BbiBoa. Linknnueckas aspobHas Harpyska Ha yposHe Al coxpaHsieT npenMyLLecTBa NOCTOSAHHOM Afun-
TENbHON HArpy3kn NPy BO3OEVNCTBMM Ha MeTabornMyeckue NpoLecehl, MONOXUTENBHO BIIMSIET Ha NPOLECCHI
BpabaTbiBaH1s U BOCCTaHOBMEHMS, NO3BONSAET u3beratb pasBUTMS MPOLIECCOB YTOMIEHMS.

AKICTb XXUTTA XBOPUX HA PEBMATOIQHUNA APTPUT
Y NOeEAHAHHI I3 BTOPUHHUM CUHOPOMOM PEUHO

P. I. AunwmH, O. B. WTedrok
JIBH3 “IBaHo-®DpaHKiBCbKN HaLiOHaIbHWI MEANYHWIT yHIBepcUTeT”

Y xBopux Ha peBmatoigHun aptput (PA) goBoni 4acto BMHMKAE BTOPUHHUIA cuHapom PeriHo (CP), wo
noripwye NPOrHO3 OCHOBHOIO 3axBOPIOBAHHA Ta 3HWKYye SkicTb *uTta (FAXK). AX — iHTerpanbHun
NOKa3HWK, LU0 BKMOYaE AekKinbka KOMMOHEHTIB: YHKLiOHamNbHWI CTaH XBOPOro, MNCUXiYHWMI CTaH, couianbHy
aKTMBHICTb, CUMNTOMMU, MOB’SI3aHi i3 3aXBOPIOBAHHSAM, TOLLO.

MeTa — ouinutn AX xBopux Ha PA y noefHaHHi i3 BTopuHHUM CP 3anexHo Big ocobnusocTtei 1oro
nepeoiry.

Marepianm i Mmetoau. [Ina gocarHeHHs nocTtaerneHoi metu G6yno obcrexeHo 96 xBopux Ha PA: 78
(81,3 %) xiHok i 18 (18,7 %) yonosikiB. Bik xBopux konuBascs Big 18 go 76 pokiB (cepefHin Bk —
48,3 + 5,7 poky), Tpuanictb xBopobu — Big 1 4o 22 pokis (B cepeaHboMy — 8,2 + 1,7 poky). Bcix xBopux
6yno posgineHo Ha ggi rpynu: go | rpyny 6yno BkntodeHo 53 xBopux Ha PA, po Il — 43 xBopux Ha PA 'y
noeaHaHHi i3 BTopuHHUM CP. KoHTponbHy rpyny cknanu 30 npakTuyHO 300poBux nogen. O6GCTexeHHs
npoBoAMNY Npw rocnitaniaauii naujeHTa 4o cTauioHapy: BU3Hayanu piBeHb peBmaTtoigHoro dakropa (P®P),
C-peakTuHoro 6inka (CPB), ingekc DAS-28, a Takox 4acToTy, BUpaxeHiCcTb Ta TpmuBanicte atak CP. AX
oujiHIoBanu 3a gonomoroto onuTHUKiB SF-36 Ta HAQ.

Pe3ynbTtatn. 3HmkeHHss AX Big3HaveHo y xBopux obox rpyn. BctaHoBneHo, wo y Il rpyni 6ynu
AOCTOBIpHO BinbLu BUupaxeHi 3aMinn AXK Ha BigmiHy Big Takux y | rpyni. Y xBopwmx i3 CP nokasHukn SF-36 Ta
HAQ 6ynu 3HayHO BULLMMWU, HiX Yy xBOpMX | rpynn. BcTaHOBNEHO NpAMO MPONOPUiViHi CUMbHI KOPenAUinHi
3B’A3kM Mix TuTpom CPB, P® ingekcom DAS-28 Ta 3HaueHHaM onuTHukiB SF-36 i HAQ, WO € cBigYeHHsaM
3anexHocTi AXX xBopux Big aktnsHocTi PA. Y 38 nauienTis Il rpynu BussneHo ceponosntusHun PA (PP+),
a B | rpyni — y 20, wo cBigunTe Npo Binbl BUCOKUIA pu3nk po3sutky CP y P®+-xBopux Ha PA. BctaHos-
FIeHO MPSIMO MPOMOPLIiNHI KOPENALiNHI 3B’A3KM MiXX YaCTOTO, TPMBAnICTIO Ta BUpaxeHicTio atak CP i 3Ha-
YeHHAM onuTHukiB SF-36 | HAQ.

BucHoBku. Y xBopux Ha PA y noegHaHHi i3 BTopuHHUM CP 3HayeHHs onuTHukiB SF-36 i HAQ € go-
CTOBIPHO BULUMMMU, HiX Yy XBOpuX Ha PA. Lli 3Ha4yeHHs MaloTb CUMbHUI NPSIMO NPOMOPLINHMI KopensauiiHuiA
B32EMO3B’A130K i3 CEpONO3NTMBHICTIO 3a P® Ta nokasHnkamm akTMBHOCTI B 060X rpynax. Bucoka akTuBHICTBb,
a Takox HasiBHiCTb CP 3HauyHO 3HMXyoTb AX xBopux Ha PA.

ASSESSING VITAMIN D STATUS: WHAT/WHEN TO MEASURE
AND HOW TO INTERPRET THE RESULT

Neil Binkley, M. D.

University of Wisconsin Osteoporosis Clinical Research Program, University of Wisconsin
School of Medicine and Public Health, Madison, Wisconsin, USA

What constitutes “vitamin D inadequacy” is unclear. Huge numbers of people either do, or do not, have
this conditionwhich may, or may not, cause multiple diseases. This chaos ensues from deficient
understanding of what constitutes “inadequacy”. Currently, an individual’s vitamin D status is assessed by
measurement of circulating 25(OH)D; whether this is the correct approach remains to be determined.
Efforts to define vitamin D inadequacy to this point have used serum 25(OH)D, but have failed to
standardize measurement thereby confounding attempts to develop cut-points to define vitamin D status.
The Vitamin D Standardization Program (VDSP) has developedmethodology standardize current and future
research by use of 25(0OH)D assays traceable to these standards. Importantly, VDSP also developed
methodology for standardizing prior research; past studies can obtain calibrated 25(OH)D values by re-
measuring a statistically defined subset of stored serum samples. Using retrospective calibration alters the
prevalence of vitamin D inadequacy; examples will be presented. Failure to utilize standardized 25(OH)D
data is destined to maintain the current (chaotic) status quo. Additionally, virtually all vitamin D
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supplementation clinical trials have inadequacies, importantly inclusion of subjects who do not have low
vitamin D status and failure to recognize individual 25(OH)D response to vitamin D supplementation.

These issues highlight the changes to conducting meta-analyses with unstandardized 25(OH)D data
and inclusion of subjects who could not have a positive response to additional vitamin D. As such, it is
suggested that additional vitamin D-related meta-analyses not be published at this time. These examples
underscore the challenges (perhaps impossibility) of developing rationale vitamin D guidelines at this time.
Given this uncertainty, it is suggested that highly sun exposed individuals be used to guide determination of
the target 25(OH)D level. Taking this approach identifies “normal” vitamin D status as a 25(0OH)D of
~ 100 nmol/L; supplementation to achieve this level is reasonable.

DYSMOBILITY SYNDROME: THE FUTURE
OF FRACTURE RISK REDUCTION

Neil Binkley, M. D.

University of Wisconsin Osteoporosis Clinical Research Program, University of Wisconsin
School of Medicine and Public Health, Madison, Wisconsin, USA

Falls and fractures increase with age, and adversely impact independence and well-being of older
adults. Both sarcopeniaand osteoporosis contribute to falls/fracture risk; because of this, the term
osteosarcopeniahas been suggested. However, other factors, e. g., obesity, isalso a risk factor for falls and
fractures. As such, even osteosarcopenia is not adequately inclusive of a term. Indeed, rather than
focusing on each condition individually, an opportunity exists to combine clinical factors to potentially
improve identification of older adults at risk for falls and fractures. Our group has termed such a
combination “dysmobility syndrome”. Within such a conceptual framework, dysmobility syndrome becomes
analogous to metabolic syndrome, i. e., a group of conditions that lead to increased risk for adverse health
outcomes; vascular disease for metabolic syndrome, falls/fractures for dysmobility syndrome. To
summarize, “osteoporosis-related” fractures are not solely due to osteoporosis, but rather the result of a
complex geriatric syndrome with multiple inputs (e. g., sarcopenia, osteoporosis, obesity, diabetes, etc.)
Whether this syndrome ultimately comes to be called dysmobility syndrome is irrelevant; it is the concept
that is important. Reducing fracture risk, and thereby maintaining independence and quality of life for older
adults, requires focus on the entire individual, not simply the parts. Such an approach is certainly the future
of “osteoporosis” care. There is no reason that today’s knowledge cannot or should not be applied now.

RISK FACTORS FOR RESPIRATORY DISEASES IN ELDERLY

S. L. Kassenova, N. K. Akhmetova, R. N. Zhamirova
Kazakh National Medical University named after S. D. Asfendiyarov Almaty city, Kazakhstan

The number of elderly (> 65 years) is constantly growing worldwide. Within the morbidity structure,
respiratory diseases among elderly people are third in terms of its frequency after cardiovascular and
nervous system diseases. During the last 10 years, among the reasons for total disability and death, the
respiratory pathology continues to grow In the Republic of Kazakhstan. According to the statistics agency
the number of deaths from respiratory diseases in Kazakhstan in 2011 increased and was 8.6 thousand
people, the mortality rate was 52.1 per 100 thousand people.

Aim. To study the prevalence of smoking and associated respiratory diseases in the elderly.

Subjects and Methods. Altogether 400 residents of Kegen village of Almaty region aged from 65 years
and older examined by questioning.

Results. The frequency of the main risk factor for respiratory diseases, tobacco smoking, was 16 % of
the total examined. The highest percentage of smokers was diagnosed mainly among men. About 80 %
had a history of previous marked respiratory diseases (chronic bronchitis, pneumonia, pleurisy).

Conclusion. Smoking, previous diseases and aging of the respiratory system are the risk factors for
respiratory diseases in the elderly leading to the disturbance of respiratory function in the form of restrictive
and obstructive disorders.
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