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00pa3oB, 4TO MPHUBOAUT K CYLIECTBEHHOMY YXYyIlIe-
HHIO KQUeCTBa J)KU3HU U PE3YJIETATOB 00Y4CHHUS.

Lean sBHIack pa3paboTKa ONTUMAaJbHOTO JHa-
rHocTH4eckoro anroputma s aereit ¢ XI'CO.

MaTtepuajbl 1 MeTOABI HccaeaoBaHus. [[nd no-
CTHKEHUSI TIOCTABJICHHOH LIENM B OTAEICHHE «BPOX-
JIEHHBIX U mpuoOpereHHBIX 3a0oneBanuii JIOP opra-
HoB» PCHIIMIIIIu B knunuke TamlIMU 6w110 06cCe-
nosaHo 30 nerelt B Bo3pacte oT 3 1o 17 neT, 3a nepuon
¢ 2017 mo 2019. ManpuuxoB 6su10 13, meBouexk — 17.
Mertonuka oOcnmenoBaHMA — BKIIOYaNa: H3yYCHUS
aHaMHe3a M kajo0 OG0JILHOTO, 00K OTOPHHOIAPHH-
TOJIOTHYECKHH OCMOTp 0€3/C IHI0CKOMHEH, OTOMUKPO-
CKOITUSI, CIIyXOBBI€ TECTBl, M3YYEHHS MHUKPOQIOPHI
XPOHHYECKOTO BOCTIAIUTENBHOTO cekpeTa, OAD, THM-
MaHOMETPHsl, TOHAJIbHAs IIOPOroBasl ayJUOMETpHs,
MCKT BHCOYHOH KOCTH.

Pe3yabrarsl. J[aBHOCTH OOJE3HM cOCTaBisUIa
npumepHo 1-10mer. Hambonee gacToit sxano60it 60Ib-
HBIX U MX pOITUTEJeH OBUIO THOSTeUCHHS U3 yxa y 23

nereii (76,86%), 3anax u3 yxa y 17(56,6%), cHuxeHue
ciryxa 'y 20(66,7%) u ronosHast 601b y 14(46,7%). Ilpn
ayZMOJIOTMYECKOM HCCIICOBAHUY XapaKTep ayaHoiio-
TMYECKOW KPHBOI MMPAKTUUECKH Y BCEX OOJIBHBIX HOCHII
CMEIIaHHbIH XapaKTep ¢ pa3MuHbIM KOCTHO-BO3/YIII-
HBIM HHTEpBANIOM. MHTpaomepaluoHHO BO BCEX CIy-
4asix ObLIO BBISIBICHO, PEKKYpPAHTHAs X0JIeacTearoMa y
25 (83%) OomBpHBIX, TpaHyIANNH ¥ ouIeL y 23 (77%).
KaramHecTHueckne JaHHbIE 3a ONEPHUPOBAHHBIMHU
yIIaMH B TEYCHHUH 3 JIET MOKA3aJI0 aHATOMHYIECKHUE pPe-
3ynpTathl y 93% O0MbHBIX, (PyHKINOHAHBIE PE3Yib-
TaTel y 73%.

BreiBoasl. bonsabie XI'CO obpariarotest 3a MeTu-
LIHCKOH TTOMOIIBIO NTPH HAJIMYHH 5KaJI00, BOCTIAJICHUN
i HarHoeHNH. OCHOBHBIM METO/IOM JICYEHUs OOJIb-
HeIX X['CO siBnsieTcst XMpypru4eckoe Je4eHus, MpH-
YeM MPOBENICHUS] OTHOMOMEHTHOE CAHUPYIOLIETo U pe-
KOHCTPYKTHUBHOTO OTEPAIHIO Ha yXe.
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Summary.

As a result of studies, it was found that patients with non-alcoholic steatohepatitis on the background of
obesity are characterized by lipid distress syndrome with an increase in total cholesterol in blood, low density
proatherogenic lipoprotein, deficiency of anti-atherogenic high-density lipoproteins. The role of nitrosative stress
in the pathogenesis of nonalcoholic steatohepatitis, the confirmation of which is the increase in the concentration
of nitrosothiols, peroxynitrite and other metabolites NO in the blood. Thus, with the comorbid flow of non-alco-
holic steatohepatitis and chronic kidney disease of the I-1I stage, on the background of obesity, a deeper lipid
imbalance, hypercholesterolemia, including in the low density lipoprotein (1.8 times, p <0.05), a decrease in the
content of high density lipoprotein (1.8 times, p <0.05), an increase in the atherogenicity index, and hyperproduc-
tion of the endothelium and lymphocytes from the progressive damage to the endothelium (an increase in the
number of desquamated endothelial cells).

Peziome.

B cmampve npu@edeﬂbl meopemuveckoe o6o6meﬂuepe3yﬂbmam06 ucmec)ogaﬂuﬂ ﬂunudHoeo cnekmpa Kpoeu
u aﬂdomeﬂuaﬂbHoﬁ ducqbyhmuuu 3a K0M0p6ubﬂocmu mevyernusl HedjslKO201bHO20 cnmeamozenamuma C OHCUPEHUEM
u xpoHuyeckou bonesnvio nouex I-1I cmaouu, conpogooicoaemcs 2nyOOKUM TUNUOHBIL OUCOANAHC, 2unepxoaecne-
ponaemus, 6 m.u. 6 cocmaee Jlunonpomeu()oe HU3KOU niomHocmu, CHUdMICeHue CO()@p.?fCCZHM}Z Jzunonpomeuboe 6blCO-
KO NIOMHOCIU, POCH UHOEKCA amepoceHHOCIU, a maxdice cunepnpodykyus NO sndomenuem u aumpoyumamu
C npocpeccupyiomum noepeAHcoeHuem IHOOMeusl.

Pesrome.

Y cmammi nasedeno meopemuune y3acanvueHHs pe3yibmamis 00CAIONCEHH TINIOH020 CReKmpy Kposi ma
enoomenianbHoi oucyuryii 3a KomopoOioHo20 nepedicy HeaNKo20AbHO20 CMeamo2enamumy 3 ONCUPIHHAM Mda
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XPOHIUHOW X60p06010 HUpok I-I1I cmadii, wjo cynpoeodscyemuvcs enubwium AnioHuil oucbarauc, 2inepxorecmepo-
Jemis, y m.u. y cKaaoi 1inonpomeioié HU3bKoi 2yCmutu, 3HUNCEHHsL 6MICMY JINOnpomeioie UCOKOI 2yCmuHu, 3p0-
CMAHHs THOEeKCy amepo2enHocmi, a maxodic einepnpodykyiss NO endomeniem ma aimpoyumamui i3 npoepecyroyum

VUIKOOICEHHAM eHOOMENIIO.
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Introduction. The comorbidity of non-alcoholic
steatohepatitis (NASH) and chronic kidney disease
(CKD) on the background of obesity is often recently
drawn to the attention of both practitioners and re-
searchers [1, 2]. Schematically, the development of
NASH can be presented in several stages: fatty infiltra-
tion of the liver, oxidative stress, mitochondrial dys-
function, TNF / endotoxin-mediated injury, aseptic in-
flammation, diffused liver fibrosis, development of
liver-cellular insufficiency (LCI) [1,2,3]. The first
place among the causes of the development of NASH
is insulin resistance syndrome. NASH most often oc-
curs in obesity (20-81%). The prevalence of NASH in
the world is 10% (600 million people) [2,4,5]. In the
last 5 years in Ukraine, the incidence of steatohepatitis
has increased by 76.6%. In the 12-40% of patients with
liver steatosis during 8-13 years, NASH develops with
early liver fibrosis (LF).

The frequency of occurrence of NASH in patients
with CKD is unknown. The mechanisms of their joint
development are described in isolated works, which
were conducted mainly in the experiments. Despite the
fact that among various pathological processes in the
internal organs that occur in the background of a meta-
bolic syndrome - NASH is an extremely common dis-
ease, and quite often it occurs in patients with CKD, so
far, this comorbidity remains a significant problem of
the present and needs to be sufficiently studied.

The aim of the study — to find out the features of
the lipid blood spectrum and the development of endo-
thelial dysfunction in non-alcoholic steatohepatitis in
patients with obesity of the 1st degree and chronic kid-
ney disease of the 1st and 2nd stage.

Material and methods of research. 135 patients
with non-alcoholic steatohepatitis (NASH) with
comorbid obesity | degree and chronic kidney disease
(CKD) of the 1st and 2nd stage, were examined.
Patients were divided into 2 groups: of which 52
patients with non-alcoholic steatohepatitis with obesity
I degree (group 1), 53 patients with non-alcoholic
steatohepatitis with comorbid obesity of the 1st degree
and chronic kidney disease of the I-II stage (chronic
uncomplicated pyelonephritis with latent phase in
subsiding exacerbation phase) (group 2). The control
group consisted of 30 practically healthy persons of the
corresponding age and sex. The average age of patients
was (45.8 + 3.81) years, men were 48, and women 57
persons.

The functional state of the endothelium was
studied by the content of stable metabolites of nitrogen
monoxide (NO) (nitrites, nitrates) In the blood by
L.C.Green et al. The number of desquamated

endothelial cells in the blood was determined by the
method of J.Hladovec in the modification of N.N.
Petrischev et al. The lipid blood spectrum was studied
based on the content of common lipids (TL), total
cholesterol, triacylglycerols (TG), low density
lipoprotein (LDL) and high-density lipoprotein (HDL)
(Danish Ltd, Lviv), and also calculated the index of
atherogenicity (I1A) by the formula: 1A = total
cholesterol / HDL. The degree of carbohydrate
compensation was determined by the level of glycemia
in the onset and 2 hours after glucose loading (glucose
tolerance test) by the glucose oxidase method, the
content of insulin in the blood (DRG System) - by the
immunoassay (ELISA) method, the content of
glycosylated hemoglobin (HbA1c) using standard sets
of reagents (DanishLtd, Lviv) by the method of V.A.
Koroleva. The degree of insulin resistance (IR) was
determined by the size of the body mass index (BMI):
body weight (kg) / height2 (m); The HOMA-IR index
(D.R. Matthews et al.), which was calculated using the
HOMA Calculator Version 2.2 Diabetes Trials Unit,
University of Oxford (UK). The statistical analysis was
performed using parametric and non-parametric criteria
(Student, Pearson) on RS AMD Athlon 64 using
Statistica 5.1 software (StatSoft, Inc., USA) and SPSS
10.0.5. Standard Version.

The diagnosis of NASH was established in
accordance with the unified clinical protocol, approved
by the order of the Ministry of Health of Ukraine No.
826 from 06.11.2014, in the presence of criteria for the
exclusion of chronic diffuse liver disease of the viral,
hereditary, autoimmune or medicinal genesis as causes
of cholestatic or cytolytic syndromes, as well as the
results of the USG survey. Diagnosis and treatment of
CKD were performed according to the
recommendations of the clinical guidelines of the State
Institute "Institute of Nephrology, NAMS of Ukraine"
(2012). The analysis of clinical manifestations of
NASH and CKD of the 1st and 2nd stage, biochemical,
laboratory parameters of the functional state of the
liver, kidneys, endothelium, ultrasonographic data was
studied in dynamics after 30, 90 days of treatment, as
well as 3 months after treatment.

The statistical analysis of the results was carried
out in accordance with the type of research carried out
and the types of numerical data that were obtained. Dis-
tribution normality was verified using Liliefors,
Shapiro-Uilka tests and the direct visual evaluation of
eigenvalues distribution histograms. Quantitative indi-
ces having a normal distribution are represented as
mean (M) £ standard deviation (S). Discrete values are
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presented in the form of absolute and relative frequen-
cies (percentage of observations to the total number of
surveyed). For comparisons of data that had a normal
distribution pattern, parametric tests were used to esti-
mate the Student's t-criterion, Fisher's F-criterion. In
the case of abnormal distribution, the median test,
Mann-Whitney Rank U-Score, and Wilcox's T-crite-
rion (in the case of dependent groups) were used for
multiple comparison. Statistica for Windows version
8.0 (Stat Soft inc., USA), Microsoft Excel 2007 (Mi-
crosoft, USA) software packages were used for statisti-
cal and graphical analysis of the obtained results.
Results of the research and their discussion.
Analysis of the lipid profile of the blood in patients with

NASH and obesity showed a number of changes that
differed depending on the presence of CKD (table 1).
Indicators of concentration in blood of total lipids in
patients of 1st and 2nd groups exceeded the norm by
26.4% and 34.2%, respectively, with a statistically sig-
nificant difference between the groups (p <0.05). The
content of total cholesterol in blood indicated that it in-
creased by 37.4 and 46.7 (p <0.05) compared with
PHPs in patients of 1st and 2nd groups. Changes in the
concentration of TG in the form of a significant in-
crease (respectively, 2.2 and 2.0 times (p <0.05)) were
recorded in the 1st and 2nd groups of patients.

Table 1

Indicators of lipid spectrum of blood, glycemia and endothelial dysfunction in patients with non-
alcoholic stethohepatitis, obesity of the I-11 degree and with comorbidity with chronic kidney disease of
the I-II stage (M = m)

Indicators, units measurement Groups of Pa tients surveyed - -
' PHP Group 1 NASH+Obesity | Group 2 NASH with CKD + Obesity

Total Cholesterol, mmol / | 4,7240,11 6,89+0,38* 6,93+0,39%/%%*

LDL, mmol /1 2,544+0,02 4,05+0,022 * 4,58+0,04*/**

HDL, mmol / | 1,28+0,05 0,72+0,02 * 0,76+0,04 */**

TG, mmol /| 1,47+0,03 2,4240,03* 3,19+0,07 */**

NO IN BLOOD, mmol /| 15,32+1,225 30,49+1,318 * 40,51+1,173 */**

ET-1, pmol /| 6,17+0,854 11,250,457 * 18,83+0,559 */**

DEC x104/L 3,03+0,204 3,87+0,123 * 5,80+0,127 */**

Notes: * - changes are probable in comparison with the index in PHP (P <0,05);

** - changes are probable when comparing the indices in patients with NASH (P <0.05);

That is, the content in TG in the blood in the
comorbid flow of NASH with CKD and obesity were
significantly lower than in patients with NASH and
obesity.

The study of blood concentrations of proathero-
genic lipoprotein fractions indicated a number of
changes: the concentration of LDL in the patients of the
1st group was 1.5 times higher than the control group
(p <0.05), and in patients of the 2nd group LDL in-
creased in 1.7 times (p <0.05). It is also necessary to
point out that with the increase in the activity of cytol-
ysis, the content of the cholesterol and LDL in the blood
in NASH with comorbidity with CKD and obesity - in-
creased, which may be an important prognostic factor
in the progression of atherosclerosis in these patients.
Concentration in blood of antiatherogenic lipoproteins
- HDL in patients of both groups was significantly
lower in comparison with control: in patients of the 1st
group - in 1,5 times (p <0,05), in 2nd group - 1,7 times
(p <0.05). As can be seen from the results of the study,
the maximum suppression of HDL synthesis (Table 1)
was observed in patients of the 2nd group, indicating a
minimum level of protection of endothelial vessels
from free radical aggression and atherogenic fractions
of blood lipids. The result of these changes was a sig-
nificant increase in the index of atherogenicity in pa-
tients of both groups of observation: the 1st group - 2.2
times, the 2nd group - 2.0 times with the maximum
changes in the index in patients with NASH, CKD and
obesity, which testifies on the one hand, the presence of
significant risk factors for the progression of athero-
sclerosis in these patients on the background of obesity,

and on the other - on the favorable pathogenetic situa-
tion with regard to the progress of NASH. Thus, the de-
velopment of NASH in patients with CKD and obesity
is accompanied by a significant disorder of dis-hyper-
lipidemia with the highest among groups comparing
with the increase in the content of cholesterol and low-
density proatherogenic lipoprotein, a possible decrease
in high-density anti-atherogenic lipoprotein and an in-
crease in the atherogenicity index.

In patients of 1st and 2nd groups, a slight increase
in cardiac glycemia was observed at 9.3% and 14.8%,
respectively (p <0.05) compared with the control
group. Analysis of indicators of postprandial glycemia,
obtained during Gamma glutamyltransferase (GGT), in
patients of 1st and 2nd groups also showed an increase
in glucose content in 120 min after loading - respec-
tively by 16.5% and 31.2% (p <0.05) compared with
indicators in the PHP group. Investigation of insulin
content in blood on an empty stomach revealed hyper-
insulinemia, which in patients of the 1st group ex-
ceeded the index in the PHP group by 1.9 times; in pa-
tients of the 2nd group insulin content exceeded the
norm by 2.2 (p <0.05) times .

The results of the study showed that in patients
with NASH, a significant increase in the content of NO
in the blood was detected in comparison with the index
in PHP (p <0,05) (Table 1) ingroup 1 - in 2,1 times, in
the 2nd group - in 2,6 times (p <0,05). The role of ni-
trosative stress in the pathogenesis of NASH was
proved, the confirmation of which is the increase in the
concentration of nitrosothiols, peroxynitrite and other
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metabolites NO in the blood [2, 10]. Increased peroxy-
nitrite formation due to the generation of NO by leuko-
cytes is an important aspect of the damaging effect and
inflammation process in NASH [3]. Pathological hy-
perproduction of NO by endothelial cells and leuko-
cytes from inflammatory infiltrates in the liver contrib-
utes to the development of nitrosative stress in NASH.
The established hypernitrate in blood may also be con-
sidered compensatory in response to hyperproduction
of ET-1 in all observational groups. Thus, the content
of ET-1 exceeded the index in PHP, respectively, in pa-
tients in the 1st group in 1.7 times, in the 2nd group - in
3.0 times (p1-2 <0.05). Confirmation of the presence of
endothelial dysfunction (ED) in patients with NASH
with CKD resulted in a probable growth of the number
of desquamated endothelial cells (DEC) in the 2nd
group of patients in 1.9 times (p2 <0.05). Generation by
neutrophils during the exacerbation of NASH of a sig-
nificant number of active forms of oxygen and nitrogen
and hyperproduction of endothelial cells and endome-
trial lymphocytes with progressive damage to the endo-
thelium (growth of DEC) leads to significant ED, ac-
companied by mosaic angiospasm of the arteries due to
hyperproduction of ET-1 and parectic vasodilatation of
the veins of the portal vein system because of the hy-
perproduction of NO.

Conclusions Thus, in patients with non-alcoholic
steatohepatitis on the background of obesity lipid dis-
tress syndrome with an increase in total cholesterol in
blood, low density proatherogenic lipoproteins, and a
deficiency in anti-atherogenic high-density lipopro-
teins is characterized. In a comorbid flow of non-alco-
holic steatohepatitis and chronic kidney disease stage |
and 11 on the background of obesity a deeper lipid im-
balance (hypertriacylglycerolemia (2.1 times, p <0.05),
hypercholesterolemia (1.5 times, p <0.05), including in
the low density lipoprotein (1.8 times, p <0.05), de-
crease in the content of high density lipoprotein (1.8
times, p <0.05), increase in the atherogenic index (at 2
, 7 times, p <0,05), as well as hyperproduction of the
endothelium of the NO and lymphocytes with progres-
sive damage to the endothelium (growth of DEC)) was
confirmed.
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