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TACTICS OF SURGICAL TREATMENT FOR INJURIES
OF PHARYNX AND CERVICAL ESOPHAGUS

The results of surgical treatment of 98 patients with penetrating injuries to
the pharynx and cervical esophagus are presented. The patients were
divided into 2 groups — the main and the comparison group. In the
comparison group, the traditional principles of intervention were used. In
the main group, surgical intervention was performed with a mini access on
the neck 3-4 cm in length using a ring-shaped retractor. In the main group
there was a twofold decrease in the frequency of purulent complications in
comparison with the comparison group.
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Introduction

Penetrating injuries to the pharynx, esophagus and large blood
vessels take a leading position in the structure of the neck wounds, wherein
more than 50% of perforations occur in the cervical esophagus [2; 5].

«Vivid» symptoms of injuries to large blood vessels and respiratory
tract mask injuries to the pharynx and esophagus, which complicate the
timely diagnosis of the injury. The correct diagnosis is established only after
the onset of purulent complications that develop in 28-78% of patients with
perforation of the cervical esophagus [4; 6].

Late diagnosis of injury to the pharynx and cervical esophagus
significantly worsens treatment outcomes. When revealing perforation of
the esophagus in the first day after injury, the mortality is 8-9%, and at a
later diagnosis — 25-53% [3]. If perforation of the esophagus was diagnosed
later than two days after the injury, the mortality is approaching 100% [1].
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Materials and methods

The study group consisted of 98 patients with penetrating injuries to
the pharynx and cervical esophagus that underwent surgical treatment.
Surgical interventions for perforations of the pharynx and cervical
esophagus were performed under general anesthesia (endotracheal
anesthesia).

Patients with esophageal wounds were hospitalized in the hospital
department and had different approaches to treatment of penetrating injuries
to the pharynx and cervical esophagus, resulting in an analysis of the two
groups of victims.

In the comparison group, the traditional principles of intervention
were used.

In the main group, surgical intervention was performed with a mini
access on the neck 3-4 cm in length using a ring-shaped retractor. The
defect of the pharynx and cervical esophagus was sutured in all cases. Two-
row knot sutures was applied. In the presence of technical capability, the
sutures were applied in the transverse direction. The location of injury was
strengthened by local muscle tissue. Only active aspiration drainage was
used, and the shutdown of the esophagus from the food passage was carried
out by installing the probe.

Results and discussion

In the main group of patients with perforation of the pharynx and
cervical esophagus used retractor mini-colotomy in 54 (96,4%) patients and
longitudinal colotomy according to Razumovsky — in 26 (61,9%) patients in
the comparison group.

In 10 patients in the main and in 4 patients in the comparison group,
two-way longitudinal colotomy was performed to facilitate the inspection of
the neck wounds.

In 2 (3,6%) patients in the main group and in 16 (38,1%) patients in
the comparison group — only neck wounds that were already present were
enlarged to the desired size for the inspection.

The combined injuries to the pharynx and cervical esophagus with
other internal organs were 75,0% in the main group and 71,4% in the
comparison group.

Ligation of the damaged blood vessels was performed the most often
— in 16 patients in the main group and in 14 patients in the comparison
group.

Tracheostomy was formed in 12 patients in the comparison group
and in 6 patients — in the main group. The drainage of the pleural cavity was
performed in 4 patients in each group. In case of injuries to the esophagus,
the suturing of the perforation wall defect and the formation of the
esophagostomy were performed.
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In the comparison group, the suturing of the perforation defect of the
pharyngeal wall and cervical esophagus were performed only in the early
time after the wound (up to 6 h), in the absence of purulent-inflammatory
events in the surrounding tissues.

In the main group, the defect of the pharyngeal wall and esophagus
has always been sutured, regardless of the time that passed after the injury,
and condition of the surrounding tissues. In this case, a ring-shaped retractor
for mini-colotomy was used, two rows of sutures and the sutures line of the
esophagus was strengthened by the cluster of surrounding tissues. Primary
resection of the perforated esophagus in patients with neck injuries was not
performed. In 56 (100%) patients in the main group and in 24 (57,1%)
patients in the comparison group, suturing of the wall defect of the pharynx
and esophagus was performed. In the main group in 6 (10,7%) cases after
the injury was more than 6 hours passed, in 2 (3,6%) — more than 24 hours
passed.

In 18 (42,9%) cases in the comparison group, the defect of the
pharynx and esophagus was not sutured at the late (more than 6 hours)
detection of esophageal injury (6 patients) and with expressed inflammatory
changes in the surrounding tissues (12 patients). So, there was implemented
draining of the damaged area and formed esophagostomy.

In the main group, the retractor mini-colotomy for perforation of the
cervical esophagus was completed by active aspiration drainage. The
drainage tube was brought to the site of the injury of the esophagus and led
to the skin through a contrapertura.

In the comparison group, passive drainage with polyvinylchloride
tubes was widely used — 12 (28,6%), flat latex outlet — 6 (14,3%), a
combination of tubular drainages with tampons — 22 (52,4%).

To create functional rest of the esophagus, all 56 patients in the main
group and 14 patients (67,7%) in the comparison group with the perforation
of the cervical esophagus were installed nasogastric probe. Gastrostomy by
common techniques was formed in 14 (33,3%) patients in the comparison
group to exclude the damaged esophagus from the food passage.

As a result of surgical treatment of penetrating injuries of the
pharynx and cervical esophagus in the main and the comparison group, the
following results were obtained.

In the main group complications after surgical treatment occurred in
14 (25,0%) patients, and in the comparison group — in 22 (52,4%).

The analysis of the complications shows that in the comparison
group, postoperative wound purulence (42,9%) and neck abscess (14,3%)
were significantly more frequent than in the main group (14,3% and 3,6%
respectively). The rate of development of acute mediastinitis in the
comparison group was 9,5%, and in the main group — 6%; lung abscess —
4,8% and 7,1% respectively, but these differences were not statistically
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significant. In addition, in the comparison group, there were purulent
complications such as pleural empyema (9,5%) and thrombosis a. carotis
interna with ischemic stroke (4,8%), which were not registered in the main
group.

In each group, the failure of sutures of the pharynx developed in 2
patients. In both cases, the suturing of the defect of the pharyngeal wall was
performed in the early period after injury (after 3 and 4 hours).

It was established that using the technique of mini-access in the main
group did not increase the frequency of development failure of the
esophageal sutures and amounted to 3,6% (in the comparison group —
8,3%). At the same time, the sutures on the injured esophagus in the main
group were applied with signs of inflammation in 39,3% of patients. This
confirms the expediency of suturing the defect of the pharynx and cervical
esophagus using the proposed methodology.

Conclusions

Complications in both groups were noted in 36 patients (36,7%): 14
(25,0%) patients in the main group and 22 (52,4%) patients — in the
comparison group.

In the main group, using the proposed surgical tactics contributed to
a twofold decrease in the frequency of purulent complications after surgical
treatment of penetrating damages of the pharynx and cervical esophagus,
compared to the group where the treatment was performed according to
traditional methods.
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Maxkcum Cusuii,  Ouaexcanap lllepuenko,  Biktop JInxman,
Baapucnas llleByenko, Irop Kynuk. TakTHKa XipypriuHoro
JIiKyBaHHS MOLIKOKeHb IJIOTKM Ta IMHHOr0 BiAally cTpaBoxoay.
Ilpeocmasneno pesynomamu  xipypeiunoeo naikyeanws 98 nayienmis 3
NPOHUKAIOUUMU  NOWKOOJICEHHAMY — 2IOMKU — Ma  WULHO20 — 8I00LLY
cmpaeoxody. Xeopux 6yau po3nodiieHo Ha 2 2pynu — OCHOBHY Md 2PYny
NOPIGHAHHS. YV 2pyni nOpI6HAHHS 6UKOPUCMOBYBAU MPAOUYIUHI NPUHYUNU
empyuanus. B ocnoewill epyni onepamuene 8MpyYaHHs NPOSOOUNU 3 MIHI
docmyny Ha wui 3-4 cmM 3a8008CKU 3 GUKOPUCMAHHAM KITbYEBUOHO20
panoposwuplosaia. B ocrnosniti epyni eniiini yckiaoneHHs sycmpivaniucs y 2
pasu piowie, HiC Y 2pYNI NOPIGHAHHSL.

Kniouosi cnosa: wus, nopanenns, enomxa, wutinuii 6i00in cmpasoxooy.

Maxcum Cusbiif, AJjexcanap lllepyenko, Bukrop JIbixman,
Baanucaas llleBuenko, HWrops Kynuk. Taktuka Xxupyprudeckoro
JleyeHUsl MOBPeKACHNI IVIOTKH M IIeifHOro 0T/eJia NMUIEeBOAA.
Ilpeocmasnenvl pesyromamol xupypeuueckozo aedernus 98 nayuenmos c
NPOHUKAIOWUMU NOBPEINCOCHUSIMU 2IOMKU U WEUH020 Omoed NUeBoOd.
bonvnvie 6Ovliu pacnpedenenvt Ha 2 2pynnvl — OCHOGHYIO U 2DYHNY
cpasHenus. B epynne cpasnenus ucnonv3osanu mpaouyuonHvle NPUHYUND
emewiamenscme. B OCHOBHOU 2pynne onepamueHoe eMeuamenbCmseo
npogoouUnU MUHU O00CMYnom Ha wiee 3-4 cm OIUHOU C UCNOAL30B8AHUEM
KOIbYesuoHo2o  panopacuwiupumensd. B ocHosHoli  epynne  eHolimbie
OCJIOXCHEHUA BCTNPeYanucs 8 2 pasa pedice, 4em 8 2pynne CpagHeHus.
Knrouegwle cnosa: wies, panenus, 210mKa, welnslil omoe nuuesood.
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