ORIGINAL RESEARCH  Opuzinanoii 0ocnioxcenis

ISSN 2786-5584 PRINT
ISSN 2786-5592 ONLINE

UDC 616.366-089.87-089.819.8-006.6
DOI http://doi.org/10.30978/GS-2025-3-36

Palliative laparoscopic hepaticojejunostomy:
a single-centre prospective series

0. V. Ivanko!, V. V. Skyba!, A. V. Homan?

1 Bogomolets National Medical University, Kyiv
2 Kyiv Medical University

D} Andrii Homan: angoman10281@gmail.com

O.V. Ivanko, http://orcid.org/0000-0003-0036-4675
V.V. Skyba, http://orcid.org/0000-0003-3496-9605
A.V. Homan, http://orcid.org/0009-0008-6664-6433

OBJECTIVE — to assess the safety and efficacy of palliative laparoscopic hepaticojejunostomy in the management
of distal bile duct obstruction.

MATERIALS AND METHODS. This single-centre prospective cohort study included 22 patients with inoperable tumour-
related distal bile duct obstruction. Most participants were men (n=17 (77.3 %)) with a mean age of 66.7 +9.6 years.
Bile duct obstruction was caused by pancreatic head adenocarcinoma (n=18), Vater’s papilla adenocarcinoma
(n=2), cholangiocarcinoma (n=1), and duodenal melanoma (n=1). A total of 13 (59 %) patients had a history
of percutaneous transhepatic cholangiostomy, and 3 (13.6%) had unsuccessful endobiliary stenting attempts. All
patients underwent palliative laparoscopic procedures, including Roux-en-Y hepaticojejunostomy (side-to-side or
end-to-side) and entero-enteric anastomosis. The primary endpoint was biliodigestive anastomosis patency with-
out reintervention until death or end of observation. Secondary endpoints included 30-day mortality, complications
classified according to the Clavien—Dindo system, bile leakage defined by the International Study Group of Liver
Surgery (ISGLS), length of hospitalization, time to resumption of enteral nutrition, and overall survival.

ResuLrs. The average duration of the operation was 354.5+110.1 minutes with an average blood loss of
58.3%43.1 ml Complications occurred in 8 (37.5 %) patients, including bile leakage in 7 cases (ISGLS B — in 6,
ISGLS C —in 1 with biliary peritonitis), and one Clavien—Dindo IIIb event (torsion of the small intestine around
the entero-enteric anastomosis). No cases of wound infection or postoperative bleeding were recorded. The
average length of hospitalization was 10.3+5.3 days (range, 4—24 days). Most patients (n=19 (86.3%)) were
mobilized on the 1st postoperative day, and oral nutrition was initiated on the 2nd day. During the follow-up
period (median — 8.5 months, IQR 6.8—12.0), no recurrences of bile duct obstruction or need for repeated drain-
age were observed. Two episodes of acute cholangitis were managed conservatively. No deaths occurred within
30 days postoperatively.

ConcLusions. Laparoscopic hepaticojejunostomy appears to be a feasible and effective palliative procedure for
distal biliary obstruction in selected patients. This approach maintains anastomotic patency without the need for
reintervention, is associated with low blood loss, and enables rapid resumption of enteral nutrition. The compli-
cation profile is primarily characterized by manageable bile leakage, with rare Clavien—Dindo grade IIIb adverse
events. This method may be considered as an alternative to stenting when stenting is not possible or has failed,
or in patients with a life expectancy > 6 months who are scheduled for chemotherapy.
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Pancreatic head cancer is among the most aggres-
sive gastrointestinal malignancies and is frequently
diagnosed at an inoperable stage due to local inva-
sion or distant metastasis. In these cases, the primary
objective is palliation of mechanical jaundice, which
substantially reduces quality of life and causes such
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symptoms as pruritus, cholangitis, coagulopathy,
and liver failure [1, 24].

Endoscopic stenting via endoscopic retrograde
cholangiopancreatography (ERCP), endoscopic
ultrasound-guided biliary drainage (EUS-BD), and
percutaneous transhepatic biliary drainage (PTBD)
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are the primary palliative approaches for managing
biliary obstruction. These interventions rapidly re-
duce bilirubin levels and shorten hospitalization,
but are limited by risks such as reobstruction, chol-
angitis, and the need for repeated procedures [3, 13,
20]. The European Society of Gastrointestinal En-
doscopy (ESGE) and American Society for Gastro-
intestinal Endoscopy (ASGE) recommend that the
choice between endoscopic and surgical drainage
should be guided by the patient’s expected survival
and functional status [2, 6].

For patients with preserved general health and
functional reserves, surgical biliodigestive anastomo-
sis remains a viable alternative, offering longer-term
internal biliary drainage and a lower rate of reinter-
vention compared to stenting [15, 24]. Recent stud-
ies demonstrate that palliative surgical interventions
can be effective even in resource-limited settings. For
example, in the study by FL Mutombo et al. (2025)
involving 53 patients with inoperable pancreatic can-
cer, the failure rate of palliative operations following
biliodigestive bypass was 22.6 %, and most patients
were able to resume oral nutrition [15].

Advancements in minimally invasive technolo-
gies have expanded the possibilities for palliative
interventions. Laparoscopic hepaticojejunostomy
(LH]J) provides physiological drainage with re-
duced trauma, decreased blood loss, and shorter
hospital stays. Recent analyses by R. Wu et al.
(2025) and M. Masood et al. (2025) indicate that
laparoscopic techniques are associated with accept-
able complication rates and sustained long-term
patency of the anastomosis in cases with palliative
indications [14, 24].

The selection of an optimal drainage strategy,
whether endoscopic or surgical, remains a topic of
debate. Consequently, evaluating the safety, effica-
cy, and durability of laparoscopic interventions for
palliative management of inoperable pancreatico-
biliary cancer with distal bile duct obstruction is of
ongoing importance.

OBJECTIVE — to assess the safety and efficacy of
palliative laparoscopic hepaticojejunostomy in the
management of distal bile duct obstruction.

Materials and methods
This single-centre prospective cohort study includ-
ed 22 patients with inoperable tumour-related distal

bile duct obstruction. Most participants were men
(n=17 (77.3 %)) with a mean age of 66.7 = 9.6 years.

Inclusion criteria

Patients presenting with malignant obstructive
jaundice characterized by a distal biliary obstruction;
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Absence of carcinomatosis or significant ascites;

Satisfactory overall health status permitting lap-
aroscopic intervention;

For patients with prior percutaneous cholangi-
ostomy, the presence of asthenia resulting from bile
loss and a sustained preference to avoid external
drainage;

Provision of written informed consent for surgi-
cal intervention.

Exclusion criteria:

Presence of severe hypoalbuminemia or decom-
pensated systemic conditions;

Anatomical unsuitability, such as tumour masses
or metastatic lymph nodes in the hepatoduodenal
ligament region;

Marked venous collateralization in the hepato-
duodenal ligament secondary to tumour invasion of
the portal vein.

Bile duct obstruction was caused by pancreatic
head adenocarcinoma (n=18), Vater’s papilla ad-
enocarcinoma (n=2), cholangiocarcinoma (n=1),
and duodenal melanoma (n=1).

A total of 13 (59 %) patients had a history of
percutaneous transhepatic cholangiostomy, and
3 (13.6 %) had unsuccessful endobiliary stenting at-
tempts.

All patients underwent palliative laparoscopic
procedures, including Roux-en-Y hepaticojejunos-
tomy (RYH]J) (side-to-side or end-to-side) and
entero-enteric anastomosis (EEA).

The laparoscopic surgical technique involved
the use of combined anesthesia, specifically endotra-
cheal anesthesia in conjunction with epidural block-
ade. The patient was positioned supine with legs
apart on the operating table. For procedures in the
upper abdominal cavity, such as cholecystectomy
and hepaticojejunostomy, the table was adjusted to
the Fowler position. During interventions below the
mesocolon, including excision of the Roux loop and
creation of a jejuno-jejunal anastomosis, the table
was placed in a moderate Trendelenburg position.

A total of six trocars were used (see figure): two
10-mm trocars for the camera positioned at the um-
bilicus and as an auxiliary port 5—6 cm cranial and
4-5 cm to the right of the umbilicus; one 12-mm
trocar placed along the lateral edge of the left rec-
tus abdominis muscle at the umbilical level; and one
5-mm trocar in the epigastrium, 1-2 cm to the left
of the midline at the level of the round ligament of
the liver, approximately 5—-6 cm below the xiphoid
process, designated for the needle holder. A 30°
laparoscope was employed. The liver was elevated
using a Nathanson retractor positioned in the right
costoxiphoid angle.
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The Roux-en-Y loop was created by transecting
the small intestine 35—40 c¢m distal to the ligament
of Treitz using a 45 mm stapler, followed by divi-
sion of the mesentery to its root. In cases of a short
mesentery, when additional length was required,
the second or third jejunal artery was divided at the
mesenteric root while preserving collateral blood
flow. The Roux-en-Y loop was positioned retro-
colically, to the right of the midcolonic vessels and
duodenum, or, when technically necessary due to
tumour size, through the lesser omentum.

In 18 of 22 cases, the hepaticojejunostomy was
formed side-to-side with a diameter of 7—10 mm,
without circular mobilization or transection of the
common bile duct. A 15-20 mm segment of the an-
terior wall of the common bile duct was used. The
anastomosis was completed using either knotted or
continuous sutures with 5/0 or 4/0 monofilament
absorbable material; in three patients, a V-lock su-
ture (Opusmed, 15¢m, 4,/0 cutting, 17 mm, 1/2 cir-
cle round) was employed.

The jejuno-jejunal anastomosis was created in an
isoperistaltic fashion using a 45 mm x 3.5 mm sta-
pler. The mesenteric defect, including the Petersen
space, was left unclosed.

When feasible, a biopsy was obtained from the
liver (8 cases). If this was not possible, a laparo-
scopic trephine biopsy of the pancreatic head was
performed (6 cases), although 3 of these were un-
informative. Selection of the optimal access for the
latter procedure required a detailed analysis of pre-
operative computed tomography data.

After completion of RYH], a stapled EEA was
initiated. The enterotomy was closed with a dou-
ble-row continuous suture, primarily using V-lock
3/0 suture material.

Percutaneous cholangiostomy, previously placed
in 13 patients (59 %) for severe mechanical jaundice,
was closed on postoperative day 3 and removed on
days 4 or 5 following laparoscopic surgery.

A video of the procedure is available at: https://
youtu.be/S0C93hF6t2A?si = pd-FfbkDdoYG6ij9

The study endpoints included a primary end-
point of anastomotic patency without reinterven-
tions and secondary endpoints of 30-day mortality,
complications classified according to the Clavien—
Dindo system [4], bile leakage defined by the In-
ternational Study Group of Liver Surgery (ISGLS)
[22], length of hospital stay, time to resumption of
enteral nutrition, and overall survival.

Statistical analysis was conducted using IBM
SPSS Statistics (version 22.0). Quantitative vari-
ables were described using the arithmetic mean (M),
standard deviation (SD), and range (minimum to
maximum). For variables not normally distributed,
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Figure. Diagram of trocar placement

data were presented as median (Me) and interquar-
tile range (IQR, 25th—75th percentiles).

Normality of data distribution was assessed us-
ing the Shapiro—Wilk test. Comparisons of pre- and
postoperative indicators were performed using the
paired Student’s t-test for normally distributed
data or the Wilcoxon test for non-parametric data.
Categorical variables were reported as absolute
numbers and percentages.

A p-value of <0.05 was considered statistically
significant.

Results

Intraoperative indicators. All surgical procedures
were performed laparoscopically, and no cases re-
quired conversion to open surgery. In 12 patients
(54.5 %), the anastomosis was created using a con-
tinuous suture, while in 10 patients (45.5%),
a knotted suture was utilized. The mean operative
time was 354.5+110.1 minutes (range: 140 to 670
minutes), and the mean intraoperative blood loss
was 58 £43 ml (range: 30—120 ml). In three cases
of subcompensated duodenal stenosis, a Roux-en-
Y gastroenterostomy was additionally performed
anterior to the colon, without the formation of
a Brownian fistula.

Following surgery, most patients (n=19; 86.3 %)
were transferred to the surgical ward and mobilized
the day after surgery. Oral nutrition with liquid food
was commenced 24 hours postoperatively. In three
patients, oral nutrition was initiated one day later.

Postoperative bilirubin levels demonstrated
a significant decrease. Prior to surgery, the mean
total bilirubin concentration was 79.3 £ 71.1 umol/1
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(range: 10.0 to 260.0 umol/1), which declined
to 34.1%£35.3 umol/l before hospital discharge
(p=0.011). Additionally, patients with prior percu-
taneous transhepatic cholangiostomy experienced
a reduction in bilirubin levels from 54.8 £43.4 to
25.0£13.4 pmol/l (p=10.026), suggesting that H]J
provides more favourable conditions for bile out-
flow compared to percutaneous transhepatic chol-
angiostomy. Overall, the mean total bilirubin level
decreased by 46.1 % £ 5.1 % (range: 90.6 % t0 0.0 %).

Postoperative complications were observed in
8 patients (37.5 %), including bile leakage in 7 pa-
tients (31.8 %) and torsion of the small intestine
around the EEA in 1 patient (4.5 %).

Among patients with bile leakage, 6 cases were
classified as ISGLS B and were managed with drain-
age or observation without further intervention.
One case was classified as ISGLS C (Clavien—Dindo
ITTb) and presented with biliary peritonitis due to
partial HJ insufficiency, necessitating laparotomy
and debridement without intervention at the anasto-
mosis (Table). Following abdominal cavity debride-
ment and placement of drains to the anastomosis, the
patient’s condition stabilized, enteral nutrition was
resumed, and bile leakage through the drains gradu-
ally decreased over the subsequent 12 days.

The mean duration of bile leakage was 14.6 £ 1.7
days, ranging from 8 to 20 days.

A torsion of the small intestine involving the
EEA (Clavien—Dindo ITIb) was managed surgically
by untwisting the EEA during laparotomy.

No cases of wound infection or bleeding were ob-
served. Patients with percutaneous transhepatic
cholangiostomy underwent preoperative bile cultures
with an antibioticogram. Standard antibiotic prophy-
laxis was administered (cefazolin 2 g or an alterna-
tive antibiotic based on sensitivity, 40 minutes before
surgery and again 3 hours later), and antibiotics were
discontinued postoperatively. Antibiotic therapy was
required only in the case of peritonitis (one patient).

The mean duration of hospitalization was
10.4 = 5.5 days, with a range of 4 to 22 days. In the
absence of bile leakage, patients were discharged be-
tween days 4 and 9, with a mean of 7.1 £ 1.3 days,
considering the complexity of home transfer. When
bile leakage through drains was present, most pa-
tients in satisfactory condition were discharged
home for observation, with an average duration of
16.0 £4.9 days. Drains were removed on an outpa-
tient basis after cessation of bile leakage.

During the observation period (median 8.5 months
[IQR 6.8—12.0]), no recurrence of bile duct obstruc-
tion or need for repeated drainage was observed.
Two episodes of acute cholangitis were recorded
(after 50 days, one associated with chemotherapy),
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Table. Patient characteristics, operative course
and follow-up outcomes

Parameter Value
Number of patients 22
Male/female 17/5
Age, years (M = SD; range) 66;?)%;((}).5
Main disease (nosological structure)

Adenocarcinoma of the head of the pancreas 18

Adenocarcinoma of the Vater’s papilla 2

Cholangiocarcinoma 1

Duodenal melanoma 1
Reasons for inoperability

Distant metastases 15

Locally advanced forms with substantial 7

vascular involvement or invasion

Prior decompression of the biliary tract
(percutaneous cholangiostomy)

13 (59.1%)

Interventions performed

Laparoscopic hepaticojejunostomy 19

Hepaticojejunostomy + gastrojejunostomy 3

Liver biopsy (laparoscopic) 8

Percutaneous biopsy Qf the pancreatic head 6(3)

(of which uninformative)

Lymph node biopsy 1
Intraoperative indicators
Duration of surgery, min 354.5+110.1
(M + SD; range) 140-670
Blood loss volume, ml 58+43
(M = SD; range) 30-120
Postoperative complications (overall) 8 (37.5%)
Clavien—Dindo IIIb 3(13.6%)
Cholestasis, SGLS B/SGLS C 6/1
Bile leakage, days (M + SD; range) 148(i§(} 7

Torsion of the jejuno-jejunal anastomosis 1 (laparotomy,

repeat EEA)
1 (laparotomy,
Biliary peritonitis debridement,
drainage)
Wound infection/intra-abdominal collections 0
Postoperative hospital stay, days 10.3+5.3
(M £S8D; range) 4-24

Recurrence of biliary obstruction or repeated Not reported

percutaneous transhepatic cholangiostomy 85
during follow-up (months [IQR]) [6.8—12.0])
30-day mortality, % 0
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both managed conservatively without intervention
on the anastomosis. No deaths occurred within 30
days (see Table). Prolonged hospitalization and ex-
tended bile leakage were primarily observed in el-
derly patients, during the initial phase of technique
development, and in one patient with liver failure
due to prior chemotherapy and prolonged jaundice.
These factors may be partially preventable.

Discussion

Hepaticojejunostomy is commonly used as an effec-
tive method for internal drainage of the biliary tract
in cases of malignant obstruction of the distal com-
mon bile duct. This procedure is indicated following
unsuccessful endoscopic retrograde cholangiopan-
creatography, biliary obturation, stent migration, in-
traoperative identification of an inoperable tumour,
or after prior external drainage, with the primary aim
of improving patient quality of life [5, 17, 18, 21].

In the past two decades, reports documenting the
successful use of laparoscopic HJ in patients with in-
operable distal biliary obstruction have increased [8,
10, 23]. This technique represents a minimally inva-
sive alternative to open HJ or endoscopic stenting.

The findings indicate that laparoscopic hepati-
cojejunostomy is a safe and highly effective ap-
proach for palliative restoration of biliary outflow
in patients with inoperable distal biliary obstruc-
tion of malignant origin. The lack of conversions,
mortality, and recurrent obstruction aligns with
contemporary studies that report a high success
rate for laparoscopic HJ and a low incidence of se-
vere complications [5, 10].

In this series, bile leakage (31.8 %) did not re-
sult in significant clinical manifestations and was
primarily managed conservatively. These findings
align with those of FL. Mutombo et al. (2025), who
reported an overall complication rate of 38 % and
a mortality rate of 0% in 37 patients undergoing
laparoscopic or open palliative bypass [15].

Compared with endoscopic stenting, LHJ pro-
vides a longer period of patency and a reduced need
for reinterventions [11, 17, 21]. Cohort studies re-
port that jaundice recurrence after self-expanding
metal stents (SEMS) occurs in approximately
17-37 % of patients within 3—6 months [16]. Plas-
tic stents demonstrate a median patency of 3—6
months, which is associated with frequent reinter-
ventions and recurrence of jaundice during this pe-
riod [9]. In the present study, no recurrence of bile
duct obstruction or requirement for re-drainage was
observed during the follow-up period (median 8.5
months [IQR 6.8—12.0]). Furthermore, the laparo-
scopic approach reduces surgical trauma and lowers
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the incidence of infections and bleeding compared
with open surgery [8, 17].

The present findings are consistent with those of
M. Masood et al. (2025), who reported in their re-
view that laparoscopic palliative interventions for
inoperable pancreatic cancer are safe and associated
with lower complication rates and shorter hospital
stays compared with open surgery [14].

GEM Rizzo et al. (2023) emphasize that when
selecting between endoscopic and surgical pallia-
tive methods, consideration should be given to life
expectancy, patient condition, and resource avail-
ability. The authors note that surgical biliodigestive
anastomoses offer prolonged drainage, whereas en-
doscopic approaches are preferable for patients with
limited survival prognosis [19].

From a technical perspective, side-to-side anas-
tomosis has several advantages over end-to-side,
including shorter operating time, reduced risk of
bleeding and injury to the hepatoduodenal liga-
ment, and a lower likelihood of ischemic stricture.
Concerns regarding the development of blind sac
syndrome (Sump syndrome) in Roux-en-Y LH]J
are not supported by recent evidence. Contempo-
rary publications report only isolated cases occur-
ring 10 to 20 years after open procedures, which
lack clinical significance in patients with malignant
pathology [7, 12].

LH]J offers the combined benefits of minimal in-
vasiveness and physiological internal drainage. The
present study confirms its feasibility as a preferred
method for patients with inoperable pancreatic
head cancer who have an expected life expectancy
exceeding 3 to 6 months.

Several limitations of our study should be con-
sidered when interpreting the results. First, the
single-centre prospective design and relatively small
sample size (n=22) reduce statistical power and
limit the generalizability of our findings. Second, the
absence of a control group, such as patients who un-
derwent endoscopic or open palliative intervention,
precludes direct comparison of the effectiveness of
different methods. Third, the heterogeneity of the
nosological composition (adenocarcinoma of the
pancreatic head, adenocarcinoma of the Vater’s pa-
pilla, cholangiocarcinoma, and duodenal melanoma)
may influence outcomes, particularly survival and
complication rates. Fourth, the median follow-up
duration of 8.5 months is insufficient to assess long-
term anastomotic patency and the occurrence of late
complications, such as strictures or blind sac syn-
drome. Additionally, bile leakage and postoperative
events were evaluated clinically, based on drain out-
put, without routine use of control cholangiography
or magnetic resonance cholangiopancreatography
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(MRCP), which may have resulted in underestima-
tion of minor leakage frequency.

To validate these findings, multicentre prospec-
tive studies with larger sample sizes, standardized
patient selection criteria, and a unified protocol for
assessing complications according to the Clavien—
Dindo and ISGLS classifications are necessary.
Future research should compare LHJ with endo-
scopic stenting and open palliative interventions
in terms of quality of life, duration of anastomotic
patency, reintervention rates, and overall survival.
Additionally, the influence of technical variants of
the anastomosis (side-by-side versus end-by-side)
on the incidence of bile leakage and stricture for-
mation warrants investigation. The combination of
LHJ with laparoscopic gastroenterostomy should
be examined separately, considering the potential
for duodenal stenosis over time and evaluating the
role of LHJ in comprehensive palliative treatment,
including the early initiation of chemotherapy.

Expanding the sample size, standardizing the
methodology, and extending the observation peri-
od will facilitate a more objective evaluation of the
long-term efficacy and safety of LH]J.

Conclusions

Laparoscopic hepaticojejunostomy represents a safe
and effective approach for internal biliary drainage
in patients with inoperable pancreatic head cancer
following unsuccessful endobiliary stenting or ex-
ternal drainage.

In this study, the procedure was completed with-
out conversions or fatalities. The incidence of serious
complications (Clavien—Dindo i ITIb) was 13.6 %.

The anastomosis maintained complete patency of
the biliary tract throughout the observation period,
with no recurrence.

Laparoscopic hepaticojejunostomy enables the
collection of histological material during a single
intervention, thereby facilitating subsequent onco-
logical management.

In selected patients without carcinomatosis or
ascites and with adequate functional reserves, lapa-
roscopic hepaticojejunostomy may be considered as
an alternative to endoscopic stenting,
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ITasriaTBHA JIATAPOCKOITIYHA I'€IIATUKOECIOHOCTOMIS:
OJHOIIEHTPOBA IIPOCIIEKTUBHA CEPis

O.B. Isanbko !, B.B. Cku6a !, A. B. Toman 2

! Hanjonanbuuit Meguunuii yuisepeuter imeni O. O. Boromosibig, Kuis

2[IBH3 «KuiBchbKuii MeAMYHMIA yHIBEPCUTET>

MeTa — OLiHUTH O€3IIEYHICTD T4 €(PEKTUBHICTb NAaTUBHOI JIAIIAPOCKOIIYHOI IeITATHKOEIOHOCTOMII IIPH TUC-
TAIBHOMY GJIOKOB] JKOBYHHX IIPOTOK.

MarepiaaH Ta METOAH. B OTHOLIEHTPOBE IPOCIEKTUBHE KOTOPTHE AOCIIIKEHHS OY/I0 3ATy4EHO 22 XBOPUX
i3 HeonepabenbHUM JUCTAIBHUM OJIOKOM >KOBYHHX MPOTOK MYXJIHMHHOIO TeHe3y. Cepesl HUX MEPEBAKAIN
vonosiku (17 (77,3 %)). Cepenniit Bik — (66,7 £9,6) poky. [IprarHAMH OGCTPYKIIii )KOBYHUX [IPOTOK 6yIH
47IEHOKAPIIMHOMA I'OJIOBKH HiIIUTYHKOBOT 3471031 (n=18), paTepoBOro cocoyka (n = 2), XOJIaHIi0OKapLIMHOMA
(n=1), MeyTaHOMa JBAHAJUATHANAIO! KUIIKK (n=1). B anaMHe3i yepes3nkKipHy 4epe3nediHKOBY XOIAHIiOCTO-
MironposefieHo 13 (59 %) XBOpHM, HEB/II CIPOGH €HAOGUIIapHOTO cTeHTyBaHHsS — 3 (13,6 %). Ycim mari-
€HTAM BUKOHAHO INAJiaTUBHI omepariii 3 JarnapoOCKOIIYHOIO JOCTYIlY: IeHATUKOEIOHOAHACTOMO3 334 TUIIOM
6ik-y-6ik uu KiHelp y 6ik Ha Py-TieT/1i Ta eHTEPO-EHTEPOAHACTOMO3. ITepBUHHA KiHIIEBA TOYKA — MATEHTHICTh
(IpOXiAHICTh) OUTIOJUIECTUBHOIO aHACTOMO3Y 0O€3 PEeiHTEPBEHIIIN 10 CMEPTI/KiHII CIIOCTEPEKEHHS, BTO-
puHHI — 30-A€HHA CMEPTHICTD, YCKIAJHEHHA 32 Kwiacudikanieto Kinas’ena — [IiHgo, )koBuHi BUTOKHU 32 ISGLS
(MixxHapozHa JOCIIAHUIIBKA I'PYyNA 3 Xipyprii IIeYiHKY), TPUBAJIICTH I'OCHiTA/Ii3a11il, TepMiH Bi/IHOB/JICHHS €HTE-
PAJILHOTO XaPYyBAHHA, 3dI'AJIbHA BUJKUBAHICTD.

Pe3yabratu. CepefHs TPUBAIICTh onepariii — (354,5+110,1) xB, 06’eM KpOBOBTpaTH — (58,3+43,1) ML
VCK/IaJHEHHSI 3aPEECTPOBAHO v 8 (37,5 %) martieHTis: skoB4yHi BUTOKH — v 7 (ISGLS B — y 6, ISGLSC — B 1 i3
JKOBYHUM IIepUTOHITOM, Knas’ena — [Iingo IIIb — B 1 (IIepeKPyT TOHKOI KUIIKK HABKOJIO EHTEPO-CHTEPOA-
HACTOMO3Y). IH(exk1ii paH/KpoBoTedi Nic/sa onepatii He 3a¢ikcoBaHo. CepeiHsa TPUBAIICTb TOCIITAMi3alii —
(10,3+5,3) nobu (4—24 no6u). Butbiricts naitieHTiB (19 (86,3 %)) akTuBi3oBaHi B 1-1my 706y, IEpOpaIbHE
Xap4yBaHHsI PO3IIOYATO 3 2-1 1061, 32 nepio criocTepexeHus (meaiana — 8,5 mic (IQR 6,8—12,0) peruausis
OOCTPYKILii JKOBUHUX MPOTOK 260 HEOOXIJHOCTI HOBTOPHOTO JAPEHYBAHHS HE CIOCTEpiranu. JIBa emizonu
TOCTPOTO XOJAHTITY IPOJTIKOBAHO KOHCEPBATHUBHO. BUunajkiB cmeprTi ynposos:x 30 JHIB He 6yJ10.

BHCHOBKH. JIa11apOCKONiYHA IT€NATUKOEIOHOCTOMIS € 3[[IICHEHHOIO T4 €(DEKTUBHOIO MAJTiATHBHOIO OIIEPAITIi€I0
PH JUCTAIBHOMY GJIOKOB] Y Bifli6paHUX MAIi€HTIB: 30€peKeHA NPOXiHICTb AHACTOMO3Y 6€3 PEIHTEPBEHIIIH,
HHU3bK4 KPOBOBTPATA T4 MIBU/IKE BiIHOBIEHHA EHTEPAIBHOIO Xap4yBaHHs. [IpOdiIb yCKIaJHEHD 3yMOBICHHI
MNEPEBAKHO KEPOBAHUMH XKOBYHUMU BUTOKAMU, HEOAKAHI NTOAIT ITIb piBHA TPAIUIAIOTECA PiAKO. METO MOXKHA
PO3IVIATH K AJIBTEPHATUBY CTEHTYBAHHIO Y BUIIA/IKAX OO HEMOMJIMBOCTI/HEB/A4i 460 32 O4iKyBaHOI TPHUBA-
JIOCTi JKUTTS > 6 MiC i3 TUTAHOBOIO XiMiOTEpaTTi€ro.

KiIro4oBi ¢j10Ba: JIATAPOCKOINIYHA IE€MTATUKOCIOHOCTOMIA, TAJIiATUBHA Xipypris, 370AKiCHA OOCTPYKILif XKOBY-
HHUX IIPOTOK, PAK F'OJIOBKH IiIMUTYHKOBO{ 3a7103H, OiTIOJUT€CTUBHUIT AHACTOMO3, ’KOBYHI BUTOKHU, KITACU(DIKaIIig
Knas’ena — Iingo, ISGLS, enpo6iniapHe CTEHTYBAHHSA, BHYTPIIIHE APEHYBAHHA YKOBYHHX [UIAXIB.
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