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I. AMATHOCTUKA U NIEYEHUE

HEPATOCELLULAR CARCINOMA.
LITERATURE REVIEW

Kaniyev Sh.A., Nurlanbayev Y.K., Isamatov B.K., Enin E.A., Tadzhibaev T.K.,
Baiguisova D.Z., Chormanov A.T., Medeubekov U.Sh., Seisembaev M.A.,
Baimakhanov B.B.

National Scientific Center of Surgery named after A.N.Syzganov, Almaty, Kazakhstan

Abstract

This article presents materials of domestic and foreign authors on hepatocellular carcinoma. The classifications,
modern methods of instrumental and laboratory diagnostics, as well as effective treatment tactics are described in
detail.

Hepatocellular carcinoma, while remaining a fairly common disease, requires careful research, both clinically and
pharmacologically, especially in terms of providing care to patients in regions with limited resources.

Fenatouentonspnbik KapumHoma.

9pebueTTik wony.

Kanues L.A., Hypnan6aes E.K., UcamatoB B.K., EnuH E.A., Topxi6aes T.K.,
Bryucosa [1.3., YopmaHnos A.T., MepeyGekos Y. Lll., CeiicembaeB M.A.,
baiimaxaHoB b.b.

A.H.CbI3FaHOB aTbiHAaFbl YNTThIK FblbIMM XUPYPrua opTanblifbl, Anmartbl, Ka3zakctaH

AHparna

byn makanaga renatouenionsapablK KapynHoma OOMbIHILA OTaHAbIK MeH LeTenaik aBTopiapbiHbIH MaTepuasn-
JAapbl YCbiHbIIFAH.  JlepTTiH XikTeynepi, AuarHocTkanaysbiH Kypan-caiiMaHgap apkbibl XoHe 3epTXaHasblk 3ama-
Hyw aicTepi, congaii-ak emaeyaiy TMimai TakTukanapsl cunartanagsl. bapeiHiua KeHiHeH TapanraH Aepti 6ona Typa,
renaroLeIoNnapblK kKapumHoma Kanaiga KiavHUKablk, COHAal-ak ¢apMakonornssiblk TYPFbICbIHAH, dCipece THicTi
MeAnLMHaTbIK KOMEK KepCeTy BOMbIHLLIA LIEKTeYITi KopaapbiHa e arimakTapaa, aibIKTbl MEULMHATIBIK KOMEK KOSIXETiMAI
001y yLLUiH XaH-XaKTbl 3epTTeyai Tanan eTesi.
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HEPATOCELLULAR CARCINOMA (LITERATURE REVIEW).

OB ABTOPAX
Kannes Lllokan Axmeg6exoBny — Bpay
Xxupypr HaumoxanbHoro Hay4Horo LeHTpa
xupyprum um. A.H. CbidraHosa.
A Makcar O -
BpaYy Xupypr, 3aBeAyioLnii OTAeNeHNEM
renaronaHkpeaToouInapHoi Xupyprom n
P un neyenn He 0ro
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Relevant

More than 600.000 people have died worldwide
from hepatocellular carcinoma (HCC) [1]

HCC is the sixth of malignant tumor in the world,
fifth of men and the eighth of women. HCC is the
third of cancer deaths, after lung and stomach can-
cer and the most frequent malignant formation in
some parts of Africa and Asia. [1]

In Kazakhstan, detection frequency of liver can-
cer is low - 15 ranked. In the death structure liver
cancer ranks 8th. The specific gravity of the I-II
stages in the diagnosis is 8.7%, the lowest among
all cancers. 5-year survival rate is 31.8% - the low-
est among all malignant neoplasms. [2].

The purpose

According to international and domestic expe-
rience in the hepatocellular carcinoma treatment a
literature review based on classification, drug and
surgical interventions was conducted.

Materials and methods

This article was used domestic and foreign au-
thors’ materials based on the diagnosis and tactics

of hepatocellular carcinoma treatment. The method
of investigation is a literary survey. The data was
searched using Google Scholar, PubMed, where
the data was taken from 2000 to 2017.

TNM Classification / AJCC table Ne 1. [3].

T —Primary tumor

Tx —not enough data for evaluation of primary
tumor

TO — No evidence of primary tumor

T1 — solitary tumor without vascular invasion,

T2 is up to 5 cm a solitary tumor in the larg-
est measurement with vascular invasion, or up to 3
cm multiple tumors in the largest dimension without
vascular invasion.

T3A - multiple tumors more than 5 c¢m in the
largest dimension without vascular invasion,

T3B - solitary tumor or multiple tumors of any
size with invasion of the main branches of portal or
hepatic veins,

T4 - tumor (s) involves adjacent organs with the
exception of the gallbladder, or with the perforation
of the visceral peritoneum.

Note: the plane divides the liver into two lobes
projected between the gallbladder and the inferior
vena cava for classification
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Crapus T N M
I 1 0 0
Il 2 0 0
1A 3 0 0
B 1-3 1 0
IVA 4 Jlobag 0
IVB Jliobas Jlobas 1
N — describes whether or not the cancer has stage D (end-stage disease) Severe symp-
reached nearby lymph nodes. toms resulting from tumor or decompensa-
NX - Regional lymph nodes cannot be evaluated tion of cirrhosis (Child-Pugh C). according to
NO - No regional lymph node involvement (no the «Milan criteria» (solitary lesion <5 cm or
cancer found in the lymph nodes) no more than 3 foci with the largest size <3
N1-N3 - Involvement of regional lymph nodes cm) given the small tumor size orthotopic liver
(number and/or extent of spread) transplantation is possible. [3,4]
The M category tells whether there are distant me-
tastases (spread of cancer to other parts of the body). ~ Diagnostics

MO - No distant metastasis (cancer has not
spread to other parts of the body)

M1 - Distant metastasis (cancer has spread to
distant parts of the body)

Nowadays, the most commonly used liver can-
cer classification is the Barcelona clinic (Table 2),
which has taken into account the prevalence of the
tumor process, the functional status of the liver, the
objective condition of the patient and the estimated
effectiveness of treatment.

There are five stages of the disease: from stage
0 (very early) and A (early) to stage D - terminal.
The stage of BCLC, along with the prognosis of the
disease and the treatment tactics, can change with
the progression of the disease, or effective treat-
ment. It should be noted the prognostic significance
of classification for patients with HCC without re-
gard to cirrhosis of the liver. An important feature of
this classification is that it offers depending on the
stage of the disease a treatment algorithm.

- stage 0 (very early stage) means solitary le-
sion measuring less than 2 cm in diameter

stage A (early stage) means there is a solitary
lesion > 2 cm or early multifocal disease character-
ised by up to 3 lesions measuring less than 3 cm
the tumor does not extend to the main vessels of
the liver and adjacent anatomical structures; there
are no tumor-specific complaints; patients’ satis-
factory general condition (ECOG 0 point); the liver
is working well (Child-Pugh A).

- stage B (intermediate stage) single asymp-
tomatic multifocal disease without macrovas-
cular invasion; patients’ satisfactory general
condition (ECOG 0 point); Child - Pugh A / B.

- stage C (advanced stage) symptomatic tu-
mours, that worsen general condition (ECOG
0-2 points); and invasive and/or metastatic
disease Child-Pugh A/ B.
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Serological test have undergone or are cur-
rently underway include the determination of AFP,
DCP, also known as prothrombin Il, induced by the
absence of vitamin K (PIVKA 11), the ratio of glyco-
sylated AFP (fraction L3) to total AFP, fucosidase
and glypicant 3 for the early diagnosis of HCC[5-6].
AFP is the most widely identified HCC biomarker. A
stably high level of AFP is a risk factor for HCC. AFP
is mainly determined for diagnostic purposes, and
not for screening. This is important, because the
value of the method in diagnosis is not equal to the
value in the screening. So, as a screening method,
the AFP determination is not indicative enough.

Ultrasound diagnosis (UCTT) is applied at the
screening stage, for percutaneous biopsy and in-
terventional interventions and sometimes for moni-
toring the effectiveness of treatment. The sensitiv-
ity of the method is not high at detecting small-size
nodes. According to the world literature, ultrasound
reveals 70% of tumors 1 cm size n and 90% of tu-
mors with 5 cm size. Of the diagnosis specificity
varies between 48-94%. [7-8]. Computerized and
/ or magnetic resonance imaging are used for dif-
ferential diagnosis, estimation of the prevalence of
the process, staging of the disease. [9-11].

Methods of objective visualization (multi-phase
contrast CT, dynamic contrast MRI or ultrasound with
contrast enhancement) allow evaluating the vascular
profile of mass lesion, to reveal signs of a typical VC
picture of vascularization: amplification into the arte-
rial phase and «washing out» into the portal phase.

In international (AASLD and EASL) guidelines,
the diagnosis of hepatocellular carcinoma is con-
sidered valid if both methods (dynamic CT and MRI)
independently reveal typical vascularization in the
tumor. The use of these methods leads to a signifi-
cant improvement in the diagnosis of HCC: sensitiv-
ity increases to 89%, specificity up to 99%. [3,8]

Table 1.
Stages of hepatocellular
cancer
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Fig. 2.

—

Stage O
PS=0, Child-Pugh A

Hepatocellular carcinoma ﬁ

Stage A-C
PS=0-2, Child-Pugh A-B

Stage D
PS>2, Child-Pugh C

Very early stage (0) Early stage (A)  Intermediate stage (B) Advanced stage (C) End stage( D)
1 neoplasm <2cm 1 neoplasm or 2 nodules Multinodular, PS=0 Portal invasion,
Carcinoma in situ <3 cm, PS=0 N1, M1_PS=1-2
1 neoplasm 3 neoplasm <3 cm
P increased in portal vein/ level of bilirubin
= |ncreased === associated diseases
In norm no yes
IResectionI ILiver transplantationl I PEI/RF I I Chemoembolization " Sorafenib I Symptomatic

Radical therapies (30%)
5-year survival rate: 40-70%

Survival median 11-20 month

treatment

Palliative care (50%)
Survival <3 month

CTA is most commonly usedmethod for re-
fined diagnosis of HCC with obligatory intravenous
contrast and evaluation of the features of tumor of
the in various (in the arterial, venous and delayed)
phase of the study at a recommended rate of injec-
tion of a contrast drug 2-4-8 ml / sec (with PKT).
Unlike the unaltered unchanged liver parenchyma,
which is fed from the portal vein system, hepato-
cellular tumors are blood supply mainly from the
hepatic artery system, so in typical cases they are
characterized by diffuse, heterogeneous «enhance-
ment» to the arterial phase, followed by washing
out the contrast drug into the venous and delayed
phases, which is considered a classical mapping of
the HRC. Features of the mapping of hepatocellular
tumors depend both on their size and on the degree
of their differentiation. Patients with cirrhosis and
impaired liver function, the peak of contrasting pa-
renchyma is difficult to predict. It comes much later
- more than 30 - 40 minutes. [9-11].

Positron emission tomography (PET / CT) with glu-
cose is not recommended for routine diagnosis and
staging of HCC. PET / CT with choline can be useful for
detecting extrahepatic metastases. [9-11].

A biopsy allows obtaining a morphological con-
firmation of the HCC. In the hands of an experi-
enced surgeon, the frequency of complications of
puncture of the liver (bleeding more often) does not
exceed 1-2% [9]. Puncture biopsy in receiving a tis-
sue column (cor-biopsy) is preferable to aspiration
fine needle biopsy. When detecting (multiphase CT)
in cirrhotic liver tumor with characteristic vascular-
ization of HCC and confirmation of the diagnosis of
contrast MRT morphological verification is not nec-
essary.

A biopsy of the liver tumor is necessary when:

1. The small size of the tumor (<2 cm) and the
typical for the HCC blood flow,

2. Atypical vascularization of a node> 2 cm in
size,

3. Differences in the description and interpreta-
tion of contrasting dynamic studies in combi-
nation with a normal or slightly elevated level
of AFP,

4. ldentification of any tumor formation in the
non-cirrhotic liver.

A biopsy of local formation in the cirrhotic liver
is not needed if:

1. No treatment is planned for decompensated
cirrhosis or other severe pathology;

2. Aresection of the liver is planned. [3.9]

Treatment

Liver transplantation.

Liver transplantation with HCC is a simulta-
neous treatment of both the tumor process and
concomitant liver cirrhosis. The MELD (Model for
End-stage Liver Disease) classification is used for
assess the status of candidates for liver transplan-
tation. Orthotopic liver transplantation is a method
of choosing early-stage HCC treatment, in cases
not suitable for resection (multiple tumor lesions,
cirrhosis, or severe impairment of liver function).
The so-called «Milan» criteria are more commonly
used: the size of a single tumor is not more than
5 cm or if there are up to 3 foci in the liver with a
diameter of the largest node not more than 3 cm,
no invasion of the vessels. If the «Milan» criteria
are met at the stage of selecting candidates for
liver transplantation, the 5-year survival of patients
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reaches 70%, the frequency of tumor recurrence
is <15%. Several studies indicate an early relapse
after transplantation with high AFP (> 400 ng /
ml), age> 60 years, and> 20 points on the MELD
scale. Patients awaiting liver transplantation can
receive both neoadjuvant and antitumor treatment,
including ablation, embolization and partial resec-
tion of the liver, which increases the likelihood of
liver transplantation beyond standard indications.
Postoperative staging is performed on the basis of
TNM classification taking into account preoperative
examination. [4.9]

According to a recent systematic review of 90
studies involving 17,780 patients in 15 years, the
Milan criteria are an independent prognostic out-
come factor after liver transplantation [6]. The
overall 5-year survival of patients with the Milan
criteria (65-78%) was similar to the survival of pa-
tients without HCC in the European and American
registers (ELTR and OPTN, respectively) (65-87%)
[6,12-13]. According to ELTR results of more than
12 000 transplants, 10-year survival is about 50%
[12]. Due to their success, the Milan criteria were
included in the BCLC classification [14-15], as well
as the system of pre-transplantation assessment of
the stage of the UNOS (United Network for the Dis-
tribution of Donor Organisms) in the United States
[16] and remain the starting point for all the prog-
nostic criteria proposed to expand the indications
to liver transplantation in patients with fcc and cir-
rhosis [17].

Ablation. Necrosis of the tumor can be caused
by chemical ablation (percutaneous injection of
ethanol, CHIE), thermoablation (radiofrequency ab-
lation, RFA) or cryoablation. The ablative procedure
can be performed percutaneously, laparoscopi-
cally or by open access. To date, in the treatment
of HCC, RFA and CHE are most commonly used.
The safety and efficacy of Pl and RFA in the treat-
ment of patients with compensated cirrhosis (class
A in Child-Pugh) and HCC meeting the Milan crite-
ria were examined in several randomized controlled
trials. Both methods demonstrated a low incidence
of complications. RFA showed greater efficacy both
in achieving complete response (65.7% vs. 36.2%)
and in reducing the number of relapses (within 3
years local tumor recurrence was observed in 14%
of patients treated with RFA and 34% , received the
PIER,). It has also been shown that RFA requires
fewer procedures than CHIE [18-20].

According to published data, the best results
were achieved after RFA in a series of patients with
HCC, in which 5-year survival was 40-70% [21-22]
and even higher in candidates with more stringent
selection criteria [23]. The best outcomes were ob-
served in patients with small (usually less than 2
cm) single tumors and Child-Pugh class A [24].
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TACE (Transarterial chemoembolization). The
procedure consists of introducing through a cath-
eter a mixture of chemotherapeutic and embolizing
agents into the hepatic artery. The aim of TACE is to
deliver a high dose of chemotherapeutic agent di-
rectly to the tumor, to increase the contact time be-
tween tumor cells and the agent, while minimizing
the systemic effect of the chemotherapeutic agent.
Studies have shown a significant benefit of TACH
over symptomatic therapy in patients with unresect-
able HCC. Thus, in one study, survival in the TACE
group was: 1 year - 57%, 2 years - 31%, 3 years
- 26%; in the control group: 1 year - 32%, 2 years
- 11%, 3 years -3%. Although death from hepatic
insufficiency was somewhat higher in the TACE
group, the liver function was statistically significant
in the groups did not differ. Frequent complica-
tions of TACHE include postembolization syndrome
(fever, abdominal pain, vomiting), embolization of
non-targeted branches of the hepatic artery, liver
failure and cholecystitis [9]. Less common are por-
tal vein thrombosis, bone marrow failure and pan-
creatitis. The incidence of major serious adverse
events varies from study to study, but the incidence
of treatment-related deaths is usually less than 5%.
The evaluation of the efficacy and safety of TACHE
is complicated by various agents used, such as
embolizing particles, and chemotherapeutic agents
(doxorubicin, cisplatin), as well as a different num-
ber of procedures in different patients. These dif-
ferences were not evaluated in clinical randomized
trials. [23,25].

Resection is the method of choice for patients
with single tumors and well-preserved liver func-
tion (compensated cirrhosis, Class A according
to Child-Pugh), normal bilirubin level and either a
pressure gradient in the portal vein not more than
10 mm Hg, or a number of tromobocytes not less
than 100 * 109 / I. Retrospective studies show a
5-year survival after resection in patients at an early
stage of HCC with a preserved liver function at a
level of 50-70%. Nevertheless, the recurrence of
HCC occurs frequently.

The modern standards of HCC resection in
patients with cirrhosis are defined by the expert
group as follows: the expected 5-year survival rate
of 60%, perioperative mortality 2-3%, the need for
blood transfusion less than 10% [26-27].

Clear criteria for the dependence of the feasibil-
ity of liver resection on tumor size are not available;
However, it should be remembered that the likelihood
of vascular invasion increases with the size of the tu-
mor. In one study, a 30% chance of vascular invasion
with a tumor diameter of 10 cm or more was demon-
strated. According to the national registry conducted
in Japan, the five-year post-resection survival de-
pended directly on the tumor size and was 66% for
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tumors less than 2cm, 52% for 2-5¢cm, and for only
37% for tumors greater than 5 cm. A five-year surviv-
al rate of more than 50% after resection patients who
meet the Milan criteria (no more than 3 foci not larger
than 3 cm), but not suitable for liver transplantation.
However, the feasibility of liver resection for vascular
invasion and / or for multifocal lesion remains to this
day unexplored until the end. Preferred is an ana-
tomic resection of the liver with the implementation
of Pringle to minimize blood loss. [3-4, 9].

Target therapy

Sorafenib-oral tyrosine kinase inhibitor is the
first and so far the only drug that increases the
survival rate of patients with late stage HCC. It is
indicated to patients with preserved liver function
(Child-Pugh class A) and late stage of the tumor
(C to BCLC), as well as tumors that progress after
locoregional therapy. Patients with Class B in Child-
Pugh cannot be given clear recommendations, al-
though cohort studies report a similar safety profile
and no decompensation [28-29].

The use of chemotherapy in HCC is problematic
due to concomitant cirrhosis of the liver. Because of
cirrhosis, the metabolism of chemotherapy drugs is
changing and their toxicity is increasing. Systemic
therapy with doxorubicin was evaluated in clinical
trials in more than 1,000 patients and showed an
objective response rate of about 10%. Systemic
therapy with other drugs such as gemcitabine, ox-
aliplatin, cisplatin and capecitabine, in combination
or as monotherapy, showed a different response in
uncontrolled studies, ranging from 0 to 18% [30].

Discussion

Today, HCC is by far the most common tumor
among primary malignant neoplasms of the liver; its
frequency varies depending on geographical and
ethnographic features. From a global perspective,
the most urgent task is to prevent the development
of HCC. The only effective strategy is the primary
prevention of viral hepatitis, which in most coun-
tries is already carried out in the form of vaccination
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DIAGNOSIS OF DISEASES OF THE
HEPATOBILIARY SYSTEM IN THE
PRACTICE OF A LABORATORY ASSISTANT

Abdilova G.B., Nurakhova A.D., Yatsenko S.V.
National Scientific Surgery Center under the name of A.N.Syzganov
Kazakh Medical University Continuing Education, Almaty, Kazakhstan

Abstract

The work analyzes the data of biochemical studies of various parameters of liver function, isolated from the blood
serum of patients treated and examined in the National Scientific Surgery Center under the name of A.N.Syzganov in 2017
The article is devoted to the diagnosis of liver pathology, since this is actual for today, which is caused by a large number
of people suffering from liver diseases.

Dopirep-naGopaHT Taxpubecinaeri 6aybip-eT XyiAeciHiH,

aypybiIAapbiH aHbIKTay

Aopunosa I.b., Hypaxoea A.[l., ueHko C.B.
A.H. Cbi3raHoB aTblHAaFbl YITTbIK FbIILIMU XUPYPrUs OPTaibiFbl
KasakTblH, Meamuanbik y3aikci3 6inim 6epy yHuBepcuteTi, Anmartbl Kanachl, KasakcraH

Axparna

A.H. Cbi3raHoB atbiHAarbl YATTbIK FblbIMU XUPYprus opTanbiFbinga 2017 X. eMAEereH XaHe KapasraH HayKacTapAblH
OMOXUMUSITIbIK  3€PTTEYNEDAbIH HOTUXENEpiHe, 0aybipAbIH @QYHKUMSIbIK KOCETKILUTEPIHE, HAayKacTapAblH KaHbIHaH
beniHreH capbicybiHa Tangay XyprizinreH. Makana 6aybipablH natofnorusceiH AMarHoOCTUKanay MaceneciHe apHasfaH,
cebebi Oyn BYriHri KyHre e3eKTi xaHe 6aybipbl ayblpaTbiH aAamMaapablH CaHbIHbIH KONTiriHe 6ainaHbICTbl 60/bIN OTbIP.

OuarHocTuka 3aGoneBaHuii renatToGUNMapHoOil cucTeMbl B

npakTuKe Bpaya-nabopaHrta

Aopunosa I.b., Hypaxoea A.[l., ueHko C.B.
HHLUX um. A.H. Cbi3raHoBa
Kazaxckuii MeaMLMHCKII YHUBEPCUTET HENpepLIBHOr0 06pa3oBanus, . Anmarsl, Kasaxcra

AHHOTayuns

B pabote BbinoiHeH aHanu3 AaHHbIX OUOXUMUYECKUX UCCAELN0BaHMI PA3/UYHBIX MOKA3aTenes QYHKLUUM MeYeHH,
BbIJIENIEHHBIX 13 CbIBOPOTKYM KDOBU NaLMEHTOB, ieynBLunxcs n o6cnenosasiumxcs B HHUX um. A.H. CbizraHoBa B 2017 T.
Crarbs MOCBSILEHa BONPOCY ANArHOCTUKN Natoa0riv NeYeHn, Tak Kak 310 SBASeTCs akTyaslbHbIM HA CEroAHALLHNIA 1EHb,
Y70 06YC/I0B/IEHO OOJILLUMM KOSIMYECTBOM JIH0AEN, CTPaAaloLLmX 3a001€BaAHUSIMU MEYEHN.
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DIAGNOSIS OF DISEASES OF THE HEPATOBILIARY SYSTEM

IN THE PRACTICE OF A LABORATORY

According to the latest information of the World
Health Organization (WHO), there are more than 2
billion people with liver diseases worldwide, which is
100 times more than the frequency of HIV infection.
Over the course of the current 20 years, a marked
tendency to an increase in the number of diseases
of the hepatobiliary system has been observed
worldwide [1, 2]. So, for example, only in the CIS
countries is annually fixed from 500 thousand to 1
million patients suffering from a particular hepatic
pathology. There is an increase in the frequency of
pathology of the hepatobiliary system at a young
age, in women 4-7 times more often than in men.
According to the WHO experts, every fifth woman
and every 10th man in Europe has a pathology of
the liver and bile ducts. Accordingly, diagnostics
and treatment of diseases of the hepatobiliary sys-
tem is one of the most urgent problems of modern
medicine (1, 2).

The aim of the work was the analysis of bio-
chemical studies of various indicators of liver func-
tion performed in 2017 in diagnostic laboratory of
National Scientific Surgery Center under the name
of A.N. Syzganov.

Material and methods

In the work, biochemical studies of various
parameters of liver function, isolated from serum
of 430 (225 women, 205 men), patients aged 18
to 78 years, treated and examined in the Nation-
al Scientific Surgery Center under the name of
A.N.Syzganov in 2017.

In total, the following number of parameters
was studied: bilirubin total - 430; bilirubin straight
- 430; asparagine aminotransferase (AST) - 430;
alanine aminotransferase (ALT) - 430; alkaline
phosphatase (APP) - 430; gamma-gamma-glutyl-
transferase (GGTP) - 430; lactate dehydrogenase
(LDH) - 430; cholesterol - 430; albumin - 430; am-
monia - 430. The analyzes were carried out on the
device «<COBAS INTEGRA 400/400 plus» company

Biochemical indicator of blood
Total bilirubin, umol /|

«Roche» (Germany), which is an automatic analyzer
intended for the quantitative determination of vari-
ous parameters in serum and blood plasma.

Results

In this article, we present the results of bio-
chemical studies of various parameters of liver
function, isolated from blood serum 430 (225 wom-
en, 205 men) from 18 to 78 years old, treated and
examined at the National Scientific Surgery Center
under the name of A.N.Syzganov in 2017 (Table 1).

Discussion

The term «liver» originates from the word
«oven», since the highest temperature of all organs
is characteristic for the oven. This is due to the fact
that in the liver per unit mass, the greatest number
of energy production is observed. Up to 20% of the
mass of the hepatic cell is in the mitochondria -
«power stations» cells, which constantly synthesize
ATP, which spreads throughout the body.

The liver is the largest organ in the human body
and animals; in an adult it weighs 1.2-1.5 kg. Its
weight varies with age - about 50 years, the liver
begins to atrophy, and by the old age its weight is
only 0.8-1 kg. Despite the fact that the liver is 2-3%
of body weight, it takes away 20 to 30% of the oxy-
gen consumed by the body (4).

The structural-functional unit of the liver is a lobe
of the liver. The area located between the hepatic
cells is the bile ducts. On the central part of the lob-
ule passes the vein, in the interlobular tissue - ves-
sels and nerves. In the human liver there are about
500 thousand hepatic lobules. The liver has about
300 billion cells, 80% of which are hepatocytes.

The liver is a significant gland that maintains the
constancy of the internal environment of the body. It
is a unique and complex organ that takes a central
place in the metabolism of proteins, carbohydrates,
fats and plays a significant role in the metabolism
of drugs.

Patients (n=430)

294,0 (7,1 — 581,0)

Direct bilirubin, umol /|

226,6 (1,2 — 485,0)

Aspartate aminotransferase, U/ |

541,0 (10,0 — 1072,0)

Alanine aminotransferase, U /|

359,3 (7,6 — 711,0)

Alkaline phosphatase, U /|

240,5 (34,0 447,0)

Gamma-glutamyltransferase, U /|

451,5 (6,0 — 897,0)

Lactate dehydrogenase, U /L

2069,5 (17,0 — 4122,0)

Total cholesterol, mmol /|

3,91 (0,82 - 7,0)

Albumins, g /|

31,5 (16,0 — 47,0)

Ammonia, pmol /|

59,0 (10,0 - 108,0)

BULLETIN OF SURGERY IN KAZAKHSTAN N2 2 - 2018

Table 1.

Features of biochemical
parameters in liver
pathology
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The liver provides the following functions. 1.
Bile and biliary excretory functions. Liver cells re-
lease bile, which includes water, electrolytes, or-
ganic substances (bile acids and salts, cholesterol,
conjugated bilirubin, cytokines, etc.) and heavy
metals, in particular copper. The total amount of
bile produced by the liver is an average of 600 ml /
day. The physiological significance of bile includes
the removal of lipophilic components from the body,
which can not be disposed of and excreted in the
urine; and also - the release of bile acids, which
take part in the digestion of fat of food products and
the absorption of products of its hydrolysis (1, 4).

2. Metabolic function. In the liver, the com-
pounds necessary for the operation of other or-
gans of the digestive system (stomach, pancreas
and small intestine) are formed. The products of
nutrient cleavage go to the liver from the gastro-
intestinal tract through the portal vein. In the liver,
the exchange of proteins and amino acids, lipids,
carbohydrates, biologically active substances
(hormones, biogenic amines and vitamins), mi-
croelements, and regulation of water metabolism
is observed. The liver promotes the synthesis of
proteins, including blood plasma proteins, their ac-
cumulation; reamination and deamination of amino
acids; urea formation and synthesis of creatinine;
the synthesis of glycogen from monosaccharides
and non-carbohydrate products; oxidation of fatty
acids; the formation of ketone bodies and the syn-
thesis of cholesterol. The main way of catabolism
of cholesterol in the liver is the synthesis of bile ac-
ids; also on the basis of cholesterol all steroid hor-
mones are formed: glucocorticoids, mineralocor-
ticoids and sex hormones (estrogens, androgens
and progesterone); vitamin D3, blood plasma lipids.
To all steroid hormones, only 3% of cholesterol is
consumed (1, 4).

3. Deposition function. In the liver, the carbohy-
drate is deposited in the form of glycogen; proteins,
fats, hormones, vitamins (A, D, K, C, PP, B12) and
minerals (iron, copper, manganese, cobalt, molyb-
denum) (1, 4).

4. Barrier function. The liver performs neutral-
ization (biochemical transformation) of foreign and
toxic substances coming with food or arising in the
intestine, as well as toxic compounds of exogenous
nature. Microorganisms are rendered harmless by
macrophages (Kupffer cells) by phagocytosis and
lysis. An increase in the level of environmental pol-
lution, increased consumption of various preser-
vatives, alcohol, uncontrolled use of drugs signifi-
cantly increase the metabolic burden on the liver (1,
4).

5. Excretory function. From the liver, various
compounds of endogenous and exogenous origin
(more than 40 compounds) are sent to the bile

ducts and are excreted with bile or enter the blood,
where they are excreted by the kidneys. One of the
characteristic features of the excretory function of
bile is that it is able to remove from the body such
substances that can not be isolated from the body
in any other way.

6. Homeostatic function. The liver provides
a constant composition of blood (homeostasis),
performing the synthesis, accumulation and secre-
tion into the blood of various metabolites, as well
as carrying out the absorption, transformation and
excretion of plasma components.

That is, the liver performs three main types of
life: digestion, metabolism (energy supply, metabo-
lism of proteins, fats, carbohydrates, hormones,
vitamins, enzymes, water, electrolytes, trace ele-
ments, pigments) and detoxification, as well as
blood circulation.

The hepatobiliary system, to which the liver
itself belongs, the bile ducts and the gallbladder,
is involved in many vital processes of the body. Its
damage is determined by significant damage to
metabolism, immune response, detoxification and
antimicrobial protection (1, 2).

Quite often liver cells are disrupted under the
influence of aggressive compounds - poisons, free
radicals, bacterial and viral infections. In addition,
damaging effects on the liver show stress, hor-
monal and metabolic disorders, poor-quality food,
excessive enthusiasm for medicines and alcohol.
Liver disorders are carried out through chemical
and immunological mechanisms (3).

However, the liver refers to organs capable of
regeneration after damage due to cellular coopera-
tion, the presence of molecular mechanisms of the
reaction of the acute phase and the synthesis of a
number of substances of a protective nature (4).

Almost in all cases, regardless of the etiology of
the disease, oxidative stress is the common patho-
genetic link (5).

According to the results of experimental works,
the dosage forms of antioxidants help suppress in-
flammatory necrotic reaction in the liver, inhibit the
development of fibrosis, stimulate regeneration pro-
cesses and reduce the risk of malignant transforma-
tion of hepatocytes. Based on these experiments,
the use of antioxidants (including plant origin) in the
treatment of various chronic liver diseases, taking
into account the common pathogenetic features of
their development (5) was suggested.

Conclusions
1. Leading syndrome with liver lesions is cytolyt-
ic, with laboratory criteria being the increase in
ACAT activity and, to a greater extent, ALT, an
increase in serum iron content, and in massive
cytolysis with hepatocellular insufficiency, the
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decline in the synthesis of prothrombin, other
coagulation factors and albumin, and choles-
terol esters. Cytolysis is caused by a change
in the permeability of hepatocyte membranes
and the release of intracellular contents into
the intercellular matrix and blood.

. Mesenchymal inflammatory syndrome is mani-

fested by an increase in the levels of a2-, B- and
v-globulins, immunoglobulins of all classes,
changes in colloidal samples (decrease in the
sulfate titer and increase in timolveronal test).
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Abstract

In the this work, regular endocrine problems, biochemical profile, quality of life and sexual function have been
studied regularly after renal transplantation (RT) during the 5th year In assessing the etiology of the primary disease,
although there were no differences in some laboratory indicators of the 5 year, sexual activity and general health quality
(between live and dead RT), the number of RTN decreased, and pathological changes in the level of sex and thyroid
hormones were not determined. The amount of urea and creatinine is high in comparison with the basal level.

ByipekTi anmacTbipyAaH KeuiHri HayKacTapAblH,

KeWObip npoGnemanapsl

Ucmaiibinos A. x.
Arein YausepcuteTi, N3mup, Typik Pecnybaukace
EBnax ayaaHbiHbIH, OpTanblk aypyxaHacel, EBnax, ©3ipbaiixaH

Axparna

byn xymbicta OyipekTi anmactbipysaH KeidiH 5 Xbln iwiHAe Xui KeAEeCEeTiH 3HAOKDPUHAIK MpobreManapsi,
OMOXUMUSTILIK MPOGUII, BMID Cypy Canackl MEH XbIHbICTbIK KATbIHACTBIK QYHKUMSIChI 3€pAENEHreH. bacTankbl aypysbiH
atnonoruscelHa 6ara bepy KesiHae, 5-1i XblibiHAaFsl Kebip 3epTXaHasbiK KOPCETKILUTEPIHAE aliibipMaLLbIIbIKTaph!
(Tipi MeH eni BT apackiHaarbl), XbIHbICTbIK KATbIHACTbIH OEJACEHAINH XOHe Xajrbl [eHCAY/biFbiHbIH CanachiHaarbl
avibipMaLLIbIILIKTAPbI K6PCETINIMEreHariHe kapamactaH, PTH caHbl a3aiiFaH, an XblHbICTbIK MEH TUPEOUATb FOPMOHAA-
Dbl AEHreHiHiH natonorvsblk 63repicTepi aHbIKTanmaraH. HecenHapiHiH XoHe KpeatuHUHHIH CaHbl 6a3ablK JeHreimeH
CasIbICThIPFAHAA XOFapbl OOIbI LUbIKTI.

HekoTtopbie npo6Gnemsi, NOSBNSIOWMECS Y NALUEHTOB Nocne

TpaHCMJ1aHTaLun novyek

Ucmaiibinos A. [x.
Arenckuin Yamsepcutet, U3mup, Typeukas Pecnybnnka
LleHTpanbHas bonbHuua EBnaxckoro paitoHa, EBnax, A3ep6aiaxaH

AHHOTauuns
B Hacrosiueii pabote n3y4eHsl PerynspHbie 3HAOKPUHHBIE MPOOAEMbI, OUOXUMUYECKNI MPOPUIL, KA4ECTBO XUIHU
Y 110710Basi YHKUMS B Te4eHnn 5 NeT nocae TpaHcnnaHtaumm nodek (TI1). [lpu oueHke atnonornm nepBuyHoro 3abosne-
BaHMSs XOTb U HE ObIIM YCTaHOB/IEHbI OTIINYUS B HEKOTOPLIX 1a00PATOPHbIX MOKa3arensix 5-ro roga, akTuBHOCTH M00BOM
XU3HN 1 Ka4eCTBa 00LLEro 340p0Bbs (MEXAY XnBbiM 1 MePTBbIM TI1), konm4yecTBo PTH yMeHbLunnach, a natoaornieckue
U3MEHEHNS YPOBHS! MOJIOBbIX Y TUDEOUAHbIX TOPMOHOB HE YCTaHOB/EHbI. KONMYeCTBO MOYEBUHBI U KDEATUHUHA 10 CPaB-
HEHWIO C 0a3a/IbHbIM YPOBHEM, BbICOKOE.

BECTHUK XUPYPTUU KASAXCTAHA N2 2 - 2018



SOME PROBLEMS AFFECTING THE PATIENTS AFTER

TRANSPLANTATIONS OF RENALS

Introduction

All over the world chronic kidney disease (CKD)
has posed several serious problems for men. Also
kidney transplantation (TP) continues to be a serious
problem for men at the present stage [1,12]. The
last time CKD cases occurred more and more [13].
This disease has lead to disability among young
people, and with the developing of disease to the
death. Patients with CKD regularly use the artificial
dialysis, TP are indicated to them [9,11]. In these
patients, TP along with other methods of treatment
(hemodialysis, peritoneal dialysis), gives better
results and prolongs life expectancy approximately
2 times [11]. TP is considered to be the most
appropriate, radical treatment to patients, which
most affected by chronic kidney disease. This type
of treatment is especially important for children,
because they have suffered from hemodialysis.

Nowadays, the most commonly used option is a
kidney transplant from one person to another, which
is characterized as a reversible process in very
rare cases. Also in comparison with other types of
treatment, this operation has long-term indicators of
life and quality of life [9,11]. If the tissue matching of
the donor and the recipient are close, the frequency
of postoperative complications, rejection reactions,
cases of kidney transplantation failure, provides
better life quality of life, and exactly the same organ
lives longer. [1.12]. To determine the conformity of
the donor and the recipient, the following three
characteristics are recognized as the main ones:
blood group consistency, tissue match and Cross-
match (Cross-match is the determination of the
antibody level in the patient and antigens in the
donor) [6,10]. Whether the patient is suitable for TP
or not, becomes known through several tests. First
of all, doctors need to select the appropriate living
donor (from family members), the donor cadavers
(the person whose brain died, but the rest of the
organs are functioning normally) [6,10].

KF Wolf and co-authors have found that, in
comparison with patients on hemodialysis and
patients with TP mortality rates decreased by 68%,
and recovery rates increased many times at the end
of the fourth year. [14]. Depending on the severity
of the pathology in the kidneys, other organs also
produce changes. Every fifth person who lost
life due to CRF in the world, have had enlarged
parathyroid gland [4,5,8]. The tests have revealed
the osteopathy and deformities that have spread to
the bone. In some cases, changes occurring in the
bones may be associated with hyperparathyroidism
in CKD [4, 5,7].

In this research work, the main goal was
a retrospective comparative assessment of
demographic characteristics, endocrine problems,
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quality of life and sexual activity with basal functions
in 40 men who were regularly monitored for 5 years
after kidney transplantation (TP).

Materials and methods

The study retrospectively has evaluated
demographic features, functional kidney tests,
endocrine problems, biochemical markers, general
health (quality of life), and sexual function of 40
male patients who received kidney transplant from
a live donor in the hospital of the Medical Faculty of
the University of Yege (Izmir) and the corpse, which
for 5 years after transplantation were under regular
control in the clinic of nephrology-transplantation
of this hospital. The protocol of work is approved
by the Ethical Council of the Medical Faculty of
the University of Yege. According to the Helsinki
notification, all patients have received signed
consent forms. The necessary data regarding
patients after TP were obtained from the archive -
the electronic database of the clinic of nephrology-
transplantation of the University Hospital. 31
kidneys were transplanted from live donors, and
9 from a corpse. According to the nature of the
planned study, patients who underwent TP surgery
were not involved in the study.

The distribution of donors by age group was
as follows: 20; 20-29; 30-39; 40-49; 50-59; >
60. Type of donor - live / corpse-31/9; donor
sex - m / f-24/16; donor category - mother - 10,
father - 4, spouse - 6, brother - 9, not related - 1,
others - 10; foreign donor - 4; the age of donors
is -45.5+11.9; donor incompatibility -3,8+1,6;
surgical venous complication -1; surgical problems
of the urinary canal - 1. One patient was also
simultaneously transplanted pancreas. Diabetes
mellitus was detected in only one patient. Etiological
causes of CRF (primary renal disease) -unknown
cause-14 patients, diabetes mellitus-1 patient;
glomerulonephritis - 11 patients; primary chronic
kidney disease - 3 patients; vesicourethral reflux - 1
patient; amyloidosis - 1 patient; others - 9 patients.
All patients are transplanted for the first time. In the
distribution of live donors, the parameters of the
general population are the same: in about 40% of
patients, parents acted as donors. Demographic and
transplant patient data are presented in Table 1.

The IBM SPSS (Statistical Package for Social
Sciences) version 19.0 was used for statistical
evaluation of the results obtained during the study.
The statistical evaluation of the results was carried
out using the Chi-Square test.

Results and discussion

The age of the live donor and corpse was not 20
years and below - 0. But the number of donors by
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Table 1.
Demographic and
transplant patient data

Table 2.

Change in the number of
PTH PTH and hemoglobin
before and after TP

Total number of patients 40
Men / women 40/0
Age 457+11,9
Weight 61+1,4
With diabetes is / no 1/39

Number of transplants

40

Type of dialysis before transplantation was done

Preemptiv 4
Hemodialysis 33
Peritoneal dialysis 2
Term of dialysis before transplantation was done (months) 35,8+50,2
HBsAg (+) before transplantation was done 0
Positivity of anti-HCV before transplantation was done 3

age group had the following picture: 20-29 years - 5
donors; 30-39 years old - 9 donors; 40-49 years - 9
donors; 50-59 years 8 donors; 60 years and older
- 9 donors. After transplantation, in the 5th year,
the last control examinations in connection with
the joint venture were conducted and their results
were studied. Patients after transplantation had a
decrease in PTH (PTH to 307 pg / ml before TP, 204
pg / ml after TP) (Table 2). In comparison with the
basal amount, in the 5th year the amount of HbA1c
rises authentically from 5.12% to 5.74% -5 (p
<0.05) [5,10,12]. Between the steroid preparation,
the Ca ion inhibitor, the mTOR inhibitor included in
the arsenal of patient treatment and the amount of
HbA1c, a significant difference is not determined.
And in some research works it is indicated that
in more than 50% of patients after 6 months the
elevated PTH level remains [4]. For this reason, it is
indicated that, in 1.3-20% of patients after TP, there
is a need for parathyroid ectomy [4]. In our study,
the levels of PTH before and after TP significantly
decreased. In 50% of patients in the 5th year, the
number of PTH decreased from 307 pg / ml to 204
pg / ml (p <0.05).

Along with this, after transplantation, the
basal functions of the kidneys were evaluated
according to the indices during 5 years. On the 5th
year, the final examinations of functional tests of
kidneys, functional tests of thyroid glands, levels
of biochemical markers in patients in connection
with TP were conducted and their results were
investigated. In assessing the etiology of primary

disease in the results of laboratory indicators of the
5th year, the indicators of sexual activity and the
quality of general health, a significant difference
was not established. In the amount of urea and
creatine, in comparison with the basal index, a
progressive increase is established. In patients with
kidney transplantation from live donors, the urea
and creatine levels (urea 56 mg / dl, creatinine 1.46
mg / dl) decreased significantly in the fifth year
compared to patients who had kidney transplants
from the corpse (urea 59 mg / dL, creatinine 1.72
mg / dL).

There was no statistically significant difference
between kidney transplantation from live donors and
dead bodies in terms of sexual activity indicators
and overall vital quality. In 1 patient, with which
a surgical vein was damaged in the perioperative
period, urea and creatine levels are highly reliable
in the fifth year. (p <0.01), in the parameters of
another patient who underwent surgical damage
to the urinary duct, there were no significant
differences in these indicators. In both patients,
statistically significant differences between the
assessments of functional tests of another kidney,
sex hormones, globulin levels and PTH, thyroid
gland and HbA1c thyroid function tests have not
been established [3].

The PTH level was low compared to the
pre-transplant rate. But after a successful
transplantation, a significant increase was
established (p <0.05). the fifth year after TP, the
effect of using mTOR inhibitors was evaluated

Datas before TP after TP
PTH, g/ mL 307,3+£35,3 204+10,2
Hb, unit 5.12+1.0 5,74+1,1
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Datas Alive TN TN from dead body
urea, mg /dL 56+3,3 59+7,2
creatinine, mg / dL 1,46+0,1 1,72+0,1

as positive when the effects of other drugs
were compared to the results of laboratory and
questionnaires[2.7]. MTOR inhibitors do not exert
vasostructural effects onthe kidneysas Cainhibitors.
The use of antimetabolitics (azathiopurine, MMF,
MPA) among immunosuppressive (IS) drugs had no
statistically significant effect on renal function tests,
lipid profile, PTH levels, HbA1c, sex hormones,
sexual activity and general health (p > 0.05) in
the 5th year. Compared to patients who received
Ca inhibitors during the postoperative period, the
amount of creatine decreased in patients taking
mTOR inhibitors (p <0.05). The overall health level in
these patients was better, but lipid profiles were not
statistically significant authentic. On the contrary,
the scores of the sexual activity of these patients
were of higher significance (p <0.05). As the age
of the donor increased, there was an increase in the
number of creatinine in the 5th year (p <0.05).

In our study, there were no significant differences
in the quality of life in patients who received
kidneys transplantation over 60 years of age. But
as the age of the donor increases, the functional
parameters of the transplanted kidney increase.
Although the increase the age of the donor and the
increase urea and creatine is determined, only in
donors over 60 years of age, statistical reliability
is revealed. In patients who took IP drugs and Ca
inhibitors, this amount was even greater. But in
patients who were treated with mTOR inhibitors, the
increase was minimal. It has been established that
mTOR inhibitors have a significantly lower level of
predisposition to impaired renal function tests. But
inhibitors of Ca, performing vasoconstriction in the
arterioles of the kidney, lead to a serious increase
in the level of creatine. Also, basal assessments in
patients treated with mTOR inhibitors were relatively
satisfactory. In patients receiving antithymocyte
globulin as induction treatment, even better results
were obtained in the 5th year. For this reason, in
these patients, the results of the 5th year were
significantly lower.

The 5thyear, statistically significant pathological
changed in the levels of sexual and thyroid
hormones were not established in patients after
TP. There was no association between the drugs

used before and after TP, their doses and timing
of application and the etiology of PN. Therefore,
we did not encounter such serious problems as
insufficiency of the pituitary gland. Patients did
not undergo thyroid surgery and no information
was received regarding the hormone replacement
treatment in connection with this gland. But the
5th year after TP in the results of thyroid functional
tests, serious pathological changes were not
revealed. Changes in the hormone metabolism in
peripheral blood in patients, disorders that occur
due to the connection in the carrier proteins,
changes in tissue-hormone exchange, in conditions
of an increase in the amount of iodine in the thyroid
tissue, leads to serious changes in the amount of
thyroid hormones. A half decrease in the number
of nephrons and a low glomerular filtration rate of
up to 80 ml / min leads to a decrease in free T3 and
free T4 in blood serum. In some patients, despite
the overall decrease in T4, the level of free T4
remains within the normal range. A level of thyroid
stimulating hormone (TSH) in patients with CRF
does not reach the normal level. Presumably this is
due to the termination of the feedback mechanism
in the thyroid-pituitary chain. Removal of TSH from
the body through the kidney is one of the main
reasons for its normal level.

Thus, the kidney is one of the target organs of
the PTH, which occupies an important place in the
balance of Ca, P, Mg and the synthesis of vitamin
D [8]. On the other hand, the important role of
kidneys in the utilization of RTN [8] is indicated.
From this perspective, impaired renal parenchyma
functions are also reflected in general metabolic
changes. Symptoms of pain in the area of kidney
transplantation, in the first place, can be signs of
rejection of the donor kidney. Increase in creatine
or blood pressure can also be indicators of rejection
of the transplanted kidney. The viscosity of PTH,
compared with the indicators before transplantation,
is low. But after a preemptive transplantation,
a significant increase is determined (p <0.05).
Compared to the kidney of a corpse, after a kidney
transplant of a living donor, there was a decrease
in the amount of creatine. TP obtained from a living
donor, in comparison with kidney transplantation of

Datas pre-operational before TP after TP the 5th year
urea, mg / dL 150+15,7 307,3+35,3 300+16,4 204+10,2
Hb, unit 5,82+1,0 5,12+0,9 4,99+0,8 5,7+0,9

BULLETIN OF SURGERY IN KAZAKHSTAN N2 2 - 2018

Table 3.

The level of urea and
creatinine for the 5th year
in patients who underwent
renal transplantation from
a living donor and corpse
(M£m)

Table 4.

Change in the amount
of PTH and hemoglobin
before and after TP
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a corpse, has important advantages [6,10]. In the
present work, endocrine problems, quality of life
and sexual functions are retrospectively evaluated.

Conclusions

1. At the 5th year after kidney transplantation in
50% of patients, the viscosity of PTH in the
blood significantly decreases compared to the
basal level.

2. In patients with CRF, the level of thyroid-
stimulating hormone (TSH) does not go
beyond the normal level. Removing TSH from
the body through the kidney is one of the main
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THREE CASES OF CECAL
PERFORATION, SIMULATING
ACUTE APPENDICITIS

Bayzharkinova A.B., Zhanilsinov S.Sh., Tayshibayev K.R.
LLP Aktyubinsk Railway Hospital,
ZKGMU named after Marat Ospanov, Aktobe, Republic of Kazakhstan

Abstract

This article presents three cases that happened in different years of surgical practice in which patients
were delivered in emergency to the surgical department of railroad hospital with primary diagnosis of acute
appendicitis, and clinic of acute appendicitis was established at the moment of delivery of every patient.
However, during surgery in one case perforation of cecum by fishbone (sharp edge of spine) was discovered
[1, 2]. In the second case perforation was caused by sewing needle, and in the third — by excrement stone.
All three patients were operated and discharged in a satisfactory condition.

Except for the 3 described clinical observations, no more perforations of cecum that simulated acute
appendicitis, have been discovered in surgical department. According to archive materials (disease history,
etc.) of the surgical department of railroad hospital, o such cases took place before.

According to A.A. Dubrovskiy and co-authors (1977) [5], perforation by alien objects takes place more
commonly in large intestine (33,8 %) than in stomach (15,5 %). According to foreign authors, perforation
of gastrointestinal tract forms 0,04-0,2 % [9] of the whole number of cases with acute surgical diseases in
organs of stomach cavity and happens to men more frequently.

Xepen anneHaMUMTTI LWIMpaTKaH OyiieHHIH Tecinyi 00iibIHLLA YL OKUFa

BaiixapkbiHoBa A.B., XaninciHoe C.Ll., Tanwi6aes K.P.
«AkTebe Temipxon aypyxaHacbl» XLLC,
Mapar OcnaHoB atbiHaarel BKMMY, Aktebe k., KazakctaH Pecnybnukach

Axparna

byn makanapa aypynap LWyl TYPAE XEAEN XOPAEM apKblibl TEMIPXON aypyXaHacbIHAaFbl XUPYPrusiibik
benimiLeciHe Xenen anneHauLUT MarHO3bIMEH XETKI3iNreH Ke3iHae YL aypyAblH 8PKaviCbICkIHAA XITi anneHanLNT K-
HUKAachl aHbIKTASIbIM, XUPYPIryusblK TOXIDUOEAEri ap XbliAapbl OPbIH anFaH yil oKura cunartanaisl. bipak onepavus xa-
cay kesiHgeri 6ip okuraza 6anbiK TanlbiFbIMeH (1,2) (OMbIPTKaHbIH 6TKIp XeTiMeH) OyvieH Kymbe3iHiH nepgopavmsnaysi,
eKiHLLI OKuFaza TiriH MHECIMEH nepgopaunsnay, YIWiHWi OKUFaaa HOXIC KyManarsIMeH nepgopauusnaybl aHbIKTasFaH.
[layneHTTEpAIH YIWeYiHe Ae 0Ta Xacabin, 01ap KaHaraTTaHapsblK axyanabl aypyxaHafaH LbIKKaH.

Xupyprusneik 6enimiue 60/biHILA OCbI KOPCETIIreH 3 KuHuKanblk OavikayaaH 6acka, Xenen anneHanumnTTi Wi-
pararbiH GyiieHHiH neppopauymnsnay xaiitel ke3gecnesi. Conrsl 30 XbibiHAA TEMIDXO aypyXaHAChIHbIH XUPYPrUSIbIK
benimiLeciHae MyparaTTblk Matepuaniap 60vbiHILA (CbipkaTHama XaHe T.0.) ykcac okuranap 6onmaraH.

A. A. [ly6poBckuii MEH OHbIH KOCasIKbl aBTOPIapbIHbIH AEPEKTEDI bovibiHwwa (1977), [5] 6erae 3aTTapmeH acka3aHsbl
nepopauynsnayra (15,5%) kaparanga, XyaHiwekti neppopauynsnay okuranapsl (33,8) kebipek kespecesi. Lle-
Te/1 aBTOPAAPbIHbIH MAJIIMETTEDI OOJibIHILIA iLUNEPAE KYbIChl OPraHAapbIHbIH XITi Xupyprusislk aypynapra LianbikkaH
aypynapablH CaHbiHaH ackasaH-iwek xongapsiH teciny 0,04%-0,2% [9] kypaigel XxoHe [e epnep apachiHga Xui
kesgecesi.
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Tpu cnyvyas nepdopauunm cnenoi KWK, CUMYNMPOBaBLLUNE

OCTPbI anNeHaUUNT

BaitxapkuHoBa A.B., XXauunbcuhos C.LU., Taitwumobaes K.P.
AkTioBMHCKas Xene3HoAopoxXHas 601bHMLA,
3KIMY nmenun Mapara OcnaHoBa, ropop, Aktobe, Pecnybnuka Kasaxcra

AHHOTayus

B naHHoOi cTaTbe U3naraeTcs Tpu Cy4asi B Pa3Hble rofbl XUpypruyeckosi npaktuky, Korga 60/1bHbIe SKCTPEHHO [0-
CTaBJIEHBI 110 CKOPOJ MOMOLLY B XUPYPr4ECKOe OTAENEHNE XeNe3HOA0POXHON GOMbHULIbI C HANMPABASIOLMM AUArHO30M
OCTDBIV anmneHANYNT U MPY NOCTYMNEHUN Y KaXAOro n3 3Tux 60/IbHbIX Obi1a KIMHUKA OCTPOro annexsanumTa. Ho Bo Bpems
onepaumm B 0HOM Ci1y4ae 06HapyxXeHbl nepgopaL s Kynona caenos KUKV pbibbed KOCTbI0 (OCTPbIM KDAEM 103BOHOY-
Huka), [1,2]. BO BTOpOM ciyyae nepopaums WBEHHOM Niiov, B TDETbEM CIy4ae nepgopauus kaaoBsiM kKaMHeM. Bce
3-0€ 60/1bHbIX 0M1EPUPOBAHbI, BbINNCAHbI B Y[10BNETBOPUTESILHOM COCTOSIHUN.

Kpome Hatwmx 3-x KnMHU4ECKnX HABMI0AEHIi M0 XNPYPrudeckomy OTAeneHno 60/bLIe He BCTPETUINCH neppopa-
LMy CNenosi KULLKY, CUMYMPOBABLUME OCTPBbIN anneHanunt. 1o apXuBHbIM Matepuanam (Mctopuu 60Ne3HU U T.4.) Xu-
DYDIUYECKOro OTAENEHNS XeNe3HOA0POXHON 60bHMLbI 3a nocneaHne 30 eT 40Kka3aHo, 4T0 60/IbLLE MOAOOHBIX CITy4aeB
He 6bI10.

IMo paxHbiM A. A. ly6poBckoro v coasTopoB (1977), [5]. nepgopauns nHOPOAHbIMY PeAMETaMU BCTPEYAETCS HalLe
Tos1CTON Kulkm (33,8%), 4em xenyaka (15,5%). Mo ceeneHnam 3apybexHbix aBTOPoB nepPopaumns Xenya04Ho-KuiLey-
Horo Tpakta coctasnser 0,04%-0,2% [9]. oT 4ncna 60/bHbIX C OCTPbLIMU XUPYPIUHeCKuMy 3a601eBaHNSIMU OPraHOB

OPIOLLHOV MOMOCTY U YaLLe BCTPEYAETCS Y MyX4UH.

Urgency

According to the law of Laplas, cecum is the
most exposed to damage — perforation, as it is
located intraperitoneally and is the widest part of
large intestine with diameter of 7,5-8,5 cm [9].
Cecum is a place that connects small and large
intestine (where iliac intestine falls into large bow-
els), and where appendicular sprout is located.
Cecum is blood-supplied from higher mesenteric
artery with branches of iliac-colon, right colon,
and middle colon. From there begins mesenteric
vein that connects with vessels of spleen and
forms portal vein of large intestine

According to statistic data, 40 % of all patho-
logical changes of intestine happen in cecum [6]
that is a place of the most frequent localization
of inflammations, innocent and malignant forma-
tions. Moreover, they develop slowly, especially
cancer of cecum. Cecum is surrounded by peri-
toneum from all sides and can be moved from its
place quite easily. It simplifies surgical interven-
tions. Symptoms of disease can be different de-
pending on size of inflammatory formation in ce-
cum and also on presence of complications that
can be linked to perforation of cecum wall. The fol-
lowing signs indicate the mentioned complications
of cecum: stomach pains, tachycardia, vertigo. In
cases of emergency it is difficult to distinguish
perforation of cecum from acute appendicitis. All
symptoms, typical for acute appendicitis, such as
those of Schetkin-Blumberg, Sitkovskiy-Rovzing,

Voskresenskiy, Obraztsov, etc. are positive for ce-
cum perforation. During differential diagnostics of
this pathology with perforation of cecum it is nec-
essary to consider the most common complaint of
patients — presence of blood in dejection. These
symptoms are often attended by continuous pains
that are localized in right iliac area of stomach.
Due to frequent bleedings, anemia can be ob-
served among patients, and patients themselves
might feel sickness, caused by anemia — vertigo,
constant weakness, disturbance of eyesight, un-
natural skin color. Therefore, establishing such
diagnosis as anemia is a reason to suspect inter-
nal bleedings that can also be caused by cecum
cancer. Since dejection blood is often recognized
by patients as a beginning of haemorrhoids, they
don’t hurry to receive medical assistance and
undertake treatment of non-existing disease. At
the same time precious time is lost that can help
to accelerate the recovery. As until cancer has
discharged metastasis, chances of recovery are
relatively high. Constipations are not typical for
cecum cancer [3] as the spacing of intestine re-
mains wide, and dejection are not yet formed at
this stage of intestine and are not an obstacle for
normal intestine discharge. Meteorism and sick-
ness emerge, patient lose interest in food. In this
case so-called «cancer intoxication» can take
place — yellow shade of skin, insignificant growth
of liver, weight loss. In case when tumor reaches
significant size, edema can happen due to the
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pressure, placed upon the surrounding organs.
When a patient is sent for roentgen examination
[81, a large defection is found in the picture, and it
has no clear contour. In order to verify inflamma-
tion of cecum by tumor genesis, a doctor refers to
irrigoscopy, colonoscopy, US, CT, and MRT.

Goals and objectives

Specific observations of the practice on prob-
lems of removing alien objects from gullet, stom-
ach, sigma-like and straight intestinal have been
published. In these cases objects were removed
from patients via FGDS and colonoscopy. Rarely
have been presented cases of operative treatment
in regard to complications, caused by perforation
of cecum by alien objects, that simulated acute
appendicitis [7]. Our objective is to share experi-
ence of rare complications caused by perforation
of cecum by fishbone, sewing needle, and fecal
bolus that simulated clinic of acute appendicitis.

Materials

In different years three male patients were de-
livered to surgical clinic of railroad hospital, two of
them of young age. The elder patient (participant of
the Great Patriotic war), due to his inserted teeth,
obviously, didn’t notice a fishbone (vertebra) and
swallowed it during meal, typical clinic of acute
appendicitis was discovered during anamesis and
examination. After ECG and examination by cardi-
ologist, the patient was taken to surgery under lo-
cal anaesthesia, as one month ago he had experi-
enced myocardium infarction. After anaesthesia of
mesentery root, during revision of stomach cavity,
cupola of cecum was withdrawn. Serous sweat,
present in small quantity, was dried off. On the
cupola of cecum, 5—6 cm away from appendicular
sprout, that was intact, was discovered an inflam-
matory wave in diameter of 2—3 cm with perforated
whole in its center, from which sharp edge of fish
vertebra projected. Removal and toilet was under-
taken along with refreshment of inflammatory wave
edges in cupola of cecum, unbroken purse-string
suture was placed, then second row of stitches,
and then peritonization. Closed layered stitches
were placed upon the surgical wound (according
to cut of Volkovich-Diakonov) up to the drainage.
The patient was discharged on days 10-12 in sat-
isfactory condition after removal of drainage from
stomach cavity and skin stitches, control ECG and
examination by therapeutist.

The two patients of the same young age, de-
livered with emergency indications were received
with diagnosis of acute appendicitis. Typical clini-
cal symptoms of acute appendicitis were obvious.
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During surgery of the first patinet via access of
Mack-Burney under potentiated narcosis and lo-
cal anaesthesia no inflammatory processes were
found in appendicular sprout, but perforated
whole of size 0,8x0,8 cm was found on lateral
wall of cecum with a small outpouching. In the
center of this «saccular» outpouching from the
perforated whole was seen a sharpened edge of
facal bolus, surgery of cecotomy with cutting off
the «saccular» outpouching of mucous membrane
was carried out, removal of fecal bolus sized 3—4
cm, round shape, was removed, stomach cav-
ity drained. Stitches were placed on cecum wall
according to the accepted rules of surgery. The
patient was discharged on days 12—14 (after re-
moval of skin stitches) to ambulatory observation
by surgeon.

The third patient was a serviceman, he was
also delivered by emergency carriage with a di-
rected diagnosis acute appendicitis. Clinic of cute
appendicitis was clear. In his anamnesis the pa-
tient denied the fact of swallowing dewing needle.
The patient was operated under local anaesthesia
with exponentiation. During revision of stomach
cavity cupola of cecum was withdrawn, and from
the perforated point was visible 1,5 cm of black
sewing needing with «eye without a string». Around
it insignificant hyperaemia was observed. It was
impossible to palpate the shrap end of needle,
therefore, soft clamp was used to grab the visible
edge of the rusty needle and remove it completely
from cecum cavity. In this case purse-string suture
was placed around the inflamed point of injury,
and above it — peritonization. The sprout was not
removed in all three cases. As small amount of se-
rous sweat was found in stomach cavity, drainage-
microirrigator was left for introduction of antibiot-
ics, layered stitches were placed on the wound of
stomach wall and then removed on days 7-8, heal-
ing took place due to initial strain. The patient was
provided with active immunization against tetanus,
and he was discharged on days 9-10 to ambula-
tory treatment by surgeon. No signs of typhlitis
or appendicitis were observed among these three
patients, therefore, appendectomy was not under-
taken.

Conclusion

Thus, three cases of practice in clinical obser-
vations with perforations of cecum that simulated
acute appendicitis, present a certain practical
interest as alien objects of large intestine hap-
pen quite often and treatment tactic, according
to other reports, is developed separately for each
individual case.
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Abstract

The article provides an overview of the literature data containing information about aortic and peripheral
artery aneurysms. The emphasis is shifted towards preventive measures carried out in the provision of medi-
cal care to such patients. Preventive measures are considered «before» and «after» operational intervention.
This division was made not from the standpoint of comparative analysis, but in order to determine the con-
gruence significance of these concepts.
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Aneurysms of the aorta and peripheral arteries
are a common variant of the pathology of the car-
diovascular system. According to the World Health
Organization, cardiovascular diseases (CVD) are
the leading causes of death worldwide (mortality
is 17.7 million people per year). The main causes
of CVD are atherosclerosis and chronic inflamma-
tion of the vascular wall. It is with these causes
associated with the development of another com-
mon vascular disease - an aneurysm. According to
statistical data of foreign authors, aneurysms of the
abdominal aorta (AAA) affect from 2 to 8% of older
people [1].

Publications of Russian scientists show that
AAA occurs in 0.6-3.5% of deceased people in a
sectional study and is 5-10 times more common
in men than in women. After anemia diagnosis of
an aneurysm, mortality occurs within 1-2 years in
50-60% of cases. A dangerous complication is the
stratification of AAA, which occurs during autopsy
of 0.1-2.2% of deaths [2].

Aneurysms of the popliteal artery (an increase
in popliteal artery more than 50% of the original
diameter) constitute the most common form of
aneurysm of the peripheral vascular system with a
control of 70-80%. In 50% of cases, the condition is
bilateral, and up to 50% of cases can occur in con-
nection with aneurysms of other large vessels (for
example, the abdominal aorta) [3].

Aneurysms of the aorta and peripheral vessels are
high, clinical prevention of aneurysms is difficult, since
the disease often occurs asymptomatically and re-
mains untreated before the vessel ruptures. At break,
the total mortality is from 80% to 90% [1].

As the landscape of medical imaging and di-
agnosis changed dramatically with the discovery
of X-rays by German physicist Wilhelm Conrad
Roentgen in 1895, there was a constant search for
better resolution and contrast images [4]. However,
the results of the early day of an aneurysm are not
reassuring, early detection is at a low level, and
massive preventive measures, a refusal to prevent
the development of aneurysms, do not have proper
attention.

In addition, there remains a need to develop new
therapeutic strategies to prevent the progression of
aneurysms. Even with the timely and qualitatively
performed emergency resection of the aneurysm of
the abdominal aorta, the results remain unsatisfac-
tory, which is associated with severe postoperative
complications detected at a minimum in every sec-
ond patient. All this determines the relevance of the
ongoing research.

Already for almost seventy years, open surgi-
cal techniques are the main option for surgical
intervention on the aorta. In comparison, the ad-
vantages and disadvantages of open and endovas-

cular methods are many adherents of this or that
method. Now, however, increasingly in their debate,
supporters prefer to come to interact, and offer hy-
brid techniques, all the more so that the common
efforts are aimed at preserving the life and health of
the patient. Hybrid techniques allow for reintervent
intervention, if necessary. It was established that
it is possible to reduce the incidence of complica-
tions and postoperative mortality in the provision of
medical care in specialized vascular centers [5].

The indication for the transition to open surgery
is an aneurysm of type I, type lll, endolac type Il
and endotonium. The transition from endovascular
technique to open surgery is often unpredictable
[6]. The radical method of open surgery is resection
of an aneurysm and replacement of a defect with an
allograft [7].

American researchers from Texas conduct a
comparative analysis of endovascular interventions
and open surgery, the average loss of blood is 500
ml (300-700 ml) in the absence of pre-operative
risk factors and 30-day mortality. In patients who
underwent open interventions, the average blood
loss was 800 ml (600-1200 ml), and they acquired
the ability to move independently 4 days on aver-
age throughout the cohort (2-7 days), whereas for
endovascular operations, these on average 2 days
(1-3 days). During endovascular surgery of the
postoperative period, it is more favorable than in
patients undergoing open surgery [8-10].

It was revealed that the operation has more
prognostically favorable characteristics. Further-
more, the volume rate with a surgical procedure
scheduled endovascular technique can be limited,
allowing to avoid open surgery [11].

In acute dissecting aortic aneurysm syndrome
its transformation «shaggy aorta» and posttraumat-
ic false aneurysm can be «frozen elephant trunk»
with implantation of hybrid stent-graft «E-vita open
plus» [12].

In addition, endovascular treatment can be ap-
plied in the treatment of aneurysms of the carotid
artery bifurcation aneurysms, which often occur at
ayounger age. Itis proved that this method of treat-
ment is safe and acceptable [13-15].

However, percutaneous femoral vascular ac-
cess is most often used in endovascular aortic sur-
gery. If the patient has a calcified femoral artery, an
operation is performed with open access or through
the upper limbs (axillary artery) along the catheter-
conductor. At the same time, many anatomical
limitations arising from transfemoral access are
overcome [9, 16]. In addition, access to the upper
extremities significantly reduces the risk of stroke
[16, 17].

Traditionally, when performing operations on
the peripheral arteries of the lower limbs, open op-
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tions of intervention are used [18, 19]. However,
endovascular surgical techniques have become
very popular with surgeons and patients, since
modern stent designs have been used to replace
those vessels that undergo physiological conditions
of constant flexion-extensor deformation [18, 20].

Thus, surgical intervention on aneurysmally di-
lated vessels should be performed using preopera-
tive diagnostic training, including instrumental ex-
amination, to determine the extent of intervention,
access, stratification of operational risk.

Continuous postoperative observation is recom-
mended after all types of aneurysm interventions.
Although its goal is to prevent and / or identify early
complications. In endoscopic interventions, the early
postoperative period proceeds more safely [21].

Among all isolated early postoperative compli-
cations (death, dialysis) and late (myocardial isch-
emia, respiratory insufficiency, acute renal dam-
age, chylothorax, disturbance of the spinal cord,
neurological complications, hemorrhagic anemia,
ischemic colitis left half of the colon, and others.).
Severity of complications and their combination
predetermine postoperative intensive therapy and
length of stay of the patient in a hospital [2, 22-24].

Different outcomes of surgical intervention are
mortality, repeated hospitalization, complications
and others [25]. Stratification of postoperative risk
should be carried out before the operation, and,
taking into account the personified information
about the variant anatomy of the vessels of a par-
ticular patient [26].

In the case of inflammatory etiology of aneurysms,
including immune aneurysms [27, 28], giant cell ar-
teritis associated with a permanent inflammatory syn-
drome of the entire aorta and brachiocephalic arteries
can be a postoperative complication [29].

According to the literature, the 30-day mortality
rate ranges from 8.5% to 30%, and mortality after
3 months after surgery - 44%. On mortality affects
AAA rupture, preoperative shock, intraoperative
cardiopulmonary resuscitation (CPR), the use of
balloon occlusion of the aorta, intraoperative mas-
sive blood transfusion, the development of abdomi-
nal compartment syndrome, aortokovalnye fistulas,
and other peripheral artery disease. However, the
anamnestic information about the previous opera-
tion is related to favorable prognostic signs. Mortal-
ity in the performance of open operations is compa-
rable to that of endovascular techniques [30-32].

Domestic scientists have developed a special
evaluation scale of risk of exfoliating aortic aneu-
rysm. This scale allows, at the pre-hospital stage,
to help patients identify those clinical factors and
symptoms that can lead to the disease [33].

The prevalence of spinal cord ischemia followed
by paraplegia after endovascular surgery in the tho-
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racic aorta and thoraco-abdominal segment is es-
timated at 2.5% and 8%. On average, paraplegia is
detected in 4.2% of patients undergoing surgery for
aneurysms. It is believed that the age, sex, urgency
of the operation are independent risk factors for 30-
day mortality [34].

Complications that occur in the area of access
to vessels during endovascular interventions arise
in 5% - 16% of cases [16]. It is known that the con-
figuration of the stent does not lead to postopera-
tive complications [35].

Preventative and preventive medical care for
patients with aortic aneurysms that are susceptible
to surgical treatment is based on the timely detec-
tion and prevention of complications and / or ad-
verse consequences after surgery.

It has been established that the sex of the pa-
tient exerts a protective effect on the development
of aneurysms. Thus, women are less prone to de-
veloping aneurysms due to the anti-inflammatory
effect of estrogen. However, to ensure this effect,
the presence of both ovaries and extragonadal /
peripheral aromatase is necessary, which explains
the increase in the frequency of aneurysms among
age-related women [36].

The most susceptible to the development of an-
eurysms are men aged 65-75 years. Prophylactic
prevention of aneurysm development in all patients,
but especially in this group of patients, should be
aimed at identifying additional risk factors: smok-
ing, carotid artery disease or other peripheral ves-
sels, overweight, hypertension and others [37].

In 2014, due to preventive services of the target
group (AAA screening), the death rate of patients
suffering from this disease has almost halved.
Despite the simplicity of the study, studies show
that there is poor adherence to the AAA screening
guidelines [38]. This can strengthen and improve
compliance with screening programs by creating an
electronic medical system, in particular electronic
medical records.

The increased use of AAA screening will lead
to a significant increase in life expectancy. Expan-
sion of screening also has potential for patients with
aneurysms [40-44]. In an integrated health care
system, using electronic medical records, screen-
ing can not be realized with a sharp reduction in
patients [43].

A genetic risk factor for an aneurysm is the mu-
tations in the genes TGFBR1 and TGFBR2, which
were found in families, guardian members by one of
the types of aneurysms: intracranial, abdominal or
thoracic aorta [45]. Genetic analysis of family and
sporadic cases of aortic aneurysm and its dissec-
tion, possibly, to aneurysm mortality due to early,
preclinical diagnosis of genetically determined dis-
eases among patients and their family members. All
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this stimulates the adoption of new, more justified
management decisions [46].

The risk of neurologic impairment in patients
with distally located aneurysms of cerebral vessels
is quite high [47]. To prevent some neurological
disorders, for example, when performing opera-
tions on cerebral vessels, solutions of magnesium
sulfate for irrigation of the wound [48]. You can also
use auxiliary tools, for example NeuroForm Atlas
Stent [49]. It is also justified to use selective drain-
age of cerebrospinal fluid in patients with high post-
operative risk. It is necessary to avoid perioperative
hypotension and treat when necessary. The use of
moderate hypothermia is promising in small groups,
but requires further evaluation [50].

The ultimate goal of preventive treatment is
to improve the number of years of life with a high
level of satisfaction with life. It was revealed that
the satisfaction of life in the recovery period after
the treatment of unexploded aneurysms. Number
of fans, about one patient. These effects should be
considered when considering an aneurysm [51].

[52, 53]. Correctly and correctly planned algo-
rithm of medical care with aneurysms, associated

References

not only with the well-being of patients, but also
with economic benefits for health [52, 53].

Perioperative prophylaxis of radiation load on
the patient with endovascular operations on the
aorta and peripheral femoral artery can be per-
formed using modern technologies. And then the
principle «as low as reasonably achievable» should
act. This is especially important, since a decrease
in radiation load predetermines the prospects, vol-
ume and complexity of endovascular and hybrid op-
erations [54, 55].

Thus, high statistical rates of aneurysm preva-
lence among the population, surgical options and
stratification of postoperative treatment require close
attention in providing medical and preventive care to
this group of patients. Preventive measures can be di-
vided into subgroups «before surgery» and «after sur-
gery.» The first group of measures aimed at prevent-
ing complications of an aneurysm, including a close
clinical study aimed at identifying the risk of develop-
ing an aneurysm. Genetic history, bad habits, gen-
der identity, the presence of concomitant diseases,
etc. D. D. The second group of preventive measures
aimed at alleviating perioperative complications.

1. van Puijvelde GHM, Foks AC, van Bochove RE, et al.
CD1d deficiency inhibits the development of abdomi-
nal aortic aneurysms in LDL receptor deficient mice.
PLoS One. 2018 Jan 18;13(1):e0190962.

2. Mosjagin V.B., Ryl’kov V.F., Moiseev A.A., i dr. Os-
lozhnenija u bol’nyh posle rechenija razryva anevriz-
my brjushnoj aorty v mnogoprofi’'nom stacionare
Angiologija i sosudistaja hirurgija. 2014. T. 20. N¢ S2.
S. 243-244.

3. Ghotbi R, Deilmann K. Popliteal artery aneurysm:
surgical and endovascular therapy]. Chirurg. 2013
Mar;84(3):243-54.

4. Logghe G, Trachet B, Aslanidou L, et al. Propagation-
based phase-contrast synchrotron imaging of aortic
dissection in mice: from individual elastic lamella to
3D analysis. Sci Rep. 2018 Feb 2;8(1):2223.

5. Alfonsi J, Murana G, Smeenk HG, et al. Open sur-
gical repair of post-dissection thoraco-abdominal
aortic aneurysms: early and late outcomes of a sin-
gle-centre study involving over 200 patients. Eur J
Cardiothorac Surg. 2018 Feb 16. doi: 10.1093/ejcts/
ezy050.

6. Bonardelli S, Nodari F, De Lucia M, et al. Late open
conversion after endovascular repair of abdomi-
nal aneurysm failure: Better and easier option than
complex endovascular treatment. JRSM Cardio-
vasc Dis. 2018 Mar 14;7:2048004017752835. doi:
10.1177/2048004017752835.

7. Parfir'ev Ju.M. Hirurgicheskoe lechenii anevrizm per-
ifericheskih arterij AI'manah molodoj nauki. 2012. N2
1.S.57.

8. Timaran DE, Soto M, Knowles M, et al. Safety and
effectiveness of total percutaneous access for fenes-

trated endovascular aortic aneurysm repair. J Vasc
Surg. 2016 Oct;64(4):896-901.

9. Timaran CH, Stanley GA, Baig MS, et al. The se-
quential catheterization amid progressive endograft
deployment technique for fenestrated endovas-
cular aortic aneurysm repair. J Vasc Surg. 2017
Jul;66(1):311-315.

10. Manunga J., Sullivan T., Garberich R. et al Single-
center experience with complex abdominal aortic
aneurysms treated by open or endovascular repair
using fenestrated/branched endografts. J Vasc Surg.
2018 Mar 3. pii: S0741-5214(18)30130-7.

11. Shalhub S, Eagle KA, Asch FM, et al. Endovascular
thoracic aortic repair in confirmed or suspected ge-
netically triggered thoracic aortic dissection. J Vasc
Surg. 2018 Mar 19. pii: S0741-5214(18)30132-0.

12. Kozlov B.N., Panfilov D.S., Saushkin V.V., i dr. Voz-
mozhnosti gibridnogo stent-grafta “e-vita open plus”
v hirurgii grudnoj aorty. Angiologija i sosudistaja
hirurgija. 2016. T. 22. N2 3. S. 66-72.

13. Ban SP, Hwang G, Kim CH, et al. Risk factor analysis
of recanalization and retreatment for patients with
endovascular treatment of internal carotid artery bi-
furcation aneurysms. Neuroradiology. 2018 Mar 23.
doi: 10.1007/s00234-018-2013-5.

14. Konczalla J, Platz J, Brawanski N, et al. Endovas-
cular and surgical treatment of internal carotid bi-
furcation aneurysms: comparison of results, out-
come, and mid-term follow-up. Neurosurgery. 2015
May;76(5):540-51.

15. Qishi H, Yamamoto M, Nonaka S, et al. Endovascular
therapy of internal carotid artery bifurcation aneu-
rysms. J Neurointerv Surg. 2013 Sep 1;5(5):400-4.

BECTHUK XUPYPTUU KASAXCTAHA N2 2 - 2018



PREVENTIVE «BEFORE AND AFTER» SURGICAL TREATMENT OF AORTIC ANEURYSMS
AND PERIPHERAL ARTERIES. LITERATURE REVIEW.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

BULLETIN OF SURGERY IN KAZAKHSTAN N2 2 - 2018

Knowles M, Nation DA, Timaran DE, et al. Upper ex-
tremity access for fenestrated endovascular aortic
aneurysm repair is not associated with increased
morbidity. J Vasc Surg. 2015 Jan;61(1):80-7.
Wooster M, Powell A, Back M, et al. Axillary Ar-
tery Access as an Adjunct for Complex Endo-
vascular Aortic Repair. Ann Vasc Surg. 2015
Nov;29(8):1543-7.

Beljakin S.A., Pinchuk 0.V., Obrazcov A.V, i dr.
Diagnostika i lechenie perifericheskih arterial’'nyh
anevrizm nizhnih konechnostej Voenno-medicinskij
zhurnal. 2014. T. 335. N2 7. S. 24-27.

Bracale U.M., Corte G., Di Gregorio A. et al. Surgical
repair of popliteal artery aneurysms remains a safe
treatment option in the endovascular era: a 10-year
single-center study // Ann. Ital. Chir. — 2011. — Vol.
82, N 6. — R. 443-448.

Antoniou G.A, Schiro A., Smyth J.V. et al. Multilayer
stent in the treatment of popliteal artery aneurysms //
Vasa. — 2012. — Vol. 41, N 5. — R. 383-387.
Baderkhan H, Haller O, Wanhainen A, et al. Follow-
up after endovascular aortic aneurysm repair can be
stratified based on first postoperative imaging. Br J
Surg. 2018 Mar 26. doi: 10.1002/bjs.10766.
Arakeljan V.S., Papitashvili V.G. Anevrizmy nishod-
jashhego grudnogo i torakoabdominal’nogo otdelov
aorty: rezul’taty vmeshatel’stva Annaly hirurgii. 2016.
T.21.Ne 5. S. 300-305.

Tinelli G, Crea MA, de Waure C, et al. A propensity
matched comparison of fenestrated endovascular
aneurysm repair and open surgical repair of parare-
nal and paravisceral aortic aneurysms. J Vasc Surg.
2018 Mar 22. pii: S0741-5214(18)30257-X. doi:
10.1016/j.jvs.2017.12.060.

Wu D, Chesnokova AE, Akvan S, et al. Postopera-
tive Chylothorax After Thoracoabdominal Aortic An-
eurysm Repair. Semin Thorac Cardiovasc Surg. 2018
Feb 8. pii: S1043-0679(18)30012-1.

Mehta HB, Dimou F, Adhikari D, et al. Comparison
of Comorbidity Scores in Predicting Surgical Out-
comes. Med Care. 2016 Feb;54(2):180-7.

Gallitto E, Gargiulo M, Faggioli G, et al. Impact of iliac
artery anatomy on the outcome of fenestrated and
branched endovascular aortic repair. J Vasc Surg.
2017 Dec;66(6):1659-1667.

Nagel, M.A. and Gilden, D. Update on Varicella Zos-
ter Virus Vasculopathy. Curr Infect Dis Rep. 2014; 16:
407.

Nagel, M.A., Bennett, J.L., Khmeleva, N. et al. Mul-
tifocal VZV vasculopathy with temporal artery infec-
tion mims giant cell arteritis. Neurology. 2013; 80:
2017-2202.

de Worm S, Giot JB, Courtoy C, et al. A case of giant
cell arteritis associated with culture-proven Coxiella
burnetii aortitis. Int J Infect Dis. 2018 Mar 2;69:50-
54.

Pecoraro F, Gloekler S, Mader CE, et al. Mortality
rates and risk factors for emergent open repair of
abdominal aortic aneurysms in the endovascular era.
Updates Surg. 2018 Mar;70(1):129-136.

Mozgovoj P. V., Zjubina E. N., Spiridonov E. G., i dr.
Sravnitel’nyj analiz hirurgicheskogo i jendovaskul-
jarnogo lechenija anevrizm brjushnoj aorty // Mezh-

32.

33.

34.

35.

36.

37.

38.

39.

40.

4.

42.

43.

44.

45.

dunarodnyj zhurnal intervencionnoj kardioangiologii.
2013. Ne35. S.62.

Kalesan B, Cheng TW, Farber A, et al. Readmissions
after thoracic endovascular aortic repair. J Vasc
Surg. 2018 Mar 2. pii: S0741-5214(18)30138-1. doi:
10.1016/j.jvs.2017.12.035.

Semenova L.N., Morova N.A., Potapov V.., i dr.
Postroenie ocenochnoj shkaly diagnostiki rasslaiva-
jushhej anevrizmy grudnoj aorty na dogospital’nom
jetape s ispol’zovaniem informacionnyh tehnologij
Dinamika sistem, mehanizmov i mashin. 2016. T. 4.
Ne 1. S. 107-114.

Dijkstra ML, Vainas T, Zeebregts CJ, et al. Spinal
Cord Ischaemia in Endovascular Thoracic and Tho-
raco-abdominal Aortic Repair: Review of Preventive
Strategies. Eur J Vasc Endovasc Surg. 2018 Mar 7.
pii: $1078-5884(18)30099-6.

Schuurmann RCL, van Noort K, Overeem SP, et al.
Determination of Endograft Apposition, Position, and
Expansioninthe Aortic Neck Predicts Type la Endoleak
and Migration After Endovascular Aneurysm Repair. J
Endovasc Ther. 2018 Mar 1:1526602818764616. doi:
10.1177/1526602818764616.

Johnston WF, Salmon M, Su G, et al. Aromatase is
required for female abdominal aortic aneurysm pro-
tection. J Vasc Surg. 2015 Jun;61(6):1565-74.e1-4.
Paraskevas Kl, Mikhailidis DP, Giannoukas AD. Addi-
tional issues on screening, prevention, and treatment
of abdominal aortic aneurysms. Am J Mens Health.
2013 Nov;7(6):472-4.

Torsello G, Debus ES, Schmitz-Rixen T, et al. Ultra-
sound screening for abdominal aortic aneurysms - a
rational measure to prevent sudden rupture].Dtsch
Med Wochenschr. 2016 Jul;141(14):1030-4.

Sypert D, Van Dyke K, Dhillon N, et al. Improved
Resident Adherence to AAA Screening Guidelines via
an Electronic Reminder. J Healthc Qual. 2017 Jan/
Feb;39(1):e1-e9.

Olchanski N, Winn A, Cohen JT, et al. Abdominal aor-
tic aneurysm screening: how many life years lost from
underuse of the medicare screening benefit? J Gen
Intern Med. 2014 Aug;29(8):1155-61.

Ruff AL, Teng K, Hu B, et al. Screening for abdominal
aortic aneurysms in outpatient primary care clinics.
Am J Med. 2015 Mar;128(3):283-8.

Hahn B, Bonhomme K, Finnie J, et al. Does a normal
screening ultrasound of the abdominal aorta reduce
the likelihood of rupture in emergency department pa-
tients? Clin Imaging. 2016 May-Jun;40(3):398-401.

Hye RJ, Smith AE, Wong GH, et al. Leveraging the
electronic medical record to implement an abdomi-
nal aortic aneurysm screening program. J Vasc Surg.
2014 Jun;59(6):1535-42.

Sisy-Almirall A, Kostov B, Navarro Gonzb6lez M, et al.
Abdominal aortic aneurysm screening program using
hand-held ultrasound in primary healthcare. PLoS
One. 2017 Apr 28;12(4):e0176877. doi: 10.1371/jour-
nal.pone.0176877.

van ‘t Hof FN, Ruigrok YM, Lee CH, et al. Shared Ge-
netic Risk Factors of Intracranial, Abdominal, and Tho-
racic Aneurysms. J Am Heart Assoc. 2016 Jul 14;5(7).
pii: €002603. doi: 10.1161/JAHA.115.002603. Erratum
in: J Am Heart Assoc. 2018 Feb 2;7(3).



PREVENTIVE «<BEFORE AND AFTER» SURGICAL TREATMENT OF AORTIC ANEURYSMS

AND PERIPHERAL ARTERIES. LITERATURE REVIEW.

46.

47.

48.

49.

50.

Weerakkody R, Ross D, Parry DA, et al. Targeted
genetic analysis in a large cohort of familial and
sporadic cases of aneurysm or dissection of the tho-
racic aorta. Genet Med. 2018 Mar 15. doi: 10.1038/
gim.2018.27.

Scheglov D.V., Pastushyn O.A., Sviridyuk O.E., et al.
Endovascular treatment of distal cerebral aneurysms
Endovaskuljarna nejrorentgenohirurgija. 2015. N¢ 3
(13). S. 45-50.

Yamamoto T, Mori K, Esaki T, et al. Preventive ef-
fect of continuous cisternal irrigation with magne-
sium sulfate solution on angiographic cerebral va-
sospasms associated with aneurysmal subarachnoid
hemorrhages: a randomized controlled trial. J Neuro-
surg. 2016 Jan;124(1):18-26.

Ten Brinck MFM, de Vries J, Bartels RHMA, et al.
NeuroForm Atlas Stent-Assisted Coiling: Preliminary
Results. Neurosurgery. 2018 Mar 21. doi: 10.1093/
neuros/nyy048.

Dijkstra ML, Vainas T, Zeebregts CJ, et al. Spinal
Cord Ischaemia in Endovascular Thoracic and Tho-
raco-abdominal Aortic Repair: Review of Preventive

51.

52.

53.

54

55.

Strategies. Eur J Vasc Endovasc Surg. 2018 Mar 7.
pii: S1078-5884(18)30099-6.

Backes D, Rinkel GJ, van der Schaaf IC, et al. Recov-
ery to Preinterventional Functioning, Return-to-Work,
and Life Satisfaction After Treatment of Unruptured
Aneurysms. Stroke. 2015 Jun;46(6):1607-12.

Ogola GO, Gale SC, Haider A, et al. The financial
burden of emergency general surgery: National esti-
mates 2010 to 2060. J Trauma Acute Care Surg. 2015
Sep;79(3):444-8.

Birkmeyer JD, Gust C, Dimick JB, et al. Hospital
quality and the cost of inpatient surgery in the United
States. Ann Surg. 2012 Jan;255(1):1-5.

. van den Haak RF, Hamans BC, Zuurmond K, et al.

Significant Radiation Dose Reduction in the Hy-
brid Operating Room Using a Novel X-ray Imag-
ing Technology. Eur J Vasc Endovasc Surg. 2015
Oct;50(4):480-6.

Stangenberg L, Shuja F, van der Bom IMJ, et al. Mod-
ern Fixed Imaging Systems Reduce Radiation Expo-
sure to Patients and Providers. Vasc Endovascular
Surg. 2018 Jan;52(1):52-58.

BECTHUK XUPYPTUN KASAXCTAHA N2 2 - 2018



Il. XUPYPIU4

LAPAROSCOPIC NEPHROPEXY FOR
SYMPTOMATIC NEPHROPTOSIS:
FIRST EXPERIENCE. CASE REPORT

scientific manager.

(rava747@mail.ru 87017472070);

D.A. Issayev — urologist, transplant-
surgeon, kidney transplantation, urology and

. nephrology department.
Ibragimov R.P., Issayev D.A., Madadov I.K. (dzhanibekissayev.com 87477218977);
I.K. Madadov — urologist, kidney
National Scientific Center of Surgery named after A.N. Syzganov, Aimaty, Kazakhstan transplantation, urology and nephrology de-

partment (dominic89@mail.ru 87478397110).

Abstract
Laparoscopic nephropexy for symptomatic nephroptosis in 28 year old female with recurrent urinary ,'I(e?,’,‘r';;tgiss aparnscapy,
tract infection and flank pain. Postoperative 6 months follow with no signs of recurrent infection or pain. nephropexy.
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LAPAROSCOPIC NEPHROPEXY FOR SYMPTOMATIC NEPHROPTOSIS:

FIRST EXPERIENCE. CASE REPORT

Fig.1

In prone position right
kidney at the level of
L1-L3.

Fig. 2.

Patient in upright position
and the kidney is at the
level of L3-S1

Introduction

Nephroptosis, also known as a floating kidney
and renal ptosis, is a condition in which the kidney
descends more than 2 vertebral bodies (or >5 cm)
during a position change from supine to upright.
The condition is often treated with nephropexy, a
surgical procedure that secures the floating kidney
to the retroperitoneum [1].

The mobile kidney was first described in the
literature by Franciscus de Pedemontanus in the
13th century. Throughout the years, the condition
was often left untreated. In 1864, Dietl first char-

acterized the symptoms of acute nephroptosis as
episodes of acute abdominal pain and vomiting
when the patient was upright. [2,3] Throughout the
1870s, nephrectomy was used as a treatment op-
tion, but it was soon abandoned owing to its exces-
sive morbidity. In 1881, Hahn in Berlin described
the first nephropexy in which he affixed the ptotic
kidney to the retroperitoneum via the perirenal fat
using a lumbar incision. [4] In 1882, Bassini began
using fascial sutures through the renal capsule to
affix the ptotic kidney to the retroperitoneum—a
procedure that is still in use today. [3]

The term nephroptosis was first coined by Gle-
nard in 1885. Since then, more than 170 various
treatments have been developed for the condition.
[5] Following the developments of anesthesia and
antisepsis in the late 19th century, enthusiasm for
renal surgery drastically increased; at the end of
the 19th century, nephropexy was the most com-
mon treatment used to manage nephroptosis by
urologists. Many symptoms, including renal pain,
lower urinary tract infections, weight loss, gastroin-
testinal tract issues, anxiety, palpations, and even
hysteria were attributed to nephroptosis. [5] How-
ever, because of the inconsistency of diagnosis and
symptoms, nephroptosis fell out of favor as an ac-
cepted medical diagnosis.

Nephroptosis is a fairly rare condition, and the
number of radiological diagnoses exceeds the num-
ber of patients with symptoms attributable to the
condition. Many studies have estimated that nearly
20% of women have nephroptosis revealed by rou-
tine intravenous urography, but far fewer (10%-
20%) actually present with symptoms attributable
to the condition. [6]

Symptomatic nephroptosis is more common in
females, with a female-to-male ratio of 5-10:1. In
addition, it is more common on the right side (70%
of cases).

Of interest, nearly 64% of patients with fibro-
muscular dysplasia of the renal artery also have
ipsilateral nephroptosis. [3]

Case presentation

28 years-old woman was admitted to the hospi-
tal with flank, during the physical activity, and recur-
rent pyelonephritis. Previously she was prescribed
antimicrobials with temporary remission. She also
underwent several times double J stents placement
with the recurrence of symptoms after the removal
of stent-catheter. On intravenous pyelography right
kidney on prone position it was at the level of L1 -
L3 (Fig. 1), but in upright position it was at the level
of L3 - S1 (Fig. 2).

She underwent laparoscopic nephropexy of the
right kidney in our department. Patient was on lat-
eral decubitus position.
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FIRST EXPERIENCE. CASE REPORT

Port placement: camera troacar (10mm) was
placed in paraumbilical area, working troacars (2
— 5 mm) were placed on midclavicular line subcos-
tally and on iliac area on the right, respectively. One
additional troacar (5mm) was placed on midclavicu-
lar line subcostally on the left to abduct the liver.
Peritoneum and Gerota's fascia were transected in
the areas of lower and upper poles of right kidney.
Kidney was dissected on it’s lateral and posterior
aspects subfascially. Then 3 cm wide and 10 c¢cm
long biomesh was sutured to the lower pole of kid-
ney (Fig. 3) and traversed by posterior aspect of
kidney to the upper pole. The proximal end of bio-
mesh was sutured to the triangular ligament of liver
and to the abdominal wall laterally.

Postoperatively patient was on bed regimen for
up to 10 days. She was discharged on 11th postop-
erative day. She was on follow-up up to 6 months
and within this period no recurrent flank or infection
occurred. On control check-up intravenous pyelog-
raphy repeated to the patient and the right kidney
was at the level of L1 - L3 (Fig. 4).

Conclusion

Nephroptosis occurs in many young female pa-
tients due to multiple parturitions or quick weight
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Fig. 3

Biomesh sutured to the
lower pole and extended
to the upper pole by
posteriorly

Fig. 4

Three month after the
surgery. In upright
position, kidney is in
normal level
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OF FLEXOR TENDONS OF THE HAND
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Abstract

The peculiarities of surgical technique are presented, the analysis of treatment of patients with long-
term consequences injuries of flexors tendons hand. The results were monitored within 3 months. The
above procedure is a relatively simple, highly effective method of surgical treatment, which allows for a
complete restoration of the function of the hand.
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BaiiryseBa A.A., Kowkap6aes [.)X.
A.H. Cbi3raHoB aTbiHAaFbl YATTbIK FbIIbIMU XMPYPrus opTanbiFbl, Anmarsl, KasakctaH

AHparna

Caycak OYKKIlITEPIHIH XapakaTTaH KewiHri canfapblH CUINKOHAbI WMIIAHTAT XOHE aifblH any aHacToMO3bl
aPKbITIbI XUPYPIUSJIBIK XOJIMEH KauiTa KajrblHa KeTipy ToCIIiH XETIAIDY X0NAapsl XoHe XUPYPIrusibik eM-11apanapsbiy
epeKLenikTepi cunatTanraH, HaykactapAblH otagaH 3 anpaH KediHri emaey HoTvxenepi TankbiiaHFaH. CuarranraH
oTasbIK eM-1Iapacs! caycak CiHIpAEpIH KanuTa KarbiHa KenTipy XobiHAarbl KOAAaHyra Konamibl XoHe ThiMAi 84ICTepaiH
0ipi 60sbIN TAbBINAABI.

MyTu ycoBepLIEHCTBOBaHNS MUKPOXMPYPrU4ECKOi METOANKU JIeYeHUs npu

OTAAJIeHHbIX NOCNIeACTBUSAX TPABM KUCTU

Mypanoe M.U., CapbikoB T.A., KasaHtaeB K.E., Myxameakepum K.B.,

BaiiryseBa A.A., Kowkap6aes [.)X.
HauuoHanbHbIA HayyHbIA LLEHTP xupyprum um. A.H. CrbisraHoBa, Anmarsbl, KazaxcraH

AHHOTauns
yCOBepLUGHCTBOBaH crocoo6 nevyeHns nospe)K,aeHMﬁ cyxoxmmﬁ crubareneii nazbleB KNUCctu ¢ UCroJib30BaHnem
CUJINKOHOBOIO UMITIaHTara N HaJloXeHus MPpOKCUMasibHOro NPeBeHTUBHOIro aHacTomMo3a.
ﬂpe,[lCTaBHEHbI 0COBOEHHOCTH Xupypri nyeckomn TEXHUKH, NPOBEAEH aHain3 Jie4eHns 0O0JIbHBIX C OTAaJIeHHbIMU 110-
CeaCTBUSMYU TPABM CyXoxuanii crubateneii kuctu. KoHTposib pesynbTatoB npoBeAeH B cpoku Ao 3 mecsues. Bbiie-
yKka3aHHasi MetTogunka siBJIIeTCsi OTHOCUTEJIbHO [1POCTbIM, BbICOK03¢¢eKTMBHbIM METOAOM XUPYPru4eckoro Jjie4eHns,
KoTopas ro3Bosiset o0becneynTs MosIHOe BOCCTaHOBIEHNE ¢yHKL[MM Kuctn.
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WAYS OF IMPROVING THE MICROSURGICAL TECHNIQUE OF TREATMENT WITH LONG-TERM
CONSEQUENCES INJURIES OF FLEXOR TENDONS OF THE HAND

Introduction

Damage to flexor tendons ranges from 1.9 to
18.8% of all brush injuries [1]. Of these, 32% are in-
juries to the flexor tendons of the fingers flexor [2].

Positive outcomes of operations with long-term
consequences of traumatic damage of tendons of
flexor flexors do not exceed 25-30% and in 12.1%
of cases, the use of autoplastic material is required
[3,4]. At the same time, the unsatisfactory func-
tional results of these operations range from 7 to
30%. The main reason, according to the majority
of authors, is the formation of adhesions of ten-
dons with surrounding tissues in the I, Il anatomical
zones of the hand and development of cicatricial
changes of the osteo-fibrous canal [5]

The aim of study

To improve the result of treatment of patients
with posttraumatic defect of flexor tendons of the
fingers flexors in the critical zone, by endoprosthet-
ics of the tendon channel of the fingers and the
formation of preventive proximal autosoonal anas-
tomosis.

Materials and methods

On the basis of the NSCS A.N. Syzganov, in the
department of reconstructive-plastic microsurgery
the technique of two-stage plastic surgery for sur-
gical treatment was improved, with the long-term
consequences of injuries to the tendons of the
finger flexors with the long-term consequences of
brush injuries.

Indication for the operation of flexor tendon
plastic surgery is the presence of diastasis between
the tendons, the formation of tendon ligaments
with the surrounding tissues in the I, Il anatomical
zones of the wrist and the development of cicatricial
changes in the osteo-fibrous channel of the fingers.
Contraindication to plastic surgery of the tendon
should be considered the presence of patients with
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skin diseases and purulent infection in the zone of
the forthcoming operation due to the possibility of
rejection of the prosthesis and development of pu-
rulent complications.

Taking into account that, with the classical tech-
nique of secondary tendon plasty, with the implanta-
tion of a silicone implant in the osteo-fibrous canal,
tendon grafts detachments are found in 15.6%, in
the first 2-3 weeks, swelling of the ends on the pri-
mary tendon joints, which contributes to its reduction
strength [6,7,8]. At the first stage, we preferred to use
preventive proximal anastomosis between the ten-
dons of the superficial and deep flexors with primary
prosthetics of the osteo-fibrous canal (Figure 1). The
second stage after 2-3 months of "autoplasty": after
removal of the endoprosthesis, the tendon of the su-
perficial flexor of the finger is excised, respectively, in
diastase, with the formation of the tendon canal in the
proper formation and filing of the latter to the distal
end of the tendon or to the nail phalanx

Preventive proximal anastomosis between ten-
dons of superficial and deep flexors with prosthet-
ics of the osteo-fibrous canal.

Clinical case

The patient S. 41 years old, entered the clinic
of the NNTSH them. A.N. Syzganova in the depart-
ment of plastic and reconstructive microsurgery
with the diagnosis: The long-term consequences of
traumatic damage of flexor tendons of the IV fingers
of the right hand.

Complaints on admission to infringement of flexion
movements of the fourth finger of the right hand.

At admission, the general condition is on ad-
mission of moderate severity. Skin and visible mu-
cous membranes of normal color, clean. Peripheral
lymph nodes are not enlarged. Patient normostenic
constitution, moderate nutrition. In the lungs, the
breath is vesicular, there is no wheezing. Heart
tones are clear, the rhythm is the right pulse 89

Fig. 1
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beats. in minutes, AD = 120/70 mm Hg. Tongue
moist, clean. The abdomen is soft, painless. The
liver and spleen are not enlarged. Physiological
functions are not violated.

Locally: Ill, IV fingers of the right hand in the ex-
tension position. On the palmar surface at the level
of middle phalanxes lll, IV fingers there are oblique
transverse scars on the width of the phalanges, which
are welded to the underlying tissues. Active flexion of
the third, fourth fingers of the right hand is absent.

After the patient's consent, the operation was
performed in the first stage - prosthetics of the os-
teo-fibrous canal, preventive proximal anastomosis
of the tendons of the superficial and deep flexors of
the fourth finger of the right hand.

The protocol of the operation: Conduction an-
esthesia. The position of the patient on his back.
Treatment of the right upper limb with Povidone
3-D solution. lll, IV fingers of the right hand in the
extension position. On the palmar surface at the
level of the middle phalanx of I, IV fingers, there
are oblique transverse scars on the width of the
phalanx, soldered to the underlying tissues, Z is the
image of the skin exposed to the tissue. When the
audit revealed: pronounced cicatrical and adhesive
process, complete anatomical break of tendons
of flexors Ill, IV fingers. The diastase between the
ends of the tendons was 8 cm. Under 2.5x mag-
nification: preventive proximal anastomosis was
applied between the sinews of the superficial and
deep flexors with primary prosthesis of the fibular
canal IV of the right hand. Hemostasis during the
operation. Stitches on the wound, drainages, asep-
tic bandage.

In the postoperative period the patient received
antibacterial anti-inflammatory therapy. Postop-
erative wound healed by primary tension. It is dis-
charged in a satisfactory condition with recommen-
dations.

The patient was examined 2 months after the
first operation.
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with the formation in the properly formed tendon duct
and filing of the latter to the distal end of the tendon.
The length of the tendon graft was determined in the
same way as for the primary tendon plasty.

The operation resulted in the application of a
back gypsum longus to the injured limb, in the posi-
tion of flexion of the fingers, in which there is no
tension of the tendon joints. The period of immobi-
lization was 3 weeks with the subsequent functional
rehabilitation of the patient.
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the fingers after repair operations on the tendons
after 2-3 months by the method of J.N. Boyes - an
average of 1inch - well, according to the method of
VI. Rozova - 4 points.
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RETROGRADE ENDOSCOPIC TREATMENT OF
MECHANICAL JAUNDICE SYNDROME

Abdirashev Y.B., Abdiyev N.M., Izmagambetova Sh.S., Ishambetov A.S.
JSC “National scientific center of surgery named by A.N. Syzganov”, Aimaty, Kazakhstan

Abstract

Despite the development of medical technologies, the elaboration of international clinical guidelines and
the improvement of surgical technique for biliary tree, the management of mechanical jaundice is still rel-
evant. The causes of this syndrome are bile duct and gallbladder stones, tumor compression and strictures
of the biliary tract, developed as a result of surgery (cholecystectomy, liver transplantation) and radiation
therapy. Unrelieved compression of the biliary system leads to severe disruption of coagulation system and
internal organs which can quickly lead to mortality. This article reflects the analysis of the results of treat-
ment of jaundice.

MexaHuKanbiK capralo CUHAPOMbIHAAFbI AHAOCKONUSIbIK

petporpaarbl eMaik wapanap

A6gpawes E.b., A6gues H.M., Usamaram6eToBa LL.C., Uc6ambeToB A.C.

AK, «A.H. Cbl3raHoB aTbiHAaFbl YATTbIK FbUTbIMA XMPYPIUS OpTabiFbl», Anmarbl, KazakcTaH

Axparna

MeauumnHa TeXHONOrMSCbIHBIH AaMybl, Xanbikapasblk KAUHUKAJbIK HYCKAynapAblH AaMbITYbIHA XOHE XUDPYPrusibkK
oTanapabl XeTingipyiHe kapamactaH, MexaHukasblk CapFal) CUHADPOMBbIHbIH KANHUKAbIK MEHEAXMEHTI o/l aKTyasnbji
Gonbin caHanagel. byn cuHAPOMHbIH HEri3ri cebentepi 6T XonaapbiHbiy Ke3-KeareH MexaHukasbiK acepieH (1ac, or-
anappaH KeiHri TbipThIKTap, 00bIP 9CEPIHEH KbICkLTy) Ty3iNnreH keaepri 60bin Tabbinazgsl. EMaenmerexH MmexaHukanansik
capraro ayblp Koarynonatusira XoHe iluKi ar3anapabiH XeTKinici34iriHe okenin, Te3 apaga HaykactapAbl eniMre oKesin
COKTbIpaAbl. byn makanaga mexauHukanblk caprat) CUHAPOMbIHAAFbI EMIHIH HOTUXENEPI KBPCETINITEH.

PetporpapgHoe aHpockonuyeckoe neYyeHme npu CUHApPome

MEXaHNY€eCKOM XenTyxu

Aoppawes E.B., A6guee H.M., UamarambeToBa LL.C., Uc6ambGeToB A.C.

AO «HaumoHanbHbIA HayyHbIA LEeHTP xupypruu uMmenn A.H. CeisraHoBa», Anmartel, KasaxcTaH

AHHOTayuns

HecmoTps Ha pa3BuTue MEAULIMHCKMX TEXHOMOMI, Pa3paboTkn MEXAYHAPOAHbIX KIMHUYECKUX PYKOBOACTB U CO-
BEepLUEeHCTBOBaHNe XUpyprunieckux BMmellaresibCTB Ha 6mmapHy/o cucTemy, npo6ﬂema Jie4eHns cuHapoma mexaHmye-
)] XeNTyXu ocTaercs aKWQHbHOﬁ. ﬂpM‘IMHaMM JAAaHHOIo CUHAPOMaA SIBJIOTCS KaMHU XEJ14HbIX [TPOTOKOB U XEeJIYHOIro
ny3bIpsi, OMyXoNeBble CAABAEHNS U PYOLOBbIE CTPUKTYDbI XEMYHbIX MyTel, PA3BUBLUMECS B PE3Y/bTaTe XUPYPrudeckux
BMELUATENbCTB (XONELMUCTIKTOMUS, TPAHCIIaHTauus neyeHu) u ny4eBoii Tepanun. HepaspelueHHas 06Typayms XenyHbix
NPOTOKOB NPUBOAMT K BbIDAXEHHOM KOarysionatuu v noamopraHHoi HeA0CTaT04HOCTH, M Oe3 0ka3aHUsi CBOEBPEMEHHOM
Me,aML{MHCKOﬁ nomMoLyn npuBoanT 60/lebIX K CMepTu B Kpatkne CpoKu. B ﬂaHHOﬁ CTatbe OTPaxeH aHaan3 pes3ysbratoB
JiIe4eHuns rnpu cuHgpome MexaHnyeckou XeNTyxu.
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JAUNDICE SYNDROME

Introduction

The mechanical jaundice is one of the leading dis-
eases in surgical and oncological practice. The causes
of this syndrome may be caused by benign etiology
(bile duct stones, stricture of the biliary tract), and ma-
lignant etiology (tumor of pancreato-biliary system).
Unresolved obstruction of the bile duct leads to severe
disorders of the hepatorenal system and hepatic en-
cephalopathy. Without providing treatment in time, the
patient's death occurs in the short time.

At the same time, the frequency of development
of mechanical jaundice according to different au-
thors is from 12,0 to 45,2%. And with benign dis-
eases this level varies from 4,8 to 22,5%, and for
malignant lesions - from 36,6 to 47,0%.

Objective. Analysis of the outcome of endo-
scopic retrograde intervention of patients with me-
chanical jaundice.

Material and methods

In the Department of Endoscopy and Functional
Diagnostics of the NSCS named after A.N. Syz-
ganov for the period from 2014-2018, retrograde
interventions were performed in 809 patients with
jaundice of different etiology. Women were 688
(85%), men 134 (15%). The age of patients was
from 18 to 75 years, more than 60% of patients were
over 60 years old. Benign genesis: 512 (63,3%)
patients, while jauindice associated with choledo-
cholithiasis - 196 (24,2%) patients and postcho-
lecystectomy syndrome with choledocholithiasis
was in 191 (23,6%) patients. At the same time, in
146 (76,4%) patients the size of stones was more
than 1.0 cm. Benign strictures of common bile duct
(CBD) after previously operations were 44 (5,4%)
patients. Among which, anastomotic strictures of
CBD after liver transplantation were in 17 (38,6%)
patients, and high strictures after cholecystectomy
in 27 (62,4%) patients. The stricture of the terminal
part of CBD was in 79 (9,8%) patients. Malignant
etiology was present in 297 (36,7%) patients. Of
these, 67 (22,5%) have a proximal block and 230
(77,5%) have a distal tumor block.

Endoscopic treatment of obstruction of the
biliary tract depended on the genesis of jaundice.
Out of 397 patients with choledocholithiasis, 376
(97,2%) patients underwent EST with stone extrac-
tion and in the case of technical difficulties associ-
ated with extraction of large stones from CBD, 11
(2,8%) patients underwent temporary plastic stent
placement to resolve jaundice. Later, the patients
went for surgery. In cases of detection of benign
strictures of the terminal part of CBD, EST was
performed by all 79 (100%) patients, and to 15
(19%) patients was supplemented by stenting of
the CBD in the long strictures. With benign anas-

tomotic strictures of CBD after liver transplantation,
15 (88,2%) patients underwent stenting of the bile
duct with plastic stents. Of these, 7 (41,2%) pa-
tients underwent stenting in several time every 3
months. 2 (11,8%) patients underwent percutane-
ous external bile withdrawal.

In 27 (100%) patients with proximal benign stric-
tures, endoprothesis of the biliary tract with plastic
stents was performed to 22 (81,5%) patients. 5
(18,5%) patients underwent an open reconstruction
surgery of bile dict.

297 (36,7%) patients has a proximal and distal
blocks due to tumor growth. To 213 (71,7%) plas-
tic and SEMS 84 (28,3%) were placed. In proximal
block (Klatskin tumor, lymph node shrinkage of
the lymph nodes or HCC), 67 (82%) stenting were
performed in 67 patients, of which 4 (6%) patients
underwent bilateral endoprothesis. Technical suc-
cess was 82%. The remaining 12 (18%) patients un-
derwent PTBD. Of 230 (28,4%) patients with distal
block: 184 (80%) patients had pancreatic head for-
mation and 46 (20%) jaundice patients were caused
by tumor of main papillae. At the same time, en-
doprosthesis of CBD to 225 (75,7%) patients with
distal block had succeeded in, thus the technical
success was 97,8%. In some cases, a combined
method (antegrade and retrograde methods) of
drainage was performed. In cases of development
of cholangitis, patients primarily performed exter-
nal decompression of infected bile. After the inflam-
matory subsided, the second stage of the patient
was carried out the final retrograde stenting of the
CBD for palliative purposes.

Results and their discussions

The complications in the early postoperative
period: bleeding - 29 (3,6%) patients, post-cath-
eterization pancreatitis - 38 (4,7%) patients, chol-
angitis - 13 (1,6%) patients, stent disposition - 70
(8,6 %) patients. Bleeding was noted from the zone
of the main duodenal papilla after EST. The disloca-
tion of stents in the early periods (up to 2 weeks)
often occurred when using plastic prostheses. In
these cases, we carried out the restenting. Chol-
angitis was resolved by additional external removal
of the infected bile to the outside via an antegrade
method, or through a nasobiliary stent. In the early
postoperative period, 9 (1,1%) patients died. Death
occurred as a result of cholangitis with the develop-
ment of sepsis in 5 (0,6%) patients, of pancreone-
crosis in 2 (0,2%) cases and 3 (0,4%) of the patient
died due to hepatico-renal failure. It should be not-
ed that all patients were taken to the operation with
the initial severe condition due to the underlying
disease and coagulopathy. In the late postopera-
tive period, complications were observed such as:
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cholangitis - 24 (2,9%) patients, migration or oc-
clusion of stent - 32 (3,9%) patients. The bed-stay
from 2 to 14 days, the average stay of the patient
in the hospital was 3.8 days. The average term of
functioning of plastic prosthesis ranged from 2 to
7 months. Therefore, plastic stents were used as a
temporary treatment before radical surgical treat-
ment. The most effective and long-term drainage
of the bile ducts is provided by the metal nitinol
stents. It showed a good results in the case of inop-
erable tumors of the biliopancreatoduodenal zone.
SEMS patency is more than a year and a half years.

Conclusions

The effectiveness of retrograde decompres-
sion of the biliary tract reached almost 100% of
all cases. When the lithoextraction of large stones
was unsuccessful, we recommend installation of a
plastic stent to reduce the jaundice. What it says,
is that endoscopic methods should be the first line
of treatment.
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MEXAYHAPOAHOIO OBLLECTBA MO TPAHCIJIAHTALUU
NMEYEHMU (ILTS 2018), IMCCABOH, NOPTYTAJINA

Ha3saHne MeponpusaTus: eXerofHblil KOHIPECC MeXAyHapoa-
HOro obLiecTBa No TpaHcmnaHTaumm nedexn — International Liver
Transplantation Society 2018 (ILTS 2018).

[ata, Bpems n MecTo npoBefeHus meponpusTus: ¢ 23 no 26
mas 2018 ropa B ropoge JluccaboH, Moptyranus. KoHdepeHuus
npoxoauna B JInccaboHCKOM KOHIPECC-LEHTPE.

Llenb noe3akm - 0OMEH OMLITOM U 3HAHUSIMU MEXAY NYHLLINMNA
LLeHTPaMmM MI1pa no TPaHCMAaHTaLun neYeHn, 06CyXaeHne BOnpo-
COB XWPYPrUYeckux npobnemM TPaHCMaHTaLMK NeveHu, onpepe-
NEeHNe nepcnekTUB Pa3BUTUS TPaAHCMNAHTALMKM NeyeHu, yTo byaeT
cnoco6CTBOBATb Y/YULLEHMIO 0Ka3aHUs BbICOKOTEXHONOTUYHOI Me-
JOMUMHCKO nomowm B KasaxcraHe.

Ha koHrpecce o6cyxpanuch akTyanbHble BONPOCHI MO TPaHc-
NAQHTALMKM NEYeHN: OnpefeneHne nokasaHuin n NpoTUBONOKA3a-
HWi K TPAHCMIAHTALWW NEYEeHW NALWNEHTOB C KONOPEKTaNbHbIMM
MeTacTa3amm nevyeHu, ONepaTMBHag TEXHUKA U NOCNEonepaLyoH-
HOe BeEHUE PELMNUEHTOB, BNUSIHUE NPOTMBOBUPYCHOI Tepanuu
Ha peuuavB onyxoneii neyeHu, aHanua npobneM nocneonepauy-
OHHbIX OCTIOXHEHUI U ApyrUe.

B pabote koHdepeHuun npuHann yyactue 6onee 700 yeno-
Bek u3 15 ctpaH (AHrnusg, fepmanusg, CLUA, Hopserus, Poccus,
YkpauHa, WUcnanusg, l0xHas Kopesi, Anoumnsa, KasaxctaH u gpy-
rve).

Cnmcok yyacTHukoB n3 Kasaxcrana:

Mpencenatens npasnenus AO «HHUX um. A.H. CeidraHoBa»,
0.M.H., npodeccop bailmaxaHos b.b., masHbIil Hay4HbIN COTPYA-
HuK otgenenms TIBXuTM, MD, PhD Baimaxanos X.b., Bpau-
xupypr otaenenus FMBXuTM, m.H.c. Ckakbaes A.C.

Ha KoHrpecce 6bin1 fonoxeHsl 3 NoCTEPHbIX A0KNaAa Ha che-
LyloLye TeMbl:

1. Liver transplantation in Kazakhstan: single center experience
of 100 cases;

2. The study of virological and immunologic factors of the
progression of chronic viral hepatitis Delta in Kazakh
population;

3. Comparative analysis of using frame and frameless biliary
anastomosis during LDLT.
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COBbbITUS LUEHTPA

YYACTUE B MEXXAYHAPOLHOW KOHOEPEHLIMN
EBPOMENCKOrO OBLUECTBA CEPAEYHO-COCYAUCTbIX
U SHAOBACKYJIAPHbIX XUPYPIOB (EUROPEAN SOCIETY
OF CARDIOVASCULAR AND ENDOVASCULAR SURGERY),

CTPACBYPI, ®PAHLNY

12-14 anpens 2018 roga pykoBoguTenb 0741 MEHEAXMEHTA
Hay4HOIA, NHHOBALMOHHOW AEeaTeNbHOCTU U MEXAYHAPOAHOro COo-
TpyAHUYECTBA, 4.M.H. CaratoB MHkap Eprannesumy npuHsn yyactue
B 67-0i1 MexayHaponHoit koHdepeHuuu EBponeiickoro obuiecTea
CEepLEeYHO-COCYANCTBIX M 3HA0BACKYASPHbIX xupyproB (ESCVS),
koTopas npoxoguna B r. Ctpacbypre (®paHums).

CarartosbiM W.E. coenaHbl 4 noCTEpHbIX JOKNALOB HA Cleayo-
Lme TeMbl:

1. Sagatov |.Ye. Analysis of the probability of hospital lethality in
cardiosurgical patients.

2. Sagatov l.Ye., Taimanuly O., Ualieva A.Ye., Ongarbayev
K.O. The course of the early postoperational period in
cardiosurgical patients with decreased ejection fraction of
the left ventricle.

3. Sagatov l.Ye., Taimanuly O., Anartayev S.M. Analysis of
reasons of the coronary arteries stent thrombosis in patients
with acute coronary syndrome.

4. Kvashnin A.V., Sagatov I.Ye., Dosmailov N.S., Ongarbayev
K.O., Koshkinbayev Zh.B., Imammyrzaev U.Ye. Preventive
tricuspid annuloplasty in adults patients with septal heart
defects.

AbcTpakThl Loknagos onybnukosaHsl B Journal CardioVascular
Surgery, umelowuii umnakT-paktop no 6aze Web of Science 3a
2017 rop — 2,17.

BULLETIN OF SURGERY IN KAZAKHSTAN N2 2 - 2018




CObbITUS LUEHTPA

YYACTUE B PABOTE 4-TO KOHTPECCA ASUATCKO-
TUXOOKEAHCKOW ®ELEPALIMU OBLLECTBA NO
PEKOHCTPYKTMBHOWN MUKPOXUPYPIUM (APFSRM) U 8-I0
HALUWOHAJIbBHOIO KOHIPECCA TYPELLKOIO OBLLECTBA
PEKOHCTPYKTUBHON MUKPOXWUPYPTUU (TSRM),
AHTAJING, TYPLUUA

B pab6ote 4-ro KoHrpecca Asmatcko-TuxookeaHckoil depepa-
LM 06LLeCTBA NO PEKOHCTPYKTUBHOM Mukpoxupyprin (APFSRM) n
8-ro HaumonanbHoro koHrpecca TypeLkoro o0LecTea peKoHCTPYK-
TUBHOI Mukpoxupyprum (TSRM), kotopble npoxoaunu 9-13 mas
2018 ropa B r. AHtanus (Typuus), aKTUBHOE Y4acTUE NPUHAAN CO-
TPYAHWUKM OTAENEHUS PEKOHCTPYKTUBHO-NAACTUYECKON MUKPOXM-
pypruv HHUX um. A.H. CuisraHoBa Myxameakepum Kanat ba3sap- Tactical options for 5
Oekynbl C YCTHBIM LOKNAL0M Ha Temy: «Tactical options for surgery of the coy
of defects and deformations of the cover tissues of the hand», u
MaALLNIA Hay4HbliA coTpyaHUK KasaHnTaeB Keimbat Epukynbl ¢ no-
CTepHbIM JokNnagom Ha Temy: «Minimally invasive approaches of
flexor-tendon injuries of hand fingers in microsurgery».

e -:é”

ess of 1 Society
Microsu B, SRM)
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NMPOPECCOP
CAAbIKOB YMUPXAH CAAbIKOBUY

27.04.2018r. nocne HenpPOAOMKMTENb-
Hoit 6one3Hu Ha 66 rogy Xu3Hu CkoH4ancs
npodeccop KasHMY Capgpikos Y.C.

CapbikoB YmupxaH CafbikoBUY, poaun-
cs1 04.04.1952 rony B KasanmHckoM paioHe
KbI3bInOpAnHCKOIA obnactu.

B 1969 rogy noctynun B AnMatuHCKwii
rocyfapCTBEHHbIN MEANLMHCKWIA MHCTUTYT,
no cneumanbHocTh — «JleyebHoe [eno»,
ksanubukauus - Bpay. llocne OKOHYaHus |
ANMaTUHCKOTO rOCYAApCTBEHHOrO Meay-
LMHCKOTO MHCTUTYTAa MNpOLWEN WHTepHa-
TYpy B paiioHHOi 6onbHMLE AMaHrens-
AMHcKoro paiioHa KocraHaiickoii obnactu
(01.08.1975-01.08.1976r.).

B nepmog c¢ 10.11.1976 ropa no
24.07.1989 ropa pabotan BpaiyoM Xupyprom
B xupypruyeckom otaeneHun LIPB Viiryp-
€KOro paiioHa, AnMaTuHCKon 06nacTu.

C 26.07.1989 rofa npuHaT B ANIMATUHCKYI0 06NAaCTHYIO KIMHK-
yeckyto 6ONbHULY HA [OMXHOCTb Bpaya Xupypra- SHAOCKOMMUCTA B
KOHCYNbTATMBHYIO MONMKIVHUKY B NOPSiAKe CyXebHOro nepeBoaa.

C 28.06.1991r. no 17.06.1995r pabotan accucTeHTOM kadeaps
06uiei xupyprum AnMmaTuHckoro focyaapcTBEHHOr0 MEANLIMHCKOTO
UCTUTYTA, rAe 3alnUTUA KAaHAMAATCKYI0 ANCCEpTaumio.

C 28.06.1991r. no 17.06.1995r pa6ortan foueHTOM kadenpsl
06uweii xupyprin AnmMaTuHckoro focynapcTBEHHOr0 MEANLIMHCKOTO
UCTUTYTA.

C 28.10.2005 roma mo Hactosiuiee Bpems paboTtan BpayoMm
3H0CKOMMCTOM NO COBMECTUTENbCTBY B oTaeneHve YI®[ KM

Ha MXB «AnmatuHckas mMHoronpoduiabHas
| KnuHn4eckas 6onbHuua». B 2012 romy npu-
CBOEHO 3BaHMe npodeccopa.

C 01.10.2012 ropa no Hactosuiee Bpe-
Ms pabotan npodeccopom kadeapbl 06Lweit
xupypruu PIT Ha TXB «Kasaxckuii Haumo-
HaNbHbIi MEOMUMHCKUA YHUBEPCUTET WM.
C.X.Acdenauspoa»

WmeeT BbICLIYIO KBANUGUKALMOHHYIO Ka-
| TEropumio Mo CNeLmanbHOCTM XMpyprug.

OTBETCTBEHHOCTb M COCTpajiaHue yme-
HUE NPUHUMATb PeLLeHNs, CTPEMIEHME CO-
¥ BEpLIEHCTBOBATLCS B BblOpaHHOI npodec-
CMW NPOHEC OH Yepe3 BECb CBOI XU3HEHHbI
nyTb. YmupxaH CafblkOBMY OPraHW4YHO CO-
yeTan NpPakTUYeckylo paboTy BMECTe C Ha-
YYHON M Neparornyeckoi AesTenbHOCTbIO.
PerynspHo y4acTBoBan Ha 3acefaHusix 06-
LLLeCTBA XMPYProB.

bonbwoe BHuMaHne Y.C.CafbikOB yaensin BOCNUTAHUIO U MO-
BbILUEHWNIO MACTEPCTBA MOJIOAbIX XMPYProB, MHTEPHOB U Cybopau-
HaTOPOB.

Ha BbICOKOM YpOBHE NPOU3BOAMA TPAAULMOHHBIE U SHLOCKONH-
Yeckue BMELIATENbCTBA HA OpraHax OpIoLLHOI NonoCTy.

3a CBOIA BKNaf, B HAyYHOE M NPAKTUYECKOE 3[paBOOXPAHEHME
HarpaxaeH MHOrMMI rpaMoTaMu, 3Ha4YKamMmm 1 Meaansmu.

Ceetnas namatb 0 YmapxaH CaaplkoBu4e HaBCEraa OCTaHETCS
B CEPALAX KONEr, MHOTOYMUCAEHHbBIX YYEHUKOB M ThICSY CMACEHHbIX
UM NaLMEeHTOB.

Pepkonnerus XypHana «BectHuk xupyprum Kasaxcrana»,
KasaxcTaHckoe 00wecTBO XMpypros,
konnektuebl HHUX nm.A.H.Cbi3raHoBa u
001aCTHOM KNIMHMYECKOIN 00NbHULbI
BbIpaxaloT ryo6okue co60se3HOBaHUS POAHBIM U 0IN3KUM
Ymapxan CagbikoBUYa



TPEBOBAHUSA
ANA ABTOPOB XXYPHAJIA
«BECTHUK XUPYPTUN KASAXCTAHA»

YBaxaemblie aBTOpbI!

C 1 anpens 2018 roga Bce cTaTby Ha NYGAMKALMIO NPUHUMAIOTCS HAa rocyAapCTBEHHOM UM PYCCKOM S3bikax ¢ 0093a-
TenbHbIM NEpPeBOAOM BCEM CTaTbu Ha aHMMIACKuIA 93biK. CTaTby 6€3 BepCcun Ha aHINUICKOM i3bike OYAYT OTK/IOHEHDI.

Takxe yuntbiBas Tpe6oBaHusa KoncynbratuHoii Komuccueit (CSAB) Scopus 006 MHTepHauuoHannm3aumm asTopoB U ay-
AUTOPUMN pepKonerus XypHaaoeB peKoMeHAYIoT NyGNuKoBaTbh CTaTbu B COABTOPCTBE C YYEHbIMM JanbHero u 6amxHero 3a-

py0exbs.

B XypHane nybauKylOTCS Hay4yHble CTaTbu M 3aMETKM, 3KC-
npecc-coobLueHns 0 peaynbTarax UCCNes0BaHNii B pa3nunyHbIx 00-
NacTsX eCTECTBEHHO-TEXHUYECKMX 1 0OLLECTBEHHBIX HayK.

PeweHne o nybnukaumm npuHUMaeTcs pefakuyMoHHON konne-
rveil XypHana nocne peLeH3npoBaHus, yuuTbiBas HayyHyo 3Hauu-
MOCTb M aKTyaNnbHOCTb NPeACTaBNeHHbIX Matepuanos. CtaTbu, 0OT-
K/IIOHEHHblE PEeAAKLIMOHHO KoNernei, NOBTOPHO He NPUHUMAIOTCS
U He paccmarpusatotcs. Pykonucu, odopmieHHble He No npasu-
nam, BO3BpaLLaloTCs aBTopaM 6e3 paccMOTpeHus.

Pykonucb HanpasngeTcs Ha OT3bIB YeHY PeaKoeruu U OLHOMY
13 YKa3aHHbIX PELLEH3EHTOB; B CMIOPHBIX Cily4asiX N0 YCMOTPEHMIO pea-
KOSIETMN NPUBNEKAIOTCS LOMONHUTENBHBIE PELLEH3EHTLI; HA 0CHOBA-
HWW 3KCNEPTHBIX 3aKITI0YEHNIA PELKONTIErVs ONPEAENsieT AaNbHENLLYI0
cyabby pykonucu: NpuHSTUE K NyGnMKkaumm B NPeLCTaBNEHHOM BUAE,
HeoBX0AMMOCTb 0PaboTKM UK OTKNOHEHNE. B cnyyae Heobxoammo-
CTU pyKONKCb HanpasnsieTcs aBTopaM Ha JopaboTky Mo 3aMeyaHmsM
PeLeH3EHTOB 1 PENAKTOPOB, MOC/E Yero OHa MOBTOPHO PELeH3npy-
€TCs, 1 PELKONIErns BHOBb PELIAET BOMPOC O NPUEMNEMOCTU PYKO-
nucy ans nybnukaumun. MepepaboTaHHas pykonuch [OMXHAs ObiTb
BO3BpALLEHa B PENAKLMIO B TEYEHNE MecaLa Nocse nosly4yeHus asTo-
pamu 0T3bIBOB; B NPOTUBHOM CJlyyae PyKOMMUCb PACCMATPUBAETCS KakK
BHOBb MOCTYNMBLUAS. PyKonucb, nonyyusLLas HEA0CTATO4HO BbICOKMNE
OLLEHKM NPU PeLLeH3UPOBaHNK, OTKIIOHAETCS Kak He COOTBETCTBYIOLLAS
YPOBHIO Unu npodunto nybnukaumin xypHana.

ABTOpLI HECYT OTBETCTBEHHOCTb 33 [LOCTOBEPHOCTb M 3HAuU-
MOCTb HayyHbIX Pe3y/ibTatoB W aKTyalbHOCTb HAY4YHOro Comepxa-
Hua pabot. He ponyckaetcs MJIATUAT — ymbllwneHHO coBeplua-
emoe (U3MYECKUM JIMLOM HE3aKOHHOE WCMOMb30BaHME YYXOro
TBOPYECKOr0 TPYAa, C LOBEAEHNEM [0 APYIUX JIUL, JIOXHBIX CBEfe-
HWil 0 cebe kak 0 AeiiCTBUTENIbHOM aBTOpE.

Pepakumg npuHUMaeT Ha pacCMOTPEHWE PYKOMWUCU HA Kasax-
CKOM, PYCCKOM U1 aHITIMICKOM 13blKax, NPUCIaHHbIe Yepes opuum-
anbHblid cant xypHana www.vhk.kz.

Martepuman ctatbu — TEKCT, BK/OYAS Pe3lOMe Ha Ka3axckom,
PYCCKOM M @HMMWIACKOM 93blkax, CMUCOK NUTEPaTypbl, PUCYHKM,
noanucu K pucyHkam u Tabnuubl, odopmisieTcss onHUM daiinom;
[OMOJHUTENBHO KaXAbIiA PUCYHOK 0POPMIIAETCS B BULE OTLENLHOIO
daitna. Ecnu nepecbinaemslii Matepuan Beauk no obbemy, cneny-
€T UCMONb30BaTb NPOrpamMMsl 19 apx1MBMpoBaHus. Bce cTpanuupl
PYKOMUCH, B TOM 4ucie TabnuLbl, CNUCOK NUTEPATYPbl, PUCYHKM 1
MOANMCKU K HUM, CleflyeT NPOHYMEPOBaTh.

MpencTaBneHHble Aas onyb6nuKoBaHWsS Matepuansl JOMXKHbI
YAO0BNETBOPATL CNEAYOLLUM TPeOOBaHUSM:

1. CopepxaTtb pe3ynbrartbl OPUrMHANbHBIX HAY4YHbIX MCCNEno-
BaHWii No akTyanbHLIM npobnemam B obnactn ¢usmkn, ma-
TEMATUKN, MEXaHWUKU, MHDOPMATMKK, BUONOTMM, MESULMHBI,
reonoruu, XMMmm, 3K0NOrMm, 00LLECTBEHHbLIX U F'YMaHUTaPHbIX
HayK, paHee He Onyb/MKOBaHHbIE W He NMpefHa3HaYeHHbIE K
nybnukauum B Apyrux maganusx. CTaTbs COMPOBOXAAETCS
paspeLueHneM Ha onybaMKOBaHNE OT YYPEXLEHNS, B KOTOPOM
BbINOJIHEHO UCCNELOBAHNE.

2. Pasmep crarbu 7-10 cTpaHuL (ctaTbm 0030pHOTO Xapaktepa
— 15-20 cTp.), BKIOYAS AHHOTALMIO B Hayane CTaTbi nepef,
OCHOBHbIM TEKCTOM, KOTOpasi JOfXHa OTpaxartb Lenb paboThl,
MEeTOZ, UM METOAO0NOrMI0 NpoBefeHUs paboTbl, pe3ynbTaTkl pa-
60Tbl, 0611aCTb NPUMEHEHNS PE3YNLTATOB, BLIBOLLI (AHHOTaLMS
He meHee 20 npepnoxenuin (150»300 cnos) - (Ha AHMMUIACKOM
3blke) Yepe3 1 KOMMbIOTEPHBIA UHTEPBA), TAaONMLLI, PUCYHKM,
CMUCOK IUTeparypsbl (4epes 1 KOMMbIOTEPHLIA UHTEPBAJ, pa3Mep
wpudta — 14), HaneyaraHHbix B pegaktope Word, wpudptom
Times New Roman, nonsi — BepXHee 1 HUKHee — 2 CM, IeBOe
-3 cm, npasoe —1,5 cm. Konnyectso pucyHkos — 5-10.

CTpykTypa [0MKHA COOTBETCTBOBATb MeXAyHapopHou ¢op-
myne IMRAD, rge | — introduction (Bctynneuue), M — Methods
(metoppl), R — Results (uccneposanue), A — u, D — conclusion+
discussion (3akntoyeHne, 06CyxaeHNe Pe3yNnbTaToB U BbIBOAI).

Ha3saHne - OtobpaxaeT cyTb paboThl - Kpatkoe - be3 ab-
Opesuaryp.

HeobxoanmMo oduunansHo 3akpennTb Ha3BaHWe OpraHM3auui
Ha aHIMNICKOM U COKpaLLeHue

Pestome - CtpykTypupoBaHo - be3 abbpesuaryp - lepenaet
CTPYKTYPY CTaTbn — 3a4eMm (akTyanbHOCTb) — Kakumu metogamn?
— Y10 nonyyeHo — Kak 310 M3MEHWNO KapTUHYy 3HaHuid. VIMeHHO
€ro YuTaloT B NEPBYID OYEPE[b, TONLKO XOpPOLLee Pe3loMe MOXET
npuBneyb BHUMaHue!

BcTynnenue - AkTyanbHocTb paboTbl - Kakas 3agaya nocras-
neHa - lMoyemy

Metogpl - lepeuucneHue - Ecnu n3BeCTHble - Aartb CCbUIKY
- Ecnu mognduumpoBanm — ykasatb kak = OnucbiBaTb Tak 410 6
mMornu nosToputh + Ctatuctuka!

Pesynbtarbl + [lonyckaeTcs He XPOHONOrM4Yeckoe, a Joruye-
ckoe noBecTBoBaHWe + OCHOBHble, a He BCE 4TO Obinu caenaHbl *



NnnocTpupyoTcs MUHUMaNbHO HE0BX0ANMbBIMY CBOLHBIMU AAHHBI-
MU (MCXOAHBIE MOTYT BbITb B LOMOHUTENLHBIX MaTepuanax)

O6cyxpeHus - He noTopaTh peaynbtarsl + ConoctaBuTth no-
NyYeHHbIE faHHble ¢ umelowummucs + O6CYanTb BO3MOXHbIE MpU-
YWHBI M CNEACTBUS

®yHkuMM cnucka nutepatypbl: - ApryMeHTMpoBaTh MAEl -
ConocTaBuTb C CylecTBYOLWMMI aHanoramu - 0603HaYUTb MECTO
[aHHOro uccnepoBanus - W3bexatb nnaruata - [ins xypHana u
YYEHOro = npu3HaHme + 4acto ykasaHbl TONbKO COOCTBEHHbIE pa-
0OTbl NN OYEHb CTapble (CaMOLMUTUPOBAHUE AOMYCKAETCH TOMbKO
10-15% ot o6wero cnucka nutepatypel) - Kovytowme owmbkn

Pasnuyaiite + Ccbinkm + Cniucok nuteparypsl + bubnuorpadus

Yto MoryT uutupoBatb + KHuru, (MoHorpaduu, massl) + Crta-
TbU Hay4HbIX XypHanoB - Matepuansl koHpepeHumin « laTenTsl -
Oucceptaumm + HeonybnukoBaHHble aaHHbie + CMU - Beb pecyp-
cbl (npoTokonbl, BeO CTpaHuykn) MCTOYHMK BONXeH ObiTb Hagex-
HbIM 1 NIETKO AOCTYMHBIM.

CraTbsi HaYMHAETCS Ha aHMUICKOM Si3blke. B Hayane, nocepeamHe
CTpaHuLbl, MAET Ha3BaHWe CTaTbi MPOMUCHBIMW XMPHBIMU OyKBaMK,
Ha3BaHWe CTaTby JOKHO ObITb KOPOTKMM M EMKMM, COIMAcHO NpoBe-
[EHHOro aHanuaa okono 30-40 CMBOMIOB HA AHINIACKOM S3bIKE.

[llanee Ha cnepyolLeii CTPOUKE — UHULMANLI U paMuUanK aBTOPOB
0ObIYHBIM XMPHbIM LWPUGTOM, 3aTEM Ha CReayHoLLEI CTPOYKe — Ha3Ba-
HWe opraHM3aLun(uii), B KOTOPOIA BINONHEHa paboTa, ropoz, CTpaHxa,
3aTeM Ha HOBOIA cTpouke — aapeca E-mail aBTopos. C kpacHoit CTPOkK
uaoyT Knoyessle cnosa (Key words), a Ha HOBOI CTPOUKe — cama aH-
HoTaums (Abstract — He meHee 150 n 6onee 300 cnoB).

DNanee, nocne oTOMBKW OAHOI CTPOKM, HAYMHAETCS HA PYCCKOM
a3blke. B Hauane cTatbu BBEpXy Cnesa CnefyeT ykasaTb MHAEKC
YAK, MPHTH.

3atem, nocepeanHe CTpaHuLbl, NUWeETCs: 1) Ha3BaHNe cTaTby;
2) aBTOPbI; 3) HA3BaHME OpraHu3aLnuu; ¢ KPacHoii ctpoku — Knio-
4yeBble C/I0BA, 3aTeM — AHHOTauua (opopmieHue WpndToB, Kak
Ha aHINIACKOM 93bIKE).

OtbuBaem OfiHy CTPOKY M HauuMHaeTcs cama cTaTtbs. Cnegom
3a cTaTbeit upet cnucok Jiutepatypbl. CCbiiku HA TUTEPATYPHbIE
MCTOYHMKM JatoTcs umdpamu B NpsMbix ckoOkax no Mepe ynomu-
HaHus (He meHee 20).

Ons kaxpoit ctatbm oGasatenen DOI (Digital Object
Identifier) - ato undposoii unentTudukatop aokymeHta. DOI Bbl-
MONHAET GYHKLMIO TMNEepPCChbiIKM, KOTOPas BCeraa NOMOraet Haii-
TW HYXHbIA OKYMEHT, flaxe eciu CaiT, rae OH Haxo4wics paHee,
Obin BNOCNEACTBUM M3MEHEH. bnarogaps aToMy MHAEKCY MOMCK
HayyHO MHpopmauum B ViHTepHeTe ctan npoule u apdekTusHee.
Kaxpmoe nananue, XypHan pa3MelaeT Ha CBOMX BeO-CTpaHuLax B
VHTEPHEeTe, KaK TekyLime, Tak U apXmMBHbIE HOMepa, U MaTepuanl.
Takum 06pa3oM, B OTKPLITOM JOCTYNe MOXHO YBULETb PE3toMe,
KOTOpbIE BKIOYAIOT B Ce0s Ha3BaHue ctatbi, GamMunuio, Ums, oT-
YeCTBO aBTOPA, AHHOTALMIO U KIOYEBbLIE CNOBA, MECTO BbINOJHE-
HWS paboTbl, @ TAKXE BbIXOAHbIE AaHHLIE OMyONMKOBAHHbLIX CTaTei
(HasBaHue xypHana, rog u3naHus, TOoM, HOMep, CTPaHULA).

Cnucok nutepatypbl opopmnseTcs cneayiowmum o6pa3om:

B ccbinkax Ha kHurm ykasbiaetcst ISBN (10- nnu 13-3HauHbliA).
CokpalLatoTCs Ha3BaHIS TONBKO TEX XYPHAOB, KOTOPbIE YKasaHsl: http://
images.webofknowledge.com/WOK46/help/WOS/0-9 abrvjt.html.

[ing Bcex CCbIOK Ha cTaTbu, ONy6AMKOBaHHbIE B MEXAYHAPOS-
HbIX peLeH3upyeMblx XypHanax cnegyet ykasbieatb DOI (Digital
Object Identifier). DOI yka3biBatotcst B PDF Bepcun c1atbn u/unu
Ha OCHOBHOW MHTEPHET-CTPAHULLE CTaTbi, TAKXe MOXHO BOCMOSb-
30Batbcsa cuctemon noucka CrossRef: http://www.crossref.org/
guestquery/. Huxe npusoaatca npumepbl 0PpOPMAEHUS CCbITOK:

CrtaTbs 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 PyCCKOSI3bIYHOM XYpPHane, He UMEIOLLas aHmos-
3bIYHOII BepCUu:

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

KHuru:

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

Martepuanbl KOHpepeHuun:

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.

MarteHTbI:

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)

Cranpgaptbi, FOCTbi:

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 caiite http://www.translit.ru/ moxHo 6ecnnatHo BOCNONb30-
BaTbCS NPOrpaMMoit TpaHcauTepauumn Pycckoro Tekcta B NaTuHU-
Ly, UCNONb3ys Pa3nuyHble cucTembl. [iporpamma o4YeHb npocTas,
ee Nerko Mcnonb3oBarh 19 roToBbIX CCbNoK. K npumepy, Boibpas
BapuaHT cuctembl bubnuotekn Kovrpecca CLUA (LC), mbl nony-
yaeMm u3obpaxeHne Bcex OYKBEHHbIX COOTBETCTBMIA. BcTaBnsiem B
creumanbHoe None BeCh TEKCT Gubnmorpadum Ha pycckoM g3bike 1
HaX1MaeM KHOMKY «B TPAHCUT».

B KOHLe cTaTbu gaetcs pestomMe Ha ka3axckoM a3bike. Opopm-
NSIETCS aHANOrMYHO PYCCKOMY BapuaHTy. [locepeanHe cTpaHuupl
nuwetcs: 1) HasBaHWe cTaThbit; 2) aBTOPbI; 3) Ha3BaHWe OpraHu3a-
Lmu; ¢ kpacHom ctpoku — Tipek ce3aep, nocne — AHHOTaums.

MocnepHss CTpaHuLa NOAMMUCHLIBAETCS BCEMU aBTOpaMu, CTa-
BUTCS para.

3. Ctatby Ny6AMKYIOTCS HA @HIMUIACKOM S3bIKE.

4. B cnyyae nepepaboTku CTaTbu N0 NPOCbOE PeaakLMOHHON
KOMErnu XypHana [atoii NoCTynaeHNs CYUTaeTCs Aarta nosnyyeHus
pepakument OKOH4aTeNnbHOrO0 BapuaHta. ECnn ctatbsi OTKNOHEHa,
pefakuumsg coxpaHgeT 3a c060M NPaBo He BECTW AMCKYCCUIO MO MO-
TUBAM OTKNIOHEHMUSI.

OduumanbHbii cait xypHana «BectHuk xupyprum Kasaxctana»: www.vhk.kz
E-mail: kaz.vestnik@mail.ru



