2016 12 57 23 Journal of Traditional Chinese Medicine 2016 Vol.57 No. 23 * 2011

DOLI: 10. 13288/j. 112166 /1. 2016. 23. 009

184

1 1 1 1 i 2
3 4 5 6
(1. 2 100029; 2. ;3.
4 ;5. 16 )
o 184 94 90
o +
; + o 12
( . . . . ) < ( . .
N . « Schober’s ) - (ESR) . C ( CRP)
o 162 40 37
42 43 (P<0.01)
N N « Schober’s . CRP :
(P<0.05 P<0.01) ESR. CRP
(P>0.05); (P<0.01),
( ) )’
1 156
2
3
1
1.1
1984 X
4 ° + 2 2
5-6 ( ’
1.2
(200807031) ; 16 ~55

* : yanxiaoping1 688 @ 126. com ( 010) 84205051 ( BASDI) 8 >4;



* 2012 - 2016 12 57

Journal of Traditional Chinese Medicine 2016 Vol.57 No. 23

2 . .
1 : 3
1.3
1.4
1.5
184 2011 1 2012 6
(52 ). (32
) (32 ).
(16 ).
(20 ).
(32 ) .
SAS 8. 1
3
A B
A B. A. B
94 49
37 2 16 ~ 55
(29.95 + 8.54) 3 ~ 360
(86.13 +75. 16) : 16
B27 ( HLA-B27) 2 .
45 35 10 16 ~ 55
(33.29 +10.35)  ; 3~324
(199.83 + 84.88) : 7
HLA-B27 35 . 90
43 37 6 16 ~55
(29.02 £7.93) ; 3 ~360

(88.32 + 78.97) : 7

HLA-B27 29 & 47 38
9 16 ~55 (30.35 +10. 18)
; 4 ~366 (89.00 +81.54)
; 7 HLA-B27 34
(P>0.05) o
2
2.1
+
+ .
+
+ °
20g
15¢ 30¢g 10g 30¢
30¢g 30g 12¢ 12¢g
12¢ 12¢ 10¢g 12¢
15¢ 20¢g 15¢.
: 10¢g 12¢ 15¢
20¢g 30¢g 30¢g 20¢
20¢ 12¢ 12¢ I5¢g
10g 20¢g 20g 20g
12 g,
. (
H31020450) (
S20110301)
o 1 ;
2 1go
12 &
2.2
2.2.1 *
( VAS) 931
( BASFI) ' ; ( BAS-
DAI) " . e .
NN 0.1.2.3
2.2.2 N N
N N + Schober’s



2016 12 57 23 Journal of Traditional Chinese Medicine 2016 Vol. 57 No.23 * 2013 ¢
( y rer-e o 3.1
(ESR) . C ( CRP) o
2.2.3 1 N
( ASAS ) N . (P<
2 20 0.05 P<0.01);
( ASAS20) . 50 (P<0.01)
( ASAS50) . 70 (P>0.05) .
( ASAS70) . BASDAI 50% \ N N
( BASDAIS0) ° %, . (P<
2.2.4 NN 0.01) .
3.2
2.3
€ y e 2
N . ESR. CRP
>95% N + Schober’s N (P<
>70% <95% - 0.05 P<0.01)
. >30% < (P>0.05) . CRP
10% o . (P <0.05) (P>
<30% - 0.05) . . CRP
2.4 + Schober’s N
SPSS 13.0 o (P <0.05 P <
x > 0.01) N . ESR
° t (P>0.05) .
¢ 3.3
o P <
0. 05 o 3 .
3 . N N
184 162 7, (P<0.05 P<0.01),
40 37 > -
42 43 . .
1 (xxs)
() () ()
40 6.02 +1.53 5.86+1.75 4.36 +1.86 5.21+2.30 42.30 +19. 03
40 2.56 £1.24% %4 1.85£1.26**4 .37 1. 16% 2 141 £1.10%*2  11.19 £5.98** 2
37 5.85+1.7 5.76 +1.87 3.85+2.34 5.17+1.71 39.73 £ 15. 48
37 4.69£1.73** 4,17 £1.51%* 2.86 +1.80" 3.76 £1.77*%  34.55+12.87
* P<0.05 % %P<0.01; AP <0.01
(x£5)
Schober’s ESR CRP
(‘cm) (‘cm) (‘cm) (‘cm) (‘cm) (°) (mm/h) (mg/L)
40 3.95+5.46 13.45£12.62 2.47+4.98 2.76+1.42  4.64+4.90 25.80+11.91  19.91 +18.85 11. 18 +10.08
40 1.38£2.70*%4.44 £6.397440.84 £1.80 4.41 +1.37*%/46.53 £3.43*43,53 £8.47 " 12.74 +13.30" 4.92£6.38**
37 4.24+6.95 15.17+14.39 2,03 +2.61 2.31+1.1 4.82+4.44 27.50 £13.01  22.91 £26.66 12.97 +20.42
37 4.02+8.68 12.80+13.22 1.56+2.45 2.84+1.21  517+3.76 29.89+12.08 17.07 +10.35 8.53 +13.60"
. ESR ; CRP C # P<0.05 * %P<0.01; AP<0.05 AAP<0.01



* 2014 - 2016 12 57 23 Journal of Traditional Chinese Medicine 2016 Vol.57 No. 23
3 (x%5)
() () ()
0 5.72 £1.49 5.49 +1.64 4.21 2. 14 4.90 1. 48 42.70 £14. 11
42 2.32£1.07%*% 1.63 +£1.02%*2 1.43 £0.98**2 1.57 £0.95**%  14.00 +7.78** 2
43 6.14 1. 88 5.94+£2.22 4.38 £2.52 5.41£2.19 51. 39 +20. 46
43 4.68 £1.71%* 4.38£0.93%* 3.17+2.21° 3.86+1.93**  43.01 £18.21"
* P<0.05 % %P<0.0l; AP <0.01
4 (x%5)
Schober’s ESR CRP
(em) (em) (cm) (em) (cm) (°) ( mm/h) ( mg/dl)
42 3.41+3.76  15.37+16.35 1.80+2.04  3.08=1.27  4.22+2.35  30.58 +10.36 27.35+22.40  11.45+18.28
42 0.76£1.67% % 3.74 6,49 7040,45 £1. 037004, 74 £1. 66 L6, 66 £ 1. 79 VL4, 95 £17.26 %4 20.74 £17.19  6.88 £7.99
43 4.24:6.95  15.17+14.39  2.03x2.61  2.31x1.1 4.82+4.44  27.50+13.01 31.94£26.21  11.23 £23.63
43 2.72:4.64  15.13+15.49  1.94x2.44  3.35+1.31%* 6.30£5.05  34.89+11.54*% 20.69+20.74" 7.09 +11.69
. ESR : CRP C : * P<0.05 % %P<0.0l; AP<0.05 AAP<0.01
(P<0.01) . 5 (%)
3.4 e e e .
ASAS20  ASAS50 ASAS70 BASDAISO
40 68.18 61.36  31.82  61.36
4 N N 37 52.08 0 0 12.50
. Schober’s 42 86.05 69.77 30.23  72.09
43 5510 6.12 0 14.29
. (P<0.01) ESR.
CRP (P>0.05) 3.6
N ESR 6
(P<0.05 P<0.01) N (P<0.01),
N + Schober” s . CRP 3.7
(P>0.05) , . .
. . o 6 ( 2
+ Schober’s N (P< 4 ), 2
0.05 P<0.01) ESR. CRP o 6
(P>0.05) . 3 3)
3.5 1
5 ASASS0. ASAST0. I !
BASDAIS0 °
(P<0.01); ASAS20 4
(P>0.05) “ “
(P<0.01) .
6 (%)
40 0 21 (52.50) 10 ( 25.00) 9(22. 50) 31(77. 50)
37 0 0 5(13.51) 32 (86. 49) 5(13.51)
0 0 20 (47.62) 17 (40.48) 5(11.90) 37(88. 10)
43 0 1(2.33) 4 (9.30) 38 (88.37) 5(11.63)




2016 12 57 23 Journal of Traditional Chinese Medicine 2016 Vol.57 No. 23 * 2015 -

\ 2012 1(3): 1048.

2013 8(7) : 7304933.
4 GOIE TH STEVEN MM VAN DER LINDEN SM et al.
Evaluation of diagnostic criteria for ankylosing spondylitis:
a comparison of the Rome New York and modified New
; s S s York criteria in patients with a positive clinical history
: N N N screening test for ankylosingspondylitis J . Br J Rheuma—
tol 1985 24(3) :242249.
5 LK 7 J. 2000 7
(6):13.
6 . J.
; : 2002 17( 10) : 612-614.
N N 7 . ( ) M.
; S : 2002: 119423.
; N 8 JONES SD STEINER A GARRETT SL et al. The Bath
Ankylosing Spondylitis Patient Global Score( BAS-G) ] .
Br J Rheumatol 1996 35(1):66-71.
9 SIEPER J] RUDWALEIT M BARALIAKOS X et al.
The Assessment of SpondyloArthritis international Society
( ASAS) handbook: a guide to assess spondyloarthritis J .
A A Ann Rheum Dis 2009 68( Suppl 2) :iil —44. doi: 10.
+ Schober’s . CRP : 1136 /ard. 2008. 104018.

10 CALIN A GARET S WHITELOCK H et al. A new
approach to defining functional ability in ankylosing spon—
dylitis: the development of the Bath Ankylosing Spondyli—

(P<0.05 P <0.01) tis Functional Index J . J Rheumatol 1994 21( 12):
2281-2285.

11 GARET S JENKINSON T KENNEDY LG et al. A
new approach to defining disease status in ankylosing
spondylitis: the Bath Ankylosing Spondylitis Disease Ac—
tivity Index J . J Rheumatol 1994 21 ( 12): 2286-
2291.

° 12 ANDERSON JJ BARON G VAN DER HEIJDE D et
al. Ankylosing spondylitis assessment group preliminary
definition of short-term improvement in ankylosing spondy—
litis. Arthritis Rheum J . 2001 44(8) : 1876-1886.

13 . M .
J . : 1994:27.

A Multicentered Double-Blind Randomize-Controlled Trial of Tonifying Kidney and Fortifying Du Meridi-
an in Treating Ankylosing Spondylitis
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ABSTRACT Objective To observe the clinical efficacy of tonifying kidney and fortifying Du meridian in treating
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ankylosing spondylitis. Methods Multicenter randomized double-blind double dummy controlled method was
adopted. One hundred and eighty four patients were enrolled including 94 cases of kidney deficiency and Du meridi—
an cold syndrome and 90 cases of kidney deficiency and damp-heat syndrome. The patients with each syndrome were
randomly divided into the treatment group and the control group. In the treatment groups in addition to sulfasalazine
simulation tablets patients with kidney deficiency and Du meridian cold syndrome were given Bushen Qiangdu Quhan
decoction ( ) and patients with kidney deficiency and damp-heat syndrome were given Bushen Qiang—
du Qinghua decoction ( ). In the control groups all the patients were treated with the sulfasalazine
tablets and simulation Chinese medicine preparation. The treatment course was 12 weeks in each group. The clinical
observation index ( overall score spinal pain score function index spinal inflammation index Chinese medicine
syndrome score) signs ( occiput to wall distance mandible to sternum distance finger to floor distance thoracic ex—
pansion degree spinal mobility Schober’s test) erythrocyte sedimentation rate ( ESR) and C—eactive protein
( CRP) in the two groups before and after treatment were compared. Chinese medicine clinical efficacy and the per—
centage of reaching the efficacy standard were determined. Results Totally 162 patients completed the trial. Among
the patients with kidney deficiency and Du meridian cold syndrome 40 cases were in the treatment group and 37 ca—
ses the control group. Among the patients with kidney deficiency and damp heat syndrome 42 cases were in the treat—
ment group and 43 cases in the control group. Patients with either syndrome in the treatment groups had superior
Chinese clinical efficacy than those in the control group. After treatment the clinical observation indexes and finger to
floor distance thoracic expansion degree spinal mobility Schober’s test and CRP in kidney deficiency and Du me-
ridian cold syndrome treatment group were all better than those in the control group; the clinical observation indexes
and the signs in kidney deficiency and damp heat syndrome treatment group improved significantly than those in the
control group ( P <0.05 or P <0.01) but there were no statistical difference in ESR and CRP between the groups
(P >0.05). The percentages of reaching the efficacy standard in the treatment groups of each syndrome were also
better than those in the same syndrome of the control groups ( P <0.01) . Conclusion Tonifying kidney and fortif—
ying Du meridian could significantly improve the symptoms and signs of ankylosing spondylitis with clear curative
effect and good safety.
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Discussion on No-reflow Phenomenon after Percutaneous Coronary Intervention Based on “Collateral Disease
and Sweat Pore”
DONG Li FENG Qifeng BAI Xue YANG Sijin
( Chengdu University of Traditional Chinese Medicine Chengdu 610075)
ABSTRACT Percutaneous coronary intervention ( PCI) is an effective method to treat coronary heart disease.
While no—seflow phenomenon after PCI becomes the risk factor and independent forecast index of cardiovascular
events such as postoperative re-infarction ventricular remodeling cardiac insufficiency etc. The authors take “col-
lateral disease and sweat pore” as the entry point and put forward that the main pathogenesis of noreflow phenomenon
is heart collateral stagnation and sweat pore block. “Toxicity stagnation and deficiency” is the main pathological fea—
ture. “Stagnant blockade” is the key link. “It is the best for sweat pore to open and the worst to close”. Removing
toxicity invigorating deficiency regulating Qi-flowing and activating blood circulation are applied to open sweat pore
and to harmonize Qi-blood and Yin—-Yang of heart collateral. This paper might provide a new thinking for preventing
and treating no-reflow after PCI.
Keywords collateral disease; sweat pore; percutaneous coronary intervention; no-reflow phenomenon
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