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REGULAMIN PRZYJMOWANIA I OGŁASZANIA PRAC 
W WIADOMOŚCIACH LEKARSKICH

1.	�� Miesięcznik Wiadomości Lekarskie jest czasopismem Polskiego Towarzystwa 
Lekarskiego, ma charakter naukowo-edukacyjny. Zamieszczane są w nim prace 
oryginalne, kliniczne i doświadczalne oraz poglądowe w języku polskim lub an-
gielskim oraz innych językach (za zgodą redakcji).

2. 	� Publikacja pracy w Wiadomościach Lekarskich jest płatna. Od stycznia 2017 roku 
koszt opublikowania artykułu wynosi 1000 zł plus 23%VAT. Jeżeli pierwszym 
autorem pracy jest członek Rady Naukowej czasopisma lub zespołu recenzentów 
– za druk nie pracy nie pobieramy opłaty, jeśli zaś jest kolejnym współautorem 
– opłata wynosi 500 zł plus 23%VAT. Wydawca wystawia faktury. Opłatę należy 
uiścić po otrzymaniu pozytywnej recenzji, przed opublikowaniem pracy. Z opła-
ty za publikację zwolnieni są członkowie Polskiego Towarzystwa Lekarskiego 
z udokumentowaną opłatą za składki członkowskie za ostatnie 3 lata.

�3. 	� Prace zapisane w formacie DOC (z wyłączeniem rycin, które powinny stanowić 
osobne pliki) należy przesłać pocztą elektroniczną na adres redakcji: Agnieszka 
Rosa - amarosa@wp.pl. 

4.	� Objętość prac oryginalnych – łącznie z rycinami i piśmiennictwem – nie może 
przekraczać 21  600 znaków (12 stron maszynopisu), prac poglądowych – do 
36 000 znaków (20 stron). 

5.	� Strona tytułowa powinna zawierać:
	 – tytuł w języku angielskim i polskim,
	 – pełne imiona i nazwiska autorów,
	 – afiliację autorów,
6.	� Praca oryginalna powinna mieć następującą strukturę: wstęp, cel pracy, materiał 

i metody, wyniki, dyskusja i wnioski, które nie mogą być streszczeniem pracy. 
Przy zastosowaniu skrótów konieczne jest podanie pełnego brzmienia termi-
nu przy pierwszym użyciu. W pracach doświadczalnych, w których wykonano 
badania na ludziach lub zwierzętach, a także w badaniach klinicznych, należy 
umieścić informację o uzyskaniu zgody komisji etyki badań naukowych.

7.	� Streszczenia zarówno w języku polskim, jak i angielskim powinny zawierać 200-
250 słów. Streszczenia prac oryginalnych, klinicznych i doświadczalnych powin-
ny posiadać następującą strukturę: cel, materiał i metody, wyniki wnioski. Nie 
należy używać skrótów w tytule ani w streszczeniu.

8.	� Słowa kluczowe (3-6) należy podawać w języku angielskim  i polskim, zgodnie 
z katalogami MeSH (Medical Subject Headings Index Medicus http://www.nim.
nih.gov.mesh/MBrower.html). Słowa kluczowe nie mogą być powtórzeniem ty-
tułu pracy.

9.	� Materiał ilustracyjny - ryciny, wykresy, rysunki, fotografie, slajdy - powinien być 
opisany cyframi arabskimi i zapisany jako pliki JPG, TIFF lub EPS o rozdzielczości 
300 DPI (nie w plikach tekstowych). Ich opisy  należy przesłać w osobnym pliku. 
W tekście muszą znajdować się odniesienia do wszystkich rycin (w nawisach 
okrągłych). 

10. 	�Tabele – ich tytuły (nad tabelą) i  treść - powinny być zapisane w programie 
Microsoft Word, ponumerowane cyframi rzymskimi. Wszystkie stopki dotyczące 
tabeli powinny znajdować się poniżej tekstu tabeli. W tekście pracy należy umie-
ścić odniesienia do wszystkich tabel (w nawiasach okrągłych).

11.	� W  wykazie piśmiennictwa ułożonym według kolejności cytowania nale-
ży uwzględnić wyłącznie te prace, na które autor powołuje się w  tekście. 
W  pracach oryginalnych nie powinno być więcej niż 30 pozycji, a  w  po-
glądowych nie więcej niż 40 pozycji. Każda pozycja powinna zawierać: 
nazwiska wszystkich autorów, pierwsze litery imion, tytuł pracy, skrót 
tytułu czasopisma (wg Index Medicus), rok, numer, stronę początkową 
i  końcową. Przy pozycjach książkowych należy podać: nazwisko autora 
(autorów), pierwszą literę imienia, tytuł rozdziału, tytuł książki, wydaw-
nictwo, miejsce i  rok wydania. Dopuszcza się cytowanie stron interneto-
wych z  podaniem adresu URL i  daty użycia artykułu oraz o  ile to możliwe 

nazwisk autorów. Każda pozycja piśmiennictwa powinna mieć odwołanie 
w tekście pracy umieszczone w nawiasie kwadratowym, np. [1], [3−6].  
Pozycje zapisuje się w sposób zaprezentowany w Załączniku nr 1 do niniejsze-
go regulaminu umieszczonym na stronie internetowej czasopisma. 

12.	� Po piśmiennictwie należy podać adres do korespondencji, nazwisko i imię pierw-
szego autora, adres, numer telefonu oraz adres e-mail.

13.	� Do pracy należy dołączyć oświadczenie podpisane przez wszystkich autorów 
określające udział poszczególnych autorów w przygotowaniu pracy (np. koncep-
cja i projekt pracy, zbieranie danych i  ich analiza, odpowiedzialność za analizę 
statystyczną, napisanie artykułu, krytyczna recenzja itd.), a także oświadczenie, 
że biorą oni odpowiedzialność za treść. Ponadto należy zaznaczyć, że praca nie 
była publikowana ani zgłaszana do druku w innym czasopiśmie.

14.	� Jednocześnie autorzy powinni podać do wiadomości wszelkie inne informacje 
mogące wskazywać na istnienie konfliktu interesów, takie jak:

	 – �zależności finansowe (zatrudnienie, płatna ekspertyza, doradztwo, posiadanie 
akcji, honoraria),

	 – zależności osobiste, 
	 – �współzawodnictwo akademickie i inne mogące mieć wpływ na stronę mery-

toryczną pracy,
	 – �sponsorowanie całości lub części badań na etapie projektowania, zbierania, 

analizy i interpretacji danych  lub pisanie raportu.
	� Konflikt interesów ma miejsce wtedy, gdy przynajmniej jeden z autorów ma po-

wiązania lub zależności finansowe z przemysłem bezpośrednie lub za pośrednic-
twem najbliższej rodziny. Jeśli praca dotyczy badań nad produktami częściowo 
lub całkowicie sponsorowanymi przez firmy, autorzy mają obowiązek ujawnić 
ten fakt w załączonym oświadczeniu.

15.	� Każda praca podlega weryfikacji w systemie antyplagiatowym (zapora  
ghostwriting).

16.	� Redakcja przestrzega zasad zawartych w Deklaracji Helsińskiej, a także w Inter-
disciplinary and Guidlines for the Use of Animals In Research, Testing and Educa-
tion, wydanych przez New York Academy nof Sciencees’ Adhoc Resarch. Wszyst-
kie prace odnoszące się do zwierząt lub ludzi muszą być zgodne z zasadami etyki 
określanymi przez Komisję Etyczną.

17.	� Czasopismo recenzowane jest  w trybie podwójnej, ślepej recenzji. Nadesłane 
prace są oceniane przez dwóch niezależnych recenzentów, a  następnie kwali-
fikowane do druku przez Redaktora Naczelnego. Recenzje mają charakter ano-
nimowy. Krytyczne recenzje autorzy otrzymują wraz z  prośbą o  poprawienie 
pracy lub z decyzją o niezakwalifikowaniu jej do druku. Procedura recenzowania 
artykułów jest zgodna z zaleceniami Ministerstwa Nauki i Szkolnictwa Wyższego 
zawartymi w opracowaniu „Dobre praktyki w procedurach recenzyjnych w na-
uce” (Warszawa 2011).

18.	� Redakcja zastrzega sobie prawo redagowania nadesłanych tekstów (dokony-
wania skrótów i poprawek). Prace są wysyłane do akceptacji autorów. Poprawki 
autorskie należy przesłać w terminie 3 dni od daty wysłania wiadomości e-mail 
(pocztą elektroniczną). Brak odpowiedzi w podanym terminie jest równoznacz-
ny z akceptacją przez autora nadesłanego materiału. 

19.	� Przyjęcie pracy do druku oznacza przejęcie praw autorskich przez Redakcję Wia-
domości Lekarskich. 

20.	� Autorzy otrzymują nieodpłatnie plik PDF wydania, w którym znajduje się ich 
praca, a na życzenie - egzemplarz drukowany. Plik elektroniczny przeznaczony 
jest do indywidualnego użytku autora, bez prawa do rozpowszechniania bez 
zgody redakcji.

21.	� Prace przygotowane niezgodnie z regulaminem zostaną zwrócone autorom do 
poprawienia. 

22.	� Redakcja nie odpowiada za treść zamieszczanych reklam.
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INTRODUCTION
According to the World Health Organization, obstetrical 
bleeding (OB) remains unchanged as one of the main caus-
es of maternal mortality. The incidence of abnormal blood 
loss (BL) varies widely from 1.5% to 22%, and the incidence 
of acute blood loss reaches up to 1.7%, with the variation 
from 0% to 4%. During cesarean section, blood loss of 
more than 1000 ml occurs 14 times more often than during 
vaginal delivery. Every year, this complication causes death 
in 128 women that amounts to 1.7% per 1,000 deliveries 
[1, 2, 3, 4]. This is uterine atony that may be caused by the 
disadvantages of the used surgical technique and is the 
main reason for the hysterectomy that is done in almost 
half of all cases during abdominal delivery [3, 5, 6]. The 
method of abdominal delivery, which was developed by a 
group of physicians headed by M. Stark, made the c-sec-
tion more technically-available to operators. One of the 
goals of this method is to exclude all unnecessary actions 
so that surgery was performed faster and with less blood 
loss. However, the development of medicine is on the go 
all time and thus the technical aspects of surgery should 
be constantly improved. To date, the basic principles of 
surgical techniques differ from the generally accepted ideas 

to a certain extent and tend towards minimal invasiveness 
at all surgical stages. The above-mentioned data reflect the 
urgency of the problem of OB during cesarean section what 
is the reason to improve the surgical technique for abdom-
inal delivery, develop and implement new techniques for 
reducing blood loss during surgery, reduce the incidence 
of hysterectomies, and maintain women’s reproductive 
health and save their lives.

THE AIM
To carry out a comparative analysis of intraoperative blood 
loss during the classical cesarean section described by M. Stark 
and a modified method of cesarean section to prevent massive 
obstetric hemorrhage and improve maternal outcomes.

МATERIALS AND METHODS
The study has been conducted on the basis of the Obstet-
rics department of the Kherson regional clinical hospital. 
Patients were selected according to the type of surgery (the 
classical technique described by M. Stark or the modified 
method) for the period from 2015 to 2018. The formation 
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of the clinical groups was performed in accordance with 
the retrospective data retrieved from the labor and delivery 
records of 205 patients, who delivered via cesarean section. 
The I clinical group included 108 patients, who underwent 
a cesarean section performed in accordance with the of-
fered modified method [7, 8]. The comparative group (II 
clinical group) included 97 pregnant women, who under-
went the classical cesarean section described by М. Stark.

The differences between the given cesarean section tech-
nique and the modified method are as follows:
1. �Unlike the Joel-Cohen incision, during the modified 

method of cesarean section, a laparotomy is performed 
just above the womb, on the lower skin fold, and the cut 
is 10-12 cm long.

 2. �In contrast to the cesarean section technique described 
by M. Stark, the dissection of the fascia is performed 
without scissors. To form access to the abdominal cavity, 
a cut in the midline of the fascia with the length of up 
to 2 cm is made, the peritoneum is seized with an index 
finger and all the layers of the anterior wall are stretched 
by blunt dissection by two surgeons simultaneously.

3. �In case of a repeat cesarean section, the uterine incision 
is performed above the previous scar.

4. �There is no routine instrumental curetting of the uterine 
cavity.

5. �The fundamental of the proposed method is based on 
the teamwork of a surgeon and an assistant. The main 
differentiating feature of this method of the cesarean sec-
tion consists in the simultaneous suturing of the uterus 
wound by two operators, starting from the corners of the 
wound edges with a continuous Vicryl suture with fixa-
tion forceps on each end of two surgical sutures (Fig. 1).

6. �The fascia and skin are sutured for an analogy.
All women went through general clinical, physical, labo-

ratory, and instrumental examinations in accordance with 
the industry standards [1, 8].

The comparative estimation of intraoperative blood loss 
volumes was carried out using a direct (gravimetric) meth-
od [9]. The desired value was determined by the difference 
in mass of dry and blood-impregnated sponges, beads, 
diapers, dressing gowns, and the volume of the blood that 
was collected in measuring containers during surgery and 
calculated by using the formula of Libov:

The volume of blood loss = B / 2 * k, where
B / 2 - total weight of the material impregnated with 

blood,
k = 15% for blood loss <1000 ml,
k = 30% for blood loss> 1000 ml.
The amniotic fluid volume was estimated by determining 

the amniotic index, which is the sum of the largest vertical 
water pockets in the four quadrants, and the results were 
compared with the normative values.

The analysis of the investigated clinical and anamnestic 
and preoperative factors indicates that there are no statis-
tically significant differences (p> 0,05%) in the patients of 
both clinical groups (Table I). There were no cases of a low 
lying placenta, placenta previa, and abnormally invasive 
placenta observed in both groups. 

Fig. 1. The modified method of suturing of the uterine wound during 
cesarean section.
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A statistical analysis of the obtained results was carried out 
using the application R. The quantitative indicators, central 
tendency, and variability of the features were analyzed using 
the arithmetical mean value and the error of the mean value 
calculation. The qualitative indicators were measured in 
absolute and relative (percentage) values. The probability 
of differences between parametric characteristics in the 
appropriate groups was estimated using the Student’s t-test 
and analysis of variance (ANOVA). During the calculations, 
the statistical significance level of 95% was used.

RESULTS AND DISCUSSION
Introduced by M. Stark in 1990, the cesarean section tech-
nique brought a transformational change into abdominal 
obstetrics and increased the safety of this surgical inter-
vention as a whole. However, the maternal mortality rate 
associated with cesarean section (about 40 per 100,000 live 
births) remains 4 times higher than for all types of vaginal 
births (10 per 100,000 live births), and 8 times higher than 
for normal delivery (5 per 100,000 live births) [5].

The progressive increase in abdominal deliveries 
worldwide along with the lered health index of pregnant 
women makes it necessary to solve a number of problems 
associated with cold-technical stages of cesarean section 
to improve maternal and fetal outcomes.

In both clinical groups, cesarean section was performed 
by experienced physicians whose surgical skills correspond 
to the highest qualification category and do not affect the 
quality of any of the investigated parameters (Table II).

We believe that this is the rational teamwork of surgeons along 
with the modernization of the surgical stages that allowed halving 
the surgery duration as compared to the classical cesarean section 
technique introduced by M. Stark. This was conditioned by the 
use of the modified technique for accessing the abdominal cavity 

and suturing the wound on the uterus and the layers of the ante-
rior abdominal wall in accordance with the proposed method. 
The minimum surgery duration was observed in the I clinical 
study group, where it was 9 minutes, the maximum one was 43 
minutes, and the medium one was 21.63 ± 7.97 minutes. In the II 
clinical group, the minimum surgery duration was 25 minutes, the 
maximum one was 1 hour 30 minutes, and the medium one was 
47.26 ± 13.62 minutes, the difference was significant (p < 0.01).

The reduction in the duration of abdominal deliveries has a 
number of significant benefits, and above all, has a beneficial 
effect on reducing intraoperative blood loss. This is because, 
by optimizing the surgical stages (in particular, the refusal 
to access the abdominal cavity by sharp dissection), it allows 
performing sparing dissection of blood vessels and maintaining 
the appropriate architectonics, thereby minimizing the need in 
the further hemostasis process; the exteriorization of the uterus 
improves the visualization of the wound, reducing the need for 
using forceps that cause additional iatrogenic damage to tissue; 
the refusal to perform routine instrumental curettage eliminates 
the probability of bleeding from the placental area of the uterus. 
We advise draining blood from the cavity in a more secure way 
by using a sponge. The modified technique of suturing of the 
womb on the uterus described above is the key stage of the 
overall duration of the cesarean section and the main method to 
minimize inoperative blood loss. By applying this method, the 
main source of bleeding is eliminated on the 3d or 4th minute 
from the beginning of laparotomy. The incorporation of new 
types of energy, namely argon-plasma coagulation, into the 
process is an effective additional method of high-frequency 
electrosurgery for reducing bleeding; however, it has a number 
of limitations and is used for performing primary homeostasis 
as the coagulation depth is no more than 3 mm.

We believe that the key element for reducing intraoperative 
blood loss is the quality of the surgical technique used for suturing 
the uterus. Since the suturing process begins from two corners of 

Table I. Comparative characteristics of the investigated preoperative predictors in pregnant women in two clinical groups (n = 205)

Index
Primary group (n=108) Comparative group

(n=97)
∑ (n=205) (%) р

n (%) Medium
(M ± m) n (%) Medium

(M ± m)

Age profile (years old) 108 29,97±5,59 97 28,71±5,65 29,38±5,64 0,11

Weight (kg) 108 80,7±18,88 97 77,58±13,74 79,22±16,68 0,181

Parity rate 108 1,5±0,73 97 1,36±0,58 1,44±0,67 0,124

Gestation age (weeks) 108 37±3,84 97 37±4,5 37±4,06 1

Uterine scar after cesarean 
section 40 (37,0) 1,33±0,67 30 (30,9) 1,21±0,77 70 (34,15) 0,379

Hemoglobin level at the 
preoperational stage (g/l) 108 112,56±13,68 97 113,89±14,91 113,22±14,28 0,518

Hematocrit volume at the 
preoperative stage (%) 108 32,76±4,04 97 32,86±5,21 32,81±4,57 0,899

Platelet count at the 
preoperative stage (x10^9/l) 108 224,49±53,7 97 220,12±62,9 222,39±58,16 0,623

Type of procedure (urgent) 34
(31,05) 43 (44,3) 77 (37,6) 0,062
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the wound simultaneously, the risk of massive hematoma is min-
imized taking into account the topography of the vessels, and the 
time during which the wound remains open is reduced by 50%.

In the course of the investigation, the intraoperative blood 
loss volumes were estimated by using the direct method which 
requires the use of suction bags. We believe that since there 
is no credible alternative, the gravimetric method is the most 
informative one in estimating the amount of blood loss; how-
ever, it has some disadvantages. Technical difficulties arose 
when blood loss was calculated in patients with excessive body 
weight. In addition, during cesarean section, the amniotic 
fluid outflows, and its volumes vary from one individual to 
another and thus greatly reduce the objectivity of this method. 
However, according to the amniotic index data, the volumes 
of amniotic fluid in both clinical groups were medium and 
did not affect the results of the investigation.

The blood loss volume in the I clinical group was significantly 
lower and amounted to 322.48 ± 72.72 ml versus 528.27 ± 
176.49 ml in the II clinical group, the difference was statisti-
cally significant (p ³ 0.001, 95% CI: 1, 5 - 1.61). In addition, 32 
(29.6%) patients from the main group had a minimum volume 
of blood loss, which was 250 ml, and this volume can be put 
equal to the average volume of blood lost during vaginal birth. 
The maximum intraoperative blood loss in 5 (4.6%) women in 
labor from the I clinical group was 850 ml, which constituted 
approximately 0.9% of their body weight and 17% of their 

blood volume and looked very like pathological OB. Instead, 
12 (12.4%) women from the II clinical group, who underwent a 
classical cesarean section, had blood loss of 1200-600 ml, which 
constituted about 1.6% of their body weight and more than 
one third of their blood volume, and this is defined as a state 
of massive obstetric hemorrhage (MOH), which, in 5 (5.2%, 
p < 0.022) cases, required intraoperative blood transfusion 
and, in 2 (2.06%) cases, became a reason for a hysterectomy. 
However, this difference was statistically insignificant. In ad-
dition, the minimization of the time required for suturing of 
the uterus along with the ensured fast adequate hemostasis in 
the primary group almost halved the need to use the expensive 
drug, carbetocin, which was used only in 13.8% of cases in the 
I group by contrast to 30.9% of cases in the comparative group 
(p < 0.011 ) that positively affects the cost of abdominal delivery.

Since the indications for cesarean delivery were similar in two 
investigated groups, we can assume that both a well-organized, 
integrated approach to abdominal delivery and an optimized 
surgical technique increase the effectiveness of the prevention 
of the MOH and account for the elimination of blood transfu-
sions and hysterectomies in the primary group. However, when 
the data regarding the volume of blood loss were analyzed, a 
controversial issue was raised. According to the Order of the 
Ministry of Health of Ukraine No. 205 dated 24.03.14. during 
vaginal delivery, blood loss of more than 500 ml is defined as 
pathological, then how is it possible that during cesarean section, 

Table II. Comparative analysis of the intraoperative phase during the Stark’s classical cesarean section and modified cesarean section (n = 205)

Index
Primary group (n=108) Comparative group (n=97)

Range
∑

(n=205)
(%)

р
n (%) Medium

(M ± m) n (%) Medium
(M ± m)

Surgery duration 
(minutes) 108 21,63±7,97 97 47,26±13,62 9 – 90 33,76±16,89 <0,001

Time before 
a baby is 

removed(minutes)
108 3,78±1,77 97 7,67±4,05 1 - 20 5,62±3,63 <0,001

Body temperature 
( t ⁰ C) 108 36,6±0,11 97 36,5±0,15 36,4 – 36,8 36,6±0,78 >0,05

Use of carbetocine 15 13,8% 30 30,9% 45 21,9% 0,011

Hemotransfusion 0 0% 5 5,2% 5 2,4% 0,022

Hysterectomy 0 0 2 2,06% 2 0,97 1

Table III. Blood loss volume calculated during cesarean section in the clinical groups (n=205) (M ± m)

Clinical group
Blood loss volumes, ml

n Medium Standard average 
error

Standard 
deviation Range 95% Confidence interval

I clinical group (primary) 
n - 108 108 322,48 7 72,72 250 - 850 308,77 - 336,2

II  clinical group 
(comparative) 

n - 97
97 528,27 17,92 176,49 350 - 1600 493,14 - 563,39

Σ 205 419,85 11,7 167,45 250 - 1600 396,93 - 442,78

p <0,001

d Cohen 1,55 
95% CI: 1,5 - 1,61
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when women in labor have a massive wound surface, patho-
logical blood loss is the one which volume exceeds 1000 ml?

In addition, the modified cesarean section has an influence 
over some prenatal outcomes. The reduction in the surgery du-
ration at the stage of entering the abdominal cavity contributes 
to the reduction in the time needed for removing a baby in two 
times what is especially important during an urgent cesarean 
section in case of fetal distress, prolapsed umbilical cord, or 
placental abruption when the baby has a few minutes left. Due 
to the use of the enhanced access to the uterus, in the I clinical 
group, the fetus was removed on an average on 4 minutes earlier 
(p<0,001) than in the comparative group what improved the 
outcomes for the newborn during the early neonatal period. 

Reduction in the duration of cesarean section makes it possi-
ble to avoid hypothermia in women in labor. Unfortunately, this 
phenomenon is very underestimated by experts. Hypothermia 
is in itself a dangerous phenomenon that can become a lethal 
threat even to a physically healthy person, not to mention a 
pregnant woman and fetus. Scientists have shown that body 
temperature is reduced by 0.5 ⁰C for each additional hour of 
surgery, and only few maternity hospitals in Ukraine are cur-
rently equipped with heated tables or electric blankets. On the 
basis of the undertaken study, all the women in labor avoided 
hypothermia, and a slightly lower temperature was observed 
in the patients from the comparative group, but the difference 
was insignificant (p> 0.05). In our opinion, this is an urgent 
problem that requires more in-depth research. The proposed 
method of the cesarean section also improves the mental well-
being of a woman during surgery, optimizes the work of not 
only a surgical department but also an obstetric one in general.

CONCLUSIONS
The improved surgical technology of abdominal delivery 
contributes to the reduction in the volume of intraoperative 
blood loss by 200 ml (p < 0,001), which virtually elimi-
nates the risk of massive obstetric hemorrhage and thus 
creates an additional reserve for improving the safety of 
operative delivery in general. The received results indicate 
the feasibility of the implementation and application of 
the modified method of cesarean section and thus create 
prospects for further research of the peculiarities of the 
intra-and postoperative period.
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