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Magalado COVID-19 pandemiyas: soraitinda toxirasalinmaz carrahi yardimin xisusiyyatlorini analiz
etmak Vo miayyanlosdirmak maqsadilo apariimis todqgiqat isi hagginda malumat verilmisdir. 3 Ne-li Poltava
Dovlat Klinik Xastoxanasina 2021-ci ilin iyun ayindan sonraki dovrda COVID-19 infeksivas: ila
toxirasalinmaz carrahi mudaxilanin zaruriliyina gora daxil olmug 242 pasiyentin xastaolik tarixi retrospektiv
tohlil edilmigdir, 2019-cu ilin fevral ayindan iyun ayima Qadar toxirasalinmaz carrahi midaxiloya maruz
qalmig pasiyentlor (COVID-19 infeksiyas: olmayan pasiyentlar grupu) muiqayisa qrupuna daxil edilmisdir.

Aparilmis todgiqat g6stormisdir ki, pandemiya dovrinda Umumi vaziyyati Amerika Anesteziologlar
Camiyyatinin tosnifati Uzra 2-3-cli daraca kimi giymatlondirilon pasiyentlor sayca ustinlik taskil etmisdir
(p<0,0001), carrahlig sobalarinda letal naticalar iso pandemiya doévrinds 6,2% olmusdur. Pandemiya
dovrinda pasiyentlordo COVID-19 fonunda koaqulopatiya ilo alagali olan agirlasmalara mezenterium
arteriyalarmin trombozu, asag: atraf arteriyalarinin trombozu, perional venoz tromboz, tromboflebit) daha
COX rast galinmisdir.

Muolliflarin fikrinca, COVID-19 infeksiyalar: pasiyentlarin operativ midaxiloya hazirlandigi dovrda
trombyaranmaya meylliyi va koaqulopatiya toranmasi ehtimali nazara alinaraq, antikoaqulyantlardan
istifada etmaklo profilaktika tadbirlari gérilmolidir.

Acar sozlar: COVID-19 pandemiyasi, tacili carrahi yardim, koaqulopatiya
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Summary. The article presents the results of a study conducted to analyze and determine the
characteristics of providing emergency surgical care in the context of the COVID-19 coronavirus infection.

A retrospective analysis of case histories of 242 patients with confirmed COVID-19 infection was
conducted, who were admitted to the surgical department from February to June 2021 due to the need for
emergency surgery. A comparative analysis was carried out with a group of patients who underwent
emergency surgery from February to June 2019 (group without COVID-19 infection).

Emergency surgical care for patients in an infectious diseases hospital was one of the urgent problems
during the pandemic of a new coronavirus infection COVID-19. The analysis showed that during the
pandemic period, the number of patients with American Society of Anesthesiologists status 2-3 was
significantly higher (< 0.0001), and the mortality rate during the pandemic period in the surgical
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department was 6.2%. During the pandemic, we detected the prevalence of patients with pathologies related
to coagulopathy due to COVID-19 infection in the form of thrombosis of the mesenteric arteries, thrombosis
of the arteries of the lower extremities, perianal venous thrombosis, and thrombophlebitis.

The tendency for thrombosis and the development of coagulopathy in patients with COVID-19 infection
should be taken into account when preparing them for surgery and preventing thrombosis with the help of
anticoagulants. Laparoscopic operations are safe for medical personnel, providing the compliance with

sanitary and epidemiological requirements.

List of abbreviations:

ACE?2 — angiotensin-converting enzyme 2 receptor

ASA — American Society of Anaesthesiologists

CT — Computed tomography of the lungs
ESR — Sedimentation rate of erythrocytes

SARS — COV-2 - Severe acute respiratory syndrome coronavirus 2

Introduction

Emergency surgical care for patients in an
infectious diseases hospital was one of the
urgent problems during the pandemic of a
new coronavirus infection COVID-19. During
the pandemic, the burden on the surgical
service has increased significantly [1].
However, Chinese scientists reported that
along with increased postoperative morbidity
and hospitalization in the intensive care unit,
patients with COVID-19 also have an in-
crease in mortality up to 20.5% [2]. In
addition, patients with acute surgical patho-
logy may have a concomitant asymptomatic
COVID-19 infection that remains undetected
until the patient has undergone surgery.

The world surgical communities (Society
of American Gastrointestinal and Endoscopic
Surgeons (SAGES) [3], American College of
Surgeons [4], Royal College of Surgeons of
England [5]) have published joint recommen-
dations for the work of the surgical service
under these new conditions. The main
provisions of the Temporary Guidelines were
aimed at preventing the infection of medical
personnel, and at developing principles for
providing infected patients with medical care
that cannot be postponed until the end of the
pandemic.

The objective of the study was to analyze
and determine the features of emergency
surgical care in the context of the COVID-19
coronavirus infection pandemic at the General
Surgery Department of Poltava City Clinical
Hospital No. 3.
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Before admission to the surgical depart-
ment, each patient was tested for SARS-CoV-
2. Due to the presence of the virus in body
fluids and its spread by airborne droplets, the
staff in the operating room used barrier
gowns, FFP3 masks, and visors in accordance
with the sanitary and epidemiological require-
ments of the hospital.

Materials and methods

We conducted a retrospective analysis of case
histories of 242 patients with confirmed COVID-
19 infection, admitted to the surgical department
of Poltava Clinical Hospital No. 3 (Poltava,
Ukraine) from February to June 2021 due to the
need for emergency surgery. A comparative ana-
lysis was carried out with a group of patients who
underwent emergency surgery from February to
June 2019 (group without COVID-19 infection).

Over a period of 5 months in 2021, 97 emer-
gency operations were performed at the Surgery
Department during the COVID-19 pandemic. All
scheduled operations were cancelled. Among the
patients with surgical pathologies, there were 38
(39.2%) men and 59 (60.8%) women. The
average age of patients was 56.7+5.8 years.

During the same period in 2019, 145 patients
were operated on at the department, of which 66
(45.5%) were emergency cases. Among the emer-
gency patients, there were 14 (21.2%) men and 52
(78.8%) women. The average age of patients with
emergency pathology was 54.3+13.6 years.

The study was carried out in compliance with
the basic provisions of the "Rules of ethical
principles of scientific medical research with hu-
man participation”, approved by the Declaration
of Helsinki (1964-2013), ICH GCP (1996), EEC
Directive No. 609 (dated 24.11.1986), Orders of
the Ministry of Health of Ukraine No. 690 (dated
23.09.2009), No. 944 (dated 14.12.2009), No. 616



(dated 03.08.2012). All the participants were
informed about the goals, organization, methods
of examination and signed an informed consent to
participate in the completely anonymous study.

In both groups, demographic and preoperative
parameters such as age, sex, and physical con-
dition were determined by ASA (American
Society of Anaesthesiologists) [6]. We also
collected data on comorbidities, postoperative
diagnosis, abdominal surgery, disease severity,
status, and postoperative complications. Comorbi-
dities were assessed using the Charlson Comorbi-
dity Index [7], and the ASA classification system
(grades 1, 2-3, 4-5). For surgical complications,
the Clavien-Dindo classification was used [8, 9].

In both groups of patients operated on for
acute calculous cholecystitis, baseline laboratory
tests were evaluated for the purpose of statistical
analysis. The following parameters were taken
into account: the number of leukocytes, erythro-
cyte sedimentation rate (ESR), fibrinogen,
prothrombin index, creatinine, and urea.

Statistical processing of data samples was
carried out using various packages of application
programs “Excel” and “GraphPad Prism 5.0”.

The descriptive statistics were presented as the
mean + standard error of the mean (Mzm).
Quantitative values were presented in terms of the
median (Me) and interquartile (25%-75%) range
(Q1-Q3) of minimum (Min), and maximum (Max)
values. These indicators were presented in terms
of absolute values (n) and percentage (%).
D'Agostina-Pearson's test (test K2) was used to
evaluate the normalcy of distribution. To assess
intergroup differences, a U-test was performed
using the Mann-Whitney U-test and Student's t-
test.

The values were considered statistically signi-
ficant at p<0.05.

Results

Table 1 presents a comparative assessment
of the physical condition of patients in both
groups according to ASA.

A comparison of the physical condition of
patients undergoing emergency surgery in the
pre-pandemic and pandemic periods accor-
ding to ASA showed that during the pande-
mic, the number of patients with ASA status
2-3 was significantly higher, which is ex-
plained by the presence of pneumonia, respi-
ratory failure and coagulopathy in most pa-
tients. Mortality in the study period of the
pandemic at the surgical department was
9.2%.

Comparative characteristics of the diag-
noses of patients with emergency pathology
in both groups are presented in Table 2.

Among patients with COVID-19, 13
(13.4%) were operated on for strangulated
hernias: 11 patients with inguinal hernias and 2
patients with hernias of the anterior abdominal
wall. In 12 cases, patients operated on for
strangulated hernias were diagnosed with
bilateral community-acquired pneumonia. In
2019, there were 7 emergency operations for
strangulated hernias (10.6%): 4 cases of
inguinal hernias and 3 patients with hernias of
the anterior abdominal wall. The surgical
technique and materials did not change during
the pandemic: all patients underwent alloher-
nioplasty with a mesh without tension accor-
ding to Liechtenstein [10]. This technique is
currently the preferred method for plastic
reconstruction of inguinal hernias by most
surgeons in the world [11]. No complications
were observed in both groups.

In 4 patients, interventions were performed for
acute intestinal  obstruction against the
background of viral pneumonia with the degree
of damage to the lung parenchyma CT-3-4. In 2
cases, the obstruction was of an adhesive
nature, and the adhesions were dissected lapa-
roscopically. Two patients had acute intestinal

Table 1. A comparison of the physical condition according to ASA of patients undergoing emergency surgery
in the pre-pandemic and pandemic periods

Pre-pandemic period (n=145) Pandemic period p-value
(n=97)
ASA score, n (%)
ASA1 57(39.3) 39(40.2) 0.8241
ASA 2-3 9(9.2) 49 (50.5) <0.0001
ASA 4-5 0 9(9.2) 0.0002
Lethal outcome 0 9(9.2) 0.0002
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Table 2. Emergency room (ER) diagnoses; comparison of 2020 and 2019

Diagnosis according to ICD-10 2020 % of total 2019 % of total P-value
n= 97 n= 66

K35 Acute appendicitis 5 5.2 23 34.85 <0.0001
K40 Inguinal hernia 11 11.3 4 6.06 0.3712
K43 Hernia of the anterior abdominal wall 2 2.06 3 4.55 0.2552
K55.0 Thrombosis of mesenteric arteries 5 5.2 0 0 0.1091
K56.6 Acute intestinal obstruction, adhesive 5 5.2 2 3.0 0.2455
disease
K61.2 Anorectal abscess 5 5.2 0 0 0.0626
K64 Perianal venous thrombosis 3 31 0 0 0.0113
K81 Cholelithiasis 32 32.9 30 45.45 0.0971
K85 Pancreatic necrosis 3 3.1 0 0 0.6568
174.3 Thrombosis of lower limb arteries 2 2.06 0 0 0.0626
180 Thrombophlebitis 9 9.3 0 0 0.1526
179.2 Diabetic gangrene 4 4.1 0 0 0.0971
C54 Malignant neoplasms of the uterus 6 6.2 3 4,55 0.4166
N20 Ureteral stone 4 4.1 2 3.0 0.1526
N44 Testicular torsion 1 1.0 0 0 0.5158
Total 97 66

obstruction with necrosis of the small intestine,
which required resection of the necrotic section
with side-to-side enteroanastomosis, and tubing
of the small intestine with a nasogastric tube.
All patients with intestinal obstruction were
over 60 years of age. All patients were
discharged with improvement.

Researchers have observed an increase in the
number of patients with intestinal obstruction
since the beginning of the quarantine due to the
COVID-19 pandemic [12]. Several studies have
suggested that this was facilitated by strict
adherence to quarantine, as a result of which
people were chained to their homes, their
physical activity sharply reduced, and their diet
changed. Patients without previous surgeries
may experience adhesions, mainly caused by
past infections. Abdominal COVID-19 infec-
tion and the prolonged prone position may play
a role in the appearance of adhesions [13].

Five patients were admitted to the depart-
ment with thrombosis of mesenteric vessels. All
of them were diagnosed with bilateral polyseg-
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mental pneumonia with respiratory failure of 2-
3 degrees and ASA risk of 4-5 degrees. It is
known that mortality in this group of patients
exceeds 75% [14]. In our observation, patients
were admitted with a clinical presentation of
peritonitis, and total necrosis of the small
intestine was detected during an emergency
operation. All patients underwent thrombec-
tomy from the superior mesenteric artery with
resection of the small intestine. However,
despite the prescription of anticoagulants in
therapeutic doses and emergency treatment in
the intensive care unit, all patients in the early
postoperative period experienced rethrombosis
and necrosis of the remaining part of the small
intestine, and subsequently died.

Three patients were treated for acute
destructive pancreatitis complicated by retro-
peritoneal phlegmon, fibrinous-purulent perito-
nitis, and sepsis. The diagnosis was confirmed
by ultrasound and CT. In all cases, laparotomy,
opening, debridement, and drainage of the
phlegmon of the retroperitoneal space were



performed, followed by antibiotic therapy. Ac-
cording to the literature [15], acute necrotizing
pancreatitis accounts for 10% of cases of acute
pancreatitis. It is associated with higher morta-
lity and usually develops 4 weeks after the
onset of the disease. Consequently, the patients
admitted to the department had not presented
with complaints for quite a long time and were
hospitalized in a neglected state with a risk level
of . All patients were discharged with
improvement.

Eleven patients had thrombosis of the
vessels of the lower extremities, 9 patients had
thrombophlebitis, and 2 patients had arterial
thrombosis. All of them underwent thrombec-
tomy followed by anticoagulant and antibiotic
therapy and were discharged for outpatient
treatment. Several authors report that patients
with acute COVID-19 are at high risk of
thrombosis of various blood vessels due to
hypercoagulability, blood stasis, and endothelial
damage [16, 17]. Severe acute respiratory
syndrome coronavirus (SARS-COV-2) is asso-
ciated with clotting dysfunction that predisposes
patients to an increased risk of both venous and
arterial thromboembolism, worsening short-
term morbidity and mortality [17].

Four patients were admitted to the depart-
ment for gangrene of the lower extremities. All
of them were diagnosed with polysegmental

pneumonia, Charlson comorbidity index 4-5,
ASA 4. Two patients had diabetes mellitus, and
the other two had no vasculopathy caused by
COVID-19 coagulopathy. Toes of the lower
extremities were amputated in two patients, and
the foot was amputated in the other two pa-
tients. The patients were in the intensive care
unit on artificial lung ventilation apparatus, but
despite intensive treatment, respiratory failure
increased and the patients died of the disease
within a week after admission to the unit. Quite
a few cases of gangrene development against
the background of COVID-19 infection have
been described [18, 19], which is interpreted as
the development of coagulopathy for this
infection.

In addition, in this study, we focused on the
disease that was most often diagnosed at the
Surgery Department of Poltava City Clinical
Hospital No.2. Both in 2021 and 2019, it turned
out to be acute cholecystitis against the back-
ground of calculous cholecystitis, which was an
indication for emergency cholecystectomy.

Table 3 presents the comparative character-
ristics of laboratory tests of the patients who
underwent emergency cholecystectomy in the
pre-pandemic period and during the COVID-19
pandemic. The tests were conducted before the
operation.

Table 3. Comparison of laboratory tests in patients undergoing emergency cholecystectomy

in the pre-pandemic and pandemic periods

Pre-pandemic period Pandemic period p-value
(n=30) (n=32)
Age (years) 54.26+13.06 52.81+12.21 0.8216
Sex, n (%)
Female 24 (80) 22 (68.75)
Male 6 (20) 10 (31.25) 0.9057
Laboratory tests
Leukocytes (x10*9 /L) 8.15+2.3 9.38+3.67 0.5076
ESR (mm/h) 12.5+5.6 21.75+10.8 0.0018
Fibrinogen, g/l 3.32+0.85 4.52+1.1 <0.0001
Prothrombin index, % 96.63+11.99 136.77+23.36 <0.0001
Creatinine, mmol/Il 72.1748.93 95.72425.74 0.0045
Urea, mmol/l 5.02+1.38 4.6+1.17 0.3002
ASA score, n (%)
ASA1 16 (53.3) 17 (53.1)
ASA 2-3 14 (46.7) 15 (46.9)
Charlson Comorbidity Index, % 3.62+1.54 3.63+£1.83 0.0117
Length of hospital stay (days) 5.56+1.39 5.96+1.48 0.3634
30-day rehospitalization, n (%) 2 (6.66) 2 (6.25) 0.9604
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Both groups of patients who were admitted
to the clinic for acute cholecystitis and
underwent emergency laparoscopic cholecys-
tectomy did not have significant differences in
terms of age, sex, comorbidity index, physical
condition, and length of stay at the department.

During the COVID-19 pandemic, the se-
verity of the disease in patients is much higher,
therefore, the results of laboratory tests for
acute inflammatory diseases, such as leukocytes
and ESR, were expected to increase, because
there may have been delayed hospitalizations of
patients [20]. However, in our study, no signi-
ficant differences were observed in leukocyte
values between the pre-pandemic and pandemic
periods, whereas ESR was significantly higher
in patients with COVID-19.

As to the results of other laboratory tests, the
increase in fibrinogen and prothrombin index in
the group of patients with COVID-19 infection
is noteworthy because it indicates an increased
tendency for thrombosis and the development
of coagulopathy [21]. Therefore, all patients in
the pandemic period group received fraxiparine
at a dose depending on the severity of the
condition and coagulogram parameters.

An increase in creatinine in patients with
COVID-19 is indicative of strained renal func-
tion due to direct viral cytopathic effects on the
renal epithelium and podocytes, — a possible
mechanism that is currently being discussed
[22, 23].

Discussions

A comparative analysis of patients under-
going emergency surgery in the pre-pandemic
and pandemic periods showed that patients with
the pathologies associated with coagulopathy
due to COVID-19 infection prevailed in the
pandemic period. These are thrombosis of the
mesenteric arteries, thrombosis of the arteries of
the lower extremities, perianal venous throm-
bosis, and thrombophlebitis. Severe acute respi-
ratory syndrome coronavirus 2 (SARS-COV-2)
is associated with clotting dysfunction that
predisposes patients to an increased risk of both
venous and arterial thromboembolism, worse-
ning short-term morbidity and mortality [17].

The reason for the increased incidence of
these pathologies is that the vascular endo-
thelium is an important target for SARS-CoV-2
infection, therefore, vascular disorders are a
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serious problem in COVID-19 [24]. Several
histopathological studies revealed a direct viral
infection of endothelial cells with evidence of
their apoptosis, pyroptosis, and lymphocytic in-
flammation of the endothelium both in the
lungs and in other organs [25].

It is known that the function of the vascular
endothelium is to promote dilation of vessels, as
well as fibrinolysis and anti-aggregation. Since
the endothelium plays a significant role in the
regulation of thrombosis [26], the hypercoagu-
lability observed in COVID-19 indicates signi-
ficant damage to the endothelium. Thus, accor-
ding to M. Paz Ocaranza and J. Riquelme [27],
the release of cytokines occurs because SARS-
CoV2 is a single-stranded RNA coronavirus
belonging to the Coronaviridae family (a genus
of beta-coronavirus), which penetrates human
cells by binding “spike protein” (S-protein)
with angiotensin-converting enzyme 2 receptor
(ACEZ2). It acts as the main receptor for SARS-
CoV-2, which leads to inhibition of ACE2 and
an increase in the expression of angiotensin I1,
which has pronounced vasoconstrictor proper-
ties and increases hypercoagulability due to the
enhanced production of tissue factor and plas-
minogen activator inhibitor [28].

The second problem of patients during the
pandemic is diabetic gangrene, which is also a
consequence of the vasoconstrictor effect of
increased angiotensin Il under the influence of
SARS-CoV-2. However, the neglect of the
disease is a crucial issue due to patients’ late
visits to the clinic for fear of contracting
COVID-19 infection. Other authors [29] have
also observed the same reason for neglected
cases in patients during the pandemic. Hence,
immobilization due to quarantine, fear of this
new virus, the delay associated with a patient’s
choice to stay at home until symptoms worsen,
and an increase in the waiting time before
receiving an exclusionary test for COVID-19
lead to prolonged illness and more severe
diagnosis at admission.

The surgical strategy for acute cholecystitis
during the COVID-19 pandemic has been
debated for a long time as some authors report
that patients who test positive for COVID-19
and undergo surgery experience poor clinical
outcomes, such as increased mortality and pul-
monary complications [30]. However, current
guidelines recommend laparoscopic cholecys-



tectomy as the gold standard for the treatment
of acute cholecystitis due to better outcomes in
terms of mortality, morbidity, and postoperative
hospital stay as compared to open cholecys-
tectomy [31, 32, 33]. Therefore, we did not
change the surgical tactics: all patients under-
went laparoscopic cholecystectomy during the
pandemic period.

As for laparoscopic emergency cholecys-
tectomy, whose technique also did not change
at the clinic during the pandemic period, there
was no increase in perioperative complications
as compared to the pre-pandemic period. There
were minimal complications in this study
according to the Clavien and Dindo scale in
both groups. During the pandemic, only 2
patients had complications in the form of
increased blood pressure, which required
additional administration of medications; in the
pre-pandemic period, 3 patients also had an
increase in blood pressure after the surgery.

None of the medical professionals involved
in operations contracted COVID-19 infection,
which indicates the safety of laparoscopic
abdominal operations during the pandemic
period, providing the compliance with sanitary
and epidemiological requirements.

Limitations

This is a retrospective, single-center study.
The patient cohort was rather small. To reduce
possible bias, we examined the exact time
frame of 5 months in both 2019 and 2021.
However, our results show that the two groups
are well comparable, without any significant
differences between the main pandemic and
control group.

Conclusions

A comparative analysis of cases of emer-
gency surgical care during the COVID-19
pandemic as contrasted with the pre-pandemic

Compliance with Ethics Requirements:

period showed an increased number of diseases
associated with vascular thrombosis in different
parts of the body (mesenteric arteries, arteries
and veins of the lower extremities, perianal
veins) due to the impact of the SARS-CoV2
virus on the vascular endothelium and increased
thrombosis among patients.

The severity of urgent laparoscopic emer-
gency cholecystectomies during the pandemic
did not increase compared to the previous year;
postoperative complications were minimal.

In patients with COVID-19 infection, accor-
ding to laboratory tests, there is a tendency for
thrombosis and the development of coagulo-
pathy, which should be taken into account when
preparing for surgery and preventing throm-
bosis with the help of anticoagulants.

The safety-related resources at the clinic
were in line with sanitary and epidemiological
requirements, therefore, not a single surgeon
contracted an infection.

The obtained results are important for the
management of patients with COVID-19 infec-
tion in emergency surgical cases, as the
coronavirus pandemic continues. In the tactics
of managing patients with coronavirus infection
and acute surgical pathology, no fundamental
effective changes were found during the study.
However, in the case of the comorbidity of
acute surgical disease, COVID-19, and viral
pneumonia of varying severity, it is necessary
to take into account the increased risk of
complications by bacterial and thromboembolic
diseases. Based on our study, we can conclude
that at the peak of the COVID-19 incidence,
with an effective organization of surgical care
in an infectious diseases hospital, it is possible
to balance the reduction in surgical inter-
ventions (focusing on emergency surgeries) and
the risk of infection of medical staff.

,» I he authors declare no conflict of interest regarding this article”
,»1he authors declare that all the procedures and experiments of this study respect the ethical
standards in the Helsinki Declaration of 1975, as revised in 2008(5), as well as the national law.*

,»No funding for this study*.
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C.3aert’, M.I[ynllemcol, B.Xopoumoz, P.le/IXl/IIlbkol, H.KpaBumsl, C.JlaHnIb4eHKo °

OCOBEHHOCTH CKOPOM XAUPYPITHYECKOM IIOMOIIX
B YCJIOBUSAX MTAHAEMHAHN COVID-19

YYuebno-nayunviii uncmumym nocredunniomnozo obpazosanus, Ilonmasckuii 2ocydapcmeentiil
Mmeduyunckull ynusepcumem, [lonmasa, Ykpauna
2 Hayuonanvhoiii yuugepcumem um. FOpus Konopamioxa I[lonmaeckas norumexnuka, Ilonmasa, Yxpauna
3Xepconckuii 2ocyoapcmeennuiii ynusepcumem, Xepcon, Yrpauna

Pe3tome. B crathe npeacTaBiIeHbl pe3yabTaThl HCCIIEIOBAHMS, IIPOBEICHHOTO C IIENbI0 aHAIN3UPOBATh U
OIIPEICIUTh OCOOCHHOCTH OKa3aHHS HEOTIOXKHOH XHUPYpPruuecKoil MOMOIIM B YCIOBHUSIX KOPOHaBHPYCHOU
nHpexknun COVID-19.

Bei1 mpoBeseH pPeTPOCHEKTUBHBIM aHATN3 MEIUIMHCKHX KapT 242 HalMeHTOB C MOATBEPKICHHON
nadpexnuerr COVID-19, nocTynuBmux B Xupyprudeckoe otneseHue [lonraBckoit ropoacKoi KIMHUYECKOH
OonpHHIBI Ne3, ¢ deBpans mo utoHb 2021 1. B CBSI3M ¢ HEOOXOJUMOCTBIO DKCTPEHHOT'O OIIEPATHBHOTO
BMeIaTenscTBa. CpaBHHUTENIBHBIA aHAM3 MPOBEACH C TPYNNON NAalKMEeHTOB, MEPEHECHIUX HKCTPEHHYIO
omneparuio B nepron ¢ ¢espais mo uronb 2019 r. (rpynmna 6e3 undexipu COVID-19).

B pesynbraTe mpoBeneHHbBIX UCCIEA0BaHUN yCTaHOBIEHO, YTO B EPUO/] MAHAEMHUH KOJINIECTBO OOJIBHBIX
co crarycom American Society of Anesthesiologists 2-3 6su10 qocToBepHO Bhitiie (< 0,0001), a neTansHOCTH
B MEpHOJA MAHIEMHH B XHPYPIMYEeCKOM OTAENEHHH cocTaBmiaa 6,2%. B mepmox maHaeMuu BBISBICHO
npeo0iiafjaHie MalueHTOB ¢ IaToJNIOruel, CBI3aHHO#M ¢ koarynomnarued Ha ¢one mHpexkuuu COVID-19, B
BUE TPOoMOO3a ME3CHTEpUANIbHBIX apTepuil, TpomOO3a apTepuil HUKHUX KOHEYHOCTEH, NMepHaHaIbHOTO
BEHO3HOT'0 TPOM0O03a, TpoMOOdIeOuTa.

[To MHEHHUIO aBTOPOB, CIEAYeT YYHUTHIBATH CKIOHHOCTH K TPOMOOOOPA30BaHUIO M PA3BUTHIO KOAryJo-
natuu y nangueHToB ¢ uHdekuueit COVID-19 npu moArotoBke X K omnepanud U NpopHIaKTHKE TPOMOO-
00pa3oBaHMs C MOMOILBIO AHTUKOATYJISIHTOB.
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