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IMPROVING THE EFFICIENCY OF HYSTEROSCOPIC TREATMENT OF ENDOMETRIAL
HYPERPLASTIC PROCESSES IN PREMENOPAUSE

The endometrial hyperplastic processes (EHP) shiaoad 15% to 50% in the structure of gynecologideeases.
EHP is the main form of hyperproliferative procesge the uterine mucosa in pre-menopausal peribé. first stage of this
pathology treatment is the dissection of the ababremdometrium with further morphological examioati Electrosurgical
hysteroresectoscopy represent the most modern thethmperative treatment in EHP patients. The ¢iffeaess of this
procedure is 60-98%. The purpose of this study twaecrease the EHP treatment effectiveness irpteemenopausal period.
122 women with EHP (age 45-54) were involved is tlindomized controlled trial. The participantsevendomized into two
groups: the group | included 44 patients with abfabf the endometrium and subsequent therapy gadtiadotropin-releasing
hormone agonist (GnRH) for 3 months; and the grédj® Wwomen with endometrial ablation without condtamt drug therapy.
The studied groups were comparable in terms ofetrfistgynecological, reproductive and somatic anesis) the complaint
spectrum, and the basic and accompanying diagnésésllow-up analysis after treatment revealed EFfeurrences in 5
(11.4%) women of group | and 28 (35.9%) of grouppll<0.003; among them the recurrences of endoahgtalyps — in 4
(9.1%) and 19 (24.4%), p <0.04; recurrences of emaloal hyperplasia in 1 (2.3%) and 11 (14.1%),0008, respectively. The
therapy with GnRH agonists after endometrial abtafio premenopausal women allows to increase thelyeefficiency 3
times (from 35.9% to 11.4%) and should be recomredrabs an obligatory component of therapy, espgcéationg patients
with recurrent disease.
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The endometrial hyperplastic processes (EHP) shfamed 15% to 50% in the structure of
gynecological diseases [7]. EHP is the main fornmygerproliferative processes of the uterine mucosa
and detected in 20% of premenopausal women vitlitedjynecological departments for disorders of the
menstrual cycle [9].

According the protocol approved by Order MoH #678112.2004 the first-line therapy of EHP
patients is dissection of abnormal endometrium wittther morphological study. The tactics of
subsequent treatment depends on the type of endalmeathology. Traditional treatment tactics of
patients with hyperplasia of the uterine body macwgludes the hormonal therapy for 3 months with
subsequent control. The absence of clinical ammphological effects of conservative treatmerdans
indication for surgical intervention. In past thaskc method of surgical treatment in premenopakisi
patients was a hysterectomy. With the advent ofinatly invasive endosurgical methods of EHP
treatment in premenopausal period the hysteros@patrosurgical destruction of the endometrium was
widespread (also known as "endometrial ablatioffje hysteroresectoscopy is the most up-to-date
method of EHP surgery [5]. After introduction thgsteroresectoscopy into clinical practice the aite
radical surgery for uterine bleeding decreased®@®%. [2]

The endometrial ablation is the most optimal proceddue its relative simplicity, safety and
efficacy. The advantages of this procedure in caispa with hysterectomy are: decreased operation
time, reduced postoperative complications, and itelgation/rehabilitation periods. The effectivese
of this intervention is 60-98% as various autheqgorted [10]. Such significant difference in ratas be
explained by features of efficiency assessmentHisr procedure. So, if we consider the end-points i
terms of symptom relief and absence of reoperatibischer F. et al. demonstrated that endometrial
ablation efficacy reached 90.2% in group of pasiemith high risk of recurrences and 95.7% in group
with low risk [6].

The effectiveness of ablation in terms of sustaimednorrhea rates also was evaluated by other
authors. Sustained amenorrhea was achieved ap@m@tjmn 50 to 70% of operated patients, whereas
hypomenorrhoea — in 80-90% of patients [8]. Thes@ree of menstrual function after endometrial
ablation was explained by the regeneration of eradioam even after electrical destruction of tisglije
This phenomenon is called "syndrome tube anglestha growth of the endometrium occurs from the
interstitial region of the fallopian tubes, and gliobe taken into account due the possibility ofigmant
transformation of these endometrial areas. Ulankira. demonstrated that within 1.5 years endonetria
growth in orifices of fallopian tubes occurs in 1@¥endometrial ablation cases. The minimal efficie
of endometrial ablation was in the late reproductage patients (39.9%), and this population often
requires the repeated electrical destruction of osrdrium. Using two-stage endometrial
hysteroresectoscopic electric destruction allowesl duthor to obtain the positive results in 97.70%6 o
cases [9].
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Thus, based on the literature data, further rebe@rcrequired for the methods to increase
efficiency of endometrial ablation in premenopawgaimen.

The purpose of this study was thereasing of the EHP treatment efficiency in the-p
menopausal period.

Materials and methods.A randomized controlled study involved 122 womemnhwieHP (aged
45-54). They were randomized into two groups: theug | included 44 patients with ablation of the
endometrium and subsequent therapy with gonadotmgbeasing hormone agonist (GnRH) for 3
months; and the group Il - 78 women with endomkaidation without concomitant drug therapy.

The anamnesis of disease, the results of genénadatland hysteroscopic examination, as well
as long-term results of EHP treatment were studied.

Data processing was performed using the methodsamwétion statistics, Mann-Whitney rank
test,x?-test and Fisher's exact test.

Results and discussionThe age of the group | participants averaged 47083F (47.5, 46-49)
years (underneath in the brackets after mediaresate median and I-1ll quartiles are stated) and w
compared with the group Il — 47.7 + 0.27 (47, 48%83) years, p> 0.05.

Table 1
Features of anamnesis in study groups, n (%)
Index Group l,n=44 Group Il, n =78 Overall, 122
Age of menarche before 12 years 5(11,4) 6 (7,7) 1 (910)
Age of menarche over 14 years 8 (18,2) 10 (12,8) 8 (14,8)
Heavy menstrual bleeding 26 (59,1) 48 (61,5) 6
Painful periods 20 (45,5) 29 (37,2) 49 (40,2)
Menstrual irregularities 24 (54,5) 36 (46,2) 60,2
Urogenital infections 13 (29,5) 22 (28,2) 35 (38,7
Endometrial hyperplasia 7 (15,9) 15 (19,2) 22@18,
Endometrial polyp 19 (43,2) 38 (48,7) 57 (46,7)
Cervical polyp 4(9,1) 2 (2,6) 6 (4,9)
Hysteromyoma 15 (34,1) 39 (50,0) 54 (44,3)
Endometriosis 5(11,4) 11 (14,1) 16 (13,1)
Chronic endometritis 4(9,1) 2(2,6) 6 (4,9)
'Two-sided chronic adnexitis 14 (31,8) 27 (34,6) (33,6)
Cervical ectopy 26 (59,1) 38 (48,7) 64 (52,5)
Cervical dysplasia 4(9,1) 7 (9) 11 (9,0)
Ovarian cyst 6 (13,6) 14 (17,9) 20 (16,4)
Diagnostic curettage 21 (47,7) 39 (50,0) 60 (49,2)
Laparotomy 6 (13,6) 9 (11,5) 15 (12,3)
Hysteroscopy 2 (4,5) 2 (2,6) 4 (3,3)
Laparoscopy 2 (4,5) 4 (5,1) 6 (4,9)
Genital operative procedures, in general 24 (54,5) 45 (57,7) 69 (56,6)
Infertility, including: 3 (6,8) 4 (5,1) 7 (5,7)
Primary 2 (4,5) 2 (2,6) 4 (3,3)
Secondatr 1(2,3) 2 (2,6) 3(2,5)
Childbirth 40 (90,9) 71 (91,0) 111 (91,0)
Artificial abortion 33 (75,0) 58 (74,4) 91 (74,6)
Spontaneous abortion 5(11,4) 8 (10,3) 13 (10,7)
Ectopic pregnancy 2 (4,5) 8 (10,3) 10 (8,2)
Breast pathology 7 (15,9) 11 (14,1) 18 (14,8)
Pathology of the digestive system, 13 (29,5) 7B 44 (36,1)
including: liver diseases 12 (27,3) 23 (29,5) (38,7)
Tonsillitis 6 (13,6) 12 (15,4) 18 (14,8)
Cardiopathy 5(11,4) 7 (9,0) 12 (9,8)
Essential hypertension 5(11,4) 8 (10,3) 13 (10,7)
Obesity 13 (29,5) 16 (20,5) 29 (23,8)
Pathology of the thyroid gland 9 (20,5) 18 (23,1) 27 (22,1)
Nephropathy 4(9,1) 5 (6,4) 9 (7,4
Allergic reactions 7 (15,9) 16 (20,5) 23 (18,9)
Iron-deficiency anemia 7 (15,9) 15 (19,2) 22 (18,0
\Varicose veins 5(11,4) 2 (2,6) 7 (5,7)
\Vegetative-vascular dystonia 7 (15,9) 15 (19,2) (B3
Extragenital operative procedures 21 (47,7) 317039 52 (42,6)
Extragenital pathology in general 37 (84,1) 61,278 98 (80,3)

Note. No significant differences between the groups viesed (we useg?test and Fisher's exact test).
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The mean age of menarche in the group | was 18.22(13, 13-14) and in the group Il - 13.2 +
0.14 (13, 12-14) years, p> 0.05. In this groupsatherage duration of menses was 5,6 + 0,20 (5;&d)
5,5 £ 0,23 (5; 4-7) days, respectively, p> 0.0%; lgngth of the menstrual cycle 29,9 + 1,14 (283Qy
and 27,8 £+ 0,32 (28; 26-30) days, p> 0.05. Theesamg were also compared in the terms of distributio
of early and late menarche, heavy and painful meaisbleeding (Table. 1). At the same time, it ddou
be noted that practically every second examinedemahad complaints of menstrual irregularities,
especially heavy menstrual bleeding, which accartnthe literature is the cardinal clinical symptof
endometrial hyperplastic processes [6].

Analysis of the gynecological anamnesis for exanhin@atients revealed no significant
differences between the groups (p> 0,05). Howawere than half of them had EHP in the past (18% of
all examined - endometrial hyperplasia and 46.786dometrial polyps), and as a result 56.6% of this
women has surgery on the uterus, that is, EHPeatirtte of examination can be considered as a relaps
of a disease, and as indication on the unfavonaiglgnosis of therapy.

The average number of genital diseases in the dgrdiffered little from the group II: 2.2 + 0.18
(2,1-3) vs. 2.5 £0.13 (2, 2-3), p> 0.05.

Table 2
Frequency distribution of the complaints and diagnses among patients with EHP in studied
groups, n (%)

Index | | group, n =44 | Il group, n = 78| Overall, 122
Complaints
Hyperpolymenorrhea 20 (45,5) 34 (43,6) 54 (44,3)
Spotting between periods 10 (22,7) 15 (19,2) y55)%
Pain in the lower abdomen 6 (13,6) 10 (12,8) HIL
Endometrial polyp by ultrasound 14 (31,8) 27 (34,6) 41 (33,6)
Endometrial hyperplasia by ultrasound 2 (4,5) 6 (7,7) 8 (6.6)
Submucous hysteromyoma by ultrasound 4(9,1) A (6, 9 (7,4)
Menstrual irregularities 3 (6,8) 4 (5,1) 7 (5,7)
Other 3(6,8) 2(2,6) 5(4,1)
Diagnosis
Endometrial polyp 32 (72,7) 53 (67,9) 85 (69,7)
Endometrial hyperplasia 22 (50,0) 40 (51,3) 628p0
Simple endometrial hyperplasia with atypia 1(2,3) 2 (2,6) 3(2,5)
Combined EHP 10 (22,7) 15 (19,2) 25 (20,5)
Chronic endometritis 7 (15,9) 15 (19,2) 22 (18,0)
Endometriosis, including: 9 (20,5) 18 (23,1) 22,00
o Adenomyosis 6 (13,6) 13 (16,7) 19 (15,6)
Hysteromyoma, including: 20 (45,5) 37 (47,4) 58,0
J Submucous 6 (13,6) 10 (12,8) 16 (13,1)
Anomaly of uterus development 1(2,3) 3(3,8) 8)3
Scar on uterus 4(9,1) 4 (5,1) 8 (6,6)
Cervical pathology 6 (13,6) 10 (12,8) 16 (13,1)
Cervical polyp 2 (4,5) 3(3,8) 5(4,1)
Bleeding 4(9,1) 4 (5,1) 8 (6,6)
Ovarian cyst 10 (22,7) 12 (15,4) 22 (18,0)

Note. No significant differences between the groups Vievaed (we useg>test and Fisher's exact test).

On average, every patient of the group | had 30838 (4; 2-5) pregnhancies; 2.3 + 0.36 (2; 0.25-
3) medical abortions and 1.4 + 0.11 (1; 1-2) birtireup Il - 3.6 = 0.33 (3, 2-4) pregnancies, pd5)2.0
+ 0.28 (1; 0-2) abortions, p> 0.05 and 1.5 £ 0.19 1-2) births, p> 0.05. Of all features of the
reproductive history, it should be noted that alhakpatients had labors in the past, and moshe
had artificial termination of pregnancy, which mhg one of the etiological mechanisms of EHP
development [6].
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The incidence of somatic and somatoform disordetké group | had no statistically significant
differences from those in the group Il (tab. 4)eTdverage number of extragenital diseases in thagdr
reached 2.3 + 0.26 (2, 1-3), and in the group2120.19 (2; 1-4), p> 0, 05. The distributions etipnt
complaints in the study groups were presented waitbomparable frequency (Table. 2). The most
common complaints were profuse menstrual bleediads3% of all patients) and the spotting between
periods (20.5%), and this corresponds to the fitleeadata about complaint spectrum at EHP [2, H]. A
patients underwent hysteroscopy. The range of rogtepy protocol conclusions in the group | did not
differ significantly from those in the group Il. Aang EHP dominated endometrial polyps (69.7%) and
endometrial hyperplasia without atypia (50.8%). Toemorbidity profile in EHP patients was
characterized by the presence of chronic endonse{il3.0%), endometriosis (22.1%) and uterine
fibroids (46.7%). These diseases are reported dyrhjority of authors as the main causes of abrlorma
uterine bleeding [2, 4]. The investigation of lomegm treatment results revealed the EHP relapsés in
(11.4%) women of the group | and in 28 (35.9%) lné group 1l, p <0.003: including relapses of
endometrial polyps - in 4 (9.1%) and 19 (24.4%)x@O04; relapses of endometrial hyperplasia in 1
(2.3%) and 11 (14.1%), p <0.03, respectively. Tvatignts of the group Il experienced relapses o bot

polyp and endometrial hyperplasia.
i

1. The advantages of endometrial ablation in compangith a hysterectomy are: decreased operation
time, reduced postoperative complications, and itelgation/rehabilitation periods.

2. According to the literature the endometrial ablativpas minimal efficiency in patients in late
reproductive age, and requires a further searcmethods for increasing efficiency in premenopausal
women.

3. This randomized controlled study of 122 women (agBeb4 years) with endometrial hyperplasia
has shown that administration of gonadotropin-maifephormone agonists after endometrial ablation in
premenopausal patients was accompanied by 3-faldring of disease recurrences in comparison with
patients with endometrial ablation without addiabmedication.

4. Using gonadotropin-releasing hormone agonists affedometrial ablation in premenopausal
patients allowed to increase therapy efficacy aal loe recommended as a mandatory component of
therapy, especially in patients with recurrent aése

Prospects of further studies.Further research is planned to develop a diffeabmgictics for
women with endometrial hyperplasia in late repradidecage and to evaluate effectiveness of thisasct
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MOXKJIMBOCTI HIABUINEHHA E@EKTHUBHOCTI BO3MOXXHOCTH INOBBIINEHUS
I'ICTEPOCKOINIYHOTI'O JIIKYBAHHA IPPEKTUBHOCTU THCTEPOCKOIIMYECKOTI'O
I'MEPIVIACTUYHUX IMPOLECIB EHIOMETPIA JIEYEHUS THNIEPIIVIACTHYECKHUX ITPOLIECCOB
B IPEMEHOIIAY3I SHJAOMETPUS B IPEMEHOIIAY3E
Kopnienko C.M. Kopuuenko C.M.
VY  cTpykTypi TiHEKOJNOTIYHHMX 3aXBOPIOBaHb Ha B cTpykType rMHEKOJIOTMYECKHX 3a00JICBaHHU Ha JIOJIO

rineprutactuyHi npouecu enpomerpis (ITIE) npunazae Bi — rUmepriacTHYeCKUX IPOLIECCOB SHIOMETPUS (r'Tm)
15% i) 50%. TTIE OCHOBHA ¢dopma mpuxogurcs ot 15% mo 50%. I'TID ochoBHas ¢dopma
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rinepnpornidepaTuBHUX MPOIECIB  CIM30BOI  O0OOJIOHKH
MaTKH, SIKy BHUSBIIIOTH B IpeMeHomaysi. [lepmmii eram
JiKyBaHHS BKa3aHO! MHAToJOrii - BHAAICHHS 3MiHEHOTO
CHIOMETpist 3 HOAANBIIHM MopdooriyHuM
JoCIiKeHHAM. EnexTpoxipypriuta rictepope3eKToCKOITis
€ HaHOUTBII Cy4acHUM METOAOM XipYpridHOTO JIKyBaHHSI
xBopux 3 I'TIE. EdexruBnicTs miei omepamii 3a maHuMu
mireparypu craHoButh 60-98%. Metoro mpoBeneHOrO
JOCIIUKEHHST OyNIO MifBUIIUTH €()eKTUBHICTH JIIKYBaHHSI
I'TIE B mpemeHOMNay3aibHOM Tepioai. Y paHaoMi30BaHOMY
KOHTPOJIbOBAaHOMY OCIHI/KCHHI B3sIM y4acTb 122 xiHKU
y Biui 45-54 pokis 3 I'TIE. Bonun meromom BumaakoBoi
BUOIpkU Oynu po3aiieHi Ha 2 rpynu: B |-y rpymy yBiituum
44 nanieHTKH, KAM OyJia MpoBeaeHa alOJsIis SHIOMETPIst
3 HACTyIHHMM IIpH3HAa4YeHHIM Ha 3 Micsmi aroHicra
roHagoTponinpinisinr ropmony (I'uPT); B Il-y - 78 xkiHOK,
akuM  Oyna mpoBemeHa abmsmist  eHgomerpis  Ge3
JOAaTKOBOi ~ MEOMKaMEeHTO3HOi Tepamii. I'pynu He
BiApi3HSIHCS 3a aKyLIEePChKO-TIHEKOJIOTIYHUM,
PENpOJYKTUBHUM Ta COMATHYHMM aHAMHE30M, CIIEKTPOM
CKapr, OCHOBHHMX 1 CyOyTHiX jiarHo3iB. BuBueHHs
BIAJJAIEHUX  pe3yNbTaTiB  JIKyBaHHA IOKa3aJlo, IO
peumau I'TIE GyB niarnocroBaanumit y 5 (11,4%)xinok |-
oi rpynu i y 28 (35,9%) llei rpymu, p <0,003:8 ix uuci,
PELUIKB OB eHIoMeTpist - Bigmosiguo y 4 (9,1%)i 19
(24,4%), p <0,04peunaus rinepruiasii eagomerpis - y 1
(2,3%) i 11 (14,1%), p <0,03IIpu3HaucHHs aroHicTiB
I'uPT’  micis  abnsuii  eHOOMETpis y MAli€HTOK B
npeMeHomnay3i J03BOJISI€ MiABUIINTH epEeKTHBHICTh Teparii
B 3 pa3u (3 359% mo 11,4%) i mnoBuHHO OyTH
PEKOMEHJJOBAaHO B SKOCTI OOOB'I3KOBOTO KOMIIOHEHTa

Tepamii, O0COONMBO Yy TALIEHTOK 3  PCIHIUBOM
3aXBOPIOBAHHSI.
KmiouoBi  ciioBa:  rimeprulacTuuHi  mporecu

EHJIOMETpis, MpeMeHonay3a, abaanus eHAoMeTpis
Crarrs Hapgiiinoia 12.04.201%.

YJK 616.981.21/.958.7: 616-036.4
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THHEPIPOU(EpPaTHBHBIX MPOLECCOB CIU3HCTON  000JI0UKH
MaTKH, KOTOPYIO BBIABISIIOT B IpeMeHomayse. [lepBblii aTan
JIeYeHHs JAHHOM MaToJOTHM - YAAJeHHe H3MEHEHHOTOo
SHJOMETPHS c JambHEHIINM MOPGOJIOrHYECKUM
HCCIIeI0OBaHUEM.  ODNEKTPOXUPYPTrHUYEcKass — THCTEpPOpe3eK-
TOCKOIIUSI TPEJACTABISIOT Cco00M Hambosjee COBpPEMEHHBIE
METOJBl  XUPYPrHYecKoro JedeHuss OosmbHBIX c [TID.
DddekruBHOCTE 3TOH Omnepammu cocrapisier 60—-98%.11enbpro
IIPOBEICHHOTO HCCIIeI0BAHUS OBLIO0 TIOBHIIICHHE
s dexTrBHOCTH neuenuss ITID B npemeHomayszaibHOM
nepuojge. B paHIOMH3MPOBaHHOM  KOHTPOJIHPYEMOM
HCCIICIOBAHUN NPUHSIN ydacThe 122 KeHIIMHBI B BO3pacTe
45-54 netr ¢ I'TID. OHn MeTonoM ciiy4aiiHOW BBIOOPKH ObLIM
paszenensl Ha 2 rpynmnsl: B |-1o rpynmy Bonumn 44 marnueHTKy,

KOTOPHIM ObITa Tpou3BeleHa aOmammst SHIOMETpUs ¢
MOCNIeYIOIM Ha3HAueHHeM Ha 3 MecsIa aroHucTa
ronagorponuHpuinsuar ropmona (CHPT); Bo -0 — 78

KEHIIMH, KOTOPbIM ObLIa NPOU3BEACHA alnauus SHAOMETPHS
0e3 JOMOJIHUTENBHON MEeIUKaMEHTO3HOW Tepamuu. [ pynis! He
OTJINYAIUCH o aKyILIEePCKO-THHEKOIOTHYECKOMY,
pPENpPOAYKTUBHOMY M COMAaTHYECKOMY aHaMHeE3y, CIEKTpY
kKano0, OCHOBHBIX M CONYTCTBYIOIIHX IHArHo3oB. V3yueHue
OTHAJICHHBIX PE3YyJIbTATOB JICYCHHUS I0KA3ajJ0, YTO DPELHUIHB
I'TID 661 ot™eueH y 5 (11,4 Y%)keHuuH |-oi rpynnst u 'y 28
(35,9 %) lloit rpymmbi, p<0,003: B ux uucie, peLUAUB
MOJIUIIOB SHIAOMETpusi — cooTBercTBerHo y 4 (9,1 %)u 19
(24,4 %), p<0,04permauB runepruiasuu 3HAOMETpHS — y 1
(2,3 %)u 11 (14,1 %), p<0,03Hasnayenue aronucros I'uPT’
nocie abialuy 3HAOMETPHUS Yy TMAlMEHTOK B INPEMEHoIay3e
MO3BOJISIET MOBBICUTh 3 EKTHBHOCTh Tepanuu B 3 pasa (c
35,9% 10 11,4%)u 10mKHO OBITH PEKOMEHIOBAHO B KA4eCTBE
00513aTeNBbHOr0 KOMIIOHCHTa TEpaIii, 0OCOOCHHO y MaIl[MeHTOK

C peIHUINBOM 3a00JICBaHMS.
KiioueBble cjI0Ba:  THIIEPIUIACTHYECKUE
SHAOMETpHS, IPEMEHOIay3a, a0iauus SHAOMETPHS
Penenzent Kopnanpka A.I'.
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BUBYEHHS OCOBJIWBOCTEN IMYHHOI'O CTATYCY MMAIICHTIB I3 TOCIHAHAM
MEPEBITOM XPOHIYHOT'O BIPYCHOT'O TEITATUTY C TA BIPYCY IMYHOJIE®IIUTY
JIIOIMHU

Mera po60TH: BUBYECHHSI OCHOBHUX €IiZIeMIiONIOTIUHKX, KIIHIYHUX Ta JIAOOPaTOPHUX OCOOIMBOCTEH MPOosIBY i mepebiry
BipycHoro rematuty C ta BUI-iHdekuii sik MikcT-marosorii, po3poOka Ta OOIPYHTYBaHHsS alrOPUTMY eIliIeMiOJOrigyHOT
JIarHOCTHKH, JiKyBaHHA 1 npodinaktuku. XBI'C 30inbmrye BipycHe HaBaHTaxeHHs BIJI, o HeraTMBHO KOpeEIIOe 3 KUIBKICTIO
CJl4+ T-nimponutis, a 3HAYUTH — 31 CTyNEHEM IMyHOAC]IUTY, IO MiATBEP/PKYETHCS y HamoMy XociaimkeHHi. [IpoBexeHa
AQHTHPETPOBIPYCHA Tepalis JeMOHCTPYBaIa 3HIDKCHHS MapKepiB KIITHHHOI JaHKH iMyHiTeTy — niM¢ponuris, CD3+, CD3+8+ra
CD3+19+xiiTrH Ta 3HWKEHHS MapKepiB TyMopaibHOI JaHKH iMyHiTeTy — Ig A, IgM T1a Ig G, a Takox enesamito CD3+4+Ta
CD16+56+xkmnitun i B rpymi 3 monono3ouoriero BIJL, i B rpymi 3 komop0Oinnictio BUI+XBI'C. Otpumani pe3yabraTtu CBig4aTh
Npo 3MEHIICHHs iH(IaMaTtopHOro mpouecy i piBHA iMyHOAediuuTy micis aHTHpeTpoBipycHol Tepamii B rpymax BIJT i
BII+XBI'C.

KunrouoBi ciioBa: xponiunmii BipycHuii rematut C, Bipyc iMyHOAEDIINTY TIOAWHY, IMyHHHI CTaTyC.

BipycHi renatuti 3 napeHTepaIbHUM HULIXOM nepeaadi Ta BUUI-indexuis BigHOCATHCS 10 Yyucna
HaMOIbII aKTyalTbHUX MPOOJIeM cydacHOi MenuiuHU. KinbKicTh Moaei, 3apaXKeHnX BipycaMH I'elaTHTIB
ta BUI, mpomomxkye 30imbmryBaTtucs. lloHam MIiTBHOH JIOACH Yy CBITI IIOPOKY IOMHPAIOTH BiJ
3aXBOPIOBaHb, MOB'SI3aHUX 13 MUMU iH(QEKIiIMU, 200 X HACTIJKIB. 3IyYEHUMH B CIIiIEMIYHHNA MPOIIEC
BUSIBJISIFOTBHCS JTFOJTY 3 PI3HUX COLIAIBHUX 1 BIKOBUX IpyIl HacelneHHs [3].

3 oy Ha, mo 3acobu crmernudignol npodinaktukun BlJI-iHdekrii Ha ChLOTOMHINIHIA IEHB
BIJICYTHI, OCHOBHE 3HAUCHHS MalOTh MaKCHUMaJbHO PaHHE BUABJACHHA 1H(IKOBAHHUX OCIO, CTPOTHiA
KOHTPOJIb 332 JIOHOPCBHKOIO KPOB'I0 Ta il mpemapaTraMi, KOHTPOJb TPAHCIUIAHTATIB Ha HasBHICTH BIJI,
pobota cepen HaceleHHs i3 caHiTapHOI OcBiTH. B nmanmii wac came octaHHIM HampsM, AK 1 3ady4eHHS
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