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ABSTRACT

Introduction. The relevance of the study is due to the significant prevalence of COVID-19 and its cardiovascular
complications worldwide.

Aim. The aim of the work is to assess the features of the processes of heart and vascular remodeling in different types
of daily blood pressure profile after a coronavirus infection.

Materials and methods. 100 people were examined in outpatient settings 1 month after COVID-19 (62 men and
38 women), aged 63.14 £ 2.24 years. All examined participants underwent Doppler echocardiography, ultrasound
examination of the brachiocephalic arteries, and daily blood pressure monitoring. Methods of primary statistical
analysis were used to evaluate the results of the study.

Results. Left ventricular hypertrophy and IMC were diagnosed in 75.0 and 52.0% of patients; in 31.0% — non-dipper
daily BP profile, in 14.0% - night-peaker, in 46.0% - dipper, in 9.0% - over-dipper. With LV hypertrophy and its
normal geometry, the non-dipper daily BP profile was determined in 33.3 and 24.0%, an increase in IMC - in 45.2
and 6.4% of the examined. In 31.2% of people with eccentric hypertrophy, in 30.7% with concentric hypertrophy,
in 29.4% with concentric remodeling, a non-dipper BP profile was detected. With LV hypertrophy and without
it, the night-peaker daily BP profile was determined in 14.6 and 12.0% of cases. In 15.6% of those examined after
COVID-19 with eccentric hypertrophy, in 11.5% with concentric hypertrophy, in 11.7% with concentric remodeling,
a night-peaker BP profile was detected.

Conclusions. The results obtained indicate a significant impact of COVID-19 on the processes of cardiovascular
remodeling, indicate the need to include daily BP monitoring, Doppler echocardiography, and vascular ultrasound
in the algorithm for diagnosing and treating people with COVID-19.

Keywords: Arterial hypertension, Blood pressure, COVID-19, Arterial stiffness, Hypertension-mediated organ
damage

NTRODUCTION normal conditions, ACE2 plays a counter-regulatory

If we consider SARS-CoV-2 infection as a systemic
lesion of the human body, it becomes obvious that
the virus affects not only the respiratory, but also the
cardiovascular, nervous, excretory and lymphatic
systems, which is manifested in significant damage to
the entire body [1, 2].

Cicco S. et al.,, 2023, showed that the SARS-
CoV-2 virus uses the leading element of the
renin-angiotensin-aldosterone system (RAAS) -
angiotensin-converting enzyme (ACE) to penetrate
cells [3]. ACE2 is expressed on endothelial cells
of the vessels of the heart, kidneys and lungs.
The main element of the RAAS, angiotensin II,
affects the cardiovascular system by activating AT1
receptors, which in turn stimulates the processes of
vasoconstriction, inflammation and fibrosis. Under
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role in the RAAS, forming anti-inflammatory,
antioxidant and antifibrinolytic effects [4]. The
SARS-CoV-2 virus reduces the expression of ACE2
on the cell surface, which significantly reduces the
protective capabilities of the endothelium [5], leading
to activation of the RAAS with endothelial damage
(6, 7].

ManciaG. etal.,in 2020 and 2025 [8, 9], showed that
endothelial dysfunction and pathological remodeling
of the heart and vessels are a common phenomenon
in people with a previous coronavirus infection.
Puntmann V. et al., 2022, indicated that symptoms of
cardiovascular disease occur in 57% of patients with
previous COVID-19, even if they were absent before
infection. Researchers noted an increase in the right
ventricular ejection fraction in patients [10].
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Chlabicz M. et al., 2023, found that coronavirus
infection led to changes in cardiac remodeling [11].
Podrug M. etal., 2023, indicated changes in remodeling
and arterial stiffness [12]. The increase in vascular
stiffness due to SARS-CoV-2 infection persists for a
significant period of time, i.e., vascular aging processes
are enhanced with loss of compliance and changes in
the characteristics of the vascular walls [13].

Angeli E et al., 2024, and Marozzi M. et al., 2025,
demonstrated in their studies that in coronavirus
disease, a persistent and significant increase in blood
pressure is observed, with changes in its daily profile
and the need for combined antihypertensive therapy
[14, 15]. However, the mechanisms of the relationship
between blood pressure and the processes of
cardiovascular system remodeling after COVID-19
remain insufficiently studied to this day.

AIM

The aim of the study is to assess the features of
heart and vascular remodeling processes in patients
with different types of daily blood pressure profiles
after coronavirus infection.

MATERIALS AND METHODS

100 people with a history of COVID-19 (62 men
and 38 women), aged 63.14 * 2.24 years, were
examined in outpatient settings. The inclusion
criteria in the study were: patients with arterial
hypertension aged 45-65 years who had laboratory-
confirmed COVID-19 and consulted a family doctor
for dispensary supervision and agreed to participate
in the study. Exclusion criteria: no confirmed
COVID-19 disease, age >65 years, or disagreement
with participation in the study. The study protocol
was drawn up in accordance with the Declaration
of Helsinki and agreed with the Ethics Committee.
Examination and treatment of patients were carried
out in accordance with the “Protocol for providing
medical care for the treatment of coronavirus disease
(COVID-19)” [16].

Structural and functional changes in the
myocardium and vessels, as well as features of the
diurnal blood pressure profile, were assessed using
Doppler echocardiography, ultrasound examination
of the brachiocephalic arteries, and daily blood
pressure monitoring.

To evaluate the results of the study, primary
statistical methods were used [17]. The author used
ChatGPT (OpenAl, San Francisco, CA, USA) for
language editing of the English text. The author
reviewed and verified all Al-generated content to
ensure accuracy and integrity.

RESULTS

Confirming the data of our previous work [18],
left ventricular (LV) hypertrophy was found in 75
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examined subjects, and among them, concentric
hypertrophy and remodeling were found in 34,6 and
22,7%, eccentric hypertrophy in 42,7% of individuals
(Fig. 1aand 1 b).

75,0%-with LVH

25,0%-without LVH

Fig. 1 a. Prevalence of hypertrophy left ventricle in
individuals with Covid 19 survivor

42,7%-eccentric LVH

.

34,6%-concentric LVH

22,7% - concentric remodeling

Fig. 1 b. Prevalence of different types left ventricular
hypertrophy in individuals with Covid 19 survivor

Based on the normal circadian rhythm of blood
pressure (BP), the types of daily BP curves were distin-
guished: dippers, non-dippers, night-peakers, over-
dippers. In the examined individuals with and without
LV hypertrophy, the non-dipper daily BP profile was
found in 33,3 and 24,0%, night-peaker - in 14,6 and
12,0%, dipper - in 42,7 and 56,0%, over-dipper - in
9,4 and 8,0% of the examined individuals (Fig. 2).
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Fig. 2. Prevalence of different types of diurnal blood
pressure profile

Diurnal blood pressure patterns were observed in
patients with COVID-19 with different types of LV
remodeling (Fig. 3).
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Fig. 3. Prevalence of blood pressure profiles in
patients with COVID-19 and different types of LV
remodelling

In individuals with concentric hypertrophy and
remodeling, as well as with eccentric hypertrophy,
the non-dipper diurnal BP profile occurred in 30.7%,
29.4%, and 31.2%; the night-peaker profile — in 11.5%,
11.7%, and 15.6%; the dipper profile - in 46.1%,
52.9%, and 43.8%; and the over-dipper profile - in
11.7%, 6.0%, and 9.4%, respectively.
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Significant differences were observed when
comparing daytime, night-time and diurnal blood
pressure values in individuals with different blood
pressure profiles (Table 1).

In individuals with a non-dipper BP profile,
compared to the dipper subjects, daytime systolic
blood pressure (SBP) significantly increased by 7.3%
(p<0.05) and diastolic blood pressure hypertension
time index (DBP HI) by 109.6% (p<0.05); nighttime
systolic blood pressure (SBP HI) by 15.5% (p<0.001),
diastolic blood pressure (DBP) by 16.6% (p<0.001),
systolic blood pressure hypertension time index (SBP
HI) by 180.5% (p<0.001), DBP HI more than 2 times;
daily minimum systolic blood pressure (minSBP)
decreased by 13.9% (p<0.01), mean systolic blood
pressure (mean SBP) decreased by 8.4% (p<0.01),
maximum systolic blood pressure (max SBP)
decreased by 10.3% (p<0.05), minimum mean blood
pressure (MinMBP) decreased by 18.2% (p<0.001),
mean blood pressure (MBP) decreased by 15.4%
(p<0.01), maximum mean blood pressure (MaxMBP)
decreased by 6.2% (p<0.05), systolic hypertension
area index (SBP HI) decreased by 66.6% (p<0.001)
and diastolic hypertension area index (DBP HI)
decreased by 50.9% (p<0.001) (Table 1).

Table 1. Features of diurnal blood pressure profiles of individuals with Covid-19

Daily blood pressure monitoring Diurnal blood pressure profile
indicators dipper non-dipper night-peaker
SBP 124,7+2,5 133,8+4,2* 134,8+4,7*
Day time SBP HI 12,8+3,6 24,8+6,7 40,4£10,5**
DBP HI 13,643,7 28,5+6,7* 37,8+11,2%**
SBP 108,4x1,7 125,2+3,8*** 141,245,8***
DBP 67,6+1,3 78,8+2,2%** 85,9+3,5%**
) . SBP HI 11,8434 33,147, 5*** 47,1411,3%**
Night time
DBP HI 11,143,5 35,347, 4%** 50,2412, 1%**
VSBP 8,8+0,6 10,4£0,7 13,841, 7**
VDBP 7,3+0,6 8,410,6 10,1£1,5*
min SBP 87,4+1,8 99,6+3,4%* 97,5+3,8*
mean SBP 121,0£1,9 131,243,5** 134,343,6**
max SBP 156,4+3,5 172,5+5,7* 174,1+6,7*
MinMBP 62,8+1,5 Th4,2+3,1%%* 75,6+1,8***
MBP 88,5+1,7 102,1£3,2** 96,5+2,7*
Daily time MaxMBP 117,4+2,6 124,743,6* 123,245,2
MinPBP 20,6£0,7 22,7+1,5 26,0£2,1*
mPBP 41,3¢1,4 44,5£2,1 52,1+2,9%**
MaxPBP 67,637 78,2+4,5 86,1+7,7*
SBP HI 1,2£0,1 2,010,4%** 1,641,1%*%*
DBP HI 33,0+3,0 16,241,9*** 18,943,4%**

Note: * - p<0.05, ** - p<0.01, *** - p<0.001
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Compared with the dipper subjects, in individuals
with the night-peaker BP profile, daytime SBP
increased statistically significantly by 8.1% (p<0.05),
hypertension time index SBP HI and DBP HI by
215.6% (p<0.01) and 177.9% (p<0.001); night-time
SBP by 30.3% (p<0.001), DBP by 27.1% (p<0.001), SBP
HI and DBP HI by both almost 3 times, variabilities
of SBP (VSBP) and DBP (VDBP) by 56.8% (p<0.01)
and 38.4% (p<0.05); daily minimum mean blood
pressure (MinMBP) - by 11.6% (p<0.01), daily
mean blood pressure (MBP) - by 10.9% (p<0.01),
maximal mean blood pressure (MaxMBP) - by 20.4%
(p<0.001), SBP - by 9.1% (p<0.05), max SBP - by
11.3% (p<0.05), minimum pulse BP (MinPBP) - by
2.6% (p<0.05), mean pulse BP (mPBP) - by 26.1%
(p<0.001), maximum pulse BP (MaxPBP) - by 27.7%
(p<0.05), SBP HI - by 33.3% (p<0.001) and DBP HI
decreased - by 42.7% (p<0.001) (Table 1).

Significant differences were observed when
comparing cardiac remodeling processes in
individuals with COVID-19 and different BP profiles
(Table 2).

In patients with a non-dipper BP profile, compared
with individuals with a dipper, left atrial size
increased by 6.3%, left atrial index — by 6.3%, left
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atrial area — by 3.3%, left atrial area index - by 5.1%,
LV end-diastolic size — by 4.3%, LV end-diastolic size
index - by 4.2%, LV end-systolic size — by 14.3%, LV
end-diastolic volume - by 8.4%, LV end-diastolic
volume index - by 9.1%, LV end-systolic volume - by
13.5%, LV posterior wall myocardial thickness - by
11.1%, relative thickness of posterior wall of LV - by
25.0%, LV myocardial mass — by 10.1%, myocardial
mass index — by 13.1%, right atrial area — by 5.6%,
right atrial area index - by 1.6%, LV end-diastolic
volume index - by 1.2%, and the LV ejection fraction
decreased — by 2.6%, but all these features were not
statistically significant (Table 2).

Compared with the dipper subjects, in subjects
with the night-peaker BP profile, the left atrial area
index significantly increased by 19.9% (p<0.05)
and not statistically significantly: aortic root
diameter — by 3.2%, left atrial size — by 3.1%, left
atrial area — by 9.2%, left atrial index - by 6.3%, LV
end-diastolic size — by 2.1%, LV end-diastolic size
index - by 8.3%, LV end-systolic size - by 3.6%, LV
end-diastolic volume - by 1.4%, LV end-diastolic
volume index - by 10.1%, LV ejection fraction - by
2.9%, LV posterior wall myocardial thickness - by
22.2%, relative thickness of posterior wall of LV - by

Table 2. Features of the structural and functional state of the heart in people with Covid-19 depending on the

daily blood pressure profile

Diurnal blood pressure profile
Indicators
dipper non-dipper night-peaker
Aortic root diameter 3,1+0,1 3,1+0,1 3,2+0,1
LA atrial size 3,2+0,1 3,4+0,1 3,3+0,1
LA atrial index 1,6%0,1 1,7£0,1 1,7£0,1
LA atrial area 15,3+0,8 15,8+0,6 16,7£1,3
LA atrial area index 7,8+0,3 8,2+0,2 9,3+0,9*
LV end-diastolic size 4,7+0,07 4,9+0,1 4,8+0,3
LV end-diastolic size index 2,4x0,1 2,5+0,1 2,6%0,1
LV end-systolic size 2,8+0,1 3,2+0,2 2,9+0,1
LV end-diastolic volume 99,7+3,6 108,1+4,6 101,1+7,6
LV end-diastolic volume index 50,6+1,8 55,2+1,8 55,7+4,7
LV end-systolic volume 33,3+1,7 37,8+2,5 32,8+3,2
LV ejection fraction 69,0+0,8 68,1+1,3 71,0+6,3
LV posterior wall myocardial thickness 0,9+0,1 1,0£0,2 1,1£0,1
Relative thickness of posterior wall of LV 0,4+0,1 0,5+0,1 0,5+0,1
Interventricular septal thickness 1,2+0,1 1,2+0,1 1,3+0,1
LV myocardial mass 213,5£12,6 235,014, 259,7+28,3
Myocardial mass index 106,2+5,5 120,1+4,3 128,6+10,2
Right atrial area 12,5+0,7 13,2+0,6 12,7£0,5
Right atrial area index 6,6+0,3 7,0+0,2 7,2+0,2

Note. * - p<0.05
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25.0%, interventricular septal thickness — by 8.3%,
LV myocardial mass - by 21.6%, myocardial mass
index - by 20.9%, right atrial area — by 1.6%, right
atrial area index - by 9.1%, and LV end-systolic
volume decreased by 1.5% (Table 2).

Features of diurnal blood pressure profiles in
individuals who have had COVID-19 are associated
with both different types of left ventricular remodeling
and thickening of the intima-media complex (IMC)
of extracranial vessels [18].

Intima-media complex thickening (>0.9 mm) was
observed in 52.0% of individuals with COVID-19,
while it was not present in 48.0%; among individuals
with and without LV hypertrophy - in 57.3 and 36.0%;
in those examined with a non-dipper diurnal blood
pressure profile — 45.2 and 6.4%, night-peaker - 50.0
and 7.1%, dipper - 39.1 and 10.9%, over-dipper -
44.4 and 11.1%, respectively.

Depending on the daily blood pressure profile of
the subjects, the structural and functional state of
their extracranial vessels is presented (Table 3).

When comparing individuals with a non-dipper
BP profile with individuals with a dipper BP profile,
the maximum blood flow velocity of the common
carotid artery (RCCA) increased by 0.5%, and the
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diameters of the left common carotid artery (LCCA)
increased by 16.6% and the left vertebral artery
(D LHA) by 33.3%, and the maximum blood flow
velocity of the left common carotid artery (LCCA)
decreased by 2.5%, maximum blood flow velocities
of the right internal carotid artery (RICA) by 3.8%,
the right internal vertebral artery (RVA) by 8.8%, the
left internal vertebral artery (RVA) by 7.7%, and the
intima-media complex by 11.1%, but these changes
were not statistically significant.

Compared with the dipper subjects, in individuals
with the night-peaker BP profile, the diameters of the
RCCA increased by 14.3%, the LCCA by 16.6%, the
LVA by 33.3%, the intima-media complex by 11.1%,
and the maximum blood flow velocities of the RCCA
decreased by 7.4%, the LCCA by 11.1%, the RICA by
11.9%, the RVA by 10.8%, the LVA by 7.0%, and the
LICA resistance index by 14.2%, but these changes
were also not significant.

Significant changes were observed only with a
decrease in the maximum blood flow velocity of the
left internal carotid artery (LICA) - by 3.3% (p<0.05)
in non-dippers and by 14.2% (p<0.05) in night-
peakers, and an increase in the diameter of the RICA
by 20.0% (p<0.05) in night-peakers.

Table 3. Features of the structural and functional state of extracranial vessels in people with Covid-19
depending on the daily blood pressure profile

Structural and functional state of Diurnal blood pressure profile
extracranial vessels dipper non-dipper night-peaker

Diameter of the RCCA 0,7+0,01 0,70,2 0,8+0,1
Maximum blood flow velocity of the RCCA 86,1£2,6 86,5+2,7 79,7+4,5
RCCA resistance index 0,7+0,01 0,7+0,01 0,7+0,02
Diameter of the LCCA 0,6+0,01 0,7+0,03 0,7+0,01
Maximum blood flow velocity of the LCCA 87,5+2,3 85,3+3,2 77,8+3,4
LCCA resistance index 0,7+0,01 0,7+0,01 0,7+0,01
Diameter of the RICA 0,50,1 0,5+0,01 0,60,02*
Maximum blood flow velocity of the RICA 73,4+2,7 70,6+1,7 64,7 3,4
RICA resistance index 0,7+0,01 0,7+0,01 0,7+0,03
Diameter of the LICA 0,5+0,01 0,5+0,02 0,5+0,01
Maximum blood flow velocity of the LICA 75,242,227 72,7+£1,8* 64,5+3,1*
LICA resistance index 0,7+0,01 0,7+0,02 0,6+0,03
Diameter of the RVA 0,3+0,01 0,3+0,01 0,3+0,01
Maximum blood flow velocity of the RVA 46,5+1,8 42,417 41,5+2,2
RVA resistance index 0,7+0,01 0,7+0,01 0,7+0,01
Diameter of the LVA 0,3+0,01 0,420,01 0,4%0,01
Maximum blood flow velocity of the LVA 45,3+1,4 41,8+2,0 42,1+3,2
LVA resistance index 0,7+0,01 0,7+0,01 0,7+0,01
Intimate media complex 0,9+0,01 0,8+0,01 0,10+0,01

Note. * - p<0.05
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DISCUSSION

A significant increase in cardiovascular disease has
been noted among COVID-19 survivors, including
those who did not require hospitalization [19].
Huseynov A. et al,, 2023, indicated that on average
30% of patients who have recovered from COVID-19
experience persistent cardiopulmonary symptoms
(including shortness of breath, palpitations, decreased
physical performance, and cardiac arrhythmias) that
persist for weeks or even months after acute SARS-
CoV-2 infection [20]. Bielecka E. et al., 2024 [21],
showed that during coronavirus disease, there is
activation of the sympathetic and inhibition of the
parasympathetic nervous system, and as a result,
blood pressure and heart rate increase [22]. However,
the etiopathogenetic relationships of neurotropic
effects with the autonomic and immune systems,
or with the blood coagulation, anticoagulant, and
fibrinolytic systems remain poorly understood [23].
Of particular note are the studies by Hultstrom
M. et al, 2020, which indicate the presence of
hyperreninemia, hyperchloemia, and hypernatremia
with cardiac volume overload in individuals who
have had severe COVID-19 [24], and Saeed S. et al.,,
2021, which confirm the possibility of hypertension
in those who did not previously have it, and blood
pressure dysregulation in previously controlled
hypertension [25].

In the work of Bielecka E. et al., 2024, [21] it was
shown that in patients with DM AT, the average daily,
daytime and nighttime BP, and DBP were significantly
increased compared to the pre-pandemic group; the
prevalence of persistent uncontrolled hypertension
was also significantly higher.

According to the results of our studies, among
patients with COVID-19, LV hypertrophy was
detected in 75.0% of those examined, and among
them, concentric hypertrophy and remodeling were
found in 34.6 and 22.7%, respectively, eccentric
hypertrophy - in 42.7%; among individuals with and
without LV hypertrophy, the non-dipper daily BP
profile was found in 33.3 and 24.0%, night-peaker —
in 14.6 and 12.0%, dipper - in 42.7 and 56.0%,
over-dipper - in 9.4 and 8.0% of the examined.
In individuals with concentric hypertrophy and
remodeling, as well as with eccentric hypertrophy, the
non-dipper daily BP profile was found in 30.7, 29.4,
and 31.2%; night-peaker - in 11.5, 11.7, and 15.6%;
dipper - in 46.1, 52.9, and 43.8%; over-dipper - in
11.7, 6.0, and 9.4%, respectively.

Ourresults are confirmed by a number of previously
conducted studies. In the work of Brown J. et al,,
2024, it was shown that in patients with COVID-19,
the LV ejection fraction at rest significantly changed
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compared to healthy individuals [26]; Rohun . et al.,
2024, described that heart failure after coronavirus
disease should be considered as a manifestation of
impaired function of the left and right ventricles, as
well as their diastolic dysfunction [27]; Kapusta J.
et al, 2023, showed that cardiac arrhythmias
(atrial fibrillation, ventricular and supraventricular
extrasystoles) are independent predictors of
myocardial dysfunction after coronavirus disease
[28]. Ingul C. et al., 2022, indicated that three months
after COVID-19, diastolic dysfunction occurs three
times more often than without it, and premature
ventricular contractions were observed in 20% of
those examined [29]. Wang W. et al.,, 2022, noted a
significantly higher risk of ischemic heart disease,
myocarditis, and heart failure among patients with
COVID-19 [30].

Diurnal features of blood pressure in patients
with COVID-19 correlate with various factors of
cardiac and vascular remodelling. In this study, an
increase in the intima-media complex (>0,9 mm) was
observed in more than half of the subjects; among
subjects with and without LV hypertrophy, in 57,3
and 36,0%; in subjects with a non-dipper daily blood
pressure profile, in 45,2 and 6,4%, night-peaker, in
50,0 and 7,1%, dipper, in 39,1 and 10,9%, and over-
dipper, in 44,4 and 11,1%, respectively. Our results
indicate the need for long-term extended monitoring
of cardiovascular complications in patients with
COVID-109.

CONCLUSIONS

1. In people with COVID-19, the features of the
circadian rhythm of blood pressure were determined:
the non-dipper daily blood pressure profile was
found in 31,0%, night-peaker - in 14,0%, dipper -
in 46,0%, over-dipper - in 9,0%; changes in cardiac
and vascular remodelling - in 75,0 and 52,0% of the
examined, respectively.

2. The non-dipper daily blood pressure profile
was determined in 33,3 and 24,0%, thickening of the
intima-media complex - in 45,2 and 6,4% of people
with hypertrophy and normal geometry of the left
ventricle. In eccentric hypertrophy - in 31,2%, in
concentric hypertrophy - in 30,7%, in concentric
remodelling - in 29,4% of people with COVID-19,
the non-dipper BP profile was determined. In such
patients, compared with the examined dipper, daytime
SBP significantly increased by 7,3% and the DBP HI -
by 109,6%; nighttime SBP -,by 15,5%, DBP - by
16,6%, SBP HI - by 180,5%, DBP HI - by more than
2 times; daily min SBP - by 13,9%, ser SBP - by 8,4%,
max SBP - by 10,3%, min MBP - by 18,2%, MBP -
by 15,4%, max MBP - by 6,2%, SBP HI - by 66,6%
and DBP HI decreased - by 50,9%. There were no
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significant structural and functional changes in the
heart in those examined with the non-dipper profile,
and in the vessels — the maximum blood flow velocity
of the LICA increased - by 3,3%.

3. The night-peaker BP profile was detected in
14,6 and 12,0% of individuals with and without left
ventricular hypertrophy. With eccentrichypertrophy -
in 15,6%, with concentric hypertrophy - in 11,5%,
with concentric remodeling - in 11,7% of individuals
with COVID-19, the night-peaker BP profile was
determined. Compared with the dipper subjects
examined, in individuals with the night-peaker
BP profile, daytime SBP significantly increased by
8,1%, SBP HI and DBP HI - by 215,6% and 177,9%;
nighttime SBP - by 30,3%, DBP - by 27,1%, SBP HI
and DBP HI - both almost 3 times, VSBP and VDBP -
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by 56,8% and 38,4%; daily min SBP - by 11,6%, mean
SBP - by 10,9%, max SBP - by 11,3%, min MBP - by
20,4%, MBP - by 9,1%, Min PBP - by 2,6%, mPBP - by
26,1%, Max PBP - by 27,7%, SBP HI - by 33,3% and
decreased DBP HI - by 42,7%. Compared with the
dipper subjects, in individuals with a night-peaker BP
profile, the LV atrial area index significantly increased
by 19,9%, the diameter of the RICA by 20,0%, and the
maximum blood flow velocity of the LICA decreased
by 14,2%.

4. Our results indicate the need to introduce 24-
hour BP monitoring, doppler echocardiography and
ultrasound of the brachiocephalic arteries into the
diagnostic algorithm for individuals with COVID-19,
and to implement an assessment of their dynamics in
the treatment of this pathology.
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‘ 0COBJIMBOCTI OB0BOI0 NPO®UII0 APTEPIAJIbHOI O TUCKY
AN TA PEMOJEJIOBAHHSA CEPLSA TA CYOUH Y NIIOOEU 3 COVID-19

Onbra P. BosHioK
HauioHanbHUI yHiBEpCUTET 0X0poHM 380poB'a Ykpaiuu iMeHi M.J1. LLynuka, Knis, YkpaiHa

PE3IOME

BcTyn. AxryanbHicTb gociipkeHHs 06yMoBieHa 3HayHow nowmupeHictio COVID-19 Ta itoro ceprieBo-CygMHHUX
YCK/IaJHEHb B YyCbOMY CBITi.

MeTa. MeTa po60Tu — OLIiHUTI 0COOMMBOCTI IPOLIeCiB peMOfieNI0OBaHH A CepLis i CY/IMH IPY PiSHUX TUIIaX F0OOBOTO
npodinio apTepiaIbHOrO TUCKY Iic/Is MepeHeceHoI KOopoHaBipycHoI iHdekuii.
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Matepianu Ta Metoau. B ambymatopHux ymoBax obcrexxeHo 100 ocib uyepes 1 micsaup mmicis mepeHeceHOro
COVID-19 (62 gyonosixn i 38 xiHOK), BikoM 63,14 * 2,24 poky. YciM 06CTeKeHUM IPOBOAMIN JOIIEPeXOKap/io-
rpadito, yIbpTpasBykoBe HOCTiIKeHHA OpaxionedanbHux aprepiit, 1060Be MOHITOpPYBaHHS apTepiabHOIO THUCKY.
[l71s1 OLliHIOBaHHS Pe3y/IbTaTiB HOCTIIKEHHs BUKOPUCTOBYBA/IM METOAM IIEPBUHHOTO CTATUCTUYHOTO aHAIIY.
Pesynbtatu. l'neprpodii niBoro nurynouka ta KIM piarnocrosano y 75,0 i 52,0% narjienris; y 31,0% - mo6oswmit
npodine AT non-dipper, y 14,0% - night-peaker, y 46,0% — dipper, y 9,0% — over-dipper. ITpu rineprpodii JIII Ta
JI0ro HOpMasbHii reomeTpii go6oBuit mpodine AT non-dipper BusHadaBcs y 33,3 i 24,0%, 36inbmenss KIM - y
45,2 ta 6,4% obcTexxernx. Y 31,2% ocib 3 excrieHTpu4HOIO riepTpodiero, y 30,7% — 3 KOHIIEHTPUYHOIO TillepTPo-
diero, y 29,4% - 3 KOHLIEHTPUYHVIM peMOJe/TIoBaHHAM BuaABieHo npo¢ine AT non-dipper. [Tpu rineprpodii 111 Ta
6e3 Hei mo6osuit mpodine AT night-peaker BusHauaBcs B 14,6 i 12,0% Bunagkis. Y 15,6% o6cTexxeHux micis me-
peneceroro COVID-19 3 excrieHTpu4HOIO rinepTpodieto, y 11,5% — 3 KOHIIeHTpUYHOIO TrinepTpodieto, y 11,7% — 3
KOHLIEHTPUYHMM peMOJeTI0BaHHAM BusiBieHo npodinb AT night-peaker.

BucHoBkM. OTpuMaHi pe3ynbTaTi CBiTyaTh Ipo HasABHICTb 3HauHOro BBy COVID-19 Ha npouecn cepuieBo-cy-
IMHHOTO peMOJE/TI0BaHH, BKa3yIOTh Ha HEOOXITHICTh BK/IIOYEHH: H060BOro MoHiTopyBanHs AT, gommiepexokap-
piorpadii Ta y/IbTpasByKOBOIO HOCTIIPKEHHA CyAMH B aJITOPUTM JIiarHOCTMKY Ta JIIKYBaHH:A 0Ci0 3 IepeHeceHnM
COVID-19.

KntouoBi cnoBa: AprepianpHa rineprensis, Kpos'samit Tuck, COVID-19, AprepianbHa >KOPCTKICTb, YpaKeHHS Op-
raHiB, CIpUYMHEHE rinepTeHsien
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