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A sebész celja Crohn-betegségben

» Recurrentia esélyének csokkentése

* Bélmentés

4
(4
» Varratelégtelenség kocénak
csOkkentése
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Laparoscopia vs. nyitott mutét Crohn-betegsegben?

Statement 4.11: ECCO CD Treatment GL - SURGICAL [2024]
We recommend a laparoscopic approach as the first line in
abdominal surgery for CD [EL2]

00

Laparoscopos mutét jobb: Per os Iés felépites

* Passage megindulasa

« Korhazi bentfekvés ideje

» Perioperativ komplikaciok el6furdulasa

* Mortalitas, morbiditas

» Reoperacidk posztop. sérv vagy adhesiok

« Kozmetikai eredmények
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Laparoscopia vs. nyitott mutét Crohn
betegsegben?

Hosszu tavu recurrenctia és varratelégtelenség szempontjabal
azonos eredmenyek a nyitott és laparoscopos mutéteknél

Table I. Recurrent discase on 27 LC versus 29 OC patients

LC (patients, %) OC (patients, %) P value
Mean follow-up, yrs (SD) 9.97 + 3.17 10,98 = 1.38 .64
Colonoscopy during follow-up 18 (66.7%) 22 (75.9%) 45
Fndoscopic Tecurtence T2 134809 1655 2
Radiological recurrence 13 (48.1%) 15 (51.7%) .89
First surgical recurrence 8 (25.9%) 8 (27.6%) .89
In-hospital medical treatment for recurrent disease anytime 2 11l.1%) 2 (h.9%) .83
o
Perioperative complication Number of Total number of Laparoscopic Open 952 Confidence P Value 12
studies patients surgery interval

Al 30 2300 12.00% 17.90% 058 - 086 000l 0%

Wound infection 25 1670 5.808 6.10% 086 060 - 135 043 0%

Pralarnged Heus/ bowel obstruction 14 1012 3.9086 4 70% 0E3 048 - 1.42 049 0%

Respiratory complication 11 825 0.8086 2.50% 057 025 - 133 0.1 0%

Lrinary tract infection 5 367 1.9086 3.30% 055 021 - 202 046 0%

Anastamatic leak 12 1261 2708 2.70% | 1 055 - 132 1 0%

Intraabdorminal abscess 15 1121 27086 4.40% D&% 039 - 120 0.1 0%

<30 day resperation 13 N7 2.40% 400% 072 037 - 138 032 0%

« Pate SV et al.: Laparoscopic surgery for Crohn's disease: a meta-analysis of perioperative
complications and long term outcomes compared with open surgery. BMC Surgery2013 May
24;13:14

* Stocchi L et al.: Long-term outcomes of laparoscopic versus open ileocolic resection for Crohn'’s
disease: follow-up of a prospective randomized trial. Surgery. 2008;144(4):622-8.
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Korai muteét vs. hosszu bioldgiai kezeles?
Ballonos tagitas vs. mutét

Journal of Crohn's and Colitis, 2024, 18, 1556—1582

https://doi.org/10.1093/ecco-jcc/jjae089

Advance access publication 15 June 2024

Ecco Guideline/Consensus Paper OXFORD

ECCO Guidelines on Therapeutics in Cron’s Disease:

Surgical Treatment

Statement 4.6: ECCO CD Treatment GL - SURGICAL [2024]
We recommend endoscopic balloon dilatation as a treat-

S s e

when technical expertise is available [EL2]

Statement 4.12: ECCO CD Treatment GL - SURGICAL [2024]
We recommend laparoscopic resection as an alternative to
infliximab [EL2] or adalimumab [EL4] therapy in patients
with limited terminal ileal or ileocaecal disease

El6adé fotdja
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Pozitiv resectios szel mint a recurrentia predictiv
faktora?

Author Year OR 5% Cl Weight (%)
Penninglon 1980 15 0M-339 810 —
Heuman 1983 11 042- 27 r.2r
Digestive and Liver Disease 55 [2023) 1611-1620 E:;EQ'.EN ::g 1;: zui?..sgé? Eg
Kotanagi 1991 10 040- 250 7.38
Contants lists available at SciencaDirect f““l Eg; l’? 1%?.‘13-.5% 2':63 =
Nygaard 1977 112 301-41.94 549 ——
" . 4 . 11 09 27, 7.7 i
5 Digestive and Liver Disease Seoodeh 201 15 002-ad 175 —lm—
F N t Riawt 2020 21 104- 443 41 ——
FLSEVIER journal hemepage: www.elsevier.com/locate/dld m fg;g 13 gg; ;? Igg =
Sokal 2009 26 1.24- 53 838 —a—
Meta-Analysis Summary 238 154-3.68 <&
Positive margins and plexitis increase the risk of recurrence after L e
ileocecal resection: A systematic review and meta-analysis 12268 2%
1822 patients included " ye— —T T 1

(-1 020 052100200 £00 1ODZ  £H00

Clara Yzet*!, Clémentine Riault®, Franck Brazier? Lucien Grados® Eric Nguyen-Kha
Denis Chatelain®, Charles Sabbagh®, Anthony Buisson, Momar Diouf*, Fig. 1. Risk of clinical recurrence in patient with or without pasitive margin. OR, Odds Ratio; C1, confidence intervals.
Mathurin Fumery '

Author Year OR 95% €1 Welght (%)

Fazio 1996 165 064- 432 1336 ——
Penninglon 1980 147 058 287 1302 —ri—
Cooper 1986 064 020-208 879 — W |—

Adloft 1967 154  042- 559 i1 ——
Kolznagi 1991 093 034. 256 1184

Bergamaschi 2000 112 0.41- 302 1235

Avidan 2005 275  106. 717 1325 —
Riauft 2020 407 1.36-1215 1016 ——
Jaeck 1987 132 044- 401 9,03 - -l -
Summary 152  1.07.218 |-
Q{at=8)=8.02

P=0.4310

12-0.0%

e e o..as ot:n R0 100 :;o s:n -.slm u:an

Flg 2. Risk of surgical recurrence in patient with or withour positive margin. OR, Odds Rario; O, confidence intervals.
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Pozitiv resectios szél és a
varratelégtelenseg

* Varratelégtelenség

Hianyoznak a nagy esetszamu tanulm

00 metanalizisek
o
. o . e . : \ DR .
Schineis C et al.: Microscopic inflamma \Yileocecal specimen does not

correspond to a higher anastomotic leakage rate after ileocecal resection in
Crohn's disease. PLoS One . 2021 Mar 4;16(3):e0247796.

Tahle 2. Effect of inflammation at the resection margins on anastomotic leakages after ileocecal resection.

No anastomotic leakage, n= 113 Anastomotic leakage, n = 17 p-value
Inflammation at proximal resection margin 23(203) 6 (35.3) 017
Inflammation at distal resection margin 3(2.7 1{5.9) 047
Inflammation at both ends 11(9.7) 2(11.8) 0,80
Any inflammation 37(32.7) 9(52.9) 0.11
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[leocoecum resectio +/- meseterium eltavolitasa

Bakterialis transzlokacic| statement 4.15: Ecco cbTreatment GL - SURGICAL 120241
. 7 . There is insufficient evidence to recommend extensive
Ke IN g esl| Zzava I’? mesenteric excision in surgery for ileocecal CD [EL4]

Technikai nehézségek?

dournal of Crohn's and Colitis, 2018, 1133-1150
doi:10.1093 /acco-jec/jix 187

Advance Access publication January 4, 2018
Original Article

Original Article

Inclusion of the Mesentery in lleocolic Resection
for Crohn’s Disease is Associated With Reduced
Surgical Recurrence

IBD LICENCKEPZES &

Magyar Gasztreenterolégiai Tarsasag

COLON SZEKCIO

1996 éta





Anastomosis: gépi vs. kézi; side-to-side vs. end-to-
end

* Klinikai kimenetelt befolyasolé tényezbk resectiot kovetéen, az anastomosis
megvalasztasa:

Széklet szabad aramlasa
Az anastomosis tagassaga

Széklet stasis csokkentés
Bél vérellatasa
Bacteralis tulszaporodas megel6zése

Dr. Sipka Rébert rajzai

L Eléado fotoi
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Anastomosis: gépi vs. kézi; side-to-side vs. end-to-end

Medicine
ISystematic Review and Meta-Analysis eICIne

Stapled side-to-side anastomosis might be benefit -
in intestinal resection for Crohn’s disease
A systematic review and network meta-analysis

Jin-shan Feng, MD*", Jin-yu Li, MS®, Zneng Yang, BS®, Xiu-yan Chen, BS®, Jia-jie Mo, MS®, Shang-hai Li, MS' _— HEEA
Treatment Effect Mean with 95%CI and 85%Prl
SSSA Vs HEEA e 0.32 (0.12.0.77) {0.01,13.99)
SESAvs HEEA —————— 0.94 (0.17,5.28) (0.01,138.78) SESA
HSSAvs HEEA ————— &1+ 0.51 (0.09,2.89) {0.00,76.08) s554
HSEA vs HEEA — 1.01(0.18,5.70) (0.01,149.98)
HESA vs HEEA » 1.39(0.12,16.28) (0.00,759.24) 2 2N ) LR ¢ 4 .
SESAvs SSSA — e~ 2096(067.13.07) (0.03.29585) ROVId tavu SZOVOd menyek'
7 7
HSSA vs SSSA e 1.62 (0.37.7.15) (0.02,162.20) -varrate | egte | e nseg
HSEA vs SSSA . 3.19 (0.46,22.26) (0.01,681.22)
HESA vs SSSA . 4.40 (0.44.43.59) (0.01,1763.98) - SSI
HSSAvs SESA  ——#——— 0.55 (0.12.2.38) {0.01,53.51 4 R4 A
- (013238) (001559 - egyéb szévédmenyek
HSEA vs SESA 1.08 (0.09,12.42) (0.00,572.57)
HESA vs SESA . 1.49 (0.15.14.58) (0.00,585.11)
HSEA vs HSSA . 1.97 (0.17.22.81) (0.00,1053.58) H s s s e d , k
HESA vs HSSA ———1&————  272(048,1560) (0.02.414.84) 0SSzu tavu szovo menye .
HESA vs HSEA r 1.38 (0.07.27.85) (0.00,2159.35) - recurren Cti a
1

o 0 1 55 2208
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Anastomosis: ECCO ajanlas (2016, 2019, 2024)

ECCO Statement 7D

Wide lumean stapled ileccolic side-to-side {functional and-
to-and) anastomosis is the preferred technique [EL1T]

Statement 6.5. ECCO CD Treatment GL [2019]

Stapled small-bowel or ileocolic side-to-side anasto-
moses are associated with lower rates of postoperative
complications than end-to-end anastomoses, in Crohn's
disease [EL3].

Statement 4.13: ECCO CD Treatment GL - SURGICAL [2024]
We suggest stapled side-to-side anastomoses in small-
bowel or ileocolic resections for CD [EL3]

El6adé fotdi
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Anastomosis: Kono-S anastomosis

Journal of Crohn's and Colitis, 2024, 18, 15561582
https://doi.org/10.1093/ecco-jcc/jjae089
Advance access publication 15 June 2024

Ecco Guideline/Consensus Paper

i 00
()
%%

Statement 4.14: ECCO CD Treatment GL - SURGICAL [2024]
We suggest that the Kono-5 anastomosis can be an alterna-
tive surgical approach to other types of anastomoses after
ileocaecal resection [EL3]
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Anastomosis: Kono-S anastomosis

Kono-S anastomosis:
* kombinalt gépi-kézi anastomosis
* funkcionalis end-to-end anastomosis
e antimesentericus

4
(4
ElGnyok: - end-to-end pozicio (ristalticu

- kézi anastomosis

- széklet akadalymentes aramlasa
- antimesenterialis pozicid (technikailag kdnnyebb kivitelezés)

- tag anastomosis

Kono T, Ashida T, Ebisawa Y, et al. A new antimesenteric functional end-to-end handsewn anastomosis: surgical prevention of
anastomotic recurrence in Crohn's disease. Dis Colon Rectum 2011; 54:586-592

IBD LICENCKEPZES &l COLON SZEKCIO I





Anastomosis: Kono-S anastomosis

Obi, M., DeRoss, A.L. & Lipman, J. Use of the Kono-S anastomosis in pediatric

Crohn's disease a single-institution experience. Pediatr Surg Int 39, 290 (2023).

httpsdoi.org10.1007s00383) . ; L.
El6add fotdi

Magyar Gasztreenterolégiai Tarsasag

IBD LICENCKEPZES COLON SZEKCIO

1996 éta





Anastomosis: Kono-S anastomosis - recurrentia

Techniques in Coloproctalogy (2024) 281127
https://doLorg 1010071015 1-024-02991-7

REVIEW

&

Effect of Kono-S anastomosis on reducing postoperative recurrence
rates in Crohn’s disease: a systematic review and :| CHhalysis

o
W.Lin"%- M. Lemke® - A. Ghuman' - P.T. Phang' - C. J. Brown' - M. ). Raval’ %% ent' - A. A. Karimuddin'

Endoscopos recurrencia rata: 41% vs. 48% (RR 0.86, 95% CI1 0.73-1.00, p =
0.05)

Sebeészi recurrencia rata: 2.7% vs. 21.0% (RR 0.13, 95% CI 0.06-0.30, p <
0.001)

0 0 0 - — 05)
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Penetralé Crohn betegség

Csoportositasa:

* (perianalis penetralé Crohn-betegség <] % D))

* nem-perianalis penetralo Crohn-betegPPCD)
* fistulaképzo6déssel jaré forma

* talyogképzddessel jaro forma
* kevert

Magyar Gasztroenterolégiai Tarsasag
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Fistulazé forma csoportositasa

Fistuldaz6é Crohn

Kulsé Bels6

a

Entero-enteralis

0@ bél kozott L Bél és mas szerv kozott

o
N ‘ Rectovaginalis: 4-9%
Entero-colonicus Enterovesicalis: 2-8%

Enyhe: <200 ml Cologastricus: 1%

s - o 0
K(?zepes 200-500ml 18-24% 29% Coloduodenalis: 5%
Sulyos > 500ml Enterosalpingealis 2%

Entero-cutan
6-16%

Hirten RP et al. : The Management of Intestinal Penetrating Crohn's Disease Inflamm Bowel Dis. 2018
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https://www.ncbi.nlm.nih.gov/pubmed/29331943
https://www.ncbi.nlm.nih.gov/pubmed/29331943
https://www.ncbi.nlm.nih.gov/pubmed/29331943
https://www.ncbi.nlm.nih.gov/pubmed/29331943
https://www.ncbi.nlm.nih.gov/pubmed/29331943
https://www.ncbi.nlm.nih.gov/pubmed/29331943

Enterocutan fistula kezelése

Enterocutan fistula
felismerése

|

Szepszis management

Folyadék resust. és elektrolit
rendezés

Széles spektrumu AB
Képalkotas, diagnosztika

UH/CT vez. drainage:
intraabdominalis abs. esetén

Lokalis feltaras és drainage:
ha sziikséges

—

Sebkezelés

Fistulajaratot azonositani és
elkiloniteni az egyaleests|

o
Meghatérozni a c<]

-Low-output<200
-High-output>500mL/24h

NPVT kezelés: ha sziikséges

—_

Taplalas optimalizalasa

Maghatarozni a kiindulasi
taplaltsagi értékeket
(albumin, transferrin)

Per os taplalas forszirozasa:
fistula hozam valtozas?

Teljes parenteralis taplalas
mérlegelése

Multidisciplinararis dontések
meghozatala

Egyéb tarsbetegségek,
kockazatai tényez6k felmérése

Bhama AR.: Evaluation and Management of Enteroc%:!%et!ﬁ!g E'\Igge(agespg tﬁ %olon & Rectum 62(8):p> 906-910, August 2019.

&

Magyar Gasztroenterolégiai Tarsasag
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Enterocutan fistula kezelése

Taplaltsagi szint Anatomiai viszonyok —> Mitét
optimalizalasa tisztazasa
Id6zités
CT (z fistula feltolt

ERAS?

Vékonybél passag
Perioperativ fajdalomcsillapitas

Endoscopia . ) o
Ovatos bélpreparéalas

Fistulographia , o
Ovatos adhesiolysis

Hasfali reconstructio o

megtervezése Ben!m,arado belszakasz
lemérése

Bhama AR.: Evaluation and Management of Enterocutaneous Fistula. Diseases of the Colon & Rectum 62(8):p> 906-910, August 2019.
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Fistulazé forma kezelése:

VEGSO CEL:

1 Jobb életmin6ség, életmentés
I takarékos resectio (bélmentés)

Dr. Vasas Béla fot6i (SZTE Patholdgiai Intézet).

Magyar Gasztroenterolégiai Tarsasag

. COLON SZEKCIO
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Fistulazo forma kezelése:
Miutéti indikacio

* Alland6 hasmenés
Malabsorptio ﬂ
" Visszatér0O huagyuti infekciok
Szepszis
" Gyogyszeres kezeléesre adott valasz hianya

%

3 rovesicalis sipolynal)

Magyar Gasztroenterold

giai Tarsasag
; COLON SZEKCIO
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Fistulazo forma kezelése:

MUTETI ELVEK:
" Egyéni megoldasok, sokszor multidiszciplinaris sebészi ellatas
" Nyitott vs. laparoscopos: ERAS?

" Makroszkoposan az épben: ?

= Bélfal kdzeli sceletizalas: ?

" Szeéklet deviacio

.
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Fistulazo forma kezelése
Mutéti lehetoségek

" Fistularendszer kiirtasa: akar tobbszoros resectiok aran

" Sokszor elég az add/aktiv oldal resectioja, a kapo/éep rész
elvarrasa (pl. entero-vesicalis sipolyoknal)

" Kiterjedt gyulladasban eleg Q dékresectio vagy fistulajarat
elvarrasa:
“ bélmentés céljabdl, rovid-bél sy megel6zése céljabdl
“ POR esélye magas
* Posztoperativ sz6vodmeények esélye magasabb

devialé stomakészités:
“ Posztoperativ sz6vodmények eselyét csokkenti
* Gyogyszeres és nutritiv kezelés hatasat fokozza

S
Q

Magyar Gasztreenterolégiai Tar

COLON SZEKCIO
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Fistulazo forma (appendectomia

Journal of Crohn's and Colitis, 2018, 1-16
4.3.1.17. ECCO-ESCP Statement 3M

doi:10.1093/ecco-jcc/jjx061
Advance Access publication May 11, 2017

. N ECCO Buideline/Consensus Paper
Appendectomy of a macroscopically normal appendix

in the presence of terminal ileitis has an elevated risk of
intra-abdominal septic complications and fistulas [EL4]

OXFORD

ECCO Guideline/Consensus Paper

ECCO-ESCP Consensus on Surgery for Crohn’s
Disease

* Magyar Gasztroenterolégiai Térsasag
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Talyogkepzodéssel jaro penetralé Crohn-
betegseg

. . | ., d , Magyar Gasztreenterolégiai ‘rq':rsnsc':g
IBD LICENCKEPZES fotty °*“’\' 7'— COLON SZEKCIO |





Talyogkepzodéssel jaro penetralé Crohn-betegség

Journal of Crohn's and Calitis, 2020, 155-168
doi:10.1093/ecco-jcc/jjz187
Advance Access publication November 19, 2019 OXFORD Statamant 3_2_ Ecco CDTmatman-[ GL [2101 9]

ECCO Guideline/Consensus Paper

Following successful image-guided drainage of an intra-
abdominal abscess, medical management without sur-

ECCO Guidelines on Therapeutics in Crohn'’s gery may be considered. A low threshold for surgery is
- i recommended in the event that medical management is
Disease: Surgical Treatment

ECCO Guideline/Consensus Paper

not successful [EL4].

00
o
S

Q

Statement 4.4: ECCO CD Treatment GL - SURGICAL [2024]
We suggest use of intravenous antibiotics and percutan-
eous, image-guided drainage as the first-line treatment for
intra-abdominal abscesses related to CD [EL3]

IBD LICENCKEPZES 1’{) l— COLON SZEKCIO I





Talyogkepzodéssel jaré penetralé Crohn-
betegseég

" Milehet a sebész célja a percutan drainage indikalasaval

,520rnyd Crohn”-ban? ’

*  Miltétet elkertlni?
* Gyulladasos kérnyezet konszolidalasa? Stoma elkerlléese?
* Bélmentés? )
* Multivisceralis resectio esetleges elkerilése? “
* 1d6t nyerni?: mutétet halasztani
* Beteg elOkésztés-roboralas?

* Magyar Gasztroenterolégiai Térsasag
' -

COLON SZEKCIO

1996 éta
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Jowrnal of Crohn s and Colitis, 2016, 202-208
doi:10.1083/ecco-joc/jiv 188

Advance Access publication Octaber 28, 2015 OXFORD
Driginal Articla

Original Article

A Meta-analysis of Percutaneous Drainage
Versus Surgery as the Initial Treatment of
Crohn’s Disease-related Intra-abdominal
Abscess

Cillian Clancy, Therese Boland, Joseph Deasy, Deborah McNamara,
John P Burke

" Drainage utani optimalis mutéti idozités bizonytalan

" KOzvetlen a drainage utan a beteg@”fA %-a elkertlheti a mutétet

* atalyog kitjulasa akar 6,5-szer gyb csak PD-t kdvet6en, mint
PD+mdtet utan

" Sirg6sségi mitet - megel6z6 PD nélkil - magasabb posztoperativ
komplikaciokkal és stoma arannyal jar mint PD + m(itét esetében

Clancy C et al.: A meta-analysis of percutaneous drainage versus surgery as the initial treatment of Crohn’s disease-related intra-abdominal

abscess. J Crohns Colitis 2016;10:202-8.
He X et al.: Preoperative percutaneous drainage of spontaneous intra-abdominal abscess in patients with Crohn’s disease: a metaanalysis. J

Clin Gastroenterol 2015;49:e82-90.

Magyar Gasztreenterolégiai Tarsasag

. COLON SZEKCIO
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Talyogképzodeéssel jaré penetralo Crohn-
betegség:
mutét vs. PD+muteét

International Journal of Colorectal Disease (2022) 37-1421-1428
https://dolorg/10.1007/500384-022-04183-x

| ORIGINAL ARTICLE

High complication rate in Crohn’s disease surgery
following percutaneous drainage of intra-abdominal abscess:
a multicentre study

Valerio Celentano'*? - Mariano Cesare Giglio® - Gianluca Pellino® - Matteo Rottoli®” - Gianluca Sampietro® -
Antonino Spinelli®'? . Francesco Selvaggi® - on behalf of the Italian Society of Colorectal Surgery SICCR

Postoperative oulcomes Prenperative drainage
All patients (n=575) No (N=7539) Yes (N=136) i

Postoperative morbidity No 433(75.3) 413 {76.6) 20 (55.6) 0008
Yes 142(247) 126 (235.4) 16 (44.4)

Wound infection Mo 5540963 | 521 (9.7 [i3 (91.7) (.138
Yes 21(3.T) 18(3.3) 385

Intra-abdominal collection  No 552 (96.0) 522 (96.8) 30(83.3) 0002
Yes  23(4.0) 17(32) 6{16.7)

Anastomotic leak Mo 557(969) 525 (07 4) 32 (889 0021
Yes 18(3.1) | 14(2.6) |4 (11.1)

Reoperation No 543 (94.4) 514 (95.5) 29 (B0.6) 0002
Yes 31(5.4) 24(4.5) T(19.4)

Readmission Mo 537(939) 506 (94.4) 310861 0060
Yes 35(6.1) 30(56) 5(139)

LOS, median { /OR) 7.0 (6.0 w0 9.0) T0(60w90) 100(6EwI50) <000

IBD LICENCKEPZES "\’J I— COLON SZEKCIO I





Drainage utan a mutet idozitése

OXFORD DOL: 10,1093 /bjsopen/zrabl75

Original Article

Postoperative complications and waiting time for surgical
intervention after radiologically guided drainage of intra-
abdominal abscess in patients with Crohn’s disease

A El-Hussuna (B ™, M. L. M. Karer', N. N. Uldall Nielsen', A. Mujukian®, P. R. Fleshner”, I lesalnieks®, N. Horesh®®, U. Kopylov*®,
H. Jacoby™®, H. M_Al-Qaisi () &, F. Colombo’, G. M_ Sampietro (3 ®. M. V. Marina®, M. Ellebak™, C. Steenhaldt*?, N. Sgrensen®,

V. Celentano®?, N. Ladwa??, |. Warusavitarne () 12, G. Pellino () ***%, A. Zeb'%, F. Di Candido®”'®, L. Hurtado-Pardo (3) %,

M. Frasson @ ¥ L Kunovsky™*, A Yalcinkaya™, O. C. Tatar™, 5. Alonso™, M. Pera™, A. G. Granero™, C. A. Rodriguez™>%,

A Minaya™* A Spinelli*™** N Qvist'®, on behalf of OpenSourceResearch Collaboration %63 2%2627

Table 3 Association between length of waiting interval after ultrasound- or CT-guided percutaneous drainage of intra-abdominal
abscess in patients with Crohn's disease and outcome after drainage

Outcome variable Short interval Intermediate interval Long interval {more than Univariable analysis
{0-14 days) (n = 188) {15-30 days) {n = 58) 30 days) fn = 68) P
Owerall postoperative 62 (33) 20 (35) 2237 ns
complications
Severe postoperative complica- 13 (7) &(14) 7 {10} ns
tions (grade 3 or more)
Stoma construction 45 of 185 (24) 17 of 56 {30} 25 (36) «0.002
UIAE 12 of 157 (8) 2of 36 (8) 30f57 {5) ns
Death 53) o) a{a) i
Reoperation 15 of 186 (10) 6 of 56 (11) 5 of 63 (14) ns
LOS (days) g (6-12) & (6-11) 8 (5-12) ns
Readmission 15 (10) 7(17) 3 {13 ns
Recurrence of abscess

Values in parentheseg are percentages unless indicated otherwise; “walues are median (1.q.r). The denominator might be different from the total number of patients
in each group due to sorme rnissing values. ns, non-significant; ULAEs, unplanned intraoperative adverse event; LOS: length of postoperative stay at hospital.
Complications are classified according to Clavien-Dinda classification of surgical complications.

* Magyar Gasztroenterolégiai Tarsasag
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COLITIS ULCEROSA
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Sebészi ellatas algoritmusa (ECCO, 2022)

Single-stage 2-stage Modified-2-stage 3-stage
g Aom Com il al o
'g Restorative Restorative Total colectomy Total colectomy
g proctocolectomy proctocolectomy . .
" without ileostomy with ileostomy Restorative Rﬂtnratwe_
= proctectomy proctectomy with
g lleostomy closure without ileostomy ileostomy
]
& Ileostomy closure
v Non-restorative Total colectomy
2 proctocolectomy :
g with end ileostomy Non-restorative
= proctectomy with
v end ileostomy
‘=2
E Journal of Crohn's and Colitis, 2022, 179-189 -
E https://doi.org/10.1083/ecco-jcc/jjab177
Advance Access publication October 12, 2021 OXFORD
? ECCO Guideline/Consensus Paper
=
Zﬂ ECCO Guideline/Consensus Paper

ECCO Guidelines on Therapeutics in Ulcerative
Colitis: Surgical Treatment

Antonino Spinelli,” Stefanos Bonovas,”* Johan Burisch,**

Magyar Gasztreenterolégiai Tarsasig
& COLON SZEKCIO
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Sebészi ellatas algoritmusa

1 LEPCSOS ELLATAS

Total colectomia

+ ileo-rectalis anastomosis

Journal of Crohn's and Colitis, 2022, 179189
https://dei.org/10.1093/ecco-jcc/jjab177
Advance Access publication October 12, 2021
ECCO Guideline/Consensus Paper

5.3.Statement 5.3.

Although associated with an increased risk of rectal dys-
plasia, cancer, and dysplasia or cancer recurrence, pa-
tients with UC and a minimally affected rectum can be
offered the option of an ileo-rectal anastomosis [IRA]

[EL4]
IBD LICENCKEPZES &l COLON SZEKCIO I





Laparoscopos subtotalis colectomia
+ vég-ileostoma + nyakfistula

SZTE Sebészeti Klinika foték
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http://www.ncbi.nlm.nih.gov/pubmed/?term=Nakadoi%20K%5BAuthor%5D&cauthor=true&cauthor_uid=22142484


SZTE Sebészeti Klinika fotok

Magyar Gasztreenterolégiai Tarsasag
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J pouch - ileum pouch-analis anastomosis
(IPAA)

Making thea intarnal pouch

IBD LICENCKEPZES &I COLON SZEKCIO I





A cuff

Journal of Crohn's and Colitis, 2017, 649-670
doiz10.1093/ecco-jec/jjx008

9.2.3. Site of anastomosis for restorative procto-colectomy S s oranisnsionll 0
iuideling, nsensus Faper

ECCO statement 9B ECCO Guideline/Consensus Paper E

When performing pouch surgery, the maximum length of Third European Evidence-based Consensus on

S rascinl i latneen thaleakits ke and tha s Diagnosis and Management of Ulcerative Colitis.

tomosis should not exceed 2 cm [EL 4] Part 1: Definitions, Diagnosis, Extra-intestinal

00 estations, Pregnancy, Cancer Surveillance,
&g Y. and lleo-anal Pouch Disorders

« Minimalizalni a késébbi cuffitis esélyét
* Minimalizalni a dysplasia kialakulasanak esélyét

IBD LICENCKEPZES &I COLON SZEKCIO I





Rectumfalhoz kozeli preparaciéo - modositott (,bad”)
TME

2.8.3.1. ECCO Statement 5D Journal of Crohn's and Colitis, 2015, 4-25 .

doiz10.1016/j.crohns.2014.08.012
a ECCO Guidelines/Consensus Paper e

In absence of dysplasia or cancer of the rectum a close DEATOLTL

rectal resection can be performed. Anterolateral resection

posterior to Denonvilliers fascia might preserve the ECCO Guidelines/Consensus Paper

autonomic nerves better and thus minimize the risk for

urogenital complications (EL 4) European evidence based consensus on surgery

for ulcerative colitis

{:

" Varratelégtelenség kockazata
csokkenthet6

" Vérellatasi és beidegzési zavarok
(szexualis dysfunctio, urogenitalis
problémak, LARS) csokkenthetok

" Transanalis megkozelités!!!!
" Pfannenstiel metszés elkertlehet6
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Journal of Crohn's and Colitis, 2020, 726-733

doi: 10,1093 ecco-jecjjz174

Advance Access publication October 22, 2019

Original Article

Original Article

Transanal lleal Pouch-Anal Anastomasis for
Ulcerative Colitis has Comparable Long-Term
Functional Outcomes to Transabdominal
Approach: A Multicentre Comparative Study

Pramodh Chandrasinghe,**=* Michele Carvello,** Karin Wasmann,®

Caterina Foppa,’ Pieter Tanis,® Zarah Perry-Woodford,"

Janindra Warusavitame,*" Antonino Spinelli,*'Willem Bemelman®

OXFORD

Transabdominalis vagy transanalis IPAA?

Table 1. Patient characteristics, surgical technique, and short- and long-term outcome following |PAA

Characteristics Abd-IPAA |1 = 274] Ta-IPAA [» = 100] P value
Age, years, mean = SD [range] 39.23 + 13.24 [5-71] 38.73 = 12.78 [16-67] 0.74
Fenuale, % [# 45% [122] 457, [45] 1.00
<0001
21% [57] 1% [1]
18% [49] 11% [11]
32% [87] 54% [54]
Three-stage 30% [81] 34% [34]
Postoperarive complication, % [] 41% [111] 33% [33] 022
None 59% [163] 67% [67]
Clavien-Dindo I 9%, [25] 7% 7]
Clavien-Dinda 11 7% [19] 1% [11]
Clavien—Dindo ITI 23% [62] 15% [15]
Clavien-Dindo IV 2% [5] —
13% [35] 6% (6] 0.09
Pouch failure at 12 months, % [#] 3% |71 1% 1] 0.85
Pouch complication ar 4 years follow-up, % [#] 35% |95] 25% |25] 0.10
Time to stoma closure, months, mean = 5D 583 =693 535=351 0.64
Stool freguency Abd-IPAA [# = 239] TalPAA [# = 9]
Stool frequency ar 12 months, % [x] 1.00
<1024 h 79% [188] 72% [75]
1024 h 21% [51] 22% [21]
Major incontinence Abd-TPAA [# = 264] TalPAA [# = 100]
Major incontinence ar 12 months, % [#] 26% [69] 27% [27] 0Ee
Functional questionnaires Abd-TPAA [# = 233] TalPAA [# = 98]
CGOL 12 months 071 =014 075+ 0.11 011
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[leostoma - tenni vagy tenni?

Journal of Crohn’s and Colitis, 2015, 4-25
doi:10.1016/j.crohns.2014.08.012

ECCO Guidelines/Consensus Paper OXFORD

* 2014. ECCO iranyelv
* 10 %-os anastomosis insuffitientiara és/vagy kismedencei ECCO Guidelines/Consensus Paper

gyulladasra lehet szamitani .
European evidence based consensus on surgery
for ulcerative colitis

2.8.6.1. ECCO Statement 5J

Evidence suggests that a temporary loop ileostomy at the
time of ilec-anal pouch surgery reduces the risk for
clinical leakage by 50%. (EL 2) However, in selected
patients a temporary ileostomy can be avoided (EL 2)

* 2022. ECCO iranyelv:

* modositott 2 1épcss stratégia 4.2 Statement 4.2,

* 1.lépcsd Total colectomia (végileostomaval) IPAA may be performed as a two or three stage pro-

* 2.lépcsd Proctectomia+IPAA cedure. Modified two-stage IPAA may be associated with

(ileostoma nélkul) fewer complications and shorter length of stay than three-
stage or two-stage IPAA in patients with medically refrac-
tory UC operated in expert centres, but more evidence is
needed [EL3]

IBD LICENCKEPZES &I COLON SZEKCIO I





Anastomosis elégtelenség kezelése

CRP
Day 4 postoperarive
dournal of Crohn's and Collts, 2019, 1537-1545
doi:10.1083/ecco-jec/j093
CRP =135 nwf' ] Advance Access publication May 4, 2019 OXFORD
[ CT-scan with pouch contrast ]h ,‘, b e
Clinical suspicion Mo clinical suspicion Original Article
anastomotc
leakage Endo-sponge Assisted Early Surgical
Closure of lleal Pouch-anal Anastomotic
_[ CRP - day 5 Leakage Preserves Long-term Function:
blefhighe
kA gl A Cohort Study
Karin A. Wasmann,*Maud A. Reijntjes,* Merel E. Stellingwerf,*
Cyriel Y. Ponsioen,® Christianne J. Buskens,* Roel Hompes,*

Pieter J. Tanis,* Willem A. Bemelman®

Start Endo-sponge [Braun Medical]

Endoscopy J

CRP
Day 4 postoperative

h 4

[1 CRP >135 mgl r]

Clinical suspicion Mo clinical suspicion

ANASEOMOLC

leakage

[ CT-scan with pouch contrast

CRP - day 5
stablefhigher

-

Construction of diverting ileostomy

Endoscopy
Start Endo-sponge [Braun Medical]

CRP <135 mgl

Magyar Gasztreenterolégiai Tarsasag
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e Moo s .
) ; , ; Original A'rticls OXFORD
Anastomosis elegtelenseg kezelés e
4 4 . Endo-sponge Assisted Early Surgical '
- a Va kU mth e ra p I a Closure of lleal Pouch-anal Anastomotic

Leakage Preserves Long-term Function:
A Cohort Study

Karin A. Wasmann,* Maud A. Reijntjes,* Merel E. Stellingwerf,*
Cyriel Y. Ponsioen,® Christianne J. Buskens,* Roel Hompes,®
Pieter J. Tanis,* Willem A. Bemelman®

Day 0 Day 3
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Osszefoglalas

» IBD sebészete centrumban térténjen

« IBD gasztroneteroldégus - sebész - intervencios
radiolégus egyuttmukodés
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Koszonom a figyelmet!
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