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FEATURES OF CYTOCINE IMBALANCE IN PATIENTS WITH
ARTERIAL HYPERTENSION AND DIABETES MELLITUS
Dobrovolska O., Shalimova A.

The problem of comorbidity is one of the most actual problems of modern
medicine. The presence of arterial hypertension (AH) and diabetes mellitus 2t
(DM2) in patients is associated with earlier development of target organ lesions
and subsequent cardiovascular catastrophes. Arterial hypertension (AH) and
DM2 have many common pathogenetic mechanisms that influence the
development and course of comorbidity. Insulin resistance (IR) is a major
pathogen in diabetes mellitus 2t and a factor in the development of
cardiovascular complications. It is known that adipose tissue plays a significant
role in the development of insulin resistance through its endocrine function - the
synthesis of a large number of hormones and biologically active substances,
which disrupt insulin signaling and cause IR. The secretion of biologically
active peptides and hormones that increase IP (tumor necrosis factor-a (TNF-a),
resistin, visfatin, interleukin-6 (IL-6), etc.) is found to be increased in visceral
adipose tissue.

The aim: to evaluate the role of proinflammatory cytokines (TNF-a and IL-
6) in the development of comorbidity.

Material and methods: the study included 140 patients: 80 patients in the
main group (with AH and DM?2); 40 patients in the comparison group (with
arterial hypertension without DM2) and 20 healthy patients (the control group).

Results: as a result of comparative evaluation of TNF-a content in the
study groups, it was found that TNF-a content in patients with and without
DM?2 was significantly (p <0.001) higher than in the control group. In this case,
patients with concomitant DM2 had significantly (p <0.001) higher TNF-a
values than patients with AH without DM2 (135.127 + 4.983 and 135.127 +
4.983 pg / ml, respectively). Another IL-6 cytokine was characterized by similar
changes in its levels in the study groups as in TNF-a. Thus, in patients with
arterial hypertension in the main and in the comparison group was significantly
(p <0.001) higher values of IL-6 compared with the control group. At the same
time, the level of IL-6 in patients with arterial hypertension and concomitant
diabetes mellitus 2t was significantly (p <0.001) higher than in patients without
DM2. The obtained data can be explained by the fact that these adipocytokines
affect different links of the formation of IR. In particular, TNF-a contributes to
the development of IR by impaired insulin signaling. Changes in IL-6 in
patients with IR are explained by its dual physiological and pathological role in
controlling tissue insulin sensitivity and its opposite shifts in different tissues:
on the one hand, IL-6 is involved in the channeling of energy flows to provide
energy needs during muscle work and, on the other hand, it enhances lipid
oxidation and suppresses adiponectin secretion by fat cells, enhancing IR.

Conclusions: Based on the analysis, the relationship between cytokine
levels and the development of IP in hypertension was identified. The obtained



data can be explained by the fact that these cytokines affect different links of the
formation of IR.

FEATURES OF CYTOKINE IMBALANCE PATIENTS IN
HYPERTENSION AND DIABETES MELLITUS DEPENDING ON BMI
Dobrovolska O., Shalimova A.

The problem of comorbidity is one of the most pressing problems of
modern medicine. The presence of arterial hypertension (AH) and diabetes
mellitus 2t (DM 2t), some of the most common noncommunicable diseases in
the world, is associated with earlier development of target organ lesions and
subsequent cardiovascular catastrophes. It 1is established that arterial
hypertension (AH) and diabetes mellitus 2t have many common pathogenetic
mechanisms that affect the development and course of comorbidity.
Hyperinsulinemia and insulin resistance (IR) are one of the factors that
determine the incidence of cardiovascular complications in diabetes mellitus 2t.

Also, at present, adipose tissue is regarded as an endocrine organ that
synthesizes a large number of hormones and biologically active substances,
some of which disrupt insulin signaling and induce IP through increased
secretion of biologically active peptides and hormones that potentiate IR
(necrosis factor-necrosis factor) (TNF-a), resistin, visfatin, interleukin-6 (IL-6)
and others.

The aim. To evaluate the role of proinflammatory cytokines (TNF-a and
IL-6) in the development of comorbidity.

Materials and methods. The study included 120 patients: 60 patients from
the main group (with AH and DM 2t); 40 patients in the comparison group
(with AH without DM 2t) and 20 healthy subjects (the control group).

Results. It was found that the levels of proinflammatory cytokine TNF-a
significantly (p <0.01) increased with BMI growth: from 170,712 + 5,312 pg /
ml at normal body weight to 194,285 + 5,519 pg / ml at overweight and obesity
grade I.

The increase in TNF-a levels with increasing body weight may be
explained by the fact that the adipocytokine enhances the processes of lipolysis
in adipocytes and hepatocytes, increasing the concentration of free LCDs in
adipose and liver tissues. In addition, in the adipocytes of visceral adipose tissue
is the most expressed expression of TNF-a, so in patients with obesity grade I
they produce an excess of the specified cytokine. Similar to changes in TNF-a
concentrations, an increase in IL-6 levels with increasing BMI was also found.
These changes can also be explained by the increase in production of IL-6
adipocytes in obesity grade I.

In patients with AH in the absence of CD 2t similar changes in the values
of TNF-a and IL-6 with increasing body weight were established, as in patients
with comorbidity of AH and DM 2t. In the comparative evaluation of patients



with AH with DM 2t and without DM 2t, taking into account BMI, it is noted
that at normal body weight, and at overweight and obesity grade 1.

The levels of TNF-a and IL-6 in patients with AH and DM 2t were
significantly (p <0.001) higher than AH without the indicated comorbidity.

The obtained data can be explained by the fact that these adipocytokines
affect different links of the formation of IR.

Conclusions. Based on the analysis, the relationship between cytokine
levels and the development of IR in arterial hypertension was revealed. The
obtained data can be explained by the fact that these cytokines affect different
links of the formation of IR.

GULLO’s SYNDROME AND OTHERS ASYMPTOMATIC
PANCREATIC HYPERFERMENTATIONS
Olofu D., Prosolenko K.O.
Kharkiv National Medical University, Kharkiv

An increase in the serum level of pancreatic enzymes is usually regarded as a
manifestation of pancreatic diseases, primarily of an inflammatory or tumor
nature, less often as a manifestation of the pathology of other organs.

In recent years, a study of the level of pancreatic enzymes has been included in
the screening panel of biochemical analyzes, in connection with this,
asymptomatic pancreatic hyperfermentemia is increasingly accidentally
detected, and standard diagnostic methods do not reveal any pathology that
explains laboratory abnormalities.

In 1996, L. Gullo described a series of 18 cases of increased activity of
pancreatic enzymes (an isolated or combined 2-15-fold increase in the content
of total amylase, pancreatic amylase, lipase or trypsin) in healthy people.
Hyperfermentemia detected by chance was the reason for an in-depth
examination, however, with a detailed history, a thorough physical and
laboratory examination, including ultrasound and computed tomography,
abdominal organs, as well as the implementation of endoscopic retrograde
cholangiopancreatography (ERCP), a pathology explaining the increased
activity of pancreatic enzymes, could not be detected.

There 1s Krasnovskiy A.L., 2014 algorithm according to asymptomatic
pancreatic hyperfermentations. At the first stage, it is necessary to perform
screening laboratory tests to exclude hepatitis, celiac disease, and renal failure
as reasons for increasing the level of pancreatic enzymes. CT of the abdominal
organs is performed to exclude structural changes in the pancreas. At the same
time, the level of total amylase, S- and P-isoamylase, lipase and trypsin is
determined, as well as the daily excretion of amylase with urine with the
calculation of the ratio of amylase clearance and creatinine clearance. In the
case of isolated hyperamilasemia due to the salivary fraction, it is necessary to
exclude the pathology of the salivary glands. Owing to the fact that an isolated
increase in the activity of S-amylase may not be accompanied by an increase in



amylazuria and a decrease in the ratio of clearance of amylase and creatinine,
after excluding the pathology of the salivary glands, an examination is
necessary to diagnose possible macroamylasemia, as well as an extensive
oncological search, since often hyperamylasemia in the framework of
paraneoplastic syndrome represented by S-amylase.

A decrease in daily amylazuria in combination with a decrease in the ratio of
clearance of amylase and creatinine in the absence of complaints and other
deviations from the examination allows us to diagnose macroamylasemia.
Further diagnostic search in this case depends on the capabilities of the
laboratory examination to confirm macroamylasemia and identify diseases
associated with the development of macroamylasemia. In addition, the presence
of macroamylasemia does not exclude concomitant pancreatic disease,
therefore, regardless of whether macroamylasemia is confirmed or not,
continuation of instrumental examination is indicated.

With increased amylazuria in combination with the normal ratio of amylase and
creatinine clearance in patients with pancreatic hyperfermentemia, a detailed
examination of the pancreas is necessary. The most sensitive method is MRCP
with secretin stimulation; if this method cannot be performed, endoscopic
ultrasound or CT with contrast can be used. It is recommended to study the
levels of pancreatic enzymes in first-degree relatives to identify family
pancreatic hyperenzymemia, as well as daily determination of the level of
pancreatic enzymes in a patient for five consecutive days. In the absence of
structural pathology of the pancreas according to the results of instrumental
studies in combination with pronounced fluctuations in the activity of pancreatic
enzymes, the diagnosis of benign pancreatic hyperfermentemia (Gullo’s
syndrome) becomes the most likely day by day. If during the 2-year observation
period during repeated laboratory and instrumental examinations no other
pathology is revealed, the diagnosis of Gullo’s syndrome becomes final.

To sum up, pancreatic hyperfermentations — are not specific for pancreatitis. In
patients with asymptomatic pancreatic hyperfermentations Gullo’s syndrome
and others causes should be considered by physicians.

OGILVY SYNDROME OR ACUTE COLON PSEUDO-OBSTRUCTION
Huda A., Prosolenko K.O.
Kharkiv National Medical University, Kharkiv

Ogilvy syndrome (synonyms: acute colonic pseudo-obstruction and acute non-
toxic megacolon) is a false obstruction of the colon that has disorders of
sympathetic innervation.

Ogilvy syndrome was first described in 1948 in 2 patients with disseminated
malignant tumors. It is manifested by acute dilatation of the colon in the
absence of a mechanical obstruction or inflammation. The absence of a



mechanical obstruction and inflammation is emphasized in other names for this
syndrome - acute non-toxic megacolon and acute colon pseudo-obstruction.

A typical manifestation of Ogilvy syndrome is bloating after various surgical
interventions. The clinical picture develops in the background or immediately
after mechanical ventilation. Two thirds of patients experience nausea and
vomiting. Gases usually do not leave, defecation is absent. In this case,
peristalsis is heard, sometimes its strengthening due to the small intestine is
noted. This symptom often suggests mechanical intestinal obstruction. The
absence of intoxication symptoms is noteworthy: a moist tongue, a normal
pulse, and a mild general condition of the patient. Body temperature is usually
low-grade. In blood tests, moderate leukocytosis with a shift in the leukocyte
formula to the left is noted. Further expansion of the colon with disease
progression leads to perforation, peritonitis, sepsis, and death. Perforation of the
colon is observed in about 10% of patients, fatal outcome - in 15-30% of
patients.

The reasons for the development of Ogilvy syndrome are not known, although a
large number of factors predisposing to its development are described. These
include surgery, general anesthesia with mechanical ventilation, various drugs,
right ventricular heart failure, purulent-infectious complications, chronic
obstructive pulmonary diseases, some neurological diseases, diabetes mellitus,
uremia, femoral fracture and water-electrolyte disturbances. Among the drugs
that cause the development of acute non-toxic megacolon include non-steroidal
anti-inflammatory drugs, narcotic analgesics, antidepressants, antipsychotics,
anticonvulsants, antacids, etc.

With early detection and conservative management using colon decompression
and neostigmine administration, Ogilvy syndrome is usually resolved without
surgery. Nevertheless, it is necessary to observe such patients in the surgical
department, and specialists in the field of abdominal surgery should decide on
the management tactics of the patient. It depends on the gastroenterologist and
therapist how early Ogilvy syndrome will be recognized, which will help to
avoid traumatic surgical interventions.

Finally, in all patients with symptoms of bowel obstruction Ogilvy syndrome
should be excluded.

SMALL INTESTINE BACTERIAL OVERGROWTH AS COMMON
DISORDER IN CLINICAL PRACTICE
Adamu Z., Prosolenko K.O.
Kharkiv National Medical University, Kharkiv
Small intestine bacterial overgrowth (SIBO) should count on each patient with
diarrhea, steatorrhea, weight loss and macrocytic anemia, which causes
flatulence, cramping abdominal pain and unstable intestinal functions.



Verification of SIBO in the small intestine is carried out using direct and
indirect diagnostic methods for this syndrome. The “gold standard” is that this
requires aspiration of the contents of the small intestine with bacteriological
test. But excessive bacterial growth may be due to the most distal sections of the
small intestine, which are beyond the reach of the tools.

Indirect methods include tests based on the study of microflora metabolites:
14C- or 13C-glycocholate, 14C-D- or 13C-D-xylose breath tests, which require
isotopes and a specialized laboratory. The most effective globally are hydrogen
breath tests with lactulose (HLBT), glucose, lactose and other sugars.

Hydrogen breathing tests are simple, non-invasive and non-invasive methods
that should have been used to diagnose various diseases of the digestive canal,
primarily to determine carbohydrate malabsorption and excessive bacterial
growth in the small intestine. Data from diagnostic methods are rapidly being
introduced into clinical practice.

The lactulose test is the most common non-invasive test to determine the
intestinal transit time of various carbohydrates. The concentration of H2
indicates an increase in intestinal transit time. This test is used today by all the
leading cliques of the world for the small intestine.

In patient with suspicion on SIBO D. Drossman diagnostic algorithm is popular.
We should:

e to determine whether the patient has a clinical profile of SIBO with
postprandial abdominal discomfort, in the presence of live and possibly
loose stool;

e if clinical signs are present, conduct an investigation using HLBT;

e if the result of HLBT is positive, prescribe a broad-spectrum antibiotic or
enteroseptic;

e after this treatment is prescribed to the patient in order to restore the
deficit of "good" bacteria;

e if the stool normalizes or a tendency to constipation develops, consider
the inclusion of prokinetics to accelerate intestinal transit;

e if the symptoms recur and the previous HLBT was positive, repeat the
study and the course of antibiotics (enteroseptics) if the HLBT is positive
again;

e if HLBT is not available, the doctor should use conservative methods and
not repeat treatment if the effect of the course of antibiotics
(enteroseptics) persists for at least several months.

The most recommended enteroseptic is rifaximine.\

To sum up, SIBO is common disorder in clinical practice. Timely diagnosis

will allow you to prescribe adequate treatment for your patient.



FEATURES OF ADIPOCOKINE IMBALANCE IN PATIENTS WITH
COMORBIDITY OF HYPERTENSION AND TYPE 2 DIABETES
MELLITUS
Dobrovolska O., Shalimova A.

The presence of hypertension (AH) and diabetes mellitus 2t (DM 2t) in
patients is associated with earlier development of target organ lesions and
subsequent cardiovascular catastrophes. Insulin resistance (IR) and
hyperinsulinemia are one of the factors that determine the incidence of
cardiovascular complications in DM 2t. It is believed that adipose tissue is one
of the endocrine organs, which is the site of synthesis of a large number of
hormones and biologically active peptides. There is evidence that some fatty
tissue-synthesized substances can impair insulin signaling and induce IR in the
early stages, at the stage of prediabetes.

The aim: To determine the features of adipokine imbalance (leptin and
adiponectin) in patients with AH and concomitant DM 2t.

Materials and methods of research. The study included 110 patients: 50
patients in the main group (with AH and DM 2t); 40 patients in the comparison
group (with AH without DM 2t) and 20 healthy subjects (the control group).

Results. Assessment of adipokine levels in the examined patients showed
that, by all indicators, both groups were significantly (p <0.001) different from
the control group. Comparison of indicators of the group of patients with AH
and DM 2t with the group of patients with AH without DM 2t showed
significantly (p <0.001) lower levels of adiponectin and significantly (p <0.001)
higher levels of leptin in the main group. An increase in leptin values in patients
with AH with DM 2t compared with patients without DM 2t may indicate that
leptin is one of the driving factors for the occurrence of metabolic disorders in
DM 2t. A significant decrease in adiponectin levels in patients with comorbidity
of AH and DM 2t compared with patients with AH without DM 2t can be
regarded as involving the impaired regulation of adiponectin secretion in the
development of DM 2t (normally adiponectin suppresses glucose synthesis).

Because the mechanisms of IR are closely linked to the level of adipose
tissue, an important element of the study was the assessment of adipokine levels
in patients with AH without DM 2t, depending on the presence or absence of
IR. Adiponectin tended to decrease in patients with AH without DM 2t in the
presence of IR, but its decrease was not significant. At the same time, the other
adipose tissue hormone, leptin, was significantly (p <0.05) higher in patients
with IR: 13,307 + 0,428 ng / ml compared to patients without IR who had a
value of 12,089 + 0,198 ng / ml.

Conclusions. The results indicate that some fatty substances synthesized, such
as leptin, are able to impair insulin signaling and induce IR even before the
onset of DM 2t.



SOME DIAGNOSTIC FEATURES OF EOSINOPHILIC ESOPHAGITIS
AS RAISING DISEASE OF ESOPHAGUS
Benbouzid 1., Benbouzid T., Prosolenko K.
Kharkiv National Medical University, Kharkiv

Clinicians and medical scientists are increasingly confronted with once-rare or
unknown nosologies. One of these diseases is eosinophilic esophagitis (EoE) - a
chronic, slowly progressing immune-mediated disease of the esophagus,
characterized by severe eosinophilic inflammation of the mucous membrane of
the esophagus, the development of submucosal fibrosis, clinically manifested by
impaired swallowing (dysphagia, obstruction of the esophagus by a food lump,
vomiting of swallowed food, etc.)

EoE is a slowly progressing disease, and therefore the nature and severity of
complaints differ significantly depending on the age of the patient and the
duration of the medical history. Adult patients suffer from symptoms indicating
a progressive narrowing of the lumen of the esophagus: dysphagia, chest pains
and episodes of wedging food into the esophagus. Also described are cases of
spontaneous rupture of the esophagus that occurred in patients with EoE on the
background of obstruction by the food lump (Boerhaave’s Syndrome).

Initially we can provide analysis of EoE Activity Index. But upper endoscopy
with multiple biopsy is required test for diagnostic of EoE. In order to increase
the informative value of endoscopy in the diagnosis of EoE, standardize the
methodology for assessing the degree and nature of esophageal lesions, an
EREFS endoscopic scale was developed. It describes the 5 main endoscopic
signs of EoE: Exudates - exudate, Rings - rings, Edema - edema, Furrows -
grooves, Strictures — strictures.

The correlation of EREFS results with histological data was not high enough.
This 1s due to the fact that the above endoscopic signs are not specific only to
EoE, since they are also found in other diseases of the esophagus.

According to current international recommendations, in the histological
examination of biopsy samples from the esophagus, the main criterion for
establishing a diagnosis of EoE is intraepithelial eosinophilic infiltration with
the number of eosinophils in the field of view of a high resolution microscope
(x 400) of at least 15. It is important that the fact of the detection of a large
number of eosinophils in the mucous membrane of the esophagus during
histological examination cannot serve as the only criterion for the diagnosis of
EoE. There is a wide variety of diseases that occur with esophageal
eosinophilia: GERD, eosinophilic gastroenteritis, celiac disease, Crohn’s
disease, radiation and infectious esophagitis (fungal and parasitic infections),
hypereosinophilic syndrome, drug-induced esophagitis, vasculitis, cardiac
malignant neoplasm, systemic malignant neoplastic diseases, systemic diseases.
Isolated eosinophilic infiltration of the mucous membrane of the esophagus
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without a key symptom of the disease - dysphagia cannot serve as a criterion for
EoE.

All in all, in patients with dysphagia EoE is one of the possible etiologies and
must be present in the differential diagnostic list.

OCOBJIMBOCTI IUTOHIHOBOI'O JUCBAJIAHCY Y XBOPUX HA
T'IEPTOHIYHY XBOPOBY I IYKPOBUM JIABET
JobpoBonbscbka O.M., [llanimosa A.C.

[IpoOnema KOMOpPOIAHOCTI — OJHA 3 HAWUOUIBII AKTyaJIbHUX MpOOJeM
cydacHoi MeauuHu. HasgBHICTh y MamieHTIB apTepiaibHoi rineprensii (Al') Ta
nykpoBoro miabdery 2 tumy (LIJ] 21) mos'sizane 3 OuIbII paHHIM PO3BUTKOM
YpOKE€Hb  OpraHiB-MilI€HEH  Ta  MNOJAJbIIMMH  CEPLEBO-CYIUHHUMU
karactpodamu. BcraHoBineHo, mo rineproHiyHa xBopoba (I'X) Ta mykpoBuit
miabet 2 tuny (L[] 2T) MaroTh 6arato 3araJbHUX MATOTCHETUYHUX MEXaHI3MIB,
AKl BIUIMBAIOTh HA PO3BUTOK Ta mepedir KOMOPOIAHOCTI, MIJBUILIEHHS
cucroiiyHoro aprepianibHOro THUCKY (AT) xoxHi 10 MM pT. cT. Y XBOpuX Ha
LyKpoBUH nia0erT 2 Tuiy 30UIbIIYE PU3UK CEPLEBO-CYAMHHUX YCKIATHEHBb
(CCY) na 20%. PesucrentHictb 10 iHCyNiHY (IP) € OCHOBHOIO MAaTOreHHOIO
nankoro B IIJ] 2T 1 pakTopoM po3BUTKY CEPLIEBO-CYIMHHUX YCKIIaTHEHb.

Merta poOOTH — OLIHUTH poJib Npo3ananbHux HUUTOKIHIB (TNF-a ta IL-6) y
PO3BUTKY KOMOPO1JHOCTI.

Marepian ta Meroau. JocmimxeHHs Brioudano 441 mnamienra: 320
naiieHTiB ocHoBHOI rpynu (3 I'X ta II/] 21); 90 matieHTiB rpynu nopiBHsIHHSA (3
I'X 6e3 [I/] 2T) Ta 31 mpakTU4HO 310pOBUI CyO'€KT (KOHTPOJIbHA IPYIIA).

Pesynpratu. Y pesynbTaTi NOpiBHAIBHOI oOIiHKM BMicty TNF-a y
JOCJIIKYBaHUX T'pymnax Oyjo BCTaHOBJIEHO, 110 BMIcT TNF-a y marienTiB 3 ['X
3 ta 6e3 /] 21 OyB 3Hauno (p<0,001) BuIE, H)XK Yy KOHTPOJIbHIN Tpymi. Y
bOMY BUIAJIKy y namieHTiB 13 cynyTHiMm LI 21 Oynu (p <0,001) Oinbin BUCOKI
3HaueHHss TNF-o, Hixk y mamientiB 13 ['X 6e3 L] 2t (135,127 + 4,983 Ta
135,127 + 4983 nur / wmn BignosBigHo). Ille omawmn 1wmrokin IL-6
XapaKkTepu3yBaBcsa MOAI0OHUMH 3MIHAMU MOTO PIBHIB y JOCHII)KYBaHUX IPYIaX,
aK y TNF-o. Takum unHoM, y nanieHTiB 3 ['X sk B OCHOBHIH, Tak 1 B IpyIll
nopiBHAHHA Oyno 3HayHO (p<0,001) Bume 3HauenHs IL-6 mnopiBHAHO 3
KOHTPOJBHOIO Tpymnoto. Y Toil ke vac piBeHb [JI-6 y mamientiB 13 I'X Ta
cynytHiM LI 21 6yB 3HauHO (p<0,001) Buimmm, HiX y nanieHTis 13 I'X 0e3 LI/]
21. Byno Tako BCTaHOBJIEHO, IO PiBHI Ipo3ananbHOoro HUTOKIHY TNF-o
3HauHO 3poctanu (p<0,01) mpu 3poctanui IMT: Big 170,712 + 5,312 nr / mn
py HOpMalbHIN Maci Tita qo 194,285 + 5,519 nr / mn npu HaaMIpHIA Basi Ta
CTYNEHsI OXUpPIHHA. AHajoriyHo 3MiHaMm KoHueHTpauii TNF-a Takox Oyio
BUSIBIIEHO 30UtblieHHs piBHA IL-6 13 30uibmenHsm IMT. Lli 3MiHM MOXHa
MOSICHUTH TaKOX 30UTbIIEHHAM BUPOOJIeHHs agumnonuTiB [JI-6 npu oxupinni. Y
namieHTiB 3 I'X 3a BigcytHocti I/ 2T Oynu BcTaHOBieHI MOAIOHI 3MiHU
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3HaueHb TNF-o ta IL-6 31 30UIbIIEHHSM MacH Tija, SK y MAaII€HTIB 13
koMopOianicTio I'X Ta IJ[ 21. [Ipu nmopiBHsANBHIA owiHLi XBopux Ha ['X i3
niadetoM 2 tumy Ta 6e3 aiadety 2 tuny 3 ypaxyBaHHaMm IMT 3a3Havaersbcs, 1m0
IIpY HOpPMaJIbHIM Maci Tu1a, Ipu HAaAMIpHIN Ba3l Ta oxkupiHHi I cT. piBHI TNF-a
ta IL-6 y mamienTiB 3 I'X Ta [/l 21 6ynu 3nauno (p <0,001) Bumumu, Hik ['X
0e3 3a3Ha4eHO0i KOMOPO1AHOCTI.

BucnoBku: Ha ocHOBI mpoBeaeHOro aHamizy Oyjo  BUSIBJICHO
B32€MO3B'A30K MK PIBHSAMHU LUTOKIHIB Ta po3BUTKOM [P y I'X. Otpumani gaHi
MOXHa TIOSICHUTH THUM, INO III IIMTOKIHM BIUIMBAIOTh HA PIi3HI JIAHKHU
¢opmyBanns IP. Ilamientn 3 A Ta cymytHiMm L/ 2t xapakrepu3yroTbcs
3HauHuM miaBuieHHsM piBHs TNF-a ta IL-6, crynins sikux kopentoe 3 IMT.

BIIJIUB IMTOJIMOP®I3MY I'EHA AAUITOHEKTUHY HA
METABOJIIYHI TA TEMOJANHAMIYHI IIOKA3ZHUKH Y XBOPUX
HA T'INNEPTOHIYHY XBOPOBY
JobpoBonbscbka O.M., [llanimosa A.C.

B ocrtanHi poku Bce Ounbllie yBaru MNPUAUISETHCS OLIHLI BHECKY
F€HETUYHOI0 ModiMOop(}i3My y PpO3BHTOK 1 MPOrpeCyBaHHsS XPOHIYHHUX
HEelH(PEeKUIHHUX 3aXBOPIOBAHbD.

Mera: OWIHMTH BINIUB NOJIMOPQI3MY Te€Ha aJUIOHEKTUHY Ha
0COOJIMBOCTI META0OJIIYHUX T4 TEMOJUHAMIYHUX MMOKAa3HUKIB MPU apTeplanbHii
rineprensii (Al') 3anexxHo Bim iHgekcy Macu Tina (IMT) Tta HasBHOCTI
ykposoro aiadery (L/]) 2 tumy.

O6’ext 1 Metroau nochimxeHHs: OOcrexxeno 140 xBopux Ha Al': 30
namieHTiB 3 Al' Ta oxupinuaM, 30 mamieHTiB 13 A’ Ta HOPpMAJIBHOIO MAacOI0
tuna, 30 mamienTiB i3 Al Ta HaamipHOO Baroto, 30 mamieHTiB 3 Al', O)KUpIHHAM
ta LI 2 tumy, 20 3g0poBux oci6. IlomimMopdi3zM reHa aJWNOHEKTUHY
OLIIHIOBAJIK MOJIEKYJIIPHO-T€HETUYHUM METO/I0M.

Pesynbpratu: Ilpu komop6innocti Al', oxupinng ta L[/ 2 Tumy yactora
anenst T (moB's3aHOTO 3 PO3BUTKOM 1HCYiHOpe3ucTeHTHo T (IP)) Oyna 3HauHO
BUILOIO, HDK npu Al' 0e3 oxupinHa Ta LI/ 2 Tuny. Ilpu A’ 3 oxXupiHHIM
nommMopdi3M TeHa aJuNOHEKTUHY OyB MOB'A3aHUM 3 BiaMiHHOCTAMH IMT,
NOPYUIEHHSIMA OOMIHY pEYOBHH, IapaMeTpaMu OKHUCIIOBAIILHOIO CTPECy-
AHTUOKCUJAHTHOTO 3aXUCTy, PEMOJENIOBAHHAM CYJIWH Ta aKTUBHICTIO PEHIH-
aHrioTeH3uH-aIbaA0cTepoHOBOi cuctemu (PAAC). Ilpu A’ 3 HOpManbHOIO
Macol Tila MNoJiMOp(i3M TeHa aJAUINOHEKTMHY OyB TNOB'3aHMM juIle 3
pizaunero IMT 1 He OyB noB'si3aHMil 3 pi3HULEIO B IHIIKUX napamerpax. [lpu AT’
1 HaAMIpHIN Ba3l el nmoaiMopdi3Mm acouiroBascs 3 pizHuuero IMT ta Outbmn
Bupaxenoto IP. IIpu Al 3 oxupiaasam ta /] 2 tuna (s npu Al 3 0KUpIHHAM)
HasBHICTh reHotumiB G/T Tta T/T  acouiroBasiacs 13 PI3HULECIO
aHTPOIMOMETPUYHUX NapameTpiB, Ouibil BupaxeHow I[P, PAAC, agunokinamu,
aucOalaHcoM JIMIAHOTO Ta BYIVIEBOJHOIO Mpodumto; Ha BiaMiHy Big Al i3
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oxupinHam 6e3 L[ 2 tuna, y npucyTtHocti L/ 2 Tunma ueit nmomiMopdizm He
BIUIMBAB HAa AKTUBHICTh OKHCIIOBAJIBHOTO CTPECY-aHTHOKCHUAAHTHOIO 3aXHCTY
Ta NapamMeTpaMmu CyJUHHOTO PEMOJEITIOBAHHS.

BucnoBku: Ilpu AI' BupaxkeHicTh acomiamii mnoxaiMopdizMy TeHa
aIUMNOHEKTUHY 3  PI3HULEI  aHTPONOMETPUYHUX, METAa0OJIYHUX  Ta
exokapiorpadiuHux nmapaMmeTpiB BijpizHsuiacs 3anexHo Big IMT Ta HasBHOCTI

/I 2 Tamy.

ARTERIAL HYPERTENSION IN PATIENTS WITH SYSTEMIC
SCLEROSIS
Inaiiat Inaiiat, 3aituenko O.€.

Systemic sclerosis (scleroderma) is a progressive autoimmune disease
characterized by damage to almost all organs and systems. The basis of the
disease is damage to the connective tissue and systemic vascular pathology due
to damage to the vascular wall and changes in the rheological properties of the
blood.

The leading among the visceral manifestations of systemic sclerosis is the
pathology of the heart, the frequency of which reaches 90%. At the same time,
practically all patients have vascular disorders that reflect the generalized nature
of the disease and play an important role in the origin of many clinical
manifestations, including an increase in blood pressure.

One of the common causes of arterial hypertension in patients with
systemic sclerosis is kidney pathology, which develops, according to
morphological studies, in 70-100% of cases and in the development of which
the renin-angiotensin-aldosterone system plays an important role. The most
severe manifestation of kidney pathology is acute scleroderma nephropathy,
which is characterized by a sudden onset, the development of malignant
hypertension, rapidly progressing renal failure and an unfavorable prognosis.

Arterial hypertension arising against the background of acute scleroderma
nephropathy has the most severe course. In other cases, its course, as a rule, is
relatively favorable, but the long course of hypertension and the administration
of large doses of corticosteroids increase the risk of renal failure in patients with
systemic sclerosis.

When prescribing antihypertensive drugs in patients with systemic
sclerosis, preference should be given to ACE inhibitors or angiotensin II
receptor blockers (ARBs), which reduce the likelihood of kidney damage in
systemic sclerosis, and in acute scleroderma nephropathy are the only effective
means. The addition of ACE inhibitors or angiotensin II receptor blockers in the
treatment of systemic scleroderma leads to a moderate improvement in
microcirculation, a decrease in the severity of hypertension syndrome and
general relief of the course of the disease. Beta blockers are not prescribed for
systemic sclerosis, since they can lead to the development of  Raynaud's
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syndrome, and if it is present, increase the severity of the course. In patients
with acute scleroderma nephropathy, calcium antagonists and antiplatelet agents
are prescribed simultaneously with ACE inhibitors.

Pulmonary arterial hypertension (PAH) associated with SJS is one of the
most frequent clinical manifestations of systemic sclerosis, as evidenced by its
inclusion in the criteria for the diagnosis of systemic sclerosis. EULAR
recommends the use of phosphodiesterase inhibitors (sildenafil, tadalafil) as
first-line drugs for PAH-II FC according to NYHA. Endothelin receptor
antagonists (bosentan, ambrisentan, matsintan) and prostanoids are second-line
and third-line drugs, respectively, as NYHA FCS-LAG therapy, which are
added gradually to initial therapy.

Conclusion. Thus, arterial and pulmonary hypertension are frequent
clinical manifestations of systemic scleroderma. Various algorithms for treating
patients with systemic scleroderma, depending on the dominant lesion of
various organs and systems, in particular, treatment of arterial hypertension, are
aimed at improving the quality of life and survival.

Indicators of daily pH-metry in patients with combination GERD with type 2

diabetes.

THE AIM OF OUR STUDY WAS TO DETERMINE THE DAILY PH-
METRICS IN PATIENTS WITH GERD WHEN COMBINED WITH TYPE 2
DIABETES.

Frolov-Romanyuk E.Yu., Titov Z.A.

Materials and methods.

107 patients with GERD were interviewed, 67 of which were combined with
type 2 diabetes. Of these, 66 women, 41 men, mean age (57.4 £ 7.6) years.
Patients experienced clinical and / or endoscopic manifestations of GERD.
Anamnestic data on the duration, severity of diabetes, complications of the
disease, glycosylated hemoglobin (HbAlc) study, daily pH-metering using
Gastroscan-24, endoscopic examination of the esophagus and stomach with
biopsy were carefully studied.

Results and discussion.

In the analysis of the data of the daily pH-monitoring of the esophagus in 31
patients with cardiac manifestations of GERD revealed a predominance of acid
gastroesophageal reflux in 22 (70.9%) patients. Analysis of the pH-monitoring
data of the esophagus at different ENT-manifestations of GERD of the main
group showed a slight predominance in 38 (51.4%) acid reflux with a pH level
<4, and in the other patients pathological alkaline GERD with a pH> 7 (no
food).
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In patients with group 1 (patients with GERD and type 2 diabetes) daily pH-
metric, in addition to the assessment of intra-esophageal changes, the study of
intragastric acidity. In these patients, on average, normocidal acidity (pH = 1.82
+ 0.11) was determined as opposed to 2

groups (patients with isolated GERD) with moderate hyperacidity (pH = 1.22 +
0.09), p <0.05.

When analyzing the severity of GERD, determined by the daily pH-metrics
(gradation of the severity of reflux according to AV Medvedev, EI Shmelev,
2002), there was no significant difference between the indicators of the main
and control groups. Thus, there was an even distribution of patients of the main
and control groups for GERD mild, moderate and severe. Meanwhile, in
patients with a combination of GERD and type 2 diabetes, the frequency of
severe GERD was observed in 12 (18%) patients versus 10 (25%) patients, but
the significance of the difference was p> 0.05. In addition, the number of
refluxes with a pH <4 lasting more than 5 min per day and the longest reflux
time with a pH <4 was significantly exaggerated in patients in the main group (p
<0.05).

Conclusions.

Analysis of daily pH-metrics indicates that the number of refluxes with a pH <4
lasting more than 5 min per day and the time of the longest reflux with a pH <4
was significantly exaggerated in patients with combination GERD and type 2
diabetes (p <0.05), it indicates the presence of hypomotor dyskinesia of the
esophagus.

JOINT MANIFESTATIONS OF SJOGREN'S DISEASE
I'ynacekap Jleekma JIxapiui, 3aituenko O.€.

Sjogren's disease is a chronic systemic autoimmune disease related to
diffuse connective tissue diseases; characterized by lymphocytic infiltration of
exocrine glands, mainly salivary and lacrimal glands. There are also Sjogren's
syndrome (lesions of the lacrimal glands with the development of dry
keratoconjunctivitis and salivary glands by the type of parenchymal mumps),
which develops on the background of diffuse connective tissue diseases, mainly
rheumatoid arthritis, rarely in other autoimmune diseases.

The urgency of a comprehensive study of Sjogren's disease is due to the
relatively high frequency of development of the disease.The prevalence of
Sjogren's disease is about 5%, making it one of the most common autoimmune
diseases. Sjogren's disease has a chronic, slowly progressing course. Non-
glandular, systemic manifestations with renal, lung, skin, nervous system
development develop in 1/3 of patients. Patients have a significantly increased
risk of various lymphoproliferative complications, the most common of which
are B-cell extranodal lymphomas of the marginal zone MALT-type.
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Various non-glandular manifestations of the disease are well known,
among which the leading in frequency is the joint lesion. One third of patients
have recurrent non-erosive arthritis, mainly small joints of the hands. Joint
syndrome most often develops several years after the onset of other
manifestations of Sjogren's disease at the same time (in 10% of patients), in
12% of patients, joint lesions precede the occurrence of typical ophthalmic and /
or dental symptoms.

The clinical picture is dominated by weak and moderately pronounced
arthralgia (75% of patients) from 1-3 joints, mainly the knee, ankle and small
joints of the hands, and short-term morning stiffness (35% of patients).
Sjogren's disease is characterized by mono- and oligoarthritis, predominant
lesions of small joints of the hands, asymmetry and short duration of
inflammatory changes on the part of the joints. In some cases, arthritis in
Sjogren's disease is accompanied by painful contractures of the joints and
diffuse swelling of the hands. A small number of patients described the
development of ulnar deviation of the hands, Jaccoud arthropathy and aseptic
necrosis of the femur. When radiographs of the joints of the hands, bone erosion
is detected only in 3-4% of patients with Sjogren's disease.

For the treatment of patients with recurrent sialadenitis and minimal
systemic manifestations such as articular syndrome, glucocorticosteroids in
small doses or non-steroidal anti-inflammatory drugs are prescribed.
Prednisolone 5 mg daily or every other day is prescribed to patients with
recurrent sialoadenitis and minimal systemic manifestations such as articular
syndrome. Small doses of corticosteroids reduce the frequency of recurrence of
sialoadenitis, arthralgia and arthritis, improve quality of life, but do not increase
salivation and do not affect the survival of patients with Sjogren's disease.

Patients with constitutional, musculoskeletal symptoms may be
prescribed hydroxychloroquine, methotrexate, azathioprine, leflunomide,
sulfasalazine, cyclosporine.

In the presence of severe systemic manifestations of Sjogren's disease
(polyneuropathy, myositis, vasculitis, purpura, glomerulonephritis, etc.). Use
pulse therapy with high doses of methylprednisolone and cyclophosphamide.
After the end of pulse therapy, the patient is prescribed moderate doses of
prednisolone - 20-30 mg per day. The use of anti-f cell therapy with rituximab
(RTM) allows you to control systemic extracellular manifestations of Sjogren's
disease and reduce functional glandular insufficiency. RTM improves the
clinical course of Sjogren's disease without increasing the incidence of side
effects. RTM 1is prescribed to patients with BS with severe systemic
manifestations (cryoglobulinemic vasculitis, glomerulonephritis,
encephalomyelopolyradiculoneuritis, interstitial pneumonitis, autoimmune
pancytopenia), as well as in cases of resistance or insufficient efficacy of
traditional treatment.
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Conclusions. Joint manifestations of Sjogren's disease are quite common.
Using in the treatment of corticosteroids, cytostatics, and biologicals is
important for preventing complications, bone erosion, contracture development,
and improving patients' quality of life.

EATING DISORDERS IN PATIENTS WITH TYPE 2 DIABETES
MELLITUS
Iryna I. Krpenko, Aghi Maghav

Relevance. In the treatment of diabetes, an important role is given to
maintaining the target glucose levels as a factor affecting the risk and degree of
complications. It is the food taken that has the main effect on this factor.
Therefore, it is very important that a patient with diabetes comply with his diet.
But, one way or another, almost all patients deviate from this rule, and deviation
option is a certain disorders, depending on which there is a differentiated TYPE
(OR TYPES) OF EATING approach to solving this problem.

Purpose: to determine the type of eating disorders in patients with type 2
diabetes.

Materials and methods: under our supervision there were 26 patients suffering
from type 2 diabetes, aged 38 to 66 years, including 17 women, 9 men. Duration
of diabetes ranged from 4 to 12 years. BMI in all subjects exceeded norm (18.5
- 249 kg / m2). Target glycemia was not achieved in 89% examined. All
patients received diet therapy in combination with oral hypoglycemic therapy.
For the study of types of eating behavior used the Dutch food behavior
questionnaire (DEBQ). DEBQ consists of 33 statements, each of which the
respondent must evaluate in relation to himself as “Never” (1 point), “Rarely”
(2 points), “Sometimes” (3 points), “Often” (4 points) and “Very often” (5
points). The 31st question is analyzed in opposite values. The quantitative value
on the scale is equal to the arithmetic average of the points on this scale. In
other words, you need to add points for each scale, and divide by the number of
questions in the scale. Question numbers 1-10 correspond to the restrictive type,
the norm is 2.4; eleven-23 - emotiogenic, the norm is 1.8; 24-33 - external, the
norm is 2.7.

Results: the respondents are dominated by the restrictive type of eating
behavior - 55%, among them 18% are women, 37% are men. In second place is
the emotiogenic type - 28%, of which 21% are women, 7% are men. Least often
there is an external type - 17%, women accounted for 11%, men - 6%.40 The
questionnaires often encountered mixed types. External type eating disorders
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occurred both independently (17%) and in the form of the component in other
types of disorders in the vast majority questioned (61%).

Conclusions: identified eating disorders in patients with type 2 diabetesmust be
used to correct the patient’s lifestyle, rationalize nutrition. In case of
emotiogenic overeating, you should concentrate on the sensory sphere, in order
to resolve the internal conflict. When external eating behavior we are talking
about a wrong habit, which will require cognitive - behavioral therapy. With
restrictive nutritional behavior requires nutritional intervention. Correction
eating behavior is carried out jointly by a doctor endocrinologist, nutritionist
and psychologist

PREVENTION OF COMPLICATIONS OF ARTED LUNG
VENTILATION IN THE DEPARTMENT OF REANIMATION AND
INTENSIVE THERAPY

Karpenko iryna Iv, Maraba Saeh

Mechanical ventilation with positive inspiratory pressure is not a
physiological method of respiratory support. Mechanical ventilation 1is
accompanied by a number of complications, the probability of occurrence of
which is directly proportional to its duration, which necessitates compliance
with the protocol for this procedure.

Currently, the benefits of mechanical ventilation with small tidal volumes
(6-10 ml / kg) have been proven. The ventilation mode is selected individually
under the control of respiration mechanics, pulse oximetry and blood gas
analysis. With a high resistance of the airways, it is advisable to select the
optimal value of the peak flow on inspiration, the shape of the flow curve, the
duration of the plateau phase or switch to pressure-controlled ventilation. In the
case of prolonging the duration of mechanical ventilation for more than a day, it
1s necessary to use endotracheal tubes with low-pressure cuffs and apparatus
with wide functionality, equipped with a graphical monitor of respiratory
functions.

Of great importance are measures aimed at preventing ventilatory-
associated pneumonia, primarily the use of respiratory circuit filters,
minimizing procedures associated with depressurization of the respiratory
circuit and deflating the endotracheal cuff. In order to reduce the likelihood of
airway contamination by the microflora from the gastrointestinal tract, the head
end of the bed is raised by 15-30 °, the pH of the gastric secretion is monitored,
avoiding the unjustified administration of antacid and suppressing secretion
drugs, measures are taken to stimulate the intestines and, if possible, prescribe
early enteral nutrition with special nutrient mixtures taking into account the
patient's energy and metabolic needs. Antibacterial therapy is carried out taking
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into account the results of bacteriological studies of bronchial secretions. The
importance of performing diagnostic and sanitation bronchoscopy.

In order to improve the passage of sputum, inhalation is carried out with
broncho-mucolytic via a nebulizer synchronized with the respiratory cycle.
They perform vibration massage and physiotherapeutic procedures. Secretion is
aspirated using disposable catheters or using ‘closed loop’ systems. All
procedures associated with the disconnection of the respiratory circuit are made
with sterile gloves.

With prolonged mechanical ventilation, especially in the case of severe
forms of respiratory failure, kinetic therapy has a positive effect - ventilation in
the position on the side and not the stomach.Weaning from the ventilator
requires careful monitoring of the patient's respiratory functions. When
conducting assisted breathing, it is advisable to switch to non-invasive mask
ventilation as early as possible.

QUALITY OF LIFE OF PATIENTS WITH CARDIOPATOLOGY
Karpenko Iryna Iv, Garg Vikas

The aim of this study was to study the specifics of the quality of life of
patients with cardiopathology aged 50 to 70 years. The results of a study of the
quality of life of patients with cardiopathology revealed a sharp decline in all
indicators of the physical component of health assessment.. Accordingly, we
can conclude that the quality of life of patients is sharply reduced due to illness
and physical condition has a negative impact on the emotional sphere of
patients. In a comparative analysis of indicators depending on the gender of
patients, a significant difference was revealed on the scale of "Vital activity".
This may indicate that men with heart diseases feel more energetic and active
than women. But, Having analyzed the data of other methods, it can be assumed
that the vital activity of men is associated with their tendency to underestimate
the significance of the disease or even to deny its presence, and women, in turn,
tend to manifest hypochondria and sensitivity inregarding your disease.

As a result of the correlation analysis, in individuals with
cardiopathology, the relationships between indicators of quality of life, attitude
to the disease, adaptive potential and protective-behavioral behavior were
revealed. In the main group of men, the indicator of general health has a direct
relationship with a harmonious type of attitude towards the disease and inverse
relationships with the anxious type and personality anxiety, RFE - role
functioning due to emotional state interconnected with a harmonious type of
attitude towards the disease and its feedback with anxious type. RFE is also
directly related to the anosognostic type of attitude towards the disease.

Anosognostic type of attitude towards the disease, in turn, has strong
direct relationships with vital activity and mental health, while mental health
has inverse relationships with a coping strategy of self-control. A correlation
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analysis of various indicators in the main group of women revealed a very a
large number of different relationships, for example: positive mental health it is
interconnected with factors of assessment of I-ideal and activity of the image of
healthy people, accordingly it can be concluded that women are supported by
the fact that they are positive they evaluate their self-image as ideal and see
healthy people as active, and therefore strive to be so.

Role functioning, due to the emotional state, has an inverse relationship
with the hypochondriacal type of attitude towards the disease and is directly
related to coping planning for solving the problem. In connection with the
above, we can conclude that this study may be theoretical basis for subsequent
application in practice. Namely, to create methods of psychoprophylaxis and
provide psychological assistance to people with diseases of the cardiovascular
system.

MODERN APPROACHES TO DIAGNOSTICS
MUCOPOLYSACCHARIDOSIS
Karpenko Iryna Iv, Donhula Krishna

Mucopolysaccharidosis (MPS) is a serious, progressive, hereditary
disease that requires early detection because this largely determines the tactics
and success of therapy.

Different forms of MPS were described separately throughout the 20th
century. Their clinical presentations vary, depending on the type of enzyme
defect and the glycoprotein accumulated

We have studied the anamnesis of life and illness of people with MPS I
(Hurler syndrome) and type II to identify early symptoms of the disease in order
to make recommendations for specialists and parents on early diagnosis.

In type I MPS in the first half of the year, attention was drawn to:
changes in neurosonography (signs of hydrocephalus) - 71%, ZPMR - 43%,
sensorineural hearing loss - 29%, corneal opacification - 29%, hepatomegaly in
14% of cases. With further observation up to 1 year - signs of hydrocephalus-
86%, ZPMR-71%, sensorineural hearing loss -43%, corneal opacification -43%,
kyphoscoliosis-43%, Hurler-like phenotype-43%, umbilical hernia and
hepatomegaly in 29% of cases. The correct diagnosis was established before 1
year in 29% of cases.

When type II MPS in the first half of the year, attention was drawn to
themselves: changes in the NSG (signs of hydrocephalus) - 80%, umbilical and
/ or inguinal hernias in 40% of cases. With further observation of a child up to 1
year old the ratio was: changes in the NSG (signs of hydrocephalus) - 80%,
kyphoscoliosis - 40%, Hurler-like phenotype - 20%, umbilical and / or inguinal
hernias - 60%, hepatomegaly in 20% of cases. The correct diagnosis was
established before 1 year in 20% cases.
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Conclusions: identifying one or more of the above symptoms in
combination with hydrocephalic syndrome requires a study of urinary
glycosaminoglycan excretion in order to early diagnosis of MPS.

GENDER SPECIFICITY OF SLEEP DISORDERS IN PATIENTS WITH
TYPE 2 DIABETES MELLITUS
Kuriacha O., Ogneva O., Alexandrova T.

Introduction. The 21st century is considered the century of the diabetes
mellitus (DM) epidemic, which is illustrated by the incidence of diabetes in
Ukraine: in 2017, 1270 929 cases of DM were registered, in total there are
about 1.3 million officially registered patients in Ukraine, in this amount more
than 90% suffer from type 2 diabetes mellitus (DM-2). Thus, diabetes has
become a disease of civilization and is rapidly gaining increasing medical and
social significance. In addition, modern requirements for the supply of medical
care accentuate the need for an individualized approach to therapy, including by
gender attribute.

The aim of our study was to identify the frequency and characteristics of
sleep disorders in patients with type 2 diabetes mellitus and their distribution
depending on gender.

Materials and methods. At the endocrinology department of the Kharkiv
Regional Clinical Hospital, 34 patients with type 2 diabetes (20 women and 14
men) were examined, a questionnaire was conducted using the “Questionnaire
of evaluation of the probability of developing respiratory disorders during
sleep”, processing of data from patients’ histories and its statistical analysis was
performed (with MO Excel-2007).

Results. According to the survey, 82% of patients suffer from insomnia,
of which 67% were women and 15% were men. The questionnaire showed that
among the surveyed patients with type 2 diabetes, 73.5% had a high risk of
respiratory failure during sleep. Among patients with a high risk of developing
respiratory disorders, women predominated (76% versus 24% of men). The
average risk of developing respiratory disorders had mostly men (89% versus
11% women).

Conclusions. Thus, women are more predisposed to sleep disorders, in
particular to insomnia and development of sleep apnea, which can also worsen
the course of the underlying pathology. Also, the severity of the course of
diabetes can determine a different degree of severity of sleep disorders. These
associated conditions require correction of approaches to therapy, taking into
account their relationship with the pathophysiological mechanisms of
carbohydrate metabolism disorders.
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CURRENT ISSUES IN THE DIAGNOSIS AND TREATMENT OF
MICROVASCULAR ANGINA
Marany Bipa Benkara Axin, SApecsko A.B., 3aituenko O.€.

Chest pain 1s one of the most common symptoms in the practice of the
modern physician. Particular attention is paid to angina pectoris in intact
coronary arteries or microvascular angina.

Aim of the study: to study current views on the issues of diagnosis and
treatment of microvascular angina.

Microvascular angina - angina with coronary microvascular dysfunction.
This form is also known as "cardiac syndrome X". It is associated with poor
prognosis and higher rates of adverse cardiovascular events. The predominant
population with microvascular angina is women, mainly in menopause.
According to numerous studies, up to 50% of women with suspected coronary
artery disease have normal coronary arteries or non-obstructive lesions of the
epicardial coronary arteries with coronary angiography. In this case, they have
more symptoms, a higher functional class of angina, while the frequency of
detection of significant coronary artery lesions compared with men is lower.

Microvascular angina includes a group of syndromes in which small
arterioles (<500 um) are affected in the myocardium. Angina pectoris occurs in
patients with microvascular dysfunction due to decreased blood flow, which can
be caused by diffuse thickening of arterioles, endothelial dysfunction, or
increased resistance to microcirculation. It is established that in patients with
normal coronary arteries or with non-obstructive lesions of the coronary bed,
microvascular dysfunction is a predictor of adverse effects. Among the main
causes of endothelial dysfunction in microvascular angina are such as decreased
production of nitric oxide (NO) and increase in endothelin, chronic subclinical
inflammation, antioxidant insufficiency, increased platelet aggregation.

In the diagnostic of microvascular angina, a combination of 3 features is
characteristic: typical or atypical angina; detection of signs of myocardial
ischemia from loading ECG tests and imaging studies (in most cases,
myocardial scintigraphy; or - stress echocardiography). The most sensitive
method for the diagnosis of myocardial ischemia in these patients is the use of
pharmacological tests in combination with emission computed tomography of
the myocardium with the introduction of 99mTs; detection of coronary
angiography of normal or small-sized large and medium coronary arteries, with
ventriculo - normal function of the left ventricle.

In the treatment of microvascular angina, the aim of anti-anginal therapy
i1s to improve coronary blood flow, reduce myocardial oxygen demand, or a
combination thereof. Traditionally, treatment begins with classic anti-ischemic
drugs, including B-blockers, calcium channel blockers, and nitrates. However,
only half of patients respond to classic antianginal drugs. Generation I f
blockers, such as carvedilol and nebivolol, have additional endothelium-
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dependent vasodilator properties, as they stimulate NO release from the
microvascular endothelium. Calcium channel blockers have a beneficial effect
on microvascular ischemia by expanding dysfunctional resistance arteries.
Nitrates are not recommended as first-line therapy in patients with
microvascular angina. Ranolazine exerts an anti-ischemic effect by inhibiting
internal late sodium current in cardiomyocytes, leading to a decrease in
intracellular calcium influx during ischemia. Ivabradine suppresses If-channels
in the sinus node and selectively reduces heart rate. Trimetazidine switches
cellular metabolism of free fatty acids to glucose oxidation, leading to better
tolerability of myocardial ischemia.

Conclusions. Thus, microvascular angina is one of the socially and
economically significant diseases. The treatment of microvascular angina is
more complex than the treatment of stable angina, because of the high
variability of symptoms and the low response to drug combinations. Strict
monitoring of risk factors and individual dose titration of antianginal drugs are
recommended.

MYOCARDIAL REMODELING IN ARTERIAL HYPERTENSION
AND DIABETES MELLITUS
[Tpakam Cakrxi CapaBaHnaHn, 3aiiuenko O.€.

Arterial hypertension is one of the most common diseases of the
cardiovascular system. The problem of myocardial remodeling in arterial
hypertension has recently attracted increasing attention.

Numerous studies have shown that analytical changes in the heart in
patients with hypertension cannot be combined with high blood pressure alone.
Other mechanisms are also involved in remodeled hearts, which is why it is
being studied. It is described that during remodeling of the service occur not
only in its structure and size, but also in the functional and biochemical
properties of the heart muscle, including the development of diastolic
dysfunction of the left ventricle, the occurrence and progression of fibrotic
processes, reduction of coronary reserve, etc. arterial hypertension represents
changes in the left heart and, above all, in the left ventricle. Thus, according to
modern concepts, the nature of left ventricular hypertrophy differs from the
powerful factors in determining patients' prognosis. The presence of left
ventricular hypertrophy is associated with the application of heart rhythm,
developing chronic coronary insufficiency, cerebrovascular pathology, sudden
death. It is established that by the nature of cardiac remodeling in patients with
hypertension great influence determines a number of diseases that are often
combined with arterial hypertension. The most inappropriate dialogue consists
of type 2 diabetes. Patients with diabetes 2 have a large increase in left
ventricular mass due to cardiomyocyte hypertrophy and an increase in the
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interstitial component, which is put into effect for external diastolic, forgotten
and systolic left ventricular functions.

Numerous studies show that it is in combination with type 2 diabetes that
the most unfavorable different options for heart remodeling have been
identified. Thus, in patients with arterial hypertension in combination with type
2 diabetes, in patients with diabetes mellitus other than diabetes, a significantly
higher high kettle of left ventricular hypertrophy and its high severity are
detected. In the study of pathogenetic mechanisms study the remodeling of the
left ventricle in patients with hypertension in diabetes mellitus type 2 significant
impact in these mechanisms, which plays one of the strongest growth factors -
TGF-beta 1. In various studies found a significant increase in TG 1 level blood
in the development of hypertrophic type of remodeled heart in patients with
hypertension, which was most pronounced when working with type 2 diabetes.
Under the influence of combination antihypertensive therapy with angiotensin-
converting drug inhibitors and a beta-blocker with NO activity, a statistically
significant decrease in transforming growth factor-1 in the blood of patients
with type 2 diabetes is statistically significant.

Timely data opens new perspectives on corrections that develop and
develop service in patients with hypertension and type 2 diabetes.

RARE INTERSTITIAL LUNG DISEASE
PULMONARY ALVEOLAR PROTEINOSIS: EPIDEMIOLOGY,
ETIOLOGY AND PATHOGENESIS
Iryna Iv. Karpenko, Mgari Odai

Pulmonary alveolar proteinosis (PAP) is a rare lung disease characterized
by accumulation in the alveoli surfactant-like lipoprotein substance. Allocate
three forms of the disease: autoimmune (previously called primary or
idiopathic), secondary and congenital pulmonary alveolar proteinosis.

The prevalence of pulmonary alveolar proteinosis in different countries
varies from 4 to 40 cases per 1 million people, the incidence is estimated at 0.2
per 1 million. Autoimmune form of the disease is observed in 90% of cases of
pulmonary alveolar proteinosis. In 2001, Seymour J. F. and Presneill J. J.
published a detailed literature review of 410 patients. pulmonary alveolar
proteinosis. In a retrospective study conducted in France, presented an analysis
of 41 cases. In 2008, Japanese scientists published an epidemiological study of
248 patients. Despite the fact that autoimmune pulmonary alveolar proteinosis
is observed in 90% of cases, this form of the disease is rarely associated with
other autoimmune diseases. According to Seymour J. F. and Presneill J. J., only
7 (1.7%) of 410 patients had other autoimmune diseases. Pulmonary alveolar
proteinosis occurs in men twice as often as in women; the average age of
patients is 51 years. More than half of patients (56%) are smokers.
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In the development of the disease, a key role is played by the violation
exchange of surfactant - a protein-lipoid complex secreted by type II
pneumocytes. Surfactant reduces the surface tension of the alveoli and prevents
their collapse at the end expiration, and also takes part in anti-infection
protection mechanisms. Surfactant is inactivated by transferring to surface-
inactive aggregates, the main part of which is reutilized by type Il pneumocytes.
The remainder of the surfactant is catabolized by alveolar macrophages (AM).
This process is regulated by cytokines, the key of which is granulocyte
macrophage colony stimulating factor (GM-CSF). Disruption of the interaction
of GM-CSF with cell receptors leads to the fact that the target cells do not
receive signal for cleavage of surfactant, in connection with what happens its
excessive accumulation in the alveoli. With the autoimmune form of PAP in the
fluid of bronchoalveolar lavage (BAL) and in blood serum, autoantibodies
against GM-CSF are determined in high concentrations, which block its
activity, and therefore AMs do not receive a signal for surfactant catabolism .
Autoimmune The mechanism of PAP was confirmed experimentally:
administration of antibodies to GM-CSF to monkeys induced the development
of PAP indistinguishable from PAP in humans. Secondary PAP occurs in acute
myeloid and lymphoid leukemia, lymphoma, connective tissue diseases,
pneumocystis infection in patients AIDS. With these diseases, the number
decreases Numerous development reports published PAP after inhalation of
mineral dust (silicon, talc, cement, kaolin), metal particles (aluminum,
titanium). Experimental animal models have been obtained that demonstrate the
development of PAP after inhalation of nickel, silicon, titanium, quartz, indium,
and aluminum powder. Metal particles caused an influx of AM into the alveolar
spaces, beyond which followed by proliferation of type II pneumocytes and
accumulation phospholipids. AMs were filled with phospholipid material, and
alveoli were filled with lipoprotein inclusions.

MODERN PRINCIPLES FOR THE DIAGNOSIS AND
TREATMENT OF TAKOTSUBO CARDIOMYOPATHY
Yannpacekapan xamyna Cpi, Specbko A.B., 3aiiuenko O.€.
Cardiomyopathies are a rather poorly studied aspect of modern
cardiology and are associated with severe heart damage and are one of the main
causes of chronic heart failure, disability and mortality.
Aim of the study. To study the course of takotsubo cardiomyopathy.
Takotsubo syndrome or stress-induced cardiomyopathy is a transient
systolic dysfunction of the left ventricle in response to intense emotional or
physical stress, it develops in the absence of coronary heart disease and is
accompanied by changes in myocardial infarction. Takotsubo cardiomyopathy
accounts for about 2% of all hospitalizations with suspected acute coronary
syndrome. The clinical picture of the acute phase of cardiomyopathy Takotsubo
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is similar to the clinic of acute coronary syndrome with or without ST segment
elevation. The disease is also accompanied by an increase in markers of
myocardial damage, which, however, differs from that in patients with
myocardial infarction with ST segment elevation.

Anatomical variants of takotsubo-cardiomyopathy: typical (apical)
variant (75-80%) - involvement of the apical and middle segments of the left
ventricle, and the zones of myocardial kinetics violation do not correspond to
the blood supply pool any single coronary artery; atypical variant (‘“sparing
vertex variant”) (10-15%) - leave the apex of the left ventricle unattended, and
only its middle segments are involved; basal (inverted) version - 5%; lesions of
two ventricles - less than 0.5%. One of the main pathophysiological
mechanisms of Takotsubo cardiomyopathy is the action of catecholamines, and
sudden stress, which is often a trigger factor. Catecholamine damage to the
myocardium is caused by the negative effect of an excessive number of
sympathetic mediators and a multivascular spasm of the subepicardial coronary
arteries.

For the differential diagnosis of Takotsubo cardiomyopathy and acute
coronary syndrome, ECG, echocardiography, the study of markers of
myocardial damage, norepinephrine, angiocardiography are recommended,
given the successful result without special treatment. It is recommended to carry
out transthoracic echocardiography and left ventriculography due to the fact that
the most striking echocardiographic and angiographic characteristics of
cardiomyopathy by default are the presence of an apex vertex, mid-section
hypokinesis in combination with hyperkinesis with changes in hyperkinesis. It
is recommended to pay attention to the absence of a diagnostically significant
level of markers of myocardial damage at admission and in dynamics. The most
accurate and mandatory method for the diagnosis of cardiomyopathy is
especially early (the first 24 hours after the onset of clinical manifestations)
selective coronary angiography, left and right ventriculography to exclude
damage to the coronary arteries and identify typical changes in left and right
ventricular cardiomyopathy. Takotsubo's diagnostic criteria are: 1. Temporary
pathological movements of the walls of the myocardium of the right or left
ventricle, which are often preceded by a stress-critical mechanism. 2. Transient
pathological myocardial movements usually do not correspond to the area of
blood supply to one coronary artery. 3. The absence of coronary artery
obstruction, signs of detachment of atherosclerotic plaques, the formation of a
blood clot or other pathological conditions that can explain the existing left
ventricular dysfunction (hypertrophic cardiomyopathy, viral myocarditis). 4.
The appearance of new reversible ECG changes (1 or | of the ST segment from
the isoline, LBBB, inversion of the T wave and / or long QT interval) during the
acute phase (3 months). 5. A significant increase in the level of cerebral
natriuretic peptide [BNP] or its N-terminal fragment (NT-proBNP]) during the
acute phase of the disease. 6. A significant increase in the level of cardiac
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troponin (the discrepancy between the level of troponin and existing cardiac
dysfunction). 7. Recovery of systolic function of the ventricle after 3-6 months.

There are no official guidelines for treating patients with Takotsubo
cardiomyopathy. In the acute phase of the disease, the use of tranquilizers is
indicated if the development of the syndrome was preceded by emotional stress,
as well as the elimination of other possible triggering factors, such as pain. ACE
inhibitors, beta-blockers, anticoagulants, diuretics, calcium antagonists are
prescribed. In addition, in such cases, it is advisable to carry out intra-aortic
balloon counterpulsation. With dynamic obstruction of the exit tract of the left
ventricle, the use of drugs with a positive inotropic effect is contraindicated.
Against the background of maintenance therapy, spontaneous recovery always
occurs within 2 months. In 5% of cases, a relapse occurs, possibly caused by a
related trigger mechanism.

Conclusion. Takotsubo cardiomyopathy remains a poorly understood
disease. The timely detection and differential diagnosis of acute coronary
syndrome is very important in terms of optimizing therapy to avoid the
development of serious complications.

DIFFERENTIAL DIAGNOSIS OF INFLAMMATORY BOWEL
DISEASE
Zorkot V., Alexandrova T.

Background. The largest number of patients with inflammatory bowel
diseases refers to the able-bodied population (age 20-40 years). Although the
number of cases i1s on average less than 0.1% of the population, this entails
temporary disability, economic losses and a deterioration in the quality of life.
In this regard, there is a need for timely and correct diagnosis, differentiation
between these diseases in order to prescribe the necessary treatment and prevent
possible complications.

Aim. To analyze the clinical diagnostic criteria for the differential
diagnosis of Crohn’s disease (CD) and ulcerative colitis (UC).

Materials and methods. The differentiation of these diseases begins with
the history taking stage. They are clinically quite similar, but there are certain
differences: diarrhea is characteristic of both diseases, but blood impurities and
rectal bleeding are more common in UC. Abdominal pain is more pronounced
in CD (can simulate an acute abdomen). The temperature varies from normal to
hectic in both cases, depending on the severity. At the stage of objective
examination and laboratory studies, attention should be paid to the possible
palpation of the inflammatory conglomerate characteristic of CD; the presence
of proctitis, since its absence excludes the diagnosis of UC, but the presence of
perianal changes is observed in 50-80% of cases of CD (versus 5-18% in UC).
Involvement of other sections of the gastrointestinal tract accurately indicates
BC, especially the form of terminal ileitis. Complications of these diseases, such
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as strictures and fistulas, narrowing of the intestine, are much more common in
CD, as well as deep ulcerative defects. However, pseudo-polyps (13-15%) and
megacolon toxicum (3-4%) are more often found in UC. Malignancy is
observed in almost 20% of cases of UK, and much less often of cases of CD.
However, relapses after a collectomy are completely absent in UC.
Histologically, it is not always possible to distinguish UC and CD. It should be
noted that 60% of cases of noncaseating granulomas from epithelioid cells,
giant multinucleated cells such as Pirogov-Langhans and lymphocytes are
found. Antibodies against perinuclear granulocyte antigen - pANCA - in 60% of
cases are detected in UC and in 10% - in CD, antibodies against Saccharomyces
cerevisiae - ASCA - on the contrary, in 60% in CD (especially in the presence
of both IgA and IgG classes) and 10% - with UC.

Conclusion. Differential diagnosis of inflammatory bowel diseases is a
rather difficult task, since none of the methods gives a 100% reliable diagnosis,
however, with the right approach and a comprehensive assessment of the results
of the analyzes, it is possible to rationally manage such patients and reduce the
risks of various complications and induce prolonged remission.

SIGNIFICANCE OF CRP
IN THE MANAGEMENT OF A PATIENT WITH PNEUMONIA
Shaikh A.M., Vizir M.

According to observations of the last 10-20 years, mortality in severe
pneumonia in intensive care units of specialized departments reaches 15-30%.
The facts of overdiagnosis (up to 52%) and hypodiagnosis (up to 18%) lead to
the fact that mortality in pneumonia does not decrease, and the number of
patients with a protracted, low-symptomatic course of the disease, as well as
with severe and systemic complications during the course of the disease, is
steadily increasing. According to general biological laws, laboratory markers of
systemic inflammation are ahead of structural changes, and, therefore, can be
considered as early predictors of the onset and course of the disease. One
striking example of laboratory markers of the presence and severity of an
inflammatory reaction in the body is C-reactive protein (CRP).

METHODS. An analysis of the results of multicenter studies, which
confirmed the high diagnostic significance of determining the concentration of
CRP in patients with suspected community-acquired pneumonia (CAP), was
carried out with the identification of the main differentiating values of the
results of laboratory testing.

RESULTS. Diagnostically significant for CAP is a threshold level of
CRP of 50 mg/L in the presence of respiratory symptoms, while a level below
11 mg/L eliminates pneumonia. A CRP concentration of more than 100 mg/L in
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differential diagnosis may be the basis for hospitalization and the appointment
of antibiotic therapy empirically.

With differentiation of CAP with exacerbation of chronic obstructive
pulmonary disease, a threshold level of CRP is set at 33 mg/L, and with
bronchial asthma — 48 mg/L.

In the differential diagnosis of CAP by the pathogen, the determination of
CRP can be informative and, accordingly, diagnostically valuable on the first
day only in the case of pneumococcal (160-170 mg/L) and legionellosis (178-
200 mg/L) pneumonia.

The concentration of CRP > 150 mg/L is a prognostically unfavorable
sign of the severe course of CAP and should serve as a reason for the
intensification of antibacterial and detoxification therapy. Preserving the
concentration of CRP in the blood above 100 mg/L on the 4th day of antibiotic
therapy indicates the ineffectiveness of therapy. An increase in CRP
concentration during antibiotic therapy correlates with an increased risk of
complications and mortality. A decrease in CRP by less than 25% of the initial
level by the 2nd day of treatment and by less than 50% by the 4th day,
regardless of symptoms, indicates an increased risk of 30-day mortality.

CONCLUSION. Thus, determining the concentration of CRP in the blood
is a valuable laboratory method for differential diagnosis in therapy and
pulmonology, as well as a sensitive criterion for the timely monitoring of the
effectiveness of antibiotic therapy for CAP.

FEATURES OF GASTROESOPHAGEAL REFLUX DISEASE IN PATIENTS
WITH TYPE 2 DIABETES MELLITUS
E.Yu.Frolov-Romaniuk, M.Olaniyan
(Kharkiv National Medical University)

The purpose of the work. To study the features of treatment of gastroesophageal

reflex disease in patients with type 2 diabetes mellitus.

Research methods. 103 patients with type 2 diabetes mellitus at the age from 30
to 72 years old were studied, of which 62 women, 41 men, and the average age -
51.4 £ 7.6 years.

The survey algorithm included a collection of complaints, anamnestic data on
the duration, severity of diabetes, complications of diabetes, study of
glycosylated hemoglobin (HbA1c), pH-metrics on the apparatus Gastroskan-24,
endoscopic examination of the esophagus and the stomach with biopsy twice (at
0 and 4th week from the start of treatment).

For heartburn, the main symptom of gastroesophageal reflux disease (GERD),
complained only 31.7 % of patients, and regurgitation - 9.6% of patients. In
18.75% of patients, voiced voices were determined. A significant number of
patients complained of cardiopulmonary attacks - 41.9%, which occurred in the
horizontal position at night, chest pain after eating and in the background of the
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body tilt, and had a positive result in a test using a proton-inhibitor (a control )
During conduction of videosephagoscopy, hyperemia of the lower third of the
esophagus was detected - in 24 (22%) patients, reflux esophagitis of grade A-27
(25%), degree B-44 (40,6%), in 6 patients the degree of esophagitis was defined
as C, and 8 (7.3%) - patients defined endoscopically negative gastroesophageal
reflux disease. All patients were prescribed pantoprazole (control) 40 mg twice
daily, Mosapride (Mosid) 5 mg three times a day, and rebamipid (mucogen) 100
mg three times a day.

Results Under the influence of treatment almost all symptoms of GERD were
eliminated - so on heartburn and regurgitation of complaints did not remain,
only 1.2% of patients still recognized voiced voices, and about 3% of patients
remained cardiac after the second week of treatment (p <0.01 ) During the
control of esophagoscopy after 4 weeks of treatment, the following data were
obtained: reflux esophagitis A st. (according to the Los Angeles classification)
was found in 11 patients (10.1%), grade B in 28 (25.7%) patients, and 2 patients
in grade C.

V/Q SCINTIGRAPHY IN THE DIAGNOSIS OF PULMONARY EMBOLISM
Ahmed H. M., Vizir M.

According to the recommendations of the European Society of
Cardiology and the European Respiratory Society, ventilation/perfusion (V/Q)
lung scintigraphy plays an important role in the diagnosis of patients with
suspected pulmonary embolism (PE). Having advantages such as low radiation
and the dose of contrast medium, the V/Q scan can be considered
predominantly on an outpatient basis in case of low clinical probability of PE
and a normal chest X-ray, in patients with history of contrast medium-induced
anaphylaxis, in young (particularly female) patients, in pregnant women, and
patients with severe renal failure. The presence of impaired perfusion and
normal pulmonary ventilation (complete V/Q-mismatch) is a classic picture of
PE. The coincidence of perfusion disorders of the lungs with ventilation (full
V/Q-compliance) excludes PE. However, despite higher radiation, computed
tomographic pulmonary angiography (CTPA) remains the gold standard for
diagnosis.

METHODS. In order to establish diagnostic value of V/Q scan, several
studies were analyzed and key aspects of the results were compared. The most
extensive study included individual data from 3400 patients with suspected PE.

RESULTS. In case of high and medium probability of PE, it was shown
that V/Q scans have a sensitivity of 97.4%, a specificity of 90%, an accuracy of
92.5%, a negative predictive value of 98.5% and a positive predictive value of
85%. With only a high probability of PE, the sensitivity is 96.2%, specificity is
94.6%, accuracy is 95.2%, negative predictive value is 79.9% and positive
predictive value is 90.3%. Whereas the sensitivity of CTPA was only 51%.
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The number of false negative results of V/Q scan and CTPA is on the
same level of 1.0-1.2 %. In terms of sensitivity, the method of V/Q is superior
to CTPA because it allows to detect perfusion disorders in the pool of distal
branches of lung artery. The sensitivity of CTPA in the diagnosis of PE was
86%, and V/Q scan - 97%.

However, V/Q scintigraphy does not allow to establish the exact
localization of blood clots, since it 1s not the affected vessel itself that is
detected, but the area that it supplies with blood. With the appearance of
perfusion defects that capture the lobe or the whole lung, V/Q scan in only 81%
of cases allows to confirm PE. The presence of only segmental defects reduces
this rate to 50%, and subsegment defects to 9%.

CONCLUSION. Due to the high sensitivity (over 95%), prognostic value
of a negative result and lower radiation load compared to CTPA, V/Q
scintigraphy could act as a screening research method. At the same time, its
specificity remains low (less than 90%) — there may be an intermediate result
that cannot rule out the presence of PE. Also, the method does not give a clear
assessment of vessel obstruction.

Therefore, pulmonary V/Q scintigraphy is recommended in patients with
suspected pulmonary embolism, which is not accompanied by shock or
hypotension. Perfusion scintigraphy can serve as an additional research method
in combination with CTPA in cases of suspected pulmonary embolism.

BIIJINB PO3YBACTATHUHY HA JIIIJHUNA OBMIH Y XBOPUX HA
METABOJIITYHUU CUHIPOM
Knimenko M.1., ITanuenko I'.YO., Monogan B.1.

Mera [ocjilzKeHHsl: BUBUMTH BIUIMB  po3yBacTaThHa (Kpectopa) 1
aTOpBACTATHHA HA JIMIAHUN OOMIH y XBOPHX apTeplajbHOIO TINEPTEH3IEN0, SKa
ACOLIIOETHCS 3 OXKUPIHHAM 1 CYIyTHIM LIYKPOBUM A1a0eTOM 2-ro THMa.

Martepianu 1 metonu: byno o0crexeno 46 xBopux 3 HasBHICTIO ['b 1 0xupiHHA 1
C/J 2 tunu. Cepenniii Bik sikux ckiaB 58,8 + 8,8 pokiB. Cepen o0CcTexeHUX Oynu
20 yomnosikiB (43,47%) 1 26 xinok (56,53%). [ns xopekuii aprepiaibHOL
rinepten3ii Il cT 3acTtocoByBanucs JieTa 1 TiMOTEH3UWBHA Teparnis (1HriO1TOpH
AIl®, capranu, cedoriHHi). Y BCIX XBOpPUX BHUABJICHI NOPYIICHHS JIiMIAHOTO
oOMiHy. Bci maumientu Oynum po3aineHi Ha 2 piBHuUX Tpynu. llepma rpymna
npuitmana kpectop no 20 Mr, a apyra rpyna mnauieHTiB npuiimana 40 wmr
aTOpPBACTATHUHY MICJS BEYEpi.

[ToyaTkoBO 1 yepe3 8 THXKHIB BCIM MaIll€EHTaM J0 1 MICHs JIIKyBaHHS MTPOBOAMIOCS
BU3HAUYEHHS PIBHSA 3arajbHOro XoJyiecTepuHy, Tpirmuepiais, XC JIITHIL,
XCIIIAHI, XC JIiBHI, ACT, AJT, K®K, cedoBuHHM, KpeaTUHIHY 1
O11ipyOiHYy.
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Pe3ynbraTu: 10 JIKyBaHHS CepeAHIN MOKA3HUK 3arajJbHOIO XOJECTEPUHY CKIIa/IaB
7,3242,21 mmonb /i, cepenniii mokaznuk XC JIITHIT 4,21+2,90 mmons /i,
cepennii mokazuuk XC JIIBIT 1,75+0,16 wmwmounb/n, cepeaHil MOKa3HUK
Tpirmuepiais — 1,77£0,66mmonb/n.  Yepe3 8 TukHIB JiKyBaHHS 76% XBOpUX
JOCSTIM UUIbOBUX 3HAYEHb JIMNIAHOIO CHEKTpYy. BinMivanoch 3HHKEHHA
3arajgpHOro xosecrepuny, JITHIL, JIIIJHIL, TtpurminepuniB, a Takox
nigBuieHHs JITIBIL. Cepen moOGiuHMX sSIBUI BUSBIEHO: B 1 XBOPOro HE3HAYHE
miasumenas AJIT.

BuBonu: po3yBacTaTUH (KpecTOp) BIUIMBA€ Ha JINIAHUNA OOMIH BxKe yepe3 2
MICSIIl JIIKyBaHHS, MPUYOMY OUIBIIICTh MAI[I€HTIB APYroi TPYyNH JOCSITaIH
LUJIOBUX 3HAYEHb Ha 11031 20 Mmimirpam Ha A00y.

TakuM 4MHOM, y XBOpUX Ha TinepToHIYHY XBopoOy II cT. mo acomitoerses 3
OKHPIHHAM 1 CYNYTHIM LYKPOBUM [1a0€TOM 2-TO THUIly, 3 TIIEPIINIIEMIEI0 1
TICOPOTEIHEMIEI0 PO3YBACTATHH BIUIMBAE Ha TOKPAIIEHHA HA IOKA3HUKH
JinigHoro oOMiHy (3aranbHoro xosecrepuny, JITTHIL, JITTAHII, Tpurainepunis,
a takox miaBuieHHs JITIBII]) edexTuBHile HI>K aTOPBACTATHH .1 MOKE€ YCIIIIIHO
BUKOPUCTOBYBATHUCS B JIIKYBAaHHI MAILIEHTIB 3 META0OJIYHUM CUHIPOMOM.

METABOJITYHI IOPYHIEHHS I IX B3AEMO3B'SI30K
AHTPOIIOMETPUYHUMMU JAHUMMU Y TALIECHTIB 3
ABJIOMIHAJIBHUM OKHUPIHHSM I CYITYTHIM CYBKJITHIMHUM
I''MMOTUPEO30M.

Kaimenko M.1., ITaruenko I'.YO., Monogan B.1.

Meta: BH3HAYUTH B3a€EMO3B'A30K AHTPOIOMETPUYHHMX IMOKA3HUKIB 1
BUPAXEHOCTI METa0OJIYHUX MOPYUIEHb Y MAalll€eHTiB 3 a0JoMiHAJIbHUM
OKHUPIHHAM 1 CYIyTHIM CYOKIIIHIYHUM T1ITOTHPEO30M.

Martepianu 1 Meroau: O6'ektamu aocaimpkeHHs Oyno 31 mauieHT, 3 SKUX
17 O6yno 3 aOAOMIHATIBHUM OXHUPIHHAM 1 CYyOKIIHIYHMM TINOTUpeo3oM 1 14
MAIIE€HTIB TUIBKU 3 a0JIOMIHAJIBHUM OXKHUPIHHAM. ['pynu MOpiBHSAHHI 32 BIKOM 1
CTaTiO. AHTPONOMETPUYHE JOCTIIKEHHsI BKIIIOYAJIO BUMIpP POCTY, Macu Tija,
o0'emu tainii (OT) 1 creron (OC), po3paxoByBaBcs iHAeKC Macu Tita o Ketne
(IMT).

MartepiasioM pocaiakeHHs Oyjia BEHO3Ha KpOB IMAIlI€HTIB, y3iTa BpaHII
Hatmecepue. JlocnipkyBanucss piBHI JIMIAIB KPOBi: 3arajJbHUM XOJECTEPUH
(3X), tpirmiuepiau (TI'), xonecTtepun aimonmpoTeiAiB HU3bKOI MIUIHLHOCTI (XC
JITTHII]) 1 xonectepuH minompoteiai Bucokoi mipHOCTI (XC JIIIBIL),
BU3HAYaBCA  KOE(DIIIEHT  aTEpOreHHOCTI,  IJIIOKO3a  KpOBl,  I1HCYJIIH,
po3paxoByBaBcsi 1HJAEKC 1HcymiHopedicTeHTHocTi HOMA, mnpoBoaunocs
nocimipkeHHss TTI 1 T4 3 Meroro Bepudikamii CyOKJIIHIYHOTO TIIOTHPEO3Y.
A6pominanbhae oxupinHsa (AO) 3rigHo 3 kpurepismu ATP III (Adult Treatment

32



Panel III) miarnoctyBanu npu OT 102 cm st 4onoBikiB 1 88 cM ISl KIHOK.
Crartuctuyna o0poOka nmpoBeieHa 3 BAKOPUCTAHHIM MaKeTy mporpam Statistica.
KinbKicHI jaH1 IpeACTaBlIeH] y BUMIISIAL MeiaHu 1 25-ro 1 75 To mpOLEeHTLIeH.
[Ipy moOpiBHSHHI T'PyHNOBUX KIUIBKICHMX O3HAK 3aCTOCOBYBaBCi TecT MaHHa-
VitHi. [l OLWIHKKM CTaTUCTUYHOIO B3a€EMO3B'SA3KY MK IOKa3HUKaMHU
3aCTOCOBYBaBCs KopensuidHui anami3z Cnipmana. Pe3ynbraTtu: mOpiBHSHHS B
rpynax MOKa3HUKIB, II0 BHUBYAJIUCSA IMOKa3aJHM, L0 CTAaTUCTUYHO 3HAYUMI
BiaMiHHOCTI (p<0,05) BusBIEHI MO PpiBHIO 1HCYJIiIHY 1 iHAekcy HOMA.
Kopensmiiinuii anani3 BU3HA4YMB B3a€MO3B'SI30K MK MAacOl0 TUIa 1 TIIOKO3010
(r=-0,214, p=0,043) 1 T4 (=0,206, p=0,047), Tak camMoO BHSIBICHUI
B3aeMO3B's130K Mik IMT 1 incyminomamu (r=-0,217, p=0,037) 1 T4 (r=0,255,
p=0,014). IIpu ubomy B rpyni NOPIBHAHHSA 3HAYUMUX KOPEISITUBHUX B3a€EMOJIIN
He OyJI0 BUSIBJICHO.

BuBonu: y mnaimieHTiB 3 a0AOMIHAJIBHUM OXHUPIHHAM 1 CYIyTHIM
CyOKJIIHIYHMM TINOTHPEO30M MOPYIICHHS BYIJIEBOJHOIO OOMIHY € MPOBIAHUM
METa0OJIIYHUM MOPYIICHHSM, 3YMOBJIEHUH, BHIAUMO NEPUPEPUUHOIO IIEI0
ropMmoHny T4. BUsiBIE€HI 10CTOBiIpHI 3MIHM MacH Tijla I[UX MAIlI€HTIB 1 BIJMOBITHO
oubminii  IMT moB'A3aHUM 13 3aTPUMKOI0  PIAMHHM, XapakTepHIA s
CyOKIIIHIYHOTO T1OTHPEO3Y.

SYMPTOMATICAL BENEFITS OF TRIMETAZIDINE
IN CARDIOLOGICAL PATIENTS
Korkor H. A., Vizir M.

The metabolic myocardial cytoprotector trimetazidine (TMZ) is an
officially recommended drug for the treatment of stable angina pectoris (SA)
and chronic heart failure (CHF) according to American and European
recommendations and one of the representatives of a new class of drugs known
as 3-ketoacyl-CoA-thiolase inhibitors. Unlike traditional antianginal drugs,
TMZ restores oxygen delivery to the myocardium and, as a result, the balance
between the energy demand of the myocardium and its formation, not due to
hemodynamic changes, but by stimulating glucose metabolism and increasing
myocardial ischemia tolerance. Studies have shown that TMZ-treatment is
associated with improved geometry of the left heart and blood supply to the
myocardium.

METHODS. In order to study the symptomatic improvements in the use
of TMZ, the results of various large-scale multicenter researches with long-term
follow-up of patients with such pathologies as coronary heart disease and
chronic heart failure were studied according to literary search.

RESULTS. Studies on coronary heart disease have confirmed the efficacy
of TMZ in reducing the frequency of angina attacks and the frequency of
nitroglycerin use, as well as in increasing the time until the ST segment
depression appears by 1 mm and the duration of maximum physical load
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tolerance in patients with SA. The incidence of stent restenosis when taking
TMZ decreased from 11.1% to 4.2% (p = 0.001). At the end of the 30-day
observation period, the ejection fraction of the left ventricle was on average
2.3% higher in the treatment group than in the control group (p = 0.006).

The anti-ischemic effect of TMZ when added to beta-blocker therapy was
superior to that of the combination of prolonged nitrates with calcium
antagonists.

In studies with CHF, the Kaplan-Meyer analysis for total mortality
showed an increase in patient survival by 11.3% over 5 years (p = 0.015) and
8.5% in particular due to cardiovascular diseases (p = 0.050) in TMZ group.
There was also a significant reduction in the number of hospitalizations by
10.4% in the TMZ group, better tolerance of physical activity and, accordingly,
improvement in the functional class according to NYHA. The heart rate in the
TMZ group was slightly lower than in the control group (WMD 2.62 beats/min;
p = 0.04). These effects were more significant in a subgroup of patients with an
ejection fraction of less than 30%.

CONCLUSION. Studies have shown that treatment with the addition of
trimetazidine to standard therapy is associated with functional improvement and
elimination of symptoms in patients with newly diagnosed angina pectoris and
patients with coronary disease, including those resistant to drugs with
hemodynamic type of action, as well as with symptoms of chronic heart failure,
especially with a decrease in ejection fraction. Therefore, trimetazidine can be
one of the valuable first-line alternative drugs for the treatment of patients with
cardiovascular diseases and should be considered as a potential additional drug
to standard medical therapy.

HOPYHIEHHSJIIINIIHOT'O OBMIHY TA CEYOBOI KUCJIOTH
Y XBOPUX HA METABOJITYHUI CUHIPOM
Kaumenko M.I., 3aiiuenko O.€, [Ipocosenxo K.O.

Mera: OLIHUTA B3a€EMO3B'SI30K MNOPYLIEHb JIMIAHOIO OOMIHY Ta
rinepypukemMii 3 aHTPONOMETPUYHUMHU IOKA3HUKAMH 1 YMHHUKAMH PHU3UKY
PO3BUTKY CEpLEBO-CYAMHHUX 3aXBOPIOBaHb Yy MAIllEHTIB 3 METa0O0JIYHUM
cungpomom (MC).

Marepiaau i merogu: Y gocnipkeHHs Oynu BkirodeHi 60 xBopux (24
XKIHKM 1 26 4YOJIOBIKIB) Ha METa0OJIYHUM CHHIPOM, AUCIINIJAEMIIO,
riIepTOHIYHY XBOPOOY Ta OKMPIHHS 3 BUCOKUM KapJ10BACKYJISIPHUM PU3UKOM,
cepenHiid Bik sfkux ckiaangaB 45,7+1,4 poky. na Bepudikauii aiarHosy MC
BUKOPUCTOBYBaJIM Kpurtepii MixHapoaHoi aiabernunoi acouiauii (2005 p.).
Innexc macu Tina (IMT) cknagaB Bim 24 no 41 (cepenne 3naueHus 37,6+3,3
xr/mM?), y 14 nanienTis Oyia aiarHocToBaHa rineproniuna xsopoba I cr., y 36 -
IT ct., okpiM 1poro y 28 mauieHTiB Oyia J1arHOCTOBaHa TiNEPypPUKEMIs MOHA[
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420 wmMonw/n.  KouTponbHy rpymy ckiand 20 TpakTUYHO 3J0POBUX
N00pOBOJIBLIB. YCIM TNAall€eHTaM BU3HAYaJIUd AHTPONOMETPUYHI MapaMeTpu
(OKpYXHICTB TaJli Ta CTErOH, 1HJIEKC BIIHOIICHHS Tajli 0 CTErOH), IPOBOIUIN
no0oBe MoHiTopyBaHHS AT, BU3Ha4anu piBeHb CEYOBOI KHCIOTH B CHPOBATII
KpOBI, BMICT IJIFOKO3M HAaTIeceple, IMMyHO(PEPMEHTHUM METOJOM OLIIHIOBAJIU
JminigHud cnektp Kposi. Ilpu aHami3i CTaTUCTUYHUX JAHUX BUKOPHCTOBYBAIU
naket Statistica 6,0 1 HemapaMeTpuUHUI KopesauiiHui anani3 CrnipmeHa.

PesyabTatn Ta iX 00roBopeHHsi: AHaNI3ylOUd UWHHUKU PHUCKU
po3Butky I'X Ta micmimigemii y xBopux Ha MC, chig 3a3Ha4uTH, 110
HalyacTime 3ycTpivaeTscs 0xupiHHsg y 60 xBopux (100%), 3 Hux I cr. - y 15
nauieHTiB (25%), II cr. - y 40 (66,6%), III cr. - y 5 xBopux (8,3%);
CHAJKOBICTh BITHOCHO CEpLEBO-CYJMHHUX 3axXBOpIOBaHb (HasBHICTE ['X y
onHOro abo 000X 0aThKiB) 3apeecTpoBana y 28 xBopux (46,6%).

CraTuCTUYHO 3HAYMMHUI B3a€MO3B'I30K OyB BHSBICHHI MIK BIKOM,
TPUBAJICTIO TINEPTOHIYHOI XBOpoOH, 1HIeKcoM Macu Tina (IMT), okpyxHIiCcTh
tamii (OT), 3MICTOM TJIIOKO3M HAaTLIECeple 1 piBHEM CEYOBOi KUCIOTH. Mu
BUSIBWIIM, 110 rinepypukemis, nigsumeHHs IMT ta OT cynpoBomxyeTbcs
MIJBUIICHHSIM CepeHbO000BUX 3HaueHb aprepianbHoro Tucky (CIAT)
cucromniudoro Ta myhabcoBoro AT (IIAT). B pe3ynbTaTi NpoBENEHOTO
KOpEJSILIMHOrO aHali3y, JOBEJCHO, IO pPIBEHb CEUOBOI KHUCIOTH UIIIBHO
B3a€MO3B'A3aHUH 3 MapaMeTpaMu a0AOMIHAIIBHOTO OXKUPIHHSA y XBopux Ha MC,
110 MIATBEPIAKYETHCA CTATUCTUYHO 3HAYYIIMMH MMO3UTUBHUMHU KOPEJALIMHUMUI
sanexHoctsimu 3 OT (r=069; p=0,001), ITC (r=0, 58; p=0,001), IMT (r=062;
p=001), a rakox ana CHAAT (r=0,498; p=0,012) 1 ITAT (r=0, 59; p=0,001).
IIpu upomy y xBopux 3 MC 1 rinepypukemiero OyJji0 BHSBJIEHO AOCTOBIpHE
30ubieHHsT BUcokux 3HaueHb 3XC ( p=0,046) 1 XC JITHIL ( p=0,032), o
CYHPOBOJIXKYBAJIUCS TEHACHIIEIO 10 3HMkeHHs 3micty XC JITIBILI.

BucnoBku: I'inepypukemis y xBopux Ha MC acomitoeTbcs 3 OUIbII
BUpaXXEHUM abJIOMIHAJIbHUM OXUpiHHAM, BucokuM piBHeM CJIAT Ta IIAT, a
TaKOX 3 BUPAKEHUM MOPYIICHHSIM JINIAHOTO OOMIHY, IO CBIAYUTH PO BUCOKY
3HAUMMICTh JAHOTO MOKAa3HUKA MPHU OLIHII 3MIH METa0OJIYHUX MapaMeTpiB y
JaHOi KaTeropii XBOpHUX.

THE ROLE OF VITAMIN D IN THE FORMATION AND PREVENTION
OF CARDIOVASCULAR PATHOLOGY
Mor B., Vizir M.

Vitamin D has long been known to the medical sciences as a key
component in the metabolism of calcium and phosphorus. And only over the
past two decades, its biological effects on other processes in various organs and
systems have been actively studied and widely used. Regarding cardiovascular
pathologies, a leader among the causes of morbidity and mortality worldwide,
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some researchers consider serum vitamin D level as an independent predictor of
cardiovascular diseases.

METHODS. A review of the most large-scale world clinical trials,
testifying to the effects of vitamin D on the physiology and pathology of the
cardiovascular system, was carried out and the main pathogenetic ways of
implementing these effects were identified.

RESULTS. A twofold increase in vitamin D levels is associated with a
20% reduction in cardiovascular mortality. And an increase in the level to 30-60
ng/ml reduces the risk of myocardial infarction in men to 30-50%, and the risk
of obliterating atherosclerosis of the vessels of the lower extremities by 80%.

A relationship has been established between the serum concentration of
vitamin D and the risk of developing atherosclerosis and calcification of the
arteries, and, as a result, coronary heart disease, arterial hypertension, chronic
heart failure, and peripheral vascular disease. The protective role of vitamin D
in reducing the risk of developing atherosclerosis is to inhibit the secretion of
pro-inflammatory cytokines, adhesion molecules and proliferation of vascular
smooth muscle cells. It has also been proven that vitamin D decreases
macrophage accumulation of cholesterol and reduces the formation of foam
cells. Thus, it is believed that vitamin D deficiency is the cause of increased
serum lipids and the formation of insulin resistance, contributing to the
development of the metabolic syndrome.

The existing evidence shows that vitamin D is able to inhibit renin
synthesis and reduce the activity of the renin-angiotensin-aldosterone system,
thus preventing or eliminating a significant increase in blood pressure and the
development of left ventricular hypertrophy. This effect has been confirmed in
studies supplemented with vitamin D to standard antihypertensive therapy.

Deficiency of active forms of vitamin D leads to an increase in the
synthesis and expression of the natriuretic peptide by cardiomyocytes, thereby
making a prohypertrophic and profibrotic contribution to myocardial
remodeling processes. Vitamin D also reduces the synthesis of inflammatory
cytokines (tumor necrosis factor, interleukins), thereby inhibiting the processes
of angiogenesis.

CONCLUSION. Given the results of worldwide studies, vitamin D
clearly has a positive effect on the prevention and progression of major
cardiovascular diseases. Therefore, the correction (drug and non-drug) of
vitamin D deficiency, as an easily modifiable factor, can be considered as part
of the complex therapy of cardiological patients. At the same time, some
hypotheses at the moment are based mainly on experimental data, and therefore
require additional clinical studies.
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MOP®O-®YHKIIOHAJILHI 3MIHU CJIM30BOI CTPABOXOAY Y
XBOPUX HA TEPX B KOMBIHALII 3 IYKPOBUM JIABETOM 2 TUITY
®ponosa- Pomantok E.1O., I'yceiinosa I.

MeToro Haloro AOCHIIKEHHs 0yJI0 BU3HAUUTH XapakTep MOP(OJIOriyHUX 3MIH
CIM30BOi OOOJIOHKM CTpPaBOXOJly y TMAIllEHTIB 3 ractpoe3odareaibHO0
pednexkcuHoro xBopobow(I'EPX ) y moennanHi 3 1mykpoBum aiadberom (11J1) 2
TUILY.

Marepianu ta merogu. OnuryBanas 107 xBopux Ha 'EPX, y Tomy umcmi 67
xBopux Ha I'EPX y moegnanui 3 niadberom 2 tumy. 66 XiHOK, 41 4ONOBIK,
cepennii Bik 57,4 + 7,6 pokiB. Y mnauieHTiB Oynu KiiHIYHI Ta / a0o
egaockomiuHi nposisu ['EPX. YBaxkHO BUBYAIM 1CTOPi0 XBOPOOHU TPUBAJIOCTI,
TSKKOCTI  J1a0eTy, HasBHOCTI  YCKJIaJAHEHb, PIBHA  IJIIKO3UIBOBAHOTO
remornobiny (HbAlc), moans mnpoBogunun pH-MeTp, €HIOCKOMIYHOTO
JOCIIKEHHSI CTPABOXOy Ta HUTyHKAa. EH0oCcKOMis 000B'SI3KOBO JOTIOBHIOETHCS
Oiorciero. Yci nauieHTd Oyiau BIIUIEHHSIMU B OCHOBHIH IpyIli, fIKa CKJIaganacs
3 TALIEHTIB 13 KOMOPOIJHICTIO Ta MOPIBHAHHSM - 130JIbOBAHMX XBOPUX Ha
I'EPX.

Pesynbratu 1 oOroBopeHHs. 3a pe3ynbTaTaMu MOP(OJOTTYHUX JOCIIIKEHb
rinepmiasisi MoBepxHeBOro mapy emitemiro y xBopux Ha ['EPX Ta niaber
Apyroro TUIy 3ycTpiyaeTbcs y 22% BuUNaakiB, Toal K y xBopux Ha ['EPX y
12,5% BunankiB. ['inepmiiazis 0a3aibHOTO IIapy eMITENiI0 MepeBaxkaia y
OochiKyBaHid rpyni Ta 15% mamiedTtiB, TOAl K TIpyna HOPIBHSIHHS
nopiBHioBana 12,5%. BiacoTok XBOpUX Ha MapakepaTo3 NepeBaxaB y IpYrii
rpyni XBOpHX 1 cTAaHOBUB 32,5% MOPiIBHSAHO 3 Tpynoro - 27%. XBopl Ha aKaHTO3
00ox rpyn 3yctpivanucs y 5% Bumnankis. Y rpyni 3 [EPX Ta miabetom 2 Tumy
eniTenianbHUI HAOpsK 3ycTpiuaBcs y 3% maiieHTiB, Tol K y rpymi 3 TEPX -y
2,5%. Y pocnikyBaHii rpymni mepeBaxaina emitenianbHa auctpodis - 22%,
TOAL SIK y rpymi nopiBHIHHSA - 17,5%. [1incan30B1 KpOBOBWIIMBH 3yCTpidaIUCS Y
OJIHAKOBOi KUIBKOCTI MaIll€eHTIB 000X TPyl - OJHOrO maiieHta. Y Tpymi
HeUTpodUIbHOI 1H(UIBTpaLii eniTenio 3ycrpiyanucs 3% nallieHTiB, TOAl K Y
apyriid rpyni - 2,5%. Eo3uHodinpHa 1HQUIBTpaLisd emiTenilo nepeBaxana y
rpyni NopiBHAHHA - 12,5% y nociiKyBaHii rpyni, HOKa3HUK cTaHOBUB 1,5%.
BucHOBKU. AHaI3yI04UM XapakTep Ta 4acTOTy MOP(OIOriYHUX 3MIH CIU30BOI
00O0JIOHKH CTPaBOXOJy B 000X rpyIax, 4acTo 3ycTpiuaBcs napakepartos - 27 Ta
32,5% BIANOBIAHO y NEPILINA Ta ApYriil rpynax.
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C- PEAKTUBHIM NIPOTEIH Y MAIIUEHTIB 3
METABOJIITYHUM CHUHAPOMOM
Knimenko M.1., ITanuenko I'.1O., [Ipoconenko K.O

C-peakTuBHHI nporein  (CPII) B  mpakTuuHii  MeAUIMHI
BUKOPUCTOBYETHCS SIK TOJIOBHHMI IMOKAa3HUK 3aMaJIEHHS B OpraHi3Mi JIIOJUHH,
X04a BIH € JIOCUTh HecnenudiunuM. € OaratouncenbHl 1oka3u Toro, mo CPII
AK MapKep 3alaJeHHs BHUKOPUCTOBYETHCS OpU  CEPLEBO-CYAMHHUX
3aXBOPIOBAHHSAX OCOOJMBO MNpHU 1H(PAPKTI MIOKApAY, IMIEMIYHOMY 1HCYJIbTI,
3aXBOPIOBAHHIX NEPUPEPUUHUX CYAUH, 3aMATbHUX 3aXBOPIOBAHHAX MIOKApAY 1
HaBITh PANTOBIN cepLEBI CMEPTI.

Meta poOOTH: OOCHIIKEHHS MOKA3HHMKIB 3alalbHOTO CHHIPOMY Y
Nalle€HTIB 3 KOMOpOigHUM mnepebirom rineproHiyHoi  xBopoou (I'X),
oXHUpiHHAM. Marepianin 1 meroau: oobctexeHo 48 mamientiB 3 I'b, IBC i
OKHUPIHHAM, SIKI OyJIM PO3AUIEHI Ha 2 TpyNu: Mepuia — Nali€eHTH 3 TiABUILIEHUM
piBuem CPb (n=24); apyra — mauieHtd 3 HopMainbHuUM piBHeM (n=20). Bci
NalieHTH B 000X rpynax OyiM MOPIBHSHHI MK COOO0 3a BIKOM 1 CTAaTTiO. Y
BCIX MAlI€HTIB NPOBOAWIOCS BHU3HAYEHHS AHTPOIOMETPUYHUX IMOKA3HUKIB!
3pict, Bara, o0'em Tamii (OT), po3paxoBanmii IMT, a Takox mnpoBoaUIUCS
7a00paTOpHI JAOCTIIKEHHS: JIIIIHOTO CIEKTPY KPOBI (3arajJbHUN XOJIECTEpUH
(3X); Tpirmuepiaun (TT), mnminomporteinu Bucokoi muibHOCTI (JITIBIL);
minonpoTeign Hu3bKol muibHOCTi (JIITHIL), OuiHkKy AOCTOBIPHOCTI Pi3HULII
MOKa3HUKIB MDK TpylaMH MPOBOAWIM MO  HapaMETPUYHOMY KPHUTEPIIO
CreroncHra.

PesynpraTn 1 ix obroBopenHs. Ilpu pochipkeHHI BHUSBIEHA HASIBHICTh
CTaTUCTUYHO nocToBipHOro (p<0,05) mNigBUILNEHHS PIBHA BUCOKOUYTIMBOTO
CPII B rpyni natienTiB 3 I'b 1 0)KUpIHHAM B MOPIBHAHHI 3 TPYHOIO KOHTPOJIIO.
BusiBieH1 Takox 3Ha4H1 3MIHM B JIIIJHOMY CHEKTpl KpoBl Yy XBopux. Tak Oyna
BCTAHOBJICHA TMpsiMa KOpEJNSIiHHA 3aJIeKHICTh MIXK BHUCOKUM PIBHEM
aprepianbHOro Tucky 1 miasumeHHaMm piBHs CPII (BignosigHo r = 0,56, p <
0,05) Tpirmuepinamu 1 3XC (BigmosinHo r = 0,38, p < 0,05), HaIIUIIKOBOIO
Baroto 1 nonmwxeHum pisaem XCJITIBII.

BucHoBku: Pe3ynbratu cBigyaTh nmpo Te, mo nauieHtu 3 I'b 1 oxkupinHaM
MarTh OUIbII BHUPAXEHI aTEpOTreHHI 3MIHU JIIMIJHOIO CHEKTPY KpOBI Ha TJi
nigsuieHHss CPb, sik oqHOro 3 MapKepiB CUCTEMHOIO 1 JJOKAJIBHOIO 3aajeHHs,
a TakoX BHM3HAHOTO YMHHUKA PHU3UKY PO3BUTKY CEPLEBO-CYIUHHUX
3aXBOPIOBAHb 1 iX YCKJIAaJHEHb, L0 JO3BOJSE PO3IVISIAATH OXKHUPIHHS B SIKOCTI
JOJJaTKOBOI'0 YMHHHMKA PHU3UKY MPOrPECYBaHHSA aTEPOCKIEPOTUYHUX 3MIH 1
acoliiioBaHUX 3 HUM BPaK€Hb KOPOHAPHUX apTepiil 1 iHpapkTy miokapay. [Ipu
upoMy, npu3zHadeHHs 40 wurirpam aropBacTaTiHa  MHPOTITOM &8 THXKHIB
JOCTOBIPHO BIUIMBAJO Ha JINIJHUN CHEKTP KPOBI y JOCHIKYBAaHUX MAIlIEHTIB,
poTe, MPU3BOAWIO He Juiie A0 AoctoBipHOro (p<0,01) 3HmxeHHst piBHA XC
JITTHIT), ane 1 mo poctoBipHoro (p<0,001) 3uumxenns CPb (3 9,240,6
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MutirpamoM/n o 6,8+0,5 wMimirpama/in). Takum YuHOM, NallEHTH 3
FIIEPTOHIYHOK XBOPOOOK 1 OXHUPIHHAM TOBMHHI MpUAMATH HE JIMILIE
npenapatu [AII®D, ane i cratuau 3 MeTor0 Kopekuli He auie piBHs AT, a Takox
3 METO J0AaTkoBoro BIUMBY Ha piBeHb CPII and 3HMKEHHA pU3UKY
MPOrpeCyBaHHs 1IIEMIYHOI XBOPOOH Ccepls.

OLIHKA AKOCTI XUTTA HALUEHTIB 3 HEAJIKOI'OJIBHOIO
KNPOBOIO XBOPOBOIO ITEUIHKHU
Poorcoecmsencovra A.O., Kenezuaxosea H.M.

Beryn. HeankoronbHa »xupoBa xBopoOa meuinku (HAXKXII) — onpne 3
HalOUIbII PO3MOBCIOIKEHUX XPOHIYHMX 3aXBOPIOBAHb MEYIHKH, SIKE BpPaXKae
65m3bKo 25% HaceneHHs B ycboMy cBITI. [lIupokuii cnexktp ¢popM naTosiorii 31
CTaAliiHUM mepediroM BiJl CTEATOrenaro3y A0 IenaTolENSIpHOI KapUUHOMH, a
TaKOK IMaTOr€HETHMYHA AacOLIallisl 3aXBOPIOBAHHS 3 1HCYJIHOPE3UCTEHTHICTIO,
METa0OJIYHUMHU TOPYIIEHHSAMH Ta KapAlOBacCKyJSIPpHUMH YCKJIaJIHEHHIMHU
MO3HAYAETHCS HA SIKOCTI JKUTTA MALI€EHTIB Ta CTAHOBUThH 3HAYHE HABAHTAKEHHS
Ha MAIEHTIB, IX CIM’i Ta CUCTEMY OXOPOHHU 3710pOB’s. IIuTaHHSAM 3MIHU SIKOCTI
KUTTA 'y XBopux 3 komopOigHuMm nepebirom HAXKXII Ta BmiMBY cymyTHIX
3aXBOPIOBaHb HAa (I3UYHUNA Ta TCUXIYHMI CTaH MAL€HTIB NPUIUISETHCS
HEJIOCTATHBO yBarM.

Meta, 00’€KT Ta MeTOAM AOCJTiI:KeHHs. MeTol0 IOCIIIKEHHS CTaB aHai3
BIIMOBIAHUX POOIT, MOB’S3aHUX 3 BU3HAYEHHSAM SKOCTI JKUTTS MAI[I€HTIB 3
1301b0BaHUM Ta komopOinHuMm mnepedirom HAXKXIIL. O6’exT mochigxeHHs —
MOKa3HUK AKOCTI JKUTTA MALIEHTIB 3 130JIbOBAHUM Ta KOMOPOiAHUM nepedirom
HAXXII. bynu BUKOpHUCTaHI Taki METOAU IOCIIKEHHS, K 1H(GOpMaliiiHul
MOIIYK, aHali3, 1HTerpamis Ta Qopmanizauis. byno BU3HayeHo, IO, Xoya
HAXXII 31e611b110r0 NpoTiKae 0€3CUMITOMHO, HAIllEHTH MOXYTh B1IUyBaTH
BTOMY, 3HMKEHHSI aKTMBHOCTI Ta MOPYLIEHHS €MOLIMHOTO 3/10pOB’s, 10 MOXE
BIUIMHYTH Ha SKICTh JKUTTA, MOB’si3aHy 31 370poB’sim (M.M. Balp). CLDQ
(OMUTYBaJbHUK MPU XPOHIYHUX 3aXBOPIOBAHHSAX IEUYIHKH) OyB po3poOieHUit
Younossi et al y 1999p., BiH 3pyuHMil [ MAIll€HTIB Ta JO3BOJSE BUSBUTH
MOPYLIEHHS! SKOCTI UTTS NALIE€HTIB BIAMNOBIIHO JO BaXXKOCTI XPOHIYHOTO
3axBoproBaHHs nediHku. Y pocaimkenHi O.I1. IlleBuenko-MakapeHko Ta iH.
onutyBadbHUK CLDQ OyB mnepexnajeHui, aganTOBAaHUM Ta BalliIM30BAHUI
B.B. IBaueBchka, [.B. Honeii, I'.}O. Mamypa Ta iH. aBTOpHM aKTUBHO BHBYAJIU
CTaH SKOCTI XUTTSA y MHalieHTiB 3 kKomopOigHuMm mnepedirom HAXXIT 3
OKHUPIHHAM, IYKPOBHM AlabeToM 2 THIy, IIIEMIYHOI0 XBOpPOOOIO cepls Ta
eceHuianbHOO rinepren3iero. T.M. benuna Ta 1H. 3a3Hayae, MO eQPEKTUBHI
cnocobu sikyBaHHs HAXXII 1o3BossitoTh onepeauTH pO3BUTOK YCKIIaAHEHbD,
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a TaKOX 3HAYHO IMOKPAUIUTH SAKICTh UTTA mauieHtiB. O.B. KonecnukoBa Ta
O.41. babak akIIeHTYIOTh yBary Ha TOMY, IO TUIbKH IHIWBIAyadbHUHN MIAX1J J10
kokHoro marienta 3 HAXXII 1o3BossitoTh mMoONepenuTH  MOJajbIIe
MPOTPECYBaHHS 3aXBOPIOBAHb Ta MOKPAIIUTH SKICTh KUTTS MAaIIEHTIB.
BucnoBku. Jlani gociimkeHb AoBoadTh, mo HAXXII mae 3HauHMiA BILUIMB
HA TIOKA3HMKK AKOCTI KHUTTs MTALIEHTIB, 1O MOB’A3yIOTh 3 PO3BUTKOM YCKJIQIHEHD,
a TakoX PpO3BUTKOM CYIYTHIX METAa0OMIYHUX 1 KapAl0BACKYJISAPHUX
3aXBOPIOBaHb. TaKUM YMHOM, HEOOXIJTHO BPaXxOBYBATH JaH1 SKOCTI KUTTA MPHU
BenenHnl mamieHTiB 13 HAMXKXII, oco0muBO acomiioBaHO 3 IHIIMMH
MAaTOJIOTISIMU.

BIIIMB CAPTAHIB HA ITOKA3HUKU AAITIOHEKTIHA I
JIEIITIHA ¥V XBOPUX 3 METABOJIYHUM CUHAPOMOM
Kaimenko M.I., 3aiiuenko O.€., I'.}O.ITanuenko

Meta JocimiKEHHS: JOCHIIKYBaTW BIUIMB JOBFOTPHUBAJIOL Tepamii
cCapTaHiB Ha CEKpEII0 aJIMOHEKTIHA 1 JIENTIHA, 1 HAa METa0OoJIYHUN NpPOPLIb
MaIi€HTIB 3 META0OIIYHUM CUHIPOMOM.

Martepianu 1 metoau. Y pAochipkeHHS BriIoueHo 44 monuau (18
YOJIOBIKIB 1 26 k1HOK) y Bili 36-70 pokiB (cepeHiil BiK SIKUX CKJIaB 56 =+ 2
poku). BciM mamieHTaM MOBOJWIM OILHKY KIIHIYHOI 1 TIHOTEH3UBHOI
edexTuBHOCTI Tepamii, comarto- 1 anTpomnomeTpito (IMT). HocmimxyBanu
OCHOBHI TMapaMeTpH >KUPOBOTO 1 BYIJIEBOJHOTO OOMIHY (JIimigorpama,
riiko3utipoBanHuit remorno6in (Hbalc), rmroko3a, iMyHOpeakTUBHUM 1HCYJIIH),
TaKOK IOKa3HUKH CEKPETOPHOI AaKTUBHOCTI MUPOBOI TKaHUHU (JIETITIH,
aJIMOHEKTIH), a TaKOXX JOCIIJKEHHS CyAMH O4YHOro jaHa. Bci maumieHtu Oynu
paHA0MI30BaH1 Ha 2 rpynu: xBopi 1-oi rpynu (n = 18) oTpumyBanu jgocapTaH
(50 minmirpam Bpanui 1 pa3 Ha n0o0y), 2 rpynu (n = 26) - xangecaprad (16
MuTirpaM Bpanui 1 pa3 Ha 100y).

Pesynbratu 1 ix  oOroBopenHs. IIpoTsirom Bchoro  mepiogy
CIIOCTEPEXKEHHSI KJIIHIYHA €(EKTUBHICTH 1 PIBEHb 3HUKEHHS THCKY CHUCTOJH 1
I1acTosii B 000X Ipynax Hali€HTiB HE MalI KIIHIYHO-3HAYMMUX BIIMIHHOCTEH.
O6uzaBa pexUMM JIIKyBaHHs OyJIM TMOB'SI3aHI 13 3HIXKEHHSM 3arajibHOro
xonectepuny 1 XC JIIHII B mopiBHAHHI 3 0a30BUMHM TOKa3HUKaMU. 6-TH
MICSYHa Teparnis 3 BUKOpHUCTaHHSAM jocapraHa (60%, p <0,01), 1, y MeHmii
Mipi, KaHJaecapTaHa MPUBOAWIIA A0 30UIbIICHHS CeKpelii aainoHekTiHa. [Ipu
bOMY BMICT JIENITIHA MIJBUINYBaBCS IMpU BXKUBaHHI JocapraHa (p<0,05) 1
3HMKYBABCS IPH BXKMBaHHI KaHaecaprada. [lopsia 3 1um HeoOX1JHO BIA3HAYUTH
[0 y MNalleHTIB 3 1-0i rpynu croctepiraigocs 3HM>KEHHS piBHS ritoko3u (P
<0,05), 1 riko3inipoBaHoro remorio0iny (p<0,05), narmecepue. Ha ounomy
JTH1 BUSIBIISLITOCSI3MEHIIIEHHSI 3BUTOCT1 CYyJIUH.

BucHoBok. Pe3ynbratu JOCHIJKEHHS IMOKa3ald, LIO0 JIOCapTaH,  SK
yacTKOBUU aroHicT peuentopiB PPAR-y 1, y MeHmil Mipi, KaHaecaprTad,
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MOKPAIIyIOTh META0OIIYHUMA MPOQLIb 1 MIIBUILYIOTh CEKPELII0 aIIMOHEKTIHA Y
MAll€HTIB 3 TINEPTOHIYHOI XBOPOOOK, OXHUPIHHAM 1 THOPYIICHHIM
TOJIEPAHTHOCTI1 A0 BYIVIEBOJIB. JlocapTaH moka3zaHuil XBOpPHM 3 MOPYLIEHHSIM
TOJIEPAHTHOCT1 O BYTJIEBOIB 1 MIJBUIIEHHSAM PIBHS TJIFOKO3H, OCKIIBKH, BIH
OUIBILIOI0 MIPOIO CIHPHUSB 3HW)KEHHIO PIBHA TJIIOKO3M B CHUPOBATIi KpOBI 1
3MEHILYBaB MPOSIBU PETUHOMATI].

HOSPITAL MORTALITY IN PATIENTS WITH LIVER CIRROSIS
Babbra H., Zhelezniakova N.M.

The problem of the final stages of liver failure that is associated with
mortality in the present hour is presented with soundly relevant.

Purpose: to analyze structure of the causes of hospital mortality in
patients with liver cirrhosis.

Material and methods. The report was of a retrospective analysis. The
previous inclusion of history of illness, hospitalization in 2018-2019 of deaths
and causes of death, due to liver cirrhosis n = 51. Men 37, women - 14. Middle
age rock 38 years old to 69 (534+9.8). Analyzed the results of estimates of
prognostic scales Child-Pugh, MELD.

Results and discussion. At the end of the cohort of patients there is an
onset of cirrhosis of the offensive: alcoholic etiology 27 (52.9%), alcohol and
other reasons - 5 (9.8%), unspecified 7 (13.7%), autoimmune diseases of liver 2
(3.9%) (initial biliary cirrhosis of the liver and autoimmune hepatitis),
hemochromatosis 7 (13.7%), HCV - 3 (6%). In case of pathological anomalies,
the onset of death has been identified: infectious complications - 4 (7.8%),
hepatorenal syndrome - 15 (29.4%), blood circulation from the varicose veins of
the esophagus - 6 (11.8%), hepato-cellular insufficiency 17 (33.3%),
spontaneous bacterial peritonitis 3 (5.9%), heart failure 6 (11.8%).

Conclusion. The main reason for hospital mortality was hepato-cellular
insufficiency, manifested by hemorrhagic syndrome, parenchymal jaundice and
vaso-ascitic syndrome. Second highest frequency reason - hepatorenal
syndrome. Bleeding with varicose veins of the esophagus caused death in
11.8% of patients with liver cirrhosis.

GASTROESOPHAGEAL REFLUX DISEASE IN PATIENTS WITH
HIATAL HERNIAS
Goraya S., Zhelezniakova N.M.

The frequency of occurrence of hernia of the hiatum of the diaphragm is

4-6% among the human population. Moreover, with age, their prevalence
increases to 30-50%. Currently, much attention is paid to the study of the course
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of gastroesophageal reflux disease (GERD) associated with gastroesophageal
and duodenogastroesophageal refluxes. However, the presence of such an
anatomical feature as hiatal hernia (HH) cannot but manifest itself clinically.
Therefore, it is very interesting to identify the features of reflux esophagitis
(RE) in patients with HH for various types of reflux. The study of this issue,
perhaps, will allow in the future to change the tactics of such patients.

Objective: to study the features of the manifestation of reflux syndrome
in patients with hiatal hernia in the presence of duodenogastric reflux (DHR),
depending on the severity of reflux esophagitis.

Material and methods. In 49 patients aged 47.8+£10.7 years (men - 17,
women - 32) with grade 1-2 HH, accompanied by DHR, esophageal and extra-
esophageal symptoms were studied and the severity of heartburn was evaluated
according to the clinical scale of its intensity. RE of I degree was observed in 24
patients (49%), II-11T degree - in 25 (51%).

Results. Reflux syndrome in patients with HH was represented by
heartburn (100%), regurgitation (83.7%), sour taste (36.7%), retrosternal
discomfort (22.4%), moderate odnophagia (2%) and dysphagia (8, 2%). Biliary
dyspepsia in the form of nausea and a bitter aftertaste was noted, respectively,
46.9% and 42.9% of patients. Extra-esophageal manifestations of the disease
were an obsessive sore throat or a sensation of “lump” (4.1%) and morning
hoarseness (12.2%), as well as reflux cough (12.2%). For heartburn in patients
with HH with an RE of the I degree in the presence of DHR, a predominance of
rare (non-daily) episodes provoked by postural and nutritional factors (41.8% of
cases) lasting up to 1 hour (66.7%), which 1s 54.2%, is typical cases stopped
spontaneously. In half of the cases of HH with RE of I degree of heartburn was
the only symptom of the disease. In case of RE II-III degree, more frequent
multiple daytime (32%) and nightly episodes of heartburn (20%), as well as
accompanying each meal (8%), which spontaneously stopped only in 24% of
cases and lasted more than an hour in 40% of patients. Heartburn as a
monosymptom of HH in this case occurred in 32% of patients.

Conclusion. The frequency and severity of reflux syndrome in case of
HH are determined by the degree of inflammatory-erosive changes in the
esophagus.

RISK FACTORS IN PATIENTS WITH RECURRENT MYOCARDIAL
INFARCTION
Gupta A., Zhelezniakova N.M.

Myocardial infarction (MI) is a form of coronary heart disease, with the
highest risk of death. The probability of a recurring MI according to various
authors is 25 - 29%. Repeated MI worsens the prognosis and further course of
the disease, causing a cascade of complications: heart failure, arrhythmias,
decreased quality of life, and significantly affect mortality rates.
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Purpose: to identify the risk factors of recurrent myocardial infarction
(RIM) development.

Materials and methods. A retrospective study of the medical
documentation of 131 patients with RIM was conducted. Outpatient charts and
medical histories of the same patients at the inpatient stage were analyzed. The
age-gender structure, comorbid pathology, treatment regimens and methods at
the hospital and outpatient stages, adherence to treatment, and continuity of
management of patients at the outpatient stage were evaluated. Statistical
processing was carried out using generally accepted methods in Excel.

Results and discussion. Among patients, men accounted for 49.6%
(average age 67+6.7 years), women - 50.4% (average age 74+5.8 years),
p<0.001. In the first 3 years, RIM developed in 52.8% of cases. Comorbid
pathology was represented by arterial hypertension - 122 patients - 93.1%;
diabetes mellitus (type 2) - 41 patients - 31.3%; obesity - 18 patients - 13.7%;
kidney disease - 26 patients - 19.8%; atherosclerosis of the carotid arteries or
lower limb arteries - 27 patients - 20.6%; diseases of the musculoskeletal
system - 40 patients - 30.5%; oncological pathology - 9 patients - 6.9%; chronic
lung diseases - 6 patients - 4.6%.

In 38 people (28.2%), there was no data on myocardial infarction in
outpatient charts, and in those who had indications of myocardial infarction,
only 7% had angioplasty, and 2.3% had thrombolytic therapy, which does not
correspond to the data a hospital. The lack of this kind of information
influenced the tactics of patient management and could lead to the development
of repeated MI. There was an underestimation of concomitant diseases. So, in
patients with hypertension and diabetes, no studies were conducted aimed at
identifying chronic kidney disease, which was detected upon admission to
hospital in more than a third of patients, which could affect the development of
recurrent myocardial infarction.

Conclusion. Recurrent myocardial infarction equally often develops in
both men and women. The average age of men who have had recurrent
myocardial infarction is statistically significantly less than the age of women.
Recurrent myocardial infarction most often develops in the first 3 years after a
first myocardial infarction. The most significant risk factors for the
development of RIM are arterial hypertension, diabetes mellitus, the absence of
secondary prevention of recurrent myocardial infarction (due to the low patient
adherence to taking drugs and the lack of data in the outpatient card about the
first MI and the method of revascularization).
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ANXIETY AND DEPRESSION SEVERITY IN PATIENTS WITH
DUODENAL ULCER
Abdullah S., Zhelezniakova N.M.

Duodenal ulcer (DU) is a disease with significant psychosomatic
manifistation; its course and prognosis are directly dependent on the
psychological status and vegetative tone of the patient.

Purpose: to study the prevalence of anxiety and depression among
patients with DU, to assess the vegetative tone (VT) of patients and its
relationship with psychological status.

Materials and methods. 120 patients from 18 to 63 years old with
exacerbation of DU were examined (68 men, 52 women; average age 36+6.1
years). To assess the current psychological status, all patients were questioned
using a hospital anxiety and depression scale (HADS). It was proposed to
answer 14 questions, for each question from 0 to 3 points were awarded. The
result was evaluated on each of two scales separately: 0-7 points - the norm; 8-
10 points - subclinically expressed anxiety / depression; 11 points and above -
clinically expressed anxiety / depression. The statistical significance of the
results was evaluated using the software package (Excel).

Results and discussion. According to the HADS questionnaire, it was
found that 77 (64.2%) patients did not have a tendency to anxiety / depression,
32 (26.7%) patients with DU had subclinical anxiety / depression, and 11
(9.2%) clinically expressed anxiety / depression.

When evaluating VT using the Kerdo index, 54 (45.0%) patients turned
out to be vagotonics, 42 (35.0%) - normotonics, and 24 (20.0%) -
sympathicotonics, which is comparable with the literature data, according to
which, in DU parasympathetic division of the autonomic nervous system.

Among patients with DU with a predominance of the sympathetic part of
the autonomic nervous system, 5 (20.9%) showed no tendency to anxiety /
depression, 11 (45.8%) had subclinical anxiety and depression, and 8 (33.3 %;
px2 <0.05 in comparison with the groups of normotonics and vagotonics) -
clinically expressed anxiety / depression was revealed.

Conclusion. In patients with UD with a tendency to anxiety or
depression, the sympathetic part of the autonomic nervous system
predominates.

COMBORID PATHOLOGY IN PATIENTS WITH ATRIAL
FIBRILLATION AND CORONARY HEART DISEASE
Vashisth V., Zhelezniakova N.M.

Atrial fibrillation (AF) is one of the most common arrhythmias. The main
cause of AF is coronary heart disease (CHD). The risk of AF increases with age,
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and the consequences of its occurrence can be fatal. The presence of
concomitant pathology in individuals with AF increases the risk of death in
several times, and also requires the appointment of additional drugs.

Objective: to study the characteristics of comorbidity in various forms of
atrial fibrillation and its effect on the number of prescribed drugs.

Materials and methods. The material for the study was archival material
of case histories of patients with AF and coronary heart disease. The data was
processed by the standard statistical software package Exel.

Results and discussion. As a result of the study, the following
distribution of AF forms was revealed: paroxysmal - 20.7%; persistent - 46.6%;
constant - 32.7%. All patients with AF in the final diagnosis also have coronary
heart disease, arterial hypertension (AH) of varying degrees and, almost all
(98.3%), chronic heart failure (CHF). The average number of drugs in these
patients was 8 (5 to 11). 43% of patients, in addition to CHD, AH, CHF, had
several more diseases (type 2 diabetes mellitus - 44%, pneumonia - 32%,
thyroid diseases - 12% and others), which required the appointment of
additional drugs, the number of the latter ranged from 1 up to 4. Another 28%
of patients had diseases in remission, which did not require the appointment of
additional drugs, but could be a contraindication to the appointment of basic
drugs for the treatment of the underlying pathology.

Conclusion. Based on the data obtained, it can be confidently stated that
atrial fibrillation of ischemic origin is a pathology that most often occurs in
patients who have, in addition to IHD, hypertension, chronic heart failure and
other diseases; and the more concomitant pathology the patient has, the greater
the number of drugs he needs to take, which can negatively affect the patient’s
adherence to treatment. It should also be noted that the concomitant pathology
limits the ability of the doctor to prescribe certain medications.

B3AEMO3B'SAAI30K HOBUX BIOMAPKEPIB 3AITAJIEHHS 3
KJITHIYHUM ITEPEBIT'OM Y XBOPUX 3 APTEPIAJIBHOIO
I'IEPTEH3ICIO B IOE€JHAHHI 3 HYKPOBUM JIABETOM 2 THUITY
Xyccan Xaram, A.O. butbueHko

Mertoro ocniikeHHs Oyia oliHKa piBHIB HOBUX OloMapkepiB 3ananeHHs PD/I-
15, P-cenextuny 1 ['anekTina-3 B muia3mi KpoBi y xBopux 3 Al' B o€JHaHHI 3
[/ 2 Tumy Ta ouiHKa iX B3a€MO3B'SI3KiB 3 KITHIYHUM MEepediroM 3aXBOPIOBAHHSI.
VYV nocmimxenHsa Oynau BriarodeHi 121 xBopuit y Bimi Big 40 mo 87 pokis.
[IpoBeneno BuU3HaueHHs pocToBoro (akropa mudepenuiauii 15 (POI-15), P-
cenektuny, ['anektina-3 1 BucokouytiuBoro CPBb (hs-CPB) 3a momomororo
CTaHJAPTHUX HAOOpIB peareHTIB. Bylio BUSABIEHO JOCTOBIpHE 301IbIICHHS
piBHs PO/J[-15 1o 3039,04 + 1440,89 nr / M B rpymi XBOpUX 3 HoegHAHHAM Al
1 [I/] 2 Tuny B mopiBHSIHHI 3 XBopuMH TUTbkH 3 Al abo I/ 2 tuny, mo moxe
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Oyt OOyMOBJIEHO OUIBIIOK pEaKIi€El0 Ha OKCUAATUBHHUU CTpec 1 HU3BKO-
IHTEHCUBHE cucTeMHe 3ananeHHs. Ha Bigminy Big piBHa P®D/[-15, piBenb P-
CeJIeKTUHY OyB JOCTOBIpHO OulbIUM y XBopux 3 3 crymenem Al (133,95 +
28,13 Hr / mi1) y NOpiBHSHHI 3 XBOPUMH 13 1 Ta 2 CTyNeHEM , 110 CBIAYUTH PO
OUTBbIIY aKTUBAIlI0O TPOMOOIUTAPHOI JIAHKM CHCTEMHOI 3amajibHOl BiAMOBIAIL.
Hogi 6iomapkepu 3ananenns PO/I-15, P-cenektu 1 ["asiekTiH-3 HE KOPETIOIOThH
MDK COOOK0 TakoX SK 1 31 cTaHzapTHUM Mapkepom 3ananeHHs hs-CPb 1
B11I00pa)KaloTh AKTHBALII0 PI3HUX MATOI€HETUYHHUX MEXaHI3MIB CHUCTEMHOTO
3ananieHHda y xBopux 3 Al 1 I[J[ 2 Tumy, mo cTBOpIOE MNEepeIyMOBH IS
IHAUBITyai3alli TepaneBTUYHUX LI1JIEH.

JIATHOCTHUKA ITO3ACTPABOXIIHUX ITPOABIB I'EPX
E.}FO.®ponosa-Pomantok, M.Onanisiu

Merta po6otu. IIpoBectn qudepeHuiiiHy A1arHOCTUKY MO3allIEMIYHUX MPOsBIB
racTpoe3odareanbHOi pedIIOKCHOI XBOPOOU Ta 1IEMIYHOI XBOPOOU ceplid, sKa
I'PYHTYETBCS Ha 3aCTOCYBaHH1 1Hr101TOpa NPOTOHHOI MOMIU (KOHTPOJIOK).
Metonu nocnimxenns. O0crexeno 71 mamieHTta 3 Kapaiauriero BikoM 48 + 12
poKiB, 3 HUX 39 (62,9%) vonosikiB Ta 23 (37,1%) KiHOK.
Pesynpratn IlamieHTH 3 KapIIOr€HHUMHU HamajJaMH, 110 BUHUKAIOTh
TOPU30HTAJIBHO BHOYI, OUIb y TpyJsAX MICIs NPUAOMY 1K1 Ta Ha (POHI HAXMILY
Tija, a00 MALEHTH, K1 MaJId HU3bKY €(PEKTUBHICTh MPUHOMY HITPOTJILEPHUHY,
MEepeBIPSUIMCS Ha IHTIOITOp MPOTOHHOI MOMMIU (KOHTPOJIOK). EdekTuBHICTH
npuiiomy 20 Mr B oliHIOBaJIM micis 3-X A10 3acTocyBaHHS. Y pa3i MOJINIIEHHS
KJIIHIYHOT CUMIITOMAaTHKKA Ta 3MEHILIEHHS KUIBKOCTI HamaaiB CTEHOKapii Ha
¢oHl 1HriOITOpa NPOTOHHOI MOMMM MAIlEHTY OyJIO BCTAHOBJIEHO JiarHo3
ractpoe3odareanbHoi pedIIOKCHOI XBOPOOU Ta MPU3HAYUIN KOHTPOJIOK y 1031
40 mr Ha 100y OpOTAroM 4 THXKHIB 3 MOJAJIBLIMM MPU3HAYECHHSM J03M LBOTO
1Hri0iTOpa MPOTOHHOI MOMIM HOPOTArOM § THXKHIB. Y pa3i IMOHOBJICHHS
CUMIITOMIB MICJS 3aKIHYEHHS MIATPUMYIOUOI Teparii peKOMEHJI0BaHa Tepamis
Ha BUMOTY (KOHTPOJIOK y 11031 40 Mr mpoTarom 8-16 THKHIB).
BucHoBku. 3acTocyBaHHsS ~1HTIOITOpa MPOTOHHOI MOMIHU  (KOHTPOJIOK)
3a0e3nedye MOXJIMBICTh IU(PEPEeHLIATBHOI 1arHOCTUKUA AaTHIOBUX HPOsBIB
ractpoe3ogareanbHoi XBOpoOM B aMOyNIaTOPHO-MOMIKIIHIYHUX YyMOBax Ta
3aCTOCYBaHHS Yy BHIAJKaX, KOJM 3aCTOCYBaHHS EHJOCKOIIYHUX METO/IIB
HEJ0CTYIHE a00 MPOTUIIOKA3aHE.
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ETUYHI TA IPABOBI 3ACAJIA 3ACTOCYBAHHS BIOIH)KEHEPII
Y CBITI.

Ogsuapenko JL.I. Cxopuii /1.0.
bioinxkeHepis, KOTPY TaKOK Ha3UBaIOTh O10JOTIYHOIO 1HXEHEPI€l0, 1€ Trany3b,
KOTpa MO€IHY€ KOHIENTH, MPUHITUIINA Ta METOJU 3 1HXKEeHepii Ta Oiosorii. Y i
rajiy3i 3HaHHS MPO KUBI CUCTEMHU TOEJHYETHCS 3 1H)KEHEPHUMHU NPHUHLIMIAMHU
JUTSL TOCATHEHHS KIHIEBOI'0 KOPUCHOT'O 3aCTOCYBaHHS, IEPEBAKHO y cepl HAyK
PO JKUTTA Ta MEAUIMHY. TepMiH «0101HXEHEPIsH» YacTO BBAXKAIOTh CHHOHIMOM
TepMiHy «OloMeanyHa 1HXkeHepis». Yacrime Bce X OlOIHXKEHEpis € OuIbll
ITUPOKUM TOHSTTAM, JO KOTPOTO BXOJUTH OlOMEIUWYHA I1HXKEHEpis Ta 1HIII
dbopmu 610JI0TTYHOT THKEHEPII.
biomennuHa 1HXKEHepis TMOJIArae y 3acTOCYBaHHI MPUHLMINB Ta TEXHIK
1HKeHepil y meaunuHi. Lleil HanpsMOK MOeIHy€e eKCIEPTHI 3HAHHS 3 1HXeHepil
Ta MEAMIMHHU JJIs1 pO3pOOKH TEXHOJOTIM Ta MpuiaAiB, KOTpPl MOKPALLYIOTh
(YHKLIIOBaHHSA CUCTEMHU OXOPOHM 3JI0pPOB’S Ta 30KpeMa 3aco0iB JOIAny 3a
namieHTamMu. biomenuuyHa 1HXKEHepis 3aiiMae 3HAYHYy YAacTUHY Taiy3i
OioimkeHepli. Pemty ramysi 3aiiMaloTh HaNpsSMKH, KOTP1 NOE€JHYIOTh 010JIOT1O
Ta 1HXXEHEPII Yy, MEepPeBaXKHO, HEMEIUUHUX acrnekTax. lle Taki HampsMKu, K
arpokyJibTypa Ta OIOJIOTIYHI HAyKW, 1HXEHEpis JOBKULIA, JAHU3adH 3
3aCTOCYBaHHAM OlOJIOTIYHMX OPUHIUMIIB, (yHAAMEHTAIbHI TOCII)KEHHS Ha
CTHKY 1HXeHepii Ta 010JI0Tii.
Tepmin «OioiHxkeHepis» OyB BBeneHMM Ha moyaTky 1950-x pokiB, a mepuri
nporpamu 3 OloiHXKeHepli 3’sBuinca HanpukiHii 1960-x poki. bioinxeHepis
Oepe KOpeH1 3 arpoKyJbTypHOI 1HXKEHEpii, O10TEeXHOJOT1 Ta 1HIIUX Taly3eH,
KOTp1 MOB’Si3aHI 3 PO3BUTKOM MEIUYHOI eNneKTpoHiku y 1950-1960x poxax.
bioimkeHepis Hapas3l nepeOyBa€ y CTaHl CTPIMKOIO PO3BUTKY MPOTITOM
OCTaHHIX JecATWNITh. Lleil pOo3BUTOK 3yMOBIEHMI HOBHUMH BIAKPUTTAMU Y
rajxy3six TCHETUKH, MOJICKYJISIPHOI Ta KIITUHHOI 1HkeHepii. Yepes Te, 1o cdepa
OloiHxKeHepli BITHOCHO HOBA, Hapa3i HEMAE YITKO BIJIOKPEMJICHOI akaJeMI4HO1
rajiysi, KOTpa 3aiiMaeTbCsl MUTAHHSAMU €TUKU Yy OloiHKeHepli. ETuuH1 acnekTu
OloiHXKeHepli pOo3MISAAIOThCS Ta BHUBYAIOTHCS Yy TaKUX AUCHUILIIHAX, SIK
0loeTvKa, MEIMYHA €THKa Ta 1H)XKEHEpHa eThKa. Y TOoM 4ac, mpodecioHanbH1
€TUYHI NHUTAaHHS OlOlHXKeHepii Ta OlOMEOUWYHOi 1HXKEHEpli JOCUTh YacTo
BIIPI3HSAIOTHCA BiJl NMUTaHb, KOTPl TPAIUIINHO PO3MISAAIOTHCS Y 3a3HAYCHUX
HalpsIMKaxX €THKU, OCKUIbKM KOMOiHauisg O10J10Tii, MEIUIUHU Ta I1HXEHepil
CTBOPIOE HOB1 BUKJIMKH Ta MUTAHHS.
BioimxkeHepis CTaBUTh 3HA4YHI JOJATKOBI E€TUYHI MPOOJIEMH, KOTpPl MaOTh
BIIHOILICHHS 10 1HXKEHEepii 010J0T1YHUX OPraHi3MiB Ta MaTepiajiB JOCIIIKEHb,
JIarHOCTUKM Ta JIKyBaHHS TNalli€HTIB. BojHodac, moegHaHe 3acTOCYBaHHS
1HXeHepii, 010710711 Ta MEUIIMHUA CTBOPIOE SIKICHO HOBI €TUYHI MUTaHHS, TaKl K
MUTaHHS CTOCOBHO MOKPAUIEHHS NEBHUX BIACTUBOCTEH JIFOJCHKOTO OpraHi3My,
FeHETUYHUX MOAM(]IKalii, CTBOPEHHS OI1OJOTIYHUX pOOOTIB, KOTplI HE
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pPO3MISAAAIOTECS Yy TPATULIMHUX HampsIMKaX €TUKW Yy O10JI0Tii, MEAWIIMHU Ta
1HXKEHepii.

ETUYHI TA IPABOBI 3ACAJIA BUKOPUCTAHHS KJIITUHHOI
TEPAIIII B YKPAIHI
OBuapenko JLI. Tperyoenko A. P.
Knitunna tepamis (iHIIa Ha3Ba KIITHHHA TpaHciuiantomioris, anria. Cell
therapy) — HanmpsiM MEIMIIMHU, SIKMH 3aCTOCOBY€ TpaHCIUIAHTALll0 KIITHH ( B
TOMY 4YHUCHIl CTOBOYpOBHX) JUIsl JIIKyBaHHS BaXKMX 3aXBOPIOBaHb (HEHpPO-
JEreHEpaTUBHUX, ayTOIMYHHX 3aXBOPIOBaHb, 3JIOSIKICHUX HOBOYTBOPEHb),
KOpEKILii pi3HOMaHITHUX aHATOMIYHMX J1e(PeKTiB, peadiniTallli Maui€HTIB MICA
TpaBM.
3 METOI0 TpaHCIUIaHTalli HailyacTille BUKOPUCTOBYIOTh HECIELiali30BaH1
KIITUHH, $IKI MICTATbCA y YEPBOHOMY KICTKOBOMY MO3KYy Ta KpoBi. BoHu
BOJIOJIIOTh 3JQTHICTIO TpaHcQopMyBaTuCi y OyAb-gKl KIITHHH JIIOJACHKOTO
opraisMmy (KJITHHHM KpOBI, IEYIHKH, MIOKap/a, KICTKOBOi, HEPBOBOI Ta IHILIUX
TKaHUH) 1 TAKUM YUHOM BIJIHOBJIIOBaTH CTPYKTYPY Ta (DYHKIIIT MOIIKOMKEHHUX
opraniB. CaMe 3 BHUCOKOI PETreHEpAaTUBHOIO 3JATHICTIO CTBOJOBUX KIITHH
MOB’sA3aHl BUCOKI pe3yjbTaTh i1X 3actocyBaHHs. Ha choromHimHiil jeHb, 3a
naHuMu  BcecBiTHbOI  oprasizamii  OXOpPOHM 3[0pOB’s, TpaHCIUIaHTALlis
reMONOETUYHUX CTOBOYPOBUX KIITUH J03BOJIA€ BWIIKyBath Onu3bko 90%
MAIIEHTIB 31 3JIOAKICHUMHU Ta JOOPOSIKICHUMHM 3aXBOPIOBAHHSMH KPOBI, SIKILO
3aXBOPIOBAHHS BUSBJIEHE Ha paHHIM cranli. II{opoky y CBITI BHUKOHYETHCS
omuspko 50 000 TpaHcraHTallii TreMO MNOETUYHUX CTOBOYPOBUX KIITHUH
KICTKOBOTO MO3KYy 1 nepudepruynoi kpoBi 1 O6mmu3pko 2000 TpaHcraHTaiin
MyTOBUAHOI KPOBI.
OxkpiM cTOBOYpOBHUX KJITHH, B KIIHIYHIM MPaKTUIl BUKOPUCTOBYIOTH U
eMOpIOHaJbHI TKAaHWHU. BBakaeTbcs, IO HaWKpallUM MartepiajgoM Ui
TpPaHCIUIAHTALl € KJIITHHHI CYCII€H31i, OTpUMaHl 3 OpraHiB Ta TKAHUH TPYMiB
eMOp1OHIB JIOAMHU 2-8 THKHIB recTartii.
BriieHHd MeTOAIB KIITMHHOI Tepamii B MEAWYHY MPAaKTHUKY BUSBHIOCH
YCHIIIHUM, OCKUIBKM JI03BOJIMJIO YCHIIIHO JIIKYBaTH €Kl 3aXBOPIOBaHHA,
HaMpuKiIaa, JEHKO3U; MIJBUIIUTH SIKICTh Ta TPUBATICTh KUTTS MALI€HTIB, SK1
CTPa)XJAlOTh HAa HEBUJIIKOBHI 3aXBOPIOBAHHS 4YM YEKAIOTh CBO€I 4Yepru Ha
TPaHCIUIAHTALII0 OpraHiB. AJle PO3BUTOK KIITHUHHOI TPAaHCIUIAHTOJOTII Mae
HU3KY MOpPAJIbHO-€TUYHMX Ta IMPABOBUX aCMEKTIB. AJK€ BUKOPUCTaHHS
eMOpIOHaJIBbHUX TKaHUH TICHO MOB’SI3aHE 3 TAKOK COLIAJIbHOI MPOOJIEMOI0, K
MpoBeJIeHHsST abopTy. 3acTOCYBaHHS METOAIB KIITHHHOI Tepamii He MOBUHHO
30UTbLIYBaTH KUIbKICTH abopTiB. KpiM 1bOro, HEoOXiAHO 3aXUCTUTH IPaBO
eMOpIOHa Ha XKUTTS Ta BUKIIOYUTH MOXKJIUBICTh CTBOPEHHSI €eMOPIOHIB JIFOAUHU
3 METOIO iX BUKOPUCTAHHS JUIsl TOTPEO HayKu a0 MEIULIMHH.
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TpaHcmianTalis 3aCTOCOBY€EThCS BUKIIIOUHO 32 HASBHOCTI MEIMYHUX MOKa3aHb,
AKl OyJId BCTAaHOBJICHI KOHCUJIIYMOM JIIKapiB 3akjaJy OXOpPOHHU 3/10pOB’S , B
AKOMY XBOpUH NPOXOJIUTH JIIKyBaHHSA ab0 mnepeOyBae Ha JUCHAHCEPHOMY
o0niky. TpaHcIutaHTalis 31MCHIOETHCS BIAMOBIAHO 10 Faly3€BUX CTAaHAAPTIB y
chepi 0OXOpOHU 37I0POB’S 3a 3rof0t0 00 €KTUBHO MOIH(OPMOBAHOI J1€31aTHOI
ocoOu (perurnieHTa), KpiM BUMAKIB, epe0adYeHUX UM 3aKOHOM (SIKIIO BIH €
HeJle3qaTHUM abo He focsar 14-piyHoro BiKy). Y pasi, SIKIIO PELUIIEHT HE
nocsr 14-piyHoro BiKy a00 BHU3HAaHUN B YCTAaHOBJIEHOMY 3aKOHOM HOPSIKY
HEeJI€31aTHUM, TpPAHCIUIAHTAIllsl 3aCTOCOBYETHCS 3a 3rOJI0I0 00’ €KTUBHO
noiH(OpMOBaHUX HOro O0aTbKiB a00 1HIIMX 3aKOHHUX MPEACTaBHUKIB. Y pasl
SKIIO PEIUIIEHT nepedyBae y HEBIIKIAAHOMY CTaHi, [0 CTAHOBUTH MPSIMY Ta
HEBIJIBOPOTHY 3arpo3y HOro »XUTTIO, MEIWYHA JOMOMOTra 13 3aCTOCYBAHHIM
TpaHCIUIAHTALlll HalaeTbcd 0€3 3roAM penunieHTa, Moro OaThKiB a00 I1HIIHMX
3aKOHHUX MpeACTaBHUKIB. JKMBUM IOHOpPOM aHAaTOMIYHMX MaTepiajiB MOXKeE
OyTh JMIIE TIOBHONITHS [l€37aTHa (i3M4yHa ocoba, KpIM BHUIAJIKY,
nepeadayeHoro UM 3aKoOHOM

ETHUYHI TA IPABOBI 3ACAIN NTPOBEJEHHSA T'EHETUYHUX
NOCJIL)KEHb B YKPATHI
Osuapenko JI.I. Kaparaesa A. 1O.
Ha cborogni po3po0neHo MHUPOKUN CHEKTP F€HETUYHUX TECTIB 1 JOCIHIIKEHb.
Ile BHOCUTH paaMKalbHI 3MIHM B HIAXOAU 10 J1arHOCTUKH, MPOQPIIAKTUKUA Ta
JiKyBaHHA 0OararboX 3axXBOPIOBaHb JIIOAMHU. Pazom 3 TUM MeauyHe
3aCTOCYBaHHSl T€HETHMYHOI'O TECTYBaHHS MiJHIMAE psii €TUYHUX, NMPABOBUX 1
COLIIAJIbHUX MUTaHb, Kl BUMAraroTh pO3MVISAAY 1 BUPIIMIEHHS 331 OTPUMaHHS
MaKCHMaJIbHO1 KOPUCTI B1Jl HOBUX METO/IB.
Etnuni mpoOnemu, sKI BUHMKAIOTh OpPU BHUKOPHCTaHHI MOAIOHHUX TECTIB,
TOJIOBHUM YHHOM CTOCYIOThCS MHTaHb BHUKOPUCTaHHS  camMe€ 0cCOOUCTOl
TreHeTHUYHO1 MH(pOpMAaLlil, 10 MA€ BEJIUKE MCUXOJIOTIYHE 1 COLlaJbHE 3HAYECHHS.
[li muTanHa OOroBOPIOIOTHCA HAa 0araThb0X MIXKHAPOJHUX KOHTpecax 3 OXOPOHU
310poB's Ta 010eTHKU. KOXKHOTO pOKy po3poOSIIOThCS HOBI peKOMEHAAlil Ta
MPOTOKOJH.
l'enemuyna inghopmayis - Nani Mpo yCnajgkoBaH1 XapaKTEPUCTUKU OKPEMHX 0Ci0,
OTPUMaHI IJISAXOM aHaJI3y HYKJIETHOBHX KHCJOT YU 1HIIOIO HAYKOBOTO aHAJI3Y,
10 € CKJIaJI0BOIO 1H(OopMalii mpo 30POB'S THOAUHHU.
[Ipu oTpuMaHHI Ta BUKOPUCTAHHI T€HETUYHOI 1H(QOpMaIli BUHUKae HeOe3neKa
MOPYIIMTH PsiJI MpaB NanieHTa. B mepiry yepry 3HaTu YU He 3HaTH 1H(OpPMALIi0
npo cede, Mo-Apyre CaMOCTIMHO BUPINIYBaTH MUTAHHS IIOAO0 CBOTO 30POB'A 1
penpoaykKilii, Ha KOH(IIEHIIINHICTh, a TaKOX MPaBO POAMYIB MAI[IEHTA HA IO
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1H(pOpMaLIiIO 171 NPUUHATTA BIACHOTO PIIIEHHS PO HEOOXIIHICTh TECTYBaHHS.
V 3B'3Ky 3 TakuMH NpoOIeMaMy BUHUKJIA HEOOXIHICTh 3aXHUCTY MPaB JIIOAUHU
IIpY BUKOPHUCTAHHI Cy4YaCHUX F€HETMYHHMX TexHoJoriid. Ha croromHi icHye psj
JOKYMEHTIB, SIKI TapaHTYIOTh 0€3MeKy 0coOuCTOI MH(OpMaIlii nalieHTa.
BignoBigHo 110 3a3Hau€HHUX JOKYMEHTIB  HEOOXiJHA TOMEpeNHs, BUIbHA,
1H(OpPMOBaHa 1 YITKO BUPa)KEHa 3rofia 6e3 Oyab-sKOro CIIOHYKaHHS y BUITISIAL
(iHaHCOBUX a00 IHIIMX O0cOOMCTUX BUTOA. OTpUMaHHS TAKOi 3TOJU € OJHUM 3
MEXaH13MIB 3aXHMCTy IIPAB JIIOAUHU IPU T€HETUYHOMY TECTYBAHHI.

Inghopmosana 3200a - nporec HOOPOBLILHOTO MIATBEPIXKEHHS MAI[IEHTOM HOTO
3rogu OpaTv y4acTb B TOMY YU 1HIIOMY JOCIIKEHHI MICIS TOTO, SIK BIH OyB
O3HaOMJIEHUI 3 yciMa oro acrnekTaMu. BoHa JOKyMEHTY€EThCS 32 JOMOMOTOI0
MiIMUCAaHOT 1 AaToBaHiil hopmu.

[Hdopmaliisi MOBMHHA BUKIAZATHCS 3pO3YMIIOI MOBOIO, SIKA BpPAaXOBYE BIK,
OCBITY, (13M4HI 1 po3ymoBl 3110HOCTI marieHTa. HeoOxigHo, mo6 mikap abo
JNOCIITHUK B TpoLEci OTPUMAaHHsS 3TOAM OL[IHMB, HACKUIBKH 3pO3yMiB
iH(popMalilo NanieHT (B TOMY YHCIl 32 JOMOMOIOI YCHUX a00 MHUCBMOBHUX
KOHTPOJIbHUX MUTaHb) 1 BXKHUB BCIX HEOOXIJHUX 3aXOJIB IIJii TapaHTOBAHOTO
MMOBHOIO PO3YMiHHS PU3HUKIB 1 BUTOJI, TOB'SI3aHUX 3 JI0CIIJIKEHHSIM.

[TamieHT MOBUHEH MPUNHATU PIILIEHHS TUIBKU caM, Ha MiAcTaBl iHpopMalii, 110
MICTUTBCS B ()OpMI 3TO1IM, 1 BIIOMOCTEH, OTpUMaHuX Bij Jiikaps. BiH nmoBuHeH
MaTH JOCTaTHHO 4Yacy Ha OOMIPKYBAaHHS 1 IPUIHATTS PILIEHHS, B 3B'A3KYy 3 UMM
iH(popMalio AJid Mali€eHTa B MHCbMOBOMY BHUIVISAL 1 (popmy 1HQOpMaLiiHOT
3roJiId BIH MOXE 3a0paTu J0/I0MY JjIsi OOTOBOPEHHS 3 poAuYaMu, JiKapem ado
FOPUCTOM.

[HXXEHEPIAA TKAHUH. BIOMATEPIAJIU, [TIPOTE3U TA IMIIJIAHTH.
Oguapenko JI.I. KoBass B.

biomarepianu - wne cuHTeTM4H1 abo, piaumie, OIONOriYHI MaTepianu, IIo
BUKOPUCTOBYIOTbCS B MEIWYHUX MpUiafax A BIAHOBJIEHHA NPUPOJHHUX
TKaHWH, MOIIKO/JKEHUX TPaBMOIO 4u XBopoOoro. JlocnimpkeHHs: OioMarepiaiiB
OXOIUTIOE cpepy 1HXKEeHEepil TKaHUH, sKa CIPSAMOBAaHA HA PICT a00 pereHepauio
OpraHiB Ta IHIIMX OIOJOTIYHUX MarTepiajiB Ta Ha BUTOTOBJICHHS
(YHKLIOHYIOUMX OpraHiB 3 XUBUX KJIITHH, TaKUX SK KJIITHHU MEYIHKH a0o
HIKIPH, 1 11€ BUKJIMKAE KOHKPETHI €TUYHI MPOOJIEMHU, SIK 0OrOBOPIOBAJIOCS BHILIE,
B po3auni «KiiTuHHA, TeHETUYHA Ta TKAaHUHHA 1HXKEHEPIs.

biomarepianu 3yMOBIIOIOTH B3a€EMOAII0 MK MarepiaiamMu Ta Ol10JOTYHUMHU
TKaHWHAMH, $IKI 3aJ0BOJIBHSIOTH O1OCYMICHICTh, (DYHKI[IOHAJIBHICTh Ta
JOBrOBIUHICTb. [[71s po3poOku OiomarepiaiiB, po3poOKH NPHUCTPOIB IS
IMIUIAHTATIB, XIPypriyHOrO 3acTOCYBaHHS Ta aHall3 BIAMOB IOBHHHI
MpaloBaTH OJHOYACHO, MO0 3HHU3UTU pPIBEHb YCKJIAJHEHb Ta IOKPALIUTH
KJIIHIYHUNA pe3ynbTar. OJHUM 13 OCHOBHHUX 3aBJIaHb € PO3YMIHHS HPUPOJHHUX
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peaxiiii TKaHUH Ha MaTeplajy Ta MOBOJKEHHS 3 HUMHU. MeauuHi TpUCTPOl s
MOKPUTTS, Takl SK IITy4YHl KJIamaHu cepls, CYAMHHI MpOTE3H, CTEHTHU
KOpPOHApHOI apTepii, KaTeTepH, IMIUIAHTATH CTErHa Ta KOJIIHA, BHYTPIIIHbOOYHI
JH3M Ta PI3HI 1HIIl MPOTE3U, BUMAraloTh OTPUMAHHS CUHTETUYHOI PEUOBUHH,
AKa TOBHICTIO (200 MpuHANMHI 33J0BUIBHO) YMHHUTH OIIp NPUPOAHIN peaxuii
aTakd OpraHi3aMy Ha CTOpPOHHI mpeameTH. IlepeBipka BacKyJspu3aiii
IMILJTAaHTATIB BUKOPUCTOBYE METOJM Bi3yani3alii, Kl JO3BOJISIIOTH OLIHIOBATH
peakiii TKaHUH Ha OloMarepiajax in vivo Ha epeKTUBHICTh Ta Oe3meky. Tyt
CTa€ OYEBUIHUM TICHUH 3B’SI30K MK PI3HUMH MIANOISAMU O101HKEHEPII.
biomarepianu 3HaxXoAsTh 3aCTOCYBaHHS B HE3IMIUYEHHHX MEIUYHHUX MpUiaaax I,
TaKUM YHMHOM, BHOCSAThb BaXJIMBUH BHECOK Yy cdepy MNpOTe3yBaHHS.
[IpoTe3yBaHHs CTOCY€EThCS pO3POOKH Ta MIJITOHKU IITYYHUX YaCTHH Tina. Byib-
AKUU apTe(akT, U0 BUKOPUCTOBYETHCA U1l BIJIHOBJICHHS TIIECHUX (YHKIIIH,
MOXe OyTH CHOPUMHATHH gK mpo3a. Benwky KUIbKICTh O10J0TTYHUX (DYHKIIIH
JIOJIMHU MO>KHA BIAHOBUTH a00 MOKPAILUTHU 32 JOIOMOIOK0 IPOTE3iB.

Xoya JOCHIIKEHHS B Taily3l MNpOTEe3yBaHHS CIPSMOBAaHI HacaMIiepes Ha
BIJIHOBJICHHSI MOIUKO/UKEHUX (YHKILIN JIOJWHU, 3pOCTae 1HTEpec 0
30UIbIICHHS JTIOACHKUX (YHKI[IN. 301IblIeHHS] a00 MOKPAIICHHS JIIOJAUHU - 1€
BIJIHOCHO HOBa Tally3b Ol1OIH)KEHEpli, CHpsMOBaHa Ha PO3POOKY MPOTE3HUX
npuiafiB, MO0 TMOKPAIlyIOTh HOpMalbHy (QyHKIII0 abo 3amo0iraroTh
TpaBMyBaHHIO (yHKLIM. [IpoTe3Hi mpuCTpoi BkKEe MOXYTh 3aMIHUTH Oarato
YacTUH JIIOJCHKOTO Tila, a PEBONIOLINAHI PO3pOOKH B O10IHXKEHEpPli HIBUIKO
PO3ILIUPIOIOTH cPepy MPOTE3yBaHHS.

COMPARATIVE ANALYSIS OF ULTRASOUND PARAMETERS
OF THE HEART IN VARIOUS VARIANTS OF COMORBIDITY OF
NON-ALCOHOLIC FATTY LIVER DISEASE AND HYPERTENSION

Choko S., Prosolenko K

Comorbidity of non-alcoholic fatty liver disease (NAFLD) and arterial
hypertension (AH) is common. The features of cardiac and vascular changes in
patients with NAFLD in combination with essential hypertension (EH) and
renoparenchymal hypertension (RPAH) remain to be fully investigated.

The purpose of our study was to comparatively investigation of
ultrasonographic parameters of the heart and arteries patients with comorbidity
of NAFLD and EH / RPAH.

The object of the study was 209 patients with comorbidity NAFLD and
AH, included 121 patients with NAFLD+ EH and 88 patients with
NAFLD+RPAH. The mean age of the patients was 51.62 = 10.21 years. To
study the morphofunctional properties of the myocardium, patients underwent
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ultrasound examination of the heart on an ultrasound scanner "LOGIC 5" (GE,
USA) in one-, two-dimensional and Doppler modes with color mapping by
conventional methods.

According to the objectives of our study, a comparative analysis of the
heart and arteries in patients with a comorbid course of NAFLD and two
variants of AH (EH and RPAH) was performed. Initially, indicators of systolic
function of the LV were evaluated. No significant differences were found.
Relative wall thickness (RTS) was also nearly the same 0.47 + 0.04 for
comorbidity with EH and 0.48 £+ 0.04 for comorbidity with RPAH (p> 0.05).
Changes in RTS were observed in 91.74% and 95.45%, respectively (p> 0.05).
There was no significant difference in the presence of LV hypertrophy - 79.34%
versus 76.14% (p> 0.05).

When analyzing the types of LV geometry, no significant difference was
found between the groups. The most common variant was the type of concentric
hypertrophy - 72.73% in the comorbidity group with EH and 73.86% in the
comorbidity group with RPAH.

It was important to compare parametersof LV diastolic function First of
all, the E / e index. We found that there were no significant changes between the
two variants of comorbidity (p> 0.05). The integral index of diastolic function E
/ e was 8.13 £ 1.49 in patients with NAFLD + EH versus 7.98 + 1.59 in patients
with NAFLD + RPAH (p> 0.05).

The analysis of trans mitral bloodflow (TMB) revealed that the patients
of the two types of comorbidities had no significant differences. The most
frequent type of TMB was the type of impaired relaxation, which in the NAFLD
and EH group was 61.98%, and in the NAFLD and RPAH group was 59.09%
(p> 0.05). Pseudonormalization of TMB was observed in 10.74% and 11.36%,
respectively (p> 0.05).

Thus, in the comparative analysis of ultrasonographic parameters of the
heart in two groups of comorbidity of NAFLD with different variants of AH, no
differences were found with respect to heart sizes, indicators of systolic and
diastolic function of the LV, variants of the LV geometry, types of TMB.

ACITEKTH PO3BUTKY KPOBOTEY 3A IIPUMIOMY

AHTUKOATYJIIHTHOI TEPATIII
Teepesoscpka I. 1.
Bcmyn. KpoBoTedi, cipydyMHEHH1 IPUHAOMOM aHTHKOATyJISIHTHUX MpEnapaTiB €
HalOUIbII MOMIMPEHUM YCKJIAQAHEHHSAM Tepamii XBOPUX 3  IIIEMIYHOIO
MATOJIOTIE0 Ceplsl Ta CyAMH, [0 BKJIKOYAE B ceOe 1eMIYHy XBOpoOy cepus,
IIIEMIYHUI 1HCYNIBT, TPOMOO3 MHOOKHUX BEH, TPOMOOEMOOIIIO T'JIOK JIET€HEBUX
apTepiil ToIo.
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Mema pobomu. Orasa cydacHUX JITEPATYPHUX JKEPEI 11010 OCOOIUBOCTEH Ta
0OMEKEeHb, Kl BUHUKAIOTh TP 3aCTOCYBAHHI AHTHKOATYJISITHOI Tepanii.
06’ekm ma memoou oocniddcenns. byB MpoBeAeHUN JITepaTypHUN MOIIYK B
HayKo-meTpuuHi  6a3i  PubMed, BigiOpano Ta  mOpoaHandi30BaHO
20 MOBHOTEKCTOBUX JIKEPEN aHIIIIHCHKOI0 MOBOIO 3 OKPECIEHOT TEMaTHKH.
Pezynomamu ma o062060penns. ['010BHOIO METOIO JIIKYBaHHS OCHOBHOIO
3aXBOPIOBAHHS AHTUKOArYJIHTAMH € JOCATHEHHS 0allaHCy MIXK KOaryJisli€ro Ta
AHTUKOATYJISILIEI0 3a-1J11 YHUKHEHHS (QopMyBaHHS TpoMOO3iB. 3 METOI0
MiHIMi3alli HeraTUBHUX €()EKTIB HENPSIMUX aHTUKOATYJISHTIB OyJu po3po0ieHi
psiMi OpajibHI aHTUKOATYJISIHTH. J[0 HUX BIOHOCSTBCS nalliraTpaH, amikcalaH,
piBapokcabaH Ta 1HmI. Y  TOpIBHSHHI 13 IHIIMMU  OpajJbHUMU
AHTUKOATyJSHTaMH, BOHM MEHIIE B3a€EMOJIIOTH 3 1HIIMMH IpenaparaMu Ta He
noTpeOyOTh KOPEKLIi I03yBaHHA 3a IOACHHOTO MPUHOMY.

ABTOpH 3a3HAYalOTh, 110 MAIIEHTH 3 TOPYUICHOIO (PYHKIIIIO HUPOK MAIOTh Pi3KO
30UIbIIEH] PU3UKU SK TpoMOO3y (30KpeMa BEHO3HOI0), TaKk M KpOBOTEY.
30KpeMa 4acTUM YCKJIQJAHEHHsIM € TpomOoemoOodist jgereHeBoi aprepii (TEJIA)
Ta KpOBOTEYl Yy MAIl€EHTIB 13 IMIBUAKICTIO KIyOO4YKOBOI (UIbTpalii MEHIe
30 mur/xB. [Ipu bOMy pU3UK KPOBOTEUI IMOIBOIOETHCA.

[Tokasnuk cmeptHocTi Bin TEJIA y mnarfieHTiB, 110 3HAaXOJAThCA Ha Jiaii3l
Maiike y 12 pasiB Bumle, HOK y 3arainpHid nomynsuii. IlaTtorenes manoro
MEXaHI3My MOJSra€ y BTOPUHHIA aKTUBaLli KOAryJasUlIdHOIO Kackany, IO
MIJITBEP/PKEHO TIJIBUIICHUMHU DPIBHSIMHU KOMILUIEKCIB TPOMOIH-aHTUTPOMOIH Ta
3HIDKEHHSIM ~ KOHLIGHTpalli  €HJAOT€HHUX  AHTUKOAryJISHTHHX  (paKTOpiB
(mpoteiniB C Ta S Ta aHTUTPOMOIHY).

3011bIIEHUN pPU3UK SIK  BEHO3HOTO, TaK 1 apTepiaibHOrO TpPoMOOo3y
acoliiioBaHu# 13 MiIBUILIEHUM pIBHEM roMonucteiny. [lopsa 3 TuM, y naimieHTiB
Ha KIHLIEBHX CTajii XBOPOOM HUPOK, IHTEHCHBHA KOAryJisiisi 00yMOBII€Ha 111e 1
aKTHBALII€I0 TPOMOOLIUTIB B ammapari €eKCTPaKoOpIopaIbHOTO Jiami3i.

JIOCTITHUKHY TIAKPECTIOITh, 0 33 NPU3HAYEHHS MNPAMOi aHTUKOATrYJSHTHOI
Tepamii CHiJ OL[IHIOBaTH CTYMHiHb (PYHKII HHUPOK, OCKUIBKM KOHLIEHTpalis
JII0Y01 PEYOBMHM, Ha BIAMIHY BiA BappapuHy, 3aiexarb BT (QyHKIIT
BuBeJieHHs. [IpoTe Ha naHuWil yac HEMae JOCHIKEHb BIJHOCHO O€3MEYHOCTI
MPU3HAYEHHS NPAMHUX AHTHUKOATYJISHTIB 32 BAXKKOTO CTYNEHIO YPaKeHHSI HUPOK
Ta KiipeHcy kpeatuniHy menme 30 mur/xB. Ile BapTo BpaxoByBaTH TijJ Yac
MpU3HAYeHHs 4u miAOopy mpenapary Ta AO3yBaHHS, OCKUIbBKM JadiratpaH Ha
80 % BHUBOAWTBHCA Yepe3 HUPKH, piBapokcabaH Ta enokcabaH Ha 3650 %.
[IpenaparomM BHOOpPY y BHUMNAAKy BaXKOI HUPKOBOI TUC(RYHKIIT MOXE CTaTH
anikcaOan, nuiie 25 % 11040i pEeHOBHHHM SIKOTO BUBOJUTHCS YEPE3 HUPKHU.
[lopsin 3 UMM, aBTOpPU HAroJOUIYIOTh Ha MNOTPeOl 3HMKEHHS J03yBaHHS
anikcabaHy 3 5 Mr a0 2,5 Mr ABIYl 3a CUpPOBAaTKOBOI KOHIIEHTpAllli KpEaTUHIHY
Outbme 1,5 Mr/mn Ta UOIOHAMMEHIIE OJHOTO 3 HACTynHUX (AKTOpIB: BIK
nanieHTa crapie 80 pokis abo Bara MeHie 60 Kr.
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BaxnuBum €JIEMCHTOM € BU3HA4YCHHS aHTHUJIOTHOI Tepamii 110
AHTUKOATYJISTHTHUX TpernapariB. Tak, aBTOpU 3a3HAYaIOTh, 110 HeCMeUpIYHUM
aHTUAOTOM 10 naliraTpaHy MoOXe OyTH aKTMBOBAaHE BYTLJUISI, OCKUIBKA BOHO
abcopOye 6;m3bk0 99,9 % po3unHEeHOro npenapary. Xoya KJIiHIYHO JlaHa cXeMa
He Oyna mnepeBipeHa, BOHA MOXE BHUKOPUCTOBYBAaTHUCA Yy pasl rocTpoi
IHTOKCHUKAIIl1, BIPOJOBX 1—2 roAuH micis npuilomy gadiratpany.

Bucnosku. 3acTocyBaHHA AaHTHKOAryJISIHTIB € HEOOXIJHICTIO Y KOropTU
MAall€HTIB, 3a-UIsl 3MEHIIEHHS pPU3UKYy TpOMOOYTBOpEeHHs. BaximBum
MOMEHTOM € YypaxyBaHHS PHU3HMKY KpPOBOTEY IPU MOXIMBUX OINEPATUBHUX
BTPYUYaHHSX Ta HasABHICTH KOMOPOIHOI MaTONOrii y TaKuX XBOpUX. Bu3HaueHo,
10 MAaLI€HTHU 13 MOPYLIEHO (DYHKIIII0 HUPOK Ta MEYIHKU MarOTh 3HAYHO BHUIIL
PU3HMKH PO3BUTKY SIK KpOBOTE€Y, TaK 1 TpoMOO31B, 3 OIJIAAy HAa BTOPUHHE
MOPYUIEHHS KOAryJIsiIHHOTO KacKamdy.

AGATSTON INDEX AND ITS IMPORTANCE IN PRACTICE
Abdelrahim F.M., Vizir M.

The main reason for the development of coronary heart disease, a
significant factor in morbidity and mortality worldwide, is atherosclerosis.
However, a single screening tool for detecting subclinically significant
atherosclerosis has not yet been developed and not universally accepted. It is
known that a representative biomarker of atherosclerotic lesions of the coronary
arteries 1s their calcification, which is often detected during computed
tomography of the chest organs. The standardized method for assessing
coronary artery calcification is the Agatston index, or a calcium index that is
simple to perform, does not require intravenous administration of contrast
agents, and has no contraindications. Official recognition of the significance of
the index occurred in 2010 with its inclusion in the ACCF / AHA Guideline for
Assessment of Cardiovascular Risk in Asymptomatic Adults and assignment to
it of the 2A class of recommendations.

METHODS: generalization of modern data on the clinical significance of
the Agatston index, taking into account the results of international multicenter
studies, current international recommendations and further prospects for the
wider use of the diagnostic tool in cardiology practice.

RESULTS. It is proved that with an increase in the Agatston index, the
risk of coronary events increases (in patients with a high Agatston index, the
frequency of events increased 5-10 times). The inclusion of the Agatston index
in determining traditional risk groups will significantly reclassify patients, often
into a lower risk category.

The Agatston index has been found to have a very high negative
prognostic value, since asymptomatic patients with a zero index level have a
low risk of cardiovascular events in the long-term prognosis. Thus, the value of
the index can serve as an additional significant factor in deciding the need for
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preventive therapy, for example, with statins. Re-determination of the Agatston
index after 5 years gives additional prognostic value, which as a result will
allow to establish a longer-term perspective of cardiovascular risk in a patient.
Thus, the best prognosis for coronary heart disease was for patients with the
“double zero Agatston index”, which corresponded to its zero value both in the
first study and after 5 years. In this case, the 10-year risk of coronary heart
disease was only 1.4%.

Also, according to research results, patients with a non-zero index value
have significantly higher chances to start taking aspirin, start and continue
taking lipid-lowering drugs, start taking antihypertensive drugs, increase
physical activity and change diets than patients with a calcification index of
Zero.

CONCLUSION. The method of determining the Agatston index is now
confidently taking its individual informative position among the methods for the
early preclinical diagnosis of coronary heart disease, however, despite its
effectiveness, it often remains on the sidelines and is not taken into account by
clinicians. It should be noted that the method is included in the American and
European recommendations for the diagnosis of coronary heart disease, it has
proved its high prognostic value, especially at zero values.

LEAN VERSUS OVERWEIGHT/OBESE NON-ALCOHOLIC FATTY
LIVER DISEASE-A CLINIC PATHOLOGICAL COMPARATIVE
STUDY
Clavina Malongo, Bashkirova A.D.

Background and aims: Non-alcoholic fatty liver disease (NAFLD) refers to
the accumulation of fat (mainly triglycerides) in hepatocytes. A fraction of
NAFLD patients (especially Asians) do not meet weight criteria of obesity. The
aim of this study was to compare the clinicopathological and biochemical
profile of lean and overweight/obese NAFLD patients with a special emphasis
on insulin resistance.

Method: This prospective study was conducted in biopsy proven NAFLD
patients aged 18 to 75 years in a university hospital. The patients were divided
into lean (BMI <22.99 kg/m "2) and overweight/obese (BMI >23 kg/m "2)
NAFLD. Histopathological NASH was defined by NAFLD activity score
(NAS) >5. Patients with other liver diseases and diabetes mellitus were
excluded.

Results: Among 88 NAFLD patients, 29 (33%) and 59 (67%) were in the lean
and overweight/obese group respectively. The mean age was 33.31 years.
Metabolic syndrome was present in 68.2 % patients. In the lean and
overweight/obese group, 55.2% and 74.6% patients had metabolic syndrome
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respectively (p 0.06). In the lean group, the mean weight, height, waist
circumference, hip circumference, waist:hip ratio was significantly lower as
compared to overweight/obese group. The median triglyceride level (190mg/dl
vs 147 mg/dl; p 0.018) and mean VLDL level (50.40mg/dl vs 33.99mg/dl; p
<0.0001) was significantly higher in the lean NAFLD group. However, the
median levels of fasting serum insulin (5.57pU/ml vs 10.83uU/ml; p 0.009) and
HOMA-IR (1.37 vs 2.62; p 0.010) were significantly lower in the lean NAFLD
group. NASH was present in 67% patients. 75.9% of the lean patients and
62.7% of overweight/obese patients had NASH (p 0.22). There was no
difference in the level of ALT, HDL or total cholesterol in the two groups.
Conclusion: Lean NAFLD patients had lower mean weight, height, waist:hip
ratio. Dyslipidemia was more common in the lean NAFLD group whereas
insulin resistance was less in lean NAFLD group. Metabolic syndrome and
NASH were equally present in both the groups irrespective of BMI.

[HT'IBITOPU AII® YV JIIKYBAHHI APTEPIAJILHOI T'ITIEPTEH3II
Y MOJIOAMX, KA TEPAIILA?
Jliteinosa T. I'., IIutomens K. O., ITaguenko I'. 1O.

Y cBiTi Onuszpko 1,1 wmapa mroAedl  BiA3HAYAKOTh  MMIJIBUIICHHS
apTeplaJbHOTO TUCKY, IKUM IMOCTaBJIEHUI A1arHO3 TIepTOHIYHA XBOPOOa.

3a nanumMu BOO3 6mu3bko 40% mnaiieHTiB, 1€ JOIM Opane3gaTHOro
BIKYy 25-64 poKiB, 1 JIMIlIe TPETHUHA NAI[IEHTIB PETYISPHO BUMIPIOE apTeplalbHUI
THUCK 1 pOOUTH 11€ PETYISPHO.

Meta poboTu —BuBUEHHS 3acTocyBaHHs All® -nepuHgonpuwily y
Mall€HTIB MOJOJIOTO BIKY 3 aprepiasibHOI rineprensiero Il cranpiero, y
MOHOTepaIlli Ta KOMOIHOBaHO1 Teparii.

[ariditopu AII® onHa 3 rpyn TiNOTEH3UBHUX, sika moHaj 20 pokiB
CTIMKO MPHU3HAYAIOTHCS MpPH JIKyBaHHI apTepiaibHOi rineprensii. UHroutopu
AII® cranu HE3aMIHHMMM B JIIKYBaHH1 apTepiaibHOI TIepTeH3il B OE€IHAHHI 3
CEpLIEBO-CYAMHHUMHU 3aXBOPIOBAHHSAMHU, TaK SIK 3HI)KEHHS apTeplaJbHOTO
TUCKY-CUCTOJIIYHOTO 1 JIACTOJIIYHOTO HA 5 MM. PT. CT. IPOTITOM 5 1 Oulblie
POKIB 3HU3ATh PU3HK 1HCYJIBTY Ta 1IIEMIYHOI XBOPOOU CcepL.

[Tix HamuM criocTepeKeHHIM 3Haxoauiocs 12 mamieHTiB, 6 4OJOBIKIB 1
6 X1HOK BIKOM BiJ 42 10 52 poKiB, II0 MPOXOAWIN KYPC JIIKYBaHHS y BIJAUICHHI
IXC B AY Hauionaneuuii [HctutyT Tepamii im. JI. T. Manoi HAMH VYkpainu.
Bcim xBopuM aiarHocroBaHa rineptroHiyHa xsopo06a llcraaus, 2 cTymiHb.

Bci xBopi Oynu po3aisieHi Ha 2 piBHI TpynH MO 3 4YOJIOBIKIB 1 3 5KIHOK
OJIHAaKOBI1 3a BIKOM. XBOp1 NEPIIOT Ipynu Opanu NEpUHAOCNPUI Y 1031 8§ MI Ha
HIY, Ipyra rpyna opasna nepuHIonpui 4 Mr 1 aMJIOIUIIIH 5 MI' Ha HIY.
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[Ipu KOHTpOJII apTepiaabHOTrO TUCKY BpPaHIll, MU BIJ3HAUUIIU 3HUKEHHS
aprepianbHoro Tucky a0 130/80 MM. pr.cT. B 000X rpymnax, CTiiki mudppH 1
koMpopTHi ana Bcix mnauieHTiB. [loOiuHMX edekTiB mpu 3acToCyBaHHI
npenapariB B 000X rpynax My HE BIA3HAUMIIM.

Xo4yemMo 3a3HAYUTH, L0 CYObEKTHBHO, NALIEHTH Yy JApyriid rpymi
BI/I3HAYAJIM CTIAKE 3HUKEHHS apTeplajibHOTO THUCKY MPOTATOM JIHA, a OCh
Mall€HTU B MEPIIi Ipymi BCe X BiA3HAYAIM MIABUIIEHHS apTEPlalbHOTO TUCKY
B cepeaHboMy 0sn3bk0 19-20 ronun g0 150-160/86-90 MM. pT. cT.

TakuM YUHOM HaMU B1I3HAYEHO CTiMKe 3HMKEHHS apTepladbHOTO THUCKY
B 000X Trpymnax, L0 MNPUHAMAaIOTh TINOTEH3UBHY Tepamilo, MpPOTE CTIMKe
3HM)KEHHSI apTepiajibHOTO TUCKY MPOTATOM J00M BIIMIYEHO HaMM Yy MAIllEHTIB
NpUiiMal0Th KOMOIHOBaHY TIMOTEH3UBHY TEpamio 3 pi3HUMU MEXaHi3MaMu ii,
MOXJIMBO 33 PaXyHOK CHUHEPIiYHOTO e(EeKTy.

CUHPOM XUJIBBEPA
ITutomens K. O., JlitBinosa T. I'., Ilanuenko I'. 1O.

3a nuTepaTypHUMHU JaHUMH XBopoOa (cunapom) Kuibbepa ayTOCOMHO-
JOMIHAHTHE CHAJKOBE 3aXBOPIOBAHHS XapaKTEPU3YEThCS HEKOHbIOTMPOBAHHOM
rinepOuTipyOiHEMI€I0 TIPU BIICYTHOCTI IeNaTOUMIIOISIPHOIO 3aXBOPIOBAHHS.

VYV naTtoreHe3l 3axBOPIOBaHHA ~—TEHETUYHHU JePeKT, Nnpu [IKOMY
€(EeKTUBHICTh >KOBUOBMJIJIEHHS OUTPYyOiHY, 3HMXKYETHCA BIJ HOPMAaJbHOTO
piBHsS, a came HasBHICTh Ha mpomotopHOoM ausHIl (A(TA)6TAA) rena, 1o
konye  ypunuHaudocharrmokyponun-tpanchepasy (YADPIT) meuiHkwy,
JOJIaTKOBOr0 AWHYKiIeoTuaa TA, 110 NpU3BOAUTH A0 YTBOPEHHS AUISHKU
(A(TA)7TAA) rena UGT1A1, po3ramoBaHoro Ha JyMKy 0araThb0X aBTOpIB Ha
2 xpoMocoMmi. 3-3a UbOro AePeKTy, €PEKTUBHICTh KOBUOBUIAUIEHHS OUTipyOiHy
3HUKYEThCS, 3HOBY TaKH, Ha JyMKYy OUIbIIOCTI, Ha 25-35 BIACOTKIB BIJ
HOPMAJIBHOT'O PiBHSL.

[lieto XBOpOOOIO CTPaXKIAIOTh OJHAKOBOIO MIPOIO SIK YOJIOBIKM Tak 1
KIHKH.

Bzarani, YI®I'T Gepe ydacTs y €HAOIIa3MaTUYHO1 CITKU T€NaTOIUTIB.

binipyOiH HEKOHBIOTUPOBAHHBIA, B MPHUPOJIl, HEMOJSAPHI PEUYOBHUHA
(>KkMpOpPO3UMHHA), MiJl YaC peaklii KOHbIOTAllUU EPETBOPIOETHCS B MOJISIPHE 1 B
TaKOMY BUIJIAJl BUAULIETbCS B kKoBY. Ilig yac 3arocTpeHHs XBOpOOM Ipu
XKunpbepa B x0BUl 30UIBIIYETHCS KUIBKICTH MOHOINIIOKYPOHHJA OuIipyOiHy
3HMJKYETHCSL PIBEHb IUTIIOKYpoHUAa. PiBeHb 3arampHOro OuaipyOiHy B KpOBI
MIJBUIIYETHCS 33 PAXYHOK MIJABUIIEHHS HEKOHBIOTUPOBAHHOM (ppaKilii.

YIADI'T tpanchopmye B mediHIl JEsKl JIIKApChKl MpemapaTH, Takl sK
JeBOMIIETUH, OapOiTypaTu, omiath, mapaneraMmoi Ta 1HII, a TaKoX
TpaHcopMye XOJIeCTEpPUH, CEPOTOHIH, ecTporeHu. [Ipu Bucokiit Temmeparypi,
MpUIIMalOYu MapaneTaMoi y BUCOKIN /1031 BIH HE 3B'A3Y€ThCS 3 TIIIOKYPOHOBOIO
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KHCIIOTOIO  MiJ  BIUIMBOM  YPUAUHAHPOCPATIIIOKYpOHUI-TpaHChepasy
(YA®DI'T) neuinku, 1 B cucreMi nuroxpomy P450 yTBOpHOETBCS TOKCHYHUI
MeTa0oJIIT, [0 BIUIMBAaE Ha BHUPOOJIEHHS OutipyOiHy. Tak camo TOKCHMYHI
METa0oJIITU yTBOPIOIOTHCA MpH NPUAOMI IHIIMX JIKIB HaBITh MpHU
CepeIHbOTEPANIEBTUYHHUX J103aX.

Takum  yumHOM, xBopoOa  JKunbbepa:  ayTOCOMHO-IOMIHAHTHE
3aXBOPIOBAHHS, 3a JITEPATYPHUMHU JTaHUMH, 3arOCTPIOETHCS HaWyacTille MpU
roJIOlyBaHHI, HE PEryjsipHOMY MPUHOMI 1K1, IPU CTPECOBUX CHUTYaLIsX, MPU
3HAYHOMY (I3MYHOMY HABAaHTAXEHHI, NpPU MNPUKHOMI 0ararbox JIKAPChKHUX
npenaparis, 0COOJMBO MIPU BUCOKHUX J1033X.

[Ipenynpuauts 3aroctpeHHss xBopobu Kunbbepa - AOTpUMaHHSA
3I0POBOIO CIIOCOOY KUTTS.
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