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Background. In our country some aspects of thyroid and parathyroid surgery are still discussed.

Aim. To present our experience in surgical treatment of benign diseases of the thyroid and parathyroid glands.
Materials and methods. A retrospective analysis of the results of surgical treatment of 1511 patients with thyroid and
parathyroid disease was performed.

Results. Thyroidectomy was performed in 73.6 % of cases with thyroid diseases. The frequency of postoperative
complications: laryngeal paresis — 1.37 %, hypoparathyroidism - 0.84 %, hemorrhagic complications - 1.2 %. Selective
parathyroidectomy was performed in 99 % of cases with primary hyperparathyroidism. Persistent hypoparathyroidism
and laryngeal paresis have not been identified. Total parathyroidectomy with central neck dissection, upper mediastinum
and upper horn of the thymus gland was performed in 66.3 % of cases with secondary hyperparathyroidism. Persistent
laryngeal paresis was established in 3.3 % of cases, hemorrhagic complications - in 3.3 %.

Conclusions. Constant analysis of our own results gives us reasons for our own attitude to the controversial issues
of thyroid and parathyroid surgery. Presently, we prefer thyroidectomy in the treatment of diffuse toxic goiter and
multinodular goiter, hemithyroidectomy - for the single-node goiter. In the surgical treatment of primary and uremic
hyperparathyroidism, we consider mandatory the use of intraoperative monitoring of intact parathyroid hormone. When
performing total parathyroidectomy, we perform the autotransplantation of the fragment of the parathyroid gland.
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O6ocHogaHue. Ha cezodHswHUll deHb HeKOMoOpble Xupypauveckue achekmbl jevyeHus: 006poKavyecmaeHHbIX
3a60./1e8aHull WUMoBUIHOU U OKOJI0WUMOBUOHBIX Jice/163 0CMarnmcst WUpoko obcyxcdaemvimu. llens uccaedosanusi:
npedcmasums onblm Ko/A/AEKMU8a 8 Xupypauveckom seveHuu do6poKa1ecmseHHbiX 3a60.1e8aHuli wumogudHol
Jces1e3bl U OKOI0WUMOBUOHBIX HCENE3.

MemoobL. [Iposedén pempocheKkmugHblll aHAAU3 pe3yabmamos xupypauyeckozo jeveHus 1511 nayuenma, onepu-
p08aHHO20 N0 N08ody 006pOKaYecmeeHHbIX 3601e8aHULl WUMOBUOHOT Jice1e3bl U OKOI0WUMOBUOHbIX JCea1€3 3a
nepuod c 2005 2. no anpess 2017 2. 8 mopakaabHoM xupypaudeckom omoeaeHuu I'6Y3 HOKB.

PesyabmamuL. [Ipu 3a601e8anusix wumogudHoli yxceaesvl 8 73,6 % cayuaes 8binoaHsAAACL mupeoudskmomust. Yacmoma
nocsieonepayuoHHbIX 0CA0MCHeHUll: nape3 copmaHu - 1,37 % cayuaes, 2unonapamupeo3s - 0,84 %, cemoppazuteckue
ocaodxcHeHust — 1,2 %. Ilpu nepsuutom eunepnapamupeose 8 99 % cay1aes 8bInoIHeHAa ceeKMu8Hasi napamupeo-
udskmomusi. Cmotiko2o 2zunonapamupeosa u hape3a 20pmaHu He 8bisgseHo. [Ipu 8mopuvHoM sunepnapamupeose
8 66,3 % c/yuaes 8bINO/IHEHA MOMA/AbLHAS NAPAMUPEOUIIKMOMUSL ¢ duccekyuell yeHmpa/abHOU Kaemuyamku weu,
8epxHe20 cpedoCmeHUs U 8epXHUX PO208 8U/A0YK08OLI Jices1e3bl. Cmolikuli nape3 2opmanu 6bl1 ycmaHosieH 8 3,3 %
cay4aes, eeMoppazuyeckue 0caodcHeHus — 8 3,3 %.

3akaouenue. [IocmosiHHbIL ImanHulli AHAAU3 cO6CMBEHHbLIX AHHbIX N0380/15lem apeyMeHmMuUpo8ams OMHoWeHUe
asmopos K CHOPHbIM 80NPOCAM Xupypauu 006poKa4ecmeeHHbIX 3a60.1e8aHUll WUMOBUIHOU U OKOJ0WUMOBUOHbIX
JHcenés. ApeymeHmayus C8s13aHa ¢ HU3KUM PUCKOM nNepcucmeHyuu u peyudusa 3a6os1esaHuli, npuemsaemoll yacmomot
nocseonepayuoHHbIX 0CA0NCHEHUT U omcymcmeueM 1emaabHOCmuU.

KnioyeBble cnoBa: TMpeonaskTOMUS, NapaTupeonasakToMus

To date, the pathology of the thyroid and parathyroid
glands occupy the second and third place in terms of
prevalence among diseases of the endocrine system after
diabetes mellitus [4]. Surgery of diseases of the thyroid
and parathyroid glands is the continuously developing
direction of general surgery with changing views on indica-

tions for surgical treatment and tactical aspects. The most
topical issues are the questions of differential diagnosis
of primary and secondary hyperparathyroidism, the use
of intraoperative monitoring in the surgical treatment
of primary and uremic hyperparathyroidism, and the
choice of the scope of surgical intervention in secondary
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hyperparathyroidism. Discussion remains in the choice of
the volume of surgical intervention for diffuse toxic and
multi-node goiter.

In 2004, the authors called oncological alertness as
the main cause of operative activity in cases of nodular
goiter. Hypothyroidism was regarded as a complication of
surgical treatment, and surgeons kept to organ-preserving
resections of the thyroid gland [1]. The Clinical recom-
mendations of the Russian Association of Endocrinologists
for the diagnosis and treatment of nodular goiter (2004)
identified two groups of indications for surgical treatment:
a nodal (multinodular) goiter with signs of compression
of surrounding organs and/or cosmetic defect and nodal
(multinodular) goiter in the presence of decompensated
functional autonomy thyroid gland (toxic goiter) or at a
high risk of its decompensation [5].

For 2008, the most common volume of surgical
intervention for Graves disease in Russia was subtotal
resection of the thyroid gland. This volume of surgery was
considered necessary to maintain the patient’s euthyroid
status in the postoperative period [12]. Other domestic
authors showed that thyroidectomy can significantly
reduce the risk of relapse of thyrotoxicosis in compari-
son with subtotal resections of the thyroid gland, in the
absence of an increase in the incidence of complications
and deterioration in the quality of life [11]. In the Clinical
Recommendations of the Russian Endocrinology Associa-
tionin 2007, the goal of surgical treatment was to remove
the greater part of the thyroid gland ensuring the devel-
opment of postoperative hypothyroidism (which is not
currently considered a complication of surgical treatment
of Graves disease butis considered its goal), excluding any
possibility of relapse of thyrotoxicosis [3].

This discussion is still ongoing. The authors indicate
(2015) that the volume and method of surgical interven-
tion for diffuse toxic goiter should be selected individually,
taking into account the severity of the disease, the pres-
ence or absence of endocrine ophthalmopathy, the titer of
antibodies to thyroid-stimulating hormone receptors, the
age and duration of antithyroid therapy [10]. In the Clini-
cal recommendations of the Russian Endocrinology As-
sociation in 2014, the total thyroidectomy is indicated as
operative treatment of choice for diffuse toxic goiter [10].

To this day surgical tactics regarding secondary
(uremic) hyperparathyroidism remains the subject of
discussions. There is no generally accepted recommended
volume of surgical treatment [2]. The main problem of
choosing surgical tactics in the treatment of patients with
chronickidney disease at the dialysis stage, suffering from
severe secondary hypoparathyroidism, is the lack of con-
sensus on the purpose of the operation - achieving target
levels of parathyroid hormone or hypoparathyroidism
and the absence of a risk of persistence and relapse of
the disease.

As we have accumulated experience in the treatment
of benign thyroid and parathyroid pathologies, we find
this report to be very important.

AIM OF THE STUDY

To present the team’s experience in the surgical
treatment of benign diseases of the thyroid gland and
parathyroid glands.

MATERIALS AND METHODS

We have conducted a retrospective analysis of the re-
sults of surgical treatment of patients operated for benign
thyroid and parathyroid gland diseases in the thoracic sur-
gical department of the Irkutsk Regional Clinical Hospital
for the period from 2005 to April 2017. The criterion for
inclusion in the study was a surgical intervention for benign
diseases of the thyroid gland and parathyroid glands. The
criterion for exclusion from the study was the lack of consent
to the processing of personal data. The inclusion criteria
totaled 1511 cases, all observations included in the study.

Table 1 presents the distribution of surgeries by year.

Table 1
Dynamics of surgical activity for diseases of thyroid
and parathyroid glands
Number Number Number
Y of surgeries of surgeries for | of surgeries for
ear ] :
for diseases primary hyper- | secondary hyper-
of thyroid gland | parathyroidism | parathyroidism

2005 0 0 1

2006 119 0 1

2007 144 5 1

2008 31 0 0

2009 121 9 1

2010 110 3 5

2011 108 1 5

2012 91 5 5

2013 111 10 6

2014 90 15 11

2015 162 23 21

2016 170 32 22
before

April 52 10 10

2017
Total: 1309 113 89

Mean age - 51 (40; 59) y.o., most patients were
women (88.7 %).

In the structure of the underlying disease, multi-
nodular or nodal goiter and diffuse toxic goiter prevailed
(Figure 1). A high percentage of operations for diffuse toxic
goiter, in our opinion, is associated with the continued
low availability of radioiodine therapy in our country, in
particular in the Irkutsk region.

Indications for surgical treatment for thyroid dis-
eases were: nodal or multinodular goiter with signs of
compression of the neck (trachea, esophagus), nodular
or multinodular goiter with decompensation of functional
autonomy, relapse of thyrotoxicosis in diffuse toxic goiter,
intolerance to thyrostatics, diffuse toxic goiter with com-
pression of the organs of the neck.

Indications for surgical treatment for primary hy-
perparathyroidism were as follows: manifest form of
primary hyperparathyroidism, daily excretion of calcium
with urine more than 10 mmol/L per day, decrease in
glomerular filtration rate of kidneys less than 60 ml/
min/1.73 m? progressive decrease in bone mineral
density on the background of conservative therapy, age
younger than 50 years.
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Fig. 1. Disease structure in patients operated for benign thyroid
and parathyroid gland pathologies.

Indications for surgical treatment for secondary hyper-
parathyroidism were: increased PTH levels of more than
800 pg/mL in combination with hyperphosphataemia resis-
tant to conservative therapy, the presence of extraskeletal
calcification, hypercalcemia, or progressive skeletal lesion.

The statistical processing of the results was per-
formed with the use of Statistica 10 for Windows software
package (license No. AXAR402G263414FA-V). The normal
distribution of the feature was analyzed using the Kolmog-
orov-Smirnov test. The quantitative data were presented
as a median with interquartile range (Me (Q25; Q75)).

When performing surgeries on the thyroid and
parathyroid glands, we use microsurgical technique (with
amplification), with visualization of recurrent laryngeal
nerves and parathyroid glands. The structure of the per-
formed surgical interventions is presented in Table 2.

RESULTS AND DISCUSSION

When analyzing the structure of surgeries for the
pathology of the thyroid gland (Table 2), it was found
that in the vast majority of cases, thyroidectomy was
performed (73.6%), which is related to predomination of
multinodular goiter and diffuse toxic goiter in the struc-
ture of diseases. From our point of view, the performance
of thyroidectomy is pathogenetically justified method of
treating this pathology. With a unilateral pathological
process, the minimum volume of surgery performed
in our clinic is hemithyroidectomy with removal of the
thyroid isthmus.

There was no postoperative lethality. Postoperative
resistant hypoparathyroidism was established in 11
cases (0.84 %), which does not exceed the data known
in the literature [15]. Hemorrhagic complications in the
early postoperative period developed in 16 cases (1.2 %),
laryngeal transit paresis - in 182 cases (13.9 %), persis-
tent laryngeal paresis - in 18 cases (1.37 %), which also
fits within known limits of frequency of these complica-
tions [13]. In 2 cases (0.15 %) tracheal perforation was
established: in 1 observation, the lesion was established
intraoperatively with a thyroid volume exceeding 300
cm?, in 1 case the perforation was established in the early
postoperative period and was associated with the use of
electrocoagulation. In both cases, after the suturing of the
defect of the tracheal wall, recovery occurred.

Pathomorphological study of surgical material in the
nodal and multinodular goiter detected 58 cases of highly
differentiated thyroid cancer (3.84 %).

When analyzing the structure of surgeries for primary
hyperparathyroidism, we have found that in the vast ma-
jority of cases parathyroidectomy (99.1%) was performed
with removal of one or several pathologically altered
parathyroids, and there was 1 (0.9 %) case of subtotal
parathyroidectomy with multiple parathyroid lesions.
Repeated surgeries in the early postoperative period
in connection with the persistence of the disease were
performed in 2 cases (1.8 %), in the long-term period -
in 1 patient (0.9 %). 59 surgical interventions (52.2 %)
were accompanied by intraoperative monitoring of the
level of intact parathyroid blood hormone. The use of an
intraoperative test of the degree of reduction in the level
of intact parathyroid hormone after parathyroidectomy
(according to the Miami criterion), in our opinion, allows
to reduce the amount of persistence of the disease, but
requires the specification of the surgeon’s tactics in case
of negative sample result [8].

Multiple lesion of the parathyroid by the results of our
study made 11 %, which fits into the known data.

Surgical activity in relation to primary hyperpar-
athyroidism has been increasing during the last 3-4
years (Table 1), which, in our opinion, is a consequence of
improving the quality of diagnosis of this disease. There
were no postoperative lethality, wound septic complica-
tions or bleedings. The laryngeal paresis developed in 10
cases (8.9 %) and was transient in all cases.

In secondary (uremic) hyperparathyroidism, total
parathyroidectomy with a dissection of the central cel-
lular tissue of the neck, the superior mediastinum and
the upper horns of the thymus gland was performed in
59 cases (66.3 %). The choice of this volume of surgical

Table 2
Surgeries performed for diseases
of thyroid and parathyroid glands
Number
Volume of the surgery
abs. %

Subtotal resection of the thyroid gland 8 0,53
Maximally subtotal resection of the thyroid 137 9.07
gland

Thyroidectomy

(including extirpation of the thyroid stump) 964 63,80
Hemithyroidectomy 198 13,10
Parathyroidecomy 112 7,41
Total parathyroidecomy 13 0,86
Subtotal parathyroidecomy 17 1,13
Total parathyroidectomy with dissection

of the central cellular tissue of the neck 59 3,90
and mediastinum

Removal of the aberrant ectopic lobe 9 0.13
of the thyroid gland ’
Removal of ectopic parathyroid adenoma 1 0,07

Total: | 1511 100
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treatment was based on the analysis of our own data [6,
7]. Absence of synchronicity of pathological changes in
the parathyroid glands at uremic hyperparathyroidism
and their unavoidable progression due to chronic kidney
disease leads to persistence and relapse of the disease,
which is an unfavorable outcome, increasing the risk of
developing cardiovascular complications. Total parathy-
roidectomy with the removal of the parathyroid glands
of all possible localizations accessible from the cervical
approach (including the thyroid gland with established
ectopia, the central cellular tissue of the neck and upper
mediastinum, the upper horn of the thymus gland) is the
only surgical intervention that allows removing parathy-
roid glands in whole, including parts not detectable with
intraoperative revision. This volume of surgery does not
increase the risk of postoperative complications in com-
parison with subtotal parathyroidectomy and standard
total parathyroidectomy.

Postoperative paresis of the larynx developed in 5
cases (5.6 %), in three of them (3.3 %) it was of transient
nature. In three cases (3.3 %), the larynx paresis was
observed after repeated surgery on the neck, including
one case (1.1 %) after necessary resection of the recur-
rent laryngeal nerve against the background of advanced
parathyroidism.

Hemorrhagic complications were revealed in
three cases (3.3 %). In two cases, complications were
presented by subcutaneous hematoma and bleeding
from the drainage canal, which did not require recer-
viticotomy. These complications can be associated with
the four-hour programmed hemodialysis with the use
of heparin in the early postoperative period. In 1 case
(1.1 %), a tense mediastinal hematoma developed after
sternotomy when an adenoma grown into the aortopul-
monary window was removed, the complication was
eliminated using a video-assisted mini-thoracotomy. The
frequency of hemorrhagic complications in our study did
not exceed the values reported by other authors - from
2 %to 4.3 % (bleeding, neck necrosis, requiring surgical
drainage) [14, 16].

Simultaneous operations were performed in 47 cases
(3.1 %): parathyroidectomy with concomitant hyperpar-
athyroidism in thyroid pathology - 21 cases (44.7 %);
hemithyroidectomy and thyroidectomy with concomitant
thyroid gland pathology during surgery for secondary
hyperparathyroidism - 8 cases (17 %); resection of the
internal carotid artery in pathological tortuosity - 9 cases
(19.2 %); lobectomy for lung tuberculosis - 1 case (2.1 %);
cholecystectomy for chronic calculous cholecystitis - 1
case (2.1 %); inguinal hernia repair - 1 case (2.1 %);
stabilization of vertebral bodies with metal cages - 1 case
(2.1 %); removal of peritoneal catheter - 1 case (2.1 %);
removal of the trachea diverticulum - 1 case (2.1 %);
removal of the esophageal diverticulum - 1 case (2.1 %);
herniolaparotomy with plastic mesh prosthesis - 1 case
(2.1 %); herniolaparotomy with local flaps grafting - 1
case (2.1 %).

CONCLUSION

In the surgical treatment of benign diseases of the
thyroid and parathyroid glands there remains a consid-
erable number of controversial points. At the same time,

a detailed analysis of immediate and remote results of
surgeries performed in our clinic gives us reason for our
own attitude to some contentious issues. Currently, we
prefer thyroidectomy in the treatment of diffuse toxic
goiter and multinodal goiter, and hemithyroidectomy for
a single-node goiter. In the surgical treatment of primary
and uremic hyperparathyroidism, we consider it manda-
tory to use intraoperative monitoring of intact parathyroid
hormone. When performing total parathyroidectomy, we
perform autotransplantation of the parathyroid gland
fragment.

The authors declare that there is no conflict of interest
regarding the publication of this article.

REFERENCES

1. Apucrapxos B.I', ®ypcoB A.A., [ly3un [I.A. O npu-
YHHAX [0C/e0NepallMOHHOr0 TUIIOTHPe03a Y 60JIbHbBIX
y3JI0BbIM KOJIJIOUZHBIM 3060M // Poccuiickuii MeiuKo-
OMOJIOTUYECKU M BECTHUK UM. akageMuka W.I1. [TaBaoBa. -
2004. - Ne 3-4.-C.101-104.

Aristarkhov VG, Fursov AA, Puzin DA. (2004). On the
causes of postoperative hypothyroidism in patients with
nodular colloid goiter [O prichinakh posleoperatsionno-
go gipotireoza u bol’'nykh uzlovym kolloidnym zobom].
Rossiyskiy mediko-biologicheskiy vestnik im. akademika
LP. Paviova, 3 (4), 101-104.

2. Acconuanusa Hedposioros, HayuHoe o6uiecTBO
Hedposioros Poccuu. MuHepasibHble U KOCTHbIE Hapylile-
HUs [IPY XPOHHUYECKOH 6oJsie3HU novyek (HaunoHanbHbIe
pekoMeHAalMH) [IeKTpoHHBIN pecypc]. - 2015. - Pe-
kUM poctyna: http://www.nephro.ru/content/files/
recomendations/ckdmbdNationalGuidelines.pdf (gaTa
obpauenus 31.07.2017).

Association of Nephrology, Scientific Society of Ne-
phrology of Russia. (2015). Mineral and bone disorders
in chronic kidney disease (National recommendations)
[Mineral’nye i kostnye narusheniya pri khronicheskoy
bolezni pochek (Natsional’nye rekomendatsii)]. Available
at: http://www.nephro.ru/content/files/recomenda-
tions/ckdmbdNationalGuidelines.pdf (date of access
31.07.2017).

3. JlepoB U.U., Menbunyenko [LA. JHA0KPUHOJIOTUS.
Knunuyeckue pekomenganuu. - M.: '90TAP-Mepua,
2007.-C. 47.

Dedov II. (2016). Endocrinology. Clinical guidelines
[Endokrinologiya. Klinicheskie rekomendatsii]. Moskva,
47.

4. JenoB U.M., MenbHuvenko 'A., MokpsbimeBa H.I,
Poxxunckas JI1.4., Kysnenos H.C,, [luraposa E.A., Epemku-
Ha A.K,, ErmiaTsan JI.B., Mamegosa E.O., Kpynunoga 10.A.
[lepBUYHBIN rUNIEPIIAPATUPEO3: KIUHUKA, IUATHOCTHKA,
nuddepeHnmanbHas JUAarHOCTUKA, METOAbI JieueHUs
// Tlpo6sieMbl aH0KpUHOJIOTHH. — 2016. - T. 62, N2 6. -
C. 40-77.

Dedov II, Melnichenko GA, Mokrysheva NG, Rozhin-
skaya LYa, Kuznetsov NS, Pigarova EA, Eremkina AK,
Egshatyan LV, Mamedova EO, Krupinova YuA. (2016).
Primary hyperparathyroidism: the clinical picture, diag-
nostics, differential diagnostics, and methods of treatment
[Pervichnyy giperparatireoz: klinika, diagnostika, differ-
entsial’'naya diagnostika, metody lecheniya]. Problemy
endokrinologii, 62 (6), 40-77

Xupypru#

185



ACTA BIOMEDICA SCIENTIFICA, 2017, Vol. 2, N6

5. Jlenos U.U., Menbuuvenko IU., Pagees B.B,,
Fepacumos I'A. Knunnueckue pekoMeHgauuu Poccuit-
CKOH accoLMalluy 3HAO0KPUHOJIOI0OB 10 AUArHOCTUKe U
JIeYEeHHUI0 y3JI0BOTO 306a // /IuarHOCTHUKA U JiledeHue
y3J10Boro 306a: Marep. 3-ro Bcepoc. Tupeougosnoruye-
CKOro KoHrp. - M., 2004. - C. 512.

Dedov II, Melnichenko GI, Fadeev VV, Gerasimov GA.
(2004). Clinical recommendations of the Russian Endo-
crinology Association for the diagnosis and treatment of
nodular goiter [Klinicheskie rekomendatsii Rossiyskoy
assotsiatsii endokrinologov po diagnostike i lecheniyu
uzlovogo zoba]. Diagnostika i lechenie uzlovogo zoba:
Materialy 3-go Vserossiyskogo tireoidologicheskogo kon-
gressa, 5-12.

6. UnpuueBa E.A., byarartoB /I.A., Kapkasa A.B.,
Poii T.A,, MaxyToB B.H., BopuueBckuii B.1., Kapaces B.IL.,
AnpapanoB I'10., OBakumsH LA, Kopskuna JI.B., Pepku-
koBa C.B. OnbIT XMpypruyeckoro jedyeHust BTOPUIHOTO
runepnapaTrupeosa ¢ MCI0Jb30BaHHEM HMHTpaolnepa-
[UOHHOTO MOHUTOPHHTA MapaTUPEOUJHOTO FOPMOHA
// TaBpu4yecKkui MeJUKO-GUOJOTUYECKUN BECTHUK. —
2017.-T. 20, Ne 3. - C. 46-51.

Ilyicheva EA, Bulgatov DA, Zharkaya AV, Roy TA,
Makhutov VN, Borichevskiy VI, Karasev VP, Aldaranov GYu,
Ovakimyan GA, Koryakina LB, Ryizhikova SV. (2017). Expe-
rience of surgical treatment of secondary hyperparathy-
roidism with intra-operational monitoring of parathyroid
hormone [Opyt khirurgicheskogo lecheniya vtorichnogo
giperparatireoza s ispol’zovaniem intraoperatsionnogo
monitoringa paratireoidnogo gormona]. Tavricheskiy
mediko-biologicheskiy vestnik, 20 (3), 46-51.

7. UnbuuéBa E.A., XKapkaa A.B., MaxyTtoB B.H,,
Poxanckas E.B., byaratos /l.A., [lanemnna C.A. OnbIT
XUPYPrUYECKOTO JieyeHHUs] BTOPUYHOTO runepiapaTupe-
o3a // Bros. BCHL] CO PAMH. - 2016.-T. 1, Ne 4 (110). -
C.29-35.

Ilyicheva EA, Zharkaya AV, Makhutov VN, Rozhan-
skaya EV, Bulgatov DA, Papeshina SA. (2016). Experience
of surgical treatment of secondary hyperparathyroidism
[Opytkhirurgicheskogo lecheniya vtorichnogo giperparat-
ireoza]. Bulleten’ Vostocno-Sibirskogo naucnogo centra,
4 (110), 29-35.

8. WnbnueBaE.A., MaxyTos B.H., ’Kapkas A.B., UBaHo-
Ba T.B., 3aropoanss A.H., Angapanos ['10., Bysaratos [I.A.,
Kapaces B.I1.,, BopuueBckuii B.W., OBakumsiH ['A. UnTpao-
nepayoOHHbIA MOHUTOPUHT UHTAKTHOI'O TAPAaTUPEOU -
HOT'0 F'OPMOHA IPU XUPYPTUYECKOM JIeYeHUH IEPBUYHOT0
runepnapatupeo3sa (aHanus 118 Habsonenuii) // TaBpu-
YeCKHU MeUKO-0M0JIOTMYecKui BecTHUK. - 2017.-T. 20,
Ne3.-C.116-119.

Ilyicheva EA, Makhutov VN, Zharkaya AV, Ivanova TV,
Zagorodnyaya AN, Aldaranov GYu, Bulgatov DA, Kara-
sev VP, Borichevskiy VI, Ovakimyan GA. (2017). Intra-
operative monitoring of intact parathyroid hormone in
the surgical treatment of primary hyperparathyroidism
(analysis of 118 cases) [Intraoperatsionnyiy monitoring
intaktnogo paratireoidnogo gormona pri hirurgiches-
kom lechenii pervichnogo giperparatireoza (analiz 118
nablyudeniy)]. Tavricheskiy mediko-biologicheskiy vestnik,
20 (3),116-1109.

9. MakapoB U.B., l'ankun PA., llu6anoB B.{., Cu-
nopos A.10., 3atineB B.E. 0coGeHHOCTU KJIMHUYECKOTO

TeuyeHUsl U BbI6OpA TAKTUKU XUPYPrUYeCKOro JieyeHUs
IndPy3HOro TOKCUYECKOTO 3062 y My»k4uH // CoBpeMeH-
Hble aclleKTbl XUPYPruuecKor 3HJOKPHUHOJIOMHU: MaTep.
XXV Poc. cuMIL. c yuacTreM TepaneBTOB-3H/0KPHUHOJIOIOB
(«KanuHuHckue yteHus»). — Camapa: 000 «OdopT»,
2015.-504c.

Makarov 1V, Galkin RA, Shibanov VYa, Sidorov AYu,
Zaytsev VE. (2015). Features of clinical course and choice
of tactics for surgical treatment of diffuse toxic goiter in
men [Osobennosti klinicheskogo techeniya i vybora taktiki
khirurgicheskogo lecheniya diffuznogo toksicheskogo
zoba u muzhchin]. Materialy XXV Rossiyskogo simpoziuma
s uchastiem terapevtov-endokrinologov («Kalininskie cht-
eniya»). Samara, 504.

10. ®epnepasbHble KIMHUYECKHE PEKOMEH/JAL MU 10
JIMAarHOCTHKE U JIEeYeHHUI0 TUPEeOTOKCHKo3a ¢ Auddys-
HbIM 3060M (AU y3HBIH TOKCHUYECKUN 3006, 60J1€3Hb
I'periBca - baszejoBa), y3/10BbIM /MHOT0Y3JI0BBIM 3060M
[dnekTponHBIN pecypc]. - 2015. - Pexxum gocrymna:
https://minzdrav.gov-murman.ru/documents/poryadki-
okazaniya-meditsinskoy-pomoshchi/tireo.pdf (zaTa 06-
pauenus 31.07.2017).

Federal clinical guidelines for the diagnosis and treat-
ment of thyrotoxicosis with diffuse goiter (diffuse toxic
goiter, Graves-Bazedov’s disease), nodal / multinodular
goiter. (2015). [Federal’nye klinicheskie rekomendatsii po
diagnostike i lecheniyu tireotoksikoza s diffuznym zobom
(diffuznyy toksicheskiy zob, bolezn’ Greyvsa - Bazedova),
uzlovym/mnogouzlovym zobom]. Available at: https://
minzdrav.gov-murman.ru/documents/poryadki-okaza-
niya-meditsinskoy-pomoshchi/tireo.pdf (date of access
31.07.2017).

11. Xapnac C.C.,, MamaeBa C.K. OTnaseHHble pe3yJib-
TaThl U KAYECTBO KU3HU N10CJIe XUPYPTrUYECKOr0 JIeUeHHsT
Iuddy3HOro TOKCMYECKOro 306a // IHAOKPUHHAS XHU-
pyprus. - 2008. - Ne 1. - C. 10-14.

Kharnas SS, Mamaeva SK. (2008). Long-term results
and quality of life after surgical treatment of diffuse toxic
goiter [Otdalennye rezul’taty i kachestvo zhizni posle
khirurgicheskogo lecheniya diffuznogo toksicheskogo
zoba]. Endokrinnaya khirurgiya, (1), 10-14

12. Xupypruyeckasi 9HJOKPHUHOJOTHUsI: pPYKOBOZCTBO
/ Hop pen. A.Il. Kanmuuna, H.A. Maiictpenko, [1.C. Beture-
Ba. — CI16.: [TuTep, 2004. - 960 c.

Kalinin AP, Maystrenko NA, Vetshev PS (eds.). (2004).
Surgical endocrinology: guidelines [Khirurgicheskaya
endokrinologiya: rukovodstvo]. Sankt-Peterburg, 960 p.

13. ChengH, Soleas I, Ferko NC, Clymer JW, Amaral JF.
(2015) A systematic review and meta-analysis of Har-
monic Focus in thyroidectomy compared to conventional
techniques. Thyroid Res, 8,15.doi: 10.1186/s13044-015-
0027-1.

14. He Q, Zhuang D, Zheng L, Fan Z, Zhou P, Zhu J,
Duan S, Li Y, Ge Y, Lv Z, Cao L. (2014). Total parathyroid-
ectomy with trace amounts of parathyroid tissue auto-
transplantation as the treatment of choice for secondary
hyperparathyroidism: a single-center experience. BMC
Surg, 5, 14-26. doi: 10.1186/1471-2482-14-26.

15. Kakava K, Tournis S, Papadakis G, Karelas 1,
Stampouloglou P, Kassi E, Triantafillopoulos ], Villiotou V,
Karatzas T. (2016). Postsurgical hypoparathyroidism: A
systematic review. In Vivo, 30 (3), 171-179.

186

Surgery



ACTA BIOMEDICA SCIENTIFICA, 2017, Tom 2, Ne 6

16. Sakman G, Parsak CK, Balal M, Seydaoglu G, total parathyroidectomy with routine addition of thymec-
Eray IC, Saritas G, Demircan O. (2014). Outcomes of total ~ tomy to both groups: single center experience of secondary
parathyroidectomy with autotransplantation versus sub-  hyperparathyroidism. Balkan Med ], 31 (1), 77-82

Information about the authors

llyicheva Elena Alekseyevna — Doctor of Medical Sciences, Professor, Head of the Scientific Department of Clinical Surgery,
Irkutsk Scientific Centre of Surgery and Traumatology; Thoracic Surgeon at the Thoracic Surgical Department, Irkutsk Regional
Clinical Hospital (664003, Irkutsk, ul. Bortsov Revolyutsii, 1; tel. (3952) 40-78-28; e-mail: lena_isi@mail.ru) ® ORCID orcid.org/0000-
0002-2081-8665

Zharkaya Anastasiya Valeryevna — Candidate of Medical Sciences, Junior Research Officer at the Scientific Department of Clinical
Surgery, Irkutsk Scientific Centre of Surgery and Traumatology; Surgeon at the Endocrinology Center, Irkutsk Regional Clinical
Hospital (e-mail: ava_irk@inbox.ru) @ ORCID orcid.org/0000-0002-9337-2369

Bulgatov Dmitriy Aleksandrovich — Postgraduate at the Department of Advanced Level Surgery, Irkutsk State Medical University
(664003, Irkutsk, ul. Krasnogo Vosstaniya, 1; e-mail: bbd-x@mail.ru) @ ORCID orcid.org/0000-0002-2440-0813

Makhutov Valeriy Nikolaevich — Candidate of Medical Sciences, Head of the Thoracic Surgical Department, Irkutsk Regional
Clinical Hospital (664079, Irkutsk, Yubileyniy, 100) ® ORCID orcid.org/0000-0001-7318-7193

Borichevskiy Vitaliy Ivanovich — Thoracic Surgeon at the Thoracic Surgical Department, Irkutsk Regional Clinical Hospital
@ ORCID orcid.org/0000-0003-0203-0724

Karasev Valeriy Petrovich — Surgeon at the Thoracic Surgical Department, Irkutsk Regional Clinical Hospital @ ORCID orcid.
org/0000-0002-8513-3915

Aldaranov Gennadiy Yuryevich — Surgeon at the Thoracic Surgical Department, Irkutsk Regional Clinical Hospital @ ORCID orcid.
org/0000-0003-3123-1939

Ovakimyan Gor Alesanovich — Surgeon at the Thoracic Surgical Department, Irkutsk Regional Clinical Hospital @ ORCID orcid.
org/0000-0003-0657-3945

Xupypru# 187





