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Defects children, diagnosis, treatment tactics and

 URGENT MEDICAL AID.

1. Background.
 In recent years, marked increase in birth defects, especially heavy ones. The frequency of congenital malformations is 0,1-1,9 New-born in 1000. Clinical observations have proven practical value syndromic approach in the child's surgeon. It makes it possible to accurately diagnose related disease in a child with multiple birth defects, can predict specific to each syndrome complications during surgery, to more accurately assess the possibility of surgical and conservative treatment, give an accurate genetic prediction in the family. 
2. Specific objectives of employment:
1. Analyze the etiologic and pathogenetic factors of the most common birth defects in children.
2. Read on the basis of clinical, additional methods of examination dyzruptsiyu, deformation dysplasia.
3. Identify the need for evidence of abortion in malformation.
4. Substantiate the indications for elective delivery by cesarean section at malformation.
5. Interpret the indications for immediate transfer the newborn to the surgical department.
6. Substantiate contraindications to surgery in malformations.

3. Basic knowledge, skills necessary for studying the topic
(Interdisciplinary integration).
Number p / p
The names of previous subjects received skills
1. Anatomy explore facets of the child at different ages.
2.

Know Histology Histology of various tissues and organs in children. Be able to identify characteristics of histological structure at malformations in children.
3. Physiology Describe the physiology of the child. Identify the features of the physiology of a child this age.
4. Pathological
Describe the physiology of pathological changes in the defects. Identify the main points of etiology, pathogenesis defects.
5. Propadeutic pediatrics Possess method for screening children with disabilities. Writing assessment and demonstrate knowledge of clinical and laboratory studies, the main symptoms of defects.
6.
Radiology, ultrasound, CT, MRI Able to interpret data radiological studies. Evaluate the results obtained after the beam diagnostic methods, to identify the main radiological symptoms. Rate data ultrasound, CT, MRI studies depending on the nature of the disease and the age of the child.
7. Medical Genetics Demonstrate knowledge of medical genetics for the diagnosis of malformations, syndrome. Syndromic approach in the diagnosis of defects in pediatric surgery.

4. Tasks for independent work in preparation for employment.
4.1. List of key terms that students must master in preparation for employment.
Term Definition
Dysmorfolohiya


Much of the diseases of childhood are congenital, ie diseases caused by impaired development of the embryo or fetus. Violation of morphology, ie structure cell shape, tissue organelles.
Congenital malformation of the anatomical organ defect resulting primary genetically determined disorders of embryonic differentiation
Dyzruptsiya anatomical defects in the body due to a secondary violation of embryonic differentiation in normal genotype
Deformation Abnormal shape or abnormal position of the body, caused by a mechanical cause in utero without violating embryonic differentiation
Dysplasia Morphology tissue defect resulting from primary genetically determined disorders of tissue differentiation
Syndrome symptom, ie the simultaneous presence of two patient symptoms and more. If these symptoms pathogenetic association of kinship, but may have a different reason, it is pathogenic syndromes.
Small malformation A rare variant of body or congenital anomaly that has no medical value, do not require treatment.

4.2. Theoretical questions to studies.
1. Identify the etiologic and pathogenetic factors of the most common birth defects in children.
2. Birth defects: congenital malformations, dyzruptsiyi, deformation dysplasia.
3. Defining defects.
4. Definition dyzruptsiyi.
5. Vyznachennyay dysplasia.
6. Dysmorfolohiya as science. Values ​​for pediatric surgery.
7. Definition syndromolohiyi - Section of Clinical Medicine. Syndromolohiya various malformations in children.
8. Syndromes: VATER association syndrome Opitz syndrome, Edward's syndrome, Holdenhara syndrome, CHARGE, TAR syndrome, Noonan syndrome, syndrome Ehlers - Danlosa syndrome, Beckwith-Videmanna.
9. Methods for diagnosing defects.
10. Indications to discuss abortion with malformations and pathology that requires abortion.
11. Pathology at which delivery is recommended by cesarean section.
12. Malformations in which shows the immediate transfer of the baby to the surgical department.
13. Contraindications to surgical intervention.

4.3. Practical tasks performed in class.
1. Collect life history and disease in children with developmental disabilities.
2. Conduct review of patients with disabilities.
3. Describe the objective status and determine the main clinical and radiological symptoms in children with developmental disabilities.
4. Methods of examination of the child and the definition of small defects.
5. Settle and make a plan of examination and treatment of children with developmental disabilities.
6. Analyze ultrasound in malformations in children.
7. Identify indications and contraindications for conservative and surgical treatments for children with disabilities.
8. Features of children in the postoperative period.
9. Determine the rehabilitation of children with disabilities.

Contents subject.
Based on the current understanding of the etiology and pathogenesis of congenital malformations in pediatric surgery clinic received much attention dysmorfolohiyi and syndromolohiyi, features syndromal diagnosis of various forms of surgical diseases.
Clinical observations have proven practical value syndromic approach in the child's surgeon. It makes it possible to accurately diagnose related disease in a child with multiple birth defects, can predict specific to each syndrome complications during surgery, to more accurately assess the possibility of surgical and conservative treatment, give an accurate genetic prediction in the family.
Much of the diseases of childhood are congenital, ie diseases caused by impaired development of the embryo or fetus. It always disturbed morphology, ie structure, shape of cells, tissues organelles. This area of ​​medicine is defined as dysmorfolohiya. Changes may occur in only one tissue in one body - these cases are treated as isolated birth defects. The reason for these problems is the interaction of genetic and external factors medium that allowed mark them as multifactorial disease.
According to the international classification of all birth defects are divided into 4 groups:
- Congenital malformations,
- Dyzruptsiyi,
- Deformation
- Dysplasia.
Malformations - persistent morphological changes in organ system or organism, beyond variations in their structure and occur in utero as a result of violations of the embryo or (much less) after birth as a result of the formation of further violations.
The frequency of malformations, according to various sources, ranging from 2.7% to 16.3%, depending mainly on the completeness of records and old subjects. In the population frequency of malformations is relatively stable, but in the perinatal and early childhood mortality, their share from year to year, which is associated mainly with a decrease in mortality from fetal asphyxia, birth injury and infection.
Dyzruptsiya - anatomical defect in the body due to a secondary violation of embryonic differentiation in normal genotype (teratogenic defects caused by external to the embryo influences - intrauterine infections, radiation, chemicals and medicines, diseases of mother)
Warp - abnormal shape or abnormal position of the body, caused by a mechanical cause in utero without violating embryonic differentiation (congenital clubfoot, torticollis, congenital funnel chest and other)
Dysplasia - morphological defect tissue as a result of primary genetically determined disorders of differentiation in this tissue (hemangioma, pigmented nevi, neoplasia, etc.).
Aplasia (agenesis) - congenital absence of the body.
Congenital hypoplasia (malnutrition) - underdevelopment of the body which is its lack of weight or decrease in size, which exceeds the deviation from the average for this age.
Congenital hyperplasia (hypertrophy) - increase in body weight or size by increasing the number of volume cells.
Makrosomiya (gigantism) - increase in body length.
Heterotopiya (dystopia) - the presence of cells or tissues of the body to another, or in areas of the same body, where they should not be the norm. Dystopia tissues often called horystiyeyu and dystopia of tumor growth - hamartiyeyu.
Heteroplaziya - impaired differentiation of cells within the same tissue (eg, the presence of squamous cells in the Meckel diverticulum).
Ectopia - the location of the body in an unusual place.
Atresia - lack of natural channel or hole.
Persystyruvannya - saving embryonic structures, normally disappearing to a certain period of development (for example, the presence of an oval window in the atrial septum in the child reached 1 year).
Dizrafiya (arafa) - cleft embryonic cracks (cleft upper lip, upper jaw and palate, kraniorahishyzis - not closing the skull and spine, usually accompanied by the development of cranial and spinal hernias).
Congenital anomalies (small defects) often called defects are not accompanied by impaired body functions, such as deformation ears, do not distort the patient and do not affect the function of the organ of hearing.
Minor abnormalities that occur in certain areas:
Chairman: abnormal hair growth picture, flattened occiput, "hillocks" REDD skull
Plot the mouth and oral cavity: mikroheniya, splitting tongue aberrant frenulum eve mouth teeth enamel hypoplasia, mikrodentiya abnormally grows teeth.
Orbital plot: эpikantni folds back эpikant, Mongoloid eye shape, antymonholoyidnyy eyed, short eye slits, dystopiya outer corners of the eye, hipotelorizm moderate ptosis light heterohromiya raduzhok, mikrokornea.
Pinna: a primitive form darvynov ear, abnormal shape curl: asymmetric, rotated, reduced, protruding, no tragus, lobe splitting, lack lobes, auricular fossa, auricular performances.
Neck: webbed neck, neck fistulas.
Brushes: rudimentary polydactyly, single fold bending palm, abnormal dermatoglyphics, rudimentary polydactyly, klynodaktyliya little finger, shortening 5.4 fingers.
Feet: webbing of fingers II-III feet, sandalopodibni cracks, nail thickening, short finger.
Leather covers: hemangiomas, skin hyperpigmentation, nevi, skin depigmentation.
Minor abnormalities in infants may be the only or isolated basis - with a frequency 14%, or multiple (two or more small abnormalities in children) - at up to 11%.
The newborn with the presence of three or more small anomalies have 90% chance of birth defect - need search disabilities.
A child with three or more small abnormalities of some syndrome can be diagnosed with probability 40%, therefore requires timely diagnosis of defects.
Depending on the etiology of all defects are divided into those arising from:
- Gene mutations (monomutantni malformations);
- Chromosomal and genomic mutations (chromosomal syndromes);
- The combined effects of genetic mutations and environmental factors in relation to the embryo (multifactorial malformations);
- Teratogenic factors (group blastopatiy, embriopaty and fetopatiyi).
Comprehensive clinical, morphological, genetic studies have shown that about 20% of all defects are monomutantni form 9-12% - chromosomal syndromes, and 65% - multifactorial malformations. Thus, the vast majority of defects caused by (or related to) the changes of hereditary material, and only 2-5% induktovani directly teratogenic factors.
Underlying monomutantnoyi malformation is a single gene mutation that occurred in the germ cells of parents or more distant relatives of the patient. Transfer monomutantnyh defects from parents to children is determined by the laws of heredity. Depending on the type of inheritance of such defects can be dominant (eg, some forms of polydactyly, polycystic kidney disease, Marfan syndrome) and recessive (eg, infantile polycystic kidney disease, Meckel syndrome).
When dominant inherited malformation in one of the parents is usually a similar anomaly. When retsesyvnymu inheritance parents are healthy, but are carriers of the modified gene.
Chromosomal syndromes (chromosomal disease) - a group of defects induced by numerical or structural changes of chromosomes. For violations of the number of chromosomes are trisomy when there is extra chromosome and monosomy when one chromosome is missing. People only found monosomy X; absence of any autosomes incompatible with life. The main structural changes of chromosomes, leading to defects are partial trisomy and partial monosomy (deletion).
Chromosomal syndromes occur multiple, less systemic defects (some cases of mono-or trisomy X in women and in men disomiyi X). A child with any chromosomal syndrome is usually observed a large number of defects. Their combination creates a very specific chromosomal syndromes for most pathological morphotype. Well-known syndromes caused by mutations in virtually any chromosome. Of these, the most common syndrome, Klinefelter syndrome, Shereshevsky - Turner, Patau syndrome, Edwards syndrome partial monosomiy to 4, 5 and 18-chromosome.
For the occurrence of defects multifactorial group needed a genetic predisposition, which is caused by a group of abnormal genes that have reached a certain (nadporohovoyi) concentrations, and exposure to adverse environmental factors. This group includes the majority of congenital heart defects, cleft lip and palate, anencephaly, congenital pyloric stenosis, megacolon, clubfoot, congenital dislocation of hip dysplasia, kidney and many others.
The cause malformations in humans are just some of the large list of teratogenic factors known in experimental teratology. These, in particular, include some viruses (measles, lymphocytic choriomeningitis), pathogens toxoplasmosis, listeriosis, the effect of ionizing radiation in the total dose to the fetus than 0.05 Gy in the period of organogenesis, certain medications (thalidomide, warfarin, cytostatics, progestin, etisteron , methyltestosterone), ethyl alcohol, diabetes.
Pathogenesis of malformations (teratohenez) studied enough, found that the formation of defects is due to disruption of breeding, migration and differentiation of cells, loss of individual cell mass, slowing their dispersal, violation of adhesion tissues.
Stopping or slowing cell proliferation leads to aplasia or hypoplasia of the body, as well as violations of the merger. As a result of violation of cell migration may develop heterotopiyi, agenesia and a number of complex defects. For example, severe symmetric facial cleft formed by a breach of neuroectodermal crest cell migration in maksillyarni processes.
Violation of cell differentiation is possible in any period of embryogenesis, causes agenesia of their morphological and functional immaturity and persistence of embryonic structures.
Excessive cell death that die during normal embryogenesis (for example, which occurs when resorption mizhpaltsovyh membranes) underlies ektrodaktilii - aplasia middle fingers or feet (kleshnopodibna hand and foot). Delay physiological cellular debris (eg, recanalization of the intestinal tube and opening orifices) may lead to atresia, stenosis.
The basis of the formation of some defects are circulatory disorders caused by thrombosis, compression, hemorrhage. Teratogenic effect of infections often associated with cytolytic effect.
Formation of most defects occurs in the first 8-10 weeks of pregnancy. There are two critical periods during which the embryo is most sensitive to the action of damaging factors. The first one is at the end of the 1st - early 2nd week of pregnancy. Disturbing influence in this period mainly leads to the death of the embryo. A similar effect in the second critical period (3-6th week) more indyktuye bug development.
In order to establish the possible etiology of malformations appropriate time of the alleged factor did not correlate with the critical, and teratohenetychnym terminatsionnym period (TTP). Malformations separated by etiology, time of occurrence and object damage sequence formation.
There are primary defects (due to the direct influence of harmful factors) and secondary, primary complication.
As the prevalence of isolated isolated (single, local) malformations localized in one organ, system defects (within a single system, such hondrodysplaziya), multiple defects that develop in the bodies of two or more systems (for example, a combination of cleft lip with polydactyly ).
Isolated and system defects are classified by anatomic attribute to malformations of the central nervous system, heart and blood vessels, respiratory system and others.
Multiple malformations are divided into syndromes and unclassified systems. During syndromes realize stable combinations of primary defects of which indyktuyetsya common etiological factor (mutation or teratogenic effects). In cases where complex detected in the patient malformation does not fit in any of known syndromes, use the term "unclassified complex congenital" or "multiple defects, unspecified".
Isolated congenital malformations do not cause difficulties in diagnosis and surgical treatment because modern pediatric surgery has experience in the treatment of many pathological states of this type. Around the mid 50-ies of the needs of clinical practice primarily promoted the expansion of research work to study эtiolohiyi and pathogenesis of multiple congenital malformations. It was during these years in clinical medicine began to form a large part, later named syndromolohiyeyu
With the development of diagnostic methods in modern medicine and genetics have described many new syndromal forms of human pathology. Well-known catalog Mack K'yusyka in electronic form on the Internet has already more than 5000 normal and pathological features of human that are inherited according to Mendel's laws, and the number of these features increases monthly (OMIM (TM), Online Mendelian Inheritance in Man, 1996) .
Famous London database syndromolohiyi currently more than 2500 syndromes, and 10-15 year describes the "new" nosological forms of syndromic human pathology and this process is the definition of "new" syndromes endless. By the early 80-ies of information in this area has become so large and varied that needed unification modern terminology refers to the definition of syndromes and similar forms of multiple lesions of the human body.
In 1982 appears the first monograph M. Sohen (Sohen M.M., Jr The Child with Multiple Birth Defects.-New York, 1982), which developed the methodological foundations syndromolohiyi as practical and scientific medicine. The difference syndromolohiyi, that discipline for the diagnosis and study of isolated human pathology (bug one organ or system), illustrates the fact that in classical medicine during the XX century, described only a few new diseases (radiation sickness, a disease Legionnaires, AIDS, Lyme disease) while in syndromolohiyi number nosological forms much more. For some forms of syndromal diseases, modern molecular genetics allowed to localize genes and determining their research products of gene transcription, which often presents membrane receptors or Tissue foktoramy growth. Thus, with Hirschsprung's disease has two different gene mutations that allowed to distinguish two types of genetic congenital disorders.
Approximately 1% of newborns are nonrandom combination of several small anomalies and birth defects, of which 40% can diagnose a particular syndrome, and in 60% of cases require the provision of so-called new syndromes. This shows the difficulty of diagnosis of syndromes, whose number now exceeds 1500, and annually in the periodic literature describes at least 10-15 new nosological forms. The frequency of most syndromic forms of pathology is quite low (I case of 10 000-100 000 births), but in total incidence proportion syndromal forms much more. For example, among children with esophageal atresia frequency syndromal forms of pathology reaches 55% among children with anorectal defects and 60% of children with congenital deformities of the chest - 30%. Some syndromes occur most often that requires the ability to diagnose not only geneticists but also a pediatrician and pediatric surgeon. For example, among children with cryptorchidism and congenital heart syndrome occurs Nunen whose frequency in the general population is 1 in 2,000 children, among infants with fetal and umbilical hernia is a syndrome Beckwith-Videmanna with a frequency of at least 1 case in 12,000 births.
Some syndromes are well established in surgical practice as extremely important, can cause serious complications. For example, the syndrome Ehlers-Danlosa described no less than 500 publications and several books. It has an important role in general surgery, pediatric surgery and vascular surgery. Suspected syndromal pathology is grounded in a child with bilateral defect, such as in cases of bilateral congenital hand or foot (polydactyly, congenital talipomanus are presented). Some congenital malformations or small abnormalities with high probability indicate syndromal pathology or a birth defect. Yes, preaksialna polydactyly (doubling the thumb hand or foot) with a high degree of probability suggests syndromal pathology, while postaksialna polydactyly (doubling little finger hand or foot) is usually an isolated congenital defect.
The term "syndrome" of Greek origin and means "running alongside." This term refers to the syndrome, ie, the simultaneous presence of two patient symptoms and more. If these symptoms pathogenetic association of kinship, but may have a different reason, it is pathogenic syndromes. A good example of this syndrome may be hepatosplenomegaly, the cause of which may be congenital malformation, tumor, metabolic disorders. So syndrome - is etiologically defined disease with multiple effects.
At a delay of psychomotor development and the presence of three small anomalies in 20% of cases it can lead to mental retardation, is of great importance in the correct prediction of the child.
Identification of a newborn and three more small anomalies requires careful ultrasound examination of the heart, brain, kidneys and abdominal organs to early diagnosis of birth defects that have no clinical manifestations in this age. In addition, should consult a physician-geneticist for timely diagnosis of certain syndromes with further medical observation
In practice syndromic forms of pathology are cases where a child than any other birth defects, there is an unusual phenotype, ie the presence of three or more small anomalies.
According to the practical dysmorfolohiyi, the diagnosis of a child's birth defects before a surgeon will be the following question:
- Defect associated with other birth defects that are not detected clinically;
- How often congenital malformation is a symptom of syndromal forms of pathology;
- Syndromes are more common at this congenital wadi.
Answers to these questions is the first step in diagnostic practice teamwork surgeon and syndromoloha. The ultimate goal of this stage is the diagnosis of additional congenital malformations defined syndrome. When diagnosing syndromal forms of pathology becomes clear further medical tactics against surgical or conservative treatment and medical genetic prediction in the family of a sick child. Information about the outlook for the life and health with a particular syndrome is extremely important and is the main goal of medical work.
The first diagnostic step can be illustrated by one of the most common birth defects - esophageal atresia. The most frequent associations associated with esophageal atresia are presented in Table. 1.
TABLE 1.
Associated with congenital esophageal atresia.
Associated congenital defects rate in%
Congenital heart 29-37
Anorectal malformations 11-17
Congenital gastric intestinal tact 5-13
Congenital urinary-genital system 11-28
Congenital musculoskeletal 10-49

Approximately 55% of all cases of esophageal atresia are associated congenital malformations, most commonly, congenital heart disease and musculoskeletal (Stevenson RE, Hall JG, 1996). Syndromic forms of oesophageal atresia occur with a frequency of about 20% and represented 24 mya forms nosological diagnosis. The most common syndromic forms of atresia is VATER (Vertebral, Anorectal, Tracheo Esophageal, Rena1) association syndrome Opitz syndrome and trisomy on chromosome 18 (Table 2).
Table 2.
Syndromolohiya various forms of esophageal atresia.
The syndrome's manifestations Etiology
VATER association of vertebral, anorectal, tracheo-ezofahialni, renal. Multifactor imitation
Opitz syndrome Hipertelorizm, hypospadias, disfahiya, heart defects, cleft lip and palate autosomal - dominant inheritance
Edwards Syndrome The speaker neck, small facial features, short sternum, arch your fingers, psychomotor retardation trisomy of 18 chromosome
Down syndrome muscular hypotonia, macroglossia, lunopodibne face Mongoloid eye shape, hypoplasia V finger trisomy of 20 chromosome
Syndrome Holdenhara Asymmetry / hypoplasia of the face, hearing loss,
poluhrebtsi spine makrostomiya, epibulbarnyy dermoyid, kolobomby eyelids, heart defects, hypoplastic lungs, kidney defects, kidney abnormalities. Unknown
Kolobomy CHARGE (Coloboma), heart disease (Heartrefects), atresia choanae (Atresia choane), growth retardation (Retarded groroth), hypoplastic genitalia (Genital hypoplasia), anomalies of ears (Ear anomalies) Multifactor imitation

Most chromosomal syndromes with autosomal disorders characterized by congenital brain that makes a welcome prognosis in these diseases unfavorable, and the children who survived, there is mental retardation. However, in children with VATER association and Opitz syndrome often normal intelligence, and a welcome prediction depends on the weight and multiple birth defects. It is important to note that these forms of pathology diagnosis based only on clinical presentation and features of the phenotype of a sick child. Yes, Opitz syndrome should be suspected in the presence of only two traits in boys - pronounced hypertelorism (widely placed eyes) and hypospadias. Only these features allow purposefully seek esophageal pathology, especially when the clinical picture of symptoms disfahiyi or aspiration pneumonia.
Various birth defects characterized by different frequency sydromalnыh forms. The most common syndromic forms of such defects as Gastroschisis, эkstrofiya bladder эpispadiya. On the other hand, when the frequency of defects anorektalnыh syndromalnыh form reaches 65%.
Most often syndromal forms diagnosed in children with orthopedic disorders - 58% of anorektalnыmy anomalies - 62%, and the pathology of the esophagus, the value is - 34%.
The practical value of syndromic approach in the surgical clinic is as follows: it allows to accurately diagnose related disease in a child with multiple defects, allows to predict specific to each syndrome complications during surgical treatment, to more accurately assess the possibility of surgical or conservative treatment of surgical diseases (timing and volume surgery, long-term outcomes), to give an accurate genetic prediction in the family. However, this does not exhaust the possibilities syndromic approach. The purpose of this approach is to allocate patients, similar in phenotype and complications that will continue to predict these complications and therefore find ways of prevention and optimal treatment
Noonan syndrome (named after the author who described the disease in 1963) - an autosomal dominant hereditary disease that has been observed in 1 in 1000 - 2500 people. Diagnosis is based on a combination of low growth, broad or webbed neck, chest deformity, congenital heart defects and unusual facial phenotype (frontal grow, hipertelorizm, rotated ears with hanging scrolls). Children almost always are the first patients with surgeons, because the newborn are vrozhdeni heart disease (valvular stenosis of the pulmonary arteries, ventricular septal defect), cryptorchidism in boys, a combined deformity of the chest.
Practical recommendations for surgeons following:
• Development of Media severe hylotoraksu / hyloperykardu when damaged thoracic lymph duct,
• Aplasia hypoplasia of lymph vessels found in 20% of newborns as heniralizovannoho or peripheral lymphostasis,
• Possible malignant hyperthermia during anesthesia
• high possibility of bleeding in the postoperative period as a result of deficiency of factor IX (Villebrandta disease or dysfunction of platelets, which are found in 20% of newborns)
When conducting CARDIAC interventions and damaged thoracic lymphatic duct develops hyloperykard or hylotoraks; possible malignant hyperthermia during anesthesia. This probability is low -1-2%, but given the seriousness of this complication, it is recommended to observe caution during anesthesia and using the drug dartrolena.
Noonan syndrome surgeon should conduct a study of blood coagulation, even when planning small-scale surgery.
TAR Syndrome (first letters indicate the clinical manifestations of the disease - thrombocytopenia, aplasia, radial). It is an autosomal recessive disease characterized by a combination of thrombocytopenia with bilateral absence of the radius while maintaining the thumb brush. Diagnosis of the disease is placed after birth, but clinical presentation can be quite varied with ulnar hypoplasia and / humerus, the presence of congenital heart disease.
In 90% of cases are diagnosed thrombocytopenia in the first 4 months of life, in 60-70% of cases are reported Leukemoid reaction with hepatosplenomegaly in 50% of cases - eosinophilia, sometimes there is hemolysis. All these hematologic manifestations provoked by many factors, the most important of which is cow's milk protein, surgical stress and infection. Especially dangerous these factors in children up to 3 years of life.
Surgical intervention in children with TAR syndrome to five-year age performed only for health indicators. Compulsory exclusion of children with dietary protein of cow's milk, caution and optimal timing of surgical correction of radial talipomanus and congenital heart disease can save the lives of these patients. When non-compliance of these recommendations mortality is about 60%, mostly from bleeding in the brain or lungs. When conducting surgeries for health indicators should prepare in advance a lot of fresh platelet transfusion, which should be taken only from one donor, because immune conflict - an additional factor for the occurrence of thrombocytopenia and Leukemoid reactions.
Ehlers - Danlosa.

• expressed the fragility of the vascular wall (the possibility of spontaneous rupture of large arteries, failure incision);
• The possibility of spontaneous rupture of hollow organs (bowel, bladder), caution during laparoscopy;
• caution during angiographic studies (rupture of the arteries);
• the probability of spontaneous pneumothorax;
• delayed postoperative scar formation (terms of removal of sutures increased by 1.5-2 times).
Syndrome Beckwith-Videmanna. Syndrome Beckwith-Videmanna - dominant syndrome. Minimal diagnostic criteria: a large mass at birth or postnatal advance physical development, defects anterior abdominal wall closure (embryonic hernia, umbilical hernia, diastase recti) vistseromehaliya (nefromehaliya, hepatomegaly, splenomegaly), macroglossia, unusual appearance of the child (hemangioma forehead, "notch" on the pinna). Diagnosis of the disease should be borne in mind in children with fetal or umbilical hernia, macroglossia and embryonic tumors (neuroblastoma, Wilms' tumor).
Possible complications in patients with the syndrome Beckwith-Videmanna:
• likelihood of neonatal hypoglycemia (60%) with the development of the court in the postoperative period;
• a large percentage (10-40%) эmbrionalnyh tumors, especially when nefromehaliyi or somatic asymmetry of the trunk, which requires monitoring and an ultrasound of the kidneys three times a year to 3 years of age and in older children 2 times a year to 14 years (timely diagnosis of Wilms tumor).
Marfan syndrome. Dominant syndrome. Minimal diagnostic criteria - asthenic physique dolihostenomiyeliya (long limbs), arachnodactyly, lens subluxation or weakness ciliary belt (tsinnovoyi ties) and the absence homotsistina in urine.
The diagnosis of Marfan syndrome should be borne in mind in children with congenital deformities of the chest, abnormalities of the spine (scoliosis, kyphosis), abnormal mobility of joints and various hernias (inguinal, umbilical, diaphragm). Very often in this disease characteristic in common connective tissue disease - mitral valve prolapse.
Doing and complications in patients with Marfan's syndrome:
• complications of intubation via mobility temporomandibular nizhno-jaw joints and joints of the cervical spine;
• risk of sudden increase or decrease in blood pressure during surgery;
• careful use of muscle relaxants in myopathic manifestations (possible paradoxical or prolonged effect);
• the possibility of lethal ventricular arrhythmias and bacterial endocarditis in the postoperative period with mitral valve prolapse;
• expanding aortic aneurysm formation and aortic dissection with the ability to break;
• increased risk of spontaneous pneumothorax (4.4%);
• increased incidence of pneumonia and chronic emfizemopodibnyh changes;
• reduced lung capacity, which increases the risk of anesthetic complications.
Approximately 1% of newborns are nonrandom combination of several small anomalies and birth defects, of which 40% can diagnose a particular syndrome, and in 60% of cases require the provision of so-called new
Important role in solving the problems of diagnosing congenital anomalies plays antenatal survey, conducted from 14-18 weeks of pregnancy. It allows to identify the main types of defects long before birth. In the case of antenatal diagnosis of defects prospective parents should be detailed, accessible language informed about the disease of a child and the possibility of correction of this anomaly. Based on this information, they have the right to decide the fate of her unborn baby.

Symptoms ultrasound obstezhanni described in the fetus.
● Polihidroamnion (gastro-intestinal obstruction, abdominal wall defects, anencephaly, diaphragm rupture, inability to swallow the fruit and concentrate urine).
● Distotsiya (bowel obstruction, abdominal wall defects, abnormalities of the urinary system).
● Mekoniyevyy peritonitis (intestinal obstruction, intestinal perforation).
● fetal ascites (anomalies of urinary tract, peritonitis, heart disease).
● Olihohidroamnion (renal agenesis).
● Expanding areas of the intestinal tube.
● Lack of visualization of the stomach and intestine sections with repeated surveys.
Pathology, where possible intrauterine surgical correction:
● diaphragm hernia small sizes
● Hydrocephalus
● hygroma neck
● hydrothorax
● Omfalotselye
● hydronephrosis
● megaloureter
● urethral atresia
● Stenosis of the aorta and pulmonary artery
Pathology, requiring Cesarean delivery: a giant teratoma, omfalotselye, Gastroschisis, chylangioma neck large sizes.
Chance and compulsory antenatal diagnosis of defects, because about 45% of patients with combined defects, which often are leading in thanatogenesis.

Pathology, requiring Cesarean delivery: a giant teratoma, omfalotselye, Gastroschisis, chylangioma neck large sizes.
Chance and compulsory antenatal diagnosis of defects, because about 45% of patients with combined defects, which often are leading in thanatogenesis.

Possible antenatal diagnosis hastroshyzisa. This issue is rarely combined with other disabilities.

Chance and compulsory antenatal diagnosis of congenital, because about 50% of patients with Down syndrome, for example combined with high intestinal obstruction (WCS). Reasons WCS: duodenal atresia, annular pancreas, duodenum membrane (often combined with malrotatsiyeyu). Rare forms of disability - is preduodenalna Gate vein, aberrant vessels liver doubling duodenum.
Pathology that gives rise to discussion on abortion: achondroplasia, valve posterior urethra with bilateral megaloureter, hydronephrosis, renal cystic dysplasia, severe disability, limb anomalies, any CNS anomalies to 20-22 weeks (excluding vascular plexus cysts) multiple malformations.
Pathology that requires abortion: anencephaly, holoprozentsefaliya, ekzentsefaliya, hydrocephalus caused Arnold-Chiari syndrome, large head and spinal herniation, intracranial tumors porentsefaliya more than 1cm, massive Cheka, cleavage face, agenesis of the eyeballs, gross heart defects: ectopia of the heart, double discharge of vessels, SLA, expressed ventricular hypoplasia, common ventricle, renal agenesis, polycystic children agenesis type bile ducts, adherent twins.
Pathology that requires urgent after birth transfer to the surgical department: Gastroschisis, omfalotselye (embryonic hernia with a narrow base), esophageal atresia, atresia of the small and large intestine, perforated anus diaphragm hernia, cystic lung hypoplasia with NAM expressed urethral stricture, tumor formation, leading to asfiktychnoho syndrome.
Pathology that requires hospitalization in a surgical department in the neonatal period: three-dimensional formation abdominal pulmonary sequestration, multykistoz kidney megaloureter, hydronephrosis, bladder extrophy, sacro-coccygeal teratoma areas, cysts or biliary atresia.
Contraindications to surgical intervention in children with developmental disabilities.
Absolutely contraindicated surgery to children through their existing defects are viable. Do not have to deal with a child who is in preahonalnomu and agonal state or in a state of shock, III and IV degree, but after removing it from this state in the presence of absolute indications surgery possible.
In cases where the cause of a severe condition can be cured only by surgery (bleeding, pneumothorax, etc.), the operation can begin and the final withdrawal of the patient from shock against antishock measures.
Cough and cold in children who are chronic in nature and not accompanied by fever and lack of appetite, is not a contraindication for surgical intervention in the case when the catarrhal phenomena occur acutely and are accompanied by the reaction temperature and other signs of any disease, surgery should be postponed .
Relative contraindications believe respiratory diseases, infectious diseases, disruption of normal child development associated with malnutrition, diarrhea and other causes: exudative diathesis, pyoderma, pronounced effects of rickets, a condition after vaccination, fever of unknown etiology.
Development of anesthesiology and resuscitation increased the possibility of surgery even in very serious condition of patients. In addition, some children suffer for many months any airway disease, and prolonged delay operation is dangerous or promotes respiratory disease (eg, cleft palate). In such cases, conducting intervention as soon as there was a light period and subsided catarrhal.
Operate children only with the consent of their parents or persons in loco parentis. Written consent of the record in history. In a pinch you can get verbal consent, data of witnesses. If there are absolute indications for surgery and the parents can not report it and their consent is not obtained, the question of the operation decided concilium of 2 - 3 doctors, which communicate to the chief physician.

Materials for self-
Situational task.
Task 1. According to the international classification of all birth defects are divided into 4 groups.
1. Which group of congenital allocated according to the international classification?
2. Define the concept of a congenital defect.
3. Define the concept dyzruptsiya.
4. Define the concept of deformation.
5. Define the concept of dysplasia.

Task 2. Small malformation - a rare variant of body or congenital anomaly that has no medical value, do not require treatment. For children's surgeon plays an important role determining defects or abnormalities to refine treatment strategy and the development of rehabilitation
1. Define the concept of small defects.
2. What are the main group of small anomalies in children.
3. Explain the definition of congenital defects.
4. Explain the definition of the syndrome.
5. Rehabilitation of young children with disabilities.

Problem 3. The child found syndrome, which is based on a combination of low growth, broad and webbed neck, chest deformity, congenital heart defects and unusual facial phenotype: frontal grow, hipertelorizm, rotated ears with hanging curls.
1. Definition syndrome.
2. Malformations, which are determined in children with this syndrome.
3. Practical recommendations for surgeons.
4. Rehabilitation of children with this syndrome.

Problem 4.B boy asthenic physique dolihostenomieliya (long limbs), arachnodactyly, lens subluxation and absence homotsistina in urine. During the inspection defined funnel chest, kyphoscoliosis, abnormal joint mobility.
1. Identify syndrome.
2. What deformation characteristic of this syndrome?
3. Features of children with this syndrome.
4. What are the complications seen in children with this syndrome?
5. Rehabilitation of children with this syndrome.

Problem 5. In newborns with birth defects highlighted various groups that differ in their approaches to tactics and treatment.
1. State the main evidence for malformations that give grounds for debate on abortion.
2. When can I malformation indicated abortion?
3. When can newborn defects should immediately transfer to the surgical department?
4. When can newborn defects should be translated to the surgical department during the infant?

Problem 6. The child hereditary autosomal dominant disorder, based on a combination of low growth, webbed neck, chest deformity, congenital heart defects and unusual facial phenotype - the frontal grow, hipertelorizm, rotated ears with hanging scrolls, cryptorchidism. What kind of syndrome should think first of all.
1. Identify the main manifestations of the syndrome.
2. Etiology and pathogenesis of the disease.
3. Treatment of children with the syndrome.
4. What are the complications that can occur in a child during surgery.
5. Rehabilitation of children with this syndrome.

Problem 7. In pregnant for 24 weeks during the examination found the fetus fetal hernia larger other malformations in children were found.
1. Etiology and pathogenesis of the disease.
2. Principles of collecting genetic history.
3. Treatment of pregnant and receiving delivery.
4. First medical and emergency newborn with fetal hernia.
5. Medical treatment in children with congenital malformations.

Task 8 In the newborn girl found small abnormalities: flattened occiput, easy ptosis, a primitive form of ears, abnormal shape curl ears, polydactyly brush.
1. Define the concept of small abnormalities.
2. Classification of small anomalies.
3. Tactics newborn examination with small defects.
4. Clinical management and treatment of young children with disabilities.
5. Rehabilitation of children with disabilities.

Problem 9. Newborn Association defects discovered bug where the spine, anus atresia, tracheo-ezofahialnu fistula
1. Determine syndrome in which there is this association.
2. The main manifestations of this syndrome.
3. Diagnosis of the syndrome.
4. First aid and medical tactics syndrome.
5. Rehabilitation of children.

Problem 10. Newborn to 5 days at clinical examination revealed thrombocytopenia. In addition, the child radial aplasia with preserved first finger and heart disease.
1. Define the concept of syndrome
2. Diagnostic tactics in children with this syndrome.
3. First aid and medical tactics in children with this syndrome
4. Complications that can occur in children with this syndrome.

Tests
1. Pathology that gives rise to discussion on abortion to data by ultrasonography in 18-20 weeks of pregnancy is:
A. Congenital dislocation of the hip
B. Rough incapacitating limb anomalies
S. webbing
D. Polydactylism
E. hypospadias

2. Pathology that requires urgent after birth transfer to the surgical department at wadi development, which was diagnosed before birth by ultrasound.
A. Gastroschisis
B. Asymmetry face
S. spinal deformity
D. Polydactylism
E. Absence of one kidney

3. Absolutely contraindicated surgery to children through their existing defects are not viable in such cases.
A. Asphyxia
B. Newborn in a coma II
C. Wasting
D. Newborn in a coma III - IV degree
E. Newborn in a coma and degree

4. Newborn defined defect of limbs, small heart anomaly face. Neonatologists identified this condition as a syndrome. What is the basic definition of the syndrome.
A. Presence of Defects
B. Small malformation
C. Maldevelopment
D. Deformation
E. Having a child of two or more symptoms

5. Down Syndrome - a syndrome in the newborn which determined the following symptoms:
A. Muscle hypertonicity, mikrohlosiya, normal face, Mongoloid eye shape, no V fingers
B. Muscular hypotonia, macroglossia, lunopodibne face Mongoloid eye shape, hypoplasia V finger
C. Muscular hypotonia, normal facial complexion, normal eyed, hypoplasia and finger
D. Muscle tone is normal, mikrohlosiya, deformation of the face, normal-eyed
E. Muscle hypertonicity, webbing, deformity face, ptosis of both age macroglossia

6. The child noticed a large mass at birth and postnatal physical development ahead, defects closing the anterior abdominal wall - umbilical hernia, diastase recti, nefromehaliya, hepatomegaly, splenomegaly, macroglossia, hemangioma forehead, "notch" in the ear. What syndrome in a child?
A. Marfan Syndrome
B. Syndrome Beckwith-Videmanna
C. Down Syndrome
D. Syndrome Ehlers-Danlosa
E. TAR Syndrome

7. The child hereditary autosomal dominant disorder, based on a combination of low growth, webbed neck, chest deformity, congenital heart defects and unusual facial phenotype - the frontal grow, hipertelorizm, rotated ears with hanging scrolls, cryptorchidism. What kind of syndrome should think first of all.
A. Syndrome Beckwith-Videmanna
B. TAR Syndrome
C. Syndrome Ehlers-Danlosa
D. Down Syndrome
E. Noonan Syndrome

8. In the newborn there are clinical signs of the disease - thrombocytopenia, radial aplasia. Determined autosomal recessive inheritance of the disease, which is characterized by a combination of thrombocytopenia with bilateral absence of the radius while maintaining the thumb hand, the presence of congenital heart disease. What kind of syndrome in a child should think first of all.
A. Syndrome Beckwith-Videmanna
B. TAR Syndrome
C. Down Syndrome
D. Noonan Syndrome
E. Syndrome Ehlers-Danlosa
 
9. Newborn - abnormal form of the right lower extremity and facial asymmetry caused by a mechanical cause in utero. The mother diagnosed with uterine fibroids before pregnancy. This bug should be defined as manifestation:
A. Dysplasia
B. Dizruptsiyi
C. Deformation
D. Osteodysplaziyi
E. Anomalies

10. A child of three years during examination revealed hypoplasia of the left kidney, which is decreasing size, which exceeds the deviation from the average for this age. This anomaly in a child should be defined as:
A. Kidney Dysplasia
B. Aplasia kidney
C. Congenital hypoplasia
D. Nephroptosis left
E. Congenital hypertrophy

List of theoretical questions
1. Malformations in Children, etiology, pathogenesis, frequency.
2. Syndromolohiya in pediatric surgery.
3. Minor abnormalities.
4. Down syndrome, Edwards syndrome, VATER association syndrome Opitz syndrome,, CHARGE.
5. Features surgical interventions in children with syndromes and malformations.
6. Preventing defects.

Practical tasks:
1. Methods of examination of the child and the definition of small defects.
2. Analyze ultrasound in malformations in children.
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Congenital cysts light, hypoplastic lungs. Congenital partial emphysema.

1.Actualness of topic.
Congenital malformations of the respiratory system in children is one of the most difficult problems of modern children's pulmonology. Congenital defects of the respiratory system often is the basis for chronic nonspecific inflammatory bronchopulmonary diseases.
Over the last decade there has been growth of lung diseases, including the fate of congenital malformations accounted 9,7-34,1% of cases, and 5% of them require surgical treatment of the causes of these anomalies. Despite the large number of studies of lung hypoplasia, lifetime diagnosis of up to 80%. Lung cysts in children are from 3.5 to 5.5% of the total number of patients with nonspecific lung diseases. Chastist complications that arise in this pathology, necessitating knowledge malformations of respiratory system.
2. Specific objectives:
1. To analyze the frequency and structure of congenital lung cysts, hypoplastic lungs, partial emphysema in children.
2. Classify congenital lung cysts, hypoplastic lungs, partial emphysema.
3. Master the embriopatohenez congenital cystic lung hypoplasia pulmonary emphysema lobarnoyi.
4. Recognize the major symptoms of congenital cystic pulmonary hypoplasia pulmonary emphysema lobarnoyi in children.
5. Develop the skills of physical examination of the patient: inspection, palpation and other clinical examination of patients with impaired lung development.
6. Propose and justify methods for diagnosis of congenital lung cysts, hypoplastic lungs, partial emphysema in children.
7. Interpret auxiliary diagnostic methods (laboratory tests, ultrasound, x-ray).
8. Differentiate defects depending on the clinic.
9. Identify indications for conservative and surgical treatment of this pathology.
10. Offer medical tactic in the presence of defects of the lungs.
11. Formulate a complete clinical diagnosis, according to the classification of the disease.
12. To interpret the general principles of treatment of malformations.
13. Establish psychological contact with patients and parents to improve preparedness for treatment (including surgery) and awareness of the negative consequences of the disease in the event of failure of medical advice.
4.2 Theoretical question for the class:
1. Define the concept of malformations of respiratory system, classification and location hypoplastic lungs, lung cysts, congenital emphysema lobarnoyi in this structure.
2. Master the classification of malformations of the lung.
3. Embriopatohenez malformation of the lung.
4. Classification of congenital lung cysts.
5. Classification of partial congenital emphysema.
6. The main clinical symptoms malformations of respiratory system.
7. Symptomatology malformation of the lungs.
8. The main clinical symptoms of partial congenital emphysema.
9. Methods of diagnosis of pulmonary hypoplasia.
10. Methods for diagnosing congenital partial emphysema.
11. Differential diagnosis of lung malformations in children.
12. Differential diagnosis of congenital emphysema partial
13. Indications for surgical treatment of malformations of the lung, congenital partial emphysema
14. Major surgery with malformation of the lungs.
15. Surgical treatment of congenital partial emphysema.
16. Forecast treat lung malformations in children.

4.3 Practical tasks used in class.
1. Installing psychological contact with patients, parents. Compilation of complaints, history of life and disease.
2. The Plan examination of the patient with hypoplasia of the pulmonary cysts pulmonary emphysema lobarnoyu.
3. Examination of the patient with congenital pulmonary cysts, hypoplasia of pulmonary emphysema lobarnoyu: inspection, palpation, percussion, auscultation.
4. Mounting system for drainage of the chest cavity.
5. Interpretation of the data X-ray, CT research and study of the diagnosis.
6. Definition of indications and contraindications to conservative or operative treatment of malformations of respiratory system.
7. The Plan preoperative preparation of the patient with congenital pulmonary cysts, hypoplasia of pulmonary emphysema lobarnoyu
8. Demonstration video scenes surgeries in this pathology.
9. The Plan postoperative management of patients with congenital cysts pulmonary hypoplasia pulmonary emphysema lobarnoyu.
10. Propose a plan of rehabilitation after surgery, performed in connection with developmental disabilities.

Contents subject.
Pulmonary hypoplasia
Pulmonary hypoplasia is the underdevelopment of all elements of the lung structures (bronchi, blood vessels and lung parenchyma). Major and equity bronchi ending functionally imperfect rudiments.
Pulmonary hypoplasia is associated with impaired formation of primary buds.

Primary laryngeal-tracheal outgrowth appears on four Sundays development (Figure 1). First, it has a round shape and connects the ventral-caudal part of the pharynx. At the distal end there are two outgrowths thickening, called lung buds. Endo buds that make up part of the tab Broch and parenchymal lung start their development within the parenchyma that surrounds them and forms the stroma of lung dolok, cartilaginous plates, smooth muscle and connective tissue. Stages of formation of the bronchial tree presented in Figure 1-5.

The Newborn.


Stopping of laryngeal-tracheal germ causes lung aplasia. Stop the development of one of the kidneys leads to the development of unilateral aplasia (Fig. 6). The reason hypoplasia (Fig.7), light may be a violation of embryogenesis at each posliduyuschyh stages (Figure 2, 3, 4).
Considering that cystic lung hypoplasia (Fig. 8) often appears as a result of stopping development phase digit branching bronchial tree branches after 05.04 order. Formation of solitary cysts (Fig. 10), and lobarnoyi emphysema (Fig. 9) also appears as a result of water forming lung tissue.
Unlike previous states they may not show up immediately after birth, so that their display to a term pulmonary respiration.

In the pathogenesis hipoplaziy combined impaired bronchial patency, supporting lung tissue hypoxia and desolation pulmonary vasculature, accompanied by bronchitis and obstructive emphysema development.
Pathogenesis of pulmonary hypoplasia is closely associated with the occurrence of congenital diaphragmatic hernia.
Simple pulmonary hypoplasia (PGL) (at NO Putov) is characterized by a uniform reduction in lung volume reduction by bronchial tree. The lumen is narrowed bronchi, lung volume (split) decreased, blood supply depleted. These changes are confirmed Bronhografiya - revealed deformation and convergence bronchi may be moderate their expansion. Hipoplazovana fate characterized by pallor and "doughy" consistency.
Cystic lung hypoplasia (KGL) - decrease volume or absence of lung parenchyma in the affected areas, while expanding cystic segmental or subsegmental bronchi. II Platov (1971) identifies two types of cystic hypoplasia:
a) with hypoplasia of the pulmonary parenchyma and cystic changes of the bronchi;
b) with hypoplasia of the bronchi and cystic lesions of the lung.
This form is called polycystic and usually observed in older children and adult patients.
Pulmonary hypoplasia can be combined with other disabilities: diaphragm hernia defects of the skeletal system, urinary tract, heart, central nervous system, the digestive system.
Clinical manifestations of PGL and KGL depend mainly on the amount of underdeveloped lungs and accession infection. Possible asymptomatic course hipoplaziy. Very often for extended periods observed respiratory syndrome in children, due to bronchitis, acute respiratory infections, pneumonia. Children behind in physical development, complaining of chest pain. When viewed noteworthy deformity of the chest retraction of her side of the process. In many cases marked acrocyanosis and "drumsticks." Joining infection leads to the formation of so-called secondary chronic pneumonia. Children complain of cough with discharge of purulent sputum, low-grade fever.
During physical research methods appears the following changes. Auscultation listen weakened breathing or lack of it over the affected area, dry, wet and mixed wheezing. Myocardial dysfunction mainly exchange character. Sometimes meet hypertrophy of the heart, myocardial degeneration, pulmonary heart.
In the diagnosis of pulmonary hipoplaziy crucial renthenobronholohichni methods. Optimal timing of bronchographic survey in all age groups is the period of sustained remission.
In simple hypoplasia characteristic is to reduce the volume of the chest on the affected side with heavy shading in the area marked high standing dome diaphragm, lung volume reduction, depending on the amount of damage. Heart and mediastinal organs are biased towards underdeveloped lungs may prolapse healthy lungs through the anterior mediastinum into the second half of the chest ("pulmonary hernia"). Identify changes in the root of the lungs - its expansion and loss of definition of anatomical elements, which are caused by blood circulation and lymph circulation due to inflammation, characterized by abdominal lesions, depletion of pulmonary pattern, narrowing of the intercostal spaces.
Common signs of lung malformations include bronchoconstriction I-II procedure bronchiectasis IV-V order, absence or drastic reduction of peripheral bronchi. Therefore, when Bronhografiya filled large bronchi, shallow bronchial branching absent.
In polycystic radiological picture is visualized in the form of tender, explicit prosvitlin the background unchanged lung tissue, it resembles honeycomb. Depending on the presence of acute inflammation, transparency sick lungs can be reduced, cystic cavities in the parenchyma may have fluid levels. In bronhohramah displays rounded cavity, similar to grapes, bronchiectasis and deforming bronchitis in patients who underwent pyo-inflammatory exacerbation with a progressive course. Survey bronchoscopy defines catarrhal catarrhal-purulent, purulent endobronchites. The degree of ventilation depends on the activity of inflammation and worsening of bronchial patency.
The method of treatment depends on the lesion, presence of complications, the characteristics of the disease, pulmonary function status respiration. Conservative treatment is more common in children with unilateral lesions within the fate in the absence of secondary changes and recurrent course of disease. Along with medication and antibacterial therapy are important Sanatsiyno bronchoscopy.
Along with conservative methods used and surgical treatment. Thus the question of whether the operation is decided depending on the nature of the defects, the volume of lesions, severity of lung infection, the functional state of the lungs and cardiovascular system, compensatory ability of pulmonary respiration and pulmonary circulation, results of examinations of other organs and systems. Setting developmental disorders or functions associated with the risk of the next surgery.
Absolute indications for surgical treatment are local and mosaic forms of lesion volume defects up to 12 segments with progressive recurrent pyo-inflammatory type of course.
The operation is performed outside the aggravation phase, 1-2 months after and 1-2 weeks after bronchographic survey. Angiographic examination is essential to the time of the transaction.
Surgical treatment is contraindicated in bilateral lesions (up to 12-15 segments) in severe respiratory failure, pulmonary hypertension, the evils and diseases of other organs (heart, kidney, liver, and malignant formations and diseases of the CNS, blood).
Method of surgical treatment depends on the amount of damage. Typical anatomical resection of the affected lung zones apply if damage is localized within the fate of two fractions or whole lung.
Economical (atypical) resection of the affected area is shown at local and mosaic lesions.
Segmental resection of lung indicated for cavitary formations established as within the bronchus and parenchyma in segment.
Combined resection should be performed to patients who had lesions along with one or two fractions cavity formation in the adjacent areas of the lungs. When saving and combined operations stored pneumatization plays a positive role in preventing inflection left bronchus and filling the remaining volume of the chest cavity.
Postoperative complications in the treatment of HL: sputum bronchial obstruction, empyema, pleural cavity, suppurating wounds, pneumonia, acute cardiovascular failure.
Congenital lung cysts
Their emergence is associated with impaired development of the bronchi and alveoli in the prenatal period. If it occurs in the early stages of embryogenesis, then there are rare cysts of large size, and in later periods - multiple, small, called polycystic lungs. Their formation promotes growth properly developed bronchial rudiments of mechanical stretching their accumulated ¬ vanym mucus. The inner surface is covered with a cyst epithelium and in the leg sometimes find items and bronchial smooth muscle fibers.
Congenital bronchogenic cyst on location may be central or peripheral. The central cyst sometimes combined with bronchus. Cysts can be filled with air or fluid.
The clinical course distinguish between uncomplicated and complicated cysts. Uncomplicated congenital cysts from asymptomatic pe ¬ rebihom usually found accidentally during radiologist ¬ tion is very poorly research. These cysts must be differentiated from those Nabu ¬ air cysts and lung abscesses that occur after acute purulent destructive pneumonia. Such cysts after 6 months appears epi ¬ telialna pad, clinically and radiologically they differ ¬ ing to birth. In such cases, helps conduct morphological studies.
Complications of congenital cysts are distributed as follows: suppurating cyst - 60%, tense cyst - 20% breakthrough player ¬ vralnu cavity 5%. At cysts from asymptomatic falls 15%. Suppuration cysts occur at any age and is accompanied by deterioration of general condition, improving ¬ tion of body temperature to high numbers, intoxication, fever, leukocytosis. On radiographs (Fig.12) show a circular cavity with fluid level.

On CT scan clearly defined CBSA ¬ la cysts no perifocal inflammatory reaction that helps to distinguish congenital cyst of abscess in intrapulmonary form HHDP. Paraezofahealni diaphragmatic hernia in which part of the stomach is in the chest cavity and during the X-ray detected in a cavity with fluid level can stimulate picture suppurating cyst. In such cases it is necessary to conduct radiological investigations ¬ tion of contrast medium. Diagnostic puncture does not hold in order to prevent infection of the pleural cavity. In that same volume of research conducted in the case of polycystic lung for suspected cell picture of intestinal loops with left-sided diaphragmatic hernia.
Congenital cyst intense light (Fig. 13) is clinically manifested symptoms of respiratory failure severe that occurs in the lung cysts with valve drive mechanism in the bronchi. The valve is formed by the inflection of the bronchus, co ¬ Sogo its communication with the cavity cysts, mucosal hypertrophy and seal bronchial phlegm, mucus. These children are determined by shortness of breath, difficulty breathing with the assistance of auxiliary muscles in breathing, cyanosis of the skin. Scream and nespo ¬ mous accompany attacks of asphyxia.

Clinic. When screening children exhibit lag part of the chest in breathing on the affected side. Percussion over the lung field is determined tympanitis, borders shifted heart in a healthy way. These objective studies do not allow to exclude pneumothorax busy, but during radiologic studies reveal the contours of the cysts, sometimes a presence of membranes. Tense pneumothorax is a pulmonary ¬ hydrogen pleural form of acute purulent destruction of the lungs with prolonged severe and severe intoxication.
Differential diagnosis. Strained lung cyst must be distinguished from congenital partial emphysema, which is characterized radiographically depletion pulmonary pattern, increased transparency pulmonary parenchyma, often in the region of the upper lobe of the left lung and severe mediastinal shift and flattening of the dome of the diaphragm.
Break complicated cysts leads to pneumothorax, or piotoraksu pneumoempyema. Differential diagnosis of pulmonary pleural forms HHDP in this case is difficult. Therefore necessary to consider the history, clinical course of the disease.
Treatment of congenital cysts with surgery alone after diagnosis. If a hard cyst before operation shown holding puncture and drainage of the cyst to reduce intrathoracic pressure. The volume of surgical interventions determined by the size and distribution of cystic formation. When cysts do tsystoektomiyu small diameter, medium - segmental resection of the lung, and if the cyst diameter exceeds the transverse size air lobe, lobectomy shows, sometimes with resection reed segments of the lungs.
Congenital partial emphysema.
The emergence of this rare congenital valve associated with the presence of the bronchi due to underdevelopment of cartilaginous rings or hypertrophy of the mucous membrane of the bronchus or its stenosis. Pathomorphological studies reveal smooth muscle aplasia of terminal respiratory bronchioles lack of intermediate generations of small bronchi or aplasia of all respiratory lobe with having mikropolikistozu. All this leads to disruption of the elastic properties of the lungs. Obstructive bronchial compression factor is abnormally located vessels - arterial duct, ligament or enlarged vein.
Clinic lobarnoyi congenital emphysema depends on the performance of intrathoracic pressure and shift of the mediastinum. According to clinical manifestations and terms of partial congenital emphysema divided into asthma, subcompensated and compensated form.
Clinically, asthma, or acute localized congenital emphysema seen in infants in the first days of life. It is characterized by classic symptoms syndrome intrapulmonary tension: acute progressive respiratory failure, increasing shortness of breath, bouts of coughing and cyanosis, tachycardia. Children are restless, body position forced on the patient side, while there is breath involvement mizhrebrovyh intervals, drink ¬ ment of the affected part of the chest, its lag in breathing. Bodies mediastinum shifted sharply to the healthy side, percussion - on the affected side tympanitis, auscultatory - breaths ¬ tion is missing. On radiographs (Mal.14.)

Determine the enhanced transparency pulmonary pattern on the affected side, showing eclipse triangular adjacent to mediastinum and caused by di ¬ Leanca ousted, kolabovanoyi pulmonary parenchyma. The dome diaphragm flattened. The affected lobe in healthy prolabiruyut ¬ tion toward the formation mezhystynalnoyi hernia.
For subcompensated form clinical signs appear aged 1-3 months, gradually increase respiratory disorders, but assaults ¬ dy intermittent cyanosis. Radiological findings show greater transparency and lack of pulmonary pattern, along with bloated lobe visible shadow kolabovanoyi healthy share, a moderate shift of the mediastinum.
Compensated form seen in children older than 1 year, when emerging infectious diseases or flu. During exercise there is an easy and fast dyspnea vtomlyuva ¬ ness. Children behind in physical development, the affected part of the chest explodes, maybe scoliosis. Localized congenital emphysema may have accidentally discovered during fluorography or radiological examination.
The differential diagnosis of pneumothorax hold tight, tense cyst lungs, diaphragm hernia, emphysema due to the presence of foreign bodies in the bronchi, emphysema compensated with pneumonia.
Additional methods used bronchoscopy, Bronhografiya especially when compensated forms of congenital localized emphysema. Computed tomography (CT) is used in certain cases where a simple and minimally invasive methods are not informative for diagnosis.
Treatment of acute localized congenital emphysema neonatal surgery. A must is to determine the ventilation-perfusion parameters. Shown urgent thoracotomy, removal of the affected lobe. Segmental resection of the lung may, if necessary, combined with the removal of the vascular component anomalies (intersection arterial duct or ligament). If the conditions and experience of the surgeon not guarantee adequate safety radio operators ¬, then reduce growing tension can intrapulmonary through bronchoscopy and temporary occlusion of the affected lobe bronchus seal. Radical surgery performed with perednobichnoho access the fifth mizhrebrovomu gap. Autopsy pleural cavity spend cautiously because pereroztyahnena parenchyma affected lobe may suffer damage. The operation is complicated by the fact that the inflated lobe occupies the entire pleural cavity and prevent manipulation ¬ modulation at the root of the lung. When subcompensated form urgency of surgery determined by the patient, with the compensated form of operation is performed routinely.

Materials for self-control.
Situational tasks:
Task 1. In newborn patient's condition heavy, wheezing, breathing left sharply weakened, percussion - box sound. In plain film chest - left lung tissue increased transparency with subtle pulmonary picture. Moderate mediastinal shift to the right. In the lower part of the left - a triangular shadow adjacent to the shadow of the heart.
1. Your diagnosis?
2. What form of the disease?
3. Surgical tactics of another doctor.

Task 2. The child's first year of life when tested on bronhohrami on the background of increasing transparency of lung tissue are thinned, vidryvchasti upper lobe bronchi and reed segments thickened, collected tassel bronchi of the lower lobe.
1. What kind of pathology talking about?
2. What diseases should conduct a differential diagnosis?
3. Tactics treatment.

Problem 3. The child's first year, amid complete clinical care, X-ray examination of the lungs revealed cystic formation up to 1 cm in diameter. Condition is satisfactory, no respiratory distress.
1. Your diagnosis?
2. What is your tactic?
3. What diseases should conduct a differential diagnosis?

Problem 4. In newborn patient's condition heavy, growing signs of respiratory failure: dyspnea, respiratory left sharply weakened, percussion - box sound. In plain film chest - left lung tissue increased transparency with subtle pulmonary picture. Moderate mediastinal shift to the right. Exhibited diagnosed congenital lobarna emphysema.
1. What surgical tactics?
2. What form of the disease?
3. What diseases have to conduct a differential diagnosis?

Problem 5. In children 1 year the patient's condition moderate moderately severe respiratory failure: dyspnea, respiratory left weakened, percussion - box sound. In plain film chest - left lung tissue increased transparency with subtle pulmonary picture. In the lower part of the left - a triangular shadow adjacent to the shadow of the heart. The diagnosis: congenital lobarna emphysema. Displaying radical surgery.
1. How much surgery?
2. What form lobarnoyi emphysema?
3. What time of surgery?

Problem 6. In the two-year boy in X-ray examination revealed the top share of the right lung cyst formation up to 5 cm in diameter, without signs of inflammation. When examining the control dynamics absent. Condition is satisfactory, no respiratory distress.
1. What kind of pathology talking about?
2. What time of surgery?
3. How much surgery?
Problem 7.V boy 6 years old within two years after the parents refused surgical treatment, X-ray examination revealed the top share of the right lung rounded education to 9cm in diameter with a fluid level. Severe inflammation: fever to 39oS, shortness of breath, respiratory failure. Upon further examination confirmed the diagnosis: congenital cyst upper-lobe of the right lung, with difficulty. Condition heavy.
1. What complication cysts arose in this case?
2. What time of surgery?
3. How much surgery?

Task 8. A child of 3 days after birth severe respiratory failure. Examination revealed syndrome intrapulmonary tension on the left, while crying child rozovishaye. Established diagnosis of congenital emphysema lobarna left.
          1. What is the fate of this pathology is most often affected?
          2. Timing of surgery?
          3. Volume surgery?
Problem 9. The child is 5 months in the survey revealed: in the middle of fate right lung rounded cystic formation, with effects of inflammation. The patient's condition was satisfactory. Respiratory disorders have been identified.
          1. What kind of pathology should consider?
          2. What complication cysts most likely?
          3. What medical tactics?

Problem 10.U children aged 1 year marked by a protracted course of pneumonia. According Review radiographs of the chest-enhanced pnevmotyzatsiya lung, mediastinal shift to the right lower lobe atelectasis left.
         1. What is the likely diagnosis?
         2. What medical tactics?
         3. Volume surgery?

Tests:
1. A child of 3 years was under medical observation in pulmonologist about frequent respiratory disease. The next examination of the child diagnosed cystic hypoplastic lungs. The method of choice in the treatment of cystic hypoplastic lungs are:
A. Surgical
B. Clinical observation
S. Surgical treatment is contraindicated
D. Conservative treatment
E. spa treatment

2. Newborn in distress syndrome with respiratory failure in children hospitalized surgical department. An examination of the diagnosis: congenital lobarna emphysema. The method of treatment for congenital emphysema lobarniy are:
A. expectantly tactics
V. Conservative treatment
C. Radical surgery
D. Puncture formation
E. Thoracostomy

3. The boy 3 months of the survey diagnosed congenital lung cyst, complications and stress subplevralno located within a single segment. What is expedient to perform the operation in this case?
A. lobectomy
V. Cystectomy
S. pulmonectomy
D. Segmentectomy
E. Marsupializatsiyu cysts

4. In infants with respiratory distress syndrome diagnosed congenital lobarnu emphysema. After preoperative preparation performed surgery - lobectomy. The most common complication after this operation are:
A. Suppuration wound
B. Prolonged malignant hyperthermia
S. Pneumothorax, residual pleural cavity, atelectasis, pneumonia
D. Deformation of the chest
E. pleural effusion, empyema, hemothorax

5. In infants with a syndrome of respiratory disorders after a survey revealed: congenital upper-lobe emphysema lobarnu left lung. The most frequent localization lobarnoyi congenital emphysema are:
A. upper lobe of the right lung
B. The upper lobe of the left lung
C. The lower lobe of right lung
D. The lower lobe of the left lung
E. The average share of the right lung

6. As a boy of 4 months, received by the surgical hospital for examination detected syndrome intrathoracic tension left. Which of these anomalies does not lead to the syndrome of intrathoracic tension?
A. Lobarna emphysema
V. lung cyst
C. This diaphragm hernia
D. False diaphragm hernia
E. Agenesis lungs

7. Newborn found: not pronounced respiratory syndrome disorders. The examination found: partly straightened plot lungs. When there is a complete smoothing of the lungs after birth in newborns?
A. Immediately
C. After 1 hour
C. After 6 hours
D. A day
   E. Within a few days

8. A child of 3 days after birth severe respiratory failure. Examination revealed syndrome intrapulmonary tension on the left, while crying child rozovishaye. Most likely diagnosis:
A. diaphragm hernia
V. Atresia choanae
C. Cyst lungs
D. Lobarna emphysema
   E. Pneumothorax

9. In children 6 months showed symptoms of respiratory failure. The examination revealed: congenital lung cyst complicated by stress and subplevralno located within a single segment. What kind of operation is expedient to perform this child?
A. lobectomy
V. Cystectomy
S. pulmonectomy
D. Segmentectomy
E. Marsupializatsiyu cysts

10. In the surgical ward hospitalized boy 3 years old with severe respiratory failure. After examination the diagnosis: congenital cyst intense upper-lobe of the right lung. What type of treatment indicated the child?
A. Radical surgery
V. Conservative treatment
S. puncture the cyst
D. Draining the cyst
E. expectantly tactics

List of theoretical issues.
1. Classification of pulmonary hypoplasia.
2. Embryogenesis lungs.
3. The main clinical symptoms of pulmonary hypoplasia.
4. Methods of diagnosis of pulmonary hypoplasia.
5. Differential diagnosis of pulmonary hypoplasia
6. Surgical management of pulmonary hypoplasia
7. Methods of surgical interventions in hypoplastic lungs.
8. Classification of congenital lung cysts.
9. The main clinical symptoms of congenital lung cysts.
10. Diagnosis of congenital lung cysts.
11. Differential diagnosis of congenital lung cysts.
12. Type of anesthesia during surgical intervention.
13. Methods surgery of congenital lung cysts.
14. Postoperative complications.
15. Classification lobarnoyi congenital emphysema.
16. The main clinical symptoms of congenital lobarnoyi emphysema.
17. Methods of diagnosis of congenital emphysema
18. Indications for surgical intervention.
19. Types of surgery of congenital emphysema

Practical tasks
1. Analysis of survey radiographs of the chest cavity.
2. Mounting system for drainage of the chest cavity.
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Esophageal atresia. Congenital diaphragm hernia.
 
1. Background.
Esophageal atresia is not only one of the most frequent, but also one of the most difficult to treat newborns malformation. Population frequency of defects: 1 case per 5000 newborns. Most of this pathology is diagnosed in preterm infants. In 20 - 50% of cases this malformation combined with other disabilities. Thus, knowledge of basic clinical signs and diagnostic features help determine the correct treatment strategy and contribute to reducing complications.

2. Specific objectives:
1. To analyze the frequency and structure of esophageal atresia, congenital diaphragm hernia in children.
2. Classify esophageal atresia, congenital diaphragm hernia.
3. Master the embriopatohenez esophageal atresia, congenital diaphragm hernia.
4. Recognize the main symptoms of esophageal atresia, congenital diaphragm hernia in children.
5. Develop the skills of physical examination of the patient: inspection, palpation and other clinical examination of patients with esophageal atresia, congenital diaphragm hernia.
6. Familiarize with methods of diagnosis esophageal atresia, congenital diaphragm hernia.
7. Substantiate diagnostic methods esophageal atresia, congenital diaphragm hernia.
8. Interpret the results of laboratory tests, perform differential diagnosis, formulate a clinical diagnosis, prescribe treatment for patients with esophageal atresia, congenital diaphragm hernia.
9. Identify indications for conservative and surgical treatment of this pathology.
10. Offer medical tactic in the presence of malformations of esophagus and diaphragm.
11. Formulate a complete clinical diagnosis, according to the classification of these diseases.
12. Establish psychological contact with patients and parents to improve preparedness for treatment (including surgery) and awareness of the negative consequences of the disease in the event of failure of medical advice.

4.2 Theoretical question for the class:
1. Define the concept defects diaphragm, esophagus
2. Classification of esophageal atresia.
3. Classification of diaphragm hernia.
4. The main clinical symptoms of defects diaphragm.
5. The main clinical symptoms of esophageal defects.
6. Methods of diagnosis of esophageal atresia.
7. Differential diagnosis of esophageal atresia
8. Differential diagnosis of diaphragm hernia
9. Indications for surgical treatment of esophageal atresia.
10. Timing and indications for surgical treatment of diaphragm hernia.
11. Major surgery with atresia of the esophagus.
12. Major surgery with diaphragm hernia.

4.3 Practical work used in class
(Knowledge assimilation III)
1. Installing psychological contact with patients, parents. Compilation of complaints, history of life and disease.
2. The Plan examination of the patient with esophageal atresia, diaphragm hernias.
3. Examination of the patient with esophageal atresia, diaphragm hernias: inspection, palpation, percussion, auscultation.
4. Choosing probe for sensing the stomach samples of Elephanta, the interpretation of research data.
5. Interpretation of the data X-ray, CT research and study of the diagnosis.
6. Definition of indications and contraindications to conservative or surgical treatment.
7. Demonstration video scenes surgeries with atresia of esophagus and diaphragm hernia.
8. Mounting system for drainage of the pleural cavity.
9. The Plan postoperative management of patients with esophageal atresia, diaphragm hernias.
10. Prediction of long-term results with atresia of esophagus, diaphragm hernia.
                                                     Contents subject.
Esophageal atresia. The esophagus and trachea are laid in the early parts of the primary intestinal tube (Figure 1).
In the middle of the bottom groove of the pharynx appears that quickly turns into a tubular outgrowth - the trachea (Fig. 1-b), which runs parallel to the intestinal tube. Caudal end of the trachea begins to increase and forks (Figure 1-c), forming bookmarks lungs. Distal esophageal tube from the pharynx narrows significantly, forming the esophagus. For non-direction and rate of growth of the trachea and esophagus may develop esophageal atresia with fistula traheostravohidnoyu. Probable cause of atresia and stenosis believe disruption of vacuolization in the solid phase (from the 20th to the 40th day). How the pathology of chromosomal abnormalities is now increasingly attracting the attention of researchers
Atresia of the esophagus and diaphragm hernia with autosomal recessive inheritance where both parents are carriers of recessive gene (heterozygotes): the possibility of having a healthy child - 25% of the patient - 25% heterozygotes - 50%. Marriage patient with a healthy give 100% in the offspring of heterozygotes. Marriage provides the patient with heterozygote offspring in 50% of patients and 50% - heterozygotes (carriers).
There are various anatomical variants of this defect. In "Atlas of esophageal atresia» D.Kluth (1976) described 97 species and "subspecies" atresia of the esophagus. Frequent following oesophageal pathology (Figure 2).
But, basically, are two classic types of esophageal atresia:
1. Oral segment ends blindly, and stomach - is connected to the respiratory tract;
2. Oral and distal segments ending ends blindly and not connected to the airway.
Atresia top drive segment to form the lower traheostravohidnoyi fistula is the most common defect esophagus - it is diagnosed in 85 - 95% of patients. Regardless of the type of esophageal atresia oral segment is always more advanced than the lower, gastric. The wall of the upper end thickened, hypertrophied.
When esophageal atresia observed characteristic clinical picture. Within 2-3 hours after birth top Oral blind bag esophagus and nasopharynx filled with mucus, resulting in newborn appear frothy discharge from the mouth and nose. This is an early symptom. Nespravzh ¬ tion hypersalivation due to the fact that in the viscous mucus exhaled breath and thrown into the nasopharynx. After vidsmoktu ¬ ing mucus again he quickly accumulates and part of his aspiruyetsya. There are attacks of asphyxia, so by the end of the 1st to ¬ would appear after birth dyspnea, cyanosis nasolabial triangle bugged many moist rales riznokali ¬ Bern. During feeding bouts of cyanosis intensified. These symptoms indicate a violation of patency of the esophagus. There respiratory failure due to pneumonia and atelectasis develops idiopatychpyy respiratory distress syndrome (RDS).
If the top section of esophagus connects to the trachea, the clinical picture of respiratory failure prevail because the contents of the upper segment of the esophagus passes through a fistula to the trachea. Having lower traheostravohidnoho links diagnosed during the inspection and percussion of the abdomen. In the absence of communication stomach hollow, percussion determined dull sound. If fistula stomach and intestine filled with air. As a result antyperystaltyky acidic stomach contents thrown into the trachea and bronchi, is the death of ciliated epithelium and violation of the drainage function of bronchi.
Peristalsis in Esophageal atresia and traheostravohidnyh fistulas impaired. In addition, amniotic fluid stretched upper segment of the esophagus compressing the trachea, which can lead to tracheomalacia. Low prenatal intrabronhialnyy pressure time ¬ shuye process branching bronchi and alveoli.
Diagnosis of classical defects not difficult, especially if there is no associated malformations. There are several methods of diagnosis: sensing strategy ¬ vohodu using thin rubber catheter (№ 8-10). This procedure should be performed in the delivery room. If it is not informative, air is blown through a catheter (10-20 ml.) (Elephanta test), which is released through the nose or mouth. The child should be transferred to the surgical hospital. The most informative is contrasting esophagus. Is put ¬ ing contrast catheter under radiological control in the upper segment of the esophagus informative (Figure 3).

Communication between gastric segments ¬ volume and respiratory system causes the appearance of air in the stomach and intestines, which exhibit during X-ray of abdomen in ¬ rozhnyny. During contrast study due to falling material in the airways develops severe air ¬ Niya, so mostly prefer research without injections ¬ tion of contrast material.
Most clinicians to early diagnosis of defects recommend to everyone without exception newborns in the first hours after birth conduct sensing esophageal catheter. Such tactics, as evidenced by long experience, is justified. However, existing diagnostic methods allow only to determine the level of obstruction of the upper segment of the esophagus. Surgeon to select the appropriate treatment strategy is necessary to have information on the amount of diastase between the upper and lower ends of the esophagus, level location bronhostravohidnoho connections.
There is a way to prompt diagnosis of anatomical disorders in esophageal atresia: retrograde рентгеноезофагобронхологічне study, to determine the length of the defect of the esophagus and precise anatomic localization bronhostravohidnoho connections. Methodology is verhnoseredynniy laparotomy. Through the hole made in the wall of the stomach during gastrostomy by Kader, conduct retrograde catheterization of the distal segment of the esophagus radiopaque probe.
Preoperative preparation of children who were hospitalized in the first 12 hours:
1) a complete cessation of feeding by mouth;
2) high head end and change position every 30-45 minutes;
3) humidified oxygen;
4) warming;
5) infusion therapy based daily physiological needs in the fluid by 10% glucose solution, fresh frozen plasma electrolytes;
6) antibiotic therapy;
7) symptomatic therapy;
8) thorough suctioning of mucus every 10 - 15 minutes of upper ¬ th segment esophagus, upper airway and trachea;
9) endotracheal intubation with mechanical ventilation, spontaneous breathing under increased pressure from Gregory.
Duration of preoperative preparation depends on the general condition of the child ¬ tion, hospitalization time and nature of pathological changes in the lungs. Determine the severity of disorders of homeostasis, hemodynamics, respiratory failure and the degree of dehydration. ¬ but depends on the condition and degree of operational risk are three groups of newborns Ashkraftom and Holder:
A - newborns weighing more than 2500h without accompanying defects and pneumonia;
B - infants weighing 1800 - 2500h without pneumonia and weighing more than 2500h with pneumonia or atelectasis (16%);
C - newborns weighing less than 1800 for lack ¬ ARRANGEMENTS pneumonia and weighing 1800 - 2500h with pneumonia, RDS, associated malformations, sepsis (34%).
Children who were hospitalized in the first 12 hours after birth, do not require prolonged preoperative preparation. Hospitalization ¬ cialized later with symptoms of aspiration pneumonia prepared for operation from 12 hours to 3 days. In addition to the above, they pro ¬ drive:
1) inhalation of alkaline solutions and antibiotics;
2) parenteral nutrition by the existing scheme
Type of surgical treatment depends on many factors. First of all forms of atresia. When atresia with fistula, most authors recently impose direct anastomosis of the esophagus. With a large diastase more than 1.5 cm proposed different methods for applying the anastomosis, including deferred. Access: transpleural (postoperative complications - mediastinitis, pneumonia, pleural empirical ¬ EMA) and extrapleural in the fourth intercostal spaces. Retroplevralnyy access is safest. First mobilize the lower segment of the esophagus. Then eliminate traheostravohidnu fistulas. Directly near where communication with the trachea to the esophagus impose silk ligatures, it cut the, trachea ushyvayut. Then mobilize the upper segment of the esophagus. It is recommended to apply single-row suture threads that dissolve on atraumatic needle inside the nodes along the entire perimeter oblique anastomosis. One of surgical techniques aimed at reducing diastase between segments: ezofahomiotomiya around the upper segment, mobilization of the upper segment of the esophagus with vykroyuvannyam with its apex triangular flap, dissection distal segment longitudinally on its lateral surface, the comparison ends of segments with an oblique line location invertuyuchyh seams.
Hovard (1965) offers buzhuvaty oral segment of the esophagus in order to extend it to 2 - 2.5 cm for 3-6 weeks followed by imposition of direct anastomosis and disconnection traheostravohidnoyi fistula. Recently, during a separate gastrostomy catheter drains the lower segment of the esophagus.
T.K.Nemilova and spiv.avtory (2003) offered at the lower esophageal atresia tracheo-esophageal fistula (TSN), create a primary or delayed anastomosis. Primary, with the possible construction ends esophagus without tension and with significant deferred diastase ends. Then, after the elimination of TSN clearance lower segment ushyvayut obvyvnym seam tightly and fix it to the intercostal muscles as possible. The upper segment is not shown, superimposed Gastrostomy. Required adjustment passive outflow of saliva through nazofarenhealnyy probe its active aspiration of the upper segment of the esophagus. By 2-2.5 months of segments grow. There is an opportunity to impose direct anastomosis without tension. Gastrostomy closed within 1.5-2 months after imposition of deferred anastomosis.
In isolated form atresia (without traheostravohidnoyi fistulas) are multi-stage operation. The first stage is carried out double ezofahotomiyu, and the lower segment of the esophagus deduce the peritoneal cavity of laparotomy access without thoracotomy or ezofaho and gastrostomy. While cervical esophagus segment ezofahostomiyi oral derive the neck, distal to the anterior abdominal wall. The second stage of the operation - plastic esophageal intestinal transplant with antireflux protection by the method of Stepanov-Razumovsky, at an age of 6 months - 1 year. Operation of choice now becomes rear Mediastinal koloezofahoplastyka. Early and remote postoperative course of the performance of different retrosternal koloezofahoplastyky severe complications as graft necrosis - 0.6% and mortality - 0.3% (A.Yu.Rozumovskyy and others., 2003).
Postoperatively continue intensive tera ¬ piyu, conduct sanitation tracheobronchial tree at Hearth ¬ weighted intubation. Fed baby through a plastic tube. The probe is removed by 8-9th day. Capacity anastomosis re ¬ viryayut using radiological control vodoroz ¬ force of contrast material. In the absence of complications th ¬ pensation through the mouth begin with 10-20 ml, increasing the dose of 10 - 15 ml daily, bringing to normal according to age and body weight. If there Gastrostomy then starts feeding ¬ tion on the 2nd day after surgery.
Possible postoperative complications: pneumonia, failure to ¬ mozhnist anastomosis, mediastinitis, pleuritis, pneumoempyema, atelectasis, recurrent fistula traheostravohidnoyi (recanalization). Narrowing of the anastomosis occurs in 30-40% of cases unasli ¬ docking formation of adhesions and scarring and requires bouginage (buzhi № 20-26).
Must have a control fibroezofahohastroskopiyi of assessing the degree of patency of the anastomosis area, especially if dysfahiy. In addition, assess the severity of esophagitis resulting from possible gastroesophageal reflux as a result of congenital dysfunction of the esophagus. Assign conservative treatment (Reglan, cisapride), and in case of failure - surgery for Nissen to form complete'' clutch "or" half-coupling "with Tal.
The children set constant clinical supervision, prescribe feeding homogenized mixtures.

Diaphragm hernia.
Diaphragm hernia called moving abdominal organs into the chest cavity through natural or abnormal opening in the diaphragm or by protrusion thinned diaphragm (all or only part of it). In children arise mainly congenital diaphragm hernia.
Development of the diaphragm is completed at the end of the 2nd month of fetal development (Fig.5.)

The diaphragm is placed in the main department at III-V cervical segment. At 4 weeks of growing its ventral division as folds that partially separates the pericardial cavity from pleural sacs and abdominal cavity, is primitive connective plate or diaphragm. Dorsal department pleural cavity is still connected to the abdominal cavity. At the end of the 6th week on the side and rear walls of the trunk appear folds (pillars Uskova) that gradually grow towards the transverse septum, fused with it and form a diaphragm. At the end of the 3rd month of the diaphragm gradually descends and takes its anatomical position.
In the case of underdevelopment pillars Uskova formed defects often placed in the dorsal, at least - in its central part. Depending on the degree of underdevelopment Uskova pillars formed the central part of the diaphragm defects of varying sizes, sometimes it does not.
There diaphragm hernia true and false.
Their formation depends on the time of termination of the diaphragm. If it happened early on abdominal organs stay for directly by the lungs that helps hypoplastic lung tissue. Late hypoplasia bodies abdominal bulge through defects in the diaphragm and peritoneum and form a hernial sac.
Classification (SY Doletskyy, 1970) congenital diaphragm hernia depending on the location of hernial gate and sizes:
I. Hernia own diaphragm (43%).
1. Thinned bulging of the diaphragm (true hernia):
a) protrusion limited part of the dome diaphragm;
b) protrusion of a large part of the dome of the diaphragm;
c) complete protrusion of one dome of the diaphragm (relaxation).
2. Defects in the diaphragm (hernia false):
a) back slit defect (hernia Bohdaleka);
b) lack of a dome diaphragm (aplasia).
3. Transitional forms.
II. Hiatal hernia (hernia true) - 10%:
a) esophageal;
b) paraezofahealni.
III. Hernias anterior diaphragm - 10%:
a) front hernia (hernia true) - parasternal (Larreya crack, hole Morgagni);
b) frenoperykardialni hernia (false);
c) retrograde frenoperykardialni hernia (false).
Congenital diaphragm hernia occurs in one excrete ¬ begotten approximately 3,000 births (excluding stillborns with congenital diaphragm).
For all types of diaphragm hernia in either less op ¬ Ghana abdomen moved into the chest, resulting cho ¬ nd there is compression of the lungs and heart shift. Mostly it stomach, omentum, small and large intestine, part of the liver, sele ¬ zinka, less kidney.
Depending on the size of hernial gate, their localization char ¬ ture and magnitude of movement of the abdomen can be impaired respiratory, digestive and cardiovascular activity. For each type of hernia is characterized by certain symptoms. The clinical picture in some forms of diaphragm hernia occurs race ¬ c. Most are left-handed diaphragm hernia. Pain ¬ six patients (especially infants) to one hundred hospitalized ¬ tsionaru due to complications that arise when false hernias own diaphragm, at least in its relaxation. Weather in pa ¬ with congenital diaphragm hernia in premature neonatal ¬ tive and children with functional immaturity body adverse ¬ tive.
Most of diaphragm hernia manifested symptoms of asphyxia and increasing cardiovascular insuffi ¬ ARRANGEMENTS, which arise from compression of the lungs and mediastinum shift displaced into the chest cavity loops ¬ ing shock, stomach and other internal organs. This condition name ¬ tion SJ Doletskym "asfiktychnym strangulation."
The first and most characteristic feature is to progressively ¬ rostayucha respiratory distress, cyanosis, which, unlike the heart, is intermittent in nature, occurs in the form of attacks associated with eating or crying. Can be watched ¬ tysya bouts of coughing and shortness of breath. Child frail, weak cry. Possible cardiac disorders due to displacement ¬ this August. Also characteristic disorders of the digestive system. If the entire stomach and a large number of loops of intestines move into the pleural cavity and stretched liquids and gases, in addition to dyspnea, cyanosis and heart rate acceleration occur as cough, vomiting, and difficulty swallowing. The abdomen is sunken, boat ¬ nopodibnyy the lack there of abdominal in ¬ rozhnyny.
These objective studies help in establishing the diagnosis. During the test, the patient percussion determine displacement of the heart in the direction opposite the hole in the diaphragm, tympanitis sometimes blunting percussion sound during auscultation - the absence or weakening of breath. On the opposite side of the vo ¬ but also weakened. While attentive repeat of hearings can determine peristaltic intestinal noises.
Diagnosis of congenital diaphragm hernia rather composition ¬ on through a variety of clinical pictures. Crucial radiological examination using contrast material.

X-ray study carried out in a vertical in ¬ applies. This exhibit displacement of the heart in the opposite direction, the presence of gas-filled intestinal loops in abdominal in ¬ rozhnyni intestinal loop is not defined. In contrast studies yodolipolom, which is injected through a tube in the stomach within 2 hours contrast agent fills the small intestine and expression ¬ lyayetsya in the chest cavity.
The differential diagnosis of congenital diaphragm hernia must be made with other diseases that accompany ¬ vodzhuyutsya respiratory insufficiency: edematous hemorrhagic son ¬ Drom, lobarnoyu emphysema or lung cysts, spontaneous pneumothorax.
The most severe complication of congenital diaphragm hernia is strangulation. There phenomenon ileus, in ¬ rushuyetsya activities of the chest. Absence of this Request for Proposal ¬ cha belly complicates diagnosis. Always be aware of diaphragm hernia and internal strangulation. Weather in the case of diaphragm hernia strangulation unfavorable. Therefore, the indications for surgical intervention, regardless of the child's age determined after diagnosis.
Congenital hernia of the diaphragm asfiktychnym dunk ¬ tion is an absolute indication for surgery.
Treatment of newborns with congenital diaphragm hernia - one of the most difficult problems in surgery due to the complex pathophysiology of respiratory (breathing) disorders, high ¬ koyi mortality, serious complications in the postoperative peri ¬ units, care for further rehabilitation of children with this disease.
Successful treatment depends on adequate anesthesia: a plan of ventilation mode normoventylyatsiyi with hypercapnia, extracorporeal membrane oxygenation, with no necessity ¬ inhalation of nitric oxide to blood pressure reduction in the le ¬ geneva artery. Recently in infants with thoracic operations ostsyllotorna used high-frequency ventilation (HFOV).
When diaphragm hernia spend focused on tracking child ¬ and ¬ operative treatment is aimed at determining the size of the defect diaphragm disease of the chest and abdominal cavity ¬ nyny and plastic diaphragm. Use laparotomy or torakotomnyy accessibil ¬ pi.
In the case of jamming of the digestive system (when it nespravzh ¬ diaphragm hernia) shown urgent surgical interventions ¬ supply. Children who surgery about the real diaphragm hernia was not carried out behind in physical development, they develop serious complications. Only normal operation provides further physical development of the child. The operation was postponed to stabilize in ¬ indicators of hemodynamics, gas exchange and adequate urine output, ne ¬ redoperatsiynu preparation conducted within 12-32 hours. Volume surgery defined the essence of malformations.
Children with this diaphragm hernia spend diafrahmoplastyku as tryplikatury, children with schilynopodib ¬ him defect diaphragm - quilting diaphragm muscle to roll, and if he is absent - to the ribs.
If there is aplasia dia ¬ Phragmen must carry through plastic mesh allograft.
Given the importance of intra-abdominal pressure in the development of hypoxia, pulmonary hypertension, cardiac activity of the abdominal wall can not zashyvatysya, formed a ventral hernia. Yu.P.Kukurudza, Ye.Ye.Loyko and others. (2007) covering the intestines silicon film fixed to the peritoneum, the anterior abdominal wall. Relaxation of the abdominal muscles held vertical traction at the seams, which gradually reduced the size of the defect and allowed to remove tape and sew up the wound for 6-8 hours. Gradually increase the size of the abdominal cavity, eliminating pressure on the diaphragm, improves hemodynamics.
Indicators of overall mortality, according to the national av ¬ tors (VF Shish, A. Losev, VN Grapes, OG Momotov, 1999), ranged from 14 to 30%. Causes of death can bu ¬ you multiple defects (severe heart defects, kidney, central nervous system), bilateral lung hypoplasia, profound prematurity and functional immaturity ¬ tional body, the development of sepsis due to de ¬ structive pneumonia in hipoplazovaniy lungs or generalization of intrauterine infection, decompensated heart vascular insufficiency.
Zahn et al (2007, Germany) indicate that according to the literature relapses after treatment diaphragm hernias ranged from 20 to 80% and depend on the technology operations. Among the 4 different methods (primary suturing, simple reward, a large reward and conical), the most rational way to apply bevel patches.

Materials for selfcontrol.

Situational tasks:
Task 1. In the newborn child after birth gradually began to grow signs of respiratory failure. Gradually intensified displacement of the heart to the right, the left half of the chest bulges, lags in breathing, percussion - it normal lung sounds, left - tympanitis, and during auscultation listen "gurgling" noises. Plain radiographs of the chest - the mediastinum shifted to the right, left to level 3 ribs defined air cavity sizes.
1. What is pathology in neonatal ¬ Jen child you are dealing with?
2. What diseases should conduct dyf.diahnostyku?
3. Surgical tactics of another doctor.

Task 2. The newborn from the first hours of life significantly pronounced signs of respiratory failure: shortness of breath, increasing horizontally. On examination: the left half of the chest bulges, heart shifted to the right, the dome of the diaphragm on the left is not detected. Auscultation of breath puerylne right, left, listens intestinal noises, shortness of breath. Sunken abdomen.
1. What is the most likely diagnosis?
2. What form of pathology?
3. Surgical tactics of another doctor.

Problem 3. In the newborn baby after the birth of his mouth and nose abundantly secreted saliva foamed, increasing dyspnea, cyanosis. Sunken abdomen, but swollen in the epigastric region. When probing the stomach - probe stopped.
1.Z what defect you are dealing with?
2. What more research should be conducted to clarify the diagnosis?
3. What form of the disease?

Problem 4. In the newborn child from the first minutes of life is determined saliva foaming from the mouth and nose, respiratory failure.
1. What disease is it?
2. What method of diagnosis should use neonatologist hospital to confirm defects?
3. What are the two main forms of the disease you know?

Problem 5. In the newborn child 2:00 suspected diagnosis of esophageal atresia with lower tracheobronchial fistula.
1. Tactics doctor in the hospital.
2. What should be done to prevent complications of the disease in the preoperative period?
3. Surgical tactics.
Problem 6. The child after birth appeared frothy discharge from the oropharynx, expressed phenomena of respiratory failure. Gastric probe could enter by 10 cm on plain film increased pneumatization intestine.
1. How to test Elephanta?
2. Which sign indicates a lower traheostravohidnuyu fistula?
3. What is your medical tactics?

Problem 7. In a 3-year child gradually began to grow signs of respiratory failure. Gradually intensified displacement of the heart to the right, the left half of the chest bulges, lags in breathing, percussion - it normal lung sounds, left - tympanitis. Plain radiographs of the chest - the mediastinum shifted to the right, left to level 3 ribs determined the formation of the liquid level.
1. What disease should consider first?
2. What research should be carried out to confirm the diagnosis?
3. Therapeutic tactics.

Task 8. In the delivery room in probing suspected gastric esophageal atresia. Plain radiograph of the abdomen - "dumb stomach," moderately severe respiratory failure.
1. On what basis in probing suspected gastric esophageal atresia?
2. What does "dumb belly" on plain film of the abdomen?
3. What is the x-ray can be done to clarify the diagnosis?

Problem 9. In 3 Sunday child gradually began to grow signs of respiratory failure. Was observed shift of the mediastinum to the right, the left half of the chest behind in breathing, lags in breathing, percussion - it normal lung sounds, left - tympanitis, and during auscultation listen "gurgling" noises, no signs of inflammation. Plain radiographs of the chest - the mediastinum shifted to the right, left to level 3 ribs defined air cavity sizes.
1. What kind of pathology should be thinking about in the first place?
2. What research should be conducted to confirm the diagnosis?
3. Therapeutic tactics.
Problem 10. In the neonatal intensive care unit hospitalized child the first day of life. The patient's severe and caused a pronounced respiratory failure. Suspected diagnosis wrong orifice hernia syndrome asfiktychnoho pinching.
1. What research will confirm this diagnosis?
2. First Aid in separate resuscitation.
3. Therapeutic tactics.

Tests:
1. Newborn hospitalized in surgical ward in a serious condition with respiratory failure. Left expansion intercostal spaces, auscultation of breath is not bugged, a sharp shift to the right cardiac impulse. Established syndrome intrathoracic tension left. Syndrome of tension in the chest cavity of a newborn can be caused by:
A. hernia Bohdaleka
V. hernia Morhan'yi
S. Congenital partial emphysema
D. Pneumoempyema
E. congenital lung cyst

2. In the Department of Surgery newborns hospitalized child syndrome asfiktychnoho pinching. The diagnosis: false left-sided diaphragm hernia. The basis of pathological disorders in false diaphragm hernia in newborn trait is the most significant:
A. Compression of mediastinal
V. pulmonary hypoplasia
C. Aspiration pneumonia
D. The shift of the mediastinum
E. Operation fetal cardio-pulmonary communications
         
3. In the newborn at birth diagnosed esophageal atresia with lower tracheo-bronchial fistulas. Contraindications to radical surgery for esophageal atresia:
A. Aspiration pneumonia
B. Deep prematurity
S. cranial trauma with signs of hemorrhage
          D. The combination of anomalies and defects
E. Perinatal encephalopathy

4. In infants weighing 3200hr during the first feeding arose vomiting. What is the first event should be held in this case?
A. X-ray study of the digestive tract
V. auscultation abdominal
C. Re-feeding a baby in an upright position
D. Plain radiography of the abdominal and thoracic cavities
E. Conducting the probe into the stomach

5. The boy was observed at birth increased salivation, frothy discharge from the mouth and nose, tremors cough. The diagnosis: esophageal atresia. What is the most common variant of this bug?
A. Esophagus forms two blind bags
B. The upper segment of the blind, the bottom is connected to the tracheal bifurcation
C. The upper segment of the blind, the bottom is connected to the trachea above the bifurcation
D. The upper and lower segments are connected to the trachea
        E. The upper segment is connected to the trachea, the lower ends blindly

6. In the newborn was observed increased salivation, frothy discharge from the mouth and nose, tremors cough. Suspected diagnosis of esophageal atresia. To confirm the diagnosis of esophageal atresia at birth should be primarily to:
A. Sample Elephanta
B. Plain radiographs
S. radiocontrast study of the esophagus
D. Probing the esophagus
E. Ezafahoskopiya

7. Newborn transferred to the surgical department with a diagnosis: esophageal atresia. A clinical symptoms of esophageal atresia with lower tracheo - esophageal fistula owned all of the above except:
A. cyanosis
V. fervor abdomen
S. frothy discharge from the mouth
D. Krepituvalnyh wheezing during auscultation of the lungs
E. Increased salivation
8. The child in the delivery room diagnosed esophageal atresia. The child is put in office in surgery new birth. Before sending a child with esophageal atresia must do everything except:
A. The introduction of antibiotics
B. Approve vikasol
C. Arrange child in shipping ditch
D. Get emptying
E. Introduce catheter for aspiration of saliva
9. Newborn diagnosed congenital diaphragm hernia. Condition of the child due to severe respiratory failure. When asfiktychnomu jamming diaphragm hernia is all of the symptoms, except:
A. cyanosis
V. Excitement
C. The shift of the mediastinum
D. Bloating
E. Tachycardia
10. In surgery newborns hospitalized child the first day of life. The patient's severe and caused a pronounced respiratory failure. The diagnosis: syndrome asfiktychnoho pinching. Among the defects and diseases of the chest cavity most common cause asfiktychnoho syndrome requiring surgical correction are:
A. Lobarna emphysema
V. Destructive pneumonia
C. False diaphragm hernia
D. Congenital atelectasis
E. Tumor

List of theoretical issues.
1. Embryogenesis esophagus.
2. Determination of esophageal atresia.
3. Classification of esophageal atresia.
4. The frequency of esophageal atresia.
5. The main clinical symptoms of esophageal atresia.
6. Methods of diagnosis of esophageal atresia.
7. Methods of test Elephanta.
8. Method of sensing the stomach.
9. What contrasting substance used in the diagnosis?
10. Radiographic signs of atresia of the esophagus.
11. Terms of surgical interventions in esophageal atresia
12. Indications for surgery
13. Surgical management of esophageal atresia
14. Types of surgery.
15. Rehabilitation of children with esophageal atresia
16. Postoperative complications.
17. . Embryogenesis diaphragm.
18. Classification of congenital diaphragm hernia.
19. Methods of diagnosis of diaphragm hernia.
20. Indications for contrast study stomach.
21. Indications iryhorafiyi.
22. Indications for immediate surgical intervention.
23. Options transactions in diaphragm hernia.
24. Postoperative complications of diaphragm hernia

Practical tasks.
1. Analysis of X-ray images of the esophagus and diaphragm pathology.
2. Methods of diagnosis of esophageal atresia and the samples Elephanta.
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Defects involving intestinal obstruction.
 
1. Background.
Urgency of the problem lies in the fact that over 2% of children born with birth defects that are incompatible with life and require immediate surgical correction. According to the World Health Organization (WHO), obtained from 24 specialized centers 16 developed countries, this percentage does not tend to decrease.
The structure of infant mortality mortality malformation remains in second place after hypoxia as an etiologic factor. If we consider progressive deterioration of ecological and social situation in Ukraine, maternal age, low birth rate (one or two children in the family), it becomes clear relationship between prenatal and early postnatal diagnosis of defects and their timely surgical treatment. Timely antenatal diagnosis of defects is not only a medical but also a social problem.
2. Specific objectives:
1. Have data on the frequency of prevalence of malformations GIT in Ukraine and abroad.
2. To analyze the risk factors that complicate pregnancy and may be the etiological factor of Pathology intestinal tube.
3. Explain the features of the pathogenesis of defects causing obstructive and strangulative intestinal obstruction at high and low levels.
4. Classified malformations and malformations nosological forms, accompanied by intestinal obstruction.
5. Recognize the major clinical manifestations and determine clinical diagnostic criteria for congenital obstruction.
6. Conduct differential diagnosis of defects that are accompanied by intestinal obstruction, depending on the level of noise.
7. To interpret the general principles of treatment, accompanied by intestinal obstruction.
8. Define the terms and criteria of readiness for surgical treatment, methods of surgical interventions in malformation, causing intestinal obstruction.
9. Have knowledge about the features and principles of postoperative rehabilitation of children with congenital intestinal obstruction.
4.2. Theoretical questions to studies.
1. Embryogenesis intestinal tube.
2. Stages turning "midgut".
3. Pathogenesis of intestinal obstruction.
4. Present a classification of defects, accompanied by intestinal obstruction in children.
3. Present a clinical picture defects involving intestinal obstruction.
4. Master the principles of the use of auxiliary examination methods and interpretation of the data obtained in this pathology.
5. Interpret trends therapy malformations involving intestinal obstruction in children.
6. To analyze the possibility of surgical intervention as a way to influence malformations involving intestinal obstruction.
7. Identify tactics patient with malformations involving intestinal obstruction.
8. Rational infusion and antibiotic therapy of newborns with birth defects, accompanied by intestinal obstruction.

4.3 Practical work carried out in class (level III digestion).
1. Collect medical history, including information about pregnancy and childbirth relatively specific patient.
2. Conduct review of a sick child, palpation, auscultation.
3. Describe the objective status and determine the clinical and radiological symptoms of defects involving intestinal obstruction.
4. To demonstrate the technique of probing the stomach.
5. Interpret the main methods of diagnosis of congenital malformations (radiological, endoscopic, laparoscopic and laboratory).
6. Settle and make a plan of examination and treatment.
7. Demonstration video scenes surgeries in this pathology.
8. Types of intestinal sutures, overlapping ways.
9. Methods of clean surgical wounds.
10. Identify the indications for surgical treatment, especially postoperative care.

Content themes
Malformations and diseases of the digestive system
Congenital intestinal obstruction
Congenital intestinal obstruction in children is 10-15% of acute intestinal obstruction.
Newborn etiological factors of congenital intestinal obstruction is intestinal tube defects in embryogenesis (atresia, stenosis, doubling), defects that are associated with the violation of innervation and blood supply to the intestinal tube (congenital pyloric stenosis, mehaduodenum, neurogenic ileus and Hirschsprung's disease), rotational anomalies and those that develop as a result of incomplete rotation of the intestinal tube - syndrome Ladd (midgut volvulus with compression of the duodenum strands of the peritoneum, which fix perched cecum).
One of the causes of congenital intestinal obstruction may be abnormalities of other organs. This is the wrong development of the pancreas, which covers in the form of ring duodenum, which narrows its lumen, aberrant vessels, diaphragm defects, cysts and tumors, abnormalities vitelline duct.
Malformations of the intestinal tube are formed during organogenesis first 3-4 weeks of fetal development, when disrupted one of the processes of formation of the intestinal wall, the lumen of the intestine. In the development of intestinal tube stage is proliferation of the epithelium, resulting in the intestine completely closed. Later vacuolization process normally should lead to the restoration of its lumen, but under certain conditions, this phase is disturbed and intestinal lumen tube remains closed. In case of violation of recanalization in a small area it is closed by a thin membrane - membranous atresia. If the process is incomplete recanalization in peretyntsi formed holes of different sizes - membranous stenosis. If the lumen intestinal tube closed at a great distance, formed atresia in a fibrous strand. Sometimes it is caused by underdevelopment of the relevant branch of mesenteric vessels.
Atresia may be single or multiple. Often these defects occur in areas of complex embryonic processes - large duodenal papilla in a place of transition duodenum into the small, in the distal ileum.
The transition from primary fetal position - phase physiological embryonic hernia - occurs by rotation of the intestinal tube. Violation of this process (the delay) at different stages causes various defects that may cause intestinal obstruction. In case of delay in the first stage rotation child is born with incomplete intestinal rotation. It midgut (from duodenum to mid transverse colon) remains fixed at one point in the projection discharge of the superior mesenteric artery. Loops of small intestine are located in the right half of the abdominal cavity, blind - epigastric under the liver or in the left upper quadrant and colon - left. With this fix, there are conditions for the development of twisting around the root of the mesentery and the development of acute intestinal obstruction strangulative.
If disturbed second phase rotation, cecum, which is located in the epigastric region, fixed embryonic strands in front of the duodenum, compressing it. Possible combination of compression of the duodenum and twisting around the superior mesenteric artery - a syndrome Ladd full, without twisting - incomplete. Atypical location of the cecum with the appendix difficult to diagnose acute appendicitis in older children and even adults.
If disturbed the third phase rotation, changing fixation intestines that leads to the formation of defects in the mesentery, or the formation of various depressions and pits, which may zaschemlyuvatysya intestinal loops. Accordingly, these anomalies are considered false or true internal hernias.
Especially by their nature are abnormalities of other organs, leading to intestinal obstruction. Mekoniyevyy ileus caused by congenital kistofibrozu pancreas. Lack of enzyme activity and the absence of pancreatin enhance the viscosity of the meconium, which clog the lumen of the ileum to the iliac slipokyshkovym valve (bauhiniyevoyu valve).
According to the classification SJ Doletskoho during diagnosis and determination of treatment strategy should be considered types of congenital intestinal obstruction, namely, full and partial, which in turn is divided into high, low and intestinal.
To include such high Defects duodenal atresia, initial of the small intestine, the duodenum stenosis of the internal, external stenosis - Ladd syndrome or its individual components; annular pancreas, aberrant vessel.
By enteric: ileum atresia, stenosis of the internal ileum, duplication (enterokistoma) pinched in birth defects ripples; genuine internal hernia, isolated midgut volvulus, internal hernia false; mekoniyevyy ileus.
To include low anorectal malformation.
According to the classification of GA Bayirova a blemish divided into acute, chronic and recurrent. Each of them is divided into high and low intestinal obstruction.
Prenatal diagnosis of congenital intestinal obstruction is to determine the -fetoprotein, ultrasound examination of amniotic fluid for(level of  karyotype. All this allows in some cases to identify a risk group among pregnant women and raise the question of abortion.
Polyhydramnios occurs in 50% of all cases of high intestinal atresia, its presence is an indication for fetal ultrasound.
Increasing the concentration of bile acids in the amniotic fluid in polyhydramnios is a diagnostic feature atresia intestines.
Another method is to fence amniotic fluid and entitled "amniocentesis". For getting into the amniotic cavity, needle pierce the abdominal wall and uterus of the mother and take about 20-50 ml of fluid. This procedure is usually not performed until the 14th week of pregnancy due to the lack of fluid so far. -fetoprotein.(The liquid is analyzed for  This substance is a protein of the fetus, which is present in high concentrations in the amniotic fluid in the abdominal cavity defects, Gastroschisis, omfalotsele. This protein is also present in the serum of the mother, where it can be determined, though with less certainty, rather than in the amniotic fluid.
Clinical features of congenital intestinal obstruction depends largely on the level and type of intestinal obstruction. At high intestinal obstruction in infants from the first hours of life there is vomiting, sometimes relentless, mixed with bile, if an obstacle is localized below the large duodenal papilla (Fig. 1 and 2). Very fast-growing phenomenon exsicosis and aspiration pneumonia. In children with high congenital intestinal obstruction is usually observed discharge of meconium. If the location is above the obstacles of large duodenal papilla, the number and color of meconium is not changed and there is a discharge of his 3-4th day. For low number of meconium ileus much less consistency it more viscous, grayish color. These features are caused by the inability of the passage of bile and amniotic fluid in the distal colon. When atresia and subtotal stenosis is a single allocation changed meconium or selection in small portions during the first 2 days.
The behavior of a child with high intestinal obstruction in the 1-st day as usual. With the deterioration of the general condition of the child refuses to feeding.
In the dynamics is the progressive reduction of body weight to 250 grams per day. On the 2nd day the first signs of dehydration.
Determined reconfiguration abdomen. In the upper (epihastralya area) it is swollen at the bottom - hollow. The abdomen is usually mild and painless. If volvulus child restless, tense and painful abdomen.
Radiological studies begin with a sightseeing radiographs of the abdomen in a straight line and lateral projections in the upright position. At high intestinal obstruction in the direct projection shows two gas bubbles with horizontal liquid level, according to the stretched stomach and duodenum, a similar pattern is determined by the images in the lateral projection. Diagnostic value of research increases when the solution of barium sulfate: 1 teaspoon of barium sulfate dissolved in 30-50 ml of breast expressed milk. Other parts of the abdominal cavity not visualized due to lack of gas in the intestines.
Having specified radiological picture and clinical data suggests a diagnosis of high intestinal obstruction undeniable, but his final confirmation GA Bayirov proposes to hold iryhohrafiyu (40-60 ml of water-soluble contrast material) to specify the location of the colon. If the colon, which is partially filled with contrast medium is left, it must be assumed that the newborn midgut volvulus. Clarifying the cause of obstruction allows substantiate the correctness of the calculation time for preoperative preparation.
The differential diagnosis must be made with other congenital diseases that have similar clinical signs.
Pilorospazm evident in the first days of vomiting, which is intermittent and less frequent than in the case of congenital intestinal obstruction. In vomit at pilorospazmi no admixture of bile as obstruction of the duodenum above the large duodenal papilla. Survey radiographs in two projections can clarify the diagnosis by typical congenital intestinal obstruction symptoms and no two bowls (or small number) of gas in the intestines.
Congenital pyloric stenosis, which is characterized by partial obstruction of the intestines, has similar symptoms: epigastric abdominal area with the presence of visible peristalsis of the stomach, constant vomiting, scant feces, hypotrophy. However, permanent color stagnant bile vomit completely exclude the presence of a child's congenital pyloric stenosis. To confirm the diagnosis conducting X-ray examination of the abdomen, during which exhibit a large gas bubble in the extended projection of the stomach, bowel loops is determined by a uniform distribution of gas. To clarify the diagnosis carried out x-ray with contrast material.
In congenital diaphragm hernia may experience vomiting, but the fore signs of dysfunction of the respiratory and cardiovascular systems. X-ray study indicate gut loops moving in the chest cavity.
Birth trauma brain, whether manifested vomiting bile, meconium discharge is not violated. When a brain injury symptoms determined injury of the central nervous system. Diagnosis is confirmed by x-rays and ultrasound.
At low congenital intestinal obstruction are all symptoms of the disease develop slowly: first appears bloating, no discharge of meconium. After entering the vapor tube or enema formulation in infants allocated glomeruli colorless mucus. Vomiting starts later with a 2-3-day old. Vomit stained with bile, then take mekoniyevoho character and odor - "fecal vomiting." On the 2nd - 3rd day after birth appears motor excitation, the child tapping foot, refuses to eat or suck very frail. Condition gradually worsened, growing phenomenon of intoxication, the skin becomes gray and earthy colors, sickly child, adynamic, enlarged abdomen, intestinal peristalsis increases, becomes visible through the anterior abdominal wall. Percussion is timpanichesky shade percussion sound over the entire abdominal wall, auscultatory - liquid, deaf intestinal noises.
Violations of water-electrolyte metabolism and toxicity effects develop slowly, if no necrosis and perforation pereroztyahnenoho blind end of intestine development mekonialnoho peritonitis. Condition of the child deteriorates: continuous vomiting, fever, anterior abdominal wall pasty, pronounced venous pattern, soft tissue perineal and inguinal areas swollen and congested. Anterior abdominal wall is tense. Pa plain film of the abdomen shows dilated bowel loops with multiple levels, which is typical for obstruction of ileum and large intestine. When obstruction empty and ileal intestines, ileus mekoniyevomu define several large gas bubbles and ample fluid levels. Perforation of the intestines extended above the place of obstruction radiographically characterized by the presence of free gas in the subdiaphragmatic space abdomen.
For suspected low intestinal obstruction expedient introduction of water-soluble contrast medium into the rectum, with radiographically defined sharply narrowed colon.
The differential diagnosis of low congenital intestinal obstruction spend with paralytic intestinal obstruction and Hirschsprung's disease.
For paretic ileus typical slow start against a background of severe general illness (peritonitis, pneumonia, sepsis, enterocolitis, etc.).. Meconium in the child normally departs after setting enemas or vapor tube. The introduction of contrast medium into the rectum during X-ray helps in the differential diagnosis, while in paretic intestinal obstruction exhibit well established direct and sigmoid colon with normal clearance.
Hirschsprung's disease (excluding acute decompensation), unlike congenital intestinal obstruction, you can get a discharge of gas and feces conservative method (abdominal massage, the introduction of vapor tube enema formulation). Final diagnosis is confirmed by X-ray contrast study in two projections - Hirschsprung's disease defined expansion of the lumen of the colon with the presence of constricted zone ahanhliozu.
Chronic intestinal obstruction is mainly due to stenosis of the duodenum, squeezing her annular pancreas or embryonic strands. Much less can be stenosis of the distal parts of the digestive system, often as a result of tumor.
Clinical manifestations of partial intestinal obstruction: vomiting occurs, the child is restless, reduced appetite, weight is not increasing. The diagnosis is confirmed by radiopaque study of the digestive system of barium sulfate (oral). Characteristic is suprastenotychne expansion bowel barium sulfate delayed it.
Recurrent intestinal obstruction often associated with midgut volvulus or compression of the intestines of the internal hernia, a fluctuating course with periods of exacerbation of symptoms of acute intestinal obstruction. The child is excited, complains of pain in the abdomen, is a forced situation, in severe cases, the pain develops shock.
Palpable defined sharp pain in the navel, the phenomena of peritonitis, increased peristalsis. After setting all the signs enema temporarily disappear.
Treatment of congenital intestinal obstruction remains a problem in pediatric surgery. Results of treatment depends on early diagnosis, adequate surgical correction of defects, individual preoperative preparation and management of postoperative care.
If the diagnosis is made promptly, in the 1st day after birth, the preoperative preparation lasted 3-6 hours. Perform puncture the subclavian vein (by Seldinherom) baby warm, cordial injected means conduct oxygen therapy, administered through the nose stomach tube to evacuate the contents and gastric lavage to prevent aspiration pneumonia.
If hospitalization of the child later on 2nd - 3rd day after birth, preoperative preparation lasts 12-24 hours in the absence of congenital twisting midgut. In this case, due to the risk of intestinal necrosis, duration of preoperative preparation reduces to 3-4 hours. In the preoperative period children are in incubators at 28-32 ° C, constantly receiving oxygen, actively pursued infusion therapy (10% glucose, protein drugs) and anti-inflammatory therapy.
At low intestinal obstruction preoperative preparation lasts 2-3 hours, due to the severe complications that develop early (bowel perforation, peritonitis), the aim of preoperative preparation is the warming of the child, the introduction of cardiac drugs, vitamins, antibiotics, gastric lavage, in severe cases (for presence of intoxication and hyperthermia) - active infusion therapy.
Chronic and recurrent intestinal obstruction should seek to operate in a planned manner. The extent and duration of preoperative preparation is largely dependent on the patient's general condition and degree of endogenous disorders.
Surgical intervention for congenital intestinal obstruction in newborns: hold right sided paramedian incision length is 9-10 cm nature of the intervention depends on the type of obstruction. When atresia and stenosis of the internal iliac and empty intestines perform bowel resection atrezovanoyi with extended its division (15-20 cm), for the period of deficient in functional terms. Sometimes diameter Drive intestine reduces by intestynoplikatsiyi that keeps absorptive mucosal surface. For the small intestine is physiological anastomosis end to end. For a better comparison of all gut loops using the method Rehbein protybryzhovoho wedge cut edge of the distal end of the intestine. Impose inline ukruchuvanyy atraumatic suture needles.
When atresia and stenosis of the internal duodenum perform longitudinal duodenotomiyu 1 cm above the clutter. Membrane circular cuts to move the mucosa to the intestinal wall. At mucosa after determining the localization of large duodenal papilla impose circular seams. The wound was stitched bifariamous duodenal suture (Figure 3).
In recent years, preferring duodeno-duodenoanastomozu "end-to-end" with wedge resection dilyatovanoyi wall. In the case of wide rings pancreas, pancreatic-biliary bifurcation duct when papilla fateri opens in the upper segment of the lower 12 duodenal ulcer using duodeno-yeyunoanastomoz the short loop "side-to-side" inline inverted seams threads PDS, Maxon 6/0 (T.I.Danshyn, 2003). Remember about technical errors: injured papilla fateri, requiring plastic faterova papilla and not pidshyte window ripples colon above the anastomosis sutures, which can zazemlyuvatysya as driving and discharge of bowel loops.
The syndrome Ladd operation consists of removing twisting midgut by turning around the intestines swell the movement clockwise and fetal autopsy tended to compress the lumen of the duodenum. Do not try to restore the normal position of the cecum and its fixation in the right iliac region, because such manipulation complicate surgery and lead to a recurrence of intestinal obstruction (Fig. 4). T.I.Danshyn and others (2003) form the duodeno-yeyunalnyy curved place by pidvertannya duodenum by the superior mesenteric artery and overlapping the lower horizontal branches 12 duodenal ulcer parietal peritoneum.
During operations in the annular pancreas (Fig. 5) and aberrant vessel shown imposition pozaduobodovoho bypass anastomosis between the duodenum and jejunum.
When mekoniyevomu ileus to eliminate intestinal obstruction resection spend most extended and completed meconium plot using double ileostomiyi by Mikulic (Fig. 6) and U-shaped anastomosis followed by washing the intestinal lumen enzymes of the pancreas and retroperitoneal closing fistulas.

In the postoperative period for 3-4 days spend parenteral nutrition. Stomach constantly draining thin probe through the nasal passage. After feeding the mouth begin only after the restoration of gut motility and appearance of stool.
After surgery for intestinal obstruction Children under medical supervision: determining the dynamics of weight gain, adjust feeding, treats dysbiosis, enzyme deficiency and anemia.
In severe forms of intestinal obstruction after resection of large terminal part of the small intestine and ileocecal valve syndrome occurs short bowel. Enteral feeding leads to diarrhea, steatorrhea, dehydration and exhaustion. Prolonged parenteral nutrition promotes healing children. Metabolic disorders occur much less frequently. But the family of the child should be provided with psycho-social support.
Mortality in the surgical treatment of infants with intestinal malformations in recent years gradually reduced to 10.6% (T.I.Danshyn, 2003). Its main causes are: prematurity, pulmonary pathology, combined severe abnormalities of other organs, heart disease, septic complications, which worsen the underlying disease.

Congenital pyloric stenosis
According to various authors, the incidence of congenital pyloric stenosis ranges from 0.8 to 4 cases per 1000 newborns (YF Isakov, EA Stepanov, T. Krasovska, 1988). The disease is genetically heterogeneous, family and ancestral origin found in nearly 7%. Value for boys and girls 4-1.
It is based on impaired patency vorotarnoyi part (pars pylorica) stomach, which is caused by a bug of its structure: hyperplasia and hypertrophy of smooth muscle fibers of circular (circular) layer, a lack of clear delineation of circular and longitudinal layers, a large number of fibrous connective tissue structures. In pyloric stenosis show degenerative changes of nerve cells.
Clinic and diagnostics. If classic paintings congenital pyloric stenosis diagnosis is not difficult. The main clinical symptoms are:
• vomiting, usually without any mixture of bile in the form of a fountain;
• hiperperystaltyka stomach epigastric by type hourglass;
• weight loss;
• constipation;
• reduce urination.
Depending on the time of the first symptoms and the nature of the disease NS Mankin distinguishes its acute and protracted stage. Analysis of observational data for the children of our clinic indicates that the typical pattern of disease is in children aged 3-4 weeks, which is a severe stenosis of the pylorus.
In newborns the first two weeks of life, preterm infants with pyloric stenosis and mild classical picture of the disease is absent, that, perhaps, is one reason for late diagnosis of the disease.
First there is vomiting a fountain between feedings. Vomit are stagnant, the type of clotted milk with a sour smell, their volume exceeds the volume of each feeding.
Child thinner, there are signs of dehydration, accompanied rarer urination and scanty feces. In the acute form of the disease in the clinic predominate symptoms of dehydration II-III degrees and decompensated alkalosis.
In case of subacute disease symptoms develop slowly at first vomiting, then single or double vomit which frequent and leads to malnutrition. This form is not accompanied by severe disturbances of water and electrolyte metabolism.
On examination, the child pay attention to the severity of malnutrition and exsicosis. The degree of malnutrition is directly dependent on the duration of clinical manifestations of pyloric stenosis. According to our data normotrofiya occurs in 6% of I degree malnutrition in 30.2% of the second degree in 35,6%, III degree of 28.2%. To detect gastric motility child lay on your back and watching it for 10-15 minutes. In doubtful cases, the appearance of peristaltic waves give your child to drink from a bottle teat with 10 ml of 5% glucose solution or milk and easily stroking hand epigastric (upper quadrant of the abdomen). Visible peristalsis of stomach shaped like hourglass: between extended upper and lower wave is clearly narrowing. Periodically, these waves can be repeated. During abdominal palpation can often determine hypertrophied goalkeeper.
While laboratory studies show signs of thickening blood: increased hemoglobin and hematocrit, signs of metabolic alkalosis, hypokalemia, hipohloremiyu. The level of gastrin and somatostatin in children with congenital pyloric stenosis exceeding benchmarks, especially in children with acute course (Solovyov AE, Spahy OV and others 2007).
During the X-ray (5% aqueous suspension of barium sulfate diluted breast milk in volume 50-60 ml) after 30 minutes determined sehmentopodibna peristalsis of the stomach and delay initial evacuation of gastric contents into the duodenum.
In normal newborns and infants complete evacuation of gastric contents occurs within 2.5-3 hours and it starts from the first minutes taking the contrast medium.
In congenital pyloric stenosis observed delay evacuation of gastric contents. Depending on the degree of constriction and spasm of pyloric stomach full release occurs within 6 - 10 hours, and sometimes up to 36 hours. In recent years, radiologists have great diagnostic value of symptoms of constriction and elongation vorotarnoho channel. Vorotarna Cave (antrum pyloricum) is in the form of the beak or thin ribbon. At its edges showing indentation and lengthened, not filled with barium sulfate Between vorotarnoyu cave and duodenal bulb.
The most promising and reliable for the diagnosis of pyloric stenosis is the use fibroezofagogastroduodenoscopy (fibrogastroduodenoscopy). 

Fibroezofagogastroduodenoscopy makes it possible to evaluate not only the degree of obstruction vorotarnoyi part of the stomach, but also examine the esophagus, to determine the severity of reflux esophagitis.
Also used sonographic (ultrasound) diagnosis of congenital pyloric stenosis, which, according to Kelleh N. (1987), in 91-100% of cases helps in establishing the diagnosis. With ultrasound pyloric - the presence of gastric pyloric length more than 16 mm increase in diameter pylorus than 14 mm, the thickness of the muscular layer of more than 4 mm.
The differential diagnosis spend with pilorospazmom, psevdopilorostenozom (adrenogenital syndrome Debreu - Fibihera), malformations of the duodenum, gastro-oesophageal reflux.
When pilorospazmi vascular dystonia due for a nice type of the first signs of disease occur shortly after birth - frequent vomiting small amounts, the amount is less than the volume of each feeding, the baby is gaining weight, rarely observed motility of the stomach. Very informative to exclude pilorospazmu is spasmolytic therapy appointment or 0.1% solution of atropine sulfate and 2 drops per 1 kg of body weight per day, the daily dose divided into 3-4 receptions for 15 minutes before feeding. In case of hypertrophic pyloric ste ¬ nozu course of drug therapy is ineffective.
Psevdopilorostenoz (adrenogenital syndrome Debre-Fibihera) - a disease accompanied by vomiting fountain, sometimes mixed with bile, weight loss, weakness, exsicosis, tendency to diarrhea. Signs found in the first 3-4 weeks of life the newborn. The pathogenesis of this disease is complex and consisted in the fact that in the adrenal cortex is disrupted enzymatic synthesis of glucocorticoids, the end product of which is hydrocortisone, which enters the blood. As a result of reduction of its content pituitary hyperfunction occurs that leads to the synthesis of a large number of adrenocorticotropic hormone that stimulates the function of adrenal cortex. Develops their hyperfunction and hyperplasia. Hyperfunction cause the formation of large quantities of androgens and aldosterone, which promotes the excretion of sodium ions. As a result of the loss of sodium and chloride excretion increased potassium in the blood. Therefore, the differential diagnosis of pyloric stenosis is primarily to determine the level of potassium in the blood. In pyloric stenosis contents of the electrolyte in the normal range, sometimes - hypokalemia. Fibrogastroduodenoscopy and x-ray reveals unchanged permeability pylorus (goalkeeper).
If pylorus atresia or complete obstruction by closing its lumen membrane of the stomach or duplications in vorotarniy of vomiting without impurities bile comes from the first hours of life.
Plain radiographs stomach stretched, gas loops colon missing. Not excluded regurgitation of contrast medium in cardiac esophagus.
At high congenital intestinal obstruction at the duodenum vomiting occurs in the 1st day after birth. During X-ray of the abdomen showing two levels of fluid in the stomach and duodenum, while the latter expanded.
For gastroesophageal reflux typical onset practically from birth, manifested vomiting and regurgitation of gastric contents into the baby lying down.
The presence of fibro-ulcerative esophagitis, cardiac ziyannya esophagus and gastro-esophageal reflux confirmed by endoscopic and radiological examination.
Treatment. Congenital pyloric stenosis requires surgical treatment. Preoperative preparation aimed at correcting hypoproteinemia, hypokalemia and alkalosis.
Performed by Fred piloromiotomiyu-Ramshtedtom (Fig. 7). Divide serous layer and stupid by separating the muscular layer to the mucosa prolapse pylorus.
For intraoperative assessment of goalkeeper macroscopically distinguish its two varieties: "Heavy Oliva" (hard, hryaschopodibna consistency) and "soft Oliva" (plotnoelastychna consistency). Acute clinical course option corresponds to "stiff Oliva", subacute and chronic "soft Oliva" (O.V.Spahi and others, 2004).
Recently, the proposed dual piloromiotomiya and use of laparoscopic treatment of congenital hypertrophic pyloric stenosis (A.Ye.Solovyov and others, 2005).

During piloromiotomiyi may have two complications: dissection of the mucous membrane of the duodenum and bleeding from a wound pylorus. Because control is mandatory tsilostnosti mucosal pyloric part hemostasis.
In the absence of complications in 3 - 6 hours after the operation the child begins to drink 5-10 ml isotonic sodium chloride solution, and then expressed breast milk by 5 - 10 ml every 2 hours. Between feedings give 10 ml of 5% glucose solution. On the 2nd day of each feeding volume of 20 ml, 3 rd - 30 ml, 4 th - 40 ml, 5 th - 50 ml. At the 6 th day child gets to 60 - 70 ml of milk every 3 hours, and then be transferred to normal breastfeeding with mandatory daily weighing.
In the postoperative period, especially in the first 2 days, spend parenteral nutrition and infusion therapy aimed at correcting the deficiency of fluid, protein, electrolytes. Also, designate microclysters with Ringer-Locke and 5% glucose devel ¬ way of 25-30 ml 4-5 times a day.
In the long run it may be recurrent pyloric stenosis, due to insufficient muscle layer section relating to technical errors (0.67%). Also after surgery have been violated gastroduodenal junction, characterized by varying degrees of "dysplastic stenosis reflex", which increases the risk of gastro-duodenitis and peptic ulcer 12 duodenal ulcer (O.V.Spahi and others, 2004).
Weather favorable. After discharge from the hospital, the child is under the supervision of a pediatrician and child surgery clinics, where the correction of vitamin deficiency and malnutrition.
Doubling the digestive system
Doubling the digestive system - a malformation of the digestive tube - formed during organogenesis (4-8-week embryonic period). According Vremer the cause doubling is a deviation in the development stage vacuolization primary cancer, which leads to disruption of the digestive tube recanalization. Group vacuoles vidshnurovuyetsya from channel wall, forming isolated or blend with the main lumen tube cavity. The wall is lined with epithelium formation, characteristic of the department of the digestive system. Another theory identifies doubling as a violation of the development process neurenteric canal or clumping neuroectodermal leaf with endo (F. Grob).
Doubling the digestive system is characterized by the following features:
1) the presence of the cavity, which contains a secret and is lined with epithelium;
2) formation of more localized along the lateral edge of any of the digestive system, which can be shared with him the muscle and serosa, and communication with him;
3) the total of the main parts of the digestive system and blood supply innervation.
Formation can be spherical or longitudinal form. There incomplete (spherical cystic doubling dyvertykulopodibni, tubular) and complete doubling. Tubular doubling usually combined with adjacent lumen of the digestive system.
Clinical manifestations depend on the presence of a combination of twice the organ lumen of the digestive system. Isolated forms may compress adjacent parts of the digestive system, causing symptoms of partial or complete obstruction, twisting. The combined form of doubling can run long asymptomatic or manifest acute or chronic gastrointestinal bleeding due to the presence of heterotopic islets in the gastric mucosa at the junction of doubling. Sometimes twice authority may be in the chest cavity. Clinic doubling stomach occurs with signs of obstruction, gastrointestinal bleeding or perforation, and doubling of peritonitis. Sometimes, the doubling of the stomach, determine tumor formation in the upper abdomen with a smooth surface, sharp edges, moving is usually painless. This clinical picture is typical for isolated forms of doubling.
For doubling antrum typical clinic pyloric stenosis: regurgitation, vomiting, discomfort in the epigastric pain. Clinical symptoms in dynamic progress. When there is bleeding bloody vomiting, dihtepodibni emptying in growing phenomenon dynamics anemia.
When massive bleeding develop haemorrhagic shock.
The differential diagnosis spend with tumors of the stomach and retroperitoneum, hydronephrosis. Urology study, ultrasound can eliminate these diseases.
Treatment operative. For it is impossible to remove isolated doubling rezektuyut stomach. For large doubling two options transactions: gastrostomy and marsupializatsiya.
Doubling the small intestine. More than 58% of all cases observed doubling jejunum, ileum mainly.
Symptoms caused by compression of the lumen of the intestine and the violation of its blood supply.
The main clinical symptoms are abdominal pain, nausea, vomiting, defecation disorders, the presence of tumor formation in the abdominal cavity. If inflammation disease is acute course, feigning hospital acute appendicitis. The cause of bleeding is squeezing blood vessels and poor circulation in the nearby department or intestine ulcers conceal ektopirovanoyi mucosa in the oral doubling. This bleeding may be subacute and chronic.
Doubling can cause intestinal intussusception, which generally takes recurrent nature.
Diagnosis of the disease is very difficult.
Anamnestic data indicate the frequency of bleeding from the rectum, recurrent abdominal pain. During abdominal palpation (using muscle relaxants) can identify tumor formation and suspected doubling. Fluoroexam informative in the development of intestinal obstruction due to compression of the colon when expanding drive her department and found the level of fluid in the loops of the small intestine.
Additional information for the final diagnosis is possible when using laparoscopy.
Treatment operative. In isolated and combined forms of doubling, which is located along the mesenteric edge, economical expedient bowel resection with area doubling and blending anastomosis end to end.
When conjugated forms with a narrow base sometimes resort to wedge resection of the bowel. Trying enucleation twice the department may cause damage to the blood vessels that krovopostachayut major intestine, and necrosis of the bowel wall appeared ¬ tion with peritonitis.
Doubling the colon. Doubling the colon relatively rare. The combined forms occurring doubling the type of fistula that department (rektovahinalni, rektovezykalni, rektouretralni) with the development of chronic infection of the urinary and reproductive systems. Sometimes a combination of the mentioned shortcomings noted with a doubling of the urinary and reproductive systems.
Doubling the rectum may open itself out one or two vidhidnykom that septate. When combined forms connected with major parts of the digestive system of clinical symptoms may be absent, and they were mostly found during other surgery or autopsy.
In isolated forms clinically noted intestinal obstruction, bleeding.
Sometimes during palpation and rectal examination determined roundish, slightly elongated, smooth and movable entity that is determined in a side channel or pelvis.
Diagnosis doubling difficult. Perform x-ray (iryhohrafiyu, proctoscopy, fibrokolonoskopiyu). When descending colon doubling and rectum when there is communication with the urinary and genital systems, transmitting color samples or double staining using X-ray.
Treatment. For all types of doubling the colon indicated surgery. In cystic and tubular forms shown resection doubling the plot healthy colon and overlapping end anastomosis in the end. Ryhl (Czech Republic, 2007) showed that the ileocecal resection leads to the risk of ulcers of anastomoses in the remote period, as in the cases of iron deficiency anemia in these children, and a positive test for "occult blood" should be performed colonoscopy.
When tubular forms doubling when there is communication with the vagina, bladder or urethra, conduct complex multi-stage operation. Voles vagina recommended to close in the second stage of the operation at an older age.
Operative intervention on tubular doublings rectum conducted according to the principles which apply when fistulas anomalies rectum.


Materials for self-
Situational tasks
Task 1. Newborn to 1 day, hospitalized with complaints of vomiting, restlessness. On examination: abdomen swollen epigastric, rectal meconium gray. Plain radiographs of the abdomen in the upright position there are two liquid level and two gas bubble.
1. What is the most likely diagnosis?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Task 2. Newborn, went to hospital with a clinical picture of intestinal obstruction. Determined restlessness, vomiting greens, swollen abdomen, lack of bowel movements, slight admixture of blood from the rectum. Made plain film abdomen in upright iryhohrafiya, which defines high position of the cecum in the left upper quadrant.
1. What is the most likely diagnosis?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Problem 3. Infant 1 month. For two weeks after each feeding baby blyuye clotted milk. Losing weight is 15 percent, the state hard, second-degree malnutrition. Abdomen palpation accessible, visible peristalsis of the stomach in the form of "hourglass".
1. What is the most likely diagnosis?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Problem 4. Baby 3 days old, moved from a house with a sexual clinic congenital intestinal obstruction. During surgery revealed mekoniyevyy ileus.
1. What caused this pathology?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Problem 5. Newborn to 5 days, hospitalized with complaints of vomiting, restlessness. On examination: abdomen swollen epigastric, asymmetrical. From the rectum meconium gray. Plain radiographs of the abdomen in the upright position there are two liquid level and two gas bubble.
1. What is the most likely diagnosis?
2. What examination is necessary to determine the cause for this disease?
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Problem 6. Baby 3 nights that hospitalized in the surgical ward of the clinic congenital intestinal obstruction: with mixed with bile vomiting, anxiety child, the presence of tumor formation in the abdominal cavity, made viewing and contrast X-ray examination of the abdomen in the upright position. Determine the level two liquid and two gas bubble on iryhohrami - high position of the cecum in the left upper quadrant.
1. What is the most likely diagnosis?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Problem 7. Newborn to 1 day, hospitalized with complaints of vomiting, restlessness. On examination: abdomen swollen epigastric, rectal meconium gray. Plain radiographs of the abdomen in the upright position there are two liquid level and two gas bubble.
1. What is the most likely diagnosis?
2. What diagnostic methods necessary to the patient to determine the factor of disease?
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Task 8. Newborn, went to hospital with a clinical picture of intestinal obstruction. Determined restlessness, vomiting greens, swollen abdomen, lack of bowel movements, slight admixture of blood from the rectum. Made iryhohrama with barium mixture which defined high position of the cecum in the left upper quadrant.
1. What is the most likely diagnosis?
2. What diseases should conduct differential diagnosis?
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Problem 9. Infant 3 weeks. Even a week after each feeding baby blyuye clotted milk. Losing weight is 10 percent, the state hard, second-degree malnutrition. Abdomen available palpation, gastric peristalsis defined as "hourglass".
1. What is the most likely diagnosis?
2. What diseases should conduct a differential diagnosis?
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?

Problem 10. Newborn to 5 days, hospitalized with complaints of vomiting, restlessness. On examination: abdomen swollen epigastric, asymmetrical. From the rectum meconium gray. Plain radiographs of the abdomen in the upright position there are two liquid level and two gas bubble.
1. What is the most likely diagnosis?
2. What diseases carried differential diagnosis?
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?


Tests.
1. Baby 3 nights that hospitalized in the surgical ward of the clinic congenital low intestinal obstruction survey performed RO - gram of the abdomen in the upright position. What radiographic signs we expect to get?
A. Lack of gas in the intestine "dumb stomach"
B. The presence of two levels of liquid and gas bubbles
C. The presence of many large liquid levels and low gas bubbles
D. Increased intestinal gas filling evenly
E. Sharp advanced gas colon

2. Newborn to 1 day, hospitalized with complaints of vomiting, restlessness. On examination: abdomen swollen epigastric, rectal meconium gray. Plain radiographs of the abdomen in the upright position there are two liquid level and two gas bubble. What kind of pathology should think a child?
A. Congenital pyloric stenosis
B. Congenital low intestinal obstruction
S. paralytic intestinal obstruction
D. Congenital duodenal obstruction high
E. Pilorospazm

3. A newborn who came to the hospital with a clinical picture of intestinal obstruction, defined anxiety, vomiting greens, swollen belly, no stool, slight admixture of blood from the rectum. Made plain film abdomen in upright iryhohrafiya, which defines high position of the cecum in the left upper quadrant. What possible kind of obstruction?
A. Ladd Syndrome
B. Acute Hirschsprung disease
S. Atresia ileum
D. Duodenal atresia
E. annular pancreas

4. All defects that manifest congenital obstruction grouped into four main groups, depending on the violation utero. What bug development, which refers to a group of defects, disorders of embryogenesis of the intestinal wall.
A. Ladd Syndrome
V. Mekoniyeva obstruction
S. annular pancreas
D. The acute form of Hirschsprung disease
E. form membranous atresia

5. All defects that manifest congenital intestinal obstruction grouped into four main groups according to the type of violation utero. For one of them include defects that are caused by violation of the fetal circulation intestines. What type of obstruction may be in violation of the second phase circulation guts?
A. Mekoniyeva obstruction
V. annular pancreas
S. membranous atresia Form 12 - duodenum
D. Syndrome Ladd
E. Shnuropodibna form ileum atresia

6. All defects that manifest congenital intestinal obstruction grouped into four main groups, depending on the type of violations of fetal development. What type of intestinal obstruction refers to a group of malformations that are caused by violation of the abdominal cavity?
A. Ladd Syndrome
V. Membranous atresia form
S. Isolated torsion of the intestine
D. Annular pancreas
E. Shnuropodibna form atresia

7. All defects intestine, manifested symptoms of congenital intestinal obstruction grouped into four main groups according to the type of violation utero. What type of obstruction include a group of birth defects that are caused by violation of embryogenesis intestinal tube?
A. Ladd Syndrome
V. annular pancreas
S. membranous atresia form

Malformations of the colon. Hirschsprung's disease. Anorectal malformations.

1. Aktualnist topic. Today in Ukraine congenital malformations of the colon in children is not only a medical but also a social problem. Despite the possibility of early diagnosis of this disease, the development of new and improvement of known methods of surgical correction of these defects, Hirschsprung disease mortality ranges from 0 to 3.4%, while anorectal malformation may be absent if the child has no serious concomitant defects. In this regard, the study of clinical features, diagnosis, and treatment of these particular birth defects, allows to save valuable life most children with this disease, while achieving favorable functional outcomes and avoid serious complications.
2. Specific objectives:
1.Zasvoyity list of diseases that cause chronic constipation and violation of the act of defecation.
2. Analyze the major causes of violation of the act of defecation.
3. Recognize features of various clinical manifestations of chronic constipation.
4. Identify the peculiarities of individual defects that lead to the violation of the act of defecation.
5. Interpret helper methods (ultrasound, iryhohrafiya, manometriya, neyrohistolohiya, colonography, invertohrama, rectal examination), laboratory and biochemical parameters.
6. Demonstrate methods of history taking, examination of the patient and preparing children to Proctologic examination and surgery on the colon.
7. To analyze the causal relationships of congenital violation of the act of defecation, a syndrome of chronic constipation in some patients, justify and formulate preliminary clinical diagnosis.
8. To develop the algorithm of the physician in acute lower intestinal obstruction.
9. Summarize the terms and methods of surgical interventions in malformation of the colon and in anorectal malformation.
10. Interpret the principles of rehabilitation after surgery, be able to assess the prognosis of life possible violations after eliminating pathology of the digestive system.
4.2. Theoretical questions to studies
1. Etiology defects colon and rectum.
2. Characteristics of transit and yevakuatornoyi functions of the colon.
3. Classification of chronic constipation by ML bush and OI Lonyushkinym. What underlie it?
4. Pathogenesis of congenital colon and anorectal malformations.
5. Classification of Hirschsprung disease and anorectal malformations.
6. The main clinical manifestations of disease in various forms of Hirschsprung disease.
7. The main external clinical signs of anorectal malformations.
8. Methods of diagnosis of Hirschsprung disease.
9. Methods of diagnosis of anorectal malformations.
10. Preparation of the colon to Proctologic inspection and for operations.
11. Of surgical methods of treating disease Hihshprunha.
12. Motivation of landmark transactions in children with anorectal malformations.
13. Method of anorectoplasty by A. Peng
14. Rehabilitation of children after surgery for colon and rectum.

4.3. Practical work (tasks) to be performed in class.
1. Collect complaint history with the disease of the large intestine and in its malformation.
2. Demonstrate palpation. auscultation of the anterior abdominal wall.
3. Interpret data of laboratory and instrumental methods of diagnosis Hirschsprung's disease and anorectal malformation.
4. Recognize the clinical features that characterize Hirschsprung's disease and anorectal malformations.
5. Demonstrate: Technology-rectal digital examination anus and rectum; methodology for high-hypertensive treatment and enemas, methods of iryhohrafiyi and invertohramy; setting rectal probe.
6. Identify the indications for surgical treatment of Hirschsprung's disease and anorectal malformation.
7. On the example of a patient with Hirschsprung's disease or anorectal defect illustrate the clinical signs, determine the status of the patient, formulate a preliminary diagnosis.
8. Make a plan of survey and interpret ancillary methods (X-ray, endoscopy, ultrasound, CT, etc.)., Laboratory and biochemical analyzes of Hirschsprung's disease.
Content themes
First clinical picture of the disease described pediatrician Harald Hirschsprung in 1887 soon to determine the disease appeared terms "congenital megacolon," "congenital idiopathic megacolon" which is currently not used.
Hirschsprung's disease is very common among children: one in 2000-5000 newborns. Among patients, about 90% are boys. Some authors (Hayword, Camero, etc.). Indicate the hereditary nature of the defects. Great value in its origin with genetic factors. Found that ganglion cells intramural plexus with derivatives neyroblashiv who migrate kraniokaudalnomu direction of neural crest in the intestinal wall. At the 6th week of embryonic development in neuroblasts determine cardia of the stomach, on the 7th - in the small intestine, 8-10th, in the transverse colon and 12 th week - in the rectum. Migrating neuroblasts (nerve cells) in the downstream sections of the colon lasts from 9 th to 12 th weeks, from splenic bend to the outer muscle - the latches vidhidnyka (m. sphincter ani externus) - for four weeks, the formation of colon not going until until after the migration of neuroblasts. Submucosal nerve plexus formed by neuroblasts that migrate from musculo-intestinal plexus.
Thus, if not neuroblasts migrate into the intestinal wall into the 7th week of intrauterine period, there ahanhlioz entire colon. Violation of embryogenesis at the 9th week leads to ahanhliozu descending colon, sigmoid and rectum, 10-12th week - to ahanhliozu sigmoid colon and rektosyhmoyidnoyi plots in different variations.
Thus, Hirschsprung's disease - a congenital ahanhlioz distal colon. Absence, insufficiency or degenerative changes in the intramural nerve ganglia violation of nerve impulses in the reflex arcs of the bowel wall. This leads to gross structural changes in the muscle layer until his death. Nakano, Puri (2007) drew attention and proved by histochemical methods to reduce angiotensin 2, which can be responsible for the allocation of water and electrolytes from the intestinal wall. This may explain the occurrence of enterocolitis in Hirschsprung's disease.
Above the constriction formed by expanding gut, where the hypertrophy of muscle membrane caused hiperperystaltykoyu proximal colon to move contents through ahanhlionarnu area. It is noticed that in the area of ​​expansion is always secondary death hypertrophied muscle fibers with replacing them proliferating connective tissue, which leads to increased intestinal lumen over ahanhlionarnoyu area. Secondary changes occur in the submucous and mucous layers.
According to W. Schenach, 20% of patients ahanhlioz limited ekstraperytonealnoyu part (lower 1/3) of the rectum, in 60% of lesions captures rektosyhmoyidnu area of ​​the colon, 15% spread above the sigmoid colon and in 5% of patients affected the entire colon.
Classification of Hirschsprung disease suggested OI Lonyushkinym gives clear information about the size of the zone ahanhliozu, variants of clinical course of the disease and the feasibility of conservative treatment.
Classification of forms and stages of Hirschsprung disease (with AI Lonyushkinym, 1987).
A. Anatomical shape.
1. Rectal:
• with lesions perineal rectum (Hirschsprung's disease with superkorotkym segment);
• with lesions ampulyarpoho nadampulyarpoho and rectum (Hirschsprung's disease with a short segment).
2. Rektosyhmoyidna:
• with lesions distal sigmoid colon;
• with lesions greater part or all of the sigmoid colon (Hirschsprung's disease with a long segment).
3. Segmental:
• one ahanhlionarnym segment in rektosyhmoidniy area or sigmoid colon;
• Two ahanhlionarnymy segments and plot intact colon between them.
4. Subtotal:
• with lesions of the left half of the colon;
• the spread of the pathological process in the right half of the colon.
5. Total - defeat the entire colon (sometimes part of the small).
B. Clinical stages:
1. Compensated.
2. Subcompensated.
3. Decompensated: acute and chronic.
The leading symptom of Hirschsprung disease is the lack of self-emptying (chronic constipation). Terms of constipation, its further character mostly due to length ahanhlionarnoho segment features feeding, compensatory capabilities intestines. With a small area ahanhlionarniy delay discharge of meconium, and feces in infants often limited by days 3.2. Treatment is conservative by setting cleansing enemas. When the lesions are increasing signs of low obstructive ileus, which requires immediate conservative treatment.
For any form of Hirschsprung disease constipation constantly progressing. This is particularly evident in the introduction of complementary foods or switch to bottle-feeding. Fecal viscous consistency, compensatory possibilities gut decrease, constipation is permanent.
Conservative measures are not always conducive to the full release from intestinal feces, leading to condensation and accumulation of feces in the form of stones in the distal colon. Sometimes fecal stones can be very large, resulting in a false diagnosis of tumors of the abdominal cavity. Often these stones clog the intestine, then a hospital acute intestinal obstruction.
A typical symptom of Hirschsprung disease is bloating which appears as constipation from the first days of life. Chronic delays emptying and causes gas expansion symopodibnoyi guts, then other parts of the colon, leading to configuration changes and increase the size of the stomach. Thorax barrel shape through high standing diaphragm. Navel adjusted or turned over and is lower than normal. Offset enhanced gut at one time or the other side of the abdomen provides asymmetric shape during palpation increases peristalsis and determined visually distinct "walls" under the thinned anterior abdominal wall ("frog belly").
With age, the effects of chronic fecal intoxication is increasing, which is deteriorating general condition, retarded physical development, anemia, malnutrition, disturbance of protein metabolism and function of the liver, lungs, heart.
In the event of a long delay due to obturation bowel emptying or twisting may have vomiting and abdominal pain, intoxication, a sign of the threat of complications: intestinal obstruction or peritonitis due to perforation of the colon.
As a result of dysbiosis in the mucosa of the colon inflammatory changes occur, leading to diarrhea (paradoxical diarrhea).
Compensated form (mild, chronic).
In the neonatal period Hirshpruyha children with the disease do not differ from healthy. Sometimes there is a delay discharge meconium and stools, recurrent flatulence and vomiting, but the general condition of the child relatively satisfactory. Treatment is conservative by setting enemas or vapor tube.
The main symptoms of the disease appear in later periods (after 5-6 months), often after the introduction of complementary foods or transfer a child to artificial feeding. Originally intermittent constipation is light at regular intervals feces. But despite good care, the duration of constipation gradually increases.
The general condition and physical development of a child especially not suffer, but violations of the feeding and care of a child can lead to the formation of stones in the feces and intestines accompanied by nausea and bouts of abdominal pain. Children with chronic form of anemia and malnutrition are mild, signs of acute intestinal obstruction there.
Chronic disease caused by the presence of relatively short ahanhlionarnoyi zone while driving functional impairment of the colon are mild. Sometimes there is a discrepancy of clinical disease and the length of the zone ahanhliozu.

Subcompensated form (moderate or subacute).
This form of the disease is manifested by the end of the 1st month of life and pathogenesis due to large size areas ahanhliozu which is often in rektosyhmoyidniy area and descending colon. In case of inadequate child care possible deterioration of health and decompensation process and, conversely, if good care and adequate medical therapy overall can not change. We must, however, emphasize that over time the symptoms become more pronounced. Condition of the child progressively worsening constipation is more sustainable. Treatment is conservative by setting siphon enemas. Gradually develop signs of chronic fecal intoxication in poor care and occasional conservative treatment. In some cases, can be formed fecal stones that cause obturation at ahanhlionarnoyi zone and may be the cause of low acute obstructive ileus. Anemia and malnutrition develop gradually appear later.
Decompensated form (severe, acute).
For this form of Hirschsprung disease characterized by total or subtotal ahanhlioz colon. They exhibit a disease often immediately after birth. There is no discharge of meconium and faeces. Condition of the child worsens, there is flatulence, growing phenomenon of intoxication, vomiting initially stagnant gastric contents, then bile and feces. Abdomen sharply increased in volume, is spheric. At the anterior abdominal wall enhanced venous network konturuyutsya loop inflated colon, visible peristalsis. Setting enemas gives temporary effect, the child's condition is progressively deteriorating. Growing phenomenon of anemia and malnutrition. Prolonged fecal stagnation contributes to inflammation of the mucous membranes and the development of ulcerative-necrotic enterocolitis followed perfratsiyeyu wall of the colon and peritonitis in the newborn. Therefore, prevention of complications shown timely surgical intervention - applying fecal fistula.
Sometimes decompensated form of Hirschsprung disease occurs in older children as a result of complications during compensated form when there are pronounced intoxication and signs of intestinal obstruction.
Diagnosis. In studying the history of the disease is important to pay attention to the time of occurrence of constipation. If no self-emptying of the first days or weeks of life, it is the hallmark of innate ahanhliozu.
To diagnose the disease conducts finger rectal examination, which found an empty vial and hipoplazovanu rectum. Internal muscle tone - contactor vidhidnyka (m. sphincter ani internus) increased. If the surgeon can not hold a finger through the constriction zone, begins a rapid discharge of gases.
Mostly crucial in making the diagnosis are x-ray, which begins with observation radiographs of the chest and abdominal cavities upright. This makes it possible to detect changes in the lungs, heart and determine the position of the level of standing diaphragm. Ahanhlionarnu plot colon showing the absence of gas in it, proximal small and large intestines stretched from the level of liquid in them. The most informative study is radiopaque colon by introducing barium sulfate into the rectum through the vent tube (iryhohrafiya). Research should be carried out after the complete release from intestinal feces and gases by setting siphon enemas. After a tight filling of the colon through the catheter has four radiographs: two in direct and lateral projections at tight filling the colon to determine the degree of expansion suprastenotychnoyi zone and two radiographs after emptying to detect length ahanhlionarnoyi (constricted) zone. If necessary, make deferred shot. The main contrast material used for x-ray, barium sulfate is that prepared with 1% sodium chloride, dissolved in 1000 ml (400 g) of barium sulfate. Depending on the age of the child volume of contrast material ranged from 30 to 500 ml. In newborns and infants used water-soluble iodine preparations (verohrafin, urotrast et al.).
Newborn X-ray Hirschsprung disease is difficult because in the early days and weeks after the birth of the difference in diameter ahanhlionarnoyi zone and located above the colon is negligible. In the case of short segment ahanhlionarnoho expansion normally innervovanyh departments and funnel transition in ahanhlionarnu zone appears after 3-4-month life, so in neonates and infants with total ahanhliozom short or narrow areas, this method does not always provide an opportunity to establish the diagnosis. In doubtful cases, widely used functional diagnosis and determine the activity of tissue acetylcholinesterase (AChE) in the mucosa of the rectum.
Whereas in Hirschsprung's disease are malformations of the urinary system, all patients spend urological research before iryhohrafiyi.
Biopsy of the rectal wall, proposed by A. Swenson (1955), to diagnose Hirschsprung's disease. The main goal is to determine the presence of nerve cells musculo-intestinal (auerbahivskoho) plexus in bioptatiyi muscle layer of the rectum. Intramural nerve hanhliyiyi can be reliably detected by staining with hematoxylin and eosin (D.Yu.Kryvchenya and others., 2004). Lack of nerve cells in the specimen indicates Hirschsprung disease. In recent years, the material for rectal biopsy taken during surgery or radical imposition colostomy.
Manometric studies of anorectal area Hirschsprung's disease is based on the detection of inhibitory rektoanalnoho reflex, which is registered by rectal manometriyi. Characteristic signs include lack rektoanalnoho inhibitory reflex and increase the tone of the internal muscle - the latches vidhidnyka by 80-100% increase in the maximum volume of rectum ampulla of more than 100%. These changes are almost odnotypovymy not depend on the age of the child.
Electromyography rectum used to define the distal boundary of the zone ahanhliozu. If Hirschsprung disease amplitude of electrical slow waves in ahanhlionarnomu segment drastically reduced to 0.2-0.3 mV, ie more than 50%. Histochemical studies based PA detection of nerve fibers and determination of AChE activity in the mucosa of the rectum by 1.5-2 cm above the dentate line. In the absence of ganglia in the accumulation of AChE.
Treatment. Hirschsprung's disease treated only surgically. There are two possible surgical treatment:
1) one-stage radical surgery;
2) imposing a temporary colostomy with delayed radical surgery.
Conservative treatment of constipation is carried out to confirm the clinical need for radical surgery.
The majority of leading surgeons in the world, the most defensible tactic is conservative management of the patient for as long as it does not prepare for a radical surgery, and only if unsuccessful conservative therapy resorting to decompressive colostomy (S. Kleinhaus, OI Lonyushkin). The optimum age for radical surgery is 12-18 months. If subcompensated and decompensated disease indicated surgical intervention in these terms. In case of stable disease compensation can postpone surgery until 2-4-years old child. Performing the operation at a later date can lead to complications - dysbiosis, liver, disorders of protein and electrolyte metabolism (ML Kush, GA Bayirov, OI Lonyushkin).
Conservative treatment can postpone surgery until the age when the risk of radical surgery is minimal (YF Isakov).
So far there is no consensus on the need for blending colostomy. It forced surgeons use only in emergency situations: in case of complications which arose after setting siphon enema (perforation of the colon), the acute form of the disease in the newborn, acute decompensation of chronic, severe general condition of the child. Proximity kolostomu impose as distally, just above the transition zone, the intestine with normal neyromiostrukturoyu wall. While blending colostomy biopsy of the colon wall to confirm the diagnosis. While blending colostomy should hem colon to the peritoneum and the lateral fascia to prevent eventration colon near the colostomy in the postoperative period.
Classification of complications of intestinal Stom developed Yu.V.Paschenko (2007):
I. Early complications:
1) swelling of the stoma;
2) bleeding;
3) suppurating wounds;
4) abdominal abscesses in the area of ​​overlay stoma;
5) derived intestinal necrosis (with or without peritonitis);
6) retraction of the stoma (with and without peritonitis);
7) parastomichna eventration;
8) exudative enteropathy;
9) bowel obstruction;
10) Drive perforation of bowel loops.
II. Late complications:
1) perystomalnyy dermatyd;
2) evahinatsiya (free or fixed);
3) stenosis (sub-and uncompensated);
4) hernia (peri-and parastomalni);
5) retraction of the stoma; parastomalni fistula;
6) internal fistulas in the zone overlay stoma;
7) prestomichnyy ileyid;
8) prestomichnyy colitis;
9) mucous metaplasia;
10) syndrome lasted disconnected intestine.
III. Complications of a general nature:
1) sepsis;
2) Urinary tract infection in children with fistulas in the urinary system;
3) overgrowth;
4) depletion;
5) short bowel syndrome.
Perelikovani complications significantly affect the impact of the underlying disease and timing of reconstructive and restorative operations. The greatest number of complications (80.2%) was observed in children who stoma imposed at an early age. It is shown that the most significant changes is deactivated intestine appear in 6-12 months. The expediency of early recovery operations and the need for targeted rehabilitation disconnected intestine - the ozone decontamination saline containing ozone 6-8 mg / l (Yu.V.Paschenko, 2007). The author developed techniques of surgical correction decompensated stenosis and evahinatsiyi using endovideoskopichnyh technologies. Eliminate stoma prolapse is achieved by glue adhesion parietal peritoneum and the visceral surface Drive intestine under laparoscopic control.
Before radical surgery without imposing colostomy great importance to conservative treatment, which was originally conducted in a specialized compartment, and then home. The main objective of it is a regular release from intestinal feces. Assign a diet with foods that enhance peristalsis guts (oat and buckwheat porridge, prunes, beets and carrots, apples, fresh yogurt). It is advisable to carry out massage, exercise therapy, aimed at strengthening the abdominal muscles, breathing exercises. They need to spend 4-5 times a day for 15 minutes, preferably before feeding baby.
The complex conservative therapy must use different types of enemas (cleansing, hypertension, siphons). The structure siphon enemas are 1% solution of sodium chloride, or potassium permanganate furatsillina, petrolatum, solution temperature - 18-20 ° C.
Depending on the age of the child fluid volume ranged from 0.5 to 2 liters in infancy to 5-10 liters in older age. Junk is the use of laxatives. Recommended vegetable oil (CO ¬ nyashnykovu, olive) in young children and 1 spoon channa, preschool - 1 dessert spoon, school 1 tablespoon a day.
Important for preventing complications in the postoperative period and more rapid restoration of normal function of the colon is the definition of its microbial flora. Medicines that contain microorganisms - Representatives of the normal intestinal flora: Bifidobacterium bacterin-forte, bacterin, bifikol, hilak forte, Duphalac. Polyenzyme drugs: Creon, mezim forte, festal, panzinorm forte hepatoprotectors. If there dysbiosis, selective decontamination of conduct that aims to suppress even pathogenic microorganisms, but does not affect the normal microflora. Widely prescribed antibiotics: aminoglycosides, polymyxin B, cephalosporins, nystatin. Two days before surgery patients prescribed liquid food orally - metronidazole 25 mg per 1 kg of body weight per day, siphon enema.
Classical methods of surgery:
1) rektosyhmoyidektomiya (for Swanson - Isaac);
2) pozadurektalne cherezanalne relegation colon (by Duhamel-Bayirovym);
3) endorectal relegation colon without anastomosis (for Soave-Lonyushkinym);
4) endorectal colon relegation down with primary anastomosis (with Voleu);
5) anterior resection of the rectum (by Rehbein) with anal miektomiyeyu.
When subtotal resection of the colon performed relegation abandoned part of the colon on the left or right bryzhevomu sinus, or its reversal by 1800. In total ahanhliozi performed relegation ileum to the replacement of colon and rectum ileotransplantatom intrarektalnym with his erection and restoration of gut permeability overlay entero-enteroanastomozu "end-to-side" with invahinatsiynym valve.
Radical and pathogenetically grounded operation is abdominal-perineal resection constricted (ahanhlionarnoyi) zone with a plot extended colon (Fig. 1).
In the case of short rectal areas ahanhliozu used rectal miotomiyu (submucosal dissection of internal muscle - the latches vidhidnyka and muscle layer of the rectum at 4-5 cm posterior semicircle) or finger extension vidhidnyka (2-5 times at intervals of 1 week).
The basic principle of operation Swenson, Isakov is intraabdominal mobilization of the colon to the level of the internal muscle - vidhidnyka latches, while the rectum to the posterior-lateral surface emit slightly lower (by 1.5-2 cm). Then mobilized intestine evahinuyut the perineum, perform resection and impose oblique anastomosis.
According to the method of Duhamel-Bayirova rectum cross-level transient folds of peritoneum. The lower end is sewn up, and the upper (proximal) bring to the crotch formed by the channel between the sacrum and the rectum to the outside muscle - vidhidnyka latches.
Do resection ahanhlionarnoyi zone and extended parts of the intestine. Rear Pivot semicircle filed intestine to the rectum, and its front part and back part of the rectum impose special vikonchastyy clamp, which is due to aseptic necrosis promotes the formation of seamless anastomosis.
Operation by Soave-Lonyushkinym is to separate sero-muscular layer of the rectal mucosa to the level of the internal muscle - vidhidnyka latches. Colon evahinuyut the perineum, spending by sero-muscular cylinder rectum. Part nyzzvedenoyi rezektuyut intestine, leaving the area of ​​5-7 cm in length, which (excessive part) cut off during the second phase of the operation in 15-20 days and put anastomosis between mucous membranes nyzzvedenoyi and rectum.

Operation Voleu like operations Soave-Lonyushkinym but spend it in one step by the method Voleu-Kryvchenya. Circularly impose nodal sutures (vicryl, maxon, dexon 3/0-4/0) between all layers of the colon and rectal mucosa, forming pozasfinkterno anastomosis, draining mizhfutlyarnyy space anastomosis is replaced in the anal canal. In the lumen of the intestine nyzvedenoyi introduce flexible tube above the anastomosis. Sideways abdominal region sero-muscular Cases filed to serosa pivot colon. Overlay primary anastomosis as possible by hand, so also through circular staplers SPTU and KC-28.
Operation by Rehbein provides intra-abdominal or ekstraperytonealnu resection changed area and most of the rectum with vnutrishnotazovym overlapping direct anastomosis. It is supplemented by internal dissection muscle - the latches vidhidnyka (rectal miotomiya) from the crotch to the anastomosis.
Among these classic surgery is optimal blending of primary colorectal anastomosis, which may be accompanied by muscle dissection and excision of the pouch internal muscle - vidhidnyka latches. In the case of distal forms ahanhliozu perform sfinkterektomiyu by Lynn.
Repeated surgery in case of complications (stenosis) of the posterior sagittal perform access - layered cut soft tissue to the rectum in the midline from the coccyx to the outer muscle - the latches vidhidnyka with mandatory intraoperative electromyographic control muscle structures (A . Pena).
During the postoperative period, the following complications: enterocolitis, failure anastomosis suppuration mizhfutlyarnoho space, local abscess, hematoma mizhfutlyarnoho space anaerobic (klostridialna) infection. All complications leading to peritonitis, with the subsequent development of sepsis. Maybe recurrent constipation, rarely adhesive intestinal obstruction, encopresis varying degree. This is due to functional partial loss of anal control and slower adaptive-compensatory processes (M.I.Yurchenko and others., 2003).
Clinical supervision of a child engaged for 2 - 3 years. The course of conservative therapy, aimed at making the act of defecation reflex involves setting daily enemas at the same time of day, electric, outdoor workout muscle - the latches vidhidnyka, gymnastics These activities spend 15-20 days. With drugs prescribed Neostigmine.
Mortality (according to OI Lonyushkina) is 0.4%, in recent years is zero.

anorectal malformations
Congenital malformations vidhidnyka and rectum are in the ratio of 1:5000 births. It should be noted that the combined defects anorectal area, cardiovascular, urinary, digestive system, musculoskeletal system, central nervous system occur in 27% of cases.
These defects are more common in girls (relative to boys 2:1).
Anorectal malformations are formed on the 4th week of intrauterine embryo development when there is separation of the cloaca into 2 parts: the front, which formed the bladder and ureters, and back, which is formed by the upper part of the rectum. Anal department is formed by wrapping ectodermal layer from the surface inward. Defect formation and division inside the cloaca and the perineum underdevelopment caused by disturbance stages of embryogenesis, which ends up to the 8th week.
Clinical manifestations, diagnosis and treatment of anorectal malformations largely depend on the species. If atresia vidhidnyka on the first day after birth, the newborn state is satisfactory. The first symptoms appear after 10-12 hours after birth: the child is concerned, poor sleep, natuzhuyetsya, not leaving meconium. If no qualified supervision, then after the first day there bloating, vomiting gastric contents first, and then mixed with bile and intestinal contents.
Baby refuses the breast. If late to help, the phenomenon of intestinal obstruction in the dynamics of progress, vomiting becomes uncontrollable, growing phenomenon exsicosis and toxicity. In later stages of the disease is complicated by aspiration pneumonia, intestinal perforation and peritonitis, the child quickly dies.
For early diagnosis of defects conduct routine inspection crotch baby immediately after birth, especially if there is no discharge of meconium in the first 6.10 h.
Atresia vidhidnyka without difficulty find during the initial examination: vidhidnyk absent, in its place showing umbilicus, which ends blindly.
For a correct determination of the height atresia using ultrasound or invertohramu by Kakovychem - Vanhenstynom (Fig. 4).
Previously a plot vidhidnyka impose opaque objects (coin, clip). Do survey radiographs in the lateral projection of the baby head down. Level atresia is determined by the distance between the blind end of the colon (as evidenced by the gas bubble) and a metal tag in the crotch. This method is valid only after the 1st day because the gases in the area atrezovaniy colon appear only after 15 hours after birth.
The second auxiliary method of determining atresia - Puncture (for Pelerinym-Syitkovskym), which was used because of the possibility of infection fabric crotch. Thick needle syringe pierce the skin of the perineum at the point of natural vidhidnyka and slowly pulling the plunger, the needle is introduced to the intestine, while in the pen will not drop meconium. In the distance, which entered the needle, make
conclusion about the height atresia. In this same needle injected contrast material (10 - 15% solution verohrafinu) transmitting marking locations vidhidnyka and perform radiography in two projections (antero-posterior and lateral) in the upright position. This study helps to clarify the distance between the skin and the perineum blind end of the colon. The presence, location and full external muscle - the latches vidhidnyka determined using electromyography. In recent years, increasingly used ultrasonic diagnostic methods.
Fistulas in the reproductive system found only in girls. In most cases, it opens in prysipok vagina, at least - in the vagina and very rare - in the uterus. Clinical atresia vidhidnyka the presence of voles in reproductive system largely depends on the location and diameter of the hole fistula. A characteristic feature is its selection of meconium, and feces and gases through the gender gap in the first days of life, vidhidnyk while absent. If the fistula is short and broad, and signs of underdevelopment rectum minor, the child's point regular self-emptying in the first months of life. During the introduction of complementary foods and switch to bottle-feeding stools are rare, there is constipation, which leads to the development of megacolon syndrome.
When atresia with fistula in the vagina fistulas hole in this case is narrow, open on the medial surface of the posterior vaginal wall slightly above the hymen, fistula diameter less than 0.5 cm Douglas prysinkova (rektovestybulyarna) fistula is localized in the region of the navicular fossa and is different diameter. There is a pattern: when rektovestybulyarnyh fistulas rectal atresia mostly low sex organs developed normally. If you have a rectal-vaginal (rektovahinalna) fistula, atresia usually high and often accompanied by hypoplasia of the external genitalia, ziyannyam gender gap. The higher the location of the fistula, the clearer clinical signs.
To clarify the height of the final section of the rectum and the study of anatomical and functional state located above the colon conduct x-ray with contrast barium sulphate through the fistula.

Enough is informative introduction metallic urethral catheter through the fistula towards predictable vidhidnyka, second hand finger through the skin of the perineum grope end of the catheter and roughly determine the level of atresia in thickness of tissue between the end of the catheter and finger.
Vidhidnyka atresia and rectal fistula in the urinary system (bladder, urethra) is observed only in boys.
Diagnosis of urinary fistulas in the system is much more complicated than the diagnosis of fistulas in the reproductive system. Clinical symptoms may be absent or remain undetected because fistulas move often blocked with mucus or meconium. Therefore, in some children by the end of the 2nd day the picture of low intestinal obstruction, the main clinical manifestations of which are discharge of meconium and gases through the external opening of the urethra. When combined rectal bladder urine is painted in green throughout urination, the last portion of urine stained more intensely and are accompanied by a discharge of gases accumulated in the bladder.
In the case when the rectum communicates with the urethra, discharge gas and meconium excretion are scarce. Undissolved meconium released at the beginning of urination, the last portion of urine clear. Strip away through the urethra and no act of urination as sphincter apparatus does not deter them.
Think about the presence of urinary fistulas must for every high atresia, whereas narrow "asymptomatic" fistula is more than 40%.
The diagnosis is confirmed during catheterization urethra. If spivustya rectal wide urethra and fistula ukuporit meconium, introduced along the back wall of the urethra metal catheter pushes content fistulas move into the lumen of the rectum and "falls" there. Thus fistula diagnosed in the membrane of the urethra.
Diagnosis of urinary fistulas system facilitates uretrotsystohrafiyi. Under radiological control in the initial section of the urethra to a depth of 1.5 cm through the catheter impose 10-15% solution verohrafinu. On radiographs in lateral projection shows that the contrast agent is in the rectum.
Voles on the perineum occur in boys more often than girls. In girls, they are wide and short. In boys, the length and width of the fistula can greatly vary - external opening can be opened directly from the vidhidnyka, the root of the scrotum and even in the area of ​​the penis. In general fistula function vidhidnyka in the first days of life compensated sufficiently. Shortness act of defecation occurs later. Constipation occurs after 1 year. If fistulas course narrow stool hampered from the first days of life.
Diagnostic perineal fistula conducted during the external inspection. Regardless of the length of the course fistulas atresia of the rectum is always low.
Alberto Pena (2007) found that expected for anorectal anomalies in infants in utero characterized calcificates in the kidneys of the fetus, which is called "calcium nephritis," which is accompanied by thickening of meconium and colorectal formation of defects such as high position vagina fake neutrymannya chair cesspool and other defects. Nowadays when establishing such vices performed prenatal surgery. Yes, particularly when performed kloatsi separation uterus, bowel and bladder. In the diagnosis of defects using rear laparoscopy under traditional operations Pena. Laparoscopy allows the diagnosis and eliminate fistula without complications.
Ectopia vidhidnyka called atypical location (close to the genitals) full vidhidnyka. There perineal and vestibular ectopic. Real ectopia must be differentiated from a wide perineal fistula, which requires further surgical correction. The difference lies in the visual detection of muscle contractions external - vidhidnyka latches or using electromyography. When he reduced ectopic near vidhidnyka, functional abnormalities are not detected.
Congenital narrowing vidhidnyka and rectum are defined in section comb lines vidhidnykovoho ring. Length and shape narrowing can be varied - in the form of a thin membrane or dense fibrous ring. Clinical occur after administration bait when frequent constipation. In acute degree of stenosis constipation arises from the first days of life, emptying in a narrow band. Child restless, belly swollen, appetite decreased, the child is not gaining weight, subsequently formed secondary megacolon.
Diagnosis narrowing simple, is digital rectal examination, where in place of constriction determine elastic ring. Pronounced acute stenosis can not even hold a finger tip. To confirm the diagnosis spend colonoscopy radiocontrast study and rectum.
Treatment. All kinds atresia vidhidnyka and rectum requiring surgical correction. Emergency surgical care in the first 1 - 2 days of life carried out in the case of all kinds of complete atresia, fistulas as well as in the urinary system, rectal-vaginal and rectal-perineal fistulas with a narrow passage. When fistulas in the reproductive system and the perineum without evidence of low intestinal obstruction surgery is carried out in terms from 1 month to 2 years of life. During the operation moved vidhidnyk the usual place (Stone and Dyffenbahom). It is important not to damage the outer muscle - vidhidnyka contactor. To improve the adaptation of the neuro-reflex apparatus anorectal department in recent years, surgical correction of congenital defects is carried out in an earlier date. When rectal-vesical and rectal fistulas sechivnykovyh-separation conduct anastomosis immediately after diagnosis.
In recent years preferred cherevnopromezhynniy proktoplastytsi, even if a fistula in the membranous part of the urethra. In prostatic fistula of urethra only rational method of surgery - abdominal-perineal intrarektalna proktoplastyka (for Romualdi, Rehbein in modification Lonyushkina OI).
At low forms atresia vidhidnyka and rectum perform perineal momentary proktoplastyku by Dyffenbahom in modifying AI Lonyushkina.
In secondary forms of atresia (height more than 1.5 - 2 cm from the perineal skin) in recent years widely implemented sakropromezhynnu proktoplastyku with rear access for sagittal A. Peng, which enables mobilized rectum to her through pubokoktsyhealnu communications and external muscle - contactor vidhidnyka with electromyography muscle structures.
At high forms atresia requires mobilization of significant parts of the intestine. This is only possible during surgery abdominoperineal sakropromezhynnoyi proktoplastyky. Given the scope and trauma of the operation, surgeons divide it into three phases. In the first days of life in the left groin impose unnatural vidhidnyk by Mikulychem or unnatural vidhidnyk on different parts of the colon or end kolostomu on distal sigmoid colon closer to atresia - the first stage.

After 3 months - 1 year performing radical surgery - the relegation of the rectum from the posterior sagittal access by A. Pena - second stage. Third stage - closing colostomy.
Yu.V.Basylashvili, V.B.Davydenko, Yu.V.Paschenko and others. (2007) suggest a method original Sacre abdominal perineal proktoplastyky, which is what demukozatsiyu peripheral section bowel spend with posterior sagittal access downlink direction, eliminate fistula, and incrementally - above transitional folds of peritoneum without vskryttya intestinal lumen in the abdominal cavity. Nyzzvedennya mobilized colon is made through a tunnel in the tissues of the perineum, which is formed by a tube-conductor conducted visually through the center of the sphincter apparatus without dissection after suturing sacral access.
To prevent cicatricial stenosis used bouginage newly vidhidnykovoho channel on the 10-15th day after the operation extender Gegara, increasing the diameter from number 8 to number 12. The procedure is carried out to the full bouginage wound epithelization in the future continue to preventive bouginage 1 every day, then every other day. At home parents continue bouginage under medical supervision weekly for 5 - 6 months.
Weather data blemish treatment largely depends on their severity, the combination of anomalies and rationally chosen tactics of surgical correction and adequate rehabilitation measures in the postoperative period.

Materials for self-
Situational tasks:
Task 1. Patient K., aged 3 hours from the moment of birth, born to a mother 19 years old, weighing 2100h, body length 45cm, aged 32 weeks. At birth: early discharge of amniotic fluid, anhydrous period of 6 h., Entanglement umbilical cord, Apgar score 5 points. At the time of the inspection the skin moderately cyanotic, reflexes weakened, reduced physical activity, breathing self, saturation within 90%, in the area fontanel Cephalhematoma to 4cm in diameter, 2.0 ml of urine, meconium discharge from the genital slit, baldly, anus No, vestibular fistula were found.
1. Formulate a preliminary diagnosis.
2. Determine the degree of prematurity
3. Make a plan of survey.
4. Methods of invertohramy by Vanhistinom
5. Therapeutic tactics.

Task 2. On the 4th day postoperative period in a child who was operated on anorectal malformation - rektopromezhynnoyi fistula in the first days after birth, using minimal posterior sagittal anorectoplasty marked redness and swelling of the wound, sero-purulent discharge from under stitches fever to 37 , 80S, reducing the discharge of meconium, moderate bloating, discharge by nasogastric tube light yellow-green content in small amounts, up to 7 ml. per day. A child born in the period 34-35 weeks, body weight 3000h, body length 51 cm, with no signs of hypoxia.
1. What kind of complications in the postoperative period should consider?
2. What is the basis of classification of anorectal malformations?
3. What changes in intrauterine fetal ultrasound indicate the presence of anorectal malformations rozkytku?
4. What are the methods of examination should be used?
5. What measures should be conducted?
Problem 3. The child at 3 days after birth, when properly formed anus self emptying missing. Setting cleansing enemas ineffective. Abdomen swollen, visible peristalsis, by nasogastric tube is allocated to 25 ml. content, dark green. On the first day of life poorly meconium discharge from the rectum, to 2-3 ml. The general condition of severe shortness of breath and 65 for 1 min., Tachycardia - 160 sec. for 1 min.
1. What kind of birth defect should be suspected in a patient?
2. What is necessary to carry out a survey?
3. What diseases should be to the differential diagnosis?
4. What surgery when necessary to confirm the diagnosis?
5. What complications can occur in the postoperative period

Problem 4. In the child in '11 marked periodic constipation from birth, bloating, loss of appetite, and sometimes nausea, muscle hypotrophy. In iryhohrami narrowing seen in the area of ​​the rectum with suprastenotychnym extension colon above this place. When anomanometriyi anorectal reflex negative.
1. Your preliminary diagnosis?
2. What is necessary to test to confirm the diagnosis?
3. What diseases are eastern clinical picture?
4. Spend the differential diagnosis of chronic constipation?
5. Develop a plan for treatment of the patient?

Problem 5. Boy 5 years is from constipation from birth, from remote rural areas. In the field of children's surgeon still did not get. Significantly enlarged abdomen, behind in physical development. Often constipation vary diarrhea.
1. What preliminary diagnosis can be suspected?
2. Which test should be conducted?
3. What is the solution used to siphon enema?
4. As the divided bowel disease on the clinical course?
5. What treatment should be patient?

Problem 6. The child is 3 years since the birth of observed delay emptying every 3-4 days does have a cleansing enema. Boy behind their peers in physical development. It is noted pale skin, bloating.
1. What's disease in a child should suggest?
2. Which test should be conducted?
3. What is the basis of classification of chronic constipation, who invited her?
4. What is the preparation of the large intestine to Proctologic test?
5. Your treatment strategy in this case?

Problem 7. Girl on the third day after birth delivered to the clinic about the lack anus. Urination is not broken, with the gender gap periodically released small amounts of meconium. On examination, the child's crotch positive "symptom shock" when irritated anal holes marked reduction in the external sphincter.
1. Ask a preliminary diagnosis?
2. What method of diagnosis, you can set the option anatomical malformations?
3. Determine the timing of surgical treatment in the absence of the anus?
4. What classification of anorectal malformations.
5. Who is the most efficient method of surgical intervention in this wadi development?

Task 8. By the admissions department delivered a baby 6 months delayed emptying and gases. Noted bloating, vomiting twofold. Coming second, the difficulty of leaving gas and defecation occur from birth. Has conservative therapy. Now ordinary cleansing enema and putting flue tubes give no relief. Severe intoxication and changes in metabolism, decreased total protein and dysprotenemiya.
1. Your preliminary diagnosis?
2. Which clinical stage should include this disease?
3. What complication arose in this patient?
4. What diseases should make the differential diagnosis?
5. At what age is best to radical surgery in this disease?

Problem 9. Baby 5 months complaints of constipation from birth stool only after repeated enemas, intermittent bloating, weight 6kg., Frequent agitation, loss of appetite, periodically - vomiting - 1-2 times a week.
1. What is the preliminary diagnosis can be spotted patient?
2. With which diseases similar clinical picture?
3. Which test should be conducted?
4. Which anatomical shape isolated in Hirschsprung's disease?
5. What kind of surgery should be performed?

Problem 10. The boy 9 years old about 2 years ago appeared constipation lasting 2-3 days Stool independent, calformed. Abdomen not tender to palpation, somewhat enlarged, symmetrical.
1. What is the preliminary diagnosis can be spotted patient?
2. With which diseases similar clinical picture?
3. What do you know kind of constipation that occur in children?
4. What examination is necessary to make the diagnosis?
5. What treatment should be patient?

Tests
1. Identify operational tactics in norodzhennoyi child with acute form of Hirschsprung disease after failure of conservative therapy:
A. Colostomy
B. Operation Swenson
C. Operation Duhamel
D. Operation Soave
E. Enterostoma

2. In the newborn child is absent anus, urine sometimes leaves clean, sometimes with a touch of meconium. What kind of bug?
A. atresia anus
V. atresia anus with fistula in sechovypusknyy channel
S. atresia anus with fistula in the vagina
D. Atresia anus and rectum
E. Atresia anus with fistula in the bladder

3. In iryhorami a child aged 3 years with Hirschsprung's disease shows a narrowing in the area of ​​direct and sigmoid colon. Which anatomical shape Hirschsprung disease observed in this patient?
A. Rectal
V. Rektosyhmoidalna
C. Subtotal
D. Total
E. Anal

4. The mother that stradzhdaye chronic pancreatitis, a girl who has 5 days after birth marked bloating. Bowel loops konturuyut on the anterior abdominal wall. After the enema went meconium in small quantities and baby zryhnula. In iryhohrami narrowing in rectal area, and above - the diameter of the colon significantly increased. What nayimovirnyy diagnosis?
A. Acute Hirschsprung disease
B. Dynamic ileus
C. Ladd Syndrome
D. Mechanical obstruction
E. Intussusception


5. In pediatric surgery clinic from the hospital moved novonarordzhenyy lack of anal 3 hours after birth. What should be the diagnostic tactics Children surgeon?
A. Plain radiographs of the abdomen
B. Emergency X-ray examination by Vanhestinom immediately after admission
C. X-ray examination by Vanhestinom 8 hours from receipt
D. Ultrasonography of the abdomen
E. Investigation of urine for the presence of meconium

6. In the newborn shortly after birth seen vomiting stagnant, whether intestinal contents. Meconium is missing. Stool as thin mucous streakings. What diagnosis may be suspected?
A. Low intestinal obstruction
V. Pilorospazm
S. Hirschsprung's Disease
D. Sepsis
E. Mukovistsedoz

7. In child 1.5 years of age constipation, bloating, malnutrition, choking. In iryhohrami narrowing seen in the area of ​​the rectum with suprastenotychnym extension colon above this place. When anomanometriyi anorectal reflex negative. Your diagnosis:
A. diaphragm hernia
V. Dolihosihma
S. Mehakomen
D. Hirschsprung's Disease
E. Atresia of the colon

8. On examination, the baby in the delivery room found that a child weighing 2600h abdomen - common throughout, in probing the stomach received 10ml transparent content. Meconium not depart. Catheter introduction through the anus, went to 2cm. On plain radiographs - pneumatization intestine throughout, gas and liquid level. For what defect you are dealing with?
A. Atresia of rectum
V. Atresia 12 duodenal ulcer
S. Atresia ileum
D. Atresia anus and rectum
E. Esophageal Atresia

9. All wadi development, manifested congenital intestinal obstruction, grouped into four main groups, depending on the violation utero. To one of these defects are caused by disturbance of embryogenesis intestinal wall. Name of bug, which belongs to this group?
A. Ladd Syndrome
V. Mekoniyeva obstruction
S. Ring shaped pancreas
D. The acute form of Hirschsprung disease
E. form membranous atresia

10. Determine the optimal age of the patient for surgical treatment of acute forms of Hirschsprung disease:
A. 3-5 years
V. 1year
C. After 3 years
D. After 7 years
E. After 10 years

List of theoretical issues:
1. The etiology of malformations of the colon and rectum.
2. Characteristics of transit and yevakuatornoyi functions of the colon.
3. Classification of chronic constipation by ML Bush and OI Lonyushkinym. What underlie it?
4. Reasons for different types of constipation. How to share the clinical course constipation?
5. Spend the differential diagnosis of constipation caused by defects colon (constipation organic origin).
6. What information do you get from such ancillary diagnostic methods as rectal digital examination, iryhohrafiya, sigmoidoscopy, kolonofibroskopiya, electromyography?
7. What is fecal intoxication and how to fight it? Biochemical changes in the body of patients with chronic constipation clinic.
8. Conservative treatment of nutritional constipation in children depending on the reasons that led them.
9. Pathogenesis of congenital colon.
10. Pathogenesis of anorectal malformations.
11. The main clinical manifestations of disease in various forms of Hirschsprung disease.
12. The main external clinical signs of anorectal malformations.
13. Methods of diagnosis of Hirschsprung disease.
14. What is a biopsy of the colon and in some cases it is conducted?
15. What types of enemas you know methods of siphon enema.
16. Principles of treatment of Hirschsprung disease.
17. Methods of diagnosis of anorectal malformations.
18. Preparation of the colon to Proctologic inspection and for operations.
19. Of surgical methods of treating Hirschsprung disease.
20. Motivation of landmark transactions in children with anorectal malformations.
21. Methods of anorectoplasty by A. Peng
22. Rehabilitation of children after surgery for colon.

Practical tasks.
1. Demonstrate abdominal examination and review of cutaneous mucosal folds and rectum using rectal mirror.
2. Interpret auxiliary methods (endoscopic, radiological, biohomichni, histochemical)
3. Technique of iryhohramy and invertohramy.
Malformations of the anterior abdominal wall.

1. Background.
Hernia of the umbilical cord - severe malformation, mortality from which to present remains very high (from 9.1% to 65%). As a proportion of acute childhood diseases incarcerated inguinal hernia occupies the 3rd place after acute appendicitis. Chastist and a large percentage of complications that accompanied the above defects require timely diagnosis and the correct treatment strategy.

2. The specific objectives.
1. Master the list of diseases that are associated with impaired formation of the anterior abdominal wall and peritoneal obliteration of the process, the process of lowering the testicles.
2.Rozpiznaty major clinical manifestations of defects of abdominal wall and inguinal region.
3. Differentiate malformations of abdominal wall and inguinal areas, depending on the clinical manifestations.
4. Interpret helper methods (ultrasound, plain film, fistulography).
5. Demonstrate palpation of the scrotum and identify symptom "cough shock" method of conservative treatment of umbilical hernia in children during the first months of life.
6. Identify features of malformations of abdominal wall.
7. Analyze Cause - effect relationships of complications related to violation of obliteration of vaginal appendix and lowering the testicles.
8. Submit algorithm of the physician in violation appendix and vaginal obliteration of strangulation.
9. Submit tactics of patients with malformations of abdominal wall and inguinal region.
10. Identify indications for conservative or surgical treatment of patients with impaired obliteration of vaginal appendix.
11. To interpret the general principles of treatment of children with impaired testicular descent.
12. Master the principles of rehabilitation after surgery, be able to assess the prognosis of life possible violations associated with this pathology.
4.2. Theoretical questions to studies.
1. Peculiarities of the abdominal wall.
2. Classification embryonic hernia umbilical cord. Clinic. Diagnostics. Indications for surgical treatment. Conservative treatment. Complications.
3. Gastroschisis. Clinical manifestations, diagnosis. Clinical management and treatment.
4. Umbilical hernia. Features and indications for conservative treatment. Operative intervention methods plastics.
5. Etiopathogenesis, classification, clinical presentation, diagnosis and treatment of fistulas navel.
6. Hernia of abdominal white line. Clinic. Diagnosis and treatment.
7. Etiopathogenesis, classification, clinical presentation, differential diagnosis of inguinal hernias. Complications of inguinal hernias.
8. Choice of surgical treatment in inguinal-scrotal hernia.
9. Differential diagnosis of strangulated inguinal hernia in children. Conservative and surgical treatment.
10. Classification and clinical picture of cryptorchidism and testicular ectopia. Tactics doctor. Methods of treatment.

4.3 Practical work (tasks) to be performed in class.
1. Identify the leading symptoms umbilical, strangulated inguinal hernia.
2. Determine the type and cause damage to the testicles.
3. Assess the degree of violations that result in zaschepleni inguinal hernia.
4. Master technique palpation of inguinal region and scrotum.
5. Identify and demonstrate symptom hernial protrusion or symptom "cough impulse."
6. Conduct differential diagnostics of diseases related to violation of obliteration of vaginal process and the process of lowering the testicles.
7. Master the tactics of treatment umbilical hernia and fistula navel.
8. Master the tactics of treatment available and strangulated inguinal hernias.
9. To be able to define the indications for surgical intervention, the timing and amount of preoperative preparation with inguinal hernia and cryptorchidism.
10. Demonstrate knowledge of the postoperative management of patients with anterior abdominal wall hernias and cryptorchidism.
Contents subject.
Malformations anterior abdominal wall associated with disruption of embryogenesis its layers and elements at different stages of fetal development. Among them - aplasia muscles of the anterior abdominal wall hernia embryonic, umbilical, inguinal, white line of the abdomen and other sites. Others are very seldom.
Classification hernias:
a) Location:
• external - cord (embryonic), axillary, umbilical, thigh, abdomen white line etc.
• internal - diaphragm, pinching of the abdomen in natural openings;
b) etiology:
• birth;
• acquired - hernia underdeveloped anterior abdominal wall trauma (real, traumatic, violent - inIf dramatic tension of abdominal wall hernia scars, artificial - just inguinal);
c) the state of the internal organs in the hernia sac: free (internal organs freely go in hernial mi ¬ shock and independently reduce the abdominal cavity);
• skilled (exercised in the case of small efforts);
• awkwardly (not exercised even if you try to let into ¬ tion, pain and clinical signs of intestinal speaktheir ¬ hidnosti not). This condition is caused by the presence of adhesions between the hernia sac and internal organs as a result of previous incarcerated;
• strangulated (hernial protrusion does not reduce a pain during reduction);
• slide - a special kind of hernia, when one of the walls of the game ¬ zhovoho bag is wall of the abdomen, which is not covered by peritoneum (in the case of inguinal hernia on the right - cecum and bladder, and left - bladder).
Gastroschisis
Gastroschisis (from the Greek. - The difference abdomen) - a eventeratsiya that occurs in utero period. The umbilical cord is attached properly, so pathology related to defects ekstraumbilikalnoyi front che ¬ zealous wall. Found it at a frequency of 1:6000 novonarod ¬ bridegroom, 40% of which - premature. Defect of the anterior abdominal wall looks small gap sizes is localized to the right of the umbilical cord. Described rare cases of left-side location of the defect. Its occurrence is associated with blood circulation in the distal part of the right omfalomezenterialnoyi artery development of necrosis anterior abdominal wall to the right from the base of the umbilical cord and the formation of abdominal wall defects. Through defect eventerovanyy stomach falls short section of the midgut three times larger diameter than defect. Sometimes falls bladder and ovaries in girls. Intestinal loops soldered together, matt coated fibrinous coating, thick, swollen, enlarged in violation of the outflow of venous blood and lymph. This state eventerovanoho intestine associated with bowel strangulation in a narrow abdominal wall defects or twisting of the "midgut" and recommended expanding defect immediately after birth (NL Zakharov, 1986). Fibrinous layers on intestinal loops associated with changes in the composition of amniotic fluid after the commencement of the kidneys in the fetus. But this is interpreted as a defensive reaction from exposure to urea, a chemical that causes inflammation of the intestines (Ashkraft, Holder, 1997). This period is characterized hipoperystaltyka malabsorption and intestines, their lumen filled with thick and sticky meconium.
Gastroschisis combined with intestinal abnormalities - atresia, stenosis, Meckel diverticulum in 10-14% (S.A.Karavayeva and others., 1998), sometimes with visual nervous system, kidneys, heart, diaphragm (up to 1-6% of cases).
Diagnostics of defects must be carried out in the antenatal period, in this case carried cesarean. Gastroschisis be differentiated from umbilical cord hernia and rupture of membranes hernial sac, in the case of Gastroschisis hernial sac absent.
All children performed ultrasound and neyrosonohrafiya to identify other congenital anomalies and comorbidity.
Treatment. In the maternity hospital after the birth of Gastroschisis necessary to anesthesia baby central analgesics, warming, ensure adequate temperature. A must is the decompression of the digestive tract regular probe. When a child to the neonatal intensive care unit for 1-2 days preparing for surgery. A correction of hypovolemic shock by infuzivnoyi therapy using fresh frozen plasma glucose-saline solution in the ratio 1:1, is injected as vikasol, kontrikal. To stabilize Geodynamics used dopamine infusion, to prevent infectious complications prescribe antibiotic therapy.
Surgical treatment depends on the severity of the defects. In newborns with viscero-abdominal disproportion I level defect is closed after the withdrawal of the shock. If underdeveloped abdominal cavity does not contain swollen and thickened bowel loops (viscero-abdominal disproportion II-III degree), then spend 2 of staged surgical correction. The first stage of surgical correction is performed using synthetic polymers rozsmoktuvalnyh or vidseparovannoyi skin formed ventral hernia. At the 2nd stage conduct relaparotomy, divisive seam between the loops of intestines and form the anterior abdominal wall. Using modern mesh allograft - polypropylene mesh biotransplantat Tutoplast-pericardium, which is implanted firmly to the body tissues and is gradually replaced by fibroblasts recipient that stabilizes the abdominal wall and save her strength for a long time.
Cons urinary duct. As you know, the bladder combined with alantoyisom urinary ducts - urahusom. By birth urahus obliteruyetsya - formed median ligament of the bladder, coming from its top to the navel. Depending on the type of violation reduction of urinary duct distinguished flaws: 1) complete fistula urinary duct, 2) incomplete fistula urinary duct, 3) bladder diverticulum, 4) cyst urahusa, 5) persistent umbilical-mesenteric artery.

If urahus neobliterovanyy entire length of the umbilical cord after dropout hole fistula secreted urine drops, and during natuzhuvannya - jet. If fistulas large diameter hand pressing on the anterior abdominal wall can remove all urine from the bladder. Such complete fistula are rare. If small diameter fistula, urine is not, but by pressing the plug on the anterior abdominal wall appears urine. Complete fistula urahusa complicated urinary tract infection.
Diagnosis of complete fistula urinary duct is not difficult, if it stands urine, in other cases should be investigated for the presence of urea excretion or enter into se ¬ chovyy bubble solution of methylene blue. Isolation of dye fistula indicates the presence of a complete cleft of the urinary duct. In some cases helps sensing fistula, if not enter a thin tube into the bladder, it indicates fistula urinary duct.
Most neobliterovanoyu is only the part that is adjacent to the navel (outside), then fistula incomplete. In this case, it is differentiated from the vitelline duct fistulas - hold sensing fistula, and in some cases - fistulography. These studies show that duct goes down to the bladder in the back of the anterior abdominal wall. Urine clear, stands a few drops. If there is infection fistula, urine becomes purulent character. Near its external opening is often formed granuloma. Macerated skin.
Treatment of fistulas only operative (after conservative treatment of inflammation of the urinary duct and the skin around its outer hole).
Neobliterovana Yolk duct may be the source of some birth defects. Depending on the degree of obliteration distinguished: 1) complete fistula navel, 2) incomplete fistula navel, 3) Meckel diverticulum, 4) enterokistomu, 5) fibrous cord. Variations of these anomalies is shown in Fig. 2.
If Yolk duct neobliterovana the entire length, then the navel is fistula, which leaves in the mucous membrane of bright red. Depending on the size of the fistula it stands colorless liquid intestinal contents. With a wide combination of these fistulas constantly secreted intestinal contents, which irritates the skin and causes its purulent inflammation in severe cases, there are signs exsicosis. Also, sometimes when natuzhuvannya and weeping through the belly button falls outside Inverted part of intestine (evahinatsiya).
Most neobliterovanoyu is only part of the yolk ¬ ing duct. If intraperitoneally part obliteruyetsya and peripheral saved, formed incomplete umbilical fistu ¬ la, which opened in navel and ends blindly at different depth ¬ byni. With such a fistula stands colorless liquid or mucus, which in the case of infection is purulent. In this case it is necessary to differential diagnosis of omphalitis. Unlike omphalitis, conservative treatment fistula ineffective. Necessary to determine the depth of the fistula, in the case of incomplete intestinal fistula it ends blindly in the abdominal cavity. In the case when the intraperitoneal part vitelline duct obliteruyetsya, but does not resolve, the child may have the phenomenon of intestinal obstruction.
Diagnosis of fistulae vitelline duct is not difficult. After falling umbilical protrusion appears Neve ¬ lykyh sized bright red color, diameter
which depends on the thickness of the fistula, which secretes mucus or intestinal contents. Conducting sensing fistula and fistulography confirms the diagnosis.

Treatment of fistulas vitelline duct surgery alone.
Uncomplicated fistula vitelline duct must operated in age from 3 to 6 months.
Such complications as exsicosis, evahinatsiya and intestinal obstruction requiring surgery, regardless of the child's age, that is, in the neonatal period. In case uncovered vitelline duct and a great quantity of intestinal contents should not postpone the operation and close the fistula in the first days of life. Early surgery in evahinatsiyi is the prevention of bowel strangulation.
If neobliterovana part vitelline ducts adjacent to the bowel wall, formed Meckel diverticulum. Depending on the violation of the inverse of duct diverticulum forms may be different.
Incomplete Fistula vitelline duct may continue fibrous tyazhem switched into Meckel diverticulum.
Diagnosis of Meckel diverticulum heavy. Only in rare cases it is possible recognition by X-ray. Most diverticula show how random discovery during surgery on abdominal organs.
In some cases, Meckel diverticulum causes serious complications that require emergency surgery: gastrointestinal bleeding, intussusception, strangulative intestinal obstruction, peritonitis due to perforation of ulcers diverticula or inflammation (diverticulitis), volvulus or bowel diverticulum.
When you save the strand, which diverticulum combined with the navel or abdominal organs, it is possible strangulation intestinal loops, which occurs unexpectedly. Developed clinic strangulative intestinal obstruction. One should always remember that Meckel diverticulum may cause intussusception.

Materials for selfcontrol.

Situational task.
Task 1. The boy is 2 years. A week ago, have noticed that there is no right scrotal testis. Left testicle in scrotum. On examination, both scrotal developed normally. Right testicle in the scrotum missing.
1. Your diagnosis?
2. Explain the pathogenesis of this disease.
3. What method of examination will help in diagnosis?

Task 2. Boy 1,5 years. From the first year of life parents noticed that the child is absent left testicle. During the examination of the child and genital physical development of age. Right testicle in the scrotum, the left half of the scrotum underdeveloped, missing testicle, during inguinal canal palpable rounded education 1.2 x1, 0 cm
1. Your detailed diagnosis?
2. What method of treatment and period of performance?
3. What diseases should conduct a differential diagnosis?

Problem 3. The boy 3 years 6 months Parents find the right area not painful tistuvatoyi consistency vypyachuvannya that in the supine position decreases and disappears. Overall condition is violated. External genital organs developed normally.
1. What disease can there be?
2. What are the symptoms to determine at the time of diagnosis?
3. What tactics surgeon?

Problem 4. The boy 2 years swelling in the right inguinal region, which falls in the right half of the scrotum, palpation sharp pain. According to the mother of the child that was swelling day ago. It was repeatedly vomiting, gas and stool is missing.
1. Your diagnosis?
2. What should be the doctor's tactics?
3. What complication arose in a boy?
4. What diseases should conduct a differential diagnosis?

Problem 5. In separate newborn boy when viewed on the 20th day after birth pediatrician showed tumor formation in the suprapubic area. The mother of the child pointed to the child's anxiety before urinating and discharge through the navel some clear fluid.
1. Your preliminary diagnosis?
2. Specify the methods that will help establish the diagnosis?
3. What diseases should conduct a differential diagnosis?
4. Tactics treatment.

Problem 6. The boy of 2 years, to examine another surgeon about pinching inguinal hernia, strangulation within 30 hours. Another doctor during surgery hernial protrusion vpravylos. An plastic inguinal canal by Martynov.
1. What a mistake doctor?
2. What are the stages of the operation had to be conducted?
3. What complications can occur?
4. What is the postoperative management of the patient?

Problem 7. The boy of 2 years appeared painful swelling in the right groin. According to the mother, this tumor appeared 24 hours ago. Mother complains of vomiting, anxiety, baby, no discharge of gas and feces.
1. What is the diagnosis?
2. What should conduct a survey?
3. What preoperative preparation?
4. Tactics another doctor.

Task 8. The child is 6 months in somatic hospitals in connection with left-sided pneumonia. In history - left-sided inguinal - scrotal hernia, strangulated had before. Two hours ago zchynylos pinching.
1. What tactic regular doctor?
2. What is the provision of medical care?
3. Further treatment in hernia

Problem 9. The girl 2x-months in the area of ​​the navel - protrusion, up to 2 cm in diameter, soft-elastic consistency, vpravyme into the abdominal cavity.
1. What is the clinical diagnosis?
2. Tactics treatment?
3. Term and volume of surgical intervention in this pathology.

Problem 10. The boy 1 month of age with navel constant allocation of sero-purulent character. Conducted conservative treatment omphalitis.
1. What is your diagnosis?
2. What method will help in diagnosis?
3. What diseases to diagnose?
4. Clinical management of the patient.

Problem 11. Boy, 2 years old, operated the clinic about strangulated inguinal hernia 36 hours after pinching. During surgery, the hernial protrusion vpravylos independently released "hemorrhagic hernia" fluid. Child made hryzhoroztyn, plastic inguinal canal by Roux-Krasnobayeva. After 12 hours of surgery the child's condition worsened, increased body temperature to 390S, increased abdominal pain, muscle tension appears, vomiting, a symptom of peritoneal irritation.
1. What complication arose?
2. What is the main reason allowed the surgeon during the operation?
3. What additional research method conducted to clarify the object jamming?
4. What is the main indication for surgery strangulated inguinal hernia?
5. The main criteria of viability intestine?

Tests.
1. Parents of boy, 2 months turned to another doctor complaining of periodic increases in the groin formation. On examination, the child is determined by tumor-formation, expanding external inguinal ring. At what age is indicated surgical treatment of inguinal hernias, pinched if the formation is missing?
A. Up to 6 months.
B. After 6 months.
C. 1-3 years.
D. 3-6 years.
E. After 10 years.

2. Parents of the girl of 2 years turned to another doctor complaining of an increase in the groin. On examination, the child is determined tumor formation bowel symptom reduction positive. What is the front wall of inguinal canal in children?
A. recti.
V. aponeurosis of the rectus abdominis muscle.
C. The internal oblique muscle of abdomen.
D. Aponeurosis of the external oblique abdominal muscles.
E. Transverse fascia.

3. In clinics boy received 1 year of age. In the differential diagnosis of pathology inguinal area should be excluded lymphadenitis, dropsy shells eggs and inguinal hernia. Specify the main clinical symptom inguinal hernia:
A. Pain in the abdomen.
B. Vomiting.
C. The presence of tumor in the groin area.
D. Lack of testes in scrotum.
E. Fever.


4. Parents of the girl of 2 years turned to another doctor complaining of an increase in the groin. On examination, the child is determined tumor formation bowel symptom reduction positive. In circumstances in inguinal hernia shown urgent operation?
A. jammed.
B. Pneumonia.
S. Acute urinary retention.
D. Cryptorchidism.
E. Liquid stools.

5. Parents of boy 2 months turned to another doctor complaining of periodic increases in the groin formation. On examination, the child is determined by tumor formation, reduction education is not possible. Which condition must differentiate incarcerated inguinal hernia?
A. Acute inguinal lymphadenitis.
V. Acute appendicitis.
S. coprostasia.
D. Intussusception.
E. Dropsy shell eggs.

6. A boy of 4 months went to the hospital complaining of excitement, refusal of food, formation of large size in the groin. What complication occurred in a child?
A. Acute appendicitis.
B. Acute intussusception.
S Pinching inguinal hernia.
D. Acute inguinal lymphadenitis.
E. Acute hydrops occurred shell eggs.

7. Boy 12 years, came to the office complaining of colicky abdominal pain, repeated vomiting, the presence of a painful tumor formation in the right groin. The pain appeared after the rise of the burden, 12 hours ago. OBJECTIVE: pulse 112 per minute, dry tongue, belly vzdutyy, painful on palpation. Radiological findings: hiperpnevmatoz small intestine. What is the most likely diagnosis?
A. Acute intestinal obstruction.
V. Torsion right testicle.
S. Seminoma right testicle.
D. Acute hydrops right.
E. sided strangulated inguinal-scrotal hernia.

8. A child of 4 years, 12 days ago there was a pinched left-sided inguinal hernia. OBJECTIVE: child restless, crying during palpation determined by a sharp pain at the site of strangulation, which is not out of practice in the abdominal cavity. Inguinal ring palpated impossible. What is the most optimal treatment strategy?
A. Complex conservative measures designed to reposition self hernia.
V. Appointment of pain medication.
C. Manual reduction of hernia.
D. Reduction of hernia under general anesthesia.
E. Emergency operation.

9. The girl appeared 3y.o. pinched inguinal hernia. Age pinched -1. What method of treatment may be used?
A. Complex conservative measures to samovpravlennya hernia.
V. Enema of chloral hydrate.
C. Short-term anesthesia.
D. Immediate surgery.
E. Manual reduction of hernia.

10. The child, aged 1roku 10misyatsiv, diagnosis: right sided cryptorchidism. What tactics and timing of surgical treatment?
A. Surgical treatment of a 6-year-old.
B. Treatment of an endocrinologist.
S. Surgical treatment during puberty.
D. Surgical treatment routinely up to 3 years.
E. Observations in a planned manner.

11. By clinic turned parents boy 2 years old complaining of lack of child right scrotal testis. OBJECTIVE: hypoplasia of the right half of the scrotum, testicle missing. It is reduced in size, palpable along the inguinal canal into the scrotum but not nyzvodytsya. What is the most likely diagnosis?
A. Psevdokryptorhizm.
V. dextral cryptorchidism, inguinal form.
S. ectopic right testicle.
D. Right-sided cryptorchidism, abdominal shape.
E. nearside monorchism.

12. The 5-month boy in scrotal missing left testicle. Right testicle is in the scrotum are not changed. Palpation in the projection of the left inguinal canal is defined oval formation 2x1, 5 cm What is your diagnosis?
A. Cryptorchidism.
V. ectopic testis.
S. aplasia of testis.
D. Monorchism.
E. Funikotsele.

13. Newborn Umbilical residue after exclusion characterized pronounced inflammatory changes. In the center of the navel - granulation. Perifocal inflammatory changes there. What disease most likely?
AV fistulas navel.
V. omphalitis.
S. Phlegmon babies.
D. Enterocolitis.
E. Sepsis.

14. The girl 4 years marked by persistent inflammatory changes in the area of ​​the navel. Similar phenomena occur with period novonarozhdenosti. What research should be done to clarify the diagnosis?
A. Planting flora sensitivity.
B. Probing followed fistulography.
S. biopsy.
D. Cystography.
E. radiographic study of the gastrointestinal tract.

15. Violation obliteration vitelline duct may be formed Meckel diverticulum. Which of these complications may be due to Meckel diverticulum?
A. intussusception.
B. Bleeding.
S. perforation.
D. Volvulus.
E. intraperitoneal bleeding.

Checklist
1. What is different from the fetal umbilical hernia hernia umbilical cord?
2. Dates of conservative treatment umbilical hernia?
3. What is the surgical treatment of herniated abdominal white line?
4. What are the stages of surgical treatment of patients with embryonic hernia umbilical cord.
5. What types of plastic enlarged umbilical ring?
6. What is the operation Shpittsa with umbilical hernia?
7. What options pathology yolk duct?
8. How to prove the existence of incomplete umbilical fistula?
9. Perelikuyte types of plastic surgery in inguinal hernias.
10. How is plastic inguinal canal by Roux-Krasnobayeva of plastics by Martynov?
11. Indications for surgery for inguinal hernia Dyuomelem?

Practical skills.
1. To demonstrate the method of palpation of inguinal areas symptom "cough impulse."
2. Demonstrate methods of blending leykoplastyrnoyi bandages when umbilical hernia.

Malformations and diseases of urinary and reproductive system in children.

1. Background.
Malformations of the urinary and reproductive systems are among the most frequent anomalies of childhood. According Sampbella (1951), Pytel A. (1969) they constitute 35-40% of all congenital anomalies. Difficulty embryogenesis urinary reproductive system causes a wide range of morphological and functional changes that may not manifest itself for a long time, or life-threatening in the period infant. Abnormalities of the urinary system lead to a breach of urodynamics and cause stasis of urine, which may be complicated by infection, atrophy of the renal parenchyma, renal failure and hypertension. Chastist distribution and severity of complications requires early diagnosis and implementation of rational therapeutic tactics and requires great attention of physicians and of the necessary knowledge.

2. Specific objectives of employment:
1. Master the list of diseases that cause violations of urodynamics and the act of urination.
2. Recognize the major clinical manifestations and urodynamic disorders act of urination.
3. Differentiate urodynamic disorders depending on the level of noise.
4. Interpret helper methods (ultrasound, excretory urography, cystography, scan), laboratory and biochemical analyzes.
5. Identify the peculiarities of individual defects that lead to the violation of urodynamics.
6. To analyze the causal relationships of urodynamic disorders, leukocyturia syndrome in some patients, justify and formulate preliminary clinical diagnosis.
7. Submit algorithm of the physician in violation of urodynamics and urinary disorders act.
8. Submit tactics of patients with disorders of the act of urination and violation of urodynamics.
9.Traktuvaty general principles of treatment of diseases involving violation of urodynamics and disorders act of urination.
10. Identify indications for conservative and surgical treatment of patients with malformations of the urinary and reproductive systems.
11. Master the principles of rehabilitation after surgery, be able to assess the prognosis of life possible violations after eliminating urinary tract pathology.
4.2. Theoretical questions to studies.
1. Writing definitions hydronephrosis, ureterohydronephrosis, MSR.
2. Define the concept to include the classification of anomalies of bladder and urethra.
3. Provide an explanation of the pathogenesis of urodynamic disorders due to defects kidney, ureter, bladder.
4. To characterize the clinical manifestations nosology topic.
5. Justify a choice of diagnostic activities in various forms of pathology.
6. Identify the indications for use of ultrasound, cystoscopy, cystography, excretory urography, CT, MRI, laparoscopy.
7. Determine the timing and volume of surgical interventions in various forms of urinary tract pathology.
8. Assign antibiotic therapy for urinary tract infections.
9. The algorithm of the physician in determining birth defects and tactics of the patient during the first months of life.
10. Algorithm of children's surgeon in determining congenital malformations of bladder and urethra and tactics of the patient.

4.3. Practical tasks performed in class:
1. Collect the complaint history of life and disease, to differentiate defect of depending on the level detect obstacles:
a) the presence of renal colic syndrome - pain, its nature (sharp, dull, duration, localization, distribution irradiation, the behavior and position of the patient;
b) urinary disorders: frequent, painful, difficult, urinary retention: acute, chronic, with the presence of residual urine, full, partial, a combination of delay and incontinence - ixhuria paradoxa, incontinence and nevtrymannya;
c) change the number (anuria, oliguria, polyuria, nocturia) and quality of urine (hematuria - micro and macro, pyuria or leukocyturia - true and false, total, of initial, terminal, proteinuria, cylindruria, oksaluriya, uraturia, phosphaturia;
d) hypertensive syndrome (hypoplastic kidney, polycystic, narrowing of the renal arteries).
2. Demonstrate inspection, examination of the child with the formation of the preliminary diagnosis and develop a plan of inspection sick child.
3. Master advanced research methods and interpret laboratory data and ancillary diagnostic methods.
X-ray of the kidneys its description
a) Review urography - gives knowledge about the presence or absence of radiographic calculus;
b) excretory urography shows the function and anatomical structure of the kidney and urinary tract. Intravenously injected radiopaque substance (urohrafin, verohrafin, kardiotrast, triombrast, trazohraf) averaged 50% - solution:
from 1 month to 1 year - 2 ml / kg body weight,
1 to 3 years - 1.5 ml / kg body weight,
over 3 years - 1 ml / kg body weight, but not more than 60 ml.
Photos in young children perform at 7, 20 and 40 min in older children - 10, 30 and 60 min. Kidney disease requires implementation deferred urohram in time from 1.5 to 24 hours. If necessary difdyahnostyky functional or organic changes made test with load (laziks);
c) infusion urography - 2 ml / kg body weight of contrast medium injected into the same amount of 5% - glucose drip intravenously. Infusion rate in children up to 3 years - 120-150 drops for 1 min., In older age - 100 drops for 1 min for 7-10 min. With a sharp decrease in the concentration ability of the kidneys, these figures are reduced to 60-80 drops for 1 min for 20-30 min. Indications intravenous urography age children - 2 years, reducing the concentration of kidney function, prolonged relapsing course of the disease, the lack of information in one-stage introduction of contrast material;
d) retrograde uretropiyelohrafiya proposed in 1905 Voelcker i Lichtenderg - 15% solution of contrast material, dissolved furatsilinom, injected into the renal pelvis through the urinary catheter, previously introduced by kateteryzatsiynoho cystoscope-1 year - 3 ml in 4-5 years - 5-6 ml, etc. until light discomfort around the investigated kidneys;
e) pneumoperitoneum. In 1948, Rivas offered input gas pozaocherevnyy space presakralnym way. Oxygen is administered in an amount of from 100 to 800 ml, depending on age;
e) cystography - simple or miktsiyna - gives an idea of ​​the shape and contours of the bladder, vesico-ureteric reflux, pelvis, urethra. 10% - solution of contrast medium injected into the bladder until urination urge to 2-year-old baby - 25-50 ml, 6-year-old - 75-100 ml, 10-15-year-old - 100-150 ml. Photos are performed at the time of filling and tight with urination;
g) urethrography (ascending or descending).
Methods of radioisotope diagnosis (renografiya, dystorenohrafiya, uroflowmetry, scanning).
Instrumental methods:
a) cystoscopy;
b) cystochromoscopy, based on the allocation of kidneys indigokarmina (0.4% - 1 ml to a year, then - 0.5 ml for every three years of life). Normally indyhokarmin stands for 3-5-minutes;
c) sfinkterotsystometriya - measuring the final strength of the bladder and sphincter pressure in the bladder (Rose, 1927). Enables dynamic supervision changes detrusor function;
d) urefloumetriya - the apparent speed of urination (Rehfisch, 1897). Take into account the following parameters: time urination, urinary speed. Danger instrumental methods: trauma, infection, acute uroseptic.
4. To interpret the general principles of treatment: conservative and surgical tactics in patients with developmental disabilities, urinary reproductive system.
5. Rationale for conservative treatment of patients with MCP.
6. Using auxiliary diagnostic methods, to formulate the indications for surgical treatment.
7. Characterize the composition of urine in urinary malformation of the reproductive system.
Investigation of urine by the method of AF Kakovsky (1910) / - calculated hemacyte in urine collected for 8 hours after sleep, the method of Addis (1925) - the same as in the urine per day. In normal healthy children per day in urine derive no more than 2-2.5 million leukocytes (L), up to 1 million erythrocytes (E) and to 5 thousand cylinders.
Method Amburzhe - the number of L and E in minute diuresis. In healthy children for 1 min. L appears no more than 2-2.5 thousand, E-max 1.8 thousand
Trial by A. Nechiporenko (1961) - a study of sediment in randomly selected portions of urine. Zanotovuyetsya number L and E in 1 ml of urine, which is normally on 4 th and 1 thousand Quantitative samples are very valuable for monitoring the progress of treatment after normalization of urinalysis for reveal hidden changes in it. They suggest that the process has not eliminated and needed further treatment.
Samples occult pyuria and piyelonefrity occurring latently be convincing in conducting them with prednizolonovym test (Katz, 1962), based on the fact that prednisone promotes the release of leukocytes in urine from hidden foci of inflammation in the kidney. Intravenously administered 10-15 mg (depending on the age of the child), prednisolone, dissolved in 5.10 ml of saline. Pick three servings of urine at intervals of 1 hour. Prednizolonovyy test is considered positive with increasing L and the number of degrees of total pyuria at least 3 times.
Sat urine sterility, determining the degree of bacteriuria. Availability of 50-100 thousand germs in 1 ml of urine should be assessed as a sign of inflammation in the urinary tract. If the urine is dominated by staphylococci, mostly alkaline reaction of urine; sharply alkaline - if there however. If the predominant E. coli, urine acidic reaction. The normal reaction of the urine of children with an acidic pH of 4.8 to 7.
Daily urine output. Method Zimnitskiy sets of tubular apparatus and reserve capacity of the kidneys. Take the child in the water exchange is excreted by the kidneys by 59%, skin and lungs - 34% and feces - 6%. The body is delayed about 1% to take water (A, F, Tur, 1960). At the end of the first month of life daily urine output is 200-300 ml, and 12 months - 600 ml. To determine the daily urine output in children older than 1 year using the formula:
600 +100 (n-1)
where the 600 - year-old child diuresis, n - number of years. Diuresis per day should be 2/3 of the total. The relative density of urine in infants normally is 1002 - 1008 (in the first days of life - 1018-1020), in 2-3 years - 1000 - 1017, in 10-12-years - 1012-1025. When polyuria urine less concentrated (hipostenuriya). If oliguria contrary - hiperstenuriya.
8. Demonstrate the technique of cystography.
9. Solving situational problems.
A wide range of defects and diseases of urinary-genital system determine the need for an individual approach in the diagnosis of anomalies and in determining the indications for the conservative or surgical treatment.
Diagnostic criteria for defects and genitourinary system:
Mandatory symptoms characteristic of various forms of pathology:
• Dizurichni phenomenon discoloration of urine, the presence of leukocyturia, proteinuria.
• pain (persistent pain in inflammatory complication, cramping - with obstruction), positive symptom Pasternatskogo.
• Hyperthermia complications of inflammation.
• Palpation of abdominal tumors.
Additional criteria
• Change the size, position, strain the kidneys, ureters, bladder, delayed evacuation contrast revealed by ultrasound, contrast studies stsyntihrafiyi CT, MRI, cystoscopy, laparoscopy, are decisive criteria for accurate diagnosis;
• Integrated biochemical blood to determine the degree of renal insufficiency;
• Research microflora urine needed to elucidate the nature of urinary tract infection and antibiotic therapy.
Anomalies of the urinary-genital system constitute 35-40% of all congenital anomalies. Among obstructive uropatiy in childhood he takes first place.
Hydronephrosis - a malformation that is characterized by obstruction of the pelvis-ureteral segment through its wall dysplasia, accompanied by varying degrees of underdevelopment of renal parenchyma and reduce its function.
Features of circulation, which leads to interference in prymyskovomu segment retrokavalne location ureter peryureterit, embryonic spikes, narrowing of the ureter and ureteral valve leads to disruption of urodynamics, and subsequent to the death of the renal parenchyma. The speed of this complication depends on the level of obstruction and form bowls.
Violation of urodynamic causes inflammatory changes and hardening of the kidney tissue in the area of ​​the gate kidney.
With the rapid development of occlusion hydronephrosis no time to develop. There symptom "hostrozastiynoyi kidneys", complete block of the ureter leads to increased water reabsorption in the distal tubule included piyelo-renal reflux and stop filtration in the glomerulus, open arterio-venous shunts at the border and cerebral cortical layers. Consequently stops urine of the patient.
Features of circulation, which leads to interference in prylohanochnomu segment retrokavalne location ureter peryureterit, embryonic spikes, narrowing of the ureter and ureteral valve leads to disruption of urodynamics, and subsequent to the death of the renal parenchyma and form bowls.
Option obstruction piyeloureteralnoho segment S. Bauer (1998):
A. Narrowing of the ureter by reducing the internal lumen (Intrinsic). Segmental wall ureteral dysplasia, congenital stenosis. Hanna (1976) conducted research vicious plot ureter under electron microscopy. Muscle cells are correctly oriented, but there was an excess amount of collagen fibers and the main substance around muscle cells. As a result, muscle fibers were widely separated from their places of attachment and poorly reduced (Fig. 1). Many cells are atrophied. These findings explain the ineffective contraction of the ureter in piyeloureteralnomu segment and as a result of violation of emptying bowls and cups kidney. Stephens (1980) found klapanoutvoryuyuchi transverse folds of the mucous membrane of the ureter, preventing the passage of urine. Described mucosal polyps of the ureter as a cause of obstruction Kruger (1980).

When retrograde urography observed double bend in the upper ureter. In operation revealed compression of the ureter nyzhnyepolyarnoyu vessel. (Stephens F.D. 1982).
These vessels are ahead of the pelvis-ureteral segment and compressing its lumen, causing obstruction. This cause hydronephrosis is more common in adults, ranging from 14% to 52% of Marshall (1984). In vascular barriers ureter may have several twists and prevents current urine may occur simultaneously in two places (Fig.3).
Stephens (1982) conducted a study of ureteral wall in places pressure on his vessel, but did not find evidence of fibrosis or disruption of normal anatomy of the ureter walls in these areas.
Based on these findings, it is clear that the piyeloureteroplastytsi about hydronephrosis caused abberantnoyu vessel, no need for resection of the ureter (ureteral excision site) rather move ureter during vessel to restore the flow of urine.
B. Option obstruction piyeloureteralnoho segment occurs in secondary reasons. Prolonged exposure of a plot stone prylohanochnoho of ureteral urolithiasis; traumatic injury - strain mucosa or the muscular wall of the ureter leads to impaired patency in this area. Argued vesico-ureteric reflux major steps in 10% of cases may cause local inflammation against congenital curvature of the ureter in piyeloureteralnomu segment, which further leads to narrowing and its violation of the passage of urine Blickman (1983).
Violation of urodynamic causes inflammatory changes and hardening of the kidney tissue in the area of ​​the gate kidney.
With the rapid development of occlusion hydronephrosis no time to develop. There symptom "hostrozastiynoyi kidneys", complete block of the ureter leads to increased water reabsorption in the distal tubule included piyelonyrkovi reflux and stop filtration in the glomerulus, open arterio-venous shunts on the verge of cerebral and cortical layers. Consequently stops urine of the patient.
Clinical classification of hydronephrosis.
We must distinguish three degrees of hydronephrosis: Class. II and III levels.
And degrees - hydronephrosis characterized by expansion renal pelvis, the lack of anatomical changes parenchyma;
Second Degree - Expansion cups and renal pelvis, reducing the thickness of the parenchyma, decreased intensity of staining of abdominal kidney nefrofazy, decreased tubular secretion and does not exceed 70-80%.
Third degree - is characterized by the expansion of cups and bowls by significant thinning of kidney tissue, sometimes to its complete absence, lack of contrast, reduced tubular secretion of more than 80%.
Diagnostic criteria syndrome piyeloureteralnoho segment:
Mandatory symptoms:
• Palpuyema tumor in the lateral abdominal
• Changes in the urine sample
• Repeated abdominal pain
Additional criteria:
• Dizuricheskih disorders (urinary retention, urinary incontinence, compelling urge, weakened urine stream or its termination)
• Hematuria
• Unexplained changes in the gastrointestinal tract (nausea, vomiting, abdominal pain)
• Edema
• Delayed physical development
• Nocturia
• Thirst
The main diagnostic methods used for suspected hydronephrosis - a ultrasound and X-ray examination. To clarify the diagnosis used radioisotope and laboratory diagnostic techniques. The data obtained help in detecting inflammation and installing gravity renal dysfunction.
Given the large regenerative possibilities child's body, even at partial purulent fusion parenchyma or partial loss of function, please try to keep hydronephrosis kidney. By reducing kidney function at 4/5 (according to radionuclide studies) perform nephrectomy. In other cases, conducting resection pelvis-ureteral segment overlapping anastomosis between the pelvis and ureter. With hydronephrosis, the occurrence of which is associated with the presence of additional vessels, the last move so he squeezed anastomosis.
Methods of operation.
1. In the treatment of hydronephrosis of choice (the gold standard) remains plastic pelvis of the ureter by Hines Andersen.

Important in the treatment of renal colic at the clinic to be able to provide medical care that can occur in acute, sudden injury to the outflow of urine from the renal calyces and pelvis (obstruction of stone, mucus and pus, blood clot, compression of the ureter Nephroptosis). The immediate cause of pain in renal colic - acute circulatory disorders in the kidney (venous stasis, edema, stretching the fibrous capsule).
Syndrome of renal colic can refine research urinalysis, blood, holding Overview radiographs of the urinary tract, except for acute inflammatory diseases of the abdominal cavity.
In establishing the syndrome of renal colic shown:
a) heat treatment (hot water bottle, bath);
b) injection of atropine (0.1% solution of 1 mol per year of life), antispasmodic, analgesic administration - Drugs (promedol 2% - 0.05 mol per year of life), analgesics (50% analgin - 0.1 mol per year of life, baralgin);
c) novocaine blockade sim'yannoho cord or the round ligament of the uterus. Technology blockade: the thumb and index fingers of the left hand are sim'yannyy cord in his inguinal-moshonkoviy region (near the root scrotum) or form a skin folds in the groin in girls. Right hand injected using a syringe from 5 to 20 mol% 1 - novocaine solution depending on age;
d) recommend increased fluid intake, increased diuresis activates the contractile activity of the ureter, increasing the possibility of expulsion of stone, sand, blood and pus bunch.
Successful treatment depends on timely detection of hydronephrosis and preservation of kidney function. After 6-12 months. after surgery, depending on the patient's general condition and associated flow control pyelonephritis conduct examination (ehoskanuvannya or excretory urography). Children who underwent surgery for hydronephrosis, advisable to spend on spa treatments (Truskavets or Zheleznovodsk specialized local motels).



Bladder-ureteral reflux (MSR)
Defects, which cause reverse flow of urine, observed in 60% of children. Vesico-ureteric reflux is bilateral: if a 60 - 70% of patients with relatively early he manifested renal hypertension and chronic renal failure. Timely diagnosis and treatment of children with this pathology is responsible enough problem with timely addressing any possible organ surgery.
Primary MSR resulting from insufficient locking mechanism vesico-ureteral connections. Violations occurring in the fetus during the last months of pregnancy, leading to disruption of fetal development with subsequent dysplasia nephron.
Secondary MSR, which occurs due to an increase vnutryshnomihurovoho and vnutryshnomyskovoho pressure leads to disruption of venous and lymphatic drainage parenchyma.
Throwing infected urine to the ureter in the pelvis-Wire cup system kidney inflammation leads to renal parenchyma. There is swelling of the parenchyma, proliferation of connective tissue in paravaskulyarnomu space increases ischemia nephrons and develops scarring parenchyma.
The clinical picture without pyelonephritis may be asymptomatic. In the presence of clinical signs of recurrent exacerbation isolated reflyuksohennu nephropathy. Changes in urine - leukocyturia, erytrotsyturiya sometimes are also a sign of MSR.
The most reliable method of diagnosis that confirms MSR - is a simple and miktsiyna tsystohramy, cystoscopy. Excretory urography, radionuclide renografiya confirm the severity of the violations of malformations.
The therapeutic approach is based on data on the genesis of MSR, the degree of renal dysfunction, the presence of activity piyelonefritu.
At MSR I - II degree without impaired renal function at the location ustiv ureters in the typical location - conducted conservative treatment.
Inefficiency conservative treatment MSR third degree within 6 - 8 months needs revision tactics and determine the need for surgical correction. Methods of tsystoneoureterostomiyi by Cohen, Boari.
When megaloureter, ureterohydronephrosis IV - V neotsystureterostomiya degree held by the Politano-Leatbetterom.
One of the methods of choice for treatment of children with MSR I - III degree - endoscopic summing gel Teflon paste - into the bladder wall above the mouth of the ureter.
Malformations of the urethra and bladder.
Chastist malformations of the genitourinary system and the complications that arise from this disease, recognize the importance of early detection and treatment of this pathology.
Abnormalities of the structure of the urethra, its partial or complete absence of the wall of the urethra, chordee, meatostenoz first cause violation of the act of urination in subsequent violations result in urodynamics. Chastist defects such as posterior urethral valve, epispadiya, hypospadias, phimosis, paraphimosis very diverse, but its timely diagnosis and determination of treatment strategy - an important diagnostic and responsible problem.
Auxiliary diagnostic methods (excretory urography, cystography, ureterotsystoskopiya) help in diagnosis. An examination of children with disorder act of urination is very important tsystometriyu, ureterotonometriyu, uroflometriyu and evaluate them.
Complications:
1. Infravezykalna obstruction leads to increased vnutrishnomyskovoho pressure and disruption of the kidneys, the venous and lymphatic circulation, loss of renal parenchyma.
2. Disorders of the act of urination leading to incontinence infection that enters through rising to the bowl kidneys, causing its inflammation, and further scarring of kidney tissue.
3. Defining the indications for conservative or surgical treatment is based on the general principles of treatment of children with developmental disabilities, urinary-genital system. The method of surgical intervention is justified defect, age of the child and the changes that occurring as a result of the disease.
In disorders of urination, urinary retention - inability to self-emptying of the bladder, strong and useless urination, overflow, stretching the bladder, severe abdominal pain, reflex slowing of the intestines is necessary to differential diagnosis of urinary retention and anuria. The content and purpose of first aid for urinary retention is in emptying the bladder by catheterization, which should always begin with the application of soft rubber catheter. Caliber urethral catheters characterized by specific numbers (scale Sharera). Most catheter - is the length of its circumference (in millimeters 2 Pg). Types of catheters: catheter Nelatona, Timan catheter, Foley catheter, metal catheter.
Technology catheterization. If you enter a metal catheter can not be safer to abandon further efforts and make nadlonnu puncture the bladder ("capillary puncture"). Carry it in the patient's back. After processing the suprapubic area with a sterile needle in a strictly perpendicular to the direction or angle 450, open down, pierce the anterior abdominal wall in the midline 2 cm above the pubic area.
Extrophy bladder characterized by a defect of abdominal wall, absence of the anterior bladder wall and its cavities, total hypospadias, nonunion lonnyh bones. Chastist this pathology in children 1 from 40000-50000 newborns. In boys, this pathology occurs 3 times more often than girls. This malformation is often combined with cleft and hypoplasia of the labia and vagina in girls, underdeveloped penis, cryptorchidism or inguinal hernia, rectal prolapse - boys.
Clinical specific: in the lower abdomen above the pubis through rounded defect in the anterior abdominal wall explodes mucosa of the bladder, its rear wall, which increases during crying and when natuzhuvanni. Navel missing or placed on the top edge of the defect. Mucosa is painful and bleeds. Dimensions sechomihurnoyi plate 3-7 cm in diameter, on it is a triangle l'yeto Wust and ureters. Urine flows continually, causing skin maceration thighs and crotch.
Having contact with the external environment ureters leads to ascending pyelonephritis.
Treatment of patients with urinary bladder extrophy very problematic associated with great difficulty. The optimal time for surgery after the age of 1 year.
Epispadiya - is a congenital malformation that is characterized by partial or complete absence of the anterior wall sechovypusknoho channel. Chastkist this pathology - 1 of 50,000 newborn boys 5 times more often. When epispadiyi underdeveloped penis, deformed, his head flattened and bifurcated. Foreskin his overly developed and located only on the ventral surface.
Depending on the degree of splitting of the urethra are three forms epispadiyi boys:
a) epispadiyu head b) epispadiyu penis in) complete (total) epispadiyu. In girls isolated klitornu subsimfiznu and complete (total) epispadiyu. Total epispadiya occurs 3 times more often than other forms.
Epispadiya head is characterized by flattening the head, splitting the foreskin top offset hole to urethra level vinuevoyi borozdy.
When epispadiyi penis there chordee, head split from her on the back member extends streak strip shell to dystopovanoho hole urethra. Opening of the urethra is shaped like a funnel. Sphincter of the bladder, usually weak and partially split, so when you cough, laugh and exercise marked neutrymannya urine. The act of urinating broken. The patient can urinate sitting down, pulling the foreskin of the penis backwards, urine sprayed. Penis cut and pulled up to the belly due to differences recti legs that attach to lonnyh bones. Lonnie bone nezroscheni.
Full epispadiya characterized by underdeveloped penis that looks like crochet, smart top. Cavernous body split, the entrance to the bladder is shaped like a funnel. Sphincter split ring as observed complete neutrymuvannya urine. Great diastase between Lonnie bones leads to "duck walk." In this wadi development can be observed malformations of kidneys and ureters, cryptorchidism, testicular ectopia and prostate.
Epispadiya girls. This malformation is characterized by smaller anatomical abnormalities, so it is more difficult to diagnose. In total epispadiyi upper wall of the urethra is absent throughout and sechovypusknyy channel looks trough. Bladder neck and symphysis split. Urine flows continuously without causing maceration.
When subsymfizarniy epispadiyi is complete cleavage clitoris, external opening of the urethra opens on him in the form of a funnel. For this disease is characterized by complete or partial incontinence.
Klitorna form is characterized by the splitting of the clitoris, the external opening of the urethra shift doperedu and top. Urination is not broken.
Treatment consists in the fact that to achieve retention of urine and form a missing part of the urethra.
Holovchata form epispadiyi klitorna girls and does not require treatment. Other surgical procedures are carried out not earlier than 4-5 years.
Hypospadias - a malformation of the anterior urethra, where missing its rear wall and the external opening of the urethra is narrowed and shifted proximally and opens on the ventral surface of the glans penis (hypospadias holivchata) or perineum (perineal hypospadias form). Penis deformed, bent down in the form of "hooks". This malformation occurs in a newborn at 300-1200. Hypospadias is more common in boys than in girls. The external opening of the urethra in girls opens into the vagina. It can be observed neutrymannya urine in the splitting of the sphincter of the bladder.
Hypospadias in 40% of cases spoluchuyetsya with other anomalies of development, including the top ranked cryptorchidism. It is necessary to complete clinical examination of children.
AE Solovyov identifies 3 forms of hypospadias in girls: vestibular (partial) vestybulopihvynna (subtotal), inguinal (total).
Operative intervention is performed in one or more stages. When meatostenozi-meatoplastyka performed regardless of age. Indication should prevent secondary changes. Roztynannya narrowed external opening of the urethra can be performed and outpatients. Treatment depends on the form of hypospadias and performed in several stages. Optimal duration of the first phase of 1.5-2 years uretroplastyku performing at the age of 6-7 years.
Phimosis. Narrowing of the opening of the foreskin, the glans penis which does not appear in children is common and is called phimosis. In infants and young children observed adhesion outer layer of the foreskin and the glans penis that does not allow open foreskin. During the first 3 years of life, this phenomenon is called "physiological" and do not require treatment.
Congenital phimosis called impossibility retraction of the foreskin and the glans penis withdrawal at age 3 years. Acquired phimosis develops due to infection and inflammation of the preputial sac at the edges of the hole (cicatricial phimosis).
When phimosis children complain of pain during urination and itch in the area of ​​the penis. On examination, the skin is very narrow hole through it visible only external opening sechovypusknoho channel diverting the foreskin brim and open crown impossible. When urinating marked swelling preputial sac. The condition can lead to enlargement of the upper urinary tract, complicated paraphimosis, balanitis. In infants with complaints of itch and pain when urinating appointed by conservative treatment: sitting in a warm bath, smearing vaseline oil foreskin. If no effect spend separation synechiae foreskin puhovychnym probe head smeared vaseline oil, continue soaking with potassium permanganate.
In cases of congenital or acquired phimosis in older children in the presence balanytu and urinary retention performed surgery - circular circumcision.
Balanyt (balanopastyt) - inflammation of the foreskin and the glans penis. This disease most often occurs in congenital phimosis. Cluster rozlahayuchoyi smegma and urine preputial mishtsi, ssadnennya rozchosy and lead to the development of inflammation.
The patient complains of itch and hurt when urinating. An objective examination determined locally irritation, mild redness and swelling. These characteristic symptoms of catarrhal balanytu. When conducted properly treating all these things disappear, but may recur.
With insufficient child care and non personal hygiene boil can get to the preputial sac. Developed purulent infection glans penis. Pus accumulates in preputial mishtsi, causing severe irritation, pain, and even urinary retention.
In introducing the process of developing swelling of the foreskin and penis, which becomes thickened clavate. The skin can be seen hiperemiyiyi areas that chereduvalysya with normal coloring (lymphangitis). The head is covered by the foreskin, determined fluctuations.
Treatment. When catarrhal balanyti held sitting baths with antiseptic 2 times a day before subsiding inflammation. When purulent inflammation is necessary to surgery. The opening of the foreskin to expand the clamp or forceps, last viddvynuty brim and open crown. According to probe bellied adhesions disconnected. Provided festering mass, head cleaned and smeared vaseline oil, the foreskin would happen. Conducted bath until subsiding inflammation. If balanyt repeated, it is necessary to circular circumcision in the cold period.
Paraphimosis - is a condition where there is pinching the glans penis in the opening of the foreskin. This phenomenon is more common in phimosis, and as a result of mastering or misbehavior child when viddvynuta foreskin can not fall because of the narrowness of the hole. Ring opening falls into venechnu borozdu and squeezes, zaschemlyaye glans penis. Venous stasis develops very quickly, it swells and grows in size. Further swells whole penis.
The clinical picture is characterized by a pronounced local changes. The child complains of severe pain, standing with legs apart and bent trunk doperedu. Penis enlarged and deformed head cyanotic. Above venechnoyu borozdoyu is dramatically swollen and hyperemic foreskin, which looks like two circular ridges separated by deep borozdoyu.
Palpation - sharp pain, possible zatrudnene urination.
Late assisting in 3-4 days from the date of a possible pinched skin necrosis in the area pinched ring, in severe cases - necrosis of the head.
Treatment. Needed overnight reposition head through zaschemlyayuche ring and moving the foreskin to habitual. In very advanced cases and restless children this manipulation is performed under general anesthesia.

Materials for self-
Situational tasks
Task 1. The boy in '12 for a week - abdominal pain, fever to 38.50 C in the urine sample - leukocyturia, proteinuria. On ultrasound - expansion cup-pelvic left kidney.
1. Your diagnosis?
2. What additional surveys are needed to clarify the diagnosis?
3. The main causes of the disease.
4. Clinical manifestations.
5. Tactics treatment and patient management.

Task 2. A child 5 years of 3-year old recurrent colicky abdominal pain, vomiting, frequent urination, fever up to 38oS and more. Catarrhal no stool is normal. In the clinical analysis of urine - leukocyturia, bacteriuria. When miktsiyniy cystography filled expanded ureter.
1. Formulate a diagnosis.
2. What additional test?
3. What diseases should be a differential diagnosis.
4. Tactics treatment.

Problem 3. The boy 6 years of frequent abdominal pain with changes in urine (leukocyturia). An excretory urography. A marked expansion of renal cups and bowls left. Miktsiyna cystography - no pathology.
1. Formulate a diagnosis.
2. What additional test?
3. What diseases should be dyf.diahnostyku.

Problem 4. Child 6 years old, suffers from enuresis in urination complains of pain in the left lumbar region. Rhythm urination accelerated with mandatory call. In the analysis of urine - periodically leukocyturia, bacteriuria. With ultrasound - left kidney dramatically reduced in size, elegant parenchyma.
1. Formulate a diagnosis.
2. What additional test?
3. What diseases should be a differential diagnosis.
4. Tactics treatment.

Problem 5. The boy, 1 month of life is determined by urinary retention, two-phase urination. The examination - in urine - leukocyturia. Sonolohichno - large bladder, both ureters dilated and renal pelvis.
1. Formulate a preliminary diagnosis.
2. What is necessary to survey methods?
3. With what diseases you spend a differential diagnosis?

Problem 6. The boy 6 years old, suffering from frequent abdominal pain, changes found in the urine sample - leukocyturia, pyuria. In somatic compartment held excretory urography. X-rays revealed a significant expansion of cups and bowls left.
1. What is the most likely diagnosis?
2. What is necessary to conduct additional tests?
3. What treatments.

Problem 7. The child is 3 years with periodic abdominal pain and pyuria ultrasound revealed enlarged left kidney and rounded cavity, coupled with extended bowl. The right kidney is not changed.
1. What diagnosis is correct?
2. Perelikuyte necessary methods.
3. What diseases should conduct a differential diagnosis?

Task 8. In children surgical department hospitalized boy aged 1 month, which prenatally diagnosed left-sided piyeloektaziyi. Based on data analysis, drip infusion urography, cystography, ultrasonography of the child revealed hydronephrosis initial stage. Data on secondary pyelonephritis there.
1. What tactics is appropriate on this patient?
2. What methods can help in determining the tactics of the patient?
3. Perelikuyte treatments that can be applied in this case.

Problem 9. Patient complains of '15 dull pain in the right kidney, fever, pouring sweat and body temperature to 39 ° C. OBJECTIVE: heart rate - 120 beats / min., Ar ¬ terialnyy pressure - 100/60 mm Hg Abdomen soft. Kidneys not palpuyuyetsya in 3 positions. Pasternatsky positive thing. In urine - protein 0.066 g / l, WBC 50-60 in sight, erythrocytes 1-2 in sight. Growth of E coli flora 100 thousand in 1 ml. Ultrasound - the size and thickness of the right kidney parenchyma increased, increased echogenicity.
1. What is the most likely pathology?
2. What methods of diagnosis should hold in dynamics?
3. Perelikuyte treatments.
4. What are the complications that can arise.

Problem 10. In urology department received little girl 2 months with complaints of fever, vomiting, refusal of food. With ultrasound examination of the kidneys, excretory urography revealed megaloureter. In Urinalysis - leukocyturia, proteinuria, blood - neutrophilic leukocytosis with a shift to the left.
1. What is the most common cause of megaloureter in children?
2. What examination is necessary to determine for medical treatment?
3. Treatments megaloureter.
Problem 11. The boy 6 years has been an increase of the size of the right half of the scrotum. Palpable soft-elastic formation and painless. Percussion gives a dull sound. Mother marks an increase of formation of exertion.
1. Your diagnosis.
2. Tactics treatment.
3. What additional instrumental method helps in diagnosis?
4. Up to what age children with such disorders do not operate?
5. Differential diagnosis.

Task 12. The boy 8 years complaint narrowing of the foreskin, the impossibility of removing the head of the penis.
In history - inflammation in this area. Foreskin scar changed head not displayed.
1. Your diagnosis.
2. Your tactics?
3. Plan Survey.
4. The treatment plan.
5. Can effective conservative treatment without surgery?

Problem 13. The boy 4 years - swelling and redness of skin foreskin hnoyevydilennya. The head of the penis does not open, narrowed foreskin.
1. Your diagnosis.
2. Likely cause.
3. Your tactics?
4. The essence of conservative therapy.
5. Most complications in the derivation of the glans penis in a child with phimosis.

Problem 14. The boy 2 years - atypical location of the external opening of the urethra, in the area of ​​stem penile chordee. During urination child stiffens.
1. Your diagnosis.
2. Your tactics.
3. What are the optimal time meatotomiyi.
4. What is a primary feature of hypospadias?
5. What hypospadias does not need surgery?

Tests
1. Child, 8 years old was admitted to hospital complaining of pain in the right lumbar region. Ill during one year. During the X-ray examination revealed a significant increase Wire cup-pelvic, which is typical for hydronephrosis third degree. Contrast ureter can not be traced. What in this case is the most likely cause of these changes?
A. stricture ureter.
V. urethral valve
S. pyonephrosis.
D. Injury to the kidneys.
E. diverticulum of the bladder.

2. In the hospital approached the parents of the child 1 month, in which the prenatal period with sonolohichnomu examination revealed enlargement Wire cup-pelvic. From what method should begin screening children?
A. Excretory urography.
V. cystography.
S. Sonolohichne examination, laboratory examination.
D. Laboratory examination.
E. Cystoscopy.

3. The child is 3 years old ultrasound kidney revealed a significant increase in the left kidney and extending Wire cup-pelvic in urine observed leukocyturia, proteinuria. What method should be undertaken for confirmation of the diagnosis?
A. cystography.
V. Ureterotsystoskopiya.
C. Excretory urography with the load.
D. Magnetic resonance imaging.
E. Doppler vascular kidney.

4. To the hospitals received girl 10 months with fever, intoxication syndrome. The examination of blood tests - leukocytosis, leukocyte left shift in the urine - leukocyturia, proteinuria, sonolohichno - increasing left kidney, a significant expansion pelvis and calyces. With what diseases you spend diffusion. difahnostyku?
A. Polycystic kidney disease, urolithiasis.
B. Left-hand ureterohydronephrosis.
C. Valve posterior urethra.
D. Bladder-ureteral reflux.
E. Ureterotsele left ureter.

5. Girl 5 months neodnarozovo came to the physical separation of fever, intoxication syndrome, vomiting, diarrhea. An examination of laboratory - leukocyturia, proteinuria and urine; leukocytosis - in blood. With ultrasound examination revealed piyeloektaziyu on both sides, enlarged ureters in the prostate area. What method of diagnostic help in diagnosis?
A. Cystoscopy.
V. cystography.
S. Sonolohichne examination, Doppler.
D. Ureterotsystohrafiya.
E. Uroflometriya.

6. By urologist requested parents of a newborn child with complaints of delay and dvuhfaznist urination. In Urinalysis - leukocyturia, proteinuria. When ultrasound of the kidneys and urinary shlihiv - significant expansion pelvises of both kidneys, ureter expansion at the top and bottom third, increased the size of the bladder. What preliminary diagnosis can be suspected?
A. Bilateral megaloureter.
V. Bilateral refluxing ureterohydronephrosis.
S. bladder-ureteral reflux.
D. Valve posterior urethra.
E. diverticulum of the bladder.

7. Girl 1 year, was admitted to the urology department with complaints of fever up to 39-40oC, intoxication syndrome, leukocyturia, proteinuria. On ultrasound - expansion cup-pelvic both kidneys, ureter expansion in the lower third. What diagnosis can be suspected?
A. Bilateral ureteral reflux-bladder.
V. Bilateral hydronephrosis.
S. megaloureter.
D. Bilateral ureterohydronephrosis.
E. diverticulum of the bladder.

8. Boy 10 months, was admitted with clinical pyelonephritis. When examining expansion sonolohichnomu Wire cup-pelvic left kidney, ureter expanded in the lower third. Suspected left-bladder-ureteral reflux. What method of diagnosis confirm this diagnosis?
A. cystography.
V. Ureterotsystohrafiya.
S. Ekstretorna urography.
D. Cystoscopy.
E. Uroflometriya.

9. Child 8 years old suffering from enuresis, the survey sonolohichno - revealed enlargement Wire cup - pelvic left kidney, reducing the left kidney parenchyma sophisticated. The diagnosis of left side bladder-ureteral reflux. What method should be undertaken for evaluation function of the left kidney?
A. Laboratory testing.
B. Excretory urography, radioisotope examination.
S. Cystoscopy.
D. Ureterotsystohrafiya.
E. Uroflometriya.

10. In the newborn child during sonolohichnomu examination revealed enlargement Wire cup-lohanochno of left kidney and left ureter formation 1,5 x1, 0 cm in the bladder. Which test is necessary to first?
A. Excretory urography.
V. Miktsiyna tsystohrama.
S. renography.
D. Cystoscopy.
E. Laboratory testing.

11. On examination, the newborn boy midwife noticed changes in the penis. Head flattened, tucked to the scrotum. Scrotum open. Skin preputial sac and rear. The external opening of the urethra is on the midline squashed scrotum. What is the diagnosis?
A. Moshonkova form of hypospadias.
V. Epispadiya.
S. extrophy bladder.
D. Fistula urahusa.
E. perineal hypospadias form.

12. Parents are a child of 4 years, turned to the surgeon with complaints of frequent inflammation of the foreskin and the presence of painful urination with. On examination - foreskin elongated, hypertrophied, bringing the glans penis is difficult and painful. What method of treatment used in this case?
A. Operation Shloffera.
V. Tsyrkumtsizio.
C. Operation Rozera.
D. Operation Sokolova.
E. Ross operation.

13. In the hospital received a boy, 7 years, with complaints of acute urinary retention. In the history of frequent balanopastyty, urinary retention, sluggish stream of urine. On examination, genital marked a sharp narrowing of the external opening of the bag, the head of the penis is not derived from external opening preputial sac, inflating preputial sac when urinating. What method of treatment should be used?
A. Tsyrkumtsizio.
B. Operation Rozera.
C. Operation Shloffera.
D. Separation sinehiy.
E. Conservative treatment.

14. Born a boy weighing 3100 g. On examination, the child is determined underdevelopment right scrotum, palpation and sonolohichno-no right testicle. Left testicle palpated in dilyatsi external opening of the inguinal canal. Which form developmental abnormalities include congenital absence of testicles?
A. monorchism.
B. Hypoplasia of testis.
S. Agenesis testicles.
D. Anorhizm.
E. Cryptorchidism.

15. On examination, the surgeon boy 6 months revealed asymmetry of the left scrotum, no left testicle palpation - in the groin area smooth, supple tumor formation. What is the optimal age for treatment recommended surgeon father of the child?
A. 2.5 - 3 years.
B. 1 year.
S. K 2-m years.
D. 5-7 years.
E. 10 years old.

Checklist
1. How to identify a patient with renal colic syndrome?
2. What all types of urinary disorders.
3. What qualitative changes in urine determined in patients with malformations of urinary system?
4. What method of study and test for latent pyuria you know?
5. Indications for instrumental methods.
6. What clinical symptoms are abnormalities of renal vessels?
7. What clinical symptoms are abnormalities of the kidneys and Wire cup-lohanochno system?
8. What abnormalities lead to the emergence of vesico-ureteral reflux?
9. What abnormalities that lead to the violation of urodynamics of the upper urinary tract.
10. What should be considered when prescribing antibiotic therapy, how to assess the degree of its effectiveness?

Practical tasks.
1. Be able to identify the syndrome of renal colic, to palpation of the lumbar region and provide medical assistance for acute sudden violation of the outflow of urine from the upper urinary tract.
2. Conduct a differential diagnosis of urinary retention and anuria, if necessary, emptying the bladder catheterization or to make nadlonnu puncture the bladder.

Malformations of the musculoskeletal system

1. Background.
The frequency of congenital malformations of the musculoskeletal system occur frequently. In the first place birth defects thigh, the second - congenital clubfoot, the third - torticollis. Early diagnosis and timely treatment initiated these defects lead to improved treatment effects, reducing the percentage of disability and promotes full recovery of the child.

2. Specific objectives of employment:
1. Analyze etiologic and pathogenetic factors of the most common malformations of the musculoskeletal system in children: congenital malformations of the hip, clubfoot, torticollis, scoliosis.
2. Analyze the typical clinical picture of the most common malformations of the musculoskeletal system in children: congenital malformations of the hip, clubfoot, torticollis, scoliosis.
3. Demonstrate a clinical examination of the child with the most common malformations of the musculoskeletal system.
4. Make a plan to survey and analyze the data of laboratory and instrumental investigations at a typical course most common malformations of the musculoskeletal system in children.
5. To demonstrate the principles of diagnosis, treatment, rehabilitation and prevention of the most common malformations of the musculoskeletal system in children: congenital malformations of the hip, clubfoot, torticollis, scoliosis.
6. To analyze the clinical and medical history and the results of additional methods of examination for staging clinical diagnosis according to the classification and prove it.
7. Conduct differential diagnostics of the most common malformations of the musculoskeletal system in children: congenital malformations of the hip, clubfoot, torticollis, scoliosis.
8. To analyze the results of treatment of congenital malformations and make rehabilitation for children with congenital disorders of the musculoskeletal system.
4.2. Theoretical questions to studies.
1. Identify the major clinical manifestations of disorders forming hip in children: dysplasia, subluxation hip dislocation.
2. Identify the major clinical manifestations of congenital clubfoot, torticollis in children.
3. Identify the major clinical manifestations of disorders of posture and scoliosis in children.
4. Define auxiliary methods for children with developmental disabilities, musculoskeletal (ultrasound, x-ray, CT, MRI), laboratory and biochemical analyzes.
5. Classification of defects in children. Classification malformation of the hip joints, congenital clubfoot, torticollis.
6. Classification of disorders of posture, scoliosis in children.
7. Identify the major clinical manifestations of malformations in children. Methods of prenatal diagnosis.
8. Algorithm of doctor congenital malformation. Principles of treatment in newborns.
9. Treatment of children with developmental disabilities, musculoskeletal, indications for surgical treatment.
10. Principles of surgical treatment of children with congenital dislocation of the hip, clubfoot, torticollis.
11. Principles of conservative treatment of disorders of posture and scoliosis. Surgical treatment of children with progressive forms of scoliosis.
12. Rehabilitation of children with disabilities of the musculoskeletal system.

4.3. Practical tasks performed in class.
1. Absorb the history of life and disease in a child with a defect of the musculoskeletal system: a violation of the formation of the hip joints, clubfoot, torticollis, incorrect posture, scoliosis.
2. Conduct review of the patient, palpation, auscultation, biomechanical research in child in violation of formation of the hip joints, clubfoot, torticollis, incorrect posture, scoliosis.
3. Describe the objective status and determine the clinical and radiological signs of a child in violation of formation of the hip joints, clubfoot, torticollis, incorrect posture, scoliosis.
4. Settle and make a plan of examination and treatment of a child in violation of formation of the hip joints, clubfoot, torticollis, incorrect posture, scoliosis.
5. Definition symtomu "click" and symptom asymmetry leather folds of the buttocks and thighs in newborns.
6. Measurement of absolute and relative length of limbs.
7. Wide swaddling newborns dressing preventive pants and strementsiv Pavlik.
8. Overview of a child in violation of posture and scoliosis.
9. To demonstrate the technique for bandaging feet Fincom-Etinhenom and Cast corrective dressings.
10. Identify the general principles of treatment of a child in violation of formation of the hip joints, clubfoot, torticollis, incorrect posture, scoliosis.
11. Identify indications and contraindications for conservative and operative treatment, especially of children in the postoperative period.
12. Assign rehabilitation for children with abnormal formation of the hip joints, clubfoot, torticollis, incorrect posture, scoliosis.

Contents subject.
Congenital dislocation of the hip.
Diagnosis of congenital hip joint formation is important because only timely treatment started in the neonatal period, in most cases, provides the most complete further updates joints. Clinical diagnosis may not provide complete detection of pathology, as found from 10 to 30% of asymptomatic cases (H.Casser, 1992, R. Craf, 1993). At the same time, the early detection of violations of the formation of the hip joints is very difficult and requires confirmation to instrumental studies.
The concept of breach formation dysplasia includes all or part of the hip joint components: delayed ossification roof Acetabular or kernel skosteninnya head, a violation of its innervation and blood supply, "weakening" bags-binding unit of the hip joint.
Observed various options and combinations of individual displays of varying degree of dysplasia, which complicates diagnosis of this pathology.
There are degrees of dysplasia:
I. No displacement of the femur, in violation of formation, but with the preservation of relationships in the hip joint-peredvyvyh.
II. Subluxation - a partial violation of relationships in the hip joint, but the head is shifted beyond limbusa, kept contact between the head and the acetabulum.
III. Dislocation of hip - in which there is no head contact and depression often observed interposition, complete displacement of the femur.
Diagnosis of disease of the hip joints in newborns and infants can not imagine the difficulties must first thorough history: the presence of the family of patients with congenital dislocation of the hip joint disease, determine pregnancy in the mother (early, late toxicosis, oligohydramnios, inflammatory disease before pregnancy and during it, the number of abortions, obstructed labor, fetal position, obstetric rotation, and so on.).
Symptoms of congenital dislocation of the hip.
For younger children characteristic clinical symptoms:
Major, the most likely:
• Symptom reduction and vyvyhuvannya, "a symptom of instability", "click" or "slippage" - a symptom of Marx - Ortolani;
• limited hip abduction - muscle hypertonicity thighs;
• shortening of the leg (on the side of dislocation with unilateral disease).
Secondary or auxiliary:
• asymmetry of skin folds on the buttocks and thighs;
• rozbovtanist hip (cherezmirna mobility);
• external rotation of the lower limbs;
• symptom Bogdanov symptom Lyandresa.
Symptom "reposition and vyvyhuvannya" first described V.O.Marks (1934), calling it a symptom of slipping. This symptom should be checked in the delivery room, and then at 3-5 day and before discharge from the hospital as follows: newborn laid back. Thumbs exploring covers knee child and II-IV fingers places in the area major swivels. Along with the challenge made by the axis of the femoral traction in the distal direction, and middle fingers slightly pressed into large swivels toward the acetabulum, while bringing performed light traction on the hip axis directed backwards. During these actions by extraction femoral head enters the articular cavity, while bringing - out of it. Reduction and vyvyhuvannya head of the femur is accompanied by a distinctive sound - "click" researchers on fingers feel it "click". All movements must be performed slowly, without effort. This symptom may disappear over 7-20 days after birth.
According to studies, this symptom is found in 24-31 children per 1000 births (Ya.B.Kutsenyuk, 1992). Later, in the months of age, the symptom has been reported in only 34% of infants.
Second, a likely symptom is limited hip abduction (Figure 2). This symptom is present in 70-75% of children with various forms of violations of the formation of the hip joints. Immediately after birth the newborn was observed several low muscle tone and only 3-5 days you can determine the degree of hip abduction. In muscle tone is influenced by many factors that must be considered in the differential diagnosis (traumatic brain injury, spinal injury, perinatal hypoxic-CNS, asphyxia, arthrogryposis and others.).
With increasing frequency of child symptom reduction and vyvyhuvannya significantly reduced, while limited hip abduction occurs frequently.
Installing the pathology of the hip joints in newborns in the hospital can not guarantee the timely start of treatment. Most mothers do not turn to the surgeon, podiatrist at the place of residence after discharge and during the first months. With the growth of the baby have not seen him in pathology and clinic visits, so doctors at hospital discharge must emphasize that diagnosis, symptoms set when viewed child orthopedic surgeon which treatment is intended, when you need to visit a specialist, and district pediatrician should monitor this.
Other symptoms found in children as the first year of life, and elders. Diagnosis of unilateral disease is much easier to identify the most difficult bilateral lesions and a small degree of dysplasia.
With age, all the symptoms become more pronounced. When di ¬ Tina begins to walk, for unilateral dislocation of the femur she limps when duplex - there shaky "duck" gait. Above a large swivel located above the Rozera-Nelatona that connects sciatic hump of the upper front ostyu ilium. Observe positive symptom Duchenne - Trendelenburg (Figure 3) - a symptom of lowered buttocks (get on up on the side of congenital dislocation STEG ¬ on, and bend the other leg at the knee and hip joints observed omission buttocks curved limbs).

Examination of the child with hip joint pathology. Indications for instrumental examination in neonates and infants:
1. Clinical symptoms
• Symptom reduction and vyvyhuvannya ("click");
• limited hip abduction;
• Asymmetry of gluteal and thigh folds;
• different length limbs.
2. Heredity: a mother, father or other relatives is a pathology of the hip, the other congenital abnormality.
3. Features of pregnancy: multiple pregnancy, sciatic peredloha, early, late toxicosis, and other complications.
4. Features genera: pelvic peredloha, oligohydramnios, obstructed labor, obstetric help.
5. Children with rickets and diseases of the central nervous system (spinal trauma, hydrocephalic syndrome and others.).
Ultrasonography (USG).
Relatively new method that extends diagnostic capability assessment of the hip joint in newborns and infants up to 8-9 months is USD.
The basis of the diagnostic use of ultrasound is the phenomenon of reflection of ultrasonic energy at the interface or tissues with different acoustic resistance. Biological effects of ultrasound depends on its frequency, intensity, and exposure mode. The diagnostic use of ultrasound to very low intensity, with short exposure and high frequency (0.8 to 20 MHz), well below the parameters used for therapeutic purposes, so it does not cause any changes in the organs and tissues nor wrong person investigated, nor staff working on ultrasound equipment.
Title of study with ultrasound in several different countries differ. In the U.S. and England, this method is called sonography or ultrazvukohrafiyeyu. In Germany - zonohrafiyeyu or ultrasound tomography, France - ehotomohrafiyeyu, ultrasonography. We stuck two names: Ultrasound (USG) and sonography.
For ultrasound using three groups of methods:
• assessment of cartilage and bone parts acetabulum;
• Assessment perekrytttya roof acetabulum;
• Assessment of hip and femoral head overlapping roof acetabulum in different positions and load the limb.
The most common method, which belongs to the first group and most closely reflects the morphological characteristics of the hip joint.
Ultrasound scan performed linear transducer with a frequency of 3,5-7,5 MHz. For studies in infants and children during the first three months of life used 7.5 MHz transducer, from three to six months - 5 MHz, in children older than six months - 3.5 MHz. Display is fixed on the thermal, x-ray film (multiformat camera). Before examining the child lay on its side, fold the thigh in the hip joint to 300, and the knee. The ultrasonic beam successively passes through the skin, subcutaneous fat, fascia, muscle, cartilage peryhondriy ilium, joint capsule, the head of the femur, acetabulum. For a clearer display replacement sensor installed in the frontal projection of large swivel.
In cases of insufficient visualization of the joint, the sensor should be rotated in the dorsal or ventral side. To perform a similar study second joint child turn over to the other side and manipulitsiya repeated. Sometimes, for a clearer identification of decentration head of the femur, it is necessary to perform functional tests using axle limb or of bringing the thigh to the abdomen and simultaneous internal rotation. To evaluate the resulting image is important to know the topography of the various structures of the joint in the frontal projection.
Hyperechoic characterization with bony components of the joint. This - bone part acetabulum, external bony protrusion, the outer parts of the cartilaginous roof ilium, femur. Hypoechoic structure arthroplasty: the femoral head, limbus, U-shaped cartilage. In the development of the joint can determine the formation of nuclei of ossification heads femur as echogenic structures round or oval in different age periods.
After conducting research and the resulting image on the screen and the thermal to qualitatively and quantitatively assess the degree of joint. .(, (, (For this purpose, angular figures: angles  For their determination to hold a major lines:
• baseline - conducted through the outer office ilium;
• acebular line (line bone roof) is made from the bottom of the bone of the acetabulum to its upper edge;
• inklinatsiyna line - made through a medial limbusa and external bony protrusion acetabulum (jetty bone, cartilage roof line);
• convexital line proetsyruyetsya on external parts of the bone of the acetabulum roof.
Angles  characterize the degree of development of the acetabulum, the( and (  serves estimation bias limbusa in cases of decentration of the(angle  femoral head.
Development of joint evaluated not only quantitatively but also qualitatively, including the assessment:
• bone roof - good enough, sharply enough, bad;
• Bone bay window - angular, rounded, round, uploschenyy, flat;
• cartilage roof - rectangular, obtuse, scalene triangle, covering the femoral head completely insufficient or will not cover.
For practical application GY Vovchenko (1995), proposed a working classification of variants of the hip joint.
Option 1. Normally zformovanyy mature joint. Children from the first option does not require treatment in the presence of CNS pathologies and to rickets dynamic monitoring - control review in 2-3 months.
Option 2. Detained in the formation of the hip joint with delayed ossification of the outer edge of the acetabulum (bone jetty), part of the roof cartilage acetabulum covers the femoral head. Angle ,( = 50-55 ( angle .( = 56-69 (
When performing a functional test (axle load) angle ( increases less than 10 ,( hip remains stable.
Children with these developments require joint control check in 2-3 months, in the presence of risk factors and diseases of the central nervous system - often.

Option 3. Delayed development of the hip joint with an imaginary uploschennyam acetabular roof, roof insufficient ossification, bone rounded bay window, roof acetabulum almost completely covers the head of the femur.
When functional samples observed steady decentration of the femoral head displacement limbusa dozovni. Angle ( ( 49 ( (, ( 70 .( 44-65 ( ( ( When performing a functional test angle ( increases more than 10 .(
Children with this option the formation of the hip joint require supervision and treatment podiatrist.
Ultrasonography performed to evaluate the effectiveness of treatment and changes in the joint after 4 - 6 weeks, the presence of clinical indicators - often.

Option 4. Severe developmental delay joint, which corresponds with X-rays of the hip subluxation. Head when performing ultrasound decentralized, is in the lateropozytsiyi, bone roof dramatically insufficient bone oriel considerably flattened. Some patients may increase celebrated эhohennoyi roof. Angles ( ( 43 ( (, ( 77 ,( ( at loading angle increases to 15 ( and more.
Children should be treated by a podiatrist. Ultrasound is done to determine the effectiveness of fixation, confirmation of normal relations in the hip joint, assessing the results of treatment with a doctor's prescription, which determines the frequency of the ultrasound.

Option 5. Development hip meets radiological picture of congenital hip dislocation.
Joint sharply behind in their development, all elements with severe dysplasia and hypoplasia. Bone roof insufficient uploschena, bone oriel flat limbus displaced, when loading limbus shifted down and sits between the acetabulum and femoral head. In this embodiment of the angles are not measured.
This joint development requires long-term treatment with a podiatrist who to appoint conservative treatment stages ultrasound to assess reposition hip joint development of the stages of treatment.
The frequency in each case is determined individually. All these changes may have dvobichnnyy character.

X-ray method study.
The traditional method of instrumental research remains X-ray method in children is not earlier than 3 months due to radiation exposure harmfulness children during the first months of life, and lack the elements of ossification of the hip joint.
In children under one year of X-ray examination should be performed in the position of a child lying on his back. Be sure to follow the correct conclusion: pelvis conclude symmetrically, feet placed parallel to each other, the distance between the knee joint from 3 to 6 cm, depending on the age of the child, the lower limbs rotuyutsya inside 15-20 0. Pay attention to the fact that the pelvis should be adjacent to the tape (table) so that the lumbar area between the back and the table could push hands. X-ray study carried out in rear projection with mandatory protection genital plate, which is at the correct position will not prevent further reading radiographs.
Interpretation of radiographs to ossification of the femoral head, especially in the presence of dysplasia is quite difficult, because in this case it must be examined by orthopedist.
For ease of reading radiographs proposed scheme. A certain point of the pelvis and proximal femur on radiographs, which fix on Densitometers, hold a pencil series of vertical, horizontal and smooth curves.
The most complete picture of the state of the hip joint in infants and children during the first months of life gives Hilhenreynera scheme. Basic guidelines for this scheme are:
 - entitled acebular index.(* Angle  A line of "A" through both in-like cartilage (line Keller). From the bottom of Acetabular held the line, tangent to the most peripheral of Acetabular roof. .(Between them and the determined angle  The degree of inclination of the "roof" the sustainability femoral head. If the "roof" is aimed low, close to the ground, it is a normal relationship. Newborn index does not exceed 35-40 0, the year he pryblyzhuyetsya 25-30 0
* The second ingredient for X-ray decryption dysplasia is the distance, which is determined by the most highly placed of the diaphysis to the intersection perpepndykulyara from this point of the horizontal line. On average, a child up to 3 months on the radiograph, this distance is 8-10 mm, increasing the distance indicates the degree of displacement of the proximal end of the femur upwards.
 medially contour of the femur and acetabulum.(* Symptom Erlahera displayed as the distance between  It allows us to determine the degree lateropozytsiyi proximal end of the femur.  less than 5 mm.(Sure 
* Line-Ombredana Perkins falls as vertically from the bone edge "roof" of the basin and peresichuye normal proximal femur by shifting the line determined by the degree of dislocation.
Plain radiographs of the pelvis with both hip joints hold the line Keller, then a vertical line that divides the pelvis into two symmetrical halves. Because of the extreme outer point head healthy hip conduct tangent vertical line. On the other hand the same distance from the average vertical hold third vertical line. All lines are parallel to each other and to the line perpendkulyarni Keller. Skewness "roof", thigh high position and his imaginary laterolizatsiya thus distinctly.
In older children for diagnosis of hip pathology commonly used scheme Ombredana
Conservative treatment of congenital dysplasia of the hip
Treatments chosen depending on the child's age and the nature of the morphological changes in the hip joint. However, a common condition in the application of any method of treatment should be the principles of gradual reduction of dislocation, restore relationships between depression and the head of the femur, maximal preservation of blood vessels, nerves, V-shaped cartilage and twisted inside cartilaginous acetabular lip (limbusa). The role should be assigned to preserve joint function after reposition the dislocated femoral head. Only such a treatment strategy can ensure the normal development of the hip joint.
General acceptance and dissemination of the method of early functional treatment based on the use of children under 1 year of various devices for hip abduction (tires, pads, stirrups, etc..), Which do not limit the mobility of the joints.
Treatment of hip dysplasia should begin as soon as possible to functionally under unfavorable factors it did not cause the development of severe and irreversible changes in the hip joint. Early treatment of hip dysplasia is the prevention of congenital dislocation of the hip.
It is now considerable experience on early detection and treatment of hip dysplasia. The results of treatment are directly dependent on the starting time of treatment - the sooner it is started, the better its performance. If dysplasia or congenital dislocation of the hip revealed during his stay in hospital, the treatment must begin immediately.
During his stay in the hospital the mother of a sick child needs to be taught proper technique and wide changing the exercises necessary for functional recovery of the hip joints.
Children under the age of 1 month. make swaddling and gymnastics aimed at eliminating contracture thighs.
In the treatment of congenital dysplasia of the hip in children aged 1-2 months used functional devices that divert hips: strementsi, pillow Freyka. Starting from 1 month baby wearing strementsi Pavlik on the testimony, but in the absence of stretching the joint capsule.
Originally diverting device worn so that they kept his feet in position flexion and abduction as widely as they can take without effort. Required removal legs reach for the first 3-6 days dosed by pulling straps. Due to the elasticity of muscles and ligaments hip abduction angle gradually increases. This femoral head cysts close to the acetabulum and joined it. Typically, the period samovpravlennya lasts 10.6 days and more. Therefore, in this period is not permitted to bathe the baby and shoot device. When hip flexion angle 75-800 and lead them at an angle 70-750 achieved centering the femoral head in the acetabulum. The successful samovpravlennya showed the following clinical signs: symptoms disappear dislocation and limitations hip abduction, probing the head of the femur in skarpovskoho triangle disappearance rate on peripheral vessels in pinning the femoral artery to the head of the femur, presence of severe posterior gluteal-femoral folds. Strementsi need to carry to full normalization of the hip joints.
Strementsi Pavlik used as an independent method of treatment of children under 6 months of congenital hip dislocation in children aged 9-10 months with hip subluxation or dysplasia. When X-ray control, making for children aged 3 months, you can specify the degree of hypoplasia of the hip joint and tentatively identify the necessary treatment time.
If you suspect the presence of hip dysplasia recommend starting treatment at the hospital, continuing in the clinic in the community. After discharge of the child from the hospital prescribed preventive wearing pants, and children older than one month put strementsi Pavlik, providing adequate drainage and bending hips. When treating dysplasia can also be used tire Vylenskoho, CITO and other devices.
Children with congenital hip dislocation after imposing strementsiv (tires) should be inspected weekly for a month specialist. This allows you to verify the reliability and stability of the hip reposition the hip joint, if necessary, performed ultrasound to determine efektovnosti fixing thighs.
As mentioned above, the duration of treatment depends on the degree of dysplasia and the age of the child when treatment started functional method. The average duration of treatment of hip dislocation is 5-8 months subluxations - 5-6 and peredvyvyhiv - 2-4 months.
After treatment, special attention should be given to gradual bringing and leg extension. To avoid drastic reduction feet during sleep in position on the side recommended after treatment for 1 month baby wear strementsi overnight. Day child between the legs should lay diaper, folded in the form roller. After removing strementsiv for 2 weeks, and sometimes more, children themselves hold feet in position allocation. The longer it lasts, the better the conditions are for the development of the hip joints. After treatment the child through the process of strementsiv hip does not reach full normalization, so you should pay attention to the parents to follow the orthopedic treatment. After 2-3 months after treatment, the child is sitting alone, but only in the position of the shoulders hips ("extras" in a chair, in the saddle, or laid between the legs of the platen). Keep position hip abduction recommended and when worn on the hands of a child. Children with low muscle tone and rickets needed massage and therapeutic exercises.
Children are treated for underdevelopment hip, up to 1 year can not walk.
In 99% of children with hip dysplasia who were treated before the age of 3 months, anatomy and function of the limb completely recovered. Up to 10% of children with disorders of the hip joints, which were treated at the age of 4-6 months, 3-10 years radiograph revealed signs of dysplasia.
In the outpatient treatment of children congenital hip dislocation over the age of 6 months, there has been good results, prompting the need to treat these patients in the hospital through continuous extraction.
Value of the role of hereditary factors in the etiology of congenital hip dislocation plays an important role in the early diagnosis of this pathology. Children in families where there were congenital hip dislocation, deforming arthrosis of the hip joints and relaxation bursal-zvyazuvalnoho machine are at risk.
When relaxation bursal-zvyazuvalnoho apparatus, muscular hypotonia in children with neurological disorders, absent a symptom of congenital hip dysplasia as limiting hip abduction. Therefore, in such cases, even with normal hip abduction and no other signs of a developmental disorder of the hip joints, must be sonography or x-ray.
When treating children with congenital hip dislocation aged 1 to 3 years of choice is kleolove traction in the vertical plane with a gradual increase in hip abduction or horizontal. Angle bending hip is 70-90 °. Its value is less, the greater femoral neck cysts rejected doperedu. This femoral head positioned behind posterior lower edge of the acetabulum, which increases the probability of spontaneous reduction.
When traction in the vertical plane, unlike traction in the horizontal plane dislocation reduction is due to the posterior lower edge, so not injured skosteninnya nucleus, located in the upper and anterior acetabulum. In the process of extracting active leg movement remains conducive to spontaneous reposition the head of the femur. When hip flexion converging point of beginning and attachment iliac-lumbar muscles that you remove the horizontal plane often prevents reduction of dislocation.
In the process of extraction is widely used physical therapies aimed at stimulating the body's (total irradiation quartz), improving trophic hip joints and reduce muscle tension (electrophoresis of novocaine, ronidazy kokarboksilaza, sollux). The child engaged in active and passive exercises, parents must teach massage techniques and therapeutic exercises.
Upon reaching full hip abduction, as evidenced clinically and radiologically, extraction removed, fixed limb plaster cast for Lorentz for 4-6 weeks and then superimposed apparatus Hnivkovskoho. If the reduction of dislocation functional method was slow and there is no instability fix the limb in a position of full hip abduction machine can Hnivkovskoho immediately after reduction.
After 5-6 months depending on the severity of defects on a limb shypu Vilna impose a maximum dilution of struts. Then gradually over 2 - 3 months, reduce the width of the struts, reach full erection of the lower extremities. After the X-ray control to decide whether to lift tires and permission to go.
Children who have had hip dysplasia, after 1 year of prescribed physiotherapy, massage, gymnastics. Very useful baths: warm at 37-38 ° C - salt, pine, valerian for excited children 2 - 3 times per week for 12.5 minutes, swimming. If the process behind skosteninnya femoral head, in addition to thermal treatments prescribed electrophoresis kokarboksilaza, B vitamins, calcium and phosphorus, total ultraviolet irradiation.
In congenital hip dislocation, which does not reduce a conservative methods, in children aged 1 - 2 years, at late relyuksatsiyah or when other complications of surgical treatment is shown. All surgery is divided into three main groups: intraarticular and extra-articular combined.
Intra transactions - is opening the joint cavity. Follow them, usually at nevpravymyh dislocations when reduction in head cavity preventing anatomical obstacles: hypertrophied round ligament, cartilage kozyrok depression that zavernuvsya (limbus), as amended hourglass joint capsule, excessive antetorsiya, underdeveloped acetabulum.
Functional treatment of patients who were operated for congenital hip dislocation, is divided into four periods: pre-operative (one period) and postoperative (three periods).
In the preoperative period, given the physiological features of the orhahizmu must teach the child to perform the necessary surgery in her future therapeutic exercise, relaxation of muscles and teach the use of special devices, crutches.
On the first postoperative period length of stay of patients in plaster bandage depends on the nature of the surgery. At this time it is necessary to begin functional treatment: to improve the functioning of the body of the child using bracing exercises for improving the overall body tone. Pick exercises that strengthen the muscles of the upper limbs, back and abdomen, as well as other lower extremity. Not recommended exercises with isometric (static) muscle tension the operated limb.
The second period begins postoperative treatment after removal of plaster bandages. The main task of this period should be considered restoration movement in the operated joint, preventing contractures, increase muscle strength and further strengthen the overall body of the child. Operated limb in bed providing provisions slight abduction and internal rotation.
The main importance for the restoration of function of the hip joint in this period has therapeutic exercise. Gymnastics should begin with passive exercises with gradually increasing amplitude of movement and change provisions in the hip joint. After 2-3 weeks of performing active exercises lightweight nature. Particular attention is paid to active exercises for hip abduction to strengthen the gluteal muscles. This whole period is the preparation of the child for learning walk.
The objective of the latter third postoperative period is the increase in the achieved range of motion, muscle strengthening operated joint training right away. Walking fugacious first 5-10 minutes, gradually increasing the duration to 30 minutes and alternated with periods of rest.
In addition to walking, using active exercises in a standing position. The patient does squats, drainage sore feet and bending it, and underneath the movements leg first holding hands on the headboard. A special role in this period of allocating swimming, physio-and balneotherapy others.
For the full range of post-operative treatment of children should be in the hospital or in the rehabilitation department at least one year. All children treated for congenital dislocation of the hip require clinical supervision and rehabilitation therapy during the entire period of its growth and development.

Congenital clubfoot
Congenital clubfoot (pes equino-varus, exavatus-congenitus) - Drive-resistant flexion contracture of the foot, which is driven ¬ county congenital hypoplasia and internal shortening ¬ sibilities and the back of the thigh muscles and ligaments. Among deformations of the musculoskeletal system is one of the first places. Bilateral clubfoot is more common than unilateral and mostly boys.
Causes of congenital clubfoot described differently in the literature and are reduced to the endogenous (bookmarks fetal malformation) and exogenous (malformation of the fetus).
Endogenous factors include genetic predisposition, underripe germ cells, age of parents (over 35 years).
The reasons that lead to fetal malformations, may be the mechanical effects on the fetus, the thermal factor (fever pregnant women), bacteriological (action toxicity ¬ bers), chemical (oxygen deficiency), chemotherapy, including sulfonamides, endocrine changes in the mother , ¬ toksoplaz Health, mental health and others.
TS Zatsepin congenital clubfoot divides into two cus ¬ nocturnal forms: typical (75%) and atypical (25%). Among the typical forms of MO Friedland distinguishes three levels of difficulty: easy, medium and hard. In mild foot deformities corrected passively, with average - partially correct ¬ Xia passively, but very difficult, with severe degrees - passively correct the deformity is not possible. Typically, mild to moderate degrees of clubfoot include its soft tissue form, to heavy - the presence of changes in the skeletal system.
By atypical forms include clubfoot from arthrogryposis, amniotic membranes, defects shin bones and others.
The main clinical features of congenital clubfoot (Fig. 14): ekvinus (pidoshvenyy plies foot), foot supination (return pidoshvenoyi surface medially with drooping outer edge of the foot), adduction (bringing the forefoot), increase target country ¬ transverse foot arch (hollow foot) . The degree of these characteristics can vary considerably, the foot can reach a position where the inner surface of the heel tor ¬ repents inner shin bone.
In addition to these symptoms, clubfoot can be defined as the rotation of the lower leg inward and limitation of movement in nadp'yatko ¬ hydrogen ankle joint. The severity of foot deformities could magnify ¬ lyuvatysya with the growth of the child, especially the time when the child begins to walk. On the dorsum of the foot can be "natoptysh" leg muscle atrophy, gait uncertain child develops rekurvatsiya knee.
Treatment of congenital clubfoot should begin immediately after birth, when the skeleton is more malleable, much easier to prevent bone deformities and improper development of muscles and ligaments. Methods of treating clubfoot is divided into conservative and operative.
In the first months of life orthopedic surgeon should at ¬ teach the mother to perform daily gentle corrective redresa ¬ tion with subsequent fixation achieved correction of foot flavonoids ¬ nelevym bandage for Fincom-Ettinhenom (Fig. 15). Soft bandage must be applied as indicated in the figure. How to use a soft bandage strips flannel length of 2 m and a width of 5-6 cm Wrapping repeated up to 10 times a day. If soaking bandages urine it is recommended to immediately remove, repeat redresuvalni techniques and apply a new bandage. Particular attention should be paid to the color of the toes, when the finished bandaging ¬ - they must be normal color. If they are cyanotic or pale, you should immediately remove the bandage and apply it more freely after restoration of normal co ¬ loru leather fingers.

If mild clubfoot, then when you reach the required correction (approximately 2-3 weeks) bandaging at ¬ pynyayut; overnight recommended impose on the foot and lower leg plaster or plastic splint that keeps the foot in position hiperkorektsiyi.
At medium and severe forms of the disease by bandaging Fincom-Ettinhenom be seen as a preparatory stage, which ne ¬ Reduit MILESTONES conservative treatment of congenital clubfoot using landmark casts to be imposed, ranging from 2 to 3 weeks of age. Plaster bandage should be with a cotton lining. After 7-10 days the bandage removed and after re redresatsiyi foot impose new. After 10-15 casts should strive to bring the foot into position hiperkorektsiyi on Varus and ekvinusu. Even if regular removal of plaster cast is determined steady result, the patient should be placed in a plaster bandage in position hiperkorektsiyi foot another 2-3 months, changing it every 2-3 weeks. If the baby is trying to walk, casts should not limit it to that. After this purpose ¬ nd time and achieving sustainable correction of foot deformities child should prepare orthopedic shoes, and at night - Tutors. If this be neglected, there will be a relapse strain. However prescribe massage, baths, corrective exercises, but ¬ sanatorium-resort treatment.
When running congenital clubfoot or failed conservative treatment in 1-3-year-olds spend surgical tech ¬ treatment on tendon-ligament or bone apa ¬ army. At this age, choose the method of intervention pa ¬ hydrogen tendons ligaments transaction with TS Zatsepin.
The operation was performed under general anesthesia, the thigh tourniquet impose. Eliminating high-REDD foot performing subcutaneous dissection pidoshvovoho aponeurosis. Posterior tendon great femoris and long finger flexor stages, shidtsepodibno cut into 2-3 cm in their extension of the vertical cut is made through the middle of the medial malleolus, then cut ¬ tion binding machine medial ankle joint, Deltoid communication circle pits, cross all ties to gape joint space. Foot deduce from varus position. Zadnomedialnym access oholyayut Achilles tendon after the V-shaped section cut through the ram ¬ no-calcaneal joint, eliminating ekvinus foot. Sometimes it is necessary to extend the V-like tendons of long flexor and toe.
Dissected tendons stitched in corrective foot position. Links are not stitched. Foot fix the average polo ¬ ing circular plaster cast to the upper third of STEG ¬ on. In 10-12 days after surgery in ¬ sticky plaster removed and impose new circular bandage on all leg and foot for 4-5 months. Change bandages make every 2 weeks. Later appointed baths, massage, gym, thermal procedures, orthopedic shoes at night - braces.
Some changes in surgical treatment kly ¬ shonohosti proposed VA Sturm and P. Frost, aimed at creating the right relationships between the bones of the foot. In severe forms of clubfoot pronounced adduction and supination of the foot wedge resection conduct by you ¬ rizuvannya wedge in the middle section of the foot to the base wedge on the outer curved edges and tip in the area of ​​ram ¬ no-navicular joints ¬ tion. Typically, this opera ¬ tion shows teens who increase skeletal foot CoP can reap ¬ complete. After opera ¬ tion limb fix plaster bandage ¬ tion to the upper third of the femur. For prevention of foot edema ¬ tion the first 3-4 days after surgery end trickle ¬ is ¬ tion in an increased position. After 2 weeks of plaster cast to impose the upper third of the tibia, 1 month later the patient can walk ¬ you on crutches, and after 2 months bandage made removable. Desig ¬ chayut foot baths, massage, gymnastics, orthopedic shoes you carried major ¬ lacing and pronator.
In wedge resection of the foot in severe degrees kly ¬ shonohosti common sickle resection foot for Kuslykom that can be recommended for children older than 8 years before endings ¬ tion growth skileta.
In older children with severe clubfoot charac ¬ Terne twisting shin bones. Orthopedic devices warehouse ¬ tion designs that offer to remove the torsion legs, not always yield positive results. More rational to correct axis tibia osteotomy find application both shin bones in the middle third, which further contributes to significantly improve ¬ tion statics patients.
In recent years, for correcting the position of the foot in severe degrees of clubfoot recommend the use of different in ¬ outfits, such as compression-distraction apparatus Ilizarov, by which some patients can prevent serious surgical intervention.
All children who has been a clubfoot, regardless of stu ¬ fine its severity, requiring lengthy rehabilitation therapy and dynamic supervision before the child grows.

Congenital muscular torticollis
Torticollis - a neck strain, characterized by unequal ¬ lnym head position - its slope away and return in the opposite direction.
According to ST Zacepin, it is 12.4% among other congenital disorders of the musculoskeletal system. Pathology is the second-third place after congenital hip dislocation and congenital clubfoot, occurs predominantly in girls and is more often right-sided (MO Frydlyand, ST Zatsepin).
Given in literature theory of deformation can not begin ¬ zhut explain the origin of this anomaly. Clinical and experimental studies have categorically reject, but not completely under ¬ assumptions been confirmed by the authors of the possibility of muscular torticollis due to improper placement of the embryo in the uterus and damage hrudnynno-clavicular-mastoid muscle during childbirth. Not confirmed theory you ¬ muscular torticollis penetration through the inflammatory process, and as a consequence of ischemia hrudnynno-clavicular-mastoid muscle. The most convincing is the assumption ¬ ST Zacepin (1960), MV Volkov and VD Dedov (1980), congenital muscular torticollis which is a consequence of congenital malformations hrudnynno-clavicular-mastoid muscle.
Congenital muscular torticollis clinic depends on the age di ¬ slime. In the first 7-10 days of life during a careful examination excrete ¬ born child guardian swelling dense, not soldered to the underlying tissues and tension hrudnynno-clavicular-mastoid muscle, which further reduces to at ¬ noticeable tilt of the head and return it ¬ ing in the opposite direction.
In the first year of life changes hrudnynno-clavicular-mastoid muscle progresses, it decreases in volume, becomes less elastic, lagging in growth from the same muscle on the opposite side of the neck ¬ tion and is similar to the tendinous strand. Increase ¬ etsya head tilt toward the affected muscle and return to face the healthy side, the amount of head movements is reduced, there is asym ¬ metry of the skull and face. Later deformation progresses, which usually leads to distortion and other cervical spine. Observe a high standing shoulder and scapula on the affected side, changing the shape of the clavicle and nipple ¬ this process, the direction of the canal. Half of the head on the affected side becomes tighter and wider eyes and eyebrows devel ¬ disposed lower than in healthy, there is incorrect ¬ ing the development of the upper and lower jaws, paranasal cavities of the nose, nasal septum, palate. Expressed denotes ¬ ing restrictions sight.
Very rarely observed shortening both hrudnynno-clavicular-mastoid muscle. This baby's head tilted back so that the neck close to the back and face the inverse upward or forward. Typically, such patients head movements sharply limited, mainly in the sagittal plane, shy ¬ ing spine shortened.
X-ray study of children enough informa ¬ erative.
Differentiate congenital muscular torticollis necessary with Klippel-feil syndrome, which is characterized by significant synostozuvannyam cervical vertebrae or verhnohrudnynnyh. Cus ¬ nightly is shortening the neck, restriction of movements of the head, low arrangement limits of hair growth. Diagnosis is confirmed ¬ dzhuyut during radiological examination.
Muscle torticollis should also be differentiated from krylopodib ¬ Noah neck, the presence of additional wedge vertebrae are clinically characterized by asymmetry of the face and skull, then it ¬ limitation of active motion in the cervical spine.
Acquired torticollis may result from deferred inflammation in the neck: myositis, lymphadenitis, cellulitis, ¬ nd typhus fever, malaria, scarlet fever, chronic inflammation in the throat, Hryzelya disease, the pathological process in the body of the cervical vertebrae - osteomyelitis, tuberculosis, actinomycosis, novoutvo ¬ Rainier, and traumatic brain injury (spastic hemiparesis) or encephalitis.
Medical history, clinical features, additional methods usually allow navigate in establishing the diagnosis.
Treatment of muscular torticollis should begin with a two week old baby. It aims to stretch shortened hrudnynno-clavicular-mastoid muscle. For this child vkla ¬ give back, grab his head with both hands and tilted to the healthy side and turn the face toward the affected muscle. Co ¬ ryhuvalni gymnastics spend 3-4 times a day for 5-20 minutes. Simultaneously prescribe massage healthy hrudnynno-clavicular-mastoid muscle and kneading affected; course of physiotherapy (UHF), and children aged 1 month can be performed electrophoresis potassium iodide, ronidazy, lidasa, paraffin baths.
To keep the child's head in a trimmed position recommended pulp and cotton collar trenches, supine child's head record between the ridges of sand. Bed and child must be established so that the wall was returned healthy part of the neck. The child has to turn his head toward the affected muscle and thus gradually give him the correct position. Con ¬ servatyvne treatment, especially in the case of large nedorozvy ¬ tion hrudnynno-clavicular-mastoid muscle, spend up to three years of age and only with no effect and progression of facial and skull asymmetry conduct surgery.
The operation was performed under general anesthesia. One of the methods of surgical interventions are crossing and partial rezek ¬ tion areas hrudnynno-clavicular-mastoid muscle 3 cm at the bottom by Mikulic-Zatsepin. At the operational ¬ nd table the patient lies on his back, under the shoulder blades is co ¬ ryhuvalnyy roller thickness 7-10 cm for throwing head back and increase tensions shortened hrudnynno-clavicular-soskopodibpoho muscle. Cut a length of 5 cm make 2 cm above the upper edge of the clavicle and parallel to it. Vydi ¬ lyayutsya and gradually rezektuyut within 2-3 cm scar-modified hrudnynnu and clavicular leg muscle. At both ends of each than ¬ ing muscle impose catgut ligatures. Then anesthesiologist returns the child's head in the opposite direction. If the tension is the external surface and deep layers equ ¬ tion of the neck, to prevent the recurrence of ST Zatsepin offers their ne ¬ rerizaty. Tightly wound layers ushyvayut impose aseptych ¬ well bandage. In order to keep the head in position correction or hiperkorektsiyi in the postoperative period outstretched spend ¬ ing loop Glisson on inclined plane, under the scapula patient enclose roller. Child's head tilted to the healthy side and return to the postoperative scar. In 10-12 days after removal of sutures, depending on the severity of muscular torticollis and the operation to preserve diastase between kiptsyamy re ¬ zektovanoho muscle stretching shortened soft tissues loop Glisson filmed impose detachable collar trenches or torakokranialnyy plaster cast. After 1 month after surgery, the child was in a plaster cast, remove it, put the collar trenches and prescribe therapeutic exercises, massage muscles neck physiotherapy. In order to prevent recurrence of deformity detachable collar trenches recommend wearing at least 5-6 months after surgery.
In operations Mikulich-Zatsepin about muscular torticollis, which gained wide acceptance and application in medicine, there are other types of surgeries - that cutting ¬ spaces legs hrudnynno-clavicular-mastoid ¬ m'ya for, cutting, partial excision m 'muscles, replacing ¬ defects that alosuhozhylkovym graft; drabynchaste tendon lengthening and cutting hrudnynno-clavicular-mastoid muscle from the mastoid process. These methods are either less reliable or more traumatic because no widely used ¬ suvannya.
Prediction of congenital muscular torticollis if early initiation of treatment is usually favorable.
In older children, when there were changes in the face and neck, surgical treatment reduces the cosmetic defects. After treatment, the child must be under medical supervision throughout the period of growth.
Congenital diseases of the spine.
Spinal deformity.
Terms kyphosis, scoliosis, lordosis were offered Galen in the second century BC. Scoliosis - a curvature of the spine in the frontal plane, kyphosis-axis deviation in the sagittal plane backwards, lordosis - doperedu deviation.
Spine child develops and changes during growth. Newborn spine is shaped sloping, curved backward arc. When the baby begins to lift and keep the head, formed physiological cervical lordosis, then, at the age of 5-6 months, when the baby starts to sit, developing kyphosis of the thoracic spine. In 8-9 months, when the child begins to stand and walk, there is a lumbar lordosis. All these physiological curves of the spine are formed mostly during the first year of life, then refined and individually changed across the period of growth of the child. Finally, in the 20-21 year determined by the type of posture.
Posture - is the usual posture acquired during the growth of the child. Normal development and growth of the child form correct posture. Violations occur under the influence of negative factors.
To determine the posture should examine the child in the bright, warm room. Light should fall front. Determined posture while standing in front, back, side. Particular attention is paid to the position of head, shoulder, spine, pelvis and lower extremities, the symmetry of the chest, shoulder blades, upper, front propeller, waist triangles that are formed between the straight lines and hand bends the waist, buttocks and the gluteal folds, the lower extremities. Be sure to study gait, its impact on the change of posture, the volume of active and passive movements of the joints of the upper and lower extremities, different parts of the spine.
Pathological posture associated with lower limb length difference, corrected compensation shortening in a standing position, and placing special stelky or kosyachka, manufacture orthopedic shoes considering shortening.
For Shteffelem define 5 types of posture:

The flap posture more often in children asthenic type. Chest flap, anteroposterior dimension of its much reduced, stomach involve, or vice versa, vyp'yachenyy. Signs physiological bends minor shoulder bulge. Muscular system developed bad. The amount of movement of the spine normal. This posture is a prerequisite of scoliosis.
Lordychna posture more often in children of preschool age. The main manifestation of it is the increased lumbar lordosis, leading to slope doperedu shoulders, buttocks - backwards, in this connection, a bend in the thoracic spine reduced. Lordychna posture in children develops as compensation strain other parts of the spine, lower extremities, proximal thighs.
Scoliotic posture characterized by a shift toward the spine, physiological curves in all departments in the sagittal plane indicated. Determine the head tilt to the side, shoulder asymmetry, triangles waist. Most deformation happens in December hrudnynno-lumbar. At right (symmetric) investing baby on his stomach, scoliotic posture is not defined. This occurs even when the child is actively straining muscles examined standing, leaning doperedu that eliminates static load on the spine. Scoliotic posture in children is primarily concerned with the different tone of the back muscles, or asymmetric development. When X-ray examination in the horizontal plane, the deviations from the normal range is not defined.
Prevention of posture is to create a normal growth of the child:
• maximum environmental sanitation;
• respect for the day;
• true, balanced diet high in vitamins, trace elements, appropriate age requirements;
• Physical Education (morning gymnastics, doing all kinds of sports) quenching;
• compliance with sanitation in areas where there is a child.
Formation of posture should begin at an early age - teach the child right to sit, stand, walk, work out the correct working posture during class seating. Parents of kindergarten teachers, school teachers should pay attention to this. Preventive measures should be carried out primarily among debilitated children, those who are under medical supervision, especially supervision of a physician, physical therapist, podiatrist, pediatrician.
Treatment of posture is the prescribing exercise therapy (continuously for a minimum of 20-40 minutes per day), massage - a rate of 10-15 sessions, depending on the state of the muscles on both sides and the difference in tone symmetrical muscle groups of the body. Appointed multivitamins, especially in autumn and winter, calcium gluconate, calcium glycerophosphate, drugs that improve metabolism and normalize them, especially mineral metabolism. In determining violations of posture depending on the strain displays, children have examined children's orthopedist 1 every 3-6 months. X-ray examination is intended to confirm the diagnosis and in cases of disease progression (1 per year for medical reasons - often).
Kyphosis is a curvature of the spine in the sagittal plane bending backwards. More often observed in breast, less often - other parts of the spine.
Define the following types of kyphosis:
• congenital;
• acquired;
• rickety.
Congenital kyphosis observed in malformations of the spine and back muscles (wedge-shaped vertebrae, ribs and vertebrae more and so on.). Increased kyphosis may occur in infants, but too often in 5-6 months of age. When your child grows deformation may significantly worsen, leading to zatrymnnya growth.
Treatment. The child with congenital kyphosis preventive measures, warning increased strain. Designed corrective exercises, gypsum beds in the maximum position correction. If conservative treatment methods are ineffective, the disease progresses, the question arises about the surgical correction of defects of the spine and chest.
Lessons kyphosis - occurs as a result of diseases in which the deformation of the vertebrae (spinal injury, osteochondropathy, rickets, tuberculous spondylitis, etc..).
Rachitic kyphosis - often seen in children due to rickets or rahitopodibnyh diseases. Rapidly developing this pathology when the child begins to sit independently.
Treatment of rachitic kyphosis in infants is especially complex preventive measures. When clinical signs of disease should be applied orthopedic measures: do not put the child too early, often spread on the abdomen, strengthen the muscles of the trunk. Be sure to give the specific treatment vitamins "D" and drugs that normalize mineral metabolism, exercise therapy, massage trunk, extremities, ultraviolet radiation, maintaining a daily regimen, a full and balanced diet. In the summer, the recommended spa treatment, rehabilitation.
Osteohondropatychnyy or adolescent kyphosis - occurs primarily in disease Sheyyermana Mau lies in osteochondropathy apophysis vertebrae. Observed in boys 12-17 years old, girls - 11-15 years. Boys suffer more.
Disease Calvet - it osteochondropathy vertebral body or vertebra plana detected in children aged 3 to 15 years. Most often seen in children 5-7 years.
Scoliosis - a persistent lateral curvature of the spine, which is determined by the torsion, which is caused by pathological changes in the spine and paravertebral tissues, accompanied by progression of deformation with static-dynamic disturbances and functional changes of internal organs (Yu.F.Isakov, 1998).
The most common neurogenic, muscle hypothesis and innate origin of scoliosis.
Congenital scoliosis occurs from malformation of the spine, ribs, chest. Deviation of the spine can contribute to the physical, chemical and biological factors and diseases affecting 5-10 weeks of embryogenesis. In certain periods formed odnotypovi defects. Progression of deformation always depends on the issues and options for its combination with other changes.
Idyopatychnyy scoliosis is the most common form of disease, its etiology is not definitively proven. Pathological changes consist in the occurrence of degenerative changes in the vertebrae, muscles, ligaments, and so on.
Acquired scoliosis develop on the background of various diseases, the effects of damage.
Scoliosis neurogenic damage observed in diseases of the nervous system malformation (miyelodysplaziya, neurofibromatosis, the effects of spinal, brain injury, especially in infants, children spastic paralysis, etc.)..
Myopathic origin of scoliosis is associated with the development of muscles and ligaments, degenerative processes disabilities. In children, a common group of scoliosis myopathic origin on the basis of rickets and rahitopodibnyh diseases.
Scoliosis can be simple, with one side arc curvature, complex, when a few arcs and total distortion when all spine injuries.
Scoliotic posture can be functional as a consequence flap kyphotic posture. In the horizontal position and pulling the child up clinical signs (asymmetry angle blades, shoulder, waist different triangles, etc.) disappear, if they remain, indicating the torsion of the vertebrae, which is a manifestation of early forms of scoliosis. On examination, the child must determine:
• the lower corners of the blades;
• symmetrical blades relative to the spine;
• the shoulder on both sides;
• symmetry collarbone;
• location of the head and face symmetry;
• symmetry of the chest;
• symmetry of the pelvis (the location of the propeller iliac both sides, buttocks position);
• functional limb shortening;
• symmetrical triangles waist;
• mobility of the spine in different departments;
• location barbate processes of vertebrae (better identify with paint);
• Identify muscular ridges on both sides, or rib hump (with sloping doperedu);
• symmetry of the buttocks and the gluteal folds.
The child should be viewable in a bright room, the light falling on the front or rear, standing in position children inspect the front, back, sides and in the supine position.
Suspicion of scoliosis prescribed x-ray, which can determine the type of distortion, the degree of deformation, detect defects, as well as the changes that are the result of disease, to assess the maturity of the bones of the spine, depending on the age of the child.
X-ray study performed in the upright position in the front and side projections, lying - in front of a projection of the teaching position in the most probable correction.
Violation of posture in the supine position on the radiograph is not defined violation axis spine in scoliosis - is a violation. For accurate diagnosis of scoliosis radiography is desirable to carry out a review of the pelvic bones. In older children, when not possible to cover all research spine radiographs performed separately cervico-thoracic, lumbar-hrudnynno.
The degree of deformation is determined by Ferguson, matching centers of the vertebral bodies at the apex curvature and neutral vertebrae above and below the main arc. These lines connect the angle of intersection will fit size distortions.
For the Cobb method on radiographs determine neutral vertebrae above and below the main arc, conduct parallel lines according to these vertebrae. Cross-section perpendicular to these lines will be largest deformation.
Podiatrists often use classification proposed VD Chaklin:
I degree - small lateral curvature of the spine with initial manifestations of torsion vertebrae. The angle of the main arc deformation is not more than 10 at.
Second degree - a marked deviation axis spine with significant implications torsion vertebrae. On top of the main arc is defined deformation of the vertebrae. Clinically there is muscle spindle, later - a slight rib hump. The angle of the main arc 20o-25o;
Third degree - curvature of the spine from vertebral torsion, deformation of the chest, rib hump. On top of wedge deformity of the vertebrae. The angle of the main arc 40o;
Fourth degree, the most severe deformity with significant changes: torsion of the vertebrae and their wedge deformation, the presence of anterior and posterior rib humps (often formed thoracic kyphoscoliosis). Due to the complex deformation of the spine occurs rigidity of movement, dysfunction of internal organs. The angle of the main arc more than 40o, the most severe deformities can be 75o or more.

Intensive increase in deformation occurs primarily during active growth of the child, reaching a maximum manifestation of puberty and ends with the cessation of growth.
The most unfavorable course of scoliosis in children with revealing the first signs of the disease in 4-6 years, more favorable when the strain was first diagnosed after 10-12 years of life.
Type of scoliosis is determined on the radiograph by lokadizatsiyi top corner of the main arc. This is important because it determines the course of the disease, treatment and prognosis. Define the following main types of scoliosis: cervico-thoracic (verhnohrudnyy), thoracic, lumbar, thoracic, lumbar, lumbosacral, combined.
In connection with dysfunction of internal organs in scoliosis III-IV degree, patients prescribed a study to determine respiratory function, cardiovascular system, and others.
In X-ray examination children prescribed a comprehensive study: clinical examination (complete blood count, urinalysis, biochemical studies), electromyography of back muscles, limbs, chest, studies of the nervous, cardiovascular and endocrine systems, and so on. Patients with scoliosis should be examined by experts every year for the advent of complaints - before, must be taken on clinical supervision orthopedic (surgeon).
Treating children with posture and scoliosis begin after diagnosis. Conservative treatment of this group of children difficult and not completely solved problem. Great attention should be paid to work with parents who need to familiarize with the orthopedic regime, which the child must adhere permanently, complex physical therapy and general characteristics of education, nutrition in this pathology.
Patients with early forms of scoliosis under stable compensation are treated in outpatient departments, athletic clinics. If rapid progression of deformity, children prescribed stays in specialized medical institutions (kindergartens for children with diseases of the musculoskeletal system, boarding schools for children with abnormal posture and scoliosis). With a significant increase strain in a short period of time, the patient is directed to orthopedic hospitals (Orthopedic department, motels, etc.)
Conservative treatment is always complex, aimed at strengthening the muscles of the trunk, limbs, forming a child's correct posture and consists of the following steps:
• continued compliance orthopedic regime aimed at unloading the spine; jobs prepared according sanitation requirements (height chairs, lighting, space, etc.) equal to bed (with wooden base, or orthopedic mattress), with progressive forms II-IV century. lessons at home, at school lying with orthopedic devices, and continued wearing corsets, correcting posture;
• Formation of correct posture in compliance with individual static-dynamic mode, aimed at correcting abnormal posture, which contribute to strengthening m'ziv, hardening of the child, forming stereotype adherence correct posture in a state of maximum correction;
• general strengthening, rehabilitation of the child, balanced nutrition (sufficient number of physiological norms of proteins, fats, carbohydrates, minerals, vitamins, etc.), adherence of the day (including the child's age, physiological characteristics); sports - swimming, skiing, basketball and other species that do not contribute to the load on the spine;
• fiziofunktsionalne treatment: exercise, massage, taking into account the type and strain of muscles, exercise therapy;
• sanitary-educational work among children and their parents;
• constantly carry out activities of medical, social and vocational rehabilitation of children with scoliosis.
One of the main methods of conservative treatment of scoliosis is physiotherapy which has features and should be done under medical supervision in physical therapy clinics and offices athletic clinics. We must adhere to the basic principle: constant corrective influence over time, the systematic implementation of regular exercise (every day, or 2 times a day). Various methods of strengthening muscles to hold the spine in trimmed state have their own characteristics depending on the child's age, shape, type and level scoliosis disease (stable compensation or stage progression). Given this set of exercises should be chosen only individually, shall include the location, extent and stability distortions.
Under the supervision of physical therapist child explore complex gymnastic exercises and controlled the quality of their performance. Home gymnastics done under the supervision of parents who are familiar with the proper execution of exercises, their sequence length. Classes are encouraged to perform at home 2 times a day for 30-50 minutes., Depending on the age and physical characteristics of the child.
Children with scoliosis I degree is not recommended restriction of movement in his spare time. Useful exercises and such sports that improve muscle strength of the trunk (swimming, cycling, volleyball, winter, skiing, skating). Prohibited those sports in which there is a load on the spine (gymnastics, wrestling, weightlifting, etc.).
Scoliosis second degree requires the most careful treatment, the main element of which is gymnastics. Along with exercises and self-correction samovyrivnyuvannya used by those who develop the strength and endurance of muscles. These exercises are symmetric or asymmetric resistance and encumbrance. We must always pay attention to the fact that the exercises are aimed at mobilizing the spine without fixation may lead to increased distortion.
When scoliosis III-IV stages gymnastics aimed at the general strengthening of the child. Uses exercises that improve respiratory function and raise the habit of keeping the body in proper condition possible correction, corrective exercises are less important. Children with scoliosis III-IV degree primarily require prosthetic and orthotic devices.
Along with therapeutic exercises for children assigned massage binding the individual characteristics, the degree of curvature and condition muscles in areas of protrusion and bending. Improper execution massage can exacerbate the disease and strengthen the strain. It is advisable to appoint 10-15 massages per course of treatment that can be repeated every 2-3 months.
Children with scoliosis appointed medications that improve immunity (Immunal, vitamins), mineral metabolism (calcium supplements, phosphorus, vitamins «D»), and so on. When scoliosis III-IV degree assigned symptomatic treatment at the impact of curvature on the function of the abdominal and thoracic cavity.
Physiotherapy (EFO with minerals, electrical, etc.) should be carefully under the supervision of the muscles of the trunk and spine bone.
Conservative treatment does not always make it possible to obtain satisfactory results. The younger the child at the time of detection of scoliosis, the more opportunities to progression of deformation. Increasing angle distortions 150-250 in the short term (1-2 years) is a bad sign. With disease progression decide on the need to perform surgery. Recently revised approach to surgical treatment for children of all ages, developed and implemented new methods of intervention based on pathogenesis, age, individual characteristics of the organism.
Surgical treatment is not provided when:
• slowly progressive scoliosis and II degree scoliosis neprohresuyuchyy (stable compensation);
• scoliosis whiplash from defects;
• scoliosis from progressing myopathy, neuromuscular diseases;
• children with developmental disabilities, lung, heart, internal organs, the central nervous system in the stage of decompensation;
• in diseases of other systems in the stage of decompensation;
• scoliosis with significant deformity of the chest, and changes in the internal organs of the occurrence of decompensation, especially the lungs, heart.
Indications for surgical treatment in children with scoliosis:
• progressive scoliosis III-IV degree angle of curvature greater than 400-500 with initial impaired cardiovascular and respiratory system. Progressive scoliosis is the one in which the angle of curvature for the year increased by more than 150-200
• scoliosis, which quickly porohresuyut, congenital scoliosis from birth defects of the spine, thorax;
• progressive kyphoscoliosis with possible or imaginary paresis, paralysis from scoliotic deformity;
• scoliosis with the emergence of nephrologic disorders (pain, paralysis, paresis);
• insufficient support from scoliosis of the spine.
At the dispensary children with I-IV degree of scoliosis are to complete the process of growth. When stable compensation children orthopedist examined 1-2 times a year, other experts 1 per year, with the progression - often.
Among patients should be continuously measures of medical, rehabilitation, teens need help

Materials for self-
Situational task.
Task 1. The girl months of age, born from the second pregnancy and childbirth in the gluteal peredlozi during orthopedic medical examination revealed: right limb shortening of 1 cm, asymmetric leather folds on the thighs and buttocks, positive symptom "click" on the right. The mother of the child was treated at the hip dysplasia.
1. Which major clinical signs (likely) and secondary of the disease in a child should be defined?
2. What is the nature of this disease? Substantiate.
3. Methods for diagnosing defects in the child rest of this age, justify.
4. Treatments malformations.

Task 2. In divchynky 3 years vidmichayetsya soft tissue density in the region of the neck, tension sternocleidomastoid muscle nipple-areolar from left, asymmetry of the face. Head tilted vlivo, chin - right. The girl born in the gluteal peredlozi of first births weighing 4 kg 800 g with spinal trauma and perinatal hypoxic-damage to the nervous system. Within one year treated in orthopedic and neurologist, then the doctors did not apply.
1. Put diagnosis in this child.
2. Etiopatohenez disease.
3. What is the conservative treatment of a child under 3 pokiv?
4. Treatment after 3 pokiv principles of surgical treatment.
5. Relapse prevention, rehabilitation of the child.

Problem 3. In the outpatient department filed a podiatrist to have a child at the age of 4 months with complaints of head tilt to the left and return to the right side. When viewed vidmichaetsya shortened sternocleidomastoid soskopodibnyy m 'lang left and tight formations in the lower third, painless during palpation.
1. Your diagnosis. To the differential diagnosis.
2. Aetiopathogenesis.
3. Additional research techniques.
4. Principles of conservative treatment
5. Prevention of relapse.

Problem 4. In child 3 months parents viewed asymmetry cutaneous folds on the thighs and buttocks. When ohlyadi - asymmetry of skin folds on the thighs and buttocks, thighs vidvedennya restriction in hip joints more pronounced on the left, the left limb shortening to 1 cm in ultrasound hip joints No kernel skosteninnya heads thighs, skewness roofs, left hip joint angles are not measured. The mother of the child was treated at the hip dysplasia.
1. Identify symptoms FOLLOWING child.
2. Put diagnosis justification.
3. Ultrasound diagnosis of developmental disorders of the hip joints.
4. X-ray diagnosis.
5. Method of treatment of congenital hip dislocation in a child.

Problem 5. In newborn boy aged 3 days, born in gluteal peredlozi, during passive hip abduction is a symptom of "clicks" in the hip joint. From history we know that is not burdened heredity, illness during pregnancy, the mother was, but there was oligohydramnios.
1. Formulate a preliminary diagnosis, justify.
2. Which additional research techniques necessary to execute child?
3. Principles of treatment of a child in the hospital.
4. Principles of conservative treatment to 3 months.
5. Prevention of complications tactics child.

Problem 6. A child 5 years of age determined deformation expressed as a reduction of the anterior feet, varus position, corns on the outer surface of the foot. From history we know: one year child was treated at the Orthopaedic department was made orthopedic shoes in which the boy began to walk independently, with the birth occurs neurologist. From the age of two to doctors not treated, the child is not being treated in a podiatrist, wore ordinary shoes.
1. Formulate a preliminary diagnosis diagnosis.
2. Which additional research techniques necessary to accomplish?
3. The reason for relapse in a child.
4. Principles of conservative treatment and rehabilitation.
5. The method of surgical treatment and rehabilitation in the postoperative period. Weather.

Problem 7. Inspect newborn boy who was born from the first pregnancy, during which the 21 weeks observed oligohydramnios and labor in the home peredlozi. Mother during pregnancy is not ill. Postpartum Neonatal found the child varus deformity of the feet, which is easily corrected, the father of the child was treated at the clubfoot, operated.
1. Put diagnosis.
2. Aetiopathogenesis.
3. Spend the differential diagnosis.
4. Principles of conservative treatment in hospital.
5. Principles of conservative treatment in infants.

Task 8. The child is 12 years old, who was treated at the posture to 5 years, during a medical examination determined asymmetry and shoulder blades, marked rib hump thing asymmetry triangles waist. Radiologically angle distortion in the way Cobb is 10o.
1. Formulate a preliminary diagnosis diagnosis.
2. Which additional research techniques necessary to perform.
3. The reason for relapse in a child.
4. Principles of conservative treatment and rehabilitation.
5. Indications and principles of surgical treatment.

Problem 9. Newborn to 5 days, weighing at birth - 4 kg 500 g defined tumor formation on the anterior surface of the neck right. Formation painless, color over it is not changed, dense consistency. Determined little sustained head tilt to the right.
1. Formulate a preliminary diagnosis.
2. With what diseases one must conduct differential diagnostics.
3. Tactics treatment of a child in the hospital.
4. Conservative treatment in young children.
5. Complications and prevention of complications.

Problem 10. The child is 10 years old, during a medical examination determined asymmetry and shoulder blades, triangles waist asymmetry, kyphosis in the thoracic spine in supine deformity corrected. The child has been tennis. At the dispensary is not worth it.
1. Put diagnosis.
2. Methods for screening children.
3. Aetiopathogenesis.
4. Principles of conservative treatment of the child.
5. Prevention of complications.
Tests
1. The most common congenital malformations of the musculoskeletal system in children with clinical and statistical indicators include:
A. arthrogryposis.
V. Congenital dislocation of the hip.
S. Syndaktiliyu.
D. Polydactyly.
E. torticollis.

2. Congenital muscular torticollis in infants is associated with a defect or injury and is determined during the inspection. The child may show the following symptoms.
A. steady shortening of sternocleidomastoid muscle soskopodibnoho formation of dense, painless on palpation.
B. Asymmetry of the face.
S. spinal deformity.
D. Chronic myositis sternocleidomastoid muscle soskopodibnoho.
E. Spastic paralysis yyynyh muscles.

3. Have a 3-month baby turned to the doctor with a complaint that a child lame foot. OBJECTIVE: both feet bent down supinovani, reduced anterior feet, correction impossible. The diagnosis - congenital clubfoot. What method of treatment should be used in a child
A. Staging redresatsiya in plaster bandages
B. Surgery on tendons
C. Surgery on bones
D. Wrapping the feet by Fincom-Etinhenom
E. Therapeutic exercise.

4. Have a 1-month old girl noticed asymmetry of folds on the thighs of a child. OBJECTIVE: left limb shortening, external rotation, limited dilution legs bent at the hip joints. The diagnosis: hip dysplasia, hip subluxation left. What treatment strategy should be used.
A. Surgical treatment after 6 years
B. Surgical treatment
C. Closed reduction subluxation
D. Skeletal traction hip
E. Putting strementsiv Pavlik

5. In Grade 6 student during routine inspection revealed asymmetry blades, triangles asymmetrical waist, back determined muscle spindle, angle curvature of the thoracic spine partially corrected by straining back muscles, curves in all parts saved. What disease musculoskeletal occurs?
A. Lordotychna posture
B. Violation of posture
C. Kyphotic posture
D. Scolliosis
E. Back flap

6. Neonatologists, examined the girl, who was born in gluteal peredlozi, revealed limitations hip abduction, asymmetry leather folds on the thighs and buttocks, a symptom of "click" on both sides the same length limbs Which symptom is intrinsic in congenital dislocation of the hip?
A. Limitation of hip abduction
B. Birth in gluteal peredlozi
C. Symptom "click"
D. Asymmetry leather folds
E. Different length of limbs

7. The girl 1 year orthopedist showed kyphosis of the thoracic spine, which was diagnosed at the age of 7-8 months. By this time the child was treated on rickets and active phases. Several months ago, suffered bronchopneumonia, urinary tract infection, a manifestation of exudative diathesis. What disease is the cause of kyphosis in children?
A. Congenital scoliosis
B. Urinary Tract Infection
C. Bronchopneumonia
D. Exudative diathesis
E. Rickets

8. Girl 15 years engaged in artistic gymnastics from 7 years. Asked the doctor complaining of tiredness in the evening and after exercise, back pain, deformity of the spine and chest. Was diagnosed: S - shaped scoliosis thoracic and lumbar spine I-II degree. What are the clinical signs of the disease?
A. Deformation of the chest
B. Asymmetry shoulder, shoulder blades, waist triangles
C. Curvature of the spine and muscular "cushion" when bending forward
D. Pain in the lumbar spine
E. Fatigue after exercise

9. In the hospital in the newborn during the inspection found symptom "click" left asymmetry leather folds, shortened limbs left. Diagnosed congenital dislocation of the hip. Who is more likely signs of congenital dislocation of the hip in newborns.
A. External rotation of limbs
B. Limitation of abduction
C. Shortening of limb
D. The asymmetry of skin folds
E. Symptom "click"

10. The girl suffers from '10 S-shaped scoliosis I degree for one year, neurological disorders is not. What are the main therapeutic measures should be given to patients first?
A. Vitamin
B. Massage
C. Shaping Corset
D. Correcting gymnastics and massage
E. Sleep in a plaster bed

11. The baby was born prematurely. Examination: observed proportionality child asymmetry leather folds of the buttocks and thighs, restriction removal of limbs, a symptom of "mouse" is not defined, the same length of limbs. Your diagnosis?
A. Achondroplasia
B. Congenital dislocation of the hip
C. Dyshondroplaziya
D. Hip Dysplasia
E. Hip fracture

12. After the birth of baby parents viewed shortening of the right lower limb and its external rotation. Physician during examination revealed positive symptom "slippage" right thigh, limb withdrawal limit to 600, increased muscle tone. Put the correct diagnosis.
A. Right hemiparesis
B. Hip Dysplasia
C. Congenital dislocation of the hip
D. Fracture of the proximal femur
E. Arthritis of the hip joint

13. The child is 5 years old, pronounced head tilt right asymmetry of the facial skull, right sternocleidomastoid muscle nipple dramatically tense, head movements restricted right shoulder higher than the left, normal cervical spine. When X-ray examination revealed no pathology. Put the correct diagnosis.
A. Disease Grisel
B. Scoliosis whiplash
C. Disease Klippel - feil
D. Congenital torticollis
E. Congenital scoliosis

14. The baby was born prematurely in the gluteal peredlozi. The examination revealed asymmetry leather folds on the thighs, restriction removal of limbs, slight hypotrophy gluteal muscles on the left. What method of examination can help confirm the diagnosis of dysplasia?
A. Ultrasound
B. X-ray
C. Clinical examination
D. Teplovizorna diagnosis
E. Computer tomographic study

15. To the doctor asked parents 2 year old child complaining hitch, shortened limbs. A child born in the gluteal peredlozi began to walk at 1 year 5 months. When radiography was defined skewness Acetabular roof, breaking lines Shenton, lateropozytsiyu head of the femur, which is at the upper edge of the acetabulum. Put the correct diagnosis.
A. Congenital limb shortening
B. Varus deformity of the femoral neck
C. Congenital dislocation of the hip
D. Fracture of the femoral neck
E. Hip Dysplasia

List of theoretical questions
1. What are the main clinical symptoms of hip dysplasia.
2. What are the main clinical symptoms of congenital dislocation of the hip.
3. What are the main clinical symptoms of congenital torticollis.
4. What are the main clinical symptoms of congenital clubfoot.
5. What are the main clinical symptoms of posture, scoliosis in children.
6. Identify medical tactics in violation of formation of the hip joints.
7. Identify treatment strategy for congenital torticollis.
8. Identify medical tactics in congenital clubfoot.
9. Identify treatment strategy for scoliosis in children.
10. Identify surgical tactics in congenital dislocation of the hip.
11. Identify surgical tactics in congenital torticollis.
12. Identify surgical tactics in congenital clubfoot.
13. Identify surgical tactics in scoliosis in children.
14. Identify the rehabilitation of children with congenital musculoskeletal system.

Practical skills:
1. Definition symtomu "click" in newborns and measurement of absolute and relative length of limbs
2. Wide swaddling newborns dressing preventive pants and strementsiv Pavlik.
3. Overview of a child in violation of posture and scoliosis.

SELF extracurricular WORK STUDENTS

RARE BUGS IN CHILDREN

1. Background.
The frequency of congenital malformations is 0,1-1,9 New-born in 1000. It is noted 2-fold increase in the frequency of complex limb malformations in children in the last 10 years. The incidence of severe limb malformations increased from 18 to 64%.
Effects of treatment and the percentage of disability in children with developmental disabilities depend on timely treatment is started, the activities of medical, social and vocational rehabilitation. The knowledge students main groups of rare malformations significantly improve diagnosis and treatment of children.

2. Specific objectives:
1. Analyze the causes of malformations and syndromes in children.
2. Offer classification malformations, anomalies.
3. Interpret the basic principles of diagnosis and treatment of children with congenital malformations.
4. Identify the basic principles of rehabilitation of children with disabilities.

4.2. Theoretical questions to studies.
1. The concept of a bug, anomaly.
2. Etiology and pathogenesis of birth defects in children.
3. International Classification of malformations in children.
4. Rare limb malformations in children, classification and treatment.
5. Webbing, classification and methods of treatment.
6. Polydactyly, treatments.
7. Congenital synostosis, talipomanus are presented, methods of treatment.
8. Preventing defects.
9. Medical, social and vocational rehabilitation of children with disabilities.

TOPICS CONTENTS.
Among all defects is one of the first places are anomalies of the musculoskeletal system, with 3/4 to account for limb malformations.
International Classification
malformations of the musculoskeletal system includes 7 groups:
I. Anomalies resulting from failure of formation of parts of limbs. This group includes the following defects of the extremities.
Amelia - the complete absence of limbs (excluding the shoulder girdle and pelvis). There are upper and lower Amelia, in particular the absence of the two upper limbs (abrahiya), one upper extremity (monobrahiya), the two lower limbs of one lower limb (monopus)
Fokomeliya (tyulenopodibni limbs) - no proximal or middle parts of the limbs and the corresponding joints (shoulder, hip).
There proximal, distal and complete fokomeliyu. Proximal fokomeliya - no shoulder or hip, distal - no forearm (radioulnarna form) or leg (tibiofibulyarna form), complete fokomeliya - lack of arm and forearm or thigh and shin.
According fully formed hand or foot may depart directly from the trunk (full fokomeliya), connect it with the stored forearm bones, the tibia (proximal form) or attached to the shoulder, thigh (distal form).
Fokomeliya are one-and two-way, sometimes the process involved all four limbs.
Peromeliya - fokomelii option, combined with hypoplasia of the hands or feet. There are full (arm or leg is missing, the relevant department of the trunk ends a rudimentary finger or cutaneous projection) and incomplete (shoulder or hip underdeveloped, ending as a rudimentary finger or cutaneous projection).
There are also radial and ulnar talipomanus are presented, aplasia of the tibia, fibula aplasia, adaktiliya - no finger afalanhiya - no phalanx, monodaktyliya - the presence of one finger on the hand or foot, aheyriya - no brushes.
Splitting brush (ektrodaktiliya, kleshnopodibna brush "brush lobster") - aplasia of the central components of the hand (fingers and metacarpal bones often) with groove (cleft) in place of missing bones. There are typical and atypical forms. A typical form is characterized by aplasia III finger and (often) of the metacarpal bone, and (sometimes) the distal carpal row, hence the presence of a deep cleft. Atypical cleft appears hypoplasia (sometimes lack of) middle finger components hand or foot. In the atypical form of cleft shallow, but broad, sometimes it looks too wide interdigital gap. More common splitting right hand.
II. Anomalies resulting from insufficient differentiation of parts of the limb. These include malformations scapula (shoulder blade navicular raised shoulder), synostosis, sindaktylii, brahidaktyliya, congenital clubfoot, congenital hip dislocation, arthrogryposis, klinodaktyliya - shortening of the middle phalanx of fingers (usually thumb V), of course that is an integral component of syndromes of multiple malformations development, especially chromosome.
Kamptodaktyliya (kampilodaktyliya) - flexion contracture of proximal interphalangeal joints of fingers. The process can involve any finger except I. Rare.
Sirenomelia (simpodiya, simmeliya, caudal regression syndrome) - fusion of the lower limbs. Mergers may relate to soft tissue and (usually) some long bones, and accompanied by hypo-or aplasia of certain bones of the extremities and pelvis. Feet can be absent (sympus apus), are formed by two (sympus dipus) or one foot (sympus monopus). Sometimes there is one rudimentary foot with a single finger. Sirenomelia accompanied by aplasia of the external and internal genital organs, urinary system aplasia, atresia zadnoprohodnoho hole and rectum.
III. Anomalies caused by doubling: polydactyly, diplopodiya - doubling feet, polimeliya - increasing the number of lower extremities. Polimeliya be symmetric and asymmetric, usually combined with defects incompatible with life.
IV. Anomalies caused by excessive growth. Does the makotorodaktyliyu and gigantism limb (partial gigantism, unilateral makrosomiya, hemihipertrofiya) - extremely rare defect that appears on unilateral increase proportionally developed limbs.
V. Anomalies caused by insufficient growth. These include abnormalities manifested hypoplasia different parts of the bones of the extremities.
VI. Congenital constriction - a malformation of the amnion as a tissue strands that are within plodovmestylyscha and interconnect fetal surface litter the surface of the fruit, different points of fruit surface litter and a few points on the surface of the fruit.
VII. Generalized (systemic) skeletal deformity. They are based on a violation of embryogenesis connective tissues, including bone. This group includes hondrodysplazii (hondrodysplaziya) osteodysplazii.
Clinical manifestations of defects and prognosis depend largely on how vital the diseased organ, the degree of violation of its functions, as well as associated complications. Gross malformations vital organs, including most chromosomal syndromes caused lethal autosomal disorders, about 40% of defects are found only in the later life of the child, some may be unilateral asymptomatic.
Most defects corrected surgically, some, such as congenital hip dislocation successfully treated with conservative methods.
At malformation that directly threaten the life of the child (eg, atresia of the anus), the operation is performed in the first days after birth. In most cases, surgical correction carried out after 6 months or more older age (malformations of the heart and great vessels, most defects genitourinary, musculoskeletal).
There are mass and individual (family) preventing defects.
Bulk prevention - measures aimed at protecting people from exposure to mutagenic and teratogenic factors environmentalism.
Individual (family) prevention accomplished by medical genetic counseling and prenatal diagnosis.
Hypoplasia or absence of limbs - is rare. It is a difficult pathology. Variations underdevelopment of the upper and lower extremities are different.
Ektomeliya - the complete absence of one or two limbs or parts of limbs. In the complete absence of limb prosthesis. With partial - sometimes require surgical correction.

Hemimeliya - malformation in which there is no bottom limb (hand or wrist and forearm) and upper developed normally. Treatment consists of prosthetics.

Fokomeliya or Amelia - malformation, in which the upper limb missing completely, or missing arm and forearm, and the brush away from underdeveloped shoulder and resembles a seal flipper. Sometimes the underdeveloped shoulder leaving only one finger. This is called peromeliya.
Surgical treatment of this anomaly unpromising. Patients usually well trained to use the abnormal ending. Prosthetics performed to correct a cosmetic defect.

Congenital anomalies of the individual segments of the upper limb.
Congenital synostosis of the forearm bones or radioulnarnyy synostosis. This malformation occurs infrequently. During the prenatal period and radial ulna forearm combined bridge, which subsequently okostenivaye. Jumper occurs in the upper arm and can be of varying lengths. More common in boys.
The child's hand is not returned in the wrist (supination and pronation impossible), but flexion and extension at the elbow kept. This situation complicates the patient's life, even his self. Treatment initially is conservative and is the development arm. Some patients may well adapt to this defect. If you can not develop a hand, performed surgery. With a slight joined make it cut, with accretion of more than 4 cm resorted to removing part of the radius. Surgical treatment is performed at the age of 3 years.
Congenital talipomanus are presented. Congenital talipomanus are presented there in violation of the forearm muscles or underdevelopment of radiation, less ulna. Ulna talipomanus are presented develops if part of the ulnar forearm muscles underdeveloped ulna missing completely or partially. Simultaneous hypoplasia 4.5 fingers, bone fragments metacarpus and wrist with ulnar side. Brush with the state abruptly returned to the ulnar side (outward), its function impaired.
Radiation talipomanus are presented. This anomaly develops in the absence of the radius.
The defect may be bilateral. Simultaneously underdeveloped muscles of the forearm with radial hand, first finger brush carpal bones of the radial side. Brush tilted toward the radial (inward), its function dramatically affected, and in the absence of the thumb brushes impossible delight subjects. Treatment of congenital talipomanus involves many stages. Even immediately after birth prescribe massage, therapeutic exercise. To correct joint contractures overlapping casts. The first operation performed at the age of 2 years. Then may require additional surgery.
Chronic subluxation brush (Madelunha disease). This is a rare anomaly in which there is a malformation of the region wrist joint. Deformation progresses gradually to 12-14 years becomes noticeable. The pain in this disease there. There shtykopodibne distortion brush, which gradually increases. Limited movement in the wrist. Treatment operative. Performed plots bone resection, with subsequent fixation spokes. Then impose a plaster cast for a month, and then prescribe physical therapy and exercise therapy.
Webbing. This malformation in which there is complete or incomplete fusion of one or more fingers together.
Classification webbing
By type of fusion
1. M'yakotkani webbing
2. Bone webbing
In complementary growth in length
1. Incomplete form webbing
2. Complete form webbing
In lesions of the fingers
1. Simple form webbing
2. Complex forms webbing

The function of the hand is impaired. There is a cosmetic defect. Fusion can be m'yakotkanne if only adherent soft tissue and bone. Fusion normally developed fingers is called a simple form of webbing.
Complex fusion occurs when fused fingers have independent defects in development.
Most common cutaneous webbing. Thus fingers are fused throughout. Often fused third and fourth fingers. Membranous form occurs when fingers fused together skin bridge as flipper. When bone form webbing fused fingers of one or all of the phalanges. Occasionally no separation of the terminal phalanges - end seam.
Treatment webbing. Fingers disconnected surgically.
M'yakotkanna simple webbing treated at the age of 6 months. Complex defects operate after year. Fingers separated, and the lack of fabric cover by hand or tissue by skin grafting.
Cutaneous webbing require special training - stretching the skin to postoperative wound on each ¬ tion fingers could sew without stretching the skin, and healing took place by primary intention. If the skin is not enough of natya ¬ huvannya arises tissue necrosis or divergence of the wound edges, and formed as a result of severe scarring occurs during the growth of lateral curvature finger. Therefore, parents recommended for misya ¬ conduct this massage and stretching fingers together, after formation of the skin of the patient safety operate. Original method of training offered ON Gudushauri and LA Tvaliashvili - stretching your fingers through distraction apparatus.
After preparing the fingers separated by the method Didot so that the seams between the fingers do not match. To prevent scar ¬ Volyn seam at the base of the fingers is very important to form mizhpaltsovu fold by Zeller (triangular flap) or two intersecting triangular skin flaps, which re ¬ kryvayut interdigital space. If a defect in the skin, Zam ¬ based criteria free primary autodermoplastyku.
Patients with bone shape webbing operate in one or two stages. In a one-step operation fingers separated and ¬ kryvayut wounds between the toes skin graft. In a two-stage operation initially divide between a phalanx bone is transferred to the leather webbing, and then (after preparation ¬ tory) separated fingers.
The operation, performed technically correct, a positive func ¬ tional and cosmetic result. After surgery impose plaster splints, then prescribe physical therapy and exercise therapy.
Treatment with surgery alone. If an additional finger hanging on a thin stem, it should remove the first weeks of life. When properly developed, extra fingers, split vetch phalanges difficulty in deciding on the anatomical and functional disability vydalyayemoho finger or segment. Surgical intervention should be performed at the end of the first year of life, giving the possibility for normal growth and development of the last fingers.
Rehabilitation of children with disabilities.
Rehabilitation - a system of government, socio-economic, medical, professional and educational activities aimed at preventing the development of pathological processes that lead to temporary or permanent disability, effective and early return of sick and disabled people in society. In this regard, rehabilitation becomes of national importance and covers all persons with disabilities.
Medical rehabilitation aims to restore disturbed functions of the body, its systems or body parts, which contribute to the conservative, surgical treatments and their combination.
Social rehabilitation includes the creation of favorable conditions for participation in socialuseful work. Improved treatments, shortening hospital stay contributed to rapid return of the children to normal lifestyle. Parents and children should read the most rational regime for them, life and education.
Psychological rehabilitation nurturing optimal psychological background, a sense of usefulness to society. The role of this family, which helps the child as soon as possible to return to a normal rhythm of life.
Conducting rehabilitation of children in community-acquired conditions - a very important and difficult problem. Not meet the requirements at any stage can cause a relapse or complications that will need to start treatment again.

Materials for self-
Situational tasks:
Task 1. The child has one year left hand does not return to the wrist (pronation and supination impossible), but flexion and extension at the elbow kept. This situation parents noticed after year. The boy was born from the first pregnancy, which flows on the background of chronic kidney disease in the first trimester was observed viral disease in parents of hereditary diseases were observed. Injury to the left upper extremity in a child denied.
1. What disease should be thinking about the baby. Which survey plan should be a child?
2. What factors could lead to this disease?
3. Which type are malformation of the international classification.
4. What treatment should be child?
5. What is the plan for rehabilitation of the child would be in this case?
Responses.
1. The child radioulnarnyy synostosis. First it should be X-ray and MRI studies to identify areas of growth radial and ulnar bones, and be sure to perform ultrasound of internal organs to eliminate defects.
2. Chronic diseases and viral diseases may contribute to defects in children, especially viral diseases in the first trimester of pregnancy.
3. This issue relates to anomalies arising from insufficient differentiation of parts of limbs. These include malformations scapula (shoulder blade navicular raised shoulder), synostosis, sindaktylii, brahidaktyliya, congenital clubfoot, congenital hip dislocation, artrohripoz, klinodaktyliya - shortening of the middle phalanx of fingers (usually thumb V), of course that is an integral component of syndromes of multiple malformations development, especially chromosome.
4. The child should be therapeutic exercise, massage to improve the movements of the joints of the upper limb. Only after failure of treatment is surgery.
5. Child preventive measures, medical, social and vocational rehabilitation.

Task 2. In the newborn girl found innate talipomanus are presented, ulnar part of the forearm - muscles underdeveloped ulna missing completely, no 5.4 thumb and wrist part. Brush it dramatically returned to the ulnar side (outward), its function dramatically impaired. The mother was observed viral illness 6-9 weeks of pregnancy toxemia in the first half
1. Which survey plan should be a child?
2. What factors could lead to this disease?
3. Which type are malformation of the international classification.
4. What treatment should be child?
5. What is the plan for rehabilitation of the child would be in this case?
Responses.
1. The child should be x-ray and ultrasound of internal organs to eliminate defects.
2. The child malformation may be associated with disease mother in early pregnancy., For clarification that requires consultation genetics.
3. This issue relates to anomalies arising from insufficient differentiation of parts of limbs. These include malformations scapula (shoulder blade navicular raised shoulder), synostosis, sindaktyliyi, brahidaktyliya, congenital clubfoot, congenital hip dislocation, artrohripoz, klinodaktyliya - shortening of the middle phalanx of fingers (usually thumb V), of course that is an integral component of syndromes of multiple malformations development, especially chromosome.
4. Treatment of congenital talipomanus involves many stages. Even immediately after birth prescribe massage, therapeutic exercise. To correct joint contractures overlapping casts. The first operation performed at the age of 2 years. Then may require additional surgery.
5. Child preventive measures, medical, social and vocational rehabilitation

Problem 3. The boy 1 month, born from the second pregnancy of a bug found: while underdeveloped muscles of the forearm with radial side of the first finger of the hand, wrist bone with radiation side. Brush tilted toward the radial (inward), its function dramatically affected, and in the absence of the thumb brushes impossible delight. My father was webbing II-III fingers of his left hand, his brother - webbing II-III and hypoplasia of the fingers and thumb.
1. Which survey plan should be a child?
2. What factors could lead to this disease?
3. Which type are malformation of the international classification.
4. What treatment should be child?
5. What is the plan for rehabilitation of the child would be in this case?
Responses.
1. The child should be x-ray and ultrasound of internal organs to eliminate defects.
2. The child hereditary disease to elucidate this need advice genetics.
3. This issue relates to anomalies arising from insufficient differentiation of parts of limbs. These include malformations scapula (shoulder blade navicular raised shoulder), synostosis, sindaktylii, brahidaktyliya, congenital clubfoot, congenital hip dislocation, artrohripoz, klinodaktyliya - shortening of the middle phalanx of fingers (usually thumb V), of course that is an integral component of syndromes of multiple malformations development, especially chromosome.
4. Treatment of congenital talipomanus involves many stages. Even immediately after birth prescribe massage, therapeutic exercise. To correct joint contractures overlapping casts. The first operation performed at the age of 2 years. Then may require additional surgery.
5. Child preventive measures, medical, social and vocational rehabilitation.

Problem 4. A podiatrist asked parents 3 year old boy with webbing. In this third and fourth fingers fused throughout. Fingers fused together skin bridge as flipper. Function brush properly capture subjects a child performs. The mother observed webbing main phalanx II-III toes on the feet.
1. What type of disease in a child?
2. Etiology of disease continuity.
3. Classification webbing
4. Methods of treatment.
5. Rehabilitation of the child.
Responses.
1. The child webbing: soft tissue, complete, simple form.
2. The child Hereditary form of webbing.
3. Classification webbing:
By type of fusion
- M'yakotkani webbing
- Bone webbing
In complementary growth in length
- Incomplete form webbing
- Full form of webbing
In lesions of the fingers
- Simple form webbing
- Complex form of webbing
4. Methods of treatment. Fingers separated surgically.
Simple forms soft tissue webbing treated aged at least 6 months. Complex defects operate after year. Fingers separated, and the lack of fabric cover by hand or tissue by skin grafting.
Cutaneous webbing require special training - stretching the skin to postoperative wound on each ¬ tion fingers could sew without stretching the skin, and healing took place by primary intention. If the skin is not enough of natya ¬ huvannya arises tissue necrosis or divergence of the wound edges, and formed as a result of severe scarring occurs during the growth of lateral curvature finger. Therefore, parents recommended for misya ¬ conduct this massage and stretching fingers together, after formation of the skin of the patient safety operate.
After preparing the fingers separated by the method Didot so that the seams between the fingers do not match, or using other methods of plastics. To prevent scar ¬ Volyn seam at the base of the fingers is very important to form mizhpaltsovu fold by Zeller (triangular flap) or two intersecting triangular skin flaps, which re ¬ kryvayut interdigital space. If a defect in the skin, Zam ¬ based criteria free primary autodermoplastyku.
5. The operation, performed technically correct, a positive func ¬ tional and cosmetic result. After surgery impose plaster splints, then prescribe physical therapy and exercise therapy. Rehabilitation should be undertaken to complete the growth of the child.

Problem 5. A child of the third pregnancy (the previous two - a miscarriage in the early period), after childbirth neonatologist noticed extra finger and left foot and additional VI finger on the outer edge of the right foot on the leg. The upper and lower limbs formed right proportion to the body baby, movements in full, length of limbs equal. Continuity of the parents is not burdened, diseases during pregnancy have denied.
1. How to correctly formulate a diagnosis.
2. What group should include bug development.
3. Which test should execute child.
4. Treatment of the child.
5. Rehabilitation.
Responses.
1. Polydactyly left foot, doubling the first finger and foot. Polydactyly of the right foot, extra VI finger.
2. This issue relates to anomalies caused by doubling: polydactyly, diplopodiya - doubling feet, polimeliya - increasing the number of lower extremities. Polimeliya be symmetric and asymmetric, usually combined with defects incompatible with life.
3. It should be x-ray and ultrasound of internal organs to exclude defects.
4. When properly developed, extra fingers, split vetch phalanges difficulty in deciding on the anatomical and functional disability vydalyayemoho finger or segment. Surgical intervention should be performed at the end of the first year of life, giving the possibility for normal growth and development of the last fingers. Fingers on the tender can be removed in the first months of life.
5. The child should be made to complete rehabilitation of growth to prevent strain or dysfunction primarily left thumb and foot.

Quiz.
1. Identify the main groups of malformations in children.
2. Etiology pathogenesis of malformations. Prevention of mass and individual.
3. Treatment of malformations in children.
4. Treatment of congenital synoztozu forearm, talipomanus, webbing, polydactyly
5. Rehabilitation of medical, social, professional children with disabilities.
Intrauterine OPERATIONS

1. Background: The level of development of modern medicine dictates the search for new treatments, particularly at the intersection of several disciplines. Significant progress was made in the pathophysiology of diseases of the fetus, technical equipment surgeries in children, as well as intra-and postoperative led and control groups of children with low body weight and prematurity.
In addition, ultrasound diagnostics used in present everywhere, shows most defects in the early stages of embryogenesis, resulting in performance was possible to correct defects in utero.
Fetal surgery, or surgery of the fetus - a set of operational activities which include hysterotomy, fetal surgery (placenta or umbilical cord) and the return of the latter in the womb for further development and birth. The range of interventions Vara, from minimally invasive percutaneous procedures (eg correction of placental vessels in feto-fetal; transfusion syndrome) to open surgery (eg fetal thoracotomy with lobectomy followed cystic malformation of the lungs).

2. Specific objectives of employment:
1. To determine the etiologic factors of congenital malformations (birth defects).
2. Classify and analyze the typical clinical picture of BD
3. Identify features of the course of BD in newborns and set a preliminary diagnosis.
4. Draw up a plan of survey and analyze the data of laboratory and instrumental investigations pregnant with a typical course of fetal birth defects: general clinical, biochemical blood tests, Coagulation, immunological studies, ECG, x-ray, echocardiography, ultrasound.
5. To demonstrate the principles of treatment of BD.
6. To diagnose with birth defects.
7. Conduct differential diagnosis of BD
8. Identify development forecasts of children with birth defects.
9. Possess moral and ethical principles of medical specialist and principles of professional subordination in pediatric surgery.

4.2. Theoretical questions to studies.
1. Determine the possibility of surgical intervention in the fetus depending on the current pregnancy and health of the pregnant woman?
2. What rules should be followed when exhibited indications for fetal surgery fetus?
3. Are all anomalies diagnosed by ultrasound in early pregnancy may operate vnutrishnotrobno?
4. What do you know how to correct fetal diaphragm hernia?
5. What's syndrome associated "mirror" the mother of the fetus at CCP?
6. What studies in pregnant women can with great certainty diagnose fetal neural tube defects?
7. How is the cosmetic effect reaches postoperative period when malformation facial skeleton, depending on the terms of their correction?
8. What determines the further development of fetal surgery?

4.3. Practical tasks performed in class:
1. Collect medical history including information about pregnancy.
2. Conduct survey of pregnant women.
3. Justify and to plan a survey of pregnant women.
4. Evaluate the results of ultrasonography and to define specific fetal malformations.
5. Identify the indications for surgical intervention in the fetus.
Content themes
The beginning of the direct treatment of anomalies of the fetus, placenta and umbilical cord determine from 1982-1983, when the first were performed shunt surgery for hydrocephalus and hydronephrosis. In the next few years, imposed a moratorium on executions ventrykuloamniotychnyh shunts in hydrocephalus due to the high percentage of fetal death and inappropriateness results. Despite Expected instantaneous effect of chrezshkiryanyh draining operations for hydronephrosis and obstructive uropathy, design features first catheters adversely reflected on the frequency of their occlusion and displacement.
Global priority in fetal surgery belongs to a group of experts led by prof. M. Harrison of the Center for Treatment of fetal University of California (San Francisco, USA). This group in 1982 was successfully performed the first open fetal surgery: Overlay bilateral ureterostomy about urinary tract obstruction in a 21-week fetus.
During the subsequent decade in fetal surgery achieved success in the treatment of congenital diaphragm hernia, cystic adenomatous malformation of the lungs, as well as obstructive uropatiy.
Significant progress in this area of ​​medicine is made possible in the 90-ies of the last century due to the development of laboratory diagnosis of the fetus. Simultaneously animal study conducted pathophysiological aspects of potential abnormalities for surgical correction. After studying in the laboratory of surgical, anesthetic and tocolytic features of hysterotomy and surgery on the fetus was proven safety performance intrauterine operations.
Breakthrough in this area were quick technique bloodless hysterotomy followed by watertight closure of the wound, creating telemetry monitoring equipment of the fetus and the development of aggressive tocolytic therapy that prevents premature birth mother. Experiments on rhesus monkeys showed no negative influence fetal surgery for further fertility mother. Numerous series of ultrasound examinations as healthy fetuses and fetuses with various abnormalities allowed to map timing of surgical interventions and to identify the main criteria indications and selection for prenatal treatment.
Ethical aspects of fetal surgery
In relation to mother
Treatment fetus associated with a number of ethical, personal and social issues. Basic principle is risk assessment of intrauterine correction for maternal and further give birth. The risk of surgical correction must zrivnyuvatysya the risk of continuing pregnancy without correction.
Patients given full information concerning possible diseases and ways to correct pathology that is in the arsenal of experts about possible complications correcting fetal surgery, a further course of pregnancy and child development. Rights and safety of mother always stand above the interests of the unborn child.
So, dear procedure with a high risk to life, performance or future fertility of the mother is impossible
In relation to the fetus.
The main purpose fetal surgery is an opportunity to correct or interrupt various pathological processes that lead to the forthcoming tragedy fetus or threatening the life of the newborn. Medical Society of the mother and the fetus was developed sequence when selecting candidates for fetal surgery:
1. Accurate and comprehensive diagnosis of the disease with the evaluation of the degree of damage and excluding concomitant damage the fetus.
2. Installing weather occurrence of disease.
3. Clearly approval futility of treating the disease after birth due to zapuschenist pathological process.
4. Demonstration of intrauterine fetal correcting flaws in previous experiments on animals.
5. The operation in a specialized center correction intrauterine fetal malformations after approval by the couple on the basis of information provided by them versatile.
Rationality approach to the selection of patients for surgery is prevented formation of inevitable organ damage that remains after birth.
However, some severe and fatal malformations incompatible with life (eg, renal agenesis), in such cases it is recommended terminating the pregnancy. On the other hand, most anomalies successfully corrected after birth, while the bulk of pregnant women previously transferred to a specialized center, which conducted keruyemi birth and immediately after birth provide qualified neonatal and surgical care. And Finally, a third is a group of malformations, the progression of the time of birth leads to the inevitable, during life incompatible changes in the baby.
According to the defects, which are adjusted include those that interfere with normal development of the body. At present there are only a few thoroughly studied directly threatening life conditions that justify the risk of fetal surgery.


Detecting fetal abnormalities in early stages of development has been made possible thanks to the progress of prenatal diagnosis. Widespread is not invasive and invasive methods of examination deepened our imagination about the pathophysiology, development and prognosis of most birth defects. Such methods include prenatal ultrasound, fetal echocardiography, fetal NMRI, amniocentesis, biochemical blood vessels of the umbilical pool samples of chorionic villi.
Technique of fetal surgery
The best period to perform surgery is 18-30 weeks of pregnancy. After this period greatly enhanced contractile ability of the uterus and with it an increased risk of preterm birth, which is the most unfavorable point of fetal surgery. Surgical treatment is carried out in two ways: open - by opening the uterus and endoscopic. In the first case, the fetus is removed from the uterus and placed directly next section. Thus blood flow to the placenta is not interrupted. Is constantly dynamic monitoring of mother and child.
Telemetry equipment used during surgery allows rehistruvaty changes in the heart muscle of the fetus, its temperature, pH and P02 of blood and amniotic fluid pressure. Small size forks (less than 30 grams) with battery (continuous operation for more than 4 months.) Facilitates observation and in the postoperative period. Tocolytic therapy begins with rectal administration of indomethacin, followed by halogenation, which provides relaxation of the uterus and is independent anesthesia for both mother and fetus. Muscle Relaxation in so doing promote the necessary blood flow in umbilical vessels. However, a slight excess doses of anesthetics can cause fetal and maternal myocardial depression and reduced placental circulation. Constant perfusion during operation warm Ringer-lactate maintains a constant volume amniotichnoho uterus, preventing the strengthening of its contractile activity. The second constant, a change which is inadmissible, is homeostasis, directly dependent on the utero-placental circulation. Operation completes the introduction of antibiotics and Ringer-lactate, tight suturing of all membranes and muscular wall of the uterus. In this case prevents the flow of amniotic fluid due to leakage of water on the background of contractile movements of the uterus.
The introduction of endoscopic techniques allow to minimize a number of complications, which primarily include premature birth, cooling and dehydration of fruit. Trocar (3-4, maximum diameter - 5 mm) inserted under ultrasound guidance. Terms mother is - on the left side to prevent compression of the lower Polo veins.
Postoperative management is carried out in the ICU, where continuously monitored arterial and central venous pressure mother figures homeostasis. Extended epidural analgesia reduces maternal stress, while allowing control uterine tone. After a few days on the background stabilization of general condition and eliminate the risk of preterm birth have transferred to the general office. Tocolytic therapy continues after discharge. Sonographic monitoring of fetal development is conducted each week until birth. Caesarean section is performed at break prolific shells or inability to further control the appropriate tone of the uterus, usually before the 36 th week.
Congenital diaphragm hernia (IDK). VDK is an anatomically simple bug that is exposed to adjustment after birth. At the same time removed from the chest cavity hernial cities and diaphragm defect ushyvayetsya. However, despite the simplicity of operational techniques, mortality among this group of patients remains high. Even in the case of apparatus for extracorporeal membrane oxygenation (ECMO) in silica, which is diagnosed before 24 weeks of gestation, the death of infants is 58-80%. This is associated with marked hypoplasia of lung tissue and pulmonary hypertension. Such immaturity New, despite that are needed for this week, or even months. After birth, ECMO time-limited support available in 1-2 weeks, respectively, patients with severe pulmonary hypoplasia doomed. Therefore, in the last decade intrauterine correction of defects is becoming more supporters. In numerous series on animals have conclusively shown that prenatal executed operation provides the time required for the growth and development of the lung parenchyma, morphometric characteristics which differ little from healthy tissue.
Being in the chest cavity left the fate of the liver is the main technical barrier correction of defects, as its simple Revert the abdominal cavity affects blood flow in umbilical veins. At the dawn of fetal surgery has been popular so-called two-step operation: removal prolabuyuchoyi hepatic fate, reconstruction of the diaphragm and the mechanical increase in the volume of the abdominal cavity after "re-acquisition of the".
But this consequent occlusion of venous duct, which was originally located above the diaphragm, pledged to abandon this technique. Accordingly, the definition of thoracic location of the liver is the most important tactical point. This solved during or ultrasound with color Mapping (estimate blood flow in the umbilical veins and venous duct) or by scanning in the sagittal plane NMR tomography. Existing medical diagnostic algorithm developed by VDK Center Staff Treatment of fetal University of California (San Francisco, USA).
If silica is isolated to 24 weeks gestation, family members are invited to make a choice of the following options: 1) to terminate a pregnancy, and 2) to bear a child to term and to continue treatment in the intensive care unit (with an expected favorable prognosis no more than 58%); 3) try to fix the bug of prenatally. Recommended algorithm and modern ultrasonic parameters help with the definition of treatment. In the case of the formation of silica at later stages of gestation, as well as hypoplastic lung parenchyma and minimal offset of the mediastinum and stomach optimally conducts treatment after birth. Fetal correction is made in the presence of these factors - early education silica, a significant shift of the mediastinum, enlarged stomach into the chest cavity, minimally rendered lung tissue, and polyhydramnios.
Search for new surgical approaches to the treatment of silica ended development methodology temporary occlusion of the trachea (TLPR - tamponade lungs to fully develop). Thus by preventing physiological outflow of fluid from the airways of the fetus increases the pressure in the lung tissue, which in turn promotes hipoplazovanyh lungs and the return of the abdominal cavity. Cases of excessive proliferation of lung parenchyma beyond the diaphragm.
Against this background, both are stimulated trophic factors. Pulmonary mass increases due to direct hyperplasia rather than hypertrophy. TLPR performed endoscopically and open way, internally and in terms pozaprosvitno 24-28 weeks. gestation. Provided various ways occlusion of the trachea - the introduction into the cavity occlusive plugs, overlay clips, setting the cylinder and umbrellas that change their volume during fetal growth. The comparative analysis of different methods of correction silica confirmed the high efficiency TLPR. Using minimally invasive techniques productions tracheal obturator reduces the risk of premature birth, which is the Achilles heel of fetal surgery.
Obstruction of the urinary tract (OSSH). Occurs as single-and double-sided OSSH. Hotel location is different. In the first case, a favorable prognosis with respect to postnatal functioning not only urinary system, but also the lungs. Bilateral OSSH, especially in combination with oligohydramnios often results in the loss of a child after birth next time. The boys usually cause bilateral lesions of the posterior urethral valve will appear. For girls the same characteristic Cloacal anomaly associated with chromosomal defects. Damage to the renal parenchyma ranged from moderate to severe hydronephrosis expression dysplasia. Observed in OSSH clear connection with the development of the lungs. Oligohydramnios due to critically low urine production fetus initiates processes hypoplasia of the pulmonary parenchyma. Perinatal mortality due to renal failure that develops against the backdrop of the posterior urethral valve in the absence of intrauterine correction reaches 50%. Ultrasound diagnosis in combination with biochemical studies of fetal urine can formulate the indications for correction of fetal defects. Renal dysplasia is characterized by increased echogenicity and numerous cysts in the cortical layer of parenchyma. Renal failure is manifested by high levels of urinary electrolytes and β2-microglobulin. Approximately 75% of fetuses with dilated urinary tracts do not require intrauterine correction. Average degree of bilateral hydronephrosis kidney transformation without reducing the volume of amniotic fluid is adjusted mainly after birth. However, the downward trend in both renal function and volume okoloplidnyh treatment is justified intrauterine intervention. The main method of fetal bladder decompression is cherezshkiryana installation shunt under ultrasound guidance. If this operation is necessary before 24 weeks of gestation, tsystostomiya held open method. taking into account the increased risk of premature birth. Growing interest generates Appliances chrezmihurovoho fetoscopic laser posterior urethral valves sectional. Trocar with a thin endoscope, avoiding the wall of the uterus and bladder, enters the lumen of the latter, to assess the condition of the mucosa, the confluence of the ureters and localization urethral valves. Timely executed operation, aimed at unloading the urinary tract, prevents decreased volume of amniotic fluid and irreversible pulmonary and renal hypoplasia.
Sacro-coccygeal teratoma (CCP). KKT - tumors, which often occurs in the neonatal period with minimal risk of malignancy and a good prognosis. However, the emergence of pathology at the early period of gestation (18-20% of the total), especially in combination with generalized edema of the fetus, leading to his death. This is associated with the development of heart failure on the background of the arteriovenous shunt tumor. Additional syndrome "mirror" the mother occurs because platsentomehaliyi mentioned above and edema. The aim of intrauterine correction, which is usually carried out at 28-31 weeks, is the termination of the arteriovenous shunt. During the operation of the uterus derived directly concerned area. After visual selection vascular pedicle ligation imposed on it. Tumor rezekuyetsya possible maximum. Later mother designate the reception dexamethasone.
Removing CCP, which in size comparable with the head of the fetus provokes rapid reduction in the size of the uterus. In this case, a constant perfusion during surgery warmed Ringer-lactate can maintain constant volume okoloplidnyh waters. Drastic changes in the working conditions of fetal heart dictates tight sonographic control throughout pregnancy. An alternative way to open ligaturing is fetoscopic coagulation specific vessels. Final removal KKT performed immediately after birth. Fetal surgery leads to the disappearance of edema of the fetus, but its performance on the background and platsentomehaliyi syndrome mirrors that evolved questioned favorable prognosis.
Another tumor, which leads to generalized edema and heart failure fetus is horionanhioma. Big its size (more than 5-7 cm) emphasize expressed therein arteriovenous shunt. The purpose of fetal surgery is endoscopic coagulation of vascular anastomoses tumor. Finished removing the last held in the near term after childbirth.
Miyelomeninhotselye. Neural tube defects occur less frequently, due to the developed technique early α-fetoproteinovoho screening. Since the disease early does not involve a threat to life, the question of intrauterine correction of defects strongly tied to risk of premature birth. However, progress fetal surgery to constantly expand the assistance provided. For in miyelomeninhotselye severity of neurological disorders including depends on the length of mechanical injury and amniotic aggressive action Wednesday to structure the spinal cord. The operation is performed on the early period of gestation (20-23 weeks of fetal development), as previously correct the defect increases the chance of adequate spinal cord. Surgery is performed as an open and endoscopic methods. In the first case, the operative technique did not differ from that after birth. During fetoscopic correction defect closure spinal cord is made with the help of allogenic bone paste.
Stenosis Silviyeho plumbing. Handicap outflow of cerebrospinal fluid leads to expansion of the ventricles, compression of brain structures and further manifestation of neurological disorders. If the negative trend has been observed in utero, early ventricular decompression can avoid typical hydrocephalus disorders. Fetal correction lies in chrezshkiryaniy installation ventrykuloamniotychnoho shunt.
Blockade of heart. Most of the fruits of well-formed heart, but gradually progressive total heart blockade on the background kolahenosudynoho disease in mothers born without intrauterine correction. However, in small part because of bradycardia (heart rate less than 50 per minute) may develop generalized edema with loss of the fetus. In case of failure of β-adrenoceptor antohonystiv and steroids performed intrauterine implantation of pacemaker (open or endoscopic means).
Stenosis of the pulmonary artery or aorta. Diagnosis of defects does not foresee difficulties for sonography. Contents of the operation lies in cleaning obstacles to the flow of blood through the aortic or pulmonary valve. This is done by chrezshkiryanoyi balloon dilatation space narrowing.
Stenosis or atresia of the trachea. In fetal syndrome congenital upper airway obstruction found in large masses, but inefficient lungs. This is due to their pereroztyahnutistyu because liquid that gathered in the airways. In this case, fetal tracheostomy is performed as the first stage of treatment malformations.
Malformations facial skeleton. Proved that wound healing during pregnancy occurs without scar formation. Fetal development technology enables fully use this feature fetus. Correction "wolf paste" and "cleft lip" (defects that often occur after birth) is not always accompanied by satisfactory cosmetic effect. Fetal correction data defects to avoid scarring, breach formation of the skull and facial nasal cavity. The results can be regarded as an example for all cosmetic surgery.
Amniotic bands syndrome (SAT). SAT is a whole group of fetal malformations, which are accompanied by amniotic constrictions. Early effect eliminating their collection can eliminate differ in the degree of severity of disorders of the extremities, as well as their possible intrauterine amputation. Diagnosis is made by normal ultrasound. The operation is performed fetoscopic at 21-24 weeks of gestation. During such operations usually enough prokoahulyuvaty and cross the existing cord. Simultaneously, the visual diagnosis of possible related defects. Restoration of blood supply to the extremities carried out immediately at the completion of the transaction. It is necessary to control the complete restoration of functional freedom.
Feto-fetal transfusion syndrome (FFTS) and fetal syndrome akardiyi-atsefaliyi (FSAA). A small percentage of cases of twin pregnancy in the placenta may be abnormal general chorionic vessels. Perinatal mortality in FFTS and FSAA reaches 75%. Excluding data from the general vascular blood flow to fetal surgery is being done under the supervision of percutaneous ultrasound, endoscopic or open.
During the last 20 years there has been looking at how to cure many diseases newborns who were previously incurable. The development of high diagnostic and surgical technologies, improved techniques of prenatal opens up new possibilities for helping your child at the stage of fetal development. The road fetal surgery is seen in the development of minimally invasive technologies and implemented, spread spectrum treatment and ultimately distribution on narrow areas (thoracic surgery, neurosurgery, etc.) similar to those seen in pediatric surgery.

Materials for self-
Situational tasks
Task 1. At 15 weeks pregnant woman with ultrasound detected fetal congenital diaphragm hernia. Obtained consent for fetal surgery. What is the duration of pregnancy is the most favorable in fetal surgery?
Answer:
18 -30 weeks

Task 2. An examination of a pregnant doctor used a fetal ultrasound and found renal agenesis. A recommended stop pregnancy. Why?
Answer:
This issue is not penal in utero and is not compatible with life.

Problem 3. When fetal ultrasound revealed omfalotsele. Pregnant women perevyly in a specialized center for keruyemyh birth. Which defects classification refers omfalotsele?
Answer:
This malformation that correctional after birth.

Problem 4. Intrauterine fetal surgery performed through an open uterus. Gynecologist conducted after removal of fetal sacro-coccygeal teratoma pretty tight closure of all membranes and muscular wall of the uterus. Why is this done?
Answer:
Large suturing prevents leakage and flow of amniotic fluid due to uterine contractile movements.

Problem 5. Pregnant woman offered intrauterine fetal surgery syndrome amniotic strand, recommended cross amniotic constriction, but women increased contractile ability of the uterus and increased risk of preterm birth What better way to perform surgery?
Answer:
Endoscopic, minimized a number of complications, premature birth, cooling and dehydration of fruit.

Tests
1. In which pregnancy should be carried ultrasound to detect fetal congenital malformations of urinary system and the gastrointestinal tract:
A. At 28 weeks of pregnancy
B. At 7 weeks of pregnancy
C. At 14-18 weeks of pregnancy

2. What methods during pregnancy least invasive and most reliable for the diagnosis of fetal malformations:
A. Plain radiography
B. Computed tomography
S. Ultrasound

3. Stretch stomach is in the chest in this fetal ultrasound shows:
A. esophageal atresia
B. Obstruction of 12 duodenal ulcer
C. Orifice bifida

4. Where to screening conducted by analysis of maternal serum blood levels alfafetoproteinu:
A. Congenital heart system
B. Congenital malformations of the neural tube
S. Congenital musculoskeletal
5. In pregnant for 26 weeks \ in this ultrasound revealed oligohydramnios. What kind of bug fetus can think of:
A. Congenital malformation of the gastrointestinal tract
B. 2-sided hydronephrosis
S. diaphragm hernia
Endoscopic methods of operations.

1. Background: The level of development of modern medicine dictates the search for new treatments, particularly at the intersection of several disciplines. Significant progress has been made in the technical equipment of surgical interventions in children.
The introduction into clinical practice fibroendoskopiv allowed not only greatly improve the diagnosis of diseases of the gastrointestinal tract, but also introduce a number of treatments. Among the techniques of surgical endoscopy especially valuable biopsy, excision of tumors of the stomach, duodenum and large intestines, upper airway opening parent membranes, stop bleeding, and leaders of the probe for bouginage strictures. Became effective endoscopic methods create artificial fistulas of the gastrointestinal tract, papillosphincterotomy and endoscopic cryosurgery sclerosing varices of the esophagus and stomach. In urology - opening ureterotsele, summing gel stenting.
2. Specific objectives:
1. Know the basic principles of the system of endoscopes.
2. Classify and analyze the typical clinical picture of disease of the gastrointestinal tract and the tracheobronchial tree.
3. Analyze the indications and contraindications for endoscopic intervention.
4.Proanalizuvaty preparation conditions and complications that can occur during endoscopic intervention.
5. To demonstrate the principles of treatment of diseases of the digestive and respiratory tract, urinary tract malformations.
6. Based on the data obtained endoscopy to perform differential diagnosis of defects and diseases.
7. Identify development forecasts of children with varying pathology.

4.2 Theoretical questions to studies.
1. What types of flexible endoscopes?
2. What are the indications for endoscopic surgery?
3. What are the contraindications for endoscopic surgery?
4. What are the main stages polypectomy?
5. What rules should be followed in the early postoperative period?
6. What do you know polypectomy complications?
7. What sclerosing drugs that are used for varicose veins of the esophagus?
8. What Do You Know the indications for removal of foreign bodies stomach?
9. What determines the success of endoscopic papillosfinkterotomiyi?
10. Endoscopic summing gel Wust ureteral stenting and dissection ureterotsele.
The development of endoscopy.
Endoscopic diagnosis of gastrointestinal tract began to be used from the end of XVIII century and has evolved several stages, and marked improvement of the equipment and the introduction of new methods.
The beginning of the first phase should be attributed to the end of 1795 when RN Bozzini made apparatus for the study of rectum and uterus, using as light a candle. [Berry L. , 1974]. In 1826 H.L. Segales reported using advanced machine RN Bozzini. A.G. Desormeaux in 1853, used for lighting during endoscopy alcohol lamp, which allowed a more detailed look at the rectum. A. Kussmaul in 1868, put into practice methods gastroscopy using a metal tube with a flexible obturator.
By the early 70-ies of endoscopic equipment used mainly for studies of adults, because the large size limit its use in pediatric practice, except for special models of hard-ezofaho, Recto-and bronchoscope.
Fibrooptychni endoscopes were used in 1971, when the company «Olympus» were developed thin managed fibrogastroscopy [Gans SL, Vehci G., 1971; Gans SL, Gohnson D., 1976]. Along with special gastroscope some authors [Gans SL, 1976] was used for examination of the stomach fibrobronhoskopy, especially in studies of young children.
Basic principles of system endoscopes
Modern endoscopes are complex opto-mechanical devices that are inserted into the internal organs and cavities of the body. With their help conducting diagnostic studies and therapeutic manipulation tool that passes through the channel endoscope.
All endoscopes are characterized by three main systems: the transmission of light that provides illumination research object, the system image transfer from the object to the eye of the observer and the mechanical system, which is needed for the devices for anatomical canal, as well as various manipulations which accompanied by endoscopy.
Tubusni endoscopes (esophagoscopy, cystoscopes, Rectoscope) are simple devices as polyh metal tubes through which the right eye is viewing oral object. Tubusni endoscopes usually fitted with a magnifying glass mounted on the end of the system, where is located the eye of the observer. Dandruff can be considered an object at a slight increase (about 1.5-2 fold.).
The optical system of the endoscope lens optics is usually done as a separate node optical tube, which is a thin-walled metal tube with engraved into it many optical elements, they convey the image of an object to the eye of the observer. Nowadays in optical tubes endoscopes used Fast optical system consisting of rod lenses. This optical system has improved lens that consists of more elements and more complex system image transfer.
In hard tubusnyh endoscope fiber for transmitting light mounted directly in the tube (between two rigid metal tubes) or placed in a separate rigid metal tube that is introduced into the lumen of the tube. Flexible fiber cable to transmit light from illuminator to the lightguide hard endoscope done with elementary beam optical fibers coated with a special film that allows the cable bend without breaking fibers. Fiber cable has standard sizes, providing work endoscopes with different light projectors. Device rigid endoscopes mechanical system depends on the functionality of a particular endoscope.
Flexible endoscopes with fiber optics differ from the hard fact that their working part performed flexible. This ensures the implementation of the endoscope in curved channels and anatomic study hard and deep-seated cavities. To transmit light using fiber bundle with irregular concluded elementary optical fiber, like fiber, is used in rigid endoscopes.
1.Zhorstki (rigid) endoscope.
a) esophagoscopy;
b) bronchoscope;
c) proctoscope.
2. Flexible fibroendoskopy:
a) ezofahohastroduodenoskop;
b) fibrokolonoskop;
c) bronchoscope.
Operative Endoscopy
The method of electrocoagulation of rectal polyps during rektoskopiyi widely used in adults and in children. However, manipulation through fibroendoskop different number of features. Chief among them is the fact that all operations are performed on endoscopic intraabdominal organs, so any injury can lead to dangerous complications such as peritonitis.
Removal of benign entities.
Attempts to cut polyps metal loops that were made earlier, as well as injectable treatments polyps have not found wide use because of the frequent massive bleeding due to inadequate hemostasis. Only after the introduction into clinical practice Electrosurgical techniques, endoscopic polypectomy gained considerable popularity. Nowadays, many hospitals have accumulated experience of many thousands of such interventions.
In pediatric practice, this technique is now widely used. However, in the works of many authors discussed the role and place of endoscopic polypectomy in children. These results allow us to recommend this effective and relatively low-invasive treatment of polyps of the gastrointestinal tract for use in general clinical practice.
Indications and contraindications. Ability to remove the polyp through fibroendoskop depends on anatomical (macroscopic) type of polyp.
Endoscopic polypectomy is possible with polyps on the stem, regardless of the size of the head, and the polyps on a broad basis, provided that the base does not exceed 1.5 cm in diameter. When polyps with wide legs than 1.5 cm, intervention research can be carried out by specialists using special techniques.
Common contraindications to endoscopic polypectomy are the same as before the diagnostic study, but if the polyp is the source of life-threatening bleeding, these contraindications are relative.
Contraindicated endoscopic removal of villous tumors, stretching and do not have clear boundaries. Since the majority of cases in children are juvenile polyps, the size of structures is not a contraindication to removal, especially in childhood malihnizovovani polyps almost never occur.
Contraindications to endoscopy
- Local - ulcer;
- General - hemorrhagic diathesis, blood diseases, portal hypertension
Training is conducted in the same way as in the diagnostic study. All endoscopic surgery in children performed under general anesthesia. It is only to point out that before the removal of colon polyps should examine the entire colon to determine the number and location of polyps.
Methods polypectomy. Endoscope to spend polyp, examine it, then on foot polyp impose loopy electrode cinch it and giving it a high frequency, cut off the polyp. Depending on the type and location of endoscopic polyp using various methods and techniques.
When a polyp on a long stalk looped electrode placed upon the foot closer to the head. Strangulation legs should not be excessive and prolonged as hard loopy electrode can cross legs an octopus, resulting in intense bleeding that is difficult to stop. Once loopy electrode tightened on the stem, changing modes of coagulation and cutting, cross leg polyp. Supply current loopy electrode should be short-term (2-3 pp.), with intervals of 1-2 sec. While supplying current to the electrode head loopy polyp constantly shifting movements of the instrument did not have to burn the body wall in the place where the head of the polyp touches to it.
Polyps are small diameter (less than 1.5 cm) on a broad basis removed this way. Polyp grab loop at the base, tighten it, then assign it to the center of the lumen of the body to form psevdonizhka of mucosal then spend coagulation and clipping polyp.
When removing polyps that have a broad base (over 1.5 cm) polyps removed piecemeal. Summary of the method is that the capture and excised much of the polyp. Then napivrozkrytoyu loop again coagulated cut off part of his way to cause destruction of the foundations that remained. Reintervention spend 2-3 weeks. By this time there is necrosis and rejection of coagulated tissue polyp is much smaller than in the primary intervention. Multistage method can be removed polyps with juvenile structure. This technique is also used in removing polyps in the large leg to avoid bleeding from large vessels such legs.
Polyps are small (diameter less than 5 mm) Looped grab electrode is difficult, therefore, to remove them using diathermic coagulation method described C. Williams (1974). The essence of the method is that the polyp biopsy forceps grasp so formed psevdonizhka, then curling submit current, resulting in coagulation of tissue that surrounds the tongs, and some polyp that is inside the forceps, remains intact and suitable for histological examination.
Intervention may be single or multiple depending on the number of polyps. Repeated polypectomy stages separating interval of 10-15 days. Stepwise endoscopic polypectomy is used for diffuse polyposis of the gastrointestinal tract in children as an independent intervention or as one of the stages of combined treatment.
Multiple polypectomy may be the main treatment in patients with diffuse polyposis in the absence of severe anemia and metabolic disorders. In these patients, at each stage of intervention dignity any one section of the colon. First remove polyps from the colon of where the largest of them. In children, this department usually happens cecum.
In total forms of diffuse polyposis, when the process involved all the organs of the gastrointestinal tract, endoscopic polypectomy is possible in the least affected organs.
In juvenile forms of diffuse polyposis, endoscopic intervention in the stomach, small and large intestines is often carried out at hamartomnomu polyposis in which polyps are not prone to retsyduvannya and their malignancy is extremely rare.
Endoscopic polypectomy is both total biopsy of the polyp, so after electrocoagulation it must extract. To do this, use suction to the distal end of the polyp endoscopic or capture polyp forceps biopsy and other instruments.
After clipping polyp examine his leg, then the distal end of the endoscope closer to the polyp and create vacuum in the aspiration endoscope, thereby polyp fixed to the distal end of the apparatus. Pull polyp by aspiration perhaps only using endoscopes with end optics. When using devices with lateral optics can not create a vacuum and polyp not constrained by the entrance to the channel biopsy.
Thus, the extraction of each polyp associated with repeated administration apparatus. Deleting multiple polyps in children should extract only the largest of them.
Deleting multiple colon polyps can use the following methods of reception: after surgery child is prescribed a cleansing enema, and all polyps breaking flushing water. If such method is difficult to define location of each polyp, but in children it is not essential, since malignancy occurs rarely.
Complications. Endoscopic polypectomy as Every surgery is accompanied by some risk of complications, the most dangerous are organ perforation and bleeding. Perforated wall of the stomach and intestines usually caused by methodological and technical errors. Treatment of perforated gastric and colon surgery (laparotomy, closure of the defect).
Bleeding after polypectomy can begin immediately after clipping polyp or after 3-7 days after surgery. Bleeding that occurs immediately after clipping polyp caused inadequate hemostasis. Deferred bleeding occur 4-7th day after surgery due to rejection scab, ulceration and erosion of the vessel, which is in the cult.
If you have any bleeding after clipping polyp should try again grab a leg and make it coagulate without clipping. If the vessel that bleeds, we can not see, then perform a set of conservative measures: applying hemostatic means conducting plasma transfusion, erytromasy, gastric lavage or enema with cold water (3-4 ° C). Conservative tactics will stop the bleeding in most patients.
If bleeding continues, reduced blood pressure, and there are other signs of bleeding continues, shown urgent surgical intervention.
Postoperative period was divided into early and late. In the early postoperative period after endoscopic polypectomy requires strict bed rest for 3 days. On the first day after polypectomy prescribed cold on the stomach, control the level of blood pressure, hemoglobin, hematocrit, drinking 2-3rd day; bezshlakovu diet, in the absence of the chair - light laxatives (liquid paraffin, magnesium sulphate solution). In diffuse polyposis colon when a lump is removed 10-15 polyps and more, and after removal of polyps larger than 3cm by fragmentation may experience fever to subfebrile digits, sometimes patients complain of abdominal pain, while pain on palpation along the intestine especially in remote projection polyps.
Duration late postoperative period determined by terms of full recovery of the mucous membrane of the digestive tract after endoscopic intervention, including comorbidities. On average, it is equal to 1 month.
The basic principles of diet therapy after removal of polyps in the stomach include mechanical, chemical and thermal calm mucosa of the gastrointestinal tract. It is advisable to appoint postoperative ulcer diet, table number 1 (in MI Pevsner). Food is often the patient takes, 6-8 times a day, which helps prevent peptic hypersecretion of the mucous membrane of the stomach and duodenum. In order to create mukoznoho protection, which is especially important if the stomach "fresh" ulcer, you must add the mucous soups. Patients with the following comorbidities is recommended to keep this diet for 1 year. After the clinical laboratory and endoscopic examinations at 1 year, with no signs of acute concomitant disease diet therapy overturned, but endoscopic control must be repeated annually.
In patients with colon polyps diet is the basic principle of functional bowel rest. For this purpose, appoint Table 4 (in MI Pevsner). Diet should keep for 1 month, and during the subsequent month for children of preschool and school age limit intake of certain foods (spicy, salty, seasoning, etc..).
Autopsy incomplete membranes
This method can be used only if there is a hole in the membrane and in the absence of stricture below the membrane. Interventions carried out under radiological control. According to the membrane through a thin catheter, through the biopsy channel of an endoscope, injected contrast material for inspection divisions that lie below. Convinced that there is no restriction in the hole injected papillotom and cut through the membrane in three directions. To avoid re-scarring, Looped electrode excised flap, formed.
Conducting probe and conductors for bouginage strictures.
Indications. Violation evacuation of the upper digestive tract in the early postoperative period (duodenostasis, swelling anastomosis) for enteral nutrition and elimination of dynamic intestinal intubation impenetrable shows the upper small intestine.
Natural passage of the probe (even the type of Miller-Abbott, Cantera) usually can not get. Endoscopy of the probe is the only way possible. Technically, this manipulation difficult.
Methods. Probe fixed to the endoscope thread that held through the biopsy channel or fixed at the distal end of the forceps biopsy. At the gastroscope probe is carried out in the right department and left there for some time.
The second method is more suitable when necessary enteral nutrition. Once gastroscope held below the anastomosis through the biopsy channel of promoting long thin polyvinyl chloride tube that remains in the lumen of the duodenum. This thin tube may serve as a guide for the larger diameter of the probe, and buzhiv at rubtsovomu stenosis.
When superimposed gastrostomy to bouginage cicatricial strictures of the esophagus ligatures greatly facilitated by endoscopic control. The thread can be introduced through the endoscope (by mouth or via gastrostomy) or biopsy forceps.
Endoscopic methods of creating artificial fistulas of the digestive tract.
Percutaneous gastrostomy.
Indications. Swallowing disorders in children with diseases of the nervous system, in which a very high risk of joint pain.
Methods. Use gastroscope with end optics (such as the GIF-P2, GIF-QW), diathermic loop catheter Pettsera number 16 on a scale Frenha.
Methods of manipulation described Gauderer and et al. (1980). Abdominal wall is treated the same way as for laparotomy and closed sterile cloth. In line connecting the navel and the middle part of the left costal arch, infiltrate 0.25% novocaine solution point on the border of the middle and upper third of the line. Thin scalpel make a skin incision length of 3-5 mm, nadsikayut as cutting sheet rectus aponeurosis.
Gastroscope introduced through the mouth into the stomach, which straighten the air so that it pushed the liver, spleen and colon of the planned puncture site. Making sure that the wall of the stomach firmly against the anterior abdominal wall, thin or thick trocar injection needle pierce the anterior abdominal wall and the anterior wall of the stomach under control gastroscope. A needle carried a silk thread, which will serve as a guide. End of capture Looped electrode, through the biopsy channel gastroscope and extracted with endoscope. By the end of the threads fastened Pettsera catheter with a special needle at the distal end, and then pulling the thread by catheter guided through the esophagus into the stomach and then through the abdominal wall and fix it.
This described technique is not accompanied by complications, and Gastrostomy functioning well.
Such interference can not be done in patients with narrowing of the esophagus, in which the possible formation gastrostomy controlled laparoscope.
Endoscopic papillosfinkterotomiya
Endoscopic papillosfynkterotomiya (CRT), first performed in 1973, L. Demling, M. and Slassenu Germany and K Kawai and co-author.
A necessary condition is the existence of papilotomiyi modern X-ray equipment, the source diathermic current and reliable diathermic knife (papillotomy).
For extraction of bile duct stones after endoscopic CRT created Dormia basket, which can be hard and soft.
Indications and contraindications. Indication for CRT:
1) common bile duct stones in patients with gallbladder removed;
2) common bile duct stones without gallstones;
3) common bile duct stones and jaundice in the presence of gallstones;
4) limited benign papillary stenosis;
5) contraction and narrowing holedohoduodenostomy.
Contraindications to CRT is divided into local and general. Local include - long stenosis of the common bile duct, an anatomical region holedohoduodenalnoyi (long, narrow and pointed terminal portion of the common bile duct, the location of diverticulum BAN), inability to establish papilotom in the right direction and at the proper depth, the presence of strictures in the proximal common bile Strait. General contraindications are serious violations of the properties of blood coagulation, acute pancreatitis, secondary biliary cirrhosis coronary and pulmonary heart failure, severe systemic disease: recent myocardial infarction, diabetes, obesity, hypertension.
Methods. The essence of the transaction CRT is that after opening BAN one of the existing methods stones away spontaneously, or extracted by Dormia basket. Technical performance and success of CRT determined knowledge of anatomy papilloduodenalnoyi area, especially sphincter apparatus, precision visual and radiologic diagnosis changes prostrumovyh BSD systems and duodenal ulcers, the possibility of control over the location papillotoma in BAN and bile duct (not in the main pancreatic duct) and others.
CRT may include the following steps:
1) duodenoskopiyu, which allows to study the anatomical and topographical features papilloduodenalnoyi region;
2) the introduction and proper installation papillotoma;
3) section BAN;
4) complete the mechanical extraction of stones and implementation of a number of medical interventions - washing common bile duct antiseptics, drainage of the biliary system, etc.;
5) control study to evaluate the results of operations and determining tactics patients.
The need for mechanical extraction of stones from the bile duct occurs in 22-64% of patients.
Mechanical extraction of calculus from the common bile duct is indicated for: 1) multiple, closely adjacent to each other stones. When you remove the lower basket of stones and manipulation destroyed their order, which facilitates migration of stones into the intestine, and 2) the presence of choledocholithiasis and cholangitis when filling defects is a conglomerate consisting of small stones and zamazkoobraznoho detritus and 3) concomitant choledocholithiasis and acute cholecystitis in which contraindicated use of choleretic drugs.
CRT fails with: 1) stenosis BAN and killed it stone, 2) yukstapapillyarnomu diverticulum, 3) resection Billroth, 4) lack of experience of the doctor. The frequency of failures was 7-14%.
When the CRT there is a risk of serious complications for the correction of which have even resort to surgery. The frequency of complications varies in the range from 6.9 to 10.5%, the mortality rate is 0,4-2,3%.
Complications of CRT:
1. Perforation of the duodenum and bile ducts.
2. Occlusion of the common bile duct, which is spread, contrast material in pozacherevnu fiber.
3. Bleeding after CRT occur in 0,8-6,5% of cases.
4. Pancreatitis - one of the most severe complications of CRT.
Removal of foreign bodies
Create endoscopes and development techniques endoscopy not only greatly improved the diagnosis of foreign bodies located in the gastrointestinal tract, but that is of particular importance, have created the conditions for their successful extraction.
Endoscopic removal of foreign bodies of the pharynx and esophagus practiced long and has become a common method of treatment. Despite the widespread adoption of flexible endoscopes, foreign body esophagus better extract using rigid esophagoscopy, using different methods and techniques [Rozantsiv would. Since, 1961 birch E., Grigoriev M. C, 1965].
Equipment and tools. Especially opportunities for removing foreign bodies from the gastrointestinal tract opened modern fibroskopy that allow you to enter under visual control a variety of tools (hoe, hinges, baskets, magnetic extractors, diverse in form and purpose clamps). As shown by numerous statistical efficiency extraction of foreign bodies from the gastrointestinal tract in recent years has increased dramatically. Previously deleted mainly foreign body stuck in the esophagus, it is now possible to distinguish them from the stomach, duodenum, small intestine and colon.
Removal of foreign bodies from the esophagus using endoscopic appeared almost simultaneously with the birth of the method of esophagoscopy, whose age - more than 100 years [Mikulicz.J.1881]. So far, just words AI Savitsky (1940), who argued that the extraction of foreign bodies from the esophagus - this is an area where progress esophagoscopy can not compete with any other method. This provision further strengthened after the creation and practical implementation of endoscopes with glass fibers optics.
Thus, the main treatment in the presence of foreign bodies is to remove them by esophagoscopy. Success of endoscopic surgery largely depends on the correct choice of anesthesia. Local anesthesia does not always provide the conditions necessary for the safe removal of foreign body, especially in the hard endoscope. In all cases it is advisable to apply joint pain.
Select type of endoscope to remove a foreign body depends on:
1) the nature, size, shape and structure of the foreign body;
2) its localization and developed complications;
3) abundance and age of the patient;
4) availability of appropriate tools;
5) experience endoscopist.
During endoscopy endoscopist must establish:
1) is it possible to remove a foreign body not to cause damage to the esophagus;
2) determine which device should be applied;
3) select the manipulator, the most efficient and safest technique of foreign body removal;
4) select the type of anesthesia, the corresponding abundance of the patient and the nature of the operation.
Depending on the type of foreign body using various techniques. Common technical requirements for removal of foreign bodies: 1) all manipulations should be under constant visual control, 2) extract the foreign body is safer with a constant supply of air for straightening the folds and increased body lumen, and 3) capture foreign body should be strong and smooth extraction without violence and speeding, especially in the field of physiological narrowings and krikofarinhealnoyi areas where it is easy to damage the wall of the esophagus, and 4) after the extraction of a foreign body should immediately conduct diagnostic esophagoscopy to exclude damage to the esophagus and to clarify the integrity of the walls of the esophagus in an area where there was a foreign body.
Foreign body in the stomach. Most of these foreign bodies in children under the age of 12 years. Children during games swallow coins, marbles, keys and so on. Indications for removal of foreign bodies is long (more than 24 g) stay smooth foreign bodies in the stomach (coins, marbles, round toys), foreign bodies with a diameter greater than 2 cm and a length of more than 5 cm, sharp or irregular foreign bodies, provided that they not penetrated the wall of the organ. Standard biopsy forceps that are packaged baby endoscope to capture foreign bodies unsuitable.
Smooth foreign bodies extracted Dormia basket or Looped electrode. Endoscopic extraction of sharp or angular objects rather difficult, since the extraction they can injure the stomach or esophagus. Remove pins, razor blades, etc.., Conduct, protecting the esophageal wall outer tube, which wears on the endoscope or gastroscope conducted through hard esophagoscopy.
Another type of gastric foreign bodies in children is bezoary (tryho and fitobezoary). Tryhobezoary not amenable to conservative practices, and large sizes shown their surgery. Formation of small diameter (3-4 cm) can be removed endoscopically.
Fitobezoary can be dissolved papain, sodium bicarbonate and other substances that dissolve cellulose. Summing drugs should be combined with a mechanical grinding bezoara (Demling L., et a1., 1976).
Removal of foreign bodies from the colon
As mentioned, a foreign body in the colon can get from the upper gastrointestinal tract with food supply. It is necessary to remove mostly small sharp objects (needles, bone pins), taken root in the mucous membrane of the intestine.
The indications for removal of foreign bodies through the endoscope is a long finding them in one place, which is judged according to diagnostic radiological controls, and on the basis of clinical symptoms (pain, inflammation, and others.). Small foreign bodies extracted after colonoscopic investigation, during which determine the presence of a foreign body and the nature of its fixation in the intestinal wall, choose the method of removal. Most foreign bodies from the colon is extracted using polipektomichnoyi loop as well as the stomach.
Larger foreign bodies get into the colon through accidental or deliberate introduction of through the rectum. Random foreign bodies are usually heads of cylinders for enemas and thermometers. Intentionally introduced foreign bodies may be varied in form and texture (wood, glass, metal); often be seen in persons with mental disorders. To remove such foreign bodies often requires general anesthesia. Use as rigid devices - Rectoscope and flexible - syhmoskopy. Retrieves the foreign body through loops, grippers, sometimes curved end of the endoscope lodged by a foreign body.
Koprolity often reach large sizes and are able to close the lumen of the colon, causing the phenomenon ileus or bowel wall bedsores. In the absence of effect of enemas can try to destroy or remove koprolit with endoscopes. Not very large (up to 4-5 cm in diameter) koprolity can extract curved tip endoscope.
More appropriate to destroy them with diathermic loop, forceps and other instruments. After the destruction of them can be removed with normal cleansing enema. Doing surgery should only convinced of the impossibility to remove the foreign body through the endoscope.
Stop the bleeding
Treatment of acute gastrointestinal bleeding - one of the most difficult problems of modern medicine. With intense bleeding conservative measures do not always lead to positive results, and surgery aggravates the serious condition of patients. Trying to stop the bleeding during emergency endoscopic intervention is certainly justified. However, you should clearly identify opportunities to stop the bleeding with endoscopes.
When jet bleeding from blood vessels located at the bottom of the ulcer, any endoscopic manipulation contraindicated and patients need urgent surgery.
At moderate bleeding source is the vessel submucosal layer on the edge of the ulcer may conduct electrocautery. If a bleeding vessel, well identified, then spend his sighting coagulation. In cases where the area that bleeds, see clearly, the method used circular coagulation lining, leaving a 3-4 mm from the edge of the ulcer.
For parenchymal hemorrhage type of area irrigated hemostatic means (ε-Aminocaproic acid, hydrogen peroxide) or conduct chemical coagulation surface such that sawed alcohol. After stopping bleeding and ulcers drying surface it is applied plivkozahysnyy drug (lifuzol, hastrozol).
Such methods of stopping bleeding as overlay clips, coagulation laser, possible only in children older age groups as special pediatric instruments such appointment to be developed.
Hardening of varices of the esophagus and stomach
A special group among patients with acute gastrointestinal bleeding are patients with bleeding from sklerozovanyh varices of the esophagus and stomach, which caused bleeding is liver disease, increased venous pressure in the portal vein.
Despite the progress made in the surgical treatment of esophageal-gastric bleeding caused by soil portal hypertension, mortality after these operations remains high and varies from 20 to 50%, and recurrence of bleeding in 12.3%.
The method, which is used to stop bleeding or prevent it is hardening varices of the esophagus and stomach by introducing sclerosing drugs with a needle through the endoscope channel.
Patients with gastrointestinal bleeding езофагогастродуоденоскопічне conduct emergency research that allows you to set the source of bleeding. Usually in detecting bleeding from eroded sites varices of the esophagus spend measures to temporarily stop the bleeding (esophageal probe input - obturator, gastric lavage through him ice water, the total intensity haemostatic therapy, and others.). The proposed method is effective and sclerotherapy vein favorably mentioned above.
Indications and contraindications. Sclerotherapy varices of the esophagus shows the patient at an altitude of bleeding, which is contraindicated perform shunting operations with the presence of portal vein thrombosis or decompensated liver function, as well as patients with thrombosis previously imposed portokavalnoho anastomosis.
Methods. Hardening of the veins of the esophagus is usually carried out under local anesthesia. At esophagoscopy under the control of punktuyut vein below the source of bleeding and she injected 2-3 ml of sclerosing drug. Often these purposes varykotsyda 5% solution, 1% or 3% solutions trombovara. Then punktuyut vein above the spot bleeding and injected into it the same amount of drug. Then plot vein puncture between points pressed for a while distal end system, thus preventing the spread of the drug on vascular anastomosis upper vena cava. During endoscopy should trombuvaty no more than two or three varices as complete cessation of outflow through the veins of the esophagus has greatly increased venous pressure in the cardia of the stomach, which can lead to profuznoy bleeding from varices of this site. Repeated sclerotherapy varices of the esophagus, the remaining performing 2-3 days, and treatment includes 4.3 sessions.
Endoskopichnni therapies used in the treatment of pediatric urology bladder-ureteral reflux (MSR). Designed indications for endoscopic correction of MCP in children:
1. MSR-II levels, in cases where no effect of conservative therapy conducted within 6-24 months, accompanied by frequent recurrences of pyelonephritis.
2. PMR II-IV degree against neurogenic dysfunction of the bladder with symptoms of reflux nephropathy and changes in urodynamic parameters ATC with these conservative measures.
3. Primary vesico-ureteric reflux II-IV degree of kidney dysfunction, severe urodynamic disorders and frequent exacerbations piyelonefritu history.
4. The combination of MSR with abnormalities of the ureter, such as doubling ureteral ectopia and vnutrishnomihurova his eyes.
5. Relapses reflux after losing inefficient operational
The method of endoscopic correction is vnutrishnomihuroviy paraureteralniy submucosa implantation POLIAKRILAMID gel "Interfal" to create antireflux mechanism. Adequate endoscopic antireflux correction in the absence of anatomical changes ATC provided by using a standard technique developed Matushek (1986). Features of endoscopic correction MSR related options from structural and anatomical changes ATC, such as lateral cell ectopia ureteral reflux and the lower segment twice the kidney in its full doubling.
Objective criteria of input hydrogel under eye ureter were endoscopic picture of implant placement, kind eyes ureter after implantation rates profilometriyi ATC obtained before and after antireflux correction. The results showed that antyreflyuksnyy mechanism thus achieved by reducing the lumen, extending vnutrishnomihurovoho of ureter and increase the pressure gradient ATC.
In modern terms have been used such invasive treatments ureterohydronephrosis as endoscopic dissection ureterotsele, stenting of the ureters.

Tests:
1. What applies to rigid endoscopes?
A. laparoscope
V. Ezofahohastroduodenoskop
S. proctoscope

2. Select contraindications to endoscopic surgery:
A. Portal hypertension
V. ulcer
C. Chronic pyelonephritis

3. Complications polypektomiyi:
A. Malignization
B. Bleeding
S. Perforation body

4. What dietary table is assigned in the postoperative period?
A. number 1
V. number 5
C. number 15
5. What do you know complications CRT?
A. Pancreatitis
B. Aggravation pyelonephritis
S. Perforating 12 duodenum
 
Situational task.
Task 1. Baby 3.5 years at home played small toys; surprise baby choked on `made manifest anxiety, cough, breathing became more frequent, noisy, with cyanosis appeared nasolabial triangle.
1. Preliminary diagnosis.
2. Additional methods of research.
3. The method of endoscopic treatment.
Answers:
1. Foreign body airway.
2. Applies plain film of the chest upright.
3. Needed bronchoscopy, remove the foreign body, and assess the condition of the mucosa.

Task 2. Child 12 years, complained of constipation for 2-3 days during the last 2 months. After the act of defecation, stool impurities in fresh blood. Condition of the child is satisfactory. Other complaints there.
1. Preliminary diagnosis.
2. Methods endoscopy and treatment.
3. Further observation of the child.
Answers:
1. Rectal polyp.
2. Applies sigmoidoscopy if polyp roztoshovan more proximally, then fibrokolonoskopiyu.
3. . Depending on the size and type of polyp held its removal or biopsy, 1 every 6 months a check endoscopy.

Problem 3. Child 5 years complaining of general weakness, pale skin, periodically after defecation cal type "melena." In general, the analysis of blood anemia 3. The child clinically enlarged spleen to 7cm beyond the costal arch.
1. Preliminary diagnosis.
2. Methods.
3. Methods endoscopy and treatment.
Answers:
1. The syndrome of portal hypertension, bleeding from the dilatation of esophageal varices and stomach.
2. Additionally performed ultrasound of the abdomen.
3. In FEHDS established source of bleeding, sclerotherapy performed varices of the esophagus and stomach by introducing sclerosing drugs with a needle through the endoscope channel.

Problem 4. Child '14 complains repeated vomiting fresh with blood with clots for 3 hours. Last 2 days treated outpatients about SARS. Took to reduce the temperature of aspirin.
1. Preliminary diagnosis.
2. Method endoscopy and treatment.
Answers:
1.Hostra ulcer or stomach, or 12PK.
2. In FEHDS is the source of bleeding, with no effect of conservative therapy performed coagulation ulcer.

Problem 5. A child 6 years of suffering for 7 days for left-sided pneumonia. Suddenly appeared with dyspnea, anxiety, auscultatory breath left is performed. The X-ray left total eclipse of mediastinal shift to the left.
1. Preliminary diagnosis.
2. Method endoscopy and treatment.
Answers:
1. Atelectasis of the left lung.
2. A Sanatsiyno bronchoscopy. In addition to the general treatment of pneumonia several times to conduct Sanatsiyno bronchoscopy.
Parenteral and enteral FEEDING CHILDREN

1. Background.
In pediatric surgery often raises the question of the impossibility of feeding in the postoperative period and there is a need for parenteral nutrition (HRP) - providing the body with nutritious ingredients bypassing the gastrointestinal tract. In many evils and diseases of the HRP can get good outcomes of treatment and allow the child to recover.
2. Specific objectives:
1. Analyze the need for the appointment of parenteral nutrition (HRP).
2. Substantiate the indications for HRP.
3. Submit plan baseline examination before HRP.
4. Know the classification of essential drugs for HRP.
5. Interpret the advisability of a particular type HRP.
6. Analyze HRP.
7. Submit algorithm acts involving complications HRP and methods of prevention.

4.2. Theoretical questions to studies.
1. The concept of parenteral nutrition (HRP).
2. Indications of parenteral nutrition.
3. Putting drugs HRP through peripheral and central veins.
4. Conducting parenteral nutrition and infusion therapy.
5. The need for energy.
6. The need for glucose.
7. The need for insulin.
8. Need fats.
9. Protein requirements.
10. Preparations of amino acids.
11. Vitamins and minerals.
12. Algorithm HRP.
13. Complications HRP.

TOPICS CONTENTS.
Parenteral nutrition (Greek para - about + enteron - colon) - the body of nutritious ingredients (nutrients), bypassing the gastrointestinal tract. The quantity and quality of nutrients that enter meets such as in natural food. HRP used in mechanical obstacles in different parts of the gastrointestinal tract, functional impairment of the gastrointestinal tract complications during the postoperative period.
Parenteral nutrition in children indicated: severe gastroenteritis, necrotizing enterocolitis, idiopathic diarrhea, toxic dyspepsia, impaired intestinal absorption syndromes, condition after surgery for intestinal obstruction, bowel resection with intestinal anastomosis overlapping, diffuse peritonitis, fistula of the small intestine, large burns body near postoperative period after all the heavy operations on the gastrointestinal tract, the inability of artificial enteral nutrition. Often full of HRP is the only method of feeding a child.
Indications for early HRP in newborns:
- Premature babies weighing less than 1.500 kg, which links enteral load and ynfuziynoyi therapy is less than 90 kcal / kg per day (for the first week of life).
- All babies by the end of the first week of life totally do not get the 80-90 kcal / kg per day,
- Inability to enteral nutrition (surgical pathology, NEC ALV).
For the HRP using any vein, but in young children the opportunity to access venous limited. The most frequently performed major vascular catheterization in Seldynheru. Need a reliable external fixation catheter, the child could not remove it. Under certain conditions it is possible longstanding HRP and through peripheral veins, particularly in older children.
Peripheral vein.
Kateterizuyutsya by butterflies and peripheral catheters. Do not enter glucose solutions with concentrations greater than 12.5%! Less risk of thrombotic and infectious complications.

Peripheral catheters used in neonates with adequate venous access in the case when the projected need for parenteral nutrition for a long time. Concentration of solutions are introduced, should be no more than 10%, because at higher concentrations the risk of complications when ingested solutions under the skin is very large. In a parenteral nutrition via peripheral veins may provide calorie content of 80 to 90 kcal / kg / day if the glucose solution used in combination with fat emulsions.
The central vein.
Silastic Broviac catheter - a catheter with Rg-contrast label. External diameter - 1.3 mm. Deep venous line installation puncture (can not be used for transfusion of blood, blood products, blood).
Central venous catheters are recommended in cases where there is no access to peripheral veins need high calorie content, and limit the amount of fluid injected and Child with HMT (low birth weight), if the expected long-term parenteral nutrition - up to 2 weeks or more.
As an energy substrate by HRP in children using mainly glucose, which is the most physiological energy source.
Wide range of applications receiving fat emulsion. Apply in pediatrics as solutions of fructose, invert sugar, sorbitol, xylitol.
Parenteral nutrition of children can be a system of balanced parenteral nutrition (the Scandinavian system) and the system hiperalimentatsii (system Dadrika).
The principal difference is their use as energy substrates glucose and fat - in the first case and only glucose in the second. For both systems characterized by the simultaneous introduction of plastic and energy substrates. All drugs must be administered at the minimum speed (within 22-24 hours), which provides maximum assimilation imposed substances and reduces the possibility of complications. Preparations protein can be mixed with concentrated solutions of glucose, electrolytes, vitamins and trace elements. Mixing these substances in a reservoir of fat emulsions is not allowed.
Parenteral nutrition for a balanced system characterized by the introduction of doses of nutrients that meet the normal needs of the body, and can be held for a long time through peripheral veins in children of any age. Up to 40% of energy needs provided by the oxidation of neutral fat that is introduced in the form of fat emulsions. The need for carbohydrates offset input 10-15% glucose solution.
When parenteral nutrition is necessary for the system hiperalimentatsiyi catheterization large veins, so that solutions are used, are highly concentrated and can damage the endothelium of veins of small caliber. Long HRP under this system requires increasing tolerance of the body of the child to glucose for 2-3 days, which is achieved by a gradual increase in the concentration of solutions and doses. The main solution is to enter are: glucose solution and any protein product with the addition of the necessary quantity of electrolytes, vitamins and trace elements. Need microelements can be satisfied introduction of plasma 2 times a week for 10 ml / kg. Cancel "hiperalimentatsii" spend gradually to avoid hypoglycemic states. Insulin is not normally used. Allowable glycosuria to 1-2% of the administered amount of glucose.
Proper conduct of parenteral nutrition and infusion therapy.
Proper conduct of parenteral nutrition (HRP) and infusion therapy based primarily on accurate accounting violations, their comparison with the initial condition for reimbursement of necessary physiological needs, loss of water and electrolytes during surgery and due to other causes (drainage, vomiting and so n ). Losses are established on the basis of urine output, accounting discharge from fistulas and determination of plasma electrolytes.
Thus, in secret stomach contents of sodium ions in normal is 80 - 150 mg / l, and potassium 8.5 mmol / l, with the ileum - according 40-135 and 5-30 mmol / l.
Normal levels of sodium and potassium in the blood plasma was above.
When calculating the volume of fluid in the postoperative period could use the following numbers:
child aged 3 days to get a day 40-50 ml of liquid pa 1 kg body weight,
aged 5 days - 80-90 ml / kg,
10 days - 125 - 150 ml / kg,
3 months - 140-160 ml / kg
Child 2 years - 115-125 mg / kg,
10 years - 70-85 mg / kg,
14 years - 50-60 mg / kg.
When dehydration intravenous fluids containing 5-10% glucose solution, Ringer's solution. Instead latter can be used more complex salt solutions. In severe hypovolemia initially fill the required volume of blood plasma polyglucin and then injected glucose and saline.
In calculating the total amount of fluid can be guided by the above daily rate for children of all ages. Treatment of hydration is to limit or stop taking fluids entering hypertonic solutions of glucose, heart stimulants.
Newborns do not have stocks of nutrients and therefore tolerance to reduced hunger in them, especially when it appears related diseases. That is why nutrition should begin from 24 to 72 hours of life, because the main goal - to prevent weight loss and ensure growth.
Typically, a premature baby should be administered parenteral nutrition, which should continue until the amount of enteral nutrition will be quite adequate for meeting all the child's body.
The daily energy requirement:
          1 day lives - 10 kcal / kg
          3 night life - 30 kcal / kg
          5 night life - 50 kcal / kg
          7 day life - 70 kcal / kg
          10 day life - 100 kcal / kg
          from 2 weeks to 1 year - 110-120 kcal / kg
The need for energy:
 Calculation of energy needs for premature infants leads to mistakes, if applicable general recommendations without consideration of factors that affect this need, for example, the cost of energy.
 Recommendations for energy needs to be individualized, and we take into account its costs.
                                                      
Daily demand fetus / baby in energy
                                                                     kcal / kg / day
Revenues 90-160
Losses 70-130
● Costs 60-100
               - Metabolic rate at rest 45-65
               - Activity 10.5
               - Synthesis / food thermogenesis 10-25
               - "Factor disease?"
● Эkskretsiya 10-30
Accumulation 20-30
 
The need for energy:
● Depends on weight, gestational and postnatal age, the way revenues, growth, activity, temperature environment.
● Minimum metabolic rate in full-term baby rises from 35-40-55 kcal / kg / day to 100-120 kcal / kg / day
● Up to 110-180 kcal / kg / day for children with HMT on enteral nutrition
● To ensure proper growth of children with low body weight to income 125-130 kcal / kg / day and 3.5-4 g / kg / day of protein (Denne SC Semin Neonatol. 2001)
● Children on parenteral nutrition require less energy for adequate growth - 70-90 kcal / kg / d and 2,4-2,8 g / kg / d protein
● 100 kcal / kg / day in termoneytralnomu environment with minimum activity, complete digestion.
● Sick Children in stressful situations (sepsis, surgery, BPD) require more energy, but no more than 165-180 kcal / kg / day
● When a power 50-105 kcal / kg / day is the synthesis of fat from glucose.
● Revenues energy by increasing glucose only energy inefficient and imposes an additional burden on the respiratory system
● More than physiological in terms of energy balance and gas exchange revenues are intravenous nonprotein calories in the form of a combination of glucose and fat.
● The ideal ratio is achieved when energy flow
Carbohydrate, 40-60%
Fats 10-50%
Proteins 8-12%

The need for glucose:
● Glucose / in of major calories (40-60%).
● Monohidratna form of glucose for / in the introduction of the full oxidation gives 3.4 kcal with 1 g of glucose (34 kcal/100 ml of 10% glucose).
● The peripheral veins - to 12.5% ​​in the central - up to 25% glucose.
● glucose infusion rate is expressed in mg / kg / min
The initial rate of glucose in children with HMT 6-8 mg / kg / min
(In term 3-5, adults 2-3 mg / kg / min)
By the 14th day of life glucose tolerance increased to 12-14 mg / kg / min
Glucose solution:
 pH 3,1-3,5 10% glucose (risk of acidosis)
 Starter Solution
● If less weight 0,8-1 kg - 5%
● If less weight 1,0-1,2 kg - 7.5%
● If the mass of a 1.2 kg - 10%
Mandatory monitoring of blood glucose in 12 hours!
Gradual increase glucose load (step - 2.5% - 1.2 g / kg / day)
Load 12-14 mg / kg / min.
Exceeding this dose may interfere with the utilization of fats and lead to fatty liver!
In addition, the utilization of glucose doses may lead to excessive production of carbon dioxide!
The need for insulin:
If your blood sugar levels on a background of parenteral nutrition is 9.8 mmol / l, the rate of glucose utilization is increased, accompanied by glucosuria, increased mortality, the development of the MSC.
At this rate of hyperglycemia of glucose reduces the minimum to 4 mg / kg / min. If this persists hyperglycemia more than 8 mmol / l, spend ynfuziyu insulin 0,005-0,1 IU / kg / hour, followed by dose adjustment.
If your blood sugar is more than 10-12 mg / dL - the rate of glucose utilization is reduced (appointed insulin infusion).
Insulin:
● In case of hyperglycemia may use infusion solution simple insulin (0.05-0.1 U / kg / hour). Insulin is diluted by 0.9% NaCl solution or 5% glucose solution and injected through a separate venous access.
● Continuous infusion of insulin was relatively safe and effective in premature babies. There were no serious adverse effects. While existing treatment protocols response to insulin infusion was significantly delayed in children with NMT.
The need for fats:
● Provide 10-50% caloric
● Low content of adipose tissue and carnitine in premature complicates utilization of free fatty acids.
● It is recommended to use 20% fat emulsion containing less phospholipids.
● The initial dose of fat emulsion 0.5-1.5 g / kg / d, with subsequent increase of 0.5-1g / kg / d to achieve 3-3.5 g / kg / d.
● To provide the body essential fatty acids fat income should not be less than 0.5 g / kg / d
● Limit the input of fat to 0.5 g / kg / d with active infectious process and severe lung diseases, with hyperbilirubinemia
Calories 20% intralipid ® (Fresenius Kabi) 2 kcal / mol
Control the level of triglycerides, without exceeding the level of 150 mg / d
With the introduction of fats:
● Fat emulsions should arrive within 24 hours (not less than 20 hours)
● Fat emulsion is mixed with transparent solutions
● You can use "tee" before venous access.
● In the case of a central "lines" fat emulsion served in another vein.
● A mixture of fat emulsions with vitamins and extension cord should be wrapped with foil.
● For the infusion of fat emulsion should use a filter.
The need for fats:
● "Early" (≥ 5 days of life) designation lipids can not be recommended for rapid growth or prevent morbidity and mortality of preterm infants
● Fat emulsions (Lipofundin MCT / LCT, intralipid) begin to use the end of the first week of life, if you believe that up to 7 - 10 days of life the child will absorb 70 - 80 kcal / kg enteral.
Fat emulsions:
Lipids. Prior to the introduction of lipids to determine:
- ALT
- ACT
- Bilirubin
- Level tryhlytseridiv
Further determination of ALT and AST once a week!
Control: tryhlytseridiv level should not exceed (3 - 3.5 mmol / l)
rate (1.7 mmol / l).
Infusion rate should not exceed - 1.6 ml / kg hour (150 mg / kg / hour, 0.4 g / kg / hour)
With high content of fatty acids in plasma significantly increases their absorption and oxidation in liver during the synthesis tryhlytseridiv, leading to ketoacidosis.
In addition, the shortage of phosphates and choline neutral fat deposited in the liver, causing fatty infiltration, and in the most severe cases - fatty.
Protein requirements:
● 8-12% of the total calories.
● Value protein: nonprotein calories should be 1: 25-30.
● It should limit phenylalanine and methionine.
● You should put enough tyrosine, cysteine ​​and taurine, glycine, arginine
● Revenues amino 1-1.5 g / kg / d provides a zero balance protein in children with HMT
● For children with growth NMT is a need for admission protein 3-3.5 g / kg / d with an adequate flow of energy.
● Children with NMT tolerate parenteral amino income ~ 4 g / kg / d. It is associated with a moderate increase in serum urea and average weight gain without significant acidosis.
● limit the intake of protein in children with stress up to 2.5 g / kg / d (risk of cholestasis).
● Revenues more protein 5-6 g / kg / d may be dangerous.
Control tolerance to protein:
 Violation of tolerance to the protein may appear as:
-Increased urea and creatinine
-Increase in plasma ammonia
-Metabolichnyy acidosis
 Insufficient intake of proteins:
-Increased urea nitrogen (catabolism)
-Low albumin / prealbuminu serum
-Lack of weight gain despite adequate revenues calories
-Rapid weight gain due to edema
Preparations of amino acids:
Solutions of crystalline amino acids begin to be used for parenteral nutrition baby when:
● energy supply reaches 60-70 kcal / kg / day (2-3 days).
● If the child's condition at this point of time or stabilized immediately after stabilization of central hemodynamics and gas exchange, if it occurs after the 2nd day of life.
For parenteral feeding infants only used solutions of crystalline amino acids, containing a complete set of amino acids that are necessary for infants.
Ctartova dose district amino acids is 0.5 g / kg / day with increased her every other day at 0.25-0.5 g / kg / day to 2.0-2.5 g / kg / day. Assuming it takes to control total protein, urea, creatinine, uric acid, bilirubin levels. Total Control: Clinical analysis of blood every 2-3 days.
Do not through catheters for parenteral nutrition enter medications your sample of blood transfused blood products.
Vitamins:
Vitamins, water soluble and fat, served in fat emulsion.
If lipids are not introduced, the water-soluble vitamins are served in a solution of glucose and amino acids.
Drugs:
Soluvit N ® (Fresenius Kabi) - soluble
Vitalipid infant N ® (Fresenius Kabi) - soluble
The dose of 1 ml / kg / day
Start pryminyaty vitamins: fat soluble simultaneously with fats
soluble in conjunction with amino acids.
Trace elements:
Drug Peditrace ® (Fresenius Kabi)
The dose of 1 ml / kg of 2 weeks of life.
Trace Zn - 100 - 300 mg / kg
 Cu - 15 - 30 mg / kg
 Mn - 2 - 10 mg / kg
 Cr - 0.14 - 0.2 mg / kg
 P - 30-60 mg / kg
At the 1st week of life to
administered zinc 400 mg / kg / day (6.1 mmol / kg / day
Injectable Zn (Laboratoire Aguettant)
in 1 ml of 1 mg of zinc, 10 ml vials

Algorithm HRP:
● Quantification of fluid
● decision on the use of drugs special
● Quantification of concentrated electrolyte solutions
● Determination of amino acid solution
● Determination of fat emulsion
● Determination of glucose
● Correction of correlations between plastic and energy substrates
● Distribution of drugs during the day
Rating Food:
Growth:
- Daily weighing
- Weekly measurement of head circumference and grow
Indicators exchange:
- Glucose, electrolytes
 First 2-3 days daily, then 2 times a week
- Urea, creatinine, calcium, phosphorus, magnesium, total protein, albumin, total and direct bilirubin, alkaline phosphatase, cholesterol, triglycerides, hematocrit
Every week or every 2 weeks
- Specific density of urine recovery of substance, the total
Daily
Complications of parenteral nutrition:
1. Metabolic
- Hyper-hypoglycemia
- Electrolyte disorders
- Violation of vitamin metabolism
- Hyperlipidemia
- Deficiency of essential fatty acids
- Accumulation of aluminum and chromium
- Acidosis
- Azotemia hyperammoniyemiya
- Violation aminohramy plasma
2. Infectious.
 -Degradation child receives IW, primarily physician should give the idea of ​​sepsis.
 If, within 48 hours of the antibiotic or antibiotics after changing condition does not improve, you should remove all catheters for HRP, which is a hotbed.
3. Mechanical.
- Break catheter
- Breaks catheter
- Damage to the catheter
- Catheter thrombosis
- Thrombophlebitis
- Hydrothorax, pneumothorax, hemothorax, the syndrome of the upper (lower) Polo veins breach outflow from the limb vessels, perforating vessels.
Materials for self-
Situational tasks:
Task 1. Infant weighing 1.980 kg operated on the second day of life on esophageal atresia, membranous form. For the parenteral nutrition child should spend katerizatsiyu vein and prevent complications.
1. What access should be used for the HRP?
2. What solutions as an energy source is used primarily in infants?
3. The main criteria of HRP.
4. What complications should prevent a child?
5. What are the main metabolic complications.
Responses.
1. Central venous catheters are recommended in cases where there is no access to peripheral veins need high calorie content, and limit the amount of fluid injected and Child with ENMT if the expected long-term parenteral nutrition - up to 2 weeks or more.
2. As an energy substrate by HRP in children using mainly glucose, which is the most physiological energy source.
3. Proper conduct of parenteral nutrition (HRP) and infusion therapy based primarily on accurate accounting violations, their comparison with the initial condition for reimbursement of necessary physiological needs, loss of water and electrolytes during surgery and due to other causes (drainage, vomiting, etc. n).
4. The child may experience complications HRP: metabolic, infectious, mechanical.
5. Metabolic complications:
- Hyper-hypoglycemia
- Electrolyte disorders
- Violation of vitamin metabolism
- Hyperlipidemia
- Lack эssentsyalnыh fatty acids
- Accumulation of aluminum and chromium
- Acidosis
- Azotemia hyperammoniemiya
- Violation aminohramy plasma

Task 2. Infants with low birth weight 920hr receives parenteral nutrition from the second day of life a system hiperalimentatsiyi.
1. Which veins need katerizuvaty?
2. What is the main requirement for the HRP under this system?
3. Due to what will be satisfied with microelements?
4. How to spend abolition of hiperalimentatsiyi to prevent complications?
5. Complications during HRP.
Responses.
1. When parenteral nutrition is necessary for the system hiperalimentatsii catheterization large veins, so that solutions used are highly concentrated and can damage the endothelium of small caliber veins.
2. Long HRP under this system requires increasing tolerance of the body of the child to glucose for 2-3 days, which is achieved by a gradual increase in the concentration of solutions and doses. The main solution is to enter up of glucose and any protein product with the addition of the necessary quantity of electrolytes, vitamins and trace elements.
3. Need microelements can be satisfied introduction of plasma 2 times a week for 10 ml / kg.
4. Cancel "hiperalimentatsii" spend gradually to avoid hypoglycemic states. Insulin is not normally used. Allowable glycosuria to 1-2% of the administered amount of glucose.
5. The child may experience complications HRP: metabolic, infectious, mechanical.

Problem 3. Infant with low birth weight had surgery for acute forms of Hirschsprung disease. His condition was grave. The child is shown parenteral nutrition.
1. The principle purpose HRP.
2. Which indicators will be assessed loss?
3. What glucose solution should Apply a child?
4. What complications arise when the wrong appointment glucose solutions?
5. Complications during IW,
Responses.
1. Proper conduct of parenteral nutrition (HRP) and infusion therapy based primarily on accurate accounting violations, their comparison with the initial condition for reimbursement of necessary physiological needs, loss of water and electrolytes during surgery and due to other causes (drainage, vomiting, etc. n).
2. Losses are established on the basis of urine output, accounting discharge from fistulas and determination of plasma electrolytes.
3.Rozchyny glucose:
 pH 3,1-3,5 10% glucose (risk of acidosis)
 Starting pp:
 ● If weight less than 0,8-1 kg - 5%
 ● If weight less than 1,0-1,2 kg - 7.5%
 ● by weight more than 1.2 kg - 10%
Mandatory monitoring of blood glucose in 12 hours!
 Gradual increase glucose load (step - 2.5% - 1.2 g / kg / day)
 Load 12-14 mg / kg / min.
4. Exceeding this dose may interfere with the utilization of fats and lead to fatty liver. In addition, the utilization of glucose doses may lead to excessive production of carbon dioxide.
5. Complications of parenteral nutrition:
I. Metabolic
- Hyper-hypoglycemia
- Electrolyte disorders
- Violation of vitamin metabolism
- Hyperlipidemia
- Deficiency of essential fatty acids
- Accumulation of aluminum and chromium
- Acidosis
- Azotemia hyperammoniemiya
- Violation aminohramy plasma
II. Infectious.
 -Deterioration of children receiving HRP, primarily physician should give the idea of ​​sepsis.
 If, within 48 hours of the antibiotic or antibiotics after changing condition does not improve, you should remove all catheters for HRP, which is a hotbed.
 III. Mechanical.
- Break catheter
- Breaks catheter
- Damage to the catheter
- Catheter thrombosis
- Thrombophlebitis
- Hydrothorax, pneumothorax, hemothorax, the syndrome of the upper (lower) Polo veins breach outflow from the limb vessels, perforating vessels.

Problem 4. The baby was born prematurely with a defect intestine weighing 1 kg 150 g underwent operations on the high intestinal obstruction. Determine the tactics of the child.
1. Justify the need for parenteral nutrition indications.
2. Which accesses used in children for HRP?
3. How estimated efficiency HRP?
4. What is the need for energy in this child?
5. Complications during HRP.
Responses.
1. Indications for early HRP in newborns:
- Premature babies weighing less than 1.500 kg, which links enteral load and ynfuziynoyi therapy is less than 90 kcal / kg per day (for the first week of life).
- All babies by the end of the first week of life totally do not get the 80-90 kcal / kg per day,
- Inability to enteral nutrition (surgical pathology, NEC ALV).
2. For the HRP using any vein, but in young children the opportunity to access venous limited. The most frequently performed major vascular catheterization in Seldynheru. Need a reliable external fixation catheter, the child could not remove it. Under certain conditions it is possible longstanding HRP and through peripheral veins, particularly in older children.
3. Rating Food:
 Growth:
- Daily weighing
- Weekly measurement of head circumference and grow
  Indicators exchange:
- Glucose, electrolytes
First 2-3 days daily, then 2 times a week
- Urea, creatinine, calcium, phosphorus, magnesium, total protein, albumin, total and direct bilirubin, alkaline phosphatase, cholesterol, triglycerides, hematocrit. Every week or every 2 weeks
- Specific density of urine recovery of substance, total. Daily
4. The need for energy:
 Calculation of energy requirements in preterm infants leads to mistakes, if applicable general recommendations without consideration of factors that affect this need, for example, the cost of energy.
 Recommendations for energy needs to be customized, and we take into account their costs.
Daily energy needs baby
                                                                     kcal / kg / day
Revenues 90-160
Losses 70-130
● Costs 60-100
               - Metabolic rate at rest 45-65
               - Activity 10.5
               - Synthesis / food thermogenesis 10-25
               - "Factor disease?"
● Excretion 10-30
Accumulation 20-30
5. Complications of parenteral nutrition:
I. Metabolic
- Hyper-hypoglycemia
- Electrolyte disorders
- Violation of vitamin metabolism
- Hyperlipidemia
- Lack эssentsialnyh fatty acids
- Accumulation of aluminum and chromium
- Acidosis
- Azotemia hyperammoniyemiya
- Violation aminohramy plasma
II. Infectious.
 -Degradation child receives IW, primarily physician should give the idea of ​​sepsis.
 If, within 48 hours of the antibiotic or antibiotics after changing condition does not improve, you should remove all catheters for HRP, which is a hotbed.
 III. Mechanical.
- Break catheter
- Breaks catheter
- Damage to the catheter
- Catheter thrombosis
- Thrombophlebitis
- Hydrothorax, pneumothorax, hemothorax, the syndrome of the upper (lower) vena cava, a violation of the outflow from the limb vessels, perforating vessels.

Problem 5. Child performed after surgery performed parenteral nutrition. In place of a catheter for HRP two days ago, an edema, signs of inflammation, the condition worsened, febrile temperature. Antibiotic therapy did not improve the child's condition.
1. When using peripheral catheters for HRP?
2.Do which type should include a complication HRP?
3. What tactics to further conduct IW?
4. What mechanical complications can occur during the HRP?
5. Principles of proper conduct HRP.
Responses.
1. Peripheral catheters used in neonates with adequate venous access in the case when the projected need for parenteral nutrition for a long time. Concentration of solutions are introduced, should be no more than 10%, because at higher concentrations the risk of complications at the hit of solutions under the skin is very large. In a parenteral nutrition via peripheral veins may provide calorie content of 80 to 90 kcal / kg / day, if the glucose solution used in combination with fat emulsions.
2. Infectious complications treated by general principles of treatment of septic conditions.
3. If within 48 hours from the start of antibiotic treatment or after a change of antibiotics condition does not improve, you should remove all catheters for HRP, which is a hotbed.
4. Mechanical complications.
- Break catheter
- Breaks catheter
- Damage to the catheter
- Catheter thrombosis
- Thrombophlebitis
- Hydrothorax, pneumothorax, hemothorax, the syndrome of the upper (lower) vena cava, a violation of the outflow from the limb vessels, perforating vessels.
5. Proper conduct of parenteral nutrition (HRP) and infusion therapy based primarily on accurate accounting violations, their comparison with the initial condition for reimbursement of necessary physiological needs, loss of water and electrolytes during surgery and due to other causes (drainage, vomiting and so n ). Losses are established on the basis of urine output, accounting discharge from fistulas and determination of plasma electrolytes.

Quiz.
1. Indications for HRP.
2. Principles of HRP.
3. Identify the group of drugs for HRP their mechanism of action.
4. Identify methods of control of HRP.
5. Identify complications HRP.

FIRST AID respiratory failure

1. Background:
Intensive therapy in pediatrics firmly established, although the conditions of its performance for the last time something changed. At present, in the case of a child in critical condition at FAPi or in the central district hospital, often have difficulty giving her a qualified emergency due to lack of appropriately trained specialists, as well as necessary equipment. If the training of doctors issue of intensive care for children can be resolved soon, then create the necessary technical level in intensive care units of children's central district hospitals - the prospect of the future.

2. Specific objectives:
1. To analyze the clinical classification of respiratory failure.
2. Justify the principles of emergency care for respiratory failure.
3. Suggest complex respiratory therapy.
4. To demonstrate the principles of a free airway and improve the drainage of lung function.
5. Analyze the features of respiratory failure in children and its treatment.
6. Analyze the features of respiratory failure in infants and its treatment.

4.2 Theoretical questions to studies.
1. Define the term acute respiratory failure
2. Provide clinical classification of acute respiratory failure.
3. What are the principles of combating respiratory failure?
4. Which leads to the upper-constrictive obstructive form of acute respiratory failure?
5. Which leads to the lower-constrictive obstructive form of acute respiratory failure?
6. What is restrictive acute respiratory failure?
7. What Thoracoabdominal acute respiratory failure?
8. Give causes respiratory disease in infants.
9. What is asphyxia newborn?

CONTENTS TOPICS
Acute respiratory failure (AReF) - a pathological condition of the body in which the function of external respiration does not provide a sufficient supply of oxygen and carbon dioxide output adequate or normal blood gas composition supported the price of excessive energy costs.
Lack of gas exchange is almost always secondary to disorders nedyhalnyh lung function.
Respiratory lung function performed by three processes:
1) ventilation alveolar air;
2) perfusion of pulmonary capillaries;
3) diffusion of gases through the alveolar-capillary membrane.
The main factors that affect the blood gas composition:
I. Intrapulmonalni:
1) fraction of O2 in the inspired air;
2) alveolar ventilation;
3) diffusion;
4) shunt;
5) ventilation-perfusion inequality.
II. Extrapulmonic:
1) cardiac output;
2) O2 consumption;
3) hemoglobin concentration;
4) CBS;
5) body temperature
6) carbonation curve O2.
From the clinical severity position AReF primarily characterized by:
1) decreased arterial PO2 (raO2) below 50 mmHg breathing ambient air;
2) increasing pCO2 of arterial blood (pa CO2) above 50 mm Hg;
3) violation of the mechanics and rhythm of breathing;
4) a decrease in pH (<7.35).
These symptoms may occur AReF not always, but among them are the essential characteristics - hypoxemia.
Clinical classification of respiratory failure.
Time of occurrence: acute and chronic NAM.
According to severity:
1. Decompensated. Normal blood gas composition is ensured even in peace, despite the inclusion of compensatory mechanisms.
2. Compensated. Normal blood gas composition is provided in a calm, under load possible decompensation.
3. Hidden. Symptoms AReF no. Gas composition of blood within normal limits, but the functionality of the respiratory system reduced. Look for signs of NAM - exertion.
There are three types of intensive care AReF:
1) substitution or posyndromna;
2) supporting;
3) pathogenetic.
All these therapies NAM exercise simultaneously or sequentially.
Respiratory therapy - a complex of therapeutic measures aimed at improving the function of the respiratory system effects on ventilation apparatus (lungs, chest, breathing muscles), mainly physical methods.

Principles to combat respiratory failure:
1-first emergency, then diagnosis and planned treatment;
2 - removing the main physiological mechanism DL;
3 - comprehensiveness;
4 - overall therapeutic approach (draining of body massage, prevention of infection, hygiene);
5 - elimination of pathologies other systems;
6 active involvement of the patient for preventive treatment.
Complex respiratory therapy.
1. Nedyhalnyy complex: normalization of blood (Hb, Ht, rheological properties, folding, CBS, PEO), hemodynamics, immuno-reactive detoxification.
2. Normalization of patency of the upper airways (airway, konikotomiya, intubation, tracheotomy).
3. Normalization drainage sputum (pulmonary complex respiratory physiotherapy, bronchoalveolar lavage).
4. Specific modes of spontaneous respiration (PDKV, oscillator modulation breathing, prompting spirometry).
5. Ventilation and respiratory support.
6. Artificial oxygenation and elimination of CO2 (oxygen inhalation, intravenous oxygenation, the method of fixed lungs).
Providing free airway and improve the drainage of lung function is achieved through:
A) the measures contributing discharge of phlegm;
B) Take measures aimed at thinning mucus;
B) stimulation of cough;
D) use other methods to ensure a free airway:
- Aspiration of mucus from the oral part of the pharynx electric pumps, pear, kortsanhom a napkin;
- Rehabilitation of the tracheobronchial tree in case of oppression cough reflex;
- With obstruction of bronchioles, airway obturation thick viscous sputum used lavage tracheobronchial tree mikrotraheostomiyu, bronchoscopy, endotracheal intubation, tracheostomy.
Features respiratory failure in children.
In children to respiratory failure (NAM) often causes acute and chronic respiratory diseases, hereditary due to chronic lung disease (cystic fibrosis, Kartahenera syndrome), respiratory defects. In acute NAM in children can cause aspiration of foreign bodies, of central regulation of respiration in neyrotoksykozi, poisoning, cranial trauma, as well as damage the chest. In newborns DN develops in pneumopathy, such as hyaline membrane disease, neonatal (respiratory distress syndrome newborns), pneumonia, bronchiolitis, with intracranial birth trauma, intestinal paresis, diaphragmatic hernia, paresis of the diaphragm, congenital heart defects, malformations of the respiratory tract.
Children NAM growing faster than in adults with similar situations. This is due to the narrowness of the bronchi, with a tendency to a more pronounced swelling of the bronchial walls and exudation, which leads to the rapid emergence of obstructive syndrome with inflammatory and allergic diseases. In young children, especially infants, intoxication is arrhythmia breathing. The weakness of the respiratory muscles, diaphragm high standing, lack of development of elastic fibers in the lung tissue and the walls of the bronchi in infants and preschool age lead to relatively lower compared with older deep breath, inhaling and exhaling reserve. Therefore, increased ventilation is achieved not only by increasing the depth of breathing, as by increasing its frequency.
To assess the degree of severity of DN in pediatric patients as in adults, it is classified according to the degree of dyspnea.
I degree (mild) appears with a slight shortness of breath on exertion: when respiratory failure
II degree (moderate) - alone: ​​with respiratory failure
III degree (severe) - alone and with auxiliary muscles.
More isolated hypoxic whom - respiratory failure IV degree (severe).

First aid in acute respiratory failure
Emergency assistance is provided depending on the type of DL.
Getting to the treatment of acute respiratory failure, must first provide fundamental criteria that determine the appearance of acute respiratory failure and the dynamics of its development. It should identify the main symptoms that require priority correction. Hospitalization for any form of acute respiratory failure in children is required.
The general direction of therapy of any kind of acute respiratory failure is timely restoration and maintenance of adequate oxygenation of tissues. You must restore the airway, give the patient oxygen mixture (heating of, hydration, adequate concentration of oxygen). According to testimony he transferred to the ventilator.
Upper-constrictive obstructive type of acute respiratory failure in children occurs most frequently. He accompanies SARS, valid and false croup, foreign bodies of the pharynx, larynx and trachea, acute epihlotyt, zakovtuvalnyy and paratonzilyarnyy abscesses, trauma and tumors of larynx and trachea. The main pathogenetic component of acute respiratory failure of this type that determines the severity of the condition and the weather - excessive work of respiratory muscles, accompanied by energy depletion.
Treatment. Given the risk of decompensated acute respiratory failure of all children with stenosis required hospitalization in a specialized intensive care unit or intensive care unit.
On stage dogospitalnom stenosis I-II degree should remove foreign objects or excessive amount of secretion of roto-and nasopharynx. Performed by inhalation of oxygen and transported the child to the hospital. Drug therapy is not required. When stenosis III degree - must spend tracheal intubation thermoplastic pipe deliberately smaller diameter and immediately hospitalized child in hospital. Tracheostomy stenosis III - IV degree is used only as an emergency measure when it is impossible to provide adequate ventilation through the endotracheal tube.
Treatment in hospital mainly be directed to adequate sanitation tracheobronchial tree and prevention of secondary infection.
Nizhny obstructive - constrictive type of acute respiratory failure develops in asthmatic condition, asthmatic bronchitis, obstructive lung diseases.
When subcompensated and decompensated stages of treatment dogospitalnom stage involves the use of non-pharmacological means: inhalation of oxygen, hot foot and hand baths, mustard plaster on the chest (if the child tolerates this procedure). It is necessary to isolate the child from potentially possible allergens: house dust, pets, woolen garments.
If no effect is used sympathomimetic - ß-adrenostimulyatory (novodryn, isoproterenol, euspiran), ß2-agonists (Alupent, Salbutamol, brykanyl) as inhaled aerosols - 2 - 3 drops of these drugs were dissolved in 3 - 5 ml of water or isotonic sodium chloride.
When hormonozalezhnыy form of the disease and inefficiency aforementioned therapy prescribed hydrocortisone (5 mg / kg) or prednisone (1 mg / kg) intravenously.
With bronchodilators drug of choice is 2.4% solution эufillinu (aminophylline, diafillinu). Loading dose (20 - 24 mg / kg) administered intravenously over 20 min, then injected dose supports - 1 - 1.6 mg / kg for 1 hour. Salbutamol is inhaled.
Antihistamines (pipolfen, diphenhydramine, suprastin et al.) And adrenomymetychni means the type of adrenaline and ephedrine hydrochloride administered inappropriate.
Parenchymal acute respiratory failure may accompany heavy and toxic forms of pneumonia, aspiration syndrome, fat embolism pulmonary artery branches, "shock" lung, exacerbation of cystic fibrosis, respiratory distress syndrome in newborns and infants, BPD. Despite the various etiological factors of primary importance in the mechanisms of acute respiratory failure of this type have impaired transmembrane transport of gases.
Treatment depends on the severity of acute respiratory failure. When compensated form of pre-hospital care is limited timely hospitalization of the child in somatic hospital. When transporting the patient carry out activities aimed at supporting the airway (aspiration of nasopharyngeal mucus et al.).
Decompensated acute respiratory failure requires the active participation of staff at all stages of treatment. The patient was hospitalized in the intensive care unit. Prehospital necessary to ensure airway (tracheobronchial reorganization, the testimony - endotracheal intubation). If necessary, use of mechanical ventilation (manual or hardware method). Be sure to hold oxygen inhalation.
Under conditions of hypoxia and hypercapnia cardiac glycosides and sympatomymetychni amines are contraindicated.
Restrictive acute respiratory failure develops due to decreased respiratory surface of the lungs, while squeezing them, caused pneumothorax, hydrothorax, extensive atelectasis, bullous emphysema. In the mechanism of pathophysiological disorders other than gas exchange disorders associated with a decrease in the active surface of the lung ventilation is very important pathological shunting of venous blood through unventilated areas of the lung. Clinical manifestations correspond compensated or decompensated forms of acute respiratory failure with typical symptoms of gas exchange.
Treatment. The patient was hospitalized in profile office (with hydro-or pneumothorax - in surgery). Note that during mechanical ventilation high risk of pneumothorax stress, shearing will of mediastinal and cardiac arrest because of mechanical ventilation in these patients is a method of risk.
Ventilating acute respiratory failure of central type develops overdose of tranquilizers, antihistamines and narcotics, barbiturates, as well as neuroinfections - encephalitis and meningoencephalitis, convulsive syndrome, edema and dislocation structures of the brain, cranial travmi.U mechanisms of acute respiratory failure is vital violation central regulation of breathing.
Treatment as dogospitalnom stage and in the hospital is to maintain the airway in compensated form of acute respiratory failure. Ventilation is carried out at a form that dekomptycjde '. All of these events are held during the treatment of the underlying disease.
Thoracoabdominal acute respiratory failure develops in trauma chest, abdomen, after thoracic and abdominal surgery, when expressed flatulence (especially in infants), dynamic intestinal obstruction, peritonitis. In the mechanism of acute respiratory failure of this type of prime importance is limited excursions of the chest and diaphragm. The effectiveness of treatment of acute respiratory failure depends on the underlying disease causing respiratory failure.
Neuromuscular acute respiratory failure caused by pathology at mionevralnoyi synaptic transmission observed in infants, dermatomyositis, muscular dystrophy, congenital amiotoniyi, polio syndrome Landry and Hyyena-Barre overdose relaxants and residual kuraryzatsiyi. In the mechanism of acute respiratory failure leading role played by functional failure of the respiratory muscles, loss of ability to reproduce cough impulse disorders excretion and accumulation of tracheobronchial secretions, atelectasis development and infection.
Treatment for pre-hospital and clinical stages should be directed to support the airway. Given the real danger exception respiratory muscles should develop early intubation, if necessary, carry mechanical ventilation (supporting or automatically). Treatment in hospital is in the prevention and elimination of respiratory disorders. Treats the underlying disease, the intensity of which depends on the duration of symptoms ventilator.

Respiratory failure newborns.
Respiratory failure newborns - clinical syndrome of diseases, the pathogenesis of which the main role belongs violation of pulmonary gas exchange.
Causes of respiratory disease in infants:
I. Pathology vozduhonosnyh ways.
- Malformations of airway obstruction (atresia, hipopolaziya choanae, anterior cerebral hernia, macroglossia, mikrohnatiya, congenital stenosis of the larynx, trachea, bronchi, etc.)..
- Acquired disease (swelling of the nasal mucosa, respiratory infections, larinhospazm et al.).
II. Pathology of the alveoli or lung parenchyma in violation utilization of oxygen in the lungs.
- Respiratory distress syndrome (WBS I type).
- Transient tachypnea.
- Meconium aspiration syndrome.
- Respiratory distress syndrome of the adult type.
- Sources of air, free air in the chest.
- Pneumonia.
- Atelectasis.
- Hemorrhage into the lungs.
III. Pathology of pulmonary vessels.
- Congenital malformations of the cardiovascular system.
- Pulmonary hypertension (transient or persystyruye).
IV. Malformations of the lungs.
V. Attacks apnea.
VI. Chronic lung disease.
- Bronchopulmonary dysplasia.
- Chronic pulmonary insufficiency of prematurity.
- Syndrome Wilson Mikiti.
VII. Extrapulmonary causes of respiratory disorders.
- Congestive serdtseva failure of various origins.
- Damage to the brain and spinal cord.
- Metabolic disorders (acidosis, hypoglycemia, electrolyte metabolism disorders).
- Shock (after hemorrhage, septic).
- Myopathy.
- Withdrawal of drugs that affect the central nervous system of the child.
- Innate hipoventilyatsiynyy syndrome.
The most common cause of respiratory failure in preterm infants is respiratory distress syndrome - a disease associated with insufficient production or excessive inactivation of surfactant in the lungs.
Treatment:
1. Maintaining normal body temperature (> 36,5 ° C):
- A child placed in kuvez (t - 34-36 ° C).
- Avoid cooling when viewed child!
- Optimally - use servokontrol.
2.Pidtrymka airway:
- The position of head slightly thrown ("out for sneezing") in the upper part of the chest put a cushion thickness 3-4 cm)
- Every 2-3 hours to change the baby's position (turn slightly to one side, on your stomach, etc.).
- If indicated - sanitation trachea.
3. Enteral nutrition is generally begin at 2-3 days of life after stabilization (decrease dyspnea, lack of sleep long, persistent vidryzhok).
4. Oxygen various methods, depending on the severity of the SDR:
- Oxygen inhalation.
- The method of spontaneous breathing with continuous positive airway pressure (SDPPT).
5. Support for water and electrolyte balance, the need for fluid and electrolytes should be determined strictly individual.
Infusion rate newborn - 4-5 drops / min, no more than 5 ml / kg / h.
6. Newborns with srednotyazhkym and difficult WBS shown holding in hospital antibiotic therapy for one of two combinations of antibiotics:
- Semisynthetic penicillins (ampicillin 50-100 mg / kg / day) + aminoglycosides (gentamicin 5 mg / kg / day)
- Or 2nd generation cephalosporins (50 mg / kg / day) + aminoglycosides.
7. Posyndromna therapy - correction of hypovolemia, hypotension, swollen syndrome, maintenance of acid-base status.
8. Exogenous surfactant replacement therapy prophylactically in the first 15-30 minutes of life, the medical - at the age of 2-24 hours according to the instructions for each drug surfactant. The child requires intubation and mechanical ventilation nahodytsya on hardware.
9. Glucocorticoids routinely for respiratory distress syndrome are not appointed (shown only in clinical laboratornыh data for adrenal insufficiency).
Resuscitation and intensive care of newborns with asphyxia
Commonly accepted definition of asphyxia newborn until there. The most informative and objective definition of asphyxia newborn seems like syndrome, characterized by lack of efficiency of gas exchange in the lungs immediately after birth, inability to breathe in the presence of heart rate and (or) other signs zhivonarodzhenosti (spontaneous muscle movement, pulsation of the umbilical cord).
Severe asphyxia at birth - heart rate less than 100 bpm. / Min, which slows down or stable, breathing is absent or impeded, pale skin, muscles are atonic. Asphyxia with Apgar score 0-3 points a minute after birth. White asphyxia.
Average and moderate asphyxia at birth, normal breathing within the first minute after birth is not established, but heart rate is 100 bpm. / Min or more, little muscle tone, response to minor irritation. Apgar score 4.7 points a minute after birth. Blue asphyxia.
There are also acute asphyxia, which is a manifestation of intrapartum hypoxia and asphyxia that developed on the background of chronic prenatal antenatal hypoxia.
General principles of care:
In providing intensive care newborn should strictly adhere to the following sequence of actions:
-Forecasting need resuscitation and preparation for their implementation;
Assessment of the child immediately after birth;
Recovery-free airway;
-Restore adequate breathing;
-Restore adequate serdtsevoyi activities;
-Administration of medicines.

Materials for self-

Tests:
1. For respiratory failure II stage is characterized by:
A) appears with a slight shortness of breath on exertion
B) appears dyspnea at rest
B) appears dyspnea at rest and with auxiliary muscles

2. In the mechanism of acute respiratory failure of central type is vital:
A) of central regulation of respiration.
B) functional failure of the respiratory muscles, loss of ability to reproduce cough impulse disorders excretion and accumulation of tracheobronchial secretions, atelectasis development and infection.
B) abnormal venous shunting of blood through unventilated areas of the lung.

3. In restrictive mechanisms of acute respiratory failure is vital:
A) of central regulation of respiration.
B) functional failure of the respiratory muscles, loss of ability to reproduce cough impulse disorders excretion and accumulation of tracheobronchial secretions, atelectasis development and infection.
B) abnormal venous shunting of blood through unventilated areas of the lung.

Situational task.
Task 1. Mother nursing home brownies with walnuts child 2.5 years, suddenly child choked on `made manifest anxiety, cough, breathing became more frequent, noisy, with cyanosis appeared nasolabial triangle.
• Previous diagnosis.
• Type of respiratory failure.
• Treatment.
Answers:
1. Foreign body airway.
2. Upper obstructive type of acute respiratory failure.
3. Bronchoscopy, remove foreign objects or excessive amount of secretion of roto-and nasopharynx.

Task 2. Child 10 years old, fell ill two days ago. Inspect the district pediatrician diagnosed influenza. On the 3rd day the child's condition worsened, was hospitalized in intensive care unit with signs of respiratory failure 2-3 degrees. The X-ray eclipse both lungs.
1. Preliminary diagnosis.
2. Type of respiratory failure.
3. Treatment.
Answers:
1. Bilateral viral pneumonia.
2. Parenchymal acute respiratory failure.
3. Prehospital necessary to ensure airway (tracheobronchial reorganization, the testimony - endotracheal intubation). If necessary, use of mechanical ventilation (manual or hardware method). Be sure to hold oxygen inhalation.

Problem 3. Newborns during the inspection specified pulse less than 100 beats / min., Which tends to slow, difficult breathing, skin pale, atonic muscles. Asphyxia with Apgar score 0-3 points a minute after birth. White asphyxia.
1. The degree of asphyxia.
2. General principles of treatment.
Answers:
1. Severe.
2. Assessment of the child immediately after birth, the recovery of free airway, adequate breathing recovery, restoration of adequate cardiac activity, administration of medicines.

Problem 4. In the newborn, auscultation, left breathing is not made, hollow belly, after X-ray set diaphragm hernia.
1. Type of respiratory failure.
2. Treatment.
Answers:
1. Restrictive acute respiratory failure.
2. Surgical treatment of diaphragm hernia, then restored lung volume excursions.

Problem 5. Newborn 3 days of life, difficult breathing, breathing in participating auxiliary muscles, the child is pale, cyanosis nasolabial triangle. On palpation the abdomen is swollen, painless, after X-ray set Hirschsprung's disease, acute form.
1. Type of respiratory failure.
2. The degree of respiratory failure.
3. Treatment.
Answers:
1. Thoracoabdominal acute respiratory failure.
2. Severe degree of respiratory failure.
3. Surgical treatment of Hirschsprung disease, then restored lung volume excursions, decreases intraperitoneal pressure.

FIRST AID cardiovascular disease

1. Background:
Circulatory failure (PRS) - a syndrome of sudden and progressive vascular lesions or cardiac muscle comprising the dysregulation of vascular tone (vascular insufficiency), reducing the pumping function of the heart (heart failure), BCC and change the quality of the blood (shock and etc..), which can lead to serious complications in the parenchymal organs or death of the patient. High frequency of met and the number of deaths PRS, which occurs in children with developmental disabilities and inflammatory diseases, causes the relevance of studying this disease.

2. Specific objectives:
1. Master the list of diseases and patolohichchnyh conditions that cause cardiovascular failure.
2. Recognize the major clinical manifestations of cardiovascular disease.
3. Differentiate cardiovascular failure depending on its type and causes.
4. Interpret helper methods: ultrasound, x-ray, laboratory and biochemical analyzes, hemodynamic parameters.
5. Demonstrate the technique of vascular catheterization for Seldynherom.
6. Identify peculiarities of cardiovascular disease.
7. Justify and formulate preliminary clinical diagnosis.
8. Submit algorithm Action physician in cardiovascular disease.
9. To interpret the general principles of treatment of cardiovascular disease.

4.2. Theoretical question for the class:
1. Present a etiological structure of cardiovascular disease.
2. Pathogenesis of cardiovascular disease.
3. Know the clinical picture of cardiovascular disease.
4. Identify the principles of the use of auxiliary examination methods and interpretation of the data obtained in this pathology.
5. Directions of the treatment of cardiovascular disease.
6. Definition tactics patient recovering from cardiovascular disease.
CONTENTS TOPICS
Acute vascular insufficiency.
Syncope - a sudden and brief loss of consciousness in violation of postural tone (often accompanied by a fall) and rapid, complete and self-restoring normality. This mild form of acute cerebral vascular insufficiency, caused by hypoxia of the brain. There are faint neurogenic (vasovagal), orthostatic, symptomatic patients with chronic heart disease (the most severe).
Emergency. Easy, short fainting emergency requires. If the ECG can not be removed, and loss of consciousness accompanied by signs of death - Showing ventilator and indirect heart massage. When tahiaritmiyi - Electro Therapy (EIT). When bradyaritmiyi - enter intravenously 0,75-1,0 ml (depending on age) 0.1% solution of atropine, then intravenously 1.0 ml 0.02% solution izuprelu. Hospitalization for indication. Children age group - hospitalization is required.
Collapse - (Latin collapsus that adversity, fell) acute vascular insufficiency, characterized primarily fall in vascular tone and blood volume. This decreases the flow of venous blood to the heart, reduced cardiac output, decreases arterial and venous pressure, raised tissue perfusion and metabolism, there is hypoxia brain pryhnoblyuyutsya vital functions. Collapse develops as a complication mainly serious diseases and pathological conditions. However, it can also occur in cases where no significant abnormalities (eg, orthostatic collapse in children).
Depending on the etiological factors distinguish collapse in poisonings and acute infectious diseases (toxic collapse), acute massive blood loss (hemorrhagic collapse), while working in a low oxygen content in the air vdyhayemomu (collapse hypoxia et al.). Toxic collapse develops in acute poisoning, including Substance zahalnotoksychnoyi action (carbon monoxide, cyanide, organophosphorus substances, nitro and amidoz'yednannyamy et al.). Call collapse can a number of physical factors - current high doses of ionizing radiation, high temperature environment (with overheating, heat exhaustion). Collapse observed in some acute diseases of internal organs such as acute pancreatitis. Some allergic reactions of immediate type, such as anaphylactic shock occur with vascular disorders, typical collapse. Infectious collapse develops as a complication of meningoencephalitis, acute dysentery, acute pneumonia, botulism, viral hepatitis, toxic flu and others. intoxication due to endo-and exotoxins microorganisms.
Orthostatic collapse occurs when the rapid transition from horizontal to vertical, as well as prolonged standing due to redistribution of blood with an increase in total volume and decreased venous flow to the heart, on the basis of this condition is the lack of venous tone. Orthostatic collapse can be observed in convalescents after severe diseases in the postoperative period, with rapid evacuation of ascitic fluid or as a complication of spinal or peridural anesthesia. Orthostatic collapse often occurs in healthy children, adolescents and boys.
Hemorrhagic collapse develops acute massive blood loss (damage to blood vessels, internal bleeding), due to the rapid decrease in circulating blood volume. Such a condition can occur as a result of abundant plazmovtraty burns, fluid and electrolyte disorders on the basis of severe diarrhea, uncontrollable vomiting, irrational use of diuretics.
Possible collapse in diseases of the heart, accompanied by a sharp and rapid decrease in stroke volume (cardiac rhythm disorders, acute myocarditis, or pericarditis haemopericardium the rapid accumulation vыpota in the pericardial cavity), as well as pulmonary embolism.
The severity of symptoms depends on the collapse of the underlying disease and the degree of vascular disorders. Should also value the degree of adaptation (eg, hypoxia), age (in infants collapse occurs heavier) and emotional characteristics of the patient. Relatively mild collapse sometimes called collaptoid condition.
Features collapse in the youngest age group. In pathological conditions (dehydration, starvation, covert or overt blood loss, "sequestration" of fluid in the intestine, pleural or abdominal cavities) collapse occurs in children more difficult than in adults. In the youngest age group more often than in children over age group, the collapse develops at the toxemia and infectious diseases, which are accompanied by high fever, vomiting, diarrhea. Lowering blood pressure and impaired blood flow in the brain occur with deeper tissue hypoxia, accompanied by loss of consciousness and convulsions. Because infants alkaline reserve in the tissues is limited, violation of oxidative processes during this condition easily leads to decompensated acidosis. Lack of concentration and filtration ability of the kidneys and the rapid accumulation of metabolic products complicate therapy collapse and delayed restoration of normal vascular reactions.
Treatment. In doshpytalnomu stage can be an effective treatment only collapsing due to acute vascular insufficiency (orthostatic, infectious) in hemorrhagic collapse needs emergency hospitalization at nearest hospital, preferably surgical. An important section treat any collapse is etiologic therapy: stop the bleeding, removal of toxic substances from the body, specific antydotnaya therapy, elimination of hypoxia, giving the patient a strictly horizontal position with orthostatic collapse, immediate injection of epinephrine, desensitizing agents in anaphylactic collapse, eliminating arrhythmia and others.
The main objective of immunosuppressive therapy is to stimulate blood circulation and breathing, increased blood pressure. Increased venous flow to the heart is achieved transfusion krovozaminnyh fluids, blood plasma and other liquids as well as by affecting the peripheral circulation. Therapy with dehydration and intoxication is entering polyionic pyrogen-free solutions crystalloids (Atsesol, Disol, Hlosol, laktasola). Volume infusion in emergency treatment of 60 ml of crystalloid per 1 kg of body weight. Infusion rate - 1 ml / kg in 1 min. Infusion of colloid substitutes sharply dehydrated patients contraindicated! In hemorrhagic collapse primary importance of blood transfusion. In order to restore blood volume substitutes massive intravenous (polyglucin, dextran, gemodez etc..) Or blood carry spray or drip, also used transfusion native and dry plasma, concentrated albumin solution and protein. Less effective infusion of isotonic saline or glucose solution. Number infusion solution depends on clinical indicators, blood pressure, urine output (if need be controlled by determining hematocrit, blood volume and central venous pressure). On removal of hypotension sent as input tools excitatory vasomotor center (kordiamin, caffeine, etc.)..
Pressor agents (norepinephrine, mezatona, angiotensin, epinephrine) are shown with the express toxic, orthostatic kollasah. In hemorrhagic - they should be applied only after the restoration of blood volume, not the so-called "blank line". Pressor therapy in children should be administered cautiously. Efficiency and-blockers in peripheral vazokonstriktsiyi sufficiently studied yet.
In the treatment of collapse, not associated with peptic ulcer bleeding, apply glucocorticoids, briefly, in sufficient doses (hydrocortisone sometimes up to 1,000 milligrams or more, prednisolone from 90 to 150 milligrams, sometimes up to 600 mg intravenously or intramuscularly according to the child's age).
To eliminate metabolic acidosis in conjunction with, improving hemodynamics, used 5-8% solution of sodium bicarbonate in an amount of 100-300 ml intravenously or laktasola.
Oxygen therapy is particularly indicated in the collapse, which arose as a result of poisoning by toxins or background anaerobic infection with these forms mainly use oxygen under high pressure (hyperbaric oxygenation). In protracted course when possible development of disseminated intravascular coagulation (coagulopathy consumption) as a therapeutic agent, used heparin intravenously to 5,000 units every 4 hours (exclude internal bleeding!). For all types of collapse careful monitoring of respiratory function, possibly with the study of gas exchange parameters. With the development of respiratory failure using auxiliary mechanical ventilation.
Intensive care in the collapse is performed under general rules. To maintain adequate minute volume of blood during external cardiac massage in hypovolemia should increase the frequency of heart crushed to 100 in 1 min.
Weather. Rapid elimination of the causes that led to this condition often leads to complete recovery of hemodynamics. In severe diseases and acute poisoning prognosis often depends on the severity of the underlying disease, the degree of vascular insufficiency, age of the patient. If not effective therapy collapse may recur. Repeated collapses ill children carry heavier.

Acute heart failure.
A condition in which the heart is unable to provide blood circulation in the body, despite adequate filling of venous blood.
The nature of the process cardiogenic failure can occur in the form:
- Decompensation of varying degrees to the left or right ventricular type, or total failure;
- Arrhythmias in breach of automatism, excitability and conductivity varying degrees up to full lateral blockade;
- Cardiogenic shock.
SHOCK
Shock - sharp arisen critical condition of the body with advanced life support system failure due to acute circulatory failure, microcirculation and tissue hypoxia. This versatile circulatory-metabolic syndrome, which can evolve in pathological conditions of any cause when stress factor exceeds the compensatory ability of the organism to provide support basal homeostasis. Development of shock accompanied by severe hemodynamic, respiratory and metabolic disorders that occur separately or combine and reflect the inclusion of the cascade of compensatory-adaptive reactions necessary for adaptation to stress effects (both exogenous and endogenous). Shock - concept Polyetiological but monopatohenetychne. The biggest differences syndrome observed in early shock when etiological factors closely associated with shock pathogenic. In progress syndrome etiopathogenetical differences smoothed and shock is gradually transformed into a biological process of dying.
Since the development of the syndrome is based on the basic physiological processes, the age of anatomical and physiological characteristics of the child generate a number of differences, as in the pathogenesis of shock and in its clinical manifestations. In particular this applies to the humble (compared with adults) energy reserves of the body of the child and limited compensatory ability of the cardiovascular and respiratory systems. Are essential features of neurovegetative and humoral regulation of vital functions, which makes the "atypical" clinical manifestations of shock in children, making it difficult for its diagnosis and prognosis.
In clinical practice, using etiopathogenetical classification:
Hypovolemic shock:
- The loss of most globular volume (bleeding);
- The loss of most plasma volume (dehydration).
Cardiogenic shock:
- Due to lack of contractile myocardium;
- Arrhythmogenic shock (Braden and tachyarrhythmia).
Infectious-toxic (or septic) shock.
Anaphylaxis.
Neurogenic shock:
-Traumatic;
-Burn;
-Cold;
-Electric.
The shock caused by blood flow obstacle.
The shock caused by acute endocrine insufficiency.
Given the severity of physiological disorders, children in shock should be hospitalized in the intensive care unit, regardless of its etiology and severity.
Treatment. Transfusion therapy in emergency situations in the treatment of shock should start with tools that can quickly restore the BCC. Use of blood leads to the loss of 20 - s0 minutes of time required for the determination of blood tests for compatibility and others. By restoring the ability of BCC donated blood has advantages over colloidal plasma substitutes. In addition, when expressed shock and CBV deficit occurs microcirculation disorder - impaired capillary blood flow, caused by increased blood viscosity, aggregation of formed elements and microtromboformation, aggravated transfusion of donor blood. In this regard, starting transfusion therapy in shock, and even when hemorrhage, followed with intravenous protivoshokovym substitutes - polyglucin and dextran.
Krovozaminni fluid divided into colloidal solutions-dextran (polyglukin reopolyglukine), gelatin preparations (zhelatynol), solutions of polyvinylpyrrolidone (gemodez) saline - isotonic sodium chloride solution, Ringer-Locke laktosol; buffers - a solution of sodium bicarbonate, solution trysamyna, the solutions of sugars and polyhydric alcohols (glucose, sorbitol, fructose), protein preparations (hydrolyzed protein, amino acid solutions); drugs fat - fat emulsion (lipofundin, intralipid).
Depending on the orientation of the liquid krovozaminni classified as follows.
Hemodynamic (protyshokovi).
Low molecular-dextran - reopolyglukine.
Serednomolekulyarni-dextran - polyglukin.
-Preparations gelatin - zhelatynol.
Detoxification.
-Low molecular weight polyvinyl gemodez.
-Low molecular weight polyvinyl alcohol - polidez.
Preparations for parenteral nutrition.
-Protein hydrolyzate - casein hydrolyzate, aminopeptyd, aminokrovin hidrolizin.
-Solutions of amino acids - polyamine, mariamin, friamin.
-Fat emulsions - intralipid, lipofundin.
Sahara-and polyhydric alcohols - glucose, sorbitol, fructose.
Regulator of water and salt and acid - base status.
-Saline - isotonic sodium chloride solution
Ringer, laktosol, a solution of sodium bicarbonate, solution trysamyna.

Pulmonary edema.
On stage doshpytalnomu greatest practical interest is the development of acute heart failure with symptoms, defined as pulmonary edema. Pathological condition caused by abundant propotivannyam liquid part of blood capillaries small circle of blood circulation in the first interstitial lung tissue and then into the alveoli. With the development of alveolar edema is decreasing, kolabuvannya alveoli.
Pulmonary edema is a complication of diseases and pathological conditions:
- Diseases of the cardiovascular system, accompanied by left ventricular failure (in children frequently aortic and mitral heart defects, idiopathic cardiomyopathy, myocarditis);
- Respiratory disease (pneumonia, acute bacterial, viral, radiation, traumatic, severe tracheobronchitis, acute airway obstruction during larinhospazmi, bronchospasm, foreign bodies, mechanical asphyxia);
- Damage to the central nervous system (brain injury, brain tumor, meningitis and encephalitis, status epilepticus, inhibition of the function of the respiratory center during anesthesia, poisoning by hypnotics and psychotropic drugs);
- Endogenous and exogenous intoxication and toxic lesions (uremia, renal failure, the effect of endotoxin in severe infectious diseases, inhalation of toxic agents);
- During prolonged artificial ventilation;
- In cases involving intravascular thrombosis (postinfectious states);
- When hyperergic reaction immediate-type (anaphylactic shock, rarely - angioedema, serum sickness);
- Pulmonary thromboembolism in the system logs.
Pulmonary edema in children under 1 year - extremely rare and the causes of its development, as in older age is difficult comorbidities or complications associated with its treatment. For young children the most relevant absolute or relative hypervolemia associated with enteral or parenteral fluid volumes that exceed the capabilities of physiological adaptation. This occurs when drowning, uncontrolled flushing the stomach and intestines with plenty of water.


Treatment.
1. Treatment of the underlying disease or pathological condition that led to pulmonary edema.
2. Pathogenetic and symptomatic therapy, consisting of the following measures:
- Restoration of the airway;
- Reduction of venous blood flow to the right ventricle;
- Reduction of circulating blood volume;
- Dehydration lung;
-Reduce the hydrostatic pressure in the vessels of the small circle of blood circulation;
- Strengthening the contractile ability of the myocardium;
-Elimination of pain and acute cardiac arrhythmias;
- Correction of disorders of acid-base balance and electrolyte balance.
In the treatment of this syndrome on doshpytalnomu stage can not be assigned pathogenesis unsubstantiated treatments. Please note that children reduced vascular and cardiac mechanisms of tolerance to drugs that increase inotropic function. Thus, the appointment adrenoceptor agonists or cardiac glycosides in children more often than adults, the syndrome "losing the right-left ventricular dependence", ie excessive contractile ability of the right ventricle may increase left ventricular inotropic failure. Therefore, a child with pulmonary edema paramount importance is the establishment of conditions for pulmonary gas exchange. Resistance to exhalation or breathing out all the time - positive pressure is the method of choice. Early treatment can be assigned to oxygen through a mask. Are more effective intubation and mechanical ventilation (manual or mechanical resistance to exhalation).
To restore the airway:
- With abundant foam - aspiration (suction) foam with upper airway through a soft rubber catheter (or trachea after previous intubation or tracheostomy);
-Reducing foam in the airways using inhaled oxygen, passed through a 70-90% ethyl alcohol (in patients who are in a coma - in 30-40% alcohol) or 10% alcohol solution antyfomsilanu.
-To improve airway conductance when co bronchospasm shown in / drip 5-10 ml of 2.4% solution эufillinu (no threat of ventricular fibrillation of the heart).
To improve the supply of circulating blood, venous blood flow to the right ventricle, pulmonary dehydration:
- Peace, semisitting position patient with pants down (no kollapsu);
- The imposition of venous tourniquet on four limbs (below the tourniquet should be kept throbbing of the arteries);
-With the rapid growth of pulmonary edema after previous single / in heparin dose in age;
-Intravenous drip of peripheral vazodilyatatoriv;
-Intravenous diuretics speed: Lasix, urehit, prolonged, refractory to therapy of pulmonary edema appropriate use of osmotic diuretics (mannitol and urea) in the age dosages.
To reduce the pressure in the pulmonary capillaries, reducing blood pressure, reducing psychomotor agitation:
-Narcotic analeptics antipsychotics, adrenoblokirujushchej means ganglioplegic;
To enhance the contractile ability of the myocardium:
-Cardiac glycosides, in / or / m calcium gluconate.
To reduce alveolar-capillary permeability:
-In / entry prednisolone, hidrokartyzonu in isotonic sodium chloride solution or 5% glucose solution.
Fighting hypoxia:
-Oxygen inhalation, artificial ventilation.

Features of cardiopulmonary resuscitation in children
During sudden cardiac arrest understood clinical syndrome characterized by the disappearance of the signs of heart activity (termination ripple on femoral and carotid arteries, the lack of warm tones) and stop spontaneous breathing, loss of consciousness and dilated pupils. These symptoms are the most important diagnostic criteria of cardiac arrest, which may be provided or sudden. Cardiac arrest as provided can be observed in a terminal condition under which imply the waning life of the organism. Terminal condition may result from critical disorder of homeostasis due to illness or inability of the body to respond to an external force (trauma, hypothermia, overheating, poisoning, etc.). Cardiac arrest and cessation of blood flow may be associated with asystole, ventricular fibrillation and collapse. Cardiac arrest is always accompanied by respiratory arrest, as a sudden stop breathing associated with airway obstruction, oppression CNS or neuromuscular paralysis, it can result in cardiac arrest.
Sequence of resuscitation in children in general, similar to that in adults, but there are features. If resuscitation of adults based on the fact of the primacy of heart failure, then the child cardiac arrest - a final process of extinction of physiological functions, initiated usually respiratory insufficiency. Primary cardiac arrest in children is very rare, ventricular fibrillation and tachycardia are its causes less than 15% of cases. Many children have a relatively long phase "peredzupynky" that determines the need for early diagnosis of this phase.
Not wasting time to determine the cause of cardiac arrest or breathing, immediately begin to treat that includes the following range of activities. Lowers the head end of the bed, lifted the lower limbs, creating access to the chest and head. To ensure airway lightly throw your head back, bring up the lower jaw and produce 2 slow injection of air into the lungs of the child (1 - 1.5 seconds to 1 breath). Inspiratory volume should provide a minimum excursion of the chest. Forced air injection Visio ¬ lows directly inflating the stomach that dramatically affects the effectiveness of resuscitation! Injection is carried out by any method - "mouth to mouth", "mouth - mask" or use breathing device "bag - mask", "fur - a mask." However, infants are especially perform these manipulations:
- Should not be too throw the child's head;
- Should not compress the soft tissue chin, because it can cause airway obstruction.
If the injection of air has no effect, it is necessary to improve the airway, giving them a better anatomical position of extension of the head. If this manipulation also failed to produce the effect, it is necessary to release the airway from foreign bodies and mucus continue breathing with a frequency of 20 - 30 in 1 min.
Methods of eliminating airway obstruction caused by a foreign body, depends on the age of the child. Purification finger upper airway blind children is not recommended to use because at this point you can push the foreign body deeper. If the foreign body is visible, it can be removed using the Kelly clamp or forceps Medzhila. Clicking on the stomach is not recommended for use in children under one year, because it threatens damage to abdominal organs, especially the liver. A child at this age can help hold it in your hand in position "rider" with his head lowered below the torso. Chairman of child support hand around the lower jaw and chest. On the back between the shoulder blades quickly causing four strokes proximal part of the palm. Then the child laid on his back so that his head was below the torso throughout the reception and serve four pressing on the chest. If the child is very high, so put it on your forearm, it is placed on the hip so that his head was below the torso. After clearing the airways and restore their free terrain in the absence of spontaneous breathing begin artificial ventilation. In older children or adults with airway obstruction foreign body advise taking Heymliha - subdiafrahmalnyh series of clicks.
Emergency krykotyreotomiya - one of the support options patency respiratory tract in patients who can not get intubuvaty trachea.
Methods of indirect heart massage. Using 2 or 3 fingers of the right hand, press down on the breast at the site, located at 1.5 - 2 cm below the intersection of the sternum with nipple line. In newborns and infants clicking on the breast can be produced by placing the thumbs of both hands in a specified place obhvatyvshy palms and fingers chest. Depth sternum deflection inside ranges from 0.5 to 2.5 cm, frequency clicks at least 100 times in 1 min., The ratio of pressures and artificial respiration - 5:1. Massage hearts hold, putting the patient on a hard surface or tucked under the back child infants left arm. In newborns and infants acceptable method of asynchronous ventilation and massage without complying with pauses for breaths, which increases cardiac blood flow.
Criteria effectiveness of resuscitation - the emergence of a distinct ripple on the femoral and carotid arteries, narrowing of the pupils. It is desirable to develop emergency tracheal intubation and to provide ECG - monitoring of cardiac activity.
If the background cardiac massage and ventilation cardiac activity is not restored, then intravenously administered 0.01 mg / kg of epinephrine hydrochloride (epinefrinu), then sodium bicarbonate - 1 - 2 mg / kg. If intravenous administration is not possible, then as a last resort - ask intracardiac, sublingual or endotracheal administration. The feasibility of using drugs during resuscitation calcium being questioned. To maintain cardiac activity after its restoration injected Dopamine or Dobutamine (dobutreks) - 2 - 20 mg / kg in 1 min. When ventricular fibrillation prescribed lidocaine - 1 mg / kg intravenously, with no effect demonstrated Emergency эlektrodefibrilyatsiya (2 W / kg in 1 sec). If necessary, do it again - 3 - 5 W / kg in 1 sec.
During cardiopulmonary resuscitation important to quickly provide access to the venous bed. Central venous access is more preferred than peripheral, since there is a significant delay in the circulation of drugs introduced through a peripheral vein, although the same dose of drugs.
Intravenous access is made as follows.
Children younger than 5 years:
• first attempt - peripheral line if no success for 90 seconds - intraosseous line;
• later - the central line (femoral, internal and external jugular vein, subclavian) venesektsiya saphenous vein leg.
Children over 5 years:
• first attempt - peripheral line;
• the second attempt - the central line or venesektsiya saphenous vein leg.
All medications used during cardiopulmonary resuscitation, and all fluids, including whole blood, can be introduced intraosseous. Standard needle 16-18G, needle puncture of the spinal stiletom or bone marrow needle is injected into the anterior surface of the tibia 1-3 cm below its tuberosity. The needle is directed at an angle of 90 degrees to the medial surface of the tibia, so as not to damage the epiphysis.

Ventricular fibrillation
Ventricular fibrillation and ventricular tachycardia - unusual for children kinds circulatory arrest. Ventricular fibrillation is more common in adolescents and patients with congenital heart disease. If still there fibrillation should try to make defibryllyatsyyu soon. If the time from cardiac arrest is unknown, then as the first measure - recommended cardiopulmonary resuscitation for at least two minutes. The success of defibrillation electrode size is important and its location. Size electrode for adults - 13 cm in diameter, for older children - 8 cm for infants - 4.5 cm One electrode is placed to the right of the sternum below the clavicle, the other - below and to the left for the left nipple. Between the electrode and the skin should be a layer of cream, saline, soap.
Algorithm for treatment of the following:
- Defibrillation, three consecutive bits (4> 4> 4 J / kg);
- Adrenaline 0.01 mg / kg / in or 0.1 mg / kg endotracheal;
- Defibrillation - 4 J / kg;
- Lidocaine 1 mg / kg;
- Defibrillation - 4 J / kg;
- Adrenaline 0.1 mg / kg / v;
- Defibrillation - 4 J / kg;
- Bretylium 5 mg / kg.
Therapy that supports, is to use mechanical ventilation mode AC or positive pressure at the outlet to support Ra02 at 9.3 - 13.3 kPa (70 - 100 mm Hg) and PaCO2 within 3,7-4 kPa (28-30 mm Hg). When bradycardia injected isoproterenol - 0.05 - 1.5 mg / kg in 1 min, at its ineffectiveness use artificial pacemaker. If resuscitation lasts more than 15 minutes or doreanimatsiynyy period lasts more than 2 minutes, then carry out activities aimed at preventing brain edema. Enter Mannitol - 1 g / kg, deksazon - 1 mg / kg at intervals of 6 hours. Appropriate hyperventilation to achieve RaS02 within 3.7 kPa (28 mm Hg). Nifedipine is administered at a dose of 1 mg / kg during the first day under the control of blood pressure. Assign thiopental sodium - 3 - 5 mg / kg intravenously during con ¬ troll respiratory rate (remember the negative inotropic effect). Mandatory monitoring of vital parameters heart rate, CVP, blood pressure, body temperature. Very important control urination and state of consciousness. EEG monitoring and ECG monitoring is performed to stabilize cardiac activity and respiration.
Contraindications for resuscitation:
- Terminal states due inkurabelnoho disease.
- Severe disease and irreversible brain damage.
The question of the duration of resuscitation and stopping their children in Ukraine nowhere and never discussed. Before doctors often face the question resuscitate or not resuscitate the child, especially when the final stop before the heart was peredzupynnyy long period of intensive care and all the body's reserves are exhausted. In the world literature on this issue is also paid very little attention
Cardiopulmonary resuscitation and continued support of life in children should be part of the integration of the social system. Only such an approach can properly organize timely and complete care for patients. And this requires smooth functioning following systems:
• sanitary-educational work on the prevention of injuries in children;
• basic life support level in children (doshpytalna assistance);
• for easy and quick access to child reanimation teams;
• highly skilled support life (hospital, niche assistance);
• intensive care postreanimatsiynoyi disease in children.

Materials for self-
Situational task
Task 1. Patient A., aged 14, while trying to climb out of bed after elective surgery on varicocele, there was severe weakness, zapamorochylasya head. Loss of consciousness was not a nurse brought another doctor.
1. What is the most likely diagnosis?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?
Answers:
1. Orthostatic collapse.
2. Give the patient a horizontal position when raised with gentle end.
3. Orthostatic collapse due to redistribution of blood with an increase in total volume and decreased venous flow to the heart, the basis of this condition is the lack of venous tone.
4. Treatment of the underlying disease, review cardiologist, neurologist.
5. In the absence of diseases that contribute to the occurrence of this condition, clinical supervision is not required. In the presence of organic background - clinical supervision in profile specialist.

Task 2. In patient 10, the capture of the total blood in the surgical department during the test there was a loss of consciousness for up to 5 seconds. After applying ammonia recovered consciousness immediately. The nurse brought the doctor.
1. What is the most likely diagnosis?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?
Answers:
1. Dizziness.
2. Easy, short fainting emergency requires.
3. A sudden and brief loss of consciousness due to violation of postural tone.
4. Special treatment is needed.
5. In the absence of diseases that contribute to the occurrence of this condition, clinical supervision is not required. In the presence of organic background - clinical supervision in profile specialist.

Problem 3. Man K., 13 years old, is unconscious on the floor after hitting electrocution due to damage electrical wiring. The patient's severe, external respiration preserved carotid pulse is palpable.
1. What complication occurred in a patient?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Present a method of cardiopulmonary resuscitation.
5.What features of clinical supervision for the child after recovery?
Answers:
1. Cardiac arrest.
2. Perform cardio-pulmonary resuscitation and dopravyty patient to hospital.
3. Progressive failure of livelihood due to acute circulatory failure, microcirculation and tissue hypoxia.
4. Depth sternum deflection inside ranges from 0.5 to 2.5 cm, frequency clicks at least 100 times in 1 min., The ratio of pressures and artificial respiration - 5:1. Massage hearts hold, putting the patient on a hard surface.
5. Clinical supervision by a cardiologist.

Problem 4. A patient 10 years on the beach zapamorochylasya head, increased body temperature. He lost consciousness for 5 seconds. I turned for help to the nurse.
1. What disease arose in this case?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?
Answers:
1. Heat stroke, dizziness.
2. Easy, short fainting emergency requires.
3. A sudden and brief loss of consciousness due to violation of postural tone, fever due to disorder center of thermoregulation.
4. Special treatment is needed.

Problem 5. A patient 10 years old, diagnosed with acute hematogenous osteomyelitis of the right tibia deteriorated condition after administration of ceftriaxone. On examination marked coldness of the extremities, acrocyanosis, skin marbling. Patient delirious. The body temperature of 40.80 C. Also determined tachycardia, tachypnea, drop in blood pressure.
1. What complication arose in this case?
2. Tactics physician in detecting the disease.
3. Etiology and pathogenesis of disease.
4. Name the main areas of treatment.
5. What features of clinical supervision for the child after recovery?
Answers:
1. Infectious-toxic shock.
2. Replacing antibiotic immediate holding infusion therapy glucose-saline to detoxification, symptomatic therapy to stabilize hemodynamics.
3. Progressive failure support system, caused by acute circulatory failure, microcirculation and tissue hypoxia.
4. Combined treatment should vkyuchaty immobilization, rational antibiotic therapy, immunocorrection, correction fluid and electrolyte disorders, detoxification therapy and symptomatic treatment in cases of funtsiy organs and systems (treatment of multiple organ failure).
5. Clinical supervision in orthopedic, surgeon and other specialists in the presence of complications.
FIRST AID renal failure

1. Background:
Relevance of kidney failure in children due to birth defects, sudden and progressive damage nephrons, resulting impaired renal function and body homeostasis disorders accompanied by the threat of his life.

2. Specific objectives:
1. Analyze the list of defects, diseases and patolohichchnyh conditions that cause kidney failure in children.
2. Explain the major clinical manifestations of renal failure in children.
3. Differentiate renal failure in children depending on the stage of the disease and causes.
4. Interpret helper methods: ultrasound, x-ray, laboratory and biochemical analyzes, hemodynamic parameters.
5. Demonstrate a bladder catheterization technique.
6. Identify features of acute and chronic renal failure.
7. Justify and formulate preliminary clinical diagnosis.
8. Submit algorithm Action physician in acute and chronic renal failure in children.
9. To interpret the general principles of treatment of acute and chronic renal failure in children.

4.2. Theoretical question for the class:
1. Present a etiologic structure of acute renal failure in children.
2. Pathogenesis of acute and chronic renal failure.
3. Know the clinical picture of acute and chronic renal failure.
4. Know the principles of the use of auxiliary examination methods and interpretation of the data obtained in this pathology.
5. Directions of the treatment of acute renal failure in children.
6. Definition tactics sick child after acute renal failure and chronic renal failure.

4.3. Practical work carried out in class (level III digestion).
1. Collect medical history, including information about pregnancy and childbirth relatively specific patient.
2. Conduct review of a sick child, palpation, auscultation.
3. Describe the objective status and determine the clinical and radiological symptoms of acute renal failure.
4. Settle and make a plan examination and treatment.
5. Perform and know the technique a bladder catheterization in children.
CONTENTS TOPICS
"Acute renal NEDOSTATANIST IN CHILDREN"
Kidneys - paired organ located in the lumbar region (at 12 ribs) and acts as a detoxification of the body. Blood supply of the kidneys performed arteries that branch off directly from the abdominal aorta. The basic functional unit of the kidney - the nephron. It consists of a capsule Shymlanskaya-Bowman, covering vascular glomerulus, convoluted tubules, loops of Henle, straight tubules. Kidneys - extremely "efficient" body. With their weight, which is 0.4% of body weight on organ blood flow accounted for 25% of cardiac output. Metabolic processes in the kidney followed by using 10% of oxygen necessary for the functioning of the body.
By reducing the hydrostatic (mean arterial pressure) or with increasing vnutrishnokapsulyarnoho the critical filtration stops developing renal failure.
In the process of renal tubule reabsorption of water, electrolytes, and other substances, and secretion. Eventually excreted about 1% of the urine, now secondary, which contains high concentrations of slag.
The kidneys are involved in hematopoiesis, regulation of fluid and electrolyte status and acid-base balance. Kidney - more and secretory organ. Its parenchyma synthesized renin, which plays an important role in shaping the tone of blood vessels (blood pressure).

Etiology and pathogenesis of acute renal failure
In acute renal failure following factors lead.
1. Prerenal. This includes pathological conditions that lead to a decrease in renal blood flow reduction of BCC, lowering blood pressure, thrombosis, embolism or prolonged spasm of the renal arteries, the disintegration of red blood cells (hemolysis) and muscles (mioliz). The most common reasons they have massive blood loss, traumatic, anaphylactic, cardiogenic shock, loss of plasma hipohidratatsiya with significant burns, pancreatitis, peritonitis, fistulas of the gastrointestinal tract, vomiting and diarrhea, incompatible blood transfusion, prolonged crushing syndrome, acute respiratory failure.
2. Renal. In patients with primary damage occurs when kidney parenchyma of her exogenous poisons (ethylene glycol, formaldehyde, acetic acid, salts of heavy metals), nephrotoxic antibiotics (aminoglycosides), bacterial toxins (sepsis), acute glomerulonephritis, eclampsia pregnancy. Also, this group includes congenital malformations of kidney in children.
3. Postrenalni. Acute renal failure develops as a result of violation of the outflow of urine (tumor and calculus renal pelvis and ureter, prostatic adenoma cancer, ureteral ligation wrong during operations on the pelvis).
In 70% of cases of acute renal failure caused by prerenal pathology. Under critical conditions (massive blood loss, hypovolemia, significant long-term stress) adrenal glands, a large amount of catecholamines. There spasm of arterioles skin, muscle, intestine, kidney arteries. Reduced blood flow in these tissues allows additionally remove a certain amount of blood to maintain tsyrkulyuyuchiyi activities, primarily the heart and brain. Appropriate, from the standpoint of the whole organism, such centralization of circulation with prolonged duration (more than 3-4 hours) causes death of the kidney.
Another mechanism of renal failure occurs in acute vascular failure (collapse, endotoxemia). This dramatically decreases the hydrostatic pressure, which is accompanied by breach of ultrafiltration of blood and damage nephrons.
Hypoperfusion - renal ischemia - hypoxia - clotting of blood in the capillaries of the glomeruli - the cessation of filtration plasma - membrane tubules injury - compression nephrons and capillaries - nefronekroz - this scheme of the pathological process.
The death of 75% of nephrons clinically manifested acute renal failure. Violated all renal function: ultrafiltration, reabsorption, secretion, synthesis of substances.
Stages in the course of acute renal
FAILURE, Distinctive clinical and intensive care
In the clinical course of acute renal failure are five stages.
The first stage (shock). Determine the period of aggressive factor. It lasts from a few hours to 2 - 3 days. Clinical picture painted symptoms of the underlying disease. In the diagnosis of this stage is necessary to investigate the state of hemodynamics and urine output, because the timely and proper conduct of intensive therapy can not prevent the other stages.
Troubling indicators are:
- Hypotension (systolic blood pressure below 70 mmHg, not stabilized within a few hours), decreased urine output (<30 ml / hr.)
- Hipostenuriya (urine specific gravity <1006 - 1008).
Tactics intensive care patients determined considering the causes of pathology. Here are the possible options.
1. Shock, accompanied by absolute hypovolemia (loss of blood, plasma, hipohidratatsiya).
Algorithm intensive care:
a) to restore blood volume (transfusion odnohrupnoyi compatible blood components, the means of hemodynamic, crystalloids and salt-free solutions). Timely recovery of BCC, as evidenced by normalization AT, pulse, hemokontsentratsiynyh indicators, and especially important - CVP - usually accompanied by a reduction in urine output.
b) in the absence of diuretic effect - to relieve vasospasm renal microcirculation recovery advisable to use drugs that exhibit a-adrenolytic action (Mr. droperidol, aminazine) hanhliolityky, epidural anesthesia, stimulate diuresis. Apply 30% Mr. mannitol in 40% of the district of glucose (1 g / kg intravenously at a speed of 80-100 drops per minute), against the background of his actions administered saluretics (furosemide in increasing doses - starting with 2-4 ml 1% solution, every 7th min. - up to 40-50 ml). Complement stimulating introduction to Mr. aminophylline (2.4% district, 10 ml intravenously, dissolved beforehand in isotonic sodium chloride solution). Combined use of these drugs on the background of previous water load (so-called "triple blow") can be eliminated functional renal failure.
2. Conditions involving acute vascular insufficiency (anaphylactic shock, toxigenic, orthostatic collapse, poisoning or ganglioplegic a-adrenolytic intermediaries, "heat" hypotensive phase of infectious-toxic shock, cardiogenic shock reflex).
    Stabilization of vascular tone and normalization of perfusion pressure in these cases reach using agonists (epinephrine hydrochloride mezatona, dopamine - intravenously). These patients also need to perform infusion therapy hemodynamic means as applied glucocorticoids. The next stage of treatment - stimulation of diuresis.
3. Hemolysis (at posttransfuzionnyh reactions, poisoning haemolytic substances "real" drowning in fresh water, bites of some species of snakes and insects) mioliz (the syndrome of long squash). Medical treatment:
a) make infusion therapy for a significant increase in CBV (mode hemodilution);
b) at the same time constantly "oluzhnyuvaty" blood, using a drip 4% Mr. sodium bicarbonate (pH controlled to that of the upper limit of normal);
c) remove the spasm of the renal vessels;
d) stimulate diuresis.
At a massive hemolysis, trauma to destruction of soft tissue earliest expedient to hold sessions hemodializnoyi therapy.
4. In renal disease should also seek normalization of hemodynamic enter antispasmodics, stimulate diuresis and apply antihy therapy.
5. Postrenalna cause kidney failure requires immediate intervention urologist and the issue of the elimination of obstacles outflow of urine (bladder catheterization, ureteral epitsystostomiya, adenomectomy, litotomiya etc.). Stimulate diuresis diuretic purpose to restore the flow of urine is contraindicated!
No diuretic effect on the ongoing intensive therapy shows gross organic changes nephrons. Establish diagnosis of acute renal failure in stage oligoanuria.
The second stage - oligoanuria. It lasts from several days to three weeks, which is determined by the degree of destruction of nephrons and their ability to regenerate. Occurs in the form of oliguria (urine output <500 mL / day) or anuria (urine output <50 ml / day). Severity determined by the development of pathological syndromes:
1) hydration. Often due to iatrogenic causes (the doctor seeks to stimulate kidney activity holding water load, which now contraindicated, sometimes incorrectly calculates daily volume infusion therapy, significantly increasing her). In addition, at this stage in the process of intense catabolism (tissue decay) produced large amounts of endogenous water
(Up to 1500 mg / day).
In patients with marked increase in body weight, CBV, arterial and central venous pressures, the emergence of peripheral edema, pulmonary edema.
2) Disorders of electrolyte balance - hyperkalemia, hypermagnesemia, hypocalcemia.
Clinical symptoms: depression, lethargy, hyporeflexia, respiratory disorders and heart activity.
3) metabolic acidosis. Conditioned by the accumulation of hydrogen ions by disrupting their breeding kidneys.
Patients progressing noisy, frequent, deep breathing (Kussmaul type) compensatory nature, vomiting become more pronounced hemodynamic disorders.
4) uremic intoxication.
Characteristic signs of intoxication is impaired consciousness (up to coma), ammonia breath uremic polyserositis (pleurisy, pericarditis) zvyrazkuvannya lining of the esophagus, stomach, and diarrhea.
5) Synthetic renal disorders.
For patients characterized by anemia (due to dysfunction krovetvorennya) and hypertension (renin-angiotensin origin).
Intensive care.
The therapeutic approach at this stage, unlike the previous one, is changing. It no longer depends on the etiological factors and made taking into account pathological them ¬ syndromes developing in this pathology.
1. Fighting excessive hydration. The patient must be on a special bed - scales. His daily weighed. Proper management of the patient excludes increasing weight. When breathing and through the skin of a patient loses about 400-500 ml of water. Counts fluid loss in other ways (with vomiting, with diarrhea). Infusion therapy should not exceed the amount of the loss, and, as the means of infusion used only Mr. sodium bicarbonate and concentrated (20 - 40%) districts glucose with insulin.
2. Correction of electrolyte imbalance. Administered in large doses of calcium chloride or gluconate (up to 40-50 ml of 10% solution per day) intravenously. How antagonist potassium and magnesium it reduces dangerous concentration of plasma.
3. Treatment of metabolic acidosis. Apply 4% sodium bicarbonate solution, to 300 - 400 ml per day, taking into account the acidity of the blood. Alkalises blood also reduces hyperkalemia.
4. Warning disintegration of tissues. Assign hormones anabolic action (Nerobolum, retabolil) that, reducing catabolism, reduce the breakdown of proteins. Formed less toxins and endogenous water. With the same purpose, use concentrated districts glucose.
5. For detoxification of the body can be used enterosorption (coal NCS enterodezom, polisorb etc.), frequent bowel lavage (cleansing enemas for 4 - 6 times zadobu), extracorporeal detoxification methods (hemodialysis, plasmapheresis, hemodialysis and limfosorbtsiya), peritoneal dialysis.
6. Symptomatic therapy. If necessary, the patient is prescribed antihypertensive the means, heart medications, washed red blood cells transfused. Important role in providing combat hypoxia, prevention of infectious complications.
We're aware of the potential effect of drugs kumulyatsiynoho a violation of their removal from the body of the affected kidney!
Hemodializna therapy - blood purification device using "artificial kidney". How it works: using a special pump roller type tube on highways moves blood from the patient to the dialyzer. Dialyzer is a system of capillaries made of semipermeable membrane (kuprofanu or cellophane) that washed dializuyuchoyu fluid. The chemical composition of the fluid meets dializuyucha plasma. When passing blood through capillaries dialyzer processes of dialysis, osmosis and ultrafiltration. This toxic substances (creatinine, urea, uric acid, phosphate, potassium ions, hydrogen), and excess water from the blood to pass through the membrane in dializuyuchyy solution. Simultaneously dializuyuchoho solution in blood permischuyutsya those ions (sodium, calcium) that are lacking in the patient, aligning the chemical composition of the blood.
Depending on how the collection of blood and infusion therapy patient hemodializnu spend arterio-venous or veno-venous access in aseptic conditions, after previous administration of anticoagulant (heparin district). At a speed of transmission of blood on the highway 200-250 ml per minute playing session hemodializnoyi therapy is usually 4-5 hours.
Absolute indications for hemodializnoyi therapy:
- Hyperhydration body (CVP> 150 mm water column);
- Hiperkaliyplazmiya (plasma K +> 7 mmol / l);
- Creatinine levels> 0.7 mmol / l;
- Daily increase urea> 5 mmol / l;
- Decompensated metabolic acidosis (blood pH <7.2).
- Hemodialysis is contraindicated in:
- Unstable hemodynamic (AT syst. Below 90 mm Hg);
- Haemorrhagic syndrome;
- Decompensation of the cardiovascular and respiratory systems;
- CNS (stroke, intracranial hematoma).
The third stage - the restoration of diuresis. It begins with the selection of more than 500 ml of urine, and lasts up to 3-5 days. Because regeneration glomerular filtration mechanism gradually restored blood. Tubular epithelium regenerates later because reabsorption is still broken. Every day increases urine output - up to 1500-2000 ml. However, the urine has a low specific gravity, contains a lot of protein and erythro ¬ tsytiv. Slag poorly excreted, so still a significant risk to the patient of hyperkalemia and uremia.
This requires the use of pre-treatment strategy. Slightly increase the volume of infusion therapy in accordance with losses. Restoration to the physiological diuresis volume (2-3 liters) determines the transition to the next stage of ARF.
Fourth stage - polyuria. It lasts up to 2 weeks. Daily gains of 800-1000 ml of urine, and urine output - up to 7-9 liters per day. In patients with normal azotemia, dehydration develops simultaneously in a large number of lost potassium and magnesium, which may pose a threat to patients.
Therapeutic tactics must change again: spend massive infusion therapy including losses transfused Canadians liyvmisni solutions. Correction of electrolyte disorders performed according to laboratory measurements on known formulas.
Gradually reduced concentration ability of the kidneys, increasing the proportion of urine, urine output normalized.
Fifth stage - vyzdorovlennya. This process takes from several months to 1-2 years. At this time spend symptomatic therapy, diet therapy and spa treatment.

Materials for self-
Situatsiyne task
Task 1. Woman '15 came with complaints of abdominal pain and lumbar region, fever, vomiting, loss of appetite. In history operated in Connected with bilateral hydronephrosis complicated by chronic pyiyelonefrytom. Pasternatsky positive. In Urinalysis - protein - 0.066 g / l, WBC - 30-40, erythrocytes - 1-2 in sight bakteriyiuriya. In biochemical surveyed increased numbers of urea and creatinine, renography with reduced function of both kidneys to 70%.
1. What is the cause of kidney failure?
2. What treatments might be used?
Answers:
1. Bilateral hydronephrosis, chronic pyiyelonefrytom.
2. Methods of detoxification hemodialysis

Task 2. The boy's mother 13 years after his recovery from the flu celebrates another rise in temperature to 380 - 390 C for 5 days, headache, nausea, weakness in the lumbar constant pulling pain, frequent urination, especially at night, muddy urine, blood pressure 140/80 mm. Hg. century. Pasternatsky positive left and negative right hand side. Preliminary diagnosis of pyelonephritis.
1. What method radiodiagnostics most informative to identify the degree of renal dysfunction?
2. What complication occurred in a child?
Answers:
1. Dynamic renostsyntyhrafiya.
2. Hypertension.
Problem 3. Boy '10 suffering from chronic glomerulonephritis with a 5-year-olds. During the last month - pallor, many "sintsiv" on hands and feet, irritability. On examination severe condition, the child in sopor, leather with ekterychnym shade postoznist the lower limbs, mouth - the smell of ammonia. Breathing deep, noisy, 28 with 1 min. BP - 160/90 mm Hg. century. Cardiac muffled, 110 for 1 min., Arrhythmia, on top and at \ / point - systolic murmur. Liver to 3 cm appears from under the costal arch. By last night urination 1 times, identified 180 ml of urine.
1. Your preliminary diagnosis?
2. What biochemical indicators help clarify the diagnosis?
Answers:
1. Chronic glomerulonephritis, chronic renal insufficiency II degree
2. Increasing numbers of residual nitrogen, urea, kreatenynu; violation electrolyte composition.

Problem 4. 12-year-old child after suffering glomerulonephritis 2 years ago complained of fatigue, weakness, loss of appetite, headache, nausea, thirst, polyuria. The child behind in physical development. OBJECTIVE: leather pale and dry. BH 30/hv, HR 108/hv. Abdomen - soft, epigastric pain, liver + 1.5 cm painful. Pasternatsky weakly positive on both sides. Laboratory studies: normochromic anemia, urea content in blood serum - 8.8 mmol / L, creatinine - 0.18 mg / dL, hyperkalemia, hypermagnesemia, hypocalcemia.
1. Enter the diagnosis?
2. What method to confirm the diagnosis?
Answers:
1. Chronic renal failure.
2. Nefrosyntihrafiya.

Problem 5. Girl 7 years, 2 weeks ago held transplantation humerus due to congenital cystic dysplasia. Immunosupresyvnu received no therapy. Parents viewed Fades odutlovatosti face pastoznost legs, abdomen, reducing urine output. Examination: in Al. Blood Lake. - 11.8 h109 / l, ESR - 22 mm / h., Total protein - 49 g / l, albumin - 32 g / l cholesterol - 4.6 mmol / l. In en. Urine: the relative density - 1031, protein - 4.5 g / l Lake. - 5-6 in sight, er. - 1-2 in sight, cylinders - 1-2 in sight. Daily urine output - 350 ml.
1. What complication occurred in a child?
Answer:
1. Part nephrotic syndrome
FIRST AID brain edema

1. Background. Processes edema and swelling of the brain is one of the most urgent problems of modern intensive care. They accompany a variety of neurosurgical, neurological, surgical and physical illness. Question diagnostic and pathogenetic treatment of edema and swelling of great difficulty for clinicians

2. Specific objectives:
1. Explain the mechanism of brain edema.
2. Recognize the major clinical manifestations of cerebral edema.
3. Interpret supporting research in brain edema (VCHPT, echoencephalography, ultrasound, MRI, CT).
4. To make the algorithm of the physician in cerebral edema.
4.2. The theoretical questions to the studies:
1. Pathogenesis of cerebral edema.
2. Clinical signs of cerebral edema.
3. Characteristics of the Glasgow-Pittsburgh.
4. Diagnosis increase VCHPT and brain edema.
5. Intensive therapy for cerebral edema.

Content themes
Cerebral edema often develops as a result of hypoxia, which occurs at various conditions such as traumatic brain injury, meningoencephalitis, hypercapnia, reducing the osmolarity of plasma fluid and electrolyte disorders, exogenous and endogenous intoxications. This observed loss of consciousness, seizures, vomiting, the presence of which indicates intracranial hypertension.
There edema and swelling of the brain that are stages of the same process: edema - is the accumulation of free fluid in the intercellular space, and swelling - coupled fluid accumulation in cells.
According pathogenesis distinguish vazogennyh, cytotoxic, osmotic, hydrostatic edema. When vazogennyh swelling increases the permeability of blood-brain barrier (BBB) ​​with a yield of plasma in perivascular and extracellular space, accumulate vasoactive substances (prostaglandins, biogenic amines, peptides). Swelling of the brain is observed in TBI, brain tumors, infectious and allergic lesions of the CNS, hemorrhagic stroke. Cytotoxic edema is caused by disorders of cellular metabolism, electrolyte metabolism, increase cell membrane permeability, increased intracellular colloid-osmotic gradient and fluid retention in the middle of the cell during intoxication, hypoxic encephalopathy, postasystolichnomu syndrome, and ischemic stroke. Osmotic swelling of the brain - caused by water intoxication in violation of CNS osmolarity gradient in the plasma of blood - brain parenchyma. Observed in some embodiments the metabolic эntsefalopatiyi (liver, kidney failure, etc.)., Hipoonkotychnyh states, and consequently inadequately conducted eksrakorporalnyh treatments. Hydrostatic brain edema - occurs when fluid everywhere propotivanni ependymu stomachs. It can be observed the syndrome liquor hypertension. In clinical practice, brain swelling, usually has pathogenetically mixed.
Mechanism of cerebral edema: increased permeability of blood-brain barrier, increasing the total pressure, venous outflow from the cranial cavity, reduced osmolarity plasma osmolality increases and decreases hydrostatic pressure of interstitial fluid. Increased fluid content in brain tissue (mainly in glial) cells redistributed into ions of sodium, chlorine, calcium. The number of ATP, increasing nitrogen fraction, ADP, AMP, inorganic phosphorus, oxidized products, developing acidosis. The increase in intracellular calcium leads to the destruction of phospholipid membranes, contributes to the accumulation of fatty acids vysokonasychenyh - substrate prostaglandins. Recent impair brain microcirculation. Arachidonic acid is metabolized to lipoxygenase under the influence of free radicals and leukotrienes. All this contributes to a greater violation of intracranial homeostasis, enhancing the development of edema, swelling of the brain.
Edema may be localized and generalized.
Clinical features of cerebral edema is characterized by general cerebral and focal symptoms.
Zahalnomozkovi symptoms due to increased VCHPT: headache, nausea, vomiting, seizures, impaired consciousness (from lethargy to coma), stagnation in the optic nerve papilla.

It noted the gradual involvement in the pathological process of various brain structures. Lesion of the cerebral cortex is characterized by impaired consciousness, the emergence of generalized clonic seizures. Engaging in the process of subcortical accompanied psychomotor agitation, hyperkinesia, tonic seizures, a characteristic posture decorticate posturing rigidity (curls and leg extension).
Defeat mezentsefalno-hypothalamic area (upper stem and hypothalamus) is accompanied by profound disturbances of consciousness, impaired breathing and circulation. Sudoma a barrel character outside decerebrate rigidity (straightening the arms and legs).
Distribution of edema on lower parts of the brain stem are accompanied by further violations of the respiratory system and cardiovascular system. There have miosis, extension arms with atony feet (destruction of the bridge), mydriasis, absence of pupillary response to light, their central position, diffuse atony, arefleksiya (oblong brain).
The development of focal symptoms associated with displacement of cerebellar hemispheres of the brain and in the future - with herniation and compression of its structures (edema, swelling, head trauma, tumors, hemorrhage).
Intracranial hypertension is characterized by the development of symptoms of irritation of the meninges. Most important is the determination of intracranial perfusion pressure (VCHPT): = AT VCHPT min-1/2 pulse pressure - pressure SMR (mm Hg. Cent.).
Of course, this value is 75-80 mm Hg. century. (9,86-10,65 kPa). When the VCHPT perfusion pressure decreases.
Additional methods of diagnosis of cerebral edema: lumbar puncture, computed tomography, echoencephalography, ultrasound brain and others.
Conducting lumbar puncture is contraindicated in the defeat of an oblong brain, where there bulbar disorders.
To prevent dislocation of the brain at high VCHPT before the puncture is necessary to carry out dehydration. Dislocation of the brain with a temporary effect can be eliminated by introducing endolyumbalnoho 40-60 ml isotonic sodium chloride solution. A more effective method is craniotomy with removal of cerebrospinal fluid from the ventricles.
Biochemical signs of cerebral edema: increased levels of serotonin and histamine, reducing the osmolarity of plasma hypoproteinemia.
When brain swelling noted increased sodium, decreased potassium levels and ATP.
Features of the development of cerebral edema in children. The rapid development of cerebral edema in children is associated with inadequate maturity and high hydrophilic brain tissue, increased permeability of cell membranes, as well as congenital and acquired pathology of CNS allergies. They zahalnomozkovi symptoms may also occur under normal or reduced pressure.

Intensive therapy of cerebral edema.
I. etiopathogenetical: elimination of the causes of disease, treatment of the underlying disease, normalization of gas exchange, stabilization of hemodynamic correction KLS, fluid and electrolyte shifts, metabolic processes dezyntoksykatsiya, anti-allergy therapy; immunocorrection.
II. Local therapy of cerebral edema: normalization of cerebral hemodynamics, including microcirculatory, rheological properties of blood, stabilization of cell membranes, decrease vascular permeability, inactivation of proteolytic enzymes, vasoactive substances, free radicals, normalization of cerebral metabolism, hormone therapy, normalization of intracranial volume and correction of vodnoelektrolitnoho exchange (adequate infusion therapy, dehydration, extracorporeal correction of fluid and electrolyte metabolism), calcium-tubules; hypothermia.
III. Symptomatic: elimination of seizures; correction of temperature homeostasis prophylactic antibiotic therapy, correction of disorders of the internal organs, adequate nutrition, intensive monitoring and care.
Normalization of gas exchange is ensured by maintaining a free airway, oxygen therapy, mechanical ventilation, which is conducted using moderate hyperventilation with PaCO2 4-4,4 kPa (30-33 mm Hg. Cent.). It reduces the blood supply of the brain and improves blood flow in ischemic areas, preventing further growth of brain edema. Continued ventilation on the background vasoconstriction alters brain metabolism and has no effect on the development of edema. Especially appropriate to apply mechanical ventilation in the first 24 hours since the onset of cerebral edema.
The use of HBO is contraindicated due to the risk of oxygen toxicity and increased edema, swelling of the brain.
Hemodynamic stabilization aimed at normalizing CBV, systemic blood pressure, prevent the development of hypo-and hypertension, as well as improving microcirculation (support corpuscular volume at 0,30-0,35 l / l), the rheological properties of blood OCs. While hypertension can be used ganglioplegic (simultaneously reduce the permeability of blood-brain barrier).
1. Normalization of cerebral hemodynamics is provided by improving microcirculation, rheological properties of blood vessel tone. Remember that fast recovery brain circulation is the cause of significant ischemic damage of brain tissue structures. For normalization of cerebral hemodynamics apply: Trental, 5 ml (100 mg) 2% solution, preferably administered intravenously drip. Normalizes z-potential cell increases glycolytic process reduces the loss of potassium by cells, not causes of a "steal syndrome". Children - at 1-3 mg / (kg-day).
Kurantil (dypiridamol) - no effect on hemodynamics without causing hemorrhagic complications syndrome "steal." Inhibits kinin. Apply 2 ml (10 mg) 0.5% solution. Children - by 0.2-0.5 mg / (kg / day). Complamin (Teonikol, Xantinol nikotinat) - 2 ml (300 mg) 15% solution factional or drip. Preparations niacin can impair venous vidtikannya, especially with the rapid introduction. Cavinton - eliminates blood angiospasm, increases the threshold vynoslyvosti to hypoxia, acting as antiagrigant. Not applicable under the threat of hemorrhage. Selectively increases cerebral blood flow. Not be used together with heparin! Assign a dose of 25-30 mg / day for children - by 0.25-0.5 mg / (kg-day) 0.5% solution. Aminophylline - increases the need for oxygen in tissues without affecting the level of oxidative phosphorylation. Causes vasoconstriction of blood vessels of the brain may lead to the emergence of "steal syndrome". When brain edema used with caution. The dose - 6-20 mg / (kg-day), used as a 2.4% solution, children under 1 year, the same solution is injected at the rate of 1 mg / (kg-day) for children aged 2-4 years - 4 mg / (kg-day).
Venous blood vidtikannyu helps position the patient on his back with a raised upper trunk. Turn head to the side, throwing her back increase VTPCH.
Sermion (NICERGOLINE) - in addition to improvement of microcirculation, reduces permeability and capillary fragility. Children are 6-10 mg / (kg-day) 10% solution. A similar action by sulfokamfokayin - 6 - 25 mg / (kg-day). L-lizinu suktsinat 0.1% intravenously 5.0 mL. Low molecular dextran (reopolyglukine) used after stabilization of cellular and vascular membranes with hypervolemia their use is contraindicated. Facilitate the movement of fluid from the intercellular space in the vascular bed, which improves microcirculation. Insecure increased cerebral edema. Children are introduced to 10 ml / (kh-dobu.) in writing speed 0.15 - 0.2 ml / (kg-min). Dopamine is used at the rate of 2 - 5 mg / (kg-min) vasodilation in cerebral vessels.
Drugs that improve cerebral blood flow in the initial stage of swelling (to stabilize cell membranes and vascular) may increase manifestations of cerebral edema.
2. Stabilization of cell membranes and reducing vascular permeability. Dicynone (etamzilat) - 12.5% ​​solution injected 1 ml (125 mg) 3-4 times a day. Children - by 5-25 mg / (. Kg-day). Adrokson - 1 ml of 0.025% solution of 3 - 4 times a day, children - in 0.05-0.1 ml / (kg-day).
3. Inactivation of proteolytic enzymes, vasoactive substances, lipid peroxidation (LPO). Inhibitors of proteolytic enzymes: kontrikal -10 000 IU 2-3 times a day gordoks 100 000 Unit 2 times a day. The course of treatment - 5-7 days may be canceled earlier, after the elimination of the threat of edema.
Remember! Suppress fibrinolysis! Their use is contraindicated in acute respiratory failure.
Aspirin-remember that simultaneously reduces thromboxane A2 and prostacyclin. May increase bleeding.
Antihistamines, drugs (dimedrol, suprastin, tavegil) - 1 ml 3-4 times a day. Children of single dose - 0.1 ml / year of life. Duration of treatment - 5 days.
Antioxidants to reduce lipid peroxidation (tocopherol, ascorbic acid, nicotinamide, and others).
Pyridoxine (vitamin B6). He has the antykininova and antytrypsynova activity, apply 1 ml. Children - by 1.5-3 mg / (kg-day). Similarly operates pyridoxal phosphate (coenzyme vitamin B6).
4. Normalization of cerebral metabolism. Nootropil (piracetam)-increases resistance to hypoxia accelerates the redox processes and utilization of glucose, shows antioxidant effect. Apply a dose of 5 ml (1000 mg) 1-2 times a day. Newborns, by 200-250 mg / (kg-day) in 2 divided doses, for children - 30-50 mg / (kg-day). In patients with convulsive readiness convulsion may occur in the elderly - worsening heart failure. Application is especially effective in the early stages of edema. Nicotinamide - Improves tissue respiration, used for 5-7 mg / (kg-day). β-blockers (Inderal, obzidan, Inderal) - blocking the exit of potassium ions from the cell (anti-hypoxic effect). You can not assign simultaneously with calcium channel blockers (collapse, asystole!). The dose - 1-5 mg (intravenously). Contraindicated in severe right-or left ventricular heart failure, sinus bradycardia, atrioventricular block, bronchial asthma, predisposition to bronchospasm, diabetes with ketoacidosis, pregnancy, disorders of peripheral blood circulation. Antihypoxants: sodium-hydroxybutyrate improves cerebral blood flow, increases oxygen utilization, enzyme activity, antiradical and provides protection antyperekysnyy cells, reduces the level of lactate and pyruvate. Assign the patient with low adaptive-adaptive mechanisms. Detects antihy action. Dose - 50-100 mg / kg. Contraindicated in severe hypokalemia and infants. Seduxen (Sibazon) - single dose of 10-30 mg 3-4 times a day for children - by 0.3-0.5 mg / kg, or 0,8-1,2 mg / (kg-day). Not assigned concurrently with monoamine oxidase inhibitors and derivatives fenotiazydu. Contraindicated in acute liver and kidneys, severe myasthenia gravis.
Seduxen and sodium hydroxybutyrate activating the GABA-energy system of the brain, which reduces swelling.
5. Hormonal drugs primarily affecting the normal brain tissue, preventing cell decompensation and rise of cerebral edema. Not recommended to use in the intracranial hypertension (FK Orkin, L.X. Kuperman, 1985). Effectively operate at perifocal edema caused by the development of tumors. Ineffective in diffusion edema (TBI, hypoxic encephalopathy) their use in appropriate cases vazogennyh edema. Reduce leakage of the liquid part of blood, exert influence cerebroprotective dehydration. Assign: prednisolone-to 1-5 mg / (kg-day); deksazon - 0,1 -0.5 mg / (kg-day). Treatments - 5 days, with no effect within 2 days of treatment should be discontinued. On the mechanism of action similar to nootropics.
6. Normalization of intracranial volume and correction of fluid and electrolyte metabolism: a) the use of an adequate infusion therapy.
Purpose - to maintain normal system pressure. Limiting the amount of fluid during treatment with diuretics may enhance hypoxia and brain swelling due hemokontsentratsiyi, deterioration of microcirculation, oxygenation conditions, between the cell metabolism and blood vessels.
Contraindicated use gemodez, isotonic sodium chloride solution, 5% glucose solution. Avoid sharp increase VCHPT because it can lead to increased edema, swelling of the brain, reducing blood flow, stopping the intracranial circulation and "brain death."
Osmotic diuretics are short, marked dehydration intact plots (syndrome "steal"), repeated hyperhydration syndrome ("rebound"), mainly in the area of ​​edema associated with increased osmolarity. Osmotic diuretics are not used in plasma osmolarity above 320 mOsm / l, intracranial hemorrhage, Nephroses, lack of systemic circulation.
Mannitol-on 0,5-1 g / (kg-day) 10-20%. solution intravenously. Keep in mind the need to prevent the development of dehydration and electrolyte imbalance.
Lasix (furosemide) - at 20-60 mg 1% solution. With repeated administration may gipohloremichesky alkalosis. Children - by 0.5-1.5 mg / kg. Apply with concomitant heart failure.
Drugs that create oncotic gradient between blood and tissues
Albumin - 100-200 ml of 10% solution intravenously, children - to 5-15 ml / (kg-day) in the form of 5 - 10% solution. Fresh frozen plasma - in the same doses.
7. Calcium channel blockers improves microcirculation, normalize hemostatic system, reduce the accumulation of tissue hormones, the brain providing resistance to hypoxia.
Verapamil (izoptyn) - bolus of 5-10 mg (2-4 ml of 0.25% solution), drip-by 0.005 mg / (kg-min). Children - by 0.1-0.2 mg / kg. Enteral: adults - 40-80 mg for children - 1 mg / kg.
Korinfar (nifedipine) - unlike veralamilu without depressing myocardial conductivity, produces weak antiarrhythmic effect, reduces predominantly diastolic pressure. Not recommended for use with low pressure. Assign 10-20 mg three times a day.
H & M at e is n and n - the most effective drug improves overall perfusion in the zone of ischemia of the brain, improves metabolism of neurons in an area that borders the ischemic area.
8. Hypothermia is used for secondary prevention of edema in the background neurovegetative blockade. Reduces the formation of glutamate unprofitable.
Control treatment: definition corpuscular volume, osmolarity of plasma and urine, BCC, electrolytes, VCHPT, dynamics of clinical symptoms.
Prognostic importance of timely the treatment of edema, swelling of the brain.
In the initial stages of swelling of intensive therapy should be aimed at removing the current correction factor with basic functions. Dehydration is not the basis of intensive therapy. When symptomatic cerebral edema intensive care is carried out in full. When decompensation process limited indications for use osmodiuretics and protein drugs (albumin). their purpose may increase the severity of the pathological process.

Materials for self-
Situational task
Task 1. Baby delivered in '11 in the admission department ambulance from city accident. The boy complained of headache, nausea, vomiting, transient impairment of consciousness, when viewed from the skin pale, pupil reaction reduced congestion in the papilla optic nerves, the pulse of the peripheral vessels filiform, stress, heart rate 95 per minute. BP 80/50 mm Hg. century.
1. Your possible diagnosis?
2. Which test should be patient?
3. Is shown holding lumbar puncture?
4. What drugs normalize brain metabolism?
     5. First aid in the treatment of the patient.?
Answers:
1. Swelling of the brain.
2. CT brain
3. Shown in all cases except damage medulla
4. Nootropil, cytochrome C, Panangin, Inderal, nikotinamid.
5. Mechanical ventilation, usually 4 catheters; / in perftoran 3ml/kh; trental 2-3 mg / kg; oksibutyrat sodium 40-120 mg / kg; kaventon 0,25-0,45 mg / kg; L-lizinu suktsinat 0 , 1% 5.0 ml cytochrome C 0.5-0.8 microns / kg deksazon 0.2-0.4 mg / kg per day, according to testimony diuretics

Task 2. The child, 12-years after severe head injury with severe cerebral edema appeared this situation: the child opens his eyes sluggishly, but the look does not register, determined phenomenon tetraparesis, pyramidal signs, dementia, sphincter function is controlled.
1. How is this state out of the coma?
2. What led to the development of this condition?
3. At what scale determine the depth of coma?
4. Which test should be?
5. Assign to treat a patient?
Answers:
1.Opalnyy syndrome.
2.Tryvalyy brain swelling.
3. Scale deep coma Glasgow-Pittsburgh.
4.Yelektroyentsefalohrammu.
5. Preparations for the normalization of cerebral metabolism: nootropic and cardiovascular drugs.

Problem 3. The child, 3 years old, weighing 15 kg, after a severe head injury, according to CT brain determined total cerebral edema.
1. What are the first clinical signs characteristic of this disease?
2. What preparation must first enter?
3. Calculate the dose for this child?
4. What complications may be after the introduction of this drug?
5. Which indicator monitoring required at introduction of this drug?
Answers:
1. Headache, nausea, bradycardia.
2. 20% mannitol.
3. 15g a day.
4. Dehydration and electrolyte shifts.
5. Control of diuresis.

Problem 4. Child 7 years came after road trauma in ICU unconscious. Pupils OD over OS, photo reaction flabby, does not open the eyes to painful stimuli responds not the differential movements.
1. Assessing the level of consciousness by Glasgow?
2. What could be the cause of anisocoria?
3. What method of diagnosis should be first?
4. What indicators should be monitored in this child?
5. What features of cerebral edema in children?
Answers:
1. 18 points
2. Dislocation brain structures.
3. CT brain
4. Arterial and central venous pressure, urine output.
5. The resulting nedostanoyu zrilistyu and high hidrofilnistyu brain tissue.

Problem 5. Child 5 years is being treated on brain edema. In the history of child congenital malformation of the heart. Another doctor prescribed intravenous administration of mannitol. Within 20 minutes after the start of infusion therapy the child's condition worsened: developed cough, increased dyspnea, sputum appeared with a touch of fresh blood.
1. What complication arose in the child and what it involves?
2. Providing emergency and principles for further treatment?
Answers:
1. Pulmonary edema, which is associated with the administration of mannitol in the pathology of heart.
2. Stop administration of mannitol, mechanical ventilation, dehydration therapy adjusted diuretics.

Differential diagnosis of hydronephrosis

1. Background.
Number of children with abnormalities of the kidneys is increasing every year. Among obstructive uropatiy in childhood disorders patency pelvis-ureteral segment is one of the first places. Chastist hydronephrosis and complications, which causes this pathology, diagnosis necessitates hydronephrosis.

2. The specific objectives.
1. Analyze the list of diseases that need to differential diagnosis of hydronephrosis.
2. To analyze the clinical course of kidney abnormalities, manifested abdominal extension of the kidney.
3. Suggested methods of diagnosis kidney defects in the differential diagnosis of hydronephrosis.
4. Interpret laboratory results, and radiographic examination sonolohichnoho patients with hydronephrosis.
5. Clinical management of patients with hydronephrosis.
4.2 Theoretical question for the class:
1. Perelikuyte congenital malformations that have extended cavity system of the kidney.
2. Etiopathogenesis, clinical manifestations of polycystic kidney disease.
3. Etiopathogenesis, clinical manifestations and hydronephrosis megaloureter.
4. Clinical and laboratory diagnosis of hydronephrosis.
5. What sonolohichna pattern typical for hydronephrosis?
6. Opportunities ultrasound of the kidneys, the differences in the diagnosis of renal disease and ureter.
7. Identify methods of X-ray examination, which will confirm the diagnosis of hydronephrosis.
8. Features of X-ray examination of children first years of life.
9. Complications of hydronephrosis and diagnostics.
10. Perelikuyte diagnostic methods that help to establish the final diagnosis of hydronephrosis.
Content themes
Hydronephrosis - is expanding cavity of the kidney due to obstruction in the pelvis-ureteral segment. Obstruction can result from various causes: embryonic adhesions, stenosis in prymyskovomu segment, high discharge valve or ureter aberrant vessel dynamic obstruction (Figure 1).
Causes of hydronephrosis
Causes of obstruction can be divided into internal and external, organic and functional. For clinicians the importance of separating the organic and functional.
A. During the stage of embryogenesis solid vacuolization and recanalization of the ureter may lead to obstruction pelvis-ureteral segment, which manifests structure, narrowing, valve ureter. For organic causes of obstruction include high discharge ureter or retrokavalne location. With external causes in this group include compression of the pelvis in ureteral segment embryonic adhesions and fibrous strands, aberrant vessels, cicatrices after periuretrytu.
B. Functional causes obstruction pelvis-ureteral segment associated with segmental dysplastic process. Congenital absence of smooth muscle or change its collagen fibers, the absence of prolonged muscular layer of the ureter leads to impaired patency and delays evacuation of urine from the renal pelvis into the ureter.

Anatomical defects of violations, the outflow of urine from stasis, which may lead to the development of conditions for bacterial infection. A significant violation of the outflow of urine, increased pressure in the bowl further reduces the renal parenchyma, nephrogenic hypertension and renal failure. This determines the need for early detection and early elimination of defects with the restoration of anatomic relationships necessary for normal function of the genitourinary system.
In recent years, due to the extensive use sonolohichnoho pregnancies, much earlier began to show expansion cavity of the kidney. Malformations that have similar sonolohichnu picture and determined perinatally. Often - is hydronephrosis, megaloureter, polycystic kidney disease, congenital changes cups kidney abnormalities location. In older children mentioned changes may occur in urolithiasis, Nephroptosis.
Polycystic kidney - is a bilateral kidney lesions associated with impaired kidney structure in the early stages of fetal development. In the genesis of renal cystic formations kidney heredity plays a central role. Polycystic kidney in children often spadkuyetsya in an autosomal retsysyvnomu type. Very often the malformation is incompatible with life, combined with malformations of the brain (hydrocephalus, hidromiyeliya), malformations of the heart. In polycystic kidney disease in newborns may be affected cystic disease of the liver and pancreas. Renal cystic disease in infants shows diffuse enlargement gathering tubules, nephron structure as cystic change. Unchanged areas renal parenchyma may only be stored in a capsule. Clinically: palpable enlarged kidneys child behind in physical development; periodically z'yavlyayetsya vomiting, oliguria, increased numbers urea nitrogen end, high blood pressure. In 80-95% of the forecast is not favorable and within 2 to 4 months ends in death of the child.
Manifested in the formation of voluminous retroperitoneal space revealed by ultrasound. Clinically asymptomatic.
Solitary cyst localized in one of the poles of the kidneys. When large amounts can manifest itself Billy even renal colic, hematuria possible. In 66% of cases large cyst can compress and shift the pelvis, large and small cups, violates urodynamics. When squeezing vascular cyst may develop hypertension vasorenal.

Clinical manifestations of hydronephrosis and megaloureter sometimes absent. Hydronephrosis and megaloureter children in the first years of life may show different clinical picture, depending on the child's age and degree of urodinamiky.
The existence of this disease most often learn at sonolohichnomu surveyed pregnant. The second group of children examined in z'yavzku with high fever, vomiting, diarrhea, anorexia and leykotsiturii. Sonolohichne test helps in determining the further management of the patient. In older children hydronephrosis can occur asymptomatic or accompanied by pain, leykotsiturii.
Anomalies structure cups and pelvis also give a modified picture of the kidneys in sonolohichnomu survey.
Diverticula calices arising from degeneration favorites ureter III - IV order. Formed pocket that vystlanyy transitional epithelium and combined with calyx-pelvic area in the vault cup. One-third of patients manifested stone formation, constant inflammation.
Hidrokalikos and mehakalikos (expansion cup due to compression of blood vessels scarring or achalasia neck calices) are rare. Advanced calyx of one or both kidneys without signs of obstruction, its number increased to 25 (8-10), can occur as complications of urolithiasis, infection.
Obstruction in prymyskovomu segment in the progression of renal colic may occur, surround the formation of the retroperitoneal space, leukocyturia, hematuria, dyspeptic disorders.
Sonolohichna picture:
for polycystic characteristic bilateral lesions larger formation;
( multykistozna kidney: vizyalizuyetsya ehonehatyvni numerous plots of various sizes, not linked, or represented by a large brain cyst layer, parenhyma absent.
( hydronephrosis - numerous hyperechoic structures are interconnected, most of them (bowl) is located in the medullary layer, parenchyma is defined differently.

( megaloureter - numerous interconnected hyperechoic formation, as well as advanced ureter.
Ekstretorna urography:
( with polycystic - defined large kidneys, renal parenhyma kontrastuyetsya a long delay or not kontrastuyetsya;
( when multykistozniy kidney - no kidney function of the affected party;
( with hydronephrosis - contrast agent on the affected side accumulates slowly or not kontraktuyetsya, pelvis and calyx expanded differently depending on the degree of hydronephrosis. At a delay emptying kidney contrast agent may conduct a test load (Continuous IV administration laziksu 0.1 mg \ kg).
According stsyntihrafiyi kidney function partly preserved, delayed emptying more than 20-30 minutes.
Materials for self-
Situational tasks
Task 1. On the advice of a urologist approached parents of a newborn child, which in the perinatal period revealed piyeloektaziyu right. Ureter not appear.
1. What method of diagnosis will help in determining future tactics in treatment?
2. What additional diagnostic methods should be conducted?
3. What diseases need to distinguish?
Replies
1. Sonolohichne survey.
2. Laboratory examination ekstretorna urography.
3. Megaloureter, bubble-ureteric reflex cyst right kidney.

Task 2. In urology department for treatment of a boy is 3 months, who had come in connection with a high fever, vomiting, dyspeptic disorders. In the analysis of blood - leukocytosis, neutrophilic left shift, accelerated ESR in urine - leukocyturia, proteinuria. When sonolohichnomu examination - both kidneys are enlarged, the right cup to 10 ml in diameter, pelvis - 27h18 mm, left - expansion pelvis - 18h12 mm.
1. Perelikuyte disease which is necessary to conduct a differential diagnosis.
2. What methods of diagnosis and timing of further investigation?
3. Explain your diagnosis.
Replies
1. Polycystic kidney disease, a bilateral megaloureter, acute pyelonephritis.
2. Excretory urography, laboratory examination, Doppler.
3. A bilateral hydronephrosis.

Problem 3. Boy 5 months neodnarozovo fed to the physical separation of high fever, vomiting, diarrhea. In Urinalysis observed proteinuria, leukocyturia in blood tests - leukocytosis, accelerated ESR. When renal ultrasonography revealed piyeloektaziyu right.
1. What diseases can be suspected?
2. Perelikuyte diagnostic methods for diagnosis.
3. Your diagnosis.
Replies
1. Hydronephrosis, megaloureter, bladder-ureteral reflux.
2. Excretory urography, laboratory examination, cystography.
3. By increasing the cavity size of the right kidney - hydronephrosis.

Problem 4. Girl in '10 came to the hospital with clinical renal colic: pain in the right lumbar region with iradiatsiyeyu the right inguinal area, vomiting, anxiety. In Urinalysis - leukocyturia, erytrotsyturiya, in blood tests - white blood cells. When sonolohichnomu examination expansion pelvis and calices of the right kidney.
1. Perelikuyte disease that can manifest this clinical picture.
2. Assign the required survey methods and timing of their implementation.
3. Explain your diagnosis.
Replies
1. Hydronephrosis, urolithiasis, pyonephrosis.
2. Purchasing attack of pain, and then excretory urography, laboratory examination.
3. Urolithiasis.

Problem 5. In consultation with the urologist asked parents of children 3 months of complaints sonolohichni changes both kidneys. When sonolohichnomu examination revealed an increase of both kidneys, renal parenchyma compacted determined many anehohennyh formations. In history - in polycystic mother, adult type.
1. What diagnoses should conduct a differential diagnosis.
2. What methods of diagnosis will help in diagnosis?
3. What is your diagnosis?
Replies
1. Hydronephrosis, megaloureter, polycystic kidneys.
2. Excretory urography, laboratory examination, renografiya.
3. Polycystic kidney disease.

Problem 6. In urology department for examination came a girl of 3 months, born to teenage mothers. Pregnancy against pyelonephritis. When sonolohichnomu examination determined the left kidney large kidney vizializuyetsya large cyst cerebral layer, parenchyma absent.
1. What diagnosis can be suspected?
2. What diseases to the differential diagnosis?
3. What methods of diagnosis confirm the diagnosis?
Replies
1. Multykistozna left kidney.
2. Polycystic kidney disease, hydronephrosis, ureterohydronephrosis.
3. Excretory urography, laboratory examination, renografiya.

Tests.
1. Child '10 Received urology department with the diagnosis left kidney hydronephrosis fourth degree. An excretory urograms. What are the radiological signs of hydronephrosis detected in the patient?
A. Belated contrast, expansion bowl and cups left kidney on delayed radiographs.
B. Increased shadow left kidney.
C. The presence of rounded contrasting spots (extended cup).
D. Spasm necks cups.
E. Delay contrast and reduce the intensity of the shadow of the left kidney.

2. In urology department received a boy of 7 years with clinical renal colic. Which of perelikovanyh defects kidneys and ureters harakteren this syndrome?
A. Intermittent hydronephrosis.
V. bladder-ureteral reflux.
S. Hypoplasia kidney.
D. Doubling the upper urinary tract.
E. Polycystic kidney.

3. In urology department for examination is the girl with the extension calices and pelvis of the right kidney. Object of perelikovanyh diagnostic methods should begin examination of the patient?
A. Excretory urograms.
B. Retrograde ureteropiyelohrafiya.
S. Angiography.
D. Renography.
E. Cystoscopy.

4. In the emergency department of children's surgical hospital received child 12 years with abdominal pains that are characteristic of renal and urinary tract infections. Perelikuyte diagnostic methods that can help establish the diagnosis.
A. Palpation of the lumbar region, kidney ultrasound, laboratory tests.
B. Excretory urography.
C. Laboratory examination.
D. Definition Pasternatsky.
E. Percussion lumbar, plain film.

5. The girl 11 years after physical exertion appeared paroxysmal pain in the right lumbar region. In the history of an attack of pain for the first time. After the attack in urine - microhematuria. Perelikuyte disease that can produce a similar clinical picture.
A. Intermittent hydronephrosis.
V. megaloureter right.
S. Urolithiasis.
D. Chronic pyelonephritis.
E. Polycystic kidney.

6. The girl, who is in the urology department in connection with piyeloektaziyeyu right kidney, conducted the survey and found intermittent hydronephrosis. What methods of examination conducted child?
A. Excretory urography in standing and lying down.
V. Ureterotsystohrafiya.
S. cystography.
D. Renography.
E. Cystoscopy.

7. In the department examined child 5 months in connection with changes in the structure sonolohichnymy left kidney. When sonolohichnomu examination revealed the size and age structure of the right kidney, and a large number ehonehatyvnyh entities that are not connected to each other, the absence of parenchyma in the left kidney. What diagnosis can be suspected?
A. Multykistozna left kidney.
V. Polycystic kidney.
S. hydronephrosis.
D. Megaloureter.
E. sponge kidney.

8. In genetics applied mother of a newborn child with a diagnosis: microcephaly, polycystic kidney disease. What is the most common factor in this disease?
A. Continuity.
V. Endocrine diseases parents.
C. Chronic pyelonephritis mother.
D. Acute respiratory disease during pregnancy.
E. Working mothers in the chemical industry.

9. Surveyed child of 3 months, born from full-term pregnancy and mother, a history in which polycystic kidney disease. Identified changes give the opportunity to exhibit diagnosed polycystic kidney. What sonolohichni changes characteristic of this disease?
A. Increased two kidneys, a large number ehohnehatyvnyh formations, not interconnected, sealing parenchyma.
B. Extended abdominal renal system.
C. Advanced calyx, pelvis and upper third of the ureter.
D. A large cyst cerebral layer, parenchyma absent.
E. Extended pelvis and ureter throughout.

10. Girl 5 years old came to the hospital with complaints of pain in the left lumbar region. Ill during the year. When X-ray examination revealed a significant increase calices and pelvis, ureter not kontrastuyetsya. What is the most likely factor in this expansion pelvis.
A. Stricture of the ureter.
V. bladder-ureteral reflux.
S. Multykistozna kidney.
D. Megaloureter.
E. pyonephrosis.
FIRST AID liver failure

1. Background:
Liver failure in children due to violation of metabolic processes in the liver, accompanied by general intoxication and lead to neurological and psychiatric disorders.

2. Specific objectives:
1. Analyze the list of diseases or conditions that cause liver failure in children.
2. Explain the major clinical manifestations of liver failure in children.
3. Differentiate hepatic failure in children depending on the cause of.
4. Interpret helper methods: ultrasound, x-ray, laboratory and biochemical analyzes, hemodynamic parameters.
5. Demonstrate the technique of palpation the liver.
6. Identify peculiarities of liver failure in children.
7. Justify and formulate preliminary clinical diagnosis.
8. Submit algorithm Action physician in hepatic failure in children.
9. To interpret the general principles of treatment of liver failure in children.
CONTENTS TOPICS
"Hepatic NEDOSTATANIST IN CHILDREN"
Liver - unpaired organ of the gastrointestinal tract, which is located in the right subdiaphragmatic area. The liver has an important function in the digestive process (synthesis and secretion of bile, which promotes the consumption of fat) in the cells of the exchange of proteins, fats and carbohydrates are synthesized proteins, various enzymes. The special mechanism (microsomal oxidation) in the liver detoxification processes of various poisons both exogenous and endogenous origin. Liver - one of the blood, it also serves as a depot, is involved in the regulation of acid-base balance of the body.
On the metabolic needs of the liver normally takes up to 25% of the oxygen necessary for the functioning of the body, with severe intoxication, these expenses increased to 40%.
Hepatic blood supply by 20% at the expense of the hepatic artery, and 80% - of portal vein. With this authority comes to blood that contains significantly reduced amount of oxygen. So, different hypoxic conditions arising in the body, leading to disruption of oxygenation, primarily liver tissue. In countering this body has a powerful mechanism for regeneration. Yes, the death of over 70% tissue accompanied by hepatic failure, but after a while, in these cases, the volume of the liver can recover.

Etiology and pathogenesis of liver failure
Liver failure is often caused by viral hepatitis (virus A and B), acute poisoning (mushrooms, dichloroethane, phosphorus, carbon tetrachloride, arsenic) as a result of severe toxemia of pregnancy, burn disease, the use of inhaled anesthetics, antibiotics or sulfanilamide the means of hepatotoxic action with massive bacterial invasion, cirrhosis, primary and metastatic tumors of the liver.
Severe liver failure manifested by a comma. Hepatic coma is endogenous (hepatocellular, "rozpadna"), exogenous (porto-caval, "shunt") and mixed.
Toxic liver lesions with destruction of more than 70% of hepatocytes leads to the development of endogenous coma.
When cirrhosis high pressure in the portal vein blood flow prevents it goes into the system vena cava. Because the liver is not able to effectively purify the blood - there is exogenous coma. In clinical practice, most watched mixed forms of liver failure.
Central nervous system in hepatic coma due to several reasons. This primarily ammonia encephalopathy (synthesis of uric acid from ammonia disrupted, and its level in the blood increases several times). Precipitating factors may be foods rich in proteins, gastrointestinal bleeding, the means hypnotic drugs and drug series, alcohol, surgery, infection, metabolic alkalosis. In CNS tissues accumulate so-called "false" neurotransmitters (oktopamin), amino acids (methionine, phenylalanine, tyrosine, tryptophan) and their toxic metabolites. Against hypoproteinemia arise interstitial edema, which leads to respiratory and tissue hypoxia. Violation of the synthesis of various enzymes, impairment of carbohydrate and fat metabolism, metabolic alkalosis with hypokalemia complicating central nervous system.
Clinical manifestations LIVER FAILURE
Liver failure can be run as:
1. Excretory form (violation of the secretion of bile, a characteristic feature - jaundice).
2. Vascular form (predominant clinical portal hypertension).
3. Hepatocellular forms (disruption of hepatocytes with various disorders of the liver).
Over the course of acute and chronic liver failure, the degree of compensation - offset subcompensated and asthma.
CNS occurs phasically: prekomy, threatening coma and coma own.
In patients with liver failure characterized by the following clinical manifestations:
• the inspection of skin - jaundice, spider veins, "palmarna" hand, the expansion of small surface vessels of the face,
• often - fever,
• liver breath with sweat and urine (due to the formation of methionine metylmerkaptanu)
• digestive disorders (nausea, hiccups, lack of appetite, red, smooth tongue, abdominal pain, flatulence, defecation disorders)
• respiratory failure (interstitial pulmonary edema with the development of restrictive, obstructive and diffusion of respiratory disorders - hypoxic hypoxia)
• disorders of the cardiovascular system (hypotension, tachycardia, extrasystoles)
• hemorrhagic syndrome, anemia (due to disturbance of synthesis in the liver clotting factors and bleeding from erosions and ulcers of the stomach and esophagus);
• often joins complications: kidney failure; hepatorenalnyy syndrome is prognostically unfavorable for the patient.
With an increase in liver failure progressing symptoms of intoxication of the central nervous system: fatigue, headache, lethargy, apathy, change the sleep period and vivacity. Gradually growing disorientation, possible periods of psychomotor agitation, epileptic seizures. In patients exhibit increased tendon reflexes limbs klonus stop, positive symptom Babinsky. One of the most frequent symptoms - flapping - symptom (tremor of the limbs and face, especially pronounced in outstretched hands and wrists in the lowered position, pronation). In the state of deep coma pupils are dilated, eyeballs fixed tendon reflexes are called; progressive rapid (within hours) reduced size of the liver. In chronic disease, especially in the presence of pronounced regenerative fibrotic processes may remain enlarged liver.
Intensive therapy of liver failure
The basis of intensive care treatment principle laid causative pathology that led to liver failure, and prevention and treatment of major syndromes of liver failure during the period (10-14 days) required for spontaneous regeneration of hepatocytes.
1. Assign patient strict bedrest in boxed wards and meet medical staff complete asepsis and antisepsis.
2. In order to prevent encephalopathy removed from the diet of animal protein and fat.
3. Eliminate hepatotoxic factors (hypoxia, hypovolemia, hemorrhage, intoxication): to eliminate hypoxia used oxygen therapy (feed 3-4 liters / min oxygen via intranasal catheter HBO sessions, prolonged continuous administration of oxygen through the catheter into the small intestine - 0.2 - 0, 3 ml / kg body weight per minute, oxygenated blood in the umbilical vein rekanalizovanu);
to increase hepatic blood flow is reduced CBV, improves blood rheology, eliminate intestinal paresis. For this purpose, use crystalloids infusion, salt-free and hemodynamic the means, Mr. aminophylline (2.4% of 20-30 ml / day), sympatholytic means. Putting 10% district albumin (200-300 ml), Mr. mannitol (1 g / kg) dextran increases plasma oncotic pressure, which reduces interstitial edema liver tissue;
for the prevention of stress ulcers and gastrointestinal bleeding used H2 blockers (cimetidine 150 mg), and bleeding from esophageal varices insert probe Blackmore;
the presence of blood in the intestines to reduce intoxication necessarily should clean;
if necessary, blood transfusions should only be used svizhostabilizovanu blood preservative which should be a solution of heparin.
For the prevention and treatment of intoxication used the following methods:
purgation (frequent enemas, saline laxatives, antibiotics that are not hepatotoxic action of kanamycin to 6 g / day, ampicillin - 1g 4 hrs.)
blood purification - (using plasmapheresis sessions, hemosorption or hemodialysis, or connecting ksenoselezinky ksenopechinky etc.);
injected substance capable of binding ammonia in the blood (glutamic acid - 40-50 ml of 1% district, with glucose, three times a day, Mr. and-arginine - 2 grams intravenous infusion every 8 hours).
4. To improve energy processes in hepatocytes injected concentrated (10-20%) districts glucose (5 g / kg per day). Such therapy also reduces the breakdown of the body's own proteins and slag formation.
5. The aim of stabilizing cell membranes of hepatocytes prescribe corticosteroids (10-15 mg / kg hydrocortisone overnight).
6. To stimulate lipotransportnyh mechanisms and stabilize energy metabolism used choline chloride (10% ml10 district, along with 200 ml glucose district, after previous atropinizatsiyi twice a day).
7. Importance of providing vitamin (C, B1, B2, B6, C, E, B12, folic and nicotinic acid in doses 2-3 times higher of daily needs) Cardiac glycosides.

Materials for self-
Situatsiyne tasks:
Task 1. Boy, 11, is being treated in the department planned surgery RCCH about the syndrome of portal hypertension. Ill for seven years. Took a course of conservative treatment. During the last admission to the hospital appeared complaints about the lack of consciousness, often noisy breathing, bleeding from esophageal varices, ascites, anemia, high levels of transaminases.
1. What form of liver failure characterized these clinical manifestations?
2. What methods of diagnosis should be conducted?
Answers:
1. For vascular form.
2. Biochemical blood FEHDS, ultrasound Doppler vascular liver and spleen.

Task 2. Girl, 1 month, send to the department planned surgery. According to the mother of the child is determined by the period of jaundice novonorodzhennosti, aholichny stools, dark-colored urine, spider veins on the skin, bloating, a biochemical analysis of blood high levels of transaminases, hyperbilirubinemia through direct fraction. Preliminary diagnosis of congenital malformation, atresia of the biliary tract.
1.Dlya forms of liver failure characterized these clinical manifestations?
2. Methods of diagnosis to help determine treatment strategy?
3. Principles of treatment of the above forms of hepatic insuffi
established?
Answers:
1. For excretory form.
2. Liver ultrasound, FYEHDS, liver biopsy.
3. Surgical treatment of biliary atresia.

Problem 3. Girl, 15, turned to dilnichoho pediatrician with complaints of jaundice, fever, nausea, lack of appetite, abdominal pain, flatulence. During the inspection determined liver smell from mouth, red smooth tongue, skin spider veins, "palmarni" palm expansion of small surface vessels of the face. From history we know that the girl had used mushrooms that samostino gathered in the forest. The same complaint appeared to parents who also ate mushrooms.
1. What preliminary diagnosis can be set?
2. What form of liver failure characterized these clinical manifestations?
3. What first aid is necessary to the child?
Answers:
1. Acute mushroom poisoning.
2. Hepatocellular form of liver failure.
3 gastric lavage, bowel cleansing, detoxification therapy.

Problem 4. Boy, 7 years old, is treated within the planned surgery on the syndrome of portal hypertension. In history was made operative intervention (spleno-renal anastomosis) 3 years ago. Recently (within 3 months) were complaints expansion of small surface vessels face periodic fever, liver smell from mouth, nausea, lack of appetite, abdominal pain, flatulence. During the biochemical blood analysis revealed high levels of transaminases.
1. What complication occurred in a child?
2. What are the principles of treatment of this complication?
Answers:
1. Hepatic failure, vascular type.
2. Assign patient strict bedrest in boxed wards.
In order to prevent encephalopathy removed from the diet of animal protein and fat.
Eliminate hepatotoxic factors (hypoxia, hypovolemia, hemorrhage, intoxication): to eliminate hypoxia used oxygen therapy.
For the prevention of stress ulcers and gastrointestinal bleeding used H2 blockers.
Colon Cleansing (frequent enemas, saline laxatives, antibiotics that are not hepatotoxic action of kanamycin to 6 g / day, ampicillin - 1g 4 hrs.).
Cleaning blood - (using plasmapheresis sessions, hemosorption or hemodialysis, or connecting ksenoselezinky ksenopechinky etc.).
To improve energy processes in hepatocytes injected concentrated (10-20%) districts glucose (5 g / kg per day). Such therapy also reduces the breakdown of the body's own proteins and slag formation.
The aim of stabilizing cell membranes of hepatocytes prescribe corticosteroids (10-15 mg / kg hydrocortisone overnight).
To stimulate lipotransportnyh mechanisms and stabilize energy metabolism used choline chloride (10% ml10 district, along with 200 ml glucose district, after previous atropinizatsiyi twice a day).
Importance of providing vitamin (C, B1, B2, B6, C, E, B12, folic and nicotinic acid in doses 2-3 times higher of daily needs) Cardiac glycosides.

Problem 5. The boy 13 years old, which is treated within the planned surgery on the syndrome of portal hypertension, vascular complications form liver failure appeared complaints of weakness, headache, lethargy, apathy, change the period of sleep and vivacity.
1. What complication of liver failure rozvylosya a child?
2. What methods of diagnosis will help in diagnosis?
Answers:
1. Encephalopathy.
2. Electroencephalogram.
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