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ANTIBIOTIKY PROFILAKTIKA PRI!Eg CEZARIO PJUVIO
OPERACIJA: KOKIA DOZE OPTIMALI?

LEONAS IANU§AS, VIKTORIJA STEPONAVICIU Tl_:', SIGITA NEVERAUSKIENE
Klaipédos universitetinés ligoninés Akuserijos-ginekologijos departamentas

Raktazodziai: antibiotiko dozé, cezario pjavio operacija
endometritas, naujagimio infekcija.

Santrauka

Tyrimo tikslas. |vertinti profilaktikai skiriamos
antibiotiko dozés jtakg pooperaciniy infekciniy
komplikacijy pasireiskimo dazniui. Tyrimo me-
todas. 20710 m. Klaipédos universitetinés ligo-
ninés Akuserijos — ginekologijos departamente
atliktas prospektyvinis randomizuotas tyrimas.
| tyrimg buvo jtrauktos 511 gimdyviy. Tiriamo-
sios moterys suskirstytos | dvi grupes. Pirmaja
grupe sudaré moterys, kurioms pries operacija
skirta 1g antibiotiko (cefazolino). Antrgja grupe
sudaré moterys, kurioms pries operacijg skirta
2 g antibiotiko (cefazolino). Palygintas atskiry
grupiy gimdyviy amzZius, kino masés indeksas
(KMI), gestacinis naujagimio amZzius, gimdymy,
néstumy skaicius. Atskirai tarp grupiy palyginta
karsciavimo, Zaizdos infekcijos, pogimdyminio
endometrito priklausomybé nuo skiriamos anti-
biotiky dozés. Duomenys apdoroti panaudojus
statistikos programa SPSS INC, versija 16.0.1
(Chicago, IL, USA). Rezultatai. 1g antibiotiky pries
operacija buvo skirta 317 nésciyjy (62,03 proc.
visy tirty motery (toliau 1-a grupé), 2 g antibiotiky
— 194 gimdyvéms (37,97 proc. visy tirty motery
(toliau 2- a grupé). Pogimdyminis endometritas
pasireiské 25 (7,8 proc.) 1-0s grupés moterims ir
17 (8,7 proc.) 2-os grupés moterims (p = 0,856).
Nésciosios, kurioms pries operacijq skirta 1 g
antibiotiko, gydymo antibiotikais pooperaciniu
periodu reikéjo 44 (13,88 proc.), o toms, kurioms
pries operacijg skirti 2 g antibiotiko,21 (10,82
proc.), (p=0,313). Pogimdyminiu laikotarpiu
karsc¢iavo 27 (8,5 proc.) pirmos ir 15 (7,7 proc.)
antros grupés pacienciy (p=0,079). IsSvados. Di-
desné antibiotiko dozé neturi reiksmingos jtakos
pogimdyvinio endometrito pasireiskimui, po-
operaciniam karsciavimui, pooperacinés Zaizdos
infekcijai.

IVADAS

Svarbiausias pogimdyminiy infekciniy komplikacijy
rizikos faktorius yra cezario pjavio operacija. Infekcinés
komplikacijos po cezario pjavio operacijos apima: kars-
¢iavima, zaizdos infekcijg, endometrita, bakteremija,
kitas sunkias infekcijas (dubens abscesa, sepsinj soka,
sepsinj dubens veny tromboflebita), Slapimo taky infekci-
ja ir kt. Dazniausiai i§ infekuoty Zaizdy ir endometriumo
isskiriami patogeniniai mikroorganizmai yra: Escherichia
coli, B grupés hemolizinis streptokokas, Enterococus
faecalis, Staphylococus aureus, anaerobai (jskaitant
Bacteroides rasis). Kar$¢iavimas gali prasidéti po bet
kurios intervencijos, o nedidelio laipsnio kars¢iavimas
po cezario pjavio operacijos nebatinai yra infekcijos
pozymis. Jau daugiau nei prie§ 50 mety jrodyta, kad
prie$ operacija skiriami antibiotikai sumazina bakterijy
skaiCiy operacinéje zaizdoje ir apsaugo pacienta nuo
pooperaciniy komplikacijy[1]. Antibiotiky profilaktika
chirurgijoje — tai labai trumpas antibiotiky kursas prie$
operacija, siekiant ne sterilizuoti audinius, bet sumazinti
mikroorganizmy skaiciy operacijos metu iki tokio lygio,
kuris pacientui baty nepavojingas[2]. Siuolaikinése
rekomendacijose nurodomas idealus antibiotiko sulei-
dimo laikas yra 15 — 60 min. iki operacinio pjavio, kad
incizijos metu baty maksimali koncentracija[3]. UZtenka
vienos terapinés dozés. Dar 1986m. J.T. Di Pito Amerikos
chirurgijos zurnale, apibendrines astuonis klinikinius
tyrimus penkiose operacijy grupése (storosios Zarnos,
gimdos Salinimo, tulZies paslés, cezario pjavio ir Sirdies
chirurgijos), jrodeé, kad antibiotikai skiriami vienintele
doze pries operacija yra pakankamai efektyvas ir jy ne-
reikéty skirti profilaktiskai po operacijos[4]. Pakartotiné
dozé reikalinga tik operacijoms, trunkanc¢ioms daugiau
nei keturias valandas.

Sio tyrimo tikslas - jvertinti profilaktikai skiriamy
antibiotiky kiekio jtaka pooperaciniy infekciniy kom-
plikacijy dazniui.

TYRIMO METODIKA IR
TIRIAMUJU KONTINGENTAS
] tyrima jtraukta 511 gimdyviy, kurioms cezario
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pjavio operacija buvo atlikta KUL (Klaipédos univer-
sitetinéje ligoninéje) 2010 metais. [traukimo kriterijai
buvo moterims néstumo metu nenustatyta jokia infekcija
ir netaikytas gydymas, o cezario pjavio operacija at-
likta esant iSneSiotam néstumui. Taip pat j tyrimg buvo
jtrauktos tik tos moterys, kurioms prie$ cezario pjavio
operacija buvo skirtas tos pacios grupés antibiotikas.
Atsizvelgiant j Pasaulinés sveikatos organizacijos (PSO)
rekomendacijas profilaktikai naudoti antibiotikus, kurie
yra saugas, pigds ir veikia bakterijas, kurios yra daz-
niausios operaciniy zaizdy infekcijy sukéléjos, visoms
pacientéms 30 min. prie$ operacija buvo skirta 1g
Reflin (cefazolino) istirpinto 5 ml 0,9 proc. natrio chlo-
rido j vena. Gimdyvés pagal skiriamo antibiotiko doze
suskirstytos j dvi grupes. 1 — oji grupé — 317 motery,
kurioms prie$ operacija skirta 1g antibiotiko, 2 — oji
grupé — 194 moterys, kurioms prie$ operacija skirta 2 g
antibiotiko. Gimdyviy dokumentiniai ir apZitros duome-
nys, néstumo trukmé, indikacija operacijai, bevandenis
laikotarpis, naujagimio svoris, gimdymo trukmé, motery
pooperacinis kars¢iavimas, kars¢iavimo trukmé, skiria-
ma antibiotiko dozé ir kiti duomenys buvo registruojami
anketose ir apdoroti kompiuteriu. Palygintas abiejose
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grupése gimdyviy amzius, gimdymy skaicius, néstumy
skaicius, endometrito, karsciavimo priklausomybé nuo
antibiotiky skyrimo laiko. Tarp abiejy grupiy palyginta
pooperaciné antibiotikoterapija, Zaizdos infekcija, po-
operacinio stacionarizavimo trukmé.

Duomenys apdoroti su statistikos programa SPSS
(Inc., Chicago, IL, USA, version 16.0.1.). Nustatyti
priklausomybei tarp jvairiy kintamyjy buvo naudota
tiesiogines regresijos ir Spearmen‘o koreliacijos koefi-
cientas. Statistinis patikimumas buvo nustatytas naudo-
jant Mann-Whitney’s U-testa. Apskaiciuotos vidutinés
parametry reikSmés su standartiniais nuokrypiais ir 95
proc. pasikliautinumo intervalais. Skirtumas laikytas
statistiskai reiksmingu kai p < 0.05.

REZULTATAI

Tyrime dalyvavo 511 gimdyviy, kurios atitiko pra-
dzioje nustatytus kriterijus. Prie$ operacija 317 motery
buvo skirta 1g antibiotiko (62,03 proc.). 194 moterims
pries operacija taikyta 2 g antibiotiko profilaktika (37,97
proc.). 1 — os grupés gimdyviy amziaus vidurkis buvo
28,71 +5,012, 2 — o0s grupés — 28,56 + 5,345 (p > 0,5).
1 —os grupés gimdyviy KMI buvo 29,65 + 5,168, 2 —os
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grupés — 29,8 + 5,04 (p > 0,5). Palyginus naujagimiy
gestacinj amzZiy, statistinio skirtumo tarp abiejy grupiy
nebuvo (39,68 + 1,15 ir 39,74 = 1,04, p > 0,5). Po-
operacinés zaizdos infekcija buvo nustatyta 2 — iems
pirmos grupes moterims (0,63 proc.) ir 2 — iems antros
grupés moterims (1,03 proc.) p = 0,703. Endometritas
buvo nustatytas 42 moterims. Moterims, kurioms prie§
operacija skirta 1 g antibiotiko dozé, endometritas pa-
sireiské 25 kartus, o toms, kurioms skirta 2 g antibiotiko
17 karty (7,8 proc.) ir (8,7 proc.) p = 0,856. Nésciosioms,
kurioms buvo skirta 1 g antibiotiko, gydymo pooperaci-
niu periodu reikéjo 44 (13,88 proc.), o toms, kurioms
prie$ operacija skirta 2 g antibiotiko, 21 (10,82 proc.)
p=0,313. Pogimdyminiu laikotarpiu kars¢iavo (>38°C)
27 (8,5 proc.) pirmos ir 15 (7,7 proc.) antros grupés pa-
cienciy (p =0,079). Lyginant pogimdyminio kars¢iavimo
trukme statistinio skirtumo tarp abiejy grupiy nebuvo
(2,206 + 0,407 ir 1,818 = 1,046) p = 0,416. Palyginta
pooperacinio stacionarizavimo trukmé tarp grupiy ati-
tinkamai buvo 3,59 £ 1,260 ir 4,02 = 1,865, p=0,076.
Palyginus gimdyviy laboratoriniy tyrimy rezultatus leu-
kocitozé (> 15*10%1.) kraujyje buvo nustatyta 83 (26,2
proc.) 1 — os grupes moterims ir 37 (19,2 proc.) 2 — 0s
grupes moterims p = 0,062.

REZULTATU APTARIMAS

Vienas svarbiausiy infekcijos rizikos veiksniy mote-
riai po gimdymo yra cezario pjavio operacija. Yokoe DS
ir kiti atlike tyrima nustaté, jog motery po cezario pjavio
operacijos infekcijos daznis padidéja nuo 5 — 20 proc.
lyginant su nataraliai gimdZiusiomis moterimis[ 5,6].

Kiekvienais metais vis daugéjant cezario pjavio
operacijy ir mazéjant nataraliai gimdanciy motery, anti-
biotiky profilaktika prie$ operacija tampa labai aktuali.
Lyginant 2006 — 2008 metus, KUL 2006m. buvo 3311
gimdymy ir atlikta 673 cezario pjavio operacijy (20
proc.), 2007 m. 3429 gimdymai ir 813 cezario pjavio
operacijy (24 proc.), 2008 m. 3701 gimdymas ir 927
cezario pjuvio operacijos (25 proc.). Panasus cezario
pjavio operacijy skaicius yra pateikiamas ir Vakary $a-
lyse (18 — 25 proc.), tuo tarpu kai kuriose Azijos alyse
jis yra isauges iki 35 — 40 procenty [4,6].

Viena i$ svarbiausiy $io tyrimo iSvady yra ta, kad pro-
filaktikai skiriama didesné antibiotiko dozé neturi reiks-
mingos jtakos pogimdyviniam endometritui pasireiksti,
pooperaciniam kar$¢iavimui. Nemazai atlikta tyrimy
siekiant nustatyti optimalia profilaktikai skiriamo anti-
kuriy metu buvo lyginami keli skirtingi antibiotikai [10
— 14], skirti vienodomis dozémis. Taciau nepavyko rasti

nei vieno aprasyto tyrimo, kurio metu baty palygintas to
paties antibiotiko skirtingy doziy veikimas, pooperacinés
komplikacijos, poveikis vaisiui.

Masy atlikto tyrimy rezultatai parodeé, kad nuo skiria-
mos antibiotiko dozés nepriklauso pooperacinés zaizdos
infekcijos, kars¢iavimo daznis.

Dabar atliekant cezario pjavio operacija rekomen-
duojame gydytojams akuSeriams — ginekologams 1g
antibiotiko pooperaciniy infekcijy profilaktikai skirti
30min. — 1 val. prie$ operacija.

ISVADOS

Didesné antibiotiko dozé neturi reiksmingos jtakos
pogimdyviniam endometritui pasireiksti, pooperaciniam
kars¢iavimui, pooperacinés zaizdos infekcijai.
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ANTIMICROBIAL PROPHYLAXIS FOR CESAREAN DELIVERY:
WHAT DOZE IS OPTIMAL?

Summary

Key words: antibiotics, sectio caesarea, endometritis, neonatal
infection.

Objective: To estimate influence of antibiotics dose to postopera-
tive infections frequency.

Methods: This prospective randomized study was performed at
obstetrics — gynecology department of Klaipeda University Hospital in
2010. The study data was collected from 511 maternals. All women
were divided into two groups. Group 1 received 1 gram of antibiotics
before operation. Group 2 received 2 grams of antibiotics. Maternal
ages, body mass index, weeks of gestation, the number of pregnan-
cies were compared of each group. Between groups were compared
fever, wound infections, postpartum endometritis dependence to
antibiotics dose. Statistical calculations were performed using Sta-
tistical Package for the Social Sciences (SPSS Inc., Chicago, IL, USA,
version 16.0.1.)

Results: 1gram antibiotics before the surgery was assigned to 317
maternal (62.03 percent of all the women surveyed (Group 1)), 2 grams
antibiotics to 194 maternal (37.97 percent of all women surveyed
(Group 2)). Postnatal endometritis had 25 (7,8 percent) in Group 1
and 17 (8,7 percent) in Group 2 (p = 0,856). Maternal, which before
the operation received 1 gram antibiotics, antibiotic treatment in
postoperative period needed — 44 (13.88 percent) and those that be-
fore the operation received 2 grams — 21 (10.82 percent), (p = 0.313).
Fever, in postnatal period, had 27 (8,5 percent) in Group 1 and 15 (7,7
percent) in Group 2, (p = 0,079).

Conclusion: A higher dose of the antibiotic has no significant efg
fect on postnatal endometritis, postoperative fever, and postoperative
wound infection.

Correspondence to: tori.vika@gmail.com
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SUNKAUS UMINIO PANKREATITO GYDYMAS
KLAIPEDOS UNIVERSITETINEJE LIGONINEJE

VITALIJUS EISMONTAS, ALGIRDAS SLEPAVICIUS
Klaipédos universitetiné ligoniné

RaktazodZiai: sunkus Gminis pankreatitas, kasos nekro-
zé, chirurginis gydymas.

Santrauka

Sunkus dminis pankreatitas - tai liga, kurios metu
sutrinka pacios kasos ir kity organy funkcijos. Ne-
Zidrint, kad aminis pankreatitas pagal daznuma
uzima trecig vieta po apendicito ir cholecistito
tarp aminiy pilvo organy ligy, gerai Zinomi ligos
tyrimo ir gydymo algoritmai, sunkaus aminio
pankreatito eigos prognozavimas ir gydymas dar
kelia daug sunkumy, o mirstamumas islieka pa-
kankamai didelis [1].

Sio straipsnio tikslas - panagrinéti Klaipédos
universitetinéje ligoninéje del sunkaus aminio
pankreatito gydyty ligoniy duomenis ir palyginti
su literatdros duomenimis.

Retrospektyviuoju metodu isnagrinétos 363 ligo-
niy, 2005- 2009 metais gydyty Klaipédos univer-
sitetinéje ligoninéje dél aminio pankreatito, ligos
istorijos. Sunkus Gminis pankreatitas nustatytas
remiantis klinikiniais poZymiais, biocheminiy
kraujo tyrimy, pilvo ertmés organy ultragarsinio
tyrimo ir kompiuterinés tomografijos (KT) su
intraveniniu kontrastavimu duomenimis. Dalis
ligoniy, iSsivyscCius infekuotai kasos nekrozei,
kasos abscesui ir vystantis sepsinéms komplika-
cijoms, operuoti.

Pagrindiné aminio pankreatito prieZastis- alko-
holis. Dviem trec¢daliams pacienty nustatytas
lengvas, vienam trecdaliui - sunkus aminis
pankreatitas. Pusei pacienty, sirgusiy nekroziniu
pankreatitu, kasos nekrozé nesieké 30 proc. I$-
operuota trecdalis sunkiu aminiu pankreatitu sir-
gusiy ligoniy. Miré 29 sunkiu aminiu pankreatitu
sirge ligoniai.

Sunkiu aminiu pankreatitu serganciy ligoniy
gydymas Klaipédos universitetinéje ligoninéje
atitinka bendrus sunkaus aminio pankreatito
gydymo standartus.

Gauti rezultatai atitinka sunkiu adminiu pankreati-
tu serganciy pacienty literataros duomenis

[VADAS

Sunkus Gminis pankreatitas (UP)- tai Gminis kasos
uzdegimas, kai pazeidziama ne tik pati kasa, bet ir kiti
organai bei jy sistemos [11]. Sergamumas UP jvairuoja
nuo 5 iki 80 atvejy 100000 Zmoniy [1]. Priklausomai
nuo atskiry 3aliy pagrindiniai UP etiologiniai veiksniai-
alkoholis ir akmenlige, taip pat riebus maistas [2]. Ne-
retai UP priezastinio faktoriaus nustatyti nepavyksta [12].
Sunkiausiais UP atvejais vystosi kasos nekrozé ir dauginis
organy nepakankamumo sindromas. Jy metu daznai
nepavyksta prognozuoti ligos eigos. Neziarint temos ak-
tualumo ir visiems Zinomy sunkaus UP tyrimo ir gydymo
algoritmy mirstamumas islieka pakankamai didelis [1].

Darbo tikslas: paanalizuoti Klaipédos universitetinéje
ligoninéje dél sunkaus UP gydyty ligoniy penkeriy mety
rezultatus ir juos palyginti su literatGros duomenimis.

LIGONIAI IR METODAI

Retrospektyviuoju metodu i$nagrinétos pacienty,
gydyty del UP Klaipédos universitetinéje ligoninéje
2005- 2009 m., ligos istorijos. Remiantis 1992 mety
Atlantos klasifikacija UP skirstytas j lengva ir sunky
[13]. Sunkus UP- potencialiai mirtina liga, kurios metu
pazeidziama ne tik pati kasa, bet ir kiti organai, dél to
vystosi dauginis organy funkcijy nepakankamumas bei
kasos sepsinés komplikacijos [11].

Sunkus UP buvo diagnozuotas remiantis badingais
jo serume daugiau kaip tris kartus. Tirta C reaktyvaus
baltymo (CRB) koncentracija kraujo serume 1, 2, 3, 5,
7 sirgimo para. Jtariant kasos nekroze, ligoniams buvo
atliekama pilvo organy kompiuteriné tomografija su
intraveniniu kontrastavimu. Diagnozavus sunky UP,
ligoniai buvo gydomi gastroenterologijos ir chirurgijos
skyriuose, o baklei blogéjant ir vystantis dauginiam or-
gany nepakankamumui, gydymas tesiamas reanimacijos
bei intensyvios terapijos skyriuje. Negavus pakankamo
efekto skiriant ciprofloksacing ir metronidazolj, gydymas
buvo tesiamas imipenemy ir cilastatiny grupés antibioti-
kais. Indikacijos operaciniam gydymui nustatytos pagal
Beger ir bendraautoriy pateikta sunkaus UP chirurginio
gydymo algoritma [11]:
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- nekrozinis pankreatitas, kasos nekrozé >50%,
sterili, neefektyvios intensyvaus gydymo priemonés

- infekuota kasos nekrozeé

- kasos abscesas

- zarny infarktas, tus¢iaviduriy organy perforaci-
ja, intraabdominaliné hipertenzija.

REZULTATAI

2005 - 2009 m. Klaipédos universitetinéje ligoninéje
gydyti 363 UP sirge ligoniai. Vidutiné gydymosi trukmeé
musy ligoninéje 16,8 dienos. Nuo ligos pradZios misy
ligoninéje gydési 300 (82,6%) ligoniy. Dauguma sirgusiy
sudaré vyrai (1 lentelé). Pagrindinis etiologinis fakto-
rius- alkoholis. Masy atveju jis UP sukélé 153 (42,1%)
ligoniy (2 lentelé).

254 (70%) ligoniy diagnozuotas lengvas UP, 109
(30%) sunkus UP. I3 sirgusiy sunkiu UP 57 (52,3%)
ligoniams kasos nekrozé nesieké 30% kasos ploto (3
lentelé). Dél sunkaus UP operuota 36 (33%) visy gydyty
deél sunkaus UP ligoniy. Astuoni pacientai operuoti du
ir daugiau karty. Atlikty operacijy pobtdis pateiktas 4
lenteléje.

ISorinés kasos fistulés issivysté 27 (52,9%) operuo-
ty ligoniy. Kasos pseudocistos susiformavo 40 (11%)
ligoniy. C reaktyvaus baltymo maksimali koncentracija
kraujo serume buvo trecia sirgimo para. Sunkaus UP
atveju ji sieké 267 mg/l, lengvo UP atveju 189,4 mg/l (5

1lentelé. Pacienty pasiskirstymas pagal lytj ir amziaus vidurkj.

lentelé). Infekuota nekrozé nustatyta 21 (19,3%) ligoniy,
sirgusiy sunkiu UP. Pastebéta, kad kuo didesnis kasos
nekrozés plotas, tuo daznesnis infekuotumas (6 lentelé).
I$ infekuoty kasos nekroziniy audiniy daugiausia isaugo
e.coli- 7 (21,9%) ligoniams (7 lentelé). Du mikroorga-
nizmai vienu metu iSaugo 9 ligoniams, 3 ir 4 mikro-
organizmai- vienam ligoniui.

Miré 29 (26,6%) ligoniai, sirge sunkiu Gminiu pan-
kreatitu. Mirties priezastys pateiktos 8 lenteléje.

DISKUSIJA

Nagrinédami ligos istorijas pastebéjome, kad
anamnezéje aminis pankreatitas linkes kartotis [1].
Literatiros duomenimis, tai sudaro 50%, kai prieZastis
alkoholis ir 31%- 62%, kai yra akmenligé [1]. Sunkaus
UP gydymas vis dar islieka labai didelé problema [11].
SunkiyUP atvejais mirstamumas siekia 14% -25% [5]
(masy duomenimis, 26,6%). Sergant sunkiu UP ligos
prognozé priklauso nuo dviejy pagrindiniy faktoriy- or-
gany nepakankamumo ir kasos nekrozés [6]. Literattros
duomenimis, UP atvejais kasos nekrozé isivysto apie
10- 20% pacienty [7]. Masy duomenimis, tai sudaré
30%. Galvojama, kad kasos nekrozé prasideda per
pirmas 24- 48 sirgimo valandas [8]. Infekcija kasos
nekroziniuose audiniuose Zenkliai pablogina bendra
ligonio bukle, salygoja daugelio organy funkcijy ne-

4lentelé. Dél sunkaus UP atlikty operacijy pobudis ir skaicius.

Lytis ir amzZiaus Ligoniy

vidurkis skaiius

Vyrai 249 (68,6%)
46,2 m.

Moterys 114 (31,4%)
60,9 m.

2 lentelé Pacienty pasiskirstymas pagal etiologinius faktorius.

Etiologija Ligoniy skaiius
Alkoholis 153 (42,1%)
Akmenligé 49 (13,5%)
Be prieZasties 110 (30,3%)
Maistas 45 (12,4%)
Trauma 3(0,83%)
Po ERCP 3 (0,83%)

3 lentelé. Pacienty pasiskirstymas pagal kasos nekrozés plota.

Kasos nekrozés Ligoniy
dydis skaicius
<30% 57 (52,3%)
30-50% 35 (32,1%)
>50% 11 (10,1%)
Totali kasos 6 (5,5%)
nekrozé

Nekrektomija | Laparato- | Perkutaninis | Laparatomija,
Operaci- mija, drenaZas UG | dekompresija
jos absceso-
tomija
Sunkus 27 5 18 1
UP
5 lentelé. C reaktyvaus baltymo vidurkiy palyginimas.
Paros Sunkus UP | Lengvas
nuo CRB UP CRB
susirgimo | vidurkis Vidurkis
pradzios | mg/l mg/l
1 39 38
2 113,3 73,9
3 267 207,4
5 243,6 1894
7 208,4 151,1

6 lentelé. Kasos nekrozés ploto ir infekuotumo prildausomybeé.

Nekrozeés | Sterili Infekuota
dydis nekrozé nekrozé

<30% 50 (87,7%) |7 (12,3%)
30-50% | 26(74,3%) |9 (25,7%)
> 50% 5 (45,5%) 6 (54,5%)
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7 lentelé. Mikroorganizmai isauge i$ infekuotos kasos ne-
krozes.

E.coli 7(21,9)
Enterococcus spp. 3095
Proteus mirabilis 3095
Acinetobacter spp. 39,5
Kl.pneumoniae 2 (6,2)
Streptococcus spp. 2 (6,2)
S.aureus 13,1
Citrobacter freundii 13,1
Enterococcus faecalis 13,1
Enterbacter spp. 13,1
Serratia marcescens 13,1
Prevotella oris 13,1
Anaerobas 13,1
Bacteroides capillosus 13,1
S.aureus (MRSA) 13,1
S.pyogenes 13,1
S.enteritidis 13,1
C.albicans 13,1

8 lentelé. Pacienty, sirgusiy sunkiu UP, mirties priezastys.

Dauginis organy Sepsis Miokardo infarktas PATE Hipovoleminis
nepakank Sokas
20 3 3 2 1

pakankamuma ir didina mirstamuma [9]. NP atvejais
kasos nekrozé infekuojasi 30%- 40% pacienty [4]. Masy
skaic¢iavimais ji sieké 19,3%.

C reaktyvus baltymas yra pakankamai vélyvas vienas
i$ kasos nekrozés rodikliy. Jo maksimali koncentracija
kraujo serume nustatoma trecia sirgimo para [10]. Masy
duomenys tai patvirtina.

APIBENDRINIMAS

Sunkiy Gminiu pankreatitu serganciy ligoniy gydymas
Klaipédos universitetinéje ligoninéje atitinka bendrus
aminio pankreatito gydymo standartus [11].

Gauti rezultatai atitinka sunkiu Gminiu pankreatitu
serganciy pacienty literatiros duomenis.
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TREATMENT OF SEVERE ACUTE PANCREATITIS IN KLAIPEDA
UNIVERSITY HOSPITAL

Vitalijus Eismontas, Algirdas Slepavicius

Summary

Key words: severe acute pancreatitis, pancreatic necrosis, surgical
treatment.

Background. Severe acute pancreatitis is a disease that causes
malfunction of the pancreas and other organ functions. Acute pan-
creatitis according to occupy takes third place after appendicitis and
acute cholecystitis between acute abdominal diseases. It is well-known
disease testing and treatment algorithms, but conduction of severe
acute pancreatitis in the prediction and treatment still poses many
challenges, and the mortality remains high enough.

Thus, the goal of the present article is to explore the patients treated
for severe acute pancreatitis in Klaipéda University Hospital and to
compare it with the data presented in the literature.

Patients and methods. The medical documentation of 363 patients
who underwent treatment for acute pancreatitis in Klaipeda University
hospital within the years 2005-2009 have been investigated by the
retrospective method.

Severe acute pancreatitis was diagnosed referring to the clinical
data, biochemical blood tests, abdominal ultrasound and computed
tomography (CT) examination with intravenous contrast data. Patients
who develop infected pancreatic necrosis, pancreatic abscess and the
development of septic complications were operated on.

Results. Alcohol is the main cause of acute pancreatitis. The mild
pancreatitis was diagnosed for two-thirds of patients and severe acute
pancreatitis was diagnosed for one-third of patients.

Half of patients with necrotic pancreatitis pancreatic necrosis did
not exceed 30%. One- third of patients with severe acute pancreatitis
were operated on. 29 patients with severe acute pancreatitis died.

Conclusion. The treatment of patients with severe acute pancrea-
titis in Klaipéda University hospital is the same as standarts of the
general treatment of severe acute pancreatitis.

These results are consistent with literature data in patients with
severe acute pancreatitis
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HEMODIALIZUOJAMU LIGONIU HOSPITALIZAVIMO
PRIEZASTYS IR GRETUTINE PATOLOGIJA

REGINA LUKOSEVICIENE'?, ALEKSANDR BARANOV', ZAVINTA KANCIAUSKIENE',
IRINA ZELENIENE'
'Klaipédos universitetiné ligoniné, *Klaipédos universitetas

RaktazodZiai: hemodializuojami ligoniai, hospitalizavi-
mas, gretutiné patologija.

Santrauka

Tyrimas buvo atliktas Klaipédos universitetinéje
ligoninéje 2010 mety sausio — 2011 mety balan-
dzio ménesio laikotarpiu. Isanalizuoti 53 galu-
tiniu inksty nepakankamumu sergantys ir létine
hemodialize gydomi ligoniai, kurie buvo hospita-
lizuoti Klaipédos universitetinéje ligoninéje. 1S 53
tirty hemodializuojamy ligoniy 27 (51,9 proc.)
buvo vyrai, 26 (48,1 proc.) — moterys. Tiriamyjy
ligoniy amziaus vidurkis — 55,4 metai, svyravimo
ribos 21-83 metai.

Masy tyrimo duomenimis, daZniausios Klaipédos
universitetinéje ligoninéje hemodializuojamy
ligoniy hospitalizavimo priezastys yra kauly
lazimai (19 proc.) ir infekcija (19 proc.).
Dazniausia gretutiné patologija yra Sirdies ir
kraujagysliy ligos, kurios nustatytos 33 (62 proc.)
hemodializuojamiems ligoniams. Taip pat dazna
gretutiné patologija yra kvépavimo sistemos ligos,
kurios nustatytos 18 (35 proc.) hemodializuojamy
ligoniy. Dazna gretutiné patologija yra iSeminé
sirdies liga, kuri nustatyta 15 (28 proc.) ligoniy,
retesné - virskinimo trakto (17 proc.), neurologiné
(7 proc.) ir reumatologiné (7 proc.).

IVADAS

Galutinis inksty nepakankamumas yra sudétingas
imuninis — uzdegiminis atsakas, pasireiskiantis jvairiais
patologiniais procesais (1), sukelianciais uremija ir mirtj.
Progresuojant inksty nepakankamumui, pazeidziama
hormoniné renino — angiotenzino sistema, kontroliuo-
janti kraujospadj, dél to vystosi renaliné hipertenzija.
Dél nepakankamos eritropoetino sintezés inksty inters-
ticiniame audinyje ir gelezies deficito iSsivysto renaliné
anemija. Dél anemijos didéja Sirdies minutinis taris,
atsiranda kairiojo skilvelio hipertrofija, vystosi Sirdies
nepakankamumas. Blogéjant inksty funkcijai, padidéja
parathormono kiekis kraujyje, sutrinka kalcio ir fosforo

apykaitos reguliavimas, pasireiskia renalinés osteodis-
trofijos pozymiai. Prasideda kauly struktdros pakitimai,
gali sumazéti kauly mineralinis tankis, atsirasti kauly
skausmai, lazimai. Dél ureminés metabolinés intoksi-
kacijos vystosi skeleto raumeny silpnumas, polineuro-
patija, encefalopatija (2,3). Sie negriztamo pobudzio
sveikatos sutrikimai sukelia jvairaus laipsnio fizine ir
psichoemocine negalia, turincia jtakos ligoniy gyvenimo
kokybei ir isgyvenimui. Didele reikSme turi gretutinés
ligos (4-8). Tradiciniai gydymo metodai galutinéje inksty
nepakankamumo stadijoje yra nebeveiksmingi. Tik pa-
kaitiné inksty terapija — hemodializé, peritoniné dializé
arba inksto persodinimas gali padéti iSgyventi. Nepaisant
mokslo pazangos pakaitinés inksty terapijos technologi-
joje, dél didéjancio hemodializuojamy ligoniy skaiciaus
didéja hospitalizacijos daznis, mirstamumas, slaugos
apimtis (4,9,10).

Darbo tikslas: isnagrinéti hemodializuojamy ligo-
niy hospitalizavimo prieZastis ir gretutinés patologijos
daznj.

TYRIMO OBJEKTAS IR METODIKA

ISanalizuoti 53 galutiniu inksty nepakankamumu
sergantys ir létine hemodialize gydomi jvairiuose res-
publikos hemodializés centruose ligoniai, kurie buvo
hospitalizuoti Klaipédos universitetinéje ligoninéje
2010m sausio — 2011m balandzio ménesio laikotarpiu.
Hospitalizavimo priezastys suskirstytos j desimtj grupiy
(1 lentelé). Surinkti duomenys apie hemodializuojamy
ligoniy sergamuma Sirdies ir kraujagysliy ligomis, isemi-
ne Sirdies liga, kvépavimo sistemos, virskinimo trakto,
infekcinémis ligomis, neurologine, reumatologine,
ginekologine, urologine patologija.

I$ 53 tirty hemodializuojamy ligoniy 27 (51,9 proc.)
buvo vyrai, 26 (48,1 proc.) - moterys. Amziaus vidurkis
— 55,4 metai. Tiriamyjy ligoniy amzZius svyravo 21- 83
mety ribose, vyravo 60 — 74 mety amziaus grupé (40,1
proc.), >75 mety amziaus buvo dializuoti 6 ligoniai
(11,3 proc.). Tiriamieji ligoniai buvo dializuojami 12
valandy per savaite. IS viso atlikta 346 stacionarinés
hemodializés procediros.

Zurnalo tinklalapis: http:/sm-hs.eu
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19 (35,4 proc.) hemodializuojamy ligoniy buvo
gydomi nefrologijos ir vidaus ligy skyriuje, kiti - pagal
vyraujancia patologija jvairiuose skyriuose.

REZULTATAI IR JU APTARIMAS

Hemodializuojamy ligoniy hospitalizavimo prie-
zastys mazai nagrinétos (2). Masy tyrimo duomeni-
mis, dazniausios Klaipédos universitetinéje ligoninéje
hemodializuojamy ligoniy hospitalizavimo priezastys
yra kauly lGzimai (19 proc.) ir infekcija (19 proc.) (1
lentelé). Literatiros duomenimis, infekcinés kompli-
kacijos yra antroji pagal daznuma létine hemodialize
gydoma ligoniy mirties priezastis (11). Moksliniais tyri-
mais nustatyta, kad imuninés sistemos atsake dalyvauja
metalai, ypac¢ svarbus cinko vaidmuo. Sergant létiniu
inksty nepakankamumu cinko pasisavinima trukdo
albumino trakumas kraujyje ir mazai baltymy turinti
dieta, todél kraujyje sumazéja limfocity bei antikiny,
sutrinka antigeno skatinama limfocity transformacija
(11). Literataroje yra duomeny, kad hemodializuojamy
ligoniy hospitalizavimo daZna infekcijos priezastimi
yra arterinés - veninés fistulés punktavimo bei centri-

1 lentelé. Hemodializuojamy ligoniy hospitalizavimo prie-
Zastys.

Hospitalizavimo prieZastis Ligoniy skai¢ius (n)
Kauly liZimai 10 (19 proc.)
Sanariy implantacija 6 (11 proc.)
Kraujavimas i§ vir§kinimo trakto 9 (17 proc.)
Diabeto komplikacijos 8 (15 proc.)
Infekcija 10 (19 proc.)
Hidrotoraksas 3 (5 proc.)
Sepsis 1 (1,8 proc.)
Arterio — veninés fistulés trombozé 1 (1,8 proc.)
Sirdies ir kraujagysliy sistemos ligos 3 (5 proc.)
Hemodializés pradzia 2 (3 proc.)

2 lentelé. Hemodializuojamy ligoniy gretutiné patologija.

Gretutiné patologija Ligoniy skaicius (n)
1-2 skirtingu organy patologija 21 (36 proc.)
3-4 skirtingy organy patologija 10 (19 proc.)
Sirdies ir kraujagysliy ligos 33 (62 proc.)
ISeminé Sirdies liga 28 (8 proc.)
Virskinimo trakto ligos 9 (17 proc.)
Neurologinés ligos 4 (7 proc.)
Kvépavimo sistemos ligos 18 (35 proc.)
Urologinés ir ginekologinés ligos 3 (5 proc.)
Reumatologinés ligos 4 (7 proc.)
Tumorai 2 (3 proc.)
Infekcinés ligos 2 (3 proc.)

nio veninio kateterio naudojimo komplikacijos (11).

Masy tyrimy duomenimis, dazniausia hospitalizavi-
mo priezastimi buvo pneumonija, hidrotorksas, sepsis.

19 proc. (10) hemodializuojamy ligoniy buvo hos-
pitalizuoti deél kauly IGzimy. Literatdros duomenimis,
kauly lGziy rizika hemodializuojamiems ligoniams yra
2-4 kartus didesné (12), kadangi be jprastiniy osteoporo-
zés rizikos veiksniy hemodializuojamus ligonius veikia ir
specifiniai veiksniai — uremija, acidozé, vit. D trGkumas.
Turi jtakos cukrinis diabetas, reumatoidinis artritas ir kt.
Manoma, kad kauly laZzius $ie ligoniai patiria dél nesu-
sijusiy su osteoporoze kauly pazeidimuy.

LiteratGroje nurodomas rySys tarp hospitalizavimo
daznio ir gretutinés patologijos (2). Masy tyrimy duo-
menimis (2 lentelé), daZniausia gretutiné patologija yra
Sirdies ir kraujagysliy ligos, kurios nustatytos 33 (62
proc.) hemodializuojamiems ligoniams. Taip pat dazna
gretutiné patologija yra kvépavimo sistemos ligos, ku-
rios nustatytos 18 (35 proc.) hemodializuojamy ligoniy.
Dazna gretutiné patologija yra Sirdies ir kraujagysliy
ligos, kurios nustatytos 15 (28 proc.) ligoniy. Retesnés
— virskinimo trakto (17 proc.), neurologinés (7 proc.),
reumatologinés (7 proc.). Daugumai ligoniy Sirdies ir
kraujagysliy ligy progresavima skatina hipertenzija,
anemija, lipido apytakos pakitimai, ureminiai toksinai.
Sirdies ir kraujagysliy patologija yra daZniausia hemo-
dializuojamy ligoniy mirties prieZastis (5,10).

ISVADOS

1. Klaipédos universitetinéje ligoninéje daugiausia
hospitalizuota hemodializuojamy ligoniy dél kauly
[Gzimy ir infekcijy.

2. Sirdies ir kraujagysliy ligos yra daZniausia gretutiné
patologija tarp hospitalizuoty hemodializuojamy ligoniy.
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HOSPITALIZATIONS AND COMORBIDITY OF PATIENTS ON
HEMODIALYSIS

Regina Lukoseviciené, Aleksandr Baranov, Zavinta Kanciauskiené,
Irina Zeleniené

Summary

Key words: hemodialysis patients, hospitalizations, comorbidity.

The aim of the study is to examine the causes of hospitalization
on hemodialysis patients and the frequency of comorbidity. The
research was carried out in Klaipeda university hospital in January
2010 - April 2011 period. We have studied 53 patients with end-stage
renal failure and treated with chronic hemodialysis , 27 (51,9 %) men
and 26 (48,1 %) women. The average age of the patients was 55 years
(range 21 — 83 years).

Summarizing research results it can be stated that most frequent
causes of hospitalization of hemodialysis patients in Klaipeda university
hospital are bone fractures (19 %) and infectious (19 %). The most
frequent causes of comorbidity of hemodialysis patients are cardiovas-
cular pathology, which are set out in 33 (62 %) hemodialysis patients.
It is also a frequent comorbidity of respiratory system disease, which
are setout in 18 (35%) hemodialysis patients. Rarer — the digestive tract
(17 %), neurological (7%) and reumatological (7%) pathology.
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ACUTE ISCHEMIC STROKE CARE AT TWO HOSPITALS
OF LITHUANIA: ISSUES ON ITS COMPLIANCE WITH
INTERNATIONAL AND NATIONAL GUIDELINES.

A RETROSPECTIVE STUDY
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Key words: ischemic stroke, guidelines, pharmaco-
logic treatment, thrombolysis, outcomes.

Summary

Objective. Stroke is one of the leading causes of
death and disability both globally and in Lithuania,
however it is a preventable and treatable disease. Our
aim was to analyze stroke care in terms of emergency
medical services (EMS), diagnostic and pharmacother-
apy possibilities in everyday clinical practice and ad-
herence to national guidelines. Material and methods.
It was a retrospective study of the clinical records of
two hospitals (A and B) located in Lithuania within a
six months period. For the further statistical analysis,
the data of case histories, modes of referral, pharmaco-
therapy and outcomes were registered for every patient,
discharged with a diagnosis of ischemic stroke, chrono-
logically. Results. We collected the data of a total of
339 patients (150 (44.3%) men, 189 (55.7%) women).
EMS was used by 48.5% and 42.9% of the patients who
arrived at hospital A and B respectively. An estimated
median arrival delay was 7 h 40 min and 8 h. Within 3
h arrived 21.05% and 23.81% of the patients. Cranial
CT was performed on the first day to 33.3% and 86.9%
(p<0.01), and within 48 hours acetylsalicylic acid was
given to 53.2% and 64.3% of the patients. Thrombo-
Iytic therapy was not given at any hospital. Estimated
mortality rates were 14.6% and 13.7%. Conclusions.
The main reasons for exclusion from thrombolysis were
delays, when patients were referred via other than EMS,
or hospital had no 24/7 neuroimaging possibility. To
achieve future improvements, still much has to be done
to establish well-organized, evidence-based stroke care.

INTRODUCTION

Stroke, a sudden neurological impairment of pre-
sumed vascular origin, is globally one of the leading
causes of death and disability (1). World Health Or-
ganization (WHQO) estimated that in 2005, stroke ac-
counted for 5.7 million deaths world wide, equivalent
to 9.9 % of all deaths, and approximately the same
number of people were left permanently disabled (1).
The population over age 65, which has the highest
rates, is growing, and, therefore, contributes most to
the mounting numbers of mortality each year (2). The
majority of cases are ischemic strokes. According to the
official statistical data of Lithuania, deaths from cere-
brovascular (CVD) diseases in 2007 accounted for 5621
in absolute numbers, equivalent to 12.3% of all deaths,
and morbidity in standardized numbers was 27.20 per
1000 of the population (3). However, stroke is a pre-
ventable and treatable disease (4). By publishing and
continually updating guidelines, the mission of interna-
tional organizations (WHO, American Stroke Associa-
tion (ASA), which is a division of American Heart As-
sociation (AHA), International Stroke Society, European
Stroke Organization (ESO) and others) is to reduce the
incidence (epidemic) and burden of stroke by chang-
ing the way it is viewed and treated (5), supporting
clinical decisions with essential evidence-based facts,
thus making the best clinical advise for developing and
adapting guidelines at a national (country) level. Lithu-
anian national guidelines for stroke management were
updated in 2007 by the working group of Lithuanian
Stroke Association (6).

First of all, stroke has to be recognized, evaluated
and treated as a time sensitive-medical emergency (2,
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5). Emphasizing this, AHA/ASA has developed “Stroke
Chain of Survival” that links actions to minimize brain
injury and maximize stroke recovery (7), which means
increasing the knowledge of stroke among the general
public and health professionals and the rapid transfer
of stroke patients to hospitals able to provide the best
quality of specialist acute care, including diagnostics
and thrombolysis (5, 8). Stroke is a costly disease (1),
so from the standpoint of cost effectiveness, treatment
of acute ischemic stroke with thrombolytic agents ap-
pears to be an economically attractive strategy mainly
because of a decreased rate of disability, resulting in a
better quality of life of the patients (9).

The aim of our study was to evaluate stroke care in
Lithuania in terms of temporal characteristics of reac-
tion to stroke warning signs and symptoms, emergency
medical services (EMS) system transport, paying atten-
tion at diagnostic and early pharmacological treatment
possibilities in emergency and neurological depart-
ments, recommended medications on discharge, and
how they have followed international and Lithuanian
guidelines in everyday clinical practice, designating
clinical outcomes, highlighting the sore points, the ar-
eas which need improvement to achieve much better
management for the acute ischemic stroke patients.

MATERIAL AND METHODS

The study had a multicentre retrospective design,
which provided insights into the status of everyday
stroke management, avoiding the influences. The data
were collected of all the patients who were admitted
to emergency (ED) and neurological departments at
two hospitals in Lithuania, and discharged with a di-
agnosis code of 161 to 163 according to 10th Interna-
tional Classification of Diseases. Initially, the study of
all hospitals of one city in Lithuania was considered,
however a few of them refused to participate. Because
of confidentiality reasons, we referred our investigative
hospitals as A and B. Both were located in one city of
Lithuania. None of them had a stroke unit, but both had
an intensive care unit. Computed tomography (CT) and
magnetic resonance imaging (MRI) performance were
available 24 hours per day 7 days per week at hospi-
tal B, while only CT scan and just during daytime at
hospital A. We reviewed all the clinical records (case
histories), obtained from the archives within a 6 months
period (from January 2006 to July 2006 of hospital A,
and from January 2007 to July 2007 of hospital B). It
took longer to get a permission of the latter hospital
to perform analysis, that’s why it appeared some dis-

parities in time. For the further analysis the data were
collected into a specially prepared electronic table.
From the medical records of each case, we extracted
patients’ characteristics (age, sex, height, weight, medi-
cations used before stroke, co-morbidities, previous
cardiovascular (pectoral angina, myocardial infarction)
and cerebrovascular events (transitory ischemic attack,
stroke), other stroke risk factors (diabetes, smoking,
atrial fibrillation (AF), cardiomyopathy, hypertrophy of
the left ventricle, arterial hypertension, rheumatic fever,
prosthetic valves, patent foramen ovale), time charac-
teristics (onset of the symptoms, arrival delays, timing
of CT performance and duration of ED assessment), in-
formation on the modes of referral (classified as EMS
service, spontaneous, referral by a family doctor or by
other hospital), in-hospital pharmacotherapy both for
acute ischemic stroke and co-morbidities. Furthermore,
the data about length of stay, clinical outcomes (mortal-
ity, degree of disability, measured in Barthel index (BI),
discharge destination, recovery) and recommended
medications on discharge were noted. Bl ranged from
0 (totally dependent) to 100 (independent), and thus a
score of >70 indicated a mild and <30- a severe degree
of stroke impact on activities of daily living. It must be
emphasized that some data were lacking in case histo-
ries. All the data of the patients were made anonymous
before analysis to ensure confidentiality. The study was
approved by Regional Ethical Committee.

Statistical analysis was performed using Microsoft
Excel 2007 and Statistical Package for Social Sciences
software (SPSS) version 12. For those variables, which
were not normally distributed (e.g. arrival delays, blood
pressure measures) for descriptive statistics the median
and interquartile range (IQR) were given and for the
patient characteristics- mean (or median), standard de-
viation (SD) and proportions were presented. The two
samples were compared using Student (t) and Pearson
Chi-square (y2) tests. A probability (p) value less than
0.05 was considered to be statistically significant.

RESULTS

Altogether the clinical records of 339 patients were
studied, which included 150 (44.3%) of the men and
189 (55.7%) of the women. Of all the patients, 171 were
managed at hospital A and 168 at hospital B. Detailed
descriptive characteristics of acute stroke patients are
shown in Table 1. We could not statistically compare
the two samples in respect of some documented risk
factors, because some data were either clearly lacking
(left omitted in the special forms, e.g. smoking, weight,
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height for body mass index (BMI) counting), or might
not have been recorded all the times (e.g. antihyperten-
sive therapy before admission, previous cardiovascular
pathology, oncological diseases), which we denoted in
the table.

Acute ischemic stroke accounted for the major-
ity of stroke cases at both hospitals (Table 2), and for
the further analysis this group of the patients was en-
rolled. The samples of the patients of both hospitals
were similar, according to the temporal characteristics
of an onset of symptoms to arrivals (p= 0.28) and fi-
nal clinical diagnoses, but completion of assessment in
ED (p<0.001). About less than 1/4 of the patients with
acute ischemic stroke arrived within 3 hours from the
onset of symptoms, but it should be taken into account
again, that more than 1/3 of the exact chronological
data of the documents were not assessable as simply
were not recorded. An estimated median arrival delay
to hospital A was 7 hours 40 minutes (IQR 2 hours 30
minutes -24 hours), and to hospital B- 8 hours (IQR 2
hours 5 minutes -22 hours 11 minutes). Significant de-
lays were also elucidated on in-hospital assessment of
the stroke patients, involving CT performance (Table 2)
(x*=103.4, p <0.001).

The majority of the patients arrived at both hospi-

Table 1. Characteristics of the acute stroke patients.

tals by ambulance (48.5% and 42.9%) (Table 3). About
1/3 of the patients were taken to other health care in-
stitutions before arrivals to our investigative hospitals
(26.9% and 39.9%), making only 1.75% and 4.17%
of these patients arriving within 3 hours interval. A
significant number of the patients with acute stroke
also consulted a family doctor before seeking hospital
care (19.3% and 8.3%), which caused just 1.17% and
0.60% of arrivals within 3 hours. A statistically signifi-
cant difference between the samples of hospital A and
B was observed analyzing the ways of referral (Pearson
x*=13.58, p=0.004).

We also reviewed how many of the preliminary di-
agnoses on admission proved to be correct after making
full evaluation of the patients: EMS personnel diagnoses
appeared to be correct for the 63.9% of the patients,
who were taken to hospital A, and for 83.3% who were
taken to hospital B. Taken together all the ways of refer-
ral, they appeared to be reconfirmed for 68.4% of the

Table 2. Access to key services for patients hospitalized with
stroke, computed tomography performance and final clinical
diagnoses at two of the hospitals.

Hospital A Hospital B \

Onset of symptoms/last to be normal to arrival **
N % N %

0 —2:5h 36 | 21.05 | 40 | 23.81
e | e 3-5:59h 26 | 1521 | 13 7.74
ospital ospital
Characteristics Overall (N= 171) 100% Overall (N=168) 100% 6—11:59 h 12 7.02 9 5.36
st Males (N=60) 35.19% Males (N=90) 53.57%
Females (N=111) 64.91% Females (N=78) 46.43% 212h 44 25.73 52 30.95
Age £SD (years) (N:171): 73.64 £12.3* (N:168)‘1’ 67.46 £13* Time unknown 53 13099 | 54 | 32.14
i = * — d *
j;f;;‘lgiggs‘(‘;“;gg;’“ (N=171)°158.88 +22.2 (N=168)°156.00+29 Arrival to end of assessment at emergency department (ED) *
BMI (kg/m?) +SD (N=78)729.13 5.8 (N=75)728.38 5.7 N % N %
i e 0— 30 mi 69 | 40.35 | 64 | 38.10
History of antihypertensive (N=147)' 8597 (N=88)752.30 — S50 min . .
Di bﬂt‘erapylﬁ) (%) (N=32)"16.96 (N=20)"10.71 31— 60 min 6l 35671 11 6.55
1abetes mellitus (7o = 3 =. .
Smoking (%) (N=21)712.28 (N=14)78.30 >1h 41 | 2398 | 93 | 55.36
(N=150)" (N=154)" ¥
History of myocardial (N=33)"19.30 (N=11)7 6.54 Computed tomography (CT) performance
infarction (%) ; N % N %
Angina pectoris (%) (N=104)" 60.82 (N=11)" 6.54 .
Heart failure (%) (N=13679.53 N=59)32.14 CT performed in total 162 | 94.74 | 163 | 97.02
Atrial fibrillation (%) (N=55"32.16 (N=53)731.55 On the first day 57 |33.33 [ 146 | 86.90
hy of a left h =145)" 84. =55)732.
e e (o (N80 (N=s5)°32.73 Second day 60 | 3509 5 | 298
R‘:iswfy _Ofst_foklc ("/10) (’(‘1;51‘;;, f"]~§3 (?‘;3(‘)}; (1)8635 Third day and later 45 12632 12 | 7.14
matic mitral valv = . = B . .. . .
- lzsi:;n (%Z; o ] ] Final clinical diagnosis based on CT data**
Dilated cardiomyopathy (%) (N=2)"1.16 (N=1)"0.60 L) o,
Prosthetic heart valves (%) N=2)"1.16 (N=1"0.60 - - N %o N Yo
Oncological discase (%) (N=13)"7.60 (N=15)'8.93 Acute ischemic stroke 145 | 84.80 | 145 | 86.31
Hypomobility (%) (N=23) 13.45 (N=3) 1.79 Intracerebral haemorrhage | 16 | 936 | 15 | 8.93
SD- Standard deviation; BP- Blood pressure; BMI — Body mass index; ECG Subarachnoid haemorrhage 1 0.58 0 0.00
= Electrocardiogram Unknown 9 5.26 8 | 4.76
*-a statistically not significant difference between the hospitals (t test,
p>0.05) * - a statistically significant difference between the hospitals (12 test,
d-the characteristics which were documented trustworthy p<0.05)

n-the clearly not documented (lacking) facts
?-the data, which arose hesitations if they were recorded all the times

** - a statistically not significant difference between two of the hospitals
(22 test, p>0.05).



Table 3. Mode of referral in comparison to the number of the
patients, presented within 3 hours from the onset of stroke
symptoms (N=339).

Mode of referral Hospital A * Hospital B *

N % Number N| % Number

presented presented

within 3 hours within 3 hours
Spontaneously/was broughtby | 9 | 5.26 1 15| 893 4
relatives

Emergency system service 83 | 48.54 30 72| 42.86 28
Referred by a family doctor | 33 [ 19.30 2 14| 833 1
Referred from other hospital | 46 | 26.90 3 67 | 39.88 7

*- a statistically significant difference between the hospitals (12 test,
p<0.05)

Table 4. Pharmacological treatment of ischemic stroke and co-
morbidities during in-hospital period in the acute setting.

Medication Hospital A* Hospital B*
N % N %

Only Aspirin (within 48 hours) 91 53.22 108 64.29
Only Clopidogrel 20 11.69 4 2.38
Aspirin + Clopidogrel 2 1.17 1 0.60
Heparin 1 0.58 2 1.19
Low molecular weight heparin 7 4.09 8 4.76
Warfarin 8 4.68 8 4.76
Furosemide 28 16.37 14 8.33
Spironolactone 10 5.85 1 0.60
Mannitol 85 49.70 29 17.26
Dextran 0 0.00 5 2.98
Sol. NaCl 0.9% 166 97.08 129 76.79
Sol. Glucose 5% 2 1.17 0 0.00
Sol. Ringeri 9 5.26 32 19.05
Antibiotics 18 10.53 6 3.57
Non-steroid anti-inflammatory drugs 8 4.68 17 10.12
Aminophylline 1 0.58 1 0.60
Pentoxifylline 104 60.82 116 69.05
Cinnarizine 65 38.01 0 0.00
Vinpocetine 69 40.35 0 0.00
Aminophylline + Pentoxifylline 1 0.58 0 0.00
Pentoxifylline + Vinpocetine 14 8.19 0 0.00
Pentoxifylline + Cinnarizine 41 23.98 0 0.00
Vinpocetine + Cinnarizine 21 12.28 0 0.00
Lorazepam 16 9.36 0 0.00
Diazepam 29 16.96 10 5.95
Angiotensin converting enzyme inhibitors 86 50.29 93 55.36
Beta blockers 38 2222 35 20.83
Calcium channel blockers 16 9.36 22 13.10
Digoxin 20 11.70 8 4.76
Mildronate 16 9.36 0 0.00
Tiapridal 5 2.92 4 2.38
Doxazosin 3 1.75 3 1.79
Metoclopramide 12 7.02 12 7.14
Carbamazepine 5 2.92 3 1.79
Isosorbide mononitrate 19 11.11 1 0.60

* - a statistically significant difference between two of the hospitals (112
test, p<0.05)

cases at hospital A and 60.7% at hospital B.

Early pharmacologic treatment for acute ischemic
stroke patients is presented in Table 4, which revealed
statistically significant differences comparing hospi-
tal A and B (Pearson y?=286.62, p<0.001). The data
showed that thrombolytic therapy was not given to any
of the all reported patients during an analyzed period.

Following published guidelines, we also analyzed
blood pressure (BP) dynamics, being recorded for the
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O Nursing care institutions

Hospital B* B Dead

Disabled

H Inpatient rehabilitation

units
Hospital A* . R
[ Outpatient rehabilitation

units

Recovered

0% 20% 40% 60% 80% 100%

Chart 1. Clinical outcomes of the patients within a period of
hospitalization and discharge destinations (N=339).

* - a statistically significant difference between the hospitals (12 test,
p<0.05)

Table 5. European and American definitions of the levels of
evidence and their classification schemes (5, 7).

[Level A [Established as (not) useful/predictive for diagnostic, or as (in) effective or
5,7) harmful for therapeutic intervention; requires = konvincing Class I or =2
consistent, convincing Class II studies (5). Multiple (3-5) population risk strata
(7)
[Level B [Established as (not) useful/predictive for diagnostic, or as (in) effective or
5.7 harmful for therapeutic intervention; requires = konvincing Class II study or
loverwhelming Class III evidence (5). Limited (2-3) population risk strata (7)
ILevel C [Established as (not) useful/predictive for diagnostic, or as (in) effective or
5.7) armful for therapeutic intervention; requires =2 Class III studie$). Very
limited (1-2) population risk strata (7).
IGCP Good clinical practice (GCP). Based on the experience of the guideline
5) development group, usually on Class IV evidence indicating large clinical
uncertainty (5).
Evidence classification scheme for a therapeutic intervention
Class 1 JAn adequately powered, prospective, randomized, controlled clinical trial with

57 asked outcome assessment in a representative population or an adequately
powered systematic review (5). Treatment should be administered (7).

lass II (5) [Prospective matched-group cohort study in a representative population with

r class [Ta |masked outcome assessment or a randomized, controlled trial in a representative
7) opulation that lacks one criterion for class I evidence (5). It is reasonable to
ladminister treatment (7).

lass III (5) JAll other controlled trials in a representative population, where outcome

r class IIb [assessment is independent of patient treatment (5). Treatment may be considered
7) (7).
Class IV (5) [Evidence from uncontrolled studies, case series, case reports, or expert opinion
or class III |(5). Treatment is not helpful and may be harmful (7).
7)

first (on admission) and the second day, which was
particularly important for the correction tactics. Mean
arterial BP at critical values (i.e. <50 mmHg and >150
mmHg) was counted on the first and second days to
1 (0.01%) of the patients and 6 (0.04%) at hospital A,
and to 7 (0.04%) and 21 (0.13%) at hospital B, respec-
tively.

An average hospital stay with acute ischemic stroke
was 9.54 +3.55 days (mean =SD) (median 10 days;
IQR 2-21 days) at hospital A, compared to 12.33 +5.94
days (median 12 days; IQR 5-42 days) at hospital B.
Evaluating clinical outcomes (Chart 1), we have found
statistically significant differences between two of the
hospitals (Pearson ¥?=25.6, p<0.001). It was counted
14.6% and 13.7% mortality rates at hospital A and B.
Bl was documented for 120 of the patients and referred
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43.5+ 34.9 points (mean £SD) at hospital A, whereas
it was 63.8+ 30.1 points at hospital B. Analyzing the
severity of stroke impact, we have found mild degree
of disability (>70 points) for 29 (24.2%) of ischemic
stroke patients, treated at hospital A and 69 (56.1%) at
hospital B; moderate (70-30 points) for 36 (30%) and
36 (29.3%); severe (<30 points) 55 (45.8%) and 18
(14.6%) (p<0.05).

Continual anticoagulation with warfarin for second-
ary prevention was recommended on discharge at hos-
pital Afor 11 (7.5%) of the patients and at hospital B for
24 (16.6%) in persistent AF. Hypolipidemic drugs (i.e.
statins) were prescribed at hospital A to none of the pa-
tients (0%) and at hospital B for just 1 patient (0.7%).

DISCUSSION

Intravenous alteplase (rt-PA) is recommended with-
in 3 hours of onset of ischaemic stroke (class I, level
A of evidence; see Table 5 for detailed explanation of
the categories of each recommendation) (4, 5, 7). Most
ischemic strokes are caused by thrombotic arterial oc-
clusions (9), hence, many agents (streptokinase, prou-
rokinase, reteplase (r-PA), tenecteplase (TNK-rt-PA),
lanoteplase (n-PA), etc.), which rapidly lyse thrombi by
catalyzing the formation of the serine protease plasmin
from its precursor, have been tested for thrombolytic
treatment of ischemic stroke either in clinical trials, or
in animal models (10, 11, 12). However, alteplase re-
mains the only one officially approved by the European
Medicines Evaluation Agency and Food and Drug Ad-
ministration, and recommended for this indication in
selected patients on the basis of clinical trials, which
have proved a significant reduction in the number of
patients with death or dependency (4, 5, 6, 7).

Thrombolysis is a standard practice for acute myo-
cardial infarction, but the majority of stroke patients
does not receive it either because they have contrain-
dications to this treatment or arrive too late to a hos-
pital capable of giving it (10, 12). Getting patients to
hospital rapidly is important even if rt-PA is not going
to be given (8). That is the reason why immediate EMS
contact and priority dispatch are recommended (Class
II, Level B) with suspected stroke victims transporta-
tion without delay to the nearest medical centre with
stroke unit (Class Ill, Level B) (5) (Class I, Level B) (6).
Data from various countries of America, Europe and
Asia indicate, that patients are excluded from thrombo-
lytic therapy for multiple reasons, one of the main ones
is insufficient time to complete the studies, and those
who do utilize EMS comprise the majority of patients

presenting within the 3-hour window (7, 8, 13-25).

We have found our results similar to some cited
above in aspects of mode of referral and time charac-
teristics, despite direct comparison with these studies is
impossible because of the different study designs, the
years when they were performed and the differences in
healthcare systems. In our study, EMS service was used
less than by half of the patients, and estimated median
arrival delay was unfavorably high, which accounted
for a tiny proportion, which arrived within 3 hours. It
was revealed that a significant number of patients ei-
ther consulted a family doctor before seeking hospital
care, or were referred by other hospitals, which caused
significant delays.

We also took a note of correspondence between ini-
tial EMS and final clinical diagnoses, which was found
to be of pretty high level, as recognition of stroke by
EMS personnel, using or not either simple instruments
(Class 1V, GCP) (5) or stroke identification algorithms
(Class I, Level B) (7) is needed to guide the transpor-
tation of the patients to the most appropriate facilities
(26, 27). The failure to develop arrangements with EMS
reflects the slow progress in the development of throm-
bolysis services (8). The total number of patients being
thrombolysed still remains a tiny proportion of those
that might benefit (8). Currently less than 5% of all pa-
tients with stroke are treated with thrombolysis in most
areas where the therapy has been implemented (15).
Austria, together with other countries such as Finland
and Sweden, has the highest thrombolysis rate in Eu-
rope (reflected also in the SITS-MOST registry) because
it has established a system that can act very quickly
and effectively (28). Encouraging data for its use come
from an analysis of the largest discharge database in
the US for the years 1999 to 2002, which showed that
thrombolytic therapy being applied in the community
has a similar safety profile to that observed in the large,
prospective clinical trials (29).

So competence and organizational factors appear to
be the main, influencing stroke management outcomes.
The review of clinical trials proved organized inpatient
care for stroke to reduce the odds of death, institutional-
ized care and dependency, compared with an alterna-
tive service (30, 31). That's why the creation of primary
(Class I, Level B) and development of comprehensive
stroke centers is recommended (Class I, Level C) (7).
Nevertheless, according to the latest studies, it appears
not all are the same in many aspects, and stroke unit
admission does not automatically imply receipt of com-
prehensive care (32, 33). Despite proven efficacy and
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cost—effectiveness, stroke unit care remains underused
in almost all parts of the world (15).

There was no thrombolysis performed during an
analyzed period of time at any hospital not only be-
cause of too late arrivals, but also because of other
documented factors, especially diagnostic (CT per-
formance) problems. The role of brain imaging in en-
hanced patient selection is increasing because of the
necessity to differentiate between ischemic and hem-
orrhagic stroke as treatment without differential diag-
nostics could prove fatal (12). Non-contrast cranial CT
scan is the established imaging procedure for the initial
evaluation of patients with stroke (class Il, level C) (34),
(class I, level A) (7), which should be used urgently for
all the patients (class I, level A) (5, 6). Despite cranial
CT was performed not to all the patients at both hospi-
tals, the biggest concern involved its issues of urgency,
which was measured in days, not even hours. This
mainly reflects organizational problems- EMS transpor-
tation of the patients where acute stroke management
is suboptimal as at hospital A radiological service is not
available for 24 hours per day. Variations in the use of
diagnostic procedures after acute stroke in hospitals of
other European countries also exist, which was eluci-
dated with the results from the BIOMED Il study (35).

If thrombolytic therapy is not planned or given, ace-
tylsalicylic acid should be given within 48 hours (5, 6),
or even within 24 hours (4, 7) (class I, level A). Platelet
adhesion, activation and aggregation at the site of vas-
cular injury cause obstruction of the narrowed artery
and development of acute clinical manifestations (36).
In recent years atherothrombosis and its underlying
condition of atherosclerosis also have come to be rec-
ognized as manifestations of an inflammatory disease,
influenced by therapies currently in use, including an-
tiaggregants (37). There is no evidence that low doses
of aspirin are less effective than high ones (38), and,
weighing efficacy and safety, the opposite may be true,
as the inhibitory effect on platelets is saturable (39). In
terms of clinical and research implications, the results
of clinical trials are consistent with biochemical evi-
dence of episodic platelet activation during the first 48
hours after the onset of symptoms (39). Primary effects
of acetylsalicylic acid are due to reduction of early re-
current stroke rather than limitation of the neurological
consequences (7). The use of other antiplatelet agents
(single or combined) is not recommended in an acute
situation (class Ill, level C) (5, 7) as, in contrast to aspi-
rin, which inhibits the production of TXA2 by platelets
virtually completely at low doses, ticlopidine and clop-

idogrel incompletely and variably inhibit ADP induced
platelet aggregation (39). Both the optimal timing and
size of the loading dose for achieving a prompt anti-
platelet effect is substantially uncertain (39). Moreover,
clopidogrel treatment exhibits marked interindividual
variability and it is likely that other drugs may modify
the systemic bioavailability of the active metabolite
(39, 40).

Even though it is highly recommended, there are
disappointing results of the treatment with antiplatelet
agents in our study as well. Within 48 hours acetylsali-
cylic acid was given just to 53.2% and 64.3% of the
patients, and a significant part received clopidogrel or
its combination with aspirin in the acute setting. It is of
grave concern that in developed countries like the UK,
only 71% of patients achieved the standard of aspirin
treatment, however the combined use of aspirin and
clopidogrel has reduced from 4% to 2% (8). One re-
cent study in Thailand was conducted to review the use
of clopidogrel based on the FDA-approved indications,
which showed that the use was deemed appropriate in
72.2% of cases (41).

Urgent anticoagulation is not recommended for
treatment of acute ischemic stroke because of an in-
creased risk of serious intracranial hemorrhagic com-
plications (Class Ill, Level A) (6, 7, 42), (Class I, Level
A) (5), and may be considered just in some clinical situ-
ations (Class 1V, GCP) (5, 6). In our study heparin was
used for 0.6 % and 1.2 %, and low molecular weight
heparin for 4.1% and 4.8%, moreover, 4.7% and 4.8%
of patients remained on warfarin after admission. It
must be emphasized, that it was very complicated to
interpret the data as the indications were not clearly
recorded.

Currently, there is no recommendation to treat
acute ischemic stroke patients with neuroprotective
substances (class I, level A) (5) and/or administer medi-
cations such as pentoxifylline (Class lll, Level A) (7), but
in our study it even took priority compared to antiplate-
let agents. Pentoxifylline (alone or in combination with
neuroprotectants) was given to the majority of patients,
especially at hospital A. According to the systematic
review, the odds of early death (within four weeks) was
non-significantly reduced in patients given a methylx-
anthine drug compared with those given placebo, and
that trend was due mainly to one pentoxifylline trial (43).

Discussing other issues on basic stroke treatment,
despite the majority of cases fluid replacement therapy
was prescribed according to the guidelines, still we
found glucose 5% solution used for 1.17 % of cases at
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hospital A and dextran for 2.98% at hospital B.

Routine BP lowering is not recommended follow-
ing acute stroke (Class IV, GCP) and, if needed, abrupt
should be avoided (Class Il, Level C) (5, 6) and cor-
rected in a stepwise manner in patients with extremely
high (>220/120 mmHg), severe cardiac failure, aortic
dissection, or hypertensive encephalopathy (Class 1V,
GCP) (5) (Class I, Level C) (6) This is important, because
inappropriately lowered may increase neurologic dam-
age as cerebral blood flow becomes pressure passive in
the areas of ischemic injury (44, 45, 46). We found the
majority of patients received antihypertensive drugs,
however mean BP at critical values was counted on the
first and second days just to the tiny numbers.

As records about recommended pharmacotherapy
for secondary prevention of stroke were either very
poor or lacking, it was very difficult or sometimes
impossible to assess it. We were not able to analyze
which one exactly of the antiplatelet agents (or their
combinations) was recommended on discharge, and
aspirin monotherapy, the combination of aspirin and
extended-release dipyridamole, clopidogrel monother-
apy, or triflusal alone would be all acceptable options
for secondary prophylaxis (Class I, Level A) (5, 47).

AF was recorded to 32.2 % and 31.6 %, compared
to small fraction (7.5% and 16.6%) of the patients in AF
discharged on warfarin. The results similar, but more
disappointing, comparing to those, found in other coun-
tries: in the UK 34% of patients in AF were discharged
on an anticoagulant (8), in Italy 27.3% were under oral
anticoagulants, but ineffective doses before the onset of
stroke (48). Cardioembolic stroke is the ischemic stroke
subtype with the worse prognosis (48), and given the
clear evidence that anticoagulation of patients in AF
is the most effective way of preventing stroke in these
patients (class I, level A), and while not all patients will
be appropriate for anticoagulation this is a much lower
figure (5, 8).

In our study statins were recommended to only 1
patient at hospital B, showing disparities on evalua-
tion of lipid status and lipid lowering drug prescription,
despite published recommendations (8, 47). Despite it
may facilitate neurorehabilitation (49), we didn‘t find
any antidepressant started during in-hospital period
or recommended on discharge at any hospital either,
showing possible under-evaluation also of neuropsy-
chiatric conditions following stroke (5).

Measuring clinical outcomes, mortality was of high-
er rates at both hospitals (14.6% and 13.7%). Death
rates during hospitalization were reported from other

countries, varied widely and depended on hospital
type, level of care, used treatments and other factors
9, 22, 29, 33). We found some statistically significant
differences, analyzing severity of disability, as hospital
A was associated with higher degree of stroke impact,
thus making a bigger proportion of the patients with
the discharge destination to the nursing care and less to
rehabilitation institutions.

Limitations of the study. It was retrospective, so the
quality of the data depended mainly on the quality of
documentation, which appeared to be an issue in our
study. Guidelines were updated in 2007 and 2008, but
the data were collected earlier. It was not possible to
include all the hospitals into analysis due to the lack of
the wish of collaboration, so the data might not totally
mirror the situation among all other hospitals of Lithu-
ania.

CONCLUSIONS

The results demonstrated a partially suboptimal
acute stroke care at two hospitals of Lithuania, accord-
ing to international and national guidelines, at various
points. The main reasons why all the patients were not
eligible and excluded from thrombolytic therapy were
delays, originating with referrals via other than EMS,
or hospitals having no 24/7 neuroimaging possibilities.
There were some marked disparities observed in phar-
macotherapy according to guidelines either in the as-
pects of underuse of acetylsalicylic acid, or overuse of
vasoactive and neuroprotective substances in the acute
setting, insufficient number of anticoagulated patients
in AF on discharge, ignorance of lipid and mood sta-
tus evaluation, possibly negatively influencing clinical
outcomes. To achieve future improvements, still much
has to be done, including pre-hospital step (community,
EMS personnel educational and organizational prob-
lems solving) and in-hospital step (creation of stroke
centers, development of strict protocols, algorithms of
diagnostics and treatment in every department, dealing
with stroke, collaboration, certification, audit, techni-
cal part improvement and continuous education) to es-
tablish a well-organized and multidisciplinary system
of stroke care with the intention, by improving stroke
management, to reduce the burden for the patients.
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DVIEJU LIETUVOS LIGONINIU ISEMINIY INSULTY

DIAGNOSTIKOS IR GYDYMO ATITIKIMAS TARPTAUTINEMS
IR SALIES REKOMENDACIJOMS. RETROSPEKTYVUS TYRIMAS

Gintautas Gumbrevicius, Daiva Rastenyte, Kristina Lauckaité,
Eglé Krasauskaité, Inga Urbonaviciate, Audrius Sveikata, Tomas Ja-
nusonis

Santrauka

Raktazodziai: iSeminis insultas, rekomendacijos, farmakoterapi-
ja, trombolizé, baigtys.

Insultas yra viena pirmaujanciy mirtingumo ir nejgalumo prie-
zascCiy tiek pasaulyje, tiek ir Lietuvoje, nepaisant to, jog yra pastebi-
ma ir gydoma liga. Darbo tikslas- isanalizuoti esama insulty situacija
laiko, greitosios medicinos pagalbos (GMP), diagnostikos ir farma-
koterapijos galimybiy, klinikiniy baigciy aspektais kasdienéje klini-
kinéje praktikoje ir nustatyti, kaip laikytasi rekomendacijy. Tyrimo
medziaga ir metodai. Retrospektyvus dviejy Lietuvos ligoniniy (A ir
B) sesiy ménesiy laikotarpio ligos istorijy tyrimas. Statistinei analizei
atlikti, surinkti kiekvieno ligonio, kuriam diagnozuotas iSeminis insul-
tas, anamnezés, kreipimosi bady, farmakoterapijos, klinikos baigciy
duomenys. Rezultatai. IS viso isanalizuotos 339 ligoniy 150 (44,3%)
vyry, 189 (55,7%) motery ligos istorijos. | GMP kreipési 48,5% ir
42,9% pacienty, atvykusiy atitinkamai j ligonines A ir B. Apskaiciuo-
ta atvykimo sugaisc¢iy mediana buvo 7 val. 40 min. ir 8 val. Per 3
val. nuo ligos pradzios atvyko 21,05% ir 23,81% pacienty. Galvos
smegeny KT atlikta per pirmaja para 33,3% ir 86,9% atvejy (p<0.01).
Per 48 val. acetilsalicilo ragstis paskirta 53,2% ir 64,3% ligoniy.
Tiriamuoju laikotarpiu abiejose ligoninése nebuvo atlikta nei viena
trombolizé. Nustatytas stacionarinio mirstamumo rodiklis 14,6% ir
13,7%. ISvados. Sugaistys, jeigu ligoniai kreipési ne j GMP bei hos-
pitalizuoti | ligonine, kurioje galvos smegeny vaizdiniai tyrimai ne-
atliekami visa para, buvo pagrindinés priezastys, dél ko trombolizé
nebuvo atlikta. Norint pagerinti situacija ateityje, dar daug kas turi
bati nuveikta, sudarant salygas teikti gerai organizuotg ir jrodymais
pagrista pagalba iseminiy insulty ligoniams.
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ANATOMINE (TIPINE) VISISKAI VIDEOTORAKOSKOPINE
PLAUCIU SEGMENTEKTOMIJA

ALEKSANDRAS BAGAJEVAS, GEDIMINAS KUNIGELIS
Klaipédos universitetiné ligoniné

Raktazodziai: videotorakoskopiné segmentektomija
plauciy navikai, mazai invaziné chirurgija.

Santrauka

Darbo tikslas — isanalizuoti videotorakoskopiniy
tipiniy plauciy segmentektomijy patirtj ir gydymo
rezultatus, $alinant piktybinius ir gerybinius pe-
riferinius plauciy darinius pacientams, kuriy bakle
apsunkina lydincios ligos ar senyvas amZius.
Tyrimo medziaga ir metodai. ISnagrinéjome 12
pacienty, kuriems 2009 — 2010 m. buvo atlikta ti-
piné (anatominé) videotorakoskopiné segmentek-
tomija dél piktybinio ar nepiktybinio periferinio
plauciy darinio. Be to, visais atvejais operacijos
metu buvo atliekama sisteminé limfadenektomija.
Pacientai buvo 60-81 m. am~Ziaus ir 9 i$ 12 turéjo
rimtg lydincig patologijg dél koronarinés Sirdies
ligos, pirminés arterinés hipertenzijos, kardio-
miopatijos, aortos aneurizmos ir reumatoidinio
poliatrito. ISanalizavome intrahospitalinio laiko-
tarpio gydymo rezultatus.

Rezultatai. Operacijos trukmeés vidurkis buvo 108
minutés (65-150 min.), kraujo netekimas — 246 ml
(0 - 500 ml), pooperaciné dreny ekspozicija— 3,8
dienos (1-6 d.), pooperacinis lovadienis — 7,7
dienos (5 - 12 d.). Pasalinty plauciy dariniy his-
tologiné struktara buvo: plauciy adenokarcinoma
— 4 pacientai (trims TINOMO ir vienam — TINT-
MO), plokscialasteline karcinoma TTNOMO - 2
pacientai, be to, po vieng atvejj - hamartoma,
kraties vézio metastaze, uzdegiminis pseudo-
tumoras ir Wegenerio granulomatozé, o dviem
atvejais - tuberkuloma. Chirurginio pobddZzio
komplikacijy nebuvo.

ISvados. Anatominé videotorakoskopiné segmen-
tektomija yra naujas, perspektyvus PV TINOMO
gydymo metodas, 2009 m. placiai publikuotas
uzsenio spaudoje ir sekmingai pradétas taikyti
Lietuvoje, ji, masy duomenimis, yra saugi, mazai
trauminé operacija, kurig galima atlikti ir vyresnio
amZziaus pacientams, turintiems sunkig lydincia
patologija.

Kraujo netekimas, dreny ekspozicija ir pooperaci-
nis lovadienis panasus kaip ir po atviry operacijy,
taciau ligoniy reabilitacija Zymiai greitesné ir
lengvesné, nes mazesnis skausminis sindromas
ir uzdegiminé reakcija. Videotorakoskopinée
segmentektomija nepriestarauja onkologiniams
principams, kadangi atliekama anatomiskai,o be
to kartu atliekama ir sisteminé videotorakosko-
piné limfadenektomija.

IVADAS

Siuo metu visame pasaulyje stebimas mazai inva-
zinés, tarp jy ir videotorakoskopinés (VTS) chirurgijos
bumas, kuris prasidéjo mazdaug prie§ 20 mety. Sis di-
dziulis susidoméjimas VTS chirurgija salygotas naujy
technologijy atsiradimo, taip pat ir chirurgy noru rasti
efektyviausia gydymo metoda, maksimaliai sumazi-
nantj operacijos traumiskuma. XX a. devintame desimt-
metyje dauguma onkology ir chirurgy, dirbanciy $ioje
srityje, gana skeptiskai atsiliepdavo apie videotorakos-
kopines plauciy rezekcines operacijas, kaip gydymo
metoda. Standartinis pirminio plauciy vézio (PV) gydy-
mas yra anatominé rezekcija — lobektomija. PV Tyrimo
Grupés (Lung Cancer Study Group) duomenimis, isgy-
venamumas ir berecidyvinis periodas po lobektomijos
yra geresnis, palyginus su sublobarine rezekcija (1).
TacCiau paskutiniu metu atskiry institucijy publikuoti
tyrimai parodé puikius rezultatus, atlikus sublobarines
rezekcijas esant nedidelei (iki 2 cm) nesmulkialastelinei
plauciy karcinomai (2, 3). Siuo metu vyksta tarptautine
studija, kurios tikslas palyginti iSgyvenamuma ir bereci-
dyvinj perioda po lobektomijos ir sublobarinés rezekci-
jos, esant navikui iki 2 cm (CALGB 140503). Tokia pati
tendencija stebima ir videotorakoskopinéje chirurgijo-
je. 2009 m. NCCN nesmulkialastelinio plauciy vézio
ankstyvy stadijy gydymo rekomendacijose VTS lobek-
tomija jrasyta jau kaip gydymo metodas. |gyjant didele
videotorakoskopiniy lobektomijy patirtj (Gossot D,Ha-
zelrigg SR,McKenna RJ,Roviaro GC,Walker WS,Yim
APS ir kt.), pasirodé pranesimai ir apie VTS anatomines
segmentektomijas. Siandien jau yra duomeny apie VTS
tipine (anatomine) segmentektomija, kaip adekvaty PV
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TINOMO gydyma. Terminu anatominé (tipiné) visiskai
videotorakoskopiné (full thoracoscopic) plauciy seg-
mentektomija pazymime operacija, atlieckama lobekto-
mijos principu, kai atskirai apdorojami arterija, vena,
bronchas, tam panaudojant monitorius vizualizacijai ir
tik endoskopinius instrumentus, siuvimo aparatus, jki-
Samus per 3 (4) portus be dideliy pjaviy. Labai svarbu,
kad operacinis priéjimas prie patologinio Zidinio baty
maziau trauminis negu pats zidinio pasalinimas.

VTS anatominés segmentektomijos pagrindimas:

e Operacijos tikslas — i$saugoti kuo daugiau
sveiko plauciy audinio ir nepaZzeisti onkologijos princi-
py: rezekuoti anatomiskai, atlikti sistemine limfadenek-
tomijaq ir iSvengti trauminio ,priejimo” prie operacijos
objekto.

e Aktualumas — apie 80 % pacienty, serganciy
PV, yra per 70 m. su ribotais plauciy funkciniais rodik-
liais, ir visu spektru lydinciy ligy. Todél Siems pacien-
tams anatominé VTS segmentektomija lieka vienintelé
galima operacija.

e VTS tipiné segmentektomija su sistemine lim-
fadenektomija gali bati adekvati operacija esant pe-

1 lentelé. Anatominés VTS segmentektomijos, atliktos 2009
-2010 m. KUL.

Desiné S6 segmentektomija
Kairé S6 segmentektomija
Desiné S2 segmentektomija
Desiné S3 segmentektomija
Lingulektomija (S4-5)

IS viso

[ | N [0 |

—
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2 lentelé. Pacienty pasiskirstymas pagal ligas.

Plaudiy karcinoma
Metastazé j plaudius
Tuberkuloma

Hamartoma

Plauciy uZdegiminis
pseudotumoras

Wegenerio granuliomatozé
IS viso 12

|k [N [ ek [ N

(==Y

3 lentelé. Pasiskirstymas pagal histologine struktira.

Plaudiy adenokarcinoma 4
Kriities véZio metastazé 1
Hamartoma 1
Ploksc¢ialgsteliné karcinoma 2
UZdegiminis pseudotumoras 1
Wegenerio granuloma 1
Tuberkuloma 2
1§ viso 12

riferiniam iki 2 cm dydzio nesmulkialasteliniam PV.

e  Kitos operacijos galimybés — metastatektomija,
kai solidiné mts iki 3-6 cm dydzio ir lokalizuojasi vieno
segmento ribose; nepiktybiniy plauciy dariniy salini-
mas (tuberkuloma, granuloma, hamartoma, ir kt.).

Mes neradome straipsniy, publikuoty Sia tema Lie-
tuvoje, tik 2010 09 24 masy padarytas pranesimas
Lietuvos kratinés ir Sirdies chirurgy draugijos Xl su-
vaziavime apie pirmasias Klaipédos universitetinéje
ligoninéje atliktas 7 tipines VTS segmentektomijas. Uz-
sienio spaudoje radome eile straipsniy apie anatomi-
nes (tipines) VTS segmentektomijas (5-15). Dauguma
ju publikuota 2009 m. straipsniuose, ir tai traktuojama
kaip naujas perspektyvus PV gydymo metodas, pana-
Siai, kaip buvo 1990-91 m. pradétos VTS lobektomi-
jos. lgije patirtj atliekant VT plauciy lobektomija (74

Zoom: 1.89
W 1218 L -390

1 pav. Pacientés S.D. KT. Krities véZio metastazé deSiniame
plautyje S6 segmente.

2 pav. Pacientés S.D. anatominé VIS S6 segmentektomija.
Didziajame tarpskiltiniame tarpe iSdalinta S6 arterija.
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operacijos) ir atipine segmentektomija (205 operacijos)
bei sistemine VTS limfadenektomija, mes pasiruoséme
ir atlikome anatomines VTS segmentektomijas pagal vi-
sus onkologinius principus.

Darbo tikslas — iSanalizuoti videotorakoskopiniy ti-
piniy plauciy segmentektomijy patirtj ir gydymo rezul-
tatus, Salinant piktybinius ir gerybinius plauciy navikus
ir kitus darinius pacientams, kuriy bakle apsunkina ly-
dincios ligos ar senyvas amzius.

TYRIMO MEDZIAGA IR METODAI
Anatominés VTS segmentektomijos Klaipédos uni-
versitetinéje ligoninéje (KUL) atliekamos nuo 2009 m.

3 pav. Pacientés S.D. anatominé VIS S6 segmentektomija.
Persitita ir nupjauta S6 vena.

4 pav. Pacientés S.D. anatominé VTS segmentektomija. S6
segmentas atidalintas nuo skilties.

Per 2009 - 2010 m. buvo atlikta 12 tokiy operacijy (1
lentelé).

Vidutinis pacienty amzius 66 m. (60 — 81), 7 mo-
terys ir 5 vyrai. Ligoniy pasiskirstymas pagal ligas pa-
rodytas 2 lenteléje.

9 i$ 12 pacienty turéjo rimtg gretutine patologija:
koronarine Sirdies liga su stabilia stenokardija, Sirdies
nepakankamuma, kardiomiopatija, pirmine arterine hi-
pertenzija, aortos kylancios dalies aneurizmg, reuma-
toidinj poliartrita. Viena ligoné buvo po chemospindu-
linio gydymo dél kraties karcinomos. |vertinus spirog-
ramas visi pacientai turéjo nedidelio laipsnio plauciy
restrikcinius pakitimus. Visiems pacientams, atlikus
kratinés KT, diagnozuotas plauciy periferinis darinys
apie 2 cm diametro. Operacijos atliktos bendrinéje ne-
jautroje su atskira bronchy intubacija, ligonio padétis
ant operacinio stalo - kaip prie Soninés torakotomijos.
Videotorakoskopijai ir instrumentams buvo naudoja-
mi 2-3 portai iki 1 cm ilgio ir vienas — iki 3 cm. Po
segmentektomijos plaucio audiniai buvo pasalinami
naudojant polietileninj maiselj, pleuros ertmé drenuota
2 drenais. Operacijos atliktos visiskai torakoskopiskai
(,full videothoracoscopic”), t.y. vizualizacija buvo tik
per monitoriy. Operacijos metu rutiniskai buvo atlie-
kama sisteminé limfadenektomija: VTS operacija pra-
dedama jtartiny limfmazgiy Salinimu su skubiu histolo-
giniu iStyrimu. Nesant mts N2 limfmazgiuose, tesiame
VTS operacija. Des. puséje saliname limfmazgius i$ 2R,
4R, 7, 8 ir 9 zony, kairéje —i$ 2L, 4L, 5,6, 7, 8 ir 9
zony. Vidutiniskai pasalinama 16 limfmazgiy.

REZULTATAI IR JU APTARIMAS

Operacijos trukmeé vidutiniskai buvo 108 min. ( 65-
150 min.), vidutinis kraujo netekimas — 246 ml (0-500
ml). Dreny ekspozicija — 3,8 dienos (1-6 d.). Poopera-
cinis lovadienis - 7,7 dienos (5-12 d.). Pasiskirstymas
pagal pasalinty audiniy histologine strukttrg parodytas
3 lenteléje.

Pooperacinés komplikacijos buvo 5 lig. (41,7%):
tranzitorinis Sirdies ritmo sutrikimas (priesirdziy virpé-
jimas) — 3, poodiné emfizema ( dél alveolopleurinés
fistulés) -1, tulzies paslés akmenligés priepuolis — 1.
Pooperacinis mirstamumas — 0.

Atlikus pirmasias 12 anatominiy VTS segmentek-
tomijy nebuvo pooperaciniy mir¢iy, o komplikacijos
dazniausiai buvo susijusios su sunkia gretutine patolo-
gija ir buvo sékmingai iSgydytos konservatyviai. Beveik
visi pacientai turéjo sunkia lydincia patologija, am-
Ziaus vidurkis — 66 m., taciau sugrjZzimas prie jprastinio
gyvenimo budo buvo zymiai lengvesnis, negu po atviry
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operacijy. Kraujo netekimas, dreny ekspozicija ir po-
operacinis lovadienis mazai skyrési nuo atviry operaci-
ju, taciau VTS operacijy maZzesnis traumiskumas turéjo
didele reiksme Siy pacienty greitesnei pooperacinei
reabilitacijai.

Sesi pacientai buvo operuoti dél PV. Jiems atliktos
VTS segmentektomijos atitinka visus onkologinius prin-
cipus, kadangi jos buvo atliekamos anatomiskai kartu
su sistemine limfadenektomija. Keturiems pacientams
galutiné PV diagnozé buvo periferiné adenokarcinoma,
o likusiems dviem — periferiné plokscialasteliné karci-
noma. Visais atvejais tai buvo pacios ankstyvosios ligos
stadijos: penkiems TINOMO ir tik vienam TTNTMO.

Mdasy nuomone, PV isplitimas j sritinius limfmaz-
gius neturéty bati kontraindikacija Siai operacijai, ka-
dangi jos metu atliekama pilnaverté sisteminé limfade-
nektomija.

Kaip pavyzdj pateikiame 81 m. moterj su gausia
gretutine patologija (koronariné Sirdies liga su stabilia
stenokardija, Sirdies nepakankamumas, pirminé arteri-
né hipertenzija, aortos kylanc¢ios dalies aneurizma bei
reumatoidinis poliartritas), kuriai buvo atlikta anatomi-
né desinés pusés S2 VTS segmentektomija ir sisteminé
limfadenektomija. Patologinis histologinis atsakymas
— adenokarcinoma TTNOMO. Operacija uztruko 1 val.
35 min. Pooperaciniy komplikacijy nebuvo. ISrasyta j
namus 5-3 pooperacine parg.

ISVADOS

1. Anatominé videotorakoskopiné segmentekto-
mija, gydant periferinj iki 2 cm dydzio nesmulkialaste-
linj plaucio vézj, yra naujas, perspektyvus gydymo me-
todas, 2009m. placiai publikuotas uZsienio spaudoje ir
sekmingai pradétas taikyti Lietuvoje.

2. Anatominé videotorakoskopiné segmentekto-
mija yra saugi , mazai traumiska operacija, kurig ga-
lima atlikti ir vyresnio amziaus pacientams, turintiems
sunkia lydincia patologija.

3. Kraujo netekimas, dreny ekspozicija ir poope-
racinis lovadienis po Siy operacijy yra panasus kaip ir
po atviry operacijy, taciau ligoniy reabilitacija zymiai
greitesné ir lengvesné, nes maZesnis skausminis sindro-
mas ir uzdegiminé reakcija.

4, Videotorakoskopiné segmentektomija ne-
priestarauja onkologiniams principams, kadangi atlie-
kama anatomiskai, kartu atliekant ir sistemine videoto-
rakoskopine limfadenektomija.
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ANATOMIC (TYPIC) FULL VIDEOTHORACOSCOPIC LUNG
SEGMENTECTOMY

Aleksandras Bagajevas, Gediminas Kunigélis

Summary

Key words: videothoracoscopic segmentectomy, lung tumors,
VATS.

Objective: The aim of the study is to access our experience and
results in full thoracoscopic anatomical (typic) segmentectomy for
peripheral lung formation in oldier patients with concomitant desea-
ses.

Material and methods: We perform 12 full thoracoscopic anato-
mical segmentectomies with systematic lymphadenectomy in 2009-
2010. All patients was 60-81 years old, nine from twelve were with
heavy concomitant deseases.

Results: Operation median time 108 min. (65-150), blood loss
246 ml(0-500), drain exposition — 3,8 days (1-6), hospital stay 7,7
days (5-12). Removed speciments histological structure was lung
adenocarcinoma-4 patients (3-TINOMO, 1-TIN1MO0), lung carcino-
ma planocellulare TINOMO - 2, lung metastasis (breast cancer) -1
and 4 - benign lesions (tuberculoma — 2, granuloma, inflame pseudo-
tumor). We had no complications.

Conclusions : Full thoracoscopic anatomical segmenrectomy is
safe and perspective treatment method in oldier patients with heavy
concomitant patology. The blood loss, drain exposition and hospital
stay was the same as after open surgery, but rehabilitation was faster
and earlier, pain and inflame reactions was less after thoracoscopic
procedure. Full thoracoscopic anatomical segmentectomy do not
contradict rules of oncology, because it is perform anatomically with
systematic lymphadenectomy.
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PROTEKCINES ILEOSTOMIJOS OPERACIJOS VARIANTAS
(MODIFIKACIJA)

EVALDAS PAGOJUS, ALBINAS TAMOSIUNAS
Klaipédos universitetinés ligoninés Chirurgijos departamentas

Raktazodziai: protekciné ileostoma, ileostoma, modifi-
kacijos privalumai.

IVADAS

Zemos tiesiosios Zarnos rezekcijos atveju atliekama
protekciné ileostoma ryskiai sumazina anastomozés ne-
sandarumo pasekmes, o kai kuriy autoriy duomenimis
—net ir anastomozés nesandarumo tikimybe(1-4). Taciau
tiek stomos suformavimas, tiek jos uzdarymas susije su
papildoma komplikacijy rizika, kuri siekia 30% (5-8).
Jprasta isorinés ileostomos formavimo operacija (Turn-
bull ir pan.) atveju stoma iskyla vir§ kiino pavirSiaus ir
tuo yra nepatogi. Jeigu pakisama mentelé, galima odos
pragula (9), operacija néra aseptiska ir neuztikrina gali-
mo stomos pasmukimo ar jkritimo; nepatogus pats ope-
racijos atlikimas. Pasitaiko infekcinés komplikacijos (4,
5). Naudojant Siuolaikinius Zarnos turinio rinktuvus tokio
tipo stoma nebdtina. Todél naudojame ileostomos forma-
vimo modifikacija, neturincia kai kuriy minéty trakumuy.

METODAS

3-4 cm (priklausomai nuo pilvo sienos bei zarnos
pasaito storio) linijiniu pjaviu, paprastai desinéje prie-
kinéje pilvo sienos puséje, atveriama pilvaplévés ertmé.
Iskeliama klubinés zarnos kilpa ir perrisama storesniu
sialu, nejtraukiant pasaito. Proksimaliau uzriimo Zarnos
sienelé istisine ar atskiromis seromuskulinémis sitlémis
prisiuvama prie pjavio odos krasty. Fiksacijos prie apo-
neurozeés nereikia. Lieka plokscias, uzpildytas zarnos
sienele mazdaug 3x1,5 cm odos defektas. Zarnos uz-
risimo vieta lieka pjavio kraste. Bisima Zarnos atvérimo
linija hemostazés tikslu koaguliuojama elektrokauteriu.
Po 12-24 val. atveriamas zarnos spindis ir uzdedamas
iSmaty rinktuvas.

REZULTATAI

Nuo 1992 mety atlikome per 300 tokiy stomos su-
formavimo operacijy. Komplikacijy dél Sio ileostomos
operacijos varianto neturéjome. Deileostomijos opera-
cija atliekama rezekuojant pilvo sienoje esancia zarnos
dalj, tarpzarnine jungtj dazniau atliekame Sonu j $ona.

Modifikacijos privalumai

1.  Paprastesnis atlikimas.

2. Atliekama aseptiskai.

3. Nérapasmukimo ar jkritimo pavojaus, kadangi
peristaltikos jégos vektorius yra nukreiptas j iSore.

4.  Modifikacija patogesné pacientui.
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PROTECTIVE ILEOSTOMY TECHNIQUE (MODIFICATION)

Evaldas Pagojus, Albinas Tamosidnas

Summary

Key words: protective ileostomy, ileostoma, prevalence of mo-
dification.

We describe protective ileostomy technique which performed
easily under aseptic conditions with no risk of pressure ulcers due
to rigid rod, and no risk of stoma sagging. Since 1992, we performed
over 300 such operations, and our technique have not noted specific
complications.
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LAPAROSKOPINIS KOLOSTOMOS LIKVIDAVIMAS

PRANAS SNIUOLIS, JOLITA BUSKUTE, BIRUTE BALTRUNAITE
Klaipédos universitetiné ligoniné

RaktazodZiai: atvira kolostomos panaikinimo operacija
— dekolostomija (AD), laparoskopiné kolostomos likvi-
davimo operacija — dekolostomija (LD).

Santrauka

Straipsnyje pateikiama Klaipédos universitetinés
ligoninés Chirurgijos departamento 2007 — 2010
mety patirtis operuojant pacientus su kolostoma
po Hartmano tipo operacijy dél tiesiosios Zarnos
véZio. Dauguma pacienty operuojama atliekant
atvirg, labai didele, traumine kolostomos likvida-
vimo operacija. Siuo metu visame pasaulyje vis
daugiau operacijy atliekama mazai invazyvine
— laparaskopine technika. Palyginamosios studi-
jos jrodé siy operacijy privalumus pries jprastas
operacijas. Laparoskopinés kolostomy pasalinimo
operacijos labai retos, nes yra galimybé pazeisti
pilvaplévés organus dél saaugy, bdtinas labai
geras laparoskopinés technikos ismanymas bei
patirtis, todél tokios operacijos Lietuvoje atliktos
tik pavienés, néra palyginamyjy rezultaty. Per
3 metus 11 pacienty buvo atlikta laparoskopiné
kolostomos pasalinimo operacija. Buvo palyginti
rezultatai po laparoskopinés ir atviros operacijos,
nustatyta, kad LD lyginant su AD yra daug pa-
Zangesné, pacienty geriau toleruojama, maziau
komplikacijy, trumpesnis guléjimo laikas, geresné
kosmetika, maZesnis pooperacinis anestetiky po-
reikis, pacientui daugiau pasitenkinimo sukelianti
operacija.

IVADAS

Europoje per metus nuo kolorektalinio véZio mirsta
daugiau nei 300 000 pacienty. Tre¢dalis pirma karta
nustatyty serganciyjy véziu j ligonines patenka skubos
tvarka dél obstrukcinio, perforuoto ar kraujuojancio
kolorektalinio vézio, daZniausiai operacija baigiama
suformuojant iSorine kolostoma.

Medicinos istorijoje 1923 metais Henri Albert Hart-
mann pirma karta aprasé operacijos buda, atlikdamas tie-
siosios 7arnos vézio operacija - suformavo vienvamzde
kolostoma [1]. Iki Siol Hartmano tipo opercijomis buvo
vadinama ir kitos skubos tvarka atliktos operacijos: esant
divertikulito perforacijai, segmentinei zarny trombozei,

traumai, opiniam kolitui ir kt. Planine tvarka Hartmano
tipo operacija $iuo metu atiekama vis reciau, kadangi
tobuléja operacijos technika, panaudojami stapleriai,
pasikeité supratimas apie zarnyno paruo$ima. Studijomis
jrodyta, kad rezultatai geresni, kai Zarnynas neparuostas,
kai tuo tarpu visai neseniai tai buvo viena i$ indikacijy
baigti operacija sufomuojant kolostoma.

Studijos rodo, kad be stomos pacientai jauciasi zy-
miai geriau [4], tuo tarpu stomos suformavimas lemia
prasta gyvenimo kokybe: pasikei¢ia gyvenimo stilius,
daznai bana odos pazeidimas apie stoma, tam tikras
stomos plokstelés nesandarumas, daznai atsiranda
seksualinés problemos, parastominés iSvarzos susifor-
mavimas, vystosi psichologinis distresas [5]. Nepaisant
to, tik apie 60% pacienty praso gydytojo, kad jam baty
atlikta dekolostomija [7,8]. Greiciausiai tai susije su
didele pooperciniy dekolstomijos komplikacijy rizika:
sitliy nelaikymas btna nuo 0-15% ir pooperacinis mir-
tingumas siekia net 10% [7].

Paprastai dekolostomija yra atliekama atvira tech-
nika - tai didelé operacija. Tuo tarpu mazai invazyviné
laparoskopiné operacija yra pranasesné, nes sumazéja
poopercinis mirtingumas, pacientai anksc¢iau grjZta
prie jprasto gyvenimo ritmo ir, kas svarbu - sutumpéja
hospitalizacijos laikas, geresné gyvenimo kokybé, kos-
metika.

Palyginsime rezulatus operacijy atliekant dekolostomi-
ja po Hartmano tipo stomos suformavimo atvira technika
[AD) ir laparoskopine — mazai invazyvine technika (LD).

Darbo tikslas - palyginti rezultatus operacijy atlie-
kant kolostoma atvira — technika (AD) ir laparoskopine
— mazai invazyvia technika (LD).

TYRIMO MEDZIAGA IR METODAS

Klaipédos universtetineje ligoninéje buvo iSnagri-
nétos ligos istorijos pacienty, operuoty viename i trijy
chirurgijos skyriy 2007 — 2010 metais, neskirstant pa-
cienty pagal lytj, taciau nejtraukiant j studija vyresniy
nei 65 m. ir sirgusiy sunkiomis gretutinémis ligomis;
dekolostomija buvo atliekama praéjus ménesiui po pa-
ciento iSraSymo i$ stacionaro , bet ne véliau kaip po 6
savaiciy po pirmos operacijos.

Buvo lyginami rezultatai: operacijos laikas, hospitali-
zacijos trukmé po operacijos (nes guléjmas iki operacijos

Zurnalo tinklalapis: http:/sm-hs.eu
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1 pav. Kompiuteriné kolografija — puikus diagnostikos me-
todas diagnozuojant kolorektalinj vézj.

2 pav. Pertempta storzarné dél zZarny nepraeinamumo - ba-
tina salyga kolostomijai.

3 pav. Dvivamzdés stomos suformavimas labai sunkios buk-
lés pacientui.

4 pav. Dvivamzdé kolostoma — ypac blogai toleruojama pa-
cienty.

5 pav. Laparoskopiné dekolostomija — chirurgy bei instrumen-
tatoriy pozicija operacijos metu.

nebuvo jtrauktas), Zaizdos infekcija, Zarny nepraeinamu-
mas, anastomozeés nesandarumas, kraujo kiekio neteki-
mas, kitos komplikacijos (pvz., Sirdies nepakankamumas,
mirtingumas). Taip pat paciento aktyvumas — vaikscio-
jimas po palata, analgetiky poreikis, zarny peristalti-
kos atsistatymas, paciento pasitenkinimas operacija.

Nedidele jtaka galéjo turéti paruoSimas operacijai.

e Pries AD operacijas: distalinio galo iSvalymas
klizmomis, endoskopiné kontrolé ir liuosuojantys pre-
parato For trans 3 maiSeliai iSvakarése;

° Pries LD operacijas buvo ruosiama pagal Inns-
bruck klinikos metodika: distalinis galas — klizmomis,
o proksimalinis — pacientams skiriant dvi dienas po du
maiselius for trans. Siuo badu Zarnynas yra paruo$iamas
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idealiai: operacijos metu, atvérus zarnos spindj - jis
tuscias, tuo tarpu ruosiant AD - zarnos spindyje daznai
stebimas putotas turinys.

REZULTATAI IR JU APTARIMAS

Buvo palyginti rezutatai dviejose grupése po 11 pa-
cienty, operuojant AD ir LD badu.

Operacijos laikas: LD — i§ pradziy truko ilgiau (grei-
Ciausiai dél to, kad proceddra nejprasta), véliau laikas
tapo zymiai trumpesnis, nei AD, taciau palyginus rezul-
tautus laikas statistiSkai nesiskyré (p=0,05 ).

Zaizdos supiliavimas: AD ir LD operacijy, infekciniy
komplikcijy skaicius statistiskai nesiskyré (p=0,21).

Kraujo netekimas: AD metu pacientai Zymiai daugiau
netekdavo kaujo, palyginus su LD (tikriausiai dél Siuo-
laikiskesniy priemoniy, tokiy kaip harmoninis skalpelis,
naudojimo, geresnés vizualizacijos) (p>0,06 ).

lleus: AD grupéje, lyginant su LD, buvo daZnesnis
(p>0,01) sialiy nelaikymas: daznumas beveik nesiskyré
abiejose grupése AD ir LD (p=0,64). Mirtingumas: tiek
AD, tiek LD jo nefiksuota.

Kitos komplikacijos: pneumonija, Sirdies nepakan-
kamumas, Slapimo susilaikymas AD grupéje lyginant
su LD buvo daznesnis (p>0,01).

Kiti faktoriai: ankstesnis paciento mobilumas, zarny-
no veiklos atsistatymas, pasitenkinimas operacija buvo
Zymiai geresni LD grupéje nei AD (p>0,01).

Diskusija: dauguma Lietuvos chirurgy pritaria tai nuo-
monei, kad operuojant kairiosios pusés storosios Zarnos
vézj, tiek planiskai, tiek skubos tvarka, yra saugi pirminé
jungtis (dél desiniosios pusés jau seniai aptarta, kad
stomos formavimas reikalingas tik ypatingais atvejais).
Stomuoty pacienty buvo ir bus, taciau vis daugiau jy pa-
geidauja dekolostomijos operacijos - jos pageidauja kuo
greiciau ir kad operacija baty atlikta panaudojant laparos-
kopine technika. Pasirinkima lemia spaudos, televizijos,
interneto jtaka — taigi LD turés bati atliekama vis dazniau.

LD technikos momentai tie patys, kaip ir atviros — AD:
stomos mobilizacija, transekcija, laparoskopo jstimimas
atvira Hassono technika, sgaugy isdalinimas, rectum
bigés bei lienalinio kampo mobilizacija, zarnos istrau-
kimas pro stomos panaikinimo zaizda, staplerio galvutés
jvedimo, apsiuvimo, grazinimo | pilvaplévés ertme ir
anastomozavimo laparoskopo kontroléje, anastomozés
kontrolés su oro - burbuly méginiu, drenavimo per buvu-
sias trokary jvedimo angas, paliekant du drenus Zemiau
anastomozés, ir, jeigu bana sitliy nelaikymas, jis issi-
sprendZia pro drenus kaip trumpalaiké sterkoraliné fistulé.

LD operacijy skaicius masy klinikoje dar labai ne-
didelis (patirtis taip pat), dél ko nedrjstame lyginti rezul-

taty su palyginamosiomis studijomis [6], taciau masy
duomenys atitinka jy paskelbtus: trumpesnis pacienty
guléjimo laikas, mazesnis kraujo netekimas, ankstesnis
mobilumas, maziau reikia analgetiky, tiek chirurgo, tiek
paciento didesnis pasitenkinimas operacija, mazas pjavis
- tik stomos likvidavimo vieta (kas labai svarbu moterims)
ir mazesné galimybé formuotis pooperacinei iSvarzai.

ISVADOS

LD lyginant su AD yra: daug pazangesné; pacienty
geriau toleruojama; maziau komplikacijy; trumpesnis
guléjimo laikas; geresné kosmetika; mazesnis pooperaci-
nis anestetiky poreikis; pacientui daugiau pasitenkinimo
sukelianti operacija. TaCiau reikalingas labai geras lapo-
roskopinés technikos iSmanymas ir komandos buvimas.
Ateitis priklauso mazai invazinei chirurgijai, geresnei
pacienty gyvenimo uztikrinimo kokybei.
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THE LAPAROSCOPIC COLASTOMY REVERSAL

Pranas Sniuolis, Jolita Buskuté, Biruté Baltranaité

Summary

Key words: the laparoscopic, decolostomy.

During period 2007- 2010 years, 14 patients with colostomy we
have been operated in Klaipéda university hospital. For 11 patient were
reversal of Hartmann’s procedure was done in open technique, and
for 11 patiens was done the laparoscopic decolostomy. Results were
compared: operation and hospitalization time, wound infection, ileus,
blood loss and dehistense of anastomosis, mortality and morbidity. Re-
sult were compared: patiens activity, analgeting consupsion, peristaltics
recovery, patiens satisfaction by operation. Laparoscopic reversal of
Hartmann’s procedure - decolostomy is safe, has fewer complications
and shorter hospital stays, better cosmesis and satisfaction of patient
and surgerons. Is necessary to perform more laparoscopic decolosto-
mies, and erlier, than 6 weeks after first operation.
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REIKALAVIMAI MOKSLINIAM STRAIPSNIUI ZURNALE
,SVEIKATOS MOKSLAI“

Tai medicinos mokslo ir medicinos praktikos Zurnalas gydytojams ir medicinos darbuotojams, kitiems specia-
listams.

Moksliniai straipsniai, siun¢iami masy Zurnalui, privalo atitikti nustatytus reikalavimus. Pageidautina, kad
autorius pradZioje nurodyty, kuo reikSmingas straipsnis, kam jis skirtas, kas jame nauja. Po lietuvisko raSomas
angliskas pavadinimas. Autoriy pavardés raSomos mazosiomis raidémis, pvz., A.Jonaitis. Straipsniuose turi buti
mokslo darbui batinos dalys: raktazodziai; trumpa santrauka; jvadas; darbo tikslas; tyrimo medziaga ir metodas,
tyrimu aprasSymas, gauti rezultatai; numeruotos iSvados; panaudotos literatiiros sarasas; straipsnio pavadinimas,
raktaZodziai ir iSsami santrauka angly kalba. Literattros apzvalgoms, praktiniams straipsniams, kazuistiniams
atvejams struktdira skiriasi. Nuorodos j autorius i literatliros saraso dedamos po minimo autoriaus pavardés arba
sakinio gale. Jei nurodoma daug 3altiniy, kuriy numeriai eina vienas po kito, saltiniai rasomi per braksnelj, pvz.:
[4,7,9-12]. Vertéty atsiminti, kad deSimtainése trupmenose rasomas ne taskas, o kablelis, pvz., 17,5 ir pan.

Straipsniai pateikiami dviem egzemplioriais, autoriaus pasirasyti, jy apimtis — iki 6-8 psl. Lotyniski ir kity kalby
zodziai rasomi kursyvu. Pridedamas ir diskelis (su populiaria tekstine programa).

Straipsniai neturi bati kur nors kitur anksciau skelbti, rankrasc¢iai atspausdinti aiskiai, per pusantro intervalo.

Iliustracijos pateikiamos atskirais lapais, po piesiniais, lentelémis raSomas eilés numeris, pavadinimas. Jeigu
pateikiama nuotrauka — jos kitoje puséje nurodomas autorius, straipsnio pavadinimas, numeris ir iliustracijos pa-
vadinimas. Spalvoti paveikslai negali bati susieti kartu su tekstu. Tekste nurodoma, kur turi bati dedama lentelé ar
iliustracija. Dél spalvoty iliustracijy tariamasi atskirai. Sigloma laikytis priimtos Tarptautinés Sl vienety sistemos.
Jeigu straipsnis nevisiskai atitinka moksliniam straipsniui keliamus reikalavimus, jis spausdinamas kaip aprasomasis,
informacinis arba kaip tezés.

Visi moksliniai ir teoriniai praktiniai straipsniai recenzuojami.

Autoriy, kuriais remiamasi straipsnyje, pavardés raSomos taip: a) straipsnyje — pirma vardo raidé(s), po to — pa-
vardé; b) literatQros sarase — atvirksciai. Atkreiptinas démesys: tarp vardo raidés ir pavardés paliekamas tarpelis.

Ypatinga démesj prasytume atkreipti j literattros sarasa. Redakcijos nuomone, literatlros sarasas neturéty bati
ilgas: trumpo straipsnio — iki 10, ilgo — iki 20, literattros apzvalgy — iki 40 Saltiniy. Jie negali bati senesni kaip
penkeriy mety.

Literataros sarasas turi bati parengtas taip, kaip yra jprasta Siuo metu Lietuvoje daugelyje mokslo sric¢iy:

pirmiausia raSoma autoriaus pavardé, po to jo vardo (vardy) pirmoji raidé; jei autoriy yra keli, po kiekvieno
autoriaus rasomas kablelis. Toliau raSomas straipsnio pavadinimas, po jo dedamas taskas, zurnalo ar knygos pa-
vadinimas, po jo — taskas. Jei nurodoma leidykla, leidinio vieta ar leidéjas, toliau ra8oma leidimo metai, tomas
(numeris), puslapiai nenurodant mety, tomo ar numerio ir puslapio santrumpy. Po mety dedamas kabliataskis, o
po tomo (numerio) — dvitaskis. Pvz., 15. Bernstein JM. Role of allergy in eustachian tube blockage and otitis me-
dia with effusion: a review. Otolaryngology - Head & Neck Surgery, 1996;114(4):562-568. 16. Mogi G, Chaen T,
Tomonaga K. Influence of nasal allergic reactions on the clearance of middle ear effusion. Arch Otolaryngol. Head
NeckSurg. 1990;116:331-334... 1. Satkauskas B. Bronchoskopija: dabartis ir ateitis. Medicina. 1997;33(6):3-10. 2.
Danila E., Satkauskas B., Petrauskas A. Bronchoalveolinis levazas — informatyvus plauciy ligy diagnostikos metodas.
Medicina. 1997; 33(6):44-47. 3. Klech H, Pohl W. Technical recommendations and guidelines for bronchoalveolar
lavage (BAL). Eur Respir J. 1989;2:561-585. 4. Klech H, Hutter C, Costabel U. Clinical guidelines and indications
for bronchoalveolar lavage (BAL). Eur Respir J. 1992;2(8):1-130. 5. Jacobs DS, DeMott WR, Grady HJ, Horvat RT,
Huestis DW, Kasten BL. Laboratory Test Handbook, 4th Edition. Lexi-Comp INC, Hudson (Cleveland), 1996... 9.
Kimura K, Stoopen M, Reeder MM, Moncada R. Amebiasis: Modern diagnostic imaging with pathological and
clinical correlation. Semin Roentgenol. 1997;32(4):250-275. 10. Ralls PW. Focal inflammatory disease of the
liver. Radiol Clin. N. Amer., 1998;36(2):377-389. 11. Mergo PJ, Ros PR. Benign lesions of the liver. Radiol Clin.
N. Amer. 1998;36(2):319-331. 12. Valantinas )., Buivydiené A., Bernotiené E., Denapiené G. Daugiakameriné
cistiné alveolinio echinokoko (Echinococcus alveolahs) sukelta kepeny infiltracija. Medicinos teorija ir praktika,
1998;(2):81-83.




119

Tekste pavartotos literatGros Saltinis raSomas to paties dydzio raidémis, paprastuose skliausteliuose nurodant
eilés numer;j.

Priimami straipsniai, parasyti angly, prancizy, rusy kalbomis, taCiau autorius atsako uz anglisko teksto kalba
ir straipsnio redagavima. Batina kartu pateikti ir reziumé lietuviy kalba.

Pirmumas spausdintis masy Zurnale teikiamas masy réméjams ir tiems, kurie i$ anksto sumoka uz savo straips-
nio isspausdinima.

Tiek mokslo, tiek praktikos, tiek mokslo populiarinimo straipsniy tekstas turi bati parasytas sklandzia bendrine
lietuviy kalba.

Autorius savo straipsnj redakcijai gali siysti ir el. pastu: zsveikata@takas.lt.

Straipsnio gale lietuviu ir angly kalbomis turi bati nurodytas adresas susirasinéti (paprastai nurodomas vienas
i$ straipsnio autoriy). Nurodoma tikslus adresas (su pasto indeksu), taip pat el. pastas.

Dél straipsniu spausdinimo tartis redakcijos adresais arba mob. tel.: 8 618 24712, 8 687 20248,
8 612 41252,
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Scientific articles posted to our journal should meet certain requirements. We want the authors to begin their
writings with pointing out the significance and purpose of the article, its novelty. The title in English follows the
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