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1. INTRODUCTION

Ulcerative colitis (UC) is a chronic inflammatory disease affecting the whole large intestine.
The epidemiological data reveal that the incidence of UC is constantly rising, primarily as a
consequence of the spreading of the “western” lifestyle and urbanization ™. The incidence of
inflammatory bowel diseases (IBD) is 11.3/100,000 in Eastern Europe, 14.0/100,000 in
Western Europe, and it is estimated to be 24/100,000 in Hungary %, In 2010, the IBD registry
of five Hungarian centres included 1390 patients, 539 of whom had UC, but since the
estimated prevalence of IBD in Hungary is 25,000, these data relate only to the more severe
cases 1. The two varieties of IBD are UC and Crohn's disease. Crohn's disease affects the
entire gastrointestinal tract, while UC affects the colon and rectum. The exact pathogenesis of
IBD is still unknown, but environmental, genetic and immunological impacts and interactions
are postulated " . UC is characterized by inflammation and ulcers of the colon and rectum,
and destruction of the intestinal wall, which appear firstly in the recto-sigmoid colon. Thanks
to the broad-spectrum medical and biological therapy, the disease can generally be controlled
for a long time with conservative treatment, but unresponsive cases with frequent relapses and
complicated cases require surgical intervention. An estimated 25-45% of patients with UC
need surgery at some time ' ® ®. The purpose of the surgical intervention is to remove the
affected bowel segment, which can be achieved with either the conventional, open or the
laparoscopic technique. The first minimally invasive colon resection, a right hemicolectomy
was performed by Moise Jacobs in 1990 1. Currently, the generally accepted procedure,
which has become the gold standard for the surgical treatment of UC, is total proctocolectomy
with the creation of an ileal pouch—anal anastomosis (IPAA) ¥ °. This procedure was first
performed with a laparoscopic approach by Peters in 1992 "% A number of studies have
shown that laparoscopic surgery has numerous advantages, such as less postoperative pain,
shorter hospital stay, less time required for recovery of the bowel function, and better
cosmetic results 3. The importance of surgical treatment is supported by studies that show
that patients treated with conservative methods experienced a worse long-term quality of life
compared to those receiving surgical treatment ™2 31 As a result, it can be concluded that
surgery provides successful treatment for UC in the long term and it is therefore important to
inform the patients about it. Rather limited experience is available, however, as regards the
long-term results of laparoscopic surgery. Limited data are available on quality of life in

patients with UC undergoing surgery as well. Laparoscopic technique for the surgical



intervention of UC was initiated in the Department of Surgery, University of Szeged in 2005,

since then our working group gained the greatest experience in this field in Hungary.

2. AIMS

(i) Compare the short- and mid-term follow-up results on patients treated for UC with

the conventional and the minimally invasive surgical method (Study I.).

(i) Compare the long-term follow-up results on patients treated for UC with the

conventional and the minimally invasive surgical method (Study I1.).

(iif) Evaluate quality of life after surgery for UC by investigating the connection
between gastroenterological and psychological conditions, daily activities (Study II1.).

3. PATIENTS AND METHODS

3.1. Patients

Patients who had undergone operation for UC between 1 January 2005 and 1 March 2016

were involved in our investigation.

Study 1. The first follow-up period - from 1 January 2005 to 31 May 2013, mean follow-up of
38 (1-92) months - was defined as short- and mid-term follow-up, with a total of 45 patients
(n=27 women, n=18 men). The mean age of the patients was 42.29+14.37 years in the

laparoscopy group and 38.91+12.58 years in the open surgery group.

Study I1. The second period - from 1 January 2005 to 31 December 2014, mean follow-up of
47,84 (3-111) months - was defined as long-term follow-up, with 56 patients (n=31 women,
n=25 men). The mean age of the patients was 45.09+14.49 years in the laparoscopy group and
38.26+12.68 years in the open surgery group.

Study I11. At the third period between 1 January 2005 and 1 March 2016, surgery was
performed for UC in a total of 75 patients. The mean duration of the follow-up was 46 (1-124)
months. Our examinations were performed in 58 cases (n=29 women, n=29 men). The mean
age of the patients was 46.98+13.38 years in the laparoscopy group and 45.47+12.59 years in
the open surgery group.



3.2. Surgery

Strategy for the surgical treatment of UC is determined by the general status of the patients

and the type of the surgical indication.

The indication for emergency surgery was the presence of a severe, toxic condition, which
was accompanied by bleeding, perforation or severe malnutrition. In case of emergency
surgical indication or patients with weak general status three-stage surgical strategy (i. total
colectomy, mucous fistula and end ileostomy, ii. J-pouch creation and ileostomy, iii.
ileostomy closure) was needed.

The elective interventions were performed because of a condition that could not be controlled
with conservative treatment. In an elective case patients with good general status were
undergone a two-stage surgical procedure (i. proctocolectomy, IPAA and ileostomy, ii.

closure of ileostomy).

During our practice one-stage surgical procedures (rectum extirpation, proctocolectomy with
end ileostomy, colectomy with ileorectostomy, total colectomy with ileostomy) were also

performed, because of sphincter disorder.

Conversion from laparoscopy to open surgery was required, because of massive adhesions or
because of the risk of bowel injury and perforation. These cases were excluded from the

subsequent analyses.

All surgical procedures were carried out in general anaesthesia combined with epidural
analgesia. During the procedures we used metronidazole and 2nd generation cephalosporin
for antibiotic prophylaxis, while during emergency operations therapy was completed with
3rd generation cephalosporin or imipenem/cilastatin in cases of severe septico-toxic condition

or peritonitis.
3.2.1. Laparoscopic technique

The laparoscopically assisted proctocolectomy + IPAA and the total colectomy + mucous
fistula were performed with the use of 6 or 7 ports, depending on the auxiliary incision. The
resection of the colon, and the creation of the anastomosis and the mucous fistula were
performed from the cosmetically favourable Pfannenstiel incision. The J-pouch was created
from the terminal ileum with a straight stapler(s), and a double stapler technique was used for

the ilecanal anastomosis. The staple line was protected with a loop ileostomy in every case.
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The pouch created as the second surgical step was also achieved from the Pfannenstiel
incision.
3.2.2. Conventional technique

In the cases involving the conventional method, a midline laparotomy was performed to
explore the abdominal cavity, in the lower recess of which the mucous fistula was created; the
pouch and the ileoanal anastomosis were created in the same way as during the laparoscopic

interventions.
3.3. Short-, mid- and long-term follow-up
3.3.1. Comparison of preoperative data

During the preoperative period general status of UC patients was examined, namely gender,
Body Mass Index (BMI), Anesthesiologists physical status (ASA) class, age, inflammatory
parameters, blood count, albumin level, number of stools daily. The time from the onset of

UC to surgery, the use of biological therapy was described.

3.3.2. Comparison of operative/intraoperative data

Distribution and duration of the different types of surgical interventions were examined.
3.3.3. Comparison of postoperative data

The length of hospital stay, the number of days spent in the intensive care unit (ICU), the time
to the recovery of the bowel function, and the need for transfusion were examined.
Postoperative complications were classified as early (within 30 days) or late (after 30 days)
with regard to their onset after primary surgery. Complications requiring and not requiring
reoperation were investigated. From the aspect of the cosmetic result, the patients graded their
satisfaction on a five-item scale (not at all satisfied — slightly satisfied— moderately satisfied —
rather satisfied — very satisfied). The preoperative and postoperative general status of the
patients were graded on a scale from 1 to 10, where 1 was the best, and 10 was the worst
general status. Postoperative number of stools daily and body weight were registered and

compared.
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3.4. Quality of life

Quality of life was examined with questionnaires considering gastroenterological and
psychological conditions, daily activities and headache. Results were analyzed in the
laparoscopic group and in patients undergoing open surgery, in patient with or without a

stoma, in case of acute and elective interventions, and regarding early and late complications.
3.4.1. Questionnaires

3.4.1.1. Testing gastroenterological conditions

3.4.1.1.1. Functional Scoring System

The functional scoring system is a questionnaire consisting of twelve questions on patients’
bowel movements (number of bowel movements during the day and at night, urgency and
perianal soreness), incontinence (during the day and at night and use of protective pads), diet,
drug therapy and potential social disadvantages ™.

3.4.1.1.2. Gastrointestinal Quality of Life Index (GIQLI)

The GIQLI studies gastroenterological condition (abdominal pain, epigastric fullness,
bloating, flatulence, eructation, increased bowel movements, urgency, diarrhoea, constipation,
nausea, blood in the stool, heartburn and bowel incontinence), alimentation (appetite, eating
speed and swallowing a bite), physical condition, daily activities, social activities and
psychological condition for two weeks before completing the questionnaire ).

3.4.1.1.3. Short Inflammatory Bowel Disease Questionnaire (SIBDQ)

The SIBDQ studies gastrointestinal symptoms and their effect on social and physical well-

being for two weeks before completing the questionnaire based on ten questions [16]
3.4.1.2. Considering psychological status
3.4.1.2.1. Spielberger’s State-Trait Anxiety Questionnaire and the Beck Depression Inventory

Spielberger’s State-Trait Anxiety Questionnaire and the Beck Depression Inventory were

used to measure the level of anxiety and mood 7281,
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3.4.1.2.2. Brief Illness Perception Questionnaire (BIPQ)

Iliness perceptions and attitude towards healing were studied using the BIPQ, consisting of
eight subscales (consequences, timeline, personal control, treatment control, identity, concern,

coherence and emotional representation) ™!,
3.4.1.3. Examining headache
3.4.1.3.1. Headache Questionnaire

The nature of the headache was evaluated with the 16-question Headache Questionnaire. It
contains questions about frequency of headaches, laterality, localization, nature, severity,
duration, accompanying symptoms, patients’ opinions on the headache, therapy employed,
efficacy of therapy and the effect of the headache on everyday life, based on the criteria of the

International Classification of Headache Disorders, 3" edition (beta version) %,

3.5. Statistics

Patients were examined retrospectively, and statistical analysis was performed with the SPSS
program (IBM SPSS Statistics, Version 20.0 2014, Chicago, IL, USA). Pearson and
Spearman correlations were used to determine relationships between variables. The
independent samples t-test, Mann—-Whitney test, ANOVA and Chi-square test were used to
compare the groups. Values were considered to be statistically significant if P was lower than
0.05.
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4. RESULTS

4.1. Comparison of the conventional and the minimally invasive surgical method in

treatment for UC, short- and mid-term result (Study 1.)
4.1.1. Preoperative results

There was no significant difference in the time from the onset of UC to surgery between the
laparoscopic group (8.71 years) and the open surgery group (8.63 years). In the preoperative
period, 16 patients (35.55%) received biological therapy, with infliximab. The preoperative
laboratory test results, revealed a significant difference between the two groups only in CRP
(Table 1).

Age ASA BMI WBC CRP Hgb Htc Albumin

(years) (G/L) (mg/L) (/L) (L/L) (g/L)
Laparoscopy 41.29 2.19 24.03 8.33 16.79 105.43  33.81 37.79
Open surgery  38.91 2.14 22.88 9.06 47.66 109.13  33.96 33.01

P=0.818 P=0.490 P=0.529 *P=0.028 P=0.471 P=0.920 P=0.108

Table 1. Mean age, American Society of Anesthesiologists physical status (ASA) class,
Body Mass Index (BMI) and preoperative laboratory data in the laparoscopic and open
surgery groups. *P <0.05

WBC: White Blood Cell; CRP: C-Reactive Protein; Hgb: Hemoglobin; Htc: Hematocrit

On the other hand, the preoperative laboratory data for the patients who participated in
emergency surgery indicated an increased inflammatory response. The hematocrit levels
(31.31 vs. 35.31 L/L, P=0.007) and albumin levels (28.93 vs. 39.67 g/L, P<0.001) were
significantly lower in the emergency group than in the elective group.

Before the surgical interventions, the mean number of stools daily was 10.78 and 9.64,
respectively, in the two groups. The last colonoscopy report before surgery indicated 30 cases
(66.67%) of pancolitis, 5 cases (11.11%) of left-sided involvement and 10 cases (22.22%) of

distal involvement.
4.1.2. Surgical Procedures

Sixteen (35.5%) of the surgical interventions were emergency procedures, while 29 (64.5%)
were elective interventions. The laparoscopic technique was used in 23 (51.1%) and the

conventional method in 22 (48.9%) cases. Total proctocolectomy with the creation of a J-
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pouch and protective loop ileostomy was carried out laparoscopically in 13 cases and with the
open technique in 5 cases. Total colectomy with mucous fistula and end ileostomy was
performed using the minimally invasive technique in 8 cases and the conventional method in
13 cases. Conversion from laparoscopy to open surgery was required in 3 cases (3/26,
11.53%), because of massive adhesions during elective surgery (1 case) or because of the risk
of bowel injury and perforation during emergency surgery (2 cases). These cases were
excluded from the subsequent analyses. The distribution of the various surgical procedure is

presented in Table 2.

Laparoscopy Open surgery

(n=23) (n=22)
Two-stage surgery i. Proctocolectomy, J-pouch, 13 (56.5%) 5 (23%)
ileostomy
ii. lleostomy closure 11 4
Three-stage surgery i. Total colectomy, mucous 8 (34.8%) 13 (59%)
fistula, end ileostomy
ii. J-pouch creation, ileostomy 6 12
iii. lleostomy closure 5 11
One-stage surgery Rectum extirpation 2 (8.7%) 0
Proctocolectomy, end ileostomy 0 2 (9%)
Colectomy, ileorectostomy 0 1 (4.5%)
Total colectomy, ileostomy 0 1 (4.5%)

Table 2. Distribution of surgery

From the aspect of the duration of surgery, the open method was found to be significantly

shorter than the laparoscopic intervention (Table 3).

Laparoscopy Open surgery

Proctocolectomy, J-pouch, 245.42 185 *P=0.040
ileostomy
Total colectomy, mucous fistula, 187 151.67 *P=0.012

end ileostomy

Table 3. Distribution of duration of surgery (minutes) *P < 0.05



4.1.3. Postoperative results

15

There was no death in the perioperative period in either group. There was no significant

difference between immediate postoperative results (Table 4).

Laparoscopy (n=23) Open surgery (n=22)
Hospital stay (days) 11.50 11.63 P=0.914
Time to recovery of 1.44 1.55 P=0.656
bowel function (days)
Time spent in the ICU 2.50 2.09 P=0.437
(days)
Need for blood 2.05 3.13 P=0.57

transfusion (units)

Table 4. Immediate postoperative results in the laparoscopic and open surgery groups

There was no difference (P=0.945) between the laparoscopic group and the open surgery

group in the rate of early complications requiring or not requiring reoperation, which are

listed in Table 5.

Laparoscopy (n=23) Open surgery (n=22)
Requiring o lleus (2) e lleus (3)
reoperation e Abdominal wall ¢ Septic condition (1)

disruption in the area of
the mucous fistula (1)
e Stoma repair (1)

Total 17.4% (4/23)

Not requiring e Subileus (3)
reoperation

Total 13% (3/23)

18% (4/22) P=0.945

Subileus (1)

Anal bleeding (1)
Dehydration (1)
Hydrothorax (1)
Urination problems (1)

22% (5/22) P=0.396

Table 5. Early postoperative complications (within 30 days) during the short- and mid-

4.1.4. Mid-term follow-up results

term follow up

During the follow-up period, wound infection was detected in 8 patients (34.8% of the cases)

in the laparoscopic group, and in 7 patients (31.8% of the cases) in the open surgery group;
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from this respect, there was no significant difference between the groups (P=0.833).
Methicillin-resistant Staphylococcus aureus (MRSA) infection was confirmed in 2 patients
and 1 patient, respectively. During the mean follow-up of 36 months, significantly fewer
complications, involving intestinal obstruction, septic condition, anastomotic stenosis, anal

bleeding and pouch-vaginal fistula formation, occurred in the laparoscopic group (Table 6).

Laparoscopy (n=23) Open surgery (n=22)

Septic condition 0 e Severe pouchitis (1)
o Perianal abscess (4)
e Lesser pelvic abscess (1)

Total 0% (0/23) 27% (6/22) **p=0,007

Intestinal obstruction

— requiring surgical o lleus (1) o lleus (4)
intervention
—not requiring surgical e Subileus (1) e Subileus (6)
intervention
Total 8.7% (2/23) 45% (10/22) **P=0.005
Postoperative hernia e In the ileostomy scar ¢ In the midline laparotomy
2 scar (4)
Total 8.7% (2/23) 18% (4/22) P=0.349
Other o Anastomotic stenosis ¢ Anastomotic stenosis (5)
(1) ¢ Anal bleeding (2)
e Severe sphincter damage (1)
e Pouch-vaginal fistula (2)
e Dehydration (1)
Total 4.3% (1/23) 50% (11/22) ***p=0,001

Table 6. Late postoperative complications (after 30 days) during the short- and mid-term
follow up. **P <0.01, ***P < 0.001

In the laparoscopic group, surgery was performed because of ileus in 1 case, and 1 case of
subileus resolved after medical therapy. Abdominal wall reconstruction was carried out
electively in 2 cases because of a hernia in the scar of the previous ileostomy. Endoscopic

dilatation was performed in 1 case of anastomotic stenosis.

In the conventional surgery group, surgery was performed because of ileus as a late
complication in 4 cases. Four perianal abscesses were explored, 3 of which were treated by
Seton drainage. Perianal exploration was needed in 1 case because of an abscess in the lesser
pelvis. In 1 patient, excision of the pouch was required because of severe pouchitis and a



17

perianal abscess. Rectum extirpation was necessary in 2 patients because of an impaired
sphincter function and anal bleeding. The abdominal wall was reconstructed in 4 cases
because of postoperative hernia. Two anastomotic stenoses were dilated surgically, while
endoscopic dilatation was performed in 3 patients. Six cases of subileus, 1 case of anal

bleeding and 1 case of dehydration were resolved through conservative treatment.

During the course of the follow-up, there were significantly fewer urgent admissions to a

medical unit in the laparoscopic group (1 vs. 6, P=0.034).

The clinical symptoms and endoscopic findings confirmed 15 cases of pouchitis, affecting
41% of the patients with a pouch (6 in the laparoscopic group and 9 in the open surgery

group). The inflammation of the pouch was accompanied by cuffitis in 10 cases.
Of the 16 patients treated with infliximab, 4 developed an early postoperative complication.

A significant improvement in the general status (scale from 1 to 10) was measured in both
groups after the surgery, but there was no significant difference between the two groups. The
postoperative mean number of stools daily at the last medical check-up during the follow-up
was the same in the two groups. The preoperative and current body weights indicated an
increase in both groups, which was significant in the open surgery patient population
(Table 7).

Preoperative Current

General status  Laparoscopy (n=23) 8.88+1.5 2.38+£2.03 ***P<(0.0001

Open surgery (n=22) 8.8+1.74 2.6£2.03 ***p=0,001
Number of Laparoscopy (n=23) 10.78+5.80 7.83+£3.28 P=0.061
stools daily

Open surgery (n=22) 9.64+5.38 7.81+£3.31 P=0.238
Body weight Laparoscopy (n=23) 67.61+16.19 70.83+18.31 P=0.554

Open surgery (n=22) 63.24+16.15 73.68+12.73 *P=0.030

Table 7. Pre- and postoperative general status, number of stools daily and body weight in
the laparoscopic and open surgery groups. *P < 0.05, ***P < 0.001

The mean length of the midline laparotomy incision in the open surgery group was
13.9+£7 cm, and the mean length of the Pfannenstiel incision in the laparoscopic group was
10.5+£3.5 cm. From the aspect of the cosmetic result, the patients graded their satisfaction on
a five-item scale, which demonstrated that those who had undergone open surgery were on

average “rather satisfied”, while the laparoscopic patients were on average “very satisfied”.
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4.2. Comparison of the conventional and the minimally invasive surgical method in
treatment for UC, long-term results (Study 11.)
4.2.1. Preoperative results

No difference was found between the two groups in the preoperative data. The preoperative
laboratory test results (WBC count, CRP, Hgb, Htc and albumin) revealed a significant
difference between the two groups in WBC count and CRP (Table 8).

Laparoscopy ~ Open surgery

(n=33) (n=23)
Age (years) 45.09 38.26 P=0.074
ASA 2.27 2.05 P=0.125
BMI 22.76 22.59 P=0.906
Time (years) from the 9.05 8.26
onset of UC to surgery
WBC (G/L) 8.5 10.42 *P=0.032
CRP (mg/L) 23.29 51.51 *P=0.031
Albumin (g/L) 37.8 33.46 P=0.096
Hgb (g/L) 109.72 109.52 P=0.969
Htc (L/L) 34.27 33.95 P=0.828

Table 8. Mean age, American Society of Anesthesiologists physical status (ASA) class,
Body Mass Index (BMI) and preoperative laboratory data in the laparoscopic and open
surgery groups. *P < 0.05

WBC: White Blood Cell; CRP: C-Reactive Protein; Hgb: Hemoglobin; Htc: Hematocrit

The preoperative laboratory data for the patients who participated in emergency surgery
indicated an increased inflammatory response. In the preoperative period, 23 patients
(41.07%) received biological therapy with infliximab.

As concerns the extraintestinal manifestations of the disease, eye abnormalities were found in
5 cases (10.7%), skin disorders in 7 patients (12.5%), and bone and joint complaints in
18 patients (32.14%). The possibility of primary sclerosing cholangitis arose in 3 patients
(5.3%), there were 7 cases (12.5%) of prior deep vein thrombosis, a history of tumour disease
(in the kidney or the oral cavity) and tuberculosis were present in 2-2 cases (3.57-3.57%).
There are no current smokers among these patients; prior smoking was confirmed in 8 cases,

and there was a history of appendectomy in 2 case.



19

4.2.2. Surgical Procedures

The laparoscopic technique was used in 33 (58.9%) and the conventional method in 23
(41.1%) cases. Twenty (35.7%) of the surgical interventions were emergency procedures,
while 36 (64.3%) were elective interventions. The indication for emergency surgery was the
presence of a severe, toxic condition, which was accompanied by bleeding in 4 cases,
perforation and ileus in 1-1 cases, and severe malnutrition in 2 patients, whereas elective
interventions were performed because of a condition that could not be controlled with

conservative treatment.

The distribution and characteristics of the various surgical procedures are presented in Table
9.

Laparoscopy Open surgery

(n=33) (n=23)
Two-stage surgery i. Proctocolectomy, J-pouch, 21 (63.6%0) 5 (21.7%)
ileostomy
Duration of surgery (minutes) 221 185 P=0.187
ii. lleostomy closure 17 5
Time from first surgery (months) 3.8 4.4
Three-stage surgery i. Total colectomy, mucous 9 (27.2%) 14 (60.8%)
fistula, end ileostomy
Duration of surgery (minutes) 186.88 151.54 *P=0,006
ii. J-pouch creation, ileostomy 6 13
Time from first surgery (months) 5 5.15
iii. lleostomy closure 6 12
Time from first surgery (months) 7.83 9.25
One-stage surgery  Rectum extirpation 3 (9%) 0
Proctocolectomy, end ileostomy 0 2 (8.6%)
Colectomy, ileorectal 0 1 (4.3%)

anastomosis

Total colectomy, ileostomy 0 1(4.3%)

Table 9. Distribution and characteristics of surgical procedures *P < 0.05

Following a histological diagnosis of Crohn’s disease, the mucous fistula was converted to

ileorectostomy in 2 case in the laparoscopic group.
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There was no significant difference between the groups in the length of hospital stay, the time

to the recovery of the bowel function, the number of days spent in the ICU, or the need for

transfusion. There was no death in the perioperative period in either group.

4.2.4. Long-term follow-up results

During the long-term follow up there were no significant differences between the two groups

regarding early postoperative complications. Of the 23 patients treated with infliximab, 6

developed an early postoperative complication. During the mean follow-up of 47 months,

significantly fewer late complications occurred in the laparoscopic group (Table 10).

Laparoscopy (n=33)

Open surgery (n=23)

Complication Therapy Complication Therapy
Septic Lesser pelvic Radiological Lesser pelvic Perianal
condition abscess (1) intervention abscess (1) exploration
Perianal abscess (1) Seton drainage Perianal abscess (9)  Seton drainage
Abdominal wall Conservative Severe pouchitis (1)  Pouch excision
abscess (1) treatment
Total 9% (3/33) 47.8% (11/23) ***P=0,001
Intestinal lleus (1) Reoperation lleus (5) Reoperation
obstruction  gybileus (7) Conservative Subileus (9) Conservative
treatment treatment
Total 24.2% (8/33) 60% (14/23) **P=0.006
Postoperative In the ileostomy Abdominal wall In midline Abdominal wall
hernia scar (3) reconstruction laparotomy scar (4)  reconstruction
Total 9% (3/33) 17.3% (4/23) P=0.355
Other Anastomotic Endoscopic Anastomotic Surgical and
stenosis (1) dilatation stenosis (6) endoscopic
dilatation
Vascular failure of  Resection of Anal bleeding (3) Rectum
terminal ileum (1) ileum extirpation (1)
Severe sphincter Rectum
damage (1) extirpation
Pouch-vaginal -
fistula (2)
Dehydration (2) Conservative
treatment
Total 6% (2/33) 60% (14/23) *P=0.01

Table 10. Late postoperative complications and treatment (after 30 days) during the long-
term follow up. *P < 0.05, **P < 0.01, ***P < 0.001
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During the follow-up, 2 patients died, as a result of an oral cavity tumour or a
cardiorespiratory insufficiency; the causes of death were not related to the UC. During the
course of the follow-up, there were 9 and 12 urgent admissions to a medical unit because of

need for transfusion and abdominal pain.

The clinical symptoms and endoscopic findings confirmed 17 cases of pouchitis (7 in the
laparoscopic group and 10 in the open surgery group), affecting 40% of the patients with a
pouch. The inflammation of the pouch was accompanied by cuffitis in 10 cases. During the
follow-up period, wound infection was detected in 8 patients in the laparoscopic group (5 in
the wound line, 1 on the perineum, 1 at the site of the drain, and 1 at the site of re-suture on
the abdominal wall), and in 7 patients in the open surgery group (4 in the wound line, 1 at the
site of the closed ileostomy, 1 at the site of the drain, and 1 at the site of the mucous fistula.
MRSA infection was confirmed in 2 patients in the laparoscopic group and 1 patient in the
open surgery group. Changes in the general condition, the body weight, the number of stools
daily, and the cosmetic results after the surgical interventions were also assessed.

A significant improvement in the general status (scale from 1 to 10) (P=0.000 and P=0.000)
was measured in both groups after the surgery. The preoperative and current body weights
indicated an increase in both groups, which was significant (P=0.033) in the open surgery
patient population. There was a decreasing tendency of the postoperative mean number of
stools daily in the two patient groups. From the aspect of the cosmetic result, those patients
who had undergone open surgery were on average “rather satisfied”, while the laparoscopic

patients were on average “very satisfied” on a five-item scale.

4.3. Evaluate quality of life after surgery for UC by investigating the connection between

gastroenterological and psychological conditions, daily activities (Study I11.)
4.3.1. Patients

41 patients had undergone laparoscopic surgery, and 17 patients had had open surgeries.
Thirty-nine cases were elective interventions, while 19 were emergency surgery. No
significant difference was found in the case of the BMI (24.85 vs. 26.82) or the ASA score
(2.25 vs. 2.13). There was an average 8.2 years from diagnosing the disease to surgery. In the
laparoscopic group, 25 proctocolectomies with IPAA and ileostomy were performed, 13

patients had a total colectomy with end ileostomy and mucous fistula, and 3 rectum
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extirpations were carried out. In the open group, a pouch was created in 4 cases, 9 patients
had a total colectomy with mucous fistula, and 4 other colon resections were performed. 17
patients had a stoma during the study. In order to homogenize the groups, 6 patients, who
were operated dissimilarly from the standard surgical technique (n=3 rectum extirpation, n=3
other colon resection) were excluded during the comparison of laparoscopic and open surgery

groups, and during the analysis of complications.
4.3.2. Representation of illnesses

92.3% of the patients enrolled in the study considered a psychological factor (psychological
causes, family or work stress) to be in the background of their disease. 42.3% of the patients
pointed to genetic factors, 46.2% of them mentioned environmental hazards (such as
inappropriate diet), and 1 patient noted the Chernobyl nuclear disaster as the cause of the
disease. Patients viewing genetic factors as being in the background of the disease reached
significantly higher scores on the BIPQ (44.14 vs. 35.73; P=0.022), so they are more
threatened by their disease and know less about the nature of it (coherence subscale: 2.14 vs.
1.10; P=0.013).

4.3.3. Psychological consequences of having a stoma

There were differences in personal control between patients with a stoma (n=17) and patients
without a stoma (n=41) (6.12 vs. 4.12; P=0.045). Patients with a stoma felt they had less
control over their disease. No difference was found between the two groups during

gastroenterological follow-up examinations.
4.3.4. Results for emotional state and mood

There was a significant connection between depression and the functional scoring system
(P=0.002; r=0.419), the GIQLI (P<0.001; r=-0.867), the SIBDQ (P<0.001; r=-0.795) and the
BIPQ (P<0.001; r=0.751), as well as the consequences, personal and treatment control,
identity, concern and emotional representation subscales (P<0.05 in all cases). State anxiety
significantly correlated with the total score for the GIQLI (P<0.001, r=-0.624), the SIBDQ
(P<0.001, r=-0.579) and the BIPQ (P<0.001, r=0.615), as well as with the consequences,
personal and treatment control, identity, concern and emotional representation subscales
(P<0.05 in all cases). There was a significant connection between trait anxiety and the
functional scoring system (P=0.012; r=0.344), the GIQLI (P<0.001; r=-0.682), the SIBDQ
(P<0.001; r=-0.684) and the BIPQ (P<0.001; r=0.608), as well as the consequences, personal
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and treatment control, identity, concern and emotional representation subscales (P<0.001)

(Table 11).

Variables

GIQLI

Psychological variables

Beck Depression Inventory
Spielberger's State Anxiety Scale
Spielberger's Trait Anxiety Scale
Brief IlIness Perception Questionnaire

Consequences

Timeline

Personal control

Treatment control

Identity

Concern

Coherence

Emotional representation

-0.87**
-0.62%*
-0.69**
-0.84%*
-0.89**
-0.07™9)
-0.37**
-0.39**
-0.73**
-0.71%*
-0.01M9)
-0.78**

Clinical variables

Functional scoring system

Short Inflammatory Bowel Disease Questionnaire

-0.55**
0.89**

Table 11. Pearson’s or Spearman’s correlation between clinical and psychological
variables and Gastrointestinal Quality of Life Index (GIQLI)

**pP < 0.01; NS: non significant

4.3.5. Comparing laparoscopy and open surgery

Trait anxiety was significantly lower in patients having undergone laparoscopic surgery

(n=38) compared with patients who had had open surgery (n=14) (P=0.018) (average value of

trait anxiety in patients with open surgery was 48.71, SD=10.91; this value was 40.22,

SD=9.82 in the laparoscopic group). Both patient groups had >5 stools in the daytime and >1

at night per week, with no significant difference observed between the groups. No difference

was noted between the two surgical methods based on the total score on the

gastroenterological questionnaires, although the following statistical differences were found
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when evaluating each questionnaire item individually. Incontinence was registered during the

day and at night in both patient groups (Table 12).

Laparoscopy Open surgery
(n=28) n(%) (n=11) n(%)

Urgency (Inability to defer evacuation > 30 14 (50) 6 (54.5)
minutes)

Evacuation difficulties 5 (17.85) 3 (27.3)
Soiling or seepage in daytime 7 (25) 3 (27.3)
Soiling or seepage at night 11 (39.28) 6 (54.5)
Perianal soreness 15 (53.57) 9 (81.8)
Protective pad in daytime 7 (25) 3 (27.3)
Protective pad at night 12 (42.85) 3 (27.3)
Dietary restrictions 21 (75) 5 (45.5)
Medication (continuous or occasional) 14 (50) 10 (90.9)
Social handicap 13 (46.6) 4 (36.4)

Table 12. Total values from the functional scoring system (Based on Ref. (')

The incidence of abdominal pain was significantly less common (1.895 vs. 2.769; P=0.024) in

the laparoscopic group based on the GIQLI.
4.3.6. Complications

No difference was found between the minimally invasive and conventional methods in cases
requiring early reoperation (ileus, stoma correction, bleeding and sepsis) and in cases not
requiring reoperation (subileus, bleeding, septic condition, pancreatitis and dehydration).
There were significantly more late complications (septic condition, intestinal obstruction,
postoperative hernia and “other" complications, such as bleeding, anastomotic stenosis,
pouch-vaginal fistula, perforation and disruption of the abdominal wall) in patients who had
undergone open surgery (P=0.001), of whom the incidence of intestinal obstruction and

"other" complications were significantly higher (P<0.001) (Figure 1).
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Figure 1. Late postoperative complications

Among late complications the incidence of intestinal obstruction and "other"
complications were significantly higher in patients who had had open surgery than in
patients who had undergone laparoscopic surgery. *P < 0.05, ***P < 0.001

Pouchitis was detected in 17 cases (35.41% of patients with a pouch). Cuffitis occurred in 13
(27.08%) cases. The personal control (3.43 + 2.35 vs. 5.57 £ 3.31; P = 0.024) was higher in
patients with no late complication.

4.3.7. Headache

As a result, 43 (74.1%) patients had headaches, of whom 27 (62.8%) had primary headache
and 16 (37.2%) had the secondary (symptomatic) type. Among the primary headaches (n=27),
tension-type headache was the most common, occurring in 19 (70.4%) cases, of which 17
(89.5%) patients experienced episodic tension-type headache and 2 (10.5%) suffered from
chronic tension-type headache; in addition, 8 (29.6%) patients had migraine. Headache
influenced quality of life and daily activities slightly to moderately in 79.1% (n=34) of the
patients. No difference was found regarding headaches in the laparoscopic and open surgery
groups and between patients with a stoma and those without a stoma. In the case of patients

with headache, the BIPQ score was significantly higher (P=0.036).
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5. DISCUSSION

The epidemiological data reveal that the incidence of UC is constantly rising ™. The treatment
of UC is primarily based on medical/biological therapy. A surgical intervention is considered
in the event of the failure of the conservative therapy and the emergence of severe
complications of the disease. An estimated 25-45% of patients with UC needs surgery at some
time > ®. The use of minimally invasive surgical technique gathers ground widely also in
Hungary, which can be applied safely during the therapy of I1BD 2], First proctocolectomy
with pouch was performed by Parks et al. in 1978, which became the gold-standard technique
during the surgical treatment of UC, while its laparoscopic implementation was first
mentioned in the early '90s ® ® 24 proctocolectomy and IPAA creation are adequate
alternatives in the surgical treatment of UC, and are currently the most frequently chosen
types of surgery ® 25271 Rather limited experience is available, however, as regards the short
and long-term results of the laparoscopic surgical management of UC. Limited data are

available on quality of life in patients with UC undergoing surgery.

In our study, the perioperative results on patients with UC were analyzed retrospectively in
order to compare the laparoscopic and open surgical techniques, with a short- and long-term
follow-up. The preoperative laboratory test results revealed a significant difference between
the two groups in WBC count and CRP. The preoperative laboratory data for the patients who
participated in emergency surgery indicated an increased inflammatory response.
Extraintestinal manifestations were found in 42 cases. A number of studies have demonstrated
that smoking has a protective effect against the development and the relapse of UC ™ 28] and
the finding was similar with appendectomy as a protective factor ™ ?*. There were no current
smokers in our patient population, but a history of smoking was present in 8 cases, and
2 patients had undergone appendectomy previously. There was no difference between the
open surgery and laparoscopic groups as concerns the length of the hospital stay, the number
of days spent in the ICU, the blood loss, or the time required for the recovery of the bowel

function.

The minimally invasive technique has also gained popularity in the treatment of UC and,

similarly to the open technique, can be used safely !

. Its advantages include a shorter
hospital stay, less postoperative pain, a shorter time for recovery of the bowel function and a
better cosmetic result, but it has the disadvantage of a longer duration of surgery ™. A
considerable number of the studies published to date have reported on the various advantages

of the laparoscopic technigue. An Australian study found that laparoscopy is associated with a
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shorter hospital stay, a faster recovery of the bowel function, and a better cosmetic result;
however, the two surgical techniques have the same morbidity rate due to the

proctocolectomy %

. Laparoscopic completion proctectomy and IPAA creation following
laparoscopic colectomy were studied by Gu et al., who reported a low blood loss, rapid
recovery of the bowel function, and a short hospital stay B!. A Dutch study on colectomies
performed because of non-toxic colitis concluded that the minimally invasive technique is
more advantageous in cases involving wound infection and abdominal abscess B%. Koh et al.
demonstrated that the laparoscopic technique was safe in emergency surgery for UC, and
yielded better results in cases of ileus and wound infection as compared with open surgery 2.
Similarly advantageous results concerning the hospital stay, the need for blood transfusion,
the cosmetic result and wound infection were reported from two US studies on emergency
laparoscopic subtotal colectomies B* ! Current data available in a large international
database confirm better rates of both morbidity and mortality in the minimally invasive
patient group . Our own results indicate that, other than the cosmetic results, laparoscopic
surgery has no clear advantage in the perioperative period. However, the duration of surgery
differed significantly in the two patient groups: the laparoscopic interventions took longer to

complete.

Fajardo et al. did not also observe a difference in the rate of morbidity during the short-term
follow-up of two-stage laparoscopic and open IPAA surgery 2%, A meta-analysis published in
2010 did not find a difference between the conventional open and the minimally invasive
procedure from the aspect of complications such as a lesser pelvic abscess, anastomotic
leakage and ileus B7. Similarly, a recent randomized study likewise confirmed only the

cosmetic advantage of the laparoscopic method &8I,

Complications were classified as early (within 30 days) or late (after 30 days) with regard to
their onset after primary surgery. Our study led to the finding that the minimally invasive
method does not have an advantage as concerns the early complications, but it is
demonstrably more advantageous in terms of the incidence of late complications. Our study
indicated that only 26% of patients who had received infliximab treatment had early
postoperative complications and therefore suggests that prior biological therapy is not
associated with a higher rate of complications. In several studies, prior biological therapy was
considered to have a negative effect on the results of the surgical treatment in UC B9 %%,
although this is not supported by other observations © “ %l or a most recent case-matched

[43]

study . During the mean follow-up of 47 months, significantly fewer complications,
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involving an intestinal obstruction, a septic condition and “other complications” occurred in
the laparoscopic group. The obvious explanation for the higher, but not significant rate of
hernias in the open surgery group is the more extensive entry opening. The higher rate of ileus
and subileus in the open surgery group is probably caused by the higher level of surgical
trauma and the adhesions due to the wound surface. Hull et al. observed significantly more
cases of adhesion after open IPAA surgery, and a similar result was reported by Indar et al.
[44. 451 The research by Bartels et al. revealed that the incidence of adhesions and
postoperative hernias was significantly higher following emergency open colectomies

performed because of UC ¢!,

One of the most common complication in the long term after IPAA surgery performed
because of UC is pouchitis 7 *®1. A total of 17 cases of pouchitis were recorded in our study,
corresponding to 40% of the patients with a pouch. The exact aetiology of pouchitis is still
unknown; no independent risk factor has been recognized. The study by Kalkan et al. pointed
to the fulminant colitis leading to the surgery and the steroid dependence as the possible
causes of pouchitis, whereas Uchino et al. were of the opinion that a toxic megacolon and the
onset of UC before the age of 26 years may predispose to chronic pouchitis “* °*. There was
a decreasing tendency of the postoperative mean number of stools daily and an increase in the
postoperative body weights in the two patient groups. Polle et al. did not detect a difference in
the quality of life, the morbidity rate or the functional results following open and laparoscopic
proctocolectomies, but confirmed a better cosmetic result among laparoscopic female patients
51 An Italian study emphasized the importance of the accurate assessment, selection and
follow-up of surgical patients with regard to complications, pouchitis, pouch excision, the risk

of cancer and the quality of life following IPA surgery [

. Success of the surgical
intervention is determined by quality of life in case of a benign, non-neoplastic disease. In
case of UC, abdominal complaints, high number of bowel movements a day, surgical
interventions and their consequences are very demanding somatically and psychologically.
Social integration of patients, their quality of life and daily routine activities may often be
difficult. Regarding disease representation, 92.3% of our patients considered their disease to
be caused by psychological factors, 42.3% thought that genetic factors were behind the
disease, and 46.2% though that their disease was caused by environmental hazards. In
conclusion, patients with UC are well informed, and are aware of the nature and
characteristics of their disease. Consequences of wearing a stoma were examined as well,

which was significant regarding the “Personal control” subscale of the BIPQ, patients with a
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stoma felt less control over their condition. Therefore the presence of an anus prae either
temporary or permanent, was psychologically demanding for the patients, it made healing and
daily activities more difficult. Besides these results, no difference was found in quality of life
of patients living with an ileostoma or a pouch in a prospective cross-sectional observational
study ®¥. Quality of life was examined regarding laparoscopic surgery and open surgery as
well. Examination of psychological differences between the two groups showed that trait
anxiety and the average value of “Treatment control” subscale of BIPQ were significantly
different, that is patients having open surgery were more anxious and had less faith in the
success of the surgical treatment. Based on the total score of gastroenterological
questionnaires, there was no difference between the two surgical methods, although perianal
and abdominal pain, stress, social and recreational activities were more favorable in the
laparoscopic group based on the Functional score system, the SIBDQ and the GIQLI. A
German and an lIrish study with 10-year follow-up found favorable quality of life after IPAA
surgery % %31 Nutritional difficulties, bowel movement problems, as well as daily and night-
time incontinence were found in both groups. Incontinence, increased number of bowel
movements at night and bowel urgency were found to be negative prognostic factors of
quality of life in the literature ®®. Our patients reported >5 stools a day and >1 stool at night
weekly in the postoperative period. Fischera et al. found high rates of continence and an
average of 6 bowel movements a day after laparoscopic IPAA . No difference was found
between the two groups regarding early complications; these complications were more
common in shorter and thinner patients. Late complications occurred significantly more often
in case of emergency and open surgeries. The values of “Personal control” and
“Understanding” subscales of BIPQ regarding psychological factors were higher in patients
having no late complications, so who felt more control over their disease. Early and late
complications correlated with the “Understanding” subscale of BIPQ, so patients having no
complication understand their disease more. Logistic regression was used to confirm that the
laparoscopic intervention and the “Understanding” subscale of BIPQ were predictive
regarding the development of complications, that is the incidence of complications is lower in
case of laparoscopic surgeries and in patients understanding their disease better. Significant
correlation was found between the results of psychological and gastrointestinal
questionnaires, negative emotional condition and mood resulted in lower quality of life,
patients were more anxious and depressive, these patients had a negative image of their

disease, and had less faith in the success of the surgical interventions (Figure 2).
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Decreased gastroenterological condition

Open surgery Anxiety
Stoma Decreased personal control
Open surgery Decreased treatment control

Decreased quality of life

Figure 2. Effect of gastroenterological and psychological conditions and surgical
technique on quality of life

74.1% of our patients had headaches, 79.1% of these patients had slight to moderate problems
with everyday life. Based on the results of BIPQ, headache further worsened the emotional
condition of our patients. It should be emphasized that patients having headaches had mainly
tension type headaches, stress and psychological tension have primary role in the
development of tension headaches 7 *®. Tension type headache negatively influences quality

of life [,

6. CONCLUSION

i. Our working group was the first to publish short- and long-term results on laparoscopic
treatment of UC in Hungary, which proved the success of the method.

ii. Laparoscopic surgical treatment can be used safely for both emergency and elective cases
in UC patients. During the long-term follow-up period, significantly fewer late complications
occurred in the laparoscopically operated group of patients.

iii. Our study is the first to examine quality of life among patients operated with laparoscopy
on UC with regard to psychological and gastroenterological conditions. The long-term

positive effect of laparoscopic surgery was confirmed regarding quality of life.

iv. Favourable gastroenterological condition leads to better psychological state and favourable
quality of life, which can be negatively influenced by having a stoma, headache or

complications.
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v. Successful treatment of UC should be performed in centers with close gastroenterological
and surgical co-operation.

vi. Psychological guiding is essential. Psychologists, neurologists and social workers may

have to be involved in the treatment of these patients.
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Role of laparoscopic surgery in the treatment of ulcerative colitis;
short- and mid-term results

JANOS TAJTI JR!, ZSOLT SIMONKA', ATTILA PASZT', SZABOLCS ABRAHAM',
KLAUDIA FAR;<ASZ, ZOLTAN SZEPES?, TAMAS MOLNAR?, FERENC NAGY? &
GYORGY LAZAR!

' Department of Surgery, University of Szeged, Szeged, Hungary, and *First Department of Internal Medicine,
University of Szeged, Szeged, Hungary

Abstract

Objectives. Laparoscopy is used more widely for the surgery of ulcerative colitis. The objective of this study was a comparison
of the surgical and 3-year follow-up results of patients treated with conventional and minimally invasive methods. Materials
and methods. A total of 45 patients received surgery for ulcerative colitis, 16 as emergency and 29 as elective cases.
Laparoscopy was used in 23 and a conventional method in 22 cases. No difference was found between the two groups from the
aspects of American Society of Anesthesiologists physical status (ASA) class, mean body mass index (BMI) and age. There
were 4 emergency cases in the laparoscopy group, and 12 in the open group. Nineteen elective surgeries were performed in the
laparoscopy group, and 10 in the open group. Results. There was no significant difference between the groups as concerns the
length of hospital or intensive care unit (ICU) stay, the time to bowel function recovery, but the duration of open surgery was
significantly shorter. There was no difference between the groups in the rate of early postoperative complications, whereas
among potential late complications, the rates of intestinal obstruction (8.7% vs. 45%) and a septic condition (0% vs. 27%) were
significantly lower in the laparoscopy group. There was a significant improvement in the quality of life after surgery in both
groups, and better cosmetic results were observed in the laparoscopy group. Conclusion. Laparoscopy can be used for
ulcerative colitis both emergency and elective cases, it provides a good quality of life and the mid-term rate of complications is
lower as compared with open surgery.

Key Words: ileal pouch-anal anastomosis, laparoscopy, proctocolectomy, ulcerative colitis

An estimated 25-45% of patients with UC need

Introduction

The epidemiological data reveal that the incidence of
ulcerative colitis (UC) is constantly rising, primarily
as a consequence of the spreading of the ‘Western’
lifestyle and urbanization [1]. Its yearly incidence in
Europe is 10/10°, and the Hungarian data are not
notably different (11.9/10%) [2,3]. In 2010, the
inflammatory bowel disease (IBD) registry of five
Hungarian centers included 1390 patients, 539 of
whom had UC, but since the estimated prevalence
of IBD in Hungary is 25,000, these data relate only to
the more severe cases [4].

surgery at some time [1,5,6]. The purpose of the
surgical intervention is to remove the affected bowel
segment, which can be achieved with either the con-
ventional, open or the laparoscopic technique. Cur-
rently, the generally accepted procedure, which has
become the gold standard for the surgical treatment of
UQC, is total proctocolectomy with the creation of an
ileal pouch-anal anastomosis (IPAA) [2,7]. This pro-
cedure was first performed with a laparoscopic
approach by Peters in 1992 [8]. A number of studies
have shown that (although the duration of the proce-
dure is longer) laparoscopic surgery has numerous
advantages, such as less postoperative pain, a shorter
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hospital stay, less time required for recovery of the
bowel function, and better cosmetic results. Rather
limited experience is available, however, as regard the
long-term results of laparoscopic surgery. The objec-
tive of this study was a comparison of the surgical
and mid-term follow-up results on patients treated for
UC with the conventional and the minimally invasive
method.

Patients and methods

Between 1 January 2005 and 31 May 2013, a total of
45 patients (27 women, 18 men) underwent surgery
for UC in our institution. Patients who had under-
gone proctocolectomy and colectomy with the crea-
tion of a J-pouch were included in the comparison of
minimally invasive surgery and the conventional
method, with a mean follow-up of 38 (1-92) months.
Sixteen (35.5%) of the surgical interventions were
emergency procedures, while 29 (64.5%) were elec-
tive interventions. The laparoscopic technique was
used in 23 (51.1%) and the conventional method
in 22 (48.9%) cases. The mean age of the patients
was 41.29 + 14.37 in the laparoscopy group and
38.91 + 12.58 years in the open surgery group. No
difference was found between the two groups in ASA
class (2.19 £0.60 and 2.14 + 0.73, p = 0.818) or mean
BMI (24.03 + 5.15 and 22.88 + 5.74, p = 0.490)
(Table I). The preoperative laboratory data for the
patients who participated in emergency surgery indi-
cated an increased inflammatory response. The
hematocrit levels (31.31 vs. 35.31 L/L, p = 0.007)
and albumin levels (28.93 vs. 39.67 g/L, p < 0.001)
were significantly lower in the emergency group than
in the elective group.

Surgical technique

Proficient colorectal surgeons operated in both
groups. The surgical procedures were performed by
three surgeons with about equal rate in the open
group, while two surgeons were in the laparoscopic
group.

The laparoscopically assisted proctocolectomy +
IPAA and the total colectomy + mucous fistula were

Table I. Distribution of Age, American Society of Anesthesiolo-
gists physical status (ASA) class and Body Mass Index (BMI) in the
laparoscopy and open surgery groups.

Laparoscopy Open surgery

(n=23) (n =22)
Mean age (years) 41.29 + 14.37 38.91 + 12.58
Mean ASA 2.19 £ 0.60 2.14 £ 0.73 p=0.818
Mean BMI 24.03 + 5.15 22.88 £ 5.74 P =0.490
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performed with the use of six or seven ports, depending
on the auxiliary incision. The resection of the colon
and the creation of the anastomosis and the mucous
fistula were performed from the cosmetically favorable
Pfannenstiel incision. The J-pouch was created from
the terminal ileum with a straight stapler(s), and a
double stapler technique was used for the ileoanal
anastomosis. The staple line was protected with a
loop ileostomy in every case. The pouch created as
the second surgical step was also achieved from the
Pfannenstiel incision. In the cases involving the con-
ventional method, a midline laparotomy was per-
formed to explore the abdominal cavity, in the lower
recess of which the mucous fistula was created; the
pouch and the ileoanal anastomosis were created in the
same way as during the laparoscopic interventions.

Total proctocolectomy with the creation of a
J-pouch and protective loop ileostomy was carried
out laparoscopically in 13 cases and with the open
technique in 5 cases. The first step was total colect-
omy with mucous fistula and end ileostomy using the
minimally invasive technique in 8 cases and the con-
ventional method in 13 cases.

Conversion from laparoscopy to open surgery was
required in 3 cases (3/26, 11.53%), because of mas-
sive adhesions during elective surgery (1 case) or
because of the risk of bowel injury and perforation
during emergency surgery (2 cases). These cases were
excluded from the subsequent analyses.

The distribution of the various surgical procedure is
presented in Table II.

The events following the primary surgery were
analyzed in two stages: within 30 days (the early
period), and after 30 days (the late period). The
length of hospitalization, the number of days in the
ICU, the time required for recovery of the bowel

Table II. Distribution of surgery.

Laparoscopy Open surgery

(n=23) (n=22)

Two-stage Proctocolectomy, 13 (56.5%) 5 (23%)
surgery J-pouch, ileostomy

Ileostomy closure 11 4
Three-stage Total colectomy, 8 (34.8%) 13 (59%)
surgery mucous fistula,

end ileostomy

J-pouch creation, 6 12

ileostomy

Ileostomy closure 5 11
One-stage Rectum extirpation 2 (8.7%) 0
surgery Proctocolectomy, 0 2 (9%)

end ileostomy

Colectomy, 0 1 (4.5%)

ileorectostomy

Total colectomy, 0 1 (4.5%)

ileostomy
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function and the need for transfusion were recorded.
The incidence of complications that could be treated
with conservative therapy and those that necessitated
surgical intervention, such as ileus, abscess, anal
bleeding, fistula, anastomotic stenosis or postopera-
tive hernia, and the rate of mortality were assessed.
The patients were monitored for the development of
pouchitis and cuffitis, the diagnosis of which was
confirmed (besides the clinical symptoms) by endos-
copy in every case. The change in the quality of life
(the general condition, the body weight and the num-
ber of stools daily) and the cosmetic result after the
surgical interventions were also assessed. The preop-
erative and current quality of life of the patients were
graded on a scale from 1 to 10, where 1 was the best
and 10 was the worst quality of life. The cosmetic
result was assessed with consideration of the length of
the surgical incision on a satisfaction scale ranging
from 1 to 5.

Statistics

The patient population was assessed retrospectively,
and the statistical data were processed, and the two-
sample t-test, the chi-squared test and the Mann—
Whitney test were performed with the SPSS software
(IBM SPSS Statistics, Version 20, 2011, Armonk
NY, USA).

Results

Preoperative results

There was no significant difference in the time (years)
from the onset of UC to surgery between the laparo-
scopic group (8.71 + 5.28) and the open surgery
group (8.63 + 9.85). In the preoperative period,
16 patients (35.55%) received biological therapy,
with infliximab. The preoperative laboratory test
results (white blood cell count, C-reactive protein,
hemoglobin, hematocrit and albumin) revealed a sig-
nificant difference between the two groups only in C-
reactive protein (Table III). Before the surgical inter-
ventions, the mean number of stools daily was 10.78 +

Table III. Mean preoperative laboratory data in the laparoscopy
and open surgery groups.

WBC CRP Hgb Htc Albumin
(G/L) (mg/L) (g/L) /L) (gL

Laparoscopy 8.33 16.79 105.43 33.81 37.79
Open surgery  9.06 47.66 109.13 33.96 33.01
p»=0.529 p =0.028 p = 0.471 p = 0.920 p = 0.108

WBC: White Blood Cell; CRP: C-Reactive Protein;
Hgb: Hemoglobin; Htc: Hematocrit

Table IV. Distribution of duration of surgery (minutes).

Laparoscopy Open surgery

Proctocolectomy,  245.42 + 51.28
J-pouch, ileostomy
Total colectomy,
mucous fistula,

end ileostomy

185 £ 17.80 p = 0.040

187 £ 32.39 151.67 + 23.58 p=0.012

5.80 and 9.64 + 5.38, respectively, in the two groups.
The last colonoscopy report before surgery indicated
30 cases (66.67%) of pancolitis, 5 cases (11.11%) of
left-sided involvement and 10 cases (22.22%) of distal
involvement.

From the aspect of the duration of surgery, the open
method was found to be significantly shorter than the
laparoscopic intervention in both the emergency and
the elective cases (Table IV).

Postoperative results

There was no significant difference between the
groups in the length of hospital stay, the time to
the recovery of the bowel function, the number of
days spent in the ICU, or the need for transfusion
(Table V). There was no death in the perioperative
period in either group.

Complications were classified as early (within
30 days) or late (after 30 days) with regard to their
onset after primary surgery. There was no difference
(p = 0.945) between the laparoscopy group and the
open surgery group in the rate of severe complications
that required reoperation. In the laparoscopy group,
two patients needed reoperation in the early period
because of ileus, an abdominal wall disruption in the
area of the mucous fistula that required immediate
surgery in one case, and stoma repair was required in
one case. In the early period after open surgery,
exploration was performed in one patient because
of a septic condition, and reoperation was required
because of ileus in three cases. Complications

Table V. Immediate postoperative results in the laparoscopy and
open surgery groups.

Laparoscopy Open surgery
(n = 23) (n=22)

Hospital stay (days) 11.50 + 3.85 11.63 £3.79 p=0.914

Time to recovery 144 +£0.81 1.55+0.69 p=0.656
of bowel function (days)

Time spent 2.50 + 1 2.09 £ 0.83 p=0.437
in the ICU (days)

Need for blood 2.05+1.77 3.13+1.90 p=0.57

transfusion (units)




Table VI. Early postoperative complications (within 30 days).
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Laparoscopy (n = 23)

Open surgery (n = 22)

Requiring reoperation Ileus (2)

Abdominal wall disruption (1)

Stoma repair (1)
Total 17.4% (4/23)
Not requiring reoperation Subileus (3)

Total 13% (2/23)

Ileus (3)
Septic condition (1)

18% (4/22)

Subileus (1)

Anal bleeding (1)
Dehydration (1)
Hydrothorax (1)
Urination problems (1)
22% (5/22)

p=0.945

p=0.396

necessitating reoperation and other complications are
listed in Table VI.

During the follow-up period, wound infection was
detected in eight patients (34.8% of the cases) in the
laparoscopy group, and in seven patients (31.8% of
the cases) in the open surgery group; from this
respect, there was no significant difference between
the groups (p = 0.833). Methicillin-resistant staphy-
lococcus aureus infection was confirmed in two
patients and one patient, respectively.

During the mean follow-up of 36 months, signifi-
cantly fewer complications, involving an intestinal
obstruction (p = 0.005), a septic condition (p =
0.007), an anastomotic stenosis, anal bleeding and
pouch-vaginal fistula formation (p = 0.001), occurred
in the laparoscopy group. The rate of development of
postoperative hernias was also lower in the laparos-
copy group (8.7% vs. 18%), but this difference was
not significant statistically (p = 0.349) (Table VII).

In the laparoscopy group, surgery was performed
because of ileus in one case, and one case of subileus
resolved after medical therapy. Abdominal wall
reconstruction was carried out electively in two cases
because of a hernia in the scar of the previous

Table VII. Late postoperative complications (after 30 days).

ileostomy. Endoscopic dilatation was performed in
one case of anastomotic stenosis.

In the conventional surgery group, surgery was
performed because of ileus as a late complication in
four cases. Four perianal abscesses were explored,
three of which were treated by Seton drainage. Peri-
anal exploration was needed in one case because of an
abscess in the lesser pelvis. In one patient, excision of
the pouch was required because of severe pouchitis
and a perianal abscess. Rectum extirpation was nec-
essary in two patients because of an impaired sphinc-
ter function and anal bleeding. The abdominal wall
was reconstructed in four cases because of a postop-
erative hernia. Two anastomotic stenoses were dilated
surgically, while endoscopic dilatation was performed
in three patients. Six cases of subileus, one case of anal
bleeding and one case of dehydration were resolved
through conservative treatment. Two cases of pouch-
vaginal fistula were observed. During the follow-up,
two patients died, as a result of an oral cavity tumor or
a cardiorespiratory insufficiency; the causes of death
were not related to the UC.

Of the 16 patients treated with infliximab, 4 devel-
oped an early postoperative complication.

Laparoscopy (n = 23)

Open surgery (n = 22)

Septic condition 0

Total 0% (0/23)
Intestinal obstruction
Requiring surgical intervention
Not requiring surgical intervention

Ileus (1)
Subileus (1)

Total 8.7% (2/23)
Postoperative hernia In the ileostomy scar (2)
Total 8.7% (2/23)
Other Anastomotic stenosis (1)

Total 4.3% (1/23)

Severe pouchitis (1) — pouch excision
Perianal abscess (4)
Lesser pelvic abscess (1)

27% (6/22) $=0.007
Ileus (4)

Subileus (6)

45% (10/22) $=0.005
In the midline laparotomy scar (4)

18% (4/22) p=0.349

Anastomotic stenosis (5)

Anal bleeding (2) — rectum extirpation (1)
Severe sphincter damage (1) — rectum extirpation
Pouch-vaginal fistula (2)

Dehydration (1)

50% (11/22) »=0.001
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During the course of the follow-up, there were
significantly fewer urgent admissions to a medical
unit in the laparoscopy group (1 vs. 6, p = 0.034).

The clinical symptoms and endoscopic findings
confirmed 15 cases of pouchitis, affecting 41% of
the patients with a pouch (6 in the laparoscopic group
and 9 in the open surgery group). The inflammation
of the pouch was accompanied by cuffitis in 10 cases.

A significant improvement in the quality of life was
measured in both groups after the surgery, but there
was no significant difference between the two groups.

The postoperative mean number of stools daily at
the last medical check-up during the follow-up was
7.83 £3.28 and 7.81 £ 3.31 in the two patient groups.
There was therefore a decreasing tendency relative to
the preoperative results, which proved to be signifi-
cant in the laparoscopy group. The preoperative and
current body weights indicated an increase in both
groups (laparoscopy group: 67.61 + 16.19 kg and
70.83 + 18.31 kg, open surgery group: 63.24 =+
16.15 kg and 73.68 + 12.73 kg), which was significant
in the open surgery patient population (Table VIII).

The mean length of the midline laparotomy inci-
sion in the open surgery group was 13.9 + 7 cm, and
the mean length of the Pfannenstiel incision in the
laparoscopy group was 10.5 + 3.5 cm. From the
aspect of the cosmetic result, the patients graded their
satisfaction on a five-item scale (not at all satisfied —
slightly satisfied — moderately satisfied — rather satis-
fied — very satisfied), which demonstrated that those
who had undergone open surgery were on average
‘rather satisfied’, while the laparoscopic patients were
on average ‘very satisfied’.

Discussion

This study has confirmed that laparoscopic surgical
treatment can be used safely for both emergency and
elective cases in UC patients. There was no difference
between the open surgery and laparoscopy groups as
concerns the length of the hospital stay, the number of
days spent in the ICU, the blood loss, the time
required for the recovery of the bowel function and
the number of perioperative complications, but the

duration of laparoscopic surgery proved to be signif-
icantly longer. The quality of life of the patients
improved significantly in both groups. As differences,
the rates of intestinal obstruction, septic and other
complications, and medical re-hospitalization were
significantly higher among the patients who had
undergone open surgery, and the laparoscopic
patients on average reported a higher level of satis-
faction with the cosmetic result.

The treatment of UC is primarily based on medical/
biological therapy. A surgical intervention is consid-
ered in the event of the failure of the conservative
therapy and the emergence of severe complications of
the disease. Proctocolectomy and IPAA creation are
adequate alternatives in the surgical treatment of UC,
and are currently the most frequently chosen types of
surgery [2,9].

The minimally invasive technique has also gained
popularity in the treatment of UC and, similarly to the
open technique, can be used safely [10]. Its advan-
tages include a shorter hospital stay, less postoperative
pain, a shorter time for recovery of the bowel function
and a better cosmetic result, but it has the disadvan-
tage of a longer duration of surgery [11]. The current
data available in a large international database con-
firm better rates of both morbidity and mortality in the
minimally invasive patient group [12].

Our own results indicate that, other than the cos-
metic results, laparoscopic surgery has no clear advan-
tage in the perioperative period. However, the
duration of surgery differed significantly in the two
patient groups: the laparoscopic interventions took
longer to complete. There was no measurable differ-
ence in the length of hospital stay, the time until the
recovery of the bowel function, the number of days
spent in the ICU, the postoperative need for blood
transfusion or the wound healing problems. Similarly,
Fajardo et al. did not observe a difference in the rate of
morbidity during the short-term follow-up of two-
stage laparoscopic and open IPAA surgery [13].
A meta-analysis published in 2010 did not find a
difference between the conventional open and the
minimally invasive procedure from the aspect of
complications such as a lesser pelvic abscess,

Table VIII. Pre- and postoperative quality of life, number of stools daily and body weight in the laparoscopy and open surgery groups.

Preoperative Current
Quality of life Laparoscopy (n = 23) 8.88 £ 1.5 2.38 £2.03 p < 0.0001
Open surgery (n = 22) 8.8 + 1.74 2.6 +2.03 $=0.001
Number of stools daily Laparoscopy (n = 23) 10.78 £ 5.80 7.83 £ 3.28 p=0.061
Open surgery (n = 22) 9.64 + 5.38 7.81 + 3.31 p=0.238
Body weight Laparoscopy (n = 23) 67.61 + 16.19 70.83 + 18.31 p=0.554
Open surgery (n = 22) 63.24 + 16.15 73.68 + 12.73 P =0.030




anastomotic leakage and ileus [14]. Similarly, a recent
randomized study likewise confirmed only the cos-
metic advantage of the laparoscopic method [15].

Our study led to the finding that the minimally
invasive method does not have an advantage as con-
cerns the early complications, but it is demonstrably
more advantageous in terms of the incidence of late
complications. The rate of medical re-hospitalization
was significantly lower in the laparoscopy group
(4.34% vs. 27%). Similarly, the rates of intestinal
obstruction (8.7% vs. 45%), septic condition (0%
vs. 27%) and other complications (4.3% vs. 50%)
were also significantly lower in the group of patients
who had undergone laparoscopic surgery.

The obvious explanation for the higher rate of
hernias in the open surgery group (8.7% vs. 18%)
is the more extensive entry opening. The higher rate
of ileus and subileus in the open surgery group is
probably caused by the higher level of surgical trauma
and the adhesions due to the wound surface.
Hull et al. observed significantly more cases of adhe-
sion after open IPAA surgery, and a similar result was
reported by Indar et al. [16,17]. The research by
Bartels et al. revealed that the incidence of adhesions
and postoperative hernias was significantly higher
following emergency open colectomies performed
because of UC [18]. In a US study, however, the
incidence of small bowel obstruction after IPAA was
not different when the laparoscopic technique was
employed [19].

In several studies, prior biological therapy was
considered to have a negative effect on the results
of the surgical treatment in UC [20,21], although this
is not supported by other observations [22-24] or the
most recent case-matched study [25]. Our study
indicated only four cases of an early postoperative
complication among the 16 patients who had received
infliximab treatment and therefore suggests that prior
biological therapy is not associated with a higher rate
of complications.

The most common complication in the long term
after IPAA surgery performed because of UC is pou-
chitis. A total of 15 cases of pouchitis were recorded in
our study, corresponding to 41% of the patients with a
pouch; there was no difference between the groups.
A Swedish study found chronic pouchitis to be the
main functional issue during a long-term follow-up
after IPAA surgery [26]. The exact etiology of pou-
chitis is still unknown; no independent risk factor has
been recognized. The study by Kalkan et al. pointed
to the fulminant colitis leading to the surgery and the
steroid dependence as the possible causes of pouchi-
tis, whereas Uchino et al. were of the opinion that a
toxic megacolon and the onset of UC before the age of
26 years may predispose to chronic pouchitis [27,28].
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In the course of the follow-up, significant improve-
ments were noted in the number of stools daily, the
body weight and the quality of life, whereas
Fichera et al. did not find a difference between lap-
aroscopy and open IPAA surgery from the aspect of
the number of stools daily postoperatively and a
similar result was reported from an English study
[7,29]. Likewise, Polle et al. did not detect a differ-
ence in the quality of life, the morbidity rate or the
functional results following open and laparoscopic
proctocolectomies, but confirmed a better cosmetic
result among laparoscopic female patients [30]. Many
publications have reported a better postoperative
quality of life following IPAA surgery [31-37].

Our study clearly demonstrates that minimally
invasive procedures can be used safely for the surgical
treatment of UC in both emergency and elective
cases, and these are cosmetically advantageous pro-
cedures that are expected to result in a considerably
improved quality of life.

Moreover, it is important to emphasize that lower
rates of postoperative hernia and ileus are to be
expected in the long term after laparoscopic surgery.
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EREDETI KOZLEMENY

Colitis ulcerosa
° ° V& KJ ° / / ° /
minimalisan invaziv sebészi kezelése —
hosszt tava eredmények

 Tajti Janos jr. dr.' = Simonka Zsolt dr.'! = Paszt Attila dr.!
Abraham Szabolcs dr.! = Farkas Klaudia dr.? = Szepes Zoltan dr.?
Molnar Tamas dr.? = Nagy Ferenc dr.? = Lazar Gyorgy dr.”

Szegedi Tudoményegyetem, Altalinos Orvostudoményi Kar, 'Sebészeti Klinika,
2I. Belgyobgyaszati Klinika, Szeged

Bevezetés: A colitis ulcerosa sebészi kezelésében egyre szélesebb korben alkalmazzik a laparoszképos technikat, azon-
ban hossz tivi magyarorszagi eredményekkel eddig még nem rendelkeztink. Célkitsizés: A szerzSk célja a hagyo-
miényos ¢és a minimdlisan invaziv modszerrel operalt betegek mitéti és 47,8 hénapos utinkovetési eredményeinek
Osszehasonlitdsa. Modszer: 2005. januar 1. és 2014. december 31. kozott Osszesen 56 beteg kertilt mdtétre colitis
ulcerosa diagnézissal, akik koziil 20-at stirg&sséggel, 36-ot tervezetten mutottek. Laparoszképos technikaval 33,
nyitottan 23 mdtétet végeztek. Ervedmények: A perioperativ id6szakban az dpolasi id§, passzazsmegindulas, az inten-
ziv osztilyos és transzfuzids igény és szovédmények terén a csoportok kozott kiilonbséget nem észleltek. Hosszt
tava szovédmények tekintetében az intestinalis obstrukeid, a szeptikus dllapot és az egyéb komplikiciok eléforduldsa
szignifikinsan alacsonyabb volt a laparoszképos miitéten dtesett betegek csoportjiban. Mindkét csoport életminGsé-
gében szignifikins javulast tapasztaltak a mdtétet kovetSen. Kovetkeztetések: A colitis ulcerosa kezelésében a laparosz-
kopos médszer biztonsigosan alkalmazhaté, amely j6 életmindséget, kedvez8bb kozmetikai eredményt biztosit és
hosszt tavon alacsonyabb a szovédmények ardnya a nyitott mtitétekkel 6sszehasonlitva. Orv. Hetil., 2015, 156(39),
1585-1592.

Kulcsszavak: colitis ulcerosa, laparoszkdpia, ileoanalis anastomosis, J-pouch

Minimally invasive surgical treatment of ulcerative colitis — long-term results

Introduction: For the surgical treatment of ulcerative colitis, laparoscopy is used more widely, but less data are avail-
able on long-term results in Hungary. Aém: The aim of the authors was to compare the mean 47.8-month follow-up
results of patients treated with conventional and minimally invasive surgical methods. Method: Between January 1,
2005 and December 31, 2014, 56 patients were treated with surgery (20 emergencies, and 36 elective cases). Lapa-
roscopy was used in 33 and conventional method in 23 cases. Results: There was no difference between the two
groups in hospital and intensive care unit stay, bowel function recovery, need for transfusion, and complications dur-
ing the perioperative period. Regarding long-term complications, the occurrence of intestinal obstruction, septic
condition and other complications were significantly fewer in the laparoscopy group. The quality of life improved in
both groups after the surgery. Conclusions: Laparoscopy can be used safely; it provides good quality of life and better
cosmetic results, and the long-term rate of complications is lower as compared to open surgery.
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Roviditések

ASA = American Society of Anaesthesiologists; BMI = testto-
megindex; CRP = C-reaktiv protein; CU = colitis ulcerosa;
FVS = fehérvérsejt; Hgb = hemoglobin; Htk = hematokrit;
IBD = (inflammatory bowel discase) gyulladdsos bélbetegség;
IPAA = ileopouch-analis anastomosis

A minimadlisan invaziv sebészeti beavatkozds napjainkban
egyre nagyobb teret nyer, amely modszer a vastagbélse-
bészetben, igy a gyulladisos bélbetegségek (inflamma-
tory bowel disease — IBD) kezelésében is megjelent. Az
elsé laparoszkopos vastagbélmiitét Moise Jacobs nevéhez
ftizédik, aki 1990-ben jobb oldali hemicolectomiit vég-
zett minimdlisan invaziv médon [1]. Epidemiolégiai
adatok szerint a colitis ulcerosiban (CU) szenved§ bete-
gek szama emelkedik, aminek hitterében genetikai és
szamos kornyezeti hatast igazoltak. Hazdnkban Mibeller
és mesai az IBD gyakorisagat 2010-ben 25 000-re be-
csiilték [2]. A széles spektrumt gyogyszeres, valamint
biolégiai terapidnak koszonhetéen a CU konzervativ ke-
zeléssel sokaig egyensulyban tarthat6, azonban az erre
nem reagald, gyakori relapsusokkal jaro, illetve szovSd-
ményes esetekben sebészeti beavatkozds vélik sziikséges-
sé, amelynek célja a ,,célszerv”, a vastagbél eltavolitasa.
Napjainkban totélis proctocolectomia, ileoanalis anasto-
mosissal torténd J-pouch (IPAA) kialakitasa a leginkabb
elfogadott eljards, amelynek laparoszképos kivitelezésé-
0l els6ként Peters munkacsoportja szamolt be a kilencve-
nes évek elején [3, 4].

Az eddigi adatok igazoltak, hogy a CU sebészetében a
hagyomanyos mttéti technikdval szemben a minimalisan
invaziv modszer elénye a rovidebb apolasi idG, a kisebb
posztoperativ fijdalom, a gyors passzidzsrendez&dés és a
kedvez6 kozmetikai eredmény a hosszabb mtitéti idGvel
szemben [5].

A CU minimdlisan invaziv kezelését illetén magyaror-
szagi utankovetési adatokkal limitalt szimban rendelke-
ziink. Vizsgalatunk célja a nyitott és a laparoszkopos
modszerrel operalt betegek perioperativ és hosszt tiva
eredményeinek 0sszehasonlitisa.

Moébdszer és sebészi technika

2005. janudr 1. és 2014. december 31. kozott dsszesen
56 betegnél (31 nd, 25 térfi) végeztiink mitétet CU di-
agnoézisaval. Vizsgilatunkba a klinikailag, radiol6giailag,
endoszképpal és szovettanilag igazolt CU-ban szenved§
betegek keriiltek. Az irradidcié okozta vastagbélgyulla-
dds, az alhartyas colitis, a CU talajan kialakult tumoros
propagacié eseteitdl, valamint a laparoszkopos kezdést
kovets konvertalt beavatkozasoktdl (3,/36, 8,33%, ad-
héziok és bélsériilés veszélye) eltekintettiink.

A primer miitétek utani id&szakot 30 napon beliili,
korai és 30 napon tali, kés6i id6szakra bontva elemez-
tlik. Regisztriltuk az dpolasi id6t, intenziv osztilyon tol-
tott napok szamat, a passzazsmegindulast és transzflizios
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igényt. Vizsgaltuk a konzervativ terapiaval kezelhets és a
mitéti beavatkozast igényls szovédményeket, komplika-
cidkat, mint példaul ileus, talyog, per anum vérzés, fistu-
la, anastomosissziikiilet, posztoperativ sérv és mortalitas
el6fordulasit. Kerestiik a pouchitis és cuffitis megjelené-
sét, amelyek diagnodzisait minden esetben a klinikai tiine-
tek mellett endoszképos kontroll is igazolta. Vizsgiltuk
a mutéti beavatkozasokat kovetd életmindségbeli valto-
zast (4ltalanos allapot, testsuly, napi székletszam). A be-
tegek mitét el6tti és jelenlegi életmindségének vizsgila-
tat 1-10-ig terjedd skdla alapjan hasonlitottuk ssze.

A betegek adatainak vizsgilatat retrospektiv modszer-
rel, a statisztika feldolgozasit, kétmintds t-probat, -
prébat és Mann—-Whitney-tesztet végeztiink SPSS prog-
rammal (IBM SPSS Statistics, Version 22, 2014,
Chicago, IL, Amerikai Egyesiilt Allamok).

Laparoszképosan asszisztilt mététekhez 6-7 portot
hasznaltunk, mig a vastagbél reszekciojat Pfannenstiel-
metszésbdl végeztiik. A J-pouch kialakitasihoz, a kortil-
beliil 15 ¢cm hosszisigl termindlis ileumbdl, egyenes
vago-varrd gépet, az ileoanalis anastomosis elkészitésé-
hez kettSsstapler-technikat alkalmaztunk. A varratsort
kacsileostomaval  tehermentesitettitk. Hagyomanyos
modszer esetén median laparotomiabdl explordltuk a
hasiireget.

Eredmények

Utankovetésiink atlagosan 47,8 (3-111) hoénapig tar-
tott. Az 56 eset koziil laparoszkopos technikaval 33
(58,9%), hagyomanyos modszerrel 23 (41,1%) mitét
tortént, az indikaciot tekintve 20 (35,7%) stirgGsséggel,
mig 36 (64,3%) tervezett titon.

Az akut mitéti beavatkozasokat terapiarefrakter, septi-
cotoxicus dllapot miatt végeztiik, amelyhez 4 esetben
vérzés, 1-1 esetben perforicio, illetve ileus és 2 betegnél
stlyos malnutritio is tarsult. Az elektiv beavatkozasokat
konzervativ kezeléssel egyensilyban nem tarthaté élla-
pot miatt végeztiik.

Perioperativ eredmények

A betegek dtlagéletkora a laparoszképos és a nyitott cso-
portban 45,09+14.,49 illetve 38,26+12,68 év volt. A két
csoportban a testtomegindexet (BMI) (22,76+4,68 és
22,59+5,94) és az American Society of Anaesthesiolo-
gists (ASA) -beosztist (2,27+0,57 és 2,05+0,68) illetGen
kiilonbséget nem taldltunk, a betegség diagnosztizala-
satél a mitét beavatkozasig atlagosan 9,05+7,86 és
8,26+9,93 év telt el. Attekintve az extraintestinalis mani-
feszticidkat, 5 (8,9%) esetben talaltunk szem-, 7 (12,5%)
betegnél bérérintettséget, 18 (32,14%) beteg szenvedett
csont- és iziileti fijdalomtdl. 3 (5,3%) betegnél meriilt fel
primer szklerotizalé cholangitis lehetGsége, 7 (12,5%)
esetben zajlott kordbban mélyvénas trombézis és 2 be-
tegnél volt tiid6t érintS giimdkor (3,57%), mig az anam-
nézisekben 2 (3,57%) tumoros megbetegedés (vese- és
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szdjiiregi érintettség) is szerepelt. Betegeink k6zott nem
ismert aktiv dohdnyzé, csupan 8 esetben igazolddott ko-
rabbi dohdnyzds, valamint 2 esetben szerepelt appendec-
tomia a kértorténetben. Preoperativ laboreredményeket
(fehérvérsejt, C-reaktiv protein, hemoglobin, hematok-
rit, albumin) dttekintve a nyitott csoportban a gyulladi-
sos markerek értéke szignifikinsan magasabbnak bizo-
nyult. Utdbbi eredmény a fokozott szeptikus allapottal
jaré akut mutétek magasabb aranyaval magyardzhat6 a
hagyomidnyos modszerrel operdlt betegcsoportban
(56,52% vs. 21,21%). A mitét elStti idEszakban 23
(41,07%) beteg részesiilt bioldgiai, infliximabterdpiiaban.
A betegek perioperativ eredményeit az 1. tdblizat foglal-
ja ossze.

1. tablazat Perioperativ eredmények és mtitét el6tti laboratériumi vizsgala-

tok

Laparoszkopos Nyitott

(n=33) (n = 23)
Eletkor (év) 45,09+14,49 38,26+12,68 p=0,074
ASA-beosztas 2,27+0,57 2,05+0,68 p=0,125
BMI 22,76+4,68 22,59+5.94 p=0,9006
Apolési idS (nap) 10,75+3,61 11,39+3,78 p=0,528
Passzdazsmegindulds 1,32+0,66 1,63+0,68 p=0,129
(nap)
Intenziv osztilyon — 2,4+0,89 2,10£0,87 p =0,545
toltott id6 (nap)
Vérigény (egység)  2,18+2,0 2,73+1,7 p=0,283
FVS (G/1) 8,5+3,11 10,42+3,36 p=0,032
CRP (mg/1) 23,29+36,18 51,51+57,62 p=0,031
Albumin (g/1) 37,8+7,66 33,46+7,61 p=0,096
Hgb (g/1) 109,72+1948  109,52+18,94 p =0,969
Htk (1/1) 34,2745 33,95+5.,8 p=0,828

ASA = American Society of Anaesthesiologists; BMI = testtomegindex;
FVS = fehérvérsejt; CRP = C-reaktiv protein; Hgb = hemoglobin; Htk
= hematokrit.

Totalis proctocolectomiat végeztiink J-pouch kialaki-
tasaval és protektiv loop ileostomaval laparoszképosan
21, nyitott technikdval 5 esetben. A mitéti id6tartam
22145149, illetve 185+17,79 perc volt. Utiankoveté-
stink sordn az ileostoma 17, illetve 5 esetben keriilt za-
rasra, viselése a két csoportban atlagosan 3,8 és 4,4 ho-
napig tartott.

Els6 [épcsSként totlis colectomiat készitettiink nyak-
fistuldval és végileostomaval minimdlisan invaziv médon
9, hagyomanyos modszerrel 14 esetben, a beavatkozai-
sok 186,88+30,11, valamint 151,54+22.58 perc hossza-
sagtiak voltak, amely utébbi adat szignifikinsan (p =
0,006) révidebbnek bizonyult. Atlagosan 5,00+1,67 és
5,15+3,02 hénap elteltével végeztiik el masodiilésben a
pouchmiitéteket, amelyek szdma 6, illetve 13 volt. Utol-
s6 1épésként az ileostomit 6, illetve 12 esetben zartuk,
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a primer beavatkozdstél szamolva 7,83 és 9,25 honapot
kovetSen.

A laparoszképos csoportban a Crohn-betegségre uta-
16 szovettani lelet miatt 2 esetben a nyakfistuldt ileorec-
tostomiava alakitottuk. Laparoszkopos technikival 3 rec-
tumexstirpatiot, hagyomdnyos modszerrel 1 colectomiat
ileorectalis anastomosissal, 2 totalis proctocolectomiit
végileostomaval és 1 totdlis colectomiat végeztiink ileo-
stomaval. A mutéti tipusok eloszldsit a 2. tdblizatban
foglaltuk ossze.

2. tabldzat | Miitéti tipusok és miitéti idStartamok
Laparoszképos — Nyitott
(n = 33) (n =23)
Kétszakaszos  Proctocolectomia, 21 (63,6%) 5(21,7%)
mitétek J-pouch ileostoma
Miitéti idS (perc) 221+51,49 185+17,79
p=0,187
Harom- Totdlis 9(27,2%) 14 (60,8%)
szakaszos colectomia,
mtétek nyakfistula,
végileostoma
Miitéti id6 (perc) 186,88+30,11 151,54+22,58
p = 0,006
Egyéb Rectumexstirpatio 3 (9%) 0
miitétek Proctocolectomia, 0 2 (8,6%)
végileostoma
Colectomia, 0 1 (4,3%)
ileorectostoma
Totilis 0 1 (4,3%)
colectomia,
ileostoma

A két beteganyag apoldsi idejében, intenziv osztilyon
eltoltott napok szamaban, transzfzids igényében, vala-
mint az els§ széklet megjelenéséig eltelt id6ben mérhetd
kiillonbséget nem taldltunk (1. tdblizat).

A Kkérszovettani feldolgozds az esetek nagy részében
(39) stlyos gyulladdst véleményezett. Aktiv volt a folya-
mat 8 esetben, idiilt gyulladas jelei 4 mintiban litszot-
tak. Két betegnél felszines gyulladdst és 1 inaktiv format
irtak le, valamint 2 esetben a teljes colont érinté Crohn-
betegséget is diagnosztiziltak. Az utébbi két betegnél
primer mitétként laparoszképos totalis colectomiat vé-
geztiink nyakfistuldval, majd — tekintettel a patoldgiai
leletre — a tdpcsatorna folytonossigat ileorectostomiaval
allitottuk helyre.

Sz6védmények

A primer mitétekhez képest korai (30 napon beliili) és
késSi (30 napon tali) csoportra osztva vizsgiltuk a
szovédmények, komplikiciok megjelenését. A korai
id6szakban megjelend szovédményeket reopericiotol

ORVOSI HETILAP

2015 m 156. évfolyam, 39. szdm



fiiggben két csoportba osztottuk. A laparoszképos be-
avatkozdsokat kovetSen 5 esetben kényszeriiltiink ismé-
telt matétre: 2 esetben ileus miatti adhaesiolysis, 2 be-
tegnél ileostoma korrekcidja és 1 esetben a nydkfistula
mentén megjelend hasfali szétvalas miatt tortént resutu-
ra. Konzervativ kezeléssel 3 betegnek sikertilt rendezni
subileusos allapotat, alhasi tilyog miatt 1 esetben tortént
ultrahangvezérelt intervenciés drenalas, valamint 1 vér-
zéssel jaré salyos pouchitis oldodott meg lokdlis kezelés-
re. A hagyomdnyos médon operalt csoportban a korai
idGszakban szeptikus allapot miatt 1 betegnél végeztiink
exploratiét, 3 esetben tortént reoperacio ileus miatt. Mig
egyéb, hydrothorax, per anum vérzés, subileus, exsicco-
sis és vizelési panaszok kapcsin nem mdtéti kezelés volt
sikeres. A 23, koribban infliximabterapiaban részesiilt
beteg koziil 6 esetében alakult ki korai szévédmény.
A korai id6szakban reopericiét igénylé és az egyéb
szovédmények terén nem volt statisztikai kiilonbség a
két csoportban, ezek eredményeit a 3. tablazat toglalja
Ossze.

3. tiblazat | Korai posztoperativ sz6védményck
Laparoszképos Nyitott
(n=33) (n=23)

Reopericiot - Ileus (2) —Ileus (3)

igényl6 — Hasfali dysruptio  — Szeptikus dllapot
(1) (1)
— Stomakorrekcié
()
Osszesen 15,1% (5/33) 17,4% (4/23) p=0,822
Reopericiét - Subileus (3) — Subileus (1)
nem igényl6  — Alhasi talyog (1)  — Per anum vérzés
— Pouchitis (1) (1)
— Exsiccosis (1)
— Hydrothorax (1)
— Vizelési panaszok
1)
Osszesen 15,1% (5/33) 21,7% (5/23) p=0,527

A késéi id6szakot attekintve a laparoszképos beteg-
csoportnal szignifikinsan kevesebb szeptikus szovod-
ményt, intestinalis obstrukciot és egyéb szovédményeket
észleltiink, amelyeket a 4. tablazatban toglaltunk Gssze.
A minimdlisan invaziv csoportban szeptikus dllapot miatt
3 betegnél tortént tilyog miatt intervencios, illetve ma-
téti beavatkozas. Ileus miatt 1 esetben végeztiink explo-
ratiét, mig 7 subileus oldédott meg gyogyszeres kezelés-
re. 3 betegnél észleltiink posztoperativ sérvet az
ileostoma hegében. 1 esetben akut hasi kérkép, az ileum
vascularis kirosoddsa miatt végeztiink mtétet. 1 anasto-
mosissziikiilet endoszkopos tagitasa tortént.

A nyitott modszerrel operilt csoportban stlyos pou-
chitis miatt 1 betegnél a pouch kiirtasara kényszertiltiink,
perianalis tilyog kapcsin 9 Seton-drendlast és kismeden-
cei talyog miatt 1 feltarast végeztiink. Bélelzarddas, hasi
panaszok miatt 5 mitét és 9 obszervicié tortént. Medi-
an laparotomia hegében 1év$ sérvek miatt 4 hasfali re-
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konstrukciot végeztiink. Rectumexstirpatio 2 betegnél
tortént a sulyos zaréizom-karosodas és a konzervativ ke-
zelésre nem sznd vérzés kapcsan. Tagitasra 6 anastomo-
sis kertilt, 2 pouch-vaginalis fistuldt észleltiink.

Utankovetésiink sordn 2 beteget vesztettiink el szdj-
iregi tumor és cardiorespiratoricus insufficientia kdvet-
kezményeként, CU-val 6sszefiiggs haldlok nem volt.

A vizsgalati idGszak alatt belgydgyaszati visszavétel 9,
illetve 12 esetben volt, amelynek héitterében nagyrészt
vérszegénység miatti transzfiizids igény és hasi panaszok
voltak. A kontroll endoszképos vizsgilatok alapjan 17
pouchitis igazoldédott, amelyhez 10 esetben cuffitis is
tarsult, ez a pouch-csal rendelkezd betegek 40%-dt érin-
tette.

Szovédmények terén vizsgiltuk a sebgydgyuldsi zavar
megjelenését, amelyet a laparoszképos csoportban 8
esetben (5 — sebvonalban, 1 — giton, 1 — drén helyén,
1 — hasfali resutura helyén), a nyitott beteganyagnil 7
esetben (4 — sebvonalban, 1 — bezart ileostoma helyén,
1 —drén helyén, 1 — nydkfistula helyén) észleltiink, kozii-
lik 2, illetve 1 betegnél methicillinrezisztens Staphylococ-
cus anrens-infekcid igazolodott.

Eletmindség

Vizsgaltuk a mttéti beavatkozasokat kovetd életmind-
ségbeli viltozast altalanos allapot, teststly és napi szék-
letszam tekintetében. A betegek mdtét el6tti és jelenlegi
altalanos allapotanak meghatirozasit 1-10-ig terjedd
szubjektiv skila alapjan adtik meg, ahol 1 a legjobb, mig
10 a legrosszabb életmindséget jelentette. Ebben a te-
kintetben mindkét csoportban szignifikdns javulast mér-
tiink a mdtétet kovetd idészakban. A mdtétek utini ids-
szakban mindkét csoportban testtomeg-novekedést
tapasztaltunk, amely a nyitott beteganyagnal szignifi-
kansnak bizonyult. A posztoperativ idGszakban javult,
azaz csOkkent a napi atlagos székletszam mindkét cso-
portban. A két betegcsoport kozmetikai eredményét
vizsgilva a betegek 6tOs skilan (egyaltalan nem elégedett
— kicsit elégedett — kdzepesen elégedett — inkdbb elége-
dett — nagyon clégedett) értékeltek, amely alapjan a nyi-
tott mtitéten dtesett betegek az ,inkibb elégedett”, a
laparoszképos mitéten dtesett betegek a ,,nagyon elége-
dett” valaszt adtak. Az életmindségbeli valtozasokat az
5. tablazatban foglaltuk Gssze.

Megbeszélés

Vizsgalatunk az elsé hossza tavii magyarorszagi tanul-
many a CU sebészi kezelését illetGen, amely nagy hang-
sulyt fektet a laparoszképos beavatkozdsok eredményes-
ségének megitélésére is. A minimalisan invaziv technika
hazankban is egyre nagyobb teret nyer, amely mddszer
az IBD kezelésében is széles korben, biztonsaggal alkal-
mazhat6 eljaras [6, 7, 8]. Tanulmanyunkat harom nagy
részre (perioperativ idGszak, mdtét utani komplikdciok
és életmindség) bontva, retrospektiv médon vizsgaltuk a
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4. tiblazat
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| Késéi posztoperativ szévédményck

Laparoszképos (n = 33)

Nyitott (n = 23)

Szeptikus dllapot
drendlas

— Hasfali tilyog (1) » lokdlis kezelés

— Kismedencei talyog (1) » intervencids

— Stlyos pouchitis (1) » pouchexcisio
— Perianalis tilyog (9) » Seton-drendlds
— Kismedencei talyog (1) » mitéti feltaras

— Perianalis tilyog (1) » Seton-drendlds

Osszesen 9% (3/33) 47,8% (11,/23) p=0,001
Intestinalis obstrukcid
— Miitéti beavatkozist igényl$ —Ileus (1) —Ileus (5)
— M{itéti beavatkozdst nem igényl6 — Subileus (7) — Subileus (9)
Osszesen 24.2% (8/33) 60,1% (14,/23) p = 0,006
Posztoperativ sérv — Ileostoma hegében (3) — Median laparotomia hegében (4)
Osszesen 9% (3/33) 17,4% (4/23) p=0,355
Egyéb — Anastomosisstenosis (1) — Anastomosisstenosis (6)
— Akut has, szabad hasi levegé (1) > — Per anum vérzés (3) » rectumexstirpatio
ileumresectio perforacié miatt (1)
— Sulyos spinchterkdrosodds (1) »
rectumexstirpatio
— Pouch-vaginalis fistula (2)
— Exsiccosis (2)
Osszesen 6% (2/33) 60,1% (14/23) p=0,01
5. tiblazat | Pre- és posztoperativ életmindségbeli valtoztatdsok
Mitét el6te Jelenleg
Eletmindség Laparoszkopos (n = 33) 8,55+1,5 2,65+1,92 p = 0,000
(skila alapjin) Nyitott (n = 23) 8,69+1,74 263196 p = 0,000
Napi székletszam Laparoszképos (n = 33) 10,51+5,77 8,16+4,21 p=0,352
Nyitott (n = 23) 9,73+5,27 8,71+3,14 p=0,632
Teststly (kg) Laparoszképos (n = 33) 65,33+14,72 72,08+18,37 p=0,126
Nyitott (n = 23) 62,45+16,18 73,21£14,7 p=0,033

CU miatt nyitott, illetve minimalisan invaziv médszerrel
operdlt betegcsoportokat. A betegség terdpidja elsGsor-
ban gyogyszeres és biologiai kezelésen alapszik, sebészeti
megoldasa, ennek sikertelensége, illetve életet veszélyez-
tet§ dllapotromlas, akut hasi kérkép esetén sziikséges.
A korkép incidencidja emelkedik, becslések szerint a CU-
ban szenved6 populicié 25-40%-andl kényszeriliink
miitéti beavatkozasra [2,9,10, 11,12, 13].

A proctocolectomiat kovetS els6  pouchmitétrsl
1978-ban Parks és munkacsoportja szamolt be, amely
modszer a CU sebészi kezelését illetGen napjainkra gold
standard alternativava valt, laparoszkopos véltozatirdl
els6ként a kilencvenes évek elején tesznek emlitést [ 3, 4,
14]. Egy nagy esctszimmal dolgozé japan, valamint egy
francia tanulmany is az IPAA-t mint legjobb megoldast
emeli ki [13, 15].

Utankovetésiink dtlagosan 47,84 (3-111) hoénapig
tartott. Az 56 eset koziil laparoszképos technikival 33
(58,9%), nyitottan 23 (41,1%) mtét tortént, 20 (35,7%)
stirgGsséggel, mig 36 (64,3%) tervezett uton. A lapa-
roszképos beavatkozdsok kozil oOsszesen 3 esetben

(3/36, 8,3%,), tervezett mitét kapcsin massziv adhézi-
6k (1 eset), valamint siirgGs mtitét soran észlelt bélsérii-
1és, illetve perforacid veszélye miatt (2 eset) kényszertil-
tlink konverzidra, a késébbi elemzésekbdl ezeket az
eseteket kizartuk. Egy amerikai tanulmédnyban a konver-
zi6 okaként a beavatkozasok siirgss jellegét, a korabbi
hasi mttétek mellett a proctectomidt is megemlitik, vala-
mint az IBD tekintetében a Crohn-betegséget [16].

A betegség megjelenésétdl a miatéti beavatkozasig at-
lagosan 9,05+7,86 és 8,26+9,93 év telt el. A két csoport-
ban a BMI-t és az ASA-klasszifikiciot illetGen kiillonbsé-
get nem taldltunk. Mutét elStti laborértékekben a
gyulladdsos markerek a nyitott beteganyagndl szignifi-
kansan magasabbnak bizonyultak, amit a csoportban
1év6 akut mitétek magasabb arianyanak tulajdonitunk.
Extraintestinalis manifesztaciora utalo eltérést 42 beteg-
nél észleltiink.

Szamos tanulmdny foglalkozott a CU és a dohdnyzds
kapcsolatdval, amelyek szerint az protektiv hatassal bir a
betegség kialakulasaval, fellingoldsaval szemben [9, 17].
Hasonlé megfigyelés igazolédott appendectomia — mint
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védstényez6 — megfigyelése kapcsan is [9, 18]. Beteg-
anyagunkban nem szerepelt aktiv dohdnyos, kortorténe-
tiikben 8 esetben igazolédott kordbbi dohinyzas és 2
betegnél szerepelt appendectomia.

A két csoport dpolasi idejében, intenziv osztilyos és
transzfzids igényében, valamint az elsd széklet megjele-
néséig eltelt idében kiilonbséget nem talaltunk. A nyi-
tott médon elvégzett mitétek rovidebb ideig tartottak,
amely a nyakfistula-, végileostoma-képzéssel jar6 colec-
tomiak esetén szignifikinsnak bizonyult.

Az eddig publikilt tanulmanyok jelentGs része a lapa-
roszkopos technika kiilonbozdé elényeirdl szdmolt be.
Egy ausztrdl tanulmany szerint a laparoszképia rovidebb
dpolasi id6vel bir, gyorsabb a passzazs helyredllsa, koz-
metikailag el6nydsebb, azonban proctocolectomia kap-
csan azonos a morbiditdsa a két mtéti technikanak [19].
Gu és mtsai a laparoszképos colectomiat kovets lapa-
roszképos kiegészit§ proctectomidkat, IPAA kialakitasat
vizsgalva alacsony vérvesztésrdl, a passzizs gyors helyre-
allasardl és rovid dpolasi id6rdl tesznek emlitést [20].
A nem toxikus colitis miatt végzett colectomidk kapcsan
késziilt holland tanulmany a sebfert6zés és a hasi talyog
esetén latja el6nyosebbnek a minimalisan invaziv techni-
kat [21]. Kok és mtsas a CU miatti urgens laparoszkdpos
mutétek vizsgilata alapjan azt biztonsigosnak taldltak,
ileus és sebfert6zés terén jobb eredményeket irtak le a
nyitott mitétekhez képest [22]. Két amerikai tanulmany
hasonléan kedvezd eredményeket kozolt dpolisi idd,
vérigény, kozmetikai eredmény, sebfert6zés terén stirgs-
séggel végzett laparoszkdpos szubtotilis colectomiak
kapcsan [23, 24]. Egy nagy nemzetkozi adatbazis adatai
alapjan a minimadlisan invaziv betegcsoport kedvezSbb
eredményekkel bir morbiditas és mortalitds szempontji-
bol [6]. Mig egy 2013-ban megjelent randomizalt tanul-
mény a laparoszképos modszernek csupin a kozmetikai
elényét igazolta [25]. Egy rovid tavla utinkovetés nem
taldlt kiilonbséget IPAA-mdtéteket kdvetSen dpolasi id6,
passzdazsmegindulds és komplikaciok terén a két csoport
osszehasonlitasa kapcesan [26].

A posztoperativ szovédményeket megvizsgilva a ko-
rai, 30 napon beliili id6szakban a laparoszkopos és a nyi-
tott csoport kozott nem taldltunk kiilonbséget a reope-
raciét igényl6 (15,15% vs. 17,39%) és konzervativ
kezeléssel orvosolhaté komplikaciok (15,15% vs. 21,7%)
kozott. A mitét elStti idészakban 23 beteg (41,07%) ré-
szesiilt infliximabkezelésben, 6 esetben alakult ki korai
sz6v6dmény. Irodalmi adatok alapjin megoszlé vélemé-
nyek vannak a biolégiai terdpia és a mitét utani kompli-
kaciok osszefiggését illetGen, valamint a legfrissebb, ez-
zel a témaval foglalkozé Gsszefoglald kozlemény alapjan
még tal korai a biologiai terdpidk mttétet befolydsolod
hatdsanak megitélése [27, 28, 29].

Kés6i szovédmények terén azonban a laparoszkdpos
mtéti technika egyértelmden kedvez&bb eredmények-
kel bir szeptikus szovédmények, intestinalis obstrukcid
és egyéb komplikiciok terén, tigymint anastomosisszl-
kiilet, pouch-vaginalis fistula, per anum vérzés. Sebgyo-
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gyuldsi zavar (24% vs. 30%) tekintetében nem talaltunk
kiilonbséget.

A nyitott csoportban az intestinalis obstrukciok maga-
sabb aranya (24,2% vs. 60%) a beavatkozas jellegébdl
ad6do nagyobb mitéti traumadval és vélhetSGen az Gssze-
novések magasabb rizikéjaval magyarazhatd, azonban az
erre vonatkozé irodalmi adatok eltéréek. Feltevésiinket
tdmasztja ald az a két tanulmdany, ahol szignifikinsan ke-
vesebb hastri és kismedencei adhéziot igazoltak lapa-
roszképos IPAA-t kovetSen, eziltal csokkentve az ileus
és nodi infertilitas kialakulasinak lehetéségét [30, 31].
Dolejs publikicidja szerint a laparoszképia nem valtoztat-
ja meg az intestinalis obstrukcié rizikojat [32]. Szintén
kevesebb, laparoszkopos mtitét utini 6sszenovésrdl és
sérvrél szamol be egy holland munkacsoport [33]. A
laparoszképos csoportban csupan a protektiv ileostomak
helyén (9%), mig a nyitott esetekben a nagy behatolasi
kapuval bir6 median laparotomiikban (17,3%) észlel-
tiink mdtét utani sérveket. A Wu és munkacsoportja altal
készitett Osszefoglald tanulmany nem talalt kiillonbséget
hastri tilyog, varratelégtelenség és ileus kapcsian a két
csoport kozott [34]. Egy 2014-es Osszefoglalé kozle-
mény a laparoszkopos IPAA elényeként az alacsony mor-
biditast, a rovid apolasi id6t és a magasabb fertilitast
emeli ki a hosszab mitéti idGvel szemben, mig akut ese-
tekben az alacsonyabb szeptikus szovédményt és a seb-
gyogyulasi zavart emliti [35]. Gu és mtsai laparoszkopos
totdlis colectomidk kapcsan vezets komplikicidként dis-
taliscsonk-elégtelenségbdl fakadd szeptikus szovédmé-
nyeket, ileust és sebgyogyuldsi zavart regisztraltak [36].

Utankovetésiink soran pouchitist a betegek 40%-anal
regisztraltunk, egy esetben a stlyos gyulladds miatt a
pouch kiirtdsara kényszertltiink, 2 pouch-vaginalis fistu-
lat észleltiink. Szovédményeinket attekintve a pouch
gyulladisos folyamata az egyik leggyakrabban észlelt
probléma volt. Egy angol 6sszefoglalé kozleményben az
IPAA-t kovetd komplikicidkat a pouch gyulladdsa veze-
ti, hasonlé eredményre jutott egy nagy esetszimmal dol-
goz6 finn tanulmany is [37, 38].

Sebészi beavatkozdsokat kovetSen szignifikdns életmi-
ndségbeli javulast tapasztaltunk, amely eredmény szaimos
irodalmi adattal korreldl [ 39, 40, 41, 42]. Mindként cso-
portban csokkent a napi székletszamok dtlaga, valamint
testsulygyarapodast tapasztaltunk. A minimélisan invaziv
beavatkozasokat kovetGen kedvez6bb kozmetikai ered-
ményt értiink el.

Egy olasz tanulméiny az IPAA-t kovetS komplikiciok,
pouchitis, pouchexcisio veszélye, tumorriziké, illetve
életminGség kapcsan hivija fel a figyelmet a mdtétre kerii-
16 betegek pontos kivizsgilisanak, szelekcidjanak és
utankovetésének fontossagara [43].

Vizsgalatunk alapjan elmondhatjuk, hogy a CU keze-
1ésében a laparoszkdépos mddszer tervezett és siirgGsségi
esetekben is biztonsigosan alkalmazhaté eljards, amely
kedvezd hosszt tava eredményekkel bir. A hagyomi-
nyos, nyitott médszerhez képest alacsony szovédmény-
rata mellett j6 életminGséget és elényodsebb kozmetikai
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eredményt biztosit. A CU-ban szenvedd populicié egy
»nehéz” beteganyag, amelynek kezelése, gondozdsa de-
dikalt centrumokban javasolt gasztroenteroloégus és a se-
bész szoros egyiittmiikodésével.

Anyagi tamogatis: A kozlemény megirasa, illetve a kap-
csolodd kutatébmunka anyagi timogatisban nem része-
stlt.

Szerzoi munkamegosztas: A beteganyag feldolgozasit
jr. T. J. végezte. A tobbi szerz6 a betegek sebészeti, illet-
ve belgydgyaszati kezelését, valamint gondozasat, utan-
kovetését végezte. A kézirat végleges valtozatat vala-
mennyi szerzé elolvasta és jovahagyta.

Erdekeltségek: A szerzéknek nincsenek érdekeltségeik.
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Abstract

Aim: To evaluate quality of life after surgery for ulcerative colitis (UC) the gastroenterological and psycho-
logical conditions were examined.

Materials and Methods: Between January 1, 2005 and March 1, 2016, surgery was performed for UC in a total
of 75 patients. Our examinations were performed in 58 cases. Quality of life was examined with questionnaires.
Functional Scoring System, Gastrointestinal Quality of Life Index (GIQLI), and Short Inflammatory Bowel
Disease Questionnaire (SIBDQ) were used for testing gastroenterological conditions; Spielberger’s State-Trait
Anxiety Questionnaire, Beck Depression Inventory, and Brief Illness Perception Questionnaire (BIPQ) were
performed to consider psychological status.

Results: Trait anxiety and the incidence of abdominal pain were significantly lower in patients having
undergone laparoscopic surgery. No difference was found between the minimally invasive and conventional
methods in the early complications. There were significantly more late complications developing after
30 days in patients who had undergone open surgery. Differences were found in personal control between
patients with a stoma and patients without a stoma. Patients with a stoma felt they had less control over their
disease. A significant correlation was found between the results of the psychological and gastrointestinal
questionnaires.

Conclusions: Minimally invasive technique provides a better long-term outcome for patients with UC, fewer
complications, and a more balanced emotional condition. Favorable gastroenterological condition leads to
better psychological status, which is negatively influenced by stoma or complications.

Keywords: colitis, ulcerative, laparoscopy, quality of life, psychology, clinical, stomas, surgical

Introduction open, and laparoscopic methods,” The aim of surgical inter-
vention is to improve long-term quality of life by removing

LCERATIVE coLiTis (UC) 1s a chronic inflammatory the target organ, the whole large intestine,* The benefits of
disease affecting the whole large intestine. The inci- the minimally invasive method in the surgical treatment of
dence of UC has risen recently. The incidence of Inflammatory UC are the following: length of hospital stay is shorter,
Bowel Diseases (IBD) is 11.3/100,000 in Eastern Europe, postoperative pain is reduced, gassage resolves rapidly, and
14.0/100,000 in Western Europe, and it is estimated to be 24/  cosmetic results are beneficial,” The importance of surgical
100,000 in Hungary.' Treatment of the disease is primarily  treatment is supported by two studies that show that patients
drug therapy; however, surgical intervention is required in treated with conservative methods experienced a worse long-
the case of patients not responding to conservative therapy or  term qualit;/ of life compared to those receiving surgical
in the case of complications. treatmentf’ As a result, it can be concluded that surgery
The gold standard surgical treatment is proctocolectomy provides successful treatment for UC in the long term and it is
and ileal pouch-anal anastomosis (IPAA), using standard, therefore important to inform the patients about it. Limited
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data are available on quality of life in patients with UC un-
dergoing surgery. Our working group was the first to publish
mid- and long-term results on laparoscopic treatment of UC
in Hungary, which proved the success of the method.®’

The purpose of our study is to evaluate quality of life for
patients who have had surgery due to UC. Quality of life was
studied in patients who had undergone laparoscopic and open
surgeries, in patients with or without stoma, regarding early
and late complications, and in the case of elective and
emergency indications. We were looking for a connection
between gastroenterological and psychological conditions,
daily activities.

Materials and Methods

Between January 1, 2005 and March 1, 2016, surgery was
performed due to UC in a total of 75 patients, the open
method was used in 25 cases and the minimally invasive
technique in 50. All procedures performed in this study in-
volving human participants were conducted with the ap-
proval of the Ethics Committee at the University of Szeged,
Hungary (194/2015-SZTE) and were in accordance with the
Helsinki Declaration of 1975 (1983) and its later amendments
or comparable ethical standards. Our examinations were
carried out in 58 of the 75 patients. Questionnaires could not
be completed for various reasons for 17 patients (death in 3
cases, language problems occurred in the case of 2 foreign
patients, and 12 patients refused to participate in the study or
could not be contacted).

The average duration of the follow-up was 46 (1-124)
months. Fifty-eight patients (29 female and 29 male) partici-
pated in our study; 41 patients had undergone laparoscopic
surgery, and 17 patients had had open surgeries. Thirty-nine
cases were elective interventions, while 19 were emergency
surgery due to unsuccessful conservative treatment or fulmi-
nant, septic, or toxic condition. No significant difference was
found in the case of the body mass index (24.85%5.12 versus
26.82+5.57) or the American Society of Anesthesiologists
(ASA) score (2.251+0.54 versus 2.13+0.74). There was an
average 8.2 years from diagnosing the disease to surgery. In
the laparoscopic group, 25 proctocolectomies with [PAA and
ileostomy were performed, 13 patients had a total colectomy
with end ileostomy and mucous fistula, and 3 rectum extirpa-
tions were carried out. In the open group, a pouch was created
in 4 cases, 9 patients had a total colectomy with mucous fistula,
and 4 other colon resections were performed. Seventeen pa-
tients had a stoma during the study. To homogenize the groups,
6 patients, who were operated dissimilarly from the standard
surgical technique (n =3 rectum exstirpation, n=3 other colon
resection) were excluded during the comparison of laparo-
scopic and open surgery groups, and during the analysis of
complications.

Questionnaires

Functional scoring system. The functional scoring sys-
tem is a questionnaire consisting of 12 questions on patients’
bowel movements (number of bowel movements during the
day and at night, urgency, and perianal soreness), inconti-
nence (during the day and at night and use of protective ]pads),
diet, drug therapy, and potential social disadvantages.'®
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Gastrointestinal Quality of Life Index. The Gastro-
intestinal Quality of Life Index (GIQLI) studies gastroen-
terological condition (abdominal pain, epigastric fullness,
bloating, flatulence, eructation, increased bowel movements,
urgency, diarrhea, constipation, nausea, blood in the stool,
heartburn, and bowel incontinence), alimentation (appetite,
eating speed, and swallowing a bite), physical condition,
daily activities, social activities, and psychological condition
for 2 weeks before completing the questionnaire.

Short IBD Questionnaire. The Short IBD Questionnaire
(SIBDQ) studies gastrointestinal symptoms and their effect
on social and physical well-being for 2 weeks before com-
pleting the questionnaire based on 10 questions.'?

Spielberger’'s State-Trait Anxiety Questionnaire and the
Beck Depression Inventory. Spielberger’s State-Trait An-
xiety Questionnaire and the Beck Depression Inventory were
used to measure the level of anxiety and mood.'*'*

Brief lliness Perception Questionnaire. Illness percep-
tions and attitude toward healing were studied using the Brief
Illness Perception Questionnaire (BIPQ), consisting of eight
subscales (consequences, timeline, personal control, treat-
ment control, identity, concern, coherence, and emotional
representation).'”

Biostatistics

Patients were examined retrospectively, and statistical
analysis was performed with the SPSS program (Version 20.0
2014; IBM SPSS Statistics, Chicago, IL). Pearson and
Spearman correlations were used to determine relationships
between variables. The independent samples #-test, Mann—
Whitney test, ANOVA, and Chi-square test were used to
compare the groups. Values were considered to be statisti-
cally significant if P was lower than .05.

Results
Representation of illnesses

About 92.3% of the patients enrolled in the study consid-
ered a psychological factor (psychological causes, family, or
work stress) to be in the background of their disease. Around
42.3% of the patients pointed to genetic factors, 46.2% of
them mentioned environmental hazards (such as inappro-
priate diet), and 1 patient noted the Chernobyl nuclear di-
saster as the cause of the disease.

Patients viewing genetic factors as being in the back-
ground of the disease reached significantly higher scores on
the BIPQ (44.14+11.64 versus 35.731£13.35; P=.022), so
they are more threatened by their disease and know less about
the nature of it (coherence subscale: 2.14+1.58 versus
1.10+£1.32; P=.013).

Psychological consequences of having a stoma

There were differences in personal control between pa-
tients with a stoma (n=17) and patients without a stoma
(n=41) (6.12+3.33 versus 4.12+2.88; P=.045). Patients
with a stoma felt they had less control over their disease. No
difference was found between the two groups during gas-
troenterological follow-up examinations.
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Results for emotional state and mood

There was a significant connection between depression and
the functional scoring system (P=.002; r=0.419), GIQLI
(P<.001; r=-0.867), SIBDQ (P<.001; r=-0.795), and
BIPQ (P<.001; r=0.751), in addition to the consequences,
personal and treatment control, identity, concern, and emo-
tional representation subscales (P<.05 in all cases). State
anxiety significantly correlated with the total score for the
GIQLI (P<.001; r=—0.624), SIBDQ (P <.001; r=—0.579),
and BIPQ (P <.001; r=0.615), along with the consequences,
personal and treatment control, identity, concern, and emo-
tional representation subscales (P <.05 in all cases). There
was a significant connection between trait anxiety and the
functional scoring system (P=.012; r=0.344), GIQLI (P<
.001; r=-0.682), SIBDQ (P<.001; r=-0.684) and BIPQ
(P<.001; r=0.608), in addition to the consequences, personal
and treatment control, identity, concern, and emotional repre-
sentation subscales (P <.001) (Table 1).

Comparing laparoscopy and open surgery

Trait anxiety was significantly lower in patients having
undergone laparoscopic surgery (n=38) compared with
patients who had had open surgery (n=14) (P=.018) (av-
erage value of trait anxiety in patients with open surgery
was 48.71, standard deviation [SD]=10.91; this value was
40.22, SD=9.82 in the laparoscopic group). Both patient
groups had >5 stools in the daytime and >1 at night per
week, with no significant difference observed between the
groups. No difference was noted between the two surgical
methods based on the total score on the gastroenterological
questionnaires, although the following statistical differ-
ences were found when evaluating each questionnaire item
individually. Incontinence was registered during the day
(25% versus 27%) and at night (39.28% versus 54%) in
both patient groups (Table 2). The incidence of abdominal

TABLE 1. PEARSON’S OR SPEARMAN’S CORRELATION
BETWEEN CLINICAL AND PSYCHOLOGICAL VARIABLES
AND GASTROINTESTINAL QUALITY OF LIFE INDEX

Variables GIQLI

Psychological variables
Beck depression inventory -0.87*
Spielberger’s State Anxiety Scale —0.62%
Spielberger’s Trait Anxiety Scale —-0.69*
Brief Illness Perception Questionnaire =~ —0.84*
Consequences —0.89%*
Timeline —0.07 (NS)
Personal control -0.37*
Treatment control —-0.39*
Identity —0.73%*
Concern -0.71%
Coherence —0.01 (NS)
Emotional representation —-0.78*

Clinical variables
Functional scoring system —0.55%
SIBDQ 0.89*
*P<.0l.

GIQLI, Gastrointestinal Quality of Life Index; NS, non signif-
icant; SIBDQ, Short Inflammatory Bowel Disease Questionnaire.

3
TABLE 2. TOTAL VALUES FROM THE FUNCTIONAL
SCORING SYSTEM
Open
Laparoscopic  (n=11)
m=28)n (%) n (%)
Urgency (inability to defer 14 (50) 6 (54.5)
evacuation >30 minutes)
Evacuation difficulties 5 (17.85) 3(27.3)
Soiling or seepage in daytime 7 (25) 3(273)
Soiling or seepage at night 11 (39.28) 6 (54.5)
Perianal soreness 15 (53.57) 9 (81.8)
Protective pad in daytime 7 (25) 3 (27.3)
Protective pad at night 12 (42.85) 3 (27.3)
Dietary restrictions 21 (75) 5 (45.5)
Medication 14 (50) 10 (90.9)
(continuous or occasional)
Social handicap 13 (46.6) 4 (36.4)

Based on Oresland et al.'°

pain was significantly less common (1.895+1.034 versus
2.769+0.927; P=.024) in the laparoscopic group based on
the GIQLI.

Complications

No difference was found between the minimally invasive
and conventional methods in cases requiring early reopera-
tion (ileus, stoma correction, bleeding, and sepsis) and in
cases not requiring reoperation (subileus, bleeding, septic
condition, pancreatitis, and dehydration). There were sig-
nificantly more late complications developing after 30 days
(septic condition, intestinal obstruction, postoperative hernia,
and “‘other”” complications, such as bleeding, anastomosis
stenosis, pouch-vaginal fistula, perforation, and disruption of
the abdominal wall) in patients who had undergone open
surgery (P=.001), of whom the incidence of intestinal ob-
struction and ‘‘other”” complications were significantly
higher (P < .001) (Fig. 1). Pouchitis was detected in 17 cases

100 =
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80 [ Laparoscopic
70 H Open
60
*® 50
40 *
" [ |
20 '
10
0 =l |
Septic Intestinal Postoperative Other
condition  obstruction hernia
FIG. 1. Late postoperative complications. Among late

complications the incidence of intestinal obstruction
(**P <.001) and ‘‘other” complications (*P < .05) were
significantly higher in patients who had had open surgery
than in patients who had undergone laparoscopic surgery.
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(35.41% of patients with a pouch). Cuffitis occurred in 13
(27.08%) cases. The personal control (3.431+2.35 versus
5.57+3.31; P=.024) was higher in patients with no late
complication.

Discussion

Our study confirmed the long-term positive effect of lap-
aroscopic surgery on quality of life in the surgical treatment
of UC. A favorable gastroenterological condition leads to a
better psychological state, which can be negatively influ-
enced by the presence of stoma or complications. By posi-
tively influencing these factors, using a minimally invasive
technique results in better quality of life compared with open
surgery.

In the case of a benign, non-neoplastic disease, the success
of the surgical intervention is determined by the quality of
life. In the case of UC, abdominal complaints, a high number
of bowel movements a day, surgical interventions, and their
consequences are very demanding somatically and psycho-
logically. The social integration of patients, their quality of
life, and their daily routine activities may often be difficult.

Limited data are available on quality of life after surgical
treatment of UC. Incidence of the disease is increasing, and
performing IPAA after a proctocolectomy has become the
gold standard intervention in surgical treatment.'®™'® It is a
safe technique with low mortality and morbidity.'® Our De-
partment was the first in Hungary to examine the minimally
invasive technique in the treatment of UC. This method was
successful in elective and acute cases as well. Moreover, the
occurrence of complications was low compared with the open
technique®® After successful surgical interventions, quality
of life improved continuously, and pouchitis was considered
the main problem.”

Patients having undergone a surgical intervention be-
tween January 1, 2005 and March 1, 2016 due to UC were
enrolled in our study. Quality of life was examined with
questionnaires considering gastroenterological and psy-
chological conditions and daily activities. Results were
analyzed in the laparoscopic group and in patients under-
going open surgery, in patients with or without a stoma, in
the case of acute and elective interventions, and with regard
to early and late complications. The average duration of
the follow-up was 46 months.

In terms of disease representation, 92.3% of our patients
considered their disease to be caused by psychological
factors, 42.3% thought that genetic factors lay behind the
disease, and 46.2% felt that environmental hazards were to
blame. In conclusion, patients with UC are well informed
and are aware of the nature and characteristics of their
disease.

The consequences of wearing a stoma were examined as
well. It showed a significant correlation with the BIPQ per-
sonal control subscale, meaning that patients with a stoma felt
they had less control over their condition. Therefore, the
presence of an anus prae, either temporary or permanent, was
psychologically demanding for the patients; it made healing
and daily activities more difficult. In addition to these results,
no difference was found in quality of life among patients
living with an ileostoma or a Pouch in a prospective cross-
sectional observational study.?’

TAJTI JR. ET AL.

Quality of life was examined with regard to laparoscopic
surgery and open surgery as well. An examination of psy-
chological differences between the two groups showed that
trait anxiety was significantly different; that is, patients
undergoing open surgery were more anxious. Based on the
total score on the gastroenterological questionnaires, there
was no difference between the two surgical methods, ab-
dominal pain was more favorable in the laparoscopic group
based on the functional scoring system, the SIBDQ and
GIQLI. An Irish and a German study with a 10-year follow-
up found a favorable quality of life after IPAA surgery,*'?
and an Indian study concluded that the [PAA was a suitable
procedure with regard to functionality and quality of life.>
Nutritional difficulties, bowel movement problems, and daily
and night-time incontinence were noted in both groups. In-
continence, increased number of bowel movements at night,
and urgency were determined to be negative prognostic
factors of quality of life in the literature.”* Our patients re-
ported >5 stools during the day and >1 stool at night weekly
in the postoperative period. Fichera et al. observed high rates
of continence and an average of six bowel movements a day
after laparoscopic IPAA.? Polle et al. detected no difference
in qualitg/ of life, functionality, and morbidity between the
groups.”® Pouchitis was reported in 17 (35.41%) cases, and
cuffitis occurred in 13 (27.08%) cases. According to a meta-
analysis, there was no difference between the two surgical
methods with regard to the number of bowel movements a
day and pouchitis,?” while a Swedish study described long-
term problems regarding pouchitis.”® Several other studies
noted good quality of life after proctocolectomy.?!

No difference was found between the two groups with
regard to early complications. Late complications occurred
significantly more often with emergency and open surgeries.
With regard to the psychological factors, the values for the
BIPQ personal control and coherence subscales were higher
in patients with no late complications, meaning that they felt
they had more control over their disease. A significant cor-
relation was found between the results of the psychological

Decreased gastroenterological condition

Open surgery Anxiety

Stoma - Decreased personal control

Open surgery Decreased treatment control

Decreased quality of life

FIG. 2. Effect of gastroenterological and psychological
conditions and surgical technique on quality of life. Dete-
rioration of gastroenterological condition shows connection
with decreased psychological status; anxiety, reduced per-
sonal and treatment control are more frequent. Furthermore,
psychological condition is negatively influenced by the use
of open surgical technique and the presence of a stoma. All
these factors result in decreased quality of life.
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and gastrointestinal questionnaires. Consequently, a negative
emotional condition and mood resulted in lower quality of
life. Moreover, more anxious and depressed patients had a
negative idea of their disease and less faith in the success of
surgical interventions (Fig. 2).

An IBD study reported that psychological symptoms have
a significant effect on the primary disease and that anxiety
increases and social function deteriorates in correlation with
the severity of the disease. In addition, it was shown that
patients with more control over their disease enjoy a better
gastroenterological condition.*?

Conclusion

Our study is the first to examine quality of life among
patients operated on for UC with regard to psychological
and gastroenterological conditions. As a result, it can be
concluded that a minimally invasive technique provides a
better long-term outcome for patients with UC, fewer
complications, and a more balanced emotional condition.
Patients who undergo surgery with the standard method
have a greater psychological burden and a negative image
of their disease. Our study confirmed that a better gastro-
enterological condition gives rise to a better psychological
condition. These factors result in a better quality of life for
patients. Successful treatment of UC should be performed
in centers with close gastroenterological and surgical co-
operation. Psychological guidance is essential; thus, psy-
chologists and social workers may have to be involved in
the treatment of these patients.
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TENZIOS TiPUSU FEJFAJAS ES COLITIS ULCEROSA

TAJTI Jr. Janos, LATOS Melinda, ABRAHAM Szabolcs, SIMONKA Zsolt, PASZT Attila, LAZAR Gyérgy

Szegedi Tudoményegyetem, Altalénos Orvostudomanyi Kar, Sebészeti Klinika, Szeged

Célkitiizés — A tenziés tipusu fejfdjds igen gyakori, az
atlagpopuldcidban az élettartam-prevalencidja 30-78%, igy
meglehetésen magas a tarsadalmi-gazdaségi hatdsa. A
gyulladdsos bélbetegségek incidencidja folyamatosan
emelkedik. Magyarorszdgon colitis ulcerosa miatt mitéttel
kapcsolatos életminéségi adatokkal eddig limitdlt szamban
rendelkeztonk. Jelen tanulményunkban a colitis ulcerosa
miatt m{téten dtesett betegpopuldcié életmindségét vizsgdl-
tuk a fejfdjés vonatkozdsdban.

Médszerek — 2005. januér 1. és 2016. marcius 1. kézott
75 betegnél végeztink colitis ulcerosa miatt m{tétet.
Refrospektiv médszerrel végzett uténkdvetésink dtlagosan
46 (1-124) hénapig tartott, mely sordn a Révid
Betegségpercepcid Kérd8ivet és a Fejfdjas KérdSivet fel-
hasznélva regiszirdltuk a fejfdjés megjelenését.
Eredmények — Az elsédleges fejfdjdsbetegségek (n=27)
kézil 19 (70,4%) beteg tenzids tipust fejfdjdsban, 8
(29,6%) beteg migrénben (aura nélkili) szenvedett. A ten-
zids tipusu fejfdjdsos betegek kdzil 17 (89,5%) epizodikus,
2 (10,5%) krénikus formdba tartozott. A fejféjastdl szenvedd
betegek szignifikdnsan magasabb pontszamot értek el a
Révid Betegségpercepcié KérdSiven.

Kévetkeztetések — Felmérésink szerint a tenzids tipusuy
fejfdjds a colitis ulceroséban szenvedd betegek kézatt
gyakori. Ez felveti a két kérforma kdzétt a stressznek mint
kéroki tényezének a szerepét, mely nagymértékben befolya-
solja és rontja a betegek életmindségét. A fentiek alapjan
megfontolandé a colitis ulcerosdban szenved8 populdcié
neurolégiai kivizsgdlédsa, szikség szerint pszichidtriai, pszi-
cholégiai gondozésa.

Kulcsszavak: tenziés tipusu fejfdjds, colitis ulcerosa,
mitét, életmin8ség
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TENSION-TYPE HEADACHE IN ULCERATIVE COLITIS
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Background and purpose - Tension-type headache is a
very common disease with a high socio-economic impact as
its lifetime prevalence is 30-78% in the general population.
The incidence of inflammatory bowel diseases is continu-
ously rising. Limited data are accessible on quality of life in
patients with surgically treated ulcerative colitis. The aim of
our study is to examine quality of life, concerning headache,
among patients who had undergone surgery due to ulcera-
tive colitis.

Methods — Between 1 January 2005 and 1 March 2016,
surgery was performed due to ulcerative colitis in 75
patients. During this retrospective analysis the average
duration of the follow-up was 46 (1-124) months. The pre-
sence of headache was evaluated by the use of Brief Iliness
Perception and Headache Questionnaires.

Results — Among the primary headache disorders (n=27),
tension-type headache occurred in 19 (70.4%) cases, and 8
(29.6%) patients had migraine (without aura). Among ten-
sion-type headache cases 17 (89.5%) patients experienced
episodic form and 2 (10.5%) suffered from chronic form.
Patients with headache had obtained a significantly higher
score on Brief lliness Perception Questionnaire.
Conclusions — According to our study tension-type
headache is common among patients with ulcerative colitis.
This observation raises the question whether stress plays
role in the pathogenesis of both diseases, which influences
and worsens considerably quality of life. Neurological
examination, psychological and psychiatric guidance are
worth considering in patients with ulcerative colitis.

Keywords: tension-type headache, ulcerative colitis,
surgery, quality of life
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Nemzetkozi Fejfajas Tarsasag klasszifikacidja

alapjan a fejfajasbetegségek lehetnek elsddleges
vagy masodlagos tipusiak. Az elsédleges fejfdjasok
kozé soroljuk a migrént, a tenzids tipusu fejfdjast, a
trigeminalis autoném cephalalgidkat, valamint az
egyéb primer fejfdjasbetegségeket'. A tenzids tipusd
fejfajas igen gyakori, az atlagpopuldcidban az élet-
tartam-prevalencidja 30-78%, igy meglehetdsen
magas a tarsadalmi-gazdasdgi hatdsa. Jellegzetes-
sége a kétoldali nyomd, szorité (nem liiktetS) fajda-
lom, mely kozepes vagy enyhe intenzitasd, 30 perc-
t6l akar hét napig is tart. A fajdalmat nem befolyésol-
ja a rutin fizikai aktivitds. Nem tdrsul hozza hanyin-
ger vagy hanyds, de fotofébia vagy fonofdbia kisér-
heti. Jarhat a pericranialis izmok érzékenységével,
vagy a nélkiil. A fokozott pericranialis nyomasérzé-
kenység tipusosan interictalisan jelentkezik, és mér-
téke fokozodik a fejfdjasok intenzitdsdval és gyako-
risagdval'. A tenzi6s tipusu fejfajasnak két f6 forma-
ja van: az epizodikus (ritka vagy gyakori) és a kroni-
kus. A krénikus tenzids tipust fejfajasra jellemzd,
hogy egy honapban 15-nél tobb fejfijasnap van, leg-
alabb egymast kdvetd harom hénapon at. A krénikus
forma egy sulyos betegség, amely jelentGsen rontja
az életmindséget és rokkantsdghoz vezet. A tenzids
tipusu fejfajas pontos patomechanizmusa mindmaig
ismeretlen, habdr a periférias fajdalommechanizmu-
sok szerepet jatszanak az epizodikus forma, mig a
centrdlis fajdalommechanizmusok a krénikus forma
kialakuldsaban.

A gyulladdsos bélbetegségek (IBD) megjelenése
folyamatosan emelkedik, magyarorszagi inciden-
cidjat napjainkban 24/100 000-re becsiilik>. A be-
tegségnek két f6 formdja ismert: az egész tapcsator-
nat érinté Crohn-betegség, valamint a vastagbélre
lokalizal6do colitis ulcerosa (CU). Az IBD patoge-
nezise nem teljesen tisztazott, a korkép kialakuldsa-
ban kornyezeti, genetikai és immunoldgiai hataso-
kat, interakcidkat feltételeznek. A CU kialakulasa-
ban szerepet jatszik az urbanizicid, a ,,nyugatias”
életmdd elterjedése, valamint a gyakori stresszes
életmdd, pszichés tényezdk™ 4. Kezelésiik elsddle-
gesen gyogyszeres, azonban annak sikertelensége
esetén, illetve a betegség szovédményes eseteiben
miitéti beavatkozas valik sziikségessé’.

A CU sebészi kezelésében a leginkabb elfoga-
dott mitéti megoldas a célszerv (a teljes vastagbél-
traktus) eltavolitasdval jaré proctocolectomia. A
rekonstrukci6 sordn a tdpcsatorna folytonossagit a
termindlis ileumbdl képzett ileoanalis ,,pouch”-csal
allitjak helyre. A beavatkozdsnak hagyomanyos és
laparoszképos moédszere ismert®, melyek célja az
életmindség hosszd tava javitdsa®’. Az életminGsé-
get tekintve a sebészi kezelés elénye igazolddott a
gyogyszeresen kezelt betegekkel szemben®.
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Magyarorszagon CU miatt mitéttel kapcsolatos
életmindségi adatokkal eddig korldtozott szamban
rendelkeztiink. Hazankban els6ként szamolunk be a
CU miatt mitéti beavatkozdst kovetd kozép- és
hosszd tavad klinikai eredményekrgl® 1°.

Jelen tanulmdnyunkban a CU és kiilonbozd
mitéti technikdkat kovetd életmindséget érintd

tényez6k kozil a fejfajas megjelenését vizsgaltuk.

Beteganyag és médszer

2005. januar 1. és 2016. marcius 1. kozott 75 be-
tegnél végeztiink CU miatt mitétet, melyek koziil
nyitott médon 25, minimdlinvaziv technikdval 50
beavatkozds tortént. Az 58 beteg koziil (29 ng, 29
férfi) 41-ben laparoszképos, 17-ben nyitott mitétre
keriilt sor. Vizsgalatunk ideje alatt 17 beteg bélel6-
helyezéssel (stoma) élt.

A jelen klinikai vizsgalat a Szegedi Tudomany-
egyetem Etikai Bizottsdga éltal jévahagyott médon
zajlott (194/2015-SZTE). A 75 mlitott beteg koziil
58 esetben tudtuk kérdSives vizsgdlatunkat elvé-
gezni. Utdnkovetésiink atlagosan 46 (1-124) hoéna-
pig tartott.

KERDOIVEK

Rovid Betegségpercepcio Kérdoiv

A betegségreprezentiacidkat és a gydgyuldssal
kapcsolatos attittidoket a Rovid Betegségpercepcid
Kérdéivvel vizsgaltuk, mely nyolc alskalat (Hatas,
Id6tartam, Személyes kontroll, Kezelési kontroll,
Tiinetek identitdsa, Aggddas, Koherencia és Erzel-
mi reprezentacio) tartalmazott!'!.

Fejfdajdas Kérdoiv

A betegek fejfajasanak jellegét az dltalunk 6sszedl-
litott 16 kérdéses Fejfajas Kérd6ivvel mértiik fel. A
kérdések a fajdalom gyakorisdgat, oldalisagat, loka-
lizaciojat, jellegét, er0sségét, iddtartamat, a kisérd
tiinetek megjelenését, a betegek fejfajasukrdl alko-
tott véleményét, az alkalmazott terdpidt, annak
hatékonysagat, valamint az életvezetésre gyakorolt
hatdsat céloztdk meg, a Nemzetkozi Fejfdjas
Klasszifikacié 3beta verzidjanak kritériumrendsze-
re alapjan'.

STATISZTIKA

A betegek adatait retrospektiv mddszerrel tekintet-
tiik at. A statisztikai feldolgozast SPSS programmal
(IBM SPSS Statistics, Version 20.0 2014, Chicago,
IL, USA) végeztiik. A valtozok kozotti kapcsolatok
feltardsara Pearson- és Spearman-korrelacit hasz-
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naltunk. A csoportok 0sszehasonlitdsanal fiiggetlen
t-probat, Mann—Whitney-probat, ANOVA-t és x*-
probat alkalmaztunk. Statisztikailag szignifikans-
nak tekintettiik, ahol a p-érték kisebb volt, mint
0,05.

Eredmények

A Nemzetkozi Fejtdjas Klasszifikacié 3beta verzi6-
jénak kritériumrendszerét figyelembe véve oszta-
lyoztuk a betegek fejfdjasat'. Ezek alapjan 43
(74,1%) beteg jelzett fejfajast, amelyek koziil 27
(62,8%) elsddleges és 16 (37,2%) masodlagos, azaz
szimptomas fejfajas volt (1. abra). Az elsddleges
(n=27) fejtijasok koziil 19 (70,4%) beteg tenzids
tipusu fejfajasban, 8 (29,6%) beteg aura nélkiili mig-
rénben szenvedett, mig a trigeminalis autoném ce-
phalalgidk csoportjdba egy beteg sem tartozott (2.
abra). A tenziés tipusu fejfdjasos betegek (n=19)
koziil 17 (89,5%) epizodikus, 2 (10,5%) krénikus
format mutatott (3. abra). Az életminGséget és a napi
életvitelt tekintve a betegek 79,1%-at (n=34) enyhe-
kozepes mértékben zavarja fejfajasa. Fejfajas megje-
lenésében nincs kiilonbség a laparoszkdpos és nyitott
modszerrel operdlt, valamint a stomdt visel vagy
nem viseld betegek esetében. A fejfajastdl szenvedd
betegek szignifikdnsan magasabb pontszamot értek
el a Rovid Betegségpercepcié KérdSiven a fejfajast
nem panaszolokhoz viszonyitva (p=0,036; Pearson-
és Spearman-korrelacié = —-0,33).

Megbeszélés

Jelen tanulminyunk Magyarorszagon els6ként
vizsgélja a CU miatt sebészi kezelésben részesiild
betegek korében a fejfdjas megjelenését. Eredmé-
nyeink alapjan a CU miatt operalt személyekben
fejfajast tekintve a tenzids tipusu fejfajas jelent meg
leggyakrabban, mint elsédleges fejfdjasforma. Elet-
mindségiiket enyhe-kozepes mértékben zavarta a
napi életviteliik soran. A Rovid Betegségpercepcid
Kérdéiv eredményei alapjan az alapbetegséggel
jaré rosszabb hangulati dllapotot a fejfajas tovabb
rontotta. A tenzids tipusu fejfdjas kialakuldsdban
elsédleges szerepet tulajdonitanak a stressznek és a
pszichés fesziilésnek'> 3. Ezenfeliil a kronikus ten-
zios tipusu fejfajas megjelenése nagymértékben
fligg a napi lelki traumak gyakorisdagatol, sulyossa-
gatol, valamint az anxietastol'®. A tenzids tipusd
fejfajasban szenvedd betegek nehezebben tudjak az
emocidjukat kifejezni €s a maladaptiv ,,coping” is
gyakoribb!> 15, A tenzids tipusu fejfdjds negativan
befolyésolja az életmindséget'®.

o

M Elsédleges m Masodlagos

1. abra. Elsddleges és mdsodlagos fejfdjdsok megosz-
ldsa a miitott colitis ulcerosds betegek korében

W Tenzios tipusu fejfdjas W Migrén aura nélkul

2. abra. Elsddleges fejfdjdstipusok megoszldsa a miitott
colitis ulcerosds betegek korében

M Epizodikus tenzios tipusu fejfajas

11%

W Krénikus tenzids tipusu fejfajas

3. abra. Tenzids tipusii fejfdjdsformdk megoszldsa a mii-
tott colitis ulcerosds betegek korében

Széles kord vizsgdlatok alapjan igazolast nyert,
hogy IBD-ben, igy CU-ban szenvedd betegeknél az
anxietas és a depresszid igen magas prevalencidval
fordul el6'”. Tovabba igazolt az is, hogy visszatérd
vagy elhiz6do stresszel jaré események az IBD fel-
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langoldsat idézik els®. Allatkisérletes megfigyelé-

sek a kornyezeti tényezOk stresszként torténd
megvaltozasat a CU-szer( colitis oki tényezdjének
irtdk le'®. Human megfigyelések alapjan a taplalko-
zas, bizonyos gydgyszeres kezelés (antibiotikumok,
D-vitamin, Osztrogéntartalmd hormondlis fogam-
zasgatlok, nem szteroid gyulladasgétlok) rizikoté-
nyezdnek szamit a CU megjelenésében és gyakori
kidjulasaban' %, Kiemelendd, hogy az antioxidan-
sok taplalékkal torténd bevitele kedvezd hatdst
mutatott’!, mig a nyugat-eurépai életstilussal jard
taplalkozasi szokasok kartékonyak az IBD vonatko-
zasdban®. A stressz feltételezhetGen a hypothala-
mus-hypophysis-mellékvese tengelyen, az autoném
idegrendszer bevondsaval jatszik szerepet az IBD
patogenezisében. Erre utal az is, hogy az emociona-
lis megbetegedések incidencidja kiemelkedSen
magas CU-ban az atlagpopuldcidhoz viszonyitva.
Ezenfeliil az anxietas és a depresszi6 foka kifejezet-
ten befolydsolja a CU silyossdgat®. A neuropepti-
dek, elsésorban a P-anyag (SP) szerepére a CU
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ERRATUM

Az ldeggyogydszati Szemle 2017. julius 29-én megjelent 7—8. dsszevont szdmaban a 279. oldalon
talalhato 2A 4bra abraalairdsa hibasan jelent meg. A RACZ Lilla, BERENYI Ervin, BARSI Péter,
BERNATH David, CSEPANY Tiinde: Elényds a mdasodvonalbeli immunmoduldns kezelés sclerosis
multiplexben? cimi kozlemény [Ideggyogy Sz 2017;70(7-8):275-283.] 2A 4bra abraalairasa helyesen
(a javitott szovegrész félkovérrel jelolve): Azathioprin és intramuscularis interferon-f1a mellett is
aktiv allapotot kovetden négy évig, a terhesség kialakulasdig alkalmazott natalizumabkezelés mellett

a betegséget aktivitdsmentes allapot jellemzi.
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