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The urgency of the study is due to the aggressiveness of esophageal cancer and
cardioesophageal cancer, low survival rate of patients, the need for further development
aimed at improving the consequences of surgical intervention, the effectiveness of
which can be evaluated with the help of determining the quality of life of these patients.
The aim of the work is to assess the quality of life of patients with esophagus cancer
and cardioesophageal cancer after radical surgery, depending on the variant of the
formed esophagogastroanastomosis based on the analysis of indicators of the general
condition of patients and the severity of esophageal-gastric symptoms at different
stages of observation. 60 patients with cancer of the esophagus and cardioesophageal
cancer after proximal gastrectomy with resection of the esophagus accesses of Lewis
or Osawa Garlock were subject to questioning. The patients were divided into two
groups: the study group consisted of 30 patients who had developed the mechanical
invagination of the esophagogastro-anastomosis developed and protected by the
Ukerainian patent, the comparison group made up 30 patients who had the end-to-side
mechanical esophagogastroanastomosis formed. Quality of life was assessed before
surgery and at 3, 6, and 12 months after surgery. The EORTC QLQ-C30 V.3 questionnaire
was used to assess the general condition of the patients, and the EORTC QLQ-0OG25
questionnaire was used to assess the presence of specific gastrointestinal symptoms.
Statistical analyses were performed using EZR v.1.35 software (Saitama Medical Center,
Jichi Medical University, Saitama, Japan, 2017), which is a graphical user interface for
R (The R Foundation for Statistical Computing, Vienna, Austria). To analyze the dynamics
ofthe indicators, the Friedman criterion was used for repeated measurements, pairwise
comparisons were performed according to the Conover criterion. To verify the validity of
the differences between dependent samples, the non-parametric W-criterion of
Wilcoxon was used. It was established that the general condition of the patients after
surgery, assessed by the EORTC QLQ-C30 V.3 scales, did not depend on the method
of formation of esophagogastroanastomosis. The results of the study of the quality of
life of patients after surgery with various ways of forming esophagogastroanastomosis
modulo EORTC QLQ-OG25 showed significantly lower frequency rate of symptoms
such as reflux, pain and discomfort in the stomach, nutritional problems in front of
other people and a sense of physical unattractiveness in the group of patients for which
formation of a mechanical invagination esophagogastroanastomosis was applied.
Keywords: quality of life, EORTC QLQ-C30 V.3 questionnaire, EORTC QLQ-OG25
questionnaire, esophageal cancer, cardioesophageal cancer, proximal gastrectomy
with esophageal resection, Lewis or Osawa-Garlock accesses,
esophagogastroanastomosis.

Introduction

For a long time survival and absence of recurrence in  oncological diseases, especially esophageal and stomach
patients of oncologic profile were considered as one of the  cancers, where survival of up to 5 years after the diagnosis
most important parameters for assessing the outcome of is critically low [23], and the 5-year survival rate of patients
the treatment. However, given the aggressiveness of  with esophageal cancer, both operated and not operated,
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is roughly the same levels [11], there was a need to apply
another indicator of the effectiveness of treatment, aimed
at assessing the state of health of the patient. For this
reason, the concept of quality of life related to health
(HRQoL - Health-Related Quality of Life) is currently being
used. The essence of the term "quality of life" (HRQoL)
consists in perceiving patients the positive and negative
aspects of their lives associated with the disease and its
treatment [9]. The development of the HRQoL assessment
was initiated by the European Organization for the Study
and Cure of Cancer (EORTC) in 1980. The overall clinical
questionnaire EORTC QLQ-C30 V.3 has been developed
as a result of international large-scale clinical cancer
research, which provides an opportunity to assess the
general condition of oncologic profile patients [1] and a
number of specific questionnaires, including the EORTC
QLQ-0OG25, an add-on module that allows assessing the
quality of life in patients with esophageal cancer and
cardioesophageal cancer by indicating the presence of
specific esophagus-gastric symptoms [16].

Modern world standards for treating cancer of the
esophagus, including preoperative chemo- and
chemoradiation therapy, severe and extensive radical surgery
and post-operative therapy aimed at improving survival rates
and survival time without relapses, can compete with the
deterioration of quality of life, which manifests itself in a
difficult general condition. patients after treatment, native
problems, low level of emotional and social status of patients
[14]. At the same time, the overwhelming majority of patients
with esophageal or stomach cancer, aware of the severity of
their disease, indicate that improving the quality of life is
their main goal of treatment [13, 20]. In view of this, HRQL is
a fundamental part of the treatment of surgical oncology,
especially in esophageal and stomach cancer [7]. Therefore,
we consider it necessary to find out whether the option of
treatment can influence the quality of life of patients with
esophageal cancer and cardioesophageal cancer.

The purpose of the work - based on the analysis of
indicators of the general condition of patients and the
severity of the esophageal-gastric symptoms at different
stages of observation, assess the quality of life of patients
with esophageal cancer and cardioesophageal cancer,
depending on the variant of the formed
esophagogastroanastomosis.

Materials and methods

The research was based on the materials of surgical
treatment and clinical examination of 60 patients with
esophageal cancer and cardioesophageal cancer who
were on the examination and in-patient treatment in the
department of surgery of the gastrointestinal tract of the
0.0. Shalimov National Institute of Surgery and
Transplantology for the period from 2015 to 2018 and
survival of which was not less than a year. All patients
performed proximal resection of the stomach with resection
of the esophagus by accesses of Lewis, or Osawa Garlock.

By blind randomization method, the patients were divided
into two groups depending on the chosen method of
forming the esophagogastroanastomosis. The study group
included 30 patients who undertook the formation of a
mechanical invagination esophagogastroanastomosis
developed at the institute and protected by the patent of Ukraine
[22]. The comparison group also included 30 patients who
performed the formation of a mechanical circular
esophagogastroanastomosis end-to-side. Taking into
account the fact that the period from two to four weeks is not
enough to observe significant changes in the quality of life in
such patients [21], we estimated the quality of life of the patients
of both groups under study for surgery and at 3, 6 and 12
months after surgery. For this purpose, questionnaires were
used: EORTC QLQ-C30 V.3 - to assess the general condition
of patients [1] and EORTC QLQ-OG25 - to assess the
presence of specific gastrointestinal symptoms [16]. For this
study, the most important are the following indicators: global
health status, physical, emotional and social functioning,
fatigue, dysphagia, reflux, pain when swallowing, pain and
discomfort in the stomach area.

To calculate responses, a linear transformation of the
standard pre-calculation is used, forming ranges from 0 to
100 [10]. The indicators of quality of life and the severity of
the symptoms we received were interpreted as follows: for
functional scales and the scale of the global status of life,
a higher rate corresponded to a higher quality of life, while
for symptomatic scales, higher rates showed more
pronounced symptoms of the disease.

Statistical data processing was carried out in the
package EZR v. 1.35 (Saitama Medical Center, Jichi Medical
University, Saitama, Japan, 2017), representing a graphical
interface to R (The R Foundation for Statistical Computing,
Vienna, Austria). To analyze the dynamics of the indicators
used Friedman criterion for repeated measurements [12],
paired comparisons were conducted according to the
Conover criterion [3]. To verify the validity of the differences
between dependent samples, the non-parametric W-
criterion of Wilcoxon was used.

The formed groups that were compared comparable to
the frequency distribution of patients by age, sex, histological
type of tumors, stage of the disease and the localization of
the malignant process. All patients, according to NCCN
recommendations, passed the standard neoadjuvant
therapy courses: for squamous cell carcinoma - radiotherapy
of TFD 45 Gy, RAB 1.8 Gy. and polychemotherapy Cisplatin
75-100 mg/m? at 1 and 29 day and 5-fluorouracil 750-1000
mg/m? at 1-4 and 29-32 days; for adenocarcinoma -
oxaliplatin 75-100 mg/m? at 1 and 29 day and 5-fluorouracil
750-1000 mg/m? at 1-4 and 29-32 days [2].

Results

The results of the assessment of the quality of life in the
dynamics based on the indicators of the general condition
of patients whom was formed the end-to-end mechanical
circulatory esophagogastroanastomosis (the comparison
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group) are given in Table 1.

During the analysis of the global health status, its change
was detected for 12 month of follow-up (p<0.001 for the
Friedman criterion for repeated sampling). On 3 month
surveillance index of global health status has decreased
(p<0.05 by Conover criterion), on 6 month there is an
increase in it compared with the indicator before surgery
and a value on 3 month (p<0.05 in both cases). On 12
month, the indicator had the highest value (p<0.05) for all
measurement points (see Table 1).

In analyzing the physical functioning of patients, a
decrease in this indicator on 3 month after surgery was
noted as compared to the corresponding indicator before
surgery (p<0.05), with that starting on 6 month after surgery,
this figure increased and was higher than the rate on 3
month of evaluation (p<0.05), however, it did not significantly
differ from the patient evaluation score before surgery
(p>0.05). On 12 month the indicator remained constant
and had no statistical difference from the 6-month indicator
and before surgery (p>0.05) (see Table 1).

When analyzing the indicator of emotional functioning at
the time of evaluation before surgery and on 3 month after
surgery, the level of the indicator is low and has no statistically
significant difference (p>0.05). However, since 6 month after
surgery, there is an increase in this indicator (p<0.001)
compared with the indicators before the operation and on 3
month. On 12 month after operative treatment, this indicator
is the highest (p<0.05) (see Table 1).

The indicator of social functioning was the lowest on 3
month after surgical treatment (p<0.05). However, it has
been growing since 6 month and became the highest for
all 12-month evaluation periods after surgical intervention
(p<0.05) (see Table 1).

When evaluating fatigue, the highest severity of this
symptom was detected on 3 month after surgical
intervention in comparison with all stages of the
assessment of the indicator (p<0.05). At the same time,
there was a decrease in this indicator on 6 month in
comparison with the indicator before operative intervention
and the indicator on 3 month (p<0.05). For all periods of
evaluation, the fatigue index was the lowest on 12 month of
observation of patients (p<0.05) (see Table 1).

The results of the assessment of the quality of life in the
dynamics on the indicators of the general condition of
patients who were formed invagination
esophagogastroanastomosis (study group) are given in
Table 2.

The change in the global health status of patients in the
study group during the 12-month follow-up (p<0.001 by
Friedman's criterion for re-sampling) was found. On 3 month
of surveillance global health status has decreased (p <0.05
by Conover criterion), on 6 month this indicator has
increased in comparison with the indicator before the
surgical intervention and the value on 3 month (p<0.05 in
both cases). On 12 month the indicator had the highest
value (p<0.05 for all measuring points) (see Table 2). When

Table 1. Dynamics of indicators of the questionnaire EORTC QLQ-C30 V.3 in the comparison group.

Indicator Me @ - G,) (n730) p
Before 3 months 6 months 12 months
GHS/QI Global health status (questions 29, 30) 42 (33-50)* 33 (33-42)*s8 49 (42-50)* 67 (58-67)* <0.001
1. PF2 Physical functioning (questions 1-5) 60 (47-73)* 50 (47-53)* 67 (53-67)* 67 (67-67)* <0.001
2. RF2 Role functioning (questions 6, 7) 58,5 (50-67)* 33 (33-50)*&¢ 67 (50-67)* 67 (50-67)* <0.001
3. EF Emotional functioning (questions 21-24) 58 (42-67)% 50 (42-67)% 67 (50-67)*% 75 (67-83)** <0.001
4. CF Cognitive functioning (questions 20, 25) 75 (67-83)% 67 (67-83)% 83 (67-83)* 83 (83-100)** <0.001
5. SF Social functioning (questions 26, 27) 67 (50-67)#S 33 (33-33)*88 67 (50-83)*#8 67 (67-83)*# <0.001
1. FA Fatigue (questions 10, 12, 18) 67 (56-78)#s 83,5 (67-100)*¢S 33 (33-44)*# 33 (0-33)*#& <0.001
2. NV Nausea and vomiting (questions 14, 15) 17 (0-50)% 17 (0-17)88 0 (0-17)*# 0 (0-0)+ <0.001
3. PA Pain (questions 9, 19) 50 (33-50)#$ 33 (17-33)*88 8,5 (0-17)*# 0 (0-0)** <0.001
1. DY Dyspnea (question 8) 33 (33-67)% 33 (33-67)% 0 (0-33)** 0 (0-33)** <0.001
2. SL Insomnia (question 11) 33 (33-67)% 33 (33-67)% 33 (0-33)** 0 (0-33)** <0.001
3. AP Loss of appetite (question 13) 67 (67-67)%S 33 (33-33)*88 0 (0-33)** 0 (0-0)*# <0.001
4. CO Constipation (question 16) 33 (0-33)%s 16,5 (0-33)*&S 0 (0-0)* 0 (0-0)*# <0.001
5. DI Diarrhea (question 17) 0 (0-0)* 33 (0-33)*es 0 (0-0)* 0 (0-0)* <0.001
6. Fl Involvement (question 28) 33 (0-33)#&$ 100 (67-100)*¢ 100 (67-100)* 100 (67-100)** [ <0.001

Notes: here and thereafter, median value (Me), values of the first and third quartiles (QI-Qlll) were calculated for data presentation; for
analyzing the dynamics of the indicators, the Friedman criterion was used for repeated measurements, the pair comparisons were
conducted according to the Conover criterion (Conover, 1999): * - the difference from the indicator before the treatment is statistically
significant (p<0,05), # - the difference from the indicator on the 3 month is statistically significant, & - the difference from the indicator on
the 6 month is statistically significant, ® - the difference from the indicator on the 12 month is statistically significant.
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Table 2. The dynamics of the EORTC QLQ-C30 V.3 questionnaire for the study group.

. Me (Q,- Q,), (n=30)
Indicator p
Before 3 months 6 months 12 months
GHS/QI Global health status (questions 29, 30) 42 (33-50)8 33 (33-42)*88 50 (48-50)*#% 62,5 (58-67)* | <0.001
1. PF2 Physical functioning (questions 1-5) 53 (47-73)#8 47 (47-53)* 67 (67-67)* 67 (67-67) <0.001
2. RF2 Role functioning (questions 6, 7) 67 (50-67)* 33 (17-33)*88 67 (50-67)* 67 (50-67)" <0.001
3. EF Emotional functioning (questions 21-24) 58 (42-58)% 50 (42-50)% 67 (50-75)* 75 (75-83) <0.001
4. CF Cognitive functioning (questions 20, 25) 67 (67-83)% 67 (50-67)% 83 (67-83)* 83 (67-83)** <0.001
5. SF Social functioning (questions 26, 27) 67 (50-67)* 33 (33-50)* 67 (50-83)* 67 (67-83)** <0.001
1. FA Fatigue (questions 10, 12, 18) 78 (56-89)5 100 (78-100)*%¢ | 385 (33-44)*s | 33 (0-33)* | <0.001
2. NV Nausea and vomiting (questions 14, 15) 41,5 (33-50)%$ 17 (0-17)*88 0 (0-17)** 0 (0-17)** <0.001
3. PA Pain (questions 9, 19) 41,5 (33-50)%s 17 (17-33)*8 0 (0-17)** 0 (0-17)** <0.001
1. DY Dyspnea (question 8) 33 (33-67)% 33 (33-33)% 0 (0-0)* 0 (0-0)*# <0.001
2. SL Insomnia (question 11) 33 (33-33)% 33 (33-33)% 33 (0-33)** 0 (0-33)*# <0.001
3. AP Loss of appetite (question 13) 67 (67-67)" 33 (33-33)*s 0 (0-33)* 0 (0-33)* <0.001
4. CO Constipation (question 16) 33 (0-33)#s 0 (0-33)* 0 (0-0)* 0 (0-0)* <0.001
5. DI Diarrhea (question 17) 0 (0-0)* 33 (33-33)*ss 0 (0-0)* 0 (0-0) <0.001
6. Fl Involvement (question 28) 33 (33-33)s 100 (67-100)* 100 (67-100)* | 100 (67-100)* | <0.001

comparing the global health status of the study group and
the comparison group at the time before the surgery, 3, 6
and 12 month after a surgical intervention, no statistically
significant differences were found (p=0.50, p=0.90, p=0.80,
p=0.70, respectively, according to the W-Wilcoxon criterion
for dependent samples) (see Table 1, 2)

In analyzing the physical functioning of patients, a
decrease in this indicator on 3 month after surgery was
noted (p<0.05), with the increase starting from 6 month
after surgery, which was higher than the rate on 3 month of
evaluation and measure before surgical intervention
(p<0.05). On 12 month, the indicator remained constant
and did not have a statistical difference from 6 month and
an indicator before surgical intervention (p>0.05) (see Table
2). When comparing the indicators of the study group and
the comparison there were no true difference between the
indicators before the surgery, and after 3, 6 and 12 month
of estimates (p=0.50, p=0.20, p=0.97, p=0.50, respectively)
(see Table 1, 2).

When analyzing the indicator of emotional functioning
at the time of evaluation before surgery and on 3 month
after surgery, its value is low, but it has no statistical
difference (p>0.05). However, since 6 month after surgery,
there is an increase in this indicator (p<0.05) compared
with the indicators before the operation and on 3 month.
On 12 month after operative treatment the indicator is the
highest (p<0.05) (see Table 2). Comparing the indices of
the study group and the control group, there was no
difference between the indicators before the surgery, after
3, 6 and 12 months (p=0.40, p=0.97, p=0.40, p=0.40,
respectively) (see Table 1, 2).

The indicator of social functioning was the lowest on 3
month after surgical treatment (p<0.05). However, it has

been growing since 6 month and also remained stable for
12 month after surgical intervention (p>0.05) (see Table 2).
Comparing the indicator of social functioning of the
research group and the comparison group in the period
prior to surgery, there was no statistically significant
difference between the indices (p=0.50). However, when
comparing the indicator on 3 month it was lower in the
comparison group (p=0.04). However, in the assessment
periods on 6 and 12 month after a surgical intervention
statistically significant difference between the indicators
was not observed again (p=0.70, p=0.50, respectively) (see
Table 1, 2).

When estimating fatigue rate, the greatest fever of this
symptom was observed on 3 month after surgery and was
more pronounced in comparison with all stages of
assessment of patients (p<0.05). At the same time, there
was a decrease in this indicator on 6 month in comparison
with the indicator before operative intervention and an
indicator of 3 month (p<0.05). The lowest fatigue rating for
all periods was on 12 month of patients observation
(p<0.05) (see Table 2). When comparing the indicators of
the study group and the comparison there was no true
difference between the indicators before the surgery, after
3, 6 and 12 months (p=0.09, p=0.10, p=0.70, p=0.40
respectively) (see Table 1, 2).

Thus, the analysis of the EORTC QLQ-C30 V.3
questionnaire indicators shows a decline in the functional
scales immediately after surgery and their gradual increase
during the 12 months of follow-up, as well as the highest
severity of symptoms prior to surgical treatment and their
gradual reduction to 12 month of following-up symptomatic
scales in both groups of comparison.

We have also analyzed the specific aspect of the quality
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Table 3. Dynamic of indicator EORTC QLQ-OG25 for the comparison group.
e (Q -Q,) (n=30)
Indicator p
Before 3 months 6 months 12 months
1. Dysphagia (three questions) (questions 1, 2, 3) 56 (44 - 67)%s 11 (0 -17)%8 11 0-11)* 1] 11(0-11)* | <0.001
2. Restricting food intake (four questions) (question 4, 5, 6, 7) 58 (42 - 67)%s | 25 (17 -33)% | 17 (0 - 25)** | 12,5 (0-17)* | <0.001
3. Reflux (questions 8, 9) 0 (0-17)*s 50 (50 - 67)* | 50 (50 - 67)* | 50 (50 - 67)* | <0.001
4. Odynophagia (questions 10, 11) 7 (50 - 83)%s [ 17 (17 -17)% [ 85(0-17)* | 0(0-17)* [ <0.001
5. Pain and discomfort in the stomach (questions 12, 13) 3 (33 -33)%s 17 (0 -17) 17 (0-17)* 17 (0-17)* | <0.001
6. Anxiety and worry (questions 14, 15) 3 (33-50)*¢ | 50 (33-67)*% | 33 (0-33)* | 17 (0 - 33)** | <0.001
Problems with food to other people (question 16) 0 (0-33) 0 (0 -33)® 0 (0-33) 0 (0 - 0)** <0.02
Dry mouth (question 17) 33 (0 - 33)#s 0 (0 - 33)* 0(0-0) 0(0-0)* <0.001
Problems with a taste of food (question 18) 0 (0 - 33)8¢ 0 (0 - 33)¢ 0(0-0)* 0 (0 -0)+# <0.001
Feelings of physical unattractiveness (question 19) 33 (33-67)° 33 (33-67)% | 33(33-33)*| 33(0-33)* | <0.001
Complicated dipping of saliva (question 20) 0(0-0) 0(0-0) 0(0-0) 0(0-0) >0.99
Shortness of breath while swallowing (question 21) 0(0-0) 0(0-0) 0(0-0) 0(0-0) >0.99
Coughing (question 22) 0(0-0) 0(-0) 0(0-0) 0(0-0) =0.90
Problems with the ability to speak (question 23) 0(0-0) 0(-0) 0(0-0) 0(0-0) >0.99
Weight loss (question 24) 67 (33-67)% | 67 (33-67)% 3(0-33)%* | 33(0-33)* | <0.001
Table 4. Dynamic of indicator EORTC QLQ-OG25 for the comparison group.
] Me (Q, - Q,), (n=30)
Indicator p
Before 3 months 6 months 12 months
1. Dysphagia (three questions) (questions 1, 2, 3) 50 (44 - 67)%s 1(0-11)* 11 (0-11)* 11 (0-11)* | <0.001
2. Restricting food intake (four questions) (question 4, 5,6, 7) | 54 (33 -67)%% | 21 (17 -25)* | 17 (8 -17)* | 17 (0-17)* | <0.001
3. Reflux (questions 8, 9) 0 (0-17)y"s 33 (33 -50)* | 33 (33 - 50)** | 33 (33 - 33)** | <0.001
4. Odynophagia (questions 10, 11) 67 (50 - 83)*8 | 17 (17 -17)*8 | 0 (0 -17)* 0(0-17)%# | <0.001
5. Pain and discomfort in the stomach (questions 12, 13) 33 (33 - 33)%s 0(0-17) 0(0-17) 0(0-17)* <0.001
6. Anxiety and worry (questions 14, 15) 33 (33-50)%¢ | 50 (33-50)* [ 17 (0 - 33)* 7 (0 -33)%* | <0.001
Problems with food to other people (question 16) 0(0-0) 0(0-33) 0(-0) 0(0-0) =0.06
Dry mouth (question 17) 33 (0 - 33)#s 0(0-0)* 0(0-0) 0(-0) <0.001
Problems with a taste of food (question 18) 0 (0 - 0)*s 0 (0 - 33)*s 0 (0 -0)+* 0 (0-0)* <0.001
Feelings of physical unattractiveness (question 19) 33 (33-67)¢ 33 (33-33)° 33(0-33)* | 33(0-33)* | <0.004
Complicated dipping of saliva (question 20) 0(0-0) 0(0-0) 0(0-0) 0(0-0) >0.99
Shortness of breath while swallowing (question 21) 0(0-0) 0(0-0) 0(0-0) 0(0-0) >0.99
Coughing (question 22) 0(0-0) 0(0-0) 0(0-0) 0(0-0) =0.90
Problems with the ability to speak (question 23) 0(0-0) 0(0-0) 0(0-0) 0(0-0) >0.99
Weight loss (question 24) 67 (33-67)* | 67 (33-67)% | 33(0-33)* | 33(0-33)* | <0.001

of life of patients after esophagectomy. The results of the
assessment of the quality of life in the dynamics based on
the indicators of the presence of specific esophageal-gastric
symptoms in patients whom were formed the end-to-side
mechanical circulatory esophagogastroanastomosis
(comparison group) are shown in Table 3.

Analysis of data of specific esophageal-gastric
symptoms of patients in the comparison group shows that
during the 12 months of the observation there is a change
in the severity of the symptom of dysphagia (p<0.001). The

most pronounced symptom of dysphagia was observed at
the assessment stage prior to surgical treatment. On 3
month of the observation, it has significantly decreased
(p<0.05) and continued its decline on 6 month of
observation. On 12 month the assessment rate has not
changed compared to 6 month of estimates (p>0.05) (see
Table 3).

The evaluation of the symptom of reflux showed its
lowest severity at the stage prior to surgical intervention.
Starting from 3 month the assessment of this indicator
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Fig. 1. Histograms of value distribution rate of reflux in the comparison group (A) and study group (B): 1 - before treatment, 2 - 3 months

later, 3 - 6 months later, 4 - 12 months later.
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Fig. 2. Histograms for the distribution of values of the pain and discomfort index in the stomach area in the comparison group (A) and the
study group (B): 1 - before treatment, 2 - 3 months later, 3 - 6 months later, 4 - 12 months later.

has become significantly higher (p<0.05). It remained at
the same high level for 6 and 12 month of estimates
(p>0.05) (see Table 3).

Pain when swallowing was also most pronounced in
patients before surgery and began to decrease from 3
month of estimates (p <0.05). On 6 month the score shows
an even lower value (p <0.05). However, on 12 month of the
assessment remains constant and does not differ from
the assessment on 6 month after surgical intervention (p>
0.05) (see Table 3).

When evaluating pain and discomfort in the stomach
area, the highest severity of the symptom was also
observed at the stage prior to surgery and decreased from
3 month of estimates (p<0.05). In the subsequent
assessment periods (6 and 12 month) no change was
found (see Table 3).

The results of the assessment of the quality of life in the
dynamics of the indicators of the presence of specific
esophageal-gastric symptoms in patients whom were
formed invagination esophagogastroanastomosis (study
group) are shown in Table 4.

Analysis of data from the EORTC QLQ-OG25 patient
group in the study group indicated that the severity of the
dysphagia symptom was the highest in the assessment
stage prior to the surgical treatment. On 3 month of the
observation rate decreased (p<0.05). On the 6 and 12 month
of the assessment, the rate has not changed compared
with 3 month of estimates (p>0.05) (see Table 4).

When comparing the dysphagia of the study group and
the comparison group at the time before the surgery, and
3, 6 and 12 month after surgery, no statistically significant
difference was found (p=0.80, p=0.10, p=0.70, p=0.90,
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Fig. 3. Histograms of the distribution of values of the problems with food to other people in the comparison group (A) and study group
(B): 1 - before treatment, 2 - 3 months later, 3 - 6 months later, 4 - 12 months later.
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Fig. 4. Histogram of the distribution of the values of the physical unattractiveness in the comparison group (A) and the study group (B):
1 - before treatment, 2 - 3 months later, 3 - 6 months later, 4 - 12 months later.

respectively, according to the W-Wilcoxon criterion for
dependent samples) (see Table 3, 4).

The evaluation of the symptom of reflux showed its lowest
severity at the stage prior to surgical intervention. Starting
from 3 month the assessment of this indicator has been
significantly higher (p<0.05) and remained at the same level
at 6 and 12 month of estimates (p>0.05) (see Table 4).

When comparing the reflux indexes of the study group
and the comparison group at the time prior to the surgery,
no statistically significant difference was detected (p=0.90).
However, 3, 6 and 12 month after surgery, the reflux symptom
in the study group was significantly lower in comparison
with the comparison group (p=0.05, p <0.05, p <0.05) (see
Fig. 1, Table 3, 4).

Pain when swallowing was also most pronounced in
patients before surgery and began to decrease from 3

month of estimates (p <0.05). On 6 month the score shows
an even lower value (p <0.05). However, on 12 month the
assessment remains constant and does not differ from
the assessment on 6 month after surgical intervention
(p>0.05) (see Table 4).

When comparing pain when swallowing indices of the
study group and the control group at the time before surgery,
3, 6 and 12 month after surgery, there was no statistically
significant difference (p=0.70, p=0.40, p=0.30, p=0.80) (see
Table 3, 4).

When evaluating pain and discomfort in the stomach
area, the highest severity of the symptom was also
observed at the stage prior to surgery and decreased from
3 month of estimates (p <0.05). In evaluation periods 3, 6
and 12 month there were no changes in the indicator (see
Table 4).
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Comparison of pain and discomfort in the stomach area
of the study group and the control group at the time before
surgery did not reveal a statistically significant difference
(p=1.0). However, 3, 6 month after surgery, the symptom of
pain and discomfort in the stomach area in the study group
was significantly lower in comparison with the control group
(p=0.025, p=0.033). On 12 month of observation there is
no difference between the assessment of patients and the
control group (p=0.1) (see Fig. 2, Table 3, 4).

Indicators of nutritional problems with other people in
the study group did not differ during all assessment periods
(p=0.06) (see Table 4).

When comparing the indicator of the nutrition problem
with other people in the study group and the comparison
group at the time before the surgery, 3 and 12 month after
the surgical intervention, no statistically significant
difference was detected (p=0.20, p=0.50, p=1.0,
respectively). However, 6 months. after a surgical
intervention, the indicator of the nutrition problem with other
people in the study group was significantly lower than in
the comparator group (p=0.04) (see Fig. 3, Table 3 and 4),
which may be due to higher level of postoperative
complications from the side of esophago-
gastroanastomosis in the comparison group.

Feeling of physical unattractiveness has changed little
throughout the observation period. At the stage of
assessment to surgery, the rate was significantly higher
than 6 and 12 months grades (p<0.05), however, did not
differ from the 3 months of evaluation (p>0.05). On 3 month
the score is higher than 12 month (p<0.05) (see Table 4).

When comparing the index of physical unattractiveness
of the study group and the comparison group at the time
before the surgery and on 6 and 12 month after surgical
intervention, no statistically significant difference was
detected (p=0.70, p=0.30, p=0.80). However, 3 months after
surgery, the physical unattractiveness score in the study
group was significantly lower in comparison with the
control group (p=0.04) (see Fig. 4, Table 3, 4).

Discussion

The study presents the results of assessing the quality
of life of patients with esophageal cancer and
cardioesophageal cancer before and after radical surgery
in the annual dynamics and clarified effect of the variant of
the formed esophagogastroanastomosis on the quality of
life of these patients with the help of the EORTC-QLQ-C30
and QLQ-OG25 tools.

According to the results of the questionnaire EORTC
QLQ-C30 V.3, functional scales were reduced in patients
immediately after surgery and gradually increased during
the 12 months of observation, regardless of the applied
variant of the formation of esophagogastroanastomosis.
The obtained data indicate a significant traumatic effect of
surgical interventions in malignant diseases of the
esophagus and cardio-esophageal transition, and that the
formed groups that were compared were comparable in

terms of their general condition and oncology status. The
assessment of quality of life on symptomatic scales shows
the highest severity of symptoms before surgery and their
gradual reduction to 12 month of follow up of patients,
indicating the severity of general oncological symptoms in
such patients. In this case, patients equally bear significant
financial losses throughout the postoperative period of
observation. Several authors [4, 8, 15, 17] emphasize
significant disruption of most aspects of the quality of life,
both in functional and symptomatic scales, during the first
few months after surgery, regardless of the surgical
technique used. On the positive dynamics of improvement
of functional indicators (role, emotional, cognitive and social
functions) according to our data and data of P. Lagergren et
al. [15], should be expected on 6-12 month after surgery. In
the short-term postoperative perspective, a series of
messages [4, 8, 15, 17], confirmed by our data, improves
the emotional state of patients. M. Scarpa et al. [18] believe
that improving the emotional function of patients undergoing
successful surgery may be due to the impression that they
have experienced a nearly fatal experience, and P.
Lagergren et al. [15] emphasize that the improvement of
emotional function can be explained by the release of
patients from depression that they experienced at the stage
of announcement of the diagnosis.

According to the results of the questionnaire EORTC
QLQ-OG25 we also analyzed the specific aspect of the
quality of life of patients after esophagectomy. Our data
demonstrate the advantages of a mechanical invagination
method for the formation of anastomosis over a mechanical
circular in reducing the frequency of the reflux symptom,
pain and discomfort in the stomach, nutritional problems
in presence of people, and a feeling of physical
unattractiveness, thereby providing a better quality of life
for patients after esophagectomy. The results of the quality
of life assessment on the indicators of the presence of
specific gastrointestinal symptoms suggest that the variant
of the formation of esophagogastroanastomosis may affect
the quality of life of patients with esophageal cancer and
cardio-esophageal cancer. Such a conclusion is supported
in the study of D. Dorcaratto et al. [9] who believe that the
type of anastomosis and the type of reconstruction used to
restore gastrointestinal tract continuity and its location can
have a significant impact on the quality of life.

In general, it should be noted that the deterioration in
some of the quality of life indicators in patients undergoing
treatment of esophageal or stomach cancer is long-lasting.
According to A. Schandl et al. [19] 10 years after the
operation, compared with the control population, lower
quality of life indicators is observed for the global health
status, role and social functioning, with the preservation of
a number of symptoms - reflux, nutritional difficulties,
diarrhea and food intake. According to P. Lagergren et al.
[15], estimates of physical function, global quality of life,
shortness of breath, reflux, diarrhea, although improved
during the first postoperative year, 3 years after the operation
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did not return to baseline levels. T. Djarv et al. [8] and E.F.
Courrech Staal et al. [5] indicate a greater number of
problems with fatigue, diarrhea, loss of appetite, nausea
and vomiting in patients 3 years after the operation
compared with the control population. The long-term adverse
effects of esophagectomy include a violation of the physical
function, which may include either the respiratory system or
the digestive tract [18]. Violations in the respiratory system
are the result of both the actual thoracotomy and its
complications. A number of authors associate persistent
dyspnea with a decrease in the volume of lungs due to the
presence of the intra-thorax stomach [15]. Disturbances in
the digestive tract are due to functional complications and
accelerated transit. Thus, diarrhea is associated with
surgical vagotomy, and reflux with excision of the mechanism
of the lower sphincter of the esophagus. In general, patients
who survive for three years or more after esophagectomy
can expect a satisfactory quality of life [15].

The availability of HRQoL data, as an integrative
indicator of patient health, is extremely important for both
the clinician and the patient. They help the physician and
patient to make a joint decision on choosing an optimal
treatment option [9], contributing to surgical decisions [17],
providing information on the short- and long-term effects of
surgical intervention [18]. At the same time, the recovery of
indicators of global quality of life, physical and social
functioning for 6 months after surgery can be predictive
indicators of survival of patients [6]. An overview of existing
prognostic models for esophageal and stomach cancer
suggests that the overwhelming majority of them are aimed
at predicting survival, none of them suggests both the
benefits and the negative effects of certain types of
treatment, and none of the studies predict HRQoL [23].
Today, there is an urgent need to develop such prognostic
models that would not only potentially increase life
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AKICTb XUTTA XBOPUX HA PAK CTPABOXOAY TA KAPOIOE30®ArANbHUIA PAK

Knimac A. C.

AxkmyanbHicmb docnidxKeHHs1 3yMoerieHa agpecusHicmio paky cmpasoxody ma kapdioe3oghazanbHO20 paKy, HU3bKOK 8UXKUBaHIicmio
Xxeopux, HeobxiOHicmio nodanbwux po3pobok, HanpasneHux Ha roninWeHHs Hacriokie ornepamugHo20 8mpyYaHHs, egheKkmueHicmb
AKUX MOXe bymu ouiHeHa rpu AorMoMOo3i 8USHaYEHHS KOCMI Xummsi makux xeopux. Mema pobomu - oyiHUMU SIKiCMb XUMMs X80puUX
Ha pak cmpasoxody ma kapldioe3oghazanbHull pak nicis padukaribHO20 ornepamueHo20 8mpyYaHHsI 3anexHo 8i0 eapiaHmy
cghopmosaHO20 e30¢hazoz2acmpoaHacmoMo3y Ha OCHO8I aHarli3y NoKa3HUKI8 3a2aribHo20 cmaHy rnauieHmie i upaxxeHocmi cmpagoxioHo-
WwIyHKOBUX CUMIMMOMI6 Ha Pi3HUX emarnax crocmepexeHHs. AHKemyeaHHIo nidnszanu 60 xeopux Ha pak cmpagoxody ma
KapdioesoghazanbHuUl pak nicris MPOKCUMarbHOI pe3ekuii wiyHKy 3 pe3ekuieto cmpagoxody docmynamu Jlbroica, abo Ocaesa-laprioka.
Xeopi 6ynu nodineHi Ha dsi epynu: epyna docnioxeHHs cmaHosuna 30 xeopux, sikum 6yno cghopmogaHo po3pobreHul | 3axuweHull
nameHmMoMm YKpaiHu mMexaHiyHuUl iHeaziHauiliHuli e3oghacoeacmpoaHacmomo3s, epyna rnopieHsiHHA cmaHosuna 30 xeopux, sikum 6yro
cghopMo8aHO MexaHiYHUl UupKynsapHuli e3oghaeoeacmpoaHacmomos KiHeub 8 bik. Skicmb xumms ouyiHeHa 0o orepamugHo20
empyydaHHsi ma Ha 3, 6 i 12 micaup nicria onepamugHo20 empy4daHHs. [Ans oyiHKU 3az2anbHOo20 cmaHy naujeHmie sukopucmosyeanu
onumysansHuk EORTC QLQ-C30 V.3, a dns ouyjiHku HassgHocmi crneyugidHUX cmpagoxiOHO-WITyHKO8UX CUMIIMOMIE - OrnumyeansHUK
EORTC QLQ-OG25. Cmamucmuy4Ha obpobka daHux nposedeHa y nakemi EZR v. 1.35 (Saitama Medical Center, Jichi Medical
University, Saitama, Japan, 2017), epaghiyHuli iHmepgpetic do R (The R Foundation for Statistical Computing, Vienna, Austria). [Ansa
aHanisy duHaMiku roka3Hukie sukopucmaxuli kpumepiti ®pidmaHa Or1s1 MOBMOPHUX 8UMIPHO8aHb, NapHi MOPIBHSIHHSI Nposodunu 3a
Kkpumepiem KoHosepa. [nsi nepesipku docmosipHocmi 8iOMiHHOCMI MiX 3anexHuUmMu eubipkamu 3acmocosyearnu HerapamempuyHUl
W-kpumepili BinkokcoHa. BcmaHoeneHo, wo 3azanbHull cmaH rnauyieHmis ricrsi onepamugHo20 8mpyyaHHsi, OuiHeHul 3a wkanamu
EORTC QLQ-C30 V.3, He 3anexas 8i0 criocoby ¢hopmysaHHs e3oghazozacmpoaHacmomosy. Pe3ynbsmamu 0ocniOxeHHs aKocmi
JKUMMS X80pUX ricrig onepamusHo20 empydaHHs 3 pi3HUMU criocobamu ghopmysaHHsI e3oghazozacmpoaHacmomosy 3a Modyrnem
EORTC QLQ-OG25 npodemoHcmpysanu O0CMOBIPHO HUXYY supaxeHicmb cumnmomis: pedhriokcy, 6omo ma duckomgopmy 8
OinsAHUi WyHKy, npobnem xap4yysaHHs1 neped iHWumMu modbMu ma 8id4ymmsi ¢hisudHOI Herpueabriueocmi y epyni Xeopux, sAKUM 6yro
3acmoco8aHo (hopMysaHHsI MexaHiYHO20 iHeaziHauiliHo20 e3oghaco2acmpoaHacmomosy.

KniouvoBi cnosa: sakicmb xumms, onumysansHuk EORTC QLQ-C30 V.3, onumysansHuk EORTC QLQ-OG25, pak cmpagoxody,
KkapOioe3oghacanbHuUll pak, npoKcumMarnbHa pe3eKyis WIlyHKy 3 pe3ekuieto cmpasoxody, docmynu Jlsbwica abo Ocasa-laproka,
e3oghazoeacmpoaHacmomo3s.

IPC: A61B 17/00 A61B 17/115 . Kyiv: State Patent Office.
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Sprangers, M.A.G., van Oijen, M.G.H., Abu-Hanna, A. ... van
Laarhoven, H.W.M. (2018). Prediction models for patients with
esophageal or gastric cancer: A systematic review and meta-
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KAYECTBO XWU3HU BOJIbHbIX PAKOM NMULEBOAA U KAPOUOJ330®DAlrEAIIbHBLIM PAKOM
Knumac A.C.
AkmyanbHocmb uccrniedogaHus obycrioerieHa agpeccusHOCmblo paka nuwesoda u KapouodsoghazeasnbHO20 paka, HU3KOU
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8bhKUBaEMOCMbIO 60/IbHBIX, HE06X00UMOCMbIO danbHelwux pa3pabomok, HarpasneHHbIX Ha yryqweHue nocaedcmeul ornepamugHo20
emelwamersibcmea, 3¢hbgheKmuUBHOCMb KOMOPbIX MOxXem Obimb OUeHeHa fpu noMowu onpederneHus Ka4ecmea XuU3HU makux 60s1bHbIX.
Llenb pabomsbi - oyeHUmMb Kayecmeo Xu3Hu 60MbHbIX pakoM nuuwieeoda u KapoOuoaszoghazearbHbIM pakoM rocre padukaribHO20
orepamugHoO20 sMewamesibcmea 8 3agUucuUMOCmU O0m 8apuaHma chopMUPOBaHHO20 330¢haco2acmpoaHacmomo3da Ha OCHO8aHUU
aHanusa rokasamersiell 0buwje2o coCMosIHUSI NayueHmos U 8bIpaxXeHHOCMU Muue800HO-Xefyd0YHbIX CUMIMOMO8 Ha pa3HbIX amanax
HabnodeHus. AHkemuposgaHuto rodnexanu 60 60/bHbIX pakoMm nuuiesoda U KapduoasoghazearibHbIM PakoM Mocre rnpoKcuMarabHOU
pe3ekyuu xenyoka ¢ pesekyuel nuujegoda docmynamu Jlbrouca, unu Ocasa-laprnoka. bonbHbie 6binu pa3deneHbl Ha 08e 2pynbi:
2pynna uccnedosaHusi cocmasurna 30 605bHbIX, KOmopbIM bbiT cghbopmuposaH pa3pabomarHbIl U 3auuUeHHbIU nameHmom YKpauHbl
MexaHuU4YyecKull UHeac2UHaUUOHHbIU 330¢ghazo2acmpoaHacmomos, epynna cpasHeHusi cocmasuna 30 607bHbIX, KOMOPbIM 6bis
cghopmuposaH MexaHU4eCcKUl UUPKYspHbIU 330¢hazoeacmpoaHacmomo3 KoHel, 8 60oK. Kauecmeo xu3Hu oyeHeHo 0o oriepamugHo20
emewamernbcmea u Ha 3, 6 u 12 mecsy nocne onepamueHo20 eMewamesnbcmea. [ns oyeHKu obuweeo COCMOSIHUS nayueHmos
ucnonb3osanu onpocHuk EORTC QLQ-C30 V.3, a 0ns oyeHKU Hanuyusi crneyugudeckux nuu,e8odHo-xemny004YHbIX CUMIMOMO8
ucnonb3osanu onpocHuk EORTC QLQ-OG25. Cmamucmuyeckas obpabomka OaHHbIx ripogedeHa 8 nakeme EZR v. 1.35 (Saitama
Medical Center, Jichi Medical University, Saitama, Japan, 2017), epagudeckuti uHmepgpelic R (The R Foundation for Statistical
Computing, Vienna, Austria). [lns aHanu3a OuHaMuKu rokazameneul ucronb308aH Kpumeput ®pudmaHa 05l MO8MOPHbIX U3MepeHuU,
napHble cpasHeHusi nposodurnu rno kpumepuro KoHosepa. [ns nposepku docmogepHocmu pasnuyuli mexdoy 3a8ucuMbIiMU 8bibopKkamu
npumeHsanu Henapamempuyeckuti W-kpumeputi BurikokcoHa. YcmaHoesneHo, 4mo obujee cocmosiHue nayueHmos rocsie ornepamugHo20
eMewamesnbcmea, oueHeHHoe o wkanam EORTC QLQ-C30 V.3, He 3asuceno om cnocoba opmuposaHus
330¢hazozacmpoaHacmomo3a. Pe3ynbmamsbi uccriedosaHusi ka4ecmea Xu3HU 60MbHbIX 10C/ie orepamugHo20 eMelwameribcmea C
pasnuyHbiMu crocobamu ¢hopmuposaHusi a3oghazoeacmpoaHacmomo3sda no modymno EORTC QLQ-OG25 npodemoHcmpuposanu
docmosepHo 6oriee HU3KYIO 8blpaXXxeHHOCmb CUMMMoMos: pegptokca, 6onu u duckomgopma e obnacmu xenydka, npobnemam
numaHusi neped Opyaumu nodbMU U OWyWweHuUs1 gpusudeckol HernpusiekamenbHoCmu 8 epyrnrne 60sbHbIX, KOmOPbIM b6bI/I0 MPUMEHEHO
opmMuposaHUe MexaHU4ecKoe0 UHBasUHaUUOHHO20 330¢hazoeacmpoaHacmomo3a.

KnioueBble cnoBa: kavecmeo xu3Hu, ornpocHuk EORTC QLQ-C30 V.3, onpocHuk EORTC QLQ-OG25, pak nuwesoda,
KapduoasoghazearnbHbil pak, MPOKCUMarnbHas pe3ekyus xenyoka c pesekyuel nuwesoda, docmynel Jlbiouca unu Ocaea-laproka,
330¢haco2acmpoaHacmomos.
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