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Abstract. Perineural catheters (PCs) provide prolonged effect of the peripheral nerve block, and through a percutaneously
placed catheter, whose top is near the nerve or nerve plaxus, local anesthetic is titrated to the desired effect. Catheter placement
is performed under the control of ultrasound and / or neurostimulator. After placement, tunneling is carried out to ensure the
adequate position of the catheter. PCs can be placed on the upper extremities (an extended block of the brachial plexus using
an interscalene, supra/infra-clavicular or axillary nerve approach), lower extremities (prolonged lumbosacral plexus block,
femoral, ischiadic or popliteal block) and other perineural blocks (thoracic, ilioinguinal, paravertebral, tap etc.) PCs have
an increasing implementation on pediatric patients with aim to provide intraoperative anesthesia, postoperative analgesia
and chronic pain therapy. Numerous studies on pediatric patients have shown that perineural catheters improve control
of postoperative pain and lead to reduced use of opioids, thereby reducing the risk of side effects. The most common use of PCs
is in orthopedic surgeries, where they significantly requlate postoperative pain and allow early use of physical therapy, better
post-operative recovery, and reduce time of hospitalization. With adequate training of parents, they can be used at home. Due
to the small number of contraindications (allergic reaction to local anesthetics, infection on the site of placement, patient refusal),
and improvements in clinical, economic and humanistic approach, PCs have an increasingly important application. PCs improve
the control of post-operative pain, reduce the use of analgesics and opioids, reduce post-operative complications nausea and
vomiting, reduce time spend in hospital, require less treatment costs and improve the satisfaction of children and their parents.
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Perineural catheters (PCs) provide prolonged effect of the
peripheral nerve block through a percutaneously placed cath-
eter, whose tip is near the nerve or nerve plexus. A local anes-
thetic is titrated to the desired effect through the catheter (1).

PCs are used increasingly in pediatric patients in order
to provide intraoperative and postoperative analgesia and
as chronic pain therapy. Their widest application is in ortho-
pedic, plastic and vascular surgery as well as in the treatment
of pain in haemathological and oncology patients (2).

A large number of surgical interventions can be done un-
der conditions of analgosedation. Analgesia can be provided
by applying the appropriate regional anesthesia technique.
In children, regional anesthesia is mostly used under condi-
tions of general anesthesia.

Absolute contraindications for placement of PCs are: al-
lergy to local anesthetic and infection at the site of planned
puncture. Relative contraindications are sepsis, prolonged
PT and PTT, heart failure, respiratory pathology, neurological
diseases and patient refusal. Due to the small number of con-

traindications and improvements in the clinical, economic and
humanistic approach, PCs are used more often nowadays (3).

Catheter placement is performed under the supervision
of ultrasound (US) and/or nerve stimulator (NS). NS causes
muscular contractions of the corresponding muscle group
and in this way we can confirm the correct position of the
needle and identify the required nerve structures. The
US works by transmitting ultrasonic waves that are reflected
from the obstacle and according to the time required to re-
turn the wave, the distance and shape of the structure are
determined. Placement of PCs under the control of ultra-
sound is becoming more and more frequent and has an in-
creasingly wider use nowadays (4, 5). Advantages of using
US are reflected in the fact that it is possible to monitor the
path of anatomical structures to achieve a safe orientation.
The latest US devices allow visualization of the needle itself
and in that way they ensure the best position of the nee-
dle in relation to the anatomical structures, reduce the risk
of nerve injury and surrounding structures and allow visual-
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isation of intravenous injection of local anesthetics. US en-
ables monitoring of the distribution of local anesthetics and
in that way optimizes the amount of local anesthetics which
reduces the risk of toxic reactions. This fact is especially use-
ful in countries where opioid use is very limited, since PCs
are then used as the only analgesic technique (6).

So far, the largest study on the safety of PCs use in children
has been published in 2015. The observational study used a re-
gional database of over 2000 set up PCs in children. The data
demonstrated a low degree of complication, which is correlated
with the percentage of complications in the adult population (7).

The most common complication is infection: local inflam-
mation at the site of catheter placement (redness, swelling
or pain) and abscess at the catheter insertion site. Studies have
shown that PCs infections are a rare occurrence and that the
incidence is in correlation with the time that has passed since
the catheter is placed (7, 8, 9). It is considered that the PCs
should be removed 3 days after the placement which reduc-
es complications to a minimum (7), except in cases where the
benefits to the patient overcomes the clinical risk of infection.

After adequate positioning of the patient and determina-
tion of anatomical structures with the NS and/or US, the skin
shoud be desinfected and after the needle placement the cath-
eter is pulled through the needle through its tip. The needle
must be slowly pulled, then the catheter is fixed, the bacteri-
al filter is placed and after the aspiration the test dose of the
local anesthetic is given. After placement, tunneling is being
carried out to ensure the adequate position of the catheter.

PCs can be placed on the upper extremities (an extended block
of the brachial plexus using an interscalene, supra/infra-clavicular
or axillary nerve approach), lower extremities (prolonged lumbo-
sacral plexus block, femoral, ischiadic or popliteal block) and other
perineural blocks (thoracic, ilioinguinal, paravertebral, tap etc.)

Continuous perineural blocks of the upper extremities

When PCs are placed in the upper extremities, the most
commonly used approach is axillary, then interscaline, su-
praclavicular and rarely infraclavicular approach (10).

In the case of interscalene approach, the patient’s hand
is in the supination position with a head turned at angle of 45
degrees in the contralateral side. Indications are operations
of the shoulder, clavicle, upper arm, reposition of the shoul-
der joint luxation and pain therapy for the this regions. The
NS puncture site is in the interscalene space, which corre-
sponds to the level of C6 vertebra and cricoid cartilage respec-
tively (11). The US scanning of the neck with a linear sound
begins at the level of cricoid cartilage. Lateral of the carotid ar-
tery is the intern jugular vein. Laterally from the vein is muscle
scalenus anterior. Visualization of the nerve roots or truncus
is in the transverse axis, so the nerves can be seen in the inter-
scalene space as a hypoehogenic, circular or oval formations
placed between the front and the middle of scalenus muscle.

In the supraclavicular approach, arm of the patient is posi-
tioned in the supination position with a head turned at the an-
gle of 45 degrees in the contralateral side. Indications are sur-
gery of the upper arm, forearm, hand and pain therapy in these
regions. The NS puncture point is placed posteriorly and later-
ally from the place corresponding to the middle of the clavicle,
where the pulsations of the subclavian artery can be palpated.
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The US device is placed in the fossa supraclavicularis and
the region is scanned with the linear probe medially towards
laterally (12). The subclavian artery and plexus brachialis lie
on the first rib in a common neurovascular layer, with the
plexus brachialis placed posteriorly and laterally to the sub-
clavian artery. Its structure looks like a cluster. Subclavian
vein and muscle scalenus anterior are placed medially from
the subclavian artery. Pleura is located very close to the bra-
chial plexus. Complications of PCs placement can be punc-
tion of the subclavian artery, pneumothorax, stellate gangli-
on block, phrenic nerve block and haemathoma.

Indications for the infra-clavicular approach are analge-
sia from the shoulder to the hand and pain therapy for this
regions which includes nerve musculocutaneus. NS puncture
point is in the middle of the clavicle and the axillary artery
but this approach is rarely used in children.

The axillary approach aims to block the terminal branch-
es of the plexus brachialis, which implies median, ulnar,radi-
al and musculocutaneous nerve which often remains unaf-
fected by this approach. The nerves are placed just beside
the axillar artery and surrounded by muscle biceps brachii,
coracobrachialis and triceps brachii. Indications for this ap-
proach is surgery of the forearm and hand as well as pain
therapy in this region. The patient’s position is in supination
with abduction of arm at an angle of 90 degrees. The NS ori-
entation point is axillary artery in the most medial and the
highest point. With the US approach, we scan the axillar re-
gion and identify the axillar artery. It is necessary to perform
a slight pressure with the ultrasound probe in order to de-
liberate compression of axillary veins and prevent acciden-
tal intravascular injection of the local anaesthetic (13). The
nerves look like honeycomb due to the mixed composition
of this region, the hypoehogenic (nerve layers) and hypere-
hogenic (connective tissue) round and oval structures.

Continuous perineural blocks of the lower extremities

The nerve structures of the plexus lumbalis pass in front of the
hip joint and innervate most of the front side of the thigh. The
most common approach for the plexus lumbalis block is Winnies
approach, when the patient is lying on the side, the affected leg
placed up, with the flexion of legs in the hip and knees.

The place of puncture is the cut point of two lines, inter-
cristal line and the line parallel to the spinous processions
which passes through the spina iliaca superior posterior. The
needle should be directed slightly medially. The expected mo-
tor response to nerve stimulation is contraction of the quad-
riceps muscle. Indications for this approach are hip, femur
and knee surgery and pain therapy in these regions. Compli-
cations are rare but dangerous: direct trauma of the nerves,
intraneural and intravascular injection of local anesthetics,
retroperitoneal hematoma, kidney injury, abscess formation
in the muscle, epidural/spinal expansion. Femoral nerve is the
largest terminal branch of the lumbar plexus which enters the
thigh beneath the inguinal ligament, laterally from the artery
femoralis, deep to the fascia iliaca and superficially in relation
to the iliopsoas muscle. Anterior approach in blocking the
femoral nerve is performed in the inguinal region and it is suit-
able for femur and knee surgery. The patient’s position is in
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supination, with a leg in a neutral position. The NS punction
point is caudal from the point of intersextion of the lateral and
middle third of the inguinal ligament. During needle puncture,
two pops should be felt when passing the needle through a
fascia lata and fascia iliacca. The aim is to achieve a contrac-
tion of quadriceps muscle which is seen as dancing patella
phenomenon. With the US approach, the first necessary thing
is to identify femoral artery. Femoral nerve is seen as a trian-
gular-shaped hyperehogenic structure, lateral from the femo-
ral artery and above iliopsoas muscle. Hyperehogenic line that
represents the fascia iliaca can also be seen. Needle access
can be in plane or out of plane. By injection of a small volume
of local anesthetics, the expansion of hypoechogenic fluid that
surrounds the femoral nerve can be seen (14).

Plexus sacralis is build from the front branches of the L4,
L5, S1-54 spinal nerves. It provides motor and sensory inver-
vation of the back of the thigh, the largest part of the lower leg,
foot and part of the pelvis. It is part of the plexus lumbosacralis.

Continuous blockage of ischiatic nerve can be performed
by a posterior approach (Labat) when the patient’s position is on
the side with a leg that is blocked bent in the knee at the angle
of 90 degrees and the hip bent at 40 degrees. The orientation
points are spina iliaca posterior superior, trochanter major and
hiatus sacralis. Puncture point is located at the cross-section
of two virtual lines at the angle of 90 degrees. The first orienta-
tion line is between the large trochanter and spina iliaca superi-
or posterior and the second one is between the large trochanter
and the sacral hiatus. The expected answer to nerve stimulation
is flexion and extension of the feet and toes of the foot.

Ischiatic nerve is divided into common peroneal nerve
and tibialis nerve at the top of the popliteal fossa. In posteri-
or approach, the patient’s position is with a slightly flexed leg
so that we can palpate the top of the popliteal fossa. US in
many ways makes it easier to find anatomical structures and
visualize them clearly. It is necessary to identify the femur
and then the popliteal artery as a pulsating structure locat-
ed superficially in relation to the femur. The popliteal vein
can sometimes be challenging to identify because it is very
easily collapsed when pressed with the ultrasound probe.
The hyperehogenic structure of the ischiadic nerve is always
localized laterally from the popliteal artery. What we need
to achieve is to scan the path of the ischiatic nerve and lo-
cate the site of branching to tibial and peroneal nerves (15).

Numerous studies in pediatric patients have shown that
PCs improve postoperative pain control and lead to reduced
use of opioids, thereby reduce the risk of opioids side effects
(16, 17). The most common use of the PCs is in major ortho-
pedic surgery because it significantly reduces postoperative
pain,enables early physical treatment, better postoperative
recovery and shortens hospitalization (18).

With adequate training of parents PCs can be used at home.
The use of home catheters has become a common practice
in adult patients after major orthopedic surgery (19). Use
in pediatric patients proved to be an effective tool in provid-
ing postoperative analgesia, with the low level of nausea and
vomiting and without serious complications (20, 21). Although
regional anesthesia is very effective in providing postoperative
analgesia, a single bolus provides only 8—12 hours of analge-

sia. Large orthopedic procedures can lead to acute postoper-
ative pain for 2—3 days, in which case the use of PCs is very
useful for providing longer postoperative analgesia (22).

Use of PCs improves the control of postoperative pain,
reduces the use of analgetics and opioids, postoperative nau-
sea and vomiting, time spent in the hospital as well as costs
and improves the satisfaction of children and their parents.

References

1. Ifeld B. M. Continuous peripheral nerve blocks: a review of the pub-
lished evidence // Anesth Analg. — 2011. — 113. —P. 904-25.

2. Doralina L. Anghelescu. Risk of catheter-associated infection in young
hematology/oncology patients receiving long-term peripheral nerve
blocks / Doralina L. Anghelescu, Brittney L. Harris // Paediatr Anaesth.
—-2012.-22(11).

3. Visoiu M. The effectiveness of ambulatory continuous peripheral nerve
blocks for postoperative pain management in children and adolescents
/ Visoiu M., Joy L. N., Gudziak J. S., Chelly J. E. // Pediatr Anesth. — 2014.
—24(11).-P. 1141-1148.

4. Guerci P. Inadvertent peripheral nerve catheter shearing occurring
during ultrasound guidance / Guerci P., Novy E., Guibert ]., Vial F. //
Ann Fr Anesth Reanim. — 2013 May. — 32 (5). — P. 364-7.

5. Schnabel A. Ultrasound compared with nerve stimulation guidance
for peripheral nerve catheter placement: a meta-analysis of random-
ized controlled trial / Schnabel A., Meyer-FrieRem C. H., Zahn P. K,,
Pogatzki-Zahn E. M. // Br ] Anaesth. — 2013 Oct. — 111 (4).

6. Edward R. Mariano. Feasibility of ultrasound-guided peripheral nerve block
catheters for pain control on pediatric medical missions in developing coun-
tries / Edward R. Mariano, Brian M. IIfeld. // Paediatr Anaesth. — 2008. — 18
(7). — P.598-601.

7. Walker B. ]. Peripheal nerve catheters in children: an analysis of safe-
ty and practice patterns from the pediatric regional anesthesia network
(PRAN) / Walker B. J., Long J. B. // British Journal of Anaesthesia. —
2015. - P.457-62.

8.  Girish Joshi. Peripheral nerve blocks in the management of postopera-
tive pain: challenges and opportunities / Girish Joshi, Kishor Gandhi //
Journal of Clinical Anesthesia. — 2016. — 35. — P. 524-52.

9. Gurnaney H. Ambulatory continuous peripheral nerve blocks in chil-
dren and adolescents: a longitudinal 8-year single center study / Gur-
naney H., Kraemer F. W., Maxwell L. // Anesth Analg. — 2014. — 118. —
P.621-7.

10. Ahsan Z. S. Incidence of failure of continuous peripheral nerve cath-
eters for postoperative analgesia in upper extremity surgery / Ah-
san Z. S., Carvalho B., Yao J. // Hand Surg Am. — 2014 Feb. — 39 (2).

11.  Gologorsky Jr. Contalatheral anesthesia folowing intrascalene block /
Gologorsky Jr. // Anestn Analg. — 1992. — 75. — P. 311-312.

12.  Siegenthaler A. Ultrasound-guided suprascapular nerve block, description
of a novel supraclavicularapproach / Siegenthaler A., Moriggl B., Mlekusch
S., Schliessbach J., Haug M. // Reg Anesth Pain Med. — 2012 May-Jun. — 37
(3).—P.325-8.

13. Nowakowski P. Ultrasound guided axillary brachial plexus plexus block.
Part 1 — basic sonoanatomy / Nowakowski P., Bieryto A. // Anaesthesi-
ol Intensive Ther. — 2015. — 47 (4). — P. 409-16.

14. Benthien J. P. Efficacy of continuous catheter analgesia of the sciat-
ic nerve after total knee arthroplasty // Benthien J. P., Huebner D. //
Swiss Med Wkly. — 2015 Feb. — 19. — P. 145.

15.  Creech C. Techniques of popliteal nerve regional anesthesia / Creech
C.,MeyrA.]. //] Foot Ankle Surg. — 2013 Sep-Oct. — 52 (5). - P. 681-5.

16.  Neuburger M. Inflammation and infection complication 2285 perineu-
ral catheters: a prospective study / Neuburger M., Bittner J., Blumen-
thal S. // Acta Anaesthesiol Scand. — 2007 Jan. — 51 (1). — P. 108—14.

17. Neuburger M. Complications and adverse events in continuous peripheral
regional anesthesia Results of investigations on 3,491 catheters / Neuburger
M., Breitbarth J., Reisig F. // Anaesthesist. — 2006 Jan. — 55 (1). — P. 33—-40.

18. Ilfeld B. M. Continuous regional analgesiafollowing ambulatory pediat-
ric orthopedic surgery / llfeld B. M., Smith D. W., Enneking F. K. // Am ]
Orthop. — 2004. — P. 33. — P. 405-408.

MeduyuHa 6orio (Pail



10 Mpo6nemHa ctatTta / Problem article

20.

21.

5

Gable A. Home peripheral nerve catheters: the first 24 months of expe- naney H., Kraemer W., Maxwell L.et al. // Anesth Analg. — 2014. —
rience at a children’s hospital / Gable A., Burrier C., Stevens J., Wrona S. 118 (3). — P. 621-627.

//) Pain Res. — 2016 Nov. — 18 (9). — P. 1067-1072. 22. Bhalla T. A proactive risk assessment by utilizing healthcare failure
Ganesh A. Continuous peripheral nerve blockadefor inpatient and mode and effect analysis (HFMEA) for safe implementation of periph-
outpatient postoperative analgesia in children / Ganesh A., Rose J. B., eral nerve catheters in pediatric patients / Bhalla T., Dairo O. O., Mar-
Wells L. et al. // Anesth Analg. — 2007. — 105 (5). — P. 1234-1242. tin D. P. et al. // Anaesth Pain Intensive Care. — 2014. —18. — P. 21-24.

Gurnaney H. Ambulatory continuous peripheral nerve blocks in chil-
dren andadolescents: a longitudinal 8-year single center study / Gur-

BPIKOpHCTaHHﬂ NepruHEeBPAJIbHUX KaTeTepiB Y AUTAYO0ro HaCeJIeHHA

Cimiy 1.7, Cimiu /1."-%, Cmankosuu 3.7, [Tempos 1.1, Cmesuy M."-?, [lyuuy. C."?

! lumgua nikapus, benepao, Cepbis
2Meduunuti ¢pakysmem, Benepadcukutl yrisepcumem, Cepbis

Pestome. [Tepunespanvhi kamemepu (T1K) 3abeaneuyroms nponotzosanicmp Oii nepugeputHux Hepeosux 610Kad md, 3a60SKU NEPKYMAaHm-
HOMY po3MiljeHHIO Kamemepa, KiHeyb K020 pO3Maulosyemscs Nopy4 3 HEPBOM AB0 HEPBOBUM CNIIEMEHHSM, MUMPYBAHHS MICUEB020 aHe-
cmemuky 30ilicHoEMbCs 00 docszHeHHs 6ancanoeo egekmy. [Tocmanoska Kamemepa 8UKOHYEMbCS Ni0 KOHMPOEM YbmpaseyKy ma,/ato
Hetipocmumynamopa. [Ticnis poamiwetts npogioHux 8ugodsmy 01 mozo, Wob ynegHumucs y npagunsHocmi noauuii kamemepa. ITIK moxc-
Ha 8CIMAHO8/1108aMU HA 6EPXHIX KIHYIBKAX (NPOBIOHUKOBA aHeCMe3is N1e408020 CnJleMeHHsl, BUKOPUCMOBYI0HU docmynu yepes niononam-
K08ULl, HAO- | NIOKMIOHUYHI MA AKCUNAPHI HEPBU ), HUNCHIX KIHYiBKax (n0008xiceHi G10Kada nonepeko8o-Kpuico802o CniiemeHHs, CmezHo8d,
CiOHu4Ha ma niokoniHHa 610Kada) ma npu iHWUX NepuHespanbHUX 610Kax (2pyoHull, knybo8o-naxeuHHull, napasepmedpanbuti, 610K
Hepsie nepedHboi HepesHoi cmitKu (tap-6110k) mowjo). 3pocmae gukopucmanns I1K ceped nediampuynux nayieHmie 3 Memoro 30itiCHEHHS
iHmpaonepayitinoi anecmesii, nicnsonepayitiHoi ananzesii ma 015 iKY8AHHS XPOHIHO20 6onto. YucneHHi cnocmepexcents 3a nediampuy-
HUMU NAYieHMamu noKasau, Wo 8UKOPUCMAHHS NEPUHEBPAIbHUX Kamemepie nidguLye KOHMPOIb nica0nepayitinozo 600 ma cKopouye
BUKOPUCMAHHSA 0Ni0i0i8, MUM CaMUM 3MEHWYI0HU pU3uK nobiunux egpekmis. Haiacmiwe I1K gukopucmogyroms nio 4ac opmoneoutHux
XipypeidHuX 8mpyaaHs, OCKIIbKU B0HU 3HAYHO PE2YJI0Iomb BUHUKHEHHS 0010 Y nicigonepayiiiHomy nepiodi ma 003801510mb PAHHE BUKO-
pucmarHs ¢piziomepanii, nokpawytoms nicasaonepayitine 6i0H06JIEHHSA Ma 3MeHWY0mMy mpusaiicme 2ocnimanisayii. [licns npasunbHo2o
HAB4aHHA 6aMbKie Kamemepu MOXCHA BUKOPUCMO8Y8amuU amOynamopHo. Y 38’I3KY 3 HE3HAHHOIO KiNbKICIO NPOMUNoKasats (anepailina
peaxyis Ha micyesi anecmemuku, iHeKyiliHi nposeu HA CMOPOHI 6CMAHOBIEHHA Kamemepa, 8i0M08a nayieHma) i NOKpaweHHIM KiHi4-
HO20, EKOHOMIHHO20 Ma CoYianbHo20 nioxooy, eanciusicmy eukopucmants 1K 3pocmae. K nidsuwyroms KoHmposs nicisonepayitinozo
007110, 0OMENCYHOMb BUKOPUCINAHHS AHATI2EMUKI8 Ma 0nioiois, 3HUNCYIOMb NICNIA0NEPAyiLiHi YCKNAOHEHHS, MAKi K Hyooma i GJI8aHHS,
CKOpOuYIOMb Hac nepedyeanHts Y JikapHi, 3abesnedytons deweswe TiKYeaHHs ma 3011bwyoms 3a0080eHicmb 0imell ma ixHix 6amoKie.
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Pestome. [lepuriespanvhvie kamemepul (TTK) obecnetusaiom nponoH2upo8anHbli dgekm nepugeputeckoli HepsHol 610Kadb! u, 6:1a200aps
NepKYMAaHHOMY Pa3MeWweHUI0 Kamemepa, KOHYUK KOmopo2o pacnoadeaemcs 601u3u K HEPY UL HEPBHOMY CNJICMEHUI0, MECHbIE aHE-
cmemuKu mumpupyrom K 00CIMUINCEHUIO Hceaemozo apgpexma. Pasmewjerue kamemepa npou3sooumcs nod KOHmMponem Yabmpassyka u,/
unu Hedipocmummynsmopa. Ilocne nocmaHosKu, NPOBOOHUK 8bIHUMAEMCS 01 MO2o, 4mobs! Yoeoumcs 8 NpaguIbHOCMU NO3UYUU Kame-
mepa. [1K MoxcHO ycmaHaenueamv Ha 8ePXHUE KOHEYHOCMU (PACUpeHHas 610Kkada naeweso20 cnaemeHus, Ucnob3ys 00 0NamosHbIL,
HAO0- U NOOKIHOHUHHbIE UL AKCUJUISPHYbIE HEPBHbIE 00CMYNb ), HUMCHUE KOHEYHOCMU (NPOIOH2UPO8aHHAs O10KA0a NonepeyHO-KPeCMy08020
cniemeHus, 6eOpeHHbitl, 5200utHbI U NOOKOJIEHHDIU OJI0K) U npu Opyeux NepuHespaIbHbIx OI0KAx (2pyOHoL, N003600WHO-NAX08bIL, Napa-
8epmebpanbHbiti, 010Kk HEPBOB nepedHeti OpiowiHoll cmerku u m 0.). [IK éce 6obie ucnow3yiom y neduampuieckux nayueHmos ¢ Yeablo
obecnedums UHMPAONEPAMUBHYHO GHECME3UIO, NOCIMONEPAMUBHYIO AHAIZE3UI0 U MEPANLUI0 XPOHUHeCKol 6onu. MHoxcecmeerHble Habo-
OeHus 3a heduampu4eckuMu nayueHmamu nokasanu, 4mo [K yayuwarom KoHmposs 601U 8 nocaeonepayuoHHOM nepuode u 0becnedusaiom
CHUOICEHUE UCNOJIb30BAHUS ONUOUO08, MeM CaMbIM YMEHbWIAS PUCK nobo4HbIX dpgekmos. Bonee wacmo 1K ucnomwayiomes npu opmone-
OUHeCKUX Onepayusx, Max KaK OHU 3HAHUMETbHO Pe2yiupyrom nocaeonepayuoHHyto 601b U NO360JISH0M UCNOIb308aMmb GUUOMEPANUO,
obecnequsarom JyHiuee 60CCMAHOBIEHUE NOC/E XUPYP2UHECKUX BMEWameibeme U cokpawjarom gpems eocnumanuaayuu. [Ipu adexsamom
obyHeHuu pooumeneli Kamemepbl MONCHO UCNOIb308AMb AMOYIAMOPHO. B ¢653U ¢ MAbLIM KONUHECMBOM NPOMU8oNoKa3aHull (ariepaute-
CKasl peakyus Ha MecmHbvle aHecmemuKu, UHPEKYUOHHOE NOpAajNceHue Ha CMOPOHe NOCMAHOBKU Kamemepa, 0mKa3 Nayuenma,) u yay4uweHuem
KJIUHUYECK020, 3KOHOMUHECKO20 U 2YMAHHO20 n00x00a, [TK nosviwiarom KoHmMpob nocneonepayuoHHo 601U, YMeHbUArom Ucnonb308aHUe
0nuoud08 U aHAIb2eMUKO8, YMEHLUIAIOM KOUHECMB0 NOCIEONEPAYUOHHbIX OCTIOMCHERUL, MAKUX KaK MOWHOMA U peoma, COKpaw,arom epe-
M1 npebbl8anus 8 60JbHULE, MPEOYIoM MEHbWE20 KOMUHECMBa CpedCme HA JIeHeHUE, N08bILIAIOM YyoosiemeopeHue 0emeli u ux pooumenel.
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