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CTPATEIrnn 3A ONTUMN3UPAHE HA PE3YATATUTE NMPU XUPYPTNMYHO AEYEHUE HA
NAUMEHTU B CTAPYECKA Bb3PACT CbC 3ABONABAHUA HA TbBHKUTE U AEBEAUTE
UEPBA [BULGARIAN]

PE3HOME

YBOA: B nocaegHume gecemunemusi 8 cBemoBeH Mawab HapacmBa HaceneHuemo 8
2epuampuuHa Bv3pacm. Xupypau4yHomo AeuveHue Ha nauueHmume B8 cmapuecka Bv3pacm coe
3abonnBaHua Ha mvHkume u gebeaume uepBa e cBvp3aHo ¢ noBuweH puck om
nepuonepamuBHa 3aboaeBaemocm u dyHkuyuoHaneH ynagok, koemo Hanaza npuAa2aHemo Ha
ueAeHacoyeHUu cmpameauu 3a onmumu3zauyus. Kpexkocmma e Halu-cuAaHuam npegukmop Ha
me3u Aowu pezyamamu, koemo Hanaza npomsiHa B nogxoga kom me3u nauueHmu.

LIEA: C uen ga ce cv3gage komnaekceH npeaneg Ha Hali-gobpume npakmuku, Hacmoswusm
0630p u3non3Ba nybaukayuu om 6a3zama gaHHu PubMed, kakmo u ekcnepmHu koHceHCyCHuU
gokyMeHmu u kauHUUHU 2altignaliHu om Bogewu MeXkgyHapogHU Xupyp2uyHU U 2epuampuyHu
opz2aHu3ayuu.

METOAM: 0630pbom ce d¢dokycupa Bopxy mpume oCHOBHU cmbAba Ha onmumu3auyusi:
LsnocmHa 2epuampuuHa oueHka, MyAmumogaAnHa npexabuAumauusi U npuAa2aHe Ha
mMoguduuupaHu ERAS npomokoau.

PE3YATATU: KomnaekcHama 2epuampuuHa oueHka, ocobeHo ckpuHuH2bm 3a ys3B8umocm, e
ocHoBeH uHcmpyMeHm 3a cmpamudukayusa Ha pucka u onpegeasaHe Ha puckoBume z2pynu,
koumo ce Hy)kgaam om npegonepamuBHa onmumu3auusi. NMpexabuaumauusama goka3aHo
noBuwaBa d¢uzuonozuuHua pe3epB u d¢yHkuuoHanHus kanauumem, no3BoasBauku Ha
Oop2aHu3Ma ga u3gobp)Xu cmpeca Ha onepauusima. MM HmezpupaHemo Ha MoguduuupaHu ERAS
npomokoau, agekBamHume aHecme3uono2uuHu 2pwku, BvBekgaHemo Ha MUHUMaAHO
UHBa3uBHU xupypauuyHu mexHuku Bogu go HamanaBaHe Ha nepuonepamuBHama
3aboneBaemocm u cMbpmHocm, cvbkpawaBaHe Ha 60AHUYHUSA npecmol, no- 6bp30
Bvb3cmaHoBsaBaHe u 3ana3BaHe kauecmBomo Ha kuBom caeg xupypauuHa uHmMepBeHyus.
3AKAKOYEHWME: TlMpuaazaHemo Ha mMO3uUu UHMez2pupaH, MyAmMugucuunAuHapeH hogxog e
kalouoBo 3a nocmuzaHe Ha oOnMuUMaAHU Xupyp2uyHU pe3yamamu u 3ana3BaHe Ha
dyHkyuoHanHama He3aBucumocm npu Bv3pacmHu nauueHmu. Benpeku cobwecmByBaHemo
Ha cunHa gokazameacmBeHa 6a3a, nogkpenswa cmpamezuume 3a OnmMuMu3auus,
Aumepamypama u ekcnepmume nocmosiHHO noguepmaBam Heobxogumocmma om
gonbAHUMEAHU npoyuBaHus HacoueHu kbM cneuuduuyHume Hy)Kgu Ha 2epuampuuyHume
nauueHmu.

KAKUYOBU AYMU
2epuampus, 2epuampuyHa xupypaus, koMnaekcHa 2epuampuuHa oueHka
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BbBEAEHUE

B nocaegHume gecemunemuss 8 cBemoBeH Mawab ce HabalogaBa meHgeHuus kom
HapacmBaHe Ha nauyueHmume B HanpegHana u cmapuecka Bv3pacm. [lo-20AamMama
npogomnkumenHocm Ha >kuBoma e pezyamam om nogobpeHusama B8 3gpaBHume zpuku,
XuzgueHHume ycaoBus u kauecmBomo Ha kuBom. OuakBaHama npogbrnkumeaHocm Ha XkuBom
gocmuza 73.3 2oguHu npe3 20242., B cpaBHeHue c 66,82. npe3 20002. Ta3u 2A06anHa
meHgeHuuss npegocmaBsa kakmo Bwv3moXkHocmu, maka u npegu3BukameacmBa npeg
obwecmBomo. HapacmBaHemo Ha HaceneHuemo B zepuampuuyHa Bv3pacm Bogu go
yBeauuaBaHe Ha nauueHmume, npu koumo ce Hanaza Xupyp2uuHo AeueHue. Bb3pacmma cama
no cebe cu He e koHmpauHgukauus 3a onepamuBHoO AeuyeHue, HO e Heo6xoguM 3agbABoUeH u
uHguBugyanu3upaH nogxog, 3a ga Ce onmumu3upa u3xogbm U ga Ce MuHuMu3upam
puckoBeme om xupypauuHo AeueHue B ma3u Bv3pacmoBa zpyna. NMpegu3zBukameancmBama
npeg 3gpaBHume cucmeMu ca cBvp3aHu ¢ pu3zuoro2uyHUME npoMeHU B ma3u Bv3pacmoBa
2pyna, cbnbmcmBawus ko-mopbugumem, noau-gapmauvusma,  ya3zBumocmma,
BArowaBaHemo Ha kozHumuBHume dyHKyuu u geAaupuym, AuMumupaHume @yHKuuoHaAHU
Bvb3mo)kHoCcMu, no-6aBHomo 3apacmBaHe Ha paHume, noBuweHus puck om mpoMbomuuHu
UHUUgEeHMU, HaMaAeHUs UMYHEH om20Bop u ncuxo-couyuanHu dakmopu.

KalouoBu MoMeHmMuU 3a onmuMu3upaHemo Ha onepamuBHOMO AeUEHUE Npu 2epuampuyHu
nayueHmu npegcmaBasBam usnocmHama npegonepamuBHa oueHka u nogz2omoBka,
uHmMpaonepamuBHomMo MeHa)kupaHe (aHECMEe3UOAO2UYHUME U XUpyp2UuyHUmMe nogxogu), u
caegonepamuBHume 2puwku u pexabuaumauusima. MyamugucuyunAuHapHUSSIM nogxog e om
ugkalouumenHo 3HaueHue 3a nogobpsBaHe Ha pe3yamamume. B nocaegHume gBe
gecemuaemus 3HadyumeAHo HapacmBam npoyuBaHusma no memama, a Hal-MH020
nybaukauuu ca agpecupaHu keM npegonepamuBHama oueHka u nogzomoBka Ha nayueHmume,
kamo Bogewu dakmopu 3a nogobpeHue Ha u3xoga om AeUeHUEmMoO.

NPEAOMEPATUBHA OLEEHKA 1 ONTUMU3ALUA

MNpegonepamuBHama ouerka u cmpamudukayusa Ha pucka npu 2epuampuyHU NayUeHMuU e om
pewaBaw,o 3HaueHue 3a ONMUMU3UPaHe Ha pe3yAmamume 0Om XUupyp2uyHOMmO AeYeHue u
pegyuupaHe Ha ycAokHeHusma B8 ma3u ys3Buma 2zpyna. [lMopagu Bbv3pacmoBume
du3zuonoz2uyHU npomeHu, ko-mMopbugumema u ya3B8umocmma, nayueHmume B HanpegHana u
cmapuecka Bv3pacm ca c no-2o0AaM puck om ycAo)XkHeHUS CAeg XUPYpP2UYHO AeUeHUe.
Lilenume Ha npegonepamuBHama ougeHka ca oueHka u onmumu3zauusa Ha ko-mMopbugumema,
oueHka Ha ¢yHkyuoHanHus cmamyc u ys3Bumocmma, u3cAegBaHe Ha kozHumuBHume
¢yHkuuu u pucka om geaupuyMm, oueHka Ha HympumuBHua cmamyc u npeueHka 3a
cbnomcmBawa MaAHYmpuuyus, npe2aeg Ha npueMaHume megukameHmu u ugeHmuduuupaHe
Ha Henogxogawume makuBa, MeHakupaHe Ha noAu-dapmauusima, pa3bupaHe Ha
ouakBaHusima Ha nauueHma u He2oBume ueau, cmpamudukayusa Ha pucka u onpegensiHe Ha
BeposmHocmma 3a caegonepamuBHU yCAOXKHEHUS u AemaAumem.

OcHoBHuU komnoHeHmu B npegonepamuBHama oueHka ca 06cmolHOMO CHEMaHe Ha aHaMHe3a,
BkalouBaw,o gobuBaHe Ha gemalinHa uHpoOpMayua 3a MeguyuHckama ucmopust Ha nayueHma,
npueMaHume MmegukameHmu, arepauu, coyuaneH cmamyc, kakmo u yusnocmHusm, 3agbAbouveH
kAuHUUEH npeaaeg.

KomnaekcHama zepuampuuHa oueHka (KIFO) e MHO20u3MepeH, uHmepgucuunAuHapeH
guazHOCmMuuyeH npouec, u3noA3BaH ga onpegeAau MeguuuHckume, ncuxono2uuyHume u
dyHkuuoHaanHUMEe Bv3MoXKHOCMU Ha 2epuampuyHume nauyueHmu. Ta e kalouoB ¢akmop 3a
ONMuUMU3UPaHeMO Ha pe3yaAmamume Npu Xupypa2u4yHo AeyeHue Ha me3u nauueHmu. KFo e
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npuema 3a 3aameH cmangapm u BkalouBa caegHume komnoHeHmu: ko- Mopbugumem, noAu-
dapmayusa, yazBumocm, dyHkuyuoHaneH cmamyc, ko2HumuBHuU d¢yHkuyuu, HympumuBeH
cmamyc, puck om nagaHe, ncuxo- couyuaaHu ¢pakmopu.

CowecmByBam nogkpenawu gokazameacmBa 3a npeumywecmBama Ha KIO kakmo 8
cnewHama, maka u B8 naaHoBama xupypzus. KFO u3uckBa pecypcu, koemo AumMumupa
npuaokeHuemo U B8 pymuHHama npegonepamuBHa oueHka. Bce nak mapzemHume U
koMnoHeHmMu kamo ys38umocmma u koeHumuBHama oueHka Bce noBeue ce uHkopnopupam 8
cmaHgapmHume npegonepamuBHu u3caegBaHus.

B kanuHuuHama npakmuka HapacmBa 2epuampuuyHo-BogeHama MyAmugucuunAuHapHa nepu
onepamuBHa 2puXa npu xupypauuyHu nauueHmu. Cv3gaBaHemo Ha ,Perioperative Care of
Older Patients Undergoing Surgery- POPS” 8 06eguHeHomo kpancmBo e npumep 3a ycneweH
konabopamuBeH mogeA npu Bv3pacmHu nayueHmu, kolimo e goBea go HamaneH Mopbugumem
u AemaAumem npu mo3u koHmuHzeHm. NpegonepamuBHussm ckpuHuH2 He e AuMumupaH go
cneyuduueH uHcmpyMeHm, Ho okyparkaBa ugeHmudgukauusima Ha 2epuampuyHU CUHGPOMU U
kAuHUYHama uM oueHka.

B nocaegHume gecemuaemusi ce noguepmaBa, ue yazBumocmma, Bv3pacmoBo-cBop3aHusim
kymyanamuBeH omka3 8 MHoXkecmBo ¢du3uonc2uyHU cucmeMmu, e no- gobbvp npegukmop Ha
MopmaAumema u Mopbugumema om XpoHoAo2uuyHama Bwv3pacm. Ya3zBumocmma e
cbCmosiHue Ha noBuweHa paHumocm om cmpecoBu d¢dakmopu, nopagu HamaneH
duzuonozuueH pe3epB u dyHkyuu Ha opzaHu3ma, Bogew, go noBuweH puck om cmpaHuyHuU
edbekmu. Pagno3HaBaHemo u oueHkama U noBuwaBa ugeHmudukayuama Ha paHumMume
nauueHmu u no3BonsBa uMnAeMeHmMupaHemo Ha NOgxXogAw, Xupyp2uyeH U
aHecme3uoAo2uyeH nogxog. OnucaHu ca MHokecmBo uHcmpyMeHmu 3a u3mepBaHe Ha
ya3BumMocmma, pa3pabomeHu u BaaugupaHu go pa3auyHa cmeneH. Bonpeku moBa, HamMa
cmaHgapmu3upaH memog u ocmaBa HesacHo kou om msax ga 6bgam umnaemMeHmupaHu B
pymuHHama xupypauuHa npakmuka.

3a oueHkama Ha ysi3BuMocmma ca Haauue gBa ocHoBHu mMogeaa: Fried phenotype criteria
scale u Clinical Frailty Scale (CFS). Cnopeg Fried phenotype criteria yagBumocmma ce
maHupecmupa kamo BaowaBaHe Ha uyucmama meaecHa Maca, CuAama, banaHca,
uzgpwvkauBocmma, Hucka ¢u3uuecka akmuBHocm. MayueHmume ce pa3geansm Ha He-
ysa3Bumu, ya3Bumu u npe- ys3Bumu. KoHuenuusama Ha Bmopusa uAu m. Hap. kymyanamuBeH
mMogeA ce cbcmou B moBa, ue Bb3pacmma e akymyaauus Ha gedpuuumu u ys3B8umocmma ce
pa3aaeXkga kamo myamudakmopeH puck, onpegeasw, ce om konuuecmBomo geduuumu, a He
om npupogama Ha 3gpaBHume npobaemu. Tol ce kankyaupa om 6pos Ha nposiBeHume npu
uHguBuga geduuumu, pa3geneH Ha momanHusa 6pol u3mepBaHu geduuyumu. Cnopeg
npoy4yBaHusima Bpwv3kama mexkgy yazBumocmma u 12-meceuHus Aemaaumem e 3HauumenHa.!
MoBeuemo npoyuBaHusi gokanagBam 3HauumenHa Bpv3ka u mexkgy 30-gHeBHuUa Aemanumem u
ya3BumMocmma.? AokaagBa ce noBuweH puck om pa3zBumue Ha cnegonepamuBHuU ycAoXkHeHuUs
B8 acouuauusa c yazBumocmma.? 3HauumeaHa e Bpwv3kama wmekgy yazBumocmma u
ygonkeHusm 6oAHUUEH npecmou.* Cnopeg npoyyBaHe Ha Beggs npu ya38umume nauueHmu,
NnogAoKeHU Ha Xupyp2uuHa uHmepBeHuus uma no-z2o0AsMa BeposmHocm 3a AemaAumem,
mMopbugumem, ycAoXkHeHuUsi, ygbakeH 6oAHUUEH npecmol, u uznucBaHe om BHOAHUYHOMO
3aBegeHue kbM uHCMumMyuyus 3a npogonrkaBawu epuxku.®

Manka yuacm om npoyuBaHusima u3zcaegBam nayueHmMumMe ¢ 0CMpu XupypauuHu 3aboaaBanus.
Heobxogumu ca noBeue aHaau3u Bopxy gelicmBuemo Ha ys3B8uMmocmma Bbpxy xupypaudyHume
nayueHmu B cneweH nopsigok u kol e Hal- nogxogaw,usam Memog 3a oueHkama 0. Bb3MoXkHO
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€ ga ca HeobxoguMu pa3AUUYHU UHCMpPYMeHMU 3a ugmepBaHe Ha ya3B8umocmma B naaHoBama u
cnewHama xupypausi.

DyHkuyuoHaAHUSM cmamyc Ha nayueHma ce u3mepBa upe3 uHcmpymeHmu kamo Katz uau
Bartel index, koumo oueHsBam cnocobHocmma 3a u3BvpwBaHe Ha akmuBHocmu B
ekegHeBHus >kuBom.

Kamo koMnoHeHm Ha npegonepamuBHama oueHka BAu3a u HympumuBHus cmamyc Ha
nauueHma. M3caegBaHemo 3a MaanHympuuusa u3noan3Ba memogu kamo HuBa Ha anbyMuHa u
ucmopusima 3a 3a2yba Ha meaao.

MNMcuxonoz2uuHama oueHka ce peaaugupa upe3 ckpuHuHza 3a genpecus u mpeBokHocm, koumo
MO2am 3HauumeAHo ga noBaussm nosBama Ha cAegonepamuBHuU ycAoXkHeHuUs.

Mpeanegbm Ha npuemMaHume megukameHmu e om couwecmBeHo 3HaueHue, kamo cneuuanHo
BHumMaHue ce o0b6pvbwa Ha noau-dapMauyuama, u Ha Bv3zmMokHume AekapcmBeHu
B83aumogelicmBus.

ASA knacudukauyusma gaBa Bv3zmokHocm 3a npocma 2ao0banHa oueHka Ha du3zukanHus
cmamyc Ha nauyueHma. Ta moXe ga ce npuaaza wupoko 3a Bcuuku Bv3pacmu, kakmo B8
enekmuBHama, maka u B8 cnewHama xupypausi. Acouuauuss mexgy Bucokusa kaac ASA u
canegonepamuBHusa geaupuyMm, ycAokHeHUs1 u caegonepamuBHus Aemaaumem ca gokaagBaHu
npu Bv3pacmHu nauyueHmMu, nogAoXkeHu Ha pa3Hoobpa3Hu enekmuBHu uHmepBeHyuu.
Bonpeku ue e Hanuue nocmosiHHa acouuauust Mexgy Bucokua ASA ckop u Aowume
cAregonepamuBHU u3xogu, ma ocmaBa cybekmuBHa ckana c 2oaama BapuabuaHocm,
onpegeasiHa om obcaegBawume.®

Mpe3 20192. The American College of Surgeons (ACS) npegcmaBsa npozpama 3a Bepudukauyus
Ha 2epuampuyHama xupypaus, kosmo ueAu nogobpsBaHe Ha xupypauuHama 2puwka npu
Bvb3pacmHu nayueHmu. Ta ce dokycupa Bopxy koecHumuBHama ¢yHkuyus, MObuAHOCMmMa u
HympumuBHua cmamyc. Mpe3 20212. bpumaHckama 2epuampuuHa acouyuauyus nybaukyBa
2alighnaliH 32 nepuonepamuBHa 2pwka npu nayueHmu c ys3B8umocm, nogaekawu Ha
enekmuBHa uau cnewHa xupypeus.” lNpenopvuBa ce oueHka Ha Hskoako gomelHa 3a
cmpamuduyupaHe Ha pucka, Ho He ce onpegens kol uHCmpyMeHmM ga ce u3noa3Ba.
O6wecmBomo 3a nepuonepamuBHa oueHka u nogobpsBaHe Ha kauecmBomo ( The society for
perioperative assessment and quality improvement SPAQI) nokpuBa Hskoako gomeliHa, Bka.
koezHumuBHU ¢yHkuuu, ¢yHkuuoHaneH cmamyc, HapyweHusa B8 HacmpoeHuemo,
noAudapmauusima u ko-mopbugumema.®

NPEXABUAUTALINA

MNpexabuanumauusima ce OmHacs go nepuoga om nocmaBsHe Ha gua2Ho3ama u
ycmaHoBaBaHemo Ha uHgukauuume 3a AeueHue go nepuoga npegu xochumaau3auyusma u
onepamuBHomo AeueHue. BkalouBam ce ¢u3ukanHu, o06yuumenHu, HympumuBHu,
ncuxonozuvecku u kauHuuHu akmuBHocmu, ueama Ha koumo e ga nogobpu gyHUUOHaAHUSA
kanauumem u cnocobHocmma 3a aganmauus koM cmpeca, 3a ga ce pegyuupam
mMopbugumema u Aemaaumema. Obpvbwa ce cneyuaAnHo BHumaHue Ha d¢u3zuveckama
akmuBHocm, kosmo nogobpsaBa wmyckyaHama d¢yHkuus u kapguopecnupamopHus
kanauumem.® OnmuMu3upaHemo Ha XxpaHeHemo Mo)ke ga nogobpu UMyHHUS cmamyc Ha
nayueHma u ga pegyuupa XxpoHuuHomo Bv3naneHue npu Bv3pacmHume xopa.?

CnupaHemo Ha mlomloHonyweHemo, ankoxona u Hapkomuuume 3a 6 go 8 cegmuuyu npegu
enekmuBHa xupypz2uyHa uHmepBeHuuss e acouuupaHo ¢ pegykuus Ha noaoBuHama om
caregonepamuBHume ycaoXkHeHus.! MogcuanBaHemo Ha UMyHHama cucmema nhogobpsiBa
3apacmBaHemo Ha paHume, pegyuupa Bv3mokHocmma 3a uHdekuuss Ha onepamuBHama paHa
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u nogobpsiBa koHmpoaa Ha 6oankama. MpegonepamuBHume koHcyaAmamuBHuU cecuu Mo2am ga
pegyuupam guckomdopma u cmpaxa Ha nauueHmume kamo ocuz2ypsim pa3wupeH noz2aeg
Bopxy uHdopmauyuama, cBvp3aHa C xupyp2uyHama uHmepBeHuus u Bv3MokHume
ycAoXHeHua.12

ERAS npomokoaume npenopbuBam u3bs28aHe Ha pymuHHama MexaHu4yHa nogzomoBka Ha
2acmpouHmecmuHaAHus mpakm gokonkomo e Bwv3mMokHo, mvl kamo moXke ga uma
ompaxeHua Bopxy enekmpoAumHus 6anaHC u ga pe3yamupa B cbpgeuyHu yCAOKHEHUS,
uHdekuyus Ha onepamuBHama paHa, npomeHu B konopekmanHama Myko3a, u guzecmuBHu
npobaemu kamo kopemHa 6oaka u nogyBaHe, koumo uzuckBam noBuweHo BHuMaHue nopagu
ya38uMocmma Ha Bv3zpacmHume nauueHmu.

CkopowHu npoyuBaHua noka3Bam, ue BmMecmo mpaguuyuoHHume cxemu 3a 8-12 uaca
npegonepamuBHo 2anagyBaHe u 4-6 yaca cnupaHe npueMa Ha meyHocmu, NayueHmMume Mo2am
ga npeMuHam 6 uacoBo 2nagyBaHe u gByuacoBa AuMumauus Ha npueMa Ha Boga, koemo Bogu
go pegyuupaH 2Aag u »kakga u no-Bucoko ygoBaemBopeHue caeg xupypaudyHama Hameca.:®
N3BbopwBaHemo Ha onepamuBHa uHmMepBeHuuss caeg Bv32aexugpamHo 3apeXkgaHe e
acouuupaHo c HamaneHa 2nlokazoHoBa cekpeuus, cnupaHe Ha kopmu3onoBama cekpeuus, u
kamo pe3yamam, HamaneH kamaboau3bM B caegonepamuBHusa nepuog.*

BakeH ¢akmop ca npoMeHume, cBop3aHu ¢ noBuweHama apmepuaAHa pu2ugHocm,
pegyuupaHomo cbpgeyHo u3maackBaHe, HamaneHama ceH3umuBHocm Ha 6apo-
peuenmopume u noBuweHusm puck om apummuu. Bv3pacmHume nauueHmu umam no-
2oneMu npoMeHu B kpbBHOomo HansizaHe om Manku npomeHu B npegHamoBapBaHemo u
koHmpakmuaumema, koemo Hanaza BHuMameneH koHmpoA Ha 6oAkama caegonepamuBHo 3a
ga ce u3bezHe 3agbAbouaBaHe Ha xunepmeH3ussma. AsBama BenmpukyaapHa xunepmpodus
npegpa3nonaza nauueHma kom MmHokecmBo BucokopuckoBu komopbugumemu, BkalouumenHo
mMuokapgHa uCXeMuss U guacmoOAHa CbpgeuyHa HegocmambuyHocm.® W36a2B8aHemo Ha
maxukapgusima u xunomeH3usima ca 0CHOBHU npuHUuunu 3a nogobpsaBaHe Ha nepdy3usma u
3a u3bs2BaHe Ha MuokapgHama ucxemusi npu Bvb3pacmHu nayueHmu.® Yecmo Bb3pacmHume
nayueHmu paszdyumam Ha nelicMelkbpu UAU uMnNAaHmMupaHu gedpubpuramopu, koumo Mozam
ga ce Hy)kgasm om onmumu3auyusi npegu Xupyp2uuHo AeyeHue. MauueHmume ¢ npegcbpgHU
dubpunayuu Hal-yecmo npuemMam aHmukoazyaaHmu nopagu noBuweHusa puck om
mpombo3u. B xupypauuHu uau mpaBmamuuHu ycaoBusi moBa Moyke ga goBege go yBeauueHa
kpvBo3azyba u xeMoguHamMuyHa HecmabuaHocm.

benogpobHama ¢yHkuusa cvowo ce pegyuupa ¢ Bv3pacmma. HabalogaBa ce HamaneHa
6enogpobHa enacmuyHOCM, pegyuupaHa pecnupamopHa MyckyAHa cuaa u BAoweH 06MeH Ha
2a3zoBeme. Moumu nonoBuHama om nepuonepamuBHUA AemaAumem npu 2epuampuyHu
nayueHmu e cBvp3aH ¢ 6enogpobHu ycaoXkHeHuUsl. Haauue e 2oaam puck om pecnupamopHa
HegocmambuHoCcm, ocobeHo B ycaoBusma Ha ocmamuvuHa HeBpomyckyaHa 6aokaga u
ynompeba Ha onuougu.® Onuougume u 6eH30gua3enuHUmMe Mo2am ga NpuYuHSM 3HauuMa
nocmonepamuBHa cegayus u xunepkapbusi, Bogewu go HapyweH MEHMaAeH cmamyc, pe-
uHmybayusa u >kuBomozacmpawaBawu apummuu.’®* CaegonepamuBHama cnupoMempusi u
paHHomo pa3gBuwkBaHe mMozam ga Hamansm puckoBeme om 6enogpobHu ycaoXkHeHus.?°
AHecme3usima moXke gonbAHUMEAHO ga koMnpoMeHmupa pecnupamopHama ¢yHkuus kamo
noBuwu pucka om xunokcemusi, kakmo u ga goBege go caegonepamuBHu 6enogpobHu
ycaoXkHeHus, 8 moBa uucao nHeBMoHuUS uau amenekmas3a.

C Bv3pacmma ce HabAlogaBam npomeHu B ueHmMpanHama u nepudepHama HepBHa cucmema,
Bogewu go noBuweHama uyBcmBumeaHocm kvbMm MegukameHmu u caegonepamuBHu
ycAokHeHuUs. HanuuHocmma Ha HeBpompaHcMumepume u HeBpopeuenmopume HamanaBa ¢
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Bv3pacmma, koemo uecmo pe3yamupa B ygonkeH nepuog Ha HeBpomyckyaHa 6aokaga. B
ycnoBuama Ha pecnupamopHa gucdyHkuusa, me3u npomeHu yBeauuyaBam pucka om
caegonepamuBHuU ycaokHeHus u pe- uHmybauyusa. HeBpomyckyaHume 6aokupawu azeHmu
mpsa6Ba ga ce u3bseBam uau u3znon3Bam necmeauBo npu Bwv3zpacmHama nonyaauyus.
OmcaabeHume dapuHzeanHu myckyau u pedaekcu nocmaBsm Bv3pacmHume nayueHmu npeg
no-Bucok puck om acnupauyuoHHa nHeBMoHus B ycaoBusima Ha gopu MUHUMaAHa 0CmMamubyHa
HeBpomyckynHa 6aokaga.

Yecmomama Ha gemeHuyusma pa3ko HapacmBa ¢ Bv3pacmma Ha nauyueHma. Ta noBuwaBa
pucka om geaupuym u caegonepamuBHu kozHumuBHuU gucdyHkuuu.? MpogovamkumeaHama
nocmonepamuBHa gucdyHkuus om cBoa cmpaHa Bogu go BaowaBaHe Ha namemma u
koHueHmpauyuama.??

CaegonepamuBHume kozHumuBHU ycAOXKHEHUSS ca Hal-uecmume ycAOXKHeHUs npu
Bvb3pacmHu nauyueHmu. PuckoBume d¢dakmopu BkalouBam nognekawa kozHumuBHa
gucdyHkuus, ucmopus 3a M03b4HOCGOBU UHUUGEHMU, genpecusi, HanpegHaAa Bvb3pacm Hag
702., ankoxonHa ynompeba, now pyHKkuuoHaneH cmamyc u HapyweH eanekmpoaumeH 6anaHc.
Aokamo noBeuemo Bv3pacmHu nayueHmu mo2am ga ce Bbv3non3Bam om d¢opManHa
HeBpokozHumuBHa oueHka, AuMmumupaHomo Bpeme Hanaza no-npakmuueH nogxog B nepu-
onepamuBHu ycaoBusi. Kpamku uHcmpyMeHmu 3a kozHumuBeH ckpuHuH2, kamo Minicog/
Mini-Mental State examination ca npakmuyHu u gocmamubvbuyHU ga cmpamuduuupam u
gokymeHmupam nogaexkawu kozHumuBHuU geduyumu u e )kenameAHo ga ce uznoa3zBam 3a ga
ce HamaAu pucka om caegonepamuBeH geaupuyM u koeHumuBHa gucgyHrkyusa.??

Ouenkama Ha kanayumema 3a B3emaHe Ha peweHue e 3agbAkumeAHa npu u3zcaegBaHemo Ha
2epuampuyHua nauueHm. AKo uMa CbMHEHUE OMHOCHO cnocobHocmma ga B3eme
UHPOPMUpPaHO peweHue 3a AeYeHUEMO My, € HE06X0guMOo ga Ce NOMbpPCU goONbAHUMEAHA
nomow, om koaezu u 6auzkume Ha nauueHmMa, 3a ga ce nognoMozHe B3emMaHeMo Ha peweHue,
koemo ga omzoBaps Ha kenaHusima my.

C Bv3pacmma ce pegyuupa u 2A0MepyAHama duampauus. NMoBuweHama uecmoma Ha
guabem, xunepmeH3us u Backyanonamusi gonbAHUMeAHO BAowaBam peHanHama ¢yHkuus.
Bv3pacmHume nauueHmu ca u3AaokeHu Ha noBuweH puck om ocmpa 6vbpeuHa yBpega
BmopuuHo Ha HedpomokcuuHu azeHmu kamo HCMBC u uHmpaBeHo3eH koHmpacm.
fepuampuyHume nayueHMu umMam u HamaneH omzoBop koM peHuH, aH2UOMEeH3UH,
angocmepoH u Ba3onpecuH u mMoz2am ga uznumBam 3ampygHeHuss c 06eMHusi cmamyc,
enekmpoAumHume HapyweHust u ankanHo kuceaAuHHume pa3zcmpouicmBa.

MeHakupaHemo Ha BauBaHusama moXe ga 6bge npegu3zBukameacmBo npu Bv3pacmHu
nayueHmMu. lepuampuyHUMeE nauueHmMu uMam AoW MoAepaHc kbM Xuno- u u xunepBoaemusi.
Yecmo ce npegcmaBsam 3a cnewHa onepamuBHa uHmepBeHuyus B ekcmpemHu ycaoBusa Ha
obeMHus cmamyc, Bapupalku om o6emMHo npemoBapBaHe B ycAoBusima Ha 3acmolHa
cbpgeuHa HegocmambuHocm go mexkka gexugpamauus. MNMogxogswa 3a mes3u nauueHmu e
yMepeHama agMuHucmpauus Ha kpucmaaougu uau konougu 3a nocmuzaHe Ha eyBoaemusi u
uzbazBaHe ek3zauepbauussma Ha 3acmoliHa CbpgeyHa HegocmamubvuHocm, 6eanogpobeH omok
u guanymamuBHu koazyanonamuu.

Haauue ca wupoku npomeHu B eHgokpuHHama ¢yHkuyus u MemaboAu3zMa Npu 2epuampuyHu
nayueHmMu. MaAHympuuusima e 4Yecmo CcpewaH NnpobAeM U CUAHO kopeAupa c nepu-
onepamuBHume Mopbugumem u Aemaaumem. Ts moke ga ce npegcmaBu ocmpo kamo
3HauuMa pegykuus B gHeBHus kanopueH npueM u HenpegHamepeHa 3a2yba Ha meano, uau kamo
XPOHUYHO pegyuupaH BMI.
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TepMmopezyAauusima Cbwo ce npoMeHs ¢ Bb3pacmma. BHegpsBaHemo Ha memnepamypHu
ueAu B aHecmemuuyHusi NAaH U noggbp)XkaHemo Ha HopMomepMmus HamanaBa cepuo3Hume
ycnoXkHeHus, BkalouumeaHo gucpummuume, uHdpekuuume, u 3a6aBeHomo 3a3gpaBsBaHe Ha
paHume. Ynompebama Ha 3amonaswu ycmpolcmBa uzpae poasa B pegykuuama Ha
uHdekuyusama Ha paHama u nognoMaza 3a pegykuust Ha kamaboau3ma u kpvBo3azybama, kamo
No Mo3u Ha4yuH pegyuyupa pucka om cbpgeuyHocbgoBu ycaokHeHUs u HeobxogumMocmma om
XxeMompaHcgy3usa.?*

3axapHuam guabem mun 2 cbwo 3auecmsaBa u ycaoXkHsBa ko- Mopbugumema npu
2epuampuyHama nonyaauus. NMpu HekoHMpoAupaH guabem ce HabalogaBa no-Bucok puck om
kopoHapHu u nepudepHuU apmepuaAHu 3aboasBaHus, 6vbpeyuHu 3aboasBaHus B XpOHUUEH UAU
mepMuHaAeH cmagul, nepudepHa HeBponamus, aBmoHoMHa gucdyHkuyus, HeBpozeHeH Mexyp
u 2acmponape3a. HekoHmpoaupaHume 2aloko3Hu HuBa nocmaBsam nauueHma Ha no Bucok
puck om uHdekuus u gexucueHuus Ha paHama. NepuonepamuBHme HuBa Ha kpvBHama 3axap
u noggop>kaHemo Ha HopMaAHume U cmolHocmu ca BakHu dakmopu B8 npeBeHuyuama Ha
uHdekuusma Ha  xupypa2uyHama paHa. Om gpyza CcmpaHa AeyeHuemo C
aHmuxunepaaukemuyHu cpegcmBa He mpsbBa ga e npekaneHo azpecuBHo, mbl kamo
cmpukmHume eyaaukeMuuyHu HuBa ca cBvp3aHu c yBeAuueHa yecmoma Ha xunoz2aukemusi u
AemaAaumem. 2

AHecme3uono2udyHUMe mexHuku umam cuzHudpukaHmHo BAusiHUE npu 2epuampuyHume
nayueHmu nopagu 3Ha4umeAHo omauuaBawume ce papmakokuHemuka u papmakoguHamuka
Ha MegukameHmume. Bv3pacmma Bause Bovpxy abcopbuusima, pa3npocmpaHeHuemo,
memaboau3zma u ekckpeuusma Ha aHecme3uono2uvyHume AekapcmBa. ToBa Bogu go
Heobxogumocm om pegyuupaHa go3a kakmo 3a BwBekgaHe B aHecme3us, maka u 3a
noggopkaHemo U. HamaneHama opzaHHa ¢pyHkuua Moke ga goBege go nponoH2upaH edpekm
om 3ab6aBsiHe B eAuMuHUpaHemo Ha MegukaMeHmMume.

BHegpsaBaHemo Ha MyamumoganHama aHecmesusi ype3 koMbuHupaHe Ha pa3Au4vHu knacoBe
aHanZemuuu C pa3AUYHU MexaHu3Mu Ha gelicmBue pe3yamupa B8 HamaneHa ynompeba Ha
onuougu u pegyuupa pucka om mMegukameHm-cBobp3aHu ycaokHeHus kamo pechupamopHa
genpecus u koHcmunauus.?® M3noAn36aHemMo Ha pe2uoHaAHU aHecmemuuHu mexHuku kamo
enugypanHa uAu nepudepHa HepBHa 6aokaga nomaz2a B8 MeHakupaHemo Ha 6oAkama u
MUHuUMu3upa edpekmuBHo Hy)kgama om onuougu, kamo yAaecHsiBa paHHomo pa3gBuxkBaHe.?”
Bv3pacmma e cBovp3aHa cbC 3HauumeAHu MyckyaockenemHu npomeHu, noumu Bcuukume
yBeauuaBawu pucka om yBpega Ha HepBu, cmaBu uau koxka. Heobxogumo e BHUMameAHo ga ce
u3BvopwBa Bcaka npomsHa B8 no3uuuoHupaHemo Ha nauyueHma, kamo e yMecmHo
npuAa2aHemo Ha gonbAHUMEAHU nogAokku Ha mecma, puckoBu 3a nosBa Ha gekybumanHu
paHu, BkalouumenaHo cakpym u 2ne3eH.?®

N36opbm Ha aHecme3uono2uvHa mexHuka e kalouoB mMomeHm B onmumusauusima Ha
epwkume. 0bwama aHecme3ust HOCU NO- 20AsIM puck om cbpgeuHo-cbgoBu u pecnupamopHu
YCAOKHEHUS Npu 2epuampuyHu nauueHmu, acouyuupa ce ¢ noBuweHa uecmoma Ha
nocmonepamuBeH geaupuyM u nocmonepamuBHa koeHumuBHa gucdyHkuyus.
HeBpoakcuaanHume mexHuku ce acouyuupam ¢ no-Hucka genpecusi Ha pecnupamopHama
cucmeMa u no-Manko 6enogpobHuU ycaoXkHeHUS npu nauueHmMu ¢ 6eanogpobHu 3aboaaBaHus.
PegyuupaHama Hy)kga om cegupawu MegukameHmu HamansiBa pucka om caegonepamuBHus
geAupuyM u nocmonepamuBHa kozHumuBHa guchyHkuusa. Tyk obaue Bauza B cvobparkeHue
dakmom, ue npu Bv3zpacmHu uHguBugu me3u mexHuku ca no- npegu3zBukameaHu. Om gpyaa
cmpaHa, HeBpoakcuanHama aHecme3us HE e ugeaAHa 3a gbA2U Onepauyuu, hauueHmu c
mpeBo)kHocm, u nauueHmu koumo umam 3ampygHeHus ga Aexkam komdpopmHo B kenaHama
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3a onepauus no3uuusi. HeBpoakcuanHume mexHuku cowo maka ca omHocumeAHo koHmpa-
UHgUUUpaHu npu hauueHmMu ¢ koazyaonamuu (namoAo2uyHuU UAu B peyaAmam Ha ynompebama
Ha aHmukoazyhaHmu UAU aHmMumpoMbouumHu MegukamMeHmu), aopmHa CMeH03a, UAU
XeMOgUHaMUuHa HecmabuAHocm B pe3yamam Ha xunoBoaemus.

Bv3pacmHume nauueHmu ca ¢ nhoBuweH puck om onuoug-uHgyuyupaHa anHes, C HaMaAeHU
xunokcuyHu u xunepkabuuHu pecnupamopHu Bbv3MokHocmu ga komneHcupam
cBpovxcegauusma.

POASA HA XUPYPTUUHUSA NOAXOA

MuHumanHo uHBa3zuBHama xupypausi (Aanapockoncka u pobomu3upHa) npegaaz2a peguua
npeuMywecmBa, BkalouBawu pegyuupaHa caegonepamuBHa 6onka, no-paHHa Mobuau3zauus,
no-manka kpvBo3zazyba, pegyuupaHe Ha BoAHUUYHUA npecmol u no- 6bp30 3aBpbwaHe koM
e)kegHeBHUmMe gelHocmu. Ta e cBop3aHa c HaManeHa yecmoma Ha paHeBu ycAoXKHeHus,
cAaegonepamuBeH uAeyc U pegyuupaHa Hy)kga om caegonepamuBHa pexabuaumauusi.
CneuyuduuHume du3uonozuuyHu u3uckBaHua Ha Aanapockonckama xupypaus u3uckBam
3agbAboUeHO pa3zbupaHe Ha XxupypauuHama mexHuka u cneyuduuHume ko- MopbugHocmu Ha
Bceku omgeaeH nauueHm.

NMHeBHONnepumoHeyMbm MoXke ga pe3yamupa B noBuweHu apmepuanHu HuUBa Ha BbaaepogeH
guokcug u ga npuyuHu HapyweHus B8 ankanHo-kucenuHHomo paBHoBecue. Mpu nayueHmu ¢
mexkku copgeuHocwbgoBu 3aboasBaHusa, ma3u xunepkapbus moxke ga ek3auepbupa u ga goBege
go cuz2HudpukaHmHa auyugo3za.’® Om gpyz2a cmpaHa, guadpazmanHume ekckyp3uu ce
AuUMUMuUpam u nayueHmume nokazBam nokauBaHe 8 nukoBume Bv3gywHu HansizaHus, kakmo
u pegykuus Ha 6enogpobHusa kbMnaalbHe u BumanHus kanayumem.®° MlHmpaabgoMuHaAHOMO
HansizaHe MoXke ga ce npexBupAau npe3 guadpazmama koM 2pbgHama kyxuHa, koemo ga Baowu
cowecmByBaw, 2zacmpo- e3odazeaneH pedaykc u ga cv3igage puck om acnupauusi npu
Bvb3npueMuuBu nauueHmu. Mo3uuusima TpeHgeneHbypz MoXke ga umMa goONoLAHUMEAHO
HezamuBHo BAusiHUE no Bpeme Ha onepamuBHama uHmepBeHuus.?®

C HapacmBaHemo Ha uHMpaabgoMUHAaAHOMO HaAsi2zaHe e HaAUUEe acouuupaHo pegyuupaHe Ha
BeHo3HOMO BpbwaHe go cvpuemo, koemo pe3zyamupa 6 maxukapgus.®® MHmpaabgoMuHaAHO
HansizaHe om 15MM Hg ocuzypsBa agekBamHa Bugyaau3auusi npu pe2yAupyeMu aamepauuu 8
xeMmoguHamuuHama ¢yHkuyus. MoBuweHomo HansizaHe Bbpxy uHMpaabgoMuHaAHUME op2aHu
Bogu go HamaneHa cbgoBa nepdy3usa, koemo Bogu go HamaneHa 6vbpeyHa u YepHogpobHa
dyHkuyus.

Mpu kapuuHom Ha konoHa, omBopeHume pe3ekuuu ca cBvp3aHu c Mopbugumema, acoyuupaH
c mpaBmama om 2oasMa cpeguHHa Aanapomomusi, B koHmpacm cvc cpaBHumenHo mankume
uHyu3uu npu Aanpockonckume peszekuuu. HabalogaBa ce no- npogomkumeneH H6OAHUYEH
npecmoul. Omuumam ce no- 20AsiMa Yyecmoma Ha paHeBu ycaoXkHeHus,, no-npogbankumeneH
cAregonepamuBeH uaeyc, no-z2onaMa kpwBo3azyba. PempocnekmuBHu cepuu He camo
nokazBam pegyuupaHu caegonepamuBHu ycaoXkHeHuUs npu Aanapockonckama 2zpyna, HoO mes3u
pa3Aaudusi cmaBam no-u3aBeHu, koezamo ce AuMumupa aHaAu3a go nayueHmu Ha Bv3pacm Hag
70 2o0guHu.®!

Poansma Ha MuHumanHO uHBa3uBHume mexHuku e ga pegyuupa Xupyp2uuHama mpaBma u
cmeneHma Ha Gu3U0AO2UUYHU HapyweHusl. Haauue ca MHoXkecmBo nybaukauuu, noka3Bawu
kpamkocpouHume noA3u om MuHuuHBa3uBHama xupypaus, koezamo ce omHacs 3a obwama
nonyaauus. Te3u npegumcmBa B caegonepamuBHomo Bwv3cmaHoBsBaHe ca owe no-
BneuamasBawu npu 2epuampuyHume nayueHmu, koumo ca ¢ AuMumupaHu pe3epBu, B
cpaBHeHue c no- MAaagomo HaceAeHue. [lpoyuBaHe om 20042. noka3Ba, ue nepu-
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onepamuBHomo Bvb3cmaHoBsBaHe e 3HaYUMeEAHO no- 6bp30 npu Aanapockonckama 2pyna B
ycnoBuama Ha no-kpamkompalHa ynompeba Ha napeHmepaAHu HapkomuuHu megukameHmu
u no- kpamvk 60AHUUEH npecmoli, B cpaBHeHue ¢ omBopeHama 2pyna.®? B nybaukauyusa om
20132. pecmpocnekmuBHo ce aHaau3zupam 434 nauueHma c enekmuBHa pe3ekuus Ha
kapuuHoM Ha konoHa.** AokaagBa ce HamaneHa uHmpa-onepamuBHa kpvBo3azyba, HamaneHa
yecmoma Ha CbpgeyHu YCAOXKHEHUSl, NO- Hucbk Aemaaumem u no- kpamwvk 60AHUYEH
npecmol npu Aanapockonckama z2pyna, Bvnpeku no- npogomkumeaHomo onepamuBHo
Bpeme. B Mema-aHaAnu3 Ha 66,592 nauueHma om 20152. aBmopume gokaagBam, ue
kAUHUUHUME pe3yaAmamu ocmaBam B noa3a 3a Aanapockonckume uHmepBeruuu.®* MNoka3Ba
ce pegyuupaHo Bpeme 3a npemuHaBaHe kbM nepopanHa guema npu Aanapockonckama zpyna.
ObeguHeHumMe gaHHU om wecmme npoyuBaHus noka3zBam 3HauumMeAHo pegyuupaH 6OAHUYEH
npecmol om 13.1 gHu 3a Aanapockonckama, B cpaBHeHue ¢ 18.9 gHu npu omBopeHama z2pyna.
Law u compygHuuu cbobwaBa 3a pegykuus B kapguonyamoHaaHusi Mopbugumem (7,7% cpewy
2,4%) npu aanapockonckama 2pyna.®® B cepus om 535 nauyueHma Frasson noka3Ba, ue
Aanapockonckume uHmepBeHuuu ca cBvp3aHu ¢ pegyuyupaH mopbugumem (20,2 cpewy
37,5%) u no-kpamvk 60AHUYEH npecmou (9,5 cpewy 13 gHu) B cpaBHeHue ¢ omBopeHama
Xupypaus npu nayueHmu Ha Bbv3pacm Hag 70 2oguHu.’® B npoyuBaHe Ha Keller Bopxy
nayueHmu Ha Bv3pacm Hag 65 2o0guHu, nogaokeHu Ha enekmuBHu konopekmanHu pesekuyuu,
ce gokaagBa 3HauumenHo no-Hucka yecmoma Ha yCcAOXKHEeHUSAMa U pe- Xxochumaaus3ayuume,
npogornkumeAaHocmma Ha 60AHUYHUS npecmol U MOomaAHama UeHa Ha npecmos npu
Aanapockonckama 2pyna.?”

Pobom- acucmupaHama xupypa2uss Ccbwo e 6e3onacHa u edpekmuBHa mexHuka npu
2epuampuyHume nauueHmu. CvwecmByBawume npumecHeHus ce omHacsm ¢go no-
npogorkumenHo onepamuBHo Bpeme, Heob6xogumocmma om No-npogbAkumeAHa u CmpobMHa
TpeHgeneHbByp2a no3uuusi, C npou3Auzawume om moBa 6eaogpobHu u kapguonyAMOHaAHU
YCAOKHEHUS.

NpegumcmBama Ha pobomu3upaHama xupypauss ce npunokpuBam ¢ me3u Ha
nanapockonckama cnpsMo koHBeHuuoHanHUMe mexHuku- HamaneHa uHmMpa-onepamuBHa
kpvBo3azyba, no-6vp30 Bv3zcmaHoBsaBaHe Ha ¢dyHkuusma Ha upeBHus mpakm, cvkpameH
6oAHUYEH npecmol, HamaneHa caegonepamuBHa 6onka, no-manko paHeBu uHdekuyuu,
HaMaAeHa uecmoma Ha canegonepamuBHu 6eAogpo6bHU U CbpgeuHo-CcbgoBu ycAokHEHUS.

KoM Hacmoswuss MoMeHm, auncBam gokazameacmBa, ue pobomu3zupaHama xupypaus
mps6Ba ga ce cmsima kamo no-gobpa om cmaHgapmHama MUuHUMaAHO UuHBa3uBHa xupypaus.
B noBeuemo cayuau onepamuBHomo Bpeme u pazxogume ca noBuweHu. Bonpeku ue gaHHUme,
cpaBHsaBawu pobomuzupaHama c Aanapockonckama xupypaus ca HegocmamubuHU, Hskou
aBmopu gokaagBam npeumywecmBa Ha pobomu3upaHama npeg CmaHgapmHama
Aanapockoncka xupypzus B AeuyeHuemo Ha eHgomempuaaHus kapuuHoM, Hedpekmomus,
uepHogpobHu pe3ekuyuu, pekmanHu pe3ekuyuu, u npu nayueHmu c obe3zumac.3®-42

Bvnpeku noBuweHomo onepamuBHo Bpeme, He ce HabalogaBa cvu3zmepumo noBuweHue B
uHMpaonepamuBHume u caegonepamuBHume kapguo-pecnupamopHuU ycAoXkHeHus.*
AoknagBaHo e no- 6vp30 Bb3cmaHoBsaBaHe Ha upeBHama dyHkuyus u pegyuupaH 6oAHUYEH
npecmol npu AeBume gebenoupeBHu pe3ekuyuu, kakmo u me3u, uguckBawu momanHa
me3opekmanHa ekcuu3zua.”®* Cvwo maka, pegyuupaHama 6onka onpegenss HamaneHama
ynompeba Ha onuamu u no3BoaaBa paHHO Bwb3cmaHoBsBaHe Ha upeBHama ¢yHkuus.
NMpegumcmBama Ha pobomu3upaHama naamdopma ca HaAuue u npu u3BvpwBaHemo Ha
uHmpa- kopnopanHa aHacmomo3a, koemo pegyuupa Mopbugumema Om MSACMOMO Ha
ekcmpakuust u ckecsiBa 6oAHUYHUSA npecmoU.*
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MNMpenopvuBa ce u3zbszBaHe Ha ynompebama Ha gpeHa)ku, kamo mo3u nogxog Bausie Bopxy
ygoBAaemBopeHuemo Ha nauyueHma, paHHama Mobuau3auus u npogbAkumeAaHOCMMmMa Ha
60AHUUHUS npecmou.*

CAEAONEPATUBHU rPUXXU N Bb3CTAHOBUTEAEH NEPUOA

BvBexkgaHemo Ha ERAS npomokoA pegyuupa cmpeca, NpuyuHeH om XupypauyHama
uHmepBeHuus, onmumuzupa uHmMpaonepamuBHama MeguuuHcka 2pwka, pegyuupa
6oAHUYHUS npecmol, nognomaza 3aBpovwaHe koM exkegHeBHus >kuBom, nogobpsBa koHmpoaa
Ha 6oakama, pegyuupa ycaokHeHusima cBbp3aHu c umMobuAu3zauussma, nogobpsBa op2aHHama
dyHkuus u HamanaBa pexocnumaauszayuume.*® Bv3pacmHume nayueHmu Yecmo cpewam
Hbapuepu 3a NbAHOMO UM cbobpa3saBaHe c npomokoAume. AganmupaHemo Ha npomokoAume
kM Hy)kgume Ha 2epuampuuHus nayueHm MoXke ga 6vge npegu3BukameacmBo.
MeHa)kupaHemo Ha 6oakama e egHa om Hal- kpumuyHume mouku Ha cAegonepamuBHus
nepuog.*’” 3acmounBalku MHo2ocmpaHHU nogxogu, ERAS e no- ycnewHa 8 koHmpoaupaHemo
0. QuzukanHama mepanusi BkalouBa paHHa MobuAu3auus U HacoueHu ynpakHeHusi, upes
koumo moXke ga nogobpu ¢yHkuusma u ga pegyuupa 6onkama. TexHuku kamo penakcauus,
HacmpoUlka Ha yma u koezHumuBHa noBegeHuecka mepanusi, Mo2zam ga 6vgam noA3omBopHu
npu koHmpoaa Ha 6oAkama. Heobxogumo e ga ce nogcuzypu kompopmHa u 6e3onacHa cpega,
ga ce onmumu3upa CbHSmM u ga ce pegyuupam Bcuuku d¢akmopu, koumo Bogsam go
guckomdopm.

PaHHOmMo npemMuHaBaHe koM nepopaneH npueM e kpumuuHa mouka B canegonepamuBHume
2pwku. Tol npegna3Ba 3gpaBemo u dyHkuyusma Ha XxpaHOCMUAamMmeAHama cucmema,
noggopka HympumuBHua cmamyc, ocuzypsiBa nogxogaw, koHmpoa Ha BogHusa u
enekmpoaumHus 6anaHc, u noBuwaBa uHcyauHoBama uyBcmBumenHocm, kamo nogobpsiBa
koHmpoaa Ha kpbBHama 3axap.

PaHHama wMobuauzauusi nogobpsiBa xpaHocMunamenHama, Myckyano-ckeaemHama u
kapguopecnupamopHama ¢yHkuyus, pegyuupa pucka om mpoMbomuuHu YyCAOXKHEHUS, U
2eHepanHo yckopsaBa 3aBpowaHemo koM exkegHeBuemo u gexochumaausauusima.“t
N36a2B8aHemo Ha Ha3o2acmpuuHama gekomMnpecus u paHHOMo npemaxBaHe Ha ypempaAHume
kamempu nogob6psiBa ygoBAemBopeHuemo Ha nayueHMa u MeHmManHusi cmamyc, npeBeHmupa
Bv3moXkHa uHPekuus u nomaza 3a paHHama MobuAu3ayusa u gexochumaaus3ayus.
AgekBamHama xugpamauusi, nogxogawusm HympumuBeH Ccbnopm u UHMe2paAHUMe
komnoHeHmu Ha ERAS noggovpkam onmumaneH kpvBeH Buckozumem u npeBeHuus Ha
mpoMbomuyHume ycAoXKHeHuUs.

Mpu Bv3HukaBaHe Ha ycAaokHeHus e BaxkHo ga ce peazupa 6vp30 u agekBamHo.3a ycnewHo
cnpaBsiHe c geaupuyMa ca BaxkHu ugeHmudduuyupaHemo u Ae4eHUEMO Ha hogAeXkaw,u NpuYvuHuU.
KalouoBu ¢dakmopu B8 pegykuusma Ha 6eaogpobHume YCAOXKHEHUS Ca guxameAHama
pexabuaumauusi, ynpaxkHeHusma 3a gbAboko guwaHe, paHHama MobuAu3auus, nogxogauwama
pecnupamopHa noggpwxkka. C oz2aeg pegykuusma Ha cbpgeyHo-cbgoBume ycAoXkHeHuUs1 e
Heobxoguma He3abaBHa AekapcmBeHna kopekuyus cnopeg cneyuduuHOMO CbCMOSHUE.
MpocaegaBaHemo Ha cmamyca Ha onepamuBHama paHa pegyuupa nosiBama Ha paHeBu
uHdekuyuu.

KalouoB momeHm e du3ukanHama u mpygoBama mepanus 3a Bb3cmaHoBsBaHe Ha cunama,
6anaHca u He3aBucumocmma, koemo Bogu go pegykuus Ha dyHkuyuoHanHUs omka3. Tps6Ba ga
ce nonazam 2puwku cpewy Bv3HukBaHemo Ha gekybumanHu paHu, kamo myk omHoB0 ocHOBHO
MsiIcCMOo 3aeMa paHHama Mobuau3zauyus u Bepmukaau3zayus.
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CaegonepamuHume 2pwku B 2epuampuuHama xupypaus uguckBam usaocmen nogxog, koumo
HabAasicza Ha ugeHmudukauyus Ha pucka, cmpamez2uu 3a akmuBHa npeBeHuus, paHHO
pa3no3HaBaHe Ha HacMbnuAu yCcAOXKHEHUS U KoopguHUpaH MyAmugucuyunAuHapeH omoop 3a
onmuMu3upaHe Ha u3xogume 3a ma3u paHuMa nonyAauus nayueHmu.*®

3AKAHOYEHUE

Onmumu3zayusima Ha Xupyp2uyHume pe3yamamu npu nayueHmu 8 cmapuecka Bv3pacm c
konopekmanHu u muvHkoupeBHu 3aboasBaHua uzuckBa npemuHaBaHe om mMpaguuyuoHEH,
ocHoBaH Ha Bb3pacmma nogxog, kbM uHMezpupaH MyaAmugucuunAuHapeH mogea, pokycupaHx
Bbpxy ¢u3uono2uvHus pe3epB u pyHkuuoHanHUA cmamyc Ha nauueHma. Tpume oCHOBHU
cmbAba Ha ma3u onmumu3ayua ca B3aumMHo cBobp3aHu u cwvb3gaBam ,nepuonepamuBHa
Bepuza”. LlanocmHama 2epuampuyHa oueHka e ocHoBeH uHCmpyMeHm 3a cmpamudukayus Ha
pucka.Ype3 ckpuHuHz 3a ya3Bumocm, HympumuBeH cmamyc, koeHumuBHa ¢yHkuyus, ms
ugeHmuduuyupa nayueHmume, koumo ca c Hal- Bucok puck om nepuonepamuBHu
ycnoXkHeHus. Mpexabuaumayusma ce 18s8a ,mepaneBmuueH mocm”, kollmo ce npuaaza npu
BucokopuckoBu uau ya3Bumu nauyueHmu, ugeHmuduuupaHu uype3 Kr0. MyamumoganHama
npozpama uenu yBeauuaBaHe Ha du3uonoz2uuyHus pe3epB u ¢yHkuuoHanHus kanauumem,
no3BoasBalku Ha nauueHma ga u3gbpku cmpeca Ha onepauusma u ga Yyckopu
Bv3zcmaHoBsBaHemo. 3a ycnexa Ha neyeHuemo ca kalouoBu u3zb6opvm Ha Hal-nogxogswu
aHecme3uo0AO2UYHU U XxupypauyHu mexHuku, kakmo u uznonzBaHemo Ha ERAS npomokoau, 8
mMoguduuupaH 3a 2epuampuyHume nauueHmu BapuaHm. Ype3 MUHUMU3UpPaHEMO Ha
XupypauuHua cmpec u BvBe)kgaHe Ha npakmuku kamo paHHa MobuAu3auusi, nogxogsawa
aHanze3us, ¢ pegykuua Ha onuougume, gupekmHo ce HaMansiBa noBama Ha cneyuduuHu
2epuampuyHu cuHgpomu kamo geaup u ¢pyHkuuoHaneH omkas.

MNMpuna2zaHemo Ha makvwB mpucmpaHeH, 6a3upaH Ha goka3ameacmBama nogxog Bogu go
pegykuus Ha nepuonepamuBHama 3aboneBaemocm u cMbpmHocm, ckbceH 60AHUYEH
npecmol u MakcumanHo 3ana3BaHe Ha ¢yHkuuoHanHa He3aBucumocm u kauecmBomo Ha
»kuBom caeg uHmepBeHuusma. Bvnpeku cowecmByBaHemo Ha cuaHa gokazameacmBeHa
6a3a, nogkpensiwa cmpamezuume 3a onmumu3lauus, Aumepamypama u ekcnepmume
NOCMOSAHHO noguepmaBam HeobxogumMocmma om gonbAHUMEAHU Npoy4yBaHus HacoueHu koM
cneuuduyHume Hy>Kgu Ha 2epuampuyHuMe nayueHmu.
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STRATEGIES FOR OPTIMIZING OUTCOMES IN THE SURGICAL TREATMENT OF ELDERLY
PATIENTS WITH SMALL AND LARGE BOWEL DISEASES [ENGLISH]

SUMMARY

INTRODUCTION: In recent decades, the global geriatric population has been increasing.
Surgical treatment for elderly patients with small and large bowel diseases is associated with
an increased risk of perioperative morbidity and functional decline, necessitating the
implementation of targeted optimization strategies. Frailty is the strongest predictor of these
poor outcomes, requiring a shift in the approach to these patients.

OBJECTIVE: To create a comprehensive overview of best practices, this review utilizes
publications from the PubMed database, as well as expert consensus documents and clinical
guidelines from leading international surgical and geriatric organizations.

METHODS: The review focuses on the three main pillars of optimization: Comprehensive
Geriatric Assessment (CGA), multimodal prehabilitation, and the implementation of modified
ERAS (Enhanced Recovery After Surgery) protocols.

RESULTS: Comprehensive Geriatric Assessment, especially frailty screening, is a fundamental
tool for risk stratification and identifying high-risk groups requiring preoperative optimization.
Prehabilitation has been proven to increase physiological reserve and functional capacity,
allowing the body to withstand the stress of surgery. The integration of modified ERAS
protocols, adequate anesthetic care, and the introduction of minimally invasive surgical
techniques leads to reduced perioperative morbidity and mortality, shorter hospital stays,
faster recovery, and preservation of quality of life following surgical intervention.
CONCLUSION: The application of this integrated, multidisciplinary approach is key to achieving
optimal surgical outcomes and maintaining functional independence in elderly patients.
Despite a strong evidence base supporting optimization strategies, literature and experts
consistently emphasize the need for further research focused on the specific needs of
geriatric patients.

KEYWORDS
geriatry, geriatric surgery, comprehensive geriatric assessment
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INTRODUCTION

In recent decades, a global trend toward an increasing number of elderly and geriatric patients
has been observed. Alonger life expectancy results from improvements in healthcare, hygiene,
and quality of life. Life expectancy reached 73.3 years in 2024, compared to 66.8 years in 2000.
This global trend presents both opportunities and challenges for society. The growth of the
geriatric population increases the number of patients requiring surgical treatment. Age itself
is not a contraindication to surgical treatment, but a thorough, individualized approach is
necessary to optimize outcomes and minimize risks in this age group. Challenges for
healthcare systems include physiological changes in this age group, accompanying
comorbidity, polypharmacy, vulnerability (frailty), cognitive decline and delirium, limited
functional capabilities, slower wound healing, increased risk of thrombotic events, reduced
immune response, and psychosocial factors.

Key points for optimizing surgical treatment in geriatric patients include comprehensive
preoperative assessment and preparation, intraoperative management (anesthetic and
surgical approaches), and postoperative care and rehabilitation. Amultidisciplinary approach is
of extreme importance for improving results. Over the last two decades, research on this topic
has grown significantly, with most publications highlighting preoperative assessment and
preparation as key factors in improving treatment outcomes.

PREOPERATIVE ASSESSMENT AND OPTIMIZATION

Preoperative assessment and risk stratification in geriatric patients are crucial for optimizing
surgical outcomes and reducing complications in this vulnerable group. Due to age-related
physiological changes, co-morbidity, and frailty, patients in advanced and old age are at a
greater risk of complications after surgical treatment.

The goals of pre-operative assessment are: assessment and optimization of co-morbidity,
evaluation of functional status and frailty, investigation of cognitive functions and the risk of
delirium, assessment of nutritional status and evaluation for accompanying malnutrition,
review of taken medications and identification of inappropriate ones, management of
polypharmacy, understanding the expectations and goals of the patient, risk stratification, and
determining the probability of post-operative complications and lethality.

The main components of the pre-operative assessment include a thorough history-taking—
including detailed information about the patient's medical history, medications, allergies, and
social status—as well as a complete, in-depth clinical examination.

Comprehensive Geriatric Assessment (CGA) is a multidimensional, interdisciplinary diagnostic
process used to determine the medical, psychological, and functional capabilities of geriatric
patients. It is a key factor for optimizing results in the surgical treatment of these patients.
CGA is accepted as the gold standard and includes the following components: comorbidity,
polypharmacy, frailty, functional status, cognitive function, nutritional status, risk of falling,
and psychosocial factors.

There is supporting evidence for the advantages of CGA in both emergency and elective
surgery. CGA requires resources, which limit its application in routine pre-operative
assessment. However, its target components, such as frailty and cognitive evaluation, are
increasingly incorporated into standard pre-operative examinations.

In clinical practice, geriatric-led multidisciplinary perioperative care for surgical patients is
increasing. The establishment of "Perioperative Care of Older Patients Undergoing Surgery
(POPS)" in the United Kingdom is an example of a successful collaborative model for elderly
patients, resulting in reduced morbidity and mortality in this group. Pre-operative screening is
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not limited to a specific tool but encourages the identification of geriatric syndromes and their
clinical assessment.

In recent decades, it has been emphasized that frailty—the age-related cumulative decline in
multiple physiological systems—is a better predictor of mortality and morbidity than
chronological age. Frailty is a state of increased vulnerability to stress factors due to reduced
physiological reserve and functions of the body, leading to an increased risk of side effects.
Recognizing and assessing it improves identification of vulnerable patients and enables an
appropriate surgical and anesthetic approach. Multiple tools for measuring frailty have been
described, developed, and validated to varying degrees. However, there is no standardized
method, and it remains unclear which, if any, should be implemented in routine surgical
practice.

Two main models exist for assessing frailty: the Fried Phenotype Criteria Scale and the Clinical
Frailty Scale (CFS). According to the Fried phenotype criteria, frailty manifests as a
deterioration of lean body mass, strength, balance, endurance, and low physical activity.
Patients are divided into non-vulnerable, vulnerable, and pre-vulnerable. The concept of the
second, or so-called cumulative model, is that aging is an accumulation of deficits, and frailty
is viewed as a multifactorial risk determined by the quantity of deficits rather than the nature
of the health problems. It is calculated by the number of deficits manifested in the individual
divided by the total number of measured deficits.

According to studies, the connection between frailty and 12-month lethality is significant.!
Most studies also report a substantial connection between 30-day lethality and frailty. 2An
increased risk of developing post-operative complications in association with frailty is
reported. ® The connection between frailty and prolonged hospital stay is significant.
According to a study by Beggs, in frail patients undergoing surgical intervention, there is a
greater probability of lethality, morbidity, complications, prolonged hospital stay, and
discharge from the hospital to an institution for continuing care.®

A small portion of studies investigate patients with acute surgical diseases. More analyses are
needed on the effect of frailty on surgical patients in emergency settings, and the most
appropriate method for its assessment. It may be necessary to use different tools to measure
frailty in elective and emergency surgery.

The functional status of the patient is measured through tools such as the Katz or Barthel
index, which assess the ability to perform activities of daily living.

The patient's nutritional status is also included in the pre-operative assessment. Research for
malnutrition uses methods such as albumin levels and the history of weight loss.
Psychological assessment is realized through screening for depression and anxiety, which can
significantly influence the occurrence of post-operative complications.

A review of medications taken is essential, with special attention paid to polypharmacy and
possible drug interactions.

The ASA classification provides a simple global assessment of the patient's physical status. It
can be widely applied to all ages, in both elective and emergency surgery. An association
between high ASA class and post-operative delirium, complications, and post-operative
lethality has been reported in elderly patients undergoing various elective interventions.
Although there is a consistent association between a high ASA score and poor post-operative
outcomes, the scale remains subjective and highly variable, determined by examiners.®

In 2019, the American College of Surgeons (ACS) launched a geriatric surgery verification
program toimprove surgical care for elderly patients. It focuses on cognitive function, mobility,
and nutritional status. In 2021, the British Geriatrics Society published a guideline for
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perioperative care for patients with frailty undergoing elective or emergency surgery.’
Assessment of several domains for risk stratification is recommended, but it does not specify
which tool to use. The Society for Perioperative Assessment and Quality Improvement (SPAQI)
covers several domains, including cognitive functions, functional status, mood disorders,
polypharmacy, and comorbidity.®

PREHABILITATION

Prehabilitation refers to the period from the diagnosis and establishment of treatment
indications to the time before hospitalization and surgical treatment. It includes physical,
educational, nutritional, psychological, and clinical activities, aimed at improving functional
capacity and stress adaptation, thereby reducing morbidity and mortality. Special attention is
paid to physical activity, which improves muscle function and cardiorespiratory capacity.®
Optimizing nutrition can improve the elderly patient's immune status and reduce chronic
inflammation. 1°

Cessation of smoking, alcohol, and drugs for 6 to 8 weeks before elective surgical intervention
is associated with a reduction of half of the post-operative complications." Strengthening the
immune system improves wound healing, reduces the possibility of surgical wound infection,
and improves pain control. Pre-operative consultation sessions can reduce patient discomfort
and fear by providing a broader overview of the surgical intervention and its possible
complications.??

ERAS protocols recommend avoiding routine mechanical preparation of the gastrointestinal
tract as much as possible, as it can have effects on electrolyte balance and result in cardiac
complications, surgical wound infection, changes in the colorectal mucosa, and digestive
problems such as abdominal pain and bloating, which require increased attention due to the
frailty of elderly patients.

Recent studies show that, instead of traditional schemes of 8-12 hours of pre-operative
fasting and 4-6 hours of stopping fluid intake, patients can undergo a 6-hour fast and a 2-hour
limitation of water intake, leading to reduced hunger and thirst and higher satisfaction after
surgical intervention.?* Performing a surgical intervention after carbohydrate loading is
associated with reduced glucagon secretion, suppression of cortisol secretion, and, as aresult,
reduced catabolism in the post-operative period.*

A critical factor is the changes associated with increased arterial rigidity, reduced cardiac
output, reduced baroreceptor sensitivity, and increased risk of arrhythmias. Elderly patients
have larger changes in blood pressure from small changes in pre-load and contractility, which
necessitates careful post-operative pain control to avoid worsening hypertension. Left
ventricular hypertrophy predisposes the patient to multiple high-risk co-morbidities, including
myocardial ischemia and diastolic heart failure.® Avoiding tachycardia and hypotension are
fundamental principles for improving perfusion and avoiding myocardial ischemia in elderly
patients.’® Often, elderly patients rely on pacemakers or implanted defibrillators, which may
need optimization before surgical treatment. Patients with atrial fibrillation most often take
anticoagulants due to the increased risk of thrombosis. In surgical or traumatic conditions, this
can lead to increased blood loss and hemodynamic instability."”

Pulmonary function also reduces with age. Reduced lung elasticity, decreased respiratory
muscle strength, and impaired gas exchange are observed. Almost half of perioperative
lethality in geriatric patients is related to pulmonary complications. There is a high risk of
respiratory failure, especially in conditions of residual neuromuscular blockade and opioid
use.’® Opioids and benzodiazepines can cause significant post-operative sedation and
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hypercarbia, leading to impaired mental status, re-intubation, and life-threatening
arrhythmias.'®* Post-operative spirometry and early mobilization can reduce the risks of
pulmonary complications.?° Anesthesia can further compromise respiratory function by
increasing the risk of hypoxemia, as well as leading to post-operative pulmonary
complications, including pneumonia or atelectasis.

With age, changes occur in the central and peripheral nervous systems, leading to increased
sensitivity to medications and an increased risk of postoperative complications. The
availability of neurotransmitters and neuroreceptors decreases with age, often resulting in
prolonged neuromuscular blockade. In conditions of respiratory dysfunction, these changes
increase the risk of post-operative complications and re-intubation. Neuromuscular blocking
agents should be avoided or used sparingly in the elderly population. Weakened pharyngeal
muscles and reflexes put elderly patients at higher risk for aspiration pneumonia in conditions
of even minimal residual neuromuscular blockade.

The frequency of dementia increases sharply with the patient's age. It increases the risk of
delirium and post-operative cognitive dysfunctions.? Prolonged post-operative dysfunction,
in turn, leads to deterioration of memory and concentration.?

Post-operative cognitive complications are the most common complications in elderly
patients. Risk factors include underlying cognitive dysfunction, a history of cerebrovascular
incidents, depression, advanced age over 70, alcohol use, poor functional status, and impaired
electrolyte balance. While most elderly patients can benefit from a formal neurocognitive
assessment, limited time in perioperative conditions necessitates a more practical approach.
Short cognitive screening tools, such as the Mini-Cog/Mini-Mental State Examination, are
helpful and sufficient for stratifying and documenting underlying cognitive deficits and are
desirable to reduce the risk of post-operative delirium and cognitive dysfunction.®

Assessing decision-making capacity is mandatory when examining a geriatric patient. If there
is doubt about their ability to make an informed decision about their treatment, it is necessary
to seek additional support from colleagues and the patient's relatives to help them make a
decision that aligns with their wishes.

Glomerular filtration also reduces with age. The increased frequency of diabetes, hypertension,
and vasculopathy further worsens renal function. Elderly patients are exposed to an increased
risk of acute kidney injury secondary to nephrotoxic agents such as NSAIDs and intravenous
contrast. Geriatric patients also have a reduced response to renin, angiotensin, aldosterone,
and vasopressin and may experience difficulties with volume status, electrolyte disturbances,
and acid-base disorders.

Management of infusions can be a challenge in elderly patients. Geriatric patients have poor
tolerance to hypo- and hypervolemia. They often present for emergency surgical intervention
in extreme conditions of volume status, ranging from volume overload in conditions of
congestive heart failure to severe dehydration. Moderate administration of crystalloids or
colloids is suitable for these patients to achieve euvolemia and avoid exacerbation of
congestive heart failure, pulmonary edema, and dilutional coagulopathies.

There are broad changes in endocrine function and metabolism in geriatric patients.
Malnutrition is a common problem and strongly correlates with perioperative morbidity and
lethality. It can present acutely as a significant reduction in daily caloric intake and unintended
weight loss, or as chronically reduced BMI.

Thermoregulation also changes with age. Implementing temperature goals in the anesthetic
plan and maintaining normothermia reduces serious complications, including dysrhythmias,
infections, and delayed wound healing. The use of warming devices helps reduce wound
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infection and catabolism, and thereby reduces the risk of cardiovascular complications and the
need for hemotransfusion.?

Type 2 diabetes mellitus also becomes more frequent and complicates co-morbidity in the
geriatric population. In uncontrolled diabetes, a higher risk of coronary and peripheral arterial
diseases, chronic or terminal stage kidney diseases, peripheral neuropathy, autonomic
dysfunction, neurogenic bladder, and gastroparesis is observed. Uncontrolled glucose levels
put the patient at a higher risk of infection and wound dehiscence. Perioperative blood sugar
levels and maintaining normal values are essential factors in preventing surgical wound
infection. On the other hand, treatment with antihyperglycemic agents should not be too
aggressive, as strict euglycemic levels are associated with increased frequency of
hypoglycemia and lethality.?

Anesthetic techniques have a significant influence on geriatric patients due to differences in
the pharmacokinetics and pharmacodynamics of medications. Age affects the absorption,
distribution, metabolism, and excretion of anesthetic drugs. This leads to the need for a
reduced dose both for induction into anesthesia and for maintaining it. Reduced organ
function can lead to prolonged effects from delayed medication elimination.

The implementation of multimodal anesthesia by combining different classes of analgesics
with varying mechanisms of action results in reduced opioid use and reduces the risk of
medication-related complications such as respiratory depression and constipation.?® Using
regional anesthetic techniques, such as epidural or peripheral nerve blockade, helps in
managing pain and effectively minimizes the need for opioids, facilitating early mobilization.?”
Age is associated with significant musculoskeletal changes, many of which increase the risk of
nerve, joint, or skin damage. It is necessary to perform any change in patient positioning
carefully, and it is appropriate to apply additional padding at sites at risk for pressure sores,
including the sacrum and ankles.?®

The choice of anesthetic technique is a key factor in optimizing care. General anesthesia
carries a greater risk of cardiovascular and respiratory complications in geriatric patients and
is associated with an increased frequency of post-operative delirium and post-operative
cognitive dysfunction.

Neuraxial techniques are associated with lower respiratory depression and fewer pulmonary
complications in patients with pulmonary disease. The reduced need for sedating medications
reduces the risk of post-operative delirium and post-operative cognitive dysfunction.
However, the fact that these techniques are more challenging in elderly individuals is
considered here. On the other hand, neuraxial anesthesia is not ideal for long operations,
patients with anxiety, and patients who have difficulty lying comfortably in the desired position
for surgery. Neuraxial techniques are also relatively contraindicated in patients with
coagulopathies (pathological or as a result of the use of anticoagulants or antiplatelet
medications), aortic stenosis, or hemodynamic instability as a result of hypovolemia.

Elderly patients are at increased risk of opioid-induced apnea, with reduced hypoxic and
hypercapnic respiratory capabilities to compensate for over-sedation.

ROLE OF THE SURGICAL APPROACH

Minimally invasive surgery (laparoscopic and robotic) offers a series of advantages, including
reduced post-operative pain, earlier mobilization, less blood loss, reduced hospital stay, and a
faster return to daily activities. It is associated with a reduced frequency of wound
complications, post-operative ileus, and a reduced need for post-operative rehabilitation.

DOI:10.5281/zenodo.18755944 18


https://bgss.eu/

CM. XUPYPIuA1 - ). SURGERY 1'2026

Vol.90 Issuel Online ISSN: 3033-151X, Print ISSN: 0450-2167 https:/bgss.eu/

The specific physiological requirements of laparoscopic surgery require an in-depth
understanding of the surgical technique and each patient's comorbidities.
Pneumoperitoneum can increase arterial carbon dioxide levels and disturb acid-base balance.
In patients with severe cardiovascular diseases, this hypercarbia can exacerbate and lead to
significant acidosis.?® On the other hand, diaphragmatic excursions are limited, and patients
show increased peak airway pressures, reduced lung compliance, and reduced vital capacity.*
Intra-abdominal pressure can be transmitted across the diaphragm into the thoracic cavity,
worsening existing gastroesophageal reflux and increasing the risk of aspiration in susceptible
patients. The Trendelenburg position can have an additional negative influence during the
surgical intervention.?®

With increased intra-abdominal pressure, venous return to the heart decreases, leading to
tachycardia.?® Intra-abdominal pressure of 15 mmHg provides adequate visualization with
minimal hemodynamic alterations. Increased intra-abdominal pressure reduces vascular
perfusion, thereby impairing renal and hepatic function.

In colon cancer, open resections carry the morbidity associated with the trauma of a large
midline laparotomy, in contrast with the relatively small incisions in laparoscopic resections. A
more extended hospital stay is observed. A greater frequency of wound complications, more
prolonged post-operative ileus, and greater blood loss are reported. Retrospective series not
only show reduced post-operative complications in the laparoscopic group, but these
differences become more pronounced when the analysis is limited to patients aged 70 years
or older.®

The role of minimally invasive techniques is to reduce surgical trauma and the degree of
physiological disturbances. Multiple publications show that minimally invasive surgery offers
short-term benefits in the general population. These advantages in post-operative recovery
are even more impressive in geriatric patients, who have limited reserves, compared to the
younger population. A study from 2004 shows that perioperative recovery is significantly
faster in the laparoscopic group under conditions of shorter-term use of parenteral narcotic
medications and shorter hospital stay, compared to the open group.®? In a 2013 publication,
434 patients with elective resection of colon cancer were retrospectively analyzed.*® Reduced
intra-operative blood loss, reduced frequency of cardiac complications, lower lethality, and a
shorter hospital stay are reported in the laparoscopic group, despite the longer operative time.
In a 2015 meta-analysis of 66,592 patients, the authors report that clinical outcomes remain
in favor of laparoscopic interventions.®* Areduced time to transition to an oral diet is shown in
the laparoscopic group. Combined data from six studies show a significantly shorter hospital
stay of 13.1 days in the laparoscopic group, compared with 18.9 days in the open group.

Law and colleagues report a reduction in cardiopulmonary morbidity (7.7% vs 2.4%) in the
laparoscopic group.®®In a series of 535 patients, Frasson shows that laparoscopic interventions
are associated with reduced morbidity (20.2 vs 37.5%) and shorter hospital stay (9.5 vs 13 days)
compared to open surgery in patients aged over 70 years.* In a study by Keller of patients aged
65 years or older undergoing elective colorectal resections, the laparoscopic group had
significantly lower complication and re-hospitalization rates, shorter hospital stays, and lower
total costs of stay.?”

Robot-assisted surgery is also a safe and effective technique in geriatric patients. Existing
concerns relate to longer operative time, the need for a more prolonged and steep
Trendelenburg position, with the resulting pulmonary and cardiopulmonary complications.
The advantages of robotic surgery overlap with those of laparoscopic surgery compared with
conventional techniques—reduced intraoperative blood loss, faster recovery of bowel
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function, shorter hospital stay, decreased postoperative pain, fewer wound infections, and
reduced frequency of postoperative pulmonary and cardiovascular complications.

At present, there is insufficient evidence to support the claim that robotic surgery is superior
to standard minimally invasive surgery. In most cases, operative time and costs are increased.
Although data comparing robotic with laparoscopic surgery are insufficient, some authors
report advantages of robotic over standard laparoscopic surgery in the treatment of
endometrial cancer, nephrectomy, liver resections, rectal resections, and in patients with
obesity.38-42

Despite increased operative time, no commensurate increase in intra- or post-operative
cardiorespiratory complications is observed.*®

Faster recovery of bowel function and shorter hospital stays are reported in left-sided colonic
resections, as well as in those requiring total mesorectal excision.*® Also, reduced pain
determines the reduced use of opiates and allows early recovery of bowel function. The
advantages of the robotic platform are also evident during intra-corporeal anastomosis,
thereby decreasing morbidity at the extraction site and shortening hospital stay.*

Avoiding the use of drains isrecommended, as this approach affects patient satisfaction, early
mobilization, and the duration of hospital stay.*

POSTOPERATIVE CARE AND RECOVERY PERIOD

The introduction of the ERAS protocol reduces stress associated with surgical intervention,
optimizes intraoperative medical care, reduces hospital stay, facilitates return to daily life,
improves pain control, reduces complications related to immobilization, improves organ
function, and reduces rehospitalizations.*® Elderly patients often encounter barriers to full
compliance with the protocols. Adapting protocols to the needs of geriatric patients can be
challenging.

Pain management is one of the most critical points of the post-operative period.” By
employing multi-faceted approaches, ERAS is more successful in controlling it. Physical
therapy includes early mobilization and targeted exercises to improve function and reduce
pain. Techniques such as relaxation, mindfulness, and cognitive-behavioral therapy can be
beneficial for pain control. It is necessary to ensure a comfortable, safe environment, optimize
sleep, and reduce all factors that contribute to discomfort.

Early transition to oral intake is a critical point in post-operative care. It protects the health
and function of the digestive system, maintains nutritional status, ensures appropriate control
of water and electrolyte balance, and increases insulin sensitivity, improving blood sugar
control.

Early mobilization improves digestive, musculoskeletal, cardiovascular, and respiratory
function, reduces the risk of thrombotic complications, and generally accelerates the return
to daily life and discharge from the hospital.“®

Avoiding nasogastric decompression and early removal of urethral catheters improves patient
satisfaction and mental status, prevents potential infection, and facilitates early mobilization
and discharge.

Adequate hydration, appropriate nutritional support, and integral components of ERAS
maintain optimal blood viscosity and prevent thrombotic complications.

When complications arise, it is essential to react quickly and adequately. For successful
management of delirium, identifying and treating underlying causes is necessary. Key factors
in reducing pulmonary complications include respiratory rehabilitation, deep breathing
exercises, early mobilization, and appropriate respiratory support. To reduce cardiovascular
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complications, immediate medical correction according to the specific condition is necessary.
Monitoring the surgical wound status helps minimize the risk of infection.

A key point is the use of physical and occupational therapy to restore strength, balance, and
independence, thereby reducing functional failure. Care should be taken to prevent pressure
sores, where early mobilization and verticalization again take a central place.

Post-operative care in geriatric surgery requires a comprehensive approach that emphasizes
risk identification, active prevention strategies, early recognition of complications, and a
coordinated multidisciplinary team to optimize outcomes for this vulnerable patient
population.“®

CONCLUSION

Optimization of surgical results in elderly patients with colorectal and small bowel diseases
requires a transition from a traditional, age-based approach to an integrated multidisciplinary
model focused on the physiological reserve and functional status of the patient. The three
main pillars of this optimization are interconnected, forming a "perioperative chain".
Comprehensive geriatric assessment is a fundamental tool for risk stratification. Screening for
frailty, nutritional status, and cognitive function identifies patients at the highest risk of
perioperative complications. Prehabilitation serves as a "therapeutic bridge" applied to high-
risk or frail patients identified through CGA. The multimodal program aims to increase
physiological reserve and functional capacity, allowing the patient to withstand the stress of
surgery and accelerate recovery. For the success of treatment, the choice of the most
appropriate anesthetic and surgical techniquesis key, as is the use of ERAS protocols, modified
for geriatric patients. By minimizing surgical stress and introducing practices such as early
mobilization and appropriate analgesia with the reduction of opioids, the occurrence of
specific geriatric syndromes such as delirium and functional failure is directly reduced.

The application of such a three-pronged, evidence-based approach results in reduced
perioperative morbidity and mortality, a shorter hospital stay, and maximal preservation of
functional independence and quality of life after intervention. Despite a strong evidence base
supporting optimization strategies, the literature and experts consistently emphasize the
need for additional studies focused on the specific needs of geriatric patients.
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