KNIHIYHI JOCNIAXEHH4A

S. Smiyan
A. Bilukha

I. Horbachevsky Ternopil
National Medical University
of the Ministry of Health

of Ukraine

Key words: cardiovascular
risk, comorbidity index, q-risk,
comorbidity, PSACI.

DOI: 10.32471/rheumatology.2707-6970.93.18212
UDC 616-06:616.72-002-02:616.517-07

COMORBIDITY PROFILE
ASSESSMENT IN PATIENTS
WITH PSORIATIC ARTHRITIS:
A COMPREHENSIVE STUDY

Psoriatic arthritis (PsA) is a persistent autoimmune type of arthritis marked
by inflammation in the joints often associated with psoriasis, elevates the risk
of various concomitant disorders, notably cardiovascular, endocrine, and
psychological comorbidities; thus, comprehending the intricate relationship
between psoriatic arthropathy and these comorbidities is paramount
for optimizing diagnostic, therapeutic, and management approaches
for patients with PsA. This study aimed to investigate the prevalence
and impact of comorbidities in PsA patients. A total of 223 patients were
examined from 2018-2023 at Ternopil Regional Hospital’s rheumatology
department, following a comprehensive diagnostic protocol. Comorbidity
indexes were used to evaluate the impact of comorbidities on 10-year
survival in those patients. The study revealed that 55.6% of patients with
psoriatic arthritis had cardiovascular diseases, 37.7% suffered from
endocrine disorders, and 75.8% of patients reported a decline in the quality
of life in the categories of physical activity, pain, and mental health over the
past 5 years. The findings reveal individuals with PsA have a moderate risk
of experiencing unfavorable cardiovascular events over the next decade,
highlighting the need for effective cardiovascular risk management.
This study underscores the significance of addressing cardiometabolic
comorbidities, with a particular emphasis on cardiovascular disorders,

to mitigate long-term risks and improve patient well-being.

INTRODUCTION

Psoriatic arthritis (PsA) is a complex autoimmune
inflammatory arthritis condition often linked
with psoriasis. Belonging to the spondyloarthropathy
group, PsA affects both the spine and peripheral joints,
often accompanied by enthesitis and dactylitis [1, 2].
Aside from the skin and joint symptoms, psoriatic
arthritis is characterized by a range of additional
immune-mediated manifestations outside the joints
and skin. These may encompass conditions such
as inflammatory bowel disease and autoimmune eye
disorders. Moreover, according to studies conducted
by S. Gupta et al. [3], patients commonly experience
comorbidities, which can significantly impact disease
domains such as activity, impact on patients, functional
abilities, and overall quality of life.

Based on research conducted by A. Haddad
et al. [4], O. Elalouf et al. [5], the mortality rate
in individuals with PsA surpasses that of the general
population, primarily due to cardiovascular (CV)
diseases. Recently, in their study, L.V. Khimion &
A.V. Boiko [6] confirmed well-established data that
systemic inflammation triggered by psoriatic disease
results in heightened insulin resistance, endothelial cell
dysfunction, atherosclerosis, and atherothrombosis,
culminating in serious adverse conditions. Endothelial
cell dysfunction (ED) and inflammation initiate

atherosclerosis development, correlating with
the disease course and insulin resistance, as indicated
by studies conducted by M. Marushchak et al. [7] and
F.C.A. Babalic et al. [8].

The cumulative effect of inflammation correlates
with the severity of atherosclerotic plaques inindividuals
affected by psoriatic arthritis, as highlighted in a study
conducted by L.M. Perez-Chada & J.F. Merola [9],
indicating that PsA is linked to a 55% higher likelihood
of developing cardiovascular conditions, such
as ischemic heart disease (IHD), cerebrovascular
disease, and congestive heart failure.

Psoriatic arthropathy is associated with
a heightened occurrence of type 2 diabetes mellitus,
obesity, and metabolic syndrome in contrast to both
the general population and the rheumatologic profile.
Notably, there is an independent association between
insulin resistance and the severity and duration
of the disease [3, 8, 9]. Additionally, these patients
exhibit an increased prevalence of non-alcoholic fatty
liver disease (NAFLD), which is further associated with
hypercholesterolemia, hypertriglyceridemia, obesity,
metabolic syndrome, and disease severity. It is worth
noting that medications such as nonsteroidal anti-
inflammatory drugs (NSAIDs), disease-modifying
antirheumatic drugs (DMARDs), and tumor necrosis
factor-alpha (TNF-a) blockers could also contribute
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to hepatotoxicity and abnormalities in liver function
tests [3, 10].

One of the largest studies was conducted
in 2022 by the Framingham Heart Study team
(Framingham, USA), led by B. Tejada et al. [11]
of the National Heart, Lung, and Blood Institute, where
7,287 patients were examined. Up to 26 proteins
associated with the inflammatory process were
assessed, and higher levels of inflammation were found
to be associated not only with abnormal levels of lipids,
glucose, fibrinogen, uric acid but also with anincreased
risk of developing hypertension and diabetes.

Building upon the high prevalence of comorbid
pathology and recognizing the substantial negative
impact it exerts on the course of the primary
ailment, as described above, recommendations
for its management have been even integrated into
the core global treatment guidelines. In June 2022,
the Group for Research and Assessment of Psoriasis
and Psoriatic Arthritis (GRAPPA) released updated
guidelines, with the previous version dating back
to 2015. This comprehensive framework not only
addresses the treatment of peripheral and axial arthritis,
enthesitis, dactylitis, and skin and nail psoriasis but also
offers essential insights into managing comorbidities
that profoundly influence the treatment strategy [12].

Psoriatic arthropathy is a complex autoimmune
inflammatory condition that not only affects joints
and skin but also brings forth a range of systemic
complications. Among these, CV diseases, obesity,
metabolic syndrome, type 2 diabetes, osteoporosis,
fatty liver disease, depression, and anxiety have
emerged as significant comorbidities in those patients.
The incidence of these comorbid conditions is
significantly elevated in PsAin comparison to the general
population. Furthermore, these comorbidities not only
complicate the clinical course of this nosology but
also contribute to increased morbidity and mortality
rates among affected individuals. Understanding the
intricate relationships between PsA and its comorbidities
is of paramount importance for improving patient
care, enhancing treatment strategies, and ultimately,
enhancing the quality of life for those living with
this disese. The aim of this study was to investigate
the prevalence and impact of comorbidities in patients
with PsA.

MATERIALS AND METHODS

The studyincludedtwo hundredtwenty-three patients
with PsA who were examined at the rheumatology
department of Ternopil University Hospital from
2018 t0 2023. Participants were required to be at least
18 years old, have a minimum of 6 months of follow-
up during the study visit, and fulfill the disease criteria
based on the CASPAR criteria [2, 13]. All patients
in the study exhibited chronic plaque psoriasis and
reported enduring discomfort or inflammation in any
of their fingers (toes) and/or sacroiliitis. Individuals with
a history of inflammatory bowel diseases, or reactive
arthritis associated with urogenital, intestinal, or other
forms of infections (such as Borrelia burgdorferior viral
etiology) were excluded from the study.
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All patients who agreed to participate underwent
a comprehensive evaluation using standard diagnostic
methods. This included common blood tests with
erythrocyte sedimentation rate (ESR) and thrombocyte
counts, urinalysis, assessment of acute phase
indicators such as C-reactive protein (CRP), lipid
profile (including plasma lipoprotein particles such
as total cholesterol, high-density lipoprotein (HDL),
low-density lipoprotein (LDL), and triglycerides), X-ray
or magnetic resonance imaging (MRI) of the affected
joints (including sacroiliac joints for differentiation
of active/inactive sacroiliitis), electrocardiogram
(ECG), echocardiography, ultrasound examination
with checking for thickening of the intima-media of the
common (TCIM) carotid artery, and detection of Human
Leukocyte Antigen B27 (HLA B-27), thyroid function
tests, bone profile, hepatitis markers, Rheumatoid
factor, anti-nuclear antibodies (ANA) and anti-cyclic
citrullinated peptide antibodies (anti-CCP).

To evaluate the 10-year risk of CV disease, both
the QRISK-3 and systematic coronary risk evaluation
(SCORE) scales were employed [14-16]. Disease
activity was assessed using the Disease Activity
Score for Psoriatic Arthritis (DAPSA), where a score
<4 indicated remission, >4-<14 represented low
disease activity, >14-<28 indicated moderate disease
activity, and >28 signified high disease activity [2].
The extent of functional ability and patients’ quality
of life was measured using the Health Assessment
Questionnaire-Disability Index (HAQ-DI) and the
Sf-36 [17-19]. Skin involvement in the study was
evaluated using the Psoriasis Area and Severity Index
(PASI), a well-established tool for assessing psoriasis
severity. A score below 1 indicated remission, while
a score between 1 and 10 was categorized as mild,
10-20 as moderate, and a score above 20 as severe
psoriasis [2;18].

The Charlson Comorbidity Index (CCI) and PsA-
comorbidity index (PsACI) were employed to evaluate
the comorbidity profile and estimate the 10-year
survival rate among PsA patients [20-22]. The PsACI
was developed through a multivariate regression
analysis, identifying a total of 29 comorbidities. Based
on the regression coefficients of these variables,
a scoring system was established, resulting in a score
range from 0 to 37. The scores of each comorbidity are
detailed in Table 1, a cut-off point of 8 was determined,
which exhibited a sensitivity of 97.5% and a specificity
of 87% [21; 23].

With the aim of assessing the treatment impact
on the comorbidity profile in the examined patient
cohort, individuals with a disease duration exceeding
10 years and with moderate to high disease activity
were selected, either historically or at the time
of examination, accounting for 198 cases (88.8%).
The first group (n=46) consisted of patients who did
notreceive any treatment or only received symptomatic
NSAIDs. The second group (n=124) comprised
patients who were treated with conventional synthetic
disease-modifying antirheumatic drugs (DMARDSs),
while the third group (n=28) underwent therapy with
biological agents (primarily golimumab in 75% of
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Table 1
Scores for Each Comorbidity

PsACI

29 Comorbidities Assigned Score 0-37
Disease Severity score > 3 B
Metabolic Syndrome
Myocardial Infarction
Ischemic Heart Disease
Depression
Diabetes Mellitus
Fracture
Hypertension
Hyperlipidaemia
Arrhythmia
Cerebrovascular Disease
Peripheral vascular disease
Liver disease
Fall 1

29 Comorbidities Assigned Score 0-37
Pulmonary disease 1
Endocrine
GIT
Renal
Tumour
Infection
Anxiety
Smoking
Osteoporosis
Periodontitis 0.5
Osteoarthritis 0.5
Fibromyalgia 0.5
Eye inflammation/ uveitis 0.5
Vasculitis 0.5
Amyloidosis 0.5
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cases) in combination with conventional synthetic
DMARDs.

For statistical analysis, traditional methods
of analysis were employed. The data were analyzed
using IBM SPSS Statistics 27, a statistical software
platform, to assess and compare the various
parameters among the study participants. Statistic
comparisons for normally distributed continuous
variables were performed with the Student t-test and
Mann-Whitney U test for nonnormally. Spearmans
rank correlation coefficient was used to calculate
the correlations. To identify indicators influenced by
the type of prescribed treatment, parametric analysis
of variance and rank-based analysis of variance (using
Kruskal-Wallis) were employed. When significant
intergroup differences were detected (p<0.05),
a post-hoc test was conducted for parametric analysis
of variance, involving pairwise group comparisons
using the Tukey criterion, and a comparison of mean
rank values was performed for non-parametric
analysis of variance. Participants provided informed
consent, and their confidentiality and anonymity
were maintained. The study had no adverse effects
on participants’ health and adhered to the ethical
norms of the Helsinki Declaration for research involving
human participants [24].

RESULTS AND DISCUSSION

The average age of individuals in the study stood at
39.8%0.74 years, coupled with a mean disease duration

of 15.8+0.62 years. Isolated psoriatic spondylitis was
diagnosed in 35 patients (15.7%), while another 111
(49.8%) exhibited it alongside peripheral arthritis,
and 77 (34.5%) solely displayed arthritis, manifesting
in various clinical forms (mono-oligo or polyarthritis).

The evaluation of PsA progression utilizing the
DAPSA index unveiled a prevalence of high (43.5%)
and moderate (48.4%) disease activity levels, with
scarce instances of individuals showing low (8.1%)
disease activity or reaching a state of remission (0%).
Concerning the scrutiny of the clinical manifestations
of psoriatic severity as per the PASI scale, 68 patients
(30.5%) showcased a severe course, 118 patients
(52.9%) demonstrated a moderate trajectory, and
37 patients (16.6%) displayed a milder course,
respectively. The analysis conducted to assess the
overall well-being and quality of life of patients (based
on the Sf-36 scale) revealed that over the past 5 years,
169 individuals (75.8%) noted deterioration in the
following categories: physical functioning, bodily pain,
and mental health. Health assessment (using HAQ-DI)
demonstrated the presence of a moderate to severe
level of impairment in the majority of cases (1.85+0.11).

Analysis of 223 patients (Fig. 1) unveiled
a substantial inclination towards cardiometabolic
(CM) comorbidities in PsA. Among the cases,
55.6% (124 patients) displayed CV disorders,
while 37.7% (84 patients) exhibited endocrine
disorders encompassing metabolic irregularities.
Psychological conditions, notably depression and
anxiety, were noticed in 29.2% (65 patients), followed
by gastroenterological ailmentsin 27.4% (61 patients),
neurological conditions in 21.5% (48 patients),
pulmonological issues in 16.6% (37 patients),
hematological problems in 11.2% (25 patients,
primarily anemia), and autoimmune eye diseases
in 3.6% (8 patients, primarily uveitis). Remarkably,
during the examination, 119 patients (53.4% of
cases) presented mixed pathologies, signifying the
coexistence of two or more nosologies, whereas only
5.4% (12 patients) exhibited no indications of any other
ailment besides psoriasis and PsA.

Among the observed comorbidities, dyslipidemia
was among the most frequently noted, occurring

Comorbidity Profile Among PsA Patients (N=223)
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Fig. 1. Comorbidity profile among examined patients. Source: compiled
by the authors
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in 118 patients (53.0%). Similarly, hypertension
was prevalent in 112 patients (50.2%), followed
by depression and/or anxiety affecting 59 patients
(26.5%), obesity in 58 patients (26.0%), and
radiculopathy in 39 patients (17.5%) (Fig. 2).

To gauge comorbidityindexes, CCl, awell-recognized
and frequently employed measure of comorbidity. It
averaged at 1.58 points (95% CI 0.0-5.0), suggesting
a 10-year survival rate of approximately 93% among
PsA patients. Furthermore, PsACI, a distinct index
tailored for PsA patients. It accounts for the severity
stage of PsA and encompasses a broader spectrum
of diseases in its algorithmic process. The PsACI
score registered at 8.85 points (95% CI 0.5-15.5),
potentially aiding in identifying subsets of PsA patients
at elevated risk for comorbidities. The findings indicated
a higher prevalence of comorbidities associated
with heightened PsA disease activity, duration, and
functional constraints. A threshold of 8 was pinpointed
in 142 instances (63.7%), facilitating the recognition
of patients facing a heightened 10-year mortality risk.

The study also delved into CV risk assessmentin PsA
patients, as heart and vascular conditions constituted
a significant portion of the comorbidity profile in
examined individuals. It was ascertained that psoriatic
arthropathy is linked to an intermediate (9.4+0.35%)
likelihood of encountering adverse heart-related events

Top 5 MOST COMMON COMORBIDITIES
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Fig. 2. Most commonly encountered pathologies among examined
patients. Source: compiled by the authors
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within the following 10 years. This stands 8 to 9 times
higher than the risk for healthy age, sex, and ethnicity-
matched subjects. Patients who did not receive DMARD
treatment during a prolonged disease course had an
increased likelihood of experiencing significant adverse
cardiovascular events (11.9£0.47%). This association
remained independent of conventional CV risk factors
and correlated with markers of disease severity and
activity, underscoring the critical role of optimal PsA
treatment in enhancing CV outcomes.

Conversely, the risk appraised as low (1.9£0.24%)
using the classical SCORE. Additionally, according to
requirements, this scale was applied only to individuals
over 40 years old, as well as the absence of accounting
for the influence of other important risk factors in the
algorithm, e.g. in this case, the systemic inflammatory
process, which, alongside this, prevented its further
use in this study. Moving forward to the statistical
analysis, this study aimed to uncover the factors
affected by the prescribed treatment types. These
analyses allowed us to identify statistically significant
differences between the groups (p<0.05). The results
of the analysis of variance are presented in Table 2.

Significant intergroup differences were observed
for indicator of inflammatory processes, such as the
levels of CRP (p<0.001), disease activity index —
DAPSA (p<0.001), severity of skin involvement — PASI
(p<0.001), and CV risk based on Q-risk (p<0.001).
It is worth noting that no intergroup differences were
found for comorbidity indexes. This could be attributed
to the fact that the majority of patients did not receive
immunobiological and disease-modifying medications
from the onset of the disease, but rather after a certain
period, when psoriasis had already negatively affected
organs and systems.

Upon further post hoc analysis of the data, it
became evident that the majority of differences
between groups were observed in patients who did
not receive any form of treatment (Group I) and those
who were treated with DMARDSs plus biological therapy
(Group IlI). Significant correlations were identified
in bivariate analysis between the outcomes of PsACI

Table 2
Clinical and laboratory characteristics of patients with PsA in relation to the applied therapy
Parameter (Inglo:g) (:‘I g’;’ ;2) Il(:lg=r;:)p p
Duration of lliness, years 14.2+1.1 15.4£0.9 17.2+1.3 p>0.05
Average Age, years 37.2+2.5 39.9+2.1 38.4+1.7 p>0.05
DAPSA, index 22.14+1.12 17.80£1.22 14.83+1.37 p<0.001
PASI, index 18.7+1.8 14.2+0.7 11.2+1.2 p<0,001
C-reactive Protein, mg/L 9.1+x1.19 5.2+0.44 3.1+0.11 p<0.001
ESR, mm/hour 22.3+2.53 15.5+1.17 11.8+1.32 p<0.001
QRISK-3, index 12.1£0.75 8.9+0.22 7.1%0.31 p<0.001
Pain by VAS, mm 75.4+3.5 71.1£3.4 74.9+2.2 p>0.05
PsACI, index 8.9+0.37 8.8+0.41 9.4+0.42 p>0.05
CCl, index 1.45+0.08 1.59+0.12 1.68+0.18 p>0.05
HAQ-DI, index 1.71£0.12 1.87%0.15 1.84+0.09 p>0.05
Total cholesterol, mmol/I 4.95+0.15 5.28+0.12 5.51£0.17 p<0.001
TCIM artery, mm 0.94+0.03 1.06+0.02 1.15£0.02 p=0.005

Notes: p — significance among patients depending on the received therapy; QRISK-3 is a risk calculator used to assess the likelihood of cardiovascular events,
such as heart attacks and strokes, based on various risk factors; VAS — visual analog scale. Source: compiled by the authors
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and those of various other comorbidity scores and
scales, including the CCI (p<0.001, rho=0.852), DAPSA
(p<0.001, rho=0.712), PASI (p<0.001, rho=0.421),
HAQ (p<0.001, rho=0.387). These findings imply that
higher disease activity is associated with a greater
comorbidity burden in PsA patients. Furthermore,
Spearman’s rank correlation analysis revealed
a significant correlation between PsA disease activity
and CV risk. The correlation coefficient between
DAPSA scores and 10-year CV risk, as estimated
by the QRISK-3 scale, was 0.571 (p < 0.001). This
finding underscores the link between active PsA
disease and increased CV risk in the study population.
Particularly noteworthy is the investigation into the
combination of comorbid pathology among individuals
of arheumatological profile, as it significantly worsens
the prognosis for patients. Since 2000, numerous
studies have been conducted to explore the coexisting
medical conditions in people with rheumatoid arthritis
(RA), systemic lupus erythematosus (SLE), ankylosing
spondylitis (AS) [25-27]. However, research focusing
on PsA has been relatively scarce, as it was previously
considered a relatively mild disease. Recent studies
S.H. Lam et al. [28] have highlighted the potential
for psoriatic arthritis to place a significant financial
strain on individuals and their families, particularly
in relation to cardiovascular conditions like ischemic
heart disease, angina, myocardial infarction, transient
ischemic attack, peripheral artery disease, stroke, and
congestive heart failure. In recent years, extensive
research conducted under the guidance of L.M. Perez-
Chada & J.F. Merola [9] and S. Gupta et al. [3] has
provided comprehensive insights into the associations,
predictive capabilities, and correlations between
disease activity, comorbidity burden, and CV riskin PsA
patients. The results of this study are in concordance
with these well-established literature findings, further
reinforcing the existing body of knowledge.
Furthermore, this study contributes novel insights by
establishing a clear relationship between comorbidity
burden, the extent of cutaneous involvement, and
functional impairments. These quantitative insights
contribute to a comprehensive understanding of the
multifaceted nature of psoriatic arthropathy and its
implications for patient management and treatment
strategies. The use of comorbidity indexes, such as
the CCl and the PsACI, provided valuable insights into
the overall health status of PsA patients. While CCl is
a widely used index for measuring comorbidities in
clinical research, it lacks specificity for PsA and other
specific diseases. In contrast, PsACI, specifically
designed for PsA patients, demonstrated a higher
sensitivity in identifying patients at high risk for
comorbidities, considers disease severity, includes
a broader range of diseases in its calculation,
making it a more comprehensive tool for assessing
comorbidity burden. This further supports its potential
as an effective clinical tool for early detection and
management of comorbidities in PsA patients, taking
into account the information presented above, which
was considered during the subsequent statistical
analyses. The findings of this study, indicating a notably

elevated comorbidity index with the use of PsACI, are
consistent with recent investigations byY. El Miedany et
al. [21], which reported similar trends in PsA patients.

Previous studies have already indicated
a connection between PsA and an increased risk
of cardiovascular diseases [25, 29]. In this study, the
association has been confirmed, revealing that PsA
patients have an intermediate risk of cardiovascular
events, which is eight to nine times higher than that
of healthy individuals. The elevated risk of major
adverse CV events among PsA patients not prescribed
DMARDs and biological therapy indicates the potential
role of its in reducing CV risk in PsA. These results
align with emerging evidence suggesting that those
antirheumatic drugs could be instrumental in improving
cardiovascular outcomes for PsA patients [30-32].
Research involving individuals with rhreumatoid arthritis
and psoriasis has shown a reduced incidence of CV
eventsinthose who undergo anti-tumor necrosis factor
alpha (TNF-a) therapy [33].

Moreover, the study illuminates the intricate
web of comorbidities often accompanying PsA.
Cardiometabolic comorbidities, including dyslipidemia,
hypertension, and obesity, were highly prevalent
among the study participants. These conditions are
known to exacerbate the severity and progression of
PsA. The results align with previous research indicating
astrong link between PsA and these comorbidities [34].
Additionally, a significant association was found
between high disease activity, duration, and functional
limitations in PsA and the number of reported
comorbidities. This suggests that optimal control
and management of PsA disease activity may have
a positive impact on comorbidity burden.

CONCLUSIONS

The study aimed to investigate the prevalence and
impact of comorbidities in patients with PsA and assess
the associations between disease and various comorbid
conditions. The analysis revealed a clear predilection
for CM comorbidities in examined patients, with CV
disorders being the most prevalent, affecting 55.6% of
cases. There was also a significant association found
between high disease activity, disease duration, and
functional limitations in PsA patients and the number of
reported comorbidities, emphasizing the importance of
considering and managing comorbidities in the clinical
management of psoriatic arthropathy.

Furthermore, this research unveiled an elevated
risk of cardiovascular events among PsA patients,
emphasizing the critical need for targeted interventions
to mitigate thisrisk. The study also identified differences
intreatment approaches, with the utilization of DMARDs
and TNF-a inhibitors being potential factors in reducing
comorbidity burden and CV risk in those patients.
Findings emphasize the significance of addressing and
effectively managing comorbidities in the clinical care
of individuals with psoriatic arthropathy. The study’s
limitations stem from its cross-sectional design,
preventing the establishment of a causal relationship
between psoriatic arthropathy and comorbidities.
Nevertheless, the research offers valuable insights
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into the comorbidity patterns among PsA patients,
underscoring the significance of holistic disease
management to enhance long-term outcomes and
overall quality of life.

Despite the clinical relevance of comorbidities,
thereis currently alack of comprehensive research on
comorbidities in PsA. This highlights the importance
of further investigations to fill this gap and refine
understanding of PsA and its associated conditions.
However, it’s worth noting that the novelty of this
coefficient also introduces certain limitations in
its application, as there is currently a lack of clear
interpretation of the percentage survival over the next
10 years. Moving forward, research should prioritize
further validation of the PsACI in larger, multicenter
studies to establish its reliability for assessing
comorbidities in PsA patients.
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KNIHIYHI JOCNIAXEHH4A

OLIHKA NMPO®IJ1I0 KOMOPEBIAHOI
NATOJIOrIi Y NALJIEHTIB

3 MCOPIATUMHUM APTPUTOM:
KOMMJIEKCHE JOCNIAXEHHS

C.l. CmisiH, A.B. Binyxa

TepHOMiNIbCbKMIA HALLIOHAIbHUN MEeANYHNM
yHiBepcuTeT iM. I.51. FopbadyeBCbKoro
MOG3 YkpaiHun

Pestome. copiatnyHni aptput (lN1cA) — ue xpo-
HIYHE ayTOIMyHHE 3axBOPIOBAHHS, L0 XapakTe-
PU3YETHLCS 3anasieHHsIM Ccyr/100iB Ta acouiloETbCS
i3 ncopia3oM. HeratnBHi e(bekTv BUXOAsiTb 3a MeXIi
YPaXxeHHs1 M’9130BO-CKeJIeTHOI CUCTEeMMU, OCKIflb-
KW nauieHT 3 uieto Heayrow MatoTh MiaBULLEHNNA
PU3NK PO3BUTKY PIBHOMAaHITHUX KOMOPOIAHMX 3a-
XBoptoBaHb. MeTolo L4boro gocnipxeHHs 6ys10
BUBYUTU MOLLUMPEHICTb Ta BIJIMB CYMNYyTHIX 3aXBO-
proBaHb y nauieHTiB i3 [IcA. Matepiann ta me-
Toamn. Beboro obctexeHo 223 nauieHTu i3 CA,
L0 3HaxoAusncs Ha JlikyBaHHi B peBMaTtosioriy-
HOMY BinaineHHi TepHoninbcbkoi 0b6a1acHoi nikap-
Hi 3 2018 no 2023 p. IHaekcu KoMopbiaHOCTI, Taki
sIK IHAekc YapnbcoHa T1a iHaekc KoMopOiaHOCTI
npu ncopiatTm4HOMy apTPUTI, BUKOPUCTOBYBAIIN-
CS1 /151 OLIHKU TOLLUMPEHOCTI Ta BIJINBY CYryTHbOI
narosorii Ha 10-piYHUi pU3NK PO3BUTKY ¢aTasib-
HUX noaivi. Peaynbtatun. Y AOC/IIKEHHI BUsIBIIE-
HO CXWJIbHICTb 0 KapaioMeTaboidHUX CyryTHIX

3axBoproBaHb y nauieHTiB i3 [IcA, ocobamso cep-
LEeBO-CYANHHUX, €HOOKPUHHUX | MCUXOI0rYHNX
po3naaiB, ki € HannoLwpeHiummn. BetaHoBne-
HO, 10 y 55,6% ocib BiaMideHO kapaioBacKynsp-
Hi 3axBOpPIOBaHHS, y 37,7% — eHAOKPUHHI po3na-
an, i 75,8% navuieHTiB noBigoMuIv rpo roripLieH-
HS1 IKOCTI XKUTTS B KATEropisix Qi3nyHOi akTUBHOCTI,
60110 Ta NCUXIYHOro 340POB’S MPOTSArOM OCTaH-
Hix 5 pokiB. Takox BCTaHOBJIEHO, LLO AJ151 NaLli€H-
TiB 3 [1CA xapaKkTepHuii CepenHiv pU3nK BUHVKHEH-
Hs1 HebaxkaHX CepLIeBO-CY.ANHHUVX MOAIA NPOTSIrom
HacTtyrnHux 10 pokiB, WO BKa3ye Ha HEOOXiAHICTb
epeKTUBHOIro KOHTPOJIIO KapioBacKyJIsiPHOro pu-
3uKy. BUCHOBOK. Lle nocnigxeHHs nigkpecsioe
BaXJIMBICTb BUPILLEHHSI KapaiomeTabosidHuX Cy-
MyTHIX 3aXBOPIOBaHb, 30KPEMA CEPLIEBO-CYANHHUX
p037184iB, 4159 BHVXKEHHS JOBrOCTPOKOBUX PUSUKIB
Ta MOKpaLLaHHs1 CamMoroYyTTs NaLieHTIB.

Knio4oBi cnoBa: cepueBo-CyaMHHUM PU3BKK,
iHOEKC CYMyTHIX 3aXBOPIOBaHb, g-risk, iHAEKC
KOMOPOGIAHOCTI NPy NCopiaTUYHOMY apTPUTI.

Appeca onst INCTYBaHHA:
TepHOoNiNbCbKNI HaUiOHANbHUA MEANYHUIA
yHiBepcuTeT iMm. |.A. TopbaveBcbkoro

MO3 YkpaiHun

Kadenpa dyHKkuUioHanbLHOI Ta nabopaTopHOi
[jarHOCTUKM

46000, m. TepHoninb, By/. KniHiyHa, 1

PEGEPATUBHA IHOOPMALIA

KombGiHoBaHa Tepaniqa Ta nokpalieHa
AiarHocTuka xsopo6u Jlaiima

JocnipxeHHs nokasanu, wo y 60% iHdikoBaHumX,
AKi He OTPUMYBANN NiKyBaHHSA Ha PaHHIX CTadisax guce-
MiHOBaHOi XxBOpoOu Jlaima, po3BMBAETLCSA Mi3Hil ap-
TpuT Jlarima. TakoxX € 400aTKOBa KaTeropid NaLieHTIB:
Ti, y KOrO 4epe3 HenpaBuSibHO BCTAHOBJIEHWUI AiarHO3
PO3BMBAOTLCS NOCTINHI CUMMTOMMU, NOB’S13aHi 3 iHDEeK-
Lieto, Taki 9K BTOMA, KOrHITMBHA ANCOYHKLiS Ta Npo-
6nemun 3 6OKY ONOPHO-PYXOBOro anapary.

Kpim Toro, y 6113bko 15% nauieHTiB, SKuX NikyloTb
3anNpoToKOaMU, PEKOMEHO0BAHNMN AMEPUKAHCBKUM
TOBapPUCTBOM iHpeKLiHMX 3axBoptoBaHb (IDSA), npo-
OOBXYIOTb PO3BMBATUCS CTilKi CAMNTOMM 4epes 6 Mic.

Yce e BKkasye Ha HeoOXiaHICTb YYyTAMBUX i cneum-
®diYHUX TECTIB ANs AiarHOCTUKM Ha BCiX cTagiax iHpek-
Lji Ta 3axBOptoBaHHA. HaaBHI Ha OaHU MOMEHT Tec-
TV — Ti, 9Ki NigX048Tb A0 LWMPOKO BUKOPMUCTOBYBAHOIO
[BOPIBHEBOrO iIMyHODEPMEHTHOIrO aHanidy, cepono-
riyHoro TecTty BectepH-6110T, — MatoTb 3Ha4YHI oOMe-
>XEHHS LWOo40 YYTAMBOCTI Ta cneumdiyHoCTi, 3oKpema
D151 rOCTPOI iHdeKLii, Konu opraHiam He BUpobnsie no-
CTaTHbO aHTUTIN.

XBopoOy Jlalima HaivacTiwe NikyioTb JOKCULLN-
KJIHOM, i e Npo6aeMaTMyHO, OCKINIbKN aHTUBIOTUK €
MIKPOCTaTUKOM, ePEKTUBHICTb KOO 3aseXuTb Bifj,
iIMYHHOIO OYMLLEHHS Bif, CTaTUYHUX BakTepiin. Ane Bi-

nomo, wo Borrelia burgdorferi mae 30aTHICTb yXu-
NATUCS BifA IMYHHOI BignoBiAi xa3siHa malixe BCi-
Ma MOXIMBUMK crocobamMu. [HLLI MipKYBaHHSA LLLOA0
edeKTUBHOCTI aHTUBIOTUKIB BKOYAIOTb TON akT,
wo B. burgdorferiBuxunBae npoTaroMm 6aratbox MicsiLLB
BCepeauHi kniis 6e3 NonoBHEHHS NOXUBHUMU peyo-
BMUHaMu abo pennikaLlii, TOMy CTaH CMOKOLO € YaCTUHOO
ix>xutTesoro umkny. Kpim Toro, 6aktepii MoXxyTb 3Ha-
XOOMTUCS FIMOOKO B CMOJYHHUX TKAHUHaX i cyrnobax.

Ha cborogHi 6arato OOCnigHULBKNX FPYN Nnepesi-
pPAOTb Pi3Hi KOMOIHaAUiT aHTUBIOTKKIB Ta iHWKX Cho-
NyK, BU3Havaroum Harnbinblw edekTMBHI onsa nogasnb-
LLOro TeCTYBaHHS.

Wopo piarHocTukm, NpsaMi OiarHOCTUYHI Tec-
TV Ha HasBHICTb BakTepianbHUX HYKNEIHOBUX KMCOT
Ta 6inkiB € 6araToobiLA04O00 aNbTePHATMBOIO HENPS-
MMM CeponoriYHMM Tectam. Hanpuknag, oo nowyky
OHK 6akTepiin 3a 4ONOMOroto rnosiimepasHoi naHLo-
roBOi peakLii MOXHa A404aTy NOoLWyK nenTuaoriika-
Hy B. burgdorferi gpnsi BASIBNEHHS QHTUIEHY.

JocnigHWUKM nokasanu, Wo NenTuaoriikaH, KomM-
MOHEHT KNITUHHOI 060noHKK B. burgdorferi, € cTili-
KUM aHTUFeHOM Y CUHOBIaNbHIN pPigVHI NaLieHTiB
i3 apTpuToM Jlama, aKkux nikysanu nepopanbHUMMn
Ta BHYTPILULHLOBEHHMMM aHTNBIOTMKaMW, i WO BiH, MMO-
BipHO, 3yMOBJIIOE PO3BUTOK 3amnasieHHs.

3a matepianamu www. mdedge.com
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