ISSN 2306-5559 (print) www.vhk.kz

ISSN 2410-938X (online)
)
A H.Cbi3FaHoB
FblJIbIMU XNPYPI'NA
\)

Ne1 (70) 2022

KA3SAKCTAH XUPYPI'UACDBIHbIH
XABAPLWIbICbI

BECTHUK XUPYPTUU
KASAXCTAHA

BULLETIN OF SURGERY
IN KAZAKHSTAN

AJIMATbI /ALMATY



Ne1 (70) 2022

KA3AKCTAH XUPYPIA XABAPLUbICHI
U3paetcsa c 2005 r.

BECTHWK XMPYPTM KA3AXCTAHA

ISSN 2306-5559 (print)
1SSN 2410.938X (anire) BULLETIN OF SURGERY IN KAZAKHSTAN
9P TOKCaHAa LWbIFbIN TYpPaTbIH A.H. CbizraHoB aTblHAaFbl ¥NTThIK FbINbIMU XUpPYprna optasblfblHbIH FbIJ'IbIMVI-TS)KipVI6eJ'IiK XKypHarnbl

eXeKBapTanbHbI Hay4HO-NPaKTUYeCKuii XXypHan HayyHoro ueHTpa xupyprum um. A.H. CbisraHoBa
a quarterly scientific-practical journal of the «A.N. Syzganov National Scientific Center for Surgery» JSC

BAC PEJAKTOP

BavimaxaHoB B.B.,
«A.H. CbI3raHoB aTblHAafbl ¥NTTbIK fbIMbIMU XUPYpPrus
opranblifbl» AK Backapma Teparackl, M.f.4.,
npocpeccop, KP ¥FA akagemuri

MABHbIA PEQAKTOP

BanmaxaHos B.B.,
Mpepacepatens npasnexns AO «HauuoHanbHbIA
Hay4Hblit LieHTp xupyprim uM. A. H. CbisraHoBay,
[.M.H., npoceccop, akagemuk HAH PK

EDITOR IN CHIEF

Baimakhanov B.B.,
Chairman of the Board of «A.N. Syzganov National
Scientific Center for Surgery» JSC, D.Med.Sc.,
professor, academician of NAS RK

BAC PE[AKTOPIbIH OPbIHEACAPbI

YopmaHoB A.T.,

«A.H. Cbl3raHOB aTblHAafbl ¥NTTbIK FbIMbIMU XVUPYpPrus
optansblifbly AK Backapma TeparacbIHbIH FbifbIMU-
KIMMHUKanbIK XeHe UHHOBaLMAMbIK KbIBMET XeHiHAeri
opblHbacapsbl, M.f.K.

3AMECTUTENb MABHOIO PEOAKTOPA

YopmaHoB A.T.,
3amectutens lNpefcenatens npaeneHns
MO Hay4HO- KIMHUYECKOI U MHHOBALIMOHHO
pestenbHocT AO «HaumoHanbHbIi HayyHbIi LIEHTP
xupyprav um. A.H. CbiaraHoBay, K.M.H.

DEPUTY CHIEF EDITOR

Chormanov A.T,

Vise-Chairman of the Board on scientific-clinical and
innovation activity of «A.N. Syzganov
National Scientific Center for Surgery» JSC, candi-
date of medical sciences

PEOAKLUNA ANKAChHI

BalimaxaHoe X.b., PhD

Hepcecoe A.B., m.f.0.

Celicembaee M.A., m.f.0.,npogheccop
Cynmananues T.A., m.r.0., npogheccop
Baumbemoe A.K., PhD

BynezeHoe T.A., m.f.0.

Muep6ekoe E.M., m.r.0., npocheccop
Xypaes LLL.LL., m.r.0., npocheccop
Medey6ekoe Y.LL., m.f.0.

Caramos I.E., m.F.0.

Mymazupoe B.B., m.f.k

Lupmaes B.K., m.F.K.

Mypadoe M.W., m.f.k.

BalimaxaHoe A.H., M.F.K.

PEOAKLUMOHHAA KONMNErna

BatimaxaHoe X.5., Ph.D

Hepcecoe A.B., 3.Mm.H.

Celicembaes M.A., 0.M.H., npogheccop
Cynmananues T.A., .M.H., npogheccop
Bbaumbemos A.K., Ph.D

BynezeHoe T.A., 0.M.H., doueHm
Muep6ekoe E.M., d.m.H., npogheccop
XKypaee LL.LL., 3.m.H., npogheccop
Medey6ekoes Y.LL., 0.m.H.

Caecamoe U.E., 0.m.H.

Mymazupoe B.B., K.M.H.

Lllupmaee B.K., K.M.H.

Mypadoe M.U., K.M.H.

BalimaxaHoe A.H., K.M.H.

EDITORIAL BOARD

Baimakhanov Zh.B., PhD

Nersesov A.V.,, D.Med.Sc.
Seisembayev M.A., D.Med.Sc., prof.
Sultanaliev T.A., D.Med.Sc., prof.
Baimbetov A.K., PhD

Bulegenov T.A. D.Med.Sc.
Miyerbekov Ye.M., D.Med.Sc., prof.
Zhurayev Sh.Sh., D.Med.Sc., prof.
Medeubekov U.Sh., D.Med.Sc.
Sagatov I.Ye., D.Med.Sc.
Mutagirov V.V. Can.Med.Sc.
Shirtayev B.K., Can.Med.Sc.
Muradov M.1., Can.Med.Sc.
Baimakhanov A.N. Can.Med.Sc.

PELOAKUMA KEHECI

Susumu Eguchi ()anoHus)
Wojciech Polak (lonnaHdus)
Remzi Emiroglu (Typkus)

Bulent Oktay (Typkusi)

Tamer Turan (Typkus)

Subhash Gupta (MHdus)

Jeong Tea Kim (Kopes)
Bnagumup BuwwHesckuin (Peceti)
WBaH Ctunuam (Pecell)

Oner Pymmo (benapyc)

Hannu Kuokkanen (QuxnsHOus)
Ho-Seong Han (Kopes)
Mehmet Habera (Typkus)
Aunbram MareppamoB (S3ipbatixaH)

PEOAKLUMOHHbIN COBET

Susumu Eguchi (Ainonns)
Wojciech Polak (Tonnaaws)
Remzi Emiroglu (Typuws)

Bulent Oktay (Typuus)

Tamer Turan (Typuus)

Subhash Gupta VHaus)

Jeong Tea Kim (Kopes)
Bnagumup BuwneBckuii (Poccust)
WBaH Ctunuam (Poccys)

Oner Pymmo (Benapychb)

Hannu Kuokkanen (QuHnsiHOus)
Ho-Seong Han (Kopes)

Mehmet Habera (Typuws)
Aunbram MareppamoB (AsepbaiigxaH)

EDITORIAL COUNCIL

Susumu Eguchi (Japan)
Wojciech Polak (Holland)
Remzi Emiroglu (Turkey)
Bulent Oktay (Turkey)

Tamer Turan (Turkey)
Subhash Gupta (India)
Jeong Tea Kim (Korea)
Vladimir Vishnevski (Russia)
Ivan Stilidi (Russia)

Oleg Rummo (Belarus)
Hannu Kuokkanen (Finland)
Ho-Seong Han (Korea)
Mehmet Habera (Turkey)
Dilgam Maherramov (Azerbaijan)

XypHan KP aknapat, MmoieHUeT oHe cnopT
MuHucTpnirinae TipkenreH.
XypHan KP FBEM Fbinbim xaHe 6inim
canacblHAarbl
Gakbinay KOMUTETi YCbIHFaH FbinbIMKU eHOEKTIH
Heri3ri HaTUXenepiH xxapuanay YLiH YCbIHaTbIH
FbinbiMK 6acnanap Tisbeci eHrisinreH.
Tipkey Hemipi 5564-X.
XypHangbiH ueci — «A.H. Cbi3raHOB aTbiHAafbl
¥nTTbIK FbIMbIMU XVPYPris opTanbifbi» AK.
BacnaHbIH MeKkeH-Xalbl:

050004, Anmarbl k., XKenTokcaH keLu. 62,
Ten. 7(727) 2795306
http://ivhk.kz, e-mail: inkar_sagatov@mail.ru
Xayantbl xaTwb: m.F.4. Caratos |.E.
OpneHiM xaHe beTTey:

TOO «Dalaprint» faitblHaantaH,

Anmartbl k., EpeBatckas keLw.2,

Ten. 7(727) 2908647
Tapanbimbl — 500 gaHa
KoppekTop: [laBerosa H.A.

Ten: 87789205192
XapuanaHatbiH MakananapablH Ma3MyHblHa
aBTopnap xayantbl.
KA3MOYTA xa3biny unpekci — 75327

Xypran 3apeructpuposaH B Muuuctepcree
nHgopmauum, KynsTypbl u cnopra PK.
)ypHan BKNioYeH B nepeyeHb HayuHbIX
n3aaHuin, pekomeHayembix Komutetom

no KOHTPONIO B chepe 06pa3oBaHMA U Hayku

MOH PK
PeructpauuoHHbI HoMep: 5564-X.
Bnapeneu xypHana - AO «HaunoHanbHbIA Hay4HbIN
LIeHTp xvpypritn nmenn A.H. CbisraHosay.
Appec pepakumm:
050004, r. Anmarbl, yn. XenTokcaH, 62,
Ten. 7 (727) 2795306
http://vhk.kz, e-mail: inkar_sagatov@mail.ru
OTBeTCTBEHHbIN cekpeTapb: A.M.H. Caratos W.E.
Iu3aiiH u BepcTKa:
TOO «Dalaprint»,
r. Anmartbl, yn. EpeBaHckas, 2,
Ten. 7 (727) 2908647
Tupax — 500 aka.
KoppekTop: [laBeHoBa H.A.

Ten: 87789205192
OTBeTCTBEHHOCTL 3a coaepxaHue
nyoGnmKyembIX MaTepuanos HeCyT aBTOpbI.
MopnucHou nnuaekc KA3MOYThbI - 75327

The journal is registered with the Ministry of
Information, Culture and Sports of the
Republic of Kazakhstan.

The journal is included in the list of scientific
publications recommended by the Committee
for Control of Education and Science, Ministry
of Education and Science of Kazakhstan.
Registration number: 5564-)X
The owner of the journal - «A.N. Syzganov
National Scientific Center for Surgery» JSC
Editorial address:

62, Zheltoksan street, Almaty, 050004
tel. 7 (727) 2795306
http:/ivhk.kz, e-mail: inkar_sagatov@mail.ru
Executive secretary: M.D., Ph.D. Inkar Y. Sagatov
Design and lead out:

«Dalaprint» LLP,

2 Yerevan street, Almaty,
tel. 7 (727) 2908647
Edition — 500 copies.
Corrector:DavenovaN.A.
tel: 87789205192
The authors are responsible for the content of
published materials.

Subscript index of KAZPOST — 75327



MA3M¥HbI

XUPYPTUA

ladues C.U., Acadosa A.A.

OT XonaapbIHbIH XONEeLUCTIKTOMUSANbIK
XapakaTbIHaH KeriHri renaTukoeoHanbAabl
aHacTOMO3AbIH anwak

CTPUKTYPACHIH EMAEY....cosurerersersssssnssesansas 6

Koxaxmemoe C.K., Pycmemosa K.P,
WeiciHos H.C., Akbiwes O.K.,
Ucmamos A.Y., Caramos |.E.,
AlimmonduH B.A., XKanracbaee XK.I.

Xepen pecTpyKkTuBTI
NaHKpeaTUTTi XMPYPrusnbIK
emaeyai OHTANNAHABIPY....ccccocrueerereerersenes 9

Madineibaee b.M., AliHakynoe A.[.,
Xapacos [].A., Imanbepdues XK.,
Ab60umaxumoe b.X., Tacxypekos A.O.,
Kymmymypamos M., MupmaHos A.A.

Bananappafbl 06CTPYKTUBTI
yponaTusiHbIH AUarHoCcTMKachl
b TN =Y | 14

Mypadoe M.U., KazaHmaes K.E.,
Habues E.H., Myxamedkepum K.b.,
baiimaxa+os b.b.

Tya GiTKeH YCTiHri Kabak NTo3bIHbIH
XUPYPrUANbIK
(=17 7 T3V A=Y 1 1o 19

Caramos I.E., MombiHog B.M.

Mneptpodmnanbik
KapguMomuonaTtus.
(S YT 7T=Y QN TTL0Y | V7™ (SRR 23

OUATHOCTUKA XXSHE EMAEY

UbiHebiwesa XK.A., Tunekos 3.A.,
Typoywesa [1.K., Typdues Y.M.,
Hasapbekos [.K., KybaHbiubekosa A.K.

Basy xaHe Xbingam pexumaep
XarganbiHAa nneBpa KybiCbIHaH
XWHanfaH KaHHbIH annapaTTbIK
MHTpaonepauuanbIK
peunHdy3mnAcbIHbIH 6akbinaHaTbIH
KIMTUHUKanNbIK CblIHAMAaCbIH
canbICTbipMarnbl Garanay..........c....... 29

Pycmemosa K.P, Koxaxmemos C.K.,
Canapbaes C.C., icmamos A.Y.,
TypcbiHb6aes H.H., XKbinkatidap C.)K.

IpiHai-cenTuKanbIK xXapanapabl
KelleHAi emaeyae xacywanbik
TexHomnorvanapabl KonaaHy............. 37

COOEPXAHUE

XUPYPIuUs
adues C.U., Acadosa A.A.

JNeuyeHune no3pgHe CTPUKTYPDI
renaTMKoeroHanbLHOro aHacToMo3a

nocne NOCTXoNneLMcTIKTOMUYECKOro
NOBPEXAEHUS KENYHOrO NPOTOKA.....covuen 6

Koxaxmemos C.K., Pycmemosa K.P,
WeucuHos H.C., Akbiwes O.K.,
Uemamos A.Y., Caczamos U.E.,
AlmmonduH B.A., Xaneacbaes X.I.

OnTMMM3aUMa XUPYPruveckKoro nevyeHus
OCTPOro AeCTPYKTUBHOIO
E LT eT=F- 1 7 ) - D 9

Maldineibaee 6.M., AtHakynos A.L.,
Xapacoe [].A., imanbepdues KK,
Ab6dumaxumos b.X., Tacxypekos A.O.,
Kymmymypamos M., MupmaHos A.A.

OuarHocTuka 1 neyeHus
0GCTPYKTUBHBIX yponaTuii

Mypadoe M.U., Kazanmaes K.E.,
Habues E.H., Myxamedkepum K.b.,
BativaxaHos b.b.

Xupypruyeckoe neyeHue
BPOXAEHHOro nTo3a
BEPXHUX BEK..coeeeeercnsnsnnnnnnnnnennnrsneenenns 19

Caeamos U.E., MombiHos B.M.

MNnepTpocuyueckasn
KapauomMuonaTusi.
OO030P NMUTEPATYPbL.cerrrreecnnrerrressnnnees 23

AOWATHOCTUKA U NEYEHUE

UbiHebiwesa XK.A., Tunekos 3.A.,
TypOywesa [.K., Typdues Y.M.,
Haszapbekos [.K., KybaHbiubekosa A.K.,

CpaBHUTeNbHasA oLeHKa
KOHTPOJIMPYEMOTO KITMHUYECKOro
MCNbITaHUsA annapaTHoOMn
VMHTpaonepauuoHHON peuHdy3umn
KpOBW, COGpaHHOM U3 nneBpanbLHoOn
NonocTu B yCIIOBUAX MeAneHHOro

N ObICTPOro PEXMUMOB.......cererererannens 29

Pycmemosa K.P.,, Koxxaxmemos C.K.,
Canapbaes C.C., icmamos A.Y.,,
TypceiHbaes H.H., XXbinkatdap C.)K.

NMpuMeHeHWe KIeTOYHbIX TEXHOMOIMUN
B KOMIMJIEKCHOM Jle4eHun
THOMHO-CENTUYECKNUX PAH...ccerrrerunnes 37

BULLETIN OF SURGERY IN KAZAKHSTAN Ne1 - 2022

CONTENTS

SURGERY

Gadiyev S.I., Asadova A.A.

Treatment of late

stricture of hepaticojejunal anastomosis
after post-cholecystectomy bile

duct injuries.......convnnnnn 6

Kozhakhmetov S.K., Rustemova K.R.,
Igisinov N.S., Akyshev O.K.,

Ismatov A.U., Sagatov I.Y.,

Aitmoldin B.A., Zhalgasbaev Zh.G.

Modern principles
of treatment of acute
destructive pancreatitis..........ccoccoeecreeuene. 9

Mailybayev B.M., Ainakulov A.Zh.,
Zharasov D.A., Imanberdiyev Zh.Zh.,
Abdimazhitov B.Kh., Taszhurekov A.O.,
Kuttumuratov G.M., Mirmanov A.A.

Diagnostic and treatment
of children’s obstructive
uropathy.......ccevvisenini 14

Muradov M.I., Kazantayev K.E.,
Nabiev Y.N., Muhamedkerim K.B.,
Baimakhanov B.B.

Surgical treatment
of congenital ptosis
of the upper eyelids..........cccccrnnnenes 19

Sagatov I.Y., Momynov B.M.

Hypertrophic
cardiomyopathy.
Literature review......cccccceeeeeevirrrrrreeees 23

DIAGNOSTIC AND TREATMENT

Chyngysheva Zh.A., Tilekov E.A.,
Turdusheva D.K., Turdiev U.M.,
Nazarbekov D.K., Kubanychbekova A.K.

Comparative evaluation

of a controlled clinical

test of apparatus intraoperative
reinfusion of blood

collected from the pleural

cavity under slow

and fast modes.......ccccoieeieiiiniiiinees 29

Rustemova K.R., Kozhakhmetov S.K.,
Saparbaev S.S., Ismatov A.U.,
Tursynbaev N.N., Zhylkaidar S.Zh.

The use of cellular technologies in
the complex treatment of
purulent-septic wounds..........cc.cee.. 37



MA3M¥HbI COOEPXAHUE CONTENTS

OpwmaHos b.K., AbunxaHos E.E., OpwmaHos b.K., AbunxaHos E.E., Ormanov B.K., Abilkhanov Y.Y.,

Asusynnaee M.X., CanyHos A.B., Asusynnaee U.X., CanyHos A.B., Azizullayev I.Kh., Sapunov A.V.,

KydatibepeeH A.b. KyodatibepzeH A.b. Kudaibergen A.B.

KopoHapnbik ekne KopoHapHo-nynbmoHanbHas Coronary pulmonary

[« o 7T V72 F= 2 ) 42 PUCTYNA. .. 42 fistula.....ccoooveiiiiniiiic 42

Ucamamos B.K., Medeybekos ¥.L1I., Ucamamos B.K., Medeybekos Y.L1I., Issamatov B.K., Medeubekov U.Sh.,

Taoxubaes T.K., EHuH E.A., Taoxubaes T.K., EHuH E.A., Tajibaev T.K., Yenin E.A.,

XacaHoe PM., Omap C.M., XacaHos PM., Omap C.M., Khassanov R.M., Omar S.M.,

Ymimbaesa A.C., XKarbinap [4.A. Ymymbaeea A.C., Xaebinap [.A. Umutbayeva A.S., Zhagypar D.A.

FenaTouennionapnbiK Oco6eHHOCTU YPOBHA Features of AFP

KapuUWHOMaHbIH TYpIi caTbinapbl akcnpeccuu A®I npu expression level

MeH rpagauuanapbiHgarbl API pas3nUyHbIX cTagusax U rpagaumax at different stages

3KCNpeccuUAchbl AeHreniHiH renarouensonsapHoOn and gradations

epekwenikrepi, capbicynbik ADI KapLMHOMbI, KOPPESISILMOHHbIN of hepatocellular

apacbiHOaFbl KOppPenAUUANbIK aHanus Mexay carcinoma, correlation analysis

TaANAAYDL...ciiiiieieieirereressersrsssssasasssssssnss 47 CcbIBOPOTOUYHbIM ADIN........oervveieiiiennns 47 between serum AFP............ccoovvvienn. 47

Epumoea H.)K., LLlupmaes b.K., Epumosa H.)K., LLlupmaes B.K., Shirtaev B.K., Yerimova N.Z.,

CyHO0emos M.M., Xanbikos K.Y., CyHOemos M.M., Xanbikos K.Y., Sundetov M.M., Khalykov K.U.,

Kyp6aros [1.P, Ax6emosa A.Tl., Kypbaros [].P, Ax6emoea A.I", Kurbanov D.R., Akhbetova A.G.,

Axunbbekos C.[., Mykawes C.E., Axunbbekos C.[., Mykawes C.E., Akilbekov S.D., Mukashev S.E.,

KaHa3zoe A.K., boedaHosa /].0. KaHasos A.K., boedaHoea /[].0. Kanazov A.K., Bogdanova D.O.

OTapaH KeuiHri MpumeHeHMe BHYTPUBEHHOIO The use of intravenous

Ke3eHAe nbynpodeHai kekTaMbip ubynpodeHa B nocneonepaumoHHom ibuprofen in postoperative

ILLINIK @HFIBY. e 53 NEePUOAE....ccoiiieiiirrciirrn e 53 period......ccooiiieiiiiiiiirc 53
MEPENTON IOBUNEN ANNIVERSARY

Mpodeccop HypmakoB AmaH K 80-neTtuto npocpeccopa To the 80" anniversary of professor

XXomenynbiHbiH 80 XbiNAablK HypmakoBa Aman Zhamelovich

MEPEMTOMBIHA....cevuurirrnnrienanrrnnanns 58 AmaHa XKaMenoBMYA........ccceecuerrinnenns 58 NUIMMAKOV....cooiieeireeieceeeeeeeeenieeeees 58

“ BECTHUK XUPYPIMUN KA3SAXCTAHA Ne1 - 2022



SURGERY

TREATMENT OF LATE STRICTURE OF
HEPATICOJEJUNAL ANASTOMOSIS AFTER
POST-CHOLECYSTECTOMY BILE DUCT INJURIES

Gadiyev S.l., Asadova A.A.
Departament of Il Surgical Diseases, Azerbaijan Medical University, Baku, Azerbaijan

Abstract

Hepaticojejunostomy stricture is the disastrous complication of biliary surgery, if untreated can lead to intrahepatic
stones, recurrent cholangitis, biliary cirrhosis and hepatic failure. Here, we report a case with the one-more year
history of recurrent cholangitis, caused by late stricture of hepaticojejunal anastomosis after iatrogenic bile duct injury.

Case: 46-year old female patient underwent Roux-en Y hepaticojejunostomy (RYHJ) with transhepatic drain
following iatrogenic bile duct injury during open cholecystectomy in rural hospital. After 11 year she represent re-
stricture of hepatico-jejunal anastomosis with acute recurrent cholangitis attacks and intrahepatic lithiasis. Before
admitting to our center it was tried to cross the stricture radiologically with the percutaneous transhepatic dilatation.
As the multiple attempt of interventional radiology failed revision surgery required. Despite technical challenge we
successfully managed the patient with the revision surgery by performing hepatic resection and creating double—
barrel Roux-en Y hepaticojejunostomy with transhepatic transanastomotic stent placement.

Conclusion. Hepatico-jejunal anastomotic stricture is one of the challenging and serious complication of biliary
surgery resulting multiple hospital readmissions and procedure. Recently, in many referral centers treatment of the re-
strictures of hepatico-jejunal anastomosis can be achieved by nonsurgical methods such as stenting with endoscopic
retrograde cholangiopancreatography and percutaneous transhepatic balloon dilatation. In cases of failure these
methods, surgical treatment is considered. Nowadays in the surgical management of bilio-enteric anastomotic
strictures the trend is not to drain anymore still in a number of situations this procedure cannot be avoided. In our
case, double-barell hepaticojejunostomy on a transhepatic transanastomotic drain was the best choice of treatment.

JleyeHune no3gHen CTPUKTYPbI renatTukoeroHanbHOro aHactomoazsa rnocre

MOCTXOJIELUCTIKTOMNYECKOro noBpexaeHna XXen4Horo npoTtoka
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FapueB C.WU., AcagoBa A.A.
Kadeapa xupyprudeckmx 6onestHen Ne2, AzepbaigkaHCKuii MeAULMHCKNIA YHUBEPCUTET,
r. baky, AsepbarngxaH

AHHOMauyus

Cmpukmypa 2enamuKoeroHOCMOMUU SI8IISIEMCA KamacmpoguYeCcKUM OCIIOXHEHUEeM 2enamobunuapHol Xu-
pypauu U eciu ee He Jie4umb MOXem fpusecmu K 8HympUNeYeHOYHbIM XonaHauonumuasy, peyuousupyrowemy
XonaHaumy, bunuapHoOMy LuUpPO3y U HapyweHuto GyHKuuu nedeHu. Mbi doknadbigaem o criydae ¢ bonee yem 20-
0osoll ucmopuel peyudusupyrowe2o xonaHauma, 8bI38aHHO20 MO30HUMU CMPUKMypamu 2ernamuKoetoHanbHo20
aHacmomos3a rocre iMmpo2eHHO20 MOBPEXAEHUS KeMYHO20 MPOMOKa.

Cnyual. MayueHmke 6biI0 8bIMOIHEHA 2e1amuKOetOHOCMOMUS M0 Py ¢ YpecrneyeHOYHbIM OpeHax oM nocsne
AMPO2eHHO20 M0BPEXOEHUS XKEMYHO20 MPOMOKa 80 8pEMST OMKPLIMOU XOIeyUCmMOIKMOMUU 8 cerlbCKol 6onmbHUUeE.
Yepes 11 nem nosgunack KIuHUKa CmMpukmypbl 2enamuKoeroHaaHacmomMo3a ¢ npucmynamu ocmpoao peyudusu-
pyrowe20 xonaHauma U 8Hympune4yeHo HbIM XonaHauonumua3om. lleped nocmynneHueM 8 Haw UeHmp CmpuKkmy-
Py Monbimanuch nepecedb ¢ YPECKOXHOU ypecnedyeHoqdHou dunamauyuel. [1oCKobKy HEOOHOKPamHbIe MOMbIMKU
UHMepPBeHUUOHHOU paduosoauu oka3anuck besycrnewHbiMu, nompebosanock pesusuoHHas onepayusi. Hecmomps
Ha mexHu4yecKkue mpyoHocmu, Ham yOanoch yCrewHo CrpagumbCs ¢ Mo8mopHoU ornepayuel, 8bIMoTHUE PE3EKYUI0
reYeHu U co30as O8OLHY 2enamuKoetoHOCMOMUK Mo Py ¢ ycmaHo8KoU 4YpecrneyeHoYyHo20 mpaHcaHacmoMomu-
yeckKo20 cmeHma.

3aknrodeHue. Cmpukmypa 2ernamuko-eroHaIbH020 aHacmomo3a s8rsiemcs 00UH U3 CIOXHbIX U CEePbEe3HbIX
OCIOXHEHUU buruapHol Xupypauu, MpueoodsauUM K MHO204UCIEHHbIM MOBMOPHBIM 20CnUManu3ayusm u npouedy-
pam. Celiqac 80 MHO2UX CreyUanu3upo8aHHbIX UEHMpax NedeHue Cy)XeHul 2enamuKo-erHanbHo20 aHacmomo3a
Moxem 6bimb A0CMUeHYmMO maKuMU HeXUpypau4ecKkuMu Memodamu Kak CmeHmupogaHue ¢ 3HOOCKOMuUYeckol pe-
mpozpadHol xonaHauonaHkpeamozpaguel U ¢ YpecKoXHoU YpecredyeHoYHol bamnoHHou Ounamayuel. B cryyasx
HeaghgpekmusHocmu amux mMemodo8 paccMampusaemcs orepamusHoe e4eHue. Hecmompsi Ha mo, 4ymo 8 ro-
criedHee 8peMs npu 1e4eHuU cmpukmyp bunuo-oueecmugHUX aHacmomo308 Habmodaemcesi meHOeHUUS K Mpekpa-
weHuto OpeHuposaHus, 8 psde cumyayutiti 3mol npouedypsl He udbexams. B Hawewm cryqae ny4wum eapuaHmom
neqeHust bbi1o bueenamuKoerHOCMOMUS Ha YPEeCcreyeHOYHOYHOM MpaHCaHacmoMomMuUYecKoM OpeHaxe.
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OT XonaapbiHbIH XONELMUCTIKTOMUSANBIK XapaKaTbIHaH KeuiHri

renaTunKkoeroHanbabl aHAaCTOMO34blH anlaK CTPUKTYpPacbiH eMaey

Fapues C.U., AcagoBa A.A.
Ne2 xupyprusinblk aypynap kadgeapacs!, 93ipbaikaH MeauUmMHa YHUBEPCUTETI,
Baky k., 93ipbaiixaH

AHdamna

[enamuKoeHOCMOMUSIHBIH CMPUKMypackl eenamobunuapribik XupypeusiHbiH Kypoeni ackbiHybl 60rbin ma-
6b11a0b1 XoHe emOemezeH xardalida baybipiwinik xonaHeuonumuasra, kalimanama xonaHeumeke, 6unuapsbIK
yupposra xaHe baybip yHKUUSAChIHbIH bY3binybiHa oKemyi MyMKiH. bi3 em xondapbiHbIH smpo2eHOiK 3akbimMOa-
HybIHaH KeliH eenamokoeHanb0bl aHacmomo30biH KeliHei cmpukmypacbiHaH mybiHOaraH Kalimanama XosaH-
eummiH 6ip xbindaH acmam mapuxsl b6ap xardal myparbi 6asHOalMbI3.

KnuHukanbik xardal. Haykacka ayblnoblk aypyxaHada awblK X0neyucmakmomusi kesiHde em xondapbi-
HbIH SIMpo2eHOiK 3aKbiMOaHybiHaH KeliH 6aybip apKblibl OpeHaxbeH Py eenamukoeHocmomuscbl xacanobl. 11
XblrdaH KeliH xeden peyudusmi xonaHaum xoHe baybIpilinik xonaHauonumuas ycmamanapbiMeH 2enamu-
KoeHasnObl aHacmomMo3 CmpUKmMypachIHbIH KIuHUKachl natda 6010bl. bisdiH opmarnbikka myckeHze deliH mepi
apKbibl baybip apKbiibl CMPUKMYpaHbl KerOeHeHiHeH Wbirapy apekemi xacandbl. IHmepeeHyusbIK paduono-
2usIHbIH Kalimanama apekemmepi comci3 bonFaHObiKmaH, mekcepy onepayusicbl Kaxem 60n0bl. TexHuKanblK
KubIHObIKMapFa KkapamacmaH, 6i3 6aybip pe3eKUUsiChIH Xacay xoHe baybip apKbl/ibl MpaHCaHacmoMoOmuKasbIK
cmeHm opHamy apKbinbl Py 60lbIHWa Kocapiibl 2eMamuKOeHOCMOMUSIHBI Xacay apKbibl Kalimanama onepa-
YusiHel cemmi xypei3e anobik.

KopbimbiHObI. baybip aHacmoMo3biHbIH CMpUKmypack! 6unuapsbiK XupypeusiHbiH Kypoersi XeHe aybip
ackbiHynapbiHbIH 6ipi 60/1bin mabblnadsl, byn kenmezeH Kalimanama 2ocrnumanusayusiinap MeH rnpouedypa-
napra ekenedi. Kasipei yakbimma kermezeH MamaHOaHObIpbLIFaH opmasbikmapda 2enamuKkoeHOCMOMUSIIbIK
aHacmomo30biH mapbiiybiH emoey2e 3HOOCKOMUSIbIK pempozpadmbiK XonaHeuonaHKpeamoapagus MeH
CmeHmMmey xoHe mepi apKbiiibl mpaHcaHacmomomukasnblk 6anoHoapbiH y3apmy CUsikmbl XUpypausiiblk eMec
adicmep apKbinbl Ko )emkisyee 6omadbl. byn adicmep muimcia 6oraH xardatida xupypausinibik emoey Kapa-
cmbipbinadbl. CoHfbl yakbimma 6unuo-0ueecmusmi aHacmomo3dapObiH cmpukmypachkiH emoeyde OpeHax)0bl
mokmamy ypdici 6alikanraHbIHa kKapamacmad, kelibip xardatinapda by npouedypaHbl KorndaHyra mypa Keneoi.
bi3diH xardatida emOeyliH eH XaKcbl HycKachl baybip apKbliibl mpaHcaHacmoMomukarsbiK OpeHaxda buezena-

mukoetoHocmomusi 6010bI.

Introduction

Most of extrahepatic bile ducts injuries of the are
iatrogenic and occur during laparoscopic or open
cholecystectomies. Correct management of iatrogenic
bile ductinjuries is very important because if improperly
treated, serious complications like biliary stricture,
cholangitis, biliary cirrhosis portal hypertension and
even death can occur [1, 2, 3]. Therapeutic options
for the iatrogenic bile duct injuries can be divided
into two groups: non-surgical (endoscopic approach
and radiological interventions) and surgical. In
general, minor bile duct injuries can be successfully
treated endoscopically, but proximal and complex
injuries require surgical treatment [4]. Roux-en Y
hepaticojejunostomy (RYHJ) is the most preferred
biliary reconstruction method for the management of
iatrogenic biliary injuries [3, 5].

Despite RYHJ has excellent long-term outcomes
(nearly-90%) it's also associated with some
complications, including anastomotic  stricture,
which sometimes leads to recurrent cholangitis and
intraductal stone formation [6]. In many cases, non-
surgical methods (endoscopic sphincterotomy or
balloon dilatation, percutaneous interventions) may be
useful, but in selected cases surgical revision is still
considered as a standard of treatment of anastomotic

strictures after iatrogenic bile duct injuries. Here we
report a case of late development anastomotic stricture
presenting 11 years after hepaticojejunostomy due
iatrogenic biliary injury after open cholecystectomy.

Case presentation

A 46 year-old female patient was admitted to our
clinic with the jaundice, fever and acute recurrent
cholangitis. Eleven years earlier she had undergone
RYHJ with transhepatic drain due to high (Strasberg
E2) iatrogenic injury of the common hepatic duct (CHD)
during open cholecystectomy in rural hospital. Her
postoperative course was uneventful. The transhepatic
drain was changed several times and removed after
2 years. Eleven years later she presented acute
cholangitis with fever, jaundice and vomiting which
treated conservatively with antibiotics several times.
Before admitting to our center she was referred to
another hospital for percutaneous transhepatic ballon
dilatation (PTBD). Her cholangiogram showed high
grade of RYHJ stricture. But multiple attempts of across
the stricture was failed, because of due to the presence
of intrahepatic stones stricture was non-crossable with
conventional interventional radiology. In the end, it was
decided to perform revision surgery in our hospital and
renew the cicatrized anastomosis. On examination
she was icteric and there was pain and tenderness in
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right subcostal region. Laboratory tests showed white
blood cell count (WBC)17.94*109/1, C-reactive protein
(CRP) 264mgl/, total bilirubin 4,75mg/dI, direct bilirubin
4.55mg/dl, alanine aminotransferase (ALT) 30.6Ull,
aspartate transaminase (AST) 27U/I, gamma-glutamyl
transferase (GGT) 232U/I, and alkaline phosphatase
(ALP)-272U/1.

Magnetic resonance cholangiopancreatography
(MRCP) revealed stricture of HYS near the confluence
zone and mild dilation of the intrahepatic biliary ducts
associated with intrahepatic lithiasis.

During in  multidisciplinary meeting including
surgeons, radiologists and hepatogastroenterologists
revision surgery was indicated as a treatment strategy.
Subsequently revision surgery was performed. During
surgery to expose the intrahepatic ducts partial liver
resection was performed. Then, to correctly assess the
anatomy of biliary tract intraoperative cholangioscopy

Discussion

Nowadays in many centers, patients with a
bilioenteric anastomotic strictures due iatrogenic biliary
injuries are treated by dilatation and /or stent insertion
with either an endoscopic or percutaneous approach.
Surgical revision may be needed in patients with
unsuccessful endoscopic or percutaneous treatment
[7, 8]. Redo surgery for the bilio-enteric anastomotic
stricture represent high grade of challenge for
hepatobiliar surgeon because every new attempt of
reconstruction inevitably implies tissue resection and
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was used which revealed multiple intraductal sludges
and stones.

The stones and sludges removed from intrahepatic
ducts. In further examination it was noticed that, as the
result of recurrent cholangitis a very severe scar and
fibrous tissue formed on anastomosis. Therefore it was
decided to resect previous anastomosis and create a
new, mucosa-mucosa, tension-free, double-barell
RYHJ on a transhepatic transanastomotic drain.

In early postoperative period she was compli-
cated with right side pneumonia which is successfully
managed conservatively. The patient was discharged
from the hospital on the 20 postoperative day in good
general condition and satisfactory laboratory results.
Six month after surgery transhepatic drains was
changed and repeated cholangiogram showed well-
functioning RYHJ. The patient was doing good through
two-years of follow-up.

a higher dissection in the pedicle with damage to the
vascularization of the biliary tree. These factors affect
both the course of surgery and the postoperative
success rate so as it has been proposed that the failure
rate of redo surgerys for the recurrent strictures ranges
between 5-30% compared to nearly 90 % success in
primary reconstruction in specialized centers [6, 9].
The traditional surgical approach to bile duct stricture
repair involves Roux-en-Y hepaticojejunostomy. RYHJ
failure can be associated with several other pathogenic
factors including recurrent cholangitis, intrahepatic

Figure 1.
Preoperative MRCP

Figure 2.

Intraoperative picture of
construction of the
double-barrel anastomosis
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calculi, intrahepatic stricture, and improper technical
construction of the Roux-en-Y limb [10].

The most common of these late complications
are anastomotic stricture and recurrent cholangitis.
Recurrent cholangitis almost invariably is attributed
to anastomotic stricture, however this assumption has
been questioned recently [10, 11].

In the study of Okabayashi et al. postoperative
cholangitis rate reported 7.7% (45) in a group of
583 patients who had undergone biliary-enteric
anastomoses. Among patients with postoperative
cholangitis anastomotic stenosis developed in 57.8%
patients, (26/45) [12]. In a study by AbdelRafee
et al. on 120 patients undergoing hepaticojejunal
anastomosis for treatment of iatrogenic bile duct
injuries, anastomotic stenosis occurred in 11.6% of
the patients and postoperative cholangitis occurred in
14.2% of the total group and in 53.6% of the patients
with anastomotic stenosis [13].

In our case recurrent cholangitis occurred in the
absence of normal biliary drainage as a result of
anastomotic stricture. Before admitting to our clinic
she experienced several cholangitis attacs which
is treated with antibiotics. As the last conservative
therapy failed due development of antibiotic-resistant
bacterial strains and multiple attempts of PTBD
also failed, the surgical intervention was required.
The main goal of revision surgery was provide
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Abstract

Objective. To improve the results of endovideosurgical treatment of patients with acute destructive
pancreatitis.

Material and methods. The research was carried out at the bases of the Nur-Sultan Multifunctional City
Hospital Ne2 and the Nur-Sultan Multifunctional City Hospital Ne1. Statistical analysis of the results was carried
out using the methods of variation statistics with the calculation of M + SD. Differences between comparison
groups were analyzed using the Wilcoxon-Man-Whitney test and were considered statistically significant at p<
0.05.

From 2017-2021, 64 patients with acute destructive pancreatitis were treated according to the developed and
implemented treatment algorithm:

Of these: AP without organ failure and local or systemic complications -10 people. AP of moderate and severe
form -54 people. Lethal outcomes-1; The average length of stay in the hospital is 20.8+1.2 days; The mean age
was 43 + 1.3 years.

The control group - treatment of patients with moderate and severe acute biliary pancreatitis without the use
of ulinostatin (hereinafter US) was n = 122;

Lethal outcomes-8.

An algorithm for the use of US was developed and implemented depending on the severity of the course of
destructive pancreatitis in the complex treatment of patients with AP.

Results. 10 patients were treated conservatively. 54 - surgical treatment was combined with the appointment
of US according to the developed scheme. Endoscopic surgery was performed in 51 patients; 3 patients were
operated on by laparotomy. The average duration of hospital stay in the main group was 3.5+0.34 days less than
in the control group.

Conclusion. The research results showed the high efficiency of the developed algorithm for endovideosurgical
treatment of AP in combination with the use of the US. Received AC Ne14704 dated January 27, 2021 (www.
kazpatent.kz).

Xepnen pecTpyKTUBTI NaHKPeaTUTTI XMPYPruanbIK eMaeyai oHTannaHabIpy

KoxaxmeTtoB C.K.", PyctemoBa K.P.", UriciHoB H.C.!, AkbiweB O.K.",

Wcmatos A.Y.2, CarartoB |.E.2, AuTmonauH B.A.%, Xanracbaes X.I.2
"KapavoTopakanbapl xupyprus xaHe XXBX kypcbl 6ap xvpyprusnblk aypynap kadegpacel,
«AMY» KeAK, Hyp-CyntaH K., KaszakctaH

2 «A.H. Cbi3raHoB aTbiHAafbl ¥NTTbIK FbITbIMWA XMPYPrus OpTarnbifbly,

Anmartsl K., KasakctaH

3UPKK «Ne2 kananblk kencanansl aypyxaHacel» MKK, Hyp-CyntaH K., KasakcTaH

AHOamna

Makcambl.  )Keden  decmpykmuemi  naHKpeamummneH
3HO08UOeOXUPYp2USbIK SOICIHIH HOMUXenepiH xakcapmy.

Mamepuan xaHe adicmep. 3epmmeynep KP «Ne1 kanankik aypyxaHacbl» LLXKK MMK 6a3sackiHda xeHe KP
«Hyp-CynmaH KanacbiHbiH No2 kananblk aypyxaHackl» LLXKK MMK 6asackiHda xypaisindi.

Hemuxenepdi cmamucmukanbik manday eapuayusnbik cmamucmuka adicmepiH KondaHy apKblisi M+SD
ecenmel ombIpbin Xypaiindi. Canbicmbipy monmapbiHbiH apacbiHOafb! alibipMalbiibikmap YunkokcoH-MaH-
YumHu mecmitiH kemezimeH mandaHobl xeHe p< 0.05 kesiHOe cmamucmukarbik MaHbi30bl 0en caHasnobI.

2017-2021 xbindap apanbifblH0a 93ipieHeeH XoHe eHeisineeH emoey aneopummi 6olbiHwa xedesn
Odecmpykmusmi naHkpeamumi 6ap 64 Haykac emOenoi.

ayblpambiH  HaykacmapObl — emOeyOiH
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KnioueBble cnoea

ocmpalili 0ecmpyKmugHbiIl
naHKpeamum, ynuHOCMamuH,
3HAosUAEOXUpPYpaUYECKUE
Memodkl fieyeHusi

OnapObiH iwiHOe: opeaH XemkinikciOiei XeHe Xepeinmikmi xoHe/Hemece XyUemniK ackbIHyCbI3
OI1-10 adam

Kl opmauwa xeHe ayblp mypi — 54 adam. Onivee akenzeH xardalinap-1. AypyxaHada 6onFaH opmawa
y3akmblirbl- 20,8+1,2 maynik. Epnep — 35 adam. (54,7%). atiendep — 29 adam. (45,3%) . Opmawa xacbi 43+1,3
Jxacmel Kypaobl.

bakblinay mobbi- xeden decmpykmusmi naHkpeamumi 6ap HaykacmapObl ynuHocmamuHci3 emoey — 122
Haykac. ©nimee aKeneeH xaroatinap-8.

Keden decmpykmuemi naHkpeamumi 6ap HaykacmapObi keweHOi emOeyde OecmpyKmusmi naHkpeamum
arbIMbIHbIH ayblp/bifbiHa 6atinaHbicmsl  ynuHocmamuHOi KondaHy ameopummi 83iprneHdi XeHe eHaisinoi.
O3ipreHeeH cxemara calikec ynuHocmamuHOi maralibiH0aymeH bipikmipineeH.

Hamuxenep. 10 Haykacka KoHcepgamusmi em Xypai3indi. 54 - xupypeusnbik emoey a3ipreHeeH cxema
6olibIHWa yrnuHocmamuH maralbiHOaymeH 6ipikmipindi. 54 HaykacmbiH 51-iHe 3HOOCKOMUSMLIK Onepayusi
Xacanobl; 3 Haykacka narnapomomusi adiciMeH orepayus xacanobl. bacmbsl morn b6akbinay morka KaparaHoa
aypyxaHadaH 3,5+0,34 mayrikke epmepek xa3birbin WhlKkaH

KopbimbiHObI. 3epmmey Hemuxenepi npomeasa mexeaiwi ynuHocmamuHOi KondaHymeH bipee xeden
naHkpeamummi 3H008UAEOXUPYP2USIbIK eMOey an2opummiiH Xofapbl muimdinieiH kepcemmi. 2021 xblinfsl 27
kaHmapdarbl AC Ne 14704 (www.kazpatent.kz) anbiHObI.

OnTumunsauus XUpPpYypru4eckoro rie4eHus oCcTporo AeCTpykKTuBHOro

naHKpeaTuta

KoxaxmeTtoB C.K.', PyctemoBa K.P.", UrucuroB H.C.",AkbiweB O.K.",

McmatoB A.Y.2, CaratoB U.E.2, AutmonauH B.A.2, Xanrac6aes X.I".3

' Kacbegpa Xupyprudeckux 6onesHen ¢ kypcom kapamoTopakanbHon xupyprm YJTX, HAO
«MYA», 1. Hyp-CyntaH, KasaxcrtaH

2 «<HaumoHanbHbIN Hay4YHbIN LEHTP Xxupypriun uM. A.H. CbisraHoBay,

r. Anmatbl, KazaxctaH

3 «[KIM Ha MXB MMB Ne2» r. Hyp-CynTaH, KasaxctaH

AHHOMayus

Lenb. Ynydwumb pe3ynbmambi 3HO08UOEOXUPYP2UHECKO20 Memooa NEYEHUS MayueHmos ¢ oCmpbiM
0ecmpyKmu8HbIM MaHKpeamumom.

Mamepuan u memoOsl. MiccnedosaHue nposodunock Ha 6asax PIK Ha MXB «lopodckas 6onbHuya Net» u
PITI Ha [XB «opodckas 6onbHuya Ne2» eopoda Hyp-Cynman PK.

Cmamucmuyeckull aHanu3d pesynbmamos pogoodunnu C UCMOoIb308aHUEM Memodos8 8apuayUoHHOU
cmamucmuku ¢ pacdemom M+SD. Pasnuyusi Mexdy epynnamu cpagHeHUsl aHanu3uposasnu C UCronb308aHUEM
Kpumepusi BunkokcoHa-MaHa-YumHu u cyumanu cmamucmuyecku 3Haqyumbimu 3a ps 0,08.

C 2017-202122. nponeyeHo o paspabomaHHOMY U 8HEOPEHHOMY areopummy nevyeHuss 64 nayueHmos c
ocmpbiM 0eCmpyKMUBHbIM MNaHKpeamumom:

W3 Hux: OFl 6e3 opaaHHOU HeAOCMamoYyHOCMU U MECMHbIX U/UMU cucmeMHbIX ocrioxHeHut -10 yen. Of1
cpedHel u msxenol hopMbl -54.4er.

JlemanbHbie ucxodbl-1; CpedHsisi MpodomKUmMenbHOCMb Haxox0eHusi 8 cmayuoHape-20,8+1,2 cymok;
CpedHuti so3pacm cocmasun - 43 + 1,3 nem.

KoHmpornbHas epynna - nevyeHue 607bHbIX C CPEOHUM U MSKENbIM 0CmpbiM bunuapHLIM naHKpeamumom
6e3 ucrnonb308aHus ynuHocmamuta (danee YC) cocmasuna n = 122; JlemanbHbie ucxoohbl-8.

PaspabomaH u 8HedpeH anzopumm MPUMEHEHUS yIIuUHoOCmamuHa 8 3agucuMocmu Om CmeneHu mskecmu
meYyeHusi OecmpyKmugHo20 rMaHKkpeamuma 8 KOMIIEKCHOM JieqeHuu 60rbHbIX ¢ ocmpbiM 0ecmpyKmueHbIM
naHKpeamumonm.

Pesynbmamei. 10 605bHbIX MPONEYEHO KOHCEP8AMUBHO. 54 — Xupypau4yeckoe fe4eHUe co4emasnoch C
HasHa4yeHUeM ynuHocmamuHa no padpabomaHHol cxeme. M3 54 nayueHmos, 3HOOCKOMuUYeckue orepayuu
6b111u npoussedeHsl 51 nayueHmanm; 3 nayueHma bbiriu MPOONEPUPOB8aHbI C MOMOWbio nanapomomuu. CpedHss
NPodomKUMENbHOCMb HaxoxAeHUs1 8 cmayuoHape y 0CHoBHol epynnbl bbina Ha 3,5+0,34 cymok MeHbwe, Yem
KOHMPOsIbHOU.

3aknoyeHue. Pesynbmambl  uccredosaHull roka3anu 8bICOKy aghhekmusHocmb  pa3pabomaH-
Ho20 anzopumma 3HO0BUOEOXUPYPRUYECKO20 Memolda JIeHeHUsi 0CMpo20 MaHKpeamuma 6 CoYemaHuu C
npuMeHeHUeM uHeubumopa npomeas yrnuHoOCMamuHa.

lony4eHo AC Ne14704 om 27.01.20212.(www.kazpatent.kz)



MODERN PRINCIPLES OF TREATMENT
OF ACUTE DESTRUCTIVE PANCREATITIS

Relevance:

Despite the progressive development of modern
medicine, the relevance of the treatment of patients
with acute pancreatitis remains, as the mortality rate
with this pathology is growing steadily. Today, this is
a rather serious problem and requires considerable
attention.

Numerous publications of endovideosurgical
methods for the treatment of acute pancreatitis in
combination with drug treatment indicate that surgeons
are constantly searching for the optimal integrated
approach to the treatment of this severe surgical
disease.

The introduction of new drugs and technologies
is necessary to improve treatment. The incidence of
acute pancreatitis both abroad and in Kazakhstan
tends to increase. The proportion of patients with
destructive pancreatitis is 15-20%. At the same time,
mortality, depending on the volume and severity of
the pathology, remains at the level of 20% and above.
The incidence of acute pancreatitis since 2000 in the
Russian Federation has come out on top, accounting
for 35-45% in the structure of acute surgical diseases
of the abdominal organs (Kovalenko A.A., 2007;
Vashetko R.V., 2012; Gostishchev VK., 2012;
Ostrovsky A.G., 2012; Bagnenko S.F., 2013), and the
upward trend in the number of patients continues. In 15
- 20% of cases, the development of acute pancreatitis
is destructive (Saveliev V.S., 2008). Among patients
with acute pancreatitis, men average 55 - 75%, and
women - 25 - 45% (Kuznetsov N.A., 2004). Most cases
occur in people of working age from 21 to 60 years
(65%). Among patients under 45 years old (76%) are
men, which is mainly associated with alcohol abuse. A
high incidence rate (up to 80%) among women over 60
years of age is associated, first of all, with a history of
often exacerbating cholecystitis, as a manifestation of
cholelithiasis (Shapovalyants S.G., Mikhailusov S.V,,
2000). An increase in the number of patients with acute
pancreatitis has led to an increase in the frequency of
its destructive forms and their complications. So the
formation of infected pancreatic necrosis is almost
60% of cases, parapancreatitis - more than 45%,
omentobursitis - almost 30% (Tolstoy A.D., 2003).

The search and introduction of new drugs in
combination with endovideosurgical technologies are
necessary to improve the treatment and increase the
effectiveness of the treatment of severe complications
of acute pancreatitis.

Scientific novelty:

For the first time in the Republic of Kazakhstan,
on the basis of the Nur-Sultan Multifunctional City
Hospital Ne2 and the Nur-Sultan Multifunctional City
Hospital Ne1, scientific studies were carried out on the
use of the infusion solution “Ulinastatin”. An algorithm
for the treatment of acute destructive pancreatitis with
endovideosurgical interventions in combination with
the use of a protease inhibitor has been developed,
depending on the severity of the course of the disease.
The use of ulinostatin in patients of the main group was
carried out according to the developed algorithm: AC
No. 14704 dated January 27, 2021.

BULLETIN OF SURGERY IN KAZAKHSTAN Ne70 - 2022

Purpose of the study.
To improve the results of endovideosurgical
treatment of patients with acute destructive pancreatitis.

Materials and methods.

The study was conducted on the basis of the Nur-
Sultan Multifunctional City Hospital Ne2 and the Nur-
Sultan Multifunctional City Hospital Ne1 of the Republic
of Kazakhstan.

CT, MRI, ZORING unit, Karl Stors endoscopic
stand, Karl Stors argon-plasma coagulator, GelPort
(Applied Medical), abdominal radiography, abdominal
ultrasound, ERCP; clinical and laboratory research.
Statistical analysis of the results was carried out using
the methods of variation statistics with the calculation
of M+SD. Differences between comparison groups
were analyzed using the Wilcoxon-Manh-Whitney test
and considered statistically significant at p<0.05.

From 2017-2021, 64 patients with acute destructive
pancreatitis were treated according to the developed
and implemented treatment algorithm:

Of these: AP without organ failure and local and /
or systemic complications -10 people. AP of moderate
and severe form -54 people.

Lethal outcomes-1; The average length of stay in
the hospital is 20.8+1.2 days;

Men - 35 (54.7%), women — 29 (45.3%) . The
mean age was 43 + 1.3 years.

The control group - treatment of patients with
moderate and severe acute biliary pancreatitis without
the use of ulinostatin (hereinafter US) was n = 122;

Lethal outcomes-8; The average duration of stay in
the hospital is 24.3+1.6 days.

Patients of the main group - in addition to traditional
therapy received US (Bharat Serums and Vaccines
Ltd., India) twice a day at 10:00 and 22:00 at a dose
of 100 thousand IU for 5 days, no later than 48 hours
after moment of hospitalization

Of these, 37% (20 people) of patients underwent
ERCP;

13% (7 people) of patients were operated on
(laparoscopy, open surgery);

50% (27 people) treatment of patients is limited
conservatively: drug treatment + EPST (Fig. 1).

Surgical treatment in main group
WERCP % Laparotorny, laparoscopy “Without surgery
9
Results:

According to the developed algorithm, 54 patients
with acute biliary pancreatitis of moderate and severe
severity were treated. Of these, 29 were women and
35 were men (Fig. 2). The mean age of the patients
was 43 + 1.3 years. All patients received therapy in
accordance with the approved clinical protocol «Acute

Figure 1.
Types of treatment
in the main group
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Figure 2.
Distribution of patients
by gender

Figure 3.
Types of Surgical
treatment

Figure 4.
The level of total bilirubin in
dynamics

Figure 5.
Amylase level in dynamics

Figure 6.

Average duration of
hospitalization of the main and
control groups
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pancreatitis» (dated March 29, 2019, Protocol Ne. 60,
Ministry of Health of the Republic of Kazakhstan),
clinical protocol «Chronic pancreatitisy  (dated
December 14, 2017 Protocol Ne. 35 of the Ministry of
Health of the Republic of Kazakhstan).

Surgical operations and manipulations

10 patients were treated conservatively. 54
people have — surgical treatment combined with the
appointment of ulinostatin according to the developed
scheme.

Of the 54 patients, endoscopic surgery was
performed in 51 patients. Only 3 patients were operated
on in an open manner using laparotomy (Fig. 3).

Patients underwent a biochemical blood test at
least three times: on admission, 1 day after the start
of treatment, control tests at discharge. As a result:
the average value of the level of total bilirubin after
treatment decreased from 65 pmol/l at admission to 35
pmol/l with an equal statistical deviation (Fig. 4). The
mean post-treatment amylase level decreased from
65 U/L on admission to 63 U/L (Fig.5). The drug has
proven itself on the good side, it showed the highest
efficiency after ERCP and EPST were performed in
patients.

The average length of stay in the hospital in
the main group was 3.5+0.34 days less, which also
correlates with the dynamics of biochemical blood
tests.

Algorithm for the use of ulinostatin depending
on the severity of the course of destructive
pancreatitis

The drug has established itself as an active
inhibitor of pancreatic proteases; showed the highest
efficiency after ERCP and EPST were performed in
patients.

Our clinical studies have revealed: in moderate
pancreatitis, it is effective and safe to administer
Ulinastatin 100,000 units 2 times intravenously
dissolved in saline or 5% glucose solution 100.0 ml
for 1-3 days. In severe pancreatitis - 100,000 units x
2 times per 100.0 ml of saline solution or 5% glucose
solution intra-arterially selectively for 5-7 days in
combination with endovideosurgical interventions in
the hepatopancreatoduodenal zone.

Conclusions: The results of our studies showed
the high efficiency of the developed algorithm for the
endovideosurgical method for the treatment of acute
pancreatitis in combination with the use of the protease
inhibitor ulinostatin.

Received AC Ne. 14704 dated January 27, 2021
(www.kazpatent.kz).
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DIAGNOSIS AND TREATMENT OF OBSTRUCTIVE
UROPATHY IN CHILDREN

Maylybaev B.M., Ainakulov A.D., Zharasov D.A., Imanberdiev Zh.Zh.,
Abdimazhitov B.H., Taszhurekov A.O., Kuttumuratov G.M.,
Mirmanov A A.

“National Research Center for Maternal and Child Health” JSC, Nur-Sultan, Kazakhstan

Abstract

Material and methods. The study is based on the results of diagnosis and treatment of 444 children with
congenital obstructive diseases of the urinary tract. They were in the urology department of NRCMCH since
August 2007. To differentiate organic and functional obstructive uropathy were conducted high-tech, informative
and noninvasive imaging diagnostic methods. On the basis of which were provided a differentiated treatment.

Results.Children with functional hydronephrosis and vesico-dependent version of urodynamic disorders in
obstructive megauretera received conservative treatment. In ureteral type of the functional form of obstructive
megauretera and 2-3 stage of vesicoureteral reflux were provided mini invasive endoscopic treatment.
Effectiveness of endoscopic treatment of obstructive megauretera was - 85%, while the vesicoureteral reflux
of 2nd stage - 100%, grade 3 - 80%. The use of mini lumbotomy front-side access for hydronephrosis, allowed
towork locally in the area of ureteropelvic segment, to avoid injury of the kidneys and paranephritis.

Conclusion. Thus, the use of an integrated approach to diagnosis using minimally invasive, highly informative
methods made it possible to pathogenetically substantiate the choice of tactics for the treatment of obstructive
uropathy in children and significantly improve the results of this complex category of patients.

OunarHocTuka u nevyeHns 06CTPYKTUBHLIX yponaTuil y aeTen

Mannbi6aeB B.M., AitHakynoB A.[l., XKapacos [1.A.,
Mman6epamneB XK., AoaumaxutoB B.X., Tacxypekos A.O.,
KytrymypatoB M., MupmaHoB A.A.

AQO «HaumoHanbHbIN Hay4HbIN LLEHTP MaTEPUHCTBA U AETCTBAY,
r. HypCyntaH, KaszaxcTtaH

AHHOmMauyus

Mamepuan u MmemoOdsl. B ocHogy pabombi nonoxeHb! pesynsmamsi 06¢crnedosaHus u neyeHus 444 demeti
C 8POXOEHHbIMU 06CMPYKMUBHBIMU 3ab01e8aHUsMU MOYe8bIX Mymel, Haxoduswuxcsi 8 omoeneHuU yponoauu
AO «HHLMA» ¢ as2ycma 2007 eoda. [ns duchghepeHyuayuu opeaHU4eckol u ¢hyHKUUOHanbHOU 0bcmpykmus-
Hol yponamudi rMpogoodunuch 8bICOKOMEXHOI0_UYHbIE, UHhOPMamuBHbIe U ManoUuH8a3UBHbIE 8U3yau3upyto-
wue memoObl QuazHOCMUKU, Ha OCHOBaHUU KOMOPbIX MPo8oduioch OughghepeHyUpO8aHHOE eYEHUE.

Pe3ynbmamel. [Jlemu ¢ ¢byHKUUOHaIbHO 06yc108/1eHHbIM 2UOPOHEGHPO3OM U My3bIPHO-3a8UCUMbIM 8apUaH-
mom HapyweHusi ypoOuHaMuKu npu 06cmpyKmueHOM Meaaypemepe rosy4anu KoHcepgamugHoe neqdeHue. [pu
MOYemOYHUKOBOM 8apuaHme hyHKUYUOHabHOU ¢hopMbi obcmpykmugHo2o Mez2aypemepa u [MP 2-3 cm. npo-
8edeHbl MUHUUHBa3UBHbIe 3HAOCKOMuUYecKue MemoOk! eqeHuUs. SghgheKkmusHOCMb 3HOOCKOMUYECKO20 STeYeHUs
0b6cmpykmueHo20 Meaaypemepa cocmasuna - 85%, npu [IMP 2 cm.- 100%, 3 cmeneHu — 80%. lNpumeHeHue
MUHU 11loM6OMOMHO20 fepedHe-60Kk08020 docmyrna npu euOpoHechpo3e Mo360NIuUNo 1oKankHo pabomams 8
30He JIMC, 6e3 usnuwHe20 mpasmupos8aHusi MoYKU U napaHegpus.

3aknroyeHue. Takum 06pa3om, UCMOMb308aHUE KOMIMIEKCHO20 Mo0xoda K duaeHOCMUKeE C UCMOMb308aHU-
€M MUHUUHBa3UBHbIX, 8bICOKOUHGhOPMamuBHbIX Memodo8 0380uo namozeHemu4yecku 060cHo8ams 8bi60p
maKmuKu fie4eHus obcmpykmugHbIXypornamuu y demed U 3Ha4UMesTbHO yiy4wums pe3ynbmambi 3moll CI0X-
Holi kameeaopuu nayueHmos.

BECTHUK XUPYPIMU KA3SAXCTAHA Ne70 - 2022
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Bananapparbl 0OCTPYKTUBTIK YpONaTUAHbIH, ANAarHOCTUKAChI XoHe eMi

Maunnsi6aeB B.M., AitHakynos A.[l., XXapacos [1.A.,
Nman6epauveB XK. XK., AbaumaxutoB B.X., Tacxkypekos A.O.,
Kyrtymypatos M., MupmaHos A.A.

«¥NTTbIK FbINbIMK aHa MeH 6ana opTtanbifbi» AK, Hyp-CyntaH k., KasakctaH

AHOamna

Mamepuan xaHe adicmep. Kymbic 2007 xbinfbl mambi3 alibiHaH 6epi « YFABO» AK yponoaus 6enimweciHoe
JXamKaH 38p Whblrapy xondapbiHbiH mya b6imkeH o6cmpykmuemi aypynapbl bap 444 6anaHbl Kapan-mekcepy
XoHe emOey HomuxxenepiHe Heeid0eneeH. OpaaHuKasbIK XaHe byHKUUOHan0bl o6cmpykmuemi yponamusiHbl
capanay ywiH Xofapbl MEXHOMOo2USbIK, aknapammbiK XeHe MUHUuHea3uemi beliHeney OuasHOCMUKarbIK
adicmepi Xypai3indi, OHbIH Hez2i3iHOe capanaHFaH emOey Xy3eae achipbinobl.

Hamuxenep. ®@yHKyuoHanobl mypoe aHbiKmasfaH 2uOpoHehpo3 xaHe obcmpykmusmi Me2aypemepdeai
ypoduHamuKanbiK 6y3birynapObiH Kyblkka mayendi Hyckacbl bap 6ananap KoHcepeamuemi em anosbl.
O6cmpykmuemi Mez2aypemep xoHe KHP 2-3 c. ¢hyHKUyuoHanOblK mypiHiH Hecenarap Hyckacbl MeH emOeydiH
MUHUUHBa3uemi 3HOOCKOMusbIK 8dicmepi opbiHOandbl. Obcmpykmusmi Mez2aypemmepdi 3HOOCKOMUSIbIK
emoey0iH muimoiniei— 85%, 2 depexeni KHP kesiHOe - 100%, 3 0spexe ke3iH0e 80%-0bI Kypadsl. [uOpoHeghposFa
apHarnfaH MUHu-nromMbomomusibik andbiHFb-bydipnik macindi kondaHy bylpek neH napaHegpusiHbIH wamadaH
mbic 3aKbiMOaHybIHCkI3 LLIHC ativarbiHOa xepeainikmi mypoe xymbic icmeyae MymKiHOiK 6epoi.

KopbimbiHObl. Ockinatiwa, MUHUUHBa3usmi, Xofapbl aknapammbiK o8dicmepdi KomdaHa OMbIpbI,
OuaecHocmukara keweHOi macindi KondaHy b6ananapOarbl obcmpykmuemi yponamusiHbl eMOey makmuKachiH
maHOayObl namozeHemuKasnblKk mypfbidaH Heeid0ey2e XoHe 0Chbl Kypdeni caHammarbl HaykacmapObiH

HemuxenepiH aimaprnbikmad xakcapmyra MyMKiHOiK 6epOi.

Introduction

The term “Obstructive uropathy” (OU) combines a
complex of structural and functional changes inthe renal
parenchyma, predominantly of the tubulointerstitial
type, which develop as a result offunctional or organic
origin disorders of the urine passage at the level
of the pyelocaliceal, pelvic-ureteral, vesicoureteral
segments or a consequence of infravesical obstruction
[1,2]. Obstructive uropathy in children most often
includes hydronephrosis, vesicoureteral reflux, and
obstructive megaureter. Obstructive uropathy without
timely diagnosis and adequate treatment, can cause
functional developmental delay of the kidneys, and
when secondary changes are added, a complete loss
of kidney function. Therefore, the assessment of the
degree of preservation of renal function determines
both, the choice of treatment for obstructive uropathy

and the prognosis of the disease. At the same time,
the degree of preservation of renal function directly
depends on the state of renal hemodynamics [3,4].

Currently, the assessment of the upper urinary tract
condition with obstructive uropathy is- complex and
unthinkable, without the using of new technologies.
This research is devoted to study these issues, as well
as the search for new ways to correct the detected
changes.

Material and methods

The study is based on the results of examination
and treatment of 444 children with congenital obs-
tructive diseases of the urinary tract, who were in
the department of urology of the NRCMCH since
August 2007, of all children 202 (45.5%) consist- hyd-
ronephrosis, 79 (17, 8%)-had megaureter and 163
(36.7%) were with vesicoureteral reflux (VUR) (Table 1).

under 3years 4-Tyears 8-11years 12-15years
Diagnosis Total
boys girls boys girls boys girls boys girls
Hydronephrosis 69 28 38 9 24 10 12 12 202
yaronep (45,5%)
79
Megaureter 36 19 4 10 3 4 2 1 (17.8%)
163
VUR 38 22 6 39 1 24 9 14 (36,7%)
. 143 69 48 58 38 38 23 27 444
Total: 100%
212 (47,7%) 106 (23,9%) 76 (17,1%) 50 (11,3%) ( 0)
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on nosology,
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Table 2.

Dopplerographic indicators
of ureteral ejection in health
children (n-45) and with
functional OU (n-203)

As can be seen from the table above, children
under 3 years of age predominated - 212 (47.7%).
This unequivocally indicates an earlier diagnosis of
Congenital Malformation of Urinary System . This
positive trend is primarily due to the widespread
introduction of prenatal ultrasound of the fetus into the
protocol for examining pregnant women.

Attention is drawn to the distinct dynamics
of the decrease in the frequency of OU with age,
which correlates with the age-related regression of
neurogenic urinary disorders in children. In this regard,
we can assume a close relationship of the existing
detrusor hyperreflexia with the development of OU.

All patients with obstructive uropathy during their
stay in the hospital were examined according to the
accepted plan, including the study of anamnesis,
clinical laboratory, radiological (CT angiography,
MRI - urography), ultrasound, urodynamic and
endoscopic methods of research. To differentiate
organic and functional obstruction, an ultrasound
study was performed with a pharm test (lasix) - diuretic
ultrasound (DUS), Dopplerography of the kidney
vessels andureterovesical ejection of urine.

Results and discussion

In functional obstruction of pelvic-ureteral segment
(PUS) zone and the uretero-vesical segment (UVS),
the maximum expansion of the pelvis was noted
in 15 minutes, but did not exceed 30% of the initial
parameters, and the return to the original size occurred
by 45-60 minutes.

On Dopplerography of the renal vessels: the
vascular tree is preserved, the blood flow is determined
in all parts of the parenchyma. Renal blood flow was
assessed by the resistance index (IR). Normally, IR
values fluctuated within 0.78 in children of the first
months of life, 0.68 in older children. The spread of
IR values at different levels of the renal artery did not
exceed 0.03.

Dopplerography of ureterovesical ejection of urine
was performed in all children. Emissions from the
ureter were characterized by unchanged qualitative
characteristics and frequency of ejection, the direction
of the ejections was oriented towards the opposite
wall of the bladder, their trajectories intersected in
the projection of the midline and were alternating,
independent of each other (Table 2).

Age Vmax, cm/s Vmin, cm/s RI
normal FOU Hopma FOU Hopwma FOU
1 -3 years 18,8+0,05 16,2+0,03 5,5+0,03 4,05+0,04 | 0,70+0,02 | 0,86%0,03
4 -7 years 22,7+0,02 19,1£0,02 7,6+0,03 6,1+0,03 0,65+0,02 | 0,79+0,02
8-12years | 33,1£0,03 | 27,0+0,03 11,6+0,02 9,0+0,02 0,63+0,02 | 0,75+0,03

Following the table, the quantitative parameters of
Dopplerograms with functional obstruction approach
those of the control group (normal). In the organic
form of obstruction, the expansion of the pelvicalyceal
system was observed in 30-40 minutes after the
administration of lasix, in the absence of regression of
values by the 60th minute of the study. Emissions from
the ureter are characterized by a significant decrease
in the resistance index, a decrease in the frequency
and speed of urine ejection, as well as a violation of
renal hemodynamics, which are reliable hallmarks of
organic obstruction (FO).

With  vesicoureteral reflux of I-Il  degree,
echographic and Doppler parameters of the kidneys
corresponded to the standards. In children with grade
Il VUR, the size of the kidneys on the side of the
lesion was reduced, differentiation into the cortical and
medulla of the parenchyma was indistinct. Diffuse or
focal impoverishment of blood flow was determined in
CDI and ED.

In order to determine the nature of kidney
vascularization, we used a high-tech, minimally
invasive and informative method: magnetic resonance
urography (MRU) with an angiographic phase. The
advantage of this technique, in addition to improving

the visualization of the PCS and ureters, was that
after the introduction of the diuretic, there was an
acceleration of blood flow in the vessels of the kidney,
including additional ones, which in turn significantly
improved the conditions for visualization of the vessels
and allowed in most cases (78%) to diagnose an
accessory vessel in the area of the LMS or in/3 of the
ureter (Fig. 1).

The conducted complex examination allowed us
to make a differentiated approach to the choice of
treatment tactics.

Children with functional hydronephrosis 119 (59%)
received a course of conservative treatment.

From 83 patients with an organic form of
hydronephrosis, 67 patients underwent plastic
surgery of the pyeloureteral segment according to the
Hines-Andersen method. The remaining 16 children
underwent laparoscopic nephroureterectomy due to
the lack of kidney function.

Since 2007, we have been using a minimally
invasive lumbotomy anterior-lateral approach (Figure
2).

This access allows to work locally in the area of
the UPJ, without excessive injury to the paranephria
of the kidney.
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Apositive effect of surgical treatment was obtained
in 64 (95.5%) patients, of which in 46 (71.9%) it was
regarded as good - complete recovery or significant
improvement in urodynamics and kidney function, in
18 (28.1%) as satisfactory - a slight improvement or
stabilization of the function of the operated kidney,
preservation of preoperative obstructive manifestations
of urodynamic insufficiency - expansion of the pelvis
and a violation of its evacuation function. In 3 (4.4%)
patients, worsening of kidney function was noted.

A bladder-dependent variant of urodynamic
disturbanceinobstructive megaureterdue toneurogenic

BULLETIN OF SURGERY IN KAZAKHSTAN Ne70 - 2022

hyperreflex bladder dysfunction was detected in 53
(67.1%) patients (Group 1). These patients received
conservative treatment for neurogenic bladder. In 16
(20.2%) patients, the ureteral variant of the functional
form of obstructive megaureter was diagnosed (group
Il). These patients underwent endovideoscopic
treatment (bougienage, dilatation and stenting) of the
ureterovesical segment. In general, positive results of
endovideosurgical treatment of OMU were obtained in
85% of cases.

In all these children, the course of chronic
pyelonephritis from the stage of constant exacerbations

Figure 1.
Left-sided hydronephrosis. MR
angiography

Figure 2.

Anterior-lateral

access for hydronephrosis
(surgical navigation)
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passed into a stable phase of remission, the amount
of antibiotic therapy was significantly reduced. The
developed technique for endosurgical treatment of the
ureteral variant without resection of the ureterovesical
segment made it possible to change the existing
concept of active surgical treatment of children with
obstructive megaureter, in particular, to sharply limit
the indications for open surgical treatment and expand
the scope of endosurgical interventions.

Group Il - children with an organic form of
obstruction of urodynamic disorders, which was
detected in 10 (12.7%) patients. Children of this group
underwent various types of antireflux surgery.

In the treatment of VUR, we have identified 3
main methods: conservative, endoscopic and surgical
methods. In the presence of VUR of 1-2 degrees, a
course of conservative treatment was performed. In
case of grade 3 VUR, as well as in case of failure of
conservative therapy in grade 1-2 VUR, we performed
endoscopic correction with glycogel.
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Abstract

In childhood, closing the pupil with the upper eyelid leads to the development of amblyopia in
20-70%. The main methods of surgical treatment of blepharoptosis in the absence of the function of the muscle
that lifts the upper eyelid are suspension operations.

Material and methods. A 2-year-old child presented with congenital ptosis of the right upper eyelid. Palpebral
fissure versus right narrowed by 0.5 cm. Excursion of the left upper eyelid 0.9 cm, right 0.3 cm.

After the written consent of the parents, the child underwent an operation to eliminate ptosis of the right upper
eyelid by implantation parts of the superficial flexor of the hand.

Results. The variety of suspension operations for blepharoptosis is associated not only with the many options
for conducting a suspension suture (single and double diamond-shaped, triangular, U-shaped, etc.), but also with
the materials used - biological and synthetic.

Conclusion. According to our research, synthetic materials allow you to get a more stable good result, but
we used a tendon.

BapMaHT XUpypru4yeckoro fie4eHus BpoXXaeHHOro nTo3a BepxXHUX BeK

Mypanoe M.W.!, KazanTaeB K.E.2, HabueB E.H.2,
Myxamegkepum K.B.!, BanmaxaHoB B.B.!

'AO «HauvoHanbHbIA HayYHbIA LEHTP xupypriv nmenn A.H. CbidraHoBay,
r. Anmarhl, KazaxcraH

2HAO «Ka3zaxckuih HaunoHanbHbi MEAULMHCKWIA YHUBEPCUTET
nvenn C.[1. AccheHamsipoBay, . Anmarbl, KazaxcTtaH

AHHOMayus

B demckom eo3pacme 3akpbimue 3padyka 8epxXHUM 8eKoM npusoodum K passumuto ambruonuu & 20-70%.
OCHO8HbIMU MemodaMu Xupypau4yeckoeo fiedyeHuss breghapornmosa npu omcymemeuu hyHKUUU MbIWybl,
nodHUMaroweli 8ePXHee 8EKO, A8MsAMCS ModsewusaroLyue onepayuu.

Mamepuan u memoOsl. Y pebeHka 2-x em 8pOXOEHHbIU MMOo3 Mpaso2o 8epxXHE20 8eka. [Ta3Has werb
omHocumerbHO npagozo cyxeHa Ha 0,5 cm. Okckypcus nesozo sepxHezo seka 0,9 cm, npagoeo 0,3 cm. C
MuCbMeHHo20 coenacus pooumenel pebeHKy bbina nposedeHa onepayusi Mo YCmpaHeHUto Mmo3 npasozo
8EPXHE20 8eKa UMMIaHmayuel Yacmu noeepxHocmHo2o ceubamers kucmu.12

Pe3synbmamabl. Pa3Hoobpa3ue nodeecHbix onepayuti npu bregapornmose ces3aHO He MOJbKo C
MHOXeCcmeoM 8apuaHmos nposedeHusi Mo08eCHO20 wWea (00UHapHBIL u 080LHOU PoMOOBUOHIL, Mpey2onbHbIU,
[1-06pasHbIti u Op.), HO U C NPUMEHSIEMbBIMU Mamepuanamu - 6uoI02u4eCcKUMU U CUHMeMUYECKUMU.

3akntoyeHue. 1o Hawum uccnedo8aHusIM, CUHMEMUYECKUE Mamepuarb! 10360s0m noay4ums bonee
cmabusbHbIl Xopowul pe3yrbmam, HO Haw OrbIm MPUMEHEHUS CyXOXunusi Moxem 6bimb npednoXeH kak 00UH
U3 Memo0o8 f1eYeHUs.
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Figure 1.
Superficial flexor of the
hand for the grafting

Tya GiTKeH yCTiHri KabaK NTO3bIHbIH XMPYPIrUANbIK eMAey 94iCiHiH Typi

MypanoB M.W.", KazaHTaeB K.E.?, Habues E.H.2,
Myxamegkepum K.B.!, BanmaxaHoB B.B.'

' «A.H. Cbi3raHoB aTtblHAafbl ¥NTTbIK FbITbIMU XMPYprus opTanbiFbl» AK,

Anmarthl K., KasakctaH

2«C. XK. ActheHpunsipos aTbiHgarbl Kasak ¥nTTbik MegmumnHa yHueepcuteTi» Ke AK, Anmartbl
K., KazakcTaH

AHOamna

Bananblk wakma KapawbiKmbl Xofapfbl KabakneH xaby 20-70% ambrnuonusHbiH OamybiHa oKernedi.
Koraprbl Kabakmbl kemepemiH OynwbikemmiH Kbi3memi 6onmaraH ke30e 6reghapornmo3sdbi Xupypausibik
emaey0iH Hezi32i 8dicmepi kemepme onepayusinapb! 607bim mabbliads.

Mamepuan xaHe adicmep. 2 xacap 6anada oH xaK kabakmbiH mya 6imkeH nmo3bl 6ap. lNansnebpanbobi
JKapblKwak oH xakka kaparaHda 0,5 cm mapbinraH.Con Xak xofapfbl kabakmbiH aKkckypeusicel 0,9 ¢M, oH xak
kabakmbiH akckypcusichl 0,3 cM. Ama-aHackliHbIH xasbawa KenicimiveH 6anara OH Xak KabakmblH MMO3bIH
JKOK0 orepauusich! xacanobl. KonobiH CiHIpiHIH UMMIaHmMauusicbl apKbifbl OH XakmbiH Xofapfbl KabarbIHbIH

nnacmukachl xacasnobl.

Hamuxenep. brneghaponmosra apHanraH kemepme orepauusinapbiHbiH apmypriniai Koc anmac mopisdi,
ywbypbiwmel, U-mapi3di xeHe m.6.) raHa eMec, COHbIMEH Kamap KonOaHblnambiH MamepuandapMeH -

6u0no2uUSbIK XoHe CUHMemuKarbIK.

KopbimbiHObI. bi3diH 3epmmeynepimizee calikec, cuHmemukanblk Mamepuandap mypakmbl XaKcbl
Hamuxe 6epedi, bipak ciHipee kambicmbl maxipubemiz emoey adicmepiHiH 6ipi pemiHOe yChbIHbIYbI MyMKIH.

Introduction

In childhood, closing the pupil with the upper eyelid
leads to the development of amblyopia in 20-70%. The
main methods of surgical treatment of blepharoptosis
in the absence of the function of the muscle that lifts
the upper eyelid are suspension operations.

Currently, autogenous materials are used to
eliminate congenital ptosis of the upper eyelids:
hip fascia, temporal fascia. Synthetic materials -
polypropylene, silicone, supramide nylon seam. [1,2,
3,4].

We present a case report of congenital ptosis of
the right upper eyelid which was removed using by our
an improved method applying a tendon gratft.

Materials and methods
The informed consent was obtained from the

child’s parents involved in this study according to the
Institutional Review Board and all procedures were in
accordance with the institutional and national ethical
standards.

A 2-year-old child presented with congenital ptosis
of the right upper eyelid. Palpebral fissure versus right
narrowed by 0.5 cm. Excursion of the left upper eyelid
0.9 cm, right 0.3 cm.

Under general anesthesia, the child underwent
surgery to eliminate ptosis of the right upper eyelid by
implanting a superficial flexor of the wrist.

In the lower third of the right forearm over the
tendon superficial flexor of the hand carried out two
transverse skin incision 0.5 cm long (Figure 1. 1) and
took part of the superficial flexor of the hand, 5 cm long
(Figure 1. 2).
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In the middle third of the upper eyelid at the level
of the upper the cartilage of the eyelid performed two
incisions (Figure 2. 1, 2), Between two skin incisions,
we formed the first subcutaneous canal (Figure 2.
3). Part of the tendon of the superficial flexor of the
hand-prepared for insertion into the formed M-shaped
channel (Figure 2. 4).

Two small incisions are also made in the
superciliary region (Figure 3. 1). Perpendicular to the
first channel, two other subcutaneous canals to the
frontal muscle (Figure 3. 2). Then an autograft was
performed (part of the tendon superficial flexor of the
hand (Figure 3. 3) in formed MN-shaped channel starting
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from the first one, which is formed at the level of the
upper cartilage of the century in the middle third of the
century. Ends autograft (Figure 1. 3) is fixed (Figure 1.
3) to superciliary muscle, so that the eyelid covers the
pupil of the eye on %.

Post-operative course and long term

result

On the 3rd day after surgery: edema of the upper
eyelid asleep. The palpebral fissures are symmetrical.
Closing upper eyelid function restored. 8 months after
surgery, the patient recurred ptosis of the upper eyelid
and the development of the cicatricial process was not
observed (Figure 4).

Figure 2.
[-shaped channel

Figure 3.
Transplant fixation in the
superciliary region

Figure 4.
The result after 8 months
of operation
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Result and discussion

The variety of suspension operations for
blepharoptosis is associated not only with the many
options for conducting a suspension suture (single
and double diamond-shaped, triangular, U-shaped,
etc.), but also with the materials used - biological
and synthetic. According to our research, synthetic
materials allow you to get a more stable good resuilt,
but we used a tendon. However, many foreign
authors prefer autofascia due to the high percentage
of successful operations up to 90% in the early
postoperative period. The long-term suspension effect
from the use of allomaterials persisted only in half
of the cases [5, 6]. All patients who came to us after
implantation of autofascia showed deformity of the
upper eyelid and the development of contractures. In
all cases of weakening the effect and the development
of an infectious process, we performed the removal of
auto- and allo-materials, which was complicated by the
germination of the implant by fibrovascular tissue [7,
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Abstract

Hypertrophic cardiomyopathy is a common hereditary heart disease with a heterogeneous clinical picture
and a natural history. Recent advances in diagnosis and treatment methods have played an important role in
reducing the incidence of adverse clinical events; however, the complete elimination of sudden cardiac death
is still an unattainable achievement. Despite the heterogeneous clinical profile and complex pathophysiology,
effective treatment strategies are available, including implantable defibrillators to prevent sudden death, medical
and surgical myectomy (or, alternatively, alcohol ablation of the septum) to alleviate outflow obstruction and
symptoms of heart failure, as well as pharmacological strategies (and possibly radiofrequency ablation) to control
atrial fibrillation and prevent embolic stroke. Now, after more than 50 years, hypertrophic cardiomyopathy has
been transformed from a rare and largely untreatable disorder to a common genetic disease with management
strategies that permit realistic aspirations for restored quality of life and advanced longevity. This article discusses
some aspects of this condition: epidemiology, clinic, diagnosis and surgery technique.

Objective.Evaluate the effectiveness of surgical treatment of patients with hypertrophic cardiomyopathy.

Material and methods.This literature review was carried out in accordance with the PRISM statement. The
databases searched in this review included Pubmed, Web of Science, Scopus, and Cochrane for systematic
reviews.

Conclusion. The diagnosis of HCMP is based mainly on echocardiographic variables including the dynamic
parameters of LV, LVOT the distribution of increased muscle thickness, the mechanism and severity of MR as
well as the degree of diastolic dysfunction.

Mneptpoduyeckas kapgmommonartusa. 063op nutepaTypbl

CarartoB W.E., MombIiHOB B.M.
AO «HauwnoHanbHbIN Hay4HbIA LEHTP xmupypruv um. A.H. CeizraHoBay,
r. Anmartbl, KasaxcraH

AHHOmMayus

lunepmpochudeckass kapouomuonamusi - pacnpocmpaHeHHoe HacneocmeeHHoe 3abonesaHue cepdua
C HEOOHOPOOHOU KMUHUYECKOU KapmuHOU U ecmecmeeHHbIM aHamHe30M. [locrieOHue OGocmuxeHus 8
MemoOdax OuacHOCMUKU U JIeYEHUs Chlepanu BaXxHyl Porb 8 CHUXEeHUU Yacmomsl HebrnazonpusimHbIX
KIMUHUYECKUX MposienieHull; OOHaKO MOMHOE YCMpaHeHUe 6He3arnHol CcepOeyHol cMepmu  Mo-npexHemy
ocmaemcsi  HedocmuxumbiM  OocmuxeHueMm. Hecmompsi Ha HEOOHOPOOHBIU KMUHUYECKUU mpogub U
CIOXHYI0 Mamocghu3uosnoauto, 00cmynHbl 3GhhekmueHble cmpameauu NEYEHUSs], 8KIKOYas], UMMIaHMuUpyembie
Oecpubpunnsimopsl 0 npedomepaujeHus 6He3anHol cMepmu, MeOUKaMEHMO3HYH U  XUPYPeUuYecKy
MUSKMOMUI (Unu, anbmepHamusHO, anko2onbHyr abrsayuto nepe2opooku) Ons obnesyeHuss obcmpykuuu
ommoka U cumnmomog cepdeyHoli HedocmamoyHocmu. A makxe chapmakonoeudyeckue cmpameauu (U,
803MOXHO, paduodacmomHas abnsyus) O0ns KoHmposs ubpunnayuu npedcepdull u npedomepawieHusi
ambornu4eckoeo uHcynbma. Tereps, o npowecmeuu 6onee Yem 50 nem, eunepmpoghudeckasi kapduomuonamusi
npespamusnach U3 peOKoe2o U 8 3Ha4UMENbHOU CMEeNeHU Heu3sneqyumMoeo 3abonesaHusi 8 pacrpocmpaHeHHoe
2eHemuyeckoe 3abonegaHue co cmpameausiMu JIeYeHUs,, Komopble M0380/ISM PeanucmuyHo CMpemMumscsi
K 80CCMAHOBMEHUID Kayecmea XU3HU U y8enuyeHUr npoOO/mKUMENbHOCMU XU3HU. B amol cmambe
paccMampusaomesi HEKOMopPble acrekmbl 3Moe0 COCMOSHUS: 3MUOemMuonoausi, KuHuUKa, duasHocmuka u
MemoOduKa Xupypau4ecko2o eMeliamenbcmea.

Lenb uccnedoeaHusi. OueHumb  3hheKMUBHOCMb  XUPYPEUYECKO20 JIEYEHUs] MayueHmos c
aunepmpoghuyeckoll kapouomuonamued.

Mamepuan u MemoOdbi. 3mom numepamypHbIli 0630p bl BbIMOMHEH 8 COOMEEMCMBUU C 3asi8IeHUEM
PRISM. ba3bl 0aHHbIX, 8 KOmopbIX MPo8oAUsCs Mouck 8 3mom 0b3ope, ekroyanu 6a3sl daHHbIX Pubmed, Web
of Science, Scopus u Cochrane dnsi cucmemamuyeckux 0630pos.

3aknroyeHue. [JuazHo3 KMl ocHosbigaemcs IpeuMywecmeeHHO Ha 3X0Kkapouo2paghuyecKux nepemMeHHbIX,
ekroyasi OuHamuyeckue nokazamenu JI)K, BO/TK, pacnpedeneHue ysenudeHHOU monuuHbl MbIWY, MEXaHU3M U
msixecmb MH, a makxxe cmeneHb duacmornu4yeckoli OUCEHYHKUUU.
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MvnepTpoduanbik kKapgnommonaTus. 9aebuer wony

Cararos I.E., MombiHOB B. M.

«A.H. Cbi3raHoB aTtblHAafFbl ¥NTTbIK FbINbIMU XUPYPIUs OpTasbIfbl»,
Anmarthl K., KasakctaH

AHOamna

Tunepmpocbusinbik  Kapduomuonamusi-eemepoeeHOi KUHUKarblK KepiHici xXoHe maburu mapuxbl 6ap
Kanmbl myKbIM KyanalmbiH Xypek aypysbl. JuaeHocmukanbik xaHe emoey adicmepiHOeai CoHfbl Xemicmikmep
Konalicbl3 KIUHUKarnblK kepiHicmepOiH xuinieiH memeHOemyde MaHbI30bl pen amkapobl; anatida KeHemmeH
XKYpeK eniMiH morblfbiMeH ot ani e Kon xemnelmiH xemicmik 6onbin Kana 6epedi. bipmekmi emec
KMUHUKambIK Mpohunibee XeHe Kypdeni namogpuauonoausira kapamacma, muimoi emo0ey cmpameausinapbl
6ap, COHbIH iWiHOe KeHemmeH eniMHiH andbiH-any YWwiH uMnnaHmayusnaHamsiH 0eghubpunnsmopnap, arbin
KemyOQiH XoHe XypeK Xemkinikci3OieiHiH 6eneinepiH xeHindemy ywiH 0api-OspMekmep MeH XupypausisbiK
Musakmomusi (Hemece arnkoeomnb0i cenmanbObl abnsyus). CoHdal-aK, ampuans0obi oubpunnayusiHel bakbinayra
JKeHe ambonusnblK UHCYrbmmiH andbiH anyra apHanFaH hapMakonoausifiblK cmpameausinap (XeHe MyMKiH
paoduoxuinikmi abnayusi). EHOi 50 xbindaH acmam yakbimmaH KeliH eunepmpogusinbik kapouomuonamus
cupek Ke30ecemiH XeHe KebiHece emOenmelmiH aypydaH Xanmbl 2eHemukansiK aypyra alHanobl, 6yn emip
Cypy canachlH KannbiHa Kenmipy2e XeHe emip Cypy Y3akmbifbiH apmmbipyra HaKmbl YMMbLayFa MyMKiHOIK
6epemiH emAey cmpamezausinapsl bap. byn makanada ockl xardaliObiH kelibip acrnekminepi Kapacmbipbliaobi:

3nudemuosnoaus, KIuHuka, duagHocmuKa XoHe Xupypeusisbik adic.
Makcamsi. [unepmpocbusisisik kapduomuonamusickl bap HaykacmapObl Xupypausinbik emoeydiH muimoiniaiH

baranay.

Mamepuan xaHe adicmep. byn a0ebu wony opbiHOanOkl prism ManimoemeciHe calikec. ©OmKisineeH
Odepexkmep 6a3sackl byn wonyoda i30ey Pubmed, Web of Science, Scopus xeHe xytieni wonynap ywid Cochrane.

KopbimbiHObI.

Tunepmpocpusinblk  kapOuomuonamusi  OUacHO3bI

Hezi3iHeH emipik OuHaMuKasbIK

KepcemkilumepiH Koca, 3xokapOuoepaghusiiblKk alHbIManbinapra HeeisdeneeH, CK, CKLUIBE 6ynwbikem
KanbIHObIFbIHbIH mapaiybl, MexaHUu3Mi MeH aybip/bifbl, COHOal-aK duacmonanbik OucgyHKUUS OBpexeci.

Relevance

Hypertrophic cardiomyopathy is a common
hereditary cardiovascular disease occurring in one out
of 500 people in the whole population [1-3]. It is caused
by more than 1400 mutations in 11 or more genes [4-
8] encoding cardiac sarcomere proteins. Although
hypertrophic cardiomyopathy is the most common
cause of sudden death in young people (including
trained athletes) [9, 10] and can lead to functional
disability as a result of heart failure and stroke,
most affected people probably remain undiagnosed,
and many do not have a significant reduction in life
expectancy or significant symptoms. The diagnosis is
most often made by echocardiographic assessment
of left ventricular hypertrophy, gradients of the left
ventricular outlet tract, systolic and diastolic function,
as well as mitral valve anatomy and function. Magnetic
resonance imaging of the heart also plays a diagnostic
role, determining the degree and localization of left
ventricular hypertrophy, and anatomical abnormalities
of the mitral valve and papillary muscles.

Pathophysiology in HCMP

HCMP is defined as an abnormal thickening of the
LV without expansion of the chamber, which is usually
asymmetric, develops in the absence of an identifiable
cause (for example, aortic valve stenosis, hypertension)
and is associated with a violation of myocardial fibers
[11, 12]. The main structural anomalies underlying

HCMP are [1] disorder of myocardial cells when
the cells are in an unorganized state, in contrast to
the normal parallel arrangement of myocytes; [2]
dysfunction of the coronary microcirculatory bed due to
an increase in the wall/lumen ratio; and [3]remodeling
changes [13, 14]. In intramiocardial arterioles <80
microns, studies have shown a 2-fold increase in the
wall-to-lumen ratio, predisposing patients with silent
myocardial ischemia, ongoing myocardial damage and
fibrosis. Moreover, these changes are not limited to
the areas of LVH and myocardial remodeling, which
occur as a compensatory mechanism and may include
changes in myocytes, fibroblasts and interstitials.
These changes develop over many years before
symptoms appear. Disorganized pattern of myocytes,
increased wall/lumen ratio of coronary arteries and
remodeling changes in patients with HCMP lead to
impaired coronary reserve, diastolic dysfunction,
supraventricular and ventricular rhythm disturbances,
and sudden death. LV remodeling may include fibrosis,
diffuse, asymmetric, focal or concentric hypertrophy,
as well as a decrease in the size of the cavity [15, 16].
Obstruction of the excretory tract of the left ventricle
occurs with HCMP, and it was initially thought that
basal septum hypertrophy invading the LVOT caused
the obstruction. However, later studies have shown
that during ventricular systole, the flow against
the incorrectly positioned mitral valve apparatus
(MV) leads to the appearance of resistance forces
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on part of the valves, which are then pushed into
LVOT [17-21] anomalias of the MK apparatus may
include displacement of papillary muscles in front,
hypertrophied papillary muscles in contact with the
septum, elongated mitral flaps or abnormal insertion
of the papillary muscle into the anterior mitral flap [18,
21, 22).

The enlargement of the left ventricle may be
accelerated or aggravated by a decrease in the final
diastolic volume or systemic arterial resistance or an
increase in contractility or heart rate [23].

Modern classification of diseases:

Idiopathic hypertrophic subaortic stenosis.

Asymmetric hypertrophy of the septum without
changes from the aortic and mitral valves, without
obstruction of the LV exit tract.

Apical HCMP with restriction of the hypertrophy

zone to the apical region. Symmetrical HCMP with
concentric LV myocardial hypertrophy.

The last 3 forms are rare and are not accompanied
by the development of obstruction of the LV outflow
tract.

Classification of the New York Heart
Association’s HCMP:
o | degree - pressure gradient not higher than
25 mm Hg.

« Il degree - pressure gradient from 25 to 36 mm Hg.

« Il degree - pressure gradient from 36 to 44 mm Hg.

« |V degree - pressure gradient 45 mm Hg.
Classification by degree of hypertrophy:

* moderate - the thickness of hypertrophy is 15-20 mm;

* average - hypertrophy thickness of 21-25 mm;

* pronounced - the thickness of hypertrophy is more

than 25 mm.

Nonspecific Electrocardiogram changes associated with hypertrophic cardiomyopathy

- Hypertrophy of the left ventricle (S-shaped wave in V1 235 mm; R-shaped wave in V5 >35 mm)

- Left axis deviation/left front hemiblock
- Intraventricular conduction delay (QRS >0.12 ms)

- Enlargement of the left atrium (wide toothed wave P in lead II; deeply inverted wave P in V1)

- Pathological Q-waves
- Poor progression of the R wave in precordial leads

- Supraventricular arrhythmias (most often atrial fibrillation)

- Full block of package branches
- ST segment depression
- Inverted T-waves in 22 consecutive leads

TISO.7 MID4

TISO.T MI0.4

Echocardiographic focus in hypertrophic cardiomyopathy

1. The presence of hypertrophy and its distribution; report measurements of the size of the left ventricle, wall

thickness (septum, posterior, maximum)
2. Left ventricular ejection fraction

3. Pancreatic hypertrophy and the presence of dynamic pancreatic obstruction
4. The volume of the left ventricle, indexed by body surface area
5. Diastolic function of the left ventricle (pressure of relaxation and filling)

6. Systolic pressure in the pulmonary artery

7. Dynamic obstruction at rest and with Valsalva, the place of obstruction and the slope
8. Evaluation of the mitral valve and apparatus, details of mitral regurgitation (i.e. mechanism, severity);

Surgical technique: In this article we will carefully
focus on the technique: transaortic myoectomy. An
attempt at a basal septum myectomy using transaortic
access was originally described by Morrow in 1961 [25-
31], but it was first performed in 1958 and subsequently
described by Kleland in 1963 [32-37]. The initial report
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described a limited myectomy without a specific
anatomical resection. The technique of formal basal
myectomy was later published in 1975. Initially, this
method involved excision of a rectangular segment
of the septum myocardium under the flap of the right
coronary aortic valve which extended apically to the

Table 1.
Electro-and Echocardiographic
examinations at HCMP

Figure 1.

A, image of transesophageal
echocardiography (TEE) -color flow
Dopplerography (CFD) images of the
middle long axis of the esophagus
(ME-LAX) in a patient with hypertrophic
cardiomyopathy with turbulence in the
excretory tract of the left ventricle (LVOT)
at the level of systolic anterior movement
of the mitral valve (SAM) (proximal to the
aortic valve). B, TEE-CFD image of the
ME-LAX image in a patient with valvular
aortic stenosis showing laminar flow in the
LVOT and turbulence distal to the affected
aortic valve. (Hypertrophic cardiomyopathy:
a review Nadia Hensley 1, Jennifer Dietrich,
Daniel Nyhan, Nanhi Mitter, May-Sann Yee,
MaryBeth Brady)

Table 2.
Echocardiographic focus in
hypertrophic cardiomyopathy
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Figure 2.

Comparison of the classic Morrow
procedure (A) with the modification
of the extended septal myectomy
(B). The resection of the septum
wall expands to the top, to the free
wall on the left side of the image,
and then to the right, as indicated by
the white arrows. The dotted lines

in the basal septum represent the
bundles of the left bundle emanating
from the membranous septum

Figure 3.

(a) Extended thymectomy of the
basal septum using supravalvular
aortotomy. (b) The surgeon’s view
through the aortotomy, determining
the hypertrophied septum directly
below the right coronary aortic
valve leaf

point of contact of the septum of the anterior flap of the
mitral valve. This point is usually delimited by a fibrous
scar which develops a second time due to the constant
contact of the valve leaf with the septum myocardium
during systole. The total myocardial sample excised
during Morrow's myectomy is approximately 3-4 cm
long, 1 cm wide and 1.5 cm deep [27]. More recently
the standard transaortic procedure has turned into an
extended septal myectomy. This procedure creates a
longer myocardial excision and opens the LVOT more
apically than the Morrow procedure. Following the
initiation of artificial circulation (CPB), the exposure of
the left ventricle is achieved by an oblique aortotomy
performed through the midpoint of the non-coronary
sinus of the aorta and ending about 1 cm above the
aortic ring. Polypropylene seams remain or not. The
Ross retractor keeps the aorta open, and the suction
tip for cardiotomy is used to retract and protect the
anterior flap of the mitral valve. Depending on the

surgeon’s preferences, scalpel No. 10 or 11 is used
to cut the septum, starting directly under the nadir of
the right aortic valve leaf and directed to the left. to
the anterior flap of the mitral valve, removing the basal
part of the hypertrophied septum. The incision in this
area is carefully marked, because a tissue rupture
further to the right of the midpoint of the right valve leaf
will increase the risk of damage to the membranous
septum and disruption of the conductive tissue, thereby
significantly increasing the likelihood of complete heart
block. Then, starting again from the area of the initial
incision, the area of the cut-out septum is lengthened
to the apex of the heart, making sure that the excision
is performed outside the endocardial fibrous scar and
in the apical trabeculations. The completed myectomy
extends from the subaortic level, about 5 mm below
the aortic ring, to the level of the middle ventricle,
opposite the base of the anterior papillary muscle of
the mitral valve, with a total length of about 7 cm.
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Conclusion. The diagnosis of HCMP is based
mainly on echocardiographic variables including the
dynamic parameters of LV, LVOT the distribution of
increased muscle thickness, the mechanism and
severity of MR as well as the degree of diastolic
dysfunction.  Current indications for surgical
intervention include patients with symptoms that are
immune to drug therapy who can tolerate the risk of
surgical intervention and patients with pronounced
outflow gradients, even if they are asymptomatic.

Despite the ambiguity the mechanism underlying
the improvement of symptoms, LV condition and
long-term survival after myectomy is at least partially
due to LV regression. It is extremely important for
cardiac surgeons to understand the mechanisms of
this disease in order to best manage these patients
in perioperative conditions. It is very important to
diagnose these HCMP patients in time, provide the
necessary therapy and hospitalization for surgical
treatment.
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DIAGNOSTIC AND TREATMENT

COMPARATIVE EVALUATION OF A CONTROLLED
CLINICAL TEST OF APPARATUS INTRAOPERATIVE
REINFUSION OF BLOOD COLLECTED FROM

THE PLEURAL CAVITY UNDER SLOW AND FAST
MODES

Chyngysheva Zh.A., Tilekov E.A., Turdusheva D.K., Turdiev U.M., Nazarbekov D.K.,
Kubanychbekova A.K.

I.K. Akhunbaev Kyrgyz state medical academy, Bishkek, Kyrgyz Republic

Abstract

Objective. An analysis of the study, in the mode of fast and slow blood exfusion, controlled clinical trials
showed that the number of platelets was significantly reduced.

Material and methods. We have conducted a series of researches in 44 patients with cavitary blood loss,
which is 34.3% of the total number of the examined patients (n-128), for whom an IOBR apparatus technology
was used. The studies were also conducted during the surgery in the first 2 hours.

Results. Controlled clinical trials (CCT) have shown that blood exfusion after intraoperative blood reinfusion,
the degree of destruction of erythrocytes and leukocytes with slow blood exfusion is 35%, and with fast - 48%.
Osmotic resistance is reduced by 3 times. With rapid hardware exfusion, blood hemolysis is more than 28%,
which should be taken into account when performing hardware intraoperative blood reinfusion. Controlled clinical
trials have shown that the faster the machine exfusion is performed, the greater the decrease in protein and
bilirubin content. In the blood collected in the mode of rapid apparatus exfusion, a higher concentration of K +,
residual N and urea is noted. Controlled clinical trials have shown that platelet counts are significantly reduced,
especially when using a rapid blood collection regimen. Against this background, the process of aggregation is
reliably slowed down, and with a fast mode of blood collection - 2 times in comparison with the control. Plasma
recalcification time is reliably reduced by 40% when using a high-speed blood collection mode in comparison with
the control values, which is almost 3 times higher than when using slow blood aspiration.

Conclusion. The article provides an analysis of scientific research, CCT, experimental control, clinical control
and practical work. The work is interdisciplinary in nature, written at the intersection of surgery and anesthesiology,
to increase the effectiveness of emergency surgery and anesthesiology-resuscitation in critical abdominal and
luminal blood loss based on the optimization of intraoperative infusion-transfusion therapy.

CpaBHMTeﬂbHaﬂ OLleHKa KOHTpOJiupyemoro KnmHU4eckoro ncrnbitaHusa annapaTHoﬁ

MHTpaonepaLuoOHHOW peuH(y3nMmn KpOBU, COGPaHHON M3 NNeBpanbHON NONOCTH
B YCNOBUAX MEAEHHOrO U BbICTPOro peXxMMoB

UbiHrbiwesa X.A., Tunekos 3.A., Typaywesa [1.K., TypaueB Y.M., Hazap6ekoB [1.K.,
Ky6aHblub6ekoBa A.K.

Kbiprbi3ckas rocygapcTBeHHas MEQULIMHCKas akagemus
nm. U.K. AxyHbaeBa, I. bulukek, Kbiprbiackas Pecnybnumka

AHHOmMauyus

Lenb. AHanua usyyeHus, 8 pexume b6bicmpol u MeOneHHOU 3KCey3uu Kposu, KOHMPONUpyeMble
KMUHUYeCKUE UCMbimaHusi MoKasanu, Ymo Konuyecmeo mpomboyumog 00Cmo8epHO CHUXaemcs.

Mamepuan u memoOdbl. Hamu nposedeHa cepusi uccredoeaHuli y 44 6onbHbIX C MOJ0CMHOU
Kposoromepeu, 4Ymo cocmaernsem 34,3% om obwezo yucna obcnedosaHHbix 60mbHbIX (n-128), y Komopkix
MpUMeHsnack anmnapamHasi mexHonoeausi UHmpaonepyuoHHolU peuHgysuu kposu (MO PUK). UccnedosaHus
makxxe MposoouUIUCHL 80 BPEMST OlepayuU 8 repable 2 Yaca.

Pesynbmamei. KoHmponupyembsie KrnuHuyeckue ucribimanus (KKW) mokasanmu, 4mo aKcgbysusi Kposu
nocne MO PUK, cmeneHu paspywaemMocmu 3pumpoyumos U nelkoyumos npu medneHHoU 3Kcehy3uu Kposu
cocmasnsiem 35%, a npu 6eicmpoll — 48%. Ocmomuyeckas pe3ucmeHmMHOCMb CHUXaemcs 8 3 pasa.
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Tyiiin ce3pep

6aKbinaHbasnbl KNUHUKanbIK CbiHamanap,
annapammalK UHMPaonepayusbiK KaH
PEUHGhY3USICbI, OKIeKan KybICbl

pu 6eicmpod annapamHoU 3Kcghy3uu 2emonu3 Kposu cocmaernsem bonee 28%, Ymo credyem y4yumeieams
MpuU 8bIMOMHEHUU arnapamHoU uHmpaonepayuoHHoU peuHgysuu kposu. KKW nokasanu, 4mo yem bbicmpee
8bIMO/IHEHa annapamHasi 9Kcghy3usi, meM 3Ha4yumenbHee CHUXEeHUEe colepxaHusi benka u bunupybuHa. B
Kposu, cobpaHHoU 8 pexxume bbicmpol annapamHoU aKcghy3uu ommedaemcesi 6onee 8bicokasi KOHUeHmpayus
K+, ocmamoyHoeo N u modesuHbl. KKV nokasanu, ymo konuyecmeo mpombouumos 00CmosepHO CHUXaemcs,
0COBEHHO MpU UCMoMb308aHUU bbicmpoeo pexuma cbopa Kposu. Ha makom choHe npoyecc aspezayuu
0docmosepHo 3amednisiemcs, npudem npu bbicmpom pexume cbopa Kposu - 8 2 pasa 8 CPasHEHUU C
KoHmporneM. Bpemsi pekanbyucukayuu nnasmbl 0ocmosepHo ymeHbwaemcsi Ha 40% npu ucnonb3o08aHUU
8bICOKOCKOPOCMHO20 pexuma c6opa Kposu 8 CPaBHEHUU C KOHMPOIIbHLIMU foKasamensmu, Ymo nodmu 6 3
pasa eblle, Yem npu npuMeHeHuUU MedneHHoU acnupayuu Kposu.

3aknoyeHue. B cmambe 0aHO aHanu3 Hay4HbIX u3bickaHul, KKW, akcrnepumeHmanbHO20 KOHMPOIS,
KUHUYECKO20 KOHMPOJS U npakmuyeckol pabomel. Paboma umeem MexOucuuniuHapHbIU Xapakmep,
HamucaHa Ha cmbike Xupypeuu U aHecmesuosioauu, MosbicUms pesyibmamusHOCMb SKCMPEHHOU Xupypauu u
aHecme3uonoauuU-peaHuMamosnoauu npu KpUMUYeCKUX MoI0CMHbIX U MPOCEEMHbIX KPOBONOMEPSIX Ha OCHO8e
onmumu3sayuu UHMpaonepayuoHHOU UHEY3UOHHO-MPaHCEy3UOHHOU mepanuu.

Basy xoaHe Xbingam pexumaep XarganbiHaa nneBpa KybICbIHAH XUHanNFaH

KaHHbIH annapaTTbiK MHTPaonepauuanbIK peuHy3naCbIHbIH 0aKbINaHaTbIH
KNUHUKanNbIK CbiIHaMachblH canbiCTbipManbl 6aranay

UbiHrbiwesa X.A., Tunekos 3.A., Typaywesa [.K., TypgueB Y.M., Hazap6ekoB [.K.,
Ky6aHbiub6ekoBa A.K.

N.K. AxyHGaeBa aTtbiHaarbl KbipFbl3 MEMIEKETTIK MEQMLIHA aKadeMUSICh,
Biwwkek K., Kelpfeid Pecnybnukacsl

AHOamna

Makcamsbl. KaHHbiH XblnOam xeHe b6asy 9Kchy3usickl pexumiHoe xypeisineeH 3epmmeydi manday,
baKblnaHbarbl KIUHUKanbiK 3epmmeynep mpombouummep caHbiHbIH aimaprbikmad asaliFaHbIH Kepcemmi.

Mamepuan xoaHe adicmep. bi3 Kybicmbik KaH xofanmybl 6ap 44 Haykacma 6ipkamap 3epmmeyrnep
XKypei3dik, byn mekcepineeH HaykacmapdbiH Xanmbl caHbiHbiH 34,3%-bI (n-128), onap uHmMpaonepauussnbIK KaH
PeUHy3usiCbIHbIH annapammablk mexHomnoausicbiH (MO KPAT) natidanaHObl. AnFawkbl 2 caramma onepayusi
KesiHOe e 3epmmeynep Xypai3inoi.

Hamusxenep. baxbinaHbanbl knuHukanbik ceiHamanap (BKC) MO KPAT-maH KeliH KaHHbIH 3KCQhy3UsChl,
KkaHHbIH bGasly aKkcgy3usichl ke3iHOe apumpouummep MeH netkoyummepdiH xoubiny Ospexeci — 35%, an
KblnOam KaH aKcehysusicel ke3iHOe 48% ekeHiH kepcemmi. Ocmocmblk me3imiinik 3 ece a3asdbl. Xbindam
annapammbiK 9Kchy3usi KesiHOe KaHHbIH eemonusi 28%-0aH acadbl, by annapammbik UHMpaonepayusbIK KaH
PEeUHhy3UsIChIH Xypaidy KesiHOe eckepinyi kepek. BKC annapammbik 3Kkchy3usi HeFypribIM Xblrdam opbiHOaca,
aKybI3 MeH bunupybuH MenwepiHiH asarobl COFYpIbIM XofFapbl 6onambiHbIH Kepcemmi. XKbindam annapammaik
3KCehy3usi pexxumiHOe XuHasnraH kaHoa K+, kandbik N xeHe HecenHapliH orapbl KOHUeHmpauusick batkanaosb!.
BKC mpombouummep caHbiHbIH alimapribikmal asalfaHbIH Kepcemmi, acipece Xbindam KaH XuHay PeXxuMiH
nati0anarraH ke30e balikandbl. OcbiHbIH asicbiHAa agpe2ayusi npoueci atimaprsikmat 6asynatiobl, an kaH anydbiH
Xblridam pexumiHoe - bakbinaymeH canbicmbipraHda 2 ece basynaliobl. bakbinay MeHOepiMeH carnbicmbipraHOa
JKOFapbl Xbln0amObIKMbl KaH XuHay pexumiH natidanaHraH ke30e nna3MaHbl Kaluma Kanbyughukayusiay
yakbimbi atimapnbikmat 40%-ra Kbickapaobl, 6y KaHHbIH 6asly acrupayusicbiH natdanaHraH keadezioeH 3 ece
0epriiK XoFapbl.

KopbimbiHObl. Makanada fbiibiMu  3epmmeynep, BKC, askcrniepumeHmmik 6akbliay, KAUHUKambIK
bakblray XeHe npakmuKarblK Xymbicmapra manday xacanfaH. Xymbic uHmpaonepayusinibiK UHhY3UOHObI-
mpaHcghy3uoHObI mepanusiHbl OHMaunaHObIpy HeaisiHOe KybICmbIK MEeH XapblK apasblK KaH Xoraimy Ke3iHoe
JKxedes Xupypausiiblk XoHE aHecme3uono2usifibiK-peaHuUMamono2usibiK muimoiniaiH apmmaipy MakcamblHOa
XUpypausi MeH aHeCme3uosI0_UsIHbIH MOFbICIHOA Xa3bliFaH MeHapasblk cunamka ue.
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According to a number of authors, a decrease in
fibrinogen and the number of platelets is apparently
connected with their consumption during clotting in the
cavity, and partly - with destruction in the aspiration
system [2-4, 5-7, 9-10]. Meanwhile, an increase in
thromboplastic activity, probably, on the one hand, is
a consequence of the ingestion of tissue factors from
the tissues damaged during the intervention into the
collected blood, and on the other hand, it may be the
result of hemolysis [1, 8-10].

An extensive experience in the use of
intraoperative blood reinfusion (IOBR) apparatus has
been accumulated in the national surgical practice.
Kobzeva E.N. (2002) has developed a differentiated
tactics of intraoperative fractioning of cavity and wound
autoblood [6]. Kobzeva E.N. notes that the electronic
microscopic studies of Nunaeva E.S. (1997) showed
that erythrocytes used for IOBR have a method of
apparatus processing, have normal structural and
functional properties, which makes them capable of
full functioning after IOBR [6].

Purpose

Comparative characteristics of the results of the
following studies performed from the perspective of the
controlled clinical trials (CCT):

1) experimental control (EC) - examination of

the blood collected from the pleural and abdominal
cavities before and after instrumental intraoperative
blood reinfusion (IOBR) in conditions of simulating
injuries to the abdomen and chest in animals with
the corresponding formation of hemothorax and
hemoperitoneum;

2) clinical control (CC) - examination of the blood
collected from the abdominal and thoracic cavities
before and after an IOBR apparatus in patients with
injuries and wounds of the chest and abdomen with
the corresponding formation of hemothorax and
hemoperitoneum.

Material and methods

We have conducted a series of researches in 44
patients with cavitary blood loss, which is 34.3% of
the total number of the examined patients (n-128),
for whom an I0BR apparatus technology was used.
The studies were also conducted during the surgery
in the first 2 hours. The breakdown into clinical groups
is shown on Table 1. As shown on Table 1, rapid mode
of collection of the outflowing blood was used in 18
(40.9%) patients (group A), and slow mode (group
B) was used in 26 (59.1%) patients. Moreover, 18
patients represented the clinical group for evaluation
of physical-chemical state of the blood from the pleural
cavity, while 26 - from the abdominal cavity.

Groups Clinical control n,%

Blood suitability evaluation

A Evaluation of physicochemical state of blood aspirated from | 18 40,9%
the pleural and abdominal cavities in a slow mode

B Evaluation of physicochemical state of blood aspirated from | 26 59,1%
the pleural and abdominal cavity in a rapid mode

IOBR effectiveness evaluation

C Evaluation of the effectiveness of IOBR against the background | 26 59,1%
of slow exfusion of blood from the cavities

D Evaluation of the effectiveness of IOBR against the background | 18 40,9%
of rapid exfusion of blood from the cavities

*JOBR - intraoperative blood reinfusion
CC - clinical control

OBR effectiveness evaluation was conducted in
all 44 patients in whom the blood from the cavities
was collected in various modes. Moreover, under the
conditions of rapid mode (group C), the evaluation
was conducted in 18 (40.9%) patients, and under the
conditions of slow mode (group D) - in 26 (59.1%)
patients.

We have developed the simplest apparatus IOBR
technique. The device consists of a programmable
time relay connected to a micro-vibration compressor
and a suction unit. The compressor has knobs for
adjusting the degree of vacuum generation. The
compressor, from its part, is connected to a sealed,
graduated sterile blood collection container.

The device works as follows: the free end of the
line is connected to the tip, with a help of which the
surgeon aspirates the blood that has poured into
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the chest or abdominal cavity during the surgery.
The specified modification consists in the fact that a
calibrated siliconized vessel with a capacity of 1000 ml
and connected to a vacuum aspirator is used to collect
blood.

The aspirated blood flows into a graduated
reservoir with a blood stabilizer. For general practice,
we recommend using the traditional TSIPK ampoule
with TSOLIPK-7b. When using modern disposable
systems for intravenous infusion, blood is sufficiently
reliably filtered and returned by gravity into the
patient’s vein.

Results and discussion: Table 2 shows the
dynamics of the morphology of the blood collected
from the chest cavity at slow (1st group) and rapid (2nd
group) modes.

Table 1.

Clinical groups for evaluation
of physicochemical state of

the blood collected from the
abdominal and pleural cavity
(A, B), as well as evaluation

of the effectiveness (C, D) of
IOBR in conditions of rapid and
slow blood collection for IOBR
(n-44)
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Table 2.
Parallels of clinical control (CC) Control Indicators Baseline 1st group 2nd group
and experimental control (EC) B o
of hemographic parameters at Er. 3,310,8 2,840,2 2,30,3%
different blood aspiration for
Cl 0,7+0,02 0,5+0,02 0,5+0,04*
IOBR
CcC Hb 66,2+5,5 54,4+2,8* 51,042,2%**
Ht 32,2422 31,5+2,2* 29,542, 1% **
Leuk. 4,8+0,2 4,2+0,1* 4,2+0,2*
Er. 3,540,3 2,8+0,1* 2,2+0,2* **
Cl 0,8+0,01 0,6+0,01 0,5+0,02*
EC Hb 98,6+7,4 80,1+£3,6* 56,3+5,5%,**
Ht 30,2+3,1 20,2+2,0* 14,842,2% **
Leuk. 6,610,4 3,410,2* 2,5+0,1*,**
Note: * - reliable in comparison with baseline level;
** - reliable in comparison with the 3rd group
As shown on Table 1, in both EC and CC, the Thatis, in the 2nd group it is more noticeable than in
number of Er. in the 2nd group decreases more the 1st group. According to EC data, the number of
significantly than in the 1st group (P <0.05). In CC leukocytes decreases in the 1st group by almost half,
and EC, similar dynamics are observed for Cl, Hb, and in the 2nd group - almost threefold (P <0.05 and P
and Ht. The value of all indicators of hemogram in the  <0.05). According to CC, the decrease in leukocytes in
2nd group is reduced in comparison with those of the  the 1st and 2nd groups respectively is 0.8 times.
1st group. Thus, for example, in EC, the Ht indicator in Table 3 shows the physical-colloid characteristics
the 4th group is 2 times less than the baseline value  of the blood collected from the chest cavity, depending
(P <0.05). In CC, the gradient of the decline in this  on the speed of its apparatus exfusion (slow and rapid
indicator is slower, but the trend remains as in EC. modes).
Table 3. Control Indicators Baseline 1st group 2nd group
Parallels of clinical control
(CC) and experimental control Osm. resist. Er. (%) 0,8+0,01 0,7+0,01* 0,3+0,02*
(EC) of physicoloid parameters
at different blood aspiration cC Hemolysis,% to total Hb 3,1+0,4 8,2+0,02* 10,8+0,3* **
rates for IOBR
Free Plasma Hb, mg% 1,0£0,01 6,6+0,6* 10,4+1,0%,**
Osm. resist. Er. (%) 0,840,003 0,6+0,02* 0,4+0,02*
EC Hemolysis, % to total Hb 6,3+0,3 8,8+0,07* 12,3+1,2***
Free Plasma Hb, mg% 3,3+0,03 7,7+1,1* 31,242,5%**

Note: * - reliable in comparison with baseline level;
** - reliable in comparison with the 3rd group

As shown on Table 3, in EC, osmotic resistance of
erythrocytes during apparatus exfusion decreases: in
the 1st group - by 1.5 times, and in the 2nd group - by 2
times (P <0.05 and P <0.05). The specific gravity of free
plasma Hb significantly and sharply increases in both
groups (P <0.05). Meanwhile, in a comparative aspect,
the increase in free Hb in CC is less pronounced than
in EC.

Thus, in EC, blood hemolysis with a slow mode
of exfusion (group 1) is 8.8 + 0.07%, and in the 2nd

group - 12.3 £ 1.2% (P <0.05 and P < 0.05). In CC,
8.2 £ 0.02% and 10.8 + 0.3% (P <0.05 and P <0.05)
respectively.

Thus, the specific gravity of destruction of the
blood corpuscles during rapid mode of apparatus
blood exfusion reaches 48% in EC and 35% in CC.

Table 4 shows the dynamics of the content of
protein and its fractions in blood collected from the
pleural cavity for IOBR at slow (1st group) and rapid
(2nd group) modes.
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Control Indicators Baseline 1st group 2nd group
Protein 54,2+6,6 50,2+2,2* 43,242,0%**

Albumen 30,246,2 42,5+2,3* 32,8+6,6

ce Globulin 42,5+2,2 58,8+2,5* 55,3+3,8*
A/G ratio 1,0+0,05 0,7+0,01* 0,6+0,05***
Protein 59,244 1 53,4+3,3* 41,615,1%*

Albumen 41,4+3,9 40,045,1* 33,5+2,8
= Globulin 59,2+8,1 59,414 ,4* 65,9+3,6*,**
A/G ratio 0,7+0,01 0,6+0,01* 0,5+0,05***

Note: * - reliable in comparison with baseline level;
** - reliable in comparison with the 1st group

As shown on Table 4, in EC, the decrease in the
concentration of the total protein, as well as its albumin
fraction, is more pronounced in the 2nd group (P <0.05
and P <0.05). In CC the situation is the same (P <0.05
and P <0.05). Such dynamics is also typical for the
albumin content, both in EC and CC. Moreover, the
gradient of the decrease in this fraction of protein in

plasma is more pronounced in the 2nd group, that
is, during rapid mode of aspiration of cavity blood (P
<0.05 and P <0.05).

Table 5 shows the dynamics of a number of
biochemical parameters of the blood collected from the
chest cavity at slow (1st group) and rapid (2nd group)
collection modes.

Control Indicators Baseline 1st group 2nd group

Bilirubin 15,312,4 18,8+1,2* 21,5+2,2* **

Residual N 19,3+1,01 28,2+1,5* 33,412,1%**

cC Urea 4,8+0,4 25,8+2,6* 36,2+2,0%,**
Na** 140,245,5 142422 145+3,1
K* 4,1+0,2 5,0+0,1* 5,0+0,3*
Bilirubin 5,2+0,3 5,610,4 5,2+0,1

Residual N 31,419,2 33,6+2,3* 56,2+6,2* **

= Urea 8,2+0,9 23,6+251* 66,7+7,7***
Na* 144,5+3,8 13618,8 144+5,9

K* 5,1+0,3 5,3+0,1* 5,9+0,3***

Note: * - reliable in comparison with baseline level;
** - reliable in comparison with the 1st group

As shown on Table 5, in EC, the concentration
of bilirubin is practically the same in the compared
groups, while the residual N and blood urea increased
several times in comparison with the baseline values
(P <0.05 and P <0.05). Moreover, in the 2nd group, a
similar tendency is more pronounced than in the 1st
group.

In CC, there is a tendency to an increase in the
concentration of bilirubin. In particular, in the 1st group

upto 18.8 + 1.2 mmol/L and in the 2nd group - up to 21.5
+2.2 mmol/L (P <0.05 and P <0.05). Such dynamics is
also typical for the content of the residual N and urea.
By the way, the trend towards hyperkalemia is more
pronounced for EC.

Discussion. Based on the extended hemos-
tasiogram of the blood collected from the chest cavity,
depending on the rate of apparatus blood exfusion (slow
and rapid modes of aspiration) in EC, we found that
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Table 4.

Parallels of CC and EC

of proteinogram indicators at
different blood aspiration rates
for IOBR

Table 5.

Parallels of clinical control (CC)
and experimental control (EC)
of biochemical parameters at
different blood aspiration rates
for IOBR
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the number of platelets in EC significantly decreases
in both groups (P <0.05 and P <0.05). Moreover, in the
2nd group, this process is more pronounced than in
the 1st group. Similar dynamics and regularity are also
characteristic of platelet aggregation and adhesion (P
<0.05 and P <0.05).

Thus, during rapid apparatus collection, the blood
clotting process increases. This is evidenced by the
fact that in EC there is a more rapid rate of shortening
of Lee-White coagulation time in siliconized and non-
siliconized trial tubes. It should be noted that in the 2nd
group this fact is noticeable more clearly.

In the 2nd group, the plasma recalcification time
decreases by almost 2 times in comparison with the
baseline level (P <0.05), and the kaolin and kaolin-
cephalin time of plasma - > 2 times (P <0.05 and P
<0.05), making, respectively, 30.1 + 1.9 sec (against
the baseline value - 64.4 + 3.8 sec) and 25.5 + 1.0 sec
(against the baseline value - 62.4 + 8.8 sec).

In both groups, there was a synchronous
shortening of thrombin and prothrombin times (P <0.05
and P <0.05). Moreover, the same regularity remains
as was the case with respect to the time of blood
coagulation. That is, in the 2nd group, the dynamics of
the shortening of time is more pronounced than in the
1st group. Moreover, the prothrombin time is shortened
more rapidly than the thrombin time.

Against this background, the content of fibrinogen
in both groups increases. In particular, in the 1st group
-up to 2.4 + 0.3 g/L and in the 2nd group - up to 3.1
+ 0.2 g/L versus the control value - 1.9 + 0.2 g/L (P
<0.05 and P <0.05). It was found that the duration
of euglobulin fibrinogen also increased (P <0.05).
Meanwhile, in all periods of the ACT reactions (6, 8
and 10 minutes), on the contrary, they are shortened.
Especially, this process is noticeable in the 2nd group
(P <0.05).

On the basis of the extended hemostasiogram
of blood collected from the chest cavity, depending
on the rate of apparatus blood exfusion (slow and
rapid modes of aspiration) in CC we found that in the
compared groups there was a synchronous decrease
in the number of platelets, as well as their aggregation
and adhesion (P <0.05 and P <0.05). In both 1st and
2nd groups, a shortening of thrombin and prothrombin
times is observed.

It should be noted that such a synchronicity and
such a pattern persists in relation to the time of blood
coagulation. Moreover, a certain synchronicity is
manifested in EC and CC.

Thus, in CC and EC, it is noticeable that in the 2nd
group the dynamics of time shortening is more intense
than in the 1st group. Moreover, in both materials
(experimental and clinical), the prothrombin time is
shortened more rapidly than the thrombin time.

As for the concentration of fibrinogen, in the
compared groups it clearly increases, both according
to EC data and according to CC data. In particular, in
EC in the 1st group, fibrinogen increases to 2.4 + 0.3
g/L, and in the 2nd group - to 3.1 + 0.2 g/L versus the
control value - 1.9+ 0.2 g/L (P <0.05 and P <0.05).

In CC, the indicators are 2.6 £ 0.2 g/Land 3.3 £ 0.6
g/L, respectively (P <0.05 and P <0.05). Simultaneously
with this process, the duration of euglobulin fibrinogen
(P <0.05) also increases in both research materials.
It was found that the ACT reaction (6, 8 and 10 min)
are shortened during all periods, especially in the 2nd
group - 2 times in average (P <0.05).

Conclusion

Starting the conclusion, it should be noted that
the results of systematization of long-term and
multifaceted scientific and practical data provide the
ground for classification of the problem of emergency
blood replacement in cases of intraoperative bleeding
(cavity, luminal) as a poorly structured subject area.
This is due to the fact that, as a rule, new methods are
applied to new research objects at different stages of
research.

These methods often belong to different
methodological clusters. We mean the use of
experimental,  clinical, statistical,  probabilistic
studies, each method of which has its own interval of
abstraction. In this aspect, we believe that the scientific
justification of the adapted 10 ITT (intraoperative
infusion-transfusion therapy) program should be
based on the comparative characteristics of the data
obtained in the result of using the methods of various
methodological clusters (EC, CC, CClI).

One way or another, at some stage of the study
of the problem, it becomes necessary to perform a
conceptual unfolding of an object in the form of a set of
its projection in various methodological clusters.

Taking into account the above, we have put a target
to increase the effectiveness of emergency operation
and anesthesiology and resuscitation in critical cavity
and luminal blood loss based on the optimization of
10 ITT. Moreover, the optimization was supposed
to be built on the basis of many years of research,
which are purely experimental, clinical, statistical,
methodological, probabilistic in nature.

First, there is a clear parallel between CC and EC,
indicating the relevance of experimental and clinical
laboratory research methods;

Second, there is a clear connection between the
timing of hemoperitoneum and hemothorax, as well
as the nature of changes in the hemostasis system in
the blood collected, respectively, from the abdominal
and thoracic cavities. The degree of destruction of
formed elements in the blood collected from the pleural
cavity exceeds the one in the blood collected from
the abdominal cavity and, in general, the process of
hemolysis of the blood poured into the pleural cavity is
more intense than the one in the blood poured into the
abdominal cavity.

Third, there is a clear parallel between CC and
EC data that the main function of the collected blood —
transportation of O2 is preserved to a sufficient extent,
regardless of the pleural or abdominal cavity. At the
same time, due to the more pronounced hemolytic
ability of the pleural cover, the quality of the blood
collected from the pleural cavity is inferior to the one of
the blood collected from the abdominal cavity.
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In our opinion, the results of CCl with determination
of the relevance of CC and the effectiveness of 10 BRI
(intraoperative blood reinfusion) apparatus are in the
following evidence:

First, there is a clear parallel between CC and EC,
indicating the relevance of experimental and clinical
laboratory research methods;

Second, in case of EC after |0 BRI, the degree of
destructibility of erythrocytes and leukocytes in case of
slow blood exfusion is 35%, and in case of rapid blood
exfusion is 48%. Osmotic resistance is reduced by 3
times. With rapid apparatus exfusion, blood hemolysis
is more than 28%, which should be taken into account
when performing the apparatus 10 BRI;

Third, the faster the apparatus exfusion is
performed, the more significant is the decrease in the
protein and bilirubin content both in case of EC and
CC. A higher concentration of K+, residual N and urea
is noted in the blood collected in the mode of rapid
apparatus exfusion;

Fourth, platelet count is significantly reduced,
especially when using a rapid blood collection mode.
Against this background, the process of aggregation
is reliably slowed down, and in case of rapid mode
of blood collection - 2 times in comparison with the
control. Plasma recalcification time is reliably reduced
by 40% when using a rapid blood collection mode
in comparison with the control parameters, which is
almost 3 times higher than when using the slow blood
aspiration;

Fifth, in case of EC, 4 hours after |O BRI using
the technology of slow blood exfusion, hemographic
and biochemical parameters increase. When using
the technology of rapid blood exfusion, the number of
platelets decreases and the degree of their aggregation
and adhesion decreases.

After 10 BRI under the conditions of the given
rates of apparatus exfusion of autologous blood, the
concentration of K + and Na ++ in the blood plasma
increases, and after rapid exfusion - to critical values.

We investigated the limits of justification of the
adapted 10 ITT program for critical luminal blood loss,
depending on the rate of bleeding and the severity
of the patient’s condition. They demonstrated the
following results:

First, in case of profuse bleeding, the proportion
of lethality with expectant tactics is 10%, while in case
of active bleeding it is 2 times less (5%). At the same
time, the proportion of postoperative complications
is 4 times lower with active tactics than with active
expectant tactics;

Second, against the background of using the
adapted ITT program, the chances of a favorable
outcome of the operation increase by 30% when using
active tactics in patients, and the level of risk of an
unfavorable outcome in case of using the expectant
tactics is 2 times less (15%);

Third, in a serious condition of patients, the
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proportion of mortality in case of active tactics is 6.2%,
and in case of active-expectant tactics it increases
almost 7 times, amounting to 41.6%;

Fourth, against the background of implementation
of the adapted ITT program in patients in extremely
serious condition and in whom active operative tactics
were undertaken, the chances of a favorable outcome
of the operation increase by 82%, and the level of risk
of an unfavorable outcome in case of using active
expectant tactics increases by 15%.

This is what our studies have demonstrated
regarding the limits of justification of the adapted 10
ITT program for critical luminal blood loss, depending
on the massive blood loss and the old age of patients:

First, in patients with the Il stage of blood loss
and in whom active operative tactics were undertaken,
postoperative complications were observed in 25% of
patients, while in patients in whom active expectant
tactics were undertaken, complications developed in
50% of patients. Moreover, in patients in whom active
tactics were undertaken, mortality was observed only
in 6.2% of patients, while in patients in whom active
expectant tactics were undertaken - in 41.6% of
patients;

Second, in patients with the Ill stage of blood loss
and in whom active operative tactics were undertaken,
the chances of a favorable outcome of the operation
increase by 30%, and the level of risk of an unfavorable
outcome in case of using the active-expectant tactics
increases by 15%;

Third, in patients with the Il stage of blood loss
and in whom active operative tactics were undertaken,
postoperative complications developed in 10% of
patients, whereas in patients with the same degree
of blood loss, but operated on in a delayed period,
accordingtotheiractive expectanttactics, complications
were noted in 40% of patients. Thus, there is a 4-fold
increase in postoperative complications. At the same
time, the proportion of mortality in case of active
tactics is 10%, while in patients operated on in delayed
periods - 5%;

Fourth, in patients with the Il stage of blood loss
and who underwent the operation in the early stages,
the chances of a favorable outcome of the operation
increase by 60%, and the level of risk of an unfavorable
outcome in case of a delay in the operation increases
by 15%;

Fifth, the proportion of mortality in patients at the
age of > 60 in case of active surgical tactics is 6.4%,
and in case of active-expectant tactics it increases
9 times (57.1%). The proportion of postoperative
complications in case of active tactics is 24.3%, and
in case of active-expectant - 29.2%. The chances of a
favorable outcome in case of active tactics increases
by 82%, and the level of risk of an unfavorable outcome
in case of active-expectant tactics is 7.5 times less
(15%).
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Abstract

Treatment of complicated forms of purulent wounds is an actual problem of modern medicine. A serious
problem of the preoperative period is purulent complications that develop in 15-35% of cases, mortality reaches
25-60%. It is known that the predominant pathological syndrome in complicated forms of purulent sepsis is the
syndrome of endogenous intoxication (SEI).

Objective. In this regard, the desire of many researchers to study new methods of intensive care for
the syndrome of endogenous intoxication is understandable [1,2,3,4,5,5,6,7,8]. The authors analyzed the
effectiveness of the use of mediators (surfactant) of fetal hepatocytes in the complex treatment of purulent-septic
wounds.

Material and methods. A prospective study method was carried out for the main group, which consisted of
patients with purulent-septic wounds (PSW) - 50 people, in the complex treatment of which cellular mediators
(CM) were used; control group - 50 patients with PSW treated according to the traditional scheme.

Results. The results of treatment with cellular mediators were evaluated in 50 patients who received this drug
at a dose of 0.15 mi/kg. The control group consisted of 50 patients who received saline at a dose of 0.15 mi/kg
as a placebo. Men 27, women 23. The study was conducted in accordance with the Clinical Protocol for Surgical
and Diagnostic Intervention of Transplantation of Fetal Cell Mediators Recommended by the Expert Council of
the RSE on REM «Republican Center for Health Development» of the Ministry of Health and Social Development
of the Republic of Kazakhstan dated September 30, 2015 (Protocol Ne. 10).

Conclusion. The results of the study have been implemented in the practice of the PKP on the
REM of the Nur-Sultan MCH Ne2 and the Nur-Sultan MCH Neft ; highlighted in the work of the poster
session of the VII Congress of Surgeons of Kazakhstan with international participation in Almaty
from 30.09.-01.10.2021. Received AC No. 18079 of the Republic of Kazakhstan dated May 27, 2021
(www. kazpatent.kz)
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TyniH ce3nep

XKacywarblk Meduamopnap, ypbiKmbiH
2enamouyummenpi,

ipiHOi-cenmukarnblIK xapanap.

Lenb. B ceg3u ¢ amum MOHSMHO cmpemreHue MHo2ux uccredosamernell K U3yYeHUK HO8bIX Memodos
UHmMeHcugHoU mepanuu cuHOpoma 3HO02eHHOU UHmMokcukauyuu [1,2,3,4,5,6,7,8]. Aemopamu nposedeH aHanu3
aghcbekmusHocmu npumeHeHUs meduamopos (cypghakmaHma) ¢hemaribHbIX 2€rmamoyumos 8 KOMIIEKCHOM
JIeYEHUU 2HOUHO-CcenmuYeckux paH. [lpedcmaeneHsl pesynbmambl MPUMEHEHUS KIemo4HbIX Meduamopos
bemarnbHbIx 2enamoyumos y daHHOU Kameaopuu 60bHbIX.

Mamepuan u memodsl. [lposedeH npocrnekmueHbIl Memod uccredosaHusi OCHOBHOU epynribl, KOmopyto
cocmasunu 60sbHbIE C 2HOUHO-cenmuyeckumMu paHamu (Oanee [CP) — 504enosek, 8 KOMIMIEKCHOM fIe4eHUU
KOMOpbIX MPUMEHSIU  KriemoyHble Meduamops! (danee KM); koHmponsHolu epynnsl — 50 60sbHbix [CP,
MPOSIEYEHHBIX M0 MPadUUUOHHOU CXEMe.

Pe3ynbmamabl. Pe3ynismambl 1e4eHUs KIemoYHbIMU Meduamopamu OUeHeHb! y 50 nayueHmos, nomay4asuwux
amom npenapam 6 0do3e 0,15 mn/ke. KoHmpornbHyto epynny cocmasunu 50 nayueHmos, mnomay4asuux
¢busuonoauyeckull pacmeop 8 do3e 0,15 mn/ke 8 kayecmee nnauebo. Myx4uH 27, xeHwuH 23. MccnedosaHue
nposodusnockecoomeemcmsuuKnuHu4eckumlTpomokonomMonepamueHo20uduazHOCMuUYecKo208Mewamenscmea
mpaHcnnaHmayuu meduamopos hemarbHbIX Kemok PekomeHAo8aHHbIM IkcriepmHbiM cosemom PITI Ha [TXB
«PecnybnukaHckuli ueHmp pa3sumusi 30pasooxpaHeHus» MuHucmepcmea 30pagooxpaHeHUsi U coyuarnbHo20
passumusi PK om 30.09.2015 e. (lpomokon Ne 10).

3aknroyeHue. Pe3ynbmamsi uccnedogaHus 8HeOpeHb! 8 npakmuyeckyro desmensHocmb Kl Ha [TXB MIb
Ne2, Kl Ha MMXB b Ne1 e. Hyp-CynmaH; ocseweHsl 8 pabome nocmepHoli ceccuu Yl KoHepecca Xupypeaos
KasaxcmaHa ¢ mexdyHapoOHbIM ydacmuem 2. Anmamsi om 30.09.- 01.10.2021e. lNony4eHo AC Ne 18079 PK om
27. 05.20212. (www. kazpatent.kz)

IpiHai-cenTUKanbIK Xapanapabl KeweHAi emaeyae Xacywanbik

TexHonorusnapabl KongaHy

PyctemoBa K.P.", KoxxaxmetoB C.K.!, Canap6aes C.C.", UIcmaTtoB A.Y.%, TypcbiH6aeB H.H.3,
Kbinkangap C.XK.2

" KapOuomopakanbs0bi xupypausi xsHe KBX Kypcbl bap xupypausinblk aypynap kagedpachl,
«AMY» KeAK, Hyp-Cynmat K., KazakcmaH
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Anmamel K., KasakcmaH

3 LIPKK «Ne2 kananbik kercanarnsi aypyxaHacsi» MKK, Hyp-CynmaH K., KasakcmaH

AHOamna

IpiHOI xapanapOblH ackblHFaH myprepiH emoey Kasipei 3amaHfbl MeOUUUHaHbIH 63eKkmi Macerneci 60sbin
mabbinadsl. Onepayusi andbiHOarbl KE3€HHIH MaHbI30bl Maceneci 15-35% xardali0oa 0amumsbiH ipiHOi acKbiHynap
6071b1m mabbinadsl. MyHOal Haykacmapda enim 25-60% xemedi. IpiHOi cencucmi ackbiHFaH myprepiHoe 6acbim
6onambIH mamonoausiibiK CUHOPOM 3HO02eHOiK UHMOKcuKkayusi cuHOpombl (SUC) ekeHi beneiri.

Makcamsbi. OcbiraH 6alinaHbicmbl KermeeeH 3epmmeywinepdiH 3H002eHOIK UHMOKCUKauusi CUHOPOMbIH
UHMeHcusmi meparnusiHbiH XaHa od0icmepiH 3epmmeyze OeeeH YMMbIbICHI MYyCiHikmi. Aemopnap ipiHOi-
cenmukarblk xapanapObl keweHOi eMOeyOe ypblK eenamoyummepiHiy MmeduamoprapbiH (6emmik 6enceHOi 3am)
KondaHydbIH muimoinieiH mandadsl,. HaykacmapdbiH 0Cbl caHambIHOaFb! YpblK 2enamoyummepiHiy xacywarnbik
MeduamoprapbiH KondaHy Homuxesnepi bepineeH.

Mamepuan xaHe adicmep. Hezizei monmsl 3epmmeydiH nepcnekmuearblk 90ici xypeaidindi, on ipiHOi-
cenmukarblK xXapanapbl 6ap HaykacmapOaH (6ydaH api — IC)X) — 50 adam, keweHOi emOeyde xacywasnbik
meduamopnap (6ydaH api — XKM) KondaHbindbl; bakbiiay mobbl — 0acmypii cxema 6olbiHwa emenzeH ICXK 6ap
50 Haykac.

Hamuxenep. acywanbik meOuamopnapmeH emoey Hamuxenepi ocbl npenapammsi 0,15 mn/ke 0o3ada
kabbindaraH 50 nayueHmme baranaHobl. bakblnay mobbiHa ¢huduonozusisibik epimiHOiHi naye6o pemiHde 0,15 mn/
ke 0o3ada KabbindaraH 50 nayueHm kipoi. Epnep 27, atiendep 23. 3epmmey KazakcmaH Pecrybnukacsi [JeHcaybik
cakmay xoHe aneymemmik 0aMy MuHucmpieiHiH «Pecrybnukarblk deHcaynbiK cakmayObl 0ambimy opmaribifbi»
LLPKK PMK Capanmamariblk KEHeCi yChbiHFaH YpbIK XacywachiHbiH MeduamopiapbiH mpaHchnaHmayusinayobiH
XUpYp2USiTIbIK XoHe OuacHOCMUKarblK apanacyblHbiH KITUHUKarbIK xammamachiHa calkec xypeaisindi. KasakcmaH
2015 xbinrbl 30 Kbipkytekmeei (No10 xammama).

KopbimbiHObl. 3epmmey Homuxenepi Ne2 kananeik aypyxaHacsl LLDKK MKK, Hyp-CynmaH KanacbiHbIH
Ne 1 kananbig aypyxaHacel LLDKK MKK mexipubeciHe eHeisindi; 30.09.-01.10.2021 x. apanbifbiH0a Anmameida
XarblKkaparnbiK KambicymeH KazakcmaH xupypemapbiHbiH VI KoHepeciHiH mocmep ceccusichiHbIH XyMbICbiHOa aman
emindi. Kazakcma+ PecnybnukacbiHbiH 2021 xbinfbl 27 mambipdarsl Ne 18079 AK (www.kazpatent.kz) anbiHObI.



THE USE OF CELLULAR TECHNOLOGIES IN THE COMPLEX TREATMENT

OF PURULENT-SEPTIC WOUNDS

Relevance:

Despite the results achieved in the complex
treatment of purulent wounds, this problem continues
to be relevant and needs to be further developed.
The clinical diversity of manifestations of purulent
infection of soft tissues determines the need to
search for an algorithm for diagnosing the severity
of the course of a purulent wound process, clarifying
indications for use and optimizing the components of
complex treatment. Treatment of complicated forms
of purulent wounds is an urgent problem in practical
public health. A serious problem of the preoperative
period is purulent complications that develop in 15-
35% of cases. In such patients, mortality reaches 25-
60%. It is known that the predominant pathological
syndrome in complicated forms of purulent sepsis is
the syndrome of endogenous intoxication (SEI). At the
same time, the traditional intensive therapy of SEIl in
complicated forms of PSW does not always give an
effect. Patients have long-term fever, encephalopathy,
and intoxication. Therefore, the desire of many
researchers to study new methods of intensive care
for the syndrome of endogenous intoxication is
understandable. [1,2,3,4,5,6,7,8]. The use of cellular
technologies in the treatment of sepsis and HSR is
primarily due to: the wide positive properties of fetal
stem cells (hereinafter referred to as FH) and cell
mediators (hereinafter referred to as CM), as well as
their increasing use in transplantation in general. The
relevance of this work is substantiated by the need to
further improve the biotechnology of preservation and
the methods of introducing FH and CM, as well as to
increase the effectiveness of the complex treatment of
patients with purulent-septic wounds.

Research objective:

To improve the results of treatment of purulent-
septic wounds through the use of cellular mediators
of fetal hepatocytes. To solve the problem: an
algorithm for complex intensive care of patients with
PSW, including the use of cellular mediators of fetal
hepatocytes, was developed and implemented in
practice at the departments of surgical infection of the
Nur-Sultan MCH Ne2 and the Nur-Sultan MCH Ne1
(Acts of implementation from 2021).

Materials and methods of research:

The results of treated patients with PSW were
studied retrospectively and prospectively in the
conditions of the departments of surgical infection of
the Nur-Sultan MCH Ne2 and the Nur-Sultan MCH Ne1.
The control group of 50 people - patients treated in the
traditional way; the main one - 50 people - complex
treatment of HSR included the use of CM according to
the developed algorithm.

- Clinical and anamnestic data of patients with
purulent-septic wounds;

- Analysis of the results of biochemical and
instrumental studies,

- Immunological studies: study of IL, TNFa, MCM,
determination of the cytokinin spectrum

- Hematological studies: LIl (leukocyte index of
intoxication), HIl hematological index of intoxication),
CBC(detailed complete blood count - 12 indicators);
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biochemical blood tests.

- Microbiological studies: results of the tank. sowing
from wound surfaces (CFU / 1g of tissue) on a dense
nutrient medium (agar-agar), with the determination of
the sensitivity of microflora to antibiotics.

- Planimetry of a purulent wound: the change in
the area of the wound and the rate of healing were
assessed at 3s, 5s, 7s, 15 days.

A) The percentage of reduction in the area of
wounds (WAP) from the initial size (calculated by
the formula: WAP = (So-S) / Sox 100%, where So is
the initial average level of the area at the beginning of
treatment, mm?, S is the average wound area at the
time of measurement, mm?.

B) Wound healing rate (WHR), i.e. % decrease in
the area of the wound per day was calculated by the
formula WHR =( WAP 1— WAP o)/ T, where WAP1 is
the percentage of reduction in the area of wounds from
the original at the time of measurement; WAPO - the
percentage of reduction in the area of wounds during
the previous measurement; T- is the number of days
between study measurements.

- Statistical processing of the obtained results
(data analysis and processing of the results). Statistical
processing of the material was performed using the
computer program Statistica 6.0 from StatSoft (USA).
Data processing was carried out by the nonparametric
Wilcoxon-Mann-Whitney method. The purpose of
processing was to identify a statistically significant
difference between the indicators at different stages
of treatment. The tables reflect the average values,
standard deviations, p-criterion for the significance of
differences. The results were considered significant at
p<0.05.

Research results and discussion:

The results of treatment with cellular mediators
were evaluated in 50 patients who received this drug
at a dose of 0.15 ml/kg. The control group consisted of
50 patients who received saline at a dose of 0.15 ml/kg
as a placebo. Age of patients from 17 to 75, 27 men, 23
women. The study was conducted in accordance with
the Clinical Protocol for the surgical and diagnostic
intervention of transplantation of fetal cell mediators
Recommended by the Expert Council of the RSE on
REM «Republican Center for Health Development» of
the Ministry of Health and Social Development of the
Republic of Kazakhstan dated September 30, 2015
(Protocol No. 10). In the course of the work, medical
records were examined and detailed information on the
results of clinical and laboratory studies of the medical
history. Weighted sampling was used in data analysis
throughout the study. Prior to enroliment in the study,
all patients received a patient information leaflet and
signed an informed consent form for participation in
the study.

Characteristics of the object of study:
Patients of the main group were injected with cellular
mediators. Cellular mediators are an extracellular
fraction of cryopreserved fetal tissues of a human
fetus at 17-20 weeks of gestation. Fetal material is
tested by PCR for the following pathogens: Chlamydia
trachomatis, Chlamydia pnevmonica, Ureaplasma
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Figure 1.
LMM-level of medium
molecules

Figure 2.
HIl-hematological index of
intoxication

Figure 3.
Interleukin 6

Figure 4.
Interleukin 2

surelyticum, Ureaplasma sparvum, Mycoplasma ho-
minis, Mycoplasma genitalium, Neisseria gonorrhoeae
v.1, Neisseria gonorrhoeae v.2, Trichomonas vaginalis,
Cytomegalovirus, Gardnerella vaginalis, HSV 1,
HPV 18 (Human papillomavirus), HSV 6 (Human
herpesvirus), Candida albicans, Treponema pallidum,
Toxoplasma gondii, Mycobacterium tuberculosis,
Hepatitis A virus, Hepatitis B virus, Hepatitis C virus,
Hepatitis D virus, Hepatitis G virus, Brucella species,
Epshtein-Barr virus, Salmonella. Fetal material was
tested for Human immunodeficiency virus (HIV) by
enzyme immunoassay (ELISA).

In the main group of patients with PSW treated
according to the developed algorithm [9], starting
from the 3rd day of the postoperative period, there
was a positive trend in the course of the endogenous
intoxication syndrome (hereinafter referred to as SElI).
This was expressed with the normalization of body
temperature, a decrease in tachycardia to 76-64 bpm,
improving appetite, reducing the effects of intoxication
and encephalopathy. In laboratory parameters, there
was a decrease in LIl to 0.41 units, HIl to 0.7 units,
a decrease in plasma osmolarity to 291.03 mosmol/l.
The severity of SEI decreased to 1 degree. The
number of points on the SAPS scale reached 16,
which corresponded to a 2.3% probability of death. For

example: Patient K., 42 years old with PSW , operated
on September 27, 2004, received CM at a dose of 10.0
ml IM x 1 time per day for 5 days in complex treatment;
already on the 4th day after the operation, he was
transferred to the specialized surgical department
due to the stabilization of his condition. After 7-9
days, patients of the main group were discharged
in a satisfactory condition. Total stay in the hospital
10+-0.52 bed-days, including 3-4 bed-days in the
intensive care unit (department of anesthesiology and
resuscitation).

These results demonstrate the possibility of
successful correction of SEI in patients with PSW
through the introduction of cellular mediators in
complex intensive care. In order to study the effect
of therapy with cellular mediators on the dynamics
of changes in SEI markers, the leukocyte index of
intoxication, the hematological index of intoxication
(HII), the level of medium molecules (LMM), plasma
osmolarity, urea, creatinine, bilirubin, ALT, AST,
interleukin 2 (IL-2 ), interleukin 6 (IL-6), interleukin - 10
(IL-10), tumor necrosis factor (TNFa) in patients of the
main and control groups. The diagrams below clearly
reflect the dynamics of the inflammatory process
against the background of ongoing therapy in the main
and control groups.
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By the 7th day, the level of medium molecules (Fig.
1) in the main group was lower by 0.25 c.u. (1.8 times)
than in the control group (p < 0.05).

The leukocyte intoxication index (LII) increases
statistically significantly on the first day after surgery

by 8 times, decreases by 5-7 days, reaching the initial
level. In the main group, compared with the control
group, on the 7th day LIl (Fig. 2) was 1.4 times lower
(p <0.05).

The level of interleukins in dynamics
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The level of TNFa was 2.6 times lower than in the
control group (p < 0.05).
The concentration of IL-6 and IL-2 (Fig. 3, 4) in the

main group was 1.5 and 2.5 times higher, respectively,
than in the control group. The results of planimetric
methods for studying the rate of wound healing in the
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main (Fig. 6) and control (Fig. 7) groups correlated with
the results of the dynamics of changes in SEI markers:
leukocyte index of intoxication (LII), hematological
index of intoxication (HII), level of medium molecules
(LMM), interleukin 2( IL-2), interleukin 6 (IL-6),
interleukin - 10 (IL-10), tumor necrosis factor

(TNFa) in patients of the main and control groups.
In the main group of patients, the healing rate was
consistently high throughout the entire observation
period, which indicates a pronounced CM activity:
the regeneration phases are significantly accelerated
(p <0.05).

Day7?

= main group

= control group

mDay3 35,6%
mDay5 54,0%
mDay7 91,2%

Day10 100%

mDay3 21.2%

®Day5 44.9%

uDay7 T8.4%
Dy 10 88,9%

Conclusions:

1. For the first time, an optimal algorithm for the
complex treatment of patients with purulent-septic
wounds using cellular mediators of fetal hepatocytes
has been developed and proposed.
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cocy008, 8pOXOEHHbIL MOPOK

CORONARY PULMONARY FISTULA

Ormanov B.K., Abilkhanov E.E., Azizullayev I.Kh.,
Sapunov A.V., Kudaibergen A.B.

“A.N. Syzganov National Scientific Center of Surgery” JSC,
Almaty, Kazakhstan

Abstract
Coronary arteriovenous fistula (CAF) is a rare form of congenital heart disease. However, it is the most

common type of congenital anomaly of the coronary arteries. [1] When there is the connection between the
coronary artery and the chambers of the heart, it is called a coronary chamber fistula. The fistula may also be
between a coronary artery and another adjacent vessel from the pulmonary or systemic circulation. An open fistula
provides low-resistance flow by directing blood from an artery into a vein, heart chamber, or other low-pressure
vessel such as the pulmonary artery. Patients with CAF may develop symptoms at birth or later in life, depending
on the type of fistula and the presence of collateral circulation. Studies have reported an association between
ventricular arrhythmias and sudden cardiac death syndromes in young adults and athletes with certain types of
coronary anomalies, such as anomalous origin of the left coronary artery from the pulmonary artery (ALCAPA)
[2-5]. The most common symptom is a myocardial ischemia. The purpose of this article is to present a clinical
case of endovascular treatment of coronary pulmonary fistula. As a result of a modern diagnostic methods, such
as CT angiography with three-dimensional reconstruction, it is not difficult to assess the degree and nature of the
pathology. Having assessed the tactics, modern doctors are able to cope with coronary arteriovenous fistulas with
great success using minimally invasive X-ray endovascular technologies.

KOpOHapHO-nyHbMOHaﬂbHaﬂ CbVICTyﬂa

OpwmaHoB B.K., AbunxaHos E.E., AsusynnaeB U.X., CanyHoB A.B.,
Kynan6epreH A.B.

AO «HaumoHanbHbIN Hay4HbIN LEeHTP xupyprum umenn A.H. CoizraHosay,
r. Anmathbl, KasaxcTaH

AHHOMayus

KopoHapHasi apmepuoseHo3Has pucmyna (KA®) sensemcs pedkoli hopMoli 8p0oxOeHHO20 rnopoka cepoua.
Tem He meHee, amo Haubosee pacnpocmpaHeHHbIU Mur 8pOX0eHHbIX aHOMasuli KOpOHapHbIX apmepul. Kozda
OH Haxo0umcsi Mexdy KOpOHapHoU apmepuell U kamepamu cepoua, OH Hasbl8aemcsi KOPOHapHO-KaMepPHbIM
csuwjom. Ceuwy makxe Moxem Obimb MexAy KOpoHapHoU apmepuell u OpyauM coceOHUM cocyOoM U3 Sle204-
HO20 unu 6onbwoeo Kpyea kposoobpaweHus. Omkpbimas pucmyna obecreqyusaem MOMOK ¢ HU3KUM COMPO-
MmuerneHueM, Hanpasnss Kposb HeMoOCpPeOCMBEeHHO U3 apmepuu 8 8eHy, cepdeyHyro Kamepy unu opyeoli cocyod ¢
HU3KUM OagneHueM, makol kak neeoyHasi apmepusi. Y nayueHmos ¢ KA® cumnmombl Mo2ym pa3susamscs npu
poxdeHuu unu e 6onee NO30HeEM 8o3pacme, 8 3agUCUMOCMU Om mura ghucmysibl U Hamuqus KonnamepasnbHo20
KpogoobpauwjeHus. B uccnedogaHusix coobwjanock 0 cesi3u Mex0y Xenydo4KosbIMU apummusMu U cuHOpoma-
MU 8He3arHol cepOeyHol cmMepmu y MonoOkix 10el U CriopmcMEHO8 MpuU OnpedeneHHbIX munax KopoHap-
HbIX aHOMaJull, makux Kak aHoMaslbHoe OmX0XOeHue /1eeoll KOpOHapHOU apmepuu om f1e204HOU apmepuu
(ALCAPA). Odblwka npu ¢husuyeckol Haepy3ke u cmeHokapOus u3-3a uwemuu Muokapoa sensrmes cambiMu
yacmbIMU cumnmomamu. B 0aHHoU cmambe npedcmasriieH KnUHUYeckul cryqati 9HO08aCKyIsPHO20 SIeYeHUs
KOPOHapHO-MynbMOHanbHoU ¢oucmyrbl. Ha daHHbIU MoMeHm, 6r1a2o0aps cospeMeHHbIM Memodam duagHoCmu-
Ku, makux kak KT aHeuoepachusi, c mpexmepHol peKoOHCmpyKyuel, OueHUmb cmeneHb U Xapakmep rnamosoauu
He cocmasnsiem mpyda. OueHU8 maKmuky, CoO8peMeHHbIe 8padu ¢ 6oMbWUM yCrneXoM crnocobHbI crpasumscs
C KOPOHapHbIMU apmepuUo8eHO3HbIMU chucmynamu C UCMONb308aHUEM MaouH8a3USHbIX PEHM2eHIHO08aCKY-
TI5ipHbIX MexHonoaud.
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KopoHapnblk ekne cdomctynacsol

OpmaHoB bB.K., AbunxaHos E.E., Asusynnaes U.X., CanyHoB A.B.,
KynanbepreHn A.B.

«A.H. CbisraHoB aTblHAafbl ¥NTTbIK XUpyprus optanbifbi» AK,
Anmarthl K., KasakctaH

AHOamna

KopoHapnbik apmepuogeHo3obi gpucmymna (KA®) mya 6imkeH Xypek akaybiHbIH cupek mypi 60/bin mabbi-
naokl. [lezeHmeH, 6yn KopoHaprblK apmepusinapobiH mya 6imkeH aHOManusiCbiHbIH €H Kern mapasfaH mypi.
KopoHapnblk apmepusi MeH Xypek kamepanapbl apacbiHOa 60s1ca, OHbl KOPOHapPIbIK-kamMepasbiK chucmynach!
Oen amaliobl. CoHOal-aK, hucmyna KopoHap/ibiK apmepusi MeH eKre Hemece XyUeni KaH aliHanbIMbIHaH 6acka
ipeenec mambip apackiHOa 6omybl MyMKiH. AwbiK chucmyrna kaHObl apmepusiOaH mikenel mambipFa, XypekK Ka-
MepacbiHa HEMece eKre apmepusichl cusikmbl backa memeH KbicbiMObl mambipra 6arbimmay apKblribl MemMeH
KapcbirbIK arbiHbIH Kammamachi3 emedi. KA® 6ap emOenywinepde gpucmyna mypiHe XaHe Konnamepasnbobl
KaH aliHanbIMbIHbIH 6011ybIHa balinaHeicmbl mybliFaHOa Hemece KeliHei emipde cunammamanap 0amybl MyMKiH.
3epmmeyrnep exkne apmepusicbiHaH CO/ XaK KOPOHap/blK apmepusiHbiH aHomanussbik whiry meai (ALCAPA)
CUSIKMbI KOPOHap/bIK aHoManusinapObiH 6eneini 6ip mypnepi 6ap xac epecekmep MeH criopmuwbinapoarsi Ka-
PbIHWaTbIK apummusiiap MEH KeHEMMEH XYpPeK enimi cuHOpoMAapb! apacbkiHOars! batinaHbicmapobl xabap-
naobl. Muokapd uwemMusiCbiHbIH 9CEpIHEH Kyw mycKkeHOeai eHmiay XeHe cmeHoKapOusi - eH Xui ke3decemiH
6eneinep. byn makanada KOpoHaprbiK eKne ghucmynachiHbiH 3HO08aCKYIAPbLIK eMiHiH KIUHUKanbIK xXaroalibl
6epinzeH. Kasipai yakbimma yw enwemdi pekoHcmpykuusimeH KT aHauozpagbusicsl cusikmbl 3aMaHayu 0uagHo-
cmukanbiK adicmepOiH apKackiHOa namonoausiHbIH 0apexeci MeH curnambiH baranay KubiH emec. TakmuKaHb!
baranali ombIpbin, 3amMaHayu dapieepiep MUHUManObl UH8a3uemi peHmeaeHOiKk 3HO08ACKYSPIIbIK MEXHOM02U-

AnapObl KondaHa ombIpbI, KOPOHap/IbIK apmepuoseHo3ds! ghucmynanapdbl yiKkeH mabbicreH xeHe anaokbi.

Relevance

A coronary artery fistula or coronary arteriovenous
fistula is a congenital or acquired defect characterized
by an abnormal connection of a coronary artery with a
pulmonayr or systemic circulation, as well as with one
or more chambers of the heart, bypassing the capillary
blood flow. Coronary arteriovenous fistulas occur in
the population in 0.002% of cases, and in 0.25% of
patients undergoing coronary angiography [6-9].

CAF was first described by Krause in 1865. [10],
revealed by coronary angiography. Haller and Little
described the characteristic clinical triad of CAF:
murmurs, left-to-right atrial or ventricular shunt, and
dilated, tortuous coronary arteries. CAF can lead to
severe hemodynamic disorders such as myocardial
ischemia, cardiac arrhythmias, heart failure, and
infective endocarditis in adults [11]. The classification
according to Sakakibara (12) is often used to classify
CAF, according to which the division according to the
type of vessel origin is important: from the proximal or
distal segment of the coronary arteries.

The proximal type of fistula discharge is
characterized by normal diameters of the involved
coronary arteries. In the case of the distal type, the
entire coronary artery often expands and often ends
in the right heart.

The main pathogenetic mechanism is related to
the drainage of blood from high pressure blood vessels
into a low pressure system through a fistula.

Causes of CAF can be congenital or acquired.
More than 90% of CAFs are congenital [13]. During
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early fetal development, the sinusoids feed the primitive
myocardium, which is associated with the primitive
tubular heart. Later, in adulthood, sinusoids usually
transform into Thebesian vessels and capillaries.
Persistent sinusoids that do not regress may contribute
to a fistulous connection between coronary arteries
and heart chambers [14, 15]. There is also a residual
primitive connection between the coronary arteries and
other mediastinal vessels (eg, bronchial, pericardial, or
mediastinal arteries) or the superior vena cava, which
may contribute to the development of a coronary
arteriovenous fistula [16]. Acquired CAF results from
iatrogenic events such as coronary stenting, coronary
artery bypass grafting, trauma, and chest radiation [17,
18]. Some diseases, such as coronary vasculitis and
myocardial infarction, can lead to the development of
CHF in the chronic phase [19].

Description of the clinical case

The purpose of this article is to present a clinical
case of endovascular treatment of coronary pulmonary
fistula. Patient M., 60 years old, a resident of the Almaty
region, was admitted to JSC «NSC of surgery named
after Syzganov A.N.” with a diagnosis of Congenital
heart disease. Coronary pulmonary fistula. Atrial
fibrillation. Cryoablation in 2021. CH Il FC by NYHA.

The first time patient was admitted to our center
in September 2021. with complaints related to
cardiac arrhythmias, interruptions in the work of the
heart, the patient was additionally examined at the
center. Due to the AF Cryoablation was performed.
Selective polypositional coronary angiography re-
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Figure 1.

Selective coronary angiography
of the LCA, direct projection.
The arrows indicate tortuous
aberrant vessels originating
from the CxA

Figure 2.

Selective coronary angiography
of the RCA, direct projection.
Arrows indicate tortuous
aberrant vessels originating
from the RCA RCA CxA

Figure 3.

Selective coronary angiography
of the CxA, direct projection.
Final view after embolization of
the aberrant vessels

vealed anomalies associated with the coronary
arteries. Because of the low ejection fraction by
echocardiography (29%), was made a decision to
implant a cardioverter defibrillator. The patient was
discharged with an improvement in his general
condition, and inncreasing in EF up to 36% was noted
during the control EchoCG.

In January 2022 the patient is re-admitted to the
Department of Interventional Cardiology, Arrhythmology
and Endovascular Surgery of our Center. According to
EchoCG, LV EDV is noted: 151 ml, LV ESV: 74 ml, SV
77 ml, EF 51%. interventricular septum thickness 1.2
cm. RVSP 24 mm Hg. The valves are intact. According
to the ECG: Horizontal position of the electrical axis.
LV hypertrophy. Myocardialischemia of the posterior
wall of the left ventricle. The patient complains of
shortness of breath, mild angina pectoris, and general
weakness. The patient was taken to the «cath lab»:
after processing the surgical access was secured
through the right radial artery using the Seldinger
method. Selective polypositional coronary angiography
revealed: LCA trunk - stenosis up to 30%, passable.
LAD - stenosis in the proximal third up to 80%. There
is an aberrant vessel in the CxA, which has a tortuous
course with angiomatous nodes with a transition to
an aneurysmal expansion in the final segment up to

3.0 mm and a fistula into the left pulmonary artery,
the diameter of the fistula is 4.5-5.0 mm. C type by
Sakakibara. RCA - in the proximal third there is an
aberrant vessel with a tortuous course, expanded
to 5.0 mm in the final segment and a fistula with a
diameter of 4.5 mm communicating with the pulmonary
artery trunk. A coronary guidewire was inserted into the
coronary pulmonary fistula, into it is supply vessel, on
which a microcatheter «Maestro Merit» was delivered.
A Nester Embolization Coil was passed through the
microcatheter and delivered. During embolization, the
number of coils was not enough, and therefore it was
decided to use a coronary stent Ultimaster 4.5-15 mm,
which was implanted in the distal third of the OA at the
site of the coronary-pulmonary fistula. During control
coronary angiography, the discharge of contrasted
blood through the coronary-pulmonary fistula was
eliminated and completely occluded.

There were no complications during the operation.
The patient was transferred to the ward for dynamic
observation. The patient was discharged a few days
later. Subsequently, the patient is scheduled to
undergo embolization of the RCA fistula and stenting
of the LAD of the LCA. As a result of treatment, the
patient's general condition improved, chest pains
ceased to bother, shortness of breath decreased.
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Discussions

Unfortunately, at the moment there are no single
accepted protocols for the postoperative management
of patients with this pathology. According to some
authors, 10% of cases of transcatheter or surgical
treatment were subject to CAF recanalization [20].

Zhang and colleagues [21] reported that CAF
recanalization occurs within 1 year, suggesting the
importance of assessing the residual shunt in the early
postoperative period. Although a residual shedding
of less than 2-3 mm can be observed without
further intervention, careful monitoring during the
postoperative follow-up period is necessary [21, 22].

Other possible complications after coil embolization
or surgical ligation of the coronary arteries include
persistent dilatation or aneurysmal changes in the
ostia and coronary arteries, as well as the formation of
blood clots, which can lead to myocardial ischemia and
even infarction [23].

According to some authors, ECG changes
and arrhythmias may also occur during and after
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Abstract

Hepatocellular carcinoma (HCC) is a malignant tumor of the liver which accounts for up to 90% of all liver
cancers.

In recent years, there has been an increase in the incidence of HCC all over the world, including in Kazakhstan.
Diagnostic issues are still important. Alpha-fetoprotein (AFP) is a specific marker most widely used in the diagnosis
of HCC. The article describes of the features of the AFP expression level in immunohistochemical studies with
different stages and gradation of hepatocellular carcinoma, as well as a correlation analysis with serum AFP.

Material and methods. A total of 50 patients with HCC were analyzed. Blood serum tests were performed to
determine the level of AFP and an IHC study to assess the expression of AFP.

Results. When analyzing the serological AFP, it was found that in the vast majority of cases (n=33), values
were between 10-20 units/ml. In 83% cases HCC, cytoplasmic and nuclear expression of AFP was determined in
malignant cells in IHC. The expression of the AFP was high in 32% cases, moderate in 46% cases, and low or not
detected in 22% cases. The area of AFP - immunopositive cells node averaged 37.25+15.47%. When conducting
a correlation analysis, it was found that the overall Pearson correlation coefficient between serum AFP and the
degree of AFP staining was r = +0.0089.

Conclusion. Critically high AFP values correlate with the degree of HCC differentiation. The results of IHC
showed that in 83% of patients with HCC, cytoplasmic and nuclear expression of AFP, which indicates a high
sensitivity of the marker regarding the definition of malignancy. Given the absence of a correlation, it can be
assumed that the serum AFP value cannot be associated with AFP expression data in immunohistochemistry and
can be used as a separate value for HCC differentiation.
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AHOamna

lenamouenmnonsapnsl  KapyuHoma - eermamoyummepdeH natda 6omambiH 6aybipOblH Kamepsi  iciei,
6ayblpObiH 6aprbik kKamepni icikmepiHiH 90% Kypatiobl.

CoHrbl Xbindapbl bykin anemde, OHbIH iwiHOe KasakcmaHOada eernamouenmonsaprblk KapUuHOMaHbIH
anFawkbl  aHblKmasFaH KardalnapbliHbIH Ke30ecy JkuinieiHiH apmybl b6alikanadbl. Kasipei yakeimma
OuazHocmukarblK Macernenep oni 0e mMaHbI30bl 6onbin Kana 6epedi. AnbghaghemornpomeuH epekwe Mapkep,
UK OuacHo3biHOa KeHiHeH KondaHbinadbl. Makanada epmypni cambIMEH XoHe 2enamouesIrnspbIK
KapUUHOMaHbIH epadayusicbiMeH UMMYyHO2UCMOXUMUsIbIK 3epmmey Ke3iHOe A®[I akcripeccusi OeHeeliHiH
epekwernikmepiH manday, coHoal-ak capbicynbik AQl-MeH Koppenayusbik manday cunammanaosbl.
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KoHdpnukm uHmepecoe
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UHMepecos

KnioueBble crioBa
2enamouensonspHas kapyuHoma,
CbIBOPOMOYHBIL anbhaghemonpomeuH,
UMMyHo2UCMOoXUMUS], cmadusi,
epadayusi

Mamepuan xaHe adicmep. AwbiK Xxupypausinsik oma xocnapnaraH I'LUK-b1 6ap 50 nayueHmmiH depekmepi
mandaHOkl. bapnbik nayueHmmepde A®IT deHeeliH aHbiKmay YWiH KaH capbiCybiH 3epmmey xaHe AD[]
aKcnpeccusicbiH baranay ywid UFX 3epmmey xypeai3indi.

Hamuxenep. Ceponoeusinsik A®I1 0eHeeliiH manday kesiHOe 6ackim Kenwinik xardatinapoa (n=33) AQI1
maHOepi 10-20 6ipnik/mn apackiHOa boriFaHbl aHbIKManobl, Xypai3ifneeH UMMYHO_UCMOXUMUSITbIK 3epmmeynepoiH
Hemuxenepi MK-b1 6ap HaykacmapObiH 83% - biHOa Kamepni xacywanapda A®I yumonnasmansik XeHe
SI0POJIbIK 3KCMPECCUsiChbl aHbIkmanambiHbIH kepcemmi. LK mydiiHOeai ADIT mapkepiHiH akcrpeccusi OeHeeli
32% (n=16) xardatiOa xorapsbl, 46% (n=23) xardalida - opmawa xoHe 22% (n=11) xardalida - memeH Hemece
myndem aHbikmanmaraH. LK mopabbiHOarsl A@l-ummyHomno3umuemi xacywanapOblH ay0aHbl opma ecenneH
37,25+15,47% - Obi Kypadbl. Koppensuussnbik manoay xypeaidy kesiHoe capbicyrnbik AR meH UTX-0arbl AD[T 6osy
0apexeci apacbiHOarbl [UPCOHHBIH Xarrbl Koppensayus kKoaghghuyueHmi r = +0,0089 KyparaHbl aHbIKManokbI.

KopbimbiHObI. A®[I-HiH cbiHU Xofapbl MaHOepi I'LIK capanay OeHeelimeH batinaHbicmbi. UIX Homuxenepi
namonoausinbiK xacywanapda LK 6ap HaykacmapObiH 83%-bIHOa a-hemonpomeuHHiH Yumonna3maribIK KeHe
SI0PONbIK 3KCMPECCUsiChl aHblKmanambIHbIH Kepcemmi, b6yn Kamepni icikmi aHbikmayFra Kambicmbl MapKepoiH
JKOFapbl ce3iMmanobifbiH kepcemedi. Koppenayussbik 6atinaHbiCmbiH XOKMbIfbIH ECKEPe 0MbIpPbIr, CapbICybiK
AQ®IT maHi ummyHoaucmoxumusi kesiHoe A®I akcripeccusichbiHbIH OepekmepimeH 6atinaHbicmbl 60/1Maliobl XoHe
UK dugbcpepeHyuanday ywiH xeke MaH pemiHOe KondaHblmybl MyMKiH 0en 6o/mkayra 601aokbI.

OCco06eHHOCTU YPOBHS 3KCNpeccuu acpn Npy pasnUYHbLIX CTagUAX U rpagaumax ruk,

KOppeﬂilUMOHHblﬁ aHanu3 Mexay CbiIBOPOTOYHbIM a(bﬂ
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AHHOMayus

lenamouenntonsapHas KapyuHoma — 3/10Ka4eCmeeHHasi oryXorb MEYEHU, MPoUCcXo0suas U3 eenamoyumos,
cocmaenissem 00 90% 6cex pakogs neyeHu. B nocrnedHue 200kl Habmwdaemcs ysenuyeHUe Yacmomsbl
8cmpeyaeMocmu MepseuYHO BbISBIEHHLIX Crly4aes 2enamouenonsgpHol KapyuHoMabl 80 8CEM Mupe, 8
mom yucne u 8 KazaxcmaHe. B Hacmosiwee epemsi 80rpochi OUaz2HOCMUKU OCMAatomcesi 8Ce eUie 8axXHbIMU.
AnbghachemonpomeuH cneyupuyHbIl MapKep, Haubosee WupoKo ucnomb3yemsbiti 8 OuaeHocmuke LK. Bcmamese
ornuckigaemcsi aHanu3 ocobeHHocmeu yposHs akcripeccuu AD[T npu UMMYyHO2UCMOXUMUYECKOM uccnedosaHuU
¢ pa3nu4Holi cmaduel u epadayueli 2enamouenionspHoU KapyuHOMbI, @ MakXe KOppensyuoHHbIU aHanus ¢
CbI8OPOMOYHbLIM ADIT.

Mamepuan u memoObl. Bce2o 6binu npoaHanu3uposaHsl daHHbIe 50 nauyueHmos ¢ LK, komopbim nnaHu-
posasnuch OMKPLIMbIEe XUpypau4ecKue amewamernscmea. Y ecex nayueHmos bbiiu 8bIMoIHEHbI UCCIe008aHUS
CbIBOPOMKU Kpogu 07151 onpederneHusi yposHs A@IT u UIX uccnedosaHue 0ns oyeHKu akcripeccuu AQIT.

Pesynbmamel. pu aHanuse yposHsi ceponozudeckozo A®I bbio ebisgneHo, Ymo 6 npeobnadarowie
6onbwuHecmee criyyaes (n=33) s3HayeHuss A@[1 Haxodunucb mexdy 10-20 ed/mn. Pe3ynbmambi npo8edeHHbIX
UMMYHO2UCMOXUMUYECKUX UcciedosaHuu rnokalanu, 4mo y 83% 6onbHbix ¢ LK 8 3rokayecmeeHHbIX Kremkax
onpedensemcs yumonnasmamuyeckasi u si0epHasi akcripeccusi A@I1. YposeHb akcripeccuu Mapkepa ADI e
yane 'K e 32% (n=16) cryqasix 6bi ebicokum, 8 46% (n=23) criyqasix - ymepeHHsIM, U 8 22% (n=11) cny4asx
- HU3KUM unu xe s8osce He onpedensncs. [Mnowads A®[T - umMmyHono3umueHbIx knemok 8 yane LUK 8 cpedHem
cocmasuna 37,25115,47%. [lpu nposedeHuu KoppensyuoHHo20 aHanusa Obl1o ebiseneHo, Ymo obwul
KoaghgpuyueHm koppensayuu MupcoHa mexdy cbigopomoyHol A®IT u cmeneHbro okpawusaHuss A@IT Ha UTX
cocmasun r = +0,0089.

3akntoyeHue. Kpumuyecku ebicokue 3HayeHuss A®I1 Koppernupyrom co cmerneHbio OuhghepeHyuposKu
UK. Pesynsmamsl UIX nokasanu, ymo y 83% 6onbHbix ¢ LK 6 mamonozsudeckux knemkax onpedensemcs
yumonnasmamuyeckasi U s0epHasi 3Kcrpeccusi a-chemonpomeuHa, Ymo ceudemerniscmeyem O 8bICOKOU
yyecmeumenbHOCMU MapKepa KacamerbHO OnpedenieHus 3/10Ka4ecmeeHHoCmU. Y4yumbieass omcymemeust
KOPPEnsyUOHHOU €853U, MOXHO MpedrnonoXumb, 4Ymo 3HayeHue cbieopomoyHol A®[1 He moeym 6bimb
accoyuuposaHbl ¢ OaHHbiMU 3kcripeccuu A@IT npu umMmyHo2ucmoxumMuu U mMoaym Obimb MPUMEHEHb! Kak
omadernbHoe 3Ha4eHue 01151 duchghepeHyuposku LK.
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Introduction

Liver cancer is currently the second most common
cancer-associated cause of death worldwide [1].
Hepatocellular carcinoma (hepatoma, hepatocellular
carcinoma), a malignant liver tumor originating from
hepatocytes, accounts for up to 90% of all liver cancers
[2].

In recent years, there has been an increase in the
frequency of HCC throughout the world, for example,
more than 600,000 newly diagnosed cases are
recorded annually [3].

According to GLOBOCAN 2018, in the structure
of oncopathology in terms of the incidence of HCC,
it ranks 6th after lung and breast cancer, colorectal
cancer, prostate and stomach cancer, and in terms of
mortality it takes 4th place after lung cancer, colorectal
cancer and cancer of stomach. However, in men, the
incidence of morbidity and mortality from HCC is 2-3
times higher than in women, therefore, the incidence
and mortality rates in men ranked 5th and 2nd,
respectively [4, 5].

The etiology of HCC is multifactorial [6]. The main
reasons for the development of HCC worldwide are
chronic hepatitis (hepatitis B and C virus infections)
and liver cirrhosis [7]. Aflatoxin B1 (AFB1) and chronic
alcohol abuse may also be additional factors [8].

The highest HCC rates are observed in countries
with economies in transition with a low human
development index, for example, in some countries
in Africa (Egypt, Gambia, Guinea) and East and
Southeast Asia (Mongolia, Cambodia, and Vietnam).
In Mongolia, the incidence of HCC is significantly
higher than in any other country [4, 5].

Major risk factors vary by region. In regions with
the highest risk of HCC (China, East Africa), chronic
HBV infection and exposure to aflatoxin are the main
determinants, while in other countries (Japan, Egypt),
HCV infection is considered the predominant cause.
In Mongolia, HBV and HCV infection, coinfection with
HBV with HCV or HBV with a d (delta) agent, as well
as alcohol abuse, are the main risk factors for the
development of HCC [4, 5].

Hepatocellular carcinoma is a serious medical
and social problem in many countries of the world,
including Kazakhstan. In recent years (2013 - 2017)
in the Republic of Kazakhstan there has been an
increase in the incidence of HCC to 5.5 cases per 100
thousand population, and the mortality rate remains
at a high level (about 1000 people annually). In 2017,
82.3% of the observed HCC patients died by the end
of the year. The five-year survival rate was 23.7% [9].

HCC is characterized by an aggressive course, in
most cases, an unfavorable prognosis. The five-year
survival rate for HCC does not exceed 18%, and the
postoperative recurrence rate is about 50% [10].

In recent years, the immunohistochemical (IHC)
research method has been widely used in the diagnosis
of malignant neoplasms. IHC is an informative method
not only in the differential diagnosis of HCC, but also
in determining the degree of histological differentiation
of cancer, which has a prognostic value in the course
of the disease [11].
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Alpha-fetoprotein (AFP) is a glycoprotein produced
by fetal cells of the fetus in the fetal gastrointestinal
tract, liver and yolk sac [12]. The reasons for the
formation of AFP in liver cancer of adult patients
have not yet been established. It is assumed that
embryospecific cells appear in a malignant tumor
with impaired intercellular-matrix interactions and a
reduced level of differentiation of new generations of
tumor cells, which resume the synthesis of AFP [13].

Since the 1970s, AFP has been used as a tumor
marker for the diagnosis of HCC. An increase in the
AFP level by more than 10 g/l was noted in almost
75% of cases with HCC [14]. Serum AFP results are
still considered the most important marker for the
diagnosis of HCC today and, together with ultrasound
techniques, can increase the diagnostic value.
However, its values can be high in some non-malignant
liver diseases (hepatitis, cirrhosis without HCC nodes),
as well as it can be low in some patients with HCC [15].

In addition to the use of serum AFP and ultrasound
as diagnostic tools, there are biological tumor markers
of AFP in IHC that play an important role in the following
aspects: monitoring of treatment outcomes, prognostic
information, and detection of disease recurrence after
removal [16].

The article analyzes the parameters of serum AFP,
the expression of AFP-immunopositive cells depending
on the stage and gradation of HCC, in addition, the
degree of correlation between the values of the two
methods is determined.

Purpose:

Comparative analysis of the level of AFP expression
in IHC, depending on the stage and gradation of HCC,
correlation analysis of serum AFP and the level of AFP
expression of immunopositive HCC cells.

Materials and methods

A total of retrospectively analyzed data from 50
patients with HCC who underwent surgical treatment
(resection, transplantation) at the Syzganov's NSCS in
2014 - 2019. There were 28 men, 22 women, aged 34
to 74 years (average age 49.7 + 0.2 years). All patients
underwent a serological blood test to determine the
AFP level. The postoperative material was subjected
to immunohistochemical examination to determine the
area of staining, the degree and intensity of expression
of AFP-immunopositive cells.

Immunohistochemical study

Paraffin sections were dewaxed and rehydrated
according to a standard technique. The protocol
included preheating to 65 °C, antigen recovery for
20 minutes at a temperature of 97 °C and further
cooling to 65 °C. Then the slides were washed for
1-3 minutes with TBS-buffer (Dako), then staining
was carried out in a Bio-Optica slide master, in
manual mode with FLEX Polyclonal rabbit antibody
by human Alpha-1-Fetoprotein. The Reveal Polyvalent
HRP-DAB Detection System was used to visualize
the immunohistochemical reaction. Sections were
counterstained with Mayer’s hematoxylin; Bio-Mount
balm was used for the conclusion.

Evaluation of the expression of antigens in
IHC studies was carried out according to generally
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Table 1.

Distribution of patients with

HCC by AFP level

Figure 1,2.

HCC neoplastic cells with
pronounced AFP expression.

IHC x 200.

Table 2.

Distribution of the HCC
stage with the degree of
differentiation (gradation)

accepted methods. The intensity and area of staining
was evaluated, the value of staining was determined.
Negative expression was noted as 0; low expression,
1% -10% of the area was marked as «+», moderate
expression, 10% -50% of the area - «++», and high
expression, > 50% - «+++».

The statistical analysis was performed using
Microsoft Excel 2007 software.

When analyzing the level of serological AFP, it was
revealed that in the overwhelming majority of cases (n
= 33) the AFP values were between 10-20 ug/l. At the
same time, a critically high level of AFP (> 1000 pg/l)
was found in 16% of cases (Table 1).

The results of the carried out immunohistoc-
hemical studies showed that in 83% of patients with
HCC, cytoplasmic and nuclear expression of AFP is

Results: determined in malignant cells (Figure 1, 2).
HCC
AFP level, pgl/l

n=50 %

10-20 33 66

20-100 3 6

100-200 3 6

200-500 1 2

500-1000 2 4

»1000 8 16

b S f’-‘&r
1. Cytoplasmic expression of AFP

To determine the characteristics of HCC, a
comparative analysis was carried out according
to the stages of the oncological process and the
level of differentiation (gradation). Histological TNM
classification was used to determine the stage of
HCC. It was found that in most cases pT2 (34%), pT3
(32%), pT1 (16%) HCC stages were encountered in

2. Nuclear expression of AFP

our sample. pT3 b and pT4 stages of the oncological
process were detected in isolated cases. According
to the degree of HCC differentiation (gradation),
moderately differentiated HCC was detected in 46%
(23) cases, low-differentiated HCC - in 30%, (15)
cases, and highly differentiated HCC - in 24% (12)
cases (Table 2).

Grsat:gteién n=50 n% n(:: 2 nc=-:‘§3 ngi3 5
pT1 8 16 8 = -
pT2 17 34 2 12 3
pT3 16 32 2 6 8
pT3a 6 12 - 1
pT3b 2 4 - - 2
pT4 1 2 - - 1

The expression level of the AFP marker in the
HCC node was high in 32% (n = 16) cases, moderate
in 46% (n = 23) cases, and in 22% (n = 11) cases,
the expression level of this hepatic glycoprotein was

low or it was not determined at all (table 3). The area
of AFP-immunopositive cells in hepatocellular liver
cancer averaged 37.25 + 15.47%. When analyzing the
level of AFP expression depending on the HCC stage,
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it was revealed that a high level of AFP expression
was observed at pT2 - in 4% (2) cases, at pT3 and
pT3a stages - 12% (6) cases in each, and at pT3b and
pT4 stages - 2% (1) of cases in each. In most cases,

moderate expression of AFP was observed at pT2 and
pT3 stages of HCC (in 24% (12) and 20% (10) cases,
respectively) (Table 3).

Ex‘”e;i:;; Level/ pT1 pT2 pT3 pT3a pT3b pT4
Low 7 3 - - 1 -
Moderate 1 12 10 - - -
High - 2 6 6 1 1

Analyzing table 3, it can be revealed that high
expression of AFP is observed in the HCC stages
starting from pT2, pT3 and ending with pT4. Moderate
expression of AFP is observed at stages pT2 and pT3
in relatively equal amounts. A low level of AFP can
be seen mainly at the pT1 stage. Therefore, it can
be assumed that the expression level increases from
low to high depending on the stage of HCC (from pT2
to pT4). In total, it was revealed: in 46% of cases,

moderate, in 32% of cases, high and in 22% - low
expression of AFP. When analyzing the level of AFP
depending on the gradation of HCC, it was found that, a
low level of expression in 14% of cases out of 24% with
highly differentiated HCC (G1 gradation), a moderate
level of expression in 28% of cases out of 46% with
moderately differentiated HCC (gradation G2), a high
level of expression in 16% of cases out of 30% with
low-differentiated HCC (gradation G3) (table 4).

Expression levell | .50 | o, | 61 | G1% | G2 | G2% |G3 |G3%
Gradation
Low 11 22 14 2 4 2 4
Moderate 23 46 8 14 28 5 10
High 16 | 32 2 7 14 8 16

Therefore, according to the data obtained, it can
be concluded that the level of expression is directly
proportional to the degree of HCC differentiation
(gradation), i.e. with highly differentiated HCC (G1),
the level of expression will be low, and with low-
differentiated HCC (G3), the level of expression will
be high. Correlation analysis revealed that the overall

Pearson correlation coefficient between serum AFP
and the degree of AFP staining on IHC was r = +0.0089,
which corresponds to almost no correlation between
these values (Figure 3). Accordingly, it can be assumed
that serum AFP values will not be associated with AFP
expression data during immunohistochemistry and can
be used as a separate value for HCC differentiation.

50000
+
0000
§ 0000
E * Serum—AFP
k] 20000 B IHC- AFP
g — Linear (Serum - AFP)
g —— Linear (IHC— AFP)
1000 *
—
¢ ' RS o W SR
0 05 1 15 2 25 3 £
10000
Expression of AFP [IHC)

Conclusion:

Thus, in a comparative analysis of the level
of alphafetoprotein expression with the stage and
degree of HCC differentiation, the data obtained
showed a relationship between these variables. A
direct dependence of the AFP expression level on the
HCC stage is noted; the expression level increases
from pT1 to pT4. There is also an increase in the
level of AFP expression from more differentiated HCC
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(highly differentiated) to less differentiated HCC (low-
differentiated).

In our study the correlation analysis between
serum AFP and the level of AFP expression in IHC
revealed a weak correlation in the general cohort.
It can be assumed that serum AFP values cannot
be associated with data on AFP expression during
immunohistochemistry and can be used as a separate
value for HCC differentiation.

Table 3.

Expression level of

AFP antigen at different stages
of HCC

Table 4.

Distribution of the AFP
expression level by the level of
HCC differentiation (gradation)

Figure 3.

Correlation of serum

AFP parameters and
expression of
AFP-immunopositive cells



FEATURES OF AFP EXPRESSION LEVEL AT DIFFERENT STAGES AND GRADATIONS
OF HCC, CORRELATION ANALYSIS BETWEEN SERUM AFP

References
1. World Health Organization.  Cancer. 8. Issamatov B.K., Baimakhanov B.B.,
Accessed 16 April 2017. http://www.who.int/ Zholdybay Zh.Zzh., Medeubekov U.Sh.,
mediacentre/factsheets/fs297/en/. Chormanov A.T., Tajibaev T.K., Kaniev Sh.A.,
2. European Association For The Study of the Sagatov 1.Y., Moskalenko N.I., Shmonin V.M.
Liver; European Organization For Research «Statistical indicators analysis of primary
And Treatment Of Cancer. EASLE ORTC liver cancer in the Republic of Kazakhstany.
clinical practice guidelines: management Bulletin of Surgery in Kazakhstan (Almaty) —
of hepatocellular carcinoma. J Hepatol 2019 - Ne2 (59). P.5-11.
2012; 56:908-943. PMID:22424438. DOI: 9. Kulik LM, Chokechanachaisakul A. Evaluation
10.1016/j.jhep.2011.12.001[Indexed for and management of  hepatocellular
MEDLINE] carcinoma. Clin Liver Dis. 2015; 19: 23-
3. Masao Omata, Ann-Lii Cheng, Norihiro 43. PMID: 25454295 DOI: 10.1016/.
Kokudo et al. Asia—Pacific clinical practice ¢ld.2014.09.002 [Indexed for MEDLINE]
guidelines on the management of 10. SHchegolev Al, Mishnyov OD Rol
hepatocellular carcinoma: a 2017 update. immunogistohimicheskogo issledovaniya dlya
Hepatol Int 2017; 11:317-370. PMCID: diagnostiki gepatocellyulyarnoj karcinomy
PMC5491694 DOI:10.1007/s12072-017- /I Mezhdunarodny jzhurnal prikladnyh |
9799-9[Indexed for MEDLINE] fundamental'nyh issledovanij = International
4. F.Bray; J.Ferlay; l.Soerjomataram et al. Journal of Applied and Basic Research. 2017;
Global Cancer Statistics 2018: GLOBOCAN 2:37 — 41 (In Russ)
Estimates of Incidence and Mortality 11. Tuffakha MS, Hychka SG , Husky GL.
Worldwide for 36 Cancers in 185 Countries. Immunohistochemical diagnosis of tumors
CA CANCER J CLIN 2018;68:394-424. [Immunokhistokhimicheskaya  diagnostika
PMID: 30207593, DOI: 10.3322/caac.21492 opukholej]. Kyiv: Intermed; 2013.P. 223.
[Indexed for MEDLINE] 5. Global Cancer 12. Rodionov SYu, Cherkasov VA, Malyutina
Statistics 2018: GLOBOCAN, https://gco.iarc. NN, Orlov OA, (2004) Alfa-fetoprotein [Alfa-
fritoday/home fetoprotein]. Ekaterynburh: UrO RAN; 2004.
5. McGlynn KA, London WT. Epidemiology and P 376.
natural history of hepatocellular carcinoma. 13. 14.JohnsonPJ:Role of alpha-fetoproteininthe
Best Pract Res Clin Gastroenterol. 2005 diagnosis and management of hepatocellular
Feb;19(1):3-23. PMID: 15757802 DOI: carcinoma. J GastroenterolHepatol 1999, 14:
10.1016/j.bpg.2004.10.004  [Indexed  for 32-36. PMID: 0382636 DOI: 10.1046/j.1440-
MEDLINE] 1746.1999.01873.x [Indexed for MEDLINE]
6. Edamoto Y, Hara A, Biernat W, et al. 14. Kateishi R, Yoshida H, Matsuyama Y, Mine N,
Alterations of RB1, p53 and Wnt pathways Kondo Y, Omata M: Diagnostic accuracy of
in hepatocellular carcinomas associated with tumor markers for hepatocellular carcinoma:
hepatitis C, hepatitis B and alcoholic liver a systematic review. Hepatol Int. 2008, 2: 17—
cirrhosis. IntJ Cancer. 2003 Sep1;106(3):334- 30. PMID: 20827404. doi: 10.1007/s12072-
41. PMID: 12845670 DOI: 10.1002/ijc.11254 010-9165-7
[Indexed for MEDLINE] 15. Yuen MF, Lai CL. Serological markers of liver
7. Bosetti C, Turati F, La Vecchia C. cancer. Best Pract Res ClinGastroenterol.

Hepatocellular  carcinoma  epidemiology.
Best Pract Res Clin Gastroenterol. 2014; 28:
753-770. PMID: 25260306 DOI: 10.1016/j.
bpg.2014.08.007 [Indexed for MEDLINE]

2005; 19:919. PMID:15757806. DOI:
10.1016/j.bpg. 2004.10.003 [Indexed for
MEDLINE]

BECTHUK XUPYPIMU KA3SAXCTAHA Ne70 - 2022
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THE USE OF INTRAVENOUS IBUPROFEN IN
POSTOPERATIVE PERIOD

Shirtaev B.K., Yerimova N.Z., Sundetov M.M., Khalykov K.U., Kurbanov D.R.,
Akhbetova A.G., Akilbekov S.D., Mukashev S.E., Kanazov A.K., Bogdanova D.O.
«A.N. Syzganov National Scientific Center for Surgery» JSC, Almaty, Kazakhstan

Abstract

The article reflects the role of non-steroidal anti-inflammatory drugs in postoperative period. The study was
conducted on the data of 94 operations of children aged from 10 months to 15 years (mean age 4.4 years).
All patients of our center with esophagocoloplasty in the postoperative period received the drug «Intrafen» in
injectable form, intravenously. Name of manufacturer of drug: GEN ILAC VE SAGLIK URUNLERI SANAYI VE
TICARET, A.S. (Turkey). The main active substance of this drug is Ibuprofen 400mg/4ml for intravenous injection.
Patients were injected intravenous ibuprofen at therapeutically effective doses for a minimal period of time. After
receiving positive reactions to the drug at the initial stage of treatment, the dose and frequency of taking the drug
was adjusted individually for each patient.

Objective. This work is dedicated to evaluate the role of the intravenous Ibuprofen in the postoperative
period in surgical practice.

Material and methods. The study included 94 pediatric patients with esophagocoloplasty. Age of patients:
from 10 months to 15 years (mean age 4.4 years), of which: 90 (96%) patients had post-burn stricture of the
esophagus; 3 (3%) patients with esophageal atresia; 1 (1%) patient with a short esophagus. The number of
female children - 51 (54.3%) patients, male - 43 (45.7%) patients.

Results. The total number of patients receiving intravenous lbuprofen in the postoperative period was
94. The optimal dose showed a good therapeutic effect. At the optimal dosage of 20 mg/kg/day, two patients
experienced intra-abdominal bleeding. Follow-up time: 2 weeks after esophagocoloplasty.

Conclusion. In patients with esophagocoloplasty, preventive intravenous administration of Ibuprofen showed
a good therapeutic result. Patients noted a decrease in pain, which in turn led to a decrease in the need for
emergency analgesia.

OTapaH keniHri keseHae nbynpodeHai keKTambIp iwWinik eHrisy

EpumoBa H.X., LLinptaes B.K., CynaetoB M.M., XanbikoB K.Y., Kyp6aHos [1.P.,
Axo6etoBa A.T., Akunb6ekoB C.[1., Mykawes C.E., KaHasoB A.K., BorgaHoBa [1.0.
«A.H. CbisraHoB aTblHAafbl ¥NTTbIK FbibiMU XMpYprus opTanbirbly AK, Anvartsl K.,
KasakctaH

AHOamna

Makanada omadaH keliiHei ke3eHOe2i cmepoudmabiK emec KabbiHyFa Kapchbl 3ammapObiH pesi alkbIHOafaH.
3epmmey 10 ati meH 15 xac apanbifbiHOafbl (opma Xac - 4,4) 6ananapda 6onraH 94 omaHbIH Hezi3iHOe Xypai3inoi.
Opmarnbikmarbl 330¢hazokononnacmukacsl 6ap 6apsbik Haykacmap omadaH KeliiHai ke3eHoe «MIHmpacgbeH» 0apinik
3ambiH UHbEKUUSINbIK ¢hopmada, KeKmaMbIpilinik XonmeH KabblndaraH. byn 0apinik 3ammbl eHOipywi yUbIMHbIH
amaybl: GEN ILAC VE SAGLIK URUNLERI SANAYI VE TICARET, A.S. (Typkus). Hepinik 3ammbiH Heai3ei
besceHOi Kypambl KekmambIp iWiHe eHeidyee apHanfaH NbynpogeH 400me/4mn 6osbin mabbinadsl. Haykacmapra
Kekmambipiwinik MbynpogheHdi mepanussbiK aghgpekmuemi menwepde a3 yakbim kenemiHoe maralibiHOaobIK.
EmOeydiH anfawkbl cambicbiHOa-ak Ospifik 3amka OH xayarn anfaHHaH KeliH, 0apinik 3ammbiH Menwepi MeH
Kabblnday Xuiniei sp HayKacka xeke dapa e32epminoi.

Makcambl. by XymbicmbiH Makcamal XUpypausiiibiKk maxipubede omadaH KeliHei ke3eHOeai Kekmambipilirnik
U6ynpogeHHiH peniHe bara b6epy 6orbin mabblnads.

Mamepuan xaHe adicmep. 3epmmeyee 330¢hacokononnacmukacsi 6ap 94 neduampusinblK Haykac anbiHOb.
HaykacmapObiH xacbi: 10 atidaH 15 xacka OeliiH (opma Xac - 4,4), coHbiH iwiHAe: 90 (96%) Haykacma — eHewmiH
KylikmeH KeliHei cmpukmypacsl; 3 (3%) Haykacma — eHew ampesusickl; 1(1%) Haykacma — Kbicka eHew. Duern
KbIHbicmbl 6ananap caHbl — 51 (54,3%) Haykac, ep KbiHbicmbl — 43 (45,7%) Haykac.

Hamuxenep. OmadaH keliHei ke3eHOe Kekmambipiwinik N6ynpogeH KabbindaraH nayueHmmepoiH xanmbl
caHbl-94. OHmalinbl 0o3a Xakchl mepanusiniblk acep kepcemmi. OHmadnbl do3ada mayniciHe 20 Me/ke eKi
Haykacma Kypcakiwinik kaH kemy 6alikandbl. bakbinay mMep3imi: 330¢hacokononnacmukadaH KeliH 2 anma.

KopbimbiHObI. O30¢hacokononnacmukacskl bap HaykacmapOa U6ynpogheHOi npegeHmusmi Kekmamblpiwinik
€Hai3y XaKcbl mepanussbiK Homuxe 6epli. Haykacmap aybipcbiHy ce3imiHiH a3aliFaHbiH 6alikadbl, o 63 ke3eziHoe
wyfbin aybipcbiHydbl bacyra deceH Kaxemminikmi asalmmei.
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Aemop 0551 KoppecnoHOeHyuu:
Epumosa H.). — Bpay-neduamp, AO
«HayuoHanbHbIU Hay4HbIU yeHmp
xupypauu um. A.H. CbieaHogay,

2. Anmamel, KasaxcmaH
OnekmpoHHas noyma:
nazier1611@gmail.com

KoHpnukm uvmepecoe
Aemops 3asi8unu 06 omeymemeuu
KOHeh/IUKMa UHMepecos

KnioyeBble crnoBa
8HympuBeHHbIU ubyrnpogheH,
rocneonepayuoHHas aHanbee3us,
demckasi 330¢hacoKosonnacmuka

Figure 1.
Causes of chemical
damage

MpumeHeHUe BHYTpUBEHHOrO MOYNpodeHa B nocrieonepaLMoHHOM nepuoae

EpumoBa H.X., LLupraes B.K., CynaetoB M.M., XanbikoB K.Y., Kyp6aHos [1.P.,
Ax6eTtoBa A.I, Akunb6ekoB C.[., MykaweB C.E., KaHazoB A.K., BoraaHoBa [1.0.
AO «HaumoHanbHbI Hay4HbIA LEHTP xupyprim uM. A.H. CbidraHoBay,

r. Anmatbl, KasaxcTaH

AHHOMauyus

B cmambe ompaxeHa pofib HECmepoUudHbIX MPOMUBOBOCHaNUMENbHbIX J1EKapCMBeHHbIX cpedcme 8
rocreonepayuoHHom nepuode. MccredosaHue npoeoounock o 0aHHbIM 94 onepayuu, y demel 8 8ospacme om
10 mecsyee 0015 nem (cpedHuli eo3pacm 4,4 200a). Bce nayueHmsl Hawezo yeHmpa ¢ 330¢hacokononnacmukol
8 rocreonepayuoHHoM nepuode nonyyanu npenapam «MHmMpageH» 8 UHLEKYUOHHOU ¢hopMe, 8HYMPUBEHHO.
HaumeHosaHue opeaHusayuu-rpoussodumersi daHHo2o npenapama: GEN ILAC VE SAGLIK URUNLERI SANAYI
VE TICARET, A.S. (Typyus). nasHbiM akmueHbIM eeuiecmeomM OaHHO20 npenapama sensemcs U6ynpogeH
400me/4mn Ansi 6HympuseHHo20 88edeHus. MayueHmam eHympueeHHbIl MbynpogheH esenu 8 mepanesmu4ecKu
aghhekmusHbIx 003ax 8 meyeHUe MUHUMaIbHOZ0 nepuoda epemMeHu. locne mony4eHusi MoMoXuUmMesnbHbIX peakyudl
Ha npenapam Ha Ha4yanbHoU cmaduu reyeHus, 0o3a U Yacmoma rpuema npenapama bbina CKoppekmuposaHa
UHAUBUQYarnbHO Ons Kaxdo20 nayueHma.

Llenbto daHHOU pabombl siensemcsi OueHKka ponu 8HympueeHHo20 WMbyrnpogheHa & mocreonpeayuoHHOM
nepuode 8 xupypauyeckol rnpakmuke.

Mamepuanumemoosl. BuccrnedosaHue 8ko4eHbI 94 neduampuyecKux nayueHmoes ¢ 330¢ha20oKoonIacmukod.
Bospacm nayueHmos: om 10 mecsiyes 0o 15 nem (cpedHuli eospacm 4,4 eoda), us Hux: y 90 (96%) nayueHmos -
rocrneoxoezogasi cmpukmypa nuujeeoda; 3 (3%) nayueHma ¢ ampesuel nuwesoda; 1(1%) nayueHm ¢ KOPOMKUM
nuwesodom. Konudecmeo 0emeli xeHckoeo nona — 51 (54,3%) 6onbHbIX, Myxckoeo nona — 43 (45,7%) 6onbHbIX.

Pesynbmambl. Obwee Konuyecmeo nayueHmos, —Moiyyaswux 68HympueeHHbll — UbynpogeH &
nocrneonepayuoHHom nepuode — 94. OnmumarnbHas 003a rokasana xopowuti mepanesmuyeckuli aghgpekm. [pu
onmumaribHou do3uposke 20 Me/ka/cymku y 080uX nayueHmos bbi0 ommeyeHo 8HympubPOWHOE KpO8OMeYeHUe.
Cpoku HabmodeHuUs: 2 Hedenu noce 330¢ha2oKoIoNancmuKu.

3aknrodeHue. Y nayueHmos ¢ 330¢ha2oKoonIacmuKoll npeseHmMugHoe 8HympuseHHoe seedeHue MbynpogpeHa
nokasan xopowuti mepanesmudeckuli pesynbmam. [layueHmsl ommemunu ymeHbweHue 6oy, 3mo 8 Ceo
o4epedb MPUBENO K CHUXEHU MompebHOCMU 8 HEOMITOXHOU aHalbae3uu.

inflammatory drugs (NSAIDs). Ibuprofen is most
commonly used for children and is prescribed
according to age and weight.

We used Ibuprofen solution for intravenous
administration of 400 mg/4 ml for our patients.

Introduction

Causes of chemical damage: alkali “sparkling
cauldron”, “mole” - in 65 (72.2%) patients; acids: acetic
acid, battery electrolyte - in 19 (21%) patients and

unknown chemicals - in 6 (6.7%) patient(Fig. 1).

At the moment, a hot topic in medicine is the
treatment of acute postoperative pain. The main
painkillers used in surgical practice are a group of
analgesics based on opioid and non-steroidal anti-

When used intravenously, the drug immediately
enters the bloodstream. Ibuprofen is a non-selective,
cyclooxygenase (COX) inhibitory NSAID that has anti-
inflammatory, analgesic, and antipyretic properties.

il s couldon . “msl

Canses of chemical damage

= il #ostic a6 batteny shectiolts

= uriknenien chemicals
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The use of injectable forms of NSAIDs has an
advantage in the speed of onset of the analgesic effect
compared to taking standard tablets or capsules.

The use of several analgesics with different
mechanisms of analgesic effect can help achieve the
maximum level of pain relief when prescribing minimal
therapeutic doses of several drugs that affect different
levels of the nociceptive process. Thus, the analgesic
effect of drugs increases, side effects decrease [1].

In patients in the postoperative period, the use of
representatives of the NSAID group is pathogenetically
justified, so we routinely prescribe them together
with opioid analgesics. After extensive surgical
interventions, the appointment of NSAIDs as basic
analgesics can reduce the consumption of opioids by
20-60% [2].

For the treatment of pain syndromes with moderate
to severe intensity, intravenous ibuprofen can be
combined with intravenous opioid analgesics.

The use of NSAIDs helps to reduce the level of
side effects inherent in «morphine-like» analgesics,
such as paresis of the gastrointestinal tract, nausea,
vomiting, sedation; improves the function of external
respiration and pulmonary gas exchange, provides a
quick awakening of the patient in the postoperative
period. In the absence of the ability to take the last
inside, we introduce them mainly intravenously in the
form of a continuous infusion or bolus doses.

In multicenter studies, N. Moore et al. (1999)
of the comparative efficacy and tolerability of first-
line analgesics - acetylsalicylic acid, paracetamol
and ibuprofen, used in 8677 patients, the authors
demonstrate that the tolerability of the latter was
comparable to that of paracetamol and was better
than in cases of acetylsalicylic acid. Adverse events
occurred more often in patients taking acetylsalicylic
acid than in patients who were anesthetized with
ibuprofen or paracetamol. The authors conclude that
ibuprofen should be considered as the drug of choice
in the practice of general practitioners in the short
course, since there is a potential risk of developing
a toxic effect when taking paracetamol. The most
important advantage of ibuprofen over other NSAIDs
is its high safety, proven by studies such as ARAMIS
and PAIN [3].

Also, like most NSAIDs, ibuprofen is reversibly
bound to plasma proteins (more than 99% at a
concentration of 20 pg / ml). Protein binding is
saturated, and at concentrations greater than 20
pg/ml, binding is non-linear. Dosage data for oral
administration - the volume of distribution of ibuprofen
varies according to age and temperature. In the human
body, the release of ibuprofen is rapid and complete.

More than 90% of the absorbed dose is excreted in
the urine as metabolites or their conjugates. Adequate
use of intravenous ibuprofen at an adequate dose
in patients with acute postoperative pain resulted in
analgesia after the first dose and at the end of the
course of analgesia in 90 children. It is advisable to
prescribe intravenous Ibuprofen within one week after
surgery, every 12 hours at a rate of 20 mg / kg / day in
case of pain syndrome of severe intensity or moderate
intensity. The duration of intravenous drip should be at
least 30 minutes. The highest recommended dose for
children is 30 mg/kg/day.

NSAID use and risk of postoperative bleeding.

NSAIDs may have an antithrombotic effect and
increase the risk of postoperative bleeding [4-8].
The possibility of this complication should always be
considered when prescribing NSAIDs for patients
undergoing surgery, even when it comes to outpatient
interventions such as removal of the adenoids or
tonsillectomy [9,10]. The frequency of bleeding from
the area of the surgical wound in patients treated
with NSAIDs exceeds 1%, but most of them are of
low intensity and do not require repeated surgical
intervention or blood transfusion. Risk factors are a
large amount of surgical intervention, the presence
of initial hemocoagulation disorders and the use of
anticoagulants, which increases the risk of bleeding by
2-3 times [4,5].

All patients after esophagocoloplasty in the
postoperative period received intravenous Ibuprofen
for one week. A single dose of Ibuprofen for children
is 5-10 mg/kg of the child’s body weight 3-4 times a
day. The maximum daily dose allowed in pediatric
practice is 20-30 mg/kg of body weight. The duration
of intravenous drip should be at least 30 minutes.
We used a dosage of 20 mg/kg/day, every 12
hours. When using the above dosage, two patients
received complications in the form of bleeding. Both
patients had intra-abdominal bleeding, and therefore
the drug was discontinued. Clinical, laboratory and
instrumental research methods: In order to assess
complications, postoperative bleeding in children, the
results of a general blood test and coagulogram were
used. Venous blood was used for the study. During
the analysis of patient data, the following laboratory
changes were obtained.

Patient M., 12 years old. Clinical diagnosis:
Decompensated post-burn (means for cleaning
cauldrons «sparkling cauldron», composition - alkali)
cicatricial stenosis of the lower third of the esophagus.
ICD disease code: K22.2. Obstruction of the esophagus
(Table1, 2).

Component Result Comments Normalvalues Doneat

Hemoglobin 66,0 g/L Lowered 120-140 fi;lg;ﬁgm
Erythrocyte 3,14 10M21L Lowered 3,9-4,7 ?2;12;5818
Hematocrit 23,20 % Lowered 35-47 ?212%818
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THE USE OF INTRAVENOUS IBUPROFEN
IN POSTOPERATIVE PERIOD

Table 2.
Coagulogram. Patient M.

Table 3.
Hemogram.
Patient L.

Table 4.
Coagulogram.
Patient L.

Component Result Comments Normal values Done at

Fsrg(t:r)mrombin time M1s 1 - 21 ?2;2?218
Prothrombinindex | 70 % Lowered 8000- 11000 | 22122918
INR 0,95 0,85-1,40 ?2;2?218
Thrombintime 16,2 s 14,0-21,0 ?g;g?gw
APTT 23,30 s Lowered 24,00 - 35,00 ?g;g?gw
Fibrinogen 4,50 g/L Raised 2,00-4,00 ?2;2?218

Patient L., 7 years old. Clinical diagnosis: Decompensated post-burn (liquid “mole”, sewage cleaner, the
main substance is sodium hydroxide) cicatricial stenosis of the middle third of the esophagus. The presence of a
gastrostomy. ICD disease code: K22.2. Obstruction of the esophagus (Table 3,4).

Component Result Comments Normalvalues Doneat

Hemoglobin 69,0 g/L Lowered 130-160 215;143021
Erythrocyte 2,54 10M21L Lowered 4,0-5,0 215;1 ‘5021
Hematocrit 21,80 % Lowered 39-50 215;1 4?021
Component Result Comments Normal values Done at

(F;r;)ct:;lrombin time won't clot 1 - 21 212;15021
Prothrombinindex | won’tclot 80,00 - 110,00 312;15?021
INR won'tclot 0,85 - 1,40 a0
Thrombintime 35,5s Raised 14,0-21,0 (0512;15?)21
APTT 3670's Raised 2400-3500 | ob-1120%1
Fibrinogen won’tclotg/L 2,00 -4,00 212;1;021

Main points regarding the development of upper gastrointestinal tract are proton pump inhibitors

complications associated with the use of NSAIDs.

All NSAIDs can cause complications in the
gastrointestinal tract (GIT): dyspepsia, ulcers, bleeding
and perforation of the upper and lower gastrointestinal
tract, iron deficiency anemia (IDA) due to damage
to the small intestine (NSAID enteropathy), cause
exacerbation and complications of inflammatory bowel
diseases (IBD), such as Crohn’s disease and ulcerative
colitis (UC).

NSAIDs may increase the risk of bleeding after
surgery and traumatic medical procedures.

The risk of complications can be significantly
reduced with the use of drug prophylaxis. The main
means of controlling the side effects of NSAIDs from the

(PPIs) [11-14]. At present, there is no doubt about
the ability of this class of gastroprotectors to reduce
the incidence of ulcers, gastrointestinal bleeding and
dyspepsia, significantly improving the subjective
tolerance of NSAIDs. The use of a proton pump
inhibitor prevents the risk of damage to the mucosa of
the gastrointestinal tract, justified transfusion of blood
components prevents the risk of developing metabolic
disorders and blood clotting disorders.

The main preventive method of complications
is the individual consideration of risk factors and the
appointment of a more adequate dose of NSAIDs for
each patient. Therefore, NSAIDs, including ibuprofen,
should be used with caution in patients with gastric
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ulcers or gastrointestinal bleeding. In patients with
peptic ulcer and/or gastrointestinal bleeding, taking
NSAIDs, the risk of developing gastrointestinal
bleeding is higher than in patients without these
diseases.

To reduce the risk of side effects associated with
the gastrointestinal tract, the dose of NSAIDs should
be reduced to the minimum effective dose as soon as
possible.

In the event of gastrointestinal bleeding and ulcer
formation in patients taking intravenous ibuprofen,
treatment should be discontinued.

Conclusion

Intravenous administration of ibuprofen in children
was well tolerated for postoperative pain relief. The
anti-inflammatory activity of intravenous ibuprofen
helps prevent pain receptor sensitization and relieve
tissue inflammation; stop the inflammatory cascade
caused by invasive procedures. However, there
are some safety concerns when using NSAIDs.
Gastrointestinal and renal toxicity and the overall risk
of bleeding are increased with the use of NSAIDs.
However, many of these effects are associated with
longer use. Intravenous ibuprofen is usually used
on a short-term basis in hospitalized patients and in
outpatient surgical procedures, which reduces the
incidence of these problems.

We analyzed 94 studies using injectable ibuprofen,
and all studies considered the efficacy of the optimal
dose of intravenous ibuprofen in the postoperative
period in children.
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ANNIVERSARY

K 80-JIETUIO NPO®ECCOPA
HYPMAKOBA AMAHA XXAMENOBUYA

13 mapta 2022 roga ucnonHsietcs 80
NET CO OHS POXAEHMS NOYETHOro npodec-
copa Kasaxckoro HaumoHanbHoro megu-
umHckoro yHusepcuteta um. C.[.AcceH-
[OUSIPOBA, [OKTOpPa MEAMUMHCKMX Hayk,
akagemuka Akagemuy npodunakTM4eckon
meauumHbl PK Hypmakosa Amana XKame-
nosuya.

Hypmakos AXK. poguncst B ErvHabiby-
NaKCKOM (HbiHe KapkapanuHckom) paiioHe
KaparaHguHckon obnactu B cembe pabo-
yero. Mocne okoH4aHUs kalaxckow cpep-
Hel wwkonbl Ne2 r. KaparaHgpl (B HacTosi-
Lee Bpems wWwkona uMm. H.H.Hypmakosa),
¢ 1959 no 1965 r. obyyancst Ha nevebHOM
chakynereTe  KaparanguHckoro —rocyzap-
CTBEHHOTO MEAMLIMHCKOTO UHCTUTYTA.

Caoto TpyaoByto aestensHocTb Hypmakos AXK. Hayan B kayectse
CenbCKOro Bpaya B y4acTkoBom bornbHuLe coxo3a M. Abas KaparaH-
[VHcKol obnactu. B oktabpe 1967 1. nocTynaet B acnupaHTypy npu
Kacdenpe xvpyprudeckux 6onesHen Anma-ATUHCKOTO roCyAapCTBEH-
HOTO MeaMLMHCKOrO MHCTUTYTA. Nof pyKOBOACTBOM 3aBefyHLLErO Ka-
denpon, 3acnyxeHHoro Bpada KasCCP, goktopa MeanuUMHCKMX Hayk,
npogeccopa A.A. CynenmeHoBa, B 1971r. 3aWwmtun KaHaUOATCKyO
aucceptaumio Ha Temy: «KnuHUKo-akcnepuMeHTanbHas oueHKka Ho-
BOTO OTEYECTBEHHOTO MECTHOMO aHECTETUKA PUHOKAMHAay, NMocre Yero
ObIN NPUHAT Ha JOMKHOCTb accuUCTeHTa kadpeapbl xupyprum, a B 1976
ropy n3bpaH foLeHTOM AaHHol kadeapel. 3a nepuog ¢ 1976 no 1986
I. OH MPOXOAWT (haKkynbTETHI NOBLILLEHNS KBanUUKaLmm B LEHTpanb-
HbIX By3ax Mockael, JleHuHrpaga, Knesa v 4OCTUraeT BbICOKOM KBanu-
mKaumm No cBOEN cneumansHoCTy.

C 1986 no 1989 r. HypmakoB A XK. sBnseTca 4OKTOpaHTOM Kade-
Apbl 06Lien xupypri 1-ro JIEHUHrpaackoro MeAULIMHCKOTO UHCTUTYTA
(HbiHe CaHkT-MeTepbyprekuii MeaUUMHCKUA YHUBEPCUTET) UM. akap.
W.M.MaBnoBa. Hay4HbIM KOHCYNbTAHTOM Obln Ha3HaYeH 3acIyXeH-
HbI eaTenb Hayku PO, uneH-koppecnoHaeHT PAMH, pgoktop meau-
LMHCKMX Hayk, npodpeccop J1.B. Motawos. B 1989r., nocne 3awutbl
[LOKTOPCKOW AuccepTaumnu Ha Temy: «IlyTW COBEpLUEHCTBOBaHWS au-
arHOCTVKU U NIEYEHUS KEMYHOKAMEHHON GONE3HN 1 €6 OCIOXHEHUIY,
Hypmakos A.K. Bo3BpaLLaeTcs Ha podHyto kadeapy, KOTopyo Bo3rna-
Bun B 1995r. nocne nsbnpaHus No KOHKYpCY.

CerogHs npodeccop HypmakoB AJK. sBNSETCS U3BECTHbIM B
CTpaHe y4eHbIM, aBTOpoM Gonee 165 Hay4yHO-MeToaMYeckux paboT, 13
KOTOpbIX 5 MOHOrpaduii n 4 y4ebHrka ans cryaeHToB. Ero MoHorpa-
um «OT KybiFbiHAA Tac nanga dony aypybl» (2003) n «Xupyprusinbik
aypynapaelH cumnTomgapbl MeH cuHapomaapbl» (2005) aenstotcs
NePBbLIMU B CTPaHe MOHOTpachusiMy Mo XUPYPrum, U3naHHbLIMU Ha rocy-
[lapcTBeHHOM s3bike. [of ero pykoBOACTBOM Obli BbINMOMHEHBI OHU
13 NEPBbIX AMCCEPTALIMNA, 3aLLUMLLEHHBIX HA FOCYAAPCTBEHHOM SI3bIKE.

[unana3soH Hay4HbIX uccnenoBaHumii npodeccopa Hypmakosa AXK.
1 ero y4EHUKOB OXBaTLIBAET pasHble 06nacTu Xupypruu.

Mop ero pykoBoacTBOM Obinu NpoBe-
[eHbl Pa3HOCTOPOHHME W yrny6neHHble
uccnefoBaHus no npobrnemam A3BEHHOM
6onesHu xenyaka v fBeHaALaTUNEPCTHON
KULLIKM, XENYHOKaMEHHOW 6onesHu, pasni-
TOrO FHOVHOTO NEPUTOHUTA, XUPYPIUYECKON
UHMeKuMK, rnepnapaTmpeosa, TpaBMaTyi-
YECKWX MOBPEXAEHWUIA CeneseHku, npume-
HEHUSA urnopednekcoTepanum B XMpypruau
u ap. Brnepsele B cTpaHe 6bino npoBeaeHo
KOMMMEKCHOE UCCnefoBaHMe O0COOEHHO-
CTell MMMyHOMaToreHesa, KIWHUKW, Ana-
THOCTUKW U NEYEHWUsI THOMHOW Xupypriye-
CKOW MHeKLMM Y BONbHBLIX HApKOMaHUEN.
Mo pesynbratam Hay4HbIX WCCIEQOBaHWIA
u3naHbl MOHorpadun W MeToaudeckue
pekoMeHZaLuu, nosyyeHsl oduLmanbHble
OXpaHHble [OKYMeHTbl HauumoHanbHoro naTteHTHoro Begomctsa PK,
3aluuLeHbl AoKTopckue (2) n kaHamaatckue (3) aucceptaumu. B npak-
TWYECKOe 3[pPaBOOXPAHEHUE C YCMEXOM BHEOpPEHbl pa3paboTaHHble
OpUrMHanbHbIE METOAbI NEeYEHUs, Npexae BCEro 3T0 crnocobbl ayTo-
TpaHCNnaHTaUuMM TKaHW CENe3eHKu; YnpaBnseMol anapocToMuu;
MECTHOrO NEYEHNsI THOMHBIX paH; NPOUNAKTUKN N NEYEHNUS XUPYPr-
YECKON UHMEKLIUM C NPUMEHEHNEM HEATPANbHOMO aHOUTa U CUCTEM-
HOW 3H3MMOTEpanuu.

3a 55 net (1967-2022rr.) HenpepbiBHOM paboTtel B KasHMY um.
C.[0.ActeHausaposa npodeccopom Hypmakosbim A K. nposoaunach
Gonbluas obuiecTBeHHas pabota. OH HeogHOKpPATHO M3bupancsa 3a-
MeCTUTENeM CekpeTapsi NapTWUHOM opraHu3auum akynereta, Obin
yneHoMm YueHoro CoBeTa MHCTUTYTa U (hakyneTETOB, 3aMECTUTENEM
[lekaHa negmatpuyeckoro akynsteta, AekaHOM NOAroTOBUTENBHOTO
otaeneHus, npeacegarenem YMK u HIMK no xupypruyeckum guc-
umnnuHam. B HacTosilee BpeMsi SBNSETCS NOYETHLIM NPOeccopom
KasHMY vm.C.[0.AccheHamnsapoBa, noyeTHbIM ynieHom O6LiecTBa Xu-
pypro. r. Animatbl.

MHoro cun n gyesHou TennoTbl Hypmakos A XK. yaenan socnuTa-
HUI0 MOIOABIX KaZIpOB U CTYAEHTOB. B npouecce 06y4eHust cTyoeHToB
0c060€e BHUMaHWE OH YAeNsn A4eOHTONOM4YeCcKoMy, HPaBCTBEHHO-3TH-
YECKOMY W NpOhECCMOHANbHOMY BOCNUTaHMIO Oyaywimx Bpaden. Ero
YYEHUKM YCMELLHO TPYAATCS B Pa3fMYHbIX Yrornkax cTpaHbl 1 3a pybe-
xom (MHaus, Henan, Poccus).

MHoroneTHsisi NnogoTBoOpHast AesTenbHOCTb npodeccopa Hyp-
makoBa AJK. oTmeveHa 3Haukamu «OTIMYHUKY 30pPaBOOXPAHEHMS
CCCP» n «OTtnnyHuky 3gpaBooxpaHeHust PK», nodeTHbIMK rpamota-
mu, gunnomamu M3 CCCP, M3 KasCCP, naptum «OTaH», megansamu,
rpamoTamu, 6narogapHOCTSIMU YHUBEPCUTETA W LIEHHBIMW NoAapKaMU.
WckntounTenbHoe Tpynontobue, CKpOMHOCTb 1 J0OPOXKENaTENbLHOCTb,
a TaKKe NO3UTUBHAS NPUHLUMNNANBHOCTb CHUCKANK eMy 3achnyXeHHoe
yBaXeHUe 1 aBTOPUTET Cpeau Apy3eit, KOnner, CTYAEHTOB W NauneH-
TOB.
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TPEBOBAHMUA
ONA ABTOPOB XXYPHAJIA
«BECTHUK XUPYPITMN KA3AXCTAHA»

YBaxaemble aBTOpPbI!

C 1 anpens 2018 roga Bce cTaTbM Ha NyGnMKaLu0 NPUHUMAKOTCA Ha rocyAapCTBEHHOM UMK PYCCKOM fi3blKax ¢ 06si-
3aTeNbHbIM NepeBOAOM BCEM CTaTbM Ha aHIMIMNCKUIA A3bIK. CTaTby 63 BepCUMM Ha aHIMUINCKOM fi3bike OyAyT OTKIIOHEHbI.
Takxe yunTtbiBas TpeboBaHus KoHcynbsratuBHon Komuccuen (CSAB) Scopus 06 uHTepHauMoHanusaumm aBTopoB 1
ayauMTopuu peaKonserus XXypHanoB peKoMeHAYIT NyonvMkoBaTb CTaTbM B COABTOPCTBE C YY€HLIMM AanbHero U Gnmx-

Hero 3apy6exbs.

B >xypHane ny6nukylTCS HayyHble CTaTbM U 3aMETKM, IKC-
npecc-coobLLeHNs 0 pesynbTaTax UCCNeAoBaHWA B pa3nnyHbIX obna-
CTSIX €CTECTBEHHO-TEXHNYECKNX 1 0DLLECTBEHHBIX HayK.

PeleHne o nybnvkaumm nprHuMaeTcsa peaakuMoHHON Komnernen
XypHana nocne peLeH3VMpoBaHs, yYUTbIBas HayYHYy0 3HAYMMOCTb U
aKTyanbHOCTb MpeacTaBNeHHbIX MaTepuanoB. CTaTbu, OTKIIOHEHHbIE
pefaKUVOHHON KOMMerve, NoBTOPHO He NMPUHUMAKOTCS U He paccma-
TpyBatoTcs. Pykonucw, ochopMneHHble He Mo NpaBuiam, BO3BPaLLaoT-
cs1 aBTopam 6e3 paccMOTpeHms.

Pykonuck HanpaBnsieTcs Ha OT3bIB YNeHy PEAKONNernn 1 ogHoOMYy
13 yKasaHHbIX PELIEH3EHTOB; B CMOPHBIX CMy4asix N0 yCMOTPEHMIO pea-
Konnerum npuBNEKaKTCA LOMOMNHUTENbHbIE PELIEH3EHTbI; Ha OCHOBa-
HWUW AKCTIEPTHBIX 3aKIKYEHUI pegKonnerus onpeaenseT AanbHEnLLyo
cyob0y pykonucw: NpuHATUE K Nybnukauum B NpeacTaBneHHoOM Buae,
HeobxoanMocTb fopaboTku nnn OTKNoHeHWe. B cnyyae Heobxogymo-
CTV PYKOMWCb HampaBnseTcs aBTopam Ha fopaboTky Mo 3amevaHusm
PELEH3EeHTOB 1 PEAaKTOpOB, MOCHE Yero OHa MOBTOPHO PeLEH3Vpy-
€TCH, W pefKonnerns BHOBb PeLUaeT BOMPOC O NPUEMMEMOCTU PyKO-
nucw ans nybnukaumn. MNepepabotanHas pykonucb JOMmKHas ObiTb
BO3BpaLLeHa B pefakumio B TEYeHWe Mecsaua nocre nony4yeHus aBTo-
pamu OT3bIBOB; B MPOTMBHOM CIly4ae PyKOnuCb paccmaTtprBaeTtcs Kak
BHOBb NOCTyMMBLIAsA. Pykonnck, nonyymsLias HEAOCTaTO4HO BbICOKME
OLieHKV NPy peLeH3MPOBaHN, OTKMOHSETCS Kak HE COOTBETCTBYIOLLAs
YPOBHIO UK Npodunio nybnukaumii xypHana.

ABTOpbI HECYT OTBETCTBEHHOCTb 32 AOCTOBEPHOCTb U 3HAYNMOCTb
Hay4HbIX PE3ynbTaTOB M aKTyarnbHOCTb HAyYHOrO CoAepxaHus pabor.
He ponyckaetca MITATUAT — ymbIlLneHHO coBepLuaemoe uamnye-
CKVIM NMLIOM HE3aKOHHOE UCMOMb30BaHUe YyXoro TBOPYECKOro Tpyaa,
C [OBEOEHUEM [0 ApYrvX NnL NOXHBIX CBedeHwWii 0 cebe Kak o ael-
CTBUTENBHOM aBTOpE.

Pepakums npMHYMaeT Ha pacCMOTPEHWE PYKOMMCK TOMBbKO Ha aH-
TMACKOM $3bIKe, MPUCNaHHbIE Yepe3 oduumManbHbIA CalT XypHana
www.vhk.kz.

Matepuan ctatbn — abCTpakT Ha Ka3axckoM, PyCCKOM W aHrui-
CKOM $I3blKax, CMWCOK NWTepaTypbl, PUCYHKMW, MOANUCK K PUCYHKaM W
Tabnuupl, ocopmnseTcs oaHUM arnom; AOMONMHUTENBHO KaXAabIn
pUCYHOK ochopmnisieTcs B BAe oTaenbHoro daiina. Ecnm nepecoinae-
Mblii Matepuan Benuk no obbemy, cregyeT MCMONb30BaTh NPOrpaMmbl
[ns apxmBMpoBaHus. Bce cTpanuubl pykonucy, B TOM Yncne Tabnuubl,
CMVCOK NMUTEPATYPbI, PUCYHKM 1 MOAMUCH K HAM, CriesyeT NpOHyMepo-
BaTb.

MpencraBnexHble Ans  onybnukoBaHWs Matepuanbl  JOMKHbI
YOOBNETBOPSATL CrieayoLwmum TpeboBaHUsaM:

1. CopgepxaTb pesynbraTbl OpUrMHanbHbIX HAYYHbIX UCCREeLOBaHUN
Mo akTyanbHbIM npobnemam B obnactv u3vku, matematu-
Ki, MEXaHWKu, HOpMaTUKK, GUOMOrMK, MeauLMHbI, reonoruu,
XUMWW, 3KOMOTUM, OBLLECTBEHHBIX 1 TyMaHWUTapHbIX HayK, paHee

He onybnukoBaHHble ¥ He npefHas3HayeHHble K nybnukauuu
B Apyrmx musgaHuax. CTaTbs COMPOBOXAAETCH paspeLleHnem
Ha onybnukoBaHWe OT YYPEeXOeHus, B KOTOPOM BbIMOMHEHO
nccnegoBaHue.

2. Paswmep cratbu 7-10 cTpaHuy (ctaTby 0630pHOTO Xxapaktepa —
15-20 cTp.), BKMOYAs aHHOTALMIO B Havasle cTaTby nepes OCHOB-
HbIM TEKCTOM, KOTOpas [OIhKHa OTpaxaTtb Lenb paboTbl, MeTos
UM METOZOMOIVI0 NPOBeAEHNS paboTbl, pe3ynbraThl paboThbl, 06-
nacTb NPUMEHEHUS Pe3ynbTaToB, BbIBOAL! (QHHOTALMSA HE MeHee
20 npepnoxenuit (150»300 crno.) - (Ha aHIMKUINCKOM 5A3bIKe) Yepes
1 KOMNBIOTEPHBIN MHTEpBan), Tabnuupl, PUCYHKK, CIMCOK Tepa-
Typbl (4epe3 1 KOMMbIOTEPHbIV MHTEepBar, pa3mep wpudTa — 14),
HaneyaTaHHbix B pegaktope Word, wpndtom Times New Roman,
nons — BEpPXHee 1 HikHee — 2 cM, neeoe —3 cm, npasoe —1,5 cm.
KonmnyecTso pucyHkos — 5-10.

CTpykTypa AOMMKHa COOTBETCTBOBATb MEXAYHApPOAHOW hopmy-
ne IMRAD, rge | — introduction (Bctynnenue), M — Methods (meTtogb),
R — Results (nccnegoeanue), A — n, D — conclusion+ discussion (3a-
KntoyeHue, obCyxaeHne pesynsTaTtoB 1 BbIBOAbI).

HassaHue  OTobpaxaet cyTb paboTbl * Kpatkoe « Bes abbpeBu-
aryp.

Heobxoammo odmumanbHO 3akpenuTb Ha3BaHWe OpraHu3aumn Ha
AHITNCKOM 1 COKpaLleHue

Pestome ¢ CtpykTypupoBaHo « Be3 abbpesuatyp * [Mepenaer
CTPYKTYpy cTaTbu — 3a4eMm (akTyanbHocTb) — Kakumm metogamu?

— Y10 nonyyeHo — Kak aT0 M3MEHMNO KapTUHY 3HaHWA. IMeHHO
€r0 YUTAIOT B MEPBYI0 0Yepesb, TONMbKO XOpoLUee pe3toMe MOXET npu-
BIieYb BHUMaHue!

Bctynnenue ¢ AkTyanbHocTb paboTbl * Kakas 3agaya nocrasneHa
* Mouemy

Metopabl * MNepeuncnenve « Ecnu nsecTHble - atb CCbIIKY

Ecnu mopndmumpoBanm — ykasatb kak * OnucbiBath Tak 4To 6 mMor-
nv nosTopuTb * CTatncTukal

Peaynbtathl © [lonyckaeTcst He XPOHOMOrMYeckoe, a Norm4yeckoe
nosectBoBaHue * OCHOBHblE, @ HEe Bce YTO ObInu caenaHbl ¢ Mnnto-
CTPUPYIOTCS MUHUMAMNbHO HEOBXOAMMBIMY CBOAHBIMW AaHHbI- MU (MC-
XOfHbIE MOTYT ObITb B JOMOMHUTENBHBIX MaTepuanax)

O6eyxaeHns « He notopaTth pesynbrathl © ConoctaBuTb Mosy-
YeHHble AaHHble C uMetowmmMumcs © OBCyanTb BO3MOXHbBIE MPUYUNHBI U
cneacTeus

®yHKUMM cnucka nuTepatypsbl: © AprymeHTupoBathb maeto » Cono-
CTaBUTb C CyLLECTBYIOLMMM aHanoramm « O603Ha4YnTb MECTO AaHHO-
ro uccnepoBanus * N3bexatb nnarvata ¢ [nsa xypHana u y4eHoro =
npusHaHue * YacTo ykasaHbl TONbKO COBCTBEHHbIE PaboThl UM O4eHb
cTapble (camoumtupoBaHue gonyckaetcs Tonbko 10-15% ot obuwero
crvncka nutepatypel) « KouyroLime owmnbku

Pasnuyarite « Cebinkm ¢ Criicok nutepatypsbl * bubnuorpadus Yro



MoryT umuTpoBaTh ¢ KHurn, (MoHorpadmu, maebl) * CTaTbh Hay4HbIX
XypHanoB ¢ Matepuansl koHdepeHumnit « MaTtenTsl « [ucceptauum ¢
Heony6nukoBaHHble faHHble * CMU « Beb pecypchl (npoTokonbl, Be6
CTpaHWykmn) VICTOUYHUK JOMKEH BbITh HAAEXHBIM U NErko JOCTYMHbIM.

CraTbsi HAUMHAETCA Ha aHIMICKOM si3blke. B Havane, nocepeam-
HEe CTpaHWLbl, UAET Ha3BaHWe CTaTbi NPOMUCHBIMU XUPHbIMK OykBa-
MU, Ha3BaHWe CTaTby JOMKHO ObITb KOPOTKIM 11 EMKWM, COMNAcHO Npo-
BefeHHoro aHanuaa okono 30-40 cMMBONOB Ha aHIMUMCKOM A3bIKE.

[lanee Ha cnepytoLleit CTpoYKe — MHULManbI 1 haMuIum aBTopoB
00bIYHBIM XMPHBIM LUPUGTOM, 3aTEM Ha CriefytoLLel CTPOYKE — Ha3Ba-
HWe opraHusauuu(ui), B KOTOPOI BbINONHeHa paboTa, ropoa, cTpaHa,
3aTeM Ha HOBOW CTpouke — agpeca E-mail aBTopoB. C kpacHoO CTpokM
UpyT KnoyeBble crosa (Key words), a Ha HOBOW CTpoyke — cama aH-
HoTaums (Abstract — He meHee 150 1 6onee 300 crios).

[anee, nocne oTOGMBKM OOHOW CTPOKM, HA4YMHAETCH Ha PYCCKOM
A3blke. B Hayane ctaTtby BBEPXY cnesa credyeT ykasatb unaekc YK,
MPHTW.

3atem, nocepeavHe CTpaHuubl, nuwetcs: 1) Ha3BaHue cTaTby;
aBTOpbI; 3) Ha3BaHWE OpraHU3auuu; ¢ KpacHom cTpoku — KnioveBbie
crnoBa, 3ateM — AHHOTauus (oopmneHne WpPUGTOB, KaK Ha aHrUi-
CKOM $A3bIKE).

OT6rBaem ofHy CTpOKy U HauMHaeTcs cama ctatbs. Crnegom 3a
cTaTben naet cnncok NMlutepatypbl. Ccbinku Ha MUTEPaTypHbIE MCTOY-
HUKM JatoTes Lyudpamu B NpsMbIX ckobkax no mepe ynomuHaHus (He
meHee 20).

Ona kaxpow ctatbu obs3ateneH DOI (Digital Object Identifier)
- 970 UmMdpoBon naeHTudmkatop fokymeHta. DOl BbINONHAET dyHK-
LMI0 TUNEepCChINKW, KOTopas BCEraa MOMOraeT HanTW HYXKHbIA [OKYy-
MEHT, fiaXke eCNN CaiT, r4e OH Haxoauncs paHee, 6bin BNOCNeACTBUM
n3MeHeH. bnarogaps aTomy MHAEKCY MOUCK HayyHOW MHdopMauum B
WHTepHeTe ctan npolle u acdekTuBHee. Kaxpoe usnanue, xxypHan
pa3MeLlLaeT Ha CBOMX BED-CTpaHMLax B MHTEPHETE, Kak TeKyLue, Tak
1 apxviBHble HOMepa, U MaTepuansl. Takum 06pa3oM, B OTKPLITOM A0-
CTyne MOXHO YBUAETb Pe3toMe, KOTOpble BKMOYAKT B cebs HasBaHue
cTaTbk, haMunilo, UMs, OTYECTBO aBTOPA, aHHOTALMIO U KMOYEBbIE
CroBa, MECTO BbINOMHEHNS paboThl, @ TakKe BbIXOOHbIE AaHHbIE OMy-
OrMKoBaHHbIX CTaTeli (Ha3BaHWe XypHana, rof U3aaHus, ToM, HOMep,
cTpaHuua).

Cnucok nutepatypbl ochopmMnsieTcs credyoLwmm oopa3om:

B ccbinkax Ha kHurv ykasbiBaetcst ISBN (10- unm 13-3HauHbiit). Co-
KpaLLialoTCca Ha3BaHUs TOMbKO TEX KypHamnoB, KoTopble ykasaHbl: http://
images.webofknowledge.com/WOK46/help/WOS/0-9_abrvjt.html.

[lnsa Bcex cChINoK Ha CTaTby, ONnyBrMKOBaHHbIE B MEXAYHAPOLAHbIX
peLeH3npyeMbIx XypHanax cnegyeT ykasbiBate DOI (Digital Object
Identifier). DOI ykasbiBatoTcs B PDF Bepcun ctatbyt u/unm Ha OCHOB-
HOWN MHTEPHET-CTPaHNLIE CTaTbK, TaKKe MOXHO BOCMOMb30BATbCS CU-
ctemon nomcka CrossRef: http://www.crossref.org/guestquery/. Huxe
NpUBOAATCS NpUMepPbl 0HOPMITEHMS CCbINOK:

CtaTbsl B MeXAYHapOAHOM XypHane:

1. Campry TS, Anders T. (1987) SNAP receptors implicated
in vesicle targeting and fusion, Environ Pollut, 43:195-207. DOI:
10.1016/0269-7491(87)90156-4 (in Eng)

CtaTbsl B pyCCKOA3bIYHOM XypHarne, He NMetoLas aHrnossbiy-
HOW BEPCUU:

2. Ivanova TV, Samoilova NF (2009) Electrochemical Energetics
[Elektrohimicheskaya energetika] 9:188-189. (In Russian)

Kuuru:

Timrat TA (2008) Soil pollution: origins, monitoring and remediation,
second edition. Springer, Germany. ISBN: 978-3- 540-70777-6

Matepuanbi KOH(pepeHLunu:

Monin S.A. (2012) Treatment techniques of oil-contaminated soil
and water aquifers. Proceedings of International Conference on Water
Resources and Arid Environment, Riyadh, Saudi Arabia. P.123.

MaTeHTbI:

Barin AB, Mukamedzhan NT (2000) A method for determination of
1,1-dimethylhydrazine and nitrosodimethylamine [Metodopredeleniya
1,1-dimetilgidrazina initrosodimetilamina). Preliminary Patent of the
Republic of Kazakhstan [Predvaritelnyi patent Respubliki Kazakhstan].
(In Russian)

CraHgapTbl, FOCTb!:

RMG 61-2003. Indexes of accuracy, precision, validity of the
methods of quantitative chemical analysis, methods of evaluation
[GSI.Pokazatelitochnosti, pravilnosti, retsizionnosti metodik
kolichestvennogo himicheskogo analiza. Metodyiotsenki]. Moscow,
Russia, 2003. (In Russian)

Ha caite http://www.translit.ru/ MmoxHo GecnnaTHo BOCMONbL30-
BaTbCS MPOrpamMMoN TpaHcIuTepaumn Pycckoro Tekcta B naTuHuuy,
1Cnonb3ys pasnuyHble cucTembl. [NporpamMmma o4eHb npocTas, ee ner-
KO MCMonb30BaTh A5 roToBbIX CCbiok. K npumepy, BoIGpas BapuaHT
cuctembl brubnuotekn Konrpecca CLUA (LC), Mbl nony- yaem usobpa-
XeHne Bcex OyKBEHHbIX COOTBETCTBUMI. BcTaBnsiem B crneuuansHoe
rnosne Becb TekcT Bubnunorpadum Ha pycckom A3bIKe 1 HaxK1MMaeM KHon-
Ky «B TP@HCINTY.

B koHUe cTaTbi AaeTcs pestoMe Ha kasaxckoMm ssbike. Odopm-
NSETCS aHarnornyHo pycckomy BapuaHTy. [ocepeanHe cTpaHuLbl nu-
weTcs: 1) HasBaHWe cTaTby; 2) aBTopbl; 3) Ha3BaHWe opraHu3a- Lnuu; ¢
KpacHoi CTpokM — ©3eKTi ce3aep, nocrne — AHHOTaUus.

MocnenHsst cTpaHWLa NOAMMUCLIBAETCS BCEMU aBTOpamu, CTaBuUT-
cs parta.

3. Ctatbu NyGnmMKytoTCS TOMNBKO HA @HTTIMIACKOM A3bIKE.

4. B cnyyae nepepaboTku cTaTbi MO Npocbbe penakuyoHHOM
Konnernn xypHana AaTon NOCTYNMeHUs CYUTaeTca AaTta nosyyeHus
pendakumMen okoH4YaTenbHOro BapuaHTa. Ecnu ctatbs oTknoHewa, pe-
AaKums coxpaHsieT 3a coboi NpaBo He BECTW AMCKYCCUIO MO MOTUBAM
OTKMOHEHMS.

OdprumanbHbIn caiT xypHana «BecTHuk xmpyprun KazaxctaHa»: www.vhk.kz
E-mail: kaz.vestnik@mail.ru, inkar_sagatov@mail.ru



