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nokazHukoM APACHE Il menme 5 6amiB Ha MOMEHT
rocmiTaiizamnii, akTHBHAa XIpypriyHa TakTHKa HE Mala
CTaTUCTMYHO  3HA4YyUOr0  BIUIMBY  HAa  4YacToTy
HE3aJOBUIBHUX Pe3yJIbTaTiB JiKyBaHHS, i He OyJI0 CyTTEBOT
pi3HUIII MK CTaHOM JAPCHOBAHHUX Ta HE IPESHOBAHHX
marieHTiB. Lli pe3ynpraTH MiOTBEpAXKYIOTh BiICYTHICTh
BIUIUBY PYTHHHOTO a0OMIHAJBHOTO APEHaXy Ha BCIX
MANi€HTIB 3 TOCTPUM HEKPOTHYHUM IaHKpeaTuToM. OmHaK
narfienT 3 ouinkoro APACHE Il 51 Bumie € kareropiero
MAI[€HTIB, Y SKUX HaHOLIbII BUTIPABAAHUI PaHHIN ApeHAK

ACLUTY-TIEPUTOHITY.
KnrouoBi  ciioBa:  acUUT-TIEPUTOHIT,
[IAHKPEATUT, YSPEBHUI IPCHAXK, TSOKKICTh CTaHY.
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XHUpYprUYeckas TaKTHKa HE WMella CTaTHCTHYeCKH 3HaYMMOTO
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JICYCHUS, M He ObLIO CYIIECTBEHHOI Pa3HUIIBI MY COCTOSIHHEM
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156 patients (65 men and 91 women) with stagepkhgnsion (stage || EH) were examined. The madugiconsisted
of 124 of them, which according to the daily moriitg of the electrocardiogram had frequent suprai@dar (SVPB) (74
persons) or ventricular PB (VPB) (50 persons). @bmmparison group included 32 patients with stageHIwithout arrhythmia.
It was established that patients with stage Il Eid BB had significantly higher values of systo®BP) and diastolic blood
pressure (DBP) during the day according to the datdaily blood pressure monitoring (DBPM). In matis with stage Il EH,
regardless of the presence of arrhythmia, thereavdscrease in patients with dipper type and arease in the number of
pathological types of diurnal profile by SBP lewithout a significant difference between the gmup patients with stage Il
EH with PBs, the daily profile of non-dipper accioigito the DBP level was more frequent (p = 0.08)e presence of frequent
VPB was associated with a predominance of the rijped profile in terms of DBT (76.0%, p = 0.0003ngpared with patients
with SVPB. The data obtained indicate a certainesasive link between the disturbance of the diuBR profile, mainly DBT
and the presence of PBs, namely in patients wétfpestl EH.

Key words: hypertension, supraventricular PB, ventricular, B&ily blood pressure monitoring, daily blood e
profile.
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Patients with arterial hypertension (AH) may hawasgety of cardiac arrhythmias that contribute
to cardiovascular complications. At present, afit#illation is the most studied rhythm disordBespite
that, the factors and mechanisms of the occurreficipraventricular (SVPB) and ventricular (VPB)
premature beats in hypertension have not beentigaé=d sufficiently [1, 4, 8, 11].

There is evidence of a higher level of systolicdolgressure during the day (DSBP) and night
(NSBP) in patients with arrhythmias. Episodes oP8\have been registered on the background of high
systemic blood pressure (BP) irrespective of tres@nce of left ventricular hypertrophy (LVH), which
denies the leading role of myocardium structuraiodeling in the occurrence of premature beats (8B)
10]. According to other researchers, more freqoentore threatening VPB were associated not onllly wi
increased SBP but also with increasing LV myocérdiass [5]. Also, the influence of BP circadian
variability on ventricular and atrial arrhythmiagashbeen demonstrated [6]. It is determined that the
continuous prolonged increase in blood pressunggat (non-dipper pattern) is an independent ptedic
of frequent and severe ventricular arrhythmias. €hextrical instability of the myocardium on the
background of changes in the circadian BP patteutdcbe explained by the direct relationship betwee
BP changes and QT interval duration as well agrthgnitude of its dispersion. The severity of sl
changes of the atria and ventricles also can ledke electrical instability of the atria and vésiegs and
to the occurrence of SVPB and VPB in such patifgits

The state of the autonomic nervous system playisnportant role in the BP regulation and the
occurrence of hypertension [10]. According to th@rRingham study, individuals with high blood prassu
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had a decrease in heart rate variability. Also, lwart rate variability in individuals with hormBP
indicated a high risk of hypertension. Other sdgstave drawn attention to the pathogeneticicglahip
between the severity of hypertension and low Iredetvariability. These disorders were circadiandture
and were more pronounced in patients with inswgfichocturnal BP decrease (non-dippers) [4].

Today, the role of cardiac arrhythmias as predictoir the development of acute circulatory
disorders is well known. The combination of high &R arrhythmia increases the likelihood of stroke
dramatically even without taking into account otlaelverse factors [8, 9]. According to large-scale
epidemiological studies, the presence of PBs irettgpsion increases the risk of cardiac death, @ven
the absence of concomitant coronary heart diséa€.[However, the role of daily BP pattern disensd
in the incidence of various cardiac arrhythmiapatients with hypertension is not fully clarifieégpite
the abovementioned information and requires aduitistudy.

The purposeof the study was to evaluate the changes in dédgdopressure pattern in patients
with stage Il hypertension and frequent PBs.

Materials and methods. The study was preceded by a screening and thoroaligction of
complaints and medical history. The signing of inied consent to participate in the study was dane i
accordance with the ethical rules of the Helsinkcration.

The study included 124 patients with stage Il eakerhypertension (EH) and frequent
symptomatic PBs aged from 27 to 75 (mean age 58®)years, who formed the main clinical group.
The comparison group consisted of 32 patients agtin 32 and 72 (mean age 55.9 + 1.7) years with
stage Il EH without any cardiac arrhythmias. In thain group, 50 (40.3%) patients were male and 74
(59.6%) were female. The comparison group cortistd5 (46.9%) men and 17 (53.1%) women. There
were no statistically significant differences betwehe main and the comparison groups by age and se
(p > 0.05), which indicated to the age and gendendgeneity of the participants.

Among 124 patients with EH and concomitant frequeBs there were 74 (59.7%) cases of
supraventricular (SVPB) and 50 (40.3%) of ventiacuVPB). Arrhythmic history ranged from 1 to 27
years and averaged 8.06 + 0.42 years. 30 (24.28énp=aof the main group have felt a variety of gyoms
during the last year. The most common was therfgeadif failed heartbeat or pauses in cardiac rhythm.
Instead, the vast majority (94 (75.8%) patientglegienced episodic arrhythmias in the form of imticient
episodes. In 32 (25.8%) patients arrhythmia occuimethe active part of the day (from 06:00 to 29:0
and was associated with exposure of physical octpsgmotional stress, and in 14 (11.3%) persons —
during the passive period of the day (from 21:006®0) at rest during asleep (according to theddité).

It is noteworthy that 48 (38.7%) patients had reackssociation of their arrhythmia with the peabthe
day and the arrhythmia was observed regardleshedf activity at any time of day. All patients were
examined and treated in the cardiology departmetiteoVinnytsia Pirogov Memorial Regional Clinical
Hospital, in the clinical and diagnostic departmentthe department of heart rhythm disorders of
communal non-commercial enterprise “Vinnytsia RegioClinical Treatment Center of Cardiovascular
Pathology” during 2016-2019.

All patients were examined at the inclusion stagedmplete clinical, laboratory and instrumental
methods in order to verify the main diagnosis amshcomitant conditions. General clinical and
anthropometric examination, office BP measurenmtdead ECG, daily BP and ECG monitoring, cardiac
and carotid ultrasound were performed in all pasievho agreed to participate in the study.

The identification of indications and contraindioast, the establishment of the diagnosis and
concomitant pathology, the evaluation of medicatdry were obligate in all participants. They folked
by the formation of clinical study groups. The anffometric examination included measurement oftiteig
and weight with the calculation of the body mastein(BMI) by the Kettle formula. It was calculated
the ratio of body weight in kilograms to height ineters, elevated to the square (kg / m2), waist
circumference (WC) and hip circumference (HC) B®. was measured according to the recommendations
of the Ukrainian Society of Cardiologists (2013)ings a sphygmomanometer “Microlife”.
Electrocardiography was performed according to #tandard procedure in 12 leads on the
electrocardiograph "UKARD" (Hungary).

Daily BP monitoring (DBPM) and HM were performeding the hardware and software
“DiaCard” (JSC “Solvaig”, Ukraine) according to tendard protocol. The following generally accdpte
parameters were estimated based on DBPM data: dedyage systolic BP, daytime systolic BP, and
nighttime systolic BP (SBP, DSBP, and NSBP, respelg, diastolic BP (DBP, DDBP, and NDBP,
respectively) and pulse BP (PBP, DPBP, and NPBpeatively, mm Hg). The following indexes were
also calculated: hypertensive time index for SB& BBP per day, in % (HI SBP, HI DBP respectively);
diurnal index of SBP and DBP (DI SBP and DI DBPpedively) in %; the variability of daytime and
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nighttime SBP (Var SBPd and Var SBPn respectivahy DBP (Var DBPd and VarDBPn respectively)
in mm Hg. Art. The analysis of the SBP and DBPydpattern was performed using standard criteria for
the DI for SBP and DBP separately: dipper — DI frbinto 20%, non-dipper — DI from 0 to 10%, night-
peaker — DI <0% and over-dipper — DI> 20% [3, 7].

The indicators that characterized the structurdhefdaily heart rate were evaluated based on the
HM data: daily average, day and night heart rate,(BHR, and NHR respectively) and circadian index
(CI), which was calculated by the formula Cl = DIHRHR. The following parameters were evaluated to
assess the arrhythmias: the number of SVPB and B4 hours of ECG monitoring; the number of
SVPBs and VPBs registered per 1 hour (SYBBJ VPB respectively); the number of paired and group
VPB (VPBp) and the number of patients with suclhirmias [3, 7].

Statistical processing was performed using thensoét “Statistica” v.12.0 (StatSoft). The results
are presented as the mean (M) and the mean erjdo(rthe quantitative values, as the median aed th
limit of the interquartile interval with the inditan of 25 and 75 percentiles, and as percentage$af
the relative values. A comparison of relative val(%) was performed using tjecriterion. A comparison
of quantitative values of independent samples vea®pned by the Mann-Whitney U test [7].

Results of the study and discussiofl.he results of DBPM showed that significantly loverels
of blood pressure such as SBP, DSBP, NSBP, DBP,F)DEBP, NPBP, and HI SBP were recorded in
patients with EH without arrhythmias rather thapatients with frequent PBs (p<0,02) (table 1T)

al

ble 1
DBPM parameters in the main and comparison groups

DBPM parameters COmp(?{;zoz’; Group M’("r']";f‘zrj)”p P

SBP, mm Hg 148 (137; 158) 161 (147; 170) 0.0004
DBP, mm Hg 86 (78; 92) 91 (85; 98) 0.009
DSBP, mm Hg 150 (139; 163) 166 (148; 177) 0.001
DDBP, mm Hg 88 (80; 97) 96 (89; 100) 0.01
NSBP, mm Hg 140 (127; 155) 160 (140; 166) 0.0002
NDBP, mm Hg 78 (71; 86) 85 (73; 90) 0.02
DPBP, mm Hg 59 (55; 68) 67 (54; 78) 0.10
DPBP, mm Hg 59 (55; 71) 68 (55; 78) 0.07
NPBP, mm Hg 60 (54; 66) 67 (58; 74) 0.01

DI SBP, % 9 (5; 12) 9(8; 12) 0.42
DI DBP, % 11 (4; 15) 9 (6; 11) 0.35
HI SBP, % 85 (57; 97) 99 (73; 120) 0.003
HI DBP, % 82 (56; 96) 87 (80; 97) 0.07
Var DSBP, mm Hg 18 (15; 22) 18 (14; 21) 0.43
Var NSBP, mm Hg 15 (12; 19) 15 (11; 19) 0.67
Var DDBP, mm Hg 13 (9; 18) 15 (10; 18) 0.29
Var NDBP, mm Hg 9 (7; 14) 11 (9; 16) 0.09

Notes (hereinafter): DBPM - daily blood pressurenitaring, SBP, DSBP and NSBP - daily, daytime aighttime systolic blood

pressure, respectively; DBP, DDBP and NDBP - dalytime and nighttime diastolic blood pressurepeetively; PBP, DPBP and NPBP -
daily, daytime and nighttime pulse blood presstespectively; HI - hypertensive index, DI - diurnadlex, Var — variability. Here and in the
following tables, the quantitative values are pnése as the median and the boundary of the intetituenterval with 25 and 75 percentiles; P -
between-group significance calculated on the Martritiiéy U Test.

The obtained results about higher blood presswaddn patients with hypertension and heart
rhythm disorders compared with patients withoulhyitmias are in the agreement with other reseascher
[1,5, 6, 8, 10].

The results of the analysis of the DBPM levels limical groups, depending on the topical
version of PB are presented in the table. 2. It established that in patients with EH and frequent
VPB, unlike patients with SVPB, significantly highevels of DSBP and NSBP, DI SBP, Var DDBP,
Var NDBP (p<0.04) were registered, which also tensoextent coincides with results of some
scientists [5, 8].

Therefore, there were significantly higher bloodgsure levels during the day: daily, daytime and
nighttime SBP and DBP between patients with |l st&dd with PBs compared with patients without
arrhythmias. The presence of VPB in patients witstdge EH was accompanied by significantly higher
values of day and night SBP, DI SBP and variabaitylay and night DBP relative to the corresponding
levels in patients with stage Il EH and SVPB. Theamed data demonstrate a certain associatiomeof t
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presence of frequent PBs with a number of indicatibat characterize circadian regulation of BP rdyri
the day in patients with Il stage EH.

Table 2
Indicators of DBPM in patients of the main group with different variants of PB
Indicators of DBPM SVPB (n=74) VPB (n=50) P

SBP, mm Hg 145 (136; 158) 150 (139; 159) 0.51
DBP, mm Hg 86 (78; 92) 87 (78; 97) 0.67
DSBP, mm Hg 148 (138; 158) 155 (142; 168) 0.03
DDBP, mm Hg 87 (80; 95) 89 (80; 100) 0.72
NSBP, mm Hg 136 (130; 145) 147 (137; 154) 0.04
NDBP, mm Hg 78 (72; 86) 77 (70; 89) 0.63
DPBP, mm Hg 59 (54; 68) 61 (55; 70) 0.42
DPBP, mm Hg 58 (54; 68) 60 (55; 71) 0.80
NPBP, mm Hg 60 (54; 66) 60 (54; 66) 0.88
DI SBP, % 7 (3; 10) 10 (6; 14) 0.02

DI DBP, % 10 (3; 15) 12 (9; 16) 0.08
HI SBP, % 79 (50; 96) 90 (63; 97) 0.22
HI DBP, % 84 (54; 97) 81 (56; 96) 0.87
Var DSBP, mm Hg 17 (14; 21) 18 (16; 25) 0.12
Var NSBP, mm Hg 15 (11; 19) 15 (12; 21) 0.59
Var DDBP, mm Hg 10 (7; 17) 14 (9; 19) 0.04
Var NDBP, mm Hg 8 (6; 15) 12 (8; 17) 0.03

Notes: SVPB is supraventricular and VPB is ventdac&®B; DBPM - daily blood pressure monitoring, SHPSBP and NSBP - dalily,
daytime and nighttime systolic blood pressure, eetipely; DBP, DDBP and NDBP - daily, daytime andhitime diastolic blood pressure,
respectively; PBP, DPBP and NPBP - daily, daytimé mighttime pulse blood pressure, respectively: Hypertensive index, DI - diurinary
index, Var - variability; P - between-group sigoénce calculated on the Mann-Whitney U Test.

Analysis of the nature of the diurnal profile of BR patients with stage Il EH without
arrhythmias compared with the main clinical arrggat{ents with stage Il EH and PBs) revealed the
presence of disorders of the daily profile on aiiiea level of SBP with an increase in the perceataiy
pathological types (non-dipper, night-peaker, odiper) and reducing the number of patients with
dipper type which to some extent coincides with ibgults of other researchers [5, 6, 8]. It shddd
noted that no significant differences were fountieen the two groups for different types of daily
profile on the level of SBP (table 3). However,the DBP level, the non-dipper daily profile was
significantly more frequently reported in the groofppatients with PBs (56.5% vs. 34.4%, p = 0.03)
(table 3). The daily night-peaker profile (by DB#/¢&l) was not registered in the main clinical graup
any case, so it was significantly different frone ttomparison group, where there were 3 cases, which
was 9.4% (p = 0.0006).

Table 3
Daily BP patternin the main clinical group and compaison group
Daily BP profile Comp(irgozr; group Main group (n=124) P
Daily profile by SBP level
Dipper 12 (37.5%) 50 (40.3%) 0.77
Non-dipper 15 (46.9%) 58 (46.8%) 0.99
Night-peaker 4 (12.5%) 12 (9.7%) 0.63
Over-dipper 1(3.1%) 4 (3.2%) 0.97
Daily profile by DBP level
Dipper 14 (43.8%) 39 (31.5%) 0.19
Non-dipper 11 (34.4%) 70 (56.5%) 0.03
Night-peaker 3(9.4%) 0(0) 0.0006
Over-dipper 4 (12.5%) 15 (12.1%) 0.95

Notes: BP - blood pressure:- significance of the difference of results betwegeoups is calculated by the criterigh

Analysis of changes in the diurnal BP pattern betwgroups of patients with different PB variants
showed that there were significant differences betwthe groups in terms of both SBP and DBP psofile
(table 4).
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Table 4
Daily profile of BP in patients of the main group wth different variants of PB
Daily profile of BP | SVPB (n=74) | VPB (n=50) | P
Daily profile by SBP level
Dipper 35 (47.3%) 15 (30.0%) 0.048
Non-dipper 33 (44.6%) 25 (50.0%) 0.55
Night-peaker 4 (5.4%) 8 (16.0%) 0.047
Over-dipper 2 (2.7%) 2 (4.0%) 0.69
Daily profile by DBP level
Dipper 30 (40.5%) 9 (18.0%) 0.008
Non-dipper 32 (43.2%) 38 (76.0%) 0.0003
Night-peaker 0 (0) 0 (0) -
Over-dipper 12 (16.2%) 3 (6.0%) 0.09

Notes: BP - blood pressure; SVPB is supraventrides, VPB is ventricular PBR - significance of the difference of results betwee
groups is calculated by the criterigh

Thus, VPB in patients with SBP levels were lessliiko have a dipper profile compared to patients
with SVPB (30.0% versus 47.3%, p = 0.048), whertes night-peaker daily enrollment rate was
significantly higher (16.0% versus 5.4 %, p = 0.0#¢cording to the daily DBP profile, more sigint
disorders were also identified in the group of gt with VPB: non-dipper type (p = 0.0003) was
registered in the vast majority of patients (76.0%lile dipper type was only in 18.0% of patients
(p = 0.008). The revealed changes indicate moneifgignt abnormalities of the diurnal BP patternin
patients with stage 1l EH compared with patientdn@8VPB in both SBP and DBP profile, which to some
extent coincides with the results of other reseangfb, 6, 8]. However, it should be noted thatiogation
of the daily profile of DBP according to our datasvassociated with the presence of frequent PBs in
patients with stage Il EH, and was more unfavorabthae prognostic plan of ventricular rhythm diders.

The obtained data indicate the need for separalgzes of circadian disorders of the daily profifdlood
pressure at the levels of both SBP and DBP in pigtiith EH. The presence of a certain association
between extrasystolic arrhythmia, including VPBthadisorders of the DBP daily profile requires hat
investigation and analysis.

Thus, our study suggests that patients with llestaly and frequent PB have higher values of both
SBP and DBP during the day, which was accompanjeai\iolation of the daily profile of BP, mainly by
non-dipper type of DBP. In patients with stage H Bnd VPB, these changes were more pronounced
compared with patients with CVPB. Based on theda,dacannot be excluded that the pathogenetic
mechanisms involved in the regulation of the dalpfile of blood pressure are responsible for the
development of electrical instability of the myadiaim in patients with EH.

1. In patients with EH and PB (regardless of itsi¢al variant), compared to patients with EH
without cardiac arrhythmias, significantly highewéls of blood pressure were registered, namely, SBP
DSBP, NSBP, DBP, DDBP, NDBP, NPBP and HI SBP p 2p.8ignificantly higher values of daytime
and nighttime SBP (p <0.05) and increased varigioli nighttime and daytime DBP (p <0.05) were fdun
in the group of patients with stage Il EH and VRB<Q.05) relative to the corresponding parameters i
patients with SVPB.

2. In patients with stage Il EH, irrespective of fhresence of arrhythmia, there was a violation of
the daily profile of BP by the level of SBP, with ancrease in the number of pathological types and
decrease in the dipper type, but without a sigaiftidifference between the groups. However, irgthep
of patients with stage Il EH with PBs, the pathatad) profile of non-dipper was significantly more
frequently reported by the level of DBP (56.5%34.4%, p = 0.03).

3. The presence of VPB in patients with stage Ik accompanied by a significant (p <0.05)
decrease in dipper diurnal profile and an incréaslee night-peaker profile by SBP and a non-diggpe
predominance by DBP in 76.0% of patients (p = 03)00

4. The data obtained indicate a certain associegiationship between the violation of the diurnal
BP profile, mainly DBP, and the presence of PBsj&lg, in patients with stage Il EH. Therefore, vea c
assume that the pathogenetic mechanisms involvegeiregulation of the daily profile of blood press
are responsible for the development of electrigstlability of the myocardium in patients with EH.

Further studies in this area will improve the diagnosis and optimize the treaitnof patients with heart disease,
decrease the vascular risk and improve the progno$ithis rather severe category of patients witl &im of establishing
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associative links between circulatory disorders &nel emergence of arrhythmias, pathogenetic meshanbf blood pressure
regulation disorders and the appearance of eleatrinstability of the myocardium.
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XAPAKTEP IOPYHIEHb TOBOBOT'O
MPO®LIIO APTEPIAJIBHOTI'O TUCKY Y XBOPUX
HA TTHEPTOHIYHY XBOPOBY II CTAIL
TA YACTOIO EKCTPACHUCTOJIIEIO
Ky3sminoBa H.B., IBankoBa A.B., IBanos B.II.,
Jlosuncbkuii C.E., KusizskoBa L1, T'aBpuitiok A.O.

O6crexeno 156 xBopux (65 vonosiki Ta 91 xiHka)
Ha rineproniudy xBopoOy II crazii ([X II). OcHoBHY rpyIy
cxitanu 1243 Hux, siki 3a JaHUMHU JOOOBOIO MOHITOPYBaHHS
CNICKTPOKApJiOrpaMi MaJli 4acTy CYIPaBEHTPUKYJISPHY
(CBE) (74 0co6wu) abo uutyno4koBy ekcrpacucrodiiro (IIE)
(50 oci6). B rpymy mopiBusiaHs yBifinutn 32 xBopux Ha ['X
II ct. 6e3 apuT™mii. Beranosneno, mo y xBopux Ha I'’X II Ta
eKCTPAaCHCTOJI€I0  CHOCTEpITaJuCh  JTOCTOBIPHO  BHIII
enmunbn  cucroiiyaoro  (CAT) Ta  miacTosivHOro
aprepianpHoro TucKy (JIAT) mpotsirom 106 3a JaHUMH
I0GOBOr0 MOHITOpYBaHHsi aprepianbHoro Tucky (AT). ¥V
xBopux Ha ['X II HeszamexxHO Bix HasBHOCTI apUTMIl
CIOCTEPIraioch 3MEHIIEHHS NamieHTiB 3 tumoMm dipperta
3pOCTaHHSAM KUTBKOCTI MATOJNOTIYHUX THUMIB J000BOTO
mpodimo 3a piBHeM CAT 06e3 cyTTeBOi pI3HUII MiX
rpynamu. Y xBopux Ha I'X II i3 excrpacucromisiMu
nocroBipuo (p=0,03) wuacrime peectpyBanu 1060BHI
npodine non-dippena pisuem JAT. Hassricts uacroi IITE
acorfiroBaiach 3 mepeBakanHsM mpodimro non-dippersa
piBaem IAT (y 76.0 %,p=0,0003)n0piBHsIHO i3 XBOpUMH i3
CBE. Otpumani aHi CBiI4aTh MPO MEBHUI acOLiaTHBHUMA
3B'S30K MK moOpymeHHsAM pob6oBoro mpodimo AT,
nepeBaxxHo JIAT Ta HasBHICTIO eKcTpacucToii, a came [IIE
y xBopux Ha I'X II cranii.

Kmouosi cJioBa: rinepToHiyHa XBOpOOa,
CYNpaBEHTPHUKYJSIPHA  ©KCTPACHUCTONIsl,  IILTyHOYKOBA
eKCTPacHCTONIisl, J000BE MOHITOPYBaHHsS apTepialbHOro
THUCKY, 1000BHI NPOdijab apTepiaibHOTrO THCKY.

Crarrs Hapgiinra 28.05.201%.

XAPAKTEP HAPYIIEHUI CYTOYHOI'O ITPODUIIS
APTEPUAJIBHOTI'O JABJIEHUSA Y BOJIBHBIX
THNEPTOHUYECKOM BOJE3HBIO Il CTAIUA
U YACTOI SKCTPACUCTOTUEN
Kysbmunosa H.B., UBankoBa A.B., UBanos B.II.,
Jo3unckmii C.J., KnsazskoBa U.U., T'aBpuiaiok A A.

O6cnenoBano 156 GonpHbix (65 myxuna u 91 xeHiuHa)
runepronnyeckoii 6osesnsio I cramuu (I'B II). OcHoBHY!O rpyrimy
cocraBum 124 u3 HUX, KOTOpBIE MO JAHHBIM CyTOYHOTO
MOHHUTOPHHTa 3JIEKTPOKAPAUOTPAMMBI UMeITH YacTylo
cynpaBeHTpuKysipayo (CBD) (74 uenoBeka) Witk )KeryI0IKOBYIO
skcrpacucroanu (XKD) (50 num). B rpymmy cpaBHeHus Bowm 32
nanuenta ¢ I'b II cr. 6e3 apurmMun. Y CTaHOBIICHO, YTO Y OOJBHBIX
I'b I u skcrpacucronmeil HaOMIOJANMUCh JIOCTOBEpHO Ooiee
BBICOKHE BesM4MHBI cucronuyeckoro (CAJI) U AHacTONMYECKOro
aprepuansHoro gapienus (JAJl) B TeueHHE CYTOK MO JaHHBIM
CyTOYHOTO MOHHTOPUPOBaHHs apTepraibHOro nasneHust (AD). Y
6onbHbIX ['b II He3aBHCHMO OT HaMWYMSA apUTMHMU HaOIIONATIOCHh
yMEHbILICHHE TanueHToB ¢ TurnoMm dipper m  yBenuyyeHue
KOJIMYECTBA ITATOJOTHMYECKUX THIIOB CYTOYHOTO MPOGMIL IO
ypoBHio CAJ] 6e3 cyIecTBeHHOH pasHHIBI MEXIy IpyIamu. Y
6onpabIx I'B 1T ¢ skcrpacucronusmu  gocroepro (p=0,03) uamie
PErHCTPHPOBAIIX CyTOUHBII mpoduits NoNn-dippetio yposrio JAJI.
Hanmnuue wacroit XD accouumpoBaioch € IpeBadpOBaHUEM
npodunst non-dipperno yposuio Al (y 76.0 %,p=0,0003)m0
cpaBHeHui0 ¢ OompHbIMH ¢ CBD. IlomyuenHwsle naHHBIE
CBHIETENBCTBYIOT 00 ONPEIEICHHON aCCOIMATUBHOMN CBA3H MEXITY
HapyImieHneM cytouHoro npodwist AJl, npenmymectsenHo JA/l u
HaJM4UeM SKcTpacucronuii, a mmeHHo XD y GombubIx I'B 11

CTafyH.
KaroueBbie cJIoBA: TUIEPTOHUYECKAs 00JIE3Hb,
CYNpaBeHTPUKYJISIpHAS 9KCTPACUCTOJIHS, JKEJy J0UKOBas

9KCTPACUCTOJNIUS], CYTOYHOE MOHUTOPHPOBAHUE apTEPHAIBLHOTO
JaBJICHUS, CYTOYHBII NPO(UIIb APTEPUATBLHOTO JABICHUS
Penenzent Karepenuyxk I.I1.
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