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Characteristics of the acute myocardial infarction course in patients with type 2 diabetes
mellitus before and after reperfusion therapy

Introduction. Scientific research is currently being done to diagnose and manage comorbid conditions in patients. The importance of stud-
ying the pathophysiological mechanisms of acute myocardial infarction (AMI) in patients with type 2 diabetes mellitus (DM) has been proven.

The purpose of the study: to conduct a retrospective analysis before and after reperfusion therapy by evaluating the features of the AMI
course in patients with type 2 DM.

Material and methods. The study was conducted from January 10, 2020 to January 12, 2021. In total, 74 STEMI patients with or
without type 2 DM, aged 59.42+7.66 years were examined at the Intensive Care Unit of the Government Institution “L. T. Malaya National
Therapy Institute of the National Academy of Medical Sciences of Ukraine” and the Kharkiv Railway Clinical Hospital No. 1 of the branch
“Center of Healthcare” of Public Joint Stock Company “Ukrainian Railway”. Serum levels of insulin, adropin, irisin, fatty acid binding
protein 4 (FABP4) and C1q/TNF-related protein (CTRP3) were detected by enzyme-linked immunosorbent assay. Analysis and processing of
the findings obtained after examinations were carried out using the computer program IBM SPPS software, version 27.0 (IBM Inc., USA, 2020).

Results and discussion. Before the treatment, patients with AMI and type 2 DM had significantly higher values of end-systolic size (ESS)
by 5.56%, left atrium (LA) by 10.53%, left ventricular myocardial mass index (LVMMI) by 6.87% and lower values of systolic blood pressure
(SBP) by 11.76%, atherogenic index (AI) by 5.80%, glucose by 25.71%, insulin by 39.92%, irisin by 15.34%, FABP4 by 19.76% compared to
the values of these indicators 14 days after medicamentous therapy (p<0.05). Patients with AMI and type 2 DM had significantly higher values
of adropin by 46.10%, irisin by 20.11%, CTRP3 by 28.78% and lower values of SBP by 17.65%, diastolic blood pressure by 12.38%, heart
rate (HR) by 13.73%, pulse by 10.87%, body mass index by 5.57%, weight by 9.52%, glucose by 26.67%, insulin by 40, 75%, total cholesterol
by 10.04%, very low-density lipoproteins by 24.75%, low-density lipoproteins by 8.52%, triglycerides by 27.06%, Al by 10.55%, FABP4 by
37.04% before treatment as compared to the values of these indicators 14 days after percutaneous coronary intervention (PCI) (p<0.05). Com-
paring the studied indicators between subgroups after medicamentous treatment and PCI, a significant decrease in HR by 8.33%, ESS by
4.11%, LA by 9.52%, LVMMI by 5.53%, FABP4 by 21.53% and an increase in the levels of adropin by 36.99%, irisin by 41.88%, CTRP3 by
30.25%, high-density lipoproteins (HDL) by 10.28% were identified (p<0.05).

Conclusions. When compared PCI advantages due to the absence of a tendency to the left heart dilatation over the medicamentous thera-
py, improvements of energy and adipokine metabolism have been observed amid increased levels of adropin, irisin and CTRP3 and decreased
levels of FABP4 in patients with AMI and type 2 DM. It should be noted that there has been a significant improvement in the state of energy
and adipokine profiles under the conditions of performing PCIL.

Key words: diabetes, myocardial infarction, markers, metabolism.
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BHYTPINIHI XBOPOEU

OcobsmmBocTi nepediry rocrporo ingapkry Miokapaa y XBOpHX 3 HYKPOBHM JiadeToM 2 THIIY
110 Ta micjs penepgy3iiiHoi Tepamii

Beryn. CroronHi BenyThCs HayKOBi MOIIYKH MO0 AIarHOCTUKH Ta JIIKYBaHHSI TAIIEHTIB i3 KOMOPO1JHUM CTaHOM. [I0BEICHO BaXKITHBICT
JOCTIKEHHS 1aT0(i310J0TYHIX MeXaHi3MiB roctporo iHdapkry miokapaa (I'IM) y xBopux i3 ykpoBum giaberom (L) 2 Tumy.

MeTa qoc/TiTKeHHSI: TPOBECTH PETPOCHIEKTUBHUI aHai3 10 Ta micist penepdysiifHoI Teparil MUISIXOM OLiHKK 0coOIMBOCTEH mepediry
I'M y xBopux i3 I1J] 2 Tumy.

Marepian Ta metoau. Jocmimkenss nposenero 3 10 cignsg 2020 poky mo 12 ciuns 2021 poky. Ha 6a3i BigaineHHs iHTeHCHBHOT Teparii
JeprxaBHoi ycranoBH «Harionaneaomy iHcTHTYTI Tepanii imeni JI. T. Mainoi HauionansHof akagemii MeANYHEX HayK YKpaiHm» Ta XapKiBChKOT
KIIIHIYHOI JIiKapHi Ha 3ami3HuIHOMY TpaHcnopti Nel ¢imii «LleHTp oxoponu 310poB’s» [TyGnigHOro aKmioHEpHOTO TOBapHCTBa « YKpaiHChKa
3anmi3Hus Oyno obctexxeHo 74 maniextiB Ha ['IM 3 eneBawieto cermenty ST Ta LIJ] 2 tumy Bikom 59,42+7,66 pokiB. BusHaueHHS BMiCTY
IHCYIiHY, aJpoIiHy, ipucuHy, 6iika, mo 38°a3ye xupHi kucinoth 4 (FABP4) ta Clg/TNF — acouiiioBanoro 6inka 3 (CTRP3) y cuposari
KPOBI MAIi€HTIB POBEICHO IMyHO(DEPMEHTHIM METOIOM. AHaIi3 1 00poOKa pe3ynbTaTiB 00CTEKEHHS XBOPUX 3/1IHICHIOBAIACS 32 OTIOMOTOI0
koM 'totepHoi mporpamu IBM SPPS software version 27,0 (IBM Inc., USA, 2020).

PesyasraTn focaigkens Ta ix o6ropopennsi. [o nikyBanHs y nanienTis i3 I'IM ta LI/ 2 Tumy BCTaHOBIEHO BipOTiJHO OiNIBII BHCOKI
3HadeHHs KiHreBo-cuctoniunuit posmip (KCP) nHa 5,56 %, nise mepencepas (JIIT) ma 10,53%, ingexc macu Miokapia JIBOTO IUTyHOUYKA
(IMMJILL) na 6,87% Ta Oinbln HU3BKI 3HAYEHHS cHCTONIYHOTO aprepiansHoro THcKy (CAT) Ha 11,76%, koedimienta areporennocti (KA)
Ha 5,80%, rmoko3u Ha 25,71%, incyniny Ha 39,92%, ipucuny Ha 15,34%, FABP 4 Ha 19,76% y nopiBHsAHHI 31 3HAYCHHAM IIUX MOKa3HHUKIB
y narieHTiB yepe3 14 nHiB micnst MeauKkaMeHTo3Hoi Tepartii BignosinHo (p<0,05). Ho mikyBanns y manieHTis i3 ['IM ta I1/] 2 Tumry BcTaHOBIIEHO
BipOTigHO OiMbII BUCOKI 3HAUEHHS anpomiHy Ha 46,10%, ipucuny Ha 20,11%, CTRP 3 na 28,78% Ta 6inbur Hu3bki 3HaueHHs CAT Ha 17,65%,
JIiacTONIYHOTO apTepiaibHOro THCKy Ha 12,38%, wactotu cepueux ckopouenb (UCC) nHa 13,73%, mynscy Ha 10,87%, iHgekcy mMacu Tina
Ha 5,57%, Baru Ha 9,52%, Trok03u Ha 26,67%, iHcyniny Ha 40,75%, 3arampHoro XonectepuHy Ha 10,04%, mimonpoteiniB xyxe HU3BKOI
minsHOCTI 24,75%, ninonpoteinis HU3bKOT WinbHOCTI Ha 8,52%, Tpurminepuai Ha 27,06%, KA na 10,55%, FABP 4 na 37,04% y nopiBHAHHI
31 3HAQYCHHSIM IHX TMOKA3HUKIB y MAIi€HTIB 4yepe3 14 mHIB micns mepkyTaHHoro koponaphoro rpyuanss (ITKB) sigmosimao (p<0,05).
[MopiBHIOWOYH TOCTIKEHI TOKa3HUKH MK MiATPYNaMH Micis MeIUKaMeHTo3HOTo JiikyBaHHs i [IKB, Bu3HaueHO MOCTOBIpHE 3MCHIICHHS
YCC na 8,33%, KCP na 4,11%, JIII na 9,52%, IMMJILLI Ha 5,53%, FABP 4 na 21,53% Ta 36inb1u1eHHs piBHIB agponiHy Ha 36,99%, ipucuny
Ha 41,88%, CTRP 3 na 30,25%, ninonporeinis Bucokoi miinsHocTi Ha 10,28% BianosiaHo (p<0,05).

Bucnoku. [Ipu mopisusai [IKB Hag MenqukaMeHTO3HOIO TEPAITIE€0 CIIOCTEPIra€Thes BiICYTHICT TSHACHILIT 10 JUIATamil JTiBUX BB
cepis, MOKpAIeHHsT eHePreTHYHOro Ta aJUIIOKIHOBOTro MeTaboi3My Ha Tii 30ibIueHHs piBHIB agporiny, ipucuny Ta CTRP 3 Ta 3HmKeHHSA
piBaiB FABP 4 y xBopux Ha I'IM Ta 1|/ 2 Tumy. Cnix 3a3HaunTH, mo 3a ymMoB BukoHaHHs [IKB BinOyBaeThcs 3Ha4HE MOKpALICHHS CTaHY
SHEPreTHYHOTO Ta aJUIOKIHOBOTO OOMIHIB.

Kurouogi ciioBa: niaGert, iHdapkT Miokapa, MapKepH, MeTaboTi3M.

Introduction. Greater than about 7 million people
worldwide are diagnosed with acute myocardial infarction
(AMI) annually. For patients with ST-segment elevation
AMI (STEMI), coronary catheterization and percutaneous
coronary intervention (PCI) within 2 hours of presentation
reduce mortality [1]. In patients with STEMI, optimization
of primary PCI is crucial to improve myocardial status and
prevent reperfusion injury [2]. Higher all-cause mortality
rates have been reported among type 2 diabetes mellitus
(DM) patients compared to those without DM. Moreover,
significantly higher 1-year mortality has been found to
be associated with insulin treatment in diabetic patients
as compared to diabetic individuals without insulin use
[3]. According to the International Study of Comparative
Health Effectiveness with Medical and Invasive
Approaches (ISCHEMIA) and Complete versus Culprit-
Only Revascularization Strategies to Treat Multivessel
Disease after Early PCI for STEMI (COMPLETE) trials,
PCI helps in preventing cardiac death and the development
of AMI in patients with an unstable form of coronary
heart disease (CHD) [4]. The combination of AMI with
comorbid diabetes is an independent predictor of a worse
functional body state, and these patients most often
develop complications of AMI and heart failure [5]. It is
worth noting that type 2 DM increases 5-year mortality in
elderly patients with AMI. While younger patients with
AMI and type 2 DM are more likely to have complications
in the early period after AMI compared to patients of the
same age group but without type 2 DM [6]. The adverse
effect of DM on in-hospital mortality rates after AMI
was further confirmed by a recent cohort study including

more than 5,000 STEMI patients following primary PCI
[7]. Tt has been reported that patients with STEMI and
DM had higher hypertension, hyperlipidemia, left main
coronary artery disease, and higher in-hospital mortality
rates [8]. DM is an independent predictor of major adverse
cardiac events in patients after PCI [9]. Pathophysiological
processes underlying the development and determining the
course of AMI in diabetic patients demand a thorough and
comprehensive examination in order to reduce the risk of
adverse recurrent cardiovascular events.

The purpose of the study: to conduct a retrospective
analysis before and after reperfusion therapy by evaluating
the features of the AMI course in patients with type 2 DM.

The scientific study is a fragment of the scientific work
of the Department of Internal Medicine No. 2 and Clinical
Immunology and Allergology named after Academician
L. T. Malaya "Prediction of the course, improvement of
diagnosis and treatment of ischemic heart disease and
arterial hypertension in patients with metabolic disorders",
project execution time 2020 — 2022.

Materials and methods. The study was conducted from
January 10, 2020 to January 12, 2021. In total, 74 STEMI
patients with or without type 2 DM, aged 59.42+7.66 years,
who were hospitalized to the Intensive Care Unit of the
Government Institution “L. T. Malaya National Therapy
Institute of the National Academy of Medical Sciences of
Ukraine” and the Kharkiv Railway Clinical Hospital No. 1
of the branch “Center of Healthcare” of Public Joint Stock
Company “Ukrainian Railway”.

All examinations were carried out with the prior
consent of the patients (written consent was obtained
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from all patients regarding the appropriate diagnostic and
therapeutic measures), and the technique of performing each
test was in accordance with the 1975 Helsinki Declaration
of Human Rights and its 1983 revision, the Council of
Europe Convention on Human Rights and biomedicine and
legislation of Ukraine.

The diagnosis of STEMI was made based on clinical,
instrumental and laboratory data according to the criteria
proposed by the consensus of the European Society of
Cardiology [10]. Diagnosis and treatment of type 2 DM
was carried out in accordance with the American Diabetes
Association and the European Association for the Study of
Diabetes 2018 recommendations [11].

STEMI patients with or without type 2 DM were
included in the study.

Exclusion criteria were type 1 DM, non-ST segment
elevation AMI (NSTEMI), COVID-19, autoimmune
diseases, diseases of the pituitary gland and hypothalamus,
thyroid disease, the presence of symptomatic hypertension,
pathology of the heart valvular apparatus, IV FC chronic heart
failure before myocardial infarction, the presence of chronic
obstructive pulmonary disease, severe disorders of liver and
kidney functions, severe anemia, oncological diseases.

All tests were performed at the Biochemical Department
of the Central Research Laboratory of the Kharkiv
National Medical University. Blood serum samples were
taken from patients on day 1 and stored at -20 °C. Serum
levels of insulin, adropin, irisin, fatty acid binding protein
4 (FABP4) and Clg/TNF-related protein (CTRP3) were
detected by enzyme-linked immunosorbent assay using
an analyzer “Labline-90” (Austria) with commercial test
systems “Human Insulin” (Monobind Inc, USA), “Human
Adropin” (Elabscience, USA), “Human Fibronectin type
Il domain-containing protein 5 (Elabscience, USA),
“Human FABP4” (Elabscience, USA) and “Human CTRP3”
(Aviscera Bioscience, USA), respectively, following the
instructions from manufacturers. Serum total cholesterol
(TC) and high-density lipoprotein (HDL) cholesterol were
quantified by peroxidase enzymatic technique with assay
kits “Cholesterol Liquicolor” (Human GmbH, Germany) and
“HDL Cholesterol liquicolor” (Human GmbH, Germany),
respectively. Triglyceride (TG) levels were measured
by enzymatic colorimetric method using an assay kit
“Triglycerides” (Human GmbH, Germany). The atherogenic
index (AI) was calculated by the standard A. M. Klimov
formula. The Friedewald formula was used to define plasma
levels of very low-density lipoprotein (VLDL) and low-
density lipoprotein (LDL). Fasting blood glucose level was
detected by glucoseoxidase method with commercial test
system “Human Glucose” (LLC NPP "Filisit-Diagnostics",
Ukraine). Body mass index (BMI) was calculated as weight
divided by height squared (kg/m?).

All patients underwent coronary angiography. Coronary
artery stenting was not performed for patients who refused to
receive the procedure or a lesion localization in the coronary
artery trunk. Doppler echocardiographic examination
was implemented according to the generally accepted
methodology on a Radmir ULTIMA Pro30 ultrasound
scanner. End-diastolic size (EDS), end-systolic size (ESS),
end-diastolic volume (EDV), end-systolic volume (ESV)
of the left ventricle (LV), stroke volume (SV), LV ejection

fraction (EF), interventricular septum thickness (IVST),
aorta diameter, left atrium (LA) size, and LV posterior
wall thickness (LVPWT) in diastole were estimated.
LV myocardial mass (LVMM), LVMM index (LVMMI =
LVMM/body surface area (m?)) were calculated. Relative
wall thickness (RVT) of the LV was calculated based on the
formula: LVRVT = (LVPWT + IVST)/LV EDS)). Analysis
and processing of the findings after patient examinations
were carried out using the computer program IBM SPPS
software, version 27.0. (IBM Inc., USA, 2020) using non-
parametric methods for evaluating the obtained results. The
difference was considered significant at a value of p<0.05.

Results and discussion. Tables 1 and 2 present the
dynamic indicators of carbohydrate, lipid, energy and
adipokine metabolism, structural and functional parameters
of the LV in patients with AMI and 2 type DM before
treatment and 14 days after myocardial revascularization.
There were no significant differences in anthropometric
and cardiohemodynamic parameters, values of the lipid
profile, except for systolic blood pressure (SBP), LA,
LVMMI, glucose, insulin, Al, irisin, FABP4 before the
treatment and after medicamentous therapy (p>0.05). The
same dynamics of indicators, except SBP, diastolic blood
pressure (DBP), pulse, heart rate (HR), body mass index
(BMI), weight, ESS, parameters of carbohydrate, energy,
lipid and adipokine metabolism were identified before and
after PCI (p>0.05).

Before the treatment, patients with AMI and type 2 DM
had significantly higher values of such indicators as ESS by
5.56%, LA by 10.53%, LVMMI by 6.87% and lower values
of indicators such as SBP by 11.76%, Al by 5.80%, glucose
by 25.71%, insulin by 39.92%, irisin by 15.34%, FABP4 by
19.76% compared to the values of these indicators 14 days
after medicamentous therapy (p<0.05).

Patients with AMI and type 2 DM had significantly
higher values of indicators such as adropin by 46.10%,
irisin by 20.11%, CTRP3 by 28.78% and lower values of
indicators such as SBP by 17.65%, DBP by 12.38%, HR
by 13.73%, pulse by 10.87%, BMI by 5.57%, weight by
9.52%, glucose by 26.67%, insulin by 40.75%, TC by
10.04%, VLDL by 24.75%, LDL by 8.52%, TG by 27.06%,
Al by 10.55%, FABP4 by 37.04% before treatment as
compared to the values of these indicators 14 days after
PCI (p<0.05).

Serum adropin levels in patients with CHD were
lower than those in healthy subjects, indicating that
decreased adropin concentrations may play an essential
role in the development of CHD [12]. Serum irisin
concentrations were decreased in patients with AMI,
and also correlated with the severity of stable CHD
[13]. Recall that circulating FABP4 levels have been
recognized an independent prognostic predictor of serious
cardiovascular events in CHD patients after coronary
interventions. In addition, circulating FABP4 levels have
been featured among predictors of cardiovascular events
in patients after coronary interventions [14]. Meanwhile
it is known that CTRP3 activates the anti-inflammatory
and anti-atherosclerotic mechanisms of CHD, suppressing
endothelial inflammation and reducing plaque formation by
inhibiting both the secretion of inflammatory cytokines and
the expression of adhesion molecules [15].

Hayxkosuil gichux Yorceopoocvkoeo yrieepcumemy, cepis « Meduyunay, eunyck 2 (66), 2022 p.

79




BHYTPINIHI XBOPOEU

Table 1

Dynamics of anthropometric and cardiohemodynamic indicators during the hospital period after the use
of medicamentous therapy and PCI in patients with AMI and type 2 DM (Me, Q1; Q3)

Before treatment

After treatment

Parameter, units of = Patients without PCI Patients after PCI I
measurement (n=74) (n=22) (n=52) Significance (p)
1 2 3
170.0 150.0 140.0 P00
SBP, mm Hg (140.0; 180.0) (130.0; 162.5) (120.0; 150.0) D230.03
105.0 98.0 92.0 P220:03
DBP, mm Hg (85.0; 110.0) (81.5; 104.2) (78.0; 98.0) D003
102.0 96.0 88.0 122005
HR, bpm (87.25; 107.0) (73.0; 101.0) (78.0; 92.0) gmjggg
120,
92.0 86.0 82.0 P270:03
Pulse, bpm (77.25; 98.0) (68.0; 94.5) (76.0; 86.0) D003
150,
. 105.0 103.0 95.0 p,;>0.05
Weight, kg (85.75; 110.0) (84.24: 109.0) (86.25; 101.5) p1-3§8-8§
34.1 33.0 32.20 p,;>0.05
BMLI, kg/m?* (28.0;35.1) (26.5;35.3) (2833:34.1) P1s50:03
p,>0.
. 106.0 102.0 101.0 p,;>0.05
Waist circumference, cm (86.75; 115.75) (85.0; 118.75) (87.0; 105.75) P 2003
150,
o 110.0 111.0 108.0 p,;>0.05
Thigh circumference, cm (102.0; 112.0) (102.0; 119.0) (102.0; 112.0) p1-3§8~8§
5.10 5.2 5.1 p,;>0.05
EDS, cm . ; . p, >0.05
(477;5.5) (4.63; 5.6) (4.9;5.5) PZ003
3.6 3.8 3.65 p,,<0.05
EDS, cm . . . p, >0.05
(3.3;4.23) (3.5, 4.08) (3.2;4.23) P 20.03
128.0 128.5 127.0 1270.05
EDV, ml (102.0; 153.25) (98.5; 153.25) (113.0; 152.25) Bl-sig-gg
63.5 60.0 66.0 p,;>0.05
ESV, ml (47.0; 83.5) (48.75: 80.0) (54.25; 76.0) p,;>0.05
p,.>0.05
66.0 65.5 65.0 p,;>0.05
SV, ml (50.75; 76.5) (51.25.75.5) (51.25; 82.75) P;20-02
p,.>0.
>0.05
50.0 49.0 53.0 12>0.
LVEF, % (45.0; 55.25) (42.0; 57.25) (46.25; 58.0) {;l-i8'8§
150,
13 12 1.2 p,;>0.05
IVST, cm ; . . p, .>0.05
(1.16; 1.4) (1.1; 1.3) (1.1; 1.3) p.>0.05
12 12 1.2 p,;>0.05
LVPWT, cm ; . ; >0.05
(1.1:1.3) (1.1;1.33) (1.1:1.3) P08
3.8 42 3.8 p,,<0.05
LA, cm . A . p,.>0.05
(3.4, 4.2) (3.45.4.33) (3.4; 4.28) PZ008
, 32 3.2 3.2 P.,20.03
Aorta diameter, cm (3.0:3.5) (2.98:3.5) (3.03:3.5) b 2003
302.3 305.25 293.65 p,;>0.05
LVMM, g (250.2; 382.18) (248.4; 351.63) (212.5;392.13) b 2003
150,
. 157.2 148.5 p,,<0.05
LVMML, g/m* 147.1(116.15; 182.7) (111.9; 190.52) (128.18; 176.73) P 2003
23 VY-
0.48 0.48 0.44 p,,20.05
LVRVT (0.44; 0.57) (0.39; 0.52) (0.41; 0.5) P zi818§
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with AMI and type 2 DM (Me, Q1; Q3)

Table 2

Dynamics of the studied indicators during the hospital period after medicamentous therapy and PCI in patients

Before treat ¢ After treatment
Parameter, units of ¢ Or(en:;:) men Patients without PCI | Patients after PCI Significance
measurement (n=22) (n=52) p)
1 2 3
0.05
10.50 7.80 7.70 P =0.
Glucose, mmol/L (7.10; 13.95) (6.65; 10.00) (6.24; 8.90) P,=0.05
P, >0.05
0.05
. 31.24 18.77 18.51 Py,
Insulin, plU/mL (23.43; 39.66) (15.46; 22.63) (14.94; 25.04) 11;1 §8'8§
>,
0.05
. 14.12 15.06 20.63 P~
Adropin, pg/mL (9.44; 16.94) (11.20; 17.53) (18.87; 21.45) p,,<0.05
p,,<0.05
<0.05
. 1.89 1.60 2.27 P,
Irisin, ng/mL ) : ; p,.<0.05
(1.49;2.21) (1.44; 1.97) (2.04; 2.57) b20.05
0.05
10.07 8.08 6.34 P =0.
FABP4, ng/mL 9.13;11.92) (6.85;9.41) (5.46: 6.96) p.,<0.05
p,.<0.05
>0.05
218.32 215.86 281.15 Py
CTRP3, ng/mL (191.95; 268.68) (204.29; 228.49) (258.66; 292.70) 4 58'82
<0.
0.05
5.08 5.02 457 P~
TC, mmol/L . . ; p, .<0.05
4.21; 6.12) (4.12; 5.84) (4.01; 5.63) P C003
>0.05
1.01 0.89 0.76 P
VLDL, mmol/L (0.74; 1.27) (0.40; 1.22) (0.40; 1.22) P;=0.05
p,.>0.05
0.05
3.05 2.64 2.79 P~
LDL, mmol/L ) ) ; p, .<0.05
(2.59; 3.87) (2.02; 3.24) (2.06; 3.52) PC003
0.05
2.18 1.88 1.59 P~
TG, mmol/L ) A ; p,.<0.05
(1.57; 2.84) (1.22; 3.06) (1.13; 2.03) b 20.03
>0.05
1.13 1.07 1.18 Pis
HDL, mmol/L ) A ) p,.>0.05
(0.97; 1.31) (0.72; 1.19) (1.02; 1.44) D003
Al 3.79 3.57 3.39 L 03
(2.69; 4.70) (2.49; 4.18) (2.59; 3.94) P S003

Comparing the studied indicators between subgroups
after medicamentous treatment and PCI, a significant
decrease in HR by 8.33%, ESS by 4.11%, LA by 9.52%,
LVMMI by 5.53%, FABP4 by 21.53% and an increase in
the levels of adropin by 36.99%, irisin by 41.88%, CTRP3
by 30.25%, HDL by 10.28% were identified (p<0.05).

Conclusions. Medicamentous therapy and PCI have
resulted in the decreased values of SBP and Al as well as
improved carbohydrate, energy and adipokine metabolism.
When compared PCI advantages due to the absence of a

tendency to the left heart dilatation over the medicamentous
therapy, improvements of energy and adipokine metabolism
have been observed amid increased levels of adropin, irisin
and CTRP3 and decreased levels of FABP4 in patients
with AMI and type 2 DM. It should be noted that there has
been a significant improvement in the state of energy and
adipokine profiles under the conditions of performing PCI.

Greater insight into potential mechanisms of the AMI
development and course with underlying type 2 DM may
suggest a modern therapeutic strategy for the treatment of AML
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