ISSN 2306-5559 (print)
ISSN 2410-938X (online)

\a

y

N2 2 (59) 2019

KASAKCTAH XUPYPITUACDIHbIH
XABAPLWbICDHI

BECTHUK XUPYPTUW
KASAXCTAHA

BULLETIN OF SURGERY
IN KAZAKHSTAN

AJIMATbI /ALMATY



Ne 2 (59) 2019

Wapaetcs ¢ 2005 r.

ISSN 2306-5559 (print)
ISSN 2410-938X (online)

BAC PELAKTOP

KA3AKCTAH XUPYPTUs XABAPLLbICbI
BECTHUK XUPYPTUN KASAXCTAHA
BULLETIN OF SURGERY IN KAZAKHSTAN

ap TokcaHza WhiFbin TypatbiH A.H. Cbi3FaHOB aTbiHAaFbl YATTbIK FbIIBIMU XUPYPrUst OPTaNbiFbIHbIH, FbINBIMU-TaXipUOENiK XypHanbl
eXeKBapTa/bHblii HAay4HO-NPAKTUYECKMI XypHan HaydHoro ueHTpa xupyprim um. A.H. CbisraHosa
a quarterly scientific-practical journal of the National Scientific Center of Surgery named after A.N. Syzganov

IMABHbIW PEJAKTOP

EDITOR IN CHIEF

baiimaxanoB b.b., baiimaxaxoB b.b., Baimakhanov B.B.,
M.F.[4., npodeccop [.M.H., npodeccop dr. med., prof.
BAC PEJAKTOPAbIH SAMECTUTEJb DEPUTY
OPbIHBACAPbI FMABHOI0 PEAAKTOPA CHIEF EDITOR
Megeybexos Y. L., Megeybexos Y. L., Medeubekov U.Sh.,
M.£.4., npodeccop 0.M.H., npodeccop dr. med., prof.
PEJAKLIUS AJIKAChI PEAAKLUMWOHHAS KOJUIETUSA EDITORIAL BOARD

CericembaeB M.A., M.F.1., npodeccop;
Xypaes LU. L., m.£.4., npodeccop;
Muepbekos E.M., M.f.1., npodeccop;
Cararos I.LE., M.£]1.;

BavimaxaHnos X.b., poktop PhD;
Baunmbetor A.K., noktop PhD;
Lnpraes b.K., M.fK.;

Mypapgos M.U., w.£X.;

Ennn E.A.

CevicembaeB M.A., 0.M.H., npodeccop;
Xypaes LU.LU., p.Mm.H., npodeccop;
Muepbekos E.M., n.Mm.H., npodeccop;
Cararos U.E., n.M.H.;

BavimaxaHos X.b., poktop PhD;
Baumberos A.K., noktop PhD;
Linpraes b.K., K.M.H.;

Mypagos M.U., KM.H.;

EnnH E.A.

Seisembayev M.A., dr. med., prof.;
Zhurayev Sh. Sh., dr. med., prof.;
Miyerbekov Ye.M., dr. med., prof.;
Sagatov I. Ye., dr. med.;
Baimakhanov Zh.B., PhD;
Baimbetov A.K., PhD;

Shirtayev B.K., can.med.;
Muradov M.1I., can.med.;

Yenin E.A.

PEAAKUNA KEHECI

Susumu Eguchi (XXanoHus);

Wojciech Polak (TonnaHgus);

Remzi Emiroglu (Typkus);

Bulent Oktay (Typkus);

Tamer Turan (Typkus);

Subhash Gupta (NHaus);

KacymoB Hasum Akug ornbi (93ipbaiixaH);
Jeong Tae Kim (Kopes);

Bnapumup Buwnesckuii (Peceii);
Usan Ctunugm (Pecein);

Oner Pymmo (benapyc);

Hannu Kuokkanen (®uHnaHgus);
Ho-Seong Han (Kopes);

Mehmet Habera (Typkus);
Mureppamanu Mamegos (93ipbaiixaH).

PEJAKLWOHHbIA COBET

Susumu Eguchi (SInoxus);

Wojciech Polak (TonnaHgus);

Remzi Emiroglu (Typuus);

Bulent Oktay (Typums);

Tamer Turan (Typuws);

Subhash Gupta (Nkpus);

KacymoB Hazum Axkugp orbi (A3epbainpxaH);
Jeong Tae Kim (Kopes);

Bnagumup Buwrxesckuii (Poccus);

UBan Ctunugm (Poccus);

Oner Pymmo (benapych);

Hannu Kuokkanen (®vnnaHaus);
Ho-Seong Han (Kopes);

Mehmet Habera (Typuus);
Mureppamann Mamegos (AsepbaiifxaH).

EDITORIAL COUNCIL

Susumu Eguchi (Japan);

Wojciech Polak (Holland);

Remzi Emiroglu (Turkey);

Bulent Oktay (Turkey);

Tamer Turan (Turkey);

Subhash Gupta (India);

Kasumov Nazim Akif oglu (Azerbaijan);
Jeong Tae Kim (Korea);

Viadimir Vishnevsky (Russia);

Ivan Stilidi (Russia);

Oleg Rummo (Belarus);

Hannu Kuokkanen (Finland);
Ho-Seong Han (Korea);

Mehmet Habera (Turkey);
Migerramali Mamedov (Azerbaijan).

Xypnan KP aknapar, MaeHueT xaHe cnopt
Munuctpnirinpe TipkenreH.
«KasakcTaH xupyprusicbiHbiH, xabapuubicbl» KP
FBM FoinbiM XoHe 6inim canacbiHaarbl 6akbinay
KOMMTETI yCbiHFaH FbibIMKM €HOEKTiH Heriari
HOTMXENEepiH Xapuanay yiiH YCbIHATbIH FbIILIMU
6acnanap Ti36eci eHrisinrex.

Tipkey Hemipi 5564-X.
XypHanabi, neci — «A.H. Cbi3raHOB aTblHAaFbI
YATTBIK, FbINBIMU XUPYPris opTanbiFbl» AK.
BacnaHblH, MeKkeH-Xalibl:

050004, Anmarbl k., XentokcaH kew. 62,

Ten. 7(727) 2795306
http://vhk.kz, e-mail: kaz.vestnik@mail.ru
OpneHim xaHe 6eTTey:
«JJAHW/IEHKO» XK-pe naitblnpanraH,
Anmarsi k., YaiikoBckuit kew. 23-3,

Ten. 7(727) 2780172
Tapanbimbl — 500 gaxa
KoppexkTop: Hypranuesa A.H.
e-mail: aigul.nur10792@mail.ru
Ten: 87786690021
YXapuanaHaTtbiH MakananappblH, Ma3MyHbIHa
aBTOpNap XayanTbl.

KA3MOYTA xa3buty uHgekci — 75327

Xypnan 3apeructpupoBaH B8 MuHuctepcree
nHdopmauumm, KynbTypbl n cnopta PK.
XXypHan BKNIOYEH B nepeyeHb Hay4HbIX
n3panuii, pekomeHpyembix Komuretom

no KOHTpoio B chepe 00pa3oBaHUs U HayKu

MOH PK
PerncrpaumoHHblii Homep: 5564-X.
Bnapeneu xypHana - AO «HaunoHanbHbIi Hay4HbIi
LeHTp xupyprum umexn A.H. CbiaraHoBa».
Appec pepakuum:

050004, r. Anmatsl, yn. XentokcaH, 62,
Ten. 7 (727) 2795306
http://vhk.kz, e-mail: kaz.vestnik@mail.ru
[u3aiiH n BepcTka:

NN «JAHWIEHKO»,

r. Anmarsl, yn. Yaiikockoro, 23-3,

Ten. 7 (727) 2780172
Tupax — 500 ak3.

Koppekrop: Hypranvesa A.H.
e-mail: aigul.nur10792@mail.ru
Ten: 87786690021
OTBETCTBEHHOCTb 3a coAepXaHue
ny6aMKyeMbIX MaTepuanoB HECYT aBTOPbI.

MopnucHoii nuaekc KA3MOUTbI — 75327

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

The “Bulletin of Surgery in Kazakhstan” is
included in the list of scientific publications
recommended by the Committee for Control of
Education and Science, Ministry of Education
and Science of Kazakhstan.
Registration number: 5564-X
The owner of the journal - JSC «National scientific
center of surgery named after A.N. Syzganov»
Editorial address:

62, Zheltoksan street, Almaty, 050004
tel. 7 (727) 2795306
http://vhk.kz, e-mail: kaz.vestnik@mail.ru
Design and lead out:
«[JAHWIEHKO» SP,

23, Tchaikovsky street, apt.3, Almaty,
tel. 7(727) 2780172
Edition — 500 copies.

Corrector: Nurgalyeva A.N.
e-mail: aigul.nur10792@mail.ru
tel: 87786690021
The authors are responsible for the content of
published materials.

Subscript index of KAZPOST — 75327



AWATHOCTUKA XXOHE EMAEY

Ucamaros b.K., baiimaxaHoB b.b.,
Xongbibaii X.X., Meneybekos Y.1LI.,
Yopmaros A.T., Taxunbaes T.K.,

Kanues LlI.A., Cararos I.E.,

Mockanerko H.1., LLImoHnH B.M.,

JlaryHos U.N.

KasakctaH PecnyOnukacbiHgarbl
OaypapbiH, OipiHWiNiK 00bIPbIHbIH
CTaTUCTUKAJbIK KOpCeTKiluTepiH
TANBAY « o v v vv e e a i 5

Mirzayev M.1.

NwemusiHbIH epTe caTbiCbiHAA
penepdy3unsiHbiH, 6aybIp TiHiHiH
AHTMOKCUAAHTTLIK KOpPFay XyleciHe

Xakybaes M.A., Erembepanes T.X.,
Markepumos A.X., baybekos A.A.,
Tepreycnsos A.C., Tanxubaes T.K.,
LWamimes A.C., Cagyakac A.E,
Makkamos P.0., Hypmaranber C.T.,
Lapugosa b.K.

Kant auabeTiHii, nepudepuansik
apTepusnapabli, aypynapbiHbiH,
OaMyblH[aFbl POJIi XXoHe asK apTepu-
snapblH peBacKynsapu3aumsnaygbit,
3amaHaym apjictepi (apebu wony) . . . 17

baiixapkunoBa A.b., Kypmarranmes O.M.,
Tainbaes K.P.

OHKYHAiK Hecen NepuTOHUTIMEH
ACKbIHFaH KYbIKTbIH,

KymOe3iHiH iwnepgaeiwinik

TONbIK 3aKbIMAAHYbI.

KnuHukanbiKk OKufFa . . ... ....... 23

XUPYPIus

WNbparumos P.I1., Magazgos U.K.,

CoipbimoB X.M., benrubaes E.b.,
baviryncosa [.3., CbipbiMoBa A.K.
Xanrbi3 KanraH oH, GyMpeKTiH,
peunameTi Oyiipek-xacywanbik,
KapuMHOMAChI: MyLUe caKTay 0Tachbl.
KnuHukanbik OKufFa . . .......... 29

Xamnunosa J1.®.

AHanablK NpoNancTblH, XUPYPrusbIk,
eMiHiH, Typnepi XaHe onapablH cabl-
CTbipManbl cunaTramacbl . . . . . . . . 32

Tapxunbaes T.K., Meneybekos Y.LL.,
Yopmanos A.T.,Kanunes LLLA.,

Ucamaros b.K., baiimaxaHoB b.b.

B-BCLC cartbicbiHgaFbl renaro-
Lennonapibl KApLUMHOMAaHbIH,
eMpeyiHae TpaHcapTepuanabl
XUMUO3MOONU3ALUAHBIH peni. . . . . 37

OWATHOCTUKA U JIEYEHUE

Ucamaros b.K., baiimaxaHoB b.b.,
Xongwibaii X.X., Meneybekos Y.1LI.,
Yopmaros A.T., Tagxubaes T.K.,
Kannes LLI.A., Caratos U.E.,
Mocxkanerko H.U., LLImoHnH B.M.,
JlaryHos U.N.

AHanu3 cTaTUCTUYECKUX
nokasartenei NnepBMYHOrO paka
neuyexu B Pecny6nuke
KasaxcrtaH

Mirzayev M.1.

Bnusanue penepdy3um Ha cuctemy
aHTMOKCVIp,aHTHOﬁ 3aliunTbl TKAHU
NeyYyeHn Ha paHHel cTaguu

MIWEMUM . . . v vt vv e v nn s nannnss 12

Xakybaes M.A., Erembepanes T.X.,
Marxepumos A.X., baybekos A.A.,
Tepreycusos A.C., Tagxubaes T.K.,
Lllamiumes A.C., Cagyakac A.E,

Makkamos P.O., Hypmaranber C.T.,
Lapugosa b.K.

Ponb caxapHoro guaberta B pa3sutum
3ab6oneBaHwuii nepudepnyeckux apre-
pwii U coBpeMeHHbIe crnocoObl peBacky-
NApU3aLmm apTepuin HKHUX KOHEYHO-
cTeii (0030p nuTepatyphbl) . . . ... 17

baixapkuHoBa A.b., Kypmarrannes O.M.,
Tavimnbaes K.P.
BHyTpuneputoHeannHoe NonHoe
noBpeXxzaeHue Kynona Mo4yeBoro ny-
3bIPs, OCNIOXHEHHOE A,eCATUAHEBHbIM
MOYEBbIM NEPUTOHNTOM.

Cny4ail U3 NPaKTUKM . . . . .o vt 23

XUPYPIus

WUbparumos P.I1., Maganos U.K.,

CoipbimoB X.M., benrnbaes E.b.,
baviryncosa [1.3., CbippimoBa A.K.
PeunpuBHag noyeyHo-KNeTOYHas
KapuMHOMa eAMHCTBEHHOIA OCTaBLLeiCs
npaBoii NOYKU: OPraHOCOXPaHAIoLWan
onepauus. Knunuyeckwuii cnyyai . . .29

Xamnunosa J1.®.

Xupypruueckue MeTofbl JieyeHus
aHaJIbHOro npojsanca u uxXx CpaBHu-
TeNibHasl XapakKTepucTmKa. . ... . .. 32

Tagxunbaes T.K., Meneybekos Y.LL.,
Yopmanos A.T.,Kannes LLLA.,

Ucamaros b.K., baiimaxaHos b.b.

Ponb TpaHcapTepuanbHOi XMMHO-
3mM00nM3auumn NPy Ne4eHnm renaTo-
LeNNIIoNSPHONA KapLUOHOMbI B CTagumn
B-BCLC ............vvurenn 37

BULLETIN OF SURGERY IN KAZAKHSTAN Ne¢ 2(59) - 2019

CONTENTS

DIAGNOSTICS AND THREATMENT

Issamatov B.K., Baimakhanov B.B.,
Zholdybay Zh.Zh., Medeubekov U.Sh.,
Chormanov A.T., Tajibaev T.K.,

Kaniev Sh.A., Sagatov I.Y.,

Moskalenko N.I., Shmonin V.M.,

Lagunov I.1.

Statistical indicators

analysis of primary liver

cancer in the Republic of

Kazakhstan. .................. 5

Mirzayev M.1.

Effect of reperfusion to the
antioxidant protection system of
hepatic tissue in early stage of
ischemia

Zhakubayev M.A., Egemberdiev T.Zh.,
Matkerimov A.Zh., Baubekov A.A.,
Tergeusizov A.S., Tajibayev T.K.,
Shamshiev A.S., Saduakas A.E.,
Makkamov R.0O., Nurmaganbet S.T.,
Sharifova B.K.

The role of diabetes in the develop-
ment of peripheral artery diseases
and recent ways of revascularization
of lower limb arteries

(review) . . .....iiiiiiannnns 17

Baizharkinova A.B., Kurmangaliev O.M.,
Taishibaev K.R.

Intraperitoneal complete

rupture of bladder cupula,
complicated by ten-days

urine peritonitis.

Case from practice . ........... 23

SURGERY

Ibragimov R.P., Madadov I.K.,
Syrymov Zh.M., Belgibaev E.B.,
Baiguissova D.Z., Syrymova A.K.
Recurrent renal cell
carcinoma of solitary kidney:
renal sparing surgery.
Clinical Case

Xalilova L.F.

Surgical treatment of anal prolapse
and their comparative

characteristics . . . ............ 32

Tajibayev T.K., Medeubekov U.Sh.,
Chormanov A.T., Kaniev Sh.A.,

Issamatov B.K., MD, Baimakhanov B.B.
The role of transarterial chemoemboli-
zation in the treatment of
hepatocellular carcinoma

in the stage Bof BCLC. ......... 37



bavimaxaros b.b., M6parumos P.11.,

Ennn E.A., Magagos U.K., CbipbimoB X.M.,
benrnbaes E.b., [labbintaesa K.C.
Byiipek TpaHCNNAHTaTbIHbIH,
anchyHKuuscbl 6ap peuunueHTTepae
O6uoncusa apkbinbl LLIMB

MHPEKLMSACHIH aHBIKTAY + « « v v s s« 43

buxaros K.A., baumberos A.K.,

Eprewos K.A., baiipamos b.A.,

Skynosa M.A., Ceritoek M.K.,

Wbaaynnaes E.b., Cararos I.E.
NHum3nanbik TaxmkapansHbIH XaHe
Xypekwenep ¢puopunnauuacbiHbiH
KaTetepnik abnaumscsi. Kanpai
KMbIHAbIKTAp Ke3pecemi? . . ... ... 47

OPTAJIbIK TbIHbICbI

TypkicTtaH kananbiK Kencanasnbl
aypyxaHacblHAa 6TKeH
WeOepNiKKIACC . .. v ovvvnnrnn. 52

«Ablation index, aGnauuanbik,
3aKbiMpay canacbl MeH TUiMAINIriHiH
XaHa mapkepi» TaKkbipbiObl 00/bIHLIA
WebepNiKKNace . ...ovvvunnn. 53

«International Digestive

Endoscopy Network 2019»
KOHdepeHUMsCcbiHa KaTbICy,

Ceyn, OHtycTik Kopest . .. ....... 54

«[lnarHoCTUKanbIK XaHe xepen
3HA0CKONMUSIHbIK, 3aMaHayn MyMKiHJIK-
Tepi» TaKkbipblObl O0libIHWA Webepnik

MEPENTOM

Mpodeccop Ancatapos daunb
AipapxaHynbl 80 xacta......... 56

Mamepnos Mareppamanu
My6aTtoBny 65 xacta. . ......... 57

P)XFA-H akapemwri,
npodeccop Augpees I.H.

85 xacka TonyblHa opal . ....... 58
Mpodeccop

Tney¢ Basapkan JlocymOekybl
80XACTA ... v v vt vi v e n s 59

XWUPYPI'Tbl ECKE ANlY

Kbikbipos XXaH6aii HantaiixaHynbi. . 60

bavimaxaros b.b., Mbparumos P.11.,

Enun E.A., Magagos M.K., CbipbimoB X.M.,
benrnbaes E.b., [labbintaesa K.C.
Boisenenve nupekuum LUMB c
noMoLLbi0 GUONCUMN Y pEeLUNUEHTOB

¢ aucyHKuMel NOYEeYHOro
TPAHCMAIAHTATA -« + o v v v v e v e e e e 43

buxaros K.A., baumberos A.K.,
Eprewos K.A., bariipamos b.A.,
Skynosa MN.A., Ceritbek M.K.,
WUbanynnaes E.b., Cararos W.E.
KateTepHas abnauus MHLU3UOHHOIA
Taxukapguu n Gudpunnaumm
npeacepauu.

COBbITUSA LLEHTPA

MacTep-knacc B ropoackom
MHoronpodunbHoli 6onbHULE
rrTypkecTaH . ..........cuuu.. 52

MacTep-knacc Ha Temy:
«Ablation index, HOBbIi1 mapkep
KayecTBa n 3pHeKTUBHOCTH
aGNALMOHHBIX NOpaXeHui»

Yyactue B koHPpepeHuum
«International Digestive

Endoscopy Network 2019»,

Ceyn, lOxHasa Kopest . .......... 54

MacTep-knacc Ha Temy:
«CoBpemeHHble BO3MOXHOCTH
ANarHoCTMYECKO U onepaTuBHOM
3HA0CKONMUMN»

IOBUNEN

Mpodeccopy daunio AiigapxaHoBuyy
Ancatapoy80ner ............ 56

Mamepnos Mareppamanu
Myo6atoBuy (k 65-netmio) . . . ... .. 57

K 85-netuto akapemumka

PAEH, npodeccopa

AuppeeBal H. ............... 58

K 80-neTtuio co gHA poxaeHus

npodeccopa Tneyd basapkaHa

[oCyMOEKOBMYA . . . . ..o iaia s 59
NAMATU XUPYPTA

KbikbipoB Xan6ait Hantaiixanosuy . . 60

CONTENTS

Baimakhanov B.B., Ibragimov R.P.,

Enin E.A., Madadov I.K., Syrymov Zh.M.,
Belgibaev E.B., Dabyltaeva K.S.
Detection of CMV infection

by biopsy in recipients with

kidney graft
dysfunction

Bizhanov K.A., Baimbetov A.K.,
Yergeshov K.A., Bairamov B.A.,
Yakupova I.A., Seytbek M.K.,
Ibadullayev Ye.B., Sagatov I.Y.
Catheter ablation of the
incisional tachycardia

and atrial fibrillation.

EVENTS OF CENTER

Workshop in the
city multydisciplinary
hospital of Turkestan city. . ...... 52

Workshop on the topic:

«Ablation index, a new marker for the
quality and effectiveness of ablative
lesions» . ... vv i i i 53

Participation in the conference
«International Digestive

Endoscopy Network 2019,

Seoul, SouthKorea............ 54

Workshop on the topic:

“Modern possibilities of

diagnostic and operative

endoscopy” ... .. i 55

ANNIVERSARY

80 years old professor
Apsatarov Aedil Aydarkhanovich. . .56

Mamedov Magerramali
Mubatovich is 65 years old

To the 85th anniversary

academician RANS,

professor AndreevG.N.......... 58

80 years old

professor Tleuf Bazarkan

Dosumbekovich
IN MEMORY OF THE SURGEON

Kyzhyrov Zhanbai Naltaihanovich .. 60

BECTHUK XUPYPTUN KASAXCTAHA N2 2 - 2019



I. AMATHOCTUKA U NIEYEHUE

STATISTICAL INDICATORS ANALYSIS OF
PRIMARY LIVER CANCER IN THE
REPUBLIC OF KAZAKHSTAN

Issamatov B.K.'2, Baimakhanov B.B.', Zholdybay Zh.Zh.?,
Medeubekov U.Sh.!, Chormanov A.T.', Tajibaev T.K.!, Kaniev Sh.A.",
Sagatov 1.Y.', Moskalenko N.l.', Shmonin V.M.', Lagunov I.l."

1JSC “National scientific center of surgery named after A.N. Syzganov”, Almaty, Kazakhstan
2JSC “National medical university”, Almaty, Kazakhstan

Abstract

Hepatocellular carcinoma is one of the most important problems of the oncological service of the world
and Kazakhstan. The article describes the analysis of the main statistical indications of primary liver cancer
(hepatocellular carcinoma, HCC) in the Republic of Kazakhstan in the period of 2007-2017. Describes the
features of the spread of HCC in the world and in some regions of Kazakhstan. The places for the main indi-
cators of HCC in the structure of oncopathology are identified. Dynamic changes in morbidity and mortality
rates of HCC depending on gender, and we have the prognosis for the next 5 years. The incidence and
mortality rates of hepatocellular carcinoma of men are higher than women.

Kazakctan Pecnyonukacbingarbl 0aypabiH, OipiHiWinik 0ObIpbIHbIH, CTaTUCTMKANIK,

KepceTKiwTepiH Tanpay

Ucamaroe b.K."2, BaiimaxaHoB b.B.", XKonpgpbi6aii XK.)K.2, Meney6ekos Y.Lll.",
Yopmanos A.T.', Taxubaes T.K.', Kanues LWI.A.", Cararos |.E.",

Mockaneunko H.W.", LLimouuH B.M.", Nlarynoe U.U.’

«A.H.Cbl3raHOB aTbiHAarbl YATTbIK FbUIbIMU XUPYPrus opTanbiFbl» AK, Anmatsl, KasakcTaH
2YnTThIK MeaMumHa yHuBepcuteTi» AK, Anmartel, KasakcTaH

AHxpatna

lenatouennonsapnsik  kapumHoma - onemzeri XxoHe KasakcTaHgarbl OHKOMOTUS/IbIK — KbI3METTIH
MaHbi34bl Macenenepitiy 6ipi 6onbin Tabbinags. Makanaga 2007-2017 xbingap apanbiFsiHaars! KasakcraH
KepceTkiTepiHe Tangay xacanibl. 9nem xaHe KazakctaHHbiH arimakTapbiHaa LK TapanysibiH epekienikrepi
cunarrangsl. OHKonaronorns KypblibiMbiHAA LK -HbiH HETi3ri KepCeTKiLTED] 00/ibIHLLA OPbIHAAPbI aHbIKTAAbI.
TLK-HblH aypyLiaHzbIk XoHe eiM-XiTiM KOPCETKILITEDIHIH ANHAMUKATbIK 63repiCTePI TankbliaHabl, anjarsl 5
XblIFa HEri3ri kepcetkiwTepre 6omxay xacangbl. Epnepaeri renaroyenntonspibi kapLuuHOMAaHbIH aypy XoHe
61iM-XIiTiM K6pCETKILUTED] aieNLePAEH XOFapbl 00NLbI.
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AHHOTauns

lenatouennionspHas KapuuHoma SBASEeTCs OAHON U3 BaxXHeWInx npobaem OHKOOrMY4eCKo CiyXObi
mupa v KazaxctaHa. B ctatbe onuchiBaeTCs aHaan3 OCHOBHbIX CTATUCTUYECKUX MOKA3aTanes nepBuYHoro
paka neyenu (renatouennonspHas kapumHoma, I'UK) B Pecnybnuke Kazaxcran 3a nepmog 2007 — 2017rr.
OnuceiBaeTcs 0cobeHHOCTH pacrpocTpaHerus LK B mupe, a Takxe B 0TAe/bHbIX pernoHax KasaxcraHa.
Onpegenexsl MecTa no 0CHOBHbIM noka3arensm LUK B cTpykType oxkonatonormy. [lpuBeseHsl AuHamm-
yeckne u3MeHeHus rokasartesesi 3abonesaemoctn u cMeptHocTy LK B 3aBMcuMOCTH OT 110/1a, NPOBEAEH
nPOrHo3 nokasarenei Ha banxaniimii 5 net. [loka3arenm 3a601€BaEMOCTU U CMEPTHOCTY MPU renaroLe-

ﬂﬂpHOﬁ KapLuHOME y MYX4UH BblllIe, YEM Y XEHLLNH.

Background

Hepatocellular carcinoma (HCC) - the most
common malignant neoplasm of the liver (up to
95%), it is characterized by progressive growth and
development [1].

In recent years, the frequency of HCC through-
out the world has been increased, for example,
more than 600,000 newly detected cases are re-
ported annually [2]. HCC is one of the most actual
medical and social problems in the world and in the
Republic of Kazakhstan. In the period of 2013-2017,
in Kazakhstan has increased the incidence rate of
HCC to 5.5 cases per 100 000 (% 000) of popu-
lation, while the mortality rate remains high (about
1,000 people annually). In 2017, 69% of patients
with HCC died before the end of the year. The five-
year survival rate is very low (23.7%, 2017) [3 - 13].

HCC is characterized by an aggressive course
and an unfavorable prognosis in the most of cases.
The five-year survival does not exceed 18%, and af-
ter operational recurrence is about 50% [14].

In Kazakhstan, HCC is one of the most actual
problems in oncology. The analysis of liver cancer
statistics is important in studying of epidemio-

logical situation in the country, consequently the
search and development of measures for improving
the prevention and diagnosis of HCC.
Hepatocellular carcinoma in the world. According
to The GLOBOCAN, in 2018, 18.1 million new cases
of cancer and 9.6 million deaths from them were reg-
istered worldwide, 841,080 (4.7%) from which were
the new cases of HCC and 781,631 (8.2 %) deaths.
In the structure of oncopathology, the incidence
rate of HCC ranks 6th, after lung, breast, colorectal,
prostate and stomach cancers. In terms of mortality
it ranks 4th place after lung, colorectal and gastric
cancers (figure 1). However, the frequency of men
HCC morbidity and mortality was 2-3 times higher
than women, therefore, the morbidity and mortality
for men ranks 5th and 2nd, respectively [15, 16].
The highest rates of HCC are observed in coun-
tries with transitional economies with the low hu-
man development index, for example, some African
countries (Egypt, Gambia, Guinea) and East and
Southeast Asia (Mongolia, Cambodia and Viet-
nam). In Mongolia, HCC incidence is much higher
than in any other country, for example, according
to 2018, the incidence of men in Mongolia is four
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times higher than in China and the Republic of Ko-
rea (figure 2, 3) [15, 16].

The main risk factors depend from the region.
In the regions with the highest risk of HCC (China,
East Africa), the main determinants are chronic HBV
infection and influence of aflatoxin, while in other
countries (Japan, Egypt), the prevailing cause is
HCV infection. In Mongolia, HBV and HCV infection,
HBV co-infection with HCV or HBV with & (delta)
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agent, as well as alcohol abuse, are the main risk
factors for HCC [15, 16].

The purpose of the research. Analysis of inci-
dence and mortality rates of primary liver cancer
(HCC) in Kazakhstan for 2007 - 2017 years.

Material and methods
The analysis is based on the official data of the
Committee on Statistics and data of the electronic

Figure 1.

Diagrams of incidence
and mortality of 10 the
most common malignant
neoplasms in the world
(GLOBOCAN 2018)

Figure 2.
Worldwide incidence
rate of liver cancer
(GLOBOCAN 2018).

Figure 3.

Worldwide liver cancer
mortality rate (GLOBOCAN
2018).
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Figure 4.

Dynamics of incidence
and mortality indicators of
HCC in Kazakhstan for the
period 2007-2017

per 100 000 population

Table 1.

Determination of the sig-
nificance of the regression
model in terms of inci-
dence and mortality rates
HCC 2007 — 2017, with F
- Fisher criterion using.
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register of oncological diseases of the Republic of
Kazakhstan for 2007-2017. Data of the 1st detected
cases of HCC disease also were used.

In the analysis standardized incidence and mor-
tality rates (European standard of age) were used,
including methods of demographic and mathemati-
cal statistics.

For statistical tests carrying out and dynamic
graphs of the main indicators of HCC plotting, we've
used the SPSS and Microsoft Excel packages.

Results and discussion

During the period of 2007 - 2017, 8615 patients
with primary liver cancer were registered in the Re-
public of Kazakhstan, 59% of which are men, 41%
are women.

According to the data of 2016, the incidence rate
of HCC of both sexes ranked 12th in the structure of
oncological diseases, namely, after malignant neo-
plasms of the breast, lung, stomach, cervix, colon,
lymphatic and hematopoietic tissues, prostate, rec-
tum, esophagus, pancreas, and among men it takes
the 10th place.

The incidence of primary liver cancer in the period
from 2007 to 2017, increased on 1.3%. If the incidence
rate of HCC in 2007 was 5.6% 000, then in 2013 it
decreased to 4.7% 000. However, in recent years, the
HCC incidence rate has gradually increased and in
2017 reached 5.5% 000, which is 10.9% more com-
pared to 2016. Analysis of the dynamics of changes in
the HCC incidence during the period of the research
study showed that there is a risk further increase in
incidence in subsequent years (figure 4) [3-13].

The mortality rate of HCC consistently occu-
pied the 10th place in the structure of oncologi-
cal diseases in Kazakhstan during the analysis of
study. For example, in 2017, the mortality rate of
HCC was after malignant neoplasms of the lung,
stomach, breast, esophagus, colon, under the
gastric gland, hemoblastosis, rectum, cervix,
accounting for 4.2% of all oncological mortality.
Analysis of the dynamics of changes in the mortal-
ity rate showed that over the study period, mor-
tality decreases annually, and has a tendency to
further decrease, not counting the years where
the indicator was the same as the previous year.
So, for example in 2007 mortality was 4.8% 000,
and in 2017 - 3.3% 000. The average level of HCC
mortality over the past decade decreased by
0.84% annually, and in 2017 the absolute number
of deaths decreased on 8.0% comparing to 2007
(figure 4) [3-13].

For making the prognosis for the next 5 years
(2018 - 2022), incidence and mortality rates of
HCC in the Republic of Kazakhstan, we’ve used the
SPSS and Microsoft Excel packages. When per-
forming a regression analysis in terms of incidence
and mortality, the approximation coefficient R2 was
0.64 and 0.92 respectively, and the standard error
of R2 was 0.23% and 0.15% (p = 0.017; p <0.001)
respectively. Whereas the standard error R2 is less
than 15%, then the data which we obtained, have
reliable significance and can be used as regression.
The test of the significance of the regression model
was carried out with the F - Fisher criterion using
(table 1).

Year /

T ICATO TN T S0 (O i A (=1 S O g )
(per100000 8 & & & & K& R’
population)

Incidence 5,6 56 55 52 49 48 4,7
Mortality 4,8 4,8 4,5 4,8 42 42 4,2

S @ 9 & Approximation Standard p-

& & & R coefficientR? errorR? value
51 54 49 5,5 0,64 0,23 0,017
39 3,8 3,6 3,3 0,92 0,15 <0,001
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An increasing trend was obtained, during the
usage of a polynomial curve of the second degree
to build a trend line in terms of incidence rates of
HCC 2007 - 2017. It predicts an increase in the in-
cidence of HCC over the next 5 years. Also for the
mortality rate, a linear trend was built, which had a
downward line, which predicts a decrease of mor-
tality over the next 5 years (figure 5).

An analysis of the dynamic changes in incidence
and mortality in 2008—2017 was carried out all over
the regions of Kazakhstan. A graph has been made
in the context of 2008, 2010, 2013, 2015, 2017 and
the following data obtained. In 2008, the highest in-
cidence of the morbidity marked in West Kazakhstan
(11.8% 000), Kyzylorda (10.4% 000), Akmola (7,0%
000) regions and the lowest index marked in North
Kazakhstan (3.7% 000), the South Kazakhstan (3.2
% 000), Pavlodar (4.4 % 000) regions. In 2017, the

worst situation was registered in Karaganda (8.0 %
000), West Kazakhstan (7.6 % 000) and In East Ka-
zakhstan (6.8% 000) regions. The lowest incidence
rates were recorded in Astana (4.2% 000), Aktobe
(4.1% 000) and North Kazakhstan regions (3.6%
000) (figure 6) [3-13].

The highest mortality rate in 2008 was regis-
tered in West Kazakhstan (10.4% 000) Kyzylorda
(8,5% 000), East Kazakhstan (6.1% 000)) regions
and the lowest number of deaths observed in
South Kazakhstan (2,5% 000), Almaty (2.7% 000),
and Pavlodar (3.2% 000) regions. In dynamics, in
2017 the mortality rate prevailed in East Kazakh-
stan (5.2% 000), Akmola (5.0% 000), West Ka-
zakhstan (4.7% 000) regions. The lowest mortality
rate was observed in Kostanay (1.4% 000), Astana
(2.1% 000), Aktyubinsk (2.4% 000) belts (figure
7) [3-13].

Incidence
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Figure 5.

Building a trend line to
predict incidence and
mortality rates for HCC of
both sexes for the next 5
years on the basis of data
for the period 2007 - 2017

Figure 6.

The graph of dynamic
changes in the incidence
rate of HCC for all
regions of Kazakhstan in
2008, 2010, 2013, 2015
and 2017 for 100 000
population.



STATISTICAL INDICATORS ANALYSIS OF PRIMARY
LIVER CANCER IN THE REPUBLIC OF KAZAKHSTAN

Figure 7.

A graph of the dynamic
changes in the mortality
rate of HCC for all
regions of Kazakhstan in
2008, 2010, 2013, 2015
and 2017 per 100 000
population.

Table 2.

Indicators of HCC
incidence for 2007 —
2017 of men and women,
depending on age group
per 100 000 population

Figure 8.

Graph of HCC incidence
rate in 2007-2017
depending on the age
group of both sexes (per
100,000 population)

Mortality
12,0 -
10,0
8,0
6.0 W 2008
ag " 2010
m 2013
2,0 - m 2015
m 2017
0,0 - \
&
*.’b

For a comparative analysis of the incidence rate
depending on the age group of both sexes, the ratio
of the absolute number of new cases of HCC to the
population of this age group was calculated and the
indicator was obtained in a ratio per 100 000 popu-
lation. For example, there is a significant increase
in the incidence rate among men in the age group
of 50 - 54 years, reaching a peak in the group of
70 - 74 years. It is assumed that there is a natu-
ral increase in the incidence of HCC after 50 years,

with the highest number of new cases up to 70
years of men. Women, the incidence significantly
increases from 55 years, but reaches the highest
values in the group 75-79 years. Consequently, the
data obtained tell us about the dependence of the
incidence of HCC on sex and age (table 2, figure 8).

Conclusion
Thus, primary liver cancer, namely, hepatocel-
lular carcinoma, is one of the most important prob-

Agegroup 0-4 5-9 10-14 15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75-79 80+

Men

Women

0,23 0,07 007 012 0,16 035 055 1,07 2,56 5,43 12,75 22,22 38,21 52,85 63,18 60,27 51,25

031 001 006 017 0,12 014 040 1,05 163 262 516 9,36 14,55 22,29 31,39 32,26 26,49
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lems of the oncological service of the world and Ka-
zakhstan. According to statistics, there is an annual
increase in the number of new cases of HCC. HCC
occupies the leading places in terms of incidence
and mortality in the world. In the structure of onco-
logical diseases of Kazakhstan, HCC, in terms of in-
cidence and mortality, takes, although not the lead-
ing places, nevertheless has a significant problem
in connection with the progressive course, late de-
tection, low survival rate and unfavorable prognosis.
In recent years, there has been an increase in the
incidence of HCC and a decrease in the death rate.
According to the prognostic test, a further increase
in morbidity and a decrease in mortality rate of HCC
in both sexes in the next 5 years in Kazakhstan is
expected. The highest incidence and mortality rates
for the study period were observed in the West Ka-
zakhstan, Kyzylorda and East Kazakhstan regions.
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EFFECT OF REPERFUSION TO THE
ANTIOXIDANT PROTECTION SYSTEM OF
HEPATIC TISSUE IN EARLY STAGE OF
ISCHEMIA

Mirzayev M.1.
Azerbaijan Medical University, Department of Pathologic Anatomy, Baku, Azerbaijan

Abstract

One of the actual problems of contemporary medicine is the restoration of the tissue structure that has
been impaired. Because today, with the rapid development of medical technology, the pathologies called
“inoperabel” were brought to life by organ transplantation. Liver cirrhosis, malignant tumors without metas-
tasis, chronic renal failure, and so on. liver and kidney transplantation has become a therapeutic tool for the
treatment of illness.

The experiments were performed on head white rats. Experiments were carried out in accordance with
the rules set out in Protocol No. 31 of the Bioethics Committee of 21 April 2008. All weighing procedures and
experimental extraction on animals have been accomplished through inhalation anesthesia.

Anesthesia was given to animals to form a liver ischemia model, and the abdominal cavity was opened
at full disinfection. The right part of the artery entering the liver has been mobilized and taken to the liver. By
using the ligature, a reperfusion pattern has been created to relieve the ischemia.

MweMusiHbIH epTe caTbicbiHAA penepdy3usiHblH GaybIp TiHiHIH

AHTUOKCUAAHTTLIK KOPFay XyheciHe acepi

Mirzayev M.I.
93ipbaiixaH MeauuUMHanbIK yHMBepcuTeTi,Matonornsnelk aHatomus 6enimi,baky, 93ipbaiixaH

Axpatna

S3amaHyn meanLmMHaHbIH 63€KTi MpobeManapbitbiH 0ipi TiHHIH OY3bUTFaH KYPbIIbIMbIH OYPbIHFbI KaJMbIHA
Kkenipy 60bin Tabbinagbl. «OTa Xxacayra 00IMaiTbIH» A€ TaHblIFaH natonorusaap 0ovibiHILIA Ka3ipri TaHAa
MeauLMHanbIK TEXHONOINSAapAbIH Xblagam AaMybiIMeH opraxsfap TpacnaaHTartanyra Tvicti. baysip umppo-
3bIHa LWanAbIKKaH, KaTepi 6CiHAINep MeH icikTep naviga 0osraH Ke3iHae MeTa3aaHychl3, CO3bLIMabl Oyipex
XETIiCreyLwiniricia xaHe 63re Ae apynapra WwanjbikkaH xaraaviaa, 6aybip MeH OyipeKTi TpaHcnaaHTaTTay eM-
Zley a4icTepiHiy 6ipi 60/bIN TabbLIAABI.

SKcrnepuMeHTTep ak TyCTi ereykyipbIKTapabiH _ bacbiHa xacasraH. Atanmbiil skcrnepumeHTTep 2008 Xbitrbi
21 cayipaeri 6uoatvka 6oibiHLLIa KomMuTeTTe basiHAasFaH epexenepiHe cavikec XyprisinreH. XaHyapnapaa xaca-
N1aTbIH 6JILLEY XOHE CbIHAMA YLLIH ILLIIHEH any eMLIapanapbl NHIranIUUsIbIK aHECTE3Ms apKbUTbI ICKE aChbiDbUTFaH.

XaHyapnapra 6aybip ULLIEMUSICbIHbIH MOAEIH KanbiNTacTbipy YILUIH HAPKO3 OEPINreH, COHbIMEH ilunepae
KYbICbI TOJIbIK ACENTUKAJIbIK XarAannapbiHAa allibliFaH.

baybipra Kkenin TyCceTiH apTepusiHbIH OH XaFbl XYMbUIAbIPbIIbIN, OaybipFa XETKi3iireH. JlnratypaHsi
KongaHa OTbipbIn, ULLIEMUSIHBI XEHIAETY YLLiH PEnep@y3usiibiK CYPETI CabiHFaH.
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BnuaHue penepdy3un Ha CUCTEMY aHTUOKCMAAHTHOW 3aLUMUTBI

TKaHU NeYeHU Ha paHHeﬁ CTaguv MeMmumn

Mirzayev M.I.

A3epbaiifxaHckuii MefnUMHCKNIA YHUBEPCMUTET, OTAEN NaToNor1uyeckoin anatomun, baky, AsepbaiigxaH

AHHOTaums

OfHovi M3 aKTyasbHbIX MPOGIEM COBPEMEHHON MEANLMHBI SIBASETCS BOCCTAHOBIEHNE HapYLIEHHOM
CTPYKTYPbI TKaHW. CeroaHs ¢ GbICTPbIM PAa3BUTUEM MEANUMHCKUX TEXHOSIOMMMA, NaTonor, Ha3biBAeMble
«HeonepabesbHbIMU», MOANEXAT TPAHCMAAHTaLMN 0PraHoB. [1py UMPPO3e NeYeHH, 3710Ka4EeCTBEHHbIX HOBO-
06pa3oBaHusx 63 METacTa3npOBaHNs, XDOHUHECKON MOYEYHOVN HEAOCTATOYHOCTH U APYruX 3a0601eBaHUSIX
TPAHCNNAHTALMS NEYEHU W 04K CTana OAHNM U3 METOAOB JIEYEHUS.

KcrnepuMeHTbI IPOBOANINCH HA ___ rOI0BaX OEJIbIX KPbIC. IKCIEPUMEHTBI MPOBOAUINCH B COOTBETCTBUN
¢ npasunamu, n3noxeHHsimu B lpotokone N° 31 Komutera no 6uoatuke ot 21 anpens 2008 roaa. Bce npo-
Lesypbl B3BELUMBAHNS U IKCIEPUMEHTAIIbHOIO N3BEYEHNS HA XUBOTHBIX GblIN BbIMOSHEHbI 104 MHIAN[LUN-
OHHOW aHecTe3nel.

XKnBOTHbIM aBamm HapKko3 1S GOPMUPOBAHUS MOLEN NLIEMUN MEYEHU, 1 OPIOLLIHYIO MONOCTb OTKDbI-
Ba/m Mpy MOJIHbIX acenTnyeckux ycnosusx. [paBas yacTe apTepuu, NOCTynaLLas B Ne4YeHb, Oblia MooU-
JIN30BaHa M JOCTABIEHA B MeyeHb. Mcrob3ys auratypy, Obu1 co3aaH penep@y3noHHbIii PUCYHOK As 06-

JIer4eHns niemmn.

One of the actual problems of contemporary
medicine is the restoration of the tissue structure
that has been impaired. Because today, with the
rapid development of medical technology, the pa-
thologies called “inoperabel” were brought to life
by organ transplantation. Liver cirrhosis, malignant
tumors without metastasis, chronic renal failure, and
so on. liver and kidney transplantation has become a
therapeutic tool for the treatment of illness (1,2,3).
However, there are a number of problems waiting
to be resolved in the organ transplantation. One of
them is a toxic effect on the cell membrane, which
is formed during tissues during the ischemia and is
distributed to the tissues during reperfusion of toxic
substances collected into the tissue areas. Despite
the fact that the various research efforts to neutralize
this effect, some pathological processes in the cell
membrane have a negative impact on the function of
the transposed member (4,5,6), even under the in-
fluence of reperfusion. Given all this, we considered
it appropriate to study the effect of strengthening
the body’s antioxidant protection system by creating
liver function and reperfusion in the experiment.

The experiments were performed on ___ head
white rats. Experiments were carried out in accor-
dance with the rules set out in Protocol No. 31 of the
Bioethics Committee of 21 April 2008. All weighing
procedures and experimental extraction on animals
have been accomplished through inhalation anes-
thesia.
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Anesthesia was given to animals to form a liv-
er ischemia model, and the abdominal cavity was
opened at full disinfection. The right part of the ar-
tery entering the liver has been mobilized and taken
to the liver. By using the ligature, a reperfusion pat-
tern has been created to relieve the ischemia.

At the end of the experiment, the liver was re-
moved from the abdominal cavity and placed in the
Petri casserole and washed with a physiological so-
lution. Then, finely chopped porcelain was assem-
bled into the case and homogenate was prepared
by homogenisator. The antioxidant markers were
determined by rinsing 1:3 with the homogeneous
physiological solution.

To evaluate the body’s antioxidant protection
system, the following markers have been identified
for the liver-prepared homogenate.

1. Protein hydrosulfide groups on the surface
(nmol / mq).

2. Structural internal protein hydrosulfide groups
(nmol / mq).

3. Reduced glutation (nmol / mq).

4. Activity of the catalase (sv).

5. Total antioxidant activity (cc).

Surface and structural internal hydrosulfide,
reducted glutathione Elman (7), catalase enzyme
thickness Bergmeyer (8), General antioxidant activ-
ity (UAF) E.V.Spector and co. (9).

The experiments were divided into five groups
(Table 1).

0B ABTOPAX

Mirzayev Mirhafiz Ibrahim oglu, acc. ka-
deapsi natomopponornm AMY 0704366394

KnioueBbie cnoea
neyeHb, naronorus,
TKaHu, niemus
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Table 1.

Table 2.

N
Separation of white ra_lts by §' Experiments Quantity of_experlmental
groups under experiment S animals

1 1 | Intact condition 5
2 2 | Hepatic ischemic model 15
3 3 |Reperfusion after ischemia during 5 minutes 25
4 4 |5 min. Ischemia after injection of Mexidol 5
5 5 | Perfusion after ishemia of 5 min. through injection of Mexidol

The obtained quantitative data are statistically
quantified by non-parametric method of Wilcoxon
- Manna - Whitney taking into account modern rec-
ommendations (10).

Practice results.

The homogeneous surface SH - group consist-
ing of liver lipids included in Group 1 is 31.4-35.1
nmol / mg and the mean density is 33.5 = 0.7 nmol
/ mg. The density of the reduced gluten is between
12.4 and 14.7 nmol / mg. The average thickness is
13.2 = 0.4 nmol / mg. The density of the catalase
is 264,67-267,35 sq.m. The average thickness is
265.9 + 0.5 sq. Km. UAF activity was 39.61-41.57%
and the mean density was 40.6 + 0.3%.

The liver’s ischemic model has been developed
to reduce the thickness of the antioxidant protec-
tion system in experimental animals on the fifth
minute of the ischemia.

Compared to the intracorporal condition, the
density of the SH group in the liver tissue de-
creased by 0.5%, the concentration of the structur-
al SH group - 1.2%, the density of the reduced glu-
ten content - 1%, the catalase density - 0.2%, the
UAF concentration - 1.6% . The quantitative data
from the experiments are given in Table 2. As you
can see from this, it has been a catalase-enzyme

resistant to ischemia. UAF activity is a marker that
is more sensitive to ischemia.

On the 15th minute of the Ishemia model, the
antioxidant protection system in liver tissue has sig-
nificantly lessened.

In 15 minutes after the creation of the Ishemia
model, the thickness of the SH group in the liver
tissue decreased 6% compared to the intimal state.
The decline in the structure of the internal SH group
of structures has reached 9.6%. The most decline
was recorded in the thickness of the coagulation.
The concentration of the known enzyme decreased
by 11.5% compared with the intake. During the
15-minute ischemia, as in the previous observa-
tion, the density of catalase decreased at a slower
pace. Thus, the density of catalase in this period
decreased by 0.9% compared to the intake situa-
tion. More interesting dynamics were observed in
the decrease in UAF activity. Thus, in the fifth min-
ute of the ischemia, when its activity was 1.6%, in
the 15th minute this decrease was 4%;

Thus, as the ischemia period lengthens, the an-
tioxidant protection system in the liver tissue para-
lyzes. This condition is more apparent in the 30th
minute of the ischemia. Thus, in the 30th minute,
the concentration of homogeneity of liver tissue

. X Stages of the Statistical Surface Structural Gluation Catalase UAF
Changezf”t]htzzgt]if;r(]jzsni experiment indices  SH group SH group
protection system markers N Min 31,4 20,9 12,4 264,67 39,61
depending on the duration 1 | Intact situation Max 35,1 24,6 14,7 267,35 41,57
of the ischemia. M+m 33,5+0,7 |22,7+0,7 |13,2+0,4 |265,9+0,5 |40,06+0,3
Min 31,3 20,07 12,2 264,15 38,4
9 Ischemia for 5 Max 35 24 14,6 267 41
minutes M=m 33,3+0,7 |22,4+0,6 |13,1+0,4 |265,4+0,5 |[40,0+0,5
P * * * * *
Min 30 17,6 9,2 261 36,4
3 Ischemia for 15 Max 33,2 22 13,6 266 40
minutes M=m 31,4+0,6 |20,5+0,8 |11,7+0,8 |[263,4+0,9 |[38,9+0,6
P ** ** * ** *
Min 27,5 15,6 8,2 258,8 35
4 Ischemia for 30 Max 32 22 13,6 266 39
minutes M=m 29,5+0,8 |18,7+1,1 10,4+0,9 |261,6+1,5 |37,0+0,7
P *k % * % *% *% *kk

Note * - P>0,05, ** - P<0,05, *** - p<0,01
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was significantly higher than that of the SH group
in 11.8%, the density of the structural SH group was
17.5%, the density of reducted gluten content was
21.4%, catalase density was 1.6%, UAF activity was
reduced by 9%.

Thus, the results of our experiments allow us
to conclude that the liver’s ischemia weakens the
overall antioxidant protective system in liver tissue
and its weakness is correlated with the duration of
the ischemia (Table 2).

The white rats included in Group 3 were reper-
fused for 15 minutes after 5 minutes of ischemia.
At this time, the following changes in the markers
of the general antioxidant protection system in the
liver tissue were detected.

The liver tissue in the liver tissue of the experi-
mental animals included in group Ill decreased by
2.6% compared to the intensity of the SH group
and by 2.1% compared to the 5th minute of the 2nd
group. Structural density SH group density, respec-
tively, decreased by 4.1% and 2.9% respectively.

The density of the reduced glucose continued to
decline. This difference was 6.3% compared to the
1st group and 5.4% compared to the second group.
The density of catalase decreased by 1.1% com-
pared with the 1st group and by 0.9% compared to
the corresponding period of the 2nd group.

Relevant changes have also been made in the
UAF’s activity. Thus, its activity decreased by 8.4%
compared with the current situation and by 7%
compared to the 5th minute of the 2nd group.

Thus, despite the restoration of blood flow, the
organism’s total antioxidant defense system con-
tinues to weaken due to the spread of some inter-
mediate products.

The density of markers of antioxidant protection
system, except for the surface SH group, continues
to decline in the 30th minute of reperfusion.

The surface SH group, compared with other
indicators, increased by 1.4% compared with the
current situation and by 2% compared to the cor-
responding period of the 2nd group.

The density of the internal SH group of the
structure decreased by 6.8% in comparison with
the intestine and by 5.6% compared to the 30th
minunte of the ischemia. The thickness of the re-
duced glucose in liver tissue continued to decline
(Table 3). The decrease in its thickness was 4.9%
in comparison with the intimal state and 3.9% in 30
minutes of the ischemia.

Unlike other markers of the antioxidant protec-
tion system, the density of catalase has changed
relatively little. Compared with the duration of both
observations, its density was reduced by 1%.

Stages of_the S?atl_stlcal Surface Structural Gluation Catalase UAF
reperfusion indices  SH group SH group
Min 31,4 20,9 12,4 264,67 39,61
1 | Intact condition | Max 35,1 24,6 14,7 267,35 41,57
M=£m 33,5+0,7 [22,7+0,7 [13,2+0,4 |265,9+0,5 |40,06+0,3
Min 30,4 20 1,2 261,5 35
2 | 15min Max 34,5 23,4 13,8 264,9 39
M-+m 32,6+0,7 [21,8+0,6 [12,4+0,4 |263,0+0,6 |37,2+0,7
P * * * * % * %
Min 30,8 19,5 11,6 260 35
3 130 min Max 39,9 22,7 14 266 4
M=m 33,9+1,6 |[21,1+0,6 [12,5+0,4 |263,2+0,9 |[38,5+1,0
P * * * ** * %
Min 29,7 18,6 1,1 261,5 341
4 11 hour Max 34 23,1 14 265 40,8
u M=m 32,3+0,7 [20,8+0,9 [12,3+0,5 |263,1+0,6 |[37,9+1,2
P * * * * k% **
Min 29,1 18 10,8 261 34
5 13 hours Max 33,5 22 14 264,7 40
M-=m 31,8+0,8 [20,3+1,0 [12,2+0,6 |262,5+0,6 |37,3+1,1
P * * * * )k **
Min 29,4 16,7 9 261,7 34
6 | 24 hours Max 33,8 23 15 265 4
M=£m 31,4+0,8 [20,4+1,3 [12,1+1,0 |262,9+0,6 |37,8+1,3
P *% * * *k Kk **

Note *-P>0,05, **-P<0,05, *** - p<0,01
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Table 3.

Changes in density of anti-
oxidant protection system
markers, depending on
the duration of reperfusion
conducted on 5-minute
ishemic background
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The decrease in UAF activity continued inten-
sively. Compared to the 30th and 30th week of
intestinal and ischemia, its density decreased by
5.2% and 3.6%, respectively.

Thus, in the 30th minute of reperfusion, the an-
tioxidant protection system in liver transplantation
continues to decline.

After 1 hour of reperfusion, the density of the
SH group in the liver tissue was 3.5% in intravenous
condition and 2.9% in comparison with the corre-
sponding period of the 2nd group. The density of
the structural SH group has been significantly re-
duced. This difference was 8.1% in comparison with
the intensity level and 7% compared to the 1st hour
of the 2nd group. The density of the reduced oxida-
tion has sharply declined. This difference is 6.4%
compared to the intensity situation and 5.4% com-
pared to the 1st hour of the 2nd group.

As in each stage, there is not much difference
in the thickness of the catalase in the first hour. Its
thickness decreased by 1% compared to both com-
parisons.

There was also a sharp change in the UAF’s ac-
tivity. Its activity decreased by 6.7% in comparison
with the current situation and by 5.2% compared to
the corresponding period of the 2nd group.

Despite the fact that 3 hours after reperfusion,
the antioxidant defense system in the liver contin-
ues to weaken.

The concentration of homogeneous surface SH
produced from liver decreased by 5.1% compared
with the intake and by 4.6% compared to the cor-
responding period of the 2nd group.

The density of the structural SH group has
dropped sharply. The decrease in its concentration
was 10.4% compared to the intake situation and
9.3% compared to the corresponding period of the
2nd group.

References

The density of reduced gluten was 7.7% in com-
parison with the intake situation and 6.8% in com-
parison with the corresponding period of the 2nd
group. Reduction of catalase density is relatively
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parison with the intensive care unit and by 6.6%
compared to the corresponding time of the 2nd
group.

Comparison with 24 hours after reperfusion
showed that except for the superficial SH group
and the density of the reduced glucose, the other
indicators were somewhat stabilized and tend to
increase compared to the third hour of reperfusion
(Table 3).

Thus, the thickness of the surface SH group de-
creased and the difference in intensity was 6.2%
and the difference in the 24th hour of the 2nd group
was 9.7%.

Structural SH group density was 10.1% in com-
parison with the intensity and 8.9% in the 24th hour
of the 2nd group.

Decreased density of reduced gluten was 8.3%
in comparison with its intake condition and 7.4%
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density of catalase decreased by 1% compared to
the two periods.

Unlike the catalase, the concentration of UAF
has been significantly reduced. This difference
was 7% compared to the intake situation and 5.5%
compared to the 2nd group. Thus, as a result of our
experiments, it has been established that, despite
the short duration of the ischemia (5 minutes) in
the liver, the antioxidant protection system in liver
tissue continues to weaken within 24 hours after
reperfusion.
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THE ROLE OF DIABETES IN THE DEVELOPMENT
OF PERIPHERAL ARTERY DISEASES AND
RECENT WAYS OF REVISCULARIZATION

OF LOWER LIMB ARTERIES (REVIEW)

Zhakubayev M.A."2, Egemberdiev T.Zh.2, Matkerimov A.Zh.",
Baubekov A.A."2, Tergeusizov A.S.', Tajibayev TK.!, Shamshiev A.S.",

Saduakas A.E.'", Makkamov R.0.", Nurmaganbet S.T.!, Sharifova B.K.'
1JSC “National scientific center of surgery named after A.N. Syzganov”, Almaty, Kazakhstan
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Abstract

Diabetes is one of the priority diseases in the health care system of all countries of the world, due to the
high prevalence of this pathology in the population and the increase in socio-economic losses associated
with the development of severe disabling complications. Every year, more than 1 million operations of ampu-
tation of the lower extremities in diabetes are performed in the world, more than 600 thousand patients lose
their sight, and approximately 500 thousand patients develop renal failure. Over 50% of all non-traumatic
amputations are accounted for by diabetics. The article provides a literature review, covering foreign and
domestic data. The review is devoted to modern approaches to various types of diagnostics and treatment
of peripheral artery diseases caused by diabetes, comparative studies, as well as prevention methods.

KaHT guaGertiHii nepudepuansik aptrepusnapabl aypynapbiHbiH AaMybIHAAFbI PeNi XaHe

agK apTepusanapbliH peBackynsipu3auusnayabii 3aMaHaym agictepi (apebm wony)

Xaky6aes M.A."2, EremGepaues T.XK.2, Matkepumos A.X.', Bay6ekos A.A."2,
Tepreycusos A.C.", Tapxu6aes T.K.', llamwmnes A.C.', Capgyakac A.E.,
Makkamog P.0.', Hypmarau6er C.T.", Llapudosa b.K.!

«A.H.Cbi3raHOB aTbiHAarbl YNTTbIK FbUIbIMU XUPYPrus opTanbiFbl» AK, Anmatsl, KasakcTaH
2<YNTThIK MeauumHa yHuBepcuteTi» AK, AnMartsl, KasakctaH

AHpatna

KaHT aunabeti - XalblKTblH OCbl NATOJOMMUSCHIHBIH XOFapbl Tapasybl XoHe aybip Oy3bliyra 9KeneTiH
acKbIHYNapabliH AamybiMeH 0ainaHbICTbl d1€YMETTIK-3KOHOMUKANbIK LUbIFbIHAAPALIH 6CYiHe OalinaHbICTbl
aNIeMHIH 6apsibiK eNAEepIHIH AeHCaYIbIK CakTay XyvieciHaeri 6acsim aypynapabiH 0ipi. Xbii casibiH 851eMae KaHT
AnabeTiHe OanaHbICTbl TOMEHI asKTapAblH amiyTauuschl 1 MWIIMOHHAH actam onepauus xacanaasl, 600
MbIHHAH acTaMm naLueHT 63 Ke3kapachiH Xorantabl, an 500 MbiHFa XyblK NaLUUEHT OyApeK XeTicneyLinirit
JAambitagel. TpaBmatnkanblk emec amnytaumsHeii 50% -AaH actam aguabetrneH aypatbiH Haykactapaa
TipkenreH. Makanaga wetenjik XoHe OTaHAbIK AEPEKTePAi KaMTUTbIH 9Aebu wwony kapactbipsiuiraH. Loy
nauneHTTepAiH KaHT AnabeTi, cabiCThipMasibl 3epTTeyNep, COHAa-ak anfbiH any aAicTepiMeH TyblHaaraH
LIeTKEpI apTepus aypynapbiH ANarHoCTUKanayabiH XoHe eMAeyaiH 3aMaHaym TaciigepiHe apHaFaH.
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AHHOTaunsa

CaxapHbii gnaber (C/l) sBnsercs oaHUM n3 MPUOPUTETHbIX 3a00NEBaHNIT B CUCTEME 34DAaBOOXPaHe-
HUSI BCEX CTPaH Mupa, 470 00YC/O0BJIEHO BbICOKON PAcnpOCTPAHEHHOCTbIO AAaHHOM MaToaorMu B NOMys-
Unn U POCTOM COUNATbHO-3KOHOMUYECKNX MOTEPb, CBSI3AHHBIX C PA3BUTUEM TSXEJbIX UHBANUAUINDYIO-
LyMX OCOXHEHWI. Kaxabii roq B Mupe npou3soasT bonee 1 MuiinoHOB onepaunii no amnyTaunm HUXHUX
KOHeyHocTeli npy caxapHom anaberte, 6onee 600 Toics4 00/bHbIX TEPSIOT 3pEHNe, npubamnautebHo y 500
ThICSY NALMEHTOB PA3BUBAETCS 10Y€4Has HEA0CTaTO4HOCTh. bonee 50% Bcex HeTpaBMaTnyecknx ammyTaLmi
NPUXOBNTCS Ha [OM0 00MbHLIX caxapHbiM AuabeToM. B cTatbe npoBOAUTCS IMTEPATYPHbIV 0030p, 0XBa-
TbiBasi 3aPYOEXHbIE U OTEHECTBEHHbIE AaHHble. 0030p MOCBALEH COBDEMEHHbIM MOAX0AAM K PA3NNYHBIM
BUzAaM ANarHOCTUKU U JIe4eHusi 3a001eBaHNIi NEpUGEpUYeckmnx apTepui, 00yCroBAEHHbIE CaxapHbIM Ana-
0€T0B, CpPaBHUTEIIbHbIE NCCAIEA0BAHNS, a Tak Xe METOAb! IPOPUAaKTUKN.

Diabetes mellitus (DM) is one of the priority
diseases in the health care system of all countries
of the world, due to the high prevalence of this pa-
thology and the increase in socio-economic losses
due to the presence of disabling complications.
Social significance is due to chronic complications,
leading to early disability, deterioration of quality
of life and reduction of its life expectancy. These
include microangiopathy (nephropathy, acute coro-
nary death, retinopathy, coronary heart disease,
angina), peripheral vascular disease, diabetic foot
syndrome, including gangrene, cerebrovascu-
lar disease (transient cerebral ischemia, stroke),
diabetic neuropathy. According to the WHO, one
person with diabetes dies every 10 seconds in the
world; - about 4 million people. Every year, more
than 1 million operations on amputation of lower
extremities in diabetes are performed in the world,
more than 600 thousand patients lose their sight,
approximately 500 thousand patients develop renal
failure [1]. International Diabetic Federation leads
to complications caused by diabetes: every 12 min.
registered stroke, 15 min. - amputation, 18 min. -
myocardial infarction, 30 min; - blindness, the need
for dialysis - 90 min [2].

In the predominant half of people suffering from
type 2 diabetes, the disease progresses, leading
to serious complications. Often, from the onset of
the disease and the formulation of the diagnosis
itself, it takes a long time, during which late com-

plications develop, which are the main cause of
disability and death. Diabetes in 70-80% of cases,
leads to the development of cardiovascular diseas-
es, cerebrovascular diseases, diabetic retinopathy
and blindness, diabetic foot and the development
of gangrene of the lower extremities. Diabetes of
the second type leads to an increase in the risk of
cardiovascular diseases by 2 times, blindness by
10 times, amputations of the limbs by 20 times [3].
Over 50% of all non-traumatic amputations are ac-
counted for by diabetics. At the same time, half of
all amputations can be prevented, as well as it is
possible to prevent vision loss by patients due to
the development of retinopathy and cataracts in
them. These facts make the need for early diagno-
sis of complications vital, and the late detection of
these complications can lead to the emergence of
medical and social problems [4]. Diabetes world-
wide is recognized as one of the most important
non-communicable diseases, ranking fourth among
causes of death in developed countries. The num-
ber of patients with diabetes mellitus is constantly
growing due to an increase in the number and age
of the population, the urbanization of the territory,
the prevalence of obesity and a sedentary lifestyle
[5]. In Kazakhstan, according to the National Regis-
ter of Diabetes mellitus for 2012, the number of pa-
tients with diabetes has reached 207,935 people.
According to the IDF Diabetes Atlas for 2017, the
prevalence of diabetes in Kazakhstan among adults
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is 6.97%. In 2045, the expected increase in diabe-
tes will be 7.74%. Diabetes worldwide is recognized
as one of the most important non-communicable
diseases, ranking fourth among causes of death in
developed countries. The number of patients with
diabetes mellitus is constantly growing due to an
increase in the number and age of the population,
the urbanization of the territory, the prevalence of
obesity and a sedentary lifestyle [5]. In Kazakhstan,
according to the National Register of Diabetes mel-
litus for 2012, the number of patients with diabetes
has reached 207,935 people. According to the IDF
Diabetes Atlas for 2017, the prevalence of diabetes
in Kazakhstan among adults is 6.97%. In 2045, the
expected increase in diabetes will be 7.74%.

PAD in patients with diabetes is much more ag-
gressive, with early involvement of large vessels,
together with distal symmetric neuropathy. The
need for high amputation in diabetics occurs 5-10
times more often than non-diabetics. Sensory neu-
ropathy contributes to an increase in the frequency
of amputations with a decrease in resistance to the
development of infectious complications. Based on
this evidence, the American Diabetes Association
recommends screening patients with diabetes for
PAD and measuring the ankle-brachial index every
5 years [13]. Arthropathy of arteries is 3 times more
common in patients with diabetes. The percentage
of occurrence in patients with diabetes who are
over 50 years old is 29% [14,15].

According to the IDF (International Diabetes
Federation), the prevalence of diabetes in adults
(20—79 years old) is on average 5.1% (of which
90% is in the proportion of diabetes Il) [16,17].
About 10% of elderly patients with diabetes have
an ulcer or gangrene of the foot. In the structure
of ulcers in diabetic foot syndrome, 48% are neu-
roischemic and 7% ischemic. Thus, 55% of ulcers
in diabetic patients develop against the background
of critical lower limb ischemia [18].

According to the international recommendations
of TASC Il, the frequency of critical lower limb isch-
emia is 500-1000 cases per 1 million population
per year. In the structure of the incidence of critical
ischemia of the lower extremities, the proportion of
elderly and senile patients is 80% [19,20].

To date, there is a constant discussion of
treatment methods for PAD: which method is best
used in a particular case. The rapid development
of the arsenal of interventional surgery does not
detract from the results of open revascularization
of the peripheral arteries. What method of revas-
cularization is acceptable for a particular patient is
still a pressing issue. There is a sufficient amount
of research regarding the methods of treatment
of peripheral arterial diseases, however, the is-
sue of limb preservation, prevention of mortality,
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improvement of the quality of life in such patients
remains insufficiently studied [21]. Prior to the
publication of the directive of the American Col-
lege of Cardiology / American Heart Association in
2011, there were no precise recommendations on
the use of revascularization techniques. This pub-
lication referred to the Bypass versus Angioplasty
in Severe Ischemia of the Leg (BASIL), a single-
center, randomized study that showed similar re-
sults in patients with critical limb ischemia after
endovascular and open surgery [22].

The 2007 Inter-Community Consensus Docu-
ment for the Management of Patients with PAD
(TASC Il) and the 2012 National Institute of Health
and Clinical Quality of the Kingdom of Great Britain
(NICE) published recommendations on the diag-
nosis and treatment of peripheral arterial disease.
However, the proposed recommendation does not
provide sufficient data on the management of pa-
tients with PAD, with concomitant diabetes [23,
24].

Obliterating diseases of the lower limb arteries
associated with diabetes, for the most part, have a
lesion of the distal segments of the tibial arteries,
which in turn requires shunting of the arteries of the
rear foot, plantar artery and more distal posterior
minor tibial artery [25]. Clinical manifestations of
arterial lesions below the popliteal fossa are mostly
manifested as critical lower limb ischemia than in-
termittent claudication. Infrapopliteal damage to
arteries is more common in patients with diabetes
and renal failure [26]. The caliber of the arteries is
smaller than the arteries above the knee, and the
lesion of the arteries is extensive [27]. The disease
is characterized by media calcification or Mocken-
berg sclerosis, as a result of which the lumen of
the vessel narrows, which is different from isolated
atherosclerosis, in which the pathological process
occurs in the intimal layer of the vessel [28]. Arter-
ies below the knee have a greater involvement in
diabetic patients. It should be noted that the inci-
dence of trophic disorders of the lower limbs and
life-threatening infections are more common in pa-
tients with diabetes [29,30].

According to the literature there is a sufficient
amount of research that compares various treat-
ment methods. So in a randomized clinical trial of
BASIL, initiated by the UK, 452 patients with lesions
of the lower limb arteries participated. In this study,
two methods of treatment were compared: endo-
vascular treatment, surgical treatment in patients
with lesions of the infrainguinal arteries, where one
third of the patients underwent shunting opera-
tions on the arteries of the lower leg and 62% of
patients with balloon angioplasty of the superficial
hip artery. Separately, there was no assessment of
the results in the subgroup with the infra-popular
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lesion of the arteries [31]. The worst result and the
highest probability of high amputation is observed
in patients with diabetes and with concomitant PAD
[32]. Despite the constantly improving technique
of minimally invasive endovascular procedures, by-
pass surgery, patients with PAD are still in demand
[33].

Abd Moain Abu Dabrh MBBCh, MS together
with co-authors conducted a systematic review on
the topic: Distal bypass surgery against endovas-
cular intervention for critical lower limb ischemia,
including 9 studies, 3 of which are randomized
clinical studies and 6 cohort studies. The conclu-
sion of the review is that there is an identical effect
on mortality and large amputations no matter what
type of intervention was used. However, the primary
patency when performing open surgery is higher.
But, further research is needed with the inclusion of
additional endpoints [34]. Endovascular interven-
tions are considered safer in terms of morbidity and
mortality, but the risk of failure of the interventional
procedure may be higher compared to distal bypass
surgery [35]. The Inter-Community Transatlantic
Consensus Document (TASC Il) recommends arte-
rial revascularization as the most appropriate treat-
ment option, but the method of revascularization
remains debatable [36].

Nasser M. Malyar and co-authors, in their study,
evaluated the immediate and long-term results in
patients with diabetes complicated by a lesion in
the lower limb arterial pool and a diabetic foot in
Germany. The authors divided patients, the number
of which reached up to 40,335, into 3 groups: pa-
tients with diabetic foot, patients with diabetes and
PAD, patients with PAD without diabetes. Greater
amputation was more common in patients with dia-
betic foot in comparison with the group of diabe-
tes in combination with PAD and isolated lesions of
the lower limb arteries (31.9% versus 11.1% versus
6%). Also in the question of 4-year survival (57.4%,
60.8% and 70.0%) and limb preservation (45.4%,
74.4% and 86.5%), a group of patients with diabetic
foot and Diabetes, combined with damage to the
arteries of the lower extremities, had worse results.
In conclusion, the authors summarized the need to
study the factors influencing the prognosis in pa-
tients with diabetes and PAD [37].

In a study conducted by Yisu Gu and co-au-
thors, the results of conservative treatment and
various types of revascularization were assessed in
patients with diabetes, where there was no signifi-
cant difference in limb preservation after 1 year of
follow-up. But, in the future, after 5 years of ob-
servation, in patients after revascularization, the
chances of maintaining the limb were higher, the
mortality rate was lower compared to the group
where the drug therapy was carried out [38].

D. W. Good and co-authors conducted a study
where 24 patients, 19 of whom suffered from
diabetes, underwent popliteal pedal autovenous
shunting. For 5 years, an observation was con-
ducted in which the frequency of limb preserva-
tion reached 81.8% after 1, 3, 5 years. All 3 am-
putations were performed in the first 3 months. In
conclusion, the authors consider distal shunting
- popliteal-pedal autovenous shunting as an ef-
fective treatment. However, a randomized study is
required, where endovascular treatment would be
compared [39].

Lee MS et al. Evaluated the clinical outcome in
patients with PAD with and without diabetes who
underwent balloon angioplasty. After two years of
observation, it was revealed that the frequency of
restenoses and amputations is higher in the group
of patients with diabetes [40].

Discussion

It is worth noting that diabetes remains a dy-
namically developing disease that can make its
own adjustments to the patient’s quality of life.
Complications arising from the presence of diabe-
tes, in particular, the PAD of interest to us, sig-
nificantly aggravates the course of the disease, in
comparison with the lesion of the arteries of the
lower extremities in isolation from atherosclerosis.
The fact that diabetes is one of the main factors of
non-traumatic amputations of the lower extremi-
ties encourages us to search for optimal treatment
methods to save the limb, reduce deaths and
improve the quality of life of patients. Currently,
there are two main methods of treatment for PAD:
open surgery and interventional surgery. The end
point of the existing methods in stopping the signs
of ischemia, by restoring blood circulation in the
basin of the lower extremities. The arsenal for en-
dovascular interventions is inexorably increasing,
which expands the field of activity for revascular-
ization of the affected arteries. But, open surgery
also does not stand still. If earlier, the lesion of
the arteries immediately under trifurcation was
considered unacceptable for the reconstruction
of the arterial bed, and treatment was limited to
palliative or drug therapy, today the revasculariza-
tion of the arteries of the leg and foot by a surgi-
cal method has become possible. Based on the
above, there remains an open question about the
best way to treat PAD, with concomitant diabetes.
In connection with the continuity of a particular
school, the opinions of many authors are divided.
According to the classification of TASC Il, A, B in
lesions of the infra-juvial arteries, among the au-
thors there is an agreement on the method of re-
vascularization. But, with TASC C, D, the method
of revascularization remains insufficiently studied.

BECTHUK XUPYPTUN KA3AXCTAHA N2 2 - 2019



THE ROLE OF DIABETES IN THE DEVELOPMENT OF PERIPHERAL ARTERY DISEASES
AND RECENT WAYS OF REVISCULARIZATION OF LOWER LIMB ARTERIES (REVIEW).

References

1.

10.

1.

12.

13.

14.

15.

16.

17.

BULLETIN OF SURGERY IN KAZAKHSTAN N2 2 - 2019

Denos, U.W. CaxapHblii inabeT B NOXUnom Bo3pacTe:
JNarHocTuka, KnuWHWka, neveHue. [lpakTuyeckoe
pykoBoacteo ans Bpaveir / W.W. Hepos, M.B.
LecrakoBa. — Mocksa. — 2011. — C. 310;

American Diabetes Association, Standards of medi-
cal care in diabetes, 2006;

Mysud C. H., banabonkun M. W., Lenuna M. 3.
MHBanMaHOCTb, Meanko-coumanbHas 3kcnepTusa u
peabunutauus npu SHAOKPUHHOI natonoruu. — M.,
2003.

Macnosa 0.B., Cynuos (0.U.,
caxapHoro  auabeta M
0CNOXHeHuit, 2011

Criqui M. Peripheral arterial disease: epidemiologi-
cal aspects//Vascular. Med. 2001. #6 (Suppl. 1), P.3
-7].

Thefeld W. Prevalence of diabetes mellitus in the
adult German population. Gesundheitswesen. 1999;
61: 85-9. 2.

Shaw JE, Sicree RA, Zimmet PZ. Global estimates of
the prevalence of diabetes for 2010 and 2030. Diabe-
tes Res Clin Pract 2010;87(1):4—14.

Newman AB, Siscovick DS, Manolio TA, et al. An-
kle-arm index as a marker of atherosclerosis in the
Cardiovascular Health Study. Cardiovascular Heart
Study (CHS) Collaborative Research Group. Circula-
tion 1993;88:837-45.

Marso SP, Hiatt WR. Peripheral arterial disease
in patients with diabetes. J Am Coll Cardiol.
2006;47(5):921-9 (Review).

Forbang NI, MacDermott MM, Liao Y. Ix JH, Allison M,
Liu K, Tian L,Evans N, Criqui MH. Associations of dia-
betes mellitus and other cardiovascular disease risk
factors with decline in the ancle brachial index. Vasc
Med 2014;19: 465-472 [PMID: 25358555].
American Diabetes Association. Peripheral arterial
disease in people with diabetes. Diabets care 2003;
26: 3333-3341[PMID: 14633825 DOI: 10.2337/dia-
care. 26.12.3333].

Fowkes FG, Rudan D, Rudan I, et al. Comparison
of global estimates of prevalence and risk factors
for peripheral artery disease in 2000 and 2010:
a systematic review and analysis. Lancet. 2013;
382:1329-40.

ADA. Peripheral arterial disease in people with diabe-
tes. Diabetes Care 2003;26(12):3333e3341.

Selvin E, Erlinger TP. Prevalence of and risk fac-
tors for peripheral arterial disease in the United
States: results from the National Health and Nutri-
tion Examination Survey, 1999-2000. Circulation
2004;110:738-43;

Hirsch A, Criqui M, Treat-Jacobson D, Regensteiner
J, Creager M, Olin J, et al. Peripheral arterial disease
detection, awareness, and treatment in primary care.
JAMA 2001;286: 1317-24.

Dunstan D.W., Zimmet P.Z., Welborn T.A., De Courten
M.P., Cameron A.J., Sicree R.A., Dwyer T., Colagiuri
S., Jolley D., Knuiman M., Atkins R., Shaw J.E. The
rising prevalence of diabetes and impaired glucose
tolerance: the Australian Diabetes, Obesity and Life-
style Study. Diabetes Care. 2002; 25: 829-34. 4.
Gregg E.W., Cadwell B.L., Cheng Y.J. Trends in the
prevalence and ratio of diagnosed to undiagnosed

Anupemuronorus
MUKPOCOCYANCTbIX

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

diabetes according to obesity levels in the U.S. Dia-
betes Care. 2004; 27 (12): 2806—12).

. bokepus J1.A., Tempesos M.b., Kosaneuko B.W.,

bopcoe M.X., bynrapos P.C., Anbbopues W.H.
AkTyanbHble npobneMbl  XUPYPruyeckoro NeyeHus
OONbHBIX  C  KPUTWUYECKOW  MWIEMUEN  HUKHUX
KOHEYHOCTEIA — NyTM  peweHus  (COCTOsIHWE
npo6nemsl). AuHansl xupyprin. 2011; 1: 5-9.

. Inter-Society Consensus for the Management of Pe-

ripheral Arterial Disease (TASC Il), 2007.

Oypanos W.M., Kapnos A. B., Kanytun M.IO.
KomnnekcHoe  neyeHue  aTepOCKNEPOTUYECKMX
nopaxeHuii  abAOMMHANLHOTO CErMeHTa  aopThl,
nepudepuyecknx aptTepuii ¢ KPUTUYECKON nwemmnen
HWXHUX KOHEYHOCTE Yy OONbHBIX MPEKIOHHOIO
n cTapyeckoro BO3pacrTa. MenuuuHckuii
akapemuyeckuii xypran. 2007; 7 (1). 166-72. ).
Jaff MR, Cahill KE,Yu AP, et al. Clinical outcomes and
medical care costs among Medicare beneficiaries re-
ceiving therapy for peripheral arterial disease. Ann
Vasc Surg 2010; 24: 577-87.

Adam DJ, Beard JD, Cleveland T,et al. Bypass ver-
sus angioplasty in severe ischaemia of the leg (BA-
SIL): multicentre, randomised controlled trial. Lancet
2005;366:1925-34

Norgren L, Hiatt WR, Dormandy JA, Nehler MR, Har-
ris KA, Fowkes FG. Inter-Society Consensus for the
Management of Peripheral Arterial Disease (TASC II).
Eur J Vasc Endovasc Surg. 2013;33:51-75, National
Institute for Clinical and Healthcare Excellence. Low-
er limb peripheral arterial disease (CG147). 2012.
http://guidance.nice.org.uk/ CG147. Accessed Jul
20, 2015.

National Institute for Clinical and Healthcare Excel-
lence. Diabetic foot problems. Inpatient manage-
ment of diabetic foot problems. CG119. 2011. http://
www.nice.org.uk/guidance/CG119. Accessed Jul 20,
2015.

Sarah P. Pradka, Vahram Ornekian, and Cameron M.
Akbari, Surgical Revascularization of Chronic Limb
Ischemia. Springer International Publishing Switzer-
land 2017. R.S. Dieter et al. (eds.), Critical Limb Isch-
emia, DOI 10.1007/978-3-319-31991-9 36.

Peregrin JH, Koznar B, Kovac J (2010) PTA of infr-
apopliteal arteries: long-term clinical follow-up and
analysis of factors influencing clinical outcome. Car-
diovasc Intervent Radiol 33: 720—725.

Graziani L, Silvestro A, Bertone V et al (2007) Vascu-
larinvolvement in diabetic subjects with ischemic foot
ulcer: a new morphologic categorization of disease
severity. Eur J Vasc Endovasc Surg 33:453-460.
Drueke TB (2008) Arterial intima and media calcifica-
tion: distinct entities with different pathogenesis or
all the same? Clin J Am Soc Nephrol 3:1583-1584.
DeRubertis BG, Pierce M, Ryer EJ, Trocciola S, Kent
KC, Faries PL. Reduced primary patency rate in dia-
betic patients after percutaneous intervention results
from more frequent presentation with limb-threaten-
ing ischemia. J Vasc Surg 2008;47:101-8;

Prompers L, Schaper N, Apelqvist J, Edmonds M,
Jude E, Mauricio D, et al. Prediction of outcome in
individuals with diabetic foot ulcers: focus on the
differences between individuals with and without



THE ROLE OF DIABETES IN THE DEVELOPMENT OF PERIPHERAL ARTERY DISEASES
AND RECENT WAYS OF REVISCULARIZATION OF LOWER LIMB ARTERIES (REVIEW).

31.

32.

33.

34.

35.

36.

peripheral arterial disease. The EURODIALE Study.
Diabetologia 2008;51:747-55.

Adam DJ, Beard JD, Cleveland T et al (2005) By-
pass versus angioplasty in severe ischaemia of the
leg (BASIL): multicenter, randomized controlled trial.
Lancet 366(9501):1925-1934

Jude EB, Oyibo SO, Chalmers N, Boulton AJ (2001)
Peripheral arterial disease in diabetic and nondiabet-
ic patients: a comparison of severity and outcome.
Diabetes Care 24:1433—1437.

Society for Vascular Surgery Lower Extremity Guide-
lines Writing Group, Conte MS, Pomposelli FB, Clair
DG, Geraghty PJ, McKinsey JF, et al. Society for Vas-
cular Surgery practice guidelines for atherosclerotic
occlusive disease of the lower extremities: manage-
ment of asymptomatic dis- ease and claudication. J
Vasc Surg 2015;61(Suppl):2S-41S.

Abd Moain Abu Dabrh, MBBCh, MS, Mark W. Steffen,
MD, MPH, Noor Asi, MD,Chaitanya Undavalli, MBBS,
Zhen Wang, PhD, Mohamed B. Elamin, MD, Michael
S. Conte, MD, and Mohammad Hassan Murad, MD,
MPH, Rochester, Minn; and San Francisco, Calif.
Bypass surgery versus endovascular interventions in
severe or critical limb ischemia.

Arain SA, White CJ. Endovascular therapy for critical
limb ischemia. Vasc Med 2008;13:267-79).

Rooke TW, Hirsch AT, Misra S, Sidawy AN, Beck-

37.

38.

39.

40.

man JA, Findeiss LK, et al. 2011 ACCF/AHA Focused
Update of the Guideline for the Management of Pa-
tients With Peripheral Artery Disease (updating the
2005 guideline): a report of the American College of
Cardiology Foundation/American Heart Association
Task Force on Practice Guidelines. J Am Coll Cardiol
2011;58:2020-45.

Nasser M. Malyar, Eva Freisinger, Matthias Meyborg,
Florian Lbders, Katrin Gebauer, Holger Reinecke,
Holger Lawall. Amputations and mortality in in-hospi-
tal treated patients with peripheral artery disease and
diabetic foot syndrome// Journal of Diabetes and lts
Complications 30 (2016) 1117-1122

Yisu Gu. Chatchai Kokar. Catherine Gooday. Dar-
ren Morrow. Ketan Dhatariya// Diabetes Ther (2015)
6:481-493 DOI 10.1007/513300-015-0131-1.

D. W. Good, H. Al Chalabi , F. Hameed, B. Egan, S.
Tierney, T. M. Feeley. Popliteo—pedal bypass sur-
gery for critical limb ischemia// Ir J Med Sci (2011)
180:829-835 DOI 10.1007/s11845-011-0740-2.

Lee MS, Rha SW, Han SK, Choi BG, Choi SY, Ali J,
Xu S, Ngow HA, Lee JJ, Lee KN, Kim JB, Lee S, Na
JO, Choi CU, Lim HE, Kim JW, Kim EJ, Park CG, Seo
HS, Kong J, Oh DJ. Comparison of diabetic and non-
diabetic patients undergoing endovascular revascu-
larization for peripheral arterial disease// J Invasive
Cardiol. 2015 Mar;27(3):167-71.

BECTHUK XUPYPTUN KA3AXCTAHA N2 2 - 2019



I. AWATHOCTUKA U NEYEHUE

INTRAPERITONEAL COMPLETE
RUPTURE OF BLADDER CUPULA,
COMPLICATED BY TEN-DAYS URINE
PERITONITIS.

CASE FROM PRACTICE

Baizharkinova A.B., Kurmangaliev 0.M., Taishibaev K.R.

West Kazakhstan State Medical University named after M. Ospanov, Aktobe, Kazakhstan

Abstract

A rare case is given in our article with 10 days old closed injury with isolated full intraperitoneal rupture of the
bladder dome. In the surgical department of our hospital, with bladder ruptures, which are given according to
literary data, but have met with such a case first. At the insistence of a linear medical assistant after 10 days, the
patient was brought by train to us with a diagnosis cirrhosis, ascites. The intraperitoneal rupture of the bladder,
complicated by 10 days of urinary peri- tonit, which is not found in the available literature. At the first catheteriza-
tion the patient is exposed diagnosis.

Due to the severity of the patient's condition, the therapists showed vigilance and after consulting Stov in the
intensive care unit held preoperative preparation, operation: rehabilitation of the abdominal cavity with drainage,
suturing the wound of the dome of the bladder with the imposition of epicystostomy, postoperative care and ad-
equate treatment, based on practical experience, led to a positive outcome. the results of surgical treatment, the
patient lives, now on a well-deserved rest.

OHKYHAIK Hecen NepUTOHMTIMEH acKbIHFAH KYbIKTbIH KyMOe3iHiH

iwnepaeiwinik Tonbik 3aKkbiMAaHybl. KnuHukanbiK okura

BaitxapkuHoBa A.B., Kypmanranuee 0.M., Taitumbaes K.P.
M.OcnaHoB atbiHaarbl baTbic KazakcTaH MeMaekeTTik MeauumMHanblk yHuBepcuteTi, Aktobe, KazaxcraH

AHxpatna

Makanana Kyblk KyMOE3iHiH OKlaynaHFaH TOMbIK ilnepaeilinik xabblk Xxapakatel 6ap cupek xarqasi
KeNTIpIreH.

bisniH aypyxaHaHbiH Xupypryssbi 6eiMiHae Kybik xapanapsl 6ap onepaunsnap xacanisl, 01ap agebm
MasimeTTep bovibiHIWa Xacanazael, bipak 6y 6ipiHLi okuFa.

Genvawepaiy Tanabel 6oibiHa 10 KyHHEH KeWiH nayneHT 6i3re novibi36eH «baybip LMPPO3bl, aCLUT»
JMAarHO3bIMEH XETKI3InAi.

bi3 konga 6ap apebuertepae TannaraH 10 KyHAik HECEN MEPUTOHUTIIEH ACKbIHFAH KYbIKTbIH ilLnepae
[LWITIIK Xapblybl.

Karetepusauyms kesiHge Haykacka AnarHo3 Kovibingbl. HaykacTsiH XaraasibiHblH ayblp/birbiHa OainaHbl-
CTbl TEPANEBTTED KbIPAFbI/IbIK TAHbITLIM, MAMaHMEH KEHECKEHHEH KeViH MHTEHCUBTI Tepanus benimikge one-
pauus anasiHaarsl AabiHabIK Xyprizingi. Onepauns: Kypcak KybiCbiH ADEHaX0eH KanrbiHa KeaTipy, Kyblk
KyMOE3iHiH XapacklH anuyncTOCTOMUSIMEH Tiry, onepaumsaaH KesiHri KyTiM XoHe TuicTi eMm, Taxipubere
CyVieHe OTbIPbIN, OH HOTUXEre aKenji.

Xupyprusiniblk eMHIH aniyak HaTuxenepi 60/bIHLIA NauneHT Ka3ip OipKasbInTsl NabIKTsl JEMAJbICTA.
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Kypmarrannes Oner MapartoBuy 40kTop
Ipogeccop kapeapsl Xupypru-

yeckux 6onesHeii ¢ yponorneii 3KIMY um
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CTEHT kapeapsl 00LLesi Xupyprim X.4. 6-1bl

KnioueBbie cnosa
MO4YEBOVA 1y3bIPb, TPABMa,
NepUToHnT

BHyTpuneputoHeanbHOE NOMHOE NOBPEXAeHue Kynona Mo4eBoro nysbips,

0CJI0OXXKHEeHHoe aecATuagHeBHbIM MOY€BbIM NEePUTOHUTOM. C.l'ly"laﬁ U3 NPaKTUKHN

BaitxapkuHoBa A.b., Kypmanranuee 0.M., Taitumbaes K.P.
3anagHo-KasaxcTaHCkui rocyAapCTBEHHbI MEAULLMHCKMIA
yHuBepcuteT umenn M. OcnaHoBa, AkTobe, KazaxcraH

AHHOTayms

B Hauweii ctatbe npueneH peakuii ciyyaii 10 AHEBHOMN 3aKPLITON TPaBMbl C U30TUPOBAHHLIM MOJHLIMU BHYTPU-
OPIOLLMHHBIM Pa3PbIBOM KYroia MOYEBOro ny3sips. B xupypruyeckom oraeneHuy 60/bHULLI ONEPUPOBAH NALUEHT C
paspbiBaMu MO4€BOro ny3bips. 10 HACTOSHUIO IMHENHOro penbawepa yepes 10 AHeli 60bHOM MPUBE3EH Ha 0e34e K
HaMm ¢ MarHo30M: «uppo3 NeYeHu, acLuT». BHYTDUOPIOLINHHBI Pa3pbiB MOYEBOTO y3bIpSsi, OCIOXHEHHbIH 10 AHEBHbIM
MOYEBbIM NEPUTOHNTOM, O KOTOPOM B AOCTYITHOM inTepatype uHPopmaums Hamm He Havigena. [1py nepsoii katetepusa-
uuy 60/IbHOMY BbICTAB/IEH ANArHo3. M3-3a TIXeCTy cocTosiHns 60/bHOMO TepaneBThl NPOSBUAN OANTENLHOCTb U 10C/E
KOHCY/IbTaLM CreLuanicToB B OTAENEHNE PeaHnMaLmy NPOBEAEHA MpeaonepaynoHHas nogrotoska. Onepauus: caHa-
uus 6PIOLIHOV NONOCTY C APEHNPOBAHUEM, YIIMBAHNE PaHbI KYI10J1a MOYEBOTO My3biPS C HANOXEHUEM SMULUCTOCTOMUM,
10C/1€0INEPALMOHHBIN YXOA U aLEeKBATHOE IeYEHNE, NIPUBENN K MONOXUTENILHOMY ucxogy. [1o oTaaneHHbIM pesysbraram

XUDYPruyeckoro €4eHns NayneHT XuB, Cendac Ha 3aciyXeHHOM OTAbIXe.

Urgency

During the recent 50 years of practice in sur-
gical department of railroad hospital among oper-
ated patients with bladder traumas with the follow-
ing complications: 10-days urine peritonitis, it has
been the first case in which the patient was saved.
According to literature data, even in case of isolat-
ed damage of bladder lethality equaled 4,4 %. Dur-
ing the recent 10 years articles, devoted to ruptures
of bladder with such complications, have not been
published.

The main cause of bladder ruptures is trauma.
V.A. Klyuzhev (2001) illustrates that bladder injuries
and urine-discharging ways are very rare in peace-
ful times, it is defined by its anatomic location in
encirclement of pelvis bones. However, in case of
anthropogenic traumas bladder damages grew by
7 %, and in case of traffic accidents bladder inju-
ries take place in 86—90 % of events, among those
70—-80 % of them are hazardous for life, and in com-
bined traumas bladder ruptures form 25,7 %. The
Cause of rupture is a direct injury along the lower
part of stomach: a kick, hit by a moving transport,
fall from a certain height, overrun by an automobile,
etc. More rare are indirect injuries: a strike to sa-
crum, buttock, thigh.

Works of such authors as (T.A. Revenko, 1981;
P.S. Jalilov, 1985; S.B. Petrov, 1999; Tiquert R.et
al., 2000) show us that bladder rupture depends
not only on a hit, but also the speed of traumatic
force. In case of alcohol intoxication bladder rup-
ture takes place much more frequently and grows
two times (I.G. Ryabtsev, 1975; N.A. Shor, A.A.

Chichetka, 1989), especially among men of able-
to-work age. A cause of a complete rupture of
bladder in case of an accidental trauma among
the injured in condition of alcohol intoxication is
lack of protective senses. Intraperitoneal rupture
of bladder can happen to a person with an over-
filled bladder in case of an accidental downfall
under the own weight of the injured person or in
case of a hit to the stomach with a dull object.
Practical significance has the division of all blad-
der damages into extraperitoneal and intraperi-
toneal. Depending on the mechanism of trauma
damage of bladder can be, as mentioned above,
complete and incomplete. In case of incomplete
damages partial rupture of bladder wall takes
place: mucous membrane, sometimes mucous
membrane and muscle tissue with preservation
of wholeness in serous cover. On the contrary, in
case fractions of pelvis bones are introduced from
external environment, rupture of advention and
part of muscle tissue takes place with preserva-
tion of wholeness in mucous membrane. The au-
thors claim that incomplete ruptures can further
transform into complete due to overflow of blad-
der with urine and sharp increase in intra-bladder
pressure. Intraperitoneal fractures usually hap-
pen with fractures of pelvis bones, the mechanic
of such rupture is basically defined by traction of
pelvis ring at the moment of fracture with an over-
tension in ligamentous apparatus of bladder. As a
result, rupture of bladder wall with rupture of liga-
ments takes place. More rarely bladder rupture
happens due to a damage, caused by bone frac-
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tions of pelvis bones. As a rule, intraperitoneal
ruptures of bladder aren’t succeeded by fractures
of pelvis bones, as the main part in the mecha-
nism of trauma is played by hydraulic blow in an
overflown bladder.

In his “Guide on urology” of 1998, academy
member N.A. Lopatkin illustrates location of blad-
der in small pelvis, and its volume equals 400-500
ml. In case of overflow of its volume increases
hydrostatic pressure, and bladder walls become
thin. The thinner bladder wall is due to a chronic
urine delay, the greater is atrophy of bladder mus-
cles and easier is rupture. That is why bladder rup-
tures are more frequent in case of senile atrophy
of bladder, prostate adenoma, certain pathologies
of bladder (diverticulas, tubercular ulcers, cancer,
etc.).

A weak point and mobile part is cupula (top
or bottom) of bladder, in this place rupture takes
place in 35 % of cases, and it happens on bladder
wall in 42 % of events. In peaceful times a com-
bined trauma with damage of other internal organs
leads to heavy complications that result in death
of patient, death rate equals 20 %. During war
death rate equals 4,4 % in case of isolated dam-
age of bladder.

Of all intraperitoneal injuries bladder rupture
among mature population happens in 5-12 % of
cases, and in 4,4-11,5 % of cases — among chil-
dren. Bladder traumas are divided into open inju-
ries (12—-33 %) and closed traumas (67-88 %),
penetrating, non-penetrating, intraperitoneal, ex-
traperitoneal, complete and incomplete damages
of bladder. As in case of “non-complicated” form
of trauma ruptures usually happen at the top and
back wall, they are mostly intraperitoneal, in other
words, do not lead to ruptures of other regions
of urine-discharging ways or organs of stomach
cavity.

Among all patients who experienced surgery
from traumatic damages of stomach organs, blad-
der traumas form 2 % of cases.

Intraperitoneal complete ruptures of blad-
der happen in 25 % of cases along sanital or
longitudinal direction, can be single or multiple
and have no definite shape. In case a rupture
happens in sanital direction, bleeding is almost
absent, the reason of that is lack of large ves-
sels in this area, and small ones contract quickly
in tissues of bladder. In case of intraperitoneal
rupture concentration of urine increases as it is
absorbed by stomach walls and internal organs,
at the same time, protein exchange is disturbed,
chemical reaction takes place, it causes asep-
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tic peritonitis, in case of secondary infection
it transforms into pus peritonitis. Such kind of
peritonitis leads to death of patient in case medi-
cal assistance is not provided to them urgently.
Complete and incomplete ruptures of bladder
peritoneal clinic symptoms might not display
immediately. In case of intraperitoneal ruptures
of bladder signs of peritonitis develop in 10-12
hours since the moment of trauma. Signs of urine
intoxication and urosepsis that are revealed on
days 2-3 after trauma are also lethal unless an
urgent surgery is carried out.

Extraperitoneal rupture is observed among pa-
tients with fractures of pelvis bones in 55-57 %
of cases, among those 36—39 % are closed intra-
peritoneal ruptures, and 6 % are combined type
of traumas. No less heavy extraperitoneal ruptures
are complicated by fractures of pelvis bones and
heavy shock, from which is often hard to remove.
Nitrous slag is accumulated, proteins break down,
sodium of potassium, chlorides, organic acids in-
crease in their volume, acidosis emerges. Water-
salt exchange is disturbed. As a result of nitrous
intoxication uraemia grows. A patient suffers from
weakness, sleepiness, vomiting, diarrhea, edema,
short breath, headaches, skin itching, memory
loss, ammonia breath.

After three days of urine peritonitis nephritic
deficiency takes place. Tongue becomes dry, the
patient is thirsty, they feel sickness, urea and cre-
atine concentration in blood samples increases up
to 100—200 and 12—15 mg/ml. rupture of bladder
usually happens in longitudinal direction as longitu-
dinal muscles of detrusor are significantly more sol-
id than transversal ones. Bladder damages in case
of fractures, on the contrary, often create holes of
incorrect shape.

Combined ruptures of bladder happen in case of
vast injuries, compression of pelvis ring, and blad-
der overflow. In case there is complicated damage
there is no clear localization of rupture, therefore,
ruptures can be intra- and extraperitoneal, though
the latter are more common. A special form of rup-
tures is damage that some authors refer to bladder
damage, and others — to damage of urethra. We
speak of disconnection between the bladder and
urethra.

According to bibliographic data, iatrogenic
damage of bladder can happen in 0,23-0,28 % of
gynaecological surgeries, in other cases iatrogenic
trauma happens in 30 % of cases. In case iatro-
genic damage of bladder happens during surgery, it
is determined faster than other damages of urinal-
discharge channels.



INTRAPERITONEAL COMPLETE RUPTURE OF BLADDER CUPULA (BOTTOM),
COMPLICATED BY TEN-DAYS URINE PERITONITIS (CASE FROM PRACTICE)

Demonstrative medicine is found upon cys-
toscopy, retrograde cystography, emunctory
urography (cardiotrust, venographin, solution of
Sergosin, 2- or 3-atomic X-ray-contrast liquids),
standard radiography of computer tomography.;
mostly R-gram of pelvis bones, for example, in
case of determination of its fractures, can sug-
gest a conclusion of extraperitoneal rupture. In
about 60 % of cases damage of bladder, cause by
counterhit, is observed in the area across place
of fracture and near it. Extraperitoneal ruptures of
bladder form 54—-56 % of all cases of bladder rup-
ture. Combined intra- and extraperitoneal ruptures
happen in 5-8 % of cases of bladder rupture.
Usually they are determined during surgery. Intra-
peritoneal rupture of bladder is determined with
ultrasound inspection and common introduction of
catheter into bladder. Without operative interven-
tion intraperitoneal bladder ruptures usually end
in lethality.

Clinic

Closed injuries of bladder have no typical clinic
image. During the first hours after the damage pa-
tients are usually shocked, though cases are de-
scribed when even after a heavy trauma of bladder
shock condition was not established and patients
walked to the hospital. Shock, as well as pain is
not a specific sign of bladder rupture and can be
caused by damage in other organs.

The basic symptom of bladder rupture is defi-
ciency of urinatiob that is expressed in ceasing act
of urination, painful tenesmus in area of bladder
and straight bowel. Blood drops discharge from
urethra is not typical for bladder damage, as it can
also be observed in case of urethra damage. Un-
like rupture of bladder, ruptures of urethra usually
cause significant urethrorragy and strong urges
for urination.

In case of extraperitoneal ruptures pressure
of urohaematoma in surrounding tissue causes a
false urge for urination and discharge of blood
drops from urethra. Palpation of stomach usually
reveals sharp painfulness in the area of symphy-
sis, above the bosom a painful blunting of per-
cutory sound and tension of front stomach wall
in its lower departments is defined. Direct-bowel
or vaginal inspection through straight bowel or
vagina reveals stagnation of tissues, and it in-
dicates to urinal infiltration, on days 2-3 after
trauma symptoms of urine leakages and urine in-
filtration into the bladder-surrounding tissue are
observed. Emerge skin redness and edema of
hypodermic fiber in the area of symphysis, lower

part of stomach, scrotum, and penis. These areas
become extremely sensitive under palpation and
in motion. Urine infiltration can spread into the
area of small pelvis, perineum, straight bowel,
thighs. The developing urosepsis leads to death
even in case of extraperitoneal damage. As dam-
age of bladder is often combined with fractions of
pelvis bones, symptoms of pelvis bone fracture
are also observed in these cases. In case of any
pelvis bone fracture it is necessary to establish if
there is no simultaneous damage of bladder and
urethra.

In cases of intraperitoneal rupture general
symptoms of peritonitis can be observed. They are
caused by discharge of urine into stomach cavity
and stomach growth: pains in the area of bladder
with irradiation into inguinal areas, tension of the
front stomach wall. Lack of urine and presence of
blood in urine during catheterization is caused by
sealing of bladder wound by epiploon or bowel
loops, besides, in certain cases condition of a pa-
tient might improve, and diagnostics will become
complicated. An important symptom of bladder
rupture in such cases is lack of definite limits of
dullness for percussion sound.

In case of intraperitoneal rupture of bladder
thenesmus and disuric sign might not be present
if urine discharges freely into stomach cavity, and
a sharp pain emerges along with urination distur-
bance and development of peritonitis. Condition
of patients degenerates rapidly. The symptoms
are: sickness, vomiting, delay of stool and gases.
If much time passes since the moment of rup-
ture, along with urine exudate liquid accumulates
in stomach cavity. Bowel peristalsis is not heard
through auscultation. Patient’s temperature in-
creases, tachycardia develops.

In case of open damage of bladder urine dis-
charges from the wound, and the whole image is
clear. Urine peritonitis happens together with sec-
ondary infection, signs of pus intoxication, the lat-
ter can result in abdominal sepsis, urosepsis, and
poly-organ deficiency. In case the rupture is com-
bines with pelvis bones fracture, intraperitoneal
bleeding is possible. Late diagnostics can compli-
cate treatment.

Diagnostics

Diagnosis of bladder damage is based upon
the data of anamnesis, the described clinical
symptoms, and hematuria in urine analysis. In or-
der to confirm the diagnosis data of catheteriza-
tion, cystoscopy, cystography, emunctory urogra-
phy, and R-graph of pelvis bones is used. During
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catheterization of bladder urine either does not
discharge at all, or discharges as a thin stream
with addition of blood. Sterile liquid, introduced
into bladder through catheter, does not discharg-
es back or discharges as a thin stream. In case of
intraperitoneal rupture of bladder, after catheter is
advanced deeper into it, a large amount of turbid
bloody liquid (urine, blood, exudate from stomach
cavity) can discharge unexpectedly. Cystoscopy
is implemented for intraperitoneal rupture in rare
cases when other methods of diagnostic aren’t
able to provide clear information, and can be ap-
plied only in for partial or small damages, when
bladder can be filled for examination. Ultrasound
examination produced a mistake in 10 % of cases.
The leading part in diagnostics plays cystography:
leakages of contract roentgen liquid outside of
bladder are registered.

In verification of an open damage of bladder a
great significance have probes with colorants (solu-
tion of indigocarmine-methylene blue) that confirm
discharge of urine from the wound.

Treatment

According foreign scientists, only intraperi-
toneal ruptures require surgery, all other types of
ruptures are treated conservatively. Of course, ev-
ery problem of treatment is solved individually for a
given patient, especially when there is a possibility
to use modern medical technology.

A special feature of surgery for intraperitoneal
rupture of bladder is that the damage can hap-
pen not only in bladder itself. Therefore, during
laparotomy it is necessary to begin with revision of
stomach organs and urination system. If less than
2 hours pass since the injury of bladder, and urine
peritonitis has not yet happened, treatment can be
limited to introduction of microirrigators for intro-
duction of antibiotics, the wound is closed com-
pletely with placement of epicystoctomy. In case
urine peritonitis has happened, drainages are left
in 4 places for washing, 8-10 liter of sterile isotonic
solution of natrium chloride are introduced through
the higher drainages during post-surgical period,
the washing liquid is discharged from stomach cav-
ity through the lower drainages.

Conclusion

Our article presents a rare case of 10-days
old closed trauma of bladder that was received
by patient in alcoholic intoxication. On insistence
of medical assistant the patient was delivered to
therapeutic department of railroad hospital with
diagnosis cirrhosis of liver, ascites. A simple
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method of examining the patient — catheteriza-
tion of bladder established the diagnosis: rupture
of bladder, urine peritonitis, intoxication. Dur-
ing the surgery a complete isolated intraperito-
neal rupture of bladder cupula was established.
Other pathologies of stomach cavity organs and
pelvis bones were not registered. Post-surgical
adequate treatment led the patient to a complete
recovery of the patient.

During the period of 50 years of work in sur-
gical department of our railroad hospital we have
operated patients with different ruptures of blad-
der that were found in literature, but were actually
faced with for the first time. Intraperitoneal com-
plete rupture of bladder, complicated by 10-days
urine peritonitis was not found in the accessible
literature. Severity of the patient’s condition was
evaluated adequately by our specialists who even
called specialists in for consultation. Guided by
the practical experience, pre-surgical diagnostics
of bladder damage, well-maintained pre-surgical
preparation in reanimation department, and sur-
gery itself: sanitation of stomach cavity with drain-
age, closure of bladder cupula wound with place-
ment of epicystectomy, post-surgical treatment,
and the corresponding adequate post-surgical
treatment has led us to a positive result. Accord-
ing to the received data, after the surgery the pa-
tient continued working until retirement and now is
having a well-deserved rest.

Deduction

An article in this rare case with a 10-day pre-
scription of closed injury with isolated full intra-
peritoneal rupture of the bladder dome. In the
surgical ward of our hospital operated with blad-
der ruptures, which are listed according to the lit-
erature, but with the opportunity to meet for the
first time. At the insistence of linear paramedic
after 10 days the patient was brought to us on
the train with a diagnosis of cirrhosis, ascites. In-
traperitoneal rupture of the bladder, complicated
urinary peritonitis day 10, which in the available
literature we have not found. When the first patient
diagnosed Lab. Because of the severity of the pa-
tient’s physicians to be vigilant and after consult-
ing experts in the ICU preoperative preparation,
operation: reorganization of the abdominal cavity
with drainage, wound closure of the bladder dome
overlay epitsistostomii, postoperative care and
adequate treatment, based on practical experi-
ence, has led to a positive outcome. On long-term
results of surgical treatment of the patient lives,
now in retirement.
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RECURRENT RENAL CELL CARCINOMA OF
SOLITARY KIDNEY: RENAL SPARING SURGERY.
CLINICAL CASE
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Baiguissova D.Z., Syrymova A.K.
National Scientific Center of Surgery named after A.N. Syzganov, Almaty, Kazakhstan.

Abstract

57 years old female was admitted to the hospital absolutely asymptomatic. Previously on ultrasound
investigation 3 renal neoplasms were detected. Five years ago patient underwent nephrectomy on the left
for renal cell carcinoma. Preoperatively laboratory tests were in reference range.

Patient underwent renal sparing surgery - all neoplasms were fully excised. After each excision arterial
circulation was temporarily restored for up to 10 min. We call this - “start-break” technique. Also after exci-
sion it was better to assess hemostasis. Total warm ischemic time was 18 min. Total blood loss was 200ml.
Patient's condition was relatively stable and did not necessitate hemodialysis. She was discharged on 11th
postop day.

Renal cell carcinoma of the solitary kidney presents a great challenge either for the surgeons or patients,
because it depends on what is the main purpose of treatment, because organ sparing surgery and radical
surgery have mostly different outcomes in long-term period. The decision is made according to the clinical
data, patient’s preference, safety and good quality of life for patient. But organ sparing surgery bears the
risk of recurrence more than the radical surgery. So these aspects must be considered before the informed
consent is taken.

Xanrbi3 KanraH oH OyipekTiH peunauBTi Oylipek-Xacylanbik

KapuMHOMaChbl: OpraH cakKray oTachbl

Uo6parumos P.M., Magapoe U.K., CbipbiMoB XK. M.,

Benrubaes E.b., baiiryucosa 1.3., CbipbimoBa A.K.
A.H. CbizraHoB atbiHaarbl YATTbIK FbinbiMu Xupyprus, Anmarsl, Kasakcta

AHpatna

57 Xacap Haykac aypyxaHara TYCKeH Kesze OH Oy/perinae ynbTpasblObiCTelK 3epTTey OovbiHILa 3 icik TabbiiFaH
XoHe HaykacTa el KaHzau KnMHUKasbIk CuMIToM 6onmMaraH. AHaMHE3i OOoVibIHILA HayKacka 5 Xbul GypbiH conl OyApexTiH
Oyvipek-xacyLwanbik Katepai iciri cebebiHeH He@PIKTOMMUS 0Tachl XacasbiHraH. Kenin TyckeH ke3inge nabopatopusisibik
KepceTkiluTep Aypbic 60sFaH.

Haykacka opraH caktay oTacsl XacanblHbl — iCIiKTep/iH OapJibifbl TObIFEIMEH KECIM allbiHAbl. Op pe3ekunsaaH KeviH
aprepuanbAi KaH aiiHanbiMbl yakeitwa 10 MUHYTKe JeViiH KarbiHa KeTipingi. by TeXHuKkaHsl «cTapT-nay3a» TexHukacsl gen
arafblk. OCbIMeH reMocTa3/biH 6aKbinaybl Xakcbl 604bl. Xbly ULLIEMUSIChIHbIH Xarbl yakbiTsl 18 MuHyT 60441, Xanmbl KaH
Kketyi 200 mn 6ongbl. HaykacTbiH xaraaiibl 6ip KabinTel 604l XoHE reMoAnanu3 Kaxet 60amMasbl. Haykac otagaH Kesiuri
11 ToynikTe yiire LWblFapbiigbl.

XKanrbi3 KanFaH OyipekTiy Oyipek-xacyluanbik KapumHOMAachiHblH eMi gapirepre Ae Haykacka Aa eTe kublH TaHaay 60-
JIbIl CaHanagbl, 6ATKeHi 6apsibirbl KovblFaH 6acTbl MakcaTka bainaHbiCTbl — OpraH cakTay 0Tackl HeMece pagnkanbai ota
Xxacay, eki xarqaviga ga y3ak mep3imae aptypJi HoTuxenepi 601asbl.
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KnioueBble cnoBa
T104€4HO-KJ1eTO4Has KapLunHoma,
©/IMHCTBEHHas 104Kka, Pe3exkumns,

BPEMS UlLiemMnn.

Figure 1.
Computed tomography

PeunguBHaa No4e4YHO-KNeTo4Haa KapLuMHOMa eAUHCTBEHHOW OCTaBLUEeNCA NPaBoM

NOYKKU: OpraHocoxpaHsiowas onepaumnsa. KnuHnyeckui cnyyai

Uoparumos P.M., Mapgapos U.K., CbipbimoB XX.M.,

Benrubaes E.B., Baiiryucosa [1.3., CbipbimoBa A.K.
HauuoHanbHbin HayyHbii LeHTp xupypruv um. A.H. CeisraHoBa, Anmarel, KazaxctaH

AHHOTaymns

layneHTka 57 net noctynuna B Halwe y4pexpeHne ¢ npusHakamy 3-x 06pa3oBaHuii €AMHCTBEHHOM MPaBosi MOYKN
0 Y/IbTPa3BYKOBOMY UCCNIEA0BaHUIO, 63 KITMHUYECKUX MPOSBAEHNIA. M3 aHaMHe3a: 5 neT Tomy Ha3az naymeHTke bbuia
BbIIOIHEHA JIEBOCTOPOHHSS HEPPIKTOMMS 110 MOBOAY M0Y€4HO-KIETOYHOr0 paka. Ha atane npegonepaunoHHoro o6crne-
J10BaHus1 1a60PATOPHbIE MoKa3atesn ObUiv B MPEAENax HopMb.

[MaumeHTKe Obina BbIMOSHEHA OPraHOCOXPaHSIOLLAs onepauns — Bce 00pa3oBaHus Oblin MOSHOCTbI0 UCCEYeHbI. [10-
c/ie Kaxzoli pe3ekumun apTepuasbHblii KDOBOTOK Obll BDEMEHHO BOCCTaHOBAEH A0 10 MuH. Mbl Ha3Banm 3Ty TEXHUKY
— TexHuKa «cTapT-naysa». 9710 yay4uma0 KOHTpoib remocrada. O0iuee Bpems TenaoBoi uiemmn coctaBuio 18 MuH.
O6uas kposonotepsi coctasuna 200 ma. CocTosHMe nauneHTku ObU1o CTabMIbHBIM, FeMOANAn3 He noTpeboBasics.
[MauyneHTka bbina BbinucaHa Ha 11 cyTku nocae onepaumm.

ToyeyHo-KkneTo4Has kapLUUHOMAa eAUHCTBEHHOM MOYKM SBISETCS BbI30BOM Kak /1S Creynanucta, Tak v As naymneH-
7a, Befjb BCE 3aBUCUT OT TOr0, KAKOBA OCHOBHASI LieJTb JIEYEHUS], Tak KaK, OPraHOCOXPAHSIoLLasi 0nepaumns n PagnkanbHas
onepauns UMeoT pa3Hble Pe3ysbTatbl B OTAANEHHOM nepuoge. Takum 06pa3om, 3T acrekTsl JOMKHBI ObiTb Y4TEHbI MPU

110J1y4eHnmn cornacus Ha onepauwuio.

Introduction

Renal cell carcinoma is the most common type
of kidney cancer in adults. [1] It accounts for ap-
proximately 3% of adult malignancies and 90-95%
of neoplasms arising from the kidney.

Initial treatment is most commonly either partial
or complete removal of the affected kidney(s) [2].
Where the cancer has not any metastasis (spread to
other organs) or burrowed deeper into the tissues
of the kidney, the five-year survival rate is 65—-90%,
[3] but this is lowered considerably when the can-
cer has spread.

Small renal tumors (< 4 cm) are treated in-
creasingly by partial nephrectomy when possible.
[4] Most of these small renal masses manifest
indolent biological behavior with excellent prog-

nosis.[5] Nephron-sparing partial nephrectomy
is used when the tumor is small (less than 4 cm
in diameter) or when the patient has other medi-
cal concerns such as diabetes or hypertension.
[6] The partial nephrectomy involves the removal
of the affected tissue only, sparing the rest of the
kidney, Gerota’s fascia and the regional lymph
nodes. This allows for more renal preservation as
compared to the radical nephrectomy, and this
can have positive long term health benefits.[7]
Larger and more complex tumors can also be
treated with partial nephrectomy by surgeons
with a lot of kidney surgery experience.

Case presentation

57- year old female with the previous history
of nephrectomy of the left kidney with renal cell
carcinoma was admitted to our department com-
pletely asymptomatic with no classic clinical signs
such as pain, gross hematuria or palpable mass.
Preoperatively, on renal computed tomography
with contrast enhancement 3 (three) neoplasms
were detected on the right kidney: 2.5 cm tumor
on posterior surface centrally, 3.0 cm - laterally on
the lower pole and 3.0 cm - anteriorly on the upper
pole. (Fig.1). Creatinine was 1.02 mg/dl and BUN
was 5.2 mmol/l. During the preoperative evaluation
there were not detected any sites of metastasis.

According to the patient’s history in 2013 she
underwent open surgery — radical nephrectomy on
the left for renal cell carcinoma. She was on fol-
low up annually to date. Considering the previous
history, the neoplasms were regarded as recurrent
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renal cell carcinoma. Taking into account normal
function of the kidney, the refusal of patient to go
on hemodialysis furtherly and the desire to maintain
good quality of

life we decided to perform renal sparing sur-
gery.

All neoplasms were fully excised and total warm
ischemic time was 18 min (Fig.2). We used “start
- break” technique, that refers to the temporary
revascularization of kidney after each excision for
up to 10 min. This technique has two advantages:
firstly, it minimizes the warm ischemic time and, the
second, is the opportunity to better control blood
loss precisely after each excision. Postoperatively
patient was hemodynamically stable, but the levels
of creatinine and BUN increased on 2 postop day
up to 4.1 mg/dl and 15.6 mmol/l, respectively. Po-
tassium level was constant. Urine output was de-
creased until 800 ml. Patient’s condition was rela-
tively stable and did not necessitate hemodialysis.
On the 10th postop day creatinine was 1.78 mg/dI
and BUN was 6.5mmol/I. Urine output also greatly
increased up to 2.5 |/day. Patient was discharged
on 11th postoperative day in stable state condition.
Histologically neoplasms were regarded as clear
cell renal cell carcinoma grade 2. After 4 weeks
of follow up creatinine and BUN are 1.3 mg/dl and
7.0 mmol/l, respectively. 6 month after the surgery
patient has arrived for check - up. On computed
tomography of kidney were no signs of recurrence
and biochemistry assays were normal (Fig. 3). Cre-
atinine was 1.2 mg/dl.

Conclusion

According to previous reports at 5 and 10 years
the overall survival rate in such kind of patients af-
ter renal sparing surgery was 74.7% and 45.8%, the
cancer specific survival rate was 80.7% and 63.7%,
the local recurrence-free survival rate was 89.2%
and 80.3%, and the metastasis-free survival rate
was 69% and 50.4%, respectively [8].

Such cases are very rare but if it is encountered
we suppose that “start - break” can be safely used
for excision two or more neoplasms in a solitary
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Excision of neoplasms.
End view
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Computed tomography 6
months after surgery
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SURGICAL TREATMENT OF ANAL PROLAPSE
AND THEIR COMPARATIVE CHARACTERISTICS

Khalilova L.F.
Scientific Center of Surgery named after M.A. Topchibasheva, Baku, Azerbaijan

Abstract

In the presence of anal prolapse, perform operations on the loose, ulcerated mucous membrane of the
anal canal for its sagging is fraught with the danger of bleeding during and after surgery. It is also highly
likely that cidiva disease. The purpose of this study is to compare the methods of surgery used for anal
prolapse, which most often accompanies stage 4 hemorrhoidal disease. In our study 400 patients in the age
group from 20 to 71 years old were operated on from 2006 to 2016. All sick were divided into 3 groups. The
main group included 308 (77.0%) patients who underwent hemorrhoidectomy linear stapler. Control group |
included 74 patients (18.5%), who produced a typical open.

hemorrhoidectomy. The control group Il consisted of patients who underwent surgery according to the method
of Longo with use of a circular stapler PPH- 18 patients (4.5%). For the duration of the operation using linear the
stapler lasted 22.9 + 0.4 min. The classic Milligan-Morgan operation lasted on average 34.9 = 0.8 min. Operation
Longo took an average of 29.3 = 1.2 min. Bleeding during surgery was observed in 3 patients (1%) when using a
linear stapler, in 6 patients (8.1%) during standard hemorrhoidectomy and in 2 patients comrade (11.1%) during
the Longo operation. Long-term complications such as stricture and relapse in the main group one case is 0%; in
the control group 1, 6 patients had a relapse of the disease (8.1%), in 12 cases - a stricture Anal canal (16.2%); in
the control group I, there were 2 cases of relapse (11.1%) and 2 cases of stricture (11.1%). Good quality of life was
considered by 162 patients (76.4%) who underwent surgery using a linear stapler; 26 patients comrades (50%)
who had open hemorrhoidectomy, and 6 patients (46.2 %) after Longo surgery.

Thus, when evaluating the immediate results of the treatment of anal prolapse, surgery using linear
stapler has several advantages. The advantage is expressed in the relative simplicity of the technique, and
from the absence of a long-term relapse.

AHanablK NPONANCTbIH XMPYPrUsbIK eMiHiH Typnepi xaHe

oNapAabiH cajnbiCTbipMalibl cUNaTtTaMmachbl

Xanunoea J1.®
M.A. Tonynbatuesa atbiHAarbl FhiNbIMU-XUPYPTUANbIK OpTanbik, baky, 93ipbaiixaH

AHparna

AHasnb/ibl iponanc 00/FaH Ke3ze, aHab/ibl KaHasibiH 00PbIIAaK, XapanaHFaH WbIPbILLTsI KAObiFbIHA Orepauns Ke3iae
onepauwvs Ke3inze ze, onaH KesiiH fe KaH Kety kayni 6ap. AypyAblH KaTanaHy bIKTUManablfbl 4a Xorapbl. byn 3eptreynin
Makcatbl reMopponaanbabl aypyabiH 4 CaTbiCbIMEH Xui KE3AECETIH aHabAbl MPOAAnc Ke3iHAe KosaaHbiatbiH Xvpyprus
aAiCcTeDIH canbiCTbIpy 007N TabbIIAAb!

bi3ain 3eprreyre 2006 xvingaH 6actan 2016 xwitra eviH xymbic ictereq 20-gaH 71 xacka aeviiHri 400 Haykac eHrisingi.

bapsbik Haykactap 3 Tornka 6esiHai.

Herisri Tonka 308 (77,0%) HaykacTap Kipai, onap remMopponasKTOMus] CbI3bIKTbI CTEMIEPMEH OTTi.,

| 6akpinay T0ObIHa BAETTEr alublk reMoppouaKkTomusickl 6ap 74 Haykac (18,5%) kipai.

bakbinay To6biHbIH Il TOObIHA nauneHTTepAiH PPH-18 aeHrenek kanceipmanapbiH (4,5%) kongaHa oteipsin Longo aaici
OovibIHLLIA Onepauns XacaraH NayneHTTep Kipai.

CbI3bIKTbIK KarCbipMaHbl KOsAaHa OTbIPbIN XYMbIC Y3akTbirbl 22,9 + 0,4 MuHyTKa co3bngbl. Knaccukansik Munnmra-Mop-
raH onepauwsicel opta ecenneH 34,9 + 0,8 muH co3bigsl. Longo onepaumscsl optawa anranaa 29,3 + 1,2 MuHyTTb! Kypazsl.
Xupyprusi Ke3iHze KaH KETy CbI3bIKTbIK KarChipMaHbl KonAaHaTsIH 3 HaykacTa (1%), CTaHaapTTsl reMopponasKTOMuUS KediHae 6
nauwentre (8, 1%) xare JloHro onepauusce! kesiHae 2 Haykacta (11, 1%) bavikangbl.

CTpyKTypa XoHe Heri3ri TonTarbl PELMANB CHSKTbI Y3ak MEP3iMAI ackbiHynap, el 6ip xarqaina xargaviaa 0%; | 6akbiiay
T00bIHAA 6 HayKacTa aypyablH KavitanaHysl bavikanabl (8,1%), 12 xarnavina - aHanbzabl KaHanablH CTpykTypacsl (16,2%); Il
bakbinay To0bIHAa peunanBTiH 2 Xaraavibl (11,1%) xaHe kataHaayabiH 2 Xaraavibl (11,1%) 60n4bl.

CbI3bIKTbIK KarChipMaHbiH KOMEriMeH onepawms xacatkaH 162 naumeHr (76,4%), 26 Haykac (50 %) alLibik reMoppongaKkTo-
MUSIAaH 6TKeH, 6 Haykac (46,2 %) JToHro onepawmsicbiHaH KeviiH OMIpAIH XaKcbl CanachiH KapacTbip/bl.

Ocbinaila, aHaibAbl NPONancTsl eMAeyaiH Aepey HaTWXenepiH OaranaraHAa, Cbi3bIKTbl KAIChIDFBILTHI KOJ4aHFaH
XUpYprvsiHbi  GipHELLIe apThIKIbIIbFEI Oap. ADTbIKLbUTbIFEI TEXHUKAHBIH CaslbICThIDMA/bI  KAPaNaiibIMAbUIbiFbIHAA XOHE
PELMANBTEDAIH allbiC Ke3eHiHAe 6onmaybIHAa KepiHes.
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Xupypruqecxue METOoAbI Jie4eHUa aHaJIbHOro nponanca n ux

CpaBHUTEJIbHAA XapaKTepucTukKa

Xanunosa J1.®.
HayuHblii LieHtp Xupypruu um. M.A. Tonumbawesa, baky, AsepbaiigxaH

AHHOTaums

[py Hann4um aHanbHOro NPoaanca nPOBOAUTL ONEPALMU HA PbIXTION, U3bS3BIEHHON CIN3NUCTON aHaIbHOIO KaHana u3-
3a ee NPOBMCaHNS YPEBATO OMACHOCTBIO KDOBOTEYEHUS Kak BO BPEMS, Tak 1 0C/Ie onepaumn. Tak Xe BbiCoka BEPOSTHOCTb pe-
LumnanBa 3a00/1€BaHNS. LIenbto JaHHOr0 UCCNEeA0BaHUS SIBAISIETCS COABHUTL METOAbI ONEPAaLIMM, UCONb3YEMbIE DY aHATbHOM
nponarce, KOTOPbIV Yalle BCEro ConpoBOXAaeT reMoppovaanbHylo 60ne3Hb 4 ctaguu. B npoBognmoe Hamm uccneasoBaHue
BroyeHo 400 naumeHToB B Bo3pactHovi kateropum ot 20 go 71 roga, onepupoBanHbix ¢ 2006 no 2016 rog. Bce 60/ibHbie
Obinn pasaeneHbl Ha 3 rpynnbl. B ocHoBHyto rpynny Bowwn 308 (77,0%), naumeHToB, KOTOPAIM BbIMONHEHA reMOPPOUIIKTOMMS
JIMHENHBIM CTEMNEPOM. B KOHTPONbHYIO rpyny | BktoveHs! 74naumenta (18,5%), kotopsim npousBeseHa TUnnyHas OTkpbITas
remoppougakTomusi. KoHTposbHyto rpynny Il coctaBunm 60/bHbIE, KOTOPBIM BbIMONHEHA onepauusi o mMetogy JIoHro ¢ uc-
10/Ib30BaHNEM UMPKYASIPHOTO cTenepa PPH- 18 naunentos (4,5%). o gnvtensHocTv onepawms ¢ NPUMEHEHUEM JIMHEHOIO
cmBarens gamnace 22,9 + 0,4 muH. Knaccnyeckas onepauwsi no Munnnray-Mopraty anvnace B cpeaHem 34,9 =+ 0,8 muH.
Onepaums JloHro 3aHnmano B cpeaHem 29,3 + 1,2 muH. KpooteyeHue Bo Bpems onepauun Habmogam y 3 60bHbIX (1%)
PV MCMOb30BaHNN JINHENHOO cTennepa, y 6 60sbHbIX (8,1%) BO BpeMS CTaHAAPTHOM reMOpPPONAIKTOMUM 1 y 2 naLmeH-
108(11,1%) B0 Bpems onepavumm JloHro. OTAaneHHbIe OCIOXHEHMS, Takue Kak CTPUKTYDA M PELMUAMB B OCHOBHOM IDYINe H1 B
oaHom ciydae 0%; B KOHTPOsbHOV rpynne |y 6 60/bHbIX Habnoaamm peunans 3abonesanus (8,1%) , B 12cnyqaes - cTpukTypa
aHanbHoro kaHana (16,2%); B kontponbHovi rpynne Il 2cnyqas peunamsa (11,1%) n 2cnyqas ctpuktypsi (11,1%). Xopoimm
Ka4ecTBo xu3Hu coym 162 naumenta (76,4%), nepeHectimnx onepawuio ¢ MPUMEHEHUEM JIMHENHOro clunBaresns, 26 naiumex-
108(50%) nepeHecLLmnx OTKPLITYIO reMOPPOUAIKTOMUIO, U 6 naLmeHToB (46,2 %) nocne onepavm JIoHro.

Takum 06pa3oM, Mpu OLEHKE HEMOCPEACTBEHHbIX PE3Y/IbTATOB IEHEHUS aHA/IbHOI0 MPOoJIanca onepauus ¢ npuMeHe-
HUEM JINHEHOr0 CTennepa UMEET PSA NPENMYLLECTB. Bbipaxaetcs npenmyLyecTso B OTHOCUTENbHOM MPOCTOTE METOAM-

Kun, n oTCYyTCTBUE B OTAA/IEHHOM fepnoge peunansos.

Anal prolapse or prolapse of the mucous mem-
brane of the anal canal can be observed as an in-
dependent state and may accompany stage 4 hem-
orrhoidal disease. Muscle and fibroelastic tissues
that hold hemorrhoids in the anal canal, under the
influence of unfavorable factors are prone to degen-
erative changes, which leads to «slipping» and dis-
placement of the internal hemorrhoids in the distal
direction and later on the mucous membrane of the
anal canal. Anal prolapse develops. Maceration of
the falling out mucous membrane and anoderm, ul-
ceration of the epithelium, mucus drainage, regular,
often heavy bleeding significantly worsen the qual-
ity of life of patients.

In all stages, as well as in stage 4 hemorrhoids,
the classical Milligan-Morgan operation is used with
concomitant anal prolapse [1, 2]. Based on the lit-
erature data, a pronounced pain syndrome devel-
ops in 23-33% of operated patients. Reflex urinary
retention is observed in 14-27% of patients. In
5-7% of operated patients, it becomes bladder ato-
ny, requiring prolonged catheterization and medical
treatment [3,4]. 4-6% of operated patients develop
wound suppuration or early bleeding from the anus
[5,6] and 2-4% of patients develop a stricture of the
anal canal, insufficiency of the anal press and re-
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lapse of the disease [7]. Recent studies comparing
the open and closed Milligan-Morgan method were
published in 2015 [8]. Despite the slight advan-
tages in the early postoperative period, the authors
in the report indicate the absence of a statistically
significant difference between open and closed
hemorrhoidectomy with 3-4 stages of hemorrhoids.
The study lacks data on the presence or absence of
rectal or anal prolapse in patients.

Attempts to use a mechanical suture on circu-
lar staplers as a lifting operation in the treatment of
prolapses were first presented by A. Longo. [9,10].
In contrast to the previously proposed methods,
during this operation, the removal of hemorrhoids
is not provided.

Although for 20 years considerable experience
has been gained in the application of this technique,
unambiguous results have not been obtained and
data collection continues. The study, conducted by
Chinese scientists and published in 2015, involved
1411 patients. This conclusion of the Chinese scien-
tists comes down to the fact that in the presence of
anal prolapse, the technique of using the linear PPH
stapler has several advantages over standard hem-
orrhoidectomy. But in the presence of pronounced
prolapse of the mucous membrane and prolapse of

0B ABTOPAX
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Table 1.
Duration of operations

Table 2.
The frequency of bleeding
during surgery.

Average
duration

Core group
n=120

22,9+0,5

interventions
(min)

Control group |
n=62

34,9+0,8

Control group Il
n=18

29,3+1,2

hemorrhoidal nodes of stage 4, the probability of a
relapse of the disease is high [11].

There are clinical studies conducted from 2012
to 2014 in several clinics in Italy. The results of
these studies were merged and given in a publica-
tion in year 2016. The study included patients with
anal prolapse in combination with stage 3-4 hemor-
rhoids. After 12 months, recurrence of hemorrhoids
and prolapse was observed in 11 patients out of 621
(1.8%) and in 12 out of 58 patients (1.9%) [12,13].
R. Molloy and D. Kingsmore (2000) described a
case of severe pelvic sepsis after the use of a cir-
cular mucous-submucosal resection of the rectal
section in hemorrhoids [14]. L.P.Wong, J.K.Jiang,
S.C.Chang, J.K. Lin (2003) describe a case of rec-
tal perforation with the development of fecal perito-
nitis after circular stapler hemorrhoidectomy [15].

In 1988 VB Alexandrov and co-authors
[16,17,18,19] developed and introduced into prac-
tice the method of closed hemorrhoidectomy using
a mechanical suture. Yu. K. Bogomazov [20] con-
ducted a comparative assessment of the use of a
linear stapler and the operation of Milligan-Morgan
[20] in his dissertation work. In the study it was
found that postoperative pain is less pronounced
in patients of the main group; the decrease in the
intensity of pain syndrome is more dynamic in pa-
tients of the main group; the need for analgesics,
including narcotic ones, is higher in patients of the
control group. This paper does not focus on the
category of patients - the presence or absence of
anal prolapse. Despite the positive opinion on the
use of a linear stapler, the technique was not widely
used and did not receive recommendations as an
option for surgery in the treatment of hemorrhoidal
disease. There is also no indication of the possibil-
ity of using a linear mechanical suture for the treat-
ment of anal prolapse of both an isolated disease
and the accompanying hemorrhoidal disease. In
the literature, there are no data on the compara-
tive evaluation of clinical results, in the early and
long-term periods, after circular resection of the
mucous-submucous layer of the lower ampullae
of the rectum, standard hemorrhoidectomy and
hemorrhoidectomy using a linear stapler with anal
prolapse.

Thus, the relevance of research on the treat-
ment of hemorrhoids with the presence of anal pro-

Control |
6(8,1%)

Intraoperative

bleeding 3(01,0%)

lapse, a comparative study of clinical results in the
early and long-term after circular resection of the
mucous-submucosal layer of the lower ampullae of
the rectum, standard hemorrhoidectomy and hem-
orrhoidectomy using a linear stapler during anal
prolapse is obvious.

The purpose of this work is to improve the re-
sults of surgical treatment of anal prolapse and
hemorrhoidal disease of stage IV.

The main content of the work

In our study, 400 patients were included in the
age category from 20 to 71 years old, of which 334
(83.5%) were men and 66 (16.5%) women operated
from 2006 to 2016. All patients were divided into
3 groups. The main group included 308 (77.0%)
patients who underwent hemorrhoidectomy with a
linear stapler UO-40. The control group I included
74 patients (18.5%), who produced a typical open
hemorrhoidectomy using an electrocoagulator. The
control group Il consisted of patients who under-
went circular hemorrhoidopexy according to the
Longo method using the PPH-01 tool kit specially
designed and manufactured by Ethicon (USA) for
-18 patients (4.5%).

During the Longo operation, excision of the
external hemorrhoidal tissue was not performed at
the beginning of the study. But after 2 patients were
observed postoperative thrombosis of the external
nodes, excision of external hemorrhoids is consid-
ered mandatory.

The main criteria for evaluating the immediate
results of the intervention in patients of the stud-
ied groups were: the duration of the operation; fre-
quency of bleeding during and after surgery; sever-
ity and duration of pain; the presence of strictures
and recurrence of the disease; quality of life after
surgery.

The duration of the operation using a linear sta-
pler lasted 22.9 + 0.4 minutes. The classic Milligan-
Morgan operation lasted an average of 34.9 + 0.8
min. This is an average of 52.2% longer than the
operation using a linear stapler (p <0.001). Opera-
tion Longo took an average of 29.3 + 1.2 min. (Table
1). This is 28% longer than the surgery performed in
the main group (p1<0.001) and 15.9% shorter than
standard hemorrhoidectomy (p2 <0.01).

Thus, over time, the average duration of sur-
gery using a linear stapler was significantly less by

Control Il

2(11,1%) 11(2,8%)
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Complications Basic Control | Control I p
Bleeding 1(0,3%) 3(4,1%) 2 (11,1%)
Edema 0 8(10,8%) 4(22,2%) <0,01

Complication

Relapse 0(0%)

Control |
6 (8,1%)

Control i

2 (11,1%) <0.01

Stricture 0 (0%)

12 (16.2%)

2 (11,1%)

52.2% compared with standard hemorrhoidectomy
and 28% less compared with hemorrhoidopexy us-
ing the Longo method in the presence of anal pro-
lapse.

Bleeding during surgery was only in 11 (2.8 +
0.8%) patients out of 400. Of these, in 3 patients
(1+0.6%) using a linear stapler, in 6 patients (8.1
+ 3, 2%) during standard hemorrhoidectomy and
in 2 patients (11.1 + 7.4%) during Longo surgery.
(table 2). As can be seen from the results of the
study, the lowest probability of blood loss during
surgery was when using a linear stapler — only 1%
(p <0.01).

As pain developed, pain relievers were admin-
istered to patients. Their purpose depended on the
degree of pain (on a 5-point scale depending on the
patient). The intensity of pain after surgery using a
linear stapler averaged 4.71 + 0.03 points; 3.05 £
0.02 points on the first day after surgery; 2.41 £+
0.03 points on the 7th day after the operation and
0.03 + 0.03 points 40 days after the operation. The
intensity of pain after standard hemorrhoidectomy
averaged 4.89 + 0.04 points; 3.39 + 0.07 points
on the first day after surgery; 2.77 = 0.06 points
on the 7th day after the operation and 0.57 + 0.09
points 40 days after the operation. The intensity of
pain after surgery Longo with the use of a circular
stapler 4,17 + 0,19 points; 3.11 + 0.2 points on the
first day after surgery; 2.39 + 0.18 points on the
7th day and 0.39 + 09.14 points 40 days after the
operation. The differences were statistically signifi-
cant (p <0.01).

Early postoperative complications (Table 4)
were noted in 1 (0.3 + 0.3%) patients operated
on with the use of a linear stapler (bleeding), in 11
(14.9%) who had undergone classical hemorrhoid-
ectomy. Of these, 8 patients (10.8 + 3.6%) had ex-
ternal edema of interstitial bridges, 3 had bleeding
(4.1 £ 1.2%). 6 cases of complications in the early
postoperative period in patients undergoing Lon-
go’s surgery, of these 4 cases (22.2 + 9.8%) per
edema and 2 cases (11.1 = 7.4%) of postoperative
bleeding (p <0, 01).

Long-term complications (Table 5), such as
stricture and relapse in the main group, in no case
0%; in the control group I only in 18 people. Of
these, 6 of the disease relapse (8.1 + 3.2%) and
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12 cases of stricture (16.2 + 4.3%, p <0.01); in
the control group Il in 4 patients, which is 22.2%.
Of these, 2 relapses (11.1 + 7.4%) and 2 cases of
stricture (11.1 = 7.4%, p <0.01).

Analysis of the quality of patients’s life was car-
ried out by the method of questioning. A subjective
assessment was considered: the absence of tissue
prolapse and at rest and during straining the ab-
sence of secretions (mucous, blood), the presence
of painless bowel movements. At the same time, a
good quality of life was considered in 162 patients
(76.4 +2.9%) who underwent surgery using a linear
stapler, in 26 patients (50 + 6.6%) who underwent
open hemorrhoidectomy, and in 6 patients (46 + 13,
8%) after surgery Longo (p <0.01).

Thus, when evaluating the immediate results of
anal prolapse treatment with surgery using a linear
stapler has several advantages over resection of
the mucous-submucosal layer with a circular sta-
pler and over classical hemorrhoidectomy, which
is also used in the presence of anal prolapse. The
advantage is expressed in the relative simplicity of
the method (the ability to revise the linear seam and
ease of access to it), and the lack of a long-term
recurrence period. With the application of UKL, the
problems of hemorrhoids and prolapse are solved
simultaneously; the connective tissue framework,
which forms at the site of the staples, simulates the
original ligamentous apparatus, forms a kind of anal
framework, which prevents the mucous membrane
from sagging again.

When using a circular stapler with a high su-
ture position, it is possible to correct the mucosal
prolapse, but hemorrhoropexy cannot be achieved.
With a low position of the circular suture, a pro-
nounced pain syndrome is possible, and the prob-
lem of prolapse of the anal mucosa is not solved.
However, the method is somewhat inferior to the
method of Longo in less trauma and, as a result, a
more pronounced pain syndrome, provided that the
circular mucous-submucous resection is not sup-
plemented by external hemorrhoidectomy. Taking
into account all the pros and cons, in the presence
of anal prolapse, the use of a stapling apparatus is
more appropriate than the use of a circular stapler,
and even more so the use of the Milligan-Morgan
operation.

Table 4.

The frequency of early post-

operative complications

Table 5.
The frequency of compli-

cations in the late postop-

erative period
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Findings

1.

2.

5.

Surgical treatment of anal prolapse using a
linear stapler is a pathogenetically based,
radical method, which allows to achieve good
results.

The elimination of anal prolapse using a linear
stapler allows you to minimize pain, to avoid
bleeding during surgery and in the early post-
operative period. The use of a linear stapler for
hemorrhoidectomy makes it possible to avoid
such complications as insufficiency of the anal
sphincter and anal stricture in the late postop-
erative period.

Linear mucous-submucous resection prevents
the building up of the walls of the anal sac
cannula, forming a fibrous linear framework
that prevents prolapse recurrence.
Technically, the technique of using a mechani-
cal stapler is simple to perform and does not
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the time of the operation even with pronounced
anal prolapse and hyperplastic hemorrhoids.

Practical recommendations

1.

Hemorrhoidectomy using a linear stapler is
indicated for stage 3-4 hemorrhoidal disease,
accompanied by anal prolapse.

Perhaps the widespread use of the device
in macerated mucous and thick vascular
pedicle.

After hemorrhoidectomy with the use of a lin-
ear stapler, preventive therapy with analgesic
drugs is shown, although the pain syndrome
with this technique is moderate.

Despite the advantages of hemorrhoidectomy
with a linear stapler who underwent this op-
eration, it is necessary to comply with all tra-
ditional recommendations.

1.

Milligan E., Morgan G., et al. Surgical anatomy of the
anal canal and operative treatment of hemorrhoids. Lan-
cet, 1937, 2:1119-1124

Milligan E.T. Surgical anatomy of the anal canal and op-
erative treatment of haemorrhoids. / Milligan E.T., Mor-
gan G.N., Jones

Fedorov V.D. Proctology / Fedorov VD, Dultsev Yu.V. //
M.: Medicine, 1984.-383 p.

Nychkin S.G. Electroradiosurgical hemorrhoidectomy
is a new trend in proctology. / Nychkin S.G., Kuzminov
A.M. // Problems of Coloproctology .- M., 2000.- P. 153
Hoff S.D. Ambulatory surgical haemorrhoidectomy and
solution to postoperative urinary retention? / Hoff S.D.,
Bailey H.R., Butts D.R. // Dis. Colon Rectum.- 1994.-
Vol.37,N12.- P1242-1244.  Hoff S.D. Ambulatory sur-
gical haemorrhoidectomy and solution to postoperative
urinary retention? / Hoff S.D., Bailey H.R., Butts D.R. //
Dis. Colon Rectum .- 1994.- Vol.37, N12.- P.1242-1244.
Corno F. Complication of the surgical treatment of haemor-
rhoids and it’s therapy. / Corno F.,, Muratore A., Mistrangelo
M. // Ann-ltal-Chir.- 1995.- Vol.66,N6.-P.813-816.

Shalaby R1, Desoky A.//Randomized clinical trial of
stapled versus Milligan-Morgan haemorrhoidectomy.//
BrJ Surg. 2001 Aug;88(8):1049-53.

Majeed S, Naqvi SR, Tarig M, Ali MA.//Comparison of
open andclosed techniques of hemorrhoidectomy in
trms of post-operative complications.// Med Coll Ab-
bottabad. 2015 Oct-Dec;27(4):791-3

Longo A. Stapled anopexy and stapled hemorrhoidecto-
my: two opposite concepts and procedures. // Diseases
Colon Rectum, 2002, Vol. 45, N4,-p. 571-572.

. Longo A. Treatment of hemorroids desease by reduc-

tion of mucosa and hemorroidal prolapse with a circular
suturing device: a new procedure. // 6 World Congress
of Endoscopic Surgery. Rome, 1998, - p. 777-784.

. (article in Chinese) He P1, Chen H. Meta-analysis of

randomized controlled trials comparing procedure for
prolapse and hemorrhoids with Milligan-Morgan hem-
orrhoidectomy in the treatment of prolapsed hemor-

12.

13.

14.

15.

16.

17.

18.

19.

20.

rhoids. Zhonghua Wei Chang Wai Ke Za Zhi. 2015
Dec;18(12):1224-30.

Rondelli F1, Mariani L, Tassi A, Stella P, Mariani PG,
Bistoni G, Mariani E.//Closed hemorrhoidectomy with
linear stapler: a consecutive series of 300 patients.// In
Vivo. 2011 Nov-Dec;25(6):1003-7.

Sturiale A1, Fabiani B2, Menconi C2, Cafaro D2, Fusco
F2, Bellio G3, Schiano di Visconte M3, Naldini G2.//
Long-term results after stapled hemorrhoidopexy: a
survey study with mean follow-up of 12 years.// Tech
Coloproctol. 2018 Sep;22(9):689-696. doi: 10.1007/
510151-018-1860-8. Epub 2018 Oct 4.

Molloy R., Kingsmore D. Life threatening pelvic sepsis
after stapled haemorroidectomy. // The Lancet. - 2000.
-vol. 355, N2 4. - p. 810.

Wong L., Jiang J., Chang S., Lin J. Rectal perforation:
a life threatening complication of stapled hemorrhoid-
ectomy: report of a case. // Diseases Colon Rectum. -
2003, Vol. 46, Ne 1. - p. 116-117.

Aleksandrov V.B. Original hemorrhoidectomy technique
using a mechanical suture. / Aleksandrov VB, Sukhov
B.S. et al. // Problems of rehabilitation of proctologic
patients. - Minsk, 1998, pp.35-38.

Aleksandrov V.B. Closed method of hemorrhoidectomy
with the use of a mechanical suture / Aleksandrov VB,
Gadzhiev Gl, Bogomazov Yu.K., Zorin S.A. // Actual is-
sues of Coloproctology. - Rostov n /a, 2001. -C. 125
Dultsev Yu.V. Hemorrhoidectomy using stapling ma-
chines. // Dultsev Yu.V., Titov Yu.A., Kalanov R.G. //
Surgery.- 1989. Ne2.-C.115-118

Alexandrov V. Original method of hemorroidectomy with
stapled suture.//Alexandrov V., Suchov B., Tichonov E., Vi-
nogradov V. // Central European Congress of Coloproctol-
ogy and Viscerosynthesis 5th.- Brno, 1999/- P. 185.
Moskva n/d, 2007. -S. 63-65. Bogomazov Yu.K. Com-
parative evaluation of the surgical treatment of chronic
hemorrhoids using a mechanical suture and a closed
standard hemorrhoidectomy —Moskva n / d, 2007. —C.
63-65

BECTHUK XUPYPTUN KA3AXCTAHA N2 2 - 2019



Il. XUPYPTU4

THE ROLE OF TRANSARTERIAL
CHEMOEMBOLIZATION IN THE TREATMENT OF
HEPATOCELLULAR CARCINOMA IN THE STAGE
B OF BCLC

Tajibayev T.K., Medeubekov U.Sh., Chormanov A.T.,

Kaniev Sh.A., Issamatov B.K., MD, Baimakhanov B.B.
JSC “National scientific center of surgery named after A.N.Syzganov”, Almaty, Kazakhstan

Abstract

Hepatocellular carcinoma is the most common primary tumor pathology of the liver (> 85%), an aggressive course
with an unfavorable prognosis. Objective: To analyze the results of transarterial chemoembolization in the intermedi-
ate stage of hepatocellular carcinoma. Materials and methods: The study was conducted on the basis of the JSC
“National Scientific Center of Surgery” named after A.N. Syzganov in the period 2013-2018. Statistical calculations
were performed using Excel, SPSS Statistics by estimating the survival rate using the Kaplan-Meier method. Results:
The study included 58 patients with HCC in the B stage of BCLC. The average age of the patients was 60.4 years. The
follow-up period was 6—64 months. In 42 patients, the test results for viral hepatitis were positive. 58 patients under-
went 103 TACE interventions. After chemoembolization, 8 patients subsequently underwent surgery (liver resection).
The one-year survival after TACE in the total cohort was 42%, 2-year - 15% and 3-year - 5%, respectively. In patients
older than 60 and 70 years, the 3-year and 5-year survival rates were 0%, the one-year survival rate of the subjects
studied in the group over 70 years old was 14.3%. The survival rate among patients in stage B on the Chile-Pugh scale
was significantly lower to patients in stage A (82% versus 56 % for 6 months and 50% versus 31% for the year, respec-
tively). Statistically significant differences were found in the group with a substantial increase in AFP (> 1000 IU / ml),
the Kaplan-Meier survival curve showed a survival rate of 0% after 18 months since the first TACE. Six months after
TACE contrast enhanced CT was performed on 36 patients, of which 15 patients showed positive dynamics, in the form
of a reduction in size or transformation of the formation, in 6 patients a negative dynamics in the form of an increase in
the size of the formation. Conclusion: Despite the small number of patients studied, TACE showed good results in the
intermediate stage of HCC. Elderly and senile age, a high degree of liver dysfunction, as well as high AFP values are
additional factors that dramatically reduce the life expectancy of patients after TACE with HCC in stage B-BCLC.

B-BCLC caTbiCbiHAaFbl renaTouennonsapibl KapuMHOMaHbIH emaeyiHae

TpaHcapTepuanabl XMMM03M60HM3aI.|,VISIHbIH, peni

Tapxunoaes T.K., Megey6ekos Y.Ll., YopmaHos A.T.,

Kanwues Lll.A., UIcamaToB b.K., baiitmaxaHoB b.b.
«A.H. Cbi3FaHOB aTbiHAaFbl YNTThIK FbINbIMY XUPYPrus opTanbiFbi» AK, Anmartel, KasakcraH

Axparna

lenarovLennonspbik kKapLuHoma - 6y 6aybipAbIH eH Heri3ri TapasnraH naronoruscsl (> 85 %), konasicel3 6omxamzabl arpeccuBri
Kypc. Makcarsl: renatoLenonspblk KapUUHOMAaHbIH apanblK CaTbiChiHAAa TPAHCAPTEPUAbl XUMNOIMOOUSICHIHBIH
HatuxenepiH Tangay. Marepmangap men agictep: 3eprrey 2013-2018 xvingapaarsl A.H. Cbi3FraHOB atbiHAarbl «YITTbIK
FbUTLIMU XUPYPIVS OPTaNbiFbl» 6a3ackibaa erkisingi. CratucTvkansik ecenteynep Excel, SPSS cratuctukacs! 6osibiHLa Kaplan-
Meier apiciH KonaaHbin emip cypy XvinaamabiesiH 6aranay apkputbl opbinaanasl. Hatmxenepi: 3eprreyse K 6ap 58 Haykac
BCLC apanwik catvicbiHaa 6onasl. MaumeHTTepain optaiua xacs 60,4 xactsi Kypagbl. bakbinay ke3eHi 6-64 aii 6ongbl. 58
Haykacka 103 TAX3 xacanbiHasl. Xummuambonm3auvsaaH kesiin 8 Haykac KesiiH allibik XupyprusiiibiK oTa (6aybipabiH pe3ek-
wumsicsl) xacanbiHasl. TAXS aeH keviiH 6ip Xbuiblk emip cypy kepceTkiwwi 42%, 2 xvin - 15% xoHe 3 xbu1 - 5% 6omgsl. 60
xacrar 70 xacka geviHri xactarsl Haykactapaa 3 XbligblK XaHe 5 Xvingblk emip cypy kepcetkili 0% 6onasi, 70 xacraH
ackaH TonTarsl OIp XbUiAblK emip cypy AeHredi 14,3% kypaabl. Yaina-llbio wkanack 6ovibiHILA B ke3eHiHAeri naumeHTTepin
emip cypy AeHresii A Ke3eHinaeri HaykactapaiaH aiTapsibikTaii TomeH 6osraH (82%rFa kapchl 56 % 6 aii iwinae, 50%rFa Kapcbl
31% 6ip xwvin iwinge). A@I1 (> 1000 IU / ml) peHreviingeri aviksiH 6asikanraH TonTa CTaTuCTUKasblk TypFbiAaH anTapbKTai
aviblpMaLLbUTbIKTap Gavikanabl, GipiHiwi TAX3-aeH b6actan 18 avigaH keviin KannaH-Meepaiy rpagur kepcerilui 0% kepcerTi.
TAX3 neH keviin KT antbi aii e1keH coH 36 Haykacka 3epTTey Xypri3ingi, OHblH iLLiHAE 15 nauneHT GopMaunsiHbiH MeALIEPIH
asaiiy Hemece TypaeHAIpY TypiHAe OH AMHAMUKAChIH KepceTTi, 6 HaykacTa Tepic auHamvika 60abl. KopbiTeingbl: 3ept-
TENIreH HaykacTaplbiH a3fbiFbiHa KapamactaH, TAXO TLK-4iH apanbik catbiChiHAa XaKChl HOTUXENEP KOPCETTI. KapT xachl,
baybip ANCPHYHKUMSICIHBIH XOFapbl IBPEXECI, COHAal-ak Xorapsl ADIT kepcertkiwwi [LIK-HbiH B-BCLC carbicbiHaa emip cypy
V3aKTbiFbIH aiTap/IbIKTal TOMEHAETETIH KOCkIMLLA PaKTopAap 6OMbIN CaHANAAbI.
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Ponb TpaHcapTepuanbHOW XMMMO3MO0ONM3aL UM NpPU JieYeHUU

renaTouennioNapHoin KapunoHomel B ctagun B-BCLC

Tapxuoaes T.K., Mepey6ekos Y.Ll., YopmaHnos A.T.,

Kanwues Lll.A., UcamaToB b.K., BaiitmaxaHoB b.5.
AO «HauuoHanbHbIn HayyHbIA LEeHTP xupyprum uM. A.H.CbidraHoBa, Anmarsl, Kagaxcra

AHHOTayms

lenatouenntonspHas kapynHoma - camas Yactas nepBuYHas onyxoaeBas natonorns nevenm (>85%), arpeccuBHoro
Te4eHns ¢ HebnaronpusTHeIM NPorHo3om. Ljens: [poaHann3npoBarb pe3ynbTaTel TDAHCAPTEPUATILHON XUMUOIMOOIN-
3aunn B NPOMEXYTOYHOM CTaaum renatoLesonsapHoi kapunHomsl. Matepuansl u metoabl: ViccrnenoBaque nposo-
Annock Ha 6a3e AO «HaumoHanbHbIi Hay4HbIN LEeHTP xupyprm» um A.H.CbizraHosa B nepuoge 2013-2018 rogel. Cra-
TUCTUYECKUE PACYETHI MPOBOANINCH C MPUMEHEHNEM nporpammsl Excel, SPSS Statistics myTem oLeHKu BbIXMBAEMOCTH
metonom Kannaxwa-Maviepa. Pe3ynbtatel: B nccienoBanne 6buin BKI0YeHb 58 naunentoB ¢ MUK B npomMexyToyHoi
cragmmn no BCLC. CpegHwii Bo3pact nauneHTos 6bi1o 60,4 net. [lepnos HabnogeHns nayneHToB coctasui 6-64 me-
caya. Y 42 naumeHToB pe3ysibTarbi TECTOB HA BUPYCHbIE renatuTbl ObUN MON0XUTENbHIMU. 58 nauneHTam BbinoIHEHO
103 BmewarensctBa TAXS. locne xummuoambonan3saumum 8 naumeHToB B MOCAEAYIOLIEM EPEHECN OTKPbITbIE Ornepa-
TUBHbIE BMELLATENbCTBA (Pe3eKuyns neqexn). foanydHas BoixuBaeMocTb nocne TAXS B obuieli koropte octaBun 42%,
2x-rogu4Has — 15 % un 3x-rognyxas - 5% cooTBeTcTBeHHO. Y naumneHToB crapiue 60 n 70 net 3x NeTHSS n 5 1eTHSS BbIXu-
BaemocTs coctasuna (0%, roanyHasi BoXMBaeMOoCTb uccaeayembix B rpynne crapiue 70 net coctaBuna 14,3 %. lpoueHt
BbIXUBAEMOCTY CPEAN NALMEHTOB B CTaann B no wkane Yavin-l1bto 3HaYnTeNbHO YCTynaam naumneHTam B cragmm A (82%
npotuB 56 % B Tevexne 6 mecaues u 50% npotu 31% B TedeHUe rofa CoOTBETCTBEHHO). CTaTMCTUHECKU 3HAYMMbIE Pa3-
JINYUS BbISIBIIEHBI Y TPYNMNbI C BbipaXeHHbIM noBbieHnem AQI (>1000 IU/ml), kpusas Bbixneaemoctn KannaHa-Masiepa
noka3ana Bbixneaemocts 0% cnycts 18 mecsues ¢ MomeHTa nepsoro TAX3. Yepes 6 mecaues nocne TAX3 KT nccneno-
BaHNe C KOHTPACTHLIM yCUIeHUeM Obiio poBeAeHo 36 nayneHTam, u3 Hux y 15 naumeHToB 0TMEHanach noaoXuTeIbHas
JANHaMVKa, B BUJE YMEHbLLEHUS PA3MEPOB Uy TpaHCPopMaymn 06pa3oBanHus, y 6 naLuneHToB 0TpULaTebHas ANHaMU-
Ka — B BUJie yBeNM4eHNs pasMepoB 0bpasoanHus. 3aknoyerHune: HecMotps Ha HEBOMbLLIOE KOMMYECTBO NCCEAYEMbIX
naumenToB, TAX3 noka3an xopoune pe3ynbratel B IPOMEXyTOYHOM cTaauum K. [Toxunoii n cTapyeckuii BO3PacT, BbiCO-
Kasi CTeneHb HapylueHns yHKLMM neyeHn, a Tak Xe Bbicokue 3Haqenns ADIT SBSI0TCs JONONHNTEIbHBIMU GaKTOpaMy,

DPE3K0 CHUXaKLMMN MPOJOIXUTENLHOCTb XU3HM nauneHToB nocae TAX3 ¢ 'K B ctagun B-BCLC.

Introduction

Hepatocellular carcinoma (HCC) is the most
common primary tumor pathology of the liver (>
85%), an aggressive course with an unfavorable
prognosis - 5 years of survival does not exceed
15% [1]. Among the causes of cancer mortality in
the world, HCR ranks 2nd - about 746,000 patients
died in 2012 [2], [3].

According to various sources, in patients with
hepatocellular cancer, the diagnosis of concomitant
cirrhosis varies from 30 to 80% [4]. In the etiology
of HCC, the leading theory is the theory of viral
carcinogenesis, which is a complex and multi-step
process. The risk groups for HCC are patients with
cirrhosis of any etiology, chronic viral hepatitis,
alcoholic and nonalcoholic steatohepatitis, hemo-
chromatosis [5].

Currently, the generally accepted and wide-
spread classification of HCC is the Barcelona
Clinical Liver Classification (BCLC, Barcelona Clinic
Liver Cancer), which takes into account the preva-
lence of the tumor process, the functional state of
the liver, the objective state of the patient and the
intended effectiveness of the treatment. People
with hepatocellular carcinoma in the intermediate
(B by BCLC) stage have large, multiple cancer nod-

ules, without severe liver failure and macrovascular
invasion [6].

Transcatheter  arterial  chemoembolization
(TACE) is the widely used treatment for unresect-
able HCC. In early stages it is not recommended as
first line therapy because of a effectiveness lower
than surgery and percutaneous ablation (7); so it
represents the treatment of choice in the intermedi-
ate HCC and selected cases of advanced HCC. The
main goal of this approach is to a obtain tumor ne-
crosis, local neoplastic control, with preserving as
much as possible remainder functional liver.

In the presence of all possible types of surgical
intervention (transplantation, liver resection), cor-
rect interpretation of the results of local (TACE, ab-
lation) and systemic effects is extremely important.
Timely rejection of locoregional exposure with a
predicted low efficacy of repeated TACE and timely
initiation of systemic therapy increases the life ex-
pectancy of patients with HCC BCLC B (8).

For untreated HCC in stage B (the expected me-
dian of the agent is 16 months [9], [10] or 49% by
2 years [9]. According to a meta-analysis of clini-
cal studies, chemoembolization increases survival
in this group of patients up to 19-210 months [9].
However, here, in the intermediate stage, there is
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n=58 %
Gender Fomalo %4 v
Degree of liver damage [oro-rudh A 38 65,5
: %€ [Child-Pugh B 20 345
HBV + 21 36,2

HCV + 18 31

HBY and HCY Both positive 3 51
Both negative 16 276

HBV, hepatitis B virus; HCV, hepatitis C virus.

Age (n=50)

Survival (%)

less than 1 year 1-year 3-years
30-39y (n=2) 50 50 50 0
40-49y (n=2) 50 50 0 0
50-59 y (n=29) 65,5 37,9 34,4 3,4
60-69 y (n=10) 100 100 0 0
70-79 y (n=7) 85,7 14,3 0 0

a significant heterogeneity of the median of overall
survival - from 36—45 months [11], [12] with a good
immediate effect of TACE, up to 11 months with no
further treatment (placebo group from the study
SHARP for BCLC B patients [13].

This article analyzes the results of TACE and its
value at the intermediate stage of HCC.

Purpose

To analyze the results of transarterial chemo-
embolization in the intermediate stage of hepato-
cellular carcinoma.

Material and methods

The study was conducted on the basis of the
JSC «National Scientific Center of Surgery» named
after A.N. Syzganov in the period 2013-2018. All
subjects underwent blood sampling for routine
laboratory tests; alpha-fetoprotein (AFP) level; the
presence of hepatitis B, C; ultrasound examination
of the liver and CT. When analyzing survival, patients
were divided into the following categories: gender,
age, degree of liver function damage according to
Child-Pugh, the presence of viral hepatitis B and C,
and the level of AFP. It is worth noting that the study
did not analyze the survival of patients depending
on the number and size of HCC nodes, invasion
of tumor in the hepatic or portal vein, as well as
the number and combination of chemotherapeutic
agents during TACE. Statistical calculations were
performed using Excel, SPSS Statistics by esti-
mating the survival rate using the Kaplan-Meier
method.

Results
The study included 58 patients with HCC in the
intermediate stage of BCLC. The average age of the
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patients was 60.4 years. The follow-up period was
6—64 months. The average duration of stay in the
hospital was 7.2 days.

According to statistics, the study prevailed men
over women, 34 to 24, respectively. The patients
were also distributed according to the degree of
liver damage and the results of viral hepatitis in the
blood (Table 1).

The procedure of transarterial chemoemboliza-
tion was carried out with the use of Doxorubicin in
dosages of 50 mg in combination with Lipiodol or
embolizing microspheres of different diameters.
In many cases, TACE was conducted with an in-
tercourse interval of 1.5-2 months. Thus, only 58
patients underwent 103 TACE interventions in iso-
lation, of which 18 patients underwent 2 courses
of TACE, 10 patients — 3 courses, 5 patients — 4
courses, 3 patients — 5 courses and in 1 case 6
courses, respectively.

The study period of survival was 6-64 months,
the overall survival of the entire cohort of patients
correlated with world literature data (Figure 1).

One-year survival after TACE in the total cohort
left 42%, 2-years- 15% and 3-years - 5%, respec-
tively. It is worth noting that the patient’s comorbid
background, as well as complications such as por-
tal vein thrombosis, were not considered here.

The study revealed the following statistically
significant differences: the influence of old age
(> 60 years old) is directly proportional to the de-
crease in survival, so in patients over 60 and 70
years old, 3 years and 5 years survival rate was
0%, moreover, the 1-year survival rate of the stud-
ied people in the group over 70 years old amount-
ed to 14.3% (Table 2). After chemoembolization,
8 patients subsequently underwent open surgery
(liver resection).

Table 1.
Features of patients.

Table 2.
Distribution by age of
patients.
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Fig 1.
Overall survival in total
cohort (n=58).

Fig 2.
Distribution by degree of
liver function damage.
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In the distribution of groups according to the
degree of liver tissue damage, we used the Child-
Pugh standard scale (Figure 2).

Taking into account the impaired liver function,
a comparative analysis of patient survival showed
the following changes: there were statistically sig-
nificant differences of 6 month and one year sur-
vival, so the percentage of survival among patients
in stage B on the Chile-Pugh scale was significantly
low in patients with stage A (82% vs. 56% within 6
months and 50% vs. 31% during the one year, re-
spectively). Moreover, one patient from the group
with a violation of the liver function of stage A ac-
cording to Child-Pugh lived up to 5 years.

The average AFP value was 399 IU/ml (12.7-
60500 IU/ml), while the median rate was 63.8 IU/ml
(Figure 3.). 34 patients were tested to determine the
level of AFP in the blood, according to these data,
the subjects were divided into 3 groups: group 1 -

patients with normal values or with a slight increase
of AFP (0-99 IU / ml), group 2d - 100-999 IU/ml and
3th group with a marked increase >1000 IU / ml.

In this category, patients with statistically sig-
nificant differences were found in the group with a
pronounced increase in AFP (> 1000 U / ml), the
Kaplan-Meier survival curve shows a survival rate
of 0% after 18 months since the first TACE. Thus, it
can be assumed that the level of AFP, in particular,
a pronounced increase in its value correlates with a
low survival rate.

Six months after the TACE contrast enhanced
CT was conducted in 36 patients (Figure 4), of
which changes were observed in 21 patients. In 15
patients, there was a positive trend, in the form of
a reduction in size or transformation of the forma-
tion, in 6 patients, a negative trend was observed
in the form of an increase in the size of the forma-
tion.
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We would like to note that in this study, the
number and size of nodes, the presence of con-
comitant pathology and the cause of death of the
patient were not taken into account, which requires
additional observation.

Conclusion

Summarizing the above results, we concluded
that, despite the small number of patients stud-
ied, TACE showed good results in the intermediate
stage of HCC.
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DETECTION OF CMV INFECTION BY BIOPSY
IN RECIPIENTS WITH KIDNEY GRAFT
DYSFUNCTION

Baimakhanov B.B., Ibragimov R.P., Enin E.A., Madadov I.K.,

Syrymov Zh.M., Belgibaev E.B., Dabyltaeva K.S.
National Scientific Center of Surgery named after A.N. Syzganov, Aimaty, Kazakhstan

Abstract

Kidney transplantation is the most effective and preferable treatment option of terminal stage of chronic
kidney disease. Nowadays kidney transplantation is well-developed modality and early graft and patient
survival rates overall the world greatly increased. But improvement of graft and patient survival rates in long-
term period remains to be problem. Beside the immunologic factors that causes either acute or chronic graft
rejection, there are another etiologic factors of graft rejection. Infections, particularly wide-spread in solid
organ recipients - cytomegalovirus infection (CMV), appears to be one of this etiologic factors. Mechanism
of injury of graft by cytomegalovirus remains to be unclear. Diagnostics of CMV is also a difficult objective.
In our institution we conducted an investigation aimed the detection of CMV by graft biopsy in patients with
graft dysfunction. The main objective of this investigation is the demonstration of efficacy of biopsy in diag-
nostics of CMV infection in graft dysfunction.

Byiipek TpaHcnnaHTaTbiHbIH AUCYHKUMACHI 6ap peuunueHTTepae

o6uoncus apkbuibl LLMB nHdeKUMSCbIH aHbIKTay

BaitmaxaHoe b.b., WGparumoe P.M., EHun E.A., Mapapgos U.K.,
CoipbimoB X.M., Benrn6aes E.Bb., flabbintaeBa K.C.
A.H. Cbi3raHOB aTbiHAAbl YATTHIK FbINLIMA XUPYPrus opTabiFbl, AnMathl, KasakcTaH

AHxpatna

byvipek TpaHcnnaHTauusCbl CO3blIMasbl OYIiPDEK aypybiHbIH TEPMUHAJIb/I CaTbIChIHBIH €H AP PEKTUBTI XaHe
TaHgaysel emaey Metoabl 0osbin caHanaasl. Kasipri taHga OyApek TPaHCINaHTaLMSIChl XOFapbl AeHrenne
JAaMblFaH XaHe epTe NnepuoaTarkl TPAHCINAHTATTbIH Tipi Kany KepceTkiluTepi Oykin fyHne O0sbIHILA KATTbl
Xakcapbl. bipak y3ak Mep3imgeri TpaHCnnaHTaTTbiF Tipi Kany KePCETKILLTEDIH XaKCapTy KUbIH Macese 60Jbin
7a0b171a4bl. TDAHCINAHTATTbI XEAEN XoHe CO3blIMasbl Kabbligamay peakumsceiHa ceben 60narbiH UMMYHO-
Jnorusbik cebentepaeH backa ga cebentep 6ap. Con cebentepre uHgekuns, acipece byHaaii Haykactap
apacelHaa KeH TapasnFaH, LUTOMErajaoBupyCTsl MHOEKUus xatagbl. LutomeranoBupyctsl MHOEKUMSHBIH
TPAHCIIAHTaTThl 3aKbIMAATY MeXaHn3Mi Ka3ipri TaHaa WweLinmMereH Macesne 00/bin 1abbinasl. Lintomerano-
BUPYCTbI UHGEKLMSHbIH INArHOCTUKACHI 1A 6Te KUbIH Tanchipma 60sbin caHanasbl. bi3aiH opTanbirbiMb3ha
Xacansln xatkaH 3epTTeyAiH MaKcatbl Oy/ipeK TpaHCnaHTaTbIHbIH ANCOYHKUMSCLI 6ap HaykacTapaa buon-
cus apkbiibl LIMB uHgekumns aHbiktay. byn 3epTTeyaiH 6acTbl Makcarsl TpaHcnaaHTaT 6uoncuscoiHbiH LIMB
UHQEKUMSChIHbIH aHbIKTayAarbl TUIMAINITIH ANENAEY.
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BoisieneHue nidekuuu LLIMB ¢ nomouubio 6Moncum y peLMnmeHToB

¢ aucoyHKLUMel NOYEe4YHOro TpaHCNNaHTaTa

BaiimaxaHoB b.b., U6parumos P.M., EnnH E.A., Mapapgos U.K.,

CoipbimoB XX.M., Benrn6aes E.b., labbintaeBa K.C.
HawuoHanbHbIM HayyHbIN LeHTP xupyprum um. A.H. CeisraHoBa, Anmarel, KazaxcraH

AHHOTaunsa

TpaHcnnaHTaUms noYkn SBASETCS Hanbonee 3PPekTUBHbIM 1 MPEANnoYNTaeMbIM METOAOM JIEHEHNs Tep-
MUHASIbHOV CTaANN XPOHUYECKOM 00e3HN noyek. Ha ceronHsiuHmi JeHb TPaHCINaHTaumus NoYeK pa3suta Ha
BbICLLEM YPOBHE 1 PaHHSS BbIXUBAEMOCTb TPAHCMIAHTATa M NAUMEHTA 110 BCEMY MUPY 3HAYUTESIbHO BO3POC/A.
OnHako ocTaeTcs npobnemoi yny4lueHne nokasareneii BbXMBAEMOCTY TPAHCIIAHTATA U NaLUueHTa B OTAaneH-
HoM nepunoge. [omumo UMMYHOOMMHECKUX aKTOPOB, BIUSIOLMX HA Pa3BUTUE KaK OCTPOI0, Tak 1 XDOHNYECKOro
OTTOPXEHNSI TPAHCIIAHTATa, UMEIOTCS U APYINe MPUYNHBI Pa3BUTHUS Peakummn OTTopxeHus. K Takum gaktopam
MOXHO OTHECTU UHMEKLMIO, 1, B YACTHOCTH, Hanbosee PacnpOCTPAHEHHYIO CPEAM IaHHOM KaTeropum naumeH-
TOB, LIUTOMEranoBupycHas uHgekums. OCTaeTcs HEPELLIEHHbIM BOMPOCOM MEXaHN3M MOBPEXAEHUS TDAHCIAH-
1aTa UMTOMErasloBUPYCHOM UHGEKLMEN. Takxe COXHOM 3aa4el SBNSETcs ANarHoCTKa LIMTOMEranoBupyCHOM
nHpekunn. Ha 6ase Haliero LeHTpa Mbl MPOBEN UCCIEN0BAHNE, LeNbio KOTOPOU sBsieTcs BbisieHne LIMB
MHPEKLMM C TOMOLLbIO OUOMCUM TOYEYHOO TPAHCIIAHTATA Y NALUMEHTOB C ANCPYHKUMEN TpaHCnaHTaTa. [nas-
HOVi 3a/1a4e¥ NCCIe0BaHNS SBIAETCS 10Ka3aTelbCTBO P OEKTMBHOCTY OUONCHM TDAHCIaHTaTa B ANArHOCTUKE

LIMB nHpekumm npy AUCOYHKUMSX TPaHCHAaHTaTa.

Introduction

Kidney transplantation nowadays is the best
therapeutic option for end-stage kidney disease.
Allograft survival after transplantation has improved
substantially over the past few decades dueto
improvedtherapeutic management, more precise
follow up and increased awareness of patients
about their disease [1,2,3]. On the other hand,
prevention of infectious complications are now
more potent, despite more intense and efficacious
immunosuppressive regimen [4].

Despite advances in short-term outcomes after
transplantation, long-term allograft survival has
improved only minimally. In a large US transplant
registry, the yearly attrition rate for allograft failure
at 5—10 years after transplant changed between
1989 and 2008, respectively, from 4.7% to 4.3% for
liver, from 10.9% to 10.1% for lung and from 6.4% to
5.1% for kidney transplant recipients [5, 6].

In our experience there is also an improvement
in graft and patient survival. For instance, 1-year
graft survival increased from 59.4% in 2012 to
94.80 % in 2017. Similar increase was seen in rates
of 1-year patient survival, from 75% in 2012 to 100
% in 2017.

Chronic allograft dysfunction has multifactorial
etiology: immunological (acute and chronic
antibody- and T cell-mediated rejection) and non-
immunological factors (delayed allograft function,

infections, hypertension and others comorbidities)
[7-9].

The great majority of renal transplant recipients
have latent cytomegalovirus (CMV) infection
[10], which in 20-60% of patients causes CMV
disease with clinical signs and symptoms of fever,
leucopenia and organ involvement [11].

Material and methods

We conducted a retrospective study of 54
kidney transplant patients with graft dysfunction.
All patients presented with elevated creatinine,
proteinuria,signs of graft rejection on ultrasound. Of
all patients, 33 were male and 21 female patients.
Mean age was 33.52y10.78 years. We performed
graft biopsy with Pro*Mag TM Biopsy Needle 16G.
All microslides were evaluated for CMV infection.

Biopsy material was sustained in 10% neutral
formalin solution.

Furtherly samples were dehydrated by standard
method in automatic tissue processor with closed
contour Termo SCIENTIFIC Excelsior AS. 4-5em
thick paraffin-embedded sections were made on
rotational microtom SakuraAccu-Cut SRM 200.

For a review study hematoxylin staining was
made on Termo SCIENTIFIC Gemini AS staining
station. Luminescence: section of material was
made on cryostat Leica CM 1950, with reagents
from TermoFicher Company. Finished microslides
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were reviewed by microscope: ZEISS AXIO
Imager Z 2 (Germany) with camera Axiocam 506
color and software ZEISS ZEN Imaging Software.
Luminescence was performed by Leica DM 4000 B
with dark-field microscopy Leica DFC 310 — FX .
Results

All patients were divided into 4 groups according
to the results. First group were patients with acute
graft rejection (TCMR) (n = 12), the second group
— were patients with chronic graft rejection (n=22),
the third group — chronic rejection associated with
focuses of acute rejection (n=12) and the fourth
group — patients with miscellaneous reasons of
graft dysfunction (De novo glomerulonephritis,
acute tubular necrosis, interstitial nephritis and
etc.)(n=8).

All patients were evaluated for serological
matchings as to the IgG status (D=donor and
R=recipient): D+/R+=45.3%, D-/R+=24.7%, D+/
R-=17.4%, and D-/R-=12.6%.

In first group in 2 cases CMV infection was
detected, whereas in second group no CMV
infection was seen (Pic. 1-2). However, in third
group, in patients with chronic graft rejection +
focuses of acute rejection also in 2 cases CMV
infection was detected (Pic. 3-4). In forth group no
CMV infection was detected. Thus, CMV infection
can be estimated as the one of the reasons of acute
graft rejection, but not chronic rejection or other
factors of graft rejection. The cases of acute graft
rejection were T-cell mediated rejection (TCMR),
that refers to as CMV infection contributes to T
cell activation and further rejection, but it is not
completely clear the exact mechanism by which it
acts.

Discussion

The serological status is a long-term prognostic
marker regardless of the development of the
disease. When D+/R- are compared with D-/R-,
there is a 28% increase in risk of graft loss, 36%
in the risk of death due to all causes, and eight-
fold the risk of dying by a viral infection. Serological
typing, therefore, is indicated for all donors and
recipients [12, 13].

Primo-infection refers to new-onset infection
and reactivation is considered as activation
previouslypersisting infection.CMV  disease is
characterized by the clinical syndrome in which
there are symptoms, such as fever, asthenia,
myalgia, leukopenia, thrombocytopenia, or hepatic
enzyme alterations, or by the invasive disease, in
which there is evidence of viral inclusion in cells of
organs or tissues, such as in the gastrointestinal
tract, liver, in the renal graft, lungs, bone marrow
and retina. The effects of CMV infection can be
classified as direct or indirect. The direct effects
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are infection and disease, as mentioned above.
The indirect effects observed are increased risk of
secondary infections, such as pneumocystosis and
other herpes viruses, and increased risk of acute
rejection and of chronic graft dysfunction [14].

Fig. 1
PAS staining.
Magnification x 200

Fig. 2
Azan trichome staining.
Magnification x 200.

Fig. 3
Immunohistochemistry -
C4d. Magnification x 200.

Fig. 4
Immune enzyme assay
CMV g8
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Quantitative blood polymerase chain reaction
(PCR) for cytomegalovirus (CMV) is used to
direct therapy in kidney transplant patients,
but cytomegalic inclusions are rarely found in
allograft renal biopsies even with an elevated
serum creatinine and apparent CMV disease. The
relationship between quantitative blood CMV and
renal allograft pathology is unknown. Liapis H.et. al.
have studied thirteen biopsy samples from patients
suspected of CMV disease, who had a buffy coat
CMV-PCR drawn within 2-5 days of a renal allograft
biopsy for an elevated creatinine. All were evaluated
for CMV pathologically, by light microscopy,
immunohistochemistry, in situ hybridization and
tissue PCR.Qualitative and quantitative buffy coat
CMV-PCR were positive in 10/13 (77%) patients.
Tissue CMV-PCR was positive in five (50%) biopsies,
including two with CMV inclusions and three with no
inclusions. Quantitative buffy coat CMV-PCR levels
did not correlate with detection of CMV inclusions
inrenal tissue. Paradoxically, quantitative buffy coat
CMV-PCR was low (239 and 538 copies/microg of
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Il. XUPYPTUSA

CATHETER ABLATION OF THE INCISIONAL
TACHYCARDIA AND ATRIAL FIBRILLATION.
WHAT ARE THE DIFFICULTIES?

Bizhanov K.A., Baimbetov A.K.,Yergeshov K.A., Bairamov B.A.,

Yakupova I.A., Seytbek M.K., Sagatov l.Y.
National Scientific Center of Surgery named after A.N. Syzganov, Aimaty, Kazakhstan

Abstract

Mitral valve disease, including dysfunction of the mitral valve, is often accompanied by atrial fibrillation.
Among the patients with prosthetic mitral valves, atrial fibrillation occurs in 30-50% cases. Development
of atrial arrhythmias and incisional tachycardia in the early and late postoperative periods can significantly
influence patients rehabilitation and prognosis. Our clinical case describes a patient with a mechanical
mitral valve and incisional tachycardia, which led to progression of heart failure and reduced left ventricular
systolic function. The patient underwent a catheter ablation with non-invasive myocardium mapping. The
case reveals the potentials of treatment of incisional tachycardia and atrial fibrillation, which do not respond
to drug therapy. Modern methods of visualization enable the cardiac surgeons to reduce possible intraop-
erative risks and development of complications in this group of patients.

UHUM3NANBIK TaXMKapAUSHbIH XaHe Xypekwenep GuopunnsaumsacbiHbiH KaTeTepnik

abnaumscsel. KaHgait kubiHgbIKTap Ke3peceqi?

BuxaHos K.9., BaumbeToB 9.K., Eprewos K.A., baiipamoB B.A.,
fkynoBa WU.A., Ceittoek M.K., Cararos I.E.
A.H. Cbi3raHOB aTbiHAAbl YATTHIK FbINLIMA XUPYPrus opTanbiFbl, AnMathl, KasakcTaH

AHpatna

Kaknakuwaneik annapartelH Natoa0rusiChl, OHbIH IlWIHAE MUTPanAbl KaknaklaHbly —AUCOYHKUMSCH Xui
Xypekienep Guopunngunsmer xypesi. Mutpanbabl KaknakluaHbl anmacTelpaTblH Haykactap apachiHia
30-50% xarnavinapaa xypekiwenep oubpunnaumscel 6onagsl. OtagaH KeiHri epre XoHe Kell Ke3eHze
XYPEKLENK TaxuapuTMusiiap MeH UHLUM3UOHAbIK TaxukapAusnapAblH navgga 00/ybl HaykactapAblH one-
pauusgaH KeviHri oHaayblHa MeH boxambiHa eneyni acep etyi MyMkiH. Con XaK KapbiHLIA MUOKaPAbIHbIH
CUCTONAJIbIK QYHKLMSICbIHBIH TOMEHAEYI MEH XYPEK XETKINIKCI3AIriHiH AamyblHa XoHE JeKOMIeHCaLnsICbiHa
ceben b6onFaH MexaHnKasblk MUTPaNAbl KaknakLua npoTesi XoHe MHLM3UOHbIK TaXuKapAusChl 0ap HayKacTbiH
KIMHUKabIK XafgavibiH YCbIHOAKMbI3. Haykacta MuokapATelH MHBA3WBTIK €MEC KapTachbiIMeH Katetepiik
abnsaumsicel TTi. by KIMHUKabIK MbICasl A8PMEKNEH eMAeYre Te3iMAI NHLUMNSTIbIK TaxukapausHbl XoHe
XYPEKIenixk — pubpunnsumnsHbl emaey MyMKIHAIrH Kepceteni. VIHTepBeHUMSIbIK BU3Yanu3aumnsnaynbiH
Kasipri 3amarrbl 9ICTEPI bIKTUMaJ 0nepaLmssibiK KayinTepai XoHe ackbiHy bIKTUMazblFblH OapbiHLLIA a3aiTa
anagbl.
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Kapanonorvs, apuTMooris XoHe
xupyprvs 6eni

Ji9pirepi, UHTEPBEHUNSTIbIK KaPANONOr
SlkynoBa Ununapa AXMeTXaHKbI3bl
- A.H. Cbi3raroB atbingars ¥FXO0
MHTEDBEHUNANIbIK KAPANOOTNS, apUTMO-
JI0rVst XaHe SHAO0BACKYNSPIbLIK XUPYpPrusi

i iHiH Aapirepi,
Ceiitoek Mengip KyaaribepreHkbi3bl
- A.H. Cbi3raHos atsirparsl ¥FXO

P us, ap
J10rvsi XaHe dHA0BACKYSPALIK XUpyprus

i iHiH Aapirepi, kap
CaratoB IHkap Epranuynsi - A.H.
Cbi3raHoB atbiHgars YFXO FolibiMu-3€pTTEY

i iMIHIH b:

Tyitin ce3pep

Kkaretepsik abnayus, Co3blIMaIbI
DEBMATUKATIBIK XYDEK aypybl,
KIMHUKAIIbIK OKWFa; XYPeKLIenep
ubpunayuacel; onepaunsgaH
KeUiHIi Taxukapans; XypekLenep
XbIbIILIKTAYbI; MUTDANAbIK
KaKmakLuaHbl aybICTbIPY, KapANO-
BEPTED-AEPUOPUIIATOP
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Aosarenbekux pabot AO «HHLIX nmenn A.H.
Chi3raHoBa»

KnioueBbie cnosa
KkareTepHas abnauus, xpoHuye-
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TpEeneTaHne npescepani;
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KateTepHaa aGnauus MHLM3NOHHON TaxmKapaum u Gubdpunaauumu npeacepami.

Kakue ObiBalOT CNOXHOCTU?

Buxanoe K.A., BaumbeToB A.K., Eprewos K.A., BaiipamoB B.A.,

dkynoea U.A., Celitoek M.K., Caratos U.E.
HaumnoHanbHbIn HayyHbIN LLEHTP xupyprum um. A.H. CeisraHoBa, Anmarel, KazaxcraH

AHHOTaymns

[latonorvs knanaHHoro annapara, B TOM YUCIe AUCQYHKUMS MUTPAJIbHOTO KarnaHa, Yacto COMpoBOX/a-
ercs pubpnnsauveri npeacepani. Cpeam 60bHbIX C MPOTE3NPOBAHNEM MUTPATILHOMO KnanaHa ¢uopwinaums
npeacepawi Betpeyaetcs B 30-50% cnyyaeB. Bo3HUKHOBEHNE MPEACEPAHbIX TaXUapUTMui U MHUM3NOHHBIX Ta-
XVIKaPAWV B PAHHEM 1 OTAANEHHOM MOCIEO0NEPALMOHHbIX MEPUOAAX MOXET CYLECTBEHHO BUSTH HA MOC/EONe-
DaLMOHHYI0 PeabuuTaLuio 1 MPorHo3 60/bHbIX. [DEACTABNEH KIIMHUYECKWI CyYal NaLmMeHTa C MEXaHNYECKUM
NPOTe30M MUTPA/ILHOIO KNanaHa v MHLIM3UOHHOV Taxvukapaned, KoTopas SBUIack NpuYnHoM nporpeccupoBaqms
1 IeKOMIeHcaLmy CepAeYHON HEAOCTaTO4HOCTA CO CHUXEHUEM CUCTOTIMHECKON QYHKLIMM MUOKAPAA IEBOTO Xe-
nypouka. llaunenTy BbirosHeHa KateTepHasi abnauusi ¢ HeMHBA3UBHbIM KapTUPOBaHUEM MUOKapaa. Ha faHHoM
KIIMHUHECKOM MPUMEPE MPOAEMOHCTPUPOBAHbI BO3MOXHOCTY JIEYEHNUS MHLM3NOHHOM Taxvkapami v ¢pubpunis-
Lnu NPeAcepanii, PE3NCTEHTHbIX K MEAKAMEHTO3HOMY sie4eHuto. COBPEMEHHbIE METO/bI BU3Yan3aumm BMe-
LIaTenbCTBa MO3BOMSIOT MUHUMU3NPOBATL BO3MOXHbIE MHTDAOMEPALMOHHBIE PUCKU U BEPOSITHOCTb Pa3BUTHS

OCJIOXHEHWIA.

Introduction

Pathology of the valvular apparatus is one of the
most common diseases of the cardiovascular sys-
tem. According to the Framingham study, the fre-
quency of occurrence of this defect is 19-21% in the
population. The failure of the mitral valve (MK) is of
the particular interest due to increased prevalence.

Disturbances in the valve lead to electrophysi-
ological and structural changes in the myocardium.
Reduction of the refractory period, as well as the
appearance of fibrosiscan contribute to the devel-
opment of cardiac arrhythmias. Thus, in natural
course of the disease, atrial fibrillation (AF) devel-
ops in 30-84% of patients with mitral valve pathol-
ogy [1].

The only method that improves the prognosis
of such patients is surgical correction of valvular
disease, which includes plastic or prosthetic repair
of the mitral valve. Surgery can also contribute to
increased myocardial trauma. The risk of AF or inci-
sional tachycardia in the postoperative period is not
excluded, further worsening the clinical picture and
prognosis of patients.

Material and methods

According to the results of a study of 48 pa-
tients after mitral valve replacement, patients with
a combined mitral valve lesion and sinus rhythm,
compared with patients with AF, showed lower dia-
stolic and systolic myocardial stress, which per-
sisted even in a remote period of observation. At
the background of sinus rhythm, the processes
of reverse myocardial remodeling in patients with
prosthetic mitral valve had more favorable course,
which is probably due to the recurrent mitral regur-
gitation [2]. It is also known that the effectiveness
of the rehabilitation of patients undergoing plastic
surgery or prosthetic repair of the mitral valve is
significantly higher in restoring and maintaining si-
nus rhythm [3].

In case of resistance to drug therapy the radio-
frequency ablationis considered to be the possible
strategy, which is the most effective treatment for
atrial fibrillation.

In recent years, there have been carried out
many studies showing the advantage of the surgical
approach versus drug therapy. Numerous studies
have shown that radiofrequency ablation is much
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more effective than antiarrhythmic drugs, and the
recently completed CASTLE AF study has only con-
firmed the need to maintain sinus rhythm, showing
not only high efficiency, but also improved progno-
sis in patients with heart failure and reduced systol-
ic left ventricular function. According to the results
of the analysis of 363 (n = 179 / n = 184) patients,
the achievement of a combined end point (death
or hospitalization for decompensated heart failure)
was recorded in 51 patients (28.5%) of the catheter
ablation group versus 82 patients (44.6% a) of the
group of drug treatment for AF (p = 0.006) [4].

The “Labyrinth-4” procedure in combination
with simultaneous correction of mitral valve pathol-
ogy is indicated as a basic method of treatment in
simultaneous diagnosis of mitral valve pathology
and AF, however the frequency of using of this tech-
nique is small, especially in Kazakhstan [5].

At the same time, there are not so many clini-
cal cases of surgical treatment of AF that occurred
in the postoperative period in patients with pros-
thetic mitral valve [6]. Until recently, such patients
were considered to be inoperable: many patients
were denied a surgical treatment due to the techni-
cal complexity of the procedure and the high risk
of complications. While performing the procedure,
there is a likelihood of valve lesion, which may re-
quire further surgery on the «open» heart.Surgical
operations on the «open» heart in the history con-
tribute to the appearance of delayed arrhythmogen-
ic zones that occur most frequently in the cannula-
tion area.Concomitant structural heart disease only
contributes to the disruption of rhythm and conduc-
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tion with changes in the frequency and architecton-
ics of contractions [7].

In our opinion, additional imaging methods are
of fundamental importance in the surgical treatment
of arrhythmias in patients with mechanical pros-
thetic mitral valve: intracardiac echocardiography,
computer tomography with the possibility of inva-
sive mapping of arrhythmia localization.

The most dangerous complication during the
operation is the sticking of the catheter in the
mechanical valve, which can lead to adverse and
sometimes fatal consequences. In most cases, the
probability of this risk is the main reason for the re-
fusal of surgical manipulation.

The purpose of this clinical case is to show
the effectiveness of radiofrequency ablation in the
treatment of a developed arrhythmia in a patient
with a prosthetic mitral valve.

Clinical case

Patient I, 65 years old. In 2010, chronic rheu-
matic heart disease and mitral valve disease were
diagnosed. In 2011, in connection with the devel-
opment of critical stenosis of mitral valve, he un-
derwent a mitral valve replacement. According to
coronary angiography in the same vyear, the coro-
nary vessels are intact. At the same time, the pa-
tient had a gradual decrease in the left ventricular
ejection fraction (up to 34%) and dilatation of the
cardiac cavities.

In 2016, the patient felt a palpitation and heavi-
ness in the heart area, dyspnea appeared in moder-
ate exertion, edema in the lower extremities. Accord-

Figure 1.
Ectopic foci according to
invasive mapping using

the «Carto 3» system
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Figure 2.

Circular diagnostic
10-pole electrode and
ablation electrode at the
antrum of the left superior
pulmonary vein

ing to ECG, there were atrial flutter, atrial fibrillation,
tachysystole. According to EchoCG, the left atrium
is 5.6 cm in size, the volume of the left atrium is 134
ml, the ejection fraction is 30%. The average daily
heart rate, according to the daily ECG monitoring, is
100 beats/min. Antiarrhythmic therapy had no effect
(amiodarone 600 mg / day., further the dose is re-
duced to 200 mg according to the scheme without
any effect; beta-blockers, cardiac glycoside, potas-
sium-sparing and loop diuretics were also added). In
connection with the increase of the heart failure, the
patient was hospitalized to the hospital and under-
went a cardioverter-defibrillator implantation for pri-
mary prevention of fatal complications. After implan-
tation, the patient was prepared in a planned order
for the next stage of treatment.

Taking into account the signs of decompensa-
tion of heart failure that occurred at the background
of arrhythmia, and the ineffectiveness of drug treat-
ment, we decided to perform a radiofrequency ab-
lation. Because of sustained episodes of atypical
flutter at the background of atrial fibrillation in the
first stage, the patient underwent invasive mapping
using the «Carto 3» system [11, 12]. There were
identified foci of focal activity in the area of the pul-
monary veins and right atrium (Fig. 1).

The next step was the isolation of the pulmo-
nary veins, mapping and radiofrequency ablation of
atrial flutter. It should be noted that the operation
was performed at the background of the target level
of the international normalized attitude (INR) of 3.2
at the background of the AVC intake.

After installing a diagnostic electrode in the
coronary sinus, an endogram showed the episodes

of atrial fibrillation and atrial flutter with the earli-
est activation point at the distal end of the elec-
trode with a cycle of 365 ms. Under the control of
fluoroscopy, the puncture of the interatrial septum
was performed; 2 intracardiac introductors were
installed into the cavity of the left atrium (Fig. 2).
An electropotential map of the left atrium was con-
structed. A circular 10-pole diagnostic catheter is
installed on the pulmonary veins; antral isolation
of the pulmonary veins is performed. The next step
was the construction of activation maps of the right
and left atria. The earliest activation point was de-
tected along the side wall of the right atrium, in the
area of the intended cannulation of the superior
vena cava. A line through the indicated area is made
between the cava veins - a short-term restoration
of the sinus rhythm with an instantaneous launch
of isthmus-dependent atrial flutter with a cycle of
380 ms. Ablation in the area of the cava-tricuspid
isthmus - restoration of sinus rhythm on the impact.
This procedure is completed.

The postoperative period was uneventful: the si-
nus rhythm was maintained, with repeated echocar-
diography without significant dynamics. The patient
was discharged in satisfactory condition. Amioda-
rone was recommended for 6 months at a dose of
200 mg/day (according to the scheme 5 and 2). At
a control visit after 3 months the patient’s condition
is satisfactory, sinus rhythm, left ventricular ejec-
tion fraction of 36%.

During a visit after 6 months, according to ICD
and standard ECG, there were atrial fibrillation
and blockade of the left leg of the bundle of His.
In this connection, the left ventricular electrode
was routinely implanted into the patient, the car-
dioverter-defibrillator was replaced with a cardiac
resynchronization device for correcting the heart
chronological dissynchrony. According to transtho-
racic echocardiography, the left ventricular ejection
fraction is 37—-38%, and heart failure does not prog-
ress.

Conclusion

Early diagnosis of AF in mitral valve pathology
requiring surgical correction is an important ad-
vantage for the patient. According to the literature,
intraoperative restoration of sinus rhythm with pros-
thetic mitral valve demonstrates significant results
and the operation «Labyrinth-4» more and more
consolidates its position when choosing the appro-
priate technique [8-10, 13]. Nevertheless, in some
cases, atrial fibrillation and incisional tachycardias
occur in the postoperative period. The presence of
the mechanical mitral valve is the reason for refus-
ing of interventional treatment. Modern possibili-
ties of visual control of invasive operations, such
as intracardiac echocardiography, reduce intraop-
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erative risks and the likelihood of complications. In catheter interventions per year. The equipment of

maximum control, this technique is most effective. the

operating room and the corresponding experi-

In turn, it should be taken into account that such ence of the operating team is of equal importance
operations should be carried out in medical institu-  for possible emergency correction in case of devel-
tions, whose specialists perform a large number of ~ opment of complications.
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CObbITUS LUEHTPA

MACTEP-KJIACC
B rOPOACKOW MHOIONPO®WIbHOWN
BOJIbHULIE I. TYPKECTAH,
TYPKECTAHCKAS OBJIACTb

C 16.05.2019 . no 17.05.2019 r. cotpyaHukamn HaunoHanbHo-
ro HayyHoro LieHTpa xupyprum um. A.H. CoizraHoea Bo rnase lpen-
cedarens npasnewus, A.M.H., npodeccopa baiimaxaHoBa b.b.
npoluen mactep-knacc B fopoackoit MHOronpodunbHoi 6onbHMLE
r. TypkectaH, TypkecTaHckas 06nacThb.

B pamkax macTep-knacca BbIMONHEHbl Cleaylolme nokasa-
TeNbHble XMPYPrUyeckne onepauuu:

1. Pesekuus xenyaka no bunbpot-2;

2. 9kcnnopatuBHas nanapotomusi (Onyxonb roNOBKW Noaxeny-
JIOYHOM Xene3bl C MPOpacTaHMeM B BOPOTHYIO BEHY);

3. TenatukoetoHocTOMMS Ha Py netne;

4. YpecKkoxHas YpecneyeHOYHast X0NaHrMoCToMuUS;

5. [peHupoBanue bptowHoii nonoctu nog Y3W KoHTponem

B pamkax macTtep-knacca cenaHbl [OKNafbl Ha cnefyLime
aKTyanbHble TeMbI:

1. Xupypruyeckoe n MeaMkaMeHTO3HOE NIEYEHNE IXMHOKOKKO3a
nevyeHu;

2. YpeckoxHble AeKOMMPECUM XENYHbIX MPOTOKOB NPK MEXaHM-
YEeCKOMN XenTyxe;

3. Xupypruyeckas TakTka npu NOBPEXAEHUM XENYHbIX NPoTo-
KOB MOC/NE XONELMCTIKTOMUM.

061ee KONMYECTBO YHaCTHUKOB MacTep-knacca coctasuno 30
Bpayeii, B OCHOBHOM XMPYPruYecKux cneumanbHOCTel.
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COBbbITUS LUEHTPA

MACTEP-KJIACC HA TEMY:
«ABLATION INDEX, HOBbI MAPKEP KAYECTBA U
9ODEKTUBHOCTU ABIALLMOHHBIX MOPAXXEHUN»

Cuctema CARTO3 — HoBeiiLasi TEXHONOMS CO3AaHNs M30bpaxe-
HWIA, CNONb3YIOLLas 3NEKTPOMArHUTHOe none Ang co3aanus 3D-kapT
CepaeyHO-COCYAUCTON CUCTEMbl MALMEHTAa B PeabHOM BPEMEHM.
MpuHuMn peicteug cuctemsl Carto — 3T0 NOCTPOEHUE, aHANM3 U Bbl-
BeJEHMEe Ha 3KpaH MOHWUTOPA 9NEKTPOAHATOMMYECKMX KapT cepaua
¥ COBMELLEHNE 3TUX KapT C MECTOMONIOXEHNEM KOHUYMKA KaTeTepa B
pexuMe peaibHoro BPEMEHM 1 B TPEXMEPHOM M300paxeHuu. Bbico-
kasl TOYHOCTb CUCTEMbI GA3MPYeTCs Ha MaTeHTOBAHHOI TEXHOMOTM,
OCHOBAHHOW Ha MPWHLMNE WCMOb30BaHWS WCTOYHUKA MArHUTHOrO
nonsi, KOTOPbIV Pa3MeLLAeTCs Nof CTONOM MaumeHTa. B HaBuraumoH-
Hble/nevebHble  kaTe-
Tepbl  BMOHTMPOBAH
MAacCUBHBIA  CEHCOP,
KOTOpbIN  [AaeT  WH-
dopmaumio 0 mecTo-
MONOXEHUM  KOHYMKA
katetepa B pexume
peanbHOro BPEMEHM.
Mo mepe nponsuxe-
HWS KOHYMKA KaTeTepa
1o MUOKapAy, CEHCOop
cobupaeT  MecTHble
3NeKTpOrpamMsl, KO-
TOpble B TOT Xe MO- |
MEHT MOCTYnaloT B

MpOrpaMMHbIA  BA0K
CARTO.
OcobeHHOCTb

CUCTEMbI B TOM, YTO
MPOUCXOAUT no-
CTOsIHHOe 0OHOBNEHMe, a Takxe pa3paboTka HOBLIX [OMOJHEHWIA,
ang 6onee ObICTPOVA U 3ddEKTMBHON abnauumu 1 kapTUpoBaHus. B
HHUX um. A.H. CbiraHoBa B TeyeHun 2 aHeit (¢ 24.05.2019 r. no
25.05.2019 r.) npoxoamn macTep-knacc no PagnoyactoTHoi abns-
LM YCTbEB IETOYHbIX BEH, C NCMONb30BAHUEM HABUTALMOHHOI CU-
ctembl Carto3, ¢ yctaHoBAEHHbIM HOBbIM Mogynem Ablation Index.

NHpekc abnsaumm - 3T0 HOBLI Mapkep KayecTBa NOBPEXAEHUS,
KOTOPBbIV MCIONb3YET KOHTAKTHYIO CUNY, BPEMS U MOLLHOCTb B B3BE-
LIEHHOI Gopmyne, Ans NONyYeHUs MaKCUManbHOro 3dPeKTUBHOrO
nopaxeHns B 30He adnauuu.

Yyactne B [aHHOM MacTep-kiacce MpuHAM NpefcTaBuUTeNny, a
Takxe IT-cneumanuctel komnanum Biosense Webster, cnywarenn 8
NULEe apuTMONOroB, kapanonoros, peauaeHtos HHLUX um. A.H. Cbis-
raHoBa W CneuyanbHO NPUMaLLeHHbIA NPOKTop, K.M.H. LLlabaHos B.B.,
3aBefyIoLLMiA OTAeNEHNEM HapYLLIEeHUs pUTMa cepaua HaumoHanbHoro
MEAMLMHCKOrO MCCneaoBarenbekoro LeHtpa uM. Akagemuka E.H. Me-
wankuHa (r. Hoocnbmpck, Poccuiickas depepauys).

MacTep-knacc npoxoaun B dopmate 00yyeHus, NO3TOMY npu-
HSTb y4acTue WM COOCTBEHHOPYYHO MPOBECTU M30NSLMIO YCTbEB
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NEeroyHbIX BEH, nop, pykoBoacTeom LllabaHosa B.B., cmorm n co-
TPYAHUKM LieHTpa. Bcero Gbin0 npoBeaeHo 6 onepaTtuBHbIX BME-
LIATeNbCTB.

Hosblit mogynb Ablation Index, no3BonseT HaHeCTU A0CTaToy-
HOE MOPaXeHUe B 30He abnaumm, npu 3TOM CHWU3MB BPEMS Ha-
XOX[EHNe B AHHOW TOYKE, UCMONb3YS cheunanbHylo Gopmyny u3
pacuyerta Cuibl, BDEMEHU U MOLLHOCTW. PYKOBOACTBYSICh 3 Mokasa-
TensmMm, nporpamMmma Bolgaet Ludpy, npu KOTOPOii B JaHHON TOYKE
npu ycnoBum cTabuibHOCTK KaTeTepa BO Bpems abnauuu, npomc-
xoauT 3 dexkTuBHOE nospexaeHne. [laHHas umdpa abConTHO UH-
AMBMAYaNbHA, Y Kax-
[Oro  cneunanucra
CBON WHAeKc abns-
umn, ero noabuparot
nocne npoBefeHus
He menee 10 «keit-
COB,  MNporpamma,
yyutbiBag  Bce 10
npoBefeHHbIX abns-
LM, BbIAAET MHAOEKC
abngumm vHamBMaYy-
aNbHbIA A5 TOTO 1N
MHOTO Ccreumanucra.
B pamkax paHHoro
macTep knacca, one-
pauum  npoXoamnun
C UCNONb30BaHMEM
uHgekca  abnauun
LlabaHoBa B.B. ko-
TOpbIA  COCTaBNsEeT
400 npu abnsuun 3apHeii cteHkn 1 450 npu abnauum nepepHeit
CTEHKM NeBOro npefcepaus.

Mo aaHHLIM ccnenosaHus “Close” npotokos, ony6nMKOBaHHOM B
2018r., 130 nauueHTam NpoBeAeHa U30NSLUUS YCTbEB NIEMOYHBIX BEH.
Wcnonb3osancs naaekca abnsuum >400 npu abnsumm 3aaHeii CTeHKN
1 >550 npw abnauuu nepepHeii cteHku. Takum obpasom, npu cobnto-
JeHumn cTabubHO abnsiumm Touka 3a TO4KoM «point-by-point», coxpa-
HEHUM PACCTOSHWUS MeXAy Toukamu He 6onee 6 MM 1 MCMONb30BaHMS
JaHHOTO MHAekca abnaumum adeKTMBHOCTL ONEPaTUBHOIO BMeLLa-
TenbCcTBa Obina gocturHyta Gonee 90% yepes 1 rop,

B HHLUX um. A.H. CbiaraHoBa NpoBOASTCS BCE BUMbl apUTMONO-
TMYECKNX OnepawLyil, NPOBOAUMBIE B MMPE, NO3TOMY MCMONb30BaHME
HOBBIX TEXHOJOMWIA SBNSIETCS HEOTHEMIIEMOI 3aJa4elt Hallero oTae-
nexus. B npowepwem macTtep-kiacce NpUHAIM yyactue apuTMono-
TV Hallero LieHTpa, 3aBeaylowuii otnenedmnem PhD BanmbeTos A.K.,
Eprewos K.A., baiipamos b.A., 1 nokasanu xopoLLee BlageHue u no-
HUMaH1e HOBEMLLEI TEXHONOMM KapTUPOBaHUS U abnsLmmM, CUCTEMbI
Carto3. C ucnonb3osaHuem Ablation Index, oneparuBHble BMeLLa-
TeNbCTBA 3aiiMyT MEHbLLE BPEMEHU 1 CTaHYT 6onee adPeKTUBHLIMU.



CObbITUS LUEHTPA

YYACTUE B KOHOEPEHLUUN

INTERNATIONAL DIGESTIVE ENDOSCOPY NETWORK 2019,

CEYN, I0OXKHASY1 KOPES

Bpauy-anpockonuct AO «HHLX um. A.H. CbisraHoBa» AbaueB

H.M. ¢ 3 no 16 utoHs 2019 roga npuHan yyactue B KOHGEPEHLMN
International Digestive Endoscopy Network 2019, Ceyn, lOxHas
Kopes.

1.

B pamkax nporpammbi:
C 03 no 12 nions A6anes H.M. npowen ctaxmpoBky B Seoul
National University Hospital B oTaeneHun anarHocTm4eckoii
1 OnepaTMBHOM 3HAOCKONWM NaHKpeaTobunmapHoi cucte-
Mbl;
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. 13-ro wions yyactsosan B Dopyme MONOAbLIX SHAOCKOMM-

CTOB C YCTHbIM goknagom «The single-center experience of
endoscopic treatment after live-donor liver transplantation».

. C 14 no 15 uioHs yyacTBOBan B MeX[AyHApOOHOW KOHde-

peHummn International Digestive Endoscopy Network 2019
C nocTepHbiM poknagom «The single-center experience of
endoscopic treatment after live-donor liver transplantation».

.16 uioHs Ha 6a3e Olympus K-TEC npoluen npaktuyeckoe ody-

YyeHne HaBblKam SHA0CKONUYECKOW NOACAN3UCTON AUCCEKLUN
Ha Guomoaensx.

i
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COBbbITUS LUEHTPA

MACTEP-KJIACC HA TEMY:
«COBPEMEHHbIE BO3MOXHOCTU ANATHOCTUYECKOMN K
ONMEPATUBHOWN 3HA,0CKOMUMN»

8 mions 2019 r. B AO «HHUX nmenn A.H. CoisraHoBa» npoLuen

macTep-knacc Ha Temy: «CoBpeMeHHble BO3MOXHOCTY JUarHocTu-
4eCcKOW 1 ONepaTUBHOM 3HAOCKONNUM»

1.

MeHTOpaMu BLICTYNWAK;
Cmupros A.A., HAW xupyprum v HEOTNOXHOW MEANLMHbI
MCNBrMY um. akag. W. M. Maenosa, CaxkT-MNetepbypr, Poc-
cus.
ManbkoB B.A., CaHkT-lNeTepbyprckuii rocynapCTBEHHbIA YHU-
BEPCUTET, KNMHMKA MeanLMHCKUX TexHonornin uM. H.U. Mupo-
roea, CaHkT-Metepbypr, Poccus.

bonee 40 cnywareneii co Bcex permoHoB KasaxcraHa, a Takxe

5 Bpaueit u3 knuHuk KeipreiactaHa u 2 Bpaya u3 Y3bekuctaHa npu-
HSMM yyacTue B MacTep-knacce.

B pamMKax MacTep-knacca BbiMOJIHEHbI C/ieAyoLLne B1abl NoKa-

3aTe/IbHbIX Onepawui:

1.

[lepopanbHas 3HAOCKOMMYECKAS MUOTOMMS MpPW axanasum
kapaum lll ctenenu;

. TyHHenbHas pesekuMsa MOACAN3NCTOro 06pasoBaHUs MuLLe-

BOAQ;
dHpockonuyeckas NOACNN3NCTAS AWCCEKUMS NPU PaHHEM
pake Xenyaka;
[unopoayoneHansHoe CTEHTUPOBAHUE NPU  3J10KAYECTBEH-
HOM CTEHO3e BbIXOLHOIO OTAENa Xenyaka;
CTeHTUpOBaHMe NWLEBOAA NPU 3/10KAYECTBEHHOM CTEHO3€
nuwesoa.

A Takxe npowen Hands on training course (oTpabotka npakTu-

Yeckux HaBbIKOB Ha TpeHaxepax):

1.
2.

9HA0CKONMYECKOe NIUTMPOBAHNE U KIUMMUPOBAHNE;
9HA0CKONMYECKOe CTEHTMPOBAHME NULLEBOA.
Bcem yyacTHuKam BblaHsl ceptudukarsl.

%

TN
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NMPODECCOPY
QMO0 AMAAPXAHOBUYY ANCATAPOBY
80 NIET

My6okoyBaxaemblii dgunb AiliapxaHosuy!

Ot nmenu xmpyproe KasaxcraHa u cebs MYHO C UCKPEHHE
CEepAeYHOCTbI0 no3apasnsgeM Bac co cnaeHbiM buneem - 80 ne-
TUEM CO HS POXAEHMS.

Becb Baw Xu3HEHHbI 1 TPYA0BOW NYTb - APKWIA NPUMEP npe-
JAHHOCTM BbIOPAHHOI NPodeccuu, CaMmoOTBEPXEHHOMO CITYXEHUS
CBOEMY Hapoay.

Ceityac Bbl 3aHMMaeTe camoe BbICOKOE W AOCTOHOE MeCTO
Cpenu SpKuX 1 He3aypsAHbIX IMYHOCTEN, N3BECTHBIX B CBOEN CTPa-
He 1 3a npefenamm ee pybexeii.

Tomy CBMIETENbCTBO MHOXECTBO HArpaf, 3a MHOroNeTHuii 6e3-
ynpeuHblil TpyA. Bel «3acnyxeHHbiii Bpay PK», obnapgatens Ha-
rpagabl «30/10TON CKanbnenb». Bbl 0fMH U3 OCHOBOMONOXHUKOB CO-
cyaucTon xmpyprum B KazaxcraHe. Bamu opraHun3oBaHo nepsoe B
Pecnybnuke cocyauctoe otaeneHne Ha 6a3e LITKB, roe BHeapuan
25 BOCCTAHOBUTENbHBIX U PEKOHCTPYKTUBHBIX COCYAMCTLIX Onepa-
LK1 npu cuHapome Jlepuwa, peHTreHOBACKYNSPHON rMnepTeH3nu,

aHeBpu3max aopTbl. Buimonuunam 150 npote3upoBaHuii abpomu-
HasbHOI A0PTbI MPU €€ OCNOXHEHHbIX aHEBPU3MAX.

BClo CBOI XM3Hb Bbl NOCBATUAM XMPYPrUmM, MONTW NSTbAECST
neT MOLTOTOBKE XMPypruyeckux kappoB Pecnybnukm KasaxcraH,
nepenasasi CBOUM y4eHukam GoraTeilinii NpakTMYECKMin OnbIT Mno-
NIMBANIEHTHOO XMpypra. Bawwm yyeHukn nocne 3awmtel guccepra-
LM YCNELHO TPYAATCS B Y4eOHbIX 3aBeAEeHUSX, Hay4HO-NCCNeno-
BATENIbCKMX LIEHTPAX, NPETBOPSS B XWU3Hb Bawum ngeu n 3ambichbl.

Balwa HeyTOMUMas aHeprug 1 0praHu3aTopCKMid TanaHT, BbICO-
Knii npodeccnmoHanuam, ymeHne co3aatb TBOPYECKYIO aTMOChepy
B KOJIIEKTMBE, MPUHLMNNANbHOCTb N TpeboBaTenbHOCTL K cebe
NIOASM, NPOCTOTA U UCKPEHHOCTb B 00LIEHUM CHUcKkanu Bam my-
60KOe yBaxXeHne Cpeam Konmer.

CBoii cnaBHblii 106uneil Bol BCTpeyaete B OKPYXEHWM CBOUX
6n13KMX POACTBEHHNKOB, @ TaKXE BEPHbIX CBOWX YYEHWUKOB U LpY-
3eil U3 6NIMXHEro 1 JanbHEro 3apybexos.

Xenaem Bam yenoBeyeckoro 1 TBOPYECKOro AONTONETUS.

lMpeacenarens npaBnexHns

POO «KazaxctaHckoe 006LjecTBo Xupypros»
npogeccop

M.A. Celicembaes
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MAMELOB
MATEPPAMAJIU MYBATOBUY
(K65-JIETUIO CO AHA POXXAEHUS)

MamenoB Mareppamanu My6aTtoBuy po-
auncs 28 uions 1954ropa B cene Mamaeska,
Apbicckoro paiioHa, YuMMKeHTCKoW obnactu
Pecnybnuka KasaxctaH. [locne OKOKH4YaHus |
CpemHen LWKonbl, NOCTynuA B JleHrepckoe me-
auumHckoe yyunmie. B 1973 romy noctynun
AnMa-ATUHCKUI  MEAWUMHCKWIA WHCTUTYT ”
1979 ropy okoHuun Anama-ATUHCKWIA rocyaap-
CTBEHHbIN MHCTUTYT Pecnybnuka KasaxcraH. B
1979 romy npowen uHtepHatypy B HayuHo-Uc-
cnenoBatenbckom Muctutyte KnuHuyeckon u
dkcnepumeHTanbHoin xupyprin um.A.H. Cbli3-
raHoBa. C 1979 roga no 1982ron pabotan B
OTAENEHNEe XMPYPrun NeyYeHn

B 1982 rogy noctynun B OYHYIO acnupaH-
Typy Bo 2 MOJITMW um. H.W. Muporoea Ha ka-
denpy obuiei xupyprun. B1985 roay yenelHo
3alLMTUN KAHAMAATCKYIO IMCCEPTALIMIO Ha TEMY
«Mcnonb3oBaHme BbICOKOIHEPreTUYECKMX TA3EPOB B XMPYPIiu BHE-
neyeHoyHbix nyTeii». C 1985r no 1987r pabotan cTapluMM Hay4HbIM
COTPYAHMKOM OTAENEHUs MULLLEBOAA, Xenyaka u cpepocterns; C
1986 roga no 1988 roapl cTaplumii Hay4HbIN COTPYAHUK OTAENEHMS
xupypruu nevenn. C 1990-1992 ropa 3aBemytowmini OTaENEHNEM
nasepHoit xupypruu. B 1992 rogy no cemeitHbiM 06CTOATENLCTBAM
Bblexan B apyrylo pecnybnuky-Asep6aiaxad. C 1992 no 1995 r
pabotan BpayoM-xupyprom B rocnutane MBJ, AsepbaiifxaHCcKoii
Pecnybnuku, yyacteoBan B BOEHHO-00€BbIX AeiicTBUSX B HaropHo-
Kapa6axckom koHdnukTe. C 1995 roga no 2005 ropa pabotan- 3a-
BEAYIOLNIA  OTAENEeHUs FHOMHO-CeNnTUYECKO XMPYPruu.

B 2004 rogy 3awuTun [OKTOPCKYIO AuC-
cepTauuio Ha Temy» KoMnnekcHoe xupypruye-
CKOe NeyeHue NoNocTHbIX 00pa3oBaHuii neve-
Hu». C 1996 ropa uneH nasepHoit accoumauum
Poccun. C 2005 ropa akamemuk JlasepHoii
Akapemun Hayk Poccuiickoin ®enepaunu, ¢
1995 no 2005 pabotan 3aBeayiolunii otaene-
HUEM THONHO-CEeNnTMYeCcKoi xmpyprm B Hayu-
HOM LieHTpe xupyprum um. M.A. Tonunbaluesa.
C 2006 ropa cTaplunii HayyYHbIA COTPYAHUK
OTOENEHUS XMPYPrUM MEYEHW, XENyHblX ny-
Tel u nomxenynoyHon xenesbl. C 2011 ropa
npodeccop, 3aBeayloLnii 0TAENOM XUPYpPru-
yeckoii kononpoktonorun. OnybnukoBaHbl B
neyatn 211 HayyHbIx pabot, 6 MoHorpadui, 11
NaTeHToB U 23 paLMOHANN3aTOPCKUX NPeaso-
XEHWIA.

HayuHblin pykoBoguTenb 12 kaHAUAATCKMX
1 500KTOpPCKOI AnccepTaumin. YneH peaakuMoHHON KONNerun Xyp-
Hana «LlenTpanbHO-A3MaTckoro MeanLMHCKOro XypHana. buuikek.
KupruscrtaH, uneH peaakLmMoHHOr0 COBETa XypHana» BectHuk Xu-
pyprun KasaxctaHa» 4neH peaakuuOHHOro coBeTa XxypHana» Jla-
3epHag MeauumMHa» MockBa, YneH peaakLuyoHHOro COBETa XypHana
Xupyprust um. H.U. TMuporoea. Mockea no despansa 2012r, unex
pefakUMOHHOI konneruu xypHana «COBpeMeHHbIe  MeaNLMHCKI1E
noctuxeHus AsepbaiiixaHa.

B cBoif tobuneit Mareppamanu MybaTtosuy no npexHemy Sensietcs
XMpYproM, NeaaroroM 1 HaCTaBHUKOM MOJIOIEXM, NMOMb3YeTCs 3acny-
XEHHbIM aBTOPUTETOM CPEY KOMNEr 1 YBAXEHNEM NALIEHTOB.

Konnextus Xypnana «BectHuk Xupyprun Kasaxcrana» nosgpasnset npo¢p. Mamegosa M. M.
¢ lO6uneem u xenaer Kpenkoro 340pP0Bbs, OONbLIOr0 CYACTbS, AaNbHEHLINX TBOPYECKUX yAaY U
coBepLeHNs 3a4YMaHHbIX MJIaHOB.
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K 85 NIETUIO AKABEMUKA PAEH,
MPODPECCOPAT.H. AHAPEEBA

lH. Angpees poguncs 7.01.1934 roga, B
cene Hukonbckom OpeHbyprckoit obnactu, B
cembe cnyxawwmx. Otey- Hukonai EmenbsHo-
BUY AHIPEEB, AOKTOP XMMWUYECKMX HayK, W3-
BECTHbIA NapTuiiHblii paboTHuk, naptopr LK
bepesHMKOBCKOT0  XMMMYECKOro kKombuHata
MopgoBckoii ACCP (tenepb lMepmckas 06-
nactb). PenpeccupoBan B 1937 rogy. Marb-
Ganna  [avunoBHa  KoHuesasi-AHnpeeBsa
— npenojaasarenb UCTopum 1 reorpadum cpes-
Heli LWKOJbI, NApPTOPT LKOJLI. Penpeccuposasa
B 1938 roay, cocnana B KasaxcrtaH, B AKTi0-
OMHCKY0 061acTb.

[H. AngpeeB 3aKOHYMN CPEAHION LIKOAY
B 1951 rogy c cepebpsiHHON Mefanbio B Moc.
LLly6ap-Kynyk, AkTobuHckoii obnactu. B cBg-
31 G TeM, 4TO ObiN CLIHOM PENPeCCUPOBaHHbIX
pomuteneit Anapee [LH. He Obin monylleH K
KOHKYPCY Ans nocTynneHus B BoeHHo-memm-
umHekyto Mopckyto Akaaemuio. B ToM Xe rogy noctynun Ha neveo-
Hbll pakynbTeT Kasaxckoro [ocynapCTBEHHOr0 MeAULMHCKOrO WH-
cTuTyTa ropoaa Anma-ATbl, KOTOPbIA 3aKOHYMA ¢ OTMuMeM B 1957
rogy. bbin pekoMeHg0BaH B acnupaHTypy, HO N0 KOMCOMOJNBCKOM
nyTeBke yexan pabotatb B X06AMHCKYI0 pailoHHY0 6onbHuLy Ak-
Tio6uHCKoi obnacTu, rae npopaboTan 5 ner.

B 1962 ropy H.AnmpeeB nocTynun B KAMHUYECKYH OpAU-
HaTypy Ha Kadeppy rocnutansHon xupypruv Anma-AtuHckoro
[0CYynapCTBEHHOrO MELMLMHCKOrO WHCTWUTYTA, BO3MABASEMYIO
3aCMYXEHHBIM [EATENEM Hayku, LOKTOPOM MEAWLMHCKMX HAyK,
npodeccopom M.U.BpsikuHbiM. 10 OKOHYAHWUW KAWHUYECKOI Op-
AnHatypel Obin ocTaBneH Ha kadenpe acnupaHtom. B 1968 ropy
3aWUTUN KaHAMAATCKYIO AMCCepTaLmio, koTopas bbina nocesleHa
3KCMEPUMEHTANbHO-KNIMHUYECKOMY W3YYEHUIO PE3YNbTaToB Ore-
paumu Hobnsi, kak MeToaa NevyeHus CnaeyHon KULLEYHON Henpo-
xoaumoctu. Mogmdukaums auTeponankauum, npepaoxertas lLH.
AHApeeBbIM, 3aHsana CBOE MECTO B JIEYEHUM CMAEYHON KULIEYHOI
HENpPOXOAMMOCTM.

B 1968 r. npowien no KOHKYpCY acCUCTEHTOM Kadeapbl rocnu-
TaNbHOIA XMpYprum, 0TBeYan 3a neyebHylo 1 HayyHylo paboty

C 1971 ropa 6eCCMEHHO PYKOBOAMA HAy4HbIM CTYAEHYECKUM
Kpyxkom kadenpsl, 6bin 4neHom coseta HUPC nevebHoro dakynb-
TeTa U UHCTUTYTA.

B 1981 rogy Ha 6a3e ECMI 6bin opraHu3oBaH PecnybnukaH-
CKWii LEHTP XMPYyprum nopTanbHoOi runepTeH3un KasaxcraHa kak
dunuan BcecotosHoro LeHTpa nopTanbHoii runepTeHsnn, rae npo-
[DONMXaNnUCb MHOTOCTOPOHHUE KMHWYECKWE WCCNefOBaHUs pas-
JINYHBIX OCNOXHEHWIA MOpPTaNbHOW runepTeH3un. PykoBoaMMLIN
IH.AHapeeBbIM LIEHTP Obin NpuaHaH yywnm B CCCP akafeMukom
b.B.MeTpoBCKuM.

B 1990 roay Bo BTOpoM MOCKOBCKOM MEANLMHCKOM UHCTUTYTE
nmenn U.M. CeyeHosa IH.AHapeeBbIM Gbina 3alluiLeHa [OKTop-
ckas guccepraums Ha Temy «[lnarHocTuka 1 neYeHme 0CAoXHEHN
NOpPTaNbHON rMNEePTEH3NM»

C 1997 ropa npodeccop IH.AHgpees
pabotan No KOHTPAKTy B WHCTUTYTE Meau-
umHckoro obpasosanus, Hosly, Ha kadempe
rocnuTanbHOM Xmpyprm B ropope Benukuin
Hosropog.

Mpodeccop IH. Anppees aBTop 524 ny-
OnMKaLWit, NOCBAILLEHHBLIX BOMPOCAM YPreHT-
HOM XMPYpPruM U NOPTaNbHON TUNEPTEH3UM,
B T.4. 24 moHorpadum. lop ero pepakuueii
BbIWLIO 2 y4yeOHbIX Nocobus Ans CTYAEHTOB
CTapLUNX KYPCOB MELULIMHCKMX UHCTUTYTOB, 28
Hay4HbIX W y4eOHO METOANYECKUX PEKOMEHAA-
LM, KanuTanbHOe PYKOBOACTBO MO renarono-
TN C KYPCOM KIIMHUYECKON BUOXUMUMN.

lMoa pykoBogcteoM npodeccopa ILH. Ax-
ApeeBa ObINO 3ALMLIEHO 5 AOKTOPCKMX N 24
KaHAMAATCKNX ANCCEPTaLMiA, U3 HUX 2 JOKTOP-
ckue, 12 kaHAMAATCKMX NOCBALLEHbI Npobaeme
NOPTaNbHOI rMNEepTEH3NN.

B 1998 rony npodeccop H.AngpeeB u3bpaH akafeMMKOM
Poccuiickoii Akamemum ectecTBeHHbix Hayk, ¢ 1996 ropa peii-
CTBUTENbHBIA yneH Accoumaumn xupyproB ctpaH CHI umeHu
H.W.Muporosa, MexzayHapogHon Accoumauum Xupypros-rena-
TONOTOB, WHTEPHALMOHANLHOTO Knyba racTpo3HTepONOroB-rena-
Tonoros.lpodeccop INH.AHapeeB ABaXxAbl HarpaxaeH MOYETHLIM
3HakoM «OTnmyHmka 3ppaBooxpaHeHns CCCP» (1961 n 1990
rogpl), mepanbto BetepaHa Tpyaa CCCP(1990 rog). B 2007 romy
IH. AngpeeB 6bin 06bsBNEH «YenoBekoM roaa.»

B 2009 r. npodeccopy 'H. AHapeesy npucBOEHO 3BaHueE «3a-
CYXEHHbIIA AesTenb Hayku PD»

Pabotas B HoBropomckom  yHuBepcutete, npodeccop
[H.AHOopeeB roTOBWN Hay4Hble Kafapbl HE TOMbKO, ANS Cese-
po-3anapa Poccuun, HO u ang Pecnybnukn KasaxcrtaH. Mog ero
PYKOBOACTBOM 3allMILEeHbl 5 KaHAWAATCKMX auccepTauuin npe-
nogasarensgmu Kazaxckoro HaunoHanbHOro MeamunHCKOro yHu-
epcuteta um.C.[.Acdenanapora. Mpodeccop IH. AHapees
cospgan wkony renaronoros PK u cesepo-3anaga Poccuu.Bcio
CBOI XM3Hb npodeccop leHHaauin Hukonaesny noceaTMA geny
CMaceHus YeNnoBeYECKNX XU3Heii, 60 eMy BbiNo CBONCTBEHHO
rnybokoe coCTpafiaHne K nauueHTam, ux 60nu, YenoBeYHOCTb
n 6eckopbicTue. OH BOCNMTaN He OJHO NMOKOJEHWE CBOMX MO-
cnefoBatenieil U MHOTOYUCIEHHBIX YYEHWUKOB, XMPYProB, Kak B
Poccum, Tak n B 6nmxHeM 3apybexbe, KOTOpble NpoAonxatoT
[leNo CBOEro NobuMoro yyutens, He Hapywas npeemMCTBEHHO-
CTW ero fena.

CkoponocTuxHas CMepPTb NpepBana Hay4yHo-NPaKTUYECKYIO Ae-
ATenbHOCTL akapemuka PAEH,3acnyxeHHoro gestens PO, noktopa
MeanuUMHCKNX Hayk,npodeccopa leHHaams Hukonaesuya AHgpee-
Ba, B 2009r. Mo kHuram I"H.AHgpeeBa yyatcs Bpayu, CTYAEHTbl Me-
anumHckux By3oB P®,pecnybnuku KasaxcTaHa,cospatoT Moaenu
NOPTanbHOI rMNEPTEH3UM B 3KCNEPUMEHTE.

Yuenukn npod. H.AngpeeBa yCnewWHO BbINOAHSAIOT TPaHC-
MAQHTALMM NEYEHN HA YPOBHE MUPOBbLIX CTAHLAPTOB.

lMpogpeccop A.C. Ubagunbanu
KmHu C.A.UGaaunsauHa
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NMPOPECCOP
TJIEY® BA3SAPKAH JOCYMBEKOBUY
(K 80-JIETUIO CO AHA POXAEHUS)

WUcnonusietca 80 neT co aHS poxaeHus
M3BECTHOMY XMPYPry, Y4EHOMY 1 Nefarory,
DOKTOPY MEAMLMHCKNX HayK, npodeccopy
bazapkaHy [locymbekosuyy Tneyo.

b.0.Tneyd poaunca 6 asrycta 1939 r.
B 4. MactyxaHoBo YensibuHckoi obnactu.
lMocne okoH4YaHus cpefHeit wkonsl B 1957
I. N0 KOHKypcy noctynun B CBepanoBCKMin
roCyapCTBEHHbIN MEANULIMHCKUIA UHCTUTYT,
KoTopblin 3akoHunn B 1963r. Mo Hanpasne-
Huio BY3a po 1967r. paboTan Bpayom-xu-
pyprom MCH B . BepxHsis Canga ( PCOCP).
[lanee B cBsI3n ¢ nepee3nom B Anma-Ary,
B 1967-NpuHAT Ha [OMKHOCTb HAYYHOro
cotpyaHuka KasHUMOWP, roe  npuHuman
aKTMBHOE yyacTue B pa3paboTke npobnem
3NMAEMMONOrMN 3/10KAYECTBEHHBIX OMYyX0-
nen B Kasaxcrane. B 1971r. nog pykosog-
cteom npo¢. C.H. Hyrmanosa B OHkoueHTpe r.MockBa 3awutun
KaHAMAATCKYIO AUCCEepTaLMIO.

C 1972 no1974r.r. no Hanpasnenuto Munsgpasa CCCP oH pa-
OoTaeT BpauyoM-xupyprom B PecnybnukaHckom rocnutane r. AneH
(HAPR), oka3bian MeAULIMHCKYIO MOMOLLb MECTHOMY HACENEHMIO
1 AUNNOMATUYECKUM PabOoTHUKAM.

B 1975 npuHAT N0 KOHKYPCY HAa JOMXHOCTb aCCUCTEHTa Kade-
apbl oHkonorun AFMW. B 1976-1982r.r. paboTan noueHTom Kade-
Apbl xupyprum ATNYB.

C 1982 no1987r.r. 6.4.Tneyd pabotas B LOMKHOCTU [MaBHOrO
xupypra Munsgpasa KasaCCP BHeC 3HauuTenbHbld BKNag B opra-
HM3aLMI0 U COBEPLUEHCTBOBAHME XMPYPrYECKOi MOMOLLY Hacene-
HUIO pecnybamnku.

B 1986 no kOHKYpCY MPMHAT HA AOMKHOCTb 3aBEAYIOLLErD Ka-
deppoii xmupyprum AFMYB. Otkyma B 1989 r. HanpaBneH B uene-
BYIO AOKTOPaHTYpy BO BCECOI03HbI LEHTP Na3epHON MeAMLMHbI
(r. Mockga). Mop, pykoBoacTeom npod. 0.K. CkobenkuHa B 1991r.
3aLWMTUA JOKTOPCKYIO ANCCEPTALMIO HA TEMY: «J1a3epHbIi MeXaHu-
YEeCKUI LWOB B XENYA04HO-KMLLIEYHOW XUPYPruu».

B panbHeiiwem o Bbixopa Ha neHcuto B 2001r. OH 3aHUMaET
BONXHOCTb Npodeccopa kadeapsl xupyprim ATNYB.

Ha cuety npodeccopa b.[.Tneyd Thicaum CnoxHeiwmx one-
paumii n cnaceHHblx xu3Hen. OH NONb3yeTCs 3aCNYXEHHbIM NpU-
3HAHWUEM KOMET N MHOTOYMCAEHHBIX NALMEHTOB.

B Teuenme 25 net pabotbl Ha kadeape
xupyprun ArMYB npodeccop b.[.Tneyd
Leapo nepeaaBasn 3HaHMs U HaKOMIEHHbIN
OnbIT KOANEram: Bpayam-xmpypram Kasax-
CTaHa 1 Apyrux Co3HbIX pecnybnuk.

C 2001 no 2016 rr npodeccop
b.[.Tneyd, byayun Ha neHcun, npopomxan
aKTUBHYIO XUPYPrUYECKYI0 AESTENbHOCTb B
YCNOBMSIX YACTHOM KUHWKM «[nnokpar» .
KoctaHai, nmomoras NpakTMYeckum Bpayam
B OCBOEHMM NMOCAEAHUX JOCTUXEHWIA COBpE-
MEHHOW MEAULIMHCKON HayKu 1 NPAKTUKK.

B.0.Tneyd — astop 6onee 130 Hay4HbIX
paboT No pasnnMyHbIM NPobneMam OHKONO-
rMm 1 xupyprum . MIm onybnukoBaHbl MOHO-
rpapum; «AckplHFaH 06ayblp LMPPO3bIHbIH
kewengi empey» (1996r.), «Jlasep B xeny-
[OYHO-KMLLEYHON xmpyprum» (1991r) n Tpu
meToanyeckux pekomenaaumn. OH SBNsSieTCs aBTOPOM Tpex u3obpe-
TeHuii n 10 paunoHanM3aTopckux npeaioxkeHni. MNoa ero HayYHbIM
PYKOBOACTBOM 3alLMLLEHA OfHA KaHAMAATCKas aMccepTaums.

b.[.Tney¢ B TeueHme psaa NeT COCTOS YIEHOM PEAKONErNMN Xyp-
Hana «3ppaBooxpaHeHue KasaxctaHa» 1 Obin npeacenarenem Hayy-
HOro obLiecTBa xMpypros r.AnMa-ATbl u AnMa-ATHCKOI 06nacTu.

Mpodeccop b.0.Tneyd — AeNCTBUTENbHLIN YneH Accoumauum
uM. H.W.Muporosa ¢1992r. n MexayHapoaHoii accoumaumum Xxupyp-
ros ¢ 2000r.

3a 3acnyru B 061aCTV XMpYPrum HarpaxaeH HarpyaHbIMU 3Ha-
kamn Munsgpasa CCCP «OtnunyHuky 3apaBooxpaHeHus» (1980r.)
u AreHTcTBa no 3ppaBooxpaHeHuio PK «KasaxcTtaH Pecny6nukacsl
JeHcaynblK cakTay iciHiH y3giriHe (1999r.).

3a Bknag v 3acnyru B meauumHe npodeccop b.[.Tneydp Ha-
rpaxaeH 3onotoii Menanbto A. H. CbizraHoBa (2017r.); 06uneiioii
mepanblo 3a Bknap B passutue ArMYB (2013r.) n K06uneiiHoi me-
panbio UIKB r. Anmartel (2014r.).

B nepuon paboThl, B NpakTMyeckoM 3apaBooxpaHeHun Kocta-
HaiicKoii 0OnacTu Harpaxaancs rpamMmoTami akumara «3a MHOroneT-
HWUiA 1OOPOCOBECTHBIN TPYA B cucTeMe 3apaBooxpaHerus (2009r.)
1 « 3a 3acnyri B pa3BuUTUM 3apaBooxpaHeHust obnactu (2016r.) .

CBoii to6bunein npodeccop b.[.Tneyd BCTpeyaeT Ha 3aCNyXeH-
HOM OTAbIXe, NMOMAAEPXMBaAs CBA3b C ObIBIUMMMK KONieramu 1 apy-
3bsIMU, B KPYry POAHbIX U GIU3KMX, BHYKOB 1 NPABHYKOB.

NMpogeccop Ubaaunsauu A.C.
kmH. Ubagunbauna C.A.

Accouynaums xupypros Kazaxcrana, Pegkonnerus xypHana nosgpasnsior l06unsapa, xenanor
Kpenkoro 30p0Bbsl, CYaCT/IMBOIro ZONroNeTns n 621arononyyns ceMbe n 6/IM3Kum.
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TMAMSTU XUPYPTA

KbIXXbIPOB
XXAHBAW HANTAUXAHOBUM

Kbixbipos XaH6ait HantaiixaHosuy
ponuncsa 16 despans 1959 rogy B co-
Bxo3e KpacHas 3sespna XaHakopraH-
ckoro paiioHa Kbi3binopamHckon 06-
nacru.

B1964r. nowen B NepBbi KNAcc u
3akoH4mn wkony B 1974 r., B BO3pacTe
15ne1. Meutas 0 kapbepe neTynka OH
TPW roAa Noapsg nocTynan B yumiuile
rPaXAaHCKoi aBnauuy B I. AKTIOOUHCK.
O6beKTMBHbIE 1 CYOLEKTUBHLIE HAKTO-
pbl NOMeELLanu peanudauuu meutsl. [ing
nocTynneHns B By3 Obil Heobxoaum
cTax pabotbl Ha cene, U OH pabotan
MAOTHUKOM B CBOEM COBx03e. B 1978
rofy Obin NPU3BaH B apMuIo, Yepes rog
Obin HanpasneH B [leMOKpaTU4eckyio
pecnybnuky AdraHuctaH. YyacTBoBan
B 060€eBbIX [eiCTBUAX, UMeeT GoeBble
Harpagbl - OpAEH «3a BOWHCKYIO [O-
Gnectb», Mepanu Poccumn n Pecnybnu-
kn KasaxcraH.

Mo HanpasneHuio n3 apmum, Kexsipo X.H., 8 1982r. nocty-
MU HA NOArOTOBUTENbHBIA KYyPC AIMATMHCKOrO rOCYAapCTBEHHOMO
MEIMLMHCKOr0 UHCTMTYTA, N0 OKOHYaHuu Kotoporo B 1983 . 6bin
3auncneH Ha nevebHblii dpakynster ATMU. B rogbl y4ebbl oH Gbin
1306paH KOMEHAAHTOM 0BLLEXNUTUS N HABEN NOPSAAOK, LUCLMNIMNHY.
B 1989 rongy 3akoHuyun ATMW 1 nocTynun B KAMHWUYECKYIO OPAMHA-
Typy HUX um. A.H. CbizranoBa. [locne ycnewHoro OKOH4aHWs Knu-
HU4eckoi opamHatypbl 6bi1 octaBned B HUX um. A.H. CbidraHoBa
3aBefylol M 0TaeneHns onepaumotHoro 6noka. C 1994 r. pa6o-
Tan accucTeHToM Kadenpbl rocnuTanbHOM xupyprum Kasaxckoro
roCyAapCTBEHHOr0 MeLuLMHCKOro yHusepcuteTa um. C.[. Acden-
Ansposa nponas no koHkypey. B 1995 rogy, nog pykoBOACTBOM
akagemuka HAH PK, npodeccopa M.A. Anuesa, 3awmTun KaHam-
[ATCKYI0 ANCCEPTaLMIO HA TeMy «[lMarHocTmka u Ne4eHne CoveTaH-
HbIX MOBPEXAEHWNIA NULLEBOAA U XENYAKa».

C 2001 r. accucteHT kadeapbl «Xupypruyeckux 6onesHein Ne2»
Kasaxckoro HauuoHanbHOro MeauUMHCKOrO YHUBEPCUTETA UM.

L ey e
3 Meserer

C.A. Acdenguaposa. B 2009 rogy 3a-
WMTUA JOKTOPCKYID AMCCEepTaLuio Ha
Temy «[JMarHocTMKa M Xupypruyeckoe
neyeHne 3aboneBaHuin  LWUTOBUAHOI
xenesbl». C 2010 rogy npodeccop, a
¢ 2011 ropa, 3aBenylowmin kadenpoii
obuei xupyprum.

B 2015r. HasHayeH, [0 u36paHus
no KOHKypCy, 3aBegylowwum Kadenpon
rOCMUTANbHOA XMPYPrum ¢ Kypcom Co-
cyaucToii xupyprum» KasHMY um. C.[.
AcdeHpmsaposa. HayuHble nHTEpecs y
npodeccopa Keixbipoa X.H. 06wmp-
Hbl, ony6nukoBaHo Gonee 150 HayyHbIX
TPYAO0B B MEX[YHAPOLHbIX U pecnybnu-
KaHCKMX 13[,aHNSX N0 pa3nuyHbIM pas-
Lenam Xupypruum, u3pan MoHorpaduio
no xmpypruu nuwesoga. OpraHn3oBbI-
Ba/, BbICTYNan C A0KNagaMin Ha KOH-
§ rpeccax, cbe3gax, PecnybnukaHcknx
KOHbEpeHLUsX 1 3acefjaHnsx Xupyp-
rmyeckoro obuwecTsa r. AnMatbl U AnMaTuHckoil obnactu. Jiekuum
OH YMTan M Ha roCyAapCTBEHHOM, M HA PYCCKOM S13blKax, TE3MUChI
paspasanuchb ctyneHtam. B 2015 romy. Ha KOHKYpCE KIMHUYECKNX
kadenp KasHMY,

Kbixbipo XaHbaii HantaiixaHoBuy 6bin NpyU3HaH nyyiwmMm npo-
¢dbeccopom YHuBepcuteta.

KbixbipoB XaH6aii HantaiixaHoBuY Npoxun 57 neT, HanonHeH-
HYI0 PaflOCTbIO XIU3HM, HAYYHOrO MOWUCKA, JOCTUXEHMIA, 00LIEHNS
C Apy3bamu, Ntobumoii cembeir. OH N0OUN NONHOKPOBHYIO XU3Hb,
Obin BCEra akTMBHLIM U LoBpoxenatenbHbiM. 3 aekabps 2017 ropa
CKOPOMOCTUXHO ero He cTano. B cepauax Konner, fipyseii, poaHbIX
ocTanach Hensmaaumas namstb o XaH6ae HantaiixaHoBuye kak 0
NPEKPacHOM CMELNanuCcTe 1 YenoBeKke BbICOKOI HPABCTBEHHOCTMU.

Y npodeccopa KbixbipoBa Xan6as HantaiixaHoBuya npekpac-
Hasg Cembs, Cynpyra Bpauy, ige Ao4epu u cbiH. Ctaplume netv onpe-
nenunuch ¢ BbIGOPOM npodeccun 1 co3panu cembi. Mnapwnii
CbiH pewun NPoLONXWUTb AMHACTUIO BPayei u uaTtu no, npodec-
COPCKMM, CTONAM 0TL.

lMpogeccop Ubaaunbanuu A.C.
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TPEBOBAHUSA

TPEBOBAHUSA
ANeA ABTOPOB XXYPHAJIA
«BECTHUK XUPYPTUN KASAXCTAHA»

YBaxaemblie aBTopbI!

C 1 anpens 2018 roga Bce cTaTb¥ Ha NyGAMKALMIO MPUHUMAIOTCS HA FOCYAApPCTBEHHOM MM PYCCKOM A3blkax ¢ 00s3a-
TeNbHbIM NEPEeBOAOM BCEil CTaTbl Ha aHMMIACKUI 93biK. CTaTbn 6€3 Bepcumn Ha aHMUIACKOM S3biKe GYAYT OTKNOHEHbI.

Takxe yuutbiBas TpeboBaHus KoncynbratuBHoli Komuccueit (CSAB) Scopus 06 uHTepHauuoHan13auumu aeTopoB u ay-
AVTOPUM pepKosierns XypHanoB peKoMeHAyIoT Ny6aukoBaTb CTaTbl B COABTOPCTBE C Y4EHbIMU AanbHEro u 0JInxHero 3a-

pyo6exbs.

B xypHane nyGnukylOTCS Hay4Hble CTaTbi M 3aMeTKW, 3KC-
npecc-coobLLeHns 0 peaynbrarax UCcnes0BaHNii B pasnuyHblx 06-
NacTX CTECTBEHHO-TEXHNYECKMX U 0OLLECTBEHHbLIX HAYK.

PeweHune o nybnukauum npuHUMaeTcs peaakunoHHON Konne-
rneii XypHana nocne peLeH3npoBaHus, YuuTbiBas HayyHyIo 3Hauu-
MOCTb W aKTyanbHOCTb NPeACTaBneHHbIX Matepuanos. Cratb, OT-
KJIOHEHHbIE PefaKLIMOHHOM KONNerneil, NoBTOPHO He NPUHUMAIOTCS
1 He paccmarpusatotcs. Pykonucu, opopmieHHble He no npasu-
nam, BO3BPALLAIOTCS aBTopam 6e3 pacCMOTPEHuS.

Pykonuch HanpasnseTcs Ha OT3bIB YNeHy PeaKoIneru 1 0gHOMY
13 YKa3aHHBIX PELLEH3EHTOB; B CMIOPHBIX CITy4asiX M0 YCMOTPEHMIO Pea-
KONIErnM MPUBNEKAIOTCS LOMONHUTENbHBIE PELEH3EHTbI; HA 0CHOBA-
HWUM 3KCNEPTHBIX 3aKIIOYEHUIA PEAKONIErVS ONPeaenseT AabHELLYI0
cyabby pykonucu: NpuHgTUe K NyOnuKkaumm B NPeACTaBNEHHOM BUAE,
HeoBXoAMMOCTb A0paboTKM UK OTKNOHEHWe. B cnyyae Heobxoammo-
CTM PyKOMMUCb HanpaensieTcst aBTopam Ha JopaboTky no 3aMeyaHusiM
PELeH3EHTOB 1 PEAAKTOPOB, MOC/E Yero OHa MOBTOPHO PeLieH3npy-
€T1CH, U PESKONSIErst BHOBb PELIAET BOMPOC O NPUEMNIEMOCTU PYKO-
nucy ans nybnukaumm. MepepaboTaHHas pykonuch LOMXHAs ObiTb
BO3BpaLLieHa B PENaKLMIO B TRYEHME MecaLa nocne nosyyeHuns asTo-
pamu 0T3bIBOB; B NPOTUBHOM Cllyyae PyKOMUCb PAaCCMATPMBAETCS Kak
BHOBb MOCTYNMBLLAS. Pykonucb, NonyyunsLLas HeLOCTaTO4HO BbICOKUE
OLIEHKM NPU PEL,eH3NPOBaHNU, OTKIIOHSETCS Kak He COOTBETCTBYHOLLAS
YPOBHIO Unu npodunio nybnukauuin xypHana.

ABTOpbI HECYT OTBETCTBEHHOCTb 3a [LOCTOBEPHOCTb M 3HAYU-
MOCTb HAYYHbIX PE3y/bTaToB W aKTyalbHOCTb HAY4HOro Comepxa-
Hus pabot. He ponyckaetcs MJIATUAT — ymbllwneHHo coBeplua-
eMoe (U3NYECKUM JIMLOM HE3aKOHHOE WCMONb30BaHME YYXOro
TBOPYECKOr0 TPYAa, C LOBEAEHUEM 0 APYIUX JIULL, IOXHbIX CBEAE-
HWii 0 cebe kak 0 AeliCTBUTENIbHOM aBTOPE.

Pepakumns npMHMMAET Ha pacCMOTPEHWUE PYKOMUCK TOJbKO Ha
aHITIMIACKOM A3bIKe, NPUCNAHHbLIE Yepe3 O0dULMaNbHbIA CalT Xyp-
Hana www.vhk.kz.

Matepuan cTartbn — abCTpaKT Ha Ka3axCKoM, PYCCKOM W aHmunii-
CKOM 93blKax, CMIMCOK INTepaTypbl, PUCYHKU, MOAMNUCK K PUCYHKAM
u Tabnuubl, opopmnseTcs ogHUM Gailnom; LOMONHUTENLHO Kax-
Oblii puCyHOK opopmiseTca B BUAe otaensHoro ¢anna. Ecan ne-
pecbiiaeMblit MaTepuan Benuk no 06bemy, cneayeT UCMNONb30BaTh
nporpaMmmbl s apxusupoBaHus. Bce CTpaHuLbl pykonucu, B TOM
yucne Tabauubl, CNUCOK AMTEPATYPbI, PUCYHKM W NOAMUCHA K HUM,
cnesyet NpOHYMepoBaTh.
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MpeacTaBneHHbie Ans onybauKOBaHUS Matepuanbl AOMXHbI
YO0BNETBOPATL CeaytoLwmnM TpeboBaHmsM:

1. CopepxaTb pe3ynbTaThl OPUTMHANBHBIX HAY4YHbIX MCCNESO-
BaHWiA No akTyanbHbIM npobnemam B 06nactu ¢buamku, ma-
TEMaTUKW, MEXaHWKK, MHdOPMATUKKM, BUONOrMU, MEAULIMHBI,
reonornm, XMMnu, 3K00rMmM, 00LWECTBEHHBIX M TYMaHUTapPHbIX
HayK, paHee He OnybAMKOBaHHbIE U He MpefHa3HAYeHHbIe K
nybnukauun B Apyrux mapanusx. CTtaTbs CONPOBOXAAETCS
pa3peLueHneM Ha ony6aMKOBaHWE OT YYPEXEHNS, B KOTOPOM
BbINOSIHEHO UCCNEA0BAHME.

2. Pa3amep cratbn 7-10 cTpaHumy, (cTaTtbi 0630pHOr0 Xapaktepa
— 15-20 cTp.), BKIKOYAs QHHOTALMIO B Hauane CTaTbu nepen
OCHOBHbIM TEKCTOM, KOTOpasi [JOMXHA oTpaxarb Lenb pabortel,
MeTOZ, UM METOZO0NOMMI0 NPOBELEHUs paboTkl, pe3ynbTaTkl pa-
00Tbl, 06/1aCTb NPUMEHEHNS PE3YNILTATOB, BLIBOAH! (AHHOTALMS
He meHee 20 npeanoxenuin (150»300 cnos) - (Ha aHMMIACKOM
A3blke) Yepe3 1 KOMMbIOTEPHBIA MHTEPBAN), TABNNLLEI, PUCYHKK,
CNUCOK NuTepaTyphbl (4epes3 1 KOMMbIOTEPHLINA UHTEPBAJI, Pa3Mep
wpudta — 14), HaneyaraHHbix B pepaktope Word, wpudrtom
Times New Roman, nonsi — BepxHee 1 HuxHee — 2 CM, NIEBOE
-3 cm, npasoe —1,5 cm. KonnyecTtso pucyHkos — 5-10.

CTpykTypa LONMXHA COOTBETCTBOBATb MEXAYHAPOAHOW ¢op-
myne IMRAD, rge | — introduction (Bctynneuue), M — Methods
(metogpl), R — Results (uccneposanue), A — u, D — conclusion+
discussion (3akntoueHne, 06CyxaeHne pe3ynbTaToB U BLIBOAbI).

HasaHne - OtobpaxaeT cyTb pabotbl -+ Kpatkoe - be3 ab-
Opesuartyp.

Heobxoammo oduumanbHo 3akpenuTb Ha3BaHWe OpraHM3auun
Ha aHMNIICKOM 1 COKpaLLeHmne

Pestome - CTpykTypupoBaHo - be3 abbpesuartyp - lMepepaer
CTPYKTYpY CcTaTbn — 3a4em (akTyanbHoCTb) — Kakumu metogamn?
— Y10 nonyyeHo — Kak 310 U3mMeHuno kaptuHy 3Hauuin. MeHHo
€ro YMTaloT B NEPBYI0 0YEPeb, TONbKO XOPOLIEe PE3OMe MOXET
NpuBeYb BHUMaHMe!

BcTynnenne - AkTyansHocTb paboThl - Kakas 3ajaya noctas-
neHa - lMoyemy

Metogbl - lepeuncneHme - ECnu M3BECTHbIE - OaTb CCbUIKY
- Ecnu mogmduumpoBanu — ykasatb kak + OnucbiBaTb Tak 4To 6
mormnu nosToputh * Cratuctuka!

Pesynbratel © [lonyckaetcs He XPOHONOrMYeckoe, a Jiornye-
ckoe noBecTBoBaHMe + OCHOBHbIE, @ He BCE YTO OblAM coenaHsl *



TPEBOBAHUSA

MnnocTpupyoTcs MUHUMaNnbHO HE0OXOAMMbIMU CBOAHbLIMU AAHHbI-
MU (MCXOAHbLIE MOTYT ObITb B JONONHUTENbHBIX MaTepuanax)

06cyxpaeHus « He noBTopsTth pesynbtatbl + ConoctaButh No-
NYYEHHbIE IaHHbIE C UMeroLmmMucs - OBCYaMTb BO3BMOXHbIE NpU-
YWHbI U CNEACTBUS

®yHkumMmM cnucka nutepatypbl: + AprymeHTMpoBaTh uaew -
ConoctaBuTb € cyllecTBytowmuMI aHanoramn - 0603HaYUTb MECTO
[laHHOrO uccnefoBaHns - M3bexatb nnaruata - [ns XypHana
YYEHOr0 = Npu3HaHue + YacTto ykasaHbl TONbKO COOCTBEHHbIE pa-
00Tbl MW OYeHb CTapble (CaMOLUTUPOBAHNE AOMYCKAETCS TONbKO
10-15% ot obwiero cnmcka nuteparypsl) = Kouyowme owmnoku

Pasnuyaitte + Ccbinkn + Cnucok nutepatypsbl « bubanorpadus

Yto moryT uutmpoBatb + KHuru, (MoHorpaduu, masbl) + Cra-
TbW HAY4HbIX XypHanoB * Matepuansl kKoHpepeHumin - MateHTs -
Oncceptauum + HeonybnukoBaHHble aaHHbie + CMU + Beb pecyp-
cbl (NpoTokonbl, BeO cTpaHuyku) MCTOYHMK [ONXEH OblTb Hafex-
HbIM 1 IETKO AOCTYMHBIM.

CraTbsl HAYMHAETCA Ha AHIMMIACKOM f13bike. B Hayane, nocepeaynHe
CTPaHWUpl, MAET Ha3BaHWe CTaTbu NPOMUCHBLIMU XUPHBIMK ByKBaMM,
Ha3BaHWe CTaTbi AOMKHO ObITb KOPOTKMM 1 EMKIM, COMIAcHO NpoBe-
JEHHOro aHanm3a okono 30-40 CMMBOMOB HA QHIMUICKOM S3bIKE.

[anee Ha cneayoleid CTPOYKe — WHMULIMANbI U paMuamn aBTopoB
00bIYHBIM XMPHbIM WPKUGTOM, 3aTEM Ha CleayIoLLel CTPOYKe — Ha3Ba-
HWe opraHu3auun(uii), B KOTOPOI BbINONHEHA paboTa, ropof, CTpaHa,
3aTeM Ha HOBOIi cTpouke — aapeca E-mail aBTopos. C kpacHoOM CTPOKK
uoyT Knoyesole cosa (Key words), a Ha HOBOI CTPOYke — cama aH-
HoTaums (Abstract — He menee 150 n 6onee 300 cnos).

[anee, nocne oT6UBKM OAHOW CTPOKU, HAYMHAETCS HA PYCCKOM
a3blke. B Hauane cTatbu BBEPXY CNneBa Cnepyer ykasaTb MHAEKC
YAK, MPHTMU.

3atem, nocepeayHe CTPaHuLbI, NUWeTCs: 1) Ha3BaHue CTaTby;
2) aBTOPbI; 3) HA3BAHWNE OpPraHu3aLuu; ¢ KPAcHo cTpoku — Knio-
YyeBble CNOBA, 3aTeM — AHHOTauus (odopmieHune WpudTos, Kak
Ha AHIIMIACKOM S3bIKE).

OtbuBaeM OfiHY CTPOKY U HauMHaeTcs cama cTatba. Cnenom
3a cTaTbeil uaet cnucok Jiuteparypol. CCbiTkM HA IUTEPATYPHbIE
MCTOYHMKM AatoTes uyudpamu B NpsMbIx ckobkax no Mepe ynomu-
HaHus (He meHee 20).

Ons kaxpoi ctatbm obGasatenen DOI (Digital Object
Identifier) - ato undporoii naeHTudukatop nokymenta. DOI Bbi-
NONHAET GYHKLUMIO rMNEepPCChiikK, KOTOpas BCeraa NoOMOraet Haii-
TW HYXHbIA JOKYMEHT, faxe eCnv CaiT, rae OH Haxo4uncs paqee,
Obln BNOCNEACTBUN M3MeHeH. bnarogaps aToMy MHAEKCY MOMCK
HayyYHOI nHpopmauuu B ViHTepHeTe ctan npotue 1 apdekTusHee.
Kaxpoe n3nanue, XypHan pasmellaet Ha CBOMX BeO-CTpaHMLax B
WHTEPHETE, KaK Tekylue, Tak U apXMBHbIE HOMepa, U MaTtepuarsl.
Takum 00pa3om, B OTKPLITOM JOCTYNe MOXHO YBULETb PE3lOMe,
KOTOpblE BKNIOYAIOT B Ce0s Ha3BaHue CTaTbi, Gamunuio, Ms, ot-
4eCTBO aBTOPA, aHHOTALMIO W KKOYEBLIE CNOBA, MECTO BbINOHE-
HWS paboTbl, @ TaKXE BbIXOAHbIE AaHHbIE OMyONMKOBAHHbIX CTaTel
(HasBaHwue xypHana, ro u3faHus, ToM, HOMep, CTpaHuLa).

Cnucok nutepaTtypbl opopmasieTcs ceayowmm o0opasom:

B ccbunkax Ha kHuru ykasbiaetcst ISBN (10- unu 13-3HauHblif).
CokpalLatoTcs Ha3BaHKS TONBKO TEX XYPHANOB, KOTOPbIE Yka3aHsl: http://
images.webofknowledge.com/WOK46/help/WOS/0-9 abrvjt.html.

[lng BCex CCbINOK Ha CTaTbu, OMy6MKOBAHHbIE B MEXAYHAPO.-
HbIX peLeH3MpyeMbx XypHanax cnegyet ykaseieatb DOI (Digital
Object Identifier). DOI yka3biBatotcs B PDF Bepcun ctatbut u/unu
Ha OCHOBHOWN WHTEPHET-CTPaHULLE CTaTbM, TAKXE MOXHO BOCMOJb-
3oBarbcs cuctemoin moucka CrossRef: http://www.crossref.org/
guestquery/. Huxe npusoagatca npumepbl 0pOPMAEHUS CCbINOK:

CrtaTbs B MEXAYHAaPOAHOM 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)

CrtaTtbsi B PyCCKOSI3bIY4HOM XYPHane, He UMEoLLas aHmos-
3bl4HOII BEpCUU:

2. Ivanova 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

Marepuanbl 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.

MateHTbl:

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)

Cranpaptbl, 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 caitte http://www.translit.ru/ moxHo 6ecnnaTtHo BOCNO/Ib30-
BaTbCS NPOrpamMoii TpaHcaMTepaumn Pycckoro Tekcta B natuHu-
Lly, NCNOb3ys pa3nuyHble cuctemsl. liporpamma o4eHb NpocTas,
€€ N1erko 1Crnonb30BaTh Afg rotoBbIX CChinok. K npumepy, Boibpas
BapuaHT cuctembl bubnuoteku Konrpecca CLUA (LC), mbl nony-
yaem m3obpaxeHue Bcex BYKBEHHbIX COOTBETCTBUIA. BcTaBnsiem B
cnevLuanbHoe None Bech TeKCT bnubanorpadum Ha pycCKOM S3bike 1
HaXMUMaeM KHOMKY «B TPAHC/UT».

B KOHLe cTaTby AaeTcsa pe3toMe Ha kasaxckoM a3bike. Odopm-
NFETCS aHaNOrMyHO PycCkoMy BapuaHTy. focepeanHe CTPaHMUpI
nuiietcs: 1) Ha3BaHWe cTaTby; 2) aBTOPbI; 3) HA3BaHWe OpraHMaa-
LL1K; C KPaCHoIi CTpokn — ©3ekTi cesaep, nocne — AHHOTauuMS.

MocnenHsas cTpaHuua NOLMUCHIBAETCS BCEMU aBTOpamu, CTa-
BUTCS AaTa.

3. Cratby Ny6AMKYIOTCS TONLKO HA @HIMUIACKOM S3bIKE.

4. B cnyyae nepepaboTku CTaTbl N0 NPoCbOE peaakLUOHHO
KONernn XypHana fatoi NoCTyNNeHUst CYNTaeTCs fata noayyeHus
pefakumen OKOHYATENbHOrO BapuaHta. Ecnn cTathsl OTKNOHEHa,
pefakums coxpaHseT 3a co60i NpaBo He BECTW AMCKYCCUIO MO MO-
TMBaM OTKJIOHEHMS.

OduumanbHbiii caiT XxypHana «BectHuk xupyprum KazaxcraHa»: www.vhk.kz
E-mail: kaz.vestnik@mail.ru
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