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I. AUATHOCTUKA U JIEHEHME

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 | trimester of the pregnancy, spontane-
ous miscarriage of 3 pregnant women (50%) in Il trimester of the pregnancy, spontaneous miscarriage of one pregnant
women (17%) in | 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 Il 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.

Acka3saH-illeK Xyieci aypynapbiMeH KocapsiaHFaH XYKTiJliK HaTXenepi

Fapaesa K.T.
O3ipbaiixaH Pecnybnukachl [leHcaynblk cakTay MUHUCTPAIiHIH, AKyLLEepAiK X9HEe FTMHEKONOrNs MHCTUTYThI,
O3ipbaiixaH, baky

AHparna

COHFbI OH Xblgap iWiHae racTpoa3ogareangbik aypynapabiH Xanrbl canaMarbl Xac XyKTi adiengepaiy apacsiHaa
y3aikci3 Tapanyaa. Xyktinikriy I-wi Tpumectpinge avirini 6onraH xaraaiaa, 2 xykTi asienge (33 %) ceipTkbl acepcia bana
TyCiri, XyKTinikTiH Il-wi ToumecTpinae avirini 6onraH xarnavina, 3 xykti avienne (50 %) cbipTkbl aCepci3 6ana Tyciri, 6ip
XYKTi aviengiH (17 %) cbipTKbl acepci3 6ana Tyciri 0pbIH anFaH.

Temenri canmak 8 naunentre (17%) 48 HapecTe e, bip nauneHTTIH Tikiwerinae atpeaus (2%) kepcerinreH. CoHbl-
MeH, 6Helu aypynapbiHa wangsikka 15 xykTi aviengin (28 %) KypcarbiHaars! HOPECTECIHIH akaynbiKneH ecyi baikanasbl.

bocaHFaHHaH KeuiiH racTpo3HTEPOIOr-MaMaHHbIH eMiH anFaH 32 naumeHT Mep3iMaik XYKTiniriMeH KauHukara
XyriHreH. CbipTKbl 9cepci3 6ana Tyciri 3 naunentte (9%) keanecesi. bip naumeHTTiH XykTiniri 6apsicbiHaa Il ToUMECTPIHIH
coHbiHaa US| 3epTTeyiHae OoMbIPTKACHIHBIH AaMybl TOKTan Kajybl XacaHibl 06ana TybUTybIMEH TOKTaTbiiFaH. 32 XyKTi
ovieniin KypcarblHaarsl YPbIKTbIH aybITKY TypAE 6cyi 4 nauneHTTe baikasraH.

Pe3synbratbl 6epeMeHHOCTH, CONPOBOXAaloWmecs 3aboneBaHnsIMm

x(enynoqno-l(umeql-lov”l CUCTEeMbI

lfapaesa K.T.
WMHCTUTYT akywepcTea u rubekonoruu MunuctepcTea 3apaBooxpaHenmns AzepbaiinxaHckoii Pecny6nukum,
baky, AsepbaiinxaH

AHHOTaymns

Oco0biii BEC racTpoa3ogareasbHbix 3a00/1€BaHNIi B TEHEHUE MOCAEAHNX AECATUNETUI HEMPEPLIBHO PAcnpocTpa-
HSICS CPEeAM MOJIOAbIX BEPEMEHHBIX XEHLYMH. CrIOHTaHHbIN BbIKMABIL Y 2 6EpeMEHHbIX XeHIUuH (33%), 3asBNEHHbIX B
| ToumecTpe 6epEMEHHOCTY, CIIOHTAHHbIV BbIKMAbIL y 3 6epeMeHHbIX XeHIuuH (50%) Bo Il TpumecTpe 6epeMeHHOCTH,
CIIOHTaHHbIV BbIKUABILL OAHOV 6EpEMEHHO XeHinHbl (17 %) B | ToumecTpe 6epeMeHHOCTN 6EPEMEHHOCTb.

Huskwii Bec oTMeyaetcs y 8 naumenToB (17%) y 48 mnageHueB, y 04HOr0 NaLMEHTa YKa3bIBAETCS aTpe3us NPSIMot
kuiku (2%). Takum 06pa3om, y 15 6epemeHHbix XeHwuH (28%), cTpaaatowmx 3aboneBaHnIMmu NULLEBOAA, ECTb 104 C
aHOMaJsIbHbIM POCTOM.

32 nauwenta, npowezaime e4eHNe y racTpO3HTEPOIOra M0CAe POXAEHHUS, 00paTUINCh B KIMHUKY C Mepuoanye-
cKovi 6epeMeHHOCTbI0. CrOHTaHHbIV Bbikuabil 3asBasetcs y 3 nauneHtos (9%). 3apepxka n03BOHOYHMKA yka3aHa B
uccnenosannmn USI B koHuie Il oumecTpa 6epeMeHHOCTH 0HOIO NaLnueHTa U OTHOCUTENIbHO 3TOr0, 6EPEMEHHOCTb Obina
0CTaHOB/IEHA UCKYCCTBEHHBIM DOXAEHUEM.

AHOMasbHBIV POCT 104 OTMEYancs TobKO y 4 nauneHToB (12,5%) oT 32 6epeMeHHbIX XEHLMH.
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Figure 1.

Growth of the constipa-
tion, depending on the
term of the pregnancy

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
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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
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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
Tth 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-
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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-
troesopabhigitis 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 | trimester of pregnancy, they
reduce to 5 patients in Il trimester, 3 patients in Il
trimester (figure 2). So, the stomach fermentation
is high in 100% of the pregnant women in | trimester
of the pregnancy, 55,6% in Il trimester, 33,4% in lll
trimester.

I
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Figure 2.

Stomach fermentation
in trimesters of the
pregnancy



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-1ll 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).



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. Itis 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
I trimester of the pregnancy, spontaneous miscar-
riage of one pregnant women (17%) in | 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 | group, is stated in 9% (3 patients) of the
patients, included to Il group. Death and birth
cases are not stated. Delay of the spinal column
is stated under USI examination at the end of Il
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.
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I. AUATHOCTUKA U JIEHEHME

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 M.A.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.

KankaHwa 6e3iHiH Ty#iH icikTepi 6ap HayKkacTapAbiH NapuHreanbabik,

MacKacblH KONAaHYbIMEH XaJnbl ayblpCbI3AaHAbIPY Ke3iHAe reMOANHAMMNKAbIK
napameTpaepiHiH e3repyi

Facanos ®.U., Mypagos H.M., UcaeBa A.H.
M.A. TonuyballoB aTbiHAarbl XMpypUs FbibiMM opTanbiFbl, baky, 93ipbaiixaH Pecnybnukachl

Axparna

OTKi3inreH 3epTTeyAiH KepceTkeHi OOVbiHILA — NlapUHIeanbAblk MackachiH KONMAaHYbIMEH Xairbl aHecteansnay
Ke3eHzepiHae reMoauHaMuKachiHbl —KePCETKILLTEpI KEHIDAEKTIH MHTybaumsnaysl XacanatblH Xansl aHecTe3usnay
KesiHe kaparaHza, e3repictepi azfay 60naTbiHbIFbIH KOPCETTI.

AnbIHFaH HOTUXENEPAiH Tanzaaybl O0MbIHILA 1APUHIO-KEHIDAEKTIK MACKaChiH KOSMAaHYbIMEH OTKI3IEH Xanrsl aHe-
cTe3usnay Tananka casi KeneTiHgiri TYDFbICbIHAH TOMEH TyCrewngi, CoHpasi-aK uHTybaumnsblk aHecTe3nsra KaparaHaa
a3UHBA3WBTI eKEHAIriH TyXbipbiMAayFa 601aLbl.

AvHamuka napameTpoB reMOAUHAMUKU NpK 06LL el aHeCTe3nu ¢ UCNoNb30BaHNEM

NapuHreanbHOM Mackm Yy NALUEHTOB C Y3JI0BbIMU Oﬁpa3OBaHM9IMI/I LWMUTOBUAHOM
Xene3bl

Ffacanos ®.U., Mypagos H.M., UcaeBa A.H.
HayuHbiit LeHTp xupyprum um. M.A. Tonuybawoga, baky, AsepbaiigxaHckas Pecnybnuka

AHHOTaymns

lpoBeneHHOE nccnenoBaHme nokasaso, 410 Ha ranax obLieii aHecTeaun, NPOBOANMOV C aPUHIEabHON MacKo,
nokasarenm reMognHaMuKy npeTepneBaldT MEHbLLIE U3MEHEHUH, YeM npu 00LLeli aHeCTe3uH, BbIMOJHAEMON HTY0a-
umeii Tpaxen. AHanm3 nosy4eHHbIX PE3yNbTaToB 03BONSET YTBEPXAATb, 4TO 00L4as aHecTeaus, NPOBEAEHHAs C UC-
10/1b30BAHNEM JIAPUHIOTPAXEAbHOM MACKW, HE yCTynaet no afeKkBaTtHOCTU U B TO XE BPEMSI MEHEE UHBA3UBHA, HYEM
MHTYOaLMOHHAS aHECTE3NS.
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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-1l 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.



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 50eg / 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.02.
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



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:

Conclusions
1. The use of a laryngeal mask to ensure airway
patency during anesthetic maintenance has
minimal effect on hemodynamics due to the
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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. Ifin 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
cmto 21.1 c¢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.
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Aay. Marepman men agictep: bapibirsi 607bin 50 HayKacTwIH Myparat AepekTepi 3epTTeniHai. bapiblk HaykacTapra
MySibTUga3Abl KoMbIOTEPIIK ToMorpagus eTkizingi. Hatmxenepi: 76% xargaviga UK Tyiikai ¢opmacsiH KyparaH.
Erep 60% xargaviga katepsi icik 6aybipAblH OH XaK Geniringe opHanackaH 6osnca, 18% xaraaviaa - con xak 6eniringe,
an 22% xarnavina — eki benikte opHanackaH. Iciktiy kenemi 1 cM-geH 21,1 cm-re geviin 60aabl, an oprawa Kenemi
10,6 cm kypaabl. 94% xaraaviaa iCikTiH TbiFbl3ablFbl rUnogeHcTsl 60a4bl. 80% xaraaviaa LK-HbiH KOHTPACTTIK areH-
ThIHbl XUHAKTaYbl apTePUSNIbIK XoHe BeHO3AbIK ¢a3anapaa Oavikangbl. CoHbiMeH katap, 60% Xarnasviaa KOHTPACTTiK
areHTbIHbIH TOJIbIFLIMEH LUbIFYbI KeViiHre KanablpbinFaH gasana bavikangel. [enaroyenntonspibi KapynHOMa KOPbITbIHAbICH!
69,7% xarnavina unTonornsiblk 3epTTeynep apkbiibl Xyprisince, an 93,1% xaraasga — ructonorysiiibiK a4ic apkbiibl
Aonengengsl. KopeiteiHabl: Ken xargaviga renatoyennonsp/ibik KapuuHOMa aHbiK, OIpKesKi eMec KOHTYpAapbIMEH,
ThIFbI3AbIFbI TUIOAEHCTbI XOHE ETEPOreHAl KypbilbIMbIMEH cunatTangbl. ICIKTED KOHTPACTTHIK areHTTbl apTepusibiK
XoHe MopTo-BeHO3AbIK pasanap Ke3iHae XUHAKTAca, an TOJbIFIMEH LUbIFYbI KeJiiHre KanabipbiiraH ¢asaaa baikangsl.
AnbIHFAH JiepekTepre CyvdeHe OTbIPbIN, MynbTudashsl KOMAbITEPIK ToMorpadusi renatoLenionspisl KapumHoma
ANarHocTuKacsiHaa Xoraphl aknaparka ue fen aityra 6onagsi.

AHanu3 pe3ynbTaTtoB MynbTU(a3HOI KOMNbIOTEPHOW TOMOrpacdum B AUarHoCTUKe

renaTouennionsipHoli KapLMHOMbI

Ucamaros B.K."2, XXongbi6aii XK.)K.2, Megey6exkos Y.LlU.', Tagxuoaes T.K.,

Kanues LU.A.', BaiimaxaHoB B.B.'
'AO «HaumoHanbHbI HayyHbliA LEeHTP xupyprum um. A.H. CbiraHoBa», Anmarsl, KazaxcraH
A0 «Kasaxckuii HaunoHasnbHbIn MeAMLMHCKNIA yHUBEPCUTET», AnMartsl, KasaxcTaH

AHHOTaumns

[enaroyennionspHas KapLmHoMa SBASIETCS OfHUM U3 akTyasbHbiX IPOONEM B CTPYKTYPE OHKONATono0rnu BO BCEM
mupe v B Kasaxcraxe. B auarHoctvke renaroLennionsgpHoi KapLumuHOMbl 00LLENPUHSTLIM CYATAETCS IDUMEHEHNE MYJTb-
TUGA3HON KOMMLIOTEPHOM TOMOrpagun. B cTatbe onuchIBAETCS aHann3 Pe3ysbTatoB MyabTUPA3HON KOMIbIOTEPHOM
TOMOrpaguu y NaLUMeHToB C CO 3/10Ka4eCTBEHHbIMU 00pa3oBaHuammu nevexn. Lienb pabotsi: [posecTn peTpocrex-
TUBHbIN aHanN3 PEe3yNbTatoB My/bTUGHA3HON KOMIbIOTEPHOM TOMOrpaduu y nauneHToB ¢ renatouesionspHoi Kapum-
Homovi. Matepman n MmeToAbl: Bcero npoaHann3npoBaHbl apxuBHbIe AaHHble 50 nauyneHToB. Becem naumeHTam 6biio
NPOBEAEHO MYNbTUGAa3Has KOMIbIOTePHas ToMorpagus. PeaynbTarel: M3 Bcex 00pa3oBaHuii neyequ y3nosas gopma
0b1710 BbISBNIEHO B 76% cnyyasix. Ecam B 60% ciy4asix 06pa3oBaHmne N0Kkann30Banock B npasoii 4ose neyenu, a B 18%
cayqasx — B JIEBOM, TO nopaxexne obenx gonesi Habmoganoch B 22% cnyyasx. Paamepsl 06pa3oBaHusi bbiiv 0T 1 cM
A0 21,1 cm, a cpeaHwii pasmep Bcex y3noB coctasun 10,6 cm. B 94% cayqasix nioTHOCTs 06pa3oBaHusi 6biin rumno-
JEHCHbIMU, CTPYKTYPA reTEPOreHHO C y4acTkamu MOBbILIEHHON U MOHUXEHHOM nnoTHocTh. B 80% cryqasx HakonneHue
KOHTPACTHOro BelyecTsa 06pa3oBaHNeM HabMIO[aN0Cs B apTepUabHON U BEHO3HOM ¢a3ax. [1pu 3TOM, C MOSHbIM Bbi-
MbIBaHUEM B OTCPOYEHHOM ase Habmoganoce B 60% cnyyasx. B B 69,7% cnyyasx renaroLenionspHas kapumHoma
NOATBEPANNACH MDY LNTONOTNHECKOM UccrenoBanui, B 93,1% cy4asx - npu rucTonornyeckom. 3aKkmoyeHme: Y3l
renatoyeIoNsapHoN KapumHOMbI B OO/IbILIMHCTBE Cly4aeB XapakTepu30BaauCh YETKUMU, HEPOBHBIMU KOHTYpaMU, M-
OAEHCHOW MNIOTHOCTBIO, FETEPOTrEHHON CTPYKTYpbl. OnyXonn HakanimBamm KOHTPAcTHOE BELYECTBO B apTePUANbHYIO 1
10PTO-BEHO3HYI0 Pasbl, C 3PPEKTOM MOSHOr0 BbIMbIBAHNS B OTCPOYEHHYIO ¢a3y B O0/bLMHCTBE cayyaes. 1o nony-
YEHHbIM JaHHbIM MOXHO CKa3atb, 4T0 MyJbTUa3Hasi KOMIbIOTEPHAS TOMOrPagus UMEET BbICOKYI0 UHPOPMATUBHOCTb B
ANarHoCTiKe renatoLesoNsipHosi KapyuHOMbI.



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.



Table 1.
Features of the patients

Figure 1.

Case of a patient A.57
y.0. 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.

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.

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).

33 (66%)

17 (34%)

Average age

61,3+0,2years

59,7+0,3years




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

HEPATOCELLULAR CARCINOMA

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

ER Multiphase Verification
CT (n=50) Cytology (n=33) Histology (n=29)
. 69,7% 93,1%
Hepatocellular carcinoma (23) (27)
The sizes of the tumors were from 1 ¢cm to 21.1 Conclusion

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).
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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.

Table 2.
Computed-tomographic
semiotics of HCC

Table 3.

Comparative evaluation

of results multiphase CT
and pathomorphological
studies
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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-  Keywords
erational and postoperational complications, a performed endovascular technique (EVAR) that has been divided into 2 aneurysm, aorto-iliac aneurysm,
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ENDOVASCULAR TREATMENT OF THE COMPLICATED AORTO-ILIAC ANEURYSM IN HIGH RISK OF

COMPLICATIONS OF AN OPEN OPERATION

Fig. 1.
Internal iliac arteries
occlusion with Amplatzer

Fig. 2.
CT picture of an aneurysm

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 othey 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 Il (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
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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 Il type in the
postoperational period, the sharp decrease of the
hematocrit, and the stent-graft dislocation is not
excluded too [1, 7, 8].
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LESS TRAUMATIC APPROACHES OF
FLEXOR-TENDON INJURIES OF HAND
FINGERS IN MICROSURGERY

Muradov M.I., Mukhamedkerim K.B., Baiguzeva A.A,

Kazantayev K.E., Koshkarbaev D.Zh.
JSC “National Scientific Center of Surgery named after A.N. Syzganov”,
Reconstructive, plastic and aesthetic microsurgery department, Almaty, Kazakhstan

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.

Kon caycak ciHipnepiHiH MMKPOXUPYPrusbIK

XapakKaTtbiHblH WaFbIH eMAey -lapabipbl

Mypapos M.U., Myxamepnkepim K.b., Baiirysesa A.A.,

Kasantaes K.E., Kowkap06aes [1.X.
«A.H. CbI3FaHOB aTbiHAaFbl ¥NTThIK FbibIMU XUPYPrUst OpTanbiFbl» AK,
PekoHCTPYKTMBTI NiacTuka XaHe acTeTka MUKpoxupyprus benimiweci, AnMatsl, KazakcraH

Axparna

Tipek-kumbin XyideciHiy 0apsibiK XapakaTTapbiHbiH apachiHAa ap TypJi aBTopaapAbiH aiTybl O0MbIHIWA CiHIDAIH
3akbimgaHysl 1,8% - 18,8% xaraainapasl Kypaigbl [1,2,3]. Onapasiy iwinge 32% caycaktapabiH OYKKill CiHipnepiHe
KkateicTel [4]. CaycakTapAblH OYKKill CiHipaepiHe 3akbiM KenTipyaiH Xorapbl [eHreii XoHe HaTuxeciHae 3appan
wekkeHaepain 40% xymbic icTey KabinetiH Xoranty c6ebi petiHae oneyMeTTik MaHbI3fbUIbiFbiH pacTanasl [5].
Xupyprusaarsl TeXHUKanbiK KUbIHABIKTAP Ka3ipri TanAarsl eMaey oA4icTepiH api kapasi xetingipyai tanan etegi. Ocel
XYMbICTbIH MaKcarsl XapakarTblK 9Cepi a3 Tacinaepai KongaHy apkbiibl caycaktapbiH OYKKill CiHipnepiHe 3akbiM KereH
HayKacTapablH eMaey HOTUXeNepiH XakcapTy 00/bin Tabbinaas.. ManimeT XaHe aaic. PeKOHCTDYKUMSIbIK MUKDOXU-
pyprus 6eniminge 2008 xvingarn 6actan 2017 Xbinra AeHiHri ke3eHAe caycakTapAblH OyKKill CiHipaepiHe Xapakart anraH
410 Haykac Tekcepinin, o1a xacangsl. 3akeimaanraH 6yKKiL ciHipnepiHiK xanmsl caxbl 1005 6onab1. [TayneHTTEPAIH Xacs!
2-peH 68 xacka peviin 60ngbl. MauneHTrepain kenwiniri (65,5%) xymbicka kabinetti xactarsl (18-50 xac) agamaap
6onabl. Maynentrepain kenwiniri 273 kacion KpiameTtkep (66,6%), koneHepuwinep 58 (14,1%), ctyaeutrep - 11 (2,7%).
bapsbiK oTanap MuKpOXMPYPrusiibiK 9AICTEDAIH KOMAAHbIN, 6HIpAiK aHecTeaus OovibiHwa 6TKi3ingi. KonabiH anakaH
OeTiHaeri KeckiH, ynbTpasiblObICTbIK MAIMETTED HerisiHae Xyprisingi. Hatuxe xaHe Tanksinay. OnepaunssaH keiiH
77,8% HaykacTa oprawa 1 XblagaH KeuiH 6yry K03FasbiCTapbl aMIINTYAACkIHbIH TOJbIK KaanblHa kenyi 6aikangbl. Xakcbl
HaTUXenep nauneHTTepaiH 16,1% an KkaHararTaHap/biK HaTuxXe - 6,1% - HaykacTapaa basikangbl. KaHaraTraHapibIKChi3
HaTuxenepi 6ap HaykacTapAblH 6ip 6esiri TicTi OHanTy TepanusichiH KabbingaraH xoK. KopTeiHabl. Mukpoxupyprusisik
agicTepmeH BIpiKTipinreH xapakaTTblk 9Cepi a3 Tacinaep caycakTapAblH OYKKill CiHIpAEPIH PEKOHCTPYKLNS X0 AapbIHAaFb!
Konaisbl aaici 60nbin Tabbinazbl.
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MeHee TpaBMaTU4HbIE AOCTYMNbI B MUKPOXUPYPIUU TPABM

CYX0Xunuit crubarenei nanbLUeB KUCTH

Mypagoe M.U., Myxamenkepum K.B., Baiirysesa A.A.,

KasanTaes K.E., Kowkap6aes ..
AO «HaumoHanbHblii HayuHein Lientp Xvpyprum M. A.H. Cbi3raHoBa»,
OtpeneHne peKOHCTPYKTUBHOI NNACTUYECKOIA N 3CTETMYECKOW MUKpOXMpypru, Anmarbl Kasaxcra

AHHOTayns

Cpean Bcex noBpexaeHnii 0ropHO-ABUraTeIbHON CUCTEMbI TPABMbI CyXOXWINiA, 110 AaHHbIM Pa3/nYHbIX aBTOPOB,
npouncxopar B 1,8% - 18,8% cnyyasx [1,2,3]. U3 Hux 32% - aTo TpaBMbl Cyxoxunuii crubarenesi nanabyes kuctv [4].
Bbicokas 4acToTa noBpexzexunii cyxoxunuii crubatenei naabLeB KUCTU U Kak CIEACTBUE - CHUXEHNE Wiu MoTeps Tpy-
AocnocobHoctn y 40% nocTpagaBiumx, CBUAETENLCTBYIOT O COLMAbHOMN 3HAYUMOCTH JaHHOV npobaemsl [5]. Mmerowne
MECTO TEXHUYECKME CIIOXHOCTH B XUDPYDPINN CYXOXUANI TPEOYIOT AabHENLLIEr0 YyCOBEPLIEHCTBOBAHNS 0NEPATBHOM TaK-
Tukn. Llenbio HacToswesi paboTsl SBASETCS YyHIIEHNE PE3YNbTATOB NIEHEHNS BO/bHbIX C MOBPEXAEHUEM CYXOXUni
crubaresneii nanbyeB KUCTH, MyTeM UCMOb30BaHNS MaloTpaBMaTnyHbIX 4ocTynoB. Matepuan n metogsl. B otge-
JIEHNN PEKOHCTPYKTUBHOM MUKDOXUPYPIruM 06CNEL0BAHO 1 0nepupoBaHo 410 G0MbHbIX C MOBPEXAEHUIMU CYXOXUANI
crubareneii nanbues kuctv 3a nepuog ¢ 2008 no 2017rr. ObLyee KoMMHECTBO MOBPEXAEHHBIX CyXOXunii crubarenei
cocrasuno 1005. Bospact 60/bHbix konebasncs ot 2 4o 68 net. bonblmHCTBO nayneHToB (65,5 %) coctaBunm amua mo-
J1040r0 TpyA0CcnocobHoro Bo3pacrta (18 — 50 niet). OcHOBHas 4acTb NaLMEHTOB COCTABUNM TPOGPECCHOHANbHLIE PABOYHNE
273 (66.6%), pasHopaboume 58 (14.1%), yyawmecs - 11(2,7%). Bce onepatuBHbie BMELIATENbCTBA [IPON3BOANINCD
104 MPOBOAHUKOBOV aHECTE3UEN C MPUMEHEHNEM MUKDOXUPYPINHECKON TEXHUKN. Pa3pe3ssl o 1af0HHOM OBEPXHOCTH
KWCTY MPOU3BOANINCH HA OCHOBAaHUU JaHHbIX Y3U, HEMocpeacTBEHHO HaA MPOKCUMAbHBIM U AUCTAfbHLIM KOHLAMM
MOBPEXAEHHOO CYyXoXums crubatens nanbua kuctv. Pesynstatsl u o6cyxaeHue. [101Hoe BOCCTaHOBEHNE aMin-
TyAbl CrnbaTebHbIX BUXEHWI GanaHr nanbLeB nony4eHo y 77,8 % B cpeaHem Yepe3 1 roa nocne onepaumnu. Xopoiune
pe3ynbTatsl nofyyeHsl y 16, 1% naumeHToB YaosnerBoputesibHble pedynbtatsl y 6,1% - y naumenTos. Yacts naumeHToB
C HEey0BETBOPUTENIbHBIMY DE3Y/IbTaTaMu HE MPOLLIY COOTBETCTBYIOLEN peabunntaLmnorHosi tepanuu. Beieogsl. Me-
Hee TpaBMaTu4eckune noaxoAbl B COYETaHNN ¢ METOAaMMU MUKDOXUPYPIUHECKO TEXHUKOM JOCTATOYHbI /151 BbIMOJHEHUS

PEKOHCTPYKTUBHbIX BMELUATE/IbCTB Ha CYXOXN/INAX Cr nbarenes nabLeB KUCTY.

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.



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%), lll 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 | 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, Ill 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, lll, 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



Modified ligaments suture

«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.

References

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.

1. Petrushin A.L. Damage to the brush woodworking
mechanisms. Bulletin of Traumatology and Orthope-
dics. N.N. Priorov. — 2008. - N2 1. — C. 24-27.

2. Wehbe M., Hunter J., Schneider L., Goodwyn B.
Two-stage flexor-tendon reconstruction. J. Bone Jt.
Surg. — 1986. — Vol. 68A, Ne5. — P.752-763.

3. Belousov A.E. Plastic reconstructive and aesthetic
surgery. - St. Petersburg. — 1998. — C.312.

4. Kleinert HE, Kutz JE, Atasoy E, Stormo A. Primary repair
of flexor tendons. Orthop Clin North Am. 1973;4:865—76.

5. Strichland J.W. Operations with traumatic finger fingers
J. Hand Surg. — 2000. — Vol. 25A, N2.2. — P. 214-235.

6. Abalmasov K.G. Microsurgery at the turn of the cen-
tury. Annals of surgery. - 2001. - Ne1. - P19.

7. Azolov V.V., Aleksandrov N.M. Efficiency of finger
fingers reconstruction with the consequences of inju-
ries of different etiology. Herald of Traumatology and
Orthopedics. N. N. Priorova. - 2004.-N¢ 2. -C. 82-88.

8. Aleksandrov N.M. Reconstructive operations with trau-
matic finger fingers defects and adaptive compensation
of its disturbed functions: author’s abstract. dis. ... Dr.
med. sciences. - N. Novgorod, 2007. - 45 p.

9. Belousov A. E. Plastic reconstructive and aesthetic
surgery - SPb: Hippocrates, 1998. - 744 p.

10. Bogov A.A. Modern technologies of diagnostics,
treatment and rehabilitation of injuries and diseases
of the hand: materials of the scientific-practical con-
ference. - M., 2005. - p. 119-122.



Il. XUPYPTU4

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

Kaniyev Sh.A."2, Baimakhanov Zh.B.', Doskhanov M.0.', Nurlanbayev E.K.",
Serikuly E.', Skakbayev A.S.', Birzhanbekov N.N.', Baiguisova D.Z.",
Barlybai R.A.", Sadykov C.T.', Chormanov A.T.', Medeubekov U.Sh.",
Kausova G.K.2, Medeubekov U.Sh.', Seisembayev M.A.', Baimakhanov B.B.'

1JSC “Syzganov’s National Scientific Centre of Surgery”, Almaty, Republic of Kazakhstan,
2Kazakhstan’s Medical University “Kazakhstan School of Public Health“, Aimaty, Republic of Kazakhstan.

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.
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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;



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 c¢m (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-
CES5), 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

" Cyvtic besbon_| ACTIVE TRANSITIONAL INACTIVE
Knerommor ANTHBNLIN, Mepevomn, Heastmnmnn,
| oépaonamme | AHBOR BPOMEA) TONNMI neANBON

Figure 1.

Classification of ultra-
sound images of echino-
coccal cysts WHO 2003
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Table 2.
Preoperative patient data

Table 3.
Operational characteristics

Table 4.
Operational characteristics

pericystectomy echinococcectomy
(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 mam.34 02.xen 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

pericystectomy

(N=34)

echinococcectomy
(N=12)

/0 0OCNOXHEHUs

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

Grade 2

Grade 3a

ns

Grade 3b

Grade 4

o|lolo|lM~|O|O

Relapse

0
0
0
0
0

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-CES5 stage,
and signs of calcification.

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-

BECTHUK XUPYPTUN KA3AXCTAHA N2 3 - 2018



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
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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.

NMepaenik akaynapbl 6ap epecek HayKacTapAblH, yLXapMaibl KaKnaKwacbiHbIH

anablH-any aHHyJonNnacTUKachbiH Herisp,ey

Keawnuu A.B., Carartos I.E., Umammbip3aeB Y.E.,

Oauusapos H.B., Hypnau [.T., Kypan6aes A1.b.
A.H. Cbi3raHoB aTblHAarbl YATTbIK FblIbIMU XMPYPIrist OpTaibiFbl, Anmarsl, Kasakcra

Axparna

Maxkanaga Tya 6iTkeH XypeKTiH nepaenik akaynapbl 6ap HayKacTapAblH yILXapMasibl KaKmaKLWAaChIHbIH MDEBEHTUBTI
aHHYNONNAacTUKAChIHbIK HaTuxenepi kepcetinreH. OTagaH KeufiHri anwak Ke3eHheri yiwxXapmansl KaknakwaHbiH
MPOrPECCHUBTI XETICNEYLINIriHiK angbiH-anyAblH Xorapssl TUIMAINIT KEPCETINEH.

060CcHOBaHME NPEBEHTUBHOW aHHYNOMIACTUKN TPEXCTBOPYATOrO KJlanaHa y

B3POCJibIX NALUEHTOB C cenTaJibHbIMU Ae(beKTaMVI

Keawnuu A.B., Caratoe U.E., Umammbip3aeB Y.E.,

Daununsipos H.B., Hypnau A.T., Kypan6aes [1.b.
HauuoHanbHbIA HayyHbIN LLEHTP xupyprum um. A.H. CrbisraHoBa, Anmarel, KazaxcraH

AHHOTayns

B crarbe npeacTaBneHbl pe3ynbTatsl IPEBEHTUBHON aHHYIONAACTMKM TPEXCTBOPYATOrO KanaHa y nayneHTos ¢ cen-
Ta/lbHbIMU JEDEKTaMN BPOXAEHHOIO reHe3a. [lokazana BbICoKasi 3Q@EeKTMBHOCTb MPEAOTBPALLEHNS POrPECCHPOBaHNS
TPEXCTBOPYATOr0 K/1anaKa B OTAANIEHHbIE CPOKM [10C/e 0nepaumnm.



THE RATIONALE OF THE PREVENTIVE TRICUSPID ANNULOPLASTY IN

ADULT PATIENTS WITH SEPTAL HEART DEFECTS

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-Il 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
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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 lig-
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-1l 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
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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.

KeneMi ynraitraH cy GyipekTiH nanapockonusbik HepP3KTOMUACHIHbIH

KJINHUKaJblK OKUFaCbl

Uo6parumos P.M., Ucaes O.A., Mapganos U.K.
A.H. Cbi3raHoB aTblHAaFbl YATThIK FbUIbIMU XMPYPrust OpTanbiFbl, Anmarsl, Kasakcran

AHpatna

25 XacTarbl HayKacTblH KenieMi yiirasiraH co xak OyipeKTiH ruapoHepo3abiK TDaHCGHOpMaLmsChl OOVibIHLLIA XacanFaH
1anapocKonusNbiK HEPPIKTOMUSIHLIH KITMHUKATIbIK OKUFACHI CUMNaTanFaH. AypyxaHara Tycep Ke34€ri LarsIMAaps! TypaKTb
ackasaH KbXbl/ibl, a3 KeneMzi Tamak iLUKeHHeH KeWiH acka3aHHbIH TOJy Ce3iMi, con Xak 6en aiimarbiHaarsl AUCKOMGOPT.
byvipekTiH ykeH kenemaepiHe KapamacTaH nanapcKonussibik 0Ta xacay wwewimi kabbingaHabl. OTaHblH €H MaHbI3abl
acnexTTepiniH 6ipi eH bipiHLi Tpoakapabl OpHAaTKaHAa XacCOH TeXHUKAChIH KOSiAaHy, K83 bakbinaybl acTbiHaa, ©HTKeHI
ILWEKTIH narepanbAi WeKTe TapTblaybl MyMKiH. ACTaylLaHbIH ANCCEKLUMSICHI XacanFaH COH MyHKLMS Xacabin ilWiHaeri cy
COPBUTLIN aslbIHAbI, Kenemi 51. Hepaktomus knaccukanbik Typae XacanbiHabl, 0Ta Ke3iHAeri ackbiHynapbl 60FaH XOK.

Jlanapockonuyeckas HeppaKTOMUSA TMraHTCKOW rMAPOHEePPOTNYECKON NOUKK.

KnuHunueckuit cnyyain

Uo6parumos P.M., Ucaes O.A., Mapganos U.K.
HaumoHanbHbli Hay4HbI LEeHTp xupyprim um. A.H. CbiaraHoBa, Anmartbl, KazaxcTaH

AHHOTayns

Knurnyecknii cayyaii n1anapocKonuyeckosi HepaKTOMuN y MauneHTkn 25 et ¢ 0rpOMHOV rMAPOHePPOTUHECKOI
TpaHcgopmauvesi 1€Bovi NoYku. [1py NOCTyNAEHNN NaUNeHTKa MpeabsBasaa Xano0bl Ha MOCTOSHHYIO U3XOrY, YYBCTBO
MEPENONHEHNS Xeyka npy npueme HebOoNbLIOro KOMYECTBA MULLM, ANCKOMPOPT B NOSCHULE cneBa. Hecmorps Ha
OrPOMHbIE Pa3MEPBbI M04kM, ObIIO MPUHSTO PELIEHNEe NPOBECTH N1anapockonnyeckyto onepaumnio. OfHUM 13 OCHOBHbIX
MOMEHTOB NPy onepawum bbiia ycTaHOBKA IEPBOro Tpoakapa no TexHuke Xaccona, noj Bu3yanbHbiM KOHTPOIEM, TaK Kak
Obinia BEPOSITHOCTb MOBPEXAEHNS KULIEYHVKE, KOTOpasi bbina AUCAOUMPOBaHa atepanbHo. flocne yaayHou ycTaHoBKU
TpOakapoB Oblia BbiESIEHA JIOXAHKA M C MOMOLLbIO MYHKLUM Obla acimpupoBaHa XnaKkocTb 0koo 5 1. Hegpaktomus
Obina BbIMOJIHEHA KNACCHYECKM, 683 MHTPAONEPALIMOHHBIX OCTIOXHEHUI.

MPHTW 76.29.51.

ABOUT THE AUTHORS

R.P. Ibragimov —

I ! ; i '+ -
surgeon, head of kidney transplantation,
urology and nephrology department.

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

A

I.K. Madadov — urologist, kidney
transplantation, urology and nephrology
department.

Keywords
huge, hydroneprhosis,
laparoscopy, nephrectomy.

ABTOPJIAP TYPAJIbI

P. I1. U6parumoB — yponor-TpaHciaHTo-
J10r fdpirepi, Oyvipek TpaHCnNaHTaLUmsChl,
YPONOrns XaHe He@ponorus 6eniMLWeciHiy
XETEKIICI, FbUTbIMU XeTeKLi
(rava747@mail.ru 87017472070)

A.A. Ucaes - yponor-TpaxcnnaHTonor
Japirepi, 6yApek TpaHcnaHTaumuaChl,

yponorus xakHe He@ponorns 6enimweci
(dzhanibek@issayev.com 87477218977)

HN.K. Magapgos - yponor gapirepi, 6ysipex
TPaHCINGHTALUSCBI, YPONIOIHS XaHE HEPPO-
sorus i, KiLlli FBII6IMY Kbl
(dominic89@mail.ru 87478397110)

Tyitin ce3pep
ere yikeH, cybyvipex,
J1anapockonus, HepPIKToMUS.

0B ABTOPAX

H6parumos P.11. — yponor — TpaHcnnaH-
TO/0r, 3aBeAyIOLMii OTAENEHNEM TPaHC-
[IaHTaLuy 1oYeK, yponorun n Hegpoaoruu,
PYKOBOAUTENb NCCEAO0BAHNS.
(rava747@mail.ru 87017472070)

Hcaes A.A. — yponor-tpaHcnnantonor,
OTAeNeHme TpaHCNaHTaLmuy noyex,
yponoruu 1 Hegponorum.
(dzhanibek@issayev.com 87477218977)

Mapapos U.K.— yponor, otgeneqve

TPaHCIAaHTaLNM MOYeK, yPonorun u
pponorum, i Hay'4Hblii COTDY

(dominic89@mail.ru 87478397110)

Kniouesbie cnosa
OIDOMHbIV, TVAPOHEPPO3,
J1anapockonusl, HeGPIKTOMUS.



LAPAROSCOPIC NEPHRECTOMY OF THE GIANT HYDRONEPHROTIC KIDNEY.

CASE REPORT

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

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
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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
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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 |.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.

ByﬁpeK KaHTaMbIpbl aHEBPU3MACbIHbIH ex-vivo PEKOHCTPYKLUACBIMEH XacaJiraH

Oyipek TpaHcnnaHTaumacol. KnuHukansik okura

BaiimaxaHoB B.b., U6parumos P.M., Ucaes [I.A., MapgapoB U.K., CeipbimoB XX.M.
A.H. Cbi3raHoB aTblHAaFbl YATTHIK FbUTbIMU XMPYPrust OpTanbiFbl, Anmarsl, Kasakcran

AHxpatna

ApTepusi aHeBpu3Machl 00sFaH OyipeK TPaHCINAHTAUWSIChIHBIH KIMHUKANbIK OKUFachl. 25 xacap Haykac 0i3siH
aypyxaHara Tipi TybiCKaH JJOHOPAbIK OYVpeK TPaHCMIaHTAUMUSIChIH Xacaty MakcatbiMeH kenin Tycti. OHbiH JJOHOPbI
TyFaH aHacel 60/17bl. JJoHOPAbI 0Tara AeHiHri 3epTTey OapbiChiHAA CON OyViperiHae apTepusi aHeBPU3MAChl aHbIKTANbI.
AneBpuamanbiy emuemaepi 2,0x2,0. cm 6014bl. AHEBPU3MAaHBIH KENEWEKTE XbIPTbly MYMKIHILINITI OOSFaHAbIKTaH,
JOHOPABI CakTan ajy MakcatbiMeH aHeBpu3ma 00siFraH OYVipeKTi anbim ex-Vivo PeKOHCTPYKUMSIChIH Xacay Lwelimi
Kabbinaaavlk. KovibutraH makcattap opbiHAanabl: Oyipek TpaHCINaHTaLMsIChl CaTTi OTTi XoHe A0HOPAA aHEBPU3MAaHbIH
XbIPTbIAY Kayini XOublngbl.

TpaHcnnaHTauus NOYKM ¢ aHEBPM3MOM NOYEYHOWU apTepum

ex-Vvivo pekoHcTpykuuei. KnuHnyeckuii cnyvai

BaiimaxaHoe b.B5., UGparumos P.M., Ucaes [1.A., Magapos U.K., CbipbimoB XK.M.
HauuoHanbHbIM HayyHbIN LLEHTP xupyprum um. A.H. CeisraHoBa, Anmarel, KazaxcraH

AHHOTayms

Knunnyeckuii cnyyaii nepecaku noykv ¢ aHeBPU3MOI MoYe4Ho apTepuu. [laumeHt 25 net ¢ AnarHo3om Tepmu-
HanbHas cTaausi 60e3HN 104eK MOCTYMWI B Hally KIVHUKY NS an0TPAHCINAHTALMM [T0YKN OT XUBOIO POACTBEHHOIO
JAoHopa. Ero sjoHopom BbicTynuna posHas mars. [lpu npegonepaynoHHoM obcnesoBaHuy y A0HOPa bbiia BbisSBIEHA
aHeBPU3MA CErMEHTapHOM apTepum 1eBos noykn. Paamepsi nocaenHei coctasnsiam 2,0x2,0. cm. Mbi npegnoynn cae-
n1atb 3a60p MOYKN C aHEBPU3MONI apTEPUM A MPEAOTBPALLEHUS COCYANCTBIX OCTOXHEHUI Y I0HOPA, B CBA3M C BO3-
MOXHbIM Pa3PbIBOM aHEBPU3MBbI, U IDOBECTU PEKOHCTPYKLUMIO aHEBPU3MbI €X-ViVo. Bce noctaBeHHble e Oblin [0-
CTUrHYTBI: OblNIa YCELIHO NPOBEAEHA TPAHCMNAHTALMS MOYKM U YCTDAHEH PUCK PA3PbiBa AaHEBPU3MbI Y IOHOPA.
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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 RAAis 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].
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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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Fig. 3.
Aneurysm was clipped
with metal clip at the neck

Fig. 4.
Kidney is engrafted in right
iliac fossa

References

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
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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 resuits in 100 patients who underwent laparo-
scopic cholecystectomy.

JlanapockonuunbiK X0NeLUCTIKTOMUSAAAH KEeMiHri HayKacTapAblH epTe

X9He anwak HaThxenepiHe KIMHMKaNbIK Gaxbmay

LupuHoe 3.T., lamupgosa H.A.
Akapemuk M.A. TonuybawieB aTbiHAaFbI FbIILIMIA XUPYPrust OpTanbiFbl, baky, 93ipbaiixaH

AHparna

2014-2017-wi xx. akapemuk M.A. Tonunbaiies atviiaarsl FXO-aarbl 6aybip, 6T XonAapbl XoHe Yiikbl 6e3i xupyp-
rusicel GenimiHae 1596 emaenyuwire xoneuncTonninas 00/bIHILA XONEUNCTIKTOMUS OTACI XY3€re achipbingbl. 1372
empaenyuuire (85,9%) warbiH MHBA3UBTI TEXHONOTUSIHBI KOSAAHYMEH N1anapOoCKONUs/IbIK X0NeLUUCTIKTOMUS Xacanzsl. bi3
TaHzaay KpUTEPUINIEDIHIH LIEKTEYIHCI3 NanopOoCKONUsbIK XONeUNCTIKTOMUSHBI 6Tki3reH 100 eMaenyLiHiy HaTuxenepine
3eprTey xypriagik. N1 KkecTesne Xachl XoHe XbIHbICbl O0VbIHLLIA eMAENYLLINED TOMTACTbIPbUIbIN OEPINTEH.

KnuHnyeckue HaGnoaeHns 6amxaniumx M oTaaNneHHbIX pe3ynbTaToB Yy 00NbHbIX,

nepeHecLux anapockonu4ecKyro XxoneunCcT3IKTomuio

LupuHoe 3.T., lamupgosa H.A.
HayuHbin LienTp Xupyprum umenn akapemuka M.A. Tonyy6aluesa, baky, A3epbaiigxaH

AHHOTayns

B nepuog 2014-2017 rr. B Hay4HOM LeHTpe xupyprum uMm. akag. M. A. Tonyy6alioBa B OTAENEHNN XUPY PN NEHEHH,
XENYHbIX MyTed 1 NOAXeNnyA04HOV Xenessl 1596 naumeHToB N0ABEPHINCH XONELUCTIKTOMUM IPY X0NeuncToautnase. 13
Hux 1372-ym (85,9%), nanapockonuyeckas XoneUUCTIKTOMUSI C MUHUMATbHON MHBAa3UBHOM TEXHOJOrnen. J1a cTares
MOCBSILLEHA U3YHEHUIO MOCAE0NEPaLMOHHbIX bauxanlunx U oTganeHHbix pesynstato y 100 nauneHToB, NepeHecilnx
1anapoCKOMUYECKYI0 X0NeUNCTIKTOMUIO.
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Table 1.
The classification of
patients by age and sex

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.

Under 20 1 1.0 1 1.0 >0.05 2 2.0
21-40 age 3 3.0 27 21.0 <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 21.0
Above 75 - - 1 1.0 >0.05 1 1.0
Total 20 20.0 80 88.0 100 100




Ne Name of disease Number %
1 Chronic ischemic heart disease 3 3,0
2 atherosclerotic cardiosclerosis 2 2,0
3 idiopathic hypertensia Il 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
1 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
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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Table 2.
Concomitant diseases

Fig. 1.

a) acute catarrhal
cholecystitis. Color:
Van-Gizon, magnification:
0b.20; ok.10;

b) acute phlegmonous
cholecystitis. Color:
hem-eozin, magnification:
0b.20; ok.10

Fig. 2.

Acute gangrenous
cholecystitis. Color:
Van-Gizon, magnification:
0b.20; ok.7
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Table 3.
Results of the operatione
period

Table 4.
Complications and
conversion during surgery

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-

the operatione period- min-

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.

Number of patients

utes abc %
20 15 15,0
30 20 20.0
40 33 33.0
50 21 21.0
60 7.0
70 3.0
80 1.0
total 100 100,0
- Number of patients
Ne Complications abe %
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
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Number of patient

0 licati
N Complications abe %
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
23
10
6
- | 2 1 1 1
| | |
m2 m3 4 5 6 m7 m9 m10 m13

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

Grade

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.

Number of patient

%

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 5.
Complications after
surgery

Puc. 1.
Yucno Konko-gHen

Table 6.

Long-term results

after 12 months

Note: P - the reliability of
the difference in valuation
compared to the previous
indicator
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- Table7. - Number of patient
Complications 12 months Complications
abc %
after surgery —

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

Table 8. Long-term Number of patients

Long-term results after 36

months

Evaluation

results after 24 months Evaluation abc % P
Note: P - the reliability of -
the difference in valuation | Excellent and good (there are no complaints) 79 89.8
compared to the previous | Satisfactory (there are certain complaints) 8 9.1 <0.001
indicator | Unsatisfactory (there is a need for a repeat operation) 1 1.1 <0.01
Total 88 100

We identified the number of patients with com-  disorders are prescribed conservative treatment.
plaints and the need for a repeat operation. The re- One patient, due to the presence of a subclavic
sults are shown in Table 7. trocaric hernia, after a certain period, performed

Thus, the results of patients who do not have herniotomy - alloplasty. The wound was delayed by
any complaints and feel clinically healthy have been  primary healing.
assessed by us as excellent and good in 73 patients The results of the survey questionnaire after 36
(82.98%). months are reflected in Table 9.

The results of patients with postoperative As shown un the table, the results obtained are
complaints were evaluated satisfactorily in 12  satisfactory after 3 years. So, in comparison with
patients (13.6%). These patients and before the  the results after 12 months, the results were excel-
operation suffered from chronic pancreatitis, lent and well improved in 10%, satisfactory in 45%,
erosive gastroduodenitis, DQBD hernia reflux  unsatisfactory results were not noted.
esophagitis and after surgery received conserva-
tive treatment. Conclusion

The results of patients who were diagnosed with The incidence of cholelithiasis in women com-
postoperative hernia and residual choledocholi-  pared with men is 1: 4, 20 men (20%), 80 women
thiasis as «unsatisfactory» were noted in 3 patients ~ (80%). All patients (100%) were: ECG, ultrasound,
(3.4%) with unsatisfactory results. Troakarnye her-  thoracic R-scopy, 8 patients (8%) CT and MRI, 74
nias after LHE surgery are found only in the case patients (74%) contrasting P-scopy of the diges-
of removal of the gallbladder through a sub-groove tive tract, 26 patients (26%) video fibro esopha-
incision. gogastroduodenoscopy, and also the definition of

In 1 patient with postoperative hernia, repeated HP and Ph.
surgery was performed and «In Lay» alloplasty, and As a result, 42 concomitant diseases occur in
in the patient with residual choledocholithiasis, the 42 patients (42%).
endoscopic RPST was performed and stones were The diagnosis was confirmed: in 62 patients
withdrawn. (62%) chronic calculous cholecystitis, in 38 pa-

The results of the survey after 24 months are  tients acute calculous cholecystitis (38%). A
reflected in Table 8. pathohistological examination of the gallbladder of

Patients with complaints and the presence of  patients with acute calculous cholecystitis was per-
the need for surgery were invited to the clinic and  formed, and the following changes were observed
examined. Patients with the syndrome of digestive in the examination: 12 patients (31.5%) catarrhal,

Table 9.

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
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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.
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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 Albendazol were used. Methods for reducing traumatic operations are sug-
gested.
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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
Iung 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 a 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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Figure 1.

Patient P., 25 years old.
Chest X-ray before treat-
ment with Albendazol.

Figure 2.

Patient P., 27 years

old. Two years after the
course of treatment with
Albendazol. Screen with a
computerized tomography
of the chest.

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 Albendazol. 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-
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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
Albendazol, 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 Albendazol gave a positive ef-
fect. Two years after the start of treatment with
Albendazol 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).

Conclusion

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
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COBbbITUS LUEHTPA

KOHOEPEHLUA «GASTROINTESTINAL ENDOSCOPY:
NEW ERA, ALMATY 2018»

29 - 30 nioHsa 2018 r. B AO «HHLX um. A.H. Cbi3raHoBa» npo-
wna koHdepeHuus no rmbkoit BHYTPUNPOCBETHOW IHAOCKOMUK
«Gastrointestinal endoscopy: New Era, Almaty 2018».

B koHdepeHUmMn NpUHANKM yyacTue 3KCNepTbl N0 OnepaTMBHOIA
aHpockonun CmuproB A.A. (r. CankT-TeTepbypr, Poccuiickas ®e-
nepaums) n KeH Oxata (r. Tokno, AnoHus).

BHyTpunpoceeTHas rmbkas 3HAOCKONWS SBASETCS 30/10TbiM
CTaHAApPTOM ANarHOCTHKM XENYA0YHO-KNLLIEYHOTO TPakTa. B coBpe-
MEHHOM MUPE 3HA0CKONMS AANEKO BbilLNa 3a pamkit 00bIYHOI ana-
FHOCTMYECKOW Npoueaypsbl, 3aiaBas TeM CaMblM HOBbIE CTAaHAAPTbI
B MUHWWHBA3WUBHOW Xxupyprun. Mimes B CBOEM apCeHane BbiCOKO-
TEXHONOMMYHOe 000pYyLOBaHNE U MHCTPYMEHTApPUK, B HacTosllee
BPEMS$ BO3MOXHO BbIMOJIHEHME CNOXHEILMX onepawuuii Ha opraHax
XENYAYHO-KMNLIEYHOTO TpaKTa Yepes3 eCTeCTBEHHbIE OTBEPCTUS W
C MMHUMaNbHOI TpaBmoi. CTano BO3MOXHbIM 3HAOCKOMMYECKOe
neyeHne MHorux 3aboneBaHUit Xenyao4yHO-KMILEYHOTO TpakTa,

KOTOPbIE NPU TPAAULIMOHHOW XMPYPruM COMPOBOXAAIOTCS BbICO-
KO/ TPAaBMaTUYHOCTbIO M OCNOXHEHWSIMW. Bce 31O CylieCTBEHHO
MOBbILIAET KAYECTBO XM3HW YEN0BeKa M MUHUMU3UPYET PUCKN €ro
MHBaAMAN3aLuu,

Llenb KoHdepeHUMn — BHeApeHNe B NPaKTUKY LEHTPa BHYTPU-
MPOCBETHBIX 3HA0CKONMYECKMX OnepaLyii.

B TeueHue ABYX AHeit BLINONHEHO 12 onepauuii U NpoYMTaHo 5
nekumii. Kaxapliin 3 NpoKTOPOB NMPOAEMOHCTPUPOBAN CBOMN BbICO-
Knii NpodeccrnoHann3mM, YHUKaNbHYK TEXHUKY U MacTepcTBo. Bbl-
MONHANMCb 3HA0CKONMYECKas NOACAU3NCTAs AUCCEKLMUS BEPXHErO
n HuxHero XKT, nopcnuanctas TyHHENbHAas 3HA0CKONMYEcKas
Anccekums, nepopanbHas 3HA0CKONMYeckas MMOTOMMS, 3HLOCKO-
MUYeckes cenTukotTommns auBeptukyna LieHkepa u ap. MpoumTaHbl
MHTEPECHEeMILINE NEKLUWN O TEXHUKE U METOAAX BbIMONHEHNUS NOA-
CNIM3NCTOI TYHHENbHOWM 3HA0CKONMYECKOW Pe3eKLun, TYHHENbHBIX
JUCCEKLMEX U NepOpanbHON 3HAOCKONUYECKON MUOTOMUM,
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MACTEP-KJIACC HA TEMY: «TPAHCAHAJIbHAS
AONMNJNEP-KOHTPOJINPYEMAS AE3APTEPU3ALUA
FEMOPPOUJAJIbHBIX Y3J10B C MYKONEKCUEWN
C NPUMEHEHUEM BECMPOBOAHOIO AOMMJIEP-
OMEPALWOHHOIO KOMNJEKCA WI-3 HAL-RAR TRILOGY»

17 aBrycta 2018 roga B AO «HaumoHanbHbIA HayyHbIl LLEHTP
xupyprum um. A.H. CbidraHoBa» NpoLwen mactep-knacc Ha Temy:
«TpaHcaHanbHas  nonniep-KOHTponupyemas  [e3aptepusauus
reMoppouaanbHbIX Y3l0B C MYKOMEKCMel ¢ npumeHeHuem bHec-
NPOBOAHOrO Aonnnep-onepaunoHHoro komnaekca Wi-3 HAL-RAR
TRILOGY».

[ng npoBeaeHns mactep-knacca npurnaweH K.M.H., Xupypr-
NPOKTONOr BbICLUEW KaTeropuu, 3aBeaytolunii LeHTpa ambynarop-
Hoit kononpoktonoruu KT Ha MXB «[opoackas 6onbHuua Ne1» r.
AcTaHbl TaH Jleonnpg Bnagumuposuy.

Jlurnposanue remoppomnaansHeix aptepuii (HAL - hemorroidal
artery ligation) n pektoaHansHoe BoccTaHasnenue (RAR - recto
anal repair) - MykOnekcus WWMPOKO PacnpOCTPaHEH B CTpaHax 3a-
naja u SBSeTCS MHHOBALMOHHBIM METOAO0M, KOTOPLIA MMEET psf,
CYLLLECTBEHHbIX NPeUMYyLLLECTB Haf, TPAAULIMOHHON FreMOPPONIIKTO-
mueit no Munnurany-Moprany:

— onepaums SBASETCS WaaaLEn U MaNOUHBA3WNBHOIA;

— remoppouaanbHble y3nbl He YAansaoTCcs, BMECTO 3TO NPOM3BO-
JONTCS IMTMPOBAHKUE M NNGTHUHT, T.e. He HapyLWalTCs Cuau-
CTbl€ TKaHU;

— MauMeHT He UCMbITLIBAET CUITbHbIX OONEBbLIX OLLYLLEHUIA;

— KOpOTKMiA CPOK peabunutauumn: nauyueHTbl MOryT BEPHYThCS K
pabote yepes 2-3 fHsa nocne onepawuu.

HAL - AHockon, 000pyAoOBaHHbI AONNEPOBCKUM AATYUKOM
BBOASAT B NPAMYIO KWLUKY U Ha ry6uHe 6-8 cm Becb kOMMNNEKC Bpa-

LWAIOT AN NOUCKa TEPMUHANBHBIX BETBE BEPXHEN NPSMOKMLLEY-
HOW apTepum (remoppouaanbHbix aptepuid). lonnepoBCKuii curHan
U3 CMUKepa yka3biBaeT Ha MECTOMONOXEHME, @ YPOBEHb MPOMKO-
CTW Ha mMyOUHY W NPOEKLMI0 PacnoNoXeHUs reMoppOUAaNbHOIA
aptepuu. Mpn nomowm nurnogepxarens, NpoTankMBaTens y3nos u
paccacbiBalOLLEro WOBHOr0 Matepuana, Nnpou3BoAsST IMMPOBaHNE
06HapyXeHHO reMoppoUAaNbLHOIi apTepuu.

RAR - B ciyyae xpoHuyeckoro remoppos 3-4-i ctenexu ¢ npo-
nancom Ciu3NCTON BMeCTe C reMOppouaanbHBIMU y3namu Huxe
aHaNbHOTO KONbLA B MOCAEAYIOLEM MPOBOAAT MYKOMEKCMIO Mpu
NOMOLLYM aHOCKONA NYTEM HANOXEHUS «IKOPHOTO» LIBA C 3aXBATOM
MbILLEYHOTO CNIOSI CTEHKW MPSIMOIA KUWKM Ha rybuHe 4-6 cm oOT
3ybuatoin amHuM. [lanee, UCNONb3ys NUraTypy «sKOPHOTo» LWBA, B
HanpaeneHuu 3y6yatoit nuHumM (He poxoas oo nocneaHen 0,5-0,8
CM) C 3aXBaTOM C/M3MCTOI HaKNafbIBAtOT HENPepbIBHbIA 0OBMBHO
WwoB (0T 4 n0 8 CTEXKOB) HA AUNATUPOBAHHYIO COCYAMCTYIO TKaHb
reMOPPOVAANLHOTO CrneTeHns. KoHLbl HUTW NOATAMMBALOT, U COOU-
pas CAM3UCTYIO B CKNaAKu, 3aBA3bIBAIOT.

B pamkax mactep-knacca npoonepupoBaHbl 2 nauueHTa ¢
XpOHMYeckumu ¢opmamm remoppost 2-3 CTeneHu C XOpOLIUM
HEMoCPeACTBEHHbIM pe3ynbTaToM. B macTtep-knacce npuHsnm
yyacTue Bcero 26 cneumanucToB n3 pernoHos Kasaxcrana (r. An-
matbl, AmaruHckas 0b6nactb, r. Tapas, Xambuinckas 06nacts, T.
LWeimkeHT, TypkecTaHckas 061aCTb), BCEM BbljaHbl CEPTUQMKATHI
y4yacTHuKa.




COBbbITUS LUEHTPA

MACTEP-KJIACC HA TEMY:
«YJIbTPASBYKOBASA ANATHOCTUKA MNMATOJIOTUNU
COCYA0B HNXHUX KOHEYHOCTEWN»

16 wions 2018 roga otaeneHuem nyyeBon amarHoctukn AQ
«HHUX um. A.H. Cbi3raHoBa» COMIacHO NPOTOKONLHOMY Mopyye-
HUI0 3acefaHusg Pecny6ankaHckoro Wwraba no NPUHATUIO HEOTNOX-
HbIX MEP N0 CHWKEHMIO MATEPUHCKOW 1 MNAfEHYeCKOi CMEPTHOCTH
Obi1 NPOBEAEH MAcTep-KNacc Ha Temy: «YnbTpa3BykoBasl AuarHo-
CTWKA NATONOMUK COCYA0B HUXHUX KOHEYHOCTEN» C y4acTUEM Che-
umanucta Y3[, n.M.H., npodeccopa MyxameaxaHoBa Mcnambeka
Xapxuak6aposuya (ML, YAN, r. AcTaHa).

lporpamma mMactep-knacca coctosna u3 AByx Yacreii - Teope-
TU4ECKOMN M NPAKTUYECKOIA.

B TeopeTnyeckyto 4acTb Obin BKAKOYEHbI IEKLMN NO:

— Y3 aHatoMun 1 MeTOAMKE UCCNEef0BaHMS COCYLOB HUXHUX KO-
HEYHOCTEN.

— 3xorpaduyeckoii kapTuHe NpyU BapUKO3HOIK OONE3HKU BEH U
nocTpoM60hnedUTUYECKOM CUHLPOME.

— @HrMOCKaHMPOBaHMIO 3a60NeBaHUIT apTePUiA HUXHUX KOHEY-
HOCTEA.

— anddepeHumnanbHoiA AMarHoCTUKN O0TEKOB KOHEYHOCTEN.

—  CNOXHBIM Cy4asiM NP1 UCCNEeL0BaHUN BEHO3HbLIX COCYAOB.
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Bo Bpems npakTnyeckoi yacTu caywarendm AeMOHCTPMPOBa-
NIUCb NALMEHTLI C BApUKO3HOI 60NE3HbI0 BEH W aTepPOCKNEPO30M
apTepuii HUKXHUX KOHEYHOCTEN C OLLeHKOI-MHTEepnpeTaLuen Konm-
YECTBEHHbIX W KA4YeCTBEHHbIX nokasatenen reMoaMHaMukn. Takxe
Ha BOJIOHTepe OblNa MokasaHa METOAMKA WCCNefiOBaHWe COCYAO0B
HWKHUX KOHEYHOCTEN B HOPME.

Ha wmactep-knacce npucytcteoBann 30 cnywartenen-Bpayei
YNbTPA3BYKOBOI ANArHOCTUKM rOPOACKMX BonbHuu, . Anmartbl, An-
MaTUHCKOIA, Kbl3bITOpAMHCKOM 1 AKMONMHCKOM obnacTeii.

Mo 3aBeplieHnio mMacTep-knacca Caylwarenu noay4umnu cep-
Tudukatbl, a 0060 aKTUBHBIM NPOdECccop BPy4Mn MOHOrpaduio
«YNbTPa3BykOBOE aHrMOCKAHUPOBAHUE BEH HUXHUX KOHEYHO-
cTen».




CObbITUS LUEHTPA

YYACTUE B 18TH WORLD
GASTROENTEROLOGIST SUMMIT,
. OKJIEHA, HOBAS 3EJIAHAUA

C 07 no 08 ceHtabps 2018 roma B ropome OkneHp (Hosas
3enanaus) npowen 18th World Gastroenterologist Summit, B
paboTe KOTOPOro NpUHANA y4acTue Bpay-neauarp, MnaaLwnii Ha-
YYHbIW COTPYAHUK OTAENEHWUS TOPAKaNbHON W AETCKOW XUPYpruun
HHLX um. A.H. Cbi3araHoBa EpumoBa Hasupa XonpbibaesHa. Ona
cAenana yCTHbliA aoknaf Ha Temy: «Haw onbiT NPOPUNAKTUKM U
NEYEHNS LIMTOMEranoBMPYCHOW MHbEKUUN Y AeTeil fo- 1 nocne
nepecajku NevyeHmu»,

B pamkax KoHdbepeHLmn 6bin opraHu3oBaH workshop Ha Temy:
«Actual problems of gastroenterology and hepatology», B xoae
KOTOPOro 06CyXxaanucb BONPOCk 0COOEHHOCTEN MMMYHHON CW-
CTeMbl U1 UMMYHHOTO OTBETA HA PA3NINYHbIE AHTUTEHbI Y AETEN NO-
CNle TPaHCNNaHTaLMN NeYeHu.

TemaTuka 06CyxJaemblx BONPOCOB Ha KOHpEPEeHLUN: nekap-
cTBa U 3a00NEBAHNS XENYL0YHO-KMILEYHOTO TpakTa, 3HA0CKONMS
XENYL0YHO-KNLIEYHOTO TPAKTa; Neamarpuyeckas raCTpOHEBPONO-
rus, pedniokcHas 6onesHb NULLEBOAA, A3Ba Xenyaka, aHao Y3U,
XENYLOYHO-KNLIEYHbIE KPOBOTEYEHMS, XENYHbIA MaHKpeaTuT, Xe-
NYA0YHO-KMLIEYHAS UMMYHONOIMS, raCcTPOMHTECTUHANbHAS OHKO-
norusi, CUHAPOM Pa3APAXEHHOI TONCTON KULIKK, LMPPO3 MEYeHH,
XENYLOYHO-KNLIEYHAS XUPYPrus, aHOPEKTaNbHbIE PACCTPOIACTBA M
HEMPOracTpO3HTEPONOTNS.

B 18 th World Gastroenterologist Summit npunsin 6onee 300
y4acTHMKoB 13 50 cTpaH.

B pamkax koHbepeHUun ocyLLecTBASNCS 0OMEH OnbITOM 1 06-
CYX/[EHWE aKTyanbHbIX BONPOCOB B Cdepe AETCKOI racTpOIHTEPO-
norumM, renatoaorum U TPaHCMIAHTO-
noruu.

Haw onbliT noateBepxaaeT posb
umtomeranosmpycHoin (LLMB) mHdpek-
LMK B pa3BuTMK OMIMapHON aTpesunm
¢ $opMMpOBaHMEM LMPPO3a NEYEHM
u TpebyeT amekBaTHOr0 HabnoaeHUs
nocne TpaHCNAaHTaLUK NeYeHN.

Ha cerogHs eAMHCTBEHHbIM METO-
oM neyenuns UMB mudpexkuum n LUMB
3aboneBaHns ABNAOTCS NPOTUBOBU-
pyCHble npenaparbl Kak BasraHLMKN0-
BUP, TaHUMKNOBUP, UMMYHOMOOYANH
npotus LUMB. B cnydasx Headpdek-
TUBHOCTM MOHOTEPANMM MOXHO KOM-
OMHMpOBaTL NPOTUBOBMPYCHBINA Npe-
napar ¢ MMMyHOrMo6yIMHOM NPOTUB
LIMB.

Mpn pe3uctentHon ¢opme LIMB
npenapatom Bbibopa sBnsieTcs ¢o-
ckapHeT. [pu pa3BuTK yrpoxaroLLen

NeiikoneHun npu OAHOBPEMEHHOM Ha3HAYeHMM MUKOGDEHONAToB,
BaNraHLUMKNOBMPA U KO-TPUMOKCA30/1a KOPPEKLMIO 103 UK OTMEHY
npenapara cneayeTt NPoBECTU MHAUBMAYANLHO C YYETOM COOTHO-
LIEHUS PUCKOB OTTOPXEHUS W PA3BUTUSA NHOEKLIMOHHBIX OCNOXHE-
HUIA.
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TPEBOBAHUSA
ANA ABTOPOB XXYPHAJIA
«BECTHUK XUPYPTUN KASAXCTAHA»

YBaxaemblie aBTopbI!

C 1 anpens 2018 roga Bce cTaTb¥ Ha Ny0NAMKALMIO MPUHUMAIOTCS HA FOCYAAPCTBEHHOM MM PYCCKOM A3blKax ¢ 00s3a-
TeNbHbIM NEPEeBOAOM BCEil CTaTbl Ha aHMNIACKUI 93biK. CTaTbn 6€3 Bepcumn Ha aHMMUIACKOM S3biKe GYAYT OTKNOHEHbI.

Takxe yuutbiBas TpeboBaHus KoncynoratuBHoli Komuccueit (CSAB) Scopus 06 uHTepHauuoOHan13auumu aBTopoB n ay-
AVTOPUM pepKosIerns XypHanoB peKoMeHAYIoT ny6aukoBaTb CTaTbk B COABTOPCTBE C Y4EHbIMU AanbHEro u 0smxHero 3a-

pyoexbs.

B xypHane nybnukyloTCS Hay4Hble CTaTbM M 3aMETKMW, 3KC-
npecc-coobLLeHns 0 peaynbrarax Uccnes0BaHuii B pasnuyHblx 06-
NacTX CTECTBEHHO-TEXHUYECKMX U 0OLLECTBEHHbLIX HAYK.

PeweHne o nybnukauum npuHUMaeTcs pefakuUoHHON konne-
el XypHana nocne peLeH3npoBaHus, YuuTbiBas HayyHyIo 3Hauu-
MOCTb W aKTyanbHOCTb NpPeACTaBneHHbIX Matepuanos. Ctatbu, OT-
KJIOHEHHbIE PefaKLLMOHHOM KONEreil, NoBTOPHO HE NPUHUMAIOTCS
U He paccmarpusaiotcs. Pykonucu, opopmieHHble He no npasu-
nam, BO3BPALLAIOTCS aBTopam 6e3 pacCMOTPEeHuS.

Pykonuch HanpasnseTcs Ha OT3bIB YNeHy PeaKonner U 0gHOMY
13 YKa3aHHbIX PELLEH3EHTOB; B CMIOPHBIX CITy4asiX M0 YCMOTPEHMIO Pea-
KONIErM MPUBNEKAIOTCS LOMNONHUTENbHBIE PELEH3EHTbI; HA OCHOBA-
HWUM 3KCNEPTHLIX 3aKIIOYEHU PEAKONNIErns ONpeaenseT AaNbHeLLYo
cyabby pykonucu: NpuHaTUE K NyOnMKkauum B NPEACTaBNEHHOM BUAE,
HeoBXoaMMOCTb J0opaboTKv UK OTKNOHEHKe. B cnyyae Heobxoaumo-
CTM pyKOMMUCb HaNpaBnsieTcst aBTopam Ha JopaboTky no 3amMeyaHusm
PELeH3EHTOB 1 PEAAKTOPOB, MOC/E Yero OHa MOBTOPHO PeLieH3npy-
€1Cs, U PeSKoNserys BHOBb PELIaeT BONPOC O NPUEMNEMOCTU PYKO-
nucy ans nybnukaumm. MepepaboTaHHas pykonuch LOMXHAs ObiTb
BO3BpaLLieHa B PefakuMIo B TRYEHWE MecaLa nocne nosyyeHus asTo-
pamu 0T3bIBOB; B NPOTUBHOM Cilyyae PyKOMUCb PAacCMATp1BaeTCs Kak
BHOBb MOCTYNWBLLAS. Pykonucb, NonyyusLLas HeLOCTaTO4HO BbICOKUE
OLIEHKM NPU PeL,eH3NPOoBaHnU, OTKIIOHSETCS Kak He COOTBETCTBYHOLLAs
YPOBHIO Unu npodunio nybnukauuin xypHana.

ABTOpbI HECYT OTBETCTBEHHOCTb 3a [LOCTOBEPHOCTb M 3HAYU-
MOCTb HAy4HbIX PE3y/bTaToB W aKTyalbHOCTb HAY4HOro comepxa-
Hus pabot. He ponyckaetcs MJIATUAT — ymbllwneHHo coseplua-
eMoe (U3NYECKMM JIMLOM HE3aKOHHOE WCMOMb30BaHME YYXOro
TBOPYECKOr0 TPyAa, C LOBEAEHWUEM L0 APYIUX JIULL IOXHbIX CBEAe-
HWii 0 cebe Kak 0 AeliCTBMTENIbHOM aBTopE.

Pepakums npuHMMaeT Ha pacCMOTPEHME PYKOMUCK Ha Kasax-
CKOM, PYCCKOM W aHITIMIACKOM $3blKax, MpuCiaHHble Yepes opuum-
anbHblii cant xypHana www.vhk.kz.

Marepuan cratbu — TEKCT, BK/IIO4as PE3OMe Ha Ka3axCKoM,
PYCCKOM W @HMWUIACKOM 93blkax, CMMCOK JIUTEPATYPLI, PUCYHKK,
noanucu K pucyHkam u Tabnuubl, opopmnisietcs ogHUM daiinom;
LOMOJIHUTESNBHO KaXAbIA PUCYHOK 0HOPMASETCS B BULE OTAENLHOMO
daitna. Ecnu nepecbinaemblii Matepuan Bennk no o6bemy, cnegy-
€T UCN0/b30BaTb NPOrpamMsl A1 apxmMBMpoBaHns. Bee cTpaHuubl
pyKonucw, B TOM Yucne Tabauubl, CNUCOK NUTEPATYpbl, PUCYHKN W
MOANUCHU K HUM, ClieayeT NPOHYMEpOoBaThb.

MpeacTaBneHHbie Ans onyb6aukoBaHUS Matepuansl [AOMXHbI
YO0BNETBOPATL CeAyiownM TpeboBaHmsM:

1. CopepxaTb pes3ynbTathl OPUTMHAMBHBIX HAY4YHbIX MCCNEnO-
BaHWiA No akTyanbHbIM npobnemam B 06nactu ¢Guamku, ma-
TEMATMKN, MEXaHWKK, MHOOPMATMKKM, BUONOrU, MEAULIMHBI,
reonornm, XMMnu, 3K0N0rMm, 06LLECTBEHHBIX U TYMaHUTaPHbIX
HayK, paHee He onybMKOBaHHbIE U He MpefHa3HAYeHHbIE K
nybnukauun B Apyrux mapanusx. CtaTbs CONPOBOXAAETCS
pa3peLueHneM Ha ony6aMKOBaHWE OT YYPEXAEHNS, B KOTOPOM
BbINOSHEHO UCCNEA0BAHMUE.

2. Pa3amep crarbn 7-10 cTpaHuy (cTatbi 0630pHOM0 Xapaktepa
— 15-20 cTp.), BKIKOYAs QHHOTALMIO B Hayane CTaTbu nepen
OCHOBHbIM TEKCTOM, KOTOpasi [OMXHA OTpaxatb uenb pabotel,
MEeTOZ UM METOZO0NOMMI0 NPOBEfEHUs paboTel, pe3ynbTaTkl pa-
00Tbl, 061aCTb NPUMEHEHNS PE3YNLTATOB, BLIBOAHI (AHHOTaLMS
He meHee 20 npeanoxenuin (150»300 cnos) - (Ha aHMUIACKOM
A3blke) Yepe3 1 KOMMbIOTEPHBIA MHTEPBAN), TABNNLIBI, PUCYHKK,
CNUCOK NTepaTyphbl (4epes3 1 KOMMbIOTEPHLIIA UHTEPBAJ, pa3Mep
wpudta — 14), HaneyaraHHbix B pepakrope Word, wpudrtom
Times New Roman, nonsi — BepxHee u HuxHee — 2 CM, NEBOE
-3 cm, npasoe —1,5 cm. Konnyectso pucyHkos — 5-10.

CTpykTypa [OnXHAa COOTBETCTBOBATb MEXAYHAPOAHOW op-
myne IMRAD, rge | — introduction (Bctynneuue), M — Methods
(metogsl), R — Results (uccneposanue), A — u, D — conclusion+
discussion (3akntoueHne, 06CyxaeHNe pe3ynbTaToB U BLIBOABI).

Hassanne - OtobpaxaeT cyTb pabotsl - Kpatkoe - be3 ab-
Opesuartyp.

Heobxoaumo odmumanbHo 3akpenuTb Ha3BaHMe OpraHM3auui
Ha aHMNIICKOM 1 COKpaLLEeHne

Pestome - CTpykTypupoBaHo - be3 abbpesuartyp - lNepepaer
CTPYKTYpY CTaTbn — 3a4yem (akTyanbHOCTb) — Kakumu metogamn?
— Y10 nonyyeHo — Kak 310 u3mMeHuno kaptuHy sHauuin. UmeHHo
€ro YMTaloT B NEPBYI0 04Yepefpb, TONbKO XOPOLIee Pe3tloMe MOXET
NpuBIeYyb BHUMaHue!

BcTynnenne - AkTyansHocTb paboThl - Kakas 3ajaya nocras-
nexa - lMouemy

Metoabl - lepeuncneHue - Ecnu M3BECTHbIE - AaTb CCbUIKY
- Ecnu mogmduumposanm — ykasatb kak + OnucbiBaTb Tak 4To 6
mMormnu noeToputh * Cratuctuka!

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



UnnocTpupyoTcs MUHUManbHO He0BX0AMMbIMU CBOAHLIMU AAHHbI-
MU (MCXOAHbLIE MOTYT ObITb B JONONHUTENbHBIX MaTepuanax)

06cyxaenus « He noeTopsTth pesynbtathl + ConoctaButh no-
NYYEHHbIE aHHbIE C UMeroLmmMucs - O6CYaMTb BO3MOXHbIE NpU-
YWHbI U CNEACTBUS

®yHkumMmM cnucka nutepatypbl: + AprymMeHTMpoBaTh uaew -
ConoctaBuTb C cyllecTBytoWmUMI aHanoramn - 0603HaYMTb MECTO
JlaHHOrO uccnepfoBaHns - M3bexartb nnaruata - [ns XypHana
YYEHOr0 = Npu3HaHue + 4acTto ykasaHbl TONbKO COOCTBEHHbIE pa-
00Tbl MW OYeHb CTapble (CaMoLMTUPOBaHWE A0MYCKAETCS TONbKO
10-15% ot o6wiero cnmcka nuteparypsl) - Kouylowme owmnbkm

Pasnuyaitte « Ccbinku + Cnucok nutepatypsbl « bubauorpadus

Yto moryT uutmpoBatb + KHuru, (MoHorpaduu, massl) + Cra-
TbW Hay4HbIX XypHanoB * Matepuansl kKoHpepeHumin - MateHTsl -
Incceptauum + HeonybnukoBaHHble aaHHbie + CMU + Beb pecyp-
cbl (npoTokonbl, BeO cTpaHuuku) UCTOYHMK [ONXeH OblTb Hafex-
HbIM W IETKO AOCTYMHBIM.

CraTbsl HAUMHAETCA Ha AHIMMIACKOM fA3bike. B Hayane, nocepeanHe
CTPaHWUpbl, MAET Ha3BaHWe CTaTbu NPOMUCHBLIMU XMPHBIMK OyKBaMM,
Ha3BaHWe CTaTbi AOMKHO ObITb KOPOTKMM 1 EMKUM, COMIACHO NpoBe-
JEHHOro aHanm3a okono 30-40 CMMBOMOB HA QHIMUIACKOM S3bIKE.

[Janee Ha cneayolLeid CTPOYKe — WHULMANbI U pamuamn aBTopoB
00bIYHBIM XMPHbIM WPKUGTOM, 3aTEM Ha CEAYIOLLEN CTPOYKe — Ha3Ba-
HWe opraHu3auun(wii), B KOTOPOI BbINONHEHA paboTa, ropof, CTpaHa,
3aTeM Ha HOBOIA CTpouKe — aapeca E-mail aBTopos. C kpacHoi CTPOKu
ugyT Kntoyesole cosa (Key words), a Ha HOBOI CTPOYke — cama aH-
HoTaums (Abstract — He menee 150 v 6onee 300 cnos).

[anee, nocne oTOUBKM OAHOW CTPOKU, HAYMHAETCS HA PYCCKOM
a3blke. B Havane ctatbu BBEPXY CNneBa Cnepyet ykasaTb MHAEKC
YAK, MPHTMU.

3atem, nocepeayHe CTpaHuLbI, NUwWweTcs: 1) Ha3BaHue CTaTby;
2) aBTOPbLI; 3) HA3BAHNE OpraHU3aLnu; C KPAcHo cTpoku — Knio-
yeBble CNOBA, 3aTeM — AHHOTaums (odopmneHune WpudToB, Kak
Ha QHITIMIACKOM S3bIKE).

OtbuBaeM OfIHY CTPOKY U HauMHaeTcs cama cTatba. Cnenom
3a cTaTbeil uaet cnucok Jiuteparypol. CCbinku HA NIUTEPATYPHbIE
MCTOYHMKM AatoTes umudpamu B NpsMbIx ckobkax no Mepe ynomu-
HaHug (He meHee 20).

Ons kaxpoit ctatbm obGasarenen DOI (Digital Object
Identifier) - ato undpoesoii napeHTudukatop nokymenta. DOI Bbi-
NONHSET GYHKLUMIO rMNEepPCChIIKM, KOTOpas BCEraa NOMOraeT Haii-
TW HYXHbIA JJOKYMEHT, faxe eCnu CaiTt, rae OH Haxoouncs paqee,
Obin BNOCNEACTBUN M3MeHeH. bnarogaps aTomy MHAEKCY MOMCK
HayyYHOI nHpopmauuu B MiHTepHeTe cTtan npolue n adpdekTusHee.
Kaxpoe n3nanue, XypHan pasmellaeTt Ha CBOMX BeO-CTpaHMLax B
WHTEPHETE, KaK Tekylue, Tak U apXMBHbIE HOMepa, U MaTtepuanbl.
Takum 00pa3om, B OTKPLITOM JOCTYNe MOXHO YBULAETb Pe3toMe,
KOTOpbIE BKNOYAIOT B Ce0s Ha3BaHue CTaTbi, Gamunuio, uMs, ot-
YeCTBO aBTOPA, aHHOTALMIO W KKOYEBLIE CNOBA, MECTO BbINOHE-
HWS paboTbl, @ TaKXe BbIXOAHbIE AaHHbIE OMYONMKOBAHHbIX CTaTel
(HasBaHue xypHana, rog usfaHus, ToM, HOMep, CTpaHuLa).

Cnucok nutepatypbl opopmasieTcs cneayowmm oopasom:

B ccbinkax Ha kHuru ykasbiaetcst ISBN (10- unu 13-3HauHblif).
CokpalLatoTcs Ha3BaHS TONBKO TEX XYPHAIOB, KOTOPbIE YKasaHsl: http://
images.webofknowledge.com/WOK46/help/WOS/0-9 abrvijt.html.

[lns BCex CCbUTOK Ha CTaTby, ONY6NMKOBAHHLIE B MEXAYHAPOA-
HbIX peLeH3MpyeMblX XypHanax cnegyeT ykasoiBath DOI (Digital
Object Identifier). DOI yka3biBatotcs B PDF Bepcun ctatbu u/unu
Ha OCHOBHOMN WHTEPHET-CTPaHULLE CTaTbU, TAKXE MOXHO BOCMONb-
3oBarbcs cuctemoin moucka CrossRef: http://www.crossref.org/
guestquery/. Huxe npusoagarca npumepbl 0GpOPMAEHUS CCbIOK:

Cratbsl B MEXAYHAPOAHOM XypHane:

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

CrtaTtbsi B pyCCKOSI3bIY4HOM XYpPHane, He UMeIoLLas aHmos-
3bl4HOIA BEpCUU:

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

KHuru:

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

Marepuanbl KOHpepeHuun:

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

NateHTbl:

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

Cranpaptbl, FOCTbi:

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

Ha caitte http://www.translit.ru/ moxHo 6ecnnatHo BOCNOMb30-
BaTbCS NPOrpamMOoil TpaHcaMTepaLumn Pycckoro Tekcta B natuHu-
Ly, NCNOAb3ys pas3nuyHble cucTembl. Mporpamma o4eHb NpocTas,
€€ N1erko MCronb30BaTh ANg roToBbIX CChiNoK. K npumepy, Bbibpas
BapuaHT cuctembl bubnuoteku Konrpecca CLUA (LC), mbl nony-
yaem m3obpaxeHue Bcex BYKBEHHLIX COOTBETCTBUIA. BcTaensiem B
cnevuuanbHoe None Bech TeKCT bnbnnorpadum Ha pycCKOM S3bike 1
HaXMMaeM KHOMKY «B TPAHCUT».

B KOHLUe cTaTby AaeTcs pe3toMe Ha KasaxckoM a3bike. Odopm-
NFETCS aHaNoOrMyHo Pycckomy BapuaHTy. flocepeanHe CTPaHMUpI
nuiietcs: 1) Ha3BaHWe cTaTby; 2) aBTOPbI; 3) HA3BaHWe opraHmaa-
Lmu; ¢ kpacHom cTpoku — Tipek ce3aep, nocine — AHHOTaLus.

MocnenHss cTpaHuua NOLMUCHIBAETCS BCEMU aBTOpamu, CTa-
BUTCS AaTa.

3. CtaTby NyONMKYIOTCA HA QHINMIACKOM S3bIKE.

4. B cnyyae nepepaboTku CTaTbk N0 Npocbbe peaakuuoHHO
KOnnerun XypHana fatoi NoCTynneHns CYUTaeTCs fata noayyeHus
pefakumen OKOHYaTEeNbHOrO BapuaHta. Ecnn cTathsl OTKNOHEHa,
pefakums coxpaHseT 3a co60i NpaBo He BECTW AMCKYCCUIO N0 MO-
TMBaM OTKNOHEHUS.

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



