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MULTIFACTOR PRIMARY PREVENTION OF ISCHEMIC HEART
DISEASE IN MIDDLE-AGED MEN AND ITS EFFICACY
(10-YEAR FOLLOW-UP)

A.M. Kalinina*
State Research Center for Preventive Medicine. 101990, Moscow, Petroverigsky per., 10

Aim. To evaluate in a prospective 10-year follow-up study cardiovascular mortality rate in a population of middle-aged men with different levels of total cardiovascular risk, and correlation
between combinations of risk factors (RF) and the extent of coronary atherosclerosis according to autopsy reports of subjects who have died of ischemic heart disease (IHD) undiagnosed dur-
ing life-time. To estimate the efficacy of multifactor primary prevention.

Material and methods. The analysis was based on the results of the “Multifactor ischemic heart disease prevention” prospective controlled study of two 40-59-year-old men populations
(1- preventive measures, 2 — a group of comparison). Standardized epidemiological examination using unified protocol was performed in the total of 6656 people. The article presents re-
sults of prospective follow-up of the two groups, participants of which did not initially have IHD clinical signs: the group 1 —=n=2975, the group 2 - n=2705. Active correction of IHD RF (high
blood pressure, hypercholesterolemia, overweight, smoking, low physical activity) in the group 1 lasted for 5 years; the whole period of follow-up was 15 years. At that, end points (all-cause
mortality, myocardial infarction and stroke) were estimated and verified in each case. This article evaluates the 10-year follow-up period.

Results. Prevention in middle-aged men population allowed significantly to reduce levels of the major RF and total cardiovascular risk by 38.1%. In the absence of preventive measures car-
diovascular risk, predicted by the SCORE chart, already realizes during the first 5 years. In fact cardiovascular mortality rates during 10-year follow-up exceed the risk predicted by the SCORE
chart. Active primary IHD prevention allows to reduce the risk of cardiovascular death in men with initially high risk — by 36.9% and with initially very high risk — by 43.4%. Men, who have
died of IHD undiagnosed during life-time, with combination of 3 and more RF revealed coronary artery stenosis of multiple localization in 91.7%, with 2 RF = in 89.6% and with singular RF
—1in 78.3% of the cases.

Conclusion. We proved substantiated the relevance of multifactor primary prevention of atherosclerosis-mediated cardiovascular diseases. Primary medical prevention has demonstrated its
effectiveness, especially at high cardiovascular risk, and particularly evident at a long-term follow-up. For the first time ever long-term prospective follow-up study of the population with stan-
dardized assessment of health parameters revealed negative predictive value of multiple RF in respect to coronary atherosclerotic lesions estimated postmortem.

Key words: primary prevention of ischemic heart disease; high risk strategy; total cardiovascular risk; risk factors; coronary atherosclerosis

Rational pharmacotherapy in cardiology 2014;10(1):6-17

MepBUyHas MHorocakTopHas NpocunakT1Ka uieMmuyeckoil GonesHu cepaua cpeam MyXUuH cpeaHero Bo3pacta u ee 3dekTUBHOCTL (10-neTHee HabnioaeHe)
A.M. KanuHnHa*
[OCyAapCTBEHHBIN Hay4HO-UCCNeA0BATENbCKUI LEHTP NpodunakTuieckon MeguumHbl. 101990, Mocksa, Metposepurckun nep., 10

Llenb. V3y4nTh B X04€ [ecATUIeTHEro NpoCneKTYBHOM HabnioAeHs CMEPTHOCTb OT CepAeYHO-CoCyamMCTbIX 3abonesarui (CC3) B NONyNALMM My>XHiH CPEAHero Bo3pacta € pasHbIMM ypoB-
HAMY CYMMApHOTo CepAeqHO-COCYAUCTOrO PUCKa 1 CBA3b CO4ETaHMM (hakTopoB pucka (DP) co cTeneHbio BbIPaxeHHOCTV KOPOHAPHOTO aTepockepo3a No AaHHbIM ayToncuu yMepLUvx ot
nwemmdeckon 6onesHm cepaua (MBC) 1 He MMEBLUVIX STOO ANArHo3a NPUXM3HEHHO. OLEHNTL SMMEKTUBHOCTb NEPBUYHON MHOFO(DAKTOPHON NPOMUIAKTUKM.

Marepuan n metoapl. AHanV3 NpoBefeH Mo pesynsrataM NpoCrneKkTUBHOMO NPOMUIAKTYECKOTO KOHTPONMPYEMOTo UccneaoBaHs «MHorodakTopHas npodunakTvika uemmyeckon 6o-
ne3Hy cepaLa» Ha ABYX Nonynauusx MyxunH 40-59 net (1-9 - npoduaakTuieckoe BMeLLaTenbCrea, 2-51 — CpaBHeHye), 0BLeN YNCTIEHHOCTbIO 6656 HenoBek, KOTOPbIM NPOBEAEHO CTaH-
[lapTM30BaHHOE 3nnaeMuonoryeckoe obcrefoBaHVe No eAnHOMy NPOTOKoAy. MPUBOAATCS pe3ynsTaTbl MPOCMEKTUBHOIO HabMIOAeHNs ABYX MONYNALWA, He UMEBLUMX UCXOAHO KNMHWYe-
ckux nposisnermn MBC — 5680 yenosek (1-s rpynna —n=2975; 2-s - n=2705). AKTMBHOE MHOTO(AKTOPHOE BMeLLIaTeNbCTBo Mo koppekumit AP VBC (MoBbilLeHHOro apTepuanbHoro Aas-
TIEHUS, TUNepPXoNecTepuHEMUM, 130bITOYHON MacChl TeNa, KypeHws, HU3Kom dr3n4eckoi akTMBHOCTU) NPOL0NXanocs B 1-1 rpynne 5 net, obLumii cpok HabniogeHns — 15 neT ¢ oLeHkom
«KOHE4HbIX TOHeK» (Crly4am CMepTU OT BCEX MPUHMH, Cyqan MHbapKTa M1okapaa U MO3roBOro MHCYALTa) 1 BepuduKaLmen Kaxaoro Cyqas «KOHeUHbIX To4ek». B JaHHOM CTaTbe oLeHuBa-
eTCa fecatunetHee HabniofeHve.

Pesynbratbl. [podhrnakTnieckoe BMeLLaTeNbCTBO B My>XXCKOW MONYNALWMV CPejHero Bo3pacta No3BOAMIO JOCTOBEPHO CH3WTb YPOBHM OCHOBHbIX DP 1 CyMMapHbIV CepAeYqHO-COCYANCTbIN
pUck Ha 38,1%. Y My>X4WH CpefHero Bo3pacta 6e3 npodunakTieckoro BMeLlaTeNnbCrBa nporHo3vpyeMblil CepaeHHO-COCYANCTbIN puck no wkane SCORE peanu3yetcs yxe B nepsble 5 net.
DakTnyecku Habnofaemble B TedeHne 10 neT nokasateny cMepTHOCTV o CC3 NPeBbILLAIT BENMYMHY NPOrHO3MPYeMOoro pricka no wkane SCORE. AKT1BHas NepeuyHas npodunaktika M6C
NO3BONAET CHU3UTL PUCK CMepTh oT CC3 'y MY>XHMH NP MCXOLHO BbICOKOM CepAeYHO-COCYANCTOM pUcke Ha 36,9%, 04eHb BbICOKOM — Ha 43,4%. OTMe4eHa TeHAEHLMSA, YTO Y YMepLUMX OT
BC 63 NpUXKM3HEHHOTO AnarHo3a 31oro 3abonesanus, MMeBLLIMX codeTaHre 3 OP 1 Gonee CTeHO3 KOPOHAPHBIX APTEPUI MHOXECTBEHHOW NoKanu3aLyv Bbisener y 91,7%, npu 2 OP -y
89,6% v npu efuHN4HBIX OP —y 78,3%.

3akntoyeHme. ODOCHOBaHa akTyanbHOCTb MHOTO(AKTOPHOM KOHLENLMM NepsryHoi npodunakTvkin CC3, 0bycroBneHHbIX atTepockiepo3om. MonyyeHbl oKka3aTenbCTaa pesynsTaTuBHOCTY
NePBUYHON MEeAULIMHCKON NPOMUNAKTKL, 0CODEHHO NPV BBICOKOM CepAeyHO-COCYANCTOM prcke, Hanbonee oT4eTNIMBO NPOSBASIOLLMECS NPV AONTOCPOYHOM HabniofeHny. Bnepsble B Ann-
TeNbHOM NPOCNEKTUBHOM HabnioAeHMM NONyNALMM CO CTaHLAAPTV30BaHHOW OLIEHKO NokasaTenel 300poBbs OTMEeYeHO HeONAronpUSTHOE NPOrHOCTUHECKO. 3HaYeHYVIE MHOXeCTBEHHbIX DP
B OTHOLLEHMM aHaTOMUYECKMX aTePOCKIEPOTUHECKIX MOPAXKEHN KOPOHAPHBIX apTEPHIA, OLIEHEHHBIX MOCMEPTHO.

KntoyeBble coBa: nepsuyHas npodunakTvika 1ieMnuyeckoin 6onesHn cepalia, CrpaTerns BbICOKOro pucka, CyMMapHbIi CepAe4HO-COCYAUCTbIN PUCK, (haKTOpbl prcKa, KOPOHAPHbIN aTe-
pocknepo3s
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According to official medical statistics data in Eu- CornacHo gaHHbIM obnLManbHOM MeaNLMHCKOM CTaTu-
ropean region Russian citizens make up about % of CTUKU CPefiv eXXerolHO YyMUPAIoLLMX OT BonesHen cucTeMsl
all deaths caused by cardiovascular diseases (CVD) KpoBOOOpalleHNs B EBponenckoM pernoHe okomno % co-
each year, mostly among people of working age [1,2]. CTaBNSHOT XUTENU Poccum, cpedm KOTOpbIX 3Ha4YUTENbHas Oons
It is important to note the specific for all countries gen- NPUXOAMTCS Ha TPYLOCMOCOOHbIM Bo3pacT [1,2]. Cneayet nop-
der distinctions in mortality rates: cardiovascular risk, YepKHYTb BaXHble 1 XapakTepHble A8 BCeX CTpaH reHaep-
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induced by atherosclerosis, is the main cause of pre-
mature death in people of working age and is high-
er in men than in women. So, in Russia men of work-
ing age die of these diseases 4.7 times more often
than women [3,4]. Gender distinctions also exist in
the structure of mortality from cardiovascular diseases
induced by vascular atherosclerotic lesions: IHD
(lesions in coronary circulation) mortality rate is 7.2
times higher in men than in women, at that
cerebrovascular disease (lesions in cerebral circula-
tion) mortality rate is 3.4 times higher in men [5]. Such
long-term trends have become the reason for search
of optimal clinical and organizational approaches to
primary CVD prevention especially in men of work-
ing age [6].

Efficacy of CVD prevention strategy based on risk
factors (RF) conception has been confirmed by nu-
merous scientific evidences. Economic viability of such
preventive strategy has also been shown, including
our country [7].

Practical realization of preventive medicine is
based on the prediction of disease risk, CVD and their
complications, in particular. This is a rather difficult
challenge, especially in respect of individual risk pre-
diction. Itis known that prognostic scales are as a rule
developed in accordance with the results of large epi-
demiological trials with strict standards of measur-
ing of predictive characteristics, which makes it
impossible to include in risk models (scales) all nu-
merous factors that determine individual prognosis
[8,9]. Constructive solution of this problem lies in
search for indices (individual characteristics,
physiological parameters and so on) that will let not
only to increase accuracy of individual risk estima-
tion but also to provide greater targeting of preventive
measures. New risk scales for CVD and other chron-
ic non-infectious diseases with similar risk factors have
been developed and put into practice in recent
years. This became possible due to gathered expe-
rience from long-term prospective trials that meas-
ured extended characteristics and strictly detected end
points in large populations [10].

[tis important not only to widen scientific know-
ledge of individual risk prediction and study new RF
and risk markers but also to deepen knowledge
concerning prognostic value of conventional RF, first
of all of behavioral kind. In recent years preventive
effect of control of such behavioral RF as smoking,
improper feeding, low physical activity and associ-
ated with them biological RF (overweight, obesity,
dyslipidemia, hyperglycemia, high BP) has been
demonstrated on population- and group-based lev-
els [6,11]. That is why study of feasibility and effi-
cacy of primary prevention, including CVD risk

Hble Pa3nMyna ypoBHEW CMEPTHOCTU: PUCK CEPAEYHO-CO-
cyanctbix 3abonesanuin (CC3), 0bycnoBneHHbIX aTepo-
CKNEepPO30M W ABNSIOLLMXCA OCHOBHOW NPUYMHOW npexae-
BPEMEHHOM CMePTHOCTU B TPYLOCNOCOOHOM BO3pacTe BbliLLe
Y MY>XUYUH, YeM Y XXEHLLWH. Tak, B POCCUU MYXXHUHbI TPYLO-
CnocobHOro Bo3pacta yMUpatoT OT 3TUX 3aboneBaHnin B 4,7
pasa 4allle, 4eM XeHLWK Hbl [3,4]. CTpyKTypa CMepTHOCTM OT
CC3, pa3BMBaOLLMXCA BCTIEACTBME aTEPOCKIIEPOTUHECKMX MO-
PaXeHW COCYyANCTbIX DaCcCerHOB, TakXe MIMeeT reHAepHble
Pa3NUYmUa — CMepPTHOCTb OT ULLIEMUYECKOW bonesHu cepaua
(NBC), T.e. NopaxeHUs baccerHa KOPOHaPHbIX apTEPUIA Bbille
Y MY>XY4MH, 4eM Y XeHLLUMH B 7,2 pa3a, B TO BpeMs Kak CMepT-
HOCTb OT LiepebpoBackynapHbIX 3abonesaHuit (NopaxeHue
BaccenHa MO3roBbIx apTepuit) Boile B 3,4 pasa [5]. OTme-
4eHHble 3aKOHOMEPHOCTU, HabnoJaeMble Ha MPOTAXEHUN
MHOTVIX 1T, ABUINCb OCHOBaHWEM LJ19 MOMCKa ONTUManb-
HbIX KIMHWKO-0PraHmM3aLMOHHbIX NOAXO40B K MEPBUYHON
npocunaktrke CC3, ocobeHHO cpean MyXXHMH TPyQoCMno-
cobHoro Bo3pacta [6].

B HacTodLee BpeMs nosyYeHbl MHOTOYMCIIEHHbIE HayYHble
[l0Ka3aTenbCTBa 000CHOBAHHOCTM CTpaTerm npodunaktukm CC3,
OCHOBAHHOW Ha KoHUenumn daktopos pucka (PP) kak no-
NyAALUMOHHOW, TakK U CTPaTerm BbICOKOro PUCka 1 BTOPUYHOM
NPOMUNaKTUKL, NOKazaHa 1NX IKOHOMMYecKas Lienecoobpas-
HOCTb, B TOM YMCJIE U B HalLen cTpaHe [7].

MpakTryeckas peanvsaumsa NPOMUNaKTUHeCcKo MeANLMHbI
OCHOBaHa Ha MPOrHO3MpoOBaHUK pucka 3aboneBaHnN, B
YyacTtHocTK, CC3 1 X OCNOXHEHUM, YTO ABNRETCA HENPOCTOM
3afayen, 0coOEHHO B OTHOLLUEHWUW MPOrHO3MPOBAHNS WH-
OVBVAYaNbHOMO pucka. M3BeCcTHO, 4TO MporHocTuyeckme
LUKaIbl, KaK MPaBWUIIO, CTPOSATCS MO pe3ysbraTaM KPYMHbIX M-
OEeMUONOTrNYeckmX NCCieoBaHMM, B KOTOPbIX CMeKTp nNpo-
THO3MPYIOLLMX XapaKTepUCTUIK OrpaHNYMBaETCA CTPOMMMU Tpe-
DOBaHUAMM K UX N3MEPEHWSAM, B pe3YbTaTe Yero CTaHOBUTCA
HEBO3MOXHbIM BK/tOUeHMe B MOAenu (WKanbl) prucka Bce-
ro MHoroobpasus hakTopoB, onpenensmnx NHONBUIY-
anbHbIY NporHo3 [8,9]. KoHcTpykTnBHOE pelleHme 0603Ha-
4eHHOW NpPoOeMbl NeXUT B MOUCKe nokasaTenen (MHANBN-
OYalbHbIX XapaKTepucTnK, MrU3NoIorn4eckmnx napamMeTpos U
Ip.), No3BONSAOWMX, C OAHOW CTOPOHbI, MOBLICUTH TOYHOCTb
OLEeHKM MHAMBUAYaNbHOIO p1cka, ¢ Apyron — obecneynts
HanboNblWYO afpPecHOCTb U apryMeHTUPOBAHHOCTb MPO-
dbunakTndeckux mMep. B nocnenHuve rogbl, bnarogaps Ha-
KOMEHWIO OMbITa ANUTENbHBIX MPOCNEKTUBHBIX HaOMIOAEHN,
BKJIIOHMaBLUMX U3MeEPEHMA PaCLUMPEHHbIX XapaKTepUCTUK r
CTporoe OTCNEXWBaHME KOHEYHbIX To4ek B HOMblUMX Mo-
Nynsumax, pa3paboTaHbl U BHeAPSIOTCA HOBbIE LWKallbl PUC-
Ka He Ttonbko CC3, HO U OPYrMX XPOHUYECKMX HeUHpeK-
LMOHHbIX 3a0oneBaHum, nMelolwmx obwme ¢ CC3 dakTopbl
pucka [10].

Hapsaay ¢ pacluMpeHmemM Hay4HbIX 3HaHWM B OTHOLLEHWM
NPOrHO3MPOBaHUA MHAMBNAYANIBHOIO PUCKa, U3y4eHne HO-
BbIX DOP 1 MapKepoB pUCKa, He CHNXKAETCS aKTyaslbHOCTb yryo-
NEHUS 3HAHWI B OTHOLLEHMM NMPOFHOCTUYECKOTO 3HAaYeHNS U

PauynoHansHas ®apmakotepanns B Kapanonorum 2014,10(1)
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decrease and improvement of individual prognosis
due to conventional RF correction, is very impor-
tant. This is only possible to realize in trials which
integrate epidemiological and clinical approaches
and allow to estimate correlations between RF and
prognostically significant clinical CVD signs, func-
tional and vascular impairments and so on. For ex-
ample, European SCORE chart along with other
rating scales, [6] was proved to underestimate real
individual risk in Russian population as it was found
out that people with low and moderate CVD risk
often reveal subclinical vascular atherosclerotic le-
sions; this should be taken into account for upgrade
in targeting of preventive measures [12,13].

The aim of the study — to evaluate in a prospec-
tive 10-year follow-up study CVD mortality rates in
population of middle-aged men with different lev-
els of total cardiovascular risk and correlation be-
tween combination of RF and the extent of
coronary atherosclerosis according to autopsy re-
ports of subjects who have died of IHD undiag-
nosed during life-time; to estimate the efficacy of
multifactor primary prevention.

Material and methods

Analysis was based on the results of the "Is-
chemic heart disease multifactor prevention” study,
which was carried out in the second half of the pre-
vious century; results of this study were published
repeatedly [6,14,15]. Seven centers took part in
this multicenter study. The article presents results of
the Moscow center. Population of men aged 40-59
years at the start of the study who lived in the area
of medical care of two out-patient clinics was en-
rolled into the study. One of these out-patient clin-
ics was used as a clinic of preventive medicine and
the other one - as a clinic of comparison. A total of
6656 people were enrolled into the study and
prospective follow-up, including examined men
who initially had no clinical signs of IHD (n=5680).
The program of multifactor prevention comprised
secondary prevention (active treatment of all pa-
tients with all forms of diagnosed IHD) and primary
prevention (active correction of IHD risk factors
(RF): arterial hypertension, hypercholesterolemia,
overweight, smoking, low physical activity). De-
tailed repeated preventive counseling (individual as
a rule) was the main non-medical method of RF
correction. During the first years of the study a psy-
chologist performed a group preventive counseling
in subgroups of smoking people and it was further
supported by individual counseling during the fol-
low-up. Active prevention lasted for 5 years; the
whole period of follow-up was 15 years. This

TpaguuMoHHbIXx OP 1, Npexnae BCero, NoOBeAeHYECKOro Xa-
pakTepa. B nocnepgHve rogbl nonyyYeHbl Hay4Hble OOKa3a-
TeNbCTBa Ha MOMYMALMOHHOM UM FPYMMNoOBOM YPOBHSX Mpe-
BEHTMBHOWM PONM KOHTPONS Takmx nosefeH4yeckmnx OP, kak Ta-
DakoKypeHue, HepaLMoHasbHOE NUTaHKe, H3Kkasa ur3nydeckas
aKTVMBHOCTb M CBSA3AHHbIX C HUMW Ouonorndeckux OP (13-
ObITOYHOWM Macchl Tena, oxupenHus, 4111, rnepravnkemMmn, no-
BblLeHHoro ALL) [6,11]. B CBA3M C 3TUM NpaKTUHeCKM BaxKHbIM
CTaHOBUTCH V3y4eHIe PeanucTUYHOCTU 1 3PMEKTUBHOCTI Nep-
BWNYHOW MPOMUNAKTVIKK, T.e. CHUXKeHUs pyrcka CC3 m ynyyiueHus
MHOVBMAOYANbHOrO MPOrHo3a Ha (QOHe KoppekLuMWU Tpaaum-
LUMOHHBIX DP, 4TO BO3MOXHO TOMBKO B MCCEAOBAHUAX, VH-
TErpUpYIOLLMX SNNAEMUONOTNYECKIE N KNNHWYeCKe MoaxXoabl,
B KOTOPbIX MOXHO OLleHMBaTb B3anMocssA3n OP ¢ nporHo-
CTUYECKM 3HAYUMBIMU KIMHNYECKMMY NposBnerHmammn CC3,
(YHKLMOHANBHBIMU 1 COCYANCTBIMW HapyLLUEHUSMU U Mp. Tak,
HanpumMep, nony4eHbl yoeauTenbHble 0Ka3aTeNlbCTBa TOrO,
4TO NOMYNALMOHHbIE LLKasbl py1cka, B YacTHOCTK, EBponenckas
wkana SCORE [6], HeQOOLEHVBAET peanbHbIM UHOANBUAY -
anbHbIV PUCK B OTEHECTBEHHOW NOMNYNAUUMA, T.K. OOHapPYXM-
NOCb, YTO CYOKNMHMYECKME COCYANCTbIE aTepOCKIepoTUYecKme
MOPaXXeHWSA YaCTo BbIABASIOTCA Y UL, C HU3KMM 1 YMEPEHHbIM
CC pUCKOM, YTO, HECOMHEHHO, [1OfIKHO ObITb Y4YTEHO AN MO-
BbILLEHWS agpecHOCTN NPOPUAaKTUHECKNX BMeLlaTeNbCTB
[12,13].

Llenb HacTosALLero nccnenoBaHusa — U3y4mTh B XO4e Oecs-
TUNETHEro NPOCNEKTUBHOMO HabnoaeHMs cmepTHOCTh oT CC3
B MONyNALMM MY>XHYMH CPEeHEro BO3pacTa C Pa3HbIMU YpOB-
HAMM CyMMapHOro CepAeYHO-COCYAUCTOrO pUcKa 1 CBA3b CO-
yeTaHU OP co cTeneHblo BbIpaXKeHHOCTU KOPOHAPHOTo aTe-
pocknepo3a no AaHHbIM ayToncumn ymepLumx ot MBC v He nvies-
WKMX 3TOro AMarHo3a NpUXM3HEHHO, a TakXe — OLEeHUTb
3P DEKTUBHOCTb nepBUYHOMN MHOroakToOpHOM
NPOMUNIAKTUKK.

MaTepunan n meToabl

AHanms NpoBeLeH No pesynsrataM ncciefoBaHma «MHo-
rodakTopHas NpodunakTika nemMm4eckorn bonesHn cepp-
Ua», BbIMOSTHEHHOIO BO BTOPOW MOJSIOBMHE MPOLUSIOro CTone-
TS, pe3ynbTaTbl KOTOPOW HEOAHOKPATHO MyOnMKOBaNmnCh
[6,14,15]. NiccnenoBaHme NpoBOAUIOCH Kak MHOMOLEHT-
POBOE, B BbIMOMHEHMI KOTOPOTO y4acTBOBANIM CEMb LIEHTPOB.
B naHHOWM cTaTbe MpencraBieHbl pe3ynbraTbl MOCKOBCKOMO
LeHTpa. ViccnemoBaHme NpoBefeHo Ha Nonynaumm My>XKHmH
B Bo3pacte 40-59 net Ha Ha4ano nccneoBaHmUg, BKIIOYano
BCEX MY>YMH YKa3aHHOMO BO3pacTa, NPOXMBAIOLLNX Ha Tep-
pUTOPUK 0OCNYXKMBAHUA 2-X MONUKIVHKK, T.€., UCCNeaoBa-
Hue Oblo cnnowHbIM. OfiHa NOANKIMHMKA ObliNa NOANKIIN-
HVKOM NPOMUIaKTUYeCKOro BMeLlaTeNbCTBa, BTOpasa — no-
TNINKIMHVIKa CpaBHeHMA. Bcero Bko4YeHO B UCCnefoBaHve U
npocnekTBHoe HabntogeHe 6656 Yyenosek, B T.4., B Nep-
BUYHYIO MHOToakTopHYto npodunaktuky NBC Bowwnn ob-
CNefoBaHHble, MCXOOHO He MMEeBLUME KIMHUMYECKUX Npo-
aBneHu 3abonesarna (n=5680). MNporpamma MHorodak-
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article evaluates the 10-year follow-up period. Data
collection, both epidemiological indices and end
points (all-cause mortality, myocardial infarction
and stroke) was carried out in accordance with the
strict protocol [6,14,15].

Statistical processing of the results was per-
formed by methods of descriptive statistics: calcu-
lation of mean values, standard deviations, standard
errors, relative indices (in percents) using the statistical
package SAS (Statistical Analysis System). To evalu-
ate intergroup distinctions parametric Student's t-test
was used. Critical level of significance at statistical hy-
pothesis testing was taken equal to 0.05.

Results and discussion

The total of 6656 subjects were enrolled into the
study in the Moscow center (the response was
56.3%). 5680 of these people initially had no IHD
clinical signs and were divided into two groups: group
1 (n=2975) and group 2 (n=2705).

The extent of 5-year prevention. In the pa-
tients of the group 1 of primary prevention
throughout 5 years repeated individual detailed pre-
ventive counseling for IHD risk factors was per-
formed in 72.3% of hypertensive patients (along
with antihypertensive treatment), 74.9% of smok-
ers (1.4% of them also received medical treatment
for smoking), 75.7% of patients with alimentary
risk factors (hypercholesterolemia, overweight,
obesity), including consultations of a dietarian
(1.2% of them were treated with medical prepara-
tions). So, prevention was mainly non-medical, ex-
cept for BP control. The subjects of the group 2 with
RF and without IHD clinical signs (group of com-
parison) were followed up by general practitioners
in an out-patient clinic in accordance with the rou-
tine approaches to medical care in the setting of pri-
mary public health service.

Influence of multifactor primary prevention
on RF frequency and total cardiovascular risk.
The compared population groups of middle-aged
men initially with RF and without IHD (primary pre-
vention) were matched on the basic demographic
characteristics and RF levels, as was published
earlier [15]. Preventive measures as compared to
routine follow-up allowed significantly to reduce BP
levels, decrease smoking rates by ¥4 and hypercho-
lesterolemia — by 28%. Such RF as overweight and
obesity turned out to be the most difficult for cor-
rection. By the end of the 10-year follow-up period
RF incidence rates in the first group were lower than
in the group of comparison: hypertension incidence

TOPHOW NPOMMNAKTVKI BKOYANa BTOPUYHYIO MPODUNaKTIKY
(aKkTMBHOE NeyeHne Bcex OOMbHbIX CO BCEMU (POPMaMU Bbl-
sBneHHon MBC) 1 nepBUYHYIO NPOhUNaKTKy [aKTUBHYIO KOp-
pekumio OP NBC — NoBbILEHHOrO apTepmnanbHOro AaBneHns
(ALl), rmnepxonecteprHemnm (FXC), M30bITOYHON MacChl Tena,
TabaKoKypeHus, H3KoN hur3ndeckon akTnBHOCTU]. OCHOB-
HbIMW HEeMeAMKAMEHTO3HbIMW MeTodamMu Koppekuum OP
Obino yrnybneHHoe NMOBTOPHOE MPOMUNAKTUHECKOE KOH-
CyNbTMPOBaHME, B OCHOBHOM, NHAMBMAOYaNbHOE. [pynnoBoe
NPOMUNAKTUHECKOE KOHCYNETUPOBaHME ObINo NPOBEAEHO NCK-
XOfI0roM B MOArpynnax Kypswmx B nepsble rogbl BMeLla-
TenbCTBa M NOAKPENNANOCh NpW nocneayoLeM HabnoaeHUm
MHOMBUAYANbHBIM KOHCYNBTUPOBaHMEM. AKTVMBHOE BMeLla-
TeNbCTBO NPOAOMKANOCh 5 neT, obLlee HabnogeHWe cocTa-
BMno 15 net. B gaHHOM CTaTbe OLeHNBAETCA OecATUIETHee Ha-
onogeHne. COop faHHbIX, Kak NMAEMUONOrMYecKmnx noka-
3aTeniei, Tak 1 «KKOHeYHbIX To4ek» (Crydau CMepTu OT BCeX
NPUYYH, Cllyd4an MHpapKTa MMOKApAa M MO3roBOro UHCYSb-
Ta), NPOBOAMNCA NO CTPOroMy npotokony [6,14,15].

Cratnctnyeckas ob6paboTka MonyveHHbIX Pe3ynbraTos
NpoBOAMNACk C UCMONb30BaHMEM CTaTUCTNHECKOTO naketa SAS
(Statistical Analysis System) MeTomamu onmcaTteNibHOWM CTa-
TUCTUKW — BblYUCIIEHNE CPeAHNX, CTAHAAPTHbBIX OTKIIOHEHWN,
CTaHAAPTHbIX OLWMOOK, OTHOCUTENbHbIX MoKasaTtenen (B % ).
[na oueHKN MeXTpynmnoBbIX Pa3fnynm NPUMEHSNN Napa-
MeTpuryHeckni t-kputepmin CTblofeHTa, KpUTUHeCKn ypoBeHb
3HaYMMOCTU MpPU NPOBepKe CTaTUCTUHECKUX TMMNOTE3 Npu-
HUMancs pasHbim 0,05.

Pe3synbTaThbl 1 UX obcyXxaeHue

B nccnegoBaHMe B MOCKOBCKOM LIEHTPE Obifio BKITIOYEHO
BCero 6656 Yenosek (OTKNK coCTaBui 56,3%), B TOM YiC-
1€ UCXOAHO He UMeNu KnuHuYeckux nposenermnn MbC 5680
nvy (1-arpynna — n=2975; 2-a - n=2705).

Obvem npo¢unakTU4eckoro 5-Tm neTHero BMelua-
TenbCcTBa. B 1-11 rpynne nepBMYHOM NPOMUIaKkTUKLM B Te4e-
HUe 5-T1 NeT NOBTOPHOE MHAMBMAYaNbHOE yrnybneHHoe Npo-
(DUNaKTNHECKOe KOHCYNBTUPOBAHME MO BbIABIEHHBIM Y HIX
®P nonyvann 72,3% nuu C noBblWweHHbIM ALl npu nepBuy-
HOM 0OcnenoBaHuM [Hapady C aHTUIMNepPTEH3VBHOM Tepa-
nven (ArT)], 74,9% kypawmx (13 HUx 1,4% nonydanu me-
IVKaMeHTO3HOoe fiedeHne TabakokypeHus), 75,7 % obcne-
LOBaHHbIX C anMMeHTapHo-3aBMUCcUMbIMU OP (MXC, 130bI-
TOYHas Macca Tena Unu oXXmnpeHue), B T.4., KOHCYNsTaLnn Bpa-
Ja-auetonora (U3 HUX MeMKaMeHTO3HOe feveHne nonyya-
mm 1,2%). Takum 0bpa3zom, npodurnakTmyeckoe BMeLla-
TENbCTBO B OTHOLLEHUM TPAANLMOHHbIX DP ObiNlo B OCHOBHOM
HeMeOMKaMeHTO3HbIM, KpoMe KOHTpons ATl 2-4 rpynna o6-
cnepoBaHHbIX NnL, ¢ OP 6e3 knHnYeckmx npossneHnin NbC
(rpynna cpaBHeHns) Habnoganack y4acTkoBbIMM Bpadamu
No oBLWEeNPUHATLIM NPUHLMMNAM OKa3zaHWs MEAULIMHCKOM MO-
MOLLW B MEPBMYHOM 3BEHE 34PaBOOXPAHEHMS.
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was lower by 12.6%, smoking — by 14.2%, obe-
sity — by 25.0%; this was also published earlier
[6,15,16]. Active multifactor preventive measures
had decreased total risk of CVD death by 38.1% in
the men of the first group. This study represents a
detailed analysis of the influence of different level
risks on cardiovascular mortality in middle-aged
men (Fig. 1). The population of comparison with-
out active multifactor prevention (group 2) was also
included into the study.

The analysis revealed, that more than a half
(61.9%) of those who have died of CVD during 5
years had very high (52.2% - patients with clinical
signs of IHD) or high (9.7 % - people without IHD)
cardiovascular risk assessed by the SCORE chart.
Two facts must be underlined at that. First, the co-
hort of very high risk included IHD patients actively
detected by preventive examination and one in two
men did not know about his disease before that and
did not visit a doctor [15,16]. Second, individuals
with high cardiovascular risk by the SCORE chart as
a rule had multiple RF: combination of high BP, hy-
percholesterolemia, smoking; these RF often mixed
with such unaccounted in the SCORE chart factors
as obesity and overweight. A quarter of those who
have died of CVD during 5 years (25.4%) had
moderate cardiovascular risk at the baseline. Gen-
erally, more than a third (35.1%) of those who
have died during 5 years were people with multiple

100%

80% High and very high
cardiovascular risk
QOueHb BbICOKMI 1 BbICOKNIA

CepﬂeHHO-COCyﬂMCTbIVI pucK

60% —

40% —

Moderate cardiovascular risk
YMepeHHbIl cepaeyHo-
COCYANCTbIV PUCK

20% [~

Low cardiovascular risk
Hu3Kkuin cepaeyHo-cocyancTbIi pUcK

0% '

Figure 1. Input of different levels of total CVD risk in
cardiovascular mortality rate in middle-
aged men (100% by the axis of ordinates —
the deceased of CVD during 5 years)

PucyHok 1. Bknap pa3HbIX ypOBHE CyMMapHOro

CcepAeyYHO-COCyanCTOro pMUcka B CMepT-
HocTb oT CC3 MY>4MH CpefHero Bos-
pacta (no ocu opanHat 100% — ymepune
o1 CC3 B TeyeHue 5 ner)

BnnsHue nepBuYHON MHOrogakTopHOU rnpogunak-
TUKU Ha YacToTy ®P 1 cyMMapHbIV cepAeqYHO-COCYANCTbIN
puck. CpaBHMBaeMble NONYNALMOHHbBIE TPYMMbl MY>XYWH
CpefHero Bo3pacrta, ncxoaHo umeslume OP 6e3 UBC (nep-
BWYHas NpodunakTiika), Obinn CONoCTaBMMbl MO OCHOBHbIM
aemorpaduryecknmM xapaktepmctmkam 1 yposHam ®PF y1o
nybnukoBanocs paHee [15]. Mpodunakrnyeckoe BMella-
TeNIbCTBO MO CPABHEHMIO C OObIYHBIM MEAULMHCKUM Ha-
oniofeHeM No3BoNMIO Ha (POHE akTUBHOIO BMeLLaTeNbCTBa
0OCTOBEPHO CHU3NTL YPOBHU AL, NOBLICUTL 3(PPEKTUBHOCTb
KOHTpons Al, Ha ¥4 yMeHbLUUTb YacTOTy KYPEHMS U MOYTU Ha
28,4% — yvactoty 'XC. Hanbonee TpyaHO KOPPUTVPYEMbBIM
P oka3anacb 1M3bbIToYHas Macca Tena 1 oxumpeHme. K KoH-
uy 10-ro roga HabniwogeHus B 1-n rpynne vactota OP
OCTaBanacbh bonee HM3KOM, YeM B rpynne CPaBHEHNS: YacToTa
nosblweHHoro AL — Ha 12,6%, kypeHus — Ha 14,2%, oXu-
peHus — Ha 25,0%, 4To TakXe ObIIo paHee HeoQHOKPATHO
onybnukosaHo [6,15,16]. B pe3ynbrate MHOroaKkTopHO-
ro NPo@uNaKTU4eCckoro akTMBHOIO BMeLLaTeNbCTBa CyM-
MapHbIN prck cmepTyt oT CC3 'y My>XXHUH rpynnbl aKTUBHOM
npoMuUNakTNKn CHU3MNCa Ha 38,1%. B gnaHHoOM nccnepno-
BaHWW NPOBeAeH AeTaNbHbIM aHanm3 Bkinaaa pasHblX ypoB-
Hel purcka B cMepTHOCTb oT CC3 My>XKYMH CpeiHero Bo3pacTa
(puc. 1). B aHanus BkoYeHa nonynauusa cpasHeHna (6es
AKTMBHOIO MHOTOakTOpHOro npodunakTnyeckoro Bme-
WaTeNbCTBa).

AHanu3 nokasan, 4to cpean nul, ymepwmx ot CC3 3a
5 net, 6onblue NonoBUHbLI (61,9% ) UMeNnu NN O4eHb Bbi-
COKUI pUCK (52,2% — BorbHbIE C KNUHNYECKUMI (hopMamm
NBC) nnun BbICOKUI CePOeYHO-COCYANCTbIN PUCK MO LKA -
ne SCORE (9,7 % — nuua 6e3 UEC). Mpu 3ToM Heobxoau-
MO CrielnanbHO NOAYepPKHYTb iBa 0OCToATENbCTBA. Bo-Nnep-
BbIX, B KAaTEropmio 04eHb BbICOKOIO pucka BOLAW BombHble
NBC, akTUBHO BbIsiBNEHHbIE NPW NPOdUIAKTNHYECKOM 00-
CnefoBaHUK, U3 KOTOPbIX KaX bl BTOpOW A0 Npodunak-
TU4eckoro o0cnefoBaHNs He 3Han o cBoeM 3aboneBaHnK
1 K Bpadam He obpautancs [15,16]. Bo-BTopbIX, Nn1ua C Bbl-
COKUM CepLeyvyHOo-COCYANCTbIM pUckoM Mo Wkane SCORE
MMenu, Kak npaBufio, MHoxecTBeHHble OP: coyeTaHue
nosbiweHHoro AL, TXC, KypeHUsi, a M3 Hey4YTeHHbIX B
wiane SCORE 371 OP yacTo covetannch C OXMpeHneM Unu
1N30bITOYHOM Maccom Tena. YeteepTb yMepwmx ot CC3 3a
5neT (25,4%) nMenu NCXOAHO YMEPEHHbIN CepaevHO-Co-
CyOuCTbIN pUCK. B uenom cpeam ymepLimx 3a nepsble 5 net
MUa € MHOXecTBeHHbIMY DOP pa3HOW BbIpaXXeHHOCTH Co-
cTaBunuv bonee Tpetn — 35,1% (9,7% BbICOKWI cephey-
HO-COCYAUCTbIV PUCK U 25,4% — yMepeHHbIN), 4To, He-
COMHEHHO, NMOAYEPKMBAET BaXXHOCTb MEPBUYHOM MHOIO-
PaKTOpHOW NPOMUNAKTUKM AaXKE MPU HE3HAYUTEIbHOM MO-
BbILLIEHWN MHOXeCTBeHHbIX DP.

Mo npvBedeHHbIM Ha pyC. T AaHHBIM MOXHO 3aKJTIO4UTb, YTO
aKTVBHOE BbIABNEHME NNL, C KNMMHUYeCKUMU NposBsneHnamimn NBC
1 BBICOKMM CYMMAapPHbIM CepLEeYHO-COCYAMUCTbIM PUCKOM MO3-
BOJISIET NMPOrHO3MPOBATh, HTO B 3TOW KaTEropunmn HaceneHus oe3s
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RF of different intensity (9.7 % had high cardiovas-
cular risk and 25.4% - moderate one). This high-
lights the importance of multifactor primary
prevention even at non-significant increase in RF.

Fig. 1 demonstrates that active detection of
people with clinical signs of IHD and high total car-
diovascular risk allows to predict high probability of
this risk realization in years to come in this popula-
tion with no preventive measures taken.

So, scientific evidence of practical value of active
preventive medical examination among middle-
aged people, in particular men, with early detection
of clinical and subclinical IHD signs as well as total
cardiovascular risk assessment, has been received.
This has been already put into practice as a part of
periodic health examination of adult population
[17].

Comparative evaluation of predicted total
cardiovascular risk and indices of real cardiovas-
cular mortality. Obtained in this prospective study
data were used for comparative evaluation of pre-
dictive value of total cardiovascular risk by the
SCORE chart and actually present risk (cardiovas-
cular mortality rates) in different time periods
(5 and 10 years). Same analysis was carried out in
the population of routine follow-up without active
preventive measures in people with no IHD clinical
signs (Fig. 2).

As we can see, 3.6% of middle-aged men with-
out IHD and with less than 5% total cardiovascular
risk have died during 5 years, 7.6% have died in a
subgroup of 5-9%-risk and 18.2% - of those who
had 10%- and higher risk. It is known that the
SCORE chart predicts risk of fatal CVD for 10 years.
Actually during the 10-year follow-up mortality
rates among people without IHD were as follows:
6.5% - in individuals with less than 5% risk, 18.2%
- in those with 5-9% risk, 27.3% - at more than
10% risk.

So, comparison of the actual mortality rate in
men of middle age (40-59 years at the start of the
study) with predicted fatal CVD by the SCORE chart
has demonstrated that in the absence of preventive
measures predicted cardiovascular risk in the
Russian male population in fact quantitively occurs
in the first 5 years and actual 10-year risk twofold
exceeds expected high risk (Fig.2).

Influence of multifactor primary prevention
on the value of predicted total cardiovascular
risk. Similar to above-described analysis we per-
formed comparative evaluation of predicted level of
cardiovascular risk and actual CVD mortality during

NpodUNaKTMYeCKOro BMeLLaTeNbCTBa BbICOKA BEPOSTHOCTb
peanmn3aumm Takoro pucka yxe B Gnmxaniive rogpi.

TakM 00pa3oM, NonyyveHbl Hay4Hble foKa3aTeNbCTBa Npak-
TNYECKOW BaXKHOCTM aKTUBHbIX MPOMUNAKTUYECKMX MeaMLMH-
CKX 00C1IEA0BaHNI HACENEHWS CPeIHErO BO3PacTa, B YaCTHOCTY,
MY>XCKOTO HaceneHs, HanpaBieHHbIX, Hapsaay C PaHHWM Bbl-
SBMNEHNEM KIIMHUYECKUX 1N CYOKITMHWNYECKMX MPOSIBAEHNAX
NBC, Ha 0bsi3aTenbHyto oLeHKy cymmapHoro CC pucka, HTo yxke
HaLLINO BHELPEHWE B paMKax AMCNaHcepyi3aLmm B3pOoCsioro Ha-
cenenua [17].

CpaBHUTE/IbHas OLeHKa BeJIMYUHbI MPOrHO31pyeMoro
CYMMapHOro cepaeYHO-CoCyAUCTOro prcka v nokasatenem
¢akTndeckori cmepTHocTy oT CC3. MNonyyeHHble B JaHHOM
NPOCNEeKTUBHOM UCCNefOBAHNM aHHble UCMONb30BaHbl 414
CPaBHUTENIbHOW OLLEHKM MPOrHOCTUHECKOW 3HAYNMMOCTU CyM-
mMapHoro CC pucka no wkane SCORE 1 daktnyeckn Habmio-
JaBlerocs pucka (ypoBHa cMepTHOcTW oT CC3) 3a pasHble ne-
puoapl (5 1 10 ner). [JaHHbIN aHann3 Takxe nposefeH B Mno-
nynsumMm obbI4HOTO HAabMoAeHWS, Oe3 akTMBHOrO Npoduiak-
TMYeCKOro BMeLLaTeNbCTBa CPeam NuL, 0e3 KNMHNYeCckmx npo-
aBneHun CC3 (puc. 2).

Kak BMAHO, B Te4eHKe 5 neT Cpefn My>XHMH CpeHero BO3-
pacta 6e3 NBC ¢ cyMMapHbIM Cepae4HO-COCYONCTbIM PUCKOM
MeHee 5% ymepno 3,6%, c puckom 5-9% — 7,6%, C prckom
10% un 6onee — 18,2%. M3BecTHo, 4TO WiKana SCORE npo-
rHo3umpyeT pmck datanbHbix CC3 B TedeHne 10 net. MakTmye-
cku 3a 10-neTHU nepuon HabmoaeHus cpeam nuu, 6e3 MBC ¢
pUCKOM MeHee 5% ymepsio 6,5%, c puckoM 5-9% - 18,2%,
c pyckoM 10% v bonee — 27,3%.

Taknm obpa3oM, CpaBHEHMe (aKTUYeckon CMEepPTHOCTU
MY>XUUH CpefHero Bo3pacta (McxomaHo 40-59 neT) ¢ nporHo-
31poBaHMeM y HUX atanbHbix CC3 no wkane SCORE nokasa-
110, YTO AN MY>KCKOM POCCUINCKOM NONYAALMM NPOrHO3Mpye-
MblIVl CepAEYHO-COCYAUCTBIN PUCK (DaKTUHECKM KONMYECTBEH-
HO peanu3syetcs Oe3 NPohUNaKTUHECKOro BMELLIATENbCTBA yXKe
B nepsble 5 n1eT, a pakTnyeckm 10-N1eTHNI PUCK NPeBbILIaeT
PACYETHbIN BbICOKMI pUCK BABOE (pUc. 2).

BnuvsiHne nepBMYHOM MHOrOpakTOpPHOM NMpogUnaKkTUKu
Ha BesINYuHY nporHo3upyemMoro CyMMapHOro cepAe4Ho-co-
CYANCTOro pycka. AHaNOrM4HO BbILLEOMVCAHHOMY aHanm3y npo-
BEEHO CPaBHUTENIbHOE M3y4YeHKe NPOrHO3MPYyeMOro YPOBHS
cepaeyHO-CoCyAMCTOro prcka U daktnyeckn Habnogaemom
cMepTHocTk oT CC33a 5 1 10 net HabntogeHwsa B 1-1 rpynne
aKTMBHOW MHOroakTOpHOW NepBUYHOM NPOdUNaKTUKM
(puc. 3).

Ha doHe akTMBHOro MHOroakTopHOro nNpodunakTm-
4eckoro BMeLLaTenbCTBa B TedeHue 5 net cpenm nnw, 6e3 MBC
C CYMMapHbIM CcepAedyHo-CcoCyanCTbiM PUCKOM MeHee 5%
ymMepno 3,2% (npakTnieckmn oAMHaKoBOE KOMYEeCTBO C Mo-
nynaumen obbiyHoro HabnogeHns), ¢ puckom 5-9% — 4,8%
(Ha 36,9% MmeHblue), ¢ puckoM 10% v bonee — 10,3% (Ha
43,4% meHble). 3a 10-neTHUn nepuog HabmogeHna s 1-
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By the axis of abscissas — value of cardiovascular risk by the SCORE chart; by the axis of ordinates — percentage of the deceased in the period of follow-up: during 5 years

(on the left) and during 10 years (on the right)

Mo ocu abcumce — BennumnHa cepfeHHO-COCYANCTOrO PUCKa B COOTBETCTBUM O wkanov SCORE; no ocv opanHaT — % ymepLuux 3a rogsl HabnoaeHws: 3a 5 net (cnesa)

1 10 net (cnpaea)

Figure 2. Comparative estimation of predictive value of total cardiovascular risk by the SCORE chart and real risk in middle-
aged men in the population of routine follow-up (subjects without IHD)

PucyHok 2. CpaBHUTeNbHAas OLeHKa MPOrHOCTUYECKOM 3HAYMMOCTN CYMMAaPHOTO CepaevHO-COCYAMCTOrO pMcka Mo LKane
SCORE ¢ hakTU4eckM pUCKOM Cpefiv My>XYMH CpefHero Bo3pacra B Monynsuum obblvHOro HabnogeHus (nnua

6e3 NBCQ)
% 5years/5 net % 10 years/ 10 net
30 30
25 — 25 —
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By the axis of abscissas — value of cardiovascular risk by the SCORE chart; by the axis of ordinates — percentage of the deceased in the period of follow-up: during 5 years

(on the left) and during 10 years (on the right)

Mo ocn abeumcc — BenmMumnHa cepfeyHo-cocyANCTOro pucka B COOTBETCTBUM o wKanow SCORE; no ocv opanHaT — % ymepLunx 3a rogsl HabntoaeHus: 3a 5 net (cnesa) n

10 net (cnpasa)

Figure 3. Comparative estimation of predictive value of total cardiovascular risk by the SCORE chart and real risk in middle-
aged men in the population of active multifactor prevention (subjects without IHD)
PucyHok 3. CpaBHUTENbHAas OLeHKa MPOrHOCTUYECKOW 3HAYUMOCTN CYMMapPHOTo CEPAEYHO-COCYANCTOrO PUCKa MO LWKane
SCORE ¢ hakTU4yecknm prUckoM cpeam My>XXHMH cpefHero Bo3pacra B Nonynsiunm akTMBHOM MHOTro(akTopHOM

npodunakTnkm (nmua 6e3 NBC)

5 and 10 years of follow-up in the group of active
multifactor primary prevention (group 1) (Fig. 3).

At active prevention 3.2% of people without
IHD and with total risk of less than 5% have died
during 5 years (almost similar to the results in the
population of routine follow-up), at the 5-9% risk
mortality rate was 4.8% (36.9% less than in the
group 2) and at the 10% risk or higher - 10.3%
(43.4% less). During the 10-year follow-up mor-
tality rate in the first group with less than 5% risk
was 6.3% (similar with the group of routine follow-
up), atthe 5-9% risk = 15.9% (12.6% less than in
the group 2) and at the 10% risk or higher it was
20.5% (24.9% less). So, active multifactor primary
prevention allows significantly to decrease risk of

W rpynne cpegmu nuu, ¢ puckom mMeHee 5% ymepno 6,3%
(oAMHakoBOE KONMYECTBO C MOMNyNsAUMen 0bbIYHOMO Ha-
briofenus), c puckom 5-9% — 15,9% (Ha 12,6% MeHb-
we), c puckom 10% 1 6onee — 20,5% (Ha 24,9% MeHb-
we). TakM 0Opa3om, akTMBHas NePBUYHAs MHOrOMaKTopHast
npodunakTMKa No3BoNAeT LOCTOBEPHO CHU3NTb pUCK da-
TaNlbHbIX OCIIOXHEHWNI, YTO Hanbonee BbipaXkeHo Npwu Bbl-
COKOM U O4eHb BbICOKOM CepAe4HO-COCYANCTOM pUCKe Mo
wkane SCORE. Bmecre ¢ Tem cfiefyet OTMETUTL, YTO 3a4a-
4a NPOPUNAKTNHECKOM KapAMONOrnm COCTONT He TONBbKO B
TOM, 4TOObI MPaBUBHO CMPOrHO3UMPOBATh PUCKU AN WX
nocnienyioLlen KoppekLmmn, HO Y CHU3NTb BbICOKME YPOBHM
pucka. Kak nokasanu pesynstaTbl AaHHOMO UCCe0BaHWS,
puck patanbHbix CC3 Ha poHe NepBUYHOM MHOTOMaKTOp-
HOW NPOPUNAKTUKN AENCTBUTENBHO YAAN0Ch CyLWeCTBEHHO
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Table 1. Comparative characteristics of the cohort of middle-aged men without IHD clinical signs according to the standard-
ized screening data and people who have died over the past 10 years of IHD diagnosed postmortem
Tabnuua 1. CpaBHUTeNbHAs XapaKTepUCTUKa KOropTbl MyXXUYUH CpeiHero Bo3pacra 6e3 knuHudeckux npossnexHumii MbC no
LaHHbIM CTaHAAPTU30BaHHOTO CKPUMHMHIA U NnL, yMepLlumnx 3a 10 neT, ¢ nocMepTHbIM AnarHo3om UBC

Characteristics Subjects without IHD at screening
XapakTepucruku 06cnepoBaHHble 6e3 VIBC Ha CKpUHUHTe p
Total Deceased in 10 years
Bce Ymepnu 3a 10 ner
Age (years) / Bospacr (ner) 47.145.4 52.0£2.0 <0.05
Education below secondary level (%) / Obpa3oBaHye Huxe cpearero (%) 31.1 67.4 <0.05
Arterial hypertension II-ll (%) / AT II-11l creneru (%) 27.8 53.1 <0.05
Total cholesterol 5 mmol/I (%) / 06w XC >5 mmonb/n (%) 79.7 81.3 ~0.05
LDL-cholesterol (mmol/I) / XC JIHM (mmonb,/n) 3.9 43 ~0.05
Smoking / Kyperue 47.5 62.5 <0.05
Frequent alcohol consumption / Yactoe notpebneHme ankorons 10.5 16.7 ~0.05
Body mass index (kg/m2) / MHaexc maccsl Tena (kr/m2) 25.6 25.8 >0.05
LDL - low density lipoprotein
AT - aprepuiansHas runeptorus, XC — xonectepuH, XC JIMH ~ xonectepyH A1NonpoTenHOB HU3KOV MOTHOCTY

fatal complications, which is the more evident at
high and very high cardiovascular risk assessed by
the SCORE chart. However, it should be noted that
preventive cardiology must not only adequately pre-
dict risk for its further correction, but also reduce
high levels of the risk. As the present study has
shown, multifactor primary prevention has really
succeeded in reducing fatal CVD risk. However,
methods of prevention used in this research were
mainly non-medical (with the exception of antihy-
pertensive treatment). It would be rightful to sug-
gest that more significant reduction in
cardiovascular risk can be achieved by combination
of these non-medical preventive measures with
wider implementation of medical therapy aimed at
primary prevention of diseases, especially in case of
their subclinical manifestation and in high risk sub-
jects [14,18,19].

Correlation of multiple RF with extent of
coronary atherosclerosis (according to autopsy
reports of the patients who have died of IHD un-
diagnosed during life-time). The analysis of cor-
relation of solitary and multiple RF with
atherosclerotic lesions and the extent of coronary
atherosclerosis was performed on the grounds of
pathomorphological studies of those who have died
of IHD but had no clinical signs of this disease at a
preventive examination.

The analysis has demonstrated significant dis-
tinctions in incidence of traditional RF between all
people without IHD at screening and the deceased
(among them with IHD as the cause of death
n=96) (Table 1).

CHM3UTb. OfHAKO, MPUMEHSBLUNECS B AAHHOM MUCCNeoBa-
HUW TeXHONOrMN NPOodUNaKTKM, NoKa3aBlWne CBOK -
(HEeKTUBHOCTb, HOCWIU B OCHOBHOM HeMelMKaMeHTO3HbIN Xa-
paktep (kpome AlT). MpaBOMEPHO NPEANONOXUTb, YTO MPn
LLOMONHEeH WM 3TUX TeXHoNoru bonee LenesbIMU BO3LeN-
CTBMSIMU, COYETAOLNMN HEMEMKaMEHTO3Hoe npoduak-
TUYECKOoe BMeLaTenbCTBO 1 bonee WNPOoKoe BHeApeHe Me-
OVKaMEHTO3HOW Tepanuu B LeNax nepBMyHoM npodunak-
TUKWN 3aboneBaHUM N UX NCXOO0B, 0cobeHHo, npn cyb-
KIMHUYECKX MPOSBNEHUAX N BbICOKOM CepleyvHO-CoCy-
OUCTOM pUCKe, MOXeT ObiTb JOCTUTHYTO HoMee BblpaXeH-
HOe CHWXeHWe pucka, 4To obcyXaaeTcs B nuTepaType
[14,18,19].

Accoumalmm MHOXeCTBEHHbIX P co cTeneHbo aHa-
TOMUYECKOU BbIPaXXeHHOCTY KOPOHaPHOIo atepockieposa
(no gaHHbIM ayToncum ymepmnx ot U6C n He nmeBLnX
3TOro AnarHo3a nPUXn3HeHHOo). AHanNN3 CBA3M OTAENbHbIX
N MHOXeCTBeHHbIX OP C aTepoCckIepoTnYeckMMmn N3MeHe-
HUSIMU 1 BbIPaXXEHHOCTbIO KOPOHApPHOro aTepockneposa
npoBefeH No AaHHbIM NAaTOMOPGONOrMYeckmnx NccedoBa-
HUM ymepwmnx oT MBC 1 He MMeBLUMX KIIMHUYECKUX MPO-
SIBIEHMI 3TOro 3aboneBaHu Npu NpohunakTnieckom ob-
CnegoBaHUM.

AHanms3 nokasan JOCTOBEpPHble Pasnnyuns no 4Yacrore Tpa-
OMLUMOHHbBIX OP Mexxay Bcemn nuuamm 6e3 NbC Ha CKPUHMH-
re v yMepLIUMU, U3 H1X € ArnarHo3om MBC, kak npudmnHa cmep-
™ (n=96) (1abn. 1).

Tak, BepodATHoCTb cMepTn oT IBC y L, He MMeBLUKX 3TO-
ro AinarHo3a npu Xu3Hu, LOCTOBEPHO CBSA3aHa C BO3PacTOM,
ypoBHEM 006pa30BaHMs, apTepUanbHOM MMNepPTOHUEN U Ky -
peHveM. CMepTb Y 3TUX ML, Yalle HacTynana He Tonbko B 0o-
nee CTapliMx Bo3pacTax, Npy obpa3oBaHUN HXKe cpefHe-
ro, umelwmx Al 1 KypALWKMX, HO 1 NPY HapyLLeHNAxX -
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Thus, probability of death due to IHD undiagnosed
during life-time significantly correlated with age, ed-
ucation level, arterial hypertension and smoking.
Along with older age, lower than secondary level of
education, arterial hypertension and smoking such
factors as lipid metabolism disturbances (distinctions
were close to significant) and excessive (and frequent)
alcohol consumption increased mortality rates in such
subjects.

It should be noted, that during follow-up a
number of patients (13.3%) have developed clin-
ical types of IHD, and in other words fatal outcome
in people with RF could not be only related to RF
and their combinations. However, it's important to
emphasize, that this study was not only the first to
follow up long-term prognosis with regard to fatal
outcomes in people without IHD but with different
RF combinations (which is important to confirm
the relevance of multifactor primary prevention)
but it has also studied pathomorphological basis of
these outcomes with the description of the extent
of atherosclerotic lesions in coronary arteries. Pre-
vious studies on correlation between RF and coro-
nary atherosclerosis, as a rule, used coronary
angiography data for this purpose [18,20]. We
found no data in available literature about long-
term prospective follow-up of a large cohort of
people assessing association of RF detected at a
preventive epidemiological examination with path-
omorphological pattern of coronary atherosclero-
sis in the deceased.

This analysis was performed by autopsy proto-
cols, in which the extent of coronary atherosclerosis
was described in detail. Autopsy was carried out in
82.5% of the patients died of IHD, which testifies
to reliability of data about this disease as a cause
of death. A total of 130 autopsy protocols of
those who have died of IHD were analyzed, the dis-
ease was not diagnosed during life-time in 65 of
these people.

So, according to autopsy protocols of the de-
ceased with IHD undiagnosed during life-time,
obliterating (more than 70% ) coronary atheroscle-
rosis was revealed in 64.6% of the cases, 30.8%
of the deceased had 50-70% stenosis of coronary
arteries and in 4.6% of the deceased coronary ar-
teries were stenosed by less than 50%. Coronary
artery stenosis of multiple localization was detected
in 91.7% of people with combination of 3 and
more RF, in 89.6% - at presence of 2 RF and in
78.3% of those who had a singular RF, distinctions
were insignificant (p>0.05), however, there was a
trend to greater extent of atherosclerotic lesions at
RF combinations.

nuaHoro obmeHa (pas3nuumns Onmskmne K LOCTOBEPHbLIM) U
CKITOHHOCTW K Ype3MepHOMY (HacTomy) ynoTpebneHuto an-
Korons.

CnepyeT nog4epkHyTh, 4TO B NpoLecce HabnoaeHNs y
psaga nauneHTtos (13,3%) HabnoOanocb pa3BuTMe Ku-
Hn4yecknx hopm UBC, T.e. patanbHbi ncxon y nuy ¢ OGP
Hemnb38 NPSAMO CBSA3aTb TOMbKO C HanuymeM OP 1 nx cove-
TaHMAMW. TeM He MeHee, NpefCcTaBfeTCd BaXHbIM, 4TO B
OAHHOM MCCNefoBaHNM BNepBble MPOC/IeXeH He TONbKO A0S1-
FOCPOYHbIN MPOrHO3 B OTHOLLEHWIW Pa3BUTUA aTanbHOro
NCXO0Aa Y MWL, C pa3HbiMK coveTaHUaMmn OP 1 He UMeBLLINX
NBC, 4TO BaXkHO ONs NoATBEPXAeHNs U 00beKTUBM3aLMN
aKTyanbHOCTV NePBUYHOM MHOTOMAKTOPHOM MPOMUNaKTUKK,
HO U M3y4eHa NatoMopoNormyeckas 0CHOBa 3TUX UCXO-
[0B C ONMMCAaHMEM aTepOoCKNepoTUYeCKMX NOPaKeHNI KO-
POHAPHbIX COCYAOB, VX CTEMEHU 1 PACNPOCTPaHEHHOCTU.
MpoBoAMBLINECS paHee paboTbl MO U3yyeHUto cBszn OP ¢
KOPOHapPHbIM aTEPOCKIEPO30M, KakK NPaBuMIO, OLEHNBANN
3Ty CBA3b MO AAaHHbIM KOPOHapoaHrmnorpadpun [18, 20]. B
OOCTYMHOW NnuTepaTtype He BCTPETUIOCh OTChIIOK K AJN-
TeNbHbIM MPOCNEKTUBHbLIM HADNIOAEHUAM OONbLLOM KOropTbl
no accoumaunm OP, oLeHEeHHbIX CTaHAAPTU30BAHHbLIMM
MeTogamMu Npu NpoduiakTM4eckom 3nuaeMunonormnye-
ckoM obcriefoBaHUM, C MAaToMOpPdONoOrMyeckon KapTu-
HOWM aTepOCKIepPOTUYECKMX NOPaXKeHN KOPOHAPHbIX CO-
CYLOB Y YMepLINX.

[laHHbIV aHanM3 NpoBefeH No NPOTOKONaM BCKPbITUN, B
KOTOpPbIX Oblfla NOAPOOHO OTpakeHa BblPaXXeHHOCTb KOPO-
HapHOro aTepockneposa. Bckpbitne ymepwmnx ot MBC npo-
Boamnoceby 82,5%, 4to CBMOETENbCTBYET O [OCTOBEPHOCTU
JaHHbIX O MPUYMHAX CMepPTW OT 3Toro 3abonesaHus. Mpo-
aHanm3mpoBaHbl 130 NMPOTOKONOB BCKPbLITUSA YMEPLLUUX OT
NBC, B TOM 4ncne 65 NpoTOKONOB yMepLUMX, HE NMEBLLUX
NpUXKn3HeHHoro anarHosa NBC.

Tak, Mo AaHHbIM ayToncum ymepunx ot MBC 6e3 npu-
XM3HEHHOTOo AmarHosa VBC (Ha CKpUHWHIE) CTEHO3MPYIOLLMIA
(6onee 70%) aTepocksiepo3 KOPOHaPHbIX apTepuii 0OHapy>KeH
B 64,6% cny4yaes, y 30,8% ymepwux ot MIBC cyxeHue Ko-
POHapHbIX apTepuin coctaBnno 50-70%, Tonbko y 4,6 % ymep-
LMX aTepOCKIIepOTNYECKOE CY>XKeHEe KOPOHAPHbIX apTepui
Obino MeHee 50% npocseTa. CTeHO3 KOPOHAPHbIX apTepui
MHOXECTBEHHOW NoKanu3auum BbisieneH y 91,7% npw co-
yeTaHUM 3 1 BGonee ®OP, y 89,6% — npun Hanuyum 2 P ny
78,3% — npun eaunHn4HbIX OP pasnn4ma HepoCTOBEPHbI
(p>0,05), xoTs NpoCNeXNBaETCa TeHAEHLMSs B DONbLLEN Bbl-
Pa>XeHHOCTW aTepOCKNEePOTUHECKMX MOPAXKEHNI NpU Co4ve-
TaHun OP.

[leTanbHbIM aHaNM3 NPUYMH CMepPTK B U3y4aeMom KoropTe
nuy ¢ OP 6e3 MBC no AaHHbIM NpoduUnakTMyeckoro ob-
cnefoBaHuMd nokasas, 4to B 52,3 % cmepTb HacTynuna ot
OCTPOW KOPOHApHOW HepocTaToyHOoCTM (BHE3amnHo), B
46,2% — oT nHdapkTa Mmmokapaa, B 1,5% — ot xpoHuye-
ckon MBC. Y 35,4% ymepLumnx npu ayToncum HanaeHsl pyo-
LLOBbIe MOCTUH(APKTHbIE M3MEHEHNA MMOKapaa, NPUYeM B

14

PaynonanbHas ®apmakorepanus B Kapanonorum 2014,10(1)



Multifactor primary IHD prevention in men / [lepBn4Has MHOroghakTopHas npogunaktuka VIbC cpeam mMyx4uH

Detailed analysis of death causes in the exam-
ined cohort of people with RF and without diagno-
sis of IHD (according to preventive examination
data) revealed that in 52.3% of the cases it was
acute coronary insufficiency (sudden death), in
46.2% - myocardial infarction and in 1.5% -
chronic IHD. Postinfarction cicatricial changes were
found in 35.4% of the deceased at autopsy, at that
in 15.4% (almost a half of the cases of cicatricial
changes) ‘silent’ cicatrices were detected, which
means that myocardial infarction was not diag-
nosed during the life-time. These data not only con-
firm the importance of timely, early IHD diagnosis
and awareness of physicians about its risk factors
detection and prevention but also testify to signifi-
cance of development of health literacy in the pa-
tients at a high risk for IHD and sudden death, of
first aid training for patients and on-time health en-
counter.

Combination of multiple RF is not only signifi-
cant in regard to fatal outcomes prognosis but was
also noted to determine their high probability in
years to come. So, among people with RF who have
died of IHD undiagnosed during life-time for all
10-year follow-up, during the first 5 years of fol-
low-up mortality rate was 28.8% in people with
1-2 RFand 41.6% in those with 3 RF and more. At
that obliterating atherosclerosis according to au-
topsy data was found in 53.4% of those with 1-2
RF and in 100% of those who had 3 or more RF.

These associations demonstrate prognostic value
of RF in prediction of death risk from IHD. This is tra-
ditionally used in population-based prospective
studies (observational or experimental prevention
ones) and, at the present time, - within wide-scale
preventive examinations in the process of periodic
health examination of adult population [17].

Effects of long-term IHD multifactor primary
prevention on CVD mortality was only demon-
strated in the long-term follow-up of 10 years and
more [6], it was more evident at multiple RF. Thus,
the people with 3 RF and more of the group of ac-
tive prevention decreased CVD mortality rate by
55.3% as compared to the routine follow-up
group, those with 2 RF — by 40%. At that in a long-
term perspective combination of 3 RF and more in-
creased all-cause mortality by 5 times, risk of CVD
death — by 6 times, myocardial infarction risk — by
8 times and risk of stroke — by 10 times as com-
pared to the absence of RF. Multifactor prevention
confirmed importance and actuality of high risk
strategy in reducing risk not only of CVD death but
also of all-cause mortality.

15,4% (1nu NoYTW B NONOBMHE Clly4aeB pyOLIOBbIX M3Me-
HEeHWNN) 0OHapyXKeHbl «Hemble» pybLibl, T.e., NepeHeCceHHbI
NHMAPKT MUOKapAa NP XXM3HU He Dbl AMarHOCTUPOBAH.
OTMeYeHHble HabnaeHNs NOATBEPXKAAIOT BaXHOCTb He
TOfIbKO CBOEBPEMEHHOM paHHen anarHocTukm NBC 1 Bpa-
4eOHOW HaCTOPOXEHHOCTW MO BbIBIEHWMIO PUCKa ee pas-
BUTNA U NPOMPUNAKTUKM, HO U CBUOETENbCTBYIOT O BaXHO-
TV POPMUPOBAHNA MEANLMHCKON FPaMOTHOCTW NaLMeH-
TOB C BbICOKMM puckoM MBC 1 BHe3anHowm cmepTu, obyye-
HWS NauMeHTOB MeToAaM AOBpa4ebHOM NOMOLWM NpKU OCT-
PbIX CUTyaUMsX N CBOEBPeMEHHOMY obpallleHnio 3a Bpa-
4ebHOWM NoMoLLbIO.

OTMeYEeHO, 4YTO Co4YeTaHMe MHOXeCTBeHHbIx OP He
TOJNTbKO BbICOKO 3Ha41MO B OTHOLLUEHUW NPOrHo3a gatasb-
HbIX MCXOO0B, HO 1 ONpeAenseT BblCOKYI BEPOATHOCTb MX
BO3HWKHOBEHWs B Onukanwme rogbl. Tak, U3 4ymcna nuuy, c
OP 6e3 gurarHo3sa VBC, ymepLumx oT 3Toro 3abonesaHus 3a
Bce 10 net HabnogeHvs, B nepBble 5 NeT cpeam N1, MMeB-
wnx 1-2 OP, ymepnn 28,8%, nmeswmx 3 OP n bonee —
41,6%, npudem y nuu, ymepwmx ot MbC B nepBble 5 et
1 MeBLLUMX 1-2 DOP, CTeHO3MPYIOLLIMI aTepOoCKepO3 BbISBAEH
Ha ayToncmun y 53,4%, a y umeswunx 3 OP 1 Gonee -y
100%.

[Nony4eHHble accoLmaLym No3BoNfoT NPOAEMOHCTPUPOBATL
NPOrHOCTNYECKYIO 3HAYNMMOCTb DP B OTHOLLEHMM pUCKa CMep-
T oT VIBC, 4TO TPAAMUMOHHO MPUMEHSAETCS B MOMNYNALMOHHbIX
NPOCNEKTUBHbBIX MCCeAoBaHNAX (HabmodaTeNnbHbIX UK 3KC-
NepUMEHTabHbIX MPOMUNAKTUYECKMX), @ B HACTOSLLEE BPEMS]
~ N B paMKax MaccoBbIx MPodUIakTU4ecknx 0b6cnefoBaHN Ha-
CefleHns B Xofe AMCrnaHcepusaLmm B3pOC/IOro HaceneHus
[17].

D¢pPekTUBHOCTb JONTOCPOYHOU MEPBUYHOM MHOIO-
¢akTopHo npopunakTuku MBC B OTHOLLEHUU CMEPTHOCTU
ot CC3 Oblfla oTMeYeHa TONbKO MPW MPOAONXKNTENIBHOM Ha-
ononeHun, anutensHocTbio 10 net 1 bonee [6], 1 Obina Han-
Donee BbipaxkeHa Npu MHoXecTBeHHbIX OP. Tak, B rpynne ak-
TUBHOW NPOMUNAKTVKIA MO CPAaBHEHWIO C OOLLENPUHATLIM Ha-
onogeHnem y nuu, ¢ 3 OP 1 bonee Habnoganocb CHUXeHWe
cmepTHocTn oT CC3 Ha 55,3%, npu 2 OP — Ha 40%. MNMpuryem
B [ONrOCPOYHOM NepcrekTvee Hannyve 3 OP 1 Gonee No cpaBHe-
HMIO C X OTCYTCTBMEM YBEIMHMBAIIO PUCK CMEPTU OT BCEX MPU-
YMH B 5 pas, prck cMeptn oT CC3 — B 6 pas, PUCK MHMAPKTa M1O-
KapZa — B 8 pas, pvck uHcynsra — B 10 pas. MNMpodunaktmnye-
CKOe MHOTO(AKTOPHOE BMELLIATENBCTBO MOATBEPAMIIO BaXKHOCTb,
MPUOPUTETHOCTb U PEANTMCTUHHOCTb CTPATEMMI BICOKOTO PUC-
Ka B CHUXEHUM pUCKa CMepTK He Tonbko oT CC3, HO 1 OT BCex
MPUHH.

Takm 0bpa3oM, Kak yke yKa3blBanoch paHee, B MporpaMmMe
MHOro(akTopHOM NPOMUNAKTUKI fOKa3aHa HenocpeaCcTBeH-
Had 1 oThaneHHas 3PPEeKTMBHOCTb aKTUBHOMO MHOMO(aKTop-
HOro NPOMUIaKTNYECKOrO BMELLATENbCTBA B OTHOLLEHWW [O-
CTOBEPHOIO CHMXeHMs cymmapHoro CC purcka. Nony4eHo Ha-
y4Hoe noaTeepxaeHue koHuenumn o ®P CC3 1 BaxKHOCTb CTpa-
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So, as mentioned before, the program of multi-
factor prevention has proved direct and long-term
efficacy of active multifactor preventive measures in
respect of significant reduction of total cardiovas-
cular risk. Scientific confirmation of cardiovascular
RF conception has been received, along with the
importance of stratification of population based on
risk levels for personalization of preventive meas-
ures. This is already being implemented in the peri-
odic health examination of adult population [17].

Conclusion

Thus, the study has proved validity and actuality of
multifactor conception of atherosclerosis-mediated
CVD as the basis for development of effective strategy
of these diseases prevention, including one in pri-
mary medical care settings. Data received in long-
term prospective follow-up and under preventive
measures make the basis for such conclusions. Pre-
ventive measures as compared to routine medical fol-
low-up allowed significantly to decrease levels of the
major risk factors and to reduce total CVD risk by
38.1%. Implementation of high risk strategy into
practice of primary medical care within the frame-
work of periodic health examination of adult popu-
lation is well-timed and important; estimation of the
total cardiovascular risk is included in routine practice
for development of personalized preventive pro-
grams. Comparative analysis of actual realization of
cardiovascular risk assessed by the SCORE chart has
demonstrated that in the middle-aged men popula-
tion predicted 10-year cardiovascular risk can already
be implemented in the first 5 years in the absence of
preventive measures and that actual 10-year death
risk in men of middle age exceeds expected one. Ac-
tive primary IHD prevention allows to reduce death
risk at initial high cardiovascular risk (5-9% by the
SCORE chart) by 36.9% and at initial very high risk
(>10% by the SCORE chart) — by 43.4%. We have
demonstrated the correlation of conventional risk
factors (behavioral, biological) and their combina-
tions with the extent of coronary atherosclerosis
based on the data obtained from the autopsy reports
of people who have died of IHD undiagnosed during
life-time (according to screening data): obliterating
coronary atherosclerosis (stenosis >70%) was re-
vealed in 64.6%, 50-70% stenosis — in 30.8% of
the cases. At that a trend was noted: coronary arter-
ies stenosis of multiple localization was more frequent
in people with combination of 3 and more RF than
in those with solitary RF.

TUUKALMM NMONYNALMN MO YPOBHAM prcka Ans MHAMBUAYa-
nm3aummn NpounakTUYecknx Mep, YTO yxe BHedpseTcs B
A/CNaHcep13aLmIio B3pOCIOro HaceneH s B HacToslLLiee BPeMs
[17].

3aknoyeHue

Taknm obpa3oM, NMpoBeAeHHOe McciiefoBaHue nog-
TBEPAMIIO NPAaBOMEPHOCTb M aKTyallbHOCTb MHOrO(aKTop-
How koHuenuumn CC3, 0bycNoBIeHHbIX aTepPOCKIEPO30M, Kak
OCHOBbI (hOPMMPOBaHUA IPPEKTUBHOW CTpaTerMm Npo-
brnakTnkKM 3Tnx 3aboneBaHUi, B TOM YMCIE U B y4pexae-
HNAX NePBUYHOWN MeANKO-CaHUTapHoW nomoLn. OCHoBa-
HMWEM AN NOAYYEHHbIX 3aKIOYEHUI Cy>XKaT AaHHble, NO-
Ny4yeHHble B X04e ONUTEeNIbHOIO NMPOCMNeKTUBHOMO Habso-
OeHVA 1 NpodmnnakTM4eckoro BMellatensCcTea. o cpaBHe-
HWIO C OObIYHBIM MeaNLMHCKUM HabnogeHneMm, npodu-
NaKTMYyeckoe BMeLLaTelbCTBO NO3BOSIMIO AOCTOBEPHO CHU-
3UTb YPOBHWM OCHOBHbIX (hakTOPOB PUCKA U CHU3UTb CyM-
MapHbIN puck cmepty oT CC3 Ha 38,1%. TakTuka BHeape-
HWA CTpaTeruy BbICOKOTO PUCKa B NMPAaKTUKY NEPBUYHOIO 3Be-
Ha 34paBOOXPaHeHMs B paMKax AMcnaHcepmsaLmm B3poc-
JIOro HaceneHNs ABMAETCS akTyanbHOW 1 CBOEBPEMEHHOW —
oLeHKa CYMMapHOro cepae4Ho-COCYAMCTOrO p1cKa BKIToYe-
Ha B PYTUHHYIO NPaKTUKYy AN GOPMUPOBaAHNA MHOMBUIY -
anbHbIX NpodurnakTuyecknx nporpamm. CpaBHUTENbHbIN
aHanm3 akTM4eckom peanmsaumm CyMMapHoOro Cepae4Ho-
COCyanCTOro pucka, oueHeHHoro no wkane SCORE, noka-
3af, 4TO B MY>XCKOM MonynaumMm cpeHero Bo3pacra dak-
TUYECKN NPOrHo3npyeMbl Ha 10 NeT cepaeYHO-COCYANCTbIV
prck 6e3 NpoduUNakTUYeCcKoro BMeLlaTenbCTBa MOXeT ObITb
KONMYeCTBEHHO peann3oBaH yXe B nepsble 5 neT, a dak-
TMyeckmnn 10-NeTHUIM PUCK CMEePTU MY>XHMH CPefiHero Bo3-
pacTa NpeBblaEeT pacyeTHbIN PUCK. AKTMBHAA NepBUYHaS
npodunakTnka MbC no3Bonser CHU3UTb PUCK NPU UCXOL -
HO BblCOKOM pucke (5-9% no wkane SCORE) Ha 36,9%,
O4eHb BbICOKOM (>10%) — Ha 43,4%. Noka3aHa CBA3b Tpa-
OULMOHHbBIX (DAaKTOPOB pucka (NoBeaeHYeCckunx, bronoru-
4eCKMX) U MX COYETAaHUIN C BbIPAaXXEHHOCTbIO KOPOHAPHOTO
aTepocknepo3a no AaHHbIM ayToncum ymepmx ot MBC 6e3
3TOro AMarHo3sa npu XusHW (Mo AaHHbIM CKPUHKWHTA): B
64,6% O0DOHapyxXeH CTeHO3MPYIOLLMIA aTePOCKIepo3 KOpo-
HapHbIx apTepuit (bonee 70%), y 30,8% cyxeHne Kopo-
HapHbIX apTepuin coctasunno 50-70%, npu4em, oTMedeHa
TEeHAEHUNA: CTEHO3 KOPOHAPHbIX apTePUN MHOXECTBEHHOMN
nokanmsaumnm Yalle BCTpeYaeTcs npu coyeTaHum 3 1 bonee
®P, yeM npu egUHNYHBIX OP.
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