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B 1031 10 MI/Kr HE BiIpI3HABCS BIPOT1IHO BiJ MOKA3HUKIB TBAPUH KOHTPOJBHOI TPyNH (HE3aJIEHKHO
Bil 3MiH (oTonepiony). AKTHUBHOCTI MipyBaTKiHa3u B TEYiHII IIypiB 13 JE€KCaMETa30HOBUM
niabeToM OyliM 3H)KEHUMH TOPIBHSHO 3 TIOKa3HMKAMU KOHTPOJIBHOI TPYNH TBapuWH 3a BCIX
peXuMiB OcBiTIeHHA— Ha 17% B 11ypiB, sKi nepedyBajin 32 YMOB IITYYHOTO PiBHOACHHS; Ha 23% y
1IypiB, Kl nepedyBalid 3a yMOB 11JI01000BOT0 OCBiTIeHHS Ta Ha 19% y mrypis, ki nepedyBaiu 3a
YMOB 111710/1000B01 TeMpsiBU. [Ipy 11bOMY aKTUBHOCTI JIAKTAT/IET1APOTEHA3M B MEYIHIN 1a0eTHUYHUX
11ypiB OyiM BipOTiTHO BUIIMMH BiJ MOKa3HUKIB KOHTPOJIBHOI Ipynu TBapuH Ha 19% y miypiB, ki
nepedyBalM 3a yMOB ULITYYHOTO pIiBHOACHHs; Ha 25% y mrypiB, siki mepeOyBajiu 3a yMOB
11710/1000BOr0 OCBITJIEHHS Ta Ha 21% y 11ypiB, ki nepedyBaiu 3a yMOB L1710J000BO1 TEMPSIBHU.

VY mypiB, sIKi KpiM iH €Kil JIeKCaMeTa30Hy BIPOJOBXK €KCIIEPUMEHTY IIOAHS OTPUMYBAIIU
MEJIaTOHIH JIOCHI/DKYBaHI IIOKa3HUKM HE BIIPI3HUIMCS BiJ TaKuX Yy KOHTPOJBHHUX TBapUH
HE3AJIeXKHO Bij 3MiH (oTomepiony.

BucHoBKkH. MenaTtoHiH Cropusie HOPMalli3yBaHHIO MOPYIICHOTO 33 YMOB PO3BUTKY
JIeKCaMeTa30HOBOro [iabeTy OOMiHYy BYIJIEBOAIB IIISIXOM HOPMATi3yBaHHS B MEYiHII IIypiB
AKTMBHOCTEH IMipyBaTKiHA3M Ta JAKTATIACT1APOTeHAa3N HE3aJIeKHO Bijl 3MiH (poTomepioy.

CEKIIIA 6
AKTYAJIBHI IUTAHHSI BHYTPINTHbOI, CIMEMHOI, CHOPTUBHOI MEJIUIIUHA
TA BUIIIOTO MEJICECTPHHCTBA

Al Salama Mohamed Wasek Obeid
STABLE ANGINA PECTORIS COMPLEX THERAPY -
INFLUENCE ON THE MAIN PATHOGENESIS LINKS
Department of Internal Medicine, Physical Rehabilitation and Sports Medicine
Bukovinian State Medical University

Introduction. Prevention of stable angina destabilization is the main goal of finding an
effective drug correction. Uric acid is emerging as one of the cardiovascular risk markers, which
has been shown to be associated with adverse cardiovascular events, especially in patients with high
cardiovascular risk. According to the recommendations, stable coronary heart disease
pharmacological treatment, in addition to traditional first- and second-line drugs, is supplemented
with allopurinol.

The aim of the study. To study the features of the functional state of the myocardium when
allopurinol and quercetin are included in the stable angina pectoris complex therapy.

Material and methods. We examined 120 patients with an objectified diagnosis of stable
angina pectoris (SAP) of Il and Il functional class. All patients received comprehensive treatment
according to existing modern protocols and recommendations for SAP. Some patients were
additionally prescribed quercetin or, for special clinical indications (asymptomatic hyperuricemia
>773 umol/L in men and >595 pmol/L in women), a xanthine oxidase inhibitor (allopurinol). Thus,
patients were divided into three groups: those who received only comprehensive standard therapy
(70 patients (58.33%)), patients with allopurinol included in standard therapy (23 patients
(19.17%)) and patients with quercetin included in standard therapy (27 patients (22.50%)).

At the beginning of inpatient treatment and after 6 months on the outpatient stage, all
patients underwent echocardioscopy (echocardiography) with measurement of left atrial size (LA),
left ventricular (LV) end-diastolic size (LVEDS), left ventricular end-systolic size (LVES), and LV
ejection fraction (EF).

Results. When analyzing the dynamics of echocardiography data in the examined patients, a
significant increase in LV EF occurs with the additional administration of allopurinol (p<0.001) and
quercetin (p<0.05) to the complex therapy. However, the increase in LV systolic function is
significantly more significant with the addition of allopurinol (A% +3.88+1.31 vs. +14.19+4.28%
(p<0.05) in the comparison with standard therapy/standard therapy+allopurinol groups), with a
tendency to intensify with quercetin addition (A% +3.88+1.31 vs. +6.23£2.65% (p>0.2) in the
comparison with standard therapy/standard therapy+quercetin groups). Regression of the LV
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hypertrophy degree occurs with the additional administration of allopurinol to the complex therapy
(p<0.05), with an intensification of LV IM reduction with the addition of allopurinol (A% -
4.77+1.67 vs. -14.18+4.39% (p<0.05) in comparison with standard therapy/standard
therapy-+allopurinol groups). Quercetin administration intensified the reduction of LV IM (A% -
4.77+1.67 vs. -19.22+6.21 % (p<0.05) in the comparison with standard therapy/standard
therapy+quercetin groups), however, in the quercetin group it was not possible to achieve a
complete regression of LV hypertrophy.

Conclusions. 1. The inclusion of allopurinol in the standard therapy of stable angina in
patients with asymptomatic hyperuricemia potentiates the enhancement of systolic function and
promotes the regression of left ventricular hypertrophy. 2. The criteria for additional allopurinol
administration in patients with stable angina and asymptomatic hyperuricemia are the presence of
left ventricular hypertrophy.

Amelina T.M.
GENDER DEPENDENCE OF PATHOGENETIC CHANGES IN PATIENTS
WITH NON-Q-MYOCARDIAL INFARCTION
Department of Internal Medicine, Physical Rehabilitation and Sports Medicine
Bukovinian State Medical University

Introduction. Despite a significant number of scientific studies, the issues of gender
dependence of myocardial infarction (MI) development are relevant and require modern approaches
to the diagnosis and treatment of MI, depending on the findings. It was found that among the acute
MI cohort, in-hospital mortality was higher among women compared to men (41.24% vs. 28.13%:
aOR. 39. 95% CI 1.079-1.798; p = 0.01). A higher risk profile for cardiovascular disease and
atypical symptoms are more common in women.

The aim of the study. To determine certain aspects of biochemical and functional changes
in patients with non-Q-myocardial infarction (NQMI) depending on the patient’s gender.

Material and methods. The main parameters of blood analysis and results of instrumental
examination methods, in particular ultrasound, which are included in the standard package of
patients with MI on admission to the hospital according to the protocol of clinical examinations for
patients in this category, were studied. The sample consisted of 20 patients with non-Q-myocardial
infarction (40% women, 60% men) who were treated at the Chernivtsi Regional Clinical Cardiology
Center. Statistical processing was carried out with a preliminary determination of the type of
distribution in the groups, which was different from normal, so the analysis was performed using
nonparametric Wilcoxon analysis, and correlations between the studied parameters were
determined.

Results. In the group of patients diagnosed with NQMI, when comparing the groups of men
versus women, most of the indicators with a gender difference did not have a significant difference,
however, the level of K+ ions was significantly higher in female patients 4.97+0.18 versus
3.531£0.43 in men (p=0.032), although it was within the normal range in both groups. The size of
the left atrium (LA) was larger in the group of men than in women (4.45+0.1 vs. 3.9+0.21,
p=0.029), and the index of end-systolic size (ESS) was also higher in the group of men (3.66+0.14
vs. 3+0.13, p=0.012). The end-diastolic size (EDS) did not differ in these two groups. As for the left
ventricular ejection fraction (LVEF), it remained higher in female patients (63.83+0.87 vs. 52+2.64,
p=0.011).

The correlation between the studied parameters was also analyzed. In female patients, a
direct correlation between aortic diameter and diastolic blood pressure was found (0.507, p<0.05), a
direct correlation between troponin level and blood cholesterol level (0.490, p<0.05). We were
interested in the confirmation of a direct correlation between blood glucose level and LV size
(0.704, p<0.01, strong relationship), EDS and ESS (0.502; 0.562, p<0.05, direct relationship), and
LV EF (-0.737, p<0.01, strong inverse relationship).

In the group of men, there was a direct correlation between the level of troponin and the
EDS (0.600, p<0.01) and CRP (0.517, p<0.05). There was a strong direct correlation between LV
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