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Minimaly invasive and pathogenetically based methods are currently prevalent in phlebology, as they are in other
fields of surgery. CHIVA (Cure conservatrice et hemodynamiy que de l'insuffisance veineuse en ambulatoire) hemo-
dynamic surgery is one of these popular minimally invasive surgical procedures. The execution technique relies
on the findings of a duplex ultrasound scan that is used to analyse the hemodynamics of the superficial venous
network. The CHIVA strategy aims to preserve the venous material while also restoring normal distal venous pres-
sure and venous function. However, this technique has a number of disadvantages, including the possibility of vein
recanalisation and relapses, as well as the fact that the immediate cosmetic outcome is not always satisfactory.

OBJECTIVE — to compare the outcomes of lower extremity varicose vein treatment based on the employed
method: the CHIVA method executed via open surgery versus the CHIVA method combined with other mini-
mally invasive methods (sclerotherapy, endovenous laser coagulation (EVLQC)).

MATERIALS AND METHODS. A randomised prospective study was conducted on 52 patients with varicose veins of
the lower extremities categorised as C1-C3 according to the CEAR classification. The patients were divided into
2 groups of 26 patients each, with one group undergoing the CHIVA procedure using the classic open technique,
and the other group receiving a combination of CHIVA with EVLC and sclerotherapy. To evaluate the results, we
used Hobb’s criteria, measured the diameter of the great saphenous vein via ultrasound, analysed alterations in
the Venous Clinical Severity Scoring (VCSS) , studied data from the Chronic Venous Insufficiency Quality of Life
Questionnaire (CIVIQ 20), and determined the incidence of relapses.

REsuLrs. After CHIVA and CHIVA+EVLC+ sclerotherapy, the normalisation of hemodynamics and interruption
of the venous shunt led to a substantial reduction in the diameter of the great saphenous vein within 6 months
after the operation (p<0.01). Both groups had an improvement in VCSS 6 months after surgery. No statistical
difference was observed between the treatment groups. All methods had a positive impact on the quality of life
of patients, as shown by the CIVIQ 20 questionnaire. Of the 52 operated patients, there were 4 relapses (7.7 %).
No relapses were noted in the group receiving CHIVA with EVLC and sclerotherapy (p=0.039). As evaluated by
Hobb’s criteria, patients exhibited greater satisfaction with the outcomes of hemodynamic surgery combined
with EVLC and sclerotherapy due to its better and faster aesthetic outcomes (p=0.012 and 0.05).

ConcLusions. All 52 patients exhibited favourable treatment outcomes, demonstrating a reduction in CVI symp-
toms during a comprehensive clinical assessment using ultrasound within 6 months and 1 year. The combina-
tion of CHIVA with EVLC and sclerotherapy showed distinct advantages in the treatment of varicose veins, yield-
ing the most favourable cosmetic outcomes according to Hobb’s criteria and achieving a reccurence rate of 0 %.
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Varicose veins in the lower extremities are a com- 29 % among women, depending on the age, sex, and
mon manifestation of chronic venous insufficiency ethnicity of the study population, survey methods,
(CVI). The worldwide prevalence of varicose veins and how the disease is defined and measured [11,
ranges from 5 % to 15 % among men and from 3 % to  20]. The spectrum of clinical manifestations of CVI
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is huge, ranging from asymptomatic varicose veins
and pigmentation to ulcers and scars. To identify,
diagnose and treat CVI, it is necessary to under-
stand the full spectrum of clinical manifestations,
etiology and pathogenesis of the disease, as well as
diagnostic methods [20]. Among diagnostic meth-
ods, the universally accepted gold standard is ultra-
sound with Doppler mapping [3, 6].

Minimally invasive techniques are prevalent not
only in phlebology but in all areas of surgery. Cur-
rently, the method proposed by C. Franceschi in
1988 can claim the role of a less traumatic approach
[5, 6]. The literature refers to the ambulatory con-
servative treatment of hemodynamic venous disor-
ders (Cure conservatrice et hémodynamiy que de
I'insuffisance veineuse en ambulatoire) as CHIVA.
Unlike other operative methods of treating varicose
veins, which are performed in accordance with an
established protocol, the hemodynamic approach
involves assessing individual venous hemodynamic
characteristics using an ultrasound Doppler scan [3,
5]. Due to the complexity of such a personalised as-
sessment, this technique is not very popular in our
country. According to the literature, it is most of-
ten used in Italy and Spain, but recent publications
show that this method is now being actively used
in other countries throughout the world [2, 15, 21].

The CHIVA method is based on the concept of
venous shunts, which are veins that divert venous
blood from its normal flow, most often during mus-
cle relaxation. The significance of the shunt is de-
termined by the deflected flow, the starting point
and the end point of the deflection [5]. The starting
point is called the escape point and /or reflux point,
while the endpoint is called the re-entry point (usu-
ally the re-entry perforator). There are several clas-
sifications of shunts. The most common is a type
1 shunt, which has an insufficient saphenofemoral
junction as an escape point and a re-entrant perfora-
tor on the trunk of the great saphenous vein as the
endpoint [10, 16].

The CHIVA strategy is conservative not only be-
cause it preserves venous material, which may be re-
quired for further arterial shunting, but also because
it prevents the hemodynamic disorders associated
with subcutaneous vein destruction [14]. Violation
of the normal outflow of venous blood through su-
perficial veins causes tissue damage, recurrence of
varicose veins as a result of induced neoangiogene-
sis, and the formation of reticular varicose veins and
telangiectasias in the areas of vein removal. This ap-
proach is hemodynamic because it restores normal
distal venous pressure and venous function [2, 10].
Values are assigned to the adequate outflow of ve-
nous blood into the deep network. For this reason,
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limited venous interruptions are better than exten-
sive ones, even if the immediate aesthetic outcomes
are less satisfactory [19]. In fact, aesthetic outcomes
improve over time, long-term outcomes are signifi-
cantly better, and recurrences are far less common
with fewer surgical interventions. However, any
removal or occlusion of non-draining or redundant
veins is not inconsistent with the CHIVA strategy
4, 13, 18].

Fragmentation of the venous pressure column
and disconnection of venovenous shunts are usually
performed by open surgery, but sclerotherapy (ST),
endovenous laser coagulation (EVLC), or radiofre-
quency ablation may also be used. Only a few studies
have compared the CHIVA method to other surgi-
cal approaches, mainly stripping [17]. Furthermore,
there is insufficient research on the use of CHIVA
principles in combination with other minimally in-
vasive interventions and hardware techniques for
varicose vein treatment [8, 12].

OBJECTIVE — to compare the outcomes of lower
extremity varicose vein treatment based on the em-
ployed method: the CHIVA method executed via
open surgery versus the CHIVA method combined
with other minimally invasive methods (sclerother-
apy, endovenous laser coagulation (EVLC)).

Materials and methods

A prospective randomised controlled study includ-
ed 52 patients. The majority of these patients were
women — 38 (73.1%).

The inclusion criteria:

1) the presence of varicose veins (C1-C3 class of
varicose veins according to the CEAP classification);

2) age range: 18 to 65 years;

3) failure of the sapheno-femoral junction;

4) without previous surgical treatment in history;

5) patients with a capable deep venous system;

6) the patient’s consent to participate in the study.

Exclusion criteria:

1) varicose vein complications (trophic ulcers,
thrombophlebitis or phlebothrombosis, post-
thrombophlebitic syndrome);

2) patients who previously underwent radical
operations for varicose veins;

3) patients with severe concomitant pathology
that may affect treatment course and outcome (dia-
betes, autoimmune diseases, oncological diseases, se-
vere kidney, liver, heart system, and lung diseases);

4) patient refusal, lack of compliance regarding
the use of compression therapy and its duration.

In addition to general clinical examinations,
all patients underwent a duplex ultrasound scan
(USDS) of the veins of the lower extremities in
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the supine and standing positions, using the Paran
and Valsalva tests, with detailed mapping of the
hemodynamics of the lower extremities [3]. When
conducting a detailed ultrasound, insufficiency of
the saphenous-femoral junction and the re-entrant
perforator on the trunk of the great saphenous vein
was revealed in all patients. According to CHIVA
terminology, patients had a type 1 shunt.

The study was conducted in accordance with the
principles of the Declaration of Helsinki and the
recommendations of the International Council for
the Harmonisation of Good Clinical Practice.

The treatment method was chosen by randomis-
ing all patients into two groups of 26 patients each.
The first group of patients was treated according to
CHIVA's standard principles. These patients under-
went an incision 3 cm below the inguinal fold and
ligation of the sapheno-femoral junction, which
served as the so-called «escape point». Drainage
flow took place in the re-entry perforator on the
great saphenous vein. Miniphlebectomy was used
to remove varicose veins and nodes with no obvious
anastomosis of discharge.

The second group included 26 patients whose
hemodynamic picture was comparable to the first
group. The CHIVA technique was used in combi-
nation with EVLC and sclerotherapy. This method
involved an incision of up to 1.5 c¢cm long at the
saphenous-femoral junction, coagulation using
EVLC of the proximal 7—10 cm of the great saphe-
nous vein below the junction, and the injections of
a foam sclerosant (1 % Ethoxysclerol) into venous
branches of the 3—4 order, which lacked drainage
anastomosis. These techniques were used to prevent
recanalisation of the large subcutaneous vein in the
proximal part, which is the most frequent cause of
relapses after CHIVA with this type of shunt, and
to ensure reliable closure of the tributaries of the
great saphenous vein in the proximal part, thereby
increasing the cosmetic outcome of the intervention
by minimising the number of incisions necessary for
miniphlebectomy.

All interventions were performed under local an-
esthesia with standard Klein’s solution. In the case
of combination with EVLC, Klein’s solution was
injected perivenously under ultrasound control [7].
In the post-procedural period, all patients received
compression therapy, which included wearing medi-
cal compression stockings around the clock for the
first three days, followed by daytime compression
for the next three weeks.

The patients were thoroughly re-examined six
months and a year after the intervention.

Relapse was considered the main endpoint of the
study. During repeated visits, all patients underwent
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USDS of their lower extremity veins with detailed
hemodynamic mapping. A recurrence was defined
as the visible appearance of varicose veins in the
intervention area, the restoration of reflux at the
previously detected site, changes in the direction
of blood flow through the saphenous-femoral junc-
tion, perforating veins or tributaries of the great
saphenous vein. All relapses were divided into 5 he-
modynamic types:

Relapse type 1 — relapse with resumption of re-
flux through the sapheno-femoral junction.

Relapse type 2 — restoration of reflux through the
venous path that leaves the pelvis through veins lo-
cated in the groin or perineum without restoration
of the sapheno-femoral junction.

Relapse type 3 — restoration of reflux due to
failed femoral perforating veins that were not de-
tected during the initial procedure.

Relapse type 4 — restoration of reflux from the
great saphenous vein to the tributaries of the second
and third orders. This is the most typical type of re-
lapse for the CHIVA method.

Relapse type 5 — varicose veins to a diameter of
more than 5 mm in the area of intervention without
«escape points», which can be detected by Doppler
examination. This is a typical relapse with stripping
and other interventions aimed at destroying the
great saphenous vein and is atypical for CHIVA.

For objectification, the cross-sectional diameter
of the great saphenous vein in the middle third of
the thigh, approximately 20—25 c¢m from the sa-
phenous-femoral junction, was determined in all
patients during repeated USDS.

A score was calculated using Venous Clinical
Severity Scoring (VCSS) (in accordance with the
Clinical Practice Guidelines of the Society for Vas-
cular Surgery and the American Venous Forum) [9].

Clinical evaluation of treatment outcomes after
CHIVA and CHIVA modified methods was also car-
ried out using Hobb’s criteria, which were proposed
by the authors of the method [5].

Hobb'’s criteria for evaluating the clinical outcome:

Objective criteria (assessed by a doctor)

Class A: no visible or palpable veins.

Class B: several visible or palpable veins less than
5 mm in diameter.

Class C: left or newly formed varicose veins with
a diameter of more than 5 mm.

Class D: insufficiency of the main trunk of the
great saphenous vein or perforator.

Subjective criteria (defined by the patient)

Class A: no complaints.

Class B: slight functional or cosmetic defect, but
satisfied with the outome.
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Class C: noticeable functional or cosmetic defect.
Clinical evaluation of the outcomes as improve-
ment, but dissatisfaction with the overall result.

Class D: complete absence of positive changes af-
ter treatment or worsening of the condition.

The treatment outcomes were classified into
three groups:

complete recovery (complete absence of varicose

veins and symptoms of CVI);

improvement (visible residual or newly formed

varicose veins or nodes that have no or little clin-

ical and hemodynamic significance);

absence of positive changes (complete recur-

rence of varicose veins, recurrence of symptoms

of CVI).

Satisfaction with treatment outcomes was also
assessed using the Chronic Venous Insufficiency
Quality of Life Questionnaire (CIVIQ 20). In order
to compare the average scores, the absolute scores
were converted to a GIS index [1].

Statistical analysis

Statistical analysis was performed using Statis-
tica 10 and MedStat. Data distribution normal-
ity was checked using the Shapiro-Uilk criterion.
A comparison of the data between the groups was
performed using the Wilcoxon two-sample test.
Multiple comparisons were performed using the
Rank Kruskal-Wallis test and Dunn’s test, Scheef-
fe’s method for multiple comparisons.

Results and discussion

Since hemodynamic interventions do not remove all
varicose veins, the majority of research sources suggest
that the CHIVA method produces superior long-term
results than immediate ones. This impact is related
to the time that is required for hemodynamic recon-
struction of shunts. Therefore, the final outcomes were
evaluated after half a year and a year of observation:
Recoveryisthe complete absence of varicose veins
and CVIsymptoms. Resultsafter6months: CHIVA —
15 (57.7%), CHIVA+EVLC+ST — 18 (69.2%).
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Results after a year: CHIVA — 17 (65.4%),
CHIVA+EVLC+ST — 20 (769 %).

Improvements are visible residual or newly formed
varicose veins or nodes that have no or little clinical
and hemodynamicsignificance. Resultsafter 6 months:
CHIVA — 10 (38.5%), CHIVA+EVLC+ST —
8 (30.8%). Results after a year: CHIVA — 8 (30.8 %),
CHIVA+EVLC+ST — 6 (23.1%).

Without clinical changes — complete recur-
rence of varicose veins, presence of CVI symptoms.
Results after 6 months: CHIVA — 1 (3.8%), CHI-
VA+EVLC+ST — 0. Results after a year: CHI-
VA —1(38%), CHIVA+EVLC+ST — 0.

A statistically significant difference between the
groups was not found after half a year (p=0.348)
and after a year of observation (p =0.329). The data
show that any hemodynamic technique — standard
or supplemented with modern technologies — pro-
vides a favourable clinical outcome.

OgjecTIVE — data, including the diameter of the
great saphenous vein in the middle third of the
thigh, VCSS scale, and data obtained using CIVIQ
20 before treatment, 6 months and 1 year after sur-
gery, are shown in Table 1.

Hemodynamic methods in classical execution,
or supplemented by modern technologies, give
a good clinical result. No statistically significant
difference was found between the groups depend-
ing on the treatment method (p >0.05). According
to the data of the clinical assessment and the ques-
tionnaire, a statistically significant difference was
found between the values before treatment and 6
months after treatment (p<0.01). Normalisation
of hemodynamics and interruption of the venous
shunt leads to a significant decrease in the diam-
eter of the great saphenous vein already 6 months
after the operation (p <0.01). There was no statis-
tically significant difference in the indicators after
6 months and after a year.

Analysis of the data presented in Table 2 reveals
that, based on the objective assessment, there was no
statistically significant difference in clinical treat-
ment outcomes between the CHIVA group and the

Table 1. Data of objective examination methods before and after treatment

CHIVA CHIVA+EVLC+ST
Indicator
Before After 6 months  After 1 year Before After 6 months  After 1 year
Diameter of thegreat 7 5., 4 7 42409 39411 72419 41%08 42413
saphenous vein, mm
VCSS, points 89+24 1.3+2.1* 1.5+£7.2% 8.5+28 0.6+09* 05+1.2
CIVIQ 20 (GIS) 71.44 £ 8.67 97.6+5.4 95.8+8.7* 7413875 98.8+£1.6* 99.3+14

" p<0.01 compared to data obtained before treatment.
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Table 2. Evaluation of clinical outcomes according
to Hobb’s criteria

2 After 6 months After 1 year
S o EVIC+ST  CHMA puicils
Objective assessment
A 14(538%) 18(69.2%) 16 (61.5%) 20 (76.9%)
B 8(30.8%) 8(30.8%) 5(19.2%) 6(23.1%)
C  2(77%) 0 4(6.2%) 0
D 1(3.9%) 0 1(6.2%) 0

Subjective assessment
A 12(46.2%) 18(69.2%) 15(68.8%) 20 (76.9%)
B  3(115%) 8(30.8%) 3(11.5%) 6(23.1%)
C 10(384%) 0 7(26.9%) 0
D 1(3.8%) 0 1 0

CHIVA group supplemented with additional tech-
nologies after 6 months (p=0.147) and after one year
(p=0.131), respectively. A statistically significant
change was seen after 6 months (p=0.012) and after
a year (p=0.05) based on the subjective assessment.
Therefore, patients expressed more satisfaction with
the outcomes of hemodynamic surgery supplement-
ed with EVLC and sclerotherapy because it provid-
ed better and faster aesthetic outcomes.

There were 4 relapses (7.7 %) among 52 operated
patients, indicating a favourable outcome. No re-
currence was seen in the group receiving CHIVA in
combination with EVLC and ST (p = 0.039).

All relapses were classified into hemodynamic
types. Relapses of type 2 and type 5 were not de-
tected. There were 2 cases of type 4 relapses, one
case of type 1 relapse with restoration of reflux
through the sapheno-femoral junction, and one
case of type 3 relapse.

Currently, there is a shift in the methodology of
surgical intervention for varicose veins from radi-
cal techniques to minimal and justified procedures,
supported by the principles of minimally invasive
and outpatient surgery. The use of USDS, which al-
lows for comprehensive mapping of varicose veins,
facilitates the identification of the sources and prev-
alence of venous reflux, as well as hemodynamic
correction options for each type of lesion [2, 4, 22].
Now in the arsenal of surgeons, there is a sufficient
number of minimally invasive methods that can be
used to achieve this goal. The combination of mini-
mally invasive technologies with a hemodynamic
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approach provides optimal cosmetic outcomes by
reducing both the number and length of incisions.
Varicose vein sclerotherapy, combined with CHI-
VA, improves immediate cosmetic outcomes. Abla-
tion of the proximal part of the great saphenous vein
effectively facilitates reliable closure of the conflu-
ence of many tributaries and prevents recanalisa-
tion, thereby significantly impacting the incidence
of relapses [8].

Conclusions

Hemodynamic methods, including standard CHI-
VA or CHIVA supplemented with modern tech-
nologies such as EVLC and sclerotherapy, ensured
favourable clinical outcomes. Clinical assessment
and questionnaire data revealed a statistically sig-
nificant difference between values before treatment
and 6 months after treatment (p<0.01). The nor-
malisation of hemodynamics and interruption of
the venous shunt led to a substantial reduction in
the diameter of the great saphenous vein within 6
months after the operation (p<0.01).

According to Hobb’s criteria, no statistically
significant difference was observed between the
treatment groups on the objective assessment scale.
However, a statistically significant difference was
noted on the subjective assessment scale after 6
months (p=0.012) and after a year (p=0.05) due to
the fact that the patients achieved better and faster
aesthetic outcomes.

Hemodymic procedures resulted in a low inci-
dence of varicose vein relapses, with just 7.7 % re-
ported among all patients. Notably, no recurrences
were observed in the group when CHIVA was com-
bined with EVLC and sclerotherapy (p =0.039).

The study found that no approach has a clear ad-
vantage over others. It is important to select the opti-
mal technique for each patient based on their venous
system’s haemodynamics, technical and economic
capabilities, and desire for a quick cosmetic outcome.
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IemomyrHaMiyHA Xipyprisd BAPUKO3ZHOI'O PO3MIMPEHHA BEH
HIDKHIX KiHIIiBOK 13 32CTOCYBAHHAM CY4aCHUX TE€XHOJIOTIH

I. B. Koaxocoeuy, X. O. KoposboBa
Hamionanpuuit meguunmii ynisepcureT iMeri O. O. Boromoubirs, Kuis

HuHi'y ¢ps1e6010Ti], K i B iHIINX rany3ax Xipyrii, TpeHI0BUMH € MaJIOiHBA3HBHI T4 IIATOI€HETUYHO OOI DYHTOBAHI
Mmeroauki. [emogrnHamiyHa xipyprist CHIVA € MaJ10iHBa3UBHOIO XipypridHOIO IIPOLEAYyPOIO. TeXHiKa BUKOHAHHS
I'PYHTYETBCA HA PEZYJIBIATAX PETEIBHOIO AHAII3Yy TEMOJINHAMIKY [TIOBEPXHEBOI BEHO3HOI MEPEXKI 32 JOTIOMOI'OIO
JYIUIEKCHOT'O CKaHyBaHHs. Crpareris CHIVA cipssMOBaHa Ha 36€PEKEHH BEHO3HOI'O MATEPiAITy, 4 TAKOXK HA BiJl-
HOBJICHHS [IPABHUJIBHOI'O JUCTAIBHOI'O BEHO3HOI'O TUCKY T4 IIPABHUJIbHOI BEHO3HOI (PYHKLI [TpOTE 1151 METOAMKA
MA€ HU3KY HEJOJIKIB, 30KpEMA PU3UKU PEKAHAII3ALLI BEH TAd PEIUINBIB, 4 TAKOX HE 3ABXKIU A€ 32JOBUIbHUI
6e3110cepeHiil KOCMETHUYHUI PE3YIIBIAT.

MeTa — IIOPiBHATU PE3YJIBIATH JIIKYBAHHA BAPUKO3HOI XBOPOOH HIDKHIX KiHIIIBOK 3aJIEKHO BiJi BAKOPHCTAHOI'O
MeToay JiKyBaHH:: CHIVA 32 1onomMororo BiIkpuToi onepailii 460 CHIVA y KoM6iHalii 3 iHIMMMH MaJIOiHBA3WB-
HHUMH METOMKAMU (CKIEPOTEPAIlisl, CHAOBEHO3HA J1a3epHa Koarysnisa (EBJIK)).

MaTepiagau Ta MeTOIH. Y TOCI/PKEHHS 6y/10 3AIy4€HO 52 MAIi€HTH 3 BAPUKO3HOIO XBOPOOOIO HIDKHIX KiHITi-
BOK, C1-C3 xiac 3a CEAP xwiracudikaniero. [TanieHTiB pO3NOAUIIN HA ABi OJHAKOBI 3a KUIbKICTIO I'DYIIH, B OJHINI
BUKOHAHO CHIVA 32 KIACUYHOIO BiJKPUTOIO METOJUKOIO, B iHIIIM 3ACTOCOBAHO KOMOiHaniio CHIVA 3 EBJIK Ta
CKJIEpOTEPAITIECIO. [ OLIHKU PE3y/BTraTiB BUKOPUCTOBYBAIN KpUTEPii X06Ca, BUBHAYCHHS JiaMEeTPa BEIHKOL
HiJIIKIPHOI BEHU 34 JIONIOMOI'OIO YJIBIPA3BYKOBOI'O JOCTIPKEHHS, OLiHKY 34 ImKajaoio Venous Clinical Severity
Scoring (VCSS), mani onuryBanbHuKa Chronic Venous Insufficiency quality of life Questionnaire (CIVIQ 20),
KUIBKICTb PELIMIUBIB.

Pesyapraru. [licr CHIVA Ta CHIVA+EBJIK+CcKIepoTeparias HOpMali3alis 'reMOANHAMIKH Ta [IEPEPUBAHHA
BEHOBHOI'O IIIyHTA CIIPHSUIA CYTTEBOMY 3MEHIIICHHIO /IiaMETPa BEJTUKOT HiZIMIKIPHOI BEHU BXKE Yepe3 6 MiC Iics
onepariii (p<0,01). B 060X rpymax 3apeeCTpOBaHO IMOJHITIICHHs OIiHKK 32 VCSS uepe3 6 MiC micist ornepartii.
CTaTUCTUYHO 3HAYYLIOI PI3HULi Mi>K TPyIIaMU He BUABICHO. OO6HABI CTPATETIl MO3UTUBHO BILVIUBAJIU HA SIKICTb
JKUTTA MALIEHTIB 32 onuTyBaIbHUKOM CIVIQ 20. 3apeecrpoBano e 4 (7,7 %) penunusu (yci B rpymi CHIVA)
(p=0,039). ITauienTN Oy/IM OUIBIIE 33I0BOJICH] PE3Y/IBIATAMU IeMOJUHAMIYHOL Xipyprii, JonosHeHoi EBJIK Ta
CKJIEPOTEPAITIECIO, IPU OLHIN 32 Cy6’€KTUBHUMH KPUTEPIAMU X0OCA, OCKIBKM 3aCTOCYBAHHS TAKOI CTpAaTerii
JIAJI0 Kpamui i MmBUAMMN ecTeTUYHU pe3yasraT (p=0,012 ta p=0,05).

BHCHOBKH. XOPOIIMK PE3Y/BIAT JIKYBAHHA 31 3MEHIIEHHAM CHMIITOMIB XPOHIYHOI BEHO3HOI HEJOCTATHOCTI
[IPY KOMIUTCKCHIM KIHIYHIN OI[HII 3 BUKOPUCTAHHSAM YJIBIPA3BYKOBOTO IYIICKCHOT'O CKAHYBAHHS Yepes 6 Mic
Ta 1 piK 3apeecTpyBanu B ycix narieHTiB. Kom6inariss CHIVA 3 EBJIK Ta ckiepoTepamni€lo Majna NepeBaru: Ha-
OLIbIIIa KOCMETUYHICTD 32 CYO'€KTUBHHUMHU KpUTEPiAMU X00Ca Ta BifICYTHICTb peuuausis (0 %).

KiIr09o0Bi ¢710Ba: XpOHIYHA BEHO3HA HEJOCTATHICTh, BAPMKO3HE po3MUpeHH BeH, CHIVA, reMoiHamMiuyHa
Xipypris, EHIOBEHO3HA JIA3€PHA KOATYIIALLA, CKIEPOTEPAILid.
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