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Despite major progress in the fi eld of infl ammatory bowel diseases (IBD) geneti cs, it can not 
explain the dramati c increase in IBD prevalence in recent decades. There are strong lines of 
evi dence that epidemiologic risk factors play an important role. Smoking has been consistently 
associated with risk of Crohn’s disease (CD) and smoking cessati on a risk factor for ulcerati ve 
coliti s (UC), appendectomy diminishes risk of UC. The role of other environmental factors such 
as diet, oral contracepti ves, domesti c hygiene, vaccinati on, breast feeding, physical acti vity is 
controversial.
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Crohn’s disease (CD) is a chronic disabling and destructi ve disease. Despite use a new thera-
peuti c modaliti es, including immunosuppressants and biologic agents, more than half of CD 
pati ents require surgery within 10 years aft er diagnosis. Unfortunately, surgical resecti on is not 
currati ve procedure and postoperati ve recurrence sti ll remains a signifi cant clinical problem. 

Ileo-colonoscopy using a Rutgeert’s endoscopic score is a gold standard to diagnose early re-
currence of CD aft er operati on. It should be done within the fi rst year aft er resecti on where 
treatment decisions may be aff ected. The role of wireless capsule endoscopy has to be clari-
fi ed in the next future, but it seems to be potenti ally promising approach. Transabominal ultra-
sonography and contrast-enhanced sonography are non-invasive alternati ve tools for iden-
ti fying postoperati ve CD recurrence. Computed tomography enterography (CTE) has a same 
diagnosti c accuracy as ileo-colonoscopy using mucosal enhancement, wall thickness, “comb-
signs”, anastomoti c stenosis and fi stulati on, but generally is not recommended due to ionising 
radiati on exposure. Magneti c resonance imaging enterography (MRE) is a low invasive dia-
gnosti c method emerging as alternati ve tool for identi fying of postoperati ve CD recurrence. 
It was proved that MRE fi nding predicts a clinical postoperati ve CD recurrence over two post-
operati ve years. Laboratory biomarkers such as fecal calprotecti n and(or) lactoferin showed 
promising results, but at the moment they are not recommended to routi nely diagnose of 
postoperati ve CD recurrence. 

Two recent meta-analysis have shown, that mesalazine is only slight eff ecti ve for the preven-
ti on of postoperati ve CD recurrence, with NNT (number needed to treat) = 8–12. Meta-analy-
sis reported 30 years ago revealed that sulfasalazine had no benefi t in preventi on of CD relaps. 
The same result was published with regard on budesonide effi  cacy. Anti bioti cs (metronidazole, 
ornidazole) were recognized to be more eff ecti ve than placebo in preventi ng both clinical end 
endoscopic CD recurrence but the eff ect was not sustained beyond 12 months. Thiopurines 
are modest eff ecti ve to prevent postoperati ve clinical and endoscopic CD recurrence with 
NNT = 8. The clinical problem is a higher rate of adverse events leading to drugs withdrawal. 
The most promising drugs seems to be anti -TNF agents which dramati cally decrease a postop-
erati ve CD recurrence in selected pati ents. It has to be confi rmed by larger randomized trials 
(POCER;PREVENT).

We have only three clinical trials focus on treatment of postoperati ve CD recurrence. Azathio-
prine 2.0–2.5 mg/kg was proved to be more eff ecti ve than mesalazine (4 g daily) in treati ng 
endoscopic postoperati ve recurrence. It was documented that treatment of endoscopic CD 
recurrence by infl iximab was more eff ecti ve than azathioprine or mesalazine. The complete 
mucosal healing aft er one year of therapy was detected in 38 % infl iximab group vs 13 % 
azathioprine group vs 0 % in mesalazine group respecti vely. In additi on, no clinical relaps was 
observed with infl iximab, whilst 38 % and 70 % of pati ents recurred in the azathioprine and 
mesalazine groups respecti vely.



The current approach to pati ents those underwent intesti nal resecti on surgery due to CD 
should be based on the strati fi cati on of risk of recurrence. The risk factors represent: acti ve 
smoker; penetrati ng behavior of CD; perianal lesions; prior intesti nal resecti on; extensive small 
bowel disease. Pati ents without risk factors no therapy, or mesalazine might be considered. If 
one risk factor is present, the thiopurins and anti bioti cs can be chosen. In pati ents with two 
end more risk factors anti -TNF agents therapy is indicated. 
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Laboratory studies – one of the areas of diagnosis of chronic infl ammatory bowel disease. 
Laboratory studies allow an objecti ve assessment of disease acti vity, avoid invasive endoscopic 
procedures. The main laboratory markers of diagnosis of chronic infl ammatory bowel disease 
are the erythrocyte sedimentati on rate, C-reacti ve protein, white blood cells, platelets, calpro-
tecti n, lactoferrin. Unfortunately, not all laboratory markers are specifi c. Meta-analysis in 2010 
showed high sensiti vity and specifi city of fecal calprotecti n in the diagnosis of chronic infl am-
matory bowel disease. Based on own studies noted a direct correlati on between the level of 
fecal calprotecti n and severity of Crohn’s disease with moderate to severe disease, fecal cal-
protecti n levels in Crohn’s disease is largely dependent on the acti vity of the disease, but not 
on its prevalence, noted the signifi cant correlati on between the endoscopic and histological 
parameters of acti vity and the level of fecal calprotecti n.

Conclusion: The level of fecal calprotecti n in pati ents chronic infl ammatory bowel disease 
signifi cantly correlated with the acti vity of infl ammati on, according to the established endo-
scopic and histological criteria, which gives reason to use it as a diagnosti c marker of acti ve 
infl ammati on in the intesti ne.
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Therapy for infl ammatory bowel disease (IBD) is a rapidly evolving fi eld with the many new 
biological agents under investi gati on likely to change therapeuti c strategies in the future. The 
general approach for treati ng IBD must consider the degree of acti vity, locati on, and behavior 
of the disease, including its course, response to previous medicati on, side eff ects of medica-
ti on and possible presence of extraintesti nal manifestati ons.

The advent of biological therapies (BT) has initi ated a new therapeuti c area for the treatment 
of IBD, especially for the pati ents with corti costeroid-dependent, corti costeroid-refractory or 
fi stulizing disease. New biological agents not only control symptoms but may also alter the 
natural history of the disease. The main goals of BT include the rapid inducti on of clinical 
remission, the maintenance of steroid free clinical remission, the healing of mucosal lesions, 
improvements in health-related quality of life and a reducti on in both the need for surgery and 
hospital stay.

The current biological drugs include infl iximab, adalimubab and certolizumab pegol, which are 
directed against tumor necrosis factor alfa (TNF alfa) and pro-infl ammatory cytokine that plays 
a central role in the pathogenesis of IBD and natalizumab, an anti -integrin anti body.

Future clinical studies should address effi  cacy, safety and cost eff ecti veness of BT for IBD and 
should provide the necessary informati on to take maximum advantage of these new therapies.
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Background: Gastropathy represent a disparity of gastric mucosal characterized by sub-epi-
thelial bleeding and erosion. NSAID-gastropathy can be induced by non steroidal anti -infl am-
matory drugs, including aspirin (aspirin-gastropathy) with or without various endoscopical 
signs and symptoms.

Aims: To investi gate clinical and endoscopical parallels in Low Dose Aspirin Gastropathy and
the eff ecti vity of rebamipide in treatment of aspirin-induced gastropathy with endoscopical 
signs characterized as sub-epithelial petechiae and erosions and clinical symptoms of dyspep-
sia characterized by epigastric pain, heartburn, nausea, vomit, fullness, and anorexia. 

Methods: This study was enrolled from to June 2011 to January 2012 with 45 subjects who 
were recruited from outpati ent and inpati ent clinic in Insti tute of Cardiology and Internal Dis-
eases in Almaty. Endoscopic examinati on was performed twice in every pati ents Before and 
aft er treatment.

Results: There was no parallels between clinical and endoscopic fi ndings in A-gastropathy. 
About 43 % of pati ents with A-gastropathy have no clinical symptoms. 
There was an improvement of endoscopical signs and gradati on of gastropathy and clinical 
symptoms aft er 2 weeks rebamipide treatment. 
There was no side eff ect of administrati on of rebamipide.

Conclusion: Endoscopy must be a necessary procedure in A-gastropathy diagnosti cs in pa-
ti ents receive low dose aspirin.
Rebamipide as eff ecti ve co-medicati on in aspirin treatment to improve the endoscopical signs 
and clinic symptoms and in the safe of aspirin induced gastropathy.
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The small bowel (SB) has been defi ned for a long ti me as the “black box” of the gastrointesti -
nal system due to its diffi  cult and incomplete examinati on. Enteroscopy and radiologic stud-
ies (small-bowel follow-through, enteroclysis, nuclear bleeding scans and angiography) have 
a low diagnosti c yield and complete endoluminal examinati on was unti l recently only possible 
with intra-operati ve endoscopy. The introducti on of capsule endoscopy (CE) in 2000. present 
a signifi cant advance in the imaging of the SB and dramati cally changed the management and 
surveillance in pati ents with suspected SB lesions. Over the past decade many indicati ons have 
been approved for the use of CE.

In last few years many prospecti ve studies have been published on the role of the CE in de-
tecti ng SB lesions in pati ents with suspected or known Crohn’s disease (CD). Results of these 
studies have been shown the superiority of the CE in comparasion with other diagnosti c mo-
daliti es (even CT and MR enteroclysis). CE is superior in detecti ng mucosal lesions, whereas 
CT and MR enteroclysis are bett er in detecti ng transmural and extraintesti nal manifestati ons 
of CD. Among pati ents with established CD, CE may be used to determine the extent and se-
verity of the SB involvement, post-operati ve recurrence, post-therapy mucosal healing and 
wheather acti ve SB lesions exists in the clinical setti  ng of functi onal bowel disorder. In pati ents 
with unclassifi ed coliti s, CE is useful in disti nguish between ulcerati ve coliti s (UC) and CD. The 
role of CE in UC is limited, some authors advocate CE before colectomy for refractory cases, in 
pati ents with unexplained anemia or abdominal symptoms, in order to exclude CD.

CE is well tolerated, complicati ons are rare and include capsule retenti on at strictures. The 
new “patency capsule” is available and can diminish that problem, especially in pati ents with 
symptoms suggesti ng SB obstructi on.
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Despite the fact that high att enti on is currently paid to biologicals and other new molecules, 
conventi onal drugs sti ll represents a cornerstone of medical therapy in pati ents with ulcerati ve 
coliti s (UC). Many data indicates that eff ecti veness of medical treatment is closely associated 
with pati ent’s adherence, which can be increased by several means. Pati ents should be ap-
propriately informed about benefi ts and risks of therapeuti c opti ons, and discussion between 
att ending doctor and the pati ents should be a permanent process. Physicians have nowadays 
enough data supporti ng a decrease of number of daily doses of mesalazine, conti nuing topical 
(rectal) therapy even during maintenance phase, or commencing immunosuppressive therapy 
also in pati ents with UC. Pati ents with procti ti s or left -sided coliti s oft en benefi t from combined 
topical plus oral administrati on of mesalazine, which should be given in appropriate doses. 
Although infl iximab has been found eff ecti ve in treatment of pati ents with severe, steroid-re-
fractory UC, there is sti ll a place also for cyclosporine A, especially in pati ents who are naïve to 
thiopurines. Some data also indicates that cyclosporine may be more effi  cious in pati ents with 
most severe or fulminant att acks of UC. Pati ents with UC, especially those treated with immu-
nosuppressively acti ng drugs, may suff er from infecti ous complicati ons such as cytomegalovi-
rus or Clostridium diffi  cile infecti on. Correct and ti mely diagnosis of such complicati ons leads 
to proper therapy, which may prevent these pati ents from administrati on of more aggressive 
(and thus more risky) medical therapy (eg. biologicals). Finally, gastroenterologists should sti ll 
keep in mind that UC may be cured by surgical therapy, although this can be associated with 
other potenti al problems for the pati ent. 
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Colonoscopy plays crucial role in the management of pati ents with infl ammatory bowel dis-
ease. It’s obvious role in the diagnosis, diff erenti al diagnosis, endoscopic acti vity assessment, 
localizati on of diseased areas, therapy of strictures and surveillance to avoid cancer develop-
ment has been known for a long ti me. Recently additi onal role helps in obtaining proofs of 
so called “deep remission” following biological therapy. Evaluati on of IBD pati ents requires 
knowledge of available classifi cati ons for both ulcerati ve coliti s and Crohn’s disease. Ileoscopy 
is currently an imperati ve of colonoscopic evaluati on. During treatment – the mucosal healing 
should be assessed as exactly as possible; endoscopy has also become necessary in the post-
operati ve period in Crohn’s disease pati ents to help further management decisions. Oncologic 
surveillance is currently well defi ned with availability of therapeuti c opti ons.  
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Aims: Study of intesti nal biocoenosis in pati ents with fatt y liver disease (FLD). 

Methods: 31 pati ents with FLD (steatosis and nonalcoholic steatohepati ti s (NASH)) in age 
18–57 (mean 41,3 ± 5,4 years), 19 female and 12 male, were included in investi gati on. Clini-
cal and biochemical examinati on, microbiological investi gati on of intesti nal biocoenosis were 
done. The structure of symbiosis was detected with constancy index of diff erent taxons. All 
taxons divided into permanent (С < 50 %), additi onal (25 % < C < 50 %) and random (С < 25 %). 

Results: In all pati ents with FLD we observed abdominal painful syndrome and fl atulence of 
diff erence intensity, which makes up 2,3 ± 0,25 и 2,2 ± 0,2 points respecti vely. In 19 pati ents 
(61,3 %) pains associated with consti pati on, and in 12 ones (38,7 %) – with diarrhea. We re-
vealed disbacteriosis of 2 degree in 14 pati ents (45,2 %) and 3 degree in 7 pati ents (22,5 %). 
Dominant type of microfl ora of pati ents with FDL are facultati ve – anaerobic bifi dobacteria and 
lactobacteria (С = 85,4 % и 77,4 % respecti vely), obligate-anaerobic bacteroides (С = 63,5 %), 
anaerobic Escherichia Coli with high index constancy (С = 90,5 %) against healthy people – 
bifi dobacteria and lactobacteria (С = 100,0 %, С = 100,0 %, respecti vely), Escherichia Coli 
(С = 100,0 %) and bacteroides (С = 65,0 %). Besides that we noti ced conditi onal pathogenic mi-
croorganisms enterococcus (С = 57,6 %), fungi Candida (С = 55,5 %) only in pati ents with NASH. 
The intensity of dysbiosis in pati ents with NASH was more signifi cant than ones with steatosis. 

Conclusion: In pati ents with NASH we revealed considerable changes of intesti nal microfl ora, 
which can cause of endotoxicosis. 
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Microscopic coliti s is classifi ed as mild infl ammatory bowel disease. There are two subtypes 
of microscopic coliti s: lymphocyti c and collagenous. The epidemiology is underesti mated due 
to clinical similarity to functi onal diarrhea without histopathological verifi cati on of the diag-
nosis. Microscopic abnormaliti es in colonic mucosa with normal endoscopic and radiologic 
examinati on of the colon are typical for that enti ty. The incidence – regarding diff erent data 
– is esti mated to be 10 to 20 % of cases with refractory diarrhea. The clinical course is similar 
in both subtypes of the disease; the histopathological criteria of a diagnosis are diff erent. The 
pathognomonic feature in collagenous coliti s is thickened subepithelial collagenous band; in 
lymphocyti c coliti s – the increased number of intraepithelial lymphocytes. 

The fi rst-line treatment are anti diarrheal drugs (e.g.: loperamid, immodium), 5-aminocal-
icylates derivati ves, cholestyramine or bismuth salts. The steroidotherapy (budesonid) is 
a good choice in severe cases; in steroid resistant cases – immunosuppressant drugs are used 
(azati oprine or 6-mercaptopurine). The risk of gastrointesti nal neoplasia in these pati ents 
doesn’t seem to be increased in comparison with general populati on.
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Aim. To carry out research of effi  ciency combinati on therapy of proton pump inhibitor + urso-
deoxycholic acid (Ursosan) with effi  ciency of proton pump inhibitor monotherapy in case of 
pati ents with Barrett ’s esophagus and erosive esophagiti s. 

Methods. We performed prospecti ve (5 years), open, randomized study for comparison of ef-
fi ciency combinati on therapy of proton pump inhibitor + ursodeoxycholic acid (Ursosan) with 
effi  ciency of proton pump inhibitor monotherapy in case of pati ents with Barrett ’s esophagus 
and esophagiti s in pati ents over 60 years of age. The method of “closed envelope” pati ents 
were divided into two groups. Group A including 31 pati ents (15 men, 16 women, middle age 
67.2 years) and group B – 31 pati ents (17 men, 14 women, middle age 66.6 years). Pati ents 
of group A taking PPIs (omeprazole) 40 mg/day. Pati ents of group B received a combinati on 
of omeprazole 40 mg/day and UDCA (Ursosan) an average dose of 10 mg/kg/day. Group A in-
cluded 21 pati ents with cholelithiasis, group B – 22 pati ents with cholelithiasis. The diagnosis 
of Barrett ’s esophagus verifi ed by histological examinati on of biopsy samples from the lower 
third of the esophagus. Degree of esophagiti s intensity has been defi ned according to Los An-
geles Classifi cati on [Lundel L.R., et al., 1999]. 

Clinical examinati on of pati ents has been carried out 3 ti mes a year, ultrasound investi gati on 
of liver – once a year, endoscopic examinati on – once a year, diagnosti cs of morphological 
changes in esophagus mucous has been conducted prior to beginning of the examinati on, in 
3 years and in 5 years from beginning of the examinati on. 24-hour pH monitoring of esophagus 
and impedancemetry have not been used in the work.

Results. Aft er 5 years of treatment in group A determinati on of the frequency of Barrett ’s es-
ophagus decreased from 100 % to 93.5 % (p = 0.15), while in group B – from 100 % to 67.7 % 
(p < 0.001). In this case the fi nal results of the treatment groups diff ered in the surveyed also 
signifi cantly (p = 0.01). Frequency of heartburn aft er 5 years of therapy in group A decreased 
from 77.4 % to 35.5 % (p = 0.001), in group B – with 80 % to 13.3 % (p < 0.001). The frequency 
of diagnosis of erosive esophagiti s decreased aft er 5 years of therapy from 80.6 % to 51.6 % in 
group A (p = 0.016) and from 86.7 % to 16.7 % in group B (p < 0.001). 

Conclusion. Combinati on of PPI with UDCA in the treatment of Barrett ’s esophagus and ero-
sive esophagiti s is more eff ecti ve than monotherapy with PPIs.
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Autoimmunity is a very complex phenomenon comprising both the physiological and patho-
physiological immune reacti vity. Based on the classical paradigma, autoimmune immuno-
pathological reacti on is induced in geneti cally predisposed individuals exposed to precipitati ng 
harm factors, e.g. of infecti ous origin, but in clinical situati on largely of unknown origin. The 
central role in this classical view is given to autoreacti ve T cells which are not deleted dur-
ing intrathymic inducti on of self tolerance. However, this concept which is fi rmly proved by 
numerous in vitro and in vivo experiments, is poorly reiterated in the clinical presentati on of 
autoimmune diseases in humans.

There is a substanti al shift  in our understanding of the functi on of immune system nowadays. 
Specifi c immunity “self, non-self” recogniti on is enriched by the overwhelming evidences that 
the fundamental acti viti es of the immune system are based on innate immunity which is able 
to discriminate between “safe” and “danger”. In short, “danger” is all signals which either di-
rectly or indirectly disturb homeostasis, whereas “safe” signals are not infl uencing homeosta-
sis. Danger signals of both exogenous origin (e.g. microbial PAMPs) or endogenous danger as-
sociated molecular patt erns (DAMPs) are recognized by the limited set of evoluti onary highly 
conserved surface or intracellular molecules designated as patt ern recogniti on receptors 
(PRRs). Danger patt ern recogniti on is followed by the assembly of signaling complexes, such as 
signalisomes and (or) infl ammasomes, which are in the end responsible for proinfl ammatory 
acti viti es. Danger molecules are internalized by the innate immunity cells, most eff ecti vely by 
dendriti c cells. Subsequently these molecules are processed and presented in the context of 
HLA molecules to specifi c T cells.

There is the loss of the fi rm borderline between autoimmunity and immunopathology. Rather, 
it seems apparent now that the formerly autoimmune diseases involving gut are associated 
with the presence of DAMP which are induced by numerous variables including abnormal pat-
terns of cell death, such as necrosis, pyroptosis or autophagy; oxidati ve stress; accumulati on 
of structurally impaired molecules and (or) organells or persisted presence of intracellularly 
localized microbial PAMPs. In the end of this process is the fail in the homeostati c regulati ons, 
including abnormal acti viti es of regulatory subsets of T cells; e.g. Treg, TH17 and abnormiti es 
in both innate and mucosal immunity in pati ents suff ering from immunopathological diseases 
of gut.
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ENTERIC ANTIBODIES AND GUT MOTILITY DISORDERS
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There is increasing evidence that a great number of gastrointesti nal moti lity disorders are asso-
ciated with the presence of circulati ng anti bodies. These anti bodies are produced against vari-
ous molecular targets. This anti bodies are known as anti -neuronal nuclear anti body (ANNA-1, 
anti -Hu) and associated with paraneoplasti c moti lity disorders. Also in literature there is evi-
dence that the presence of disti nct auto-anti body profi les is associated with non-paraneoplas-
ti c moti lity disorders. 

The diagnosis of a paraneoplasti c dysmoti lity requires the onset of gastrointesti nal dysmoti lity 
associated with the presence of a tumor and specifi c serum anti bodies. This specifi c serum 
anti bodies include ANNA-1 (anti -Hu), calcium channel anti bodies, anti bodies against neuronal 
nicoti nic acetylcholine receptors, anti striati onal autoanti body, potassium channel autoanti -
bodies Purkinje Cell Cytoplasmic Autoanti body, type 1 (PCA1) etc. 

Anti bodies associated with paraneoplasti c dysmoti lity (type 1 anti neuronal nuclear anti body 
ANNA-1) recognize the nuclear protein Hu which belongs to a family of conserved RNA binding 
proteins that includes HuC, HuD, HuR and Hel-N1. Those proteins are expressed in the neurons 
of the central, peripheral and enteric nervous system. The tumors that may express ANNA-1 
include breast, prostate, ovarian carcinomas, lymphomas and small cell lung cancer with as-
sociated paraneoplasti c gastrointesti nal dysmoti lity. 

Type 2 of anti neuronal nuclear anti bodies (ANNA-2 or anti -Ri) is expressed in neurons of the 
central nervous system, small cell lung cancer and some breast cancer cells. Usually they are 
associated with neurological symptoms from midbrain, brain stem, cerebellar or spinal cord 
dysfuncti on. But ANNA-2 has not been associated with gastrointesti nal dysmoti lity. 

There are disti nguished various possible pathogenic mechanisms of paraneoplasti c dysmoti l-
ity. Among them are an impair of the ascending excitatory refl ex by anti -Hu anti bodies, an 
enteric neuronal degenerati on, anti  HuD induced apoptosis and mitochondrial dysfuncti on 
leading to subsequent neuronal injury. 

Paraneoplasti c dysmoti lity can be shown as pseudoachalasia, paraneoplasti c gastroparesis, 
paraneoplasti c chronic intesti nal pseudoobstructi on and chronic consti pati on. 

Treatment of paraneoplasti c dysmoti lity includes a treatment of the underlying primary ma-
lignancy. Also nutriti onal support either enteral or parenteral, adequate hydrati on, use of pro-
kineti cs, treatment of complicati ons such as bacterial overgrowth should be performed. High 
dose of IV steroids for 3 days and if there is a clinical response switch to 6-mercatopurine or 
azathioprine should be prescribed. But, there are no eff ecti ve treatments available for para-
neoplasti c dysmoti lity. 

Clinical presentati on of a non-paraneoplasti c dysmoti lity syndrome associated with circulat-
ing anti bodies consists of achalasia, GERD, IBS and chronic intesti nal pseudoobstructi on. In-



fecti on, geneti c predispositi on, spontaneous neurodegenerati on and autoimmune mediated 
ganglion destructi on are defi ned as eti ological factors of achalasia.

According to our data, among pati ents with chest pain pathology of upper GI as its reason, 
was revealed in 90,6 % of pati ents. GERD, achalasia, esophageal spasm were observed as main 
reasons of the chest pain.

All cases of extension of serum level of NO metabolites were observed in pati ents with a GERD, 
meanwhile extension of level of NO metabolites wasn’t observed in pati ents with an achalasia 
and primary esophageal spasm (р < 0,01). 

Reducti on of serum level of NO metabolites was registered in pati ents with an achalasia. Also, 
reducti on of NO metabolites was observed in pati ents with GERD combined with secondary 
esophageal spasm (р < 0,05). Reducti on of serum level of nitrites/nitrates in comparison with 
group of healthy subjects was noted in pati ents with esophageal spasm.

Serum level of NO metabolites was revealed close to normal values in pati ents with the fi rst 
type of achalasia (р < 0,05).



CELIAC DISEASE – A DIFFERENT VIEW 
AT THE EFFECTS OF GLUTEN-FREE DIET 
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Introducti on: The celiac disease (CD) was also called primary malabsorpti on syndrome in the 
past. It can rebound at any age and despite its original ti tle, it does not have to be manifested 
with malabsorpti on. The only known eff ecti ve treatment of celiac disease is gluten free diet, 
therefore since 2005 certain gluten-free products in Slovakia are available in pharmacies with 
a prescripti on. 

Aims and methods: The main focus was on what proporti on of diagnosed pati ents with CD 
are overweight or obese, and how gluten free diet aff ected BMI, because the gain of weight 
could negati vely aff ect future morbidity of overweight or obese pati ents. We also considered 
the implementati on of the legislati ve act that enabled doctors to prescribe certain gluten free 
foods that could be parti ally covered by health insurance, and further focused at the benefi t 
of this new law. The survey was made as a retrospecti ve evaluati on of 153 pati ents with his-
tologically proven celiac disease and a simple questi onnaire evaluati ng how the availability of 
certain gluten-free foods through doctor’s prescripti on infl uenced their diet adherence. 

Results: We confi rmed the assumpti on that only a relati vely small porti on of the pati ents 
(21.8 %) had their BMI at the level of malnutriti on and a good porti on (14.5 %) suff ered from 
being overweight or obese. A stati sti cally signifi cant increase of BMI was only confi rmed in the 
case of pati ents with initi ally low or normal BMI, not in the case of pati ents with excess weight 
or obesity. We compared the adherence to gluten free diet in the group of pati ents that were 
diagnosed before the implicati on of the health insurance coverage of gluten free foods, to the 
group of pati ents diagnosed while this opti on was available. However, there was no stati sti -
cally signifi cant diff erence between these two groups (80.1 % vs. 88.1 %) of pati ents within our 
stati sti cal sample.



IgG4-RELATED SCLEROSING CHOLANGITIS

Petr DÍTĚ

Academic Center for Gastrooncology, Medical Faculty Ostrava, Czech Republic

IgG4 is a new clinical pathological enti ty which is characterised by high plasmati c level of IgG4 
and massive infi ltrati on of the ti ssue by globulin G4. Besides this a typical fi nding is the ti ssue 
infi ltrati on of T-lymphocytes by obliterati ve phlebiti des. 

The salivary and lacrimal glands, lungs, kidneys, prostate, retroperitoneal connecti ve ti ssue 
and biliary system can be aff ected. The most frequent is autoimmune pancreati ti s. Diagnos-
ti cs, besides above menti oned markers, is in parti cular histopathological. In the case of the 
autoimmune form of pancreati ti s and IgG4 sclerosing cholangiti s the use of imaging methods 
is indicated, including ERCP! IgG4 – related infl ammati on of extrapancreati c organs without 
pancreati c involvement have been also reported.

IgG4 SCLEROSING DISEASES – CLINICOPATHOLOGICAL FINDINGS

PANCREAS AUTOIMMUNE PANCREATITIS

BILE DUCT IgG4 RELATED SCLEROSING CHOLANGITIS

GALLBLADDER IgG4 RELATED SCLEROSING CHOLANGITIS

SALIVARY GLAND IgG4 RELATED SIALADENITIS

RETROPERITONEUM IgG4 RELATED RETROPERITONEAL FIBROSIS

KIDNEY IgG4 RELATED TUBULOINTERSTIAL NEPHRITIS

LUNG IgG4 RELATED INTERSTITIAL PNEUMONIA

PROSTATE IgG4 RELATED PROSTATITIS

Infl ammatory pseudotumors (liver, lung, hypophysis) may be part of this disease. 

Corti coids are on the fi rst place in the treatment of this group of diseases; their eff ect can be 
expected in approximately 90 % of treated pati ents. The diagnosti cs of these diseases as well 
as diff erenti al diagnosti cs of malignity are completely fundamental and in their consequences 
they prevent e.g. non-indicated and dispensable surgical treatment. 











AUTOIMMUNE HEPATITIS

Vladimir T. IVASHKIN

I. M. Sechenov First Moscow State Medical University, Russian Federati on

Autoimmune hepati ti s (AIH) is a generally unresolving infl ammati on of the liver of unknown 
cause. A working model for its pathogenesis postulates that environmental triggers, a failure 
of immune tolerance mechanisms, and a geneti c predispositi on collaborate to induce a T cell-
mediated immune att ack upon liver anti gens, leading to a progressive necroinfl ammatory 
and fi broti c process in the liver. Onset is frequently insidious with nonspecifi c symptoms such 
as fati gue, jaundice, nausea, abdominal pain, and arthralgias at presentati on, but the clinical 
spectrum is wide, ranging from an asymptomati c presentati on  to an acute severe disease. The 
diagnosis is based on histologic abnormaliti es, characteristi c clinical and laboratory fi ndings, 
abnormal levels of serum globulins, and the presence of one or more characteristi c autoanti -
bodies.

The diagnosti c criteria for AIH and a diagnosti c scoring system were codifi ed by an interna-
ti onal panel in 1993 and revised in 1999. The clinical criteria for the diagnosis are suffi  cient 
to make or exclude defi nite or probable AIH in the majority of pati ents. The revised original 
scoring system was developed as a research tool by which to ensure the comparability of 
study populati ons in clinical trials and can also be applied in diagnosti cally challenging cases 
not readily captured by the descripti ve criteria. The treatment response is graded in the re-
vised original scoring system, and a score can be rendered both before and aft er treatment. 
Diff erences between a defi nite and probable diagnosis of AIH by the diagnosti c scoring system 
relate mainly to the magnitude of serum IgG elevati on, ti ters of autoanti bodies, and extent of 
exposures to alcohol, medicati ons, or infecti ons that could cause liver injury. 

Two types of AIH have been recognized based on serological markers, but have not been es-
tablished as valid clinical or pathological enti ti es. A proposed third type (type 3) has been 
abandoned, as its serologic marker (anti -SLA) is also found in type 1 AIH and in type 2 AIH. Type 
1 AIH is characterized by the presence of ANA, SMA or both, and consti tutes 80 % of AIH cases. 

Two treatment regimens are equally eff ecti ve in severe AIH. Prednisone alone (60 mg daily) 
or a lower dose of prednisone (30 mg daily) in conjuncti on with azathioprine (50 mg is usually 
used in the United States or 1–2 mg/kg body weight, which is widely used daily in Europe). 
Prednisone may be tapered down to an individual level suffi  cient to maintain a remission 
from 20 mg daily onward, reducti on should be done by 5 mg every week unti l 10 mg/day are 
achieved and even further reducti on by 2.5 mg/week have been considered up to 5 mg daily. 
The maintenance regimen is then conti nued unti l resoluti on of the disease, treatment failure, 
or drug-intolerance.











PERCUTANEOUS TRANSHEPATIC CHOLANGIOGRAPHY 
AND DRAINAGE OF BILIARY DUCTS IN PATIENTS 

WITH JAUNDICE AND ACUTE CHOLANGITIS
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Abstract
Background: Percutaneous transhepati c cholangiography (PTC) is a diagnosti c method which 
consists in applying a thin needle (called Chiba) through the skin and liver parenchyma to 
the intrahepati c bile ducts and subsequent applicati on of contrast agent that displays biliary 
system and enable the identi fi cati on of pathological changes. PTC followed by therapeuti c in-
terventi on, most external or combined biliary drainage ducts (PTD). It is indicated in pati ents 
with obstructi ve jaundice in inoperable biliary tract tumors, in cases where it is unsuccess-
ful or impossible endoscopic retrograde cholangiography (ERC). Less common indicati ons are 
benign bile duct strictures (especially hepati cojejunoastomosis) and planned cholangioscopy. 
The success of the exercise is given between 80 to 100 %, partly depending on the presence 
of dilatati on of the intrahepati c bile ducts. Complicati ons in PTC occur in 5 % in the PTD 10 to 
20 %, mortality is 1–3 %. 

Pati ents and method: Between 2007–2011 were performed 222 PTC–PTD in 138 pati ents, 
69 men and 69 women. In more than 70 % of pati ents was indicati on of inoperable malignant 
biliary obstructi on with or without acute cholangiti s, where was unsuccesful ERCP (the most 
frequent hilar cholangiocarcinoma and carcinoma of the head of pancreas. From benign biliary 
strictures most frequent was obstructi on of hepati cojejunoanastomosis. 

Results: The success rate of PTD was 94.15 %. Minor complicati ons were observed in 9.0 %, 
severe in 2.1 % (including 1 exitus). 

Conclusions: Based on clinical success and risk of complicati ons, date from literature and own 
experience we can conclude, that the PTC and PTD are valuable methods in therapy of obstruc-
ti ve jaundice and acute cholangiti s when ERCP is impossible or unsuccessful.



THE GERONTOLOGICAL ASPECTS 
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The ageing of the Uzbek populati on in many respects defi nes importance and necessity study-
ing the gerontologic problems. Persons of elderly and senile age have enough big and burden 
list of diseases demanding of daily recepti on on the average to 6 preparati ons of a diff erent 
orientati on which as a result of the pharmacokineti cs and pharmacodinamycs infl uence a con-
diti on of a gastroenteric path. In this connecti on the urgency of research of character and fre-
quency of defeat of the top fl oor of a digesti ve path at persons of elderly and senile age does 
not raise the doubts.

Materials and research methods. We had been carried out the analysis clinical-gastroezofageal 
researches of 85 persons of advanced age (60–75 years). Visual inspecti on was spent by what 
showed complaints illnesses of bodies of digesti on specifying in presence.

Results of research have shown, that received EFGDS-data testi fy to considerable morpho-
logical changes on all extent gullet-gastroduodenal zones. So GERB 1 items it is diagnosed for 
34,5 % and GERB 2 items at 16,4 % which are caused by a hernia of gullet diaphragm apertures 
– 13,7 %, diverti cular desease – 2,7 %, expansion of veins of a gullet 1 items – 5,5 of %. It was 
specifi ed In a normal conditi on of a mucous membrane of a stomach only at 4,1 % surveyed 
whereas changes of mucous 12 rings of a gut it has been revealed at 100 % of cases. Prevailing 
it has appeared total diff use gastriti s – 74 %, at 26,0 % antral gastriti s with erosion mucous of 
membrane defeat. In 12 rings of a gut erosion (15 %) are found out in 78 % surveyed against 
duodenal ulcer, fresh ulcers (4,1 %), deformati on of duodenal guts (22 %). Hp-obsemenyon-
nost it is revealed at 76,7 % of the cases mainly moderated and high degree of acti vity.

Thus, at creati on of rehabilitati on programs for persons of the senior generati on it is necessary 
to include high functi onal defeats of top departments GKT at persons of the senior generati on, 
features of clinical displays of a pathology.



PROTECTIVE EFFECT OF SILDENAFIL 
AGAINST ETHANOL AND ACETALDEHYDE TOXICITY 

IN LIVER CELLS
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Introducti on
Alcohol consumpti on is the major cause of variety metabolic and pathological alterati ons in 
the liver. Ethanol induces liver cells injury, mainly via oxidati ve stress, leading to alcoholic liver 
fi brosis or cirrhosis. 

Aim
The aim of this study was to evaluate the hepatoprotecti ve potenti al of sildenafi l, specifi c in-
hibitor of phosphodiesterase-5 (PDE-5), in HepG2 human hepatoma cells and CFSC-2G rat liver 
stellate cells.

Materials and Methods
Infl uence of sildenafi l on hepatocytes or stellate cells (alone, with ethanol or acetaldehyde) vi-
ability was determined by MTT assay. Cells of both lines were also preincubated with diff erent 
concentrati on of sildenafi l and provoked to “oxygen burst” by ethanol or acetaldehyde; O2

- and 
H2O2 producti on was measured by cytochrome c reducti on or phenol red peroxidati on assay 
respecti vely. Additi onally migrati on assay with stellate cells was performed.

Results
Sildenafi l (1–25 µM) was non toxic alone for hepatocytes and stellate cells regardless of incu-
bati on ti me (24–72 hrs), however, in higher concentrati on used (50–100 µM) was more toxic 
for CFSC-2G than HepG2 cells. Sildenafi l, depending on its concentrati on (1 or 25 µM), signifi -
cantly inhibited O2

- and H2O2 producti on in hepatocytes as well as in stellate cells aft er ethanol 
(50 mM) or acetaldehyde (175 µM) treatment. Moreover, sildenafi l inhibited ethanol- and 
acetaldehyde-induced liver stellate cells migratory acti vity. 

Conclusion
Sildenafi l protects liver cells against ethanol- and acetaldehyde-induced oxidati ve stress and 
silencing ethanol- or acetaldehyde-acti vated stellate cells ability to migrati on.
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Introducti on
Alcohol abuse leads to major pathological disorders in the liver. Following liver injury (e.g. 
in the presence of ethanol) hepati c stellate cells (HSC), the major cell type involved in liver 
fi brosis, undergo acti vati on. Advanced liver fi brosis results in cirrhosis, liver failure, and portal 
hypertension, and oft en requires liver transplantati on.

Aim
The aim of this study was to determine the anti fi broti c potenti al of alpha-ketoglutarate (AKG), 
a key intermediate in the Krebs cycle, in CFSC-2G rat liver stellate cells.

Materials and Methods
Toxicity of diff erent AKG (1–100 mM) concentrati ons was measured using MTT and NR (Neutral 
Red) assays. Infl uence of AKG on proliferati on of CFSC-2G cells was also evaluated with MTT as-
say. Stellate cells were also preincubated with diff erent AKG concentrati ons (10 or 25 mM) and 
then treated with ethanol (10 or 50 mM) or acetaldehyde (75 or 175 µM); superoxide anion 
producti on was measured using cytochrome c reducti on assay. Additi onally wound assay with 
stellate cells was performed, as evaluati on of CFSC-2G acti vati on.

Results
Alpha-ketoglutarate (1–30 mM) was non toxic for CFSC-2G cells regardless of incubati on ti me 
(24–72 h), however, higher concentrati ons (40–100 mM) provoke inhibiti on of proliferati on. 
AKG in both used concentrati ons (10 and 25 mM) signifi cantly decreased an oxygen burst (O2 

-

producti on) induced by ethanol or acetaldehyde. Acetaldehyde alone increased stellate cells 
migrati on more intensively than ethanol. None of used AKG concentrati on alone infl uenced 
stellate cell migratory acti vity. However, presence of AKG (10 and 25 mM) inhibited CFSC-2G 
cells migrati on aft er their acti vati on with acetaldehyde.

Conclusions
Alpha-ketoglutarate protects stellate cells against ethanol- and acetaldehyde-induced oxida-
ti ve stress and inhibits acetaldehyde-acti vated stellate cells migrati on.



LITHOGENICITY OF BILE ANT THE BILIARY TRACT MOTOR 
ACTIVITY AFTER CHOLECYSTECTOMY
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Goal of research: treatment and rehabilitati on procedures increase for cholelithiasis pati ents 
aft er cholecystectomy (CE), biliary insuffi  ciency detecti on and correcti on, biliary pain syn-
drome treatment.

Materials and methods: we observed 45 female pati ents aft er cholecystectomy (performed 
2–17 years before), aged 21–66, who were diagnosed with post cholecystectomy syndrome 
(PCES). All the pati ents went through clinical research, fracti onal minute intubati on, biochemi-
cal screen of bile with lithogenicity indexes defi niti on, dynamic ultrasound investi gati on of 
choledochus and fi beropti c gastroduodenoscopy. Diff erences between parameters were con-
sidered stati sti cally diff erent if p ≤ 0.05.

Results: Fracti onal duodenal intubati on detected indirect signs of duodenal hypertension in 
14 pati ents (A porti on volume and tension increase) (p ≤ 0.05), Oddi’s sphincter insuffi  ciency 
in 24 pati ents, Oddi’s sphincter hypertension in 1 pati ent and the others had normal Oddi’s 
sphincter functi on. Only in 7 pati ents C porti on volume and tension were normal, in the oth-
ers these parameters were substanti ally increased (p ≤ 0.05) over control – 136.5 ± 3.24 ml 
and 34.5 ± 0.92 ml respecti vely. All the pati ents from the RCE group had stati sti cally relevant 
bile acids decrease (p ≤ 0.05), lithogenicity indexes were changed (p ≤ 0.05) to bile lithogenic-
ity increase. During dynamic ultrasound investi gati on of choledochus the choledochus diam-
eter was no more than 8 mm in all the pati ents. Against the background of 3-month Ursosan 
(12 mg/kg of the body mass) and Duspatalin treatment C porti on volume and tension stati sti -
cally relevantly decreased to 57.5 ± 4.78 (p ≤ 0.05).

Conclusion: Thus the acquired data speak about the necessity of the complex treatment for 
cholelithiasis pati ents aft er cholecystectomy. The pharmaceuti cal treatment of the Oddi’s 
sphincter disfuncti on should be aimed at the recovery of smooth muscles normal tonus of the 
Oddi’s sphincter (200 mg of mebeverin hydrochloride 2 ti mes a day aft er 1–3 month from the 
cholecystectomy, and then if needed – for biliary pain syndrome treatment). For hepatocel-
lular dyscholia and biliati on treatment and liver exocrinous functi on normalizati on we recom-
mend taking the ursodeoxycholic acid medicati on Ursosan (10–15 mg/kg of the body mass) 
from 6 months to 2 years with bile lithogenicity control.

Desired form of parti cipati on: report and theses.
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Relevance. Occurrence of hepatobiliary disorders in infants is an obvious fact in the era of en-
vironmental deteriorati on and is associated with acti vati on of agents that cause opportunisti c 
infecti ons. 

Purpose. To evaluate the earliest clinico-laboratorial markers of liver injury in fi rst life-year 
children born in a risk group of perinatal infecti on.

Pati ents and methods. Verifi cati on of viral hepati ti s B, C and TORCH-infecti ons causati ve agent 
was performed through polymerase chain reacti on and ELISA. Desmet scale was taken to eval-
uate the stage of fi brosis. Chi-square calculati ons were used for comparati ve analysis of ob-
served characteristi cs.

Results. Viral hepati ti s B and C (group 1) was diagnosed in 47 children. Group 2 consisted of 
100 pati ents with hepati ti s and markers of TORCH-infecti ons. Children from group 1 were ex-
amined for perinatal introducti on of hepati ti s B and C: HBV was revealed in 5 %, HCV in 27 %, 
genotype 3a in 69 % and 1b in 31 % of pati ents. Viral hepati ti s declared itself by the increase 
of transaminase levels aft er 6 months (p = 0,0005). Children from group 2 showed markers of 
CMV infecti on 55,5 %, ureaplasmosis 2 %, Epstein-Barr virus 1,4 %, mixed-infecti on was veri-
fi ed in 7 % of pati ents. Prolonged jaundice and hyperbilirubinemia was observed in 85 % of 
newborns (p = 0,0005), cytolysis syndrome in 72 % of children aged to 3 months (p = 0,0138); 
66 % of children came up with elevati on of AST level (p = 0,0009), 71 % suff ered from spleno-
megaly (p = 0,0005), anemia in 61 % (p = 0,0005), enterocoliti s in 55 % (p = 0,0014), hypotro-
phy in 42 % (p = 0,0031), posseti ng in 37 % (p = 0,0006). Children with TORCH-hepati ti s were 
prematurely born in 19 % of cases (p = 0,0123), central nervous system disorders were identi -
fi ed in 65 % (p = 0,0005), pyramidal insuffi  ciency in 34 % (p = 0,0009), hydrocephalic syndrome 
in 31 % (p = 0,0029) and myatonia in 28 % (p = 0,0147). Children with TORCH-hepati ti s suff ered 
from acholia (10 %), hemangioma (4 %), convulsive disorder (6 %) and hyperexcitability syn-
drome (10 %). Liver biopsy revealed 3st stage of fi brosis in 3 infants, liver cirrhosis in 6 cases, 
lethal outcome in 2 (1,4 %) from group 2.

Conclusion. Prolonged jaundice, hyperbilirubinemia, cytolysis syndrome, the variety of clinical 
syndromes of developing liver damage, development of cirrhosis in the fi rst year of life were 
typical clinical and laboratory markers of TORCH-associated hepati ti s. Congenital hepati ti s 
C has been proved to have mild atypical course and to generate chronic hepati ti s with fi brosis 
of the 1st stage. 
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ENDOSCOPIC TREATMENT 
OF PANCREATIC FLUID COLLECTIONS

Julius ŠPIČÁK
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Pancreati c fl uid collecti ons comprises a variety of disti nct enti ti es. Acute fl uid collecti on lack 
a well defi ned wall and occurs within 48 hours in the course of acute pancreati ti s. Pseudo-
cyst enclosed by a wall of non-epithelialized fi broti c ti ssue requiring at least four weeks to be 
formed contains a pure liquid and arises as a consequence of either acute or chronic pancrea-
ti ti s. Walled-off  pancreati c necrosis refl ects a natural development of necroti zing pancreati ti s 
and contains juice and debris. Pancreati c abscess is on the other side relati vely homogenous 
collecti on of pus. Abscess is always an indicati on for immediate drainage, which in the other 
above menti oned conditi ons results from evaluati on of symptoms, clinical course and multi -
disciplinary teamwork. Pre-drainage considerati on has to exclude other collecti ons like true 
cyst, neoplasma and stomach duplicati on. The diagnoasti c work-up is based on the two of 
three imaging methods: CT, endoscopic ultrasound and MR. Fluid collecti on can be approach 
transpapillary, and either by EUS or non-EUS guided transmural drainage. Transpapillary 
approach can be used in pure liquid collecti ons. Transmural drainage can be approached from 
the stomach or duodenum by the incision and dilatati on. Besides the drainage the cavity can 
be explored by the scope and even large pieces of debris and necroti c ti ssue can be removed. 
The sterile collecti on becomes usually secondarily infected aft er drainage. The other risks of 
the endoscopic treatment consist in the bleeding caused usually by the aggressive contact 
with the cavity wall. The endoscopic treatment become a valuable alternati ve to the surgery.



ACUTE PANCREATITIS COMPLICATIONS 
FROM A SURGICAL POINT OF VIEW
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Around 20 % of acute pancreati ti s episodes are severe with local and extrapancreati c com-
plicati ons. Pancreati c necrosis is the main local complicati on that is initi ally sterile but can 
become infected in 40 to 70 % of cases and the mortality rate increases, in this situati on, from 
12 % to 30 %. 

The management of pancreati c necrosis conti nues to present a challenge and to evolve, and 
there is some uncertainty regarding the opti mal management. 

Pati ents with proven infected necrosis and pati ents with sterile necrosis with persistent pain 
and/or inability to eat and recover must be operated on. 

Late necrosectomy, 3–4 weeks aft er the onset of acute pancreati ti s, is preferred over early 
necrosectomy, with a lower rate of complicati ons and mortality.

Surgery involves removing the pancreati c necrosis, called necrosectomy. Nowadays we have 
the classical opti on, open surgery, or the diff erent opti ons of minimally-invasive necrosec-
tomy: radiological, endoscopic or laparoscopic approaches. The gold standard conti nues to be 
open necrosectomy although minimally-invasive treatments are being increasingly used. The 
benefi ts of the minimal approach is to maintain compartmentalisati on of the infecti ous focus 
and reduce the incidence of complicati ons caused by open abdominal surgery. 

Open surgical necrosectomy has a high complicati on rate (34–95 %) and a median mortality 
rate of 25 % (11–39 %).

With radiological drainage, around 75 % of pati ents have clinical improvement and about 45 % 
have a complete cure of collecti on with catheter drainage alone; the mortality rate is about 
15 % (0–27 %).

Endoscopic drainage is performed under endoscopic ultrasound control, a communicati on is 
performed between the stomach and the pancreati c collecti on, and several sessions of necro-
sectomy are needed. The mortality rate is low, from 0 to 12 %, with a high success rate, more 
than 80 % and the main complicati on is bleeding. Surgical treatment is required in approxi-
mately 4 % of cases.

In comparison to open necrosectomy, laparoscopic drainage has the advantages of less mor-
tality and morbidity, less ti ssue aggression and pain, and fewer laparotomy-associated her-
niae. Disadvantages include instrument rigidity, limitati on of the operati ng fi eld, diffi  culty with 
evacuati on and aspirati on of necroti c materials due to their viscosity, formati on of enterocuta-
neous or pancreati c fi stulae and, fi nally, infecti on of the abdominal cavity. Studies with a rela-
ti vely small number of pati ents showed a low mortality rate (0–10 %) and a high success rate 
(87–100 %). 



Retroperitoneal drainage needs radiological percutaneous access to the necrosis cavity that is 
dilated unti l it permits the inserti on of an operati ng laparoscope to remove the necroti c mate-
rial in multi ple procedures. The mortality rate is around 20 % (10–27 %) and the success rate 
from 60 to 80 %.

Although the Internati onal Acute Pancreati ti s Guidelines advise that infected necrosis should 
be removed, recent experiences showed that this may not always be necessary, and a “step-
up” approach (fi rst step: percutaneous or endoscopic transgastric drainage; if no clinical im-
provement occurs aft er 72 h: a second drainage procedure; second step, aft er 72 h: a video-
assisted retroperitoneal débridement with postoperati ve lavage) may have advantages in 
selected pati ents. 

In a randomised study comparing the minimally-invasive step-up approach and open necro-
sectomy, pati ents in the step-up approach had signifi cantly fewer complicati ons, less new-
onset multi ple-organ failure, and a lower rate of incisional herniae and new-onset diabetes 
than pati ents in the open necrosectomy group. 35 % of pati ents of the step-up approach were 
treated with percutaneous drainage alone. The mortality rate did not diff er signifi cantly be-
tween both modaliti es.

We can conclude that the care of these pati ents must be in the hands of a surgeon, and a mul-
ti disciplinary management must be undertaken to take into account the diff erent approaches 
to minimally-invasive necrosectomy as an opti on to open surgery.
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LARGE FLAT LESIONS IN THE RIGHT COLON

Ilja TACHECÍ

2nd Dpt. of Internal Medicine, Hradec Králové, Czech Republic 

Early studies confi rmed the positi ve impact of colonoscopy on colorectal cancer incidence 
without disti nguishing between right and left  sided lesions (1–3). The same eff ect was ex-
pected for all localizati ons of cancer, and the studies proving litt le protecti on of colonoscopy 
against proximal colon cancer were a big surprise (4–7). Another recent data specifi ed that 
proximal colon cancer protecti on is achievable (8–9), but is less than in distal lesions. There 
are several explanati ons for this phenomenon. The fi rst one is the quality of endoscopy. The 
relati on between the adenoma detecti on rates and colon cancer risk reducti on was published 
(10). Incomplete colonoscopy and insuffi  cient bowel preparati on are the main risk factors 
for missing the right sided lesions. Caecal intubati on and higher polypectomy rates predicts 
proximal colon cancer protecti on (8). Proximal colon cancer protecti on was shown to be op-
erator dependent too, with lower risk of developing proximal colon cancer for pati ents in-
vesti gated by gastroenterologist (in comparison with endoscopists of other specialti es) (7). 
Another potenti al factor is diff erent morphology and tumour biology for right sided lesions. 
The higher prevalence of fl at and depressed lesions in right colon is considered. Flat lesions 
can be identi fi ed by slight changes in the surface, color and vascular patt ern. High-defi niti on 
colonoscopes and image enhancement techniques are very useful in identi fi cati on of those 
lesions. Diff erent tumour biology is represents by the so called serrated lesions. In the right 
colon the most common serrated lesion is sessile serrated lesion, typically subtle and diffi  cult 
to detect because its fl atness, paleness, a tendency toward vaguely defi ned borders and mucin 
cap covering and masking the surface. Many sessile serrated lesions have a 2a shape (accord-
ing to the Parris classifi cati on). Occasional sessile serrated lesions have cytologic dysplasia 
and the areas of dysplasti c mucosa in these lesions oft en have microsatellite instability. This 
type of lesion (called as mixed lesion) represents progression to the cancer sequence. Data 
confi rming that undetected serrated lesions during screening colonoscopy are an important 
cause of cancers developing between two screening endoscopies (so-called interval cancers). 
Interval cancers are more likely to be in the proximal colon, are more likely to be microsatellite 
unstable, and to have the CpG island methylator phenotype (CIMP). Serrated lesions should 
be identi fy and fully resected – mostly by endoscopic mucosal resecti on technique. The bor-
ders of the lesion and suspected residual ti ssue should be treated by means of argon plasma 
coagulati on method. Lesions resected piecemeal may necessitate early endoscopic control in 
a few months. Another interesti ng group of right sided lesions lesions are laterally spreading 
tumours (LSTs) of the colorectum, defi ned as lesions greater than 10 mm in diameter with 
a low verti cal axis that extend laterally along the luminal wall. The lesions are subdivided into 
two categories: granular-type (G-LST), which endoscopically consist of numerous nodules hav-
ing a homogenous colour in comparison with the surrounding colonic mucosa and fl at-type 
(F-LST). The fl at-type propensity for the right colon was described and also a higher incidence 
of submucosal invasion compared with G-type lesions. 
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CYTOREDUCTIVE SURGERY FOR PROLIFERATING FORMS 
OF COLORECTAL CANCER

Suleyman B. ABDUJAPPAROV

The Republican Oncology Research Centre of the Ministry of Health of the Republic of Uzbekistan, Uzbekistan

Introducti on: 
The term “cytoreducti ve surgery” means surgical interventi ons aimed at the maximum re-
moval of the mass of tumoural ti ssue, thus creati ng a benefi cial background for the subse-
quent anti tumour therapy. In the course of ti me, the concept of cytoreducti ve surgery has 
transformed from the deliberately incomplete to the maximum possible removal of a tumour. 
Cytoreducti ve surgery has a palliati ve eff ect on tumours displaying evident clinical symptoms 
or urgent complicati ons. The tumour burden reducti on decreases its metabolic and immuno-
logical acti viti es at the expense of the producti on of immunosuppressive cytokines and im-
mune complexes. The major eff ect of cytoreducti ve surgery consists in the increasing effi  cacy 
of conservati ve therapy.
The internati onal residual tumour classifi cati on is used for the assessment of the complete-
ness of cytoreducti on within the framework of TNM (UICC, 2002): Rx – presence of residual 
tumour may not be assessed, Ro – absence of residual tumour, R1 – microscopic residual tu-
mour and R2 – macroscopic residual tumour.

Aim: 
To evaluate benefi t of cytoreducti ve surgery in case of colorectal cancer at the III–IV stage in 
321 pati ents.

Methods: 
Methodology combining long-term endolymphati c and regional lymphati c polychemotherapy 
(PCT):
– Long-term endolymphati c PCT
 1) Methotrexate – 50 mg/m2 per day, 1st day
 2) Fluorouracil – 1,000 mg/m2 per day, 2nd, 3rd days
– Regional lymphati c PCT
 1) Methotrexate – 50 mg/m2, 4th day
 2) Fluorouracil – 1,000 mg/m2, 5th day

Methodology of systemic chemotherapy according to the schedule FOLFOX-4 + Avasti n:
– Oxaliplati n (Oxitan) – 180 mg/m2 by intravenous drip on the 1st day
– Calcium folinate (leucovorin) – 200 mg/m2 intravenously on the 1st day
– Fluorouracil – 400 mg/m2 by intravenous jet on the 1st day, then
– Fluorouracil – 2.4–3.0 g/m2 48-hour intravenous infusion
– Avasti n 5 mg/kg by intravenous drip every 14 days

Methodology of systemic chemotherapy according to the schedule FOLFIRI + Avasti n:
– Irinotecan (Campto) – 150 mg/m2 by intravenous drip on the 1st day
– Calcium folinate (leucovorin) – 200 mg/m2 intravenously on the 1st day
– Fluorouracil – 400 mg/m2 by intravenous jet on the 1st day, then
– Fluorouracil – 2.4–3.0 g/m2 48-hour intravenous infusion
– Avasti n 5 mg/kg by intravenous drip every 14 days



Conclusion:
As a result of the conducted research, the effi  cacy of cytoreducti ve surgery for proliferati ng 
colorectal cancer has been proven. It is necessary to more widely use methods of neoadju-
vant therapy for proliferati ng forms of colorectal cancer, because they allow to subsequently 
perform cytoreducti ve surgery in the volume R0. The near and more distant therapy results 
obtained allow to recommend cytoreducti ve surgery to be performed to a greater extent with 
regard to pati ents with proliferati ng forms of colorectal cancer. 



ЦИТОРЕДУКТИВНЫЕ ОПЕРАЦИИ ПРИ РАСПРОСТРАНЕННЫХ 
ФОРМАХ КОЛОРЕКТАЛЬНОГО РАКА

Сулейман Б. АБДУЖАППАРОВ

Республиканский Онкологический Научный Центр МЗ РУз

Рак толстой кишки в 70–80 % случаев выявляется в III–IV стадиях. 

Показатели пятилетней выживаемости колеблются от 45 до 60 % (Царьков П.В., Одарюк 
Т.С. 2002г., Кныш В.И. 1997г.).

Циторедуктивным вмешательством является максимальное удаление опухолевой массы 
(первичной и метастатической) предпочтительно до остаточной опухоли в виде микро-
метастазов (Wong, De Cosse – 2007).

Объем циторедукции или классификация циторедуктивных операций по И.А. Савиной 
и соавт., НИИ Петрова – Ж.Вопросы онкологии, 2003г. – Том 49, №3.С.340–345): 
1.  Полная циторедукция – удаление первичной опухоли и всех визуальных определя-

мых метастазов (R0);
2.  Частичная циторедукция – удаление первичного опухолевого очага и частичное уда-

ление метастазов (в том числе удаление только первичной опухоли без метастазов);
3.  Операции, при которых удаление метастазов производиться в различные сроки по-

сле радикальной или циторедуктивной операции.

По мнению Г.И. Воробьева и соавт. (Ж.Рос.Онкол.журнал №4 2008.С.17–21) – под тер-
мином «циторедуктивные операции» подразумевают хирургические вмешательства, 
направленные на максимальное удаление массы опухолевой ткани, создающий тем са-
мым наиболее благоприятный фон для последующей противоопухолевой терапии.

Понятие циторедуктивная операция с течением времени трансформировалась от заве-
домо неполного до максимально возможного удаления опухоли. Теоретические пред-
посылки для циторедуктивной хирургии при злокачественных опухолях вытекают как из 
клинического, так и из базовых научных знаний. ЦО оказывают паллиативный эффект 
при опухолях, сопровождающихся выраженной клинической симптоматикой или ур-
гентными осложнениями. Уменьшение опухолевой массы снижают ее метаболическую 
и иммунологическую активность за счет уменьшения продукции иммуносупрессивных 
цитокинов и иммунных комплексов. Важнейший эффект ЦО – повышение эффективно-
сти консервативной терапии.

Для оценки полноты циторедукции используют международную классификацию рези-
дуальной опухоли в рамках TNM (UICC, 2002):
 Rx – наличие остаточной опухоли не может быть оценен;
 Ro – отсутствие остаточной опухоли;
 R1 – микроскопически остаточная опухоль;
 R2 – макроскопически остаточная опухоль. 



Цель исследования
Изучение результатов циторедуктивных операций у больных с распространенной фор-
мой колоректального рака

Объект исследования:
321 больных колоректальбным раком III–IV стадии.

Предмет исследования:
Циторедуктивные операции при колоректальном раке III–IV стадии.

Первичные обязательные исследования:
 Пальцевое исследование прямой кишки;
 Ректоскопическое исследование;
 Фиброколоноскопия;
 Ирригоскопия;
 Рентгенологическое исследование грудной клетки;
 Морфологическое исследование биоптата;
 УЗИ органов брюшной полости, малого таза и забрюшинного пространства;
 Компьютерная томография органов брюшной полости и малого таза;
 Общий анализ крови и мочи, калий, натрий, кальций. Общий белок, билирубин 

и фракции, общий белок и фракции, АсАТ, АлАТ, ШФ, группа крови, резус фактор, коа-
гулограмма, иммунопробы(до, во время, после лечения).

Возможность удаления раковой опухоли определяется распространением процесса 
в кишечной стенке, по лимфатическим и венозным путям, переходом на окружающие 
органы и ткани. Особенно важно правильно определить степень распространения опу-
холи.

Методика сочетания длительной эндолимфатической и регионарной лимфатиче-
ской ПХТ авт.свид.№IAP2003288
*  Длительная эндолимфатическая ПХТ
 1) Метотрексат – 50 мг/м2 в сутки, 1-день
 2) Фторурацил – 1000 мг/м2 в сутки, 2,3-дни

*  Регионарная лимфатическая ПХТ
 1) Метотрексат – 50 мг/м2, 4-день
 2) Фторурацил – 1000 мг/м2, 5-день

Методика системной химиотерапии по схеме FOLFOX-4 + Avastin
* Оксалиплатин (Окситан) – 180 мг/м2 в/в капельно в 1-й день
* Фолинат Кальция (лейковорин) – 200 мг/м2 в/в в 1-й день
* Фторурацил – 400 мг/м2 в/в струйно в 1-й день, затем
* Фторурацил – 2,4–3,0 г/м2 48 часовая в/в инфузия
* Авастин 5 мг/кг в/в капельно каждые 14 дней



Методика системной химиотерапии по схеме FOLFIRI + Avastin
* Иринотекан (Кампто) – 150 мг/м2 в/в капельно в 1-й день
* Фолинат Кальция (лейковорин) – 200 мг/м2 в/в в 1-й день
* Фторурацил – 400 мг/м2 в/в струйно в 1-й день, затем
* Фторурацил – 2,4–3,0 г/м2 48 часовая в/в инфузия
* Авастин 5 мг/кг в/в капельно каждые 14 дней

Возможность удаления раковой опухоли определяется распространением процесса 
в кишечной стенке, по лимфатическим и венозным путям, переходом на окружающие 
органы и ткани. Особенно важно правильно определить степень распространенности 
опухолевого процесса.

 Выводы
  В результате проведенного исследования доказано эффективность выполнения цито-

редуктивных операций при распространенном колоректальном раке
  Необходимо более широко использовать неоадьювантные методы лечения при рас-

пространенных формах колоректального рака, так как они позволяют в последующем 
выполнять ЦО в объеме R0

  Полученные ближающие и отдаленные результаты лечения позволяют рекомендовать 
более широко выполнять циторедуктивные операции у больных с распространенными 
формами колоректального рака



GALLSTONES IN PATIENTS WITH MORBID OBESITY. 
RELATIONSHIP TO BODY WEIGH, WEIGHT LOSS 

AND GALLBLADDER BILE CHOLESTEROL SOLUBILITY

V. P. SHYPULIN, А. IOFFE

Nati onal museum of medicine of Ukraine, Kyiv, Ukraine

Obesity is one of the major factors in cholelithiasis occurrence. Risk of the gallstones for-
mati on increases upon increasing of the body-mass index (BMI). Women with obesity upon 
BMI > 30 kg/m2, have twice higher risk of cholelithiasis occurrence. In case if BMI > 45 kg/m2

such a risk is higher than seven ti mes comparati vely to women with BMI > 24 kg/m2. 

Men with obesity have a lower risk of gallstone disease than women. 

The probability of formati on of gallstones increases with weight loss. The reasons for this are 
the increase in the concentrati on of cholesterol in the bile, cholesterol crystal formati on and 
reduced contracti lity of the gall bladder.

The formati on of “new stones” occurs in approximately 25–35 % of obese people, who quickly 
lost the weight because of various reasons. 

It is known that an increase in fat consumpti on in the low-calorie diet (< 600 kcal/day) pre-
vents the formati on of stones. The risk of stone formati on during weight loss diet is much 
lower (0–17 %) in those pati ents who keep a low calorie diet (> 800 kcal/day), which contains 
15–30 grams of fat per day. 

In the postoperati ve period in pati ents aft er laparoscopic gastric banding with a loss of 
1.5 kg/wk body weight ursodeoxycholic acid was administered at a dose of 10 mg/day for the 
preventi on of gallstone disease. This is because the intake of 4 grams of fat or less reduces the 
functi on of emptying of the gallbladder, which may lead to cholelithiasis. The course of treat-
ment was 6–8 months. Of the 36 pati ents, who initi ally did not have cholelithiasis, who took 
ursodeoxycholic acid in the postoperati ve period, none have been no formati on of gallstones. 

Conclusion: Due to the increased risk of stone formati on in pati ents with morbid obesity aft er 
bariatric operati ons we consider it necessary to recommend the prescripti on of ursodeoxy-
cholic acid for 6–8 months aft er surgery at a dose of 10 mg/kg/day.



TREATMENT OF DYSLIPIDEMIA IN PATIENTS 
WITH METABOLIC SYNDROME USING 

SIMVASTATIN AND URSODEOXYCHOLIC ACID

O. M. DRAPKINA, V. T. IVASHKIN

I. M. Sechenov Moscow Medical University, Moscow, Russian Federati on

INTRODUCTION: Nonalcoholic fatt y liver disease (NAFLD) is a common conditi on associated 
with Metabolic Syndrome (MS). Many pati ents with NAFLD and MS have hyperlipidemia, their 
elevated serum aminotransferase levels make physicians warry about prescribing stati ns. How-
ever, the benefi ts NAFLD and MS pati ents would derive from stati n therapy would most likely 
outweigh any theoreti cal risk of liver injury. 

AIMS & METHODS: Ursodeoxycholic acid (UDCA) has been suggested in recent years to be an 
eff ecti ve therapy of NAFLD. Combinati on of UDCA and simvastati n is perspecti ve for the treat-
ment dyslipidemia and NAFLD. Our aim was to assess the effi  cacy of UDCA and simvastati n 
in MS pati ents with NAFLD and dyslipidemia. We examined 40 MS pati ents (27 men; average 
age 48 ± 13 years; BMI = 33.6 ± 5.2 kg/m2; waist circumference = 113.2 ± 11.1 cm) with clinic, 
laboratory, ultrasound proven NAFLD and laboratory proven dyslipidemia. Liver biopsy was 
performed in 18 pati ents with elevated liver functi on tests and showed histological fi ndings 
proven non-alcoholic steatohepati ti s (NASH). All pati ents received UDCA in doses of 15 mg/
kg/day and simvastati n 20 mg/day over a period of 6 months. 

RESULTS: In the NASH group the mean serum ASAT levels decreased from 87.2 ± 46.5 to 
35.1 ± 15.3 IU/L, serum ALAT levels from 77.9 ± 34.4 to 33.9 ± 16.3 IU/L at the end of the treat-
ment period (p < 0.0003). Aft er 4 weeks we had no one case of increasing ASAT or ALAT lev-
els on the UDCA and simvastati n therapy. 94.5 % pati ents (n = 17) with NASH reached nor-
mal liver functi on tests. All 40 pati ents decreased total cholesterol levels from 232.1 ± 48.7 
to 170.2 ± 23.3 mg/dl, triglyceride from 263.7 ± 121.6 to 160.3 ± 49.4 mg/dl, LDL from 
130.9 ± 49.7 to 82.8 ± 23.7 mg/dl, increased HDL from 40.9 ± 14.1 to 48.2 ± 11.7 mg/dl at the 
end of the study (p < 0.000006). 

CONCLUSION: A signifi cant improvement in the levels of aminotransferases and lipids levels 
was obtained with combinati on of UDCA and simvastati n in NAFLD pati ents. These results 
reveal that UDCA and simvastati n may be considered an eff ecti ve treatment in pati ents with 
NASH and MS. Thus, lipid-lowering agents and UDCA should be prescribed for pati ents with 
NAFLD unless contraindicated, with careful monitoring of transaminase levels during therapy.
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UNMASKING AUTOIMMUNE HEPATITIS:
CLINICAL CASE

M. MAEVSKAYA, A. DRIGA, V. T. IVASHKIN

1st Moscow Medical State University named aft er I. M. Sechenov; Hospital of Internal Disease, Gastroenterology, 
Hepatology; Hepatology Department, Russian Federati on

Case history: 40-year-old female pt. complained about fati gue was referred to the Hepatology 
department of University Hospital. The pt. has long history of obesity (since childhood, BMI ≈ 
44 kg/m*2), 5-year history of type 2 diabetes mellitus, increased level of cholesterol and de-
creased level of HDL since 2010. So she met criteria of metabolic syndrome. Her medicati ons 
were metf ormin and sibutramine. Liver functi onal tests were normal up to March of 2010. On 
March 2010 due to diabetes mellitus decompensati ng she was admitt ed to the Endocrinol-
ogy department. Metf ormin dose was increased up to 2000 g a day and glucose level went 
normal range. At the same ti me thiocti c acid was prescribed at the daily dose of 600 mg IV. In 
a few days later she developed fati gue and lab tests were checked again. Extremely high level 
of ALT and AST were found. Her family history is negati ve for any chronic disease. She doesn’t 
have any bad habits (alcohol consumpti on or smoking). On exanimati on: BMI – 49,8 kg/m*2 
(Height – 170 cm. Weight – 144 kg). Skin and sclera were slightly icteric, no extrahepati c sings, 
mild hepatomegaly and palpable right lobe. Laboratory tests: ALT – 2040 U/L (51× ULN), AST 
– 1059 U/L (26× ULN), GGTP – 67 U/L (N 11 – 61), AP – 96 U/L (N 32 – 92), Total bilirubin 
– 3,7 mg/dl (3,7× ULN), Total albumin – 3,1 g/dl (N 3,5 – 5,0), INR – 1,1, Total cholesterol – 
198 mg/dl (ULN – 175 mg/dl), Glucose – 83 mg/dl (ULN – 110 mg/dl), Creati nine – 0,8 mg/dl 
(N). Abdominal sonogram: no liver mass or dilated bile ducts; upper endoscopy: no esopha-
geal varicose veins dilatati on. Preliminary diagnosis: Drag-induced liver injury induced (DILI) 
by combinati on of metf ormin and thiocti c acid and metabolic syndrome as an associated dis-
ease. Diff erenti al diagnosis: viral hepati ti s – (anti -HCV – neg, HBsAg – neg, anti -HAV IgM – neg, 
HEV RNA – neg, CMV – neg, EBV – neg), nonalcoholic steatohepati ti s, autoimmune hepati ti s 
(AIH) – (gamma-glob – N, SMA – 1 : 40, ANA – neg, anti -LKM – neg), severe alcoholic hepati ti s 
(no history of alcohol abuse), Wilson disease (normal level of serum ceruloplasmin). Probable 
diagnosis of DILI was assessed by CIOMS/RUCAM scale with Score – 1, which means unlikely 
adverse drug reacti on. More over disconti nuati on of drug treatment led no normalizati on of 
lab tests in a month. First liver biopsy was performed on April 2010. Histological examinati on 
of the biopsy specimen showed severe fi brosis and infl ammatory acti vity with lymphoid infi l-
trati on and piecemeal necrosis; plasmacytosis and eosinophils also were found, no steatosis 
or bile ducts lesion. Followed the data of pt. evaluati on the diagnosis of Drug-induced autoim-
mune hepati ti s (pretreatment score – 15 by criteria of the Internati onal Autoimmune Hepati ti s 
Group) was made. Also the pt. had associated disease – metabolic syndrome. The pati ent was 
started on budesonide at a dose of 9 mg/day, one month later the aminotransferases and bili-
rubin level had returned to normal levels and her fati gue had resolved. The budesonide dose 
was decreased gradually and then stopped. Six months late upon recurrence of aminotrans-
ferases elevati on she was retested for autoanti bodies and high ti ter of SMA (1 : 1360) was 
detected, the pt. underwent second liver biopsy and moderate fi brosis, moderate lymphoid 
infi ltrati on and piecemeal necrosis were found; as well as focal steatosis. Steroids were started 
again and aminotransferases were going down. Aft er ten months the pt. remained with nor-
mal range of lab tests under the maintenance dose of budesonide 3 mg/day. Then she stopped 



taking the drug on their own and aminotransferases was going up again; steroids were started 
third ti me with good response. SMA ti ter was remaining very high 1 : 1280. The clinical diag-
nosis was revised and made as true autoimmune hepati ti s type 1 (post treatment score – 18 
by criteria of the Internati onal Autoimmune Hepati ti s Group  which means defi nite diagnosis) 
with associated disease – metabolic syndrome. We consider that this case represents unmask-
ing of true AIH.

To conclude: In clinical practi ce the diagnosis of AIH may be challenging as illustrated by the 
presented clinical case. There are no pathognomonic features of AIH. Moreover histology, se-
rology fi ndings and corti costeroid treatment response are similar between AIH and DILI-AIH. 
Metabolic syndrome (obesity, diabetes mellitus etc.) might predispose the pati ent to DILI.


