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Six weeks ingestion of polyphenol-rich
Urtica dioica and Sideritis scardica does
not influence endothelial function, blood
pressure or lipid profile in patients

with coronary artery disease or at high
cardiovascular risk: a randomised
controlled trial

Epidemiological studies suggest that a diet rich in fruit and vegetables is associated with a reduction in the risk of car-
diovascular disease. Mountain tea ( Sideritis scardica) and nettle (Urtica dioica) are rich dietary sources of polypheno-
lic compounds that have the potential to improve endothelial function and reduce cardiovascular risk. The purpose of
this study was to determine the effects of nettle and mountain tea ingestion on vascular function in subjects with coro-
nary heart disease or at high cardiovascular risk. Methods. In a randomized, controlled trial (3 groups, n=27 per group)
we investigated the effects of mountain tea and nettle tea on flow mediated vasodilation (FMD), lipid profile and blood
pressure over the 6-week period. Results. Ingestion of nettle tea resulted in significantly lower FMD (p=0.037) compared
with baseline but the difference was not significant when compared with the control group. There were no significant
improvements in blood pressure or lipid profile after ingestion of mountain or nettle tea. Conclusion. Over a 6 week
period, consumption of moderate quantities of mountain or nettle tea does not improve vascular function, blood pres-

sure or lipid profile in individuals with coronary artery disease or at high cardiovascular risk.

Key words: polyphenols, flow mediated vasodilation, blood pressure, lipids.

Background

Evidence from epidemiological studies
and randomized controlled trials support the
concept that some dietary flavonoids may
have a potential role in reducing the risk of
cardiovascular disease (CVD) (Stoclet J.C.
et al., 2004; Hooper L. et al., 2008). The
mechanisms for the cardio-protective effects
of flavonoids are yet to be fully elucidated, but
current evidence indicates that flavonoids may
augment the production of endogenous nitric
oxide (NO) (Heiss C. etal., 2003; Schroeter H.
etal., 2006; Loke W.M. et al., 2008), a critical
regulator of endothelial function (Kleinbon-
gard P. et al., 2006). Endothelial dysfunction
is associated with the development of athero-
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sclerosis, a precursor to CVD and is character-
ized by a reduction in the bioavailability of NO.
Endothelial dependent flow mediated vasodi-
lation (FMD) is almost exclusively NO depen-
dant and is a well-recognized and validated
tool for the evaluation of endothelial function
(CorrettiM.C. etal., 2002). Furthermore, FMD
isimpaired by other risk factors for CVD such
as age, smoking, hypertension and hypercho-
lesterolemia (Celermajer D.S. et al., 1994;
Zizek B. et al., 2001).

There is a substantial body of scientific
evidence to show that flavonoid-rich foods/
beverages and extracts favourably influence
endothelial function, blood pressure and lipid
profiles in both populations with manifest
cardiovascular and coronary artery disease
(CAD) (Whelan A.P. et al., 2004; Lekakis J.
etal., 2005; Widlansky M.E. etal., 2007; Flam-
mer A.J. et al., 2012) and healthy individuals
with or without cardiovascular risk factors
(Grassi D. et al., 2005; Faridi Z. et al., 2008;
Barona J. et al., 2012; Bondonno C.P. et al.,
2012). In a recent meta-analysis of trials in-
volving the ingestion of tea by both healthy
individuals and those in a diseased state,
a median daily intake of 500 ml tea, (~2-
3 cups), increased FMD by 2.6% compared
with placebo, a relative increase of about 40%
when compared with the average basal FMD
of 6.3% measured under placebo or baseline
conditions (RasR.T. etal., 2011). Flavanol-rich

cocoa and dark chocolate is undoubtedly the
main food source to consistently show sig-
nificant improvements in endothelial function
and blood pressure lowering properties. The
authors of two recent meta-analyses of ran-
domized controlled trials report that chocolate
and cocoa lower blood pressure during the
chronic phase of ingestion (Taubert D. et al.,
2007; Hooper L. et al., 2008) and improve
FMD assessed endothelial function after both
acute and chronic intakes (Hooper L. et al.,
2008). Moreover, the plasma concentration
of epicatechin (a monomeric flavanol present
in both cocoa and tea) has been shown to
correlate with increases in FMD (Schroeter H.
etal., 2006), indicating that epicatechin is an
important bioactive constituent of flavanol-
rich foods.

Many traditional foods of Black Sea area
countries contain locally grown fruit and veg-
etables that are rich in bioactive compounds.
Mountain tea or mursal tea (Sideritis scardica)
is a perennial herbaceous plant that is typi-
cally consumed as a medicinal tea. Nettle
(Urtica dioica) on the other hand, is a con-
stituent of a variety of dishes, including soups
and borsches. Widespread consumption of
mountain tea and nettle is uniquely associ-
ated with countries in the Black Sea area.
Although there are many reports describing
the use of these plants in folklore medicine,
very little scientific evidence exists regarding
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the potential of these plant foods to benefit
human health as components of foods and
diets. The aim of this study was to investigate
the effects of regular ingestion of mountain
tea and nettle tea on FMD assessed vascular
function and other risk markers for CVD inin-
dividuals with known CAD or at high risk
of CVD.

Methods

Participants and study design

Ninety six men and women attended
clinical screening to assess eligibility for par-
ticipation in this study (Figure).

All potential participants were assessed
for eligibility on the basis of a health question-
naire, physical examination and the results of
clinical laboratory tests. Eligible participants
with CAD or high risk CVD were defined as
follows: either 1) history of typical angina
chest pain with positive results of exercise
testing; prior myocardial infarction docu-
mented by markers of myocardial necrosis;
>50% stenosis of one or more coronary arter-
ies on angiogram; or 2) history of diabetes
and/or three or more of the following: blood
pressure >140/90 mm Hg or on anti-hyper-
tensive medication; current smoker; family
history of CVD in a first degree relative aged
<55 and 65 years for male and female relative
respectively; hyperlipidaemia defined as total
serum cholesterol and low density lipoprotein
(LDL) cholesterol >5.12 and 3.15 mmol/L
respectively. Those on stable and optimal
doses of cardiovascular medication for at
least 4-weeks prior were also eligible to par-
ticipate. Those with severe hypertension or
angina, cardiac arrhythmias, renal failure,
hepatic disease, diabetes requiring insulin
therapy, known HIV, alcohol or drug abuse
were excluded from this trial. Of the ninety six
participants screened, eighty one were ran-
domized to treatment and completed the
6 week intervention. The baseline characte-
ristics of the eighty one participants are shown
in Table 1. The study was conducted at the
Zakarpattya Regional Clinical Cardiology
Dispensary in Uzhhorod, Ukraine and all par-
ticipants gave written informed consent. The
study protocol was approved by the Uzhhorod
National University Research Ethics Commit-
tee.

The study was a randomized, parallel
design (3 groups) clinical trial investigating
the effects of mountain tea and nettle on
endothelial dependant FMD of the brachial
artery, blood pressure and cholesterol.
Participants were randomized to receive
either: 2 g dried mountain tea infused in
200 ml hot water twice per day; 3 g dried
nettle infused in 200 ml hot water twice per
day or 200 ml hot water twice per day as a
placebo control. Each treatment was in-
gested over a period of 6 weeks. FMD of the
brachial artery, blood pressure and lipid
profile was measured at the start and end
of the treatment period.

Collection and analysis of plant

materials

Sideritis scardica was collected from
several locations on llinska Mountain on the
Macedonia/Bulgaria border. After collection,
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Study flow chart of participant enrolment onto trial, and follow-up

the plants were air dried under a wooden roof
out of direct sunlight for a period of two
months (traditional method). Samples of
nettle were collected from household plots in
the village of Synevir in the Transcarpathian
mountains, Ukraine and prepared by oven
drying at 50-70 °C for 2-3 h. Dried materials
were subsequently packed into teabags by a
packaging company («HiPP Uzhgorod,
GmbH>»), Ukraine, prior to use in this study.
Total polyphenol content of the nettle and
mountain teas were determined from samples
that were prepared in the same way as in-
gested by participants on this study. In brief,
triplicate samples of dried nettle (3 g) and
dried sideritis (2 g) were each infused with
200 ml hot water and left to stand for 15 min.
Sub-samples of the infusion were then ex-
tracted with methanol prior to centrifugation
(10 min;17,000 g). Samples were injected
onto a Luna C18 (2) column (250%4.6 mm;
Phenomenex) connected to an HPLC-DAD-
MSD system (Agilent 1100) and eluted at a
flow rate of 1 ml-min-'. Samples were eluted
with a gradient of increasing solvent B (0.1%
formic acid in acetonitrile) from solvent A
(0.1% formic acid in water) as follows: at T=0,
solvent B=0%; increasing solvent B to 17% at
15 min; 25% at 22 min; 35% at 30 min; 50%
at 35 min; 100% at 40 min which was held
until 50 min before returning to 0% B for
10 min prior to injection of the next sample.
Quantification of polyphenols was achieved
using response factors from the commer-
cially available standards, chlorogenic acid

and rutin. Unidentified phenolics were quanti-
fied against chlorogenic acid as the reference
standard.

The total polyphenolic content of a 3 g
nettle infusion was 125 mg. The total polyphe-
nolic content of a 2 g mountain tea infusion
was 56 mg. The twice daily infusions therefore
provided a total daily polyphenolic intake of
250 mg and 112 mg; nettle and mountain tea,
respectively. The phenolic composition of the
teas is described in Table 2.

Study procedure

Participants were randomized to moun-
tain tea (n=27), nettle tea (n=27), and water
(n=27) twice daily (once in the morning and
once in the evening) for 6 weeks. Participants
were instructed to add one tea bag to 200 ml
hot water and leave for 15 min before inges-
tion. Each tea bag contained either 2 g dried
mountain tea or 3 g of dried nettle. Compli-
ance to treatment was determined by count-
ing the number of un-used tea bags returned
at the end of the study.

Participants were assessed at the start
(baseline) and end of the 6-week intervention
period. Prior to assessment participants were
asked to fast for an 8-12 h period. Addition-
ally, exercise and ingestion of substances that
might affect FMD such as caffeine, high-fat
foods, vitamin C and tobacco use were pro-
hibited for atleast 4 to 6 h before assessment.
At each visit, blood pressure, height and
weight and FMD were measured. Venous
blood was collected and samples analysed

Table 1 Baseline characteristics of the 81 men and women with CAD or high CVD risk
who completed the 6-week trial
Characteristic Nettle tea Mountain tea Water
(n=27) (n=27) (n=27)

Male/female ratio 1.45 1.45 1.08
Age (years) 587 596 606
Body mass index (BMI) (kg/m?) 305 29+4 28+5
CAD [n (%)] 20 (74) 19 (70) 17 (63)
Diabetes/impaired glucose [n (%)] 8 (30) 10 (37) 8 (30)
Hyperlipidaemia [n (%)] 16 (99) 15 (56) 13 (48)
Arterial hypertension [n (%)] 24 (89) 23 (85) 25(93)
Smoker [n (%)] 5(19) 4 (15) 6 (22)
Medicated with acetylsalicylic acid [n (%)] 25(93) 23 (85) 23 (85)
Medicated with statins [n (%)] 21 (78) 22 (82) 25(93)
Medicated with ACE inhibitors [n (%)] 13 (48) 9(33) 1 (41)
Medicated with ARB [n (%)] 6 (22) 5(19) 8 (30)
Medicated with beta-blockers [n (%)] 22 (82) 24 (89) 23 (86)
Medicated with calcium channel blockers [n (%)] 7(26) 12 (44) 10 (37)
Medicated with diuretics [n (%)] 11 (41) 9(33) 11 (41)
Meanzstandard deviation (SD) unless stated otherwise; ACE — angiotensin-converting enzyme; ARB — angiotensin
Il receptor blockers.
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for total cholesterol, triglycerides and high
density lipoprotein (HDL) cholesterol.

Assessment of endothelial

function

Endothelium dependant FMD was as-
sessed after a 10 min period of restin a quiet,
temperature controlled room (20-25 °C).
Measurements were undertaken by the same
ultrasonographer throughout the entire study
using a 7 MHz (Philips Envisor C) linear array
transducer. The brachial artery was imaged
approximately 5 cm above the antecubital
fossainthe longitudinal plane. A segment with
clear anterior and posterior intimal interfaces
between the lumen and vessel wall was se-
lected for continuous 2D grayscale imaging.
The same segment was used for all examina-
tions throughout the study. The baseline di-
ameter of the brachial artery was measured
with caliper from longitudinal images in which
the lumen-intima interface is visualized on the
near (anterior) and far (posterior) walls. Arte-
rial occlusion was created using a 12.5cm
wide cuff inflation in the upper arm to supra-
systolic pressure (50 mmHg above systolic
pressure) to occlude arterial inflow for 5 min-
utes. The hyperemic diameter of the artery
was recorded for 2 min after cuff deflation.
Baseline and hyperemic brachial artery diam-
eters were recorded and the absolute differ-
ence and percent change in diameter calcu-
lated. All measurements were done at end-
diastolic frames.

Blood pressure

Blood pressure was determined from the
mean of duplicate measurements using an
aneroid sphygmomanometer with the par-
ticipant in the sitting position and after a
10-minute period of rest.

Lipid profile

Blood was drawn into sterile dry tubes.
Total cholesterol, HDL cholesterol and triglyc-
erides were determined using standard proto-
cols at the clinical laboratory of Zakarpattya
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Regional Clinical Cardiology Dispensary. LDL-
cholesterol levels were calculated using Fried-
wald’s formula where LDL=total cholesterol —
HDL cholesterol — triglycerides % 0.456.

Data analysis

Statistical analysis was performed using
SPSS 17.0 software and data are presented
as mean=SD. The data were tested for nor-
mality using the Lilliefors test. Differences
within treatment groups on FMD, blood pres-
sure and lipids were assessed using Wilcoxon-
rank sum test. To assess between-group ef-
fects of treatment, Mann-Whitney U test was
performed. Differences were considered
significant when p<0.05.

Results and discussion

In this randomized, parallel design, pla-
cebo controlled trial a total of 81 men and
women (n=27 per treatment group) with
known CAD or high cardiovascular risk com-
pleted the study. Participant characteristics
were similar between groups at baseline (see
Table 1); age ranged from 46 to 70 years and
BMI from 19.7 to 40.9 kg/m?. Adherence to
treatment was high with 96 and 94% (nettle
and mountain tea respectively) of tea con-
sumed as determined by return of un-used
tea bags.

There were no significant differences in
FMD, blood pressure or cholesterol concentra-
tions between the 3 groups at baseline. After
6 weeks ingestion of nettle tea FMD was sig-
nificantly lower (p=0.037 (unadjusted)) com-
pared with baseline but the difference was not
significant when compared with the control
group. Despite anincrease in FMD after 6 weeks
ingestion of mountain tea from 6.90+2.81% to
8.04+2.61% the difference did not reach the
level of significance. There were no beneficial
effects on blood pressure or cholesterol con-
centrations after 6 weeks ingestion of either
mountain or nettle tea (Table 3).

The main finding of this randomized pla-
cebo controlled clinical trial was that neither

Table 2 Polyphenolic content of nettle and mountain teas
. . Concentra-
Tea Class of compound Phenolic composition tion (mg/g)
Nettle  Phenolic acids Chlorogenic 14.5
Diferuloyl/dicaffeoylquinic/p-coumaric/ 19.1
sinapic/caffeic acid derivatives
Flavonols Quercetin glycosides 6.7
Unidentified 1.5
Sideritis Phenolic acids Chlorogenic/feruloylquinic/triferulic isomers 5.0
Phenylethanoid glycosides Echinacoside/forsythoside A/alyssonoside/leucoseptoside 9.1
Flavonoid diglycosides Isoscutellarein/hypolaetin/luteolin 0.9
Flavonoid acetylglycosides Acylated derivatives of flavonoid diglycosides 1.4
Unidentified 1.8
Table 3 Chronic effects of treatments on vascular function and biomarkers of CVD risk
Nettle tea Mountain tea Water
Parameter Baseline 6 weeks Baseline 6 weeks Baseline 6 weeks
Baseline artery diameter (mm) 4.40+0.41 4.35+0.42 4.42+0.50 4.40+0.54 4.61+0.53 4.59+0.51
Hyperaemic artery diameter (mm)  4.74£0.42 4.69+0.47 4.73+0.56 4.75+0.57 4.92+0.63 4.88+0.58
Increase in diameter (mm) 0.34+0.19 0.34£0.16 0.31+0.13 0.35+0.12 0.31£0.17 0.29+0.16
Increase in diameter (%) 7.62+3.92 5.90+2.33* 6.90+2.81 8.04+2.61 6.68+3.54 7.05+3.28
Systolic blood pressure (mmHg) 141+12 141+16 14516 142+17 14717 143+14
Diastolic blood pressure (mmHg) 89+12 87+15 88+14 89+12 89+13 87£10
Total cholesterol (mmol/L) 5.61£1.22 527110 541£1.25 5.16+1.02 5.59+1.36 5.52+1.20
HDL cholesterol (mmol/L) 1.18£0.30 1.19+0.33 1.30£0.39 1.31£0.30 1.23+0.30 1.26+0.31
LDL cholesterol (mmol/L) 3.46+1.07 3.21£1.04 3.20£1.25 2.96+0.99 3.42+1.26 3.43+1.08
Triglycerides (mmol/L) 2.13£0.72  1.92+0.58 1.97+0.82 1.98+0.80 2.04+1.01 1.81+0.79
n=27 per group; *significantly lower compared with baseline (p=0.037).

mountain tea nor nettle tea beneficially altered
endothelial function or CVD risk as assessed
by FMD, blood pressure and lipid profile in
individuals with established CAD or at high
CVD risk.

The nettle and mountain teas fed to par-
ticipants on this study provided a total daily
polyphenolic intake of 250 and 112 mg poly-
phenols respectively; a dose equivalent to
625 mg/L and 285 mg/L, respectively. The
major class of flavonoid consumed from the
nettle tea were the flavonols (quercetin glyco-
sides) and from mountain tea acylated de-
rivatives of flavonoid diglycosides (see Ta-
ble 2). The total polyphenol content of the
nettle tea consumed by participants in our
study compares favourably with that of green
and black tea (Camelia sinensis) which pro-
vides on average 992 mg/L and 591 mg/L,
respectively (Astill C. etal., 2001). Whilst black
and green tea do contain some flavonols
(~2 and 3% of total polyphenol content, re-
spectively) the major contributor to total fla-
vonoid content in green and black tea are the
monomeric and polymeric flavanols (Hodg-
son J.M., Croft K.D., 2010).

Several human intervention trials have
investigated the acute and chronic effects of
both green and black tea on endothelial func-
tionin humans (Duffy S.J. etal., 2001; Kim W.
et al., 2006; Alexopoulos N. et al., 2008;
Jochmann N. et al., 2008; Grassi D. et al.,
2009) and most have shown significant im-
provementsin FMD response postingestion.
For example, after ingestion of 5 g greenand
black tea by healthy individuals (amounts
similar to that ingested by participants in our
study), FMD was shown to increase by 5%
and 4.4% respectively, when compared with
control (Jochmann N. et al., 2008). More-
over, black tea appears to improve FMD in a
dose dependant manner (Grassi D. et al.,
2009). The blood pressure and lipid lowering
effects of green and black tea however are
rather small. Despite similar concentrations
of total polyphenol content between the
nettle tea fed to participantsin our study and
that found in green and black tea, we did not
observe a beneficial effect on FMD or other
risk markers for CVD. In contrast to nettle and
mountain tea, the major flavonoid component
in green tea is the monomeric flavanols i.e.
epicatechin, epigallocatechin gallate (EGCG)
and epicatechin gallate (ECG) which in black
tea are converted to theaflavins and thearu-
bigins (polymeric flavanols) during the fer-
mentation process (Menet M.C. etal., 2004).
In fact, flavanols account for ~12-18% of the
total polyphenol content of green tea (Hodg-
son J.M., Croft K.D., 2010). Like tea, dark
chocolate and cocoa are also rich sources of
monomeric flavanols (largely epicatechin)
and consistently show improvements in FMD
response in both the acute and chronic phase
post ingestion, as highlighted in the recent
meta-analysis of randomised controlled trials
undertaken by L. Hooper and colleagues
(2008). Neither nettle tea nor mountain tea
fed to participants in our study contained
flavanols. The lack of effects on FMD ob-
served after ingestion of nettle and mountain
tearich in other flavonoids fed to participants
in our study, combined with the convincing
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evidence of a beneficial FMD response from
dark chocolate, cocoa and tea trials, sup-
ports the notion that it is the flavanols that
are the major flavonoid responsible for the
cardio-protective effects seenin these stud-
ies. These observations are substantiated by
trials that demonstrate a correlation between
plasma concentrations of epicatechin and
EGCG and a beneficial FMD response
(Schroeter H. et al., 2006; Widlansky M.E.
et al., 2007).

As mentioned earlier, the major flavonoid
in the nettle tea were the flavonols (quercetin),
accounting for around 15% of the total phe-
nolic composition. Like nettle, apples are also
arelatively rich source of flavonols. In arecent
human intervention trial with healthy individ-
ual’s, apple ingestion was shown to favourably
affect FMD in the acute phase post ingestion
(Bondonno C.P. etal., 2012). However, apples
have a similar flavanol profile to that of dark
chocolate and cocoa, and it is possible that
the apple flavanols were responsible for the
observed effects in this study. Daily consump-
tion of a quercetin supplement has been
shown to significantly reduce systolic and
diastolic blood pressure (Edwards R.L. et al.,
2007) in hypertensive individuals. However,
the dose required to achieve these reductions
(730 mg/day for 28 days) was far higher than
that fed to participants in our study or achiev-
able through dietary means alone. Indeed, in
agreement with our study, neither FMD nor
other biological markers for CVD risk were
significantly affected by daily ingestion of
quercetin containing apples over a 4-week
period by hypercholesterolemic individuals
(Auclair S. et al., 2010).

To the authors knowledge this is the first
clinical trial to assess the effects of mountain
tea and nettle tea on FMD and other CVD risk
markers in individuals with established CAD
or its risk equivalent. Compliance to the treat-
ments in this study was high but, contrary to
many published studies which have shown
long term favourable effects of teaand cocoa
ingestion on FMD, blood pressure and cho-
lesterol levels, we saw no significantimprove-
ments. Our study design and study popula-
tion may account for some of these differ-
ences. For example, all participants in our
study were on stable doses of guideline
recommended standard treatments (includ-
ing statins and ACE inhibitors) which have
properties known to improve endothelial
function, blood pressure and lipid profile.
Thus, the ‘standard treatment’ of this study
population could have masked any beneficial
effects of the mountain and nettle teas. In a
recent study assessing the effects of flava-
nols and soy isoflavones on CVD risk in
postmenopausal women with type 2 diabetes
on established statin therapy (Curtis P.J.
et al., 2012), significant reductions in total
cholesterol:HDL cholesterol ratio and LDL-
cholesterol were observed. Whilst the au-
thors conclude that this highlights the addi-
tional benefit of flavonoids to standard drug
therapy, it is important to note that the
number of study participants was much
higher (93 patients) and the intervention
period longer (1-year) compared with the
current study. Furthermore, unlike many
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published trials reporting beneficial effects
of dietary interventions on FMD response and
other markers for CVD risk, our study was
conducted with a heterogeneous population
i.e. we did not limit smokers, diabetics or
obese individuals. Lastly, in our study, par-
ticipants ingested doses of dry herbs reflect-
ing that which may be consumed on a typical
basis; doses which may not have been suf-
ficient to demonstrate a clinically significant
systemic effect.

Conclusions

Our data show that over a 6 week period,
ingestion of mountain tea and nettle tea rich
in polyphenols do not improve vascular func-
tion, blood pressure or lipid profile in individu-
als with CAD or at high CVD risk.
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BXxuBaHHe 6araTux

Ha nonidpeHonum Urtica
dioica Ta Sideritis
scardica npoTtarom 6 Tux
He BMJIUBA€E Ha PYHKLIO0
eHpoTeniio, aptepianbHUn
TUCK i ninigHu npodinb

y naui€HTIB 3 iLLeMi4YHOI0
XBOpOOOIO cepud

4 BUCOKUM
cepueBo-CyAUHHUM
PU3NUKOM: paHaOMiI30BaHe
KOHTPOJIbOBaHe
BOCHIAXEeHHSA

T.B. YeHpgeii, M.B. Piwko,
H.B. boiiko, I1.A. KpyH

Pesiome. Pe3ysibTat enigemiosnoriyHix 4o-
C/li[XKEeHb CBIA4aTh PO Te, LU0 BXNBAHHS [0-
CTaTHbOI KiJIbKOCTi OBOYIB Ta OPYKTIB acouifio-
BaHe 3i 3HWXEHHSM cepLeBO-CYANHHOro
pu3uky. Fipceknii 4an (Sideritis scardica)
1a kponuea (Urtica dioica) 6arati Ha nonigpe-
HOJIbHI CrOJ1yKW, 34aTHI MOKPAaLLyBaTy OYHKLIIO
€HAO0TEeSI0 Ta 3HUXYBaTW CEPLIEBO-CYANHHNM
pu3unk. Meta npoBeaeHOro AOCHIAKEHHS —
BW3Ha4Y€eHHS BIJINBY CIOXUBAHHS KPOMUBU
Ta ripCbKOro yYaio Ha CyanHHy QyHKLIIO y 0CiO
3 iLemMiyHOI XBOPOOOIO cepusl Yn BUCOKUM
cepueBO-CyaANHHUM pu3nkom. Metoaun.
Y paHaomi3zoBaHOMY KOHTPOJIbOBAHOMY [0-
CAXEHHI Yy TPbOX rpynax (N=27 y KOXHiv
rpyri) OLiHIOBaIM €EKT ripCbKOIro 4Yaro 1a Kpo-
nuBwy LLOAO NMOTIK-0rocepeakoBaHoi Ba30Au-
narauii (NOB), ninigHoro npointo Ta apTepi-
asbHOro TUCKY BrPOAOBX 6-TUXHEBOIO Crio-
CTepexeHHs. Pe3ynbtatu. BxunBaHHS 4aro
3 KpornuvBm rpuBeJsio A0 ICTOTHO Hux4oi OB
MOPIBHIHO 3 BUXIAHUMMW 3HAYEHHSIMMU

pucka, 4em nosnb3bl?

- PedepartuBHa inpopmauis
JleyeHue TecToCTEpPOHOM: OOnbLUE

Kak coobuiaeTt YnpaBneHue no KOHTPOsO 3a NULLEBLIMWN NPO-

OPUTHAJbHI AOCNIAXXKEHHSA

(p=0,037), ane pi3H1LS NOPIBHIHO 3 KOHT-
POJILHOIO rPyroto Oysa HeCYTTEBOK. BxnBaH-
HS1 FpCbKOI0 Yaro 4v KPOrMBM He CYrpOoBOLXY-
BaJI0CS CYTTEBUM 3HVIXKEHHSIM apTepiasibHoro
TUCKY ab0 MoslinLWeHHSIM JlinigHOro npogisio.
BucHoBKK. BxunBaHHS ripcbkoro 4at abo
KpOr1BM B rOMIPHIV KiJIbKOCTI POTSIroM 6 Ty
He rokpaLlye cyanHHy QyHKUio, apTepiasib-
HWUA TUCK Ta NTiNIgHWA NpoQinb y 0Ci6 3 iLuemid-
HO XBOPOOOI cepLisi abo BUCOKUM CEPLIEBO-
CYANHHUM PU3NKOM.

KnwouyoBi cnoBa: nosiioeHosn, norik-
oriocepenkoBaHa Ba3oanaatalis, aprepiasib-
HUA TUCK, inigu.

YnotpebneHue 6oratbix
nonndeHonamm Urtica
dioica u Sideritis scardica
Ha NpoTsHXeHuu 6 Hep,
He BAuseT Ha GYHKLUMUIO
3HAOTEeNUs, apTepunasnbHoe
DaBJieHUue N NINNUAHbIN
npodusb y naumMeHToB
C MLLEMUNYECKOoN 001e3HbIO
cepaua unm BbiICOKUM
cepAeYHO-CoCcyanCTbIM
PUCKOM:
paHAOMU3NPOBaHHOE
KOHTpO/AMpyemoe
uccnepoBaHue

T.B. YeHpgeii, H.B. Puwuko,

H.B. boiiko, I1.A. KpyH

Pe3tome. PesyibTatel 3nnaemMmonorndeckmx
nccnenoBaHWi CBUAETEIbCTBYIOT O TOM, YTO
ynoTpebaeHne AoCTaTtoOYHOro KoJan4ecTBa
OBOLLEN N pPYKTOB accoLMMpPOBaHO CO CHU-
XEeHNeM cepaeqyHO-CoCyaAnCTOro pPUCKa.
lopHbivi yavi (Sideritis scardica) n kpanvsa

(Urtica dioica) siBnsitotcst 6oratbiMu Ha roJin-
¢eHobHbIEe COeaNHEHMS, CITIOCOOHbI YIlyy-
watb QYHKUMNIO SHAOTEINS U CHUXATb
cepaeqyHO-CcocyancCTbIi puck. Llesib 3Toro
mncenegoBaHuss — onpeaeseHne BINSIHUS
yrnoTpebieHns KparnvBbl M FOPHOI0 4Yasi Ha Co-
CYyaANCTYIO PYHKUMIO Y JINL C ULLEMUYECKOM
00n1e3HbI0 cepaLa nav BbICOKMM CEPAEYHO-
cocyancTteiM puckoM. Metoael. B paHaomu-
31pPOBaHHOM KOHTPOJIMPYEMOM MCCe[0Ba-
HUW B TpEX rpynnax(n=27 /151 Kaxxa0u rpyrris|)
OoLeHUBaIn 3P GEKT ropHOro 4Yasi n Kparmsbl
OTHOCUTEJIbHO MTOTOK-0IM0CPEL0BaHHOV Ba30-
annartauun (MOB), nunugHoro npoguis
v apTepmasibHOro 4aB/iIeHVs] B TeHeHne 6-He-
AenbHOro HabnwageHns. Pe3ynbrarthl.
YnotpebneHune yas n3 kpanuvsbl puBeso
K CYLLIECTBEHHO 60/1€€ HU3KUM roka3aTessiMm
OB B cpaBHEHU C UCXOAHBIMW 3HAYEHUSIMU
(p=0,037), HO pa3HuLa ¢ KOHTPOJIbHOU rpyri-
rnovi Gbisia HECYLLLECTBEHHOW. YnoTpebaieHne
FOPHOIo Yasi Uan KparnvBbl HE BEJIO K CyLLe-
CTBEHHOMY CHUXXEHUIO apTepnasibHoro 4as-
JIEHUIST VJTN YITYHLLIEHWIO JINMALHOIO rNPoguJis.
BbiBoabl. YnoTpebieHne ropHoro 4as
W KparnvBsbl B YyMepPeHHOM KOJINYECTBE B Te-
yeHne 6 He He y/y4LIaeT CoOCyaANCTYIO PyHK-
umio, apTepunanbHOe AaB/IeHNE W JINMNAHbIN
npogub y AN ¢ NLLIEMNYECKOV O01E3HbIO
cepaua v BbICOKUM CEPAEYHO-COCYANCTbIM
PUCKOM.

KnioueBble cnoBa: rnosim@eHos b, MNoToK-
ornocpenoBaHHasi Bazoauniatauus, aptepu-
asibHoe faBseHne, INnnasbl.
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NIeBaHV B aHaMHe3e, LOCTOBEPHbIX Pasnnynm B OTHOLUEHUN UH-
¢dapkTa Mmokapaa He BbISBJIEHO.
B odpmumansHom coobuieHmm FDA He pekoMeHayeT nauneHTam

aykTamum n nekapcteeHHbiMn cpegcteamum CLUA (US Food and Drug
Administration — FDA), ¢ 31 auBaps 2014 r. opumumanbHO Ha4aTo
N3y4yeHne NOTEHLMANbHBIX PUCKOB yXXe 0000pEeHHbIX NpenapaTos,
coaepXallmx TeCTOCTEPOH. [1ogobHbIN Wwar NpeanpuHAT B CBA3N
C NOCTYNUBLLEN NMHPOPMALMEN O NOBBILLEHNN PUCKA TAXESbIX Kap-
ONOBACKYNIAPHbIX COOBLITUIA Yy L, NPOXOAALWMX Tepanuio 3TUMM
npenapaTamu. B 4acTHOCTM, B ABYX HeAABHUX paboTax BbIABUIM
MOBbILLEHNE PUCKA BOSHUKHOBEHNS NH(APKTa MMoKapaa, uwemMm-
4eCKOro MHCYJSIbTa U CMEepPTH.

B HOBOM nccnenoBaHum, pedynbTatbl KOTOPOro onyo6nMkoBaHbI
29 anBaps 2014 r. B xypHane «PLoS One», Bunbam ®unkn (William
Finkle) 1 coaBTOpbI OLLEHWIN PUCKN, ACCOLMMPOBAHHbLIE C Tepanun-
el TECTOCTEPOHOM Ha Bblbopke 13 >50 TbiC. Myx4unH. Mocne 3 mec
Takon Tepanun puck nHpapkTa Mnmokapaa nosbicuics Ha 36%.
Y My>UmH B BO3pacTe 265 neT 3a 3T0T Xe nepmog, PUCK BOSHMKHO-
BEHMSI JAHHOIO HeXenaTebHOro ABAEeHUS MOBLICUIICA B >2 pa3a.

B Bo3pacTtHom rpynne <65 net puck nHgapkrta Mmmokapaa no-
BbILLACS NPU HANNYMM KOPOHAPHOro 3aboneBaHns. OTHOCUTENb-
Hbli PUCK B CPABHEHUN C KOHTPOJIEM B AAHHOM Cily4yae COCTaBWJI
2,9 ¢ 1OCTOBEPHOM MEXIPYNNoBOM padHuuen. OgHako ons nobpo-
BOJIbLIEB 3TOW Xe BO3PACTHOM rpynnbl, HO 683 KOPOHAaPHbIX 3a60-

npekpawatb ne4eHne npenapartaMmm TeCtoCcTepoHa 6e3 peLweHna
Jleyaulero Bpava, a MEOULMHCKUM cheumanmcTam — B3BECUTbL BCe
NPenMyLLEeCcTBa U PUCKM Takor Tepanuun nepes npuHATUEM peLue-
HMS. Ha OaHHbIN MOMEHT Tepanus TECTOCTEPOHOM pa3spelleHa
K NMPMEHEHUIO NPn HU3KOM YPOBHE 3TOIo rpmMoHa B CBA3U C He-
OOCTaTOYHOW ero BbipaboTKOM anykamMm (FreHETUYECKNE NMPUYUHBI,
Ha pOHe XxMMmnoTepanun), a Takxke nNpu HapyLeHUn GyHKLMOHNPO-
BaHWS CTPYKTYP LEEHTPANIbHOWN HEPBHOM CUCTEMbI, KOHTPOJIMPYIOLLIMX
NPOAYKLMIO TECTOCTEPOHA TECTUKYNAMM.
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