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in turn require an immediate surgical approach. The aim is to determine the optimal surgical tactics in the complications of mega-
dolicocolon as well as postoperative management.

Materials and methods. During the period MAY/22-MAY/23, 19 patients with complications of megacolon were operated on. The
dominant complication was sigmoid volvulus with intestinal occlusion. The age of the patients was between 42-68 years. 12 of all
patients were primarily diagnosed with megadolicolon and volvulus, and 7 were previously operated on for sigmoid volvulus. The
number of reoperations in the second group was between 2 and 4 surgical interventions.

Results. 11 patients, from the first batch, endured intestinal detorsions through a colonoscopic approach and evacuation of enemas
with resolution of the occlusive syndrome. Only 1 patient was treated surgically through laparotomy. From the second group, all
patients underwent resective interventions, 4 with stomas. One death was recorded in group 2 due to complications (peritonitis).
Conclusions. Mega-dolicocolon remains an underdiagnosed pathology and with a neglected clinic, but itself presents severe
complications. In primary detected cases, with incomplete volvulus, endoscopic detorsions are welcome. Patients with a history of
repeated torsions require radical resective interventions.
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APENDICITAACUTA LA BATBANI. PERFECTAREA UNUINOU SCOR DE DIAGNOSTIC SIALGORITMUL
DE IMPLEMENTARE CLINICA 88 3
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Scopul lucrarii. Dificultdtile de diagnostic ale apendicitei acute la batrani au creat premise pentru standardizarea diagnosticului si
crearea unui scor care ar corespunde cerintelor actuale. Scopul este perfectarea diagnosticului de apendicita acuta la batrani prin
crearea unui nou scor clinico-ecografic.

Materiale si metoda. Studiul prospectiv vizeaza 224 de pacienti varstnici cu AA diagnosticata, tratati la IMSP IMU si IMSP SCM ,Sf.
Arh. Mihail” din municipiu Chisindu, Republica Moldova in perioada anilor 2013-2018. Repartizare dupa varsta a fost de 60 - 92 de
ani, varsta medie constituind 76 * 16 ani. Barbati inclusi in studiu - 88 (39%) iar femei - 136 (61%). Au fost analizate semnele clinice,
ecografice si de laborator ale apendicitei acute (AA).

Rezultate. Semnele clinice: semnul Kocher (pozitiv) — (1 punct), voma / nausee (prezente) — (1 punct), semnul Blumberg in regiunea
iliaca dreapta (pozitiv) — (2 puncte), semnul Bartomie-Michelson (pozitiv) — (1 punct); Semne de laborator: leucocitoza (>10*10%1) — (1
punct); Semne ecografice: AV neschimbat si / sau alta patologie (determinat) (minus) - 3 puncte), cresterea diametrului AV > 7mm
(determinat) — (2 punct), ingrosarea tesutului periapendicular (determinat) — (1 punct), incompresibilitatea AV(determinat) — (1 punct),
coprolit in lumenul AV(determinat) —(1 punct); Total — maximum +11 puncte, minimum -3 (minus 3) puncte. Daca la sumarea punctelor
criteriilor clinice si de laborator pozitive ale AA se obtine un rezultat de 6-7 puncte atunci se stabileste diagnosticul de AA. Tn acest caz
nu este necesara o ecografie suplimentara, deoarece nici identificarea unei alte patologii acute, cu sau fara semne de inflamatie ale
AV la examen USG (,minus” 3 puncte), nu va afecta rezultatul si interpretarea algoritmului de aplicare SD Nou. Scorul final va fi - 3 sau
mai multe puncte, ceea ce indica cert faptul ca pacientul are AA. Diagnosticat cu AA, pacientul este supus tratamentului chirurgical
urgent. Daca suma punctelor este mai mica de 4 puncte atunci se efectueaza o ecografie a cavitatii abdominale cu includerea
suplimentara a semnelor ecografice ale AA, daca acestea sunt determinate. Examenul USG al AV cu un diametru mai mare de 7 mm
este estimata cu - 2 puncte; incompresibilitatea AV - 1 punct; ingrosarea tesutului periapendicular - 1 punct; coprolit in lumenul AV - 1
punct; prezenta semnelor ecografice ale patologiei acute neapendiculare a cavitatii abdominale si / sau detectarea ecografica a unui
AV compresibil cu diametrul mai mic de 7 mm - ,minus” 3 puncte. Tn cazul obtinerii sumei punctelor de AA mai mica de 2 puncte, dupa
un examen ecografic general, diagnosticul de AA este exclus. In cazul obtinerii sumei punctelor de 3 sau mai mult, diagnosticul de
AA este foarte probabil si este indicata apendicectomia, in cazul atribuirii de 2 puncte, diagnosticul AA este posibil si este indicata
laparoscopia diagnostica.

Concluzii. Scorurile de diagnostic sunt standarde stiintifice pentru diagnosticarea AA ale caror formare si evaluare comparativa ar
trebui sa se efectueze pe baza indicatorilor propusi, precum si a principiilor metodologice si a algoritmilor comuni la pacientii batrani.
Analiza structurala a SD AA dezvoltate anterior cu algoritmii aplicati a relevat inconsecventa acestora cu principiile comune propuse
de formare, lipsa concentrarii asupra diagnosticarii AA cu admiterea pana la 53,8% din apendicectomii a formelor nedistructive de
AA, fapt neacceptabil la pacientii in varsta. SD AA nou si algoritmul lui de aplicare la persoanele batrane, vizeaza diagnosticarea AA,
dezvoltat in conformitate cu cerintele metodologice unificate propuse pentru crearea SD AA si a algoritmilor acestora. SD AA nou la
batréni a demonstrat o eficienta clinicad mai mare in diagnosticarea AA cu o sensibilitate de pana la 93,15% in comparatie cu metoda
clinica nestandardizata si SD AA Alvarado, independent de ,factori de risc”, pentru diagnosticarea AA, ca obezitate si localizarea
atipica a AV.
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Aim of study. The diagnostic difficulties of acute appendicitis in the elderly created premises for the standardization of diagnosis and
the creation of a score that would correspond to current requirements. The aim is to improve the diagnosis of acute appendicitis in the
elderly by creating a new clinical-ultrasound score.

Materials and methods. The prospective study aims at 224 elderly patients with diagnosed AA, treated at IMSP IMU and IMSP SCM
"St. Arch. Mihail" from the municipality of Chisinau, Republic of Moldova during the years 2013-2018. Distribution by age was 60 - 92
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years, the average age being 76 + 16 years. Men included in the study - 88 (39%) and women - 136 (61%). Clinical, ultrasonographic
and laboratory signs of acute appendicitis (AA) were analyzed.

Results. Clinical signs: Kocher sign (positive) — (1 point), vomiting / nausea (present) — (1 point), Blumberg sign in the right iliac region
(positive) — (2 points), Bartomie-Michelson sign (positive) — (1 point); Laboratory signs: leukocytosis (>10*10%1) — (1 point); Ultrasound
signs: unchanged AV and / or other pathology (determined) (minus) - 3 points), increase in AV diameter > 7mm (determined) — (2
point), thickening of the periappendiceal tissue (determined) — (1 point), AV incompressibility (determined) — (1 point), coprolite in
the AV lumen (determined) — (1 point); Total — maximum +11 points, minimum -3 (minus 3) points. If by adding up the points of the
positive clinical and laboratory criteria of AA, a result of 6-7 points is obtained, then the diagnosis of AA is established. In this case,
an additional ultrasound is not necessary, since the identification of another acute pathology, with or without signs of inflammation of
the AV on USG examination ("minus" 3 points), will not affect the result and interpretation of the New SD application algorithm. The
final score will be - 3 or more points, which definitely indicates that the patient has AA. Diagnosed with AA, the patient undergoes
urgent surgical treatment. If the sum of the points is less than 4 points, then an ultrasound of the abdominal cavity is performed with
the additional inclusion of ultrasound signs of AA, if they are determined. USG examination of AV with a diameter greater than 7 mm is
estimated with - 2 points; AV incompressibility - 1 point; thickening of the periappendiceal tissue - 1 point; coprolite in the AV lumen - 1
point; the presence of ultrasound signs of acute non-appendiceal pathology of the abdominal cavity and / or ultrasound detection of a
compressible AV less than 7 mm in diameter - "minus" 3 points. If the sum of AA points is less than 2 points, after a general ultrasound
examination, the diagnosis of AA is excluded. If the sum of points is 3 or more, the diagnosis of AA is very likely and appendectomy is
indicated, if 2 points are assigned, the diagnosis of AA is possible and diagnostic laparoscopy is indicated.

Conclusions. Diagnostic scores are scientific standards for the diagnosis of AA, the formation and comparative evaluation of
which should be carried out on the basis of the proposed indicators, as well as methodological principles and common algorithms
in elderly patients. The structural analysis of previously developed SD AA with the applied algorithms revealed their inconsistency
with the common principles proposed for formation, the lack of focus on the diagnosis of AA with the admission of up to 53.8% of
appendectomies of non-destructive forms of AA, an unacceptable fact in elderly patients. The new SD AA and its application algorithm
in elderly people, aimes at the diagnosis of AA, developed in accordance with the proposed unified methodological requirements for
the creation of the SD AA and their algorithms. The new SD AA in the elderly has demonstrated higher clinical efficiency in diagnosing
AA with a sensitivity of up to 93.15% compared to the non-standardized clinical method and SD AA Alvarado, independent of "risk
factors", for diagnosing AA, like obesity and atypical location of the AV.

ANASTOMOZELE INTESTINALE TEMPORIZATE iN TROMBOZA MEZENTERIALA ACUTA = 3
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Scopul lucrarii. Tratamentul trombozei mezenterice acute (TMA) reprezinta o problema majora a chirurgiei contemporane. Letalitatea
cunoscuta constituie 54,1% n embolia arteriala si 77,4% in ocluzia venoasa. Prognosticul pacientilor este rezervat, majoritatea
prezentandu-se la spitalizare cu necroza de intestin si peritonita, care si dupa rezectii extinse progreseaza in portiunile restante la
fiecare al 2-a pacient. Scopul este analiza eficacitatii aplicarii anastomozelor intestinale temporizate la pacienti cu TMA.

Materiale si metode. 23 pacienti cu TMA tratati pe parcursul anilor 2019-2023 in IMU. Vérsta a variat 26-74 ani, cu media 54,1+2,4
ani. Raport b/f — 14/9.

Rezultate. La majoritatea pacientilor TMA a fost localizata in bazinul AMS. Peritonita difuza a fost prezenta la 19 pacienti. Tratament
conservativ conform datelor TC au necesitat 5 pacienti, unul fiind supus si laparoscopiei diagnostice pentru excluderea necrozei
intestinale. Tabloului clinic si TC Tn 18 cazuri au prezentat indicatii pentru laparotomie. Laparotomie exploratorie - 3 cazuri cu
confirmarea necrozei totale intestinale. In 3 cazuri de necrozé sectoriald de colon - rezecitii sectoriale finisate cu colostomie. La 12
pacienti fost practicata sigilarea bonturilor intestinului subtire si montarea laparostomiei cu revizii repetate. Aplicarea anastomozelor
temporizate a fost efectuata la 8 pacienti peste 36-48 ore de la interventia primara, criteriile fiind lipsa progresarii necrozei si peritonitei.
Peritonita si necroza in evolutie in 4 cazuri au fost solutionate prin re-rezectie intestinala, lavaj si laparostomie, cu re-revizie peste 36
ore. Mortalitatea precoce - 21,7%, urmare a dehiscentei anastomotice si peritonitei.

Concluzii. Rezectiile segmentare ale intestinului necrozat cu sigilarea bonturilor si aplicarea laparostomielor in TMA permit
monitorizarea progresarii necrozei intestinale. Re-laparotomiile programate cu re-rezectii de intestin la necesitate si asanarea cavitatii
abdominale, in conditii de stopare a necrozei si diminuarea peritonitei, permit aplicarea anastomozelor temporizate.

Cuvinte cheie. Tromboza mezenterica acuta, peritonitd, anastomoza temporizata
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Aim of study. Treatment of acute mesenteric thrombosis (AMT) represents a major problem in contemporary surgery. The known
lethality is 54.1% in arterial embolism and 77.4% in venous occlusion. The prognosis of the patients is reserved, the majority presenting
to the hospital with bowel necrosis and peritonitis, which even after extensive resections progress in the outstanding portions in every
second patient. The aim is analysis of the effectiveness of the application of delayed intestinal anastomoses in patients with AMT.
Materials and methods. 23 patients with AMT treated during the years 2019-2023 in the IMU. The age ranged from 26 to 74 years,
with a mean of 54.1+2.4 years. Ratio m/f — 14/9.

Results. In most patients the AMT was located in the pool of the AMS. Diffuse peritonitis was present in 19 patients. According to
CT data, 5 patients required conservative treatment, one also underwent diagnostic laparoscopy to rule out intestinal necrosis. The
clinical signs and CT in 18 cases showed indications for laparotomy. Exploratory laparotomy - 3 cases with confirmation of total



