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OBSTRUCTIVE JAUNDICE OF BENIGN GENESIS: A PRESENT-DAY CONCEPT
OF TREATMENT (literature review)
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The article presents a review of the literature of domestic and foreign authors on the treatment of
patients with obstructive jaundice syndrome in benign diseases of the hepatobiliary zone.

The aim. To study modern approaches to the treatment of obstructive Jaundice of benign genesis
in the context of the development of science.

Material and methods. A literature search was carried out on research in the following databases:
Scientific Electronic Library, Scopus, Medline/PubMed. Forty-one publications containing data on the
treatment of obstructive jaundice of benign genesis were selected for analysis. Search depth accounts
for 15 years. Inclusion criteria: sources from 2003-2018, development of treatment methods, evaluation
of the effectiveness of treatment of patients with obstructive jaundice of benign genesis, the diagnosis
of Obstructive Jaundice is consistent with international criteria and Clinical Protocols of the Republic of
Kazakhstan. Exclusion criteria were: duplicate publications, articles on obstructive Jaundice of benign
genesis, but do not reveal the treatment in this disease and, therefore, are not appropriate in subject,
Aitbayeva AM as well as experimental work on animals.

Results and discussion. The analysis of various types of operations on the biliary tract and liver
in the syndrome of obstructive jaundice of various etiologies. The complexity of treating patients with
obstructive jaundice is due to the severity of their initial condition. Developing cholestasis, biliary hyper-
tension, and acholia cause gross functional and morphological changes in the liver, which lead to a
relatively rapid development of liver failure, which causes a high mortality rate. The search for ways to
reduce the number of lethality and complications of many researchers has led to the fact that today the
two-stage treatment tactics with the use of minimally invasive treatment methods has become more
widely used, allowing to achieve the maximum result with minimal operating trauma. The use of endo-
scopic papillosphincterotomy as a method of choice for obstructive jaundice with choledocholithiasis,
regardless of age and the presence of comorbidities, and as the main treatment method, is accompanied
by the development of a number of terrible complications, such as bleeding, acute pancreatitis, acute
cholangitis, retroduodenal perforation and others, occurring in 5.4-18.3% of patients according to many
authors. Perhaps this explained the lack of consensus regarding minimally invasive methods of treat-
ment.

Conclusions. Today, the issue of the optimal complex of therapeutic measures in patients with
obstructive jaundice remains incompletely resolved, which explains the need to continue to look for new
ways to solve this problem.

Keywords: obstructive jaundice, cholelithiasis, choledocholithiasis, minimally invasive treatment
methods.
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eMi Typanbl manimeTTep 6ap Kbipblk 6ip 6acbinbiM TaHganabl. I3aeHic kenemi 15 xbingpl kypaael. Kocy
enwempaepi: 2003-2018 ok Tonblk MaTiHAI 6ackinbiMaap, eMaey aicTepiH a3ipney, MexaHukanbik
capratobl 6ap HaykacTapabl emaey TuiMainiriH 6aranay, «MexaHukanblk capfato» AnarHo3biHbiH KP
KNMHMKanbIK XxaTTaMmanapblHa XXaHe xarnblkapanblk enwemaepre cakec 6onybl. Kocnay enwemaepi:
KaTanaHfaH b6acblinbiMaap, MexaHuKarnblK capFak eMiHiH cypakTapblH TOJbIK KAMTbIMANTbIH, TaKbl-
pbinka calikec eMec Makananap MeH xaHyapnapfa xacarnfaH Taxipnbenik >KyMbIC HaTUXenepi.

HaTtuxenepi xxaHe Tankbinaybl. Op Typhni aTMonorusgarbl MexaHukanblk capfFar CUHOPOMbI
KesiHAe T WhiFapy )ongapbl MeH baybipa onepauusnapAblb 9pKernki TypnepiHe Tangay xyprisingi.
MexaHukanblk capFaloMeH ayblpaTbiH HayKacTapAbl eMmaey Kypaeniniri onapablH 6actankbl xxan-kyn-
iHiH ayblpnbIfbiHa 6ainaHbICcThl. [JaMbin kene xaTkaH XxonecTtas, oT IMnepTeH3nsachl, axonusa 6aybipablH
epecken yHKUMOHanabl )xaHe MOPGONOruanbIK ©3repicTepiH Tyabipaabl, onap 6ayblp xeTicneyLwini-
riHiH canblcTbipManbl Te3 AamyblHa akeneai, Oyn eniM-xiTiMHIH )KOfapbl Nanbi3bliH Tyablipagbl. Kente-
reH 3epTTeyLinepaid eniM-XiTiM MeH ackbliHynapAblH CaHblH TOMEHAETY XonAapblH i3geyi OyriHri KyHi
KiLLKEHTaM )apakart ke3iHae 6apblHLLIa HBTUXEre KO XeTKidyre MyMKiHAik 6epeTiH a3 MHBa3uBTi emaey
TocingepiH KongaHa oTbIpbIn, eMAeyaAiH eki Ke3eH4i TakTUKachl KeHiHEH KONAaHbINyblHA anbin Kengai.
Xonepoxonutrnas ascblH4a MexaHuKanblK capfat kesiHae TaHgay afici peTiHae SHAOCKOMUANbIK
nanunnocUHKTEPOTOMUSIHBI NanganaHy xacblHa xaHe inecneni aypynapabiH 6onybiHa kapamacTaH
XKoHe empeyaiH Herisri agici peTiHoe KenTereH aBTopnapAblH AepekTepi OovbliHWa nauneHTTepaiH
5,4-18,3%-0a TyblHAANTBIH ayblp ackbiHynapAblH Gipkatap AamybiMeH kaTap Xypeadi. EmaeyaiH a3
WHBA3UBTI aicTepiHe KaTbICThbl BipblHFaN NikipAiH 60nMayblH OCbl X8WT TYCIHAIPETIH ChlHaNIbI.

KopbITbIHABI. ByriHri KyHi MexaHukarnblk capFaloMeH ayblpaTblH HaykacTapaa eMAik ic-lapanap-
[blH OHTaNNbI KeLeHi Typanbl Macere TosblK WeLlinmereH, 6yn ocbl npobnemansbl wWewyain 6apnbik
XaHa XongapblH i34eCTipyAi XanfacTblpy KaXeTTiniriH TyciHaipeai.

Herisri ce3pgep: mexaHukanbik capfato, 6T Tac aypybl, XONeAoxXonuTmas, a3 UHBa3uBTi emaey
apicTepi.

PE3IOME

MEXAHUYECKASA XXENTYXA OOBPOKAYECTBEHHOIO NrEHE3A:
COBPEMEHHAA KOHLUENUWUA NEYEHUSA (0630p NnuTepaTtypbl)

Anua M. AULTBAEBA, https://orcid.org/0000-0001-5608-1127,
Ba3bin6ek C. )KAKMEB, https://orcid.org/0000-0001-9828-5101

BanadHo-KasaxcmaHckul meduyuHckul yHusepcumem um. Mapama OcnaHosa,
2. Akmobe, Pecnybnuka KazaxcmaH

B ctaTtbe npeacTtaBneH 0630p nuTepaTypbl OTEYECTBEHHbIX U 3apybexHbIX aBTOPOB METOA0B
neyeHusi 6ONbHBIX C CUHAPOMOM MeXaHU4eCKOW XenTyxu npu AobpokavyecTBEeHHbIX 3aboneBaHnsax
renatobunuapHom 30HbI.

Llenb nccnepnoBaHus. 3yyeHrne coBpeMeHHbIX METOA0B fle4eHNs MeXaHN4YeCKoN XenTyxm 4obpo-
Ka4yeCTBEHHOTO reHe3a B KOHTEKCTE pa3BUTUSI HAYKM.

MaTtepuan n metoabl. [Tonck nuTepaTypbl NPOBEAEH MO UCCMEeA0BaHMAM B cneyroLlmx 6asax
OaHHbIx: HayyHas anekTpoHHas bubnuoteka, Scopus, Medline/PubMed. [ins aHanu3a 6bina otobpanHa
COpOK 0gHa nybnukaums, coaepxallas gaHHbIe MO NEYEHNI0 MEXaHUYECKON XXenTyxm 4obpokayecTBeH-
Horo reHe3sa. [nybuHa noucka coctasnsana 15 net. Kputepum BknodeHns: uctouHmku ¢ 2003 no 2018 rr.,
pa3paboTka MeTOL0B fleYeHns, oLueHka 3PPEKTUBHOCTU NeYeHU BONbHBIX MEXaHNYECKOM XENTYXOoWn
[06poKayYeCcTBEHHOTO reHe3a, COOTBETCTBME NMOCTAHOBKM AnarHo3a «MexaHundeckas )enTyxa» mexay-
HapoAHbIM KpuTepusM n KnnHnyeckmm MNpoTtokonam Pecnybnvkn KazaxcTtaH. Kputepusamm ncknioveHus
aBnAnuce: aybnupyrowmnecs nybnukauumn, ctatbn N0 MeXaHNYecKom xentyxe AobpokayecTBEHHOro
reHesa, HO He packpbiBalLLMe NeYeHre nNpu 3ToM 3aboneBaHun, u, crneaoBaTeNnbHO, He NoaxoasLne
no TemMaTuke, a Takxke aKcneprMeHTanbHble paboTbl Ha XXUBOTHbIX.

Pe3ynbTatbl M 06cyxaeHue. NposeaeH aHanu3 pasnuyHbiX BUAOB ONepaLnii Ha XenyeBbiBOAS-
LWMX NYTSX U NEYEHN NPU CUHAPOME MEXaHUYECKOM XENTYXN pasnmyHon atmonorum. CroxXHOCTb
neyvyeHns BOMbHbIX MEXaHNYECKON XeNTyXon obycnoBneHa TAXeCTbo UX NCXOAHOTO COCTOSIHUS.
PasBuBatowmecs xonecTas, )enyHas runepTeH3nsl, axonus Bbi3blBalOT rpybble yHKLMOHamMbHbIE U
MOpdonornyeckne N3MeHeHUs NevyeHun, KoTopblie NPUBOAST K CPABHUTENbHO ObICTPOMY PasBUTUIO
nevyeHO4YHON HeAOCTaTOYHOCTH, YTO 0bycnaBnMBaeT BbICOKUI NPOLEHT CMepTHOCTKW. MNouck nyTen
CHUXEHUS Yncna netanbHOCTU U OCNIOXHEHUI MHOTUX UccnegoBaTenen npueen K ToMy, 4To Ha ce-
roAHSILLHWIA AeHb cTana 6onee WNpPOoKO NPUMEHSATLCS ABYXdTanHas TakTUKa nieYeHuns C npuMeHeHnemM
ManoMHBa3NBHbLIX CNOCOOOB NnevyeHuns, nossonswwas 4obUTbCa MakcMManbHOro pesynsrara npu
MUHUManbLHON onepaLnoHHOM TpaBme. icnonb3oBaHne 3HAOCKONMUYECKOW NanunnocUHKTEPOTO-
MUK, Kak MeToaa Bblbopa npu MexaHUYeCcKom XenTyxe Ha hoHe XxoneaoxonuTnasa, BHe 3aBUCMOCTH
OT BO3pacTa M Hanu4msa ConyTCTBYIOLWNX 3aboneBaHuin, N B Ka4eCcTBe OCHOBHOrO MeToAa fevyeHus,
COMPOBOXAAETCS Pa3BUTMEM PsAA FPO3HbLIX OCIOXHEHWI, TAKUX Kak KDOBOTEYEHUE, OCTPbIN NaHKpe-
aTUT, OCTPLIA XONaHrUT, peTpoayoaeHansHas nepdopaumnsa n opyrnx, BosHukawwmx y 5,4-18,3%
nauMeHTOoB Mo AaHHbIM MHOTUX aBTOPOB. BO3MOXHO, 3TO 1 06BACHWO OTCYTCTBUE €ANHOTO MHEHNS
B OTHOLUEHMMW MaNOUHBA3UBHbIX METOAMK NeYeHus.

BbiBoAabl. Ha cerogHsa octaeTcs HENMOMHOCTLIO PeLUeHHbIM BONpoc 06 onTrManibHOM KOMMeKkce
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severe are those that are accompanied by persistent
obstruction of main bile ducts with subsequent devel-
opment of obstructive jaundice. The most frequent causes of
obstructive jaundice are cholelithiasis (15-40%) and tumor le-
sions of hepatopancreatobilary zone, making up 65-68% of all
jaundices [1, 2]. Gallstone disease (GD) today is fairly common
disease. Increase in incidence of cholelithiasis, noted in recent
decades, is accompanied by increase in frequency of its com-
plicated forms. Among the complications, stenosis of major
duodenal papilla (MDP) is most common - 47.6% and chole-
docholithiasis - 8.1-26.8% of patients [3]. Choledocholithiasis
is the most common cause of obstructive jaundice: from 48.8%
to 91% of cases, and MDPstones ampoule cause jaundice twice
as often as those of main bile ducts [4]. Stenosis of MDP leads
to obstructive jaundice in 50-60% according to Malyarchuk V.1.
and Pautkina Y.F. (2004) [5]. Despite the progressive develop-
ment of surgery, in operations performed at jaundice height,
mortality remains high and currently ranges from 4.6% to
19.1%. The incidence of postoperative mortality with jaundice
up to 10 days is 13.3%, with duration over two weeks it reach-
es 21.1-32.3% [5, 6, 7].
The aim of the study is to study modern approaches to the
treatment of obstructive jaundice of benign genesis in the con-
text of the development of science.

!- mong surgical diseases of hepatobiliary zone, the most

MATERIAL AND METHODS

A literature search was carried out on research in the fol-
lowing databases: Scientific Electronic Library, Scopus, Med-
line / PubMed. Forty-one publications containing data on the
treatment of obstructive jaundice of benign genesis were select-
ed for analysis. Search depth accounts for 15 years.

We included articles that met our inclusion criteria: sources
from 2003-2018, development of treatment methods, evalua-
tion of the effectiveness of treatment of patients with obstruc-
tive jaundice of benign genesis, the diagnosis of Obstructive
Jaundice is consistent with international criteria and Clinical
Protocols of the Republic of Kazakhstan.

Exclusion criteria were: duplicate publications, articles on
obstructive Jaundice of benign genesis, but do not reveal the
treatment in this disease and, therefore, are not appropriate in
subject, as well as experimental work on animals.

The study data were analysed using a unified and multivar-
iate analysis suitable for time-to-event data.

RESULTS AND DISCUSSIONS

The results of the studies analyzed confirm that the com-
plexity of the treatment of patients with obstructive jaundice is
due to the severity of their initial condition. In the shortest
possible time it is necessary to prevent severe complications of

Onsa untupoBaHus: Aitbaesa A.M., XKakues b.C. MexaHuuyeckas xentyxa 4O6pokayeCTBEHHOro
reHesa: coBpeMeHHas koHuenumsa neveHus (063op nutepatypsbl) // MeguumHa (Anmatsl). — 2019. —
Ne10-11 (208-209). — C. 87-93. DOI: 10.31082/1728-452X-2019-208-209-10-11-87-93
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nevyebHbIX MeEPONPUATUIA Y BOSbHBIX C MEXAHUYECKON XKENTYXON, YTO 06BbACHAET HEOOXOANMOCTb
NpoAokaTh UCKaTb BCE HOBbIE NMYTW peLleHns JaHHOW Npobnemsl.
KntouyeBble cnoBa: MexaHU4yeckas XenTyxa, ernyHokameHHas 60nesHb, XxonegoxonuTnas, ma-

obstructive jaundice - cholangitis, which occurs in most cases
against the background of cholestasis with secondary infection,
cholangiogenic abscesses of the liver, liver failure, biliary cir-
rhosis. Their frequency remains high, has no tendency to de-
crease and amounts to 35-54% according to various authors.
Helping such patients in order to prevent the above complica-
tions lies in the early decompression of the biliary tract [8, 9,
10, 11, 12].

The choice of decompression method, further treatment
tactics, and the prognosis of the disease are largely determined
by the correct and quickly established diagnosis. But due to the
diversity of etiology, the absence of pathognomonic symptoms
and laboratory signs characteristic of one or another cause of
jaundice, as well as the complexity of the anatomical and phys-
iological ratios of the hepatopancreatoduodenal organs, the
carly determination of the level and cause of the bile-excretion
unit remains a complex problem of urgent surgery. Along with
clinical and laboratory data, it is necessary to have specific,
reliable instrumental data on the presence of biliary hyperten-
sion, the nature and level of the bile-excretion unit [13, 14].

There are no generally accepted standards that determine
the effectiveness, advantages and disadvantages of various
methods for decompression of the biliary tract. Therefore, the
problem of choosing the method of instrumental preoperative
decompression of the bile ducts in the breast and its complica-
tions remains a subject of discussion [9].

Indications for the use of one or another method of biliary
tract decompression is determined individually, depending on
the clinical situation, the nature, level and extent of the bile
excretion block.

The advantage of minimally invasive surgical technologies
is the combination of high diagnostic and therapeutic efficacy
with low trauma, as well as the rapid obtaining of the “clinical
benefit” effect (reduction of functional impairments, improved
health, reduced pain intensity and weight gain). The indications
for one or another modern minimally invasive method of de-
compression of the biliary tract should be set individually de-
pending on the clinical situation, the nature, level and extent of
barriers to the outflow of bile, the capabilities of the hospital,
and the qualifications of specialists.

Treating patients with obstructive jaundice is due to the
severity of their initial condition. Developing cholestasis, bil-
iary hypertension, and acholia cause gross functional and
morphological changes in liver, which lead to relatively liver
failure rapid development [15]. Reparative processes in liver
after cholestasis elimination are in direct proportion to its dura-
tion. After cholestasis elimination with duration of 10 days,
normalization of the liver parenchyma structure occurs in first
15 days, with prolonged cholestasis (20 days), structural and
functional restructuring of organ is partially reversible, and
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after 25 daily cholestasis, liver structure restoration practically
does not occur due to the appearance of central veins [16].

Also one of the important factors determining surgery out-
come, is age of patients. Postoperative mortality in elderly and
old patients operated on at jaundice height is 3—10 times higher
than that in younger patients [17].

Search for ways to reduce the number of lethality and com-
plications of many researchers has led to the fact that today
two-stage treatment tactics with the use of minimally invasive
treatment methods has become more widely used, allowing to
achieve maximum result with minimal operating trauma. This
allows you to quickly remove patients from critical condition
with a small operational risk, especially for elderly and old
people [18]. Minimally invasive accesses, depending on access
to the ductal system, are presented in form of: 1. Retrograde
transrapillary access (ERCP in combination with papillosphinc-
terotomy, drainage, endoscopic balloon papilloidation). 2. An-
tegrade ductal, performed under ultrasound control, CT, X-ray
television, video paroscopy (percutaneous, transhepatic micro-
cholestostomy, cholangiostomy) [19].

It is believed that with mechanical jaundice on the back-
ground of ICD, endoscopic papillosphincterotomy (EPST) is
method of choice [20]. Endoscopic methods firmly occupied
leading positions, pushing aside classic surgical interventions.
Endoscopic technologies usage has significantly reduced the
mortality rate for cholangitis and breast cancer. However, in a
number of clinical situations, failures in transpapillary and in-
traductal endoscopic operations reach 20-30%, while compli-
cations and mortality — 10-15% [5]. Reason for unsuccessful
interventions, except for non-standard situations (12 pct diver-
ticulum, multiple stored and large stones, hepaticocholedochus
strictures, biliary fistulas), are technical errors and imperfection
of methods themselves. The principle of retrograde endoscopic
treatment is based on the effect on sphincter of Oddi so that
stones can independently retreat into the duodenum or can be
removed by catheter with inflated balloon at the end or basket
of Dormia [21]. Successful endoscopic papillosphincterotomy
with stone removal is possible in 75-95% of patients, it is not
possible to perform EPST in 1-13% of cases. Most authors
consider EPST justified in case of stone infringement in MDP,
cicatricial papilla narrowing, combination of bile ducts lesions
in the form of lithiasis and MDP stenosis. However, some spe-
cialists consider indications for endoscopic papillosphincterot-
omy with choledocholithiasis to be relative, especially in young
people, in patients with mild jaundice, with not high or moder-
ate risk of surgery. This approach is explained by desire to
preserve the sphincter apparatus of the major duodenal papilla,
to avoid possible complications after endoscopic pilosphincter-
otomy [22]. At the same time, it is believed that endoscopic
papillosphincterotomy should be used as the method of choice
for obstructive jaundice against the background of choledocho-
lithiasis, regardless of age and concomitant diseasespresence,
as the main treatment method, as well as the first stage of oper-
ation aimed at eliminating causes of jaundice [23]. Lack of
consensus is probably explained by possible development of
terrible complicationsnumber, such as bleeding, acute pancre-
atitis, acute cholangitis, retroduodenal perforation, and others,
occurring in 5.4-18.3% of patients. Mortality after EPST ac-
cording to literary data is 0.6—1.6% [24]. According to some

authors, complications in most cases depend on technique of
performing endoscopic papillosphincterotomy than on clinical
manifestations of disease and general status of the patient, al-
though both factors influence the outcome [25]. For prevention
of a complications number after EPST, nasobiliary drainage of
common bile duct or hepaticocholedochus endoprosthesis be-
gan to be performed today. Studies of experience of using en-
doscopic papillosphincterotomy at the height of jaundice
compared with traditional surgical interventions have shown
reduction in complications from 22% to 2%, decrease in mor-
tality by 4.4 times [26]. However, there are studies that show
that preoperative endoscopic papillosphincterotomy increases
total number of complications that could have been avoided
with traditional approach (J.P. Neoptolemos, 1989). Attempts
to reduce the incidence of complications after EPST, as well as
preserve anatomical integrity of papilla, led to the development
and introduction into clinical practice of method of endoscopic
balloon dilatation of papilla [27, 28].

The use of endoscopic transpapillary interventions is not
always possible and in some cases is rather difficult. Billroth II
stomach resection, as well as in presence of parapapillary di-
verticulum. In such cases, percutaneous, transhepatic endobil-
iary decompression methods are used under ultrasound, CT,
and rengen-television monitoring. Low trauma of these inter-
ventions on biliary ducts, they are highly effective as way of
people preoperative preparation of patients, but also as an inde-
pendent minimally invasive surgical method of treatment,
contributed to its rapid spread [29, 30].

Takao Itoi et al. (2010), Wiriyaporn Ridtitid, Rungsun
Rerknimitr (2012) for acute cholangitis, accompanied by ob-
structive jaundice, suggest the use of transnasal endoscopic
biliary drainage [31, 32].

In conditions of purulent cholangitis, preference should be
given to external drainage of the ducts until their complete re-
habilitation and antibacterial therapy, taking into account the
association of aerobic and anaerobic microbial flora in 70% of
cases. In percutaneous transient nocturnal cholangiostomy, the
following complications are encountered: catheter migration,
bile bleeding into the abdominal cavity and biliary peritonitis,
hepatic and renal failure, etc. Complications develop in 4.5-5%
of patients, mortality is 2.6—16.6.6%. Moreover, mortality di-
rectly related to this method is relatively low (less than 5%),
and mortality due to common causes, including the progression
of hepatic renal failure, can reach 21.3% [33].

External cholecystostomy is most acceptable in the com-
plex therapy of acute pancreatitis complicated by obstructive
jaundice. A paw is performed: endoscopic cholecystostomy and
percutaneous hepatic cholecystostomy under ultrasound control
or cholecystostomy from mini access. Many researchers prefer
microcholecysostomy under ultrasound control, explaining
their choice by relative ease of implementation, safety, high
efficiency, and small number (0.5-2.3%) of complications [34].
In connection with development of new surgical technologies,
the improvement of surgical instruments, as well as accumula-
tion of experience with laparoscopic operations, publications
have appeared about the possibility of treating JCB, complicat-
ed by impaired terminal section, in a one-step manner. It con-
sists in performing a laparoscopic or cholecystectomy mini-ap-
proach combined with intervention on the common bile duct
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[6]. In literature, the percentage of complications in two-stage
approach (EPST with subsequent laparoscopic cholecystecto-
my) is lower than in “open” interventions, but higher than in
laparoscopic choledocholithotomyuse. Despite this, in recent
years in domestic and foreign literature it has not been possible
to find publications specifically devoted to the application of
these methods in emergency surgery for choledocholithiasis
treatment complicated by obstructive jaundice.

According to A.I. Ikramova et al. (2014), new perspectives
in the development of surgery, including biliary surgery, are
mainly associated with the widespread introduction into clini-
cal practice of new high-tech diagnostic methods and minimal-
ly invasive surgical interventions that reduce the risk of surgery
and expand the possibilities of surgical treating patients. New
opportunities for non-invasive diagnosis of lesions of the bile
ducts opens magnetic resonance cholangiopancreatography,
which allows obtaining images of the bile ducts similar to those
of endoscopic retrograde cholangiography [35].

Thus, analyzing literature data in presence of variety of
methods for the treatment of obstructive jaundice, each of them
has its own advantages and disadvantages. Currently, there is
no clear algorithm for application of a particular technique.
With seeming diversity of choice, there is a tendency of most
surgeons to use in practice methods that have been worked out
by them or confirmed their effectiveness. To date, question of
duration of biliary tract decompression and radical operation
optimal timing remains controversial. According to various
authors, these periods vary from 1-2 weeks after decompression
to 4-6 weeks after normalization of bilirubin levels [36].

Modern ideas about the pathophysiology of cholestasis are
based primarily on experimental, biochemical, and instrumen-
tal research data supplemented by clinical observations and,
despite the progress of medical science, are still hypothetical.
In case of mechanical jaundice, an obstacle to the flow of bile
from hepatic acini occurs. Increasing the pressure above 2.7
kPa (270 mm wg. Art.) In the bile capillaries leads to rupture of
contacts between hepatocytes and bile penetrates into the Diss
spaces, and then into the lymph and blood. With a pressure over
300 mm of waters. Art. bile can fall into sinusoids. The tran-
shepatocytic reverse bile flow is also considered possible due
to a change in the electrical charge on the hepatocyte mem-
branes. In addition, part of the bile under increased pressure at
the port triad level seeps into the connective tissue of the triads,
and then into the lymphatic capillaries located here, then enter-
ing the blood. An increase in the content of bile acids in the
blood can cause erythrocyte hemolysis, leukocytolysis, de-
creased blood clotting, an increase in membrane permeability
and the development of an inflammatory process at the site of
contact with tissues: hepatic necrosis, peritonitis, acute pancre-
atitis [37]. When the pressure in the bile capillaries increases,
the microcirculation and blood supply to the liver cells are
disturbed, the membranes of the bile ducts and hepatocytes are
damaged. The secretion of bilirubin and bile acids can be com-
pletely stopped, while bile becomes colorless (white bile) and
resembles mucous fluid.

The pathogenesis of liver cell damage in mechanical jaun-
dice syndrome is damage to the hepatocyte membranes by re-
ducing the phosphatidylcholine content in them; in metabolic
disorders of oxidative processes (accumulation of free fatty
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acids and triglycerides in hepatocytes), leading to oxidative
stress; Kupffer cell secretion of proinflammatory cytokines;
transformation of endothelial cells into fibroblasts; develop-
ment of insulin resistance leading to impaired lipogenesis,
glucose metabolism.

It has been established that, with a short (several days)
blockade of bile outflow, a relative adaptation of hepatocytes to
cholestasis develops, which is accompanied by a decrease in
bile secretion and a decrease in the activity of some liver en-
zymes. During prolonged obturation of the biliary tract, these
adaptive mechanisms break down [38].

The progression of liver failure in obstructive jaundice,
many experts associate with rapid decompression of tract bil-
iary and active diversion of bile out into the intestinal tract. It
was revealed that in acute blockade of bile outflow, the relative
adaptation of hepatocytes to cholestasis develops, which is
accompanied by decrease in bile secretion and decrease in ac-
tivity of some liver enzymes. With long-lasting obturation of
bile ducts, these adaptive mechanisms for cholestasis are dis-
rupted, which leads to a deepening of dystrophic changes in
hepatocytes and development of focal necrosis in liver. Surgery
accompanied by simultaneous and rapid elimination of biliary
hypertension and activation of the cytolytic process in liver also
leads to breakdown of the adaptation of hepatocytes to
cholestasis with acute liver failure development. At rapid rate
of decompression of biliary tract, "withdrawal syndrome" de-
velops for hepatocytes, which causes rapid change in intrahe-
patic blood flow and development of functional and morpho-
logical changes, and this, along with other factors, contributes
to acute liver failuredevelopment.

Studies show that patients with mechanical jaundice often
have hemorrhagic complications, thrombosis and emboli. The
main role in the development of these complications belongs to
violations of the humoral regulatory systems of the body - co-
agulation, fibrinolytic, kallikrein-kinin [39]. It is these disorders
of micro-rheology and coagulant properties of blood, micro-
thrombotic and micro-fibronemboli, changes in capillary per-
meability that underlie the circulatory disorders of vital organs
and are the leading cause of their functional insufficiency,
which most often manifests as hepato-renal syndrome.

Kidney damage in obstructive jaundice is not associated
with the release of substances affecting the kidney, as was sug-
gested earlier, but with infection and septicemia caused by
cholangitis accompanying obstructive jaundice, a decrease in
the efficiency of renal perfusion and a subsequent decrease in
glomerular filtration. It has been experimentally proven that
mechanical jaundice does not in itself cause glomerular filtra-
tion disorders [40].

These factors make us look for new approaches in the treat-
ment of these patients. The results of treatment can be improved
through the use of more benign interventions, the main purpose
of which is diagnosis, separation of treatment of obstructive
jaundice into two stages, with the biliary tract decompression
being carried out at the first stage as preparation for the main
stage of treatment. cases and complete replacement of surgical
treatment. However, a number of methods for biliary tract de-
compression (laparoscopic cholecystostomy, endoscopic papil-
losphincterotomy, nasobiliary drainage) for obstructive jaun-
dice are often not feasible for various reasons. An important
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role in the outcome of mechanical jaundice is played by the
development of the syndrome of endogenous intoxication,
which is the main factor shaping the clinical picture of the
disease and determining the nature and outcome of the disease.
The large role of endogenous intoxication in the pathogenesis
of obstructive jaundice of non-tumor etiology determines the
importance of timely and intensive complex therapy, which can
prevent the development of irreversible disturbances in the
structure and function of many organs and systems and facili-
tates the processes of repair and adaptation [39].

The vast majority of surgeons recommend starting treat-
ment with conservative events in almost all patients. The ex-
ception is made by patients with a clinical picture of peritonitis
at whom operative treatment is carried out in the emergency
order.

Conservative preoperative therapy should be aimed at im-
proving the properties and structure of cell membranes, elimi-
nating the resulting cytopenia, correcting the hemostatic sys-
tem, protein and electrolyte imbalance, rheological disorders,
arresting activation of the pathological process in the liver, re-
ducing intoxication, hypoxia , restoration of energy potential,
elimination of liver failure and inflammatory infectious phe-
nomena in the bile ducts [41].

Comprehensive treatment of breast cancer in some cases
may be ineffective in preventing liver failure, according to lit-
erary data - in 54% of patients. Conducting traditional infusion
therapy, consisting of solutions of dextrose (glucose) and crys-
talloids, as well as forced diuresis, can “reduce the level of
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