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Introduction. Systemic lupus erythematosus (SLE)
is an autoimmune rheumatic disease with numerous clinical
manifestations and an unpredictable course, which affects
any organs or systems, which quite often occurs over
several months or years with stable or, on the contrary,
variable clinical manifestations, a wave-like course,
alternating remissions and exacerbations. It is a multifactorial
disease caused by a complex interaction of genetic and
environmental factors underlying various disorders of
innate and acquired immunity, including hyperproduction
of cytokines, pathological activation of B cells, disruption
of intracellular signaling of T cells, defects in the clearance
of cells subjected to apoptosis and necrosis [12].

Since the Middle Ages, the Latin name lupus (which
means "wolf") has been used to describe various diseases
that were manifested by ulcers on the lower limbs. The
name "lupus erythematosus" was used by the French
dermatologist Pierre-Louis Cazenava in 1851. An important
event in the history of lupus occurred at the beginning
of the 19th century, when an understanding of the difference
between cutaneous and vulgar lupus in the modern sense
gradually emerged. The work of scientists contributed to
the discovery of the systemic nature of the disease. Later,
it was determined that deoxyribonucleic acid (DNA) is
the main target of antinuclear antibodies, and in modern
studies interferons play a decisive role in the pathogenesis
of SLE [2]. The prevalence of SLE is 9-241 cases per
100,000 people per year, the incidence is 0.3-23.2 cases
per 100,000 people per year, according to studies conducted
worldwide over the past 15 years [13].

Heart lesions in patients with SLE have been described
since the beginning of the 20th century. Manifestations
are numerous and may involve all components of the
heart, including the pericardium, conduction system,
myocardium, valves, and coronary arteries [4].

The prognosis of SLE has improved with better treatment
and care, but cardiovascular disease is still an important
clinical problem, as the risk of cardiovascular disease
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(CD) is significantly higher in this disease than in controls.
Atherosclerosis is the main cause of CD in the general
population, and in patients with SLE, as proven [1], the
severity of atherosclerosis, especially the prevalence of
atherosclerotic plaques, is greater. In addition to atherosclerosis,
as the main cause of CD in patients with SLE, there are
other mechanisms that are not mutually exclusive. The
most important among them are antiphospholipid antibodies,
which lead to the the syndrome of antiphospholipid
antibodies with arterial and venous thrombosis. Antiphospholipid
antibodies can cause direct proinflammatory and prothrombotic
effects on endothelial and other cells, as well as interfere
with blood coagulation, for example, by inhibiting the
antithrombotic and protective effects of annexin AS.
Antibodies against phosphorylcholine and other small
epitopes associated with lipids, which are sometimes
called natural antibodies, contribute to the development
of cardiovascular atherosclerosis in patients with SLE.
As aresult of the combination of traditional risk factors,
such as arterial hypertension (AH) and dyslipidemia, and
non-traditional factors, especially antiphospholipid
antibodies, inflammation, and a low titer of antibodies
against phosphorylcholine, the risk of CD in patients
with SLE increases, although there are some differences
in the results [1, 3].

Clinical manifestations and symptoms of heart lesions,
in particular with valve lesions [5, 6, 8], and vessels in
patients with SLE are diverse. Not all of them appear
at the same time, sometimes there may be a time interval
of several months or even years between them. The rate
of'increase in severity SLE and the onset of new symptoms
can vary greatly. In the majority of patients, early
complaints are general constitutional symptoms (fatigue,
unmotivated weakness), damage to mucous membranes,
skin (including photosensitization) and musculoskeletal
system. It should be noted that there is no specific
combination of symptoms for SLE, SLE is primarily a
combination of symptoms [5].

17



LCB

Cardiovascular events can occur both in the early and
late stages of the disease, and younger patients are at
significantly greater risk than their peers [6]. Special
attention should be paid to the so-called syntropic lesions
of the CD in patients with SLE, i.e., those that share
etiological and/or pathogenetic mechanisms with the main
disease, which is confirmed by a reliable direct relationship
between the frequency of CD and the degree of activity
of SLE [9]. However, they are insufficiently described
in modern literature, and the effectiveness of treatment
of this category of patients is not optimal.

Increasing the effectiveness of their treatment requires
the clinician in certain situations, in particular, to find
new, effective, low-cost methods of their detection, to
have information about the diagnostic value of clinical
markers of syntropic lesions of the cardiovascular
system (CVS).

The aim of the study. To find out the clinical markers
of the heart and blood vessels syntropic lesions in patients
with systemic lupus erythematosus, their diagnostic value.

Materials and methods. After signing the informed
consent to participate, in accordance with the requirements
ofthe Helsinki Declaration of Human Rights, the Council
of Europe Convention on Human Rights and Biomedicine,
in a randomized manner with preliminary stratification
by the presence of SLE (diagnosis was set taking into
account the diagnostic criteria of the American College
of Rheumatology (1997) and establishing the diagnosis
in the presence of 4 out of 11 criteria (Order of the Ministry
of Health of Ukraine N 676 dated 12.10.2006 "On the
approval of protocols for the provision of medical care
in the specialty "Rheumatology", recommendations of
the European Antirheumatic League (2010), the American
College of Rheumatology (2010, 2012 )) with the presence
of syntropic (those that have the same etiological and/or
pathogenetic mechanisms as the main disease) lesions of
the CVS (Order of the Ministry of Health of Ukraine
N 436 dated 03.07.2006 "On approval of protocols for
providing medical care in the specialty "Cardiology" with
changes introduced in accordance with the Order of the
Ministry of Health of Ukraine N 455 dated 02.07.2014).
The study included 118 patients of the rheumatology
department of the Communal Non-Commercial Enterprise
of the Lviv Regional Council "Lviv Regional Clinical
Hospital" since 2016 till 2021 year (107 women (90.68 %)
and 11 men (9.32 %) aged 18 to 74 years (average age
42.48 + 1.12 years)), including A. G. M. Raynaud’s
syndrome found in 67 patients, mitral valve (MV)
insufficiency - in 55 patients, MV consolidation — in 47
patients, symptomatic hypertension - in 43 patients, livedo
reticularis - in 35 patients, retinal angiopathy - in 32
patients, myocarditis - in 29 patients, pericardial effusion - in
22 patients, pulmonary hypertension - in 16 patients,
atherosclerosis - in 13 patients, venous thrombosis - in
7 patients, capillaritis - in 4 patients, endocarditis - in 2
patients [9, 10]. Clinical markers included information
from passports, complaints, medical and life anamnesis,
as well as the results of an objective examination. To
determine the constellations of clinical markers, I. Newton’s
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binomial coefficient was used using the Solver add-on
for MS Excel.

During the study in patients with SLE and lesions of
the heart (MV insufficiency, MV consolidation, myocarditis,
pericardial effusion, endocarditis) (the first stage - the
first notice) and blood vessels (A. G. M. Raynaud’s
syndrome, symptomatic hypertension, livedo reticularis,
retinal angiopathy, pulmonary hypertension, atherosclerosis,
venous thrombosis, capillaritis) (second stage - second
notice) clinical markers were identified and those that
occurred significantly more often ( p < 0.050) in terms
of the number of cases in patients with SLE with the
studied syntropic lesion of the CV'S were selected, compared
to patients with SLE without it, and had a positive relationship
with syntropic lesions (coefficient of association (CA)
greater than 0). (the first step), the diagnostic value of
some clinical markers (the second step) and their constellations
(the third step) was determined in terms of sensitivity,
specificity and accuracy, and one of them with the reliably
greatest diagnostic value was selected based on the highest
value of the sum of sensitivity and specificity (diagnostic
accuracy reliably higher than 50.00 % by one-tailed test
for proportion, p < 0.050). The difference was considered
statistically significant if p < 0.050. To determine the
closeness of the connection between the clinical marker
and the syntropic lesion of CVS, CA was used. The
relationship was considered confirmed if CA>0.50 [11].

Results of the first stage of research and their dis-
cussion. To carry out the first step of the first stage, the
frequency of cases of clinical markers in patients with
SLE with heart lesions was assessed (figure) and only
those that met the criteria of our methodology were se-
lected for the study.

Therefore, patients with SLE with MV insufficiency
significantly (p < 0.05) more often than patients with
SLE without it had morning stifthess, new rashes, shortness
of breath, problems with memory, weakened cardiac tones
during auscultation, systolic murmur on the apex of the
heart, accent of the second tone on the pulmonary artery.

In patients with SLE with the MV consolidation
significantly (p < 0.05) more often than in patients with
SLE without it, new rashes, the presence of swelling on
the lower extremities, shortness of breath, a feeling of
interruptions in the work of the heart, pain in the area of
the heart, weakened heart tones, systolic murmur on the
apex of the heart were detected.

In patients with SLE and myocarditis, muscle pain,
alopecia, presence of swelling on the lower extremities,
shortness of breath, palpitations, and systolic murmur over
the apex of the heart were recorded significantly (p < 0.05)
more often than in patients with SLE without it.

Significantly more often (p < 0.05), SLE patients with
pericardial effusion had lower limb swelling, shortness
of breath, palpitations, and weakened heart sounds than
SLE patients without it.

Significantly more often (p < 0.05), the presence of a
second tone accent over the pulmonary artery was recorded
in patients with SLE with endocarditis than in patients
with SLE without it.
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Palpitation u—— 29.60%

Feeling of interruptions in the work of the heart ymm 10.40%

Pain in the area of the heart R 9 60%

Nausea gm 5.60%

Pain in the epigastric region gm 4.76%

Pain in the right hypochondrium wmm 6.96%
Headache s 23.20%

Memory problems pmmmmm 12.80%

Increased blood pressure " 35.20%

Feeling of dryness in the eyes ummmmmmm 23.00%
Displacement of the left border of the heart to. . g 20.80%

Weakening of heart tones  p———" 24.80%

Arrhythmic heart sounds gm 4.80%

Systolic murmur on the apex of the heart T T 73 .60%

Accent of the IT tone on the aorta  p——— 32.00%

Accent of the IT tone on the pulmonary artery g 9.60%

Hepatomegaly @ 3.36%
Splenomegaly @ 2.45%

Fig. Frequency of cases of clinical markers in patients with systemic lupus erythematosus with the CVS syntropic lesions (p < 0.050).

The results of the second step of the first stage, in which

Contin. of the tabl. 1

the diagnostic value of clinical mono markers of syntropic 1 2 3 2 3
heart lesions, that is, each clinical marker separately in The weakened
patients with SLE, were determined is presented in the 5 | heart tones during 34.55 82.86 61.60
tabl. 1. auscultation
Table 1 6 Shystohc murmur on 3182 3286 54.40
Diagnostic value of significantly more frequently detected the apex
clinical markers in patients with systemic lupus erythematosus Accent of the
and syntropic heart lesions (%) 7 second tone on the 16.36 95.71 60.80
pulmonary artery
Clinical markers / Parameters of diagnostic value with MV consolidation
N markers E Ty
constellations | TSy | SPeciicity,| Accuracy, 1| New rash 19.15 9487 | 6640
1 2 3 4 5 2 | Legs edema 34.04 84.42 65.32
with MV insufficiency 3 | Dyspnea 48.94 7564 | 65.60
1 Morning stiffness 36.36 78.57 60.00 Feeling of
4 | interruptions in the 61.70 66.67 64.80
2 | New rash 54.55 64.29 60.00 work of the heart
Pain in the heart
3 | Dyspnea 4727 75.71 63.20 S | aren T 14.89 94.87 64.80
Weakened cardi
4 | Memory problems 21.82 94.29 62.40 6 |t CATE 36.17 82.05 64.80
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End of the tabl. 1

1 2 3 4 5
7 | Systolicmurmuron | g g 3205 | 5120

the apex

with myocarditis

1 Muscle ache 51.72 68.75 64.80
2 | Alopecia 51.72 81.25 74.40
3 Legs edema 41.38 81.05 71.77
4 | Dyspnea 51.72 70.83 66.40
5 | Palpitations 62.07 80.21 76.00
6 | Systolicmurmuron | gq 56 | 3125 | 44.80

the apex

with pericardial affusion

1 Legs edema 40.91 79.41 72.58
2 | Dyspnea 45.45 79.61 73.60
3 | Palpitations 54.55 75.73 72.00
g | Weakenedcardiac | 300 | 7184 | 7040

tones

with endocarditis

Accent of the
1 second tone on the 100.00 91.87 92.00

pulmonary artery

As we can see in the tabl. 1, in patients with SLE with
MV insufficiency, the sensitivity of such a clinical marker
as morning stiffness (direct relationship, p = 0.029) is
36.36 %, specificity - 78.57 %, accuracy - 60.00%; sen-
sitivity to the presence of new rashes (direct connection,
p=0.016) is 54.55 %, specificity - 64.29 %, accuracy -
60.00%; sensitivity of the presence of shortness of breath
(direct relationship, p = 0.004) as a marker reaches 47.27 %,
specificity - 75.71 %, accuracy - 63.20 %; the sensitivi-
ty of the memory impairment marker (direct relationship,
p = 0.0006) is 21.82 %, specificity - 94.29 %, accura-
cy - 62.40 %; sensitivity of the presence of weakened
tones during auscultation of the heart (direct relationship,
p =0.014) reaches 34.55 %, specificity - 82.86 %, accu-
racy - 61.60 %; the sensitivity of the presence of a sys-
tolic murmur on the apex of the heart (direct relationship,
p = 0.030) is 81.82 %, specificity - 32.86 %, accura-
cy - 54.40 %; sensitivity of the presence of an accent of
the second tone on the pulmonary artery (direct relation-
ship, p =0.019) is 16.36 %, specificity - 95.71 %, accu-
racy - 60.80 %. Therefore, shortness of breath has the
optimal diagnostic value for detecting MV insufficiency
in patients with SLE among clinical markers (diagnostic
accuracy reliably exceeds 50.00 %, p = 0.002).

It was determined that the sensitivity of such a marker
as new rash (direct relationship, p = 0.013) is 19.15 %,
specificity - 94.87 %, accuracy - 66.40 %; the sensitivity
of the legs edema (direct relationship, p = 0.011) as a
marker reaches 34.04 %, specificity - 84.42 %, accura-
cy - 65.32 %; sensitivity of shortness of breath (direct
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relationship, p = 0.003) is 48.94 %, specificity - 75.64 %,
accuracy - 65.60 %; the sensitivity of the presence of such
acomplaint as a feeling of heart failure (direct relationship,
p =0.001) is 61.70 %, specificity - 66.67 %, accura-
cy - 64.80 %; pain in the heart area (direct relationship,
p =0.048) as a marker reaches 14.89 %, specificity - 94.87 %,
accuracy - 64.80 %; presence of weakened cardiac sounds
(direct relationship, p = 0.013) reaches 36.17 %, speci-
ficity - 82.05 %, accuracy - 64.80 %; the presence of sys-
tolic murmur on the apex of the heart (direct relationship,
p = 0.046) is 82.98 %, specificity - 32.05 %, accura-
cy - 51.20 %. The optimal diagnostic value for detecting
the MV consolidation in patients with SLE is a complaint
of a feeling of interruptions in the work of the heart (di-
agnostic accuracy reliably exceeds 50.00 %, p < 0.001).

The sensitivity of a complaint of muscle ache (direct
relationship, p = 0.024) for the detection of myocarditis
is 51.72 %, specificity - 68.75 %, accuracy - 64.80 %;
sensitivity of the presence of alopecia (direct relationship,
p =0.001) reaches 51.72 %, specificity - 81.25 %, accu-
racy - 74.40 %; legs edema (direct relationship, p = 0.011)
is 41.38 %, specificity - 81.05 %, accuracy - 71.77 %;
sensitivity of the complaint to shortness of breath (direct
connection, p = 0.016) for the detection of myocarditis
is 51.72 %, specificity - 70.83 %, accuracy - 66.40 %;
palpitations (direct relationship, p < 0.001) is 62.07%,
specificity - 80.21 %, accuracy - 76.00 %; the sensitivi-
ty of the presence of systolic murmur over the apex of
the heart (direct relationship, p = 0.014) reaches 89.66 %,
specificity - 31.25 %, accuracy - 44.80 %. The optimal
clinical marker for detecting myocarditis in patients with
SLE are palpitations (diagnostic accuracy significantly
exceeds 50.00 %, p < 0.001).

The legs edema (direct relationship, p = 0.031) in
relation to the detection of pericardial effusion reaches
40.91 %, specificity - 79.41%, accuracy - 72.58 %; the
sensitivity of the presence of shortness of breath (direct
relationship, p = 0.013) as a marker of pericardial effusion
is 45.45 %, specificity - 79.61 %, accuracy - 73.60 %;
the sensitivity of the heart palpitation complaint (direct
relationship, p = 0.005) reaches 54.55 %, specifici-
ty - 75.73 %, accuracy - 72.00 %; sensitivity of the pre-
sence of weakened heart sounds (direct relationship,
p = 0.002) is 63.64 %, specificity - 71.84 %, accura-
cy - 70.40 %. The optimal clinical marker for detecting
pericardial effusion in patients with SLE is the presence
of weakened cardiac sounds (diagnostic accuracy sig-
nificantly exceeds 50.00 %, p < 0.001).

The sensitivity of the presence of the accent of the
second tone on the pulmonary artery (direct relationship,
p =0.009) as a marker of endocarditis reaches 100.00%,
specificity - 91.87 %, accuracy - 92.00 %. It is a diag-
nostically valuable marker for detecting endocarditis in
patients with SLE (diagnostic accuracy significantly ex-
ceeds 50.00 %, p < 0.001).

The results of the third step of the first stage, which
determined the diagnostic value of the optimal constel-
lation of clinical markers of syntropic heart lesions in
patients with SLE, are presented in tabl. 2.
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Table 2

Diagnostic value of constellations of clinical markers
in patients with systemic lupus erythematosus
with syntropic heart lesions (%)

o Parameters of diagnostic value
N Clinical markers / — —
markers constellations | Sensitivity, |Specificity, | Accuracy,
% % %
with MV insufficiency
"Pain in the joints +
new rash + accent of
1| the second tone on the 2727 98.57 67.20
aorta"
with MV consolidation
"Dyspnea + feeling
1 | ofinterruptions in the 38.30 89.74 70.40
work of the heart"
with myocarditis
"Palpitati + toli
| | APHAHONS TSYSIONC s g 8646 | 79.20
murmur on the apex
with pericardial effusion
"Pain in the joints +
p | amim e joints 63.64 | 7282 | 7120
weakened heart tones"
with endocarditis
"Fever + systolic
murmur on the apex
1 | of the heart + accent 100.00 100.00 | 100.00
of the second tone on
the pulmonary artery"

Carrying out the research made it possible to determine:

constellation of markers (CA = 0.93) in patients with
SLE with MV insufficiency ( "pain in the joints + new
rash + accent of the second tone on the aorta" (sensiti-
vity - 27.27%, specificity - 98.57 %, accuracy - 67, 2 %,
p < 0.001)), which has a stronger relationship with MV
insufficiency than a separate clinical marker (CA=0.47);

constellation of markers (CA = 0.69) in patients with
SLE with the MV consolidation ("shortness of breath + fee-
ling of interruptions in the work of the heart" (sensitivi-
ty - 38.30 %, specificity - 89.74 %, accuracy - 70.40 %,
p <0.001)), which has a stronger relationship with syn-
tropic lesions than a separate clinical marker (CA=0.53);

constellation of markers (CA = 0.77) in patients with
SLE with myocarditis ("palpitations + systolic murmur
on the apex of the heart" (sensitivity - 55.17 %, specifi-
city - 86.46 %, accuracy - 79.20 %, p < 0.001)), which
has stronger connection with myocarditis than a separate
clinical marker (CA = 0.74);

constellation of markers (CA = 0.65) in patients with
SLE with pericardial effusion ("pain in the joints + weak-
ened cardiac tones" (sensitivity - 63.64 %, specifici-
ty - 72.82 %, accuracy - 71.20 %, p = 0.001)), which has
stronger relationship with pericardial effusion than a
single clinical marker (CA = 0.63);

constellation of markers (contingency coefficient
(CC)=1.00) in patients with SLE and endocarditis ("fe-
ver + systolic murmur on the apex of the heart + accent
of the second sound on the pulmonary artery" (sensiti-
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vity - 100.00 %, specificity - 100.00 %, accuracy - 100.00 %,
p < 0.001)), which has stronger relationship with syn-
tropic lesions than a separate clinical marker (CC = 0.39).

Having found out the clinical markers of syntropic
heart lesions in SLE patients and their diagnostic value,
it was concluded that the optimal diagnostic value for
detecting MV insufficiency in SLE patients among the
clinical monomarkers is dyspnea and the constellation
"pain in the joints + new rash + accent of the second tone
on aorta", MV consolidation - a complaint of a feeling
of interruptions in the work of the heart and the constellation
"shortness of breath + feeling of interruptions in the work
of'the heart", myocarditis - palpitations and the constellation
"heartbeat + systolic murmur on the apex of the heart",
pericardial effusion - the presence of weakened cardiac
tones and the constellation "pain in the joints + weakened
cardiac tones", endocarditis - accent of the second tone
on the pulmonary artery and the constellation "fever + systolic
murmur on the apex of the heart + accent of the second
tone on the pulmonary artery". Comparing the obtained
results with the studies of other authors [5, 6, 8] we found
that shortness of breath and systolic murmur are frequent
complaints in patients with SLE with valvular lesions.
Similar results were described by Kevin G. Moder et al.
[8], who observed precardial or substernal discomfort or
pain that could be positional, fever, tachycardia, shortness
of breath and weakening of heart sounds (especially in
case of significant effusion) in patients with pericarditis,
with myocarditis - tachycardia and, if the disease is severe,
other signs of congestive heart failure. The mentioned
researchers described clinical symptoms in SLE patients
with the specified heart diseases, but did not study the
diagnostic value of a single clinical marker or their
constellations.

Conclusions. Clinical markers for detecting mitral
valve insufficiency in patients with systemic lupus
erythematosus are morning stiffness, new rash, dyspnea,
memory problems, the presence of weakened sounds
during auscultation of the heart, a systolic murmur on
the apex of the heart, an emphasis of the second sound
on the pulmonary artery; consolidation of the mitral
valves - new rash, legs edema, dyspnea, feeling of
interruptions in the work of the heart, pain in the area of
the heart, presence of weakened heart tones, systolic
murmur on the apex of the heart; myocarditis - pain in
the muscles, alopecia, presence of legs edema.

The optimal value for the diagnosis of mitral valve
insufficiency in patients with systemic lupus erythematosus
is the constellation of clinical markers "pain in the
joints + new rash + accent of the second tone on the aorta";
mitral valve consolidation - "dyspnea + a feeling of
interruptions in the work of the heart"; myocarditis - "heart
palpitations + systolic murmur on the apex of the heart";
pericardial effusion - "pain in the joints + weakening of
heart tones"; endocarditis - "fever + systolic murmur over
the top of the heart + emphasis of the second tone on the
pulmonary artery".
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Clinical Markers of the Heart and Blood Vessels Syntropic Lesions in Patients
with Systemic Lupus Erythematosus, Their Diagnostic Value (First Notice)

L. Kobak, O. Khukhlina, L. Babinets, M. Panasiuk, N. Drobinska,
O. Faiura, Z. Bilous

Introduction. Systemic lupus erythematosus (SLE) is an autoimmune rheumatic disease with numerous clinical
manifestations that affects any organs or systems and requires a comprehensive study.

The aim of the study. To find out the clinical markers of the heart and blood vessels syntropic lesions in patients
with systemic lupus erythematosus and evaluate their diagnostic value.

Materials and methods. The study included 118 patients with SLE with the presence of syntropic (having
common etiological and/or pathogenetic mechanisms with the main disease) lesions of the heart and blood vessels
(107 women (90.68 %) and 11 men (9.32 %) aged 18 to 74 years (average age 42.48 £1.12 years)).

The study included the identification of clinical markers of syntropic lesions of the heart and blood vessels,
determination of the diagnostic value of individual clinical markers and their constellations in terms of sensitivity,
specificity and accuracy in patients with SLE, and the identification of one of them with the most reliable diagnostic
value.

Results. Clinical markers for detecting mitral valve insufficiency in patients with SLE are morning stiffness, new
rash, dyspnea, memory problems, presence of weakened cardiac sounds, systolic murmur on the apex of the heart,
accent of the second sound on the pulmonary artery; mitral valve consolidation - new rash, the presence of legs
edema, dyspnea, a feeling of interruptions in the work of the heart, pain in the heart area, the presence of weakened
cardiac tones, systolic murmur on the top of the heart; myocarditis - muscle ache, alopecia, legs edema, shortness
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of breath , palpitation, systolic murmur on the top of the heart; pericardial effusion - legs edema, dyspnea, palpitations,
the presence of weakened cardiac tones; endocarditis - the presence of the accent of the second tone on the pulmonary
artery.

The optimal value for the diagnosis of mitral valve insufficiency in patients with SLE is the constellation of
clinical markers "pain in the joints + new rash + accent of the second tone on the aorta"; of mitral valve
consolidation - "dyspnea + a feeling of interruptions in the work of the heart"; of myocarditis - "heart palpitations + systolic
murmur on the apex of the heart"; of pericardial effusion - "pain in the joints + weakening of heart tones"; of
endocarditis - "fever + systolic murmur over the top of the heart + emphasis of the second tone on the pulmonary
artery".

Conclusions. In patients with SLE the optimal value among clinical monomarkers and their constellations for
the diagnosis of mitral valve insufficiency is dyspnea and the constellation "pain in the joints + new rash + accent
of the second tone on aorta"; for MV consolidation - a complaint of a feeling of interruptions in the work of the
heart and the constellation "shortness of breath + feeling of interruptions in the work of the heart"; for myocarditis - palpitations
and the constellation "heartbeat + systolic murmur on the apex of the heart", pericardial effusion - the presence of
weakened cardiac tones and the constellation "pain in the joints + weakened cardiac tones"; for endocarditis - accent
of the second tone on the pulmonary artery and the constellation "fever + systolic murmur on the apex of the
heart + accent of the second tone on the pulmonary artery". Constellations of clinical markers, but not individual
clinical markers, have optimal value for the diagnosis of the syntropic heart lesions in patients with SLE.

Keywords: systemic lupus erythematosus, syntropic lesions of the heart and blood vessels, clinical markers,
diagnostic value.

KuiniyHi Mapkepy CHHTPONIIYHUX YPasKeHb cepus I CYyIMH Y XBOPHUX
HA CHCTeMHUI YepBOHMIA BOBYAK, IXHSI JIATHOCTUYHA HiHHICTH
(moBiIOMJIECHHS TepIiIe)

JI. O. Kobak, O. C. XyxJina, JI. C. badineus, M. T. [lanacwk,
H. B. Ipo6inceka, O. I1. ®aropa, 3. O. binoyc

Beryn. Cucremunii uepBonuii Bouak (CUB) — XpoHiuHa aBTOIMYHHA HE/lyTa, 32 AKOI ypaKaroThCs Maike BCl
BHYTpIITHI opranu. UmeTses mpo CHHTPOITIYHI KOMOPOITHI YpakeHHsI OPTaHiB CUCTEMH KPOBOOOITY (CHHTPOITIY-
HAMH ypaKEHHSIMH BBAKAEMO Ti, 9aCTOTA SIKUX TOCTOBIPHO HAPOCTAE 3 MIABUIIICHHSAM CTyIIeHsS akTuBHOCTH CUB,
T03asIK MAIOTh CIIJIBHI 3 OCHOBHOIO HEIYTOO €TIONOTIUHI /200 TaTOTeHETHIHI MEXaHi3MH ), IO HE JIUIIIE € OTHU-
MH 3 HAUTIOIITUPEHIIINX, a ¥ IMOCIMaf0Th MepIi MO3UIlii y CTPYKTypi IPUIUH cMepTHOCTH. [linBuimenHs epexTrs-
HOCTH IXHBOI Kypallii BUMarae BiJl KJIHIIHCTA Y TIEBHUX CUTYAIlisAX TONTyKY HOBHX, ¢()eKTHBHUX, MaJI03aTPATHIX
Croco6iB BUSABJICHHS, BOJIOMIHHS 1H(OOPMAIIIEIO PO TIATHOCTUYHY IIIHHICTD KIIHIYHAX MapKepiB CHHTPOITIYHUX
ypaxeHb ceplis.

Merta. 3’scyBaTy KIiHIYHI MapKEPH CHHTPOIIYHUX YPaKEHb CEPIl 1 CyINH Y XBOPUX HA CHCTEMHHM YePBOHHIMA
BOBYAK, IXHIO MiSITHOCTUYHY IIHHICTD.

Marepisian i meToau. Y gociimkerHs BkitodeHo 118 xBopux Ha CUB i3 HasIBHICTIO CHHTPOTIIYHHX (THX, 1O
MAalOTh CITUTBHI 3 OCHOBHOIO HEIYTOIO €TIONOTIUHI #/ab0 MaToreHeTHYHI MEXaHI3MH1) ypaxxeHb cepris i cymuH (107
xiHOK (90,68 %) Ta 11 gomogikis (9,32 %) Bikom Bix 18 1o 74 poxiB (cepenniii Bik 42,48 £1,12 poky)).

BuxoHaHHS DOCTIHKSHHS TTepen0adao BUSBICHHS KITHITHIX MapKepiB CHHTPOINYHUX YPaKEeHb CepIIs 1 CYIUH,
BH3HAUCHHS JIATHOCTHYHOI IIIHHOCTH OKPEMUX KITIHIYHUX MapKepiB Ta iXHIX KOHCTEISIIHN 3a Yy TJINBICTIO, CTICIIH-
(ignicTIO # TOUHICTIO ¥ XBopuX Ha CUB Ta BHOKpEeMIICHHS OHOTO 3 HUX 13 JJOCTOBIPHO HAWOIIBIIO0 TiATHOCTHY-
HOIO 3HAYYIIICTIO.

Pesynbrarn. KniHivHIMH MapKkepaMy y XBOPHUX Ha CUCTEMHHI YePBOHMI BOBYAK JUTSI BUSIBIICHHSI HEJIOCTATHOCTH
MITpaJBHOTO KJIallaHa € paHKOBA CKYTiCTh, HOBI BUCHUIIAHHS, 33 TUIITKA, TIOTIPIICHHS ITaM’ SITH, HASIBHICTH OCITA0JICHUX
TOHIB TIiJ] Yac ayCKYNbTallii CepIls, CHCTONIYHUH IIIyM HaJl BEPXIBKOIO CEPIIs, aKIICHT IPYTroro TOHY Hal JIETEHEBOIO
apTepiero, YIIiIbHEHHS MITPaJbHOTO KIIallaHa — HOB1 BHCHITAHHSI, HASBHICTh HAOPSKIB HA HIDKHIX KiHITIBKaX, 3a-
TTUTITKA, BIAIYTTSI IEpe00oiB y pOOOTI cepIrsd, OLTb Y MIISTHIT CepIld, HasIBHICTh OCIa0ICHIX TOHIB CePIlst, CUCTOIUHNN
IITyM HaJ BEPXiBKOIO CEpIlsd, MiOKapAHWTy — Oilb Y M’sI3aX, ajollelisl, HasBHICTh HAOPSKIB Ha HIDKHIX KiHITIBKaX,
3aJIMIITKA, CEPIICONTTS, CUCTONIYHUH IITyM HaJl BEPXiBKOIO CEepIIs, IEPUKAPIISITLHOTO BUTIOTY — HAOPSKHU HAa HIKHIX
KIHITIBKaX, 3aWIIIKa, CEPIICOUTTS, HASIBHICTH OCITIA0JIEHUX TOHIB CEpIIs, CHIOKAPINUTY — HaIBHICTH aKIIEHTY APYTO-
T'O TOHY HaJI JIETEHEBOIO apTePIErO.
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OnTuMaIpHy MIHHICT UTS TISTHOCTHKY HETOCTaTHOCTH MITPAJLHOTO KITallaHa Y XBOPUX HA CHCTEMHUH 4epBO-
HUH BOBUAK Ma€ KOHCTEJISIIS KIIHIYHUX MapKepiB «O11b y cyrio6ax + HOBI BUCHUIIAHHS + aKIEHT JIPYroTo TOHY HaJ
A0PTOIOY», YIIUIPHEHHS MITPAJbHOTO KIIalaHa — «3aJWIIKa + BIq9yTTd 1epeOoiB y poOoTi cepIis», MiOKapaIuTy —
«CepreOUTTS + CUCTONITHAN IITYM HaJ BEPXiBKOIO CEPIISH», TICPUKAPIISUTBHOTO BUITOTY — «O1ITb ¥ CYTII00ax + ocmadneH-
HS TOHIB CEpPIIs», CHIOKAPANTY — «rapsdka + CUCTONIYHHUH IIyM HaJ BEPXiBKOIO CEPIIs + aKIEHT APYTOro TOHY HaJ
JIETCHEBOIO apTEPIEION.

BucnoBku. Y xBopux Ha CUB onTuManbHy HIHHICTH Cepes KIIHIYHUX MOHOMapKepiBi iXHIX KOHCTENSIINA TS
IIATHOCTUKU HemocTaTHOCTH MK MaroTh 3amuiika, «Outh y cyrmo0ax + HOBI BUCHITAHHS + aKIEHT JPYTOro TOHY
HaJ aoproro»,yurinbHeHHs: MK — ckapra Ha BigdyTTs epe0oiB y poOoTi cepiis, «3aaumika + BiggayTTs nepedoiB y
pOOOTI cepIishy; MIOKapAUTY — CePIICOUTTS, «CEPIIEOUTTS + CUCTOIIYHHMA IITyM HaJl BEPXIBKOIO CEPIIsD», TIEpUKAPIi-
SUTBHOTO BUIIOTY — HAsIBHICTH OCIa0JICHUX TOHIB CepIls, «OiIb y cyrnobax + ociiabieHHs TOHIB CepIlsT», CHIOKAp-
JIUTY — aKIeHT JIPYTOTO TOHY HaJI JIETEHEBOIO apTepi€lo, «TapsdKa + CUCTOIIYHUHN IITyM HaJl BEPXiBKOIO cepIis + ak-
IIEHT APYroro TOHY HaJl JEreHEeBOI0 aprepictoy». ONTHUMaNbHY MIHHICTH IJIS MISSTHOCTUKHU JOCIIIKYBaHUX
CHHTPOTIYHUX ypakeHb cepisd y xBopux Ha CUB MaroTh KOHCTENAIIT KIIHIYHIX MapKepiB, a HE OKpeMi KITiHIYHI
MapKepH.

Kuro4uoBi ciioBa: cucteMHMIA YepBOHUH BOBYAK, CHHTPOITIYHI YpaskeHHS ceplis 1 CyAH, KIIIHIYHI MapKepH, Ii-
SITHOCTUYHA I[IHHICTD.
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