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156 patients (65 men and 91 women) of middle agle stage Il essential hypertension (EH 1) wereneixed. The
main group consisted of 124 of them with the evideof frequent supraventricular (SVPB) (74 persansjentricular premature
beats (VPB) (50 persons) established by daily EC@nitoring. The comparison group included 32 pasiemith EH I
stage without arrhythmia. Patients in the main graere significantly more likely to have a hypedi®e history, they had
significantly more burdened cardiovascular hereditsignificant increase in body mass index andiérce of abdominal obesity,
fasting glucose and uric acid (p <0.05). The p#gievith frequent VPB compared with patients withF®/had more marked
differences in most of the analyzed parametersherbackground of significant (p <0.05) reductiortted glomerular filtration
rate. Therefore, these changes in metabolic stastyscontribute to the occurrence of VPB in patievith hypertension.

Keywords: essentiahypertension, arterial hypertension, supraventicptemature beats, ventricular premature beats,
uric acid, glomerular filtration rate, body masden, metabolic status.

The work is a fragment of the research projectsgainment of endothelial and adipose tissue, thelationship with
the functional state of the liver and cardiovascutemodeling and the possibility of their corregtian patients with
cardiovascular pathology” (state registration No11IBU007670) and Metabolic risk factors, cardiovascular remodelingda
functional status of the kidney in patients withidéavascular pathology. Possibilities of pharmadgilal correction” (state
registration No. 0119U101849)

Patients with arterial hypertension (AH) may haweagdety of cardiac arrhythmias that contribute
to the occurrence of cardiovascular (CV) complmadi There is enough attention, paid to the
atrial fibrillation (AF) in patients with hyperteim but the contributors and mechanisms of occagafi
premature  beats, both supraventricular (SVPB) andentricular (VPB),in  patients
with hypertension remains studied insufficiently, [8, 11, 14].

The linkage between the excess of adipose tishesity, and cardiovascular (CV) diseases has
been receiving much attention lately. Obesity itemfassociated with such diseases and conditions as
hypertension, coronary heart disease, dyslipidemigycardial infarction, stroke, type 2 diabeteg)-no
alcoholic fatty liver disease, gout, infertilitysléep apnea” and others. [6, 7, 9]. Adipose tissueot
passive fat storage, not only an" energy accumulatdt is an active endocrine organ that is alde t
synthesize and secrete into the bloodstream vaoigyologically active substances of peptide and-n
peptide nature (adiponectin) that play an importafg in maintaining homeostasis of multiple system
including cardiovascular system [7, 9, 10].

The linkage between cardiac and renal disorderdéas attracting the attention of researchers for
a long time. The high risk of cardiac death in temhrenal failure was noted almost immediatelgafthe
implementation of hemodialysis into clinical praeti however, only in the last decade, it has beadeze
that any renal impairment (both acute and chroigcalso associated with a high overall and CV
mortality. These data were obtained in large randedntrials and formed the basis for the concept of
chronic kidney disease, developed by the Nationdh&y Foundation, USA. In the future, this concept
was the beginning of studies of cardiothoracicraxtgon [2, 4].

To assess the functional state of the kidneysiitical practice, the determination of glomerular
filtration rate (GFR) is used more often, but iecobase occurs only when the number of functioning
nephrons decreases, so it cannot serve as annearker of kidney damage, which is a prerequisite fo
finding more sensitive diagnostic methods [4, §, 13

Recently a link was discovered between levels wfarids and (UA) and CV disorders,
carbohydrate, and lipid metabolism. According tonwmber of studies, increase of UA in blood is
associated with dysfunction of the endotheliumhibition of the production of nitric oxide, prolifation
of smooth muscle cells of blood vessels, activatm inflammatory sympathoadrenal and renin-
angiotensin system, diabetes mellitus, hyperineuiia, insulin resistance, lipid metabolism, the
development and progression of hypertension, tamgefans’ damages and worsening of the
general prognosis for such patients [1,.12]
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In view of these problems and the high frequenciygfertension in the national population, the
study of various aspects, including impaired réanattion, combined course of hypertension and vesrio
disorders of the heart rhythm is of great acadenit practical interest today.

The purpose of the study wasto assess the state of renal function and featofethe
metabolic status in patients with stage Il esskhyipertension and concomitant frequent prematest<

Materials and methods. Screening, careful collection of complaints and iced history,
obtaining of informed consent of the patient tatisgrate in the study in accordance with the etlicthe
Declaration of Helsinki were carried out before shady.

The study included 124 patients withstage 1l higesion (EH) and frequent
symptomatic premature beats between the ages ah@75 (the mean age was 58.2 = 0.9 years). These
patients were the main group. In addition, 32 pdsievith stage || EH without any cardiac arrhythsnia
between the ages of 32 and 72 (the mean age was 357 years) were examined. Among the patients of
the main group 50 patients (40,3%) were males and (59,6 %) were females.
The comparison group consisted of 15 men (46.9%)1anwomen (53.1%). Statistical analysis between
the main group and the comparison group showedhkeat were no significant differences (p > 0.0b) i
age and gender, indicating the age and gender hemady of the examined patients.

The criteria for inclusion of patients in the stusgre: 1) age from 25 to 75 years; 2) stage |l
EH according to the unified clinical protocol ark tcurrent order of the Ministry of Health of Ukraj
No. 384, May 24, 2012; 3) frequent symptomatic parme beats (> 30 PB per hour) verified by the data
of the daily Holter monitoring of the electrocargiam (DHM); 4) absence of effective antiarrhythmic
treatment at the time of inclusion; 5) consenthef patient to participate in the study.

Criteria of non-inclusion were the following: 1)egnder 25 and over 75; 2) EH of the | or IlI
stages and symptomatic hypertension; 3) concomitanbnary heart disease, which was excluded in
accordance with the recommendations of the Ukraidiasociation of Cardiologists (2013) due to the
absence ofa history of myocardial infarction amidal angina attacks in combination
with negative results of the instrumental examorafexercise test ); 4) Heart failure (HF) of thdV FC
by NYHA and the presence of systolic myocardial fdgstion (left ventricular ejection fraction
<40%) ; 5) the presence of prolonged episodes (0>s R of AF, persistent AF, or paroxysmal
tachycardia; 6 ) diabetes, impaired carbohydralerance; 7) clinically significant concomitant dises
of internal organs with impaired function; 8) aloblor drug abuse; 9) severe neurological and mental
disorders; 10) refusal of the patient to partiapatthe study.

Among the 124 patients with  EH and concomitant desq PB, supraventricular (SVPB) and
ventricular PB (VPB) were found in 74 cases (59. &) in 50 cases (40.3%), respectively. Arrhythmic
history ranged from 1 to 27 years and the meantidaravas 8.06 £ 0.42 years. 30 patients (24.2%hef
main group experienced arrhythmia during the lastrylt was expressed in a form of different subjec
symptoms. The most often were feeling of failuresl gpauses in the heartbeat. Instead, the vast
majority (94 patients (75.8%)) experienced episatitiythmias as intermittent episodes. The arrhighm
occurred in the active time of a day (from 6 a.ntil@ p.m.) in 32 patients (25, 8 %). It was asater] with
physical, psycho-emotional overload, stress. Antdirpersons (11.3%) it occurred in the inactivéqueof
the day (from 9 p.m. until 6 a.pnat rest in the complete absence of physical agdhm-emotional stress, in
a horizontal position and during sleep (accordonthée data of the DHM). It is worth to note thatptients
(38.7%) could not notice a clear relationship bemvarrhythmia and the period of day. The appearahce
arrhythmia in these patients was observed regardiebe kind of activity and time of day.

All the patients included in the study were exardirend treated during 2016-2019 in the
cardiology department of Vinnytsya Regional Pirogdemorial Clinical Hospital, the clinical-diagnosti
department and the department of cardiac rhythrordigss of the Community Institution «Vinnytsya
Regional Centre of Cardiovascular Pathology».

All patients underwent clinical, laboratory andtinmental examinations during their inclusion ia th
study in order to verify the basic diagnosis andcomitant conditions, as well as to assess theholata
status. After verification of the diagnosis altipats who agreed to participate in the study yweogided with
1) general clinical and anthropometric examinatieasurement of blood pressure; 2) ECG in 12 |EdW,
ultrasound of the heart and carotid arteries; 8ssmnent of kidney function (blood creatinine wilculation
of glomerular filtration rate); 4) laboratory tedessting glucose level, serum lipid spectrum lewet acid level.

The general clinical examination included the idferdtion of indications and contraindications
for the inclusion in the study, the establishmeinthe basic diagnosis and concomitant pathologg, th
evaluation of the anamnesis and the formation wdlystgroups. The anthropometric examination was
performed to determine the body weight and heidlihe patients, followed by the calculation of body
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mass index (BMI) by the Kettle formula as the ratidoody weight in kilograms to height in metemsed
to the square (kg/m?). The waist circumference (@) hip circumference (HC) were measured.

Blood pressure was measured according to the Goédelof the Ukrainian Cardiologists
Association (2013) using sphygmomanometer (Micedlj6].

Electrocardiography was performed according to skendard procedure in 12 leads on the
electrocardiograph "YUKARD" (Hungary).

DHM was performed using the equipment «DiaCard&(dSolvaig», Ukraine) using the standard
protocol. According to the DHM, such indicators @werized the structure of the daily heart rateewe
evaluated: daily average, daytime, and nighttimerthete (AHR, DHR, and NHR, respectively) and the
circadian index (CI), which was calculated by therfula Cl = DHR/NHR. The following parameters were
determined to assess the attributes of the arrhigthrthe number of SVPB and VPB per 24 hours; the
amount of SVPB and VPB per hour (SVP&81d VPR, respectively); the number of patients with paired
and group VPB (VPBp) and the number of VPBp peh@drs.

Assessment of the structural-functional state ettbart was performed using echocardiography in
one-dimensional and two-dimensional modes withrgglolse and constant-wave Doppler imaging by the
equipment «My Lab 25» (Italy).

The structural and functional state of the vessfdise neck was determined by the duplex scanmidg a
color Doppler mapping using linear sensor 6.5-13z2MHthe «Logiq - 500 MO» (GE, USA) equipment.

The spectrophotometric method was applied for #terdhination of serum lipid spectrum such as
total cholesterol (TCL), cholesterol in high-depdipoproteins (HDL-C) and triglycerides (TG). Fthrese
purpose standard sets of reagents «CholesteridFygliceridy-F», «HDL- cholesterin» manufactured b
“Philicit-Diagnostics” (Ukraine) were used. The levellablesterol in very-low-density lipoproteins (LDL p&
determined by the formula: TG x 0.45. The levetloblesterol in LDL was calculated using the fornafla
W. Friedwald: LDL-C = TCL HDL — HDL-C - (0.45 x TG)

Assessment of kidney function was carried out usimeg following tests: 1) determining of blood
creatinine level in mmol/l with the help of kineticodified Jaffe method on the analyzer Cobas 66GED{
module) using a test system Roche Diagnostics £8iand); 2) calculation of glomerular filtratiomte
according to the formula CKD-EPI using the onliaécalator. Uric acid (UA) level was determined imgi/|
with the help of enzymatic colorimetric method oralgizer Cobas 6000 (c 501 module) using test kitshR
Diagnostics (Switzerland).

Statistical processing of the study results wadopexed using software «Statistica» v. 12 .0 by
«StatSoft» company according to the recommendaf@mie processing of biomedical dathe results
were presented as the mean (M) and the error ohéaa (m) for quantitative values and as a perger(t)
for relative values. Comparisons of relative val(@s were performed using the criterigh Quantitative
values in independent samples were compared lsy feieindependent samples

Results of the study and their discussiont was found that the mean duration of hypertensive
history was significantly higher in the main cliaigroup compared with the comparison group (1088
7.75 years, respectively, p = 0.01) (table 1). dditon, a significantly lower incidence of hypartive
history of up to 5 years was determined in the ncimcal group compared with patients without ¢acd
arrhythmias (21.0% versus 40.6%, respectively 0p02).

There is some practical and academic interest i thiudy of risk factors for
various CV complications. For this reason, we cotetll an analysis of well-known risk factors in
the examined groups of patients (Tab.1). The furdah differences between the groups were fourtden
parameters of fasting glucose and the rate of bedl€V heredity. Thus, fasting glucose of 5.6-6r@a
range and the number of burdened CV heredity aases significantly more frequently registered itigats
of the main clinical group (29.8% vs 12.5%, p =40dhd 73.4 % vs 53.1%, p = 0.03, respectively). In
addition, there was a clear trend of increasinglgnce of cases with exceeding WC (74.2% versus
59.4%, p = 0.09) compared to the comparison gréumdicated the presence of abdominal type of
distribution of adipose tissue in patients withgstdl EH with frequent premature beats.

It is interesting that dyslipidemia was diagnosedtie vast majority of patients with stage I
essential hypertension both with and without contamharrhythmias (84.4% and 88.7%, respectively, p
0.05). In this case, the cut-off levels for TCL mBol/l or LDL-C >3 mmol /| or TG > 1.7 mmol iNere
applied. Structural remodeling of the carotid ae®r(TIM > 0.9 mm) was revealed in half of patients
(53.1% and 51.6%, respectively, p> 0.05). Hemodyaalty insignificant atherosclerotic plaques (from
15 to 30% of vessels diameter) in the pull of theotid arteries were found in 25.0% and 23.4% of
patients, respectively (p> 0.05). The obtained Itesndicate that there are more factors of inceeals
cardiovascular risk in patients with hypertensiond ahythm disorders, compared with patients with EH
without arrhythmias and coincide with some literatdata [3, 8].
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Table 1

Clinical characteristics of patients with stage llhypertension in the main and comparison groups

Comparison grou Main grou
Features (p n= 32)9 P (n =912 45) p

Mean duration of EH (years) 7.75+1.16 10.88 £0.5 0.01
Duration of EH up to 5 years 13 (40.6 %) 26 (210 % 0.02
Duration of EH is 5-10 years 10 (31.3 %) 42 (33 % 0.78
Duration of EH > 10 years 9 (28.1 %) 56 (45.2 %) .080
AH 1 degree 7 (21.9 %) 19 (15.3 %) 0.38
AH 2 degrees 16 (50.0 %) 65 (52.4 %) 0.81
AH 3 degrees 9 (28.1 %) 40 (32.3 %) 0.65
Percentage of uncontrolled AH 21 (65.6%) 62 (50.0%) 0.11
Age (m. > 55 and in w. > 65 years) 14 (43.8 %) F1.3%) 0.17
PBP > 60 mm Hg 10 (31.3%) 58 (46.8 %) 0.11
Smoking 11 (34.4%) 47 (37.9%) 0.71
Plyc?:IPl'lge;nleé7annl‘;oT/5|)mm0| /1 or LDL-C >3 mmag 27 (84.4%) 110 (88.7%) 0.50
Fasting glucose of 5.6-6.9 mmol / | 4 (12.5%) 39.820) 0.04
WC (in m. > 102 and in w. > 88 cm) 19 (59.4%) 92.2%) 0.09
Burdened CV heredity 17 (53.1%) 91 (73.4%) 0.03
The presence of AP in the CA pool 8 (25.0%) 294923) 0.84
TIM > 0.9 mm 17 (53.1%) 64 (51.6%) 0.87
High CVR 13 (40.6%) 41 (33.1%) 0.42
Very high CVR 19 (59.4%) 83 (66.9%) 0.42
BMI, kg / m? 30.21 +0.93 31.93+0.42 0.046
NW (BMI 18.5 — 25.0 kg / ) 8 (25.0%) 8 (6.5%) 0.002
BMI (BMI - 25-30 kg / m?) 12 (37.5%) 41 (33.1%) 0.64
Ob (BMI > 30 kg / n?) 12 (37.5%) 75 (60.5%) 0.02
Ob of | degree (BMI - 30-35 kg / #) 8 (25.0%) 38 (30.6%) 0.53
Ob of Il degree (BMI - 35-40 kg / /) 3 (9.4%) 28 (22.6%) 0.10
Ob of Il degree (BMI > 40 kg / ) 1 (3.1%) 9 (7.3%) 0.39

Notes (hereinafter) : 1. EH — essential hypertengid - arterial hypertension; m. — men; w. — woneBP - pulse blood pressure; TCL -
total cholesterol; LDL-C - low density lipoprotatholesterol; TG - triglycerides; WC - waist circiemence; AP - atherosclerotic plagues; CA - carotid
arteries ; TIM - thickness of intima/media ratio/R - cardiovascular risk; BMI - body mass indexXWWN- normal weight; OW - overweight; Ob -
obesity; 2. Intergroup significance of the differerbetween mean values calculated by T-test fe@piexident samples, % - by criterjph

Taking into account rather high incidence of abd@ihbbesity, determined by waist to hip ratio, and
the increase in BMI, we performed a more detaitealyasis of BMI level and type of fat distributiofhus, it
was found that in the main group of patients (124)the mean value of BMI was 31.40 + 0.43 kg%with a
range from 20.0 to 46.0 kg / fTuompared with BMIin the comparison group 30.21 + 0.93 kg # (p =
0.046). Only 16 persons (10.3%) had normal weigherw53 - excess weight (34.0%), and 87 patients
(55.8%) had an abdominal type of obesity. Theibbegl degree (BMI - 30-35 kg / rf) was established in
46 (52.9%) patients with abdominal obesity, Il @eg(BMI - 35-40 kg / M) - in 31 (35.6%), and |Il degree
(BMI> 40 kg / m?) —in 10 (11.5%), respectively.

In the group of patients with frequent PB normaighie( BMI 18.5 - 25 kg / mt) occurs significantly
less than in the comparison group (6.5% vs. 25/0%,0.002). Also the significantly higher rate bét
abdominal obesity (60.5% vs. 37.5%, p = 0.02) waseoved in this group. It may indicate the assamiat
between the presence of metabolic disorders andethelopment of extrasystolic arrhythmias in pdten
with hypertension and coincides with some resefinctings by other scientists [9, 12].

The features of clinical characteristics of subgoaf patients with EH were analyzed depending
on the presence of frequent supraventricular ortriceiar PB. These data suggest that there are
fundamental differences between subgroups in askofs such as the degree of hypertension, smoking
rate, fasting glycemia rate, the rate of structueatodeling of carotid arteries (IMT> 0.9 mm), tradue
of BMI, the rate of abdominal obesity, the level@R (table 2).

Grade 1 hypertension and fasting glucose leveliwih6-6.9 mmol / | were significantly more
frequently reported in patients with SVE (37.8% A& 0%, p= 0.02 and 21.6% vs 6.0%, p = 0.02,
respectively). In contrast, the patients with sthgeH and concomitant VPB had slightly older agex
0.04). They had more marked rates of Ill degree (A610% vs. 23.0%, p = 0.007), smoking (50.0% vs.
29.7%, p = 0.02), signs of structural remodelinghef carotid artery (64.0% vs. 43.2%, p = 0.03) zeny
high CV risk (80.5 % vs. 58.1%, p = 0.01). Alsoyth®d higher BMI and their rates of abdominal diyesi
and obesity of 1l degree (BMI> 40 kg / Thwere higher (72.0% vs. 52,7%, p = 0.03 and 14% vs
2.7%, respectively, p = 0.02) (Table 2). The ivleth data indicate that patients with Il stage Bidl a
concomitant PB has more severe disorders, whisbriwe extent can contribute to the progression thf, IRB
and CV complications [6].
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Table 2

Clinical characteristics of subgroups of patients Wwh essential hypertension and different types
of premature beats

Features SVPB (n=74) VPB (n=50) p
Mean age, years 56.67 £ 1.26 60.46 £ 1.29 0.04
Mean duration of EH (years) 10.26 £ 0.69 11.80¥40. 0.17
Duration of EH up to 5 years 19 (25.7%) 7 (14.0%) .120
Duration of EH is 5-10 years 24 (32.4%) 18 (36.0%) 0.68
Duration of EH > 10 years 31 (41.9%) 25 (50.0%) 70.3
AH 1 degree 16 (21.6%) 3 (6.0%) 0.02
AH 2 degrees 41 (55.4%) 24 (48.0%) 0.42
AH 3 degrees 17 (23.0%) 23 (46.0%) 0.007
Percentage of uncontrolled AH 39 (52.7%) 23 (46.0%) 0.46
Age (in m. > 55 and in w. > 65 years) 42 (56.8%) (28.0%) 0.89
PBP > 60 mmHg. Art. 31 (41.9%) 27 (54.0 %) 0.18
Smoking 22 (29.7%) 25 (50.0 %) 0.02
Dyslipidemia (TCL > 5 mmol /| or LDL-C > 3 mmqg
p Iyor ﬁG 4 1.7(mm0| I 68 (91.9%) 42 (84.0 %) 0.17
Fasting glucose of 5.6-6.9 mmol / | 28 (37.8%) 8.01%) 0.02
WC (in m. > 102 and in w. > 88 cm) 52 (70.3%) 40.(8%) 0.22
Burdened CV heredity 58 (78.4 %) 33 (6.0 %) 0.13
The presence of AP in the CA pool 13(17, 6%) (38 0 %) 0.06
TIM > 0.9 mm 32 (43.2 %) 32 (64, 0 %) 0.03
High CVR 31 (41.9%) 10 (20.0%) 0.01
Very high CVR 43 (58.1%) 40 (80.0%) 0.01
BMI, kg / m? 30.66 £ 0.61 32.64 £0.77 0.02
NW (BMI 18.5 - 25 kg / n?) 6 (8.1%) 2 (4.0%) 0.36
OW (BMI - 25-30 kg / n?) 26 (35.1%) 15 (30.0%) 0.55
Ob (BMI > 30 kg / n?) 39 (52.7%) 36 (72.0%) 0.03
Ob | degree (BMI - 30-35 kg / #) 20 (27.0%) 18 (36.0%) 0.29
Ob Il degree (BMI - 35-40 kg / &) 17 (23.0%) 11 (22.0%) 0.90
Ob 1l degree (BMI > 40 kg / rA) 2 (2.7%) 7 (14.0%) 0.02
Notes: 1. SVE — supraventricular premature beat¢f2- ventricular premature beats.
Table 3
Markers of the state of kidneys function and uric &id levels in patients with EH stage Il
and different forms of extrasystoles
ar'fﬁyt';];’n‘”ig‘so?; _| EHNandSVE EH Il and VE
Indexes 32) (n=74) (n=50) P
1 2 3
Creatinine P1-2=0,12
: 78 (66; 97) 81 (62; 100) 86 (70; 100) P1-3 = 0.04
umol / L P2-3=0.90
GFR P1-2=0, 22
ml / min / 1’_73 7 81 (74; 100) 77 (68; 95) 71 (59; 88) P1-3 =0.009
P2-3=0.04
P1-2 =0.02
UA, pmol / L 321 (294; 378) 356 (340; 403) 387 (3833) P1-3 = 0.001
P2-3=0.01
The incidence of UA > 420 P1-2=0, 10
(360)mkmol/L, 3 (9.4%) 20 (27.0%) 20 (40.0%) P1-3 =0.007
0% (%) P2-3=0.27

Notes: 1. EH — essential hypertension; SVE - supraicular extrasystoles; VE - ventricular extrasies; GFR - glomerular filtration

rate; UA - uric acid; P1-2, P1-3, P2-3 - significarof differences between subgroups of patientBh& significance of differences was performed
according to Kruskal - Wallis ANOVA & Median testrfall groups, % - by thg? criterion.

The analysis of the functional state of the kidnayd the level of uric acid in patients with stage
II EH without rhythm disorders and with various iaauts of premature beats was performed. These data

suggests that in patients with essential hypemenand frequent PB there is a significant increagbe

mean UA level, compared with patients without athinyias. The level of UA was highest in the group of
patients with VPB compared with patients who had®B\or no arrhythmias (p = 0.01 and p = 0.001,
respectively) (Table 3). Our findings confirm thespible link between plasma uric acid levels and an
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increased risk of cardiovascular disease in esdehyipertension [12]lt should be noted that the
hyperuricemia rate (UA level> 420 (36@nol / I) was also significantly higher in patiemtgh EH and
VPB compared to patients without arrhythmia (p 807).

The fact of significant (p = 0.04) increase in tiiae level in the subgroup of patients with PB
compared with patients without rhythm disorders wather interesting, although it did not exceed the
reference values. Calculation of the glomeruldrdilon rate showed that the average GFR levellin a
subgroups of patients was below 90 ml/min/ 1.73mdicating a slight decrease in renal functiontie
subgroup of stage Il EH and VPB GFR was signifigaltwer compared to the corresponding values in
patients without arrhythmias and with the presesfc8VPB (p = 0.009 and p = 0.04, respectively).

The obtained data give some reasons to believéhtharesence of frequent PB in patients with sage
EH is accompanied by significant disorders of ttetaimolic status of the organism. They are morequioced
and accompanied by a significant decrease in gldendiltration rate in patients with frequent VPB.

1. Patients with stage Il EH and concomitant freqqueB, compared with patients with EH
without cardiac arrhythmias has significantly longgpertensive history, significantly higher raté o
burdened hereditary history of cardiovascular pathg significant increase in BMI, fasting gluccesed
uric acid. It can be assumed that the identifiethges may serve as predictors of frequent prembaais
in patients with stage Il EH.

2. Patients with stage Il and frequent VPB compavitd patients with frequent SVPB were
significantly older, had significantly higher rateé smoking, AH of Il degree (46.0% vs. 23.0%x=p
0.007), signs of structural remodeling of carotidermes, very high CV risk, exceeding BMI
and abdominal obesity (p <0.05). These changessmo#fling can be considered as predictors of
the occurrence of VPB in patients with stage Il EH.

3. In patients with stage Il GC, the presence @fjfient extrasystolic arrhythmia was accompanied
by a significant increase in plasma levels of Ugn8icantly higher levels of UA and a decreas&siRR
were observed in patients with stage || EH anddes VPB compared with patients without arrhythmia
or with frequent SVPB. It can be suggested thatremsed plasma levels of UA contribute to
the development of arrhythmias in patients with EBrtain changes in metabolic status can contrilmte t
the occurrence of cardiac arrhythmias, in particuliequent VPB, in patients with stage Il EH. The
presence of frequent VPB can serve as a markerooé reevere metabolic disorders in patients with
uncomplicated AH. However, there is a need to comtiscientific research in this area to clarify the
mechanisms of arrhythmias and to identify earlydmters of metabolic disorders, kidney functiondan
rhythm disorders in patients with hypertensiontapliove prognosis, optimize treatment, and reduce
cardiovascular risk.
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CTAH ®YHKIIIf HUPOK TA OCOBJIHUBOCTI
3MIH METABOJITYHOTI'O CTATYCY Y XBOPUX

HA TTHEPTOHIYHY XBOPOBY I3 PI3BHUMMH
®OPMAMM EKCTPACHCTOJIII
Ky3sMminoBa H.B., IBankoBa A.B., JIo3incskuii C.E.,
KusizbkoBa LI, Kyabunubka O.M., I'appuiniok A.O.

O6crexeno 156 narientis (65 wonosikie Ta 91
XKIHKa ) CepeIHbOro BiKy i3 rimeproHiuHo0 XBopoboro IT
craaii ([X II). OcHoBHy rpyny ckinanu 1243 Hux, sIKi 32
JAHUMHU JOOOBOTO MOHITOPYBaHHS €JIEKTPOKapIiorpaMu
MaJu yacty cynpaBeHTpukyisipay (CBE) (74 ocobu) a6o
uutyHoukoBy ekcrpacucronito (IHE) (50 oci6). B rpymy
nopiBHsHHA yBilinun 32xBopux Ha ['X I1 cT. 6e3 apuTwmil.
VY namieHTiB OCHOBHOI TpyNM BHU3HAYEHO JOCTOBIPHO
TPUBAIIIIHMN TiMEPTEH3UBHUN aHAMHE3, 3HAYHO YacTille
OOTsDKEHMH CIIaJKOBHH aHaMHe3 II0 CepleBO-CYAWHHIM
MaToJIorii, BiporigHe 30LTBIICHHS IHJEKCy MacH Tina i
YacTOTH  BHUMAAKIB  a0JOMIHAIBHOTO  OXKHPIHHS,
MiZIBUIICHHS PIBHS TJIFOKO3W HATIE Ta PIBHSI CEYOBOI
kuciaord  (p<0,05). Haiibinmpuri  po36ikHOCTI B
MPOaHaJi30BaHUX IMOKa3HMKAaX Ha (OHI JOCTOBIPHOIO
(p<0,05) 3HM>KEHHST BEIMYMHM MIBUAKOCTI KIyOOYKOBOI
¢inpTparii ciocTepiraayuch B Ipymi XBopux 3 gacroro 111E
nopiBHsHO 3 nanientamu 3 CBE. Otmxe, 3a3Ha4yeHi 3MiHH
METabOoJIIYHOTO CTaTyCy MOXYTh CIIPHUSATH BUHUKHEHHIO
IIE y xBOpHX 3 apTepiaibHOIO TiepPTEH3I€T0.

KarouoBi  cioBa: rinepToHiyHa  XBOpoOa,
apTepianbHa rinepTeHsis, CYIIpaBEHTPUKYJIIpHA
eKCTPACHCTOJIsl, IIUIYHOYKOBAa EKCTPACHCTOJISI, CE40Ba
KHCIIOTA, WIBHAKICTh KIyOO4KOBOI (inbTpamii, iHIEKC
MacH TiJia, METa0OIIYHUIN CTaTyC.
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COCTOSHHUE ®YHKIUU MIOYEK U OCOBEHHOCTH
METABOJIMYECKOI'O CTATYCA Y BOJIBHBIX
TUINEPTOHUYECKOW BOJIE3HBIO C PA3SHBIMU
®OPMAMM DKCTPACUCTOJINIA
Ky3smunoBa H.B., UBankoBa A.B., Jlo3unckmii C.9,
KusizbkoBa U.H., Kyapunukas E.H., 'aspuiiok A A.

O6cnenoBano 156 mauuenros (65 myxund u 91 xeHumunHa)
cpeiHero Bo3pacrta ¢ runepronnueckoit 6onesnsio (I'B) Il craguu.
OcHOBHYI0 TpyImiy cocTaBwid 124 u3 HUX, KOTOpbIE IO JaHHBIM
CYTOYHOTO MOHHUTOPHPOBAHHS  DJIEKTPOKAPJHOTPAMMBI  MMEIN
yacTyro cynpaBeHTpuKyisipHyro (CBD) (74 wdenoseka) 6o
xenynoukoByro skcrpacucronuo (JKJ) (50 uenosek). B rpymmy
cpaBHeHus Bouwk 32 6osbHEIX ['B 11 ¢T. 63 aputMun. Y nauueHToB
OCHOBHOM TPYIITBI BBISIBIIEHO IOCTOBEPHO 00JIee MPOJOIKUTEIBHBII
TMIIEPTCH3UBHBIH aHaMHE3, 3HAYUTEIBHO Yallle OTATOLICHHbIN
HACJICJICTBCHHBIH aHaMHE3 II0 CepIEeYHO-COCYIHMCTOI IaTOJIOrHH,
3HAYUTENIFHOE YBEJIMUCHUE MHAEKCa MACCHl TeJa, YaCTOTHI CIIyJacB
a0/lOMMHAIBHOTO OXKHPEHMS, MOBBILICHHE YPOBHS IIIOKO3bI KPOBU
HATOIIAK W YpOBHS MoueBoil kuciotel (p<0,05). HaubGospiime
pacXoXieHHs B IIPOAHATM3UPOBAHHBIX IOKa3aTeNsiX Ha (QoHE
nocroBepHoro  (p<0,05) CHIDKEHHS  BEIMYMHBI  CKOPOCTH
KIIyOOYKOBOW (UIBTpAIlMK HAOIIOAAINCh B TpyMie OOJBHBIX C
yactoit JK3 no cpaBHenuto ¢ nauuentamu ¢ CB3. Mcxons u3 storo,
BBIILICTICPEYNCIICHHBIE H3MEHEHNS METa0O0INYECKOTO CTaTyca MOTYT
Croco0CTBOBATh BO3HUKHOBEHHIO JKD y GONBHBIX C apTepHAIBHOM

TUIIEPTEH3HEH.
KoarodeBble c1oBa: runeproHudeckas 001€3Hb, apTepraIbHas
TUIEepTEeH3Us, CYNPaBEHTPUKYJISIpHAs SKCTPACUCTONHNS,

XKEJTYJOYKOBasi OJKCTPACHUCTOJNIHS, MO4YEBAas KHCIOTa, CKOPOCTh
KIIyOOuKOBOH (HIBTpALMH, MHAEKC MAcChl Tela, MeTabonnueckuit
craryc.

Penensent Karepenuyk LII.

HOBI MOXKJIMBOCTI I"(OPEKI_[Ii KJIIHIYHOI'O CTAHY
TA EHJIOTEJIAJIBHOI JUC®YHKIII Y XBOPUX HA IINEMIYHY XBOPOBY CEPLIS

e-mail: Kuzminova5517@gmail.com

O6crexeno 112 xBopux Ha imemiuny xBopoOy cepust (IXC): 76 3 uux Manu aiaraos crabineroi IXC, 36 namienris,
rOCIITATi30BaHi 3 TOCTPUM KOPOHAPHUM CHHAPOMOM. J{11s OLliHKM e()eKTHBHOCTI JIIKyBaHHsI XBOPi OyJIM pO3IIOAiIeH] Ha JIBi TpyIIH.
Tlepuwa rpyna (N=69) orpumyBana koMiuiekcHy 6asucHy teparito IXC. ITamientn 2-0i rpynu (n=43) nomatkoBo 10 0a3uCHOL
Teparii npuitManu QikcoBany komOiHaimio menpaoHio (180 mr) 3 ramma-6ytupoberainom (60 Mr) mepopanbHO MO 2 Karcyinu
nBiui Ha 100y mpotsarom 4 twxkHiB. KomriekcHa tepamisi xBopux Ha IXC 3 nomaBaHHSAM KOMOiHAIii MENBIOHIIO 3 ramma-
Oytupoberainom (ouiHOBamy depes 1 micsup BiJ moYatky) crpusiia noctoBipHomy (p<0,05) mokpaiieHHIO KIiHIYHOTO CTaHy
namieHTiB  (SKOCTI IKWUTTS, 3MCHIICHHIO YaCTOTH HAmajiiB CTCHOKAapii, MiABUIICHHIO 3a/J0BOJCHOCTI IIKYyBaHHSIM) Ta
(YHKIIOHAIEHOTO CTaHy SHJOTENII0, a caMe HOoro Cy JMHHOPYXJIMBOI Ta aAre3uBHOT pyHKIiI TOPIBHIHO 3 TPAIULIHHOIO TepaIi€lo.

Kurouogi cioBa: imemiuHa XxBopoba ceplis, eHaoTemanbHa TUCyHKIIiS, MEJIbI0HIH, raMMa-0yTHPOOeTaTH.

Poboma ¢ ¢ppaemenmom HI[P «llopywenns (hyuxyii endomeniio ma i#cupo6oi mxanunu, ix 36’ 130K 3 (pYHKYIOHAbHUM
CMAHOM NeYiHKU Ma Cepyeso-CYOUHHUM PEeMOOETIOBAHHAM MA MOJICIUBOCMI iX KOpeKyii y Xeopux 3 cepyeso-cyOUHHOIO
namonociero» (Ve deporcasnoi peccmpayii 0113U007670pa «Memaboniuni pakmopu pusuxy, cepyeso-cyounne pemooeio8ansl
ma QYHKYIOHANbHUL CMan HUPOK Y X6OPUX 3 Cepyeo-cyOunHolo namoiocieio. Moocnusocmi gpapmaronoeiunoi kopexyii» (Ve
oeparcasnoi peccmpayii 0119U101849)

3rigHo manux BOO3, ceprieBo-cyautni 3axsoproBanist (CC3) € oJHAMY 3 HAHBAXITHBIIITMX TIPUYHH
CMEPTHOCTI Ta iHBaJiAu3aLii B kpaiHax €Bponu, 00ymoBiooun 4,3MIIH cMepTel Ha pik. YKpaiHa x nocinae
OJIHE 3 TepIIMX MiCIb B €BporIi 3a oka3HuKamu cepiieBo-cyanHHOT (CC) cMepTHOCTI SIK cepell BChOTo, Tak
i cepen npanesaatHoro Hacenerus [4, 12]. Ha skanb, piBers cmeptHocTi Bim CC3 B OCTaHHI pOKHM HEBITUHHO
3pOcTaE — ChOTOIHI B YKpaiHi 1eit mokasuuk: nmepesuntie 1000ua 100Tuc. Hacenenns (1009,5qa 100Tuc.
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