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THE INFLUENCE OF OBESITY ON CLINICAL AND LABORATORY INDICATORS
OF PSORIATIC DISEASE
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Psoriasis is a chronic, inflammatory, systemic immune-mediated disease of a multifactorial nature in which genetic
factors play a dominant role in development. Psoriasis is characterized by an accelerated proliferation of epidermocytes and a
violation of their differentiation, immune reactions in the dermis and synovial membranes, an imbalance between pro- and anti-
inflammatory cytokines, chemokines, and frequent pathological changes in the musculoskeletal system. A close connection
between psoriasis and obesity has recently been proven. It is known that in the pathogenesis of psoriasis and obesity, inflammatory
processes play a decisive role, which form a vicious circle at the level of the immune system, which must be broken for the
successful treatment of these diseases. The results of our study established that dietary obesity in patients with psoriasis leads to
metabolic disorders, complicates the course of psoriasis, affects the deterioration of the dermatological index of the quality of life
of patients, leads to the ineffectiveness of standard treatment and frequent relapses of psoriatic disease.

Key words: psoriasis, systemic inflammation, dyslipidemia, insulin resistance
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BILJIMB AJIIMEHTAPHOI'O OKUPIHHS HA KJIHIKO-TABOPATOPHI [IOKA3SHUKU
ICOPIATUYHOI XBOPOBU

INcopia3 — xpoHiuHe, 3ananbHE, CHCTEMHE IMyHOOIIOCEPEIKOBaHE 3aXBOPIOBAHHS MYJIbTH(aKTOpiaibHOT IpUpOaH, 32
SKOTO JOMIHylO4Ye 3HA4eHHsS B PO3BUTKY BIAIrpaloTh reHeTnuHi Qakropu. Ilcopia3 XapakTepH3yeTbcsi IPHCKOPEHOIO
nposidepani€ero emigepMOLUTIB i NOPYLIICHHM X AuepeHIiIOBaHHS, IMyHHUMH PEaKIisIMU B IepMi i CHHOBiaIbHHX 000JIOHKAX,
IUcOaNaHCcoOM MDK IIPO- i MPOTH3aNaJbHUMU LUTOKIHAMHU, XeMOKIHAMH, a TaKOX YaCTUMHU HAaTOJOTIYHMMH 3MiHAMU OIIOPHO-
pyxoBoro anapary. HemonasHo Oyiio 1oBejeHO TiCHHI 3B'I30K MK IICOpia3oM 1 0xHpiHHAM. Bigomo, o B maroreHesi ncopiasy
Ta OXKHPIHHS BUPIIIAIBHY POJIb BiJIrparoTh 3amalibHi MPOLECH, sIKi YTBOPIOIOTH MOPOYHE KOJIO HA PiBHI IMyHHOI CHCTEMH, LIO0
HEOoOXiZHO PO3ipBaTH IJIsl YCIHIIIHOTO JIIKYBaHHS LIMX 3aXBOPIOBaHb. Pe3ylbTaTH MPOBEIEHOr0 HAMH JOCIIJDKEHHS! BCTAHOBMIIY,
IO aliMEHTAapHE OXKUPIHHSA y XBOPUX Ha IIcOopia3 NMPU3BOAUTH N0 METAOOJIYHMX MOpYLIeHb, YCKJIAJHIOE Iepedir mcopiasy,
BIUTUBAE HA IOTIPIICHHS JEPMATOJIOTIYHOTO iHIEKCY SIKOCTI JKUTTS MAIli€HTIB, NPU3BOAUTH A0 Hee(eKTHBHOCTI CTaHIAPTHOTO
JIKYyBaHHS Ta 4aCTUX PELUIUBIB IICOPIaTHIHOI XBOPOOH.

KurouoBi ci1oBa: ncopias, cucTeMHe 3amaneHHs, AUCIIMieMis, IHCYTIHOPEe3NCTEHTHICTD

The study is a fragment of the research project “Development of improved methods of diagnosis and complex treatment
of chronic dermatoses and infections, which are mainly sexually transmitted, taking into account the determination of additional
factors significant in the pathogenesis of these diseases”, state registration No. 0119U000272.

Psoriasis is a chronic, inflammatory, systemic immune-mediated disease of a multifactorial nature,
in which genetic factors play a dominant role in its development. Psoriasis is characterised by accelerated
proliferation of epidermocytes and impaired differentiation, immune reactions in the dermis and synovial
membranes, imbalance between pro- and anti-inflammatory cytokines, chemokines, and frequent
pathological changes in the musculoskeletal system [14].
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Statistics show that psoriasis is one of the most common skin diseases, affecting 1-2 % of the
world's population, and its prevalence in the United States is 3.2 %. In Ukraine, statistics on the incidence
of psoriasis differ significantly from the European and global averages, as the prevalence of the disease has
been steadily increasing over the past decades. It may be due to imperfect medical and statistical systems
and under-diagnosis of psoriasis due to low patient referrals.

Hereditary factors, dysfunction of the immune, endocrine, and nervous systems, as well as the
influence of environmental factors, play a crucial role in the development of psoriasis [2]. The disease often
manifests itself in childhood and is often associated with the development of comorbid conditions. The
course of psoriasis and related comorbidities have several specific features that make it essential to study
the issues of diagnosis, care and treatment of psoriasis.

A close link between psoriasis and obesity has recently been proven. Obesity is one of the most
challenging medical and social problems of our time, resulting from an unhealthy lifestyle. It is a disease that
manifests an excess of adipose tissue in the subcutaneous base and other body tissues [3]. In general, this
disease occurs when the intake of energy in the body exceeds its expenditure, which leads to the accumulation
of adipose tissue and weight gain. The causes of this imbalance are diverse and depend on the nature of food,
nutrition, its qualitative and quantitative composition, and lifestyle, although nutrition plays a significant role.
The factors that determine the development of obesity include genetic, demographic (age, gender, ethnicity),
socio-economic (education, profession, marital status), psychological (nervous system overstrain), and
behavioural (diet, physical activity, alcohol, smoking, stress). There are two types of obesity: primary and
secondary. Primary (exogenous) obesity includes nutritional obesity, the main cause of which is overeating.
Secondary (endogenous) obesity has the following forms: cerebral obesity caused by damage to the central
nervous system, pituitary, adrenal, and ovarian, and obesity associated with thyroid dysfunction.

Overeating and excessive consumption of fatty foods combined with low physical activity are
considered to be the essential factors of obesity, which in people with a hereditary predisposition leads to the
development of this disease [ 14]. The composition and range of foods in the diet are essential in regulating body
weight. Various marketing studies confirm that flour products, fatty meat, sausages and fast food are
increasingly replacing vegetables and fruits in the diet of Ukrainians. Ukrainians often eat junk food, such as
hamburgers, chips, chocolate bars, etc., which are very high in calories and develop food addiction. Although
they seem full, hunger strikes again in an hour, and the weight from such food is constantly increasing [8].
Overeating is caused by irregular eating. Infrequent food intake contributes to weight gain, while more frequent
food intake contributes to weight loss. It primarily concerns people who, due to working conditions, eat most of
their food in the evening, after work. It causes excessive appetite and, inevitably, overeating. During sleep after
a high-calorie meal, very little energy is expended, and food substances are stored as fat in adipose tissue,
ultimately leading to obesity with all its consequences [2]. Depression, anxiety, and irritability also often lead to
overeating. These conditions are primarily caused by low levels of serotonin in the brain. Low serotonin
significantly affects cravings for sweets, flour and starchy foods. Thus, a depressed mood leads to overeating
sweets, and saturation with them leads to satisfaction and a comfortable state [9]. Automation and mechanisation
of modern labour processes and everyday life have led to a significant reduction in energy consumption for their
implementation. Obese people often do not eat more than people of mean weight, but an inactive lifestyle, i.e.
physical inactivity, leads to the development of nutritional obesity [5]. When comparing the lifestyle of an
ordinary person of the past with that of today, it can be concluded that physical inactivity has entered all social
and age groups. Private cars, developed public transport, computers as a workplace and a means of obtaining
information, even remote controls for TVs reduce the movement necessary for our bodies metre by metre.

It is quite easy to determine obesity by calculating BMI, which is done by dividing weight (in
kilograms) by the squared height (in metres). Obesity is diagnosed if the BMI exceeds 30 kg/m* ; BMI
below 18.5 kg/m?*is considered the standard of beauty, and this weight is achieved through diet and
physical activity [2].

It is known that inflammatory processes play a crucial role in the pathogenesis of psoriasis and
obesity, forming a vicious circle at the level of the immune system, which must be broken for the
successful treatment of these diseases [3].

The purpose of the study was to investigate the features of the clinical course and laboratory
parameters in obese patients with psoriasis.

Materials and methods. The study group comprised 140 patients with widespread uncomplicated
vulgar psoriasis, progressive stage, moderate severity with concomitant nutritional obesity of the I-II
degree, 90 (64.5 %) men and 50 (35.5 %) women aged 35 to 65.

To identify the features of the clinical course of existing psoriasis combined with alimentary
obesity of the I-1I degree, a group of patients consisting of 60 people of the appropriate age (25 women and
35 men) with widespread, vulgar psoriasis of moderate severity, progressive stage of the course with mean
body weight was selected as a control for comparison of the studied indices.
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All patients underwent a dermatological examination to determine the severity and prevalence of
psoriasis — the PASI (Psoriatic Area and Severity Index) [6].

The effect of skin rashes on the quality of life of patients was studied using the DLQI (Dermatology
Life Qualitylndex) questionnaire, an index for assessing the quality of life of dermatological patients [7].

To study obesity, body mass index (BMI) was determined [9]. Individuals with a BMI of 30-
40 kg/m? were included in the study.

All patients underwent a general and biochemical analysis of blood taken in the morning on an
empty stomach. Lipid metabolism was determined by assessing the level of total cholesterol (TC) and
triglycerides (TG), and the concentration of cholesterol in very low-density lipoprotein (VLDL) was
determined by the ratio of TG/22.5. Dyslipidaemia was diagnosed when the level of FPG exceeded 5.2
mmol/l, triglycerides — above 1.7 mmol/l, HDL-C less than 1.0 mmol/l. The evaluation of indicators was
performed according to the criteria of the US National Cholesterol Education Program [10, 11].

Systemic inflammation (SI) in the blood serum was determined using interleukin-33 (IL-33),
interleukin-6 (IL-6) and high-sensitivity C-reactive protein (hsCRP). The study was carried out by enzyme-
linked immunosorbent assay using a multichannel photometer STATFAX-303 (USA). For quantitative
determination of indicators, commercial test systems Interleukin-6 ELISA-BEST, CRP ELISA-BEST, and
"Human IL-33 ELISA Kit" "eBioscience™/Affymetrix" (USA) were used according to the recommended
methods. The obtained values were evaluated in comparison with the reference values of diagnostic test
systems. The study was performed before treatment and on day 28 of treatment.

Statistical processing of the results was performed using Statistica 7.0. The difference was
considered significant at an error probability of p<0.05.

Table 1
Data of general clinical blood test and biochemical blood test of the examined patients (M+m)
Index — - : Meaning - —
(reference value) Psprlas1s patients with Patients w1th psoriasis without
obesity I-II degree (n=140) obesity (n=60)
Haemoglobin. (g/1) Men — 130-160 Women — 120-140 128.5£5.8 147.3+6.5
Red blood cells. (10°/1) Men — 4.5-5.0 Women — 4.0-4.5 4.240.4 4.6+0.5 4.6+0.5
Colour index 0.85-1.1 0.93+0.09 1.2+0.1
White blood cell count, (10%1) 4.0-9.0 7.2+1.3 5.2£1.2
Neutrophils, rods, (%) 1.0-6.0 1.5340.21 2.4+0.35
Segmented neutrophils, ( %) 47.0-72.0 63.2543.1 65.8+£3.2
Eosinophils, ( %) 0.5-5.0 3.8+1.2 2.5+0.7
Basophils, ( %) 0-1.0 9.0+0.2 0.7+0.4
Lymphocytes, ( %) 19.0-37.0 26.73+£2.62 20.1+1.9
Monocytes, ( %) 3.0-10.0 4.65+0.58 5.3+0.73
ESR, (mm/h) 215 11.5+1.1* 7.3£1.0
Total protein. g/l 64.0-83.0 61.7£2.4 68.3+£2.8
Albumin. g/l (38-54) 45.3+2.6 46.5+2.5
Globulin. g/l (20-30) 26.842.3 247+25
Albumin—globulin ratio (1.2-2) 1.7+0.19 1.83+0.17
Total bilirubin, umol/1 8.0-21.0 18.6+1.7 14.7+1.5
ALT, units/l men — 5.0-41.0 women — 5.0-31.0 38.9+2.9 36.5+2.3
AST, units/l: men — 5.0-41.0 women — 5.0-31.0 39.6+2.7 36.3+2.4
Thymol sample, OD (H-S) (0-4) 1.4+0.15 1.3+0.17
FPG, mmol/l 3.0-6.2 7.5+0.3 5.2+0.2
HDL (1.04-1.55 pmol/l) 0.98+0.1 1.3£0.2
LDL (0-2.59 pmol/l) 3.95+0.25%* 2.9+0.15
TG, mmol/l (0-1.7) 2.44+0.05* 1.5+0.08
Glucose, 3—6 mmol/l 6.05+0.7 5.5+0.5
Urea, mmol/l 2.5-8.3 5.04+0.23 5.2+0.21
Creatinine, mmol/l 50.0-120.0 87.95+6.7 89.2+6.3

Note: * probability of difference error p<0.05

Results of the study and their discussion. The PASI index was calculated in all patients, which
reflects the area, as well as the intensity of colouration, infiltration and peeling of psoriatic rashes.
According to the results of the study, it was determined that in patients with psoriasis with concomitant
alimentary obesity of the I-II degree, the PASI index was 21.7+1.54 and in patients with psoriasis without
obesity — 15.2+1.2, which corresponds to the mean severity of psoriasis in both groups of patients. In turn,
the PASI index in patients with concomitant alimentary obesity of the I-II degree was by 30.3 % higher.

Patients reported sleep disturbances, feelings of anxiety and anxiety, which led to a deterioration
in quality of life. The study of the dermatological quality of life index (QOLI) found that in patients with
psoriasis with concomitant alimentary obesity of the I-II degree, the index was 20.3+0.5 points, while in
patients without obesity, it was 14.5+0.4 points. The obtained results prove a pronounced impact of the
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disease on the quality of life of patients in both groups. The QOL in patients with concomitant alimentary
obesity of the I-II degree is 28.6 % higher. Patients with psoriasis with concomitant nutritional obesity of
the I-1I degree noted dissatisfaction with the previous therapy due to the duration of treatment and short-
term remission periods of up to 3 months with episodes of exacerbation 3-4 times a year, and sometimes
the absence of complete regression of psoriasis. Patients with psoriasis without obesity noted the
effectiveness of previous treatment with relapse of the disease 1-2 times a year, indicating a more severe
course of psoriasis in combination with obesity.

When assessing BMI following the obesity classification, the patients in the study group were
obese: 36.25 % of patients had grade I obesity and 63.75 % had grade II obesity. The BMI in the control
group of patients with average body weight was 24.5 kg/m?, which is 35.8 % lower than in the study group.

The results presented show in Table 1 that the level of general clinical blood counts in both groups
is within the normal range.

At the same time, there were significant differences in the biochemical blood test parameters in
patients of the study group compared to the control group. Patients with psoriasis with concomitant
alimentary obesity of the I-II degree had higher glucose by 10 %, total cholesterol by 44.2 %, triglycerides
by 60 % and LDL by 36 % and lower HDL by 4.6 %, total protein by 10.5 % compared to patients with
psoriasis with mean body weight. The data obtained indicate a violation of the protein synthesising function
of the liver due to a decrease in total protein and lipid metabolism with dyslipoproteidaemia.

To evaluate systemic inflammation, the level of hsCRP, IL-33, IL-6 in the study group of patients
was investigated (Table 2).

Table 2
Indices of systemic inflammation in patients with widespread vulgaris moderate psoriasis
with accompanying obesity I-II degree (M+m) n=20

Index Meaning Reference value
1L-33, pg/ml 73.63+6.5 0-54.8
IL-6, pg/ml 12.9+1.45 0-10
he SRB, U/l 13.43+1.28 0.068-8.2

The results of the study indicate that all patients with concomitant nutritional obesity had an
increase in systemic inflammation in terms of hsCRP (13.994+2.98 TU/1), IL-33 (73.69+7.5 pg/mL) and IL-
6 (13.01£1.54 pg/mL). It is known that obesity causes chronic low-intensity systemic inflammation, which
provokes increased insulin resistance by increasing the production of inflammatory mediators by an
excessive number of fat cells [3]. IL-33 is expressed in adipose tissue by adipocytes and macrophages, and
its production depends on weight gain, reflecting the close association between obesity and inflammation.
IL-33 activates mast cells, basophils, eosinophils and killer cells, contributing to inflammatory and
autoimmune diseases. The expression of IL-33 in obese patients increases threefold. In psoriasis, IL-33 is
released by damaged cells to initiate inflammation by activating the NF-kB immune response [7].

Adipocytes and macrophages secrete IL-6 in adipose tissue. The production of IL-6 by adipose
tissue increases with increasing body weight. In turn, hs-CRP is the most essential acute-phase protein that
attaches to the membrane of damaged cells and causes their death by activating complement cascade
reactions and is a marker of IL-6 action. IL-6 regulates the production of hs-CRP in the liver, contributing
to the chronic systemic inflammatory response [6].

The results of the study showed a more severe course of psoriasis in patients with concomitant
alimentary obesity of the I-II degree compared to patients with psoriasis with average body weight, which
is clearly seen in the PASI index, DYT and the frequency of psoriasis exacerbations.

TN /) 7 0777740040/

Alimentary obesity in patients with psoriasis leads to metabolic disorders and systemic
inflammation, which complicates the course of dermatosis and leads to a deterioration in the quality of life
of patients, ineffectiveness of standard therapies and frequent exacerbations of psoriasis.
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RETROGRADE INTRARENAL SURGERY AS A METHOD OF IMPROVING THE
ENDOSCOPIC MANAGEMENT OF OCCLUSIVE CONCREMENTS OF THE UPPER PARTS
OF THE URETER

e-mail: d.ivashchenko@pdmu.edu.ua

The paper presents upper ureter stone treatment with use of retrograde intrarenal surgery. This is the latest method, which
has advantages in treatment of complex cases of nephrolithiasis, stone translocations and residual cases. We analyzed treatment of
patients with ureteral stones. Two representative groups were formed and underwent surgical interventions. Patients of first group
underwent contact lithotripsy with semi-rigid ureteroscope, in patients of group 2 used flexible ureteroscope. We compare total
operation time, average size and density of stones, presence of residual fragments, surgical and postoperative complications.
Performing lithotripsy using a retrograde intrarenal surgery provides higher frequency of achieving “stone-free state”, which is the
ultimate goal of intervention. Also, this is a method that has fewer intraoperative complications, but has a slightly longer duration
of surgical intervention. The use of combination of retrograde intrarenal surgery and semi-flexible ureteroscopy should facilitate
operations, speed up patient recovery and minimize complications.

Key words: ureteral stones, retrograde intrarenal surgery, lithotripsy, flexible ureteroscopy.
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PETPOIPAJTHA IHTPAPEHAJILHA XIPYPIISI AK METO/ MOJIITIIEHHS
EHJIOCKOITYHOIO MEHEP)KMEHTY OKJIIO3YIOUMX KOHKPEMEHTIB BEPXHIX
BIJUILJIIB CEYOBOJY

V poGori mperncraBieHo aHati3 pe3y IbTaTiB JiKyBaHHS KOHKPEMEHTIB BEPXHIX BiIILUTIB CEYOBOAY 3a JOMOMOIOI0 PETPOrpaIHol
iHTpapeHanbHOI Xipypril. Lle HoBiTHIIT MeTox, sSIKMiT Mae MepeBary B JIIKyBaHHI CKJIAIHIX BHNAIKIB He(poiTiady, 0COOIMBO HPY TPAHCIIOKALT
KOHKPEMEHTIB 1 pesnayaibHiX (opmax Hedpomitiady. [IpoBeneHO aHaii3 JiKyBaHHS IMAIEHTIB i3 KOHKPEMEHTaMU cedoBomy. [larienram
HEpLIO] TPYMH NPOBOAIIIM KOHTAKTHY JITOTPHIICIFO HAMIBKOPCTKUM YPETEPOCKOIIOM, y XBOPHX JPYTOi IPYIM BUKOPHUCTOBYBAIN THYYKHN
yperepockorl. BusHauanu 3aranbHy TpHBATCTB Orepaltii, CepeHiil po3Mip 1 MUIbHICT KOHKPEMEHTIB, HasIBHICT 3aJIMIIKOBHX (DParMeHTIB,
BHUHVKHEHHS IHTpaoNepamiiHuX 1 MmicisionepariifHiX yckmaaHeHs. [IpoanarmisyBaBim J1ani, BUSIBIIN, [0 BUKOHAHHS JITOTPHIICH METOOM
perporpajHoi iHTpapeHaIbHOI Xipyprii 3a0esredye OUIbII BUCOKY YacTOTy JOCSTHEHHs CTaHy «stone-freey, II0 € METO0 OIepaTHBHOIO
BIpy4aHHs. TaKox Iie METoH, KU Mae MeHIlIe iHTpaorepaliifHiX yCKIIaJHEeHb, ajle € TeXHIYHO CKJIAHIIINM Ui OCBOEHHS Ta MAe TPOXU
OUIBITy TPUBATICTH OIEPATUBHOTO BTPpyYaHHs. BipHMil HampsMOKk Ha MailiOyTHE — IOEIHAHHS PETPOrpamHol iHTpapeHaIbHOI Xipyprii Ta
HaITiBrHYYKOI yPETEPOCKOITI, 110 M€ MOJICTTIIMTH OIEPALil, IPUCKOPUTH O/Ty KaHHs MALIEHTIB Ta MiHIMI3yBaTH PU3UKH YCKIIaTHEHb.

K1040Bi c;10Ba: KOHKpEMEHTH CEYOBO/LY, PETPOrpaHa iHTpapeHaNbHa Xipypris, JIITOTPUIICIs, THYYKa YPETepPOCKOIIis.

The study is a fragment of the research project “Improvement of diagnostics and treatment tactics in purulent-
inflammatory diseases of soft tissues, acute and chronic surgical pathology of abdominal organs. Prediction of complications and
their prevention”, state registration No. 0118U006953.

At this stage of development of medicine, the tactics for removing kidney stones and stones of the
ureteropelvic segment are described in sufficient details in modern recommendations. Depending on the
characteristics and location of the stones, the constitutional characteristics of the patient, and concomitant
diseases, one or another treatment method is used — distant lithotripsy, laparoscopic operations, retrograde
or percutaneous lithotripsy.
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