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The purpose of the study was to determine the
level of vitamin D in pregnant women with metabolic
syndrome and compare it in pregnant women without
this syndrome.

Materials and methods. 120 pregnant women
were examined in the first trimester, of whom 60
women were diagnosed with metabolic syndrome be-
fore pregnancy (main group) and 60 patients without
metabolic syndrome (control group). Anthropometric
measurements were performed and an oral glucose
tolerance test and fasting lipid profile (triglycerides,
high-density lipoprotein cholesterol and low-density
lipoprotein cholesterol) were determined. Total 25-hy-
droxyvitamin D in blood serum was analyzed by elec-
trochemiluminescence immunoassay. Statistical anal-
ysis was carried out in Microsoft System Excel 2016
(SPSS). The t-test, Pearson’s chi-square were used,
Spearman’s correlation coefficient was calculated.

Results and discussion. In patients of the main
group, the body mass index was by 23.30% higher
(p=0.041) than in the control group. In patients with
metabolic syndrome, compared with the control
group, an increase in low-density lipoprotein cho-
lesterol by 41.4% (p=0.001) and a decrease in high-
density lipoprotein cholesterol by 44.0% (p=0.053)
were detected. In winter, 38.3% were received; in
summer — 20.0%. Vitamin D deficiency in the main
group was detected in 70.0%, in the control group —
51.7% (p>0.05), 25-hydroxyvitamin D deficiency in
the main group (30.0%) was less than in the control
group (48.3%, p<0.05). According to the data ob-
tained, vitamin D deficiency in pregnant women of
the main and control groups was higher in winter and
lower in summer. There was a direct, weak relation-
ship between vitamin D concentration and body mass
index in the main (r=0.175, p>0.05) and control group
(r=0.290, p>0.05), as well as a weak, multidirectional
correlation with triglycerides (r= 0.109, p>0.05), with
low-density lipoprotein cholesterol (r=0.126, p>0.05)
with high-density lipoprotein cholesterol (r=-0.107,
p>0.05).

We studied the relationship between vitamin D
deficiency and such indicators as body mass index,
triglycerides, low-density lipoprotein cholesterol and
high-density lipoprotein cholesterol and revealed
a weak statistically insignificant correlation. On the
contrary, the results of the Chinese study indicate
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the presence of a correlation that was stronger in the
overweight and obese groups. However, this relation-
ship has not been confirmed by all authors, which cor-
responds to our results showing a weak relationship
between body mass index and vitamin D levels.

Conclusion. Despite living in one of sunny and
warm cities, a high prevalence of low vitamin D levels
among pregnant women in the first trimester was re-
vealed — 60.8%. We do not rule out that low vitamin D
levels were also associated with metabolic syndrome.

Keywords: metabolic syndrome, pregnancy, vi-
tamin D, anthropometric parameters, lipid profile, sea-
sons.

Introduction. In recent years, more and more at-
tention has been paid to the role of vitamin D during
pregnancy. Data were obtained on the relationship of
vitamin D deficiency during pregnancy with insulin re-
sistance, with gestational diabetes mellitus and abnor-
malities of the fetal immune system [1, 2]. Data were
obtained on the relationship of vitamin D deficiency
with all components of metabolic syndrome (MS) [3].
The study reported an association between vitamin D
deficiency during pregnancy and adverse outcomes
for both maternal health and fetal development [4].
The correlation of the unfavorable status of vitamin
D in the mother with pregnancy complications, such
as preeclampsia, premature birth, the birth of small
children who do not correspond to gestational age [5,
6], and respiratory tract infections in children [7] is re-
ported. According to a report published in 2012, the
status of vitamin D and, consequently, the prevalence
of vitamin D deficiency in pregnant women living in
Switzerland remain largely unknown [8]. Even if most
of the reported determinants of vitamin D deficiency
are similar to the determinants registered for the gen-
eral population, some determinants seem to remain
country-specific [9].

Literature data indicate a growing prevalence of
MS in women, which has reached a large scale in
many countries of the world, in particular, the preva-
lence of MS in pregnant women varied from 3% to
42% in various studies, depending on the presence
of pre-existing components of the syndrome, age and
region [10-12]. Metabolic changes before pregnancy
are the determining cause of complications during
pregnancy, after pregnancy, in the postpartum period,
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as well as the causes of adverse perinatal outcomes.
Women who are overweight before pregnancy in-
crease the risk of pregnancy complications; obesity
turns out to be an independent risk factor for cesar-
ean section, hypertension caused by pregnancy, pre-
mature birth, restriction of intrauterine growth, birth
defects, development, macrosomia, intrauterine fetal
death, etc. [13]. Pregnancy also creates an environ-
ment similar to MS, including insulin resistance, el-
evated blood sugar, triglycerides, and blood pressure;
it is also seen as a potential risk accelerator for car-
diovascular disease and diabetes. The appearance
of MS indicators during pregnancy can also harm the
fetus [14]. It is noted that in mothers with MS, infants
have an increased likelihood of developing MS in the
late lactation period. The enhancement of these ef-
fects may not be limited to the first generation of off-
spring, and metabolic problems may persist in subse-
quent generations [15].

Thus, understanding the status of vitamin D in
the early stages of pregnancy can help determine the
future management strategy of pregnant women.

The purpose of the study was to determine the
level of vitamin D in pregnant women with metabolic
syndrome and compare it in pregnant women without
this syndrome.

Materials and methods. The research was con-
ducted in the period from February 7, 2018 to Febru-
ary 17, 2020 in the public legal entity of the Research
Institute of Obstetrics and Gynecology in Baku. The
study involved 120 pregnant women, of whom 60
women were diagnosed with MS before pregnancy
(the main group) and 60 patients did not suffer from
MS (the control group). The criteria for inclusion in the
study were: | trimester of gestation, single pregnancy,
over the age of 18 years, actual residence in Baku
and the suburbs for at least 6 months before pregnan-
cy; women suffering from MS before pregnancy. Ex-
clusion criteria were multiple pregnancies, HIV infec-
tion, a history of parathyroid, kidney or liver diseases,
chronic malabsorption syndromes or granule-forming
disorders, age under 18 years, known (or suspected)
drug or alcohol abuse, patients with acute or chronic
diseases, patients who received vitamin D or calcium
supplements in previous 3 months. Informed consent
was obtained from the patients. Anamnesis was col-
lected from all participants of the study, socio-demo-
graphic information was collected, as well as data re-
lated to pregnancy and lifestyle. Thus, the following
indicators were recorded: age; first or repeated preg-
nancy; parity (first-time, second-time), professional
activity; body mass index (BMI) upon admission. The
season of treatment of pregnant women: winter (De-
cember 22 — March 18), spring (March 24 — June 11),
summer (July 1 — September 19), autumn (October
10 — December 20). Sun exposure was taken into ac-
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count as the average number of days a week spent
outdoors for at least 1 hour from 10 to 16 hours over
the past 6 months; the use of sun protection products
(for example, the use of sunscreen, wearing long-
sleeved clothing, trousers, hats (never, sometimes,
always), consumption of fish (herring, salmon, mack-
erel, sardines or tuna) at least once a week (yes, no)
and taking vitamin supplements containing vitamin D
(yes, no). The dosage, adherence to treatment and
the start of admission were not recorded. Anthropo-
metric measurements were carried out in all women.
The biochemical analysis included a standard oral
glucose tolerance test and an empty stomach lipid
profile. The oral glucose tolerance test (OGTT) was
performed according to the procedure described by
the World Health Organization [16].

A 10 ml blood sample was taken during a routine
blood collection from a vein. Indicators of lipid me-
tabolism triglycerides (TG), cholesterol of high-densi-
ty lipoproteins (HDL-C) and low-density lipoproteins
(LDL-C) were determined using Human test kits (Ger-
many) on an automatic biochemical analyzer Roche
Diagnostics Cobas Integra 800 (Switzerland).

After centrifugation and serum extraction, total
25-hydroxyvitamin D (25(OH)D) was analyzed using
electrochemoluminescent immunoassay on a Roche
Cobas® analyzer (Roche Diagnostics, Basel, Swit-
zerland). Detection range: 3.0-70.0 ng/ml for 25(0OH)
D; above 15 ng/ml, coefficient of variation between
assays: 11.5% and coefficient within the assay: 6.5%
[17]. Women with a concentration of 25(OH)D in se-
rum strictly below 20 ng/ml were considered deficient
in vitamin D in accordance with the recommendations
of the Endocrine Society [1]. Women with a concen-
tration of 25(OH)D in serum above 20 ng/ml were
considered non-deficient (including both insufficient
(from 20 to 30 ng/ml) and sufficient (above 30 ng/ml))
by definition of the Endocrine Society [1].

All experiments were conducted in accordance
with the Council of Europe Convention “On the Pro-
tection of Human Rights and Dignity of the Human
Being with regard to the Application of Biology and
Medicine Application of Biological and Medicine
Achievements (ETS No. 164)” dated 04.04.1997, and
the Helsinki Declaration of the World Medical Asso-
ciation (2008). Each study patient signed an informed
consent to participate in the study and all measures to
ensure anonymity of patients were taken.

Statistical analysis was carried out in Microsoft
System Excel 2016 using statistical software SPSS
(USA). The differences between the groups were
compared using an independent two-sample t-test
and Pearson’s chi-square test. The Spearman cor-
relation coefficient is calculated. The value of p<0.05
was considered statistically significant.
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Research results. The age of 120
patients included in the study ranged
from 18 to 43 years, the average age was
28.1 + 4.08 years. According to the age
groups of 18-28 years, 29-35 and 36-43
years, the patients were distributed as
follows 64 (53.3%), 46 (38.3%) and 10
(8.3%), respectively. The first and second
pregnancies were in 41 (34.2%) and 79
(65.8%), respectively. Of the 120 pregnant
women examined, 76 (63.3%) were pri-
miparous, 44 (36.7%) were repeat-bearing
women. 32 (26.7%) were engaged in pro-
fessional work related to mental work, 7
(5.8%) were engaged in physical work, 81
(67.5%) patients were housewives. The
weight of patients at admission averaged
81.3 + 1.3 kg, height — 163.3 + 0.6 cm,
BMI — 30.5 + 0.5 kg/m?, while BMI with-
in the normal range (18-25 kg/m?) was
observed in 19 (15.8%), overweight
(25-30 kg/m?) — in 34 (28.3%) patients,
obesity of the | degree (30-35 kg/m?) —
in 41 (34.2%), obesity of the Il degree
(35-40 kg/m?) — in 21 (17.5%), and obe-
sity of the Ill degree (>40 kg/m?) — in 5
(4.2%) patients. Systolic blood pressure
(SBP) and diastolic (DBP) averaged
124.3 + 1.9 mmHg (90/180 mmHg) and
80.1 £ 1.3 mmHg (60/120 mmHg), respec-
tively. The concentration of TG averaged
1.9+ 0.1 mmol/I (0.8—4.8 mmol/L), LDL-C —
2.9 = 0.1 mmol/L (1.6—4.8 mmol/L) and
HDL-C—-1.2£0.1 mmol/L(0.6—2.2mmol/L).
The largest number of patients were ad-
mitted in winter — 38 (31.7%), the small-
est — in spring — 23 (19.2%), in summer
and autumn — 25 (20.8%) and 34 (28.2%),
respectively. Table 1 shows the general
characteristics of the patients of the re-
search groups.

The results presented in Table 1
showed that both groups were compa-
rable in age and did not differ statistically
(p=0.788, t=0.27). At the same time, pa-
tients with MS in the age group of 36—43
years were by 33.0% more likely (p<0.05).
Pre-pregnant patients in the main group
were by 48.2% less common than in
the control group (p<0.05), while repeat
pregnancies in the main group were by
28.3% more (p<0.05). There were no dif-
ferences in the parity of pregnant women
in the main and control groups. In the
main group of women, mental labor was
by 39.9% less (p<0.05), and physical

Table 1 — Characteristics of the studied patients in the first trimester

of pregnancy

Main Control
Indicator group group o]
(n=60) (n=60)
Age, years 28.9 + 3.91 27.38+4.08 | 0.788
[19; 43] [18; 39]
Age groups:
18—28 years old, n (%) 29 (48.3) 35 (58.3) >0.05
29-35 25 (41.7) 21 (35.0) >0.05
3643 6 (10.0) 4 (6.7) <0.05
First pregnancy, n (%) 14 (23.3) 27 (45.0) <0.05
Repeated 46 (76.7) 33 (55.0) <0.05
Primiparous 38 (63.3) 38 (63.3) -
Repeat births 22 (36.7) 22 (36.7)
Labor activity, n (%)
Housewives 12 (20.0) 20 (33.3) <0.05
Engaged in mental labor 5(8.3) 2 (3.3) <0.01
Physical labor 43 (71.7) 38 (63.3) >0.05
Weight at the time of the | 91.73 +5.87 | 70.89 + 10.14 | 0.078
study, kg [67; 110] [48; 103]
Height, cm 163.22 +4.64 | 163.45+5.39 | 0.974
[150; 180] [148; 178]
BMI at the time of the 34.50+2.46 | 26.46 +£3.02 | 0.041
pregnancy study (kg/m?) | [27.9; 42.6] [18.9; 39.2]
BMI: 18-25 kg/m?, n (%) - 19 (31.7) 0.001
25-30 kg/m? 1(1.7) 33 (55.0) 0.001
30-35 35 (58.3) 6 (10.0) 0.001
35-40 19 (31.7) 2(3.3) 0.001
>40 5(8.3) - 0.001
SBP, mmHg 135.5+ 16.40 | 113.0 £ 12.27 | 0.274
[100; 180] [90; 150]
<130, n (%) 20 (33.3) 51 (85.0) <0.001
130-150 30 (50.0) 9 (15.0) <0.001
150-170 8 (13.3) - <0.001
>170 2 (3.3) - -
DBP, mmHg 86.2+11.92 | 73.75+£8.25 | 0.392
[60; 120] [60; 100]
Up to 85, n (%) 25 (41.7) 51 (85.0) <0.001
85-90 16 (26.7) 7(11.7) <0.001
90-110 18 (30.0) 2(3.3) <0.001
>110 1(1.7) - <0.001
Glucose, mmol/l 5.21+0.51 4.63 +£0.31 0.333
[3.9; 7.2] [3.9; 6.1]
TG, mmol/L 2.53+0.49 1.27 £0.20 | 0.019
[1.2; 4.8] [0.8; 2.7]
LDL-C, mmol/L 3.65 +0.40 2.14 £0.23 | 0.001
[2.4; 4.8] [1.6; 3.8]
HDL-C, mmol/L 0.89+0.16 1.59+0.32 | 0.053
[0.6; 2.0] [0.7; 2.2]
Time of year, n (%)
Winter 23 (38.3) 15 (25.0) <0.05
Spring 12 (20.0) 11 (18.3)
Summer 12 (20.0) 13 (21.7)
Autumn 13 (21.7) 21 (35.0) <0.05
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labor was by 60.2% more (p<0.01) than in the control
group. In both groups, there were no statistical differ-
ences in relation to housewives. The average weight
of patients in the main group was by 22.7% higher
than in the control group (p=0.078, t=1.78), and the
height of the patients did not differ much (p=0.974,
t=0.03). In patients of the main group, BMI was by
23.30% (p=0.041, t=2.06) higher than this indicator in
the control group. As can be seen from the Table 1,
BMI within normal limits was not observed in the main
group, whereas in the control group, normal BMI was
detected in 19 patients (x?=62.28; p<0.001).
Overweight patients were more common in the
control group, which was by 96.1% higher compared
to the main group (x>=31.49; p<0.001). Obesity of the
I and Il degrees was more often noted by patients of
the main group, which was higher by 82.8% (x*>=15.70;
p<0.001) and 89.6% (x?=55.12; p<0.001), respective-
ly, compared with the control group. Obesity of the
Il degree was observed only in the main group in
8.3% of cases (x?=101.54; p<0.001). The values of
SBP and DBP in the study groups did not differ signifi-
cantly, although in patients with MS, the level of these
indicators was on average by 16.1% higher (p=0.274,
t=1.10) and by 14.4% higher (p=0.392, t=0.86), re-
spectively. The SBP indicator is less than 130 mmHg
in the main group compared with the control group
where it was significantly less (x?=33.15; p<0.001). At
the same time, 50.0% of patients in the main group
had SBP in the range of 130—-150 mmHg (x*>=16.75;
p<0.001). The level was in the range of 150-170
mmHg and above 170 mmHg. It was observed only
in patients of the main group — x?=91.76 (p<0.001)
and x?=112.26 (p<0.001), respectively. The value of
DBP up to 85 mmHg in the main group was by 50.9%
less common than in the control group (x?=24.26;
p<0.001). The value of DBP in the range of 85-90
mmHg in the group of patients with MS was by 56.2%
more common (x?=46.68; p<0.001) and in the range
of 90-110 mmHg — by 89.0% (x?=57.42; p<0.001).
The DBP index of more than 110 mmHg was ob-
served only in 1 patient with MS (x?=116.1;
p<0.001). Glucose levels in both groups were
within normal limits and there was no signifi-
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and control groups were admitted in winter — 38.3%
and in autumn — 35.0%, respectively (p<0.05).

The analysis of vitamin D content showed that
its average concentration in the total sample (n=120)
was 16.5 = 0.6 ng/ml, varying in the range of 6.25—
28.7 ng/ml. In the main group, vitamin D levels ranged
from 9.74 to 28.7 ng/ml, which averaged 17.20 £ 3.76
ng/ml. In the control group, the average vitamin D lev-
el was 15.76 £ 3.77 ng/ml (6.25-25.4 ng/ml). When
comparing the level of vitamin D in patients of the
main group with the control group, there was no sta-
tistically significant difference — p=0.787 (t=0.27).

We also analyzed the 25(OH)D deficit shares in
the blood serum of the patients of the study groups
(Figure).

Figure — The frequency of vitamin D deficiency and
insufficiency in the study groups

Vitamin D deficiency in the main group was de-
tected in 42 patients, which compared with the control
group (n=31) was more frequent by 26.1% (p>0.05),
and deficiency of 25(OH)D in the main group (n=18)
was less than in the control group (n=29) by 37.9%
(p<0.05). In both groups, the concentration of 25(OH)
D >30 ng/ml was not observed.

From the data given in Table 2 indicators show
the absence of significant differences in vitamin D
content between the main and control groups, de-
pending on the season. The study showed that the
highest concentration of vitamin D was observed in

Table 2 — Concentration of vitamin D in pregnant women of both
groups compared depending on the season of the year

cant difference (p=0.333, t=0.97). Compari- Season | n Main group n Control group ¢
son of the average concentration of TG in (n=60) (n=60) P
the blood of patients of the main and control . 15.56 + 4.02 13.49+5.0

Winter | 23 15 0.32|0.758
groups showed its increase in the main group [9.74; 23.6] [6.25; 20.6]
by 49.8% (p=0.019, t=2.38). In patients with S 16.73 £ 2.52 16.2+£2.13

pring | 12 . 11 . 0.16 | 0.877

MS, in comparison with the control group, an [12.3; 20.7] [13.0; 18.9]
increase in LDL-C and a decrease in HDL- | gymmer | 12 | 18:67 2377 | 15| 17.52£2.02 | ) o | 505
C were detected by 41.4% (p=0.001, t=3.27) [10.6; 28.7] [14.9; 204]
and by 44.0% (p=0.053, t=1.96), respective- | Autumn | 13 1‘15-262_1251”-25 21 1656:. ‘5' 54487 000 | 1.00
ly. The largest number of patients of the main 2831115} [Ee1 Zac]
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patients of both groups in sum-

Table 3 — Frequency of vitamin D deficiency and insufficiency in the study

mer, and the minimum — in win-  groups in different seasons of the year
ter. When comparing the maxi- Concentration Main Control
mum and minimum concentra- Season | of 25(0OH)D, n group n group X2 P
tions of vitamin D in the main ng/ml n (%) n (%)

= = i <20 17 (73.9 60.0
(p=0.585, t=0.56) and in the |\. . 23 (73.9) 15 9 (60.0) 437 | 0.037
control (p=0.476, t=0.75) group, 20-30 6 (26.1) 6 (40.0)
no statistically significant differ- ) <20 9 (75.0) 6 (54.5)
ences were found. Spring 20-30 12 3(25.0) 1 5 (45.5) 1059 0.304

In the course of the study, <20 7 (58.3) 4 (30.8)

the frequency of occurrence of Summer 20-30 12 5 (41.7) 13 9 (69.2) 0.322 | 0.571
deficiency and insufficiency of <20 9 (15.0) 12 (57.1)
concentration of 25(0H)D was |Autumn 20-30 13 4 (30.8) 21 9 (42.9) 2.242 | 0135

analyzed in patients of both
groups by season (Table 3).

As follows from Table 3, the dependence of the
frequency of vitamin D deficiency and insufficiency
in the winter season is statistically significant. Ac-
cording to the data obtained, vitamin D deficiency in
pregnant women of the main and control groups was
higher in winter and lower in summer. The correlation
analysis showed a direct, weak relationship of vita-
min D concentration with BMI both in the main group
(r=0.175, p>0.05) and in the control group (r=0.290,
p>0.05). Also, a weak, multidirectional correlation was
determined between the level of vitamin D and TG
(r=0.109, p>0.05; control — r=-0.039, p>0.05), 25(0OH)
D - LDL-C (r=0.126, p>0.05; control — r=0.396,
p>0.05), 25(0OH)D — HC-HDL (r=-0.107, p>0.05; con-
trol — r=-0.023, p>0.05).

Discussion. Numerous reports show that in
recent years the number of overweight and obese
people has increased, which lead to many systemic
disorders, including MS [17, 18]. In this study, we pre-
sented the results of the analysis of vitamin D content
in 120 pregnant women with and without MS living in
the city. Pregnant women with MS in the first trimester
had a significantly increased BMI (p<0.001). The re-
sults obtained are comparable with the literature data
[2, 3]. It has been established that the prevalence of
vitamin D deficiency is high during pregnancy and
is a serious problem. Vitamin deficiency in the main
group was observed in 70.0% of cases, in the control
group — in 51.7% of cases. The study showed that
there was no sufficient concentration of vitamin D in
patients with MS. Also, an adequate level was not de-
tected in pregnant women of the control group. How-
ever, in a study by F. R. Perez et al. [19] it was noted
that 35.9% of pregnant women in the first trimester
had an adequate level of 25(OH)D in blood serum
(=30 ng/ml). At the same time, it should be noted that
pregnant women did not suffer from MS in the study.

Our results revealed a high incidence of vitamin
D deficiency in 120 pregnant women living in Baku
(60.8%), and in pregnant women with MS hypovita-
minosis 25(OH)D was found in 70.0%, in pregnant
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women without this pathology — in 51.7% of cases.
N. B. I. Bukary et al. [20] reported that 90% of the
studied pregnant women in the first trimester suffered
from hypovitaminosis D. There are several possible
reasons for the decrease in the level of 25(OH)D in
serum: not only low consumption of foods rich in vita-
min D, but also certain external factors that contribute
to preventing exposure to sunlight on the body, which
provides 90% of the need for vitamin D [21]. Our re-
sults are comparable to the data of B. C. Cakir, F.
Demirel [22], who reported that the level of vitamin D
during pregnancy in summer is higher than in winter. It
is known that the main source of vitamin D is sunlight.
According to the literature data, it is expected that in
the sunny period we will detect less vitamin D defi-
ciency. The results obtained confirm this. Despite the
fact that the patients we examined lived in a city with
a high level of sun exposure, vitamin D deficiency was
high in the first trimester, which was probably due to
being outdoors for less than one hour a day and refus-
ing to take vitamin D supplements before pregnancy.

It should be noted that changes in the concentra-
tion of 25(OH)D, the main marker of vitamin D status,
are poorly characterized throughout pregnancy, and
the data are contradictory, partly due to the significant
seasonal influence present in many studies, with as-
sumptions of an increase [23, 24], a decrease [25]
and no changes during pregnancy [26]. At the same
time, all researchers pay attention to the need to ac-
curately determine this variable and include the status
of vitamin D during pregnancy in the analysis of stud-
ies.

We studied the relationship between vitamin D
deficiency and such indicators as BMI, TG, LDL-C
and HDL-C and revealed a weak statistically insig-
nificant correlation. On the contrary, the results of the
Chinese study indicate the presence of a correlation
that was stronger in the overweight and obese groups
[27]. However, this relationship has not been con-
firmed by all authors [28, 29], which corresponds to
our results showing a weak relationship between BMI
and vitamin D levels.
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Conclusion. Despite living in one of sunny and Perspectives of further research. It is planned

warm cities, a high prevalence of low vitamin D levels to further study the use of vitamin D at various stag-
among pregnant women in the first trimester was re- es of pregnancy, which will help determine the future
vealed — 60.8%. We do not exclude that low vitamin D management strategy of pregnant women.

levels were also associated with metabolic syndrome.
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PIBEHb BITAMIHY D Y BATITHUX XIHOK I3 METABOJIIYHUM CUHAPOMOM

Y NEPLUOMY TPUMECTPI BATTHOCTI

AxyHdoea E. M.

Pe3rome. Mema pocnigXeHHs - BU3HaYNTK piBeHb BiTamiHy D y BariTHUX 3 MeTaboniyHum CMHAPOMOM, Ta
MOPIBHSTM NOTO y BariTHUX 6€3 UbOoro CMHAPOMY.

Mamepian ma memodu. ObctexeHo 120 BariTHUX XIHOK y | TpuMecTpi, 3 skux y 60 xiHOK go BariT-
HoCTi Byno giarHocToBaHO MeTabonivYHU cMHAPOM (OCHOBHa rpyna), Ta 60 nauieHTiB 6e3 Lboro CMHAPOMY
(koHTponbHa rpyna). lNpoBegeHo aHTPOMOMETPUYHI BUMIPIOBaHHS Ta BM3HAY€HO MepopanbHWiA TEeCT Ha TO-
NepaHTHICTb A0 MMKO3M Ta NinigHMi Npodinb Hatwe (Tpurniuepuan-TI, xonectepuH NiNONPOTEIHIB BUCOKOI
winsHocTi-XC-NMBL, Ta HM3bKOT WinsHocTi-XC-NMHLL). 3aransHui 25-rigpokeusitamin D (25(0OH)D) y cupo-
BaTLi KPOBi aHanidyBanv MeTodoM eneKTPOXiMOMOMIHECLUEHTHOro iMyHoaHanidy. CTaTucTnyHWiA aHanis npo-
BoguBcs y Microsoft System Excel 2016 (SPSS). BukopucTtaHi t-kputepin, xi-ksagpart lNMipcoHa, po3paxoBaHui
KoedpiuieHT kopenadii CrnipmeHa.

Pesynsmamu. Y nauieHTOK OCHOBHOI rpynu iHgekc macw Tina (IMT) Ha 23,30% (p=0,041) 6yB BMLMM, HiX
y Tpyni KOHTPOM0. Y NauieHTiB 3 MeTaboniyHMM CMHAPOMOM MOPIBHSHO 3 PYMNoOK KOHTPOS0 BUABMAANOCS Nig-
BuLeHHA XC-JMHLL, Ha 41,4% (p=0,001) Ta 3HmkeHHa XC-JTMNBL Ha 44,0% (p=0,053). Baumky Haginwno —
38,3%, ynitky — 20,0%. Oediuut BiTamiHy D B ocHOBHil rpyni BusiBneHo y 70,0%, y rpyni koHTponto (51,7%,
p>0,05), HegocTtaTHicTb 25(0OH)D B ocHoBHin rpyni (30,0%) 3ycTpivyanaca MeHLwe, HiX y KOHTPOSbHIA rpyni
(48,3%, p<0,05). 3rigHO 3 OTpMMaHMMK AaHumMmu, aediunT BiTamiHy D y BariTHUX XiHOK OCHOBHOT Ta KOHTPOrb-
HOI rpynu 6yB BULLIMM B3WMKY i HYXKYUM BRITKY. BuaBneHo npamuii, cnabkuin 38’a30k KOHUEHTpaLii BitamiHy D
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3 IMT B ocHoBHiIl (r=0,175, p>0,05) Ta B rpyni koHTponto (r=0,290, p>0,05), a Takox cnabka pisHocnpsiMoBaHa
kopensuisa 3 TT (r= 0,109, p>0,05), 3 XC-NMHL (r=0,126, p>0,05) 3 XC-JTMNBL (r=-0,107, p>0,05).

BucHosok. HesBaxatoum Ha NPOXMBAHHA B OOHOMY i3 COHAYHMX Ta TEMMANX MICT, BUSIBNEHO BUCOKY NOLLM-
PEHICTb HM3bKOTO piBHSA BiTamiHy D cepep BariTHMX XiHOK y | TpumMecTpi — 60,8%. He BMknioyaemo, Lwo HNU3bKWI
piBeHb BiTamiHy D OyB noB’sa3aHui 3 MeTaboniyHMM CUHAPOMOM.

KnrouoBi cnoBa: metaboniyHun cMHApoMm, BariTHICTb, BiTaMiH D, aHTpONOMETPUYHI NOKa3HUKW, NiniaHuii
npoisib, CE30HU POKY.
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