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Introduction. Weakened, immobile, bedridden patients who occupy a passive position in bed often
develop local changes of dystrophic and ulcerative-necrotic changes, decubitus ulcers, which are
determined by trophycal disturbances of the skin and underlying tissues. Significant risk factors
include diabetes mellitus, conditions after cerebrovascular diseases, Parkinson's disease and other
neurological pathologies, and exhaustion in patients with insufficient or inadequate care. Modern
scientific research is mainly aimed at developing strategies and methods for the treatment of pres-
sure ulcers that have already formed, which is a local purulent-necrotic process. There is no clear
consensus on the criteria for readiness of bedsores (which affects the outcome of surgery) for surgi-
cal treatment, which ultimately determines the length of the hospital care of palliative patients.
Objective. To investigate the possibilities and optimize the complex management (surgical treat-
ment, etc.) of decubitus ulcers (pressure ulcers) especially stage III-IV in some rehabilitation medi-
cal centres, in particular in the palliative care department.

Materials and methods. Some cases of decubitus ulcers (pressure ulcers, especially stage II1I-IV)
from palliative care department are being investigated. The total sample of the retro- and prospec-
tive analysis included the results of the complex treatment of 412 patients aged 40-93 years: 174
males and 238 females with soft tissue pressure ulcers.

Results and discussion. Stage I and II pressure ulcers were treated conservatively. In the presence
of purulent complications, complex surgical sanation was performed. Clinical plans and treatment
included adequate nutritional support, decompression of the area, and sanation of pressure ulcers
with antiseptics, including surgical intervention if necessary, adequate local and systemic infection
control, and correction of background comorbidities. Based on author's clinical classification and
the DOMINATE strategy, we created a simplified strategy, pathogenetically based, and adapted for
the treatment of pressure ulcers in a palliative care department with an adequate sequence of care
and complex therapy. Under visual and tactile control, purulent area were diagnosed, opened, and
revised intraoperative in stages with precise stepwise necro-, and in 7% of patients — with sequestro
necrectomy; the formed cavity was washed with a solution of hydrogen peroxide, chlorhexidine,
and aqueous povidone-iodine solution, which also achieved complete evacuation of pus and the
necrotic detritus. If necessary, we applied counter-perforations. Some purulent cavities were drained
with rubber drains, filled with hydrophilic liniment, and swabs soaked in povidone-iodine. The
main wound was filled with sterile gauze swabs with hydrophilic liniment. If it was impossible to
simultaneously remove necrotic masses from the standpoint of monitoring the patient's general con-
dition or additional/repeated necrosis formation, we used strategies of complex treatment according
to standard clinical protocols, tactics of repeated, programmed resanitations/renecrectomies, and
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antibacterial therapy. Our proposed clinical classification criteria and adapted NODITE clinical
strategy are simple and easy to use. Significant reduction of pain, signs of purulent necrotic in-
flammation, and effective secondary prevention of complications constitute a set of criteria for ef-
fectiveness and economic feasibility, which, in our opinion, determines the possibility of introduc-
ing into clinical practice. Using the NODITE strategy, we found complete healing of complicated
pressure ulcers within 45-60 days in half of the patients in the main group, while in the control
group; this figure was only 35.7%. It has been shown that adequate local restriction and sanation of
the problem area and the use of special anti-decubitus mattresses in palliative care departments con-
tribute to the regression of the pathological process, granulation and marginal wound epithelializa-
tion.

Conclusion. The strategy for the prevention, care and treatment of complicated bedsores includes N
(Nutrition) — adequate nutritional support; O (Offloading) — offloading, decompression — external
pressure reduction on the bedsores area by the use of special care products and orthopedic devices,
which contributes to the proliferative phase of the wound process; D (Debridement) — opening, re-
moval of pus and necrosis from the wound with precise step-by-step necro- and (if necessary) se-
questro necrectomy, with drainage of purulent cavity; I (Infection) — the most appropriate combina-
tion of general antibiotic therapy and topical application of antiseptics and antibiotics; T (Tissue
management) — creating an appropriate environment in the wound, care, and stimulation of margin-
al epithelisation; E (Education) — providing appropriate care, monitoring the dynamics of the pres-
sure ulcer wound process and correcting local venous and/or lymphatic stasis.

Key words: Purulent-necrotic pathology, pressure ulcers (bedsores, decubitus ulcers), classification

criteria, features of prevention, strategies of complex treatment.

Introduction

As is well known, the main causes of bed-
sores — decubitus ulcers (DecU) are ischemia
and neurotrophic changes in tissues caused by
their chronic compression, inadequate nutri-
tion and care, urinary and fecal incontinence,
metabolic disorders, atrophy of soft tissue,
increased pressure on protruding parts [1-4,
12-15, 31]; limited activity and/or immobility
of patients (constant pressure on the same
body parts); general and local microcirculato-
ry disorders due to the underlying disease, etc.
[8-10]. Weakened, immobile, bedridden pa-
tients in a passive position in bed often devel-
op localized dystrophic and ulcerative-
necrotic changes caused by trophic disorders
of the skin and underlying tissues [1, 11, 14,
31]. Significant risk factors for DecU are the
presence of diabetes mellitus, other cerebro-
vascular pathology, Parkinson's disease and
other neurological pathologies; exhaustion in
patients with insufficient or inadequate care
[10, 12, 29-31]. At the same time, as the dura-

tion of compression or external pressure on
the tissues decreases, minimal parabiotic
changes occur in the latter without any conse-
quences [13, 27, 28]. The main factors con-
tributing to the formation of DecU are contin-
uous pressure, shear forces, pathological soft
tissue moisture, skin contact with physiologi-
cal secretions with subsequent maceration
against a background of prolonged forced
positioning of the patient and their physical
inactivity [1-3, 12-15, 17, 20]. Patients with
uncomplicated superficial DecU receiving
therapeutic treatment do not require surgical
treatment but the presence of skin changes
should mobilize of the medical to prevent the
progression of the process and the occurrence
of purulent complications [9-11, 13, 27, 28].
It is necessary to assess the patient's health
status, paying particular attention to identify-
ing or excluding various external and internal
risk factors. The most important thing in bed-
sores preventing and the progression of ulcer-
ation is to identify the risk of developing this
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complication. Many scales and classification
have been proposed for this purpose, includ-
ing those of Norton (1962), Waterlow (1985),
Braden (1987), Medley (1991), etc. In 2017,
we also proposed an optimized clinical DecU
classification [5-9, 20-23] and formulated risk
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factors for some complications that require
repeated necrectomy (Fig. 1) and sequestro
necrectomy [2, 4-7, 13, 24, 28]. The originali-
ty of the method in the Ukraine Patent is con-
firmed [27-29].

Figure 1 Stage IV pressure ulcer of the sacroiliac region with extensive soft tissue necrosis
(intraoperative photography) in patient M., 88 years old. Necrotomy was performed, the stage
of removal of most of the necrosis (primary sanation and necrectomy)

The presence of pressure ulcers can determine
the development of inflammatory, some puru-
lent and necrotic complications, which have a
specific and are difficult to treat with complex
surgical sanation [10-14, 16, 17, 22-24]. Pre-
vention and treatment of uncomplicated and
complicated DecU are some basic issues in
palliative care, requiring careful study in the
context of creating and further development
of medical care (services) algorithms [5, 8,
10, 11, 13]. Unfortunately, modern scientific
research is mainly aimed at developing new
methods of treating pressure ulcers that have
already complication [10, 11, 21-23]. The
main role of treatment at this stage is to pro-
tect the wound from repeated infection and
further exposure to damaging factors [3, 5, 7,
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10-13, 26, 27]. In addition to specific preven-
tive measures, it is necessary to treat any con-
comitant diseases and syndromes that con-
tribute to the formation of DecU of various
localizations (diabetes mellitus, occlusive
arterial diseases, etc.), to provide adequate
pain relief, and to correct the water and elec-
trolyte balance [2, 12-14, 24]. There is no
clear consensus on the criteria for readiness of
bedsores (which affects the outcome of sur-
gery) for surgical treatment, which ultimately
determines the hospital length of the palliative
patients [7-12, 22-25]. Considering this, we
have planned this study to the possibilities
and optimize the complex management (sur-
gical treatment, etc.) of some bedsores (decu-
bitus ulcers, pressure ulcers) especially stage
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III-IV in some rehabilitation medical centers,
in particular in the palliative care department.

Materials and methods

The total sample of the retro- and prospective
analysis included the results of complex
treatment of 412 patients aged 40-93 years:
174 males and 238 females who were treated
inpatient over a 10-year period in the pallia-
tive care unit of the municipal non-profit en-
terprise "Lviv Territorial Medical Union
No.2, Planned Complex Treatment, Rehabili-
tation and Palliative Care", a separated de-
partment "4th Hospital", the clinical cases of
the disease was characterized by the for-
mation of soft tissue DecU. Stage I and II
pressure ulcers were treated conservatively.
128 patients (31.07% of the sample) aged 72-
87 years were treated: 82 men and 46 women
with stage I and II pressure ulcer with macera-
tion, wetting, desquamation of the epidermis,
and formation of superficial ulcers, who were
treated in the palliative care unit with decom-
pression measures, the use of antiseptic sana-
tion [1-5, 8-13, 23-27], silica-(zeolite), strep-
tocide-, and antibiotic-containing powders [4,
5, 6, 12-14, 21-23] and a standard treatment
regimen according to generally accepted
guidelines, clinical strategies, and local proto-
cols [6, 8, 10-13, 19-22]. Stage III and IV
bedsores with complication were complex
surgical treated in the palliative care unit /
department (strategy with repeated necrecto-
my and complex local sanation in main group
and primary standard treatment in control
group) with secondary decompression
measures according to generally clinical strat-
egies [2-5, 10-13, 20-23]. The results of the
treatment were statistically analyzed. The
safety assessment included registration and
analysis of side effects. The Bioethics Com-
mittee of Danylo Halytsky Lviv National
Medical University found no violations of
clinical and ethical standards.

Results and discussion

Complex surgical sanation has been per-
formed in complicated stage III-IV soft tissue
DecU [5, 7-9]. The structure of the main
background pathology was dominated by car-
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diovascular diseases (coronary artery disease,
atherosclerosis, heart rhythm disorders, and
hypertension) — in 39.29% of cases, neurolog-
ical pathology (condition after cerebrovascu-
lar accident, demyelinating diseases, neuritis,
and neuropathy) — in 37.5% of patients, obesi-
ty of III-IV degree — in 12.5% of cases of a
local subsample. Chronic obstructive pulmo-
nary disease was diagnosed in 7.14% of the
subsample, and type II diabetes mellitus in
2.68% of the other patients. We consider it
axiomatic that dry skin should be moisturized
and wet skin should be dried [2-5, 7-12, 16,
18-22, 27-29]. The skin should be irrigated
with saline solution; alcoholic agents such as
some alcohol-containing solutions, camphor
alcohol, etc. and lotions are used in patients
with oily skin [7, 12-15, 21-24, 26]. On the
basis of the author's morphologically based
modification, we classify some bedsores into
stages [-IV (variants “a” or “b”), Stage I, su-
perficial (epidermal) damage (Ia, stable /
permanent hyperemia of a limited skin area
(erythema), most often over the protruding
bone, and Ib, superficial epidermis desquama-
tion with formation of vesicles with serous-
hemorrhagic contents, maceration, local foci
of epidermal desquamation), Stage II, loss of
skin thickness with the formation of a decubi-
tus ulcer (Ila, the ulcer bottom with signs of
granulation and/or crusting and IIb, the ulcer
bottom with pronounced fibrinous layers),
Stage III, complete loss of skin thickness with
the formation of soft tissue necrosis with ne-
crotic subcutaneous fat, necrotic detritus can
be seen in the wound, but bone, tendons or
muscles are not visible or palpable, during
probing or finger or instrumental / tupfer revi-
sion (Illa, formation of limited coagulation
(dry) necrosis and IIIb, formation of limited-
colliquative (wet) necrosis without acute
symptomatic abscess), Stage 1V, deep tissue
damage (Fig. 2), visually differentiated ele-
ments of necrotic tissue and/or muscle and/or
connective tissue structures with suppuration,
dissection, abscess; often there are "swims",
"pockets" and "tunnels" filled with pus, ne-
crosis and necrotic detritus [2-5, 7-11, 20, 28,
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29]; tissue damage is deep, muscles and/or
tendons and bones can be seen (or felt by
probing or finger inspection); focal "con-
glomerate" necrosis is characterised by the
presence of pus discharged along or under the
lesions (IVa, abscess (phlegmon) formation
in the bottom wounds and/or walls of the
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DecU without (or with) purulent flooding and
IVDb, spread of the process to adjacent (neigh-
bouring) connective tissue structures with the
formation of putrefactive myositis, necrotic
fasciitis or / with perichondritis, periostitis,
osteomyelitis, etc.) [4-8, 17-22].

Figure 2 Stage IVb bedsores, soft tissue necrosis of the left iliac region with involvement of the
underlying structures and fascia. Anaerobic ichorous putrefactive phlegmon, fasciitis, periostitis

Care plans and complex treatment of pressure
ulcers based on the TIME, DOMINATE and
NODITE strategies include adequate nutri-
tional support, orthopedic decompression of
problem areas [6, 8, 17], sanation of the pres-
sure ulcer with antiseptics (including surgery
if necessary), adequate local and systemic
control of infection, correction of background
comorbidities. Adequate care and treatment of
patients with chronic wounds and, in particu-
lar, pressure ulcers is possible only with the
use of complex strategies and algorithms. The
TIME (Tissue management) strategy is ac-
tively used, including necrectomy, care, con-
trol of infection, creation of an appropriate
moist environment in the wound, stimulation
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of granulations and marginal epithelialization
[6, 17, 18]. A new step in the treatment of
chronic purulent wounds is the DOMINATE
strategy, which can be considered a clinical
protocol [1-5, 16-18]. This strategy involves
the removal of non-viable tissue from the
wound in the presence of colliquative (wet)
necrosis or demarcated dry necrosis areas [8-
11, 21-23, 29-31]. During necrectomy, cells
in necrobiosis are also removed; reducing the
wound infection, trypsin, chymotrypsin, and
collagenase powders are widely used [4-7].
For the effective treatment of this category of
patients, the most appropriate combination of
treatment is general antibiotic therapy and
local application of antiseptics and topical
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antibiotics [7, 23, 28-30]. The use of orthope-
dic decompression devices to reduce the
"chronic" pressure on the tissues in the area of
the pressure ulcer reduces the likelihood of
necrobiosis progression compared with pa-
tients who do not use decompression devices.
The correct choice of adsorbent bandage [2,
5-7, 9, 13, 18-21] allows you to control the
exudation process, prevent the breakdown of
collagen structures, optimize the granulation
process and neovascularization in the prolif-
erative phase [16-19, 22, 24-26]. Adequate
nutrition, vitamins C, A, E, K, and chemical
elements such as zinc, copper, etc. are great
importance in the management of patients
with chronic wounds / bedsores. For success-
ful healing, it is necessary to improve blood
supply and ensure tissue oxygenation, some
anticoagulants, antiaggregants, and vasodila-
tors are used. However, these strategies do not
fully correspond to the limited possibilities of
DecU treatment in palliative care department
and the necessary sequence of application of
the main stages of complex treatment for un-
complicated and complicated soft tissue inju-
ries [9-11, 24, 26, 27]. Based on the DOMI-
NATE strategy [10-14], we have developed
the NODITE strategy [27-29], which is path-
ogenetically based and adapted to the treat-
ment of pressure ulcers with appropriate im-
plementation of the principles of care and
therapy. N (Nutrition), adequate nutritional
support with sufficient proteins, amino acids,
carbohydrates, and fats. In addition, fluid loss
occurs during the hydration phase of the
wound process. If the patient has no signs of
heart or kidney failure, he or she needs about
30 ml/kg/day of fluid. Multivitamin complex-
es and necessary trace elements complexes
play an additional important role in wound
healing. This part of the strategy also includes
the use of parenteral nutrition and anabolic
steroids (if indicated). O (Offloading), of-
floading, decompression. In this stage, the
external pressure on the problem soft tissues
and DecU, etc. is reduced by the use of spe-
cial care products and orthopedic devices. The
changes that occur are characteristic of the
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proliferative phase of the wound process —
cell regeneration and healing of the destroyed
tissue [2, 11-14]. The fact of offloading also
ensures marginal epithelialization of the
wound. D (Debridement), removal of non-
viable tissue from the wound in the presence
of colliquative (wet) necrosis or limited (de-
marcated) areas of dry necrosis in the wound
reduces the number of bacteria and the inten-
sity of their growth respectively reduces the
perifocal inflammatory process [2, 5-8, 11,
13-15]. It also includes the opening and
drainage of purulent effusions with precise
step-by-step necro- and, if necessary, seques-
tro necrectomy. At the same time, simultane-
ously during necrectomy, cells in the state of
necro- and parabiosis are also removed. I (in-
fection), effective antibacterial / antibiotic
treatment of these patients [25-28, 30, 31]. It
includes the topical use of antiseptics and
antibiotic-containing liniments and, if neces-
sary (if indicated), systemic antibiotic thera-
py, both empirical, clinically based, and anti-
biotic therapy according to the results of bac-
teriological examination (culture of wound
discharge with antibioticogram) [4, 10-12, 27,
28]. T (Tissue management), creating an ap-
propriate environment in the DecU, wound
care and stimulation of marginal epithelializa-
tion. Tissue management measures also in-
clude mechanical effects, stepwise removal of
bacterial and fibrinous layers containing path-
ogenic microorganisms and small areas of
necrosis; the use of wet and dry bandages,
sessions of therapeutic ultrasound exposure to
wounds, laser therapy, autolytic therapy, gel,
and absorbent bandages [2, 6, 10, 11, 13-15,
20-23], which have an osmotic effect. Local
enzyme therapy in the form of trypsin, chy-
motrypsin, collagenase powder; hyperbaric
oxygenation, negative pressure wound thera-
py, aspiration drainage, cell therapy, “artifi-
cial skin”, early auto dermoplasty, etc. are
widely used [9-12, 27-30]. E (Educations) —
provides adequate care, monitoring of the
dynamics of the wound process of pressure
ulcers, and correction of local venous or lym-
phatic stasis. Physiotherapy courses are pre-
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scribed for this category of patients. The use
of non-steroidal anti-inflammatory therapy,
systemic enzyme therapy with serratiopepti-
dase, vasodilators, lymphovenotonics, most
often Detralex or Diovenor 600, or Cyclo3
fort, is also indicated [7-9, 24-27]. We per-
formed a complex treatment of sacroiliac
DecU with the local antiseptics combination
in 35% of patients aged 52-88 years who were
receiving care and inpatient treatment in palli-
ative care unit or department in Lviv. The
average age of the patients was 71 years. The
cause of stage II-III pressure ulcers of the
sacroiliac region was prolonged forced body
position in combination with physical inactiv-
ity [7, 8, 11, 18, 20] in 16% of patients after
cerebral circulatory disorders of the ischemic
type, in 12% of patients with incurable onco-
logical pathology, in the remaining 4% after
an unoperated femoral neck fracture (dero-
tation bandage was applied), in patients with
some polyarthritis and 1% of patients with
multiple sclerosis. Ischemic disease and grade
[I-IIT hypertension were diagnosed in all cas-
es. Local hyperemia, epidermal desquama-
tion, and maceration with suppurative wounds
were noted in 16% of patients, coagulation
necrosis in 79%, and colliquative necrosis
with purulent discharge in 51% of the sub-
sample, and purulent effusion in 15% pa-
tients. Adequate surgical interventions were
performed in all cases of colliquative necrosis
and suppuration [18-22]. The absence of
granulations, pathological exudation from the
DecU, redness of the skin in the wound area,
the presence of non-viable loci, and an un-
pleasant odor (foul-smelling purulent dis-
charge) indicate critical pathogenic coloniza-
tion of the bedsores and at the same time the
need for combined treatment with general
antibiotic therapy and topical use of antisep-
tics and antibiotics [8, 9-12, 17-20] including
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ofloxacin liniment, bacitracin zinc with neo-
mycin sulfate, etc. In 22% of the subsample
of patients, a staged simplified NODITE
strategy adapted for use in palliative care
units (department) was used. The area of col-
liquative (wet) necrosis in DecU was precise-
ly surgically removed by excision en block
within healthy and / or necrobiotic tissue with
the removal of pus and necrotic detritus [7,
16-20] (Fig. 3). Under visual and tactile con-
trol, purulent leaks were diagnosed, opened,
and sanitized intraoperatively in stages with
precise step-by-step necro-, and in 7% of pa-
tients — sequestro necrectomy, the formed
cavity was washed with a solution of hydro-
gen peroxide, chlorhexidine, and an aqueous
solution of the antiseptic povidone-iodine,
which also achieved complete evacuation of
pus and the remains of necrotic detritus. If
necessary, counterparts were applied. Purulent
effusions were drained with hydrophilic lini-
ment, with rubber, latex or polyethylene out-
lets and tampons moistened with povidone-
iodine solution, etc. [27-30]. The main wound
was filled with sterile gauze tampons with
hydrophilic liniment. In the postoperative
period, while continuing the complex system-
ic therapy and correcting the co-morbid pa-
thology, the cavity was washed daily with an
antiseptic solution and the tampons were re-
placed with an antiseptic combination. If it
was impossible to remove of necrotic masses
at once from the standpoint of Damage con-
trol of the patient's general condition or addi-
tional/repeated necrosis formation [4, 6-8, 12,
21-23], the tactics of repeated, programmed
DecU renecrectomies were used [28-30].
Drainage was removed for 3-5 days, after
which local application of ointment bandages
was performed until the wound / bedsores was
completely cleaned and granulated [4, 8, 11-
13].
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Figure 3 Stage IV sacroiliac decubitus with colliquative soft tissue necrosis. Putrefactive phlegmon,
epifasciitis, perifasciitis. The necrectomy stage with opening of the main purulent focus

Antiseptics mix for intra-bandaging use and
wound insertion was prepared by combining
25 ml of povidone-iodine solution, 25 ml of
chlorhexidine solution, 10 ml of 30% dimexi-
de solution, 6 ml of 10% lidocaine, emulsified
before bandaging and used for drainage with
impregnation of sterile gauze tampons, which
were used to tamp purulent leaks and applied
to the wound defect (pressure ulcer). The ab-
sence of local compressive changes progres-
sion, a reduction (shortening) in the time of
wound exudation and granulation, and the
early appearance of DecU marginal epitheli-
zation (2=30.25) were also confirmed. In pa-
tients with cytological examination on days 3,
5, and 12 after necrectomy, the total leuko-
cytes number in smears consistently de-

creased, macrophages and fibroblasts were
confirmed (appeared). A significant decrease
in perifocal edema and infiltration, accelera-
tion clearing of the bedsores wound from ne-
crotic detritus, adequate granulation on day
10-12 after the start of treatment with the pro-
posed combination of antiseptics (Fig. 4),
signs of marginal epithelialization were ob-
served, and the wound healing rate in these
patients was higher on average by 5 day com-
pared to the groups of patients who received
standard protocols and strategies of complex
treatment (p<0.01, x*=32.01). With the use of
ointment dressings, granulation was observed
on 5.4+0.2 days in stage III pressure ulcer and
6.5+£0.1 days in stage IV bedsores [8, 12-14,
29] (’=27.44)
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Figure 4 Stage IV pressure ulcer with colliquative soft tissue necrosis in patient P., 73 years old,
condition after surgical sanation (15 days after the primary intervention), some positive local wound
changes, and total granulation

Taking into account the peculiarities of the
pathogenesis, morphogenesis, and clinical
course of DecU with colliquative soft tissue
necrosis and purulent complications that af-
fect the course of healing, the use of not only
antibiotic therapy but also removal of necro-
sis, adequate drainage, and local treatment led
to a significant reduction in the signs of puru-
lent necrotic inflammation and an improve-
ment in the rate of wound healing from 3.4 +
0.39% to 42 + 0.23% (¢ = 32.01). The
changes that occur are characteristic of the
proliferative phase of the wound process —
healing of the destroyed matrix, and cell re-
generation [15, 18-21]. The criterion for the
effectiveness of care was the formation of a
granulating wound surface with minimal exu-
dation, which we observed in all clinical ob-
servations, or (and) with the presence of mar-
ginal epithelialization and (or) local crust

24

formation (*=25.21, p<0.05). Signs of puru-
lent necrotic inflammation and effective sec-
ondary prevention of complications constitute
a set of criteria for effectiveness and econom-
ic feasibility, which, in our opinion, deter-
mines some clinical possibility in the pallia-
tive practice [14]. Some methods of auto
dermoplasty are of choice in case of a large
skin defect, predicted significant changes in
the surrounding tissues (bedsores ulcer), and
close location of bone formations. It should
be noted that the use of decompression ortho-
pedic devices to reduce "chronic" constant
pressure in the area of the DecU provides a
positive effect in 60% of patients, halves the
likelihood of necrobiosis progression, com-
pared to patients who do not use unloading
(decompression) devices. Using the NODITE
strategy, we found that half of the patients in
the main group had complete healing of com-



Kypnana nepmaroseneposiorii Ta kocmerosorii imeni M.O.Topcyesa

plicated pressure ulcers within 45-60 days,
compared to 35.7% in the control group
(’=31.14, p<0.05). Adequate necrotomy,
local decompression of the problem area and
the use of special anti-decubitus mattresses
contribute to the regression of the pathologi-
cal wound process and marginal epithelializa-
tion.

Conclusions

Successful prevention and treatment of decu-
bitus ulcers (bedsores) in a palliative care
department (unit) are possible, appropriate,
and reasonable. We have modified the DOM-
INATE sequence taking into account the clin-
ical features of pressure ulcers, created a
pathogenetically sound and adapted for treat-
ment original scheme (NODITE strategy)
with an adequate sequence of care and com-
plex therapy. It is necessary to take into ac-
count the peculiarities of the wound process
in the formation of purulent pressure ulcers,
the composition of the microflora, which af-
fects the course of healing and requires not
only antibiotic therapy but also the use of top-
ical antiseptics, the need to correct back-
ground and comorbid pathology. Methods and
strategies for the treatment of bedsores with
soft tissue necrosis and purulent complica-
tions are based on the DOMINATE strategy
and include a clinically sound sequence of
care measures, systemic and local therapy;
precision necrectomy with revision of leaks,
and combined drainage with tamponade of the
surgical wound. The strategy for the preven-
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KOMITPECIMHI BUPA3KH (ITPOJIEXKHI, IEKYBITAJIBHI BUPA3KN):
CTPATEI'll  KOMIUIEKCHOI'O JIIKYBAHHA Y BIJAIIEHHI HNAJIATUBHOI
JOIIOMOI', ABTOPCBKI HOTJIAAN 3 ITO3UIIIU KJIITHIYHOI'O JOCBIAY

Bepryn A.P., Kpacuuiit M.P., Bepryn O.M., Makaronos 1.0O., IBanukoBuu T.O.
Jlveiscokuii Hayionanbhuti meouynull yHigepcumem imeni [anuna I anuyvkoeo, m. Jlveis, Ykpaina

Beryn. YV ocnabieHux, MalopyXoOMHUX Ta JIEKAUUX XBOPHX, AKi epe0yBaloTh Y MaCUBHOMY BHMY-
[IEHOMY TIOJIOKEHHI B JIDKKY, 9acTO BHHHUKAIOTh MICIIEBl 3MIHM AUCTPO(DIUYHUX 1 BHPA3KOBO-
HEKPOTHYHUX 3MiH, MPOJIEKHIB, AKI BU3HAYAIOTHCS TPOPIUHUMH TMOPYIICHHAMH MIKIPH 1 MiJIETINX
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TKaHUH. CyTTeBUMH (DaKTOpaMu PU3UKY € IIYKpOBHUH J1abeT, 1epeOpoBacKyJIsipHa MaToJIoris, XBO-
po0a IlapkiHcOHa Ta iHIIa HEBPOJOTIYHA MATOJIOTIs, BUCHA)KEHHS XBOPUX 3 HEAOCTaTHIM a0o Hea-
JekBaTHUM jorisgoM. CydacHi HayKoBi1 JIOCHTIJUKEHHS B OCHOBHOMY CIIPSIMOBaHI Ha pPO3pOOKY
CTpaTerii Ta METOMIB JIKyBaHHA B)K€ C(OPMOBAHUX IPOJIEKHIB, SIKI € MICIEBUM THIHHO-
HEKPOTHMYHHUM TporiecoM. Hemae 9iTKoro KOHCeHCyCy 1010 KpUTEPiiB TOTOBHOCTI MPOJIEKHIB (110
BIUIMBA€E Ha pe3yJbTaT oreparlii) A0 XipypriyHoro JKyBaHHS, 110 B KIHIIEBOMY IIJICYMKY BH3HA4ae
TPHUBAJIICTH CTAI[IOHAPHOTO JTIIKyBaHHS MalliaTUBHOTO XBOPOTO.

Mera pobotu. [locniauTi MOXIJIMBOCTI Ta ONTHMI3YBAaTH KOMILJIEKCHE JIKyBaHHS (XIpypriuse ji-
KyBaHHS Ta 1H.) KOMIOpeciiHUX (IeKyOiTalbHUX) BUpa3ok, ocobnuso III-IV cranii y peabimiTariii-
HUX MEUYHUX LIEHTpax, 30KpeMa y BIJAUJIEHH] MaJiaTUBHOI IOTIOMOTH.

Marepianu i meroau. JocnimkeHo 1 MpoaHali30BaHO BHUMAJAKH JIEKyOITaTbHUX (KOMIPECIHHUX)
BUpa3ok, ocobnuso III-1V craniii y BigaiieHH] namiaTUBHOT JOMIOMOTH. 3arajibHa BUOIpKa peTpo- Ta
IPOCIEKTUBHOTO aHali3y BKJIOYaja pe3yJbTaTH KOMILJIEKCHOIO JIiIKyBaHHS 412 maii€eHTiB BiKOM
40-93 pokiB: 174 4o0BiKiB Ta 238 KIHOK 3 MPOJIEKHIMHU M’ SIKUX TKaHUH.

PesyabTaTtn Ta 0o06rosopenHs. [IponexHni I i Il craxaii nikyBanu koHcepBaTuBHO. [Ipu HasiBHOC-
TI THIIHUX yCKJIaJiHEHb Oyja MpoBeJeHa KOMIUIEKCHA XipypriuHa caHauis. KuiHiuHI miaHu Ta
JiKyBaHHS BKJIIOYATH aJeKBaTHY HYTPUTHBHY MiATPUMKY, NEKOMIIpeECito 00IacTi, caHaIlio Mpo-
JeXKHIB aHTUCENITUKAMH, BKIIIOYAI0YH 32 HEOOXIAHOCTI XipypriuHe BTpy4YaHHs, aJeKBaTHHI Mic-
[eBHIl Ta cUCTEeMHUN 1HQEKIIHHUI KOHTPOJIh Ta KOPEKIilo (OHOBUX CYMYTHIX 3aXBOPIOBAHb.
Ha ocHoBi aBTOpChHKOi KiIiHIYHOI Kiacudikamii Ta crparerii DOMINATE mu ctBopunu cnpo-
IIEHY CTpAaTeriio, MaToreHeTHYHO OOIPYHTOBAHY Ta aJalTOBaHy AJA JIKYBAaHHS INPOJIEKHIB Y
BIJIIJIEHH] ITaJIIaTUBHOI JOIOMOTH 3 aJ€KBAaTHOK IOCIIIIOBHICTIO HAaAaHHS IOIIOMOIH Ta KOM-
riekcHoi Teparii. [1ig Bi3yaJbHUM 1 TAKTUIBHUM KOHTPOJIEM 1HTpaolepauiiiHo AiarHOCTyBaH,
PO3KpUBAIU Ta PEBI3yBajW THIMHY OUISHKY 3 YiTKOIO MOETANHOK HEKPo-, a y 7% XBOopux — 13
CEKBECTPHEKPEKTOMIEID; YTBOPEHY MOPOKHUHY NMPOMHUBAIN PO3YHHOM IMEPEKHUCY BOJAHIO, XJIOp-
TeKCUJMHY Ta BOJHUM PO3YMHOM IMOBIJOH-HOJY, YAM TaKOXK JIOCSATAIH IMOBHOI €BaKyalii THOIO
Ta HEKPOTHUYHOTO AeTpuTy. IIpn HEOOX1IHOCTI 3aCTOCOBYBaIN KOHTpanepTypu. ['HiiiHI mopox-
HUHU JIPEHYBAJIM T'YMOBHMH JIPEHA)KaMH, 3aIIOBHEHUMH TiApO(IIbHUM JTiHIMEHTOM, 1 TaMIIOHAa-
MU, 3MOYEHUMH MOBIAOH-11010M. OCHOBHY paHy 3allOBHIOBAJIHM CTEPUIBHUMHU MapJIeBUMHU TaM-
NOHAMU 3 T1APO(IILHUM JIHIMEHTOM. Y BHUIIaJIKaX HEMOKJIMBOCTI OJHOYACHOTO BUJAJIEHHS He-
KPOTHMYHUX YTBOPEHb 3 TOUKH 30py MOHITOPUHIY 3arajibHOr0 CTaHy Malli€eHTa abo yTBOPEHHS
JI0JIaTKOBOTO/TIOBTOPHOTO HEKPO3Y 3aCTOCOBYBAJIHM KOMIUIEKCHE JIIKyBaHHS 3a CTaHAAPTHUMU
KJIIHIYHUMHU MPOTOKOJIAMHU, TAKTUKY IMOBTOPHUX MPOTPAMHHMX CaHAIlii/peHEKPEKTOMIN Ta aHTH-
OakTepianpHy Tepamio. 3almpoNOHOBAaHI HaMM KIIHIYHI KpuTepii kiacudikamii Ta agantoBaHa
kiiHiyHa ctpateris NODITE € mpoctumu Ta 3pydyHMMH y BUKOPHCTaHHI. 3HAYHE 3MEHIICHHS
00110, 03HAK THIHHO-HEKPOTHYHOTO 3aMajeHHs Ta eeKTUBHA BTOPHHHA MPO(]IIaKTHKA YCKIa-
HEHb € KPUTEPIsIMH €(EeKTUBHOCTI Ta €KOHOMIYHOI JOIIJIBHOCTI, AKi, HA HAIIY TYMKY, JAETEpPMi-
HYIOTh MOXJIMBICTh BIPOBA/KEHHS B KIIHIYHY HpakTUKy. 3a crpaterieto NODITE y nonoBunu
NAII€HTIB OCHOBHOI I'PyIU MU BUSBWIM IOBHE 3arO€HHS YCKJIAJHEHHMX IPOJIEKHIB MPOTIrOM
45-60 nmHiB, TOI K y KOHTPOJBHIN TPy 1€ MOKa3HUK cTaHOBUB juiie 35,7%. [Toka3zano, 1o
aJleKBaTHE JIOKaJIbHE OOMEXKEHHs, caHallis MpoOJIEeMHOI 30HM Ta BHKOPHCTAHHS CHElialbHHUX
IPOTUIIPOJICKHEBUX MATPaLiB Y BIAMIJIEHHAX MaJiaTUBHOI TOMOMOTH CIPUSIOTH PErpecy naro-
JIOTTYHOTO TPOIIECY, TPAHYJIALIl Ta KpalloBii emiTemizallii paHu.

BucHoBoOK. 3anponoHOBaHa Ha OCHOBI KJIIHIYHOTO JOCBiJy CTpaTeris IOJ0 BTOPUHHOI Mpodi-
JAKTUKHU Ta JIKyBaHHS YCKJIaIHEHUX MpoJiekHIB BKiIo4Yae N (Nutrition) — aekBaTHy HYTPUTH-
BHy niatpumky; O (Offloading) — po3BaHTa)XeHHS, AEKOMIPECiI0 — 3MEHIIECHHS 30BHIIIHBOTO
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TUCKY Ha JUISHKY HPOJIEXKHIB 3a JTOMOMOTOI0 CHEIlaJbHUX 3ac00iB AOTISAY Ta OPTONEAMYHHUX
IPHUCTPOIB, O crupuse npoiidepatuBHii (azi panoBoro mpouecy; D (Debridement) — po3ci-
YEeHHS, BUJIAJIEHHsI HEKPO3iB Ta THOI0 3 paHM, TOOTO MOETANHY HEKpO- Ta (MpU HEOOXiIAHOCTI)
CEKBECTPHEKPEKTOMIIO 3 JpeHYBaHHIM rHiiHOI nopoxxHuHH; | (Infection) — HalO1IbII JOIITBHY
KOMOIHAI[I}0 3arajlbHOi aHTHOIOTUKOTEpaIrii Ta MICLIEBOTO 3aCTOCYBaHHS aHTUCENTHUKIB 1 aHTHU-
61otukiB; T (Tissue management) — cTBOpeHHS BIJANOBIAHOTO CEPEAOBHINA B paHi, JOTJAI Ta
CTUMYJISiLIIO KpaifoBoi emitemizanii; E (Education) — HagaHHs BiAMOBIIHOTO AOTISALY, CIIOCTE-
peXKEHHS 3a JMHAMIKOIO TMPOJICKHEBO-PAHEBOTO MPOLECY Ta KOPEKII0 MiCIIEBOTO BEHO3HOTO
Ta/ab0 NiMPaTUIHOTO CTa3y.

KurouoBi cioBa. ['HIifHO-HEKPOTHYHA TATOJIOTIs, KOMIIPECiifHI BUpa3Ku (TPOJIEeKHI, 1eKyOiTa-
JbHI BUpa3KkH), Kputepii kiacugikamii, oco0IMBOCTI NMPOQITaKTUKH, TaKTUKAa KOMIIJIEKCHOIO
JKyBaHHS.
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