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Abstract: The proposed method of saving the yellow ligament in discectomy differs from existing ones with that, 
that in it pereformed the edge arcotomy of higher and lower archs with the help of Kerrison’s instrument; the yellow 
ligament exempts from its attachment to the bone structures with the saving it to the lateral edge of the vertebra at the 
site of facet joints with the length of about 4 mm. yellow ligament is taken by the ligature, and after the disc removal 
returns to its original position and fixed to the surrounding tissues.
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The failed back surgery syndrome is a condition charac‑
terized by postoperative pain in the lower back and/or leg 
with a various degree of functional disability, which reduces 
the quality of life and labour activity of the patient.

Herniated discs are among the most frequent patho‑
logical substrates of this disease and are largely responsible 
for the development of the group compressive syndromes 
requiring surgical treatment. Observed in recent years, the 
increase in surgical activity the treatment of compression 
forms of lumbar osteochondrosis actively contributes to 
the development and improvement of operational methods 
[4, 190–192; 11, 262–263].

According to some authors, the  incidence of epidural 
scars reaches 8–25 % among other reasons of unsatisfactory 
outcomes at a distant period of lumbar discectomy [3, 159; 
6, 64–67; 14, 287–288]. Epidural scars in the postoperative 
period due to compression of neural structures contributes 
to chronic pain, is quite difficult to treat, leading to a signifi‑
cant percentage of disability of patients and serious economic 
losses [7, 26–32; 10, 89].

Mechanisms of excessive formation of connective tis‑
sue in the epidural space in response to the surgical trauma 
are still not completely investigated. Significantly it is not 
clear why under the same conditions in patients after sur‑
gery developed either are entirely absent epidural scars of 
varying severity.

It is early considered that fibrous tissue grows into the 
epidural space from the damaged disk. In the works of Laroc 
and Macnab the main cause of scars is the migration of fi‑
broblasts, mostly from corrupted when accessed paraspinal 
muscles. Additional factors stimulating the development 
of scar adhesions may be products of blood disinteration, 
hence there is the need to put drainage after the operation. 
In the first 3 weeks in the surgery area is formed granulation, 

and then fibrous tissue with the formation of epidural scar. 
Scar tissue “in the place of surgery in varying degrees, is de‑
veloping three months later” [10, 89].

By 6 months, swelling in the epidural space completely 
replaced by scars, which may slightly decrease in volume in 
the first year after the operation. Not always the severity of 
epidural scars is “proportional” to pain syndrome that may 
be the result of the degree of compression of the spine of 
the scar adhesions periradicular and different capabilities 
of the applied x‑ray diagnostic methods in the postopera‑
tive period.

A method is developed for predicting the severity of epi‑
dural scars by taking into consideration anthropometric, im‑
munological and immunogenetic data that take into account 
about 20 different indicators. The disadvantage of using this 
method is that it allows for an uncertain prognosis [8, 68–73].

You can solve the problem intraoperatively. Intraoperative 
topical application of urokinase, mitomycin‑C, tissue plasmin‑
ogen activator, hyaluronic acid, corticosteroids, radiation ther‑
apy did not lead to the expected results [2, 507–513; 5, 68].

Some authors use a piece of hemostatic sponge on dura 
mater and the root at the end of operation that, in their opin‑
ion, improves the condition of patients in the postoperative 
period [9, 141]; It is noted the positive effect of the mate‑
rial “tachocomb” (Nycomed), having hemostatic and neu‑
roprotective effect and easy to use [13, 167]. A method is 
developed for plastics of postoperative defect after microd‑
iscectomy using dorsolumbar fascia [12, 32–34].

An important role in the prevention of scar adhesions 
plays an organ‑saving surgery. Preservation of yellow liga‑
ment during discectomy reduces the formation of epidural 
and periradicular scar, as the yellow ligament in this case per‑
forms the function of the natural anatomic barrier attached 
to the dura mater [1, 5–13; 5, 68].
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An important condition of all above techniques  is the 
availability of a wide an interarch space with the projection 
of the root base in this area.

Thus, one of the ways to improve the results of surgical 
treatment is the prevention of epidural scars through control 
over the process of formation of the connective tissue or by 
protecting the neurovascular structures.

The aim of our work is to improve the results of surgical 
treatment of herniated discs and preventing the formation of 
epidural scars with preservation of the yellow ligament.

Materials and methods
This method differs from the existing ones, with  it’s 

simplicity and in it interlaminectomy with the help of bone‑
clippers is made. First processed the arch of the overlying ver‑
tebra with the use of bone‑clippers of big size. By thinning of 
the bone structure the cutters are replaced at a smaller size 
for more economical resection of arches. In the process of 
above manipulations the yellow ligament is released from its 
attachment to the bone structures with preservation of its at‑
tachment to the lateral area of the facet joint, with the length 
of 4–5 mm. in the medial edge of the bow of the overlying ver‑
tebra. The yellow ligament is put aside on the ligature, and af‑
ter removal of the herniated disc returns to its original position 
and fixed to the surrounding tissues by one or two stitches.

According to this method, we operated 24 patients under 
general endotracheal anesthesia with disc herniation L4‑L5, 
L5‑S1 of lumbar‑sacral spine  in the period on 2013  in the 
“Republican Scientific Center of Neurosurgery  in the De‑
partment of Pathology of the spine and spinal cord”. The age 
of the patients varied from 21 to 70 years. The average age 
was 41,4 + 9,6. From observation were excluded cases of sa‑
cralization, lumbalization of vertebrae, spinal stenosis, extrafo‑
raminal disc herniation, subligament migration of hernias more 
than 4–5 mm. cranially and caudally, lateral (foraminal hernia), 
and patients with signs of instability in the lumbar‑sacral spine. 
In the immediate postoperative period, all patients reported 
significant improvement, there were no complications.

Results and discussion
In the postoperative period, 18 patients underwent MRI 

control (including contrast) to assess the severity of the scar‑
adhesive changes in the surgical area after 6 months.

The intensity of pain before and after surgery was evalu‑
ated by the scale of VAS (visual analog scale).

During pre‑surgical period the evaluation of patients’ 
pain made  in 4  patients 7  points, in 8  patients 8  points,  
in 6 patients 9 and in the remaining 10 points. Before dis‑
charge, pain assessment showed the following indications:  
in 11 patients 1 point, in 7 patients 2 points, in 5 patients 
3 points and in 1 patient 4 points respectively.

To assess the neurological symptoms of the patients in our 
study was used the questionnaire NASS (consists of 17 cri‑
teria). Before surgery the evaluation of neurological symp‑
toms in patients ranged from 76 to 95 points. Postoperatively, 
patients were assessed on the 2nd day after surgery, before 
discharge and after 6  months. In the preoperative period, 
the assessment of neurological symptoms patients included 
in 8 patients 76 points, in 9 patients 84 points, in 7 patients 
95  points. Before discharge, pain assessment showed the 
following indicators: in 15 patients 28 points, in 6 patients 
32 points, in 3 patients 36 points, respectively. The observa‑
tion period for patients with preservation of the yellow liga‑
ment in postoperative period made 6 months.

Conclusion
1. This method enables direct  visualization and ma‑

nipulation on neural structures, disc herniation and 
enhances the conservation of the yellow ligament 
when performing a discectomy.

2. In this way remains the ligaments of the vertebral 
segment, contributes the reduction of symptoms of 
epidural and periradicular scars.

3. Perhaps a combination of the foregoing methods of 
preventing scar adhesions in particular the right com‑
binations will affect the solution to the problem in 
general.
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Liver fibrosis of patients with chronic viral hepatitis B+C
Abstract: The article deals with the problem of combined chronic viral hepatitis B and C. The paper presents the 

results of clinical and laboratory studies of patients with chronic viral hepatitis B+C. The author analyzes the results 
of liver elastomers in patients with chronic viral hepatitis B+C.
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At the present stage viral hepatitis remains one of the 

most important problems of infectious pathology and cause 
great damage for public health and economic development of 
our country. In the structure of hepatitis B viral hepatitis with 
parenteral transmission mechanism, namely, viral hepatitis B 
and C occupy a leading position.

Today there is no common theory of the pathogenesis of 
chronic viral hepatitis. Processes such as chronic inflamma‑
tion, including the inflammatory repair as a mandatory com‑
ponent and the process of tissue repair in response to liver 
damage are opposed unreasonably. Some researchers have 
linked the progress of chronic viral hepatitis with the devel‑
opment of an immune inflammation; other authors consider 
the formation of liver cirrhosis as the result of stroma repair 
breach and the hepatocytes in the portal tracts and hepatic 
parenchyma damaged areas [1–4].

In the base of pathogenesis of inflammatory and fibrotic 
changes in the liver in chronic hepatitis B and C, leading to poor 
outcomes for these infections there are complex interactions be‑
tween the virus and the host immune system, and any damage 
of the liver tissue under these infections is immune‑mediated. 
However, most modern scholars focus on the study of the im‑
mune response specific mechanisms in the immunopathogen‑
esis of chronic viral liver disease, which naturally appears as in‑
sufficient studied the role of the innate immune factors and has 
the actual aspect of the problem decision at all [4; 5].

Chronic viral hepatitis B often develops in patients with pro‑
gressive course of acute hepatitis B, combined with discordantly 

high replicative activity of HBV, and rarely with primary chronic‑
ity of HBV‑infection. The chronic form of viral hepatitis in its 
turn may cause the changing of liver tissue to fibrotic, liver cir‑
rhosis, and also hepatocellular carcinoma of liver [6–8].

In comparison with other viral pathogens of serum hepa‑
titis, HCV has the highest chronical potential. Patients with 
hepatitis C, especially chronic ones and chronic latent patients 
of HCV, are the source of infection. Chronic hepatitis C is ac‑
companied by a progressive increase in liver fibrosis that the out‑
come of the disease leads to cirrhosis — not reversible changes 
in liver at high risk of fatal complications, including primary liver 
cancer. Most patients with biochemical signs of chronic hepati‑
tis C have a favorable course — mild or moderate inflammatory 
activity in the liver tissue and minimal fibrosis [9–11].

The main differences in the course of chronic hepatitis B 
and chronic hepatitis C are determined by the  interaction 
of virus and the human immune system in the initial stages of 
hepatitis virus infection.

The main way of progression of chronic diffuse liver dis‑
ease — is the development of successive stages of liver fibrosis 
with eventually formation of cirrhosis and liver cancer, which 
mainly determines bad life prognosis and short survival date 
of this patient category [1].

According to the results of morphological studies of the 
liver we can diagnose hepatitis of different stages of activity 
and on the basis of assessment of such factors as the severity 
of inflammation and fibrosis. The rate of liver fibrosis depends 
on the activity of the inflammatory process in the liver [12].


