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Abstract

Acute compartment syndrome is a severe and life-threatening condition that develops
due to increased pressure within a confined fascial space. This pathological process
causes impaired microcirculation, tissue ischemia, necrosis, and loss of limb function.
Acute compartment syndrome is most frequently associated with high-energy injuries
and fractures of long bones. However, its occurrence in combination with the onset of
type 1 diabetes mellitus is extremely rare and has been described only in a limited
number of clinical reports. We present the case of a 45-year-old male who sustained a
low-energy distal fracture of the radius of the left forearm. Initial management included
closed reduction and plaster immobilization. Subsequently, due to metabolic
decompensation manifested by severe hyperglycemia, glucosuria, and ketonuria, the
patient developed acute compartment syndrome of the forearm. This was further
complicated by phlegmon of the hand and forearm, sepsis, and the formation of
secondary purulent lesions. Laboratory testing confirmed the new diagnosis of type 1
diabetes mellitus. The coexistence of acute compartment syndrome and type 1 diabetes
mellitus was aggravated by several pathophysiological mechanisms. These included
diabetic microangiopathy, impaired microcirculation, decreased tolerance of tissues to
ischemia, immune dysfunction, and delayed reparative processes. A critical
unfavorable factor was the patient's low adherence to medical recommendations.
Refusal of urgent hospitalization and the persistence of plaster immobilization resulted
in delayed fasciotomy and progression of tissue necrosis. Surgical treatment consisted

Trauma & Ortho Kaz, 2025, 76 (5)

PARASSATKZ


https://orcid.org/0000-0003-4193-7695
https://orcid.org/0009-0002-1485-7016
https://orcid.org/0000-0003-2309-628X
https://orcid.org/0000-0002-6684-2791
https://orcid.org/0000-0003-2927-1720
https://orcid.org/0000-0003-4342-8317
https://orcid.org/0000-0002-5675-0471
https://orcid.org/0009-0002-1518-5354
mailto:dosanova_aida@inbox.ru
https://doi.org/10.52889/1684-9280-2025-76-5-jto025
https://doi.org/10.52889/1684-9280-2025-76-5-jto025

Trauma & Ortho Kaz, 2025, 76 (5)

of extensive multi-incision fasciotomy, necrosectomy, and subsequent skin grafting.
Postoperative management included broad-spectrum antibacterial therapy, intensive
fluid and transfusion support, and insulin therapy. A multidisciplinary approach
involving trauma surgeons, general surgeons, endocrinologists, and anesthesiologists
was essential for achieving a favorable outcome. This case highlights the necessity of
considering endocrinological pathology as a significant risk factor in trauma patients.
Early diagnosis and timely fasciotomy remain the only effective methods to prevent
irreversible disability and mortality.

Keywords: acute compartment syndrome, onset of type 1 diabetes mellitus, fasciotomy,

case report.

1. Introduction

The initial presentation of diabetes mellitus (DM)
in conjunction with the development of compartment
syndrome is exceedingly rare, primarily documented
in isolated case reports. Such instances hold significant
clinical interest because an acute surgical complication
may represent either a consequence of the metabolic
disease or its very first manifestation. A limited
number of patients have been described in the
available literature where the onset of DM was
complicated by compartment syndrome following
either infectious-inflammatory processes or local

2. Clinical Case Description

A 45-year-old male sustained an injury on March

25, 2023, following a fall onto his left hand. The next
day, he presented to the trauma center at the National
Scientific Center of Traumatology and Orthopedics
named after Academician N.D. Batpenov (Astana,
Republic of Kazakhstan). He was diagnosed with a
closed fracture of the distal radial metaepiphysis of the
left forearm with displaced bone fragments. The
patient underwent closed manual reduction and
application of a plaster splint. Following consultation,
he was advised to follow-up as an outpatient at his
place of residence but failed to seek further medical
attention. Four days post-trauma, the patient noted
worsening pain and increasing edema, prompting his
return to the emergency department. After clinical and
radiological assessment, the plaster cast was adjusted,

trauma. This particular case highlights a rare
combination the simultaneous debut of DM and upper
extremity compartment syndrome which underscores
the critical importance of considering endocrine
pathology as a potential risk factor when evaluating
the causality of an acute surgical process.

The patient was fully informed about the nature
of the illness and the interventions performed, and
provided written consent for the publication of this
clinical observation in accordance with the principles
of the Helsinki Declaration.

and aseptic dressings were applied. Despite
recommendations for immediate hospitalization, the
patient adamantly refused inpatient treatment.

His condition subsequently deteriorated, marked
by intensified pain, increased edema, impaired hand
function, and a rising body temperature to 38.5 C.
Upon his second presentation, he was urgently
admitted to the Department of Purulent Surgery.
Examination revealed marked edema and hyperemia
of the forearm and hand, localized hyperthermia,
pitting edema (pastiness) of the skin, and fluctuation in
the lower third of the forearm and over the dorsal
surface of the hand. Movement in the wrist joint was
severely restricted, although sensation and radial
artery pulsation remained intact (Figure 1 and 2).

Figure 1 — On admission, the patient’s left forearm presented with marked edema and cutaneous cyanosis following
the removal of the plaster cast
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Figure 2 — patient’s left thigh: localized hyperemia and soft tissue infiltration in the area of phlegmonous inflammation

Soft tissue ultrasound showed pronounced edema
and signs consistent with phlegmonous inflammation.
Duplex ultrasound of the lower extremity arteries and
veins revealed no pathological changes. Chest
radiography  detected bilateral perihilar focal
pneumonia. Laboratory tests demonstrated leukocytosis
(16.34x109/L), elevated C-reactive protein, moderate
anemia, severe hyperglycemia (21.46 mmol/L),
glucosuria, and ketonuria. Given the high blood glucose
level, Type 1 DM was diagnosed for the first time.

Bacteriological analysis of the purulent discharge
isolated cephalosporin-resistant Staphylococcus aureus
and Streptococcus pyogenes. This finding was crucial for
guiding antibiotic selection and necessitated the use of
reserve agents.

Based on the clinical presentation, the following
diagnoses were established: Post-traumatic acute
osteomyelitis of the left forearm bones; Phlegmon of the
left hand and forearm; Closed fracture of the distal radial
metaepiphysis of the left forearm with displaced bone
fragments (Status post closed manual reduction and

plaster immobilization); Compartment syndrome;
Sepsis; Bilateral polysegmental pneumonia in the
consolidation stage; Respiratory failure (RF) Grade 0-1;
and initial diagnosed Type 1 DM.

The patient underwent a fasciotomy, which
involved an extensive S-shaped skin incision along the
palmar surface of the left hand, extending to the volar
surface of the forearm up to the elbow joint. An
additional longitudinal incision was made along the
dorsal surface of the left hand over the second and fourth
metacarpal spaces (Figure 3, 4, and 6). A longitudinal
fasciotomy of all flexor and extensor muscle
compartments was performed, followed by conservative
debridement within viable tissue margins. Purulent,
cream-like exudate containing fragments of lysed
subcutaneous fat was obtained throughout the wound,
and a specimen was collected for bacteriological culture
(Figure 5).

Figure 3 — S-shaped extended incision for fasciotomy (A) and debridement (removal of necrotized tissue);
(B) along the palmar surface of the left hand
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Figure 6 — Osteosynthesis of the left forearm’s radial bone using Kirschner wires (K-wires) and autodermoplasty
with a split-thickness skin graft

The postoperative regimen included intensive
infusion-transfusion therapy (albumin, plasma, packed

red blood cells), aggressive antibiotic therapy
(meropenem, vancomycin, moxifloxacin,
metronidazole), analgesia, and intensive insulin

regimen. On Postoperative Day 10, a second-look

surgery was performed to remove non-viable tissue. On
Postoperative Day 20, osteosynthesis of the left radial
bone was performed wusing pins, followed by
autodermoplasty with a split-thickness skin graft
(Figure 7).

Figure 7 — Longitudinal incisions on the dorsal surface of the left hand over the 2nd and 4th metacarpal spaces
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3. Discussion

Acute Compartment Syndrome (ACS) remains a
relatively rare but extremely threatening pathology that
requires timely surgical intervention. Epidemiological
studies indicate that the upper extremities account for
only 10-11% of all ACS cases, with the forearm being
the most common site. The primary causes include long
bone fractures (=65%), soft tissue injuries (=30%), and
vascular impairment (=4%) [1]. Consequently, the
development of ACS in a patient with a low-energy
distal radial metaepiphysis fracture combined with the
onset of DM represents a clinical phenomenon outside
the typical spectrum of this pathology.

Type 1 DM, particularly at its onset and in the
context of ketoacidosis, significantly influences the
course of ACS. Key pathogenetic mechanisms include
diabetic microangiopathy, impaired microcirculation,
reduced tissue tolerance to ischemia, immune
dysfunction, and delayed reparative processes [2-4].
These changes contribute to the rapid development of
necrotic processes and the generalization of infection.
Isolated observations described in the literature confirm
that DM can act not only as a pre-existing condition but
also as a direct trigger for ACS development, including
its spontaneous forms [2, 5, 6] (Table 1).

Table 1 — Published Clinical Cases of Diabetes Mellitus Combined with Compartment Syndrome

Authors Year Loc(aélif:)t 1o Outcome Co-morbid DM
Smith AL, Laing PW. [2] 1999 Bothlegs  Recovery  LyPe1DM (Diagnosed 11
years prior)
Pamoukian VN, Rubino F, Iraci JC. [6] 2000 Right leg Recovery Type1DM (D1a.1gnosed 24
years prior)
Mahdi H, Gough S, Gill KK, Mahon B. [5] 2007 Right leg Recovery Type 1 DM (Diagnosed 2

months prior to the case)

A significant negative modifying factor in the
presented case was the patient's low adherence to
medical recommendations. Refusal of emergency
hospitalization amid increasing edema and pain,
coupled with the retention of plaster immobilization,
led to a delay in decompression. For ACS, the effective
therapeutic window is only 6-12 hours. Late
intervention leads to irreversible muscle necrosis and
the development of systemic complications, including
sepsis [1, 7-9].

In this case, it was likely the delay in surgical aid,
alongside metabolic decompensation, that determined
the severity of the infectious process and the outcome
of the disease.

In the setting of DM onset and metabolic
decompensation, clinical symptoms can be non-
specific. Manifestations such as edema, hyperemia, and
pain are often interpreted as signs of cellulitis, deep
vein thrombosis, or local phlegmon. This creates a risk
of diagnostic error and delayed surgical intervention.
The leading clinical signs that should raise suspicion for
ACS remain disproportionate pain, which intensifies
with passive movement, and a tight edema of the fascial
compartments. If these are present, an immediate

decision regarding fasciotomy is required, as
conservative management is ineffective [1, 10].

The surgical approach in this case adhered to
current international guidelines (AAOS, BOA) and
involved extensive fasciotomy, debridement, and
subsequent  skin  grafting. = Fasciotomy  was
fundamentally important because, in compartment
syndrome, increased intracompartmental pressure
leads to muscle and nerve ischemia. The only reliable
method of decompression remains the incision of the
fascial envelopes [11]. It's crucial to remember that
reversible ischemia doesn't always imply reversible
damage: even with timely treatment, elevated pressure
in the upper extremity can lead to persistent
neurological deficits and loss of hand function [12].

Classically, forearm decompression is performed
using incisions on both the volar (palmar) and dorsal
surfaces. Some studies discuss the possibility of a single
volar incision with pressure monitoring, but the
evidence base for this remains limited [13]. In the
presented case, the standard technique was performed
with S-shaped incisions on the volar and dorsal
surfaces. This ensured adequate opening of both the
superficial and deep muscle compartments, reduced
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pressure, and prevented tissue necrosis. Alternative,
less invasive decompression methods have been
described in the literature, but their effectiveness
remains low, and open fasciotomy continues to be the
"gold standard" for severe compartment syndrome.
Optimal results were achieved through a
comprehensive  approach, including  surgical
intervention, antibiotic therapy, intensive infusion-
transfusion support, and endocrinological correction
[7,9,13]. The

endocrinologists, and anesthesiologists played a

collaboration  between surgeons,
leading role in this process, which is particularly vital
when traumatic pathology is combined with severe
metabolic decompensation.

The presented case highlights several key points of
practical significance:

*DM, including its initial presentation, is a
significant risk factor for ACS development and
substantially worsens its course by leading to
microangiopathy, impaired microcirculation, delayed
edema resolution, and reduced tissue regenerative
potential.

5. Conclusions

ACS s a critical condition resulting from increased
pressure within a confined fascial space, leading to
microcirculatory impairment, tissue ischemia, and
potential limb loss in the absence of timely
decompression. The presented clinical case illustrates a
rare combination of the initial presentation of Type 1
DM and acute upper extremity compartment syndrome
following low-energy trauma. In the context of
metabolic decompensation, DM should be considered
not merely as a background condition but as a
significant modifying factor that accelerates ischemic-
necrotic processes and increases the risk of infection
generalization.

The outcome of the disease is largely determined
by the timeliness of surgical intervention, but additional
unfavorable factors, such as the patient’s poor
adherence to medical recommendations and delayed
hospitalization, significantly worsen the prognosis.
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DHAOKPMHAIK IIaTOAOIMA asiChIHAAFDI XXapaKaT Ke3iHAeri KAMHNMKAaAbIK XKaFAan:
XKeaea koMrmapTMeHT-CMHAPOM >XKo9He | TnIITi KaHT AMa0eTiHIH Ae0I0Ti

baarazapos C.C. 1, Tpobumuyk B.A. 2, Abuaos P.C. 3, Mopomran A.B. 4, Pamasanos X.K. 5,

Atermmaesa A.M. ¢, Kpukausoiit A.A. 7, Aocanosa A.A. 8

1 KAMHUKaABIK 5KyMBIC OOVIBIHIIIA AVIPEKTOPABIH OpbiHOacapsl, AkajdemMuk H.OK. batrieHoB aTsiHAaFb! Y ATTHIK, FHLABIMIL
TPpaBMaTOAOTV KOHe OpTOIIeANs OpTaabirbl, AcraHa, Kasakcran
2 Basaaap xupyprusicel KageApacblHbIH acCUCTeHTi, AcTaHa MeAulyHa yHuBepcuteti, AcraHa, Kasakcran

3 Tpasmatoaor-oprones, No4 TpasmaToaorus 6eaimmieci, Akagemux H.OK. barnieHos aTbiHAaFbl ¥ ATTBIK FBLABIMY TPAaBMaTOAOT VIS
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5TpasBmaroaor-oprorea, No4 rpaBmaroaorust 6eaimieci, Akagemuk H.OK. Barrienos aTeiHAaFbl Y ATTHIK FRLABIMU TPaBMaTOAOTVLS
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¢PhD goxropant, Kaparanasr meauiiuna yunsepceureri, Kaparanapr, Kazakcran

7TpaBmaroaor-oprored, No4 rpaBmaroaorust 6eaimireci, Akagemuk H.OK. Barrienos aTeiHgarsl Y ATTHIK FRLABIMY TPaBMaTOAOTVS

>K9He opToneAns opTaabirel, Acrana, Kasakcran

82 Kypc aspirep-unTepH, ActaHa MeAuIlHa yHuBepcuTeTi, ActaHa, Kasaxcran

Tyiingeme

Keazea xomMImapTMeHT-CMHAPOM — IeKTeyaAi dacnmaabapl KeHICTiKTe KBICBIMHBIH >KOFapblAaybIMeH
CUIIaTTalaThlH ayblp Iatoaorus. bya >kardall MUKpOUMPKYASOVSHBIH Oy3blAYBIHA, TiHAEPAIH MWIIEeMICHIHA,
HEKpO3Fa >KoHe asK-KoA KBI3METiHiH TeMmeHAeyiHe aabll Keaedi. KebiHece >kedea KOMIIapTMEHT-CMHAPOM Y3BIH
CYJeKTepAiH CBIHYbBIMEH KaTap >KOFaphl DHEPIMAABIK >KapakaTTap KesiHAe Adamuabl. COHBIMEH KaTap, OHBIH KaHT
Aunabetiniy I TumniHig aaramn aHBIKTaaFaH >KarAalbIMeH KaTap >KYpyl eTe cupek Keddeceai >KoHe MeAMIIMHAABIK
9AebueTTepAe TeK JKeKedeTeH KAMHUKAABIK OaKblaayAap TYpiHJe FaHa Ke3aeceai.
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bya >xyMpIcTa TOMEH DHEPIVIIAB AUCTaAbABl MeTasnupU3AiH CHIHYE (OHBIHAA aAfall peT 1-Tumreri KaHT
Anabeti aHbIKTaAFaH 45 >KacTarbl ep aJaMAarbl >KOFapF¥bl adAK-KOAABIH >Keded KOMIIapTMEHT-CUHAPOMBIHBIH
KAVHUKAABIK >KaFAaiibl CUIIaTTaAFaH. AAFallIKblda HayKacka >KaOBIK PeIto3UINS YKacaAblll, TUIICTIK MMMOOMAN3aII Vs
caablHABL. KejliHHeH aliKbIH I'MIIEPIAMKEMMs, TAIOKO3YpUsA >KoHe KeTOHYPUsAMEH KopiHeTiHeH MeTabOAMKaABIK
AeKOMIIeHCalMsl asChblHAa >Kedel KOMIIapTMEHT-CMHAPOMBI JaMBIII, 04 KOA MeH OiaexTiH ¢aerMoHachIMeH,
CeIICUCIIeH JXKoHe eKiHIIiAiK ipiHAl oIaKkTapAblH Ty3iayiMeH acKbIHFaH. Aypy aFbIMBIHBIH ayblp/AayblHa bIKIIaA eTKeH
HeTi3Ii ITaToreHeTMKaAbIK, (pakTopaap AMaOeTTiK MUKPOaHTMONATUA, MUKPOLVPKYASLVIHBIH OY3bLAYH, TIHAEPAIH
UIIeMIIFa TO3IMAIAITiHIH TOMeHAeyi, UMMYHABIK AVICPYHKLN JKoHe pereHepanus yaepicrepiniy Oasyaaysl 00A4BL.
CoHbpIMeH KaTap, HayKacTblH MeAMIIMHAABIK YCBHIHBIMJAapFfa OelfiMci3Airi ge Tepic acep eTTi: 04 CTaljMOHapABIK,
eMJeyAeH 0ac TapThIIl, TUIICTIK MMMOOMAM3ALVHBI Y3aK caKTaraH, Oy 4eKOMIIPeCCUSHBIH KeIiKTipidyiHe akeaad.
XUpyprusaslk eMAey KeH KoaeMAi (pacIiMOTOMISIHEL, HEKPODKTOMILIHBI JKoHe KelfiHTi Tepi I1AacTUKachH KaMTBIABL
Ornepaumsigan KeriiHri Ke3eHJe HayKacKa KeH ayKbIMABI aHTUOaKTepraAAbl Tepanus, UHPY3UAABIK-TPaHCPY3UAABIK
KOAJay >KeHe MHCYyAMHOTepamnus XKYprisiadi. Xupyprrap, ®HAOKPMHOAOITap >KoHe aHeCTe3MOAOITap KaTbhICKaH
MYABTUAMCIIUTIAMHAPABIK, T9CiA OH HOTMXKere KOA KeTKidyre MyMKiHAiK Oepai. ¥ChIHbIAFaH KAMHMKAABIK >KaFAail
SHAOKPMHAIK IIaTOAOTVSHEI >KapaKaT Ke3iHJe MaHBI3AbI Kayill (aKTOphl peTiHAe ecKepy KaKeTTiriH KepceTeai.
YaKTblABI AVIaTHOCTVIKA M€eH epTe PpacloTOMMsI MyTeAeKTiK ITeH ©A1iMHiH aAAbIH aAyABIH XKaAFbI3 TUiMAL Tacial 60abIIT
Kaaa Oepeai.

Tyi1iH ce3aep: Xesea KOMIIapTMeHT-CMHAPOM, | TuIITi KaHT 4nabeTiHiH 4e010TH, (PpacIMOTOMIIS, KAMHUKAABIK,
SKaraaini.

Kamandeckast HaCTOPO>XeHHOCTD IIpU TpaBMe Ha (pOHe YPHAOKPMHHONM I1aTOAOTI:
OcTpblll KOMOAPTMEHT-CMHAPOM U 4e010T aAnabera 1 Tuma

Baarasapos C.C. 1, Tpodumuyk B.A. 2, Abuaos P.C. 3, Moporan A.B. 4, Pamasanos XK.K. 5,

Atermmaesa A.M. ¢, Kpukaussiit A.A. 7, AocanoBa A.A. 8

1 3amMecTuTeAb AVMPEKTOPA 10 KAVHIYECKOII paboTte, HarimoHaapHbI HayYHBIN 1IEHTP TPaBMaTOAOIMUM U1 OPTOIIeAVM IMEHU
Axagemuka H.A. barnenosa, Acrana, Kazaxcran
2 Accucrent KadeApsl 4eTCKoi Xupypruy, MeauumHckuil yuusepeuteT Acrana, Acrana, Kazaxcran

3 TpaBmaroaor-opTornes, otaeaenne Tpasmaroaornyu Nod, HarjmoHaabHbI HaydHbIN LIEHTP TPaBMaTOAOIMY U OPTOIIeAVI IMEHU
Axagemuka H.A. barnenosa, Acrana, Kazaxcran

4 TpaBmMaToaor-opTones, oraeaenne TpasmMaroaornyu Nod, HarjmoHaabHbIN HayYHBIN LIEHTP TPaBMaTOAOIY 1 OPTOIIeAN IMEHN
Axagemuka H.A. barnenosa, Acrana, Kazaxcran

5 TpaBmaroaor-opTornes, otaeaeHne Tpasmaroaornyu Nod, HarjmoHaabHbI HaydHbIN LIEHTP TPaBMaTOAOIMY M OPTOIIeAVI IMEHU
Axagemuka H.A. barnenosa, Acrana, Kazaxcrau

¢ PhD aoxropant, Meauumnckuit yuusepcuter Kaparanast, Kaparanaa, Kasaxcran

7 TpaBMaToa0r-opTones, oraeaeHue TpasMaroaoruy Ne4, HaryoHnaAbHbIM Hay9HBIIT LIEHTP TPaBMaTOAOTUM M OPTOIIeANY UMEHU

Axazemuka H.A. barnenosa, Acrana, Kazaxcran
8 Bpau-unrepH 2 roga, Meannmnckuit yuusepcuteT Acrada, Acrana, Kasaxcran

Pes3omMme

OCprII7I KOMHapTMeHT-CI/IHﬂ,pOM HpeACTaBA}IGT CO6OI7I KpI/ITI/ILIeCKOE COCTOsHYVIE, BO3HUKalOIIlee BCAeACTBHIE
ITIOBBIINIEHU AaBA€HUS B OFpaHI/I‘{eHHOM CI)aCLII/IaAbHOM HpOCTpaHCTBe. ﬂ,aHHOE COCTOsSIHUE HpMBOﬂ,MT K HapymeHmo
MUKPOLVIPKYASIIUY, WIIEMMM TKaHeil, HeKpo3y u yrpaTe ¢yHKUMM KoHeuHocTn. Hambosaee wacto ocTpbiit
KOMHapTMeHT-CI/IHﬂ,pOM paSBI/IBaeTC}I HpI/I BLICOKOBHepTeTI/I‘{eCKI/IX TpaBMaX, COl'IpOBO)KAaIOLT_II/IXCﬂ Hepe/lOMaMI/I
AAVTHHBIX KOCTeI. O/.I,HaKO coyeTaHme A4aHHOIo OCAO>KHEHUsI C Ae6IOTOM caxapHoro AI/IaGETa nepBoro THUIIa BCTpe‘IaeTC}I
KpaI7IH€ peAKO " OIIMCaHO B AMTepaType €AVIHUYHBIMU KAVMHUNYECKIMU Ha6AIOA€HI/I5[MI/I. B HpeACTaBAeHHOﬁ pa60Te
OIIMCaH cAydall OCTPOTo KOMITapTMEHT-CUHAPOMa BepXHell KOHEUHOCTN Y 45-1eTHero My>kKuMHBI, Y KOTOPOTo Ha (poHe
HI/ISKOBHepFeTI/I‘{eCKOFO HepeAOMa AVICTAABHOTIO METaBHI/Iq)I/ISa Ay‘IeBOﬁ KOCTU BHepBHe 6])1/1 BbBISIBAEH CaxapHLIfI
AI/Ia6€T nepBoro THUIIA. HepBOHa‘{a/leO naumeHTy GBIAa BBIIIOAHEHAa SaKprTa}I pel‘IO3I/II_II/I}I I HAaAO>KEeHa TUIICOBast
I/IMMO6I/IAI/13aI_II/I$I. B Aa/leef[I_HeM Ha (1)0He MeTa60/lI/I‘~IECKOI7I AeKOMIIeHCcallnl, HpOiIBI/IBIJ_IefICﬂ Bpra)KeHHOfI
TUIIeprAMKeMIeN, TAIOKO3ypuel U KEeTOHYpMel, pas3BUACA OCTPBLIMA KOMIIAPTMEHT-CUMHAPOM, OCAOKHEHHbIN
Cl)/lel“MOHOfI KUCT U Hpeﬂ,l‘[/le‘{b}l, CcericrucoM u (1)OpMI/IpOBaHI/IeM BTOpI/I‘{HBIX THOMHBIX oOuaros. KamueBbIMI
IIaToreHeTnu4yeCKmmMm MeXaHUu3MaMl, yT}DKEA}IIOL'LU/IMI/I Te4yeHue 3a6OA€BaHI/I}I, CTaaAun AI/Ia6ETI/I‘~IECKa}I
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MMKpOaHIMOaTysA, HapyllleHe MUKPOUUMPKYASIIMY, CHIUKeHMe TOAEPaHTHOCTM TKaHel K MIIeMUM, MMMYHHas
AnchyHKOUA U 3aMeAleHHbIe IIPOLIeCCHl pereHepauny. /ONMOAHUTEABHBIM HeOAarOIpUATHBIM (paKTOPOM sIBUAACh
HM3Kasl IPUBEP>KeHHOCTh IallieHTa MeAUIIMHCKMM pPeKOMeHJalMsAM: OTKa3 OT ®KCTPeHHON TOCHMTaAM3aluu U
COXpaHeHMe TUIICOBOJ IOBSA3KU MPUBEAN K OTCpOUKe geKoMIpeccuy. XUpyprudeckas TakTHKa BKAIOYada IIMPOKYIO
MHOTOpa3pe3HyI0 ($acMOTOMUIO, HEKPOSKTOMMIO U ITOCAEAYIOIIYIO KOXKHYIO IIAacTMKy. B moczeomepanyoHHOM
Iepuoje IpOBOAUAach MHTEHCUMBHAsl aHTMOaKTepMalbHas Tepamus, MHQPY3MOHHO-TpaHCPY3MOHHAS IOAAEep>KKa U
MHCYAMHOTepanus. MeXAUCIUIIAMHAPHBINA I104X0J4, C ydacTueM XUPYpPTOB, SHAOKPMHOAOTOB U aHeCTe310/0TOB
MO3BOAUA AOCTUYDL OAaronpusATHOTO mcxoaa. IlpeacTaBaeHHBIN caydall MMOgUepKuBaeT HEOOXOAMMOCTb YUUTBHIBAThH
SHAOKPVMHHYIO IaTOAOTUMIO KaK 3HAYMMBIN (akTop pucka mpu TpaBMax. CBoeBpeMeHHas AMarHOCTMKA M PaHHSI
¢acumoromMus OCTaIOTCs e AMHCTBEHHBIM CIIOCOOOM IpeJOTBpallleHNs MHBAANAN3ally ¥ A€TaAbHOTO MCXOAa.

Karoudesble ca0oBa: ocTpblil KOMIIapTMEHT-CMHAPOM, Ae0IOT caxapHOToO AmabeTa IIepBOro Tura, $pacoTOMI,
KAVHUYECKUI caydai.
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