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Analysing the polymorphism of etiological factors that contribute to the development of erosive-ulcerative
gastric lesions in patients with liver cirrhosis (acid-peptic factors, transformation of venous blood flow, immune
complexes, etc.), it should be noted that portal hypertension is the most important cause of these lesions. Bleed-
ing from erosive-ulcerative gastric lesions is a direct cause of death, occupying the first place in the structure of
mortality and far exceeding ulcer perforations in this regard. Mortality in the first massive acute gastric bleeding
reaches 50 %, after the second — 70 %, in hepatic coma — 80 % or more.

OBJECTIVE — to improve the treatment outcomes for patients with erosive and ulcerative bleeding in the stom-
ach due to liver cirrhosis.

MATERIALS AND METHODS. The treatment outcomes of 192 patients with the hepatic form of portal hypertension
(liver cirrhosis) who were hospitalised in the therapeutic and surgical departments, which are the clinical bases
of the Department of Surgery No. 2 at Bogomolets National Medical University, were studied for the period from
2005 to 2023. During upper endoscopy, degenerative changes in the gastric mucosa were detected in 94 (48.9 %)
patients. Specifically, gastric erosions were observed in 31 (33.0%) patients, gastric ulcers in 34 (36.2%), and
portal gastropathy in 29 (30.8%) patients. A total of 88 (46.6 %) patients with liver cirrhosis and acute gastric
bleeding were admitted to the surgical department as an emergency. According to the Child-Pugh scale, the vast
majority of patients were at the stage of sub- and decompensation (71 patients, or 89.1 %).In 41 (45.2 %) patients,
gastric cancer was attributed to gastric erosive and ulcerative lesions: erosive gastritis — in 20 (48.8 %) patients
and gastric ulcer — in 21 (51.2 %) patients.

Resurts. Enhancing the protective properties of the mucous-bicarbonate barrier of the gastric mucosa as part of
pathogenetic conservative treatment schemes can reduce the influence of this mechanism on the development
of hemorrhagic complications in 89.4 % of patients. The risk of bleeding in this group of patients with liver cir-
rhosis is 15.1 %, which requires the search for new methods of conservative treatment. In 79.6 % of cases, primary
endoscopic hemostasis of bleeding erosive-ulcerative gastric lesions was effective when combined with drug
therapy. For 53.1 % of patients, it proved to be the final treatment. This enabled a reduction in overall mortality to
22.4% from 50 % (p <0.05) and, if necessary, a delay in surgical intervention. Out of the total number of patients,
19 (38.8%) patients required surgical intervention, with 73.7 % of them undergoing urgent surgery and 26.3 %
undergoing delayed surgery. When considering operative methods for peptic ulcers complicated by hemor-
rhage, preference should be given to organ- and function-preserving interventions. They yield more favourable
immediate outcomes for this extremely challenging group of patients (postoperative mortality was reduced to
26.3%vs. 50.0% (p<0.05).

ConcLusiONns. Acute gastric bleeding resulting from erosive-ulcerative gastric lesions, which are complications
of liver cirrhosis, can significantly impair the health of patients. However, by implementing modern treatment
technologies, such as surgical procedures, it is feasible to achieve a 50 % reduction in both overall and postopera-
tive mortality.
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Acute gastric bleeding (AGB) complicates the
course of several diseases of the upper gastrointes-
tinal tract (above the ligament of Treitz), and its
frequency is 50—150 cases per 100,000 people per
year [10]. Thus, in the United States, more than
300.000 people are hospitalised for AGB annually
[3]. In the total structure of bleeding from the upper
gastrointestinal tract, peptic ulcer disease accounts
for 41.0 % (gastric ulcer accounts for 23.1 %), and
erosive lesions account for 34.9 % [11]. Liver cir-
rhosis, as one of the most common forms of portal
hypertension syndrome accompanied by the devel-
opment of varicose veins of the oesophagus and car-
diac part of the stomach, often causes their rupture
and the development of profuse AGB (10.1 %) [1].
However, it has been found that varicose veins are
a source of bleeding in only 42.0 % of patients with
liver cirrhosis, and other sources of AGB (58 % of
cases) are gastric erosion and ulcers [2].

Bleeding from gastric erosive and ulcerative le-
sions (GEUL), as a direct cause of death, ranks first
in the structure of mortality and far exceeds ul-
cerative perforations. Despite modern advances in
medical and endoscopic hemostasis, mortality rates
in AGB remain consistently high at 8—10 % [8]. It
is well known that primary profuse AGB causes the
death of every fourth patient, while only about 50 %
of patients survive after rebleeding. It is in portal
hypertension that AGB is profuse 5 times more of-
ten compared to peptic ulcer disease due to serious
coagulation disorders that occur in chronic liver
disease. Mortality in the first massive AGB reaches
50 %, after the second — 70 %, in hepatic coma —
80 % or more [9].

The introduction of potent antisecretory drugs
into clinical practice has expanded the possibilities
for conservative treatment of AGB. The increased
understanding of the pathogenesis of GEUL in
individuals with liver cirrhosis has facilitated the
broader implementation of medications that help
restore the mucosal-bicarbonate barrier of the gas-
tric mucosa [4, 6]. Advancements in endoscopic
technique have long allowed the widespread use of
fibroesophagogastroscopy (FEGS) for both diag-
nostic and therapeutic purposes. This includes the
use of various types of vascular coagulation, local
injection therapy with vasoconstrictors or scleros-
ing drugs, clipping, etc. [7]. Today, there is a clear
doctrine that uncomplicated gastroduodenal ulcers
require only conservative treatment, provided that
histological confirmation of benign gastric lesions is
available. However, the number of emergency inter-
ventions for AGB does not tend to decrease sharply,
especially in hospitals that lack appropriate endo-
scopic equipment and trained personnel.
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Indications for emergency surgery in case of AGB
are profuse bleeding when it is impossible to stop it
endoscopically and the combination of bleeding with
ulcer perforation (6.1—10 %) [12]. The choice of sur-
gical treatment for AGB remains unclear. Up to now,
the classic Billroth — T gastric resection remains the
operation of choice, and in some cases, Billroth — II
gastric resection. However, this issue, especially with
concomitant liver cirrhosis, is quite controversial, re-
quiring the search for new technical solutions.

OBJECTIVE — to improve the treatment outcomes
for patients with erosive and ulcerative bleeding in
the stomach due to liver cirrhosis.

Materials and methods

The treatment outcomes of 192 patients with hepatic
portal hypertension (liver cirrhosis) hospitalised in
the therapeutic and surgical departments, which are
the clinical bases of the Department of Surgery No.2
at Bogomolets National Medical University, in the
period from 2005 to 2023, were studied. Of the 192
patients, 108 (56.3 %) were men and 84 (43.7 %) were
women. The age of the patients ranged from 28 to
62 years, with an average age of 43.2 +2.3 years. The
cause of liver cirrhosis in 81 (42.2%) patients was
viral hepatitis, in 65 (33.9 %) — alcoholism, and in
46 (23.9 %) — toxic (including medications) factors.

The examination of patients included, in addi-
tion to physical methods, laboratory blood tests, ul-
trasound examination of the abdominal cavity and
FEGS. The functional reserve of the liver was as-
sessed by the Child-Pugh scale according to chang-
es in bilirubin, albumin, prothrombin index, ascites
and encephalopathy. Patients were divided into
three groups depending on the stage of the disease:
compensation (61 patients, or 31.8 %), subcompen-
sation (81 patients, or 42.2 %) and decompensation
(50 patients, or 26.0 %). Oesophageal varices were
diagnosed in 163 (84.9 %) patients, splenomegaly —
in 84 (43.8%). Ascites was detected in 119 (62.0 %)
patients. In the vast majority of patients (64 pa-
tients, or 53.8 %), ascites was detected at a stable
stage, and in 42 (35.3 %) patients — at a progres-
sive stage, and only in 13 (10.9 %) patients, it was
transient. Hypersplenism occurred in 69 (35.9 %)
patients, and jaundice in 44 (22.9 %).

Degenerative changes in the gastric mucosa dur-
ing FEGS were detected in 94 (48.9 %) patients:
gastric erosion in 31 (33.0%) patients, gastric
ulcers in 34 (36.2%), and portal gastropathy in
29 (30.8 %) patients. Among the gastric ulcerative
lesions, Johnson’s type 1 ulcers predominated (26
patients, or 76.5%), 2 (11.7 %) patients had type
2 ulcers, and 4 (11.8 %) patients had type 3 ulcers.
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Chronic gastric lesions accounted for 64.7 % (22 pa-
tients) and acute lesions for 35.3 % (12 patients). In
21 (61.8 %) patients, the ulcerative defect was large
(2—3 cm), and in 6 (17.6 %) patients, a giant ulcer
(over 3 cm) was found.

The surgical department admitted 88 (46.6 %)
patients with cirrhosis with AGB as an emergency,
and according to the Child—Pugh scale, the vast
majority of patients were at the stage of subcompen-
sation and decompensation (71 patients, or 89.1 %).
GEUL was the cause of AGBin 41 (45.2 %) patients:
erosive gastritis — in 20 (48.8 %) patients, gastric
ulcer — in 21 (51.2 %) patients. In 23 (56.1 %) pa-
tients, the first clinical sign of AGB was dizziness,
and in 38 (92.7 %) — it was vomiting of blood or
«coffee grounds». Melena was detected in all the
patients studied. Symptoms of hemorrhagic shock
(acute pallor of the skin, heart rate acceleration,
cold clammy sweat, hypotension, and short-term
loss of consciousness) were recorded in 26.0 % of
cases (19 patients). The degree of bleeding sever-
ity was determined by changes in the shock index,
hematocrit, hemoglobin, erythrocytes, heart rate,
and arterial and central venous pressure. Mild AGB
(circulating blood volume (CBV) deficit below
20 %) was detected in 21 (23.9 %) patients, moder-
ate AGB (CBV deficit 20—30 %) in 40 (45.5 %) pa-
tients, and severe AGB (CBV deficit over 30 %) in
27 (30.6 %) patients.

An additional 8 patients were transferred from
the therapeutic department who developed AGB
from GEUL while undergoing conservative treat-
ment of liver cirrhosis: in 5 patients, the cause of
bleeding was ulceration, and in 3 patients, erosion.
Thus, the total number of patients with AGB caused
by GEUL in the setting of liver cirrhosis was 49 out
of 94 (521 %).

The choice of treatment method for bloody
GEUL depended on the intensity of bleeding (ac-
cording to the Forrest endoscopic classification of
GI ulcers), the degree of blood loss, the patient’s age,
and the general condition of the body. We widely
used local endoscopic hemostasis with the help of
hemostatic solutions, argon-plasma coagulation, and
the clipping of bleeding vessels. Conservative meth-
ods included restoration of CBV deficiency, hemo-
static therapy, and anti-ulcer treatment. Given the
severe coagulation system disorders brought on by
liver failure, it is important to note the high efficacy
of somatostatin analogues among the hemostatic
medications. Anti-ulcer treatment included the use
of modern anti-secretory drugs (especially proton
pump blockers, as well as cytoprotectors and repair
agents). Using a direct urease test during FEGS, we
found that about 60 % of patients with gastric ulcers
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had concomitant helicobacteriosis. This finding ne-
cessitated supplementary anti-helicobacter therapy,
according to the existing Maastricht consensus 1—6.
The efficacy of eradicating the microorganism was
checked using a direct respiratory (!*C-urea) test
one month after the end of the anti-relapse course.

A total of 19 (38.8%) patients underwent sur-
gery for AGB caused by a gastric ulcer. Of these,
14 (73.7 %) patients underwent surgery (emergency
surgery was performed in 6 patients and urgent sur-
gery in 8 patients). Early-delayed surgical interven-
tions were performed in 5 (26.3 %) patients. The vi-
tal indication for surgical treatment of patients was
profuse bleeding with unsuccessful endoscopic and
medical hemostasis, and the absolute indication was
recurrence of bleeding in the hospital. The tactics of
surgical treatment of patients with a bleeding gastric
ulcer depended on its localization (type of ulcer ac-
cording to Johnson), course (acute or chronic), se-
verity of bleeding, presence of other complications of
peptic ulcer disease (penetration or perforation), and
general condition of the body (age, severity of con-
comitant disease). Among the radical surgical inter-
ventions, 15 (83.3 %) patients preferred economical
gastric resection, which involves the removal of the
ulcers with an inflammatory periulcer infiltrate and
immediate histological examination of the extracted
material. This organ- and function-preserving ap-
proach is based on our own morphological analysis
of the intraoperative material as well as gastrobiopsy
data regarding the actual incidence of gastric ulcer
cancer, which does not exceed 1% [5]. In 3 (16.7 %)
patients with AGB, due to the extremely severe con-
dition, palliative intervention was performed, which
consisted of stopping the bleeding by stitching the
bleeding vessel in the ulcer.

All the operated patients had a type 1 bloody gas-
tric ulcer that exceeded 3 c¢m in diameter and was
accompanied by a large inflammatory infiltrate. We
performed an economical (plastic) gastric resec-
tion with our own modification, which consisted of
partial mobilisation of the stomach along the small
curvature with preservation of the Latarjet nerve
and radical excision of the ulcer along with the sur-
rounding inflammatory infiltrate (Figure). Through
the gastrotomy opening, we ensured the proper pa-
tency of the oesophagus and passed a nasogastric
tube through the pyloric sphincter. If the tissue de-
fect was substantial, it was sutured in a sequential
manner. First, the upper and lower edges of the de-
fect were sutured longitudinally to ensure more ac-
curate and uniform suturing of the main defect. This
was done using a double-row suture. Then, the su-
turing was continued in a transverse direction. This
modification was performed on 10 (66.7 %) patients.
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Figure. Stages of plastic gastric resection

In 5 (33.3%) patients, the operation revealed
a combination of AGB with penetration of a giant
gastric ulcer into the small omentum and involve-
ment of the Latarjet nerve in the inflammatory in-
filtrate. During the radical removal of the ulcer, this
nerve was usually transected. To ensure the normal
evacuation function of the pyloroduodenal junction,
this operation was supplemented with segmental
pyloroplasty according to Deaver — Burden (with-
out violating the integrity of the gastric mucosa).

Results

Conservative pathogenetic treatment of degenera-
tive changes in the gastric mucosa without AGB
was effective in 45 of 53 patients (84.9 %), includ-
ing 29 (100%) patients with portal gastropa-
thy, 8 (72.7 %) patients with gastric erosions, and
8 (61.5 %) patients with gastric ulcers.

In 8 (15.1 %) patients, despite treatment, there
was an AGB (ulcers — 5, erosions — 3), which was
stopped endoscopically in 4 (50 %) patients. Anoth-
er 4 patients underwent surgery after unsuccessful
attempts to stop the bleeding of gastric ulcers.

A total of 41 (45.2 %) patients with liver cirrho-
sis were admitted to the surgical department on an
emergency basis with GEUL-induced AGB. Emer-
gency surgery after diagnosis verification by FEGS
was performed in 6 patients with profuse bleeding,
and emergency intervention after attempts at endo-
scopic and medical hemostasis was performed in 4
more patients. Endoscopic hemostasis of AGB, along
with medical therapy, effectively stopped bleeding in
31 (75.6 %) patients, including 20 (100 %) patients
with erosive gastritis and 11 (52.4 %) with gastric
ulcer. In 22 (53.6 %) patients, in parallel with stop-
ping AGB, healing of the morphological substrate
of the disease (ulcers and/or erosion) was achieved
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within 4—8 weeks of conservative treatment. How-
ever, during the first week after the bleeding was
stopped, its recurrence occurred in the remaining 9
patients, and in 4 (44.4 %) patients, it was stopped
endoscopically. However, in 5 patients with gastric
ulcers (55.6 %), repeated attempts to stop the bleed-
ing were ineffective, and therefore these patients un-
derwent surgery (early-delayed operations).

Primary endoscopic hemostasis of bleeding gas-
tric erosive and ulcerative lesions, supplemented
with drug therapy, was effective in 31 of 41 patients
admitted to the surgical department with AGB
(75.6 %) and in all 8 patients (100 %) transferred
from the therapeutic department, for a total of
79.6 %. Additionally, it was final in 26 patients (22
and 4, respectively), resulting in 53.1 % efficiency.

Atotal of 19 (38.8 %) patients underwent surgery
for AGB caused by a gastric ulcer. Among these,
14 (73.7 %) patients underwent surgery urgently
(emergency surgery was performed in 6 patients
and urgent surgery in 8 patients). Early-delayed
surgical interventions were performed in 5 (26.3 %)
patients. Good results of surgical treatment were
achieved in 14 (73.7 %) patients, including after
gastric resection in 87.5 % of cases.

The overall mortality rate in liver cirrhosis
complicated by AGB from GEUL was 22.4% (11
patients) vs. 50 % [9] (p<0.05). Among the 6 pa-
tients treated conservatively, death occurred due to
a combination of severe aggravating factors: hemor-
rhagic shock and severe liver failure resulting from
the decompensated stage of liver cirrhosis.

The postoperative mortality rate was 26.3 % (5
patients died) vs. 60 % [9] (p <0.05). Three patients
underwent simple stitching of the bleeding vessel
due to their extremely severe initial condition. De-
spite the short duration of the operation and surgi-
cal control of AGB, the patients died immediately
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after the operation from decompensation caused by
liver cirrhosis. The cause of death of radically oper-
ated patients in the early postoperative period was
progressive hepatic encephalopathy.

Discussion

Analysing the polymorphism of etiologic factors
that cause the development of GEUL in patients
with liver cirrhosis (acid-peptic factors, venous
blood flow transformation, immune complexes,
etc.), it should be noted that portal hypertension is
the most important cause of the latter. The incidence
of erosions and ulcers is 48.9 % [4]. In this regard,
enhancing the protective properties of the mucous-
bicarbonate barrier of the gastric mucosa as part of
pathogenetic conservative treatment schemes can
reduce the influence of this mechanism on the de-
velopment of hemorrhagic complications (84.9 %).
The risk of bleeding in this group of patients with
liver cirrhosis is 15.1 %, which requires the search
for new methods of conservative treatment.

According to literature data, GEUL is the cause of
bleeding in liver cirrhosis in 58 % of cases [2]. Mor-
tality in the first massive AGB reaches 50 %, after the
second — 70 %, in hepatic coma — 80 % or more [9].

The use of various endoscopic methods for hemo-
stasis is quite effective (79.6 %) and enables a reduc-
tion in overall mortality to 22.4 % from 50 % (p <0.05)
and, if necessary, a delay in surgical intervention.

When considering operative methods for pep-
tic ulcers complicated by hemorrhage, preference
should be given to organ- and function-preserving
interventions. They yield more favourable immedi-
ate outcomes for this extremely challenging group
of patients (postoperative mortality was reduced to
26.3 % vs. 50.0 % (p <0.05).

Conclusions

Gastric erosive and ulcerative lesions account for
48.9 % of patients with liver cirrhosis, and in 52.1 %
of cases, they are complicated by bleeding.

An increase in transcapillary filtration during the
oedematous ascitic stage of liver cirrhosis is the pri-
mary cause of gastric erosive and ulcerative lesions.
Due to venous stasis in the gastric mucosa, this in-
crease negatively affects the state of its mucosal bi-
carbonate barrier, resulting in a significant number
of erosions and ulcers.

The use of complex conservative treatment in
89.4 % of cases in patients with gastric erosive and
ulcerative lesions on the background of cirrhosis
allowed the elimination of the morphological sub-
strate of the disease (healing the ulcer, erosion)
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within 4—8 weeks and prevented the development
of hemorrhagic complications.

In 79.6 % of cases, primary endoscopic hemosta-
sis of bleeding erosive-ulcerative gastric lesions was
effective when combined with drug therapy. For
53.1 % of patients, it proved to be the final treatment.

Acute gastric bleeding resulting from erosive-ul-
cerative gastric lesions, which are complications of
liver cirrhosis, can significantly impair the health of
patients. However, by implementing modern treat-
ment technologies, such as surgical procedures, it is
feasible to achieve a 50 % reduction in both overall
and postoperative mortality.

DECLARATION OF INTERESTS
The authors declare no conflict of interest.

Funding. The work was performed in accordance with the
plan of research work of the Department of Surgery Ne 2 of
Bogomolets National Medical University: Improving the
results of diagnosis and surgical treatment of patients with
acute and chronic surgical pathology of the abdominal cavity».
The authors did not receive additional financial support.

ETHICS APPROVAL AND WRITTEN
INFORMED CONSENTS STATEMENTS

The assessment and usage of all clinical data was approved
and permitted before the study by the ethics committee of
Bogomolets National Medical University. The study protocol
conformed to the ethical guidelines of the «World Medical
Association Declaration of Helsinki — Ethical Principles for
Medical Research Involving Human Subjects» adopted by the
18th WMA General Assembly, Helsinki, Finland, June 1964
and amended by the 59th WMA General Assembly, Seoul,
South Korea, October 2008.

Written informed consent was obtained from all individual
participants included in the study.

AUTHORS CONTRIBUTIONS

L. V. Kolosovych: conception and design of the work, drafting
the manuscript, critical revision of the manuscript; H. Uzun:
data collection, data analysis and interpretation, drafting the
manuscript.

REFERENCES

1. Ardevol A, Ibaiez-Sanz G, Profitos J, et al. Survival of patients with
cirrhosis and acute peptic ulcer bleeding compared with variceal
bleeding using current first-line therapies. Hepatology. 2018
Apr;67(4):1458-71. doi: 10.1002 /hep.29370. Epub 2018 Feb 18.
PMID: 28714072.

2. Bang CS, Baik GH, Kim JH, et al. Peptic ulcer disease in liver
cirrhosis and chronic hepatitis: impact of portal hyperten-
sion. Scand J Gastroenterol. 2014 Sep;49(9):1051-7. doi:
10.3109/00365521.2014.923501. Epub 2014 Jun 5. PMID:
24902119.

3. Khan AU, Mandiga P. Gastrointestinal Bleeding Scan. 2023 Aug
14. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Pub-
lishing; 2023 Jan—. PMID: 31335037.

4. Kolosovych IV, Hanol IV, Uzun H. Role of erosive and ulcerative
gastric lesions in the development of hemorrhagic complications
in liver cirrhosis. Fiziol Zh. 2022; 68(5): 44-50. DOL https://doi.
org/10.15407 /£268.05.044.

5. Korotkiy VM, Kolosovych IV, Pekus OM, Bystrov EB, Chertisch-
ev SS. Gastroduodenal ulcer: issues of oncogenesis and pathoge-
netic principles of surgical treatment. Surgery of Ukraine. 2004;
1:30-3. Ukrainian.

General Surgery 3azanvnaxipypein * 2023 ¢ Ne3-4 (6-7)



1.V. Kolosovych, H. Uzun

6. laine L, Jensen DM. Management of patients with ulcer bleed- 9. Tandon P, Bishay K, Fisher S, Yelle D, Carrigan I, Wooller K,
ing. Am J Gastroenterol. 2012 Mar;107(3):345-60; quiz 361. doi: Kelly E. Comparison of clinical outcomes between variceal and
10.1038/2jg.2011.480. Epub 2012 Feb 7. PMID: 22310222. non-variceal gastrointestinal bleeding in patients with cirrhosis.

7. Mullady DK, Wang AY, Waschke KA. AGA Clinical Practice J Gastroenterol Hepatol. 2018 Oct;33(10):1773-9. doi: 10.1111/
Update on endoscopic therapies for non-variceal upper gas- jgh.14147. Epub 2018 May 4. PMID: 29601652.
trointestinal bleeding: expert review. Gastroenterology. 2020 10. Tokar JL, Higa JT. Acute Gastrointestinal Bleeding. Ann
Sep;159(3):1120-8. doi: 10.1053 /j.gastro.2020.05.095. Epub Intern Med. 2022 Feb;175(2):.ITC17-ITC32. doi: 10.7326/

2020 Jun 20. PMID: 32574620. AITC202202150. Epub 2022 Feb 8. PMID: 35130044.].

8. Noh JH, Cha B, Ahn JY, et al. Scoring systems for predict- 11. Tuerk E, Doss S, Polsley K. Peptic Ulcer Disease. Prim Care. 2023
ing clinical outcomes in peptic ulcer bleeding. Medicine Sep;50(3):351-62. doi: 10.1016/j.pop.2023.03.003. Epub 2023
(Baltimore). 2022 Sep 9;101(36):¢30410. doi: 10.1097/ May 24. PMID: 37516507.

MD.0000000000030410. PMID: 36086775. 12. Wilkins T, Wheeler B, Carpenter M. Upper gastrointestinal bleed-

ing in adults: evaluation and management. Am Fam Physician.
2020 Mar 1;101(5):294-300. Erratum in: Am Fam Physician. 2021
Jan 15;103(2):70. PMID: 32109037.

JIikyBaJIbHA TAKTUKA IIPU NUTYHKOBHUX €PO3UBHO-BUPA3KOBUX
KpOBOTEUYAX HA TJi IIUPO3Y HEYiHKU

I. B. KonocoBuu, X. ¥Y3yH
Hamionanpuuit mepguunmii yniBepcureT iMeni O. O. Boromoubirs, Kuis

Anani3 noniMop@HOCT] €TiONOTTYHUX YMHHUKIB, IKi CIIPUYHUHSIOTE PO3BUTOK €PO3HUBHO-BUPA3KOBUX YPAKEHD
HUIYHKA Y XBOPUX HA IIUPO3 MEYiHKUA (KUCIOTHO-TIENTUYHUI YMHHUK, TPAHC(HOPMAILisd BEHO3HOI'O KPOBOTOKY,
iMyHHi KOMIUIEKCHU TOIIIO), BUSBUB, IIIO CAME IOPTA/IbHA IIIEPTEH3iA € HAMBAXIMBIIIIOIO IIPUYHMHOIO BUHUKHEH-
Hs OCTaHHIX. KpoBoTEYa 3 €PO3UBHO-BUPA3KOBUX YPAKEHD IIJIYHKA, AK O6€3110CepeIHA IIPUYHMHA CMEPTI, ITOCi-
JIa€ TIEPIIIE MICIIE B CTPYKTYPI JIETAILHOCTI. [Ipy mepitiii MaCUBHIIN IOCTPil NUIYHKOBIM KPOBOTEY] JIETAIbHICTD
cTaHoBUTb 26— 50 %, mticyst ipyroi — 70 %, py neviHKoBik komi > 80 %.

MeTra — IOJIMNIINTU PE3YJIBIATU JIKYBAHHS XBOPUX 3 €PO3UBHO-BUPA3KOBUMU KPOBOTEYAMU LIUIYHKA HA T
LIUPO3Y IEUiHKL

Marepiaau Ta MeTOAH. [IpOaHATI30BAHO PE3YIBIATH JIIKYBAHHA 192 NaIjieHTiB i3 Ne4iHKOBOIO (POPMOIO MOP-
TAJIbHOI TinepTeHsii (HHUPOo3 NEYiHKKN ), TOCIIITAII30BAHUX Y TEPANIEBTUYHE T XipypriyHe BiIUICHH, AKi € KIIi-
HiYHMMHU 0a3aMu Kadeapu xipyprii Ne 2 HarlioHalIbHOrO MeIUYHOroO yHiBepcuteTy iMeHi O.O. BoroMosbly,
B riepiof 3 2005 10 2023 p. Cepey nartieHTiB 6y710 108 (56.3 %) 40IoBiKiB T2 84 (43.7 %) *kiHKwY. Bik nariieHTis —
Bif 28 10 62 pOKiB, cepe/iHilt Bik — (43,2 +2,3) poky. JlereHepaTUBHI 3MiHU 3 6OKY CIM30BO1 OOOJIOHKH IIUTYHKA
i gac pibpoe3odaroracTpogyoA€HOCKOIIT BUABIEHO y 94 (48,9 %) xBopux: y 31 (33,0 %) — eposii IUIyHKa,
y 34 (36,2 %) — BUpasKu NUIYHKA, ¥ 29 (30,8 %) — MOpTAIbHY raCTPONATiio. Y XipypridyHe BifyiICHHs B TIOPSIIKY
IIBUZIKOI JIOTTOMOI'M TOCIITATII30BAHO 88 (46,6 %) MAlli€HTIB i3 IUPO30M IIEUiHKHM Ta FOCTPOIO MUTYHKOBOIO KPO-
BOTeYelO. bibiricTs XxBopux (89,1 %) nepedyBaii B CTaflii CyOKOMITEHC ALl Ta IeKOMIIeH catii 32 mkasoro Child-
Pugh. EpO3MBHO-BUPA3KOBi YPAKEHHS IUTYHKA Oy/IM IPUYMHOIO TOCTPOI MUIYHKOBOI KpoBoTedi B 41 (45,2 %)
XBOPOI'O: EPO3UBHUL IacTpUT — y 20 (48,8 %), Bupaska nurynka —y 21 (51,2 %).

PesynapraTy. [TOCWIEHHSI 3aXUCHUX BJIACTUBOCTEH CIU30BO-OiKAPOOHATHOIO 6ap’epa CIU30BOI OOOJIOHKUA
IIUTYHKA [IPY TATOT€HETUYHOMY KOHCEPBATUBHOMY JIIKYBAHHI JJa7I0 3MOT'y 3MEHIIMTH BIUIMB LIbOTO MEXAHIZMY
H4 PO3BUTOK I'€MOPAridyHUX YCKIAAHEHD Y 89,4 % BUNAAKIB. PU3KMK PO3BUTKY KPOBOTEUI B L1ill I'PYITi XBOPUX CTa-
HOBUTE 15,1 %, 0 NOTpebye NOIIYKy HOBUX METO/iB KOHCEPBATUBHOIO JIIKYBAHHA. [IepPBUHHUI €HJIOCKOIIY-
HHUI T€MOCTA3 KPOBOTOYMBUX €PO3UBHO-BUPAZKOBUX YPAKEHD IIUTYHKA, OYJIO JJOIMIOBHEHO MEJUKAMEHTO3HOIO
Tepartero B 79,6 % BUIAAKIB, v 53,1 % XBOPHUX BiH 6YB OCTATOUYHHUM, IO IO 3MOTY 3HU3UTH 3aTA/TbHY JIETATb-
HicTb 3 50,0 10 22,4 % (p<0,05) i 32 TOTPEOU BiATEPMIHYBATH NPOBEAEHHS ONIEPATUBHOIO BTPYYAHHS. 3aTdJIOM
IpoOnEPOBaHO 19 (38,8 %) maLieHTiB i3 FOCTPOIO NUIYHKOBOIO KPOBOTEYOI), CIIPUYMHEHOK BUPA3KOIO LIUTYHKA:
B YPI'CHTHOMY MOPSIAKY — 73,7 % MALi€HTIB, PaHHI BiACTPOYCHI OIIEPATUBHI BTPYIAHH BUKOHAHO 26,3 % XBO-
pHX. I3 ONIEPATUBHUX METOAIB IPU BUPA3KOBil XBOPOOi, YCKIAAHEHIN TOCTPUMH NUTYHKOBUMU KPOBOTEYAMU,
MEPEBAry CJIiJ| BiAJABATU OPraHOMAAHUM OIEPALiAM Ta BTPYYAHHAM, IO 36€piratloTh (PyHKIi. 1le nomnmuTs
O€e3MOCePEAHI PE3YIBTATH JIKYBAHHA IIi€] HAA3BUYANHO CKIAJAHOI KATEropii MalieHTiB (MiCaA0oNepariniy
JIETATBHICTD 6yI10 3HIKEHO 3 50,0 10 26,3 % (P < 0,05).

BucHoBKH. [Tonpy TSHOKKMHA CTAH XBOPUX i3 TOCTPHUMMU IUIYHKOBMMU KPOBOTEYAMM €PO3UBHO-BHPA3KOBO-
I'O T€HE3Y, CIIPUYMHEHUN YCKIAAHEHHAMHN [TUPO3Y IIEYiHKH, 3ACTOCYBAHHA CY4dCHUX TEXHOJIOTIHN JIIKYBAHHA,
30KpEMA XiPyprigyHuX, Aaj0 3MOTY 3MEHIIINUTH 3AT'A/IbHY TA IiC/IAONEPALLIHHY JIETAIbHICTD YABIYi.

KJiI¥04oBi cJI0Ba: CHAOCKOIIIYHNMI [€MOCTA3, KDOBOTEYA, IIMPO3 MEYiHKH, IIUTYHKOBA BUPA3KAa.
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