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Abstract

The cause of sarcoidosis is unknown, so treatment is aimed at granulo-
matous inflammation. For this purpose, glucocorticosteroids (GCS) are the
most widely used. At the same time, the study of long-term results of GCS
therapy showed a high incidence of disease relapses, which is currently one
of the most acute problems in the management of patients with pulmonary
sarcoidosis.

In 2021, the ERS Official Document “Clinical practice guidelines on the
treatment of sarcoidosis” was published [16], which defined completely new
approaches to the treatment of patients with sarcoidosis. The mere presence
of sarcoid granulomas in the lung parenchyma is not yet an indication for
specific therapy, since granulomas in sarcoidosis, unlike infectious granulo-
mas, are not a source of pathological process spread. In order to make a
decision about the treatment of a particular patient, it is necessary to deter-
mine whether they are at high risk of disability, mortality from sarcoidosis, or
to assess the level of decline in their quality of life. In recent years, the criteria
for assessing the treatment results of patients with pulmonary sarcoidosis
have been revised, including the concept of ‘clinical remission’, which was
based primarily on the normalisation of lung computed tomography.
Nowadays, quality of life indicators are increasingly used as the primary
point of evaluation of treatment effectiveness. The Fatique Assessment Scale
(FAS) and the King's College Hospital Questionnaire (King's Sarcoidosis
Questionnaire — KSQ) have been developed to assess the quality of life
specific to sarcoidosis.

The aim of the study: to conduct a comparative assessment of quality of
life according to the FAS scale and the KSQ questionnaire in patients with
newly diagnosed and recurrent pulmonary sarcoidosis in combination with
computed tomography of the lungs, ventilation function and lung diffusion
capacity.

Materials and methods. The study included 32 patients (women: 12,
men: 20; aged: 22 to 66 years). All patients were divided into two groups.
group 1: 16 (women: 4, men: 12; mean age: (35.0 + 2.1) years) with newly
diagnosed stage Il pulmonary sarcoidosis, group 2: 16 (women: 8, men: 8;
mean age: (47.0 £ 2.7) years) in the active phase of stage Il sarcoidosis
relapse. Along with the clinical examination, all patients were examined by
high-resolution computed tomography (CT) using Aquilion TSX-101A mul-
tislice CT scanner (Toshiba). The results of CT were evaluated using the crite-
ria described by M. Veltkamp, J. C. Grutters (2015). The state of pulmonary
function was assessed on the basis of spirometry, study of the structure of
the total capacity, diffusion capacity of the lungs using the ‘Diffustic’ diag-
nostic complex (Geraterm Respiratory GmbH).

Statistical methods. The hypothesis that the studied numerical samples
follow the normal law of distribution was tested using the D'Agostino D-test.
The significance of differences in mean values was assessed using the
Student's t-test. All tests were two-sided with the significance level set at p <
0.05.

Results. Patients with active relapse of pulmonary sarcoidosis, com-
pared with patients with newly diagnosed disease, had more pronounced
CT signs of lung parenchyma lesions in the form of micronodular dissemina-
tion, decreased lucency, signs of interstitial lung fibrosis, which most likely
had a negative impact on ventilatory function and lung diffusion capacity —
the formation of restrictive pulmonary ventilation disorders, and decreased
rate of pulmonary diffusion.
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MOPIBHAJIbHA OLIHKA AKOCTI XXUTTA 3A AAHUMU LUKAJIN FAS
TA OMUTYBAJIbHUKA KSQ Y XBOPUX HA BMEPLLE
OIAHOCTOBAHUWTA PELIUAUBYIOUYNIA CAPKOILO3 NIEFTEHD
B. K. Faspuciok, €. O. MepeHkoea, A. O. []3106nuk, I'. J1. TymeHIok,

H. A. Mopcbka, H. B. lNendanvyyk, O. B. CmpadgpyH, O. B. bBuyeHko
Abstract

MpununHa capkoigo3sy HeBiAOMa, TOMY NliKyBaHHA CNPAMOBaHe NpPoTn
rpaHysIbOMaTO3HOro 3ananeHHsA. 3 L€l MeTo HalbiNbLL LWMPOKO 3acTo-
COBYIOTbCA rtoKoKopTHKocTepoign (FKC). Pasom 3 TMM BUBYEHHSA Bipfane-
Hux pesynbtaTis [KC-Tepanii Noka3ano BUCOKY YacTOTy peLunansiB 3axBo-
ploBaHHA, AKi B [aHWUI 4ac € OAHiEl0 3 Hanbinbll rocTpux npobnem y
Be[leHHi XBOPUX Ha CapKoif03 nerexb.

Y2021 poui ony6nikoBaHo OoiuinHnit sokymeHT ERS «Clinical practice
guidelines on treatment of sarcoidosis», B AKOMy BU3HauYeHO abCONOTHO
HOBI MiAXoAM [0 NiKyBaHHA XBOpUX Ha capkoifo3. Cama no cobi npucyt-
HiCTb CapKOIAHMX rPaHyfIbOM Y NapeHXiMi lereHb Lie He € NoKasaHHAM AnA
npr3HayeHHaA cneuundivyHoi Tepanii, OCKiNbKM rpaHyIboMM NPU CapKoifos3i,
Ha BigMiHY Bif iHOeKUiNHUX, He € pKepenom MoLWMpPeHHA NaToNoriYHOro
npouecy. [ina Toro, wob NPUNHATI PilleHHA NPO NiKyBaHHA KOHKPETHOTO
nauieHTa, HeOOXiJHO BM3HAUUTW, UM HANEXUTb BiH AO FPYMu BUCOKOTO
PU3UKY iHBaNifHOCTI, CMePTHOCTI Bifj CapKoifo3y abo OLiHUTY piBEHb 3HN-
MKEeHHA AKOCTI Noro XnTTA. B ocTaHHi pokn nepernafgaoTbca Kputepii oLiH-
KN pe3ynbTaTiB NliKyBaHHA XBOPUX Ha CapKoOIifo3 JlereHb, came MOHATTA
"KniHiyHa pemicifa", OCHOBY AKOro CTaHOBWNa, NepLl 3a BCe, HopManisauia
NOKa3HUKiB KoMN'toTepHoi ToMorpadii ereHb. B aHmii yac Bce yacTile AK
nepBUHHA TOYKa OLiHKM edeKTUBHOCTI NliKyBaHHA BUKOPWCTOBYIOTbCA
NoKa3sHWKM AKOCTI XNTTA. Po3pobneHo cneundiyHi Ana capkoigosy iHCTpy-
MEHTU OUIHKM SAKOCTi XWTTA — LWKana OuiHKM piBHA BTOoMuK (Fatique
Assessment Scale — FAS) Ta onuTtyBanbHWK locniTanio KoponiBCbKoro
konemxy B JloHpoHi (King's Sarcoidosis Questionaire — KSQ).

Mema 0ocnioxeHHA: NPOBECTY MOPIBHANBHY OLIHKY AKOCTI XMNTTA 3a
fanumu wkann FAS ta onutysanbHrKka KSQ y XBopux Ha BrnepLue fiarHoc-
TOBaHWU Ta peLnanBYYNI CapKOIA03 fIereHb Y KOMMEKCi 3 MoKasH1Kamu
Komn'toTepHol Tomorpadii nereHb, BeHTURALINHOT GYHKUIT Ta andysiHoi
3[aTHOCTI NnereHb.

Mamepianu ma memodu docnioxeHHA. [lo focnifkeHHs Byno BKIOYEHO
32 xBopux (KiHOK —12, yonogikis — 20; Bik — Bif 22 Ao 66 pokis). Yci naui-
€HTI By pPo3ropAineHi Ha ABi rpynu: rpyna 1 — 16 (KiHOK — 4, Yonosikis —
12; cepepHin Bik — (35,0 £ 2,1) poKiB) 3 BnepLue AiarHOCTOBaHUM CapKoifo-
3om nereHb Il cTagji, rpyna 2 — 16 (kiHOK — 8, YonosikiB — 8; cepepHil
Bik — (47,0 £ 2,7) pokiB) B akTuBHIl1 dasi peumamnsy capkoigo3sy Il ctagii.

MopAa 3 KNiHIYHUM OOCTEXEHHAM BCi NaLLiEHTU 0BCTEXEHI MEeTOLOM
Komn'toTepHoi Tomorpadii (KT) BUCOKOI po3AinbHOT 3aTHOCTI Ha My/bTUC-
nancoomy KT-ckanepi Aquilion TSX-101A (Toshiba). OuiHky pe3ynbTaTis
Komn'toTepHOI Tomorpadii NpoBoAUnIM 3a JONOMOrol KpuTepii, onuca-
Hux M. Veltkamp, J. C. Grutters (2015). CtaH ®3[1 ouiHOBany Ha OCHOBI
JaHuX cnipomeTpii, AOCNiAXKEeHHA CTPYKTYpW 3aranbHOi EMHOCTI, Andysii-
HOI 3AaTHOCTI NlereHb Ha AiarHoctuyHomMy Komnnekci “Diffustic” (Geraterm
Respiratory GmbH).

CmamucmuyHi memodu. TinoTe3y Npo BiANOBIAHICTb AOCIAKYBaHNX
YMCNOBYX BUOIPOK HOPManbHOMY 3aKOHY PO3MOAiny nepesipAnu 3a fono-
moroto D-kputepito ['ArocTiHo. OUiHKy 3HauyLWOCTi BigMiHHOCTen cepen-
HiX BEIMYMH NpoBoAnnm 3a t-kputepiem CT'togeHTa. Yci Tectn 6ynu BocTo-
POHHIMV 3 piBHEM 3HaYyLIOCTi, BCTaHOBNEHUM npu p < 0,05.

Pe3ynemamu. Y nauji€HTIiB 3 aKTUBHUM PeLIANBOM CapKoifo3y nereHb
y MOPIBHAHHI 3 MauieHTamu 3 Bneplue AiarHOCTOBaHUM 3aXBOPIOBAHHAM
6inblwolo Mipoto BupaxeHi KT-03HaKku ypaKeHHA MapeHXiMu fnereHb y
BUMNAAI MIKPOBY3/IMKOBOI AUCEMIHaLIi, 3HUXKEHHA 1I NPO30POCTi, O3HaKN
iHTepcTuUiHOro ¢ibpo3y nereHb, WO 3 HaNbINbLIOI NMOBIPHICTIO Mano
HeraTMBHUIN BM/IMB Ha BEHTUAAUINHY ¢yHKUilo Ta Andy3iliHy 3p4aTHICTb
nereHb — GoOpPMyBaHHA PECTPUKTUBHMX NOPYLUEHb JSIereHeBOT BEHTUAALIT,
3HWPKEHHSA LWBWAKOCTI nereHesoi andysii.
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More pronounced CT signs of sarcoidosis, the degree of impaired ven-
tilatory function and lung diffusion capacity in patients with recurrent pul-
monary sarcoidosis were accompanied by more pronounced impairment of
their quality of life according to the FAS scale and the KSQ questionnaire.

Conclusion. The recommendations of the literature based on the study
of the validity of the FAS scale and the KSQ questionnaire, as well as the
results of this study, give grounds to recommend these quality of life assess-
ment tools as criteria for determining the timing of the start of specific
therapy, if necessary, the correction of its regimens and the timing of treat-
ment completion.

Key words: pulmonary sarcoidosis, relapsing course, computed tomog-
raphy of the lungs, ventilatory function and diffusion capacity, quality of life,
FAS, KSQ.
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binbLw BrpaxeHi KT-03Hakn capkoifosy, CTyniHb NOpyLUeHb BEHTUNA-
LinHoT GyHKLi Ta AMPY3iHOT 3AaTHOCTI IereHb Y XBOPMX 3 peLnanBYOUMM
CapKOIfJ030M NereHb CynpOBOXKYBaNNCA i 6iNibll BUPAKEHNMMN MOPYLUEH-
HAMM X AKOCTI XKUTTA 3a NOKa3HMKamu wkanu FAS Ta onutyBanbHurKa KSQ.

BucHosok. PekomeHpauii nitepaTtypu, OTPMMaHi Ha OCHOBI BUBYEHHA
BanigHocTi wkani FAS Ta onuTyBanbHuka KSQ, a Takox pe3ynbTaTi AaHOro
OOCNiIKEeHHA [aloTb NiACTaBM PEeKOMeHAyBaTW Ui iHCTPYMEHTU OLiIHKM
AKOCTi KWUTTA AK KpuTepii BM3HAUEHHA TEePMiHIB mouaTKy crneyndiyHol
NiKyBaHHA.

Knroyosi cnoea: capkoifjos nereHb, peuyanByounii nepebir, komn'to-
TepHa Tomorpadis nereHb, BeHTUNALUiHa PpyHKLIA Ta Andys3iliHa 3aaTHICTb,
AKicTb xuTTa, FAS, KSQ.
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Sarcoidosis is a multisystem disease of unknown nature
characterised by the formation of granulomas in various
epithelioid organs without caseous necrosis [2].

Sarcoidosis with lung parenchyma involvement in most
countries of the world ranks first in the structure of intersti-
tial lung diseases. According to generalised statistics, the
prevalence of sarcoidosis in the world is on average 20 per
100,000 [2]. Since the 70s of the last century, there has been
a steady increase in the incidence of sarcoidosis and mortal-
ity [3-5].

The cause of sarcoidosis is unknown, so treatment is
aimed at granulomatous inflammation. For this purpose,
glucocorticosteroids (GCS) are the most widely used [6] —
their effectiveness in assessing short-term results has been
proven in numerous studies [7-10]. At the same time, the
study of long-term results of GCS therapy showed a high
incidence of disease relapse, which is currently one of the
most acute problems in the management of patients with
pulmonary sarcoidosis [11]. The rate of sarcoidosis relapse
ranges from 13 to 75 %, depending on the population stud-
ied [12-15]. Relapses usually occur from 1 month to 1 year
after the end of therapy [14, 15].

In 2021, the ERS Official Document “Clinical practice
guidelines on the treatment of sarcoidosis” was published
[16], which defines completely new approaches to the
treatment of patients with sarcoidosis. According to this
document, the main principle of treatment of patients
with pulmonary sarcoidosis is to achieve a balance
between: a) minimising the risk of disability, death due to
lung damage or reduced quality of life; and b) the risk of
comorbidity and reduced quality of life due to GCS and
other therapies.

The mere presence of sarcoid granulomas in the lung
parenchyma is not yet an indication for specific therapy,
since granulomas in sarcoidosis, unlike infectious granulo-
mas (e.g., tuberculosis), are not a source of pathological
process spread. In order to make a decision about the treat-
ment of a particular patient, it is necessary to determine
whether they are at high risk of disability, mortality from
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sarcoidosis, or to assess the level of decline in their quality
of life. The Guideline presents the main high-risk criteria
(extensive interstitial process, severe pulmonary fibrosis,
pulmonary hypertension, clinical symptoms, impaired pul-
monary ventilation and diffusion).

In recent years, the criteria for assessing the treatment
outcomes of patients with pulmonary sarcoidosis have
been revised, including the concept of ‘clinical remission’,
which was based primarily on the normalisation of lung
computed tomography. Currently, quality of life indicators
are increasingly used as the primary point of evaluation of
treatment effectiveness, including the level of recovery of
working capacity and normalisation of social status of
patients who prioritise quality of life issues over most objec-
tive clinical tests to assess their disease.

The Fatique Assessment Scale (FAS) and the King's
College Hospital Questionnaire (King's Sarcoidosis
Questionnaire — KSQ) have been developed to assess the
quality of life specific to sarcoidosis.

Fatigue is one of the most important factors causing a
decrease in the quality of life in patients with sarcoidosis
[17]. Fatigue is a common complaint among patients with
sarcoidosis [18-22], with a frequency of 50-70 % [17, 18]
(53.7 % in our data). Fatigue associated with sarcoidosis is
recognised worldwide as a disabling symptom [17].

The causes of this symptom remain unclear and are
multifactorial. Fatigue can be a consequence of treatment,
including as a complication of administering GCS. The for-
mation of granulomas and the release of certain cytokines
may be relevant. However, despite adequate treatment of
sarcoidosis, many patients continue to feel fatigued.
Comorbidities associated with sarcoidosis, including
depression, anxiety, hypothyroidism, and sleep disturbanc-
es, can all contribute to fatigue [16].

De Vries J. et al. [22] developed the Fatigue Assessment
Scale (FAS) for patients with sarcoidosis, consisting of 10
questions.

The KSQ (King's College Hospital Questionnaire) is also
a sarcoidosis-specific quality of life assessment tool. It was
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developedin 2012 in a study of 207 patients with sarcoidosis
with multiple organ involvement [24]. Unlike the FAS, the
KSQ allows you to assess the impact on the overall health of
not only fatigue, but also respiratory symptoms (cough,
shortness of breath, chest pain, chest tightness). KSQ is
considered one of the most appropriate for assessing
quality of life in sarcoidosis [25]. According to Moor C.C. et
al. (2023), KSQ can be used as a standard in assessing quality
of life in patients with pulmonary sarcoidosis [26]. The KSQ
consists of modules: General Health, Lungs, Medications,
Skin and Eyes. The ERS Guidelines [16] recommend using
the General Health and Lungs modules to assess quality of
life in patients with pulmonary sarcoidosis.

The aim of the study: to conduct a comparative assess-
ment of quality of life according to the FAS scale and the
KSQ questionnaire in patients with newly diagnosed and
recurrent pulmonary sarcoidosis in combination with
computed tomography of the lungs, ventilation function
and lung diffusion capacity.

Materials and methods

The study was conducted at the certified department of
interstitial lung diseases of the SO “National Scientific Centre of
Phthisiology, Pulmonology and Allergology named after
F.G. Yanovsky of the NAMS of Ukraine”. All studies were
approved by the Ethics Committee of the SO “National
Scientific Centre of Phthisiology, Pulmonology and Allergology
named after F.G. Yanovsky of the NAMS of Ukraine”. All patients
were familiarised with the list of procedures and signed an
informed consent to participate in the study.

The study included 32 patients (women: 12, men: 20;
aged: 22 to 66 years). All patients were divided into two
groups. group 1: 16 (women: 4, men: 12; mean age: (35.0 +
2.1) years) with newly diagnosed stage Il pulmonary
sarcoidosis, group 2: 16 (women: 8, men: 8; mean age:
(47.0 £ 2.7) years) in the active phase of stage Il sarcoidosis
relapse.

Along with the clinical examination, all patients were
examined by high-resolution computed tomography (CT)
using Aquilion TSX-101A multislice CT scanner (Toshiba).
The results of computed tomography were evaluated using
the criteria described by M. Veltkamp, J. C. Grutters [27].

CT data were evaluated using the K-Pacs software.

A scoring system was used for statistical processing of
CT signs: 0 points — absence, 1 point — slight degree of
severity, 2 points — moderate and 3 points — severe. The
following CT signs were analysed:

1) bilateral symmetrical hilar lymphadenopathy, degree
of nodal enlargement;

2) micronodular dissemination in the parenchyma with
perilymphatic distribution, presence, extent and density;

3) formation and consolidation, presence and severity;

4) pulmonary lymph nodes, presence and degree of
enlargement;

5) signs of interstitial fibrosis, presence and severity.

Computerised densitometry of the parenchyma in the
hilum area (in Hounsfield units — HU) was also performed.

The state of pulmonary function was assessed on the
basis of spirometry, study of the structure of the total lung
capacity, diffusion capacity of the lungs using the ‘Diffustic’

diagnostic complex (Geraterm Respiratory GmbH). The
following spirometry parameters were analysed: vital
capacity of the lungs (VC, % of the normal value), forced
vital capacity of the lungs (FVC, % of the normal value),
forced expiratory volume in the first second (FEV,, % of the
normal value), FEV,/FVC (%), inspiratory capacity (IC).

The study of the structure of total lung capacity (TLC, %
of the normal value) was carried out with the calculation of
residual lung volume (RV, % of the normal value) and the
RV/TLC index. The diffusion capacity of the lungs was
assessed using the single breath method with the calculation
of the diffusion coefficient (DLCO, of the normal value).

Evaluation of FAS results

The total score ranges from 10 to 50, with a higher score
indicating more severe fatigue. A score above 22 indicates
significant fatigue [22].

General fatigue assessment
- ascore of less than 22 indicates a ‘normal’ (i.e. healthy)

level of fatigue,

- from 22 to 34 indicates mild to moderate fatigue,
- 35 or more indicate severe fatigue [23].

Two assessment sub-scales:

1. Mental fatigue (sum of items 3, 6, 7, 8, and 9, sum of
items 3, 6, 7, 8, and 9 marked with a blue asterisk) is an
indicator of the cognitive effects of fatigue (e.g., lack of
motivation, problems starting tasks, problems thinking).

2. Physical fatigue (sum of items 1, 2, 4, 5 and 10) is an
indicator of the physical effects of fatigue (e.g. physical
tiredness, lack of energy).

Evaluation of KSQ results

The total score ranges from 10 to 70 for the General
Health module and from 6 to 42 for the Lungs module.

Unlike the FAS, the literature does not provide a total
score of the survey results by the degree of impact of
sarcoidosis on the general health and lung function. In this
regard, the total score used to form the answers to the
question “Does sarcoidosis affect your health?” and “Does
Sarcoidosis Harm Your Lungs?” by the degree of exposure
(similar to the FAS scale) was conducted on the basis of a
consensus opinion of the specialists of the Department of
Interstitial Lung Diseases of the “National Scientific Centre
of Phthisiology, Pulmonology and Allergology named after
F.G. Yanovsky of the NAMS of Ukraine”.

1. General Health status:

Sarcoidosis affects your health:

60 to 70 points — very little or not at all;

30 to 60 points — little or moderate;

10 to 30 points — strongly or very strongly.

2. Lungs

Sarcoidosis harms your lungs:

36 to 42 points — very little or not at all;

18 to 36 points — little or moderate;

6 to 18 points — strongly or very strongly.

Statistical methods

The hypothesis that the studied numerical samples
follow the normal law of distribution was tested using
the D’Agostino D-test. The significance of differences in
mean values was assessed using the Student’s t-test. All
tests were two-sided with the significance level set at
p < 0.05.
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Results and Discussion

Table 1 shows the results of a comparative assessment
of CT lung data in patients with newly diagnosed and
recurrent sarcoidosis.

As can be seen from the table, in patients with newly
diagnosed disease, the cardinal CT symptom of sarcoidosis —
bilateral symmetrical hilar lymphadenopathy — was more
pronounced than in patients with active relapse. In patients of

group 2, there was a tendency to increase the severity of
micronodular dissemination, the frequency and severity of
consolidations, and the degree of pulmonary nodule enlarge-
ment, but these changes were statistically insignificant. In
patients with recurrent pulmonary sarcoidosis, signs of inter-
stitial lung fibrosis were observed significantly more often
and to a more pronounced extent, and the lucency of the
parenchyma in the hilar area was significantly reduced.

Table 1

Chest CT scan parameters in patients with newly diagnosed and recurrent lung sarcoidosis

Patient groups
Jietp Coefficient of statistical

Indicators Group 1 Group 2 significance, p
(n=16) (n=16) '

Bilateral symmetrical hilar lymphadenopathy, degree of
nodal enlargement(points, M + m) 1.94 +0.15 1.44 +0.13 0.017*
Dissemination in the parenchyma, degree of spread
and density (points, M £ m) 1.31+£023 2.00+0.27 0.061
Consolidations, presence and severity
(points, M + m) 0.38 £0.23 0.63 £ 0.28 0.495
Pulmonary lymph nodes, presence and degree of
enlargement (points, M = m) 0.56+0.16 0.75+0.26 0.538
Signs of interstitial fibrosis, presence and severity
(points, M + m) 0.25+0.18 1.31+£0.23 0.0001*
Densitometry of parenchyma in the hilum area
(HU) -795.7 +17.8 -721.1+£19.9 0.009*

Note: * — The differences are statistically significant.

Table 2

Indicators of spirometry, TLC structure and DLCO in patients with newly diagnosed and
recurrent pulmonary sarcoidosis, (M + m)

Patient groups Coefficient of statistical

Indicators significance,
Group 1 (n=16) Group 2 (n=16) p
VC (% of the normal value) 88.1+29 795 +4.1 0.090
FEV, (% of the normal value) 86.5+3.4 73.8 +4.1 0.021*
FVC (% of the normal value) 85.1+5.8 789+ 3.6 0.372
FEV, FVC (%) 79.8 £1.97 774 +£23 0.433
IC (% of the normal value) 88.2+3.22 764+ 4.7 0.047*
TLC (% of the normal value) 87.1+29 76.4 + 3.3 0.021*
RV (% of the normal value) 83.1+3.22 712 +35 0.018*
DLCO (% of the normal value) 86.4+4.2 74.6 + 4.1 0.048*

Note: * — The differences are statistically significant.

Table 3

Comparative characteristics of FAS and KSQ scores in patients with newly diagnosed and recurrent lung sarcoidosis

Indicators Group 1

(n=16)

Patient groups

Coefficient of statistical

Fatigue Assessment Scale (FAS)

General fatigue

(points, M £ m) 23.1+1.53
Mental fatigue

(points, M £ m) 9.6 +0.8
Physical fatigue

(points, M + m) 13.3+09

King’s College Hospital Questionnaire (KSQ)

General Health

(points, M + m) 483 + 2.1
Lungs
(points, M £ m) 33.1+26

Note: * - The differences are statistically significant.
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significance,
(n=16) E a
28.0+23 0.086
12.1£0.9 0.046*
154+1.2 0.172
444 +26 0.252
258+24 0.048*



OPUTTHAJIbHI AOCNIAXKEHHA

9

Table 2 shows the results of acomparative assessment
of CT lung data in patients with newly diagnosed and
recurrent sarcoidosis.

The table shows that in patients with newly
diagnosed pulmonary sarcoidosis, all average spirometry
parameters, TLC structure and DLCO were within the
normal range. In patients with recurrent sarcoidosis,
there was a significant decrease in TLC, RV, IC, indicating
the formation of restrictive pulmonary ventilation
disorders. The significant decrease in FEV1 is the result of
a decrease in static volumes, not bronchial obstruction,
as the FEV1/FVC ratio remained within the normal range.
At the same time, a significant decrease DLCO was
observed in patients of group 2.

Table 3 demonstrates the differences in FAS and KSQ
scores in patients with newly diagnosed and recurrent lung
sarcoidosis.

The table shows that the level of fatigue according to
the FAS scale in patients of group 2 was higher than in
patients with newly diagnosed pulmonary sarcoidosis (the
level of mental fatigue was statistically significant). At the
same time, patients in group 2 reported a greater negative
impact of sarcoidosis on their general health and lung
condition, as indicated by differences in KSQ scores.

Thus, more pronounced CT signs of sarcoidosis, the
degree of impaired ventilatory function and lung diffusion
capacity in patients with recurrent pulmonary sarcoidosis are
accompanied by more pronounced impairment of their
quality of life.
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