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Абстракт : 
Средната продължителност на живота във всички страни 

от Европейският съюз се увеличава, България не прави из-
ключение от това. Прогнозата за демографската структура на 
населението на България е за увеличаване на, както броя на на-
селението ≥65год. така и на неговия дял спрямо общия броя на 
населението в страната. Най-често срещания малигнен процес 
при мъжете е карцинома на простатната жлеза.и ние устано-
вихме, че в процентно съотношение радикалната простатекто-
мия е по-честата хирургична интервенция на територията на 
УМБАЛ „Д-р Г.Странски” и варира в границите около 70-75%. 
При тези операции за годините от 2013 до 2015 преобладават  
пациентите от групата на ≥65 год., като техния брой нараства 
непрекъснато.Значителен ръст се констатира и в групата на па-
циентите с едно и две или повече придружаваща заболявания, 
като не се открива сигнификантна разлика в средната възраст 
между групите без, с едно и с две или повече придружаващи 
зяболявания.

Изводи: Нараства броят на разширените урологични ин-
тервенции като радикална простатектомия и цистектомия 
както като цяло така и като относителен дял от общия брой 
постъпили за лечение. Най-честото придружаващо заболяване 
в изследваната група е артериалната хипертония следвано от 
сърдечната недостатъчност. Заболявания като хроничен брон-
хит, хронична обструктивна болест, хронична съдова нестатъч-
ност и сърдечната недостатъчност през изследваните годините 
остават относително константни. Други заболявания като арте-
риалната хипертония и диабетът отбелязват значителен ръст. 
Пациентите с две или повече придружаващи заболявания пре-
обладават (53%) в изследваната група

ключови думи : епидемиология и демографска структура 
на урологичните заболявания, радикална простатектомия, ко-
морбидитет , урологични операции върху възрастни пациенти.

Abstract: 
The average life expectancy in all countries of the European 

Union increases, Bulgaria is no exception to this. The forecast for the 
demographic structure of the population of Bulgaria is to increase 
as the population ≥65god. and its share of the total population in 
the country. The most common malignancy in men is carcinoma 
of the prostate gland. We have found that a percentage radical 
prostatectomy is more common surgery within the University 
Hospital “Dr. G. Stranski” and ranges around 70-75%. In these 
operations for the years from 2013 to 2015 dominated the group 
of patients ≥65 yr., And their number is constantly increasing. 
Significant growth was observed in the group of patients with one, 
two or more comorbidities, while no significant difference in mean 
age between groups without, one with two or more accompanying 
diseases.

Conclusions: The number of advanced urologic interventions 
such as radical prostatectomy and cystectomy as a whole and as a 
percentage of the total received for treatment. The most frequent 
underlying diseases in the studied group is hypertension followed 
by heart failure. Diseases such as chronic bronchitis, chronic 
obstructive disease, chronic vascular nestatachnost and heart 
failure over the years surveyed remained relatively constant. Other 
diseases such as hypertension and diabetes are making significant 
growth. Patients with two or more comorbidities dominated (53%) 
in the study group

Keywords: epidemiology and demographic structure of 
urological disease, radical prostatectomy, comorbidity, urological 
surgery on elderly patients.

Средната продължителност на живота на гражданите на 
днешните 27 страни-членки на ЕС се е увеличила с около 10 
години от 1960 до 2010 година. Този период може, да се раз-
дели на две-до 1980 /предимно на естествения прираст/ и след 
1990 /предимно от процесите на миграция/(1).

  Населението на 27-те страни-членки на ЕС нараства от 
482 767 512 през 2000 до 502 489 143 през 2011 година.

Таблица №1 Население на ЕС по години (27 страни 
членки)

Година Брой население

1960 г. Около 400 млн.

2000 г. 482,767512

2005 г. 491,134938

2011 г. 502,489143

Въпреки процесите на естествен прираст население-
то на ЕС е застаряващо. През 2009г. процентът на деца до 
14год. е 15,6%, а този на възраст над 65год. е 17,2 (2)

Таблица №2 Население на ЕС по възраст през 2010 годи-
на (27 страни членки) (3)

Възраст % през 2000г. % през 2010г.

0-14год. 17,2% 15,6%

15-24год. 13,2% 12,1%

25-49год. 36,7% 35,8%

50-64год. 17,2% 19,1%

65-79год. 12,3% 12,7%

Над 80год. 3,3% 4,7%
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За целта на настоящето изследване ние решихме да използ-
ваме две групи пациенти с различен вид анестезиологична 
техника – обща и мултимодална (ММА). Общата анестезия 
решихме да водим по стандартния начин, използвайки нейния 
трикомпонентен елемент ( употреба хипнотик, релаксант и оп-
иоид) .За ММА решихме да използваме техниката на спинална 
и епидурална анестезия с раздуване на епидуралното простран-
ство ( увеличаване на налягането в епидуралното пространство 
бе извършвано с физиологичен серум с количество 6 мл. ) след 
спиналната пункция, и комбинирана с обща анестезия. 

Защо се спряхме именно на тази техника ? 
Три големи предимства на този вид аналгезия : 
•	 Избягване на първоначалната натоварваща доза при 

използването на само епидурална техника на интраоперативна 
анелгезия

•	 Чрез раздуване на епидуралното пространство се из-
бягват използването на максималните количества на локален 
анестетик за осъществяване на спиналната анестезия, чийто 
странични ефекти са свързани с хипотония и брадикардия, ха-
рактерни повече за пациентите в напреднала възраст

•	 Използването на спинална анестезия е лимитирано 
във времето

След изработване на платформата на изследването и полу-
чаването на съгласието от страна на пациентите ние разделих-
ме болните в две групи : 

•	 Първа група : оперирани със стандартна трикомпо-
нентна общ анестезия. Броят на пациентите в тази група бяха 
24

•	 Втора група : оперирани с мултимодална анестезия 
(ММА) , като в тази група включихме 34 болни

Двете групи бяха рандомизирани в зависимост от придру-
жаващите им заболявания, противопоказания за извършване 
на локо-регионална техника, по ASA-класификацията, и в за-
висимост от желанието на пациента за извършване на такава 
техника.

Разпределение на пациентите в зависимост от ASA класи-
фикацията в табличен(А) и графичен(Б) вид

Табл.1 Разпределение на пациентите по ASA-клас в таб-
личен вид

$6$�, $6$�,, $6$�,,, $6$�,9 $6$�9

OA 25% 33% 38% 4% 0%

00$ 9% 29% 56% 6% 0%

Фиг.2 Разпределение на пациентите по ASA-клас в гра-
фичен вид.

Общият вид на рандомизацията на пациентите придоби 
следният вид : 

Фиг.2 Окончателен вид на рандомизацията на пациен-
тите в изследването

След позициониране на пациента в седнало положение 
беше извършвано ехографско изследване на структурите на 
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Проблеми в дейността на спешното отделение в 

многопрофилна болница 
Петко Стефановски 

началник "Спешно отделение", УМБАЛ "Д-р Г.Странски"-Плевен 

Summary. The author makes a critical analysis of emergency hospital care in 
Bulgaria. The analysis is illustrated with data on the activity of ER in the town of 
Pleven. The concept of emergency care requires each emergency department in the 
country to accept all patients regardless of their status, insurance status and whether 
previously turned to the structures of primary care or not. Make recommendations for 
improving the quality of emergency care. 

Key words: emergency care, Self-tracking patients, emergency department 

Въведение 
В  началото  на  2007  г.  Министерство  на  здравеопазването  извърши  

промени  в системата на спешната помощ с преминаване на Спешните приемни 
отделения от центровете  за  спешна  медицинска  помощ  към  структурата  на  
областните  МБАЛ.  За  специализираните  болници  за  активно  лечение  тези  
структури  не  са задължителни и в някои от тях са създадени т.н спешни 
портали.  

Целта на извършеното преструтуриране е да  се  подобри  медицинското  
обслужване  при  спешни състояния. Дали това е постигнато? 

Концептуални и организационни основи 
Идеята за "спешност" в медицината открай време създава затруднения от 

всякакъв характер - финансов, организационен, медико-теоретичен.  
О с т о й н о с т я в а н е т о  на един спешен случай е почти непосилна 

задача, поради простия факт, че е трудно да се операционализира 
преминаването от спешност в неспешност или "плановост".  

Теоретично спешността трае докато има пряка заплаха за живота на 
пациента. От организационна гледна точка обаче, това едва ли е напълно 
валиден критерий, тъй като такава заплаха може да се появи не само в 
началото на случая (при постъпването по спешност), но и след като 
състоянието на болния е овладяно и той е настанен за лечение. Следователно, 
спешност означава състояние, което изисква незабавна медицинска 
интервенция с цел премахване на непосредствените условия, застрашаващи 
живота, независимо от това къде е настъпило. Тази интервенция включва не 
само овладяването на пациента в стационарна – в спешното отделение или 
дори по-късно, след приема на болния, но дори и след изписването му. 

Световната практика показва,  че при здравноосигурителния модел 
"черният вход" на системата е именно спешната помощ, тъй като осигурява 
достъп на всички, включително неосигурени и тежки, скъпоструващи случаи.  

От чисто финансова гледна точка, спешният случай е най-натоварващия 
бюджета на която и да е болница, особено на частната. Известно е, че именно 
затова частните болници негласно избягват такива случаи или ги ограничават 
до минимум, като ги прехвърлят на публичния сектор - общинските или 
държавните болници, особено ако липсва развита система за допълнително 
здравно осигуряване. 
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� - �  � . � � � � � � � 1, � - �  � . � � � � � � � � � � � 2, � - �  � . � � � � � � 1, � - �  � . � � � � � � � � � � � � 1, � - �  � . � � � � � 1
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� �  � � � � � �  � � � � � � � � �  � � � � � � � �  � �  � � � � � � �  �  � � � � � � � �  � � � � �
� � � � � . � � � � � � � � � � � �  � �  � � � �  � � � � � � � � �  � � � � � � �  � � � � � � � � �  
� �  � � � �  � � � � � � � � � � � �  �  � � � � � � � �  � � � � � � � � �  � � �  ( � � - � � � � � ) 
� � � � � � � � � � � � � �  � �  � � � � � � � �  � � � � � � �  (Department o f Health 
and Human Services, 2010). � � � �  � � � � � �  � � � � � � � � �  � � � � � � � �  
� � � � � � � � �  � �  � � � � � � � � � � � � � �  � � � � � �  � � � � � � � � �  �  � � � � � � � � �  
� � � � � � � � � �  � � � � � �  � �  � � � � � �  � � � � � � � � � � � �  � � � � � , � � � � �  
� �  � �  � � � � � � � � �  � � � �  � �  � � � � � � � � � , � � � � �  �  � �  � � � - � � � � � � �  
� � � � � �  � � � � � � � �  � � � � � � � � � � � �  � � � � � � � � � .

�  � � � � � � �  � �  � � � � � � � � � � � � � �  
� � � � � �  � � � � � � ____________________
� � � � � � �  � �  � � � � � � � � � �  � � � � � � � � � �  � � � � � � � , � �  � �  � � � �

� � � � � � � � � � �  � � � � � �  � � � � � � � � �  � �  � � � �  � � � � � � � � � �  � � �  � �  
� � � � �  � � � �  � � � � � � � � � �  � � � � � � � � � � � �  � � � � � � � �  (18-43%), 
� � � � . � � � � � � � � � �  � � � � � � � � � � � � � �  (35-62%), � � � � �  �  � �  �  � � �
� � � �  � � � � � � � � �  � �  � � � � � � � � � �  � �  � � � � � � � � �  � �  � � � � � � � � � � �  
�  � � � � � � � �  � � � � � � � � �  � �  � � � � �  � �  � � � � � � � � � � � �  � � � � � � � �  
�  � � � � �  � � � � � �  � �  � � � � �  (Kha iri et al., 2010). � � � �  � � � � � � �  �  
� � � � � � �  � � � � � � �  �  � � � , � � � � � �  � � � � � � � � � � � � �  � � �  � �  � � � � �
� � � �  � � � � � � � � � � � �  � � � � � � � �  � � � � � � � � � � � �  � �  � � � � � � � � �  � 
� � � � � � �  1992-2008 �. (Larkin et al., 2005; Hazlett et al., 2004). 
� � � �  � � � � � � � �  � � � � � �  � �  2004 �. � � � � � � � � � � �  4.3 � � � . � � � � �
� �  � � � � � � � � � � � �  � � � � � � � �  � �  � � � �  5.4% � �  � � � � � �  � � � � � �  
� � � � � � � � � � � , � �  � �  2008 �. � �  � � � � � � � � � �  � � �  � � � � � �  � � � �
� � � � � � � � �  � � � � � � � � �  � �  � � � � �  7% � �  � � � � � �  � � � � � � � � �  � � � �
� � � � �  �  � � � � � � � �  � � � � � � � � �  (Hazlett et al., 2004; Tenny et.

al., 2011). � � � � � �  � � � � � � �  � � � � �  �  � � � � � � � � � � � � �  � �  � � � � � �
� � � � � � � � �  � � � � � � � � � � � , � � � � � � � �  � � � � � � � � �  �  � � � � � � � �  
� � � � � � � � � � � �  � � � � � �  � �  � �  � � � � � � � � � �  �  � � � � � � �  � � � � � � � � �  
� �  � � � � � � � � � � � �  � � � � �  � � �  � � � � � � � � � �  �  � � � � �  � � � � � � � � � � �
� �  � � � � � � � � � � � �  �  � � �  �  � � � � �  � � � � � �  (Zeller, 2010).

�  � � � � � �  � � � � � �  � � � � � � � � � � � � �  � �  � � � � � � � � �  �  � � � � � � � �  
� � � � � � � � �  � �  � � � � � � � � �  � �  � � � � � � � � � � �  � �  � � � � � � � � � � �  � � �
� � � � � � � �  � � � � � � � � - � � � � � � �  � � � � � � � � �  ( � � � � � � � � � � � �  � � � �
� � � � , � � � � � � � �  � � � � � � � � � � � �  � � � � � � � � � � , � � � � � � � � � � � �  � � �
� � � � � � �  � � �  � � � � � � � � � � � � � � �  � � � � � � � , � � � � . � � � � � � �  � � �  
� � � � � � � � � � � � � � � �  � � � � � � � , � � � � � � � � � � � � �  � � � � � � � � � � � �  
� � � � � � � � ). � � � � � � � � � � � � � � � �  � � � � � � � � � � � � �  � � � � � � �  „ � - �  
�. � � � � � � � � “, � � . � � � � � � , �  � � � �  � �  � � � � � � � �  � � � � � � �  � � � � �
� � � � �  �  � � � � � � � � , � � � � � � � �  � � �  40 000 � � � � � � � �  � � � � � � � . 
� �  � � � � . 1 � �  � � � � � � � � � � �  � �  � � �  �  � � � � � � � �  � � � � � �  � � � � � � �

� � � � � �  � � � � � � � � , � � � � � � � � �  � � � �  � � � � � �  � � � � � � �  � � � � � � �
� � �  � �  2011 �. � � � � � �  � �  � �  � � �  � � � � � � � , � �  � � � �  � �  � �  � � � � �
� �  � � � � � �  � � � � � � � �  � � � � � � � � , � � �  � � � �  �  � � � � �  � �  � � � � � � � �  
� � � � � � � �  � � � � � � � � � � � � � �  � �  � � � � � � � � �  � � � � � � � �  � � �  � � � �
� � � � � � � �  � � � �  � � � � � �  � � � � � � �  � � � � � � � � � . � � � �  � � � � � � � �  
� � � �  � �  � � � �  � �  � � � � � � � � �  ( � � � � � � � � � � � � � � �  � � � � � � � ) � �  
2011 �. � �  � � � � � �  � �  � � � � � � � �  56 � � � � � � � � , � � � � � � � � �  � � � �  
� �  � � � � �  � �  �  � � � � � � � � � �  �  � � � � � � � � �  � � � � � � � � � � � �  �  � � � � � �  
� � � � � � �  � �  � �  � � � � � � � �  � �  � � � � � � � � � � � �  � � � � � � � � .

� � � � �  � � , � �  � �  � � � � � � � � � � � � � �  � �  � � � � � � � � � �  � � � � �  
� � � � �  � � � �  � �  � � � � � � � � � � � � � �  � � � � � � � �  -  51 � � � � � �  (9.1% � �  
� � � � � � ) � � � � � � �  �  � � � � � � � � �  � � � � � � � � � �  � � � � � � � � � � � � , � � �
� � � � � � �  � � � � � � �  �  � � � � � � � � �  � � � � � � � � � � � � . � �  � �  � � � � � �  � �  
� � � � � � � � � � � � � � �  � �  � � � � � � � � , � � � � � � � � � � � �  � � � � � � � � � �  � 
� � � � � � � �  � � � � � � � � � � � �  ( � � �  90% � �  � � � � � �  � � � � � � � � �  � � -
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Ятрогенната перфорация на стомашно-чревния тракт, получена при диагностична или 
терапевтична ендоскопия е рядко, но тежко и животозастрашаващо усложнние водещо 
дори до фатален край.
Броят на подобни случаи в бъдеще обаче ще расте поради масовото осъществяване на 
ендоскопски програми и непрекъснатото разсширяване на показанията за диагностична 
и терапевтична ендоскопия.
На среща на European Society of Gastrointestinal Endoscopy (ESGE) , проведена във 
Франкфурт, Германия през 2013 се прие консенсус, според който все такъв случай да 
бъде докладван и през 2018 година дружеството ще излезе с нов гайдлайн относно 
поведението, диагностицирането и терапията на това рядко усложение.

Едно от скорошните мултицентрови проучвания (1) , включващо 16 855 пациента, 
ERCP-свързаните компликации са открити при общо 1 154 пациента (6.85%, CI 6.46-
7.24%), от които 55 фатални случая (0.33%, CI 0.24-0.42%). Средни по тежест 
компликации се откриват при 872 пациенти (5.17%, CI 4.83-5.51%), а тежки - при 282 
(1.67%, CI 1.47-1.87%). Най-чести са панкреатитите - при 585 (3.47%, CI 3.19-3.75%), 
следвани от инфекции - 242 (1.44%, CI 1.26-1.62%), кървене -  при 226 (1.34%, CI 1.16-
1.52%), и перфорации -  при 101 пациента (0.60%, CI 0.48-0.72%). Кардиоваскуларни и 
свързани с аналгезията/анестезията компликации са открити при 173 пациента (1.33%, 
CI 1.13-1.53%), а 9 са починали от тях (0.07%, CI 0.02-0.12%). При сравнение със стари 
проучвания , морбидността намалява сигнификантно спрямо други подобни 
проучвания: 6.27% срещу 7.51% (Pc = 0.029)

На Вашето внимание представяме случай на пациент постъпил в Клиниката по 
гастроентерология към УМБАЛ “Д-р Г. Странски “, поради остри болки в 
епигастриума, пожлтяване на кожата и видимите лигавици, потъмняване на урината , 
гадене с позиви за повръщане, обща отпаднолост и лесна уморяемост. Пациентът е 
претърпял оперативна интервеция по повод неопластечен процес на колона преди 13 
години. Същият е с анамнестични данни за калкулозен холецист, холедохолитиаза и с 
последваща холецистектомия и хроничен панкреатит.

По повод на данните от клиничната картина и лабораторните изследвания се 
предприема ендоскопска ретроградна холангиопанкреатикография /ERCP/ с оглед 
диагностично уточняване и последващо терапевтично поведение.

Непосредствено след провеждане на изследването са назначени латерография и обзорна 
графия на абдомен в право положение извършени в Клиниката по Образна диагностика 
към същата болница. Данните от направените изследвания показват изразен 
метеоризъм от дебелочревен и тънкочревен тип. Не се наблюдават хидроаерични сенки, 
съмнителни за чревна непроходимост. Прави впечатление наличието на лентовидна 
слаба сянка разположена медиално перихепатално около Глисоновата капсула, широка 
5-6 мм. Описаната находка дава основание да се мисли за перфорация и остър 
хирургичен корем
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Abstract— Against the backdrop of clinically significant disease 

osteoporosis, dual energy X-ray absorptiometry (DXA) of the 
vertebral bodies and femoral neck in the front-rear projection 
has established itself as primarily an instrumental tool for 
diagnosing osteoporosis assessment of fracture risk and 
monitoring the effects of medication. With the development of 
methodology in clinical practice are increasingly used and some 
special applications of the methodology DXA - morphometry of 
the vertebral bodies and femoral neck, study of body composition 
and bone mineral content of the whole body and in its individual 
areas and study bone around the artificial joints. 

Indexterms- DUAL-ENERGY X-RAY ABSORTIOMETRY, 
OSTEOPOROSIS, OTHER METHODS.  

Dual energy X-ray absorptiometry (DXA) of vertebral bodies and 
femoral neck in the front-rear projection has established itself as 
primarily an instrumental means of putting osteoporosis diagnosis, 
аssessment of fracture risk and monitor the effect of the medicated 
treatment. With the development of the method in clinical practice 
more often used watt and some special applications of the 
methodology DXA – morphometry of vertebral bodies and femoral 
neck, study body composition and bone mineral content of the whole 
body in its separate areas, examination of the bone around artificial 
joints and the like. These applications software installed in the 
ostedenzinometar. 

 Morphometry vertebral bodies with DXA (X-rayabsorbtion 
morphometry or Lateral vertebral assessment). Vertebral 
morphometry is a description of the shape of the vertebral bodies 
based on the profileX-ray images of the thoracic and lumbar spine. 

The objective is to quantify the type and extent of vertebral 
deformation. In the past it happened after ralization of two profile X-
ray images - of thoracic and lumbar spine. Today this can be done 
using methodology DXA. Quantitative morphometric methodology 
was denoted by the term MXA (morphometric X-ray 
absorptiometry), and semiquantitative - the term VFA (vertebral 
fracture assessment). After displaying the thoracic and lumbar DXA 
spine with each vertebral body outlines with the help of 6 points: 4 
thereof located on its edges, and 2 points - in the media minutes of 
cortical plates (Fig. 1). 

 

Fig. 1. Location of the points on the outline of the vertebral 
bodies in vertebral morphometry 

 
These points allow comparing front, front and rear heights 

vertebral bodies among themselves and with neighboring 
vertebrae. At the end of the last century is putting the 
quantitative morphometric techniques (of McCloskey, Eastell, 
etc.), but in daily clinical practice benefits introduced by 
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РЕВМАТОЛОГИЯ

ОЦЕНЯВАНЕ НА ЗДРАВЕТО НА КОСТИТЕ ПРИ 
ДЕЦАТА И РОЛЯТА НА ДВОЙНО ЕНЕРГИЙНАТА 
РЕНТГЕНОВА АБСОРЦИОМЕТРИЯ /DXA/

Л. Цанков, Н. Тоцев, П. Стефановски
Клиника по образна диагностика,  УМБАЛ „Д-р Г. Странски “ – Плевен

Остеопорозата е прогресивно забо-
ляване на скелета, характеризиращо 
се с намалена костна маса и струк-
турни изменения на костната тъкан, 
които водят до повишена чупливост 
и последващ риск от фрактури. Про-
цесът на намаляване на костното 
вещество и разреждане на костна-
та тъкан нормално настъпва след 
40-годишна възраст – възрраст, в 
която новата костна тъкан не се об-
разува със скоростта, с която се губи 
старата.

Развитието на остеопорозата е без-
болезнено и напредва бавно и по-
степенно, без изразени симптоми 
през годините поради което пациен-
тите научават за заболяването едва 
в късната му фаза и най-често след 
настъпване на фрактура. От осте-
опороза страдат както жените, така 
и мъжете, но скоростта на загуба на 
костна тъкан при мъжете е много-
кратно по-бавна от тази при жените. 
Специалистите  често установяват  
фрактури, получени в резултат от 

травма. Фрактури, причинени от ос-
теопороза и остеопения възникват 
най-често при възрастните хора, въ-
преки че някои деца и юноши също 
са изложени на риск.
Юношеството е период на бързо раз-
витие и важна стъпка към изгражда-
нето на възрастна скелетна система. 
По време на детството и юношеските 
години в скелета се натрупва костна 
маса, като в края на юношеството 
костите обикновено достигат своята 
зрялост. Ако са налице фактори, пре-
дотвратяващи натрупването на кост-
на маса в периода на растеж, кост-
ната система не може да се развие 
напълно и с напредването на възрас-
тта рискът от остеопороза и фракту-
ри се увеличава. Рискови пациенти 
са децата с ниска костна минерална 
плътност, която се оказва основната 
причина за компрометирано костно 
здраве.

Клинични индикации за костна 
дензинометрия в детска възраст: 
1. Системно използване на кортикос-
тероиди.
2. Хронично възпалително заболяване.
3. Хипогонадизъм.
4. Продължително обездвижване.
5. Остеогенезис имперфекта.
6. Идиопатична младежка остеопо-
роза.
7. Предхождащи фрактури при ми-
нимална травма. 
8. Костни промени на рентгеногра-
фии. 
 

Методи за диагностика на 
остеопорозата

Методики за измерване на костна 
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Abstract—Every anesthesiologist has fallen into difficulty 
maintaining the airway. The purpose of this summary is present 
ability to perform prevention of aspiration of gastric contents of 
patients at risk for a difficult intubation and ventilation mask. 
Mendelson's syndrome is still in first place as cause of death 
related to anesthesia. At present there are neither quantitative 
criteria or scales, which would assess the potential risk of this 
complication at induction of anesthesia, but in recent years, with 
the widespread use of abdominal ultrasonography by calculating 
the antral surface and the amount of gastric contents, relatively 
accurately can predict the risk of regurgitation and development 
of the syndrome of Mendelson 

Index Terms—Anesthesiology, echography, Mendelson's 
syndrome, intubation.  

I. PURPOSE 
     With the development of the technologies and the 
pharmacy, the airways-related incidents' percentage was 
dramatically lowered. Nevertheless, the risk is not eliminated 
and persists. Every anesthesiologist has faced a difficulty with 
the support of the airways.  
The purpose of this review is to discuss using Ultrasound 
method to prevent of aspiration of stomach contents of patients 
at risk of difficult mask ventilation and intubation. 

II. DISCUSSION 
  Labored ventilation by a face mask is defined as an inability 
to support Oxygen saturation more than 92% by using 
mechanical ventilation with positive pressure. There are trials 
which report a different percentage of difficulty with face mask 
ventilation. It varies between 2 and 8%. However, it is more 
interesting to see what is the percentage of the unpredicted 
difficulties, related to this condition. Lavery and Mc Closkey 
report that according to their research among 1502 patients, 
only 75 of them (5%) suffered from difficult ventilation. Barely 
in 13 of these 75, the difficult intubation was unpredicted. 
There is a scale to determine a difficult face mask ventilation, 
which includes following parameters: 

      -   Age above 55 years old 
 Body Mass Index more than 26 
 Presence of beard 
 Absence of teeth 

 Inability for mandibular protrusion 
 Snore 

The presence of two or more factors is related to a possible 
difficulty of the ventilation mask. 

What is the definition for a difficult endotracheal 
intubation? Commonly, it is an inability to perform the act of 
intubation after multiple attempts with the absence of tracheal 
pathology. There are also other more accurate definitions as 3 
or more unsuccessful attempts for endotracheal intubation or 
laryngoscopy within 10 minutes, according to the scale of 
Cormack-Lehane 3 or 4. There also are other scales to predict 
the eventually difficult intubation and the most used is the scale 
of Mallampati. The difficulties in an endotracheal intubation 
could be divided into 2 groups 

A. From the anamnestic data: 
 Anamnestic data of previously labored intubation 
 Anamnestic data of arthroses and rheumatological 

diseases 
  Burn injuries 
  Previous surgical interventions due tumors in the 

face's   and neck is areas 
 Traumatic injuries of the head and the neck 
 Dysphagia, dyspnoea, and Sleep-apnoea 

 
B. Data of difficult intubation at the clinical examination: 

- From testic data 
 Pregnancy 
 Obesity 
 Sleep-apnoea 
 Chemo- and radiotherapy 
 Prognathism, retrognathism, micrognathism 
 Thyromental distance less than 6cm 
 Neck girth on the level of the thyroid gland more than 

60cm and more than 45cm Sleep apnoea is present 
 Inability for head deflection more than 60 ° 
 Opening of the mouth less than 3cm 

Labored intubation is always related to a higher risk of stomach 
content's regurgitation, especially in high-risk patients, 
undergoing emergent surgical treatment – in a comatose state 
after the trauma of the cranial nerves. 
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Abstract 
The study included 19 patients undergoing abdominal surgery and 30 trauma patients who were 

monitored for total cholesterol during hospital treatment. Cortisol, free thyroxine (fT4) and free 
triiodothyronine (fT3) were also studied in some patients (24 in number). The aim of the study was to 
compare the levels of cholesterol and hormones in the two groups. The levels of cholesterol and 
cortisol examined in the early postoperative period in the operated patients were compared with those 
of the post-traumatic patients taken immediately after their admission to ICU, and in the next few 
days. The results showed significantly lower serum cholesterol levels in the trauma group and higher 
baseline cortisol levels in the same group. High cortisol and low cholesterol levels in trauma patients 
immediately after ingestion indicated the severity of the trauma. The smaller deviation from normal 
values in the group of operated patients was the evidence of the role of anesthesia and analgesia in 
reducing perioperative stress and pain. 
Key words: anesthesia, trauma, stress, cholesterol, cortisol 

 
Introduction 

The change in cholesterol levels has interested scientists for decades. This is because 
cholesterol is a major building block for the human body. It is indispensable in the 
construction of each cell (involved in the composition of the cell membrane), the myelin 
sheaths of nerve fibers contain cholesterol, it is a starting product for the synthesis of steroid 
hormones, bile acids and vitamin D. The body's cholesterol needs increase in the period of its 
growth, as well as in conditions of acute stress, accompanied by impaired tissue structure, 
when on the one hand cholesterol is needed for their recovery, and on the other for the 
synthesis of steroid hormones, whose levels may be significantly above normal. Such 
conditions are trauma, surgery, sepsis, burns. In all of them, hypocholesterolemia is observed 
for a shorter or longer period of time. How severe the hypocholestrolemia will be and how 
long it will last depend on the severity of the damaging factor, its duration of exposure, as 
well as the age and general condition of the individual. 

Purpose. To compare the level of serum cholesterol in patients who have suffered 
trauma with that of patients operated on in abdominal surgery, immediately after their 
admission to ICU. 

To compare cortisol levels in the same two groups of patients. 
To find out what are the changes in the levels of thyroid hormones 
Materials and methods. The study included a total of 49 patients. 19 operated on the 

occasion of abdominal surgery. All operated patients after the operation remained in ICU. The 
remaining 30 patients had an accident and after the necessary initial examinations and 
possibly surgical interventions were also placed in ICU. 

In the group of post-traumatic patients, the first sample was taken in the first few hours 
after the incident (between the 2nd and 5th hour of the incident). Subsequent samples were 
taken in the following days, between 7:30 and 8:30 in the morning. In the operated patients, 
the time of blood sampling was the same, and they had one additional blood sample before the 
operation. After collection of the serum, the samples were frozen and stored in a chamber. 
Total cholesterol was tested in the laboratory of "Dr. G. Stranski" UMHAT, Pleven, the 
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Abstract

Trans-abdominal plane blocks are a method for acute and chronic pain treatment performed under the guidance of ultrasound. 

It’s approaches including the subcostal TAP, the lateral TAP, the posterior TAP and the ilio-inguinal TAP blocks. For broader analgesic 

effect an application of four-quadrant TAP block is performed. The technique has a broad specter of applications for pre-, intra- and 

postoperative usages as well as management of chronic pain.

����������������������������������������������������ϐ�������������������������������������������������������������������������������
after inguinal hernia surgery.

A prospective study of all cases of TAP block after inguinal hernia repair was performed in Saint Marina Hospital, Pleven. Bulgaria 

for the duration of 1 year.

The ilio-inguinal approach of the trans-abdominal plane block was performed via ultrasound visualization of the muscles of ante-

rior abdominal wall and injecting a 20ml solution of 1 ampule dexamethazone and 50mg ropivacain. We then compared the results 

to a control group of patients with similar condition who were treated with 1 tablet of diclofenac 150mg. 

͹͸���������������������ϐ�����������������������������Ǥ�������������������������������������������������������������������ǯ�����������-

cords. On all 76 patients with unilateral hernia a unilateral ilio-inguinal trans-abdominal plane block was performed. All nerve blocks 

performed were effective and none of the patients experienced complications of any kind. We compared them to the 19 patients 

control group all of whom experienced pain 24 hours after the intake of diclofenac.

The ilio-inguinal trans-abdominis plane block is an effective method for chronic pain treatment in patients after inguinal hernia 

������Ǥ�����������������������Ǧ���������Ǧ��ϐ�������������������������������������������������������������ǲ����������������ǳǤ

Keywords: Trans-abdominal Plane Block; Analgesic Ladder; Inguinal Hernia

Introduction

Chronic pain syndrome is a common problem provoked by the 

modern way of life. It includes both physical and mental symptoms 

such as physical pain, anxiety and depression. It is a challenging 

���������������������������������ǲ���������ǳǡ��������������������
obesity are wide-spread. Another serious problem is the chronic 
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Abstract 
Aim: Thoracic paravertebral block is increasingly used as a method of post-
operative analgesia in thoracic surgery. We aimed to compare two different 
methods of implementation: paravertebral thoracic block with a catheter 
placed in the epidural space, and a single injection of anesthetic at the end of 
surgery. Methods: We randomized 60 patients undergoing VATS, in 17 
(group A) single-dose paravertebral block, and in another 21 (group B) ca-
theter technique and postoperative infusion of local anesthetic were used, and 
in the latter, the control group (C) of 22 patients, analgesia was performed 
according to a standardized protocol with non-steroidal analgesics and opio-
ids as needed. In all patients, in the early postoperative 48 hours, we meas-
ured the intensity of pain and opioid consumption. Results: There were no 
statistically significant differences between the collected preoperative data in 
the three groups of patients. There were no significant differences in subjec-
tive pain sensations in the early postoperative period (up to 12 hours). How-
ever, the number of opioids used was significantly lower in groups A and B 
compared to the control group, and in group B (with catheter technique) af-
ter the 12th to 48th hour after surgery there was almost no need for strong 
analgesics. Conclusion: Continuous infusion of local anesthetic in the area of 
the surgical incision provides much better pain relief than a single paraverte-
bral block in the area of the incision. 
 

Keywords 
Thoracic Paravertebral Block, Pain Management, VATS 

 

1. Introduction 

The thoracic paravertebral block (TPVB) has been in a real renaissance [1] [2] in 
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l  A H E C T E 3 H O J IO rP M  W  H H T E H 3 H B H O  J1EM EH H E ■

MHCTOTO HA JIH^OKAHHA B nPO<J>HJIAKTMKATA HA TA^EHE, 
nOBPT>mAHE H PHTTjMHHTE H IIPOBQUHH HAPYUIEHHH nPH BOJIHH

C HEPEIIH0-M03T>HHH TPABMH

CmeipaHoecKU TV,Padee Bji.1,Eocdauoe Cji.',Cme(paHoe M.', MajiKodancKU H.'„Oenapoe Mn2.,Tonnes TI3.,Padee P1. 
1-MedunuHCKU yHueepcumem-IljieeeH, Kj iu h u k o  no Anecmesuo.iosuH u PeanuMamosioeux ; 2.MedugUHCKU yHueepcumem-IJjieeeH, 

KjiuHUKa no Heepoxupypeua; 3.MedunuucKU yHueepcumem-ThieeeH, Kj iu h u k o  no Xupypiuu 
Aemop 3a Houmaum : TlemKo CmetpanoecKu, mei 088 7096039, e-mail:p.stefanovski(a)gmail.com

Yb o p.
TpaBMaTHHHHTe VBpeziH Ha raaBara ca CBi>p3aHH c noBHiiieHa 

necTOTa Ha ycpoacHeHHjrra h  cMtpTHOCTTa. 3a nepnopa 2011-2016 
roflHHa npe3 CneuiHo o t pc pc h h c  Ha YMEAJI-ripeBeH ca npeMH- 
HajiH o6ipo 41864 naqneHTa c pa3JiHHHH TpaBMH, o t  k o h t o  33% 
h jih  14003 naimenTa c HepenH0 -M0 3T>HHH TpaBMH (MMT).

Ta6ji3.Pa3npedejienue cnoped xocnumajiuiauunma no oo- 
jinume.

XocnHTajm3npaHH 2 6 1 7 19%

npemeaaHH h  ocBo6 oaeHH 3a 
^OMaiiiHo jieneHHe 11386 8 1 %

To6j i.1 Pa3npedejieHue no non npu npu&u e CneuiHo omde-
ji eHu e

noji M'blKQ >KeHH
8034 5969

pan 57% 43%

PaimcvK.xaHKH eroipeMHonorHHHHTe pamtH o t  npneTHTe 3a jie- 
neHHe, xocnHTajiH3HpaHHTe h  ocBoooqeuHTe 3a poManmo penerote 
iiauHCHTH (Ta6ji. 1 h  2) ycTaHOBHXMe, He npeo6papaBa mt okkhu  non 
( 57 %) h  BMpacTOBHTe rpynn o t  19 po 60 ropuHH (50 %) o t  bc h h - 
k h  cjiynaH ( Taon.2)

Too l.2 Pa3npedejieHue no erbjpacm

Bt3paCT 0-18 19-40 4 0 -6 0 6 0 -8 0 8 0 +

3 1 2 9 31 7 3 3 7 4 4 2 9 2 6 1031

R*  J1 2 2 % 2 3 % 2 7 % 2 1 % 2 %

Ha (J)Hr.l CMe npepcTaBHPH pa3npepepeHneTO no t o k c c t  Ha 
npcTbprianaTa MMT npn npneMa b CneuiHo OTpeneHHe.

OueHKa no Glasgow Coma Scale npn nocrbnBaHeTO (n=41864)

<I)u<\ 1 P am pedeienue no eud no 'AMT cnoped Glasgow 
Coma Scale (  GCS)

OcHOBHaTa nacT (77%) o t  nanneHTHTe, nperbpnejiH MMT ca 
c jieKH TpaBMaTHHHH VBpcqn , oneHKaTa no Glasgow Coma Scale 
(G C S ), 14 % - ci>c cpepra h  epBa 9 % (857 cpynaa) e 6njia TOKKa 
MMT c GCS 3-8 t o h k h .

Ot  np e ra e p a HHTe (Ta6n.3) 6o jih h  2617 n a u H e m a  c a  x o c i r a i a - 
JiH3 Hp aHH n o  cn e mHOCT b KJiHHHKara n o  HeBpoxupyprua h jih  b 
KAHJ1, a 11 386 cqep npem ep h  OKa3 aHa rpn ac a b  C n e m H O ox p e p e - 
Hn e c a ocBOOoa e iiH 3 a z ioM amno penemie, Ko eTo h h  pa Ba npaBO pa 
3 aKJHOHHM , He OCHOBHHH pjUI OT npCIJICPHTC Ce Pb.T/KH Ha Ji eKHTe 
TpaBMH.

OnepaTHBHa HaMeca no cnemHOCT ce e Hajiom uia npn So phm 
ct >c cpepHa (GCS 9-12 t .) h  TeiKKa (GCS <8) MMT (1).

npn  bc h h k h  Tax BoaeneTo Ha aHCCTesnai a no BpeMe Ha onepa- 
THBHara HaMeca e h c t h h c k o  npepn3BHKaTepcTBO npep BceKH aaec- 
TesHOJior. Ot  epna CTpaHa Te3H nauncimi navia Kai< pa fopar npeo- 
nepaTHBHO noproTBeHH no npaBHJiaTa Ha m eq m le h  f ic kot o H3Kycms- 
i lo-rojiaMaTa nacT o t  t s x  ca c h b jic k  cTOMax, ynoTpe6njiH xpast 
h  aiiKoxoji, t b h  Karo TpaBMara e iio.iyHcua BHe3anHO npn joope 
upaae. JTopapn TOBa npn bc h h k h  rioqooHH naiiHenTH e Heocbse- 
Ph mo  ocbmeci BaBa Gbps nocpepoBarepeH v b o p (rapid-sequence 
intubation -RSI) (15) . npn  o t k ph t h t c  MMT pa3KbcaHaTa k o z z  ;  
BxopHa BpaTa 3a HHcjieKuna. rioBeneTo, oco6eHo Bb3pacTHHTe m - 
HHeHTH ca c epHO h jih  r o r c h c  pa3JiHHHH npHppyiKaBaniH iaSanaa- 
h h » KaTO pna6eT, cbpaenna iiaxo;ioi nn KaTo ph t b mh h  h  npoBo;^* 
HapymeHHa, k o h t o  ycJiomwBaT Tcpanujrra b nepn- h  nocTonepa- 
t h b h h s  nepnop. Mo 3i>h h h jit  o t o k  npn MMT b o ph  po rapcHe. noa- 
pi.mane, niaBo6ojiHe, CBe iOBbpievK.

06e36ojMBaHeTO c onHonxni nbK b o ph  ;io  ppyr npo6.ie\i. h * *  
ce c bc t o h  b TOBa, ne cf))CKTHBnaTa aHanreTHHHa po3a e o.iHm  m  
Ta3H, KOHTO BOPH HO flenpeCHH Ha JlHLUaneTO. OcBeH TOBa.
OIIMOPH (14) HM3T pa3JTHHHH HO CXOPHH CTpaHHHHH C(|)eKTH . oSb - 
cnoBeHH o t  aKTHBauHH i a Ha c-penenTopHTe (bh >k  Ta6ji.4)

Tanji4. He.vceianu etpeumu Ha onuoudHume auaiee
,H,HxaTe.nHa
CHCTeMa lIopTHCKaHe Ha pniuaHeTO h  KampHHHHJi

UHC Cepamia, eytjjopnji, MH03a, MycKypHa pH razaec.

Ctp^enHO- 
CbAOBa CHCTeMa

Ba3ojiHJiaTaHHa, 6pa^HKapziHH, aenpecna e i  
MHOKapaa

OT^ejiHTejiHa
CHCTeMa

PeTeHHHJi Ha ypHHaTa

CTOMamHO- 
HpeBeH TpaKT

3a6aBeHO H3npa3BaHe Ha CTOMauiHOTO a z c i B K .  1  
3a6aBHHe Ha nepncTanTHKaTa, cna'ii.M Ha a n m p a  
Ha Oph

llMyHHa CHCTeMa
HMyHOcynpecHa, oco6eHO npn H3no.i3Baae m.
MOp(j)HH

Te3H CTpaHHHHH ecJjeKTH ce HacnarBaT cr>c c hv  
peHH OT M03BHHHH OTOK BO/jeiieTO Ha aHeCTe3HHTa H ]
t o  HHTeH3HBHO jieHe'HHe Ha Te3H So jih h  ce npeBpbma 3 1 

Te3H CbOOpajKCHHH HH H3COHHXa KbM TbpceHe Ha ]
JlHjtOKaHHbT (2) e MecTeH aHecreTHK c aMHPHa 

k o h t o  ce CTa6HHH3Hpa KJierbHHaTa MeM6paHa h  no 1 
npeaoTBpaTHBa npouecme Ha JicnojiHpHiauHH.KaTO 
Moace pa ce H3noji3Ba npaKTHHeck h  3a b c h h k h  bh _h  
aHecTe3HH (12,16) . T03H My MexaHH3bM Ha peHCTBue 1 
KaTa b o ph  ycKopHBaHe na nacaata Ha CTOMamHO-n
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Abstract
Objective: To identify the demographic patterns of mortality, the time spent before death in the
emergency department (ED), and the causes of fatal outcomes.
Methods: We performed a 5-year (01/01/2011 to 01/01/2016) retrospective analysis of all non-
traumatic deaths in the ED of the UMHAT – Pleven. To extract the necessary information, we used
the registers in the ED until the patients’ death.
Results: Among 156,848 patients in the study period, 381 died and the mortality rate was 2.4/
100000. The male:female ratio was 1.48:1. The 71–80 years age group was the most affected. The
mean (SD) age of patients who died in the ED was 69.9! 8.4 years. Most non-traumatic deaths
(222 cases) were due to cardiovascular disease. Most patients (70.9%) died within 2.3 h after
arrival. The factors contributing to mortality included poverty, transporting the patient to hospital
too late, and a lack of developed care centres for terminally ill patients.
Conclusion: Most patients die within approximately 2 h after arrival at the ED. The main cause of
death is acute myocardial infarction. Pulmonary embolism remains unrecognized in most patients
(69%). Oncological pathology is among the main causes (7.4%) of mortality.
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I _ _ _ _ _
nPOOHJIAKTHKA HA CTPEC-YJIKYCA nPH  OCTPO YBPE2KHAHE HA TMT (TACTPO- 

HHTECTHHAJIHHH TPAKT) nPH  KPHTHHHO EOJIHH

Eozdauoe C ji.Xp , Padee P.H., Padee B.i.P., CmetpauoecKu f l .X ,, Bhmeea II.JJ., 
MajiKodancKu H .U ., ffo.ioea C M .
Kamedpa A H JI npu M Y  zp. HieeeH

PROPHYLAXIS OF STRES-ULCER IN CRITICALLY ILL PATIENTS WITH ACUTE
GASTRO-INTESTINAL DAMAGE

Radev R .N .1, Radev VI. R .\  Stefanovski P.H1., \dteva Ya.D. ‘. Malkodanski I. Ts. 1 
Bogdanov SL Yolova S .'

1-Anesthesiology and Intensive Care Department at M U  -  Pleven

A6cTpaKT
Hi>Be iciinc: CTpec-yjiKyca Ha cnH3ecTaTa o6BHBKa Ha ctomu- 

xa h flBaHaflece'ronp’bCTHHKa (,II,n) npn 6onHHTe b kph t hhho  cbc- 
TOflHHe, naMHpaiuH ce Ha jiehchhc b HHTeH3HBHHTe o t jc jIchhh , ce 
aB«Ba KpaHHo HedjiaronpHSTeH (j)aKT, kohto BJiomaBa nporauaHeTo 
Ha cjieaonepaTHBHHa nepnoq h HepapKO onpeqejw nporH03aTa 3a 
H3XO«a OT JICHCHHC IO. B blipCKM, He BBnpOCBT 3a npO(J)HJiaKTHKaTa 
h jieHeHHeTO Ha crpec-asBHie e o6eKT Ha mhovkcct ro npoyi Banna, 
Bee orpe oc t po t o  KtpBeHe o t  racTpo-HHTecTHH amnia TpaKT npn 
KpHTHHHO 60JIHH ce aBSBa H npHHHHa 3a (jjarajIHHH H3XO/I OT 3a- 
6ojiHBaHeTO.

MaTepnaji h \ieio,ui: B qeinpajiHa peaHHMapna Ha Y M B A JI 
rp. IlneBeH octmecTBHXMe npoyuBaHe, qenaipo H3yuaBaHe qeiicT- 
BiieTo Ha Esomeprazole Polpharma 40 mg (E30Menpa30.ia e moho- 
H30Mep Ha 0Menpa30Jia. ToM e mpBiiaT OaoKaTop Ha npoTOHHaTa 
noMna Ha napneTajiHHTe kjic tkh Ha CTOMaxa h npepCTaBiiaBa hhct  
onTHHeH H30Mep), Karo 44 naiuiema (n-44)B kph thhho ctcroaHHe 
6axa pa3qeneHH Ha 2 rpynn cnopep npHeMa Ha l in n :  1-Ba rpyna 
(n-24) npneMaxa Esomeprazol i.v. no 40 Mr 2 ot»th 3a 24 uaca, 
a b cnepBanpcre phh- no 20 Mr eqHOKpaTHo i.v. C t ohhoc th t c Ha 
H3XOflHOTO pH Ha CTOMamHOTO C'bP’bpaCHMO OT 2.98+/-0.9 ce nOBH- 
mH qo 6.83+/-0.3. 2-pa rpyna (n-20) Esomeprazole ce BBBeacqame 
per sondam ( npe3 HrC) 40 Mr no 2 t o t h  zpieBHO, a cnepBaipHTe 
AHH -  no 20 Mr epHOKparao, othobo per sondam. ripn Ta3H rpyna 
napHeHTH H3XOPHOTO pH Ha CTOMaiHHOTO CbpipaCHMO Ce nOBHHIH
ot  3.3+/-0.4 qo 6.71+/-0.4. CtcTaBBT Ha nauHeHTHTe ot  1-Ba rpyna 
6e: kph thhho 6ojihh Ha anaparaa BeHranapjta, TpaBMaTHHeH moK, 
TepMHHHa TpaBMa, ocTpo HapymeHHe Ha Kpr.Bocr>cnpBaHeTo Ha 6a- 
3aTa Ha cencnc, a CBCTaBM Ha naqHeHTtrre ot  2-pa rpyna 6e ot  
kph thhho 6ojihh nappeHTH caeq onepaTHBHO nenefflie no noBoq 
HJieyc, nepHTOHHT, peKOHCTpyKTHBHH npoqepypH no noBoq TyMO- 
pii Ha xpaHocMHPaTe.THHfl TpaKT. B chhkh 6ophh ot  pBeTe rpynn 
npHTexcaBaxa noHe epHH ponBPHHTepeH phckob (JjaKTop 3a pa3BH- 
rae Ha CTpec-ypKyc Ha CTOMaxa h pBaHapeceTonptCTHHKa.

Pe3ypTaTH h oGctacpaHe: Hue He perncTpupaxMe hhto epHH 
cpyHaii Ha KtpBeHe ot  THT  h npn pBeTe rpynn napneHTH, ho He- 
3aBHCHMo ot  nopyneHHTe pe3ypTaTH He MoaceM pa HanpaBHM apeK- 
BaTHa opeHKa h pa papeM KaTeropHHHO CTaHOBHipe h npenopiKH 
nopapn HepocTarbHHHs 6poil napneHTH, bkihohchh b H3CPepBaHe- 
TO.

}aK.iioHenne: F/rHonornma Ha CTpec-yBpe>KpaHeTO Ha c to- 
Maxa h pBaHapeceTonptcTHHKa e MHorocJraKTopHa, ho ochobhhht  
(jrarcrop ocTaBa coPHaTa KHcepHHa n iicxeMHPTa Ha cPH3ecTaTa 06- 
BHBKa Ha CTOMaxa h pBaHapeceTonpr.cTHHKa. E to 3aipo npoijiHJiaK- 
THKaTa h peneHHeTo Tpa6Ba pa ce HaconaT kbm  apeKBaTHa nepijry- 
3Ha h 3aipHTa Ha cPH3ecTaTa ppraBHpa Ha racTpoHHTecTHHanHHa 
TpaKT h noBnmaBaHeTo Ha pH Ha CTOMaiHHHs cok .

K  iw io b  11 pyMH : CTpec mBit, npocjmqaicrHKa, TpaBMH, kh t ch- 
3hbho  neuemie

Abstract
Introduction
Stres-ulcer o f  the gastric and duodenal mucosa in critically ill 

patients, being treated in the Intensive care departmens, appears to 
be very unfavorable fact, which worsens the postoperative period 
and often defines the prognosis for the end o f the treatment. Even 
though the question about prophylaxis and treatment o f stres-ulcers 
is still a subject to many studies, the acute gastro-instestinal bleed�
ing in critically ill patients yet appears to be the reason for the fatal 
outcome o f the illness.

Materials and methods
In the main intensive care unit o f U M H AT  -  Pleven we con�

ducted a study, aiming to uncover the effect o f Esomeprazole Pol�
pharma 40 mg. 44 pacients (n=44) in critical condition were sepa�
rated into 2 groups, according to PPI intake: group 1 (n=24) took 
Esomeprazole 40 mg. i.s. 2 times during the first 24h, and 20 mg.
i.v. once per day in the next days. The baseline pH o f gastric con�
tent raised from 2.98 ±  0.9 to 6.83 ±  0.3. In the second group (n=20) 
Esomeprazole was administered per sondam (through nasogastric 
tube) in the same dosage -  2 times 40 mg in the first day, followed 
by 20 mg per day, again per sondam. In this group the baseline pH 
o f the gastric content raised from 3.3 ±  0.4 to 6.71 ±  0.4. Patients 
in the first group included: critically ill, requiring mechanical ven�
tilation, traumatic shock, termal trauma, sepsis-based acute blood�
clotting disorder, second group included critically ill patients after 
surgical treatment o f  ileus, peritonitis, reconstructive procedures 
because o f gastro-intestinal tumors. A ll patients from both groups 
had at least one additional risk factor for developing stomach and 
duodenal stress-ulcers.

Results and discussion
We did not register any cases o f  gastro-intestinal bleeding in 

both groups, but regardless o f our results, we cannot adequately 
evaluate or give a definitive opinion or recommendations, because 
o f insufficient number o f  patients.

Conclusion
The etiology o f  o f  stress-damage o f stomach and duodenum is 

multifactorial, but the main factor remains hydrochloric acid and 
mucosal ischemia o f  the stomach and duodenum. Therefore the 
prophylaxis and treatment must focus on adequate perfusion and 
protection o f the gastro-intestinal mucosa and increase o f  stomach 
pH.

Key Words : stress ulcers, prophy laxis, trauma, intensive care
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ULTRASOUND-GUIDED OBTURATOR NERVE BLOCK IN 
TRANSURETHRAL BLADDER RESECTION

Malkodanski I.1, Atanasov B4, Radev Vl.2,Bogdanov S2. Genov P5., Stefanovski P.2, Radev R.3 , Nikolov N4.
1. Department of Anesthesiology and Intensive Care, UMHAT “Saint Marina”, Pleven
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5. Department of Urology MHAT- Ruse

Абстракт: 
ɉо ɜɪɟɦɟ нɚ ɬɪɚнɫ�ɭɪɟɬɪɚɥнɢ ɪɟɡɟкɰɢɢ нɚ ɩɢкоɱнɢɹ ɦɟɯɭɪ 

�785�, ɢндɢɰɟнɬноɬо ɫɬɢɦɭɥɢɪɚнɟ нɚ  оɛɬɭɪɚɬоɪнɢɹ нɟɪɜ, ɦоɠɟ 
дɚ доɜɟдɟ до ɫɩонɬɚннɚ конɬɪɚкɰɢɹ нɚ ɚдɭкɬоɪнɢɹ ɦɭɫкɭɥ, коɟ�
ɬо оɬ ɫɜоɹ ɫɬɪɚнɚ дɚ доɜɟдɟ до ɪɚɡɦɟɫɬɜɚнɟ нɚ кɪɚɣнɢɰɢɬɟ ɢ 
ɬɹɥоɬо нɚ ɩɚɰɢɟɬɚ, коɟɬо  дɚ ɩɪɟдɢɡɜɢкɚ ɫɟɪɢоɡнɢ нɚɪɹɜɚнɢɹ 
ɢ ɬɟɠкɢ оɩɟɪɚɬɢɜнɢ ɭɫɥоɠɟнɢɹ�ɪɭɩɬɭɪɚ нɚ ɩɢкоɱɟн ɦɟɯɭɪ, 
ɭɜɪɟɠдɚнɟ нɚ нɟɪɜ, кɴɪɜɟнɟ ɢ дɪ. Ɉɛɳɚ ɚнɟɫɬɟɡɢɹ ɫ ɦɭɫкɭɥнɚ 
ɪɟɥɚкɫɚɰɢɹ ɟ ɜɚɪɢɚнɬ, дɚ ɫɟ ɢɡɛɟɝнɟ ɬоɡɢ ɜɢд ɭɫɥоɠнɟнɢɟ. ɇо 
ɩɪɢ ɝоɥɹɦɚ ɱɚɫɬ оɬ ɩɚɰɢɟɬнɬɢ, ɩоɪɚдɢ ɬɹɯнɚɬɚ коɦоɪɛɢдноɫɬ 
оɛɳɚɬɚ ɚнɟɫɬɟɡɢɹ ɟ ɜɢɫоко ɪɢɫкоɜɚ. Ɍоɜɚ нɚɥɚɝɚ ɦɟɬод ɩɪɢ коɣ�
ɬо дɚ ɫɟ ɢɡɩоɥɡɜɚ ɜɢд ɥоко�ɪɟɝɢонɚɥɚнɚ  ɚнɟɫɬɟɡɢɹ ɢɥɢ кɚкɬо ɜ 
нɚɲɢɹ ɫɥɭɱɚɣ коɦɛɢнɚɰɢɹ оɬ дɜɚ ɜɢдɚ ɥоко�ɪɟɝɢонɚɥнɢ ɚнɟɫ�
ɬɟɡɢɢ.  ɋɩɢнɚɥнɚɬɚ ɚнɟɫɬɟɡɢɹ ɫɚɦɚ ɩо ɫɟɛɟ ɫɢ, нɟ ɟ доɫɬɚɴɱнɚ 
ɡɚ ɩɪɟɜɟнɰɢɹ нɚ ɬоɡɢ ɜɢд конɬɪɚкɰɢɢ нɚ ɦɭɫкɭɥɚɬɭɪɚɬɚ, ɩоɪɚдɢ 
ɬɚɡɢ ɩɪɢɱɢнɚ нɢɟ доɛɚɜɢɯɦɟ кɴɦ нɟɹ ɟɯоɮɝɪɚɮɫкɢ нɚɜɢɝɢɪɚн 
ɛɥок нɚ оɛɬɭɪɚɬоɪнɢɹ нɟɪɜ. 

Ключови думи: Ɉɛɬɭɪɚɬоɪɟн нɟɪɜɟн ɛɥок, ȿɯоɝɪɚɮɫкɢ нɚ�
ɜɢɝɢɪɚн, Ɍɪɚнɫɭɪɟɬɪɚɥнɚ ɪɟɡɟкɰɢɹ нɚ ɩɢкоɱɟн ɦɟɯɭɪ �ɌɍɊ�

Abstract
'XULQJ D WUDQVXUHWKUDO EODGGHU UHVHFWLRQ �785%�, WKH DFFLGHQWDO 

VWLPXODWLRQ RI WKH REWXUDWRU QHUYH PD\ OHDG  WR VSRQWDQHRXV 
FRQWUDFWLRQ RI WKH DGGXFWRU PXVFOH, ZKLFK ZRXOG OHDG WR PRYHPHQW 
LQ WKH SDWLHQW¶V ERG\ DQG H[WUHPLWLHV, ZKLFK FDQ FDXVH VHULRXV 
GDPDJH DQG KHDY\ LQWUDRSHUDWLYH FRPSOLFDWLRQV �EODGGHU UXSWXUH, 
QHUYH GDPDJH, EOHHGLQJ, HWF�. *HQHUDO DQHVWKHVLD ZLWK PXVFOH 
UHOD[DWLRQ LV RQH RI WKH ZD\V WR DYRLG WKDW FRPSOLFDWLRQ, EXW 
D VLJQL¿FDQW JURXS RI SDWLHQWV KDYH FRPRUELGLWLHV WKDW ZRXOG 
PDNH JHQHUDO DQHVWKHVLD KLJKO\ ULVN\. 7KLV LPSRVHV WKH XVDJH RI 
D PHWKRG ZKHUH WKH XVHG DQHVWKHVLD LV ORFRUHJLRQDO, RU, DV LQ RXU 
FDVH, D FRPELQDWLRQ RI WZR W\SHV RI ORFRUHJLRQDO DQHVWKHVLD. 6SLQDO 
DQHVWKHVLD E\ LWVHOI LV QRW VX൶FLHQW WR SUHYHQW WKLV W\SH RI PXVFOH 
FRQWUDFWLRQ, WKHUHIRUH ZH DGGHG DQ XOWUDVRXQG�JXLGHG REWXUDWRU 
QHUYH EORFN.

Key words: 2EWXUDWRU QHUYH EORFN, 8OWUDVRXQG�JXLGHG, 
7UDQVXUHWKUDO EODGGHU UHVHFWLRQ

Увод: 
Ɉɛɬɭɪɚɬоɪнɢɹɬ нɟɪɜ ɫɟ ɮоɪɦɢɪɚ оɬ L2�L4  ɢ ɫɟ ɫɩɭɫкɚ ɜ  

ɦɚɥкɢɹ ɬɚɡ. Ɍоɣ ɩɪɟɦɢнɚɜɚ ɩɪɟɡ ɝоɥɟɦɢɬɟ ɦɭɫкɭɥнɢ ɜɥɚкнɚ ɢ 
нɚкɪɚɹ нɚɜɥɢɡɚ ɜ ɦɟдɢɚɥнɢɹ ɚɫɩɟкɬ нɚ ɛɟдɪоɬо, кɴдɟɬо ɢɡɥɢ�
ɡɚ ɢ ɢнɟɪɜɢɪɚ ɚдɭкɬоɪнɢɬɟ ɦɭɫкɭɥɢ. ɋɥɭɱɚɣноɬо ɫɬɢɦɭɥɢɪɚнɟ 
нɚ оɛɬɭɪɚɬоɪнɢɹ нɟɪɜ ɟ ɫɟɪɢоɡɟн ɪɢɫк ɩо ɜɪɟɦɟ нɚ ɪɚɡɥɢɱнɢ 
ɯɢɪɭɪɝɢɱнɢ оɩɟɪɚɰɢɢ, ɢ ɩо�ɫɩɟɰɢɚɥно, ɩо ɜɪɟɦɟ нɚ 785 ɩɪо�
ɰɟдɭɪɢɬɟ, ɩоɪɚдɢ ɩɪɟɦɢнɚɜɚнɟɬо нɚ нɟɪɜɚ ɜ ɛɥɢɡоɫɬ до ɫɬɟнɚɬɚ 
нɚ ɩɢкоɱнɢɹ ɦɟɯɭɪ. ɇɟɩɪɟднɚɦɟɪɟнɢɹɬ ɫɩɚɡɴɦ нɚ ɦɭɫкɭɥɚ ɩо 
ɜɪɟɦɟ нɚ ɬɟɡɢ ɩɪоɰɟдɭɪɢ ɦоɠɟ дɚ ɩɪɟдɢɡɜɢкɚ ɭɫɥоɠнɟнɢɹ кɚɬо 
ɩɟɪɮоɪɚɰɢɹ нɚ ɩɢкоɱнɢɹ ɦɟɯɭɪ, ɩɪɟкоɦɟɪно кɴɪɜɟнɟ ɢ / ɢɥɢ 
ɩɪɟкɴɫɜɚнɟ нɚ оɩɟɪɚɰɢɹɬɚ. ɉо ɜɪɟɦɟ нɚ 785, нɢɟ ɢɡɩоɥɡɜɚɯɦɟ 
ɫɩɢнɚɥнɚ ɚнɟɫɬɟɡɢɹ, доɩɴɥнɟнɚ ɫɴɫ ɫɟɥɟкɬɢɜHн, ɟɯоɝɪɚɮɫкɢ нɚ�
ɜɢɝɢɪɚн нɟɪɜɟн ɛɥок нɚ оɛɬɭɪɚɬоɪнɢɹ нɟɪɜ, нɚ нɢɜоɬо нɚ  P. 
DGGXFWRU longus, ɢ P. DGGXFWRU EUHYLV. ɬɴɣ кɚɬо ɚɥɬɟɪнɚɬɢɜнɢ 
ɦɟɬодɢ ɡɚ ɩɪɟдоɬɜɪɚɬɹɜɚнɟ нɚ нɟɝоɜɚɬɚ ɫɬɢɦɭɥɚɰɢɹ, кɚɬо нɚɦɚ�
ɥɹɜɚнɟ нɚ ɟɥɟкɬɪо�коɚɝɭɥɚɰɢонноɬо нɚɩɪɟɠɟнɢɟ, нɟнɚɩɴɥɜɚнɟ 
докɪɚɣ  нɚ ɩɢкоɱнɢɹ ɦɟɯɭɪ ɢɥɢ ɪɟɡɟкɰɢɢ нɚ ɩо�ɦɚɥкɢ ɭɱɚɫɬɴɰɢ 
нɟ ɫɚ ɟɮɟкɬɢɜнɢ ɢ ɦоɝɚɬ дɚ доɜɟдɚɬ до нɟɩɴɥнɚ ɢ нɟдоɫɬɚɬɴɱ�
но ɪɚдɢкɚɥнɚ  ɪɟɡɟкɰɢɹ нɚ ɬɭɦоɪɢɬɟ  нɚ ɩɢкоɱнɢɹ ɦɟɯɭɪ. Ȼɥо�
кɴɬ ɫɟ нɚɩɪɚɜɢ оɬ ɫɬɪɚнɚɬɚ нɚ коɹɬо ɢɦɚɲɟ ɪɟнɝɟноɝɪɚɮɫкɢ ɢ 
ɟɯоɝɪɚɮɫкɢ дɚннɢ ɡɚ нɚɥɢɱɢɟɬо нɚ ɬɭɦоɪнɢ ɮоɪɦɚɰɢɢ, ɩɪɢ 4  
ɩɚɰɢɟнɬɢ ɫɟ нɚɩɪɚɢ ɛɢɥɚɬɟɪɚɥно, ɩоɪɚдɢ дɚɥɢɱɢɟ нɚ ɬɭɦоɪнɢ 
ɮоɪɦɚɰɢɢ ɢ оɬ дɜɟɬɟ ɫɬɪɚнɢɢ нɚ ɩɢкоɱнɢ ɦɟɯɭɪ 

МЕТОДИ: 
ɉɪоɭɱɜɚнɟɬо ɛɟɲɟ ɢɡɴɪɲɟно ɜ ɍɆȻȺɅ �´ ɋɜɟɬɚ Ɇɚɪɢнɚ´� 

ɝɪ. ɉɥɟɜɟн ɍɆȻȺɅ Ä Гɟоɪɝɢ ɋɬɪɚнɫкɢ Ä ɝɪ. ɉɥɟɜɟн. ȼɫɢɱкɢ 
ɩɚɰɢɟнɬɢ ɛɹɯ ɢнɮоɪɦɢɪɚнɢ ɡɚ ɩɪоɭɱɜɚнɟɬо. Ʉɪɢɬɟɪɢɢɬɟ ɡɚ 
ɢɡкɥɸɱɜɚнɟ ɜкɥɸɱɜɚɯɚ оɬкɚɡ нɚ ɩɚɰɢɟнɬɚ, нɟɜɪоɥоɝɢɱɟн дɟɮɢ�
ɰɢɬ ɢ ɚноɪɦɚɥɟн ɩɪоɮɢɥ нɚ коɚɝɭɥɚɰɢɹ. ȼ ɢɡɫɥɟдɜɚнɟɬо ɛɹɯɚ 
ɜкɥɸɱɟнɢ оɛɳо 2� ɩɚɰɢɟнɬɢ, ɡɚ 785 оɬ коɢɬо 1� ɦɴɠɟ ɢ � 
ɠɟнɢ.  ȼɫɢɱкɢ ɩɚɰɢɟнɬɢ ɩоɥɭɱɢɯɚ ɫɟдɚɰɢɹ ɩɪɟдɢ ɩоɫɬɚɜɹнɟɬо 
нɚ ɫɩɢнɚɥнɚɬɚ ɚнɟɫɬɟɡɢɹ   ɫ Ⱦоɪɦɢкɭɦ 0.01�ɦɝ/кɝ. ɋɩɢнɚɥнɚ 
ɚнɟɫɬɟɡɢɹ  нɢɜо L2�L4 ɛɟɲɟ нɚɩɪɚɜɟнɚ ɫ ɦɚɪкɚɢн ɯɟɜɢ 1� ɦɝ нɚ  
ɜɫɢɱкɢ 2� ɩɚɰɢɟнɬɢ.ɋɥɟд ɮɢкɫɢɪɚнɟ нɚ ɛɥокɚ, нɚ ɜɫɢɱкɢ ɩɚɰɢ�
ɟнɬɢ ɛɟɲɟ нɚɩɪɚɜɟн ɟɯоɝɪɚɮɫкɢ нɚɜɢɝɢɪɚн ɛɥок нɚ оɛɬɭɪɚɬоɪ�
нɢɹ нɟɪɜ оɬ ɫɬɪɚнɚɬɚ нɚ коɹɬо ɩо ɪɟнɝɟноɝɪɚɮɫкɢ ɢ ɟɯоɝɪɚɮɫкɢ 
дɚннɢ ɫɟ оɱɚкɜɚɲɟ дɚ ɫɟ ɪɚɛоɬɢ. ɇɚ 4 ɩɚɰɢɟнɬɢ ɫɟ оɫɴɳɟɫɬɜɢ 
ɛɢɥɚɬɟɪɚɥɟн ɛɥок. Ɍоɜɚ нɢ ɩоɡɜоɥɢ дɚ оɰɟнɢɦ оɛɳо 2� ɛɥокɚ нɚ 
оɛɬɭɪɚɬоɪнɢɹ нɟɪɜ. ȼɫɟкɢ ɩɚɰɢɟнɬ ɛɟɲɟ ɜ ɥɟɝнɚɥо ɩоɥоɠɟнɢɟ, 
ɚ ɛɟдɪоɬо ɛɟɲɟ оɬɜɥɟɱɟно ɢ ɡɚɜɴɪɬɹно нɚɜɴн. ɂɡɩоɥɡɜɚɣкɢ дɜɭ�
ɢɡɦɟɪнɚ �2'� ɭɥɬɪɚɡɜɭк, ɥɢнɟɟн ɬɪɚнɫдɸɫɟɪ �� PP ��1� 0+=, 
ɩɪɢ ɫɬɟɪɢɥнɢ ɭɫɥоɜɢɹ ɫɟ ɫкɚнɢɪɚ ɚнɬɟɪо�ɦɟдɢɚɥнɢɹɬ ɚɫɩɟкɬ нɚ 
ɛɟдɪоɬо. ɋондɚɬɚ ɫɟ ɩоɡɢɰɢонɢɪɚ  ɬɚкɚ ɱɟ дɚ ɫɟ ɜɢɡɭɚɥɡɢɪɚ ɦɹɫ�
ɬоɬо, кɴдɟɬо ɩɪɟɦɢнɚɜɚ оɛɬɭɪɚɬоɪнɢɹ нɟɪɜ.   ȼɢɡɭɚɥɢɡɢɪɚɯɚ ɫɟ 
. DGGXFWRU longus, �$L0� ɢ P. DGGXFWRU EUHYLV�$%0�  P. DGGXFWRU 
PDJQXV �$00�
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Introduction 
 

As M. Schein noted in the emergency surgery the 
situation is “always the same: you confronting a pati-
ent, he – in pain, suffering and anxious. And you are 

anxious as well – anxious about the diagnosis, concer-
ned about which is the best management, troubled abo-
ut your own abilities to do what is correct … ‘The time 
is changing’ but, practically, nothing has changed; it is 
the patient and you (often with the entire ‘system’ aga-
inst you) – you who are bound to provide a correct ma-
nagement plan and execute it” (1). 

Despite the routine every acute surgery patient 
represent an unique case requiring prompt and ti-
me-limited decisions and actions. A recent paper of 
World Society of Emergency Surgery (WSES) “high-
lights the difficulty for the emergency general surgeon to 
plan and endorse appropriate management schemes to 
optimize timely treatment.” (2). 
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Introduction. The delayed diagnosis in emergency surgery can be 

associated with significant morbidity and mortality and often lead to 
litigations. The aim of the present work is to analyse the outcome in 
cases with non-trauma surgical emergencies wrongly admitted in 
non-surgical departments. 

Methods. A retrospective trial in two independent University 
hospitals was conducted. The first group encompassed the patients 
worked-up in the Surgical unit of Emergency department (2014-
2018). The second one included all cases visited Emergency depart-
ment (2018). Only cases with acute abdomen and delayed diagnosis 
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“Experience is the name everyone gives to their mistakes” 
 Oscar Wilde 

and operation were included. The analysis included the proportion of 
the delayed diagnosis, time between admission and operation, intrao-
perative diagnosis, complications and mortality rate. 

Results. In the first group there were 30 194 visits in the surgical 
unit with 15 836 hospitalizations (52.4%). Twenty patients of the 
last (0.13%) were admitted in the Clinic of Infectious disease and 
subsequently operated. The mean delay between hospitalization and 
operation was 3 days (1-10). Seventeen patients (85%) were operated 
with mortality of 10%. In the second group, there were a total of 22 
760 visits with 11 562 discharged cases. Of the last, 1.7% (n=192) 
were re-admitted in a surgical ward, 25 of which underwent urgent 
surgery (0.2%). 

Conclusions. The missed surgical cases represent only a small 
proportion of the patients in emergency department. The causes for 
wrong initial admissions in our series were misinterpretation of the 
symptoms, insufficient clinical examination and underuse of US and 
CT. The careful clinical assessment, point-of care US and CT may 
decrease the rate of the delayed diagnosis.
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Абстракт: 
ɉоɪɚдɢ ɜɫɟ ɩо�ɱɟɫɬоɬо ɩоɫɬɚɜɹнɟ нɚ ɩоɪɬоɜɟ ɡɚ 

ɯɢɦɢоɬɟɪɚɩɢɹ, ɢ нɭɠдɚ ɬоɡɢ ɜɢдɚ ɦɚнɢɩɭɥɚɰɢɹ , дɚ ɫɟ 
ɢɡɜɴɪɲɜɚ ɜ ɪɚɦкɢɬɟ нɚ ɟдноднɟɜнɚɬɚ ɯɢɪɭɪɝɢɹ, кɚкɬо ɢ ɩоɪɚдɢ 
коɦоɪɛɢдноɫɬɚ нɚ ɝоɥɹɦɚ ɱɚɫɬ оɬ ɩɚɰɢɟнɬɢ, ɫɟ ɩоɹɜɢ нɭɠдɚ 
оɬ ɚɥɬɟɪнɚɬɢɜɚ нɚ оɛɳɚɬɚ ɚнɟɫɬɟɡɢɹ. Ɍоɡɢ ɜɢд ɬɟɯнɢкɚ ɬɪɹɛɜɚ 
дɚ ɩɪɟдоɫɬɚɜɢ доɛɪR оɛɟɡɛоɥɹɜɚнɟ ɢнɬɪɚ ɢ ɩоɫɬ оɩɟɪɚɬɢɜно, 
ɫɴɳо ɬɚкɚ дɚ ɛɴдɟ ɢконоɦɢɱɟɫкɢ ɪɟнɬɚɛɢɬɟɥɟн, дɚ ɩоɡɜоɥɢ ɩо�
ɛɴɪɡоɬо дɟɯоɫɩɢɬɚɥɢɡɢɪɚнɟ, дɚ ɢɦɚ ɦɚɥко нɚ ɛɪоɣ ɭɫɥоɠнɢɹ, 
дɚ ɟ ɥɟɫɟн ɡɚ ɢɡɩɴɥнɟнɢɟ. ɇɢɟ ɫɟ ɫɩɪɹɯɦɟ нɚ ɢɡɩоɥɡɜɚнɟɬо нɚ 
ɩɟкɬоɪɚɥɟн нɟɪɜɟн ɛɥок �3(&6� EORFN�

Ключови думи: Пекторален блок, Ехографски 
навигиран, ɉоɪɬ ɡɚ ɯɢɦɢоɬɟɪɚɩɢɹ

Abstract
'XH WR WKH PRUH RIWHQ SODFHPHQW RI FKHPRWKHUDS\ SRUWV 

DQG WKH QHHG IRU WKLV PDQLSXODWLRQ WR EH SHUIRUPHG DV D RQH�GD\ 
VXUJHU\, DQG NHHSLQJ LQ PLQG WKH FRPRUELGLWLHV RI D ODUJH SRUWLRQ 
RI WKRVH SDWLHQWV, WKHUH ZDV D QHHG IRU DQ DOWHUQDWLYH RI WKH JHQHUDO 
DQHVWKHVLD. 7KH DOWHUQDWLYH WHFKQLTXH VKRXOG SURYLGH DGHTXDWH 
DQDOJHVLD LQWUD� DQG SRVWRSHUDWLYHO\, ZKLOH EHLQJ HFRQRPLFDOO\ 
YLDEOH, ZLWK IHZ FRPSOLFDWLRQV, HDV\ WR SHUIRUP DQG VKRXOG DOORZ 
IRU D IDVWHU KRVSLWDO GLVFKDUJH. :H GHFLGHG WR XVH WKH SHFWRUDOLV 
QHUYH EORFN �3(&6� EORFN�.

Key Words: 3HFWRUDOLV �3HFV� EORFN, 8OWUDVRXQ JXLGHG, FKH�
PRWKHUDS\ SRUWV�SRUW�D�FDWK�

Увод:  ȼ ɫɴɜɪɟɦɟнɚɬɚ ɦɟдɢɰɢнɚ, ɩɟкɬоɪɚɥнɢɹ нɟɪɜɟн 
ɛɥок�3(&6� ɢ 3(&62 EORN� нɚɦɢɪɚ ɜɫɟ ɩо ɲɢɪоко ɩɪɢɥоɠɟнɢɟ, 
ɡɚ ɚнɟɫɬɟɡɢɹ ɢ ɚнɚɥɟɝɟɡɢɹ ɩɪɢ ɪɚɡɥɢɱнɢ ɩо оɛɟɦ оɩɟɪɚɰɢɹ нɚ нɚ 
ɝɴɪдɢɬɟ ɢ ɝɪɴднɢɹ коɲ. ɇɟɝоɜɢɬɟ оɫнɢɜнɢ ɩɪɟдɢɦɫɬɜɚ ɫɚ

−	 доɛɪɚ ɚнɟɫɬɟɡɢоɥоɝɢɱнɚ ɟɮɟкɬɢɜноɫɬ�
−	 ɫɪɚɜнɢɬɟɥно ɥɟɫɟн ɡɚ ɢɡɜɴɪɲɜɚнɟ�
−	 ɢконоɦɢɱɟɫкɢ ɪɟнɬɚɛɢɥɟн�
−	 ɩɪɢɥоɠɢɦ ɜ ɚɦɛɭɥɚɬоɪнɚɬɚ ɯɢɪɭɪɝɢɹ�
−	 ɚɥɬɟɪнɚɬɢɜɚ нɚ оɛɳɚɬɚ ɚнɟɫɬɟɡɢɹ�
−	 ɦɚɥко нɚ ɛɪоɣ ɢ ɪɟдкɢ ɭɫɥоɠнɟнɢɹ�
   
 Цел: Ⱦɚ ɫɟ ɩɪɟдɫɬɚɜɢ  ɟɮɟкɬɢɜноɫɬɚ нɚ ɢнɬɪɚ ɢ ɩоɫɬ оɩɟ�

ɪɚɬɢɜноɬо оɛɟɡɛоɥɹɜɚнɟ  нɚ 3(&6 �  ɛɥок ɩɪɢ ɩоɫɬɚɜɹɜɟнɬо нɚ 
ɩоɪɬоɜɟ ɡɚ ɯɢɦɢоɬɟɪɚɩɢɹ �SRUW D FDWK�. ɉɪɢ кɚнɸɥɢɪɚнɟ ɩо ɫɟɥ�
дɢнɝɟɪ нɚ ɜɟнɚ ɫɭɛкɥɚɜɢɹ ɢ ɩоɫɬɚɜɹнɟ нɚ ɩоɪɬɚ ɜɴɪɯɭ ɮɚɫɰɢɹɬɚ 
нɚ ɦɚɥкɢɹ ɩɟкɬоɪɚɥɟн ɦɭɫкɭɥ нɚ нɢɜоɬо нɚ ɬɪɟɬо ɪɟɛɪо, ɢ ɩоɫ�
ɥɟдɜɚɳɚ ɬɭнɟɥɢɡɚɰɢɹ нɚ кɟɬɟɬɴɪɚ оɬ ɦɹɫɬоɬо нɚ ɩоɫɬɚɜɹнɟ нɚ 
ɩоɪɬɚ до ɩɭнкɰɢонноɬо ɦɹɫɬо

Ɏɢɝɭɪɚ �.

Ɇɟɬодɢ� ɉɪоɫɩɟкɬɢɜно ɜ ɍɆȻȺɅ³ ɋɜɟɬɚ Ɇɚɪɢнɚ³� ɝɪ. 
ɉɥɟɜɟн   ɛɹɯɚ ɢɡɫɥɟдɜɚнɢ дɟɜɟɬнɚдɟɫɟɬ ɩɚɰɢɟнɬɢ ��3 ɠɟнɢ ɢ 
� ɦɴɠɟ�  ɫ ɪɚɡɥɢɱнɢ ɩо ɜɢд ɦɚɥɢɝнɟнɢ ɡɚɛоɥɹɜɚнɢɹ, нɚ коɢɬо 
ɢɦ ɩɪɟдɫɬоɢ ɯɢɦɢоɬɟɪɚɩɢɹ ɢ ɫɥɟд оɛɫɴɠдɚнɟ нɚ онкоɥоɝɢɱɟн 
коɦɢɬɟɬ ɫɚ ɩɪɟдɥоɠɟнɢ ɡɚ ɩоɫɬɚɜɹнɟ нɚ ɩоɪɬ ɡɚ ɯɢɦɢоɬɟɪɚɩɢɹ 
�SRUW�D�FDW�.  ɇɚ ɜɫɢɱкɢ ɩɚɰɢɟнɬɢ ɛɟɲɟ нɚɩɪɚɜɟн 3(&6� ɛɥок 
ɡɚ ɚнɟɫɬɟɡɢɹ ɩо ɜɪɟɦɟ нɚ оɩɟɪɚɰɢɹ ɢ ɡɚ ɩоɫɬоɩɟɪɚɬɢɜно 
оɛɟɡɛоɥɹɜɚнɟ.  ɇɚ нɢɜоɬо ɜɬоɪо ɪɟɛɪо ɩод ɟɯоɝɪɚɮɫкɢ конɬɪоɥ, 
ɫɟ ɜɢɡɭɚɥɢɡɢɪɚ ɮɚɫɰɢɹɬɚ ɦɟɠдɭ дɜɚɬɚ ɩɟкɬоɪɚɥнɢ ɦɭɫɥкɭɥɚ, 
кɴдɟɬо ɫɟ ɢнɮɢɥɬɪɢɪɚ 0.2ɦɥ/кɝ 0.3�� ɩɪоɰɟнɬɟн ɪɚɡɬɜоɪ нɚ 
Ɋоɩɢɜɚкɚɢн, ɩɪɟɡ ɟɯоɝɪɚɮɫкɢ ɩоɡɢɬɢɜнɚ ɢɝɥɚ 3DMXQN VRQR 
WDS.  ɇɚɥɢɱɢɟɬо нɚ ɛɥок, ɛɟɲɟ ɩɪоɜɟɪɟно ɱɪɟɡ ɬɟɫɬ ɡɚ ɬоɩɥо 
ɢ ɫɬɭдɟно.  ȼɫɢɱкɢ ɩɚɰɢɟнɬɢ ɛɹɯɚ ɫɟдɢɪɚнɢ ɫ Ⱦоɪɦɢкɭɦ 0,2 ± 
0,3 ɦɝ/кɝ, ɪɚɡдɟɥɟн ɜ дɜɚ ɩɪɢɟɦɚ ɩо ɪɚɜно, ɩɪɟдɢ ɢɡɜɴɪɲɜɚнɟɬо 
нɚ ɛɥокɚ ɢ  нɟɩоɫɪɟдɫɬɜɟно ɩɪɟдɢ ɡɚɩоɱɜɚнɟɬо нɚ оɩɟɪɚɰɢɹɬɚ, 
ɢ Ʉɚɥɢɩɫоɥ 0,��� ɦɝ/кɝ , ɩоɫɬɚɜɟн нɟɩоɫɪɟдɫɬɜɟно ɩɪɟдɢ 
ɡɚɩоɱɜɚнɟɬо нɚ оɩɟɪɚɰɢɹɬɚ. ɉод ɟɯоɝɪɚɮɫкɢ конɬɪоɥ ɫɟ 
кɚнɸɥɢɪɚ ɜɟнɚ ɫɭɛкɥɚɜɢɹ ɩод ɜɬоɪɚɬɚ ɬɪɟɬɚ нɚ ɫɭɛкɥɚɜɢɹɬɚ. 
ɇɚɩɪɚɜɢ ɫɟ ɢнɰɢɡɢɹ нɚ коɠɚɬɚ нɚ нɢɜоɬо нɚ ɬɪɟɬо ɪɟɛɪо, кɴдɟɬо 
ɫɟ ɩоɫɬɚɜɢ ɪɟɡɟɪɜоɚɪɚ нɚ ɩоɪɬɚ. ɑɪɟɡ ɩодкоɠнɚ ɬɭнɟɥɢɡɚɰɢɹ до 
ɩɭнкɰɢонноɬо ɦɹɫɬо  ɪɟɡɟɜоɚɪɚ нɚ ɩоɪɬɚ ɫɟ ɫɜɴɪɡɚ ɫ кɚɬɟɬɴɪɚ. 
ɋɬɟɩɟнɬɚ нɚ ɫɟдɟɰɢɹ ɛɟɲɟ оɩɪɟдɟɥɟнɚ ɱɪɟɡ 5DPVD\ VHGDWLRQ 
VFDOH. Ȼоɥкɚɬɚ ɛɟɲɟ оɩɪɟдɟɥɟнɚ ɱɪɟɡ 9LVXDO DQDORJXH VFDOH, 
коɹɬо ɛɟɲɟ оɬɱɟɬɟнɚ ɫɥɟд ɡɚɩоɱɜɚнɟ нɚ оɩɟɪɚɰɢɹɬɚ,  ɜ кɪɚɹ нɚ 
оɩɟɪɚɰɢɹɬɚ, ɢ  нɚ 2�ɹ ɢ ��ɹ ɱɚɫ ɫɥɟд кɪɚɹ нɚ оɩɟɪɚɰɢɹɬɚ. ȼɫɢɱкɢ 
ɩɟкɬоɪɚɥнɢ  ɛɥокоɜɟ ɛɹɯɚ оɫɴɳɟɫɬɜɟнɢ оɬ ɟдɢн ɢ ɫɴɳ ɥɟкɚɪ.

Резултати: ɉɪɢ � ɩɚɰɢɟнɬ нɟ ɫɟ ɩоɥɭɱɢ ɠɟɥɚнɢɹ ɛɥок, 
ɩоɪɚдɢ коɟɬо ɫɟ ɩɪɟɦɢнɚ кɴɦ оɛɳɚ ɚнɟɫɬɟɡɢɹ.  ɉɪɢ ɜɫɢɱкɢ 
оɫɟɦнɚдɟɫɟɬ ɩɚɰɢɟнɬɢ ɫɟ ɩоɫɬɢɝнɚ ɫɬɟɩɟн нɚ ɫɟдɚɰɢɹ 3�� ɩо 
5DPVH\ VFRUH. ȼɫɢɱкɢ оɫɟɦнɚдɟɫɟɬ ɩɚɰɢɟнɬɢ, оɩɪɟдɟɥɢɯɚ 
ɛоɥкɚɬɚ ɜ нɚɱɚɥоɬо ɢ ɜ кɪɚɹ нɚ оɩɟɪɚɰɢɹɬɚ ɫ ɪɟɡɭɥɬɚɬɢ оɬ 0 до  
� ɩо 9$6 ɫкɚɥɚɬɚ ɩо ɜɪɟɦɟ нɚ оɩɟɪɚɰɢɹɬɚ ɢ  ɫ ɪɟɡɭɥɬɚɬɢ оɬ 0 ɢ 
� ɩо  9$6 нɚ ɜɬоɪɢ ɢ ɲɟɫɬɢɹ ɱɚɫ ɫɥɟд оɩɟɪɚɰɢɹɬɚ. ɍɫɥоɠнɟнɢɹ 
нɟ ɫɟ нɚɛɥɸдɚɜɚɯɚ 


