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Abstract. Thymoma is characterized by various clinical
manifestations. About half of them are manifested as an asymptomatic
course, others occur in a combination with different syndromes. 25%
of patients develop compression of tumor blood vessels, nerves and
organs of the mediastinum or clinical signs of germination of thymic
tumor in other organs. 40% of patients are diagnosed with autoimmune
diseases due to dysfunction of the thymus. Generalized myasthenia
gravis (75%) is most frequently observed.

The objective of the research was to study clinical and
immunological peculiarities of myasthenia gravis depending on the
size and histological type of thymoma.

Materials and methods. The results of clinical and immunological,
instrumental and histological examination of 30 patients with
myasthenia on the background of thymoma were analyzed. The severity
of the disease was assessed using clinical classification of the
Myasthenia Gravis Foundation of America (MGFA, 2001). To
determine the barrier function of phagocytic cells, phagocytosis activity
of neutrophils was evaluated using the light microscope. The phagocytic
index, the phagocytic number and the index of phagocytosis completion
were determined. The suspension culture of Saccharomyces cerevisiae
was used as a microbial agent. Preparations were stained using the
Romanovsky-Himze methods. Neutrophilic leukocytes were separated
from leukocyte suspension of peripheral blood. The expression of
differentiation clusters CD3+, CD4+ and CD8+ on subpopulation of
T- and B-cells were evaluated by indirect ELISA using monoclonal
antibodies labeled with FITC-dye. To diagnose thymoma, we used spiral
CT “Marconi” SeleCT/SP. For histologic study thymoma samples were
fixed in 10% neutral formalin for 24 hours. The material was embedded
in paraffin after posting through the chloroform in the usual way; then,
sections with the thickness of 5-7 mm were prepared. Preparations
were stained with hematoxylin and eosin.

Results and conclusions. The severity of the clinical course of
myasthenic syndrome on the background of thymoma does not depend
on tumor size; it depends on the histologic type and immunological
imbalance. The severest clinical picture was observed in patients with
type AB thymoma and the least severe course of myasthenic symptoms
was found in patients with lymphoid thymoma (type B1l).
Lymphoepithelial and epithelial thymomas were accompanied by
similar immunological disorders. The reduction in the levels of CD3+
and CD4+ lymphocyte subpopulations can be used as a reliable
diagnostic criterion. Lymphoid thymomas are characterized by a
significant reduction in the indicators of the phagocytic index, the
phagocytic number, and the level of CD8+ lymphocyte subpopulations
as well as an increase in the level of CD4+ subpopulations. Surgical
treatment as a method of choice in case of radical immunosuppression
is indicated for all patients with confirmed thymoma regardless of its
size and histological characteristics.
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Problem statement and analysis of the recent research.
Thymic neoplasms are the most common tumors of the anterior
mediastinum including thymoma and carcinoma of the thymus
[1,2].

Thymomas constitute approximately 20% of mediastinal
tumors; their average incidence is 0.18 cases per 100,000 men
and 0.10 cases per 100,000 women.

Thymic carcinomas are rare tumors and represent less than
15% of all tumors of the mediastinum. They are more invasive
than thymomas having worse prognosis [1].

The first case of the tumor of the thymus gland was described
by Lantensau and Kay in 1867. Some publications appeared

later; however, they were mainly sectional findings. The term
“thymoma”, being offered by Grandhomme and Schminke in
1900, is used to this day. However, some authors believe that the
term “thymoma” is insufficient, since it refers only to the organ
itself and does not reflect their histogenetic diversity [1-3].

Thymoma is usually a pale pink or grayish-white node, often
with evident capsules of varying thickness and density. Multiple
primary tumors are less common.

In 90% of cases, the tumor is located in the upper part of the
anterior mediastinum. Thymomas of other localization (in the
middle and posterior mediastinum, etc.) are associated with
aberrant thymic tissue. Tumor size ranges from a few millimeters
to a few tens of centimeters (averaging 6-8 cm) [2, 3].

Its heterogeneity is associated not only with different content
of T-cells and their precursors in the tumor but with pronounced
variability of epithelial cell morphology. Therefore, modern
histogenetic classification includes the existence of two major
subpopulations of thymic epithelial cells, namely the cortical
and medullar thymic epithelial cells, which have different origins
in embryogenesis [2, 3].

According to the latest histological classification of thymoma

modified in 2004 by the WHO, thymic neoplasms are
distinguished on the basis of histological and immunophenotypic
affinity to the cortical or medullary layers of thymic cells. The
WHO classification system defines the following histologic types
[17]:
- Type A thymoma is defined as a tumor is composed of
neoplastic thymic epithelial cells that have a spindle/oval shape,
lack nuclear atypia, and are accompanied by few, if any,
nonneoplastic lymphocytes;

- Type Bl is described as a tumor that resembles the normal
functional thymus and combines large expanses having an
appearance practically indistinguishable from the normal thymic
cortex with areas resembling thymic medulla;

- Type B2 is a tumor in which the neoplastic epithelial
component appears as scattered large epithelial cells with
vesicular nuclei and distinct nucleoli against a heavy population
of lymphocytes;

- Type B3 corresponds to tumors composed predominantly
of epithelial cells having a round or polygonal shape and
exhibiting no or mild atypia;

- Type AB thymoma is defined as a tumor in which foci having
features of type A thymoma are admixed with foci showing
features of type B thymoma;

- Type C thymoma is defined as a tumor exhibiting clear-cut
cytologic atypia and a set of cytoarchitectural features no longer
specific to the thymus, but rather analogous to those seen in
carcinomas of other organs.

Thymoma is characterized by various clinical manifestations
as well. About half of them are manifested as an asymptomatic
course, others occur in a combination with different syndromes.
25% of patients develop compression of tumor blood vessels,
nerves and organs of the mediastinum or clinical signs of
germination of thymic tumor in other organs. 40% of patients
are diagnosed with autoimmune diseases due to dysfunction of
the thymus. Generalized myasthenia gravis (75%) is most
frequently observed [2, 3].
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The objective of the research was to study clinical and
immunological peculiarities of myasthenia gravis depending on
the size and histological type of thymoma.

Materials and methods

The results of clinical and immunological, instrumental and
histological examination of 30 patients (17 women and 13 men) with
myasthenia against the background of thymoma treated at the thoracic
department of V.T. Zaitsev Institute of General and Emergency Surgery
of the Ministry of Health of Ukraine were summarized and analyzed.
The severity of the disease was assessed using clinical classification of
the Myasthenia Gravis Foundation of America (MGFA, 2001) [4, 5].

To determine the barrier function of phagocytic cells, phagocytosis
activity of neutrophils was evaluated using the light microscope. The
phagocytic index (PI), the phagocytic number (PN) and the
phagocytosis completion index (PCI) were determined. The suspension
culture of Saccharomyces cerevisiae was used as a microbial agent.
Preparations were stained using the Romanovsky-Himze methods.
Neutrophilic leukocytes were separated from leukocyte suspension of
peripheral blood [6, 7].

The expression of differentiation clusters CD3+, CD4+ and CD8+
on subpopulation of T- and B-cells were evaluated by indirect ELISA
using monoclonal antibodies labeled with FITC-dye [7].

To diagnose thymoma, we used spiral CT “Marconi” SeleCT/SP.
For histologic study thymoma samples were fixed in 10% neutral
formalin for 24 hours. The material was embedded in paraffin after
posting through the chloroform in the usual way; then, sections with
the thickness of 5-7 Mm were prepared. Preparations were stained with
hematoxylin and eosin.

Statistical analysis of the results was performed using the software
package Statistica 6. The average values and standard errors were
calculated. Types of sign distribution among patients were determined
using the Shapiro-Wilk test; the equality of variances for a variable
was calculated using the Levene’s test.

The comparison of two groups with normal distribution was
performed using classical Student’s t-test for independent samples and
Student’s t-test with separate estimation of variances. The Mann-
Whitney U test was used as a nonparametric test. Differences were
considered significant at p<(0.05.

The control group consisted of 30 practically healthy individuals.

Results and discussion

Myasthenia gravis was diagnosed in all patients
(manifestation of the disease at the age of 48.3+£9.7 years).
According to clinical classification of the MGFA, at the time of
hospitalization 7 (23.3%) patients had MGF Class 3A, 13
(43.6%) patients had MGFA Class 3B, 6 (20%) patients had
MGEF Class 4A, and 4 (13.1%) patients had MGF Class 5.

During neurological examination, severe weakness of the
skeletal (average muscle strength of the upper and lower
extremities accounted for 2.5 points) and respiratory muscles,
oropharyngeal weakness (reduced excursion of the soft palate,
difficulty in swallowing, dysphonia) were observed in all patients.
4 patients required mechanical ventilation (MV).

During electromyography (EMG), a significant decrease in
the amplitude of negative phase M- response in musculus
orbicularis oculi (0.44+0.2 mV; in the control group —0.9+0.2
mV; p<0.05), musculus abductor digiti minimi (3.96+1.1 mV;
in the control group —5.1+0.2 mV; p<0.05) and increase in the
response decrement rate (49.02+5.8%, in the control group —
11.340.2%; p<0.05) were observed compared to those in the
control group.

According to the data of spiral CT of the thymus gland, the
size of the thymus increased. In 10 patients, thymoma was in
average 2.1+0.6 in diameter. Clinical myasthenic syndrome in
this group of patients was characterized by a decrease in muscle
strength in the limbs to 2.5-3.0 points as well as the presence of
dysarthria and dysphagia. 2 patients were diagnosed with the
myasthenic crisis thereby requiring MV.

According to clinical classification of the MGFA, at the time
of hospitalization 2 patients had MGF Class 3A, 4 patients had
MGFA Class 3B, 2 patients had MGF Class 4A, and 2 patients
had MGF Class 5.
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11 patients were diagnosed with thymoma being 4.4+0.8 cm
in diameter. Dysphagia and dystonia on the background of muscle
weakness being 2.0-3.0 points were detected as well. Severe
course of the disease which required MV was observed in 1
patient. According to clinical classification of the MGFA, at the
time of hospitalization 3 patients had MGF Class 3A, 5 patients
had MGFA Class 3B, 2 patients had MGF Class 4A, and 1 patient
had MGF Class 5.

The largest size of thymoma being 8.3+1.3 cm in diameter
was found in 9 patients; however, the clinical picture of
myasthenia gravis did not significantly differ from the previous
two groups. According to clinical classification of the MGFA,
at the time of hospitalization 2 patients had MGF Class 3A, 4
patients had MGFA Class 3B, 2 patients had MGF Class 4A,
and 1 patienthad MGF Class 5.

The study of the phagocytic function in all patients with
myasthenia and co-existent thymoma revealed significant
(p<0.05) reduction in the PIto 32.4+2.6% (in the control group
— 73.1£9.0%) and the PN to 2.1+0.5 (in the control group —
3.6+ 0.1) with the preservation of the PCI within the control
values [6].

The same dynamics of the phagocytic function was observed
in all groups of patients regardless of tumor size. When studying
the parameters of T-cell immunity, we found a significant (p<0.05)
reduction in CD4+ to 21.0+9.4% and CD8+ to 13.0+3.7% (in
the control group — 29.0+8.6% and 18.0+4.5%, respectively),
the severity of which did not depend on the size of thymoma.

Considering the variability of histological thymoma all the
examined patients were divided into three groups according to
the WHO classification and histological type of thymus gland
tumor.

Group I included 12 patients with histologically confirmed
lymphoepithelial thymoma (type AB according to the WHO
classification) (Fig.1). The clinical picture of myasthenia gravis
was characterized by considerable generalized muscle weakness
(muscular strength in the legs was 2.5-3.0 points) and severe
bulbar disorders; 8 patients had MGF Class 3B and 2 patients
had MGF Class 4A. 2 patients with MGF Class 5 required MV.

Group II consisted of 8 patients with histologically confirmed
epithelial thymoma (type B3 according to the WHO
classification). Myasthenia gravis manifested itself as severe
muscle weakness (muscular strength in the extremities of 3.0-
3.5 points) and bulbar disorders. According to clinical
classification of the MGFA, all patients were divided as follows:
2 patients with MGF Class 3A, 3 patients with MGF Class 3B, 2
patients with MGF Class 4A, 1 patient with MGF Class 5.

Group Il included 10 patients with lymphoid thymoma (type
B1 according to the WHO classification). The clinical picture of

Fig. 1. Thymus. Lymphoepithelial thymoma with lymphoid
follicles and germinal centers. Staining with hematoxylin and
eosin X-100
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Table 1. Changes in primary indicators of immunity in
patients depending on histological characteristics of thymoma

Table 2. Changes in indicators of T-cell immunity in patients
with thymoma depending on histological characteristics

Morphological structure of PL % PN PCI Morphological structure of the CD3+% | cD4+ % | cD8+ %
the thymus thymus

Control group, n=30 73.1£9.0 3.6£0.1 1.1£0.2 Control group, n=30 52.0+11.4 | 290486 | 18.044.5
Patients with Patients with lymphoepithelial | 35.6£10.1* |13.8+12.1%| 14.3£12.7
Iymphoepithelial thymoma | 65.3+8.7* 2.740.5* 1.1£03 thymoma (type AB), n=12

(type AB), n=12 Patients with epithelial 28.6£129* | 15945.1% | 13.5£11.5
Patients with epithelial % " " thymoma (type B3), n=8

thymoma (type B3),n—g | 0141097 | 4315 1 2.3:0.7 Patients with lymphoid 2924147 | 379574 | 7.953.4*
Patients with lymphoid " " thymoma (type B1), n=10

thymoma (type B1), n=10 47,8169 28:04 17208 *. size differed significantly from that in the control group

*. size differed significantly from that in the control group

(p<0.05)

myasthenia gravis was characterized by severe lesions of skeletal
muscles (muscle strength in the limbs was 3.0-3.5 points) and
moderate bulbar disorders; 5 patients had MGF Class 3A, 2
patients had MGF Class 3B and 2 patients had MGF Class 4A.
1 patient with MGF Class 5 required MV.

The results of immunological study in patients with
myasthenia and co-existent thymoma based on histological types
of tumors are presented in Tables 1 and 2. The maximum
reduction in the PI (by 1.5 times) was observed in patients with
type Bl thymoma. In patients with type AB and type B3
thymoma, the reduction in this indicator was significant as well;
however, it was less pronounced (by 1.1 and 1.2 times compared
to the control group) (Table 1).

The reduction in the PN was observed in groups with type
AB and type B1 thymoma (by 1.3 and 1.2 times, respectively),
and in patients with epithelial thymoma, this indicator increased
by 1.2 times. The PCI in patients with epithelial thymoma
increased twofold; in patients of other groups this indicator did
not significantly differ from the control group (Table 1).

Patients with type AB and type B3 thymoma noticed a
significant reduction in CD3+ by 1.5 and 1.8 times, respectively,
which was not observed in the group of patients with type Bl
thymoma (Table 2).

The level of CD4+ cluster was significantly depressed in the
group of patients with type AB and type B3 thymoma; the level
of CD8&+ in these groups was not significantly different from
that in the control group. In patients with lymphoid thymoma
(type B1), CD4+ exceeded the reference value by 1.3 times, and
cytotoxic T- lymphocytes (CD8+) were significantly depressed
(Table 2).

Summarizing the findings it should be noted that myasthenic
symptoms in patients with thymoma are of generalized character
and are accompanied by severe weakness of the skeletal (average
muscle strength of the upper and lower extremities accounted
for 2.5 — 3.0 points) and respiratory muscles, oropharyngeal
weakness. According to clinical classification of the MGFA, 13
(43.6%) patients had MFFA Class 3B and 6 (20%) patients had
MFFA Class 4A.

The development of myasthenia gravis in patients with
thymoma is accompanied by immunological disorders in the form
of the reduction in the PI and the PN as well as the levels of
CD4+ and CD8+ clusters. Clinical and immunological
comparison depending on the size of thymoma and its histologic
type showed that the severity of myasthenic symptoms and
immunological disorders do not depend on the size of thymoma.
At the same time, various histologic types of thymoma are
characterized by various clinical manifestations of myasthenia
gravis and immunological disorders.

For example, lymphoepithelial and epithelial thymomas were
accompanied by considerable weakness of the limbs as well as
bulbar muscles, which was combined with equally directed
impaired T-cell immunity - a significant reduction in the levels
of CD3+ and CD4+ subpopulations and the tendency to the
reduction in the levels of CD8+ clusters.

(p<0.05)

The differences in immunological disorders were associated
with the primary immune response: myasthenia gravis secondary
to lymphoepithelial thymoma was accompanied by a significant
reduction in the PI and the PN; myasthenia gravis with co-existent
epithelial thymoma was accompanied by a significant reduction
in the PI and increase in the PN and the PCI.

In case of lymphoid thymoma, myasthenic symptoms are
characterized by a predominance of limb lesions; they are
accompanied by significant (compared to that in the control group
and other groups) reduction in the PI, the PN, subpopulations of
CD8+ and increase in CD4+ levels.

Surgical treatment was used in all cases as a radical method
of immunosuppression. It should be noted that 80% of patients
in the postoperative period had a tendency to myasthenic
syndrome regression and reduction in neostigmine methylsulfate
dosage. 3% of patients (type AB thymoma) had a complicated
postoperative period (myasthenic crisis), which required
replaceable plasma exchange with the subsequent administration
of glucocorticoids (prednisolone).

Conclusions

The severity of the clinical course of myasthenic syndrome
secondary to thymoma does not depend on tumor size; it depends
on the histologic type and immunological imbalance. The severest
clinical picture was observed in patients with type AB thymoma
and the least severe course of myasthenic symptoms was found
in patients with lymphoid thymoma (type B1).

Lymphoepithelial and epithelial thymomas are accompanied
by similar immunological disorders. The reduction in the levels
of CD3+ and CD4+ lymphocyte subpopulations can be used as
areliable diagnostic criterion.

Lymphoid thymomas are characterized by a significant
reduction in the indicators of the PI, the PN, and the level of
CD8+ lymphocyte subpopulations as well as an increase in the
level of CD4+ subpopulations.

Surgical treatment as a method of choice in case of radical
immunosuppression is indicated for all patients with confirmed
thymoma regardless of'its size and histological characteristics.
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Toeaxcuancorka O.JI', Camoiinoea I'Il.!, Ipoyenxo O.C.%,
Peunvosa H.O.?, Kocms IO. I1°

Kuiniko-neiipogiziosoriuni Ta imyHosoriuni ocodnuBocri
MiacTeHil y XBOpUX 3 PI3HUMH ricTOIOriYHUMH THIIAMH THMOM

X apKiBChbKHii HAIOHAIBHUM MEIUYHUM yHIBEPCHTET, Kadeapa
HeBpororii Ne2, Xapkis, YkpaiHa

?XapkiBcbkuii HanioHanbHu yHiBepeuTeT iMeni B. H. Kapasiua,
kadenpa 3aranbHOI Ta KIiHIYHOI maronorii, Xapkis, YkpaiHa

SITY «{HCTUTYT 3araybHOI Ta HeBimKIamHOi Xipyprii iM. B.T. 3aii-
nesa HAMH Vipaian», XapkiB, Ykpaina

Pe3ztome. Bynu npoaHamnizoBaHi pe3yiabTaTH KJIIHIKO-IMyHOJIO-
TYHOTO, IHCTPYMEHTAIBHOTO Ta TiCTOIOTYHOrO AociimkeHHs 30 XBo-
pux 3 MiacTeHiero Ha (oHi THMOMU. CTyIiHb TSDKKOCTI OL[HIOBAIACS
3a JIOMOMOTOK0 KITHIUHOI Kinacugikanii Myathenia Gravis Foundation
of America (MGFA 2001).

Jlns Bu3HaueHHs Oap’epHOi QyHKIIT (HarouuTy0duxX KIITHH
METOAOM CBITJIOBOI MIKpPOCKOIIii MPOBOIUIN OI[IHKY aKTHBHOCTI
(haronuTo3y HEUTPOQLIIB 3 MOJATBIINM BU3HAYSHHSIM (HaroluTapHOro
iHIIeKCY, (harolMTapHOro YMCia Ta IHACKCY 3aBEPIICHOCTI (haroiuTosy.
Sk MiKpOOHMI areHT BUKOPHCTOBYBAJIM CYCIIEH31I0 KynbTypH Saccha-
romyces cerevisiae. 3a0apBiIeHHsI MpenapariB MPOBOIUIA METOIOM
PomanoBscekoro-I'imze. HeliTpodineHi JeHKOIUTH BUAULINCA 3
JIeHKOLMTApHOI cycreHsii nepuepuyHoi KpoBi.

Excnpecito knacrepis audepeniitoBanas CD3+, CD4+ ta CD8+
Ha cyonomymsuiix T-1 B-mmM@ouuTiB oniHOBaIN HEMIPAMHUM IMyHO-

DOI:10.21802/gmj.2016.4.3
YK 616-071+616-037+616.12+616.13+007.64
Yinepensa Okapa, Baxamox L11., Jliopux O.M.

(epMEHTHUM METOAOM 3 BHUKOPHCTAHHSIM MOHOKIOHATBHMX aHTHUTLI,
nozHadeHux FITC-0apBHHKOM.

JIJ19 AiarHOCTHKM THMOMH BHKOPHCTOBYBAIM CHIipajJbHUM KOM-
m’rotepuuit Tomorpad (CKT) «Marconi» SeleCT/SP.

JInst TICTONIOTTMHOrO OCHIIKEHHST OTPUMAHI 3pa3ku TUMOM (iK-
cyBanu B 10% HeliTpansHOMY (opMatiHi npotsaroM 24 ronus. Mare-
pian 3anuBanu B mapadiH MicIs MPOBOAKH uyepe3 XJIopo(opM 3BU-
YaliHUM CITIOCOOOM Ta BUTOTOBJISUIM CEpil 3pi3iB TOBLIMHOIO 5-7 MKM.
[Ipenaparu 3a6apBIrOBaIMCh TEMATOKCIIIIHOM 1 €O3HHOM.

Y pe3ynbTari IpoBeIeHOro JOCTIHKEHHS OyI0 BUSIBIICHO HACTYITHE.
TspKKICTh KITIHIYHOTO Mepediry MiaCTeHIqHOTO CHHIIPOMY Y Pa3i THMOM
HE 3aJIeKUTh Bil pO3MIpy IMYXJIMHHU, a 3AIEKHUTH Bif il riCTONIOTIYHOIO
TUIy Ta iMyHOJIOTi4HOrO nucOanancy. HaitOinbmn Tshkka KiIiHIIHA
KapTHHA CIIOoCTepiranach y XBOpHUX 3 JIM(OEHITeIiaTbHOI0 THMOMOIO
(tunn AB), a Haiinermmii nepedir - y XBOpux 3 JIIMGOITHOIO THMOMOIO
(tun B1). JlimdoemniTenianpHi Ta eniTemialbHi TAMOMH CYIPOBOI-
KYIOTBCSI TONIOHMMH IMYHOJOTTYHUMH TOPYIICHHAMHU. J[0CTOBIpHUM
IarHOCTMYHUM KPHUTEpieEM AN HUX MOXKE BUKOPHUCTOBYBATHCA
3HIDKeHHS piBHIB cyonomymsanuit CD3+ ta CD4+ nimdormTis. JliM-
(oinHI THMOMH XapaKTEePU3yIOTHCA IOCTOBIPHO 3HAYYIIIM 3HHKEHH M
MIOKa3HUKIB (haromuUTapHOro iHAEKCY, (parolUTapHOro 4ucia, PiBHA
cyononymsnii CD8+ niM@onuTiB Ta MiABUILEHHIM CyOMOMyIsmii
CD4+. Xipypriuse JiKyBaHHS SIK METOI BUOOpPY palUKaIbHOI IMyHO-
cynpecii moka3aHuil BCIM MamieHTaM 3 MiATBEPIKEHOI0 THMOMOIO
HE3AICKHO B po3Mipy Ta i TiCTONOTYHOI XapaKTepUCTUKH.

Knrouosi cnosa: miacmenisn, mumoma, iMynono2iuHuil ouc-
oananc, enexmpomiozpagis.
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Exr-¢enomenn y xgopux 3 noctinpapKTHUMHU aHEeBPU3MAMH JIiBOT0 HITYHOYKA

IBaHO-DpaHKIBCHKUI HaLllOHATBHUNA MEIUYHUI YHIBEPCUTET

Peztome. Metoro nociimkeHHs Oyyo BUBYSHHS 0COOIMBOCTEH 3MiH
EKTI y xBopux 3 ITAJIIII 3aneXHO Bif TaKTHKHU JTIKyBaHHA. Marepian
iMeTonH. YChOro aHawi3y MiJIaHO pe3y/IbTaTh 00CTeKeHHs 238 XBOpHX
3 [TAJIL, sixi 6ynu po3aiteHi 3a1eKHO Bill 0OpaHOi TAKTHKH JIIKyBaHHS:
ontuManbHa 6asoBa Tepanist (ObT), nepkyranni srpydanus (I1IKB),
aoprokopoHapHe myHTyBaHHA (AKIL). IIpoBomunu 3ammuc,
MoHiTopyBanHs Ta aHamiz EKI. Pesynpratu. Hamni mocmimkeHHs
TOKa3aJIH, 10 CXIJIBHICTB 10 TaXikapii xapakrepHa 1711 50,0% XBopux
TepILoi AOCTiAHOT rpyny. Halvacriie nopymeHHs MpoBeISHHS Yyepes
AV- 3’eHaHHS 3yCTpiHaIUCs Y XBOPUX JaHOI Ipynu (3HaueHHS PQ
iHTepBaty Oyno y HuX 179,7+8,4 Mc, 1110 HOCTOBIPHO BiIPi3HATIOCA
Bill 3HAaYEeHb KOHTPONBHOI IpynH, 149,3+5.4 mc, p<0,05). HalinoBmii
inTepBan QT OyB TakoX y XBOPHX NEpIIOi TPYIH, KOTpUI CKJIaB
532,4427,3 mc, o OyI10 JOCTOBIPHO OLNIbILE, MOPIBHIHO 3 CEpenHIM
3HAYEHHSM K KOHTpoJbHOI rpymu (438,7+24,6 Mc), Tak i apyroi
nocnianol rpymu (460,2+20,5 mc), BinnosigHo, p<0,05. IIpoBeneHHs
MpoLIeAYp peBacKyisipu3allii (y Ipyrii Ta TpeTii rpynax) J03BOIIO
nocsartu koHTpomo UCC y 66,1% 1 62,5% XBopux BiANOBIAHO.
Haituacrime IIBITHIII" Oyna BusBiIeHa y XBOPUX TPEThOi AOCTiTHOT
rpym (47,9%), 1o Oinble, HDK YIBiYi TepeBaXkao JaHi KOHTPOIbHOT
Ta TepIIo] JOCIIAHOI IrpyIl. AHaji3 KOMILIEKCIB HECHHYCOBOTO MOXOA-
JKEHHS BUSIBHB BHCOKY YacTOTY CyIPaBEHTPUKYIAPHUX EKTONIYHUX
KOMIUIEKCIB y XBOPUX IIEPIIO] Ta TPEeThoi IPym. A BiICOTOK IUTyHOY-
KOBHUX CKTOmiH OyB HalBUIIMM B TpeTid rpymi, i cknas 17,7%. Buc-
HOBKH. 3a pe3y/bTaTaMy JAOCIIPKEHHs BUSIBICHO, 10 XBopi 3 [TAJIIILI
MalTh CXWIBHICTh A0 Taxikapaii, aje 3acTOCyBaHHs IpOLEIyp
peBackynsipuzanii JIL no3Bonse yaBidi mokparmmTd KoHTposb 3a HCC.
Taxox 111 0ci0 maHOI KOTOPTH XapaKTepHUN BHUCOKUI BiZICOTOK
[IOpYIIEHb NIPOBEACHHS IMITYIbCIB, SK IO MEpPeAcepasx Ta «AV-3’en-
HaAHHIO», TAK 1110 HKKaX my4ka [ ica, IpruIoMy 3aCTOCYBaHHS IPOLICAYP
peBackynsipu3allii He 103BOJIsIE ONTUMI3yBaTh AaHi (PEHOMEHH, a B
neskux Bumagkax (micast mpouenypu AKII) i mixBumrye pusuk
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BUHUKHEHHS €KTOMIYHUX KoMIuiekciB. XBopi 3 I[TAJIILI, y mopiBHAHHI
3 ocobamu 6e3 aneBpu3M JII1I, MaroTh TOCTOBIPHO MONOBKEHUH IHTEp-
Ba «QT» i, BiAMoBigHO (MOPSAA 3 YACTIIIMM HOPYIIEHHSAM IIPOIECiB
penonsipu3antii), — BUIKH PU3MK PANTOBOI CMEPTI, @ 3aCTOCYBaHHS
MPOLEAYPU PEBACKYIApU3aLii NIIIXOM Yepe3IIKIpHUX BTPydYaHb
JI03BOJISIE MOTO 3HAUYHO 3HU3UTHU.

Kniouoei cnosa. Ilocmingapkmua anespuzma nie02o wiynouKa,
EKT ¢penomenu, maxmuxa n1ikysanus.

IlocTanoBka mpod;eMu i aHAJII3 OCTAHHIX T0CTITKeHb.
Opsiero 3 mpuanH cmeptHocTi Bix IXC € ¢popMyBaHHS y TIOCT-
iH(hapKTHOMY Tepiozi aneBpr3MH JiiBoro nutyHouka (ITAJIII), —y
OLTIBIIIOCTI BUIIAJIKIB MapKepa HECHPHUATIMBOrO MPOrHo3y [§].
Basxnurm dakxropom ortinku nepediry ITAJI € koHTponb 3MiH
EKT xBopux. Tax, 3a JaHUMU NEsIKMX aBTOPIB, €BOJOLLISI XBUIII
T Moxe BioOpakaTy BENUYHMHY MTOIIKOIKESHHS MPH 1H(papKTi
Miokapaa. B ogHOMy mociimkeHHi, HasBHiCTH nopsia 3 Q-
3yOLIsIMU HETaTHMBHUX T-3yOLiB, IO YTpUMYBaJUCs OLIbIlE
OIIHOTO POKY, BKa3yBaJlo Ha TpaHCMYypasibHe nomkomxeHHs JIII,
B TOU Yac sIK TX MO3UTHBHA NONSPHICTh KOpETIoBalia 3 HeTpaHC-
MYpaJIbHUM TIOIIKODKEHHSIM 1 HasIBHICTIO )KMBOro Miokapa JILT
[1]. Hocringapkrai 3minn EKI" MoxxyTs yrpumyBarucs Ha
TIPOTSI31 JHIB, THKHIB, a iHKOMH 1 oBie [2]. [ToBHa HOpMaUTi3aris
EKT micnst Q-indapkry Miokapaa Bil3Ha4a€ThCs HEYACTo, i
3yCTpI4a€eThCs Xi0a 10 MPY HEBEIMKHUX HEKPO3aX 3 HACTYITHHM
MOKPAIICHHAM CKOPOTIMBOCTI Ta (pakiii Bukumy JIII. Hacto
Taka JMHAMIKa 1OB’s13aHa 31 CIIOHTAHHOIO pPeKaHAITI3aIli€ero 1H-
(hapkr-3a5eKHOI aprepii a00 5k JOOPUM KollaTepabHUM KPOBO-
TOCTaYaHHsIM Ypa)KeHOI 30HH 1 BKa3ye Ha CIPHUSATIMBHUH MPOT-
Ho3. Ha nporusary npomy, Taki EKT" 3minm, sk Q-3y0ri, «3a-



