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Abstract: According to the World Health Organization (WHO), the incidence of prostate cancer is
constantly increasing all over the world, and it is the third most common cancer in our country, after
malignant tumors of the lung and stomach. Up to 40% of men between 60 and 70 years of age and
70% of men over 80 years of age have various stages of prostate cancer [1, 4].

Due to the specific characteristics of the clinical course, the prostate tumor may not only not affect
the patient's well-being for many years, but also may not manifest itself in any way. The results of
modern studies have shown that none of the currently used non-invasive methods can provide one
hundred percent information about the presence of prostate cancer [2, 3].

In this regard, in order to improve the diagnosis and detection of oncological process in the prostate
gland in the early stages, the revolutionary HistoScan device was created and is being successfully
used [5]. It is a patented technology for differentiation, characterization and imaging of prostate
tissue based on ultrasound backscatter analysis. This device can perform an ultrasound examination
of the prostate gland with a high degree of accuracy, identify areas of suspicious tissue for cancer.
Thus, the histoscan makes it possible to suspect prostate cancer (T 1 - T 2 stages). By displaying
this information in the form of a 3D model and a map of the prostate, it is possible to determine the
location and size of tumor tissue, to obtain targeted tissue samples during biopsy, to reduce the
number of tissue columns of biopsy material, as well as to reduce the non-radical condition. allows
observation. cancer therapies, and furthermore, we consider the possibility of targeting using
histoscan mapping during focal therapy for prostate cancer.
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Materials and methods

Our work was aimed at identifying people with prostate cancer, checking the diagnosis using both
well-known diagnostic methods (prostate-specific antigen PSA, digital rectal examination,
transrectal ultrasound, transrectal dopplerography of prostate vessels) and a new method -
histoscopy. . During the work, a comparative analysis of standard research methods and diagnostic
capabilities of histoscan for prostate cancer and hyperplasia was carried out. In addition, the
diagnostic value of the method related to early detection of cancer, the accuracy of staging the
process, and the impact of the obtained results on the planning of polyfocal prostate biopsy and the
choice of subsequent treatment tactics were determined.

First of all, a retrospective group of patients (hereinafter referred to as the first group) was identified
and examined - 67 patients with suspected prostate cancer underwent prostate biopsy from 2009 to
2011. He conducted a standard diagnostic complex for a patient with suspected prostate cancer,
consisting of clinical and biochemical blood tests, detection of prostate specific antigen (total share
and, according to the instructions, free (PSA total > 4 ng / ml), PSA density), general urinalysis, 3-
cup test, uroflowmetry, transabdominal and transrectal ultrasound examination of the prostate gland,
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as well as Doppler ultrasound examination of the vessels of the prostate gland, after which a
transrectal polyfocal biopsy was performed.

Next, to directly address the goals and objectives of our study, we examined 701 patients using the
Histoscan device. All these patients underwent the above-mentioned standard diagnostic complex.
The distribution of prostate-specific antigen levels in them was from 1.09 to 209 ng/ml.

Patients with high PSA levels who underwent histoscopy were divided into 3 groups based on the
degree of its increase. Thus, 67 patients (to compare the results of prostate biopsy with and without
histoscopy) and two control groups were identified.

In the first four groups (patients with suspected prostate cancer), all patients underwent prostate
biopsy.

With the introduction of Histoscan, every patient who came to our clinic with a high PSA level (or
with a normal PSA level, but prostate cancer was suspected by other examination methods) was
assigned to one of the above groups. Then, the patients were examined according to the scheme
developed for this study. This was a classic examination of a patient with suspected prostate cancer.
The first step was a digital rectal examination (DRE). Seven (1.5%) of 456 patients in the second
group had suspicious areas for prostate cancer. In the third group of 112 patients, 17 (15.3%) DREs
were suspicious for cancer. In the fourth group, during DRE, 63 out of 70 patients had suspicious
areas, that is, 87.5% of patients in this group. In the fifth group - a conditional control group - none
of the 20 patients had suspicious areas detected during digital rectal examination. In the sixth group,
none of the subjects had suspicious areas during DRE.

In the first group of 67 patients, 15 (22.3%) had areas suspicious for prostate cancer during digital
rectal examination (Table 2).

Identification of suspicious areas during DRE in patients of research groups.

After that, a classic gray ultrasound examination - transabdominal and transrectal examination was
performed, after which a Doppler examination was performed. According to the examination data,
the presence or absence of suspicious foci for prostate cancer was recorded (Figure 6). It should be
mentioned here that we did not take into account the changes according to TRUS and Doppler data,
which are characteristic of prostatitis and prostate adenoma.

In none of the 456 patients in the second group, we found changes characteristic of prostate cancer
according to TRUS and Doppler examination of blood flow of prostate vessels. In the third group
with PSA thresholds of 10-20 ng/ml, ultrasound signs of prostate cancer were not found in any of
the patients, as in the second group. In the fourth group, 30 out of 70 patients, i.e. 43.8%, have
ultrasound signs characteristic of prostate cancer. In the fifth group, TRUS and Doppler
ultrasonography of the prostate gland did not reveal changes specific to prostate adenocarcinoma in
any of the patients. No changes were found in the youth of the sixth (control) group.

In the first group of 67 patients, 11 had classic hypoechoic areas suspicious for prostate cancer,
which is 16.4% of all patients in the group.

The second stage of the study was to conduct a histoscope with mapping of the prostate gland for
biopsy. Histoscopy begins with transrectal ultrasound.

Transrectal ultrasound examination is performed in two projections: the prostate gland is shown in a
transverse projection, then in a sagittal one. After that, the prostate gland is scanned in the sagittal
plane. This is possible due to the fact that the sensor is mounted on a special magnetic coil that
rotates 180 ° when it is in the rectum.

After that, the prostate ultrasound data is processed by HistoScan's device. During processing,
histoscan creates three projections of the prostate gland. The first two: sagittal and transverse - are
obtained by ultrasound scanning.

Prostate gland with construction of a 3D model in 3 projections.
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Prostate gland in 3 projections and 3D model with histoscopy tissue (suspicious for prostate cancer)
shown in green.

In the 3D model, histoscan tissue (suspicious for prostate cancer) is shown in green.

Then the device of HistoScan (hereinafter referred to as histoscan) based on these data,
independently constructs the third, virtual plane of the prostate - frontal (cranial). Based on the
information obtained from the three projections, the histoscan creates a 3D model of the prostate
gland, which can be oriented in space as needed by the researcher.

After creating all the projections of the prostate gland and creating a 3D model, the researcher
further defines the boundaries of the prostate, which he first independently defines. The prostate
ultrasound data is then processed by the Histoscan device. Thus, in the 3D model, we obtained
suspicious areas for prostate cancer. Then a map of the prostate gland was created for biopsy, where
suspicious areas for prostate cancer were also marked.

In the third stage of the study, some patients with a high risk of cancer, that is, some patients in
groups 3 and 4, underwent MRI with an endorectal coil, and several of them additionally underwent
CT of the pelvic organs.

The fourth stage of the examination was transrectal polyfocal prostate biopsy under ultrasound
control for patients of groups 2, 3 and 4 (groups 1, 5 and 6 - control).

It should be noted here that, unlike the patients of the first group, in this case prostate biopsy was
performed according to the maps of the prostate gland obtained by histoscanning. For the
convenience of evaluating the results of the technique, each studied prostate gland is divided into 6
zones - sextants. Histoscan provides information in cubic centimeters on the volume of each of
these sextants, as well as the volume of pathological tissue in a given sextant. The device then adds
and displays the total volume of the gland, as well as the total volume of lesions that are suspicious
for prostate cancer in the specific prostate gland being studied. This information, due to computer
processing, is more accurate than the size of the gland measured during ultrasound examination.

It should be noted that the number of sextants for each patient is constant and equal to 6 (Figure 2).
But the number of sites taken during the biopsy varied and depended on the size and number of
suspicious sites according to histoscopy. Biopsies from these areas were considered suspicious. We
evaluated the presence or absence of a suspicious lesion based on the histoscopic data in a certain
sextant and then the morphological picture of this area - this is the first way to compare the
histological examination data and the morphological conclusion. Morphological findings in the
study were the gold standard for prostate cancer detection. Then, the data of all studies were
compared with each other.

Sextants in the prostate gland.

Prostate sextants - sagittal projection on the left, cranial on the right (tissue suspected of prostate
cancer is shown in pink)

Sagittal projection of the prostate gland on the left, cranial projection on the right. Pink in both
projections indicates tissue suspicious for prostate cancer. Arrows in the cranial projection of the
prostate indicate sextants.
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Also, in order to optimize and simplify the calculation of patient examination results using
histoscan, a second method for evaluating the sensitivity and specificity of histoscan was
developed. First, we counted the number of tissue cores obtained from suspicious areas during
polyfocal prostate biopsy for each patient and summed their number. These were standard sutures of
tissue taken from suspicious areas and additional sutures taken from suspicious areas. For example,
the total number of suspicious columns of prostate tissue in the second group of patients was 2684.

Second, in the same way, we calculated for each of these patients the number of tissue columns
obtained during polyfocal prostate biopsies from areas that were not changed according to
histoscan. The number of these prostate tissue columns was 3700. That is, the number of columns of
non-suspicious prostate tissue was 3700. This number constitutes the standard column of prostate
tissue.

Sampling scheme for tissue columns for prostate biopsy.
Sampling scheme for tissue columns for prostate biopsy

Map of the prostate gland, arrows indicate sites for additional tissue sampling during prostate
biopsy. Thus, a total of 16 prostate tissue columns were obtained from this patient: 12 standard and
4 from suspicious sites.

Histoscan map.
Histoscan map - locations of additional columnar collections are indicated by arrows
Grid locations for additional posts are indicated by arrows.

Next, we evaluated the morphological picture in all columns of prostate tissue and compared it with
the results of histoscan.

After receiving these data, we calculated the sensitivity and specificity of the prostate cancer
detection method using the Histoscan device.

In addition to the above, we developed a third method to evaluate the morphological picture in
suspicious areas according to histoscopic data, which consists in conducting an additional
postoperative biopsy after radical prostatectomy, in which both suspicious areas and also taken from
unchanged places. tissues according to histoscopic data. For this purpose, the removed gland is
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specially marked in quadrants of 5 x 5 mm size. This feature made it possible to spatially correctly
project suspicious areas from histoscopy data into the prostate gland. Having numbered the tissue
columns, we sent them for morphological examination, which was carried out blindly, that is, the
morphologists did not know which areas of the prostate they were examining (Figure 3).

Comparison of prostate mapping for blinded postoperative biopsy.
Photo of the removed prostate gland on the left, histoscopy map on the right

On the left is a photograph of the removed prostate gland (specially marked 5x5 mm), on the right
is a map taken from a histoscan (also marked 5 x 5 mm).

The morphological study data were then compared with the histoscopy data. This comparison was
made together with expert morphologists after radical prostatectomy. It should be noted here that
there are several methods of postoperative evaluation of the prostate gland. We used the following
method: first, the entire prostate was cut by a morphologist like an "open book": sections of the
organ were made from the base to the apex with a 2-3 mm thick slice and were incomplete. end,
that is, compared to an open book, the zone became "the binding of this book". The results of the
morphological study fully confirm the histoscan data: according to the histoscan data, the node is
macroscopically located in the right lobe, and during the morphological study, the node is adjacent
to the prostate capsule in the right lobe (Fig. 5); .

Macroscopic specimen and prostate map.
A macroscopic sample of the prostate gland - part of the tumor tissue is surrounded by red color

A. Macroscopic preparation of the prostate gland in open-book view, with some tumor tissue circled
in red.

Prostate schematic map - blue arrow indicates dashed line
B. Prostate map with dashed line indicated by blue arrow.

Thus, using histoscan data, 638 prostate biopsies were performed, their morphological findings
were compared with the data of 67 prostate biopsies performed without histoscopic data, as well as
with the data of 53 morphological studies after prostatectomy.

Results
More than 700 patients with suspected prostate cancer were examined by histoscopy.

It was found that during histoscopy, prostate cancer in the peripheral parts of the prostate gland is
usually seen on a gray scale without suspicious foci, and the urethral zone is colored and it looks
like this on the map made during histoscopy. prostate with a clear peripheral zone (grey), where in
the central zone (projection area of the urethra) red or pink areas appear (false suspicious areas - a
variant of the norm).

The following data were obtained when analyzing the possibilities of early diagnosis of prostate
cancer using histoscopy. The majority of patients screened were patients with a baseline PSA level
of less than 10 ng/mL. In the majority of patients in this category, none of the currently generally
accepted noninvasive methods of diagnosing prostate cancer have provided information on the
presence of suspected prostate cancer. The number of patients in this group was 456 or 64.3% of all
examined patients. At the initial stage, we planned that the lower limit of the PSA level for this
group would be 4 ng / ml, but during the study, we identified patients after histoscan examination,
although the PSA level in the blood was normal (less than 4). ng/ml), prostate biopsy is indicated.

In patients with suspected prostate cancer, prostate biopsy was performed according to the prostate
map obtained by histoscanner. The number of columns of prostate tissue obtained during biopsy is
individual for each patient and varies depending on the size and number of suspicious areas for
prostate cancer according to histoscan data. As a rule, during transrectal biopsy, we collected 12
conventional tissue columns and one or more columns in addition to them, depending on the
presence of suspicious areas according to histoscanning data.
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It should be noted that in 317 patients of the second group (patients with suspected prostate cancer
with a PSA level of up to 10 ng/ml) during the classic polyfocal biopsy of the prostate gland,
according to histoscopic data, suspicious areas, completely prostate to fell to sampling sites.
Accordingly, we did not obtain additional columns from these patients, and standard columns of
prostate tissue from suspicious sites were marked as suspicious by us.

But in the remaining 139 patients in the second group, suspicious areas during standard biopsies
were partially or completely not included in the tissue sampling sites. These patients had additional
cores obtained during prostate biopsy that were marked as suspicious. Thus, a total of 6384 columns
of prostate tissue were obtained for all patients of the second group, of which 3804 were standard
columns and 2580 were additional columns of prostate tissue.

The following method was developed to optimize and simplify the calculation of patient
examination results using Histoscan. First, we counted the number of tissue cores obtained from
suspicious areas during polyfocal prostate biopsy for each patient and summed their number. These
were standard sutures of tissue taken from suspicious areas and additional sutures taken from
suspicious areas. The total number of suspicious columns of prostate tissue in the second group of
patients was 2684. Second, for each of the same patients, the number of tissue columns obtained
during polyfocal biopsy from unaffected areas of the prostate according to histoscopic data was
calculated. the same. The number of these prostate tissue columns was 3700. That is, the number of
columns of non-suspicious prostate tissue is 3700. This number is the standard column of prostate
tissue.

Next, we evaluated the morphological picture in all columns of prostate tissue and compared it with
the results of histoscan.

When comparing the results, the following information was obtained. Of the 2,684 prostate tissue
samples taken from suspicious sites, 2,389 were found to have prostate cancer. Of 2,684 suspected,
high-level PINs, 157 were morphologically identified in prostate tissue. Of the 2,684 suspicious
columns, 138 columns were labeled "no cancer or stage I PIN."

Also, out of 3700 non-suspicious columns of prostate tissue, we found prostate cancer in 22 years.

After obtaining these data, we calculated the sensitivity and specificity of the histoscan method in
early detection of prostate cancer. The total number of prostate columns obtained during biopsy
from all patients in the second group was 6384. The number of prostate columns with suspicious
areas during histoscopy was 2684. detected during histoscopy, in which cancer was confirmed
according to morphology, was 2389.

Accordingly, statistical processing was established: sensitivity of histoscan in early diagnosis of
prostate cancer is 89%, specificity is 96%.

During histoscopy, suspicious areas were identified, the number of prostate tissue columns with a
high-level PIN code according to their morphology was 157. Of this, the false positive result of
histoscanning was determined, which was 11%. and the false negative result was 0.6%.

Also, in cooperation with morphologists, a method of macroscopic diagnosis during morphological
examination was developed. We have developed a technique for counting sextants in the prostate.
When mapping the prostate after histoscopy, sextants were obtained when the glands were
automatically divided into 6 zones. Accordingly, the total number of sextants for the second group
is determined by the following formula: the number of patients in the group is multiplied by six
(456 x 6 =2736).

For each patient, in addition to the evaluation of tissue columns, the results of histoscopy of the
prostate gland were evaluated using sextants, that is, we evaluated the map of the prostate, where
suspicious areas for prostate cancer were drawn. In each specific case, the number of sextants
affected was determined, and then the morphological picture in these sextants was compared.
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Later, after prostate biopsy, in collaboration with expert morphologists, correspondence was
established between the location of the tumor focus according to histoscan data and the
morphological study of prostate tissue biopsies.

The following information was obtained. In the second group, 456 studies were conducted in
patients whose PSA level rose to 10 ng/ml. The total number of sextants for the second group is
2736 (6 x 456 = 2736). Out of the total number of sextants, 1642 are sextants where suspicious
areas have been identified based on histoscopy data. A positive result was obtained in 1445 sextants
in the evaluation of morphological data. That is, according to the results of histoscopy, prostate
cancer was morphologically confirmed in 1445 out of 1642 sextants with suspicious areas. Thus,
the sensitivity of the histoscan in the second group using sextant evaluation in the statistical
processing of the obtained data confirms the sensitivity data in the evaluation of biopsy cores and is
equal to 88%.

Analyzing the data obtained after the morphological evaluation of histoscopy results, we first
determined our data on the sensitivity and specificity of the histoscanning technique. The sensitivity
of the histoscopy technique in early diagnosis of prostate cancer was 88%, and the specificity was
96%. Our data confirm European data and clearly show that histoscopy is the most effective non-
invasive method for early diagnosis and localization of prostate cancer. Histoscan also allows you to
plan a biopsy, create a map of the prostate gland, and then plan your treatment. According to our
data, histoscopy is very effective in detecting lesions suspicious for prostate cancer in their early
stages. At these stages, neither digital rectal examination nor ultrasound data - TRUS and Doppler
sonography provide such information about the prostate tumor.

Patients with low cancer risk and localized prostate cancer underwent radical prostatectomy. After
radical prostatectomy, in close cooperation with expert morphologists, the results of histoscopy
were evaluated and compared with the results of pathological examination of the organ. We have
put into practice the technique of blind biopsy of the prostate after surgery. The essence of the
technique is that the gland removed after radical prostatectomy is specially marked into quadrants
measuring 5 X 5 mm. Later, according to the prostate map, a postoperative biopsy was performed.
During biopsy, areas suspicious for prostate cancer according to histoscopy and unaffected by
histoscopy were removed. Having numbered the tissue columns, they were sent to a morphological
study, which was performed blindly, so 53 comparisons were made. Macroscopic concordance of
prostate cancer with histoscopic data was found in 2 cases. I would like to note here that
macroscopically, prostate cancer areas are rarely visible. According to the postoperative biopsy, it
was found that the histoscopic data corresponded to the morphological research data in 88% of
cases, which further confirms our data on the sensitivity and specificity of the technique in the first
group of patients.

Later, by analyzing the data obtained after the morphological evaluation of histoscopy results in the
third group of patients, we obtained data on the sensitivity and specificity of the histoscanning
technique. For patients in the third group, the sensitivity of the histoscopy technique in diagnosing
prostate cancer was 96%, and the specificity was 97%. We can also compare the sensitivity and
specificity of histoscanning and magnetic resonance imaging. Histoscopy is superior to existing
non-invasive methods for diagnosing prostate cancer.

After the morphological evaluation of histoscopy results in the fourth group of patients, we obtained
information about the sensitivity and specificity of the histoscanning technique. In patients of the
fourth group, the sensitivity of the histoscopy technique in diagnosing prostate cancer was 99%, and
the specificity was 97%. We can also compare the sensitivity and specificity of histoscanning and
magnetic resonance imaging.

I would like to emphasize that the first group of patients was determined to evaluate the
effectiveness of prostate biopsy without histoscanning and without using histoscanning - a
retrospective evaluation. Thus, the effectiveness of prostate biopsy without histoscopy was 50%,
with the help of histoscopy it increased by 22% and reached 72%, respectively.
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Thus, our data (Table 4) confirm European data and clearly show that histoscopy is the best non-
invasive method for early diagnosis and localization of prostate cancer [5].

Summary

Thus, usually on the histoscopy map, the prostate gland is presented as a prostate with a clear
peripheral zone (gray), where red or pink areas appear in the central zone (projection area of the
urethra). On the histoscopy map, prostate cancer is red or pink colored areas, the total volume of
which exceeds 0.2 cm?® in one sextant. Staining of the urethral area does not indicate the presence of
prostate cancer. Histoscopic map with prostatic hyperplasia shows colored areas in the urethral zone
(normal variant), and small scattered colored areas appear on the sextant, the total volume of which
does not exceed 0.2 cm?. When the clinical and morphological comparison of the results of
histoscopy and morphological examination data was determined, in 91% of cases it was found that
the localization and size of prostate cancer foci were completely consistent. Histoscan has a
sensitivity of 88% and a specificity of 96% for detecting prostate cancer in patients with a PSA
level of 4 to 10 ng/ml; In patients with a PSA level of 10 to 20 ng/ml, sensitivity of histoscan is
96%, specificity is 97%; In patients with PSA above 20 ng/ml, sensitivity is 99%, specificity is
97%. The information content of a prostate biopsy using histoscan data is 22% higher than without
prior mapping of the prostate gland with a histoscope. Histoscopy is an additional non-invasive
method for early diagnosis of prostate cancer, which allows to increase the information content of
prostate biopsy and is not intended to evaluate the extracapsular spread of prostate cancer, the state
of paraprostatic tissue and regional lymphadenopathy.

List of used literature:
1. EAU, Guidelines, 2011.
2. Prostate diseases. Edited by Yu G. Alyaev. GEOTAR - Media, 2009.

3. Alyaev Yu.G., Amosov MA, Vinarov AZ, Lokshin KL, Spivak LG Transrectal dopplerography
in patients with prostate diseases / FGUIPP "Kostroma", 2004, 88 p.

4. Rustamovich, A. L., Negmatovich, T. K., & Fazliddinovich, S. D. (2022). BOJIAJIUKIAAH
BOII MU DAJIAXKN POHUJA PHUHOCHUHYCHUTU BOP BEMOPJIAPJIA BYPYH
BYLINFU MYKOILINJINAP TPAHCIIOPTHU HA3OPATU TYFPUCULIATU
3AMOHABUI1 KAPAIIJIAP (amabuérmap mapxu). JOURNAL OF BIOMEDICINE AND
PRACTICE, 7(2).

5. AOpypaxmonos, 1. P., & Hlamcues, . ®. (2021). DpdexkTuBHOCT MPUMEHEHHUS MECTHOMN
AHTUOMOTUKOTEpANUU B JIEYEHWU IapaHa3aJlbHOTO CUHYCUTa Yy JeTell ¢ uepeOpaibHbIM
napamuuem. In HAYKA W OBPA3OBAHUE: COXPAHSS TIIPOLIJIOE, CO3JAEM
BYAYUIEE (pp. 336-338).

6. AOnypaxmonos, U. P., & Ilamcues, JI. ®. (2021). bomanuknan Oom must anaxku OwiiaH
Oonanapaary YTKUp Ba CypyHKalld TMapaHaszall CHHYCHTIApPHH JaBoJialllla MYKOPETYIsp I0pU
BOCHTACHHHU camapaznopiuruau yprauumr. T [a XW [i [S US S_S*[iie YfcS”, 58.

7. Siddikov, O., Daminova, L., Abdurakhmonov, I., Nuralieva, R., & Khaydarov, M.
OPTIMIZATION OF THE USE OF ANTIBACTERIAL DRUGS DURING THE
EXACERBATION OF CHRONIC OBSTRUCTIVE PULMONARY DISEASE. Turkish
Journal of Physiotherapy and Rehabilitation, 32, 2.

8. Typaes, X. H. (2021). A6xypaxmonoB Nnxom PycramoBuu Biusinue OynecoHuia Ha KauyecTBO
KM3HH TIAIMEHTOB C OpOHXHANBHBIM OOCTPYKTHBHBIM CHHIPOMOM. Bompocsl Hayku u
obpa3zoBanus, 7, 132.

9. AGnypaxmano, U., Illamcues, /., & OmumxonoBa, ®@. (2021). Uzyuenue sddhekTuBHOCTH
MYKOPETYJISIPHBIX TIPENapaToB B JICYCHHH OCTPOTO W XPOHUYECKOTO MapaHa3aIbHOTO CHHYCHTA
npu  JeTCKOM IiepeOpanbHOM mapanude. JKypHan CTOMAaToNoOruM U KpaHUO]amHuambHBIX
uccienosanui, 2(2), 18-21.

64



Journal of Science in Medicine and Life, Volume: 2 Issue: 11 Year: 2024 2992-9202

10.

11.

12.

13.

14.

15.

16.

17.

18

19.

20.

21.

22.

23.

24,

25.

AGnypaxmonoB, U. P., & I[amcues, [[. ®@. (2023). BOIII MU OAJIAKN OOHUIATA
[TAPAHA3AIJI CUHYCUTJIAPHU JABOJIALIIA Y3UT'A X0C
EHJTALLIMIL. MedUnion, 2(1), 14-26.

OpumoB, P. A., A6aypaxmono, M. P., Axmemos, III. K., & Typae, X. H. (2021).
OCQEEHHOCTH [TPUMEHEHUE AHTUOKCUJIAHTHBIX ITPEITIAPATOB B JIEUEHU
HEMPOJEPMUTA.

Axwmenos, L. K., TypaeB, X. H., Ao0nypaxmonos, U. P., & Opunos, P. A. (2021).
HEKOTOPBIE 5 OCOBEHHOCTH TAKTUKHA I[MTPOAYKTHUBHOI'O JIEHEHU A
XPOHNYECKOUN KPAITMBHUIIBI.

AOnypaxmonoB, M. P. (2021). HccnenoBaHue MYKOIMIMAPHOW TPAHCIOPTHOW (DYHKIIMH
CJIM3UCTONW OOOJIOYKM TOJIOCTH HOCa y OOJBHBIX C IMapaHa3ajJbHBIM CHHYCUTOM Ha (oHe

JIETCKOTO IiepeOpanbHOro mapainnya. In AKTyaabHbIE aClIeKThl MEIUIIMHCKOM esiTeIbHOCTH (PP.
256-259).

AbaypaxmonoB, U. P., & Typaes, X. H. (2022). OIIbIT [TPUMEHEHUA CUHVYIIPETA C
AHTUBAKTEPUAJIBHBIMU  IIPEIIAPATAMU B KOMIUIEKCHON TEPAIIUU
PUHOCHUHYCHUTOB y BOJIBHBIX AETCKHM HEPEBPAJIBHBIM
[TAPAJIMYOM. [JoctmkeHust Hayku 1 oOpazoBanws, (2 (82)), 88-92.

Abdurakhmanov, 1., & Shernazarov, F. (2023). SPECIFIC ASPECTS OF TREATMENT OF
CHRONIC RHINOSINUSITIS IN CHILDREN. Science and innovation, 2(D10), 164-168.

National Institute for Health and Clinical Excellence (NICE) Clinical Guideline 58, Prostate
Cancer: Diagnosis and Treatment, 2008.

Homnues, M. H., Tynakosa, I'. D., Kagsiposa, A. M., FOcynos, 3. A., & XKananosa, /I. 3. (2016).
O} PeKkTHBHOCTF KOMOMHHPOBAHHOTO JICUCHHS TMAIMEHTOB C IICHTPAIBHOH CepO3HOU
XOpUOPETHHOIATHUEH. BectHuk Bamkupckoro roCy/1apCTBEHHOTO MEAHUIMHCKOTO
yYHUBEpCHTETa, (2), 64-66.

. Zukhridinovna, Z. D. (2022). Modern aspects of neuroprotective treatment in hypertensive

retinopathy.

Jalalova, D., Raxmonov, X., & Shernazarov, F. (2022). THE ROLE OF C-REACTIVE
PROTEIN IN THE PATHOGENESIS OF VISUAL VASCULAR DISEASES IN PATIENTS
WITH ARTERIAL HYPERTENSION. Science and Innovation, 1(8), 114-121.

Jalalova, D., Raxmonov, X., & Shernazarov, F. (2022). SIGNIFICANCE OF ENDOTHELIAL
DYSFUNCTION IN THE DEVELOPMENT OF RETINOPATHY IN PATIENTS WITH AH
AND WAYS OF ITS CORRECTION. Science and Innovation, 1(8), 101-113.

Jalalova, D., Axmedov, A., Kuryazov, A., & Shernazarov, F. (2022). COMBINED DENTAL
AND EYE PATHOLOGY. Science and innovation, 1(8), 91-100.

Carraposa, X. C., XKananosa, /. 3., & bexrypaues, III. C. (2011). Ilpuunnsl cienotsl u
c1aboBHUICHUS MpU caxapHOM Auabere. Axkagemudeckuil xypHan 3anaanou Cubupw, (6), 27-
28.

Arunachalam, S. (2008). The science race continues in Asia. Current Science (00113891),
94(7).

Zukhriddinovna, Z. D. (2022). Development of Classification Criteria for Neuroretinal Ischemia
in Arterial Hypertension. Central Asian Journal of Medical and Natural Science, 3(3), 59-65.

Kananosa, . 3., & Hemomnos, XK. XK. (2024). TEOPETUYHECKOE OBOCHOBAHUE
UCCJIEJOBAHUS DSHJAOTEJIMHA-1 W J-JUMEPOB B KPOBU U CJIE3HOM
XUOKOCTU TIAIIMEHTOB C THUIIEPTOHMYECKOU AHTMOPETUHOITATHUEM.
AMALIY VA TIBBIYOT FANLARI ILMIY JURNALI, 3(3), 294-299.

65



Journal of Science in Medicine and Life, Volume: 2 Issue: 11 Year: 2024 2992-9202

26.

27.

28.

29.

30.

31.

32.

33.

Kucenesa, T. H., Exos, M. B., Amxemsn, H. A., Taakosckuii, B. 3., & Wnsuna, H. B. (2016).
OCOOCHHOCTH PETHOHAPHOTO TJIA3HOTO KPOBOTOKA MpU apTepuanbHo rtumneprensuu [-11

CTETIEHU U CYOKIMHUYECKOM aTepockiepo3e. Poccuiickuil odransmonorudeckuit xypaai, 9(3),
26-33.

Kananosa, /1. 3., Kaguposa, A. M., & Xampaxynos, C. b. (2021). Ucxoasl reprneTnueckux
KepaTOyBEUTOB Ha (oHe JeueHus mpenaparoM «opTanbMoepoH» B 3aBUCHMOCTH OT
UMMYHHOTO CTaTyca IMalMeHTOB. MEXIUCIHUIUIMHAPHBIN MOAXOA MO 3a00JIEBaHUSM OpPraHOB
roJioBsl 1 meu, 103.

Hpo3moBa, E. A., & Xoxiosa, /. HO. (2015). Mopdomerpudeckas XapaKTepUCTHKA
MaKyJIspHOM 30HBI Yy MAIMEHTOB C OKKJIIO3MEH BEH CETYATKUIIO JaHHBIM ONTHYECKON
KorepeHTHOU ToMorpaduu. MeauumHckuii BecTHUK bamkoprocrana, 10(2 (56)), 64-67.

Jalalova, D., Axmedov, A., Kuryazov, A., & Shernazarov, F. (2022). COYETAHHA
CTOMATOJIOTUYECKAS U T'JTABHAS ITATOJIOT'UA. Science and innovation, 1(DS), 91-
100.

Zhang, S., & Melander, S. (2014). Varicose veins: Diagnosis, management, and treatment. The
Journal for Nurse Practitioners, 10(6), 417-424.

Kananosa, JI. 3., & BaGaes, C. A. (2024). PE3VJIbTATbI OLIEHKU YPOBHS
DHJIOTEJIMHA-1 U JI-IUMEPOB B CJIE3HON JXUJIKOCTU Y IIALIMEHTOB C
APTEPUAJILHON TUIEPTEH3UEN. AMALIY VA TIBBIYOT FANLARI ILMIY
JURNALLI, 3(3), 300-307.

Zukhriddinovna, Z. D. (2022). Development of Classification Criteria for Neuroretinal Ischemia
in Arterial Hypertension. Central Asian Journal of Medical and Natural Science, 3(3), 59-65.

Braeckman J., Autier P., Zatura F., Peltier A., Romics I., Stenzl A., Emberton M. Evaluation of

HistoScanning™ for prostate cancer detection, location, and size assessment: results of the open
phase study PHS-02 // J Clin Oncol 29:2011 (suppl 7; abstr 55).

66



