PE3IOMETA HA NMYB/IMKALUU U AOKNALMN HA AoOU. O-P AHTOHUIA TOHYEB ®UNUNOB,AM

3A YYACTUE B KOHKYPC 3A 3AEMAHE HA AKAAEMMWYHA ANBXKHOCT ,MPO®ECOP" NO

~XUPYPTUA"

No.1 ArtvaHacoB T.,BpayaHcku [..®duamnos A.,ConoteHckun C.,MepBeHsaKkoB A.; XepHMs Ha

MopraHu - onepaTMBHA KOPEKUWUA C TOPAKOCKONCKM aoctbn. Cn. bbarapcka rpbAHa, CbpAaeyHa

n cbaosa xmpyprma", Nel, ctp.10-14, 2014 r.

Pestome.

XepHuata Morgagni e pagbK BpogeH gedeKT Ha npegHata gvadparma, KOMTO OOMKHOBEHO ce
npeacTaBs B [AeTcKa Bb3pacT. [uarHosata npu Bb3PaAcTHM e TpyAHa, OOMKHOBEHO nopaau
PecnMpaTopHU CUMMNTOMU. B HAKONKO c/yyasa KMBOTO3acCTpallaBalUTe YCAOXKHEHUA KaTo
3anywBaHe Ha 4JepBaTa WAM 3agyllaBaHe ca  KAMHWYHMAT [ebloT Ha  CbCTOAHMETO.
JlanapocKkoncKMAT nogxod 3a nonpaBAHe Ha guadparmanHua gedeKkt npegnara nepdekTHa
BMAMMOCT W [OCTbMNHOCT Ha npegHata Auadparma. Tesm npeauMmcTsa, 3aefHO € 6bp30TO
Bb3CTAaHOBABAHE C/ej NlanapoCKONCcKa onepauusa, MNpaBAT MWMHUMMANHO MHBA3MBHATA TEXHUKA

NbpPBMAT M360p 3a Bb3CTAHOBABAHE Ha XepHuA Ha Morgagni.

Abstract

The Morgagni hernia is a rare congenital defect of the anterior diaphragm, which usually
presents in childhood. It diagnosis in adults is difficult, usually because of respiratory
symptoms. In several cases, life-threatening complications such as bowel obstruction or
strangulation, were the clinical debut of the condition. The laparoscopic approach for repair of
the diaphragmatic defect offers perfect visibility and accessibility to the anterior diaphragm.
These advantages, along with the fast recovery after a laparoscopic surgery, make the

minimally invasive technique the first choice for Morgagni hernia repair.
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No2. KO.BaHeB, YonakoB O.,YepBeHaxkoB A. Xpuctos B.,Punaunos A.; [paKTUYECKU KAUHUYEH

NPOTOKON 33 Jie4ebHO-AMarHOCTUYHO MNoBeJieHMe TMpu  KopemHa TpasBma., cn. CneuwHa

meamnumnHa, Nel, ctp. 5-21, 2015;

Pesrome

B TO3M NpPaKTUYECKU KAMHWYEH NPOTOKOA ca nocodeHn U dopmynmpaHu HeobxoammuTe
OEeNCcTBMA Ha MeAWMUMMHCKUMA eKMN 33 MNpoBeXAaHe Ha AMarHoCTUYHO-se4ebHuA npouec npwu
nauMeHTM c TpaBMa B KopemHaTta obnact. oa TpaBma MAM TPaBMATUUYHO yBpexJaHe ce
pa3bupa TakoBa, HACTbNWAO NOA4 Bb3AENCTBUME HA BbHIIEH areHT C pasanveH ¢usunyer
XapaKTep M cuMia Ha Bb3gencTemeto.JePpuHuumn, Knacudukaumm u cTeneHyBaHe Ha TeXKecTTa
Ha KOPeMHUTe TpaBmMU.

AHamomuyHa OeguHuyus. KopemHaTa 061acT BK/AOYBA MPOCTPAHCTBEHO CTeHUTe (KOpemHa
CTeHa C BCUYKUTE U CETMEHTU U rpbbHauHKuA ctbnb (Th 6 - L 5), gnuadparmaTta M myckynatypata
Ha Ta30BOTO [AbHO), OT KOWTO € OrpaHM4YeHa KopemHaTa KyxMHa W camaTa KyXuMHa C
pa3snpocTpaHeHue oT V/VI-mo mexaypebpue un VI/ VIl-mu TopakaneH npewseH 40 nNepuHeyma.
MpocTpaHCTBOTO Ce NOApPa3Aens Ha TPU OTAena: PeTponepuTo- Heym, MepUTOHEeaIHa KyxMHa U
Tas, 3ae4HO C TbKaHUTE M OPraHUTE PasnoJIOKEHU TaM.

KnauHuKka--namonoauyHa Kaacugukayusa. TpasmuTe ce pasnnyaBaT no: ¢M3MYeH XapaKTep Ha
npuumHntens (Hag 90 % ca mexaHMYHa TpaBMa); YCA0BMA Ha HacTbhnBaHe (MbTHO-TPAHCMOPTHA,
npodecnoHanHo-TpyaoBa, 6uTOBa); aHAaTOMWYHA pasnNpPoOCTpaHeHOCT. BoeHHOBpemeHHUTE
TPaBMM MMaAT 3HAUYUTENIHWM OCODEHOCTM OT/IMYABALLM M OT LUMBUIHUTE, KOUTO Ce pasriexaaT B
TO3M MPOTOKOJ.

3akpuma mpasema Ha KoOpema € TPaBMaTUYHO BbB3LEWUCTBME C EBEHTYasSIHO CTPYKTYpPHO
yBpexaaHe Ha CTeHaTa MU CbABPKMMO Ha KOPEMHATA KyXMHA OT MeXaHW4YeH npuyinHuten bes
yBpexaaHe Ha TeNnecHUTe MOKPUBKU. OmKpuma mpasma € TPaBMaTUYHO YBpeXAaHe C
HapywaBaHe UenocTTa (HapaHABaHe) Ha TeNecHUTe MOKPUBKU. [IpoHUK8aw,a mpasma e
OTKpUTa TpaBMa C OTBOP KbM TenecHa KyxuHa (HapylweHa UANOCT Ha BCUYKKU C/IOEBE Ha

CcTeHaTa).
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M3onupaHa mpaema e TpaBMa Ha efHa aHaToOMMYyHa obnact. Cv4yemaHa mpasma unu
noAumpasma € TPaBMATUYHO yBpeXAaHe Ha noseye OT efHA aHaTOMM4YHa obnact (rnasa wu
WuA, N1Mue, rPbAeH KOwW, Kopem, KpalHuUUuMK TpbbHavyeH cTbnb). Mo NpakTUYHKU, TEOPETUYHU U
AMOAK- TUYECKM CbOoDOpakeHWs TpaBmaTa Ha MNOCOYEHMA MNO-TOpe W CBbP3aH C KopemHaTta
06nacT cermeHT Ha rpbbHaYHMA cTbNb ce Npuema 3a cbyeTaHa (nMoauTpaBma Kopem/onop- Ho-
ABuraTesieH anapart).

3abenexka: YBpexaaHUA aHraxupawm noseye OT egHa aHAaTOMMYHa obnacT (cbyeTaHu) mau
MPUYUHEHM OT PA3NIMYHM MO XapPaKTEp areHTU - KOMOUHUPAHU mpasmu (MeXaHUYHWU, XMMUYHMU,
TEPMUYHM) Ce TPEeTMpaT uYpe3 KOMMIEKCHO MNPU/IOMKEHME Ha MPOTOKO/AM OT PasiNYHM Ccrhe-
LMANHOCTM C y4YacTMe Ha CNeunanmucT OT CbOTBETHUTE MPOodUAM (HAMp. KOpemeH XMpypr u
CneumanncT no M3rapAaHUa W np.), NpyY KONEKTUBHO onpefensHe Ha Bogelata Mo TexecT
TpaBmMa (NpuopuTeT) cnopes SIoOKann3auus,Bua U Texecrt.

Abstract

This practical clinical protocol outlines and formulates the necessary actions of the medical
team to carry out the diagnostic and treatment process in patients with trauma to the
abdominal area. Injury or traumatic injury is understood to be one that has occurred under the
influence of an external agent of different physical nature and strength of influence.

Definitions, classifications and severity of abdominal injuries

Anatomical definition. The abdominal area includes the walls (abdominal wall with all its
segments and spine (Th 6 - L 5), diaphragm and pelvic floor muscles), of which the abdominal
cavity is restricted and the cavity itself is spread by V / VI-mo. intercostal space and VI / VI
thoracic vertebra to the perineum. The space is subdivided into three divisions: the
retroperitoneum, the peritoneal cavity and the pelvis, along with the tissues and organs located
there.

Clinic - pathological classification. Injuries vary in: physical nature of the cause (more than 90%
are mechanical injuries); conditions of occurrence (road, transport, vocational, domestic);
anatomical prevalence. War-related injuries have significant features that differentiate them

from civilians considered in this protocol.
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Closed abdominal trauma is a traumatic impact with possible structural damage to the wall or
abdominal contents of a mechanical cause without damaging the body covering. Open trauma
is a traumatic injury with damage to the integrity (injury) of the body. Penetrating trauma is an

open trauma with an opening to the body cavity (impaired integrity of all layers of the wall).

No.3 EgHOBpEeMEHHO J1anapoCKOMCKO JieYeHUe Ha MHOXKEeCTBO XepHuanHu aedektn B

Pa3sMYHM aHATOMUYHU 06/1aCTU HA NpegHaTa KOPeMHa CTeHa

A. duaunos, 6. beHnwes, M. Tabakos

Pestome

Pa3BuTnMeTo Ha nanapocKomncKkaTa XUpyprva MNOBAMABA 3HAYUTENIHO HA CbBPEMEHHOTO
XUPYPrU4YHO NeyeHue. ToBa B/AMAHME € TMO-0CE3aeMO MNpPU JIEYEHUETO Ha XepHUUTe Ha
KopemHaTta cteHa.Makap 1 Ta3u NaTos0rua Aa e WUMPOKO Pa3npocTpaHeHa, Pas3/IMYHUTE BUAOBE
XepHUU MHOraT fAa ce npeacTaBAT KaTo eAMHUMYHO MeAMUMHCKO CbCTOAHME WM  KaTo
KomMbuHauua oT pgedekTM B pasanyHuTe 0651acTM  Ha npegHaTta KOpemMHa  CTeHa.
JlanapocKONCKMAT noaxon Mpu NevYeHUeTo Ha XepHUUTe Ha KOopemHaTa CTeHa Mo03BO/ABa
MHCNEKTMPaHe Ha uAsaTa KOpPeMHa CTeHa, KOeTO MOHAKOra BOAW A0 pasKpuBaHe Ha gedekTw,
KOUTO He ca MOorau Aa 6bAaT HaMepeHU MpU KAMHUYHOTO MpernexaaHe npeaun onepauyuarta. OT
Apyra CTpaHa, Ta3nM AMArHOCTMYHA YyBCTBMTEIHOCT NPEAOCTaBA Bb3MOMXKHOCT 33 €4HOBPEMEHHO
NleyeHne Ha  HAKoAKo aedekTa Ha  KopemHata cTeHa.CneposatenHo ce  wusbAarea
HeobXo4MMOCTTa OT NOBTOPHA XUPYPrMYHA WMHTEPBEHLMA W MHOXECTBO pa3pesn. B cbuioto
BpeMEe MauMeHTbT M3BAMYa Nos3a OT fobpe U3BECTHUTE MPEUMMYLLECTBA HA MUHM MHBA3UBHATa
XUPYPrus, Kato no- KpaTbK npector B 6onHMLATA, NO- Masiko 60/1Ka, No- 6bp30 Bb3CTaHOBABAHE
KbM HOPMA/JHUA KMBOT U BCEKUAHEBHWUTE AENCTBMA, NO- A0OPU KO3IMETUYHW pesynTaTu, no-
MaJIko MHOEKUUM Ha onepupaHoTO MACTO M Ap. Kato Hanpumep, TpU TpoaKapHa TeXHWMKa Ha
TAPP ocurypasa [octbn 3a eAHOBPEMEHHO TpeTupaHe Ha ABYCTPAHHU MHIBUHANHU XEpPHUWU.
MocTaBAHETO Ha ABa AONbJHUTENHM OTBOPA MPaBU PEKOHCTPYKUMATA Ha CbliecTByBallLaTa
MbpPUYHA WAW WMHUM3UOHANHW BEHTPaJIHA XepHMA Bb3MOXKHO. JlanapoCKonckata Xupyprua
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NpPaBM Bb3MOXKHA eAHOeTanHaTa PEKOHCTPYKLUMA HA pPas/IMYHU KOMOBMHAUMM OT XEpPHUWU Ha
npefHaTa KOpeMHa CTeHa- OT eAHOBpeMeHHa Masika eAHOCTPaHHa WHIBMHANHA XEPHUA W
NbAHA XEPHUA A0 TONEeMW ABYCTPAHHWU WHIBUHANHU XEPHUU U MHONKECTBO nAedeKTU Ha

OCTaHanaTa 4yacT OT KopemHaTa cTeHa ( WBelLapcKo CUpPeHe).

KntouoBn aymu: JlanapocKONCKa XWPYprua, WHIBUHANHA XepHUA, BEHTPasHa XepHUs,

€AHOBPEMEHHO MOMNpaBsHE Ha XepHUU

Abstract

The development of laparoscopic surgery has a significant impact on modern surgical
treatment. This effect is more pronounced in the treatment of hernias on the abdominal wall.
Although this pathology is widespread, different types of hernias many present as a single
medical condition or as a combination of defects in different areas of the anterior abdominal
wall. The laparoscopic approach in the treatment of hernias on the abdominal wall allows
inspection of the entire abdominal wall, which sometimes leads to the detection of defects that

could not be found at the clinical examination before surgery.

On the other hand, this diagnostic sensitivity enables the simultaneous treatment of several
abdominal wall defects. Therefore, the need for repeated surgery and multiple incisions is
avoided. At the same time, the patient benefits from the well-known benefits of mini invasive
surgery, such as shorter hospital stays, less pain, faster recovery to normal life and daily

activities, better cosmetic results, fewer infections. operated place and more.

For example, three TAPP trocar techniques provide access for the simultaneous treatment of
bilateral inguinal hernias. Placing two additional openings makes reconstruction of the existing
ventricular or incisional ventral hernia possible. Laparoscopic surgery enables a one-stage
reconstruction of various combinations of hernias on the anterior abdominal wall - from
simultaneous small unilateral inguinal hernias and umbilical hernias to large bilateral inguinal

hernias and multiple defects of the rest of the abdominal wall (swiss).
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Ne4. duaunos A.,beHuwes b.,Tabakos M., UBaHoB WN.,AHpoHos [.;: MeTtoau 3a KOHTPOA Ha

[ONHaTa Me3eHTepuasHa apTepusa Npu NanapoCKONCKU pe3eKuMn Ha neBus KosioH; CO0pHUK C

OoKnaanm ot 15-TM  KOHrpec no Xupyprus ¢ mexka.ydactme, 2016,c1p.112-114;6barapcKo

XMpypruyHo apy»kectso; ISSN - 1314-2097

PE3IOME

NlanapoCKONCKUTE XMPYPTUYHU METOAM 33 Nle4yeHne Ha A0OPOKaYeCcTBEHUTE U 3/10KAaYeCTBEHUTE
3abonsBaHMA Ha gebenoTo Yyepso NpuAo6MBAT CBETOBHO MPM3HAHWE B CBETA Ha CbBPeMeHHaTa
MmeauumHa. CbC cBOATA ABajeceT U NeTroguiiHa UCTOPUA M YyTBbPXKAABAWM ce NPeanMCTBa Te
6aBHO ce npeBpbLAT B MpeanovYMTaHUMA OT JieKapuTe MOAXOL Kbm Te3n 3abonasaHuA.
MUWHUMHBA3MBHATA XUPYpPrua Ha n[ebenoTo 4YepBo BCe OlWe € Uu3NpaBeHa npes peauua
npeav3BMKATENCTBA KAaTo afeKBAaTHOTO NMpeAcTaBAHEe HA aHATOMUYHUTE PAaBHWHWU U OPUEHTUPY,
OrpaHMYEHUTE Bb3IMOXHOCTM 33 MaHMNynauMa Ha TbKAaHWUTE U 0COBEHOCTUTE MpM KOTpona Ha
XemocTa3ara.

EQHM OT KNHOYOBWUTE CTBMKKM, MPM /IAaNapoOCKONCKUTE pe3eKuMM Ha NeBUA KOJIOH ca
NIOKAZIM3UPaHETO W CKeNneTMpaHeTo Ha fONHaTa Me3eHTepuasHa apTepua UM BeHa, W
nocneaBawoTo MM MpekbcBaHe. ToBa MoOpa)kAa BbMNPOCM OTHOCHO MACTOTO M MeToda 3a
NIMTMpaHe Ha Te3n cbaose. pu 3/710KayecTBeHW HOBOOOpasyBaHuA, cnes MobuamMsaumsaTa Ha
CUTMOBUAMOTO YEPBO U UAEHTUOMKALMA Ha NIeBUA ypeTep, apeTepuaTa Ce MPeKbCBa BUCOKO,
MPOKCMMANHO OT OudypkaumaTa KU, Ha okono 2 po 2,5cm. cnep otaensHeTo M oT
abaomuHanHaTa aopTa. BeHaTa ce npekbcBa Ha HWMBO MoA A0NHMA pbb Ha NaHKpeaca. Tosa
Mo3BO/NSBAa aAEKBATHOTO OTCTPAHABAHE Ha ME30KO/IMYHUTE NAUMOHM KOoNeKkTopu. BucokoTo
NUTUPaHe Ha [ONHUTE Me3eHTepuasHW CbAOBe BCe MO-WMPOKO Ce npuaara v npwu

NanapoCcKONCKUTe pesekumu npu. obpokayecTBeHM 3ab6onaBaHus.

Abstract
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Laparoscopic surgical methods for the treatment of benign and malignant diseases of the colon
are gaining worldwide recognition in the world of modern medicine. With their twenty-five-
year history and established advantages, they are slowly becoming the physician's preferred
approach to these diseases. Minimally invasive colon surgery still faces many challenges, such
as adequate presentation of anatomical planes and landmarks, limited tissue manipulation, and

features of the hemostasis control.

One of the key steps in laparoscopic resection of the left colon is the localization and
skeletonization of the inferior mesenteric artery and vein, and their subsequent interruption.
This raises questions about the location and method of ligation of these vessels. In malignant
neoplasms, after mobilization of the sigmoidiomyeloma and identification of the left urethra,
the urethra is interrupted high, proximal to the bifurcation and, at about 2 to 2.5 cm. after
separation and from the abdominal aorta. The vein is cut off at a level below the lower edge of

the pancreas. This allows adequate removal of mesocolic lymphatic collectors.

Ne5 dununos A.,beHuwes b.,Tabakos M., Xoaxagxukos E.,AHgoHoB [l., CemeparKues WU.;

Xemopougektomua c Ligasure M mexaHuyHa xemopougonekcua npu 3-tTa M 4-ta cTeneH
XemopouaanHu Bb3AU - CpaBHUTeNeH aHanu3; C60pPHUK C AOKNaAM OT 16-TM KOHrpec no
Xupyprua ¢ mexpg.yvyactme, 2017,ctp.25-27;6barapcko xupyprudyHo apy:ecrso; ISSN - 2603-
4034

Knio4yoBu aymu: xemopounaektomusa, xemopoungonekcusa, Longo, Ligasure

Pe3tome.

Uen. MNMpoyuyBaHeTo UeNM Aa CpPaBHWM pe3ynTaTuTe OT MPMAAraHeTo Ha XEMOPOUAEKTOMUA C
Ligasure n mexaHMYHa XEMOPOUAOMNEKCUA, NPU XeMopouamn ¢ nponanc.
MaTepnan u meTtoau. 124 naumMeHTM C XemMopouau OT TpeTa M 4YeTBbpTa cTeneH 6sxa

pasnpeneseHn Ha CNydYaeH MPUHUMN B ABE eAHAKBWU rpynu cnopes niaaHyBaHaTa onepaTUBHA
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WHTepBeHuuA. Mpu egHaTa rpyna belwe u3BbplLIEHA XeMopouAeKTomMUA nocpeactsom Ligasure
a Npu apyrata -xeMOpPOMAONEKCUA C U3NOA3BaHe Ha cTanaep No metoza Ha Longo.

MpocnekTMBHO 6sxa oT4yeTeHW AemorpadCcKkuTe MOKasaTe/n, KAWHWYHU Te  [AHHW,
onepaTMBHaTa NPOABL/KUTENHOCT, NOCTONepaTMBHATa 60/IKa MO BM3yasIHO aHasoroBaTa CKana,
HeobxoAMMOCT OT nocTonepatMBHo o06e36o0sABaHe, MPOABNKUTEN HOCT Ha OONHUYHUA
npecroii, Bpeme 3a Bb3CTaHOBfABaHe Ha paboTocnocobHocTTa. Cblio Taka 6sxa perucTpupanHu
nocTonepaTUBHUTE YCNOXKHEHUA U peuuansute MaumeHTUTe BAXa NEPUMOAMYHO NpoCieasaBaHU

3a nepuog ot 12 meceua.

PesynTatu. U B ABeTe rpynu NaumMeHTUTE ca CbC CXOAHU AeMorpadCKM U KAUHUYHU NOKasaTenu.
He a HabnlogaBaxa CblleCTBEHM pa3nnumMa B oNepaTUBHOTO Bpeme, caedonepaTtuBHaTa 60/Ka,
HeobXoAMMOCTT; OT AOMNbAHUTENHO obe3bonABaHe, MNPOABMKUTENHOCTTA Ha OONHUYHUA
npecTtoh W BpemeTo 3 Bb3CTaHOBABaHe Ha paboTocnocobHOCTTa nNpuM JABaTa MeToAa.
CneponepaTMBHUTE YCNOXHEHMA CblO C 6e3 CbWecTBeHW pPas/iMKM OCBeH B CAeAHuTe

NOKa3aTenu:

YeTnpu cegmuum cneg onepauuaTa ocTaTbyeH nposanc ce Habnwgasa npu 14 (22,5%) ot
nauMeHTUT NpeMnHaIn XeMOoponaoNeKCcUs € M3nosi3BaHe Ha ctanaep cpeuwy 4 (6,4%) nauuneHTa

OT rpynarta, rip KoATo e u3BbplieHa Ligasure xemoponaeKTomus.

YecToTaTa Ha peunmausuTe Ha MpoAnanc npu eaHoroguMWHO npocaeanaBaHe € Mo-BMCOKA Npu
NauMeHTUT MPeMUHAIN XemMopouaoneKkcua ¢ usnonssaHe Ha crannep (7 naumeHtn 11,3%),
CpPaBHEHO C Te3u, MNP KOUTO e M3BbplleHa Ligasure xemopoupektomua (2 naumeHTt 3,2%), HO

pas3sinKaTa He e CUTHUPUKAHTHA.

3akntoyeHune. Ligasure xeMOpOUAEKTOMUATA M MeXaHWYHaTa XeEMOPO MAOMEKCUA CbC cTannep
[aBa CPaBHUTENHO A06PU pe3ynTaTV C KPAaTKO OMEPaTUBHO BPEME U MUHUMAIHU YCOXKHEHUS,
npu neyeHune! Ha xemopouau OT TpeTa U YeTBbPTA CTeneH, C MO-HUCKA CTeMeH Ha OCTaTbyeH

nposanc npu Ligasu XeMopouaeKTOMUS.
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M nBeTe onepauuun npegnaraT NPpMEMAMBM HMBA Ha noetonepaTueHa 60/1Ka, Nopagu KoeTo ca
fobpa antepHaTMBa 3a OMEpPaTMBHO JIeYeHME Ha MNauMeHTM C HanpegHanuM CcTaguu  Ha

XemopouaanHata bonecr.

Abstract
HEMORRHOIDECTOMY WITH LIGASURE AND MECHANICAL HEMORRHOIDOPEXY AT 3rd AND
4th GRADE HEMORRHOIDAL NODES

Keywords: hemorrhoidectomy, hemorrhoidopexy,Longo, Ligasure

Aim. The research aims to compare the results of the application of hemorrhoidectomy with

Ligasure and mechanical hemorrhoidopexy in prolapsed hemorrhoids.

Material and methods. 124 patients with grade 3 and 4 hemorrhoids were randomly assigned
to two equal groups according to the planned operative intervention. The first group
underwent hemorrhoidectomy by means of Ligasure, and in the other group-

hemorrhoidopexy, using stapler by the method of Longo.

The demographic parameters, the clinical data, the operative duration, the postoperative pain
on the visual analogue scale, the need for postoperative analgesia, the hospital stay, and

recovery time on working capacity were prospectively recorded.

Results. In both groups, patients have similar demographic and clinical indicators. No significant
differences were observed in operative time, postoperative pain, the need for additional
analgesia, length of hospital stay, and recovery time between the two methods. The
postoperative complications are also without significant differences except in the following

indicators:

Four weeks after the surgery, residual prolapse was observed in 14 (22.5%) patients who
underwent hemorrhoidopexy, using a stapler versus 4 (6.4%) patients from the group in which

was conducted Ligasure hemorrhoidectomy.

"2T) Pe3romema Ha nybaukayuu u 0oKAadu Ha 0oy. 0-p AHmoHuli ToHyes unaunos, om



The frequency of prolapsed recurrence tracked one year was higher in patients who underwent
hemorrhoidopexy using stapler compared with those who underwent Ligasure

hemorrhoidectomy.

The one-year follow-up rate of prolapse recurrences was higher in patients who underwent
hemorrhoidopexy using stapler (7 patients 11.3%) compared with those who underwent

Ligasure hemorrhoidectomy.

Conclusion. Ligasure hemorrhoidectomy and mechanical hemorrhoidopexy with stapler give
relatively good results with short operative time and minimal complications in treatment
hemorrhoids of 3™ and 4™ grade, with lower rate of residual prolapse in Ligasure
hemorrhoidectomy.Both operations offer acceptable levels of postoperative pain, making them

a good alternative for surgical treatment of patients with advanced hemorrhoid disease.

Ne 6. duannos A.,Tabakos M.; KayecTtBo Ha MBOTa cnej NanapoOCKOMNCKa U KOHBEHLUWMOHA/HA

BEeHTpaJHa XepHWonaacTuKa-cpasHuteneH aHanms; COOPHUK C AOoKNaau OT 16-TM KOHrpec no

XMpyprua c mexa.ydactme, 2017,ctp.76-77;bbarapcko xmpypruyHo gpykectso; ISSN - 2603-
4034

Pestome.

BbvBepeHue. BeHTpanHUTe XepHUU Ca 4YeCTO cpellaHa NaToNorna B exefHeBHaTa XMPYPruyHa
npaktnka. C HamanABaHe HA 4yecToTaTa Ha peungumsuTe cnen, BeHTpPasHaA XepPHUONIACTUKA,
BHMMAHMETO Ha XMpyprMyHaTa OOLWHOCT ce M3MeCTU BbpXy BTOPOCTEMEHHUTE pe3yaTatv oT

OonepaTnBHOTO 1Ied4eHNE, KOUTO B/IMAAT BbPXY KAa4e€CTBOTO Ha XUBOTA.

Len. HactoAwWwoOTO NnpoyyBaHe MMa 33 Uen A3 Ce CPaBHU KAayecCcTBOTO Ha KMBOTA MNPW NauMeHTU
npeTbpnenn KOHBEHLUMOHA/HA M NanapoCKOMcKa BeHTpasiHa XepHuonnacTuka (/IBXM) npes

NbpBUTE TPU CeA0NePaTUBHU Meceua .

MaTtepuan n metogu. 3a nepmoga aHyapm 2013 roanHa - gekemspu 2016 rognHa e npoyyeHa

rpyna oT 204 nocneposBaTesiHW NaUMEHTU C BeHTpPanHW XepHuopenapauuu, Kato npu 89
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onepuMpaHu e M3BbpLUEHA /1aNnapoOCKONCKa NAacTUKa, a Npu octaHaamte 115- KOHBEHUMOHANHA
onepauva no metogda Ha Rives- Stoppa. 3a onpegenAaHe Ha KayecTBOTO Ha XWBOTa e
M3non3BaHa oueHbYyHaTa cKana Eura HS-QoL Ha 1 BM w 3TM nocTtonepaTtMBeH Mmecel,.
OueHbYHMAT pesynTtaT ce 6asupa Ha cbopa OT HymeposornyHute pesyntatm (0-10) ot peser
BbNpoca, pasnpeaeneHue B TPU HanpasneHusa: 1 .Bonka B o6nactra Ha XepHUATA MAM Ha
XepHUOMIacTuKaTta; 2.0rpaHuMyeHMa BbB  ¢u3myeckata aktuBHocT UM 3. Ko3smertmueH
anckomdopTt. O6WMAT pe3ynTaT Ha cKanaTa Bapupa oT 0-90, KaTo Hal-HUCKMA CKOp OTpasABa

Ha[/’I-LI,OﬁpVIFI NMOKa3aTe/1 3a Ka4eCTBO Ha XWUBOTa.

Pesyntatn. [pu cpaBHABaHE HA KayecTBOTO Ha *KMBOTA C/ef, NanapoCKoMcKka M
KOHBEHUMOHANHA BEHTPA/IHA XepPHWOMNAACTUKa eguH Mecel, c/ief, onepauuaTa ce ycTaHOBsABaT
3HAYUTENIHO MO-/I0WK PEe3yNTaTU NpPU KOHBEHUWOHANHO OMepupaHuTe MaUMEHTHU, KAKTO Mo
OTHOLWIEHMEe Ha OTAENHMUTE MapaMeTpu Ha OUEeHbYHATa CKana, Taka U Mo OTHOWEHME Ha obwus
pesynTaT. EoMH mecey cnep onepauunata 6onkata, PUINYECKUTE OrPaHUYEHUA U eCTeTUYECKUAT
aAnckomdpopT  ca  CUTHUPMKAHTHO  MO-ronemu  c/iefs  KOHBEHLMOHA/sHa  BeHTpasHa
XepHWoNaacTMka. Te3n pesyntatu onpeaenatT U 3HAYMTENIHO MNO-NI0LO KAYecTBO Ha KMBOTA
cnef oTBOpeHa onepauua npes nbpeute 30 cregonepatuBHU AHW. Ha TpeTua meceu, cnep,
onepauusaTa, pasfiMkata MeXAy ABaTa TMMa WMHTepPBEHUMM B MNoKasatensa ,60sKka" usuessa.
3ana3BaTt ce o06aye CUrHUOUKAHTHO MO-/IOWMUTE PE3yNTaTU cnep, KOHBEHLMOHA/NHA BEHTPasIHa
XepHUOMNAACTMKa NO OTHOWEHWE HAa (U3MYECKUTE OrpaHUYEHUA U ecTeTMYeCKMA AUCKOMOOPT.
O6LWMAT CKOP 33 KAYecTBO Ha KMBOTa CbLLO € CUTHUOMKAHTHO Mo-rofam (no-sow) Tpu meceua

cnepn oTBOpeHa BEHTPA/ZIHA XePHMUONNACTUKA B CPpaBHEHME C /1aNapPOCKOMNCKaTa onepauna.

3aknoueHne. KauyecTBOTO Ha KMBOTA € 3HauuTenHo no-gobpo cnep JIBXIM B cpaBHeHue ¢
OTBOpEeHaTa onepauua npes NbpBuUTE TPU CAefonepaTUBHM Mecela, KaTo pasiMKuTe u3yessaT

B AbAToCpoYeH nnaaH.

Abstract

Keywords: laparoscopy, laparoscopic ventral hernioplasty, Rives- Stoppa, quality of life
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Introduction: Ventral hernias are a common pathology in everyday surgical practice. With the
reduction of recurrence rates after ventral hernioplasty, the attention of the surgical
community has shifted to the secondary outcomes of operative treatment that affect the

quality of life.

Aim: The purpose of this study is to compare the quality of life in patients who underwent
conventional and laparoscopic ventral hernioplasty (LVHP) during the first three postoperative

months.

Materials and methods. From January 2013 till December 2016 a group of 204 consecutive
patients with ventral hernia operations was studied, in 89 of the operated was conducted a
laparoscopic plastic and the remaining 115- conventional surgery by the Rives- Stoppa method.
The Eura HS- QoL scale was used to determine the quality of life of the 1*' and 3" postoperative
months. The evaluative result is based on the sum of the numerological results (0-10) of 9
guestions divided in three directions: 1. Pain in the hernia or hernioplasty area; 2. Limitations in
physical activity; 3. Cosmetic discomfort. The total result of the scale varies from 0-99, as the

lowest score image the best index of quality of life.

Results.When comparing the quality of life after laparoscopic and conventional ventral
hernioplasty, one month after surgery, significantly worse results were found in conventionally
operated patients, both in terms of the individual parameters of the assessment scale and the
overall result.One month after the operation the pain, the physical limitations and the
esthetical discomfort are significantly bigger after conventional ventral hernioplasty. These
results define and substantially worse quality of life in the first 30 days after the open
operation. In the 3rd month after the operation, the difference between the two types of
interventions in the index "pain" disappeared. Significantly the worse results after the
conventional ventral hernioplasty connected with the physical limitations and the esthetical
discomfort remained. The total score of quality of life is also significantly bigger (worse) three

months after the open ventral hernioplasty compared to the laparoscopic operation.

Conclusion. The quality of life is notably better after the LVHP compared to the open operation

during the first three postoperative months, but the differences disappear in the long term.
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7. duavnos A..Tabakos M.; JlamapoCKONCKa BeHTpajHa XepHWONaacTMKa npu 6oAHU C

HagHopmeHo Terno; CHOPHUK C AOKAAAM OT 16-TM KOHIrpec Mno XMPYprua C MexKa.yyactue,

2017,cTp.78-80;bbarapcko xmpyprudHo apyxecrtso; ISSN - 2603-4034;

Pestome.

BbBeageHue. B kopemHaTa xupyprua, 3atabcrasaHeto (UTM > 30 KI'/MZ) OTAaBHa e MNpU3HaTo
KaTo BaxkeH GaKTop 3a noABaTa Ha NbPBUMYHM M CNefonepaTUBHM XepHuU. B pgonbaHeHue,
o6e3nTacbT e pucKoB GaKTOp 3a HaCTbMBAHETO Ha PeuUAMBM, KaKTO M 33 MOBMLIABaHe Ha
yectoTaTa Ha paHeBUTE YCNOMXHEHWA c/iefl KOHBEHUMOHaNHA BeHTpajsHa XepHWOMNaacTUKa.
Nanapockonckuat noaxos npu 6OAHWM C  HAAHOPMEHO Terno, 3a M3BbPLIBAHETO Ha
aneHAEeKTOMUA, XONeuuCcTeKTOMUA W BapuaTpuyHM onepaumm e CBbp3aH C NO- KpaTbk
60/HMYEH NPeCcTON M MO-Masika YecToTa Ha paHeBUTeE YCNOXHeHMA. BepoaTHO nanapockonuaATta
61 Mmana colwma BnaronpuATeH edeKkT U BbPXY NALMEHTUTE C MBPBUYHU U CAefonepaTUBHMU

BEHTPA/IHU XEPHUMU.

Len. HactoawoTo npoyysaHe MMa 3a UeN Aa Ce CPaBHAT CAefonepaTMBHUTE pesyaTaTuTe npu
NauMeHTU C HaZHOPMEHO Terno, NPeTbpnenn KOHBEHLMOHANHA M NanapoCKOMNCKa BEHTPasHa

XepHunonanactuka.

Matepuan n metogu. 3a nepuoga AHyapu 2012 r. - gekemspu 2016 r. ca onepupaHu 59
NaymMeHTn C NbPBUYHU U CegonepaTUBHU BEHTPAAHU xepHun n UTM > 30 Kr/m>. B 24 c/nydan e
M3BBbPLUEHA J1aMapOCKOMNCKa XepHWOoMaacTuKa, a npu ocTaHaamte 35 - KOHBEHUMOHaNHa
onepauus Ha Rives- Stoppa. OnepupaHuTe 60aHK ca npocnegeHn cpeaHo 24,7 mec £13,2 mec
(1-48). OtyeTeHM ca  gemorpadckute nokasatenu Ha n3cneaBaHaTa KOXO0pTa,
NPOAB/MAKMTENHOCTTA HA onepaTUBHaTa MHTepPBEHUMA, BONHMYHUA NpecToi, NocTonepaTMBHATa
60/1Ka Ha 244 U 7MK cnefonepaTMBEH AEH, MHTPA U NMOCTONEPATUBHUTE YCAOXKHEHUA U Bpos Ha

peunansuTte .

Pe3syntatu. BOAHWYHMAT NpecTon € NO-KPaTbK CAefd NanapoCKONCKAa WHTEPBEHLMA, OTKOJIKOTO
CAch oTBOpeHa onepauua - 1,54 + 2,24 aHn cpewy 6,17 + 2,65 aHn (p<0,001). BAC Ha 24-T1 yac
M 7MM OeH WMMa CUTHUPMKAHTHO MNO-HUCKU CTOMHOCTM NPM NaNapOCKOMNCKM OnepupaHuTe

naumeHTM - 6,25+0,74 cpewy 7,49+0,85. (p<0,001) u 2,33+0,92 cpewy 4,29+0,96. (p<0,001)
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pecnekTusHo. [lBeTe onepauuMm He ce pasaMyaBaT MO CPeAHOTO OMepaTMBHO Bpeme -
123n3+36,17muH. cpewy 129,71 +40,05 muH. (p=0,57) n no HanpeyHusa 5,42cm+1,81 cpeuty
6,02cm13?07,(p=0,06) n HaanbKHMA pasmep 7,561 2,89cm. cpewy 8,12+4,09cm.(p=0,08) Ha
xepHuanHute pedektn. [pu cpaBHUTENEH aHa/M3 Ha Bb3HUKHANUTE C/AeA0NepaTUBHMU
YC/IO)KHEHWA Ce YCTAHOBABAT CUFHUPUKAHTHO MOBEYE MOBBPXHOCTHU pPaHEBU WHPEKLMU B
oTBOpeHaTa rpyna: 0% cpewy 22,86% (p<0,05). Cepomute U XepHUUTE Ha MACTOTO Ha
nopToBeTe NpeBasMpaT B NanapoCcKonckaTta rpyna, 6e3 aa AocTuraT CTaTUCTUYECKA 3HAYMMOCT.
OcTaHanuTe YCAOXKHEHUA U peunameute B 06iacTTa Ha onepupaHaTa XepHUs, ca CTaTUCTUYECKU
HEe3HauYMMO NOo-4ecTM B OTBOPEHaTa rpyna. [lpeTe u3cAeABaHM TFpPynu He ce pasanyasat

CTaTUCTMYECKU MO BPoA U BMAA Ha HANOXKUAUTE Ce peonepauuu.

3aknoueHune. [lpy  nauueHTM CcbC 3aTaAbCTABaHe, gdedbuHMpaHo Kato WUTM>30 Kr/'m2,
€H/ZLOCKOMCKMUTE TEXHUKU 3@ BEHTPa/Ha XEPHWOMIacTUKa AasBaT NpeaMMCTBO B CpPaBHeHMe C
OTBOPEHMA NOAXOA KaTO Ee/UMMUHMPAT HeratuBHMA edPeKkT Ha HaJHOPMEHOTO Tersjio BbPXY
ONepaTMBHOTO BPeMe, MNOHUMKABAT CUTHUOUKAHTHO OOSHUYHMA NpPecToi, MocTonepaTMBHATA

60/1Ka M YecToTaTa Ha paHeBUTe UHOEKLMM NPU CPAaBHMMA YECTOTA Ha peuunansuTe.

Abstract

Laparoscopic ventral hernioplasty in patients who are obese
Keywords: laparoscopy, laparoscopic ventral hernioplasty, Rives- Stoppa, obesity

Introduction. In abdominal surgery, the obesity (BMI>30 kg / m?) a long time ago has been
recognized as an important factor in the occurrence of primary and postoperative hernias. In
addition, obesity is a risk factor for recurrence, as well as for increased incidence of wound
complications after conventional ventral hernioplasty. The laparoscopic approach in overweight
patients for appendectomy, cholecystectomy, and bariatric surgery is associated with a shorter
hospital stay and a lower incidence of wound complications. Laparoscopy is likely to have the

same beneficial effect on patients with primary and postoperative ventral hernias.

"2T) Pe3romema Ha nybaukayuu u 0oKAadu Ha 0oy. 0-p AHmoHuli ToHyes unaunos, om



Aim. The purpose of the current study is to compare postoperative results in patients who are

overweight, who underwent conventional and laparoscopic ventral hernioplasty.

Material and methods. From January 2012 till December 2016 were operated 59 patients with
primary and postoperative ventral hernias and BMI>30 kg / m’ In 24 cases was executed
laparoscopic hernioplasty, in the remain 35- Rives- Stoppa's conventional operation. The
operated patients were followed for 24,7 months £13,2 months (1-48). The demographic
parameters of the cohort, the duration of the operative intervention, the hospital stay,
postoperative pain on 24h and the 7" postoperative day, intra- and postoperative

complications, and the number of recurrences were recorded.

Results. The hospital stay is shorter after laparoscopic intervention than open operation- 1,54
$2,24 days vs 6,17 + 2,65 days (p<0,001). VAS on the 24h and on the 7" day has a significantly
lower score in the laparoscopically operated patients- 6,25 + 0,74 vs 7,49 £0,85. (p<0,001) and
2,33 £ 0,92 vs 4,29 £ 0,96.( p<0,01), respectively. The two operations don't differ in the average
operative time- 123,13 % 36,17 minutes vs 129, 71 + 40,05 minutes (p= 0,57) and on the
transverse 5,42 cm. 1,81 vs 6,02 +3,07 (p=0,06) and longitudinal size 7,56 + 2,89 cm. vs. 8,12 +
4,09 cm. (p= 0,08) of hernia defects. A comparative analysis of the postoperative complications
reveals significantly more superficial wound infections in the open group. The explored two

groups don't differ statistically in the number and the type of reoperations required.

Conclusion. In patients with obesity, defined as BMI>30 kg / m* endoscopic techniques for
ventral hernioplasty have the advantage over the open approach by eliminating the negative
effect of overweight on operative time, reducing notably the hospital stay, the postoperative

pain and the frequency of wound infections.

Ne 8. ®uamnos A.,benuwes b.,Tabakos M., Xoaxaaunkos E. AHpoHoB [., Cemepaxunes WU.;

JlanapocKoncKa ToTa/JiHa mMe3opeKTasiHa eKkcumsua cnen 150 cayyaa; C6OpHUK ¢ AgoKnaan oT 16-

TU  KOHrpec no  xupyprma c  mexa.ydactme, 2017,ctp.123-125;6bArapcko  XMPYPruyHo
apyxectso; ISSN - 2603-4034;
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BbBeaeHue. JlanapoCKONCKAaTa TeXHUKA HAB/M3a BCE MO-LUMPOKO B XUPYPrMYHOTO JieyeHne Ha
KOJIOpeKTaZIHUA KapuuHom. ToBa MO3BOASIBA Ha MauMeHTUTe Aa ce obnaroaetencrsart oT
0b6MYalHUTE nNpeauMMCTBA HA /N1lanapoCKOCKaTa XWUpyprua npes, Kjaacuyeckata OTBOPEHaA
XMpyprua, Ha ¢oHa Ha CPaBHUMW ABATOCPOYHM PE3yNTAaTU MO OTHOLIEHWE HA NEeYEHMEeTO Ha

OHKONOrM4yHoTO 3abonAasBaHe.

Uen. HacToAwoTo npoyyBaHe npeacTaBA OMMTa Ha €KUMa Ha OTAENIeHUETO MO XUPYprua Ha
YMB/1 , CB. WB. Puackn" c paguKkanHUTe NanapoCKOMNCKM pes3ekuMM Ha pPeKTyma Mo noBoj
peKTasneH KapuuHom 3a 9 roauweH nepuom u nosedye oT 150 3aBbpWEHM NaNAPOCKOMCKM

MHTepBEHLUUN.

MaTtepuan u metoau. 3a nepumoga AHyapu - gekemspu 2017 r., ¢ KypaTuBHa Luen, ca
n3pbpweHn 154 nanapoCKOMNCKU pe3eKUMM Ha pPeKTaneH KapuumHoMm.

Pesyntatu. B nscnegsaHata rpyna samsat 102 (66.34%) mbke u 52 (33.66%) KeHUM, Ha Bb3pacT
mexay 34r. u 86r., cbe cpegeH BMI 26kg/m” (21-32 kg/nr). Cropeg noKanusaumaTa Ha Tymopa
B PEKTYMa, NauMeHTUTe ce pa3fenaT KakTo cielBa: npokcumanHa 1/3 (10-15cm) - 50(32,5%);
cpeaHa 1/3 (5<10cm) 69(44,8%) n anctanHa 1/3(<5cm) -35(22,7%)). 94(61%) 6onHn ca 6bmam
NOAJIOKEHN HAa HEOAAIOBAHTHO XUMMUO-bYenedeHme. 29(18,8%) or onepupaHuTe nonagat 8 1
BM ctagui, 54(35%) - Il ct., 71 (46,2%) - lll cT. KoHBepcua ce e Hanoxmaa B 8 cayyas (5,2%).
CpeaHaTta NpoabAXKUTENHOCT Ha onepaTtuBHaTa UHTepBeHUMA e 180muH. ( 120 - 420mMuH.), a
KpbBo3arybaTta e 80mn (20-800mn). YpeBHMAT Nacaxk ce Bb3CTaHOBM CpeaHO Ha 2 pu
cnegonepatmseH geH (1-7aHu). CpeaHuAaT cnegonepatnseH 601HMYEH npectoit e 5 aHum (3-
174Hun).YcnoxKHeHma HacTbnuxa npu 12 6onnun (7,8%). OnepupaHmTe NauneHTn ca NpocsieneHu

cpeaHo 36 meceua (3 - 60). Obwarta yectoTata Ha peunamsute e 15,6%..

3aknoueHune. J1anapoCKOMNCKUTE pe3eKUMU Ha pPeKTyma Mo MOoBOL KAPUMHOM Ca CUTYpPHU
WHTEPBEHUMWN, XapaKTepusupalwm ce ¢ no-cnaba cneponepatuBHa 60/1Ka, NO-manka
KpbBo3aryba, no-6bp30 Bb3CTAHOBABAHE HA YPEBHMA Macax, Mo-KpaTbK OOSHMYEH MpecToit u

OT/INYEH Ko3meTudeH edeKT, NPU CPaBHUMU C OTBOPEHATA XMPYPrUA OHKOIOTMYHW pe3ynTaTy.
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Abstract

Laparoscopic total mesorectal excision afrer 150 cases
Keywords: laparoscopy, rectal carcinoma, TME

Introduction. The laparoscopic technique is becoming increasingly widespread in the surgical
treatment of colorectal carcinoma. This allows patients to benefit from the general advantages
of laparoscopic surgery over the classic open surgery, whereas the comparable long- term

results in regard to the oncologic treatment.

Aim. This study introduces the experience of the Department of Surgery's team, UMHAT "St.

Ivan Rilski"" with radical laparoscopic rectal resections about rectal carcinoma for 9- year period

and more than 150 completed laparoscopic interventions.

Material and methods. From Janary 2009 till December 2017 154 laparoscopic rectal resections
with curative purpose were executed. Only patients with cT1l- ¢T3 tumors, without distant

metastases, were included.

Results. The study group includes 102 (66,34%) men and 52 (33,66%) women, between 34 and
86 years of age, with mean BMI 26 kg/ m® (21- 32 kg./ m?). According to tumor localization in
the rectum, the patients were separated as follows: proximal 1/3 (10-15 cm.)-50 (32,5 %),
middle- 1/3 (5<10 cm.) 69 (44,8%) and distal 1/3 (<5 cm)- 35 (22,7%).94 (61%) patients had
undergone neodjuvant radiotherapy. 29 (18,8%) of the operated were in stage I, 54 (35%)-
stage Il, 71 (46,2 %)- stage lll. 8 cases (5,2%) required conversion. The mean operative time was
180 min. (120- 420 min.) and the mean blood loss was 80 ml. (20- 800 ml.). The bowel function
recovered on postoperative day 2 (1-7 days). The mean hospital stay was 5 days (3- 17 days).
Complications occurred in 12 patients (7,8%). The operated patients were followed up for an

average of 36 months (3- 60). The general recurrence rate was 15, 6 %.

Conclusion. The laparoscopic rectal resections for rectal cancer are safe procedures,
characterized by less postoperative pain, less blood loss, faster recovery of bowel function,
shorter hospital stay and excellent cosmetic results, compared to oncologic results in the open

surgery.
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Ne 9. duaunos A.,BeHvwes b.,Tabakos M. Xoaxkagxunkos E.,AHgoHoB [., Cemepaxunes WU.;

TexHUKN 3a _mobuamnsvpaHe Ha nasaTa daeKkcypa MNpu anapoCKONCKM pes3ekuMn Ha aeBud

KONOH W peKktyma; COOPHWUK C AOKAaaM OT 16-TM KOHIpec no XUpyprua C MexKa.yyactue,

2017,cTp.126-127;bbArapcko xmpyprmyHo apyectso; ISSN - 2603-4034

Pestome.

NlanapoCKONCKUTE XMPYPTUYHU METOAM 3a /ieyeHMe Ha A0OPOKAYeCTBEHUTE U 3/10Ka4yecTBeHUTe
3abonsBaHMA Ha gebenoTo 4yepso NpuAO6MBAT CBETOBHO MPM3HAHWE B CBETA Ha CbBPEMEHHaTa
MmeauumHa. CbC cBOATA ABafeceT U NeTroguliHa UCTOPUSA M YyTBbPXKAABALM ce NpeauMCTBa Te
6aBHO ce npeBpbLAT B MpPeanoYMTaHMA OT JieKapuTe noAXoh4 Kbm Te3n 3abonasaHuA.
MUWHUMHBaA3MBHATA XUPYyprus Ha [ebenoTo 4YepBO BCe OWeEe € W3MNpaBeHa npen peguua
npeav3BMKATENCTBA KAaTo afeKBAaTHOTO NpeAcTaBAsHE HAa aHATOMWUYHUTE PABHUHWU U OPUEHTUPM,
OrpaHMYEHUTE Bb3MOXKHOCTM 33 MAHWUMYMAUMA HA TbKaHUTE M OCOBEHOCTUTE MPU KOTPO/a Ha
XemMocTa3ara.

EQHM OT KAOYOBMTE CTBbMKM, NPM  NAMNAPOCKOMNCKUTE pe3eKuMM Ha JNieBUA KOJIOH ca
NIOKAZIM3NPaHEeTO W CKeNeTMpaHeTo Ha JO/SIHaTa Me3eHTepuasHa apTepua U BeHa, W
nocneaBawoTo MM MpekbcBaHe. ToBa MoOpa)Kaa BbMPOCM OTHOCHO MACTOTO M MeToAa 3a
NIUTUpaHe Ha Te3u cbaoBe. lpu 310KavecTBEHM HOBOOOpasyBaHMA, ciel mobuavsaumaTa Ha
CUTMOBUAMOTO YEpPBO U MAEHTUOMKAUMA Ha NieBUA ypeTep, apeTepusTa ce NpeKkbcBa BUCOKO,
MPOKCMMANHO OT OudypkaumaTa KU, Ha okono 2 po 2,5cm. cnep oTaensHeTo M OT
abaomuHanHaTa aopTta. BeHaTa ce npekbcBa Ha HWMBO MoA A0NHMA pbb Ha MaHKkpeaca. ToBa
Mo3BONSABA aAEKBAaTHOTO OTCTPAHABAHE Ha ME30KO/IMYHUTE NMMOHM KONeKkTopu. BucoKkoTo
NIUTUPaHe Ha [ONHUTE Me3eHTepuasHM CbaoBe BCe MO-WMPOKO Ce npwuaara wM  npwu

NanapoCcKONCKUTe pes3ekumu npu. obpokayecTBeHM 3ab6onaBaHus.

Abstract
Techniques for mobilization of the left flexion in laparoscopic resections of the left colon and

rectum
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Keywords: Laparoscopy, left flexion of the colon, resection of rectum and colon

Introduction. The laparoscopic technique is becoming increasingly widespread in the surgical
treatment of colorectal cancer. The mobilization of the left colic flexion is an important step in
all resections of the left colon and rectum, which provides the necessary mobility of the colon

to perform an anastomosis without tension, after adequate resection.

Aim. This video presents various technical possibilities for mobilization of the left flexion in

mini-invasive resections of the left colon and rectum.

Material and methods. Three approaches to the left flexion are presented: 1. medial - lateral

(inframesocolic); 2. lateral-medial; 3. cranial-caudal (supramesocolic).

Results. All of the three demonstrated approaches to the left flexion of the colon are
technically feasible via mini invasive way. The duration of this stage depends on the specific

anatomic peculiarities of the individual patient and the surgeon's experience, also.

Conclusion. The choice of approach for reparation of the left flexion of the colon in
laparoscopic interventions on the rectum and left colon depends on the preferences of the

surgeon and on the individual anatomical features of the individual patient.

Ne 10. ®uaunos A.,Tabakos M.; JlTanapOCKOMNCKN pe3eKk3nn Ha pektyma; cn.OHKonorua, 6p.43,

cynnemeHT 2, 2015;

Pestome.

NanapocKkoncKkata xupyprua Ha nebenoto 4yepBo BKAOYBA HAbOp OT MUHMMANHO MHBA3UBHWU
XVUPYIMYHU WHTEPBEHLMM BbPXy AebenoTto 4yepBo, KOMTO Ce M3BBLPLUBAT Mpe3 HAKOJKO Masiku
paspesa (obuualiHo 4-5 Ha 6pol c AbKMHA mexay 5mm m 10m) Ha Kopema, KaTo
OMNepaTMBHOTO NoJsie ce HabnwgasBa BbPXy €KpaH. B 3aBUCMMOCT OT KOHKpeTHaTa onepaums,
60NHMTE HanycKaT BONHMLATA CaMO HAKONIKO AHW Clef UHTePBEHUMATa WM Ce 3aBpbLiaT KbMm

exXegHeBHUTE CU AeNHOCTM 3HauYUTe/IHO No-6bpP30, B CpaBHEHME C ,0TBOpeHaTa" xupyprus.
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BescnopHuTe npeguMmMcTBAa Ha J1anapoCKOMCKaTa Xupyprus Ha Aebenoto 4epsBo CNpAMO
KNacuyeckata OTBOpeHa Xupyprus BrAwouBaT: [lo-cnaba cneponepaTtvsHa 60/Ka;Mo-KpaTbK
6onHMYeH npecTol ( Npwu AMnca Ha ycnoXKHeHua);Mo-6bp30 Bb3CTaHOBABaHE Ha ¢aaTy/eHUMATa
(n3nyckaHeTo Ha rasose) u gedekaumaTa;llo-paHHO 3axpaHBaHe C TBbPAM XpaHu;Mo- 6BbP30

3aBpblLaHEe KbM exeaHeBHUTe aelHocTu;Mo-406bp KO3MeTUYEeH pesynTaT

Bbnpekn 6escnopHuWTe NpegMMCTBa Ha /1anapoCKOMNCKaTa KOMIOPEKTasHa XUpyprusa, Ta He e
MPUAOXKMMA BbB BCMYKM CAydau. KakbB TMM onepauusa e NnoaxoAsw,a 3a BCEKM KOHKpeTeH

C/yyait ce onpegens oT CNewumanmcT no AanapocKomncka xmpyprua Ha aebenoto yepso.

Tosn npobnem e cepuvo3HO npoyyeH npe3 nocnegHute 10-15 roguHu, upe3 peauua
PaHOOMM3UPAHU CPAaBHUTENIHM MPOYYBAHMA BbPXYy 3HauuTesneH 6poit naumeHtn ( CLASSIC trial,
COAST trial, COLOR | u COLOR Il n pgp.) BcuukM wuscnepBaHWsA MOKa3BaT E€KBUBAJIEHTHMU
OBATOCPOYHM Pe3ynTaTM MO OTHOLWEHWE Ha SIeYEHNETO Ha OHKO0TMYHOTO 3abonABaHuA .Tpabea
[a ce uma B nNpenBuf, Ye NanapoOCKONCKaTa ONTMKa YBE/NIMYBA HEKOJKOKPATHO OMepaTUBHOTO
none u nossonAsBa GuMHa AMCEKLMA Ha KPbBOHOCHWUTE CbAOBE, TaKa Ye A3 Ce OTCTPAaHW He Camo
TYymopa, HO M ueana my nmmdeH OaceliH, B KOMTO 6M mMorio ga mma pasceriku. ToBa
yBe/n4eHne Mo3BOJIABA MO-TOYHOTO OTAMdepeHUMpaHe Ha XUMPYPrUYHUTE U embpuOoHaNHUTE
NNaHOBE, KOETO OCUrypsBa B HAW-ronAma CcTemneH W3BbPLIBAHETO Ha €AHA OHKOJIOFMYHO

aflekBaTHa onepaums.

Abstract

Laparoscopic surgery of the colon involves a set of minimally invasive surgery on the colon that
is performed through several small incisions (usually 4-5 in length between 5mm and 10m) on
the abdomen, with the operative field being viewed on a screen. Depending on the particular
surgery, patients leave the hospital only a few days after the intervention and return to their

day-to-day activities much faster than open surgery.

The indisputable benefits of colorectal laparoscopic surgery over classic open surgery include:
Less postoperative pain; Shorter hospital stay (in the absence of complications); Faster flutter
recovery (gas leakage) and bowel movement; with solid foods; Faster return to daily activities;

Better cosmetic result
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Ne 11. Filipov A, Tabakov M., Simultaneous laparoscopis treatment of mutliple synchronous

hernia defects in different anatomical regions of the anterior abdominal wall; Scripta Scient.
Med 48, suppl.1, 2016;

Pa3BUTMETO Ha /lanapOCKOMNCKATa XMPYpPrus NOBAUSABA 3HAYUTENHO CbBPEMEHHOTO XMPYPrUYHO
NneyeHune. ToBa BAMSAHME € OLLE MO-OYEBMAHO MPU IeYEHMETO Ha XEePHUM HA KOPEemHaTa CTeHa.
BbnpeKkn Ye Tasu MNaTonorMa e LMPOKO PasnpoCTpaHeHa, pas/IMyHUTEe BUAOBE XepHWUU Buxa
MOF/IM [a Ce NPeAcCTaBAT KaTo eAMHWYHO MEAMUMHCKO CbCTOSIHME WM KAaTo KOMOWHauuAa oT
AedekTn B pasnnyHM 0b6nacTM Ha npefHaTa KopeMHa cTeHa. JlanapoCKOMCKUAT noAaxod npu
IeYEHNEeTO Ha XepPHWUA Ha KOpeMHaTa CTeHa [aBa Bb3MOMKHOCT 33 NPOBepKa Ha LfAnaTa KopemHa
CTeHa, KOETO MOHAKOra BOAW A0 OTKPMBaHEe Ha AedeKTu, KOMUTO He ca OTKPUTWU Mo Bpeme Ha

KAMHWYHWA npernen npeaun onepaunaTa.

OT ppyra CTpaHa, TO3M OMArHOCTMYEH MeTOoZ NpenocTaBs Bb3MOMKHOCT 33 e4HOBPEMEHHO
NleyeHne Ha HAKoNKO aedeKTa Ha KopemHaTta crteHa. OTTyK ce u3bArsa HeobxoauMmocTTa OT
MHOTOKPaTHU XMPYPTUYHU MHTEPBEHLMM U MHOXKECTBO paspesn. B cblw,oTo Bpeme NaumeHTHbT ce
Bb3M0A3Ba OT fobpe No3HaTMTe NpPeauMCTBA Ha MUHMMAIHO MHBA3WBHATA XMPYPrua KaTto - no-
KpaTbK npecton B 60/HMLA, NO-MasKo 60JiKa, NO-6BbP30 BpblLAHE KbM exeaHeBHaTa AEMHOCT,

no-A06pn KO3METUYHW Pe3ynTaTh, NO-MasKo UHOEKLUN Ha XUPYPTUYHM MecTa U ap.

Abstract

The development of laparoscopic surgery influences greatly the contemporary surgical
treatment. This influence is even more obvious in the treatment of abdominal wall hernias.

While this pathology is widely spread, the different types of hernias could present as a single
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medical condition or as a combination of defects in different regions of the anterior abdominal
wall.The laparoscopic approach in the treatment of abdominal wall hernia enables the
inspection of the whole abdominal wall, which sometimes leads to detection of defects, which
were not found during the clinical examination before the surgery. On the other hand, this
diagnostic sensitivity provides an opportunity for simultaneous definitive treatment of several
abdominal wall defects. Hence the need for repeated surgical interventions and multiple
incisions is avoided. At the same time, the patient benefits from the well-known advantages of
the minimally invasive surgery like - shorter hospital stay, less pain, faster return to everyday
activity, better cosmetic results, less surgical site infections, etc. For example, the three-trocar
technique of TAPP provides an access for the simultaneous reparation of bilateral inguinal
hernias. Placing two additional ports makes the reconstruction of the existing primary or
incisional ventral hernia feasible. Laparoscopic surgery makes the one-stage reconstruction of
various combinations of anterior abdominal wall hernias possible - from a concomitant small
unilateral inguinal hernia and an umbilical hernia to large bilateral inguinal hernias and multiple

defects of the rest of the abdominal wall (Swiss cheese).

Nel2.Filipov A, Tabakov M.; Laparoscopic treatment of Morgani's hernia in adults; Scripta
Scient. Med 48, suppl.1, 2016;

Pestome.

XepHuata Morgagni e pagbK BpogeH gedeKT Ha npegHata gvadparma, KOMTO OOMKHOBEHO ce
npeacTaBs B [AeTcKa Bb3pacT. [lMarHosata npu Bb3PACTHW e TpyaHa, OOMKHOBEHO nopaau
PecnMpaTopHU CUMMNTOMU. B HAKONKO c/yyasa KMBOTO3acCTpallaBalUTe YCAOXKHEHUA KaTo
3anywBaHe Ha 4JepBaTa WAM 3agyllaBaHe ca  KAMHWYHMAT [ebloT Ha  CbCTOAHMETO.
JlTanapocKoNcKUAT noaxoh 3a nonpaBAHe Ha puadparmanHuma gedekT npepnara nepdeKktHa
BMAMMOCT W [OCTBMNHOCT Ha npeaHata Auadparma. Tesn npeaumcTBa, 3aefHO C¢ 6bp30oTO
Bb3CTAaHOBABAHE C/eh, /IanapoCcKoNCKa onepauusa, NpaBAT MUHUMMANIHO MHBA3MBHATA TEXHMUKA

NbpPBMAT M360p 3a Bb3CTAHOBABAHE Ha XepHuA Ha Morgagni.
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Abstract

The Morgagni hernia is a rare congenital defect of the anterior diaphragm, which usually
presents in childhood. It diagnosis in adults is difficult, usually because of respiratory
symptoms. In several cases, life-threatening complications such as bowel obstruction or
strangulation, were the clinical debut of the condition. The laparoscopic approach for repair of
the diaphragmatic defect offers perfect visibility and accessibility to the anterior diaphragm.
These advantages, along with the fast recovery after a laparoscopic surgery, make the

minimally invasive technique the first choice for Morgagni hernia repair.

Ne13.Filipov A, Tabakov M., Benischev B, Ivanov |, Andonov D; Metods for control of inferior

mesenteric artery in laparoscopic left colon resections ; Scripta Scient. Med 48, suppl.1, 2016;

Pestome

B cBeTa Ha cbBpemMeHHaTa MegMLMHA /lanapoCKOMNCKUTE MeTOAM 33 JleyeHue Ha
[0b6poKayecTBeHN WM 310KayecTBeHU 3abonaBaHMA Ha aebenoto yepsBo NpuaobuBaT CBETOBHA
MONyAspHOCT M NpusHaHue. Cbc cBOATA 25-roguiHa UCTOPUA Ha passBuTMe U nNopobpsBaHe Ha
npegMmcTBata Te 6aBHO ce MpPeBpbLLAT B NPEANOYMTAHUA BApPMAHT OT MOAXOA4a Ha NeKkapuTe
KbM Tasu natosiorva. MUHUMMaNHO MHBa3MBHATa XUPyprus Ha Aebenoto 4YepBo BCe oule e
M3npaBeHa npea pPasNMYyHM  NPeaM3BUKATENCTBA KATO  afeKBAaTHOTO NpeacTaBaAHe Ha
aHAaTOMUYHUTE PABHUHU U OPUEHTUPU, HAMANEHATA Bb3MOMKHOCT 33 MAHWUMYNAUMA HA TbKaHUTe

n ocobeHocTUTe Ha KOHTPO/1a HAa XemMOCTa3aTa.

EaHa OT KAOYOBMTE CTLMAKM MNPU N1anapoCKOMNCKUTE pe3ekuuuM Ha NaBoTo Aebeno 4yepso e
JIOKaNM3npaHeTo M M3NaraHeTo Ha AO/IHaTa me3eHTepuanHa aptepua (IMA) u seHaTa (IMV) u
TAXHOTO NUrMpaHe cnefl ToBa. ToBa NpeAu3BMKBA Pas/IMYHU BbBMPOCK, Kacaeli MACTOTO M
npeanoYmMTaHnA MeToj 3a TAXHOTO pasgeneHue. B cayyald Ha 3/10KayecTBeHo 3abonsaBaHe, cnef

MObBUNM3MpPaAHE HA CUrMOMAHOTO faebeno 4epBOo WM UaeHTUGMUMPaAHE Ha fABaTa ypeTepa,
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apTepuaTa ce pas3gens NPOKCMMaNHO Hag budypkaumaTa cu oKono 2-2,5 cm ciep U3nusaHe ot
KopemHaTa aopTa. BeHaTa ce nurupa nog ponHua pbb Ha naHkpeaca. ToBa NO3BOAABA

dafeKBaTHa AncCeKuna Ha Me30KOJIHUTe }'IVIMd)HVI KONeKTopwu.

ToBa N0O3BO/ABA afeKBAaTHA AWMCEKUMA HA Me30KOJAHUTE NNUMOHM KONekTopu. BucokoTo
NIUTUPAHE HA AONHUTE Me3eHTepuasHN CbhoBe BCE NO-LIMPOKO Ce npuaara Npu AanapocKonCKu
pesekumn 3a gobpoKayecTBeHa naTosnorua. TexHnyeckata npouenypa 3a pasgensHe Ha IMA no
Bpeme Ha /anapoCKOMNCKa pe3ekuma e MO-CNA0XHA, OTKOJKOTO MpU KOHBEHUMOHa/HaTa
OTBOpPEHA onepauusa, KOATO Ce Ab/IKU Ha cneumdurkata Ha meTtoga. IMA moxe ga ce aMrupa no
eANH OT HAKOJIKO HauyuHa: pasgensaHe C AMHENHO YCTPOMCTBO 3a 3aKpenBaHe CbC 3aTBOPEH
Tenbog ¢ BucoumHa 1,0 mm; AurMpaHe c TUTAHOBM LWMMKKW; W3MNO/A3BaHE Ha MOJMMEpHa
3aKknouBawa cuctema 3a amrnpaHe (Week® Hem-o-lok®); nurmpaHe ¢ nomowTa Ha bunonspHa
Avatepmo Koarynauma (Medtronic-LigaSurea ,,C) uam yntpassyk (Ethicon - HARMONIC ACE®);
KNIaCUYECKN KOMPUHEHU nuraTypu. MeToamTte 3a KOHTPOA Ha XeMOCTaTMKaTa Ca B HEMPEKbCHATO
pa3BUTME M YCbBBPLIEHCTBAHE, M 0CODEHO 3aBnagnaBallO0 € Pa3BUTMETO Ha YCTpolcTBaTa 3a

3ane4dyaTBaHe Ha eHeprua.

Abstract

In the world of modern medicine, the laparoscopic methods for treating benign and malignant
diseases of the colon are gaining worldwide popularity and acceptance. With their 25-year
history of development and improving advantages they are slowly becoming the preferred
option from the physicians approach towards this pathology. The minimally invasive surgery of
the colon is still facing various challenges such as the adequate presentation of the anatomic
planes and landmarks, the reduced possibility of tissue manipulation and peculiarities of
hemostasis control.One of the key steps in laparoscopic left colon resections is the localizing
and exposing of the inferior mesenteric artery (IMA) and vein (IMV), and their ligation after.
This provokes various questions concerning the place and the preferred method of their

division. In case of malignancy, after mobilizing the sigmoid colon and identifying the left
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urether, the artery is divided proximally above its bifurcation around 2-2.5 cm after emerging
from the abdominal aorta. The vein is ligated below the lower margin of the pancreas. This
allows the adequate dissection of the mesocolic lymph collectors. High ligation of the inferior
mesenteric vessels is more and more widely applied during laparoscopic resections for benign
pathology.The technical procedure of dividing the IMA during laparoscopic resection is more
complicated than in the conventional open operation which is due to the specifics of the
method. IMA can be ligated in one of several ways: dividing with a linear stapling device with
closed staple with the height of 1.0 mm; ligating with titanium clips; using a polymer locking
ligating system (Weck® Hem-o-lok®); ligating using bipolar diathermo coagulation (Medtronic-
LigaSurea, C) or ultrasound (Ethicon - HARMONIC ACE®); classic silk ligatures.The methods of
hemostatic control are in constant development and improvement, and especially fascinating is

the evolution of energy sealing devices.

Ne14. Filipov A, Tabakov M.; Management of hernia defects by laparoscopic repair of ventral
hernias; Scripta Scient. Med 48, suppl.1, 2016;

Pestome.

BbBeaeHue: BeHTpasiHUTE XepHUM Ca YecTo CpellaHa NaToNoruA B eXXeAHeBHaTa XMpypruyecka
npaktMka. Mpe3 1993 r. LeBlanc u Booth nyb6aukyBaT mbpBUTE C/Ay4yanM Ha anapoOCKOMNCKO
Bb3CTAHOBABAaHE Ha BeHTpasHa xepHuAa. OTTOraBa ca nNpPeaNoOXKEeHU MHOTO  Pas/IMYHU
MoanbMKaLMM Ha opuUrMHasHaTa TeXHUMKa. Bbnpekn ToBa pasHoobpasue, TpabBa Aa ce oTKpue
ONTUMANHOTO ynpaBieHMe Ha pgedeKkta Ha xepHua. Len: HacToAwoTo npoyyBaHe e ga ce
CPaBHAT TEXHWKUTE 3a NAMNapPOCKOMNCKA KOPEKUMA Ha BEHHWA XePHWUS Ha NbPBUYHO AedeKTHO
3aTBapsAHe, nNpeaM WMNAAHTUPaHE Ha Mpe’kaTa, cpeuly 3aTBapsHe 6e3 pedekr, 6es

HanpexeHue, noaxon. Martepuann n metoamn: OT AaHyapum 2012 r. po gekemspu 2015 r. ca
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n3BbpLeHn 89 NanapoCKONCKU penapaumm Ha BeHTpanHa xepHua. 57 (64%) naumeHTn ca 6uam
JIEKYBAHM 4pe3 CTaHAAPTHO Bb3CTaHOBABaHe 6e3 HanpexeHue - IPOM, a npu octaHanute 32
(36%) naumeHTN xepHua pedekT e 3aTBOPEH, a JIMHUATA Ha 3alUMBaHE e HaNoXeHa upes
MHTPanepuTOHeaIHO MoCTaBAHE Ha OKOTO - TexHMKa IPOM Plus. MauneHTUTe ca npocneasasaHu
cpeaHo 3a 24,7 meceua * 13,2 meceua (1-48). [emorpadckute napameTpu, OnepaTMBHOTO
Bpeme, NocTonepaTtUBHUAT BONHMYEH NpecTol, cnefonepaTneHaTa 60/Ka ¢ oueHKa Ha VAS Ha
24 yaca wn Ha 7-ua cneponepatMBeH OeH Ca W3MEPEHW UHTpa- W cnefonepatuBHUTE
YC/IOKHEHWA M YyecToTaTa Ha peuuamnsute. Pesyntatn: CpesHaTa Bb3pacT Ha nauneHTUTe e buna
59 roguHn + 14. 37 (41,6%) ca mbxe n 52 (58,4%) xeHu. 27% oT onepupaHUTe NaLMEHTU ca C
HagHopmeHo Terno. CpegHoOTO Bpeme Ha paboTa B rpynata Ha IPOM 6elwe 42 MUHYTU. NO-KbC,
OTKOJIKOTO B rpynaTa Ha IPOM Plus (95.61 cpewy 138.90). cpewy 1,18 £ 0,39 aHun. Ha 24-ua vac
n 7-ua geH 6onkata cnopeg VAS Score e cboTBeTHO 6,08 1 2,15, cboTBeTHO oT IPOM u 6,5 u
2,37, cboTBeTHO OT IPOM Plus. YcnoxHeHuAa ca HabaogasaHu npu 26,31% oT nauMeHTUTe B
rpynata Ha IPOM cpewy 21,87% B IPOM natoc rpynata. Bb3cTaHOBABaHETO Ha XxepHuA bes
HanpeeHune e cBbp3aHo ¢ 12,5% npoueHT Ha nocTonepaTMBHO 0b6pasyBaHe Ha cepoma, AOKATO
yectoTaTa e buna ABa NbTM No-HUCKa npu IPOM natoc pekoHcTpykuma (6,25%). M3ayBaHeTo Ha
KopemHaTa cTeHa Oewe ABAeHWE, TUMUYHO CcCamo 3a rpynata 3a Bb3CTaHOBABaHe 6e3
HanpexeHne - 4 (7.01%). B cblwoOTO Bpeme XepHUUTE HA MPUCTAHULLHWUTE MecTa ca
HabnogaBaHM camo Npu ABama OT NAUMEHTUTE CbC 3aTBapsAHe Ha AedeKT. 3aknatoueHue: B
CpaBHeHMEe CbC CTAHAAPTHOTO /1aMapOCKOMCKO Bb3CTaHOBABAHE Ha BeHTpasHa xepHuda, |IPOM
Plus noaxoabT e cBbP3aH C MO-HUCKA CTeMneH Ha MOCTONepaTtMBHO OobpasyBaHe Ha cepoma w
n3gyBaHe Ha KOpPemHaTa CTeHa, NO-AbAro ONepaTtMBHO Bpeme U NofobHM cneponepaTUBHU
npecTo M oueHKa Ha 6onKaTa. XepHUUTE HA NPUCTAHULLHUA CalT 6sAXa XapaKTepHW camo 3a

rpynaTa 3a gedeKktu.

Abstract

Introduction: Ventral hernias are a common pathology in the everyday surgical practice. In
1993, LeBlanc and Booth published the first laparoscopic ventral hernia repair cases. Since then,
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many different modifications of the original technique have been proposed. Despite this
diversity, the optimal management of the hernia defect is to be discovered.Aim: The aim of the
current study is to compare the laparoscopic ventral hernia repair techniques of primary defect
closure, before mesh implantation versus non defect closure, tension free, approach.Materials
and Methods: From January, 2012 to December, 2015, 89 laparoscopic ventral hernia repairs
were performed. 57 (64%) patients were treated by standard tension-free repair - IPOM, and in
the remaining 32 (36%) patients, the hernia defect was closed and the suture line was enforced
by intraperitoneal mesh placement - IPOM Plus technique. The patients were followed up for
an average of 24.7 months +13.2 months (1-48). The demographic parameters, operative time,
postoperative hospital stay, postoperative pain by VAS score on 24h and on the 7th
postoperative day, the intra- and postoperative complications and the recurrence rate were
measured.Results: The mean age of the patients was 59 yearst14. 37 (41.6%) were male and 52
(58.4%) were female. 27% of the operated patients were obese. The mean operative time in
the IPOM group was 42 min. shorter than in the IPOM Plus group (95.61 vs 138.90). vs
1.1840.39 days. On the 24th hour and 7th day, the pain according to the VAS Score was 6.08
and 2.15, respectively, by IPOM and 6.5 and 2.37, respectively, by IPOM Plus. Complications
were observed in 26.31% of the patients in the IPOM group versus 21.87% in the IPOM plus
group. The tension-free hernia repair was associated with a 12.5% rate of postoperative seroma
formation, while the incidence was two times lower in the IPOM plus reconstruction (6.25%).
Abdominal wall bulging was a phenomenon typical only for the tension-free repair group - 4
(7.01%). At the same time, port site hernias were observed in only two of the patients with
defect closure.Conclusion: Compared to the standard laparoscopic ventral hernia repair, the
IPOM Plus approach is associated with a lower rate of postoperative seroma formation and
abdominal wall bulging, longer operative time and similar postoperative stay and pain scores.

The port site hernias were typical only for the defect closure group.
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Ne 15. Filipov A, Tabakov M., Ilvanov I, Andonov D; Couses for conversion in laparoscopis

treatment of mechanical ileus; Scripta Scient. Med 48, suppl.1, 2016; Scripta Scient. Med 48,
suppl.1, 2016;

Pestome

HenpoxogmMmocTTta Ha TbHKUTE 4YepBa € OCHOBHA MPUYMHA 33 CNelWwHa XOCnuTanu3auma B
XUPYpPruyHuTe otaeneHusa. lMoseyeTo naumMeHTU pearMpaT Ha KOHcepBaTuBHa Tepanua, HO 30%
n3ncKBat onepauua. KOHBEHUMOHA/NHOTO XMPYPrUYHO JleYeHMe Cce U3BbplIBa  4ypes
nanapotomua.  JlanapOCKOMCKUMAT  A0CTbN  HE €  LWMWMPOKO  pasnpocTpaHeH  nopaau
npegnonaraemMmua BUCOK PUCK OT BUCLEPasHU YBpEXAaHWA, TPyAeH AOCTbM U OrpaHWYeHo
paboTHO npocTpaHcTBO. [pencTaBAMe HalWMA ONUT B WM3MOA3BAHETO Ha NanapocKonusa npu
OVArHOCTMKA W le4eHMe Ha MNeyC Ha TbHKUTEe YepBa W HaW-yecTuTe MPUYMHU 33 KOHBepCusA.
Matepuann n metogm: Ot 2009 r. go 2016 r. B KAMHMKATa € M3BbpPLIEHA JlanapoCcKonuA 3a
AVArHOCTUYHU M TepaneBTUYHM Lenn npu 82 nauueHTU C KAMHUYHU U NapakAUHUYHU OaHHU 33
ypeBHa HEenpPoXoAMMOCT. BCUUYKM XMPYpruyHU npouesypu ce M3BbPLIBAT OT XMPYP3KU, KOUTO
MMaT ONUT B NlanapoCKonckaTta xupyprua. CpegHaTa Bb3pacT Ha onepupaHuTte e 53,5 roaunHu
(21-86 roannu), a 70,7% (58/82) ca skeHun. CpegHata UTM Ha nauueHTuTe e 6mna 28 kr/ m2 (22-
34). 30,4% (25) ca Mmanu npeaxoneH enusog Ha 4YpeBHa HenpoxoaumocT. Cpea Tasu rpyna
HAMa NauueHTU ¢ neputoHUT. Pesyntatu: MpeobpasyBaHeTo e Heobxoaumo npu 28 (34,1%)
naumeHTN. Hue npuemame KaTo npeobpasyBaHe BCEKM MbT, KOraTo € HanpaBeHa nanapoTomus,
He3aBUCMMO OT nosBoaa. [lpuMyYMHUTE 33 KOHBEPCUMTE Ca: MCXEeMMYHA HeKpo3a, M3MCKBaLLa
pesekuma B 4 cayyad, 1 mayMeHT ¢ meseHTepuanHa Tpombosa, 1 aTporeHHa nepdopaums, 18
TPYOHW UM3CNeABaHMA, MPUM KOUTO AMArHo3aTta € HeBb3MOXHO Aa ce noctasn M 4 nopagu
HEBB3MOXKHOCT 33 M3BbPLIBaAHE Ha aaxeonunsa. HabnoaasaT ce MHTPaonNepaTUBHU YCAOKHEHUA.
npuv ABama NauueHTU B paHHaTa $a3a Ha u3cnenBaHeTo - ATPOreHHW nepdopaumm Ha TbHKUTE
yepsa. MpuunHaTta 33 ToBa Oelle WM3NON3BAHETO Ha rpeleH WUHCTPYMEHT 33 MaHUNyaMpaHe Ha
AMCeKTopa Ha YepsaTta. 3a nbpBMA nNauMeHT 6Axa M3BbPLUEHM KOHBEPCUA M 3aluMBaHe, 3a
BTOPUA - IaMAapOCKONCKU LWeB. 3akatoueHune: JlanapoTtommATa BCe OLLe € 3NaTHWUAT CTaHAapT 33

ne4yeHMe Ha 4YpeBHa HenpoxoaMmocT, HO JnanapoCKonnAta € noaxodAauw, AUnarHoCtuyeH
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WHCTPYMEHT 33 MWAEHTUOMUMPAHE HA NPUYUMHUTE 33 YpeBHA HEMNPOXOAMMOCT C BUCOKA
TepaneBTMYHA edeKTUBHOCT , Bce mak MHOro ronam 6poi NauMeHTU W3UCKBAT MPexos Kbm
OTKpUTa xupyprua. barata Kpmea Ha obyyeHue U HeNpaBUAHUAT noabop Ha nNaumeHTUTe morat

Aa Ce CYUTAT 3@ OCHOBHUTE NPUYNHU 3a TOBaA.

Abstract

Small bowel obstruction is a major cause of emergency hospitalization in surgical wards. Most
patients respond to conservative therapy, but 30% require surgery. Conventional surgical
treatment is performed by laparotomy. The laparoscopic access is not widespread because of
the supposed high risk of visceral damage, difficult access and limited workspace. We present
our experience in the use of laparoscopy in the diagnosis and treatment of small bowel ileus,
and the most common causes for conversion.Materials and Methods: From 2009 to 2016, in
the clinic, laparoscopy for diagnostic and therapeutic purposes has been performed in 82
patients with clinical and paraclinical data for intestinal obstruction. All surgical procedures
were performed by surgeons experienced in laparoscopic surgery. The average age of the
operated was 53.5 years (21-86 years) and 70.7% (58/82) were female. The average BMI of the
patients was 28kg/m2 (22-34). 30.4% (25) had a prior episode of intestinal obstruction. Among
this group, there were no patients with peritonitis.Results: Conversion was necessary in 28
(34.1%) patients. We accept as conversion every time when a laparotomy was made, regardless
of the occasion. The reasons for the conversions were: ischemic necrosis requiring resection in
4 cases, 1 patient with mesenteric thrombosis, 1 iatrogenic perforation, 18 difficult
explorations, where a diagnosis was impossible to make, and 4 due to inability to perform
adhesiolysis.Intraoperative complications were observed in two patients in the early phase of
the study - iatrogenic small bowel perforations.The reason for this was using the wrong
instrument for manipulating the bowel - dissector. For the first patient, conversion and suture
were performed, for the second - laparoscopic suture.Conclusion: Laparotomy is still the gold
standard for treatment of intestinal obstruction, but laparoscopy is an appropriate diagnostic

tool of identifying the causes of intestinal obstruction with high therapeutic efficiency. Still, a
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very large number of patients required conversion to open surgery. The long learning curve and

the improper selection of patients could be considered as the main reasons for this.

Nel7. Tabakov M., Filipov A.; Laparoscopic Ventral Hernia Repair; Scripta Scient. Med 48,
suppl.1, 2016;

Pestome.

BbBeseHue: BeHTpasHaTa XepHUA e 4ecTo cpewaH npobnem B pPyTUHHATa XUpypruvecka
NpaKkTMKa. Pa3BMTMETO Ha NanapoCKOMCKaTa TeXHWKA W TEXHONOrMA HanpaBu Bb3MOXKHO
MWHUMANHO MHBA3MBHUA PEMOHT Ha xepHua. Len: HactoAawoTo npoyysaHe cbobuiaBa 3a onuT
B eHa MHCTUTYLMA C NanapOCKOMNCKaTa Bb3CTaHOBABAHE HA BeHTpasHa xepHuA. MaTepuanu u
metogn: OT anyapu 2012 r. po gekemspu 2015 r. 92 naymeHTM C NBPBUYHM WMAN pe3um
BEHTPA/IHW XEPHUU Ca HACOYEHM 32 NanNapPOCKOMNCKO Bb3CTAaHOBABaHE Ha xepHuAa. OnepupaHute
naumeHTM ca npocneasBaHn B npoab/iKeHne Ha 24,7 meceua = 13,2 meceua (1-48).
Jemorpadcknte napameTpyM Ha KoxopTaTa, ONepaTMBHO Bpeme, NOCTONepaTMBEH NpecTomn,
OLEeHKAa Ha cnegonepaTMBHaTa 60sKa no VAS Ha 244 1 7-mu crefonepaTMBEH AE€H, UHTPa- U
cneflonepaTtMBHU YC/IOXKHEHMA, peuuMamBuM U CKOPOCT Ha KoHBepcuA. Pesyatatu: Tpuma
naumeHTn (3,26%) 6sAxa NpeBbpHATM B OTKpUTa npoueaypa. CpefHaTa Bb3pacT B JieKyBaHaTa
royna e 59 rognHu * 14. 37 (41,6%) ca mbxe u 52 (58,4%) - KeHW. 27% OT /ieKyBaHUTe
naumeHTn ca 6mam 60aHKU OT 3aTabCcTABaHe. CpeaHOTO Bpeme Ha paboTa Ha JlanapocKorncKaTa
rpyna e 111,17 muH. = 34,08. 24 yaca cnepg npouenypaTa cpegHaTa oueHKa Ha 6onKaTa 3a VAS e
6,23, a Ha 7-ma nocrtonepatmseH AeH - 2,23 t 0,73. [llocTtonepaTtUBHUTE YCAOXKHEHWA ca
HacTbnuan B 24,7% oT ciaydyamTe. HabnogasaHu ca eanH peunamB Ha XePHUA U ABe XePHUU Ha
MACTOTO Ha NpucTaHuweTo. Taka obLlaTa YecToTa Ha peuuauBUpaHe Ha XepHusa e buna 3,37%.
KAWMHUYHO 3HauMmun cepymu, pas3sutu npu 9 naumeHtn (10.1%), v u3gyTMHATa Ha KopemHaTa
CTeHa e HabnwaasaHa npu YeTupuma. Hactbnu egHa MHOEKUMA Ha MpeKaTa, KOATO HANMOXM
npemaxsaHe Ha OKOTOo. EAWH MauueHT umale ynopuTa cneponepatuBHa 60sKa, KoATo
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NPOABL/XM MOBeYe OT LWeCcT meceua cfef onepauuAatTa. 5 nauymeHTM npeTbpnAxa BTOpa
onepauma - 2 OTCTPaHABAHMA Ha XeMaToOM, 2 ApeHaXa Ha cepoma M 1 oTcTpaHABaHe Ha OKOTO.
30-gHeBHaTa cMbpPTHOCT B rpynata e 0% 3akntoueHue: J/TanapoOCKOMNCKUAT PEMOHT Ha MbPBUYHU
N pesun BEHTPaNHU XEPHUU € TEXHUYECKM OCbLLEeCcTBMM U Be3onaceH cbC CTEMEH Ha peuuams,
nogobHa uAWM AOpuM MO-HWCKA B CPaBHEHME C OTKpUTMTE npouenypu. B cblwoto Bpeme
NIanapoCKONCKUAT NOAXOA Ce Bb3MOJI3Ba OT MO-MAaJIKO YC/JAOXKHEHUA HA paHata UM BCUYKMK

oCTaHanun fobposetenn Ha MUHUMANHO MHBA3MBHATA XMPYPrUs.

Abstract

Introduction: Ventral hernia is a common problem in the routine surgical practice. The
development of the laparoscopic technique and technology made the minimally invasive hernia
repair possible. Aim: The current study reports a single-institution experience with the
laparoscopic ventral hernia repair.Materials and Methods: From January, 2012 till December,
2015, 92 patients with primary or incisional ventral hernias were referred for laparoscopic
hernia repair. The operated patients were followed for 24.7 months +13.2 months (1-48). The
demographic parameters of the cohort, operative time, postoperative stay, postoperative pain
score along VAS on 24h and 7th postoperative day, intra- and postoperative complications,
recurrence rate and conversion rate were recorded. Results: Three patients (3.26%) were
converted to an open procedure. The mean age in the treated group was 59 years +14. 37
(41.6%) are male and 52 (58.4%) - female. 27% of the treated patients were morbidly obese.
The mean operative time of the laparoscopic group was 111.17min.+34.08. 24 hours after the
procedure the mean VAS pain score was 6.23 and on the 7th postoperative day - 2.23+0.73.
Postoperative complications occurred in 24.7% of the cases. One hernia recurrence and two
port-site hernias were observed. Thus, the overall hernia recurrence rate was 3.37%. Clinically
significant seromas developed in 9 patients (10.1%) and abdominal wall bulging was observed
in four. One mesh infection, which mandated mesh removal, ensued. One patient had
persistent post-operative pain, which lasted more than six months after the operation. 5
patients underwent a second surgery - 2 hematoma removals, 2 seroma drainages and 1 mesh
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removal. The 30-day mortality rate in the group is 0%Conclusion: The laparoscopic repair of
primary and incisional ventral hernias is technically feasible and safe with a recurrence rate
similar or even lower compared to the open procedures. At the same time, the laparoscopic
approach benefits from fewer wound complications and all the others virtues of the minimally

invasive surgery.

Ne 18. Filipov A, Tabakov M., Benischev B, Ivanov |, Andonov D; Laparoscopic total mesorectal

excision based on 100 cases; Scripta Scient. Med 48, suppl.1, 2016

Pesiome.

BbBeseHue: JlTanapocKONCKaTa PeKTasiHa pe3eKkuus e LWUPOKO Bb3MPUET MeToq 3a XMPYPruyHO
NleyeHMe Ha pak Ha peKkTyma. [laumeHTUTe, NeKyBaHW C /NlanapoCKOMWA, ce Bb3NOA3BAT OT
obwuTe NpeanMMcTBa Ha MWHUMANIHO WHBA3WMBHUA NOAXOA Mpej OTKpUTaTa XMPYyprusa, AOKaTo
ABATOCPOYHUTE OHKONOTMYHM pes3ynTatu ca cpaBHUmU. Llen: Llenta Ha ToBa npoy4ysaHe e Aa
3amno3Hae 7-rogulliHKA onuT Ha 4-Ta XMPYPruyHa KanHuka Ha YMBAJICM ,H.U.Muporos" EAg c
nose4ve ot 100 nanapoCKONCKM peKTasHM pe3ekuun 3a pak. Matepuanm n metogm: OT AHyapwu
2009 r. po pekemspu 2015 r., 104 ca wm3BbPWEHW NANAPOCKOMNCKM pPEKTANHU pe3eKkuun c
fleyebHO HamepeHue. BKaoYeHM ca camo naumeHtTM ¢ cT1-cT3 Tymopu, 6e3 paHHM 3a
oTaaneyeHn meTactasu. Pesyntatu: WMscnegsaHata rpyna BKAouBa 69 (66,34%) mbike u 35
(33,66%) »eHu, Ha Bb3pacT mexay 34 n 86 roamHu, cbe cpeaeH UTM 26 kr/ m2 (21-32 kr/ m2).
Cnopef noKanus3auuATa Ha Tymopa OT aHa/HUA pbb, NauMeHTUTe ca pasfefieHu B TPWU rpynu:
npokcumaneH pektym (10-15 cm) - 34 (32,7%); cpeaeH pektym (5 <10 cm) - 47 (45,2%) un
auctaneH pektym (<5 cm) -23 (22,1%). 36 (56,2%) nauneHTU ca nNpemMuHaAnM HeoaAtoBaHTHA
nbyetepanua. 12 (18,8%) ot onepupaHuTe naumeHT ca 6munm B natosorndeH etan |, 23 (35,9%)
- etan I, 29 (45,3%) - etan lll. Mpem1MHaBaHETO KbM OTKpWUTa npoueaypa € U3BbpLeHO B 5
cnyyasa (3,84%). CpegHoTo onepaTuBHo Bpeme Hewe 180muH. (120 - 420muH.), A cpeaHaTa
3aryba Ha KpbB e 80ml (20-800ml). @yHKuMATa Ha 4YepBaTa Ce Bb3CTaHOBABA B

cnegonepatmBHua aeH 2 (1-7). CpegHuaT npectol B 6onHnua e 6un 5 aHu (3-17). YcnoxHeHus
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ca HabnwgasaHu npu 8 naumeHTM (5,12%). J1anapOCKOMCKM JieKyBaHUTe MaLMeHTM ca
npocnegasaHn cpegHo 3a 24 meceua (3-36). ObwaTta YyectoTa Ha peunanBuTe Ha paKka bewe
15,6%. 3akntoueHue: JTanapoCKONCKUTE peKTasHWU pe3eKUMM 33 paK Ha peKTyma ca b6esonacHu
npoueaypu, KOMTO NpeBUILIABAT OTKPUTUTE MHTEPBEHLMW C NMO-MaJIko ciegonepaTuBHa 60Ka,
no-masko 3aryba Ha KpbB, No-6bp30 Bb3CTAaHOBABAHe Ha paboTaTa Ha 4yepBaTa, MO-KpPaTbk
npector B 6OMHULA W OTAINYEH KO3METUYEH edeKT OT NoAobHUM ABATOCPOYHU OHKOMOTUYHU

pe3ynTaTu.

Abstract

Introduction: Laparoscopic rectal resection is a widely adopted method for surgical treatment
of rectal cancer. The patients treated by laparoscopy benefit from the general advantages of
the minimally invasive approach over the open surgery, whereas the long-term oncologic
results are comparable. Aim: The purpose of this study is to introduce the 7-year experience of
the 4th Surgical Clinic, UHATEM "N.I.Pirogov* with more than 100 laparoscopic rectal resections
for cancer.Materials and Methods: From January, 2009 till December, 2015, 104 laparoscopic
rectal resections with curative intention were executed. Only patients with cT1-cT3 tumors,
without evidence of distant metastases, were included.Results: The study group included 69
(66.34%) men and 35 (33.66%) women, between 34 and 86 years of age, with mean BMI
26kg/m2 (21-32 kg/m2). According to tumor localization from the anal verge, the patients were
separated in three groups: proximal rectum (10-15cm) - 34 (32.7%); middle rectum (5<10cm)-
47(45.2%) and distal rectum (<5cm) -23 (22.1%). 36 (56.2%) patients had undergone
neoadjuvant radiotherapy. 12 (18.8%) of the operated patients were in pathologic stage I, 23
(35.9%) - stage I, 29 (45.3%) -stage lll. Conversion to open procedure was done in 5 cases
(3.84%). The mean operative time was 180min. (120 - 420min.) and the mean blood loss was
80ml (20-800ml). The bowel function recovered on postoperative day 2 (1-7). The mean
hospital stay was 5 days (3-17). Complications occurred in 8 patients (5.12%). The
laparoscopically treated patients were followed up for an average of 24 months (3-36). The

general cancer recurrence rate was 15.6%.Conclusion: The laparoscopic rectal resections for
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rectal cancer are safe procedures that outweigh the open interventions with less postoperative
pain, less blood loss, faster recovery of bowel function, shorter hospital stay and excellent

cosmetic effect, by similar long-term oncologic results.

Ne 19. Popivanov Gl Inkov I.,Kovatchev G.Kiossev K. ,Tabakov M., Philipov A., Petrov
Hr.,Stefanov D.,Ajderian S.,Ribarov R., Mutafchiiski V.; Negative pressure wound therapy in
wartime wounds - case series and review of the literature; International Journal of Surgery and
Medecine, June 2018;
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Pestome:

TEPANNA HA PAHU C OTPULIATE/ZIHO HANATAHE NPU PAHU OT BOEHHO BPEME- CEPUA OT
CNYYAU U NPEMNEQ HA TNTEPATYPATA

PE3IOME,BbBegeHue: Ibaro speme BOeHHaTa AOKTPMHA HECbMHEHO 3afABABalle, Ye paHuTe oT
BOEHHOTO Bpeme TpAbBa [a ce TpeTupar ypes ae3nHdeKuma, NnpomMmuBaHe, NpeBpb3Ka, HaNoeHa
¢ ¢usnonornyeH pasTBOpP WM BTOPUYHO 3apacTBaHe. Bbnpeku TOBa, HOBATa peasIHOCT Ha
NpOMeHeHaTa [OKTPUHA 3a BOEHHM [AeUCTBUA U  MeaMUMHCKa nomoly (nogobpeHaTa
[OXOCMUTaNHA FPUXKa, NO- BUCOKMAT MNPOLEHT Ha ouenenute ¢ obwupHa 3aryba Ha Meku
TbKaHK, No- 6bp3a eBaKyaumsa) HaNOXKM NpPOMsHaTa Ha Tasu napagurma u gosege Ao 6bP30TO
npunaraHe Ha TPOH npu neyeHneto Ha CNOXHUTE OOWMHM paHWU. Bbnpekn obwwmpHaTa
AuTepaTtypa, KOATO ce 3aHMMaBa C pasnnyHuTe acnektm Ha TPOH, uma HAKONKO nopeguum,
KOUTO cboblLaBaT 3a M3MONA3BAaHETO My MPM pPaHW OT BOEHHO Bpeme. Llenta Ha HacToswoTo
npoyysBaHe e Ja npeacTaBM 4YacT OT HawuA ONUT M Aa M3BbPLWM CbBPEeMeHeH nperneq Ha
HanuyHaTa JAuTepatypa. Martepuanm wu metogu: [peactaBeHn ca obwo Tpu Apobpe
OOKYMEHTMPaHU CcAy4dan, ynpaBafABaHW OT HalWMA eKun- ABa C B3PpUBHA TpaBmMa W eauH ¢
HapaHABaHe OT OrHecTpesHO opbXue. TbpceHe Ha nutepatypa 8 PUBMED ¢ nomowra Ha
cnefHUTE KAOYOBM AymU - 60IMHa / BoeHHA paHa / HapaHaBaHMA.OcBeH ToBa bHele U3BbLPLLIEHO
TbpPCEHE Ha pbKa Ype3 KpPbCTOoCaHa npenpaTka. bAxa BKAOYEHM BCUMYKKU AO0Knagu oTHocHo TPOH
3a OOMHM paHM Ha KpalHUUUTE M Ha MEKMTEe TbKaHW, C U3K/IYEHME Ha AOKNALMUTE 3a Caydas.
CnefHUTE NPOMEHAUBM DAXa aHANUM3MpPaHW: MexaHW3bm Ha HapaHABaHe (B3pwB/ u3cTpen c
OTFHECTPEeNHO OpbXKue), bpoi Ha MauMeHTUTe U paHUTe, BPO CMEHM Ha NPEBPb3KUTE, CPEAHOTO
Bpeme 3a M BUA Ha 3aTBapsAHe, YecTOTa Ha amnyTauuATa, CTeNeHTa Ha YC/AOXHABaHe Ha paHaTa
n Knanata. Pesyatatu: O6bwo 1038 agoknaga 6sxa HamepeHu ypes PUBMED n gonbaHUTENHOTO
PbYHO TbpCeHe C NOMOLLTA Ha KpbcTocaHa npenpatka. OT Tax 17 3arnasua ce cyetoxa 3a
npuemnumeu. [lga ciyvyas M 4eTUPU PeLEeH3UN 6AXa M3KAYEHW, AOKATO AeceT c/lyyasa U efHo
CPaBHUTE/NIHO Mpoy4YBaHe bOsAxa BKAOYEHW B aHanu3a. 3aknwuveHue: B memeHta TPOH wrpae
Ba)KHAa PoONA B JiedyeHMEeTo Ha OOMHWTE paHKW, HO Ha TO3M eTan He MoraT fAa Ce HanpasAaT

NPenopbKKM, OCHOBAHW Ha AOKasaTe/ncTBa. Bb3 OCHOBa Ha Ha/iMyHaTa AuTepaTypa e TPYAHO Aa

n
ZTJ Pestomema Ha nybaukayuu u 00Kaaou Ha 0oy. 0-p AHmoHul ToH4yes Dununos, om



ce Hanpasu m3BoabT, Ye TPOH HAmansaBa cTteneHTa Ha MHOEKUMM HA paHaTa WM 4vecToTaTa Ha
amnyTauuATa, NMopagu HUCKOTO KAYecTBO Ha MPOy4YBaHUATA U MHOrodGaKTOPHOTO onpenensaHe
Ha Te3nM MPOMEHNMBU. Bbnpekn TOBa, C M3KAWOYEHME HA [06pe no3HAaTUTe MOA3M KaTo
eBaKyauua Ha TeyHoCTTa, CTUMyJaauMAa Ha TrpaHyaMpawata TbKaH W NOArOTOBKaTa 3a
OKOHYaTe/IHO 3apacTBaHe, B OolHaTa o6cTtaHoBKka TPOH npeanara HAKOMIKO 3HA4YMTeNHU
npeanmcTsa npef KOHBEHUMOHANHUTE MNpPeBpb3KU- HamaseHaTa HyXaa OT CMAHA Ha
npeBpb3KaTa 3anasBa LEHHUTE W OrpaHUYeHW BOEHHW pecypcu Kato paboTHa cuna u Bpeme,
ocurypasa no- 6e3omnacHO eBakyMpaHe CbC 3HAYUTENHO nofobpeH KOMPOPT Ha MNaUUeHTUTE U

MeAUNLMHCKMA eKun.

KniouoBu gymu: BoeHHO Bpeme, 60MHU paHu, KpanHuum, TPOTI.

ABSTRACT Introduction: For a long time, the military doctrine inarguably stated that wartime
wounds must be managed by debridement, lavage, saline-soaked dressing and healing by
secondary intention. However, the new reality of the changed warfare and medical support
doctrine (improved prehospital care, a higher rate of survivors with extensive soft tissue loss,
faster evacuation) forced the change of this paradigm and led to the rapid implementation of
NPWT in the treatment of the complex combat wounds. Despite the large body of literature
dealing with various aspects of the NPWT, there are few series reporting its use in wartime
wounds. The aim of the present study is to report a part of our experience and to perform a
state-of-art review of the available literature. Material and methods: A total of three well-
documented cases managed by our team are presented - two with blast trauma and one with a
gunshot injury. Literature search in PUBMED using the following keywords -combat/warfare
wound/injuries. Additionally, a manual search was performed through cross-reference. All
reports concerning NPWT of combat wounds of extremities and soft tissue except for case
reports were included. The following variables were analysed: mechanism of injury
(blast/gunshot), number of the patients and wounds, number of dressing changes, the average
time to and type of closure, amputation rate, wound and flap complication rates. Results: A

total of 1038 papers was found through PUBMED and additional manual search using cross-
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references. Of them, 17 titles were considered eligible. Two case reports and four reviews
were excluded, whereas ten case series and one comparative study were included in the
analysis. Conclusion: Currently, NPWT plays an essential role in the treatment of the combat
wounds, but no evidence-based recommendations could be made at this stage. Based on the
available literature, it is difficult to conclude that NPWT diminishes the rate of wound infection
and amputation rate due to the low quality of the studies and the multifactorial determination
of these variables. Nevertheless, except for the well-known benefits such as evacuation of
fluids, stimulation of granulation tissue and preparation for definitive closure, in combat
setting NPWT offers several significant advantages over the conventional dressings - the
reduced need for dressing changes saves the precious and limited wartime resources such as
manpower and time, provides safer evacuation with significantly improved patient's and

medical crew's comfort.

Ne20. Mutafchiyski V.,Popivanov G.:Tabakov M.,Vasilev V.:Kjiossev K.:Cirocchi R.;Philipov
A.;Vaseva V.:Baitchev G.:Ribarov R.; Cystic echinococcosis of the breast - diagnostic dilemma or
just a rare primary localization; Folia Medica; Manuscript Number - FQUAMED-D-19-00083R1;

Pestome.

BveBeaeHue

Bbnpekn ,4ye 4yepHuAT Apob Kn Oenute apoboBe ca HaAM-4ecTo 3acerHaTm MNpM  KUCTO3HA
€XMHOKOKO03a, KMCTUTEe MOoraT Aa ce pa3BMAT BbB BCAKA BUCLepa W TbKaHW. Mbpaata e pagka
MbPBUYHA SIOKANM3ALMA C MAJIKO C/ly4aun, ONUCaHW B nTepaTypaTa. MpeactaBame npernes Ha
CbCTOSHMETO U OB6CbHKAAME Bb3MOXKHUTE Bb3MOXKHOCTM 3@ Pa3NpOCTPaHEHWe, AMArHOCTUKA U

ne4yeHune. metoaun

N3BbplieHo e TbpceHe Ha nutepaTtypa 8 PUBMED c nomowTa Ha Ka4oBUTE AYMU ,XUAATUAHA
bonect", ,KMCTMUYHA €XMHOKOKO3a" M ,,eXMHOKOKO3a Ha rbpaaTa" 6e3 orpaHMyYeHMe Ha BPemeTo.
BkntoueHM ca camo NpoyyBaHMA, OTYMTALLM KUCTUYHATA EXMHOKOKO3a Ha rbpaara.

Pesyntatn. O6wo ca goknagBaHu 121 cnyyas C KMCTO3HA €XMHOKOKO3a M 2 C a/iBeosiapHa

eXMHOKOKo3a. 06wo 52 cayyas 6axa BKAOYEHU B aHanusza. CpeaHUAT pasmep Ha Kuctute belwe
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55 cm (1,7-12). Hai-yecTo cpelwaHOTO K/AMHWYHO MNpeacTaBaHe e 6es3bonesHeHa Oyuka,
npeacraseHa oT 4 meceua Ao 19 rogMHW npegu OKoHYaTenHaTa guarHosa. [loBeyeTo cay4yau
MmaT msonupaHa CE Ha rbpaaTta, B MasKO Ma/JIUMHCTBO MMalLEe CUHXPOHHM JIOKanMsauuu -
beapeHaTa, 6eapoTto n bennte gpobose n npegunwHaTta CE Ha YyepHua gpob. MNoseyeTo ca GuK
akTMBHM CL 1 CE1-2 Knctun (72%). YNTpasBYyKbT ce M3M0/3Ba AMArHOCTMYHA MoZanHocT npu 83%,
nocnegsaHa ot mamorpadua (35%). ®uHa acnupaumsa Ha urnata e cbobueHa B 27 cay4as C

nosIoXnTenHa HaxogKa B 59%.

3akntoyeHune.B cnyyanTe ¢ KUCTO3HM 1€3UN OT EHAEMUYHU PErMoHU npegnarame aa ce usbarsart
BCAKAKBU AMArHOCTUYHU UHCTPYMEHTU, C U3KAloYeHMe Ha mamorpadua u / nam CALL. CT u MRT
Ca NO-TOYHMU, HO CKbMU MHCTPYMeHTU, 6e3 noTeHLuMan Aa ce NPOMEHU XMPYPruyeckaTa TaKTUKa.
3a pasnuka oT apyrute nokanmsaummn Ha CE, WMpoKaTa eKCUuM3UA Ha KUCTUTE e Hal-pobpuAat

noaxon 3a AMarHoOCTUKa U ieyeHue

Abstract.
Introduction

Although the liver and lung are most frequently affected in cystic echinococcosis, the cysts may
develop in any viscera and tissues. Breast is a rare primary localization with few cases
described in the literature. We present a state-of-art review and discuss the possible spreading,

diagnostic and treatment options. Methods

Literature search in PUBMED using the key words ,hydatid disease", "cystic echinococcosis"
and "breast echinococcosis" without limitation of the time was performed. Only studies

reporting breast cystic echinococcosis were included.
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Results. Overall, 121 cases with cystic echinococcosis and 2 with alveolar echinococcosis were
reported. A total of 52 cases were included in the analysis. The mean size of the cysts was 5.5
cm (1.7-12). The most common clinical presentation was painless lump presented from 4
months to 19 years before the final diagnosis. Most cases had isolated breast CE, in small
minority there were synchronous localizations - femoral, thigh and lung, and previous liver CE.
Most were active CL and CE1-2 cysts (72%). Ultrasound was used diagnostic modality in 83%,
followed by mammography (35%). Fine needle aspiration was reported in 27 cases with

positive finding in 59%.

Conclusions

In cases with cystic brest lesions from endemic regions we suggest that any diagnostic tools
except for mammography and/or US should be avoided. CT and MRT are more accurate but
expensive tools without potential to change the surgical tactic. In contrast to the other

localizations of CE the wide excision of\he cysts is the best diagnostic and treatment approach
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