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Summary.

Adenotomy ranks among the most frequently performed procedures in otorhinolaryngology in the pediatric population.
Although it is regarded as a relatively straightforward and highly effective surgical intervention, adenotomy carries a well-
recognized risk of adenoid recurrence. The precise etiological factors underlying recurrence, as well as the associated risk
determinants, have not yet been fully established

The aim of the study was to evaluate the outcomes of surgical treatment of adenoid disease in the pediatric population and
to identify the risk factors associated with postoperative recurrence.

Materials and Methods. A total of 112 children aged 2-15 years who had undergone adenotomy were enrolled in the study.
A structured parental survey was administered to assess the primary symptoms of adenoid hypertrophy and their dynamics
following surgery. In 56 children, follow-up evaluation was performed, encompassing nasal endoscopy of the nasopharynx and
ears, tympanometry, and measurement of total immunoglobulin E (IgE), as well as immunoglobulin M (IgM) and immunoglobulin
G (IgG) directed against the Epstein—Barr virus capsid antigen. Risk factors for adenoid recurrence were assessed by calculating
the odds ratio (OR).

The study was conducted in compliance with established bioethical standards and received approval from the Bioethics
Committee of Bukovinian State Medical University. Statistical analysis was performed using Statistica 6 and BIOSTAT software.
Quantitative data were processed by means of variational statistical analysis. Binary parameters, expressed as «—» and «+», were
analyzed using Fisher s exact test for 2 x2 and 4 x4 contingency tables, as well as Fishers angular transformation (p) following
conversion of absolute values to percentages. The role of each studied indicator as a potential risk marker was evaluated using
clinical epidemiology methods. OR and 95% confidence intervals (CI) were calculated for each factor. A factor was considered
clinically significant if OR exceeded 1.2; an OR below 0.8 was interpreted as indicative of a clinically significant protective effect.

This study constitutes part of a planned comprehensive research project of the Department of Pediatric Surgery,
Otolaryngology, and Ophthalmology at Bukovinian State Medical University, entitled «Clinical and Pathogenetic Rationale for
the Correction of the Functional State of Certain Homeostatic Systems in Patients in Specific Sections of Surgical Practice and
Intensive Carey (state registration number 0125U002045).

Results. The predominant preoperative complaints in the study group included persistent nasal breathing difficulty (77.6%),
nocturnal snoring (77.6%), adenoid facies (19.6%), conductive hearing loss (50.9%), recurrent acute suppurative otitis media
(24.1%), and recurrent acute bacterial tonsillitis (39.3%). Following adenotomy, nasal breathing was restored in 80.4% of
patients, nocturnal snoring resolved in 77.7%, hearing was restored in 90.2%, the frequency of acute suppurative otitis media
episodes was reduced in 69.6%, and the frequency of acute bacterial tonsillitis episodes decreased accordingly.

Follow-up examination of 56 children identified the following risk factors for adenoid recurrence: adenotomy performed at an
early age (OR 2.7; 95% CI 0.85-8.69), elevated total IgE (OR 1.9; 95% CI 0.45-7.86), elevated IgM (OR 4.1; 95% CI 0.93-17.93)
and IgG (OR 2.4, 95% CI 0.67-8.59) directed against the Epstein—Barr virus capsid antigen, periodic fever with aphthous stomatitis,
pharyngitis, and adenitis (PFAPA) syndrome (OR 2.3; 95% CI 0.71-7.86), and recurrent acute bacterial tonsillitis (OR 1.9; 95% CI
0.45-7.86). Concurrent tonsillotomy was identified as a protective factor against adenoid recurrence (OR 0.2; 95% CI 0.11-0.69).

Conclusions. Adenotomy effectively restores nasal breathing, resolves conductive hearing loss, and reduces the frequency
of middle ear infections. The reported recurrence rate ranges from 7% to 28%. Clinically, however, the presence of residual
lymphoid tissue in the nasopharynx is of secondary importance; the determining factor is the persistence of symptoms attributable
to nasal obstruction. Identified risk factors for adenoid recurrence include young age at the time of primary surgery, a history of
atopic disease, prior Epstein—Barr virus infection, PFAPA syndrome, and recurrent acute bacterial tonsillitis.

Keywords: Adenoids; Recurrence; Risk factors; Adenotomy.

Adenotomy ranks among the most frequently performed
surgical procedures in otorhinolaryngology in the pediatric
population [1, 2]. Although it is regarded as a relatively
straightforward and highly effective intervention [3-5],
complications may occur and include postoperative
hemorrhage, velopharyngeal insufficiency, Grisel syndrome,
and nasopharyngeal stenosis [6-8]. A well-recognized feature
of adenotomy is the potential for adenoid recurrence [9-12].
This phenomenon may be attributable to anatomical
considerations — the pharyngeal tonsil lacks clearly defined
boundaries with the surrounding tissues, thereby precluding
guaranteed complete resection [13-16] — as well as to
technical limitations inherent to the procedure, most notably
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the absence of adequate visual control associated with
conventional surgical technique [17-19]. Furthermore,
adenotomy is performed predominantly in children at an
age corresponding to peak lymphoid tissue activity in the
pharynx [20, 21]. The precise etiological factors underlying
adenoid recurrence, along with the definitive associated risk
factors, have not yet been fully established [22-25].

The aim of the study was to evaluate the outcomes
of surgical treatment of adenoid disease in the pediatric
population. The following objectives were established: to
assess the clinical efficacy of elective adenotomy based
on analysis of the dynamics of predominant symptoms
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(persistent nasal obstruction, adenoid facies, and conductive
hearing loss); and to determine the rate of adenoid recurrence
following adenotomy and identify the associated risk factors.

The study was conducted in compliance with established
bioethical standards and received approval from the Bioethics
Committee of Bukovinian State Medical University. Statistical
analysis was performed using Statistica 6 and BIOSTAT
software. Quantitative data were processed by means of
variational statistical analysis. Binary parameters, expressed
as «—» and «+», were analyzed using Fisher’s exact test for
2x2 and 4x4 contingency tables, as well as Fisher’s angular
transformation (¢) following conversion of absolute values to
percentages. The role of each studied parameter as a potential
risk marker was evaluated using clinical epidemiology
methods. OR and 95% CI were calculated for each factor.
A factor was considered clinically significant if OR exceeded
1.2; an OR below 0.8 was interpreted as indicative of
a clinically significant protective effect. This study constitutes
a component of a planned comprehensive research project
of the otorhinolaryngology course of the Department of
Pediatric Surgery, Otolaryngology, and Ophthalmology at
Bukovinian State Medical University, entitled «Clinical and
Pathogenetic Rationale for the Correction of the Functional
State of Certain Homeostatic Systems in Patients in Specific
Sections of Surgical Practice and Intensive Care» (state
registration number 0125U002045).

Materials and Methods

A total of 112 children aged 2-15 years underwent
elective adenotomy, comprising 72 boys (64.2%) and 40
girls (35.8%). To evaluate treatment outcomes, a structured
parental survey was administered, encompassing the
predominant symptom profile prior to surgery, symptom
dynamics following the intervention, and parental
satisfaction with surgical outcomes.

The examination findings were recorded in case report
forms developed specifically for this study. The study
was conducted in compliance with established bioethical
standards and received approval from the Bioethics
Committee of Bukovinian State Medical University.

To identify risk factors for adenoid recurrence, 56
children were randomly selected from the total cohort of
112 for follow-up evaluation, comprising nasal endoscopy
of the nasopharynx and ears, and tympanometry. Serum
levels of total IgE, as well as IgM and IgG directed against
the Epstein—Barr virus capsid antigen, were measured [25].

Statistical analysis was performed using Statistica 6 and
BIOSTAT software. Quantitative data were processed by
means of variational statistical analysis. Binary parameters,
expressed as «—» and «+», were analyzed using Fisher’s
exact test for 2x2 and 4x4 contingency tables, as well as
Fisher’s angular transformation (¢) following conversion
of absolute values to percentages [26].

The role of each studied parameter as a potential risk
marker was evaluated using clinical epidemiology methods.
OR and 95% CI were calculated for each factor. A factor
was considered clinically significant if OR exceeded 1.2; an
OR below 0.8 was interpreted as indicative of a clinically
significant protective effect [27].

This study constitutes a component of a planned
comprehensive research project of the otorhinolaryngology

course of the Department of Pediatric Surgery,
Otolaryngology, and Ophthalmology at Bukovinian State
Medical University, entitled «Clinical and Pathogenetic
Rationale for the Correction of the Functional State of
Certain Homeostatic Systems in Patients in Specific
Sections of Surgical Practice and Intensive Care» (state
registration number 0125U002045).

Results and Discussion

Persistent nasal breathing difficulty was the predominant
complaint prompting parents to seek medical attention,
with nasal obstruction reported in 77.6% of children
(Table 1). Following adenotomy, nasal breathing was
restored in 80.4% of patients, demonstrating the clinical
efficacy of the procedure. Of note, 6.2% of respondents
reported no improvement in nasal breathing; this subgroup
warrants further scientific and clinical investigation.

Nocturnal snoring and nocturnal open-mouth breathing
represent additional characteristic manifestations of adenoid
disease. These symptoms were present preoperatively in
77.6% of children. Following adenotomy, nocturnal
snoring resolved in the vast majority of patients (77.7%),
while nocturnal open-mouth breathing and rhonchopathy
persisted in 4.4% (Table 1).

Facial deformity was a less frequently reported parental
concern. Typical facies adenoides with exclusively oral
breathing was observed preoperatively in 19.6% of cases.
Following adenotomy, transition to nasal breathing was
documented in 83.9% of patients, while persistent oral
breathing with a half-open mouth was observed in 16.1%
(Table 1).

In a proportion of cases, adenotomy was performed
concurrently with partial palatine tonsillectomy. Based
on the study data, approximately one third of children
underwent both procedures simultaneously.

Persistent conductive hearing loss resulting from
obstruction of the pharyngeal openings of the auditory
tubes represents a frequent indication for adenotomy.
Preoperatively, persistent hearing loss was observed in one
third of children, while in 17.9% it occurred exclusively
during upper respiratory tract infections. Hearing was
restored following adenotomy in 90.2% of patients, while
in 5.3% no improvement was documented (Table 1).

Recurrent acute otitis media was characteristic
of approximately one quarter of children undergoing
adenotomy, with approximately half reporting a history
of one to two episodes. Following surgery, no episodes
of acute otitis media were recorded in 69.6% of patients,
while two or more episodes occurred in 13.4% during the
follow-up period (Table 1).

Although acute palatine tonsillitis does not constitute
a symptom of adenoid disease and does not influence the
indication for adenotomy, its frequency indirectly reflects
the antigenic load on the upper airways and the functional
state of the palatine tonsils. Recurrent bacterial tonsillitis
was observed preoperatively in 39.3% of children,
compared with 6.3% following adenotomy (Table 1).
These findings suggest that restoration of nasal breathing
exerts a favorable effect on the lymphoid apparatus of the
pharynx and the condition of the upper airway mucosa.
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Table 1
Preoperative and postoperative symptom dynamics in children undergoing adenotomy
Results
No. Before surgery Yes Only during episode No
1. Persistent nasal breathing difficulty 87 (77.6%) 18 (16.1%) 7 (6.3%)
2. Nocturnal snoring and open-mouth breathing 87 (77.6%) 17 (15.2%) 10 (7.2%)
3. Persistent conductive hearing loss 37 (33.0%) 20 (17.9%) 55 (49.1%)
Yes No
4. Facial deformity 22 (19.6%) 90 (80.4%)
Frequently 1-2 times No
5. Acute otitis media 27 (24.1%) 48 (42.9%) 37 (33.0%)
6. Acute bacterial tonsillitis 44 (39.3%) 40 (35.7%) 28 (25.0%)
After surgery Results
Totally Partially No changes
1. Restoration of nasal breathing 90 (80.4%) 15 (13.4%) 7 (6.2%)
2. Resolution of nocturnal snoring 87 (77.7%) 20 (17.9%) 5 (4.4%)
3. Restoration of nasal breathing pattern 94 (83.9%) 18 (16.1%)
4. Hearing restoration 101 (90.2%) 5 (4.5%) 6 (5.3%)
Frequently 1-2 times No
5. Acute otitis media 15(13.4%) 19(17.0) 78(69.6%)
6. Acute bacterial tonsillitis 7(6.3%) 40(35.7%) 65(58.0%)
Less frequently The same More frequently
7. Episodes of acute respiratory viral infection 95 (84.8%) 15 (13.4%) 2 (1.8%)
Yes Partially No
8. Satisfaction with surgical outcome 86 (76.8%) 24 (21%) 2 (1.8%)

Although the frequency of acute respiratory viral
infections (ARVI) is not directly attributable to adenoid
disease, recurrent respiratory infections represent one of
the most common reasons for parental referral for surgical
treatment. While the majority of children experienced three
to four ARVI episodes per year preoperatively, following
adenotomy a reduction in both the frequency and severity
of episodes was reported by 84.8% of parents (Table 1).

Adenotomy thus represents an effective surgical
intervention that restores nasal breathing, resolves nocturnal
snoring, prevents facial deformity, restores auditory tube
patency, and reduces the incidence of acute otitis media and
acute tonsillitis.

Cases in which surgical outcomes did not meet parental
expectations are of particular clinical and scientific interest,

as they may indicate adenoid recurrence. To determine the
recurrence rate, 56 children were randomly selected for
follow-up examination.

Although endoscopic examination revealed adenoid
recurrence in 16 cases (28.6%), clinically significant
choanal obstruction exceeding one third of the choanal
lumen with associated nasal obstruction symptoms
was detected in only 4 cases (7.1%). Of note, palatine
tonsil hypertrophy of grade II or higher was additionally
identified in 12 cases (21.4%).

The following potential risk factors were evaluated:
age at the time of primary surgery, concurrent palatine
tonsil surgery, history of atopic disease, humoral immune
response to Epstein—Barr virus infection, PFAPA syndrome,
and recurrent bacterial tonsillitis (Table 2).

Table 2
Risk factors for adenoid recurrence

No. Risk factor OR 95% CI

1. Adenotomy performed at an early age 2.7 0.85-8.69

2. Elevated total IgE 1.9 0.45-7.86

3. Concurrent tonsillotomy 0.2 0.11-0.69

4. Recurrent bacterial tonsillitis 1.9 0.45-7.86

5. PFAPA syndrome 2.3 0.71-7.86

6. Elevated IgG directed against the Epstein—Barr virus capsid antigen 2.4 0.67-8.59

7. Elevated IgM directed against the Epstein—Barr virus capsid antigen 4.1 0.93-17.93

Adenotomy during early childhood — a critical period
of immunogenesis characterized by heightened lymphoid
tissue activity — may be regarded as a potential risk factor
for recurrence. Surgery performed before the age of 3 years
was associated with an approximately threefold increase in
the risk of adenoid recurrence during the follow-up period
(OR 2.7; 95% CI 0.85-8.69).
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Atopic diseases, particularly those affecting the upper
airway mucosa, should be regarded as potential risk factors
for adenoid recurrence. Elevated total IgE was associated
with an approximately twofold increase in the risk of
recurrence (OR 1.9; 95% CI 0.45-7.86).

Concurrent tonsillotomy was identified as a protective
factor against adenoid recurrence (OR 0.2; 95% CI 0.11-0.69).
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Recurrent bacterial tonsillitis was associated with an
increased risk of adenoid recurrence (OR 1.9; 95% CI

atopic disease, prior Epstein—Barr virus infection, PFAPA
syndrome, and recurrent bacterial tonsillitis.

0.45-7.86). PFAPA syndrome was similarly associated with an
elevated likelihood of recurrence (OR 2.3; 95% CI1 0.71-7.86).

Elevated humoral immune response to Epstein—Barr
virus, manifested by elevated IgG (OR 2.4; 95% CI
0.67-8.59) and IgM (OR 4.1; 95% CI 0.93-17.93) directed
against the capsid antigen, was similarly identified as a risk
factor for adenoid recurrence.

Prospects for Further Research

Further identification and systematic consideration
of risk factors for adenoid recurrence in the pediatric
population are expected to improve treatment outcomes
and reduce the need for repeated surgical intervention.
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Conclusions

1. Adenotomy effectively restores nasal breathing,
resolves conductive hearing loss, and reduces the incidence
of acute otitis media.

2. The reported recurrence rate ranges from 7% to
28%; however, the presence of residual lymphoid tissue in
the nasopharynx is of secondary importance relative to the
persistence of symptoms attributable to nasal obstruction.

3. Identified risk factors for adenoid recurrence include
young age at the time of primary surgery, a history of
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PELUIUB ATEHOITHUX BETETALIN ¥V JITEA: YAUHHUKHU PUSUKY
C. A. Jlesuyvka, A. O. boonap

BykoBHHCBHKMIA Aep:kaBHMIi MeTUYHMIT YHiBepcUTeT
(m.YepHiBui, Ykpaina)

Pesiome.

BupaneHHs afeHOIAHMX BereTariil y IiTei € OqHi€r0 3 HAUMOMIKMPEHIIINX Onepaliii B OTOPUHOIAPUHIOIIOTT. AZICHOTOMII0 MOKHA
BIZIHECTH JI0 BiIHOCHO JICTKHX, PYTUHHHX i BUCOKOS(DEKTHBHHX XipypridHuX BTpy4daHb. OCOOIHUBICTIO aA€HOTOMIT € IMOBIPHICTH PO3BUTKY
PpeLMIUBY aICHOIIHUX BereTalii. JIocTeMEeHHO 3aJIMIIal0ThCS HeBIZIOMUMH IPHYMHH PELUANBY aJCHOIAHNUX BEreTawiil i YAHHUKH PU3KKY.

Merto1o po6otu Oys0 BH3Ha4YEHHS e(eKTUBHOCTI XipypriyHOTO JIiKyBaHHS aIeHOIJHUX BereTauiil y AiTei, a TaKo)K YNHHUKIB PU3HKY
PO3BHUTKY PELIUIMBIB 3aXBOPIOBAHHSL.

Marepiasan i MeTonu. ['pyny nocnimkenns cknanu 112 mireit Bikom 2-15 pokiB, koTpuM Oyiia BUKOHAHA aIcHOTOMisl. AHKETYBaHHSI
0aThKiB JO3BOJIUIIO BU3HAYUTH OCHOBHI CHMITTOMH a/ICHOI/IB 1 iX IMHaMIKy Hiciist onepariii. Y 56 aiTeil mpy MoBTOPHOMY OISl IPOBEACHO
SHJOCKOIIIYHE AOCIiKEHHSI HOCOIVIOTKH 1 ByXa, THMIIAHOMETPit0, BU3HAYEHI PiBHI 3arajabHOro iMmyHorno0yininy E, iMyHormoOyminu
M i G no kancugHoro antureny Bipycy Emmreiin-bapp. BusHaueHHs! YNHHUKIB PU3HKY PO3BUTKY PELMIAMBY aJCHOITHUX BereTawii
MPOBOAMIIN 33 MTOKa3HUKOM BiJHOILICHHS LIAHCIB. METOIH, BUKOPHCTAHI B JOCIIKEHHI, HE 3alepeyyi0Th OCHOBHUM 0i0CTHYHUM
HOpPMaM Ta 3aTBEpKEHE KoMiTeToM 6ioeTnky byKOBHHCHKOTO Aep:KaBHOrO MEAAMYHOIO YHiBepcuTeTy. CratuctiyHa 00poOKa OTpUMaHHX
Ppe3ysbTaTiB HPOBOIKIIACS 32 JOIOMOrok0 mporpam «Statistica 6» i «kBIOCTAT». Maremarnuxa 06poOka IpOBOIIIACS 3 BAKOPUCTAHHIM
BapialiifHOro CTaTUCTHYHOTO aHai3y. AHaJi3 3MiH MOKAa3HHUKIB, sKi BUpaxeHi y GopMi JBOX rpajarii («-», «+») 3aiiicHioBamu 3a
Jonomororo Toyroro Merony dimepa st 4-nonbHOI Ta 2-moNbHOT TabaHULb Ta KyTOBOro @-neperBoperns dimepa 3 monepeaHiMm
MepeBEICHHIM a0COTIOTHUX YHCeN Y BiicoTKH. [nenTudikamiro 10CciiHKyBaHOTO NOKa3HUKA SIK MapKepa PH3KKY OLIHIOBAIN METOIaMU
KJIiHi4HO] enifemionorii. BupaxoByBaiu BiftHOIEHHS MaHCIB i 95% NoBipui iHTepBaiy BigHOMEHH maHciB. KiiHiuHO 3HauMMuM (hakrop
PH3HKY BBaXKaJIM IPU 3HAYCHHI IIOKa3HUKA BiTHOIICHHSI aHCiB Oinbimmu 1,2. KiiHIYHO 3HAYMMHUM TPOTEKTUBHUM e(EKTOM BOJIOIIB
MOKa3HUK IpH BifHOIeHHi manciB meHuie 0,8. JlocmiukeHHs € pparMeHTOM IIaHOBOT KOMILUICKCHOT HAyKOBO-I0CIIAHOI pOOOTH KypCy
JIOP xBopo6 kadenpu qutsuoi Xipyprii, oToaapuHronorii Ta odransmonorii ByKOBUHCHKOTO ep»KaBHOTO MEJUYHOTO YHIBEPCUTETY
«Kniniko-naroreneTuyHe 00IpyHTYBaHHS KOPEKIil (PyHKIIOHAIBHOTO CTaHy ACSKUX TOMEOCTaTHYHHX CHCTEM XBOPHX B OKPEMHUX
po3aiiax XipypriuHoi MpakTHKU Ta iIHTEHCUBHOI Teparii», Homep AepxkaBHol peectpaii 0125U002045.

Pe3yabraTn pociaigkenns. OCHOBHUMH CKapraMu B TPyl AOCIHIIKEHHS O XipypriyHOro BTpy4aHHs Oy/iu CTiKe yTPYyIHEHHS
HocoBoro auxanHs (y 77,6%), niune xponinus (77,6%), nedopmanis obnudus 3a agenoigaum Tunom (19,6%), KOHAyKTUBHA
npuntyxyBarticts (50,9%), yacTi enizonu rocTpUx rHiHHUX cepeHiX oTUTIB (24,1%), yacTi enizoau rocTpux OaKTepiabHUX TOH3HIIITIB
(39,3%). BukoHaHHsI a1€HOTOMIi JO3BOJIMJIO BiTHOBUTH HOCOBE quxaHHs (B 80,4%), no30yTucs HiuHOro XpominHs (B 77,7%), BiAHOBUTH
ciyx (B 90,2%), 3MEHILIMTH KUIbKICTh FTOCTPHX THIHHUX cepeHiX oTUTIB (B 69,6%) i rocTpux GakTepialbHUX TOH3MIIITIB.

3a pesysapTaTaMu 00CTEKEHHs S6 [iTell BCTAHOBICHI YHMHHUKH PU3UKY PELMANBY aCHOIIHIX BEreTawiil: BAKOHAHHS IEpIIOi onepartii
B paHHbOMY auTsuoMy Biui (OR=2,7; 95%CI=0,85-8,69), 36inbuienns 3aranpHoro imyHornooyainy E (OR=1,9; 95%CI=0,45-7,86),
imyHornoOyniniB M (OR=4,1; 95%CI=0,93-17,93) i G (OR=2,4; 95%CI=0,67-8,59) no kancuaHoro antureHy Bipycy Enmreiin-bapp,
PFAPA-cunapom (OR=2,3; 95%CI=0,71-7,86), yacri enizoau roctpux Oakrepianpuux tou3mwiitie (OR=1,9; 95%CI=0,45-7,86).
OnHOYaCHE BUKOHAHHS TOH3MJIOTOMIi BUSBHIIOCS NPOTEKTHBHUM YHMHHHUKOM, IIJ0 3MEHIIY€E PU3UK PO3BUTKY PELUAMBY a/ICHOINIB
(OR=0,2; 95%CI=0,11-0,69).

BuchoBku. [IpoBezieHHs aieHOTOMIT 103BOJIsAE €(EKTUBHO BiJIHOBUTH HOCOBE JUXAHHS, YCYHYTH KOHILYKTHBHY HPHINIYXYyBaTiCTh
i 3MEHIIUTH 4acTOTy cepelHix oTuTiB. YacTora peuunusy cknanae 7-28% BUNAJKIB, IPOTE, BKIUBUM € HE IPUCYTHICTb TiM(oinHOi
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TKaHWHH B HOCOIVIOTIII, @ HASBHICTH ITOB’SI3aHMX 13 HAa3aJIEHOIO OOCTPYKII€I0 CHMIITOMIB. UNHHUKAMHU PU3UKY PO3BHTKY PEIHIUBIB
a/IeHOIHUX BeTeTallii BUSBIIINCS PaHHINA BiK JUTHHH, OOTSDKCHHH alleproIoTiyHuil aHaMHe3, mepeHeceHa Emmrelin-bapp BipycHa
indexnis, PFAPA-cunzipoM, gacTi emizonn GakTepiallbHUX TOH3WIIITIB.
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