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PRIMARY PREVENTION OF MYOCARDIAL INFARCTION
IN MIDDLE-AGED MALES (15-YEAR FOLLOW-UP):
CLINICAL AND ECONOMIC ASPECTS OF THE PROBLEM

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

Aim. To estimate incidence rate of first myocardial infarction (MI) with different outcomes and factors, it is influenced by, depending on the intensity of preventive measures in a population
of middle-aged men during 15-year follow-up; to evaluate economic efficiency of primary medical prevention.

Material and methods. Two populations of middle-aged men with a total of 6656 males (3488 men - the group of active prevention and 3168 - the group of comparison) were followed
up over 15 years.

Results. The group of active prevention revealed 22.1% reduced Ml incidence rate during 5-year follow-up as compared to the second group, fatal Ml incidence rate was 42.4% lower, p<0.05.
Mortality rate in new cases of Ml was 35.8% in the group of active prevention and 48.5% - at routine treatment (p<0.05). The group of active prevention continued to have 17.9% reduced
Ml incidence rate during the 10-year follow-up as compared to the group of routine management (p>0.05), while patients with clinical signs of ischemic heart disease (IHD) and no history
of previous Ml kept significant distinctions in first Ml incidence rate (41% less in the first group, p<0.05). First Ml incidence for the 10-year period was the least at risk factors (RF) absence
and twice higher even at single RF presence. Combination of RF caused 4-5 fold increase in risk for M. Life status of 81.3% of the enrolled men (5410 of 6656) followed over 15 years was
received along with the monitoring of prognosis.

Such indices as “life years saved” (LYS) and “quality-adjusted life years saved” (QALYS) for 1000 persons in the active prevention group were 53 and 51 years, respectively during the 5-year
follow-up, 147 and 143 years — during the 10-year follow-up. In the long-term actual expenses for 1 LYS were 3.4-fold less than annual gross domestic product (GDP) value, at that charges
for primary prevention — 4-fold less, which has been for the first time demonstrated using factual data and not mathematic modeling usually used in scientific literature.

Conclusion. The long-term prospective follow-up has demonstrated that the risk of first MI can be reduced by means of active and systematic prevention. Cost-effectiveness of primary pre-
vention, including the one of M, has been conclusively showed. The results allowed to validate the reasonability of active multifactorial prevention in the settings of primary healthcare, which
makes it possible to define scientific-based recommendations for real practice.

Key words: primary prevention, myocardial infarction, risk factors, primary healthcare, life years saved, quality-adjusted life years saved, cost-effectiveness of medical prevention.
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MepBuyHas npodunakTrka MHdapKTa MMOKapAa y MyXX4uH cpefiHero Bo3pacra (15-neTHee HabnoaeHVe): KNMHUKO-3KOHOMUYECKMe acneKTbl Npobnembl
AM. Kannnunta*, A.B. KoHueBsas
[ocynapCTBEHHBIN Hay4HO-MCCNeAoBaTeNbCKMIA LEHTP NpodunakTuyeckon MeguumHel. 101990, Mockea, Metposepurckun nep., 10

Llenb. 3y4unTb B My>XCKOV NONynAaLmm CPeaHero Bo3pacta B Xofe NATHaALaTUAETHero npocnekTMBHOMO NPOMUAaKTU4ECKOro MCCNefoBaHA YacToTy Pa3BUTUS NePBOro MHAapKTa M1oKap-
1a (IM) ¢ pa3HbiMU 1cxozamm 1 hakTopsl, Ha Hee BAVSIOLLME, B 3aBUCUMOCTY OT aKTUBHOCTU MPOMMAAKTYECKMX MEPONPUATUN; OLEHUTL Mepbl NEPBUHHON MeAMLIMHCKON NPOdUaaKTU-
KM C NO3WLMW SKOHOMMYECKOW LienecoobpasHocTu.

Martepuan u metofibl. Ha nonynaumm Myx4uH CpefiHero Bo3pacra B paMkax MHOTONIETHErO MPOMUIaKTUHECKOro KOHTPONMPYEMOTO UCCNe0BaHVA NPOBEAEHO V3yHeHVe YacToTbl Pa3Bu-
VIS NEPBOro MH(APKTa MUOKapAa ¥ GakTopoB, Ha HEro BAMSIOLLMX, B 3aBUCYMOCTY OT aKTVBHOCTI NMPOdKNaKTU4eckoro BMeLLaTenbcra. OBLLMI cpok HabniofeHus coctaBmn 15 ner, unc-
NIEHHOCTb NOMYAALMM IBYX rpynn — 6656 Yen (B rpynne akTMBHOM NPOGUNakTuki — 3488 Yesnosek, 8 rpynne cpasHeHUs — 3168 yenosek).

Pe3ynbraTbl. Yactota pa3suTiis IM 3a 5 net Ha hoHe akTUBHOM MHOrO(aKTOpHO NpodurnakTviki Gbina Ha 22,1% Hie, Hactota IM co cMepTenibHbIM MCX0A0M — Hiike Ha 42,4%, p<0,05.
BaXHO OTMETUTb, YTO NETaNbHOCTL HOBbIX Cy4aes IM npu akT1BHOM MHOrOhaKTOpHOM NpodmnakTvike coctasuna 35,8%, a npu obuienprHaTom nedeqnn — 48,5% (p<0,05). B Tedermre
10 net yactota UM coxpaHsnacs Ha 17,9% Hixe, Yem npu obuienprHatom HabnioaeHuu (p>0,05), npuryem CoXpaHAnmcs JOCTOBEPHbIE Pa3nvHvs MeXy rpynnaMu no Yactote nepeoro
M (Ha 41%, p<0,05) y 6obHBIX C KNMHUYECKMMM MPOSBAEHMAMM UlieMuyeckor Gonesti cepaua (MBC) 6e3 VIM B aHamHese. Yactota nepsoro VM 3a 10 et Gbinia HanMeHbLuei npu
oTCyTCTBUM (hakTopoB pricka (DP) 1 BABOE BbiLLe Aaxe NPU HanU4UK eanHuHbIX OP. CodetaHie OP nobiwano prck VIM B 4-5 pa3. Ha npotsikeHun 15 net HabniofeHUs yaanoc MoHu-
TOPMPOBATH MPOTHO3 1 MONY4MTL MHDOPMALMIO O XIM3HEHHOM CTaTyce y 81,3% NuLL, BKIIoYeHHbIX B nporpammy (5410 yen. 13 6656 yen.).

MokazaTeny coxpaHeHHbIX NeT k13HU (LYS) 1 coxpaHeHHbIX NeT kaqecTBeHHo xm3Hi (QALYS) B pe3ynktate akTMBHOM MHOTOMAKTOPHOM NPOMUNAKTUKY B TeYeHIe 5 neT cocTasmm Ha 1000
Yen. 53 1 51 rog, COOTBETCTBEHHO, B TeveHune 10 net — 147 1 143 ropa. Mpw 3ToM hakTu4eckye 3aTpaThbl Ha 1 LYS B LOArOCpO4HOM NepcnekT1Be oka3annch B 3,4 pas3a MeHbLLe BeNMYUHbI
rogosoro BB, 3aTpaTbl Ha NepBUYHYIO NPOMUNAKTIKY — B 4 pa3a HUXe, YTO BNepBble NPOAEMOHCTPUPOBAHO Ha (DaKTUHECKMX aHHbIX, @ He METOAOM MaTeMaTM4eckoro MOL4eNpoBaHKA,
470 0ObIYHO NPaKTVIKYETCS B Hay4YHOW NTepaType.

3aknioueHue. Npy AnnTensHOM NPOCNeKTVBHOM HabMIoAEHUM MOKa3aHO, YTO Mepamit MHOTO(aKTOPHOM aKTUBHOW 1 CUCTEMATHeCKo NPOMUNaKTUKA MOXHO CHU3WTb PYCK Pa3BITUA Nep-
Boro /IM. YoeauTensHo NpoaeMoHCTpUpoBaHa 3KOHOMMYeCKas LIenecoobpasHoCTb NepBUYHON NpohUNaKTV KL, BKNIOYAIOLLEN v NepBrYHYI0 NpohmnakTky M. PeaynsTatsl no3sonmim 0b-
0CHOBATb L|eNecoobpasHOCTb OPraHM3aLMOHHON MOAENN aKTVBHOM MHOrO(hAKTOPHOW NPOGUNaKTVKLA B NEPBUYHON MeLVKO-CaHUTaPHOW NOMOLLM 1 e TEXHONMOM4YeCKoe HanoHeHe, H4To
[laeT OCHOBaHMe N (POPMYNMPOBaHIS Hay4HO-0DOCHOBAHHbIX PEKOMEHAALMIA ANst PanbHOM NPaKTUKK.

KnioyeBble cioBa: nepsryHas NpodunakTika, MHdapKT M1okapaa, GakTopsl prcka, OpraHU3aLvoHHas MOAENb, NePBUYHAA MeAVIKO-CaHUTapHas MOMOLLb, COXPaHEHHbIe rofbl XU3HW, CO-
XPaHEHHbIE rOfbl Ka4eCTBEHHOW XW3HM, 3KOHOMMUYECKas LIenecoobpasHOCTb MeAVLMHCKON NPOhUNakTUKL.
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Russian population mortality has tended do de-
crease from the middle of the first decade of the
present century partly owing to the reduction in
preventable mortality among other reasons [1]. At
the same time the dynamics of preventable mortal-
ity was revealed to differ in various age groups and
depending on distinct death causes. Despite a trend
to mortality decrease, share of preventable death
causes among men and women keeps to be 55.8%
and 52.5%, respectively, according to 2011 year
data. Diseases determined by lifestyle, generally de-
pendent on primary prevention, were shown to
contribute significantly to this share, at that inci-
dence rate of such diseases was higher in men
(43.7%) than in women (34.5%) [2].

Rates of premature mortality due to cardiovascu-
lar diseases (CVD) in Russia remain high, at that men
of working age die of these diseases 4.7 -times more
often than women of the same age [3,4]. Structure
of cardiovascular mortality determined by athero-
sclerotic vascular lesions has gender distinctions:
mortality of ischemic heart disease (IHD) is 7.2-
times higher and mortality of cerebrovascular dis-
eases is 3.4-times higher in men than in women [5].

Prevention of CVD associated with atheroscle-
rosis, in particular, primary prevention is undoubt-
edly one of the most important strategic
approaches to reduction of cardiovascular morbid-
ity. Role of a doctor of primary health care in CVD
risk reduction is also indisputable. Along with the
drug treatment such non-pharmacological strate-
gies as preventive consulting, training on the basic
principles of rational nutrition for the patients with
CVD risk factors (RF), improvement of behavioral
habits, reduction of RF associated with lifestyle are
of value. Thus, according to the results of the in-
quiry of primary medical care doctors, which in par-
ticular took place in Krasnoyarsk Territory, general
practitioners (GPs) believed in importance and ne-
cessity of primary myocardial infarction (Ml) pre-
vention as they thought that in a half of Ml cases it
was possible to prevent its disabling after-effects
and lethal outcome, they were also sure that ma-
jority of factors influencing possibility of Ml after-
effects are controllable and may be classified as
lifestyle factors or such indices as well-timed refer-
ence to doctor [6].

As inquiries had shown, GP's recommendations
in out-patient clinic (preventive consulting) prevailed
among other preventive interventions, at the present
day this is extensively being put into a real practice of
primary healthcare in our country [7]. It must be
noted that GP's professional knowledge is insuffi-
cient for routine preventive work in high cardiovas-

C cepeVHbl NEPBOrO AECATUNETUSA HbIHELLHErO CTONETMSA OT-
MEYaeTCa CHMXEHVE CMEPTHOCTM POCCUMNCKOTO HaceneHms,
npYyYeM OTMEHEHO, HYTO 3TO CHIKEHWE MPONCXOAMT U BCeACTBMe
npenoTBpaTMMon fonm cMepTHocTK [1]. B TO XXe Bpems oTme-
4aeTcsl, 4TO AMHAMMKa NPefoTBPaTUMOM CMEPTHOCTV HeoaM-
HaKOBa B Pa3HbIX BO3PACTHbIX MPyMMnax 1 OT pasHbIX rpynn npu-
4yuMH. OTMeYyeHOo, 4TO Hdaxe Ha (OHe TpeHAa K CHUXKEHWIO
CMEPTHOCTV A0S NPeAOTBPATUMBIX MPUHH CMEPTV MO AaHHbIM
2011 . cpem My>HMH NPoOOoSIKaeT cocTaBnaTb 55,8%, cpe-
OV KeHWWH — 52,5%. [pn 3TOM OCHOBHOW BKJ1a[, BHOCAT 3a-
OoneBaHWs, 0bYCNoBNeHHbIe 06PAa3OM XU3H, 3aBUCSLLIME B OC-
HOBHOM OT Mep NePBUYHOM NPODUNAKTUKIA, NMPUYEM A0S 3TUX
3aboneBaHWI GonbLLie Cpeam MyxHUH (43,7 %), Yem cpeam xeH-
wmH (34,5%) [2].

MpOAONXKaloT OCTaBaTbCs Ha BbICOKOM YPOBHE POCCUMCKIME
nokasatenu npexaeBpemMeHHOM CMEePTHOCTM OT OonesHen
cncTeMbl KpoBoobpatleHns (BCK), My>4mHbI Tpya0Cnocob -
HOrO BO3pacTa yMUPAIOT OT 3TUX 3aboneBaHni B 4,7 pasa Hallle,
4eM XeHUIMHbI, 0COOEHHO B TPYLOCMOCODOHbIX BO3pacTax
[3.,4]. CTpyKTypa CMepTHOCTW OT CepedHO-COCYAMUCTbIX 3a-
bonesaHum (CC3), pa3BMBaIOLLMXCS BCeACTBME aTepockiie-
POTUYECKMX COCYAMUCTbIX MOPAXKEHWI, UMEET reHAepHble pas-
N4 — CMEPTHOCTb OT MLliemMundeckon bonesHn cepaua (MBC)
BbILLE Y MY>X4MH, YEM Y XXEHLLUWH B 7,2 pa3a, B TO BPeMs Kak
CMEPTHOCTb OT LiepebpoBaCKyPHbIX 3aboneBaHN Bbille B 3,4
pasa [5].

He BbI3blBaeT COMHeHUs, 4To npodurnaktnka CC3, ob-
YCIIOBMIEHHbIX aTepOCKNepo30M, B HaCTHOCTU, MepBUYHAS
npodunakTnKa, ABASETCS HEOCMOPUMbIM CTPATEMMYECKUM
HanpaBieHMeM CHUXEHWA MOTePb 340POBbSA M3-3a 3TUX 3a-
OoneBaHu. Takxxe OeCCNOPHO, YTO MMEHHO PONb Bpaya
NePBUYHOIO 3BEHa ABNAETCA KNIOYEBOW B CHUXeHMM prcka CC3
— KaK C MOMOLLbIO MeAMKAMEHTO3HbIX Mep, Tak M MNyTeMm
NPOMUNAKTNHECKOTO KOHCYNETUPOBaHMS, ODy4eHMs NaLMeHTOB
¢ chakTopamu pucka (PP), B HaCTHOCTU, C BBICOKMM Ceppiey-
HO-cocyancTbiM (CC) pUCKOM OCHOBAM PaLIMOHANbHOIO M-
TaHWs!, 0300POBMIEHNS MOBEAEHYECKMX NMPUBbIYEK U CHUXKE-
HUs OP, cBA3aHHbIX C 06Pa30M XU3HU. Pe3ynbTaThbl ONPOCOB
Bpayen NepBMYHOIo 3BeHa, NPOBOAMBLUMXCA, B YaCTHOCTU, B
KpacHosipckom Kpae, nokasanu, YTo Bpayu yBEPEHbl B BaX-
HOCTW 1 HEODXOAMMOCTU NEPBUNHHOM NPOPUNAKTVKM MHGaPKTa
Muokapaa (M), T.k. cauTaloT, 4To 6onee 4eM B NMOMOBUHE Cry-
vaeB VMM MOoXHO Obifio Obl MpeoTBpaTUTL ero MHBANMAM3N -
pytoLLVe NOCNeACTBUSA U NeTanbHbIA 1Ucxom, npuyem GonbLuas
4acTb PaKTOPOB, BANSIOLLMX Ha NOTepto 340poBba Npu VM,
SIBNSAETCA YNPaBASeMON 1 OTHOCUTCS K hakTopam obpasa XXu3-
HU, a TakoKe K TaKUM eTePMUHAHTaM, Kak CBOEBpeMeHHoe 00-
palleHve K Bpady [6].Onpockl nokasanu, 4To cpefn Mep npo-
PUNaKTVKN NPerMYyLLECTBO OTAAETCA pekOMeHLAUNAM y4a-
CTKOBOIO TepanesTa B MonukauvHuke (npodunakivyeckoe
KOHCYNETMPOBAHWE), YTO B HACTOsLLEE BPEMS aKTMBHO BHEL -
PAETCS B peanibHyo NPaKT1Ky NePBUYHON MeAMKO-CaHUTap-
Ho nomoum (MMCIT) B Hawewn cTpaHe [7]. CnedyeT nog-
YepKHYTb, Y4TO ANs NJaHOMEPHOW MOBCeAHEBHOM Mpodu-

PauynoHansHas ®apmakotepanns B Kapanonorum 2014,10(2)

135



Primary prevention of myocardial infarction in middle-aged men
[TepBuyHas nPoOGhunaKTNka NHEaPKTa MUOKapAa y MyX4nH CDEAHEr0 BO3pacta

cular risk patients. Doctors must have evidence-
based facts about efficacy of recommen- dations
they give and attempt to consult their patients on
the basis of current standards of effective consult-
ing [8]. In this context the following questions are of
great importance: does such consulting influence Ml
risk and life prognosis and how evident this influ-
ence is? In what terms this effect may become ap-
parent and what kind of mode for consulting
patients at high cardiovascular risk must be chosen?

CVD are associated with significant economic
disbenefit due to both healthcare system expenses
and loss in economy as a whole [9]. Prevention of
CVD acute forms, in particular, Ml by means of RF
correction was proved to be effective and econom-
ically reasonable [10]. It is important to note that
the results of research and practice trials that have
demonstrated the return on investment in CVD pre-
vention, including the primary one, may be signifi-
cant argument for wide implementation of
preventive measures in real practice as it has hap-
pened in Western countries with preventive pro-
grams at work places [11].

Aim of the study: in 15-year prospective study
to estimate first Ml incidence rate with different out-
comes and factors influencing it depending on the
activity of preventive interventions in middle-aged
men; to evaluate cost-effectiveness of primary pre-
vention measures.

Material and methods

The study was based on repeatedly published re-
sults of the "Coronary heart disease multifactorial
prevention” trial [12,13], dealt with a population of
middle-aged men (40-59 years old at the beginning
of the study), resident at the area of medical care of
two out-patient clinics (full-design study). One of
these out-patient clinics was used as a clinic of mul-
tifactorial preventive care and the other one - as a
clinic of comparison. The program of multifactorial
prevention comprised active treatment of all patients
with diagnosed IHD and arterial hypertension as well
as active correction of such RF as improper feeding,
overweight, dyslipidemia, smoking, low physical ac-
tivity. Table 1 presents criteria of the estimated RF.

The values less than corresponding indicators pre-
sented in Table 1, were taken as target levels of RF.

The main nonmedical method of RF correction
was detailed, as a rule personal, preventive con-
sulting, which was repeatedly performed in accor-
dance with revealed diseases and RF Group
preventive consulting was performed by a psychol-
ogist in subgroups of smokers and was further fol-
lowed up during personal consulting by doctors of

nakTM4yeckor paboTbl ¢ naumeHTamm Bbicokoro CC pucka
TOMBKO NPOdeCcCMOHabHbIX 3HaHNI Bpada He[oCTaTo4HO. He-
06X0MMO, YTOObI BpayL ObIN BOOPYXKEHbI JOKa3aTeNbHbI -
MU PakTaMm 3PPEKTUBHOCTM Ha3HAYaeMbIX NaLeHTaM pe-
KOMeHAaLMIA, Obinv yBEPeHb! B pe3ynsraTe U CTPeMUINCG NPO-
BOAMNTb MPOMUNIAKTUHECKOE KOHCYNETUPOBaHME Ha OCHOBE CO-
BpeMeHHbIX TpeboBaHNM K 3 HEKTUBHOMY KOHCYNETUPOBA-
Huto [8]. B CBSI3W C 3TMM Hamboree CNoXHbIM ABMAETCS MO-
Jly4eHre OTBETOB Ha BOMPOChI: BIINAET JIN Takoe KOHCYNLTA-
poBaHuVe Ha puck pa3BuTma M 1 nporHo3 Xm3Hn? B kakon
CTeMNeHU BbIpaXeHo 3TO BNMaHMe? B Kakne CpoKmM OHO MOXeT
NPOSBUTLCA, M KAaKoBa IOMXHa ObiTh cxema (pexiim) npose-
OEeHVA TaKMX KOHCYNbTaLMM Cpeam NaLmeHToB C BbICOKM CC
pUCKOM?

BCK accoummpoBaHbl CO 3HaYNTENBHBIM 3KOHOMUYECKMM
yLLLEPOOM, KOTOPbIM ONPEAENseTcs Kak 3aTpataMm CUCTeMbl 34pa-
BOOXpaHeHus, Tak U NOTepsiMM B SKOHOMYIKe B LiesioM [9]. B Ha-
YYHOW NINTepaType MMELOTCS [OKa3aTeNbCTBa, YTO Npodmnak-
TrKa ocTpbix hopM BCK, B yacTHoCTM IM, 3a CcHeT KoppeKLmmn
DP MoxeT ObITb 3PhEKTUBHA 1 SKOHOMUYECKM Lienecoobpas-
Ha [10]. BaxXHO OTMETUTb, YTO pe3yfbraTbl HAy4HO-MPakKTUYe-
CKMX 1CCNefoBaHNM, AEMOHCTPUPOBABLUMX BO3BPaT MHBe-
cTnumm B npodurnaktiky bCK, B TOM Ymcie 1 nepBuYHYyto, Mo-
YT CIY>XXMUTb 3HAYNMbIM aPryMEHTOM A1 LUMPOKOIo BHeApe-
HMA NPOMUNAKTNYECKX Mep, KaK 3TO MPOM30LLIIO, Hanpumep,
C NporpaMMamMm NPoUNakTNKK Ha paboymx MecTax B 3anap-
HbIX cTpaHax [11].

Lenb nccnegoBaHns: 1M3y4nTb B MY>XXCKOW NONyNsaumm
cpefHero Bo3pacra B xofe NATHaAUaTWNeTHero npocnek-
TVIBHOIO NPOMUIaKTUYEeCKOro NCCNefoBaHMA 4acToTy pas-
BUTWS nepeoro MM ¢ pasHbiMU McxodamMuy 1 akTopbl, Ha Hee
BAMAIOWME, B 3aBUCUMOCTU OT aKTMBHOCTV NPOPUNAKTU-
YeCKMX MepOonpUATUN; OLLEHUTb Mepbl NePBUYHON Meau-
LMHCKOW NPOPUAAKTMKM C MO3NLUM SKOHOMUYECKOW Liene-
coobpa3HoCTU.

MaTepunan u meToabl

M3y4eHre npoBefdeHO MO pesynbraTtaM NUCCnefoBaHng
«MHoroakTopHas npodunakTnka NLeMmyeckom onesHm
cepaua», pesynbraTbl KOTOPOro HEOLHOKPATHO NybNMKoBa-
nnck [12,13], Ha NoNynaummM My>xx4uH cpefHero sospacta (40-
59 fleT Ha Havano UCCef0BaHNS), MPOXMUBAIOLLMX Ha Tep-
pUTOPUIN 0BCIYXMBAHUA 2-X NOANKIMHWK (CNAOLIHOE 1C-
cnepoBaHue). OfHa NONMKINHMKA Oblna NOAMKIMHNKON aK-
TMBHOIO NPOPUIAKTNYECKOrO MHOTOMAaKTOPHOro BMella-
TenbCTBa, BTOPas — NOMVKIIMHKKA CpaBHeHWA. [podunak-
TVYeCcKoe BMeLLaTeNbCTBO BKJIKOYaNO akTMBHOE fleyeHue
BCex OonbHbIX C BbigBNeHHoW NBC, apTepuanbHOM runep-
ToHMen (Al) 1 akTnBHylo Koppekumio P (HepauoHanbHoe
NUTaHUe, CHUXEHME N3DbITOYHOW MacChl Tena, KOppekLms
ONCINNONPOTEMAEMUM, OKa3aHWe MeAMLMHCKOM MOMOLLM MO
0TKa3y OT KYPeHWs, KOHCYNETUPOBaHME NP HU3KOW U3N-
4eCKOW akTUBHOCTI). KpnTepunm nsydaembix hakTopos prc-
Ka npenctaBneHbl B Tabn. 1.
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Table 1. Criteria of assessed risk factors
Tabnuua 1. Kputepmm nsydaemblix pakTopoB pucka

Risk factor / ®akrop pucka ~ Criterion / Kputepwmii

SBP>160 mm Hg and /or
DBP>95 mm Hg
CAL>160 mwm pr.ct. n/vau
OAL>95 mwm pr.cT.

Arterial hypertension / AT

Obesity / OxupeHme Body mass index »>30.0 kg/m?
NHpekc maccel Tena 230,0 kr/m?

Hypercholesterolemia Total cholesterol 6.0 mmol/!I

[VnepxonectepuHemms and/or LDL-C >4.0 mmol/I
OXC>6 Mmonb/n v /mm XC
NNHN>4 mmonb/n

Low physical activity
Hu3kaa dvi3nyeckas

Fixed mode of work (sitting >5
hours) with non-active leisure time

aKTVBHOCTb CvpeHwe Ha pabore 5 11 bonee
4aCOB NPV HEAKTUBHOM J0Cyre
Smoking / KypeHue Daily smoking of one cigarette or

more / EXenHeBHOe BbIkypyBaHMe
1 curapeTsl 1 Gonee

SBP - systolic blood pressure, DBP — diastolic BP, LDL-C - low-density
lipoproteins cholesterol

CAL - cuctonuyeckoe aptepuanbHoe Aasnerue; AL - auactonuyeckoe ap-
TepuanbHoe fasnenue; OXC — obwmin xonectepud; XC JMHI - xonectepuH
NMNONPOTENAOB HI3KOV NAOTHOCTN

a medical prevention unit. Preventive consulting was
carried out in a close cooperation with general prac-
titioners who provided subsequent supportive con-
sulting. Active preventive intervention lasted for 5
years, further follow-up — for 15 years. This article
estimates results of the 5-, 10- and 15-year follow-
up of the two compared cohorts, in which we had
followed life status and verified all cases of death due
to CVD including MI by unified protocol. Data collec-
tion, both epidemiological indices and end points
(all-cause mortality, cases of MI), was carried out in
accordance with a strict protocol with standardiza-
tion of all methods of preventive examination
[12,13]. Each case of MI and death was evaluated
by a group of experts of advisory council of the re-
search using medical records and objective data in
accordance with WHO consensus diagnostic criteria
[14]. Ml incidence rate and mortality rate were cal-
culated by the amount of cases for 1000 man-year
(m/y) of follow-up in each population group.

For calculation of CVD medical prevention cost-ef-
fectiveness we used procedure described earlier [15].
All charges were calculated using post-hoc analysis in
accordance with 2008 year prices for 1000 men of
each group of follow-up (the group of active preven-
tion and the group of comparison). When calculating
economic loss due to CVD mortality including prema-
ture death from Ml, we used value of the gross do-
mestic product (GDP) in Russia in 2008. When
estimating such loss due to premature death from Mi

3a uenesble ypoBHY DP NpUHUMANMCh 3HAYEHNS MEHbLLIE CO-
OTBETCTBYIOLLMX MOKa3aTenen, NpeacTaBneHHbIX B Tabnuue 1.

OCHOBHbIM HeEMeVKaMeHTO3HbIM METOLOM KOPpPeKL M
OP 0ObIN0 yrnybneHHoe NpodunakTnyeckoe, B OCHOBHOM, UH-
OVBYAYaNbHOE, KOHCYNbTUPOBaHME, NPOBOAMBLLIEECH He-
O[JHOKPATHO B 3aBUCMMOCTI OT BbISIBIEHHbIX 3a00NeBaHnin
n ®P. TpynnoBoe nNpodurnakTnyeckoe KOHCYNbTUPOBaHME
ObINo NPOBeAEHO MCKXONOroM B MOArPYNAax KypALWMX U NMog-
Kpennsanocb B nocnefyowem npm MHOUBUOYaNIbHOM KOH-
CyNETUPOBAHNY Bpadamu oTaeneHuns MeguuMHCKOW Mnpo-
purnaktnkn. NMpodurnakTnyeckoe KOHCYNLTUPOBaHMe Mpo-
BOOMIOCh MPW TECHOM B3aUMOLEUCTBUM C Yy4aCTKOBbIMU
BpadaMun-TepaneBTaMmn, obecrnedrBalowMmn NOALEPXM-
BaloOLlee KOHCYNbTMPOBaHME. AKTVMBHOE BMeLLaTeNbCTBO
npoJonXanoch 5 net, nocnegyiollee HabnogeHve — B Teye-
HUWe 15 neT. B gaHHOM CTaTbe OUEHMBAETCH pe3ynbraT
naTu-, OecaTu- 1 NaTHaguaTuneTHero HabnoaeHUs OByx
CPaBHVBAEMbIX KOTOPT, B KOTOPbIX MPOCAEXeH XMU3HEHHbI
CTaTyc; BCe cnydam cMmepTtun ot CC3, Bkiodasa MM, Bepudpu-
LUMpPOBaHbI Mo eAnHOMY npoTokony. COop AaHHbIX, Kak 3Mu-
OEeMMNONIOrMYeCcKMX NoKasaTenen, Tak N «KOHeYHbIX To4YeK»
(cnyvam cmepTn OT BCEX MPUYMH, cydan M), npoBoaumn-
€1 MO CTPOrOMYy MPOTOKONY CO CTaHAAPTM3aLMen BCeX METOLOB
npodunaktTuieckoro obcnenosanma [12,13]. Kaxabiv cny-
4a M n cMmepTn oueHMBanca no MeguuMHCKOW LOKy-
MeHTaLMM 1 OOBbEKTVBHBLIM [aHHBIM FPYMMNOW 3KCMepTOB KOH-
CYNbTAaLNOHHOIO KOMUTETA UCC/IEAOBaHWA MO eANHbIM AN-
arHoctu4eckum kputepunam BO3 [14]. YacToTa cry4aeB u
CMEepPTHOCTb PaCcCHMTbIBaNIaCh MO KonuyecTsy ciy4aeB Ha 1000
yenoBeko-neT (4/1) HabnofeHVs B KaXkA0M NONysALUOH-
How rpynne.

[lnga pacyeta 3KOHOMUYECKOMN 3P PEKTUBHOCT MEANLMH-
ckon npodunaktnk CC3 ncnonb3oBaHa MeToamka, onyo-
JNIMKOBaHHaa paHee [15]. Bce 3aTpaTbl paccHnTbIBaNM B pam-
Kax post-hoc aHanu3a no LeHam 2008 1., B pacyete Ha 1000
4enoBeKk Kaxaowm rpynnbl HabnoaeHns (akTMBHOW Npodu-
NakTUKN U cpaBHeHus). Mpn pacyeTe noTepb BCNencTBMe
cMepTHOCTK OT CC3, B T.4., MpexaeBpeMeHHOM cMepTu oT VM,
1cnonb3osanu BenudnHy BBl B Poccunn B8 2008 1. PacyeTsl no-
Tepb, CBSI3aHHbIE C MPeXAeBPeEMEHHON CMePTHOCTbIO OT M
NPOBOAMIIV C LONYLLEHWEM, YTO NOTEHLMaNbHas BEPOATHOCTb
noTepu NeT XK13HM B TPYA0CNOCOOHOM BO3pacTe, 3aBMCsLLasn
OT BO3pacTa Ha MOMEHT CTapTa MPOrpaMmel, pasfmnyHa 1 Mo-
XKET COCTaBUTb Y My>x4uH 40-49 net — B cpegHem 10 net, 50-
59 net — 5 nert.

CraTnctyeckas 06paboTka NonyyYeHHbIX Pe3ynsTaToB Npo-
BOAMNACb C MCMNOMb30BaHMEM CTaTUCTUYECKOro nakeTa SAS
(Statistical Analysis System) meTogamm onmcaTenbHOM CTaTUCTUKIA
— BbIYUCIIEHME CPeOHMX, CTaHOAPTHbLIX OTKIIOHEHWW, CTaH-
JapTHbIX OWMOOK, OTHOCUTENbHBIX Moka3aTenen (B %). [ns
OLLEHKM MeXrpynnoBbIX Pasnnynin NpUMeHAn napamMeTpu-
Yyeckn t-kputepmit CTblofeHTa, KpUTUHECKMIA YPOBEHb 3HAYM-
MOCTW NPW NMPOBEPKe CTaTUCTUYECKUX MANOTE3 MPUHMMASICA PaB-
HbiM 0,05.
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in working age period we conceded that potential
probability of life years loss dependent on age at the
start of the project varies and could make on the av-
erage 10 years in 40-49-year-old men and 5 years
—in 50-59-year-old ones.

Statistical processing of the results was per-
formed by methods of descriptive statistics: calcula-
tion of mean values, standard deviations, standard
errors, relative indices (in percents) using the statis-
tical package SAS (Statistical Analysis System). To
evaluate intergroup distinctions parametric Student's
t-test was used. Critical level of significance at test-
ing of statistic hypothesizes was taken equal to 0.05.

Results and discussion

The total of 6656 examined subjects from two
out-patient clinics were enrolled in the prospective
follow-up (the response was 56.3%), which in-
cluded 3488 men of the active prevention group
and 3168 - of the group of comparison. Active
multifactorial medical and nonmedical prevention
was carried out in the unit of medical prevention in
cooperation with a GP. Frequency of control pre-
ventive visits in this group depended on the initial
cardiovascular risk and varied between one visit per
week (patients with clinical signs of IHD and no his-
tory of MI) and two visits per year (patients with
combination of RF but without clinical signs of IHD).
Duration of active prevention was 5 years. All re-
sults of screening examination in the group of com-
parison were handed over to GPs of an out-patient
clinic; they designated further tactics of these pa-
tients’ management in accordance with generally
accepted principals.

According to screening standardized examina-
tion results both groups were comparable in age
(47.5£5.2 and 47.8+5.4 years in the groups of
active prevention and comparison, respectively), in-
cidence of arterial hypertension (22.4 and 24.1%),
smoking (45.0 and 47.7%), obesity (10.5 and
11.2%), hypercholesterolemia (21.9 and 20.0%)
and low physical activity (21.4and 21.1%).

Measures of primary IHD prevention in the group
of active intervention.

72.3% of hypertensive patients and 70.3% of
IHD patients with no history of Ml received medical
treatment in the group of active preventive inter-
vention. 88.2% of hypertensive patients and
55.5% of IHD patients were in detail repeatedly
consulted in individual order for revealed RF with
acquisition of written recommendations. 1.4% of
smokers were treated with medications, 74.9% -
were repeatedly consulted in individual order and

Pe3ynbTaThl 1 00OCyXXaeHUe

B npocnekTuBHOE HabnogeHne Obinn BKIIOYEHbI BCe 00-
CNlefgoBaHHbIe U3 ABYX NMONVKIMHMK — 6656 Yenosek (OTKIMK
56,3%), B TOM Y1CTIe B rpynne akT1MBHOW NpodunakTiki — 3488
4esioBek, B rpynmne cpaBHeHms — 3168 4enosek. AKTVIBHas MHO-
rothakTopHas MeaykamMeHTO3Has 1 HeMeaMKaMeHTO3Has Mpo-
DUNaKTVIKa OCyLLLEeCTBNANACh B OTAENEHWUM MeANLMHCKOW Npo-
PUNaKTUKM COBMECTHO C y4aCTKOBbIM BPa4OM-TepaneBToM. Ha-
CTOTa KOHTPOSbHbIX MPOMUNAKTUYECKX BU3UTOB B 3TOW rpymn-
ne onpenenanack UcxofHbiM ypoHeM CC pucka 1 konebanacb
oT 1 nocelleHns B/Hef (NaLMEHTbI C KIIMHNYECKUM NposiBe-
Huamn NBC, 6e3 IM B aHamHese) 1o 2-x B rof, (naumeHTsbl 6e3
KIMHNYeCKMX nposiereHnin VIBC, umelolme codetaHre OP). 1nn-
TENIbHOCTb akTUBHOMO MPOMUNAKTNYECKOrO BMeLLaTeNbCTBa
coctaBuna 5 net. B rpynne cpaBHeHWsa nocne CKpUHMpYioLLe-
ro obcnenoBaHUsa BCe pe3ynbraThl NpodunakTnyeckoro ob-
CrefoBaHKs ObINK NepefaHbl yHacTKOBbIM BpadaM-TepaneBTam
NONVKIIMHUKN, U MOCNeaytolas TakTMKa onpeaensnace VIMmM no
0bOLWEeNPUHATLIM MPUHLMMNAM.

Obe cpaBHMBaeMble rpynbl N0 pe3ynbrataM CKPUHUPYIo-
LLIero CTaHAapTM30BaHHOIO 0bcneoBaHNs ObiN CPaBHVMBI MO
Bo3pacty (47,5+5,2 n 47,8+5,4 neT, COOTBETCTBEHHO, B
rpynne BMeLLaTeNnbcTBa U CpaBHeHus), Yactote Al (22,4 n
24,1%), kypenua (45,0 u 47,7%), oxupenuda (10,5 u
11,2%), runepxonectepremun (21,9 1 20,0%), H13kom un-
3udeckor aktmeHocTK (21,41 21,1%).

0b6beM MpoBeaEeHHbIX MEPONPUATUM MO MePBUYHOM
npogunaktvke V6C B rpynmne BMeLLaTensCTBa.

B rpynne BMelLaTeNbCTBa MeAVKaMeHTO3HOE JleYeHKe No-
nyyqanu 72,3% naumenTa ¢ Al, 70,3 % 6onbHbix MBC 6e3 M
B aHaMHe3e. [oBTOpHOe NHAMBUAYaNbHOE yriybneHHoe npo-
rnakTMyeckoe KOHCYNLTMPOBaHME MO BbisfiBNeHHbIM DP 1
BPYyYeHME MUCbMEHHbIX peKOMeHdaunm nonyvanm 88,2 % na-
umeHToB ¢ Al 1 55,5% 0bonbHbix MBEC. Cpean KypaLmx Me-
OVKaMeHTOo3Hoe NneYveHre nonyvann 1,4%, noBTopHOE HAMN-
BUAYyanbHOe NPOPUNakTUYeckoe KOHCYNETUPOBaHME 1 afpec-
Hoe NpefoCTaBneHe NMCbMEHHbIX pekoMeHaauui (CoBeToB)
- 74,9%. Cpeom ob6CcnefoBaHHbIX C anMmeHTapHbiMn OP no-
NYYNNN HeoHOKpaTHble yrnybneHHble npodunakTuyeckme
KoHCynsTraumm 75,7 %, B TOM 4YuUcne 1 KOHCYNBTalMy Bpa4oMm-
OMETONOroM C afpecHbIMU MUCbMEHHBIMW pPeKOMeHAALLMSA -
Mu. OBcrieioBaHHble NauyieHTbl 6e3 MP 1 6e3 KNMHUYEeCKMX Mpo-
asneHuin NbC nony4mnm nHavBMAyansHble NpodunakTnyeckme
KOHCYNBTaLLMM Mo 300poBOMY 00pa3y Xun3Hu (NuTaHve, OBU-
raTernbHas akTMBHOCTb M MP.) B 78,2 % Ciy4asx Npu KaxkaoMm exe-
rogHoM obcnefoBaHuUN.

3a nepBbie NaTb feT HAGNOAEHUs B rpynne BMeLa-
TenbCTBa YacToTa pa3suTma VIM B LlenioM okasanacb Ha 22,1%
HUXe, Yem B rpynne cpaBHerus (p=0,05), a Yactota IM co
CcMepTenbHbIM UCXodoM — Ha 42,4% (p<0,05). BaxHo oTme-
TUTb, YTO NETanbHOCTb HOBbIX CiydaeB M npw akTmBHOM
MHorodaKTopHoM npohmnakTike coctaBuna 35,8%, a npu 06-
LLEeNPUHATOM fledeHnn — 48,5% (p<0,05).
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provided with written recommendations. 75.7 % of
men with alimentary RF were repeatedly consulted
including consultations of a nutritionist with writ-
ten recommendations. 78.2% of examined men
without RF and clinical signs of IHD received per-
sonal preventive consultations concerning healthy
lifestyle (nutrition, physical activity) at every yearly
examination.

During the first 5 years of the follow-up M
incidence rate in the group of active prevention was
22.1% less than in the group of comparison
(p=0.05), at that incidence rate of Ml with lethal
outcome was 42.4% less (p<0.05). It is important
to note, that mortality in new cases of Ml at active
multifactorial prevention was 35.8% while at rou-
tine treatment — 48.5% (p<0.05).

More significant distinctions in clinical efficacy
of primary multifactorial Ml prevention were pres-
ent in patients with clinical signs of IHD and no his-
tory of MI. Distinctions between the groups in
incidence rate of newly diagnosed Ml were 46.6%
(p<0.05) for all cases of MI of which 46.9%
(p<0.05) for cases of fatal Ml and 45.4%
(p<0.05) — for cases of nonfatal M. This testifies
to probability of Ml avoidance in men with uncom-
plicated IHD by methods of active multifactorial pre-
vention including obligated RF correction together
with the drug treatment.

Patients without IHD clinical signs but with the
combination of RF (high cardiovascular risk)
demonstrated trend to lower incidence rate of fatal
outcomes of first MI (by 35.5%, p>0.05) during
the first five years, however incidence rate of all Ml
cases did not significantly differ between the
groups.

So, such strategies of prevention as detailed in-
dividual repeated consultations at medical preven-
tion unit supported by further consulting by GP at
out-patient clinic, regular drug treatment for indi-
cations, increase of patients’ adherence to doctors'’
medical and non-medical recommendations, edu-
cation of patients about healthy lifestyle and active
control of their state, including self-care at acute sit-
uations and well-timed health-encounter, were
shown to be significant for prognosis already in the
first 5 years of the multifactorial prevention pro-
gram. Primary prevention measures, including Ml
prevention, are known to have delayed effect, so
the follow-up and new Ml cases registration were
continued for 10 more years, while registration of
new cases of fatal MI (MI mortality) — for 15 years.

Trends revealed during the first years of the fol-
low-up were kept further over the 10-year fol-
low-up, although all preventive measures were

Hanbornee BbipaxkeHHble Pa3nnyns B OTHOWEHUM KITMHU-
4eckon 3PPEKTUBHOCTM NEPBNYHOM MHOTO(PAKTOPHOW NPO-
unakTkm VM oTMedeHbl y O0NbHbIX C KIIMHNUYECKUMUK NPO-
aBneHnamMu MIBC 6e3 VIM B aHamHe3e. Cpeau nocnegHux pas-
YN MeX Y rpynnamu no 4acrote HOBbIX cfly4aes VIM B Le-
oM coctaBunm 46,6% (p<0,05), npudem Kak no Yacrote cIly-
4aeB VIM co cmepTenbHbIM UcxofoM — 46,9% (p<0,05), Tak
N HeCMepTeNbHbIX cydaes M — 45,4% (p<0,05). 310 cBU-
LeTenbCTBYeT O BO3MOXHOCTW MpefoTBPaLLeHns pa3BUTUSA
NM y 60nbHbIX C KNNHUYeCKUMK npossneHuamn NBC He-
OC/IOXKHEHHOIO TeYeHNS MepaMm MHOFO(aKTOPHOW aKTUBHOW
NPOMUNAKTNKM, BKITIOHAIOWMX Hapaay C perynsapHbiM Meam-
KaMeHTO3HbIM fledeHmeM 1 obsizaTenbHyto koppekumio OP.

Y nu, 6e3 knnHmdeckon MaHndectaumn NBC, Ho MMEBLLINX
codetaHne OP (BbICOKNI CepAeYHO-COCYAMCTbIV PUCK) B Nep-
Bble NATb €T HabMoAeHUs OTMeYeHa TeHaeHums k Gonee
HW3KOW 4YacToTe CMepTenbHbiX ciydaeB nepsoro MM (Ha
35,5%, p>0,05), ogHako no Yacrote nepsoro VIM B Lienom pas-
NINYNA MeXIY rpynnaMm npakTnyieck He Obino nosyveHo.

TakvM 06pa3om, Takme NPodUNaKTU4eCKe TEXHONOMU U
OpraHu13aLOHHas MOAENb NX peannsaumm, Kak npodunak-
Tnyeckoe yrnybneHHoe MHAMBUOYANbHOE KOHCYNBTMPOBaHME
B peX1Me MOBTOPHbIX KOHCYbTALLMIA B OTAENEHUM MeQNLH-
CKOVI NPOUNaKTMKKM, NOAAEPKMBAEMOE MPU BM3UTAX K yya-
CTKOBOMY Bpadvy-TepaneBTy, peryisgpHoe MeLMKaMeHTO3HOe
neyeHVie Mo NokasaHusM, obyveHWe naLmeHToB bornee 310-
POBOMY MOBEAEHNIO M MPUBEPXKEHHOCTM K Bpa4eOHbIM Meu-
KaMeHTO3HbIM 1 HeMeMKAaMEHTO3HbIM Ha3Ha4YeHWsIM, 0Dy4e-
HMe aKTVIBHOMY KOHTPOITIO CBOETO COCTOAHMSA, CAMOMOMOLLM MpK
OCTPbIX COCTOHNSAX, OCTOPOXKHOE OTHOLLIEHWE K CUTYALMSAM, UX
NPOBOLMPYIOLLMX, 0Dy4eHME CBOEBPEMEHHOMY ODpaLLeHMIO 3a
MeANLIMHCKOM MOMOLLbIO) MPOSBUNCH MPOrHOCTNHECKM BaXK-
HbIMW y>Xe B NepBble 5 neT nporpaMMbl MHOrO(MaKTOpHOW NpPo-
DUNakTMKK. 3BeCTHO, YTO Mepbl NEPBUYHOM NPOMUNAKTIKM,
B TOM 4ucne 1 VM, nmetoT oTCpoyeHHbIn 3hdhekT, A1 OLeH-
KW KOTOPOTO B paMKax IaHHOTO UCCeloBaHWs HabmoaeHe 1
perncTpaums HoBbIx ciy4aeB VM Obinv NpoAomKeHbl B Tede-
Hue 10 neT, a perncrpaums HoBbIX crydaeB VIM co cmepTens-
HbIM NCX0O0M (CMepTHOCTI OT M) — B TedeHKe 15 ner.

Mpu 10-neTHeM HaGNIOAEHUN COXPAHANMNCL 3aKOHO-
MEPHOCTM, BbISIBMIEHHbIE B NepBble rofbl HabMoaeHWs, XoTs
nocsie NepBbIx SIET aKTUBHOM NPOPUNAKTIKL, KOrAa naumeH-
Tbl @KTUBHO MPUIMaLanmchb B oTaeneHre MeanuHCKOM npo-
PUNaKTUKK, BCe MPOPUIaKTMHecKme Mepbl OCYLLIECTBIIANMCE YKe
y4acTKOBbIM BPa4oM-TepaneBTOM. YacTota HOBbIX C/ly4aeB
M B rpynne BMeLLaTeNbCTBa B TedeHe 10 neT HabnoaeHus
octaBanacb Ha 17,9% HuXe, 4eMm B rpynne CpaBHeHUA
(p>0,05), ay BonbHbIX C KIMHUYECKMI NposBreHusMm MBC
0e3 MIM B aHamHe3e no Yactote nepsoro IM coxpaHanmch
3HaYUMBble pasnuunsg Mexxay rpynnamu (Ha 41%; p<0,05). Ta-
KM 0bpas3oM, Mpu ANUTENbHOM NPOCNEKTUBHOM HabnoaeHN
noKasaHo, 4TO MepamMy MHOro(akTOPHOM aKTUBHOW 1 CUCTe-
MaTU4eCKoM NPOPUNAKTUKL MOXHO CH3UTb PUCK Pa3BUTUS Nep-
Boro MIM paxe npw KnuHM4eckn MaHmndectpoBaHHom NBC
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performed by GPs in out-patient clinics as against
first years of active prevention, when the patients
were invited to the medical prevention unit. Inci-
dence rate of new cases of Ml kept to be 17.9%
less in the group of active prevention as compared
to the group of comparison (p>0.05), and in IHD
patients with no history of Ml distinctions in first Ml
incidence rate between the two groups kept to be
statistically significant (by 41%; p>0.05).

So, the long-term prospective follow-up had
demonstrated that active systematic multifactorial
prevention may decrease first Ml risk even in symp-
tomatic IHD patients (primary Ml prevention at very
high risk). It is important to underline that first Ml
incidence in IHD patients with effort angina was
51.6% less in men of the group of active preven-
tion as compared to the group of comparison, and
in case of changes in resting ECG typical for coro-
nary insufficiency with no pain symptoms it was
61.7% less. Besides, we should note that at the
long-term follow-up these distinctions were more
significant in nonfatal Ml incidence rate, so preven-
tion efficacy was obvious in respect of both reduc-
tion in MI death risk and survivance at first Ml
occurrence.

Patients without IHD clinical signs at the start of
the study did not reveal significant distinctions in
first Ml (both fatal and nonfatal) incidence during
the 10-year follow-up. As patients without IHD had
different combinations of the main RF, we in detail
analyzed long-term prognosis depending on RF
combinations in subjects without RF, with 1 RF, with
2 RF and with >3 RF. As one can expect men with-
out RF had the lowest first Ml incidence rate for the
10-year follow-up with no significant distinctions
between the two compared groups. Distinctions in
first Ml incidence between subgroups of men with
1 RF (as a rule, it was smoking or low physical ac-
tivity) were also absent. However, it is important to
note, that even at a single risk factor Ml incidence
rate was twice higher than in subjects without RF,
which testified to unfavorable prognostic value of
even single RF. Combination of 2 RF as compared
to RF absence 4-5-times increased Ml risk, at that
this trend was visible in the both compared groups,
but significant distinctions between them were ab-
sent. At combination of 3 and more RF distinctions
between the groups were close to significant (the
most frequent one was a combination of arterial hy-
pertension with hypercholesterolemia, overweight
or smoking). So, Ml incidence rate was 22.5% less
in the group of active prevention as compared to
the group of comparison, which included fatal M| —
27.7% less and nonfatal Ml — 18.8% less.

(nepBunyHas npodunaktka M npu o4eHb BbICOKOM pUCKe).
BaxkHO NoOA4epKHYTb, YTO B Fpynne BMeLLaTeIbCTBa MO CpaBHe-
HWIO C aHANOrMYHbIMK DOMBbHBIMW B FpyMne CPaBHEHWS YacTo-
Ta nepsoro VM y 6onbHbIx VIBC co cTeHoKapamern HanpsxkeHns
Obina HKe Ha 51,6 %, a Npy HanW4Y n3MeHeH K KT -nokos,
TUMUYHBIX A1 KOPOHAPHOW HeJoCTaTo4HOCTY 6e3 GoneBbIx NpPo-
ABNeHMN — Ha 61,7 %. Kpome Toro, cnefyet OoTMETUTb, YTO NPy
ONUTENbHOM HabntoAeHMM 3TU Pa3NnYMS okasanmcs Havmbonee
BblpaxkeHbl Mo YacroTe cflydaeB MM 0e3 cMepTenbHOro Ucxo-
03, T.e., IpodUnakTMKa NPOosBMIACk KaK B OTHOLLEHW CHUXKEHMS
prcka cMepTy oT VIM, Tak 1 B OTHOLLIEHWW BbIXKMBAEMOCTW NpU
pa3sutun nepsoro M.

Cpeu N1, NCXOLHO He UMEBLLUMX KITMHUYECKX NposBIe-
Hun NBC, paznuyns B HactoTe nepBoro VM kak co cmepTenb-
HbIM, TaK 1 HeCMepTenbHbIM UCXxoAoM 3a 10 net HabnogeHns
ObINn He3HaYMbIMI. B CBS3K C TeM, 4To naumeHTsl 6e3 NBC nme-
N pa3Hble coveTaHns OCHOBHbIX PP, ABNSBLLINXCS 0OBEKTOM aK-
TUBHOTO NPOMUNAKTUHECKOro BMeLLIaTeNbCTBa, NpoBeaeH 6o-
Nee feTanbHbl aHanm3 JONrOCPOYHOIO NMPOrHO3a B 3aBUCHMOCTU
ot codeTaHut OP -y nuw, 6e3 OP c 1 OP c 2 OP, ¢ >3 OP Kak
M OXMOANOCh, aHanM3 MokKasas, YTo HaMMeHblUas YactoTa
nepsoro VIM 3a 10 net HabnofeHvs bbina y nuu, 6e3 OP v npak-
TUYECKM He pa3nnyanack B 06eurx cpaBHMBaeMbIx rpynnax. Cpe-
av vy ¢ 1 OP (Yauwe egmHcTBeHHBIM DP ObINo KypeHue unm
HIM3Kan Pr3MHeckas akTMBHOCTb) Takke He OblNo BbIABIEHO pa3-
YU MexXay rpynnamm B Hactote passutmsa VIM. OgHako Bax-
HO OTMETUTb, 4TO YacToTa VIM fae Npu HANNUYUM eQUHCTBEH-
Horo ®OP Gbina BABOE BbilLE, YeM cpeam nuu, 6e3 OP, 4to cBu-
LEeTeNnbCTBYeT 0 HeONAronpPUATHOM MPOrHOCTUHECKOM 3Ha4YeHNN
Hanuums aaxe eanHmndHbIx OP. CodeTaHne 2 OP no cpaBHEHWMIO
c otcytcrBreM OP nosbiwano puck VIM B 4-5 pas, npudem 31a
3aKOHOMEPHOCTb MpOoCnexBanach B 00enx cpaBHNUBaEMbIX
rpynnax, HO 3Ha4YXMble PA3NMYNS MEXAY HUMMK OTCYTCTBOBA-
nn. Cpean nuu, ¢ 3 OP 1 bonee (Hanbonee Yactoe coveTaHme
Obino Al ¢ runepxonecteprHemMuen, 1M3BbITOYHOM Maccom
Tena Unu KypeHveMm) pasnmumns Mexay rpynnamm okasanmcb
OAV3KMMUK K 3Ha4MMbIM. Tak, Yactota MIM B rpynne Bmella-
TebCTBa MO CPABHEHWMIO C MPYMMOM CPaBHEHMSA OKa3anach Ha
22,5% HWxe, B TOM 4YuCIe CO CMepTefibHbIM MCXOOOM — Ha
27,7%, c HeCMepTeNlbHbIM UCXO40M — Ha 18,8%.

Mpn 15-neTHem HabNOAEHUU B paMKax OAHHOIO MC-
cnefoBaHvs B 06enx rpynnax permcTpupoBaniich TOMbKO Cry-
Yan VIM ¢ dpatanbHbIM MCXOA0OM. Bcero 3a 15-neTHuim nepron,
MOHUTOPWHT XM3HEHHOMO CTaTyca C BepudurKaLmen npudmnH
CMepTK BO BCex ciy4dasnx oxBatun 330 6onbHbix ¢ MBC 6e3 M
B aHamHe3e (B rpynne BMewlaTenbctea — 191 yenosek, B
rpynne cpaBHeHuns — 139 yenosek), 1455 nu 6e3 UBC n OP
(791 1 664 yenoBek, COOTBETCTBEHHO), 2290 —c 1 OP (1142
1 1148 Yenosek, cootBeTcTBEHHO), 1071 —c 2 OP (538 1533
4enoBek, COOTBETCTBEHHO), 264 — ¢ 3 OP 1 bonee (1351 129
4enoBekK, COOTBETCTBEHHO). B LIeloM Ha NpoTsxkeHun 15 neT Ha-
OnoaeHns yaanoch NonyyYnTs MHMOPMaLMIO O MPOTrHO3e Xn3-
HW C BepUDNLMPOBAHHBIMKM MO MPUYMHAM Cly4asMu CMepPTH
B 06eux cpaBHMBaeMbIx rpyrnnax y 81,3 % nuL, nepBoHaYvanbHO
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Figure 1. Comparable incidence rate of first myocardial infarction with fatal outcome in at-risk men without clinical signs of
IHD depending on risk factors combinations in the groups of active prevention and routine treatment during the

15-year follow-up

PucyHok 1. CpaBHUTeNbHag YacToTa pa3BuTma nepBoro MMM co cmepTenbHbIM UCXOA0M B NOMyNALMAX aKTUBHOW Npogunak-
TUKN 1 00LWEenpuUHATOro nedyeHuns 3a 15 net HabnogeHUs cpeam nuu, 6e3 KNnHUYeckux npoasneHuit Mb6C B 3aBu-

CUMOCTU OT coveTaHusa OP

At the 15-year follow-up only cases of fatal
M1 were registered in the framework of this study.
Life status with verification of death causes was fol-
lowed in a total of 330 IHD men with no history of
MI (191 subjects in the group of active prevention
and 139 subjects in the group of comparison),
1455 men without IHD and RF (791 and 664 sub-
jects, respectively), 2290 men with 1 RF (1142 and
1148 subjects, respectively), 1071 — with 2 RF
(538 and 533 subjects, respectively), 264 — with 3
or more RF (135 and 129 patients, respectively). In-
formation of life prognosis during the 15-year fol-
low-up was thereby received in the total of 81.3%
of the initially enrolled in the program patients in the
both compared groups (5410 and 6656, respec-
tively), this testified to high significance of received
results in regard to completeness and quality of col-
lection of data about end-points for long-term pe-
riod. Figure 1 demonstrates fatal Ml incidence rate in
patients initially without clinical symptoms of IHD in
both compared groups for the 15-year follow-up.

The 15-year follow-up revealed trends similar
to those described in the 10-year follow-up — the
lowest MI mortality rate was detected in men with-
out IHD clinical signs and main RF, and mortality in-
creased as far as combination of RF expanded. At
the same time the 15-year prospective follow-up
for the first time allowed to demonstrate significant
distinctions in fatal Ml incidence in patients who ini-
tially had no IHD clinical signs but had combination
of 3 and more RF, in other words — in patients at
high risk. Fairly, patients at high cardiovascular risk
could have developed clinical manifestations of IHD

BKJIO4EHHbIX B Mporpammy (5410 13 6656 Yenosek), 4To CBU-
[OEeTeNbCTBYET O BbICOKOW AOCTOBEPHOCTU MOMYYEHHbIX pe-
3y/bTaTOB MO MOJHOTE 1 KavecTBY COOpa AaHHbIX O KOHEYHbIX
TOYKax 3a ANUTeNbHbIM Nepurog. Ha prc. 1 npviBegeHbl Noka-
3aTenu 4actoTbl atanbHbIX cnydaes M y nnu, UCXOQHO He
MMEBLUMX KITMHMYeckom MaHudectaummn NBC, B ABYX CpaBHU-
BaeMbIx rpynnax 3a 15-neTHu neprof HabnogeHus.

HabntofeHne BbISBUIO NPaKTUYECKN Te XXe 3aKOHOMEPHO-
CTW, YTO M OMMCaHHbIe Bbille npu 10-neTHeM HabnogeHun —
HavMeHbLUVe NokasaTenmn CMepTHOCTM oT IM Obinu y nuu, 6e3
KNnHUYeckmx nposenexnin M6C 1 6e3 ocHoBHbIX OP, a cmepT-
HOCTb OT IM yBenm4mBanacb No Mepe HapacTaHMsa COHeTaHNN
pakTopoB pucka. BMmecte c Tem, 15-neTHee NpoCnekTVBHOE Ha-
OntofeHVie NO3BONUNO BMNEPBbIE MOMYYUTh 3HAYMMblE Pa3NNYNS
no vacrorte atanbHblx VIM y nuu, MCXOAHO He MMEBLLMX KIN-
HU4eckmx nposieneHnin NBC, Ho MetoLLMx codeTaHme 3 1 6o-
nee OP T.e. cpean Ny, ¢ Bbicokmm CC puckoM. besycnoBHoO, 4To
y ML C BBICOKMM PUCKOM 3a rofibl HAbMoAEeHVst MO NOSIBUTLCA
N KNHKYeckne MaHngectaumm NbC, 410 NOrm4Ho 0Xmnaath B
CBSA3M C HANMYMEM Y HUX COMETaHWNS MPOrHOCTUHECKM 3HAYMMbIX
OP. Taknm 0bpazom, pazBuTme hatanbHoro MM noteHumans-
HO MOTI0 MPONCXOOMUTb Yepe3 MepBOHa4YasbHOEe Pa3BUTUE
KINMHUYECKOW CUMMNTOMATKKI 3aboneBaHuns. PeaynsraThl AaH-
HOro CPABHUTENBHOIO NPOCNEKTUBHOIO KOHTPOMMPYEMOTO UC-
CnefoBaHuA BaxKHbl 415 NPAKTUYECKOro BHELPEHNS Mep Mnep-
BMYHOW MPOMUNAKTUKLA B peanbHyl0 MPakTUKy NepBUYHON
MeMKO-CaHNTaPHOW MOMOLLN.

W3yyeHne BANAHUS fOCTUXEHUS LieneBbIX ypoBHeN ®P Ha
WHUmzeHT M n cmepTtHOCTb 0T CC3 B CpaBHMUBAEMBIX rpyrnax.

[lns npakTnyeckoro Bpaya BaxKHO 3HaTb M MOHVMATb, Kak Mo-
BNMSIET NPOMUNAKTUHECKOE KOHCYBTMPOBAHME U COBETHI Ha MpU-
BEP>KEHHOCTb MalMeHTa IeYEHMIO, @ Tak>ke BO3MOXHO X MO-
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during years of follow-up which is logical due to the
presence of clinically significant RF combinations.
So, fatal Ml could have occurred on the basis of ini-
tial development of clinical symptoms of the dis-
ease. However, results of this comparative
prospective controlled trial are of value for imple-
mentation of primary preventive measures in real
practice of primary healthcare.

Evaluation of influence of target RF levels achievement on
Ml occurrence and CVD mortality in the compared groups.

Practicing physician has to know and understand
how preventive consulting influences patient’s ad-
herence and whether these measures promote
achievement of target RF levels recommended in clin-
ical guidelines. Of even greater importance is the
question - does achievement of target RF levels re-
ally improve prognosis. To answer this question we
carried out a special detailed analysis of a cohort of
men initially with no IHD clinical signs (chest pain,
ECG changes, history of Ml), as it is known that clin-
ical intensity of IHD demonstrates more significant
prognostic value in respect of new cases of Ml than
RF. Our analysis was performed on results of the 10-
year prospective follow-up with estimation of prog-
nosis in respect of first MI occurrence (with lethal and
nonlethal outcomes) and CVD mortality in patients
who had achieved target RF levels during the first 5
years of the follow-up under conditions of active pre-
vention (subgroup 1) and under conditions of rou-
tine follow-up (subgroup 2).

BANATL STUMUW MEPaMM Ha OCTUXEHME LieneBbIx ypoBHen OP,
KOTOpble PEKOMEHIYIOTCA B KIMHUYECKIX PyKOBOACTBax. Ho ele
Donee BaxHO A9 Bpa“a Nony4uTb OTBET, BO3MOXKHO N1 pearnbHoe
ynydlleHne NporHo3a B pesynbrate AOCTUXEHMUA LeneBblX
ypoBHen OP. C3Tom uenbto B pamMkax aHHOMO UCCeaoBaHNs
npoBefeH crneLvanbHbli AeTanbHbIN aHann3 Ha KoropTe nn,
NCXOLHO HE UMEBLLIMX KNMHUYeCKMX nposeneHnit MBC (6e3 bo-
NeBoro cuHapoMa, 6e3 nameHeHu Ha K -nokos n 6e3 M B
aHaMHe3e), T.K. U3BECTHO, YTO KIMHMYeCKas BblpaxXkeHHoCTb VIBC
obnafiaet HarborbLLUEeN MPOrHOCTNYECKOW CUION B OTHOLLIEHN
pMCKa Pa3BUTUS HOBbIX CydaeB VIM, yem OP. [laHHbI aHanm3
nposefeH no pesynsratam 10-neTHero NPocnekTMBHOIO Ha-
OntogeHus, NP 3TOM M3y4eH NPOrHO3 B OTHOLLEHUN MHUMAEHTa
nepBu4HoOro MM (co cmepTenbHbIM 1 HeCMepTeNTbHbIM UCX0-
ZoM) 1 cMepTHOCTM oT CC3 cpeam rpynn ¢ LOCTUXEHMEM Lie-
neBbIx ypoBHen OP 3a nepBble NATb NeT B yCI0BUAX aKTUBHO-
ro NPOMUNaKTNYeCKoro BMeLIaTenbCTBa 1 C aHanormyHbIMM
YPOBHSIMU AOCTUXEHWS LieneBbix ypoBHen OP B ycnoBusx 06-
LeNPUHATOro HabnoaeHus.

MPOrHO3 XM3HM 1 pa3suTna VIM oLeHVBasICS B 3TUX NOA-
rpynnax 3a BTopble NsTs NeT HabnoaeHns 13 odbwwx 10 ner. Oue-
HMBANOCh MPOrHOCTMYECKOE 3HaYeHe OOCTUXKEHWS LieNeBblX
ypoBHen Al XC, B Tom 4mcne XC JIMHTT, a Takke oTka3a oT Ky-
peHns (puc. 2).

[foctuxerne yenesoro yposHs AL

HeobxoaMMo noa4epkHyTb, YTO B AaHHOM UCCNefoBaHUM
ATl oLLeH1Banm nNo KpUTepusaM, NPUHATLIM B rofbl NpOBeAeHUS
NPOrpamMmbl, 1 MO COBPEMEHHbIM KPUTEPUSAM OHA OTHOCUTCS K
AT 2 1 3 cteneHu. MNo3ToMy Npu MHTEPNPETaLMmM NOMy4eHHbIX
JAHHbIX MOJ, LieneBbIM YPOBHEM MOHUMASICS YPOBEHb HIXXe Mpu-

20 —
18 —

16 —
e 13.8

12 —

10 —

8 —

4.2*

Z_I
0*
0

n (for 1000 man-year of follow-up)
n (Ha 1000 yenoseko-neT HabnoaeHUs)

SBP DBP LDL-C Smoking
CAL LOAL XCNnHN KypeHue

M multifactorial prevention / MHorocakTopHas npodunakTika

T 207 18.4 B

58 18 6.6

25 e ]

= O

:_9 o 14 —

o8 12

5 =

85 10-

S8 g g+

£2 6.2 -5

S¢ 6 —

S g | 3.4*

-8 4 2.8%

b= -I'

SBP DBP LDL-C Smoking
cAll OAL XC IMHN KypeHue

[ routine treatment / o6uwienpuHsToe neveHne

SBP - systolic blood pressure, DBP — diastolic BP, LDL-C - low-density lipoproteins cholesterol; by the axis of ordinates: myocardial infarction incidence rate (fatal and nonfa-
tal for 1000 man-year of follow-up) for next 5 years. The total period of follow-up — 10 years. The legend indicates subgroups of multifactorial prevention (green color) and

routine follow-up (grey color)
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CA/[l - cuctonuyeckoe aptepuansHoe aaenexue; AL - auacronuyeckoe aptepuansHoe gasnexuve; XC JIMHIM - xonecrepyH nMnonpoTengos HU3KOW MAOTHOCTU; MO Ocx
OopAMHaT — YacToTa MHLMAEHTa UHbapKTa M1okapaa (cMepTenbHOro 1 HecMepTenbHoro, Ha 1000 YenoBeko-neT HabnioaeHWs) B Nociefytowwye nNaTe net. O6wWuit nepros,
HabntogeHus — 10 neT. B nereHpe ykasaHbl MOArpymnbl MHOrohakTopHOM NpodunakTMKu (3eneHbii LBeT) 1 obLienpuHaToro HabnogeHus (cepbiii LBeT)

*p<0,05 No CpaBHEHWIO C aHaNnorM4yHbIM NokKasaTtesnem B rpynne cpaBHeHUs

Figure 2. Prognostic value of target risk factors levels achievement for myocardial infarction occurrence (A) and cardiovascu-
lar mortality (B) under conditions of multifactorial active prevention and routine follow-up over 10 years
PucyHok 2. MporHocTnyeckoe 3HayeHme B OTHOLWEHUW nHumaeHTa UM (A) n cmepTtHocTr oT CC3 (B) LOCTMXEHMS LeneBbIX
ypoBHen ®P B ycIoBUSX MHOFO(aKTOPHOW akTUBHOM NPOodUnakTUKn U Npu obLenpuHaToM HabnoaeHun.

10-neTHee HabnogeHue
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Prognosis for life and Ml occurrence in these
subgroups was assessed in the second 5 years of
the total 10-year follow-up. Prognostic value of
achievement of target levels of such RF as arterial
hypertension, total cholesterol and low-density
lipoproteins cholesterol (LDL-C) levels, smoking
cessation was estimated (Fig.2).

Achievement of target blood pressure (BP) level.

We should underline, that this study estimated
arterial hypertension in accordance with criteria ac-
cepted in the years when the program took place,
which may be considered hypertension of degree
2-3 in accordance with current criteria. So, at in-
terpretation of received data considered target level
was lower than an accepted criterion. The analysis
revealed that at similar dynamics of systolic BP (SBP)
level first M1 incidence was 4 times less and CVD
mortality — 2.6 times less in the group of active pre-
vention; at diastolic BP (DBP) lowering Ml incidence
was 43.8% less and CVD mortality = 79.5% less
than in the group 2. This trial did not assess reasons
for lowering of high BP at routine follow-up and
treatment. However, our results of estimation of life
prognosis in patients with achieved target BP levels
indicated that only effective correction of hyperten-
sion under conditions of active multifactorial pre-
vention demonstrated favorable prognostic value.

Lowering of LDL-C increased level.

The subjects of the active prevention group de-
creased Ml incidence rate and CVD mortality by
32.3% and 54.8%, respectively, at achievement of
target LDL-C levels (less than 4.0 mmol/I by crite-
ria of the program).

Smoking cessation.

In the 5-year follow-up there was no any case of
Ml in patients of the active prevention group who
had stopped smoking as distinct from the similar co-
hort of those who had stopped smoking in the group
of comparison. CVD mortality also significantly dif-
fered between these cohorts and was less by 80.3%
in those who stopped smoking under influence of
preventive intervention. It is known, that smokers
more often stop smoking under the impact of devel-
oped diseases, feeling sick, decrease in working ca-
pacity and this can explain the received distinctions.
Taking into account integrated effect of smoking as a
RF for many chronic non-infectious diseases, we es-
timated structure of mortality in patients who had
stopped smoking in the two compared groups of pre-
vention. It was found out that no one of those who
had stopped smoking under the influence of multi-

HATOrO KpUTepUst. AHaNM3 Nokasas, YTo Npu CXOAHOM AMHAMVIKE
ypoBHen cuctonuyeckoro AL (CAJ) vactota nepsoro MM
©Obina B 4 pa3za MeHblUe, cMepTHOCTb 0T CC3 — B 2,6 pa3a Huxe
B rpyrnne BMeLLaTeNbCTBa, NPu CHYXEHWW Anactonudeckoro AL
(OAL) nHuMaeHT M Obin Ha 43,8 % Hike, cMepTHOCTL oT CC3
—Ha 79,5% Hwuxe. B paMkax LaHHOMO NCC1e[0BaHNA He Mpo-
BOAMIIOCH M3y4YeHVe MPUYNH CHUXKEHUA MOoBblleHHOro Al
npv oOLLENPUHATOM HADMIOAEHWM U NNIeYeHnA. TeM He MeHee,
npuBeLEeHHble pe3ynsTaTbl OLEHKM NMPOrHO3a XM3HW NaumeH-
TOB C [OOCTUIHYTBIMW LieneBbIMK nokasatenamm ALl csmie-
TENbCTBYIOT, 4TO BNAronpPUSTHLIM NPOrHO30M ODNafAET TOMb-
Ko 3hheKTBHO Koppurnpyemas Al B yCIIOBUSX aKTUBHOW MHO-
roakTopHOV NPOPUNAKTUKN.

CHuXeHWe MoBbILLIEHHOIO YPOBHS XoNecTepuHa
JIMNONPOTENHOB HU3KOW MAOTHOCTM.

NHumpeHT UM n cmepTHOCTb oT CC3 npm AOCTUXKEHUN Lie-
nesbix ypoBHer XC JIMHIM (no kpuTepusam nporpaMMbl —
HUXe 4 MMOJTb /M) NP aKTMBHOM MHOTO(akTOpHOM NMpodun-
NaKTU4eCKOM BMeLLIATeNbCTBe Oblnn HKe Ha 32,3% 1 54,8%,
COOTBETCTBEHHO.

OTKa3 oT KypeHws.

Y nnu, rpynnbl BMeLLaTeNbCTBa, OpOCUBLUMX KYpPUTb, 3a MNsi-
TUNETHUI Neprof He Habnoaanock HU ogHoro cnyyas VIM, B
OT/INYME OT CXOLHOW KOrOpTbl JINLL, OPOCUBLUNX KYPUTb B Fpym-
ne cpaBHeHnsa. CMepTHOCTb OT CC3 Takke 3Ha4YUTeNIbHO pas3-
NM4anack B 3TUX KoropTax, 1 Obina Ha 80,3% MeHblue y 6po-
CUBLLUX KYpUTb MO BANSIHNEM NPOMUAAKTUYECKOro BMeLLa-
TeNnbCTBa. VI3BeCTHO, HTO KypsLLME CAMOCTOSTENTbHO OPOCAIOT Ky -
PUTb Yallie Nof, BIVSHNEM pa3BUBLLMXCSA 3a0D0neBaHU, yxym-
LLEHWS CAMOYYBCTBUS U CHUXKEHMS paboTOCNOCOBHOCTH, HYTO U
MOXKeT 0OBACHATL MOMyYeHHbIe Pas3nnyms. B CBs3M C MHTer-
panbHbIM XapakTepoM KypeHus kak OP MHOIVIX XpOHNYeCKMX
HeMHMEKLMOHHBIX 3a00neBaHN Obina OLeHeHa CTpyKTypa
CMepPTHOCTY 1L, BPOCUBLLNX KYPUTh B [BYX CPAaBHUBAaEMbIX
rpynnax npomnaktmnki. Okasanock, HTo Cpeam OPOCMBLLINX Ky-
PUTb B YCJTOBMAX MHOTO(MaKTOPHOM MPOMUNAKTVIKL B TeHeHe
NSTW NET He ObINO HY OAHOTO CIy4as CMePTU OT 3110Ka4YeCTBEHHbIX
HoBOOOpa3oBaHWI. B To xe BpeMs cpeiy OpOCMBLIMX KYPUTb
B rpynne obbI4HOro HabMOAEHNS Y TPETU YMEPLLVX NPUHNHON
CMepTU ObIIM 3/10Ka4eCTBEHHbIE HOBOOOPA30BaHMs. ITO MO-
>KET MOATBEPXXAATb BbICKa3aHHOE BblILLE MPeAnonoXeHvie O Npu-
4MHe 0TKa3a OT KypeHust 6e3 aKTMBHOrO NPOMUNaKTU4ECKOro
BMeLLaTeNbCTBa.

B otHoLeHWW apyrux OP 13-3a Manoro Ynicnia HabnoaeHu
MWL, C AOCTUXKEHMEM LIeNEeBbIX YPOBHEN (1130bITo4HAs Macca Tena,
HM3Kas hr3MYeckas akTUBHOCTb) onpeaesieHHbIX 3aKoHOMep-
HOCTEWN BbISIBUTL He yaanoch.

JKOHOMMYecKas LienecoobpasHoCTb.

MaccoBoe BHeapeHmne MeauLMHCKNX NPOMUIaKTUIeckmnx
TEXHOMOIUM B peanbHyto NPaKTVKY 34PaBOOXPAHEHNS, B TOM YiC-
ne — 060CHOBaHMe Lienecoobpa3HOCTN MHHOBALWM U B opra-
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factorial prevention had died of malignancy during 5
years. At the same time malignancy was a cause of
death in a third of the deceased in the group of con-
ventional follow-up. This may support the mentioned
above speculation about reason for smoking cessa-
tion without active preventive intervention.

We could not reveal any certain trends in respect
of other RF (obesity, low physical activity) due to a
small number of patients who had achieved target
levels of these RF.

Economic efficiency.

Large-scale implementation of medical preventive
technologies in real healthcare practice, in particular
opening of offices and units of medical prevention in
structure of primary medical care organizations,
makes it necessary to justify reasonability of invest-
ment not only from a perspective of clinical efficacy,
but also in respect of evaluation of economic effect of
medical prevention measures for cardiovascular risk
reduction. It is also important to consider experience
of Western countries, where demonstration of return
on investment in CVD prevention led to wide imple-
mentation of preventive programs [16].

Estimation of cost-effectiveness of all interven-
tions, including preventive ones, is an important el-
ement in distribution of limited resources of
healthcare system [17]. The question about cost-ef-
fectiveness of preventive measures, especially wide-
scale primary CVD prevention, is being actively
discussed. Earlier published works on the basis of
this research results have demonstrated significant
economic efficiency of CVD multifactorial medical
prevention in population of middle-aged men [15].

Multifactorial medical prevention, as it has been
published consistently, influences complex of health
parameters and life prognosis, so it is impossible only
to estimate economic efficiency concerning one pa-
rameter, in particular the one discussed in this article
— first myocardial infarction [12]. Embedded com-
ponent of performed measures resulted in reduction
of the total mortality. Medical and social feasibility
of implementation of active multifactorial preven-
tion was shown at estimation of such integral indices
of public health as “life years saved” (LYS) and “qual-
ity-adjusted life years saved” (QALYS) in the group
of preventive intervention as compared with routine
follow-up and treatment; feasibility of costs for 1 LYS
and 1 QALYS was also demonstrated.

As the analysis showed, 53 life years for 1000
men (participants of the program) were saved dur-
ing 5 years due to the active multifactorial prevention
realized on the basis of the medical prevention unit of
an out-patient clinic in close cooperation with GPs.

HM3aLMOHHbIX MOAENSAX, B HACTHOCTU, B OTKPbLITUN KabMHETOB
VAV OTAENEHNI MEOMLIMHCKOM NPOMUAAKTUKM B MEOMLIMHCKMX
opraHm3saumsx NMMVICI He Tonbko TpebyeT 060CHOBaHHOCTU MH-
BECTULMI C NO3ULMK KIIMHNYECKOW 3chdekTBHOCTU (4TO yoe-
ONTENbHO [0Ka3aHO, B TOM YMC/IE 1 OMMCaHHbBIM BblIlle aHa-
NM30M), HO 1 HEOBXOAMMOCTI OLIEHKI SKOHOMUHECKOTO SdhdekTa
Mep MeAVLIMHCKON NPopUnakTnkmy no cHxkeHmo CC prcka. C
No31uUMKM rMobanbHOM SKOHOMUKM BaXkKHO YHUTLIBATb TakxkKe U
OMbIT 3aNaAHbIX CTPaH, rae AeMOHCTPaLLMA BO3BPaTa HBECTU-
unn B npodunaktrky CC3 nprBena K MacCOBOMY BHeAPEHMIO
npogunaktnyeckmx nporpamm [16].

OLeHKa 5KOHOMUYECKOW Lienecoobpa3HOCTL NoDbIX BUAOB
BMELLATeNbCTB, B TOM Ymcs1e NPOMUNaKTHeCKX — BaXKHbI KOM-
MOHEHT CMCTEMbI pacnpenesieH s OrpaHNYeHHbIX PeCcypCcoB CU-
cTeMbl 3apaBooxpaHeHuns [17]. AKTUBHO OOCyXXAaeTcs BO-
Npoc 06 3KOHOMUNYECKOW LLeNecoobpasHOCTX NpomnakTnye-
CKMX BMeLLaTenbCTB, 0COOEHHO, MacCoOBOW MepBNYHON MPO-
dunaktnkn CC3. B onybnvkoBaHHbIX paHee paboTtax o pe-
3ynbTaTax AaHHOro UCCreaoBaHs Obina NoKa3aHa BblpaXkeH-
Has 3KOHOMM4YecKas 3PPEKTUBHOCTE MHOTO(AKTOPHOW Me-
OnumHckom npodunaktukm CC3 cpeam My>KCKoW Nonynsumm
cpenHero Bo3pacta [15].

MprHMMas BO BHMMaHWE, YTO Mepbl MHOrO(aKTOPHOM Me-
OULUMHCKOM NpodunakTnkm obnafatoT MHTerpanbHbIM -
eKToM, T.e. MPOABNAIOTCA B OTHOLLUEHWM KOMIMEKCa Mnoka-
3aTenen 300pOoBbs M MPOTHO3a XM3HM, HTO ObINIO HEOLHOKPATHO
onyonMKoBaHo, He NPeACTaBASETCS BO3MOXHbIM OLLEHWUTb KO-
HOMMUYeCKyto LenecoobpasHoCTb NPOBeAeHHbIX Npodunak-
TUYECKMX BMELLIATeNbCTB TOSIbKO B OTHOLLEH VM OHOMO NOKa-
3aTens, B 4acTHOCTW, OOCY>XAaeMoro B pamMKax HacTosLen
CTaTbu, T.e., NepBUYHOro NH@apKTa Mmokapaa [12]. 3aTpat-
Haf 4acTb MPOBEOEHHbIX MEPONPUATIM peann3oBaHa B 3(-
bekTe CHUXEHWS 0DOLLEeN CMEPTHOCTM, MOKa3aHa MeamMKo-Co-
LnanbHas LenecoobpasHoCTb BHELPEHUSA aKTUBHOW MHOTMO-
(hakTOpHOW NPOMUNAKTUKM MO pe3ynsraTaM OLEeHKM TakMX UH-
TerpasbHbIX NokasaTenen oOLIeCTBEHHOIO 3,0POBbs KaK CO-
XpaHeHHble rofbl xu3Hu (life years saved — LYS) 1 coxpaHeHHble
rofbl KadyecTBeHHOM xm3HM (quality adjusted life years saved
— QALYS) npw conoctaBneHnn ¢ obLenpuHATbIM Habnoae-
HWEM W neveHreM, 1 000CHOBAHHOCTb 3aTpaT Ha 1 LYS 1 Ha
1 QALYS.

AHanu3 nokasasn, YTo B pe3sysibraTe akTMBHOW MHOrodaK-
TOPHOW NPOGUNAKTVKA, PEanM30BaHHOW B OPraH3aLIOHHOM
MOAENU OTAENeHNs MeOULMHCKOW NPOMUAaKTKK Monm-
KNVHWUKW MPU TECHOM B3aVMOAENCTBUW C y4aCTKOBbIMMU
BpaYaMu-TepaneBTaMn, YAaNOCb COXPaHWUTb B TedeHue 5
neT 53 roga Xu3HuM Ha 1000 yenoBek (y4aCTHWKOB MPO-
rpamMMbl). B pesynbrate KyMynaTmBHOMO adddekta npothu-
NAKTUKW 11 COBOKYMHOTO BAMSAHVA BTOPUYHOWM NPOdUNaKTy-
Ku (4TO NPOSIBMIIOCH y>Ke B NepBble 3-4 roaa) C npucoeam-
HeHneM OTCPO4eHHOro 3 ekTa NepBUYHON NPOPUNAKTUKN
KyMYNSTUBHbIV Noka3aTtenb 3a 10 net coctaBun 147 LYS. Cxoa-
Hble pe3ynbraThbl Nony4YeHbl 1 Npu oueHke QALYS —3a 5 et co-
XpaHeH 51 rof Ka4ecTBEHHOWN XM3HN (C MOMPaBKOW Ha WH-
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As a result of additive effect of secondary prevention
(which already became evident in the first 3-4 years)
and delayed cumulative effect of primary prevention
we received 10-year cumulated index — 147 LYS.
Similar results were received at QALYS estimation: 51
QALYS for 1000 patients (adjusted for disability) dur-
ing 5 years and 143 QALYS - for 10 years. Primary Ml
prevention undoubtedly contributes to these results,
especially in a long-term perspective.

According to some research data certain meas-
ures of primary prevention impact the LYS index, in
particular, 5-year therapy with statins saved 22.5 life
years for 1000 patients, however, these results were
received by the method of mathematical modeling,
which is the most popular method for calculation of
cost-effectiveness of different interventions [18].

Comparison of costs for preventive interven-
tions for 1 LYS and 1 QALYS with a value of the GDP
for 1 resident is an important index. Calculation of
expenses for multifactorial prevention in prices of
2008 year [15] demonstrated 3.4-times lower
costs for 1 LYS as compared to the GDP value in a
long term, at that charges for primary prevention
were 4-times less. This has convincingly demon-
strated economic efficiency of primary prevention,
including the one of MI.

Conclusion

So, to sum up the analysis, we have to underline
that cooperation between medical professionals of
an out-patient clinic medical prevention unit and
general practitioners is one of the most important
factors of preventive measures efficacy. The analy-
sis described in this article presents calculations of
social and economic efficacy by results of prospec-
tive trial with registration of end-points during 15
years, in other words by real data, which has no
analogues in available literature. At that executive
model of preventive interventions realization gives
ground for formulation of science-based recom-
mendations for real practice.

The received data confirms that CVD medical
prevention can not be regarded as a campaign but
must became an integral part of routine practice in
primary healthcare. It is necessary to integrate
physicians of out-patient clinics (GPs) and struc-
tures of medical prevention, that are being recon-
structed now and in need for permanent
methodological and financial support.

Disclosures. All the authors claimed of no po-
tential conflict of interest demanding disclosure in
this article.

BanMOHOCTL) Ha 1000 Yenosek, a3a 10 net — 143 roga. B no-
JIy4eHume TakmX pesynsraTtoB, HECOMHEHHO, BHOCUT BKI1aZ, 1 nep-
BW4Has npodunakTika MM, ocobeHHO B ,ONrOCPOYHOM Nep-
cnekTmBe.

B nuTepatype nmeloTcs CBeAeHNs O BIIMAHUM Ha MoKa3aTeslb
LYS oTaenbHbIX NPOdUaKTUYeCKNX Mep C LLENbio NepBUYHON
NPOMUNAKTUKN, B YaCTHOCTU — OJIUTENBHOM 5-NeTHel Tepanum
CTaTMHaMW, rae nokasaHo coxpaHeHue 22,5 net Ha 1000 ye-
JIOBEK, OLHAKO 3TV pe3ysibTaThl Nony4eHbl METOAOM MaTeMa-
TUYECKOro MOAENMPOBaHNS, YTO Yallle BCEro ABnseTcs Hanbo-
nee NPUMEHVIMO METOANKOW pacyeTa SKOHOMMHYECKOro SchdexTa
1 LenecoobpasHoCTU pasnnyHbix BMeLlaTenscTs [18].

Ba>kHbIM MoKasaTenem ABNAETCA CpaBHEHMe 3aTpaT Npo-
punakTnyeckmx sMmeLlatensctsa Ha 1 LYS n Ha 1 QALYS, 410
CpaBHMBatOT 0ObIYHO C BennymnHom BBIM Ha 1 xuTens. Pacye-
Tbl 3aTpaT B pamMkax MHOFO(aKTOPHOM NPOMUAAKTUKN, NPO-
BefeHHble B LleHax 2008 1. [15], nokasanu, 4To 3aTpaThbl Ha 1
LYS B [0NrocpoYHOM MnepcrnekTMBe oKasanuck B 3,4 pasa
MeHbLLEe BeMYMHbI rogosoro BBI, npuyem 3atpaTtbl Ha nep-
BUYHYIO NPOMNNaKTVKY — B 4 pa3a Hike, T.e. yoeamTenbHo npo-
[EeMOHCTPUPOBaHa 3KOHOMMYEeCKas LLlenecoobpasHoCTb nep-
BMYHOW MPOMUNaKTLKKM, BKIOYAIOWEN 1 NepBUYHYIO Npo-
punaktuky VIM.

3aknoyeHue

MoaBoAs UTOr NPOBELEHHOO aHanm3a, Heobxoanmo o0-
PaTUTb BHUMAaHWe, HTO OOHUM M3 BaXKHENLUMX PaKTOPOB -
(PeKTMBHOCTM NPOMUNAKTUHECKMX Mep SBASIOTCA B3aMMOCO-
rMacoBaHHble AeNCTBUS MexXAYy MEAVNLMHCKUMU PabOTHMKaMM
oTAeNeHns MeguUMHCKOM NPOMUNAKTUKA NONUKAVHUKKA U
y4aCTKOBbIMM BpavaMu. B nccnegoBaHMmM, onmMCcaHHOM B Ha-
CTOALLEN CTaTbe, pacHeTbl COLMANbLHO-3KOHOMMYECKOW Liene-
COODPA3HOCTI NPeACTaBNeHbI MO pe3ysisTatam NPOCNeKTUBHOMO
CCneoBaHMsA C permcTpaLmen KoHeYHbIX ToHek B TedeHme 15
1eT, T.e., N0 peasibHo NONyYeHHbIM AaHHbIM, H4TO He HaLLMIO aHa-
IOTOB B OMyONMKOBAHHOM NUTepaType, a OpraH13aLLoHHas Mo-
Jenb peanuzaumm NpodunakTMHeckx BMeLLaTeNbCTB U X Tex-
HOMOrM4yeckoe HamnomnHeHve JaloT OCHOBaHWe Ana (hopMynm-
POBaHWsA Hay4HO-0DOCHOBAHHbIX PEKOMEHAALMI AN peasib-
HOW MPaKTUKW.

[Nony4eHHble AaHHble MOATBEPXKAAIOT, HTO MEANLMHCKas Npo-
Ppunaktnka CC3 He MOXET HOCUTb XapakTep KammaHum, a
LOJMKHA CTaTb HEOTHEMJIEMOW HaCTbIO €XKeAHEBHOW PYTUHHOW
npaktuky MMCIT, onupaTbcs Ha WMHTErpaumio y4acTKoBbIX
Bpayen (Bpader obLLer NpakTuKK) U CTRYKTYP MeOMLIMHCKON
NPOMUNAKTUKN. DTV CTPYKTYPbI B HACTOSILLLEeE BPEMS HaXoaAT-
Cs B CTaflM BOCCO3[aHNs 1 TpebyioT NOCTOSHHOW METOL0M0-
rMYeCcKoV 1 MaTepuanbHOM NoAOEePXKKN.

KoHnuKT nHTepecoB. Bce aBTopbI 3asBN0T 00 OTCYTCTBUM
NOTEHLMANBLHOMO KOHMMNKTa MHTEPECOB, TPebytoLLEero packpbITHs
B JA@HHOW CTaTbe.
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