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OCOBJIMBOCTI JEPXKABHOI'O PETYJIIOBAHHS
TPOMAJICBKOI'O 31OPOB’ 51 HA IPUKAPITATTI
Y CKJIAAI TOJIbLII (IT PIY ITOCIIOJIUTA)
1919-1939P0KHN
Copoxa O .41.

Ha ocHOBi apxiBHHX, OIMyONiKOBaHHX ICTOPHYHUX
JIOKYMEHTIB Ta IHIIMX JOCTYNHUX iHPOpMaiitHUX pKeper
3'SICOBAHO  OCOOJMBOCTI  JEPXABHOTO  PETyJIOBAaHHS
rpomaacekoro 310poB’ st Ha [Ipukapnatti y ckiazi [lospimi
1919-1939 poxu (I Piu Ilocmosnura, nomabckor |l
Rzeczpospolita Polskajyo € akryansHum pocBigom s
o0yZ0BY CY4acHOI CUCTEMH OXOPOHH 37I0pOB’ g B YKpaiHi.
3MiHa pi3HUX CYCIIFHO-eKOHOMIUHHX (opMamiii, mepexin
[pukapraTTs mWix BIUIMB BiA OnHIET JO iHIIO! JepikaBH,
CYTTEBO BIUIMHYJIM Ha XapakTep CYCIIJIbHHX BIIHOCHH Yy
perioHi, B TOMy 4HCIi i B OXOpOHi 310poB’ 5. BeranosieHo,
IO OpraHM BJIAaAW M TPOMAACHKI IHcTHTYHII y cdepi
OXOpOHH 370pOB’4 3a yaciB nepeOyBanus Ilpukapnarrs B
cxmaai ITompmyi 1919-1939poku, mparHydu po3TrOpHYTH
MEJUYHY OIIIKY i IPOCBITHUIBKY POOOTY cepes HaceleHHs,
3 METOIO0 3ano0iraHHs XBopobam i 301bLICHHS TPUBAJIOCTI
KHTTS, 3aTI09aTKyBaIi CHCTEMHY LJIECHIPSIMOBAaHY poOOTy
3 opMyBaHHST OCHOB IPO(DTAKTHIHOT MEUIIIHY Ta IO CYTi
3aKJIaJIM NEePIi LETIMHY Y APUHY TPOMAACHKOTO 3/10pOB’ .
Ix noceix i MPaKTUKa JISUTBHOCTI BHUKIUKAE HE JIHMIIE
HAayKOBE 3alliKaBJICHHS, a i MaTUMe NpaKTHYHE 3HAYCHHS
T TOOYIOBH CYy4acHOI CHCTEMH OXOPOHHM 37I0POB’ 4.

KiawuoBi  cioBa: JIep’)KaBHE  PErYJIOBaHHs,
rpomajceke 310poB’ s, [Ipuxapnarts, [omsma.
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PERIOPERATIVE MEDICINE - ANEW FIEL

OCOBEHHOCTHU I'OCYJAPCTBEHHOI'O
PET'YJIMPOBAHHUS OBIECTBEHHOI'O 310POBbS
HA TTIPUKAPITIATBE B COCTABE ITOJIBIIHN
(IT PEYB ITOCHOJINTAS) 1919-1939°0AbI
Copoxa O.41.

Ha ocHOBe apXMBHBIX, OIyOJIMKOBAaHHBIX HCTOPHYECKHX
JOKYMEHTOB U IPYTUX JOCTYIMHBIX HH)OPMAIMOHHEIX HCTOYHHKOB
BBISICHEHO OCOOCHHOCTH TOCYJapCTBEHHOTO  PETYIHPOBaHUS
oOmecTBeHHOro 310poBbs Ha [Ipuxapmatse B coctaBe Ilonbim
1919-1939 roger (II Peusr IlocmoimTas, MONBCKHM 1
Rzeczpospolita, Polska)gsisiercst akTyaabHBIM OIBITOM JUIS
MIOCTPOEHUS COBPEMEHHON CUCTEMBI 3IpaBOOXPAaHEHUS B Y KpauHe.
CMmeHa pa3IMYHBIX OOIIECTBEHHO-3KOHOMHUYECKUX (hopMartui,
nepexoxn IIpukapnarbest OT BIMSHHS OT OXHOI APYrylo CTpaHy,
CYILECTBEHHO MOBJIUSIN HAa XapaKTep OOLIECTBEHHBIX OTHOIICHU
B PETHOHE, B TOM YHCIIE U B 3PaBOOXPAaHEHUHU. Y CTAaHOBJIECHO, YTO
OpraHbl BJIaCTH ¥  OOIIECTBEHHBIE HMHCTUTYTHI B  cdepe
3[paBOOXpaHeHHs BO BpeMs npeObiBanus [IpukapmnaTes B cocTaBe
Toxpmm 1919-1939ronp1, cTpeMsich pa3BepHYTh MEAUIMHCKYIO
TIOMOIIIb ¥ IIPOCBETUTENECKYIO pabOTy Cpeay HAaceNIeHUs], C LEeJIbI0
NpenoTBpalieHuss Oosie3Hel U yBETMYEHHs MPOJOKUTEIBHOCTH
JKM3HU, HaYald CHCTEMHYIO LeJICHAIPABICHHYI0O pPaboTy IO
(hOpMUPOBAHNIO OCHOB NPO(MUIAKTHIECKOH MEIUIUHEL U 110 CyTH
3aJI0KWIN TIePBble KUPIUYHM B cepy OOIIECTBEHHOTO 3J0POBBS.
VIX OmBIT 1 IpaKTHKA JAESITEILHOCTH BBI3BIBACT HE TOJIBKO HAYYHBII
HHTEpeCc, HO M OyIeT HMeTh IPAKTUUECKyI0 3HAYMMOCThH JUIS
MOCTPOEHUSI COBPEMEHHON CUCTEMBI 3PABOOXPAaHEHHSI.

KnroueBble cjIoBa: TOCYJapCTBEHHOC —PpETyIHpPOBaHHE,
obmecTBeHHOE 310poBhe, [Ipukapnarse, [Tonpmoa.
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OF SEVERE BURN

The study includes the results of perioperativenération and treatment of 75 surgical patients vathns. It was
determined that the terms of severe burns surg&atment (ST)are influenced by the presence obebidity, flame burn (93.3%)
with simultaneous respiratory tract injuries (53)3% was established that a complicated coursthe@fourn disease (BD)was
associated with an increase of a deep burn ar@86>(g = 0.001), the volume of infusion therapy loa 1st day/=0.001) and on
the 2nd day=0.005) of the burn shock with the need to increéhseate of intravenous crystalloids administratio achieve the
target diuresis rate of > 0.5 ml / kg / h during fiist 24 hours after the burp £ 0.001). The expediency of observing the tactics
of “Damage Control Resuscitation”, which is aimegeatforming surgical treatment of burns, taking iat@ount the stabilization
of the patient’s condition and the possibility loétbody’s adaptive capabilities, is substantialéds necessitated the development
and use of a perioperative management schemetients which contributes to the restoration of lkostasis indices against the
background of staged surgical interventions witrese burns.

Key words: burn disease, intensive care, metabolic respayseemic inflammatory response syndrome, perioperat
medicine.

The present study is a fragment of the researcfepréimprovement of emergency and immediate catensive care
and anesthetic methods in patients of different@degories at treatment stages”, state registratin.0116U006507.

Frequency and severity of burns, duration of hasptaly and mortality after burns have decreased,
especially in countries with high and average inesnpand one of the major reasons for such dynamics
the achievement and possibility of providing adeguatensive care (adequate volemic resuscitation,
respiratory therapy, nutritive support and antiioherapy) in combination with the possibility edrly
necrectomy [4, 8, 9].
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Early surgical intervention (with a burn area léismn 60%) is associated with reduced blood loss,
infection and the sepsis developing probabilitydR,reducing the inflammation mediators releaséhW
this strategy of treatment a decrease in the lenfgthospital stay, reducing mortality, improvingeth
autodermoplastics results are observed [3].

Early excision of necrotic tissues and plasty, geenied during the first 48-72 hours, can reduce
the metabolic rate by 40%. Early necrectomy reddicedevel of procalcitonin and reduces the risk of
developing bacterial complications and, consequgtité mortality level [7]. But according to L. Klacri
et al. (2016), only an isolated immediate excigibthe eschar does not mitigate the effects ofynjdoes
not reduce the formation of scar tissue [6].

According to Anderson T.A. et al. (2016), the némdperioperative anesthetic management exists in
patients with a percentage of burn exceeding 1@%-df the body surface [8]. With anesthesiologscgport
an acute period of the burn disease (BD), an aggethgist may reveal systemic disorders at diffephases
of the BD. Therefore, in order to ensure the pdggimf starting active surgical treatment of bgyrit is
necessary to have adequate intensive care thegstare the adaptive mechanisms in the patient.

Therefore, the topicality of the present studyus tb the problem of maintaining high in-hospital
mortality in patients with severe burns and onehef most important reasons for such dynamics is the
debatableness of the perioperative intensive aguacy in severe burns for the safe start of sarlyical
burn treatment.

The purposeof the study was improvement of the severe bumsriment results by optimizing
perioperative intensive care based on the stugpitiophysiological changes in homeostasis, dynaohics
the systemic inflammatory response syndrome angpgdnic dysfunction, depending on the terms of the
severe burns stage surgical treatment beginning.

Materials and methods.The total of 75 patients with a thermal traumaeargding the in-hospital
treatment at the burn center were examined angizedhfor the period of 2012-2016. Patients stiction
was carried out in accordance with the severitthefthermal injury based on the assessment ofuhe b
area and severity index (BASI) and the need fostage surgical treatment of burns. Patients wigréedi
into the study groups:

- study group 1(n = 46) - patients with BASI of &1 90 points, when severe burn injury is
diagnosed. Patients of group 1 had BASI of 67.744 points, total burn area (TBA) - 27.7 + 0.9%¢gjpgle
burn area (DBA) - 16.8 £ 1.0%. The patients’ average was 47.4 + 1.81 years.

- study group 2 (n = 29) - patients with BASI of pdints, when critically severe burn shock is
diagnosed. Patients of group 2 had BASI of 13434 @oints, the TBA - 57.3 + 3.6% with DBA - 22.3 +
2.6%. The patients’ average age was — 41.4 + arkye

Depending on the terms of the first surgical ingetion, patients of groups 1 and 2 were divided
into subgroups:

1.1 and 2.1, where the first surgical interventiaas performed up to the 5th day of BD;

1.2 and 2.2, where the first surgical interventias performed after the 5th day of BD.

A group of regional norms was examined to compaeddboratory indices. Control points were:
1,3,5,7,14, 21, 28 and 35 days.

After the thermal trauma was received, all patiemgerwent assessment of their burns severity,
formulation of the diagnosis, diagnostic and treaitrprogram being performed at the Department of
Anesthesiology and Intensive Care (DAIC), where fioairly monitoring and correction of the vital
functions main indices and laboratory data wasediout.

Monitored were disturbances of consciousness,naspy rate (per min.), body temperatur€)(°
heart rate (beats / min), systolic blood pressBBR, mm Hg), diastolic arterial pressure (DAP, mg),H
mean arterial pressure (MAP, mm Hg), central vemassure (mmWC), diuresis (ml / h) and signs of
intestinal paresis. The saturation assessment {&t@as carried out by the UN-300 pulse oximeter.
Esophagoduodenoscopy and fibrobronchoscopy weferperd to diagnose and assess the severity of the
damage to the gastrointestinal tract (GIT) andelspiratory tract. The visual analog scale (VAS3 wsed
to characterize the pain syndrome changes. Seglaied Organ Failure Score (SOFA) was used to sisses
the risk of sepsis related morbidity and mortalitthe study of blood serum blood CRP levels was
performed by th€ OBAS6000 analyzer-photometer (“Roche Diagnostics Gmi@#rmany).

The IL-6 level study was performed with the Stak B&83+ immunoassay analyzer (Awareness
Technology, USA), using the “Interleukin-6-1FA-Be&kit (Vector-Best, Russia). The blood serum cattis
level was determined by the Stat Fax 303+ immurayassialyzer (Awareness Technology, USA) at
different stages of the study.

All the patients at hospitalization underwent tksessment of the burns severity, formulation of
the diagnosis, were subjected to the diagnostidsmatment program, in compliance with the MOH of
Ukraine Order No. 691 dated November 7, 2007 and3¥8 dated September 30, 2013.
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Along with the main vital functions monitoring, tlesue of the possibility and volume of early
and progressive necrectomy with autodermic or xEstypwas considered.

Operational activity was accompanied by the impletaon of general and regional anesthesia
techniques.

The statistical processing of the research masawak carried out using the biostatistics methods
implemented using the STATISTICA v.6.1 software kzaye (Statsoft Inc., USA) (license number
AGAR909 E415822FA). Descriptive data statisticailsswere used to describe the primary data array.
For quantitative data verification of the hypotlsezbout the normal law of random variables distiiu
was carried out according to the Kolmogorov-Smiraad Shapiro-Wilk criteria.

The correlation analysis was performed to calcufseSpirman rank correlation coefficients (r) and
canonical correlation (Rc) to detect the relatigmbletween subsets of data as a whole, as wéieaséthod
of logistic regression with the odds ratio indicatculation with the confidence interval of 95% (@5CI).

Results of the study and their discussiorAs a result of the performed study analysis, it was
determined that the growth of the preoperativenisitee care duration was influenced by the presehce
concomitant diseases (R = 0,4%b6= 0,002), in particular those of the cardiovasc(®¥,3%) and the
respiratory (9,1%) systems, in patients with selemms, against the background of alcohol intoideat
in 45,5% of casesg® = 26.55,p <0.001). These patients recorded a higher BAS#HIEéR = 0.547p =
0.001) due to the prevalence of deep burns are&(B = 0.359,p = 0.014). In patients with extremely
severe burns, the delayed operative treatment temams influenced by the etiologic factor (R = 0.4@5
= 0.022), in particular, the presence of the fldmm (93.3%) with simultaneous respiratory tragries
(R =0.411p = 0.027) in 53.3% of the patientg € 4.89, p = 0.027).

It has been established that in patients with selverns with the delayed operative treatment (OT)
of burns the individual volume of liquid resusaiat and its total duration (U = 92.9;= 0.001) had
increased to reach the level of diuresis exceeditignl / kg / h for the 1st and the 2nd days ofBbe(R
= 0.523;p = 0.001 and R = 0.47, = 0.001, respectively). When comparing the efficieof restoring
aqueous balance in patients with extremely sevarash it was determined that the total resuscitatio
volume within the 1st day after burning did notrsfigantly differ between the subgroups and wakciefiit
in the rate of hourly diuresis (0.9 ml / kg / hamd 1, 2 ml / kg / h, respectively). But the neadgeneral
terms of infusion therapy in patients with extreyneévere burns with delayed OT onset (U = 40.6;
0.002) was reliably growing. In patients with sevand critically severe burns, the mean blood press
values did not differ from the norm (> 70 mm Hgalltstages of the examination and there was nd nee
for vasopressor support of hemodynamic indices.

It was proved that a thermal trauma on the 1st afagbservation was accompanied by the
development of hypermetabolic syndrome in the p&i®f observation groupsl, 2 and 3, which was
manifested with a significant increase of cortlsgkls, which mean values exceeded the norm bydrkl6
10.3 times, respectivelyp(< 0.001). From the first day of the thermal traums&ressed-induced
hyperglycemia was recorded, when the blood glutmsds in the patients of observation groups 1 and
exceeded the regional norm by 19.0% and 36.0%gecéisply. The metabolic response severity, du@éo t
increased blood cortisol level and to the develagroéstress-induced hyperglycemia, differed irigres
with varying severity of burn injury.

The cortisol level reduction was observed on the&@gdafter burning. But against the background
of early surgical treatment in severe and criticaktvere burns, the repeated increase of bloodgsalbrt
levels was recorded, respectively, by 27% and 88%ne 7th day of the OT. It is assumed that thyear
surgical burns treatment was accompanied by fudb@vation of the sympathic-adrenal system, which
required the choice of rational analgesia in thwéoperative period (p = 0.001) and providing of quiate
nutritional support (p = 0.029). At the same tirtlee early operative treatment of severe and cligica
severe burns was accompanied by faster normalizafiblood glucose levels on the 5th and the 7#sda
of BD (p = 0.037 to the previous stage, respectively).ds wetermined that in patients with an early onset
of the burns OT, an early enteral nutrition wagiedrout, reaching the calculated calorage up ¢o3th
4th days of BD (R =-0.3221 = 0.029).

It was determined that from the 1st day after btivere was a tendency towards hypoproteinemia,
more pronounced in patients with critically sevieuens. Further reduction of blood total protein T®
55.0 £ 2.1 g/ 1 or by 14.0%, compared to the prasistage, was recorded in patients of subgroup 1.1
against the background of early surgical burn ineat onset (p = 0.01) requiring substitution thgnafh
albumin. The correlation analysis confirmed thebaitale relationship between the blood serum TP level
in subgroup 1.1 and the early onset of severe HDMNER = -0.349, p = 0.043). On the 5th day aftanb
blood serum TP level in subgroups 1.1 and 1.2 as®d up to 61.6 + 2.13 g /d £ 0.205) and 60.1 + 1.6
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g/ (p=0.465), respectively. It was determined thaiatients with critically severe burns, on the laly d
after burn, a reduction of the TP level in subggd and 2.2 was recorded up 63.5+ 3.1 g/ Eantl +
2.3 g/, respectively. The mean TP values coetinto reduce up to 52.9 + 2.8 g pl< 0.001) and 49.8
+249/16=0.002), respectively, on the 3d day of BD. Itigras with critically severe burns, the TP
blood serum levels were lower than normal onesiwithe acute BD period and probably did not differ
between subgroups, regardless of the surgicahtegdtterms.

It was revealed that leukocytosis was determinedingg the background of a thermal trauma on
the 1st day of BD in patients of groups 1, 2 an@h®@an values exceeded the norm by 2.5, 2.8 and 2.0
times, respectively), neutrophilosis (level of stedutrophils was exceeding the norm by 5.8, 7.54#ad
times) and the development of lymphopenia (theeslf blood lymphocytes being less by 1.8, 2.3 and
1.7 times, respectively). The level of CRP in paseof the observed groups 1, 2 and 3 exceedeaubtine
by 18.4, 14.4 and 11.7 times. The mean valuesoidderum IL-6 in patients of groups 1, 2 and Zexled
the norm by 12.3, 13.6 and 10.9 times, respectividhe level of IL-6 correlated with higher valuethé
total burn percentage (R = 0.3597 0.014), the deep burn area (R = 0.56%0.001) and BASI (R =
0.572,p <0.001).

On the 3d day after the burn, further reliable éase in IL-6 levels in the CRP mean values was
recorded in all patients of the studied subgrowsch was most pronounced in patients of subgrdups
and 2.2, who were undergoing delayed OT of bupns (0.021 ang = 0.015 before the previous stage,
respectively). Carrying out the intensive theraggiast the background of early OT of severe ariitaliy
severe burns was accompanied by the IL-6 levelatemtuby 1.6 timesg= 0.057) on the 7th day of BD.
The increase in the level of lymphocytes in pasesftsubgroups 1.1 and 2.1 on the 14th day of BB (
0.002 andp = 0.001, respectively) was confirmed by a reliatderelation between the onset of the burns
OT and the level of lymphocytes (R = -0.4p6; 0.048).

The delayed start of OT in patients with severenbworrelated with maintaining high IL-6 level
(R =0.760,p = 0.001), leukocytosis (R = 0.318= 0.067), neutrophilosis (R = -0.807<0.001), the
blood serum fibrinogen level (R = 0.442= 0.024). In the patients with critically sevelhetmal trauma,

a reverse correlation between the surgical intdroerterm, the blood IL-6 level (R = -0.742 = 0.004)
and the blood serum CRP (R = -0.586; 0.059) was recorded.

A comparative characteristic of the variable indidgnamics characterizing the possible formation
of multiple organ dysfunction syndrome (MODS) ap@dsis using the SOFA scale, depending on the terms
of the surgical burn treatment onset, was carrigd All patients were in consciousness throughbat t
observation period.

Comparing the mean values of Si@lues on the 1st day after the burn in subgrdupsind 1.2,
it is possible to note a slightly less Stéalue in patients of subgroup 1.2 - 97.7%, conghdoethe StQ
values in the affected patients of the studied suim 1.1 - 98.6%. Perhaps these values were dileto
diagnosed respiratory tract burn (RTB) in 9.8% afignts in subgroup 1.2. In the patients of subgsou
2.1 and 2.2, the Stdevel was 98.0% and 95.7%, respectively. This eiasto the presence of RTB in the
53.3% of patients in the subgroup 2.2. On the 3dadahe stage of burn shock, there were no difieze
between the Stf¥alues in all groups and the upper limit of noriftiLN).

When observing the dynamics of SBP, patients irstheied groups did not report deviations from
the generally accepted norms (> 70 mm Hg) at atjest of the observation and there was no need for
vasopressor support for hemodynamic indices.

Although the mean blood platelet count differedtdliy between the studied subgroups, however,
they did not exceed the physiological norm (200x329/ 1) at all stages of the study.

For patients with severe burns on the 3d day #fteburn, a reliable correlation between the onset
of surgical intervention (SI) and blood urea lewak detected (R = -0.445= 0.034) in the patients in the
subgroup 1.1, the above correlation with the cnéai dynamics was detected both in patients of rewipy
1.1 (R = -0.466p = 0.016), and in subgroup 1.2 (R = 0.485; 0.034). In patients of subgroup 2.2 with
the delayed OT of critically severe burns, on tlal8y of BD, a reliable correlation was detectetvben
the blood serum bilirubin levels and the term of (&T= 0.577p = 0.005). Regardless of the burns OT
onset term, the mean index of organ dysfunctiomdiddiffer reliably at the treatment stages, iatlitg
the efficacy of perioperative intensive care dutimg acute BD period.

In determining the best terms of preoperative pagjmm in patients with severe and critically sever
burns, itis necessary to reasonably observe iheles of the “Damage Control Resuscitation”itgethich
is aimed at performing delayed surgical treatmdnibuwns, taking into account the stabilization loé t
patient’'s condition. Namely, the ability of the ltsladaptive capacities, which manifest themseivwdbe
compensation of hematological indices should bertakto account: maintaining the blood hemogloeirel
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not less than 120 g / |, total blood protein of lest than 60 g / |, restoration and preventiosatisfactory
renal function due to normalizing the creatinind &ood serum urea indices as well as to smoottag
metabolic response aggressiveness (glycemia leviel 5.5-6.0 mmol / ).

The correlation between the shorter length of haBpation and the onset terms of early surgical
treatment in patients with severe and criticallyese burnsif = 0.078 ang = 0.019, respectively) was
determined, which caused the necessity of devajogma using the scheme of perioperative management
in the acute period of burn disease. With an €aillyonset in severe and critically severe burnsntimber
of patients with complicated BD course reduced @¥% and 40.6%, respectively, compared to patients

with the delayed terms of the first surgical in&rtion.
S i

The pronounced deficiency of the skin cover witinisueads to increasing of pathological changes
in vital systems and organs, which requires aaefit and individualized intensive care within Stert
time period to ensure the possibility of early dnsesevere burns OT. The scheme of perioperative
management is justified in patients with severenbumwhere the perioperative period includes the
preoperative preparation time interval, intraopeeattime and postoperative course with further
assessment of the therapeutic measures efficacy.
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MEPIONEPALIIMHA MEUIIAHA —

HNEPHONEPAIUOHHASA MEJUIIMHA —

HOBHWM HAIIPSIM JIIKYBAHHS TSIKKOI

OIIIKOBOI TPABMH
Copokina O.10., ®inin K.B., Bypsak T.O.,
IlleniTbko K.B.
v JIOCTIKEHHS BKJIFOUEH1 pe3ynbTaTtu
nepionepariifHoro  obcTe)xeHHs W JiKyBaHHI 75
MOCTpaXJaduX 3  OmikaMdH. Bu3HaueHo, 1mo Ha

BiaTepMminyBanHsi mo4atky OJI TsXKkUX OMIKiB BIUIMBaE
HAsBHICTH CYNYTHBOI MATOJIOrii, omiky moiym’ sm (93,3%)3
ONHOYACHUM YVpaKeHHAM aumxaidpHux mumsxiB  (53,3%).
BcranosieHo, mo yckiaagHenuii nepedir OX acorfiroBascs 3i
36inpmendsaM tuomi mmbokoro omiky >20% (=0,001),
00’ eMoM iH(ys3iiHOT Tepamii Ha 1 106y (p=0,001)i 2 noGy
(p=0,005) omixkoBoro mIOKY, i3 HEOOXiAHICTIO 30iJBIICHHS
TEMITy BHYTPILIHBOBEHHOIO BEOCHHS KPHUCTAIOIAIB Ui
IOCSITHEHHST  [iiboBOro  Temmy aiypesy >0,5 mur/kr/rox.
pOTAroM nepiuoi xo6u micist oniky (p=0,001).O6rpyHTOBaHO
JOLIBHICT  jgoTpuMaHHs TakTuku «Damage  Control
Resuscitation»yio cripssMmoBaHa Ha BUKOHAHHSI OTICPATHBHOTO
nmiKyBaHHS OMIKIB 3 ypaxyBaHHsIM craOimizaumii craHy
MOCTPAXIAJIOTO Ta CIPOMOYKHOCTI aJlanTaliiHuX
MOXJIMBOCTEH opraHismy. Lle o00ymMoBHIO HEOOXiqHICTH
pPO3pOOKH Ta BHKOPHUCTaHHS CXEMH IepionepariifHoro
BE/ICHHS  MOCTPAXKIAIMX, 1[0 CIPUSIE  BiIHOBICHHIO
MOKA3HHWKIB TOMeocTasy Ha TN [POBEACHHS ETarmHuX
OIEpaTHBHUX BTPYUYaHb TSHKKUX OIMIKiB.

Kurouogi ciioBa: omnikoBa xBopo0Oa, IHTEHCUBHA Tepais,
MeTaboiYHa BiINOBIZb, CHHIPOM CHCTEMHOI 3amajbHOI
BIATOBII, Iepi onepariiHa MeauIrHa.
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HOBBIM IOAXO/JI JIEYEHHUS TSAKEJIOM

0JKOT'OBOI TPABMBI
Copoxuna E.10., ®uaun K.B., Bypak T.A.,
Illenuthko K.B.
B HCCIICI0OBAHIE BKJTFOUYCHBI pe3ynbTaThl
MEepUOIIEPAIUOHHOr0  00cCieoBaHUS M JiedeHHs (5

[OCTpaJ@BIINX ¢ oxoramu. OmpenerneHo, YTo Ha YBEIWYCHHUE
cpokoB Hauyasna OJI 0KOroB BIMSET HAJIMYUE COMYTCTBYIOIIEH
narosioruu, oxora tuiameHeM (93,3%) ¢ OXHOBPEMEHHBIM
nopakeHueM JpixarenbHbix mytei (53,3%).YcranoBneHo, 4TO
ocnoxHeHHoe TeueHne OB accouumpoBanoch ¢ yBelIMYEHHEM
wiomaau riaybokoro oxora >20% (=0,001), oGwvemom
nH(py3noHHOH Tepamuu Ha 1 M 2 CyTKHM OXKOTOBOTO HIOKa
(»=0,001 u p=0,005, COOTBETCTBEHHO), C HEOOXOIMMOCTHIO
YBEJIMYEHUSI TE€MIIa BHYTPUBEHHOTI'O BBEJICHHMS KPUCTAIIIOHUIOB
IUIsL IOCTHOKEHHs LieneBoro Temma jauypesa >0,5 mu/kr/uac Ha
nporsbkernn 1 cyrok mocie oxora (p=0,001). OGocHOBaHa
nesecoobpasHocTs  cobmonenust Taktukn «Damage Control
Resuscitation», koropas HampaBieHa Ha  BBIIOJHCHHE
OINEPATHBHOIO JICYEHHUS OXKOTOB C Y4YETOM CTaOMIM3alUH
COCTOSTHUSI TIOCTPANABLIEr0o M BO3MOXKHOCTH aJaNTallMOHHBIX
BO3MOXXHOCTEH opraHu3Ma. JTo 0OYCIOBUIO HEOOXOJMMOCTb
pa3pabOTKH M HCHOJb30BAHUS CXEMbl IEPHONEPALIUMOHHOTO
BEJICHHS IOCTPAJABIINX, YTO CIIOCOOCTBYET BOCCTAHOBJICHHUIO
mokasaTeneid romeocrasa Ha (OHE MPOBEIACHUS JTAIHBIX
OIEPATHBHBIX BMELIATENIBCTB TAKEIBIX 0JKOTOB.

KmroueBbie ciioBa: oxorosas 0oNe3Hb, HHTEHCHBHas
Tepanusi, MeTabONHYEeCKUil OTBET, CHUHIPOM CHCTEMHOIO
BOCHAJIUTEIBHOTO OTBETA, IIEPHOIICPALIMOHHAS MEIULIMHA.

Penensent: I'onoBanosa LA.
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