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Palliative treatment for mechanical jaundice is aimed at improving patient quality of life (QoL) and prolonging
life. The current QoL studies indicate that there is limited evidence on various techniques for decompression of
bile ducts (BD) in terms of their impact on quality of life in patients with distal malignant mechanical jaundice,
and their data are contradictory.

THE Am of the study is to evaluate the effect of minimally invasive palliative techniques on QoL in patients with
distal mechanical jaundice (MJ) after palliative decompression of bile ducts.

MATERIALS AND METHODS. From 2017 to 2021, 98 patients who underwent palliative decompression of bile ducts
for distal MJ of malignant origin were examined. A validated MOS SF-36 questionnaire was used to assess patient
QoL. The survey was conducted before the minimally invasive intervention and 2 months after it. Depending on
the technique used for decompression of BD, patients were divided into the following groups: percutaneous
transhepatic biliary drainage (PTBD) — 25, internal-external transpapillary biliary drainage (IETBD) — 19,
internal-external biliary-jejunal drainage (IEBJD) — 29, and endoscopic retrograde biliary stenting (ERBS) — 25.

Resurrs. Before treatment, a low level of patient QoL was detected in all groups on all scales of physical and
psychological components of health (all p>0.05). After 2 months, in the PTBD group, the indicator of the
Mental Component Summary (MCS) decreased by an average of 6.9+ 1.2 points (due to the deterioration of
the indicator of social functioning scales by 12.5 £ 5.0 points and mental health by 11.1 £ 1.8 points), while the
indicator of the Physical Component Summary (PCS) improved by 11.3+ 1.1 points. In the IETBD and IEBJD
groups, there was an improvement in MCS (by 11.7 £ 1.3 points and 13.0 £ 1.1 points, respectively) and PCS (by
5.2%1.2 and 8.6%*1.1 points). With regard to MCS and PCS, slight improvement (by 4.7+2.2 and 20+1.9
points) was observed in the ERBS group.

Concrusions. The IEBJD technique provided important advantages in comparison with other minimally inva-
sive palliative techniques for decompression of BD in terms of its impact on patient QoL. Patients in the IEBJD
group had better PCS scores (on average, 47.3+ 1.3 points) compared to the IETBD (42.1 + 1.5 points) and ERBS
(39.1£1.3 points, p<0.05) groups, and those in the PTBD group (46.2+1.4 points) had better scores than
patients in the IETBD group (p<0.05). In the IETBD and IEBJD groups, MCS scores were better 41.9+1.1 and
40.3+ 1.1 points, respectively) compared to the PTBD (22.6+0.9 points) and ERBS (34.0+ 1.1 points, p<0.05)
groups, and in the ERBS group, they were better than in the PTBD group.

KEYWORDS
distal malignant jaundice, decompression of bile ducts, internal-external biliary-jejunal drainage, patient quality
of life, MOS SF-36 questionnaire.
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Evaluation of the effect of any treatment on qual-
ity of life (QoL) has become a standard for assessing
its effectiveness. The initial examination of patients
with jaundice caused by malignant biliary obstruc-
tion (MBO) shows that 70—80 % of cases are subject
only to palliative treatment, such as decompression
of bile ducts (BD) [5]. Minimally invasive palliative
techniques for decompression of BD in distal MBO
are classified into two categories: antegrade (percu-
taneous transhepatic biliary drainage, PTBD, inter-
nal-external transpapillary biliary drainage, IETBD,
internal-external biliary-jejunal drainage, IEBJD
[18]) and retrograde (endoscopic retrograde biliary
stenting, ERBS]. The choice of the BD decompres-
sion technique is a matter of debate [6]. One of the
weighty arguments in favor of a particular technique
may be better QoL after surgery. However, the effect
of various BD decompression techniques on QoL in
patients with distal MBO is understudied [11].

In 2002, N.S. Abraham et al. [1] defined the
clinical characteristics of MBO that produced the
greatest adverse effect on QoL in patients accord-
ing to the MOS SF-36 questionnaire, and identified
changes in QoL after retrograde BD decompression
with a plastic stent. Weight loss and elevated biliru-
bin levels had the greatest impact on QoL baseline
values in the multivariate analysis. A 33 % reduction
in bilirubin levels was associated with significant im-
provements in social functioning and mental health.
Baseline total bilirubin level exceeding 240 mmol /L
was associated with no improvement in social func-
tioning during one-month follow-up.

In 2008, Saluja S.S. et al. [16] assessed QoL in
patients with stricture caused by gallbladder carci-
noma who underwent the BD decompression using
antegrade stenting with a plastic stent (27 patients)
and retrograde stenting with a plastic stent (27 pa-
tients). Assessment of QoL was performed before
the procedure and 1 and 3 months after it using QoL
questionnaires of the European Organization for
Research and Treatment of Cancer (EORTIC) and
MOS SF-36 [2]. According to the MOS SF-36 ques-
tionnaire, the QoL values 1 and 3 months after the
procedure were better in patients after antegrade
stenting in terms of physical and mental health com-
ponents, but not statistically significant. According
to the EORTIC questionnaire, global health status
was significantly better 3 months after antegrade
stenting compared to the retrograde one (74 versus
30.5, respectively, p=0.02). The authors attribute
this to a lower percentage of early cholangitis after
antegrade stenting (11 %) compared to the retro-
grade one (48 %), p=0.002. (48 %, p=0.002).

In 2010, there was a study on the association be-
tween pruritus and QoL before and 1, 4, 9, and 14
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weeks after percutaneous biliary drainage/stent-
ing in 102 patients with MBO [15], in which QoL
was assessed using Functional Assessment of Can-
cer Therapy — Hepatobiliary instrument (FACT-
HS) scale [8] and Visual Analog Scale for Pruritus
(VASP) [23]. The authors noted a significant de-
crease in average values of QoL (p<0.01) — from
101.3 before the procedure to 94.8 and 94.7 1 and 4
weeks after it, respectively. Improvements in QoL
referred only to functional well-being and social/
family well-being, while there were no changes in
indicators of emotional and physical well-being.

Antegrade drainage/stenting has been shown to
reduce pruritus and quite often hyperbilirubinemia to
a level that is not contraindicated for chemotherapy
but does not stop the relentless decline in the level
of QoL, which is observed in patients whose average
survival rate after treatment is less than 5 months.

The effect of endoscopic stenting with plas-
tic stents on QoL in 164 patients with MBO was
studied by Barkay O. et.al. in 2013 [3] using the
Functional Assessment of Cancer Therapy-General
(FACT-G) questionnaire before the procedure and
30 and 180 days after it. ERBS 30 and 180 days af-
ter the procedure resulted in statistically significant
improvements in overall QoL scores and individual
QoL scores (physical, emotional, and functional
well-being) compared to pre-operative levels.

In 2016, Zhou Z. et al. [24] studied QoL and sur-
vival rate in 41 patients with MBO after using vari-
ous endoscopic retrograde stenting/drainage meth-
ods in combination with radiation and chemother-
apy. The study used the MOS SF-36 questionnaire
and specific QLQ-C30 module, which also evalu-
ates the symptoms typical for mechanical jaundice
(jaundice, indigestion, pruritus, weight loss, and
fever) [25]. The authors concluded that retrograde
bile duct decompression methods combined with
radiation and chemotherapy may be more effective
in improving QoL and prolonging life.

Comparative assessment of the effect of plas-
tic (n=73) and metal stents (SEMS) (bare-metal
(n=75) and drug-eluting (n=71)) on QoL in pa-
tients with distal MBO was conducted by D. Wal-
ter et al. [20]. Patients completed questionnaires
before treatment, 14 days after treatment, and then
monthly until 6 months or until death. Accord-
ing to the QLQ-C30 questionnaire, metal stents
showed better results on two of the five functional
scales (physical functioning (p=0.004) and emo-
tional functioning (p=0.01)). In addition, patients
with SEMS reported significantly less frequent
symptoms of fatigue (p=0.01), loss of appetite
(p=0.02), nausea, and vomiting (0.04) at the same
time points after surgery.
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In 2020, a group of authors [4] assessed the effect
of access (right-sided or left-sided) in antegrade
decompression of bile ducts on patient QoL. The
researchers examined patients 7 days after the pro-
cedure using EORTC QLQ-BIL21 questionnaire
[10]. In case of right-sided access, higher rates of in-
tercostal pain, difficulty breathing, fatigue, anxiety,
and drainage problems were recorded. Left-sided
access provided better QLQ in patients.

The aim of the study is to evaluate the effect of
minimally invasive palliative techniques on QoL in
patients with distal mechanical jaundice (M]) after
palliative decompression of bile ducts.

Materials and methods

The prospective study included 98 patients who
underwent palliative BD decompression for distal
MBO on the basis of the Department of Surgery
with a course of Emergency and Vascular Surgery
of O.0. Bogomolets National Medical University
from 2017 to 2021.

A validated MOS SF-36 questionnaire was used
to assess patient QoL [2]. The survey was conduct-
ed before mini-invasive intervention and 2 months
after it.

The SF-36 Health Survey is a multi-item scale
measuring 8 health domains: physical functioning
(PF), role limitations because of physical health
problems (RP), bodily pain (BP), general health
(GH), vitality (VT), social functioning (SF), role
limitations because of emotional problems (RE),
and overall mental health (MH).

Such indicators as PE, RP, BP, and GH reflect
the Physical Component Summary (PCS), whereas
VT, SE RE, and MH reflect the Mental Component
Summary (MCS).

The inclusion criteria for the study were as fol-
lows: presence of mechanical jaundice, patient age
over 18 years, any gender, and impossibility of per-
forming radical surgery. The exclusion criteria were
mechanical obstruction of bile drainage without
jaundice syndrome, patient age under 18 years, high
anesthetic risk (ASA 4), multiple metastatic liver
damage, ascites, hemorrhagic diathesis, inflamma-
tory diseases of the lungs and urinary tract, co-
agulopathy (international normalized ratio>1.5),
history of gastric resection for Billroth-IT or Roux,
refusal of the patient to do the questionnaire, as well
as death of the patient during the study period.

In the presence of mechanical jaundice syn-
drome, confirmed clinically and in the laboratory,
instrumental research methods were used to deter-
mine the cause of the disease and the level of the

biliary block.
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Ultrasound (General Electric Logiq P9 device)
was used as a screening diagnostic method, as well
as during minimally invasive procedures.

Among other radiation diagnostic tools, comput-
ed tomography (GE LightSpeed 64 multispiral com-
puted tomography) was used to clarify the diagno-
sis. In case of insufficient information, magnetic res-
onance cholangiopancreatography was performed.

All patients also underwent duodenoscopy using
various video endoscope models to assess the condi-
tion of Vater's papilla.

During surgical intervention, a General Electric
ultrasound scanner and a Siemens Cios Alpha X-ray
television unit with a C-arc were used.

According to the BD decompression techniques
applied, the patients were divided into four groups
(PTBD, IETBD, IEBJD, and ERBS).

The authors used their own BD drainage tech-
nique, IEBJD, which provided for the installation
of special drainage to divert bile from BD to the ini-
tial loops of the small intestine due to the presence
of two groups of lateral openings (proximal — locat-
ed in BD and distal — located in the small intestine)
at a distance from the distal border of the tumor to
the initial loops of the small intestine [18]. This
technique allows avoiding or significantly reducing
reflux of intestinal contents into the bile ducts and,
accordingly, the development of cholangitis [18].

Self-expanding metal stents (SEMS) were used
to perform ERBS.

The intervention was considered technically suc-
cessful if the drainage or stent was located in the
planned area of the affected segment of the bili-
ary tract and provided successful drainage of bile
through drained or stented ducts.

The procedure was considered clinically success-
ful if, during the first 10 days after the manipula-
tion, the level of total serum bilirubin decreased by
at least 50 % compared to the initial level [11].

The obtained data were analyzed using the IBM-
SPPS Statistics 22 statistical package. Descriptive
statistics was performed. The normality of the vari-
able distribution was evaluated using the Shapiro-
Wilk test. Quantitative comparative analysis of two
independent groups was carried out using Student's
t-test (in case of a normal distribution of variables; in
case of its absence — Mann—Whitney U-test), and
qualitative comparative analysis of groups was con-
ducted using Pearson's chi-squared test. The null hy-
pothesis of variable equality was rejected at p<0.05.

Results and discussion

From the medical history data, mechanical jaun-
dice occurred in patients on average 15.2 0.2 days
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before the manipulation was performed (from 10
days to 22 days). According to the average dura-
tion of jaundice before surgery, patients in the study
groups did not differ statistically significantly.

The average level of total serum bilirubin was
194.3 + 0.7 mmol /L (from 67.2 to 389.6 mmol/L).

The study groups did not differ statistically sig-
nificantly in the average content of total bilirubin
before performing the surgical intervention.

Patients of the study groups as a whole did not
differ statistically significantly in mean age, gender
ratio, distribution by stage of the cancer process,
TNM criteria (all p>0.05), and etiological stric-
ture factors (Table 1).

Table 1. Main characteristics of patient groups

Baseline data showed a low level of QoL in all
groups on all scales of physical and mental compo-
nents of health (Table 2).

The technical and clinical success of minimally
invasive procedures was achieved in all patients.

Two months after decompression of bile ducts in
the PTBD group, there was a decrease in the mental
component of health by an average of 6.9 = 1.2 points
due to deterioration in social functioning by 12.5+5.0
points and mental health by 11.1 + 1.8 points, resulting
from the need for constant care about the bile receiver,
as well as deterioration in food digestion (Fig. 1).

Two months after IETBD, there was an improve-
ment in integrative indicators of physical (by an

Indicator IEBJD (n=29) ERBS (n=25) IETBD (n=19) PTBD (n=25) Total (n=98)
Age, years (M £m) 66.3+2.1 626+2.1 63.6+3.0 65.5+1.7 60.3+1.7
Male/female 15/14 12/13 10/9 14/11 51/47
Duration of jaundice, days (M £ m) 14.1+0.23 151021 16.3+0.44 15.4%0.45 151402
Total serum bilirubin, pmol/L (M +m) 215.0+14.8 2089+17.1 180.6+20.9 183.2+9.8 198.7+89
T (size or direct extent of the primary tumor)
T, 1(34%) 3(12.0%) 1(5.3%) 1(4.0%) 6 (6.1%)
T, 14 (48.3%) 12 (48.0%) 13 (68.4%) 12 (48.0%) 51 (52.1%)
T, 14 (48.3%) 10 (40.0 %) 5(26.3%) 12 (48.0%) 41 (41.8%)
N (degree of spread to regional lymph nodes)
N, 3(10.3%) 1(4.0%) 1(5.3%) 0 5(5.1%)
N, 19 (65.5%) 21 (84.0%) 11 (57.9%) 19 (76.0 %) 70 (71.5%)
N, 2(6.9%) 1(4.0%) 0 4 (48.0%) 7(71%)
N, 5(17.2%) 2(8.0%) 7(36.8%) 2(8.0%) 16 (16.3%)
M (presence of distant metastasis)
M, 12 (41.4%) 13 (52.0%) 11 (57.9%) 11 (44.0%) 47 (48.0%)
M, 13 (44.3%) 10 (40.0 %) 6(31.6%) 12 (48.0 %) 41 (41.8%)
M, 4(13.8%) 2(8.0%) 2(10.5%) 2(8.0%) 10 (10.2%)
Grade
1B 1(3.4%) 1(4.0%) 1(5.3%) 1(4.0%) 4(41%)
111 11 (37.9%) 8(32.0%) 8 (42.1 %) 9(36.0%) 36 (36.7 %)
v 17 (58.6 %) 16 (64.0 %) 10 (52.6 %) 15 (60.0 %) 58 (59.2%)
Tumor etiology
Pancreatic cancer 20 (69.0 %) 17 (68.0 %) 10 (52.6 %) 18 (72.0 %) 65 (66.3 %)
Cholangiocarcinoma 5(17.2%) 5(20.0%) 6(31.6%) 4(16.0%) 20(20.4 %)
Ampullary cancer 2(69%) 2(8.0%) 3(15.8%) 3(12.0%) 10 (10.2%)
Metastatic nodes 2(69%) 1(4.0%) 0 0 3(1%)
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Table 2. Patient quality of life associated with the disease before minimally invasive interventions

Indicator IEBJD (n=29) ERBS (n=25) IETBD (n=19) PTBD (n=25)

PF 51.1+5.1 (10.0—85.0) 452 +3.7 (10.0—85.0) 47.4+3.1(10.0—85.0) 46.1£3.4(10.0—85.0)
RP 37.1£4.5(0.0—75.0) 33.3£4.1(0.0—75.0) 38.8+3.6 (0.0—75.0) 36.1£4.3 (0.0—75.0)
BP 44.4+5.1 (12.0—84.0) 50.5£2.9 (22.0—84.0) 38.2+4.1(12.0—84.0) 41.6+£4.7 (12.0—-84.0)
GH 32.9£1.6 (15.0—45.0) 33.5+1.9 (15.0—55.0) 31.8£2.0 (15.0—55.0) 30.8£1.9 (15.0—55.0)
VT 31.5£2.5(20.0—55.0) 31.0£1.7 (20.0—55.0) 28.2%1.6 (20.0—55.0) 30.6 1.9 (20.0—55.0)
SF 41.4+5.5(12.5—-75.0) 32.5+3.8 (12.0—75.0) 31.4+3.6 (12.5—75.0) 32.6+£4.6 (12.0—75.0)
RE 32.2+3.4(0.0—66.6) 30.6£3.5 (0.0—66.6) 29.1+£3.4(0.0—66.6) 30.3£3.5(0.0—66.6)
MH 40.5£2.0 (24.0—56.0) 35.3£1.6 (16.0—56.0) 35.3£1.5(24.0—56.0) 35.8£1.8 (16.0—56.0)
PCS 38.7£1.9(25.7-51.0) 37.1£1.3(25.7—-51.0) 36.9+1.2(25.7—51.0) 36.7+£1.3(25.7-51.0)
MCS 28.9+0.9 (27.0—37.0) 29.3£0.9 (20.6—37.0) 28.6£0.8 (22.3—37.0) 29.5+0.8 (20.6—37.0)

Data are presented as Mean * standard error of the mean (min — max).

average of 5.2 + 1.2 points) and mental components
of health (by 11.7 = 1.3 points, all p < 0.05) (Fig. 2).

The improvement in the physical component of
health is mainly associated with an increase in blood
pressure (which corresponds to a decrease in pain)
by an average of 22.3+4.6 points, and the mental
component of health — with an increase in social in-
dicators (by 36.5 + 4.7 points) and role functioning
due to the emotional state (by 40.2 £ 4.4 points).

Slight changes in physical (on average by
2.0+ 1.9 points) and mental components of health
(on average by 4.7 +2.2 points) were observed in
the ERBS group and could be explained by deterio-
ration of the general health indicator and insignifi-
cant alterations in role-based physical and mental
functioning (Fig. 3).
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In the TEBJD group, two months after the proce-
dure, there was an improvement in average values of
all components of the SF-36 scale (Fig. 4).

It should be noted that the presence of external
drainage did not negatively affect such indicators
as vital activity, social functioning, role function-
ing, and mental health. On the contrary, the value
of these indicators increased, that is, patients could
perform a certain social role and did not avoid
communication. At the same time, there was a de-
crease in pain syndrome and role functioning due
to a physical condition, etc. Therefore, the IEBJD
group showed an increase in the average values of
integrative indicators — physical (by an average of
8.6 = 1.1 points) and mental components of health
(by an average of 13.0 = 1.1 points).
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Figure 1. Change in mean values (with 95 % CI) of
QoL in the PTBD group two months after the BD
decompression
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Figure 2. Change in mean values (with 95 % CI) of
QoL in the IETBD group two months after the BD
decompression
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Figure 3. Change in mean values (with 95 % CI) of
patient QoL in the ERBS group two months after
the BD decompression

Thus, two months after the BD decompres-
sion, the physical component of health was lower
(39.1 £ 1.3 points) in the ERBS group compared to
the PTBD group (46.2 £ 1.4 points) and the IEBJD
group (47.3 £ 1.3 dietary supplements), and it was
lower (42.1£1.5 points, p<0.05) in the IETBD
group compared to the IEBJD group (Table 3). The
average score of the mental component of health was
the lowest in the PTBD group (22.6 £0.9 points)
compared to other groups, and in the ERBS group
(34.0 = 1.1 points), it was statistically significantly
less compared to the IETBD (40.3 + 1.1 points) and
IEBJD (41.9 % 1.1 points) groups.

Therefore, 2 months after palliative treatment
of distal malignant jaundice, the TEBJD technique
provided important advantages in comparison with
other techniques in terms of its impact on patient
quality of life. Its benefits can be seen within the
values of both integrative indicators (physical and
mental components of health) and positive changes
in individual MOS SF-36 scales.

The main goal of palliative care for patients with
MBO is achieving improvement in their quality of

Figure 4. Change in mean values (with 95 % CI) of
patient QoL in the IEBJD group two months after
the BD decompression

life and prolonging life. Therefore, the QoL studies are
necessary for choosing the best technique for decom-
pression of bile ducts [16, 15]. However, there is lim-
ited evidence on various techniques for decompression
of bile ducts (BD) in terms of their impact on quality of
life in patients with distal malignant mechanical jaun-
dice, and the existing studies explore different aspects
of the problem and use different research tools (scales).
A distinguishing characteristic of studying QoL in pa-
tients with MBO is a short duration of the study (from
30 to 180 days) due to low survival rates [23].

We carried out a comparative assessment of four
techniques of BD decompression in patients with distal
MBO in terms of changes in QoL indicators (for two
months). These techniques differed by bile removal
(external (PTBD), internal (ERBS), external-internal
(IETBD and IEB]JD)) and the absence (PTBD, IEB-
JD) or the presence (IETBD, ERBS) of direct connec-
tion of the duodenal lumen with the biliary tract.

Each of the methods of BD decompression has its
disadvantages that can negatively affect patient QoL.
So, for example, PTBD is associated with loss of a large
amount of bile that needs to be consumed per os, and

Table 3. Average scores of physical and mental health components 2 months after surgery

Indicator IEBJD (n=29) ERBS (n=25) IETBD (n=19) PTBD (n=25)
Before surgery 387+1.9 371+13 369+1.2 36.7+1.3

res 2 months after 473%1.3 39.1£1.3% 42.1£1.5% 46.2+1.4¢&
Before surgery 289+0.9 29.3+0.9 28.6+0.8 29.5+0.8

. 2 months after 41.9+11 34.0+1.1% 40.3+£1.1% 22.6+0.9%#&

* The difference from the IEBJD group is statistically significant (p < 0.05).
” The difference from the ERBS group is statistically significant (p < 0.05).
& The difference from the IETBD group is statistically significant (p < 0.05).
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the presence of a lifetime port on the skin [14]; ERBS
is accompanied by damage to Vater's papilla and pan-
creas with the risk of bleeding and pancreatitis [9],
and reflux of duodenal contents in the biliary tract in
all patients [11], which leads to cholangitis and stent
blockage [17]. IETBD, similar to ERBS, connects the
duodenal lumen to the biliary tract and is associated
with the risk of reflux-associated cholangitis [13, 12,
21, 22]. Patients after IEBJD and IETBD, as well as
after PTBD, have a lifetime port on the skin, which
causes some discomfort, but these techniques mini-
mize the likelihood of bile loss outwards and duode-
nal-biliary reflux development [18].

According to our data, in the near future, minimally
invasive BD decompression techniques will have dif-
ferent effects on certain aspects of patient QoL. The
need for constant care about external drainage, as well
as the need for constant use of bile, impairs the social
functioning and mental health of patients, which is
most evident after PTBD. Other techniques using
percutaneous access (methods of external-internal
drainage of BD) showed a statistically significant in-
crease in the average values of scale indicators that
form the mental component of health. Patients in the
ERBS group showed a slight increase in these scales,
statistically significant only for the VT indicator.

After ERBS, there were little (p>0.05) changes
in the physical health component (PCS) due to de-
terioration of the general health index (GH) and
weak changes in the role-playing physical function-
ing index (RP). Instead, after using the techniques
of external or external-internal drainage, an in-
crease in the average values of PCS (p>0.05) was
noted. After two months, the mean PCS values were
higher compared to the pre-operative level and the
ERBS group (p>0.05). Relatively worse PC scores
after ERBS compared to retrograde techniques are
probably associated with a higher incidence of early
cholangitis [16, 18].

A comparative assessment of QoL in patients
with distal mechanical jaundice after using various
techniques of palliative antegrade and retrograde
decompression of BD showed that after 2 months,
the TEBJD and TETBD techniques, in contrast to
the PTBD and ERBS, provided positive changes in
the indicators of all scales of the MOS SF-36 ques-
tionnaire. The IEBED technique has advantages
over IETBD in terms of PCS: 47.3 + 1.3 points ver-
sus 42.1 + 1.5 points, respectively (p > 0.05).

The current study has certain limitations: a rela-
tively small number of patients in the comparison
groups and the use of only one QoL questionnaire.
In addition, the study did not include patients with
total bilirubin values >350 mmol/L and high anes-
thetic risk (ASA 4).
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BruinB Mmasi0iHBa3UBHOIL ITAIIATUBHOIL JEKOMIIPECii JKOBUHUX
HPOTOK IPU JUCTANBbHIN 3JIOAKICHIN MEXAHIYHIN )KOBTAHUII{
HA SAKICTb YKUTTA XBOPUX

S1. M. Cycak!, JI. 1O. Mapkyaan!, P. 10. ITamnusa?, B. B. Terepina!

! HarfioHambHUT MeTUIHUTT yaiBepcuteT imeHi O. O. boromosnsiig, Knis
2 HamionambHui BiiCbKOBO-MeAMYHIN KTiHiganit menTp MinictepctBa O6oponn Ykpainm, Kuis

OCHOBHHMH 34BJIAHHAMU ITAJIiATUBHOI'O JIIKYBAHHS XBOPUX i3 MEXAHIYHOIO JKOBTAHHUIICIO € IIOJIIIIIEHHA IKOCT]
xuTTa (SDK) i 36U1bIEeHHA HOro TPUBAIOCTI. Jocmimpkens /K XBOpUX IIPU BUKOPUCTAHHI Pi3HUX METOIUK
JIEKOMIIPECii JKOBYHUX MPOTOK (KII) 1poBe/IcHO HEJIOCTATHRO, 4 IX IaHi CYIICPEY/IMBI.

MeTa — nopiBHATU SPK XBOPHX 3 IUCTAIBHOIO MEXAHIYHOIO JKOBTAHUIIEIO (MJK) ITic/1a 1ania THBHOI IEKOMIIpe-
cif JKIT 3 BUKOPUCTAHHAM MaJIOiHBA3UBHUX METOJIUK.

Marepiamm Ta merogm. Y riepion 3 2017 10 2021 p. o6¢TEXEHO 98 XBOPHX, SIKUM IPOBEJEHO NA/IIATUBHY JEKOMIT-
peciro KIT 3 nprBOAY AUCTAILHOT MK 37104KiCHOTO renesy. [ omiHku 7K 3aCTOCOBYBAIM BAT/IM30BAHUMA OIIATY-
BaTbHUK MOS SF-36. OnuTyBaHHS POBOAVIIH JIO MATIOIHBA3UBHOT'O BTPYUAHHS T4 Yepe3 2 MiC Mic/isi Hboro. Bifrmo-
BiZIHO 10 METOAUKHU JieKoMITpecii KT T XBOPUX pO3HOAUIMIIN HA I'PYIIN: YEPE3IIPHA YEPE3IEYiHKOBA XOIAHTIOCTOMIA
(YXC) — 25, 30BHIIIHBO-BHYTPIMIHA TpaHCHANIApHA XonaHriocromia (3BTXC) — 19, 30BHIIIHBO-BHYTPIIITHE
GimiapHO-€IOHATBbHE NpeHyBaHH:A (3BBE/) — 29, eHnocKoriHe perporpaase oimiapHe crentysanusa (EPBC) — 25.
Pe3ynbTaTH. 10 JIIKyBaHHA BUABJICHO HU3bKUH PiBeHb SDK y BCiX rpymax 3a BCiMa MKaTaMU (Pi3HIHOTO i ICUXOJIO-
I'{YHOIO KOMIIOHEHTIB 310poB’A (BCi p>0,05). Yepes 2 mic y rpymi Y9XC NOKA3HUK IICUXOJIOITYHOI'O KOMIIOHEHTA
3n0pop’st (ITK3) 3HHU3HBCs B cepeiHboMy Ha (6,9 + 1,2) 6a1a (BHACIIOK [TOTIPIICHHS TOKA3HUKA KT COLAIBHOTO
pyHKIIOHYBaHHA Ha (12,5+5,0) 6a1a Ta ICUXIYHOTO 340poB’a Ha (11,1+1,8) 6a1a), ToAi K HOKA3HUK (PISUIHOIO
KOMIIOHEHTA 3710poB’s (PK3) nomnimmumscs Ha (11,3+1,1) 6ana. B rpynax 3BTXC i 3BBE/] Bif3HAYEHO NOTIMIIIEHHS
nokasuukiB [1K3 (BigmosigHo Ha (11,7+1,3) 6ama ta (13,0+1,1) 6ama) i K3 (Ha (5,2+1,2) ta (8,6%1,1) 6ana).
B rpyni EPBC cniocrepiranu MiHiMansHy NO3UTUBHY AuHaMiKy ITK3 i ®K3 (Ha (4,7+2,2) Ta (2,0+1,9) 6a51a).
BucHoBku. Meton 3BBCG/ Mae nepeBard Haj, iHIMMMUA MAMiATUBHUMHM MAaJIOiHBA3UBHHUMU METOJHKAMU
gexomipecii JKIT mono srummsy Ha SDK xBopux. Y xsopux rpynu 3BBE/] BigzHadeHo kpaii nokasHuku OK3 (y
cepenHboMy (47,3+1,3) 6ana) nopisHAHO i3 rpynoio 3BTXC ((42,1+1,5) 6ana) Ta EPBC ((39,1+1,3) 6aina,
p<0,05), y rpymi Y9XC ((46,2+1,4) 6ama) — kpari, Hik y rpymi 3BTXC (p <0,05). V rpymax 3BBE/] Ta 3BTXC
6y/u Kpari mokazuuku [1K3 (BinmosinHo (41,9+ 1,1) 1 (40,3 + 1,1) 6aia) mopiBusaHO i3 rpymnoo Y9XC ((22,6 +0,9)
6amna) Ta EPBC ((34,0+1,1) 6an1a, p<0,05), a 8 rpyni EPBC — kpami, Hix y rpymni Y4XC.

KIIro4oBi ¢JI0Ba: IUCTAIbHA 3JI0SIKiCHA JKOBTAHULIA, IEKOMIIPECIA JKOBYHUX MIPOTOK, 30BHIIIHBO-BHYTPIIITHE
GLTIAPHO-EIOHATBHE JIPEHYBAHHS, KICTh JKI'TTS XBOPUX, ONUTYBATBHUK MOS SF-36.
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