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Clinical efficacy of different infusion regimens
in high surgical risk patients with urgent
abdominal pathology

Abstract. Background. Long-term inpatient treatment and associated significant mortality are specifically
attributed to urgent surgeries, 53 % of which are accounted for acute surgical pathology. The prolonged
postoperative ileus is considered as one of the most severe complications. The purpose: to assess the efficacy
of restrictive and goal-directed regimens of infusion therapy based on comparative analysis of clinical resolu-
tion of postoperative motor bowel disorders in high surgical risk patients with urgent abdominal pathology.
Materials and methods. We examined 80 patients with urgent abdominal pathology. All patients underwent
emergency laparotomy and were divided into 2 groups. In the first one (n = 40), the persons received goal-
directed infusion therapy. The patients of the second group (n = 40) received infusion therapy in restrictive
regimen. We measured fluid compartments of the body by the method of noninvasive bioelectrical impedance
analysis of the body structure, function of gastrointestinal tract — by clinical implications, intra-abdominal
pressure and ultrasound visualization of the intestinal wall condition. Results. Goal-directed infusion thera-
py formed the interstitial edema on the I* day (p < 0.04), it correlated with an increase in the small intestine
wall thickness (R = 0.86, p = 0.02), hyperextension of intestinal loops (R = 0.65, p = 0.02) and progression
of intra-abdominal hypertension degree 1. Clinical recovery of gastric emptying occurred in 45 % patients
within 5 postoperative days. In 55 % of patients, we observed prolongation of postoperative ileus. Restrictive
regimen of infusion therapy was associated with physiological volume of interstitium during the whole period
of observation, restoration of thickness (p < 0.02) and diameter (p < 0.01) of the small intestine from the 3
day, absence of intra-abdominal hypertension signs. Autonomous defecation was observed from the 5" day
in 70 % of patients. Conclusions. Goal-directed regimen of infusion therapy in high surgical risk patients
with urgent abdominal pathology was accompanied by progression of interstitial edema on the I* day, intra-
abdominal hypertension degree 1 during two days, prolongation of postoperative ileus to the 7" day after
surgery. Restrictive regimen of infusion in the perioperative period in high surgical risk patients with urgent
abdominal pathology allows us to prevent the development of interstitial edema and intra-abdominal hyper-
tension and reduce the terms of full recovery of gastric emptying to 5 days.

Keywords: urgent surgery, high surgical risk; regimen of infusion therapy; postoperative intestinal obstruc-
tion; intra-abdominal hypertension; sonographic diagnosis

Introduction tive ileus (POI) is considered as one of the most severe

Long-term inpatient treatment and significant mor-
tality are specific to urgent surgeries, 53 % of which are
accounted for acute surgical pathology. It is due to limi-
tation of time for examination and services on necessary
preoperative preparation of the patient, poses a threat
of undertriage and is accompanied by high frequency of
post-surgery complications. The prolonged postopera-

complications. Progression of POI significantly extends
the length of stay in the intensive care unit and at the in-
patient department, increases the cost of treatment, and
is associated with risk of delayed mortality [1—6].
Postoperative ileus develops in post-surgical period
and is characterized by delay of coordinated intestinal
motility, which obstructs the efficient gastric emptying
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and/or oral administration of fluid and food. Time of
post-surgical functional recovery of stomach is 24—48
hours, small intestine — 24, large intestine — 48—72
hours [5]. Validity of ileus symptoms with no evidence
of mechanical obstruction for more than three-five days
after surgery is interpreted as progression of POI, the in-
cidence of which is 10—40 % in elective abdominal sur-
geries [6]. Urgent surgeries, age of patients, severity of
co-morbidity increase the risk of postoperative ileus pro-
gression. The latter is characterized by several mecha-
nisms, one of which is water and sodium retention as
response to surgical aggression. It causes edema of inter-
stitial tissue and activation of Na*/H™* exchanger, which
additionally decreases contractility of the intestinal tract
muscular tissue and inhibits its peristalsis [6]. The fatal
results of interstitial edema and paralytic changes of in-
testine are formation of abdominal compartment syn-
drome/intra-abdominal hypertension (IAH) in com-
bination with multiple organ dysfunction/failure and
increased mortality. Severity of multiple organ disorders
straightforwardly depends on the degree of intra-abdomi-
nal hypertension. There is mild, moderate and severe
intra-abdominal hypertension corresponding to the va-
lues of intra-abdominal pressure (IAP) of 10—20, 21—-35
and more than 35 mm Hg [4]. For this reason, one of
the main tasks of intensive care or pre-surgical period in
patients with urgent abdominal pathology is prevention
of interstitial edema progression, when fluid replacement
is needed. There are several regimens of infusion therapy
(IT), such as liberal, restrictive and goal-directed. Over
the last years, the restrictive and goal-directed infusion
therapies are ones of the safest regimens of fluid resusci-
tation in patients at high surgical risk [7].

The purpose: to assess the efficacy of restrictive and
goal-directed regimens of infusion therapy based on
comparative analysis of post-surgical solution of gastro-
intestinal motility disorders in high surgical risk patients
with urgent abdominal pathology.

Materials and methods

A prospective observational study was conducted on
the basis of anesthesiology and intensive care department
no. 2 and three surgery departments of Clinical Associa-
tion “Emergency Health Service” of Dnipropetrovsk
Municipal Council. On approval of ethics committee of
State Institution “Dnipropetrovsk Medical Academy of
the Ministry of Health of Ukraine”, we examined 80 pa-
tients, 41 (51 %) men and 39 (49 %) women, with urgent
abdominal pathology, who underwent emergency lapa-
rotomy. Middle age of patients was 71 [Me 61 : 75] years.
Surgical pathologies were as follows: acute intestinal ob-
struction (n = 40), perforated gastric and duodenal ulcer
(n =9), strangulated hernia (n = 31).

The study was conducted in accordance with main
bioethical standards of World Medical Association Dec-
laration of Helsinki regarding ethical principles of scien-
tific and medical researches with amendments (2000,
with amendments 2008), Universal Declaration on Bio-
ethics and Human Rights (1997), Council of Europe
Convention on Human Rights and Biomedicine (1997).

Each participant received written information consent,
and all the precautions on provision of anonymity of pa-
tients were taken.

Inclusion criteria: urgent laparotomy; age 45—75
years; level of volume depletion 10—30 % [8]; high de-
gree of surgical risk (predicted occurrence of post-sur-
gical complications and mortality is 50 % and higher
on P-POSSUM score) [9]; ASA III; patient’s informed
consent on participation in the study.

Exclusion criteria: elective surgical interventions; age
less than 45 and more than 75 years; level of volume de-
pletion less than 10 and more than 30 %; low, moderate
surgical risk (predicted occurrence of post-surgical com-
plications and mortality is less than 50 % on P-POSSUM
score); gastrointestinal hemorrhages; volume of preope-
rative blood loss is higher than level I by Briusov [8]; ASA
I-II-1V; patient’s refusal to participate in the study.

Using sealed envelope method, the patients were di-
vided into 2 groups. In the first one (n = 40), the persons
received goal-directed infusion therapy. The patients of
the second group (n = 40) received infusion therapy in
restrictive regimen. The groups were representative by
age, gender-based distribution, nature of surgical and
comorbid somatic pathology.

Preoperative preparation of all the patients was con-
ducted in the conditions of intensive care unit accor-
ding to protocol of the Ministry of Health of Ukraine
no. 297 (02.04.2010) [8]. According to goal-directed the-
rapy protocol, before the surgery subjects underwent ini-
tial haemodynamic examination based on stroke volume
(SV), cardiac index, and mean arterial pressure. After
evaluation of fluid responsiveness by passive leg raising,
fluid responsiveness was reconfirmed by infusion loa-
ding with crystalloid solution and determining the maxi-
mum increase in SV. Subjects were given 500 ml boluses
of balanced crystalloid solution. If we observed fluid re-
sponsiveness in the form of SV increase by 10 % or more,
500-ml fluid challenge was repeated until SV failed to in-
crease by 10 %. In this situation, preload was considered
optimized, SV was determined and used as the haemo-
dynamic goal. Subsequently, the patients were treated
according to restrictive regimen of infusion therapy.
Persons with fluid resistance, in the setting of restric-
tive regimen of infusion therapy, received dopamine in
inotrope dose — 2—10 mkg/kg-!/min-! to reach a mini-
mum cardiac index of 2.5 L/min/m? as an alternative to
prevent low cardiac output. When SV was optimized and
cardiac index was within the target range, but mean arte-
rial pressure was < 65 mm Hg, dopamine was given in va-
sopressor dose — 11—15 mkg/kg='/min~' [10]. Restric-
tive regimen of infusion therapy allowed us to take into
account pre-surgical deficiency of fluid in patients and
basic physiological requirement, injury rates of surgical
aggression, preoperative and postoperative pathologic
losses [11]. We used balanced crystalloid solutions.

A total calculated volume of infusion was adminis-
tered according to the following phases: rescue, opti-
mization and stabilization (Table 2) [12]. Rescue phase
lasted for 1 hour, conformed with the time of preopera-
tive preparation and comprised 25 % of the calculated
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Table 1. Calculation of infusion volume in restrictive regimen

Level of volume
depletion, %

Infusion therapy
regimen

Fluid volume per day
(ml/kg*/day)

Average rate of fluid
administration (ml/kg*/h)

Restrictive 20

50+ 10 1.6-2.5

Note: kg* — ideal body weight in patients.

Table 2. Calculation of infusion volume according to infusion therapy regimen and phase, mi/kg/h

Phase regimen

Restrictive regimen
of infusion therapy

Rescue (25 % of the calculated volume of infusion, 1 hour) 10-15
Optimization (25 % of the calculated volume of infusion, 2 hours) 5-7.5
Stabilization (50 % of the calculated volume of infusion to the end of day 1) 1.6-2.0

volume of infusion. Optimization phase lasted for the
following 2 hours and included preoperative period. In
this phase, we administered 25 % of the calculated volu-
me of infusion and restored preoperative losses. In the
stabilization phase, we administered the rest of calcu-
lated 50 % infusion volume, increasing it to the volume
of identified pathologic losses to the end of the first day
of treatment.

We started de-escalation phase from the 2" day of
postoperative period by combining intravenous and oral
administration of fluids. Daily fluid requirement inclu-
ded the above calculations according to the regimen of
infusion therapy and pathological losses. On the 2 day
of postoperative period, water was administered orally
at a rate of 20 ml/h, from the 3% day — up to 40 ml/h,
with maximum volume of up to 70 ml/h. Volume of in-
travenous infusion was reduced in accordance with oral
administration. The contraindication to oral administra-
tion of fluid was remaining gastric volume (ReGV) more
than 300 ml in 6 hours.

Such indicators of the body fluid compartments as the
extracellular fluid (ECF), intracellular fluid (ICF), the
total volume of fluid (TVF), the plasma volume (PV), in-
tra-vascular volume (IVV) were measured by the method
of noninvasive bioelectrical impedance analysis of the
body structure with the Diamant monitor complex. In
view of basic physiology of fluid distribution among fluid
compartments of the body, we calculated interstitial vo-
Iume (IV) as difference between extracellular and vascu-
lar volumes [13]. Gastric emptying was assessed on the
basis of clinical implications: nausea, vomiting, abdomi-
nal distension, flatulence, autonomous evacuation, and
also identification of IAP and remaining gastric volume.
Intra-abdominal pressure was measured using indirect
vesical administration of 25 ml of sterile isotonic solu-
tion, then the patient was in supine position for 30—60
seconds. We considered midaxillary line as zero point.
We achieved the result in centimeters of water and con-
verted millimeters of mercury by formula [8]:

I mm Hg =136 cm H,0.

We identified intra-abdominal hypertension, IAP
was measured twice and exceeded the norm during
12 hours. Using sonographic apparatus Mindray DP

6600, we assessed the presence of free fluid in the ab-
dominal cavity, the nature of peristalsis, diameter of
small intestine (DSI) and thickness of the intestinal
wall (TIW) [14, 15].

Points of follow-up: preoperatively; 1%, 2nd, 3rd 5th
and 7™ days postoperatively.

Statistical analysis of results was conducted using
package MS Excel 2007, Statistica v6.1 (license no.
AJAR909E415822FA). The results were represented as
M £ m, we considered level p < 0.05 as statistically sig-
nificant. In order to assess the interaction between the
signs, we used correlation analysis with calculation of
Spearman’s rank correlation (R).

Results

According to the preset principle, the patients of both
groups were assigned as moderate grade of intravascular
volume depletion/moderate hypovolemia. Our results
revealed the redistribution of fluid between all of the flu-
id compartments (Table 3). There were no differences in
absolute values of ECF and ICF. So, the ECF decreased
consequently due to the volume of circulating blood,
namely, by reducing the plasma volume (85.1 % of the
norm; p <0.02). We did not detect intracellular dehydra-
tion (95.5 % of the norm; p > 0.05), but the patients with
high surgical risk had a decrease in circulating blood vo-
lume due to plasma volume reduction. So, extracellular
volume comprised 80 % (p < 0.05) of the norm and did
not differ statistically between the groups. Reduction of
volume of plasma by 15 % (p < 0.05) of the norm formed
17% deficit of intravascular sector (p < 0.05) without re-
levant difference between the groups. Interstitial volume
comprised 79 % of the norm (p < 0.05). There was mode-
rate volume depletion followed by reduction of TVF by
10 % from the norm (p < 0.05) in both groups of patients
without signs of dehydration.

We found preoperative gastrointestinal motility
disorder followed by complaining of nausea in 68 pa-
tients (85 %), vomiting — in 50 (63 %), sonographically
identified pathologic pendular movements, thickening
of intestinal wall by 16 % (p < 0.04) of the norm, hy-
perextension of intestinal loops by 75 % (p < 0.001) of
the norm. IAP comprised 110 % (p < 0.05) of the norm
(Table 4).
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Goal-directed regimen of IT in patients with urgent
abdominal pathology was followed by an increase in in-
terstitial edema by 14 % (p < 0.02) on day 1 after surgery.
Reduction of interstitial edema to the level of norm was
observed on the 2" day, whereas values of IV did not dif-
fer significantly compared to the norm, and we observed
this during further postoperative period. Regression
of interstitial edema was consistent with an increase in

TIW, whose values exceeded the norm by 56 %, by 40 %
compared with the initial level on the 1% day, and had a
direct correlation with IV and TIW (R =0.86, p = 0.02).
Since the 2™ day, values of TIW decreased and com-
prised 143 % (p < 0.02) of the norm, which continued
during further days of observation and corresponded to
the norm since the 7" day (Table 4). Diameter of intes-
tine has also increased compared to the baseline. The

Table 3. Fluid compartments of the body (L) in different regimens of IT in high surgical risk patients
with urgent abdominal pathology

Indicator Norm Baseline 1st day 2m day 3 day 5t day 7t day
Goal-directed regimen
ECV 14.1 11.4+0.3* 15.1 £ 0.3*t 14.8 +0.2* 12.9 £ 0.1F 12.8 +0.2* 13.3 £ 0.3f
ICF 249 23.6 0.7 23.7+13 | 24.0+13.0" | 23.4+0.9" 24.7 £ 0.77 23.9+ 04"
TVF 39 35.1+1.0* | 388+ 1.1*t | 38.8+0.6" 36.3 +1.3f 37.5+0.9* 37.2+1.3f
PV 2.7 23+0.2" 26+0.1 3.0+01 24 +01 28+0.1 24 +01
IVV 4.9 41 +0.3* 4.6+0.2 52+0.1 4.3+01 51+04 45+0.2
\% 9.2 7.3+0.5" 10.5 + 0.3*t 9.6 £0.2" 8.6 +0.2f 7.7 £0.3" 8.8+0.2
Restrictive regimen
ECV 141 11.4+04* | 128+ 02" | 12.6 +0.2* 13.6 +0.11 13.1 £ 0.2* 13.7 £ 0.3f
ICF 249 23.7+0.8 23.7+1.3 23.5+1.3" 245+ 0.9f 23.3+0.7" 24.3 + 0.41
TVF 39 35.1+1.3° | 36.5+1.1*t | 36.1 +0.6" 38.1 +1.3f 36.4 + 0.9 38.0 +1.3f
PV 2.7 23+0.17 27+01 26+0.1 2.8=+0.1 2.7+01 2.7+01
IVV 4.9 41 +0.2" 4.6+0.2 45+01 4.7+ 01 46+0.3 49+01
\Y, 9.2 7.3+04" 8.2 +0.3*t 8.1+0.2" 8.9+0.2f 8.5+0.3" 88+0.2

Notes: here and in Table 4: * — p < 0.05 compared to the norm, " — p < 0.05 compared to foregoing phase

of observation.

Table 4. Parameters of the gastrointestinal tract in different regimens of IT in high surgical risk patients with

urgent abdominal pathology

Indicator Norm Baseline 1st day 2" day 3 day 5t day 7" day
Goal-directed regimen
IV, L 9.2 7.3+0.5" 10.5 £ 0.3*t 9.6 +0.2° 8.6 +0.2f 7.7 £0.3" 8.8+0.2
ReGV, ml 300 - - 420 = 110*" | 290 = 120*t | 300 + 1007 210 + 80t
Intestinal evacu- + - - +/1 +/2 +/15 +/22
ation/number
of patients
IAP, mm Hg 5-10 11.3+2.8* | 126+ 1.7 | 121 +£1.5*7 | 11.8+£2.9* | 11.2+ 3.6t 94+141
TIW, mm 3 35+1.2 4.7+0.9 43 1.7+ 3.7+1.1* 3.5+1.0" 3.1 1.1
DSI, cm 2.4 42+1.1* 5.0+ 1.2* 49+1.1* 3.2+1.3" 26+1.2* 2.6 +0.8*
Restrictive regimen
IV, L 9.2 7.3+04" 8.2+ 0.3 8.1+0.2* 8.9=x0.2f 8.5+0.3" 8.8+0.2
ReGV, ml 300 - - 380 + 90* 300 + 100t 260 + 501 160 + 90
Intestinal evacu- - - +/6 +/3 +/19 +12
ation/number
of patients
IAP, mm Hg 5-10 11.3+2.8 121 +1.1* 11.9+1.0* 11.3+0.8 10.6 + 1.21 83+1.0
TIW, mm 3 35+1.1 3.9+0.8" 3.7+0.9" 3.6+0.6 35+0.8 32+05
DSI, cm 2.4 41 +1.3" 46 1.1 42 +1.3* 2.9+ 04t 2.7+0.6 2.8+0.6
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highest hyperextension of intestinal loops was found
on the 1*and the 2" days after surgery, when values of
DSI 2-fold exceeded the norm and comprised 208 % (p
<0.001) and 204 % (p < 0.02), respectively, and directly
correlated with IV (R = 0.65, p = 0.02). We observed
progression of IAH stage 1 from the I* to the 2" day of
postoperative period. This was followed by increased
ReGV on the I*tday. Autonomous defecation was found
in 1 patient (2.5 %) on the 1% day, in 2 (5 %) — on the 2",
in 15 (37.5 %) — on the 5", in 22 (55 %) on the 7" day
after surgery.

When we used restrictive regimen of IT, IV did not
exceed the norm during the whole period of observation
(Table 3). We found an increase in TIW from the norm
by 30 % (p < 0.04) and 23 % (p < 0.05) in the first two
days after surgery with further recovery to the norm on
the 7" day. DSI exceeded the norm by 90 % (p < 0.02)
and 75 % (p < 0.04) on the I* and the 2" days, respec-
tively, moderately correlated with TIW (R = 0.51, p =
0.02) and was not associated with IAH. Since the 5"
day of postoperative period and further, the mentioned
findings did not differ significantly from the norm. The
remaining volume of stomach exceeded permissible val-
ues on the 2™ day, autonomous defecation was recovered
in 6 (15 %) patients on the 2" day, in 3 (7.5 %) — on the
34 in 19 (47.5 %) — on the 5" and in 12 (30 %) — on the
7t day after surgery.

Discussion

Urgent abdominal surgery is associated with limited
time, tool and diagnosis possibilities. Improvement of
treatment results in patients with urgent abdominal pa-
thology is an important factor. Implementation of ad-
vanced protocols of infusion therapy led to the reduced
incidence of surgical complications and number of re-
admissions. The new principles of infusion therapy are
restriction of infusion volumes and therapy directed to
hemodynamic parameters [1—3, 10].

In our research, we found volume depletion due to
reduction of both plasma and interstitial volumes in high
surgical risk patients with urgent abdominal pathology.
The achieved results do not confirm formation of intra-
cellular dehydration, which extends the data of the previ-
ous researches about the nature of fluid changes in acute
abdominal pathology [1-6].

In the treatment of urgent abdominal pathology, it
is important to plan and conduct perioperative refill-
ing of fluid deficit efficiently. In patients of low and
moderate surgical risk, we recommend restrictive regi-
men of infusion therapy, or zero balance approach.
For patients at high surgical risk, we recommend
goal-directed infusion therapy. Optimal perioperative
control of infusion volume is an important component
in reducing the risks of postoperative complications.
Assessment of clinical efficacy of goal-directed regi-
men of perioperative infusion therapy revealed forma-
tion of interstitial edema on the 1% day after surgery
(p < 0.04). This correlated with an increase in small
intestine wall thickness (R = 0.86, p = 0.02), hyper-
extension of intestinal loops (R = 0.65, p = 0.02) and

progression of IAH degree 1 in the mentioned period,
which was not described in the publications. Oral ad-
ministration of fluid was possible from the 24 day, in
81 % of patients it was conducted in full volume from
the 37 day after surgery. Clinical recovery of gastric
emptying was registered in 45 % patients within 5 post-
operative days. In 55 % of patients, we observed pro-
longation of postoperative ileus with full restoration of
function of gastrointestinal tract only from the 7t day
after surgery.

Analysis of the same findings in restrictive regimen of
infusion therapy revealed physiological volume of inter-
stitium during the whole period of observation [6], res-
toration of thickness (p < 0.02) and diameter (p < 0.01)
of the small intestine from the 3 day, absence of intra-
abdominal hypertension signs. Prevention of progression
of prolonged postoperative ileus by virtue of oral admi-
nistration of fluid was possible after the 2" day, in 85 %
of patients it was conducted in full volume from the 3%
day after surgery, autonomous defecation was observed
from the 5" day in 70 % of patients. Therefore, the results
of the performed clinical research showed advantage of
restrictive (limiting) over goal-directed regimen of infu-
sion therapy in high surgical risk patients with urgent ab-
dominal pathology in terms of positive clinical improve-
ment of gastric emptying and solution of postoperative
ileus in safe terms [10].

Conclusions

The above allowed us to make the following conclu-
sions:

1. Goal-directed regimen of infusion therapy in high
surgical risk patients with urgent abdominal pathology
was accompanied:

— by progression of interstitial edema on the 1* day;

— intra-abdominal hypertension degree 1 during two
days after surgery;

— prolongation of postoperative ileus solution to the
7t day of postoperative period.

2. Restrictive regimen of infusion in the perioperative
period in high surgical risk patients with urgent abdomi-
nal pathology allows us:

— to prevent the development of interstitial edema
and intra-abdominal hypertension;

— reduce the time of full recovery of gastric emptying
to the 5t day.
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Directions for future researches: influence of goal-
directed and restrictive regimens of infusion therapy on
risks of pulmonary and renal dysfunction in periopera-
tive period in patients with urgent abdominal pathology.
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'Y «AHernponeTpoBCKAsT MEAUNLIMHCKAST akaaemmst M3 YikpauHb», r. AHenp, YkpaumHa

KAnHuyeckas a¢pPeKTUBHOCTb PA3HbIX PEXMUMOB UHPY3INOHHOM TEPANNU Y NALMUEHTOB BbICOKOIrO
XUPYPrmyecKoro pucka ¢ YpreHTHom a6 AOMUHAABHOM NATOAOIMEN

Pesiome. Axmyaavnocmo. HeotiioxkHast maToornst OpraHoB
OPIONIHON TMOJIOCTH COCTaBIsIeT 53 % BCeX yPreHTHBIX BMe-
1IATeJIbCTB, COMPOBOXIAETCS ATUTEIbHBIM CTallMOHAPHBIM
JIeYEHUEM U 3HAYUTEJIbHOU cMepTHOCThio. OOHUM W3 Hau-
0oJiee OITACHBIX OCJIOXKHEHWI SIBJISIETCSI TTOCTEOTePaIIOH-
Hasl KUIIeYHass HEMPOXOAUMOCTb, WJIA TIOCIIeOTIepaIluOHHBIN
uneyc. Ileab — oluieHUTh 3((GEKTUBHOCTD PECTPUKTUBHOTO
U LEeJIeHANPaBIeHHOTO PEXVMMOB UH(DY3MOHHON Tepanuu Ha
OCHOBaHWM CPaBHUTEJILHOTO aHAJIM3a KIMHUIECKOTO pa3pe-
IIEHUS TTOCIEOTIePAIlMOHHBIX MOTOPHBIX HAPYIIEHUI KUIIIeU-
HUKa y OOJBHBIX BEICOKOTO XUPYPTUUYECKOTO PUCKA C YPTeHT-
HOI abJoMUHANIbHON maTojiorueil. Mamepuaavt u memoost.
O6cnenoBaHo 80 MalMEHTOB ¢ HEOTJIOXHOM TMaToJIOTUelt op-
TaHOB OPIOIIIHOM TOJIOCTU, OTIEPUPOBAHHBIX YPIEHTHO B 00be-
Me J1anapatoMuu. beuto chopMupoBaHo 2 rpyIIbl: B EPBOii

(n = 40) GoJIbHBIE TTOTYYAIN LIeJICHAIIPABICHHYIO MH(PY3UOH-
HYIO Teparuio, Bo BTopoii (n = 40) — pecTpukTuBHy©. O0be-
Mbl BOIHBIX CEKTOPOB OpraHW3Ma MCCIICAOBAIN C MOMOIIbIO
MeTOZa HEWHBAa3WBHOW OMO3IEKTPUICCKON HMMITeIaHCOMe-
Tpu¥, GYHKIWIO KUIIEYHUKA — TI0 KIIMHUYECKUM TIPOSIBIIE-
HUSIM, a TaKXe MOCPEICTBOM M3MEPEHUS] BHYTPUOPIOIIIHOTO
JABJICHUs, YIbTPa3ByKOBOW BU3yalU3allMi KUIIEYHOU CTeH-
K. Pe3yavmameot. 1leneHanpaBieHHbI pexxuM UHOY3UU 00-
yCJIOBIMBAT (DOPMUPOBAHNE MHTEPCTUIINATHLHOTO OTeKa B 1-¢
cytku nocie onepauuu (p < 0,04), 9T0 MPUBOAMIIO K YBEJIH-
YEHUIO TONIIMHBI CTEHKU TOHKOro kuireyHuka (R = 0,86;
p = 0,02), nmepepactspkeHuto netesnb kumeyHnka (R = 0,65;
p=0,02) 1 pa3BUTHIO THTPAAOJOMUHAIBHOM TUTIEPTEH3NU 1-ii
crereHu. Y 45 % maluueHTOB KIMHUYECKOE BOCCTAHOBICHUE
MOTOPHO-3BaKyaTOpHOI (GYHKLMY KUIIEYHNKA HAOII0aJI0Ch
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B TEUCHME 5 MOCICONEePAlIMOHHBIX CYTOK. Y 55 % mainueHToB
OTMEUEHO TPOJIOHTMPOBAHUE TIOCIEONePAIIMOHHON KHIIIed-
HOI1 HermpoxonuMocTu. [1pu UCTIoNb30BaHUM PECTPUKTUBHO-
ro pexuma MHGY3MOHHOM Tepanuu 00beM MHTEPCTUIIMS ObLT
(hU3UOJIOrMYECKUM B T€UEHME BCETO Meproaa HaOMIoIeHUS, C
3-X cyTOK BoccTaHaBauBaivch TomuHa (p < 0,02) u nuametp
(p < 0,01) TOHKOrO KHUILIEYHWKA, OTCYTCTBOBAJIM MPU3HAKK
MHTpaabAOMUHAIBbHON  runepTeH3uu. CaMocTosTeIbHas
nedekaiust otMedeHa ¢ 5-x cytok y 70 % manueHToB. Boteo-
oot. lleneHarnpaBieHHBI peXUM MHOY3MOHHOW Teparuu y
MaIMEHTOB BBICOKOTO XMPYPTUUYECKOTO PHUCKA C YPTreHTHOM
abIOMUHAJIbHOW MaToJIOTMell COIPOBOXKAAETCS pPa3BUTHUEM
MHTEPCTUIIMAIEHOTO OTeKa B 1-€ CYyTKM, MHTPaabIoMUaIbHOM

Kpaseup O.B.

TUIePTeH3Me 1-1i CTeNIeH B TeueHe ABYX THEH U YIUTMHEHU -
€M CPOKOB pa3pelieHus! MOCIeoNepaliMOHHON KUIIIEYHOU He-
MPOXOJMUMOCTH JI0 7 CYTOK. PecTpukTuBHBIN pexkxium nHbYy311 B
MepUONepallMoOHHOM TepUOJie Y MAllMeHTOB BBICOKOTO XUPYp-
TMYECKOTO PUCKA C YPTeHTHON aOMOMMHAIBHOW TaTOJIOTHe
TIO3BOJISIET TIPEAYTIPEAUTh PAa3BUTHE MHTEPCTUIINATBHOTO OTe-
Ka U UHTPaaOJOMUHATBHOU TUTIEPTEH3UU, COKPATUTH CPOKU
MOJIHOTO BOCCTAHOBJIEHUSI MOTOPHO-3BaKyaTOPHOI (YHKIIMU
KeJTyIOYHO-KHIIIEYHOTO TPAKTa 10 5 CYTOK.

KiioueBbie €10Ba: ypreHTHAs XUPYPIUsT; BHICOKUI XUPYPIH-
YeCKU PUCK; peXUMBbI MH(GY3NOHHO Tepanuu; Tocieornepa-
LIMOHHASI KUIIeYHas HEeMPOXOAUMOCTb; MHTPaadIOMUHAIb-
Hasl TUIIePTEeH3Us; COHOTpadruueckast TMarHoCTUKA

A3 «AHinponeTposcbka meamndHa akaaemis MO3 YikpaiHu», M. ARinpo, YkpaiHa

KAiHiYHO e PeKTUBHICTb PisHUX peXknMmiB iHPY3iIMHOT Tepanii B NALEHTIB BACOKOrO XipypriYHOro pusuky
3 YPreHTHOIO A6AO0MiIHOABHOIO NMATOAOTIEIO

Pe3iome. Axmyaavnicmo. Hesinkmanna maTosoris opraHis
YepeBHOI MOPOKHUHU CTAHOBUTH 53 % YCiX yPreHTHUX BTPY-
YaHb, CYMIPOBOIKYETHCS TPUBAJIUM CTAlliOHAPHUM JTiKyBaH-
HSIM i 3HAYHOIO CMEPTHICTIO. OMHUM 3 HallOLIBII HEOE3MEYHUX
YCKJIaJIHEHb € ITic/IsionepaliliiHa KMIIKOBA HEIMPOXiAHICThb, 00
nicasonepaiiiHuii ineyc. Mema — ouiHUTA €(hEKTUBHICTb
PECTPUKTUBHOTO i IIECTIPSIMOBAHOTO pPEXUMIB iHDY3iliHOI
Tepamnii Ha MiacTaBi MOPiBHSJIBHOTO aHaJi3y KJIiHIYHOTO 3a-
BEpPILICHHSI TicasionepalilHUX MOTOPHUX MOPYILIEHb KUILIeY-
HUKa Y XBOPUX BUCOKOT'O XipypriqHOTO PU3UKY 3 YPTEHTHOIO
abmoMiHaNbHOIO TIaToJiorieo. Mamepiaau ma memoou. O6-
crexkeHo 80 MallieHTIB i3 HEBIAKJIAAHOIO MATOJIOTIEI0 OpraHiB
YepeBHOI MOPOXHUHU, OMEPOBAHUX YPreHTHO B 00Cs3i Jana-
potowmii. byno chopmoBaHo 2 rpynu: y nepitiii (n = 40) xBopi
OTPUMYBAJIU 1IiJIeCTIPSIMOBaHY iH(Y3iiiHY Teparito, y Ipyrii
(n = 40) — pectpukTuBHY. OOCATM BOAHMX CEKTOPIB Opra-
Hi3My JOCHIIKYBaJIM 3a JOMOMOTOI0 METOIY HEiHBa3MBHOIL
0i0eJIEKTPUYHOI iIMIIEHIaHCOMETPil, PYHKIIiI0 KUIIIEUHUKA —
32 KJIIHIYHUMU TIPOSIBAMU, a TaKOX IHUIIXOM BUMipIOBaHHS
BHYTPIllIHBOUEPEBHOTO THUCKY, YJIbTPa3BYKOBOI Bi3yaizallii
KHUILKOBOI CTiHKU. Pe3zyavmamu. LlinecnpsiMOBaHU pexkxuMm
iHGy3il 00yMoBIIOBaB (hOPMYBaHHSI iHTEPCTHUILIIAJIbHOIO Ha-
OpsKy B 1-11y mo0y micis omepatiii (p < 0,04), 1110 TPUBOAUIO
110 30iIbIIEHHST TOBLIIMHM CTiHKM TOHKOI Kuiku (R = 0,86;
P = 0,02), mepepostsirHeHHs TreTenb kumeynnka (R = 0,65;
P = 0,02) i po3BuTKy iHTpaabmoMiHaTBHOI TinepTeHsii 1-ro

ctynieHst. Y 45 % mallieHTiB KJIiHIYHe BiTHOBJIEHHSI MOTOPHO-
eBaKyaTOPHOI (hyHKIIi1 KUILIEYHUKA CTIOCTEPITragocs MpoTsIroMm
5 micasioniepauitHux ai6. Y 55 % mailieHTiB 3a3HaueHe Mpo-
JIOHTYBaHHS ITiCJIsIONepaliiiHOT KUILKOBOI HEMpPOXiIHOCTI.
[Tpu BUKOPUCTaHHI PECTPUKTUBHOTO PEXUMY iH(PY3iiiHOI Te-
pariii o6csr iHTepcTullisi 6yB (Pi3ioa0riYHUM MPOTIATOM YChOTO
Tepiony CriocTepeXXeHHsl, 3 3-i 100U BiTHOBIFOBAIMCS TOBILIM-
Ha (p < 0,02) i giameTp (p < 0,01) TOHKOTO KMILIEYHUKA, OYI1
BiJICYTHi O3HAaKM iHTpaabIoMiHaJIbHOI rinepreHsii. CamocTiii-
Ha nedekartist BinzHayeHa 3 5-i 1o6u B 70 % nauieHtis. Bucho-
éxu. llinecnpsiMmoBaHuii pexxuM iHQY3iiiHOI Tepartii y XBOpUX
BMCOKOTO XipypriYyHOTro pU3MKYy 3 yPreHTHOIO abIOMiHAJIbHOIO
MaTOJIOTIEI0 CYMPOBOIKYETHCS PO3BUTKOM iHTEPCTUILiAIbHO-
ro HaOpsIKy B 1-111y 100y, iHTpaaba0oMiHAJIBHOIO TIMEPTEH3IEI0
1-ro cTymneHsi mpoOTAroM ABOX IHIB i TOMOBXEHHSIM TEPMiHiB
3aBePIICHHS ITicasionepaiiiHOT KMIITKOBOI HEMPOXiAHOCTI 10
7 ni6. PectpukTuBHUII pexuM iHGY3il B mepionepaiiitHoMy
Mepiofii y XBOPUX BUCOKOTO XipypTrivHOTO PU3UKY 3 YPTEHTHOIO
a00MiHAJILHOIO TTATOJIOTIEIO JO3BOJISIE MTOMNEPEAUTH PO3BUTOK
IHTePCTULIIAIbHOTO HAOPSIKY i iHTpaabaoMiHAIbHOI MiIePTeH-
3ii, CKOPOTUTHU TEPMiHU MOBHOTO BiTHOBJIEHHSI MOTOPHO-€Ba-
KyaTopHOI (pyHKIIii HUTYHKOBO-KUIIIKOBOIO TPAKTY /10 5 11i0.
Kii04yo0Bi ciioBa: ypreHnTtHa Xipyprist; BUCOKUI XipypriaHuit
PU3UK; peXUMU iHDY3ilHOI Tepartii; micasonepariiiiHa Kul-
KOBa HETPOXiJAHICTh; iIHTpaabJIOMiHaJbHA TilepTeH3isl; COHO-
rpadivyHa giarHocTrka
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