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Summary

Introduction. Modern traumatism from the standpoint of clinical epidemiology meets the
classification criteria of a global pandemic. Important factors triggering the global clinical
and epidemiological picture are the unsatisfactory state of prevention of all types of injuries in
developing countries, traffic injuries in industrialized countries and the progressively increasing
number of armed conflicts.

The aim of the study. To conduct a comparative clinical and epidemiological analysis of mortality
in blunt combined trauma and polytrauma.

Materials and methods. A retrospective single-center cohort 10-year clinical and epidemiological
study of 933 fatal clinical cases of blunt combined trauma on the basis of polytrauma department
of the Kyiv City Clinical Emergency Hospital has been conducted. Clinical diagnoses and forensic
medical conclusions were transformed into Hannover Polytrauma Score scale codes. The clinical
and epidemiological experiment was based on the clustering of the research array according to the
severity of the injury.

Results. As a result of the clinical and epidemiological experiment, 5 stable clusters which can
be characterized as separate randomized clinical-epidemiological groups were obtained. Clinical
profile was determined by the dominant injury: cluster-1 (patients with an extremely severe thoracic
profile), cluster-2 (patients with a severe thoracic profile), cluster-3 (patients with an extremely
severe abdominal profile), cluster-4 (patients with a severe neurosurgical profile), cluster-5 (patients
with an extremely severe neurosurgical profile).

Conclusions. Lethal blunt combined injury has a clear hierarchical structure based on the severity
of the injury and the presence of dominant damage to the corresponding anatomical and functional
area. The results obtained during the current study indicate the need to find new technological
approaches to the treatment of extremely severe injuries, as well as treatment and prevention of the
development of complications of severe injuries in order to reduce mortality in polytrauma.

Keywords: mortality, combined trauma, polytrauma, clinical epidemiology, cluster analysis

INTRODUCTION

According to the classification criteria of clinical
epidemiology, modern traumatism with its high rates of
morbidity, disability and mortality, should be considered
as a global pandemic. Despite the consolidation of
international resources and the efforts of individual states
around the problem, about four million people died from
injuries at the beginning of the current century. As of 2020,
epidemiological projections suggest that this number will
exceed six million deaths from injuries per year. Thus,
over the past five years, injuries have become the second
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most common cause of death and disability. The main
factors determining the global clinical and epidemiological
picture are traffic injuries in industrialized countries,
the low prevalence of preventive measures for all types
of injuries in developing countries, and the progressive
increase in the number of armed conflicts [1-4].

THE AIM OF THE STUDY

To conduct a comparative clinical and epidemio-
logical analysis of mortality in blunt combined trauma and
polytrauma.
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MATERIALS AND METHODS

A represented single-center retrospective cohort
clinical and epidemiological study was conducted in
descriptive and analytical manners. At the descriptive
stage of the study, a screening of 3,098 medical records
of patients who received treatment in the polytrauma
department of the Kyiv City Clinical Emergency Medical
Hospital between 2002 and 2011 was carried out. The
studied qualitative and quantitative indicators were
entered into spreadsheets of the Microsoft Office Access
2007 database management system. Clinical diagnoses
and forensic medical conclusions were transformed into
morphological codes of the Hannover Polytrauma Score
(HPS) with the assignment of a corresponding numerical
index of trauma severity (TS).

Subsequently, all isolated and blunt combined
trauma (BCT) without a thoracoabdominal component
were excluded from the study. Thus, the research
sample consisted of 2009 clinical cases of BCT. In the
total sample, 1076 (53.6 %) clinical cases of BCT with
a favorable course of injury and 933 (46.4 %) lethal clinical
cases were the subject of this study. The age of the patients
ranged from 11 to 95 years. The gender distribution was
as follows: 484 (24.1 %) women and 1525 (75.9 %) men.

In order to obtain randomized by TS groups from
the research sample, clustering of the array of HPS
indicators was carried out using the k-means method.
In accordance with the theoretical and methodological
premise, the hypothesis regarding the number of m
clusters (by variables or observations) was not put forward.
Using STATISTICA 10.0 software, a number of m clusters
were randomly generated in such a way that they were as
different in TS as possible. The validity of the division
into clusters in STATISTICA 10.0 software was checked
by comparing the values of trait variances between
groups (Between SS) and within each group (Within SS).

A decrease in the value of the intragroup variance and an
increase in the value of the intergroup variance indicate
that the feature better characterizes the belonging of the
objects to the cluster, which is reflected in the higher
quality of the obtained clustering. Signs with large values
(p> 0.05) were excluded from the clustering procedure.

After obtaining stable clusters, the analysis was
carried out by studying individual qualitative and
quantitative features that characterize each certain cluster,
which were subsequently compared with each other using
various statistical methods (Mann-Whitney test, Friedman
test, Kendall coefficient (concordance)). Analytical
methods of clinical and epidemiological study allowed to
carry out a comprehensive assessment of hypotheses about
the risk factors for the occurrence of a lethal outcome
and to clarify the current directions for improving the
treatment results.

RESULTS

A sample of 933 clinical cases was clustered
according to the above-described method in order to
identify objective factors that affect mortality in BCT,
as a result of which 5 stable clusters were obtained.
All clinical cases included in one or another cluster
are separate randomized clinical and epidemiological
groups (CEG) that have unique hierarchically ordered
characteristics of TS. The above-mentioned testifies to
the possibility of conducting a correct structural and
comparative analysis by identifying the characteristics
of individual anatomical and functional areas and other
elements of different levels in the CEG and determining
the relationships and connections between them. The
presence of an objective criterion for assessing TS made it
possible to identify the dominant injury of one or another
anatomical and functional area in each CEG and to
stratify accompanying injuries by severity (table 1).

Table 1
Distribution of clinical and epidemiological groups according to the dominant injury
(data acquired from doctoral thesis «Thoracoabdominal polytrauma with dominating chest injury»
by Serhii I. Panasenko)
Severity of damage to individual Clinical and epidemiological group (cluster)
anatomical and functional areas, score
1 2 3 4 5
Head 1,44 0,63 0,79 9,14* 19,77*
Chest 20,93* 3,78* 10,58 2,84 4,67
Abdomen 2,78 1,01 15,01%* 0,62 2,49
Pelvis 1,39 2,07 2,07 0,63 0,79
Limbs 0,99 1,27 1,02 1,14 0,88
Spine 0,32 0,21 0,21 0,09 1,00

* dominant injury.
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CEG-1 is characterized by the presence of a dominant
extremely severe blunt chest trauma, combined severe
trauma to the head, abdomen and pelvis; moderate limb
injuries and light spinal trauma. The total TS in CEG-1
was 27.810.8 points, which characterizes BCT as extremely
severe, or polytrauma. According to the dominant injury,
CEG-1 can be characterized as a group of extremely severe
thoracic profile.

CEG-2 is characterized by the presence of a dominant
severe blunt chest trauma, severe combined injuries of the
abdomen, pelvis and limbs; moderate head trauma and mild
spinal injuries. The total TS in CEG-2 was 9.0%0.6 points,
which characterizes it as severe BCT. According to the
dominant injury, CEG-2 can be characterized as a group
of severe thoracic profile.

CEG-3 is characterized by the presence of a dominant
extremely severe blunt abdominal trauma, severe combined
injuries to the chest, pelvis, and limbs; moderate head
injuries and mild spinal injury. The total TS in CEG-3 was
29.7x1.3 points, which characterizes it as an extremely
severe BCT, or polytrauma. According to the dominant

injury, CEG-3 can be characterized as a group of extremely
severe abdominal profile.

CEG-4 is characterized by the presence of a dominant
severe cranial trauma, severe combined chest and limb
injuries; moderate injuries of the abdomen and pelvis and
mild spinal trauma. The total TS was 14.5£0.6 points within
CEG-4, which characterizes it as extremely severe BCT, or
polytrauma. According to the dominant injury, CEG-4 can
be characterized as a group of severe neurosurgical profile.

CEG-5 is characterized by the presence of a dominant
extremely severe cranial trauma, severe combined injuries
of the chest, abdomen and spine; moderate trauma of the
pelvis and limbs. The total TS in CEG-5 was 29.6+0.8
points, which characterizes it as an extremely severe
BCT, or polytrauma. According to the dominant injury,
CEG-5 can be characterized as a group of extremely severe
neurosurgical profile.

The regularities of the severity distribution of
anatomical injuries within individual CEGs are illustrated
in table 2.

Table 2

Distribution of clinical and epidemiological groups by severity of injuries
(data acquired from doctoral thesis «Thoracoabdominal polytrauma with dominating chest injury» by
Serhii |. Panasenko)

Traditional gradation of the severity of injuries
Clinical and Total
epidemiological group mild moderate severe extremely severe
(cluster)
abs. % abs. % abs. % abs. % abs. %
1 - - - - - - 172 18,4 172 18,4
2 - - 2 0,2 320 34,3 104 11,1 426 45,7
3 - - - - - - 151 16,2 151 16,2
4 - - - - 50 5,4 62 6,6 112 12,0
5 - - - - - - 72 7,7 72 7,7
Total - - 2 0,2 370 39,7 561 60,1 933 100

CEG-1 of the extremely severe thoracic profile
consisted of 172 (18.4 %) cases of extremely severe trauma.
Qualitative characteristics of such a dominant injury were
the presence of: anterior or anterolateral costal valve;
damage to both lungs and pleural cavities; rupture of the
main bronchus; rupture of the aorta or heart, rupture of
the lung, damage to the large vessels of the chest.

CEG-2 of severe thoracic profile included 426
(45.7 %) cases and consisted of 320 (34.3 %) severe, 104
(11.1 %) extremely severe and 2 (0.2 %) moderate injuries.
The qualitative characteristic of the dominant injury was
the presence of: a lung and heart injury; multiple unilateral
rib fractures with lung rupture and pneumothorax;
posterior or posterolateral costal valve; bilateral multiple
rib fractures with damage to one pleural cavity and lung.
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CEG-3 of the extremely severe abdominal profile
consisted exclusively of 151 (16.2 %) extremely severe
injuries and was characterized by the presence of: ruptures
or separations of hollow organs; damage to the diaphragm
with or without damage to other organs; trauma of two or
more abdominal organs; damage to the aorta, inferior vena
cava, hepatic or portal vein.

CEG-4 of severe neurosurgical profile with
predominant severe cranial trauma consisted of
almost equal shares of severe 50 (5.4 %) and extremely
severe 62 (6.6 %) injuries. Accordingly, the qualitative
characteristics of such dominant injuries were variable
and consisted of contusions of the brain of medium
severity with open fractures of the skull, compression
of the brain against the background of non-severe
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contusions, severe contusions of the brain with the upper
parts of the trunk injuries.

CEG-5 of extremely severe neurosurgical profile
was the least numerous — 72 (7.7 %) cases and consisted
exclusively of extremely severe injuries, the qualitative
characteristic of which was the presence of: severe brain

injuries with damage to the upper or lower parts of the
brain stem; crushing of the brain against the background
of severe slaughter.

The leading cause of death in randomized CEGs,
according to the act of forensic medical examination, is
presented in the table 3.

Table 3

Distribution of the leading cause of death in clinical and epidemiological groups
(data acquired from doctoral thesis «Thoracoabdominal polytrauma with dominating chest injury»
by Serhii I. Panasenko)

Clinical and epidemiological group (cluster)
Total
Leading cause of death 1 2 3 4 5
abs | % | abs | % | abs | % | abs | % | abs | % | abs Y%
Visceral combined trauma 28 3,0 20 2,1 46 4.9 - - 2 0,2 96 10,3
Skeletal trauma 18 1,9 | 100 | 10,7 6 0,6 4 0,4 - - 128 13,7
Skeletal and visceral trauma 44 4,7 64 6,9 59 6,3 2 0,2 4 0,4 173 18,5
Chest trauma 38 4,1 48 5,1 14 1,5 - - - - 100 10,7
Abdominal trauma 4 0,4 30 3,2 18 1,9 - - 2 0,2 54 5,8
Limb trauma 4 0,4 10 1,1 - - - - - - 14 1,5
Trauma to the pelvis 2 0,2 24 2,6 2 0,2 - - - - 28 3,0
Spinal trauma - - 12 1,3 - - 4 0,4 6 0,6 22 2,4
Head trauma 34 3,6 | 118 | 12,6 6 0,6 | 102 [ 10,9 | 58 6,2 | 318 | 34,1
Total 172 | 18,4 | 426 | 45,7 | 151 | 16,2 | 112 | 12,0 | 72 7,7 | 933 | 100,0

Note: >-19,157; w — 0,479; p — 0,014.

Analysis of the data represented in table 3 showed
that the distribution of patients by the leading cause
of death in randomized CEGs among patients who
died is weakly consistent, and the revealed patterns are
statistically significant (p<0.05).

In CEG-1 of extremely severe thoracic profile,
the most common cause of death was combined skeletal
and visceral injury — 4.7 %, chest trauma — 4.1 %, head
injuries — 3.6 %, visceral injury — 3.0 %, skeletal trauma —
1.9 %. Other causes of death accounted for less than 1 %
of cases.

In CEG-2 of severe thoracic profile, the most
common cause of death was head injuries — 12.6 %,
skeletal trauma — 10.7 %, combined skeletal and visceral
injuries — 6.9 %, chest trauma — 5.1 %, abdominal
trauma — 3.2 %, pelvic injury — 2.6 %, visceral injury —
2.1 %, spinal injuries — 1.3 %, limb injuries — 1.1 %.

In CEG-3 of extremely severe abdominal profile,
the most common cause of death was abdominal injury —
1.9 %, combined skeletal and visceral trauma — 6.3 %,
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combined visceral injuries — 4.9 %, chest trauma — 1.5 %.
Other causes of death in this CEG accounted for less than
1 % of cases.

The most frequent cause of death in CEG-4 of severe
neurosurgical profile was head injury — 10.9 %, other
causes of death in this CEG accounted for less than 1 %
of cases.

Similarly, in CEG-5 with an extremely severe
neurosurgical profile, head injuries were recognized as the
most frequent cause of death — 6.2 %, and other causes of
death in this CEG accounted for less than 1 % of cases.

According to forensic medical conclusions, 965 cases
of various infectious — 136 (14.1 %) and non-infectious —
829 (85.9 %) complications have been recorded, which
contributed to the fatal outcome (table 4).

Analysis of the data presented in table 4 showed that
the distribution of patients by types of complications that
contributed to the fatal outcome in randomized CEGs
among patients who died is fully consistent, and the
revealed patterns are statistically reliable (p<0,05).
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Table 4

Distribution of complications that contributed to the fatal outcome in clinical and epidemiological groups
(data acquired from doctoral thesis «Thoracoabdominal polytrauma with dominating chest injury» by
Serhii . Panasenko)

Clinical and Nature of complications Total
epidemiological infectious non-infectious
group (cluster) abs. % abs. % abs. %
1 20 2,1 152 15,8 172 17,8
2% 94 9,7 361 37,4 455 47,2
3 22 2,3 132 13,7 154 16,0
4 - - 112 11,6 112 11,6
5 - - 72 7,5 72 7,5
Total 136 14,1 829 85,9 965 100,0

Note!': * —simultaneous infectious and non-infectious complications occurred in 29 patients; ** — simultaneous infectious

and non-infectious complications occurred in 3 patients.
Note?: ¥2-5,000; w — 1,000; p — 0,025.

Infectious complications that contributed to the fatal
outcome were most often diagnosed in CEG-2 of a severe
thoracic profile — 9.7 %, in CEG-3 of an extremely severe
abdominal profile — 2.3 %, and in CEG-1 of an extremely
severe thoracic profile — 2,1 %. In other CEGs, infectious
complications did not have a significant impact on the
resulting fatal outcome.

Infectious complications and their combinations
contributing to the fatal outcome had a significant
variability of manifestations. A total of 248 infectious
complications contributing to the fatal outcome were
recorded: mono- and multi-organ dysfunction and
insufficiency against the background of septic processes —
57 (23.0 %), pneumonia — 49 (19.8 %), peritonitis — 34
(13.7 %), pneumonia with lung abscess — 27 (10.9 %),
meningitis/encephalitis/ ventriculitis — 21 (8.5 %),
hematoma suppuration — 18 (7.3 %), sepsis — 17
(6.9 %), pleurisy — 11 (4.4 %), myocarditis — 5 (2.0 %),
apostematous nephritis — 4 (1.6 %), intestinal obstruction —
3 (1.2 %), eventration — 2 (0.8 %).

Non-infectious complications that contributed to
the fatal outcome had a significant impact on the result
in all CEGs and were most often diagnosed in CEG-2 of
a severe thoracic profile — 37.4 %, CEG-1 of an extremely
severe thoracic profile — 15.8 %, CEG-3 of an extremely
severe abdominal profile — 13.7 %, CEG-4 of a severe
neurosurgical profile — 11.6 %, CEG-5 of an extremely
severe neurosurgical profile — 7.5 %.

Non-infectious complications and their combinations
that contributed to the fatal outcome had a rather wide
range of manifestations. A total of 1,071 non-infectious
complications contributing to the fatal outcome were
recorded: blood loss — 395 (36.9 %), shock — 253 (23.6 %),
cerebral edema — 203 (19.0 %), brain entrapment —
143 (13 .4 %), fat embolism — 23 (2.1 %), pulmonary
embolism — 13 (1.2 %), brain stem damage — 12 (1.1 %),
spinal cord edema — 11 (1.0 %), vein thrombosis of the
lower extremities — 7 (0.7 %), disseminated intravascular
coagulation syndrome — 5 (0.5 %), stress ulcers — 3
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(0.3 %), marantic thrombus — 2 (0.2 %), myocardial
infarction — 1 (0.1 %).

It should be noted that CEG-2 of severe thoracic
profile and CEG-3 of extremely severe abdominal
profile are characterized by the simultaneous presence
of infectious and non-infectious complications that
contribute to a fatal outcome.

DISCUSSION

From an epidemiological point of view, polytrauma
is a severe injury of more than one anatomical
and functional area. From a clinical point of view,
polytrauma has a broader interpretation and is defined
as a severe, combined, and multiple injury leading to
shock. Sometimes polytrauma is determined by the
morphological component of TS, namely, the severity of
injury. The discrepancy between the severity of injuries and
the severity of the patient’s condition is considered a key
clinical feature as a functional component of TS. The
generally accepted opinion in clinical epidemiology is that
the clinical interpretation of the term «polytrauma» makes
it impossible or significantly difficult to work correctly
with trauma banks and trauma registries. Modern Euro-
Atlantic clinical and epidemiological studies are based on
work with trauma banks and trauma registries, while in
Ukraine similar practice is limited to the creation of small
and narrowly profiled clinical and epidemiological arrays.
Similar studies (case-control) with small samples have
a low level of evidence [3,5-7]. In the structure of fatal
cases of BCT, according to morphological criteria, 507
(54.3 %) cases of polytrauma structured into four clinical
and morphological groups were identified.

The key theoretical and methodological premise
of the clinical and epidemiological study was the denial
of any a priori probability of the hierarchical structure of
BCT. The main task of the study was to select those CEGs
that best approximate the internal separation processes
of modern BCT depending on the TS of individual

39



IPOMAACDBLKE 3A0POBI

anatomical and functional areas. To identify the most
important factors affecting this process, a multidimensional
classification of TS data of all cases of BCT was carried out
by clustering. Cluster analysis is a method of classification
analysis, its main purpose is to divide the set of studied
objects and features into homogeneous groups or clusters.
This is a multidimensional statistical method, which
assumes that the set of data being investigated can be
characterized by a significant volume. In that case,
both the number of research objects (observations) and
the characteristics that identify these objects can be
significantly large. Clusters are groups of homogeneity, so
the task of cluster analysis is to divide their set into m (m is
an integer) clusters based on the features of objects so that
each object belongs to only one group. At the same time,
objects belonging to one cluster should be homogeneous
(similar) and objects belonging to different clusters should
be heterogeneous. The application of software clustering
without the participation of the operator (researcher) in
the separation of CEG indicates their randomness and the
subsequent clinical and epidemiological study was carried
out according to the principles of evidence-based medicine
[8,9].

The most subjective factor investigated in the
analysis of fatal cases of BCT is the leading causes of death
determined by forensic medical experts. To date, we do not
have any confirmation that forensic medical experts are
guided in their work by any systems of objectification of TS
in general and by determination of dominant, competing,
and accompanying injuries in particular. Evidence of the
subjectivity of the expert approach is the weak consistency
(w-0.479) of the indicators of the distribution of patients
by the leading cause of death in randomized CEGs.

The most frequent leading cause of death recognized
by forensic medical experts was head injury — 318
(34.1 %). Among other CEGs, as the leading cause of
death, head injury occurred most often in the group of
severe thoracic profile — 118 (12.6 %) and severe skull
trauma profile — 102 (10.9 %) cases, respectively.

Skeletal and visceral injury was recognized by
forensic medical experts as the leading cause of death in
173 (18.5 %) cases, mainly in the groups with extremely
severe thoracic profile — 44 (4.7 %), severe thoracic
profile — 64 (6.9 %), extremely severe abdominal profile —
59 (6.3 %) cases, respectively.

Skeletal injury was recognized as the leading cause
of death in 128 (13.7 %) cases by forensic medical experts,
mainly in the group of severe thoracic profile — 100
(10.7 %) cases, respectively.

Forensic experts recognized chest injury as the
leading cause of death in 100 (10.7 %) cases, exclusively
in the group of extremely severe thoracic profile — 38
(4.1 %), severe thoracic profile —48 (5.1 %), extremely
severe abdominal profile — 14 (1.5 %) cases, respectively.
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Visceral combined trauma was recognized by
forensic medical experts as the leading cause of death in
96 (10.3 %) cases, mainly in the group of extremely severe
thoracic profile — 28 (3.0 %), severe thoracic profile — 20
(2.1 %), extremely severe abdominal profile — 46 (4.9 %)
cases, respectively.

Other leading causes of death accounted for a total of
188 (12.7 %) cases, which were relatively evenly distributed
among all CEGs.

In CEG-1 of an extremely severe thoracic profile,
all forensic causes of death occurred relatively evenly. In
CEG-2 of a severe thoracic profile, the leading causes
of death were head injuries — 118 (12.6 %) and skeletal
injuries — 100 (10.7 %) cases, respectively. In CEG-3 of an
extremely severe abdominal profile, the leading causes of
death were skeletal and visceral — 59 (6.3 %) and visceral
combined injuries — 46 (4.9 %). In CEG-4 of the severe
cranial profile, head injuries were the leading cause of death
more often than others — 102 (10.9 %) cases. In CEG-5 of
an extremely severe cranial profile, head injuries absolutely
dominated as the leading cause of death — 58 (6.2 %) cases.

In general, non-infectious complications occurred
six times more often than infectious ones, mainly in
CEG-2 of a severe thoracic profile — 361 (37.4 %).
Infectious complications that contributed to the fatal
outcome occurred exclusively in the CEGs of the thoracic
and abdominal profile.

CONCLUSIONS

1. Lethal BCT has a clear hierarchical structure
according to the indicators of TS and the presence of
a dominant lesion of the corresponding anatomical and
functional area, which allows to distinguish the CEG
of thoracic, abdominal and neurosurgical clinical and
morphological profiles, among which 54.3 % of cases are
polytrauma.

2. The leading causes of death established at the
expert level in CEG with extremely severe dominant
injuries coincided with the clinical and morphological
profile of the group, which indicates the need to find new
technological approaches to the treatment of extremely
severe injuries to reduce mortality in polytrauma.

3. The leading causes of death established at the
expert level in CEG with severe dominant injuries did
not coincide with the clinical and morphological profile
of the group, which indicates the need to find new
technological approaches to the treatment and prevention
of the development of complications of severe injuries to
reduce mortality in BCT.

Perspectives for future studies. According to the
results obtained in the current study, the need to conduct
a clinical audit of treatment tactics for its suitability to
prevent fatalities in accordance with the established
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leading causes of death in BCT and polytrauma has been
objectified.
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Pestome

AHAJNI3 NETAJIbHOCTI NPU TYNIA NOEAHAHIN TPABMI | NONITPABMI
Cepriii |. Manacenko', Bonogumup B. Heroayiiko?, Hizap P. Kep6ax'

1 — lNonTascbkui fepxasHUin MeouYHUI yHiBepcuTeT, M. MNonTasa, YkpaiHa
2 — BilicbkOBO-MeNYHMIA KNiHiYHWIA LHTP [iBHIYHOIO perioHy, M. Xapkis, YkpaiHa

Beryn. BianosiaHO kaacmdikalliiiHUMX KpUTepiiB KAIHIYHOI eImiAeMiOAOrii, cydacHMiI TpaBMaTWU3M BapToO
PO3TASIAATHU y SIKOCTi TAOGaAbHOI IaHAeMii. BaxkauByuMu daxropamm, 110 BU3HAYAIOTh I'AODAABHY KAIHIKO-
€IliAeMiOAOTIUHY KapTMHY BUCTYIIAIOTh TPAHCIOPTHMUI TpaBMaTM3M Y iHAyCTpiaAi3oBaHMX KpaiHax, HU3bKa
PO3IIOBCIOAXKEHICTh MPO(PiAAKTIYHMX 3aX0AIB BCiX BUAIB TpaBMaTM3My B KpaiHaX, IIIO PO3BMBAIOTHCS, i Tporpe-
CMBHE 30iABIIIEHHS KIABKOCTI 30POMHIX KOHPAIKTIB.

MeTa AocaiaxeHHs. [TpoBecTy TOPiBHAABHMIA KATHIKO-€ITiA€MiOAOTIYHII aHAAI3 A€TAABHOCTI IIPM TYTIil ITO-
€AHaHIIi TpaBMi i IIOAITpaBMi.

Marepiaau Ta MeToAM. I[IpoBeAeHO peTpOCIIEKTMBHE OAHOIIEHTpoBe KoropTHe 10-piuHe KAiHiKO-
eliAeMiOAOTidHe AOCAIAKeHHs 933 AeTaAbHMX KAITHIYHIMX BUIIAAKIB TYIIOI IO€AHAHOI TPaBMI Y BiAAiAeHH] Mo-
AiTpaBMu KniBcbKoi MichKOT KAIHIYHOI AiKapHi HIBUAKOI MeAMYHOI Aoromory. KAiHiuHi AlarHO3M Ta cyAOBO-
MeAMYHi BUCHOBKM TpaHC(OpMOBaHO y KoaM mikaAau Hannover Polytrauma Score. Kainiko-emiaemioaoriaamit
€KCIIepVIMEHT IIOASTaB Y KAacTepisallil MacuMBY AOCAIAKEHH:I 3a MOKa3HMKAMU TSKKOCTI TPaBMIA.
PesyabTaTn. B pesyabTati KAiHiKO-eIiA€MiOAOTIYHOIO eKCIIepMMEHTY 6YAO OTPMMAHO 5 CTiIKIX KAaCTepis,
sIKi MOXKHA XapaKTepu3yBaTH SIK OKpeMi paHAOMi30BaHi KaiHiKo-eniaeMioaoriusi rpymmm. Kainiuamii npodiap
IPYII BU3HA4YaBCsl AOMIHYIOUOIO TPaBMOIO: KaacTep-1 (mocTpaXkaaAi ykpail TSKKOTO TOpakaAbHOTO IIPO(iAI0),
KAacTep-2 (IOCTpaXkAaAi TSXKKOIO TOPAKaABHOTO IIPOPiA0), KaacTep-3 (IIOCTpa’kAaAl yKpaii TSXKKOTo abAoMi-
HaABHOTO IPOdiAlo), KracTep-4 (mocTpaXkaai TSKKOTO HEMpOXipypridHoOro mpodiamo), kaactep-5 (mocrpax-
AQAl yKpail TSIKKOTO HeMpoXipypriYHOro mpodiaro).

BucnoBku. AeTaAbHa TyIla IIO€AHaHa TpaBMa Ma€ YiTKY i€papXidHy CTPYKTYPHICTD 3a IIOKa3HMKAMU TSKKOCTI
TpaBMM Ta HasIBHICTIO AOMIHYIOUOTO YIIIKOAJKEHHS BiAIIOBIAHOI aHAaTOMO-(pyHKIIIOHAABHOI AIASIHKM. Pe3yAb-
TaTV, OTPMMaHi B XOAL IIOTOYHOTO AOCAIASKEHHSI CBIAYATh IIPO HEOOXIAHICTD IIOIIYKy HOBMX TEXHOAOTTUHIX
ITAXOAIB IIIOAO AIKYBaHHS yKpail TSKKIX TpaBM, TaKOX AlKyBaHHs Ta IONEPEAKeHHS PO3BUTKY YCKAAAHEHb
TSDKKVX TPaBM AAS 3HIDKEHHSI A€TaABHOCTI IIPY ITOAITpaBMi.

Kntouoei cnosea: AeTaapHiCTh, IO€AHaHa TpaBMa, IIOAiTpaBMa, KAiHiYHa emiaeMioaoris, KaacTepHMIt
aHaAi3
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