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Abstract

¥ between November 2011 and December 2019. Clinical information was collected and all pa-
gre followed by telephone.

e study recruited 73 NDPH and 638 MOH patients. The NDPH patients included 39 males (39/73,
53.4%) an®34 females (34,73, 46.6%), with an average age of 37.4 years and average headache duration of
10.6 years. Headache-precipitating factors included infection (11,73, 15.1 %) and stress (22/73, 30.1 %). Compared
to MOH patients, NDPH patients had a male predominance (53.4 % vs. 22.6 %, p< 0.001 ), younger age of CDH onset
(26.7+12.3vs.41.4+11.3 years, p<0.001), and longer duration of CDH(10.6 +11.8vs. 6.1 £6.2 years, p=0.023).
In 62 NDPH patients followed up for 31 months, on average, therapeutic responses were more effective in NDPH
patients with trigger factors than in those without trigger factors (71.4% vs. 32.4%; p = 0.002); the odds ratio (OR)
of an effective outcome was 5.25 (1.73—17.84, p = 0.005).
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Conclusions: NDPH is significantly different from MOH, with a male predominance, younger age of CDH onset,
and longer duration of CDH. The presence of trigger factors is an independent predictor of better treatment effect
in NDPH patients.

Key words: new daily persistent headache, medication overuse headache, clinical features, prognosis.

Introduction

New daily persistent headache (NDPH) is a relatively
rare primary headache characterized by daily onset and
a lack of quick remission; NPDH does not have a specific
treatment, and patients invariably recall and can accu-
rately describe its onset [1]. NDPH is also a disabling
disease that may affect the quality of life of individuals
and threaten public health [2]. According to the Inter-
national Classification of Headache Disorders 3™ edition
(ICHD-3), the diagnostic criteria for NDPH include the
following: A. persistent headache fulfilling criteria B and
C; B. distinct and clearly remembered onset, with pain
becoming continuous and unremitting within 24 hours;
C. present for >3 months; D. not better accounted for
by another ICHD-3 diagnosis [1]. As the most refracto-
ry headache disorder, NDPH accounts for 1.7—-10.8 ¢
cases of chronic daily headache (CDH) in adult pati
[3, 4], and data from China represent 3.6 % of patie
with CDH [5]. Although some countries 2

mainland China are lacking.
Medication-overuse headac
tients with preexisting prima
and long-term use of ac
medication, which lea

Comparing NDPH with MOH may provide some novel
information about clinical features of NDPH. Therefore,
the present study aimed to provide comprehensive data
on the clinical features and outcomes of NDPH patients
and comparison MOH in mainland China. Additionally,
the predictor factors for treatment efficacy are also in-
volved.

Subjects and methods

Study design
This was a retrospective a

Patients who were
tient clinics of Chi

tients with MOH met the diagnostic
cording to ICHD-3 criteria. The inclu-

eria according to ICHD-2,3; and (2) under-
oimaging (MRI with gadolinium) and fundosco-
y examination. The exclusion criteria for NDPH were as
follows: (1) increasing headache frequency prior to per-
sistent headache; (2) possible secondary headache, such
as headache after trauma and headache after intracranial
diseases; (3) abnormal neuroimaging, which can account
for persistent headache; and (4) papilledema. All head-
ache patients have been recommended to keep a head-
ache diary and instructed to how to correctly record.

The patients who were unconnected and treated for
less than 3 months were not included in the analysis of
treatment responses and prognostic factors. The clin-
ical response to drug-based treatment was assessed by
the patients themselves based on reducing the number
of headache days and alleviating headache intensity.
Treatment outcome was defined subjectively as “effec-
tive” when a patient felt >50 % improved and “not effec-
tive” when improvement was <50% or the patient was
unchanged. NDPH patients were divided into two group
according to the treatment outcome. To assess the rela-
tionship between the treatment outcome and headache
duration, the patients were categorized into two groups:
NDPH (6—24 months) and NDPH (> 24 months). Another
demographic and clinical characteristics factors were in-
cluded in the analysis.

This study was approved by the ethics committee of
Chinese PLA General Hospital and Shandong Provincial
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Hospital. Due to the retrospective nature of the study, ac-
cording to the Declaration of Helsinki of the World Med-
ical Association, verbal informed consent was obtained
from the all patients before being included in the study.

Data collection

All of the patients’ medical records collected via a unified
chart, which included the following information: (1) de-
mographic characteristics (sex, age, age of CDH onset
and education level); (2) the clinical features of the head-
ache (main headache site, severity, frequency, associated
feature, pain character and aggravation after activity);
(3) the type, frequency and duration of pain reliever use;
and (4) comorbid diseases, such as anxiety and depres-
sion based on the GAD-7 and PHQ-9 scales. Headache
severity was assessed based on the visual analog scale
(VAS).

Statistical analysis

All continuous measurements conforming to a normal
distribution are presented as the mean +standard devi-
ation (SD). Nonnormally distributed continuous variables
are indicated with medians and quartiles. Categorical
variables are presented as rates. The chi-square test or
Fisher’s exact test was performed for categorical data,
and the Wilcoxon test was performed for nonn
ly distributed continuous variables. In order to c
whether a variable is an independent factor, the varia

Windows, Version 21.0 (IBM Compag
the United States); p<0.05 was g

1. Treated <3 months (n = 4)
2. Failed to be contacted (n=

Included in analysis of
therapeutic response
n=62

Fig. 1. Flowchart. Demography of NDPH patients.

Results

A total of 76 patients with a diagnosis of NDPH initially,
including 53 cases from the Chinese PLA General Hospi-
tal and 23 cases from Shandong Provincial Hospital, were
enrolled. Three patients were excluded because of incom-
plete information. Finally, a total of 73 patients were re-
cruited in this retrospective study (Fig. 1). A total of 55
(75.3 %) patients fulfilled the NDPH diagnostic criteria of
ICHD-2. Moreover, we recruited 638 pa

es from the Chinese PLA Gener:
from Shandong Provincial

robbing for 77 (90.4%).
ity on VAS was 5.3 +2.0. Among

obia in 12 (16.4 %) patients, photopho-
patients, nausea in 14 (19.2 %) patients
1 (1.4 %) patient. Regarding the precipi-
factor of the headache, 40 (54.8 %) patients had no
ctors, 11 (15.1%) patients had an infection (re-
spiratory infection), and 22 (30.1 %) patients had stress-
ful life events. Only one NDPH patient (1.4 %) reported
migraine history. Among all NDPH patients, 38 (52.1 %)
had generalized anxiety disorder (GAD-7 score >10), and
27 (36.9 %) had depression (PHQ-9 >13).

1. Having an increasing headache frequency prior to persistent headache (n=8)
. Having a headache exacerbation with medication overuse (n=2)

7)

The demographic and clinical characteristics of NDPH are summarized in Table 1. Among all NDPH patients, 39 were males (53.4 %), and 34 were
females (46.6 %), with an average age of 37.4 + 14.3 years (14—66 years). The average age of headache onset was 26.7 + 12.3 years (13—-58 years). The
average duration of headache was 10.6 +11.8 years (0.5-51 years). The peak age of onset was 11 to 20 years for males and 21 to 30 years for females

ISSN 2414-3812
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Table 1. Demographic and clinical characteristics of patients with NDPH (n=73)

All n (%) Male n (%) Female n (%) P
No. of patients 73 39 (53.4%) 34 (46.6 %)
Age (years, mean +SD) 37.4+14.3 38.0+11.8 36.6+16.8 0.41
Age at onset (years, mean +SD) 0.14

(years, median(quartiles))

26.7+12.3 (23.0, 16.0)

25.3+12.1(20.0, 10.0)

28.3%12.5(25.5,17.2)

Duration of headache: 0.055
(years, mean = SD) 10.6+11.8 12.7+12.3 8.3+10.8
(years, median(quartiles)) (5.0,17.0) (7.0,17.5) (3.5,9.3)
Education level
Low education level 19 (26.0%) 11 (28.2%)
High education level 54 (74.0%) 28 (71.8%)
Location of headache 0.080
Unilateral 15(20.5%) 5(12.8%)
Bilateral 58 (79.5%) 34 (87.2%) 4 (70.6 %)
Pain character
Non-throbbing 66 (90.4 %) 37 29 (80.6 %)
Throbbing 7(9.6%) 5(19.4%)
Pain intensity (VAS, mean + SD) 5.3+2.0(5.0,2.0) 49+25(5.0,1.5) 0.49
(years, median(quartiles))
Aggravation by routine physical 32(43.8% 15 (44.1%)
activities
Associated feature
Nausea 2(5.1%) 12 (35.3%)
Vomiting 1(1.4%) 1(2.6%) 0
Phonophobia 6(15.4%) 6(17.6%)
Photophobia 5(12.8%) 4(11.8%)
Psychiatric co- 0.66
(52.1%) 19(51.4%) 19 (55.9%)
27 (36.9 %) 15(44.1%) 12 (35.3%)
11 (15.1%) 7(17.9%) 4(11.8%)
22 (30.1%) 11(28.2%) 11(32.4%)
40 (54.8%) 21(53.8%) 19 (55.8%)

BMI: body mass index; VAS: visual analog scale; CDH: chronic daily headache; MOH: medication overuse headache; NDPH: new
daily persistent headache; Low education level: illiteracy, elementary school and middle school; High education level: high school,
secondary vocational school, three-year college, a bachelor’s degree and above.
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Comparison between NDPH and MOH

The demographic and clinical characteristics of patients
with NDPH were compared to those of patients with MOH
(Fig. 2, Fig. 3). There were significant differences in sex,
age at onset of CDH, duration of CDH, educational level
and pain intensity between the NDPH and MOH patients
(Table 2). The proportion of males among the NDPH
patients (39/73, 53.4%) was significantly higher than
that among the MOH patients (144/638, 22.6%). The
age of onset of CDH of the NDPH patients (26.7 £ 12.3)
was significantly younger than that of the MOH patients
(41.4+11.3). However, the duration of CDH of the NDPH
patients (10.6 = 11.8) was significantly longer than that of
the MOH patients (6.1 +6.2). The average pain intensity
on the VAS for the NDPH patients (5.3 +2.0) was signifi-
cantly lower than that for the MOH patients (6.9 £ 1.6). In
addition, the educational level of NDPH patients (54/73,
74.0 %) was significantly higher than that of MOH patients
(293/638, 45.9 %).

Treatment and prognosis
Among 73 NDPH patients, seven patients failed to be

contacted, and four patients were treated for less than 3
months. In total, 62 NDPH patients completed morg

A Distribution of Age

3 months of follow-up by telephone (Fig. 1). The aver-
age follow-up was 31 months. Of these, 31 demonstrat-
ed the effectiveness of treatment, and 31 demonstrated
unsatisfactory treatment. We compared the relationship
between the therapeutic responses of NDPH patients and
their demographic and clinical characteristics (Table 3).
The therapeutic responses were more effective in NDPH
patients with trigger factors than in those without trigger
factors (71.4 % vs 32.4%; p = 0.002). The NDPH patients
with stress-related trigger factors
tic responses than those with ig
factors (85.0% vs 37.5%; p =
nificant differences in sex, ggi

gistic regression
effective outcome

ed the clinical features of NDPH, the ef-
g-based treatment and the risk factors
cts in the largest sample in China main-
e found that there were significant differ-

Distribution of course of CDH

o
o
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o

w
o
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Fig. 3. Sex ratio and education level between MOH and NDPH
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Table 2. Demographic and clinical characteristics between MOH and NDPH

MOH (n=638) (%) NDPH (n=73) (%) P

Sex, n <0.001

male 144 (22.6%) 39 (53.4%)

female 494 (77.4%) 34 (46.6 %)
Age (years, mean = SD) 47.6+10.9 37.4+14.3 <0.001
(years, median(quartiles)) (48.0, 15.0) (35.0, 23.0)
Age at onset of CDH (years, mean + SD) 414+11.3 26.7+£12.3 <0
(years, median(quartiles)) (41.0, 16.0) (23.0,16.0)
Duration of CDH (years, mean + SD) 6.1+6.2 10.6+11.8

(years, median(quartiles)) (4.0,8.0) (5.0, 17.0)

Education level, n

low education level 345 (54.1%) 19 (26.0%
high education level 293 (45.9%)
Pain intensity (VAS, mean + SD) 69+1.6 001
(years, median(quartiles)) (7.0, 2.0)
VAS: visual analog scale; CDH: chronic daily headache; MOH: medicatio H: new daily persistent
headache; Low level: illiteracy, elementary school and middle school; dary vocational school, three-

year college, a bachelor’s degree and above.

Table 3. The relationship between therapeutic respo
characteristics of these patients (n=62)

Noneffective (n=31) p
8 (28.6%) 0.002

NDPH with trigger factors, n (%)

NDPH without trigger factors n, (%) 23 (67.6%)
NDPH (6—24 months), n (%) 5(31.2%) 0.082
NDPH (>24 months), n (%) 26 (56.5%)
Sex 0.80
male 17 (44.7 %) 18 (55.3%)
female 14 (51.9%) 13 (48.1%)
0.78
8(47.1%) 9(52.9%)
23 (51.1%) 22 (48.9%)
49+1.6(5.0,2.0) 49+1.8(5.0,2.0) 0.78
0.25
Like migraine 10 (62.5%) 6(37.5%)
Like tension type headache 21 (45.7 %) 25 (54.3%)

BMI: body mass index; VAS: visual analog scale; NDPH: new daily persistent headache;
Low level: illiteracy, elementary school and middle school;
High level: high school, secondary vocational school, three-year college, a bachelor’s degree and above.
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Table 4. The relationship between therapeutic responses and different trigger factors of NDPH patients (n=28)

Effective (n=20) Noneffective (n = 8) p
NDPH with infection factor n (%) 3(37.5%) 5(62.5%) 0.002
NDPH with stress factor n (%) 17 (85.0%) 3(15.0%)

NDPH: new daily persistent headache

ences in demographic and clinical characteristics between
NDPH and MOH patients. The presence of trigger factors
is an independent factor for the treatment effect of NDPH
patients. The patients with stress-related trigger factors
had a better outcome than those with infection-related
trigger factors.

Clinical features of NDPH

Our study revealed a male predominance (female/male =
0.9:1), which is nearly similar to data from India (0.8:1)
[9] but contrary to data from the USA (2:1) [10]. The
mean age at onset for NDPH is 26.7 years, which is sim-
ilar to that reported by Uniyal et al. (28.24 years) [9]
(Table 5). The clinical characteristics of the NDPH in our
study were bilateral localization, non-throbbing nature,
and a typical lack of association with nausea and vomit-
ing; these characteristics were similar to those of ¢
ic tension type headache in many cases. However,
er summarized literature demonstrated the presenc

individuals without a prior headac
study, there was one patient (1.

monstrated

ry. However, other summarized lite

with a proportion of 7-54 % [4,
mental disorders in NDPH

tional study by Peng et al. also report-
tients had a higher proportion (34.8 %)
eruse [13]. We consider the following
ns for these findings. First, most of the
ts in our cohort showed headache characteristics
o those of tension-type headaches, which means
that the headache is mild to moderate, so analgesics may
not be necessary. Reidy et al. also found that youth with
NDPH were less likely to have medication overuse com-
pared to youth with CM [8]. Another reason may be that

Effective —>

5.25%

Course of NDPH

VAS score

0.1

10 50

0Odd Ratios

Fig. 4. Forest plot of variables of NDPH that have influence on therapeutic effect.
Variable-specific odds ratios (95 % Cls) are denoted by dots (lines). Blue dots (lines) represent categorical variables. Red dots (lines) represent

continuous variables. **P-value < 0.01
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Table 5. Demographic, clinical characteristics and triggering factors of patients with NDPH in different study

Study Li[23] Takase[4] Robbins[11] Peng[13] Prakash[12] Rozen[10] Uniyal [9] Current
2002 2004 2010 2011 2012 2016 2017 study
Diagnostic S-L ICHD2 M-ICHD2 M-ICHD2  M-ICHD2 ICHD-3B ICHD-3B ICHD-3
criteria
No. of patients 56 30 71 92 63 97 55 73
Female/male 2.5 0.8 2.5 1.4 1.3 2.0 0.8 0.9
Age of onset Range:  Mean: 35.0 Median: 28 Mean: Mean: 36.8 Mean:
(years) 12-78  Range: Range: 8-76  43.1 Range: 18—-68 F:32.4
13-73

Prior headache  38% 7% 25.4% 32% 54%
history
Duration of head- > 6 Mean: - Mean: 5 Mean: 27.5
ache (months) 39.5 Range: 3-72
Bilateral pain, 36 (64) 26(87) 63 (88.7) 43 (46.7) 52(83) 58 (79.5)
n (%)
Throbbing Pain, 31(55) 8 (27) 32 (45.1) 38(41.3) 32(5 7(9.6)
n (%)
Pain intensity - - ~ Mean: 7.5  Mean: 5.3
(VAS)
Mild (1-3) 10 (18) 16.9%
Moderate (4—6) 34 (61) 57.7%
Severe (7-10) 12 (21) 23.9%
Aggravationby 18 (32) - 33 (46.5) 17 (27) - 9(16.4) 32 (43.8)
physical activi-
ties, n (%)
Associated fea- -
ture
Nausea, n (%) 38(68) 10(3 48) 31(49) 31 (56.4) 14 (19.2)
Vomiting, n (%)  13(23) — 7(7.6) 3(5) 11 (20) 1(1.4)
Phonophobia, 34 (61) 53(57.6) 12(19) - 12 (16.4)
n (%)
Photophobia, n 45.1) 44 (47.8) 21(33) 25 (45.5) 9(12.3)
(%)
Medication 32 (45.1) 32(34.8) 8(13) - 34 (61.8)
overuse,

Self-reported Self- -

reported

24 (33.8) - 10 (16) 51(92.7) 38 (52.1)

25(35.2) 56 (60.9) 12(19) 49 (89.1) 27 (36.9)
Triggering
factors
Infection/flu-like 17 (30) a 10 (14.1) 3(3.3) 18 (29) 21 (22) 10 (18) 11 (15.1)
illness, n (%)
Stress, n (%) 7(12) 6 (20) 7(9.9) 24(26.1) 5(8) 909) 509.1) 22 (30.1)
Trauma/surgery, 7 (12) a - - 10 (16) 9(9) 509.1) -
n (%)

MeduyuHa 6onio (Pain Medicine). — 2020. - Tom 6, N° 1
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Study Li[23] Takase[4] Robbins[11] Peng[13] Prakash[12] Rozen[10] Uniyal[9] Current
2002 2004 2010 2011 2012 2016 2017 study
None, n (%) >33% 24 (80) 38 (53.5) 65(70.7) 29 (46) 51(53) 35(63.5)  40(54.8)
Other, n (%) 6 (8) 9(14) 7(7) -

VAS: visual analog scale; NDPH: new daily persistent headache; S-L: Silberstein-Lipton criteria; CHD: International classification
of headache disorders; M-ICHD2: Modified ICHD2 (NDPH according to the criteria A and B of the ICHD-2 regardless of the pres-
ence of migraine features.). a — Takase et al. excluded persistent headache occurred in relation to an infection or flu-like illness

and headache after head and neck injury or surgery

even when analgesics were used, most of them were not
effective for NDPH patients.

Infection and stress events are the two main trigger
factors of NDPH [10], while the proportion varies among
different studies. Most of our patients (22/73, 30.1%)
complained that their self-reported triggering events
were related to stressful events, which is higher than the
corresponding data reported by Uniyal et al. (5/55,9.1%)
[9] and Rosen (9/97, 9%) [10]. Another factor in our
study was infection (15.1%). Some authors have found
that some NDPH patients who had been infected with vi-
ruses before headache, such as Epstein-Barr virus (EBV)
[15], herpes simplex virus (HSV) [16], cytomegalovirus
(CMV) [16], and dengue virus (DENV) [17], spec
that chronic central nervous system inflammation m
involved in the pathophysiological mechanism of N
[2]. However, only a few patients sufferedg
infections, which suggests that some
nism needs to be further explored. Q

nance, age at
level and

e main risk factors for MOH be-
pxisting headache is a necessary prerequisite.
dy showed that NDPH patients, compared
to MOH patiehts, had an earlier age at onset of CDH but
a longer duration of CDH, which would lead to more se-
vere disability and therefore significantly affect the indi-
vidual’s quality of life. Finally, compared with MOH, NDPH
patients are more likely to have a higher educational lev-
el, which has not been revealed in a previous study. The
main reason may be that MOH patients attained a lower
education level [19], which is a risk factor for medication

ISSN 2414-3812

ing more refractory was that most stud-
H patients who had headache durations
n 6 months [22]. In our study, the duration of
e was also more than 6 months in all patients, and
the mean headache duration was 10.6 years. Our current
study did not reveal that any NDPH patients self-resolved
during an average follow-up of 31 months. The effective
treatment rate of NDPH was 50% in our study, which
was close to the effective treatment rate (67 %) found by
Prakash et al [12]. Although there was no significant dif-
ference in headache duration, it seems that the shorter
duration has a better outcome (68.8% vs. 43.5%). Our
results also supported that treatment in the early stage
might improve the effectiveness of NDPH, which is sim-
ilar to the result from Peng et al [13]. In our study, we
found that the patients with trigger factors had a better
prognosis than those without trigger factors (71.4% vs
32.4%, p = 0.002), which is similar to the data from India
[12]. In addition, stress is the main trigger factor of NDPH
patients, and patients with stress-related trigger factors
had a better outcome than those with infection-related
trigger factors. We speculate that the likely reason is that
these patients may handle life stress appropriately after
consulting a doctor, which is helpful in reducing the fre-
quency and severity of headaches.

Limitations

There are some limitations in our study. First, because
the two hospitals are both tertiary care centers, the study
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may include selection bias. Second, because this study is a
retrospective study, there could be recall bias, and the re-
sults need to be further confirmed in prospective studies.

Conclusions

Our study revealed that NDPH is predominant in males.
NDPH patients rarely have medication overuse in China.
Tension-type headache features were very common in pa-
tients with NDPH. Moreover, NDPH is significantly differ-
ent from MOH in demographic and clinical characteristics,
demonstrating a younger age of CDH onset, a longer du-
ration of CDH, and a higher educational level. Additionally,
the presence of trigger factors is an independent factor
for the treatment effect of NDPH patients. NDPH patients
with trigger factors had a better treatment outcome.
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KriniuHi 0c061MBOCTI i HACTIAKY IEPBUHHOTO LIOJIEHHOTO CTIiiKOro rosioBHOro 6osio y naujienris Kutaro ta nopiBHsHHs
3 rOJIOBHUM 00JIEM BiZ HAZMIPHOTO BXKMBAHHS JIiKiB: JBOLIEHTPOBE PETPOCHEKTUBHE AOCTiKEHHS

Huanxian Liu', Ye Ran', Liang Dang?, Ruirui Yang?, Shuping Sun', Meichen Zhang®, Ke Li', Chunfu Chen?, Zhao Dong', Shengyuan Yu'

'Hegponoeiune 8iodinenns, [Nepwuii meoudHuli yenmp, Kumaticeka 3azanvHa nikapHs HBAK; Meouyna wixona Kumaticekozo
HBAK, [lekin, Kumatii.

2Hegponoeiune 8i00inenHs, nposinyitina aikapHs npu [lepwomy meouuHomy yuieepcumemi [llaneOyH, L3unans, LllansoyH
250021, Kumaii.

*Hesponoziine 8ioodinexHs, [Texincoka 3azanvha nikapha Jingmei Group, Ilexin 100853, Kumaii.

AHoTailig

[epenymMoBu. V ybomy 00Cai0NnceHHi 8uHaIUCH KNiHIYHI 0cobausocmi ma pe3yavsmamu nayienmie 3 NDR [ 93 20-
J108HUM 601eM 80 HAOMIPpHO20 8xcusanHa aikie (MOH) y mamepukosomy Kumai.

Metonu. Lle pempocnekmugHe 00cnionceHHs cnocmepieano 3a nayienmamu 3 NDPH ma 2onogHu
sanns qikie (MOH), ski 8iosioyeanu 0si ambynamopii 8 nepiod 3 nucmonaoa 2011 p. no epyoe
30upanu, a 6cix nayieHmie cnocmepizanu meaepoHoM.
Pesynbratu. V 0ocnioncerns 6y.o 3anyyvero 73 nayienmu 3 NDPH ma 638 MOH. Cepe jeHmj 39 vonosi-
Kie (39/73, 53,4%) ma 34 xcinku (34,73, 46,6 %), i3 cepednim sikom 37,4 poky ma cgge
10,6 pokie. dakmopu, wo UKIUKAOMb 20708HULI Oib, ekmodau ingekyiio (11
pisnano 3 nayienmamu i3 MOH, y nayienmie 3 NDPH nepesaxcanu 4onogiku (5,

3, 30,1%). INo-
1), monoowuii 8ik
pomu 6,1 + 6,2 pokis,
p=0,023).13 62 nayienmie 3 NDPH, ski cnocmepieanuce npomszom 31 mics i 8i i 6y1u epekmugHiuuMU
Y nayienmie 3 NDPH i3 mpuzeprumu ¢pakmopamu, Hixc Y nayiecnmie 6e3 mpuzepHux ¢paxNemis (71,4 % npomu 32,4 %; p = 0,002);

Bucnosku. NDPH cymmeso 8iopisHsembcs 6i0 MOH 3 nepesascak.
mpusanicmio CDH. Hasenicme mpuzepHux ¢pakmopie € He3aneimc
3 NDPH.

KuouoBi ciioBa: nepsunnull wjooeHHuti cmitikuii 20108HUL Oib, 20.
JIUB0CMI, NPOZHO3.

KnnHuueckue 0co60eHHOCTH U OC/IEACTBYS Og i HOJ1 YCTOMYMBOI ros10BHO#1 60711 y nauueHToB Kuras
¥l CpaBHEHHE C roJIOBHO#1 G0JIbIO OT Upe3Mg JIEKapCTB: JBYXIIEHTPOBOE PeTPOCNEeKTHBHOE HCCIel0BaHNe

Huanxian Liu', Ye Ran', Liang Dang?, R ol eichen Zhang?®, Ke Li', Chunfu Chen?, Zhao Dong', Shengyuan Yu'
'Omoenerue nesponoauu, Tepsbiii

250021, Kumati.
30moenenue Hegponoe HUYbI 00wjez0 npoguns Jingmei Group, [Mekun 100853, Kumaii.

Jee Mono@so3pacm Havana CDH (26,7 +12,3 npomue 41,4+ 11,3 200a, p <0,001) u 601ee OnumensHYO NPOOOANCUMEb-
Hocmb CD. 0,6 11,8 npomug 6,1 +6,2 2o0a, p = 0,023). U3 62 nayuenmos c NDPH, nabtodasuwiuxcs 6 mevenue 31 mecaya,
8 cpedHem mepanesmuteckue omeemsi Obiu 6osee Ippexkmusrvimu y nayuenmos ¢ NDPH ¢ mpueezeprbimu pakmopamu, vem
Y nayuenmog 6e3 mpuzzephbix pakmopos (71,4 % npomue 32,4 %; p = 0,002); omnowetue waticos (OR) appekmugrozo pe3yb-
mama cocmasuno 5,25 (1,73—17,84, p = 0,005).

BoiBopbt: NDPH 3nauumensHo omaudaemcs om MOH, ¢ npeobnadanuem mymxciut, 6onee monodsim gozpacmom Haqana CDH
u bonvweti npodonncumenshocmosto CDH. Hanudue mpuzzepHblx pakmopos 56,19emcst He3a8UCUMbIM NPEOUKMOPOM JYHUIE20
appexkma nevenusa y nayuenmos ¢ NDPH.

Kniouessble cioBa: nepsuiHas exnce0HesHas NOCMOSHHASA 20J106HAS 60]7b,' 20J106HAA 60Jlb, 6bI36AHHAA YDE3IMEPHLIM ynompe6ﬂe—
Huem Jjilekapcme, KJIUuHU4ecKue OC06€HHOCmL1, NpOZHOo3.





