OPUTUHAADbHBIE UCCAEAOBAHMUA

ORIGINAL RESEARCH

Xupyprus Surgery
References gastroehnterologii. - Journal of Surgical
1. Gusev A. V., Barsukov |. N., Martins Ch. T. Novye tekh- Gastroenterology. 2008; 2: 24-32.

nologii pri mekhanicheskoy zheltukhe dobrokachestven- 8. Maystrenko N. A. Diagnostika i lecheniye sindroma
nogo geneza. Annaly khirurgicheskoy gepatologii. — An- mekhanicheskoy zheltukhi dobrokachestvennogo
nals of Surgical hepatology. 2008;13(1):72-75. geneza. Annaly khirurgicheskoy gepatologii. — Annals of

2. Vetches P. C. Mekhanicheskaya zheltukha: prichiny Surgical hepatology. 2011;3:26-34.

i diagnosticheskiye podkhody. Annaly khirurgi- 9. Patyutko Y. I., Kotelnikov A. G. Surgery and cancer of
cheskoy gepatologii. — Annals of Surgical hepatology. cholecystopancreatoduodenal region. Moscow; 2007.
2011;3:50-57. 48 p.

3. Galperin E. I., Vetches P. C. Guidelines for surgery of the 10. Galperin E. I. Klassifikatsiya tyazhesti mekhanicheskoy
biliary tract. M.; 2009:568. zheltukhi mekhanicheskoy zheltukhi. Annaly

4. Galperin E. I. Mekhanicheskaya zheltukha: sostoyaniye khirurgicheskoy gepatologii. — Annals of Surgical
«mnimoy  stabilnosti», posledstviya «vtorogo hepatology. 2012;2:26-33.
udara», printsipy lecheniya. Annaly khirurgicheskoy 11. Galperin E. I., Momunov O. N. Klassifikatsiya tyazhesti
gepatologii. — Annals of Surgical hepatology. mekhanicheskoy zheltukhi mekhanicheskoy zheltukhi.
2011;3:16-25. Hirurgiya — Surgery. 2014;1:5-9.

5. Galperin E. I., Kotovsky A. E., Momunova O. N. Optimalny 12. Attam R., Freeman M. L. Endoscopic papillary large
uroven bilirubinemii pered vypolneniyem operatsii u balloon dilation for large common bile duct stones.
bolnykh mekhanicheskoy zheltukhoy opukholevoy etiologii J. Hepato-Biliary-Pancreatic Surg. 2009;16(5):618-623.
opukholevoy etiologii. Annaly khirurgicheskoy gepa- 13. Boyer J. L. New perspectives for the treatment of
tologii. — Annals of Surgical hepatology. 2012;2:45-52. cholestasis. J. Hepatology. 2007;46(3):365-371.

6. Pugaev A. V., Achkasov E. E. Assessment of nutritional 14. KharbutliB., Velanovich V. Management of preoperatively
status and identifying the need for nutritional support. suspected choledocholithiasis: a decision analysis.
M.; 2007:86. J. Gastroint. Surg. 2008;12(11):1973-1980.

7. Vetches P. C. Vozmozhnosti sovremennykh metodov 15. Wagner M., Zollner G., Trauner M. New molecular

diagnostiki i obosnovaniye
mekhanicheskoy zheltukhe.

lechebnoy taktiki pri
Vestnik  hirurgicheskoj

About authors:

Aidemirov Arthur, MD, PhD, Professor, Head of Department of Hospital Surgery;
Head of Department of Thoraco-Abdominal Surgery, Stavropol Regional Clinical Hospital, State Funded Healthcare Institution,
Stavropol District; tel.: +7(8652)717003; e-mail: surdisl@stgmu.ru

Shahnazaryan Arsen, MD, PhD, Assistant Department of Surgery with the course in Endosurgery and Vascular Surgery
and Angiology, Stavropol State Medical University; Cardio-Vascular Surgeon, Stavropol Regional Clinical Hospital, State Funded Healthcare

Institution, Stavropol District; tel.: +7(8652)350227; e-mail: dr.shakh@mail.ru

Vafin Albert, MD, PhD, Professor Department of Hospital Surgery;

tel.: +7

(8652)717003; e-mail: surdisl@stgmu.ru

insights into the mechanisms of cholestasis. J. Hepatol.
2009;51(3):565-580.

Shahnazaryan Natalia, MD, PhD, Assistant Department of Oncology and Radiotherapy with additional higher courses,
Stavropol State Medical University; Oncologist, Stavropol Regional Oncology Center; tel.: +7(8652)382362; e-mail: aqua627@mail.ru

Roy Sergey, MD, PhD, Associate Professor, Department of Hospital Surgery;

tel.: +7

Saif Ahmad, Final year Clinical Resident, Department of Hospital Surgery;

tel.: +7

(8652)717003; e-mail: sv-roy@mail.ru

(8652)717003; e-mail: dr.saifwali@hotmail.com

© Group of authors, 2016

ubC 61

6.982.15.352-089

DOI - http://dx.doi.org/10.14300/mnnc.2016.11026
ISSN - 2073-8137

ACTINOMYCOSIS IN COLOPROCTOLOGY

Muravyev A. V.!, Chumakov P. 1.2, Zhuravel R. V.3, Muravyev K. A4,
Vladimirova O. V., Korablina S. S.!

! Stavropol State Medical University, Russian Federation

2 Clinical City Hospital Ne 4, Stavropol, Russian Federation
3 Clinical City Hospital Ne 2, Stavropol, Russian Federation
4 Clinical City Hospital Ne 3, Stavropol, Russian Federation

AKTUHOMUKO3 B KOAOINMPOKTOAOIHNU
A. B. Mypasbes, M. U. Yymakos, P. B. Xypaseas, K. A. Mypasbes,

O.B.

Baaammuposa, C. C. KopabanHa

1 CTaBponoAbCKHUIt FOCYAQPCTBEHHbIN MEAULMHCKUIA YHUBEpCUTeT, Poccuiickas Peaepaums
2 TopoAcKas KAMHMYecKas 60AbHMLA Ne 4, CTasponoAb, Poccuiickas Peaepaums
3 ropoackas kaAMHu4deckas 6oAbHULA Ne 2, CTasponoas, Poccuitckas Peaepauns
4 ropoackas KAMHM4eckas 6oAbHMLa Ne 3, CTaBponoAb, Poccuitckas Peaepaums

Actinomycosis is a specific chronic infectious disease. Currently, actinomycosis common in about 6.0-7.5 %
of patients with inflammatory diseases of pararectal and gluteal areas. There are only a few scientific articles
describing the observations of visceral actinomycosis in clinical cases. Descriptions of sacrococcygeal and perianal
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area actinomycosis are practically does not occur. The results of examination and treatment the 54 patients with
actinomycosis of sacrococcygeal and perianal areas were analyzed. Complex of therapeutic measures for this patients
allows for recovery in 95 % of cases and good functional results were taken. Also, we reduced the duration of patient
stay in hospital.

Key words: actinomycosis, perianal area, sacrococcygeal region, treatment, immunotherapy

AKTMHOMWKO3 IBASIETCH XPOHNYECKMM cneundurnyecknmM NHdeKLMoHHbIM 3aboneBaHneM. B HacTosLLee Bpems ak-
TUHOMUKO3 COCTaBAsieT NpuMepHo 6,0-7,5 % cpenun 605bHbLIX C BOCNANUTENbHbIMY 3a001EBAHNSMM NapapeKkTanb-
HOW 1 Aroan4YHol obnacTein. B HacToswee BpeMs MMEIOTCS NULLb €ANHUYHbIE COOOLLEHNS C ONUCAHUEM OTAENb-
HbIX KJIMHNYECKNX HabNoAeHNI aKkTUHOMMKO3a C NopaKeHNeM BHYTPEHHMX OpraHoB. MiccnenoBaHna akTMHOMMKO3a
KPEeCTL0BO-KOMNYNKOBOM 1 NepuaHanbHoM 061acTen npakTM4ecky He BecTpedatoTes. NpoeeneH aHanna obcnenoBaHus
1 neveHuns 54 60nbHbIX aKTUHOMMKO30M KPECTLLOBO-KOMNYMKOBOW 1 NepunaHanbHoi obnacteii. PagapaboTaHHbI KOM-
nnekc ne4ebHbIX MEPONPUATUIA Y aHHOM rpynnbl 60/IbHBIX MO3BONSET OOUTLCS BbI3A0opoBneHus B 95 % cnyyaes, a
TakxXe NoNy4ynTb XopoLume GyHKLMOHaNbHble Pe3ynbTaThbl U coKpalaeT obuiee npebbiBaHe 6ObHOIO B CTaLMOHape.

KnouyeBbie cioBa: akTMHOMUWKO3, rnepuaHasibHasl 06s1aCTb, KpecTLOBO-KOorn4YmnkoBas 06/1aCTb, /1Ie4eHme, NMMYHO-

Tepanus

ctinomycosis is specific chronic infectious
Adisease, caused by a heterogeneous group of

bacteria Actinomyces, characterized by lesions
in various organs and tissues with formation of dense
infiltrates and fistulas [7, 10, 12]. It widely spreads
in medical practice in various specialties.

Currently, Actinomycosis is about 6.0-7.5 % of
patients with inflammatory diseases of perirectal and
gluteal areas [4, 5, 8]. Most of chronically occurring
lesions in sacrococcygeal and perianal regions are
usually diagnosed as chronic pyococcus paraproctitis,
tuberculosis or recurrent pilonidal cyst. Very often this
disease goes with formation of rectum stricture, multiple
fistulas formation and may be accompanied by fecal
incontinence and malignancy [1, 3].

Despite the fact that actinomycosis as a disease has
already more than a century history of studying, to reach
a consensus in treatment of generalized actinomycosis
and actinomycosis of sacrococcygeal and perianal areas
is still impossible. The available literature describing
the clinic, diagnosis and treatment of patients with
actinomycosis, but does not represent all sites of the
problem. Most of these studies and books were written
and published before 1960-1980-ies, making them
uninformative in the modern health care [2, 6].

In modern Russian and foreign literature there are
only a few articles, that describe the clinical observations
of visceral actinomycosis. There are no descriptions of
the actinomycosis of sacro-coccygeal and perianal
region both in Russian and foreign literature. In recent
years there has been marked the growth in the number
of patients with this pathology, and treatment out of
specialized medical centers leads to almost 100 %
recurrence [9, 11].

The above data indicate that the problem of
diagnosing and treating patients with actinomycosis in
general and particularly in proctology is not resolved.
Therefore, new studies in this area are relevant and have
a great practical value.

The aim of study was to improve the effect of
complex treatment patients with Actinomycosis of sacro-
coccygeal and perianal region.

Material and Methods. During the period from 1996
to 2015 yarsin the regional coloproctological department
of Stavropol Clinical City Hospital Ne 2, were treated 64
patients with actinomycosis of sacrococcygeal and
perianal areas. Time to onset of the disease can vary
from 5 to 20 years old and above. Actinomycosis occurs
most frequently in working age people from 24 to 60
years old — about 90 % of patients. The average age of
observed patients was 40-50 years. Co-relation between
men and women was approximately 10: 1. Among all,

dominated patients from rural areas — according to our
data 63 % of patients.

Depend by prevalence, the disease can be limited
(within the same anatomic area) or advanced (two or
more zones). In 76 % of observed patients had the
local process with signs of infiltrative inflammation and
multiple sinus tracts. In 24 % of patients inflammatory
process spread to 2 or more zones.

Actinomycosis of sacrococcygeal and perianal areas
has, as a rule, fairly bright and specific local clinical
picture. First of all, it should be noted triad of symptoms,
the most common for actinomycosis of these areas — a
bluish coloration of the skin with a brownish tinge, wood
density of infiltrates and scant discharge from fistulas
the milky pink color (Fig. 1).

Fig. 1. Actinomycosis of sacrococcygeal and perianal areas

Despite such significant clinical picture, to confirm
the diagnosis of actinomycosis by laboratory methods
was difficult. According to our data, actinomycosis
histologically confirmed only in above the 31 % of
patients, bacteriologicaly — in 39 %, skin-allergic test with
actinolyzate was positive in 30 %. It also should be noted,
that detection of actinomycetes drusen or mycelium not
always possible, even in repeated trials.

In total there are 64 patients treated radically. All
patients were divided into three groups. Patients in each
group received different treatment. In group | included
20 patients, who underwent surgical treatment only.
In the group Il included 14 patients. Patients in this
group obtain conservative treatment with Aktinolysat.
Aktinolysat administered 3 ml intramuscularly 2 times a
week. Treatment was obtain courses for 20-25 injection.
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The interval between courses was 1 month. The number
of courses was1 to 3, depending on the type and severity
of the disease. In group Il 30 patients underwent the
combination treatment, including immunotherapy with
Azoximer bromide and radical surgery. The scheme
of complex treatment was the following: preoperative
chemotherapy (antibacterial, immunotherapy); radical
surgery (removing all damaged tissue); postoperative
chemotherapy (antibacterial, immunotherapy).

In preoperative period were taken samples from the
sinustractsforthe pathogenidentificationand susceptibility
to antibiotics with targeted antibiotic therapy. In the case
of purulent infiltrate formation, performed incision and
drainage. In postoperative period (after incision) provided
dressings with lodinol solution. Another indispensable item
of preoperative preparation was washing the sinus tracts
with lodinol solution or Betadine. Wound lavages were
performed in the dressing-room 2-3 times a day for 7-10
days. For five patients with Actinomycosis, complicated by
rectal stricture, was obligatory to bougienage the rectal
stricture in preoperative period.

We used a non-specific immunomodulator — Azoximer
bromide (Polyoxidonium) as immunotherapy. Azoximer
bromide administered after the patient’s admission
in to hospital at a dose of 6 mg per day twice a week
intramuscularly or intravenously. The course of treatment
was 5-7 injections.

After preoperative preparation the discharge of pus
from the sinus tract stopped or reduced, infiltrates were
reduced in size and became more mobile, making it
possible to perform radical surgery.

The method of operation depended on the location
and spread of the inflammatory process, the presence or
absence of connection with the rectal fistulas, presence or
absence of rectal stricture. To patients with Actinomycosis
of sacrococcygeal and perianal areas with pathological
process that does not involve rectum, was performed the
following operations: excision of sinus tracts and infiltrates
with Limberg’s skin plastic reconstruction, with a free skin
grafting and excision of sinus tracts and infiltrates with
suturing wound edges to the bottom.

To patients with actinomycosis of perianal and
sacrococcygeal region, who had rectal fistula or
rectovaginal fistula, were carried out following surgery:
excision infiltrates and sinus tracts with Jad-Roble’s
surgery in clinics modification, excision of infiltrates
with the closure of rectovaginal fistula in the Clinic’s
modification, excision of infiltrates and sinus tracts with
Gabriel’s operation.

To patients with perianal Actinomycosis, complicated

by Il-Ill degree rectal stricture, performed release of
rectum from infiltration scars with skin plastic of perineum
(Fig. 2).

In  postoperative period antibiotic therapy and
immunotherapy continued. From the first day after surgery
was prescribed antibiotics based on the sensitivity of
microflora for 5-7 days. It was especially important
after major surgery with skin plasty. Azoximer bromide
was administered at the same doses as that before the
operation (3—4 injections).

Results. The complications in the early postoperative
period occurred in 7 (35 %) patients of the first group.
Early postoperative bleeding occurredin 2 (10 %) patients,
and postoperative wound festering in 5 (25 %) patients.
Most often abscess formed due to hematoma in the
subcutaneous fat in the displaced flap after Limberg’s skin
plasty. In complicated wounds healing went by secondary
intention and leads to formation of extensive scars, which
often becomes the cause of pain or discomfort in the area
of operation.
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Fig. 2. Stages of surgical treatment:
A — actinomycosis of sacrococcygeal region;
B — excision of fistulas and infiltrates with removing
of all affected tissues;
C - skin grafting with replaced flaps
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Long-term results were followed up in 54 patients and
were divided into good, satisfactory and unsatisfactory.
With a good result, re-marked no relapse, no complaints
on pain or discomfort, do not suffer the function of the
anal sphincter. The result considered as satisfactory when
was observed pain or discomfort due to the formation of
excessive scars, failure of the anal sphincter, but there
was no recurrence. The treatment results recognized as
unsatisfactory if patients had a recurrence of the disease.
Follow-up was of 6 months to 3 years.

The unsatisfactory results obtained in 3 (16.6 %)
patients among the 18 patients in group |, who underwent
only surgery. In 4 (22.2 %) patients, satisfactory results
were obtained, three of them complained on discomfort
due to formation of excessive scars in wound healing by
secondary intention.

In 14 patients of group Il after therapy with actinolyzate
observed a decrease in the size of infiltrates, a significant
reduction in the amount of discharge from the sinus tract,
but there was no scarring and recovery. As a result, all
group |l patients required surgery in the future.

Good results were obtained in 20 patients (90.9 %)
from 22 in group Il and satisfactory result was in
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for preoperative preparation and it’s use significantly
improves the final result of treatment.
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reduce the duration of in-hospital patients stay was
reduced.
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