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Dear Readers, 
We continue our work after one year of 

rest.  During this period the journal was placed in 

the ROAD - the Directory of Open Access 

Scholarly Resources, that rises it’s visibility.  

To make the journal more interesting, we 

decided to broaden our thematic scope and 

publish not only the scientific articles, case 

reports and the review articles, but   also   news   and events dedicated to women   health 

issues- conferences, congress etc. 

As usually, we are ready to cooperate with all who are interested to publish their 

articles, case reports that concerns women health and news from their regions about women 

activities in this very actual and  important  area. 

Thank you for being our authors and   readers 

With great respect  

Editor in Chief  

Nino  Zhvania MD; PhD;  

President of Georgian Medical Women’s Association   

Associated   Professor  of Grigol Robakidze University 
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STILLBIRTH IN GEORGIA - CALL FOR ACTION 

     Abuladze M., Sharabidze N., Shelia T., Ananikovi S., Lomashvili S. 

Women’s Rehabilitation Association 

 

Stillbirth is a significant problem of public health in both developed and developing 

countries, including Georgia. It is related to psycho-social, economic, demographic and health 

determinants.  

Stillbirth is a terrible fact for parents, families and doctors who are responsible for 

pregnant women. The survey conducted in Great Britain was used to assess the psychological 

state of parents after they suffered from stillbirth (n=473). 68% mothers and 44% fathers had 

more than 4 negative psychological symptoms after the accident. This number decreased to 

35% in women and 13% in men after 9 months. Problems arise in family relationships within 

9 months after stress (women– 9%, men – 5%) (2,3,4). In the world, 144 researches have been 

conducted to study the psychological condition. Across countries 4,2 million women suffer 

from depressive symptoms in the period following stillbirth (5,6,7,8). According to the data 

collected by International Stillbirth Alliance, 85% of parents refer to internet forums, 30% 

apply to support groups, 30% resort to religious leaders and 55 % contact public health 

specialists (9,10).  

Stillbirth results in psychological stress for physicians. 95% of them suffer from 

severe psychological problems (sense of guilt, fear, stress, depression, weakness), 65% think 

that they need support (qualification – 30%, support from colleagues-5%, support from their 

organization-5%) (11,12,13). 

SOCIAL FACTOR - How does the society perceive perinatal loss? 

1. 45% of people think that parents should never talk about stillbirth;  

2. 39% believe that it is natural selection; 

3. Only 16 % express the right approach towards this topic (parents and society must 

talk about stillbirth). 

Such approach to loss promotes formation and further strengthening of taboo and 

stigma, which in turn contributes to prolongation and intensification of mourning, and in some 

cases- violence against women. (14). 

According to 3 scientific works conducted around the world, data was assessed on 

financial expenses (direct and indirect expenses). The cost of stillbirth is 10-70% more than 

the cost of childbirth. The cost of a pregnancy following stillbirth is also 600-5600 USD 

higher than the cost of a pregnancy with a normally developing fetus. There are also indirect 

costs in the cases of stillbirth, which arise due to wrong management of the post-mortem 
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period. The trauma of stillbirth gives way to various problems among couples: they get 

divorced; they isolate themselves from society or lose their jobs. In order to determine the 

cause of death, couples undergo general check-ups, which also increases the cost (15,16). 

The money spent on prevention of perinatal loss, will be returned to the society 25-

fold as the economic and social value of those babies, who are saved.  

STILLBIRTH FROM THE DEMOGRAPHIC POINT OF VIEW 

During pregnancy, parents have certain hopes and dreams about their future children, 

but instead they are struck with stillbirth or neonatal death. There is a great chance of 

development of further problems (divorce, secondary infertility, stillbirth in the following 

pregnancy). All this negatively affects demographic indicators of the country.   

STILLBIRTH FROM A MEDICAL POINT OF VIEW 

Stillbirth is a significant indicator for the assessment of medical care. Investment in 

preventive measures of perinatal loss will give us triple benefit: reduction of mothers’, 

newborn, and fetal deaths. 

Figure 1. 
Dynamics of stillbirth indicators per 1000 births in Georgia  

 

 

 

 

 

 

 

SOURCE: National Statistics Office of Georgia 

Stillbirth, together with early neonatal mortality, creates an integrated indicator – 

perinatal mortality, which is considered one of the main indicators in the assessment of the 

quality of medical care available for pregnant women, mothers and newborns. In 2011 the 

stillbirth criterion was changed across the country: more specifically, a newborn’s death 

within the first 3 minutes of birth is now classified as early neonatal mortality rather than 

stillbirth, as it was considered before. This resulted in alteration in the ratio of cases of 

stillbirth and early neonatal mortality.   
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According to the World Health Organization, the rate of stillbirth and early neonatal 

mortality for Georgia should not exceed 1.2, which has only been observed in 2009 over the 

past few years.  

In 2010-2013 the ratio of stillbirth and early neonatal mortality exceeded the number 

recommended by the World Health Organization. According to the data of 2013 (World 

Health Organization), this index was 1.8 and in 2014 - 2.5. All of this indicates the tendency 

of increase in incidence of deaths.  

A research was conducted in Georgia in order to explore tendencies of stillbirth. The 

research was aimed at: 1. Identification of challenges, that exist in the field of maternal and 

child health; 2. Study of the causes of stillbirth on the basis of review of medical 

documentation and 3. To develop recommendations based on analysis of obtained data. 

Retrospective scientific research conducted by the Women's Rehabilitation 

Association is the first attempt to analyze stillbirth in our country.  

The retrospective study of the cases of stillbirth in Georgia was conducted in 2014. 

The cases from years 2008 -2013 were studied. The study of medical documents of 2008-

2012 and the first half of 2013 was conducted on the example of two largest maternity homes 

in the country. From the second half of 2013, all cases of stillbirth were studied throughout 

the country. 

The research design included researches of stillbirth documentation using a special 

questionnaire created by the researchers of Women’s Rehabilitation Association. The 

questionnaire was developed in order to study medical conditions related to stillbirth. 

Retrospective research was carried out in the following stages: 

1) The official statistics of stillbirth was studied for years 2008-2013; 

2) Information about stillbirth was obtained from the electronic database of the 

hospitals; 

3) Medical documentation of stillbirth cases was studied through a special 

questionnaire; 

4) Epi-info 3.5.1 was used for data analysis. 

DATA COLLECTION TOOL. The special questionnaire created for the collection 

of data was focused on the following issues: the demographic characteristics of the mother, 

obstetric anamnesis, information about the last pregnancy and labor, as well as identification 

of the causes of stillbirth.  

During the pre-research period, 3 researchers were trained by special training. Before 

starting the research, a pilot study of the medical documentation of stillbirth was conducted in 
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a maternity home that was chosen at random. The pilot study was finally modified to the data 

collection tool.  

1308 cases were studied during field works. 297 cases from 2013 and 1011 cases from 

2008-2012. These groups were divided into 2 subgroups according to gestational age: early 

stillbirth- 22-27 weeks; late stillbirth- 28 weeks and more 

LIMITATION: During the study only the maternity houses were examined. 

Documents of antenatal care were not discussed and interviews were not conducted with the 

mothers who had experienced stillbirth.  

RESULTS: 

Only the data from 2013 will be discussed in the following article.  

While analyzing the tendencies of stillbirth, special attention was paid to the study of 

risk-factors. Specifically for this purpose, the cases of stillbirth were grouped according to 

gestational age: 22-27 weeks and 28 weeks and more [fig. 2].  

Figure 2.  
Comparison of stillbirth cases according to gestational age (2013) 

 
 
 

 

 

 

 

 

 

 

33% of pregnancies were terminated at 22-27 weeks of pregnancy, 40%- at 28-36 

weeks, and 27% of stillbirths occurred at 37 weeks of pregnancy or more.  

The study showed that stillbirth most commonly occurs at 21-34 weeks of pregnancy 

(66.7%). In 7 % of these cases there were stillbirths present in anamnesis [fig. 3-6].  
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Figure 3.  
Somatic pathologies developed at 22-27 weeks of pregnancy (2013)  

 

 
 
 
 
 
 

 

 

 

 

Figure 4 . 
Somatic pathologies developed at 28 weeks of pregnancy and more (2013) 

 
 
 
 
 
 
 

 

 

 

 

Figure 5.  
Pregnancy complications 2013 (early stillbirth) 
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Figure 6 . 
Pregnancy complications 2013 (late stillbirth) 

 
 

 
          

 

 

 

 

According to the study, 55.6% of mothers were residents of urban areas, 44.4%- 

residents of rural areas. However, it should be noted that the most of the medical documents 

did not include patient’s address. There were some difficulties in analyzing socio-

demographic data because the absolute majority of medical documents did not specify 

information on marriage. Most of the mothers 81.3% were housewives, while others were 

employed in various fields: 3.7% - financier, 3.2% - teacher, 2.7%-manager, etc.  

CONCLUSION. 

Presented research is the first attempt to analyze stillbirth in Georgia. Data analysis 

has shown that prevention of stillbirth was possible with adequate management of antenatal 

and intranatal periods. The study gave us an opportunity to see the challenges that exist in 

Georgia in terms of maternal and child care services. The priority areas were also identified 

where the interventions are necessary in order to reduce the number of stillbirth cases.  

As a result of the research, the most prevalent causes of stillbirth have been identified 

as the following: preeclampsia, Rh- isoimmunization, fetal anomaly and fetal growth 

restriction. 

The study also revealed: 

• Incomplete filling of medical documentation; 

• Late identification of a pathology and its insufficient management in antenatal care; 

• Low level of education in population; 

• Absence of patanatomical study in stillbirth cases.  

RECOMMENDATION. 

Following recommendations were formulated: development of national guidelines for 

proper management and prevention of stillbirth; implementation of national guidelines and 

protocols for improvement of quality of medical care; autopsy of all stillborn babies weighing 
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2500 grams and more; pathology-anatomic research of all cases; bacteriological research of 

placenta in all cases of inflammatory lesions of placenta (acute chorioamnionitis, chronic 

inflammation of the placenta and decidua); development of a strategy for management of 

stillbirth by creation of preventive and rehabilitative measures; educating women of 

reproductive age about stillbirth and antenatal care. 
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STILLBIRTH IN GEORGIA: CALL FOR ACTION 

Abuladze M., Sharabidze N., Shelia T., 

 Ananikovi S., Lomashvili S. 

Women’s Rehabilitation Association 

SUMMARY 

Aim of research is studying the causes of stillbirth in Georgia. The study of medical 

documentation of stillbirth cases in 2013 was done at two maternity hospitals in Tbilisi that 

were selected at random.  

Results: The research identified the following as the main causes of stillbirth: 

preeclampsia, rhesus isoimmunization, fetal growth restriction and fetal genetic/structural 

abnormalities.  

Conclusions: The following actions need to be taken: creation and implementation of 

unified medical documentation and a national guideline, study of placental and umbilical cord 

pathology in all cases of stillbirth, suggestion of an autopsy, raising awareness and providing 

information about stillbirth to women of reproductive age. 

Keywords: stillbirth, pregnancy, psychological stress, bereavement care. 
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mkvdradSobadoba saqarTveloSi – gamowveva aqtiuri 

moqmedebisTvis 

m.AabulaZe, n.SarabiZe, T. Selia, 

s. ananikovi, s. lomaSvili 

qalTa reabilitaciis asociacia 

reziume 

kvlevis mizani: saqarTveloSi mkvdradSobadobis gamomwvevi 

mizezebis Seswavla.

masala da meTodebi: 2013 wlis samedicino dokumentaciis 

Seswavla moxda TbilisSi mdebare or samSobiaro saxlSi, romlebic 

SerCeuli iyo SemTxveviTi SerCevis wesiT.  

Sedegebi: kvlevis Sedegad gamovlinda mkvdradSobadobis 

gamomwvevi Semdegi ZiriTadi mizezebi: preeklamfsia, rezus 

izoimunizacia, nayofis ganviTarebis anomalia da nayofis 

saSvilosnosSida zrda-ganviTarebis Seferxeba.

daskvna: kvlevis monacemTa analizis Sedegad SemuSavebuli iqna 

Semdegi rekomendaciebi:  mkvdradSobadobis swori menejmentis da 

prevenciis mizniT erovnuli gaidlainis SemuSaveba da implementacia;

2500 gramze meti wonis yvela mkvdradSobilis autofsia;

mkvdradSobadobis yvela SemTxvevaSi placentisa da Wiplaris 

paTolog-anatomiuri kvleva; mkvdradSobadobis da misi Semdgomi 

periodis marTvis taqtikis SemuSaveba optimizirebuli, kompleqsuri da 

etapobrivi prevenciuli da reabilitaciuri RonisZiebebis gatarebiT;

mosaxleobis, gansakuTrebiT reproduqciuli asakis qalTa ganaTleba 

mkvdradSobadobis da zogadad antenataluri movlis mniSvnelobis 

Sesaxeb.
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МЕРТВОРОЖДЕНИЕ В ГРУЗИИ- ВЫЗОВ ДЛЯ  АКТИВНОГО ДЕЙСТВИЯ 

 Абуладзе  М., Шарабидзе Н., Шелия Т., 

Ананикова С., Ломашвили С. 

Ассоциация Женского Здоровья 

РЕЗЮМЕ 

Цель исследования: Исследование причин мертворождения в Грузии. 

Методы и инструменты :  Изучение  медицинской документации 2013 года 

двух родильных домов г. Тбилиси. Выбор родильных домов проходил методом 

случайного отбора.  

Результаты исследования: В  результате исследование  были выявлены 

следующие причины мертворождения: преэклапсия, резус изоиммунизация, пороки 

развития плода, внутриутробная  задержка развития плода. 

Заключение: На основе анализа имеющихся данных были разработаны 

следующие рекомендации: для превенции и правильного менеджмента 

мертворождения   имплементация и разработка национального гайдлайна; аутопсия 

мертвого плода с массой 2500г и выше; патолог –анатомическое исследование 

плаценты и пуповины во всех случаях мертворождения; разработка тактики введения 

мертворождения и последующего периода; проведение комплексных,  поэтапных 

реабилитационных  мероприятий; ознакомительные беседы и лекции населения , 

особенно среди женщин репродуктивного возраста о мертворождений и антенатальном 

наблюдении. 

16



ГЕНДЕРНЫЕ РАЗЛИЧИЯ СТРОЕНИЯ ЛИМБИЧЕСКОЙ ОБЛАСТИ 

КОРЫ МОЗГА МУЖЧИН И ЖЕНЩИН 

И.Н. Боголепова, Л.И. Малофеева 

ФГБНУ «Научный центр неврологии», г. Москва, Россия 

В современной медицине и биологии развивается новое направление в науке о 

мозге – гендерная нейроморфология [1, 2, 3, 4]. Целью гендерной нейроморфологии 

является исследование особенностей и важнейших различий в структурной 

организации мозга мужчин и женщин. Это необходимо для понимания высшей нервной 

деятельности мужчин и женщин. 

Эмоциональный фон и эмоциональная окраска поведения у  мужчин и женщин 

значительно различаются [5, 6, 7, 8]. Женщины более склонны выражать свои чувства, 

как, например, чувства радости, любви, а также чувство смущения, печали, страха, 

сострадания, в то  время как мужчины чаще проявляют чувства гордости, агрессии, 

враждебности [9]. По мнению некоторых авторов [10, 11] эти внешние различия 

эмоционального поведения мужчин и женщин являются результатом влияния 

воспитания и окружающей социальной среды, когда мальчиков с детства во многих 

семьях и в школе учат скрывать чувства, не проявлять их на людях. 

Было отмечено, что мужчины отличаются большей амбициозностью, 

независимостью, рациональностью, в то  время как женщины чувственны, нежны, 

общительны. Мужчины отличаются агрессивностью, напористостью, желанием 

доминировать над собеседником и окружающими людьми. Женщины более тактичны, 

гибкие в общении, менее самоуверенные [6]. 

Женщины лучше мужчин распознают эмоциональное настроение собеседника. 

Для мужчин характерным является слабая связь с родственниками, в то  время как 

женщины тесно общаются с членами своей семьи, с родителями, с детьми. 

В случае неудачи, когда мужчина расстроен или находится в стрессе, он 

старается уединиться, побыть в одиночестве. Это необходимо ему  чтобы обдумать 

проблему, взять себя в руки, найти правильное решение. Женщина в случае неудач 

обычно старается рассказать об этом своим близким. Женщина нуждается в помощи 

друзей, в их поддержке, одобрении. В противном случае она начинает себя чувствовать 

лишенной любви и внимания. 

В случае конфликта наблюдаются разные линии поведения у мужчин и женщин. 

Мужчина нередко расценивает конфликт как проявление соревнования и конкуренции 
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и пытается при этом взять контроль в свои руки. Женщина при конфликте часто 

занимает позицию обороны или защиты, приходя к выводу, что обсуждение той или 

иной проблемы уже исчерпано. 

Мужчины являются более агрессивными, чем женщины. При обиде, гневе 

мужчина может дать волю своим чувствам и возникают ссоры, драки.  

Женщинам свойственным является большая коммуникабельность, способность к 

общению, большая эмоциональная чувствительность, заботливость. Кора лимбической 

области коры непосредственно связана с особенностями формирования эмоций. 

Психическая субъективная сторона протекает при непосредственном участии новой 

коры. Если по какой-либо причине эмоциональная реакция будет протекать без участия 

новой коры, то эта реакция будет выражаться в общих двигательных актах, без наличия 

психического переживания. Женщины совершенно иначе переносят боль [12]. 

Поле 24 лимбической области коры мозга человека соединяется с моторными 

дополнительными полями, участвуя в движении рук, а также может быть 

взаимосвязано прямыми кортико-кортикальными связями с отделами моторной коры, 

отвечающими за движение лица и движение глаз. 

Также этот отдел лимбической коры может быть вовлечен в некоторые аспекты 

слуховой и вокальной интеграции и патогенез, имея связи с префронтальной корой, 

участвовать в волевом контроле над эмоциональным поведением.  

В настоящее время с связи с развитием нейровизуализации [13, 14] и 

интенсивным использованием нейрогистологических методик в медицине и биологии, 

широко обсуждается и дискутируется проблема полового диморфизма и 

межполушарной асимметрии мозга человека. 

МАТЕРИАЛ И МЕТОДЫ ИССЛЕДОВАНИЯ. 

Целью нашего исследования было выявление изучение цитоархитектоники 

лимбической области коры мозга мужчин и женщин. 

Изучение цитоархитектонического строения мозга мужчин и женщин было 

проведено на мозгах из коллекции лаборатории анатомии и архитектоники мозга 

ФГБНУ НЦН. Исследовались случаи, не имевшие при жизни неврологических и 

психических заболеваний.  

Цитоархитектонически было изучено корковое поле 24 передней лимбической 

области коры мозга мужчин и женщин. Цитоархитектоническое исследование 

проводилось на непрерывных сериях парафиновых тотальных фронтальных срезов 

левого и правого полушарий мозга взрослого человека, окрашенных по методу Ниссля 

крезилом фиолетовым в модификации лаборатории анатомии и архитектоники мозга. 
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Толщина среза 20 мкм, изучался каждый 40 срез. Всего исследовано 20 полушарий - 10 

у мужчин, 10 у женщин (возраст от 20 до 59 лет).  

Для определения величины площади профильного поля нейронов использовался 

морфометрический метод с использованием электронно-оптической системы 

“DiaMorph cito-W” (Россия) и “Leica” (Германия). Измерение площади профильного 

поля проводилось у  нейронов, имевших хорошо  выраженные ядро, ядрышко и 

цитоплазму (Об. 100, Ок. 10). Объём выборки в исследуемой структуре каждого 

полушария составил 100 нейронов.  

Вычисление процентного соотношения корковых нейронов по величине 

профильного поля нейронов проводилось по классификации, разработанной 

Малофеевой Л.И. и Оржеховской Н.С. Было выделено 5 классов величины нейронов – 

сверхмалые нейроны (до 70,0 мкм2), малые (70,1-170,0 мкм2), средние (170,1-290,0 

мкм2), крупные (290,1-500,0 мкм2), сверхкрупные (свыше 500,1 мкм2). 

Ширина всего поперечника коры и ее отдельных цитоархитектонических слоев 

измерялась микрометрическим методом под микроскопом МБС-9 (Об. 4, Ок. 7). В 

каждом полушарии было произведено 30 измерений. 

Обработка количественных данных проведена с помощью программы 

«Статистика-6». Значимые отличия определялись с использованием t-критерия 

Стьюдента, парного теста Вилкоксона, U-критерия-Манна Уитни, при уровне 

значимости Р<0,05. Коэффициент межполушарной асимметрии изученных параметров 

определялся по формуле: Кас =  [(Млев.-Мпр.)/[(Млев.+Мпр.)/2]] х  100%, где Млев. – 

среднее значение параметра в левом полушарии мозга; Мпр. – среднее значение 

параметра в правом полушарии мозга. 

РЕЗУЛЬТАТЫ И ИХ ОБСУЖДЕНИЕ 

Корковое поле 24 располагается на поясной извилине, занимая её передний 

отдел (рис. 1). Поясная извилина (Gyrus cinguli) является одной из основных и больших 

по размеру извилин, расположенных на медиальной поверхности полушария мозга.  

При сопоставлении цитоархитектоники переднего лимбического поля 24 у 

мужчин и женщин был выявлен ряд гендерных отличий. Наиболее существенным из 

них является большая его густоклеточность у женщин по сравнению с мужчинами (рис. 

2). 

В результате проведенного морфометрического исследования поля 24 передней 

лимбической области коры мозга у мужчин и женщин были также выявлены гендерные 

особенности их строения. 
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Рис. 1. Борозды и извилины лимбической области коры мозга человека. 
Топография переднего лимбического поля 24 

Рис. 2. Цитоархитектоника поля 24 передней лимбической подобласти коры 
мозга мужчины и женщины. 

Окраска крезил фиолетовым. Об. 2,5; Ок. 10. 

    Мужчина    Женщина 

У женщин по сравнению с мужчинами отмечается увеличение ширины 

поперечника коры данного поля, особенно в правом полушарии мозга. В  левом 

полушарии мозга в среднем по группе она равна у женщин 2,36 мм, у мужчин 2,32 мм, 

в правом – 2,54 и 2,39 мм соответственно. В  правом полушарии мозга гендерные 

отличия величины данного показателя статистически значимы при Р<0,05 (рис. 3). 
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Рис. 3. Ширина коры поля 24 лимбической области коры в левом и правом 
полушарии мозга у мужчин и женщин (мм) 

● - гендерные отличия при Р< 0,05 
В обеих группах ширина коры поля 24 в правом полушарии мозга была больше, 

чем в левом. Однако у женщин правополушарная асимметрия величины данной 

характеристики четче выражена. Коэффициент межполушарной асимметрии в среднем 

по группе равен у мужчин 3,2%, у женщин – в два раза больше – 7,3%. 

Рис. 4. Ширина слоя III в поле 24 лимбической области коры в левом и 
правом полушарии мозга у мужчин и женщин (мм) 

 
● - гендерные отличия при Р< 0,05. 
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Измерение ширины отдельных слоев показало, что наибольшие гендерные 

отличия наблюдают в слоях III и V. В  левом полушарии мозга ширина слоя III у 

женщин равна 0,62 мм, у мужчин 0,57 мм. В правом полушарии мозга – 0,70 мм и 0,63 

мм соответственно. В  правом полушарии мозга гендерные отличия ширины слоя III 

статистически значимы при Р<0,05 (рис. 4).  

Гендерные отличия нами также были выявлены при изучении площади 

профильного поля нейронов в слое III поля 24. У  женщин по сравнению с мужчинами 

отмечается большая величина этого показателя, особенно в правом полушарии мозга. 

Анализ морфометрических данных показал, что в группе ж енщин средняя 

величина профильного поля нейронов данной структуры в левом полушарии 

варьировала от  случая к случаю от  169,8 до 190,3 мкм2 и в среднем по группе 

составляла 180,9±55,4 мкм2, у мужчин – от 158,1 до 163,8 мкм2, а в среднем по группе 

была равна 160,9±45,1 мкм2 (Боголепова И.Н., Малофеева Л.И., 2007). В  правом 

полушарии мозга профильное поле нейронов у женщин составляло 192,4-212,7 мкм2, в 

среднем по группе было равно 203,9±74,4 мкм2, у мужчин 161,7-174,5 мкм2, в среднем 

по группе составляло 168,2±53,8 мкм2. В  группе женщин в слое III передней 

лимбической области коры четче выражена правополушарная асимметрия средней 

величины площади профильного поля нейронов (рис. 5). 

Рис. 5. Профильное поле нейронов в слое III поля 24 лимбической области 

коры мозга у мужчин и женщин (мкм2) 
* - межполушарные отличия при Р< 0,05  

● - гендерные отличия при Р< 0,05. 
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Анализ максимального значения профильного поля нейронов также выявил 

значительные отличия между изученными группами. У женщин этот показатель во всех 

исследованных случаях больше, чем у мужчин, как в левом, так и в правом полушарии 

мозга. В группе женщин максимальная величина центрального сечения нервных клеток 

в слое III поля 24 составляла в левом полушарии 318,5-333,4 мкм2, у  мужчин всего 

238,5-280,7 мкм2, в правом полушарии мозга у  женщин 378,4-500,2 мкм2, у  мужчин 

также значительно меньше - 303,2-341,3 мкм2 . 

Представляют интерес данные по изучению нейронного состава изученных 

слоев. Нами было выявлено, что в группе женщин по сравнению с группой мужчин во 

всех изученных случаях отмечается увеличение процента нейронов как средней, так и 

крупной величины. Так, у  женщин процент нейронов среднего размера в левом 

полушарии мозга в слое III поля 24 составлял 43%-59%, крупного - 2%-5%, у  мужчин 

38%-41% и 0%-2% соответственно. Аналогичная закономерность еще четче 

наблюдалась в правом полушарии мозга. У  женщин нейроны средней величины 

составляли 49%-57%, крупные нейроны составляли 8%-14%, у мужчин 40%-47% и 1%-

4% соответственно. 

Таким образом, у  женщин поле 24 от личается от  аналогичного у  мужчин 

большей величиной среднего, максимального размера нейронов слоев III и V, процента 

нейронов среднего и крупного размера, лучшей выраженности правополушарной 

направленности асимметрии изученных параметров.  

Изучение нейроно-глиальных соотношений в слоях III и V поля 24 показало 

следующее. У  женщин по сравнению с мужчинами отмечается несколько большая 

густоклеточность коры данной структуры мозга. Так, например, в левом полушарии 

мозга у  женщин в слое III поля 24 плотность нейронов в 0,001 мм3 вещества мозга 

равна 22,8, у  мужчин – 19,6. В  правом полушарии мозга гендерное отличие величины 

этого показателя менее значительно (рис. 6). Сходная закономерность наблюдалась и в 

слое V. 

Следует также отметить, что у  женщин по сравнению с мужчинами в единице 

объема слоя содержится большее число глиоцитов, как в левом, так и в правом 

полушарии мозга. Так, у женщин в слое III поля 24 в левом полушарии мозга в среднем 

в 0,001 мм3 мозгового вещества содержится 49,5 глиоцитов, у мужчин – 40,8, в правом 

полушарии – 57,3 и 41,6 соответственно. В  правом полушарии мозга гендерные 

отличия величины плотности всех глиоцитов более значительны и статистически 

значимы при Р<0,05 (рис. 7).  
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Рис. 6. Плотность нейронов в слое III поля 24 лимбической области коры 
мозга у мужчин и женщин (в 0,001 мм3).  

 
* - межполушарные отличия при Р< 0,05. 

● - гендерные отличия при Р< 0,05. 
 

Рис. 7. Плотность всех глиоцитов в слое III поля 24 лимбической области 
коры мозга у мужчин и женщин (в 0,001 мм3). 

 
* - межполушарные отличия при Р< 0,05. 

● - гендерные отличия при Р< 0,05. 
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Проведенные исследования структурной организации коркового поля 24 

лимбической области мозга у  мужчин и женщин достоверно показали ряд 

цитоархитектонических признаков, характеризующих его половой диморфизм. 

Измерения ширины коры и отдельных ее слоев в поле 24 передней лимбической 

области коры мозга у  мужчин и женщин позволили выявить признаки полового 

диморфизма. У  женщин по сравнению с мужчинами наблюдается увеличение ширины 

поперечника коры и ширины слоев III и V. 

По данным Sowell E.R. et al. [15] толщина коры мозга женщин больше в задней 

височной и нижней париетальной областях мозга по сравнению с мозгом мужчин. 

Женщины по сравнению с мужчинами характеризуются более четко 

выраженной правосторонней межполушарной асимметрией поля 24 лимбической 

области коры. Исследования Агапова П.А. и других [3] показали, что при сравнении 

ширины коры поля 7 левого и правого полушарий мозга мужчин и женщин также 

наблюдается межполушарная асимметрия Преобладание ширины коры поля 7 правого 

полушария мозга женщин над шириной коры левого полушария мозга женщин и 

преобладание ширины коры поля 7 левого полушария мозга мужчин над правым 

полушарием мозга мужчин может быть связано с различием стратегий восприятия и 

обработки зрительной информации между мужчинами и женщинами, а также разным 

представлением себя в окружающем мире.  

У женщин по сравнению с мужчинами в поле 24 отмечается большая величина 

среднего значения профильного поля нейронов слоя III. Эти различия ярче выражены в 

правом полушарии мозга. 

Таким образом, была выявлена значительная межполушарная асимметрия и 

гендерные различия структурной организации передней лимбической области мозга у 

мужчин и женщин. Литературные данные свидетельствуют о  том, что лимбические 

структуры мозга обеспечивают сложные поведенческие реакции, имеющие отношение 

к механизмам памяти и эмоций. Имеются сведения о  более тесной связи правой 

гемисферы с диэнцефальными структурами [16, 17]. Мы полагаем, что лучшая 

выраженность у  женщин правополушарной асимметрии цитоархитектонических 

признаков, возможно, связана с большей выраженностью у  них эмоциональных 

реакций как в поведенческих актах, таки при восприятии и запоминании вербальных 

стимулов. 

Сопоставление плотности нейронов в цитоархитектонических слоях 

лимбической коры мозга мужчин и женщин убедительно показало большую 

густоклеточность этой коры в мозге женщин по сравнению с мозгом мужчин. Наши 

25



	
	

данные коррелируют с данными ученых, установивших аналогичную закономерность 

при изучении других к орковых полей мозга мужчин и женщин. Данные о  большей 

плотности нейронов в ассоциативной задней височной коре у  женщин по сравнению с 

той же областью коры мозга мужчин были представлены и в литературе [18, 19]. 

Согласно данным этих авторов, плотность нейронов в задней височной области коры 

мозга женщин значительно больше, чем плотность нейронов в той же области коры 

мозга мужчин. 

Таким образом, в результате проведенных исследований были выявлены 

гендерные различия строения лимбической области коры мозга мужчин и женщин.  

Требуются дополнительные изучения  гендерных  различийй в строении 

головного мозга мужчин и женщин  для лучшего понимания различий их высшей 

нервной деятельности  и поведенческих реакций. 
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ГЕНДЕРНЫЕ РАЗЛИЧИЯ СТРОЕНИЯ ЛИМБИЧЕСКОЙ ОБЛАСТИ 

КОРЫ МОЗГА МУЖЧИН И ЖЕНЩИН 

И.Н. Боголепова, Л.И. Малофеева 

ФГБНУ «Научный центр неврологии», г. Москва, Россия 

РЕЗЮМЕ 

 Известны различия  в высшей нервной деятельности, эмоциональном фоне и 

эмоциональной окраске поведения мужчин и женщин. В связи с развитием 

нейровизуализации и использованием нейрогистологических методик приобрела 

актуальность  проблема полового диморфизма и межполушарной асимметрии мозга 

человека. Проведено изучение цитоархитектонических различий строения лимбической 

области коры мозга мужчин и женщин в возрасте от  20 до 59 лет. В  результате 

проведенного исследования выявлен комплекс цитоархитектонических и 

морфометрических параметров, характеризующих особенности толщины коры, 

размеров нейронов и их плотности в лимбической области коры мозга мужчин и  

женщин.  Требуются дополнительные изучения  гендерных  различийй в строении 

головного мозга мужчин и женщин  для лучшего понимания различий их высшей 

нервной деятельности  и поведенческих реакций. 

Ключевые слова: мозг мужчины, мозг женщины, цитоархитектоника, лимбичес-

кая область коры, поле 24. 

 

 
mamakacis da qalis tvinis qerqis limburi zonis 

agebulebis genderuli Taviseburebani 

i. bogolepova l. malofeeva 

nevrologiis kvleviTi centri 

moskovi 

reziume 

cnobilia gansxvavebebi mamakacebis da qalebis umaRles nervul 

funqciebSi da emociur  qcevaSi.  neirovizualizaciis  da neirohis-

tologiuri kvlevis  meTodebis ganviTarebasTan  erTad aqtualuri 

gaxda adamianis tvinis  genderuli dimorfizmis da hemisferoebis 
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asimetriis Seswavla. Seswavlil iqna 20 dan 59 wlamde asakis mama-

kacebis da qalebis Tavis tvinis qerqis limburi sferoebis cito-

arqiteqtonikuri Taviseburebebi. gamovlinda Tavis tvinis sisqis, 

qerqis neironebis zomis, limbur farTobSi maTi simWidrovis citoar-

qiteqtonikuli da morfometruli parametrebis genderuli Tavise-

burebani.   

mamakacebis da qalebis  umaRlesi nervuli aqtiobis  da qceviTi 

reaqciebis gansxvavebebis ukeT gagebaTvisTvis saWiroa maTi Tavis tvi-

nis struqturebis damatebiT  genderuli Taviseburebebis Seswavla. 

sakvanZo sityvebi: mamakacis tvini, qalis tvini, citoarqi-

teqtonika, qerqis limburi zona, 24-e are. 

 

 

GENDER DIFFERENCES OF THE CORTEX LIMBIC AREA  

in Men And Women 

I. N. Bogolepova, L.I. Malofeeva  

Research Center of Neurology Moscow 

SUMMARY 

Differences in higher nervous activity, emotional background and emotional coloring 

of the behavior of men and women are known. In connection with the development of 

neuroimaging, the problem of sexual dimorphism and hemispheric asymmetry of the human 

brain has becomes actual.  

Cytoarchitectonics of limbic cortex of men’s brain and women’s brain has been 

studied in 30 hemispheres of brain in age from 20 to 29 years old. Complex of 

cytoarchitectonical and morphometrical parameters, characterizing the particular of thickness 

of cortex, size of neurons, density of neurons, have been revealed in limbic cortex of men’s 

brain versus women’s brain.  Additional studies of gender differences in the structure of the 

brain of men and women are required for better understand the differences in their higher 

nervous activity and behavioral responses.    

Keywords: aging, the men’s brain, the woman’s brain, the cytoarchitecture, limbic 

cortex, area 24.  
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ЭКСТРАКТ ЗЕЛЕНОГО ЧАЯ КАК ЭФФЕКТИВОЕ СРЕДСТВО ДЛЯ 

КОРРЕКЦИИ МАССЫ ТЕЛА 

Лурсманашвили Л., Эсайашвили М., Сихарулидзе  

М., Чхиквишвили И., Булейшвили М.,  

Лобжанидзе Н., Саникидзе Т. 

Тбилисский Государственный Медицинский Университет 

Грузинский Университет Давида Строителя,  

Тбилиси, Грузия 

 

На сегодняшний день проблема лишнего веса стала одной из самых 

обсуждаемых специалистами всего мира. По оценкам ВОЗ, с 1975 года число людей 

страдающих ожирением, во всем мире выросло более чем втрое. В 2016 году более 1,9 

миллиарда взрослых старше 18 лет (39%)  имели избыточный вес, а 13% страдали 

ожирением. Бóльшая часть населения планеты проживает в странах, где от последствий 

избыточного веса и ожирения умирает больше людей, чем от  последствий аномально 

низкой массы те ла. В  2016 году 41 миллион детей в возрасте до 5 лет страдали 

избыточным весом или ожирением [1]. 

Ранее считалось, что избыточный вес и ожирение – главная проблема только 

высокоразвитых стран с высоким уровнем дохода. Однако в настоящее время 

отмечается резкий рост числа людей с избыточным весом и ожирением и в странах с 

низким и средним уровнем дохода. В  странах «третьего мира» в 2001 году впервые 

число людей с избыточным весом превысило число голодающих. В  Китае 15 % 

населения толстяки, в Индии – 10 %. По данным 2014 годаКитай вышел на второе 

место в мире по числу людей, страдающих ожирением (на первом месте уже 

традиционно находятся США). За последние тридцать лет число тучных людей в Китае 

стремительно увеличилось. Согласно данным Института мониторинга и  оценки 

здравоохранения Вашингтонского университета, в настоящее время 346 млн граждан 

КНР страдают ожирением, а 300 млн имеют лишний вес [2]. 

Избыточное накопление жиров в организме чаще всего является предпосылкой 

многих серьезных заболеваний, в том числе - болезней сердечно-сосудистой системы, и 

онкологических заболеваний. 

В последние годы интерес ученых все больше и больше привлекают 

натуральные соединения, растительные экстракты (выделенный из цитрусов- 

гесперидин, полифенольные соединения зеленого чая, экстракты красного винограда 
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др.), которые характеризуются ярко аыраженной антиоксиантной, антивоспалительной 

активностью  [3, 4, 5, 6, 7, 8, 9, 10, 11], способны защитить клетки от повреждения.  

Протекторные свойства растительных соединенй определяются высоким 

содержанием флавоноидов, полифенолов, антоцианов и других соединений, 

обладаюших антиоксидантными, иммуномодуляторными свойствами, способностью 

регулирвать процессы транскрипции и репликации генов. В то  же время эти 

соединения не влияют на нормальный клеточный метаболизм. Деференциирующий 

эффект растительных экстрактов на нормально функционирующие и дефектные клетки 

обусловлен их способностью воэдействовать на регуляторную систему окислительного 

метаболизма клеток [5]. В результате скрининганатуральных соединений, будет 

возможным выявление новых селективных эффективных комплексов с 

цитопротекторными свойствами.  

Активные растительные ингредиенты позволяют достичь высокого результата в 

коррекции веса, справиться с лишним холестерином за счет его быстрого расщепления 

и утилизации организмом, снизить уровень сахара в крови, чувство голода и тягу к 

сладостям. Наше внимание привлек изготовленный из листьев зеленого чая  

CamelliasinensisL -натуральный стандартизитованный экстракт “Камелфен”, 

содержаший 30% катехинов.Одна таблетка “Камелфина” содержит 100 мг сухого 

экстракта  изготовленного из листьев зеленого чая  CamelliasinensisL.“Камелфен” 

регулирует обмен липидов, уменьшает  содержание холестерина, липопротетнов 

низкой плотности и триглицеридов в крови, усиливает термогенез, способствует 

снижению массы тела. 

Целью нашего исследования явилось установление эффективности 

“Камелфена”напоказатели массы тела у  женщин страдающих ожирением. 

МАТЕРИАЛЫ И МЕТОДЫ ИССЛЕДОВАНИЯ 

Под наблюдением находились 20 женщин постменопаузного периода в 

возрасте48- 60 лет, страдающих ожирением I степени (индекс массы тела у  жeнщин 

составлял 30-35.9 кг/м2).Пациентки были разделены на две группы. В  I группе 

(экспериментальная группа) были отобраны 12 женщин в возрасте48- 60 лет, 

страдающих ожирением I степени; и з них-5-страдали артериальной 

гипертензией(Iстадия - артериальное давлениеколебалось в пределах    140-159 / 90-99 

mmHg).Пациентки I группы принимали 1 таблетку “Камелфена” 3 раза вдень (300 мг/ 

кг) за 20-30 минут до еды в течении 4-х недель. 

Контрольную группу (группа II) составили   8 женщин в возрасте 50-58 лет 

сожирением I степени; среди них у двух была выявлена I стадияартериальной 
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гипертензии. Женщины обеих групп  находились на одинаковом рационе  питания 2000 

ккал ежедневно 

Статистический анализ: статистический анализ полученных результатив 

проводили с помощью програмного пакета SPSS (версия 10.0).Для оценки 

статистической значимости результатов использовали стандартную ошибку среднего и 

95% доверительный интервал. 

РЕЗУЛЬТАТЫ И ОБСУЖДЕНИЕ 

У женщинI группы получавших в течении 1 месяца таблетки экстракта зеленого 

чая,отмечалось улучшение самочувствия, снижение массы тела было зафиксировано на 

1-1,9 кг (среди них у 4 женщин – на 1 кг, у 3 женщин – на 1,5 кг, у1 женщины – 1,9 кг, у 

3 женщин -снижение массы тела зафиксировано не было) (Таблица 1). У  женщин 

первой группы выявлена тенденция снижения артериального давления – систолическое  

давлние снижалось на 8-10 е диниц, тогда как диастолическое–на 3-5 единицы. 

Снижение артериального давления с одной стороны может быть обусловлено 

уменьшением веса тела, с другой – гипотензивным эффектом зеленого чая, 

обусловленным антиоксидантной, антивоспалительной активностью компонентов 

зеленого чая, их способностью регулировать липидный обмен. 

Таблица 1 
Динамика масса тела пациенток I (экспериментальной) группы  

в течении 1 месяца наблюдения 
 

Количество 

женщин 

Снижение массы тела (кг) 

I неделя II неделя III неделя IV неделя 

1 0,5  0,3  0,2  0 

2 0,5 0,2 0,1 0,2 

3 0,7 0,2 0 0,1 

4 0,3 0,3 0,4 0 

5 0,7 0,5 0,2 0,1 

6 0,5 0,3 0,4 0,3 

7 0,4 0,6 0,3 0,2 

8 0,8 0,7 0,1 0,3 

9 0,1 0 0 0 

10 0 0 0,2 0 

11 0,3 +0,2 0 0 

12 0 +0,3 0 0 
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У женщин контрольной группы снижение массы тела зафиксировано не было. 

По литературным данным, у  людей с диэта-индуцированным ожирением(DIO)- 

развивается патологическая гипергликемия и гиперлипидемия, что ассоцируется с 

замедлением катаболизма триглицеридов и функциональными и количественными 

изменениями л ипопротеидов [12,13]. Из количественных изменений выделяют 

повышение концентрации в основном хиломикронов, триглицеридов и липопротеидов 

очень низкой плотности (55% составляют триглицериды) и резкое снижение 

количественных показателей холестерина из липопротеидов высокой плотности, 

вызванное патогенетическим изменением метаболизма печени (переполнение 

гепатоцитов триглицеридами и холестерином, инактивация печеночной 

липопротеидлипазы) [14,15], гликолизирование белков липопротеидов на фоне 

гипергликемиии, перекисное окисление липидов липопротеидов факторами 

окислительного стресса [16]. По причине таких модификации,липопротеидлипаза 

экспресированная на эндотелиоцитах и гепатоцитах, не улавливает видоизмененные 

липопротеиды и они, задерживаясь в кровяном русле, становятся источником 

повышенного потока липидов в ткани. Иммунокомпетентные клетки крови проявляют 

фагоцитирующую активность по отношению к этим липидным частицам что и 

считается ведущим механизмом патогенеза атеросклероза.  

В физиологических условиях на избыточный поток эгзогенных липидов 

(гипертриглицеридемия, эгзогенная гиперхолестеринемия) организм отвечает 

увеличением синтеза липидных запасов. Избыток энергетического потока включает 

компенсаторные пути метаболизма липидов и углеводов, целью которых является 

приостановление липогенеза. В  результате стрессовой стимуляции метаболизма, при 

ожирении наблюдаетя с одной стороны- быстрый рост внутриклеточной концентрации 

промежуточных продуктов липидного обмена, в частности диацилглицерола (DAG), 

длинноцепочного ацил-КоА и малонил-КоА, а также продукта гексозаминного 

метаболизма глюкозы UDP-GlcNAc,что опосредует активацию некоторых серин-

треонин-киназных путей (JNK (c-JunNH2- terminalkinase), IKK (inhibitorofkappakinase), 

PKC-θ(proteinkinaseC)(17), которые при фосфорилировании субстрата IRS-1/2 

рецептора инсулина вызывают инсулинорезистентность. В процессе возникновения 

инсулинорезистентности активируется транскрипционый факторNF-κB увеличивается 

экспресия цитокинов (TNF-α, IL-1β) [18], концентрация которых положительно 

корелирует со степенью ожирения (BMI) и концентрацией лептина [19]. Кроме 

провосполительных пептидов адиопоциты экспрессируют и рецепторы к нимв этой 
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модели восполительной реакции адипоциты являются как источником, так и мишенью 

воспалительного сигнала. В результате свободные жировые кислоты выполняют роль 

лигандов ядерных рецепторов (при связывании с внутриклеточными FABP (fatty acid 

binding protein) белками, экспресируюемыми в избыточном количестве в иммунных 

клетках и положительно корелирующих с содержанием холестерола и триглицеридов в 

крови [20]. Таким об разом, повышение запасов триглицеридов вызывает включение 

вышеописанных компенсаторных механизмов, целью которых является 

приостановление липогенеза. Наивысшую липолитическую активность выявляет 

висцеральная (абдоминальная) жировая ткань [21]. 

Быстрая адаптация к условиямувеличения поступления энергии первоначально 

осуществляется повышением уровня окислительных процессов. На этом этапе 

трансдукция энергии идет по двум направлениям: синтеза АТФ и 

теплообразования.Сохранение напряженного режима метаболизмав т ечении 

продолжительного времени способствует интенсификации процессов 

свободнорадикального окисления, нарушению баланса между про- и антиоксидантной 

системами крови (), окислительному повреждению наружных клеточных и 

митохондриальных мембран и развитию митохондриального окислительного стресса 

[22, 23]. Все эти процессы выявляются при ожирении. 

Активные соединения входящие в состав зеленого чая - сумма флавоноидов и 

чайных катехинов – витамины группы Р, кофеин, аминокислоты - чайный теанин и др, 

обладают антиоксидантным, дезодорирующим, консервирующим действием, 

способностью связывать свободные радикалы и уменьшать интенсивность процессов 

перекисного окисления липидов,  нормализуют нарушенную микроциркуляцию крови, 

улучшают эластичность сосудов, связывают и выводят из организма холестерин, что 

чрезвычайно важно для профилактики атеросклероза и инфаркта миокарда. Сочетание 

кофеина зеленого чая и эпигалокатехина, стимулируют обмен веществ, повышает 

окисление жиров и увеличивает расход энергии. Эти данные коррелируют с 

литературными данными, по которым катехины зеленого чая характеризуются ярко 

выраженной антиоксидантной () и регулирующей метаболизм липидов  активностью, 

способностью непосредственной детоксикации свободных радикалов кислорода [30, 

31], также воздействия на активность транскрипционных факторов (NFkB) и 

антиоксидантных ферментов [23, 24, 25, 26, 27, 28, 29, 30]. В силу антиоксидантной, 

антивоспалительной активности экстракиы зеленого чая препятствуют развитию 

атеросклероза, снижают проницаемость капиляров, тем самым снижают отт ечность 
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тканей, вязкость крови, что благотворно сказывается на действии сердца и кровеносной 

системы, обуславливает их антигипертензивный эффект. 

Заключение 

Результаты исследования подтвердили положительный эффект натурального 

экстракта листьев зеленого чая  CamelliasinensisL “Камелфена” на показатели массы 

тела у   женщин периода менопаузы страдающих ожирением;выявлен также 

антигипертензивный эффект “Камелфена”. Активность “Камелфена” обусловленна 

антиоксидантной, антивоспалительной аетивностью компонентов зеленого чая, их 

способностью регулировать липидный обмен. Требуется дальнейшее изучение 

действия “Камелфена” на  массу тела, уровень артериального давления и процессы 

атерогенеза. 
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ЭКСТРАКТ ЗЕЛЕНОГО ЧАЯ КАК ЭФФЕКТИВОЕ СРЕДСТВО 

ДЛЯ КОРРЕКЦИИ МАССЫ ТЕЛА 
Лурсманашвили Л., Эсайашвили М., Сихарулидзе М., Чхиквишвили 

И.,Булейшвили М., Лобжанидзе Н., Саникидзе Т. 

Тбилисский Государственный Медицинский Университет 

Грузинский Университет Давида Строителя  

Тбилиси, Грузия 

РЕЗЮМЕ 

Целью исследования явилось установление эффективностинатурального 

стандартизитованного экстракта “Камелфена”,изготовленного из листьев зеленого чая  

Camelliasinensis L, содержащего 30% катехиновна показатели массы тела у   женщин 

страдающих ожирением. 

Под наблюдением находились 20 женщин постменопаузного периода 48- 60 лет, 

страдающих ожирением I степени (индекс массы тела 30-35.9 кг/м2).  

Пациентки I группыпринимали 1 таблетку “Камелфена” 3 раза вдень (300 мг/ кг) 

за 20-30 минут до еды в течении 4-х недель; II группа – контрольная.Женщины обеих 

групп находились на одинаковом рационе  питания 2000 ккал ежедневно.В неделю раз 

проводился контроль веса пациенток. 

У женщинIгруппы отмечалось улучшение самочувствия, снижение массы тела 

на 1-1,9 кг, выявлена тенденция снижения артериального давления (систолическогона 

8-10 диастолического – на 3-5 единиц), У женщин контрольной группы снижение 

массы тела не отмечалось. 

Результаты исследования выявили положительный эффект натурального 

экстракта листьев зеленого чая  CamelliasinensisL “Камелфена” на показатели массы 

тела у  женщин периода менопаузы;выявлен гипотензивный эффект “Камелфена”. 

Ключевые слова: Зелёный чай, ожирение, Камелфена, коррекция массы тела 
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THE EXTRACT OF GREEN TEA AS AN EFFECTIVE REMEDY 

 FOR BODY WEIGHT CORRECTION  

L. Lursmanashvili M. Esaiashvili M. Sikharulidze I. Chkhikvishvili  

M. Buleishvili N. Lobjanidze T. Sanikidze 

Tbilisi State Medical University  

David Agmashenebeli University of Georgia  

SUMMARY 

The purpose of study was to establish the effectiveness of  natural standardized extract 

of green tea Camellia sinensis L, "Camelfen" (containing 30% catechins) on  body weight of 

obese women. Twenty postmenopausal women 48-60 years old with1st degree of obesity 

were observe (the BMI-30-35.9 kg / m2). Patients of I group took 1 tablet of “Camelfen“ 3 

times dayli (300 mg / kg) for 4 weeks; II group was- control.Women of both groups were on a 

diet of normal nutrition- 2000 calories  daily.In women of I group an improvement in well-

being, decrease in body weight by 1-1.9 kg, a lowering of blood pressure were detected 

(systolic pressure decreased by 8-10, diastolic- by 3 -5 units). 

The results of study confirmed the positive effect of natural extract of green tea leaves 

Camellia sinensis L "Camelfen" on the BMI in menopausal women with obesity, revealed the 

antihypertensive effect of "Camelfen". 

Keywrds: Green tea, obesity, Camelfen, body weight correction 

 

 

mwvane Cais eqstraqti, rogorc sxeulis wonis  

koreqciis efeqturi saSualeba 

l. lursmanaSvili, m. esaiaSvili, m. sixaruliZe,  

i. CxikviSvili, m. buleiSvili,  

n. lobJaniZe, T. sanikiZe 

Tbilisis saxelmwifo samedicino universiteti 

saqarTvelos daviT aRmaSeneblis saxelobisuniversiteti 

reziume 

 kvlevis mizans Seadgenda mwvane Cais Camellia sinensis L, foTlebis 

naturaluuri standartizirebuli eqstraqtis„kamelfens“ (30% 

katexinebis SemcvelobiT) efeqturobisdadgina, sxeulis masis 

maCveneblebze simsuqnis mqone qalebSi. 

  kvleva moicavda 48-60 wlis asakis  post-menopauzis periodSi 

myof 20 qals I xarisxis simsuqniT (BMI 30-35.9 kg/m2). 
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qalebi dayofili iyvnen 2 jgufad. I jgufSi qalebi iRebdnen 1 

tablets „kamelfens“ 3 jer dReSi (300 mg/kg) Wamamde 20-30 wuTiT adre 

4 kviris ganmavlobaSi. II jgufi - iyo sakontrolo. orive jgufis 

qalebi iyvnen erTnair kvebaze  2000 kkal yoveldRiurad. wonis 

kontroli xorcieldeboda kviraSi erTxel. kvlevis Semdeg, I jgufis 

qalebSi, gamovlinda TviTgrZnobis gaumjobeseba  wonaSi kleba 1-1,9 kg, 

aRiniSna arteriuli wnevis klebis tendencia (sistoluri wnevis 8-10 

mm/hg-iT diastoluris – 3-5mm/hgiT) sakontrolo jgufSi sxeulis wonis 

Semcireba ar dafiqsirda. 

  kvlevis Sedegebma  aCvena mwvane Cais Camellia Sinensis L foTlebis 

naturaluri eqstraqtis „kamelfenis“ dadebiTi gavlena sxeulis wonis 

klebaze menopauzis periodSi myof qalebSi; gamovlinda „kamelfenis“ 

is hipotenziuri efeqti. 

sakvanZo sityvebi: mwvane Cai, simsuqne, kamelfeni, 

sxeulis wonis koreqcia 
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PREGNANCY AND MYOCARDIAL INFARCTION  

(Clinical case) 

A.M. Kochergina, N.A. Kochergin, E.V. Tavlueva,  

O. L. Barbarash 

Research Institute for Complex Issues of Cardiovascular Diseases,  

Kemerovo, Russia 

 

INTRODUCTION 

Myocardial infarction (MI) during pregnancy was first described by H. Katz in 1922. 

For the last 10 years the incidence of MI has reached from 3 to 10 cases per 100 000 labors. 

At the same time, it is clear that we have a tendency for increasing of ST-elevated MI 

(STEMI) during pregnancy, since 1991 the number of pregnant women (PW) with acute MI 

increased from 1,3 to 6,2 per 100 000 labors [1-3]. Most of obstetricians and gynecologists 

consider that STEMI in PW is casuistry. Coronary artery atherosclerosis, which is the most 

common reason for MI, rarely occurs in young women. That’s why doctors sometimes don’t 

pay attention to STEMI symptoms while examining a young woman. However, now we can 

describe two evident tendencies: the first one is the increasing of women’s childbearing age 

(first labor increasingly occurs at the age over 30, the extracorporeal fertilization makes it 

possible even at the age over 40) and the second is the decreasing of the age of cardiovascular 

diseases and its risk factors. Along with that there are enough data showing rejuvenation of 

MI. [4] 

The following article is devoted to clinical case of STEMI at a PW. 

CLINICAL CASE 

A 37 year old woman admitted   our hospital with persistent pain in left upper arm and 

ST-segment elevation on pre-hospital electrocardiogram (ECG). She was pregnant, 5 weeks. 

Figure 1. 

Pre-hospital ECG. 
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The results of hospital investigations were as following: BMI -41 kg/м2; Blood 

pressure (BP)-160/90 mm Hg; Electrocardiography (ECG)- ST elevation in precordial leads  

V1-V3, lateral leads I, aVL with reciprocal ST depression in inferior leads II, III, aVF 
and V5-6  (Fig 1). 

 Echocardiography: left ventricle ejection fraction – (LVEF)- 42%; Left ventricular 

hypertrophy, anterolateral and inferoseptal- hypokinesis; akinesis of LV apex; Troponin (T) - 

0,36 ng/ml. 

ANAMNESIS MORBI 

The day before admission to our clinic, she was suffering from non-severe pain in left 

upper arm and left shoulder, discomfort behind a breast and BP elevation up to 200/100 mm 

Hg. She called for ambulance, because of these symptoms, her condition was considered as 

arterial hypertension (AH) and osteochondrosis.  She was recommended to visit her family 

physician.   Neither ECG nor - hospitalization  were recommended. Next day she went to her 

family physician with complaints to the aching pain in left elbow and BP elevation up to 

150/100 mm Hg. ECG revealed ST elevation myocardial infarction (STEMI). 

ST elevation was in precordial leads V1-V3, lateral leads I, aVL with reciprocal ST 

depression in inferior leads II, III, aVF and V5-6. Cardiac ultrasound showed left ventricular 

(LV) ejection fraction (LVEF) decrease up to 42% (by Sympson), signs of LV   hypertrophy, 

hyperkinetic  areas. Т level at the day of hospitalization was 0,36 ng/ml. Acetylsalicylic acid 

(ASA) was not given because of high risk of hemorrhagic complications. Coronary 

angiography was performed with radial access. The abdominal area was defended to reduce 

fetal exposure (Fig. 2).  

Figure 2 .  
Coronary angiography Before PCI 
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Figure 3 .  The result of the percutaneous intervention after PCI 

 

. 

The procedure was performed with intravenous bivalirudin   infusion according to 

ECS guidelines on revascularization   for patients with high bleeding risk [5]. Right anterior 

oblique view with cranial rotation showed complete occlusion of middle left anterior 

descending coronary artery. The most probable reason of MI was coronary atherosclerosis and 

plaque rupture because there were no signs of coronary artery dissection. Urgent percutaneous 

intervention (PCI) was performed the bare metal stent (BMS) was chosen (Fig. 3). 

While Anamnesis vitae found that the patient was suffering from AH during 16 years -

angiotensin converting enzyme (ACE) inhibitors with diuretics were prescribed. The patient 

had obesity. She was a current smoker. She had no type 2 diabetes mellitus (DM) and 

coronary artery disease (CAD) in   hereditary anamnesis. This pregnancy has lasted for 5 

weeks and was characterized by a woman herself as a  ‘planned’ and ‘desired’, despite this, 

she didn’t visit any cardiologist or general practitioner before the pregnancy occurred. It was 

the first pregnancy for her, but the cause of primary infertility wasn’t estimated. The primary 

medical examination revealed elevated BP up to 150/100 Hg, HR= 66/min. She had no 

evidence of cardiac insufficiency.  After PCI -clopidogrel 75 mg daily, bisoprolol 5 mg daily 

and nifedipin 40 mg daily were prescribed. Aspirin was not given because of high bleeding 

risk. The length of hospital stay was 9 days. 

Despite the successful revascularization, due to comorbidity, uncontrolled AH and 

very high risk of pregnancy associated complications (hemorrhage, threat of an abortion, fetal 

malformations), medical abortion was recommended. The procedure was successfully 

performed in high-specialized clinic without any hemorrhagic complications. After the 
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procedure aspirin 75 mg daily, atorvastatin 80 mg daily and perindopril 10 mg daily were 

added to therapy in order to prevent myocardial remodeling and repeated heart attack. 

DISCUSSION. 

First of all we want to pay your attention to the fact that 37 year old woman at the 

moment of pregnancy approach had plenty of cardiovascular disease risk factors CVD RF- 

AH, obesity, current tobacco smoking. According to prior medical documentation, 5 years 

ago, she also had hypothalamic syndrome, so we predict presence of glucose and lipid 

metabolism disorders.  Despite it she decided to become pregnant, without   visiting neither 

family doctor, nor-gynecologist.  When the pregnancy occurred, ACE inhibitors were already 

prescribed, but they are strongly prohibited to pregnant women because of their teratogenic 

effect. There is a lack of statistical data about CVD RF (lipid metabolism disorders, obesity;   

DM; AH; smoking) prevalence in PW. In Europe, according to different data, obesity occurs 

in 10–30%, AH –in   5–15% cases of pregnancy. In developed countries these are the most 

common issues, complicating   pregnancy.. At the same time the morbidity of AH   in 

developed countries increased almost by a third during the last 10-15 years [4-6]. Prevalence 

of DM in   PW increases up to 3,5% [6]. Tobacco smoking provides not only a risk for a 

woman, but also for a fetus. For the last years the number of smoking women increases 

practically everywhere. In the USA almost 30% of women older than 15 years are current 

smokers, among them not less than 10% do not give up smoking while pregnancy [7,8]. 

The biggest clinical experience devoted to STEMI in pregnancy, was published in 

Israel   in 2012. It describes 150 cases of MI in pregnant women. Based on their data, authors 

concluded that the leading role in pathogenesis belongs to coronary artery dissection – 43% 

and atherosclerotic lesion - 34%. At the same time, dissection is more likely to occur in third 

trimester, while in first and second, it is most probably to be atherosclerotic plaque rupture 

[8]. The maternal death rate in STEMI is 5–10% and reaches its maximum in per partial  

period. The fetal death rate is 9% [9]. 

Prospected or randomized clinical trials in pregnant women never were conducted, 

that makes some questions unsolved. The key points are: primary PCI role, allowed level of 

radiation, optimal antiplatelet therapy, revascularization strategy, terms and methods of 

delivery. 

Rareness, unusual symptoms and hemodynamic features of a pregnant woman (PW), 

make such cases difficult to treat. For example, the present case showed unusual symptoms 

(the patient   didn’t suffer from chest pain or angina, no irradiation) so the ambulance didn’t 

suspect STEMI. The diagnosis criteria of STEMI are the same for pregnant and non-pregnant 

women. T level normally doesn’t rise in pregnancy, so, its elevation should be considered as 
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pathological. In this case T level was 0,36, which is significant for STEMI diagnosis 

establishment. [10,11]. At the same time, it is known that up to 50% of all pregnant ECGs, 

can look normal even in the situation of myocardial ischemia. 

The case we described shows that there were unusual STEMI symptoms, which cause 

the delay from manifestation of disease till hospitalization. The main reason of late admission 

was symptoms under estimation by woman herself and by paramedics. This probably is result 

that we usually do not suspect acute coronary syndrome in young women. 

Additionally to common CVD RF in this case, thrombocytosis and hyper coagulation 

are typical for normal pregnancy. 

In this case there were indications for primary PCI. In pregnancy it is preferred to use 

bare metal stents, because we have no data about drug eluting stents (DES) safety for PW. 

[12] Besides, after DES implantation, long dual antiplatelet therapy is required. When treating 

PW,we should remember about probable influence of all medication on the fetus. High dose 

of ASA are associated with bleeding risk, prenatal development disorders and fetal 

abnormalities. [10,13]. Low ASA doses (up to 100 mg daily) are safe in second and third 

trimester. [9,10]. We have few data about thienopyridines usage in pregnancy. We also have 

some data about dual antiplatelet therapy with ASA and clopidogrel. Prasugrel and ticagrelor 

usage in pregnancy is not recommended [10]. We should shorten dual antiplatelet therapy as 

possible, because of high bleeding risk. [9,10]. For the presented patient we prescribed 

clopidigrel monotherapy for 12 months because of high hemorrhage risk. After the performed 

medical abortion we recommend to add ASA 75-100 mg daily. 

Today knowledge in obstetrics together with woman’s wish, make possible to repeat 

pregnancy.  

We wish to pay your attention to several key points. The primary targets must be 

weight loss and BP normalization. Normal BP is not the only task, the most hypotensive 

agents  are contraindicated during pregnancy. Before the pregnancy occurs, it’s necessary to 

normalize  level of lipids,  because statins are prohibited - during pregnancy .The reason of 

infertility wasn’t estimated previously, but it is possible to be either error of folate metabolism 

or antiphospholipid syndrome. Both conditions are important not only in infertility, but also in 

coronary thrombosis. For this reason we recommend to perform genetic examination. In 

relation to MI, we strongly recommend to dual antiplatelet therapy for 12 months, after that 

clopidogrel can be canceled. Before the pregnancy occurs, the LVEF should be evaluated and 

coronary angiography also should be performed in order to see the stent position and to 

estimate another possible plaques and their clinical significance. The clinical case we 
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described, should draw attention of our colleagues to coronary atherosclerosis and STEMI 

probability in young women with childbearing potential. 

CONCLUSION 

Hence, CVD RF (obesity, smoking, AH,  heredity) lead to the development of 

atherosclerosis in women, even at a young age. It must be considered when somebody plans a 

pregnancy. and needs the special investigations and preventive actions for  repeated 

pregnancy.  
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PREGNANCY AND MYOCARDIAL INFARCTION  

(Clinical case) 

A.M. Kochergina, N.A. Kochergin, E.V. Tavlueva,  

O. L. Barbarash 

Research Institute for Complex Issues of Cardiovascular Diseases,  

Kemerovo, Russia 

SUMMARY 

A 37 year old, 5 weeks pregnant woman, was delivered to hospital with constant pain 

in left upper arm and ST-segment elevation on pre-hospital ECG. The day before admission, 

she was suffering from non-severe pain in left upper arm and shoulder, at night the pain 

become more intensive, the BP elevated up to 200/120 mm hg. The results of hospital 

investigations: (ECG, Echocardiography, Troponin) showed STEMI.  

PCI was successfully performed, bare metal stent was used. Induced abortion   was 

performed in perinatal center. Coronary artery atherosclerosis - most common cause of 

myocardial infarction (MI), rarely occurs in young women. The increasing of women   

childbearing age, decreasing of the age of cardiovascular diseases and its risk factors, show 

rejuvenation of MI. It’s necessary to pay attention to the risk factors of cardiovascular 

diseases in pregnant women, perform investigations and  medical supervision even in the 

case of atypical symptoms, for avoid possible STEMI.  

Keywords: pregnancy, myocardial infarction 
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orsuloba da miokardiums infarqti 

(klinikuri SemTxvevis aRwera) 

a. koCergina, n. koCergina, e. Tavlueva, o. barabaSi 

kardiovaskuluri daavadebebis kompleqsuri sakiTxebis 

kvlevis instituti 

kemerovo, ruseTi 

reziume 

37 wlis,  5 kviris orsuli qali moaTavses  saavadmyofoSi mar-

cxena mxris  zeda nawilSi mudmivi tkivilis  da eleqtrkardiogramaze  

ST segmentis elevaciis  gamo. hospitalizaciamde  erTi dRiT adre, igi 

ganicdida mwvave tkivils marcxena mxris areSi. RamiT tkivili intensi-

vobam imata, arteriuli wneva gaizarda 200/120 mm hg-mde.  saavadmyofoSi 

Catarebuli  kvlevis Sedegebma (ekg, eqokardiografia, troponini)  

gamoavlina  miokardiumis infarqti ST segmentis elevaciiT – STEMI. 

pacients warmatebiT Cautarda  koronaruli stentireba liTonis 

stentis gamoyenebiT. inducirebuli aborti Sesrulda perinatalur 

centrSi. axalgazrda qalebSi iSviaTia miokardiumis infarqtis  

yvelaze gavrcelebuli mizezi-koronaruli sisxlZarRvebis aTeroskle-

rozi. reproduqciuli asakis gazrdam da gul-sisxlZarRvTa daava-

debebis da maTi risk-faqtorebis gaaxalgazrdavebam, gamoiwvia mio-

kardiumis infarqtis gaaxalgazrdaveba qalebSi. STMI da sxva gul 

sisxlZarRvTa daavadebebis Tavidan avicilebis mizniT, aucilebelia   

gansakuTrebuli yuradReba mieqces koronaruli daavadebis  riskis 

faqtorebis gamovlenas orsulebSi, ganaxorcieldes maTi specialuri  

kvlevebi da samedicino zedamxedveloba atipiuri simptomebis SemTxve-

vaSic ki.  

sakvanZo sityvebi: orsuloba; miokardiumis infarqti. 
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БЕРЕМЕННОСТЬ И ИНФАРКТ МИОКАРДА 

(Клинический случай) 

А. М. Кочергина, Н. А. Кочергмна, Е. В. Тавлуева, 

О. Л. Барабаш 

Исследовательский Институт Комплексных Проблем  

Кардиоваскулярных Заболеваний 

Кемерово, Россия 

РЕЗЮМЕ 

37-летняя женщина с  беременностью  5 недель была доставлена в больницу с 

постоянной болью в левой верхней части руки и повышением уровня сегмента ST на 

догоспитальной ЭКГ. За день до госпитализации она страдала от сильной боли в левом 

предплечье и плече, ночью боль становилась все более интенсивной, артериальное 

давление повысилась до 200/120 мм рт . Результаты исследований в больнице: (ЭКГ, 

эхокардиография, тропонин) показали  инфаркт миокарда (ИМ) с повышением ST 

сегмента-  STEMI. 

Было успешно выполнено коронарное стентирование с  использованием  

металлического стента. Индуцированный аборт успешно сделали в перинатальном 

центре. Атеросклероз коронарной артерии – самая распространенная причина ИМ, 

редко встречается у молодых женщин. Рост детородного возраста и снижение возраста 

сердечно-сосудистых за болеваний и его факторов риска,  вызвало омоложение ИМ у 

женщин. Необходимо обратить особое внимание на риск факторы ишемической 

болезни сердца у беременных, проводить им специальные исследования и медицинское 

наблюдение даже в случае атипичных симптомов, чтобы избежать возможное  STEMI и 

другие сердечно-сосудистые заболевания.  

Ключевые слова:  беременность,  инфаркт миокарда 
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OVERVIEW OF THE INTERNATIONAL PROGRAMMES AGAINST GENDER-

BASED VIOLENCE IN NIGERIA AND A CASE REPORT OF VIOLENCE 

PERPETRATED BY A COUPLE ON A SINGLE LADY 

Buowari Dabota Yvonne, MBBS, DA WACS, PGD MGT 

Consultant:  Nwadinobi EA, MD, gender & human rights consultant,  

a manager with the Nigeria Stability and Reconciliation Program (NSRP),  

a peace building program managed by the  

British Council and funded by UK aid 

INTRODUCTION 

Violence against women and girls (VAWG) is the most pervasive human rights 

violation. An estimated 35 percent of women and girls globally and 45.6 percent of women 

and girls in Africa, have experienced physical and/ or sexual violence, with little evidence 

available regarding the prevalence of psychological or emotional violence[6]. In Nigeria, as in 

other contexts, levels of VAWG are exacerbated by the rising, persisting and worsening 

incidence of violent conflict,  that has characterized the nation in recent years.  

Worldwide governments and various organizations are actively working to combat this 

menace through a variety of programs [2]. The Nigeria Stability and Reconciliation Program 

(NSRP) aims to reduce violent conflict in Nigeria. The program provides support to Nigerian 

stakeholders to better manage conflict, resulting in wealth creation, service delivery and 

poverty reduction. The program is funded by the UK Department for International 

Development (DFID) and implemented by the British Council in partnership with 

International Alert and Social Development Direct. Program implementation will be over a 

period of five years (2013 to 2017) [2]. The program works on VAWG prevention and 

response, recognizing the links between it and other forms of violent conflict. The 

Observatory on VAWG, a platform for reporting, referrals, response and advocacy for change, 

is central to this focus [30, 32, 33, 34].  

It seeks to deliver interventions to reduce the impact of violent conflict and to promote 

reconciliation processes. Consisting of four ‘outputs’, the program operates at national level 

and in eight focal states across four zones of Nigeria, namely, Bayelsa, Borno, Delta, Kaduna, 

Kano, Plateau, Rivers and Yobe States [11, 12]. 

With the support of NSRP, the Federal Ministry of Women Affairs and Social 

Development, has  just launched the National Action Plan on Women, Peace and Security [33, 

34].  

Some non-governmental organizations -the Nigerian Medical Women’s Association 

and the Female Lawyers Association help to fight  against VAW in Nigeria. . 
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Strategic conflict assessments and conflict mapping work undertaken by NSRP have 

identified a wide range of factors shaping conflicts locally [4, 28, 29, 35, 36, 28]. All zones 

experience violence as a result of disputes over land and water, access to (government) 

resources including jobs, and over chieftaincy titles [37, 38]. Religious tensions and militancy 

amongst Muslims and Christians have been particularly pronounced in the North, but are 

negatively affecting intergroup perceptions in all parts of the country. Issues 

of social exclusion fuel resentment and reduce alternatives to violence. This is evidenced by 

young men’s vulnerability to recruitment by armed groups or gangs, the exclusion from 

conflict management mechanisms experienced by women, girls, male youth and ‘non-

indigenes’ and a security sector that is often viewed as-at best- unresponsive to the needs of 

the majority of the population [9, 13]. 

Violence against women (VAW) -a menace that is increasing worldwide, is wide 

spread around the world. It takes the form of sexual abuse and rape, physical injury 

comprising of cuts, bruises, human bite and burns and sexual harassment at the workplace. 

The perpetrators are usually male partners or colleagues. [6]. It is a term used to collectively 

refer to violent acts that are primarily or exclusively committed against women and physical 

abuse is one of the commonest forms of abuse [1]. It is a form of gender based violence 

(GBV), which can be described as any harm that is perpetrated against a person as a result of 

inequalities that are based on gender roles [2]. The United Nations declaration on the 

elimination of  VAW in 1993 defines VAW as any act of GBV that results in or is likely to 

result in physical, sexual or psychological harm of suffering of women including threats of 

such acts, coercion or arbitrary deprivation of liberty whether occurring in private or public 

life [5]. VAW is a major public health and human rights concern [10]. For this reason the 

United Nations has designated November 25 as the international day for the elimination of   

VAW [2]. VAW is a burning issue of human rights often swept under the carpet as if it does 

not matter especially in Africa and particularly in Nigeria [6]. 

Women and girls in Nigeria experience GBV, during relative peace and violence. 

VAWG is endemic, varying only in type and extent according to geographical, cultural and 

conflict context. It takes many forms, from female genital mutilation/cutting (FGM/C) and 

domestic violence to sexual violence and forced pregnancy. It manifests differently at 

different life stages. Girls and young women experience multiple forms of violence in 

schools, universities and other educational institutions; with male staff thinking opportunities 

to obtain sexual favor is a privilege of their position [7, 17]. In all age groups, twice as many 

women as men are trafficked, with those between six and fifteen years most likely to be 

trafficked [24]. While 50.4 percent of women in the southeast and 60.7 percent of women in 
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the southwest have experienced FGM/C [24], nearly half the women in the north are married 

by 16 and expected to have a child within a year [18]. 

VAWG can also intensify and take new forms during violent conflict. Women and 

girls have experienced sexual violence and exploitation from armed groups, vigilante or 

community self help groups and security forces. Their access to services, freedom of 

movement and physical security is curtailed as they are afraid to go out alone or at night. 

Abductions and forced marriage to fighters of Jama'atu  Ahlis Sunna hLida'awatiwal Jihad 

(JAS), commonly known as Boko Haram, has been a feature of the northeast conflict, with at 

least 2,000 women and girls kidnapped between January 2014 and April 2015 alone [16]. 

Violent conflict may also exacerbate existing trends, for example around early and forced 

marriage. There are reports of men coming to camps for internally displaced persons in 

Maiduguri to choose wives among girls present [20]. 

The framework within which the work on Women, Peace and Security operates is the 

U N Security Council Resolution on women, peace and security (UNSCR 1325). Excerpts of 

this study feed into the planned refresh of the National Action Plan (NAP) 1325. According to 

the 2012 Gender in Nigeria report, Nigeria’s 80.2 million women and girls have significantly 

worse life chances than men and also their sisters in comparable societies [21, 27]. Violence 

compounds and reinforces this disadvantage and exclusion [11, 13,  33]. 

Women and girls are, however, largely excluded from participating in conflict 

management, mediation or inter-group negotiations. In some areas, women are almost 

universally excluded from public life per se, a situation that may be exacerbated in situations 

of violent conflict [39, 40]. 

On the other hand, women have the capacity to take action with regard to conflict and 

in some areas have already done so. The challenge for both national and international 

programs, therefore, is to remove the obstacles to women’s effective participation and 

organizing [32]. 

Nigeria is a signatory to the Convention against all Forms of Discrimination against 

Women (CEDAW) and other relevant international treaties. It has a National Action Plan 

(NAP) and 6 State Action Plans (SAPs) on Women, Peace and Security. However, its record 

in passing national women's rights legislation is poor [11]. The Gender and Equal 

Opportunities (GEO) Bill and Disability Rights Bill have yet to become federal law. Only 

after 14 years of advocacy did it pass its Violence against Persons Prohibition (VAPP) Act 

2015, the first piece of comprehensive VAWG legislation with jurisdiction in the Federal 

Capital Territories (FCTs). Its Child Rights Act, adopted in 2003, has not yet been enacted in 

all states [12, 13, 31]. 
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The Observatory Steering Committees (OBSTEC) is an initiative to address VAWG. 

It aims to ensure reporting, referral and response. It is an internet or web based “virtual” safe 

space to which women and girls (and boys and men) can report cases of VAWG with 

(OBSTEC) functional in 5 states (Borno, Kaduna, Kano, Plateau and Rivers) [22, 23]. The 

OBSTEC comprises representatives of relevant ministries, departments and agencies (MDAs) 

such as the police and the Ministry of Women's Affairs and Social Development (MWASD), 

civil society organizations (CSOs), service providers and the media. It is run by a coordinating 

CSO with experience in working on VAWG issues and chaired by an OBSTEC member 

chosen by other members [14, 15]. The data is analyzed and recorded by the platform 

provider, The Fund for Peace, to which reports are sent. The Observatory also documents 

cases and notes trends. Monthly bulletins track specific incidents and overall trends in each 

state and nationally. These bulletins are distributed to those in a position to take action to 

respond to and prevent VAWG. OBSTEC members also use these bulletins in their internal 

(from a government representative to their colleagues) and external (to entities outside the 

OBSTEC) advocacy. In doing so, the Observatory contributes to breaking the culture of 

silence, and providing the support to survivors of violence and effective response to prevent 

and respond to VAWG [24, 25, 26]. 

The Observatory initiative has limited funding and no provision to pay for services. As 

a result, OBSTEC members frequently use their personal funds to travel (sometimes far out of 

town) to meet survivors, take them to hospitals, courtrooms and police stations, and negotiate 

with their families or community leaders. The Chair of the Borno OBSTEC in particular 

described being overwhelmed by the scale of need in the face of neither the OBSTEC nor the 

personal capacity to match even a fraction of what is required [19]. 

CASE PRESENTATION 

A twenty eight year old single Nigerian lady had a quarrel with her female neighbor. 

The neighbor’s husband overpowered the single lady by holding the single lady’s hands 

behind her and commanded his wife to beat up the single lady. The single lady was bitten on 

the left upper eye lid by her neighbor. There was hemorrhage and pain.  

On examination, there was a 4cm laceration on the upper left eyelid with rough edges 

bleeding palpebral conjunctiva and eyeball were intact. Visual acuity could not be properly 

assessed because the patient was uncooperative because the left eye was very tender. 

Irrigation was done (Fig. 1-2). The patient was to pay out of pocket, so she refused treatment 

and presented three days later by which time there was profuse foul smelling pussy discharge 

from the injury. Irrigation was done and the discharge sent for microbiological studies. 
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Analgesics and antibiotics were administered. The laceration was sutured when the eye 

discharge had subsided. 

DISCUSSION 

VAW   is a serious issue and can render a woman disabled in extreme as in this case if 

there was no prompt treatment, the single lady may have lost one eye. It is not only men that 

physically abuse women as in this case the violence was perpetrated by a couple. There is a 

stigma of being single in some societies as the woman is seen as being unable to defend 

herself because she has no body to speak for her. Sometimes single ladies are even abused and 

violated by their own relatives’ and friends.  In this case the victim’s neighbor overpowered 

her physically and authorized his wife to beat her up because the victim had no male partner 

at that time to fight for her. Not being able to assess health insurance led to a delay in the 

management as the victim had to pay out of pocket and she did not have the money at the time 

the injury occurred. Further delay in the management may have led to blindness or poor vision 

in the affected eye. The discomfort from the injury led to some loss of work days. Single 

women which include women that have never married, those divorce and widows are usually 

the victims of violence and discrimination in the society.   

CONCLUSION 

Men are not the only perpetrators of VAW. Single women that include the never 

married, divorced and widowed are at risk of being violated physically, socially and 

financially (that is economically). Health insurance is important in the management of injuries 

resulting from VAW. Ending VAW involves everyone. 

Figure 1. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. 
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OVERVIEW OF THE INTERNATIONAL PROGRAMMES AGAINST 

GENDER-BASED VIOLENCE IN NIGERIA AND A CASE REPORT OF VIOLENCE 

PERPETRATED BY A COUPLE ON A SINGLE LADY 

Buowari D. Y.,  

Consultant:  Nwadinobi EA, MD 

RESUME 

Violence against women (VAW) is a menace that is increasing all over the world. It is 

one of the most widespread human rights abuses and public health problem. In Nigeria, levels 

of VAW are exacerbated by the rising, persisting and worsening incidence of violent conflict 

that has characterized the nation in recent years.  

The Nigeria Stability and Reconciliation Program (NSRP) aims to reduce violent 

conflict in Nigeria. 

A 28 year old single lady had a quarrel with her female neighbor. The neighbor’s 

husband held the single lady’s hands behind her and ordered his wife tit beat up her. The 

female neighbor then bit the left upper eyelid of the single lady resulting in hemorrhage and 

pain. Not only men are perpetrators of VAW. Single women are at risk of being victims of 

violence. To end VAW, everyone will involve, because in some societies such issues are 

never discussed in public. 

Keywords: Violence against women, Single Lady, Human Bite, Eye 

 

 
saerTaSoriso programebis mimoxilva nigeriaSi 

gavrcelebuli genderuli Zaladobis winaaRmdeg da 

martoxela qalze Zaladobis  SemTxvevis aRwera 

ivone dabota buovari 

konsultanti - eleanor nuadinobi 

reziume 

qalTa mimarT Zaladoba aris  mTels msoflioSi mzardi  

problema. is  adamianis uflebebis erT-erT yvelaze gavrcelebul 

darRvevas da sazogadoebrivi janmrTelobis problemas warmoadgens. 

nigeriaSi qalTa mimarT Zaladoba  metad aris  gamZafrebuli,  bolo 

wlebis ganmavlobaSi  qveyanaSi arsebuli Zaladobrivi konfliqtebis 

gamo. nigeriis stabilurobisa da Serigebis programa (NSRP) miznad 

isaxavs nigeriaSi Zaladobrivi konfliqtis  Semcirebas. 
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28 wlis martoxela  qalbatoni eCxuba  mezobel qals. mezoblis 

qmarma  Seukra ukan qalis xelebi da mosTxova Tavi cols, rom masac 

ecema martoxela qali. cemis da kbenis  Semdeg martoxela qals 

dauzianda marcxena zeda quTuTo, daewyo  sisxldena da tkivili.  

Zaladobis iniciatorebi ar arian  mxolod  mamakacebi. martoxela 

qalebi xSirad arian Zaladobis riskis qveS. qalTa mimarT Zaladobis 

aRmofxvraSi CarTuli unda iyos sazogadoebis yvela wevri, radgan 

zog sazogadoebaSi  aseTi sakiTxebi,  arasdros ganixileba sajarod.  

sakvanZo sityvebi: qalTa mimarT Zaladoba, martoxela 

qali, adamianis nakbeni, Tvali 

 

 

ОБЗОР МЕЖДУНАРОДНЫХ ПРОГРАММЫ                                                                                                    

ПРОТИВ ГЕНДЕРНОГО НАСИЛСЯ В НИГЕРИИ И СЛУЧАЙ НАСИЛИЯ 

ОДИНОКОЙ ЖЕНЩИНЫ 

Буовари Д. И. 

Нуадиноби Э.А.  

Насилие против женщин  - это угроза, которая растет во всем мире. Это одна 

из самых распространенных нарушений права человека и серьезная проблема 

общественного здравоохранения. В Нигерии уровень н асилия против женщин  

усугубляется частыми насильственными конфликтами, которые характерны для 

нации в  последние годы. Программа Нигерии по стабильности и  примирению 

(NSRP) направлена на сокращение насилия в Нигерии. 

28-летняя одинокая женщина поссорилась со своей соседкой. Муж соседки 

держал за спиной руки одинокой женщины и приказал жене избить ее. После 

избиения и  укуса у женщины появились кровоизлияния и  боли в левом веке. Не 

только мужчины учавствуют в  н асилие против женщин. Одинокие женщины 

рискуют стать жертвами насилия. В некоторых обществах такие вопросы никогда не 

обсуждаются публично. Поэтому что для прекращения н асилия против женщин 

необходимо привлекать всех его членов.  

Ключевые  слова :  Насилие  против  женщин, одинокая женщина, 

человеческий укус, глаз	

59



GENDER DIFFERENCE, RISKS AND ADVANTAGES OF BARIATRIC SURGERY 

 (Overview) 

Kh. Kaladze, M. Gogol 

P. Shotadze Tbilisi Medical Academy 

I. Javakhishvili Tbilisi State University 

 

Obesity (OB) nowadays has become global epidemic everywhere – in modern 

developed and undeveloped countries. Researchers showed that nowadays in the United 

States, more than 60 million people suffer from this problem. Unfortunately, number of 

children and teenagers suffering from overweight grows on. According to the data received by 

the control center during 2009-2013 years, every third teenager in America (35.3%) suffers 

from OB, facing the problem [3, 4, 15]. In the United States, the rate of OB among men aged 

50–59 grew from 14 percent in 1978 to 35 percent in 2003, while the rate among women grew 

from 23 to 38 percent. Again, the Japanese have the lowest rates of OB for older men and 

women—less than 5 percent—while England and Australia are the closest to the United States 

[3, 34, 35, 66]. 
Obesity is a medical condition in which excess body fat has accumulated to the extent that it may have 

a negative effect on health. People are generally considered obese when their body mass index (BMI), a 

measurement obtained by dividing a person's weight by the square of the person's height, is over 30 kg/m2, with 

the range 25–30 kg/m2 defined as overweight.  

This pathology significantly worsens quality of life for patients and is usually 

characterized by considerable social and economic difficulties. OB treatment is a longtime 

process demanding all joint efforts of various experts: therapists, dietarians, and also 

surgeons. Treatment of pathologic conditions, connected with OB is very difficult, expensive 

and often has no successful results. In most cases stable loss of body weight is followed with 

achievement of adequate control over associated diseases. The last step in treatment of OB is 

combined therapy, bariatric surgery (BS) in combination with keeping on dietary 

recommendations, continuing healthy and mobile life style, with physical exercises, and 

keeping the changed behavioral habits [15, 17, 30, 59]. 

Corpulent patients lose more weight with the help of BS, than using nonsurgical 

methods of OB treatment. It should be emphasized that in patients with OB, the index of 

mortality after surgery operation is lower, than in patients who had not gone through surgical 

intervention. 

OB affects men and women equally. Though there is no statistically significant 

difference between general indicators of OB in men and women (34,6% and 35.9% 

60



accordingly), the proportion of cases of OB spread as per Body Mass Index  (BMI) differs in 

different way between men and women [3, 41, 45]. 

Table 1. Proportion of cases of Ob per BMI differs between men and women. 

 I degree II degree III degree 

Men 22,3% 7,9% 4,4% 

Women 18,5% 9,2% 8,2% 

Centers for Disease Control and Prevention Age-Adjusted U.S. Obesity Estimates, 2015 

 

Interestingly,  that the indexes for women with the 3rd stage of OB would almost 

double the normal indexes in men from the same category. 

WHO WOULD QUALIFY FOR BARIATRIC SURGERY? 

Candidates for BS: 

BMI! ≥ 40 or BMI ≥ 35 with considerable associated diseases connected with OB- 

according to consensus guidelines in 1991 from National Institutes of Health Care (table 1). 

Table 2. Candidates for BS 

Body Mass Index (BMI) ≥ 40 kg/m2  

Body Mass Index (BMI) ≥ 35 kg/m2 for obesity with comorbid diseases 

Moderate risk of surgery operation 

Ineffectual non-surgical treatment of obesity 

Psychologically stable patients realizing real results of operation 

Well informed and motivated patients 

Support of family/social support 

Absence of uncontrollable mental or depressive disorders 

Absence active alcoholic and/or drug addiction 

 

There are some of basic diseases connected to Ob [44, 51, 68].  

Cardiovascular: Chronic heart failures, Disease of coronary arteries, Hyperlipidemia, 

Arterial Hypertension, Hypertrophy of left ventricle, Trophic ulcers, thrombophlebitis [1, 2, 

10, 11, 43, 46, 52, 54]. 

Endocrine illnesses: Insulin resistance, the Syndrome of ovaries polycystosis, 

Diabetes of the 2nd type, Clinical syndrome of insulin resistance (syndrome of X), combined 

resistance to insulin-dependent capture of glucose, dislipidemiya, tolerance to glucose 

disorders.[1, 7, 9, 38, 48, 56, 62]. 

Gastrointestinal and gepatobiliary illnesses: Cholelithiasis, Gastroesophageal 

reflux, Non alcoholic fatty hepatosis, stomach Hernias 
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Genitourinary system: Stress urinary incontinence, Infections of urinary ways 

Gematopoetic system: Deep vein thrombosis, Pulmonary embolism [24]. 

Bone-muscular system: Carpal tunnel syndrome, Degenerative disease of joints, 

Gout, Plantar fascilite. 

Neurologic and psychiatric: Exaltation, Depression, Brain Pseudo neoplasm, Stroke 

[12, 54, 60]. 

Gynecologic: Abnormalities of fetus and neomortality, Gestational Diabetes, Sterility, 

Abortion  

Pulmonary: Asthma, Hypoventilation syndrome of corpulent patients, Obstructive 

apnoe dream, Pulmonary hypertension. 

Patients have to understand that BS is not a method of fast of excess weight loss 

(EWL). 

Age of patients varied generally from 18 to 60 years old. However, carefully selected 

elderly patients and teenagers can also use BS. Existing indications would most likely extend, 

after obtaining long-term data from various subgroups of patients [3, 41, 42] 

There should be records of failed previous attempts to excess lose weight (EWL) using 

non-surgical agents, and the patient should have already finished careful, multidisciplinary 

preoperative examination, intended for comorbid states evaluation for optimal control all 

assessments and measurements before surgery operation and also for identification of any 

contraindications to surgery operation [1, 2, 5].  

Patients with limitations and contraindications for total anesthesia due to heart, 

pulmonary or liver failures cannot be exposed to BS.  

Patients who abuse psychoactive substances and patients with unstable mental 

diseases can not be considered as candidates for BS either [51]. 

What procedures are carried out nowadays? 

BS means surgery on the stomach and/or intestines to help a person with OB EWL. 

There is a wide range of procedures intended for ELW– beginning with intragastric cylinders 

(the least invasive procedure) and finishing with open biliopancreatic diversion (the most 

invazive). According to the data obtained Laparoscopic stomach shunting is carried out in 

75% of cases of BS [6]. 

Bariatric procedures are classified depending on their action mechanisms. There are: 

restrictive, malabsorptive, combined (restrictive and malabsorptive) surgery operations (fig. 1, 

2, 3, Medical Illustrator: Joseph Pangrace, 2006) [5, 6, 12]. 

Even though specific ELW interventions are sparsely reported throughout the 

literature in the second half of the 20th century, they remained in obscurity until the 1990s. 
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Indeed, it was only when the OB epidemics got finally recognized that the medical 

community started considering surgical approaches to tackle it [18, 37]. The first metabolic 

surgery is attributed to Kremen in 1954: the jejuno-ileal bypass [18]. It consisted of an 

anastomosis between the proximal jejunum and distal ileum, bypassing much of the small 

intestine and was devised to treat severe forms of dyslipidemia. This was a surgery with major 

metabolic consequences, such that most patients suffered from severe diarrhea and 

dehydration and thus, it was not yet ready for mainstream adoption. Several modifications of 

these intestinal bypass procedures were reported in the 1960s and 70s, but none of them 

gained widespread acceptance. In 1994, the first laparoscopic bariatric operation was 

performed by Alan Wittgrove and the exponential growth of bariatric and metabolic surgery 

had definitely started. Several series of randomized studies are carried out since then. It is 

estimated that in 2011, more than 340,000 procedures have been performed worldwide 

[18,47,49]. Those procedures demand precision technology of performance. 

The type of surgery operation depends on the patient condition and the decision is 

made by the surgeon in each case, focusing on the best possible result [36, 39, 61]. Restrictive 

procedures (fig. 1) are called so, because during the surgery operation there is created a small 

gastric saccule, with a narrow exit, which limits quantity food, which the patient can eat as a 

single meal. 

Fig. 1 

 
The most frequently carried out procedures are two restrictive operations: vertical 

gastroplasty and laparoscopic adjustable banding of stomach. The vertical gastroplasty was 

developed in 1980, but only 5% of bariatric surgeons are still widely carried out. Many 

patients suffer long-term complications which would have caused necessity of other surgery 

operations, while long-term ELW was not considerable [13, 20, 23, 53]. 

Advantage of laparoscopic adjustable bandaging of a stomach is using adjustable 

internal belt that allows adjusting precisely the nozzle tube size, for minimization of side 

effects and maximizing ELW. The method was approved for application in the United States 
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in 2001 and now it has become the second among the most often performed bariatric 

procedure, as gastric shunting [21, 53, 64]. 

Malabsorptive procedures (fig. 2) bypass the segment of small bowel, so that less 

quantity of nutrition is soaked up. Bilio pancreatic diversion was developed in 1979 

(Scopinaro et al), and is performed nowadays in specialized centers, using both open and 

laparoscopic methods. 

Bilio pancreatic branch with duodenal switch was developed with the purpose of 

decreasing the cases of dumping syndrome and ulceration of anastomosis [27, 65, 67]. 

Fig. 2 

 

Combination of procedures, as for example, Roux-en-Y gastric shunting, uses the 

both mechanisms for achievement of weight loss.  

In this procedure which can be executed either laparoscopic or in the open way, 

absorption of nutrition is limited by means of a small gastric saccule (15-30 ml) creation, 

passing by the proximal part of intestine (fig. 3)  [26, 29, 55]. 

 

Fig. 3 
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The measurement of Roux-en-Y 75 is up to 150 cm in length and gastric shunting also 

bypasses distal stomach, duodenum and the short segment of jejunum. More than 95% of 

small bowel would remain without changes, therefore malabsorbtive side effects as diarrhea 

and malabsorption of proteins would take place very seldom. Roux-en-Y gastric shunting is 

performed approximately in 80% of all bariatric procedures in the United States nowadays 

[26, 47, 50, 55]. 

In general, for majority of the patients who have had laparoscopic Roux-en-Y gastric 

shunting or laparoscopic adjustable banding of stomach, there are more advantages in such 

surgery operations, than risks. Thus, those procedures have become the preferable operations 

for doctors [21, 26, 29, 53, 55, 64]. 

Results of BS have considerably improved with introduction of laparoscopic equipment. 

Risks are not trivial though, but they have got acceptable low.  

Advantages: after BS patients get rid of excess weight, but it is not all. There are 

convincing data that many patients got cured from diseases accompanying OB, especially 

from Diabetes of the 2nd type [7, 9, 38, 44, 48]. In spite of the fact that the ultimate goal of OB 

treatment was diminishing body weight, what was important for each patient, was 

achievement of so-called intermediate points – overcoming insulin resistance, decrease in 

number of night apnoe attacks, lowering of diastolic pressure, improvement of joints mobility. 

Actually, the procedure pays for itself within several years, meaning reduction of medical 

expenses in the future [44, 48, 51]. 

There is information concerning risks and advantages of BS. Results of bariatric 

interventions, for laparoscopic Rouxen-Y gastric bypass and laparoscopic banding of stomach 

along with indications, risks and advantages of these procedures are carefully considered. 

• Women appeal to BS more often and as practical experience shows, they usually have 

fewer complications. 

• While the level of general OB quite close between men and women, women more often 

than men, would be exposed to surgical procedures; 

• Men make only about 18% of patients in BS, in comparison with women - 82%;  

• While men are considered to present minority of total patients, they are statistically more 

disposed to complications (percentage of complications in men about 6.7% compared to 

4,7% in women) [3, 41, 42, 45]. 

Women are generally exposed to surgical interventions with less serious degree of OB, 

though women more often than men have OB of the 3rd stage (BMI ≥ 40). 
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Men who undergo bariatric procedures, as a rule, have higher rates of body weight and   

therefore, heavier OB.  

Men subjected to bariatric procedures: 

2 times more frequent with BMI > 70 

1.54 times more frequent with BMI > 60 

1.23 times more frequent with BMI > 50  

Men have higher risk of complications when are exposed to bariatric procedures.  

It is bound to the fact that: 

• Men 3 times more frequently have chronic diseases of kidneys of average degree,  

• 2 times more frequently have serious chronic diseases of kidneys,  

• 1,4 times more frequently have lungs collapse [3, 42, 45]. 

Risks of BS: open method vs. laparoscopic Roux-en-Y gastric shunting 

The both methods (open/laparoscopic) carry their unique risks. After open surgery 

postoperative pains and long post-surgeon initial rehabilitation period are the most frequent 

complications.  

There is a very high probability of iatrogenic splenectomy and development of 

complications from the abdominal wall (up to 20% at patients develop abdominal hernias). 

After laparoscopic manipulations postoperative pain is much less expressed, pulmonary 

function is practically not broken and there are practically no wound complications (table 3). 

Table 3. Risks of laparoscopic bariatric surgical interventions 

COMPLICATION Laparascopic ROUX-EN-Y 

gastric shunting 

Laparascopic adjustable 

stomack banding 

Transmission to 

open procedure  
0%–8% 0%–3% 

Bleeding  0.4 %-4 % 0.1 % 

Anastomosis failure  0 %-4.4 % 0.5 %-0.8 % 

Wound infection  0.1 %-8.8 % 0.1 %-8.8 % 

Deep vene 

thrombosis  
0 %–1.3 % 0.01 %-0. 15 % 

Pulmonary emboly  0 %-1.1 % 0.1 % 

Mortality 0 %-2 % 0 %-0. 7 % 

 

In the case of laparoscopy there is higher risk of anastomosis stricture (4,7% against 

0,7%, P < 0.001), gastrointestinal bleeding (1,9% against 0,6%, P < 0.008), and late 

postoperative intestinal impassability (3,1% against 2,1%, P < 0.02). No difference founded 
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between male and female patients. After laparoscopic shunting there were cases of 

insufficiency and anastomosis reported slightly more often noted in some earlier series of 

research, but not in randomized studies [3, 28, 40, 41]. 

With experience, time of surgery operation decreases, and technical complications (such 

as insufficiency of anastomosis) extremely decrease. 

ADVANTAGES OF BARIATRIC SURGERY  

1. Weight loss 

EWL after BS usually is expressed in percentage of the EWL, when excess weight is 

measured in pounds / kilograms exceeding ideal body weight.  

In the meta analysis by Bukhvald et al,  EWL  for all bariatric procedures totally 

amounts to 61%.  

After evaluation of analysis (table 3) results (in male/female patients) concerning 

separate interventions, EWL was highest after Bilio-pancreatic diversion (70/68% %), after 

gastroplasty (58/60% %), after gastric shunting (58/68% %) and banding of stomach (47/54% 

%)[41, 45, 63].  

 

 

Table 3. Excess weight loss and gender for primary operations (2006-2013) 

Follow up 

period 

(months) 

Surgical Intervention 

Gastric band Roux-en-Y gastric bypass Sleeve gastrectomy 

Male Female Male Female Male Female 
EWL  Count EWL  Count EWL  Count EWL   Count EWL  Count EWL  Count 

2 21.2  453 20.2 2,360 33.2 1,525 30.6 4,986 30.2 544 29.0 1,325 

6 30.8 275 31.9 1,574 55.2 816 55.7 2,764 48.3 297 50.2 688 

12 36.0 319 40.0 1,764 64.4 914 69.8 3,264 56.4 283 59.9 716 

24 43.5 131 50.0 935 66.1 378 71.7 1,414 56.0 69 59.4  212 

36 47.2  63 53.9 390 58.1 111 67.3 425 57.9 11 59.4 29 

      Confidence Interval 95% 

The table depicts the remarkable success of all three commonly-performed bariatric 

operations in producing significant and sustained weight loss for up to three years. The degree 

of  EWL was greatest after the Roux-en-Y gastric bypass operation (around 55-70% %EWL), 

followed by sleeve gastrectomy (55-60% % of EWL) and was least after gastric banding (45-

55% % of EWL). For each kind of operation, on average, men lost less of their excess weight 

than women; these data are similar to those reported by others. The reason for this difference 

is unclear, but seems likely to be multi-factoral. For all three common operations, patients 

with a BMI of less than 50 kg m2 lose more excess weight, than those with BMIs greater than 
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50 kg m2. This might be seen as evidence in support of a policy of operating on patients at an 

earlier stage in their disease process. 

The last NBSR (The United Kingdom National Bariatric Surgery Registry) report 

detailed EWL out to 2 years post-surgery; this report is able to report data out beyond 3 years. 

It is reassuring to see that weight loss was largely sustained over this additional year; indeed, 

it is interesting to note that for gastric banding weight loss continues up to three years, as 

would be expected from a review of the published scientific literature on this subject 1, 2. 

After gastric bypass and sleeve gastrectomy patients' weight loss seemed to plateau one year 

after the operation, and there was a slight weight regain between two and four years after 

gastric bypass. As sleeve gastrectomy was only adopted en masse more recently in the United 

Kingdom, the number of patients with follow up exceeding two years is small for this 

procedure (2%), making assessment of weight loss beyond two years difficult. 

The tendency of EWL after laparoscopic ROUX-EN-Y of gastric shunting and 

laparoscopic bandaging of stomach is shown in table 3. Patients, as a rule, lose less weight 

after adjustable bandaging of stomach, than after ROUX-EN-Y gastric shunting and lose it 

gradually (the peak of excess weight loss happens within the period from 2 to 3 years against 

12 – 18 months in the case of laparoscopic gastric bandaging). However, according to the 

review carried out studying international literature (Chapman et al), results of weight loss 

after 4 years were similar [41, 45].  

Some recent researches in the USA showed that after laparoscopic banding of stomach, 

loss of weight reached up to 64% within 4 years [3, 4, 5] 

2. ADEQUATE CONTROL is reached over associated diseases, connected with 

OB; after BS the patient’s condition of sharply improves (fig. 4). 

For Diabetes, the problem solution is biochemical data (normal level of glucose taken on 

an empty stomach, of plasmas or normal hemoglobin A1c) before taking any medicines. For 

other comorbid conditions, there is lack of clinical symptoms, results of a physical and 

clinical laboratory research, before taking any medicines.  

Patients with steatosis, inflammation and liver fibrosis, who had undergone liver biopsy 

before and after surgery operation, were included into research, which are included. After 

bariatric invasion there was a significant improvement in condition. 80% of those patients 

have reached solution of problems of metabolic syndrome when the procedures worked well, 

(three or more risk factors including abdominal OB, high glucose level on an empty stomach, 

arterial hypertension, hyper triglyceridemia and raised level of lipoproteins of high density). 

Pro-inflammatory and prothrombotic conditions are included in definition of metabolic 

syndrome, but markers for these risk factors are not included in usual diagnostic tests. 
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Hypercholesterolemia problems (74%), gastroesophageal reflux disease (76%-89%) and 

dream apnoe  (94%) were solved out. Patients with arterial hypertension had the problems 

resolved in 55% cases [3, 4, 22, 31, 32]. 

Fig. 4 Control on Ob related illness after BS 

 
After studying the level of long-term diseases and mortality in 1,035 patients suffering 

with OB after BS (841 cases of gastric shunting, 194 cases of vertical gastroplasty) and 5,746 

patients with who OB had not had surgical treatment, the percentage of EWL in the first 

group was 67%, within 5 years and 60% after 17 years. In the first group the indexes 

considerably decreased: cardiovascular diseases (47% against 26,7%, relative depression of 

risk 82%), cancer (20% against 8,5%, relative depressions of risk 76%), infectious diseases 

(87% against 37,3%, depression of risk 77%) and musculoskeletal system diseases (48% in 

comparison with 11,9%, depression of risk 59%) and respiratory diseases (27% against 

11,4%, depression of risk 76%). It was considered that the problem of Diabetes was resolved 

or indicators improved in 86% of cases, and lypidemia indicators improved in 70%, the 
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problem of arterial hypertension was resolved or indicators improved in 78,5% cases and the 

problem of dream apnoe was resolved in 83,6%. Difference between the results of male and 

female patients were quite similar (not more than 2%)  [3, 5, 10, 11, 12, 16]. 

Results of Diabetes indicators varied depending on type of surgery operations. Diabetes 

problem was completely resolved in: 

 99% of patients (97% male/99% female patients), after bilio-pancreatic shunting; 

 84% ((83.5% male/84% female patients)) of patients after gastric shunting,  

 72% (71% male/73% female patients) of patients after gastroplasty, 

48% (46% male/49% female patients) of patients after banding of a stomach. 

After bilio-pancreatic shunting and gastric shunting, the problem of lipidemia was 

resolved for 99% and 97%, respectively [7, 9, 38, 48]. 

3. LIFE EXPECTANCY 

OB is connected with decrease in life expectancy. Average life expectancy of a person 

in his 20th years becomes 13 years shorter if his BMI exceeds 45.  

The cohort research has shown that 5-year mortality index in BS group was 0,68%, in 

comparison with 16,2% at patients without surgical intervention. Death rate assessment after 

15 years after gastric shunting in a retrospective cohort research is 27% lower at patients who 

have undergone gastric shunting [19, 20, 25, 31] 

The advantage of preference-based measures over other quality-of-life measures is that 

they can be used to calculate quality-adjusted life years (QALYs). In the United States, there 

were 15. 000 additional   deaths for overweight men and 37.000 additional deaths for 

overweight women, relative to the normal-weight persons. Similarly, relative to normal-

weight persons, there were 42.000 additional deaths for obese men and 70.000 additional 

deaths for obese women. Young, overweight women had fewer deaths than young, 

overweight men. Overweight women had a 6.6-times higher burden of disease in total QALYs 

relative to overweight men. When we compared the overweight and obese categories within 

genders, we found that men experienced slightly less than a 3-fold increase in the number of 

excess deaths when moving from the overweight to the obese category and a 7-fold increase 

in QALYs lost. Women, on the other hand, experienced less than a 2-fold increase in deaths 

and QALYs when moving between these categories. It is possible that men catch up to 

women in total QALYs lost in the obese category because of the aforementioned 

physiological differences in body fat versus lean muscle mass distribution by gender [14, 30, 

57, 58] 

Death rate assessment after 15 years after gastric shunting in a retrospective cohort 

research is 27% lower at patients who have undergone gastric shunting [14, 30, 33, 41] 
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IS BS ECONOMICALLY EFFECTIVE ?! 

There are several researches of assessment of economic efficiency of BS . Sampalis et 

al. Long-term direct costs on medical care at 1,035 patients who underwent BS were counted. 

The group lost 67% of their excess weight in 5 years. After 3,5 years the cost of surgery 

operation was compensated by depression of the general expenses.  

After 5 years, expenses were cut down for 29%.  

The prices of medicines (against Diabetes, anti-hypertensive preparations) decreased by 

77% 

Economy of expenses on drugs was equal to surgery operation cost within the 32nd 

month for male and female patients [3, 14, 33]. 

CONCLUSION. 

1. BS is a very powerful tool which, in combination with the right choice of appropriate 

food and physical activity, can bring considerable loss of weight, which will protect the 

patient from problems of comorbid conditions, will improve quality of life and as result 

-prolong life. 

2. The patients who are exposed to BS have to be included in the program of lifestyle 

change – they have to keep to a special diet, take vitamins and microelements; 

3. OB affects men and women equally. Though there is no statistically significant 

difference between general indicators of OB in men and women (34,6% and 35.9% 

accordingly); 

4. Indexes for women with the 3rd stage of OB would almost double the normal indexes in 

men from the same category. Women appeal to BS more often and as practical 

experience shows, they usually have fewer complications. 

5. Men who undergo bariatric procedures, as a rule, have higher rates of body weight and   

therefore, heavier OB. 

6. Men have higher risk of complications when are exposed to bariatric procedures. 

7. Early complications of gastric shunting are: bleedings, failure of anastomosis, wound 

fever, thromboembolism and strictures of anastomosis. There can be late complications 

as well: marginal ulcers, intestinal obstruction, gallstones and alimentary disorders; 

8. Complications after banding of stomach were present as prolapse and erosions; 

9. After BS, patients, as a rule, lose more than 50% of their excess weight and indexes of 

diseases connected with OB get considerably improved, and risks of cardiovascular 

complications decreases, and quality of life improves; 

10. Laparoscopic Roux-en-Y gastric bypass procedures yield results quicker, than 

laparoscopic banding of stomach, but after banding, postoperative complications were 
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observed much less and there was very low percentage of mortality. 

11. Patients have to be able to understand that after operation they should change their life 

style considerably. The postoperative programs as required as keeping special diets, 

taking vitamins, microelements, and nutritional supplements.  
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GENDER DIFFERENCE, RISKS AND ADVANTAGES OF BARIATRIC SURGERY 

 (Overview) 

Kh. Kaladze, M. Gogol 

P. Shotadze Tbilisi Medical Academy 

I. Javakhishvili Tbilisi State University 

RESUME 

Obesity (Ob) nowadays has become global epidemic worldwide. Ob affects men and 

women equally, but the indexes for women with the 3rd stage of obesity would almost double 

the normal indexes in men from the same category.  The last step in treatment of obesity is 

bariatric surgery in combination with all other methods. Men make only about 18% of 

patients in bariatric surgery, in comparison with women - 82%; but men are statistically more 

disposed to complications (6.7% compared to 4,7%).  
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Results of bariatric interventions, for laparoscopic Rouxen-Y gastric bypass and 

laparoscopic banding of stomach along with indications, risks and advantages of these 

procedures are carefully considered that there are more advantages, than risks. 

Bariatric surgery in combination with the right choice of appropriate food and physical 

activity, can bring considerable loss of weight, which will improve quality of life and as result 

will prolong life.  

Keywords: Bariatric surgery, gender difference, obesity, weight loss, advantages, 

quality of life. 
 

 

genderuli gansxvaveba, riski da upiratesobani bariatriul 

qirurgiaSi 

(mimoxilva) 

x. kalaZe, m. gogol 

p. SoTaZis sax. Tbilisis samedicino akademia 

i. javaxiSvilis sax. Tbilisis saxelmwifo universiteti 

resiume 

simsuqne Tanamedrove samyaros globalur epidemiad iqca. simsuqne 

erTnairad gavrcelebulia mamakacebsa da qalebSi, Tumca me-3 xarixis 

simsuqne qalebSi 2jer ufro xSiria da mkurnalobis bolo etapi 

bariatriuli qirurgiaa. 

bariatriul qirurgias mimarTavs   kacebis mxolod  18% da  

qalebis – 82%. aRsaniSnavia, rom mamakacebi statistikurad ufro 

midrekilni arian garTulebebisadmi bariatriuli qirurgiis Semdeg 

(6.7%, SedarebiT 4.7%).  qalebi mimarTaven qirurgiul  Carevas naklebad 

mZime xarisxis simsuqnis pirobebSi, vidre mamakacebi. 

statiaSi ganxilulia sxvadasxva saxis bariatriuli qirurgiuli 

Carevis Cvenebebi, upiratesobebi da riskebi, bariatriuli  qirurgiis 

Semdeg pacientebi iSoreben  Warb wonas da, agreTve, ikurnebian 

simsuqniT ganpirobebuli Tanmxlebi daavadebebisgan, gansakuTrebiT me-

2tipis Saqriani diabetisgan. 

bariatruli qirurgia efeqturi saSualebaa – swor kvebasTan da 

adekvatur fizikur aqtivobasTan erTad SesaZlebelia mniSvnelovani 

wonis dakargva, rac daicavs pacients Tanmxlebi daavadebebisgan – 

gansakuTrebiT me-2-e tipis Saqriani diabetisgan, gaaumjobesebs maT 
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cxovrebis xarisxs  da, Sedegad, gaaxangrZlivebs cxovrebas. 

sakvanZo sityvebi: bariatriuli qirurgia, genderuli 

gansxvaveba, simsuqne, wonis danakargi, upiratesobani, sico-

cxlis xarisxi 

 

 

ГЕНДЕРНЫЕ РАЗЛИЧИЯ, РИСКИ И ПРЕИМУЩЕСТВА  

БАРИАТРИЧЕСКОЙ ХИРУРГИИ  

(Обзор) 

Каладзе Х.З., Гоголь М. 

Тбилисская Мед. Академия им. П. Шотадзе 

Тбилисский Государственный Университет им. И. Джавахишвили 

РЕЗЮМЕ. 

 

Ожирение стало глобальной эпидемией во всем мире. Лечение ожирения 

длительный процесс.Ожирение влияет на мужчин и женщин одинаково, но 3-яя стадия  

ожирения почти вдвое чаще у  женщин чем у  мужчин. Последним шагом в лечении 

ожирения является бариатрическая хирургия. Мужчины обращаются к  бариатрической 

хирургии в 18% женщины в – 82%; Мужчины статистически более склонны к 

осложнениям (6,7% по сравнению с 4,7%). Женщины подвергаются хирургическим 

вмешательствам с меньшим уровнем ожирения по сравнению с мужчинами. Необходим 

тщательный учет преимуществ, рисков и преимуществ разных видов  бариатрических 

вмешательств. После бариатрической хирургии пациенты избавляются от  лишнего 

веса, а также, от болезней, сопровождающих ожирение, особенно от диабета 2-го типа. 

Бариатрическая хирургия - мощный инструмент, который в сочетании с 

правильным выбором пищи и физической активности, может принести значительной 

потери веса, что помогает  улучшить качество жизни и в результате продлить жизнь. 

Ключевые слова: Бариатрическая хирургия, гендерные различия, ожирение, 

потеря веса, преимущества, качество жизни. 
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THE BENEFITS OF USING EFFECTIVE PHYSICAL METHODS IN 

MODERN STOMATOLOGY 

M. Kobakhidze, M. Khachaturiani 

International University of Georgia 

 

Physical methods play an important role in the non-adequate treatment of dental 

pathologies, which have instant influence on the human body wholly as well as on the jaw-

teeth system.Physiotherapy plays a major role in the treatment of prophylactic measures 

complex. It is used in all stages of disease, during any form and severity. 

Taking into account the effects of efficacy and treatment between physical methods, 

our special interest is caused by Cryo and Laser Therapy.  

Cryotherapy – is physical method of treatment, which is based on cool factor 

banishing out the heat from tissues, organs and from the human’s whole body (Fig. 1). It has 

turned out, that the dosage cold bears a number of useful features  [1]. 

Figure 1. 

 

This method has been known from ancient times, our ancestors were still getting ice 

baths for purpose to rejuvenate, and the medicine claimed that coldness activates immune, 

endocrine and neurohumural systems of the body [1]. The procedure is performed by a 

cryoapparatus where a cold agent (liquid nitrogen) is placed, whose temperature is - 196 Cº. 

[2]. The apparatus is used to direct the liquid nitrogen flow to the tissue during 10 to 30 

seconds and cause it to freeze. Freezing period is 10-15 seconds. In the tissues the ice sections 

are formed. After 5-10 days, healing of necrotic sections takes place. Cryo-freezing time is 

10-15sec [2]. 

The deeper cooling takes place by contact, when the part of the Cryoapparatus is 

directly touchingthe tissues. After the procedure the medicine absorption is increased. 
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Through Cryo treatment, pathological tissue isdestructedin a strictly defined place, without 

damaging healthy tissues.This method eliminates the mechanical trauma of tissues, so 

dissemination of tumour cells are excluded [2]. 

Benefits of Cryo-apparatus: Analgetic action, antiphlogistic action, hemostatic action; 

antihypoxic action(against oxygen deficiency), microcirculation skills (styptic) [3]. 

Cryo Method Indications:  

Papillitis; hypertrophic gingivitis, paradontosis; chr. generated parodontitis, 

leukoplakia, red flat lichen, erosion and ulcerative injuries of oral cavity mucous, epulis, 

sublingual cyst, papilloma, gingival fibromatosis, some malignant or benign tumors [3]. There 

is no side effects and contraindications. During a malignant tumor is a preferred method. 

 

LASER TECHNOLOGIES IN DENTISTRY 

Laser technologies are widely used in modern stomatology (Fig. 2). The word laser is 

the abbreviation for words - "Strengthening light by means of radiation" [4]. 

Figure 2. 

 

 

 

 

 

 

 

 

The laser theory was introduced by Einstein in 1917, but 50 years later, the 

understanding, strengthening and practical use of ittook place. Maiman created first laser in 

1960, which was not anyhow connected to the medicine. In 1964 Goldman suggested laser in 

stomatology, namely for the treatment of caries. The following types of laser are 

distinguished: Laser of argon, Neodymium, Helium-neon, Carbon dioxide, Infra-red, Diode 

laser [4]. Components of tissues that absorb laser beam energy are called - Chromophores. 

Oral cavity tissues include the following chromophores:Hemoglobin, Melanin, other Pigment 

Proteins, Hydroxyapatite and water. Each type of laser is assignedfor a specific Chromophore. 

The area of use should also be considered.The laser beam reaches the Epithelium at 2 mm.At 

this time, the denaturation (separation) takes placeand the so-called clotted layer is formed. 

After 48-72hours disintegration (dismantling) of this layerhappens. Laser beaming for  20-

30seconds [5]. 
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The laser beam acts on a soft and solid (enamel, dentin) tissues. The length of the 

laser wave allows the beam to be maximally absorbed by Hydroxyapatite and water. These 

are: Erbium, Erbium chrome (Fig. 3). 

Figure. 3 

 

 

 

 

 

 

 

 

 

Laser action on soft tissuefor example (mucous membrane of the oral cavity, gingiva). 

Laser wavelength is absorbed by Hemoglobin and Melanin. These includes: Neodymium, 

Diode laser (Fig. 4). 

Figure 4. 

 

 

 

 

 

 

 

 

The indications of laser are: Treatment of parodontosis deseases, soft tissue curettage, 

tongue and lip frenulum correction, gingivectomy-gingovoplasty, activate the implants, 

treatment of periimplantis, removal of tooth hypersensitivity, abscess cutting – draining, 

biopsy [5]. 

Contra-indications: oncologic diseases, thyrotoxicosis, severe forms of 

cardiovascular diseases, diabetes mellitus in the phase of decompensation, blood diseases. 

benefits: sterilization of the operational area, minimal sensitivity. virtually, absence of 

swelling; small operations do not require sutures;less quantity of medication is used in both 

during and post-operative period, esthetic results, high accuracy when excreting tissues [6]. 
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Fields of usage: Caries Treatment, Endodontia, Parodontology, Surgery, Tooth 

Whitening, Biostimulation (Fig. 5) 

Figure 5. 
 

 

 

 

 

 

 

 

 

 

Conclusion : Cryo and  Laser Therapy suggested is one on the most effective among 

physical methods.  At present day taking into consideration the mechanism of their action and 

the results of their usagethey are not only selective physiotherapy supporting methods, but 

also the main treatment manipulations during various illnesses.Physiotherapy methods allow 

us to make non-contact treatment, bloodless operations and painless manipulations in a short 

period of time.  
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THE BENEFITS OF USING EFFECTIVE PHYSICAL METHODS IN 

MODERN STOMATOLOGY 

M. Kobakhidze, M. Khachaturiani 
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RESUME 

In modern stomatology, the use of physical methods becomes more and more popular, 

and its increasing role is due to various factors, such as allergic reactions and 

contraindications to various drugs. Cryo and Laser therapy are one of the most effective 
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methods of physical therapy, and nowadays they are the major treatment manipulations during 

various dental diseases. 

Keywards: Cryo-therapy, Laser-therapy, dentistry 

 

 
efeqturi fizikuri meTodebis gamoyenebis upiratesobebi 

Tanamedrove stomatologiaSi 

m. kobaxiZe, m. xaCaturiani 

saqarTvelos saerTaSoriso universiteti 

reziume 

Tanamedrove stomatologiaSi sul ufro mniSvnelovani xdeba 

fizikuri meTodebis gamoyeneba. maTi mzardi roli ganpirobebulia 

sxvadasxva faqtoriT, rogoricaa: alergiuli reaqciebi, samkurnalo 

saSualebebis gverdiTi efeqtebi. 

krio- da lazeruli Terapia yvelaze efeqturi fizikuri 

meTodebia da axla isini warmoadgenen ara damxmare, aramed ZiriTad 

samkurnalo manipulaciebs sxvadasxva stomatologiuri daavadebebis 

dros. 

sakvanZo sityvebi: krioTerapia, lazeruli Terapia, 

stomatologia.  

 

 

ПРЕИМУЩЕСТВА ПРИМЕНЕНИЯ ЕФЕКТИВНЫХ ФИЗИЧЕСКИХ МЕТОДОВ 

В СОВРЕМЕННОЙ СТОМАТОЛОГИИ 

М. Кобахидзе М. Хачатуриани 

Международный Университет Грузии 

РЕЗЮМЕ 

В современной стоматологии становится все более и более важнее применение 

физических методов. Возрастающaя роль этих методов обусловлено разнимы 

факторами, таких как аллергические реакции и побочные эффекты различных 

лекарственных  средств. 

Крио и Лазерная терапия одна из наиболее эффективных из физических методов 

и теперь они являются основными манипуляциями лечения разных стоматологических 

заболеваний. 

Ключевые слова: криотерапия, лазеротерапия, стоматология 
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PREGNANCY AND INFANT LOSS REMEMBRANCE DAY 

Women’s Rehabilitation Association 

 

Pregnancy and Infant Loss Remembrance Day is celebrated in many countries around 

the world in the month of October. It was first celebrated in 1988 in the USA, when President 

Ronald Reagan announced October as the month for remembering babies who were lost 

during pregnancy or infancy.  50 years ago, a scientist called post-stillbirth care a dead point- 

a  zone of silence. Not much has changed since then in the world. Some of the European 

countries have adopted standard protocol for parents’ support following perinatal loss. The 

main purpose of such protocol is to offer parents a strategy for dealing with such loss.  

Approximately 4 million women are going through depression as a result of perinatal 

loss. It is impossible to reduce the number of losses only through antenatal care, improved 

labor practice, or identification of etiology and risk-factors of this pathology. It is also 

important to create and implement a program for managing the period following perinatal loss 

in order to tackle this problem. The medical society, as well as parents, needs to be well 

equipped with appropriate information. The aim of celebrating Pregnancy and Infant Loss 

Remembrance Day is to provide support for parents and raise awareness about this issue, to 

show these parents that they are not alone and the society is ready to offer help. As a survey of 

grieving parents has shown, honoring their babies on Remembrance Day has helped them 

overcome their pain. This date has been celebrated in Georgia since 2014 with the initiative 

from Women’s Rehabilitation Association. The event was held at Vake Park in 2014 and 

2015, in 2016 it was celebrated at the National Parliamentary Library of Georgia, where 

doctors and parents talked openly about perinatal loss, remembered their babies, lit candles 

and broke the silence that usually accompanies this topic in Georgia. In 2017 Women’s 

Rehabilitation Association celebrated Pregnancy and Infant Loss Remembrance Day on 

October 14,  in Obstetric-gynecological Rehabilitation Centre “Venus Georgia” . 

When a child loses his parents he is called an orphan; when a person loses a spouse, 

they are called a widow, but there is no word that expresses the condition when parents lose a 

child.  

Losing a child is a traumatic experience and Women’s Rehabilitation Association has 

been trying to reduce the number of such losses in our country for 10 years. We stand with 

those have suffered through this experience and the Remembrance Day serves as a reminder 

that these families are not alone.  

The subject of perinatal loss is stigmatized by the society, which can be explained by 

low level of information.Many families choose to mourn in silence after stillbirth and they do 
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not receive any type of support. The most important goal of celebrating this day is to help 

grieving families with learning how to live with the pain caused by perinatal loss. The view of 

individuals towards this subject varies, but the majority thinks the subject of loss should not 

be discussed. Only 16% approaches the topic correctly- they find it important to talk about 

loss with the parents and within the society.   We are inviting representatives of the medical 

community, parents, who have experienced perinatal loss, their family members and relatives.  

Join us in helping others overcome this great pain. Let’s break the silence and defeat the 

stigma! 

 

 

gaxsenebis saerTaSoriso dRe 

qalTa reabilitaciis asociacia 

 

msoflios mraval qveyanaSi,  oqtombris TveSi, aRiniSneba 

gaxsenebis saerTaSoriso dRe. gaxsenebis dRe pirvelad aRiniSna 1988 

wels amerikis SeerTebul StatebSi, rodesac prezidentma ronald 

reiganma oqtomberi gamoacxada axalSobilebis da orsulobis dros 

dakarguli Cvilebis gaxsenebis Tved. 50 wlis win  mecnierma bouJernma 

mkvdradSobadobis Semdgom movlas uwoda mkvdari wertili – 

mdumarebis zona. mas Semdeg msoflioSi bevri araferi Secvlila. 

evropis zogierT qveyanaSi moqmedebs standartuli protokoli 

danakargis Semdgom mSoblebis mxardasaWerad, romlis ZiriTadi 

mizania SevTavazoT mSoblebs strategia Tu rogor gaumklavdes Tavis 

danakargs. 

msoflioSi daaxloebiT 4 milioni qali ganicdis perinataluri 

danakargis Semdgom depresias. danakargis prevencia SesaZlebelia rogorc 

antenataluri meTvalyureobis da mSobiarobis taqtikis gaumjobesebiT, aseve 

paTologiis etiologiis da risk-faqtorebis dadgeniT; aucilebelia 

samedicino sazogadoebis da mSoblebis saTanado codniT aRWurva da maTi 

cnobierebis amaRleba. garda amisa,, udidesi mniSvneloba aqvs perinataluri 

danakargis Semdgomi sareabilitacio periodis marTvis programis SemuSavebas 

da danergvas. danakargis Semdgom periodSi aucilebelia mSoblebze zrunva 

da maTi mxardaWera.  

gaxsenebis saerTaSoriso dRis aRniSvnis aqciac am mizans emsaxureba. 

aqciis mizania, daanaxos mSoblebs, rom sazogadoeba dgas mSoblebis 

gverdiT, amxnevebs maT da uwevs daxmarebas rom gaagrZelon cxovreba TavianT 
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did tkivilTan erTad. mgloviare mSoblebis gamokiTxviT dadgenil iqna, 

gaxsenebis dRe maT daexmara sakuTari tkivilis daZlevaSi.  

qalTa reabilitaciis asociaciis iniciativiT gaxsenebis saerTaSoriso 

dRe saqarTveloSi aRiniSna 2014-2015 wlis 15 oqtombers – RonisZieba 

CavatareT vakis parkSi, xolo 2016 wlis 13 oqtombers gaxsenebis 

saerTaSoriso dRisadmi miZRvnili saRamo Catarda saqarTvelos parlamentis 

erovnuli biblioTekis sakonferencio darbazSi. 2017 wlis 14 oqtombers ki – 

sameano-ginekologiuri reabilitaciis centr „venus jorjia“-Si.  am 

RonisZiebebze rogorc eqimebi, aseve mSoblebi Zalian gulixdilad, 

saubrobdnen, anTebdnen sanTlebs, uZRvnidnen Cvilebs  yvavilebs... Cven 

davarRvieT siCume saqarTveloSi! 

rodesac bavSvi kargavs mSoblebs mas uwodeben obols, rodesac qali 

an mamakaci kargavs meuRles mas uwodeben qvrivs. ar arsebobs  im 

mdgomareobis gamomxatveli sityva,  roca mSobeli kargavs Svils!  

bavSvis dakargva Zalian mZimea da Cven aravis vusurvebT, es gamocados. 

ukve meaTe welia,  yvela Rones vxmarobT  imisTvis, rom minimumamde 

daviyvanoT danakargi Cvens qveyanaSi, magram isini vinc kargaven  Cvilebs,  

marto ar arian! qalTa reabilitaciis asociacia da sazogadoeba, romelic 

Seikribeba gaxsenebis saerTaSoriso dRisadmi miZRvnil saRamos,  mxarSi 

daudgeba maT, vinc Cvili dakarga.  

rodesac vkargavT axlobel adamians, yvela gverdSi gvidgas da 

gviTanagrZnobs, magram rodesac gadavitanT perinatalur danakargs, ratomRac 

amaze laparaki CvenTan miRebuli ar aris. es Tema erTgvarad 

stigmatizebulia sazogadoebis mier, rac, garkveulwilad, sazogadoebis 

dabali informirebulobiT aixsneba. mravali ojaxi aseT SemTxvevaSi Cumad 

glovas amjobinebs, iketeba sakuTar TavSi da ver umklavdeba im tkivils, 

romelsac maT es danakargi aniWebs. 

gaxsenebis saerTaSoriso dRis aRniSvnis mizania davexmaroT aseT 

ojaxebs (mSoblebs, bebia-babuebs, dedmamiSvilebs, ojaxis megobrebs da 

naTesavebs), daZlion es tkivili da vurCioT, Tu rogor icxovron am 

tkivilTan erTad. sazogadoebis midgoma perinataluri danakargisadmi ar 

aris erTgvarovani. umravesobas miaCnia, rom saubari am Temaze saWiro ar 

aris, mxolod 16% gamoxatavs swor midgomas sakiTxisadmi. am Temaze unda 

visaubroT mSoblebTan da sazogadoebaSi. sazogadoebis araswori midgoma 

xels uwyobs tabus da stigmis Camoyalibebas, rac, Tavismxriv, glovis 

gaxangrZlivebas da gamZafrebas iwvevs. sazogadoebis mxridan problemis 

aseTi zianis momtani, araswori aRqma unda gadaiWras profesionalebis da 
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mSoblebis jgufebis mier gulaxdili saubrebiT gaxsenebis saerTaSoriso 

dReze.  

viwvevT samedicino sazogadoebis warmomadgenlebs, mSoblebs, maTi 

ojaxis wevrebs da axloblebs, romlebmac gadaitanes perinataluri 

danakargi – SemogvierTdiT, erTad davZlioT is didi tkivili, romelic 

yvelas gvawuxebs. davamarcxoT stigma da tabu! 

 

     

МЕЖДУНАРОДНЫЙ ДЕНЬ ПАМЯТИ 

Ассоциация Женской Реабилитации 

 

Во многих странах в октябре месяце отмечается День памяти перинатальной 

потери. Впервые этот день был отмечен в 1988 году в США, когда президент Рональд 

Рейган объявил Октябрь,месяцем памяти младенцев, которые были погибли  во время 

беременности или младенчества. 50 лет назад ученые называли упоминание  

мертворожденных - мертвой точкой - зоной молчания. С  тех пор в мире мало что 

изменилось. Некоторые из европейских стран приняли стандартный протокол 

поддержки родителей после перинатальной потери. Основная цель протокола 

заключается в том, чтобы разработать стратегию борьбы с перинатальной потерей. 

Примерно 4 миллиона женщин переживают депрессию в результате 

перинатальной потери. Невозможно уменьшить количество потерь только при помощи 

улучшения дородового ухода, идентификации этиологии и факторов риска этой 

патологии или улучением ведения качества родов. Для решения проблемы важно также 

создать и внедрить программу  реабилитации для периода, следующего за 

перинатальной  потерей. 

Медицинское общество, и родители должны быть снабжены соответствующей 

информацией. Целью Дня памяти перинатальной  потери  является поддержка 

родителей, повышение осведомленности общества  об этой проблеме, демонстрация 

родителям что они не одиноки  и общество готово оказать им помощь. Как показал 

опрос скорбящих родителей, почитание их детей в День памяти помогло им преодолеть 

свою боль. Эта дата отмечается в Грузии с 2014 года по инициативе Ассоциацией 

Женской Реабилитации. Мероприятие было проведено в парке Ваке в 2014 и 2015 

годах, в 2016 году оно отмечалось в Национальной парламентской библиотеке Грузии, 

где врачи и родители открыто говорили о  перинатальной утрате, вспоминали своих 

детей, зажигали свечи и нарушали молчание, которое обычно сопровождает эту тему в 
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Грузии.   В  2017 г   Ассоциациа Женской Реабилитации провела мероприятие, 

посвященное Дню памяти перинатальной потери 14 октября, в Акушерско-

гинекологическом реабилитационном центре «Venus Georgia». 

Ребенка потерявшего родителей, называют сиротой; Человека потерявшего 

супруга, называют вдовой или вдовцом, но нет слова, выражающего условие, когда 

родители теряют ребенка. 

Потеря ребенка - это огромная  травма,    и Женская реабилитационная 

ассоциация пытается уменьшить количество таких потерь в нашей стране в течение 10 

лет. Мы стоим с теми, кто пережил этот опыт, а День памяти служит напоминанием о 

том, что эти семьи не одиноки. 

Субъект перинатальной потери стигматизируется обществом, что можно 

объяснить низким уровнем информации. Многие семьи после мертворождения, 

предпочитают плакать в тишине, и не принимают никакой поддержки. Самая важная 

цель отмечания этого дня - помочь скорбящим семьям научиться жить с болью, 

вызванной перинатальной потерей. Взгляд отдельных лиц на эту тему меняется, но 

большинство думает, что предмет перинатальной потери не должен обсуждаться. 

Только 16% подходят к теме правильно - они считают важным говорить о 

перинатальной потери с  родителями  и в обществе. 

К будущему году мы приглашаем представителей медицинского сообщества, 

родителей, которые испытали перинатальную потерю, членов их семей и 

родственников.  Присоединяйтесь к нам, помогая другим преодолеть эту великую боль. 

Давайте нарушим молчание и победим стигму!  
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REPORTS ON THE MEDICAL WOMEN'S INTERNATIONAL 

ASSOCIATION (MWIA) 2016-2017 CONGRESSES  

 

Significant events were held under the auspices of the Medical Women's International 

Association (MWIA) during the 2016-2017. The great interest of participants from different 

countries to common health problems of women and children, new approaches to resolve 

these problems, the spirit of cooperation and warm, good relations, has combined all these 

events. 

 

2016-17 wlebSi  eqim qalTa  saerTaSoriso asociaciis  (eqsa) 

egidiT Catarda mniSvnelovani RonisZiebebis   rigi. am movlenebs  

aerTianebda monawileebis didi interesi  sxvadasxva qveynebSi  qalTa 

da bavSvTa janmrTelobis saerTo problemebisadmi, axali midgomebi am 

problemebis mogvarebisadmi, TanamSromlobis da Tbili urTierTobis 

suliskveTeba. 

   

Значительные мероприятия были проведены под эгидой Международной 

ассоциацией врачей женщин (МАВЖ) в течение 2016-17гг. Большой интерес 

участников из разных стран к общим проблемам здоровья женщин и детей, новые 

подходы к решению этих проблем, дух сотрудничества и теплые отношения, 

объединили эти события. 
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REPORT ON THE 30TH CONGRESS OF THE MWIA 

Kh. Kaladze, VP Central Europe 

Vienna, Austria 

July 28-31, 2016 

 

30th International Congress of MWIA: Generation Y. Challenges of the Future for 

Female Medical Doctors was held at the University of Vienna in Vienna, Austria, from July 

28- 31, 2016.  
The University of Vienna celebrated its 650th Anniversary in 2015. It is the oldest university in the 

German-speaking world and one of the oldest universities in Europe https://www.univie.ac.at/en/. With 175-

degree programs, 40 university continuing education and training programs and about 94,000 students, the 

University of Vienna is the largest and most diverse educational institution in Austria. 

586 medical doctors from 34 countries + 62 Austrian Medical Students (as members of 

the organization) have taken part in the congress. Georgian Medical Women’s Association was 

presented by 4 physicians.  

The opening ceremony was a combination of music and speeches and was well 

received by the attendees. President of MWIA, Prof. Kyung Ah Park, in traditional Korean 

dress, opened the congress with remarks from MWIA. Dr Edith Schratzberger-Vecsei, head of 

the organizing committee, then brought greetings from the Austrian Medical Women’s 

Association. This was followed by greetings from the Vice Rector for Research and 

Innovation at the Medical University of Vienna, Dr. M. Fritz. The keynote lecture was given 

by Dr. K. Gutierrez-Lobos who spoke on the Challenges for Generation Y. 

Then followed the Jhirad Oration Award Ceremony by the Association of Medical 

Women in India (AMWI) as sponsored for congresses for many years and is in honor of Dr. J. 

Jhirad. This year’s award recipient was Prof. Kyung Ah Park who spoke on violence against 

women. 

All National Coordinators (NCs) and National Presidents were invited for a briefing 

by the Secretary-General, Dr. Shelley Ross.  

The executive and committee chairs were introduced and the NCs and National 

Presidents then had the opportunity to ask questions, and the rights and responsibilities of all 

officers were discussed in detail. 

SCIENTIFIC PROGRAM OF THE CONGRESS: 

1. Generation Y 

2. Domestic Violence and Violence in the Elderly 

3. Socio-Economic Impacts on Health 

4. Hot Topics in Women’s Health 
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5. Psychiatry, Psychology and Neurology 

6. Medicine and Politics 

7. Leadership and Hierarchy 

8. Medicine and Gender 

9. Violence Against Women All Over the World 

10. Demographic Changes and Health 

11. Ethical Challenges 

12. Leadership, Career, Work-Life Balance 

13. Telemedicine and Social Media 

14. Challenges in Gynaecology 

15. Migration, Refugees and Homeless 

16. EWL (European Women’s Lobby): Generation Y and Feminism 

17. Miscellaneous 

The main theme of the world congress was Generation Y, its view on life and way of 

life – as women as well as female physicians. 

GENERATION Y – inter-generational exchange 

To Generation Y belong all people born between 1977 and 1998 – according to 

sociologists about 75 million individuals. They are supposed to be realistic, even optimistic. 

Generation Y has grown up with social media and the digitalization of the globalized world. 

Generation Y members are multi-taskers. It is a generation of high expectations but with 

probably less chances to live up to the standards of the previous generations – at least to 

material ones. 

Generation Y shapes its own future but - as every other generation did - also the future 

of previous as well as coming generations. They celebrate diversity. 

Generation Y follows Generation X and the Baby Boomers. How does that impact on 

their jobs, their private lives and their work-life-balance? 

It is very interesting how women of Generation Y are perceived by members of their 

own generation as well as by members of Generation X and the Baby Boomers. 

Medicine offers a wide range of possibilities as well as responsibilities for Generation 

Y among others, e.g. genetic engineering, reproductive medicine and assisted technologies. 

Middle-European facts on prevalence of physicians in the different generations: The 

Baby boomers (1946-64) hold 57% of physicians, Generation X (1965-1980) are 33% active 

physicians, and generation Y only 10%. 

However, there are not only the facts: there is also trans-generational transmission of 

images, attitudes, and finally of prejudices. There is perception, attribution and perhaps 
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confusion as well as communication blocks. 

Generation Y female physicians have special characteristics: 30% of female 

physicians are single, one third is without children, and those becoming mothers have their 

first pregnancy after 32 years. 

Generations depend on each other in complex ways. Exchanges are never one-way – if 

so, that would lead to dead ends. The gender-generation intersections and their bridging 

guarantee the sustainability for all generations concerned. Generation Y physicians are 

physicians for the previous generations – having learnt from them but nevertheless having 

their own ideas, attitudes and actions shaped by the social context of the end of the previous 

as well as of the beginning of 21st century. 

Mutual mentoring is THE challenge of the 21st century. We should aim at thinking 

outside the box, the inner-generational box, aiming at respectful mentoring. The development 

of creative approaches as e.g. mentoring after retirement is of great importance.  

In spite of generation differences, there are also similarities, basic concerns, basic 

hopes and fears of members of different generations. Sharing and building a better world 

together is what we should aim at – in female solidarity (MWIA). 

There is the tendency of “Feminization” of medicine. What does it mean? In which 

way does it materialize? Which challenges come with it, which advantages and which 

responsibilities are linked to it? And how will medicine change as well as female physicians 

lives. What will that mean for the work-life balance of female doctors? What for their 

reproductive lives, family lives, professional lives? 

The CARE aspect of medicine will become more pronounced, a special female 

challenge as well as responsibility taken over through centuries. 

Data e.g. for Austria show: 46% of all Austrian physicians are female, but only 30% 

of them work in specialties. 

Women's lives are determined by relationships, intra-generational as well as cross-

generational – women's ethics is relational ethics. That clearly impacts their lives as women, 

partners, mothers and daughters – as female physicians with taking over responsibilities 

especially in this regard – in so much medicine goes female. 

These were the questions and issues dealt with in the keynote lecture of the opening 

ceremony and in various issue groups as well as in a special session that was lead by young 

physicians. 

VIOLENCE: 

The predominant subject of analysis in this congress was violence in its various 

expressions: domestic violence and violence in the elderly, sexual and intimate partnership 
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violence, especially in pregnancy and after child-birth, violence in form of FMC as well as 

violence through bodily and psychologically harmful images of women. 

That may reflect women's situations in a world shaken by violence. The impact of 

violence on women's health is often underestimated, but an intense and often chronic 

experience in the various backgrounds in women's lives, especially for very young, for 

pregnant women, mothers, and the elderly, for women economically dependent on partners 

and families, in societies with problematic images of women and suppressed social roles. 

Women are vulnerable, as women as such in societies, which disadvantage women as 

women, as partners, as mothers, as family workers, as multi-taskers, as elderly, as less 

economic powerful. Nevertheless women feel (and are held) responsible for family and 

children. They have to take care of them, care for them. 

So one focus of the lectures was how to recognize victims, what best practice models 

could look like when we deal with victims, how to teach students and doctors to enable them 

to treat victims of all forms of violence.  

The common issue was to break the silence of violence against women. Presenters 

gave a broad insight into the health impacts of violence against women and the signs allowing 

detection as well as action. 

MWIA launched its training module on domestic and sexual violence at this congress. 

Another focus was the question what to do against violence against women in 

particular, which obviously is a worldwide problem. Talks and presentations presented 

women's activities against violence. 

ALSO OTHER IMPORTANT ISSUES WERE DISCUSSED AT THE 

CONGRESS: 

Demographic Changes and Health, Psychiatry, Neurology 

Generation Y will have to deal with a growing population of elderly which not only 

means many patients who are older but also parents, grandparents etc. to care for. There was a 

special session on various topics around that. Psychiatry and Neurology were the issues of 

another special session. Gender specific aspects of diseases like multiple sclerosis were 

addressed as well as various aspects of depression in different age groups. 

Images of Women 

Images of women were analyzed from self- image to acculturated images, from ideas 

to attitudes and actions against (problematic, harmful) images of women. There is an 

interdependence of images of women and their treatment in society. Images of the generations 

shape their exchange, their attitudes towards each other. 

Critical evaluation of stereotypes helps to eliminate prejudices and to produce better 
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mutual understanding. 

Female geriatrics has to fight with various myths about elderly women, e.g. their 

sexual lives, their possibilities, their expectations.  

This was also scientifically examined in various presentations of the congress. 

Recommendations for improvement were presented. 

Gender and Medicine 

Various aspects of Gender Medicine were addressed in a special session. MWIA has a 

long tradition in highlighting the importance of gender-based medicine. MWIAs president 

introduced a new online exchange platform on gender medicine, a lecture on how to 

implement gender medicine in a medical curricula gave inputs and various lectures dealt with 

specific issues concerning gender and medicine. 

Hot Topics for Women’s Health and Challenges in Gynecology 

• Hot topics in women's health were intensely addressed: 

• HPV-Immunization and its impact on women's health: the issue of effective prevention. 

• Health impact of female genital mutilation. 

• Contribution to Gender specific disease manifestation and coping: multiple sclerosis, 

depression, stroke, etc. issues of GENDER MEDICINE 

• Images of women in gynecology and their impact of gynecological treatment was 

analyzed - resulting in the question: However, do we still have to introduce gender 

medicine in our specialties, even into OB/GYN? 

• Contraception and the access to contraceptives as expression of reproductive autonomy 

was an issue as well as generation Y contraceptive behavior. 

• Reproductive medicine and society: challenges of women – from social egg freezing to 

donation of eggs and embryos, from career demands to exploitation of poor women 

(donations, surrogate motherhood) 

• Also marginalized groups, elderly as well as very young women were in focus of analysis. 

Medicine and Politics 

The feminist approach reminds us of the private is the political. The private life is 

intertwined with the political and vice versa. MWIA is in official relations with the UN, 

WHO, promotes and is interested in Women's Health Programs, presented e.g. that 

successfully established in Vienna. Feminism is still an issue – also in the 21st century, not 

having become outdated to date. 

The old feminist slogan: “our bodies – ourselves” is true as ever and was shown in its 

implications by various contributions. 

MWIA, since 100 years is building bridges between society and medicine, focusing on 
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women in medicine and gender equality, on gender medicine as well as on social positions of 

women. 

The European branch of MWIA is a member of EWL, currently strongly represented 

since 

EWL's president is the representative of MWIA. EWL has strong positions on how to 

prevent violence against women, on female leadership and on all the issues dealing with 

sexual and reproductive health. The Secretary General and the former president of EWL gave 

an interesting overview on the political implications of a feminist approach towards those 

topics. 
The European Women’s Lobby (EWL) was founded in 1990 to gather the collective feminist voice to 

work together at the European and national levels to achieve equality between women and men in all aspects of 

public and private life. MWIA was previously represented by Dr. Waltraud   Diekhaus, past Secretary General of 

MWIA, and in recent years by Dr. Edith Schratzberger- Vecsei, with Dr. Bettina Pfleiderer as her alternate. 

During the last triennium, Dr. Schratzberger-Vecsei has sat on the executive of the EWL and in 2016 has been 

elected as its President. 

Leadership and Hierarchy 

Leadership and hierarchy in the health-care systems and in academics was addressed 

and the problems of female physicians to succeed, the barriers they are confronted with and 

the actions which should be taken to promote female physicians` careers.  

A key note lecture on new forms of leadership introduced “servant leadership” as a 

very successful approach to leadership. Studies were reported which showed that this form of 

leadership is very common in female senior leaders. In the issue groups focusing on 

Generation Y it was discussed that this generation has a new approach to carriers and 

leadership. 

Medicine and Ethics 

The ethical is also the political and vice versa. Ethics is the critical analysis of morals 

in terms of the consequences of application of (enculturated) morals – this is necessary for all 

societal problems. Also we have to take care of the care-givers. Secondary traumatization of 

obstetricians by adverse events and lawsuits was an issue (because middle European obstetrics 

is more and more facing a shortage of obstetricians) as well as FGS and issues for healthcare 

practitioners and the challenges they face. But also care-givers at the end of life are those to 

be supported by intergenerational understanding. A special issue group dealt with all forms of 

'surrogacy motherhood'. After an introduction, which mentioned the differences between 

altruistic and commercial surrogacy motherhood there was a lively debate where the ethical 

problems coming along with all the forms of surrogacy motherhood were addressed. 
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Migration, Refugees, Displaced Persons 

In a globalized world, migration has become a challenge never faced to this extent 

before. 

Women are especially concerned – being vulnerable when they are very young, old, 

pregnant, having to take care of their children and their families. Migration as such is a bodily 

as well as psychologically as well as socially life-threatening and exhausting situation as is the 

continuing life as displaced persons. For the next generation of physicians this will definitely 

be a challenge, in particular the question how to guarantee a good medical treatment and once 

again violence against refugee women and girls will be an important issue. A special session 

on these issues showed best practice examples and tried to give some ideas on how to deal 

with these challenges. 

Poster Exhibition 

Very many interesting and methodologically as well as in terms of results provoking 

abstracts and posters were presented. Moreover, awards of EUR 500 each were awarded to 

four presenters in recognition of their outstanding work.  

The awardees were Dr. Onyinye Anyanwu, Dr. Nami Tanegashima, Dr. Zainab 

Mangondato-Dimakuta and Dr. Nikola Komlenac.  

Onyinye Anayanwu, The impact of mothers` perception of the Ogbanje 

Phenomenon on their health-seeking behaviors for their children. This poster was awarded 

because of its contribution to deal with unhealthful myths and to elucidate rational medical 

action. 

Nikola Komlenac, Gender differences in gender-stereotypical thinking among 

students of medical health care professionals. This poster was awarded because of the critical 

analysis of stereotypes with regard to gender – directly linked to the main subject of the 

congress. 

Zainab Mangondato-Dimakuta, Child marriage: knowledge, attitude and practices 

among Filipino-Muslim women married at 13-17 years of age in Lanao del Sur, Philippines. 

This poster was awarded because of the courageous taking on such an important problem and 

its exposing to the negative implications for the female children involved. The courageous and 

elaborated study was thought to deserve respect and support from MWIA especially. 

Nami Tanegashima, The thin ideal internalization in medical female students in 

Japan. This poster was awarded for the collection of a huge study population, for an excellent 

methodology, highly relevant results and the global interest of the subject. 
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ON THE LAST DAY OF THE CONGRESS THE GENERAL ASSEMBLY ELECTED 

THE FOLLOWING OFFICERS FOR THE TERM 2016-2019. 

 

President Bettina Pfleiderer, Germany 

Immediate Past President: Kyung Ah Park, Korea 

President-Elect: Clarissa Fabre, United Kingdom 

Secretary-General: Shelley Ross, Canada 

Treasurer: Gail Beck, Canada 

Vice-Presidents 

Northern Europe: Tuula Saarela, Finland 

Central Europe: Khatuna Kaladze, Georgia 

Southern Europe: Antonella Vezzani, Italy 

North America: Padmini Murthy, USA 

Latin America: Marta Maite Sevillano, Brazil 

Near East and Africa: Mabel Aboah, Ghana 

Central Asia: Piyanetr Sukhu, Thailand 

Western Pacific: Cissy Yu, Hong Kong 

 

Vice President for Central Europe became the representative of Georgia for the third time.   

In 2004 the Vice-President has become prof. Nino Zhvania, president of GMWA and in 

2013 prof. Khatuna Kaladze, NC of GMWA. This is really very important because Georgia has 

just a 17-year history in MWIA.  

MWIA 30th World Congress at Vienna was brilliant in meta-level thinking as well as 

in drawing a picture of women physicians of generation Y and their intergenerational 

interrelatedness - about our challenges in the future as doctors and as women in challenging 

contexts. MWIA 2016 encouraged the dialogue between the generations focusing on 

generation Y and its challenges as well as possibilities on a medical-scientific, a socio-

cultural, a feminist, a political and ethical (critical of moralizing approaches of various socio-

cultural contexts) basis with highly relevant take-home messages into all continents of our 

female world. 

Many attendees at Vienna2016 gather on the steps of the University of Vienna having 

made many new friends and rekindled old acquaintances! 

Sincere thanks to Dr. Edith Schratzberger-Vecsei, Dr. Iris Habitzel and their entire 

organizing committee for organizing such an excellent congress for the Medical Women’s 

International Association. 
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THE GENERAL ASSEMBLY 2016 ADOPTED THE FOLLOWING 

RESOLUTION 

ALL THE RESOLUTIONS BELOW WERE PASSED 

 

Resolution  No. 1.  Domestic   Violence    Resources. Proposed   by Germany. 

Seconded  by Australia and Brazil.  

Whereas domestic violence is a serious women’s health and societal problem, 

1. MWIA resolves that all countries develop an integrated service, available to all women 

affected by domestic violence, for immediate help. 

2. MWIA resolves that resources such as costs for cell/mobile phones, a hotline and social 

networking are made available and paid for by the state/government. 

2016: 1 Index Violence, see also Human Rights, see also Resource Allocation  

 

Resolution  No 2. Ketamine. Proposed  by Nigeria. Seconded  by Egypt. 

Whereas, the plan by the UN Commission on Narcotics to schedule (place on the 

restricted drug list) ketamine due to its use as a recreational drug, has been strongly advised 

against by the WHO. This has been supported by the World Medical Association (WMA) and the 

World Veterinary Association (WVA), because of its use for pain relief in surgery as well as it 

being the only injectible combined anesthetic and analgesic for animals, 

1. MWIA affirms the role of Ketamine as an anesthetic agent and an alternative drug for 

short term pain relief after surgery in resource poor settings. 

2. MWIA resolves that it rejects the scheduling of Ketamine because of the health, 

agricultural and economic implications, particularly in resource poor settings. 

2016: 2 Index Women’s Health see also Women in Development, Community Health  

 

Resolution  No 3. Cessation   of female genital mutilation. Proposed  by Executive 

Committee. 

Whereas the claim that FGM is a religious practice has not been substantiated, as there is 

no reference to any procedure altering female external genitalia in any religious books. Neither is 

FGM a harmless cultural/traditional practice. 

And whereas the WHO and UN consider Female Genital Alteration (FGA) in any form in 

the absence of medical indication a human rights violation. And whereas there is a suggestion to 

re-classify FGM into 5 categories rather than the internationally recognized 4 categories, (with the 

proposed 5th category including “nicking”, for which there is no clarity, is an added risk and 

simply an attempt to medicalize FGM). 

MWIA acknowledges that FGM is not a prescribed medical practice. 
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MWIA resolves: 

1. FGM has no medical benefit and is a human rights violation. 

2. Any form of FGM, including “category 5” of FGM, should never be practised. 

External Resolution 2016: Number 4 Index Human Rights, see also Women’s Health 
118 

 

Resolution No. 4. Secretary General/Treasurer. Proposed by Near East and African 

Regional Congress WHEREAS the MWIA Statutes and Bylaws state a term of office for other 

officers there is no explicit tenure for the Secretary General and Treasurer. There have been no 

detailed written job descriptions for any officer positions.  

It is proposed 

1. The maximum tenure of both the Secretary General and Treasurer is 2 terms of 3 years 

each 

2. Detailed job descriptions are written for all the officer posts within the next year 

3. The executive committee ensures continuity when the officer posts change 

Label: Internal Resolution 2016: 1 

 

Resolution  No. 5.  Violence against  Health workers. Proposed by Nigeria 

Whereas patient-initiated violence against health workers has serious health effects on the 

health workers and the community, MWIA resolves that health workers are entitled to work free 

from occupational stress and threat (in a safe environment, free from harassment, discrimination, 

violence, verbal and physical bullying). 

Label 2016: 5 Violence against Health Care Workers Index: Violence see also Women in 

Medicine 

 

Resolution No. 6 Health  workers and war. Proposed by Nigeria 

Whereas increasingly health workers are targeted in war, conflict situations and by other 

threatening behaviour, MWIA resolves to condemn all acts of conflict and other inappropriate 

behaviour, especially those that target healthcare workers.  

Label War and Torment, see also Health Care Workers 

 

Resolution No 7. Obesity and   malnutrition. Proposed by Near East and African Regional 

Congress whereas obesity in many nations is considered as a sign of well-being and 

affluence, it is a serious public health problem and a non-communicable disease which is 

increasingly being associated with morbidity and mortality. This has attendant negative effects on 

the economy. 

Developing nations have a double burden of malnutrition in rural areas and increasing 
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obesity in the urban areas. 

MWIA resolves that: 

1. Health care providers need capacity building including training to address the issues of 

obesity and malnutrition. 

2. The state/government provides resources so that healthcare providers are empowered to 

address these issues with a holistic approach making prevention the key issue.  

Label 2016: 7 Index: Non-communicable Disease, see also Community Health 

 

Resolution No. 8. Zika virus 

Whereas the WHO in February 2016 declared the Zika virus infection a public health 

emergency as it was linked to thousands of birth defects in Brazil. 

Whereas women in Zika virus affected countries are not guaranteed access to information 

on effective preventive measures 

MWIA Resolves that 

1. At risk females should be provided with adequate information on potential harm. 

2. Affected women are provided with sufficient public health preventative measures. 

3. Appropriate social support should be mobilized and provided for affected women and 

their 

children. 

2016: 8 Index Communicable Disease, see also Reproductive Health, Child Health 

 

Resolution No. 9. Refugees and asylum seekers 

Whereas the number of refugees and asylum seekers has increased dramatically in the last 

decade, with millions of displaced people including women and children, the resources of host 

countries are overwhelmed. Many of those in camps have no passport or proper documentation, so 

cannot be resettled. 

And whereas in some countries, Health Services and Education for these people are 

limited, often with no provision of safe obstetric care services, immunization for children, and no 

policing to protect those within the camps from rape and violence, 

MWIA Resolves to 

1. Advocate for the introduction of initiatives for work with Individual Governments, 

NGOs, and the UN to allow processing of refugees who are without proper and appropriate 

documentation. 

2. MWIA also resolves to encourage Aid Agencies, Health Care providers and Educators 

in individual countries to urgently provide basic health services, start schools and improve 

security for individuals in camps. 

2016: 9 Index Human Rights see also Primary Health Care/Prevention, War 
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Resolution No. 10. Vaccination/immunization. 

Whereas vaccination has become subject to rigorous scientific development, with 

assessment of safety and efficacy, the resourcing and equity of vaccination programs vary across 

the globe. 

Noting reported issues about vaccine hesitancy and even fake vaccines, promoted as safe 

to the public. 

Noting that sometimes vaccine information is used in an unorthodox manner for 

intelligence gathering thus compromising the safety of public health workers MWIA 

1. Supports that vaccines should continue to be subject to rigorous scientific development, 

with all necessary assessment of safety and efficacy 

2. Condemns the use of vaccination programs for any other purpose, be it research or 

experimentation that is not fully consented to by the individuals involved 

3. Condemns the use of vaccine data for intelligence gathering 

2016: 10 Index War and Conflict, see also Immunization 

 

Resolution No. 11. Surrogacy 

Whereas children should never be for sale, MWIA stands against commercial surrogacy, 

as this always involves the exploitation of women. 

MWIA resolves that Commercial surrogacy must be eliminated as it often involves 

racism, and the women who are most financially disadvantaged. 

This is in accordance with earlier resolutions e.g. 1992:12, 1992:2 and 2013:7 

2016: 11 Index Human rights, Women’s health, child health 

 

Resolution No. 12. Education. Proposed by South  Korea whereas the UN 2016 

Resolutions on Education emphasized the importance of inclusion in education of all women, girls 

and marginalized groups. 

And, whereas education of women is of benefit to themselves, their family and their 

communities, in particular improved health outcomes including survival and well-being of 

children, mental health, and paid employment opportunities, 

And, whereas domestic violence occurs across all socioeconomic groups, recent research 

shows that more education of women does reduce the incidence of domestic violence. 

MWIA resolves that: 

1. Equal educational opportunities including for science, technology, engineering and 

maths should be provided irrespective of age, gender and race. This includes for all women, girls 

and other marginalized groups. 

2. Everyone, especially women and girls, should have access to education without fear of 
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discrimination, abuse or violence. 

2016: 12 Index Education see also Adolescence, Human Rights, Mental Health, and 

Violence 

 

 

eqim qalTa saerTaSoriso asociaciis 30-e kongresis 

angariSi 

Taoba  Y – axali gamowvevebi eqimi qalebis momavlisTvis 

vena, avstria 

ivlisi 28-31 

 

eqim qalTa saerTaSoriso asociaciis 30-e kongresi Catarda venis 

universitetSi – 34 qveynidan 586 eqimis da 62 avstrieli studentis 

monawileobiT. saqarTvelodan seqas wevri 4 eqimi qalbatoni 

Rebulobda monawileobas. 

 kongresis Tema iyo Taoba Y, maTi azrovnebis da 

msoflmxedvelobis Taviseburebani. kongresis samecniero programa 

datvirTuli iyo 21-e saukunis medicinis umniSvnelovanesi sakiTxebiT. 

kongresis bolo dRes, generalur asambleaze arCeul iqna axali 

gamgeoba 2016-2019 wlebisTvis. prezidenti gaxda prof. betina 

pfleidereri, germaniidan. centraluri evropis vice-prezidentad meore 

vadiT airCies prof. xaTuna kalaZe (pirveli vada 20113-2016ww), 

saqarTvelodan. aRsaniSnavia, rom 2004-2007ww eqsa-s centraluri 

evropis vice-prezidenti iyo qarTveli eqimi, saqarTvelos eqim qalTa 

asociaciis prezidenti, prof. nino Jvania.  

generalur asambleaze miRebul iqna 12 axali rezolucia. 

did madlobas vuxdiT avstriis eqim qalTa asociaciis 

presidents, edit Svarcberger-vecseis, vice-prezidents – iris 

habitzels da kongresis organizatorebs araCveulebrivi Sexvedrebisa 

da Zalian mniSvnelovani da saintereso sesiebisTvis. 
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REPORT ON THE CENTRAL EUROPEAN REGIONAL CONGRESS OF MEDICAL 

WOMEN’S INTERNATIONAL ASSOCIATION «ACTUAL MEDICAL AND SOCIAL 

PROBLEMS IN THE FIELD OF HEALTH CARE OF WOMEN AND CHILDREN» 

Kh. Kaladze, N. Zhvania 

November 24-25 2016 

Moscow, Russia 

 

The Central European Regional Congress of Medical Women’s International 

Association «Actual Medical and Social Problems in the Field of Health Care of Women 

and Children» held in Moscow, Russia, 24-25 November 2016.  The Congress was hosted 

by newly established   Russian Medical Woman Association.  The Head of organizing 

committee, President of Russian Medical Woman Association Prof. Olga Goncharova as well 

as other members had prepared   the interesting event with rich program united the reputable 

and socially significant activities, addressed to the women and children health problems, the 

international cooperation of women doctors on this field  and the social program. 250 

participants from Germany, France, Great Britain, Japan and the other countries, including  

the President of MWIA, Secretary General of MWIA, President-elect of MWIA, VP Central 

Europe of MWIA have taken part in the congress, to share their experiences and knowledge 

with other guests. Georgia was presented by 5 members of Georgian Medical Women’s 

Association, among them 3 – prof. Nino Zhvania, President of GMWA, prof. Khatuna 

Kaladze, VP of Central Europe of MWIA and prof. Khatuna Koridze were the invited 

speakers. 

On 23rd of November 2016, before the Congress, delegates visited on guided tours at 

the Museum of the history of medicine and University Children's Clinical Hospital. 

The guests were welcomed by the head of the department of childhood diseases, clinic 

Director, Professor Natalia Geppe, the senior physician Ekaterina Pronina, Professor 

Nadezhda Podchernjaeva, and other employees of the Department and hospital. 

The day ended with the evening and night sightseeing tour around Moscow. 

Opening ceremony of the Congress held in the Pirogov Hall (Red Hall) of the I.M. 

Sechenov First Moscow State Medical University of the Ministry of Healthcare of the Russian 

Federation (1st MSMU) on 24 of November 2016. 

Welcome greetings was performed by: Deputy Minister of Health of the Russian 

Federation, Professor S.A. Kraevoy, Rector of I.M. Sechenov First Moscow State Medical 

University, Academician of the Russian Academy of Sciences, Professor P.V. Glybochko, 

President of Medical Women’s International Association, Professor Bettina Pfleiderer 
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(Germany), Secretary General of the Women’s International Association, Professor Shelley 

Ross (Canada), Vice-President of the Women’s International Association, VP Central Europe 

Prof. Khatuna Kaladze (Georgia), President of Georgian Medical Women’s Association, 

Professor Nino Zhvania (Georgia). 

The Congress combined medical, social and political blocks, offered a new approach 

to the program of the events.  

Scientific/practical achievements and   new technologies in solving the problems of 

women and children health of the participating countries, have been presented.   

In the frame of the congress, a discussion on social and health issues of gender, health 

problems of preserving the health of women and children has been held. 

Wide geography of delegates allowed implementing of an effective exchange of 

information and experience on the most actual problems dealt with medical women's 

organizations around the world. 

THE MAJOR «BLOCKS» OF THE SCIENTIFIC PROGRAM WERE: 

I. MEDICAL FIELD: 

«The Development of Public Health Organization» Block included the following topics: 

• Aspects of the development of primary medical care for women and children in Russia 

and other countries. 

• Aspects of the development of the system of disease prevention in Russian and other 

countries. 

• Public-Private Partnership in the field of health protection: domestic and foreign 

experience.  

• The role of private sector of health protection in health improvement of women and 

children in Russia.  

• Aspects of the development of the rehabilitation system of children in Russia and other 

countries. 

«Women's Health» Block: 

• Aspects of the development of organization of obstetric and gynecological care in Russia 

and other countries. 

• Topical problems of the treatment of gynecological disorders: domestic and foreign 

experience. 

• Modern diagnostic and therapeutic technologies in obstetrics. 

• Modern trends in contraception. 

• Prevention, diagnosis and treatment of mammary gland diseases. 

• Infertile marriage and reproductive health. 
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• Gender Specific researches in Medicine. 

«Children's Health» Block: 

• Topical problems of the prevention of frequent diseases in young children: domestic and 

foreign experience. 

• Aspects of health improvement of schoolchildren in educational institutions of Russia and 

other countries. 

• Rehabilitation of children with disabilities: domestic and foreign experience. 

• Modern diagnostic and therapeutic technologies in pediatrics. 

II. SOCIAL FIELD included the following blocks:  

• «Social   state of women and children in Russia and abroad». 

• «Legislation support for solving medical and social problems of motherhood and 

childhood»  

• «Health care professionals for elimination and prevention of sexual and domestic 

violence». 

III. «RUSSIAN FAR EAST» FIELD  

• Scientific and practical achievements of the scientists of the Far East of Russia (public 

health, sociology, politology., etc.). 

• «Far East programs»: assessment models of medical and social and economic efficacy of 

medical and social programs for the implementation in the territorial entities of the 

Russian Federation. 

• Modern information technologies of the Far East of Russia (programming design, Internet 

projects, etc.).  

IV. NATIONAL PROGRAMMES OF THE CONGRESS included: 

• «National Child Care Program» with the demonstration of video programs -supplement 

(Russian-English-French variants); «National Program «Schoolchildren's Health» 

(demonstration of health development technologies at the exhibition); 

• «The Model of the Development of Healthy Lifestyle of the Population by the example of 

Stupino district of the Moscow region » (video presentation of the work of the model) for 

the implementation in the territorial entities of Russia; «Joint Russian- Croatian Program 

for Prevention of Osseous System Diseases in Children and Adults» (demonstration of 

medical appliances at the exhibition); 

• «National Program for Prevention of dent facial dysfunctions in children» 

«National Program for Rehabilitation of Children with Consequences of Perinatal Central 

Nervous System Injuries»; 
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• Models of organization of disease prevention in Russia via Medical Prevention Centers 

and Health Centers and their Information Support «Software for Infant Nutrition of Young 

Children» etc. 

V. INTERNET- PROGRAMMES AND COMPUTER TECHNOLOGIES IN 

MEDICAL   

    AND SOCIAL FIELD  

• Internet project «Motherhood and Childhood»; 

• Software for the Nutrition of Young Children»; 

• National Register of Private Clinics of Russia»; 

• Computer Screening Technologies for Early Detection of Abnormal Development in 

Children». 

The 1st day of the congress ended with a Gala dinner at the Hotel Restaurant. 

WOMEN DOCTORS BRING CHANGES 

The second day’s event on November 25, Round Table held in the Council of 

Russian Federation. Theme of the discussion was – “The Possibilities of the International 

Cooperation in the Field of Health Care for Women and Children.” 

 “Women give birth to human beings on the Earth. But women doctors also perform 

delivery and contribute to saving the baby’s life. No mission in the world is more important 

than that of women doctors,” said Grigory Kuranov, State Duma Deputy. His words became 

the motto of the First All-Russian Forum held under name Health of Women And Children In 

The Russian Federation: Social And Health Aspects. 

On the 25th of November in the framework of the Forum in the Federation Council 

there was a round table devoted to international cooperation of government bodies and civil 

society organizations to improve health care maintaining for women and children.  

The representatives of the Medical Women's International Association, members of 

scientific and educational organizations and medical institutions and experts from Russia and 

Central Europe participated in it. 

"Only through joint efforts of the authorities and society we can achieve high results in 

the healthcare of women, children and humanity in general," - opened the meeting of the 

round table Deputy Chairperson of the Federation Council Galina Karelova. Galina Karelova, 

was the moderator of the forum. According to her opinion international cooperation of civil 

society organizations will contribute to finding new methods in solving social and health 

issues of women's and children's healthcare. She conveyed greetings from Valentina 

Matvienko, the Chairperson of the Federation Council, whose policy is mainly aimed at 

international cooperation and women's and children's health issues. During the round table its 
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participants shared experience, talked about their activity and offered cooperation to 

colleagues from other countries. Thus Lyudmila Kozlova, Deputy Chairperson of the 

Federation Council of the Social Policy Committee, noted in her speech the importance of 

healthy lifestyle and preventive health care in the modern medical activity area. She also said 

that the Russian law On Stimulation and Motivation for a Healthy Lifestyle is already under 

development. 

Olga Goncharova, President of Russian Medical Woman Association, said that today 

in Russia maternity schools revive, and while consultations an emphasis is laid on healthcare 

awareness campaign. She also reported about making Russian private health care facility 

register in order to prevent money chase from patients. MWIA representatives told about their 

various projects on women’s health, support of new parents, preventing violence against 

women and senior citizens, human trafficking, etc. Human genetics specialist Gabrielle Du 

Bous from Böblingen highlighted that Germany invests more and more money into 

healthcare, drawing attention on obstetrics and gynecology. 

The topics of discussion were not only dedicated to healthcare. It turned out that while 

Russia has 69% level of female participation in medical system, Canada has only 40%. 

However, MWIA General Secretary Dr. Shelley Ross says that nowadays 50% of Canadian 

medical students are girls. MWIA tries to involve as many women to the profession as 

possible and also tries to engage them in NGOs. 

Women-doctors not only strive to cure people, but also prevent some possible diseases 

and solve different problems in healthcare systems. Being sensitive, they want to make world 

the better place, to make all children smile and to support all the new mothers. Bettina 

Pfleiderer, MWIA president supposes that “it is really important for women to keep and 

spread the healthcare values”.  

Prof. Khatuna Kaladze, Vice-President of MWIA called women-doctors “ambassadors 

of change” as she is sure, that they are the people who can solve individual and global 

problems. She calls on all women doctors to take part in projects to protect children, improve 

patient-doctor relations, fight against obesity and many others. She also draws attention to the 

reverse side of the profession: the doctors themselves need protection and assistance. For 

example, it is necessary to combat sexual harassment, which is aimed at both female doctors 

and medical students. The overall goal of Prof. Khatuna Kaladze sees the establishment of 

effective cooperation of women in medicine. "We call on all women doctors to help improve 

the health care system," she said. 

Prof. Nino Zhvania, president of the Georgian Medical Women’s Association started 

with a story about the history of organization. Georgia   was the first among the Former 
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Soviet country in which, the Medical Women’s Association was established in 1999. During 

this time, two international congresses of Medical Women’s International Association were 

held in Tbilisi and Batumi in 2006 and 2012. The Association performs scientific practical 

conferences in different part of Georgia, carries out educational activities. The book “Woman 

Always Healthy and  Young " has been prepared by her forces, with articles concerning signs 

and prevention all basic common diseases, that affect  women.  GMWA regularly publishes 

the  International Scientific Journal “ Actual Topics on Women’s Health”, whose editor-in-

chief is Nino Zhvania by herself. D. Larisa Skuratovskaia, the member of Russian Medical 

Women’s Association is deputy of Editor in Chief of Journal Editorial board. At the end of 

her speech, Nino Zhvania made an official offer to Olga Viktorovna Goncharova to join the 

Editorial Board of the Journal. 

Delegates from Germany, Great Britain, France, Canada, Japan, Nigeria, Georgia, 

Kazakhstan, as well as representatives of 29 Russian regions took part in the 

discussion. Dialogue, which aims to preserve the health   of women and children, according to 

Galina Karelova, contributes to strengthening  relations between countries. The round table 

summarized the results of the International Regional Congress of MWIA. 

The congress themes and topics were very interesting for all the members of the 

MWIA and all congress participants. 

It showed that we can exchange our opinions, views, experience and we can make a 

valuable contribution to the health and life of women and children all over the world. 

With a large number of participants, congress “Actual medical and social problems in 

the field of health care of women and children” has been a memorable, and educational event. 

We hope that this conference will help doctors with different specialties better 

understand the actuality of existing problems in this field and also to find ways and means of 

solving them. I’d like to show my gratitude to Olga Goncharova, the President of the Russian 

Medical Women’s Association for performing much work and thank Russian doctors for such 

activity.  
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eqim qalTa saerTaSoriso asociaciis centraluri evropis 

regionuli kongresis «qalisa da bavSvis janmrTelobis 

aqtualuri samedicino da socialuri sakiTxebi» 

angariSi 

x. kalaZe, n, Jvania 

24-25 noemberi, 2016w 

moskovi, ruseTi 

 

2016w 24-25 noembers  moskovSi Catarada eqim qalTa 

saerTaSoriso asociaciis (eqsa) centraluri evropis regionuli 

kongresi da pirveli sruliad ruseTis forumi, romelic mieZRvna 

qalTa da bavSvTa janmrTelobis  sakiTxebs. kongresi organizebuli 

iyo  axlad daarsebuli  sazogadoebrivi organizaciis "ruseTis eqim 

qalTa kavSiri"-s mier. 

saorganizaciis komitetis Tavmjdomarem, ruseTis eqim qalTa 

kavSiris prezidentma  profesor olga gonCarovam, da saorganizacio 

komitetis sxva wevrebma, moawyes   saintereso RonisZieba, romelic  

moicavda rogorc samecniero da praqtikul angariSebs qalTa da 

bavSvTa  janmrTelobis sakiTxebze, eqim qalTa  saerTaSoriso 

TanamSromlobaze am sferoSi,  aseve saintereso da mravalferovan 

socialuri programas.  

kongresSi monawileobdnen ruseTis, germaniis, safrangeTis, didi 

britaneTis, iaponiis da sxva qveynebis 250 warmomadgeneli, maT Soris  

eqsa prezidenti  profesori. betina fleideri(germania), eqsas 

generaluri mdivani eqimi Seli rosi (kanada), eqsas centraluri 

ebropis vice-prezidenti – xaTuna kalaZe, eqsas momavali arCeuli 

prezidenti klarisa feiberi (didi britaneti). 

saqarTvelodan kongress eswrebodnen saqarTvelos eqim qalTa 

asociaciis 5 wevri, maT Soris – saqarTvelos eqim qalTa  asociaciis 

prezidenti,  prof. nino Jvania, eqsas centraluri evropis vice 

prezidenti  prof. xaTuna kalaZe da seqas wevri, prof. xaTuna qoriZe  

kongresze warsdgnen  samecniero  moxsenebebiT. 

kongresis gaxsnis ceremoniali Sedga 2016 wlis 24 noembers i. m. 

seCenovis sax. moskovis pirveli samedicino universitetis pirogovis 

darbazSi (wiTeli darbazi). kongresis devizi iyo  ruseTis 
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saxelmwifo dumas  deputatis grigori kuranovis sityvebi "qali 

sicocxles aZlevs adamians dedamiwaze,  eqimi qali  Rebulobs am 

sicicxles da  exmareba  mis gadarCenas da SenarCunebas. kacobriobas 

ar gaaCnia am misiaze ufro mniSvnelovani misia!" 

misasalmebeli sityviT gamovidnen: ruseTis federaciis 

jandacvis ministris moadgile, profesori s.a. kraevoi, moskovis i.m. 

seCenovis sax.pirveli  saxelmwifo samedicino universitetis  reqtori,  

ruseTis mecnierebaTa akademiis akademikosi, profesori p.v. gliboCko, 

eqsas prezidenti profesori betina fleideri (germania), eqsas 

generaluri mdivani  eqimi Seli rosi(kanada), eqsas centraluri 

evropis vice-prezidenti profesori xaTuna kalaZe (saqarTvelo), 

saqarTvelos eqim qalTa asociaciis  prezidenti profesori nino 

Jvania (saqarTvelo). 

kongresze  gaerTianebuli iyo  samedicino, socialuri da 

politikuri blokebi. kongresis farglebSi gaimarTa diskusia qalTa 

da bavSvTa janmrTelobis  sakiTxebze    sxvadasxva qveynebSi. 

delegatebis  farTo  geografiam  misca monawileebs saSualeba, 

efeqturad gaecvlaT erTmaneTs Soris informacia da   gamocdileba.  

bloki "sazogadoebrivi jandacvis organizaciis 

ganviTareba" moicavda Semdeg Temebs: 

• qalebisa da bavSvebis pirveladi jandacvis ganviTarebis 

aspeqtebi ruseTsa da sxva qveynebSi. 

• daavadebaTa prevenciis ganviTarebis aspeqtebi ruseTSi da sxva 

qveynebSi. 

• sazogadoebrivi da kerZo organizaciebis partnioroba jandacvis 

sferoSi: adgilobrivi  da ucxouri gamocdileba. 

• kerZo seqtoris roli qalTa da bavSvTa janmrTelobis dacvaSi 

ruseTSi. 

• bavSvTa reabilitaciis aspeqtebi ruseTsa da sxva qveynebSi. 

 

bloki  "qalTa janmrTeloba" moicavda Semdeg sakiTxebs: 

• sameano da ginekologiuri daxmarebis  aspeqtebi ruseTsa da sxva 

qveynebSi. 
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• ginekologiuri daavadebebis mkurnalobis aqtualuri problemebi:  

adgilobrivi  da ucxouri gamocdileba. 

• Tanamedrove diagnostikuri da Terapiuli teqnologiebi sameano  

praqtikaSi. 

• Tanamedrove  tendenciebi kontracefciaSi. 

• ZuZus daavadebebis prevencia, diagnostika da mkurnaloba. 

• unayofo qorwineba da reproduqciuli janmrTeloba. 

• genderuli kvlevebi medicinaSi. 

 

bloki "bavSvTa janmrTeloba" moicavda Semdeg 

sakiTxebs: 

• xSiri daavadebebis prevenciis aqtualuri problemebi bavSvebSi: 

adgilobrivi  da ucxouri gamocdileba. 

• skolis moswavleebis janmrTelobis gaumjobesebis aspeqtebi 

ruseTsa da sxva qveynebSi  

• SezRuduli SesaZleblobebis mqone bavSvebis reabilitacia: 

adgilobrivi da ucxouri gamocdileba. 

• Tanamedrove diagnostikuri da Terapiuli teqnologiebi 

pediatriaSi. 

 

socialur sakiTxebze warmodgenili iyo Semdegi 

angariSebi: 

• qalTa da bavSvTa socialuri mdgomareoba ruseTSi da 

sazRvargareT. 

• dedaTa da bavSvTa samedicino da socialuri problemebis 

gadaWris sakanonmdeblo mxardaWera 

• jandacvis profesionalebi seqsualuri da ojaxuri Zaladobis 

aRmofxvras da Tavidan acilebis saqmeSi.   

 

ruseTis Soreuli aRmosavleTis bloki moicavda 

kiTxvebs: 

112



• Soreuli aRmosavleTis mecnierebis samecniero da praqtikuli 

miRwevebi (sazogadoebrivi jandacva, sociologia, politologia 

da sxv.). 

• Soreuli aRmosavleTis programebi -  socialuri programebis 

samedicino da ekonomikuri efeqturobis Sefaseba, maTi  ruseTis 

federaciis teritoriuli erTeulebSi danergvis  mizniT. 

• Soreuli aRmosavleTis Tanamedrove sainformacio teqnologiebi 

(programireba, interneti proeqtebi da a.S.). 

 

kongresis erovnuli programebi moicavda sakiTxebs: 

• "bavSvis movlis erovnuli programa" rusul inglisuri  video-

versiebis demonstrirebiT; 

• erovnuli programa" moswavleTa janmrTeloba "(jandacvis 

teqnologiebis demonstrireba gamofenaze); 

• "ruseTis federaciis stupinos raionis jandacvis ganviTarebis 

modeli; bavSvTa da mozardebSi Zvlovani daavadebis prevenciis 

erToblivi rusuli-xorvatuli programis video prezentacia  

• "yba saxis disfunqciebis  prevenciis erovnuli programa 

bavSvebSi" 

• "centraluri nervuli sistemis perinataluri travmis mqone   

bavSvTa reabilitaciis erovnuli programa"; 

• bavSvTa janmrTelobis prevenciisa da  dacvis modeli ruseTis 

samkurnalo  profilaqtikur centrebSi da  „ ZuZuTi kvebis " 

programis sainformacio  mxardaWera. 

kongresze aseve warmodgenili iyo  dedaTa da bavSvTa dacvis 

internet proeqtebi; bavSvTa anomaluri  ganviTarebis adreuli  

skriningis kompiuteruli  teqnologiebi da a.S. 

25 noembers kongresis farglebSi ruseTis federaciis 

saxelmwifo dumaSi  gaimarTa mrgvali magida, romelic mieZRvna  

saxelmwifo organoebis da arasamTavrobo organizaciebis 

saerTaSoriso TanamSromlobas  qalTa da bavSvTa janmrTelobis 

gaumjobesebis sakiTxebSi.  diskusiis Tema iyo "qalTa da bavSvTa 

janmrTelobis sferoSi saerTaSoriso TanamSromlobis 

SesaZleblobebi." 
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mrgval magidaSi monawileobdnen eqsas warmomadgenlebi, 

samecniero,  saganmanaTleblo da  samedicino organizaciebis 

warmomadgenlebi, eqspertebi ruseTidan da centraluri evropidan . 

mrgvali magidis moderatori iyo  ruseTis federaciis dumis  

Tavmjdomaris moadgile galina karelova. man gadasca mrgvali magidis 

monawileebs ruseTis federaciis dumis Tavmjdomaris, valentina 

matvienkos milocva  da aRniSna, rom Sexvedris ZiriTadi mizani  iyo 

saerTaSoriso TanamSromloba qalTa da  bavSvTa janmrTelobis 

sferoSi "mxolod xelisuflebisa da sazogadoebis erToblivi 

ZalisxmeviT SevZlebT maRali Sedegebis miRwevas, qalTa, bavSvTa da 

kacobriobis janmrTelobaSi – ganacxada g. karelovam. 

saqarTvelos warmomadgenlebidan moxsenebebiT gamovidnen eqsas 

vice-prezidenti profesori xaTuna kalaZe. man eqim qalebs uwoda   

"cvlilebis despanebi", radgan  maT SeuZliaT individualuri da 

globaluri problemebis mogvareba. man mouwoda eqim qalebs efeqturi 

TanamSromlobisken  medicinaSi. "Cven movuwodebT yvela eqim qals, 

raTa daexmaron jandacvis sistemis gaumjobesebas". man aseve mouwoda 

eqim qalebs, izrunon bavSvebze, pacientsa da eqims Soris urTierTobis 

gaumjobesebaze, ibrZolon simsuqnisa da sxva problemebis winaaRmdeg. 

amave dros xaTuna kalaZem ganacxada, rom eqimebs dacva da daxmareba 

sWirdebaT. aucilebelia brZola seqsualuri Zaladobis  winaaRmdeg, 

romelic mimarTulia eqimi qalebis da medikosi qali studentebis 

winaaRmdeg. 

saqarTvelos eqim  qalTa  asociaciis prezidentma, profesor 

nino Jvaniam isaubra organizaciis istoriis Sesaxeb.  saqarTvelo 

pirveli iyo sabWoTa kavSiris yofil respublikebs  Soris, sadac 1999 

wels Seiqmna eqim qalTaa asociacia. am periodSi asociaciam  moawyo 

eqsas ori saerTaSoriso kongresi: TbilisSi 2006 wels da baTumSi – 

2012 wels. 

asociacia xSirad atarebs samecniero da praqtikul 

konferenciebs saqarTvelos sxvadasxva kuTxeSi, axorcielebs 

saganmanaTleblo saqmianobas. asociaciis wevrebma gamoaqveynes wigni 

"qali mudam janmrTeli da axalgazrda", romelic Seicavs statiebs 

qalebSi xSirad gavrcelebuli daavadebebis mizezebis, klinikur 
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simptomebis da prevenciis Sesaxeb. saqarTvelos eqim qalTa  asociacia 

regularulad  gamoscems  saerTaSoriso samecniero Jurnals "qalTa 

janmrTelobis aqtualuri sakiTxebi", romlis mTavari  redaqtoria 

nino Jvania. ruseTis eqim qalTa  kavSiris wevri larisa skuratovskaia, 

aris  Jurnalis redaqtoris moadgile. Tavis gamosvlaSi nino Jvaniam 

oficialuri winadadeba misca olga  gonCarovas, gamxdariyo  

Jurnalis saredaqcio kolegiis wevri. moxsenebebis ganxilvaSi 

monawileoba miiRes safrangeTis, kanadis, iaponiis, nigeriis, 

saqarTvelos, yazaxeTis da  ruseTis 29 regionebis warmomadgenlebma. 

kongresi dauviwyari, saintereso, saganmanaTleblo RonisZieba 

gaxda misi monawileebisTvis. man aCvena, rom Cven SegviZlia SevcvaloT 

mosazrebebi, gamocdileba, viTanamSromloT da amiT SevitanoT 

mniSvnelovani wvlili qalTa da bavSvTa janmrTelobaSi mTels 

msoflioSi. 

kongresis kulturuli programa moicavda eqskursiebs 

samedicino universitetis istoriis muzeumsa da universitetis bavSvTa 

klinikur saavadmyofoSi, moskovis Ramis turs, Tbil Sexvedrebs 

kafeebsa da restornebSi, gala sadils sastumros restoraSi. 

gvsurs, madloba gadavuxadoT ruseTis eqim qalTa kavSiris 

prezidents olga gonCarovas da saorganizacio komitetis sxva 

wevrebs, am seriozuli da saintereso RonisZiebis organizebisTvis.   
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ОТЧЕТ О РЕГИОНАЛЬНОМ КОНГРЕССЕ ЦЕНТРАЛЬНОЕ ЕВРОПЫ 

“АКТУАЛЬНЫЕ МЕДИЦИНСКИЕ И СОЦИАЛЬНЫЕ ПРОБЛЕМЫ В 

ОБЛАСТИ ЗДРАВООХРАНЕНИЯ ЖЕНЩИН И ДЕТЕЙ  

Х. Каладзе, Н. Жвания 

Ноябрь 24-25б 2016 

Москва, Россия 

 

24-25 ноября 2016  года в Москве проходил Центрально-Европейском 

региональный  конгресс МАВЖ и Первый Всероссийский Форум, посвященный 

вопросам  здравоохранения женщин и детей. 

Конгресс был организован недавно созданной Общероссийской 

Общественнной организацией  «Союз женщин-врачей России». Заведующая  

организационным комитетом, президент «Союза женщин-врачей России» Проф. Ольга 

Гончарова, и  его другие члены организовали интересное мероприятие, которое 

включало научные и практические доклады о  проблемах здоровья женщин и детей, 

международном сотрудничестве врачей женщин в этой области,  а также интересную  

насыщенную  социальную программу. В  конгрессе приняли участие 250 

представителей  из  России, Германии, Франции, Великобритании, Японии и других 

стран, в том числе президент МАВЖ проф. Беттина Пфлейдер (Германия) , 

генеральный секретарь МАВЖ д-р Шелли Росс (Канада), Вице-Президент Центральной 

Европы МАВЖ Хатуна Каладзе (Грузия),  избранный президент МАВЖ д-р Кларисса 

Фабре.  

Грузию на конгрессе представляли  5 представителей,  среди них - проф. Нино 

Жвания- президент Ассоциации Врачей женщин Грузии, проф. Хатуна Каладзе- вице-

президент Центральной Европы МАВЖ и проф. Хатуна Коридзе, член Ассоциации 

Врачей женщин Грузии – выступили с научными докладами.  

Церемония открытия Конгресса состоялась 24 ноября 2016 года в зале 

Пирогова (Красный зал) первого Московского государственного медицинского 

университета им. И.М. Сеченова Министерства здравоохранения Российской 

Федерации (1-й МСМУ). Девизом конгресса стали слова депутата Госдумы Российской 

Федерации  Григория Куранова «Женщина дает жизнь человеку  на Земле. А женщина-

врач еще и принимает и сохраняет  эту жизнь. И нет выше миссии человечества, чем та, 

которую несут женщины врачи».  

С приветственными  речами  выступили: заместитель министра 

здравоохранения Российской Фе дерации, профессор С. А. Краевой, ректор Первого 

116



Московского государственного медицинского университета им. И.М. Сеченова, 

академик РАН, профессор. Глыбочко, П.В. президент МАВЖ профессор Беттина 

Пфлейдер (Германия), генеральный секретарь МАВЖ д-р  Шелли Росс (Канада), вице-

президент Центральной Европы  МАВЖ , профессор  Хатуна Каладзе (Грузия), 

президент Ассоциации врачей женщин Грузии, профессор Нино Жвания (Грузия). 

Конгресс объединил медицинские, социальные и политические блоки. В рамках 

конгресса была проведена дискуссия по вопросам здравоохранения женщин и детей  в 

разных странах. 

Широкая география делегатов позволила осуществить эффективный обмен 

информацией и опытом в между участниками. 

Блок «Развитие организации здравоохранения» включил следующие 

темы: 

• Аспекты развития первичной медицинской помощи для женщин и детей в 

России и других странах. 

• Аспекты развития профилактики заболеваний в России и других странах. 

• Партнерство Государственных и-частных организаций в области охраны 

здоровья: отечественный и зарубежный опыт. 

• Роль частного сектора в здравоохранении женщин и детей в России. 

• Аспекты реабилитации детей в России и других странах.  

Блок «Женское здоровье»: 

• Аспекты развития акушерской и гинекологической помощи в России и других 

странах. 

• Актуальные проблемы лечения гинекологических нарушений: отечественный и 

зарубежный опыт. 

• Современные диагностические и терапевтические технологии в акушерстве. 

• Современные тенденции в области контрацепции. 

• Профилактика, диагностика и лечение заболеваний молочной железы. 

• Бесплодный брак и репродуктивное здоровье. 

• Гендерные исследования в медицине. 

Блок «Детское здоровье» включал вопросы: 

• Актуальные проблемы профилактики частых заболеваний у маленьких детей: 

отечественный  и зарубежный опыт. 

• Аспекты оздоровления школьников в учебных заведениях России и других 

стран. 
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• Реабилитация детей-инвалидов: отечественный и зарубежный опыт. 

• Современные диагностические и терапевтические технологии в педиатрии. 

По социальным вопросам были представлены доклады: 

• «Социальный статус женщин и детей в России и за рубежом». 

• «Законодательная поддержка для решения медицинских и социальных проблем 

материнства и детства» 

• «Специалисты здравоохранения для устранения и предотвращения сексуального 

и домашнего насилия».  

Блок Российского  Дальнего  Востока включал вопросы: 

• Научно -практические достижения ученых Дальнего Востока России 

(здравоохранение, социология, политология и т. Д.). 

• «Дальневосточные программы» - Оценка медицинской и экономической 

эффективности  социальных  программ для их реализации в территориальных 

образованях  Российской Федерации. 

• Современные информационные технологии Дальнего Востока России 

(программирование, интернет-проекты и т. Д.). 

Национальная программа конгресса включали вопросы: 

• «Национальная программа по уходу за детьми» с демонстрацией русско-

английских видео версий;  

• «Национальная программа « Здоровье школьников »(демонстрация технологий 

развития здоровья на выставке); 

• «Модель развития здоровья Ступинского района Российской Федерации; видео 

презентация «Совместной  российско-хорватской  программы по профилактике 

заболеваний  костной системы  у детей и взрослых» • «Национальная 

программа профилактики  челюстно лицевых дисфункций у детей» 

• «Национальная программа реабилитации детей с последствиями перинатальной 

травмы центральной нервной системы»; 

• Модель организации  профилактики и здравоохранения  детского здоровья в 

России через лечебно-профилактические центры  и их информационная 

поддержка «Программное обеспечение для  детского грудного вскармливания»  

На конгрессе также были представлены  интернет проекты по защите матерей и детей;  

Технологии компьютерного скрининга для раннего выявления аномального развития у 

детей  и др. 
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Конгресс стал незабываемым, интересным, образовательным 

мероприятием  для  его многочисленных участников. Он показал, что мы можем 

обмениваться мнениями, опытом, можем сотрудничать и таким образом можем внести 

ценный вклад в здоровье и жизнь женщин и детей во всем мире. Культурная программа 

Конгресса включала экскурсии в Музей истории Медицинского университета и 

Университетскую детскую клиническую больницу, вечернюю экскурсию по Москве, 

теплые встречи в кафе и ресторанах, гала-ужин в ресторане отеля. 

Хотим выразить свою признательность Ольге Гончаровой,  Президенту 

Российского Союза женщин врачей и другим членам организационного комитета за 

большую работу по организации этого серьезного мероприятия.  
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100 YEARS OF MEDICAL WOMEN: THE PAST, PRESENT & FUTURE 

MEDICAL WOMEN’S FEDERATION’S CENTENARY CELEBRATIONS 

MAY 10-12, 2017 

LONDON, UK 

Kh. Kaladze, N. Zhvania 

 

Centennial Meeting of Medical Women’s Federation’s held in London May 10-12, 

2017. The MWIA executive was in attendance.  The conference was entitled: 100 Years of 

Medical Women - Past, Present & Future. It was an excellent program, linking the past with 

the present and looking into the future.  

The 1st day of the Centenary Celebration held in the   EGA Gallery, UNISON Centre. 

The Unison Centre – the former Elizabeth Garrett Anderson Hospital, forms a significant 

element of the Unison Centre, headquarters of Europe’s largest public sector union. A Grade 

II listed late-Victorian building, has been refurbished and adapted for its new use under the 

direction of Donald Insall Associates. 

Exclusive use of The Elizabeth Garrett Anderson Gallery: the Gallery tells the story of 

the first woman to practice as a doctor in Britain, setting her struggle in the context of 19th 

and 20th century social and political history. 

The former Hospital for Women stands prominently at the junction of Euston Road 

with Churchway, and was built in 1889-90 for the treatment of female patients by women 

doctors and nursing staff. The gallery has all the latest technology with interactive displays, 

accessible for use by the disabled. There is a quiet corner with books by and about medical 

women and social reformers, which you can read during your visit. 

THE FOLLOWING SPEAKERS PERFORMED THE PRESENTATIONS: 

Dr Jennian Geddes, Former Reader in Clinical Neuropathology at Queen Mary 

University of London, and Hon. Consultant Neuropathologist at the Royal London Hospital 

took early retirement from medicine and now carries out research related to the careers of 

early women doctors. She is past President of the History of Medicine Section at the RSM. 

Prof Wendy Diane Savage is a British gynecologist & advocate and campaigner of 

women’s rights in childbirth and fertility. Dr Savage read medicine at Girton College, 

Cambridge. She was the first woman consultant to be appointed in obstetrics and gynaecology 

at The London Hospital. She has worked across the world. In New Zealand she set up an 

abortion service before the law was liberalised. She was an elected member of the General 

Medical Council for more than 16 years. She was shortlisted for the BMJ Group Lifetime 

Achievement Award in 2009. 
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The 2nd day of the Centennial Conference was held in the British Medical Association 

(BMA House). 

Steeped in history and architectural beauty, BMA House in Tavistock Square has been 

home to the headquarters of the British Medical Association since 1925. The magnificent 

Grade II listed building was designed in 1911 by Sir Edwin Lutyens and makes an impressive 

setting for corporate events and special occasions. 

The theme of the morning session was: Medical Women: “Putting yourself 

forward, exploring leadership”. 

The Topics: 

• Challenges women leaders face. 

• Co-coaching - Time to Think method. 

• London Women’s Leadership Network. 

• Savings and investments 

• Planning for your retirement 

• Know your employee benefits 

• Safeguarding your future - were presented by listed speakers: 

Dr Clare Gerada, MWF Honorary Secretary, Dr Farah Jameel, Chair of Camden LMC, 

Prof Parveen Kumar, MWF President, Prof Sheona Macleod, Postgraduate Dean of East 

Midlands Education Healthcare Workforce Deanery, Dr Anthea Mowat, Chair of BMA 

Representative Body, Vijaya Nath, Director of Leadership Development, Leadership 

Foundation for Higher Education, Dr Philippa Whitford, Consultant Breast Surgeon. 

Launch Event in the Royal Society of Medicine (RSM) on the Thursday evening, May 

11th. 

The executive was able to participate in many of the events starting with the launch at 

the Royal Society of Medicine (RSM)  

The theme was Global Health and the guest of honor was Anne, the Princess 

Royal, who is the Patron of Save the Children.  

The keynote speakers that night were Lord Nigel Crisp of the NHS and Professor 

Lesley Regan, only the second female head of the Royal College of Obstetrics and 

Gynecology in its long history, Professor Parveen Kumar MWF President and Mr B Sethia, 

RSM President 

After the meeting HRH Princess Anne met several guests in the Atrium. 

Day 3rd, May 12 

The Great Hall of the British Medical Association (BMA House) was the venue for 

the final day - main conference, entitled 100 Years of Medical Women Past  Present and 
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Future. It was a day full of excellent speakers on topics covering all eras and speaking of a 

bright future for women in medicine as we move into the next 100 years.  

Themes and Topics of the event: 

• A Century of Struggle: Women advancing in the medical profession 

• Women and medicine: the future 

• 21st century genetic medicine – hope or hype? 

• The brain in addiction – is it different? 

• Why the Women’s Equality Party adopted a 7th objective: Equal Health 

• The adolescent brain 

• Wicked women and the science of sympathy 

• Awards Presentations and Closing Ceremony 

Speakers: 

Prof Sarah Jayne Blakemore, Prof of Cognitive Neuroscience at the Institute of 

Cognitive Neuroscience, University College London; President-Elect Prof Anthony Costello, 

Director of the Department of Maternal, Child and Adolescent Health at World Health 

Organisation; Baroness Ilora Finlay, Prof of Palliative Medicine, University of Cardiff; Dr 

Lesley Hall, Archivist and Historian, Prof Parveen Kumar, MWF President Prof Anne 

Lingford-Hughes, Professor of Addiction Biology at Imperial College Prof Neena Modi, 

Professor of Neonatal Medicine Imperial College London Prof Nazneen Rahman, Head of the 

Division of Genetics and Epidemiology at The Institute of Cancer Research; Dr Fiona 

Subotsky, MWF Past President & Joint Honorary Archivist; Sophie Walker, Leader of UK 

Women’s Equality Party. 

There was an interesting discussion about a role of the woman in medicine of the 

future, about possibilities of new generation to make changes, about new technologies in 

medicine 

Baroness Ilora Finlay, Professor of Palliative Medicine at the University of Cardiff in 

Wales invited us to the House of Lords for HOL Centenary Dinner on the Friday evening.  

The guest of honor was the Duchess of Gloucester, who delighted the attendees with 

a personal word to all, moving from table to table during the evening.  

Day 4th, May 13 

At the Royal College of Surgeons on the Saturday, May 13, Dr. Tuula Saarela, Vice 

President for the Northern European Region, held a business meeting for members.  

A MWIA Networking Meeting followed this meeting. This gave MWIA an 

opportunity to inform members of the work of MWIA and selected presenters from various 

regions then spoke of projects in their areas. The meeting was well received.The MWIA 
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network meeting was organized by MWIA President-elect Dr. Clarissa Fabre and the VP 

Northern Europe Dr.Tuula Saarela. Many of our MWIA members who participated at MWF’s 

centennial meeting took the opportunity to attend the networking meeting.  

The MWIA executive met in London for 2 days. We were able to move forward on 

many important issues: 

• Timelines for drafting and approving Resolutions were agreed upon and are available 

online now: http://mwia.net/about/resolutions/ 

• A MWIA members guide to General assemblies including voting for Executive positions 

and Resolutions can be also found under the same link. This would have not been possible 

without the hard work of the MWIA Ethics & Resolution committee chaired by Dr. Helen 

Goodyear. 

• The MWIA congress organization manual was overhauled completely by a working group 

chaired by Secretary General Dr. Shelley Ross. 

• The MWIA survey had been completed with about 1150 responses.  

• The charitable status of MWIA was discussed and the MWIA treasurer, Dr. Gail Beck, 

and the MWIA president looked into the tax rules and spoke with treasurers of other 

international working organizations. Taking all information into account, it became clear 

that MWIA will not qualify for charitable status. 

• The MWIA Scientific committee is currently working on a survey on sexual harassment; 

• The MWIA Centennial committee – in close collaboration with AMWA- is working on 

the congress program and securing the venue for the Centennial Congress in New York. 

• The date of the next 31st congress has been moved into summer: 24-27th of Jul 2019.  

• A MWIA Centennial Scientific subcommittee chaired by the MWIA president was formed 

and will work together with AMWA on the scientific topics, the congress program and the 

review of abstracts. The planned MWIA publication “100 years on 100 pages” is 

progressing well and we received templates from 35 countries. 

The Centenary Meeting had a grand finale with a cruise on the River Thames 

from Festival Pier to Greenwich, the site of the Trafalgar Tavern, where a few hardy 

women doctors founded the Medical Women’s Federation in 1917.  

When 9 women came together in 1917 to form the Federation, the founder members 

were clear in their message. They wanted women doctors to be treated equally and be 

afforded the same privileges as their male colleagues. In the wake of the First World War, 

MWF was vocal in its push, campaigning for better working conditions for women serving in 

the armed forces however, at the end of the war, women medics saw a return to pre- war 
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attitudes with medical schools effectively shutting their doors to women, having previously 

opened them during the war. 

With the larger number of participants now, the Tavern could not hold us all, so we 

had a lovely dinner at the Old Brewery in Greenwich, then sailed back along the Thames to 

say farewell and thanks to our British hosts for a job well done. 

MWF exists as an organisation that helps patients as well as doctors and has been a 

pioneering voice on women’s heath throughout the past 100 years, campaigning on a variety 

of issues including menstruation, child health, venereal diseases, female genital mutilation and 

abortion. 

MWF also has a history of supporting its members and has offered grants and prizes to 

help fund medical students, junior doctors and trips for professional development. The twice 

yearly conferences are a calendar highlight and are a fantastic opportunity for members and 

non-members to network, engage in informal mentoring, and be in an environment 

surrounded by other inspirational women doctors. 

The face of medicine has changed a lot over the past 100 years, women now make up 

the majority of medical students and are becoming increasingly more visible as the public face 

of medicine (the current Chief Medical Officers for England and Scotland are both women). 

However, gender gaps at a senior level still prevail as well as a gender pay gap. 

The Medical Women’s Federation is passionate about continuing to be a voice for women in 

medicine and is looking forward to evolving in line with the ever-changing face of medicine. 

Congratulations once more to the Medical Women’s Federation, we would like to 

thank the President of the Medical Women’s Federation, Professor Parveen Kumar and 

conference organisers for hosting a fantastic Centenary Meeting in London in May.  

We are very happy that we have being participating in this celebration and can share 

my impressions with our colleagues now. 
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100  Летие Женщин Врачей: Прошлое, настоящее и будущее 100 

Летний Юбилей Федерации Врачей Женщин Великобритании 

Май 10-12б 2017 

Лондон, Великобритания 

Х. Каладзе, Н. Жвания 

10-12 мая 2017 года в Лондоне состоялась конференция под названием 100 лет 

Британской Федерации врачей женщин (ФВЖ) - прошлое, настоящее и будущее.  

1-й день празднования столетия прошел  в  галерее Элизабет Гаррет 

Андерсон, Центра Унисон, бывшей  больнице для женщин построенной в 1889-90 

годах для лечения женщин- женщинами-врачами и медсестрами..  Галерея Элизабет 

Гарретт Андерсон рассказывает историю первой женщины, которая практиковалась в 

качестве врача в Британии  направляя свою деятельность для  допуск  женщин к 

медицинской профессии. Она создала медицинскую школу для женщин в Лондоне, 

боролась за принятие в 1877 году парламентом акта,  допускающего  женщин к сдаче 

экзаменов на медицинские факультеты университетов. Галерея имеет новейшие 

технологии с интерактивными дисплеями, доступными для использования инвалидами. 

Существует тихий уголок с книгами о женщинах медиках и социальных реформаторах, 

которые можно читать во время визита. 

С докладами выступили: Д -р Джениан Геддес, бывший преподователь 

клинической невропатологии в Лондонском Университете Королевы Марии и 

почетный Консультант Невропатолог Лондонской Королевской больницы, которая  

досрочно вышла на пенсию для изучения деятельности первых женщин врачей. Она 

была президентом секции  Истории медицины, Королевского Медицинского Общества. 

 Профессор Венди Диана Сэвидж британский гинеколог и  защитник прав 

женщин  в вопросах родов  и деторождаемости. Она работала в разных странах мира. В 

Новой Зеландии создала службу аборта до либерализации закона. Более 16 лет была 

избранным членом Генерального медицинского совета.  В  2009 году была награждена 

специальной премией Группы Британского Медицинского Журнала.  

Второй день столетней конференции был проведен в здании Британской 

медицинской ассоциации. 

Темой утренней сессии было: Медицинские женщины:  “Вперед, исследуя 

лидерство».  

Рассмотрены были вопрсы: 

• Проблемы женщин-лидеров;
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• Коучинг-метод Время-думать;

• Лондонская женская лидирующая сеть;

• Сбережения и инвестиции;

• Планирование выхода на пенсию;

• Знайть преимущества своего сотрудника;

• Охрана вашего будущего

Среди выступивших были Парвин Кумар -Президент Британской  ФВЖ, Вижая

Нат  директор центра  развития лидерства и другие. 

Вечерняя встреча была в Британском Медицинском Обществе. Темой встречи 

было глобальное здоровье, а почетным гостем - принцесса Энн, являющая 

покровителем  международной организации ”Save the Children”. 

3 день, 12 мая прошел в  Большом зале Британской медицинской 

ассоциации.  

Главной темой  было «100 лет  женщин врачей. Прошлое, настоящее и будущее. 

Были представлены доклады: Столетие борьбы: женщины, в медицинской профессии 

• Женщины и медицина: Светлое будущее;

• Генетическая медицина 21 века - надежда или обман?

• Мозг у нарко завмсммых –есть ли разница?

• Почему Партия равенства женщин приняла 7-ю цель: равное здоровье;

• Подростковый мозг

• Злые женщины и наука о симпатии

• Вознаграждение и церемония закрытия

Баронесса Айлора Финлей, профессор паллиативной медицины университета

Кардиффа в Уэльсе, пригласила участников на ужин в палату лордов, где почетным 

гостем была герцогиня Глостер.  

На 4-й день , 13 мая в  Королевском колледже хирургов, кандидат на пост 

президента Международной Ассоциации Врачей Женщин (МАВЖ) Кларисса Фабре и 

д-р Туула Саарела, вице-президент Северо-Европейского региона МАВЖ, 

организовали встречу членов исполнительного комитета, где были представлены 

доклады  о  работе и будущих  проектах представителей разных регионов.  Были 

согласованы сроки разработки и утверждения Резолюций по ряду вопросов.  

• Был обсужден благотворительный статус МАВЖ, и решено что МАВЖ не

может претендовать на благотворительный статус.

• Научный комитет МАВЖ в настоящее время работает над обзором сексуальных
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домогательств; 

• Комитет - МАВЖ в тесном сотрудничестве с Американской Ассоциацией 

врачей женщин работает над программой Конгресса столетия МАВЖ в Нью-

Йорке. 

Сделан  отчет об успешной  работе над планируемой публикацией  МАВЖ «100 

лет на 100 страницах».  

Дата следующего 31-го конгресса была назначена на лето 24-27 июля 2019 

года.    

Грандиозный финал Лондонского Конгресса прошел на реке Темзе в Гринвиче, 

где в 1917 году 9 прогрессивных женщин-врачей основали ФВЖ . Их целью было  

чтобы к врачам-женщинам относились также, и им предоставлялись те же привилегии, 

что и их коллегам-мужчинам. В  начале Первой мировой войны ФВЖ  имела голос в 

своем стремлении к улучшению условий труда для женщин  работающих в 

вооруженных силах, однако после войны женщины-медики увидели возвращение к 

довоенным отношениям- медицинские школами фактически закрывали  двери для 

женщин, открывшими  их во время войны… Теперь таверна не смогла уместить 

большое количество участников встречи, поэтому они отлично поужинали на Старой 

пивоварне в Гринвиче, а затем отплыли обратно по Темзе, чтобы попрощаться и 

поблагодарить британских хозяев за интересное  мероприятие.  

ФВЖ существует как организация, которая помогает как пациентам, так и 

врачам, имея новаторский голос по вопросам женского здоровья. В течение последних 

100 лет, ФВЖ , провела  кампании по целому ряду вопросов, включая здоровье детей, 

венерические заболевания, калеченье женских половых органов и аборты. 

ФВЖ также имеет историю поддержки своих членов предлагая им  гранты и 

призы, помогающие  финансировать студентов, младших врачей для поездок на 

конференции  и для профессионального развития.  

За последние 100 лет положение в медицине значительно изменилось и теперь 

женщины составляют большинство студентов-медиков и становятся все более 

заметными фигурами в медицине в  Англии и Шотландии. 

Однако по-прежнему существуют гендерные разрывы как среди руководителей 

медицинских учереждений ,так и в разнице оплаты труда мужчин и женщин. Над этими 

вопросами и  работают члены ФВЖ. 

Поздравляю и благодарю Президента ФВЖ, профессора Парвиин Кумар и 

организаторов конференции за фантастическую конференцию  в Лондоне посвященную 

столетию ФВЖ. 
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2017 wlis 10-12 maiss, londonSi gaimarTa konferencia 

saxelwodebiT: britaneTis eqim qalTa federaciis 100 wlisTavi.   

warsuli, awmyo da momavali. 

konferenciis sazeimo gaxsna gaimarTa elizabet garet andersenis 

galereaSi, yofil qalTa saavadmyofoSi, romelic aSenda 1889-90 ww da 

sadac eqimebi da eqTnebi iyvnen mxolod qalebi. 

elizabet garet andersenis galerea mogviTxrobs pirvel eqim 

qalze did britaneTSi. man Seqmna samedicino skola qalebisTvis 

londonSi, ibrZoda 1877w parlamentis aqtis miRebisTvis, raTa   

qalebisTvis miecaT samedicino fakultetebze gamocdebis Cabarebis 

ufleba. galerea aRWurvilia uaxlesi teqnologiebiT interaqtiuli 

CvenebiT, SezRuduli SesaZleblobis mqone pirebisTvis. masSi arsebobs 

mSvidi  kuTxe sadac SesaZlebelia wignebis wakiTxva  eqim qalebze  da 

socialur reformatorebze. 

moxsenebebiT gamovidnen: 

londonis dedofal meris universitetis klinikuri nevrologiis 

yofili maswavlebeli da  londonis samefo hospitalis sapatio 

konsultanti, doqtor jenian  gedesi, romelic naadrevad gavida 

pensiaze, raTa Seeswavla pirveli eqimi qalebis saqmianoba. is iyo 

samefo samedicino sazogadoebis medicinis istoriis ganyofilebis 

prezidenti.   

profesori vendi diana seviji britaneli ginekologi da qalTa 

uflebebis damcveli  mSobiarobis da Sobadobis sakiTxebSi.  igi 

muSaobda sxvadasxva qveynebSi. axal zelandiaSi man Seqmna abortis 

samsaxuri masze  kanonis liberalizaciamde, 16 wlis ganmavlobaSi iyo 

generaluri samedicino sabWos wevri. 2009 w. dajildovda britaneTis 

samedicino Jurnalis specialuri priziT. 

 konerenciis meore dRe Catarda britaneTis eqim qalTa 

federacies SenobaSi. 

dilis sesiis Tema iyo: qalebi medicinaSi: “win, 

liderobisTvis!” da ganxilul iqna Semdegi sakiTxebi:  

• lideri  qalebis   problemebi

• qouCingi – dro,  viazrovnoT!

• londonis qalTa wamyvani qseli;
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• danazogebi  da investiciebi;

• sapensio dagegmva;

• icodeT Tqveni TanamSromlis upiratesoba;

• davicvaT momavali

gamomsvlelTa Soris iyvnen britaneTis eqim qalTa federaciis 

prezidenti   parviin kumari,  vizaia nati  liderobis ganviTarebis 

centris direqtori da sxvebi. 

saRamos Sexvedra Sedga britaneTis samedicino asociaciaSi. 

Sexvedris Tema iyo globaluri jandacva, sapatio   stumari 

gaxldaT misi udidebulesoba, princesa ana, romlis patronaJis qveS 

aris saerTaSoriso organizacia  "gadavarCinoT bavSvebi". 

Mme-3 dRes, 12 maiss, Sexvedra gaimarTa didi britaneTis 

eqim qalTa federaciis did darbazSi.  

mTavari Tema iyo "eqim qalTa 100 wlisTavi. warsuli, awmyo 

da momavali“. warmodgenil iqna moxsenebebi:   

• brZolis 100 weli – qalebi samedicino profesiaSi;

• qalebi, medicinaSi - naTeli momavlis garanti!

• genetikuri medicina -21-e saukunis medicina - imedi Tu sicrue?

• narko-damokidebulebis  tvini – aris Tu ara gansxvaveba?

• ras gulisxmobs qalTa Tanasworobis partiis me-7 mizani:

Tanaswori janmrTeloba

• mozardis tvini

• boroti qalebi da mecniereba simpatiaze.

uelsis kardifis universitetis paliatiuri medicinis profe-

sorma, baronesa ailora finleim  miiwvia konferenciis  monawileebi 

vaxSamze lordTa palataSi, sadac sapatio stumari stumarma iyo misi 

udidebulesoba,  hercoginia glosteri.  

13 maiss, qirurgTa samefo kolejSi, eqim qalTa 

saerTaSoriso asocisciis prezidentobis kandidatma, klarisa feiberma 

da CrdiloeT evropios regionis vice-prezidentma tuula saarelma, 

moawyes eqim qalTa saerTaSoriso asocisciis (eqsa) gamgeobis 

gafarToebuli Sexvedra, sadac warmodgenili iyo prezentaciebi 
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sxvadasxva regionebSi gaweuli muSaobis da samomavlo proeqtebis 

Sesaxeb. 

• miRweuli iqna SeTanxmeba vadebis dazustebaze  da

rezoluciebis SemuSaveba mTel rig sakiTxebze.  moxda  eqsa-s

aswleulis kongresis organizaciis  samuSao jgufis  sruli

redaqtireba  generaluri mdivnis Seli rosis

TavmjdomareobiT.

• ganixilul iqna eqsa-s saqvelmoqmedo statusi  da gadawyda,

rom organizacia ver ibrZolebs saqvelmoqmedo statusisTvis.

• eqsa-s samecniero komiteti amJamad muSaobs seqsualuri

Seuracxyofis ganxilvaze;

• eqsa-s sorganizacio komiteti mWidrod TanamSromlobs 

amerikis eqim qalTa asociaciasTan eqsa-s aswleulis 

kongresis  programaze niu iorkSi.

• gakeTda angariSi dagegmil gamocemaze:

„100 weli – 100 gverdze" warmatebuli muSaobis Sesaxeb.

• SeTanxmda  momdevno, 31-e kongresis savaraudo TariRi 2019 

wlis 24-27 ivlisi q. niu iorki.

 konferenciis grandiozuli finali gaimarTa  mdinare 

temzaze grinviCSi, sadac 1917 wels, 9 progresul eqimi  

qalbatonis mier dafuZnebul iqna britaneTis eqim qalTa 

federacia.   

  maTi mizani iyo, eqim qalebs hqonodaT igive SeRavaTebi, 

rogorc maT mamakac  kolegebs.  pirveli msoflio omis dasawyisSi 

britaneTis eqim qalTa federacias ukve didi gavlena hqonda. magram, 

omis Semdeg, eqim qalebma dainaxes omamdel urTierTobebTan  

dabruneba. samedicino skolebma praqtikulad kvlav mixures kari 

qalebisTvis. 

  amJamad tavernam ver SeZlo  didi raodenobiT stumris dateva… 

gaimarTA SesaniSnavi vaxSami  grinviCis Zvel ludsaxarSSi da Semdeg 

isev temziT davbrundiT ukan. 

eqim qalTa federacia aris organizacia, romelic exmareba 

rogorc pacientebs,  ise  eqimebs. mas  aqvs  inovaciuri xma qalTa 

janmrTelobis sakiTxebze.  
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bolo 100 wlis  ganmavlobaSi man  Caatara kampaniebi  qalTa  

janmrTelobis mTel rig sakiTxebze, maT Soris, bavSvTa 

janmrTelobaze, sqesobrivi gziT gadamdeb daavadebebze, qalis sasqeso 

organoebis dasaxiCrebasa  da abortebze. organizacias aqvs misi 

wevrebis mxardaWeris didi istoria, igi sTavazobs maT grantebs da 

prizebs, afinansebs umcros eqimebs da studentebs konferenciebze 

gasamgzavreblad Tu treningebisTvis – maTi profesiuli 

ganviTarebisTvis.  

gasuli 100 wlis manZilze, situacia medicinaSi mniSvnelovnad 

Seicvala. amJamad studenti  medikosebis  umravlesoba qalebi arian. 

isisni xdebian ufro mniSvnelovani moRvaweebi inglisis da 

Sotlandiis medicinaSi. Tumca, mainc arsebobs genderuli problemebi, 

rogorc samedicino dawesebulebebis xelmZRvanelebSi,  ise mamakaci da 

qali eqimebis anazRaurebaSi. swored am sakiTxebis gadawyvetisTvis 

muSaobs britaneTis qalTa federacia.  

kidev erTxel vulocavT eqim qalTa federaciis presidents, 

profesor paviin kumars da SesaniSnavi konferenciis  organizatorebs 

organizaciis daarsebidan 100 wlisTavs da madlobas movaxsnebT maT 

gulTbili maspinZlobisTvis da saintereso SexvedrebisTvis. 
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Jurnali “Actual Topics on Women’s Health” warmoadgens recenzirebad, 

mravalprofilian Jurnals, romelSic ibeWdeba statiebi qalis 

janmrTelobisa da janmrTelobis dacvis Sesaxeb.	   statiebi JurnalSi 

ibeWdeba inglisur da rusul   enebze. nebismier SemTxvevaSi, statias 

Tan unda axldes reziumeebi qarTul, rusul da inglisur enebze  (ara 

umetes 150 sityvisa). 	  
teqsti unda daibeWdos standartul sabeWd qaRaldze (А 4 

formati).	  dasabeWdad gamoyenebul unda iqnas fontebi: Times New Roman, 
Cyrillic, AcadNusx. Sriftis zoma – 12, intervali strofebs Soris – 1,5sm; 
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miRebul Sedegebs da maT ganxilvas, daskvnebs da 4–6 sakvanZo sityvas. 

statiis saerTo moculoba (reziumeebis da gamoyenebuli literaturis 

CaTvliT), ar unda iyos 5 gverdze naklebi (А 4 formati).	  	  
statiebs Tan unda axldes gamoyenebuli literaturis sia. 

citirebuli literatura  unda iyos  miTiTebuli   teqstSi, 

numeraciis Sesabamisad,  kvadratul frCxilebSi. literaturis siaSi 

unda iyos miTiTebuli avtorebis gvarebi da maTi saxelebis 

inicialebi, Jurnalis (wignis) saxelwodeba,  gamocemis weli, tomi, 

nomeri, pirveli da bolo gverdebi. wignis SemTxvevaSi aucilebelia 

qalaqis da gamomcemlobis miTiTeba.	   gamosaqveynebeli statiebi 

redaqciaSi mowodebuli unda iyos akrefili teqstis da kompaqt 

diskze Senaxuli eleqtronuli versiis saxiT, aseve SesaZlebelia 

masalis eleqtronul fostaze  gamogzavna. 	  
teqstSi gamoyenebuli Sav-TeTri grafikebi  warmodgenili unda 

iyos MS Excel	   failis, xolo Sav TeTri suraTebi – jpg failis saxiT. 

feradi grafikebis da suraTebis dabeWdvas esaWiroeba Jurnalis 

saredaqcio kolegiis specialuri nebarTva. statiis dasawyisSi 

ganTavsebuli unda iyos misi avtorebis da maTi samuSao adgilis 

CamonaTvali. statiebi xelmowerili unda iyos yvela avtoris mier da 

unda axldes  sakontaqto piris (erTerTi Tanaavtoris) sakontaqto 

informacia (telefoni, el–fosta).	  
statiebi JurnalSi ibeWdeba avtorebis xarjiT. 

sakontaqto informacia:  

nino Jvania :	  (+995 551) 44 90 94;        nina.zhvania27@gmail. com	  
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