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AKTYaJIbHBbIE BONIPOCHI
KOJIONPOKTOJIOT MU

CBUIIMU IPSIMOM KNIIKN: AKTYAJIBHBIE BOITPOCHI
ITUOJIOI'MU N ITATOI'EHE3A

Aiicaes A.10.!, Yoii En Jl:kyn®. Tokrocynos V.T.?
' Kagenpa «Xupypruueckux 6onesnei» Mexaynapoaaoi Beicireit Hkomsn
MenuiyHE,
2 Poosib MeTpononuren Y HUBEpCUTETA

Pe3rome crarbu
Heas. [TpossiCHUTH ATHOJIOTHUIO U TATOTEHE3 CBUIICH NIPSAMOMN KHUILIKH.
Marepuajbl M MeTOABI HcCJaeN0BaHUA. B OCHOBY HacTosliel padoThl MOJIOXKEH
aHajau3 HaOmoJeHWd u JjedeHus 317 OONBHBIX C TPaHCCUHKTEPHBIMH U
skcTpachuHkTepHbiMU, [-II cTemeHW CIOXHOCTH, CBUIAMU MPSIMON KHUIIKH,
HAXOJMBIIMXCSA HA CTallMOHAPHOM JICYEHWHU B IMPOKTOJOTMYECKOM OTACIEHUU
HamumonaneHoro rocnmransg npu MuHuctepcTBe 3ApaBooxpaHeHust KbIprei3ckoi
PecniyOnuku
PesyabTaTrbl. CpaBHUTEIBHO Yallle BHICEMBAJIACH KHUIIICUHAs MajJo4Ka, KOTOpas B
44,8% wHaOM0IeHU BhICESHAa B MOHOKYJIbTYpe W B 14,2 % - B accounuamuu co
cTapUIOKOKKaMH. B  MOHOKynbType CTaUIOKOKKM OOHapyxeHsl B 32,5%
HaOJII0JICHHM, a B aCCOITMAIINK ¢ poTeeM — 3,8%.
BbIBOADI:
1) [Tpy XpoHHMYECKOM MapanpoKTUTE HanOO0JIee YaCTO BEICCUBAIOTCS KHUIIICUHAS

Majoyka U CTaUIOKOKK.

2) Broigenennas — mukpodiopa  MposBIsAia  CPAaBHUTENIBHO  BBICOKYIO
PE3UCTEHTHOCTh K NEHULIWJIJIMHAM, BKJIKOYAs MOJIyCUHTETUUECKUE, JICBOMULIUTHHY
U TETPALUUKIUHY, COXpaHss BBICOKYIO UYBCTBUTEIBHOCTh K Ie(anioCnopuHaM U

AMHHOTI'JIFOKO3H1daM.
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KiawueBble ciaoBa: CBUII NPSIMOM  KHWIIKW, O3THOJIOTHSA, NATOrEHE3,
0aKTEepUOJIOTUYECKOE UCCIIEA0BAaHUE, MUKPOOUOIOTHS.

RECTAL FISTULAS: TOPICAL ISSUES OF ETIOLOGY AND
PATHOGENESIS

Aisaev! A.Y., Choi En Djun?., Toktosunov U.T.?
I Department of "Surgical Diseases" International Higher School of Medicine,
2 Royal Metropolitan Medical University

Annotation
Purpose. To clarify the etiology and pathogenesis of rectal fistulas.
Materials and methods of research. The present work is based on the analysis of
observations and treatment of 317 patients with transsphincter and extrasphincter,
I-IT degree of complexity, rectal fistulas who were on inpatient treatment in the
Proctological Department of the National Hospital under the Ministry of Health of
the Kyrgyz Republic
Results. E. coli was sown relatively more often, which in 44.8% of cases was
sown in monoculture and in 14.2% - in association with staphylococci. In
monoculture, staphylococci were found in 32.5% of observations, and in
association with proteus — 3.8%.
Conclusions:
1) With chronic paraproctitis, Escherichia coli and staphylococcus are most often
sown.
2) The isolated microflora showed relatively high resistance to penicillins,
including semi-synthetic ones, levomycitin and tetracycline, while maintaining
high sensitivity to cephalosporins and aminoglucosides.
Key words: rectal fistula, etiology, pathogenesis, bacteriological examination,

microbiology.
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Introduction
Fistulous disease is one of the commonest colorectal conditions. Prevalence ranges
from 8.6 to 10 per 100,000 people per year, with a difference of 8:1 between males
and females.

One of the most common diseases is rectal fistulas. According to statistics,
approximately 95% of patients with rectal fistulas associate the onset of the disease
with acute paraproctitis. In 30-50% of cases, after acute paraproctitis, patients
develop a rectal fistula. A simple opening and drainage of the abscess without
eliminating the entrance gate of infection predisposes to the formation of a rectal
fistula. Through the area of the affected anal crypt or through the entrance gate of
another etiology (trauma), there is a constant infection of pararectal tissues from
the lumen of the intestine. In the course of the fistula, infiltrates and purulent
cavities may form in the fiber with insufficiently good drainage [1-5].

Materials and methods

The present work is based on the analysis of observations and treatment of
317 patients with transsphincter and extrasphincter, I-II degree of complexity,
rectal fistulas who were on inpatient treatment in the proctological department of
the National Hospital under the Ministry of Health of the Kyrgyz Republic.

Among the patients, there were 262 men (82.6%) and 55 women (17.4%).

The majority of patients were aged 20 to 59 years — 297 (93.1%) and most often at
the most able—bodied age, that is, at the age of 20 to 49 years - 255 (80.4%). The
average age was 40.2 £ 1.15 years.

According to the nature of their work, the patients were divided into 3
groups: those engaged in physical labor, mental labor and mixed labor. Patients
engaged in physical labor made up the overwhelming majority of 60.2%, there
were slightly fewer patients engaged in mental labor — 23.8%, even fewer patients

engaged in mixed labor — 16%.
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Results
When analyzing the admission of patients to the hospital by month, it was
found that the largest number of admissions falls on the months — October,
November, December, January, February, March, April, that is, in the autumn-
winter-spring period (Fig.1). There are slightly fewer patients admitted in the

summer months. This is probably due to the holiday period and agricultural work.
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Fig. 1 Dhsinbution of admitted patients by months of the
year

A microbiological study aimed at identifying the pathogen and determining
its sensitivity to antibacterial drugs was carried out in the bacteriological laboratory
of the National Hospital under the Ministry of Health of the Kyrgyz Republic.

The material for microbiological examination was a detachable fistula,
which was taken into a sterile tube and delivered immediately to the
bacteriological laboratory. The results of the study showed (Table 1) that
Escherichia coli was sown relatively more often, which in 44.8% of cases was
sown in monoculture and in 14.2% - in association with staphylococci. In
monoculture, staphylococci were found in 32.5% of observations, and in
association with proteus — 3.8%.

Table 1

Characteristics of aerobic microbes seeded with rectal fistulas (n=317)

Seeding frequency
Type of microflora

abs. %
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E. coli 142 44.8

Staphylococci 103 32,5

Proteus 8 2,5

Streptococci 7 2,2

Escherchincol 45 142

Proteus and staphylococci 12 3.8

The results of the microbiological study we obtained confirmed the literature

data indicating that Escherichia coli and staphylococcus are most often sown in

chronic paraproctitis.

The isolated microflora showed relatively high resistance to penicillins,

including semi-synthetic ones, levomycitin and tetracycline, while maintaining

high sensitivity to cephalosporins and gentamicin (Table 2).

Table 2

Sensitivity of microflora to antibiotics

Microflora sensitivity (%)

Antibiotics
staphylococci E. coli Proteus

Penicillin 2 23 16
Oxacillin 20 32 43
Ampicillin 28 29 35
Erythromycin 35 45 36
Levomycetin 33 46 32
Tetracycline 35 34 20
Mandol 56 60 54
Kefzol 48 61 53
Cefazolin 58 62 55
Gentamicin 60 54 38

Conclusions:

10
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1) Paraproctitis, as a rule, occurs in young people, the most able-bodied age from
20 to 59 years - 297 (93.1%). Among the patients, 262 males (82.6%) predominate,
and 55 females (17.4%).
2) The results of the microbiological study we obtained confirmed the literature
data indicating that Escherichia coli and staphylococcus are most often sown in
chronic paraproctitis.
3) The isolated microflora showed relatively high resistance to penicillins,
including semi-synthetic ones, levomycitin and tetracycline, while maintaining
high sensitivity to cephalosporins and aminoglucosides.
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METO/IbI BU3YAJIBHOM JMATHOCTHUKHU CBUIIEN ITPSIMOM
KUILKA

Aiicaes A.10.!, Yoii En JI:xyn?.
' Kadenpa «Xupypruueckux 6onesneitn» MexayHapoasoit Beicuieit Ikob!
MeauuuHEL,
2Poossb MeTpononuren YHUBEPCUTETA

Pe3rome

Heab. N3yyenue cBuiien npsAMoN KUIIKHA OCPEICTBOM IPUMEHEHHUs NEPEAOBBIX
METOJ/IOB BU3yaJIbHON JUArHOCTUKH.

Matepunanbsl u Metoabl ucciaenoBanus. /[ obcnenoBanust y 317 OONbHBIX C
TpaHCC(UHKTEPHBIMU M 3KCTpacPuHkTepHbiMH, [-II cremeHn ClOXKHOCTH,
CBULIAMHU MPSAMOM KWIIKHA, HAXOJMBIIMXCS HA CTAaMOHAPHOM JICYEHHH B
IIPOKTOJIOTUYECKOM OTHeneHnn HamumonansHOTO rocnutans npu MUHUCTEPCTBE
3npaBooxpaHeHus: Kbipreizckoit PecnyOnukyu  ObUIM  NPUMEHEHBI, KpOME,
OOIIEKIMHUYECKUX UCCIIEI0BAaHUIN, HHCTPYMEHTAJIBHBIE U CIIEUAIBHBIE METOBI.
Pe3yabTarbl. O0cienoBanne MalMEHTOB HAYUHAIIM C TIHIATEIBHOTO cOopa Kajoo,
BbISICHEHMsI aHaMHe3a OO0JIE3HH U JKHM3HM, OCMOTpa manuenta. Ocoboe BHHUMaHHE
yAEIAIM TeM CHUMITOMaM M MpU3HAKaM, KOTOpble ObUIM BBISBIEHBI MpH cOOpe
XKaJl00 ¥ aHaMHE3a.

KonnuecTBo nmanueHToB
Kanoosr

ao0c. %
Hanuuue cBuia B 006J1aCTH MPOMEKHOCTH 317 100,0
Brizenenne THOSI U3 CBUILIEBBIX OTBEPCTUM 317 100,0
bonu B 3aiHEM NTPOXOZE U IPOMEKHOCTH 68 21,4
Ilonvém TemnepaTypsl Tena 56 17,6
Henepxanue razos 8 2,5

Brtopoii xano6oii 60abHBIX OBLTH 00 B 00JaCTH MMPOMEKHOCTH U 33JTHETO
MIPOX0/1a, BO3HUKAIOIINE TIPHU OTIOPOKHEHNU KUIIICUHUKA, (PU3UUECKON HArpy3Ke, B
nosioxkennu cus. Ha 6omu sxamoBanuck 68 (21,4%) nanueHToB.

Ha nepuoanyeckue nmoabEéMbl TeMIepatyphl Teja xajgoBaiauck 56 (17,6%)
MaIUEeHTOB.

VY 87% OOIBHBIX XPOHUYECKUM MApPAnpPOKTHTOM HUMEJIOCh OJHO HapyXKHOE
CBUIIIEBOE OTBEpPCTHE. Y OCTAIBHBIX OONBHBIX OBUITM OT 2 J0 5 HapyKHBIX
CBUIIIEBBIX OTBEPCTUMH.

Cpenu 6onbHBIX ¥ 274 (86,43%) manbmaTopHO OMPEAEIISIICS CBHUINEBON XOI,
ay 43 (13,57%) nainueHTOB CBHUIIEBOM XOJI MaJb[ATOPHO HE OIpPEaesscs.
30HAMPOBAHUE CBUILA IPOBEAEHO Y 268484,5%) OonpHBIX. B Tex ciyvasx, korna
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MyTOBYATHIA 30HJ HE MPOXOAWJI B TPOCBET MPSMON KHUIIKH, OCYIIECTBIISUIA
Kpacsiyo npo0y. Kpacsuryo npody mbl BbinosHuiu y 49 (15,5%) GonbHBIX.
Bcem 317 OGonpHBIM Tpom3BeaeHa peKkTopoMmaHockornus. M3 317 marueHToB
dbucrynorpadus BoimosHeHa y 239 (75,4%) OonbHBIX. MBI Takke MPOBOJIUIU
yibTpa3BykoBoe wuccienoBanue y 52 (16,4%) OonbHbix. [l  OIEHKH
GYHKIIMOHATBLHOTO ~ COCTOSIHHS ~ aHaJbHOTO  C(HUHKTEpAa  OCYIIECTBIISIN
chUHKTEpOMETPHIO y BceX 317 GOMBHBIX.

ITokaszarenn CocrosiHre aHATBHOTO CUHKTEpa | 3HAUCHHE B TPaMMax
Hopwmasnbnsiii (n=309) 441+13,8
Tonyc ananpHOTO C(HUHKTEpA HenocrarouHocTh aHAIBHOTO 269470
chunkrepa I crenenu (n=8) 7
Hopwmasbnsrii (n=309) 541£14,1
BoneBoe cokpaienue HenocraTouHocTh aHAIBHOTO 31840.0
cunkrepa I crenenn (n=8) ’

Locmosepnocms: P<0,05

BuiBOabI:

1. Jluarso3s cBHILA NPSAMOU KUIIKH YaCTO HE MPEACTABIIAET CIOAKHOCTEN.

2. JluarHocTvka TpaHCCUHKTEPHBIX U 3KcTpachuHkTepHsix, [-II crenenn
CIIOKHOCTH, CBHUILIEH MPAMON KHUIIKK TpeOYIOT TUIATEIbHOT0, KOMILIEKCHOTO
oOcnenoBanusi  OOJBHBIX € HUCIOJB30BAaHUEM  ONpOca,  OCMOTpA,
OOIEKIMHUYECKUX U CHEIUAIBHBIX METOJIOB UCCIIEAOBAHNUS.

KaroueBble ciioBa: CBUIL NPSAMOMN KUIIKH, KIMHUKA, TAATHOCTHKA.

Aisaev! A.Y., Choi En Djun?.
' Department of "Surgical Diseases" International Higher School of Medicine,
2 Royal Metropolitan Medical University

13



Bectuuk PMY 2022 Ne6

METHODS OF VISUAL DIAGNOSIS OF RECTAL FISTULAS
Annotation

Purpose. The study of rectal fistulas through the use of advanced methods of
visual diagnostics.

Materials and methods. In addition to general clinical studies, instrumental and
special methods were used to examine 317 patients with transsphincter and
extrasphincter, I-II degree of complexity, rectal fistulas who were on inpatient
treatment in the Proctological Department of the National Hospital under the
Ministry of Health of the Kyrgyz Republic.

Results. The examination of patients began with a thorough collection of
complaints, clarification of the anamnesis of the disease and life, examination of
the patient. Special attention was paid to those symptoms and signs that were

identified during the collection of complaints and anamnesis.

Number of patients
Complaints

abs. %o
Presence of a fistula in the perineal region 317 100,0
Discharge of pus from fistula openings 317 100,0
Pain in the anus and perineum 68 21,4
Body temperature rise 56 17,6
Gas incontinence 8 2,5

The second complaint of patients was pain in the perineum and anus, arising
from bowel emptying, physical exertion, in a sitting position. 68 (21.4%) patients
complained of pain.

56 (17.6%) patients complained of periodic rises in body temperature.

87% of patients with chronic paraproctitis had one external fistula opening. The
remaining patients had from 2 to 5 external fistula openings.

Among the patients, 274 (86.43%) palpated the fistula course, and 43

(13.57%) patients did not palpate the fistula course. The fistula was probed in 268
14
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(84.5%) patients. In cases where the button probe did not pass into the lumen of the
rectum, a coloring test was carried out. We performed the coloring test in 49
(15.5%) patients. All 317 patients underwent rectoromanoscopy. Out of 317
patients, fistulography was performed in 239 (75.4%) patients. We also performed
ultrasound examination in 52 (16.4%) patients. To assess the functional state of the

anal sphincter, sphincterometry was performed in all 317 patients.

Indicator Condition of the anal sphincter Value in grams

Normal (n=309) 441+£13,8

Anal sphincter tone Grade I anal sphincter insufficiency

(n=8) 269+7,0

Normal (n=309) 541+14,1
Volitional reduction : : —

Grade I anal sphincter insufficiency 31849.0

(n=8)

Keywords: rectal fistula, clinic, diagnosis.
Introduction

Fistula-in-ano affects 1 to 2 in 10,000 of Western populations and causes
significant morbidity and financial costs. Anal fistula is diagnosed in 8.6 to 10 per
100,000 individuals, 2—4 times more frequently in males than in females [1-3].
The objective of the study was to analyze resource use, costs and sick leave for
newly diagnosed patients with anal fistula in Sweden.The sample included 362
patients of which 27% had no surgery, 37% had one surgery and 36% had multiple
surgeries. Patients with multiple surgeries underwent over four surgeries on
average. Approximately 67% of the contacts occurred during the first year after
diagnosis. Estimated mean sick leave was 10.4 full-time equivalent days per
patient. Total discounted costs were €5,561 per patient
where approximately 80% were direct costs [4].

Given that the accurate diagnosis of the fistula and the internal opening
plays a key role in the surgical procedure, the pre-operative evaluation of fistula is
significant in producing an ideal therapeutic effect [5].

Conventional contrast material-enhanced fistulography was the first
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modality used in the diagnosis of perianal fistula. The inability to evaluate the anal
sphincter complex, secondary extensions of the fistula as well as relevant anatomic
compartments and musculature stand as the major drawbacks of this technique.

The accuracy of CT is much better compared to MRI when it comes to detection of
air within fistulous tracts as well as the abscess cavities. However, MRI is superior
to CT for evaluation of secondary extensions from the fistulous tract and
differentiating it from adjacent pelvic soft tissue structures [6-9].

Materials and methods

In addition to general clinical studies, instrumental and special methods were
used to examine 317 patients with transsphincter and extrasphincter, I-II degree of
complexity, rectal fistulas who were on inpatient treatment in the proctological
department of the National Hospital under the Ministry of Health of the Kyrgyz
Republic.

The examination of patients began with a thorough collection of complaints,
clarification of the anamnesis of the disease and life, examination of the patient.
Special attention was paid to those symptoms and signs that were identified during
the collection of complaints and anamnesis.

Results

Upon admission to the hospital, all patients complained of pus discharge
from fistula holes located on the skin of the perineum (Table 1). Pain is not
characteristic of chronic paraproctitis, but pain appears when the process worsens.

Table 1

The nature of complaints of patients who were on inpatient treatment (n=317)

Number of patients

Complaints

abs. %
Prqsence of a fistula in the perineal 317 100.,0
region
Discharge of pus from fistula openings | 317 100,0
Pain in the anus and perineum 68 214
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Body temperature rise 56 17,6

Gas incontinence 8 2,5

The second complaint of patients was pain in the perineum and anus, arising
from bowel emptying, physical exertion, in a sitting position. 68 (21.4%) patients
complained of pain.

56 (17.6%) patients complained of periodic rises in body temperature.

When collecting anamnesis, we paid special attention to the nature of previous
surgical interventions, since as a result of repeated surgical interventions,
anatomical relations in the rectum area change, and information about the methods
of operations and their complications may indicate the presence of a scarring
process in the anal canal area.

Patients were examined on a gynecological chair in the position for perineal
calcification and knee - elbow position. When examining the perineum, special
attention was paid to the appearance of the skin, the presence and location of
external fistula openings, the presence of scars formed as a result of previous
surgical interventions.

It should be noted that the external fistula opening during previous surgical
interventions was most often located in the projection of the postoperative scar.
87% of patients with chronic paraproctitis had one external fistula opening. The
remaining patients had from 2 to 5 external fistula openings. The distance of the
external opening of the fistula from the anus is not crucial for determining the type
of fistula. According to the location of the external opening of the fistula, it is
impossible to reliably judge the localization of the internal opening, although the
Salmon—Gudzel rule indicates it with a significant degree of probability. The
essence of the rule is as follows: the anal canal is conditionally divided into two
semicircles — the upper and lower. If the external fistula opening is located above
this line, then often the internal opening is located on the upper semicircle of the
anal canal and vice versa.

After the examination, palpation of the perianal area was performed, which
17
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made it possible to determine the degree of scarring process along the course of the
fistula. With intra-sphincter and chressfincter fistulas of the rectum, when the
fistula penetrates a small portion of the sphincter, it can be easily identified as a
string running from the external fistula opening to the lumen of the rectum. When
the fistula course is not determined by palpation, it can be assumed that there is an
extrasphincter fistula. Thus, among our patients, 274 (86.43%) had a fistula stroke
palpated, and 43 (13.57%) patients had no fistula stroke palpated. All patients with
rectal fistulas underwent a finger examination of the rectum. At the same time, the
tone and volitional efforts of the anal sphincter were evaluated, the presence of
scarring changes in the anal canal was revealed. Special attention was paid to the
area of the jagged line. Here, during a finger examination, it was possible to
determine the internal opening of the fistula in 245 (77.3%) patients. At the same
time, the internal opening of the fistula was most often located in the area of the
crypts of the Blink along the posterior semicircle of the anal canal in 214 (87.3%)
people, in 31 (12.7%) patients along the anterior semicircle. In 72 (22.7%) patients,
finger examination of the rectum failed to accurately determine the internal
opening of the fistula, in these patients, a seal was determined along the posterior
or anterior semicircle of the anal canal. The presence and prevalence of scars in the
area of the internal fistula and cicatricial-inflammatory changes in the tissues of the
pararectal fiber makes it possible to assess the degree of complexity of the fistula.
The next stage in the diagnosis of rectal fistulas was probing with a metal
button probe. At the same time, a button probe was inserted through the external
opening of the fistula into the fistula passage, which was carefully pushed into the
depth as far as possible. This manipulation was carried out very carefully so as not
to form a false move. The progress of the probe along the fistula was controlled by
a finger inserted into the anal canal. In cases where the fistula had a straight course,
the tip of the probe exited through its internal opening into the lumen of the rectum
or was palpated in the submucosal layer, near the interested morganium crypt. In
the same cases when the fistula chord had a tortuous branching course, the probe

did not pass into the lumen of the rectum, but only helped to establish the direction
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and give an idea of the depth of the fistula course. The main point during the
sounding of the fistula was to determine the ratio of the fistula to the fibers of the
anal sphincter. The fistula was probed in 268 (84.5%) patients. In cases where the
button probe did not pass into the lumen of the rectum, a coloring test was carried
out. We performed the coloring test in 49 (15.5%) patients in the following way:
Before the examination, a gauze buffer was inserted into the anal canal. Then,
using a syringe, the end of which was inserted into the external fistula opening, a
1% solution of diamond greens was slowly injected into the fistula passage. The
coloring solution was injected in portions of 0.2 — 0.5 ml. After the introduction of
each portion of diamond greens, a gauze buffer was removed from the anal canal
and examined. By the location of the dye stain on the gauze, it was possible to
assume a possible localization of the internal fistula opening.

The next stage in the diagnosis of transsphincter and extrasphincter, I-11
degree of complexity, rectal fistulas, was rectoromanoscopy. Rectoromanoscopy is
a valuable method of differential diagnosis of rectal diseases. All 317 patients
underwent rectoromanoscopy. One of the main methods of studying patients with
transsphincter and extrasphincter, I-II degree of complexity, rectal fistulas is
fistulography.

This study allowed us to visualize the relationship of the fistula passage with
the fibers of the anal sphincter and to identify the branches of the fistula passages,
purulent congestion and cavities, if any. The patient was prepared for this study by
prescribing cleansing enemas on the eve of the study. After emptying the intestines
from the last enema, a drainage tube was inserted into the anus to remove the
remnants of washing water.

The method of fistulography was as follows: a water-soluble contrast agent
was injected into the external opening of the fistula with a syringe, the amount of
which depended on the length of the fistula passages, the size and dimensions of
the contrasted cavities and lumps. Out of 317 patients, fistulography was
performed in 239 (75.4%) patients.

We also performed ultrasound examination in 52 (16.4%) patients. To assess
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the functional state of the anal sphincter, sphincterometry was performed.
Sphincterometry was performed according to the method of A.M. Aminev (1973).
The clinical assessment of anal sphincter insufficiency was carried out according to
the generally accepted method.
Sphincterometry was performed in all 317 patients (Table 2)
Table 2
Sphincterometry data in patients with transsphincter and extrasphincter, I-II degree

of complexity, rectal fistulas

n =317 (M+m)
Indicator Condition of the anal sphincter |Value in grams
Normal (n=309) 441+13,8

Anal sphincter tone Grade I anal sphincter

insufficiency (n=8) 269+7.0

Normal (n=309) 541£14,1
Volitional reduction .

Grade I anal sphincter 31849.0

insufficiency (n=8)

Confidence: P<0.05
The volume of studies performed is shown in Table 3.
Table 3
The volume of studies performed in patients with transsphincter and

extrasphincter, III degree of complexity, rectal fistulas (n=317)

Number of examined patients
Type of research

abs. %o
Patient survey 317 100,0
Examination of the patient 317 100,0
Palpation of the perianal area and perineum | 317 100,0
Digital examination of the rectum 317 100,0
Rectoromanoscopy 317 100,0
Fistulography 239 754
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Probing the fistula course 268 84,5
Sample with dye 49 15,5
Sphincterometry 317 100,0
Microbiological research 317 100,0
Ultrasound examination 52 16,4
Histological examination 317 100,0

It should be noted that as a result of the complex examination, the diagnosis
of transsphincter and extrasphincter, I-II degree of complexity, rectal fistulas,
including the location of the internal fistula, localization of purulent congestion
and cavities, the presence of scarring in the anal canal and pararectal tissue, was
established in all patients.

Statistical processing of the obtained data was carried out on an IBM PC
Pentium 116 MMX using the software packages "Statgrafics" and "Exsel", which
implemented parametric Fisher-Student methods.

The level of critical significance of the differences was taken as P<0.05.
Results

The formation of a rectal fistula was more often associated with self-opening
of acute paraproctitis externally in 132 (41.6%) patients. And 185 (58.4%) patients
admitted to the proctology department had previously been operated on for acute
paraproctitis in other medical institutions, mainly by general surgeons. Moreover,
before admission to the proctology department, 102 (55.1%) patients out of 185
patients underwent palliative surgery - simple opening and drainage of the abscess,
83 (44.9%) patients underwent radical surgery. The reason for the formation of a
rectal fistula in these patients is not the elimination of the site of infection in the
area of one of the anal crypts. Of 317 patients, 129 (40.7%) patients had combined
diseases of the rectum. Thus, rectal fistula was combined with hemorrhoids in 113
(35.7%) patients, an anal fissure was found in 9 (2.8%), and anal polyps were

detected in 7 (2.2%) patients.
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Conclusions:
1. The diagnosis of rectal fistula is often not difficult.
The doctor should determine the type of fistula, its relationship to the fibers of the
anal pulp, establish the localization of the internal opening of the fistula, the
presence of purulent cavities in the pararectal cellular spaces, the degree of
branching of the fistula course and the development of scarring in the anal canal
wall and along the fistula, identify complications of chronic paraproctitis.
2. Diagnostics of transsphincter and extrasphincter, I-II degree of complexity,
rectal fistulas require a thorough, comprehensive examination of patients using a
survey, examination, general clinical and special research methods.
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XUPYPI'MUECKASA
CTOMATOJIOI'UA

OIIEPATUBHOE JIEYEHUE BTOPUYHOI'O OJOHTOI'EHHOI'O
MEANACTHHHUTA C AKHEHTOM HA I'/IYBOKHME ®JET'MOHbBI HIENU

Yprynaaues B.K.!, Hazup Myxamman Umpan®
'Kbipreizckas rocyjapcteentas MeaunuHckas akagemus um. M.K. Axynbaesa,
2Posb Merpononuren Y HUBEpCUTETA
Pe3oMme cTtaTbu

Hear padorbi: [loBbimieHne APGEKTUBHOCTH  JICUEHUS  OJJOHTOTEHHBIX
MEJIMAaCTUHUTOB BBI3BAHHBIX ITyOOKMMU (DJIETMOHAMH IIIEU W JHA TOJIOCTU pTa 3a
CYET aKTUBHOM TAKTHKUA XUPYPTrUYECKOTr0 JICUCHHUS.
Marepuajbl U MeToabl ucciaenoBanus. [Ipu rioy6okux Qrermonax meu u JHa
MOJIOCTH PTa, OCJIOKHEHHBIX OCTPHIM THOMHBIM MEIUACTUHUTOM, XUPYPrHYECKOE
JedeHre TpoBeneHo y 48 OONbHBIX B UETIOCTHO — JIUIEBON XUPYPTUU H
TOpakaJbHOM  OTAENeHMsX  HanmoHanbHOro  rocrnuransi  MUHHUCTEPCTBA
3npaBooxpaHeHus: Keiproizckoii Pecy6nuku.
Upecieitnas meauacTuHOTOMUA 110 PasymMoBckoMy npumeneHa y 42-x OOJbHBIX B
HKCTPEHHOM MOPSAIKE, KOTOPasi MPEIoIaraeT HECKOJIbKO CIOCOOOB APEHUPOBAHUS
CPENOCTEHHS — OTKPBITBIN, 3aKPBITBIM U MOJY3aKPBITHIN.
[Ipu oTKpBITOM criocoOe MEHHON MEIUAaCTUHOTOMUHU IIeHAasi paHa pacKpbiTa Ha
BCEM NPOTsHKeHMU. OHA TPUMEHSETCS MIPU PACIIPOCTPAHEHHOM THOMHOM IMPOLECCE
B IIEHHOM 00JacCTH C 3aXBATOM HECKOJIBKUX KJIETYATOYHBIX MPOCTPAHCTB. 3a/IHEE
CPEIOCTEHUE MOXKET OBITh APEHUPOBAHO APEHAKHON TPYOKOM, a TaKkKe TaMIIOHOM
C Ma3bl0 JIEBOMHUKOJIb M PE3WHOBBIMU mojiockamu. Ilo 3tomy cmocoOy
IPOOTIEPUPOBAHO 25 OONBHBIX. 3aKphIThIN ciocod Kanmmua Mel npumenunu y 12
OOJIBHBIX.

Hamu pa3pabotan u BHEOpPEH 3aKpBITBI  CIIOCOO  YPECIICHHOTO

JPEHUPOBAHUSI  3aJHETO  CPEJOCTCHMSI, MPU BTOPUYHBIX  MEIUACTHUHHUTAX
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(m306perenue Ne A61B 17/00). Crioco6 oCcymecTBISIFOT Cleayronmm oopasom. 13
IIeHOTO OOKOBOTO pa3pe3a BAOJbL MEPEAHETO Kpas JICBOW TPyIUHHO-KITFOUHIHO-
COCLICBUJHOW MBIIIIBI TIOCIOMHO pacceKkaroT KOXY, MOJKOXKHYIO KIETYaTKY,
MOBEPXHOCTHYIO M BTOpYyIO (hacimm mien. BMmecte ¢ MbIiieid KHapyXH OTBOIST
COCYJUCTO-HEpPBHBIN MMy4oK. [lanbiieM OCTOPOXXHO CO3/[al0T KaHall, MPOHHUKAs
BIUIYOb M KHU3Y 1033 MHILNEBOJA, M0 HANPABICHUIO K 33aJIHEMY CPEIOCTEHHUIO.
BckpbIBalOT THOMHUK, TPOMBIBAIOT U IPEHUPYIOT pany. OJHY ApEHAXHYIO TPYOKY,
MOABEJCHHYIO K JHY IOJOCTH pTa, a APYTyl0 OMYCKAaIOT B 33/JIHEE CPEIOCTEHHUE.
[Ipu >TOM 1IEHHYIO paHy YIIMBAIOT T€PMETUYHBIMH IIBAMU CBEPXY U CHU3Y JO
JPEHAXHBIX TPYOOK MU JOMOJHUTEIHLHO OOECIEYMBAIOT FEPMETUYHOCTH MAa3€BbIM
TaMroHupoBanueM. CaMu JpeHaxKHbIe TPYOKH MOAKIIOYAIOT K CUCTEME aKTUBHOU
aciupauuu. Ilpu OTXOXIEHUM HEKPOTHMUECKHUX TKAaHEW JApeHaku YacTo
3a0MBAIOTCS, MPU ITOM Ha €KETHEBHBIX MEPEBSI3KAX TAMIIOHBI YOUPAIOTCS TPYOKU
MOATSATUBAIOTCA U OYMIIAIOTCS, TIOCJIE YETO BHOBb YCTAHABIMBAIOTCA B UCXOJIHbBIC
MeCTa, 9TUM U OCYIIECTBIISIOT KOHTPOJb 3a TEYEHHWEM THOWHOrO PAHEBOTO
Mpolecca JHa MOJOCTH PTa, MIEWHOM paHe W 3agHero cpeaocreHus. [lo manHomy
crocoOy mpoonepupoBaHo 15 O0IbHBIX.

Pe3yabTarsl ucciaeaoBanus. B topakaibHOM oTneneHuu u3 48-mMu OOJBHBIX CO
BTOPUYHBIM MEIUACTUHUTOM HECMOTpsI Ha TMO3[HIOK TOCIHTAIU3AIM0 Oosee 3
cyTok (72 waca) ObUTM mpoonepupoBaHbl B 3KCTpeHHOM mopsake. 34 (70,84%)
OOJBHBIX BBITTMCAHBI C BhI3IOpOBICHUEM U 14 (29,16 %) manneHToB ymMepIu.

BbIBOABI.
1. [Ipu Bcex THOMHBIX TIpOIlECCaX YENIOCTHO-TUIEBONM 00JIaCTH U  IIeu

HEOOXOJIMMO MpUOEraTh K paHHUM XUPYPrUYECKUM BMEIIATEILCTBAM, TaK KakK B
3aBUCUMOCTH OT IIEJIOTO pPsija YCIOBUN BOCHAIMTENBHBIN TpOIEecC M3 001acTH
3yOOUYEIIOCTHOM CHCTEMbl MOXET HACTOJIBKO OBICTPO pPacHpoOCTPAaHUTHCA B
CPEIOCTEHHE, YTO MPOMEIEHHE ¢ omnepanuer Ha 12-18 4 MOXET NmpuBECTH K
MEIUACTUHUTY.

2. PazpabotTanblii MOMYy3aKpbITBIH  YpE3MICHHBIM CHOCO0 JAPEHUPOBAHUS
3aIHETO CPENOCTEHHsI COKpAIlaeT CpPOKM IOCICONEPAUMOHHOIO IMEPUOJA;
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YIIy4IIIaeT Ka4eCTBO KU3HHU OOJIBHOTO B pAaHHEM ITOCJICONIEPAITMOHHOM TIEPHO/IC.

3. AKTUBHasi XUpypruyeckass TaKTHMKa TpU JICUEHUH OJIOHTOTCHHBIX
MEJINaCTHHUTOB c KOMILJIEKCHBIM BCKPBITHEM U JTPEHUPOBAHUEM
COOTBETCTBYIOIIMX THOMHHUKOB IIE€M M JIHA TMOJOCTH PTa IMO3BOJIMIIO CHHU3UTH
JIETAIBHOCTD 10 29,16%.

KiarwuyeBble cjioBa: OJOHTOICHHBIH MEIUWACTCHHUT, TIIyOokas ¢ierMoHa IIeH,

CPEIOCTEHUE, IPEHUPOBAHUE, XUPYPIHSl.

SURGICAL TREATMENT OF SECONDARY ODONTOGENIC
MEDIASTINITIS WITH AN EMPHASIS ON DEEP NECK PHLEGMONS

Urgunaliev B.K.!, Nazir Muhammad Imran’.
TKSMA named after 1.K. Akhumbayev,
2 Royal Metropolitan Medical University

Objective: To increase the effectiveness of the treatment of odontogenic
mediastinitis caused by deep phlegmon of the neck and bottom of the oral cavity
due to the active tactics of surgical treatment.

Materials and methods. With deep phlegmon of the neck and the floor of the oral
cavity, complicated by acute purulent mediastinitis, surgical treatment was
performed in 48 patients in Maxillofacial Surgery and Thoracic Departments of the
National Hospital of the Ministry of Health of the Kyrgyz Republic.

Percutaneous mediastinotomy according to Razumovsky was used in 42 patients in
an emergency, which involves several methods of drainage of the mediastinum -
open, closed and semi—closed.

With an open method of cervical mediastinotomy, the cervical wound is
open throughout. It is used for a widespread purulent process in the cervical region
with the seizure of several cellular spaces. The posterior mediastinum can be
drained with a drainage tube, as well as a swab with levomicol ointment and rubber
strips. According to this method, 25 patients were operated on. We used the closed

Kanshin method in 12 patients.
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We have developed and implemented a closed method of transversal
drainage of the posterior mediastinum with secondary mediastinitis (invention No.
A61B 17/00). The method is carried out as follows. From the cervical lateral
incision along the anterior edge of the left sternocleidomastoid muscle, the skin,
subcutaneous tissue, superficial and second fascia of the neck are dissected in
layers. Together with the muscle, a neurovascular bundle is withdrawn outward. A
finger gently creates a channel, penetrating deep and down behind the esophagus,
towards the posterior mediastinum. The abscess 1s opened, the wound is washed
and drained. One drainage tube connected to the bottom of the oral cavity is
brought to the bottom of the oral cavity, and the other is lowered into the posterior
mediastinum. At the same time, the neck wound is sutured with sealed seams from
above and below to the drainage tubes and additionally ensure tightness by
ointment tamponing. The drainage tubes themselves are connected to the active
aspiration system. During the discharge of necrotic tissues, drains are often
clogged, while tampons are removed on daily dressings, the tubes are tightened
and cleaned, after which they are re-installed in their original places, this is what
controls the course of the purulent wound process of the bottom of the oral cavity,
neck wound and posterior mediastinum. According to this method, 15 patients
were operated on.

Results. In the Thoracic Department, out of 48 patients with secondary
mediastinitis, despite late hospitalization, more than 3 days (72 hours) were
operated on urgently. 34 (70.84%) patients were discharged with recovery and 14
(29.16%) patients died.

Conclusions.

1. With all purulent processes of the maxillofacial region and neck, it is necessary
to resort to early surgical interventions, since, depending on a number of
conditions, the inflammatory process from the area of the maxillary system can
spread so quickly into the mediastinum that delay in surgery for 12-18 hours can
lead to mediastinitis.

2. The developed semi-closed trench method of drainage of the posterior
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mediastinum shortens the postoperative period; improves the quality of life of the
patient in the early postoperative period.
3. Active surgical tactics in the treatment of odontogenic mediastinitis with
complex opening and drainage of the corresponding ulcers of the neck and the
bottom of the oral cavity allowed to reduce mortality to 29.16%.
Keywords: odontogenic mediastenitis, deep neck phlegmon, mediastinum,
drainage, surgery.
Keywords: odontogenic mediastinitis, deep phlegmon of the neck, mediastinum,
drainage, surgery.

Introduction

Deep neck infections (DNI) usually originate in pharyngeal or oral
infections. It is estimated that up to 36% of cases are of dental origin as a result of
periodontal disease  periapical abscesses without or with previous dental
interventions or radicular cysts [1-3].

The incidence of deep neck infection (DNI) is increasing, and the mortality
of DNI complications remains high. DNI involves the spaces of the neck and can
spread from the base of the skull to the mediastinum [6].

A retrospective audit was carried out of patients with deep odontogenic
infections at an institution, over a 7-year period. Four hundred and sixty two
patients met the inclusion criteria. The average cost per patient was $12 228
Australian Dollars. After multivariate analysis, variables most significantly
associated with increased cost of care and length of admission LOS were high-risk
infections with airway compromise, high admission white cell count and
age.Hospital-based management of deep-space odontogenic infections engender
significant costs compared to early primary care intervention such as a dental
extraction ($181/extraction) [7].

Early and aggressive surgical drainage of the fluid collection from infection
1s required for DNI.

The management of deep neck infections is challenging [8-10].

In a single-center analysis, 63 patients with deep neck infections were
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treated surgically. There was a predominance of male patients (58.7%) and a mean
age of 57.9 years. Cardio/pulmonary diseases and diabetes mellitus were the most
common comorbidities. There was a significantly longer hospital stay for patients
with diabetes mellitus. In 29 patients, a multiple space infection was observed,
with a significantly longer duration of hospitalization and a higher rate of
complications. The main life-threatening complication was the development of
airway obstruction in 20 patients (31.7%), who all received a tracheostomy. The
duration of hospitalization for patients with complications was significantly longer
[11].
Materials and methods

Of 48 patients with acute secondary mediastinitis, in 26 cases (54.2%), the
cause of mediastinitis was odontogenic phlegmon with involvement in the process
of the bottom of the oral cavity, in 6 (12.5%) — paratonsilar abscess, 2 (4.2%) were
treated for a pharyngeal abscess, one (2.1%) was diagnosed with epiglottis abscess
and in 13 people (27.0%), the cause of secondary mediastinitis was superficial
phlegmon of the neck. We consider it necessary to emphasize at once that all
patients, both from districts and city medical institutions, were hospitalized in the
clinic after 72 hours (3 days) from the onset of the disease. In the largest number of
patients, the inflammatory process was localized in the cervical region — 14 people
(29.1%), anterior mediastinitis was detected in 2 patients (3.9%), upper-posterior
mediastinitis in 17 patients (33.3%), posterior in 13 (25.5%) and total mediastinitis
was diagnosed in 2 people, which was 9.8% of the total number of patients in this
group. Percutaneous mediastinotomy according to Razumovsky was used in 42
patients in an emergency, which involves several methods of drainage of the
mediastinum - open, closed and semi—closed.

With the open method of cervical mediastinotomy, the cervical wound is
open throughout. It is used for a widespread purulent process in the cervical region
with the seizure of several cellular spaces. The posterior mediastinum can be
drained with a drainage tube, as well as a swab with levomikol ointment and

rubber strips. According to this method, 25 patients were operated on. We used the
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closed method of Kanshin in 12 patients.

We have developed and implemented a closed method of transversal
drainage of the posterior mediastinum with secondary mediastinitis (invention No.
A61B 17/00). The objective of our invention is to develop a semi-closed method of
drainage of the posterior mediastinum with a transversal access, which makes it
possible to control the course of the purulent wound process of the bottom of the
oral cavity, neck wound and posterior mediastinum, eliminating repeated
operations by cleaning drains.

The invention is explained in Fig. 1, where 1 is a drainage tube connected to
the bottom of the oral cavity; 2 is a drainage tube lowered into the posterior
mediastinum; 3 is a cervical lateral incision; 4 is sealing sutures; 5 is tamponing; 6
is the esophagus; 7 is the stomach.

The method is carried out as follows. From incision 3 along the anterior
edge of the left sternocleidomastoid muscle, the skin, subcutaneous tissue,
superficial and second fascia of the neck are dissected in layers. Together with the
muscle, a neurovascular bundle is withdrawn outward. A finger gently creates a
channel, penetrating deep and down behind the esophagus, towards the posterior
mediastinum. The abscess is opened, the wound is washed and drained. One
drainage tube 1 is brought to the bottom of the oral cavity, and the other 2 is
lowered into the posterior mediastinum. At the same time, the neck wound 3 is
sutured with sealed seams 4 from above and below to the drainage tubes 1,2 and
additionally ensure tightness by ointment tamponing 5. The drainage tubes 1,2
themselves are connected to the active aspiration system. During the discharge of
necrotic tissues, drains are often clogged, while tampons are removed on daily
dressings, the tubes are tightened and cleaned, after which they are re-installed in
their original places, this is what controls the course of the purulent wound process
of the bottom of the oral cavity, neck wound and posterior mediastinum.
According to this method, 15 patients were operated on (Fig. 1). The advantages of
this method are: This method allows you to control the course of the purulent

wound process of the bottom of the oral cavity, neck wound and posterior
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mediastinum; the method is easy to perform and does not require daily time-
consuming dressings compared to the open method; the postoperative period is
shortened; the quality of life of the patient in the early postoperative period is

improved.

Fig. 1. Closed method of percutaneous drainage of the posterior mediastinum
in secondary mediastinitis.
Results
In the thoracic department, out of 48 patients with secondary mediastinitis, despite
the late hospitalization, more than 3 days (72 hours) were operated on urgently. 34
(70.84%) patients were discharged with recovery and 14 (29.16%) patients died.
Conclusions

With all purulent processes of the maxillofacial region and neck, it is
necessary to resort to early surgical interventions, since, depending on a number of
conditions, the inflammatory process from the area of the maxillary system can
spread so quickly into the mediastinum that delay with the operation for 12-18

hours can lead to mediastinitis.
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The developed semi-closed trench method of drainage of the posterior
mediastinum shortens the postoperative period; improves the quality of life of the
patient in the early postoperative period.

Active surgical tactics in the treatment of odontogenic mediastinitis with
complex opening and drainage of the corresponding ulcers of the neck and the
bottom of the oral cavity allowed to reduce mortality to 29.16%.
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MUKPOBHOJIOTUA I''TYBOKOM ®JIETMOHBI IIEXA U JTHA
MNOJOCTH PTA ITPU OJOHTOI'EHHOM MEJIUACTHUHUTE

Urgunaliev B.K.!, Choi En Djun’.
IKSMA named after 1. K. Akhumbayev,
2 Royal Metropolitan University

Pe3srome
Heab. VMccrnenoBanne MHUKpPOOHOIOTHYECKUX KYJIBTYp IpPHU TIyOOKOW (QuierMoHe
IIEW U JHA MOJIOCTH PTa, OCIOKHEHHBIX OJIOHTOI€HHBIM MEIUACTUHUTOM.
MartepuaJjbl 1 MeTOAbI Hccaen0BaHus. Y 83-X O0IBHBIX ¢ IITyOOKOM (hIerMOHOM
€M W JHAa TMOJOCTH pTa U BTOPUYHBIM MEIUACTUHUTOM OBUIM MPOBEIICHBI
uccienoBanus MUKpoOHOH (iopbl. Y 0onbHBIX B 94,5% cinydaeB ObUTH BBICESIHBI
MHKPOOPTraHU3Mbl M3 COAEPKMMOIO THOMHBIX paH M B 5,5% ciydasx pocra B
HCCIIEIyEMOM MaTepualie He Mmojay4yeHo./3 paHeBOM MOJIOCTH BCETO BBIAEIEHO 18
ITAMMOB Pa3JIMYHBIX MUKPOOPTaHU3MOB.
Pesyabratbl. B 69,5% cinydaeB oOHapyxeHa MOHOKyIbTypa u 30,5% ciydaes
OBLIIM TAaK)K€ BBISIBJICHBI MUKPOOHBIE accolaiuu Bo3oyauTenein. OTMedeHa Takxke
TEHJICHITMS K BO3PACTaHUIO TPaMOTPHUIIATEIbHON (PIIOphl B MOHOKYIIBTYpE: B 12,5%
CllyyaeB OBUIM BBIJCJICHBI B PAHEBOM COJIEPKUMOM dHTepobOakTepuu, B 7,4%
KumeyHas u 9,6% cuHerHoiHas ImajodKH.
VY 33% 00sbHBIX C OCTPHIM OJOHTOI€HHBIM MEIUACTUHUTOM MUKPOOHOJIOTUYECKUE
JTAHHBIE CBUETEIBCTBYIOT O TOM, YTO JIOJISI MUKPOOHBIX aCCOIMAIINI 3HAYUTEIHHO
yBenumumiaack: y 11,5% BBIIETSIUCH IITaMMBI 30JI0THCTOTO CTa(UIOKOKKA B
COYEeTaHWUU C ByJbrapueiM mnpotreeM, y 10,5% 3070THCTBIN cTaQUIOKOKK +
CUHETHOWHAS Masiovka, y 8,3% - 30JI0TUCTHIN CTAPUIOKOKK + pa3IMuHbIE IITAMMbI
CTPENTOKOKKa, Y 3,2% - accoumarusi cTaduiIOKOKKa ¢ IpUOKOBOM MH(EKIIUEH, B
gacTHOCTH ¢ rpudamu poja Candida.
BoiBoabl. [Ipu pa3BuTHM OAOHTON€HHOTO MEIWACTHHUTA UMEET MECTO 3HAUEHUE
OakTepraIbHOW MH(PEKIMHU KaK T'PAMIIOJIOKUTEIBLHON U rpaMOTpULIATEIbHOM, TaK
U UX aCCOIMAIlM, IPU STOM POJIb TPAMOTPHUIIATEITLHOMN (DIIOPHI B TIOCIICTHUE TOJIBI

Bo3pactaeT. OJHAKO, YYUTHIBAs KPAWHIOIO TSXKECTh M OMACHOCTH 3a00JIeBaHUS,
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HAYaJo0 aHTUOAKTEpUATbHON Teparmuu HE MOXKET OBITh OTJIOXKEHO A0 MOJy4YeHUs
JTaHHBIX O BHJE BO3OYAWUTENS] U €ro YyBCTBUTEIHHOCTH K aHTHOAKTEpUAIbHBIM
CpeACTBaM, W CBS3M C OTUM HEOOXOJMMO HAYMHATH SMITUPUYECKYIO TEparuio
aHTHOAKTEPUAIBHBIMH ~ CPEJICTBAMU  IUPOKOTO  CIEKTpa JeHcTBUsA. A B
JanbHEHIIEeM  TPOBOJUTCS  KOPPEKLUHMsS  aHTHOMOTUKOTEpAalmMH C  Y4ETOM
NOJYYECHHBIX JIaHHBIX O BHJIE M aHTUOMOTUKOUYBCTBUTEIHLHOCTH BO30YIUTETICH.

KiroueBble cioBa: riyOokas ¢uerMoHa €M W JTHA TMOJIOCTH pPTa, BTOPUYHBIN
MEAMACTUHUT, MHUKPOOUOJOTHs, UYyBCTBUTEIBHOCTh K aHTHOAKTEPUAIBLHOU

TEparvi.

MICROBIOLOGY OF DEEP PHLEGMON OF THE NECK AND BOTTOM
OF THE ORAL CAVITY IN ODONTOGENIC MEDIASTINITIS

Urgunaliev B.K.!, Choi En Djun®.
TKSMA named after 1. K. Akhumbayev,
2 Royal Metropolitan University

Purpose. Study of microbiological cultures with deep phlegmon of the neck and
bottom of the oral cavity complicated by odontogenic mediastinitis.

Materials and methods. Studies of microbial flora were conducted in 83 patients
with deep phlegmon of the neck and bottom of the oral cavity and secondary
mediastinitis. In 94.5% of patients, microorganisms were seeded from the contents
of purulent wounds and in 5.5% of cases, no growth was obtained in the studied
material.A total of 18 strains of various microorganisms were isolated from the
wound cavity.

Results. Monoculture was detected in 69.5% of cases and microbial associations of
pathogens were also detected in 30.5% of cases. There was also a tendency to
increase gram-negative flora in monoculture: in 12.5% of cases enterobacteria
were isolated in the wound contents, in 7.4% intestinal and 9.6% Pseudomonas
aeruginosa.

In 33% of patients with acute odontogenic mediastinitis, microbiological data

indicate that the proportion of microbial associations increased significantly:
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11.5% had strains of Staphylococcus aureus in combination with vulgar proteus,
10.5% had Staphylococcus aureus + Pseudomonas aeruginosa, 8.3% had
Staphylococcus aureus + various strains of streptococcus, 3.2% had an association
of Staphylococcus aureus with fungal infection, in particular with fungi of the
genus Candida.
Conclusions. With the development of odontogenic mediastinitis, the importance
of bacterial infection of both gram-positive and gram-negative and their
associations takes place, while the role of gram-negative flora has been increasing
in recent years. However, given the extreme severity and danger of the disease, the
beginning of antibacterial therapy cannot be postponed until data on the type of
pathogen and its sensitivity to antibacterial agents are obtained, and therefore it is
necessary to begin empirical therapy with broad-spectrum antibacterial agents.
And in the future, correction of antibiotic therapy is carried out taking into account
the data obtained on the type and antibiotic sensitivity of pathogens.
Keywords: deep phlegmon of the neck and bottom of the oral cavity, secondary
mediastinitis, microbiology, sensitivity to antibacterial therapy.

Introduction

Deep neck infections (DNI) usually originate in pharyngeal or oral
infections. It is estimated that up to 36% of cases are of dental origin as a result of
periodontal disease  periapical abscesses without or with previous dental
interventions or radicular cysts [1].

The choice of antimicrobial agents depends on the pathogens. Obtaining
cultures before empirical antibiotic treatment is mandatory in DNI patients [2-3].
The microorganisms isolated in patients with DNI are aerobic and anaerobic
pathogens of pharyngeal flora, such as Streptococcus pyogenes, Staphylococcus
aureus, Streptococcus viridians, Streptococcus anginosus, Hemophilus influenza,
Peptostreptococcus, Fusobacterium species, Provetella species [4-7].

Therefore, the antibiotic choice for DNI must include agents with spectrum
of activity against both aerobic and anaerobic pathogens, including penicillin,

amoxicillin/clavulanic acid, ampicillin/sulbactam, clindamycin and metronidazole.
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piperacillin/tazobactam, third generation cephalosporin along with metronidazole,
or carbepenems in more serious clinical conditions [8].

Deep neck abscesses are less common today than in the past. The impact of
antibiotic treatment and improved dental care are the most likely reasons for this
change. In spite of widespread use of antibiotics, deep neck infections do not
disappear and remain one of the difficult emergencies encountered in daily clinical
practice [9].

Materials and methods

Studies of microbial flora were conducted in 83 patients with deep phlegmon
of the neck and bottom of the oral cavity and secondary mediastinitis. One of the
criteria for the effectiveness of the therapy was the conduct of bacteriological
studies of the contents of purulent cavities after their surgical treatment at
admission and in the dynamics of treatment. In 94.5% of patients, microorganisms
were seeded from the contents of purulent wounds and in 5.5% of cases no growth
was obtained in the studied material, perhaps this is due to the presence of
anaerobic pathogens that lead to the accumulation of a significant amount of
bacterial metabolism products in the wound, which may have an overwhelming
effect on the growth of the existing microflora.

Results

A total of 18 strains of various microorganisms were isolated from the
wound cavity (Fig. 1).

1. It follows that in 69.5% of cases monoculture was detected and microbial
associations of pathogens were also detected in 30.5% of cases. At the same time,
the monoculture was represented by gram-positive flora — staphylococci,
streptococci and gram-negative flora - Enterobacteria, Pseudomonas aeruginosa.
Staphylococci are potentially pathogenic, because they are found on the skin and
mucous membranes of the oral cavity, while streptococcal strains were determined
much less frequently. There was also a tendency to increase gram-negative flora in
monoculture: in 12.5% of cases enterobacteria were isolated in the wound contents,

in 7.4% intestinal and 9.6% Pseudomonas aeruginosa. This fact significantly
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affected patients with acute odontogenic mediastinitis by the fact that it was
characterized by a malignant and more severe course, pronounced symptoms of
intoxication and with the spread of the purulent-inflammatory process to other
cellular spaces of the mediastinum with deeper tissue necrosis, which increased the

time of cleansing and wound healing.

: B MOHOKY N Ty Pkl luuxpnﬁnuucnmmmnn.

Fig.1. The ratio of microbial associations and monoculture sown with deep
phlegmon of the neck and bottom of the oral cavity

In 33% of patients with acute odontogenic mediastinitis, microbiological
data indicate that the proportion of microbial associations increased significantly:
11.5% had strains of Staphylococcus aureus in combination with vulgar proteus,
10.5% had Staphylococcus aureus + Pseudomonas aeruginosa, 8.3% had
Staphylococcus aureus + various strains of streptococcus, 3.2% had an association
of Staphylococcus aureus with fungal infection, in particular with fungi of the
genus Candida.

For a rational choice of antimicrobial therapy, it is necessary to identify the
microorganism, determine the sensitivity of the isolated microflora to various
antibiotics.

The sensitivity of the isolated strains of microorganisms to antibacterial

drugs is presented in Table 1.
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As can be seen from Table 1, in 74% of cases, Staphylococcus aureus strains
were resistant to penicillin, in 46% - to roxithromycin, in 82% erythromycin, in
48% - to cefazolin (cephalosporins of the first generation), in 20% - to cefamandol
(cephalosporin of the second generation), in 50% - gentamicin (aminoglycoside of
the second generation).

Also, it follows from this Table 1 that there is a tendency for the appearance
of penicillin—resistant strains of streptococci, and this may require the appointment
of antibacterial agents, such as glycopeptides (vancomycin, teicoplanin).

Table 1
Sensitivity of the most significant isolated strains of microorganisms to

antibacterial drugs

Microflora sensitivity (in absolute numbers)
Antibacterial S.aureus Streptococcus | P.aeruginosa
drug (n=50) (n=10) (n=18)

S |I R S |I |R S I R
Penicillin 5 |8 37 5 |3 ]2 - - 18
Oxacillin 19112 |19 7 12 |1 - - 18
Amoxiclapv 22115 |13 10]- |- - - 18
Erythromycin 4 15 41 8 |2 |- - - 18
Roxithromycin 10 [ 17 |23 9 |1 |- - - 18
Cefazolin 12114 |24 8 |1 |1 - - 18
Cefamandol 16 | 18 |16 10 |- |- - 3 15
Cefataxime 28115 |7 10]- |- 1 3 14
Ceftriaxone 25122 |3 10]- |- 1 2 15
Gentamicin 14 (11 |25 - |- |10 10 |4 4
Ciprofloxacin 31 |17 |2 6 |2 |2 16 |1 1

Note:S-high sensitivity, I-moderate sensitivity, R-resistance to this antibacterial

drug.
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Determination of the sensitivity of the gram-negative flora of P.aeruginosa
to antimicrobial drugs revealed almost one hundred percent resistance to b-lactam
antibiotics and macrolides (erythromycin and roxithromycin), 83.3% of
P.aeruginosa strains showed resistance to cefamandol (cephalosporins of the
second generation), 27.7% - to cefotaxime and 16.16% - to ceftriaxone
(cephalosporins of the third generation) .

The lowest percentage of P.aeruginosa resistance was detected to
ciprofloxacin in no more than 5% of the studied strains. In this regard, the use of
modern fluoroquinolones, glycopeptides, carbopenems, monobactams in the
treatment of purulent mediastinitis is of the greatest interest.

The high proportion of resistant forms of strains identified as pathogens is
probably associated with previously conducted "uncontrolled" irrational
antibacterial therapy.

If the antibacterial therapy is ineffective, it is necessary to change the drug
according to the "antibioticogram".

Along with full-fledged drainage of the infection focus, systemic antibiotic
therapy should be carried out. Prior to obtaining the data of microbiological
studies, empirical therapy was performed using ampicillin + gentamicin,
cefotaxime, ceftriaxone in combination with metronidazole. After identifying the
pathogen and determining its sensitivity to antimicrobial agents, the treatment
regimen is changed by prescribing a drug selectively active against the isolated
pathogen.

In addition to antimicrobial therapy, patients underwent infusion therapy,
including standard solutions of electrolytes, glucose, protein preparations of blood,
fat emulsions, preparations of hemodynamic and rheological action against the
background of forced diuresis, which contributed to the reduction of toxemia.
When using active detoxification methods, such as indirect electrochemical
oxidation of blood by intravenous administration of sodium hypochloride solution
at a concentration of 0.5 g /1 and plasmapheresis, the most pronounced effect was

observed. With the help of plasmapheresis, it was possible to remove up to 1 liter
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of extremely toxic plasma containing small and medium-weight molecules,
pathological immune complexes, antibodies, cytokines and other cytotoxic
substances within 30-40 minutes.

In patients with deep phlegmon of the neck and bottom of the oral cavity and
odontogenic mediastinitis, when using the developed treatment principles, clinical
signs of purulent intoxication disappeared after 12-14 days, the leukocyte formula
and body temperature normalized. An X-ray examination with contrast through
drains was also performed weekly to control the cavities in the mediastinum, their
size and shape, which remained for a long period. As the obliteration of the
cavities occurred, the drains were gradually tightened and then removed.

Conclusions

With the development of odontogenic mediastinitis, the importance of
bacterial infection of both gram-positive and gram-negative and their associations
takes place, while the role of gram-negative flora has been increasing in recent
years. However, given the extreme severity and danger of the disease, the
beginning of antibacterial therapy cannot be postponed until data on the type of
pathogen and its sensitivity to antibacterial agents are obtained, and therefore it is
necessary to begin empirical therapy with broad-spectrum antibacterial agents.
And in the future, correction of antibiotic therapy is carried out taking into account
the data obtained on the type and antibiotic sensitivity of pathogens.
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THOUHAS XUPYPI'UA

KJIWHUYECKAS KAPTUHA ITPU KPUTUUYECKON UILIEMUU HA
®OHE CAXAPHOI'O ITUABETA

Typxmenos A.M!., Typkmenos A.Al.,Yoii En Jikyn?.
'KbIpreisckas rocyapcTBeHHas MequIuHcKas akagemus um. UK. Axynbaesa,
2Posn MeTpomnonnuTeH yHUBEPCUTET

Pe3rome

Heanb. /laTh KITMHUYECKYIO XapaKTEPUCTUKY MAIlUEHTaM ¢ KPUTHYECKOMN UIlleMHuen
HIDKHUX KOHEYHOCTEH, OCJIOKHEHHOM caXxapHbIM THa0ETOM.

Marepuajbl 1 MeTOABbI HccaeqoBaHusA. OOIIas KIMHUYECKas XapaKTepUCTHKA
oOcnenoBaHHBIX Tpynn Obuta cienytomeid. B 1 rpynme y Bcex 30 (100,0%)
oonpHbIX Obul CJI II Tuma, u3z Hux y 5 (16,7%) npu nocrymiennn CJI Obln
BIIEPBBIE BBISIBJICH, B OCTAJLHBIX CIydasX JUIMTEIBHOCTh 3a00JI€BaHUs OT MOMEHTA
ycTaHOBJIeHUs] nuarHo3a «Caxapsbslii quaber» Obiia ot 1 mo 20 net, B cpeaHeM
8,2+1,1 net. Bo 2 rpymnme — takxe y Bcex 30 (100,0%) 6onbubix 6601 CJI II THITa,
u3 HuX y 4 (13,3%) npu noctymiennn CJ[ ObL1 BliepBbI€ BBISBICH, B OCTAJIBHBIX
ClIyJasX JJINTeTLHOCTh 3a00JeBaHUS OT MOMEHTAa YCTAHOBJICHHUS JHAarHos3a
«Caxapnsiit quadeT» 6buta oT 1 10 18 ;er, B cpeanem 7,3+1,0 mer.

PesyabTarbl. B OombmumHCTBE ~ cioydaeB Yy OOJNBHBIX  HMMEJOCH
aTEPOCKIIEPOTHUECKOE MOPAXKEHUE apTepuil HIKHUX KoHeuHocTen: y 27 (90,0%)
O6onpHBIX 1 Tpymnmbel Uy 26 (86,7%) OonbHBIX 2 Tpynmbl. Takke B OONBIIMHCTBE
ClIydaceB y OOCJICIOBaHHBIX OOJIbHBIX MMeEJach COIMYyTCTBYIOIIAS MATojoTus: y 24
(80,0%) GompHbIx 1 Tpymmel u y 25 (83,3%) OompHBIX 2 Tpynmbl. B Hamem
uccienoanuu Il crenenr XMHK 6buta y 10 (33,3%) OonbHbIX 1 rpymmsl u 12
(40,0%) 60mpHbIX 2 rpynmnsl, [V crenens XMHK, cootBeTcTBeHHO — Yy 20 (66,7%)
u 18 (60,0%). Takum obpazom, y Bcex 30 (100,0%) 6ompubIX 1 Tpymmer u 30
(100,0%) 6onpubix 2 rpynnsl — Obuta KMHK. Kpome Toro, y 6onbhbix ¢ IV

creneHpto XMHK Ha MomenT noctymnenus Bo Bcex 20 (100,0%) cmywasx B 1
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rpynne u Bo Bcex 18 (100,0%) caydasx Bo 2 rpynmne OTMEYalIUCh CIETYIOLIUE
W30JMPOBAHHBIC WM COYECTAHHBIC S3BEHHO-HEKPOTUYECKHE W3MEHEHUS HUKHUX
KOHEYHOCTEH, COOTBETCTBEHHO: Tpoduyeckas s3Ba nanbia —y 3 (10,0%) uy 6
(20,0%) OonpHBIX, cyxas TaHrpeHa maibia — y 8 (26,7%) u y 8 (26,7%),
Tpoduueckue sA3Bbl NanbleB — y S5 (16,7%) O0nbHBIX 2 TPYIIIbI, a TaKXKe CyxXas
ranrpena naibies —y 1 (3,3%) 6onpHOrO 1 rpymnmsl U HE3aKUBAIOLIAsl paHa MocCIie
sk3apTukysauuu naneiia (maneueB) — y 10 (33,3%) 1 rpynmet u y 9 (30,0)
OOJBHBIX 2 TPYIIIIHIL.

KiarwuyeBble cJjioBa: caxapHblii Jual0eT, CHHIPOM JHAO0ETUYECKOW CTOIBI,

KPpUTUYCCKAs NIICMUA HUKHUX KOHCYHOCTEH.

CLINICAL PICTURE IN CRITICAL ISCHEMIA ON THE
BACKGROUND OF DIABETES MELLITUS
Turkmenov A.M'., Turkmenov A.A!., Choi En Djun?

TKSMA named after 1.K. Akhumbayev,
’Royal Metropolitan Medical University

Annotation

Purpose. To give clinical characteristics to patients with critical lower limb
ischemia complicated by diabetes mellitus.

Materials and methods. The general clinical characteristics of the examined
groups were as follows. In group 1, all 30 (100.0%) patients had type II diabetes,
of which 5 (16.7%) were diagnosed with diabetes for the first time upon admission,
in other cases, the duration of the disease from the moment of diagnosis "Diabetes
mellitus" was from 1 to 20 years, on average 8.2+ 1.1 years. In group 2, all 30
(100.0%) patients also had type II diabetes, of which 4 (13.3%) were diagnosed
with diabetes for the first time upon admission, in other cases, the duration of the
disease from the moment of diagnosis "Diabetes mellitus" was from 1 to 18 years,

on average 7.3+ 1.0 years.
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Results. In most cases, patients had atherosclerotic lesion of the arteries of the
lower extremities: in 27 (90.0%) patients of group 1 and in 26 (86.7%) patients of
group 2. Also, in most cases, the examined patients had concomitant pathology: 24
(80.0%) patients of group 1 and 25 (83.3%) patients of group 2. In our study, the
IIT degree of CLTI was in 10 (33.3%) patients of group 1 and 12 (40.0%) patients
of group 2, the IV degree of CLTI, respectively, in 20 (66.7%) and 18 (60.0%).
Thus, all 30 (100.0%) patients of group 1 and 30 (100.0%) patients of group 2 had
CLI In addition, at the time of admission in all 20 (100.0%) cases in group 1 and
in all 18 (100.0%) cases in group 2, the following isolated or combined ulcerative-
necrotic changes of the lower extremities were noted in patients with grade 1V
CLTI, respectively: trophic finger ulcer — in 3 (10.0%) and in 6 (20.0%) patients,
dry finger gangrene — in 8 (26.7%) and 8 (26.7%), trophic finger ulcers — in 5
(16.7%) patients of group 2, as well as dry finger gangrene — in 1 (3.3%) patient of
group 1 and a non-healing wound after exarticulation finger(s) — in 10 (33.3%)
patients of group 1 and in 9 (30.0) patients of group 2.

Keywords: diabetes mellitus, diabetic foot syndrome, critical ischemia of the

lower extremities.

Introduction

Critical limb ischemia represents the advanced stage of peripheral artery
disease, a health problem with increasing prevalence. Critical limb ischemia is
associated with significant mortality, limb loss, pain, and diminished health-related
quality of life. There are 6.5 million patients with critical limb ischemia in the US,
Europe, and Japan based on global population-based studies. At least 75% of these
patients, accounting for approximately 4.8 million patients, are amenable to
endovascular therapy [1-3].

The aim of a study was to evaluate factors affecting mortality within 1 year
after endovascular revascularization in CLI patients. 1-year survival probability
was 58.8%. Cox proportional hazard analysis showed that duration of diabetes (HR

3.52; 95% CI 1.34-9.22), anemia (HR 2.59; 95% CI 1.47-4.56), and smoking (HR
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2.49; 95% CI 1.46-4.27) were significantly associated with mortality within 1 year
after endovascular revascularization [4].

More than 25% of diabetic patients develop CLI during their lifetime, and
more than 50% of patients with CLI are diabetics. CLI in DM carry a poor
prognosis with amputation rates up to 30% and mortality up to 25% after 1 year [5-
9].

The diagnosis of PAD in patients with DM is often delayed because of the
presence of neuropathy, as PAD-related symptoms go unnoticed until more severe
critical limb ischemia (CLI) symptoms develop [10].

Material and methods

The general clinical characteristics of the examined groups were as follows
(Table 1). In Group 1, all 30 (100.0%) patients had type II diabetes, of which 5
(16.7%) were diagnosed with diabetes for the first time upon admission, in other
cases the duration of the disease from the moment of diagnosis "Diabetes Mellitus"
was from 1 up to 20 years, on average 8.2 + 1.1 years. In group 2, all 30 (100.0%)
patients also had type II diabetes, of which 4 (13.3%) were diagnosed with diabetes
for the first time upon admission, in other cases the duration of the disease from
the moment of diagnosis "Diabetes mellitus" was from 1 to 18 years, on average

7.3+ 1.0 years.

Table 1
General clinical characteristics of groups 1 and 2, number of patients (%)
Clinical indicators 1 Group
group, n=30 | 2, n=30
DM II type 30 (100,0) 30
(100,0)
DM detected for the first time 5(16,7) 4
(13,3)
Diabetic vascular damage in other target organs 30 (100,0) 30
(100,0)
Atherosclerosis of the lower limb arteries 27 (90,0) 26
(86,7)

46




|  Becraux PMY 2022 Ne6

Combined pathology of other organs and systems 24 (80,0) 25
(83,3)

CLTI degree according to Fontaine-Pokrovsky:

11l degree 10 (33,3) 12
(40,0)
1V degree 20 (66,7)
18
(60,0)

All patients, both in group 1 and in group 2, had DM in the decompensation
stage. Also, in all cases, except diabetic angiopathy of the vessels of the lower
extremities, there was diabetic damage to the vessels of other target organs:
kidneys, eyes. In most cases, patients had atherosclerotic lesion of the arteries of
the lower extremities: in 27 (90.0%) patients of group 1 and in 26 (86.7%) patients
of group 2.

Also, in most cases, the examined patients had concomitant pathology
(Table 2): 24 (80.0%) patients of group 1 and 25 (83.3%) patients of group 2. 20
(66.7%) patients of group 1 and 21 (70.0%) patients of group 2 had coronary heart
disease and hypertension (of which 3 (10.0%) patients of group 1 and 5 (16.7%)
patients of group 2 had previously suffered a myocardial infarction), which also
indicated vascular damage in other basins (coronary arteries). There were also the
following concomitant diseases: chronic bronchitis, lung cancer, chronic gastritis,
peptic ulcer of the stomach and duodenum, etc. The presence of concomitant
pathology significantly complicated the general condition of patients, especially in
the postoperative period, and also influenced the planning and execution of our

surgical interventions for CLI.

Table 2
Concomitant diseases in patients with CLI groups 1 and 2, number (%)
1 group Group 2
Concomitant diseases
(n=30) (n=30)
Coronary heart disease 10 (33,3) 10 (33,3)
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Hypertension 10 (33,3) 11 (36,7)
History of myocardial infarction 3(10,0) 5 (16,7)
Chronic bronchitis 9 (30,0) 8 (26,7)
Lung cancer 1(3,3) -
Chronic gastritis 5(16,7) 5(16,7)
f;ptlc ulcer of the stomach and duodenum 13.3) 2(6.7)
Other 5(16,7) 6 (20,0)

In our study, the III degree of CLTI was in 10 (33.3%) patients of group 1
and 12 (40.0%) patients of group 2, the IV degree of CLTI, respectively, in 20
(66.7%) and 18 (60.0%). Thus, all 30 (100.0%) patients of group 1 and 30
(100.0%) patients of group 2 had CLI.

Results

The main clinical symptoms during the examination of patients with CLI
were: pain in the lower extremities at rest, swelling, pallor of the skin, decreased
sensitivity, paresthesia, trophic disorders of the distal parts of the lower limb (hair

loss, signs of hyperkeratosis, hyperkeratic overgrowth of nail plates) (Fig. 1).

Fig. 1.Trophic disorders of the distal parts of the lower limb (hair loss, signs of

hyperkeratosis, hyperkeratic overgrowth of nail plates).




|  Becrnuk PMY 2022 Ne6

During palpation, there was a sharp weakening or absence of pulsation on

the main arteries of the lower extremities (CFA, PA, PTA, artery of the rear of the

foot), local hypothermia.

Fig. 3. Ulcerative-necrotic complications of DM.
Dry gangrene of the third finger, non-healing wound after exarticulation of

th f . LN
e finger 5
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In addition, at the time of admission in all 20 (100.0%) cases in group 1 and
in all 18 (100.0%) cases in group 2, the following isolated or combined ulcerative-
necrotic changes of the lower extremities were noted in patients with grade IV
CLTI (Fig. 2, 3), respectively: trophic finger ulcer — in 3 (10.0%) and 6 (20.0%)
patients, dry finger gangrene — in 8 (26.7%) and 8 (26.7%), trophic finger ulcers —
in 5 (16.7%) patients of group 2, as well as dry gangrene of the fingers — in 1
(3.3%) patient of group 1 and a non-healing wound after exarticulation of the
finger (fingers) - in 10 (33.3%) of group 1 and in 9 (30.0) patients of Group 2
(Table 3).

Table 3
Ulcerative-necrotic complications of DM in patients of groups 1 and 2,

number of patients (%)

Localization and nature of ulcerative-necrotic 1 group, | Group
complications n=30 2, n=30
Trophic ulcer of one finger 3(10,0) |6(20,0)
Dry gangrene of one finger 8(26,7) |8(26,7)
Trophic ulcers of several fingers - 5(16,7)
Dry gangrene of several fingers 1(3,3) -

Non-healing wound after finger (s)exarticulation 10 (33,3) | 9 (30,0)

In most cases, patients had a neuroischemic form of diabetic foot (according
to the classification of V.K.Gostischev et al.) 2-4 degrees of lesion. In other cases,
there was an ischemic form of diabetic foot, also 2-4 degrees of lesion.

Discussion and conclusions

It should be noted here that patients with initial gangrene or trophic ulcers of
the lower leg or heel area were not included in the work, because trophic disorders
of this localization, according to the literature and our experience, are unpromising
for surgical revascularization.

It should also be noted that we took into account the clinical picture,

respectively, and the analyzed degree of CLTI, on the limb on which our surgical
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interventions were performed. In all 100.0% of cases, both in groups 1 and 2, there
was an obliterating vascular lesion of varying severity on the other lower limb with
an appropriate degree of CLTI clinic. And often on the opposite limb, the CLTI
was more pronounced. At the same time, indications for revascularization were
determined mainly on the basis of instrumental examination data.

In accordance with the above, our analysis took into account only the side of
the lesion that was subjected to our main surgical intervention. At the same time,
there was the following distribution according to the analyzed (operated) on the
affected side: on the right - 16 (53.3%) in group 1 and 15 (50.0%) cases in group 2;
on the left, respectively - 14 (46.7%) and 15 (50.0%) cases.

All patients of groups 1 and 2 received standard conservative therapy upon
admission to the hospital. Including infusions of rheological solutions
(rheopolyglucin) with disaggregants (curantil, trental) and antispasmodics
(papaverine, no-shpa). Given the frequent presence of concomitant cardiac
pathology, the volume of infusion did not exceed 200-250 ml, with slow
administration of solutions and, if necessary, the use of diuretics.

In all cases, pre- and postoperative rational antibiotic therapy was performed
according to generally accepted standards. Mainly, cephalosporins of the 2nd and
3rd generation, fluoroquinolones, aminoglycosides, metronidazole were used
separately and in combination. At the same time, the results of bacterial
inoculation from the wound with the determination of sensitivity to antibiotics
were taken into account.

In patients with ulcerative-necrotic complications in the pre- and
postoperative periods, local treatment was performed in compliance with the
principles of purulent surgery: bandages with ointments (Levomecol, Levosil),
enzyme therapy (chymotrypsin, trypsin), local use of antibiotics, necrectomy, etc.
Considering that in our study all patients with DM were in the stage of
decompensation, both during preoperative preparation and in the postoperative
period, special attention was paid to the correction of glycemia. These activities

were necessarily carried out together with endocrinologists.
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All patients of both groups 1 and 2 had a mandatory study of blood sugar
content at admission and in dynamics. In group 1, upon admission, blood sugar
levels were from 8 to 25 mmol/l, on average 14.5+ 2.1 mmol/l, in group 2 - from 8
to 24 mmol/l, on average 15.0+2.1 mmol/l. It should be noted that often a high
level of glycemia was associated with inadequate therapy of diabetes before
admission.

As a rule, regardless of previous hypoglycemic therapy, patients were
transferred to fractional administration of short-acting insulin upon admission.
Before surgery, in all cases, the sugar level was maintained within the limits
(surgical zone) of 8.0-10.0 mmol/l. These indicators of the level of glycemia were
considered optimal, because a moderate increase in blood sugar is not dangerous
for the patient, while the achievement of normoglycemia after surgical treatment of
a purulent focus can contribute to the development of hypoglycemia with severe
consequences.
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NHCTPYMEHTAJIBHASA ITUAT'HOCTHUKA ITPU CUHAPOME
JTAABETHYECKOM CTOIIBI
Typxmenos A.M'., Typkmenos A.Al., Yoii En JIixyn>.
'KbIpreisckas rocynapcTBeHHas MequIMucKas akagemus um. ML.K. Axynbaesa,
2 Poss1b MeTpOIOIUTEH YHUBEPCUTETA

Pe3rome
Heab. /[aTh 1aHHBIE HTHCTPYMEHTAIBHOW AUArHOCTUKU IMAIIMEHTOB C CUHIPOMOM
TMA0ETUYECKOM CTOIIBI.
Martepuajbl W MeTOAbI HCCIAeA0BaHUsS. B OCHOBY palOOThl TOJIOKEHBI
pe3yabTaThl KIMHUYECKoro obcnenoBanus u Jyieuenus 60 6onpHbix ¢ KMHK nHa
dbone CJI.

Bce OonpHble ObUIM pa3zzgesieHbl Ha 2 rpynnbl. 1 rpynmy coctaBwind 30
(50,0%) OONBbHBIX, KOTOPHIM OBUIM MPOU3BEACHBI PEKOHCTPYKTHBHBIE OlEpaliuy Ha
apTepusiX HMKHUX KOHEYHOCTEH (IpsIMblE METOIbl PEBACKYJSIPU3ALMU HUKHHUX
KoHeuHocTel). 2 rpynny coctaBuwin 30  (50,0%) OOJBHBIX, KOTOPHIM
MIPOU3BOAMIINCh  HEPEKOHCTPYKTUBHBIE METOABl  XUPYPTHUYECKOTO  JICUEHUS
KpuTndeckor umeMun HuxHUX KoHeuHocter (KMHK) (B T. 4. HenmpsiMmbie MeTOABI
PEBACKYJISIPU3AIMN HUKHUX KOHEYHOCTEN ).

V¥ Beex 30 (100,0%) 6onbubIx 1 rpynmst 1y Beex 30 (100,0%) 60abHBIX 2 TPYIIIBI,
MIPU TIOCTYTUICHUH BBITIOHSIIN YIBTPa3BYKOBYIO JOMILIEPOTrpaduio.

Pe3yabTartbl. 3mepenue pervonapHoro cucronndeckoro nasienus (PCJII)
1o omneparuu B 1 rpynme y 6onpHbIX TipH 11 crennenn XMHK 3nauenus PCJI O6p11m
B nipenenax 49,5-55,5 B cpeanem 50,0+0,5, pu IV crenenn XNUHK — 30,0-48,0, B
cpennem 41,0+3,5. Jlo onepanuu Bo 2 rpymnme y 6onpHbIX npH Il ctenenn XMHK
sHaueHus PCJl 6butn B npenenax 48,0-55,0 B cpeqnem 49,0+0,5, npu IV crenenu
XWUHK - 30,0-48,0, B cpennem 39,0+£3,0. 3nauenne PCJl B 1 u 2 rpynne npu
cooTBeTcTBYIOIUX creneHsax XMHK Obu11 conoctaBUMbI U TOCTOBEPHON pPa3HUILIBI

He umenu (p>0,05).
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N3mepenue nonprxeyHo-miieueBoro unaekca (JIIIM) mo omepanuu B 1
rpynme y 6oapHbix npu I crenmenn XMHK 3nauenus JIIIW Obuin B mpenenax
0,35-0,45, B cpennem 0,38+0,11, npu IV crenenn XNHK - 0,2-0,34, B cpennem
0,30+0,05. o omepauuu Bo 2 rpymme y OonbhHbix npu Il cremenn XUWHK
sHaueHust JIIIN 6vutn B mpenenax 0,35-0,45, B cpenmnem 0,38+0,12, mpu 1V
crenenn XMHK - 0,2-0,34, B cpeanem 0,30+0,04. 3nauenue JIIIA B 1 u 2 rpynrme
npu cootBercTByromMX creneHsx XMHK Obuim comocTaBUMBI U JIOCTOBEPHOM
pasuuilbl He umenu (p>0,05).

I'emogunamuuecku 3HaunMbIi cteHo3 (I'3C) (< 50%) y 6oababix ¢ KUHK
Ha ¢one CJ| B 1 rpymnme u Bo 2 rpyIrmne, COOTBETCTBEHHO, HA CTOPOHE MOPaKEHUs
ObLT TMarHOCTUPOBaH: Ha obmel 6eapennoi aprepuu (OBA) — B 10 (33,3%) u B
13 (43,3%) cnyuaeB, Ha IIbA — B 12 (40,0%) u B 18 (60,0%), Ha riayOoKoM
o6enpennoit aprepun(I’'bA) — B 10 (33,3%) u B 10 (33,3%), Ha [1A — B 8 (26,7%) u
B 7 (23,3%), na 3bbBA — B 15 (50,0%) u B 5 (16,7%), Ha mnepenuein
oosnbiedeprioBoit aprepuu (IIBBA) - 17 (56,7%) u B 5 (16,7%), Ha manoOeprioBoi
aprepun (MBA) — B 8 (26,7%) u B 9 (30,0%).

Oxxmro3ust y 6onbHbIx ¢ KMHK Ha gone C/] B 1 rpynne u Bo 2 rpymre,
COOTBETCTBEHHO, HA CTOPOHE MOpakeHus Obla quarnoctuponana: Ha [IBA — B 15
(50,0%) u B 10 (33,3%) ciyuaes, Ha I1A — B 20 (66,7%) u B 23 (76,7%), Ha 3bBA
—B4(13,3%) uB 25 (83,3%), Ha [IBBA — B 12 (40,0%) 1 B 20 (66,7%), Ha MBA —
B 20 (66,7%) u B 21 (70,0%). Ilomnas oxkmo3uss OBA u I'BA — He Obum
JIMarHOCTUPOBAHBI HU B OJHOM Cily4yae, HU B 1 TpyIine, HU BO 2 TpYIIIeE.

I'3C u okkmro3usa B 11ei0M y oOcinenoBaHHbix Hamu 0obHBIX ¢ KMHK Ha
done CJl B 1 rpynmne u Bo 2 rpyrie, COOTBETCTBEHHO, HA CTOPOHE MOPaKECHHUSI
obun quarHoctupoBanbl: Ha OBA — B 10 (33,3%) u B 13 (43,3%) ciy4aeB, Ha
[IBA — B 27 (90,0%) u B 28 (93,3%), Ha 'BA — B 10 (33,3%) 1 B 10 (33,3%), Ha
ITA — B 28 (93,3) u B 30 (100,0%), na 36BA — B 19 (63,3%) u B 30 (100,0%), Ha
[IBBA — B 29 (96,7%) u B 25 (83,3%), Ha MBA — B 28 (93,3) u B 30 (100,0%).

3akarovenue. [Ipu KMHK y Gonpubix ¢ C/] uMeeTcs: MyJIbTHCEIMEHTapHOE

NOpa)KEHUE apTEepUil HUKHUX KOHEYHOCTEH, mMpuueM B OOJIbIIIEH CTETIeHH UMEETCs
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3HAUMMOE TMOPaXEHUE JUCTAIBHOTO apTepuaibHoro pycia — IIA u aprepuii
rojiecnd. W3 aprepuil NpPOKCUMAIbHOIO pycia 3HAYUTEIBLHO Yalle HMEETCs
3Haunmoe nopaxxkenue I1BA. Ha nam B3, 1anHbie GaKThl ONPEISTISIOT TIKECTh
xkimHnyeckux nposieinennii KMHK y 6onpHbix ¢ CJI, a Takke UMEIOT pellaroliee
3HAYCHUE TIPU ONpPEACICHUU TaKTUKHM W METOJa XUPYPrUYECKOro JICUCHHUS U
BIIMSIFOT Ha €T0 Pe3yJIbTaThl.

KurwueBbie cioBa: caxapHblid 1uadeT, CHHAPOM JUA0ETHYECKON CTOIIBI,

KPUTHUYCCKAA HIICMUA HUKHUX KOHG“IHOCTGﬁ, JANAarHOCTHKaA.

INSTRUMENTAL DIAGNOSIS OF DIABETIC FOOT SYNDROME
Turkmenov A.M'., Turkmenov A.A!., Choi En Djun?

TKSMA named after 1.K. Akhumbayev,
2 Royal Metropolitan Medical University

Annotation
Objective. To provide data on instrumental diagnostics of patients with diabetic
foot syndrome.
Materials and methods. The work is based on the results of clinical examination
and treatment of 60 patients with CLI on the background of DM.
All patients were divided into 2 groups. Group 1 consisted of 30 (50.0%) patients
who underwent reconstructive surgery on the arteries of the lower extremities
(direct methods of revascularization of the lower extremities). Group 2 consisted of
30 (50.0%) patients who underwent nonreconstructive methods of surgical
treatment of critical lower limb ischemia (CLI) (including indirect methods of
revascularization of the lower extremities). In all 30 (100.0%) patients of group 1
and in all 30 (100.0%) patients of group 2, ultrasound dopplerography (USD) and
ultrasound duplex scanning (UDS) with color Doppler mapping of blood flow
(CDMBF) were performed upon admission.
Results. Measurement of regional systolic pressure (RSP) before surgery in group

1 in patients with grade III CLTI, the values of RSP were in the range of 49.5-55.5
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on average 50.0 + 0.5, with grade IV CLTI — 30.0-48.0, on average 41.0+ 3.5.
Before surgery, in group 2, in patients with grade III CLTI, the values of RSP were
in the range of 48.0-55.0 on average 49.0+0.5, with grade IV CLTI - 30.0-48.0, on
average 39.0+3.0 (Table 1). The values of RSP in Group 1 and 2 with the
corresponding degrees of CLTI were comparable and reliable there was no
difference (p>0.05). Measurement of the ankle-brachial index (ABI) before surgery
in group 1 in patients with grade III CLTI, the values of ABI were in the range of
0.35-0.45, on average 0.38 = 0.11, with grade IV CLTI - 0.2-0.34, on average
0.30+ 0.05. Before the operation, in group 2 patients with grade III CLTI, the ABI
values were in the range of 0.35-0.45, on average 0.38+0.12, with grade IV CLTI -
0.2-0.34, on average 0.30+0.04 (Table 2). The ABI values in Group 1 and 2 with
the corresponding degrees of CLTI were comparable and there was no significant
difference (p>0.05).

Hemodynamically significant stenosis (HSS) (< 50%) in patients with CLI
on the background of DM in group 1 and group 2, respectively, on the side of the
lesion was diagnosed: on the common femoral artery (CFA) — in 10 (33.3%) and
13 (43.3%) cases, on SFA —in 12 (40.0%) and in 18 (60.0%), on the deep femoral
artery (DFA) — in 10 (33.3%) and 10 (33.3%), on PA — in 8 (26.7%) and 7
(23.3%), on PTA — in 15 (50.0%) and in 5 (16.7%), on the anterior tibial artery
(ATA) - 17 (56.7%) and in 5 (16.7%), on the fibular artery (FA) —in 8 (26.7%) and
in 9 (30.0%).

Occlusion in patients with CLI on the background of DM in group 1 and
group 2, respectively, on the affected side was diagnosed: in SFA — in 15 (50.0%)
and 10 (33.3%) cases, in PA — in 20 (66.7%) and 23 (76.7%), on PTA — in 4
(13.3%) and 25 (83.3%), ATA — in 12 (40.0%) and 20 (66.7%), FA — in 20
(66.7%) and 21 (70.0%). Complete occlusion of both and DFA — were not
diagnosed in any case, neither in group 1 nor in group 2.

Conclusion. In case of CLI, patients with DM have a multisegmental lesion of the
arteries of the lower extremities, and to a greater extent there is a significant lesion

of the distal arterial bed — PA and the arteries of the lower leg. From the arteries of
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the proximal bed, there is much more often a significant lesion of SFA. In our
opinion, these facts determine the severity of clinical manifestations of CLI in
patients with DM, and are also crucial in determining the tactics and method of
surgical treatment and affect its results.
Keywords: diabetes mellitus, diabetic foot syndrome, critical ischemia of the
lower extremities, diagnosis.

Introduction

A lower limb is amputated due to diabetes every 30 s [1-4],
and the average annual cost of diabetic foot is $8659 per patient. The total medical
cost for treating diabetic foot diseases in America ranges from $9 to $13 billion
and is an additional cost associated with diabetes [5-6].

Of all amputations in diabetic patients, 85% are preceded by a foot
ulceration which subsequently deteriorates to a severe gangrene or infection.

As a result of a systematic meta-analysis, the global diabetic foot ulcer
prevalence was 6.3% (95%CI: 5.4-7.3%), which was higher in males (4.5%,
95%CI: 3.7-5.2%) than in females (3.5%, 95%CI: 2.8—4.2%), and higher in type 2
diabetic patients (6.4%, 95%CI: 4.6—8.1%) than in type 1 diabetics (5.5%, 95%ClI.:
3.2-7.7%). North America had the highest prevalence (13.0%, 95%CI: 10.0—
15.9%), Oceania had the lowest (3.0%, 95% CI: 0.9-5.0%), and the prevalence in
Asia, Europe, and Africa were 5.5% (95%CI: 4.6-6.4%), 5.1% (95%CI: 4.1—
6.0%), and 7.2% (95%CI: 5.1-9.3%), respectively. Australia has the lowest (1.5%,
95%CI: 0.7-2.4%) and Belgium has the highest prevalence (16.6%, 95%CI: 10.7—
22.4%), followed by Canada (14.8%, 95%CI: 9.4-20.1%) and USA (13.0%,
95%CI: 8.3—-17.7%). The patients with diabetic foot ulcer were older, had a lower
body mass index, longer diabetic duration, and had more hypertension, diabetic
retinopathy, and smoking history than patients without diabetic foot ulceration [7].
Securing an early accurate diagnosis of diabetic foot infections and assessment of
their severity are of paramount importance since these infections can cause great
morbidity and potentially mortality and present formidable challenges in surgical

and antimicrobial treatment [8].
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The aim of a study was to describe the abnormalities found on Doppler
ultrasonography of patients hospitalized for the diabetic foot in the Ivory Coast. A
retrospective descriptive study including 235 patients hospitalized for the diabetic
foot in the Endocrinology department of the Yopougon University Hospital was
conducted from February 2002 to December 2015. On ultrasonography, 98.7% of
the patients had an arterial abnormality of the lower limbs. It was bilateral in
62.2% of cases, dominated by atheromatous overloads and mediacalcosis in 46.4%
and 43.8% of cases, respectively. Arterial stenosis was lesions hemodynamically
found in 76.3% of cases and arterial occlusions in 32.7% of cases. The amputation
rate was 72.7%.This study shows the high frequency of arterial abnormalities in
patients with the diabetic foot with a predominantly distal involvement. Arterial
Doppler ultrasound of the lower limbs remains an essential tool in the care of
diabetic foot.

Nevertheless, the question of the effectiveness of instrumental diagnosis of
diabetic foot syndrome remains open and relevant due to various contradictions
and disputes [9].

In June 2018, the literature using PuEbMed and EMBASE for published
studies on the diagnosis of diabetic foot infection was searched. On the basis of
predetermined criteria, prospective controlled, as well as non-controlled, studies in
any language, seeking translations for those not in English were reviewed. Then
evidence statements on the basis of the included papers was developed. From the
4242 records screened, 35 papers that met the inclusion criteria were selected. The
quality of all but one of the evidence statements was low because of the weak
methodology of nearly all of the studies [10].

Materials and methods

The work is based on the results of clinical examination and treatment of 60
patients with CLI on the background of DM.

All patients were divided into 2 groups. Group 1 consisted of 30 (50.0%)
patients who underwent reconstructive surgery on the arteries of the lower

extremities (direct methods of revascularization of the lower extremities). Group 2
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consisted of 30 (50.0%) patients who underwent nonreconstructive methods of
surgical treatment of critical lower limb ischemia (CLI) (including indirect
methods of revascularization of the lower extremities).

In all 30 (100.0%) patients of group 1 and in all 30 (100.0%) patients of group 2,
ultrasound dopplerography (USD) and ultrasound duplex scanning (UDS) with
color Doppler mapping of blood flow (CDMBF) were performed upon admission.

The following results were obtained with ultrasound methods of vascular

examination.
Table 1
RSP values in patients of groups 1 and 2 before surgery, M+m (min-max)
1 group, Group 2,
RSP values
n=30 n=30
41,04£3,5 49,0+£0,5 *
By III CLTI degrees
(30,0-48,0) (48,0-55,0)
50,0£0,5 39,0+£3,0 *
By IV CLTI degrees
(49,5-55,5) (30,0-48,0,)

Note: * - the value of p>0.05 in relation to the indicators in group 1.
Results

Measurement of regional systolic pressure (RSP) before surgery in group 1
in patients with grade III CLTI, the values of RSP were in the range of 49.5-55.5
on average 50.0 + 0.5, with grade IV CLTI — 30.0-48.0, on average 41.0+ 3.5.
Before surgery, in group 2, in patients with grade III CLTI, the values of RSP were
in the range of 48.0-55.0 on average 49.0+0.5, with grade IV CLTTI - 30.0-48.0, on
average 39.0+£3.0 (Table 1). The values of RSP in Group 1 and 2 with the
corresponding degrees of CLTI were comparable and reliable there was no
difference (p>0.05).

Measurement of the ankle-brachial index (ABI) before surgery in group 1 in
patients with grade III CLTI, the values of ABI were in the range of 0.35-0.45, on
average 0.38 £ 0.11, with grade IV CLTI - 0.2-0.34, on average 0.30+ 0.05. Before
the operation, in group 2 patients with gérglde IIT CLTI, the ABI values were in the
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range of 0.35-0.45, on average 0.38+0.12, with grade IV CLTI - 0.2-0.34, on
average 0.30+0.04 (Table 2). The ABI values in Group 1 and 2 with the
corresponding degrees of CLTI were comparable and there was no significant
difference (p>0.05).

Table 2

ABI values in patients of groups 1 and 2 before surgery, M+m (min-max)

ABI values 1 group, n=30 Group 2, n=30
0,38+0,11 0,38+0,12 *
By III CLTI degrees
(0,35-0,45) (0,35-0,45)
0,30+0,05 0,30+0,04 *
By IV CLTI degrees
(0,2-0,34) (0,2-0,34)

Note: * - the value of p>0.05 in relation to the indicators in group 1.

According to the data of the UDS with CDMBF, in both groups 1 and 2,
atherosclerotic plaques were visualized in the common femoral artery (CFA) and
the superficial femoral artery (SFA) in almost all cases, calcified in most cases. A
significant thickening of the intima-media complex was also noted at almost all
levels of the lesion of the lower extremities.

It is noteworthy that in almost all of the studied there was a marked decrease
in the linear velocity of blood flow compared with generally accepted norms,
moreover, in the largest number of patients, as well as a change in its nature — also
in almost all patients it had a changed main or collateral character, and we regarded
this as signs of stenosis (Fig. 1). In cases of arterial occlusion, both with USD and
with UDS with CDMBF, blood flow was not determined in the projection of this

artery (Fig. 2).
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Fig. 1. UDS with CDMBF. SFA - stenosis, altered arterial blood flow,

atherosclerotic plaque.

Fig. 2. UDS with CDMBF. Posterior tibial artery (PTA) — blood flow is practically
not determined.

When performing shunting operations, it is very important to correctly
assess the localization and nature of the vascular lesion, as well as to choose a
place for applying a proximal anastomosis, i.e. to assess the flow pathways in the

femoral arteries. Equally important is_the correct choice of a place for distal
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anastomosis, with an assessment of the distal arterial bed, i.e. outflow routes in the
popliteal artery (PA) and lower leg arteries. For this purpose, radiopaque
angiography (RPAG) (lumbar aortoarteriography or femoral arteriography) was
performed before the operation, which was performed in all 30 (100.0%) patients
of group 1 and in all 30 (100.0%) patients of group 2.

It should be noted here that our results of instrumental examination of
patients with CLI on the background of DM before surgery showed the following.
The sensitivity and specificity of the methods of UDS with CDMBF and RPAG
separately at different levels of the study of the arterial bed of the lower extremities
ranges from 78-89%. And a comprehensive assessment of the results of ultrasound
and angiographic studies allows us to improve these indicators up to 90-98% and
confirm the definition of the "gold standard" of diagnostics in relation to these
studies in this pathology.

In our study, when analyzing the data of an instrumental examination of the
arterial bed of the lower extremities before surgery, we in all cases evaluated the
results of ultrasound and angiographic studies in a complex — this allowed us to
most accurately obtain information about the occlusive-stenotic lesion of specific
arteries of the lower extremities and was crucial in determining the tactics and
method of surgical treatment of patients with CLI on the background of DM.

In general, the results of instrumental examination (ultrasound and angiographic)
of the patients of groups 1 and 2 studied by us before the operation showed the
following (Table 3).

According to ultrasound and angiographic studies, in all cases, patients with
CLI on the background of DM had multisegmental inflammation of the arteries of
the lower extremities with predominant lesions of medium and small diameter
arteries (PA, arteries of the lower leg and foot) — i.e., the perceiving distal bed (Fig.
7-12).

Hemodynamically significant stenosis (HSS) (< 50%) in patients with CLI
on the background of DM in group 1 and group 2, respectively, on the side of the

lesion was diagnosed: on the common femoral artery (CFA) — in 10 (33.3%) and
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13 (43.3%) cases, on SFA —in 12 (40.0%) and in 18 (60.0%), on the deep femoral
artery (DFA) — in 10 (33.3%) and 10 (33.3%), on PA — in 8 (26.7%) and 7
(23.3%), on PTA — in 15 (50.0%) and in 5 (16.7%), on the anterior tibial artery
(ATA) - 17 (56.7%) and in 5 (16.7%), on the fibular artery (FA) —in 8 (26.7%) and

in 9 (30.0%).

Table 3

Localization and nature of vascular lesions in patients of groups 1 and 2 according

to ultrasound and angiographic studies, number of patients (%)

Lesion Lesion characteristics
localization HSS (< 50%) Occlusion Total (HSS+occlusion)
1 group, 2 group, 1 group, 2 group, | 1 group, 2 group,
n=30 n=30 n=30 n=30 n=30 n=30
CFA 10 13 ** 10 13
(33.3) (43.3) ' ) (33.3) (43.3)
SFA 12 18 ** 15 10%%* 27 28
(40,0) (60,0) (50,0) (33,3) (90,0) (93,3)
DFA 10 10 ** 10 10
(33.3) (33.3) ' ' (33.3) (33.3)
PA 8 7 ** 20 23 ** 28 30
(26,7) (23,3) (66,7) (76,7) (93,3) (100,0)
PTA 15 5* 4 25 * 19 30
(50,0) (16,7) (13,3) (83,3) (63,3) (100,0)
ATA 17 5* 12 20 * 29 25
(56,7) (16,7) (40,0) (66,7) (96,7) (83,3)
STA 8 9 ** 20 21 ** 28 30
(26,7) (30,0) (66,7) (70,0) (93,3) (100,0)

Note: * - the value of p<0.05 in relation to the indicators in group 1,**

of p>0.05 in relation to the indicators in group 1
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Fig. 3. RPAG. Occlusion of SFA, stenosis of DFA.

Fig. 4. RPAG. Occlusion of SFA and PA. Pronounced development of collaterals.
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Fig.5. RPAG. Stenosis of the PA and arteries of the lower leg.

A

PA stenosis, occlusion of the lower leg arteries.

Occlusion in patients with CLI on the background of DM in group 1 and
group 2, respectively, on the affected side was diagnosed: in SFA —in 15 (50.0%)
and 10 (33.3%) cases, in PA — in 20 (66.7%) and 23 (76.7%), on PTA — in 4
(13.3%) and 25 (83.3%), ATA — in 12 (40.0%) and 20 (66.7%), FA — in 20

(66.7%) and 21 (70.0%). Complete occlusion of both and DFA — were not
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diagnosed in any case, neither in group 1 nor in group 2.

BEC-54 7 1119284

Fig. 8. RPAG. Occlusion of PTA and ATA, stenosis of FA.

Thus, HSS and occlusion in general in the examined patients with CLI on
the background of DM in group 1 and in group 2, respectively, were diagnosed on
the lesion side: in CFA cases —in 10 (33.3%) and in 13 (43.3%) cases, in SFA —in
27 (90.0%) and in 28 (93.3%), on DFA —in 10 (33.3%) and in 10 (33.3%), on PA
—1in 28 (93.3) and in 30 (100.0%), on PTA —in 19 (63.3%) and in 30 (100.0%), on
ATA —in 29 (96.7%) and 25 (83.3%), in the STA —in 28 (93.3) and 30 (100.0%).
It should be noted that a statistically significant difference (p>0.05) between group

1 and group 2 in terms of the number Q;f;cases of HSS and occlusion of PTA and
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ATA, i.e. the state of the receiving distal bed, explains the differences in the choice
of tactics and method of surgical treatment — in group 1, reconstructive operations
were performed on the arteries of the lower extremities (direct methods
revascularization of the lower extremities), in group 2, these reconstructive
interventions were not performed, but other methods of treating CLI (including
indirect methods of revascularization of the lower extremities) were used.

At the same time, the analysis of patency and the possibility of using PA and
lower leg arteries for applying distal anastomosis, i.e. as a receiving distal bed,
showed that in group 1, 6 (20.0%) patients had the possibility of using PA for this
purpose, 2 lower leg arteries — in 8 (26.7%), 1 lower leg artery - in 19 (63.3%), 3
arteries of the lower leg were not present in any case, occlusion of all arteries of
the lower leg was in 3 (10.0%) patients. Accordingly, in group 2, there was no
possibility of using PA, 3, 2 or even 1 arteries of the lower leg for this in any case.

Conclusion

In case of CLI, patients with DM have a multisegmental lesion of the
arteries of the lower extremities, and to a greater extent there is a significant lesion
of the distal arterial bed — PA and the arteries of the lower leg. From the arteries of
the proximal bed, there is much more often a significant lesion of SFA. In our
opinion, these facts determine the severity of clinical manifestations of CLI in
patients with DM, and are also crucial in determining the tactics and method of
surgical treatment and affect its results.
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KIMHNYECKOE HABJIOAEHUE TP OCTPOM I'EMATOI'EHHOM
OCTEOMMEJIUTE JJIMHHBIX TPYBYATBIX KOCTEM CPEJIU
B3POCJIOI'O HACEJIEHUA

Typkmenos A.Al., Tokrocynos Y.T., Yoii En Jixyn>.
'KbIpreisckas rocynapcTBeHHas MequIMucKas akagemus um. ML.K. Axynbaesa,
>Poon Merpononurer Y HUBEPCUTETA
Pesrome

Leab. BpisIBUTh KIMHUYECKYIO KAPTHUHY Yy MAIMEHTOB C OCTPBIM I'€MAaTOTE€HHBIM
OCTEOMUEIUTOM JJIMHHBIX KOCTEM.

Martepuasbl u MeToAbl. Mbl U3y4YWJIM pe3yiabTaThl OOCIEAOBaHUS U
xupyprudyeckoro jedeHuss 70 B3pocabix manueHToB ¢ OI'O IIMHHBIX KOCTEH,
FOCIUTAIM3UPOBAHHBIX B  OTHACJIEHWE THOMHOW xupypruu HannonanbHOU
O0onpHULBI MunucrepctBa 3apaBooxpaHeHusi Keipreizckoit PecmyOnuku. Bce
MAaIMEHThI OB pa3/esieHbl HA OCHOBHYIO U KOHTPOJIbHYIO TPYNIbl. B 0CHOBHYIO
rpynny Bouuu 34 (48,6%) nanuenTta, KOTOPhIM ObliIa MPOU3BEEHA OINepalus Mo
OpUTHHAIBHOW METOJIMKE ocTeonepdopay ¢ YCWICHHOW caHalued u
JPEHUPOBAHUEM  THOMHOIO  oyara C  NOCHEAYIOIIMM  IIPOMBIBAHUEM
KOCTHOMO3roBoro kaHaia. KonTponbHyto rpynny coctaBuiau 36 (51,4%)
MAlIMEHTOB, ONIEPUPOBAHHBIX IPYTUMU XUPYPIrUUYECKUMU METOIaMHU.

Pe3yabtarbl. U3ydyeHne KIMHUYECKUX MPOSIBICHUN 3a00J1€BaHUs Y MALUEHTOB C
OI'O nIMHHBIX KOCTEW BBISIBUIO HAJWYUE XapaKTEPHOW TPpUAJbl KIMHUYECKHUX
CUMIITOMOB: OCTpOM M HapacTalolled BO3HUKAIOIICH JIOKAIM30BaHHOW O0JIH,
orpaHuueHusi  (QYHKIUA  CErMEHTOB  OIOPHO-JIBUTATEJILHOTO  ammapara,
PEMUTTHUPYIOMIECH JHUXOpaaku. JTa Tpuama HaOmomanack y Bcex 70 (100,0%)
NAlMEHTOB Y€ Ha JOrocnuTalbHOM 3Tane. HoBas 0071b B KOHEUHOCTSIX B APYTHUX
001acTSIX Tela B TEUCHHWE HECKOILKUX JHEHM CTajla IMMOCTOSHHON W WHTCHCHBHOM,
yCWIMJIAaCh 3a HOYb, M AHAJIBICTHKU HE OBLIM CHATHL. Pocio OecrokoicTBO
MalXEHTOB MO MOBOIY HAPYIIEHHOTO CHA.

N3 70 (100,0%) nanueHTOB M KOHTposibHOW rpymmbl B 51 (72,9%) ciyuae
yKa3zaHHas 00Jib, JJOKAJIM30BaHHAsA B COCEJHUX CYCTaBax M OTJAJICHHON 00JacTH,

OnL1a OICHCHA KaK ITPOABJIICHUC APYTOI0 3a00J1cBaHUs.

71



Bectuuk PMY 2022 Ne6

B OonpmmHCTBE CilydaeB Mbl JAHATHOCTUPOBAIM paHHIOK  (opMmy
3aboneBanus. [lpu 3ToM mpeobiagalOT CUMOTOMBI, BBI3BAaHHBIC BOCHAJICHHUEM
KOCTEH U MATKHUX TKaHEH; 00lIee COCTOSHUE MOXKET ObITh YMEPEHHO TSXKEIBIM HIIN
JaXe YIOBJIETBOPUTEIbHBIM.

VY 11 (15,7%) nanueHToB ObUI IUarHOCTUPOBAH OTEYHBIA TeMOpparndecKui
MUETUT, TPU KOTOPOM BOCHAJIEHHE KOCTHOTO MO3ra COINPOBOXKIAETCS OTEKOM,
KJIETOYHOW WHOUIBTpAIEii; TOBBIMIACTCS BHYTPUKOCTHOE IaBJICHUE, M3 KOCTH
MOCJE€ TpEMaHAMU 4Yeperna BBIACHSAETCS NOJA JAaBICHUEM TeMOpparndyecKui
skceynar. Y 23 (32,9%) Hammx MalMeHTOB € JIMAarHO30M  OCTPOTO
MUETUTUYECKOTO adciiecca HaOJI0AAeTCsl BHYTPUKOCTHBIM LEUIIOJIUT, KOTOPBIN
pacrpocTpaHseTcsl IO KOCTHOMO3TOBOMY KaHAILy.

B OonpmmuctBe ciywaeB -y 36 (51,4%) Hammx mNanueHTOB

JIMarHOCTUPOBAH OCTPBIN THOMHBIM OCTEOMHUEIUT, HEKPOTUYECKUH C IKCCYJaTOM U
THOEM, IIPOHUKAIOIIMM B TaBEpPCOBBI KaHajbl, BOCHAJICHUE W HAPYyLICHUS
KpOBOOOpAIlleHUsI MPUBOASIT K HEKPO3y U CEKBECTpallud KOCTHOW TKaHU. OTO
BBI3bIBaE€T 00pa30BaHKE SI3B B MO3TOBOM KaHaJE - KUJKOTO THOSI.
Takum oOpazom, B ¢dopme kimHHYeckoro teueHuss OI'O mIMHHBIX KOCTEeW y
B3pOCJBIX Mpeobiiamana MectHas (opma 3aboneBaHus, KOTopas Oblna, a IO
XapaKTepy MECTHBIX M3MEHEHHMM B KOCTAX Ham0oJiee 4acTO BCTPEHANICS OCTPHIN
THOMHBIA OCTEOMUEIUT, HEKPOTU3UPYIOLIHA.

Campimu  panHuMmu  npuzHakamMu OI'O  IIMHHBIX  KOCTEHM  SIBIISIFOTCS

yTOJIIIIEHHE U JAedopmalius MATKUX TKaHEH, OKPYXKaIoIMX KOCTb, KOTOPHIC MBI
oOHapyXuau Ha 2-3-i JIeHb O0JIC3HHU.
Opnako HamOoJiee 3HAYUMBIM PEHTICHOJOTUYECKUM CHMITOMOM MBI OIIYTHIIH
HaJM4Yue TEPUOJIOHTUTA - TIOSIBJIEHUE JTMHEHHOTO OTTEHKA PSAJIOM C KOPTHUKAJIBHOU
KOCTBIO TopakeHHOM KocTH. [1o Hamum nanHbIM, abcriecc OblT 0OHAPYKEH TOJIBKO
yepes 2-3 Heleln 1mociie Havaja 3a001eBaHumsl.

70 (100,0%) nanueHToB UMENN MPEUMYIECTBEHHYIO MAaTOJOTHUIO KPYITHBIX
TpyOUaThIX KocTel: OeapeHHas Kocth - 27 (38,6%) 601pHBIX, OepiioBast KOCTH - 21

30,0%) 6onpHOM, mieueBas KocTh - 11 (15,8%) 00abHBIX. 3HAYUTEILHO MEHBIIIE
2 2
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kocteil npenmieuns - 8 (11,4%) maumentoB, kmouunsl - 1 (1,4%) nauueHrt.
MHoxecTBeHHas TOTePst KOCTHON Macchl Habmoaanace y 2 (2,8%) marueHToB.

3akiioueHue. Y B3pOCIbIX NAlMEHTOB MpH (opme kimHuyeckoro teueHus OI'O
JUTMHHBIX KOCTEW TpeoOsmamana MecTtHas ¢dopma 3a00ieBaHUs, MO XapakTepy
MECTHBIX HM3MEHEHUN B KOCTAX HamOOJiee YacTO BCTpEYayCs OCTPhIA THOWHBIN
OCTEOMHUETUT, HeKkpoTusupyromuii. dakTopamMu, BIHUAIOMIMMH Ha PE3YJIbTAThI
aederrst OI'O IIMHHBIX KOCTEH Yy B3POCIBIX, SIBISIIOTCS: CIIOXHOCTh paHHEH
JIMArHOCTUKHU 3a00JIeBaHUS, JIUTEIbHBIA TEPUOJ JIOTOCIUTAIBLHOTO JICUCHHUS,
CBSI3aHHBIA C HENMPaBUJIbHBIM JUArHO30M M, Kak CJEJCTBHUE, HENpaBWIbHAs
TaKTHKa JICUCHHUS], UTO MIPUBEJIO B KOHEUHOM UTOTE K 3aI103/1aJI0N TOCTIMTAIM3allUH.
KuroueBble cjioBa: OCTpbId T€EMAaTOIN€HHBI OCTEOMHUEINUT, KITUMHUYECKOE TEUCHHE,

B3pOCIIBIE.

CLINICAL OBSERVATION IN ACUTE HEMATOGENOUS
OSTEOMYELITIS OF LONG TUBULAR BONES AMONG THE ADULT
POPULATION
Turkmenov A.Al,, Toosunov U.T?., Choi En Djun?.

'KSMA named after 1.K. Akhumbayev,
2 Royal Metropolitan Medical University

Objective. To identify the clinical picture in patients with acute hematogenous
osteomyelitis of long bones.

Materials and methods. We have studied the results of examination and surgical
treatment of 70 adult patients with CSO of long bones hospitalized in the
Department of purulent Surgery of the National Hospital of the Ministry of Health
of the Kyrgyz Republic. All patients were divided into the main and control
groups. The main group included 34 (48.6%) patients who underwent surgery
according to the original method of osteoperforation with enhanced sanitation and
drainage of the purulent focus, followed by washing of the bone marrow canal. The
control group consisted of 36 (51.4%) patients operated with other surgical

methods.

73



Bectuuk PMY 2022 Ne6

Results. The study of the clinical manifestations of the disease in patients with
long bone CSOs revealed the presence of a characteristic triad of clinical
symptoms: acute and increasing localized pain, restriction of the functions of
segments of the musculoskeletal system, remitting fever. This triad was observed
in all 70 (100.0%) patients already at the prehospital stage. The new pain in the
extremities in other areas of the body became constant and intense for several days,
intensified overnight, and the analgesics were not removed. Patients' anxiety about
disturbed sleep was growing.

Of 70 (100.0%) patients and the control group, in 51 (72.9%) cases, the
indicated pain localized in adjacent joints and a distant area was assessed as a
manifestation of another disease.

In most cases, we diagnosed an early form of the disease. At the same time,

symptoms caused by inflammation of bones and soft tissues prevail; the general
condition may be moderately severe or even satisfactory.
Edematous hemorrhagic myelitis was diagnosed in 11 (15.7%) patients, in which
inflammation of the bone marrow is accompanied by edema, cellular infiltration;
intraosseous pressure increases, hemorrhagic exudate is released from the bone
after cranial trepanation under pressure. In 23 (32.9%) of our patients diagnosed
with acute myelitic abscess, intraosseous cellulitis is observed, which spreads
through the bone marrow canal.

In most cases, 36 (51.4%) of our patients were diagnosed with acute
purulent osteomyelitis, necrotic with exudate and pus penetrating into the
Haversov channels, inflammation and circulatory disorders lead to necrosis and
sequestration of bone tissue. This causes the formation of ulcers in the brain canal -
liquid pus.

Thus, in the form of the clinical course of long bones in adults, the local
form of the disease prevailed, which was, and by the nature of local changes in the
bones, acute purulent osteomyelitis, necrotizing, was most common.

The earliest signs of long bones are thickening and deformation of the soft tissues

surrounding the bone, which we found on the 2nd-3rd day of the disease.
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However, the most significant radiological symptom we felt was the
presence of periodontitis - the appearance of a linear shade next to the cortical
bone of the affected bone. According to our data, the abscess was detected only 2-3
weeks after the onset of the disease.

70 (100.0%) patients had predominant pathology of large tubular bones:
femur - 27 (38.6%) patients, tibia - 21 (30.0%) patients, humerus - 11 (15.8%)
patients. Significantly fewer bones of the forearm - 8 (11.4%) patients, clavicle - 1
(1.4%) patient. Multiple bone loss was observed in 2 (2.8%) patients.

Conclusion. In adult patients with the form of the clinical course of long bones,
the local form of the disease prevailed, according to the nature of local changes in
the bones, acute purulent osteomyelitis, necrotizing, was most common. The
factors influencing the results of treatment of CSO long bones in adults are: the
complexity of early diagnosis of the disease, a long period of pre-hospital
treatment associated with an incorrect diagnosis and, as a consequence, incorrect
treatment tactics, which ultimately led to delayed hospitalization.

Keywords: acute hematogenous osteomyelitis, clinical course, adults.

Introduction

Hard-to-treat, deep infections such as osteomyelitis remain a significant
healthcare problem in the United States and around the world. Even with major
advances in surgical procedures, and novel antimicrobial therapies, the treatment
failure rate remains high.

Osteomyelitis treatment costs rose to $1.62 billion per year by 2020 due to
an aging population in the United States. There has been little or no reduction in
infection-related outcomes in several decades as the current standard of care
treatments, developed in the 1970s, are still being employed in the US hospitals [1-
2].

Typically, monomicrobial AHO represents about 20% of all osteomyelitis
cases and is most prevalent in children and related to rapid bone growth; about

85% of AHO patients are under 17 years of age [3-5].
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Most research on bone infections has centered on Staphylococcus aureus (S.
aureus) due to its frequency, plasticity and resistance, and because it causes the
majority of osteomyelitis cases [6-7].

Early diagnosis is the key to the successful treatment of osteomyelitis, but
diagnosing osteomyelitis is often a difficult challenge, as there are vast variations
in clinical presentation [8-10].

Materials and methods.

We have studied the results of examination and surgical treatment of 70
adult patients with AHOs long bones were hospitalized in the department of
purulent surgery of the National Hospital of the Ministry of Health of the Kyrgyz
Republic. The observation period was from 1988 to 2009. All patients were
divided into study and control groups. The study group included 34 (48,6%)
patients who had surgery using an original technique of osteoperforation with
enhanced sanitation and drainage of purulent focus, followed by lavage of the
medullary canal were produced. The control group consisted of 36 (51,4%)
patients who were operated on by other surgical techniques.

Results

The distribution of patients by age group shows that the AHO in long bones
in adults occur at any age, with a significant increase in young people. The largest
number of patients were in the age group 20-29 years, 45 (64,3%) patients.

In studying the history of the disease in all patients received particular
attention was paid to the patient's history of life, in particular children's anamnesis.
It revealed that 5 (7,4%) patients aged from 1 year to 15 years earlier had
diagnosed AHs about which had surgery. Also attention is drawn to the fact that
from 70 (100,0%) patients in the children's history 20(28,6%) patients revealed the
presence of suffering one or more septic disease.

Noteworthy is the fact that of all the 70 patients and control group admitted
to the Department of Purulent Surgery, the correct diagnosis of "Acute
hematogenous osteomyelitis of the long bones", was made in only 48 (68,6%)

patients.
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The remaining 22 (31,4%) patients received other (incorrect) diagnoses. In
addition, 29 (41,4%) patients and control group were transferred from other
departments and hospitals.

The prevalence in the study and control groups of patients in a state of
moderate severity due to the long period of pre-hospital related to incorrect
diagnosis and, consequently, the wrong tactics of treatment, which led eventually
to the belated hospitalization. So, after 10 days from the onset of the disease are
hospitalized 39 (55,7%) patients.

Out of 70 (100,0%) of patients in 46 (65.7%) cases, the disease occurred in
the autumn-winter period, ie seasonality observed in the emergence of AHOs long
bones and in 9 (12,9%) patients had a variety of acute purulent-septic diseases in
62 (88,6%) patients - chronic inflammatory diseases, including trauma from 15
(21,4%) patients, against which developed AHOs.

In 16 (22,8%) patients, severity of the condition was exacerbated by the
presence of concomitant pathology therapy - ischemic heart disease, hypertension,
diabetes, peptic ulcer, bronchial asthma, etc. Serious condition at admission was
noted in 9 (12,8%) patients. In most cases, the general condition of patients with
AHOs long bones were of moderate severity - 41 (58,6%).

To determine the severity of the condition patients, we evaluated the severity
of the syndrome of systemic inflammatory reaction of the body, as well as the
shape of the clinical course AHO.

The study of the clinical manifestations of the disease in patients revealed
the presence of AHOs long bones characteristic triad of clinical symptoms: acute
and growing emerging localized pain, restricting segments of the musculoskeletal
system functions, remitting fever. This triad occurred in all 70 (100,0%) of patients
already on the pre-hospital stage. New limb pain in other areas of the body within a
few days become constant and intense amplified overnight and analgesics were not

removed. There was a growing concern of patients disturbed sleep.
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Of the 70 (100,0%) of the patients and control group, 51 (72,9%) case,
referred pain localized in adjacent joints and remote area assessed as a
manifestation of another disease.

In most cases we diagnosed early form of the disease. At the same time
dominated the symptoms caused by inflammation of the bone and soft tissues;
general condition can be moderately severe or even satisfactory.

To characterize the changes occurring in the bone, we used the classification
of AHOs long bones in adults, reflecting the pathogenesis of the disease with the
most characteristic changes in the bone, the proposed AA Kutin and NI
Mosiyenko. In this case the following results were obtained: 11 (15,7%) Patients
diagnosed with edematous hemorrhagic myelitis, in which the bone marrow
inflammation is accompanied by edema, cellular infiltration; increased
intraosseous pressure from bone after craniotomy, is released under pressure
hemorrhagic exudate. In 23 (32,9%) our patients diagnosed with acute myelitis
abscess, cellulitis intraosseous is observed, which is distributed by the medullary
canal. Bone marrow is transformed into a thick purulent hemorrhagic "weight".

In most cases - 36 (51,4%) our patients diagnosed with acute suppurative
osteomyelitis, necrotic with exudate and pus penetrate the Haversian canals,
inflammation and circulatory disorders lead to necrosis and sequestration of bone
tissue. It causes formation of ulcers in the medullary canal - liquid pus.

The shape of the clinical course of AHOs long bones in adults dominated the
local form of the disease that was, and the nature of local changes in the bones
most frequently encountered acute suppurative osteomyelitis, necrotizing.

All the patients, according to the plan of the survey were to carry out X-ray
of the affected limb segment at admission and in dynamics after the operation and
at different times the nearest and remote postoperative period.

The earliest signs of AHOs long bones are thickening and deformation of
soft tissues surrounding the bone, which we found on the 2-3 day of illness.

However, the most significant radiological symptom we felt the presence of

periodontitis - the emergence of the linear shade next to the cortical bone of the
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affected bone. According to our data abscess was detected only in 2-3 weeks after
the onset of the disease.

According to our data, 70 (100,0%) patients with predominant pathology of
large tubular bones: the femur - 27 (38,6%) patients, shin bone - 21 (30,0%) sick,
Humerus - 11 (15,8%) patients. Much less of the forearm bones - 8 (11.4%)
patients, the collarbone - 1 (1,4%) patient. Multiple bone loss was observed in 2
(2,8%) patients.

Microbiological studies of the microflora osteomyelitic foci performed in 26
(37,0%) patients. These studies were carried out by the usual method and consisted
of qualitative evaluation of the microflora isolated from the pus of bone cavities
and abscesses paraossalnyh. Thus the exciter is verified in 14 (87,5%) patients of
the main and 9 (90,0%) patients from the control group.

The causative agent of the inflammatory process in the bone according to
microbiological analysis in most cases is staphylococcus aureus, are sown in
monoculture in the main and control group, respectively, 56,3% and 50,0% of
cases, as well as in association with other agents, respectively, in 6,2 % and 10.0%,
Proteus vulgaris allocated respectively 12,6% and 10,0%, of Ps. Aeruginosa in
6,2% and 10,0%, hemolytic Staphylococcus aureus in 6,2% and 10.0% of patients
in the study and control groups, respectively.

Conclusions

In adult patients in the form of clinical course of AHOs long bones
dominated the local form of the disease, the nature of local changes in the bones
most frequently encountered acute suppurative osteomyelitis, necrotizing. Factors
that influence the results of treatment of AHO long bones in adults are: difficulty
of early diagnosis of disease, a long period of pre-hospital related to the incorrect
diagnosis and, as a result, the wrong tactics of treatment, which led eventually to
the belated hospitalization.
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MOJUPUITUPOBAHHBII BAPUAHT IPEHUPOBAHUA
INNIEBOJA BCJIEACTBUE HAHECEHHOI'O HOXKEBOI'O PAHEHUA
C IPUMEHEHUEM «T»-TPYBKHU (KJIMHUYECKUM CITYUYAW)

Typxmenos A.Al. Yoii En Jl:xxyn?.
'KbIpreisckas rocynapcTBeHHas MequIMucKas akagemus um. M.K. Axynbaesa,
2P0 MeTpononuren YHUBEPCUTETA

Pe3rome

Heab. Yka3aTe Ha MOIU(DUIMPOBAHHBIN CIIOCOO XUPYPrHUYECKOr0 APEHUPOBAHUS
IIEPBUYHOIO MEIMACTUHHUTA BCIEACTBUE HOXKEBOI'O PAHEHUS MOCPEACTBOM «T»-
TPYOKH.

Marepuaiabl u meroanl. Knunnueckui cay4dam: boimbHas A. 20 ner b Ne
6391/162 ypoxenka cena Kyman, [[xamOynbckoii o6mactu, Kazaxcran.
[Tocrymuna n3 Kymanckoi [[PH 18.03.2015r. ¢ HampaBUTENbHBIM JTHATHO30M:
[IpoHMKarolee HOXXEBOE PAaHEHHWE TIPYAHOW KIETKM CJE€BAa C IOBPEKICHUEM
JIETKOT0 ¥ NUIeBoa. OTKPBITBI FEMOMTHEBMOTOPAKC U MUAILEBOAHO-IIEBPAIbHBIN
CBHUII]. DMIIMEMa IIJIEBPHI CIICBA.

ITpousBenensl omnepaunu: 1) JIEBOCTOpPOHHSISI TOPAKOTOMMS, CaHAIUS
ieBpaibHOM TosiocT; 2) IlneBpakTomMusi, ymMBaHue nedexTa HIKHEH 105u
neBoro Jerkoro; 3) JlpenupoBaHue aedeKkTa HWKHEH TpPEeTH THUIIEBOJA C
BBEJICHHEM B MEIYJOK M BBIBEICHHEM 4Yepe3 IUIEBPAIbHYIO IOJOCTh HAPYXKY
OJIHOIIPOCBETHOM  TOJICTOM  JpeHakHoW TpyOku; 4) MenuactuHoTOMUS,
JPEHUPOBAHUE 3aTHETO CPEJOCTEHHUS.

Ha mecTeie CyTKu mocie onepanuu U3 HUKHEH TpyOKH, 4TO B TUIEBPAIbLHON
MOJIOCTH,  BBIACNSIETCS  KEIYJOYHOE  cojaepkuMoe. TopakoTOMHas paHa
HarHauBaeTCs, C UCXOASIINM HENPUITHBIM 3al1aXOM U JKETyTOYHBIM COAEPKUMBIM
BOKPYI' HUKHEro JpeHa)ka M 330(]aroracTporuieBpajibHOM TpyOKH, BBIBEACHHOU
yepe3 BOCBMOE MexpeOepbe KHapyKu. B 3KCTpeHHOM MOpsaKe MpPOU3BECTU
CaHAlMIO IUICBPAJbHOM TOJOCTH C JPEHHpPOBaHMEM JedexTa MNUIIeBOJA
MoauduimpoBanHoit «T» - o0pasHoN TpyOKOH, ¢ (QuKcaluel ero K CTEHKE

MUImeBoaa.
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PesyabTaThl. bonbHas ¢ apeHaxHoW TpyOkol B mueBpanbHOM mosioctu B VIII
mexpedepbe U «T» - obOpa3zHoil TpyOkoW B muIeBoAe, Ha 24 CYTKH IOCIe
oIepalyy BbIIUCaHa JTOMON Ha BpEMS.

[IpousBenu peHTreH - KOHTPACTHOE MCCleNoBaHue nuuieBoaa: llumeson
CBOOO/IHO MPOXOAUM, KOHTYpPbl €ro pOBHbIE, B O0OJIACTH MHIIEBOJHO -
nuapparManbHOrO yria omnpezensercs HeOONbIION 3arek KoHTpacTa. Jledekr
npUKpBIT «T» - 00pa3Hol TPyOKOIA.

[ToBropnass rocnutanuzanus WMBNe 20172/474 wyepe3 3,5 wMecsieB Imocie
ycTaHoBieHHs «T» - 00pa3HOi TpyOKH.

[Ipou3BeeHO PEHTIeH - KOHTPACTHOE HCCIEAOBAHHUE MHILEBOJA OapueM:
AKT IJI0TaHMsI HE HapyIIEH, TUIIEBOJ MMPOXOAUM 10 HMKHEW TPETH, TJ€ UMEETCs
TpyOKa. 3aTeKa B IUIEBPAIbHYIO TIOJOCTh HET.

[Ton BHyTpUBEHHBIM Hapko3oM «T» - oOpa3Has TpyOka M3 MpOCBETa MUILEBOJA
ylajeHa, B CBHUIIEBOM XO0Ja Tociae o0O0pabOTKM BBEJEH TaMIIOH C Masblo
«JIeBOMEKOIBY.

VYnanena TpyOka u3 1uieBpasibHOM mojoctu. CBuieBoW Xoj ¢ aedekra
MUIIEBO/IA 3aKPBUICS IPAHYIISIIUOHHON TKAHBIO CAMOCTOSITENIBHO.
bosnbHas ¢ BBI3IOPOBIIEHUEM BBINIMCAaHA JOMOM.
3akJroueHue.

1.  bnarogaps npumeHeHUI0 MoaUPUIIMPOBaHHON «T» - 0Opa3Hoil TpyOKH, AJis
IPUKPHITUS Ae(eKTa CTEHKH TuIeBoja, o yraom 45° keepxy copmuposacs
NUIIEBOJHO - TOpPAKaJbHbIA CBHUII, KOTOPBIM TMOCJHE YIAJICHUS TpPYyOKHU
caMoCTOATENbHO 3akpbuics. «T» - oOpa3Has TpyOka HaxoAwiach B IPOCBETE
numeBoga 3,5 MecdleB, NPUMEHEHHE KOTOpPOM MO3BOJMIO H30€kaTh BTOPOTO
ATana XUpPypruuyeckoro JeYeHs ISl CO3AaHUSI TEPMETHYHOCTU U HETIPEPHIBHOCTU
NUIIEBOAA.

2.  IlpeumymiecTBaMH JaHHOTO CIOCO0a SBISAIOTCS: HCKJIIOYAET IMOBTOPHBIC
PEKOHCTPYKTUBHBIE OIlE€paly Ha MUIIEBOJE, UCKIYAETCS BbINAaJEHUE TPYOKHU U3
IpocBeTa NHINEBOAA, CHOPMHUPOBAHHBIA MNHUIIEBOAHO-TPYAHON CBUI IOCIE

ynanenus wMoauduuupoBaHHol «T» - o0pa3Hoil TpyOKM 3aTaruBaercs
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CaMOCTOATENbHO, TAaK Kak HampaeieH BBepx mon yriaom 45° cHmkaercs
JETAIBHOCTh JAHHOW TPYyNIbl MAllMEHTOB, TOMY K€ CHOCOO TEXHUKH IPOCT IO
CPaBHEHHUIO C APYTUMHU CIIOCOOaMH.

KiroueBbie cjioBa: MEIWACTUHUT, NHUIIEBOJ, CPEIOCTEHHUs, IPEHUPOBAHME,

XUPYPTUsL.

MODIFIED DRAINAGE OPTION
OF ESOPHAGUS DUE TO A STAB WOUND WITH THE USE OF A "T"
TUBE (CLINICAL CASE)
Turkmenov A.Al., Choi En Djun?.

IKSMA named after 1. K. Akhumbayev,
2 Royal Metropolitan Medical University

Annotation

Objective. To indicate a modified method of surgical drainage of primary
mediastinitis due to a knife wound by means of a "T" tube.

Materials and methods. Clinical case: Patient A. 20 years of illness case No.
6391/162, a native of Kulan village, Dzhambul region, Kazakhstan. She was
admitted from the Kulansk Central District Hospital on 18.03.2015 with a
diagnosis: Penetrating knife wound of the chest on the left with damage to the lung
and esophagus. Open hemopneumothorax and esophageal-pleural fistula.
Empyema of the pleura on the left.

Operations performed: 1) Left-sided thoracotomy, rehabilitation of the
pleural cavity; 2) Pleurectomy, suturing of the defect of the lower lobe of the left
lung; 3) Drainage of the defect of the lower third of the esophagus with the
introduction into the stomach and removal through the pleural cavity to the outside
of a single-light thick drainage tube; 4) Mediastinotomy, drainage of the posterior
mediastinum.

On the sixth day after the operation, gastric contents are released from the
lower tube in the pleural cavity. Thoracotomy wound is suppressed, with an

outgoing unpleasant odor and gastric contents around the lower drainage and
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esophagogastropleural tube, removed through the eighth intercostal space to the
outside. Urgently perform the sanitation of the pleural cavity with drainage of the
esophageal defect with a modified "T"-shaped tube, with its fixation to the
esophageal wall.

Results. A patient with a drainage tube in the pleural cavity in the VIII intercostal
space and a "T"-shaped tube in the esophagus, was discharged home for a while on
the 24th day after the operation.

An X-ray contrast study of the esophagus was performed: The esophagus is
freely traversed, its contours are smooth, a small contrast congestion is determined
in the esophageal - diaphragmatic angle. The defect is covered by a "T"-shaped
tube.

Re-hospitalization of illness case No. 20172/474 3.5 months after the
establishment of the "T"-shaped tube.

An X-ray contrast study of the esophagus with barium was performed: The
act of swallowing is not violated, the esophagus is passed to the lower third, where
there is a tube. There is no leakage into the pleural cavity.

Under intravenous anesthesia, the "T"-shaped tube was removed from the
lumen of the esophagus, a tampon with Levomekol ointment was inserted into the
fistula after treatment.

The tube was removed from the pleural cavity. The fistula passage from the
esophagus defect was closed by granulation tissue independently.

The patient was discharged home with recovery.

Conclusion.

1. Due to the use of a modified "T"-shaped tube, to cover the defect of the
esophageal wall, an esophageal - thoracic fistula was formed at an angle of 450
upwards, which closed itself after removing the tube. The "T"-shaped tube was in
the lumen of the esophagus for 3.5 months, the use of which allowed avoiding the
second stage of surgical treatment to create tightness and continuity of the
esophagus.

2. The advantages of this method are: eliminates repeated reconstructive operations
85



Bectuuk PMY 2022 Ne6

on the esophagus, eliminates the loss of the tube from the lumen of the esophagus,

the formed esophageal-thoracic fistula after removal of the modified "T"-shaped

tube is tightened independently, since it is directed upwards at an angle of 450, the

mortality of this group of patients is reduced, besides, the technique method is

simple compared to in other ways.

Keywords: mediastinitis, esophagus, mediastinum, drainage, surgery.
Introduction

The mortality rate from primary mediastinitis complicated (up to 90% of
cases) by esophageal perforation is 19-47%, and in the presence of concomitant
diseases can reach 67%. More than 90% of cases of primary mediastinitis are
caused by perforation of the esophagus [1-2]. Since the esophagus is colonized by
both communal and nosocomial microorganisms, any loss of integrity of the
esophageal wall can lead to mediastinitis [3].

Non-surgical treatment is acceptable only in cases of small leaks without
contamination of the pleura, drainage of the cavity back into the esophagus,
clinical stability and minimal clinical signs of sepsis.

In case of esophageal perforations, drainage of purulent material and treatment of
affected tissues in the mediastinum is the main goal in the treatment of primary
mediastinitis [4].

Esophageal tissue is less recoverable after the first 24 hours (mortality from
surgery after 24 hours is approaching 40%) [5].

The use of a T-shaped tube is ideal for delayed perforation (after 24 hours) of the
esophagus.

The treatment of esophageal perforation (EP) remains a significant clinical
challenge [6-9].

Materials and methods
Clinical case:

Patient A. 20 years of IB No. 6391/162, a native of Kulan village, Dzhambul

region, Kazakhstan. She was admitted from the Kulansk CRH on 18.03.2015 with

a directional diagnosis: Penetrating knife wound of the chest on the left with
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damage to the lung and esophagus. Open hemopneumothorax and esophageal-
pleural fistula. Empyema of the pleura on the left.

Complaints at admission of severe pain in the chest and around the drainage
tubes. Severe shortness of breath, pain in the epigastric region, dry mouth,
weakness, insomnia.

From anamnesis: According to the patient, on 12.03.2015 at 13:15 h. she
received a knife wound from behind and to the left in the chest area. After 30
minutes, the patient was taken to the Surgical Department of the central district
hospital (CDH) in a state of moderate severity. At the level of ThVI - ThVIII on
the left there is a wound in the oblique direction up to 3 cm in size with smooth
edges, subcutaneous emphysema is noted. Breathing on the left is weakened.
12.03.2015 15:45h. An operation was performed — primary surgical debridement
(PSD) and suturing of the wound. Prescribed treatment: Penicillin 1.0 x 6 r / d,
Gentamicin 80 mg x 3p/ d. Drainage of the pleural cavity on the left in the II
intercostal space was performed.

On 17.03.2015, when eating per os, the latter began to be released through

the drainage tube. A patient in extremely serious condition was sent to Bishkek,
Kyrgyzstan, the National Hospital under the Ministry of Health, the LK.
Akhunbaev Clinic, Department of Thoracic Surgery.
On 18.03.2015, at 18:00, operations were performed: 1) Left-sided thoracotomy,
rehabilitation of the pleural cavity; 2) Pleurectomy, suturing of the defect of the
lower lobe of the left lung; 3) Drainage of the defect of the lower third of the
esophagus with the introduction into the stomach and removal through the pleural
cavity to the outside of a single-light thick drainage tube; 4) Mediastinotomy,
drainage of the posterior mediastinum.

Postoperative diagnosis: Penetrating stab wound of the chest on the left, with
damage to the lower lobe of the left lung and the lower third of the esophagus.
Esophageal-pleural fistula. Posterior inferior purulent mediastinitis. Clotted
hemothorax with suppuration and intrapleural bleeding. Empyema of the pleura on

the left, a carapace lung with atelectasis of the lower lobe. Creeping phlegmon of
87



Bectuuk PMY 2022 Ne6

the chest wall. Hemorrhagic shock. Hypovolemia. Posthemorrhagic anemia. DIC
syndrome. Intoxication syndrome.

On the sixth day after the operation, gastric contents are released from the
lower tube in the pleural cavity. The thoracotomy wound is suppressed, with an
outgoing unpleasant odor and gastric contents around the lower drainage and
esophagogastropleural tube, removed through the eighth intercostal space to the
outside.

Therefore, it was decided to urgently sanitize the pleural cavity with
drainage of the esophageal defect with a modified "T"-shaped tube, with its
fixation to the wall of the esophagus (Fig. 1).

Fig. 1. Method of drainage of the defect of the lower third of the esophagus with a
modified "T"—shaped tube.

30.03.2015 at 13:00 h operation: Retoracotomy - sanitation of the pleural
cavity, pleuroectomy with lung decortication. Drainage of the lower third of the
esophagus with a modified "T"-shaped tube.

The course of the operation: During the revision, a 4.5 x 2 cm esophageal
defect was found in the lower posterior bone-phragmatic corner. A modified "T"-

shaped tube with a diameter of 2.0 ¢m was inserted into the lumen of the
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esophagus through the defect, while the lower lobe of the proximal end of the tube
was fixed to the stomach, and the upper lobe to the lower third of the esophagus
with nodular sutures with a absorbable polyfilament thread. Then the distal end
was removed through the intercostal space at an angle of 450 in the fourth
intercostal space along the anterior axillary line.

A drainage tube was brought to the line of the bruised defect of the
esophagus and below the "T"-shaped tube in the pleural cavity for control with
removal to the VIII intercostal space along the posterior axillary line on the left.
The wound was sutured through all layers according to Donati. The phlegmon
zones of the chest wall were drained with tampons and rubber graduates.

Feeding was carried out through a modified "T"-shaped tube, since the lower
lobe directly flows into the stomach.

Results

On 11.04.2015, a patient with a drainage tube in the pleural cavity in the
VIII intercostal space and a "T"-shaped tube in the esophagus, was discharged
home for a period of 24 days after surgery.

On 18.05.2015, an X-ray contrast study of the esophagus was performed:
The esophagus is freely traversed, its contours are smooth, a small contrast leak is
detected in the esophageal - diaphragmatic angle. The defect is covered by a "T"-
shaped tube.

Re-hospitalization on 11.06.2015 to 30.06.015 of case history No.
20172/474 3.5 months after the establishment of the "T"-shaped tube.

On 12.06.2015, an X-ray contrast study of the esophagus with barium was
performed: The act of swallowing is not violated, the esophagus is passed to the
lower third, where there is a tube. There is no leakage into the pleural cavity.

On 19.06.2015, under intravenous anesthesia, the "T"-shaped tube was removed
from the lumen of the esophagus, a tampon with Levomekol ointment was inserted
into the fistula after treatment.

On 28.06.2015, the tube was removed from the pleural cavity. The fistula

passage from the esophagus defect was closed by granulation tissue independently.
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On 30.06.2015, the patient was discharged home with recovery.
Conclusions

Due to the use of a modified "T"-shaped tube, to cover the defect of the
esophageal wall, an esophageal - thoracic fistula was formed at an angle of 450
upwards, which closed itself after removing the tube. The "T"-shaped tube was in
the lumen of the esophagus for 3.5 months, the use of which allowed avoiding the
second stage of surgical treatment to create tightness and continuity of the
esophagus.

The advantages of this method are: eliminates repeated reconstructive
operations on the esophagus, eliminates the tube falling out of the esophageal
lumen, the formed esophageal-thoracic fistula after removal of the modified "T"-
shaped tube is tightened independently, since it is directed upwards at an angle of
45%, the mortality of this group of patients is reduced, besides, the technique
method is simple compared to other methods.
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HOBATOPCKHWI BAPUAHT JPEHUPOBAHUS ITUIIEBOJIA C
NCIIOJIB3OBAHUEM «T» - TPYBKHA

Typxmenos A.Al., Yoii En Jxyn>.
'KbIpreisckas rocyapcTBeHHas MeIUIMHCKas akagemus uMm. LK. AxynOaesa,
2 Posns MeTpononuren YHUBEPCUTETA
Pe3rome

Heab. VYkazaHue pe3ynbTaToB NpPUMEHEHUS MOIU(UIMPOBAHHOTO BapHaHTa
JTpeHupoBaHus nuieBoja « I»-o0pa3Hoi TpyOoKoi

Marepuasbl u MeToabl. [lon HammM HaOMIOEHHEM HAXOAWIOCH 35 OONBHBIX C
pa3IUYHBIMH (POPMaMU OCTPOTO MEAUACTUHUTA, HAXOAUBILINECS HAa CTAllMOHAPHOM
JICYEHUHU B OTHEJICHHUSIX TOPAKaJIbHON XUPYPTHH, YEIIOCTHO-IUIEBOW XUPYPTrUU U
otaenennn ronoBel u men HIT M3 KP 3a 10 mer. B xome omepaTUBHBIX
BMEILIATEILCTB HAMHU MPEAJIOKEHbl HEKOTOpPBIE BHJIOM3MEHEHHS CIIOCOOOB
ylIMBaHWE JAepeKTa M JPEHUPOBAHMS MHULIEBOJA IPU €ro MOBPEXKICHUSAX C
npuMeHeHueM MoauuuupoBaHHon «T» - oOpa3zHol TpyOKH.

Hamu npensniokeH crnoco0 IpeHUPOBAHMS U YIIWBAHHS MUINEBOJA MPU OOIBIINX
nedexrax moauduimpoBaHHoi «T» 00pa3Hoit TpyOKoii (3asiBKa Ha U300pETEHUE).
[To Hamiei MeToiMKe MbI BCTaBJsieM MOAU(ULIIMPOBaHHYIO T-00pa3Hy0 TpyOKy B
IPOCBET NUILEBOAA U TPYOKY HaIlpaBisieM BBEpX MOJ YIJIOM 45 © 110 OTHOILIEHUO
K MHILEBOJY U BBIBOJUM Yepe3 MEXpeOepHbI MPOMEXYTOK BHE TOPAKOTOMHOM
paHbl WM Ke 4Yepe3 LIEHHYI paHy. JIIWHHBINA, y3KHW W HalPaBJICHHBIM BBEPX
JPEHUPYIOIIMN KaHall, CIOCOOCTBYET OTTOKY  COAEPKUMOTO CIIH3H, CIIOHBI U
KEITYJJOUHOTO COACPKUMOTO U3 NMPOCBETA MUIIEBO/IA.

CnocobctByer  (OpPMHPOBAHUIO  MHUIEBOAHO-IIEBPATHHOTO  CBHINA WA
MUIIEBOTHO-IIIEHHOTO CBHINA, KOTOPBIE TMOCie yhajaeHus T-o0pa3zHoN TpyOKH
CaMOCTOATENbHO 3aTATUBAIOTCS.

PesyabTtarbl. B oTnaneHHble CpoKM mMOcCTe JieYeHUST OOJBHBIX IO TOBOAY
NEePBUYHOTO MEIUACTUHUTA H3 35 00CIeJOBAaHHBIX XOPOLIUE PEe3yIbTaThl
OTMEUYCHHI y 24-x OonbHBIX (68,6%), yaoBieTBoputenbHbie — y 8-Mu (22,8%) u

HeynoBIeTBOpUTEeNbHbBIE — Yy 3-X (8,6%). Cpemu OOMBHBIX C TEPBUYHBIM



Bectuuk PMY 2022 Ne6

MeJIMaCTUHUTOM yMmepin 18 yenoek, 4yTo coctaBuio 31,6% yeTaibHOCTH.
BbiBoabI:

1. ®dakTop BpeMeHU SBISETCA OJHUM M3 OCHOBHBIX OMPEICIISIONTUX
YCIICIIHOTO JICYEHHUS] OCTPBIX MEAUACTHHUTOB. He MeHbIee 3HaAaYEHHE HMEIOT
XapakTep BOCHAIMTEIIBHOTO IIpolriecca (€ro Ccraavs) M JIOKaJIW3amus, TaKTHUKa
KOMIUIEKCHOT'O JICUCHHS 3a00JieBaHUs, @ UMEHHO — BBIOOp METOJ/1a ONEPATHBHOIO
BMEIIATENILCTBA.

2. Xupypruueckoe JiCUCHHE SBISETCA OCHOBHBIM U  3aKJIIOYaeTcs B
FEPMETUYHOM JIPEHUPOBAHUM CPEIOCTCHUS C TMOCHEAYIOIIUM JJIUTEIbHBIM
MIPOMBIBAaHUEM MOJIOCTH PACTBOPAMU AHTUCENTUKOB U AKTUBHOU aCIUPALUU.

3. V OO0nbHBIX C THOWHBIM MEIUACTUHUTOM, BBI3BAHHOM Iepdoparueit
MUIICBOJA, BAXHOW 3aJadye€ii XUPYPru4€CKOro BMEMIATENICTBA  SIBIISIETCA
MCKITFOUEHHE MTOCTOSIHHOTO MOCTYIUICHUS B CPEIOCTEHNE HHOUIIMPOBAHHOM CITFOHBI
WJIA arpeCCUBHOIO KEIYJIOYHOrO COAEPKUMOro. JUIsi pemeHust 3TOM 3aJauud MbI
WCIIOJB30BAIM  yIIMBaHUE JedeKkTa TmuileBoga moauduuupoBanHon «T» -
oOpa3HoOi TpyOKOH, MpUMEHEHHE KOTOPOM IO3BOJISET M30€KaTh BTOPOTO 3Tama
XAPYPTUYECKOTO JICYEHUS] IS CO3JAaHUSI TEPMETUYHOCTH W HEMPEPHIBHOCTH
MUIIEBOAA.

KiarwueBble cja0Ba: MEIMACTUHUT, NULIECBOJ, CPENOCTEHUsA, JIPECHUPOBAHMUE,

XUPYPIusl.
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AN INNOVATIVE VARIANT OF ESOPHAGEAL DRAINAGE USING A
"T" TUBE
Turkmenov A.Al., Choi En Djun?

TKSMA named after 1. K. Akhumbayev,
2 Royal Metropolitan Medical University

Purpose. Indication of the results of the use of a modified variant of drainage of
the esophagus with a "T"-shaped tube

Materials and methods. We observed 35 patients with various forms of acute
mediastinitis who were hospitalized in the Departments of Thoracic Surgery,
Maxillofacial Surgery and the Department of Head and Neck of the NH of the
Ministry of Health of the Kyrgyz Republic for 10 years. In the course of surgical
interventions, we have proposed some modifications of the methods of suturing the
defect and drainage of the esophagus in case of its damage using a modified "T"-
shaped tube.

We have proposed a method for draining and suturing the esophagus with
large defects with a modified "T" shaped tube (Application for invention).
According to our method, we insert a modified T-shaped tube into the lumen of the
esophagus and direct the tube upwards at an angle of 45 ° with respect to the
esophagus and output it through the intercostal space outside the thoracotomy
wound or through the neck wound. A long, narrow and upward-pointing drainage
channel promotes the outflow of mucus, saliva and gastric contents from the lumen
of the esophagus.

Promotes the formation of an esophageal-pleural fistula or esophageal-

cervical fistula, which, after removal of the T-shaped tube, are independently
tightened.
Results. In the long term after treatment of patients with primary mediastinitis out
of 35 examined, good results were noted in 24 patients (68.6%), satisfactory - in 8
(22.8%) and unsatisfactory — in 3 (8.6%). Among patients with primary
mediastinitis, 18 people died, which accounted for 31.6% of mortality.
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Conclusions:

1. The time factor is one of the main determinants of successful treatment of acute
mediastinitis. No less important are the nature of the inflammatory process (its
stage) and localization, the tactics of complex treatment of the disease, namely, the
choice of the method of surgical intervention.

2. Surgical treatment is basic and consists in hermetic drainage of the mediastinum,
followed by prolonged rinsing of the cavity with antiseptic solutions and active
aspiration.

3. In patients with purulent mediastinitis caused by perforation of the esophagus,
an important task of surgical intervention is to exclude the constant entry of
infected saliva or aggressive gastric contents into the mediastinum. To solve this
problem, we used the suturing of the esophageal defect with a modified "T"-shaped
tube, the use of which avoids the second stage of surgical treatment to create
tightness and continuity of the esophagus.

Keywords: mediastinitis, esophagus, mediastinum, drainage, surgery.

Introduction

With an annual incidence of 3.1 per million people, mortality from primary
mediastinitis caused by esophageal perforation is up to 20%. In almost 20% of
cases, the diagnosis is made only at autopsy.

Complications can lead to sepsis and organ failure with mortality
approaching 100% if the diagnosis is missed and not treated [1].
Iatrogenic damage to the esophagus as a result of surgical manipulations is the
most common cause of perforation and subsequent mediastinitis. This 1s clearly
spelled out in the most recent European clinical guidelines [2].
In case of esophageal perforations, drainage of purulent material and treatment of
affected tissues in the mediastinum is the main goal in the treatment of primary

mediastinitis [3].
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The use of a T-shaped tube is ideal for delayed perforation (after 24 hours)
of the esophagus [4-5]. Modifications of methods of surgical treatment of primary
mediastinitis caused by perforation of the esophagus are required [6-7].

We have proposed a method for draining and suturing the esophagus with large

defects with a modified "T" shaped tube (Application for the invention (Fig-1).

Fig. 1 - Modified "T"-shaped tube
Materials and methods

The essence of the method consists in the application of our modification of
the "T"-shaped tube of various diameters from 0.5 to 2.0 cm, used in 12 patients.
When draining the esophagus with a modified "T"-shaped tube, the use of various
diameters, in turn, depended on the size of the esophageal defect, both in its
longitudinal and transverse values.

The method is carried out as follows. Our modification of the "T"-shaped
tube is that in a conventional "T"-shaped tube, the horizontal knee is excised along
the outer circumference. With the formation of two half-pipes from the inner circle
of the so-called "petals". The edges of the obtained "petals" are carefully
processed, with the rounding of sharp corners and chamfering, in order to exclude
the formation of bedsores in the esophagus. Thus, we achieve the transformation of
the "T"-shaped tube by comparing the "petals" tightly fitted to each other into a
single single-light tube. Further, from the side of the defect, taking into account the
level of perforation, we perform thoracotomy in the IV; V; VI or VII intercostal
space, mediastinotomy, and revision of the esophagus. When a defect of the

esophagus is detected, we install the "pegtéals” of the modified "T"-shaped tube into
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the lumen of the esophagus through the detected defect. In the case of drainage of
the lower third of the esophagus, the lower "petal" partially descends into the
stomach, and the upper "petal" of the modified "T"-shaped tube is completely
located in the lumen of the esophagus. The inner semicircle of the upper and lower
"petals" of the proximal end of the tube is hermetically fixed with nodular sutures
with a absorbable polyfilament or monofilament thread throughout their entire
length to the esophagus, and when draining the lower third partially to the stomach.
Thus, we achieve hermetic elimination of the esophageal defect. Then the distal
end is removed outside the thoracotomy wound, through the intercostal space at an
angle of 450 with respect to the esophagus along the anterior axillary line, and in
case of damage to the upper third of the esophagus through the neck wound.

For control, a single-light drainage tube is supplied to the site of the bruised defect
by a modified "T"-shaped tube. When draining the middle and lower third of the
esophagus, control drainage is installed outside the thoracotomy wound with
removal to the VII-VIII intercostal space or through a neck wound when draining
the upper third of the esophagus. The operation is completed by laparotomy and
the imposition of a gastrostomy on the Cader for enteral nutrition. The lower third
of the esophagus passes directly into the stomach. Considering this fact, when
draining the lower third of the esophagus, we intentionally carried out enteral
nutrition into the stomach through a modified "T"-shaped tube. Which in turn
eliminates the need for the imposition of a gastrostomy on the Frame. The long,
narrow and upward-directed drainage channel of the modified "T"-shaped tube
promotes the outflow of continuous intake of new portions of saliva and aggressive

stomach contents into the mediastinum from the esophageal lumen (Fig. 5;6;7).
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A B C
Fig. 4;5;6; — Our method of suturing esophageal defects and drainage with a
modified "T"-shaped tube.
A- the upper third of the esophagus; B-the middle third of the esophagus; C. the
lower third of the esophagus.

Thus, after the expiration of time, an esophageal - pleural or esophageal—
cervical fistula is formed along the course of the modified "T"—shaped tube. The
indication for the removal of the modified "T"-shaped tube in the postoperative
period was the complete formation of a fistula course with the absence of a
contrast agent leak outside the esophagus. The timing of the removal of the "T" -
shaped tube is decided individually for each patient. When draining the upper third
of the esophagus, the complete formation of esophageal — cervical fistula ranged
from 28 to 36 days. When draining the middle and lower third of the esophagus,
the complete formation of esophageal — pleural fistulas ranged from 2 to 4 months,
and in some cases up to 6.5 months.

After the final formation of the fistula in the postoperative period, an X-ray
contrast examination of the esophagus is performed for the purpose of control. If
we are convinced that there is no leakage of contrast material outside the
esophagus, the modified "T"-shaped tube is freely removed along the course of the
formed fistula, by the previously indicated transformation of the "petals" into a
single single-light tube. Which seems impossible when installing a conventional

"T"-shaped tube.
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Formed at an angle of 45° up and forward, the esophageal — cervical and
pleural fistula is tightened independently. In what an important role is played by
the angle of formation of the fistula course, which eliminates the leakage into the
fistula channel of food masses, and various aggressive liquids. (Application for
invention).

An indispensable condition for the success of the treatment of traumatic
mediastinitis with esophageal damage is to turn it off from the passage of food
masses, fluid and saliva. It should be emphasized that pronounced metabolic
disorders occur much faster than with normal fasting, that is, situations where the
natural supply of nutrients stops. But the body continues to receive water through a
modified "T"-shaped tube during drainage of the lower esophagus, as well as a
gastrostomy during upper and middle drainage of the esophagus without loss of
saliva. Thus, in patients with purulent mediastinitis, the problem of compensation
is solved not only for complete starvation, but also for progressive energy losses
due to the sharp predominance of catabolic processes.

Conclusions:
1. The time factor is one of the main determinants of successful treatment of acute
mediastinitis. No less important are the nature of the inflammatory process (its
stage) and localization, the tactics of complex treatment of the disease, namely, the
choice of the method of surgical intervention.
2. Surgical treatment is basic and consists in hermetic drainage of the mediastinum,
followed by prolonged rinsing of the cavity with antiseptic solutions and active
aspiration.
3. In patients with purulent mediastinitis caused by perforation of the esophagus,
an important task of surgical intervention is to exclude the constant entry of
infected saliva or aggressive gastric contents into the mediastinum. To solve this
problem, we used the suturing of the esophageal defect with a modified "T"-shaped
tube, the use of which avoids the second stage of surgical treatment to create
tightness and continuity of the esophagus.
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YJIBTPA3BYKOBOE AHTHOCKAHUPOBAHUE IIPU
3SMBOJIOTEHHOM TPOMEBO3E BEH HUJKHUX KOHEYHOCTEM
Baiicexees T.Al., lepkemoena XK.CL., Yoii En JI:xyn?.
'KbIpreisckas rocynapcTBeHHas MequIMHcKas akagemus um. ML.K. Axynbaesa,
2 Poss1b MeTpOOIUTEH YHUBEPCUTETA

Pe3rome

Leab uccaenoBanus. V3yueHue 4aCcTOThI BBISIBICHUS, JIOKAJIH3AIUN U XapaKTepa
daotupyromiero TpoM003a BEH HIKHMX KOHEUHOCTEH Yy MallMeHTOB Pa3IMYHOTO
npouiis 1Mo pe3ysibTaTaM yJIbTPa3ByKOBOTO aHTMOCKAHUPOBAHUS.

MarepuaJjnbl 1 MeTOAbI Hccaen0BaHus. Bcem 00JIbHBIM OCHOBHOM rpynb (385)
npoeeneHo Y3AC 1npu TMOCTYIUICHUH, TIOCIE€ OIEpallid W B JUHAMHKE
HaOJIIOICHMUS.

Pesyabtarbl. C nomonisto Y3AC ¢notupyromuid TpoMO BbISBICH Hamu y 254
(66,0%) 6onpHbIx U3 385. Ilpu 3TOM OOHAPYXKEHO ABUKEHHE TPOMOOTHUYECKUX
Macc B TONEPEYHOM HaIpaBlICHUU MO0 OTHOUIEHWIO K OCH cocyza.
dnotupyromias 4acTb TpoMOa JBUKETCS ACMHXPOHHO CO CTEHKOW BEHBI. Y
MAIMEeHTOB C (IOTUPYIOMIEH BEpXYIIKONW sMOonusi Tpomba HaOmromanace y 34
(13,4%) u3 254 OonbHBIX. bojee mOJOBUHBI (DIOTUPYIOMIMX TPOMOOB OBLIO
pacroyio’)keHO B O€IpeHHOM cermeHTe, npuiem 76,4% w3 HUX — B OOIIeH
OenpeHHoi BeHe. [IpoTsHkeHHOCTh HE(PUKCUPOBAHHOM YacT TpoMOa BapbUpoOBalia
ot 2,0 1o 20,0 cm. V 87 (22,6%) 60nbpHBIX OCHOBaHUE (DIOTHPYIOIIEro Tpomba
OBLJIO MEHBIIIE 10 TUAMETPY, YEM €r0 CPeIHsSA 4acTh M Bepxymika. OHAKO MBI HE
MOJYYHIIM CTATUCTUYECKU 3HAUMMOW 3aBUCUMOCTU SMOOJIMUECKUX OCIOKHEHHHA OT
mmHbl  Qriotupytomeit yactu (r = 0,14 mpu p > 0,05) U Haau4us y3KOTO
ocHoBanusi Ttpomba (r = 0,04 mpu p >0,05). ¥V 56 (22,0%) mnarueHToB
OTMeYajach BBIPAKEHHAs MOJBUAKHOCTb TPOMOOTHUECKHUX MACC MPHU CIIOKOHHOM
JObIXaHUM M Jaxe npu 3anepxkke asixanus. B 138 (54,4%) cayuasx

YMEpPEHHAsA IIOJABHIKXHOCTD TpOM6a onpeacrijiack TOJBKO IIPpHU  IPOBCACHUHN
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(YHKIMOHABHBIX MPOO — KOMIIPECCHS TaTYUKOM U (OpCHpOBaHHOE AbIxaHue. B
octanmbHbIX 60 ciyyasx (23,6%) oTMeyanoch MPEMMYLIECTBEHHOE CMEIICHHE
CTCHOK BEHBl OTHOCHTEIBHO TpPOMOOTHUECKMX MacC TpU TPOBEICHHUU
(GYHKIMOHATIBHBIX P00, MOIBUKHOCTHCAMOTO TPOMOA ObLIa MUHUMAITLHOM.
BeiBoabl.Ha ocHoBanum uccnenoBanusi Y3AC B TMHAMHUYECKOM HAOJIOICHUU 32
HAIIUMH OOJEHBIMU MBI CUHMTAEM, 9TO 3MOO0JIO0MACHOMY TPOMOO3y BEH MPHCYIIH
CJIETYIOITIEe OCOOCHHOCTH:
1) pacrnonoxeHue QIOTHPYIOIIEro TPOMOA BbIIlI€ BEPXHEHN TPETH I'OJICHU;
2) HaIM4He PacTyIIMX TPOMOOB, PACIIPOCTPAHSIONIUXCSA KaK B MPOKCHUMAIBLHOM,
TaK U IMCTAIBHOM HaIlPaBJICHUY;
3) cmabast cBs3bp TpomOa C COCYJIUCTOM CTEHKOM M Halu4he KpPOBOTOKA B
TPOMOMPOBAHHOW BEHE.
KiroueBble ciioBa: ocTpelii TpoMOO3 BEH, YJIbTPa3BYKOBOE aHIOMCKaHHWPOBAHUE,
OOLIUpPHBIC ONEpaly OpIOMIHON TOJIOCTH, (GIOTUPYIOMIMI TPOMO, HUKHUE

KOHCYHOCTH.

ULTRASOUND ANGIOSCANNING FOR EMBOLOGENIC
THROMBOSIS OF THE VEINS OF THE LOWER EXTREMITIES
Baisekeev T.Al,, Derkembeva Zh.S'., Choi En Djun?

TKSMA named after 1.K. Akhumbayev,
2 Royal Metropolitan Medical University

Annotation

Purpose. To study the frequency of detection, localization and nature of floating
thrombosis of the veins of the lower extremities in patients of various profiles
based on the results of ultrasound angioscanning.

Materials and methods. All patients of the main group (385) underwent
ultrasound at admission, after surgery and in the dynamics of observation.

Results. With the help of ultrasound, we detected a floating thrombus in 254
(66.0%) patients out of 385. At the same time, the movement of thrombotic masses

in the transverse direction with respect to the axis of the vessel was detected. The
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floating part of the thrombus moves asynchronously with the vein wall. In patients
with a floating tip, thrombus embolism was observed in 34 (13.4%) of 254
patients. More than half of the floating blood clots were located in the femoral
segment, with 76.4% of them in the common femoral vein. The length of the
unfixed part of the thrombus varied from 2.0 to 20.0 cm. In 87 (22.6%) patients,
the base of the floating thrombus was smaller in diameter than its middle part and
tip. However, we did not obtain a statistically significant dependence of embolic
complications on the length of the floating part (g = 0.14 at p > 0.05) and the
presence of a narrow thrombus base (g = 0.04 at p > 0.05). In 56 (22.0%) patients,
pronounced mobility of thrombotic masses was noted with calm breathing and
even with respiratory retention. In 138 (54.4%) cases, moderate thrombus mobility
was determined only during functional tests — compression by a sensor and forced
breathing. In the remaining 60 cases (23.6%), there was a predominant
displacement of the vein walls relative to the thrombotic masses during functional
tests, the mobility of the thrombus itself was minimal.

Conclusions.Based on the study of USAS in the dynamic observation of our
patients, we believe that emboloid venous thrombosis has the following features:

1) the location of the floating thrombus above the upper third of the lower leg;

2) the presence of growing blood clots spreading both in the proximal and distal
direction;

3) weak connection of the thrombus with the vascular wall and the presence of
blood flow in the thrombosed vein.

Keywords: acute venous thrombosis, ultrasound angioscanning, extensive

abdominal surgery, floating thrombus, lower extremities.

Introduction
In a Mexican research deep vein thrombosis (DVT) constituted 69 %
(1223/1785) of cases. From all the patients registered, 47 (2.63%) died. The
highest mortality rate was observed in older patients, and patients with a

longer hospital stay [1].
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A complication of DVT is pulmonary embolism (PE), where a clot breaks
away from a deep vein wall and becomes lodged in a pulmonary blood vessel,
obstructing blood flow to the lungs and causing respiratory dysfunction. For more
specifics, we are talking about the floating thrombus [2-3].

PE is accountable for up to 10% in-hospital mortality, and 75% of fatal PE
cases occur in medically ill patients [4-6].

Deep vein thrombosis (DVT) and pulmonary embolism (PE) are part of the
family of venous thromboembolism [7-9].

Materials and methods

All patients of the main group (385) underwent ultrasound at admission,

after surgery and in the dynamics of observation.
We found blood clots of various localization and size in all 385 patients. The main
feature in USAS was an echopositive thrombotic mass in the lumen of the vessel.
At the same time, the diameter of the affected vein increases 2-2.5 times compared
to the contralateral vessel, the vein ceases to respond to compression by the sensor.
Data on the localization and nature of acute venous thrombosis of the lower

extremities detected in patients with ultrasound are presented in Table 1.

Localization and nature of thrombosis

Indicators

abs. h. %

Proximal border of the lesion (segment)

Tibio-popliteal joint 58 15,1
Femoral 200 51,9
Iliocaval 127 33,0
Side of defeat

On the right 165 42,8
Leftward 195 50,7
On both sides 25 6,5

Character of the proximal part of the blood clot
Floating 254 66,0
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Wall-mounted 93 24,2
Occlusive 38 9,8
Total 385 100

When analyzing the localization of thrombosis of the lower extremities, all our

patients were divided into 3 groups depending on the lesion segment (Fig. 1).

i O fepUusBo=NogKONEHHEIR B GenpeHHEIRA OMNHGKABANBHEIA |

Fig. 1. Localization of thrombosis by segments (in %).

The left lower limb was affected more than the right one (Fig.2). Left-sided
localization of the pathological process was observed in 195 (50.7%) patients, and
right-sided localization was observed in 165 (42.8%), which coincides with the
data of other authors and is associated with difficulty in blood outflow in the area

of the left common iliac vein.

6,5%

Ocnpasa BCnaen O¢ ofaux CTOREH
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Fig. 2. The side of thrombosis lesion (in %).

Results

By the nature of the proximal part of the thrombus, a floating thrombus was
found in 254 (66.0%) patients, a parietal thrombus in 93 (24.2%), and an occlusive
thrombus in 38 (9.8%) patients (Fig.3).

Thrombosis on both sides was present in 25 (6.5%) patients.

It 1s noteworthy that the period between the appearance of the first clinical
signs of thrombosis and the patient's admission to a specialized department was
longer in patients with floating thrombi compared to patients with occlusive
proximal border: 17.0 and 4.0 (p <0.05), respectively.

A greater number of emboloid forms of thrombosis with late treatment of
patients for specialized care may be due to the unhindered spread of thrombosis in
the proximal direction and the repeated transition of the process from smaller
diameter veins to larger ones.

Common forms of thrombosis were characteristic of patients (122 patients-
31.6%) who sought medical help when severe swelling of the lower leg and thigh
developed over several days or even weeks.

Asymptomatic phlebothrombosis on the contralateral limb was found in
22.1% of patients with acute deep vein thrombosis. The overwhelming majority of

patients had asymptomatic thrombosis of a non-occlusive nature.
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24%

‘ Ocdnompyowmin  BnpucteHouHblt O OKKNIO3MBHLINA ‘

Fig. 3. The nature of the proximal part of the thrombus (in %).

In addition, in 8 patients (2.1%), we observed multifocal thrombosis, when
the primary foci of thrombosis were located in two or three areas of the venous
system.

With non-occlusive floating thrombi fig. 4, soldered to the vascular wall
only in the distal part of the affected vein. Such thrombi are freely located in the
lumen of the vessel, mobile in a transverse direction with respect to the axis of the
vessel. They appear to be embolitic, since they can fragment and cause the
occurrence of pulmonary thromboembolism. That is why their detection usually
requires emergency measures to prevent possible embolization of the small circle.

An absolutely reliable sign of a floating thrombus when examined in B-
mode is the absence of fixation to the walls of the vein and the detection of its
movements in the lumen of the vessel in the transverse, and sometimes in the
longitudinal direction. In some cases, with a noticeable difference in the diameters
of the vein and the proximal part of the thrombus, the absence of its adherence to
the wall is clearly noticeable both during longitudinal and transverse scanning (Fig.
5).

With the help of ultrasound, we detected a floating thrombus in 254 (66.0%)

patients out of 385. At the same time, the movement of thrombotic masses in the
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transverse direction with respect to the axis of the vessel was detected. The floating

part of the thrombus moves asynchronously with the vein wall.

Fig. 4. Change in the lumen of a non-occlusively thrombosed vein.

To finally clarify the nature of the thrombus and exclude its floating nature,
a Valsalva sample was used. The Valsalva test makes it possible to finally find out

whether the proximal part of the thrombus is fixed to the vein wall or not (Fig. 6).

Fig. 5. Floating thrombus of the superficil femoral vein

Often, at the height of the Valsalva sample, the floating part of the thrombus
is clearly visualized throughout. Under the same conditions, the parietal thrombus
does not move away from one of the vessel walls and moves synchronously with it,

108



Bectuuk PMY 2022 Neb6

and with an occlusive lesion, the thrombosed vein at the height of the sample does

not change its diameter at all.

Fig. 6. Detection of a floating thrombus during the Valsalva test

Sometimes only signs of pulmonary embolism may indicate their presence.
Usually, the site of primary thrombosis is the flap of the venous valve and the
valvular sinus, i.e. regions in which the blood flow rate is extremely low.

In the dynamic observation of operated patients, we tried to establish the
echographic features of blood clots, with the help of which it was possible to assess
the probability of embolism. The localization and length, the ratio of the sizes of
the base, middle part and tip of the floating part of the thrombus, its echostructure
and the nature of the external contour, as well as the degree of mobility of
thrombotic masses were evaluated.

In patients with a floating tip, thrombus embolism was observed in 34
(13.4%) of 254 patients. Thus, embolic complications both at the time of admission
to the hospital and during dynamic observation prevailed in groups with parietal
and floating thrombi. Under dynamic observation, the maximum number of
embolic complications was determined in the group with the floating character of
the proximal border.

More than half of the floating blood clots were located in the femoral
segment, with 76.4% of them in the common femoral vein. Such a frequent

localization of floating blood clots in the common femoral vein is probably due to
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the fact that the deep femoral vein and the large subcutaneous vein flow into it,
which in femoral-popliteal phlebothrombosis act as the main collateral outflow
routes. Obviously, the intense flow of blood from these veins prevents the fixation
of thrombotic masses to the walls of the vein.

Blood clots located in the superficial femoral and popliteal veins have never
led to embolic complications. Thus, one of the conditions for embolic
complications is an intense blood flow that takes place in the proximal parts of the
inferior vena cava system.

The length of the unfixed part of the thrombus varied from 2.0 to 20.0 cm. In

87 (22.6%) patients, the base of the floating thrombus was smaller in diameter than
its middle part and tip. However, we did not obtain a statistically significant
dependence of embolic complications on the length of the floating part (g = 0.14 at
p > 0.05) and the presence of a narrow thrombus base (g = 0.04 at p > 0.05).
It is logical to assume that the probability of separation of thrombotic masses and
their migration into the pulmonary arteries is greater the more pronounced the
oscillatory movements of the thrombus. According to our data, the degree of
flotation of thrombotic masses can be estimated as insignificant, moderate and
pronounced (Fig.7).

In 56 (22.0%) patients, pronounced mobility of thrombotic masses was
observed with calm breathing and even with respiratory retention. In 138 (54.4%)
cases, moderate thrombus mobility was determined only during functional tests —
compression by a sensor and forced breathing. In the remaining 60 cases (23.6%),
there was a predominant displacement of the vein walls relative to the thrombotic
masses during functional tests, the mobility of the thrombus itself was minimal.
Embolic complications, according to our data, were observed much more often

with pronounced mobility of thrombotic masses.
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Fig. 7. Mobility of thrombotic masses and the frequency of embolic complications
in thrombosis with a floating tip.

A floating thrombus in the femoral vein may originate from a large
thrombosed tributary. At the same time, the trunk of the large subcutaneous vein is
passable and does not contain blood clots (Fig. 8).

But, of course, the danger of pulmonary embolism is most likely when thrombosis,
spreading along the subcutaneous highway in the proximal direction, passes to the
femoral vein through the saphenofemoral junction.

In this case, duplex scanning accurately determines the localization of the tip of the
thrombus, which is usually freely located in the lumen of a deep vein and is not
fixed to the walls of the vessel. A floating thrombus can be of considerable size,
spreading to the external iliac vein.

The extent of the thrombus located in the deep venous system directly
affects the operative access and the nature of the intervention, which may vary

significantly depending on the data obtained.
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Fig. 8. A floating thrombus emanating from a large thmbosed tributary of the
great saphenous vein and spreading to the saphenofemoral anastomosis. The trunk
of the large saphenous vein does not contain blood clots.

In all cases of thrombophlebitis, especially with its ascending nature, as well
as thrombotic lesions of the fustular tributaries and suprapubic veins, the fustular
section of the large saphenous vein should be examined most carefully. When a
blood clot is located in this zone, the distance from it to the confluence of the large
subcutaneous and femoral veins is measured.

Conclusions

Based on the study of USAS in the dynamic observation of our patients, we

believe that emboloid venous thrombosis has the following features:
1) The location of the floating thrombus above the upper third of the lower leg;
2) The presence of growing blood clots spreading both in the proximal and distal
direction;
3) Weak connection of the thrombus with the vascular wall and the presence of
blood flow in the thrombosed vein.
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INTPOI'HO3UPOBAHUE
PUCKA OCTPOI'O TPOMBOOBPA30OBAHUA BEH HUKHUX
KOHEYHOCTEH
Baiicexees T.Al., lepkemoena JK.CL., Yoii En JI:xyn?.
'KbIpreisckas rocynapcTBeHHas MequIMHcKas akagemus um. ML.K. Axyn6aesa,
2 Pos1b MeTpOIOIUTEH YHUBEPCUTETA
Pesrome

Leab. BoisiBUTH OCHOBHBIE MPOTHOCTHYECKHE (PAKTOPHI PUCKa OCTPOro TpomOo3a
BEH HWKHUX KOHEUYHOCTEMH.

Marepuajbl U MeTOAbI HCCIAeA0BAHMS. B OTHEICHUM COCYAUCTON XUPYpTrUH
HanuonansHoro rocnutanss MuHHCTepcTBa 3ApaBooxpaHeHus KwIpreizckoit
Pecniyonuku 3a mepuog ¢ 2010 mo 2018 roxg moj Hamum HAOTIOJEHUEM
HaXoJUJI0Ch 1259 OONBHBIX C OCTPHIM TPOMOO30M BEH HMKHUX KOHEYHOCTEH.
Pe3yabtarbl. OCHOBHBIMHU (DaKTOpaMU PHUCKA OCTPOTO TpoMOO3a BEH HIKHHUX
KOHEYHOCTeW ObuiM Bapuko3Has Ooisie3Hb (38,5%), Oosblive omepanuu Mpu
MaToJOTUU OpraHoB OpromHON mnonoct (8,9%), 6epemeHHOCTH U pobl (8,4%),
TpaBmbl (5,7%), 310KadecTBeHHbIE HOBooOpaszoBanus (6,3%), KbC I'b (11,7%),
anemus (2,2%). Heobxoaumo otmeTuthb, uto y 231 (18,3%) G0NBHBIX HE CMOTJIU
yKa3aTh HCTHUHHBIM (DOHOBBIN (haKTOp pa3BUTUS y HUX OCTPOTO TpoMOO3a BEH
HIKHUX KOHEYHOCTEH.

BoiBoabi:

1)V YKCHIIWH, o CpPaBHEHUIO C MYKYMHAMHU, 4acToTa
3a001€Ba€MOCTHHECKOILKO BBIIIE M COCTaBMJIa cooTHomeHue 1,9:1. Dta
TEHJICHIIUST HauOoJjiee BhIpakeHa B TPyocnocooHoM Bo3pacte oT 40 mo 60
JeT.

2) HeGmaronpusiTHBIM MPU3HAKOM B OTHOIIEHWUU PHUCKAa TPOMOOOOpa3oBaHUS
IOoCJIe Omepalid MOXKHO CUMTaTh codeTaHue Oomee dvem 15%-ro
YBEIMYCHHS YHCIIa TPOMOOITUTOB, MOBHIIIICHUE YPOBHS TPOMOUHEMHH B 2,5 -
3 pa3a U CcOxXpaHEHHE €ro B IOCIEAYIOIIUE CPOKH, JAUCKOOPIUHAIIUIO B
CHUCTEME €CTECTBEHHBIX aHTHUKOAryJsHTOB. be3ycinoBHO, cBOW BKJIajg B
dbopMupoBaHUE MPOTPOMOOTUUECKON TEHACHIIMU TaK)XK€ BHOCUT HaJIUYUE
BOCHAJIUTEIIbHON pEaKIIUu.

3) Iomydennsie pe3yabTaThl MPEIINONAral0T HEOOXOIMMOCTh BHEAPEHUS B
MPAKTUKY JTUHAMHYECKOTO TE€MOCTAa3HMOJOTMUYECKOT0 MOHHUTOPUHTA IS
KQKJIOTO XUPYPrUIECKOTO OOJIBHOTO C BHICOKOW CTEMEHBIO PUCKA Pa3BUTHS
BT20, xoTophlii BKIIO4aeT B ce0s MOJHOLEHHOE OO0Cieq0oBaHKE,
IIPOBOJIMMOE Ha CTPOro OMpe/IeIEHHBIX BPEMEHHBIX 3Tarax (/10 ornepaluu, B
NepBbI€ CYTKH MOCJIE ONEepaIuu, H;1147-14-e CYTKH TIOCJIE€ OTIEPALIUH).
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KiroueBble c10Ba: OCTpbIil TPOMOO3 BEH, reMOCTa3, TPOMOOIIUTEMHUSI, OOLITUPHBIE

onepaly OPIONTHON MOJIOCTH, HUKHUE KOHEYHOCTH.

PREDICTION
OF THE RISK OF ACUTE VENOUS THROMBOSIS OF THE LOWER
EXTREMITIES
Baisekeev T.Al., Derkembeva Zh.S!., Choi En Djun?

IKSMA named after 1. K. Akhumbayev,
2 Royal Metropolitan Medical University

Purpose. To identify the main prognostic risk factors for acute venous thrombosis
of the lower extremities.

Materials and methods. In the Department of Vascular Surgery of the National
Hospital of the Ministry of Health of the Kyrgyz Republic for the period from
2010 to 2018, 1259 patients with acute venous thrombosis of the lower extremities
were under our supervision.

Results. The main risk factors for acute venous thrombosis of the lower
extremities were varicose veins (38.5%), major operations for abdominal
pathology (8.9%), pregnancy and childbirth (8.4%), trauma (5.7%), malignant
neoplasms (6.3%), CHD HD (11.7%), anemia (2.2%). It should be noted that in
231 (18.3%) patients, they could not indicate the true background factor for the
development of acute venous thrombosis of the lower extremities.

Conclusions:

1. In women, compared with men, the incidence rate is slightly higher and
amounted to a ratio of 1.9:1. This trend is most pronounced in the working age
from 40 to 60 years.

2. An unfavorable sign in relation to the risk of thrombosis after surgery can be
considered a combination of more than a 15% increase in the number of platelets,
an increase in the level of thrombinemia by 2.5-3 times and its preservation in

subsequent periods, discoordination in the system of natural anticoagulants. Of
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course, the presence of an inflammatory reaction also contributes to the formation
of a prothrombotic tendency.

3. The obtained results suggest the need to introduce dynamic hemostasiological
monitoring into practice for each surgical patient with a high risk of developing
VTEC, which includes a full-fledged examination conducted at strictly defined
time stages (before surgery, on the first day after surgery, on the 7th-14th day after
surgery).

Keywords: acute venous thrombosis, hemostasis, thrombocytemia, extensive

abdominal surgery, lower extremities.

Introduction

The global prevalence of DVT is 100 people per 100,000 inhabitants per
year. The incidence of DVT and its recurrence is higher in men than in women.
However, due to the risk factors associated with reproduction (i.e., pregnancy,
puerperium, and oral contraceptives) the rates are higher in young women.
Likewise, it has been identified more frequently in the African-American and
Hispanic ethnic communities than in the Caucasian [1-4].

In an Indonesian research, overall, the incidence of DVT in eligible and
evaluable patients was 37.1% and 40.3%, respectively. Mean (SD) Wells score and
bedridden days were 3 (1.20) and 9 (6.89) [5].

PREFER VTE was a prospective, observational study, conducted in 7
European countries, designed to provide data concerning treatment patterns,
resource utilization, mortality, and QoL. Health-related QoL (HrQoL) —as
measured by the EuroQoL 5-Dimension 5-Level instrument ( EQ-5D-5L)—was
analyzed using Tobit regression with repeated measures, assessing the impact of
baseline characteristics stratified by cancer activity. At baseline, patients with DVT
had a 0.14 lower EQ-5D-5L index score (0.72 for total sample) compared to the
reference UK population (0.85). The EQ-5D-5L index score improved from
baseline to 12 months in patients with active cancer (from 0.70 to 0.79) and those

without (0.72-0.87); 7.3% died within a year, a 5.2% excess mortality compared to
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the age- and gender-adfjusted general population. The 12-month mortality rate of
DVT varied between 2.9% in the pooled data from Germany, Switzerland, or
Austria and 15.4% in Italy. Furthermore, the mortality rate differed between
patients with active cancer and those without (42.9% vs 4.7%). Deep vein
thrombosis is associated with a substantial burden of illness in terms of HrQoL at
baseline, which following treatment normalizes after 12 months and has a
significant mortality rate. In addition, active cancer has a significant impact on
mortality and the HrQoL of patients with DVT [6].

Despite the prevalence and associated morbidity of DVT, the
underlying causes are not well understood. However, without increasing the
understanding of risk factors of DVT, it is impossible to talk about its effective
prevention [7-8].

Materials and methods

In the Department of Vascular Surgery of the National Hospital of the
Ministry of Health of the Kyrgyz Republic for the period from 2010 to 2018, 1259
patients with acute venous thrombosis of the lower extremities were under our
supervision.

The distribution of patients by gender and age is given in Table 1.

Table 1
Distribution of patients by gender and age
Total patients
S labs. | g | |21 310 |41- |51 |61- |Older
number [ 7 (50 |30 |40 |50 |60 |70 |than71
Men 428 34,00 | 6 33 |62 82 121 195 29
Women | 831 66,00 | 11 |50 | 115 |132 |214 |[147 |162
11 |53 |[114 [138 216 |[156 | 191
Total 1259 100
1,35 16,59 | 14,06 | 17,00 | 26,61 | 19,22 | 15,17

Table 1 shows that there were 428 men (34%) and 831 women (66%). The

patients ranged in age from 18 to 79 years The main number of them were young,
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able-bodied patients. The average age was 40.19+ 1.16 years.
The duration of the disease ranged from several days to 30 years. The average
duration of the disease was 8.9 + 0.9 years.

201 patients (16%) had concomitant diseases. Diseases of the cardiovascular
system and respiratory organs (hypertension, atherosclerosis, coronary heart
disease, pneumosclerosis) prevailed among them, requiring careful preoperative
preparation.

Upon careful examination and examination, we identified provoking risk factors
that were the cause of venous thrombosis of the lower extremities (Table 2.).
Table 2

Factors provoking the development of acute venous thrombosis of the lower

extremities

Number of patients
Provoking factor

Abs. number %0
Pregnancy and childbirth 106 8.4
Limb injury 71 5,7
Operations 111 8,9
Malignant neoplasms 79 6,3
Varicose veins 487 38,5
CHD HD 147 11,7
Anemia 27 2,2
Couldn't indicate a reason 231 18,3
Total 1259 100

The main risk factors for acute venous thrombosis of the lower extremities
were varicose veins (38.5%), major operations for abdominal pathology (8.9%),
pregnancy and childbirth (8.4%), trauma (5.7%), malignant neoplasms (6.3%),
CHD HD (11.7%), anemia (2.2%

Analyzing the data given in the table, it should be noted that in 231 (18.3%)
patients they could not indicate the true background factor for the development of

acute venous thrombosis of the lower extremities, which fully corresponds to the
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literature data studied on this issue.

To achieve this goal and task, our patients were divided into two groups.

The first group included 597 patients (47.4%) with acute venous thrombosis of the
lower extremities operated on in the period from 2010 to 2015, for whom the
complex of measures for the prevention of thromboembolic complications was
initiated in the preoperative period and continued at all stages of surgical treatment,
up to the day of discharge from the hospital (the main group).

Of them 123 patients who underwent abdominal cavity operations were
treated in the surgical department of the NH of the Ministry of Health of the
Kyrgyz Republic.

The provoking backgrounds of the development of acute venous thrombosis of the
lower extremities in these patients and the qualitative characteristics of moderate

and high risk of PE are presented in Table 3.

Table 3
Characteristics of surgical patients by pathology and degree of risk of VTEC
development
Degree of risk (n=123)
Nature of pathology moderate high
abs. h.| % abs. | %
h.
Peptic ulcer of the stomach and duodenum 34 7.6 |14 11,4
Echinococcosis of the liver 16 13,0 6,5
Malignant neoplasms of the abdominal cavity 39 31,8 |12 0,7
Total 89 [7124 PB4 R7.6

The age of the patients ranged from 21 to 83 years.

It should be noted that the average age was 49+5 years. The number of men
and women was distributed respectively: 51 (41.5%) and 72 (58.5%).

In order to stratify patients and determine the degree of risk of developing
VTE, when studying anamnestic data, complaints and the condition of patients, a

"screening card of examination of patients" was filled in, which included the
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necessary information at all stages of hospital stay up to discharge. During the
initial examination, the risk factors for the development of PE were clarified,
including signs of lower limb vein disease, respectively, the stage of chronic
venous insufficiency according to the clinical and pathological classification
CEAP, as well as the degree of obesity.

The study of the state of the hemostasis system was carried out in 123
patients (main group) with acute venous thrombosis of the lower extremities who
underwent abdominal surgery and was studied at three stages of hospital stay: 1st -
before surgery, 2nd - from the 7th to the 14th day of the postoperative period, 3rd -
before discharge from

Of 123 patients, 48 patients were operated on for complicated forms of
gastric and duodenal ulcer, 24 — with echinococcosis of the liver and 51 - with
malignant diseases of the abdominal cavity.

In order to prevent postoperative VTEC, pathogenetically justified methods
of accelerating venous blood flow in the lower extremities were used: medical
elastic compression products: elastic bandages of long extensibility, or antiembolic
(hospital) stockings of graduated compression and pneumatic sequential
compression of the lower extremities.

Basic pharmacoprophylaxis included heparins of various molecular weights
(unfractionated heparin, sodium enoxaparin, calcium nadroparin).

In the main group, the state of the hemostasis system at all stages of observation
was characterized as "compensated normocoagulation with an extremely moderate
tendency to hypercoagulation."

In a dynamic study, the initial low platelet count increased slightly in the
first 2 weeks after surgery, and at a later date showed a sharp increase, almost 1.5

times (Fig.1).
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*Significant difference from the previous stage of observation (p<0.05).
Fig. 1. Dynamics of the state of platelet hemostasis in the main group.
Results

The overall functional activity of platelets, determined by the degree of
ADP-induced aggregation, was normal at all stages. However, attention is drawn to
a persistent increase in ristomycin-induced aggregation, indicating an increased
expression of Willebrand factor and/or platelet membrane receptors for this factor.
Initially, moderate thrombinemia (a slight increase in the concentration of RFMC)
and a decrease in the activity of natural anticoagulants were noted in the main
group, as shown in Figure 2.

In the first 2 weeks after surgery, patients in the main group showed a
significant increase in thrombinemia (2.1 times), compensated by a constant level
of ATIII and an increase in the activity of protein C. A further increase in the
power of anticoagulant systems led to a decrease in the level of thrombinemia.

The reasons for the revealed changes are obviously due to the development
and preservation of signs of inflammation in the postoperative period for a long
time. Attention is drawn to the continuing trend towards an increase in ESR within
2-3 weeks after surgery. Such an inflammatory response is a factor supporting the
formation of thrombin, an increase in the concentration of fibrinogen and the
activity of the Willebrand factor. It should be noted that in this group of patients

there was a simultaneous depletion of fibrinolytic activity.
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*Significant difference from the previous stage of observation (p<0.05).
Fig. 2. Dynamics of RFMC concentration and activity of natural
anticoagulants in the main group.

Nevertheless, such prothrombotic changes were adequately compensated by
the strengthening of the system of natural anticoagulants. It cannot be excluded
that the absence of hemoconcentration at all stages of observation also made a
positive contribution to thromboprophylaxis.

Thus, the patients of the main group received adequate thromboprophylaxis
and at the same time had significant compensatory reserves.

In patients of the comparison group with thrombosis in the venous system of
the lower extremities at the initial stage of the postoperative period, the state of
normocoagulation was initially noted for 10-14 days, which was then replaced by
hypercoagulation, which persisted later.

In this group, there was a 15% increase in the number of platelets
immediately after surgery and a continued increase in the concentration of these

cells in the future, which is shown in Figure 3.
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*Significant difference from the previous stage of observation (p<0.05).
Fig. 3. Dynamics of the state of the platelet link of hemostasis in patients with
thrombosis in the control group.

It should be noted that the low values of this indicator by the end of the
hospital period can be explained by the continued consumption of platelets (their
involvement in the process of hemocoagulation) against the background of
persistent hypercoagulation. In turn, the overall aggregation activity decreased
slightly, and then reached the initial level. At the same time, ristomycin-induced
aggregation was increased both before and during the first 2 weeks after surgery,
decreasing moderately by the 21st-28th days of the postoperative period.

The concentration of fibrinogen in patients of the comparison group showed
a persistent tendency to increase at the postoperative stages of follow-up. The
dynamics of fibrinogen concentration and fibrinolytic activity in patients with
thrombosis is shown in the graph (Fig. 4.).

Fibrinolytic activity in the first 2 weeks showed a downward trend, which
could be one of the causes of thrombosis.

Another reason for thrombosis in the first 2 weeks after surgery may be the
development of a pronounced inflammatory response during these periods,
primarily manifested by an increase in ESR and the number of rod-shaped forms of

leukocytes, which is shown in Figure 5.
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Fig. 4. Dynamics of fibrinogen concentration and fibrinolytic activity in

patients with thrombosis in the comparison group.
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Fig. 5. Dynamics of the inflammatory response in patients with thrombosis in

the comparison group.

At a later date, as can be seen, the severity of the inflammatory reaction decreased
somewhat, which, apparently, was sufficient to prevent cases of repeated
thrombosis.

Conclusions
1. In women, compared with men, the incidence rate is slightly higher and

amounted to a ratio of 1.9:1. This trend is most pronounced in the working age

from 40 to 60 years.
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2. An unfavorable sign in relation to the risk of thrombosis after surgery can be
considered a combination of more than a 15% increase in the number of platelets,
an increase in the level of thrombinemia by 2.5-3 times and its preservation in
subsequent periods, discoordination in the system of natural anticoagulants. Of
course, the presence of an inflammatory reaction also contributes to the formation
of a prothrombotic tendency.
3. The obtained results suggest the need to introduce dynamic hemostasiological
monitoring into practice for each surgical patient with a high risk of developing
VTEC, which includes a full-fledged examination conducted at strictly defined
time stages (before surgery, on the first day after surgery, on the 7th-14th day after
surgery).
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PE3EKIIAS TPOMBA HUKHEM I1OJION BEHbBI
HA ®OHE PAKA ITOYKH
Baiicexees T.Al., lepkemoena XK.CL., Yoit En Jxyn?.
'KbIpreisckas rocy1apcTBeHHas MequIuHcKas akagemus um. UK. Axyn6aesa,
2 Poss1b MeTpOOIUTEH YHUBEPCUTETA
Pe3rome

Heas. [IpuBeneHne TaHHBIX KIMHUYECKOTO Clydasl IO Pe3eKIMH TpoMOa HUKHEH
II0JION BEHBI, OCIIO)KHEHHOM PAKOM ITOYKH.

Marepuajbl 1 MeToAbI. [IpuBOANTCS HaIle KITMHAYECKOE HAOIIOCHUE TTAIIUCHTA
C OMYXO0JIEBBIM (MJIOTUPYIOIIMM TPOMOO030M HajauadparMaibHOTO OT/Ea HUKHEH
IIOJIOW BEHBI TNPHU ONyXoJeBOM mopaxeHun mnoyek. [lamment b.K. 62 rona,
*eHckoro noisa. Iloctynuwna ¢ mpeaBapuTenbHbIM auarHo3om: Cancer mpaBoit
nouku C2T3INXMX.

Ha xoHcuinyMe OBUIO pEIICHO OINEpaTUBHOE JieueHue: TpoMOOIKTOMHUS U3
Haguadparmansaoro cermenta HIIB. TPOKC.

Pe3yabrartsl. [locneonepaninoHHbIN MepUoJ y MallMeHTa MpoTeKan riaako, 0e3
OCJIOKHEHHUM. Bplnncanace U3 craimoHapa Ha 7 CyTKH IOCJIE ONEPALUU.

BoiBoAbI: TakuM 00pa3oMm, MPEICTABICHHBIH OOJILHOW SIBISIETCS KIMHUYECKOU
WJUTIOCTpPAlUe BO3MOKHOTO OCJIOKHEHHUSI paka MOYKH B BHUAE AMOOJIOTEHHOTO
OMyXO0JICBOTO TpoMOO3a HIIKHEW IIOJOM BeHBI. BhICOKHMiT ypoBeHb Tpom0O03a,
JOXOJSIIMA TOYTH 10 MPABOTO NPEACEPAUs, MOKA3BIBAET BBICOKUM PHUCK Y
MOAOOHBIX MAIMEHTOB MPU MPUMEHEHUM KaK HJIOBACKYJSIPHOW XUPYPruu, Tak U
OOBIYHBIX OTKPBITBHIX omeparuii. B nuTeparype omucanbl ciydam U Oojee
BBICOKOT'O pOCTa TpoMOa BIUIOTh JI0 HHTPABEHTPUKYJSIPHOTO PACHOJIOKEHUS.
Opgnako Takue cioyd4ad JOCTaToyHO peaku. OmnucaHue MNPUBEACHHOTO
KJIIMHAYECKOTO CITydasi TOMOXET B aHAJIM3E U BHIOOPE TAKTUKU BEJACHHS TOTOO0HBIX
MAIUEHTORB B Oy IyIIIEM.

KiroueBble cjioBa: OMyXoJeBbIil TPOMO, SHIOBACKYJISIPHAS TPOMOIKTOMUS
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RESECTION OF A THROMBUS OF THE INFERIOR VENA CAVA
AGAINST THE BACKGROUND OF KIDNEY CANCER
Baisekeev T.Al., Derkembeva Zh.S'., Choi En Djun?.

TKSMA named after . K. Akhumbayev,
’Royal Metropolitan Medical University

Annotation
Objective. Presentation of clinical case data on resection of a thrombus of the
inferior vena cava complicated by kidney cancer.
Materials and methods. Our clinical observation of a patient with tumor floating
thrombosis of the naddiaphragmal inferior vena cava with a tumor lesion of the
kidneys is given. Patient B.K. is 62 years old, female. She was admitted with a
preliminary diagnosis: Cancer of the right kidney C2T3NXMX.
At the consultation, surgical treatment was decided: Thromboectomy from the
super-diaphragmal segment of the NSAID.TREX.
Results. The postoperative period of the patient proceeded smoothly, without
complications. She was discharged from the hospital on the 7th day after the
operation.
Conclusions: thus, the presented patient is a clinical illustration of a possible
complication of kidney cancer in the form of embologenic tumor thrombosis of the
inferior vena cava. A high level of thrombosis, reaching almost to the right atrium,
shows a high risk in such patients when using both endovascular surgery and
conventional open operations. The literature describes cases of higher growth of a
blood clot up to an intraventricular location. However, such cases are quite rare.
The description of the given clinical case will help in the analysis and selection of
tactics for the management of such patients in the future

Keywords: tumor thrombus, endovascular thrombectomy
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Introduction

Renal cell carcinoma (RCC) represents the most common form of kidney
cancer, with a peak incidence in the sixth and seventh decade of life and a 1.5:1
male predominance [1].

Kidney cancer has a preference for invading the venous system in 10% of
cases, with the possibility of affecting the renal vein and the inferior vena cava
with the presence of tumor thrombi [2-5].

Embologenic, floating thrombus is a risk factor for pulmonary embolism
(PE) [6-7].

Between 5 and 10% of in-hospital deaths are a direct result of PE. In the United
States, PE is responsible for 100,000 deaths per year [8-10].
Materials and methods

This article presents our clinical observation of a patient with tumor floating
thrombosis of the supra-diaphragmal inferior vena cava with a tumor lesion of the
kidneys. Patient B.K. is 62 years old, female. She was admitted with a preliminary
diagnosis: Cancer of the right kidney C2T3NXMX.

Ultrasound examination: in the subhepatic part of the inferior vena cava, a
thrombus with a length of 9 cm, a thickness of 16.5 mm is determined, the lumen is
incomplete, there is a parietal blood flow. The right kidney is enlarged 152x47mm,
in the lower third a solid formation of 95x54mm with uneven contours is
determined. An expanded vein is defined around the tumor, curved in the form of a
loop covering the tumor from below and along the inner surface. Data for c-r of the
right kidney, thrombosis of the inferior vena cava. The condition after supravaginal
amputation of the uterus with appendages. Chronic cholecystitis.

ECG data: the rhythm is correct, sinus, heart rate-67, horizontal position of
the EOS. Biochemical blood test: total protein - 80g/l, total bilirubin 15.0microns/
1, thymol sample 2.0units, urea 4.0mmol/l, creatinine 61.0mmol/l, residual nitrogen
16.0mmol/L.

At the consultation, surgical treatment was decided: Thromboectomy from

the supra-diaphragmatic segment of the IVC. TREX.
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The first stage: the internal jugular vein was exposed for 6 cmd-12 mm
veins, taken on 2 turnstiles, venotomy was performed for 4 cm, a conductor,
catheter was carried out under the control of the scopia to the L3 level. Next, a
retrograde cavography was performed: an angiogram in the lumen of the inferior

vena cava contrasts with a tumor thrombus originating from the right renal vein
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and the proximal end not reaching the mouth of the right atrium 28mm (Figure 1.)
The second stage: in the folded state, the thrombextractor was inserted through the

conductor into the right internal jugular vein, passed through the SVC, RA, from
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the mouth of the confluence of the IVC into the right atrium, the TREX was
straightened (Figure 2).
Results

Under the control of scopia, a hood was put on the floating part of the
thrombus, the cutting end of the hood was cut off from the supposed mouth of the
renal vein, and the thrombus was removed - 11 cm in size. It is worth noting that
the extraction of the thrombus from the lumen of the vein was difficult due to the
large size of the thrombus, despite the diameter of the vein of 12mm.

Macropreparation (Figure 3.) is an old tumor thrombus. With control
contrast, the inferior vena cava and the left renal vein are passable (Figure 4.).
There are no complications. A continuous suture was applied to the wall of the

jugular vein with a thread of Prolene No. 6. Layered stitches on the wound, stitches
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on the skin. Aseptic dressing.

The next day, an operation was performed — a nephrectomy on the right with
a pararectal access. After revision of the abdominal part of the inferior vena cava in
the area of the confluence of the right renal vein for the germination of the
oncoprocess into the vein wall. The vein wall is intact. A nephrectomy was
performed.

The postoperative period of the _patient proceeded smoothly, without
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complications. She was discharged from the hospital on the 7th day after the
operation.
Conclusions

The presented patient is a clinical illustration of a possible complication of
kidney cancer in the form of embologenic tumor thrombosis of the inferior vena
cava. A high level of thrombosis, reaching almost to the right atrium, shows a high
risk in such patients when using both endovascular surgery and conventional open
operations. The literature describes cases of higher growth of a blood clot up to an
intraventricular location. However, such cases are quite rare. The description of the
given clinical case will help in the analysis and selection of tactics for the
management of such patients in the future.

References

[1] Choueiri T. K., Motzer R. J. (2017). Systemic therapy for metastatic renal-cell
carcinoma. New  England Journal of Medicine,376(4), 354-366. doi:
10.1056/nejmral 601333
[2] Chen, Z., Yang, F., Ge, L. et al. Outcomes of renal cell carcinoma with
associated venous tumor thrombus: experience from a large cohort and short time
span in a single center. BMC Cancer 21, 766 (2021).
https://doi.org/10.1186/s12885-021-08508-x
[3] Orrico-Velazquez G., Castaion-Herndndez 1., Ocapo-Rendén B., Medrano
Sanchez J., Kidney cancer and atrial tumor thrombus: A case report. Rev. Mex.
Urol. 2019;79(1):pp. 1-7
[4] Liu, Z., Li, Y., Zhao, X. et al. Renal cell carcinoma with tumor thrombus
growing against the direction of venous return: an indicator of complicated surgery
and poor prognosis. BMC Surg 21, 443 (2021). https://doi.org/10.1186/s12893-
021-01448-0
[5] Oltean MA, Matuz R, Sitar-Taut A, Mihailov A, Rednic N, Tantau A, Toganel
R, Minciuna IA, Orasan O, Muresan F, Cozma A. Renal Cell Carcinoma With

Extensive Tumor Thrombus Into the Inferior Vena Cava and Right Atrium in a 70-

Year-Old Man. Am J Mens Health. 2019 May-Jun;13(3):1557988319846404. doi:
132


https://doi.org/10.1186/s12893-021-01448-0
https://doi.org/10.1186/s12893-021-01448-0

Bectuuk PMY 2022 Ne6

10.1177/1557988319846404. PMID: 31046582; PMCID: PMC6501489.

[6] Marchetti AA, Davila BO, Oddi FM, Ippoliti A. Pulmonary embolism:
Successful treatment of floating thrombus in SFJ after vena cava filter insertion
and  surgical thrombectomy. JRSM  Cardiovasc Dis. 2020 Nov
30;9:2048004020976256. doi: 10.1177/2048004020976256. PMID: 33294173;
PMCID: PMC7708661.

[7] Zhi-Wen Zhang, Xue-Ming Chen, Ren-Ming Zhu. Endovascular therapy for
floating thrombus in the inferior vena cava. 2020 Journal of International Medical
Research 48(9) 1-9

[8] Turetz M, Sideris AT, Friedman OA, Triphathi N, Horowitz JM.
Epidemiology, Pathophysiology, and Natural History of Pulmonary Embolism.
Semin Intervent Radiol. 2018 Jun;35(2):92-98. doi: 10.1055/s-0038-1642036.
Epub 2018 Jun 4. PMID: 29872243; PMCID: PMC5986574.

[9] Andersson, T., Soderberg, S. Incidence of acute pulmonary embolism, related
comorbidities and survival; analysis of a Swedish national cohort. BMC
Cardiovasc Disord 17, 155 (2017). https://doi.org/10.1186/s12872-017-0587-1

[10] Mohammad Davoodi, Boshra Rezvankhah, Keivan Gohari Moghadam. The

prevalence and predicting factors of pulmonary thromboembolism in patients with
exacerbated chronic obstructive pulmonary disease. Advances in Respiratory

Medicine 2018, vol. 86, no. 4, pages 168—171

133


https://doi.org/10.1186/s12872-017-0587-1

Bectuuk PMY 2022 Ne6

XUPYPTUYECKOE ITPOTE3UPOBAHUE ITPHU JIOJKHOMU AHEBPU3ME
BPIOIIIHOT'O OTJAEJIA AOPThHI (KIMHUYECKHI CIYUAN)
Baiicexees T.Al., lepkemoena XK.CL., Yoit En xyn?.
'KeIpresckas rocyjapcTeeHHas MeaunuHcKas akagemus um. UK. Axyn6aesa,
> P01 MeTpOnoIUTEH YHUBEPCUTET
Pe3srome

Hean. IIpoBeneHne XUPyprudeckoro NPOTE3UPOBAHUS B CIIydae JIOKHOU
aHEBPU3MBI OPIOIITHOTO OT/IEJIa A0PTHI.

Marepuanbl 1 Metoabl. [IpencraBieHHOE KIMHUYECKOE HAONIOJEHUE SIBISETCS
CllydaeM IMPOTE3UPOBAHUSI TEPMHUHAIBHOTO OTeia OprourHoi aopthl. [lammenTka
b.C. Bo3pact — lluer. JIuarno3 npu noctymieHun: ['emaToma 3a0prOIIMHHOTO
npocTpaHcTBa cieBa. OCHOBHOU OuacHO3: JIOXKHAs aHEBpU3Ma MH(OpapeHaIbHOTO
oTnena OpIOMIHOM aopThl C yrpo3od pa3pbiBa. BTOpuYHBIN KaTapalbHbIN
anneHauuuT. MexnetneBble cnaWku. Me3anenut. MemoTyatas aHeBpU3Ma
oudypkaruu OproiHoi aopThl. ['emMaToMa 3a0pIOIIMHHOTO MTPOCTPAHCTBA.

bruto mpousBeneHo omnepatuBHoe jedeHue: 1. Jlamapotomus. 2. JlukBupanus
JIO)KHOM  aHeBpU3MBbl  MHPPAPEHATBHOTO  OTAeNa OpIoMHON  aopThl. 3.
[Ipore3upoBanue OprOUTHON A0PTHI. 4. ANMEHIIKTOMUS.

Pesyabrarbl. [locieonepanoHHbI TEPUOJ Y [JAHHOIO TMAIMEHTAa MPOTEKal
rnagko, 0e3 ocnmoxkHenuid. [lynbcanusi Ha MarucTpaJbHBIX apTEPUSX Ha BCEX
YPOBHSIX OTYETIMBas1. beuia Beimucana Ha 13 cyTKu mocie ornepainuu, MBI CHSTHI.
JanbHeliniee HabM0AeHNE OBLIO MPEIOCTABIICHO MeAUaTPaM, aHTHOXUPYPraM.
BoiBoabl. Xupypruueckoe JieUeHHE aHEBPU3M TOPAK0aOIOMUHAIBLHOTO OTHaeNa
OpIOITHOM aOpThl Yy JI€TEl paHHEro BO3pacTa BO3MOXKHO C IPUMEHEHUEM
MMIUIaHTAaTOB. HecMOTpst Ha Masblil THamMeTp BUCLHEPAIBHBIX U ITIOYEYHBIX apTepuid
HEOOXOJIMMO PEKOHCTPYKTUBHO — BOCCTAHOBUTEIBbHBIC orepanuu. JlaHHBIN
KOHTHHTE€HT MAIlMEHTOB TPEOYyeT IMOCTOSHHOIO JWHAMHYECKOro HAOJIOICHUS 3a
COCTOSIHUEM IPOTE3UPOBAHHOIO YYaCTKA aOPThl, B CBA3U C HEYKIIOHHBIM POCTOM
opranuszma. Ilpu momo3peHHH Ha TOBPEXKIEHUE COCYAOB B JHOOOM BO3pacTe
HEO0OXOIMMO aJIEKBaTHOE CIICITUATU3UPOBAHHOE JICUYCHUE.

KioueBble cjioBa: JI0)KHAsT aHEBPU3MA OPIOIITHOM a0PThI, COCYAUCTAsI XUPYPTHSL.

134



Bectuuk PMY 2022 Ne6

SURGICAL PROSTHETICS FOR FALSE ANEURYSM
ABDOMINAL AORTA (CLINICAL CASE)
Baisekeev T.Al., Derkembeva Zh.S!., Choi En Djun?

IKSMA named after 1. K. Akhumbayev,
2 Royal Metropolitan Medical University

Annotation
Objective. Performing surgical prosthetics in case of a false abdominal aortic
aneurysm.
Materials and methods. The presented clinical case is a case of prosthetics of the
terminal abdominal aorta. Patient B.S. age — 11 years. Diagnosis upon admission:
Hematoma of the retroperitoneal space on the left. The main diagnosis: a false
aneurysm of the infrarenal abdominal aorta with the threat of rupture. Secondary
catarrhal appendicitis. Inter-loop spikes. Mesadenitis. Baggy aneurysm of
abdominal aortic bifurcation. Hematoma of the retroperitoneal space.
Surgical treatment was performed: 1. Laparotomy. 2. Elimination of a false
aneurysm of the infrarenal abdominal aorta. 3. Prosthetics of the abdominal aorta.
4. Appendectomy.
Results. The postoperative period in this patient proceeded smoothly, without
complications. Pulsation on the main arteries at all levels is distinct. She was
discharged on the 13th day after the operation, the stitches were removed. Further
observation was provided to pediatricians, angiosurgeons.
Conclusions. Surgical treatment of thoracoabdominal abdominal aortic aneurysms
in young children is possible with the use of implants. Despite the small diameter
of the visceral and renal arteries, reconstructive and reconstructive operations are
necessary. This contingent of patients requires constant dynamic monitoring of the
state of the prosthetic part of the aorta, due to the steady growth of the body. If
vascular damage is suspected at any age, adequate specialized treatment is

necessary.
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Introduction

False aneurysms of the aorta, known as pseudoaneurysms, are hematomas
formed outside the aortic wall, resulting from transmural disruption with the leak
contained by surrounding mediastinal tissues [1].

Aortic pseudoaneurysm is unique as the pulsatile hematoma escapes the
vascular lumen through a defect on the vessel wall but contained by the
surrounding perivascular adventitia or matrix. This in turn may lead to catastrophic
vessel rupture with a near 100% fatality rate [2-3].

Early detection and timely intervention are the keys to optimal outcome [4-
8].
Surgical treatments vary according to the features and locations of the
pseudoaneurysm. Surgical challenges are frequent, especially in the presence of
infection, prior cardiac surgery, and proximity of the pseudoaneurysm with the
posterior sternal table making reentry particularly challenging. Less invasive
options with coil embolization and pseudoaneurysm exclusion have also been
reported. Few studies have addressed the treatment of this complication [9].

Materials and methods
The presented clinical case is a case of prosthetics of the terminal abdominal

aorta.
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K. 7

There is no description of such operations in young children in literary sources.

Next, we present our clinical experience:

Patient B.S. age — 11 years. Diagnosis upon admission: Hematoma of the
retroperitoneal space on the left. The main diagnosis: a false aneurysm of the
infrarenal abdominal aorta with the threat of rupture. Secondary catarrhal
appendicitis. Inter-loop spikes. Mesadenitis. Baggy aneurysm of abdominal aortic
bifurcation. Hematoma of the retroperitoneal space.

From anamnesis in 2017, she fell from a tree in the summer while picking
apples. She was taken to the 3rd children's hospital. With a suspected rupture of
internal organs. A laparotomy was performed and a retroperitoneal hematoma was
found. Vascular surgeons were called to the operating room with suspected
damage to the abdominal aorta and bleeding from it. The revision revealed a
posttraumatic rupture of the posterolateral part of the abdominal aorta in the
infrarenal segment, with the formation of a pulsating hematoma. Our surgeons
eliminated the pulsating hematoma, sutured the wound of the abdominal aorta, and
drained the retroperitoneal space. The postoperative period proceeded smoothly,
the child was discharged in a satisfactory condition.

After eight months, the pain in the lower back area on the left began to
bother. The parents turned to the pediatrician, then she was hospitalized for

examination. Multispiral angiography of the aorta and its branches revealed a false
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aneurysm of the infrarenal segment of the abdominal aorta.
Laboratory data from the patient before the operation: UAC from 12.03.2018: Hb-
110g/1; Er.-3,7x1012; CP-0.9; Leukocytes — 4,0x109 ; p-2; c-36; E-6; m-2; 1-59;
ESR-10mm/h.

During the operation and the preoperative period, colloidal solutions were
infused and hemodynamic parameters were corrected.
Surgical treatment was performed:
1. Laparotomy.
2. Elimination of a false aneurysm of the infrarenal abdominal aorta.
3. Prosthetics of the abdominal aorta.
4. Appendectomy.

From the protocol of the operation: After the treatment of the surgical field,
a median laparotomy was performed, with excision of the old scar. In the course of
hemostasis. The abdominal cavity was opened. The intestines are pushed up and to
the right. During the revision, an aneurysmal sac 60x35mm was found along the
left wall of the aorta. In an acute and blunt way, due to the adhesive process, with
technical difficulties, the abdominal aorta was isolated above the aneurysmal sac
with a diameter of 1 cm, bifurcation and iliac arteries on both sides — with a
diameter of 6 mm, the iliac veins on both sides with a diameter of 1 cm., then the
aneurysmal sac was revised, while the lower mesenteric artery passes over the
aneurysmal sac, is tightly soldered to the wall, the latter is bluntly isolated and
pushed away, with further isolation along the posterior wall of the aneurysmal sac,
the ureter is exposed, which is also soldered to the wall, by blunt isolation and
moved away. After isolation of the aneurysmal sac, the aorta above the lower
mesenteric artery and the iliac arteries on both sides are clamped, the aneurysmal
sac is opened, while there is an aortic defect 2.5-3.0 cm long, old organized blood
clots in the aneurysmal sac, the latter are removed, the posterior wall of the aorta is
tightly soldered to the spine — separated, there is practically no posterior wall, due
to with what it was decided to perform prosthetics of the abdominal aorta. Then the

abdominal aorta was crossed, the edges were refreshed, the distal part was almost
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bifurcated, the proximal part was stitched and bandaged below the mesenteric
artery, a longitudinal aortotomy was performed 1.5 cm long above the mesenteric
artery, proximal anastomosis was formed, kapron (hair) No. 5 atraumatic thread,
and distal anastomosis was extended end to end with atraumatic thread No. 5,
ECOFLON prosthesis with a diameter of 10mm. The blood flow is started, the
seams are sealed, the pulsation on the prosthesis and iliac arteries is distinct.
Hemostasis control. The second stage of the operation to eliminate intestinal
adhesions was provided to a team of pediatric surgeons.
Results

The postoperative period in this patient proceeded smoothly, without
complications. Pulsation on the main arteries was distinct at all levels. She was
discharged on the 13th day after the operation, the stitches were removed. Further
observation was provided to pediatricians, angiosurgeons.

Conclusions

Surgical treatment of thoracoabdominal abdominal aortic aneurysms in
young children is possible with the use of implants. Despite the small diameter of
the visceral and renal arteries, reconstructive and reconstructive operations are
necessary. This contingent of patients requires constant dynamic monitoring of the
state of the prosthetic aortic area, due to the steady growth of the body. If vascular
damage is suspected at any age, adequate specialized treatment is necessary.
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Bonpocbhl OHKOJI0THHA

JYYEBAS TEPAIIUSA ®OIUKYJSIPHONU JINM®OMBI HA PAHHUX
N ITO3JHUX CTAIUAX
Yoii En Txxyn'., Hasup Myxamman Umpan'.

' Posb MeTponoIuTeH YHUBEPCUTETA

Heas: Ouenuts pesynbTaThl JydeBoil Tepanuu (JIT) domnukynaspHoil uMpoOMbI
(®JI) npu paznuYHBIX CLEHAPHIX BEICHHUS.

Martepuajbl U MeTOAbI: MBI PETPOCHEKTUBHO OLEHWIM IOCJIEI0BATEIbHBIX
nanueHToB ¢ ®JI, kotopsie mojBepriMch odmyueHuto B nepuos ¢ 2010 mo 2018
roa. Y Bcex MAalMEHTOB Oblia moAaTBepkAeHHas Ouoncued PJI, u um Obuia
IpOBEJeHa MO3UTPOHHO-IMHUCCUOHHAs Tomorpadus, xoTs HekoTopsle (35,3%)
ObUIM TIOBTOPHO 0OOCIIEOBAHbI C MOMOIIBIO KOMIBIOTEPHON TOMOIrpaduu TOJIBKO
nociie JieyeHusi. Purykcumad Ob1 JoctyneH Tonbko naumentam ¢ @JI nocne 2016
roja.

Pesyabtarbl: boiin oTOOpaHbl TpUALIATH YETHIPE MNallM€HTa, CPEIHUN BO3PACT
KOTOpPBIX Ha MOMEHT IMOCTAaHOBKHM JMarHo3a coctarisii 61,6 roga (34-89 ner).
CpenHsst  TPOJIOJDKUTEIBHOCT,  HaOMIOJMeHHMS  cocTaBuia 49,4  Mecsna.
BonbmMHCTBO ManueHToB ObuM keHcKkoro mona (58,8%) u mokazanu xopolue
MoKaszaTenu MO MIKajge BOCTOYHOM KOONEpPAaTHUBHOMW OHKOJIOTMYECKOM TIPYIIIbI
(ECOG) (ECOG 0-55,9%). Cpemusas obmas BbepkuBaeMocth (OB) wu
BBDKMBAaEMOCTh 0e3 mporpeccupoBanusi cocrtaBwid 48,7 u 33,6 wmecsua
COOTBETCTBEHHO, MPU 3TOM OBbUIO 3aperuCTPUPOBAHO YETHIPE CMEPTENIbHBIX
cinydas. Ilokazarenu OC uepe3 2 m 3 roma cocraBwm 94,1% u 91,2%
COOTBETCTBEHHO. Y deThIpeX MaIMeHTOB Habmomanacek TpaHchopMamms B
arpeccuBHble JUM(POMBI, U OHM TMPOLUIM CHCTEMHOE JIEYEHHE Ha OCHOBE
putykcumada. BepkuBaeMocTh 0e3 TpaHchopmalu coctaBuia 47,8 MecdieB, U
BCE MAIUCHTHI C TpaHC(HOPMUPOBAHHBIM 3a00JI€BaHUEM OBLIN JKMBHI HA MOMEHT

OLICHKH. VY nsaru MNannucHTOB OB pEe€UMIMB B IMOJICBBIX YCIOBHAX, Y BCCX HHUX TAKXKC
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ObUT pelUANB B IPYTHX MECTaX, U CpeHee BpeMs Oe3pellINBHON BEDKMBAEMOCTH
coctaBuiio 40,3 mecsia. [Ipu orenke He OBLIO JOCTUTHYTO HUKAKUX MEIUAHHBIX
KOHEUYHBIX TOYEK.

BeiBoabl: ®@JI - 310 BsutoTekymias Oone3Hb. Hamm pesynbTaThl MOKa3bIBAIOT
XOpOUIME PE3YIbTAThl y MAIMEHTOB, MOJYYaBIIMX JIYYEBYIO TEPANHIO, C HU3KOU
CKOPOCTBIO TpaHCHOPMALIMK U OTJIMYHBIM JICUEHHEM peluaAuBoB 3a0oneBanus. RT
SBJIIETCS] B&XKHOW YaCThIO ATUX PE3YJIbTaTOB.

Yxiawuessble cioBa: Jlyuesas tepanus; @omnukynsapHas nuMmdoma; MUHnoneHTHAs

auMdoma.

RADIOTHERAPY FOR EARLY AND ADVANCED STAGES
FOLLICULAR LYMPHOMA
Choi En Djun!., Nazir Muhammad Imran'.
I Royal Metropolitan Medical University

Objectives: To evaluate the results of radiotherapy (RT) for follicular lymphoma
(FL) under different management scenarios.

Methods: We retrospectively assessed consecutive patients with FL. who had
undergone irradiation between 2010 and 2018. All patients had biopsy-proven FL
and were positron emission tomography-staged, although some (35.3%) were
reassessed with computed tomography after treatment alone. Rituximab was only
available to FL patients after 2016.

Results: Thirty-four patients were selected, with a mean age at diagnosis of 61.6
years (34-89 years). The median follow-up duration was 49.4 months. Most
patients were female (58.8%) and showed good performance on the Eastern
Cooperative Oncology Group (ECOG) scale (ECOG 0-55.9%). The mean overall
survival (OS) and progression-free survival were 48.7 and 33.6 months,
respectively, with four deaths reported. OS rates at 2 and 3 years were 94.1% and
91.2%, respectively. Four patients showed transformation into aggressive
lymphomas and underwent rituximab-based systemic treatment. Transformation-

free survival was 47.8 months, and all patients with transformed disease were alive
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at assessment. Five patients had in-field relapse, all of them also relapsed
elsewhere, and the mean relapse-free survival time was 40.3 months. No median
end points were reached on assessment.

Conclusion: FL is an indolent disease. Our findings show good outcomes for
patients treated with radiation, with a low transformation rate and excellent
management of relapsed disease. RT is an important part of these results.

Keywords: Radiotherapy; Follicular Lymphoma; Indolent Lymphoma.

INTRODUCTION

Follicular lymphoma (FL) is an indolent B-cell lymphoma that is often
treated with radiotherapy (RT) alone at early stages and with a combination of
immunochemotherapy and RT at advanced-stage disease.

Although the remission rate has been stable and high for a long time, typical
management has changed over the years.

The most important development in the management of FLs is the
introduction of rituximab. The introduction of rituximab, one of the most efficient
oncological drugs, has changed how non-Hodgkin lymphomas have been treated
since the publication of the MabThera International Trial. For indolent and low-
grade lymphomas, notably FL, the drug also has an impact on the remission rate,
also shown in earlier stages.

Prognostic scores have also improved. The Follicular Lymphoma
International Prognostic Index 2 (FLIPI-2) was validated in 2009. This prognostic
index, which is used worldwide and in our institution, is one of the main tools used
to predict prognosis and to correctly assess patients with FL. Although FL is a very
indolent disease and seldom causes death, its management can be difficult if
patients are not correctly assessed and necessary treatment is not performed.

The way how this disease is staged also has changed recently. Positron
emission tomography with 18F-fluorodeoxyglucose (18F-FDG) plays an important

role in staging non-Hodgkin lymphomas. For FL, this was assessed in prospective
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data and correctly correlated with survival, although it has a low accuracy in
detecting bone marrow involvement.

Treatment for the different stages has also evolved. Limited-stage FL has
been treated with involved-field RT for decades, with good outcomes. Recent
studies have demonstrated improved results with rituximab, as previously stated,
and also with cytotoxic chemotherapy. For stage III disease, the largest report of
treatment is still from radiotherapy alone, but combination of radiotherapy,
chemotherapy and rituximab is current practice. Limited data are available on stage
IV disease, and treatment approaches can vary from observation to combination
treatments, depending on the patients’ performance and prognoses.

Death because of FL progression is rare, but a far more common concern is
its transformation to aggressive lymphomas. Different publications have reported
an approximately 10% chance of transformation of FL to aggressive histologies.
This event can change the natural history of disease progression and is an
important cause of events in this population [1-7].

This study aims to report our single-institutional experience with FL, to
describe our current treatment and management approaches and results in a
universal public system as a university hospital in the setting of FL staged with
18F-FDG PET/CT, and to describe our results.

MATERIAL AND METHODS

All patients diagnosed as having non-Hodgkin lymphoma and treated with
RT between 2010 and 2018 were retrospectively assessed. Patients treated with
chemotherapy alone or those who were only observed were not selected. Only
patients with FL confirmed in biopsied tissue were included. Patients also must
have at least 6-months of follow up or followed until death. Patients were staged
according to the Ann Arbor staging system, and therapy response was assessed
using the Lugano criteria. RT was used either as the only prescribed treatment or as
a consolidative treatment after chemotherapy and immunotherapy.

Overall survival (OS), progression-free survival (PFS), transformation-free

survival (TFS), and survival free of infield progression (SFIFP) were evaluated
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from the diagnosis date. Second progression-free survival (PFS2) was assessed as
the period from the date the first progression was recorded to the date of second
progression or death. Toxicity related to RT was evaluated according to the
National Cancer Institute criteria (Common Terminology Criteria for Adverse
Events v4.0 [CTCAE)).

The Kaplan-Meier method was used for survival analysis. Univariate
analysis was performed for each variable. Multivariate analysis was not performed
because of the limited number of events. The significance level was set at 5% (p
less than 0.05).

RESULTS

During the study period, 34 patients with FL. were treated with radiation at
our institution. Patients with an uncertain histology or in whom histological
analysis could not be performed were excluded. The median follow-up duration
was 49.4 months. Most patients were female (58.8%), and the mean age at
diagnosis was 61.7 years. The performance status was assessed using the Eastern
Cooperative Oncology Group scale, and most patients scored 0—1, whereas only
seven (20.6%) had a compromised performance at diagnosis. Most patients had
low-grade disease (79.4%). Stages were diverse, and almost half (47.1%) were
diagnosed as having limited disease (stages I and II). Seven patients (20.6%) had
extranodal disease at diagnosis.

The FLIPI-2 prognostic scale was used to establish the prognosis. Although
all patients had already been scored on their charts, we retrospectively reviewed all
examinations to correctly determine the FLIPI-2 score at diagnosis and to prevent
bias. Thereafter, the most common FLIPI-2 class was intermediate risk (70.6%).
Patient characteristics are described in Table 1.

The outcomes of this study reflect previously published data. The mean OS,
TFS, SFIFP, and PFS were 48.7, 47.8, 40.3, and 33.6 months, respectively, and are

presented in Figures 14, respectively.
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Figure 5 shows OS by stage.
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Only PFS reached a median value of 69.3 months. The OS rates at 2 and 3
years were 94.1% and 91.2%, respectively.

Patients showed a good response rate to chemotherapy. Of the 20 patients
who received chemotherapy, 8 (40%) showed a complete response, and 11 (55%) a
partial response. Only one patient showed progression after first-line chemotherapy
and was treated with 36 Gy radiation to the site of disease progression thereafter;
this patient did not have another event and is currently disease-free. Two patients
had stage IIXB disease with large abdominal masses. All other patients were
diagnosed as having advance-stage disease. As stated previously, all patients
receive RT as part of their treatment. After chemotherapy, the outcomes for limited

and advancedstage disease did not differ, as can be seen in Figure 6 (p=0.608).
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Patients with extranodal disease were often more likely to have advanced-
stage disease (6/9) and received chemotherapy. The other three patients were stage
IIXE with cervical presentations and received radiation to their nodal and
extranodal disease sites.

Rituximab is often used as part of the treatment regimen. Half of the patients
who received chemotherapy also received rituximab. At our institution, we did not
have the drug available for earlier stages of RT alone, but it was available for
advanced stages, concurrent with chemotherapy. Primary treatment is indicated for
patients on the basis of the GELF/NBLI criteria, and prognosis is stated according
to FLIPI-2. There was no statistical impact of immunotherapy on univariate
analysis, but this is mainly because of the very low frequency of events in our
sample.

All 13 progressions were treated with second-line chemotherapy, and only 5
(38.5%) progressed subsequently. For the patients who PFS2 could be measured,
one patient received third-line chemotherapy and is still alive by last evaluation

and one patient died without receiving any further chemotherapy treatment; all
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other three other patients are currently under watchful-waiting. Figure 7 shows

PFS2 recorded from the date of first progression.

Second progression-free survival (PS2)
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Fig 7 - Second progression-free survival (from the date of first progression).

Four patients (11.8%) who were diagnosed as having transformed disease
were treated with second-line chemotherapy (CHOP) plus rituximab. No other
patient presented any other event.

In-field progression (IFP) is also rare. IFP was defined as disease
progression within previously irradiated sites. Five patients (14.7%) presented
progression within the radiation field, which also progressed outside the radiation
field. All patients with IFP had advanced disease stages. Nevertheless, all patients
with IFP received second-line chemotherapy and had no other events.

Mortality was low and preceded by other events. An important cause of
death in our group was secondary malignances, which occurred in two patients.
One patient with FL stage IVXEB and an abdominal bulky disease developed stage
IV rectal adenocarcinoma that began marginally to the prior radiation field. A
second patient with stage IIB FL treated with exclusive RT was subsequently

diagnosed as having squamous carcinoma of the pelvis outside the radiation field.
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Both patients died because of secondary malignances. Another cause of death was
progression. One patient showed progression, could not receive second-line
chemotherapy because of low performance, and eventually died. The last patient
died while receiving third-line chemotherapy for FL.

DISCUSSION

Our study has some limitations that should be addressed. It includes a small,
single-institution sample that was retrospectively assessed. Another important
aspect of our cohort that should be highlighted is that FL is a very indolent disease
and prospective studies in this setting are usually performed for longer follow-up
periods. Although some of our patients were under follow-up for more than 10
years, the median follow-up period was still short. Another point of consideration
is the staging procedure. All patients were staged using PET, but only 23.5% of the
responses were assessed using this method. None of the end points reached the
median values, as is common with very curable diseases in the early stages.

This study shows the results of radiation as part of FL. management. All
patients underwent radiation as the first-line treatment for their disease. Our study
shows good results in both early and advanced stages, with most patients being
alive at assessment. Progression, although not unusual, can be managed by
immunochemotherapy or RT, often a combination of both. Further, transformation
is also quite rare and manageable.

Our findings show good treatment results for FL, notably in the early-stage
setting. Brady et al. reported on a multi-institutional cohort of early-stage FL with
similar progression and survival outcomes over the same follow-up period, which
allows us to believe that our indications and protocols are consistent with
international consensus.

Findings on RT for advanced-stage FL are neither as common nor as current
as those for early disease. This study presents new data on RT as a consolidative
treatment for advanced FL, with a large group of patients, which is scarce in the
literature. When chemotherapy and rituximab are added to radiation in this setting,

survival results are similar to those of early disease and therefore when
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combination treatment is favored, results in advanced stages can be enhanced to
become similar to those at earlier stages.

Toxicities were rare with RT. RT for FL is often well tolerated, and late
toxicities are seldom seen. Secondary malignances were also observed and were
rare, although life-threatening. It is important to keep these in mind when treatment
with radiation is favored, as these can be late complications. However, not all
secondary malignances can be traced back to RT. These results demonstrate that
radiation is an option with few side effects and a good cost—benefit ratio.

CONCLUSION

The outcomes of RT for patients with FL are good, mainly in combination

with systemic treatment.
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MEJIAHOMA CJIM3UCTOM OBOJIOYKH MMOJOCTH PTA
(KIMHMYECKUH ciry4dail 1 0030p JUTEPaTYypPhl)
Yoii En Ixxyn'., Cataes U.Bl.
' Posnis MerpomnosuTten YHuBEpcHTETA
Hean: B ngaHHOM wuccineqoBaHuM — COOOIIAeTCsl O  Cllyda€  MEJIAHOMBI,
JUAarHOCTUPOBAaHHOM 17} Ha0JII0JaBIIEMCS] XUPYPTrAYECKON Opuranoit
HanunonanbsHoil OonbHUIBI pU MUHHCTEPCTBE 3ApaBooXpaHeHus KbIpreizckoi
PecryOnukwu.
Onucanue cayyas: 69-j1eTHUH NAlMEHT MYXCKOTO Iojla ObLI HampaBieH B
OONpHUILY € Kajno0aMH Ha 0O0JIb U KPOBOTEUEHHE B BEPXHEM abBEOJIIPHOM
OTPOCTKE, a TAKXK€ Ha HAJMYMEe “IIMIIKKA B TOM XK€ MecTe. BHyTpupoTOBOM
(U3UKaIbHBI OCMOTP BBISIBUJ MYPIYPHBIA Y3€JIO0K MSITKOM KOHCHUCTEHUMHU B
NepeHel 4YacTU BEpXHEHW 4YenrcTh auaMeTpoM 2,0 ¢cM € MOBEPXHOCTHBIMU
U3BbSA3BICHUAMU.  bblla  mpoBeAeHa  mocieonepalyoHHas — Ouomncus, U
TMUCTOINATOJIOTMYECKUI aHANIN3 BBISIBUJI HHTEHCUBHYIO MPOJIH(PEPALNIO aTUITAYHBIX
MEJIAHOIIUTOB, XapaKTePU3YIOLUIUXCS Pa3IMYHONW CTENEHBbI0 IIeOMOppU3Ma U
SJIEPHOTO runepxpomaTusMa. /luaruos - MenaHoMa CIU3UCTON 0OOIOUYKH MOJIOCTH
pra. Ilaumenty Obl1a nOpoBedEHA XHUPYPrUYECKas pe3eKUus, cocToslas u3
IIOJIHOTO YAAJIEHUS OIyXOJIU C IIMPOKUMH 3allacamMu IIPOYHOCTH, XUMHUOTEPAIINU U
a'bIOBAHTHOM JIy4E€BOM TEpaAIIUU.
Pe3yabTartsl. [TaniueHT Npo0IDKIII HAXOAUTHCS MOJT HAOIIOICHUEM, U Yepe3 ol
IIOCJIE OTIEPALMH PELUANBA ITOPAKEHUS HE BBISIBIICHO.
3akiaoueHue: MenaHomMa CIM3UCTOM OOOJOYKM TMOJOCTU pTa MPOSIBISET
arpeccUBHOE MOBEAECHHE U OBICTPBIM POCT, KaK 3TO HAONI0NAIOCh B HACTOSAIIEM
ciiydae. 3HaHHUE KIIMHUYECKUX U 3THONMATOTeHETUYECKUX OCOOCHHOCTEH BayKHO ISt
paHHEN JUarHOCTUKM 3a00JIEBaHHUA C LEIbI0 YIYYIIEHHUS BbDKHBAEMOCTH
ITALIMEHTOB.
KioueBbie cioBa: Menanoma; HoBooOpazoBanust nonoctu pra; [lurmenranus;

310pOBbE MOJIOCTH PTA. '3
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MELANOMA OF THE ORAL MUCOSA: case and review of the literature
Choi En Djun!., Sataev Ch.B'.
T Royal Metropolitan Medical University
Objective: This study reports a case of melanoma diagnosed and followed up by
the surgical team of the National Hospital under the Ministry of Health of the
Kyrgyz Republic.
Case report: A 69-year- -old dark-skinned male patient was referred to the the
hospital reporting pain and bleeding in the upper alveolar ridge, as well as the
presence of a “lump” at the same site. Intraoral physical examination revealed a
purple nodule of soft consistency in the anterior maxilla, which measured 2.0 cm in
diameter and exhibited superficial ulcerations. An incisional biopsy was performed
and histopathological analysis revealed intense proliferation of atypical
melanocytes characterized by variable degrees of pleomorphism and nuclear
hyperchromatism. The diagnosis was melanoma of the oral mucosa. The patient
underwent surgical resection consisting of complete removal of the tumor with
wide safety margins, chemotherapy, and adjuvant radiotherapy.
Results. The patient continues under follow-up and showed no recurrence of the
lesion one year after surgery.
Conclusion: Melanoma of the oral mucosa exhibits an aggressive behavior and
rapid growth, as observed in the present case. Knowledge of the clinical and
etiopathogenic features is important for the early diagnosis of the disease in order
to improve patient survival.

Keywords: Melanoma; Mouth Neoplasms; Pigmentation; Oral Health.

INTRODUCTION
Pigmented lesions of the oral cavity represent alterations in the natural color
of the mucosa that depend on the degree of keratinization, melanogenic activity,
number of melanocytes, and/or vascularization in the area. These lesions can

manifest in different circumstances, either as physiological alterations such as
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racial pigmentation or as systemic events such as Addison’s disease. Moreover,
these manifestations can also be found in rare oral neoplasms such as melanomas.

Melanoma is a malignant neoplasm of uncertain etiology that arises from the
atypical proliferation of melanocytes. The latter are cells derived from the
neuroectoderm that produce the pigment melanin and reside in the basal layer of
the epithelium. Although the third most common skin cancer, melanoma 1is
extremely rare in the oral cavity, accounting for less than 1% of all melanomas and
for about 0.5% of all malignant oral tumors.

Clinically, melanoma is characterized by dark pigmented lesions with a
brown-purple to black color and irregular and asymmetric borders. In rare cases,
the lesions have a normal mucosa-like color, a fact that makes their diagnosis
difficult. These lesions are called amelanotic melanomas. Melanomas first appear
with a macular surface that extends laterally and subsequently form a nodule that
exhibits aggressive vertical growth. An association with pain, bleeding and bone
destruction has been described, especially when accompanied by tissue ulceration.
However, melanomas are commonly asymptomatic at the time of diagnosis.

Melanoma of the oral cavity mainly affects the hard palate, but can also be
found at other sites of the oral mucosa such as the soft palate, gingiva and alveolar
ridge. Less common sites are the tongue and floor of the mouth. This cancer affects
men and women at a proportion of 2:1 and more commonly occurs at older ages
(mean of 60 years).

The epidemiological and clinical characteristics cited are important signs so
that histopathological examination can subsequently define the correct diagnosis of
the disease. Important histological features of melanomas are pleomorphic and
hyperchromatic cells with intense mitotic activity forming sheets at the junction
between the epithelium and underlying connective tissue, or deeply invading the
latter tissue. Atypical melanocytes also exhibit important nuclear alterations such
as large hyperchromatic, sometimes multiple, nuclei with prominent nucleoli.

Despite the low frequency of this cancer in the oral cavity, it is important

that dentists are able to identify these alterations, differentiating this cancer from
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lesions such as amalgam tattoo which is caused by the entry of restorative material
into the mucosa; physiologic melanin pigmentation which is caused by endocrine
factors that increase the production and deposition of melanin, and nevi which are
small dark pigmented maculae that can occur in any area of the oral mucosa. Thus,
careful evaluation and adequate consideration are necessary for a correct diagnosis.

The currently best method for the treatment of melanoma is radical surgical
excision consisting of the removal of the tumor with wide margins, combined with
radiotherapy and/or chemotherapy as adjuvant treatment. The prognosis is guarded
and is directly related to the size and depth of the tumor, presence or absence of
vascular invasion, necrosis, population of polymorphic neoplastic cells, lymph
node involvement, and metastasis [1-7].

In view of the rarity and generally obscure prognosis of oral mucosal
melanoma, the objective of this study was to report a case of extensive melanoma
diagnosed and followed up by the surgical team of the National Hospital under the
Ministry of Health of the Kyrgyz Republic.

CASE REPORT

A 69-year-old dark-skinned male patient was referred to the surgical team of
the National Hospital under the Ministry of Health of the Kyrgyz Republic, for
assessment of an extensive lesion in the oral cavity. Wearing an upper denture, the
patient complained of pain and bleeding in the upper alveolar ridge, which
provided support to the denture, as well as of the presence of a “lump” at the same
site.

During anamnesis, the patient reported to have been an active smoker for 50
years, consuming 20 cigarettes per day during this period, but had quit smoking 4
years prior to the occurrence of the lesion. He also reported no family history of
malignant neoplasms and no history of alcoholism, systemic diseases or childhood
diseases.

No palpable lymph nodes or any other alterations were detected upon
extraoral physical examination. Initial intraoral examination showed an exophytic,

sessile, variably colored nodule of soft consistency in the anterior maxilla, which
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measured 2.0 cm in diameter and exhibited superficial ulcerations. In addition,
black and brown spots extending bilaterally to the upper lip and ridge of the jaw

were observed (Fig. 1).

Witk
Figure 1. Intraoral clinical aspect of the lesion.
Based on these features, the diagnostic hypothesis was melanoma of the oral
mucosa. A panoramic radiograph was requested for the evaluation of bone
involvement. Preoperative blood tests and an incisional biopsy were obtained.
Radiography did not show extension of the lesion into bone (Fig. 2) and the
region of the anterosuperior ridge had a normal pattern. The biopsy specimen was

sent for histopathological analysis, which revealed proliferation of spindle-shaped,

sometimes epithelioid, atypical melanocytes throughout the connective tissue.
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These cells were arranged in bundles or nests and exhibited variable degrees of

pleomorphism and cellular hyperchromatism (Fig. 3).

Figure 3. Photomicrograph showing proliferation of atypical, epithelioid to
spindle-shaped melanocytes exhibiting variable degrees of pleomorphism and
hyperchromatism (HE, 40X).

Many of these neoplastic cells contained brown cytoplasmic granules
compatible with melanin. The lesion was lined with parakeratinized stratified
squamous epithelium exhibiting atypical and pleomorphic melanocytes in the basal
and suprabasal layers. Some of these melanocytes contained brown cytoplasmic
pigments compatible with melanin. An area of ulceration with extravasation of
erythrocytes was also observed. The combined analysis of these findings led to the
diagnosis of melanoma of the oral mucosa.

The patient was referred to the head and neck surgery sector of the National
Hospital under the Ministry of Health of the Kyrgyz Republic, where he underwent
mucosectomy with partial maxillectomy and reconstruction of the area with a
nasolabial flap. A few days after surgery, the patient was referred to a clinical
oncologist who opted for chemotherapy as adjuvant treatment.

The treatment regimen consisted of six cycles of temozolomide (Temodal®)
every 28 days, with each cycle lasting five days. Three capsules of 100 mg and one

capsule of 20 mg of temozolomide were administered after fasting, totaling a daily
159



Bectuuk PMY 2022 Ne6

dose of 320 mg. In addition, 1 mg/ml cisplatin was prescribed for four consecutive
days.

Good healing of the graft and of the area of bone exposure on the left side of
the maxillary alveolar ridge was observed 30 days after surgery. In addition, hair

growth was noted due to the origin of the graft (Fig. 4).

Figure 4. Clinical aspect 30 days after excision of the lesion

During chemotherapy, specifically after the fourth cycle of temozolomide,
the patient developed nephropathy and the medication was discontinued. The
patient was then referred for assessment by a radiotherapist who requested a
computed tomography scan, which revealed a lytic lesion in the right upper
alveolar ridge.
In view of this presentation, the radiotherapist referred the patient for head and
neck surgery. A new biopsy was obtained from the area and the histopathological
analysis showed an oral mucosa with acanthosis and papillomatosis and cancer-
free bone and fibroadipose connective tissue. After the histopathological result, the
patient was submitted to adjuvant radiotherapy consisting of 10 irradiations with a
dose of 30 Gy. Radiotherapy was delivered without interruption due to toxicity,
with the patient only reporting odynophagia at the end of treatment.

The patient showed no recurrence of the disease one year after surgical
resection and was asked to periodically come to the hospital for evaluation of the

health conditions related to the lesion,removed. The patient is undergoing
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continuous follow-up by the medical and dental team to ensure the early diagnosis
of any sign of recurrence or metastasis of melanoma.
DISCUSSION

The present study describes a case of melanoma of the oral mucosa, a rare
and aggressive disease that arises from the malignant transformation of cells found
in the epithelium, called melanocytes. The prognosis of melanoma is generally
unfavorable. Melanoma is a malignant neoplasm with a tendency for metastasis
because of the easy penetration of vascular and lymphatic structures and,
consequently, with greater lethality than other tumors of the oral cavity.

Melanoma generally appears as dark pigmented lesions and may have an
unresolved differential diagnosis with other pigmented lesions. Thus, the ABCD
system of evaluation was developed to classify these entities based on their
asymmetry (A), border irregularity (B), color (C), and diameter (D). According to
these parameters, a melanoma would be characterized as an asymmetric lesion
with irregular borders, color variation of brown, black, white, red or blue, and a
diameter greater than 6.0 mm. The lesion of the present patient met all of these
specifications, except for its greater dimension (diameter of 2.0 cm) which can be
attributed to the advanced stage of the cancer. Importantly, all clinically suspicious
lesions should be biopsied to establish the definitive diagnosis.

Melanocytes are found in the basal layer of the epithelium. Under normal
conditions, these cells are responsible for the production of melanin, a
physiological pigment present in the epidermis. In melanomas, melanocytes are
atypical, exhibiting variable degrees of pleomorphism and nuclear
hyperchromatism and proliferating in a disordered manner through the epithelium
into the underlying connective tissue. These features are similar to those obtained
in the histopathological analysis of the present case, supporting the diagnosis of
melanoma.

Immunohistochemistry is a tool used in situations in which the
histopathological report is not conclusively diagnostic. Specific tumor markers

such as S-100, Melan-A, HMB-45 and Ki-67 are used for the differential diagnosis
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of melanoma. However, the clinical and histopathological evidence of the present
case rules out any possibility of doubtful interpretation of the diagnosis, differing
clearly from the pigmented lesions found in Addison’s disease, Peutz-Jeghers
syndrome, Kaposi’s sarcoma, amalgam tattoo, nevus, melanotic pigmentation, and
melanoacanthoma.

The etiopathogenesis of melanoma remains unknown. The proliferation of
neoplastic cells is not related to any causal factor and the lesions tend to arise from
melanocytes in apparently normal mucosa or from benign melanocytic lesions.
Rani et al. [3] and Misir et al. [8] highlight that, in the past, melanoma was
associated with habits such as smoking, alcohol consumption and exposure to
ultraviolet radiation. These facts would explain the occurrence of melanoma in the
case reported here since the patient had been exposed to the deleterious effects of
smoking for many years. However, there is currently no scientific evidence that
would solidly validate this theory.

According to Lourengo et al. [9], melanoma mainly affects adults, with a
peak incidence in the fourth decade of life and extending until the seventh decade.
The present patient was within the age group described, with 69 years old.
Regarding ethnicity, Smith et al. and Pandey et al. indicate that 80% of cases of
oral mucosal melanoma are whites, especially of Asian origin. However, it is
assumed that studies like those of the authors were conducted in countries without
the racial miscegenation characteristics of the Brazilian population, which is
formed by individuals with multiple ethnic characteristics, such as dark-skinned
individuals that possess white, black and indigenous traits.

In the present case, the lesion arose in the mucosa of the upper alveolar
ridge. According to Kumar et al. [10], this is a common site for the occurrence of
dark pigmented lesions, with 80% of oral melanomas occurring in the maxilla.
Rubio-Correa et al. report the base of the tongue also to be susceptible to
development of the disease.

Melanoma of the oral mucosa is generally painless, a fact that leads to a

delay in seeking dental care until common symptoms occur such as denture
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problems, ulcers, bleeding, nodules, pain, tooth mobility, and paresthesia.
Corroborating these data, the clinical presentation of the case described here was
initially asymptomatic and the patient sought a specialized service only after the
lesion had grown significantly and the swelling interfered with the use of the
denture. Thus, because of the asymptomatic behavior of melanomas in their early
phases, most patients are diagnosed in an advanced stage of the disease.

The present patient was submitted to surgical resection consisting of
complete removal of the tumor with wide safety margins, in agreement with the
study of Lazarev et al. [6]. In a systematic literature review, these authors found
that primary melanomas are well controlled by the surgical methods cited, if
properly executed.

Chemotherapy and radiotherapy are effective adjuvant therapies in cancer
treatment and were therefore included in the treatment plan reported here. The
objective of radiotherapy is to promote better regional control and prevent
recurrence of the disease. Chemotherapy is used as a palliative measure in cases of
extensive lesions, surgical impossibility or refusal of the patient to undergo
invasive procedures. Adjuvant therapies were indicated in the present case because
of the extensive, and probably advanced, lesion, the aggressive vertical growth
detected in the histopathological exam, and the considerable size observed by
clinical examination.

In the present study, chemotherapy consisted of the combination of two
substances: temozolomide and cisplatin. Temozolomide is an orally administered
drug that has been introduced by the Chinese Society of Clinical Oncology as an
effective drug for the treatment of melanomas. The potent effect of the drug is due
to its ability to prevent the formation of brain metastases, which are observed in
more than 50% of cases of metastatic melanoma.

In a clinical study involving a large sample, temozolomide provided the best
clinical outcomes when compared to treatments with traditional drugs. In that

study, the recommended daily dose was 250 mg for 5 consecutive days, repeating
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the cycle after 4 weeks. A higher dose, 320 mg/day, was used in the present case
because of the extent and aggressiveness of the lesion.

Cisplatin, a platinum-based antitumor medication, shows high effectiveness
in the treatment of patients with melanoma. Despite these positive results, the
effects exerted by this drug are short-lived and are associated with high toxicity.
Thus, cisplatin is indicated for combination cancer therapy with other drugs such
as temozolomide so that cisplatin would only be prescribed for a few days,
potentiating the effect of chemotherapy and minimizing its undesired effects.

Although melanoma is a rare malignant neoplasm in the oral mucosa, it
exhibits a very aggressive behavior and, consequently, an unfavorable prognosis.
These facts highlight the importance of an early diagnosis and intervention for any
pigmented lesion arising in the oral mucosa since lesions that are detected early
and removed before the development of metastases will have a better prognosis
and are associated with higher survival rates.

CONCLUSIONS

Melanoma of the oral mucosa is a rare malignant neoplasm of obscure
diagnosis that is usually asymptomatic. This generally results in the identification
of the disease at advanced stages, as evidenced in the present case, whose
biological behavior exhibited aggressiveness and rapid growth, clinically
demonstrated by the extent of the lesion as well as the histopathological
appearance of atypical melanocytes with vertical expansion. The knowledge of
these characteristics by dentist is extremely relevant for the identification of
melanoma, even as its differentiation from other oral pigmented lesions, thus
making it possible to cure the patient by early treatment of the disease.
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TpeGoBanus Kk 0popMIICeHUIO CTATEH

Cratbu MpeoCTAaBIIOTCA B PEAAKLUUIO JKypHAJIAa TIIATEIBHO
oTpenakTupoBaHHbIMU. CTaThbsl JODKHA OBITH BBINIOJIHEHA B (opmare
Microsoft Word mpudt Times New Roman, Tamga KIT (kupumiuia)
pazmMepom - 14;  Bce  mosa2,0cMCOBCEXCTOPOH,a03alHBIMOTCTYII-
1,5cm(HenomyckaeTcssad3aIHblid OTCTYI C TTOMOINBIO KJIABHIIIEH «IIpoOemn»),
UHTEpBaJI 1,5 BBIpaBHMBAaHHME TEKCTA IO IIMPHUHE. YTIUIOTHEHUE WUHTEPBAJIOB
3anpemieHo. Hymepanus crpanui He npocraBiseTcs. O0s13aTenbHa IpoBepKa
aBTopoMopdorpadumu.

B cratbe [0MKHBI OBITH MPOAHATU3UPOBAHBI, CONOCTABICHBI U
BBISIBJICHBI
Han00JIeeBAKHBIEUTIEPCIIEKTUBHBICHAIIPABICHUAPA3BUTHHAYKU(TIPAKTUKH ),&
e
OTJIEIbHBIXOTpACIEH, ABICHUI,COOBITUI. MaTepHanoIKEHHOCUTHIIPOOIEMHBI
1 XapakTep, JEMOHCTPUPOBATh Pa3jIW4HbIC B3IVISIABI HA Pa3BUTHE HAYYHBIX
(MpakTUYECKUX) 3HaHUH, COAEPKATh BHIBObI, 0000IIEHHMSI, CBOJHBICTAHHBIE.

®damunus, UMs, 0T4ECTBO aBTopa (0e3 cokpaiueHuit). Ilo mpaBomy
kpato, kypcuB (mpupt 14 Times New Roman) (Ha pycckom u
AHTJIMICKOMSI3bIKAX )

JIOJKHOCTB, 3BaHME, YydeHas cTeneHb. [lo  mpaBomy  Kpato,
kypcuB(mpudt 14 Times New Roman) (Ha pycckoM U aHTTIMHCKOMSI3bIKAX )

[TonHOoe Ha3BaHME OpraHU3alllU - MECTO PabOThl Ka)JOro aBTOpa B
UMEHUTENILHOM MaJiexke, cTpaHa, ropoa. Eciiu Bce aBTOpbI cTaThil paboTaIoT B
OJTHOM YUYPEKJIEHUH, MOKHO HE YKa3bIBaTb MECTO PabOTHI KaKJOr0 aBTOpa
OTJEJIBHO U aJipec 3JEKTPOHHOM moutkl. [lo mpaBoMy kparo, Kypcus (mpudt
14 Times NewRoman).

Haszeanme crareu. Ilo wentpy I[IPOIIMCHBIMU BYKBAMMU,
NOJNY)KUpHbIM,  1mpudtom 14, (Ha  KBIPIBI3CKOM,  pPYCCKOM U
AHTJIMICKOMSI3bIKAX )

Annotarusa. [lo mupune, mnomyxupasiM mpuprom 12 (Ha
KBIPTBI3CKOM, PYCCKOM M aHTJIMHCKOMS3BIKAX )

KimoueBsie cnoBa. [lo mupune, monyxupHbiM mipudTom 12 (Ha
KBIPTBI3CKOM, PYCCKOM M aHTJIMHCKOMS3BIKAX ).

OcHoBHOI1 Tekct HaOupaercs (mpudrom 14 Times New Roman).
CokpallleHHblE Ha3BaHHWA B TEKCTE JOJDKHBI OBbITh paciindpoBaHsl,
Hymepaus GopMysl MPOU3BOIUTCS ClpaBa B KOHIE CTPOKU B KPYIJIBIX
ckoOkax - (1), ccbulkM Ha JWTEpaTypy B KBaJpaTHBIX CKoOkax - [1].

®opmysbl U CUMBOJBI (HEXHUPHBIM MPUPT) B TEKCTE cleAyeT HaOupaTh B
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10.

11.

12.

13.

14.

penakrope popmyn EquationEditor.

Nnmroctpatyu 1 Tabaubl TOKHBI UMETh Ha3BAHMS, 3aKOHUYEHHBIN
BUJl M pacrnojlaraTbCsi IO TEKCTYy HEMOCPEICTBEHHO TMOCIE CCBUIKU.
BolpaBHuBaHMe TaOMUI[ U PHUCYHKOB - MO ILIEHTPY cTpaHuibl. Hazpanus
WUIIOCTPAllUd HE JOJDKHBI BKJIIOYATBCS B IoJie WiUItocTpaumii. Ha3Banwue
WUTIOCTPALMA ¥ TaOJINIL TOJHKHBI ObITh HAOpaHbl C UCIIOJIb30BAaHUEM HIpU(Ta
(Times New Roman12).

Crucok MCHOJIb30BaHHOW JUTEPATYphl, IPUBOAUTCA B aji(paBUTHOM
nopske. COUCOK JIMTEpaTyphbl - B KOHIIE CTaTbU C OTCTYNOM B 1 cM OT
OCHOBHOTro Tekcra. JKenaTelbHO, YTOOBI MOCENHAS CTpPaHULA CTaTbu ObLIa
IIOJIHOCTBIO 3aII0JIHEHHOM.

[IpaBuna odopmiieHuss cTateid MOTYT COBEpUICHCTBOBATHCA B
cootrBeTcTBUM ¢ TpeOoBanusimu BAK KP - cinegurte 3a u3mMeHeHUsIMU Ha
caiite:www.imu.edu.kg, a Tak)Ke B MOCIIEHEM BBIIIEIIIEM HOMEPEKypHaa.

O6bem crtatbu - g0 10-12 crpanun, (ctpanuna - 1836 3HaAKOB),
BBINIOJIHEHHBIX B opmaTe A4, CO CCBUIKOW Ha JIMTEpPaTypy; 00beM KpPaTKHX
cOOOmIeHU - 5 cTp., 0030pHBIX W MpoOJIeMHbIX cTaTed - 18-20 cTpanwil,
BKJIFOYAsl CIIMCOK JIMTEpaTypbl. JlaTOW NOCTYIUIEHUS PYKOIMCH CUYUTAETCS
J€Hb TOJY4YEHHs pPENaKUueldl OKOHYATEIbHOTO BapHaHTA CTaTbH, IIOCIE
UCIIpaBJICHUS] 3aMEUaHUM pELEH3E€HTa M OTBETCTBEHHOIO PEAaKTOpa.
Pykonmcu crarent penakuus He Bo3Bpamaer. CTaTeu B IIEYaTHOM BUAE B 2-X
AK3EMIUISIPAaX M Ha JIEKTPOHHBIX HOCUTEIIIX HANpaBATh no aapecy: 720000,
yi. Awnkapa, 1/17, oraen Hay4yHO- HMHHOBAIlMOHHOM pabOThl M MO e-
mail:sh.sulaimanov.omokb @ gmail.com.

Ha crpaHnnax >xypHajla NpEaIoyiaraeTcs pa3MelIeHUE PEKIaMbl O
MEIUIMHCKUX W O3JOPOBUTEIBHBIX  OpPraHM3alUsAX, CBEJIECHUH O
JIEKapCTBEHHBIX
npenaparax,u3eausaxmMeIMInHCKoiTeXHuku. I loBonpocypazmenieHusipexiam
bl B JKypHaje M BO3HUKAIOIIMM BOIPOCAM OOpaliaTbCcsi B PEAKOJIIETHIO
xkypHana: CymaiimanoB IllaitupOex AnubaeBuu (TJIaBHBIA PETAKTOP): €-
mail:sh.sulaimanov.omokb@gmail.com, AmueB Menep CamyauHOBHY
(OTBETCTBEHHBIN ceKpeTaph peakosuieruu): e-mail:meder.ali@mail.ru, Ten.:
0777 190068, 0552 909975, MMV, kabunet Ne305.
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