CBepxdpa3oBoe eaNHCTBO U
TEKCT



 CBepxdpa3oBoe eAUHCTBO -
(CNOXXHOE CUHTaAKCUYECKOE LIeNoe,
MWKPOTEKCT, Nepmnoa) — oTPe30K pe4n B
doopme nocnegoBaTtenbHOCTUN OBYX U
bonee caMoCToATENbHbIX MPEaSTIOKEHUN,
00bEANHEHHbIX OOLLIHOCTBI TEMbI B
CMbICJ10BblE OI10KMW.



* «ITO NOJNOXEHNE
obycnoBneHo crieayrownmMmm
dbakTopamu: BO-NnepBbIX..., BO-
BTOPbIX...»



* [1pn KOHCTPYyMpoBaHUN TEKCTA
MCNONb3YyTCA MaKCUMaribHble
eAVHULUbI A3blka (NpeanoXeHus), KoTopble
CTAHOBATCA MUHUMaAlNbHbLIMU
eavHUUaMun peyu (BbiCKa3blBaHUAMMN)

 KOMMOHEHTbI BblCKa3bliBaHUA
- TeMa 1 pema (Tema - gaHHoe, ICXoaHOeE;
pema - HOBO€, UICKOMOe).



* MHdpbopmaTUBHbLIE BbiCKa3biBaHUS, B
KOTOPbIX pa3BopavynBaeTcs
coaepXkatenbHaa MHdopmauusa (3To
COO0LLEeHNa onucaTernbHOro,
NOBECTBOBATENBHOIO, apryMeHTUpPYHoLLETO,
aHanusunpyrowiero Tuna),

N BblCKa3blBaHNA BepupnKaTuBHbIE,
KOTOpPble CrnyXarT Lenam yTBepXaeHua nnm
ONpOBEPXKEHUA, KOHTPaprymeHTauum
(BbICKa3bIBaHUA NOeMmn4eckue,
ybexagawouine, BO3AEUCTBYIOLLIME).



» «B oyeHb uzsecmHom u 60s51bWOM 20p00e
XU yapb, s0oeeul. Y uapsi bbira 0oys,
Hegecma. L{apegHa OasieKo crasunack U
JIUUOM U YMOM, U ITOMOoMy MHo2Uue 8ecbma
Xopouwiue toodu Xernasu cocgamame ee.
Cpedu amux >XxeHuxoe bblIru KHS3bS,
80€e800hbI, U 20Ccmu mop20o8kie, U JI08KUE
MPOX00UMUbI, KOMopbIle eceada
MOoJIKaromcs 8 3HamHbIX doMax u
8blUucKuearom, 4yem bbi ycryxumb»(H.
Pepux. [lemcKkasi cka3ka)



are classified into three
distinct groups —

Of ,only refined
carbohydrate is reported to cause caries as it is
the only food which can be turned into acid by
the bacteria concerned. Refined
carbohydrates are sugar and white flour, so

containing these can give rise to
carries. are cake, biscuits, bread,
jam and sweets.



* B TekcTe uenecoobpasHo pasnuyartb
MHQOPMaLIUIO

* a) cogepxaTtenbHo-pakTyanbHyto (COU),

* O) cogeprkaTeribHO-KOHLUEeNTyanbHYy
(CKWN),

* B) coaepxarenbHo-noarekctoByto (ClI1A)



CopepxarenbHo-dpakTyanbHas
MHOpMaL A

* COOEPXUT COODLLIEHMS O dhaKTaX,
COObITUSAX, MPoLIECCaX, MPOUCXOOSLLMX,
NPOUCXOAMBLUNX, KOTOPble OyayT
NPOUCXOAUTb B OKPY»XKatoLLeM Hac Mupe,
NEeNCTBUTENbHOM UMM BOODpakaeMoM.



CopepxatenbHO-KOHUEeNTyarnbHas
MHOpMaL A

* COOOLLaET unTateno nHansuayanbHo-
aBTOPCKOE NOHMMAaHWe OTHOLLEHUN MexAay
ABNEeHUAMU, ONUCAaHHbIMU CpeacTBaMu
COU, noHnmaHne nx npUYNHHO-
CrieaCTBEeHHbIX CBA3Eeu, UX 3HAYNMOCTU B
counanbHOU, SKOHOMWUYECKOW, NOSu
TUYECKOW, KYNbTYPHOW XN3HU HApoAaa,
BKMNoYasa OTHOLLEHUA Mexay oTaeNbHbIMU
NMHOUBUAYYMaMM, UX CITOXKHOIO
NCUXONOrM4YecKoro n 3CTETUKO-
Nno3HaBaTefIbHOIo B3aMMoaencTBUS.



CoaeprkaTenbHO-NOATEKCTOBAS
MHOpMaL A

* NpeacTaBnseT cobomn CKPbITYIO
nHdopmaumio, nssrnekaemyto na COU
bnarogapsi cnocobHOCTM egnHUL, A3blKa
nopoXaaTb accoumaTUBHbIE U
KOHHOTaTUBHbIE 3HAYEHUA, a TaKke
bnarogapsi cnocobHOCTM NPeasIoKeEHNN
BHYTpU COE npupalimBaTtb CMbICIIbI.



CoobOLeHune

* - popma nHdopmauymmn, npegHasHa4vyeHHad
ONa nepegadun nonyvarernto

(nony4varensm) cBegeHum o cobbITUAX
nponcxoadaLumnx, nponcllegLunx nnm

KOTOpble OyayT NponcxoaunTb B
bnwkanwiee Bpems.



DopMbl KOHTEKCTHO-BAPMATUBHOIO
YneHeHuns

* 1) peyb aBTOpa: a) NnoBecTBOBaHWE, O)
onmcaHue npupoabl, BHELLHOCTH
rnepcoHaxen, obCTaHOBKU, CUTyaLUN,
MecTa OeUCTBUA U Np., B) paccyXaeHusq
aBToOpa;

* 2) YyXad pedb: a) guanor (¢ BkpanneHmem
aBTOPCKMX peMapok), 6) untauuns;

* 3) HeCODOCTBEHHO-NPAMAs peYb.



XapaKTepHble NMPU3HaKN
BBEeOEHUSA

* 2) Te3IUCHOCTb — CXaToe onnucaHme Tex
NONOXXEeHUW, KOTopble B AarnbHeunwem
pPa3BEPTLIBAOTCS B OCHOBHOM TEKCTE; O)
aHHOTaUUA — repeymncrieHme npoobnem,
3aTPOHYTbIX B OCHOBHOM TEKCTE; B)
nparmMaTM4HOCTb — ONMCaHWE LeneBoun
YCTAHOBKN NMPOon3BeaeHns; r) KOHUenTyaribHOCTb
— HEKOTOpble TeopeTnyeckne, MeTogosiormdieckme
N Op. NOSIOXKEHUSA, KOTOPbIE Nernn B OCHOBY
npousBeaeHund; o) aHUMKnoneagn4HoCTb —
cBegeHunst 0b aBTope 1 KpaTKkoe onncaHne paboT B
OaHHOM obnacTun, NpealwecTBYOWUX AaHHON
paboTte n 1.4.



KOINe3nA (BHYTPUTEKCTOBBIE
CBA3N)

e 3TO 0COObIe BUAbI CBA3MN,
obecneuvmBaloLLime KOHTUHYYM, T.e.
NTOrMYEeCKyto NocneanoBaTenbHOCTD,
(TemnopanbHyo n/unu
NPOCTPAHCTBEHHYI0) B3aMMO3aBUCUMOCTb
OTAENbHbIX COODLLIEHNN, PAKTOB,
OENCTBUU N NP



ABTOCEMAHTUSA CMbICINOBbIX YacTeu
TeKCTa



PeTpocnekuna n npocnekuyms

* PeTpocnekuunsa — rpammaTtmnyeckas
KaTteropusi Tekcta, obbegmHatoLas opmbl
S13bIKOBOIO Bblpa)XXeHUs, OTHOCALL e
yuTaTenga K npealecTByoLLEN
cogepxatenbHO-gpaKTyarnbHOU
MHOPMaLINN.



* [lpocnekunsa — ogunH 13 NnpMemMmoB
NOBECTBOBAHUSA, KOTOPbLIWA AAET YnTaTento
BO3MOXHOCTb AACHee npeacrasnTb cebe
CBA3b 1 0OYCNOBNEHHOCTL CODLITUN U

3NM3000B.



* "The more particular implications of
structuralism may be left for the following
pages; we shall look further into some of the
theoretical differences... later in this chapter”



MOOAJIbHOCTb TEKCTA

* OTHOLLEHNE roBOpALLIErO (NULLYLLIErO) K
doparmMeHTy OEeUCTBUTENBLHOCTHN,
OMNMCbIBAaEMOMY B TEKCTE



MHTerpauuns

* - MIOHATNE TEOPUU CUCTEM, O3HAYatoLLee
COCTOSAHME CBA3AHHOCTU OTAENbHbIX
andepeHLmMpoBaHHbIX YacTeun B Lienoe, a
TaKke npouecc, BeayLmm K Takomy
COCTOSAHMUIO.



[1TnaH aHanun3a TekcTa

 LlenbHOCTL

* ITHdbopMaTUBHOCTDL

* CTpyKTypa

» Koresuga

* PeTpocnekuna n npocnekuus
 MoganbHOCTb

* IHTerpauung



Primary Prevention of Cardiovascular Disease with Statins in the Elderly.

Abstract

Owing to the progressive aging of the population, and the fact that
cardiovascular disease (CVD) is the leading cause of death among
the elderly, the prevention of CVD in the elderly is becoming
increasingly important. Although there is no doubt that statin
treatment should be used for reducing CVD risk in the elderly in
secondary prevention in the same way as in younger individuals,
the evidence that such treatment really prolongs life in elderly
subjects in primary prevention is still not so clear. However, it
seems that it does reduce CVD morbidity in elderly individuals.
Because of limited evidence regarding the benefit of such
therapy, particularly in very old subjects (older than 80-85 years),
the decision whether to treat or not treat an elderly individual
with statins in primary prevention should be based on good
clinical judgment and considering the individual subject's situation
regarding comorbidities, polypharmacy, and possible adverse
effects.
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Insulin Resistance, Diabetes, and Cardiovascular Risk.
Paneni F!, Costantino S, Cosentino F.

Abstract

Obesity and type 2 diabetes mellitus (T2DM) are major drivers of
cardiovascular disease (CVD). The link between environmental factors,
obesity, and dysglycemia indicates that progression to diabetes with time
occurs along a "continuum", not necessarily linear, which involves different
cellular mechanisms including alterations of insulin signaling, changes in
glucose transport, pancreatic beta cell dysfunction, as well as the
deregulation of key genes involved in oxidative stress and inflammation. The
present review critically addresses key pathophysiological aspects including (i)
hyperglycemia and insulin resistance as predictors of CV outcome, (ii)
molecular mechanisms underpinning the progression of diabetic vascular
complications despite intensive glycemic control, and (iii) stratification of
CV risk, with particular emphasis on emerging biomarkers. Taken together,
these important aspects may contribute to the development of promising
diagnostic approaches as well as mechanism-based therapeutic strategies to
reduce CVD burden in obese and diabetic subjects.




