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RESULTS OF THE PREGNANCY, 
ACCOMPANYING WITH THE DISEASES 
OF THE GASTROINTESTINAL SYSTEM

Garayeva K.G.
Institute of Obstetrics and Gynecology of the Ministry of Health of the Republic of Azerbaijan, Baku, Azerbaijan 

Abstract
The special weight of gastroesophageal diseases continuously spread among the young pregnant women during 

last decades.  Spontaneous miscarriage of 2 pregnant women (33%) stated in I trimester of the pregnancy, spontane-
ous miscarriage of 3 pregnant women (50%) in II trimester of the pregnancy, spontaneous miscarriage of one pregnant 
women (17%) in I trimester of the pregnancy. 

Low weight is stated in 8 patients (17%) from 48 infants, atresy of the rectum is stated in one patient (2%). So, 15 
pregnant women (28%), suffering from esophageal diseases, have fetus with abnormal growth.

32 patients, passing the treatment at gastroenterologist after the birth, appealed to clinic with recurrent pregnancy. 
The spontaneous miscarriage is stated in 3 patients (9%). Delay of the spinal column is stated under USI examination at 
the end of II trimester of the pregnancy of one patient and regarding with it, the pregnancy was stopped with artificial birth.

Abnormal growth of the fetus is stated only in 4 patients (12.5%) from 32 pregnant women.

Keywords
pregnancy, 
gastrointestinal system

ÌÐÍÒÈ 76.29.34

ABOUT THE ÀUTHORS
Garayeva K.G.- 
Institute of Obstetrics and Gynecology of 
the Ministry of Health of the Republic of 
Azerbaijan, Baku, Azerbaijan. 
sevilmm@rambler.ru

Àœäàòïà
Ñîœƒû îí æûëäàð ³ø³íäå ãàñòðîýçîôàãåàëäûќ àóðóëàðäûœ æàëïû ñàëìàƒû æàñ æ‰êò³ ºéåëäåðä³œ àðàñûíäà 

‰çä³êñ³ç òàðàëóäà. Æ‰êò³ë³êò³œ  I-ø³ òðèìåñòð³íäå  ºéã³ë³ áîëƒàí æàƒäàéäà, 2 æ‰êò³ ºéåëäå (33%) ñûðòќû ºñåðñ³ç áàëà 
ò‰ñ³ã³,   æ‰êò³ë³êò³œ  II-ø³ òðèìåñòð³íäå  ºéã³ë³ áîëƒàí æàƒäàéäà, 3 æ‰êò³ ºéåëäå (50%) ñûðòќû ºñåðñ³ç áàëà ò‰ñ³ã³,  á³ð 
æ‰êò³ ºéåëä³œ (17%) ñûðòќû ºñåðñ³ç áàëà ò‰ñ³ã³ îðûí àëƒàí.

Òμìåíã³ ñàëìàќ  8 ïàöèåíòòå (17%)  48 íºðåñòå äå, á³ð ïàöèåíòò³œ ò³ê³øåã³íäå  àòðåçèÿ (2%) êμðñåò³ëãåí. Ñîíû-
ìåí,  μœåø àóðóëàðûíà øàëäûќќàí 15 æ‰êò³ ºéåëä³œ (28%) ќ±ðñàƒûíäàƒû íºðåñòåñ³í³œ àќàóëûќïåí μñó³ áàéќàëàäû.  

Áîñàíƒàííàí êåé³í ãàñòðîýíòåðîëîã-ìàìàííûœ åì³í àëƒàí 32 ïàöèåíò ìåðç³ìä³ê æ‰êò³ë³ã³ìåí êëèíèêàƒà 
æ‰ã³íãåí. Ñûðòќû ºñåðñ³ç áàëà ò‰ñ³ã³ 3 ïàöèåíòòå (9%) êåçäåñåä³. Á³ð ïàöèåíòò³œ æ‰êò³ë³ã³ áàðûñûíäà II òðèìåñòð³í³œ 
ñîœûíäà USI çåðòòåó³íäå îìûðòќàñûíûœ äàìóû òîќòàï ќàëóû æàñàíäû áàëà òóûëóûìåí òîќòàòûëƒàí. 32 æ‰êò³ 
ºéåëä³œ ќ±ðñàƒûíäàƒû ±ðûќòûœ  àóûòќó ò‰ðäå μñó³ 4 ïàöèåíòòå áàéќàëƒàí.

Àííîòàöèÿ
Îñîáûé âåñ ãàñòðîýçîôàãåàëüíûõ çàáîëåâàíèé â òå÷åíèå ïîñëåäíèõ äåñÿòèëåòèé íåïðåðûâíî ðàñïðîñòðà-

íÿëñÿ ñðåäè ìîëîäûõ áåðåìåííûõ æåíùèí. Ñïîíòàííûé âûêèäûø ó 2 áåðåìåííûõ æåíùèí (33%), çàÿâëåííûõ â 
I òðèìåñòðå áåðåìåííîñòè, ñïîíòàííûé âûêèäûø ó 3 áåðåìåííûõ æåíùèí (50%) âî II òðèìåñòðå áåðåìåííîñòè, 
ñïîíòàííûé âûêèäûø îäíîé áåðåìåííîé æåíùèíû (17%) â I òðèìåñòðå áåðåìåííîñòè áåðåìåííîñòü.

Íèçêèé âåñ îòìå÷àåòñÿ ó 8 ïàöèåíòîâ (17%) ó 48 ìëàäåíöåâ, ó îäíîãî ïàöèåíòà óêàçûâàåòñÿ àòðåçèÿ ïðÿìîé 
êèøêè (2%). Òàêèì îáðàçîì, ó 15 áåðåìåííûõ æåíùèí (28%), ñòðàäàþùèõ çàáîëåâàíèÿìè ïèùåâîäà, åñòü ïëîä ñ 
àíîìàëüíûì ðîñòîì.

32 ïàöèåíòà, ïðîøåäøèå ëå÷åíèå ó ãàñòðîýíòåðîëîãà ïîñëå ðîæäåíèÿ, îáðàòèëèñü â êëèíèêó ñ ïåðèîäè÷å-
ñêîé áåðåìåííîñòüþ. Ñïîíòàííûé âûêèäûø çàÿâëÿåòñÿ ó 3 ïàöèåíòîâ (9%). Çàäåðæêà ïîçâîíî÷íèêà óêàçàíà â 
èññëåäîâàíèè USI â êîíöå II òðèìåñòðà áåðåìåííîñòè îäíîãî ïàöèåíòà è îòíîñèòåëüíî ýòîãî, áåðåìåííîñòü áûëà 
îñòàíîâëåíà èñêóññòâåííûì ðîæäåíèåì.

Àíîìàëüíûé ðîñò ïëîäà îòìå÷àëñÿ òîëüêî ó 4 ïàöèåíòîâ (12,5%) îò 32 áåðåìåííûõ æåíùèí.
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RESULTS OF THE PREGNANCY, ACCOMPANYING WITH THE DISEASES OF THE 
GASTROINTESTINAL SYSTEM

Background
One of the important problems, stand in front of 

obstetrics and gynecology, is to provide the healthy 
birth of the fetus, properly regulating the flow of the 
pregnancy. So, contamination of the atmosphere, 
non-satisfactory social factors, harmful addic-
tions, various genital and extragenital diseases 
make serious obstacles for prenatal growth of the 
fetus [1,2,3,4]. Since the percentage of the fetus 
with congenital diseases, as well as, non-complet-
ed pregnancies continuously go up year by year 
[5,6,7,8]. 

One of the factors, making obstacle for prena-
tal growth of the fetus, is gastrointestinal diseases, 
including to the group of extragenital diseases 
[9,10,11]. The percentage of the pregnant women, 
suffering from gastrointestinal diseases, increases 
for the last years [12]. The cause is the wide spread 
of gastrointestinal disease among youth.  Although 
wide spread of gastrointestinal disease among 
pregnant women, their treatment is not under nec-
essary attention. 

Considering above stated, we deem reasonable 
to analyze the results of the pregnancy of the pa-
tients, suffering from gastrointestinal diseases. 

The trials are conducted on 396 pregnant wom-
en, suffering from extragenital disease, 54 patients 
(14%) suffer from gastrointestinal disease. Chronic 
constipation is stated on 20 patients (41%). In case 
of absence of defecation after 24 hours, this is 
the pathology, we accepted caprostasis the cases 
when defecation delays more than 24 hours. 

Since instrumental examination of the gastro-
intestinal disease makes danger for the pregnancy, 
we could not complete the research of the etiologic 
factors of the constipation in patients under our 

control. Regarding with it, we tried to ease the con-
dition of the pregnancy, using medicines, not harm-
ful for the growth of the fetus, and other means of 
treatment, we did not use medicines against etio-
logic factor while the pregnancy. 

We got the following results while separating 
the pregnancy on trimesters on 22 pregnant wom-
en, complaining from constipation. 

The constipation is stated on 1st trimester of 
the pregnancy on 6 patients (54,5%), 2nd and 3rd 
trimester on 12 patients (27%), the percentage of 
the patients, suffering from constipation, among 
the pregnant women, does not increase and remain 
stable, starting from 1st week of 3rd trimester at the 
expense of change of medicine against constipa-
tion at the end of 2nd trimester. The constipation 
shows equality while the pregnancy of our patients 
(figure 1). 

Irritation syndrome of the intestines is stated on 
13 patients (24%) under our survey. 

Although rapid spread of the gastrointestinal 
diseases and irritation syndrome of the intestines 
at the result of the increase of stress factors and 
speedily change of life temp during last 10 years, 
these diseases are rarely stated on the pregnant 
women. Nevertheless, these diseases seriously re-
duce their life quality and made appeal to the doc-
tor frequently (13). 

Material and methods
Basing on the anamnesis, collected from the 

pregnant women, we came to the conclusion that 
the main etiologic cause is the stress in the patients 
under our survey. 

Since the signs of the patient are not sig-
nificant in first weeks of the pregnancy, irritation 

Figure 1. 
Growth of the constipa-
tion, depending on the 
term of the pregnancy
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syndrome of the intestines is not stated on 13 
patients up to the pregnancy. However, when we 
examine the anamnesis, we state definite signs 
of irritation syndrome of the intestines in each of 
them. The patients did not appeal to the doctor 
regarding with the moderate flow of the disease. 
However, starting from 2nd week of the preg-
nancy, 4 patients (31%) complaint about acute 
pains, continuing for a short period in the form 
of attack, in posterior part of the stomach. These 
types of the pains are stated in 7 patients (54%) 
in fourth week of the pregnancy. These symptoms 
are already stated in 100% of these patients in 
7th week of the pregnancy. Meteorism is stated 
in 6 patients (46%), beside the pains, the noisy 
sounds of the intestines on the background of the 
meteorism is stated on 7 patients (54%). The def-
ecation act became dysfunctional on 100% of the 
pregnant women. Diarrhea is stated on 4 patients 
(15%), constipation is stated on 9 patients (85%). 
Astenic, ipochondric, depression syndrome is not 
stated on our patients. Gastroenterologist ex-
amined all pregnant women, the condition of the 
pregnant women improved according to their rec-
ommendation about general fastening measures 
of the body, relevant changes of the nutrition. In 
case of necessity, spasmolytic medicine is used 
against diarrhea, medicines, improving dysbiosis 
of the intestine is used as well. The effect of the 
each prescribed medicine to the growth of the fe-
tus made clear. 

Results and discussion
Reflux esophagitis diagnosis is determined 

on 9 patients (17%) under our survey. Since the 
syndrome, arising at the result of irritation of mu-

cosal membrane of the esophagus with the effect 
of stomach acid, covers all age groups, this syn-
drome widely spread among the pregnant women 
as well (9). However, majority of the obstetricians-
gynecologist did not pay attention to this prob-
lem, they are satisfied with the correction of the 
nutrition regime of the pregnant women. The main 
cause is the start of the stomach fermentation, 
which is the main symptom of gastroesopahigi-
tis reflux syndrome (GRS), and its removal after 
the birth. Therefore, obstetricians-gynecologists 
consider the problem, which is not harmful for the 
pregnancy and accompanying gastroesopahigitis 
reflux syndrome. 

However, this mistaken idea is supported with 
the articles, published in the literature of the last 
years. T.B. Elokhin and B.E. Tyumyunnic (9) de-
clared on the basis of their survey that since gas-
troesopahigitis reflux syndrome is the disease, ac-
companying the pregnancy, it causes the peculiar 
problems in the flow of the pregnancy. 

All of 9 patients under our survey complaint 
about stomach fermentation, acid belching and 
dysfagia. Sense of aching, starting from stomach, 
is similar to stenocardia attacks, irradiating to the 
back side of the thorax, these complaints are stated 
in 3 patients (33,3%). However, despite of steno-
cardia pains, these pains continue for long period 
and sense of aching became moderate after abun-
dant intake of water. Stomach fermentation is stat-
ed on 9 patients in I trimester of pregnancy, they 
reduce to 5 patients in II trimester, 3 patients in III 
trimester (figure 2). So, the stomach fermentation 
is high in 100% of the pregnant women in I trimester 
of the pregnancy, 55,6% in II trimester, 33,4% in III 
trimester. 

Figure 2.
Stomach fermentation 
in trimesters of the 
pregnancy
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Considering negative effect of the medicines, 
blocking histamine H2 receptors and possessing 
antiacid property, to the prenatal growth of the fe-
tus, on the purpose of the removal of the stomach 
fermentation, Geviskin medicine is prescribed 1 
capsule on an empty stomach in morning for 15 
days. The results of our clinic survey show that 
since the stomach fermentation became neutral 
4-4.5 hours after intake of Geviskin medicine, 
evacuation of the food in intestine improved and 
irritation of the mucosal membrane of the esopha-
gus is removed. 

Chronic stomach ulcer is defined in 4 pa-
tients (7%) from 54 patients, the pregnancies of 
which are under our survey. Although this disease, 
widely spread for the last years, its rare case re-
gards with pregnancy. We have joint opinion with 
S.G.Bulgakov (14) and we state that pregnancy ef-
fects to the secretor function of the stomach and 
increases the formation of the mucous. Motor func-
tion of the stomach strengthens, blood supply of 
the stomach improves regarding with the elevation 
of the condensation of the sexual hormones and ac-
tivation is stated in the process of the restoration of 
the mucosal membrane. 

Regarding with it, chronic stomach ulcer has 
light clinical flow without severing. The pains in the 
field of dagger like appendage and irradiation of 
these pains to the back throrax field is stated on 
all pregnant women under our survey. The patients 
complaint about severing of pains 20-30 minutes 
after the meal. According to the information, pro-
vided by them, the pains became calm after vomit-
ing. Clinical symptoms of the disease is stated in 
30th week of the pregnancy in one patient (25%), 
33rd week in other patient, 17th week in 2 other 
patients (50%). 

The serious examinations are not carried out re-
garding with the flow of the pregnancy for the defi-
nition of the diagnosis (gastroscopy, CT, x-rays). 
Anamnesis of the pregnant women is collected and 
anterior wall of the bell is palpated.  Gregsen reac-
tion is used for the analysis of the defecation, he-
moglobin analysis in the blood is carried out. Greg-
sen reaction is negative and volume of hemoglobin 
is stable. 

Diet is prescribed for the pregnant women, 
it is recommended to limit the physical activity. 
Although bed regime is prescribed, it is recom-
mended to walk under room conditions. It is pre-
scribed to intake the food for 5-6 tines daily. On the 
purpose of delay of the secretion of the salt acid, 
coffee, chocolate, citrus fruit juice, gaseous water, 
tomato, acid fruits, hard boiled eggs, fresh bread, 
fried meals are excluded from the menu. It is rec-
ommended to eat boiled vegetable, meat, fish and 
chicken meat. 

In case of stomach fermentation, it is recom-
mended to drink milk, carrot juice, eat water boiled 
rolled oats, banana, fresh cucumber. We urged to 
prescribe to one patient (25%) omeprasole during 
pregnancy. Other pregnant women completed the 
pregnancy, observing nutrition regime. 

Hyperacid gastritis is stated on 6 patients (11%) 
from 54 patients under our survey. 

According to information, provided by T.V. Lopa-
tina and N.A. Krasnova (15) approximately on 50% 
of the patients stated hyperacid gastritis. Our clini-
cal trials approve it. So, majority of the patients, 
whose pregnancies are under control, frequently 
appeal to the doctor with the complaint of “burn 
in the stomach”. These complaints start from first 
days of the pregnancy and stated in various peri-
ods, especially, II-III trimesters. 

Considering negative effect of the modern di-
agnostic means to the prenatal growth of the fetus, 
we use classic methods, collection of the anamne-
sis, palpation, analysis of the blood and defecation 
while determination of the diagnosis. 

While collecting of the anamnesis from the pa-
tients, we consider important to make clear the fol-
lowing issues: 

1. Do the pregnant women intake steroid medi-
cines against inflammation, especially, as-
pirin? So, secretory function of the stomach 
strengthens after intake of such medicines 
(16). 

2. Does flow of the pregnancy accompany with 
toxicosis? It is necessary to define whether 
there is vomiting, characters of the vomiting 
masses. The purpose of it, is to make clear 
whether there is functional insufficiency of 
the cardiac part of the stomach regarding 
with pregnancy in accompaniment of the in-
crease of the acidity of the stomach. Reduc-
tion of the tonus in sphincter of the esopha-
gus in second part of the pregnancy is stated 
and it leads to the insufficiency of the cardiac 
part. In this case, progressing gastroesopha-
geal reflux shows itself with clinical stomach 
fermentation. In frequent cases, this condi-
tion arises at the result of the renovation of 
the body at the result of the change of the 
hormonal status. It should be considered 
that this condition became severe with the 
increase of the intra stomach pressure and 
growth of the uterus. 

3. To make clear whether there is the pathology 
of the gastroesophageal system which is hid-
den before the pregnancy. 

So, newly formed hormonal status while the 
pregnancy effects to hidden pathology in gastro-
esophageal status and its initial symptom is stom-
ach fermentation (9,17). 

RESULTS OF THE PREGNANCY, ACCOMPANYING WITH THE DISEASES OF THE 
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According to the anamnesis, collected from 
the pregnant women, it is determined that the 
stomach fermentation arises at the result of the 
intake of big volume meal, fatty and fried meal and 
spicy meals. According to their words, stomach 
fermentation arises 10-15 minutes after intake of 
the food or sometimes, after an hour and lasts for 
2-3 hours. However, stomach fermentation does 
not completely remove and relapses for couple of 
times daily. 

The stomach fermentation of our pregnant 
women changes depending on the position of 
the patients. So, majority of the pregnant women 
states that the stomach fermentation happens more 
acutely when they are in a horizontal position, some 
pregnant women state that the stomach fermenta-
tion is acute when they lay in left side.

Pregnant women, suffering from hyperacid gas-
tritis, are examined by gastroenterologists and they 
passed the below stated treatment on the basis of 
their recommendations: 

1. The meals, irritating the mucosal membrane of 
the stomach, are prohibited; 

2. It is recommended to rise the part under the 
head at least 150 degree while going to the 
bed;

3. To get the daily meal with 7-8 times intervals 
and after the meal, it is recommended to walk 
with small steps; 

4. It is recommended to avoid rise and getting 
low while occupying with physical education 
and other domestic works;

5. It is recommended to eat fruit and vegetables 
in boiled form; 

6. In case when the intake of the medicines is 
unavoidable, H2-histamin receptors blockage 
and proton pump inhibitors shall be used. On 
this purpose, 2 pregnant women shall intake 1 
tablet, De-nol, one pregnant woman intakes 1 
capsule of Landoprasol on an empty stomach 
in morning.

Results of the flow of the pregnancy: spontane-
ous miscarriage in 6 pregnant women (11%) from 
54 pregnant women, accompanying with gastroin-
testinal diseases.

Spontaneous miscarriage of 2 pregnant women 
(33%) stated in I trimester of the pregnancy, spon-
taneous miscarriage of 3 pregnant women (50%) in 
II trimester of the pregnancy, spontaneous miscar-
riage of one pregnant women (17%) in I trimester of 
the pregnancy. 

Ceasarean birth is carried out in 6 pregnant 
women (12.5%) from 48 patients, 42 pregnant 
women gave birth with physiologic way (87.5%). Two 
pregnant women required the birth with Ceasarean 

cut (33%). The surgical operation is used with the 
direction of the fetus in remainder patients. 

Low weight is stated in 8 patients (17%) from 48 
infants, atresy of the rectum is stated in one patient 
(2%). So, 15 pregnant women (28%), suffering from 
esophageal diseases, have fetus with abnormal 
growth (schedule no 2). 

32 patients (59%), passing the treatment at 
gastroenterologist after the birth, appealed to 
clinic with recurrent pregnancy. 5 patients (16%) 
become pregnant 2 years after first pregnancy, 7 
patients (22%) 3 years after the pregnancy, 11 pa-
tients (34%) 4 years after the pregnancy, 4 patients 
(12.5%) 5 years after the pregnancy, 3 patients 
(9.5%) 6 years after the pregnancy, 2 patients (6%) 
7 years after the pregnancy. 

According to the anamnesis, collected from 
the pregnant women, patient passed com-
plete ambulatory, stationary and resort treat-
ment (mainly in Yesentuki and Pyatigorsk resort 
houses).  Surgical operation is carried out for 2 
person and diaphragmal rupture is closed. The 
following is observed while the pregnancy. First 
of all, percentage of spontaneous miscarriage 
significantly reduced. Spontaneous miscarriage, 
observed in 11% of the pregnant women, includ-
ed to I group, is stated in 9% (3 patients) of the 
patients, included to II group. Death and birth 
cases are not stated. Delay of the spinal column 
is stated under USI examination at the end of II 
trimester of the pregnancy of one patient and re-
garding with it, the pregnancy was stopped with 
artificial birth. Other 28 infants are healthy. 6 pa-
tients passed birth with Ceasaren cut (21%) and 
remainder patients give birth with physiological 
way (22 patients or 79%). 

The flow of the pregnancy of the patients, 
suffering from gastroesophageal diseases, di-
rected to the positive course after the treatment 
(schedule 1). Defected growth of the fetus re-
duced significantly. Abnormal growth of the fe-
tus is stated only in 4 patients (12.5%) from 32 
pregnant women.

Conclusion
From this point of view, we came to the con-

clusion that gastroesophageal diseases affect 
negatively to the prenatal growth of the fetus. 
This is approved on the basis of the results of 
the treatment of the patients, suffering from gas-
troesophaeal diseases. Therefore, before the 
pregnancy, gastroesophageal system shall be 
examined, the detected pathologic cases shall 
be eradicated and then, it is recommended to be 
pregnant. 

RESULTS OF THE PREGNANCY, ACCOMPANYING WITH THE DISEASES OF THE 
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DYNAMICS OF HEMODYNAMIC PARAMETERS 

DURING GENERAL ANESTHESIA WITH THE USE 

OF THE LARYNGIC MASK OF PATIENTS WITH 

NODULAR THYROID FORMATIONS.

Hasanov F.J., Muradov N.M., Isayeva A.N.
Scientific Center of Surgery named after Ì.À.Topchubashov, Baku, Azerbaijan Republic

Abstract
The conducted study proved that at the stages of general anesthesia conducted with LM, the hemodynamic pa-

rameters undergo less changes than in general anesthesia performed by intubation of the trachea. The analysis of the 
obtained results allows to state that the general anesthesia carried out using LM is not inferior in adequacy and at the 
same time is less invasive than intubation anesthesia.

Keywords
nodular goiter, general anesthesia, 
laryngial mask
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DYNAMICS OF HEMODYNAMIC PARAMETERS DURING GENERAL ANESTHESIA WITH THE USE OF THE 
LARYNGIC MASK OF PATIENTS WITH NODULAR THYROID FORMATIONS

Introduction
Among thyroid pathologies (thyroid gland) the 

nodal (multinodular) nontoxic goiter is the most 
common disease [1].The pathology of the thy-
roid gland is in second place after diabetes mel-
litus among diseases of the endocrine system and 
is found in some regions of Russia in 25% of the 
population [2].Treatment of patients with nodular 
lesions of the thyroid gland is an actual problem in 
modern thyrology as a result of a large number of 
such patients, and due to the difficulty in determin-
ing the malignancy or benignness of the nodal for-
mation [3].In Russia and Europe, duringa screening 
of a healthy population with the use of palpation, 
nodular goiter is found in 3-10% of the patients 
surveyed, in the USA approximately in 4-7% of the 
population [4].With ultrasound and autopsy of the 
gland tissue, nodal formations are determined in 
50% of cases.More than 30% of women over 30 
years of age have some focal changes in thyroid 
tissue.The prevalence of nodular pathology of the 
thyroid gland in the population is extremely high, 
the nodes of the cytosome of the prominent gland 
are palpable in 4-7% of the population, with ultra-
sound screening the nodes in the thyroid gland are 
found in 50% of cases [5]. One of the main meth-
ods of treating nodular goiter is surgical interven-
tion [6].

Currently, despite the abundance of various 
anesthesia technologies, there is no optimal option 
that meets all the requirements for anesthesia in 
operative treatment of thyroid nodules. [7]. Laryn-
geal mask (LM) is an airway device and occupies an 
intermediate position between the facial mask and 
the introduction of the endotracheal tube by its ana-
tomical location and degree of invasiveness [8,9].

A number of authors in their studies empha-
size the advantages of LM in comparison with the 
introduction of the endotracheal tube. The possi-
bility of avoiding laryngeal edema was noted by J. 
Frappier et al. [10]. Al-Mazrou KA1, Abdullah KM, 
et al. (2010). They studied the effect of LM on the 
larynx during general anesthesia. Observable stud-
ies have shown that LM is safer for the anatomical 
and functional state of the larynx than the introduc-
tion of the endotracheal tube [11]. The use of LM 
improves the quality of anesthesia, reduces the 
number of intro- and post-operative laryngeal com-
plications [12,13].

Anesthesia with the use of LM relative to en-
dotracheal intubation is the first in reducing the 
exit time after surgery [14].According to several 
authors, LM has the following advantages over the 
introduction of the endotracheal tube: a fast and 
atraumatic setting; does not require the use of a 
laryngoscope; less in situ stimulation, which allows 

the use of lower doses of anesthetics and predis-
posing to a more rapid exit from the state of drug 
sleep; early recovery of cough and ciliary function; 
gives a lower resistance to breathing, due to its 
relatively wide tube; can be used when intubation of 
the trachea is impossible due to the patient’s physi-
cal condition [15,16].

Objective of the work - to assess the effect on 
general hemodynamic indices of general anesthe-
sia with the use of the laryngial mask in comparison 
with intubation of the trachea in patients operated 
for nodular thyroid formations.

Material and methods
60 patients with nodularization of the thyroid 

gland operated in the endocrine surgery depart-
ment of the Academician M.A. Topchubashov Scien-
tific Center of Surgery for a period were examined. 
Depending on the type of anesthesia, the patients 
were divided into two groups: the 1stgroup (main 
group) consisted of 60 patients who underwent 
anesthesia with LM; and the 2ndgroup (control) 
included 40 patients operated under conditions of 
endotracheal anesthesia. Patients with concomitant 
diseases are not included in the study groups.

In both groups, patients aged 16 to 40 years 
prevailed - 62 patients (59.6%), patients group 
aged 41 to 60 years old - 35 patients (33.6%), a 
small number (6.7%) of the patients studied were 
in the age group ofpatients over 60 years old. In 
various age groups, female patients predominated - 
80 patients (80%), the number of men patientswas 
20 (20%). The distribution of patients by age in the 
groups was even and equal: the percentage of pa-
tients in the age group from 16 to 40 years in the 
1st group was 60%, in the 2ndgroup - 57.5%; the 
percentage of patients in the age group from 41 to 
60 years – 24 (40%) and 16 (40%) respectively.

According to the sex in the groups, the patients 
were equally distributed: in the first group there 
were 49 women (81.6%), in the second group the 
number of women was 31 (51.7%); number of men 
in the first group was 11 (18.3%), in the second 
group - 9 (22.5%).

The physical condition of the examined pa-
tients in both groups corresponded to I-II class ASA 
(Classification of the American Association of An-
aesthesiologists).

In the preoperative period, all patients under-
went ECG, X-ray and ultrasound examination; de-
termined biochemical indicators, general blood, 
urine, and initial hemodynamic status; during the 
anesthesia, the parameters of hemodynamics, the 
acid-base state and the gas composition of the 
blood were determined; the depth of anesthesia 
was monitored by BIS monitoring.
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In both groups, the premedication and medi-
cal anesthesia of general anesthesia were identical 
(premedication - 1 ml Benzodiazepam, induction - 
Propofol 1.5-2.5 mg / kg, narcotic analgesic - Om-
nopon 1ml, relaxant-arduan 50μg / kg; inhalation 
anesthetic-izofluran 0, 8-1.5%).The operating time 
was 60.5 ± 5.5 minutes; the time of general anes-
thesia is 82.5 ± 5.1 minutes.Statistical processing 
of the data was made on the Intel® Pentium® 4® 
NT 3.00 GHz personal computer using variational 
and correlation statistics included in the software 
“Microsoft® Office 2007 SP 1 MSO”, the package 
“Microsoft® Office Excel”.

Results and discussions
10.5 ± 1.05 seconds were spent on LM installa-

tions, 9.5 ± 4.0 seconds on tracheal intubation; one 
patient required a second attempt at intubation.

In the main group, the total dose of isoflurane 
was 22.3% lower (0.07 ± 0.005 mg / kg / min) than 
in the control group (0.09 ± 0.004 mg / kg / min). 
The results of the studies showed that in the main 
group the leakage of the gas mixture did not ex-
ceed 6.9%, the peak pressure was at the level of 
10.6 ± 2.2, and at the end of the exhalation the CO2 
concentration was within the norm (32.9 ± 2.4mm). 
At the same time, in the control group, the leakage 
rate of the gas mixture was 7.2% (statistically the 
difference from the index of the main group was not 
reliable).

Thus, when LM was used, the leakage of the 
gas mixture did not exceed 7%, which indicated the 
adequacy of the creation of airtightness and airway 
patency on the LM side, similar to the endotracheal 
tube.

When analyzing the results of blood gas com-
position and acid-base blood composition in all 
stages of the study, no significant differences were 
observed in both groups between levels of S. p.O2. 
Against the backdrop of artificial ventilation, in both 
groups the stable state in terms of gas composition 
and acid-base composition of the blood proved the 
adequacy of the general anesthesia performed us-
ing both LM and intubation tube.

In the stages of general anesthesia with LM, 
when compared with anesthesia performed by in-
tubation of the trachea, the hemodynamic param-
eters underwent relatively smaller changes. In other 
words, LM influenced the indices of hemodynam-
ics less than intubation of the trachea.Despite the 
adequacy of anesthesia, intubation of the trachea 
caused an increased response to hemodynamics: 
the pulse rate at intubation was 16.3% higher than 
when applied with LM (p <0.05). In the main group, 
systolic blood pressure was lower than in the con-
trol group by 13.6%, diastolic blood pressure was 

lower by 9.5% and mean BP was lower by 7.3%. 
These indices indicated the absence of a pharyn-
geal reflex when applying LM. Against the backdrop 
of propofol, the effect of LM overlap on heart rate 
and blood pressure can be considered minimal, in 
comparison with intubation of the trachea on this 
background.At the same time, in both groups, he-
modynamic parameters remained stable in all stag-
es, which proved the adequacy of both methods of 
anesthesia.

Removal of the intubation tube in the control 
group significantly influenced all the hemodynamic 
parameters monitored: systolic blood pressure in-
creased by 13.6%, diastolic blood pressure by 13%, 
mean blood pressure by 8.3% mmHg, and heart 
rate by 9, 4%. At the same time, removal of LM was 
not accompanied by hyperdynamic changes in the 
parameters of hemodynamics.

As a result, in all stages of the study of hemo-
dynamics we have seen that the use of LM is effec-
tive in general anesthesia and is the least invasive 
method in comparison with intubation of the tra-
chea.

After the extraction of LM and the endotrache-
al tube, the recovery time in the main group was 
shorter than in the control group: recovery of spon-
taneous breathing and consciousness in the main 
group occurred 8.4 ± 1.12 minutes, and in the con-
trol group, in 16.6 ± 1.3 minutes (p <0.05).

In both groups anesthesia, as well as surgical 
complications were not observed.

Conclusion
The definition of hemodynamic indicators has 

proved that LM is less invasive than intubation of 
the trachea. During the general anesthesia on the 
background of controlled artificial ventilation, the 
gas composition and the parameters of the acid-
base composition of the blood remained stable in 
both groups, and there was no statistically signifi-
cant difference in their indices, which indicated the 
adequacy of ventilation and gas exchange.

The conducted study proved that at the stages 
of general anesthesia conducted with LM, the he-
modynamic parameters undergo less changes than 
in general anesthesia performed by intubation of 
the trachea. The analysis of the obtained results al-
lows to state that the general anesthesia carried out 
using LM is not inferior in adequacy and at the same 
time is less invasive than intubation anesthesia.

With the use of propofol, adaptation of LM 
with artificial ventilation allows the use of relatively 
smaller amounts of isoflurone.

After general anesthesia with LM, the recov-
ery of adequate breathing and consciousness 
occurs earlier than after a general anesthesia 
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performed using intubation of the trachea; all 
this contributes to the reduction of postoperative 
complications.

Summarizing the above, one can come to the 
following conclusions:

Ñonclusions
1. The use of a laryngeal mask to ensure airway 

patency during anesthetic maintenance has 
minimal effect on hemodynamics due to the 

absence of mechanical effects on the mucosa 
of the trachea, and may be an alternative to 
intubation of the trachea.

2. The use of LM is not accompanied by unfavor-
able changes in the gas composition of arte-
rial blood and oxygen transport.

3. The period of recovery of spontaneous breath-
ing and consciousness after anesthesia using 
LM is almost 2 times shorter than after intuba-
tion anesthesia.

DYNAMICS OF HEMODYNAMIC PARAMETERS DURING GENERAL ANESTHESIA WITH THE USE OF THE 
LARYNGIC MASK OF PATIENTS WITH NODULAR THYROID FORMATIONS



BULLETIN OF SURGERY IN KAZAKHSTAN ¹ 3•2018 15

ANALYSIS OF THE RESULTS 

OF MULTIPHASE COMPUTED 

TOMOGRAPHY IN THE DIAGNOSIS 

OF HEPATOCELLULAR 

CARCINOMA

Issamatov B.K.1,2, Zholdybay Zh.Zh.2, Medeubekov U.Sh.1, Tajibaev T.K.1,
Kaniev Sh.A.1, Baimakhanov B.B.1

1Department of hepatopancreatobiliary surgery and liver transplantation, JSC “National scientific center of 
surgery named after A.N. Syzganov”, Almaty, Kazakhstan
2Department of radiology, Kazakh institute of oncology and radiology, Almaty, Kazakhstan

Abstract
Hepatocellular carcinoma is one of the actual problems in the structure of oncological pathology in 

the world and in Kazakhstan. In the diagnosis of hepatocellular carcinoma, the use of multiphase com-
puted tomography is generally accepted. The article describes the analysis of the results of multiphase 
computer tomography with the correlation of cytological and histological studies in the diagnosis of 
hepatocellular carcinoma. Purpose: Conduct a retrospective analysis of the results of multiphase 
computer tomography in patients with hepatocellular carcinoma. Material and methods: Analyzed 
the archival data of 50 patients with malignant liver tumors, whose received specialized treatment at 
the Kazakh Scientific Research Institute of Oncology and Radiology in period 2014 - 2017. All patients 
underwent multiphase computed tomography. The examination was carried out in 4 phases: native, 
arterial, port-venous and delayed. The scan was performed on the 30th, 60th and 120 second (respec-
tively) after the administration of contrast agent. Results: The nodular form was detected in 76% of 
cases. If in 60% of cases the tumor was localized in the right lobe of the liver, and in 18% of cases - in 
the left, the lesion of both lobes was observed in 22% of cases. The sizes of the tumors were from 1 
cm to 21.1 cm, and the average size of all nodes was 10.6 cm. The outlines of the tumors were uneven, 
but clearly defined in 92% of cases. In 94% of cases, the density of the formations was hypodense, the 
structure was heterogeneous with areas of increased and decreased density. The presence of central 
necrosis in the form of an “asterisk” was visualized in 8% of cases. The non-intensive inhomogeneous 
hyperenhancement in the arterial phase, with complete “washout” into the porto-venous phase, as 
well as in the porto-venous and delayed phases, was observed in 6% and 12% cases, respectively. 
In 80% of cases, hyperenhancement was observed in the arterial and venous phases. At the same 
time, complete erosion in the delayed phase was observed in 60% of cases, and incomplete leaching 
- 20%. In cytological studies, hepatocellular carcinoma was confirmed in 69.7% of cases. In 93.1% 
of cases, hepatocellular carcinoma was confirmed in histological studies. Conclusion: The nodes 
of hepatocellular carcinoma in most cases were characterized by clear, uneven contours, hypodense 
density, heterogeneous structure due to foci of necrosis and cystic component. When the tumor was 
bolus contrasted, hyperenhancement was in the arterial and port-venous phases, with “washout” in the 
delayed phase in most cases. According to the received data it can be said that multiphase computed 
tomography has high information value in the diagnosis of hepatocellular carcinoma.

Keywords
liver, hepatocellular carcinoma, 
multiphase computed tomography.
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ANALYSIS OF THE RESULTS OF MULTIPHASE COMPUTED TOMOGRAPHY IN THE DIAGNOSIS OF 
HEPATOCELLULAR CARCINOMA

Àœäàòïà
Ãåïàòîöåëëþëÿðëû êàðöèíîìà á‰ê³ë ºëåìäåã³ æºíå Ќàçàќñòàíäàƒû îíêîïàòîëîãèÿíûœ μçåêò³ ìºñåëåëåð³íûœ 

á³ð³ áîëûï òàáûëàäû. Ãåïàòîöåëëþëÿðëû êàðöèíîìàíûœ äèàãíîñòèêàñûíäà ìóëüòèôàçäû êîìïüþòåðë³ê òîìî-
ãðàôèÿíû ќîëäàíó êåœ òàðàëƒàí. Ìàќàëàäà ãåïàòîöåëëþëÿðëû êàðöèíîìàìåí àóðûƒàí íàóќàñòàðäûœ ìóëüòèôàç-
äû êîìïüþòåðë³ê òîìîãðàôèÿñûíûœ íºòèæåëåð³íå òàëäàó æàñàëƒàí. Æ±ìûñòûœ ìàќñàòû: áàóûðäûœ ќàòåðë³ 
îáûðûœà øàëäûќќàí íàóќàñòàðäûœ  ìóëüòèôàçäû êîìïüþòåðë³ê òîìîãðàôèÿ íºòèæåëåð³í³ ðåòðîñïåêòèâò³ òàë-
äàó. Ìàòåðèàë ìåí ºä³ñòåð: Áàðëûƒû áîëûï 50 íàóќàñòûœ ìóðàƒàò äåðåêòåð³ çåðòòåë³íä³. Áàðëûќ íàóќàñòàðƒà 
ìóëüòèôàçäû êîìïüþòåðë³ê òîìîãðàôèÿ μòê³ç³ëä³. Íºòèæåëåð³: 76% æàƒäàéäà ÃÖÊ ò‰é³íä³ ôîðìàñûí ќóðàƒàí. 
Åãåð 60% æàƒäàéäà ќàòåðë³ ³ñ³ê áàóûðäûœ îœ æàќ áμë³ã³íäå îðíàëàñќàí áîëñà, 18% æàƒäàéäà - ñîë æàќ áμë³ã³íäå, 
àë 22% æàƒäàéäà – åê³ áμë³êòå îðíàëàñќàí. ²ñ³êò³œ êμëåì³ 1 ñì-äåí 21,1 ñì-ãå äåé³í áîëäû, àë îðòàøà êμëåì³ 
10,6 ñì ќóðàäû. 94% æàƒäàéäà ³ñ³êò³œ òûƒûçäûƒû ãèïîäåíñòû áîëäû. 80% æàƒäàéäà ÃÖÊ-íûœ êîíòðàñòò³ê àãåí-
òûíû æèíàќòàóû àðòåðèÿëûќ æºíå âåíîçäûќ ôàçàëàðäà áàéќàëäû. Ñîœûìåí ќàòàð, 60% æàƒäàéäà êîíòðàñòò³ê 
àãåíòûíûœ òîëûƒûìåí øûƒóû êåé³íãå ќàëäûðûëƒàí ôàçàäà áàéќàëäû. Ãåïàòîöåëëþëÿðëû êàðöèíîìà ќîðûòûíäûñû 
69,7% æàƒäàéäà öèòîëîãèÿëûќ çåðòòåóëåð àðќûëû æ‰ðã³ç³ëñå, àë 93,1% æàƒäàéäà – ãèñòîëîãèÿëûќ ºä³ñ àðќûëû 
äºëåëäåíäû. Ќîðûòûíäû: Êμï æàƒäàéäà ãåïàòîöåëëþëÿðëûќ êàðöèíîìà àíûќ, á³ðêåëê³ åìåñ êîíòóðëàðûìåí, 
òûƒûçäûƒû ãèïîäåíñòû æºíå ãåòåðîãåíä³ ќ±ðûëûìûìåí ñèïàòòàëäû. ²ñ³êòåð êîíòðàñòòûќ àãåíòòû àðòåðèÿëûќ 
æºíå ïîðòî-âåíîçäûќ ôàçàëàð êåç³íäå æèíàќòàñà, àë òîëûƒûìåí øûƒóû êåé³íãå ќàëäûðûëƒàí ôàçàäà áàéќàëäû. 
Àëûíƒàí äåðåêòåðãå ñ‰éåíå îòûðûï, ìóëüòèôàçäû êîìïüþòåðë³ê òîìîãðàôèÿ ãåïàòîöåëëþëÿðëû êàðöèíîìà 
äèàãíîñòèêàñûœäà æîƒàðû àќïàðàòќà èå äåï àéòóƒà áîëàäû.

Àííîòàöèÿ
Ãåïàòîöåëëþëÿðíàÿ êàðöèíîìà ÿâëÿåòñÿ îäíèì èç àêòóàëüíûõ ïðîáëåì â ñòðóêòóðå îíêîïàòîëîãèè âî âñåì 

ìèðå è â Êàçàõñòàíå. Â äèàãíîñòèêå ãåïàòîöåëëþëÿðíîé êàðöèíîìû îáùåïðèíÿòûì ñ÷èòàåòñÿ ïðèìåíåíèå ìóëü-
òèôàçíîé êîìïüþòåðíîé òîìîãðàôèè. Â ñòàòüå îïèñûâàåòñÿ àíàëèç ðåçóëüòàòîâ ìóëüòèôàçíîé êîìïüþòåðíîé 
òîìîãðàôèè ó ïàöèåíòîâ ñ ñî çëîêà÷åñòâåííûìè îáðàçîâàíèÿìè ïå÷åíè. Öåëü ðàáîòû: Ïðîâåñòè ðåòðîñïåê-
òèâíûé àíàëèç ðåçóëüòàòîâ ìóëüòèôàçíîé êîìïüþòåðíîé òîìîãðàôèè ó ïàöèåíòîâ ñ ãåïàòîöåëëþëÿðíîé êàðöè-
íîìîé. Ìàòåðèàë è ìåòîäû: Âñåãî ïðîàíàëèçèðîâàíû àðõèâíûå äàííûå 50 ïàöèåíòîâ. Âñåì ïàöèåíòàì áûëî 
ïðîâåäåíî ìóëüòèôàçíàÿ êîìïüþòåðíàÿ òîìîãðàôèÿ. Ðåçóëüòàòû: Èç âñåõ îáðàçîâàíèé ïå÷åíè óçëîâàÿ ôîðìà 
áûëî âûÿâëåíî â 76% ñëó÷àÿõ. Åñëè â 60% ñëó÷àÿõ îáðàçîâàíèå ëîêàëèçîâàëîñü â ïðàâîé äîëå ïå÷åíè, à â 18% 
ñëó÷àÿõ – â ëåâîé, òî ïîðàæåíèå îáåèõ äîëåé íàáëþäàëîñü â 22% ñëó÷àÿõ. Ðàçìåðû îáðàçîâàíèé áûëè îò 1 ñì 
äî 21,1 ñì, à ñðåäíèé ðàçìåð âñåõ óçëîâ ñîñòàâèë 10,6 ñì. Â 94% ñëó÷àÿõ ïëîòíîñòü îáðàçîâàíèé áûëè ãèïî-
äåíñíûìè, ñòðóêòóðà ãåòåðîãåííîé ñ ó÷àñòêàìè ïîâûøåííîé è ïîíèæåííîé ïëîòíîñòè. Â 80% ñëó÷àÿõ íàêîïëåíèå 
êîíòðàñòíîãî âåùåñòâà îáðàçîâàíèåì íàáëþäàëîñü â àðòåðèàëüíîé è âåíîçíîé ôàçàõ. Ïðè ýòîì, ñ ïîëíûì âû-
ìûâàíèåì â îòñðî÷åííîé ôàçå íàáëþäàëîñü â 60% ñëó÷àÿõ. â Â 69,7% ñëó÷àÿõ ãåïàòîöåëëþëÿðíàÿ êàðöèíîìà 
ïîäòâåðäèëàñü ïðè öèòîëîãè÷åñêîì èññëåäîâàíèé, â 93,1% ñëó÷àÿõ - ïðè ãèñòîëîãè÷åñêîì. Çàêëþ÷åíèå: Óçëû 
ãåïàòîöåëëþëÿðíîé êàðöèíîìû â áîëüøèíñòâå ñëó÷àåâ õàðàêòåðèçîâàëèñü ÷åòêèìè, íåðîâíûìè êîíòóðàìè, ãè-
ïîäåíñíîé ïëîòíîñòüþ, ãåòåðîãåííîé ñòðóêòóðû. Îïóõîëè íàêàïëèâàëè êîíòðàñòíîå âåùåñòâî â àðòåðèàëüíóþ è 
ïîðòî-âåíîçíóþ ôàçû, ñ ýôôåêòîì ïîëíîãî âûìûâàíèÿ â îòñðî÷åííóþ ôàçó â áîëüøèíñòâå ñëó÷àåâ. Ïî ïîëó-
÷åííûì äàííûì ìîæíî ñêàçàòü, ÷òî ìóëüòèôàçíàÿ êîìïüþòåðíàÿ òîìîãðàôèÿ èìååò âûñîêóþ èíôîðìàòèâíîñòü â 
äèàãíîñòèêå ãåïàòîöåëëþëÿðíîé êàðöèíîìû.

Ò‰é³í ñμçäåð 
áàóûð, ãåïàòîöåëëþëÿðëû 
êàðöèíîìà, ìóëüòèôàçäû 

êîìïüþòåðë³ê òîìîãðàôèÿ.

Êëþ÷åâûå ñëîâà 
ïå÷åíü, ãåïàòîöåëëþëÿðíàÿ 

êàðöèíîìà, ìíîãîôàçíàÿ êîì-
ïüþòåðíàÿ òîìîãðàôèÿ.

ÀÂÒÎÐËÀÐ ÒÓÐÀËÛ 
Èñàìàòîâ Áåêæàí Ќàëèáàé±ëû– «À.Í. 

Ñûçƒàíîâ àòûíäàƒû ¦ëòòûќ ƒûëûìè õè-
ðóðãèÿ îðòàëûƒû» ÀЌ  ƒûëûìè ќûçìåòêåð³,  

«¦ëòòûќ ìåäèöèíà óíèâåðñèòåò³» ÀЌ  
«Âèçóàëäû äèàãíîñòèêà» êàôåäðàñûíûœ 

äîêòîðàíòû

Æîëäûáàé Æàìèëÿ Æîëäûáàéќûçû 
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– ì.ƒ.ä., ïðîôåññîð, À.Í. Ñûçƒàíîâ 
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îðûíáàñàðû. 

Òºæ³áàåâ Òàëƒàò  Ќûäûðàëè±ëû– «À.Í. 
Ñûçƒàíîâ àòûíäàƒû ¦ëòòûќ ƒûëûìè 

õèðóðãèÿ îðòàëûƒû» ÀЌ  Ãåïàòîáèëèàðëû 
õèðóðãèÿ æºíå áàóûð òðàíñïëàíòàöèÿñû 

áîë³ì³í³œ äºð³ãåð³.

Ќàíèåâ Øîќàí Àõìåäáåê±ëû – «À.Í. 
Ñûçƒàíîâ àòûíäàƒû ¦ëòòûќ ƒûëûìè 

õèðóðãèÿ îðòàëûƒû» ÀЌ Ãåïàòîáèëèàðëû 
õèðóðãèÿ æºíå áàóûð òðàíñïëàíòàöèÿñû 

áîë³ì³í³œ õèðóðã-äºð³ãåð³. 

Áàéìàõàíîâ Áîëàòáåê Áèìåíäå±ëû 
– ì.ƒ.ä., ïðîôåññîð, À.Í. Ñûçƒàíîâ 
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ÎÁ ÀÂÒÎÐÀÕ 
Èñàìàòîâ Áåêæàí Êàëèáàåâè÷ - íà-

ó÷íûé ñîòðóäíèê ÀÎ «Íàöèîíàëüíûé íàó÷-
íûé öåíòð õèðóðãèè èì. À.Í. Ñûçãàíîâà», 
äîêòîðàíò êàôåäðû «Âèçóàëüíàÿ äèàãíî-
ñòèêà» ÀÎ «Íàöèîíàëüíûé ìåäèöèíñêèé 

óíèâåðñèòåò»
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ä.ì.í,, ïðîôåññîð, çàâåäóþùàÿ êàôåäðîé 
«Âèçóàëüíàÿ äèàãíîñòèêà» ÀÎ «Íàöèîíàëü-

íûé ìåäèöèíñêèé óíèâåðñèòåò» 

Ìåäåóáåêîâ Óëóãáåê Øàëêàðîâè÷ 
– ä.ì.í., ïðîôåññîð, çàìåñòèòåëü ïðåäñå-

äàòåëÿ ïðàâëåíèÿ ÀÎ «Íàöèîíàëüíûé íà-
ó÷íûé öåíòð õèðóðãèè èì. À.Í. Ñûçãàíîâà

Òàäæèáàåâ Òàëãàò  Êûäûðàëèåâè÷ 
– âðà÷ îòäåëåíèÿ ãåïàòîáèëèàðíîé 

õèðóðãèè è  òðàíñïëàíòàöèè ïå÷åíè ÀÎ 
«Íàöèîíàëüíûé íàó÷íûé öåíòð õèðóðãèè 

èì. À.Í. Ñûçãàíîâà»

Êàíèåâ Øîêàí Àõìåäáåêîâè÷ – 
âðà÷-õèðóðã îòäåëåíèÿ ãåïàòîáèëèàðíîé 

õèðóðãèè è òðàíñïëàíòàöèè ïå÷åíè ÀÎ 
«Íàöèîíàëüíûé íàó÷íûé öåíòð õèðóðãèè 

èì. À.Í. Ñûçãàíîâà

Áàéìàõàíîâ Áîëàòáåê Áèìåíäååâè÷ 
– ä.ì.í., ïðîôåññîð, ïðåäñåäàòåëü ïðàâ-
ëåíèÿ ÀÎ «Íàöèîíàëüíûé íàó÷íûé öåíòð 

õèðóðãèè èì. À.Í. Ñûçãàíîâà
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Êàíèåâ Ø.À.1, Áàéìàõàíîâ Á.Á.1
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Êàíèåâ Ø.À.1, Áàéìàõàíîâ Á.Á.1

1ÀÎ «Íàöèîíàëüíûé íàó÷íûé öåíòð õèðóðãèè èì. À.Í. Ñûçãàíîâà», Àëìàòû, Êàçàõñòàí
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Ãåïàòîöåëëþëÿðëû êàðöèíîìàíû àíûќòàóäà ìóëüòèôàçäû 
êîìïüþòåðë³ê òîìîãðàôèÿíûœ íºòèæåëåð³í òàëäàó

Àíàëèç ðåçóëüòàòîâ ìóëüòèôàçíîé êîìïüþòåðíîé òîìîãðàôèè â äèàãíîñòèêå 
ãåïàòîöåëëþëÿðíîé êàðöèíîìû
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ANALYSIS OF THE RESULTS OF MULTIPHASE COMPUTED TOMOGRAPHY IN THE DIAGNOSIS OF 
HEPATOCELLULAR CARCINOMA

Introduction
Hepatocellular carcinoma (HCC) - a malignant 

liver tumor derived from hepatocytes is the most 
common type of primary liver cancer (95%) [1, 2].

Hepatocellular carcinoma occupies the 5th 
place in the structure of malignant neoplasms and 
is the 2nd most frequent cause of cancer death 
worldwide (about 800 thousand patients died in 
2012) [3, 4].

Although the incidence rate of most cancers 
declines, the incidence of hepatocellular carcino-
ma increases, and more than 600,000 new cases 
of HCC are reported annually in the world [5, 6].

Hepatocellular carcinoma represents a serious 
medical and social problem in many countries of 
the world, including in Kazakhstan. In recent years 
(2013 - 2017) in Kazakhstan, there has been an in-
crease in the incidence of HCC to 5.9 cases per 
100,000 population, and the death rate remains 
high (about 1,000 people annually). In 2017, 82.3% 
of the observed patients with HCC died at the end 
of the year. Five-year survival was 23.7% [7].

Hepatocellular carcinoma is characterized by 
aggressive course, in most cases with unfavorable 
prognosis, the five-year survival rate does not ex-
ceed 18%. Postoperative relapse is about 50% of 
cases [8, 9].

In the development of hepatocellular carci-
noma, persistent infection of the hepatitis B virus 
(HBV) and hepatitis C virus (HCV), leading to cir-
rhosis of the liver, with subsequent transformation 
into cancer, is generally recognized. And also, afla-
toxin B1 (AFB1) and chronic alcohol abuse are risk 
factors for the development of HCC [10].

The development of HCC in the cirrhotic liver 
is described as a multistage progressive process: 
a low-differentiated dysplastic node, a highly dif-
ferentiated dysplastic node, a dysplastic node with 
a microscopic manifestation of HCC, small foci of 
HCC, carcinoma. The average time for doubling the 
mass of the HCC is 93.5 days, which reflects the 
slow growth of the tumor, and therefore, on average 
3 years pass from the onset of HCC to the time of its 
first manifestation and diagnosis [1, 11].

The wide introduction of modern highly infor-
mative radiotherapy methods (ultrasound (US), 
computed tomography (CT), magnetic resonance 
imaging (MRI)) into clinical practice, as well as 
their improvement, helped to improve the detection 
of liver formations, becoming the main methods of 
non-invasive diagnosis and, accordingly, determi-
nation type of subsequent treatment and prognosis 
of HCC [9, 12, 13, 14].

According to the recommendations of American 
and European associations for the study of liver pa-
thology, in the last decade in the diagnosis of liver 
formations, a multiphase study is widely used in 

computed tomography. The main goal of CT with the 
use of contrast agent (CA) is to maximize the dif-
ference in density between the normal liver paren-
chyma and neoplasms. The active use of bolus con-
trast in the study of the liver is very informative and 
allows not only to make a preliminary diagnosis, but 
also to conduct differential diagnosis. According to 
the guidelines, with typical radiation characteris-
tics of the HCC, trephine-biopsy verification is not 
required. Due to the presence of a developed own 
pathological vascular network in the HCC struc-
ture, intravenous (bolus) contrasting with nonionic 
iodine-containing contrast preparations is used 
for differential diagnostics. HCC can be presented 
depending on the blood supply of both hypo and 
hypervascular tumor. The hypovascular variant is 
usually found in the early stages of tumor develop-
ment and, with contrasting, is insignificant or does 
not increase at all in the arterial phase. The hyper-
vascular variant has a rapid contrasting in the arte-
rial phase and rapid «washout» in the porto-venous 
phase or the accumulation of CA by the pseudocap-
sule. The arterial phase is used to detect anomalies 
of arterial perfusion of the liver. Thus, the normal 
hepatic parenchyma surrounding the tumor may 
be hyperdense in the late arterial phase, which is 
formed due to the effect of the «draw-well», due to 
the fact that the neoplasm promotes a greater influx 
of arterial blood into the segment or the proportion 
of the liver to feed both itself and normal hepatic 
parenchyma. A typical type of arterial blood flow in 
a tumor is described in the literature as «sthreads 
and strips» [15,16,17].

HCC in the background of cirrhosis of the liver 
is usually surrounded by a capsule, represented 
by fibrous tissue and a layer of tightened liver tis-
sue [18]. In CT, the capsule (or pseudocapsule) 
is defined as a thin hyperdense (hyperintense) 
rim around the node into the venous or delayed 
phase [19]. In the liver, affected by cirrhosis, the 
appearance of a capsule around the tumor is con-
sidered a sign of the progression of the disease 
[20,21,22,23].

Due to the late diagnosis of hepatocellular car-
cinoma, the presence of changes at the level of the 
micro- and macroorganism, not all patients can un-
dergo surgery, despite the development of surgical 
treatment of HCC in recent years [24].

In connection with the progressive slow growth, 
asymptomatic course and late clinical manifesta-
tion, aggressive course and unfavorable prognosis 
of HCC, the value of early and refining diagnostics 
increases dramatically.

Purpose - Conduct a retrospective analysis of 
the results of multiphase computed tomography in 
patients with hepatocellular carcinoma.
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Materials and methods
Analyzed of archival data (medical history, 

outpatient maps, CT studies, cytological and his-
tological research) of 50 patients with malignant 
liver tumors, whose received specialized treatment 
(transarterial chemoembolization, radical surgery) 
in the Kazakh Scientific Research Institute of On-
cology and Radiology in period 2014 - 2017.

The total number of men was 33 and women 17 
patients, aged 36 to 79 years, with the average age 
of men being 61.3 ± 0.2 years, women - 59.7 ± 0.3 
years (Table 1). All patients underwent multiphase 
CT. Multiphase examination of the abdominal cavity 
was performed on 64-slice computer tomographs 
«Light Speed CT» by General Electric and “So-
matom Definition AS” by Siemens with the follow-
ing parameters: 130 mA, 120 kV, collimation 0.75, 
pitch 0.9, the thickness of the cut is 1.0 mm. CT 
examination was carried out in 4 phases: native, 
arterial, port-venous and delayed. After the native 
scan, patients were injected intravenously (bolus) 
with a non-ionic contrast agent at a rate of 1 ml per 
1 kg of body weight with an injector at a rate of 3.5 
ml / s. The scan was performed on the 30th, 60th 
and 120 second (respectively) after the administra-
tion of CA.

ANALYSIS OF THE RESULTS OF MULTIPHASE COMPUTED TOMOGRAPHY IN THE DIAGNOSIS OF 
HEPATOCELLULAR CARCINOMA

Table 1. 
Features of the patients

To verify the diagnosis of malignant liver for-
mation, 66% (33) of patients underwent a fine 
needle aspiration biopsy under the supervision of 
ultrasound. Trepan - a biopsy under the supervision 
of ultrasound was performed by 8% (4) patients. 
Patients underwent specialized treatment (trans-
arterial chemoembolization from 3 to 5 courses). 
The next stage of treatment was surgical interven-
tion. Extended combined hemihepatectomy was 
performed in 42% (21) patients, and partial liver 
resection (segmentectomy) 14% (7) in patients. 
Postoperative macro preparations were studied by 
histological method.

Results
In 84% (42) cases, the liver in size was en-

larged, with uneven finely contoured contours in 
10% (5) patients with cirrhosis. Of all liver forma-
tions, the nodular form was detected in 76% (38) 
cases, and the multinodular form in 24% (12). If in 
60% of cases the tumor was localized in the right 
lobe of the liver, and in 18% of cases - in the left, 
the lesion of both lobes was observed in 22% of 
cases. At the same time, the largest number of 
nodes were located in the 4, 6 and 7 segments of 
the liver (Figure 1).

Figure 1. 
Case of a patient A.57 

y.o. man with HCC on the 
multiphase CT.

A – native – in S7 seg-
ment of the right lobe of 
the liver, is determined 

the density decrease 
focus, 2,1x2,0x1,8 cm, 

with smooth, well-defined 
contours, a homogeneous 

structure. 
B – arterial and 

C – port-venous phase 
– hyperenhancement of 

the contrast agent with a 
focus. 

D – delay phase – “wash-
out” of the contrast agent.

Patients: n = 50,
at the age of 36 to 79 years

Men Women

33 (66%) 17 (34%)

Average age 61,3±0,2years 59,7±0,3years
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ANALYSIS OF THE RESULTS OF MULTIPHASE COMPUTED TOMOGRAPHY IN THE DIAGNOSIS OF 
HEPATOCELLULAR CARCINOMA

Table 2. 
Computed-tomographic 
semiotics of HCC

Table 3. 
Comparative evaluation 
of results multiphase CT 
and pathomorphological 
studies

The sizes of the tumors were from 1 cm to 21.1 
cm, and the average size of all nodes was 10.6 
cm. The contours of the formations were uneven, 
but distinct in 92% (46) cases. In 94% (47) cases, 
the formation density was hypodense, the structure 
was heterogeneous with areas of increased and de-
creased density. The presence of central necrosis 
in the form of an “asterisk” was visualized in 8% (4) 
cases. In 4% (2) cases, the nodes were represented 
as a cystic-solid structure. The non-intensive inho-
mogeneous hyperenhancement in arterial phase, 
with complete “washout” into the porto-venous 
phase, as well as in the porto-venous and delayed 
phases, was observed in 6% (3) and 12% (6) cases, 
respectively. In 80% (40) cases, the hyperenhance-
ment was observed in the arterial and venous phas-
es. At the same time, complete erosion in the de-
layed phase was observed in 60% (30) cases, and 
incomplete leaching - 20% (10) (Table 2).

In 4% (2) cases, a paradoxical accumulation of 
CA - the effect of incomplete leaching into the delayed 
phase with subsequent progressive accumulation was 
observed. In several cases, the accumulation of CA by 
the pseudocapsule and along the periphery of forma-
tion (16%, 8), solid component and capsule of the cys-
tic component (4%; 2), in the form of nodes and zones 
(4%; 2). In 14% (7) cases, the patient’s own pathologi-
cal vascular network of education in the arterial phase 
was visualized. Depending on the localization of the 
formation, involvement of hepatic vessels (central vein 
(14%; 7), right (10%; 5) and left (8%, 4) hepatic ves-
sels) was observed in the process. In 24% (12) cases, 
intra-organ metastases in the liver were detected.         

In 92% (46) cases hepatocellular carcinoma was 
diagnosed with multiphase CT. Of the 33 cytological 
studies performed, hepatocellular carcinoma was 
confirmed in 69.7% (23) cases. In 93.1% (27) of cas-
es, HCC was confirmed from 29 histological studies.

In the detection of hepatocellular carcinoma, 
the correlation of the multiphase CT and the cyto-
logical study was 69.7%, multiphase CT and histo-
logical examination - 93.1% (Table 3).

Characteristics of formation
N=50 (100%)

Absolute %

Uneven, clear contours 46 92

Hypodensic, with a heterogeneous structure 47 94

Hyperenhancement in arterial and venous phase 40 80

«Washout» in delayed phase 30 60

Formation
Multiphase 
CT (n=50)

Verification

Cytology (n=33) Histology (n=29)

Hepatocellular carcinoma
92%
(46)

69,7%
(23)

93,1%
(27)

Conclusion
When analyzing the results of the study, it was 

found that in most cases, the dimensions of the 
liver were enlarged. The nodular form of hepatocel-
lular carcinoma prevailed in most cases. The largest 
number of tumors were located in the right lobe of 
the liver, namely in the 6th and 7th segments. In 
general, the dimensions of the nodes were more 
than 2 cm. The nodes of hepatocellular carcinoma 
in most cases were characterized by clear, uneven 
contours, hypodense density, heterogeneous struc-
ture due to foci of necrosis and cystic component. 
In bolus contrasted, nodes of HCC characterized 
hyperenhancement in the arterial and port-venous 
phases, with “washout” in the delayed phase in most 
cases. In several cases, there was a pronounced in-
trinsic vasculature of the tumor. Of all the vessels 
of the liver, the greatest damage was seen in the 
central vein. Bolus contrasting of the liver, in sever-
al cases, allowed differentiation between the main 
node of hepatocellular carcinoma and intra-organic 
secondary (mts) nodes, according to the nature of 
the accumulation of contrast agent.

Thus, with the help of multi-phase computed 
tomography, it is possible to obtain morphologi-
cal characteristics of the node of hepatocellular 
carcinoma, such as dimensions, contours, density, 
structure, the presence of an intrinsic vasculature 
of the tumor, involvement in the process of large 
vessels, etc. The nature of accumulation of con-
trast medium in bolus contrast is of great impor-
tance in differential diagnosis between hepatocel-
lular carcinoma and other liver tumors. According 
to the received data it can be said that multiphase 
computed tomography has high information value 
in the diagnosis of hepatocellular carcinoma. In 
some cases, the accumulation of contrast material 
by formation may not be typical of hepatocellular 
carcinoma. As a consequence, further study of the 
characteristics of liver tumors is necessary for mul-
tiphase computed tomography.
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Abstract
Usually an aneurysm of the abdominal aorta is located below the level of the renal arteries, but in a number of cases 

it can be extended to iliac arteries. We present a case of the massive aorto-iliac aneurysm with high risk of intraop-
erational and postoperational complications, a performed endovascular technique (EVAR) that has been divided into 2 
stages.

Keywords
aneurysm, aorto-iliac aneurysm, 
stent-graft, endoleak.
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Introduction
Aneurysm of the abdominal aorta is a conse-

quence of a dilation of the aorta more than 3 sm 
or dilation more than 50% compared with the di-
ameter of the aorta at the level of a diaphragm. In 
true aneurysm the pathological process involves all 
three layers [3, 4]. In absence of the corresponding 
treatment the proceeding dilation and the thinning 
of a vascular wall can finally lead to the rupture of 
aneurysm [11]. According to diverse data in case of 
the rupture of aneurysm the risk of the mortality is 
from 80 till 90%. In case of the aneurysm of 4-4,9 
sm in size the risk of aneurysm rupture during the 
1 year is 11%, but in case of the size of aneurysm 
more than 6sm the risk increases up to 25% [2]. 
Open surgical operation is still a gold standard in 
a treatment of an aneurysm of the infrarenal part of 
the abdominal aorta. It is a big operation including 
the removal of a dilated segment and implantation 
of the tissue transplantant. Open surgical treatment 
is performed in an urgent case after the rupture of 
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an aneurysm or it can be performed by choice [6]. 
Despite the improvement of a technical equipment 
of operation theatres and systematic approach, in 
spread forms of an aneurysm the risk of the intra-
operational and postoperational complications re-
mains rather high. Endovascular aneurysm repair 
(EVAR) is a procedure of the treatment of aortic 
aneurysm without necessity of the performing of an 
open operation. Endovascular implantation of the 
stent-graft is the most suitable method in compli-
cated forms of aneurysms and in the presence of 
concomitant diseases in patients due to safety and 
miniinvasive approach [9]. 

Case report
78-year-old non-smoking woman was hospital-

ized into the department of vascular surgery with 
arterial hypertension, maximum AP is 180/110 mm 
per mercury. She complained of pains in abdomen, 
also presence of a pulsating structure in the meso-
gastric region, increased arterial pressure. The CT 
scanning has shown the following changes: infra-
renal aortic aneurysm with bilateral big aneurysm 
of the iliac arteries (Fig. 2). Maximum diameter of 
the aorta was 58mm, and the maximum diameter of 
the iliac arteries was 83 mm. CT scanning detected 
the signs of wall thrombosis in the proximal part of 
abdominal aneurysm.

According to words of the patient she had an 
episode of a falling from height (while taking the 
stairs), with appearing of painful feelings around 
umbilicus. In 1985 the patient had an episode of the 
myocardial infarction, since then he was observed 
by an ambulatory specialist, kept a basic therapy. 
He has Graves’s disease in anamnesis. There was 
no hereditary predisposition. During the long time 
he suffered from the arterial hypertension with a 
maximum increase of the arterial pressure up to 
180 mm per mercury. Because of the high risk of 
an open operative procedure, in connection with a 
concomitant pathology, increased body mass (BMI 
higher than 40), the patient was prepared for EVAR. 
Endovascular occlusion of the iliac arteries was 
performed as a first stage as îthey were involved 
in a structure of an aneurysm and for following pre-
vention of the blood stroke under the stent-graft, 
so called endoleakes. The right and the left internal 
iliac arteries were occluded using periphery occlud-
ers (St. Jude, Amplatzer) (Fig. 1) that has led to 
complete occlusion and in 2 weeks the patient was 
discharged from hospital with recommendations. In 
3 weeks, he was hospitalized for stent-graft implan-
tation. There was taken a system of stent implants 
like Endurant of the type II (Medtronic, Minneapolis, 
MN). The diameter of basic bodies: the proximal 
one – 32 mm, the distal one – 16mm, the length 
- 166 mm, it was delivered and implanted into the 

Fig. 1. 
Internal iliac arteries 

occlusion with Amplatzer

Fig. 2. 
CT picture of an aneurysm



BULLETIN OF SURGERY IN KAZAKHSTAN ¹ 3•2018 23

ENDOVASCULAR TREATMENT OF THE COMPLICATED AORTO-ILIAC ANEURYSM IN HIGH RISK OF 
COMPLICATIONS OF AN OPEN OPERATION

lumen of the aorta and the iliac arteries. The right 
iliac branch was dilated using a balloon under pres-
sure 16-13 atmosphere.

Because of the massive character of the aortic 
aneurysm and the left iliac artery the aorta became 
twisted, in connection with this there were some diffi-
culties in implantation of the left stent-graft branch. It 
was agreed to aspirate the left axillary artery and de-
liver a trap of the wire loop. The hydrophilic conduc-
tor was delivered from the left femoral artery into the 
descending part of the aorta; the tip of the hydrophil-
ic conductor was grabbed with a trap and pulled out 
into a lumen of the left branch of the basic graft. The 
hydrophilic conductor is replaced by a catheter to a 
hard conductor “Amplatz”. The left branch 16-13-199 
mm in size was delivered using a conductor along 
the left iliac end of the graft, and it was moved dis-
tally for 3sm forward from the aneurysm into external 
iliac artery. An oblong graft was chosen to decrease 
the risk of stent-graft dislocation. In postoperational 
period there were a wound maceration and lymphar-
rhea. The general condition did not suffer, there was 
a subfebrile temperature. During the first week the 
condition improved, and the patient was discharged. 
In 1 year after the control CT-scanning showed the 
complete exclusion of the aneurysm. However, there 
was an enlarged left common iliac artery, but it de-
creased up to 62 mm in size (Fig.  4).

Discussion 
Implanted graft dislocation is an often expect-

ed complication in giant aneurysms. The deeper 
sweeping graft should be used to prevent the 
dislocation in such a type of case rather than of-
fered ones in operation manuals, especially in big 
aneurysms of abdominal aorta [5]. Endovascular 
method is one of the basic methods of the surgical 
treatment of the aortic aneurysm. The improvement 
of stent-grafts, delivery devices will lead to the 
improvement of results and safety of the method. 
Meanwhile it provides us hope and ambition in the 
treatment of complicated cases, when the neck of 
an aneurysm is short, thrombosed or hard to be 
manipulated under angle. In this clinical case there 
were several complex moments: such as aortic 
neck angle, big cavities of an aneurysm of the left 
iliac artery can cause endoleak of the II type in the 
postoperational period, the sharp decrease of the 
hematocrit, and the stent-graft dislocation is not 
excluded too [1, 7, 8]. 

Fig. 3. 
CT picture of in 1 year 
after operation

Fig. 4. 
CT angiography of the left 
iliac artery after operation

Conclusion
We have to regard several moments in big an-

eurysms: the diameter of a basic body of the stent-
graft must be bigger than the neck of an aneurysm 
not less than 15-20%, we have taken the basic body 
32 mm in size, the internal diameter of the neck of 
an aneurysm was 25 mm, therefore the index was 
28%, and also the curve and the short neck of an 
aneurysm could have increased the dislocation risk. 
Therefore it is important to choose non-multicom-
ponent grafts to exclude the possible sources of the 
endoleak of the 2 type after stent-graft implanta-
tion.
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Abstract
Tendon injuries of all motor system injuries occur in 1,8%-18,8% of cases, by various authors [1,2,3].  32% of 

them are flexor-tendon injuries of hand fingers [4]. High frequency of flexor-tendon injuries of hand fingers and as a 
result - causing or loss disability level in 40% of victims, attest to the social significance of this problem [5]. The ongoing 
technical difficulties in the tendons surgery require further improvement of operational tactics. Purpose of this research 
is improvements in treatments of patients with flexor-tendon injuries of hand fingers, using low-traumatic access. Ma-
terials and methods. In department of reconstructive microsurgery 410 of patients with flexor-tendon injuries of hand 
fingers were examined and operated from 2008 to 2017. The total number of flexor-tendon injures were 1005. The age 
of the patients ranged from 2 to 68 years. The majority of the patients are young people of working age (18-50 years 
old). The most of patients are 273 (66.6%) of professional workmen, 58 (14.1%) of handymen, 11 (2.7%) of students. In 
the seasonal distribution of flexor-tendon injuries predominate from May to July, fewer injuries accounted for winter. All 
surgeries were produced under conduction anesthesia using microsurgical techniques. The incisions were made along 
the palmar surface of the hand directly above proximal and distal ends of flexor-tendon injuries of hand fingers based on 
ultrasound data. Results and discussion. The complete recovery of phalanges flexor movements of fingers amplitude 
was obtained in 77.8% on average 1 year after the operation. Good results were obtained in 16.1% of patients, while 
the amplitude of the extensor movements of the fingers was associated with moderate tenogenic flexion contracture 
in the interphalangeal joints of the fingers. In 6,1% of the patients have satisfactory results, while active flexion move-
ments in the metacarpophalangeal joints were restored, but the contracture of the fingers in interphalangeal joints in the 
position of physiological flexion developed. The part of patients with unsatisfactory results did not undergo appropriate 
rehabilitation therapy. Conclusions. Minimally invasive approaches combined with microsurgery techniques sufficient 
to undertake flexor-tendon of hand fingers reconstruction.

Àœäàòïà
Ò³ðåê-ќèìûë æ‰éåñ³í³œ áàðëûќ æàðàќàòòàðûíûœ àðàñûíäà ºð ò‰ðë³ àâòîðëàðäûœ àéòóû áîéûíøà ñ³œ³ðä³œ 

çàќûìäàíóû 1,8% - 18,8% æàƒäàéëàðäû ќ±ðàéäû [1,2,3]. Îëàðäûœ ³ø³íäå 32% ñàóñàќòàðäûœ á‰êê³ø ñ³œ³ðëåð³íå 
ќàòûñòû [4]. Ñàóñàќòàðäûœ á‰êê³ø ñ³œ³ðëåð³íå çàќûì êåëò³ðóä³œ æîƒàðû äåœãåé³ æºíå íºòèæåñ³íäå çàðäàï 
øåêêåíäåðä³œ 40% æ±ìûñ ³ñòåó ќàá³ëåò³í æîƒàëòó ñáåá³ ðåò³íäå ºëåóìåòò³ê ìàœûçäûëûƒûí ðàñòàéäû [5]. 
Õèðóðãèÿäàƒû òåõíèêàëûќ ќèûíäûќòàð ќàç³ðã³ òàœäàƒû åìäåó ºä³ñòåð³í ºð³ ќàðàé æåò³ëä³ðóä³ òàëàï åòåä³. Îñû 
æ±ìûñòûœ ìàќñàòû æàðàќàòòûќ ºñåð³ àç òºñ³ëäåðä³ ќîëäàíó àðќûëû ñàóñàќòàðäûœ á‰êê³ø ñ³œ³ðëåð³íå çàќûì êåëãåí 
íàóќàñòàðäûœ åìäåó íºòèæåëåð³í æàќñàðòó áîëûï òàáûëàäû. Ìºë³ìåò æºíå ºä³ñ. Ðåêîíñòðóêöèÿëûќ ìèêðîõè-
ðóðãèÿ áμë³ì³íäå 2008 æûëäàí áàñòàï 2017 æûëƒà äåé³íã³ êåçåœäå ñàóñàќòàðäûœ á‰êê³ø ñ³œ³ðëåð³íå æàðàќàò àëƒàí 
410 íàóќàñ òåêñåð³ë³ï, îòà æàñàëäû. Çàќûìäàëƒàí á‰êê³ø ñ³œ³ðëåð³í³œ æàëïû ñàíû 1005 áîëäû. Ïàöèåíòòåðä³œ æàñû 
2-äåí 68 æàñќà äåé³í áîëäû. Ïàöèåíòòåðä³œ êμïø³ë³ã³ (65,5%) æ±ìûñќà ќàá³ëåòò³ æàñòàƒû (18-50 æàñ) àäàìäàð 
áîëäû. Ïàöèåíòòåðä³œ êμïø³ë³ã³ 273 êºñ³áè ќûçìåòêåð (66,6%), ќîëμíåðø³ëåð 58 (14,1%), ñòóäåíòòåð - 11 (2,7%). 
Áàðëûќ îòàëàð ìèêðîõèðóðãèÿëûќ ºä³ñòåðä³í ќîëäàíûï, μœ³ðë³ê àíåñòåçèÿ áîéûíøà μòê³ç³ëä³. Ќîëäûœ àëàќàí 
áåò³íäåã³ êåñê³í, óëüòðàäûáûñòûќ ìºë³ìåòòåð íåã³ç³íäå æ‰ðã³ç³ëä³. Íºòèæå æºíå òàëќûëàó. Îïåðàöèÿäàí êåé³í 
77,8% íàóќàñòà îðòàøà 1 æûëäàí êåè³í á‰ãó ќîçƒàëûñòàðû àìïëèòóäàñûíûœ òîëûќ ќàëïûíà êåëó³ áàéќàëäû. Æàќñû 
íºòèæåëåð ïàöèåíòòåðä³œ 16,1% àë ќàíàƒàòòàíàðëûќ íºòèæå - 6,1% - íàóќàñòàðäà áàéќàëäû. Ќàíàƒàòòàíàðëûќñûç 
íºòèæåëåð³ áàð íàóќàñòàðäûœ á³ð áμë³ã³ òè³ñò³ îœàëòó òåðàïèÿñûí ќàáûëäàƒàí æîќ. Ќîðòûíäû. Ìèêðîõèðóðãèÿëûќ 
ºä³ñòåðìåí á³ð³êò³ð³ëãåí æàðàќàòòûќ ºñåð³ àç òºñ³ëäåð ñàóñàќòàðäûœ á‰êê³ø ñ³œ³ðëåð³œ ðåêîíñòðóêöèÿ æîëäàðûíäàƒû 
ќîëàéëû ºä³ñ³ áîëûï òàáûëàäû.
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Àííîòàöèÿ
Ñðåäè âñåõ ïîâðåæäåíèé îïîðíî-äâèãàòåëüíîé ñèñòåìû òðàâìû ñóõîæèëèé, ïî äàííûì ðàçëè÷íûõ àâòîðîâ, 

ïðîèñõîäÿò â 1,8% - 18,8% ñëó÷àÿõ [1,2,3]. Èç íèõ 32% - ýòî òðàâìû ñóõîæèëèé ñãèáàòåëåé ïàëüöåâ êèñòè [4]. 
Âûñîêàÿ ÷àñòîòà ïîâðåæäåíèé ñóõîæèëèé ñãèáàòåëåé ïàëüöåâ êèñòè è êàê ñëåäñòâèå - ñíèæåíèå èëè ïîòåðÿ òðó-
äîñïîñîáíîñòè ó 40% ïîñòðàäàâøèõ, ñâèäåòåëüñòâóþò î ñîöèàëüíîé çíà÷èìîñòè äàííîé ïðîáëåìû [5]. Èìåþùèå 
ìåñòî òåõíè÷åñêèå ñëîæíîñòè â õèðóðãèè ñóõîæèëèé òðåáóþò äàëüíåéøåãî óñîâåðøåíñòâîâàíèÿ îïåðàòèâíîé òàê-
òèêè. Öåëüþ íàñòîÿùåé ðàáîòû ÿâëÿåòñÿ óëó÷øåíèå ðåçóëüòàòîâ ëå÷åíèÿ áîëüíûõ ñ ïîâðåæäåíèåì ñóõîæèëèé 
ñãèáàòåëåé ïàëüöåâ êèñòè, ïóòåì èñïîëüçîâàíèÿ ìàëîòðàâìàòè÷íûõ äîñòóïîâ. Ìàòåðèàë è ìåòîäû. Â îòäå-
ëåíèè ðåêîíñòðóêòèâíîé ìèêðîõèðóðãèè îáñëåäîâàíî è îïåðèðîâàíî 410 áîëüíûõ ñ ïîâðåæäåíèÿìè ñóõîæèëèé 
ñãèáàòåëåé ïàëüöåâ êèñòè çà ïåðèîä ñ 2008 ïî 2017ãã. Îáùåå êîëè÷åñòâî ïîâðåæäåííûõ ñóõîæèëèé ñãèáàòåëåé 
ñîñòàâèëî 1005. Âîçðàñò áîëüíûõ êîëåáàëñÿ îò 2 äî 68 ëåò. Áîëüøèíñòâî ïàöèåíòîâ (65,5%) ñîñòàâèëè ëèöà ìî-
ëîäîãî òðóäîñïîñîáíîãî âîçðàñòà (18 – 50 ëåò). Îñíîâíàÿ ÷àñòü ïàöèåíòîâ ñîñòàâèëè ïðîôåññèîíàëüíûå ðàáî÷èå 
273 (66.6%), ðàçíîðàáî÷èå 58 (14.1%), ó÷àùèåñÿ - 11(2,7%). Âñå îïåðàòèâíûå âìåøàòåëüñòâà ïðîèçâîäèëèñü 
ïîä ïðîâîäíèêîâîé àíåñòåçèåé ñ ïðèìåíåíèåì ìèêðîõèðóðãè÷åñêîé òåõíèêè. Ðàçðåçû ïî ëàäîííîé ïîâåðõíîñòè 
êèñòè ïðîèçâîäèëèñü íà îñíîâàíèè äàííûõ ÓÇÈ, íåïîñðåäñòâåííî íàä ïðîêñèìàëüíûì è äèñòàëüíûì êîíöàìè 
ïîâðåæäåííîãî ñóõîæèëèÿ ñãèáàòåëÿ ïàëüöà êèñòè. Ðåçóëüòàòû è îáñóæäåíèå. Ïîëíîå âîññòàíîâëåíèå àìïëè-
òóäû ñãèáàòåëüíûõ äâèæåíèé ôàëàíã ïàëüöåâ ïîëó÷åíî ó 77,8% â ñðåäíåì ÷åðåç 1 ãîä ïîñëå îïåðàöèè. Õîðîøèå 
ðåçóëüòàòû ïîëó÷åíû ó 16,1% ïàöèåíòîâ Óäîâëåòâîðèòåëüíûå ðåçóëüòàòû ó 6,1% - ó ïàöèåíòîâ. ×àñòü ïàöèåíòîâ 
ñ íåóäîâëåòâîðèòåëüíûìè ðåçóëüòàòàìè íå ïðîøëè ñîîòâåòñòâóþùåé ðåàáèëèòàöèîííîé òåðàïèè. Âûâîäû. Ìå-
íåå òðàâìàòè÷åñêèå ïîäõîäû â ñî÷åòàíèè ñ ìåòîäàìè ìèêðîõèðóðãè÷åñêîé òåõíèêîé äîñòàòî÷íû äëÿ âûïîëíåíèÿ 
ðåêîíñòðóêòèâíûõ âìåøàòåëüñòâ íà ñóõîæèëèÿõ ñãèáàòåëåé ïàëüöåâ êèñòè.
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LESS TRAUMATIC APPROACHES OF FLEXOR-TENDON INJURIES 
OF HAND FINGERS IN MICROSURGERY

Introduction
Tendon injuries of all motor system injuries oc-

cur in 1,8%-18,8% of cases, by various authors 
[1,2,3]. 32% of them are flexor-tendon injuries of 
hand fingers [4]. High frequency of flexor-tendon 
injuries of hand fingers and as a result – causing or 
loss disability level in 40% of victims, attest to the 
social significance of this problem [5].

The ongoing technical difficulties in the ten-
dons surgery require further improvement of 
operational tactics. In particular, the compact 
arrangement of the functionally important hand 
anatomical structures, developing in the postop-
erative period, the cicatricial process limiting the 
restoration of finger movements predetermine 
the improvement of access to injured tendons 
[6,7,8].

Skin incision in hand surgery should provide 
sufficient access and good view of the operative 
site without development in the subsequent dis-
rupting function of the scars. Vessels, nerves and 
tendons can easily be damage in wrong skin inci-
sions in its own field; rough cicatricial deformations 
and contractures develop with all its consequences 
[9,10].

Purpose of this research is improvements in 
treatments of patients with flexor-tendon injuries of 
hand fingers, using low-traumatic access.

Materials and methods
In department of reconstructive microsurgery 

410 of patients with flexor-tendon injuries of hand 
fingers were examined and operated from 2008 
to 2017. The total number of flexor-tendon injures 
were 1005.

The age of the patients ranged from 2 to 68 
years. The majority of the patients are young peo-
ple of working age (18-50 years old). The most of 
patients are 273 (66.6%) of professional workmen, 
58 (14.1%) of handymen, 11 (2.7%) of students. In 
the seasonal distribution of flexor-tendon injuries 
predominate from May to July, fewer injuries ac-
counted for winter.

There are 331(80,7%) of men and 79 (19,3%) of 
women. Right wrist is traumatized in 265 (64,6%) 
patients, left one in 145 (35,4%). Domestic wrist 
trauma had in 79 (19,3%) of patients, production 
trauma in 331 (80,7%) of patients. In 75,1% of 
cases cut, chopped, stab, scalp wounds were en-
countered. In 22% of patients are stab-smashed, 
press, crushed injuries. 2.9% of cases are gunshot 
wounds.

Time prevailed between injury and admis-
sion to the emergency hospital before 6 hours in 
288 (70,3%) of patients, from 6 to 24 hours in 100 
(24,3%) of patients and after 24 hours in 22 (5,4%) 
of patients.
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At entry clinic for isolated flexor-tendon injury was 
identified in 108 (26,4) of patients. 302 (73,6%) of 
victims have asked with combined injuries of arteries, 
nerves, tendons, bones of the hand and fingers.

Depending on the trauma level and features of 
the hand topographical and anatomical structure, 
injuries were in the 1st zone in 9 patients (2%), in 
the 2nd zone - 160 (39%), III zone 61 (14.9%), IV 
zone 123 (30%), in the V zone 57 injured (13.9%).

396 (96,6%) of patients were done ultrasound 
scan of hand tissue with a view to identifying the lo-
calization ends of the flexor-tendon injuries of hand 
fingers. 14 (3,4%) of patients didn’t do ultrasound 
because the severity of general health.

The research allowed objectifying trauma ten-
dons, informed about diastasis between tendon’s 
ends and prejudges operational access.

Displacement of Tendons ends was 5-6 cm on 
the average in 389 (94,9%) of patients. In 7 (1,7%) 
of patients with wound in I zone (5 patients of them 
with flexor injury of V finger) proximal ends of flexor 
were found at the level of carpal tunnel.

All surgeries were produced under conduction 
anesthesia using microsurgical techniques. The 
incisions were made along the palmar surface of 
the hand directly above proximal and distal ends 
of flexor-tendon injuries of hand fingers based on 
ultrasound data (Figure 1).

In compliance with the features of the hand 
anatomical structure the incisions were done under 
magnification of x2,5 binoculars microscope with-
out crossing transversely, the main dermal furrows 
of the hand. 

Obliquely transversely by the length and width of 
the phalange was dissecting in I, II, III of tissue. In 233 

(56,8%) of patients posttraumatic wounds expanded 
V-shaped the length of the middle and nail phalanges 
for allocating distal ends of flexor. In 56 (13,6%) of the 
patients with trauma at the level middle phalanges the 
distal end of flexor was allocated through cross-sec-
tion at the level of main phalange. In 28 (6,8%) of the 
patient was at the level of middle palmar crease and 
in 7 (1,7%) – at the level of carpal tunnel. In IV and V 
zones with injuries additional incisions were done at 
the level of crease of the radiocarpal joints.

The tissues were dissecting to place of wound of 
tendon sheath. The revision of neurovascular bun-
dle was made. The wound of sheath was expanding 
in transversely direction. When the finger was bent, 
the distal ends of the flexors were removed into the 
wound. In doing so, if the length withdrawing to 
wound of flexor end was less than 1 cm, the wound 
was dilated distally.

In 340 (82,9%) of patients were done the dis-
secting of surface flexor after allocating of trauma 
tendon ends in case of wound at I, II, III, IV zones. 
Manipulation was done special attention at the level 
middle phalange, where the flexor legs under the 
ligament are fixed to the periosteum.

The tendon manipulation was done under mag-
nification of x2,5 magnifying glass. Using modified 
suture (Figure 2).

The tendons ends were sewed on mode by 
Cuneo with the filament of No. 2/0 line and ap-
plied one turn on each side of the tendon end, 
having deviated from the edge 1-2 mm. The axial 
load was evenly distributed throughout the ten-
don end, which prevented the stratification and 
corrugation of the tendons ends during further 
manipulation. The tendons ends were brought 

Figure 1. 
Less traumatic incisions 
on the hand taking into ac-
count anatomical features
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«to each other» under the ligaments in the osteo-
fibrous canal with the help of the Rozov’s tendon 
conductor. This method of tendon suture allows 
the sewn tendons ends to pass through the bone-
fibrous canal into the main wound of two inci-
sions, without crossing the skin and the synovial 
sheaths during the diastase between the tendons 
ends. The strength of the modified suture allows 
avoiding fixing the injured segments with a gyp-
sum langette and starting an early postoperative 
development of the cross-linked tendons.

The suture of arteries and nerves was done un-
der magnification of x 10 microscope with filaments 
8/0 - 9/0.

In 12 patients with extensive skin defects of the 
hand and fingers, full-layer skin plastic was pro-
duced. In 9 patients, the skin defect was eliminated 
by plastic surgery with local tissues. In 3 victims on 
the area of the restored tendons, a superficial pal-
mar arterial arch and branches of the median and 
ulnar nerves, the radial flap was moved. The hand 
was fixed in a functional position.

Therefore, in 87 (21,2%) of patients one of 
the tendon end managed to extract from the main 
wound (proximal tendon end is in 52 (12,6%) of 
the patients and distal tendon end is in 35 (8,5%) 
of the patients) and for recovering of the tendon 
one incision or increase of the main wound was 
performed. In other patients were done 2 addi-
tional incisions.

Figure 2. 
Modified ligaments suture

Results and discussion
Remote results of surgical treatment of flexor-

tendon injuries of hand fingers using minimally 
invasive approaches, modified tendon suture and 
appropriate rehabilitation therapy were observed in 
162 (39,5%) of patients in place within a year to 
3 years. In the long-term period from five to seven 
weeks were recorded 4 ruptures of the tendon su-
ture, which occurred during development.   

Evaluation of the results of treatment was per-
formed under patient’s examination 1 year after 
surgery based on scheme proposed by the Ameri-
can Association of Surgeons of the hand (AAHS), in 
the modification of I.N. Kurinnii. Phalanges flexion 
recovery of injured fingers was assessed as excel-
lent from 75 to 100%, good from 50 to 74%, sat-
isfactory from 25 to 49% and poor from 0 to 24%.

The complete recovery of phalanges flexor 
movements of fingers amplitude was obtained in 
77.8% on average 1 year after the operation. Good 
results were obtained in 16.1% of patients, while 
the amplitude of the extensor movements of the 
fingers was associated with moderate tenogenic 
flexion contracture in the interphalangeal joints of 
the fingers. In 6,1% of the patients have satisfac-
tory results, while active flexion movements in the 
metacarpophalangeal joints were restored, but the 
contracture of the fingers in interphalangeal joints 
in the position of physiological flexion developed. 
The part of patients with unsatisfactory results did 
not undergo appropriate rehabilitation therapy.

Conclusions
1. Minimally invasive approaches combined with 

microsurgery techniques sufficient to undertake 
flexor-tendon of hand fingers reconstruction.

2. Determination of the localization of the injured 
tendons ends with ultrasound scanning and 
small incisions on the hand allow us to observe 
the basic principles of low-injury technique and 
not to break the anatomical features of the hand 
structure, thereby improving the outcome of 
treatment of this category of patients.

LESS TRAUMATIC APPROACHES OF FLEXOR-TENDON INJURIES 
OF HAND FINGERS IN MICROSURGERY
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Abstract
The article presents epidemiology, diagnosis and treatment of the cystic liver echinococcosis. The methods 

of treatment of the liver echinococcosis performed in our clinic in the framework of the scientific and technical 
project, planned for 2017-2019, on the topic of “Development of scientifically validated optimal surgical and 
medicamentous methods of treatment of the liver echinococcosis”. Comparative analyzes of the results of 
medical, surgical and combined methods of treatment of the liver echinococcosis are presented.

Àœäàòïà
Á±ë ìàќàëàäà àâòîðëàð áàóûðäûœ öèñòò³ ýõèíîêîêêîçûíûœ ýïèäåìèîëîãèÿñûí, äèàãíîñòèêàñûí æºíå åìäåó 

òºñ³ë³í ±ñûíƒàí. «Áàóûð ýõèíîêîêêîçûí  åìäåóä³œ ƒûëûìè íåã³çäåëãåí îœòàéëû õèðóðãèÿëûќ æºíå ìåäèêàìåí-
òîçäû ºä³ñòåð³í ºç³ðëåó» òàќûðûáûíà 2017-2019 æûëäàðƒà àðíàëûï, åñåïòåëãåí ƒûëûìè-òåõíèêàëûќ æîáàíû ³ñêå 
àñûðó øåœáåð³íäå á³çä³œ êëèíèêàìûçäà áàóûð ýõèíîêîêêîçûí åìäåó ºä³ñòåð³ ñèïàòòàëƒàí. Áàóûð ýõèíîêîêêîçûí  
åìäåóä³œ ìåäèêàìåíòîçäû, õèðóðãèÿëûќ ïåí ќ±ðàìäàñòûðûëƒàí ºä³ñòåð³ íºòèæåëåð³í³œ ñàëûñòûðìà òàëäàóû 
êåëò³ð³ëãåí.
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Àííîòàöèÿ
Â ñòàòüå ïðåäñòàâëåíû ýïèäåìèîëîãèÿ, äèàãíîñòèêà è ëå÷åíèå öèñòíîãî ýõèíîêîêêîçà ïå÷åíè. Îñâåùåíû ìå-

òîäû ëå÷åíèÿ ýõèíîêîêêîçà ïå÷åíè, âûïîëíÿåìûå â íàøåé êëèíèêå â ðàìêàõ ðåàëèçàöèè íàó÷íî- òåõíè÷åñêîãî 
ïðîåêòà ðàññ÷èòàííîãî íà 2017-2019ã., íà òåìó «Ðàçðàáîòêà íàó÷íî-îáîñíîâàííûõ îïòèìàëüíûõ õèðóðãè÷åñêèõ è 
ìåäèêàìåíòîçíûõ ìåòîäîâ ëå÷åíèÿ ýõèíîêîêêîçà ïå÷åíè». Ïðèâåäåíû ñðàâíèòåëüíûå àíàëèçû ðåçóëüòàòîâ ìåäè-
êàìåíòîçíîãî, õèðóðãè÷åñêîãî è êîìáèíèðîâàííîãî ìåòîäà ëå÷åíèÿ ýõèíîêîêêîçà ïå÷åíè.
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THE RESULTS OF SURGICAL AND MEDICINAL METHODS OF 
TREATMENT OF LIVER ECHINOCOCCOSIS

Introduction
One of the actual problems in the abdominal sur-

gery of Kazakhstan is the cystic liver echinococcosis 
caused by the ribbon helminth Echinococcus granu-
losus. According to the Committee of Consumer right 
Protection of the Republic of Kazakhstan, the inci-
dence of echinococcosis among the rural population 
is growing in dynamics. The cause of the increase in 
the incidence of human echinococcosis is associat-
ed with non-compliance of the population with rules 
for keeping pets, inadequate control of the number 
of neglected animals, de-worming of service and do-
mestic dogs. Nowadays, echinococcosis in Kazakh-
stan has become ubiquitous, whereas in the early 
90’s it was registered mainly in the southern region. 
Over the past almost 20 years, the incidence rate has 
increased 4.5 times (1993 - 1.3 per 100 thousand 
population, 2010 - 5.8). Given the relatively young 
age of patients, the high incidence of disability in 
repeated operations, the problem of surgical treat-
ment of liver echinococcosis in endemic regions of 
Kazakhstan becomes more important every year. De-
spite the successes in the surgical treatment of the 
above-mentioned disease, the question of the opti-
mal amount of surgical intervention remains open. 
According to the European protocols, with uncompli-
cated and giant forms of echinococcosis of the liver 
and lungs, antiparasitic therapy with albendazole at 
a dosage of 800 mg (10-15 mg / kg body weight) 

per day with subsequent follow-up is preferred. The 
introduction of this method of treatment, namely, 
conservative therapy without surgical intervention, 
is presents a great practical interest, because it re-
duces the risk of complications, deaths, relapses of 
the disease and reduces the costs of treatment of 
echinococcosis.

The aim of the study. To compare the results of 
the use of surgical and combined methods of treat-
ment of liver echinococcosis, and identify the most 
optimal method of treatment of LE with the aim of 
reducing the recurrence of the disease.

Materials and methods
In the NSCS named after A.N. Syzganov from 

January 2017 to July 2018, 61 patients with a di-
agnosis of primary liver echinococcosis who were 
divided into 4 groups were treated in the framework 
of the scientific project «Development of scientif-
ically-based optimal surgical and medicamentous 
methods for the treatment of liver echinococcosis» .

1 st group: pericycystectomy (with capsule 
removal) with the appointment of an antiparasitic 
drug -21-patient;

2 nd group: pericystectomy without antipara-
sitic therapy-13 patients;

3rd group: operation of echinococcectomy with 
the abandonment of the capsule and the appoint-
ment of an antiparasitic drug, 12 patients;
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4 th group: conservative therapy without surgi-
cal intervention (the patient receives only antipara-
sitic drug «Albendazole») - 18 patients.

The average age was 38 years (21-68). In the 
sex ratio, female patients predominated among the 
patients-57% (26 cases). The proportion of men 
was 43% (20 cases). All patients underwent instru-
mental laboratory diagnostics in the preoperative 
period in order to verify the diagnosis. It is worth 
noting that laboratory methods of research in echi-
nococcosis are not specific and allow us to obtain 
only auxiliary information to clarify the diagnosis. 
In this case, all patients in the preoperative period 
were immunoassayed for echinococcosis. To clarify 
the size, number and location of liver cysts, com-
puted tomography (CT) and ultrasound (ultrasound) 
of the abdominal cavity were performed. The aver-
age size of the cysts was 10.8 cm (6.5-20.5). The 
presence of cysts in the right lobe of the liver was 
observed in 23 (50%) patients, in the left lobe -6 
(13%) patients, bilobar location -17 (37%) patients. 
Staging of liver echinococcosis was performed on 
the basis of ultrasound results, according to the 
WHO classification from 2003 (Fig. 1).

Treatment of patients with cystic liver echino-
coccosis assumed an individual approach with con-
sideration in each case of a possible combination 
of different treatment options. Patients who had a 
cyst size of less than 5 cm, stage CE1-CE3 took 
conservative therapy at an outpatient level, starting 
therapy with albezole was 10-15 mg / kg / day in 2 
divided doses, with no side effects. The effective-
ness of antiparasitic treatment was assessed by the 
following criteria: positive dynamics in ultrasound 
(reduction in the size of cysts, transition to CE4-
CE5), on CT and MRT-control - decrease in lesion 
volume, signs of calcification.

Surgical treatment with indication for surgical 
intervention was carried out in accordance with the 
international recommendations of WHO.

Radical surgical treatment is pericystectomy. 
The technique of the operation consisted in strati-
fication of the fibrous capsule of the echinococcal 
cyst from the parenchyma of the liver along the sub-
adventential layer, where the large and smaller vas-
cular duct elements along the line of separation on 
the liver surface clipped and ligated. This method 
of peritsistektomy of liver can avoid the occurrence 
of various postoperative hemorrhagic and biliary 
complications, which caused by the phased and 
thorough ligation of all vascular structures.

Non-radical surgery - echinococcectomy, tra-
ditional intervention, without removing the fibrous 
capsule.

Results and discussion
Intermediate analysis was performed between 

patients who underwent a radical operation - peri-
cystectomy (groups 1,2, n = 34) and non-radical 
surgery - echinococcectomy (group 3, n = 12).

The distribution of patients is given in Table 2.
The average duration of the operation for per-

forming radical interventions was 220 (105-540) 
min, which in comparison with non-radical opera-
tions was 178.6 (100-330) (Table 3). The average 
length of stay after pericystectomy was 7.5 (4-20) 
days, and when performing echinococcectomy - 
10.2 (6-16). Relaparotomy in both groups was not 
observed.

Analysis of the results of surgical treatment of pa-
tients who had performed traditional liver echinococ-
cectomy showed no early postoperative complica-
tions. Postoperative complications were observed in 
4 patients who underwent pericystectomy in the form 

Figure 1. 
Classification of ultra-
sound images of echino-
coccal cysts WHO 2003
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of fluid clusters. (Table 4). All patients were cured with 
puncture interventions under the supervision of ultra-
sound. Biliary fistulas, as a rule, were closed inde-
pendently up to 30 days after the operation.

Based on the analysis of the results of surgical 
treatment of patients with liver echinococcosis, it 
should be noted that until now pericystectomy re-
mains the main type of treatment performed in our 
clinic.

In 18 patients who took conservative therapy at 
an outpatient level, there was a positive dynamics in 
ultrasound and CT in the form of a decrease in the 
size of the cysts, a transition in the CE4-CE5 stage, 
and signs of calcification.

Table 2. 
Preoperative patient data

Table 3. 
Operational characteristics

Table 4. 
Operational characteristics ¹

pericystectomy echinococcectomy 
 p value

(N=34)  (N=12)

ï/î îñëîæíåíèÿ

Bilobular complications 3(8.8%) 0 ns

abscess 1 (2.9%) 0  ns

A/O bed-days 7.5 (4-20) 10.2 (6-16) < 0.05

Complications by Clavien Dindo

Grade 1 0 0  

Grade 2 0 0  

Grade 3a 4 0 ns 

Grade 3b 0 0  

Grade 4 0 0  

Relapse 0 0  

¹

pericystectomy echinococcectomy 

 p-value(N=34)  (N=12)

average (min-max) average (min-max)

Age 36.3 (18-66) 40 (24-70) ns

Sex(f./m/) 10/24 (10/2) < 0.05

BMI 22.7 (17-31.2) 24 (18-29) ns

Positive ELIZA to EL ìàì.34 02.æåë ns

Quantity of cysts 1.5 (1-4) 2 (1-3) ns

size(cm) 11 (7.0-25.0) 10.6(6.0-16.0) ns

Right lobe 17(50%) 6 (50 %) ns

Left lobe 5 (14,7%) 1 (8.3 %) ns

Bilobular location 12(35,3%) 5 (41,6 %) ns

 2segment 19 (55.9%) 10 (83.3 %) ns

 3 segments 15 (44,1%) 2 (16.7 %) ns

 pericystectomy echinococcectomy  p-value

(N=34)  (N=12)

Operation time (min) 220 (105-540) 178,6 (100-330) ns

Relaparotomy 0 0  -

complications 4 (11,7%) 0 ns

Blood loss (ml) 249.6 (50-1500) 71 (20-250) < 0.01

During the observation period in all of the study 
groups, including group 4, there was no relapse of 
the disease.

Conclusion
The study is at the stage of continuation of re-

cruitment of patients into groups for control stud-
ies. Based on the data obtained so far, conserva-
tive therapy without surgical intervention (group 
4, the patient receives only antiparasitic drug 
«Albendazole») is effective in liver echinococcosis 
up to 5 cm in size. Also, in the treatment of liver 
echinococcosis with a size of more than 5 cm, a 
radical operation is pericystectomy, is an eco-

THE RESULTS OF SURGICAL AND MEDICINAL METHODS OF 
TREATMENT OF LIVER ECHINOCOCCOSIS
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THE RESULTS OF SURGICAL AND MEDICINAL METHODS OF 
TREATMENT OF LIVER ECHINOCOCCOSIS

nomically and socially effective method of surgical 
intervention (less than the number of days in the 
hospital, early recovery of the patient’s ability to 
work, p <0.05).

In connection with the effectiveness of the 
above-described methods of treatment, it is advis-
able to continue working on this STP for more ac-
curate prediction and identification of the optimal 
method of treatment of liver echinococcosis with 

minimal development of complications and relaps-
es of this pathology. It is necessary to increase the 
number of patients to obtain more reliable results. 
At the moment, active work is carried out among 
city polyclinics and hospitals, as well as field visits 
by physicians of the department in the regions of 
Kazakhstan with training lectures for medical work-
ers to identify the disease in the early stages and to 
recruit patients to the study groups.
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THE RATIONALE OF THE PREVENTIVE 

TRICUSPID ANNULOPLASTY IN ADULT 

PATIENTS WITH SEPTAL HEART DEFECTS

Kvashnin A.V., Sagatov I.Ye., Imammyrzayev U.Ye., 
Danyarov N.B., Nurlan D.T., Kuralbayev D.B.
National scientific centre of surgery named after A.N. Syzganov, Almaty, Kazakhstan

Abstract
The article presents the results of preventive annuloplasty of the tricuspid valve in patients with septal 

defects of congenital origin. The high efficiency of preventing the progression of the tricuspid valve in the 
long-term after the operation is shown.

Keywords
annuloplasty, tricuspid valve, 

septal defects.
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Àœäàòïà
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àííóëîïëàñòèêàñûíûœ íºòèæåëåð³ êμðñåò³ëãåí. Îòàäàí êåé³íã³ àëøàќ êåçåœäåã³ ‰øæàðìàëû ќàќïàќøàíûœ 
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Introduction
In cardiosurgical practice, an isolated ventricu-

lar septal defect (VSD) occurs quite often. Accord-
ing to various sources, the structure of all types of 
congenital heart disease makes up 30 to 50%. At 
the present stage of cardiac surgery, the diagnosis 
of VSD is not particularly difficult, and its treatment 
has undergone continuous improvement in recent 
years with the use of endovascular, minimally inva-
sive and hybrid technologies. Early diagnosis and 
timely surgical intervention or other intervention 
aimed at closing the defect, can achieve consis-
tently good results in the long-term follow-up pe-
riod. However, it is known that the result of surgical 
treatment of VSD directly depends on the patient’s 
age at the time of surgery, and is associated with an 
increase in the burden on the right heart and lung 
vessels.

The aim of the research is an evaluation of re-
sults of the preventive tricuspid annuloplasty in 
adult patients with septal heart defects.

Material and methods
The analysis was based on results of the 270 

operated patients from 2011 till 2016. The age var-
ied from 15 till 67 years (average age 24,5 years). 
168 patients suffered from atrial septal defect. 77 
patients had ventricular septal defect. 12 patients 
had anomalous pulmonary venous drainage, while 
13 had atrioventricular septal defect. In 91 pa-
tients a heart defect was combined with tricuspid 
valve insufficiency of the I–II degrees and pulmo-
nary arterial hypertension from 36 mm per mer-
cury till 72 mm per mercury (average 52,6 mm per 
mercury).

Results
Congenital heart malformations, such as atrial 

septal defect, VSD, partial anomalous pulmonary 
venous return, atrioventricular septal defect in 
natural course are initially complicated by devel-
opment of the hypervolemia in pulmonary blood 
circulation. Firstly, it leads to functional spasm of 
the pulmonary arteries, arteriols and precapillary 
vessels, being managed by use of spasmolytics. 
Further, it leads to stable spasm of pulmonary 
arteries and their sclerosing, expressed in de-
velopment of the secondary pulmonary hyper-
tension. With aging the pulmonary hypertension 
results in dilation of right heart chambers with 
their hypertrophy. Dilated right heart chambers 
stretch the fibrous ring of the tricuspid valve 
that results in development of the valvular re-
gurgitation and relative tricuspid insufficiency. 
The closure of atrial septal and ventricular de-
fects contributes the decrease in hypertension in 
pulmonary blood circulation and the secondary 

pulmonary hypertension respectively that gradu-
ally diminishes the sizes of right heart chambers 
and tricuspid valve insufficiency respectively. Si-
multaneous closure of the atrial and ventricular 
septal defects in combination with tricuspid valve 
annuloplasty, squeezing the fibrous ring and liq-
uidating valvular insufficiency promote more ac-
tive decrease in sizes of right heart chambers 
and reduction of secondary pulmonary hyperten-
sion respectively. The septal defects were closed 
with patches from autopericardium, xenoperi-
cardium or PTFE on-pump. 91 patients under-
went tricuspid annuloplasty using De Vega or 
Boyd technique, 18 patients - suture technique 
of the tricuspid annuloplasty. We have noticed 
that patients of older age (11 cases) which did 
not undergo tricuspid annuloplasty (the fibrous 
ring was not dilated and a good co-optation of 
cusps was saved in hydraulic testing) in postop-
erational period went back with progressive tri-
cuspid valve insufficiency of the I-II degree. That 
was associated with residual pulmonary arterial 
hypertension which was characterized by dilated 
right heart chambers and dysplasia of the con-
nective tissue in congenital heart malformations. 
Therefore we started to carry out the preventive 
tricuspid annuloplasty to all patients (46 cases). 

Conclusions
Thus, in recent years, we perform the preventive 

tricuspid annuloplasty in combination with septal 
defects closure to all adult patients. That does not 
allow to progress the tricuspid valve insufficiency in 
postoperational period and increases the quality of 
a patient’s life respectively.

Fig. 1. 
Secondary ASD closure 
using autopericardial 
patch and de Vega 
annuloplasty of tricuspid 
valve

THE RATIONALE OF THE PREVENTIVE TRICUSPID ANNULOPLASTY IN 
ADULT PATIENTS WITH SEPTAL HEART DEFECTS
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II. ÕÈÐÓÐÃÈß
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Abstract
Clinical case of laparoscopic nephrectomy in a 25 years old patient with huge hydronephrotic kidney. At admit-

tance patient complianted of pyrosis, fullness of stomach after a short meal, discomfort on the left flank. Despite huge 
dimensions laparoscopic surgery was considered. One of the most important aspects of surgery was the insertion of 
first troacar by the Hasson technique, under the visual guidance, because there was a probability for injury of intestine, 
which was drawn back laterally. After the successful placement of troacars pelvis was dissected, punctured and all 
liquid was aspirated, that was approximately 5 litres. Nephrectomy then was performed in a standard fashion, with no 
intraoperative complications. 

Keywords
huge, hydroneprhosis, 
laparoscopy, nephrectomy.
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Introduction
According to the previously published clini-

cal cases, giant hydronephrosis usually occurs in 
children and are of congenital origin. It is rarely 
seen in adults, clinical presentation of which is 
very nonspecific mimicking gastrointestinal dis-
orders and others, thus it is easy to be misdiag-
nosed [1].

In 1939, Stirling defined giant hydronephrosis 
as the presence of fluid exceeding 1,000 ml in the 
collecting system [1]. Now more than 600 cases 
have been reported worldwide to date, with most 
cases reported within the last 15 years [2].

Ureteropelvic junction (UPJ) obstruction is the 
most frequently revealed cause of hydronephrosis 

with an estimated incidence of 1 in 1000-1500 [3]. 
Other causes including ureter calculous, transi-
tional cell carcinoma of pelvis, squamous cell car-
cinoma of the renal pelvis or renal, ureteral ectopia, 
duplicated collecting system, renal malformations, 
polar or aberrant vessels have been described in 
adults [4-7]. In our hospital was a case of a giant 
hydronephrosis on the left due to transitional cell 
carcinoma in UPJ that was unfortunately diagnosed 
only after histologic evaluation. UPJ obstruction is 
mostly considered as a functional obstruction origi-
nating from abnormalities in the smooth muscle of 
the pelvis and ureter [8]. 

Even giant hydronephrosis has been reported 
over 600 cases, it is still not easy to differentially 
diagnosis. It usually presents with vague symptoms 
such as nausea, fatigue or dyspepsia, urinary tract 
infection, renal insufficiency, or gross hematuria 
after trauma in adults [9]. Giant hydronephrosis is 
a slowly progressive disease; patients may remain 
asymptomatic until late phase [10]. A wide range of 
differential diagnosis includes intraperitoneal, and 
retroperitoneal cysts, pseudomyxoma, renal tumor 
pancreatic pseudocysts, retroperitoneal tumor, and 
ovarian cysts or tumor [11]. The most important 
aspect of management is early diagnosis with ac-
curate pre-operative delineation of anatomy of the 
affected kidney.

In our case patient had gastrointestinal disor-
ders such as gastroesophageal reflux, fullness in 
stomach after a short meal. All the symptoms which 
were similar to the presentation of gastrointestinal 
disease can easily confound physician’s diagnosis. 
Usually, it is not likely consider a giant hydronephro-
sis diagnosis firstly. Awareness of this situation, the 
clinician and radiologist could readily diagnose and 
provide appropriate therapy. 

Nowadays, diagnostic instruments such as 
enhanced CT scans, antegrade or retrograde and 
excretory urographies, ultrasonography have facili-
tated the diagnosis of hydronephrosis, accurate di-
agnosis of giant hydronephrosis in individual cases 
is improved.

Aim of work - the presentation of a case of the 
laparoscopic nephrectomy of the giant hydrone-
phrotic kidney. 

Case presentation
A 25 years-old woman was admitted to the 

hospital with discomfort on the left flank, gastro-
esophageal reflux, fullness in stomach after short 
meal. On physical examination left part of the ab-
domen was more prominent than the right half (Fig. 
1). During palpation frank tenderness was noticed 
on the left part on the abdomen. On ultrasound 
huge anaechogenic structure on the left part of 

Fig. 1. 
Physical examination. 

Left part of abdomen more 
prominent than the right 

part

Fig. 2. 
On CT scan giant 

hydronephrotic left kidney 
extending to the midline

Fig 3. 
Gross appearance of the 

removed kidney
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the abdomen was revealed. The volume of the lat-
ter was approximately 5000ml.  On CT scans huge 
hydroneprotic left kidney was detected (Fig. 2). The 
parenchyma was 3mm with no contrast uptake was 
seen.She underwent laparoscopic nephrectomy on 
the left in our department. Patient was on lateral 
decubitus position. Patient underwent laparoscopic 
nephrectomy: troacar placement was performed 
by the Hasson technique. Primarily lateral flank on 

Toldt’s line was transected and intestine was re-
tracted medially thus exposing the kidney with it is 
surrounding tissue. Enlarged pelvis was dissected 
and all liquid was aspirated. Nephrectomy then was 
performed in a standard fashion. 

Grossly removed kidney resembled deflated soc-
cer ball (Fig. 3) On histologic examination hypertrophy 
of UPJ wall was detected. Patient was discharged on 
4th postoperative day in a steady state. 
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TRANSPLANTATION OF KIDNEY WITH 

RENAL ARTERY ANEURYSM WITH EX-VIVO 

RECONSTRUCTION. CASE REPORT

Baimakhanov B.B., Ibragimov R.P.,  Issayev D.A., Madadov I.K., Syrymov Zh.M.
National scientific centre of surgery named after A.N. Syzganov, Almaty, Kazakhstan

Abstract
Clinical case of the transplantation of kidney with RAA. 25 years old patient with end-stage renal disease 

was referred to our hospital for living related kidney transplantation. His donor was his mother. During the 
preoperative evaluation of donor RAA of the left kidney was revealed. The dimensions of the latter were 
2.0x2.0 cm. We preferred to harvest that kidney with aneurysm in order to save donor from further complica-
tions due possible rupture and perform reconstruction ex-vivo. All the objectives were achieved: transplan-
tation was performed successfully and donor is now is apart from the risk of rupture.
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àóðóõàíàƒà  ò³ð³ òóûñќàí äîíîðëûќ á‰éðåê òðàíñïëàíòàöèÿñûí æàñàòó ìàќñàòûìåí êåë³ï ò‰ñò³. Îíûœ äîíîðû 
òóƒàí àíàñû áîëäû. Äîíîðäû îòàƒà äåé³íã³ çåðòòåó áàðûñûíäà ñîë á‰éðåã³íäå àðòåðèÿ àíåâðèçìàñû àíûќòàëäû. 
Àíåâðèçìàíûœ μëøåìäåð³ 2,0õ2,0. ñì  áîëäû. Àíåâðèçìàíûœ êåëåøåêòå æûðòûëó ì‰ìê³íø³ë³ã³ áîëƒàíäûќòàí, 
äîíîðäû ñàќòàï àëó ìàќñàòûìåí àíåâðèçìà áîëƒàí á‰éðåêò³ àëûï ex-vivî ðåêîíñòðóêöèÿñûí æàñàó øåø³ì³ 
ќàáûëäàäûќ.  Ќîéûëƒàí  ìàќñàòòàð îðûíäàëäû: á‰éðåê òðàíñïëàíòàöèÿñû ñºòò³ μòò³ æºíå äîíîðäà àíåâðèçìàíûœ 
æûðòûëó ќàó³ï³ æîéûëäû. 

Àííîòàöèÿ
Êëèíè÷åñêèé ñëó÷àé ïåðåñàäêè ïî÷êè ñ àíåâðèçìîé ïî÷å÷íîé àðòåðèè. Ïàöèåíò 25 ëåò ñ äèàãíîçîì òåðìè-

íàëüíàÿ ñòàäèÿ áîëåçíè ïî÷åê ïîñòóïèë â íàøó êëèíèêó äëÿ àëëîòðàíñïëàíòàöèè ïî÷êè îò æèâîãî ðîäñòâåííîãî 
äîíîðà. Åãî äîíîðîì âûñòóïèëà ðîäíàÿ ìàòü. Ïðè ïðåäîïåðàöèîííîì îáñëåäîâàíèè ó äîíîðà áûëà âûÿâëåíà 
àíåâðèçìà ñåãìåíòàðíîé àðòåðèè ëåâîé ïî÷êè. Ðàçìåðû ïîñëåäíåé ñîñòàâëÿëè 2,0õ2,0. ñì. Ìû ïðåäïî÷ëè ñäå-
ëàòü çàáîð ïî÷êè ñ àíåâðèçìîé àðòåðèè äëÿ ïðåäîòâðàùåíèÿ ñîñóäèñòûõ îñëîæíåíèé ó äîíîðà, â ñâÿçè ñ âîç-
ìîæíûì ðàçðûâîì àíåâðèçìû, è ïðîâåñòè ðåêîíñòðóêöèþ àíåâðèçìû ex-vivî. Âñå ïîñòàâëåííûå öåëè áûëè äî-
ñòèãíóòû: áûëà óñïåøíî ïðîâåäåíà òðàíñïëàíòàöèÿ ïî÷êè è óñòðàíåí ðèñê ðàçðûâà àíåâðèçìû ó äîíîðà.   
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Íàöèîíàëüíûé íàó÷íûé öåíòð õèðóðãèè èì. À.Í. Ñûçãàíîâà, Àëìàòû, Êàçàõñòàí

Áóéðåê ќàíòàìûðû àíåâðèçìàñûíûœ ex-vivo ðåêîíñòðóêöèÿñûìåí æàñàëƒàí 
á‰éðåê òðàíñïëàíòàöèÿñû. Êëèíèêàëûќ îќèƒà

Òðàíñïëàíòàöèÿ ïî÷êè ñ àíåâðèçìîé ïî÷å÷íîé àðòåðèè ñ  
ex-vivo ðåêîíñòðóêöèåé. Êëèíè÷åñêèé ñëó÷àé

II. ÕÈÐÓÐÃÈß

ÌÐÍÒÈ 76.29.51.
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LAPAROSCOPIC NEPHRECTOMY OF THE GIANT HYDRONEPHROTIC KIDNEY.
CASE REPORT

Introduction
According to the U.S. Organ Procurement and 

Transplantation Network and the Scientific Registry 
of Transplant Recipients (OPTN/SRTR) Annual 
Data Report in 2013, the total number of patients 
waiting for a kidney transplant is 96 607. Median 
waiting times for adults increased from three years 
in 2003 to more than 4.5 years in 2009 [1, 2]. In 
order to increase organ availability, it is necessary 
to evaluate the feasibility of kidney transplantation 
from living donors with RAA. Most commonly, it is 
asymptomatic and diagnosis is made incidentally 
during evaluation of different conditions, such as 
living donor workup [1]

A RAA is a dilated segment of renal artery that 
is more than twice the diameter of a normal renal 
artery [3].

Roughly, RAAs are saccular in 62%, fusiform 
in 24%, and dissecting in 14% [4]. Renal artery 
aneurysm (RAA) is a rare condition; the incidence 
of RAA is 0.7% [5]. Symptoms vary and may include 
hypertension, pain, hematuria, and renal infarction 
[6]; however, most patients are asymptomatic and 
lesions are benign. Pregnancy is associated with a 
higher rate of rupture [7]. 

Olakkengil in his study reported four living donors 
with RAA who had a mean follow-up of 3.5 years 
(range 1.9–8) [8]. The follow-up of donors included 
annual USD of the remaining kidney and renal function. 
He recommended following donors to look for an 
incidence of RAA in the opposite kidney, as Dzsinich 
reported bilaterality of RAA in 3.1%. The potential risk 
for rupture lies with increasing size of aneurysms.

The lack of organs for transplantation has 
resulted in increasing the criteria for selection of 
potential donors with so-called marginal kidneys 
with anatomical anomalies and even kidneys with 
small malignant tumors [9].

The reported series on transplantation from 
living donors with RAA are small and from a single 
center. Jung et al reported two cases with RAA that 
were 2 cm and 2.4 cm in size. Patients underwent 
hand-assisted laparoscopic donor nephrectomies 
and ex-vivo reconstruction ensued. The allografts 
worked well immediately postoperative, but no 
long-term outcomes were recorded [10]. Autopsy 
studies indicating the incidence range to be 0.01–
0.09% [11].

 Nahas et al reported 11 recipients from 
donors with vascular abnormalities, including 
three RAA cases, after open nephrectomy and 
ex-vivo reconstruction. One patient had arterial 
thrombosis at 55 months; the other two had a 
mean follow-up of 133 months with good renal 
function [12].

Case presentation
30-years old male was referred to our hospital 

for living related donor kidney transplantation. 
His donor was his mother.  Donor didn’t have any 
complaints, such arterial hypertension or flank 
pain. During preoperative evaluation aneurysm 
of left kidney was revealed. The latter was 
2.0*2.0 cm. and had a saccular shape [Fig. 1]. 
Considering the tendency of aneurysm for further 
enlargement posing a risk for patient, we decided 
to harvest this kidney with ex-vivo reconstruction 
on back-table, thus preventing it from rupture in 
future. 

Donor underwent laparoscopic hand-assisted 
nephrectomy. On back-table the renal tightly 
denuded and the aneurysm of segmental artery 
was revealed [Fig. 2]. The latter had a wide neck 

Fig. 1.  
CT angiogram. RAA is 
2.0*2.0 cm and has a 
saccular shape

Fig. 2. 
Kidney graft on back-
table. Aneurysm is tightly 
dissected
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LAPAROSCOPIC NEPHRECTOMY OF THE GIANT HYDRONEPHROTIC KIDNEY.
CASE REPORT

and it was preferred to put a metal clip [Fig. 3]. 
Graft was placed on right iliac fossa and arterial 
and venous anastomoses were performed in end-
to-side fashion with external iliac artery and vein of 
recipient, respectively [Fig. 4]. Graft function was 
immediate. 

Further ultrasound Doppler investigation 
revealed no circulatory disturbances. Patient 
was under the follow-up for only 6 months up to 
day and graft circulation and function is already 
good.

Conclusion
In this clinical case we presented an 

interesting clinical event of transplantation 
kidney with aneurysm of segmental artery. The 
aim was to perform successful transplantation 
and save donor from further risk of rupture 
of aneurysm and we completely achieved all 
objectives. Considering the lack of kidney donors 
it is socially important to expand the criteria for 
donor selection. 

Fig. 3. 
Aneurysm was clipped 

with metal clip at the neck

Fig. 4. 
Kidney is engrafted in right 

iliac fossa
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II. ÕÈÐÓÐÃÈß

ÌÐÍÒÈ 76.29.34.CLINICAL OBSERVATIONS OF POSTOPERATIVE 
PROXIMATE AND LONG-TERM RESULTS IN 
PATIENT WHO UNDERWENT LAPAROSCOPIC 
CHOLECYSTECTOMY
Shirinov Z.T., Hamidova N.A.
Scientific Center of Surgery named after acad. M.A. Topchubashov, Baku, Azerbaijan

Abstract
In the period 2014-2017-s. in the Scientific Center of Surgery named after acad. M.A. Topchubashov in the depart-

ment of surgery of the liver, biliary tract and pancreas 1596 patients underwent cholecystectomy for cholecystolithiasis. 
Of which 1372-mind (85.9%), laparoscopic cholecystectomy with minimal invasive technology was performed. This 
article is devoted to the study of postoperative proximate and long-term results in 100 patients who underwent laparo-
scopic cholecystectomy. 

Keywords
laparoscopic cholecystectomy, 
long-term results
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Àœäàòïà
2014-2017-ø³ ææ. àêàäåìèê Ì.À. Òîï÷èáàøåâ àòûíäàƒû ЃÕÎ-äàƒû áàóûð, μò æîëäàðû æºíå ±éќû áåç³ õèðóð-

ãèÿñû áμë³ì³íäå 1596 åìäåëóø³ãå õîëåöèñòîëèòèàç  áîéûíøà õîëåöèñòýêòîìèÿ îòàñû  æ‰çåãå àñûðûëäû.   1372 
åìäåëóø³ãå (85,9%) øàƒûí  èíâàçèâò³ òåõíîëîãèÿíû ќîëäàíóìåí  ëàïàðîñêîïèÿëûќ  õîëåöèñòýêòîìèÿ  æàñàëäû. Á³ç 
òàœäàó  êðèòåðèéëåð³í³œ øåêòåó³íñ³ç ëàïîðîñêîïèÿëûќ õîëåöèñòýêòîìèÿíû μòê³çãåí 100 åìäåëóø³í³œ íºòèæåëåð³íå 
çåðòòåó æ‰ðã³çä³ê.  ¹1 êåñòåäå æàñû æºíå æûíûñû áîéûíøà åìäåëóø³ëåð òîïòàñòûðûëûï áåð³ëãåí.

Àííîòàöèÿ
Â ïåðèîä 2014-2017 ãã. â Íàó÷íîì öåíòðå õèðóðãèè èì. àêàä. Ì. À. Òîï÷óáàøîâà â îòäåëåíèè õèðóðãèè ïå÷åíè, 

æåë÷íûõ ïóòåé è ïîäæåëóäî÷íîé æåëåçû 1596 ïàöèåíòîâ ïîäâåðãëèñü õîëåöèñòýêòîìèè ïðè õîëåöèñòîëèòèàçå. Èç 
íèõ 1372-óì (85,9%), ëàïàðîñêîïè÷åñêàÿ õîëåöèñòýêòîìèÿ ñ ìèíèìàëüíîé èíâàçèâíîé òåõíîëîãèåé. Ýòà ñòàòüÿ 
ïîñâÿùåíà èçó÷åíèþ ïîñëåîïåðàöèîííûõ áëèæàéøèõ è îòäàëåííûõ ðåçóëüòàòîâ ó 100 ïàöèåíòîâ, ïåðåíåñøèõ 
ëàïàðîñêîïè÷åñêóþ õîëåöèñòýêòîìèþ. 
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CLINICAL OBSERVATIONS OF POSTOPERATIVE PROXIMATE AND LONG-TERM RESULTS IN 
PATIENT WHO UNDERWENT LAPAROSCOPIC CHOLECYSTECTOMY

Introduction
To date, cholelithiasis affects 10-12% of the 

population in the West countries and 3-4% of the 
Asian population. Twenty million americans have 
concrements in the gallbladder, and surgeons in 
this country perform 600,000 cholecystectomies 
annually. Annual medical costs are $ 1 billion [1, 
2, 3, 4].

The purpose of the study is researching the im-
mediate and long-term results from patients who 
underwent laparoscopic cholecystectomy in our 
clinical observations.

Material and methods
1596 patients were undergone cholecystec-

tomy at the Academy of Sciences named after 
M.A. Topchibasheva in the Department of Surgery 
of the Liver, Biliary Tract and Pancreas for the 
period 2014-2017-s. 1372 (85.9%) of which was 
performed laparoscopic cholecystectomy (LHE) 
using minimal invasive technology. Without limit-
ing the selection criteria, we studied the results 
of 100 patients who underwent laparoscopic cho-
lecystectomy. Table 1 gives the classification of 
patients by age and sex. 

As shown in table, women more vulnerable than 
men. In this clinical material, the incidence of the 
disease among women in relation to men is 1: 4 (20 
men and 80 women). Also, the majority of patients 
- 72 patients (72%) are people of the age category 
18-60 years with labor ability. This fact proves that 
cholelithiasis is a social problem.

Patient’s complaints of this group: Pain - espe-
cially after taking high-calorie food, acute, paroxys-
mal, radiating to the right scapula and right shoul-
der - 100%; nausea, sometimes vomiting - 94%; 
Heartburn -71%; swelling - 69%; Dyspeptic signs 
- 62% and general weakness, impotence -60%.

All patients (100%) had the abdominal cavity 
ultrasound: liver, gallbladder, biliary tract and pan-
creas. a thickening of the gallbladder walls by 0.5 
cm in 38 patients, obturation of stones of various 
sizes, and gallbladder tension were determined. 
during surgery These signs were found in patients 
who underwent acute calculous cholecystitis. In the 
gallbladder, patients were found from 1 to 100, in 

one patient, even 387 pieces of stones of different 
sizes in the range 0.4 - 4.0 cm of soft and solid 
origin. In patients in this group, the reliability of ul-
trasound was 95.5%. Only in 8 patients, in order to 
clarify the diagnosis, it became necessary to exam-
ine CT and MRI cholangiography. All 8 patients had 
a free state of choledochus and LHE was produced 
in patients.

All patients have been done the chest X-ray 
examination (100%): the lung and heart changes 
were determined. Some patients had bronchitis, 
peribronchitis, and 1 patient had fibrosis at the 
tip of the right lung. 74 patients from this group 
underwent X-ray examination of the digestive 
tract, in 26 patients the same (26%) examination 
of the digestive tract was carried out by video fi-
bro esophagogastroduodenoscopy. Based on the 
survey data, reflux esophagitis was defined in 9 
patients, in 1 patient duodenal ulcer, in 1 patient, 
esophageal diverticulum, in 5 patients erosive 
gastroduodenitis and in 1 patient after gastrecto-
my. In the preoperative and postoperative periods, 
these diseases were conservatively adjusted. In 
the above diseases, the Ph-metry was made and 
in all cases a hyperacid and hypersecretory state 
was noted. In this case the apparatus «AGM-03 
Acidogastrometer» was used.

Through the apparatus «CARDIOLINE» all ECG 
patients (100%) were made ECG. In this case, 3 
patients had coronary heart disease (3.0%), 2 ath-
erosclerotic cardiosclerosis (2.0%), 3 hypertensive 
disease (3.0%), and 1 patient with mitral valve in-
sufficiency (1.0%). In this group, 9 patients with 
cardiac changes were treated with echocardiogra-
phy. With this survey, attention was drawn to the 
ejection fraction of the heart. In all cases, the emis-
sion fraction was more than 50%.

All patients in the clinical laboratory of the ICC 
were made general and biochemical blood tests, 
tests for HBsAg, AntiHCV, RW and HIV. In 2 patients 
Hepatitis C was detected, 1 patient had Hepatitis B, 
and 5 patients had diabetes mellitus.

Table 2 shows a list of possible co-morbidities.
As it shown from the table, there are various 

complications and concomitant diseases in 42 pa-
tients.

Table 1. 
The classification of 

patients by age and sex
Age groups 

Men Women Reliability 
difference 

Total

abc % abc % abc %

Under 20  1 1.0 1 1.0 >0.05 2 2.0

21-40 age 3 3.0 27 27.0 <0.001 30 30.0

41-60 age 7 7,0 33 33.0 <0.001 40 40.0

61-75 age 9 9.0 18 18.0 <0.001 27 27.0

Above 75 - - 1 1.0 >0.05 1 1.0

Total 20 20.0 80 88.0 100 100
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Fig. 1. 
a) acute catarrhal 
cholecystitis. Color: 
Van-Gizon, magnification: 
ob.20; ok.10;

b) acute phlegmonous 
cholecystitis. Color: 
hem-eozin, magnification: 
ob.20; ok.10

Fig. 2. 
Acute gangrenous 
cholecystitis. Color: 
Van-Gizon, magnification: 
ob.20; ok.7

Table  2. 
Concomitant diseases

¹ Name of disease Number %

1 Chronic ischemic heart disease 3 3,0

2 atherosclerotic cardiosclerosis 2 2,0

3 idiopathic hypertensia II B 3 3,0

4 mitral incompetence 1 1,0

5 pancreatic diabetes 5 5,0

6 cardiophyshoneurosis 1 0,5

7 chronic bronchitis 2 2,0

8 Hepatitis C virus carrier 2 2,0

9 Hepatitis B virus carrier 1 1,0

10 hiatal hernia, Reflux-esophagitis 9 9,0

11 Erosive gastroduodenitis 5 5,0

12 Ulcer of the duodenum, bulbodeformation 1 1,0

13 Esophagus diverticulum 1 1,0

14 Condition after gastrectomy 1 1,0

15 Uterine fibroids 2 2,0

16 Biliary pancreatitis 3 3,0

Total 42 42,0

А

B

Results
Taking into account all results of the examination 

and detection during surgery, the following diagno-
ses were confirmed: in 62 patients (62.0%) chronic 
calculous cholecystitis, in 38 patients (38%) acute 
calculous cholecystitis. A pathohistological ex-
amination of the gallbladder of patients with acute 
calculous cholecystitis was performed, and the fol-
lowing changes were observed in the examination: 
12 patients (31.5%) catarrhal, 18 patients (47.3%) 
phlegmonous and 8 patients (21.2%) gangrenous 
changes (Figure 1-2).

Patients who underwent LHE received anti-
biotic therapy the day before the operation and 
within 2 days after the operation, for a total of 
5 days with a wide range of antibiotics: cepha-
losporins.

Patients on the day before the operation were 
given laxatives (Fortrans, Pikoprep), for evacuation 
of the intestine, the operated area was shaved.

All operations were performed with the help of 
intubation-endotracheal anesthesia, on the multi-
functional operating table according to the Ameri-
can method with the use of equipment of the Ger-
man production Karl Shtors.

Patients remain in the resuscitation and in-
tensive care unit for 24 hours. The next day, they 
are transferred to the ward, the drainage tube is 
removed. The patient comes into an active state. 
A light meal is prescribed, and the next day it is 
prescribed for outpatient treatment.

According to the anesthesia card, all patients 
were examined the time between the beginning and 
the end of the operation, that is, the duration of the 
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operation. Table 3 gives the results relative to the 
duration of the operation.

As shown in the table, the majority of patients 
(96%) have been operated for 20 minutes -1 hour, 
and only 3-4 patients had had surgery less than 1 
hour and 20 minutes. At the same time, it is neces-
sary to take into account the training of a specialist 
and the availability of clinical experience. So, doc-
tors, who have just begun medical practice to per-
form this technically complex operation, need more 
time. As the experience increases, the duration of 
the operation decreases.

The average duration of surgery for patients 
who underwent laparoscopic cholecystectomy:

20x15 + 30x20 + 40x33 + 50x21 + 60x7 + 70x3 
+ 80x1 / 100 = 39.8 ± 1.2 (20-80) min. Approxi-
mately within 40 minutes.

Data on complications during surgery and con-
versions are shown in Table 4.

As shown in the table, there were no compli-
cations when imposing trocars into the abdominal 
cavity. In total, only 17% of patients had complica-
tions. The most common among them: perforation 
of the gallbladder with electrocoagulation of the 
vesicle and the penetration of bile and stones into 
the subhepatic region (in 7 patients). The cause of 
these complications has been the coagulation of 
the tip of the tip of the hook in the vascular bed. 
If the tip of the hook turns to the liver, liver injury 
occurs and hepatic bleeding occurs. And when you 
have moved the tip of the hook to the bubble, the 
wall of the bladder has been injured and bile pen-

etrates, and with a large hole size, the stones fall 
into the abdominal cavity. To prevent this, we have 
been against coagulation in the event that the tip 
of the hook hasn’t been visible, and we have given 
preference for the subserous coagulation com-
pound by the back of the hook. In acute gangre-
nous and phlegmonous changes, we mainly have 
used a hook with a shovel-like tip. Cleaning the ab-
dominal cavity of bile and gallstones has been an 
important issue. The sanation and obligatory drain-
age of the subhepatic area has been performed. 
In the event that the gallstones are not completely 
cleansed after a certain period, suppuration and 
abscesses form around them and give trouble to 
the patient.

Technical complications have been 2 patients, it 
became necessary to introduce the 5th 5 mm trocar. 
the need to expand the sub-groove cut due to the 
large size of the stones and the impossibility of their 
fragmentation was identified for 2 patinets. Based 
on a retrospective analysis of our clinical material, 
it should be noted that no iatrogenic disorders of 
extrahepatic bile ducts were noted.

Complications in the first postoperative period 
are reflected in Table 5.

As shown in the table, in 3 patients (3%) there 
was a suppuration of the wound in the podupus re-
gion and then a ligature fistula. All these compli-
cations have occured when the gall bladder was 
removed through the 1st trocar. For this reason, 
we have prefered the removal of the gallbladder 
through the 2nd 10 mm trocar.

Table  3. 
Results of the operatione 

period

Table 4. 
Complications and 

conversion during surgery

the operatione period- min-
utes

Number of patients

abc %

20 15 15,0

30 20 20.0

40 33 33.0

50 21 21.0

60 7 7.0

70 3 3.0

80 1 1.0

total 100 100,0

¹ Complications
Number of patients 

abc %

1
Perforation of the gallbladder, prolapse of bile and gall-
stones in the subhepatic area.

7 7,0

2 Application of the 5th trocar 2 2.0

3 Conversion 2 2.0

4 Extension of infraumbilical wounds 2 2,0

5 Separation of the cystic artery, bleeding. 1 1.0

6 Bleeding from the vesicular bed 3 3.0

Total 17 17,0

CLINICAL OBSERVATIONS OF POSTOPERATIVE PROXIMATE AND LONG-TERM RESULTS IN 
PATIENT WHO UNDERWENT LAPAROSCOPIC CHOLECYSTECTOMY



BULLETIN OF SURGERY IN KAZAKHSTAN ¹ 3•2018 47

CLINICAL OBSERVATIONS OF POSTOPERATIVE PROXIMATE AND LONG-TERM RESULTS IN 
PATIENT WHO UNDERWENT LAPAROSCOPIC CHOLECYSTECTOMY

Table 5. 
Complications after 
surgery

Ðèñ. 1. 
×èñëî êîéêî-äíåé

Table 6. 
Long-term results 
after 12 months
Note: P - the reliability of 
the difference in valuation 
compared to the previous 
indicator

3 days after the operation 1 patient had a re-
operative operation, which was performed because 
of the presence of bile peritonitis, drainage of the 
holedo with T-shaped drainage according to Kerr, 
and sanitation of the abdominal cavity. The patient 
was discharged home with recovery. After 17 days, 
the T-tube was removed.

One patient was discharged 7 days after the 
operation, acute pains appeared in the right up-
per quadrant, icteric sclera, subfebrile tempera-
ture. The patient was re-admitted to the clinic, 
laboratory tests were performed: bilirubin, frac-
tions, AlAt, AsAt, QF, leykositoz, CRP were stud-
ied - in all indices, increases were noted. The 
patient underwent MRI cholangiography and 
showed an increase in choledocha and found 1 
stone 0.6 cm in size. In this patient, jaundice was 
not observed after the first operation, bilirubin 
and fractions were normal, with an ultrasound of 
normal size, but obstruction of the stone in the 
bladder duct. We explain this complication by 
the migration of small stones to holedoch during 
manipulations during surgery. For this reason, in 
the presence of a stone stuck in the bladder duct 

¹ Complications
Number of patient  

abc %

1 Suppuration of infraumbilical wound 3 3.0

2 Ligature fistula of infraumbilical wound 1 1.0

3 Relarascopy, laparotomy 1 1.0

4 Bile peritonitis (rejection of the clip in the bladder duct) 1 1,0

5 Residual choledocholithiasis 1 1,0

Total 7 7.0

during surgery, care must be taken to ensure that 
the concrement is present in the distant bladder. 
This patient was performed with RPST endoscop-
ically, the calculus was withdrawn and the patient 
was discharged.

Based on the records in the history of all pa-
tients studied, the number of patient days of each 
patient was determined.

Figure 1 shows the number of bed-days. As can 
be seen from the figure, the majority of patients - 
79 (79%) were discharged after 4 days, 18 patients 
(18%) - in a week, and only 3 patients stayed in the 
hospital for more than 1 week.

Average: 27x2 + 29x3 + 23x4 + 6x5 + 10x6 + 
2x7 + 1x9 + 1x10 + 1x13 / 100 = 3.69 ± 0.25 for 
about 4 days.

Of the 100 patients who underwent LHE only in 
88 (88%), information was received on the ques-
tionnaire for long-term results at 12, 24 and 36 
months. Patients with the presence of complaints 
were invited to the clinic, he underwent objective 
laboratory and instrumental examinations (ultra-
sound, PHAGS, R-graph of the digestive tract). The 
results are shown in Table 6.

Grade
Number of patient

P
abc %

Excellent and good (there are no complaints) 73 82.98

Satisfactory (there are certain complaints) 12 13.6 <0.001

Unsatisfactory (there is a need for a repeat operation) 3 3.4 <0.001

Total 88 100.0
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Table 7. 
Complications 12 months 

after surgery

Table 8. Long-term 
results after 24 months

Note: P - the reliability of 
the difference in valuation 
compared to the previous 

indicator

Table 9. 
Long-term results after 36 

months

We identified the number of patients with com-
plaints and the need for a repeat operation. The re-
sults are shown in Table 7.

Thus, the results of patients who do not have 
any complaints and feel clinically healthy have been 
assessed by us as excellent and good in 73 patients 
(82.98%).

The results of patients with postoperative 
complaints were evaluated satisfactorily in 12 
patients (13.6%). These patients and before the 
operation suffered from chronic pancreatitis, 
erosive gastroduodenitis, DQBD hernia reflux 
esophagitis and after surgery received conserva-
tive treatment. 

The results of patients who were diagnosed with 
postoperative hernia and residual choledocholi-
thiasis as «unsatisfactory» were noted in 3 patients 
(3.4%) with unsatisfactory results. Troakarnye her-
nias after LHE surgery are found only in the case 
of removal of the gallbladder through a sub-groove 
incision.

In 1 patient with postoperative hernia, repeated 
surgery was performed and «In Lay» alloplasty, and 
in the patient with residual choledocholithiasis, the 
endoscopic RPST was performed and stones were 
withdrawn.

The results of the survey after 24 months are 
reflected in Table 8.

Patients with complaints and the presence of 
the need for surgery were invited to the clinic and 
examined. Patients with the syndrome of digestive 

disorders are prescribed conservative treatment. 
One patient, due to the presence of a subclavic 
trocaric hernia, after a certain period, performed 
herniotomy - alloplasty. The wound was delayed by 
primary healing.

The results of the survey questionnaire after 36 
months are reflected in Table 9.

As shown un the table, the results obtained are 
satisfactory after 3 years. So, in comparison with 
the results after 12 months, the results were excel-
lent and well improved in 10%, satisfactory in 45%, 
unsatisfactory results were not noted.

Conclusion
The incidence of cholelithiasis in women com-

pared with men is 1: 4, 20 men (20%), 80 women 
(80%). All patients (100%) were: ECG, ultrasound, 
thoracic R-scopy, 8 patients (8%) CT and MRI, 74 
patients (74%) contrasting P-scopy of the diges-
tive tract, 26 patients (26%) video fibro esopha-
gogastroduodenoscopy, and also the definition of 
HP and Ph.

As a result, 42 concomitant diseases occur in 
42 patients (42%).

The diagnosis was confirmed: in 62 patients 
(62%) chronic calculous cholecystitis, in 38 pa-
tients acute calculous cholecystitis (38%). A 
pathohistological examination of the gallbladder of 
patients with acute calculous cholecystitis was per-
formed, and the following changes were observed 
in the examination: 12 patients (31.5%) catarrhal, 

Complications
Number of patient  

abc %

Erosive gastroduodenitis 5 6.5

DQBD and reflux esophagitis 3 3.5

Trocharnaya hernia in the poductal area 2 2.9

Chronic pancreatitis 1 2.4

Residual choledocholithiasis 1 1.2

Evaluation
Number of patient  

P
abc %

Excellent and good (there are no complaints) 81 92.1

Satisfactory (there are certain complaints) 7 7.9 <0.001

Unsatisfactory (there is a need for a repeat operation) 0 0.0 <0.01

Total 88 100

Evaluation
Number of patients 

P
abc %

Excellent and good (there are no complaints) 79 89.8

Satisfactory (there are certain complaints) 8 9.1 <0.001

Unsatisfactory (there is a need for a repeat operation) 1 1.1 <0.01

Total 88 100
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18 patients (47.3%) phlegmonous and 8 patients 
(21.2%) gangrenous changes.

On average, the duration of the operation is 
39.8 ± 1.2 (20-80) min. approximately within 40 
minutes.

In 17 patients (17%) intraoperative complication 
was noted, in 2 patients (2%) there was a conver-
sion. The average number of bed days is 3.69 ± 
0.25 for about 4 days. 1 patient (1%) had a mini-
incision laparotomy due to acute biliary peritonitis 
after surgery.

Long-term results after 12 months of LHE sur-
gery in 73 patients (82.98%) are excellent and 
good, in 12 patients (13.6%) it is satisfactory and in 
3 patients (3.4%) is unsatisfactory. After 24 months, 
respectively, 79 patients (89.8%) are excellent and 
good, 8 patients (9.1%) are satisfactory and 1 pa-
tient (1.1%) is unsatisfactory. After 36 months, the 
following results were obtained: respectively, 81 pa-
tients (92.1%) were excellent and good, 7 patients 
(7.9%) were satisfactory, no unsatisfactory results 
were found.
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TREATMENT OF 

ECHINOCOCCOSUS OF LUNGS
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Abstract
The results of treatment of 676 patients with lung echinococcosis are presented. The methods of phased 

and simultaneous bilateral echinococcectomy from the lungs, from the lungs and organs of the abdominal 
cavity and chemotherapy with Albendàzol were used. Methods for reducing traumatic operations are sug-
gested.
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Àœäàòïà
Á±ë áàќûëàóäà μêïå ýõèíîêîêêîçûìåí àóûðàòûí 676 íàóќàñ åì³í³œ íºòèæåëåð³ êμðñåò³ëãåí. Ýòàïòû æºíå á³ð 

óàќûòòû åê³ æàќòû μêïå ýõèíîêîêýêòîìèÿñû, ќ±ðñàќ ќóûñûíûœ ýõèíîêîêýêòîìèÿñû æºíå àëüáåíäàçîëìåí õèìèîòå-
ðàïèÿ ќîëäàíûëäû. Îòà áàðûñûíäàƒû æàðàќàòòû òμìåíäåòó æîëäàðû êμðñåò³ëä³. 
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õèìèîòåðàïèÿ Àëáåíäîçîëîì. Ïðåäëîæåíû ñïîñîáû ñíèæåíèÿ òðàâìàòè÷íîñòè îïåðàöèé.   
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Introduction
Echinococcosis of the lungs according to the 

researchers takes second place, conceding the 
hepatic localization of the parasite [1, 2, 3]. The 
spread of echinococcosis in the Republic of Ka-
zakhstan is due to the fact that it is the leading in 
the development of sheep breeding [4, 5, 6].

Treatment of echinococcosis to the present day 
remains a problem that has not been finally solved 
[3, 4, 7, 8, 9]. Most researchers believe that the 
only radical treatment for echinococcosis of all 
localizations is surgical. Delay with surgery in the 
hope of success of conservative therapy or self-
healing by the death of a parasite with calcification 
of dead cysts can only increase the risk of compli-
cations and reduce the effectiveness of surgical 
intervention. At the same time, the use of antipara-
sitic drugs is one of the important components of 
the treatment of echinococcosis. In recent years, a 
lot of publications have appeared on the success-
ful conservative therapy of echinococcosis, so the 
choice of tactics between conservative treatment 
and surgical intervention remains relevant [10, 11, 
12]. Unfortunately, neither the accurate implemen-
tation of the operative intervention, nor the use of 
effective germicides, nor compliance with the rules 
of abstinence in the operation and the use of per-
fect instruments completely exclude the possibility 
of recurrence of the disease. Therefore, follow-up 
chemotherapy or anthelminthic therapy is important 
to influence the small size echinococcus screenings 
that are not available for visual detection [13, 14, 
15].

Albendazol - an anthelmintic preparation of 
a wide spectrum of action; benzimidazole carba-
mate derivative. Albendazol is active against tis-
sue parasites, including cystic echinococcosis and 
alveolar echinococcosis, caused by the invasion 
of E.granulosus and E.multilocularis, respectively. 
According to various authors, Albendazol destroys 
cysts or significantly reduces their number and 
size. After treatment with albendazole, the number 
of nonviable cysts increases to 90% compared with 
10% in patients who have not received treatment 
[3, 16, 17]. A number of authors indicate that the 
use of Albendazol complete cure is observed only 
in a small part of patients, and in the majority there 
is an improvement or stabilization of the process. 
Multicentre studies evaluating the effectiveness of 
chemotherapy for echinococcosis, conducted un-
der the auspices of WHO, have shown that the suc-
cess of therapy (complete or partial) was noted in 
the treatment of Albendazole in 30-39% of patients, 
mebendazole - in 14-17% [18, 19, 20].

Currently, Albendazol is widely used to prevent 
relapses and treat early stages of echinococcosis, 

but not all patients are equally successful in che-
motherapy with Albendazole, and the reasons for 
this are not yet clear enough.

Material and methods
This work is based on the analysis of treat-

ment of 676 patients with lung echinococcosis, 327 
(48.4%) of whom had a complicated course of the 
disease. Right lung was affected in 295 (43.6%) 
patients, left - in 286 (42.3%), in 95 (14.5%) - bi-
lateral defeat. The combined echinococcosis of the 
lungs and abdominal organs was observed in 176 
(26.0%) cases, while in 136 the parasite was lo-
cated in the lungs and liver, 88 of them had a lesion 
of the right lung and liver, 36 left lung and liver, 12 
- the cysts were located in both the lungs and the 
liver. In 40 patients, the lung disease was combined 
with cysts of the omentum, spleen, abdominal cav-
ity and stuffing box.

Echinococcosis of the lungs in the early asymp-
tomatic stage of the disease, as a rule, was detect-
ed with preventive X-ray studies. The diagnosis of 
lung echinococcosis was based on data:

•  epidemiological history (place of residence 
and work);

•  clinical picture;
•  instrumental diagnostic methods (radiogra-

phy, computed tomography and ultrasound);
•  serological diagnosis (ELISA).

Antiparasitic treatment was carried out accord-
ing to the standard scheme: albendazole (15 mg / 
kg / day with body weight less than 60 kg or 400 
mg 2 times à day with a body weight of more than 
60 kg) for 28 days, up to 3 courses with a two-week 
break.

Results
Operations for lung echinococcosis are per-

formed under general anesthesia with artificial 
ventilation (IVL) with a single-lumen or double-
lumen intubation tubes with separate intubation of 
the main bronchi. A single-lumen tube ventilates 
through the main bronchus a healthy lung, and af-
ter the main stage of the operation, a transfer to 
endotracheal ventilation is carried out [21]. Lung 
resection was performed in 62 (9.2%) cases: with 
large festering cysts occupying the volume of al-
most the entire lobe (two lobes) with the presence 
of irreversible coarse perifocal changes and fibrosis 
in the surrounding pulmonary tissue, as well as with 
giant centrally located cysts, excessive multiplicity 
defeat of one or two lobes.

Organ-saving operations were performed in 614 
(90.8%) patients.

In the treatment of patients with bilateral echi-
nococcal cysts of the lungs (95 patients) depending 
on the general condition of the patient adhered to 
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the tactics of phased or one-stage surgical inter-
vention. Two-sided thoracotomy in two stages with 
an interval of 3-6-8 weeks was performed by 33 pa-
tients. In 4 patients, bilateral lung involvement was 
combined with liver and spleen involvement, after 
a two-sided phased thoracotomy with lung echino-
coccectomy, laparotomy was performed at intervals 
of 1-2 months.

In 23 (3.4%) cases, a one-stage bilateral tho-
racotomy with echinococcectomy was performed, 
and surgical intervention started from the side 
where there were cysts that were large in size or 
threatening complications. However, this method 
is quite traumatic, it can lead to respiratory failure 
in the early postoperative period, and the risk of 
developing festering surgical wounds increases. 
Therefore, with bilateral echinococcosis of the 
lungs, in which it is possible to remove Echinococ-
cus from the opposite lung from the transmediasti-
nal access, simultaneous bilateral echinococcecto-
mies were performed.

With combined echinococcosis of the lungs and 
abdominal organs, surgical intervention should be-
gin with lung echinococcemia, given the possibil-
ity of a high risk of complications in the lungs. In 
our patients, combined echinococcosis was found 
in 176 (26.0%), 136 of them had a combination of 
lung and liver cysts, 40 had cysts of the lung and 

other organs (stuffing bag - 22, spleen - 8, abdomi-
nal cavity - 6, large omentum - 4). 52 patients with 
echinococcosis of the right lung and upper seg-
ments of the right lobe of the liver simultaneously 
in one stage thoracotomy with diaphragmotomy 
and echinococcectomy of the lung and liver were 
performed, 84 - lung echinococcectomy, then lapa-
rotomy and echinococcectomy from the liver, 27 of 
them operated in one stage, the rest in two stages 
with an interval of 4-8 weeks. 40 patients with com-
bined echinococcosis of the lung and abdominal 
organs after thoracotomy and lung echinococcec-
tomy performed laparotomy and echinococcectomy 
from the omentum bag (22), abdominal cavity (6), 
large omentum (4) and splenectomy (8) in the sec-
ond stage in 4-8 weeks.

In order to reduce the traumatism of the opera-
tion, to reduce the duration of the operation and 
the postoperative period, a two-way, one-stage se-
quential videotoracoscopy with echinococcectomy 
from both lungs was performed. Videothoracoscopy 
performed under general anesthesia with separate 
intubation of the bronchi, which allows you to turn 
off the ventilation of the lung on the side of the op-
eration. The cyst is covered with napkins moistened 
with povidone-iodine. Through the thoracoport, a 
puncture tool with a tubular body is brought to the 
cyst and a hydatidic liquid is aspirated without re-
moving the needle, the echinococcal cyst is treated 
with 70% alcohol or 10% povidone-iodine solution 
for 3 minutes. The fibrous capsule is opened and 
the chitinous membrane is removed. The cavity of 
the fibrous capsule is eliminated depending on the 
size of the application of the clips or suturing.

Carrying out videotoracoscopic echinococ-
cectomy of the lung allowed to reduce the time 
of anesthetic and operational aggression, allowed 
to reduce the duration of the patient’s stay in the 
hospital to 5-7 days, which is 3-5 times less than 
the duration of the bed-days with other procedures 
used for lung echinococcosis.

In the postoperative period, 30 patients under-
went Albendazol courses in order to prevent relapse 
of echinococcosis. The average age of the patients 
studied was 35 years (from 18 to 67 years). The 
number of men and women was approximately the 
same - 52% and 48%.

Recurrence of lung echinococcosis in these 
patients during three years of observation was not 
noted.

In the presence of a single echinococcal cyst 
less than 5 cm in diameter or with bilateral mul-
tiple echinococcal cysts of the lungs, we conser-
vatively treat Albendàzol. Currently, according to 
the planned scheme, 5 patients with echinococcal 
cysts are prescribed less than 5 cm in size. Obser-
vation for more than a year in 2 patients, in oth-

Figure 1.
Patient P., 25 years old. 

Chest X-ray before treat-
ment with Albendàzol.

Figure 2.
Patient P., 27 years 

old. Two years after the 
course of treatment with 

Albendàzol. Screen with a 
computerized tomography 

of the chest.
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ers less than one year. Drug allergies to the use of 
Albendazol in our patients were not noted. There 
was a decrease in the antibody titer in the blood 
of unoperated pacintes against the background of 
Albendazol. According to radiation diagnosis, no 
noticeable changes were observed.

Among the operated patients who did not take 
Albendàzol, two had liver echinococcosis 2 years 
after the operation on the lungs. This, apparently, is 
associated with the reinfusion of echinococcosis in 
these patients.

In one patient P., 27 years old, with bilateral 
multiple echinococcosis of the lungs, conserva-
tive treatment with Albendàzol gave a positive ef-
fect. Two years after the start of treatment with 
Albendàzol without surgery, all the echinococcal 
cysts were killed and cough-off. On the control 
computer tomogram there is only a single air re-
sidual cavity in the left lung (Figures 1, 2, 3).

Ñonclusion
The methods of simultaneous surgical treat-

ment of bilateral lung echinococcosis with the use 
of transmediastinal access and videotorakoscopic 
techniques allow to reduce traumatism of opera-
tions, shorten the duration of treatment, and also 

relieve patients of the weary expectation of the next 
stage of operations and repeated anesthesia.

Preliminary data indicate the absence of aller-
gic reactions to Albendazole when applied accord-
ing to the intended scheme. The absence of relapse 
of echinococcosis among operated patients taking 
Albendazol and a decrease in antibody titer in the 
blood in patients taking Albendazol without surgery, 
indicates a positive effect of this drug.

Thus, the results of surgical treatment of echi-
nococcosis of the lungs depend on the course of 
the disease (complicated or uncomplicated), on the 
type of access and volume of surgical intervention 
for combined lesions and antiparasitic treatment.

Figure 3.
Patient P., 27 years old. 
Two years after the course 
of treatment with Albenda-
zol. In the left lung there 
is a residual air cavity 
from the dead echinococ-
cal cyst. Screen with a 
computerized tomography 
of the chest.
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29 - 30 èþíÿ 2018 ã. â ÀÎ «ÍÍÖÕ èì. À.Í. Ñûçãàíîâà» ïðî-
øëà êîíôåðåíöèÿ ïî ãèáêîé âíóòðèïðîñâåòíîé ýíäîñêîïèè 
«Gastrointestinal endoscopy: New Era, Almaty 2018». 

Â êîíôåðåíöèè ïðèíÿëè ó÷àñòèå ýêñïåðòû ïî îïåðàòèâíîé 
ýíäîñêîïèè Ñìèðíîâ À.À. (ã. Ñàíêò-Ïåòåðáóðã, Ðîññèéñêàÿ Ôå-
äåðàöèÿ) è Êåí Îõàòà (ã. Òîêèî, ßïîíèÿ). 

Âíóòðèïðîñâåòíàÿ ãèáêàÿ ýíäîñêîïèÿ ÿâëÿåòñÿ çîëîòûì 
ñòàíäàðòîì äèàãíîñòèêè æåëóäî÷íî-êèøå÷íîãî òðàêòà. Â ñîâðå-
ìåííîì ìèðå ýíäîñêîïèÿ äàëåêî âûøëà çà ðàìêè îáû÷íîé äèà-
ãíîñòè÷åñêîé ïðîöåäóðû, çàäàâàÿ òåì ñàìûì íîâûå ñòàíäàðòû 
â ìèíèèíâàçèâíîé õèðóðãèè. Èìåÿ â ñâîåì àðñåíàëå âûñîêî-
òåõíîëîãè÷íîå îáîðóäîâàíèå è èíñòðóìåíòàðèè, â íàñòîÿùåå 
âðåìÿ âîçìîæíî âûïîëíåíèå ñëîæíåéøèõ îïåðàöèé íà îðãàíàõ 
æåëóä÷íî-êèøå÷íîãî òðàêòà ÷åðåç åñòåñòâåííûå îòâåðñòèÿ è 
ñ ìèíèìàëüíîé òðàâìîé. Ñòàëî âîçìîæíûì ýíäîñêîïè÷åñêîå 
ëå÷åíèå ìíîãèõ çàáîëåâàíèé æåëóäî÷íî-êèøå÷íîãî òðàêòà, 

ÊÎÍÔÅÐÅÍÖÈß «GASTROINTESTINAL ENDOSCOPY: 

NEW ERA, ALMATY 2018»

êîòîðûå ïðè òðàäèöèîííîé õèðóðãèè ñîïðîâîæäàþòñÿ âûñî-
êîé òðàâìàòè÷íîñòüþ è îñëîæíåíèÿìè. Âñå ýòî ñóùåñòâåííî 
ïîâûøàåò êà÷åñòâî æèçíè ÷åëîâåêà è ìèíèìèçèðóåò ðèñêè åãî 
èíâàëèäèçàöèè. 

Öåëü êîíôåðåíöèè – âíåäðåíèå â ïðàêòèêó öåíòðà âíóòðè-
ïðîñâåòíûõ ýíäîñêîïè÷åñêèõ îïåðàöèé. 

Â òå÷åíèå äâóõ äíåé âûïîëíåíî 12 îïåðàöèé è ïðî÷èòàíî 5 
ëåêöèé. Êàæäûé èç ïðîêòîðîâ ïðîäåìîíñòðèðîâàë ñâîé âûñî-
êèé ïðîôåññèîíàëèçì, óíèêàëüíóþ òåõíèêó è ìàñòåðñòâî. Âû-
ïîëíÿëèñü ýíäîñêîïè÷åñêàÿ ïîäñëèçèñòàÿ äèññåêöèÿ âåðõíåãî 
è íèæíåãî ÆÊÒ, ïîäñëèçèñòàÿ òóííåëüíàÿ ýíäîñêîïè÷åñêàÿ 
äèññåêöèÿ, ïåðîðàëüíàÿ ýíäîñêîïè÷åñêàÿ ìèîòîìèÿ, ýíäîñêî-
ïè÷åñêñÿ ñåïòèêîòîìèÿ äèâåðòèêóëà Öåíêåðà è äð. Ïðî÷èòàíû 
èíòåðåñíåéøèå ëåêöèè î òåõíèêå è ìåòîäàõ âûïîëíåíèÿ ïîä-
ñëèçèñòîé òóííåëüíîé ýíäîñêîïè÷åñêîé ðåçåêöèè, òóííåëüíûõ 
äèññåêöèÿõ è ïåðîðàëüíîé ýíäîñêîïè÷åñêîé ìèîòîìèè. 
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17 àâãóñòà 2018 ãîäà â ÀÎ «Íàöèîíàëüíûé íàó÷íûé öåíòð 
õèðóðãèè èì. À.Í. Ñûçãàíîâà» ïðîøåë ìàñòåð-êëàññ íà òåìó: 
«Òðàíñàíàëüíàÿ äîïïëåð-êîíòðîëèðóåìàÿ äåçàðòåðèçàöèÿ 
ãåìîððîèäàëüíûõ óçëîâ ñ ìóêîïåêñèåé ñ ïðèìåíåíèåì áåñ-
ïðîâîäíîãî äîïïëåð-îïåðàöèîííîãî êîìïëåêñà Wi-3 HAL-RAR 
TRILOGY».  

Äëÿ ïðîâåäåíèÿ ìàñòåð-êëàññà ïðèãëàøåí ê.ì.í., õèðóðã-
ïðîêòîëîã âûñøåé êàòåãîðèè, çàâåäóþùèé öåíòðà àìáóëàòîð-
íîé êîëîïðîêòîëîãèè ÃÊÏ íà ÏÕÂ «Ãîðîäñêàÿ áîëüíèöà ¹1» ã. 
Àñòàíû Òÿí Ëåîíèä Âëàäèìèðîâè÷.

Ëèãèðîâàíèå ãåìîððîèäàëüíûõ àðòåðèé (HAL - hemorroidal 
artery ligation) è ðåêòîàíàëüíîå âîññòàíàâëåíèå (RAR - recto 
anal repair) - ìóêîïåêñèÿ øèðîêî ðàñïðîñòðàíåí â ñòðàíàõ Çà-
ïàäà è ÿâëÿåòñÿ èííîâàöèîííûì ìåòîäîì, êîòîðûé èìååò ðÿä 
ñóùåñòâåííûõ ïðåèìóùåñòâ íàä òðàäèöèîííîé ãåìîððîèäýêòî-
ìèåé ïî Ìèëëèãàíó-Ìîðãàíó:

– îïåðàöèÿ ÿâëÿåòñÿ ùàäÿùåé è ìàëîèíâàçèâíîé;
– ãåìîððîèäàëüíûå óçëû íå óäàëÿþòñÿ, âìåñòî ýòî ïðîèçâî-

äèòñÿ ëèãèðîâàíèå è ëèôòèíã, ò.å.  íå íàðóøàþòñÿ ñëèçè-
ñòûå òêàíè;

– ïàöèåíò íå èñïûòûâàåò ñèëüíûõ áîëåâûõ îùóùåíèé;
– êîðîòêèé ñðîê ðåàáèëèòàöèè: ïàöèåíòû ìîãóò âåðíóòüñÿ ê 

ðàáîòå ÷åðåç 2-3 äíÿ ïîñëå îïåðàöèè.
HAL - Àíîñêîï, îáîðóäîâàííûé äîïëåðîâñêèì äàò÷èêîì 

ââîäÿò â ïðÿìóþ êèøêó è íà ãëóáèíå 6-8 ñì âåñü êîìïëåêñ âðà-

ÌÀÑÒÅÐ-ÊËÀÑÑ ÍÀ ÒÅÌÓ: «ÒÐÀÍÑÀÍÀËÜÍÀß 

ÄÎÏÏËÅÐ-ÊÎÍÒÐÎËÈÐÓÅÌÀß ÄÅÇÀÐÒÅÐÈÇÀÖÈß 

ÃÅÌÎÐÐÎÈÄÀËÜÍÛÕ ÓÇËÎÂ Ñ ÌÓÊÎÏÅÊÑÈÅÉ 

Ñ ÏÐÈÌÅÍÅÍÈÅÌ ÁÅÑÏÐÎÂÎÄÍÎÃÎ ÄÎÏÏËÅÐ-

ÎÏÅÐÀÖÈÎÍÍÎÃÎ ÊÎÌÏËÅÊÑÀ WI-3 HAL-RAR TRILOGY»

ùàþò äëÿ ïîèñêà òåðìèíàëüíûõ âåòâåé âåðõíåé ïðÿìîêèøå÷-
íîé àðòåðèè (ãåìîððîèäàëüíûõ àðòåðèé). Äîïëåðîâñêèé ñèãíàë 
èç ñïèêåðà óêàçûâàåò íà ìåñòîïîëîæåíèå, à óðîâåíü ãðîìêî-
ñòè íà ãëóáèíó è ïðîåêöèþ ðàñïîëîæåíèÿ ãåìîððîèäàëüíîé 
àðòåðèè. Ïðè ïîìîùè èãëîäåðæàòåëÿ, ïðîòàëêèâàòåëÿ óçëîâ è 
ðàññàñûâàþùåãî øîâíîãî ìàòåðèàëà, ïðîèçâîäÿò ëèãèðîâàíèå 
îáíàðóæåííîé ãåìîððîèäàëüíîé àðòåðèè.

RAR - Â ñëó÷àå õðîíè÷åñêîãî ãåìîððîÿ 3-4-é ñòåïåíè ñ ïðî-
ëàïñîì ñëèçèñòîé âìåñòå ñ ãåìîððîèäàëüíûìè óçëàìè íèæå 
àíàëüíîãî êîëüöà â ïîñëåäóþùåì ïðîâîäÿò ìóêîïåêñèþ ïðè 
ïîìîùè àíîñêîïà ïóòåì íàëîæåíèÿ «ÿêîðíîãî» øâà ñ çàõâàòîì 
ìûøå÷íîãî ñëîÿ ñòåíêè ïðÿìîé êèøêè íà ãëóáèíå 4-6 ñì îò 
çóá÷àòîé ëèíèè. Äàëåå, èñïîëüçóÿ ëèãàòóðó «ÿêîðíîãî» øâà, â 
íàïðàâëåíèè çóá÷àòîé ëèíèè (íå äîõîäÿ äî ïîñëåäíåé 0,5-0,8 
ñì) ñ çàõâàòîì ñëèçèñòîé íàêëàäûâàþò íåïðåðûâíûé îáâèâíîé 
øîâ (îò 4 äî 8 ñòåæêîâ) íà äèëàòèðîâàííóþ ñîñóäèñòóþ òêàíü 
ãåìîððîèäàëüíîãî ñïëåòåíèÿ. Êîíöû íèòè ïîäòÿãèâàþò, è ñîáè-
ðàÿ ñëèçèñòóþ â ñêëàäêè, çàâÿçûâàþò.

Â ðàìêàõ ìàñòåð-êëàññà ïðîîïåðèðîâàíû 2 ïàöèåíòà ñ 
õðîíè÷åñêèìè ôîðìàìè ãåìîððîÿ 2-3 ñòåïåíè ñ õîðîøèì 
íåïîñðåäñòâåííûì ðåçóëüòàòîì. Â ìàñòåð-êëàññå ïðèíÿëè 
ó÷àñòèå âñåãî 26 ñïåöèàëèñòîâ èç ðåãèîíîâ Êàçàõñòàíà (ã. Àë-
ìàòû, Àëìàòèíñêàÿ îáëàñòü, ã. Òàðàç, Æàìáûëñêàÿ îáëàñòü, ã. 
Øûìêåíò, Òóðêåñòàíñêàÿ îáëàñòü), âñåì âûäàíû ñåðòèôèêàòû 
ó÷àñòíèêà.
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16 èþíÿ 2018 ãîäà îòäåëåíèåì ëó÷åâîé äèàãíîñòèêè ÀÎ 
«ÍÍÖÕ èì. À.Í. Ñûçãàíîâà» ñîãëàñíî ïðîòîêîëüíîìó ïîðó÷å-
íèþ çàñåäàíèÿ Ðåñïóáëèêàíñêîãî øòàáà ïî ïðèíÿòèþ íåîòëîæ-
íûõ ìåð ïî ñíèæåíèþ ìàòåðèíñêîé è ìëàäåí÷åñêîé ñìåðòíîñòè 
áûë ïðîâåäåí ìàñòåð-êëàññ íà òåìó: «Óëüòðàçâóêîâàÿ äèàãíî-
ñòèêà ïàòîëîãèè ñîñóäîâ íèæíèõ êîíå÷íîñòåé» ñ ó÷àñòèåì ñïå-
öèàëèñòà ÓÇÄ ä.ì.í., ïðîôåññîðà Ìóõàìåäæàíîâà Èñëàìáåêà 
Õàäæèàêáàðîâè÷à (ÌÖ ÓÄÏ, ã. Àñòàíà).

Ïðîãðàììà ìàñòåð-êëàññà ñîñòîÿëà èç äâóõ ÷àñòåé - òåîðå-
òè÷åñêîé è ïðàêòè÷åñêîé.

Â òåîðåòè÷åñêóþ ÷àñòü áûëè âêëþ÷åíû ëåêöèè ïî:
– ÓÇ àíàòîìèè è ìåòîäèêå èññëåäîâàíèÿ ñîñóäîâ íèæíèõ êî-

íå÷íîñòåé.
– ýõîãðàôè÷åñêîé êàðòèíå ïðè âàðèêîçíîé áîëåçíè âåí è 

ïîñòðîìáîôëåáèòè÷åñêîì ñèíäðîìå.
– àíãèîñêàíèðîâàíèþ çàáîëåâàíèé àðòåðèé íèæíèõ êîíå÷-

íîñòåé.
– äèôôåðåíöèàëüíîé äèàãíîñòèêè îòåêîâ êîíå÷íîñòåé.
– ñëîæíûì ñëó÷àÿì ïðè èññëåäîâàíèè âåíîçíûõ ñîñóäîâ.

ÌÀÑÒÅÐ-ÊËÀÑÑ ÍÀ ÒÅÌÓ: 
«ÓËÜÒÐÀÇÂÓÊÎÂÀß ÄÈÀÃÍÎÑÒÈÊÀ ÏÀÒÎËÎÃÈÈ 

ÑÎÑÓÄÎÂ ÍÈÆÍÈÕ ÊÎÍÅ×ÍÎÑÒÅÉ»

Âî âðåìÿ ïðàêòè÷åñêîé ÷àñòè ñëóøàòåëÿì äåìîíñòðèðîâà-
ëèñü ïàöèåíòû ñ âàðèêîçíîé áîëåçíüþ âåí è àòåðîñêëåðîçîì 
àðòåðèé íèæíèõ êîíå÷íîñòåé ñ îöåíêîé-èíòåðïðåòàöèåé êîëè-
÷åñòâåííûõ è êà÷åñòâåííûõ ïîêàçàòåëåé ãåìîäèíàìèêè. Òàêæå 
íà âîëîíòåðå áûëà ïîêàçàíà ìåòîäèêà èññëåäîâàíèå ñîñóäîâ 
íèæíèõ êîíå÷íîñòåé â íîðìå.

Íà ìàñòåð-êëàññå ïðèñóòñòâîâàëè 30 ñëóøàòåëåé-âðà÷åé 
óëüòðàçâóêîâîé äèàãíîñòèêè ãîðîäñêèõ áîëüíèö ã. Àëìàòû, Àë-
ìàòèíñêîé, Êûçûëîðäèíñêîé è Àêìîëèíñêîé îáëàñòåé.

Ïî çàâåðøåíèþ ìàñòåð-êëàññà ñëóøàòåëè ïîëó÷èëè ñåð-
òèôèêàòû, à îñîáî àêòèâíûì ïðîôåññîð âðó÷èë ìîíîãðàôèþ 
«Óëüòðàçâóêîâîå àíãèîñêàíèðîâàíèå âåí íèæíèõ êîíå÷íî-
ñòåé».
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ëåéêîïåíèè ïðè îäíîâðåìåííîì íàçíà÷åíèè ìèêîôåíîëàòîâ, 
âàëãàíöèêëîâèðà è êî-òðèìîêñàçîëà êîððåêöèþ äîç èëè îòìåíó 
ïðåïàðàòà ñëåäóåò ïðîâåñòè èíäèâèäóàëüíî ñ ó÷åòîì ñîîòíî-
øåíèÿ ðèñêîâ îòòîðæåíèÿ è ðàçâèòèÿ èíôåêöèîííûõ îñëîæíå-
íèé.

Ó×ÀÑÒÈÅ Â 18TH WORLD 
GASTROENTEROLOGIST SUMMIT, 
Ã. ÎÊËÅÍÄ, ÍÎÂÀß ÇÅËÀÍÄÈß

C 07 ïî 08 ñåíòÿáðÿ 2018 ãîäà â ãîðîäå Îêëåíä (Íîâàÿ 
Çåëàíäèÿ) ïðîøåë 18th World Gastroenterologist Summit, â 
ðàáîòå êîòîðîãî ïðèíÿëà ó÷àñòèå âðà÷-ïåäèàòð, ìëàäøèé íà-
ó÷íûé ñîòðóäíèê îòäåëåíèÿ òîðàêàëüíîé è äåòñêîé õèðóðãèè 
ÍÍÖÕ èì. À.Í. Ñûçãàíîâà Åðèìîâà Íàçèðà Æîëäûáàåâíà. Îíà 
ñäåëàëà óñòíûé äîêëàä íà òåìó: «Íàø îïûò ïðîôèëàêòèêè è 
ëå÷åíèÿ öèòîìåãàëîâèðóñíîé èíôåêöèè ó äåòåé äî- è ïîñëå 
ïåðåñàäêè ïå÷åíè».

Â ðàìêàõ êîíôåðåíöèè áûë îðãàíèçîâàí workshop íà òåìó: 
«Actual problems of gastroenterology and hepatology», â õîäå 
êîòîðîãî îáñóæäàëèñü âîïðîñû îñîáåííîñòåé èììóííîé ñè-
ñòåìû è èììóííîãî îòâåòà íà ðàçëè÷íûå àíòèãåíû ó äåòåé ïî-
ñëå òðàíñïëàíòàöèè ïå÷åíè.

Òåìàòèêà îáñóæäàåìûõ âîïðîñîâ íà êîíôåðåíöèè: ëåêàð-
ñòâà è çàáîëåâàíèÿ æåëóäî÷íî-êèøå÷íîãî òðàêòà, ýíäîñêîïèÿ 
æåëóäî÷íî-êèøå÷íîãî òðàêòà; ïåäèàòðè÷åñêàÿ ãàñòðîíåâðîëî-
ãèÿ, ðåôëþêñíàÿ áîëåçíü ïèùåâîäà, ÿçâà æåëóäêà, ýíäî ÓÇÈ, 
æåëóäî÷íî-êèøå÷íûå êðîâîòå÷åíèÿ, æåë÷íûé ïàíêðåàòèò, æå-
ëóäî÷íî-êèøå÷íàÿ èììóíîëîãèÿ, ãàñòðîèíòåñòèíàëüíàÿ îíêî-
ëîãèÿ, ñèíäðîì ðàçäðàæåííîé òîëñòîé êèøêè, öèððîç ïå÷åíè, 
æåëóäî÷íî-êèøå÷íàÿ õèðóðãèÿ, àíîðåêòàëüíûå ðàññòðîéñòâà è 
íåéðîãàñòðîýíòåðîëîãèÿ.

Â 18 th World Gastroenterologist Summit ïðèíÿë áîëåå 300 
ó÷àñòíèêîâ èç 50 ñòðàí.

Â ðàìêàõ êîíôåðåíöèè îñóùåñòâëÿëñÿ îáìåí îïûòîì è îá-
ñóæäåíèå àêòóàëüíûõ âîïðîñîâ â ñôåðå äåòñêîé ãàñòðîýíòåðî-
ëîãèè, ãåïàòîëîãèè è òðàíñïëàíòî-
ëîãèè.

Íàø îïûò ïîäòâåðæäàåò ðîëü 
öèòîìåãàëîâèðóñíîé (ÖÌÂ) èíôåê-
öèè â ðàçâèòèè áèëèàðíîé àòðåçèè 
ñ ôîðìèðîâàíèåì öèððîçà ïå÷åíè 
è òðåáóåò àäåêâàòíîãî íàáëþäåíèÿ 
ïîñëå òðàíñïëàíòàöèè ïå÷åíè.

Íà ñåãîäíÿ åäèíñòâåííûì ìåòî-
äîì ëå÷åíèÿ ÖÌÂ èíôåêöèè è ÖÌÂ 
çàáîëåâàíèÿ ÿâëÿþòñÿ ïðîòèâîâè-
ðóñíûå ïðåïàðàòû êàê âàëãàíöèêëî-
âèð, ãàíöèêëîâèð, èììóíîãëîáóëèí 
ïðîòèâ ÖÌÂ. Â ñëó÷àÿõ íåýôôåê-
òèâíîñòè ìîíîòåðàïèè ìîæíî êîì-
áèíèðîâàòü ïðîòèâîâèðóñíûé ïðå-
ïàðàò ñ èììóíîãëîáóëèíîì ïðîòèâ 
ÖÌÂ.

Ïðè ðåçèñòåíòíîé ôîðìå ÖÌÂ 
ïðåïàðàòîì âûáîðà ÿâëÿåòñÿ ôî-
ñêàðíåò. Ïðè ðàçâèòèè óãðîæàþùåé 
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Â æóðíàëå ïóáëèêóþòñÿ íàó÷íûå ñòàòüè è çàìåòêè, ýêñ-
ïðåññ-ñîîáùåíèÿ î ðåçóëüòàòàõ èññëåäîâàíèé â ðàçëè÷íûõ îá-
ëàñòÿõ åñòåñòâåííî-òåõíè÷åñêèõ è îáùåñòâåííûõ íàóê.

Ðåøåíèå î ïóáëèêàöèè ïðèíèìàåòñÿ ðåäàêöèîííîé êîëëå-
ãèåé æóðíàëà ïîñëå ðåöåíçèðîâàíèÿ, ó÷èòûâàÿ íàó÷íóþ çíà÷è-
ìîñòü è àêòóàëüíîñòü ïðåäñòàâëåííûõ ìàòåðèàëîâ. Ñòàòüè, îò-
êëîíåííûå ðåäàêöèîííîé êîëëåãèåé, ïîâòîðíî íå ïðèíèìàþòñÿ 
è íå ðàññìàòðèâàþòñÿ. Ðóêîïèñè, îôîðìëåííûå íå ïî ïðàâè-
ëàì, âîçâðàùàþòñÿ àâòîðàì áåç ðàññìîòðåíèÿ.   

Ðóêîïèñü íàïðàâëÿåòñÿ íà îòçûâ ÷ëåíó ðåäêîëëåãèè è îäíîìó 
èç óêàçàííûõ ðåöåíçåíòîâ; â ñïîðíûõ ñëó÷àÿõ ïî óñìîòðåíèþ ðåä-
êîëëåãèè ïðèâëåêàþòñÿ äîïîëíèòåëüíûå ðåöåíçåíòû; íà îñíîâà-
íèè ýêñïåðòíûõ çàêëþ÷åíèé ðåäêîëëåãèÿ îïðåäåëÿåò äàëüíåéøóþ 
ñóäüáó ðóêîïèñè: ïðèíÿòèå ê ïóáëèêàöèè â ïðåäñòàâëåííîì âèäå, 
íåîáõîäèìîñòü äîðàáîòêè èëè îòêëîíåíèå. Â ñëó÷àå íåîáõîäèìî-
ñòè ðóêîïèñü íàïðàâëÿåòñÿ àâòîðàì íà äîðàáîòêó ïî çàìå÷àíèÿì 
ðåöåíçåíòîâ è ðåäàêòîðîâ, ïîñëå ÷åãî îíà ïîâòîðíî ðåöåíçèðó-
åòñÿ, è ðåäêîëëåãèÿ âíîâü ðåøàåò âîïðîñ î ïðèåìëåìîñòè ðóêî-
ïèñè äëÿ ïóáëèêàöèè. Ïåðåðàáîòàííàÿ ðóêîïèñü äîëæíàÿ áûòü 
âîçâðàùåíà â ðåäàêöèþ â òå÷åíèå ìåñÿöà ïîñëå ïîëó÷åíèÿ àâòî-
ðàìè îòçûâîâ; â ïðîòèâíîì ñëó÷àå ðóêîïèñü ðàññìàòðèâàåòñÿ êàê 
âíîâü ïîñòóïèâøàÿ. Ðóêîïèñü, ïîëó÷èâøàÿ íåäîñòàòî÷íî âûñîêèå 
îöåíêè ïðè ðåöåíçèðîâàíèè, îòêëîíÿåòñÿ êàê íå ñîîòâåòñòâóþùàÿ 
óðîâíþ èëè ïðîôèëþ ïóáëèêàöèé æóðíàëà.

Àâòîðû íåñóò îòâåòñòâåííîñòü çà äîñòîâåðíîñòü è çíà÷è-
ìîñòü íàó÷íûõ ðåçóëüòàòîâ è àêòóàëüíîñòü íàó÷íîãî ñîäåðæà-
íèÿ ðàáîò. Íå äîïóñêàåòñÿ ÏËÀÃÈÀÒ – óìûøëåííî ñîâåðøà-
åìîå ôèçè÷åñêèì ëèöîì íåçàêîííîå èñïîëüçîâàíèå ÷óæîãî 
òâîð÷åñêîãî òðóäà, ñ äîâåäåíèåì äî äðóãèõ ëèö ëîæíûõ ñâåäå-
íèé î ñåáå êàê î äåéñòâèòåëüíîì àâòîðå.

Ðåäàêöèÿ ïðèíèìàåò íà ðàññìîòðåíèå ðóêîïèñè íà êàçàõ-
ñêîì, ðóññêîì è àíãëèéñêîì ÿçûêàõ, ïðèñëàííûå ÷åðåç îôèöè-
àëüíûé ñàéò æóðíàëà www.vhk.kz.  

Ìàòåpèàë còàòüè – òåêñò, âêëþ÷àÿ ðåçþìå íà êàçàõñêîì, 
ðóññêîì è àíãëèéñêîì ÿçûêàõ, cïècîê ëèòåpàòópû, ðèñóíêè, 
ïîäïècè ê pècóíêàì è òàáëèöû, îôîðìëÿåòñÿ îäíèì ôàéëîì; 
äîïîëíèòåëüíî êàæäûé pècóíîê îôîðìëÿåòñÿ â âèäå îòäåëüíîãî 
ôàéëà. Åñëè ïåðåñûëàåìûé ìàòåðèàë âåëèê ïî îáúåìó, ñëåäó-
åò èñïîëüçîâàòü ïðîãðàììû äëÿ àðõèâèðîâàíèÿ. Âcå còpàíèöû 
póêîïècè, â òîì ÷èñëå òàáëèöû, ñïèñîê ëèòåðàòóðû, ðèñóíêè è 
ïîäïècè ê íèì, cëåäóåò ïpîíóìåpîâàòü. 
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Ïðåäñòàâëåííûå äëÿ îïóáëèêîâàíèÿ ìàòåðèàëû äîëæíû 
óäîâëåòâîðÿòü ñëåäóþùèì òðåáîâàíèÿì:

1. Ñîäåðæàòü ðåçóëüòàòû îðèãèíàëüíûõ íàó÷íûõ èññëåäî-
âàíèé ïî àêòóàëüíûì ïðîáëåìàì â îáëàñòè ôèçèêè, ìà-
òåìàòèêè, ìåõàíèêè, èíôîðìàòèêè, áèîëîãèè, ìåäèöèíû, 
ãåîëîãèè, õèìèè, ýêîëîãèè, îáùåñòâåííûõ è ãóìàíèòàðíûõ 
íàóê, ðàíåå íå îïóáëèêîâàííûå è íå ïðåäíàçíà÷åííûå ê 
ïóáëèêàöèè â äðóãèõ èçäàíèÿõ. Ñòàòüÿ ñîïðîâîæäàåòñÿ 
ðàçðåøåíèåì íà îïóáëèêîâàíèå îò ó÷ðåæäåíèÿ, â êîòîðîì 
âûïîëíåíî èññëåäîâàíèå.

2. Ðàçìåð ñòàòüè 7-10 ñòðàíèö (ñòàòüè îáçîðíîãî õàðàêòåðà 
–  15-20 ñòð.), âêëþ÷àÿ àííîòàöèþ â íà÷àëå ñòàòüè ïåðåä 
îñíîâíûì òåêñòîì, êîòîðàÿ äîëæíà îòðàæàòü öåëü ðàáîòû, 
ìåòîä èëè ìåòîäîëîãèþ ïðîâåäåíèÿ ðàáîòû, ðåçóëüòàòû ðà-
áîòû, îáëàñòü ïðèìåíåíèÿ ðåçóëüòàòîâ, âûâîäû (àííîòàöèÿ 
íå ìåíåå 20 ïðåäëîæåíèé (150»300 ñëîâ) - (íà àíãëèéñêîì 
ÿçûêå) ÷åðåç 1 êîìïüþòåðíûé èíòåðâàë), òàáëèöû, ðèñóíêè, 
ñïèñîê ëèòåðàòóðû (÷åðåç 1 êîìïüþòåðíûé èíòåðâàë, ðàçìåð 
øðèôòà – 14), íàïå÷àòàííûõ â ðåäàêòîðå Word, øðèôòîì 
Times New Roman, ïîëÿ – âåðõíåå è íèæíåå –  2 ñì, ëåâîå 
–3 ñì, ïðàâîå –1,5 ñì. Êîëè÷åñòâî ðèñóíêîâ – 5-10.  

Ñòðóêòóðà äîëæíà ñîîòâåòñòâîâàòü ìåæäóíàðîäíîé ôîð-
ìóëå IMRAD, ãäå I – introduction (âñòóïëåíèå), M – Methods 
(ìåòîäû), R – Results (èññëåäîâàíèå), A – è, D – conclusion+ 
discussion (çàêëþ÷åíèå, îáñóæäåíèå ðåçóëüòàòîâ è âûâîäû). 

Íàçâàíèå • Îòîáðàæàåò ñóòü ðàáîòû • Êðàòêîå • Áåç àá-
áðåâèàòóð.

Íåîáõîäèìî îôèöèàëüíî çàêðåïèòü íàçâàíèå îðãàíèçàöèè 
íà àíãëèéñêîì è ñîêðàùåíèå

Ðåçþìå • Ñòðóêòóðèðîâàíî • Áåç àááðåâèàòóð • Ïåðåäàåò 
ñòðóêòóðó ñòàòüè – Çà÷åì (àêòóàëüíîñòü) – Êàêèìè ìåòîäàìè? 
– ×òî ïîëó÷åíî – Êàê ýòî èçìåíèëî êàðòèíó çíàíèé. Èìåííî 
åãî ÷èòàþò â ïåðâóþ î÷åðåäü, òîëüêî õîðîøåå ðåçþìå ìîæåò 
ïðèâëå÷ü âíèìàíèå!

Âñòóïëåíèå • Àêòóàëüíîñòü ðàáîòû • Êàêàÿ çàäà÷à ïîñòàâ-
ëåíà • Ïî÷åìó

Ìåòîäû • Ïåðå÷èñëåíèå • Åñëè èçâåñòíûå - äàòü ññûëêó 
• Åñëè ìîäèôèöèðîâàëè – óêàçàòü êàê • Îïèñûâàòü òàê ÷òî á 
ìîãëè ïîâòîðèòü • Ñòàòèñòèêà!

Ðåçóëüòàòû • Äîïóñêàåòñÿ íå õðîíîëîãè÷åñêîå, à ëîãè÷å-
ñêîå ïîâåñòâîâàíèå • Îñíîâíûå, à íå âñå ÷òî áûëè ñäåëàíû • 

Óâàæàåìûå àâòîðû!
 
Ñ 1 àïðåëÿ 2018 ãîäà âñå ñòàòüè íà ïóáëèêàöèþ ïðèíèìàþòñÿ íà ãîñóäàðñòâåííîì èëè ðóññêîì ÿçûêàõ ñ îáÿçà-

òåëüíûì ïåðåâîäîì âñåé ñòàòüè íà àíãëèéñêèé ÿçûê. Ñòàòüè áåç âåðñèè íà àíãëèéñêîì ÿçûêå áóäóò îòêëîíåíû.
Òàêæå ó÷èòûâàÿ òðåáîâàíèÿ Êîíñóëüòàòèâíîé Êîìèññèåé (CSAB) Scopus îá èíòåðíàöèîíàëèçàöèè àâòîðîâ è àó-

äèòîðèè ðåäêîëëåãèÿ æóðíàëîâ ðåêîìåíäóþò ïóáëèêîâàòü ñòàòüè â ñîàâòîðñòâå ñ ó÷åíûìè äàëüíåãî è áëèæíåãî çà-
ðóáåæüÿ.
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Èëëþñòðèðóþòñÿ ìèíèìàëüíî íåîáõîäèìûìè ñâîäíûìè äàííû-
ìè (èñõîäíûå ìîãóò áûòü â äîïîëíèòåëüíûõ ìàòåðèàëàõ)

Îáñóæäåíèÿ • Íå ïîâòîðÿòü ðåçóëüòàòû • Ñîïîñòàâèòü ïî-
ëó÷åííûå äàííûå ñ èìåþùèìèñÿ • Îáñóäèòü âîçìîæíûå ïðè-
÷èíû è ñëåäñòâèÿ

Ôóíêöèè ñïèñêà ëèòåðàòóðû: • Àðãóìåíòèðîâàòü èäåþ • 
Ñîïîñòàâèòü ñ ñóùåñòâóþùèìè àíàëîãàìè • Îáîçíà÷èòü ìåñòî 
äàííîãî èññëåäîâàíèÿ • Èçáåæàòü ïëàãèàòà • Äëÿ æóðíàëà è 
ó÷åíîãî = ïðèçíàíèå • ×àñòî óêàçàíû òîëüêî ñîáñòâåííûå ðà-
áîòû èëè î÷åíü ñòàðûå (ñàìîöèòèðîâàíèå äîïóñêàåòñÿ òîëüêî 
10-15% îò îáùåãî ñïèñêà ëèòåðàòóðû) • Êî÷óþùèå îøèáêè

Ðàçëè÷àéòå • Ññûëêè • Ñïèñîê ëèòåðàòóðû • Áèáëèîãðàôèÿ
×òî ìîãóò öèòèðîâàòü • Êíèãè, (ìîíîãðàôèè, ãëàâû) • Ñòà-

òüè íàó÷íûõ æóðíàëîâ • Ìàòåðèàëû êîíôåðåíöèé • Ïàòåíòû • 
Äèññåðòàöèè • Íåîïóáëèêîâàííûå äàííûå • ÑÌÈ • Âåá ðåñóð-
ñû (ïðîòîêîëû, âåá ñòðàíè÷êè) Èñòî÷íèê äîëæåí áûòü íàäåæ-
íûì è ëåãêî äîñòóïíûì.

Ñòàòüÿ íà÷èíàåòñÿ íà àíãëèéñêîì ÿçûêå. Â íà÷àëå, ïîñåðåäèíå 
ñòðàíèöû, èäåò íàçâàíèå ñòàòüè ïðîïèñíûìè æèðíûìè áóêâàìè, 
íàçâàíèå ñòàòüè äîëæíî áûòü êîðîòêèì è åìêèì, ñîãëàñíî ïðîâå-
äåííîãî àíàëèçà îêîëî 30-40 ñèìâîëîâ íà àíãëèéñêîì ÿçûêå.

Äàëåå íà ñëåäóþùåé ñòðî÷êå – èíèöèàëû è ôàìèëèè àâòîðîâ 
îáû÷íûì æèðíûì øðèôòîì, çàòåì íà ñëåäóþùåé ñòðî÷êå – íàçâà-
íèå îðãàíèçàöèè(èé), â êîòîðîé âûïîëíåíà ðàáîòà, ãîðîä, ñòðàíà, 
çàòåì íà íîâîé ñòðî÷êå – àäðåñà E-mail àâòîðîâ. Ñ êðàñíîé ñòðîêè 
èäóò êëþ÷åâûå ñëîâà (Key words), à íà íîâîé ñòðî÷êå – ñàìà àí-
íîòàöèÿ (Abstract – íå ìåíåå 150 è áîëåå 300 ñëîâ).

Äàëåå, ïîñëå îòáèâêè îäíîé ñòðîêè, íà÷èíàåòñÿ íà ðóññêîì 
ÿçûêå. Â íà÷àëå ñòàòüè ââåðõó ñëåâà ñëåäóåò óêàçàòü èíäåêñ 
ÓÄÊ, ÌÐÍÒÈ. 

Çàòåì, ïîñåðåäèíå ñòðàíèöû, ïèøåòñÿ: 1) íàçâàíèå ñòàòüè; 
2) àâòîðû; 3) íàçâàíèå îðãàíèçàöèè; ñ êðàñíîé ñòðîêè – Êëþ-
÷åâûå ñëîâà, çàòåì – Àííîòàöèÿ (îôîðìëåíèå øðèôòîâ, êàê 
íà àíãëèéñêîì ÿçûêå).

Îòáèâàåì îäíó ñòðîêó è íà÷èíàåòñÿ ñàìà ñòàòüÿ. Ñëåäîì 
çà ñòàòüåé èäåò ñïèñîê Ëèòåðàòóðû. Ññûëêè íà ëèòåðàòóðíûå 
èñòî÷íèêè äàþòñÿ öèôðàìè â ïðÿìûõ ñêîáêàõ ïî ìåðå óïîìè-
íàíèÿ (íå ìåíåå 20).

Äëÿ êàæäîé ñòàòüè îáÿçàòåëåí DOI (Digital Object 
Identifier) - ýòî öèôðîâîé èäåíòèôèêàòîð äîêóìåíòà. DOI âû-
ïîëíÿåò ôóíêöèþ ãèïåðññûëêè, êîòîðàÿ âñåãäà ïîìîãàåò íàé-
òè íóæíûé äîêóìåíò, äàæå åñëè ñàéò, ãäå îí íàõîäèëñÿ ðàíåå, 
áûë âïîñëåäñòâèè èçìåíåí. Áëàãîäàðÿ ýòîìó èíäåêñó ïîèñê 
íàó÷íîé èíôîðìàöèè â Èíòåðíåòå ñòàë ïðîùå è ýôôåêòèâíåå. 
Êàæäîå èçäàíèå, æóðíàë ðàçìåùàåò íà ñâîèõ âåá-ñòðàíèöàõ â 
èíòåðíåòå, êàê òåêóùèå, òàê è àðõèâíûå íîìåðà, è ìàòåðèàëû. 
Òàêèì îáðàçîì, â îòêðûòîì äîñòóïå ìîæíî óâèäåòü ðåçþìå, 
êîòîðûå âêëþ÷àþò â ñåáÿ íàçâàíèå ñòàòüè, ôàìèëèþ, èìÿ, îò-
÷åñòâî àâòîðà, àííîòàöèþ è êëþ÷åâûå ñëîâà, ìåñòî âûïîëíå-
íèÿ ðàáîòû, à òàêæå âûõîäíûå äàííûå îïóáëèêîâàííûõ ñòàòåé 
(íàçâàíèå æóðíàëà, ãîä èçäàíèÿ, òîì, íîìåð, ñòðàíèöà).

Ñïèñîê ëèòåðàòóðû îôîðìëÿåòñÿ ñëåäóþùèì îáðàçîì:
Â ññûëêàõ íà êíèãè óêàçûâàåòñÿ ISBN (10- èëè 13-çíà÷íûé). 

Ñîêðàùàþòñÿ íàçâàíèÿ òîëüêî òåõ æóðíàëîâ, êîòîðûå óêàçàíû: http://
images.webofknowledge.com/WOK46/help/WOS/0-9_abrvjt.html. 

Äëÿ âñåõ ññûëîê íà ñòàòüè, îïóáëèêîâàííûå â ìåæäóíàðîä-
íûõ ðåöåíçèðóåìûõ æóðíàëàõ ñëåäóåò óêàçûâàòü DOI (Digital 
Object Identifier). DOI óêàçûâàþòñÿ â PDF âåðñèè ñòàòüè è/èëè 
íà îñíîâíîé èíòåðíåò-ñòðàíèöå ñòàòüè, òàêæå ìîæíî âîñïîëü-
çîâàòüñÿ ñèñòåìîé ïîèñêà CrossRef: http://www.crossref.org/
guestquery/. Íèæå ïpèâîäÿòcÿ ïpèìåpû îôîðìëåíèÿ ccûëîê:

Ñòàòüÿ â ìåæäóíàðîäíîì æóðíàëå:
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)

Ñòàòüÿ â ðóññêîÿçû÷íîì æóðíàëå, íå èìåþùàÿ àíãëîÿ-
çû÷íîé âåðñèè:

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

Êíèãè:
Timrat TA (2008) Soil pollution: origins, monitoring and 

remediation, second edition. Springer, Germany. ISBN: 978-3-
540-70777-6

Ìàòåðèàëû êîíôåðåíöèè:
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.

Ïàòåíòû:
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)

Ñòàíäàðòû, ÃÎÑÒû:
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)

Íà ñàéòå http://www.translit.ru/ ìîæíî áåñïëàòíî âîñïîëüçî-
âàòüñÿ ïðîãðàììîé òðàíñëèòåðàöèè Ðóññêîãî òåêñòà â ëàòèíè-
öó, èñïîëüçóÿ ðàçëè÷íûå ñèñòåìû. Ïðîãðàììà î÷åíü ïðîñòàÿ, 
åå ëåãêî èñïîëüçîâàòü äëÿ ãîòîâûõ ññûëîê. Ê ïðèìåðó, âûáðàâ 
âàðèàíò ñèñòåìû Áèáëèîòåêè Êîíãðåññà ÑØÀ (LC), ìû ïîëó-
÷àåì èçîáðàæåíèå âñåõ áóêâåííûõ ñîîòâåòñòâèé. Âñòàâëÿåì â 
ñïåöèàëüíîå ïîëå âåñü òåêñò áèáëèîãðàôèè íà ðóññêîì ÿçûêå è 
íàæèìàåì êíîïêó «â òðàíñëèò». 

Â êîíöå ñòàòüè äàåòñÿ ðåçþìå íà êàçàõñêîì ÿçûêå. Îôîðì-
ëÿåòñÿ àíàëîãè÷íî ðóññêîìó âàðèàíòó. Ïîñåðåäèíå ñòðàíèöû 
ïèøåòñÿ: 1) íàçâàíèå ñòàòüè; 2) àâòîðû; 3) íàçâàíèå îðãàíèçà-
öèè; ñ êðàñíîé ñòðîêè – Ò³ðåê ñμçäåð, ïîñëå – Àííîòàöèÿ.

Ïîñëåäíÿÿ ñòðàíèöà ïîäïèñûâàåòñÿ âñåìè àâòîðàìè, ñòà-
âèòñÿ äàòà.

3. Ñòàòüè ïóáëèêóþòñÿ íà àíãëèéñêîì ÿçûêå.
4. Â ñëó÷àå ïåðåðàáîòêè ñòàòüè ïî ïðîñüáå ðåäàêöèîííîé 

êîëëåãèè æóðíàëà äàòîé ïîñòóïëåíèÿ ñ÷èòàåòñÿ äàòà ïîëó÷åíèÿ 
ðåäàêöèåé îêîí÷àòåëüíîãî âàðèàíòà. Åñëè ñòàòüÿ îòêëîíåíà, 
ðåäàêöèÿ ñîõðàíÿåò çà ñîáîé ïðàâî íå âåñòè äèñêóññèþ ïî ìî-
òèâàì îòêëîíåíèÿ. 

Îôèöèàëüíûé ñàéò æóðíàëà «Âåñòíèê õèðóðãèè Êàçàõñòàíà»: www.vhk.kz
E-mail: kaz.vestnik@mail.ru


