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Abstracts

The Relevance of the Topic. In most economically developed countries cardiovascular diseases occupy a leading
position among the causes of morbidity, disability, and mortality. Mortality from diseases of the cardiovascular system
prevails over mortality from all malignant neoplasms taken together, and, 25% of those who died of cardiovascular
diseases are people of working age. Atherosclerosis (aterosclerosis) is a chronic disease, characterized by lipoid
infiltration of the inner shell of the arteries of the elastic and mixed types with subsequent development of connective
tissue in their wall, and clinically manifested by general and local disorders of blood circulation. Obliterating
atherosclerosis is a type of atherosclerosis, characterized by a sharp narrowing or complete closure of the arterial lumen.
As a rule, it is observed in the arteries of the lower extremities, heart, kidneys and the external sections of the brain
blood vessels. The purpose of the study — to establish the structure of surgical interventions in the obliterating athero-
sclerosis of the lower extremities and to identify the main aspects that should be addressed for the rehabilitation of
patients with this pathology. Methods of research — analysis and synthesis of scientific sources, analysis of medical
records. The analysis of 59 medical records of patients after surgical interventions with obliterating atherosclerosis of
the lower extremities has been performed. The structure of interventions and their complications for ten months of 2017
have been analysed. The exclusion criterion is patients with obliterative atherosclerosis of the lower extremities with
diabetes. Results of the Research. Such patients need rehabilitation interventions, depending on the stage of the disease,
on the type of surgical intervention in the early postoperative period and in ambulatory surveillance. Particular attention
is needed for patients after amputation of phalanges of toes, the support part foot and amputations above the knee. After
all, amputation of the lower extremities significantly disturbs the body’s static, the center of gravity moves toward the
retained limb. As a result, the slope of the pelvis, which leads to curvature of the spine and an increase in the load on the
retained limb occurs, as well as the atrophy of the muscles of the box. The quality of life of patients significantly
decreases. Conclusions. According to the results of the study it has been found out the percentage of women with this
disease is lower than that of men, but it is significant, which does not completely coincide with previous studies, and
obviously, it is necessary to investigate the causes of the growth of the disease in women. It has been found out that
almost a quarter of patients with this diagnosis got into the surgery department at the stage of destructive changes with
distinctive ulcers in the distal parts of the limbs and fingers, which led to their amputation.
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HaraJis Iosion. CTpyKTypa onepaTHBHHUX YyTPYYaHb NPH 00IiTEPYI0UOMY aTepOCKIepPo3i HUKHIX KiHIIBOK
Ta acneKTHU peadiniTauii xBopux i3 wiero marosoriero. Akmyansnicms. 3aXBOPIOBaHHS CEPIIEBO-CYANHHOI CHCTEMH B
O1ITBIIIOCTI EKOHOMIYHO PO3BHHEHHX KpaiH 3aiMaroTh JIAMPYIOUi MO3UIII] cepel] IPIYUH 3aXBOPIOBAHOCTI, 1HBAIAM3aIlii
Ta cMeptHocTi. CMEpTHICTh Bijl 3aXBOPIOBAaHb CEPIEBO-CYJMHHOI CHCTEMH II€pEeBakae HaJ CMEPTHICTIO BiJ YCiX
3JI0SIKICHUX HOBOYTBOPEHbB, pa3oM y3ATHX, pudoMy, 25 % rmomepnux BiJl CepreBO-CyANHHHUX 3aXBOPIOBAHb — II€ JIIOAN
mpane3qaTHoro Biky. Atepockiepo3 (atherosclerosis) — xponiuma xBopo0a, ska XapaKTEepH3YEThCS JIIIOIJHOO
IH}TBTpaLi€lo BHYTPIIIHLOI 000JIOHKH apTepiil eacTHIHOro ¥ 3MIIIaHOTO THIIB i3 HACTYIHUM PO3BHTKOM Y iX CTiHII
CHONYYHOI TKAaHWHH Ta KITIHIYHO TPOSIBIISETHCS 3arajJbHUMHM W MICHEBHMH DPO3JIaZaMU KPOBOOOITy. ATEpOCKIEpO3
o0utiTepyrounii — pi3HOBU/I aTEPOCKIIEPO3Y, IO XapaKTEPU3YEThCS PI3KUM 3BYKECHHIM a00 MMOBHUM 3aKPHUTTSIM IIPOCBITY
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aprepiil. Bin crocrepiraeTscs, 3a3BUuaid, B apTepisiX HIKHIX KiHIIBOK, CepIls, HUPOK 1 eKCTpaKpaHIaJIbHUX BiAIiIax
CyJIH TOJIOBHOTO MO3KY. Mema 0ocnidycenHa — yCTAHOBUTH CTPYKTYPY ONEPAaTHBHUX yTPY4YaHb IPHU OOIITEPYIOUOMY
aTEepOCKIIepOo3i HIDKHIX KiHIIBOK Ta BHSBHUTH T'OJIOBHI acIeKTH, Ha SKi Ma€ OyTH CHpsIMOBaHa pealiiiTalis XBOpHUX i3
uiero naronoriero. Memoou 0ocniddycennn — aHali3 Ta CHHTE3 HAYKOBUX JDKEPEIN, aHalli3 MeAWYHUX Kapt. [IpoBeneHo
aHayi3 59 MeqUYHMX KapT XBOPHX IICIIs ONEPaTUBHHUX BTPYyYaHb NP OONITEPyIOUOMY aTepOCKIepo3i HIKHIX KiHIIIBOK.
[IpoanHaizoBaHO CTPYKTYpPY YTpY4YaHb 1 iX yCKIaJHEHb MpoTsAroM aecatu MicsamiB 2017 p. Kputepiit BUKItOUCHHS —
XBOp1 3 OOJIITEPYIOUUM aTEpPOCKJICPO30M HIDKHIX KiHIIIBOK 13 I[yKpoBUM AiabetoMm. Pesyavmamu docnioxncennsn. Taxi
XBOpi MOTpeOyI0Th pealimiTalifHOro BTPYYaHHs 3aJ€XHO BiJ CTaJil 3aXBOPIOBAHHS, THITYy OIEPATHBHOIO BTPYYaHHS
BXKE B paHHBOMY HicisionepaniiHoMy Hepiozi Ta B aMOynaTopHux ymoBax. OcobnnBoi yBaru morpe0yroTh XBOPI MiCHs
ammyranii ¢anaHr nanbliB, ONOPHOI YaCTWHHM CTONH Ta aMIlyTalild BHIIE KOJiHA. AJpPKE NMPU aMIyTalil HUKHIX
KiHI[IBOK 3HAYHO MOPYIIYETHCS CTaTHKA TiJla, IEHTP TSDKIHHS MepeMillyeThcsl B 01k 30epekeHol KiHIiBKU. SIK HaclioK,
HaxWJl Tasza, IO INPU3BOJIUTH JO BHUKPHBICHHS XpeOTa W 301JbIICHHS HaBaHTa)XEHHS Ha 30epexeHy KiHIIBKY,
BiOyBaeThCcst aTpodiss M’s3iB KyKCH. 3HAUHO 3HIDKYETHCS SKICTh JKUTTS Nali€HTiB. Buchoeku. 3a pesyabraTamu
JIOCITIJPKEHHsI BCTAHOBJIEHO, IO Bi/ICOTOK JKIHOK 13 IIMM 3aXBOPIOBAHHSM € MEHIIUM, TOPiBHSIHO 3 YOJOBIKaMH, IPOTE
BiH 3HAQYHWMH, IO HE 30BCIM 30iraeThcs 3 MOMEPEAHIMH JOCTIDKEHHSAMH Ta, OYEBHIHO, MOTPeOye BUBYECHHS NPHUUYMH
POCTY IIbOr'O 3aXBOPIOBAHHS Cepefl KIHOK. TakoK YCTaHOBJICHO, IO MaiKe YBEPTh MAIIE€HTIB i3 UM IIarHO30M
MOCTYNWINA B XipypriuHe BiJJIiIEHHS B CTalil JECTPYKTHBHHUX 3MiH 13 XapaKTepHUMH BUpPa3KaMH B JHCTAJIbHUX
BIJUIUIAX KiHIIBKA ¥ MajbIIX, IO MPU3BENO JI0 iX aMITyTaIllii.
KuiouoBi ciioBa: o0iiTepyrounii aTepocKiiepo3 HUKHIX KiHIIIBOK, peadiiTarris.

Harayusa I'ostoa. CTpyKTypa onepaTHBHBIX BMEIIATEIbCTB MPH 00JUTEPUPYIOLIEM ATEPOCKIIePo3e HIKHUX
KOHEYHOCTell M acneKThl pealUIuTALMM OOJIBHBIX € JAAHHOH mnartosioruei. Axmyansnocms. 3aboneBaHUs
CEepIeYHO- COCYIUCTOM CHUCTEMBI B OOJNBIIMHCTBE PKOHOMUUYECKH PAa3BUTBHIX CTPaH 3aHUMAIOT JIMAUPYIONIME TO3HLIHH
cpeny NpUYMH 3a00JI€BaeMOCTH, MHBAIUIN3ALNNA U CMEPTHOCTH. CMEPTHOCTh OT 3a00JIeBaHUN cepAedHO-COCYIUCTOH
CHCTEMBI ITpeo0IagaeT HaJl CMEPTHOCTBIO OT BCEX 3JI0Ka4eCTBEHHBIX HOBOOOPa30BaHMI, BMECTE B3STHIX, IpHueM, 25 %
YMEPIIUX OT CEepIeYHO- COCYIUCTBIX 3a00NeBaHMH — 3TO JIOOM TPYAOCIOCOOHOrO BoO3pacTa. ATEpoCKIepo3
(atherosclerosis) — xponuueckast Gone3Hb, KOTOpas XapaKTEPU3YETCs JHUIMOMIHBIA HMHPWIbTpANHed BHYTpPEHHEH
000JIOUKH apTepHil HJIACTHYHOI'O U CMELIAHHOI'O THIIOB C IOCIENYIOIMM Pa3BUTHEM B UX CTEHKE COCIMHUTENbHOH
TKAaHW W KJIMHUYECKH MPOABIACTCS OOMMMH M MECTHBIMH PacCTPOMCTBAMH KPOBOOOpaIleHUs. ATepocKiIepo3
00IUTEPUPYIOLIHI — PA3HOBUIHOCTH aTEPOCKIEP03a, XapaKTePHU3YIOIasics pE3KHM CYKEHHEM MU MTOJIHBIM 3aKpPBITHEM
npocBera aprepuil. OH HaOmomaeTcs, Kak MPaBWIO, B apTepHsAX HIKHUX KOHEYHOCTEH, ceplia, IO4YeK H
9KCTpaKpaHUAJIBHBIX OTAENAaX COCYIO0B IOJOBHOrO Mo3ra. Iens uccnedosanus — yCTaHOBUTD CTPYKTYPY OIEPATHBHBIX
BMEIIATEIbCTB IPH OOIUTEPHUPYIOLIEM aTepPOCKIEPO3€ HIKHUX KOHEYHOCTEH M BBIABUTH OCHOBHBIE ACIEKTHI, Ha
KOTOpBIE TOJDKHA OBITH HAaIlpaBJIeHA peaOuInTaIMs OONBHBIX ¢ JaHHOU maTonorueil. Memoowt ucciedosanus — aHaIu3
U CHHTE3 HAay4HBIX HCTOYHHKOB, aHAIN3 MEAUIMHCKUX KapT. [IpoBeneH ananus 59 MeAMIMHCKUX KapT OONBHBIX MOCIIE
OIEPAaTUBHBIX BMELIATENBCTB IIPH OOJIHMTEPUPYIOIIEM aTepOCKIepo3e HIKHUX KOoHeuHocTed. I[IpoaHanmmsmpoBana
CTPYKTypa BMEIIATEIbCTB U UX OCIOKHEHUH B TeueHue aecsatu MecsieB 2017 r. Kpurepwuii uckitodeHust — OOJIbHbIC C
OOJIUTEPUPYIOLIMM aTEPOCKIEPO30M HIDKHUX KOHEYHOCTEH ¢ caxapHbIM auabGeroM. Pesynsmamul uccnedosanus.
Takue OOJBHBIE HYXZAIOTCS BpEaOWINTALMOHHOM BMEIIATeNbCTBE B 3aBHCHMOCTU OT CTaIuH 3a00JNeBaHUs, THUIA
OIIEPaTUBHOTO BMEIIATENBCTBA YXKE B PAaHHEM IOCIEONEPalliOHHOM NepHoe U B aMOyIaTOpHBIX ycinoBusax. Ocoboro
BHHMaHUs TpeOYIOT OOJBHBIE ITOCIIE aMITyTalliy (ajlaHT MaJIbIEB, ONOPHOM YacTH CTOIBI M aMITyTallli BhILIE KOJIEHa,
Be/Ib IIPH aMITyTalli{ HIDKHUX KOHEYHOCTEH 3HAYMTENIFHO HapyIIaeTCs CTaTHKA Tejla, IEHTDP TSDKECTH NepeMeniaeTcs B
CTOpPOHY COXpaHHMBILEHCS KOHEYHOCTH. Kak ciencTBre, HAKIOH Ta3a, YTO MPUBOAUT K MCKPUBIICHUIO TIO3BOHOYHHKA U
YBEIWYEHUSI HArpy3KH Ha COXPAHHUBLIYIOCS KOHEYHOCTH, IPOMCXOIMUT aTpO(GUs MBI KYJIbTH. 3HAYUTEIHHO
CHW)KAeTCS KayeCTBO J>KU3HM TAIUCHTOB. Bwieodwr. Ilo pesynbraTaM HCCIIENOBaHUS YCTAHOBJIEHO, YTO IPOLEHT
JKEHIMH C JaHHBIM 3a00JI€BaHUEM SIBIISICTCS MEHBLIMM I10 CPAaBHEHHIO C MY)KYMHAMH, OJJHAKO OH 3HAYHTEJEH, YTO He
COBCEM COBIIAJaeT C MNPENBAYIIMMH HCCICIOBAHUSAMHU M, OYEBHUIHO, TpeOyeT M3y4eHHs IPHYMH POCTA JAHHOTO
3a0oJeBaHMs CpeIr KEHIMH. Takke YCTAaHOBJIEHO, YTO TIOYTH YETBEPTh MAJMEHTOB C JaHHBIM JAWATHO30M ITOCTYITUIIN
B XUPYPIHYECKOE OTHCNICHUE B CTa[HU ECTPYKTHBHBIX M3MEHEHUH C XapaKTepHBIMHU S3BaMH B JHCTANBHBIX OTAENaX
KOHEYHOCTH ¥ NajbliaX, YTO MPUBEJIO K aMITyTaIHH.

KiroueBble cjI10Ba: 00TUTEPHPYIOINA aTEPOCKIIEP03 HIKHIX KOHETHOCTEH, peadmInTanusl.

Introduction. Cardiovascular diseases in most economically developed countries are among the leading
causes of illnesses, disability, and mortality. Mortality from diseases of the cardiovascular system prevails
over mortality from all malignant neoplasms taken together, and, 25% of those who died of cardiovascular
diseases are people of working age. Atherosclerosis (aterosclerosis) is a chronic disease, characterized by
lipoid infiltration of the inner shell of the arteries of the elastic and mixed types with subsequent
development of connective tissue in their wall, and clinically manifested by general and local disorders of
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blood circulation. Obliterating atherosclerosis is a type of atherosclerosis, characterized by a sharp narrowing
or complete closure of the arterial lumen. As a rule, it is observed in the arteries of the lower extremities,
heart, kidneys and the external sections of the brain blood vessels [4].

The leg pain, which occurs when walking and disappears when resting, is evidence of the symptom of
stenosis and occlusion of the arteries of legs or bifurcation of the aorta which is called ‘intermittent
lameness. Localization, intensity and nature of pain indicate the degree of blood circulation disorders, the
degree of ischemia as well as the pace of the disease development. With acute occlusion of the arterial trunk,
the pain is particularly intense. Thus, the authors P.Ya.Chumak, A.Ya.Kuznetsov, M.O Rudy, O. P.Kovalev
noted that muscle weakness and paresis (feeling numbness, tingling, goosebumps) can be symptoms of a
disruption of the blood circulation. They increase at the moment of functional loading.

At present, many rehabilitation programs for patients with intermittent lameness have been developed in
the United States and Europe, however, the issue of rehabilitation of patients after surgical interventions at
obliterating atherosclerosis of lower extremities remains open and complicated, since patients have many
concomitant diseases and require a variety of physiotherapy as well as ergotherapeutic intervention.

The purpose of the study: to establish the structure of surgical interventions at the obliterating
atherosclerosis of the lower extremities and to identify the main aspects that should be addressed for the
rehabilitation of patients with this pathology.

The methods of the research: analysis and synthesis of scientific sources, analysis of medical records.
The analysis of 59 medical records of patients after surgical interventions with obliterating atherosclerosis of
the lower extremities has been performed. The structure of interventions and their complications for ten
months of 2017 have been analysed. The exclusion criterion is patients with obliterative atherosclerosis of
the lower extremities with diabetes.

The research was conducted on the basis of the lvano-Frankivsk City Hospital No. 1, at the surgery
department.

Results of the research. The main symptoms of obliterating atherosclerosis of the lower extremities are:
pain or feeling of tiredness in the muscles of the legs when walking (usually in the calves muscles); this
symptom is one of the earliest signs of atherosclerosis of the vessels of legs (intermittent lameness); unusual
feeling of cold and numbness in the foot, which increases with physical activity (walking, climbing the
stairs); the difference in skin temperature between the limbs (the suffering leg is colder than the healthy one);
pain in the leg when resting, which deprives the patient of sleep; the presence of a wound that does not heal,
or a trophic ulcer, usually located in the foot or the lower third of the shin; darkening of the skin, often in the
form of dark brown or black necrosis of the fingers of the foot (gangrene); shrinkage of the area, covered
with hair, pallor and dry skin, deformation of the nail plate, hyperkeratosis. [1; 4; 9].

Different methods are used to diagnose obliterative atherosclerosis of the lower extremities. The
overview can reveal symptoms of trophic disorders of the tissues. By means of palpation, it is possible to
detect changes in the temperature of different parts of the body and compare it with symmetrical areas, as
well as to detect and compare the pulsation of arteries on symmetrical areas. Auscultation allows calculating
the shoulder-shin index. The following functional tests are also applied: Opel (1911). Samuels (1929),
Panchenko (1937), Goldflam (1985), Moshkovych, Shamova, Sittenko (1907, 1949, 1953), ‘White Spot’
test. Modern functional methods of research are also applied, namely, reovasography, ultrasound
dopplerography, angiography, oscillography, thermometry (-grafy) of the skin, computer tomography, which
are used to clarify the clinical diagnosis, the degree and the nature of vascular lesions, evaluation of the
treatment effectiveness, and others. [4; 6].

Today foreign and domestic specialists for classification of the stages of obliterating atherosclerosis of
the lower extremities use the classification by R.Fontain et.all. (1968):

| - leg pain appears only after prolonged (more than 1000 m) walking;

I1A - pains arise after walking the distance in the range of 200-1000 m;

1B - painless walking on less than 200 m;

IIIA - occurrence of ‘pains at rest’, appearing in a horizontal position;

I1IB - frequent ‘pains at rest’, which force to lower the leg more 3-4 times per night;

IV A- the appearance of necrotic changes of the fingers of the foot;

IV B- gangrene of feet or legs. [2; 3; 6].

Also, according to the affected area, atherosclerosis is divided into the following forms:
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Lerish syndrome (occlusion of the terminal department of the aorta and the iliac arteries); occlusion of
the femoral artery, occlusion of the popliteal artery; Takayasi syndrome (occlusion of the arteries of the
aorta arch); occlusion of mesenteric arteries; occlusion of the renal arteries; atherosclerosis of the brain
arteries. [4; 5].

By the level of occlusion, the atherosclerosis of the lower extremities is divided into aortic bifurcation
(Lerish syndrome); idiopathic-femoral segment; hip-popliteal segment; popliteal-spine segment (distal)
(See Fig. 1).

It is believed that atherosclerosis is a disease, caused by a number of endogenous and exogenous factors
that contribute to its clinical manifestations and progression.

7

Fig. 1. Angiogram. Variants of atherosclerotic lesion of the femoral artery.

According to the analysis of sources [1; 4; 6], at present it is believed that the following main factors
lead to the development of atherosclerosis:

e Smoking;

Male gender (in most cases);

Hypercholesterolemia, hyperlipidemia;

Increased arterial pressure (regardless of the cause of its growth);
Hormonal factor (hypothyroidism, diabetes mellitus);

Social factors (emotional strain, stress);

Obesity, excess body weight;

Low physical activity;

Genetic, hereditary factors.

However, there is no evidence in scientific sources that exactly each of these factors alone leads to the
development of the disease.

Surgical treatment is indicated for all patients with severe limb ischemia, the factor that determines the
operability of individuals with severe ischemia is the state of vascular outflow, that is, distally the location of
the occlusion. The vascular reconstruction is indicated for all patients, in which, according to angiography,
the basal ways of outflow (superficial or deep thoracic artery) have been preserved in the aorta-iliac
localization of the occlusion, or at least in one of the arteries of the shin with total lesions of the
femoropopliteal and peripheral arterial segments. The defeat of the main outflow segments to a significant
extent is a contraindication for vascular reconstruction. In determining the indications for the operation,
along with local signs of operability, special attention is paid to the general condition of patients, the nature
of the accompanying diseases, which determine the degree of surgery risk and are a general indicator of
patients” operability [1; 4].
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The restoration of the main blood flow during occlusal lesions of the abdominal aorta and major
arteries is achieved by means of the main types of operations that have been widely used in surgical practice,
such as:

1. Different types of endarterectomy, intimmetromectomy.

2. Bypass surgery of the occlusion segment of the artery.

3. Resection and replacement of the obliterable segment of the artery (prosthetics).

If segmental occlusion of arteries in patients does not exceed 7-9 cm, endarterectomy is indicated. The
operation consists in removing the altered intima together with the atherosclerotic plaque and thrombus. It is
performed by either open (longitudinal arteriotomy over the obliterated section of the artery) or closed
(transverse arteriotomy) method.

Each of these methods has its advantages and disadvantages. Endarterectomy is rarely used since the
occlusion process usually affects the vessels to a large extent. In such cases, bypass surgery or resection of
the affected artery area is carried out with the replacement of its plastic material [4].

In occlusive lesions of the aorto-iliac segment, operations of bypass grafting by aloprosthesis or
resection of the affected area of the vessel with its subsequent prosthetics are more widely used. Currently,
for arterial plastics, two types of vascular grafts are used, mainly, autovein and synthetic prostheses (lavsan,
fluorlon-lavsan, dacron, and teflon) [1; 4].

At an atherosclerotic lesion of the abdominal aorta and iliac arteries, aortic-femoral shunting with the
usage of a synthetic transplant or resection in the bifurcation area of the aorta with prosthetics are performed.
At obliteration of the artery in the femoral-popliteal segment, femoral-popliteal or femoral-tibial shunting by
a segment of a large subcutaneous vein is performed. Preference is given to autoveins, because, as domestic
experts note, synthetic dentures are throbbing soon after the operation [1; 4].

The ideal method for revascularization of the limb with accompanying occlusions of the aorto-iliac and
femoral-popliteal segments is the double reconstruction of both segments. If it is impossible to perform
reconstructive surgery in patients with severe limb ischemia, surgery on the sympathetic nervous system and
adrenal glands is indicated. Despite the fact that the results of lumbar sympathectomy in patients with 111 and
IV stages of the disease are worse than in patients with stage Il, practically all patients are shown lumbar
sympathectomy as an alternative to amputation. The effectiveness of this operation is higher when
atherosclerotic lesions are mainly localized in the lower extremities, when young patients are ill, at the | and
Il stages of the disease and when carrying out reconstructive operations at the same time. After
sympathectomy, a paresis of the arteries of the limb occurs, peripheral angiospasm is eliminated, and the
development of collateral circulation is stimulated [2; 4].

With significant dystrophic changes in the tissues of the distal parts of the extremities with gangrene
and extensive necrosis with severe pain syndrome, lymphangitis and inguinal lymphadenitis, the
simultaneous execution of lumbar sympathectomy and intraarterial infusion of medications into one of the
branches of the femoral or external iliac artery are indicated. Intraarterial infusion of medications allows to
remove the pain syndrome, peripheral angiospasm, improves microcirculation and rheological properties of
blood, reduces inflammation and swelling of tissues. [4: 5].

Large necrosectomy, exarticulation of the fingers or economical amputations on the foot or leg, or
higher are carried out in approximately 50% of cases with patients who have gangrenous ulcerative-necrotic
changes in tissue of distal parts of the extremity along with the performance of reconstructive surgery, the
intervention on the sympathetic nervous system and adrenal glands or prolonged intraarterial infusion. Limb
amputation at the level of the thigh is indicated with high occlusion of the major arteries, as well as
significant, irreversible changes in the tissues of the distal limb parts. The general and local conservative
treatment is pursued with a successful restoration operation and the presence of pulsed blood flow along the
arteries of the legs and feet. During the postoperative period, the following complications may occur:
thrombosis of auto- or allograft, requiring repeated extreme surgical intervention; bleeding from an operated
wound: primary (in the first 3 days), secondary (after 5 days), eroded; hematuria (indicates the overdose of
anticoagulants) [2; 4].

According to our research, conducted at the surgery department of the lvano-Frankivsk Central City
Hospital, the majority of patients with this diagnosis are men. The gender structure of patients, undergoing
surgical interventions for atherosclerosis of the lower extremities, is shown in Figure 2.
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.- women ¥ men

Fig. 2. Gender structure of patients (%)

The great problem of treatment and rehabilitation of these patients is that patients with this diagnosis
usually come into hospital in the stage of destructive changes with characteristic ulcers in the distal parts of
the extremities and fingers. The edges and bottom of these ulcers are ‘stale’, covered with dirty-gray bloom;
there is no granulation, while inflammatory infiltration appears around. There is a swelling of the foot and
shin. Pain in the foot and fingers becomes permanent and unbearable. A dry or wet gangrene of fingers and
feet develops. In order to preserve the untapped part of the foot, in such cases, amputation of the fingers or
parts of the foot is performed, and sometimes higher amputations are performed.

After analyzing the structure of patients who underwent surgical interventions for atherosclerosis of the
lower extremities, it was found out that a significant percentage of patients had an amputation of phalanges,
and a smaller percentage underwent amputation of the part of the foot (See Fig. 3).

Consequently, according to the analysis of the results of the study, it is clear that the percentage of
women with this disease is less than that of men, but it is significant, which does not exactly coincide with
the previous studies and obviously the causes of the growth of this disease among women need to be studied.

It was also found out that nearly a quarter of patients with this diagnosis entered the surgery department
at the stage of destructive changes with characteristic ulcers in the distal extremities parts and fingers that led
to their amputation.

the part of the
foot

74,58 —
= surgical

intervention

without

amputation

Figure 3. Structure of surgical interventions (%)
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Discussion. The current health care system has rather low percentage of patients with this pathology
who received rehabilitation care. After leaving the hospital, patients are subjected to clinical observation for
a long time. This observation is usually of a formal nature. As a rule, for the prevention of exacerbation, the
decision of the Medical Advisory Commission of the clinics provides restrictions on work, which does not
lead to a decline in qualifications. People of manual labour are transferred to perform light work, and if this
leads to a reduction their qualification, a disability of the group Il is provided for the period of retraining.

In Phase Il of the disease, only people of mental labor can work. People of unskilled physical work are
assigned the disability of the group Il1. The disability of the group 11 is given to patients with one amputation
(thighs, shins) and with a lesion in Phase Il of the disease — with another limb. In Phase 111 of the disease, all
are recognized as invalids of the group I, if necessary, they need to downscale the manufacturing activity.
Frequent exacerbations of the disease provide the basis for the disability of the group Il. In Phase IV of the
disease, the group Il is provided, and with the defeat of both legs, the disability of the group | is assigned
[4]. However, these patients do not receive ergotherapeutic assistance, which could bring them back into
society.

Treatment in Ukraine for such patients depends on the localization of lesions and the degree of limb
ischemia. At the initial stages of circulatory disturbances, conservative treatment of the extremities is
indicated. It is conducted 2-3 times a year, the course lasts 1-2 months. Vasodilators, antispasmodics, acting
on cholinergic systems, are prescribed, as well as ganglion blocking agents, which are drugs that improve the
rheological properties of blood and microcirculation. Anti-sclerotic drugs, that reduce the absorption of
cholesterol, are also applied [1; 2; 4].

In convalescent hospitals of Ukraine physiotherapeutic treatment (referring to the use of natural and
reorganized factors) is aimed at improving blood circulation, eliminating hypoxia in tissues, preventing the
progression of the disease and normalizing the functional state of the central nervous system, namely, baro-
and laser therapy, hyperbaric oxygenation. Among balneoprocedures different baths are often used (oxygen,
radon, iodine-bromine, hydrogen sulfide, oxygen-radon, marine), as well as mud and ozocerite applications,
impulse currents, UHF, electrophoresis of medications, microwave therapy, magnetotherapy. Exercise
therapy is also used: walking, curative gymnastics, swimming in the pool (30-32 ° C), sports games and
exercises, swimming and swimming in the sea (24-26 ° C). Massages in the back, lumbar area and segmental
massage are carried out [4].

However, in the modern domestic health care system, there is no secondary prevention of this disease,
and the importance of preventive measures aimed at eliminating the causes of the disease and preventing
further complications are underestimated. There is no evaluation of the effectiveness of rehabilitation
services provided, as a rule, all rehabilitation is limited to certain procedures.

An analysis of foreign sources has shown that abroad a great deal of attention is paid to increasing
motor activity by applying aerobic loads to this group of patients. This, in turn, increases the duration and
distance of stroke, and as a result, improves the lives of such patients and significantly reduces the
percentage of patients with progression of obliterative atherosclerosis of the lower extremities. Also,
rehabilitation measures are being developed to refuse patients from harmful habits, to correct a diet, aimed at
normalizing body weight and lowering cholesterol level in the blood [6].

Such patients need rehabilitation interventions, depending on the phases of the disease, on the type of
surgical intervention in the early postoperative period and in ambulatory surveillance. Patients after
amputation of phalanges of toes, the support part foot and amputations above the knee need particular
attention. After all, amputation of the lower extremities significantly disturbs the body's static, the center of
gravity moves toward the retained limb. As a result, the slope of the pelvis, which leads to curvature of the
spine and an increase in the load on the retained limb occurs, as well as the atrophy of the muscles of the
box. The patients™ quality of life significantly decreases.

Conclusions and prospecs of further researches. More than 5000 surgical interventions are performed
annually in our country. They are aimed at restoring blood circulation in the abdominal basin of the aorta and
lower extremities arteries in patients with atherosclerosis of the lower extremities vessels. The situation is
complicated by the fact that the majority of patients with obliterative atherosclerosis call for help in later
phases when occlusions take 'multistory' character and the risk of limb loss is very high.

Modern domestic surgical treatment of patients with chronic critical ischemia of the lower extremities is
at a high level, however, the effectiveness of performing such operations depends on many factors: from the
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phase of the disease, localization, and length of the occlusion, the degree of limb ischemia, concomitant
diseases. However, in Ukraine, there are still very high rates of primary amputations of the lower extremities.
Perhaps the reason for this is the almost complete lack of qualified and timely rehabilitation care for such
patients, as well as the lack of educational and preventive work aimed at preventing the disease.

At present, rehab programs with an individual multidisciplinary approach aimed at restoring activities,
as well as the programs that take into account risk factors, concomitant pathology and, above all, the causes
of the disease have not been developed. Thus, in connection with an increase in the number of patients with
atherosclerotic occlusions of the arteries of the thigh and legs and the dismal results of their treatment, we
see the prospect of further researches in the development of rehabilitation measures for patients after
surgical interventions and in theprevention of further complications from the main and concomitant diseases,
as well as in improving the quality of life of this category of patients.
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