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

\a

y

N2 1 (58) 2019

KASAKCTAH XUPYPITUACDIHbIH
XABAPLWbICDHI

BECTHUK XUPYPTUW
KASAXCTAHA

BULLETIN OF SURGERY
IN KAZAKHSTAN

AJIMATbI /ALMATY



N2 1 (58) 2019
Wapaetcs ¢ 2005 r.

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

BAC PELAKTOP

KA3AKCTAH XUPYPTUs XABAPLLbICbI
BECTHUK XUPYPTUN KASAXCTAHA
BULLETIN OF SURGERY IN KAZAKHSTAN

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

IMABHbIW PEJAKTOP

EDITOR IN CHIEF

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

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

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

Mypapgos M.U., w.£X.;

Ennn E.A.

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

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

Mypagos M.U., KM.H.;

EnnH E.A.

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

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

Yenin E.A.

PEAAKUNA KEHECI

Susumu Eguchi (XXanoHus);

Wojciech Polak (TonnaHgus);

Remzi Emiroglu (Typkus);

Bulent Oktay (Typkus);

Tamer Turan (Typkus);

Subhash Gupta (NHaus);

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

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

Oner Pymmo (benapyc);

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

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

PEJAKLWOHHbIA COBET

Susumu Eguchi (SInoxus);

Wojciech Polak (TonnaHgus);

Remzi Emiroglu (Typuus);

Bulent Oktay (Typums);

Tamer Turan (Typuws);

Subhash Gupta (Nkpus);

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

Bnagumup Buwrxesckuii (Poccus);

UBan Ctunugm (Poccus);

Oner Pymmo (benapych);

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

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

EDITORIAL COUNCIL

Susumu Eguchi (Japan);

Wojciech Polak (Holland);

Remzi Emiroglu (Turkey);

Bulent Oktay (Turkey);

Tamer Turan (Turkey);

Subhash Gupta (India);

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

Viadimir Vishnevsky (Russia);

Ivan Stilidi (Russia);

Oleg Rummo (Belarus);

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

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

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

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

050004, Anmarbl k., XentokcaH kew. 62,

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

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

KA3MOYTA xa3buty uHgekci — 75327

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

no KOHTpoio B chepe 00pa3oBaHUs U HayKu

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

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

NN «JAHWIEHKO»,

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

Ten. 7 (727) 2780172
Tupax — 500 ak3.

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

MopnucHoii nuaekc KA3MOUTbI — 75327

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

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

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

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

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

Subscript index of KAZPOST — 75327



AWATHOCTUKA XXOHE EMAEY

baiimaxaros b.b., YopmaroB A.T.,
Nbparnmos P.I1., Magagos U.K.,
Habsinraesa K.C., CbipsiMos X.M.
CYP3A5 reHeTukanblk,
nonumopdu3miHiH, Oyipek
peuMnueHTTepiHAeri Takponumyc
¢dapmakoKMHeTUKaCbiHa acepi . . . . . 5

Hacbipos M. Ab6bacanues P.

Abbacannesa Il.

OTa mep3imae XiTi Kanbkynesgai
X0NeLMCTUTKE WanablKKaHAa

oT KaObIHbIH ipiHAi-AeCTPYKTUBTIK
KaOblHFaHAAFbl UMMYHO)aHHbIH,

peni MeH MyMKiHAIKTePi. . . . ... ... 8

Canpikos Y.T., Kynanbaesa [.M.,
baviryncosa [.3.

OptoTonukanbik 6aybip
TPaAHCNNAHTAUMUACbIHAH KeMiHri
ynbTpapbiObicThIK 3epTTey. KaH
TaMbIpNapbiHbIH, aCKbIHYIAPbIH epTe
TpaHCNNaHTauusagaH KeniHri kesevge
ynbTpapbiObICTbIK 3€pTTEYi. « - . . . . 14

Annes 0., Mexansaza C.
KankaHwa 6e3ain,
BUCOHYHKLUACBIMEH
Gipre xiTi eTTac aypybiH
XUPYPrusnblk emaeyaeri
a3MHBA3UBTI TEXHONOTUANAPABI
KONAaHYbIHbIH, TUiIMAINIri

XUPYPIrus

Koxaes A.A., Kavinapos b. K.,

AmanbekoB H.A., Cabupos K.Y.,
Xakpinbaesa A.K.

Tik ilwek 06bIpbIHA XacanblHFaH
pagukanabl XMpyprusnblk otagaH
KeWiHri ilWweKTiH CoHFbl OenikTepiHperi
Konoctomanapbi 6ap HayKkacTapgabl
KaiTa KainblHa KenTipy eMiHiy
KJIMHUKANbIK acnekTinepi . . . . .... 24

Nbparnmos P.I1., Ucaes [.A.,

Magnanos M.K. CbipbimoB X. M.

27 xbin1 GypblH HeppaKTOMUS -

AaH KeRiHri peuynauBTi Xanfrbi3

con OyipekTiH Oyipek-xacywa
KapLMHOMACbIHbIH KIMHUKaNbIK
OKMFACBI . « « v o v v v nn v nnnnnnns 29

®axpaanes U.P., Xymaraes /J].T.,
baiimaxaros A.H., Anmabaes bl.A.,
Paunmxaros A./l.

Xabbicnaaypybl - . ... ..hnnn. . 32

OWATHOCTUKA U JIEYEHUE

bavimaxarnos b.b., Yopmaros A.T.,
Wbparnmos P.I1., Maganos N.K.,
Jabsintaesa K.C., Cbipsimos X.M.
BnusHue reHeTU4ECKOro
nonumopduama CYP3A5 Ha
¢dapmMaKoOKMHETUKY TaKposiMmyca
Y PELUNUEeHTOB NOYKU

Hacbipos M. Ab6bacanues P.
Abbacanmesa [1.

Ponb 1 BO3MOXHOCTU MMMYHOdaHa B
rHOWHO-[AECTPYKTUBHOM BOCNaNEeHUM
XeJIYHOro ny3bIpsi NPU OCTPOM
KanbKyNne3HoM X0oneuucTurTe B
nepuonepaunuoHHOM nepuoge

CageikoB Y.T., Kynanbaesa .M.,
baviryncosa [.3.

YnbTpa3BykoBas AMarHoOCTUKa
nocse opToTonM4eckoi
TpaHCMIaHTaLUKN NeYeHu. Ynbrpa-
3BYKOBasi AMArHOCTUKA COCYAUCTbIX
OCJIOXHEHWUI B PaHHWUIA NOCTTPaH-
CNNIAHTaLMOHHbIN Nepuop,

Annes 10., Mexansaza C.

AP PeKTMBHOCTb UCMONIb30BAHUS
MaJIOUHBA3UBHbIX TEXHOJIOTUIA B
XUPYPrUYeCcKOM JiIeYeHUU

OCTPO¥i XeNYHOKaMEHHO

OonesHu BMecTe ¢ AuchyHKumei
LMTOBUAHOM XKENEe3bl . « + + v v u v v 19

XUPYPIus

Xoxaes A.A., Kaiigapos b.K.,

AmanbekoB H.A., Cabupos K.Y.,
JIxaknnbaesa A.K.

KnuHuyeckue acnekTbl BOCCTAaHOBU-
TeNbHOro neyeHus 60sbHbIX

C KOHLLeBbIMU KOJIOCTOMaMM nocne
paguvKanbHbIX XUPYprudeckux BMe-
WaTeNnbCTB N0 NOBOAY paka NpsAMou
KAWKM & v o v iereneeennnnnnnss 24

Wbparnmos P.I1., Ucaes [.A.,

Mananos U.K., CbipbiMoB X.M.
PeunamBHbIN NOYEYHO-KJIETOYHbINA paK
€ANHCTBEHHOM OCTaBLLECS JIeBO NoYy-
KU nocne paHee NpoBeAeHHON 27 neT
TOMY Ha3ap, NPaBOCTOPOHHEN HedpaK-
ToMUU. KnuHnyeckuii cayyai. . . . . . 29

®axpaanes U.P., Xymaraes /].T.,
baiimaxaros A.H., Anmabaes bl.A.,
PaumxarnoB A./l.

Cnae4yHasa 60N€3Hb . . .. v v vt 32

BULLETIN OF SURGERY IN KAZAKHSTAN Ne¢ 1(58) - 2019

CONTENTS

DIAGNOSTICS AND THREATMENT

Baimakhanov B.B., Chormanov A.T.,
Ibragimov R.P., Madadov I.K., K.S.
Dabyltaeva, Syrymov Zh.M.

Impact of CYP3A5 gene

polymorphism on tacrolimus
pharmacokinetics in kidney
transplant patients . ............ 5

Nasyrov M. Abbasaliev R.

Abbasalieva P.

The role and possibilities of
Immunofan in purulent-destructive
inflammation of the gallbladder

in acute calculous cholecystitis

in the perioperative period. ....... 8

Sadykov Ch.T., Kunanbaeva D.M.,
Baiguissova D.Z.

Ultrasound diagnostics

after orthotopic liver

transplantation.

Ultrasound diagnosis of vascular com-
plications in the early post-transplant
period ......... . i 14

Aliyev Y., Mehdizada S.

Effectiveness of using

less invasive technologies in

surgical treatment of acute

gallstone disease together

with dysfunction of the thyroid
gland.......... i i 19

SURGERY

Khozhayev A.A., Kaidarov B.K.,
Amanbekov N.A., Sabirov K.U.,
Dzhakipbaeva A.K.

Clinical aspects of rehabilitation
treatment of patients

with terminal colostomy

after radical surgery for

cancer of the

Ibragimov R.P., Issayev D.A.,
Madadov I.K., Syrymov Zh.M.
Recurrent cell carcinoma
of the left kidney after

27 years after nephrectomy
on the right.
Case report

Fakhradiev I.R., Zhumataev D.T.,
Baymakhanov A.N., Almabayev I.A.,
Raimkhanov A.D.

Adhesive disease ............. 32



baiimaxaros b.b., YopmaroB A.T.,
Ubparumos P.I1., Magaznos U.K.,
CobipbimoB X.M.

KasakcTtanpa kapaBpaaH
OyiipeKTi aycTbipyAblH Ka3ipri
Xarparibl

Avimaramberos M.X., OyeHos M.9.,
bynerernos T.A., Abapaxmaros C.T.,
Wowwxupo Hoco, Omapos H.5.,
Acbinbekos E.M.
ApTbIK AeHe canmarbl 6ap
HaykacTapgarbl Mupussu
CUHAPOMbIHbIH, XUPYPrusnblk eMi . .43
XWUPYPI'Tbl ECKE ANlY
BopoHoe CtaHucnas AnekceeBw . . .47
Burannes Maau XoxayJibl

LoueHT TpunonbckaaHbiy, I U.
TYFaHbIHA 80 XKbUT . .+ v v v v v v v s 49

baiimaxaros b.b., YopmaroB A.T.,
Nbparumos P.I1., Magazos U.K.,
ChbipbimoB X.M.

CoBpeMeHHOe CoCTosIHMe
TPaHCMIaHTaLMKU TPYNHOI NOYKU B
KasaxcraHe

Aiimaramberos M.X., OyeHos M.9O.,
bynerernos T.A., Abapaxmaros C.T.,
Wowwxupo Hoco, Omapos H.5.,
Acbinbekos E.M.

Xupypruuyeckoe sieyeHue CUHAPOMa
Mupu3su y 605bHbIX C M30bITOYHOI
MaCCOMTENA. .« - v v v v en v nnnnns 43

NMAMATU XUPYPTA
BopoHoe CtaHucnae AnekceeBwy . . .47
Buranues Mapu XoxaeBuy . . .. ... 48

K 80- netuio goueHra
Tpunonbcko LU............... 49

CONTENTS

Baimakhanov B.B., Chormanov A.T.,
Ibragimov R.P., Madadov I.K.,

Syrymov Zh.M.

Current status of cadaveric

kidney transplantation in
Kazakhstan.................. 39

Aimagambetov M.Zh., Auyenov M.A.,
Bulegenov T.A., Abdrakhmanov S.T.,
Yoshihiro Noso, Omarov N.B., E.M.
Asylbekov N.B.

Surgical treatment of Miriszy
syndrome in patients with excess
bodymass ...........cuuinnn 43

IN MEMORY OF THE SURGEON
Voronov Stanislav Alekseevich
Bigaliev Madi Khozhaevich . ...... 48

To the 80th anniversary of Assistant
professor Tripolskaya G.I........ 49

BECTHUK XUPYPTUN KASAXCTAHA N2 1 - 2019



. ANATHOCTUKA U JIEHEHUE

IMPACT OF CYP3A5 GENE POLYMORPHISM ON
TACROLIMUS PHARMACOKINETICS IN KIDNEY
TRANSPLANT PATIENTS

Baimakhanov B.B., Chormanov A.T., Ibragimov R.P.,

Madadov I.K., Dabyltaeva K.S., Syrymov Zh.M.
JSC «National Scientific Center of Surgery named after A.N. Syzganov», Aimaty, Kazakhstan

Abstract

Nowadays in Kazakhstan there is an active development of organ transplantation, particularly kidney transplanta-
tion. The main purpose is not only to save as much lives as possible but also improve the survival rates of graft. In this
way, now we are investigating personalization and rationalization of immunosuppressive treatment. In our country as
in whole world genetic factors, determinating long-term graft survival, represent a great relevancy in transplantation.
According to the results of clinical trial, there is a strict association between CYP3A5 (cytochrome P450) genetic poly-
morphism and tacrolimus pharmacokinetics. The determination of genetic polymorphism of CYP 3A5 gives us the op-
portunity to predefine the changes in blood concentrations of tacrolimus, better control of immunosuppressive therapy,
that will positively affect the long-term graft survival.

CYP3A5 reHetukanblk nonmMopdu3MiHiH, Oyiipek peuunmeHTTepiHgeri Takponaumyc

dapmakokmHeTMKacbiHa acepi

BaiimaxaHoB b.5., Yopmanos A.T., UOparumos P.1.,

Mapapoe U.K., labbintaesa K.C., CbipbimoB XK. M.
A.H. Cbi3raHOB aTbiHAarbl YNTTIK FoUTbIMM XUPYPIUS OpTanbiFsl, AnMatsl, Kazakcra

AHpatna

Kasipri TaHga Kaszakctanga opraH TPaHCMIAHTALMSCBI, OHbIH ilWiHae Oyipek TpaHCnaHTaunschl KapKbIHAbI TypAe
Jiamblin Kesie xarblp. Heri3ri makcat KentereH HaykactapAblH OMIpiH caktan Kaay faHa eMec, TPaHCMIaHTAaTTIH Tipi
Kany KepceTkiluTepiH xakcapty. byn xonga 6i3 UMMYHOCYNPECCUBTI eMiHi nepcoHanu3auns XoHe paynoHanm3a-
LMSCBIH 3€DTTEN XaTbipMbi3. bi3aiH MeMnekeTimiane XoHe OyKin AyHueae e TPaHCMIAHTATTbIH y3aK Mep3iMae Tipi
KanyblH aHbIKTAATbIH FeHETUKANbIK PaKTopaap, TPAHCMIAHTONOMMSAA VIKEH KbI3bIFYLbILIK TYAbIDbIN XaTbip. XacanraH
3eprTeynepaiy Hatmxenei 6ovibiHwa CYP3AS5 (P450 unTOXpOMBbI) reHeTUHecKasblk MmoauMopPU3MiMeH Takpoaumy-
CTbIH hpapMaKoOKMHETMKACKI apachiHaa HakThl bainaHsic 6ap. CYP3AS5 reHetudeckansik mnoammop@duaMit aHbIKTay Ta-
KDOJIMMYC KOHLIEHTDAUMSChIHBIH KaHAarbl 63repicTepiH angbiH ana biny, UMMYHOCYNPECCHBTI eMAi Xakchipak bakbiiay
MYMKIHLINITIH TyAbIpaAbI XoHe Oy TDAHCNAaHTATTbIH Y3aK Mep3iMae Tipi Kany KepCETKITEDIH XaKcapTabl.

Bnusinne renetuyeckoro nonumopdpusma CYP3A5 Ha papmMakoOKMHETUKY

TaKpoJMMYCa Yy PEeLMNUEHTOB NOYKU

BbaiimaxaHoB b.b., Yopmanos A.T., UOparumos P.11.,

Magapoe U.K., labbintaesa K.C., CbipbimoB XK. M.
HauuoHanbHbIn HayyHbINA LEHTP xupyprun umenn A.H. CeisraHoBa, Anmartsl, KasaxcTaH

AHHOTaymns

Ha cerogHswHni feHb B Ka3axctaHe uger akTuBHOe pasButne TpaHcnaaHTaymy 0praHoB, B 4aCTHOCTH, nepecaska
noYku. [aBHOM LieNbIO SBASIETCS HE TOJILKO CNACcTH Kak MOXHO GO/bLLIE XU3HEN, HO U YIyHILNTb [0KA3aTeN BbIXMBAE-
MOCTY TpaHcnnaHTara. B a1oM HanpasaeHnn CErogHs Mbl CCAEAYEM MEPCOHANN3AUMNIO U PALMOHAU3ALMIO UMMYHOCY-
MPeCccUBHO Tepanuu. B Haleli cTpaHe, kak 1 BO BCEM MUPE FeHeTNYeCkne GakTopsl, AETEPMUHNPYIOLLNE BbIXMBAEMOCTb
TpaHcniaHTaTa B OTAANEHHOM epu1oze, NpeacTanser cob0oi orpoOMHbIN MHTEPEC B TPaHcnaHTonornu. CornacHo npo-
BEJIEHHbIM PEe3y/ibTataM UMEETCS 4EeTKasi CBSI3b MEXAY reHetndeckum nomumopguamom CYP3AS (uutoxpom P450) ¢
dapmakokuHeTnkoi Takpommyca. OnpeneneHne reHetnyeckoro noammopguamam CYP3AS no3sonut npeaonpesenuts
U3MEHEHUS KOHLIEHTPaLuu TakpoaMyCca B KDOBY, Jiy4lLe KOHTPOIUPOBATL UMMYHOCYMPECCUBHYIO TePanuio, 4To noJo-
XUTEJIbHO CKaXeTcs Ha BbIXMBAEMOCTY TPAHCMIAHTATa B OTAANEHHOM NEPHOLeE.
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IMPACT OF CYP3A5 GENE POLYMORPHISM ON TACROLIMUS
PHARMACOKINETICS IN KIDNEY TRANSPLANT PATIENTS

Fig. 1.

Changes of tacrolimus
concentration with CYP
3A5 genetic polymorphism

Introduction

Nowadays kidney transplantation is the most
preferable treatment option of terminal chronic
kidney disease. The main advantage of kidney
transplantation is that graft totally replaces the
function of diseased kidney. Improvement of the
quality of life of patients and return to their daily
activities is another great advantage of this option.

With the improvement of donor selection,
surgical technique and rational immunosuppressive
treatment rates of short-term graft survival great
increased. 1 — year graft survival from deceased
donor is 95% whereas from living related donor is
98%. In Kazakhstan 1-year graft survival from living
related donor is 91%. Despite these high indicators
of 1-year graft survival, 5-year graft survival rates
remain to be low. For example, in USA 5-year graft
survival from decease donor is up to 80%, whereas
from living donor is form 82 to 90 %, respectively.
Thus, despite the improvement of short-term graft
survival rates, long-term graft survival rates remain
to be low [1].

So what lies under the graft loss in long-term
period? It is thought to be that the main reason
of graft loss in long-term period is so called graft
nephropathy. The reasons of graft nephropathy are
immunologic factors and, probably, genetic factors.

Recently there are many transplant centers
where genetic factors and their influence of
kidney graft function are investigated. In this way
investigation of CYP3A5 genetic polymorphism, as
a regulatory factor of tacrolimus pharmacokinetics
is being more relevant.

Material and methods

We conducted a clinical trial, where we include
80 kidney recipients. Of them, 47 were male and 33
female patients. Mean age of patients was 43y4.1
years. All patients had been taking tacrolimus
0.1 mg/kg initially. Dose adjustment was by 1.0
mg a day up to target concentration (10-12 ng/

ml). All patients were studied for CYP3A5 genetic
polymorphism.

Results

According to the received results 77 % of
patients were CYP3A5*3 *3 homozygotes and the
rest 33% were CYP3A5*1 *3 heterozygotes. Thus,
first were classified as 1 group and the last as 2
group. At dose of 0.1 mg/kg in patients of both
groups showed similar increase of tacrolimus level
initially, but starting from the 2 week there was seen
rapid increase of tacrolimus level in patients from
the 1 group and dose adjustment was problematic
due unpredictable course of concentration (Tab.
1). In patients from the 2 group tacrolimus
concentration increased gradually without peaks
and approximately at 2 weeks in postoperative
period target concentration was reached. In
contrast in patients form 1 group, at 2 weeks
postoperatively we continued dose adjustment due
to unpredictable rises and rapid falls of tacrolimus
concentration.

Discussion

Fan B et al. studied pharmacokinetics of
tacrolimus in patients taking prograf and advagraf
[2]. 106 kidney transplant patients were included
in this study. 61 of them had been taking prograf
and 45 — advagraf. In 40% of patients there was
low expression CYP3A5. In these patients target
concentration of tacrolimus was reached at 21 day
in advagraf group and 7 days in prograf group.
1-year graft survival was same in both groups.
Infection was seen more frequently in patients
taking advagraf.

Cheng et al. [3] studied 35 kidney recipients.
Patients were divided in to 3 groups. First group were
patients homozygote carriers of CYP3A5 (*1*1), the
second group homozygote carriers of CYP3A5 (*3*3)
and 3 group of patients heterozygotes of CYP3AS
(*1*3). Dose adjustment was performed after 7
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days, 1, 6 and 12 months postoperatively. Patients
from the 1 group need high doses of tacrolimus in
order to reach target concentration. There was high
risk of graft rejection reaction in 1 group.

Similar results were received in clinical trial
conducted by Quteineh L et al. [4] 136 kidney
recipients were studied. As was in previous
investigation patients with CYP3A5*1*1 genotype
need higher doses of tacrolimus to reach the target
concentration. Interestingly the situation remained
the same for subsequent 6 and 12 months. CYP3A5
genetic polymorphism was not associated with
tacrolimus nephrotoxicity but influenced the
dose adjustment. Authors suggest preoperative
evaluation of CYP3A5 genetic polymorphism,
especially CYP3A5*1 carries.

Zhang X et al. [5] studied 118 kidney recipients.
In CYP3A5*1*1 and *1*3 carriers tacrolimus
concentration remained low even after dose
adjustment in contrast to CYP3A5*3*3 carriers. For
instance, half of patients with CYP3A5*1 after 7
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carriers tacrolimus concentration was more than
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treatment.

Conclusion

It is obvious from received results, that genetic
polymorphism of CYP3A5 influences tacrolimus
blood concentrations, that appears to be key factor
in immunesupression [6]. Even in rational choice of
dose of immunosuppressive agent, genetic factor
must be considered as well. In order to improve
long-term graft survival rates it is important to
maintain therapeutic concentration of tacrolimus in
blood. In this way in might important to determine
the CYP3A5 genetic polymorphism preoperatively
[7], as one of approved genetic determinants of
graft survival. It is also important for the correct
selection of initial dose.
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THE ROLE AND POSSIBILITIES OF
IMMUNOFAN IN PURULENT-DESTRUCTIVE
INFLAMMATION OF THE GALLBLADDER IN
ACUTE CALCULOUS CHOLECYSTITIS IN THE
PERIOPERATIVE PERIOD

Nasyrov M., Abbasaliev R., Abbasalieva P.
Department of surgical diseases AMU, Baku, Azerbaijan

Abstract

Timely urgent cholecystectomy in patients with ACC and ADCC, taking into account the possibility of
using minimally invasive techniques using Immunofan, strengthens the immune system and significantly
improves the results of surgical treatment. In the period from 2017 to 2018, 56 patients with various forms
of acute calculous cholecystitis aged 15 to 86 years were hospitalized at the surgical clinic of the Azerbaijan
Medical University. All 56 patients were divided into two groups: IA In the control group | entered 10 patients.
II-In the main group, patients were divided into several subgroups. In subgroup A, 9 patients were operated
on an emergency basis, for 5-6 hours with a diagnosis of destructive cholecystitis diffuse peritonitis. In
subgroup B - 17 patients, after traditional preoperative preparation, with the addition of immunotherapy
(immunofan), patients were operated on in an emergency order, within 12-48 hours. In the S-21 patients,
perioperative therapy was carried out using immunotherapy (immunofan). All patients were examined
according to the standard scheme: clinical examination, instrumental studies, laboratory tests.

Ota Ke3iHAeri XiTi KanbKynesai XoNeuncTuT aypybiHa WaagblKkaHAa
OT KaObIHbIH, ipiHAi-AeCTPYKTUBTIK KaObiHYbI Ke3iHAEri MMMYHO(daHHbIH,

pesni MeH MyMKiHAiKTepi

Hacbipoe M., A66acanues P., A66acanuesa I.
AMY-nbiH, xvpyprusnelk aypynapsl kadenpacel, baky k., 93ipbaixaH

Axparna

UMMyHO®aHAbI KONAaHybIMEH a3UHBA3NBTI 94icTEPAI Naifanaxy MyMKIHAIKTEPIH eCernke anybiIMeH XITi KabKyne3ai
xoneumnetnt (XXKX) mMeH XiTi 4eCTpyKTUBTIK KanbKyne3ai xoneynctut (XKIKX) aypynapsiHa wanabikkaH aypynapabl 4ep
Ke3iHzAe Xeaen XoneyncTakTOMUs 0TaCbiH Xacay, UMMYHUTETIH KYLUEATERI XoHEe e XuPyprusiiiblk eMAEYAIH HOTUXENEPIH
avitapsbikTai xakcapragsl. 2017 xvinganx 6actan 2018 xvintra AesiHri mep3iminge 93ipbarixaH MeEANLMHA YHNBEPCUTETIHE
xac meniepnepi 15 xacran 86 xacka AesiH XiTi KanbKyne3ai XoneuucTuT aypybliHbiH TypJi HbicaHAapsIMeH 46 naumeHt
aypyxaHara xatkbi3binbl. bapsblk 46 naumeHt exi Tonka 6eninge: I-A 6akbinay T06biHa 10 naumeHT kipgi. Il-B Heriari
T00bIHAaFbI aypynap bipHeLLe KocasKbl TOnTapbiHa 6eniHAl. A Kocankbl TOObIHAaFbl 8 aypyra Xeaen TypAe 0Ta xacanssl,
«[1ECTPYKTUBTIK XONEUUCTUT AUGPY3LbI NEPUTOHNT» [E€TreH ANarHo3bIMEH 5-6 carar iliHze LyFbil TypAe 0Ta XacanraH.
b Kocankbl T0ObIHAA ABCTYPAI OTara AeviHri AaibIHAbIKTaH KediH — 12 aypyra, UMMyHoTEpanus (MIMMYHOPaH) apKbiibl
KOCbIMLLA TOJLIKTBIDYBIMEH NauneHTTere xeaen Typae 12-48 carartaii ota xacanabl. C Kocasnkbl T00biHbIH - 16 - aypybi-
Ha MMMYyHOTEpanus (MMMyHOaH) apkbiibl eM XacasraH. bapsbik nayneHTe cTaHaapTsl cbi30a 00/bIHILIA TEKCEPITEH:
KIIMHWKANbIK Kapan TeKcepy, Kypanaap apkbiiibl TEKCEPY, 3€PTXaHabIK 3epTTeyep.
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Posnb U BO3MOXHOCTM UMMYHO(daHa B THOWHO-AECTPYKTUBHOM BOCNAIEHUM

XENYHOro ny3bIPs NPU OCTPOM KanbKyne3HOM X0JIeLMCTUTE B NepMonepaLmoHHOM
nepuoge

Hacbipoe M., A6G6acanues P., A66acanuesa I.
Kadenpa xupypruyeckux 6onesHeit AMY, baky, AsepbaiigxaH

AHHOTayns

CBOeBpeMeHHasi Cpo4Has XoneunucTakTomus y 60/bHbIx ¢ OKX u OJKX ¢ y4eTOM BO3MOXHOCTV NPUMEHEHNS Masio-
UHBA3UBHbIX METOAMK C MPUMEHEHNEM UMMYHODaHa yCuanBaeT UMMYHUTET U 3aMETHO YAy4LIaeT Pe3YbTarbl Xupypry-
yeckoro nievenus. B nepuog ¢ 2017 no 2018 roasl B Xupypruyeckyto KIMHUKY A3epbasiixaHckoro MeaNLMHCKOIo YHH-
BepcuTeTa OblLIN FOCINTANN3UPOBAHbI 56 00/IbHBIX C PA3TNYHBIMU (OPMaMu OCTPOrO KajbKyJI€3HOr0 X0neuncTuia B
Bo3apacre ot 15 o 86 net. Bce 56 nauneHToB Oblv PA3AENEHbI HA ABE PYNNbI: 1-A B KOHTPOMBHYIO rpynny 5 Bolwm 10
nauneHToB. II-B ocHoBHoi rpynne, 60/1bHbie GbM MOAPA3AENEHbI HA HECKObKO MoArpynm. B mogrpynne A 9 60/bHbIX
Obln 0nepUPOBaHbl B IKCTDEHHOM 110PSAKE, B Te4eHne 5-6 4acoB ¢ AnarH030M AECTPYKTUBHBIA XONeuncTuT angddys-
Hblii nepuToHUT.B noarpynne b- 17 60/bHbIX, M0CAE TPAAUUMOHHON MPEAONepaLMOHHON MOArOTOBKM, C AOMOTHEHN-
eM UMMYHOTEPAMUU(UMMYHOPaHa), MaLmeHTsl OblM 0NepupOBaHbl B 3KCTDEHHOM MopsAke, B TeyeHne 12-484acos. B
noaprynne C-21-60/bHbIM MPOBOAUIN B IEPUONEPALIMOHHOM NEPUOJE TePANMIo C MCMOb30BAHNEM UMMYHOTEDANUN
(ummyHoaHa). Bee naumeHTsl Obiv 06Ca610BaHbl M0 CTAHAAPTHONM CXEME. KIMHUYECKMI 0CMOTD, MHCTPDYMEHTA/bHbIE

uncenenosanns, na6oparopr/e ucenegoBaxns.

The relevance of the problem. Currently, acute
cholecystitis is one of the most common urgent dis-
eases in surgery. One of the controversial issues is
the question of rational surgical tactics, the choice
of the timing of the operation in acute cholecystitis.
Despite a significant improvement in the results of
treatment, the mortality after urgent operations for
acute cholecystitis remains several times higher
than with planned and delayed surgical interven-
tions, varies in different institutions within 2-12%,
has no tendency to decrease and reaches during
operations on the height of the attack 14-15%, and
in the elderly patients - 20%, increasing sharply with
age. During urgent operations in patients older than
80 years, postoperative mortality exceeds 40-50%,
which makes these operations extremely risky. At
the same time, planned and delayed operations
performed on the background of the calmed down
acute inflammatory process, after a comprehensive
examination and preparation of the patients, give
significantly better results. Postoperative mortality
in such cases reaches in individual surgeons 0.5—
1% [Borodach V.A. et al., 2005].

Most surgeons are now in favor of active surgi-
cal tactics, which is based on the desire to remove
the purulent-inflammatory focus in the early stages
after hospitalization of patients (within 24-72 hours)
and thus prevent the development of dangerous
complications - perforation of the gallbladder wall,
peritonitis, cholangitis, migration of concrements to
choledoch [Yermolov AC 2004, Lubsky A.C., 2005;
Alobaidi M. et al., 2005].

BULLETIN OF SURGERY IN KAZAKHSTAN N2 1 - 2019

Surgeons who prone to conservative and ex-
pectant tactics, as the main argument put forward
data on significantly lower mortality after opera-
tions performed in the “cold” period, compared with
urgent operations [Kuliev Sh.B., Isaev G.B., 1990].
According to M.M. Tagiyev (1988) mortality with de-
layed operations was 3 times lower,

Some authors emphasize the importance of us-
ing antibiotics to relieve an attack [Malyuga V.Yu.,
2000; Tambyraja AL. et al., 2004]. But there is an-
other opinion: none of the antibiotic administration
regime before surgery does not completely elimi-
nate the infection, even if an active against bile mi-
croflora drug is used.

Materials and research methods. In the period
from 2017 to 2018, 56 patients with various forms
of acute calculous cholecystitis aged from 15 to 86
years were hospitalized at the surgical clinic of the
Azerbaijan Medical University. All 46 patients were
divided into two groups:

| - in the control group entered 10 patients. Il
- in the main group, patients were divided into sev-
eral subgroups.

In subgroup A - 9 patients were urgently oper-
ated, for 5-6 hours with a diagnosis of destructive
cholecystitis, diffuse peritonitis.

In subgroup B - 16 patients, after the traditional
preoperative preparation, with the addition of im-
munotherapy (immunofan), the patients were oper-
ated urgently within 12-48 hours

In subgroup C - 21 patients, perioperative
therapy was carried out providing immunotherapy
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Table 1.
Immunological indica-
tors in the comparison

groups

(immunofan). All patients were examined accord-
ing to the standard scheme: clinical examination,
instrumental examinations (R-scopy of the chest,
ultrasound diagnostics of abdominal organs, elec-
trocardiography, external respiration function), lab-
oratory tests (complete blood and urine analysis,
biochemical blood test: bilirubin level, ALaT, ASaT,
glucose, total protein.

Duration of the disease varied from 5 hours to
7 or more days. Of all patients with acute calculous
cholecystitis, 9 (16.1%) were hospitalized up to 6
hours from the onset of the disease. In 16 (28.6%)
patients, the duration of the disease was 6-24
hours, and 21 (37.5%) patients were admitted to the
surgical department after 24 hours from the onset
of acute destructive cholecystitis.

37 (66.1) patients in the main subgroups A and
B with ACCh and ADCCh in the preoperative and
postoperative period were given immunofan ac-
cording to our methodology, and 10 (17.9) patients
in the control group were treated with the traditional
method. Blood of the patients was studied: in the
preoperative, postoperative period and before the
discharging. The following immunological param-
eters were studied: the absolute content of blood
leukocytes, the relative and absolute blood levels of
the lymphocytes and their subpopulations: T-lym-
phocytes, T-helper cells, T-cytotoxic cells, MDS-
cells, B-lymphocytes, activated T-lymphocytes,
T-helper and T-cytotoxic cells ratio, absolute levels
of immunoglobulins A, M, O, phagocytic activity of
leukocytes (PAL), phagocytic index (PI), phagocyto-
sis completion index (PCl), IgA - Immunoglobulin A,
IgG - Immunoglobulin G, IgM - Immunoglobulin M,
NBT test (spontaneous and stimulated), NBT load
Index, circulating immune complexes (CIC), the rel-
ative and absolute blood levels of monocytes, eo-
sinophils, stab and segmented leukocytes. These
immunological indicators in the comparison groups
before the operation are shown in table 1.

Immunological indicators
(Normal value)

ACCh control group
(n=10)

We analyzed in detail the immunological indi-
cators in patients of the main and control groups
before the operation, where: absolute leukocyte
count, absolute and relative lymphocyte count, ab-
solute monocyte, eosinophil, band and segmented
leukocytes counts, absolute blood levels of T-lym-
phocytes, T-helpers, B-lymphocytes and phagocy-
tosis completeness index differed significantly.

Table 2 shows the ratio of the absolute levels
of leukocytes among patients (ACCh) and (ADCCh).
As can be seen from table 2, the average level of
blood leukocytes before the operation in ACCh is
significantly and reliably lower than in ADCCh (p
<0.05).

In the majority of patients with the ACCh-control
group, the level of blood leukocytes varied within
the normal range, while in all patients with ADCCh,
the level of leukocytes was elevated.

Taking into account the data in Table 2, it can
be assumed that the level of blood leukocytes in
patients in the control group with ACCh is an ad-
ditional criterion for the risk of the development
of ADCCh. l.e. if patients with acute cholecystitis
have an increased level of blood leukocytes, there
is a risk of developing an acute form of destructive
cholecystitis in these patients. In patients with a
usual ACCh course, (the control group) blood lym-
phocytes (absolute and relative) were at the upper
limits of the norm or elevated, which corresponds
to modern ideas about the response of the immune
system to the inflammatory process in the body,
because the normally functioning immune system
responds with lymphocytosis on acute destructive
inflammation in the body, which we observed in pa-
tients with ADCCh. And the presence of a reduced
level of absolute and relative content of lympho-
cytes in the main group confirms the assumption
that patients with ACCh have a weakened reaction
(lymphocytopenia) of the immune system to de-
structive inflammation.

Groups of patients

ADCCh + Immunofan
(n=37)

Leukocytes (4600-7100 cells/ul) 6200+£1170 9578+1471
Lymphocytes (1600-2400 cells/pul) 1058+44,7 1599+79,4
T-lymphocytes (1100-1900 cells/ul) M14+57,6 970,3+42,8
B-lymphocytes (200-600 cells/ul) 1'73,6+120,6 164,4+82,49
Monocytes (450-600 cells/ul) 400,2+28,4 579,9+37,4
Eosinophils (120-180 cells/ul) 108,9+6,7 142,29+15,09
Band cells (500-1100 cells/ul) 469+24 901+51,4
Segmented cells (5000-6000 cells/pul) 3805+109 5462+155,5
ESR (2-25 mm/h) 18,95+6,7 19,7+4,9
T-helpers (700-1400 cells/ul) 609,2+ 30,8 956,3+56,3
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Groups of patients

Indicators

ACCh control group
(n=10)

ADCCh + Immunofan
(n=47)

Leukocytes (cells/pul)

6377+1226

9578+1571

In this regard, in the preoperative period, we
prescribe Immunofan according to our method,
which enhances the weakened response of the im-
mune system to the flowing purulent-destructive
inflammation in the body.

Considering that patients in the main group
have a significantly lower level of absolute and rela-
tive blood lymphocyte count before surgery, due
to the effect of Immunofan, than in control group,
when studying lymphocyte subclasses, we also
found lower T- and B- lymphocyte counts in blood
of the patients with acute destructive cholecystitis.
The T-lymphocyte counts in the comparison groups
before the operation in patients with the ACCh-
control group showed that the absolute content of
T-lymphocytes in the blood before the operation
was below the norm, and in the main group the ab-
solute content of T-lymphocytes in the blood was
increased or at the upper limit of the norm. Since
T-lymphocytes perform very important functions in
the body: effector and regulatory, their lack in blood
can lead to a decrease in the specific cytotoxicity of
T-lymphocytes and dysregulation of B-lymphocyte
activity, as well as neutrophils and macrophages
that carry out phagocytosis of microorganisms. All
of the above may be a prerequisite for defective
functioning of the immune system: the disruption
of T-lymphocytes and phagocytes may lead to the
deposition of microorganisms in the focus of inflam-
mation (gallbladder) and the relief of destructive in-
flammation.

Based on the data, it can be assumed that the
presence of reduced absolute levels of blood T-lym-
phocytes in a patient with acute cholecystitis may
increase the risk of developing ACCh, the appoint-
ment of an immunofan according to the proposed
method can be used as a criterion (together with
other indicators) in complex diagnostics and pre-
diction of ACCh

The content of T-helpers in patients with ACCh-
control group before the operation was reduced in
a similar way, which indicates a weakened response
of the immune system to destructive inflammation.
The content of T-helpers in patients of the main
group was within the normal range or moderately

Indicator

(Normal value)

T-helpers (700-1400 (cells/ul)

ACCh — control group
(n=10)
609,2+ 30,8

elevated, which corresponds to the ideas about the
dynamics of the immune status during the develop-
ing inflammatory process in the body. The reduced
content of T-helper cells in patients with ACCh is
probably the result of a general decrease in blood
lymphocytes in these patients. Such inhibition of
the cellular element of the immune system may
possibly affect the character of the clinical course
of destructive inflammation in the body.3.3
Emergency surgery is indicated to patients
with acute calculous cholecystitis with obvious
clinical signs of obstruction and destruction, puru-
lent intoxication, cholangitis and peritonitis in the
shortest time since hospitalization after sufficient
preoperative preparation. The diagnosis can be
verified by ultrasound or laparoscopy according to
indications. In the absence of indications for emer-
gency surgery, treatment begins with a complex of
conservative therapy. The diagnosis can be speci-
fied basing on the clinical data and the results of
ultrasound. The clinical picture of acute calculous
cholecystitis is characterized by the presence of a
typical and pronounced pain attack, an increased
painful gallbladder, local muscle tension, increased
body temperature, leukocytosis, tachycardia, bile
vomiting, dry and furrowed tongue, Ortner and
Blumberg symptoms (in the presence of the lat-
ter, indicating the presence of peritonitis, which is
an absolute indication for emergency operation).
An enlarged, disconnected gallbladder with signs
of inflammation or destruction of the wall, signs of
stagnation in the cystic cavity are determined on
ultrasonography. With an established diagnosis of
acute obstructive cholecystitis, the effectiveness
of conservative therapy is assessed within 24 to 48
hours (optimally within one working cycle, maximum
72 hours). In the absence of a clinical effect of con-
servative therapy, an urgent operation is indicated,
ultrasound control is not required. IMUNNOFAN was
being prescribed to patients in the preoperative and
postoperative periods. The effect of the drug begins
to develop within 2-3 hours after administration and
lasts up to 4 months. The drug does not significantly
affect the production of reagin antibodies of the
IgE (Immunoglobulin E) and does not enhance the

Patients group
ADCCh + Immunofan
(n=37)
956,3+56,3

p<0,05*
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Description in the text

Table 3.
Description in the text
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immediate-type hypersensitivity reaction. The drug
stimulates the formation of IgA (immunoglobulin A)
in its congenital insufficiency. Inmunofan effectively
suppresses the multidrug resistance of tumor. Im-
munological research was conducted on the basis
of the clinic of the Azerbaijan Medical University.
On the basis of the obligatory ultrasound control,
which allows diagnosing and operating patients with
ACCh urgently, it has become possible to reduce the
amount of perivesial complications during delayed
operations from 37% to 9%. The tactics justified in
this way became the standard for treating patients
with acute calculous cholecystitis (ACCh) in our
clinic. In the course of work, in the process of estab-
lishing a number of clinical signs characteristic for
ACCh, new data was being taken into account when
choosing surgical tactics. Practical development
of the diagnostic criterias allowed us to practically
avoid the occurrence of the ADCCh in delayed op-
erations. In our observations, postoperative compli-
cations occurred in 3 out of 47 patients (6.4%) and
were significantly lower (p> 0.05) than in patients in
the ADCCh group - 28.2%. All cases of postopera-
tive complications in patients with ACCh were of a
different nature. In 1 case, wound suppuration was
noted after open cholecystectomy. In 1 case right-
sided pneumonia occurred after open surgery. Thus,
taking into account the possibility of using minimally
invasive techniques, Immunofan therapy strength-
ens the immune system and markedly improves
the results of surgical treatment after timely urgent
cholecystectomy in patients with ACCh,. Consider-
ing the data of a comparative analysis of indicators;
immunity of patients with ACCh and with the usual
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course of destructive cholecystitis, the following
conclusions can be drawn:

This suggests that the immune system of the
surveyed patients with ADCCh retains the abil-
ity to perform its function, but apparently, it works
defectively in one or several links. Other authors
also obtained similar results of researches on the
content of immunoglobulins in patients with ACCh.
Identification of distinctive clinical and immunologi-
cal signs made it possible to distinguish among all
patients with acute cholecystitis a group of patients
with acute destructive calculous cholecystitis.

Patients with ADCCh prevailed among patients
under 60 years of age, with recurrent seizures;
these patients had a high level of extra-abdominal
postoperative complications (4 times higher than in
patients in the control group).

In the group of patients with ADCCh, before sur-
gery, significant suppression of the immune status
was detected (by 13—34% of the norm), in particu-
lar, such indicators as T-lymphocytes, T-helpers. In
the postoperative period, in patients with ADCCh,
against the background of the combined therapy,
normalization of T-lymphocyte levels was observed,
however, the levels of T-helper cells, as well as the
index of completion of phagocytosis, remained
long-term reduced (by 8 - 19% of the norm). An
integrated approach to the diagnosis of acute de-
structive calculous cholecystitis allowed to identify
patients in need of urgent surgical intervention, with
a simultaneous increase in the frequency of mini-
mally invasive operations in this group of patients.
In turn, this led to a decrease in the frequency of
postoperative complications from 11.6% to 4.3%.
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ULTRASOUND DIAGNOSTICS AFTER
ORTHOTOPIC LIVER TRANSPLANTATION.
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COMPLICATIONS IN THE EARLY
POST-TRANSPLANT PERIOD

Sadykov Ch.T., Kunanbaeva D.M., Baiguissova D.Z.
National Scientific Centre of Surgery named after A.N.Syzganov, Almaty, Kazakhstan

Abstract

In shortage of cadaveric donor organs, orthotopic liver transplantation (OLT) is the only radical method of
treatment in terminal stages of chronic diffuse liver diseases.

Ultrasonography (US), which includes gray-scale scan, color and spectral Doppler investigation, is consid-
ered as one of the leading methods of instrumental diagnostics and monitoring in liver transplantation.

opTOTOI'IVIKaIIbIK 6ayb|p TPaHCMIaHTaLMUSACbIHAH KeWiHri VJ'IpraAblﬁbICTbIK 3eprrey.

KaH TaMbipiiapbiHbIH, aCKbIHYNapbiH €pTe TPaHCNNaHTauMaAaH Kenilri kesenae
ynbTpaAbiObICTbIK 3€pTTeYi

CapbikoB 4.T., Kynan6aea [1.M., Baiiryucosa 1.3.
A.H. Cbi3FraHOB aTblHAaFbl YATTHIK FbUTbIMU XMPYPIUSbIK OpTanbiFbl, AnMarsl, Kasakcran

Axparna
MoayviiTTik JOHOP/IBIK aF3anap/biH XeTikinikciaaik xargaribiHaa, 6aybipAbiH 0PTOTOMMSILIK TDAHCINAHTAUMSIChI 6aybIDAbIH
CO3bUIMaIbl ANPPY3bl AYPYNaPbIHbIH TEPMUHATLALI CATbIChIH EMZEYAIH XasFbi3 api Tybereini emaey azici 60/bin Tabbuiazsl.
Cyp TyCTi LKananblk ckaHepsIey, TYCTi XaHe CreKTpasbAbl OMMAEPIIK 3epTTEYNEDAI KAMTUTBIH YbTDAAbIObICTLIK 3€PTTEY
(Y/13) 6aybipabiH TDAHCIIAHTALMSICHI KE3iHAE bakbLiay MEH NHCTDYMEHTAIb/Ibl 3€PTTEY SICTEDIHIH aPAChIHAA XETEKILi OPbIH
anagsbl.

YnbTpa3BykoBas AUArHOCTMKA NOCJIe OPTOTONMYECKON TPAHCMIAHTAL MU NEYEHHU.

Y3 puarHocTuka cocyauCTbIX OC/IOXXHEHUIA B PaHHUI NOCTTPAHCMIAHTALMOHHBIN
nepuoga.

CappikoB Y.T., Kynan6aesa [1.M., Baiiryucosa [1.3.
HauuoHanbHbI HayyHbIA LLEHTP xupyprum um. A.H. CeisraHoBa, Anmarel, KazaxcraH

AHHOTayuns

Oproronuyeckas TpaHcnnantaums nevexn (OTI) GBASETCS €ANHCTBEHHbIM PAaANKaIbHbIM METOLOM /e-4eHus npyu
TEPMUHAJIbHBIX CTAAMSX XDOHUHECKUX ANGPY3HbIX 3a00NEBaHMIT NEYEHN B YCIOBUSX A€PU-UNTA TPYHbIX JOHOPCKMX
opraxos[1,2].

Ynbtpa3sykosoe nccnenoanne(Y3U), Bkatoyarouee B cebs cepoLikaabHoe CKaHMpPOBaHNe, LIBETOBOE U CrEKTPaslb-
Hoe AornjiepoBckue ucciefoBaHns, paccmatpuBaeTcs Kak OauH n3 seayLnx Meto4os MHCprMeHTaﬂbHOﬁ ANarHoctmkun
U MOHUTOPUPOBAHNS NPY TPAHCINAHTALMM MEYEHM.
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Introduction

Complications of the vascular anastomoses,
which can lead to irreversible changes in the liver
and the death of the recipient, are the severe com-
plications after orthotopic liver transplantation
(OLT) [3]. Therefore, timely diagnosis is an impor-
tant factor for choosing the tactics of patient man-
agement after liver transplantation.

Among all methods of instrumental diagnostics,
the safest and most easily accessible is ultrasound.
The advantages of US: the mobility of ultrasound
equipment, the absence of radiation exposure, the
ability to conduct research in the course of the day.

Objective
The diagnosis of vascular complications in the
early postoperative period.

Materials and methods

Ultrasound examination was performed on 30
patients in the early postoperative period, starting
intraoperatively and subsequently twice a day for 5-6
days, then once a day for 7-10 days. The researches
were conducted at the reanimation departments of the
City Clinical Hospital N7 and NSCS named after A.N.
Syzganov. The median age of recipients is 35-40 years
old. Among them were four children (three girls and
one boy) aged from 5 months to 7 years old, who un-
derwent the transplantation of the left lateral segment
of the liver. Ultrasound examination was performed
on Philips HD11, GE Vivid I, Medison Ugeo H60 diag-
nostic systems using convex (3.5-5.0 MHz) and linear
(7.0-10.0 MHz) transducers.

Liver graft (LG) ultrasound included an assess-
ment of vascular anastomoses, intrahepatic bile
ducts and perihepatic space.
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Results
The state of the vascular anastomoses was as-
sessed on the basis of the qualitative and quanti-
tative indicators, developed described in the world
literature [6-8].
1. Portal Vein (PV). Fig.1.
Qualitative indicators:

— clear visualization of the PV in the gray-scale
mode and with the color flow mapping in the
area and above the anastomosis, hepatopetal
direction of blood flow.

Quantitative indicators:

— the blood flow volume above the anastomosis,
normally in adults should not be below 1.0 liter
per minute, in children under 1 year old not
less than 0.5 liter per minute

— the velocity higher and before the anasto-
mosis; the velocity distal to the anastomosis
should not exceed the velocity proximal to the
anastomosis more than three times

2. Artery of the graft. Fig.2.
Qualitative indicators:

— distinct visualization in color Doppler inves-
tigation of the hepatic artery in the area and
distal to the anastomosis, hepatopetal direc-
tion of blood flow.

Quantitative indicators:

— maximal systolic velocity not more than 200
cm/sec; acceleration time <0.08 sec; index of
resistance -> 0.5- <0.7; in the early postop-
erative period, 70% of recipients showed an
increase in the resistance index to 1.0, which
gradually decreased to the norm within 4-6
days, which causes by postoperative swelling
of the parenchyma.
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Fig.1.

Doppler sonography of the
PV. Blood flow volume 1.13
[/min



Fig.2.
Ultrasound image of the
graft artery

Fig.3.
Right hepatic vein.
Three-phase blood flow
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3. Hepatic Veins. Fig.3.
Qualitative indicators:

— clear visualization, lack of local narrowings
of the inferior vena cava, correctness of its
course, correct direction of blood flow, hepa-
tofugal direction of blood flow.

Quantitative indicators:

— the velocity should not exceed 100 cm/sec;

three or two-phase blood flow
According to the above indicators, the following
vascular complications were revealed during an ultra-
sound examination in the early post-transplant period:
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Hepatic artery thrombosis in 3 recipients (2
adults 40—45 years old and 1 child - 6 months),
who had no blood flow in the gate and at the pe-
riphery of the graft in the CDI mode and in the
Doppler investigation. All recipients had thrombo-
sis of the arterial anastomosis confirmed by CTA of
the liver. Changes in the structure, echogenicity of
the liver and bile ducts at the time of thrombosis
was not detected. In adult recipients, thrombosis
was diagnosed on days 3 and 4 after transplanta-
tion. Both recipients, after confirming thrombosis
on CTA, underwent the operation on an emergency
basis:
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— relaparotomy, revision of arterial anastomosis,
thrombectomy, arterial reanastomosis
In a child with thrombosis, an artery with retro-
grade blood flow proximal to the anastomosis and
the absence of the blood flow distal to the anas-
tomosis were recorded. Fig.4. Artery thrombosis
occurred on day 15 after transplantation. The liver
structure and laboratory data were within the nor-
mal range. A conservative treatment strategy with
thrombolytic therapy was selected. Ultrasonogra-
phy was performed during the week after thrombo-
sis, with no changes in the liver parenchyma and
bile ducts.

15082016091425

-5
L ]
-1

On the 11th day after the detection of arterial
thrombosis (on the 26th day after orthotopic trans-
plantation of the left lateral segment of the liver),
during the next ultrasonography of the arterial
anastomosis area did not change, but on CDI and
intrahepatic dopplerometry, along the branch of the
portal vein, a vessel with low resistant arterial blood
flow is recorded, indicating recanalization of the
graft artery. Fig.5.

Non-occlusive portal vein thrombosis proxi-
mal to the anastomosis was detected in 1 re-
cipient (male, 30 years old) on the 3rd day af-
ter transplantation. In this case, a narrowing of
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Fig.4.

Proximal fragment of
the artery of the graft,
retrograde blood flow
on CDI and Doppler
investigation

Fig.5. Recanalization of
the graft artery



Fig.6.
Pulsating blood flow on PV
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the portal vein lumen was found proximal to the
anastomosis, with an uneven inner contour. The
volume of blood flow distal to the anastomosis
was 0.6 liter per minute, the shape of the Dop-
pler spectrum had a pulsating character. Fig.6;
the velocity on the graft artery compensatory in-
creased to 130 cm/sec.

With repeated ultrasound 5 hours after the start
of thrombolytic therapy, the volume of blood flow
increased to 1.4 liters per minute, the lumen ex-
panded to 1.0 cm.

Conclusion
According to foreign sources, the sensitivity
of ultrasound in vascular complications indetifying
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is 85%, specificity is 92%, diagnostic accuracy is
88%. Graft artery thrombosis detecting sensivity
is 69-96%. In our research, the sensitivity of ul-
trasonography showed high informativity in graft
artery thrombosis identifying (sensitivity, specific-
ity-100%).

Venous complications of the hepatic graft re-
quiring surgical correction during the research were
not identified.

Comprehensive ultrasonography, which in-
cludes gray-scale scanning, color and spectral
Doppler investigations, is one of the main instru-
mental methods of primary diagnostics, which al-
lows timely and reliably assess the condition of the
graft.
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. ANATHOCTUKA U JIEHEHUE

EFFECTIVENESS OF USING LESS INVASIVE
TECHNOLOGIES IN SURGICAL TREATMENT OF
ACUTE GALLSTONE DISEASE TOGETHER WITH
DYSFUNCTION OF THE THYROID GLAND

Aliyev Y., Mehdizada S.
Scientific Centre of Surgery named after M. A. Topchubashov, Baku, Azerbaijan

Abstract

Thus, continuous increase in the number of patients suffering from gallstone disease and thyroid dysfunction and
their combination, absence of a single idea with respect to diagnosis and surgical freatment in such contingent patients
determines the relevance of the problem selected for the research. Research materials and methods. 25 patients
with goitrous forms together with gallstone disease was inpatient treatment in scientific centre of surgery named after
M. A. Topchubashov. They are from 17 up to 63, 19 women (76 %) and 6 (24 %) men. Among those with different goitrous
forms, those who were able to work were prevailed. All 25 patients, who constitute the material of this scientific study,
were divided into two groups. The main group consisted of 17 (68%) patients that they were operated (joint cholecys-
tectomy with thyroidectomy) using laparoscopic techniques and instruments (laser). 8 (32%) of patients constitute the
control group that traditional surgical intervention was used in gallbladder and gallbladder pathways here jointly with
thyroidectomy. All 25 patients with gallstone disease, with various goitrous forms, have undergone surgical treatment.
Results. It should be noted that in the last decade significant changes were observed in the structure of the thyroid
gland dysfunction. Thus, if patients who previously suffered from thyroid gland with nodular and multiple goitrous were
the majority and recently, the significant increase of chronic thyroiditis and cancer disease of thyroid gland was re-
corded. While using less invasive techniques in the implementation of interventions postoperative complications were
encountered in 1 (one) of 17 patients, 1 (5.9%) (seroma), whereas while using conventional methods, complications
were occurred in 4 patients (50%) of 8 patients (seroma, irritation and subcutaneous bleeding). When analysing their
characteristics it became apparent that while using less invasive technology, complications after thyroidectomy have
been observed 2.5 times less than traditional operations; hemocoagulation complications were not found in any patient.

KankanOe3ain aucdyHkumuscbiMeH Oipre XiTi eT-Tac aypyblH XMpYpPrusiiblk eMaeyaeri

Aa3UHBA3UBTI TEXHONOrMANAPAbI KONAAHYbIHbIH, TUIMAINITi

Anwmes 0., Mexpgusapa C.
M. A. Tonuy6aLoB aTbiHaaFsl FblbIMK XMPYPrus opTanbiFsl, baky k., 93ipbaiixaH

Axparna

CoHbIMEH, 6T-Tac aypybiHa, KankaHiua 6e3iH ANCOYHKUNSChIHA XoHe COHAal apanac aypynapbiHa LWanabikkaH na-
LMEHTTED CaHbIHbIH YHEMI YIIFalobl, COHAAN KOHTUHIEHTT aypynapbl AMArHOCTUKANAY XoHe XUPYPrusiiibiK EMAEY Typassl
OipbiHFali K63KapachiHbIH XOKTblFbl TaHAaNFaH NPo6aeMaHbl 3epTTey YiiH 63eKTiriH benrinevai. Matepnangap meH
3eprrey agicrepi. OT-Tac aypybimeH inecne 300 Typaepi 6ap 25 nayneHt M. A. Ton4y6alloB aTbiHAarbl FbIbIMU XU -
Dyprusi OpTasiblFbiHbIH CTALMOHAPIbIK €M anbin XarTel. Onap 17 xactaH 63 xacka aeviinri 19 avien (76%) xoHe 6 (24%)
epnep Kypaabl. 300 aypybiHbiH Ty HbICAHAAPbIHA WaNAbIKKAH aamMaap apacbiHaa 6acbiMAbICkl XYMbIC iCTEV anatbiH-
Aapbl 6014b1. OCbl FblIbIMY 3€PTTEYAIH MaTeEPUAIbI 00/bIN TabbIIATLIH OaP/bIK 25 nauneHT exi Tonka 6enikgi. Heriari ton
17 (68%) nauweHTTeH KypanraH, onapra 1anapockonusibik aAicTep MeH Kypanaapabl (nas3ep) kongaHybiMeH (GipikkeH
TUDEONAIKTOMUSIMEH XONELIMCTIKTOMUS) OTackl xacangbl. 8 (32%) naumeHT bakbinay T0ObIH Kypaizbl, OHAA TUPEOU-
JIKTOMUSMEH Bipre AOCTYPAI XMPYPrusifibiK apanacy et KanTachblHAa XoHe 6T LUbIFY XonAapbiHAa Xacangbl. OT11ac aypysi
6ap xoHe 300TbIH Typ/i HbiCaHAapbl 6ap 6apblk 25 naumeHT Xupyprusbik em anbin WwhikTel. Hatnxenepi. Coxrbl OH
XblAapbl KaHKaAHOE3 ANCOHYHKUMSICHIHBIH KYPbUTbIMbIHAA ailTapbikTalk e3repicTep OpbiH anfaHAblFbIH aran eTKe X6H.
CoHpaii-ak, erepae TyviiH XaHe KenTereH 300 aypybIMeH KOCaskbl KaHKaHOe3 aypybiHa OYpbiH WanAbIkkaH nayneHTTep
KenwinikTi Kypasbl, an CoHfbl Ke3Ae KaHKaHOe3 aypyblHbIH CO3bLIMATbI TADEOUANTI XOHE OHKOMOTUSIIbIK aypynapbiHbiH
anTapabIKTan ecyi TipkeareH. Xupyprusbik apanacynapabl icke acelpy Ke3iHae uHBa3uBTIri asbipak 84iCTePIH KOAAaHy
bapbicbiHaa onepaumnsaaH KeviHri ackbiHynap 17 naumeHTTiH iwinex 1 (6ip) naunentre, 1 (5,9%) (cepoma) ke3geceni,
OHAa ackblHyAbIH ASCTYPJI 9AiCTEPIH KonpaHraH ke3ge 8 nauneHTTeH 4 (50%) (cepoma, TiTipkeHy, TepiacTbl KaH KeTy).
Tanpay XaHe 01apAbl cunatray Ke3iHae TMPeouaaKTOMUSAaH KediH MHBA3MBTIri a3bipak TeXHONOrnsnapabl KongaHFaH
Ke3inge AacTypni onepaumsnapra kaparaHaa, ackbiHynapsl 2,5 ece cupek 60natbiHAbIFbl aHbIKTANFaH; eLuKaHAas nauym-
€HTTE reMoKoarynsunsHbIH ackbiHybl OasikaamaraH.
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EFFECTIVENESS OF USING LESS INVASIVE TECHNOLOGIES IN SURGICAL TREATMENT OF ACUTE
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0B ABTOPAX

Anues KOcug — npogeccop oraena xeny-
HOW Xupyprun. Hay4Hblii LEHTp Xupyprion
umern M.A. Tonyubawesa

Mextuzane Cesaa - acnupanTt Hay4Horo
yeHTpa xupypruv umenn M.A. Tonynbawesa

Knioyesbie cnosa
XeNYHbIN 1y3bIPb, XENYHOKA-
MeHHas 60/1e3Hb, XPOHNYECKNI
TMpeouanT

3¢¢EKTVIBHOCTI: MCNOoJIb30BaHUS MasIONHBA3MBHbIX TEXHOJIOTUiA B XUpyprunyeckom

NleYeHnmn 0CTPOI XeNYHOKaMeHHOV 0one3Hu BMecTe ¢ AMCPYHKLUMEN WUTOBUAHOM
xenesbl

Anues 0., Mexgu3apa C.
HayuHblii LeHTp xupyprim um. M. A. Tonyybawosa, baky, Asep6aiigxaH

AHHOTaunsa

Takum 06pa3omM, MOCTOSIHHOE YBEMYEHNE YUCIA NAUMEHTOB, CTPAAAIOLLMX XENYHOKAMEHHOM B0e3HbIO U AUCYHKLNEN
LUUTOBULHON XENIE3bl M X COHETAHUEM, OTCYTCTBUE EAUHOIO NPEACTABAEHNS] O AUArHOCTUKE U XUPYPIVHECKOM JIEHEHUN Y
TakvX KOHTUHIEHTOB BOJIbHbIX OMPEAENSIET aKTyalbHOCTb BbIOPAHHOM 15 nccnenoBanms npobnemsi. Matepuasbl u meTogsl
uccnepqoBaHus. 25 naLUneHToB ¢ 306HbIMU GOPMamu BMECTE C XeIHHOKAMEHHOM O0/Ie3HbI0 HAXOAWIUCh HA CTALIMOHAPHOM
JIeYeHUU B HAY4HOM LieHTpe xupyprum umM. M. A. Tonyybawosa. Oxu ot 17 fo 63 ner, 19 xeHwuH (76%) n 6 (24%) myx4mH.
Cpean mogesi ¢ pasnmyHbiMU Gopmamu 306a npeobnagam Te, KTo bbul criocobeH pabotats. Bce 25 naumneHToB, KOTOPbIE
COCTaB/ISOT MAaTEPUan JaHHOro Hay4Horo MccaesoBaxus, Obin PasaeneHsl Ha ABe rpynmsl. OCHOBHas rpynna cocrosyia u3
17 (68%) nauneHToB, KOTOPKIE BbUA MPOONEPUPOBAHbI (COBMECTHAS XONIELMCTIKTOMUS C TUPEOUAIKTOMUEN) C UCIONB30-
BaHUEM J1anapOoCKONMYECKUX METOAOB 1 UHCTPYMEHTOB (na3ep). 8 (32%) naumeHToB COCTaBASIOT KOHTPOJbHYIO YNy, B
KOTOPOJi TPaANLMOHHOE XUPYPIUHECKOE BMELLATEIbCTBO MPUMEHSIIOCh B XEIYHOM My3blPE U XeM4HbIX MyTsiX COBMECTHO C
TUpeonaakTomuei. Bce 25 nauneHToB ¢ XenYHOKAMEHHOM B0E3HbIO, C PA3INYHbIMU opMamu 300a, MPOLLIN XVpypride-
cKkoe neyexne. Peaynbtatel. Creayer oTMETUTb, YTO B MOCTEAHEE AECATUIETUE HAOIOAANCH 3HAYUTETIbHBIE NSMEHEHNS B
CTPYKTYPE ANCOHYHKLMM LUMTOBUAHON XENe3bl. Takum 00pa3oM, ecv NaumneHTsl, PaHee CTPaAaBLUNe LNTOBUAHOM Xene3oi
C Y3/10BbIM 1 MHOXECTBEHHBIM 3000M, COCTAB/IS/IN OOIBLUMHCTBO, TO B MOCTEAHEE BDEMS 3aUKCHUPOBAH 3HAYNTENbHBIN DOCT
XDOHUHYECKOrO TUPEOUANTA 1 OHKOIOTNHECKMX 3a001€BaHNIA LUNTOBUAHOM Xenessl. [1pu ncrosb30BaHn MEHEEe NHBA3NBHbIX
METOZO0B 1Py OCYLLECTBIIEHUM BMELIATEICTB M0CE0NEPALIMOHHbIE OCTIOXHEHUS BCTPEYamCh y 1 (04HOro) u3 17 naumeHTos,
1(5,9%) (cepoma), Torza kak npu UCro/b30BaHUM TPAANLMOHHBIX METOLOB OC/IOXHEHNS BO3HuKamu y 4 (50%) u3 8 naLmeHToB
(cepoma, pa3apaxexue 1 NoAKOXHOE KPOBOTeYeHue). 1oy aHanm3e ux XapakTePUCTUK BbISICHUIOCH, YTO MPU CMOMb30BaHNN
MEHee NHBA3UBHbIX TEXHOJIOMMI OCTIOXHEHNS IOC/IE TUPEOUAIKTOMMM HAOIIOAAMCH B 2,5 pa3a pexe, YeM npy TpaauLMOHHBIX

onepauwsix; 0C/IOXHEHI reMOKoarynisLmm He b0 0OHAPYXEHO HM Y OIHOTO MaLUEHTA.

The actuality of the subject

Despite the achievements in clinical medi-
cine, gallstone disease and gall bladder problem
remains one of the most actual problems of so
far modern clinical medicine and especially of
the surgery [1,3,11,15,17]. In this regard, one of
the most important events in medicine in recent
decades is the strong development and imple-
mentation laparoscopy technologies in extensive
clinical practice that radically changing the face
of modern surgery (28,12). Currently less inva-
sive interventions are practically used in all areas
of abdominal surgery. (11.12) suggests that in-
fections, cholesterol and calcium metabolic dis-
orders, as well as the factors that lead to the de-
velopment of dyskinesia on sedimentary streams
play a major role among the causes of gallstone
disease. Taking into consideration the prevalence
of females among patients, as well as, pregnan-
cy, obesity, gynaecological disorders accompa-
nying with increase of blood level of cholesterol
and calcium, and diseases, it may be assumed
that internal secretion glands, specially activity
of thyroid gland play great role in the pathogen-
esis of gallstone disease. As it is known that the
frequency of tireopathy is also increasing steadi-
ly and currently accounts for about 10% of the
total population (7.8) that which is due to iodine
deficiency (13,14), pollution of the biosphere
(14,15) and radiation effects. Though there is a

great arsenal of methods of examination, diagno-
sis of the pancreatic gland disease is not an is-
sue that has been solved at all (10,18). There are
only rare editions among a large number of cases
dedicated to joint operations that it is devoted
to simultaneous surgical treatment of patients
suffering from gallstone disease and thyroid dys-
function. (2,4,5,8). This is most likely that can
be explained by the lack of desire of surgeons to
engage in additional surgical interventions with
intravenous injection which can alter the adapta-
tion ability of organism to operation trauma. How-
ever, undesirable events occur during two-stage
operations of patients with gallstone disease and
thyroid dysfunction. Thus, at the first stage when
performing the surgical operation in thyroid, an
increase in the inflammation process in gallblad-
der pathways and the development of gallstone
disease may occur during postoperative period.
In reverse sequence, postoperative period may
aggravate with the thyrotoxicotic crisis or there
is a real danger for transmission of treatment pe-
riod in cases of malignant injury of thyroid.

Thus, continuous increase in the number of pa-
tients suffering from gallstone disease and thyroid
dysfunction and their combination, absence of a
single idea with respect to diagnosis and surgical
treatment in such contingent patients determines
the relevance of the problem selected for the re-
search.
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Research materials and methods

25 patients with goitrous forms together with
gallstone disease was inpatient treatment in sci-
entific centre of surgery named after M. A. Top-
chubashov. They are from 17 up to 63, 19 women
(76%) and 6 (24%) men. Among those with differ-
ent goitrous forms, those who were able to work
were prevailed. All 25 patients, who constitute the
material of this scientific study, were divided into
two groups. The main group consisted of 17 (68%)
patients that they were operated (joint cholecys-
tectomy with thyroidectomy) using laparoscopic
techniques and instruments (laser). 8 (32%) of pa-
tients constitute the control group that traditional
surgical intervention was used in gallbladder and
gallbladder pathways here jointly with thyroidec-
tomy. All 25 patients with gallstone disease, with
various goitrous forms, have undergone surgical
treatment.

Hyperfunction of the thyroid gland may be due to
the formation of one or more nodes both in DT3 and
in thyroid that in this case active function of thyroid
leads to the formation of thyroid hormones. Against
the background of the continuous increase in pa-
tients with gallstone disease and patients with surgi-
cal trauma in the thyroid, increase the number of pa-
tients with these diseases is also lawful. It should be
noted that the type associated with thyroid pathology
is more frequently found among all types of gallstone
disease jointly with other pathologies. In this case, if
there are appropriate guidelines and conditions for
the surgical treatment of the disease, a joint opera-
tion is performed. Table 1 shows the gender and age
division of patients depending on the type of surgical
intervention in bile duct and thyroid of patient with
thyroid dysfunction and gall bladder.

As seen from Table 1 groups of patients who
have performed jointly conventional and joint less
invasive operations in bile duct and thyroid were
groups that could coordinate the number, sex, and
age of patients. Most of these patients were -21
(68%) women. Men were only 4 people, i.e. 32%.
The average age of the patients was 47.3 y 6.8
years that which corresponds to the period of en-
docrine disorders noticeable with body menopause.
The nature of inflammation changes of gallbladder
and thyroid depending on the type of surgical inter-
vention in the gallbladder pathways and thyroid of
operated patients related to gallstone disease and
thyroid gland dysfunction is shown in Table 2.

Table 2 shows that most of the patients - 21
(92%) - were operated for chronic inflammation of
the gallbladder and various forms of goitrous and 4
patients (8%) were operated for acute phlegmon-
ous cholecystitis.

The structure of thyroid gland diseases of oper-
ated patients due to gallstone disease and thyroid
pathology.

As it seen from indicators of Table 3 that nodular
and multiple goitrous, chronic thyroiditis and thy-
roid gland cancer caused an instruction for surgical
intervention in approximately the same number of
thyroids patients with gallstone disease. Opera-
tions on thyroid were performed later on with dif-
fuse toxic goitrous.

Results

It should be noted that in the last decade sig-
nificant changes were observed in the structure of
the thyroid gland dysfunction. Thus, if patients who
previously suffered from thyroid gland with nodu-
lar and multiple goitrous were the majority and re-

Type of surgical intervention in the gallbladder and thyroid Table 1. o
Control group n-8 Main group n -17 The gender and age divi-
sion of patients depending
on the type of surgical
21-30 1 1 2 intervention in bile duct
31-40 - 6 6 and thyroid of patient with
41-50 1 3 - 5 9 thyroid dysfunction and
51-60 2 1 5 5 gall bladder.
61-70 1 - 1 1 3
Sum 2 (25%) 6 (75%) 2 (23,5%) 15 (76,5%) 25 (100%)
Table 2.

Cholecystitis and goitrous

Type of surgical intervention in gallbladder path-

The nature of inflammation

forms ways and thyroid gland.
Control group - 8 Main group - 17 changes (_)f gallbladder
Chronic cholecystitis + Cholecystectomy + Cholecystectomy + 21 (92%) and thyroid of operated
various goitrous forms thyroidectomy - 5 thyroidectomy - 16 patients related to
Acute Calculix Cholecystitis + | Cholecystectomy + Cholecystectomy + 4 (8%) gallstone disease and
nodular goitrous thyroidectomy - 3 thyroidectomy - 1 thyroid gland dysfunction
8 17 25 (100%)
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Table 3.

Shows the structure of
thyroid gland diseases
of operated patients due
to gallstone disease and
thyroid pathology

Thyroid gland pathology feature

Patients number

Absolute

Nipple and Multiple goitrous 5 20
Chronic thyroiditis 3 12
Cancer of the thyroid gland 2 8
Adenoma of the thyroid gland 14 56
Diffuse toxic goitrous 1 4
Final 25 100

cently, the significant increase of chronic thyroiditis
and cancer disease of thyroid gland was recorded.
While using less invasive techniques in the imple-
mentation of interventions postoperative complica-
tions were encountered in 1 (one) of 17 patients, 1
(5.9%) (seroma), whereas while using conventional
methods, complications were occurred in 4 patients
(50%) of 8 patients (seroma, irritation and subcuta-
neous bleeding). When analysing their characteris-
tics it became apparent that while using less inva-
sive technology, complications after thyroidectomy
have been observed 2.5 times less than traditional
operations; hemocoagulation complications were
not found in any patient.

Final results

1. Mostly, having nodular and multiple nodular
goitrous, chronic thyroiditis of most patients
with gallstone disease suffering mainly from
chronic cholecystitis indicate joint surgical in-
tervention in thyroid.

2. There is a specific pathogenic correlation
hypercholesterinaemia, hypercalcaemia and
hypokinesia on gallbladder pathways, as well
as changes in the structure of the gallbladder
tissue between gallstone disease and thyroid
gland disease accompanied by hypothyroid-
ism.

3. When encountered gallstone disease and thy-
roid gland dysfunction, it is advisable to per-
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CLINICAL ASPECTS OF REHABILITATION
TREATMENT OF PATIENTS

WITH TERMINAL COLOSTOMY AFTER RADICAL
SURGERY FOR CANCER OF THE RECTUM

Khozhayev A.A., Kaidarov B.K., Amanbekov N.A.,

Sabirov K.U., Dzhakipbaeva A.K.
S.D.Asfendiyarov Kazakh National Medical University, Almaty, Kazakhstan

Abstract

It is known that patients with rectal cancer belong to the category of cancer patients with the most
pronounced degree of disability, which is primarily due to the high percentage of stoma operations in this
pathology. In this situation, a comprehensive approach is needed to solve this problem. Thanks to the
multi-component rehabilitation treatment in patients with rectal cancer with unnatural anus after radical
surgery, including a certain algorithm when choosing the place of formation of the colonic terminal stoma,
diet therapy, the use of funds and the order of care for the colostomy, methods of prevention and elimination
of complications from the intestinal stoma, it was possible to achieve good functional results of treatment,
expressed in a high coefficient of “labor rehabilitation”, which amounted to 71,3+4,9%. At the same time,
every fifth stomic returned to the preoperative way of life independently, and the coefficient of “self-rehabil-
itation”, which reflects the ratio of patients who returned to work without passing the MSEC, to the number
treated for this localization, was 18,4+4,2%.

Tik iwek 0ObIpbIHA XacanblHFaH pagUKanAbl XMPYPrusiiblk onepauunsnappaH KeuiHri

ilueKTiH COHFbl OenikTepiHaeri kKonoctoManapbl 0ap HaykacTapAbl KaiiTa KannbiHa
KenTipy eMiHiH KJIMHUKaNbIK acnekTinepi

Koxaes A.A., KaitpapoB b. K., AMaHG6ekoB H.A., Cabupos K.Y., XXakbin6aeBa A.K.
C.X. AcoeHamapoB atbiHaarbl Kasak ¥ntTelk MeauuuHa YHusepceuteTi, Anmatsl, KasakcTaH

AHxpatna

Tik itek 06bipbl 6ap NaLUMEHTTEp MYreAekTik Aopexeci aHarypbiM Xorapbl 60naTblH OHKONOINSIbIK
HayKacTapfblH CaHatbiHa XataTblHbl Oenriii, Oyn OIipiHIII Ke3ekTe O0Cbl naronorusaarsl CTomMa cany
onepauusnapbiHbiH XoFapbl Mavbi3biMeH 6ainaHbICTbl. byn Xarnanaa ocel MOCENEHi LWelly yiliH KeweHai
TOCIN Kaxert. Tyberesini onepaunsanapaaH KeiiH canbiHFaH, Xacaszbl apTkbl TECiri 6ap Tik ilek 00bipbIMEH
ayblpatbiH HaykacTapFa XyprisifireH ToK ILeKTiH CTOMACbIH Cajny Ke3iHAe OPHbIH aHbIKTayFa apHasFaH a-
roputM, AueToTepanusi, KoJA0CToMara apHanFaH KyTiM, anfblH ajy Lapanapsl XoHe ILEeKTiK CTOMaHblH
acKbIHyNapbIH 60IABIPMAY CeKinai wapanapaaH TypatbiH Ker Kypamabl KaarbiHa KeaTipy eMiHiH apkachiHaa
«eHOeK peabunntaumsicbiHbiHy 71,3+4,9% Xorapbl KO3@PUUMEHTIH KypanTbiH  XakChl QYHKLMOHANAb!
HaTuxenepre Ko xetkizgik. COHbIMEH KaTap cToMa KolibliraH apoip GeciHli Haykac onepaumnsra AeviHri
eMip cypy KannbiHa 634iriHeH Kanta opangel, an MeAnKo-aieyMeTTik capantama komuccuscsiH (MOCK)
ernesi ockl okanu3aums bovibiHWwa emaenin eHbekke opanraH HaykactapZibiH apa KaTblHAChIH aHbIKTANTbIH
«O3giriHeH KanmbiHa keny» koagppuumnenTi 18,4+4,2% Kypasbi.
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KnuHuyeckue acnekTbl BOCCTAHOBMTENIbHOIO NIe4eHns 00NbHbIX
C KOHL,eBbIMU KOJIOCTOMaMM nocJsie paaukajsbHbIX XMpypruyeckmx sMeLlaTenbCTB

no NOBOAY paKa NPSIMOW KULLKK

Xoxaes A.A., Kaitpapos b.K., Aman6ekoB H.A., Cabupos K.Y., Ixxakun6aesa A.K.
Kasaxckuit HaunoHanbHblii MegnuuHeknid yuusepcuteT um. C.[. Achenamnsaposa, Anmathl, KazaxctaH

AHHOTauns

WU3BECTHO, 4TO NaLMeHTb PAKOM MPSAMOI KULLKM OTHOCSTCS K KAaTeropum OHKOSIOrMYECKMX O0JbHBIX C Hau-
007166 BbIDAXEHHON CTEMEHbI0 MHBANUAN3ALMN, YTO CBS3aHO, B NEPBYI0 04EPE/b, C BbICOKUM MPOLEHTOM
CTOMVPYIOLLMX OnepaLmii npyu 3ToH natonoruu. B atoii cutyaumm Heo6XoanM KOMIIEKCHbIN MOAX0A AJiS
peLeHns aHHok npobnemsl. brarogaps npoBeAeHN0 MHOTOKOMIIOHEHTHOIO BOCCTAHOBUTEIbHOIO Jieye-
HUs y 6OMbHBIX PAKOM NPSIMO¥ KUKV C POTUBOECTECTBEHHbIM 3a[HUM MPOXOAOM I10CAE PaAUKAIbHBIX XU-
DPYPrnyeckux BMELIaTe/IbCTB, BKIOYAIOLEro OnpeAeneHH bl anroputM npyu Beibope Mecta ¢popMupoBaHus
TOJICTOKULLIEYHOMN KOHLIEBOV CTOMbI, ANETOTEPAINNIO, NPUMEHEHNE CPEACTB U NMOPSAOK yxoda 3a KoloCTo-
MOVi, Crioco0bl MPOGUAAKTUKN U YCTDAHEHNS OCTIOXHEHUI CO CTOPOHBI KULLIEYHBIX CTOM, YAanoCh JOCTUYb
XOPOLLUMX QYHKUMOHATIbHLIX PE3Y/IbTATOB JIEYEHMUS], BbIDAXAIOLNXCS B BbICOKOM KOIPOULUNEHTE «TDYAOBOM
peabunutaiun», Kotopslii coctasun 71,3+4,9%. Bmecte ¢ aTUM, Kaxzbii NsTbiii CTOMUK BEPHYJICS K J00ME-
PaLVOHHOMY 00pa3y X13HU CaMOCTOATENbHO, @ KO3QPUUNEHT «CaMopeabunmuTaLmum», KOTopbli OTpaxaet
OTHOLIeHne b0NbHbIX, BEPHYBLIMXCS K TpyAy 6e3 npoxoxaeHns MCIK, k unciy ne4eHHbIX Mo JaHHOM JI0Ka-

m3auum, coctasun 18,4+4,2%.

Introduction

Today, rectal cancer, despite its affiliation with
visually accessible locations and ongoing activities
to actively identify this pathology at an early stage
in the form of screening, continues to occupy a
leading position in the incidence and disability of
the population [1,2]. An impressive percentage
of locally advanced forms of the advanced (third)
stage of the disease predetermines the occurrence
of a complicated course of rectal cancer, which in
turn leaves no choice to surgeons in favor of aban-
doning primary restorative or sphincter-preserving
surgery and the formation of unnatural anus on the
anterior abdominal wall [3,4,5]. At the same time, a
well-formed and adequately functioning colostomy
allows to achieve good functional results of treat-
ment and the quality of life of these patients [3,5,6].

At the same time, even with technically cor-
rect formation of anus praeternaturalis, a complex
of targeted translational measures is needed both
at the pre- and postoperative stages of treatment,
which allows the patient to recover the physical and
functional state as much as possible.

At the same time, it should be noted that of the
total number of postoperative complications, the
most frequent complication leading to dysfunction
of the colostomy is its stricture, the frequency of
which reaches 5-7% [6,7].

The aim of the study was to improve the qual-
ity of life of patients with rectal cancer subjected to
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radical surgical interventions with the formation of
an abdominal end colostomy.

Material and methods

This study is based on the analysis of the re-
sults of radical surgical treatment of 134 patients
with rectal cancer of stage II-lll with the imposi-
tion of terminal anus praeternaturalis (abdomino-
perineal extirpation and obstructive resection of
the rectum).

The complex of rehabilitation measures started
from the moment of admission of patients to the
hospital. Most of the patients who were facing the
formation of an unnatural anus, as a rule, were in
a state of severe depression, experienced fear and
despair in connection with the upcoming opera-
tion, which was especially evident in young people.
Therefore, during the initial examination, the patient
was interviewed in which he was told that such a
procedure is necessary for saving lives, brought the
patient a situation in which an intestinal stoma is
formed and existing methods of care for it, allowing
them to return to a sufficiently full life. The most ef-
fective way to resolve possible fears and doubts is
to meet the patient with people who have previously
undergone such surgery and successfully deal with
the care of an unnatural anus (sometimes these
were roommates who had already undergone such
operations and are preparing for discharge). The
patient, even before the start of treatment, was set
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up on the idea that the colostomy is not an obstacle
to returning to the former way of life or work activity.

One of the key points in the complex of reha-
bilitation measures for patients who were to form
an unnatural anus was the choice of the place for
the future formation of a colostomy on the anterior
abdominal wall. This procedure was performed to-
gether with the patient on the eve of the operation.
The foIIowmg principles were followed:

the choice of the place of formation of the

colostomy should be carried out in different

positions of the patient’s body, especially in
persons with overweight;

colostomy should be easily accessible for in-

spection and care;

anus praeternaturalis should be located in the

left iliac region at a sufficient distance from

the iliac bone, navel, and the costal arch to
be worn;

intestinal stoma should be away from the belt

line for clothes, folds, scars and other gross

deformities of the anterior abdominal wall.
The implementation of these principles further
greatly facilitated the patient’s care for an unnatu-
ral anus, since it made it possible to easily use all
available modern methods of colostomy care.

The first, and most essential for the modern
approach to solving the problems of patients with
colostomy, is the problem of choosing stoma care
items. The second is the possibility of using them
in those social and living conditions in which a per-
son lives. The third is the possibility of teaching
one or another way of caring for a stoma, largely
determined by the state of the patient’s psyche or
people caring for it.

Results and discussion

As the patient’s general condition recovered
and postoperative wound healed, they proceeded
directly to learning how to care for an unnatural
anus. It included the regulation of feces diet and
medication, the use of adhesive tank for feces,
as well as the implementation of regular enemas
through the colostomy (colon irrigation). The es-
sence of the recommendations on nutrition was
to advice carefully register changes in the nature
of the feces and emptying, depending on the use
of certain foods. At the same time, it is advisable
to adjust the frequency and nature of the feces
with foods that have a fixing or laxative effect. The
principal is the absence of any restrictions on the
qualitative composition of food. However, the use
of food regulation of the chair is not always suc-
cessful. So in case of constipation, they prescribed
a diet with a high content of fiber in combination
with taking bran against the background of water
regime (1,0-1,5 liters of fluid per day), the use of

natural mineral water, which improves the metabolic
processes of the gastrointestinal tract and its motor
activity. It should be noted that the frequency and
nature of feces often depend directly on the indi-
vidual characteristics of the motor function of the
intestinal tract. When irregular bowel function with
the release of unformed feces and a large amount of
gases resorted to the appointment of a rehydration
composition in combination with activated charcoal
and other drugs.

In cases where it was not possible to achieve
regular and decorated feces, they resorted to the
use of tank for feces or irrigation of the colon. The
most effective were tank for feces on an adhesive
basis, which provided the necessary tightness and
comfortable existence of patients throughout the
day. It is advisable to use tank for feces, adhesive
substance which is created on a biologically active
basis, protecting the skin from the damaging effect
of fecal masses. Such products consist of an ad-
hesive plate and a bag, and differ from each other
in the protective properties of the adhesive and the
methods of attaching polyethylene bags to them.
The use of glued tank for feces does not require
any additional conditions for their sticking and re-
moval, however, we recommended patients to al-
locate a special place where the necessary devices
would be stored (the tank for feces, scissors, gauze
balls). A more economical, but more time-consum-
ing method is irrigation of the colon, which includes
regular (1 every 1-3 days) emptying of the colon
with enemas. However, this method often causes
pain during the procedure, up to nausea and vom-
iting; in addition, a significant number of patients
simply do not have adequate home conditions for
irrigation. However, some patients recognized this
method as optimal for themselves and used it as
the main method of stoma care. All of them colon
irrigation was done in the morning before breakfast
with a break from 1 to 4 days. In the interval be-
tween enemas, they did not have uncontrolled dis-
charge of gases and feces, which allowed them to
work and (or) visit public places.

It should be noted that dietary recommenda-
tions, including intake of foods rich in fiber, wheat
bran and dietary advice, allowed more than a third
of patients to characterize the activity of the intes-
tine as regular with a one-two-day emptying during
the day. These patients did not use tank for feces or
enemas through the colostomy, but resorted to this
or that method of caring for the stoma only if neces-
sary for a long stay in public places.

Now, as for the strictures of the terminal co-
lostomy. What are the main causes of their occur-
rence?

It is possible to conditionally divide the stricture
level: 1) at the level of the skin, 2) at the level of
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the muscular aponeurotic component of the ante-
rior abdominal wall. The reasons for the first type of
stricture may be the following:

a) the colostomy segment of the colon has inad-
equate blood supply, which leads to its necro-
sis and cicatricial stricture of the colostomy at
the level of the skin;

b) the terminal section of the intestine is re-
moved with tension, which subsequently leads
to its retraction and scarring of the edges of
the skin wound;

c¢) fixing the intestine to the edges of the skin
wound with sutures from coarse suture mate-
rial, followed by leaving ligatures, which leads
to the formation of granulomas and cicatricial
stenosis at the skin level.

Causes of colostomy stricture at the level of
aponeurosis can be:

a) the formation of too narrow holes in the apo-
neurosis, and therefore there is a stricture at
the level of the muscular aponeurotic compo-
nent of the anterior abdominal wall;

b) insufficient hemostasis, leading to the forma-
tion of hematoma, paracolostomy abscess
and stricture;

c) fixing of the excreted intestinal segment in
the depth of the wound channel with sutures
from a rough suture material, which leads to
the formation of a ring with granulomas and
cicatricial stricture.

In this situation, there is always the question
of tactics for the management of such patients.
To answer this question, a classification of end
colostomy strictures is necessary. In our work, we
adhered to the following classification of end colos-
tomy strictures [8]:

Grade | - compensated: there is colostomy ste-
nosis, which does not prevent intestinal emptying,
decorated fecal masses are easily excreted; The
method of correction of functional disorders of the
colostomy is conservative therapy (diet therapy,
drug therapy).

Grade Il - subcompensated: there is an obsta-
cle to the normal bowel movement, freely separated
feces mushy consistency; the method of correction
of end colostomy dysfunction consists in the finger
(patients themselves can perform) or instrumental
(performed by the surgeon) dilution of the colos-
tomy.

Grade Il - decompensated: there is a stricture
of colostomy with symptoms of decompensation of
the colonic obstruction, only liquid feces and (or)
gases are freely released. In this case, the neces-
sary reconstruction of the colostomy.

In contrast to the situation when the terminal
colostomy was formed after abdomino-perineal
extirpation of the rectum according to oncological
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criteria (cancer of the lower ampullae of the rectum
and anal canal), in other cases obstructive resec-
tions of the rectum (Hartmann's operation) were
performed due to a complicated process or se-
vere concomitant pathology (intestinal obstruction,
paracancrosis abscess, severe diabetes, etc.).
Guided by the above classification, postoperative
strictures of terminal colostomy of varying degrees
were detected in 5,4% of patients.

During the correction of functional disorders
of the terminal colostomy, according to the clas-
sification with | degree, it was possible to achieve
satisfactory results and quality of life through diet
therapy. For grade Il strictures, a finger bougienage
of the stoma was performed; the bougienage tech-
nique consisted in regular (one of the prerequisites
for obtaining the effect) holding the finger below
the constriction so that the diameter obtained was
maintained. With the inefficiency of the finger, in-
strumental bougienage was performed. For stric-
tures of the Ill degree, the patient underwent a re-
construction of the colostomy.

The analysis of the quality of life of patients
after the rehabilitation treatment showed that the
overwhelming number of patients adapted to the
changed living conditions and adapted to the so-
cial and working environment. At the same time,
the motivation for returning or refusing to work in
various socio-occupational groups had practically
no differences. So, the main motives for returning
to work were “the desire to save the family budget”
and “I can’t imagine my life without work”, and the
reasons for the refusal are “fear of being in a spe-
cial position in the work team” and “family circum-
stances”.

In order to assess the effect of the transferred
surgical intervention on the working ability of pa-
tients in the postoperative period, the coefficient
of “labor rehabilitation” was calculated. The coef-
ficient of “labor rehabilitation” reflects the actual
return to work of patients with tumors of basic local-
ization, regardless of whether they passed MSEC
or not, have or do not have a disability group, and
is a cumulative indicator that includes the propor-
tion of people who returned to work independently,
the proportion of people working in the presence
of Group Il disability and the proportion of persons
who received during the initial examination of Group
| and Group Il disability and returned to work. When
calculating the "labor rehabilitation” coefficient, it
was established that it amounted to 71,3y4,9%. At
the same time, the “self-rehabilitation” coefficient,
which reflects the proportion of individuals who re-
turned to the pre-operative lifestyle independently
(the ratio of patients who returned to work without
undergoing MSEC, to the number treated by this
localization) was 18,4+4,2%.
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Conclusion

Thus, the use of an integrated approach during
the medical rehabilitation program in patients with
unnatural anus has improved the quality of life of
this cohort of patients, the overwhelming number
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LEFT KIDNEY AFTER 27 YEARS AFTER
NEPHRECTOMY ON THE RIGHT. CASE REPORT

Ibragimov R.P., Issayev D.A., Madadov I.K., Syrymov Zh.M.
National Scientific Center of Surgery named after A.N. Syzganov, Aimaty, Kazakhstan

Abstract

Clinical case of the recurrent renal cell carcinoma 27 years after contralateral nephrectomy. Patient 56 years
old male, admitted to the hospital with gross haematuria. Patient was examined: on ultrasound and computed
tomography neoplasm of solitary left kidney was revealed. Patient history: in 1991 patient underwent open ne-
phrectomy on the right about renal cell carcinoma. Afterwards was under follow-up for 5 years and no signs
of recurrence were revealed on control check-up. On computed tomography scans kidney has the dimensions
20,4x8.62 cm and neoplasm 10,5 x 8,3 cm extending from upper pole to the renal hilum. Considering that patient
has only one kidney we decided to perform renal sparing surgery but it was unclear precisely the state of invasion
of renal hilum, thus it was planned to attempt extracorporeal resection of kidney.

27 xbin OypblH HePPIKTOMUAAAH KEWiHTi peLuamnBTI XanFbi3 KanfaH con OyMpekTiH,

Oyipek-XacyLwa KapLMHOMAaCbIHbIH KTMHUKAJIbIK, OKWUFACbI

U6parumos P.M., Ucaes [O.A., Magapos U.K. CeipbimoB XK. M.
A.H. Cbi3raHoB aTbiHAarbl ¥ATThIK FbiibiMu Xupyprusi optansiFel, Anmarsl, Kasakcrat

Axparna

27 Xbln1 OYPbIH HEGPIKTOMUSAAH KEUIHTT PELMANBTI XaltFbi3 KanFaH con OyipexTiH byipek-XxacyLa kapymHOMAachiHbIH
KIMHUKANbIK OKUFachl. Haykac 56 xacta, ep agam, Kenin TyckeH ke3ae 39pAiH kaH apanac 060nybiHa LaFbiMAaHasbI.
Tekcepin kaparaH Ke3ae ynbTPazablObICTbl 3€PTTEY XOHE KOMIbIOTePiK ToMorpapusaa con OyHApeKTiH iciri aHbIKTanabl.
Haykacreiy aypy TapuxwiHga: 1991x Haykacka oH Xak Oy/pekTiH Oyvipek-xacywa KapLuuHomachl cebebiHeH OH XaKTbl
albIK HePPIKTOMUS XacasbiHFaH. TyPFbIIbIKTbI Xepi osibiHILIA Aopirepae 5 xbin 60sibi bakbinayaa 6onraH, bipak peyn-
AuB benrinepi 6onmaraH. Komnbtotepnik Tomorpagusaa con oyvipektin enwemaepi 20,4 x 8,62 cm, iciktiH kenemi 10,5
X 8,3 cm 6ongbl. Icik OyApeKTiH XorapFsl MOMOCkIHAH OYVipek KaknackiHa AeviiH xavibFaH. Haykacta xanrbi3 KasFaH Tek
con byiipex bonFaHAbIKTaH Haykacka ar3aHbicakTay 0Tachl XacaybiHa LWeLiM KkabbiigaHasl, Gipak Ty3inicTiy 6yiipek
KakmacbiHa MHBAa31s IOPEXECIH HaKTbI BiMerengikTeH akcTpakopnopansAi Oyvipek pe3ekumscel niaHaaHabI.

PeuunpamnBHbIiA NOYEYHO-KJIETOYHbIN paK eAMHCTBEHHON OCTaBLUEICS 1eBOV NOYKK
nocne paHee npoBeAeHHON 27 neT TOMy Ha3ap, NPaBOCTOPOHHEW HEeDPIKTOMUM.

KnuHuuyeckuii cnyyai

Uoparumos P.M., Ucaes [1.A., Mapapos U.K., CboipbimoB X.M.
HauuoHanbHbin HayuHbiid LieHTp xupypruv um. A.H. CbisraHoBa, Anmarsbl, KazaxcTaH

AHHOTaynsa

Knurnvecknii cnyqasi peunanBHOro MoYeYHO-KIETOYHOro paka eAuHCTBEHHOV OCTaBLUEVCS NIeBOV M0YKu Mocse
paHee BbINONHEHHOV 27 NeT TOMY Ha3as npaBOCTOPOHHEN HePIKTOMun. [1aumneHT 56 neT, MyxynHa, nocTynui C xa-
nobamu Ha makporematypuio. [lpy 06cnesoBaHNN Ha yibTPa3BYKOBOM UCCHEA0BaHNM 1 KOMIbIOTEPHOM TOMOrpagpum
Ob110 BbISIBNIEHO 00pa30BaHne NeBovi Noykn. U3 aHamHesa nauventa: B 1991r. naumenty 6bina BbifONHEHA OTKDbITas
HePPIKTOMUS cripaBa no MoBOAJY NOYEYHO-KNETOYHOro paka. llayneHT Haxogmacs noa HabmogeHnem Bpaya 5 fiert, B
TE4YEHUE KOTOPOro He ObiI0 peunanBa 3aboneBaHus. Ha koMnboTepHovi Tomorpagum pa3mepsl 1€BOJ MOYKN COCTABASIN
20,4x8.62 cm, a obpasoBanus - 10,5 x 8,3 cm. [locnesHee pacnpocTpaHsoCs OT BEPXHEro nooca A0 BOPOT MOYKM.
Y4nTbIBas €AMHCTBEHHYIO OCTABLLYIOCS JIEBYIO MOYKY MALMEHTA, ObLIO MPUHSITO PELUEHUEM MPOBECTU 0PraHoCOXPaHsI0-
LYo onepawuio, 0fHaKko 10 CUX op He OblI0 MOHSTHO YETKO CTeNeHb MHBAa3nn 00pa3oBaHus B 001acT1 BOPOT, M03TOMY
M/1aHNPOBANINCH POBELEHNE MOMBITKU SKCTPAKOPMOPATbHOM PE3EKUMU M0YKN.
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RECURRENT CELL CARCINOMA OF THE LEFT KIDNEY AFTER 27 YEARS
AFTER NEPHRECTOMY ON THE RIGHT. CASE REPORT

Fig.1.

CT scan demonstrates the
neoplasm of the left kidney
extending from the upper
pole to the renal hilum.

Fig.2.

Back-table. Kidney is
washed out with special
solution (Custodiol).
Margins of the lesion are
seen clearly

Introduction

Renal cell carcinoma is the most frequent of the
urologic malignancies, with approximately 20% to
30% of patients presenting with metastatic disease
with mortality rates more than 40%. Surgical resec-
tion for clinically localized disease is the common
choice for curative intervention. However, recur-
rence rates of 20% to 40% after nephrectomy for
clinically localized disease [1, 2].

The greatest risk of recurrence for RCC occurs
within the first 5 years after nephrectomy, with the
majority of recurrences occurring within 3 years. Al-
though recurrences have been reported as late as
30 years following nephrectomy, rates of 43% in the
first year, 70% within the second year, 80% within 3
years, and 93% within 5 years have been reported
[3,4]

Tumor stage plays an important role in timing
of recurrence, with T1 tumors generally recurring
between 38 and 45 months, whereas T3 tumors
generally recur between 17 and 28 months follow-

ing initial nephrectomy. After nephrectomy, the inci-
dence of RCC recurrence has been reported to be
7% with a median time of 38 months for T1 tumors,
26% with a median time of 32 months for T2 dis-
ease, and 39% with a median time to recurrence at
17 months for T3 tumors [5, 6].

RCC has been shown to metastasize to almost
all soft tissues in the body, but most commonly to
the lung, followed by bone, liver, brain, and local re-
currence. Metastases to brain, bone, and liver often
present as widely disseminated disease [7]

Time to disease recurrence or progression is
important in planning surveillance. In the literature,
most of the tumour recurrences occur within 5 years
[1-5]. Some authors advocate follow-up for the first
5 years, others for 10 years.

Contralateral kidney involvement with tumour,
has been reported to occur in 0.4% to 12.9%. Posi-
tive surgical margins and multifocality were good
predictors in clear cell renal cell carcinoma and
nuclear grade for recurrent papillary renal cell car-
cinoma [8].

Case report

A 56 years-old man admitted to our hospital
with gross haematuria. In past, 27 years ago, pa-
tient underwent right side open nephrectomy for re-
nal cell carcinoma. Afterwards he was under follow
up for 5 years during this period no signs of recur-
rence were detected.

On computed tomography scans neoplasm of
the solitary left kidney was revealed. Kidney has the
following dimensions: 20,4x8.62 c¢cm. Also sizes of
the neoplasm were measured - 10,5 x 8,3 c¢m, ex-
tending from upper pole to the renal hilum (Pic. 1).

Laboratory tests were also performed: creati-
nine was 1.59 mg/dl, BUN — 8.0 mmol/l, glucose
— 8.0 haemoglobin 98 g/I.

Concurrently patient has diabetes mellitus type
2, insulin-required state. Previously patient has epi-
sodes of obstruction of upper urinary tract due to
blood clots with subsequent acute kidney injury and
creatinine rise up to 5.65 mg/dl.

Taking into account that patient had only one
kidney and big dimensions of the latter we decided
to preserve kidney by performing renal-sparing
surgery, if possible. But it was not clear the state
of invasion of neoplasm to the renal hilum. So we
planned firstly to perform extracorporeal resection
of kidney on back-table and, if possible, to perform
subsequently autotransplantation of kidney.

Median laparotomy was chosen as surgical
approach. Kidney was fully dissected from sur-
rounding tissues. Ureter, artery and vein were
temporarily clamped and kidney was taken on a
back-table, washed out by special solution (Cus-
todiol) (Pic2.).
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AFTER NEPHRECTOMY ON THE RIGHT. CASE REPORT

Kidney was divided longitudinally from the top
to the hilum across the neoplasm to assess the
state of invasion and possibility to save the kidney
(Pic 3.).

As seen in gross specimen neoplasm invades
the renal hilum, intimately to renal artery and vein.
Thus, it was surgically not feasible to preserve this
kidney and back table finished afterwards. Clamped
renal vessels were then clipped and surgery fin-
ished closing the wound. Patient was prepared to
hemodialysis by placing double-lumen catheter
and formation of arterio-venous fistulae on the left
forearm.

Conclusion

In this case renal cell carcinoma recurred after 27
years of initial diagnosis and remove of the contralat-
eral kidney. Taking this case as an example it is not
precisely clear how long should be patient under fol-
low-up. Unfortunately, we don’t have any data about
the grade of neoplasm at initial diagnosis in the past.

We suggest monitoring the patients after ne-
phrectomy about the renal cell carcinoma for 5
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Fig.3.

Gross specimen. The
lesion extends from upper
pole to the renal hilum,
intimately to the renal
vessels
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Tyiiin ce3pep
nepuToHeasnb i xacobicrnanap,
J1anapockonus, aypy cesimi,
aHTMaareanoxasl 6apbepiep,
6103NeKTPAIK CTUMYNALMS.

ADHESIVE DISEASE
(REVIEW)

Fakhradiev |.R., Zhumataev D.T., Baymakhanov A.N.,

Almabayev I.A., Raimkhanov A.D.
National Medical University named after S.D. Asfendiyarov, Almaty, Kazakhstan

Abstract

Adhesive disease of the abdominal cavity is one of the most common complications after abdominal and
small pelvic surgery. This complication, in turn, leads to infertility, chronic pain in the abdomen and intes-
tinal obstruction. Laparoscopy has become a “Golden Standard” for surgery of surgical abdominal organs.
Laparoscopic surgery has a number of advantages over open surgery, including rapid recovery, reduction
of hospitalization days, post-operative pain reduction, as well as cosmetic priorities. Further improvement
of this branch of technology, the development of modern techniques and the development of special lapa-
roscopic skills - expanded the spectrum of operations on the abdomen, such as the construction of intra-
corporal stitches and anastomosis. Postoperative adhesions are directly related to abbot subsection of the
abomasum, and are the major cause of intestinal obstruction. At present, anti-drowning barriers are widely
propagated in the prevention of adhesions. Studies show that adherence to adhesion does not adversely
affect intestinal anastomosis. However, anastomoses are not recorded correctly in the abdomen, regardless
of the presence of anti-deposition barriers. The review provides information on the pathophysiology and
prevention of abdominal strokes.

Xabbicna aypybi

(©aebu wony)

daxpapues WU.P., XXymataes [.T., baiimaxaHoB A.H.,
Anmabaes bl.A., PaumxanoB A.[1.
C.X. AcoeHamapoB atbiHaarbl Kasak YNTTbik MeguuuHa yHusepcuteTi, Anmarbl, KasakcTtaH

AHxpatna

I KybiCbIHBIH Xabbicnia aypybl - il NeH Killi XaMbac KybiCbiHa XacanrFaH onepaunsnapaaH KeviH eH xui
Ke3aeceriH ackbiHy1apAbiH bipi 60bin Tabbiaabl. by ackbiHy 63 ke3eriHae beaeynikke, ilTeri co3blaMarbl
aypy cesimiHe XoHe ilek eTiMciaairine anvin keneqi.Jlanapockonus OyriHri TaHaa il KybiCbl MYLIENEPIHIH
XUPYPrussiblk aypynapbiHa onepauus xacayga «AnTbiH CTaHAapTKka» adHangsl. J1anapockonusiiibik Xmpyp-
visi «alliblk» XUPYPryusMeH CanbiCThipraHAa OipHelue 6acbiMAbIKKa Me, OHbIH ILLiHAE Te3 CayblFy, roCriuTamm-
93auns KYHAEPIHIH KbICKapybl, onepauusaaH Keaiuri aypy ce3iMiHiy a3atobl, COHbIMEH Katap KOCMETUKAbIK
bacbimabLIbIKTap.  XUPYDIUSIHBIH OCbl CanachiHblH TEXHOMOIUS XaFblHaH OJaH opi XeTinyi, 3amaHaym
BAICTEPAIH Xacalybl XoHe apHalibl 1anapocKonusibiK AarabliapablH Urepinyi - il KybiCbiHa XacanarbiH
onepaunsnapabiy CnekTPIiH 0AaH api KEHEHTTI, MbiCasbl MHTPAKOPIOPAaJbAi TiricTep MEH aHOCTOMO34ap cany
XoHe T.0. OnepauwsaaH KediHri xabeicnanap ilactapabiH ab0epaHTTbl Xa3biybIMEH Tikesneyi 6ainaHbiCTbl
XOHE ileK eTiMci3airiHe asbin KeneTiH Heri3ri ceben 60/bin Tabbinazbl. Kasipri yakeitta xabbicnanapbiH an-
[IbIH aNyAa aHTNaAre3noHas 6apbepnep KeHiHeH HacuxatTanyaa. 3eprrey HaTUXenepi KePCETin OTwipraHAal,
aare3us Ty3inyiH Texey ilek aHacToMO3/4apbIHbIH Xa3bllybIHA KEPI 8CEPIH TUri30esi. An aHacToMo34apabIH
AYPbIC Xa3blIMaybl iU KybICbIHAA aHTUAAre3noHabI 0apbepaepaiy 6oaybiHa kapamactaH xabbicnanapablH
TY3inyiHe anbii Kenesi. YChIHbIIbIN OTbIPFAH LIOYAA il KYbIChI MYLIENEPI Xa0bicnanapbiHblH Naropu3nono-
TUSIChI XOHE anfbiH any Typasbl ThIHAEPEKTEP KEATIPIIrEeH.
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ADHESIVE DISEASE

CnaeyHasi 6onesHb

(O630p nuTEpatypbl)

daxpapues WU.P., XXymaraes [1.T., baiimaxaHoB A.H.,

AnmabGaes bl.A., PaumxaHos A./1.
AO HaumoHanbHblin MeauuuHckuii yausepeutet um.C.[l. AcpeHamsposa, Anmatsl, KasaxcTaH

AHHOTaymns

CnaeyHasi 601e3Hb OPIOLIHOM MOIOCTU SBASETCS OAHUM U3 HANOONEe PacripOCTPAHEHHBIX OCTOXHEHNI
nocne onepauuii Ha OPIOLIHON MONOCTY U MaJaoOM Ta3dy. IT0 OCIOXHEHUE, B CBOKO 04epPenb, MPUBOAUT K
becnnoanio, XpOHNYECKUM BOJISM B XUBOTE U KULIEYHOM Henpoxoanmoctu. Jlanapockonus ctana «30/10-
TbIM CTaHAapPTOM» AJIS XUPYPIrum OpraHoB OPIOLIHOM moaocTu. Jlanapockonuyeckas Xupyprus UMeeT psia
npenMyLecTB nepes OTKPLITON onepawmes, BkIoYas ObICTDOE BbI3[0POBIEHNE, COKPALLEHNE AHEeV rocnm-
Tanu3aumnm, YMeHbLIEHNE M0CAe0NepaunoHHol 60m, a Takxe KOCMETUYECKMEe MpuopuTeTsl. JanbHelee
COBEPLUEHCTBOBAHNE 3TOM OTPACIU TEXHUKM, Pa3pab0TKa COBPEMEHHbIX METOAMK 1 PA3BUTUE CIIELNATIbHBIX
N1anapocKoMU4ecknX HaBbIKOB - PACLUMPUAN CMEKTD onepaumnii Ha XuBOTe, Takux Kak MoCTPOEHNE BHYTPU-
KOpropaTtuBHbIX WBOB M aHACTOMO30B. [locieonepaunoHHbie crnaviku SBASIKOTCS OCHOBHOM MPUYUHONA Ku-
LIEYHOM HENpPOXoAnMOCTH. B HacTosiee Bpems MpoTUBOCMAEYHbIE OaPLEPBI LWMPOKO PACIPOCTPAHEHb! B
npogunakTike cnaek. ViccnegoBanns mokasblBaloT, YTO NMPUBEPXEHHOCTb Are3nn He 0kasbiBaeT Hebnaro-

NPUSATHOTO BANSHUS HA KNLLIEYHBIN aHACTOMO3. B 0030pe npeacTaBneHa uHpopmawms o natopusnoaornm n
npogunaKkTiKe crnaeyHoro npoLecca bproLIHON Mos0CT Ha COBPEMEHHOM 3Tare.

Introduction

The abdominal cavity is the collagen «bubbles»
formed as a result of the fibrin deposition between
the serum of the inner organs and the parasitic
intestine. Peritoneal adhesions is one of the most
common complications encountered after abdomi-
nal surgery and is a serious problem for clinicians
and competitors. The appearance of adhesions oc-
curs in 55-100% after surgery, according to litera-
ture (1).

From a clinical point of view, these peritoneal
adhesions are the cause of up to 30% of mechanical
intestinal obstruction (2). Currently, peritoneal ad-
hesions make 1% of all hospitalization. Fibrin excre-
tion, activation of the fibrinolytic system, increased
cytokine stimulation and increased proliferation of
fibroblasts are of fundamental importance in the
formation of adhesions. Therefore, any pharmaco-
logical and technological recommendations aimed
at controlling or controlling the formation of peri-
toneal adhesions should take into account modern
pathogenesis and pathophysiology of adhesion for-
mation (3).

It is well-known that the most effective way to
prevent abdominal cramping is to focus on the ad-
vanced surgical technique, which is to minimize the
injury of the teeth by means of minimally invasive
methods, to provide timely hemostasis, to remove
the most comfortable threads and prosthesis, tis-
sue infections and tissue removal. Some surgeons
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are currently experimenting with the ingestion of
various medicines (fibrinolithic, anticoagulants,
antibiotics, anti-inflammatory drugs, lipid com-
pounds, silicone, dextran, carboxymethylcellulose,
hyaluronic acid, etc.). And some experts highly ap-
preciate the effectiveness of barriers to various en-
dogenous (large fat, peritoneal transplantants, fetal
membranes, etc.) and exogenous (gelatin, oxidized
cellulose, photopolymer gels, membranes and ab-
sorbent materials).

Postoperative adhesions

Postoperative adhesions are directly related to
several adaptive factors. The first is a member of
the operation. For example, after the operation of
the uterus and the small intestine, the appearance
of adhesion is 60-100%, and the adjuvants after the
ovaries, the duodenum and pancreatic surgery are
approximately 25% (2). The main reason for these
differences is that the serum layer of intraperitoneal
members and the presence of intestinal integrals in
different sizes. The integral is Sa2 + - the depen-
dent molecule - the only factor that leads to cell
adhesion to extracellular matrix. The physiological
dimension of entegrins is found to be higher in the
serous layer of the small intestine than other inter-
nal organs. That is, tissue damage of these organ-
isms will surely lead to the development of the adhe-
sions (24). However, in the postoperative adhesion,
there is a need to further investigate the cause of
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this factor. The type of operation has its own effects
in the formation of fibrosis (24). For example, the
most extensive operations are performed primarily
in emergency surgery, and the likelihood of large-
scale adhesions after these operations is very high.
The development of laparoscopy has reduced not
only the technical innovation in surgery but also to
the development of adhesions by up to 50% com-
pared to open surgery (25,31). The materials used
during the operation also contribute to this pro-
cess. For example, the use of monofilaments can
significantly reduce the likelihood of adhesion. In
inflammation, however, there is a high probability
of occurrence of inflammation in the area near large
stranded diameters (32,33). Comparative studies
have also been conducted between the absorbing
and absorbing threads, but the information in differ-
ent literature is contradictory. Therefore, based on
the above information, it is desirable to use a mono-
filament threaded thread to reduce the likelihood of
adhesion formation. Titanium-coated clamps are
biologically inert, that is, aggressive effect on tis-
sues (34), which in turn reduces the development
of adhesion. Another important problem in prevent-
ing adhesions is to work with internal organs with
high accuracy. (35) Prevention of accidental viscer-
alisation. Drainage tubes after the operation of the
cavity also cause inflammatory response from the
body as a foreign body and should be used only in
the most appropriate it must be strictly restricted
in time (no more than 48 hours). At the same time,
the requirements (flexible, soft, calibrated thin,
silicon) must be consistent with the requirements
(35). Hemostases during the operation should be
timely and thorough. These facts have the most
important place in the development of adhesive.
Unfortunately, even if the above requirements are
met, there is no guarantee that the adhesion will
not occur because the adaptive factors that lead to
adhesion in each patient are different. For example,
the balance between fibrinogenesis and fibrinolysis
in the body (36-38).

Modern stroke prevention strategies
The need for postoperative adhesions is very
high for human beings. For example, in the United
States annually about 440,000 abdominal adhe-
sive stroke operations are performed, and it is as-
sociated with a significant risk to the health of the
patient. Annually, this pathology costs $ 1.2 billion
(1,2,24). The preconditions for the formation of
adhesion depends on a particular patient. In fact,
nutrition, diabetes, and infectious diseases can
change the function of leukocytes and fibroblasts,
which increases the likelihood of adhesion develop-
ment several times. In the study of ways to prevent
the development of the brain, several methods and

pharmacological drugs have been commonly used.
The most important of them are:
— further improvement of miniinvasive surgical
methods;
— reduction of abdominal cavity trauma during
surgery;
— application of additives in the prevention of
adhesions;

Postoperative adhesions develop only when the
two stomachs of the abdomen are damaged or in
the abdomen when they have blood vessels, inflam-
matory exudates (serum, purulent exudates, fibrin).
Careful manipulations during operation, thorough
hemostasis and sanation considerably reduce the
appearance of adhesion. At the same time, the
thighs at the opening of the abdomen should not
be excessively large. Adjuvant therapy - preventing
adhesion from entering the inflammatory region by
injecting drug. Currently available pharmacological
drugs can be classified as non-inflammatory agents
that are not immediate. These preparations slow
down the activity of cyclooxygenases by modify-
ing the normal metabolism of arachidon acids and
reduce the synthesis of prostaglandins and throm-
boxane. They in turn reduce the vascular perme-
ability and aggregation of platelets, increase the
activity of macrophages and prevent the formation
of adhesion (39).

Glucocorticoids and antihistamine preparations

Glucocorticosteroids reduce the vascular
permeability by reducing the systemic inflammatory
response of the body and increases the separation
of cytokines and hemotaxial factors. These medi-
cations have yielded few results in the prevention
of adhesions (40). Corticosteroids, such as dexa-
methasone, hydrocortisone and prednisolone, were
tested and tested separately, along with antihista-
mines, such as promethazine (41). Antihistamines,
combined with glucocorticoids, inhibit the prolifera-
tion of fibroblasts, which in turn prevents the growth
of the adhesions. However, these drugs have side
effects, such as immunosuppression or retardation
of wound healing, so they are used with caution
nowadays (42).

Progesterone

There are several sources in the literature on
the reduction of pneumothoroholdosterone acido-
sis. But when introducing acetate into the muscle or
peritoneal to people, the frequency of occurrence
of adhesions has increased immediately (43).

Anticoagulants

After the operation, the abdominal cavity is
susceptible to isotonic crystalloide with heparin
sulphate, and there is a significant slowdown in
the growth of the adhesion, which is due to fibrin
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coagulation inhibition. However, heparin, in turn,
has a negative impact on the profuse bleeding and
the postoperative wound healing. Treatment with a
small dose of heparin (2500/5000 unit / 1) did not
produce any positive effect on the adhesion (44).

Fibrinolytics

Fibrinolytic agents may cause severe complica-
tions, such as bleeding, but it has been known that
adhesion is inhibited when recombinant species are
used locally in animals (45). For example, the use
of recombinant tissue plasminogen activator (rtPA)
in the prevention of plasminogen is a promising ap-
proach. The effectiveness of rtPA is shown in sev-
eral scientific studies, such as the reduction of the
activity of recombinant tissue activator of plasmino-
gen - can play the role of pathogenic factor in the
development of adhesion. In experimental animals,
this activity was reduced by the use of thermal or
mechanical injuries and ischemic effects. This, in
turn, has resulted in the development of adhesions.
The introduction of rabbits in the rabbits revealed a
tendency of adhesion development. The main pur-
pose of this research was to determine the safety
and efficacy of these drugs for the organism when
applied to rtPA. Animal clinical trials and studies
have shown that this pathway can not be a com-
plete barrier to the safety and efficacy of the route
and the postperative adhesion development (46).

Antibiotics

It is known that antibiotics with broad spectrum
effects are used to prevent postoperative infec-
tions and adhesions. However, antibiotics included
in the right abdominal cavity are contraindicated in
the development of adhesion - have been proven in
studies and are therefore not recommended to be
used as prevention agents (47).

Barber

Currently known antihistamines are mainly di-
vided into two groups: macromolecular liquid bar-
riers and mechanical barriers. As for the fluid, the
absorption of isotonic solutions and electrolytes in
the abdomen is rapidly absorbed, for example, 500
ml of sodium chloride solution absorbed within 24
hours. Considering that the resorption of mesothe-
lial membranes should take about 5-8 days, crys-
talloid solutions should be well absorbed until the
fibrin deposition and adhesion develop. However,
studies by foreign scientists have shown that 80%
of patients who have taken crystalloid solutions as
prophylaxis in the abdomen appear to have clingy
(24, 32, 33). Moreover, after the laparotomy, fluid
left in the abdomen promotes the development of
infection. In experimental animals, including the
isotonic solution in the abdominal cavity from 1 to
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10 I, their fever increased to 20-60%. Given that the
abdominal cavity moves to ph acid, it is important
to select an irrigation solution (37). For example,
Ringer’s lactate solution is safe, inexpensive, it is
a buffer fluid rather than a simple and physiologi-
cal solution. It has been established that the intro-
duction of the solution into the abdominal cavity
leads to the development of adhesion growth (48).
The mechanism of action is still unknown, yet no
scientist has proven it. However, there are several
assumptions that, in particular, Ringer lactate solu-
tion retains the physiological condition of the cavi-
ties, and this fluid absorbs the abdomen from fibrin-
ous exudates, thereby reducing the activity of the
fibroblasts. However, it has been established that
the solution is quickly absorbed by the stomach
and can not be a barrier to the formation of adhe-
sive. Further information is available from the use
of dekstran 70 solution for the prevention of adhe-
sions. When the structures in the abdominal cavity
were hydrophlosed with this solution, the hemoglo-
bin layers separated from each other without any
injuries (49). The dextran in the abdominal cavity
reduces the local concentration of fibrin, retains
the plasminogen’s local activator, and impedes the
expression of polymorph and nuclear neutrophils,
which are adhesion molecules. The dextran is slow-
ly absorbed in the abdomen, while it absorbs ex-
tracellular fluid in the abdomen (42-44). However,
in deeper studies of this fluid, the frequency of ad-
hesion growth has not been significantly reduced.
Also dangerous side effects such as ascites, weight
gain, accumulation of natural fluids (pleura, peri-
cardium, etc.), gastrointestinal ulcers, DWS syn-
drome, and anaphylactic shock have been identi-
fied. The high molecular weight dextran (dextran
3270) However, negative results were found in the
research. Hyaluronic acid is known as glycosami-
noglycan, which is the main ingredient of cellular
matrix, including connective tissue, skin, cartilage
and synovial fluid. It is acidic bioavailability that has
no toxic effect on the body and is easily digested
by natural ways and is a negative charge in acidic
environment, such as carboxymethylcellulose.
Hyaluronic Acid protects against serum, and
protects it against various damages. However,
these acids are mainly used in the clinic with phos-
phate buffer physiological solutions to prevent ad-
hesions after fatigue damage. In pharminite, these
additives are known as Sepracoat® trade names.
The Sepracoat® is used at the beginning of the op-
eration to prevent abdominal damage before open-
ing the abdomen. Animal studies have shown that
this substance has significantly reduced the rate of
growth of the adhesions by reducing some of the in-
testinal damage. Randomized trials on patients also
showed positive results, ie the rate of adhesion was
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significantly reduced in patients with abdominal CT
surgery (50). Carboxymethylcellulose is a cellulose
derivative that has a negative charge under normal
pH and has a rapid digestion. The systemic clear-
ance is lower than that of hyaluronic acid, but is
rapidly exposed to metabolism. lts main mechanism
of action is not to stick to the damaged area and
the whole region of the intestine, thereby avoiding
pareto-visceral adhesions.

An important issue in the prevention of adhe-
sions now is the limitation of the damaged area of
visceral plaque on the end of the operation. It can be
carried out by means of the motorway swing or syn-
thetic barriers. As practice shows, it is known that
microsurgical applications of the affected areas can
be prevented through adhesions. The advantage of
synthetic barriers over autotransplant is that it does
not require additional surgical intervention such as
autotransplant detachment from healthy ticks and
does not require additional seams.

At present, many natural and synthetic barriers
are used to reduce the formation of adhesion in the
subunit substitution zone. Natural barriers include
butter, fatty oil, amnion film, and even chorionic fi-
bers (51).

And synthetic materials include polyvinyl alco-
hol and film tantalum. In recent times, interest has
been driven by mechanical barriers, which are left
abruptly for the barrier to separate the parasites
and internal organs at the end of the operation.
Such bars are known in the pharmaceutical indus-
try as Gelfilm @, Gelfoam @, Silastic @, Gore-Tex
@, Interceed @, Seprafilm @, Gore-Tex @. Barri-
ers like polytetrafluoroethylene are hypoallergenic,
nontoxic, antithrombogenic, thereby reducing the
migration of fibroblasts and reducing the adhesion
process. But this method can be used only in pure,
aseptic surgery (52).

Randomized studies have shown that polytet-
rafluoroethylene is particularly effective in prevent-
ing the postoperative myomectomy, as well as the
adhesion of the lateral walls of the abdomen than
Interceed. Application of polytetrafluoroethylene in
laparoscopic expansions requires complicated ac-
tion. In addition, this material should be sutured to
the body and it should be surgically removed af-
ter a certain period of time as it does not absorb.
Polythmathanol is a material that is resistant to the
reaction of the organism, and this property leads to
the morphological changes of the intestine nearest
to it, and pseudo-capsules are formed soon after-
wards. These materials are used as a pericardial
plaque in cardiovascular surgery (54).

In the removal of polytetrafluoroethylene, vis-
cera can not guarantee the appearance of defects
in the stems, bleeding from teeth, incomplete he-
mostasis. Therefore, clinicians are skeptical about

the effectiveness of these materials. Interlude ORC
(oxidized regenerated cellulose) is currently one of
the most effective methods for the prevention of ad-
hesions, in particular barriers, which cause physical
barriers to the damaged and healthy contaminants,
thereby reducing the adhesion between them. In
the affected area of the intestine it becomes gel
within 8 hours after insertion (55). Clinical obser-
vations have shown that Interguste ORC can ab-
sorb bleeding in the bloodstream, resulting in the
formation of fibroblasts along the bloodstream and
leads to collagen formation.42 These changes are
the prerequisites for adhesion, suggesting that
the barrier may have a non-adherent appearance.
In order to be effective, it is important to have a
hematopoietic hemostasis and use a wide range of
barrier. If the hemostasis is not complete, the bar-
rier becomes dark or brown-black. In this case, the
barrier will be removed and reconstructed thorough
hemostasis. Seprafilm (carboxymethylcellulose) is
a non-toxic and hypoallergenic organism, one of the
most effective ways to prevent postoperative mas-
sive adhesions. In the course of the operation, the
barrier is converted into hydrophilic gel within 24
hours after being placed in the veins and maintains
a protective layer in that region for up to 7 days.
The barrier components, however, are completely
out of the body after 28 days. Interlace ORC is more
likely to be used for bariers even if they are in the
bloodstream. Decrease postoperative sealant re-
duces the adhesion to 50%, and the overall adhe-
sion development rate to an average of 400% com-
pared to the control group. According to the results
of the research, the rate of postoperative paralysis
and the high incidence of growth of the adhesion
between the fat, gastric, small intestine, abdominal
wall and bladder has been significantly reduced. In
some sources, information on pulmonary arthroid
thromboembolism and peritoneal abscesses is pre-
sented in patients using these barriers. However,
the statistical significance of these data is very
low, and the mechanism of development of these
complications has not yet been studied (56). Mini-
mally invasive surgery is important in preventing
adhesions. For example, the use of laparoscopic
surgery and miniinvasive therapy in the treatment
of adhesions has proven its superiority in practice.
In particular, laparoscopic separation of adhesions
compared to laparotomy has reduced the incidence
of stroke by 50%. Another important issue is the
unhealthy adhesion of the abdomen to the patient,
as the research of foreign scientists in recent years
has shown that the main cause of discomfort is
neo- genesis of sensitive nerve fibers in adhesions
(57-60). Sensor peptides were also found in the
adhesive structure after the operation in the thorax
and the pelvic cavity (61-63).
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Conclusion

Postoperative adhesion processes in the ab-
dominal cavity are commonly referred to as com-
plications after abdominal surgery and are known
to reduce the efficacy and the quality of life of the
patient. It is well known that such short-term and
long-term complications, such as intestinal acute
malformations, abdominal pain, and infertility, are
the result of these adhesions. So far, the only and
most reliable treatment method for the emerging
adhesions is surgical adhesion. But at the same
time, the likelihood of recurrence of adhesions is
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CURRENT STATUS OF CADAVERIC KIDNEY
TRANSPLANTATION IN KAZAKHSTAN

Baimakhanov B.B., Chormanov A.T., Ibragimov R.P.,

Madadov I.K., Syrymov Zh.M.
JSC «National Scientific Center of Surgery named after A.N. Syzganov», Aimaty, Kazakhstan

Abstract

Transplantation of organs saves thousands of lives annually all over the world. Of all kinds of transplantation
of organs the most well-developed, as in whole world so as in Kazakhstan, is kidney transplantation. Increas-
ing number of patients, seeking for kidney transplantation lead to shortage of donors. In whole world there is a
common problem of shortage of donors in different grades. According to local social, ethic, religious and other
considerations deceased donor transplantations and living donor kidney transplantations are developed diversely.

KasakctaHpa kapaBpaaH OyipekTi aybICTbIPYAbIH,

Kasipri Xxaraanbl

BaiimaxaHoB b.b., Yopmanos A.T., UOoparumos P.M., Magapos U.K., CbipbimoB XK.M.
A.H. Cbi3raHoB aTbiHAarbl ¥ATThIK FbiibiMu Xupyprusi optansiFel, Anmarsl, Kasakcrat

AHxpatna

OpraH TpaHCNaHTALMSIChl XbUT CalibiH YHUEXY3IHAE MbIHAAFaH OMip KYTKapbin xatbip. OpraH TpaHCAaHTaUMSIChIHbIH
AyHueseri xaHe e KazakctaHaarsl eH fambiraH Typi Oyiipek TpancHiaHTaymnscel 60/bin caHanassl. byvipek TpaHcnnaH-
TaUmsIChI KYTil XYDPreH Haykac CaHblH ko0etoi J0HOp XeTicrneywinirit TyFbi3abl. JlyHnexys3i 60/bIHLIA JOHOP XETicneyLwiniri
npo6nemace! 6ap Counanbai, STHUKANbIK, ANHI XoHe Ae 6acka Aa ke3kapactap MeH bainiaHbICTbl TypJi MEMIEKETTEDAE
MaYITTik JOHOpAAaH HeMECE Tipi JOHOPAaH OyipeK TpaHCIIaHTauusChl TypJli Jopexene AambiraH.

CoBpeMeHHOe COCTOSIHME TPAHCMIAaHTaLUK TPYMHOWM NOYKK

B KasaxcrtaHe

BaitmaxaHoe B.b., YopmaHos A.T., Uoparumos P.., Magapos U.K., CbipbimoB XK. M.
HaunoHanbHbli HayuHbiid LeHTp xupyprum uM. A.H. CbidraHoBa, Anmartel, KazaxcTaH

AHHOTaynsa

TpaHcnnaHTaumsi 0praHoB €XerofHo CrnacaerT ThICSYU XU3HE 110 BCemy Mupy. U3 Bcex BUAOB TPAHCIIaHTaLui op-
raHoB Hanbosnee pa3BuTbIM Kak BO BCEM MUPE, Tak U B KasaxcTaHe SBASETCS TpaHCniaHTaums noyku. CTpemuTesibHoe
YBeJMYEHNE KONMYECTBA MALMEHTOB, HYXAAIOWMXCS B NIEPECaAKe MoYku npuBesio K HexBartke AOHOPOoB. [1o Bcemy mupy
cyLecTByeT npobnema JOHOPCTBA B PA3HOV CTEMEHU. B 3aBUCUMOCTV OT COLMATIbHBIX, ATHUYECKUX, PESUTNO3HBIX U
JAPYrux COOBpaxeHuii B pa3HbX CTPAHax B PA3/INYHOVN CTENEHU Pa3BUTbI TPYIHOE JOHOPCTBO M TPAHCINaHTaUus OT
XWBOro POACTBEHHOI0 AOHOPA.
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CURRENT STATUS OF CADAVERIC KIDNEY TRANSPLANTATION IN KAZAKHSTAN

Table 1

Comparative Evaluation
of Organ Donation and
Transplantation System.

Introduction

Cadaveric donation allows effectively solve the
problem of shortage of donor organs. Kidney trans-
plantation is financially effective in contrast to hemo-
dialysis. In USA annual expenditure for one patient on
hemodialysis is 87000 dollars whereas for one patient
with kidney transplantation — 29000 dollars (1, 2, 3).

1-year kidney graft and patient survival from
deceased-donor is 73,5% and 88,2%, respectively.
Whereas 5-year kidney graft and patient survival
from deceased-donor is 58,8% and 61,7 %, respec-
tively (4).

Life-span of patients after kidney transplanta-
tion is longer in contrast to patients on hemodialy-
sis. Kidney transplant patients at the age of 55 live
10 years longer more than patients on hemodialysis
(5, 6).

In an attempt to improve cadaveric donation,
criteria for donor selection were expanded. Such
criteria as age and concurrent disease were now
reconsidered.

Thus, according to clinical trials there were no
significant differences in rates of 1-, 3- and 5-year
graft survival from deceased — donors below and
over 50 years old, 95% vs 90%, 65% vs 60% v 40%
vs 35%, respectively (15).

Results of 21 kidney transplantations from extend-
ed criteria deceased-donors with concurrent diseases
were investigated (hypertension, diabetes mellitus).
According to the follow up for 11 months, mean cre-
atinine level was 1.59 +/- 0.63 mg/dI. In 10 patients
was delayed graft function. In 11 patients was biopsy
proven acute tubular necrosis. In 7 patients there was
an acute graft rejection reaction, of them 6 cases were
managed by anti-rejection treatment (16).

According to the data from Republic Center
for coordination of transplantation and high-tech-
nology medical services currently there are 2575
people on waiting list for kidney transplantation in
Kazakhstan. Of them, 2528 are adult patients, 47
— pediatric patients. From 2012 to 2017 years there
were performed 1019 kidney transplantations in
Kazakhstan. Of them, 885 from living related donor

and 134 from deceased-donor (19).

In other countries the situation is the same. In
2015 there were performed 84.347 kidney trans-
plantations in 89 countries in the world (7), whereas
according to the data from Organ Procurement and
Transplantation Network, at the beginning of 2018
there were 95,354 people on waiting list. Mean
duration of waiting time for kidney transplantation
of patients in hemodialysis is 5-10 years. Unfortu-
nately among this period there is a gradual increase
of risk of mortality and concurrent diseases.

Thus, despite the annual increase in rates of
kidney transplantations, number of patients neces-
sitating kidney transplantation just increasing. Be-
ing an Asian country where traditionally there are 5
and more people in family, there is a good opportu-
nity to improve living organ donation. But in reality
even on preoperative evaluation contraindications
for organ donation are not uncommon now even
in young patients. Another problem is ethical and
religious considerations and decreased willingness
to be a donor. This is all sourcing from poor aware-
ness of people. Thus it is of paramount interest to
improve deceased-donor kidney transplantation in
Kazakhstan.

Material and methods

Literature review of cadaveric kidney transplan-
tation in different countries, legal aspects of cadav-
eric donation and the ways to improve it.

Results

In Saudi Arabia rates of cadaveric kidney trans-
plantation comprises 35 % of total number of kid-
ney transplantations (8). For instance, in USA ca-
daveric kidney transplantation comprises 63,1%, in
Europe — 69,5%, in Middle East — 30,2 %, South
Asia — 19,4 %, in Kazakhstan — 13.1 %, in Africa -
6,2%, respectively (9).

Discussion
Legal aspect of regulation of cadaveric dona-
tion is consent of patient.

System Advantages Drawbacks
- Slow increase of donation rate
Informed . + False negative (the kidney donation cannot be
+ No moral and ethical problems PR
consent proceed if no informed consent made though
the individual want to donate)
Presumed - Significant increase of kidney  Moral anq gthlcal questions )
. - False positive (the transplant authority may
consent donation . o
take organ against donor’s will)
+ Reduce financial burden of the
Financial donor and the family + Moral and ethical questions
incentives - A potential to increase kidney + Against some religious views
donation

BECTHUK XUPYPTUN KA3AXCTAHA N2 1 - 2019



CURRENT STATUS OF CADAVERIC KIDNEY TRANSPLANTATION IN KAZAKHSTAN

Table 2

Kidney Donation Rate from
Deceased Donor in 2016.
Source: The Interna-
tional Registry of Organ
Donation and Transplanta-

» Informed Consent
» Presumed Consent
+ Financial Incentives

A

A

-
o
A

10 +

Cadaveric Kidney Donor Rate
PMP** per year
N
o

w
2

In such countries as Japan, USA and Great Brit-
ain people give informed agreement for donation
in case of death. This is called informed consent
(“opt-in” system). In contrast, in European coun-
tries and in Kazakhstan, if a person during his life
does not give official refusal for organ donation, in
case of death he is considered as cadaveric donor.
This is called presumed consent (“opt-out” sys-
tem). Nowadays despite the illegality of organ pur-
chasing in some countries such as Iran, Singapore,
Saudi Arabia financial incentives for the relatives of
donor are now being considered (10) Table 1 . For
instance, in Pakistan 50 % of cases of donations are
paid donations. In Saudi Arabia government pays a
compensation for about 50000 riyals (13000 dol-
lars) to the family of deceased-donor, in order to
support psychologically and reimburse funeral ex-
penditure (17). In Singapore government subsides
50 % of expenditure on medical care to the family of
deceased-donor during 5 years (18). Table 2.

Discussion

In Asia, presumed consent was first introduced
in Singapore in 1987 (11), in Republic of Kazakh-
stan in 2009r. In practice, there are 2 types of
presumed consent: hard or soft, which relates to
how far the family’s consideration is placed (15).

=

HHH
x g rr&<3
: ;
Transplant team in countries with hard presumed
consent, such as Austria and Singapore, is likely to
remove organs from a deceased donor without ask-
ing the family’s view. Spain and Kazakhstan have
been practicing a soft presumed consent in which
the medical staff is urged to consult with the do-
nor’s family prior the organ removal (12).

Table 3 shows statistical data of organ donation
rate and public attitudes in some European coun-
tries.

It obviously showed that countries with high lev-
el of donation rate (such as Netherlands and Spain)
tend to have higher level of willingness to donor and
willingness to give consent to other family member
to donate (>50%), regardless the system practiced
in those countries. On the contrary, countries with
low level of such public attitudes toward organ do-
nation (such as Romania and Bulgaria) have low
donation rates. Those suggest that there is a linier
relation between public attitudes and organ dona-
tion rate.

According to the Eurobarometer survey in 2010,
the low level of public attitudes is influenced by
several reasons which are dominated by the lack of
public trust in the organ donor and transplant sys-
tem and the fear of manipulation of human body.
Public distrust of the system leads to an increase

Turkey*
Hong Kong
Rusia

Singapore
aud| Arabla

Family’s

tion28.
*2015,

** per million population.

Table 3

Statistical data of organ
donation rate and public

Otgan Donation

willingness to
Number* per 9

consent organ

Willingness to
donor %)3®

Country

Legal System

year (PMP)3" attitudes
donation?®
Netherlands Informed Convent 56,1 64 62
Romania 13,3 31 34
Spain Presumed Consent 49,74 61 59
BnJsana 5,31 42 44
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number of the unwilling organ donor and a protest
against presumed consent system in Russia (13,
14). To promote and improve the public awareness
on organ donation and transplantation, educational
campaign is a vital approach. Studies showed that
the more the public is informed about the various
aspects of organ donation and transplant, the high-
er the public awareness (20, 21). The public dis-
trust is also the same in Kazakhstan. People have
a fear of manipulation with their body, suspecting
commercial intents of transplant team. The willing-
ness of relatives to consent organ donation is also
very low, because of ethical and religious consider-
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ations. People have very poor imagination of how
donor organs can be helpful for the patients that are
at high risk of mortality.

Conclusion

Thus, in order to increase the rates of cadaveric
kidney transplantation it is necessary to inform the
public to increase their awareness, elucidate the
problems of the shortage of donor organs, the rates
of mortality of patients on waiting list, to clarify the
work of transplant team, introduce the clarity about
social, ethical and religious aspects of organ dona-
tion.
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SURGICAL TREATMENT OF MIRISZY
SYNDROME IN PATIENTS WITH
EXCESS BODY MASS

Aimagambetov M.Zh.', Auyenov M.A.', Bulegenov T.A.', Abdrakhmanov S.T.,
Yoshihiro Noso?, Omarov N.B.', E.M. Asylbekov N.B.'

Semey Medical University, The Republic of Kazakhstan'.

Medical University of Shimane, Department of Surgery, Department of General Medicine,

Faculty of Medicine, Oda Training Center, Japan?

Abstract

The results of treatment of 25 patients with cholelithiasis, complicated by Mirizzi syndrome type Ill and
IV, were studied. There were 6 men (24%) and 19 women (76 %), 1: 3. The age of the patients ranged from 41
to 78 years. The average age of patients was 63.4+3.4 years. Of these, 14 (56 %) patients were overweight:
obesity degree | - 7, obesity degree Il - 5, the degree of obesity Il - 2. All patients were hospitalized as an
emergency. All patients were divided into 2 groups depending on the method of elimination of hepatico-
holedochus wall defects. The first group - 15 (60%) patients who underwent cholecystectomy, drainage of
the common bile duct through the fistula defect by Kerr, hepaticojejunostomy with inter-intestinal anasto-
mosis by Brown (with Shalimov's plug) and Roux (additional drainage by Felker) to the resulting loop. The
second group - 10 (40%) patients who underwent cholecystohepaticco-choledochoplasty with P-shaped
interrupted sutures on the drainage by Vishnevskiy and hepaticojejunostomy (modelling of Roux technique)
using the method of the University Hospital of Semey Medical University. Patients with alimentary obesity -
Grades II-1ll are operated on with the use of “Universal delator Aimagambetov for patients with overweight”.
Analysis showed us the reduction of postoperative complications in the second group of patients, which
allows us to recommend this method as one of the options of choice for the correction in the treatment of
Mirizzi syndrome Il and IV types.

ApTbIK AieHe canmarbl 6ap HaykacTapaarbl MMpU33U CUHAPOMBIHBIH

XUpPYpPrusbik emi

Aiimaramb6eToB M.)X.', ©yeHos M.D.', bBynereHoe T.A.", AGgpaxmaHoB C.T.",
Nowmxmupo Hoco?, Omapos H.B., Acbin6ekos E.M.'

Cewmeii kanacblHblH MEMIIEKETTIK MeauLyHa yHUuBepcuTeTi, Kasakctan Pecny6nukachl'.
Llinmana MegmuuHa YHuBepcuTteTi, Xupyprusi AenapTaMeHTi, Xannbl MeauuHa benimi,

Opa kanacblHblH, MeauvuuHa dakynbTeTiHiH 0Ky opTanbiFbl, XXanoHus?

Axparna

61 —T1ac aypysiHbIH (BTA)ackbiHybiHaH TybiHAaraH Mupu3aan curgpombitbie Il xare IV tuningeri 25 HaykacTbiH eMiHik
KOPBITbIHABICHIH Tangay. Onapabiy iwikae ep anamaap 6 (24 % ) Haykac, avien agamgap 19 (76 %), apa katsiHacs! 1:37eH.
HaykacTapabiH xac wamacs! 41-geH 78 xacka aeviiH. HaykactapapiH opTalua xac wamach! 63,4+3,4. OHbiH iwiHge 14 (56 %)
emzenyLwi apTbiK AeHe canmarbiHa ne 6onasl: | aopexeni cemizgik — 7, Il gapexeni cemizaik — 5, lll aopexeni cemizgik — 2.
bapnbik Haykactap aypyxaHara LyFbUl TypAE rocnutanu3aumnsnansbl. bapasik Haykactap renatoxonefox KabbiprachiHbiK
akaynapbiH Xol0 aficiHe 6aiinaHbicTsl 2 Tornka 6eniHgi. bipiHwi tonta — 15 (60%) Haykac, onapra kenecigesi ota xacasnbiHzbl:
xoneunctakromusi, Kep 00iibIHLLA XONEAO0XTbIH XblIAHKO3 akaybiH JDEHUPAEY, aKenyLLi iluexTe bpayw 6osibiHia (LLianmos
bekitnecimeHy) xaHe Py boibiHwa (Kocsimiia Pesnbkep 0ovibiHLLA APEHUPAEY) ilLeK apaiblk aHACTOMO3 XaHe renatukoero-
HocTomMus Xacansingbl. ExiHiwi tonta — 10 (40%) Haykac, Cemeii MEMEKETTIK MEANLMHA YHUBEPCHTETIHIH YHUBEDCUTETTIK
rocruTanitiy KIMHuKabl agici GoibIHILA renatnkoelHoaHacTomus (PY agici 6oiibiHILA MOAENbAEY) XaHe BuluxeBckuii
ApeHaxbiHga [1- Tepiaai Tydingi TiricneH XoneyncTorenatnkoxoneaoxoniactmka XacasbiHabl. ATMMEHTapbIK CeMIi3AIK —
Il - Ill gapexeni emaenywinepre «apTbik AEHE CaIMarbIMEH aybipaTblH HaykacTapra apHanraH AlimarambeToBTiH ambeban
Xapakar KeHiTKilLiH» nasiganaHy apkbiibl onepauus xacanasl. Tangay Kepcetkili 0oiblIHLLA eKiHLLI TONTarbl HaykacTapaa
onepauusaaH KeuiHri ackbiHynap TemengereH. CoraH 6asinaHbicTol Mupu3aan cutgpombitbiy Il xarHe IV uninge emaey
a4iciH Koppekuumsnay MakcatbiHaa, Oy afiicTi HyckanapAblH 6ipi peTiHAe YCbiHyFa 60nafbl.

BULLETIN OF SURGERY IN KAZAKHSTAN N2 1 - 2019

UDC:616.36-008.5-616.361-
089
MPHTW 76.29.37

ABOUT THE AUTHORS

M.Zh.Aymagambetov — surgeon, PhD,
Associate Professor, Head of the Depart-
ment of Hospital Surgery at NCJSC «SMU»
(meyirbek30@mail.ru +77713693227)

M.A. Auenov — surgeon, PhD doctoral
candidate, Department of Hospital Surgery,
NCJSC «SMU» (medetaizat15@mail.ru
+77751341486)

S.T. Abdrakhmanov — surgeon, PhD
doctoral candidate, Department of Hospital
Surgery, NCJSC «SMU» (dr.samatbek@mail.
ru +77076613278)

T.A. Bulegenov - surgeon, PhD, Associate
professor; Vice-rector for scientific and
clinical work of NCJSC «SMU> (tolkynbul@
mail.ru +77757563038)

Yoshihiro Noso - surgeon, PhD, MD,
Professor, Shimane University, Faculty of
Medicine, Izumo city, Shimane, Japan.

E.M. Asylbekov - surgeon, PhD, Doctor of
the highest category, Head of the Department
of General Surgery of the University Hospital
at NCJSC «SMU» (Asylbekov_Yerlan@mail.

ru +77076500190)

N.B. Omarov - surgeon, PhD, Head of

the educational department of Hospital
Surgery at NCJSC «SMU>» (omarov.n83@mail.
ru +77015368081)

Keywords

cholelithiasis, Mirizzi syndrome,
hepatico-choledochoujunostomy,
cholecystohepaticco-holedocho-
plasty

ABTOPJIAP TYPAJIbI

M.X. AiimarambeToB — OTTalbl, M.F.A.,
JOLEHT, [0CUTaNAbl XUPYPrusiChIHbIK,
KageapaceiHbi meHrepywici. «CMY» KeAK.
(meyirbek30@mail.ru +77713693227)
M.X. AiimarambeToB — OTTalLbl, M.F.J.,
HOLEHT, roCTIUTaNAbl XUPYPrUSCHIHBIH
kageapacsiHbiH MeHrepywici. «CMY» KeAK.
(meyirbek30@mail.ru +77713693227)

M. 3. 8yenos — orTawsl, PhD foKTOpaHT,

r 1Abl XMPYpI [

«CMY>» KeAK. (medetaizat 15@mail.

ru +77751341486)

C.T. Abapaxmanos — orTaisl, PhD
JOKTOPAHT, rOCUTaNgb! XUPYPIUSCBIHbIH
kagpeapacel. «<CMY» KeAK. (dr.samatbek@
mail.ru +77076613278)

T.A. BynereHoB — oTTalbl, M.f. [, JOLEHT,
npopektop, «<CMY» KeAK.

( tolkynbul@mail.ru +77757563038)

H. Hoco — orTauwbl, 4.M.H., 40LEHT, PhD,
MD, npogeccop, Ona k, npogeccop, Lnma-
H3 yHuBepcuTeTiHiH MeanuynHa ®akynbteri,
Xanonus. (y.noso@med.shimane-u.ac.jp)
E.M. Acbin6GeKos — 0TTallbl, M.f.K.,
KOFapFbl CaHaTTbl XMPYPr YHUBEPCHUTETIK
rOCMUTANbAbIH XaNllbl XUpyprus
Obenimiwecityi mexrepyuwici. «<CMY» KeAK.
(Asylbekov_Yerlan@mail.ru +77076500190)
H.b. OmMapoB — oTTalwbl, M.f.K., FOCIUTAAbI
XUPYPrUCHIHbIH KapeAPaCkIHbIH OKY
6onimitin meHrepywici, «CMY» KeAK.
(omarov.n83@mail.ru +77015368081)

Tyitin ce3pep

er-T1ac aybipysl, Mupn3n
CUHAPOMBI, rernatnkoxosiegoxoe-
IOHOCTOMMUS, Xo/leuncTorenatnko-
Xosepoxonnactnka



SURGICAL TREATMENT OF MIRISZY SYNDROME IN PATIENTS
WITH EXCESS BODY MASS

0B ABTOPAX

M.)K. AiimarambeToB — xvpypr, 4.M.H.,
JIOLEHT, 3aBeAyIOLL il kKadeapoit rocrnutab-
Hoi xupyprum HAO «MYC»
(meyirbek30@mail.ru +77713693227)

M.A. Ayenos — xupypr, PhD pokTopanT,
Kapeapa rocnuTanbHoM Xupyprim

HAO «MYC>».

(medetaizat15@mail.ru +77751341486)
C.T. A6apaxmanoB — xupypr, PhD gokrop-
aHT, kKageapa rocrnuTanbHoI Xupyprimm

HAO «MYC».

(dr.samatbek@mail.ru +77076613278)

T.A. BynereHos — xvpypr, A.M.H., JOLEHT;
NPOPEKTOp 10 Hay4HOM 1 KIIMHNYECKOI
pabore HAO<MYC>».

(tolkynbul@mail.ru +77757563038)

}. Hoco — xupypr, PhD, MD, npogeccop,
AUpeKTop 06p HOro 0
yentpa r. Ona, npogeccop dakynrera
MeanLmMHbl yHusepcuteta Linmana, Sinoxns.
(y.noso@med.shimane-u.ac.jp)

E.M. AcbinbekoB — xvupypr, K.M.H., Bpay
BbICLUEI] KaTeropui, 3aBeayroLnii oresne-
Huem o6Lei Xupyprum YHnBepcuTeTckoro
rocrmutanst HAO «<MYC».
(Asylbekov_Yerlan@mail.ru +77076500190)
H.B5. OmapoB — xupypr, K.M.H., 3aBy4
Kageapbl rocnuTanbHoi Xupyprimm

HAO «MYC».

( omarov.n83@mail.ru +77015368081)

KnioueBbie cnosa
XeNnyHoKaMeHHasi 60N1e3Hb, CUH-
ZApom Mypu33n, renatmkoxonego-
XOEIOHOCTOMUS, XoneuucTorenaru-
KOX0/Ie40X0MnacTvka, n30bIT04Has!
macca Tena un OXupeHue.

Xupypruyeckoe neyeHme cuHgpoma Mupusau y 60sbHbIX ¢

n30bITOYHOM Maccoi Tena

Aiimaramb6eToB M.)X.', 9yeHos M.D.', BynereHoe T.A.', AGgpaxmaHos C.T.",

Mowwnxupo Hoco?, Omapos H.B.", Acbin6ekos E.M.!

[ocynapcTBeHHbI MeauuUMHCKMIA YHuBepcuTeT ropopa Cemeid, Pecnybnuka KasaxcTan'
MepnunuuHckuii Yanepcutet LLnmana, lenaptaMeHT Xupypriuu, otaeneHune obLiei MeayumHbl,
MakynbTeT MeauLMHbI y4e6HbIN LeHTp . Opa, AnoHus?

AHHOTauus

U3yyeHbl pesynbTatsl ne4eHns 25 607bHbIX C XendHokameHHow 6onesHbio (XXKb), ocnoxHusLuesics cuHapomom M-
pu3au (CM) Il v IV Tuna. N3 Hux myxuauH 6b110 6 (24 %), xeHiumH 19 (76 %). Bodpact nauneHToB BapbupoBan oT 41 4o 78
net. CpeaHuii BO3pact 60/1bHbIX 63,4+3,4 roga. U3 Hux 14 (56 %) naumeHToB nMeny U30bITOYHYI0 MACCY Tena: 0XUPEHNE
| crenenn — 7, oxuperue Il crenenn — 5, oxuperne lll crenenm — 2. Bee 60nbHbIE roCIUTaNN3UPOBaHbl B IKCTDEHHOM
nopsiake. laumenTsl Obiin pa3aeneHsbl Ha 2 rpynnbl B 3aBUCUMOCTY OT Crocoba mkBuaaumn Ae@exta CTeHKu renatm-
koxonepoxa. llepsas rpynna — 15 (60%) 60/bHbIX, KOTOPbIM BbIMONHEHA XONEUUCTIKTOMMS, APEHNPOBAHNE XONEH0Xa
yepe3 cauLeBov fe@ekT no Kepy, renatukoeloHoCTOMUS C MEXKMLLIEYHbIM aHACTOMO30M 110 bpayHyc 3arnyLkoi o LLa-
JIUMOBYY renatukoeloHoOCTOMUSINO Py (A0MONHUTENbHbIM APEHUPOBaHNEM 1o Qesbkepy) Ha MpMBOASLLYI0 neTio. Bropas
rpynna — 10(40%) 6011bHbIX, KOTOPbIM BbIMOTHEHA XONELMUCTOrenaTukoxXoaeAoxonnactyika [1-06pasHsiMu y3/10BbIMY LIBA-
MY Ha APEHaxe no BULIHEBCKOMY M renaTnkoelHOaHaCcTOMUS (MOAENPOBAaHNS METOAUKM N0 Py) N0 METOAY KANHUKN
yHuBepcuTeTckoro rocnutans [ocyaapcTBeHHOro meanumnHekoro yHuepcuteta r. Cemeri (YI TMY r. Cemeri). [laymneHTsi
C a/IMMEHTapHbIM 0xupernem — Il — Il cTenexn onepnpoBaHsi ¢ UCMONb30BAHUEM «YHUBEPCAIbHOIO PAHOPACLLUPUTENS
AiimarambeToBa 415 60/bHbIX C N30bITOYHON Maccoli Tena». AHan3 nokasan CHUXEHNE M0CAe0nepaLnoHHbIX 0CIOXHE-
Hui BO BTOPOV rpynne 60bHbIX, YTO M03BONSET PEKOMEHA0BATh 3TOT COCO0 Kak OAH U3 BaAPUAHTOB KOPPEKLMM BbIbOpa

npu neveHun curapoma Mupuasu lll v 1V tuna.

Introduction

Currently, there is a parallel progressive in-
crease in the number of patients with complicated
forms of cholelithiasis [2,3]. This persistent trend
persists over the past years. With an increase in the
incidence of gallstones, the number of complica-
tions such as choledocholithiasis, obstructive jaun-
dice, cholangitis, and biliary pancreatitis increases
[5,9,13]. Among rare complications of gallstones, a
special place is occupied by Mirizzi syndrome (SM),
which develops with the spread of inflammatory -
destructive process from the gallbladder to the bile
ducts, resulting in duct compression or cholecysto-
biliary fistula formation, through which gallbladder
stones migrate into the main bile ducts [1-4].

In connection with the progress of biliary tract
surgery and an increase in the incidence of gall-
stones in recent years, interest in this problem has
been increasing. In developed Western countries,
SM occurs in less than 1% of patients, and in un-
derdeveloped countries it ranges from 4.7 t0 5.7%
[1,10,14].

When type Ill — IV of the SM, most surgeons
hold the position that the choledochojejunostomy is
necessary [7,11,16]. But with destructive process-
es in the gallbladder, cholangitis and infiltration of
the hepatoduodenal ligament with the spread of the
liver in the gate, as well as overweight of the patient
together lead to the technical difficulty of isolating

the hepatic duct and the formation of hepapiko-
jejunostomy, thus increasing the risk of damage
to the elements of the hepatoduodenal ligament,
which requires special approach in the method of
performing surgical interventions. Thus, today, SM
is one of the complications of gallstone disease, in
the diagnosis and surgical tactics of which a num-
ber of unresolved issues remain. Despite the wide
choice of surgical procedures for this syndrome,
the results of treatment today are not quite satisfac-
tory. The presence of SM in a patient during surgery
increases the risk of intra- and postoperative com-
plications [15,17]. There is evidence that the higher
the degree of destruction of the choledoch wall
(type Il — IV SM according to A. Csendes 1989), the
higher the level of postoperative mortality [12,16].
Postoperative mortality ranges from 4.8 to 23.8%.
Hepaticoholedochus and residual choledocholithia-
sis strictures in the late postoperative period were
noted in 13—14% of patients [8,14,17]. Difficulties
in diagnosing SM, the danger of damage to the
bile duct, few observations, as well as a fairly wide
range of surgical treatment methods determine the
relevance of studying this problem. The introduction
of modern methods for the diagnosis of SM and the
development of rational surgical tactics depending
on the type of syndrome will provide an opportunity
to improve the treatment of patients with this com-
plication of cholelithiasis.
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Purpose of the study
To improve the results of surgical treatment of
patients with Mirizzi syndrome Ill and IV type.

Methods

The results of surgical treatment of 3842 pa-
tients with cholelithiasis (CL), treated in the Semey
State Medical University in January 2012 are pre-
sented to July 2018. Of these, 25 (0.7%) were di-
agnosed with SM Il and IV type. Type Ill SM was de-
tected in 14 (56%) patients, Type IV SM —11 (44%).
There were 6 men (24%), women - 19 (76%). The
age of patients ranged from 41 to 83 years, aver-
aged 63.4 years. Of these, 14 (56%) patients were
overweight: obesity grade | - 7, obesity grade Il -
5, obesity grade lll - 2. The duration of obstructive
jaundice in patients ranged from 3 to 19 days.

All patients with complicated forms of choleli-
thiasis were admitted with a clinical picture of acute
calculous cholecystitis and varying degrees of me-
chanical jaundice. There were 3 (12%) with mild
jaundice, 8 (32%) with moderate, and 14 (56%)
with severe.

All operations were performed under endotra-
cheal anesthesia. From the upper middle laparot-
omy, the operation was performed in 5 (20%) pa-
tients, from the mini - access using the apparatus of
the mini - assistant “League - 7” M.l. Prudkova - in
4 (16%), the universal retractor M.Zh. Aymagambe-
tov, developed in the clinic (patent of the Republic
of Kazakhstan No. 90060) - in 9 (36%). Overweight
patients 7 (28%) were operated on using the mod-
ernized “Universal Retractor Aymagambetov for pa-
tients with overweight”. The patients were divided
into 2 groups depending on the method of the op-
eration.

Results

The control group included 15 (60%) patients
who underwent cholecystectomy, intraoperative
cholangiography. At the same time, type Ill SM was
diagnosed in 10 (66.7%) patients. In 4 (40%) of
them, the operation was completed by dissociating
the fistula between the gallbladder and the cho-
ledochus, removing the calculus from the common
bile duct and draining the choledochus through the
fistula defect according to Kerr; 6 (60%) - complet-
ed with hepaticojejunostomy with inter-intestinal
anastomosis according to Brown and Shalimov stub
on the adductor loop. In type IV SM (5 (33.3%)
patients), the operation was completed with the
formation of hepaticojejunostomy on the isolated
loop of the jejunum according to Roux and drainage
according to Felker in 3 (60%) and hepaticojeju-
nostomy on frame drainage, with an inter-intestinal
anastomosis according to Brown, with a plug Shali-
mov on the adductive loop in 2 (40%) patients. It
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should be noted that of these, 9 (60%) patients
were hospitalized as planned without acute inflam-
matory events.

The main group consisted of 10 (40%) patients
who underwent cholecystectomy, intraoperative
cholangiography (patent of the Republic of Kazakh-
stan No. 90500), fibrocholedochoscopy using the
conductor developed in the clinic through a fistula
orifice. All patients were hospitalized on an emer-
gency basis with symptoms of acute inflammatory
changes in the gallbladder and ducts. Developed
treatment methods were performed for patients
of this group. In SM of Type Il (only 4 (40%) pa-
tients), one patient was treated with hepaticoje-
junostomy according to the clinic method (2017 /
0423.1), three performed cholecystohepaticco-
choledoplasty with U-shaped interrupted sutures in
the Vishnevsky drainage (2017 / 0980.1). In SM IV
type (only 6 (60%) patients), four patients received
hepaticojejunostomy according to the method of
the clinic (2017 / 0423.1), two had cholecystohe-
paticco-choledoplasty with U-shaped interrupted
sutures in the Vishnevsky drainage (2017 / 0980.1).

In the control group - 15 patients who were
operated on with the traditional laparotomy ac-
cess, the following complications were observed:
postoperative wound seroma - in 2 (13.3%), cho-
leodynamics (after hepaticojejunostomy and inter-
intestinal anastomosis according to Brown) - in 1
(6.7%) patient. 6 months after the removal of the T-
shaped drainage along a Keruu, one patient devel-
oped a stricture of the hepaticocholedochus, which
a month later a hepaticojejunostomy was applied
according to the method of the clinic. 2 (13.3%)
patients died. The cause of death in one observa-
tion was hepatic-renal failure on the background of
severe intoxication and purulent cholangitis (on the
2nd day after surgery), and in the second - DIC (on
the 2nd day after surgery).

In the main group, in 6 patients who underwent
cholecystohepatico-choledochoplasty, postopera-
tive fistulocolangiography was performed on the
Tth day, during which the contrast was freely ad-
mitted to the duodenum, there was no insolation of
the anastomosis. The Vishnevsky drain pipe from
the choledoch was removed on the 9th - 12th day.
In the main group of patients who underwent he-
paticojejunostomy by the method of the clinic, there
were no postoperative complications, no fatal out-
comes.

Figures 1-4 show how to eliminate the defect of
the wall of the hepaticocholedochus.

The method is as follows: after performing
atypical cholecystectomy (Figure 1), a loop of 60-
80 cm is formed. After the enterotomy, a single-row
U-shaped continuous suture is applied to the back
lip of the anastomosis (Figure 2). Then, the remain-
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ing part of the posterior gallbladder wall intersects
at a distance of 2.5-3.0 cm from the edge of the
hepaticocholedochus defect, and the crossed edge
of the wall adjacent to the defect is mobilized from
the bladder bed at a distance of 0.5-0.7 cm, and
is superimposed continuous U-shaped suture on
the front lip of the anastomosis with 4-0 proleene
(Figure 3). The final form of hepaticocholedochae-
junostomy is presented in Figure 4.

Discussion

The variety of unresolved problems in bile duct
surgery forces the surgical community to discuss
issues of biliary duct pathology in the highest surgi-
cal forums. The complexity of the surgical interven-
tion for cholecystohepatic-choledochaeal fistulas
requires the development of methods for correct-
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MAMSTU XUPYPTA

BOPOHOB
CTAHUCJIAB ANNIEKCEEBMN

10 anBaps 2019 roga nocne HeNpoOAOMKM-
TENbHON TAXenon OOne3HW CKOHYancs npo-
¢deccop BopoHos C.A., 3aCnyXeHHblli nesTenb
HayKu W TexHuku, naypeat [0CyaapCTBEHHOIA
npemun Pecnybnuku Kasaxcram.

Boporog C.A. poguncs B r. HuxHuit Horo-
pon 05 asrycta 1937 ropa. B 1961 roay ¢ or-
NNYMEM OKOHYMN AKMONMHCKWIA MeaUUUHCKUIA
VHCTUTYT (HblHE ACTaHMHCKas rocyapCTBeHHas
MeanUMHCKas akafemums).

TpynoByl0 LeATENbHOCTb Hayan B KIMHUKE
ropopa XXeskasraH BpadyoMm xupyprom (1961-
1964rr). B panbHeiiwem B 1964 rogy no pe-
komeHaaumn akapemuka A.H. CbiaraHoBa Gbin
NpUHST Ha paboTy B knuHnky Kasaxckoro HUW
KJIMHUYECKOW W 3KCNEePUMEHTANIbHON XMPYPruu,
C KOTOpbIM Bbina cBsI3aHa BCS €ro AanbHeiilwas
[eqTeNbHOCTb, CTAHOB/IEHME KaK XuUpypra, yye-
HOro U opraHusdaropa. B naHHOM yupexaeHun
OH MpoLen BCe 3Tanbl NOArOTOBKM KBANMGULMUPOBAHHOMO Cheum-
anucTa oT Bpaya OTAeNeHNns TOpaKaabHOM XMpPYprum o 3aMecTuTe-
ns aupekTopa atoro uuctutyta (1985-2010rr).

C.A. BopoHoB ycnewHo cosmelian paboty 3amectutens py-
KOBOAMTENS WHCTUTYTA M NOYETHOro npodeccopa OTaeNeHNs
TOpPakanbHOW XMPYPruK C HAy4yHOW AESTENbHOCTLIO 32 CYET Tpe-
OoBaTeNbHOMO XapakTepa K OKPYXatoWuM W He MeHee CTpOroi
camoaucuMnInHLL. AAMUMHUCTPaTMBHas paboTta He nomeluana emy
3aHMMarbCa NtobumMbiM aenom. Xupyprudeckas pabota npogonxa-
nacb 1 BHe CTEH MHCTUTYTA, NPOodeccop NPOBOAWA KOHCY/bTaLUK
1 onepaunn B PErMoHabHbIX 06NaCTHBIX U ropoackux 6onbHULAX
pecnybnuku.

OnyxoneBsble 1 NPEAONYX0NEBbIE U3MEHEHUS B NETKUX HA OCHO-
Be Hecnewmduyeckoro BOCNaauTeNnbHOro NpoLecca B 3KCNepuMeH-
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Te Oblnn n3yyeHsl C.A. BopoHOBbIM. Pe3ynbTathl
370 paboTbl ObINN OTPAXEHb B KAHAMAATCKOI
auccepTaumu, 3awmiérHon B 1971 roay.

Bnepsble B KazaxctaHe manblit Kpyr Kpo-
BOOOpaLLeHNs n3ydancs y GOMbHLIX C XPOHU-
yeckumm 3abonesanusmu nerkux ¢ 1965 ropa,
HAKOMJEHMe OrPOMHOro onbita no3sonuno C.A.
BopoHoBy B 1988 rogy ycnewHo 3aBepwuTb
paboTy 1 3aLUTUTb JOKTOPCKYI ANCCEPTaLMIO
Ha Temy: «KpoBooOpalleHne B ManoM Kpyre y
OONbHBIX XMPYPruyeckumm dopmMammu XpoHu-
YeCKWX HarHOMTENbHbIX 3a00NEBaAHUI NETKUX>.
3a BbINONHEHME HAy4HOI TeMbl «OpraHusauus
cnewLuann3MpoBaHHoi noMoL 60NbHbIM C 3a-
OonesaHMsIMM Nerknx n cpefocTenns B Kasax-
ckon CCP» CranucnaB Anekceesudy B 1988
rogy npucyxneHa [0CyaapcTBeHHas npemus
Kasaxckoin CCP.

Mpodeccop BopoHos C.A. — aBTOp Oonee
500 neyaTtHbIX paboT, NOCBSLLEHHbIX PA3NIMYHBIM aKTyaNbHbIM pa3-
[ienam COBPEMEHHOI XMPYprum OPraHoB AblXaHWs, CPEAN KOTOPbIX
13 moHorpadwii, 6onee 60 MHHOBALMOHHBIX MaTeHTOB. Mof, pyko-
BoacTBoM npodeccopa C.A. BopoHoBa 3awuiieHo 35 kanaupar-
CKMX U 7 LOKTOPCKMX AMUCCepTaLmi.

3a nuyHble 3acnyru B pa3paboTke NPUOPUTETHLIX HANPaBNEHNIA
HayKu 1 TEXHUKM B TOpakanbHoi xupyprum Pecnybnuku KasaxcraH
1 YCNELWHOM BHELPEHNIA N UCMNONb30BaHMIA Hay4YHbIX pa3paboTok B
1998 roay 6bin YAOCTOEH NOYETHOrO 3BaHUs «3acNyXeHHblit aes-
TeNb Haykun 1 TexHukn PK.

Ceetnas namsgtb 0 NPEKPaCHOM YeNoBeKke, BbiAAIOLLEMCS XM-
pypre n mactepe CBOEro fiena, y4eHoM, opraHu3arope, Yuutene,
BOCMMTABLUEr0 He OLHO MOKONIEHWe XMPYProB, OCTAHETCs B CEpA-
Liax Bcex, KTo paboTan ¢ HUM 1 3Han ero.

PepakuynoHHas Konnerus XypHana
Bectuuk xupyprun Kasaxcrana



TMAMSTU XUPYPTA

BUTAJINEB
MAAU XOXXAEBUY

8 pespansa 2019roaa Ha 63 rogy
XM3HU CKOPOMOCTMXHO CKOHYancs
Magn Xoxaesuy buranues- npo-
deccop, masHblii Bpay 60MbHMLEI
ckopon nomouy r. WeimkeHTa, pe-
nytat tOxHo-KasaxcraHckoro 06- |
NacTHOrO0 Macnuxara, kasanep op- |
neHa «Kypmet», MOYETHbI Y4ieH
accouuaumm  renatoGUNIMapHLIX
xupyprog ctpaH CHI, uneH npas- |
neHnst  Ka3axctaHckoro 06LLecTBa |
XWUPYProB.

Magun Xoxaesuy buranues po-
anncs 11 pekabps 1956ropa B Ca-
mapckoit obnactu Poccuiickoit defepauni, No HALMOHANBLHOCTM
— Kka3ax. imeet Bbicliee meamumHckoe obpa3oBaHue, B 1982rony
OKOHYMN NevedHblii dakynbTeT ANMATUHCKOTO rOCYLAPCTBEHHOIO
MEANLMHCKOrO MHCTUTYTA. TpyaoBOMA nyTb Hadyan B I. LUbIMKeHT,
Ha 6a3e 06GNACTHON KNWMHWYECKON BONbHWLLI BPA4YOM-XWUPYPIoM,
a 3aTeM 3aBefyloWuMm xupypruyeckoro otaeneHus N1 atoii xe
6onbHubl. C 1992 no 2000 roapl ABNSACS IMaBHLIM XMPYProM fe-
napTameHTa 3apaBooxpaHenust l0xHo-KasaxctaHckoit obnactu. C
20 Hos16ps 2002 roga no 19 okta6ps 2007 roga masHbIi Bpay 06-
NacTHOM knuHuyeckoin GonbHuubl. 2007-2008 roapl 3aBenyloLuii
kadenpoii obwieii n rocnutanbHoi xmpyprum KOxHo-KasaxcraH-
CKOVi rocynapctBeHHon mepuumHckon akagemun. C 2008 ropa
Ha3HayeH raBHbIM Bpa4yoM LLIbIMKEHTCKOI ropOACKoi 60MbHULbI
CKOpPOMN MEeOMLMHCKON MOMOLLM.

B 1995roay 3awwmuTin AUCCepTaLmio Ha COMCKaHMe 3BaHUS KaHaw-
Jara MeauuuHCKuX Hayk, a B 2008 rogy um 3awmiieHa [OKTopckas
amccepTaums Ha Temy «KomnnekcHoe neyeHne 60MbHbIX abA0MUHANb-
HbIM CEMCMCOM U HOBAs KOHLIENLS OLLEHKM UX COCTOSHUAS.

B 2011 rogy emy npucBO€HO 3BaHue npodeccopa.

OHEPruyHbIA 1 LEeNeyCTPEMEHHLI OH YMENo coyetan paboty
Xvpypra ¢ opraHu3aumeii Xupyprudeckoir cnyxosl, a Takxe Hayy-

HOIA peaTenbHOCTbi0. OH aBTOp psaa
HaY4HbIX TPYAOB, UM ONy6AMKOBAHO
56 crateii u 2 yyebHuka, 9Bnsetcs
aBTOPOM 12 MHHOBALMOHHBIX NATEH-
TOB.

B 2013 rogy Bnepabie B KOxHOM
KazaxctaHe COBMECTHO C npodec-
copamu Kopeickoro yHusepcute-
Ta Obina npoBeAeHa onepauus Mo
TpaHCNNAHTALMM NOYEK, 3TUM Obini
BHEAPEHbl MHHOBALMOHHbIE MEAu-
LMHCKME TEXHONOTMWU B MEAMLMHY
obnacru.

C wmapra 2013ropa moa Heno-
CPEeACTBEHHbIM PYKOBOACTBOM [MaBHOr0 Bpaya buranuesa Maau
XoxaeBuya Ha 6ase knuHWKK LLIbIMKEHTCKOM ropoackoit 60MbHM-
Libl CKOPOI MeAULMHCKON nomoluy BeinonHeHo 130 onepauuii no
TpaHcnnaHTaumm novek n 18 onepauwii no TpaHCNIaHTaLMK neye-
HU.

3a CBOW BKNIAJ B HAY4YHOE M NPAKTUYECKOE 3APABOOXPAHEHME
HEOJHOKPATHO Harpaxpaancs MoYeTHbIMU rpamoTamn obnactu u
Pecnybauku, 9Basncs OTIMYHUKOM 3paBooxpaHeHns Pecnybnuku
KasaxcraH.

B 2012 ropy HarpaxpeH opaeHoM «Kypmet», a B 2014 roay yno-
CTOEH 3BaHUs «[104YeTHbI rpaxaaHuH r. LLIbIMKeHT».

3a MHOTONETHWIA NNOLOTBOPHbIV TPYLA 1 BbIAAIOWMNECS 3aCnyri
B pa3BUTMM 3LpaBooXpaHeHns buorpadus M.X. buranuesa BHece-
Ha B KHUTY NOYeTHbIX rpaxaaH Pecnybnmkn KazaxcraH.

Mapu XoxaeBuy Bpay ¢ 60nbLuoii GYKBLI, 3aCNYXWUBLUMIA aBTO-
pUTET CBOMM TPYLOM NEpPes, KO/NIEKTUBOM W HACENeHUEM, NpUMep-
Hblii ceMbsiHUH.  OTel, ABYX CLIHOBE W OfHOIA fo4Yepu, N0OUMBII
[ef, NSTU BHYKOB.

Ceetnas namgte 0 Magu Xoxaesuye buranuese Hascerga
OCTaHETCS B CEPALAX YYEHUKOB, KOMMEr U ThiCSY CMACEHHBIX UM
NauyueHToB.

PepakuynoHHas Konnerus XxypHana
BectHuk xupyprum Kaszaxcrana
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K 80- JIETUIO AOLLEHTA
TPUNOJIbCKOW FAJINHBI W1bUHUYHbDI

Tpunonsckasa IW. pogunace 7 ¢espa- ﬁ&
na 1939 r. B r. TalKeHTe B UHTENAUTEHTHON *'3‘
cembe. Pogutenn otey — Wnbs MetpoBuy
TukyHos, matb — Mapus TpodpumosHa Ka-
3aK0BAa — roCyNapCTBEHHbIE CryXallue, no
ponry cnyx6bl pabotanu B pasHbix ropoaax
tora Kaszaxcrtana, noaromy LeTcTBo [anuHbl
WnbuHuyHbl npowno B r.r. Mepke, LWbiM-
keHTe, Anmartsl. Lkony oHa 3akoHuuna B T.
Anmartsl, B 1956 rony ¢ cepebpsHoin mena-
nbto. [lonrux pasgymuin Beibopa npodec-
cun He BbIN0, NOCTYNATh U YYUTHCS TOMbKO
Ha Bpaya, nepef rmasamu Obin npumep ee
poacTBeHHMKoB, TukyHoBa K.B. - BOEHHbIN
Bpay, norubna Ha ¢poHTe. B cembe Obiau
BpayM pasHblX CheuuanbHOCTed, B TOM
yucne npoBu3opbl. Mnapwwii 6pat FanuHbl
WUnbuHnyHbl, TukyHoB B.W. — Bpay, pabotan
[eTCKMM XMPYProM B fIeTckoid 6onbHMLe N2
r. Anmarbl.

Tpunonsckasa IW. noctynuna B Kasax-
ckunid TocynapcTBeHHbli MeaULMHCKUIA MHCTUTYT, KOTOPBIA 3aKOH-
yuna ¢ otamuuem B 1962 r. n Gbina HanpaBsneHa, No pacnpenene-
HWto, B 06NacTHyt0 BonbHULYy I. K3bin- Oppa.

TpyznoBble 6yaHM MONOLZOrO Bpaya Hayanucb ¢ paboTbl B Xu-
PYPr1MyecKoM OTLENEHWUN, C HOYHBIX AEXYPCTB U CAMOCTOSTENbHBIX
0MNepaTuBHbIX BMELLATENbCTB B 3KCTPEHHOI XUPYPruu.

B 1965 Tpunonbckas IW. no KoHKypCy NOCTynaeT B acnupaH-
Typy Ha kadenpy rocnutanbHO xupyprum Kk npodeccopy bpsku-
Hy M.W. Mocne 3aBeplueHnst cepuid aKCnepuMeHTabHbIX paboT n
ny6nukauuii, Gbina NOAroToBNEeHa U GnecTdile 3aliuiieHa KaHou-
parckas aucceptaums B 1968 rogy, Ha Temy: «BnusiHne Ha remoau-
HaMmMKy OCTPOro NMOAKPbUIbLLOBOr0 apTePUO — BEHO3HOIO LUYHTA B
HOPME U B YCNOBMSIX TDABMATUYECKOTO LLOKA» HAY4YHbIM PYKOBOLM-
Tenem 6bin npodeccop bpskun M.U.

Mocne 3awumThl aucceptaumm Gbina npuHgTa Ha kapeapy ro-
CNUTaNbHOI XMPYPru, N0 KOHKYPCY, FAe NONHOCTbIO PACKPbLINCS €€
Hay4YHO-NeAarornyeckuii u BpayebHbIil TanaHT. B knnuHuKe cosep-
LIEHCTBYETCS ONEepPaTMBHAs TEXHWUKA U METOLONOMMS, PaCKPbIBAET-
€S NefarorMyeckni n NEKTOPCKNIA TanaHT.

Ona paborana ¢ Begywumu xupypramu — npocdeccopamu, Kak:
AncarapoB 9.A., JensruHa T.1., AHppees LH., NbagunbamnH A.C.,
Kykees T.I., Kywekb6aes M.M., Ocnanos A.A., Hokepbekosa b.M. B
HacTosLLee Bpems, B . Anmarbl, NpofoxatoT pabotatb ee y4eHUKN
AmanTaesa K.K, Kagbip6aes P.B., Kpasuos B.W., MyxamepxaHoB
IK., bansakosa A.[l., AgpameHko B.E.n MHOrme ppyrue BO BCeX
Yronkax Hawemn poauHel n CHI.

B 1975 rogy Tpunonbckas [LW. nonyyuna
3BaHuWe JoLeHTa. Y4acTBOBana B 3aceaHnsx
Xvpypruyeckoro obuecTsa — BcecotosHbix,
PecnybaunkaHcknx cbeaaax, KoHdepeHLusix,
rfe BbiCTynana ¢ nporpaMmMHbIMK [0Kaja-
MU N0 aKTyanbHbIM BOMPOCAM XMPYPruu.
JoueHT Tpunonbckas U, Gbina npuHumny-
anbHbIM 1 TpeboBatenbHbIM neparorom. Ee
Munocepave K GonbHbIM, foOpoXenarenb-
HOCTb K YYEHMKAM U KOJJIeraMm CHUCKanu en
3aC/yXEHHbI1 aBTOPUTET HE TONLKO Y LLMPO-
KO MeaMLMHCKON 06LWEeCTBEHHOCTH, a Tak-
Xe Yy BONbHbIX U UX POAHBIX.

WUwmeeT okono 100 nybnumkauuii B XypHa-
nax PK, ctpaHax CHI, coaBTop 6 yuebHukoB
no XMpypruu, y4ebHbix nocobuit u 4 MOHO-
rpaduii.

K.M.H., poueHT Tpunonbckas IW., Ha
BCEX YyyacTkax pabotel, 6Gbiia npumepom
NOPSA0YHOCTM U UHTENIMTEHTHOCTM, PYKO-
BOAWIA HAYYHbIM CTYLEHYECKUM KPYXKOM
Ha kadenpe, NPOBOAMNA 3aHATUS U YUTANA TEMATUYECKME NEKLUN
ctyaeHTam. CBs3b CO CTYAEHTAMU He NPepbiBanach W NOCNE OKOH-
YaHus umn By3a. OHa Bbina aKTMBHLIM OPraHN3aTOPOM EXErofHbIX
BCTpeY cBoeii rpynnbl, npopaboTana B Kaz HMY B TeueHum 46 ner.

BpauyebHas, neparornyeckas U 06LWECTBEHHAs AeSTENbHOCTb
pouenTa Tpunonbckoit LW, 6bina BeicOko oueHeHa. OHa Harpax-
[eHa veTbipbMs cepebpsaHbiMu Mepanamu KasHMY 3a 3acnyru u
BKNaz B 06pa3oBaresbHbIi NPOLECC W MPAKTUYECKYIO MELULIMHY.

[Loyb Tpunonbckon LW. 3akoH4Una wkony ¢ Mefanbio 1 ctosna
nepen BbIGOPOM NOCTYNaTh B KOHCEPBATOPUIO WU B MEWULMHCKNIA
By3. [obepuna HacneAcTBEHHOCTb, nocTynuna B KasHMY, koTopeiit
3aKOHYMNA C KPacHbLIM AnnaomMoM. pofomkaer MUCCUI0 Matepu,
Bpaya ¢ GonbLoii Gykebl, pabotaeT BpayoMm-kapauonorom B Ha-
YYHO - KapaMOonornyeckom LeHTpe r. MockBbl, N0, PyKOBOLCTBOM
akapemuka PAH, npodeccopa E.N. Ya3osa.

Cynpyr - Tpunonbckuii B.T1., KaHA.TeXH.HAayK, OAMH U3 BEOYLLMX
reonoros Pecny6nukn KasaxctaH, BHEC HEOLLEHUMbIIA BKNAJ, B CO3-
[aHue reonornyeckoii kapTel pecnybnuku, NpogonxaeT nesaroru-
4eCckylo feaTenbHocTb B KasbTy.

29 anpens 2016 roga, K.M.H., foueHT Tpunonsckas ILU. ywna
13 XWU3HU HA NUKE TBOPYECKON M WHTENNEKTYaNbHON [AEesATeNbHO-
CTu. He cTano tanautnmMeBoro xmpypra, nefarora, y4eHoro, UHTen-
JIMTEHTHOrO, HAZeXHOro ToBapuLla 1 Konnern. Bes xusHb [anuubl
WnbuHWYHbI ObiNa NOCBSILLEHA CYXEHI0 CBOei 61aropoaHoi npo-
decun, cBOeMy Hapoay, Nepesaye 3HaHW MONOABIM Bpayam, CTy-
[eHTaM.

npo@. A.C. NbagnnbanH,
npog.b.M. HokepGekoBa,
Aaou. K.K. AmantaeBa,
Aouy.l. K. MyxamesnxaHos,
K.M.H. C.A. W6agunbanna.



TPEBOBAHUSA
ANA ABTOPOB XXYPHAJIA
«BECTHUK XUPYPTUN KASAXCTAHA»

YBaxaemblie aBTOpbI!

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

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

py0exbs.

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

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

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

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

Pepakums npuHMMaeT Ha pacCMOTPEHUE PYKOMUCK TONLKO Ha
aHIMIMINCKOM 93bIKe, NPUCNAHHbIE Yepe3 0PULMANbHLIA CANT Xyp-
Hana www.vhk.kz.

Matepman ctaTbu — abCTPAKT Ha Ka3axCKOM, PYCCKOM U aHIuiA-
CKOM $3bIKax, CMMCOK NUTepartypbl, PUCYHKU, MOANUCK K PUCYHKAM
n Tabnuupbl, opopmnsietcs ogHUM Gainnom; LOMOAHUTENBHO Kax-
OblA PUCYHOK 0dopMAseTcs B BUAe oraensHoro daina. Ecnu ne-
pecbiiaeMblil MaTepuan Benuk no 06bemy, cneayeT UCMNoNb30BaTh
nporpammsl Ans apxusuposaHus. Bce cTpaHuusl pykonucu, B TOM
yncne Tabnuubl, CNUCOK AMTEPATYPbl, PUCYHKU M NOANMCU K HUAM,
cnesyet NPOHYMepOBaTh.

MpencTaBneHHble Aas onyb6nuKoBaHWsS Matepuansl JOMXKHbI
YAO0BNETBOPATL CNEAYOLLUM TPeOOBaHUSM:

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

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

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

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

HeobxoanmMo oduunansHo 3akpennTb Ha3BaHWe OpraHM3auui
Ha aHIMNICKOM U COKpaLLeHue

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

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

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

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



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

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

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

Pasnuyaiite + Ccbinkm + Cniucok nuteparypsl + bubnuorpadus

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

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

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

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

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

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

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

Cnucok nutepatypbl opopmnseTcs cneayiowmum o6pa3om:

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

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

CrtaTbs B MEXAYHAPOAHOM XypHane:

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

CtaTbsl B PyCCKOSI3bIYHOM XYpPHane, He UMEIOLLas aHmos-
3bIYHOII BepCUu:

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

KHuru:

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

Martepuanbl KOHpepeHuun:

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

MarteHTbI:

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

Cranpgaptbi, FOCTbi:

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

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

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

MocnepHss CTpaHuLa NOAMMUCHLIBAETCS BCEMU aBTOpaMu, CTa-
BUTCS para.

3. Ctatby Ny6AMKYHOTCS TONBKO HA @HIUIACKOM S3bIKE.

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

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



