom 3a uzbopa mexkgy gepyHkuyuoHupaw,a
konocmoma uau uaeocmoma. B npoyuBaHe Ha A. Aa3apoB u cvaBm., 2025 2. nogpobHo ca
aHaAu3upaHu uHgukauuume 3a u3bopa Ha Buga Ha npomekmuBHa cmoMa npu npegHa
pe3ekuus Ha pekmyma (RRA), u nepuogom, caeg kolmo ga 6vge 3amBopeHa. ABmopume
npegcmaBam B gemauau npegumcmBama u Hegocmambvbuume Ha koaocmomume u
uneocmomume (8). Cnopeg npeaaega Ha Aumepamypama npegumcmBama Ha konocmomama
ca Aekama aganmauua u HaAuyuemo Ha no-manko ycaoxkHenus (7, 8, 10, 11). Kamo
Hegocmambuu Ha konocmomama aBmopume onpegeasim: no-gbAb2 nepuog Ha XkuBom cobc
cmoma; mexHuyecku 3ampygHeHust npu u3BopwBaHe Ha pecmumyuusima Ha cmoMama; no-
Bucok puck om uHcyduuyueHuus Ha aHacmomo3ama CAeg pecmumyuus Ha cmomMama nopagu
no-caaba Backyaapu3auyus B8 cpaBHeHue ¢ mvHkoupeBHama aHacmomo3a (8, 9, 12).
NMpegumcmBama Ha uneocmoMama ca cBvp3aHu ¢ no-kpamvk Bv3cmaHoBumeneH nepuog;
mexHuuecku no-aAecHo u3BvpwBaHe Ha pecmumyuusima Ha cmoMama; no-Hucbvk puck om
UHCydUUUEHUUS HAa aHacmoMO3ama CAeg pecmumyuyus Ha cmomama (12). Haauuuemo Ha
uneocmoma, obaue, e cBvp3aHo u ¢ HAkou cowecmBeHu Hegocmamubuu: 3a2yba Ha meyHocmu
u enekmpoaumu; moHkoupeBHomo cogop)kumo gpa3Hu okonHama koxka u Bogu go yauepauuu
U Mauepauuu; 3HauumeAHa 3a2yba Ha meano; Bucok puck om 6vbpeyHa HegocmamuvbuHocm (7,
8,10, 11).

N3BekgaHemo Ha npomekmuBHa cmoma, He3aBucumo om Buga U, Hanaza u3BvpwBaHemo Ha
BmopuuHa onepauus 3a pecmumyuus (Bv3cmaHoBaBaHe) Ha cmomama. B Aumepamypama
cbwecmByBam gaHHU OMHOCHO nepuoga Ha Bbv3cmaHoBsBaHe Ha pa3auuHume BugoBe
cmomMu. Bv3cmaHoBaBaHemo Ha konocmoma ce u3BvpwBa mekgy 3 u 6 meceua om
nopBuuHama onepauus. Mpu uneocmoma ca Bvb3MoXkHU: MHO20 paHHO 3amBapsHe Ha 8-15-mu
cAregonepamuBeH geH; paHHO 3amBapsiHe Ha 15-30-mu caegonepamuBeH geH u kbCHO
3amBapsaHe Ha 57-278-mu canegonepamuBeH geH (8, 13, 14, 15). Kamo npegumMcmBa Ha MHO20
paHHOmMoO 3amBapsiHe Ha uneocmomama peguua npoy4yBaHusi nocouBam kpamko Bpeme covc
cmoma; Hucbk puck om ycaokHeHus, cBbp3aHu cbC cmomama; Hucvk puck om HapyweH
ypeBeH ™Momuaumem. Kamo Hegocmambuu ca nocoyeHu Bb3MOXXHOMO HENbAHO
Bvb3cmaHoBsBaHe Ha aHacmomo3ama u cbomBemHo puck om uHcyduyueHyus (8, 13, 14, 15).
NpegumcmBama Ha kbcHomo Bv3cmaHoBaBaHe Ha uaeocmomama ca B no-cuz2ypHomo
3apacmBaHe Ha aHacmomo3ama u Hucbk puck om uHcyduuyueHuusi. Hegocmamuvuume, obaue,
ca N0-gbAb2 nepuog Ha kuBom cwbc cmoma; no-Bucok puck om ycaokHeHusi, cBbp3aHu CbeC
cmomama, u no-Bucok puck om HapyweHus Ha YpeBHus momuaumem (8, 13, 14, 15).
Yi-WenYang u cvaBm. cpaBHaBam npomekmuBHama uneocmoma u konocmoma cnopeg
oueHkama Ha pucka om uecmo cpewaHu YycAoXkHeHusa. Te cpaBHaBam 176 60AHU C
npomekmuBHa konocmoma u 234 ¢ npomekmuBHa uneocmoma. YcmaHoBeH e no-z2onem 06em
Ha omgeAeHomo om hpomekmuBHama uaneocmoMma B cpaBHeHue ¢ konocmomama. Pempakuyus
Ha cmomama ce noAyyaBa no-uyecmo npu npomekmuBHa koanocmoma, omkoakomo npu
npomekmuBHa uneocmoma 21,6% cpewy 9,4% (8, 11). XXeHckusm noaA, omBopeHama
Xupypausi, uAeocmomMama u Haauyuemo U 3a Hag 4 Meceua Ca acouuupaHu CbC
cu2HugukaHmHo no-Bucok puck om ycaoXkHeHus, cBvp3aHu cbc cmomama. o omHoweHue
Ha pempakuyusma Ha cmomama MyamuBapuauuoHHusm aHaau3 noka3Ba, ue »keHckussim noA u
npogbAmkumeAaHocmma Ha omBe)kgaHe Ha nacaka ca He3zaBucumu puckoBu dakmopu, HO
uneocmomMama e Ha3aBucum baazonpusimeH pakmop (8, 11). Yecmomama Ha yCAOXKHEHUS! CAeg
pecmumyuusi Ha cmoMama He ce pa3audaBam npu konocmoma u uneocmoma -24,3% cpewy
20,9% (8, 11). B 3aknloueHue, Yi-WenYang u ceaBm. npenopvuBam ga ce u3zbs28a konocmoma
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npu keHcku noA u npu ouakBaH gbAb2 nepuog cbc cmoma. Om gpyz2a cmpaHa, uAeocmomama
mpa6Ba ga bvge uzbazBaHa npu 60AHU ¢ koMmnpoMemupaHa 6vbpeuHa dyHkuyus.
MNpegnouumaHusima Ha noBeuemo aBmopu ca kbM koHcmpyupaHemo Ha npomekmuBHa
uAeocmomMa u npegnpueMaHemo Ha paHHo Bv3cmaHoBsBaHe Ha cmomama (1, 2, 3, 4, 8, 9, 11,
13,14, 15).

3awo Hue pewuxme npomekmuBHama cmoma ga 6bge konocmoMa u no-mouHo
mpaHcBep3ocmoma?

EgHo om 3HauuMume npegumcmBa Ha mpaHcBep3ocmomama e B moBa, ue He e uskaloueH
konoH acueHgeHC u HsMa 3a2yba Ha mevHocmu u enekmpoaumu. TMpakmuuecku
mpaHcBep3zocmomama npuauya noBeue Ha cuzmocmoma, omkoakomo Ha uaeocmoMma, u
3amoBa gobpe ce moaepupa om 6o0AHume. B npuaazaHama om Hac mexHuka Ha
mpaHcBep3ocmomMa, u3BopwBame cmaHgapmHo Mobuauzauus Ha koAoH mpaHcBep3ym,
acueHgeHc u uekyMm. ToBa, om egHa cmpaHa, yanecHsiBa u3BexkgaHemo Ha BpumkoBama
mpaHcBep3ocmoma; om gpyaa, yaecHsiBa pecmumyuusma Ha cmomMama — MobuAu3upaHuam
koAOH AecHO ce uzmeaas HaBoH npe3 omBopa Ha kopeMHama cmeHa u cmaBa gocmuvneH 3a
cnegBawu npouegypu. MNMpu Hawama memoguka Ha Bvb3cmaHoBsiBaHe Ha cmomama He ce
Hana2a pe3euyupaHe Ha yepBomo. Mpu koHcmpyupaHe Ha cmoMama e npekbCHama camo
nonoBuHama om uupkymdepeHuusma Ha uepBomo — aHmMuMe3eHMepuaAHama uacm.
Me3eHmepuanHama yacm Ha uepBomo He e HapyweHa u kpvBocHabgsBaHemo He e
komnpoMemupaHo. AocmambuHo e caMo ga ce ekcyu3upa pbbbm Ha uepBomo u ga ce 3awue
aHMuMe3eHmepuaaHama My uyacm. ToBa npakmuuecku npegcmaBasBa egHa noaoBuHa
TepMuHo-TepMuHaAHa aHacmoMoMo3a.

Mpu Hawama mexHuka ce cb3gaBa gocmamuvuHo wupok upeBeH AymeH, koemo 3aegHo c
gobpomo kpvBocHabgaBaHe ca npegnocmaBku 3a Hucvk puck om aHacmomo3Ha
UHCYUUUEHUUS CAeg pecmumyuusima Ha cmomama, koemo e BugHo om npegcmaBeHama
cepus — 0% aHacmoMo3Ha uHcyduuyueHuyus caeg pecmumyuus. boaAHume o6ukHoBeHo
Bb3cmaHoBsBam upeBHus nacak Hali-kbcHO go Bmopu caegonepamuBeH geH. Koezamo moBa
ce 3ababBu, ce 18s3B8am 6oakoBa cumnmomamuka u 6anoHupaHe Ha kopema, xapakmepHu 3a
upeBHa Henpoxogumocm, Ho obukHoBeHo ce pa3pewaBa ¢ koHcepBamuBHuU Meponpusmus.
Hal-uecmume ycnoXkHeHus, cBbp3aHu ¢ Bb3cmaHoBsaBaHe Ha cmomama e npegcmaBeHama
om Hac cepusi, ca uHdekuuume Ha kopeMHama cmeHa.

3AKJTHOUEHUE

NpegcmaBeHama mogudukayusa Ha 6pumkoBama mpaHcBep3ocmoma ocuzypsBa HageXkgHo
ugkalouBaHe Ha gucmanHusi upeBeH nacaX u no3BoasBa 6e3onacHo Bv3cmaHoBsBaHe Ha
upeBHama HenpekbcHamocm 6e3 HeobxogumMocm om obwupHa pe3ekuus Ha uepBomo.
Memogbm gemoHcmpupa Hucka yecmoma Ha aHaCmoMO3Ha UHCcyduyueHuus u gobpu paHHU
caregonepamuBHU  pegyamamu U npegcmaBasBa obewaBawa aamepHamuBa npu
Heobxogumocm om npomekmuBHa konocmoma. Heobxogumu ca 6vgewu npocnekmuBHu
npoyuBaHusi ¢ no-20AsM 6pol nayueHmMu U no-npogbAKUMEAHO npocaegsiBaHe, 3a ga ce
nomBbpgam HellHama gbA20CpOUHa be3zonacHocm u edpekmuBHocm.

DOI: 10.67572/4w1qjq66 17



https://bgss.eu/
https://doi.org/10.67572/4w1qjq66

Cn. XUPYPIn4 - ). SURGERY 2'2026
Vol.90 Issue2 Online ISSN: 3033-151X, Print ISSN: 0450-2167 https:/bgss.eu/

TECHNIQUE FOR CONSTRUCTING A TOTALLY DEFUNCTIONING LOOP TRANSVERSE
COLOSTOMY THAT FUNCTIONS AS AN END COLOSTOMY [ENGLISH]

Description of a surgical technique and outcomes from a single-center clinical series

SUMMARY

Background: Defunctioning stomas are a well-established strategy for reducing the clinical
consequences of anastomotic leakage following anterior rectal resection. However,
conventional loop stomas do not always achieve complete diversion of the fecal stream from
the distal bowel.

Aim: To describe a modified technique for constructing a loop transverse colostomy that
functions as an end colostomy by achieving complete diversion of the distal bowel, as well as
the technique for its subsequent reversal, and to evaluate its clinical outcomes.

Materials and Methods: A retrospective—prospective study was conducted in patients who
underwent anterior rectal resection at the First Department of Surgery, General Hospital
“Princess Clementine”, between 2013 and 2025. Two consecutive patient series in which the
modified transverse colostomy technique was applied were analyzed. The incidence of
anastomotic leakage, postoperative complications, mortality, and outcomes following stoma
reversal were evaluated.

Results: Complete diversion of the fecal stream from the distal bowel was achieved in all
patients who underwent the modified protective transverse colostomy. Anastomotic leakage
occurred in 1 of 44 patients (2%). Stoma reversal was performed in 33 patients (75%), of whom
22 (66%) experienced no postoperative complications. No cases of anastomotic leakage were
observed following restoration of bowel continuity. The most common complications after
stoma reversal were surgical site infection, transient postoperative ileus, and incisional hernia.
Conclusion: The proposed modification of the loop transverse colostomy provides reliable
diversion of the distal bowel and allows safe restoration of bowel continuity without the need
for extensive bowel resection. The technique was associated with a low incidence of
anastomotic leakage and favorable early postoperative outcomes, representing a promising
alternative when a protective colostomy is indicated.

KEYWORDS
protective stoma; transverse colostomy; anterior rectal resection; anastomotic leakage

INTRODUCTION

The indications for and technical aspects of intestinal stoma construction continue to attract
considerable interest in colorectal surgery. In their chapter Technical Considerations in Stoma
Creation (2017), Whitehead and Cataldo (1) identify two principal indications for constructing
a diverting stoma:

1. To prevent the passage of the fecal stream into the distal small or large bowel. In this
setting, the stoma may serve either as a protective stoma, intended to reduce the clinical
consequences of anastomotic leakage, or as a therapeutic stoma, created for the management
of an established anastomotic leak.

2. To divert the fecal stream in patients with sacral or perineal infections that are
perpetuated by ongoing fecal contamination (1—3).

These objectives may be achieved by constructing either an end or a loop stoma. For fecal
diversion following a low colorectal or coloanal anastomosis, as well as in the management of
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pelvic sepsis of colorectal origin, a loop ileostomy or a loop transverse colostomy is most
commonly performed. According to Williams and Nasmyth, although familiarity with both
techniques is essential, loop ileostomy remains the preferred option in most clinical situations
(1,4).

Unlike end stomas, however, loop stomas do not always achieve complete diversion of the
fecal stream through the proximal limb, and a variable amount of intestinal content may
continue to pass into the distal bowel. For this reason, and given the potential complications
associated with conventional loop stomas, numerous technical modifications have been
proposed. The advantages and limitations of various techniques for loop stoma construction
continue to be discussed in the literature.

AIM

To describe a modified technique for constructing a loop transverse colostomy that functions
as an end colostomy by achieving complete diversion of the distal bowel, as well as the
technique for its subsequent reversal, and to evaluate its clinical outcomes.

MATERIALS AND METHODS
The proposed loop transverse colostomy technique is designed to achieve complete diversion
of the fecal stream from the distal bowel. This is accomplished by narrowing the distal limb of
the stoma with a ring fashioned from a Nelaton catheter.

The stoma is created in the right upper quadrant of the abdomen through a standard opening
in the abdominal wall. The right third of the transverse colon is used, requiring mobilization of
the transverse colon, hepatic flexure, ascending colon, and cecum.

A Nelaton catheter is passed through a small window created in the mesocolon immediately
adjacent to the bowel wall. The bowel is then delivered through the abdominal wall trephine.
The two ends of the catheter are tied together with a non-absorbable suture, forming a ring
around the bowel (Figure 1a,b).

Figure 1. Construction of a circumferential ring around the bowel using a Nelaton catheter.

The degree of compression exerted by the ring is adjusted by passing a surgical forceps
through its lumen. Once the desired degree of constriction has been achieved, an additional
securing ligature is placed (Figure 1, Figure 2).
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i g O
Figure 2. Adjustment of the degree of compression exerted by the ring around the bowel.

The protruding ends of the catheter, together with the external non-absorbable suture, are

trimmed. The ring is subsequently anchored within the subcutaneous tissue using the

remaining fixation suture (Figure 3a—c)
N o A i

Figure 3a—c. The ring is anchored within the subcutaneous tissue (under the skin).

The bowel is then sutured to the skin. Interrupted absorbable everting sutures ("triple" sutures)
are placed to evert the bowel and mature the stoma. It is important that the sutures are
inserted from the skin toward the bowel.

We routinely place four or five sutures between the skin and the bowel, which may be tied at
this stage. This causes the efferent limb of the bowel to retract into the abdominal wall, giving
the stoma the appearance of an end colostomy. The abdominal incision is then closed (Figure
4),

Alongitudinal enterotomy is subsequently made on the anterior wall of the bowel. Care is taken
not to extend the incision excessively along the antimesenteric border of the bowel (Figure
4),
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Figure 4. Figure 5

The next step is maturation of the stoma by everting the mucosa and creating an adequate
spout above the skin level. The second component of the “triple” suture consists of a
seromuscular bite placed through the proximal limb, 4—5 cm from the divided bowel edge
(Figure 5). The third suture is passed through the full thickness of the divided bowel edge
(Figure 6).

Figure 6. Placement of the third bite of the "triple" suture and maturation of the stoma with four or five mucocutaneous
sutures.

The sutures are tied so that the knots are positioned between the bowel edge and the skin. This
everts the mucosa and creates a well-spouted stoma (Figure 7).
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Figure 7. Tying of the sutures, closure of the intervening gaps, and final appearance of the stoma.

The gaps between the “triple” sutures may be closed with standard interrupted sutures. The
aim is to ensure secure fixation of the bowel to the skin and to prevent leakage of intestinal
contents into the subcutaneous tissue.

Before reversal of the transverse colostomy, a colonoscopy of the distal bowel segment is
performed. The colorectal anastomosis is assessed for patency, and the distal colon is
examined for additional lesions up to the level of the catheter ring. During insufflation, gas
passes retrogradely into the stoma appliance. If the anastomosis is not patent, stoma reversal
is not undertaken. If other lesions are identified, their removal is incorporated into the
operative plan.

Technique for stoma reversal

Reversal of the transverse colostomy begins with a circumferential incision along the
mucocutaneous junction. Dissection is continued through the subcutaneous tissue,
separating the bowel from the surrounding subcutaneous structures. The bowel is then
mobilized from the musculoaponeurotic layer. The peritoneal cavity is entered, and the bowel
loop is freed from adhesions to adjacent organs. A parastomal hernia may be present (Figure
8).

Figure 8
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This allows the loop of the transverse colon to be delivered outside the abdominal cavity,
making it readily accessible for the subsequent steps of the procedure. The Nelaton catheter
ring is identified (Figure 9a) and divided (Figures 9b and 9c]).

]

Figure 9. Identification and division of the Nelaton catheter ring.

This step provides exposure of both the proximal and distal limbs of the bowel. It is clearly
demonstrated that only the antimesenteric half of the bowel circumference has been divided,

while the mesenteric half remains intact (Figure 10).

" 4 J
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Figure 10. Exposure of the proximal and distal bowel limbs.

Before restoring bowel continuity, the bowel edges should be refreshed by excising a thin rim
of tissue (Figure 11).
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Figu}e 11,b. Freshening of the bowel edges b);'e)}t‘:‘is:on.

Reconstruction begins with suturing of the antimesenteric half of the bowel circumference.
This effectively represents a half-circumferential end-to-end anastomosis. It is constructed
in two layers using continuous sutures (Figures 12—14).

Figure 12. Seromuscular stay sutures are placed, and the full-thickness continuous suture is initiated.
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a b

Figure 14. A full-thickness continuous suture is placed from the opposite side (a). The two suture lines meet and are tied
together [b). A second outer layer of continuous seromuscular sutures is then completed (c).

Since the beginning of 2024, prophylactic polypropylene mesh reinforcement has been
routinely performed during closure of the former stoma site. An intraperitoneal and
preperitoneal polypropylene mesh is placed to reduce the risk of subsequent incisional hernia
formation, followed by fascial closure (Figure 15a—d).
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Figure 15. Placement of intraperitoneal and preperitoneal polypropylene mesh.

Clinical series

We present a single-center clinical series of patients who underwent anterior rectal resection,
with or without a protective stoma, at the First Department of Surgery, General Hospital
“Princess Clementine,” Sofia. The analysis comprised two consecutive study periods: 2013—
2020 and 2021—-2025.

During the first study period (2013—2020), 131 patients underwent anterior rectal resection. A
protective loop transverse colostomy was created in 95 patients with mid- or low-rectal
cancer, whereas 36 patients with upper rectal or sigmoid colon cancer underwent resection
without a protective stoma.

During the second study period (2021—-2025), 61 patients underwent anterior rectal resection,
of whom 44 received a protective loop transverse colostomy. The cohort included 29 men and
15 women. The age distribution was as follows: 31—40 years, n = 1; 41-50 years, n = 1; 51—-60
years, n = 4; 61—70 years, n = 19; 71-80 years, n = 15; and =281 years, n = 4.

All colorectal anastomoses were constructed using a circular stapling device. Twenty-one
patients underwent side-to-end (S—E) anastomosis, whereas 23 underwent side-to-side (S—
S) anastomaosis.

Since the beginning of 2024, prophylactic polypropylene mesh reinforcement has been
incorporated into stoma closure, and mesh placement was performed in 10 patients
undergoing restoration of bowel continuity.

Seventeen patients with upper rectal or sigmoid colon cancer underwent anterior resection
without a protective stoma. The cohort comprised eight men and nine women. The age
distribution was as follows: 41—50 years, n = 1; 51—60 years, n = 6; 61—70 years, n = 5; and 71—
80 years, n = 5.

Colorectal anastomoses were constructed either using a circular stapling device or by the
hand-sewn technique. Stapled anastomoses included four side-to-end (S—E), seven side-to-
side (S—S]), and one end-to-end (E—E) anastomosis. Hand-sewn anastomoses consisted of one
end-to-end (E—E) and four side-to-side (S—S) anastomoses.

Patient demographics, the use or omission of a protective stoma, and postoperative outcomes,
including the types and rates of complications and postoperative mortality, were analyzed
using descriptive statistics.
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RESULTS
During the first study period (2013—2020), anastomotic leakage occurred in 6 of 131 patients
(4.6%) who underwent anterior rectal resection. Leakage developed in one of 95 patients
(1.1%) with a protective loop transverse colostomy and in five of 36 patients (13.9%) without a
protective stoma, all of whom had upper rectal cancer.

The single patient with anastomotic leakage despite a protective stoma developed extensive
necrosis of the coloanal anastomosis following ultra-low anterior resection. Because the
protective stoma could not preserve the anastomosis, abdominoperineal resection was
performed.

Among the five patients who developed anastomotic leakage without a protective stoma, fecal
diversion was performed during the early postoperative period. A transverse colostomy was
created in four patients and a loop ileostomy in one.

During the second study period (2021—2025), anastomotic leakage occurred in four of 17
patients (23.5%) who underwent anterior resection without a protective stoma. Leakage was
observed after both stapled (end-to-end and side-to-side) and hand-sewn (end-to-end and
side-to-side) anastomoses.

In contrast, complete diversion of the fecal stream from the distal bowel was achieved in all
patients who underwent protective loop transverse colostomy using the described technique.
In this group, anastomotic leakage with a retrorectal abscess occurred in one of 44 patients
(2.3%) following a stapled side-to-side anastomosis.

The remaining postoperative complications included surgical site infection in two patients
(4.5%), pneumonia in seven (15.9%), prolonged postoperative recovery in four (9.1%]),
subcutaneous emphysema in one, hematuria in one, and prolapse of the afferent (proximal)
limb caused by intussusception in one patient.

The latter complicationisillustrated in Figure 16. Figure 16a demonstrates prolapse of necrotic
bowel through the stoma. Figure 16b shows the transverse colonic loop after mobilization from
surrounding adhesions and exteriorization. The intussuscepted necrotic bowel and its
transition to viable bowgl are clearly visible.

.0

a
Figure 16. Prolapse of the afferent (proximal) limb through the stoma caused by intussusception.
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In this patient, colonoscopy was first performed to confirm the integrity of the colorectal
anastomosis. This was followed by partial resection of the affected segment of the transverse
colon and reconstruction with a stapled side-to-side colo-colonic anastomosis.
Analysis of mortality demonstrated an in-hospital mortality rate of 4.5% (2/44 patients). Early
postoperative mortality after hospital discharge, which accounted for several unreversed
stomas, occurred in four patients (9.1%).
Restoration of bowel continuity was achieved in 33 of 44 patients (75%). Stoma reversal was
performed at the following intervals after anterior rectal resection:
e 2 months: 7 patients (16%)
e 3 months: 8 patients (18%)
e 4 months: 8 patients (18%)
e 5 months: 1 patient (2%)
e 6 months: 2 patients (4%)
e 8 months: 3 patients (7%)
e 10 months: 2 patients (4%)])
e 16 months: 1 patient (2%).
In one patient, because of the stoma-related complication described above, restoration of
bowel continuity was performed on postoperative day 40 following anterior rectal resection.
For four patients, information regarding subsequent stoma reversal was unavailable. In one
additional patient, stoma reversal was not performed because of disseminated malignant
disease.
Restoration of bowel continuity was completed without postoperative complications in 22 of
the 33 patients who underwent stoma reversal (66.7%).
Complications related to stoma reversal are summarized below:
e Surgical site infection (wound abscess): 1 of 33 patients (3%); notably, this represented
1 of the 10 patients (10%) who underwent prophylactic polypropylene mesh
reinforcement.
e Incisional hernia: 2 patients (6%).
e Prolonged postoperative ileus (delayed restoration of bowel function): 3 patients (9%).
e No follow-up data regarding postoperative complications were available for 5 patients
(15%).
Surgical site infections following stoma reversal required prolonged conservative treatment.
Postoperative ileus was defined as the delayed restoration of bowel function following
restoration of bowel continuity, presenting with abdominal pain and distension. This
complication occurred in 3 patients (9%) and resolved with conservative management.
No cases of anastomotic leakage were observed following restoration of bowel continuity.

DISCUSSION

Despite continuous advances in colorectal surgery and the widespread use of modern stapling
devices that facilitate the construction of colorectal anastomoses, anastomotic leakage (AL)
remains one of the most serious complications following colorectal resection. It continues to
be associated with substantial postoperative morbidity and mortality and has a significant
negative impact on both short- and long-term oncological outcomes. (17—19)

The reported incidence of AL after colorectal surgery ranges from 2.8% to 20%, depending on
patient characteristics, tumor location, and the definition used. Approximately 75% of all
colorectal anastomotic leaks occur after anterior rectal resection. Mortality associated with
this complication has been reported to range between 2% and 16%. (14,20,21)
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In 2010, the International Study Group of Rectal Cancer (ISREC) published a consensus
definition of anastomotic leakage as "a defect of the intestinal wall at the anastomotic site
(including suture and staple lines of neorectal reservoirs] leading to communication between
the intra- and extraluminal compartments." This definition has become the international
reference standard for anastomotic leakage following anterior rectal resection. (22,23)

The ISREC consensus also introduced a grading system based on the therapeutic
consequences of anastomotic leakage. Grade A leakage requires no active therapeutic
intervention, Grade B requires active treatment without relaparotomy, whereas Grade C
necessitates surgical re-intervention. (22,23)

Frouws et al. analyzed 4,287 patients who underwent low anterior resection with primary
colorectal anastomosis, of whom 2,866 received a protective stoma. Grade B anastomotic
leakage occurred in 159 patients (4%), and Grade C leakage in 259 patients (6%). Significant
differences were observed between Grade B and Grade C leakage with respect to postoperative
morbidity, length of hospital stay, treatment costs, and mortality. Multivariable analysis
demonstrated that the presence of a protective stoma was independently associated with a
substantially lower risk of Grade C leakage compared with Grade B leakage (OR 0.17, 95% CI
0.10—-0.29). (24)

In contrast, Hatch et al. reported that a protective colostomy does not improve healing of low
colorectal anastomoses. (25)

However, the majority of published studies have shown that diverting stomas do not reduce
the overall incidence of anastomotic leakage but rather mitigate its clinical consequences by
decreasing leak-related morbidity. (1,3,5,26—28) Similarly, several authors have reported that
defunctioning stomas significantly reduce the incidence of clinically relevant anastomotic
leakage and the need for reoperation, supporting their routine use following low anterior
resection for rectal cancer. (9,29—31)

Evolution of our approach to diverting stomas

Our current technique is the result of a gradual evolution in our surgical strategy over the past
25 years.

Between 2001 and 2014, a diverting stoma was created only as a therapeutic measure in
patients who developed extensive anastomotic leakage (which we referred to as a high-output
fistula) or septic complications following anterior rectal resection. (16)

This approach was presented at the 17th Congress of the International Association of
Surgeons, Gastroenterologists and Oncologists (IASGO) in 2007 in our report entitled Results
of Radical Anterior Rectal Resections. In that series of 196 patients undergoing anterior rectal
resection, anastomotic leakage occurred in 29 patients (15%]), including 25 of 148 patients
(16%) with stapled anastomoses and 4 of 48 (11%) with hand-sewn anastomoses. More than
90% of these leaks resolved with conservative treatment within 20—40 days as the leakage
gradually subsided and the anastomosis healed. A diverting transverse colostomy was required
in only eight patients and was created between 6 and 160 days after the initial operation
because of persistent high-volume or prolonged anastomotic leakage. These eight patients
represented only 4% of the entire cohort but 32% of all patients who developed anastomotic
leakage. (16)

From today's perspective, these results require a different interpretation. Although the overall
incidence of anastomotic leakage in our practice was relatively low, its occurrence was
associated with prolonged treatment, delayed recovery, frequent need for secondary fecal
diversion, and substantially increased healthcare costs.
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Consequently, since 2014, we have adopted a prophylactic strategy and have routinely
constructed a protective stoma in patients undergoing low or mid-rectal resection, as well as
in selected patients presenting with bowel obstruction. Initially, a conventional loop ileostomy
was used. Subsequently, this was replaced by the loop transverse colostomy described in the
present study, specifically designed to achieve complete diversion of the fecal stream from
the distal bowel.

Conventionally, either a loop ileostomy or a loop colostomy is used for fecal diversion. Loop
ileostomies may be constructed as flush or spouted stomas. The following figure, adapted from
Whitehead and Cataldo, illustrates the principal steps in the construction of a spouted loop
ileostomy. (1,3,5—7)

Figure 17. Construction of a loop ileostomy. (A] Approximately 80% of the antimesenteric bowel circumference is divided,
followed by placement of the "triple" sutures. (B] Final appearance of the loop ileostomy. Adapted from Whitehead and Cataldo.

Loop colostomies, like loop ileostomies, may be fashioned either as flush or spouted stomas.
In the construction of a flush loop colostomy, after division of the antimesenteric portion of
the bowel wall, full-thickness sutures are placed through the divided bowel edge and then
passed through the skin at the abdominal wall opening. (1,4)

The principal objective of any defunctioning loop stoma is to divert the fecal stream away from
the distal bowel and thereby protect the colorectal anastomosis. However, complete diversion
is not always achieved, and varying amounts of intestinal contents may continue to pass into
the efferent limb.

The following figure illustrates the mechanisms by which intestinal contents may pass from
the afferent to the efferent limb in both a conventional spouted loop stoma and a flush loop
stoma. Such a passage may occur even when a supporting bridge (catheter) is placed beneath
the bowel loop.

¥y =

Figure 18. Potential passage of intestinal contents from the afferent to the
efferent limb in conventional spouted and flush loop stomas.
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These observations led to the development of the modification described in the present study,
with the objective of achieving complete diversion of the fecal stream distal to the stoma. In
this technique, the conventional supporting catheter positioned beneath the bowel loop is
transformed into a circumferential ring that gently constricts the efferent limb. This
modificationis intended to prevent intestinal contents from passing into the distal bowel while
maintaining bowel continuity.

Initially, the ring was left without fixation. However, because this resulted in patient
discomfort, the technique was further modified by securing the ring beneath the skin. As a
result, the lumen of the efferent limb becomes inconspicuous, and the stoma assumes the
appearance of an end colostomy.

With this modification, complete diversion of the fecal stream from the distal bowel is
achieved. Consequently, patients do not experience fecal evacuation through the distal bowel,
apart from occasional passage of small amounts of mucus. In patients who have not undergone
adequate preoperative bowel preparation, a limited number of bowel movements may occur
during the first postoperative days because of residual colonic contents.

For this reason, in patients presenting with bowel obstruction, we consider placement of a
transanal decompression tube for 2—3 postoperative days to be a useful adjunct for facilitating
complete distal bowel decompression.

One consequence of complete fecal diversion with this modification is that clinical recognition
of anastomotic leakage may be more challenging because the absence of distal bowel
movements eliminates the typical manifestation of fecal discharge. This may explain why only
one case of anastomotic leakage was identified in the present series after the introduction of
thistechnique. In that patient, the leakage presented as aretrorectal abscess rather than overt
fecal leakage. The diagnosis was established following abscess formation, and the patient was
successfully treated with transanal drainage and antibiotic therapy.

Another important consideration when selecting a stoma technique is the risk of stomal
necrosis or retraction, both of which may progress to peritonitis if not recognized and
managed appropriately. Regardless of the type of stoma, meticulous surgical technique is
essential. The principal causes of stomal necrosis include inadequate vascular supply to the
exteriorized bowel and excessive compression of the bowel by the abdominal wall, as may
occur with a thick abdominal wall or an insufficiently sized fascial opening.

Equally important is the relationship between the level of necrosis and the suture line (the first
component of the "triple" suture), as illustrated in Figure 19. When necrosis is confined to or
remains above the suture line, stomal retraction is unlikely, and conservative management
with delayed debridement of the necrotic tissue is usually
appropriate, although healing may be prolonged. In contrast, when
necrosis extends below the mucocutaneous suture line, complete
disruption of stomal integrity becomes highly likely. In such cases,
revision of the stoma, with resection of the nonviable bowel and
reconstruction of the stoma, is required. If peritonitis develops,
relaparotomy remains the treatment of choice, allowing definitive
management of the intra-abdominal sepsis and reconstruction of
the stoma.

Figure 19. Relationship between the level of stomal necrosis and the suture line.
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The choice between a diverting loop colostomy and a loop ileostomy remains controversial.
Lazarov et al. 2025 recently provided a comprehensive review of the indications for selecting
the type of protective stoma following anterior rectal resection, as well as the optimal timing
of stomareversal. (8) The authors critically analyzed the advantages and disadvantages of both
approaches.

According to the available evidence, loop colostomy offers several advantages, including easier
patient adaptation and a lower overall complication rate. (7,8,10,11) Its principal disadvantages
include a longer interval before stoma closure, greater technical complexity during reversal,
and a potentially higher risk of anastomotic leakage after restoration of bowel continuity
because of the relatively poorer vascular supply of the colon compared with the small
intestine. (8,9,12)

Conversely, loop ileostomy is associated with technically simpler reversal, earlier restoration
of bowel continuity, and a lower reported risk of anastomotic leakage following stoma closure.
(12) However, these advantages are offset by important drawbacks, including high-output
stoma with fluid and electrolyte losses, peristomal skin irritation and maceration caused by the
enzymatic small-bowel effluent, weight loss, and an increased risk of dehydration and acute
kidney injury. (7,8,10,11)

The creation of a protective stoma, regardless of its type, inevitably necessitates a second
operation for restoration of bowel continuity. The optimal timing of stoma reversal remains a
subject of ongoing debate.

According to the available literature, loop colostomy is generally reversed between 3 and 6
months after the primary operation. In contrast, loop ileostomy may be closed at different time
intervals, including very early closure (postoperative days 8—15), early closure (postoperative
days 15—30), and delayed closure (postoperative days 57—278). (8,13—15)

Several studies have demonstrated that very early ileostomy closure offers important
advantages, including a shorter duration of living with a stoma, fewer stoma-related
complications, and a lower risk of postoperative bowel dysfunction. However, these benefits
must be weighed against concerns about incomplete healing of the colorectal anastomosis
and the risk of anastomotic leakage. (8,13—15)

Conversely, delayed ileostomy closure allows more reliable maturation and healing of the
anastomosis, thereby reducing the likelihood of anastomotic failure. The trade-off is a longer
period with a stoma, exposing patients to a higher incidence of stoma-related complications
and disturbances of bowel function. (8,13—15)

Yang et al. compared the incidence of common stoma-related complications in 176 patients
with a protective loop colostomy and 234 patients with a protective loop ileostomy. (8,11) As
expected, stoma output was significantly greater in the ileostomy group. In contrast, stomal
retraction occurred more frequently after loop colostomy than after loop ileostomy (21.6% vs.
9.4%). (8,11)

Multivariable analysis identified female sex, open surgery, loop ileostomy, and a stoma duration
exceeding 4 months as independent predictors of overall stoma-related complications.
However, with respect to stomal retraction specifically, female sex and prolonged stoma
duration remained independent risk factors, whereas loop ileostomy was independently
associated with a lower risk of retraction. (8,11)

Importantly, the incidence of complications following restoration of bowel continuity did not
differ significantly between patients with loop colostomy and those with loop ileostomy
(24.3% vs. 20.9%). (8,11)
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Based on these findings, Yang et al. recommended avoiding loop colostomy in female patients
and in situations where prolonged fecal diversion is anticipated. Conversely, loop ileostomy
should be used with caution in patients with impaired renal function because of the increased
risk of dehydration and electrolyte disturbances. (8,11)

Overall, contemporary evidence and current surgical practice generally favor constructing a
protective loop ileostomy and performing early stoma reversal whenever clinically feasible. (1—
4,8,9,11,13—-15)

Why did we choose a protective transverse colostomy?

The primary reason for our preference for a transverse colostomy was to avoid the metabolic
complications commonly associated with a loop ileostomy. Because the ascending colon
remains in continuity, water and electrolyte absorption is preserved, minimizing fluid losses
and reducing the risk of dehydration and electrolyte imbalance. From a physiological
perspective, a transverse colostomy resembles a sigmoid colostomy more closely than an
ileostomy and is therefore generally well tolerated by patients.

Another important advantage of our technique is the routine mobilization of the transverse
colon, ascending colon, and cecum during stoma construction. This facilitates not only
tension-free exteriorization of the bowel but also subsequent restoration of bowel continuity.
At the time of stoma reversal, the previously mobilized colon can be delivered easily through
the abdominal wall opening, providing excellent exposure for reconstruction.

A further distinctive feature of our technique is that restoration of bowel continuity does not
require bowel resection. During construction of the stoma, only the antimesenteric half of the
bowel circumference is divided, whereas the mesenteric half remains intact, preserving bowel
continuity and maintaining an uncompromised vascular supply. At the time of stoma closure,
restoration of bowel continuity is achieved simply by freshening the bowel edges and
reconstructing the divided antimesenteric wall. Functionally, this corresponds to
reconstructing only one half of a conventional end-to-end anastomosis.

Thereconstruction technique creates a wide bowel lumen while preserving the vascular supply
through the intact mesenteric half of the bowel wall. These technical characteristics may
contribute to a low risk of anastomotic leakage following restoration of bowel continuity. In the
present series, no patient developed anastomotic leakage after stoma reversal.

Restoration of bowel function was usually achieved by the second postoperative day. When
recovery of bowel motility was delayed, patients developed abdominal pain and distension
consistent with postoperative ileus; however, these episodes resolved with conservative
treatment. The most common complications following stoma reversal in our series were
surgical site infections at the former stoma site.

CONCLUSION

The proposed modification of the loop transverse colostomy provides reliable diversion of the
distal bowel and allows safe restoration of bowel continuity without the need for extensive
bowel resection. The technique was associated with a low incidence of anastomotic leakage
and favorable early postoperative outcomes, representing a promising alternative when a
protective colostomy is indicated. Further prospective studies with larger patient cohorts and
longer follow-up are warranted to validate its long-term safety and effectiveness.
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