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In Ukrainian girls without and with somatotype, based on the features of the sonographic dimensions of the uterus and
ovaries, reliable discriminant models were constructed that allow predicting the possibility of genital endometriosis with high
probability (without taking into account somatotype — the correctness of the classification matrix is 98.8% of cases, Wilks' Lambda
statistics=0.142, p<0.001; in mesomorphs — the classification matrix covers 95.9 % of cases, Wilks' Lambda statistics=0.231,
p<0.001; in ectomorphs — the classification matrix covers 100 % of cases, Wilks' Lambda statistics=0.049, p<0.001; in ecto-
mesomorphs — the classification matrix covers 100 % of cases, Wilks' Lambda statistics=0.061, p<0.001).
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O.A. Hu3oBa, I.B. Yaiika, O.I. Imyk, O.C. Ky4epenko, I.B. I'yvrac

MPOTHO3YBAHHS 'EHITAJIBHOI'O EHJIOMETPIO3Y B YKPAIHCHKHX JIIBUAT
V 3AJIEXKHOCTI BIJL OCOBJIMBOCTE COHOT'PA®IYHUX ITOKA3ZHUKIB MATKH
TA A€YHUKIB

B yxkpaiHcbkux fiBuat 6e3 Ta 3 ypaxyBaHHSIM COMATOTHILY, Ha OCHOBI OCOONMBOCTEW COHOrpadidHUX PO3MIpPIB MaTKH Ta
SIEYHUKIB, TOOYI0BaHi JOCTOBIPHI AUCKPUMIHAHTHI MOAENI, SIKi JO3BOJISIOTH 3 BUCOKOIO HMOBIPHICTIO MPOrHO3YBATH MOXIIUBICTh
BHUHUKHEHHS T€HITaIBHOTO €HAOMETPio3y (6e3 ypaxyBaHHS COMATOTHITY — KOPEKTHICTh Kiacudikaniitnoi marpuri 98,8 % Bumaakis,
craructuka Wilks' Lambda=0,142, p<0,001; y me3omopdiB — kracudikamiiina MaTpuis oxommoe 95,9 % BUnaixiB, CTaTHCTHKA
Wilks' Lambda=0,231, p<0,001; y exromopdiB — kiacupikaniiina marpurst oxommoe 100 % Bumankis, craructuka Wilks'
Lambda=0,049, p<0,001; y exro-me3omopdiB — kmacudikariiina marpuns oxommoe 100 % Bumankis, craructuka Wilks'
Lambda=0,061, p<0,001).

KurouoBi ciioBa: akyiiepcTBO Ta TiHEKOJOTisl, TeHITAJbHUH ESHIOMETPio3, yKpalHChKH AiB4ata, coHorpadis, marka,
SI€YHUKH, MEHCTPYaJIbHUH LMK, COMATOTHII, TUCKPUMIHAHTHHIT aHAJI3.

The study is a fragment of the research project “Prediction, diagnosis and prevention of reproductive disorders in women
and girls in modern conditions”, state registration No. 0122U0024335.

Endometriosis is one of the most common and under-recognized gynecological diseases, often
accompanied by chronic pain, infertility, and a significant decrease in the quality of life of women of
reproductive age. According to a national epidemiological study that included more than 59,000 women in
the United States, the incidence of endometriosis is approximately 6.1 % among those with a confirmed
diagnosis, with a significant proportion of patients remaining undiagnosed for a long time [5].

This imbalance between the real and registered prevalence is partly explained by the complexity
of diagnosis, the variability of the clinical picture, and the invasiveness of traditional verification methods.
The uncertainty of the etiology and pathogenesis of endometriosis remains a serious obstacle for both
clinical practice and scientific research. Koninckx P. R. et al. emphasize that the available epidemiological
data are fragmentary and the true prevalence may be significantly higher than the current estimates,
especially in populations with limited access to laparoscopic diagnostics [10].

There are also regional differences in the pattern of incidence. Thus, according to international
reviews, the incidence of endometriosis ranges from 2 to 10 % in the general female population, but
increases to 30—50 % in patients with chronic pelvic pain or infertility [6]. Endometriosis is often diagnosed
in adolescence, when clinical symptoms are caused by dysmenorrhea, dyspareunia and other menstrual
disorders. According to recent reviews, the most typical onset of symptoms is the age of 16-20 years [7].

A separate clinical problem is extragenital forms, in particular lesions of the urinary system, which
can be asymptomatic until the development of complications. According to Barra F. et al., ureteral
endometriosis occurs in 0.08-1 % of all cases, but the frequency of its detection increases significantly
when performing specialized surgical interventions [1].

Infertility is another important clinical aspect associated with endometriosis. The work of Maggiore
U. L. and colleagues indicates that the frequency of infertility among patients with this pathology exceeds
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30 %, and in some samples reaches 50 % [11]. At the same time, the probability of pregnancy is
significantly reduced in case of late diagnosis or in the presence of combined forms of damage to the
reproductive system. Such data determine the need to develop prognostic models that would allow early
detection of patients with an increased risk of pathology.

In general, endometriosis remains a polyetiological and multifactorial disease that requires an
interdisciplinary approach to diagnosis and prevention. At the same time, the use of modern imaging
methods allows us to investigate not only morphological, but also prognostic features of anatomical
structures that may be involved in the pathological process.

The purpose of the study was to construct and analyze discriminant models of the possibility of
genital endometriosis in Ukrainian girls without and with regard to somatotype, depending on the features
of the sonographic dimensions of the uterus and ovaries in different phases of the menstrual cycle.

Materials and methods. On the basis of the Department of Obstetrics and Gynecology of the
National Pirogov Memorial Medical University, Vinnytsya and the medical and diagnostic center “Vita
Med Life” (Vinnytsya), a sonographic and somatotypological examination of 89 Ukrainian girls (aged 16
to 18 years) with genital endometriosis was performed. The diagnosis of genital endometriosis was made
according to the updated guidelines of the European Society of Human Reproduction and Embryology
(ESHRE) [2]. Committee on Bioethics of National Pirogov Memorial Medical University, Vinnytsya
(protocol No. 11 from 3.12.2020) found that the studies do not contradict the basic bioethical standards of
the Declaration of Helsinki, the Council of Europe Convention on Human Rights and Biomedicine (1977),
the relevant WHO regulations and laws of Ukraine.

Using the ultrasound diagnostic medical device Aplio XG SSA-790 (Japan), the following
sonographic dimensions of the uterus and ovaries were determined in the follicular and luteal phases of the
menstrual cycle (MC): length of the uterine body, anterior-posterior size of the uterus, width of the uterus,
thickness of the endometrium, length of the right ovary, width of the right ovary, thickness of the right
ovary, length of the left ovary, width of the left ovary, thickness of the left ovary, volume of the right ovary
and volume of the left ovary. Somatotypological examination according to the Heath-Carter method [4]
revealed the following distribution by somatotype of sick girls: endomorphs — 1; mesomorphs — 45;
ectomorphs — 23; ecto-mesomorphs — 12; endo-mesomorphs — 2; average intermediate somatotype — 6.
Therefore, further modeling of the possibility of genital endometriosis was carried out in groups without
taking into account somatotype, in mesomorphs, ectomorphs and ecto-mesomorphs.

As a control group, the primary sonographic indicators in the corresponding phases of MC of 78
practically healthy Ukrainian girls of a similar age group were taken from the data bank of the National
Pirogov Memorial Medical University, Vinnytsya.

Discriminant models of the possibility of genital endometriosis depending on the features of the
sonographic dimensions of the uterus and ovaries were built in the “Statistica 6.0” license package.

Results of the study and their discussion. When taking into account the sonographic dimensions
of the uterus and ovaries in different phases of MC in practically healthy and genital endometriosis girls
without taking into account somatotype, the discriminant function covers 100 % of practically healthy and
97.8 % of genital endometriosis girls. In general, the model that takes into account the sonographic
dimensions of the uterus and ovaries in the follicular and luteal phases of MC in practically healthy and
genital endometriosis girls without taking into account somatotype is correct in 98.8 % of cases. The
discriminating variables between practically healthy and patients with genital endometriosis in Ukrainian
girls, regardless of somatotype, are: uterine body length in the luteal phase of the menstrual cycle (LLM),
anterior-posterior uterine size in the luteal phase of the menstrual cycle (LMPZ), right ovary length in the
luteal phase of the menstrual cycle (LYLR), left ovary width in the luteal phase of the menstrual cycle
(LYSHL), right ovary width in the follicular phase of the menstrual cycle (FYSHR), right ovary volume in
the follicular phase of the menstrual cycle (VFYP), and anterior-posterior uterine size in the follicular phase
of the menstrual cycle (FMPZ). The greatest contribution to discrimination is made by the width of the
right ovary in the follicular phase of the menstrual cycle. The set of all sonographic variables has a
pronounced (Wilks' Lambda statistic=0.142, ¥*=315.3, p<0.001) discrimination between practically
healthy and girls with genital endometriosis without taking into account somatotype. To determine the
classification indicators (Df), which allow to attribute the obtained sonographic indicators of the uterus and
ovaries in different phases of MC to “typical” for practically healthy or girls with genital endometriosis
without taking into account somatotype, we established the coefficients of the classification discriminant
functions for each feature. Below are the equations, where the assignment to practically healthy girls
without taking into account somatotype is possible at a Df value close to 142.7; and to girls with genital
endometriosis without taking into account somatotype — at a Df value close to 130.1:
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— Df (for practically healthy girls without taking into account somatotype)= LLMx1.698 +
LMPZx0.680 + LYLRx2.980 + LYSHLx1.641 + FYSHRx3.348 - VFYPx4.334 - FMPZx0.116 - 142.7;

— Df (for girls with genital endometriosis, regardless of somatotype)= LLMx1.174+
LMPZx1.061 + LYLRx3.865 + LYSHLx0.768 + FYSHRx1.929 - VFYPx2.672 + FMPZx0.148 - 130.1;

where (here and in the following), the linear dimensions of the uterus and ovaries are in mm; the
volume of the ovaries is in cm’.

When taking into account the sonographic dimensions of the uterus and ovaries in different phases
of MC in practically healthy and patients with genital endometriosis girls with a mesomorphic somatotype,
the discriminant function covers 92.9 % of practically healthy and 97.8 % of patients with genital
endometriosis girls. In general, the model that takes into account the sonographic dimensions of the uterus
and ovaries in the follicular and luteal phases of MC in practically healthy and patients with genital
endometriosis girls with a mesomorphic somatotype is correct in 95.9 % of cases. The discriminating
variables between practically healthy and genital endometriosis patients in Ukrainian girls with a
mesomorphic somatotype are: length of the right ovary in the luteal phase of the MC (LYLR), width of the
left ovary in the luteal phase of the MC (LYSHL), thickness of the endometrium in the Iuteal phase of the
MC (LMTE), volume of the right ovary in the luteal phase of the MC (VLYP), width of the right ovary in
the follicular phase of the MC (FYSHR) and anterior-posterior size of the uterus in the follicular phase of
the MC (FMPZ). The greatest contribution to discrimination is made by the length of the right ovary and
the width of the left ovary in the luteal phase of the MC. The set of all sonographic variables has an average
(Wilks' Lambda statistic=0.231, ¥*=99.74, p<0.001) discrimination between practically healthy and girls
with genital endometriosis with a mesomorphic somatotype. Below, in the form of equations, the definition
of the Df indicator is given, where the assignment to practically healthy girls with a mesomorphic
somatotype is possible with a Df value close to 127.8; and to girls with genital endometriosis with a
mesomorphic somatotype — with a Df value close to 120.2:

— Df (for practically healthy girls with a mesomorphic somatotype)=LYLRx3.210 + LYSHLx1.403 +
LMTEx9.836 - VLYPx3.974 + FYSHRx1.960 + FMPZx0.502 - 127.8;

— Df (for patients with genital endometriosis, girls with a mesomorphic somatotype)=
LYLRx4.119 + LYSHLx0.381 + LMTEx8.476 - VLYPx3.131 + FYSHRx1.437 + FMPZx0.670 - 120.2.

When taking into account the sonographic dimensions of the uterus and ovaries in different phases
of the MC in practically healthy and genital endometriosis patients with ectomorphic somatotype girls, the
discriminant function covers 100 % of practically healthy and 100 % of genital endometriosis patients. The
discriminant variables between practically healthy and genital endometriosis patients Ukrainian girls with
mesomorphic somatotype are: anterior-posterior dimension of the uterus in the luteal phase of the MC
(LMPZ), endometrial thickness in the follicular phase of the MC (FMTE), left ovary thickness in the follicular
phase of the MC (FYTL), right ovary volume in the follicular phase of the MC (VFYP) and right ovary width
in the follicular phase of the MC (FYSHR). The greatest contribution to the discrimination is made by the
anterior-posterior dimension of the uterus in the luteal phase of the MC. The set of all sonographic variables
has a very pronounced (Wilks' Lambda statistic=0.049, ¥*=117.1, p<0.001) discrimination between
practically healthy and girls with genital endometriosis with an ectomorphic somatotype. Below, in the form
of equations, the definition of the Df indicator is given, where the assignment to practically healthy girls with
an ectomorphic somatotype is possible with a Df value close to 108.1; and to girls with genital endometriosis
with an ectomorphic somatotype — with a Df value close to 131.7:

- Df (for practically healthy girls with an ectomorphic
somatotype)=LMPZx2.613 - FMTEx3.507 + FYTLx1.022 - VFYPx7.812 + FYSHRx7.125 - 108.1;

— Df (for patients with genital endometriosis, girls with an ectomorphic
somatotype)=LMPZx6.231 - FMTEx7.986 - FYTLx2.016 - VFYPx0.692 + FYSHRx2.770 - 131.7.

Taking into account the sonographic dimensions of the uterus and ovaries in different phases of
the MC in practically healthy and genital endometriosis patients with ecto-mesomorphic somatotype girls,
the discriminant function covers 100 % of practically healthy and 100 % of genital endometriosis patients.
The discriminant variables between practically healthy and genital endometriosis patients Ukrainian girls
with mesomorphic somatotype are: width of the left ovary in the luteal phase of the MC (LYSHL), length
of the right ovary in the follicular phase of the MC (FYLR), width of the right ovary in the follicular phase
of the MC (FYSHR), length of the right ovary in the luteal phase of the MC (LYLR), length of the left
ovary in the follicular phase of the MC (FYLL). The greatest contribution to the discrimination is made by
the width of the right ovary in the follicular phase of the MC. The set of all sonographic variables has a
very pronounced (Wilks' Lambda statistic=0.061, ¥*=60.06, p<0.001) discrimination between practically
healthy and girls with genital endometriosis with an ecto-mesomorphic somatotype. Below, in the form of
equations, the definition of the Df indicator is given, where the assignment to practically healthy girls with
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an ecto-mesomorphic somatotype is possible with a Df value close to 262.3; and to girls with genital
endometriosis with an ecto-mesomorphic somatotype — with a Df value close to 331.3:

- Df (for practically healthy girls with an ecto-mesomorphic
somatotype)=LYSHLx7.007 + FYLRx2.861 - FYSHRx6.433 + LYLRx6.082 + FYLLx8.671 - 262.3;

— Df (for patients with genital endometriosis, girls with an ecto-mesomorphic somatotype)
=LYSHLx5.802 + FYLRx5.394 - FYSHRx11.67 + LYLRx8.723 + FYLLx10.53 - 331.3.

Thus, when dividing Ukrainian girls into practically healthy and patients with genital endometriosis
without taking into account somatotype, a reliable pronounced discrimination (Wilks' Lambda statistic=0.142,
¥’=315.3, p<0.001) of the obtained classification indicators was established (the correctness of entering the
models of sonographic sizes of the uterus and ovaries in different phases of the MC is 98.8 % of cases). The
models include the linear dimensions of the uterus (42.86 %, of which 28.57 % in the luteal phase of the MC
and 14.29 % in the follicular phase of the MC), the linear dimensions of the ovaries (42.86 %, of which 28.57 %
in the luteal phase of the MC and 14.29 % in the follicular phase of the MC) and the volume of the right ovary
in the follicular phase of the MC (14.29 %). The greatest contribution to the discrimination between practically
healthy and genital endometriosis girls without taking into account the somatotype has the width of the right
ovary in the follicular phase of the MC. When dividing Ukrainian girls into practically healthy and genital
endometriosis patients of the mesomorphic somatotype, a reliable average discrimination (Wilks' Lambda
statistic=0.231, ¥’=99.74, p<0.001) of the obtained classification indicators was established (the correctness of
the entry into the models of sonographic sizes of the uterus and ovaries in different phases of the MC is 95.9 %
of cases). The models include the linear dimensions of the ovaries (50.00 %, of which 33.33 % in the luteal
phase of the MC and 16.67 % in the follicular phase of the MC), the volume of the right ovary in the luteal phase
of the MC (16.67 %), the anterior-posterior size of the uterus in the follicular phase of the MC (16.67 %) and
the thickness of the endometrium in the luteal phase of the MC (16.67 %). The greatest contribution to the
discrimination between practically healthy and genital endometriosis-stricken girls of the mesomorphic
somatotype is the length of the right ovary and the width of the left ovary in the luteal phase of the MC.

When dividing Ukrainian girls into practically healthy and patients with genital endometriosis of the
ectomorphic somatotype, a reliable and very pronounced discrimination (Wilks' Lambda statistic=0.049,
v*=117.1, p<0.001) of the obtained classification indicators was established (the correctness of entering the
models of sonographic sizes of the uterus and ovaries in different phases of the MC is 100 % of cases). The
models include linear dimensions of the ovaries (40.00 %, all in the follicular phase of the MC), the volume
of the right ovary in the follicular phase of the MC (20.00 %), the anterior-posterior size of the uterus in the
luteal phase of the MC (20.00 %) and the thickness of the endometrium in the follicular phase of the MC
(20.00 %). The greatest contribution to the discrimination between practically healthy and genital
endometriosis-suffering girls of the ectomorphic somatotype is made by the anterior-posterior size of the
uterus in the luteal phase of the menstrual cycle.

When dividing Ukrainian girls into practically healthy and genital endometriosis-suffering girls of
the ecto-mesomorphic somatotype, a reliable and very pronounced discrimination (Wilks' Lambda
statistic=0.061, y*=60.06, p<0.00) of the obtained classification indicators was established (the correctness of
the entry into the models of sonographic sizes of the uterus and ovaries in different phases of the menstrual
cycle is 100 % of cases). The models include only linear sizes of the ovaries (of which 60.00 % in the
follicular phase of the menstrual cycle and 40.00 % in the luteal phase of the menstrual cycle). The greatest
contribution to the discrimination between practically healthy and genital endometriosis-affected girls of the
ecto-mesomorphic somatotype is the width of the right ovary in the follicular phase of the MC.

The results of our study on the relationship between ultrasound parameters of the reproductive
system and the risk of developing gynecological pathology are consistent with the literature, which
confirms the influence of anthropometric indicators and morphological features of the pelvic organs on the
frequency of disease detection. In particular, Jenabi E. et al. in a meta-analysis involving more than 14
thousand women found an inverse relationship between body mass index (BMI) and the risk of developing
endometriosis (OR=0.89; 95 % CI: 0.83-0.96), which suggests a specific role of adipose tissue in the
pathogenesis of this disease [§].

Similar conclusions are supported by the data of Sanchez-Ferrer M. L. et al., who studied body
structure in patients with polycystic ovary syndrome and found that skin-fat fold thickness in different areas
of the body differed depending on the clinical phenotype. The most pronounced disorders are characteristic
of patients with hyperandrogenism, which indicates a complex interaction between metabolic, hormonal and
anatomical factors [12]. This is consistent with the hypothesis that an imbalance in tissue fat metabolism can
indirectly affect the functional state of the reproductive organs, including their ultrasound structure.

Also interesting are the data of the study by Khamdamova M. T. and Tukhtasinovna K. M., who
studied the ultrasound features of the uterus and ovaries in women using different types of contraceptives.

128



ISSN 2079-8334. Céim meouyunu ma odionozii. 2025. Ne 2 (92)

They found statistically significant variability in the size and shape of both the uterus and ovaries, which,
according to their conclusions, may be associated with the effect of estrogen-gestagen drugs on the
endometrium and ovarian tissue [9]. This approach demonstrates the value of sonography not only as a
diagnostic tool, but also as a source of prognostic information in assessing the risk of developing diseases
associated with hormonal background.

In addition, a growing body of research has focused on ethnic and regional differences in the
incidence of endometriosis. Bougie O. and colleagues demonstrated in a systematic review that Asian
women had a 50 % higher risk of developing endometriosis compared with Caucasian women, while
African-American women had a lower risk (OR=0.49; 95 % CI: 0.29-0.83) [3]. Although the mechanisms
of these differences are not fully understood, it is possible that anthropometric characteristics, including fat
distribution and somatotype, may play a role in these intergroup variations.

The study by Yen C. F., Kim M. R. and Lee C. L. emphasized the role of epidemiological factors,
among which urbanization, physical activity level, and body weight are particularly important. The authors
note that in East Asia, the prevalence of endometriosis ranges from 6-12 %, but shows a tendency to
increase in megacities, where the body mass index of women is mainly lower than the average [15].

Thus, the results of the above studies confirm the relevance of studying the relationships between
somatic and morphometric indicators and the risk of developing endometriosis. Taking into account
anthropometric and echographic parameters can not only improve diagnostics, but also play a prognostic
role in risk stratification and the selection of individualized prevention for young patients.

Conclusions

1. Based on the features of the sonographic dimensions of the uterus and ovaries, reliable highly
informative discriminant models have been developed that allow predicting the possibility of genital
endometriosis in Ukrainian girls regardless of somatotype (the classification matrix covers 98.8 % of cases,
Wilks' Lambda statistics=0.142), as well as in representatives of mesomorphic (the classification matrix
covers 95.9 % of cases, Wilks' Lambda statistics=0.231), ectomorphic (the classification matrix covers
100 % of cases, Wilks' Lambda statistics=0.049) and ecto-mesomorphic somatotypes (the classification
matrix covers 100 % of cases, Wilks' Lambda statistics=0.061).

2. The greatest contribution to the discrimination between practically healthy and patients with genital
endometriosis in Ukrainian girls is made by: in the group without taking into account the somatotype — the width
of the right ovary in the follicular phase of the MC; in mesomorphs — the length of the right ovary and the width
of the left ovary in the luteal phase of the MC; in ectomorphs — the anterior-posterior size of the uterus in the
luteal phase of the MC; in ecto-mesomorphs — the width of the right ovary in the follicular phase of the MC.
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The purpose of this study was to evaluate the efficacy of arteriovenous fistula using ultrasound technique in patients
undergoing haemodialysis, taking into account their anamnesis analysis and their psychological state assessment. The study involved
76 patients with chronic kidney disease aged 25 to 70 years. During the ultrasound assessment of arteriovenous fistula in patients, the
diameter, lumen, compressibility of the vein and its location relative to the skin were analyzed, as well as the feeding artery was
examined. Bloodflow assessment in vascular access was performed using colour Doppler mapping and pulse dopplerometry. In
patients without complications in vascular access, the average diameter of the feeding artery was 4.3+1.4 mm. The diameter of the
anastomosis ranged from 1.4 mm to 10 mm. The volumetric bloodflow rate in the vascular access was from 500 ml/min to 1600
ml/min which corresponds to the standard values for a functioning arteriovenous fistula. Anatomical and individual tissue
characteristics of each patient and concomitant diseases reduce the efficacy of fistula and increase the risk of complications.
Ultrasonography allows for the timely detection of anatomical and functional changes affecting the effectiveness of hemodialysis,
which makes this method a valuable tool for diagnostics and monitoring. Authors conclude that ultrasound Doppler study is the main
method for vascular access monitoring in the complex management of patients receiving renal replacement therapy. Evaluation of the
psychological state of patients on hemodialysis showed a decrease in interest in life, a feeling of dissatisfaction, despair, hopelessness
and fear for the future, which worsened during the outbreak of military actions in Ukraine.
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JOCIIIZKEHHSA CYAJUHHOI'O JOCTYITY ¥ HAIIEHTIB HA TEMOIIAJII3I
13 3ACTOCYBAHHSM YJIbTPACOHOTI PA®IT

Mertoro mocnikeHHs Oyo BU3HAYEHHS e(heKTHBHOCTI apTepioBEHO3HOI (ICTYIIH 32 JOIOMOTOIO YIETPa3BYKOBOTO METOILY
y TAIi€HTiB, SKi MepeOyBalOTh Ha TeMOIiati3i, BPaxOBYIOUM aHali3 aHAMHE3y Ta OIIHKY iXHBOTO IICHXOJIOTIYHOTO CTaHy. Y
JIOCII/PKEHHI B3sUIM y4acTh 76 MAli€HTIB i3 XPOHIYHOIO XBOPOOOIO HUPOK BikoM Bix 25 no 70 pokis. Ilpu ynerpa3ByKoBii omiHii
apTepioBEHO3HOI (iCTyNM y Mali€HTiB MPOBOAMBCS aHaNi3 AiaMeTpa, IPOCBITY, KOMIIPECHBHOCTI BEHU Ta Ii po3TallyBaHHS LIONO
HIKipH, a TaKOK JOCTIIKeHHS aprepii skuBieHHs. OuiHKa KPOBOTOKY B CYAMHHOMY JOCTYII 3IiHCHIOBajacs 3 BHKOPHUCTAHHSIM
KOJIbOPOBOTO JIOIIEPIBCHKOrO KapTyBaHHS Ta IMITYJIBCHOI JoIuiepoMeTpii. Y mauieHTiB 0e3 yCKIaJHEHb Y CyIMHHOMY IOCTYII
CepeHii AiamMmeTp KUBUIILHOT apTepil craHoBHB 4.3+1.4 MM. JliameTp anactomMo3y ckiaias Bijg 1.4 MM 10 10 mm. O0'eMHa MBHAKICTH
KPOBOTOKY B CYIMHHOMY IOCTYIN AopiBHIoBana Big 500 mu/xB mo 1600 mi/xB, o BiAMOBiZa€ HOPMATHBHUM ITOKAa3HHKaM IS
apTepioBeHO3HOT (icTyau MO (QYHKIIOHye. AHATOMiYHI Ta IHAWBIIyaJbHI OCOONMBOCTI TKAHMH KOXKHOTO MAIiEHTa, CYIyTHI
3aXBOPIOBAHHS 3HIDKYIOTh €(EKTHBHICTh (DIiCTYMHM Ta 30LIBIIYIOTH PU3UK YCKJIAJHEHb. YIBTPAcCOHOTPadis O3BOISE CBOEYACHO
BUSBIITH aHATOMIYHI Ta (PYHKIIOHAIBHI 3MiHHM, IO BIUIMBAIOTh Ha ¢(PEKTHBHICTH TeMOIiaji3y, IO POOHUThH LEH METON LiHHUM
IHCTPYMEHTOM [iarTHOCTHKU Ta MOHITOPUHTY. ABTOPY BHCJIOBIIIOIOTb, II0 YJABTPAa3BYKOBE JOILIEPIBCHKE JOCIIUKEHHS € OCHOBHUM
METOZIOM MOHITOPHHTY CyIMHHOTO JOCTYIy B KOMIUIEKCHOMY JIIKyBaHHI HAI[i€HTIB, SIKI OTPHMYIOTh 3aMiCHY HHPKOBY TEpailo.
OriHKa MCHXOJNOTIYHOTO CTaHy MAIi€HTIB, sKi MepeOyBalOTh HA TeMOAialisi, MoKa3aja 3HIDKCHHS 1HTEpecy OO JKUTTS, MOYYTTS
HE33/I0BOJICHOCTI, Biluaro, 0E3BUXiJb Ta CTPaxXy 3a MalOyTHE, 110 IIOCUIIMIIOCS B IIepio]] HOYaTKy BIHCHKOBHX il B YKpaiHi.
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The study is a fragment of the research project “The latest treatment, diagnostic and preventive approaches for diseases of
the female reproductive system and high-risk pregnancy”, state registration No. 0122U201370.

Kidney diseases are among the most common diseases worldwide and the number of patients
suffering from chronic kidney disease increases annually. Chronic renal failure affects more than 10 % of
the world's population. This pathology is one of the leading causes of death worldwide in the 21% century
[7, 8]. According to WHO estimates, kidney diseases are the tenth leading cause of death. The mortality
rate from these diseases increased from 813 thousand cases in 2000 to 1.3 million in 2019 [7].
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