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Aim. To estimate the rate of oral anticoagulants (OAC) prescription, continuity of anticoagulant therapy in hospital and ambulatory stages along with
treatment adherence in patients with atrial fibrillation (AF) associated with hypertension (HT), ischemic heart disease (IHD) and chronic heart failure
(CHF) within the registry of cardiovascular diseases.

Material and methods. The study included 285 patients with AF combined with HT, IHD and CHF from the hospital registry RECVASA-CLINIC (n=3696).
The rate of OAC prescription was evaluated in ambulatory and in-hospital stages according to medical records. Out-patient treatment was estimated
via phone contact in 250 participants that represented 96.2% of all survived patients during follow-up of 24.1£5.9 months after discharge from hos-
pital. Medical adherence was evaluated using Morisky-Green questionnaire.

Results. Mean age of patients was 73.9+10.0 years (male — 52.6), CHA,DS,-VASc and HAS-BLED score were estimated as 5.14+1.50 1 1.59+0.79,
respectively. Contraindications to OAC treatment were registered in 34 (11.9%) patients. In pre-hospital stage patients with paroxysmal AF received
OAK more rarely comparing to those with permanent and persistent AF (31.8%, 51.7 and 55%, respectively; p<0.05). The rate of OAC administra-
tion in pre-hospital stage, on discharge and after 24.1+5.9 months follow-up period was 40.4%, 88.1% and 82%, respectively, whereas patients
with previous stroke were prescribed OACs more frequently (in 49%, 92.5% and 83.7% of cases, respectively). Only 43% of study participants had
good compliance to medical treatment (score of 4) according to Morisky-Green questionnaire.

Conclusion. OACs were under prescribed in pre-hospital stage and after 2 years of follow-up in patients with AF combined with HT, IHD and CHF com-
paring with in-hospital period (40.4% and 82% vs 88.1%). Medical compliance according to Morisky-Green questionnaire was not enough (43%)
in high-risk patients after discharge from hospital.

Key words: atrial fibrillation, anticoagulation therapy, registry, treatment stages, compliance, comorbid cardiovascular diseases.
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Tepanusi opanbHbIMU aHTUKOArynsiHTaMu y GonbHbIX ¢ UGpUNNaLMen npeacepauii B COMETaHMM C apTepuanbHON rMnepToHuen,
nweMmnyeckon 60nesHbIO CepAaLLa, XPOHUYECKON cepaevyHON HeA0CTaTOYHOCTbIO Ha FOCMUTaNIbHOM M aMOynaTopHOM 3Tanax neyeHus
no aaHHbIM perucrpa PEKBA3A-KJIMHUKA
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Lenb. /3y41Tb HacTOTy Ha3HaYeHMs opabHbIX aHTMKoarynsaHToB (OAK), NpeeMCcTBEHHOCTb aHTUKOAryIIHTHOM Tepanu Ha rocnuTansHOM 1 amby -
NAaTOPHO-MONMKIIMHNYECKOM 3Tanax, a Tak>Ke NPUBEPXKEHHOCTb K MEAMKAMEHTO3HOMY Jle4eHumIo Y BonbHbIX ¢ hrbpunnsumnert npeagcepanii (OI1) B
coveTaHnn C apTepuanbHo rmneptoHneit (Al), niemmdeckon bonesHbio cepaua (MBC), xpoHnyeckor cepaedHon HeloCTaTouHOCTbio (XCH) B pam-
Kax pervcrpa cepaeqHo-CoCyancTbix 3abonesaHuin (CC3).

Marepuan v MeToAbl. B JaHHOe 1cCnefoBaHme BKIto4eHbl 285 6onbHbIX ¢ codetaHmem DI, Al MBC 1 XCH 13 pernctpa PEKBA3A-KITMHUKA (n=3696).
Ha3HayeHne OAK Ha amOynaTopHOM 3Tane [0 rocnuTanmn3aumnm 1 B CTalMoHape, OLEHMBANN Ha OCHOBAHNM [aHHbIX MeAMLMHCKON [LOKYMEHTaUMN.
Ha ambynaTtopHOM 3Tane nocsie rocnutanusaumm (Yepes 24,1+5,9 Mec) oLieHKa nekapCTBEHHOM Tepanuim OCyLLECTBNANACk NOCPEACTBOM TeNedoH-
HOro KoHTaKTa ¢ 250 naumeHtamu (96,2 % OT Yncna BbIKMBLUMX NaLMEHTOB B TedeHWe nepurona HabniogeHns). MNprBepXXeHHOCTb NaLeHToB K Te-
panuu oLeHmMBanach C MOMOLLLbIO OMPOCHMKa Mopucku-TpurHa.

Pesynbratbl. CpefiHMI BO3PaCT NaLMeHToB coctaBmn 73,9+10,0 net (My>k4umHbl = 52,6 %). Yncno Gannos no wkanam CHA,DS,-VASc n HAS-BLED
-5,14%+1,501 1,59+0,79, cootBeTcTBEHHO. MPOTNBOMOKa3aHWA K HasHaveHo OAK Ha MOMEHT BKITIOYEHWS B perncTp nMenm 34 (11,9%) naum-
eHTa. Ha gorocnutanbHOM 3Tane neyeHns nauveHTaM ¢ napokcusmansHom hopmon O tepanua OAK HasHavanachb pexe, 4eM nNpu NOCTOAHHOM U
nepcuctnpytolien O (31,8%, 51,7 1 55%, cooTBetcTBeHHO; p<0,05). YactoTa HasHaveHns OAK Ha amOyaTopHOM 3Tare [0 rocnuTanu3aumum, npu
BbINWCKE M3 CTaumoHapa 1 vepes 24,1+5,9 mec HabniogeHus coctasmna 40,4%, 88,1% 1 82%, COOTBETCTBEHHO, B TOM YMCIIe, Y NALMEHTOB C pa-
Hee nepeHeceHHbIM MO3roBbIM UHCYNBTOM — 49%, 92,5% 1 83,7 %, COOTBETCTBEHHO. ToNbKo 43 % 113 ONPOLLUEHHbIX NaLMEeHTOB C codeTaHnem OT1,
AT, VIBC, XCH 6bin nprBepsKeHbl K MeAMKaMeHTo3HOMY federmio (4 6anna) no onpocHnky Mopuckm-TpuHa.

3akntoyeHue. MaupeHtaMm ¢ codetaHnem O, Al UBC, XCH HepoctaTo4HO YacTo HaszHavanmck OAK Ha ambynaTopHoM 3Tane A0 rocnuTanm3aumm u
yepes 2 rofa nocne BbINUckK 13 craumoHapa (40,4% 1 82% ), 4To BbINO 3HAYMMO pexe, Yem Ha rocnuTanbHOM aTane neveHns (88,1%). Mo pesynbratam
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MCMONb30BaHWA onpocHMka Mopurcku-TprHa B NOCTroCNMTanbHOM nepuroge HabmogeH s NPUBEPXKEHHOCTb K MeAVKAMEHTO3HOMY NeYeHIo JaHHOM
rpynMbl NaUMeHTOB C BbICOKMM PUCKOM CepLeqHO-COCYAMCTbIX OCTOXHEHNI Obina HepocTatodHa (43%).

KnioueBble cioBa: h1bpunnsums Npeacepamii, aHTMKoarynsHTHas Tepanus, PerucTp, 3tarbl IeHeHNs, NPYBEPXKEHHOCTb NIEYEHNIO, COYETaHHbIe cep-
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Atrial fibrillation (AF) is one of the most common
cardiac arrhythmias, which is diagnosed in approxi-
mately 3% of the adult population [1,2]. The preva-
lence of AF increases in the elderly, especially when
combined with other cardiovascular diseases where
hypertension (HT), ischemic heart disease (IHD)
and chronic heart failure (CHF) are leading [3].

The presence of AF is associated not only with dec-
reased quality of life, but also with higher rate of throm-
boembolic events, including stroke [4-6]. In such ca-
ses risk stratification and decision on oral anticoagu-
lants (OAC) administration depend on CHA, DS, -VASc
score (this scale is used since 2010) [7]. Several lar-
ge controlled clinical studies demonstrated high effi-
cacy of OAC treatment that was reflected in national
and international clinical guidelines [1,2,6]. At the same
time OAC therapy in AF patients often doesn’'t meet
the requirements of current clinical standards as re-
presented in some observational trials [8-10]. Ac-
cording CARDIOTENS study data comorbid cardio-
vascular disorders were registered in about 25% of AF
patients (among them CHF — 33%, IHD — 12%, HT
- 25%), while only 33% of study participants recei-
ved OAC[11,12]. Outpatient registry RECVASA also
demonstrated low rate of OAC prescription and ina-
dequate compliance to treatment in all patients in-
cluding those with combination of AF with HT, IHD and
CHF [10].

Therefore AF is often accompanied by other car-
diovascular diseases, including HT, IHD and CHF
Such patients are characterized by higher risk of stro-
ke and other thromboembolic events according to
CHA,DS,-VASc score and absolutely require OAC ad-
ministration. This category of patients is under-re-
presented in controlled clinical trials and registries whi-
le the real clinical practice of OAC use is poorly studi-
ed in Russia. This indicates the relevance of the pro-
blem that was a reason for the study elaboration.

The aim of the study — to estimate the rate of OAC
prescription, continuity of anticoagulant therapy in hos-

Onbpunnaumsa npencepamn (Or) asnsetcs ooHUM K3
Hambornee pacnpoCTPaHEHHbIX HAPYLLEHWI CEPAEHHOIO pUTMA,
KOTOpOE AMarHocTMpyeTcs NpubnmnsmTensHo y 3% B3pocnoro
HaceneHus [1,2]. PacnpocTtpaHenHocTb DI yBenuymnBaetcs y
NNLL MOXMIOro BO3pacTa, 0COOEHHO NpK HaNMYMU COHETaHHbIX
cepaeyHO-CcoCcyamCTbIX 3a0oneBaHnn. Cpem NocneHnx cie-
LlyeT OTMETUTb apTeprarnbHyto runepToHuio (Al), nwemmudeckyto
bonesHb cepaua (MBC) n xpoHUYeckyto cepaeyHyio HegocTa-
TouHoCTb (XCH) [3].

Hanu4me @I cBA3aHO He TONbKO CO CHUXEHVEM KayecTBa
KM3HW, HO U C YBENUYEHMEM HaCTOTbl TPOMOOIMOONMYECKIX
ocnoxHeru (T20), B TOM Ymcne uHcynbra [4-6]. CTpatndun-
Kauuio pucka T20 1 peLleHre BONpoca O HazHa4YeHn opanb-
HbIX aHTUKoarynaHToB (OAK) y naumeHTos ¢ OI1 pekoMeHAo-
BaHO OCYLLLeCTBNSATbL B COOTBETCTBUM CO Lkanon CHA,DS,-VASc,
npennoxeHHon B 2010 r. [7]. Bbicokas acpdekTnBHOCTE OAK
NPOLEMOHCTPUPOBaAHA B PALAE KPYMHbIX KOHTPOMMPYEMbIX
KIIMHUYECKMX MCCNeOBaHMM, HTO HaLLIO OTpaXeHne B Ha-
LMOHAIBHbBIX 1 MEXAYHAPOAHbIX KNMHUYECKMX PEKOMEHAALMAX
[1,2,6]. B pane 3apybexHbix 1 0Te4eCTBEHHbIX MCCrefoBaHN
NMOKa3aHO, YTO B 3Ha4YUTENBHOM MpoLeHTe cnyyaeB Tepanua OAK
no noeogy ®I1 He COOTBETCTBYET COBPEMEHHbBIM KITMHUYECKM
pekomeHpauuamMm [8-10]. o [aHHbIM MCCnefoBaHUSA
CARDIOTENS y naupertos ¢ DI opyrivie 3a0oneBaHms cepaeyHo-
COCYINCTON CUCTEMbI OTMEeHYaNnch B 25% cnydaes (XCH — 33%,
NBC—12%, AT — 25%), Npu 3TOM ToNbKO 33 % OOMbHbIX NO-
nydanmn OAK [11,12]. B ambynatopHoM peructpe PEKBA3A npo-
OEMOHCTPUPOBaHa HM3Kas YacToTa Ha3HaYeHWst AaHHOW rpym-
bl NPEeNapaToB 1 MPUBEPXKEHHOCTW K Tepanmn, B TOM YMUcie y
DonbHbIX ¢ codetaHnem PI, Al MUBC n XCH [10].

Takum obpaszom, @I fOCTaTOHHO HaCTO COYETaeTCs C Apy-
MMMW CepaedYHO-COCYANCTbIMU 3ab0oneBaHNsMM, B TOM Yuce
Al MBC 1 XCH. Y naumeHTo ¢ OI1 npu coveTaHum C Bbillene-
peYnCNeHHbIMU AMArHO3aMm Bbile PUCK MO3FOBOIO MHCYSbTa
(MI), a Takxe puck TO0 no Likane CHA, DS, -VASC, 4To sBnseTcs
abCONIOTHBIM NoKasaHneMm K HasHaveHuo OAK. [laHHas kaTe-
ropus OONbHbIX B HELLOCTATOYHOW CTEMNEHM NpefCTaBneHa B KOHT-
PONMPYEMbIX KIIMHUYECKUX MCCef0BaHMAX 1 perncTpax. Kpo-
Me Toro, B PO Bonpoc o nprimeHeHnin OAK B MOBCeAHEBHOM KW -
HWYeCKOW MpakTike M3y4eH HepgocCTaTovHo. Bce 310 cBMae-
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Registry RECVASA-CLINIC (Moscow, State Research Center for Preventive Medicine, n=3696)

Pernctp PEKBA3A-KIIMHUKA (Mocksa, THNL IV, n=3696)

Atrial fibrillation Hypertension Ischemic heart disease Chronic heart failure
n=1271 n=3380 n=1777 n=1443
Dubpunnauna ApTepunanbHasa Nwemnueckan XpoHuueckasn
npepcepani rMnepToHnA 6onesHb cepaua cepAeyHasn HeloCTaTOYHOCTb
n=1271 n=3380 n=1777 n=1443
Y
P omb on of A D Other patients with AF
4 diagnose 8 (1-3 diagnoses) n=986

N
)
Q
(@)
Q
(00)

Opyrue nayveHTbl ¢ O
(1-3 gmarHo3a) n=986

Unable to contact

10 patients (3.5%)
KoHTaKT He ycTaHOBNEH

10 60nbHbIX (3,5%)

Lethal outcome
25 patients (8.8%)
JleTanbHbIl ncxop,
25 60nbHbIX (8,8%)

Evaluation of patient’s status, medical treatment and compliance
(by phone contact in 24.1+5.9 months), n=250 (87.7%)

OueHKa cTaTyca NauneHTa, IeKapcTBeHHON Tepanuu, MPUBEPXKEHHOCTY JIeYEHNIIO

(No AaHHbIM TenedpoHHOro KoHTaKTa Yepes 24,1+5,9 mecaues), n=250 (87,7%)

Picture 1. Study design
PucyHok 1. Cxema uccnegoBaHus

pital and ambulatory stages along with treatment ad-
herence in patients with AF associated with HT, IHD
and CHF within the registry of cardiovascular disea-
ses.

Material and methods

The study included AF patients with concomitant
HT, IHD and CHF hospitalized in State Research Cen-
ter for Preventive Medicine during the period from
01.04.2013till 31.12.2014 as a part of the hospi-
tal registry of cardiovascular diseases RECVASA-CLI-
NIC (n=3696).

Including criteria were the following: 1) combi-
nation of AF with HT, IHD and CHF diagnosed during
in-hospital stay; 2) age over 18 years old; 3) residency
of Moscow city or Moscow Region.

The diagnosis of AF was made in 1271 patients
(34.4%), among them 285 patients (22.4%) met in-
cluding criteria (Pict. 1). The data were collected thro-
ugh patient's charts analysis with subsequent regi-
stration in electronic database. Clinical and demographic
characteristics including age, gender, type of atrial fib-
rillation, concomitant cardiovascular and other diseases,
risk factors of the thromboembolic and hemorrhagic
complications were considered. Based on the obtai-
ned data the risk of thromboembolic complications was
estimated by CHA,DS,-VASc score, while the risk of

TENbCTBYET 00 akTyanbHOCTM paccMaTprBaeMow Npobnemsl, YTo
MOCNY>XXM10 NOBOLOM [N OPraHmM3aLmMm McCnefoBaHns.

Llenb nccnenoBaHms — M3y4nTh HactoTy HasHadeHnsa OAK,
NPeeMCTBEHHOCTb aHTVKOArysaHTHOW Tepanuy Ha rocninTasb-
HOM 1 aMOyNaTOPHO - NOMMKIIMHUYECKOM 3Tanax, a Takxke npu-
BEPXXEHHOCTb K MeAVKAMEHTO3HOMY JIe4eHUIO Y NaLMEHTOB C
O B coyvetaHunn ¢ Al, MBC, XCH B paMkax perncrpa cepaey-
HO-COCYaMCTbIX 3aboneeanu (CC3).

MaTtepwnan v metopl

[lns BKNIOYEHMA NaLMeHTOB B MCCNe0BaHME NCMOMb30Ba-
nacb 6a3a gaHHbix PErvctpa KapamoBAckynsipHbix 3A0oneBa-
HU (PEKBA3A-KITMHKA; 3696 naLmeHTos ¢ anarHosamm Orl,
Al, MBC, XCH 1 nx co4eTaHnsMM, roCNUTaNn3nNPOBaHHbIX B
HWL, MM 3a nepron c 01.04.2013 10 31.12.2014 ).

B nccnenoBaHUm NpUYIMEHANNCH Cnepylolime Kputepum
BKMtoYeHuns: 1) codetaHme O, Al MBC n XCH B 3aknoun-
TeNbHOM JMarHo3e ucropum donesHu; 2) Bospact 18 net u crap-
lwe; 3) nocTosiHHOe NpoxuBaHme B Mockse, 1160 B MockoB-
CKow obnactu.

[narHos «pnbpunnaumns npeLcepamnin» B uctopum dones-
HW BbIn 3achrkcmpoBaH y 1271 naunerTa (34,4%), cpeam Ko-
TOpbIX 285 GonbHbIX (22,4%) COOTBETCTBOBANN KPUTEPUAM
BKJIIOHeHUs (puc. 1).

COop MHMOPMaLLMM O BKIIOYEHHBIX B UCCNe0BaHMeE Na-
LMeHTax OCYLLEeCTBAANCA NOCPECTBOM aHanm3a uctopuin 6o-
Ne3HM C NMoC/eayoLLEen perncrpaumen B 3N1eKTpoHHoOM base aaH-
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hemorrhagic complications — by HAS-BLED score. Drug
therapy (including OAC) at the outpatient stage and
at discharge from the hospital was assessed based on
medical records. Data on the out-patient pharma-
cotherapy after discharge from the hospital (an ave-
rage of 24.1£5.9 months) were obtained by phone
contact in 250 participants. Medical adherence was
evaluated using Morisky-Green questionnaire [13].

Statistical analysis included descriptive methods;
quantitative data were presented as mean value = stan-
dard deviation. The statistical significance was evaluated
using Student's t test and non-parametric methods
(X-square test).

Results
Baseline characteristics of patients

Clinical and demographic characteristics of patients
included into the study are represented in Table 1. Chro-
nic kidney disease, obesity and diabetes were the most
often concomitant conditions not related to inclusion
criteria. All participants had high risk of thromboem-
bolic complications according to CHA,DS,-VASc
scale and required OAC treatment.

Oral anticoagulants prescription in all
stages of treatment

The rate of OAC prescription in different treatment
stages is represented in Pict. 2. Only 40.4% of pa-
tients received OAC before hospitalization while
44.2% were treated with antiaggregants. Therefo-
re 15.4% of all patients with combination of AF with
HT, IHD and CHF didn't receive antithrombotic trea-
tment.

HbIX. Y4UTBIBANNCh KITMHMKO-AeMOrpaduyeckime XxapakTepucTkKii
BonbHbIX (Bo3pact, non, popma GrdpunnaLMmn Npeacepanin,
Lpyrve cepaeyHoO-CoCyamCTbIe 1 CONYTCTBYIOLLME 3a00neBaHNS,
hakTopbl prcka TIO 1 reMopparnyecknx oCoxHeHn). Ha oc-
HOBaHMW MOMyYeHHbIX AaHHbLIX MPOBOLAMIICA PacyeT pUcka
T20 no wkane CHA,DS,-VASC 1 pucka KpoOBOTeYEHUM MO
wkane HAS-BLED. Mpw aHanm3e Ncropmin Oone3Hm BbINONHANACh
oLieHKa MefKaMeHTo3HoM Tepanun (B T.4. OAK) Ha ambyna-
TOPHOM 3Tarne 1 Ha MOMEHT BbINUCKYM 13 CTaloHapa. Ha am-
OynaTopHOM 3Tane Nocre BbINUCKM 13 CTalmoHapa (B cpefHem
yepes 24,1+5,9 Mec HabmoaeHNA) OCyLLEeCTBAANCS TenedoH-
HbI KOHTAKT C MaLMeHTaMK, B X04e KOTOPOro MOBTOPHO peru-
CTPMPOBANMCh AAHHbIE O MPUHNMAEMbIX TEKAPCTBEHHbIX Npe-
naparax, a Tak>ke oLeHM1Banach NPUBEPXXeHHOCTb NaLMEHTOB K
Tepanum C NOMOLLbIO onpocHKKa Mopucku-TpuHa [13].

[Ina craTucT4eckoro aHanmsa 1Cnosb30BaviCh METOLbI OMK-
caTenbHOM CTaTUCTUKK. KonmyecTBeHHbIe AaHHbIe NpeacTaBieHb!
B BUe CpefHee 3HaYeHme = CTaHAapPTHOE OTKITIOHEHVEe. 3Ha4n-
MOCTb Pa3NMYMN CPEAHMX OLIEHMBANNCE C UCMOMb30BaHVIEM KPW-
Tepusa CTblofeHTa, 3Ha4MMOCTb PA3NUHMN YaCTOTbl HANMYUS NPK-
3HAKOB B rPynnax CPaBHEHMA — HenapamMeTprU4ecKiM METOL0M
C UCNOJIb30BaHMEM KpuUTepusa X-KBagpar.

Pe3ynbTaThl
UcxoaHbie xapakTepucTyku naymeHToB
KnnHuko-gemorpadpryeckas xapakreprcrmka naumeHTos,
BKJIIOYEHHbIX B MCCNeoBaHve, NpeacrasneHa B Tabn. 1. Hau-
Donee pacnpocTpaHeHHbIMK CONYTCTBYIOLLMM 3aD0neBaH s -
MU, He OTHOCALLIUMUCS K KPUTEPUSIM BKITKOHEHUS, SBISNCH XPO-
HUYeckas OonesHb Moyek, OXMpPEeHMe 1 CaxapHbin auabert.
Y nauneHTOB OTMeYancsa BbICOKMM puck TIO no wkane
CHA,DS,-VASC. Y BCex BKIMOYEHHbIX B UCCTIef0BaHVE NnaLu-
€HTOB MMEeNUCb NoKa3aHus K HasHa4veHmio OAK.

Table 1. Clinical and demographic characteristics of patients (n=285)
Tabnuua 1. KnuHUKo-aHaMHecTUYeckme AaHHble NauyveHToB, BKITIOYEHHbIX B uccnegosaHue (n=285)

Parameter / Napametp

Value / 3HaueHue

Demographic characteristics / lemorpadhuyeckvie XapakTepucTukm

Male / MyxuuHbl, % 52.6
Mean age, years / CpeqHui BO3pacT, fiet 73.9£10.0
History of cardiovascular complications / CepaeyHo-cocyRNCTbIE OUTOKHEHUS B aHaMHe3e
Stroke / Mo3roBow UHCyneT, % 21.7
Myocardial infarction / ViHcapkT Muokapaa, % 58.9
Concomitant diseases / ConyTcTayloluve 3a6onesanus
Diabetes / CaxapHbitt anater, % 25.6
Obesity / OxmpeHne, % 333
Chronic kidney disease / XpoHu4eckas bonesHb novek, % 389
GFR 30-60 mi/min/1,73m2, % / CK® 30-60 mn/MuH/1,73M2, % 424
GFR 0-29 ml/min/1,73m2, % / CK® 0-29 mn/MuH/1,73m2, % 45
Anemia / AHemns, % 6.7
Risk score scales / LLlkanb! oLieHky pucka
CHA;DS,-VASc, score / CHA,DS,-VASc, Gannbl 5.14£1.50
HAS-BLED, score / HAS-BLED, bannb 1.59£0.79

GFR - glomerular filtration rate / CK® - ckopoctb kiybo4koBoi (unstpaym
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Pre-hospital stage (n=285)
[LorocnuTanbHbii 31an (n=285)

D NOAC/HOAK . Warfarin / BapcdapuvH

NOAC - novel oral anticoagulants
HOAK — HoBble opanbHble aHTUKOAarynsiHTbl

82*t

42

Discharge (n=285)
Bbinucka u3 craunoHapa (n=285)

Post-hospital stage (n=250)2
MoctrocnuTanbHbIn 3tan (n=250)2

*p=0.0001 compared to pre-hospital stage; 'p=0.048 compared to discharge; 2in 24.1+5.9 months
*p=0,0001 no cpaBHEHWMIO € AorocnuTanbHbIM 3Tanom; fp=0,048 No cpaBHEHMIO C 3TAaNOM BbINMUCKWN U3 CTaLMOHapa; a4epes 24,1+5,9 mecsiues

Picture 2. The rate of oral anticoagulants prescription in different stages of treatment
PucyHok 2. YacToTa HazHa4yeHWs opalibHbIX aHTUKOArynsHTOB Ha Pa3fiMyHbIX 3Tanax okasaHus MeAULNHCKOW NMOMOLLM

On discharge the number of patients on anticoa-
gulation increased in 2.2 times (up to 88.1%) whe-
re 64 patients (22.5%) were first recommended war-
farin and 72 (25.2%) received novel OAC (NOAC).
The main reasons of noninitiation of oral anticoagu-
lants during in-hospital period are represented in
Table 2.

Out-patient treatment was estimated by phone
contact in 250 participants that represented 96.2%
of all survived patients during follow-up (an average
of 24.1£5.9 months) after discharge from hospital
whereas 10 (3.5%) participants were excluded from
the study and 25 (8.8%) died. In two years 72.8%
of patients continued OAC treatment that was star-
ted during hospitalization (36% received warfarin and
36.8% - NOAC). In out-patient stage after dischar-
ge from hospital replacement of one OAC with ano-
ther was observed in 8% of patients: NOAC was re-
commended instead of warfarin (in 4%), and vice ver-
sa, warfarin instead of NOAC (also in 4%). OAC the-
rapy was prescribed for the first time in 3 patients,
NOAC in all cases. OAC treatment was not performed
in 45 (18%) patients: 8% interrupted OAC after dis-
charge from hospital and 10% of patients had never
been recommended OAC therapy - both at dischar-
ge from hospital and at outpatient stage after hospi-

Ha3HaqeHne opanbHbIX aHTUKOAry/ISHTOB
Ha pasfnyHbIX 3Tanax e4eHns

YacToTa Ha3HaYeHWs OpanbHbIX aHTUKOAryIAHTOB Ha pas3-
JINYHbBIX 3Tanax Oka3aHua MeauLIMHCKOM MOMOLLM NpeacTaBeHa
Ha pwuc. 2. o nocrynneHms B ctaumoHap nuwb 40,4% naup-
eHToB nony4anu OAK, 1 44,2 % — aHTUarperaHTHyio Tepanmio.
B 15,4% cnyyaeB naumeHTam c codetaHmnem Of1, Al MBC, XCH
aHTUTPOMOOUMTapPHas Tepanus He HazHavanach.

Ha MOMEHT BbIMMCKM 13 CTaLMOHapa KONMYeCTBO NauMeH-
ToB, Nony4vasLivx OAK, yBenmumnnocs B 2,2 pasa (10 88,1%).
Mpw 3T0M 64 (22,5% ) NaumeHTam Oblin BNepBble pekoMeHA0BaH
npvem BapdapnHa, a 72 (25,2%) — HOBbIX OpabHbIX aHTU-
KoarynaHtos (HOAK). MpuinHbl HeHazHadeHus OAK B ycno-
BUMSIX CTallMOHapa OTpaxkeHbl B Tabn. 2.

Mpv nocnenyiolLieM HabnofeHnM B cpefHeM Yepes 24,1+5,9
MEC Nocrie BbINCKM 113 CTaLlOHapa KOHTAKT Obln ycTaHoOBMEH ¢ 250
naumeHTtamm (96,2 % ot 4mncna BbixkmsLLKMX), 10 Yenosek (3,5%)
BbIObIM 13 HAabMoaeHUs, 25 (8,8%) ymepnu. Yepes aBa rofa Ha-
OniogeHUs npriemM HasHaveHHbIX B cTauoHape OAK npomonkim-
nn 72,8% bonbHbIx (36% — BapdapuHa, 36,8% — HOAK). Ha
aMOynaTopHOM 3Tare Mocie rocnuTanm3aumm B 8% crydaes
OCyLLIeCTBNANACh 3aMeHa BapdapuHa Ha HOAK (4% ) 1 HOAK —
Ha BapdapuH (4% ). Bnepsble Obina Ha3Ha4YeHa Tepanus 3 na-
LpeHTaM, Bo Bcex ciyvanx B Buae HOAK. Tepanusa OAK He npo-
Boamnacby 45 (18%) bonbHbix (B 8% cnydaes otMeHa OAK, Ha-
3Ha4eHHbIX Npu BbinNncke, a B 10% diy4aeB — OTCYTCTBYE Ha-
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Table 2. The main reasons of non-initiation of oral anticoagulants during in-hospital period
Tabnuua 2. MpryrHbI HeHa3HaYeHUs opanbHbIX aHTUKOArYNSHTOB B YCNIOBUAX CTaLMOHapa y NaLMeHToB,

BKJTIOYEHHbIX B uccnegoBaHme

Reason Proportion of patients (%)
MpuunHa Jons nauueHToB or o6Lwero yncna (%)
Profuse bleeding not earlier than 14 days before discharge

MaccyBHble KpOBOTEYeHMS, COCTOSBLUMECH He Doree YeM 3a 14 AHel 0 BbINUCKY U3 CTaLlMOHapa 3.8

Patient refusal / OTka3 nauveTa 38

Anemia associated with malignancy / AHemys Ha hoHe 3noKka4ecTBEHHbIX HOBOODPA30BaHH 1.8

Cognitive disorders / KorHuTvBHble paccTpoiicTaa 1.4

Lack of indications (left arial appendage occluder implanation, lone AF episode in acute phase of myocardial infarction)

OTcyTCTBYe NOKa3aHwi (UMINaHTALWA OKKTIOAEPa B YLLIKO NeBOTO MPEACEPAVA, EIMHCTBEHHbI MapOKCH3M

OUOPUANALIAY NPECEPIMY Ha (DOHE OCTPOTO MH(APKTa MIOKAPHA) 1.1

Allreasons / Bce npuimHb 11.9

talization. The rate of OAC administration according
to clinical guidelines was significantly higher in hos-
pital period compared to post-hospital ambulatory sta-
ge (88.1% vs 82%; p=0.048).

Oral anticoagulants prescription in patients with
a history of stroke

Patients with prior stroke (n=53; mean age
75.0£9.0 years) more often had chronic kidney di-
sease comparing with those without cerebral accidents
(39.6% vs 12.1%, respectively; p=0.0001) and pre-
sented increased thromboembolic and bleeding risk
according to CHA,DS,-VASc (6.9+1.0 vs 4.3+1.2;
p<0.01) and HAS-BLED score (2.4+0.6 vs 1.4+0.7;
p<0.01), respectively.

Before hospitalization 49% of patients with AF, HT,
IHD, CHF and stroke history received OAC (warfarin
in 26.4% of cases and NOAC in 22.6%) compared
10 37.9% (p=0.14) patients without history of stro-
ke including warfarin in 26.3% of cases (p=0.98) and
NOACin 11.6% (p=0.04). Among patients with stro-
ke history the proportion of those receiving OAC du-
ring hospitalization (92.5%) was 1.8-fold larger
than in pre-hospital stage (p=0.0001). After
24.1+5.9 months of post-hospital follow-up nearly
83.7% of patients with stroke history were taking OAC
comparing with 80% of those without stroke,
p=0.89. Despite stroke history 16.3% of patients did
not receive OAC while 8.2% of them withdrew trea-
tment due to medical advice.

Oral anticoagulants prescription in patients
with different forms of atrial fibrillation

The rate of OAC prescription in patients with dif-
ferent forms of AF associated with HT, IHD and CHF
in different stages of treatment is presented in Pict. 3.
In pre-hospital stage patients with paroxysmal AF re-
ceived OAC treatment more rarely than those with per-

3Ha4eHus OAK Kak npw BbINUCKe 13 CTaUMOHaPa, Tak U Ha amby -
NaTOpPHOM 3Tare Noce rocnTanv3aLmm). Yacrora HasHadeHns OAK
B COOTBETCTBMM C KIIMHUYECKVMMI pekoMeHaauvsMn Obina B
NOCTrOCNNTaNBLHOM Neprofe HAbMIOAEHNS 3HAHMMO HIXKE, HeM Ha
MOMEHT BbINMMCKM 113 CTaLpmoHapa (82 % npotve 88,1%; p=0,048).

Ha3HayeHue opasnbHbiX aHTUKOArySHTOB NaLueHTam
C MO3roBbIM UHCYIbTOM B aHaMHe3e

Y NaLmeHToB ¢ paHee nepeHeceHHbIM MW (n=53; cpeaHi BO3-
pact 75,0+9,0 neT) no cpaBHeHNo ¢ 60rbHbIMI 63 IAHHOT OCTIOX-
HEHSA HYaLLle BCTpeYariach XpoH4eckas bonesHs rnodek (39,6 % npo-
B 12,1%, cootBercrBeHHo; p=0,0001), Obin BbilLie cpeaHi Gans
no Lwkanam CHA,DS,-VASc (6,9+1,0 npotve 4,3+1,2; p<0,01)
n HAS-BLED (2,4%0,6 npotve 1,4+0,7; p<0,01).

[lo noctynnerus B craumoHap naumenTsl ¢ DI, Al MBC, XCH
1 nepeHeceHHbIM MU B 49% cnydaes nonyyanu OAK (Bap-
dapuH — 26,4%, HOAK — 22,6%), a npu otcytcteun M B
aHamMHe3e — B 37,9% cny4aes (p=0,14), B ToM 4ncie BaphapmH
-26,3% (p=0,98) M HOAK - 11,6% (p=0,04). B naHHoM nof-
rpynne gons nuu, nonyyasLunx OAK B ctauoHape, obinae 1,8
pa3 6onblie (92,5%) No CpaBHEHNIO C IOFOCMMUTANbHbIM 3Ta-
nom (p=0,0001). Yepes 24,1£5,9 Mmec HabnoaeHVs Npu-
HuManu OAK 83,7% 6onbHbix ¢ MU B aHaMHe3e, a Takxe
80,0% — 6e3 MW B aHamHe3e, p=0,89. He nony4anu OAK
16,3% OonbHbIX ¢ MW B aHaMHe3e, U3 H1X Y 8,2 % Ha3Hade-
HWe NpenapaToB JaHHOW rpynmbl OblNIo OTMEHEHO.

Ha3HaqeHue opanbHbIX aHTUKOArySHTOB NP Pa3NYHbIX
(popmax pubpunnaLmm npeacepani

HazHayeHme opanbHbIX aHTVKOATYMAHTOB Y MaLEHTOB C Pa3-
nn4HbIMK hopmamm DI u codeTaHrem AR, MBC, XCH Ha 31a-
nax oKa3aHus MEANLMHCKOW MOMOLLM NPeACTaBAeHO Ha pUC. 3.
Ha porocnmransHOM 3Tane nedeHms Npy Napokcm3amansHom op-
mMe O tepanma OAK Ha3Ha4Yanace pexe, 4em npv NOCTOSHHOM
1 NepcucTVpytoLLer hopmax. B craumoHape fgons 60mbHbIX, no-
nyyaswmx OAK, yBenudmnace npu Bcex dpopmax Prl. Hepes aBa
rofla HabnAeHWS [oNs NNLL C pa3nuYHbIMK hopmMamm DI, npu-
HUMaloLLx OAK, CyLLieCTBeHHO He n3meHunach (puc. 3).
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Picture 3. The rate of oral anticoagulants prescription in patients with different forms of AF associated with HT, IHD and CHF

in different stages of treatment

PucyHok 3. HasHayeHue opanbHbIX aHTUKOArynsHTOB Y NaLMeHTOB C pa3nuyHbiMu dopmamum @I v covetaHuem Al, IBC,
XCH Ha pa3nunyHbIx 3Tanax okasaHus MegULUHCKON MOMOLLM

manent and persistent forms. During hospitalization
OAC were administered more often regardless of AF
form. The proportion of patients with different forms
of AF receiving OAC was unchanged after 2 years of
post-hospital follow up (Pict 3).

Medical adherence

In ambulatory post-hospital treatment stage 57 %
of patients with combination of AF with HT, IHD and
CHF had low compliance (score of 0-3 according to
Morisky-Green questionnaire). Among patients re-
ceiving OAC medical adherence was significantly
higher than in patients without anticoagulants trea-
tment (3.1%£1.12 vs 2.7+1.08, respectively; p<0.05).
Among patients with good compliance (score of 4)
84.3% took OAC in 24.1£5.9 month after dischar-
ge from hospital.

Discussion

The results of the study showed that despite the
high risk of thromboembolic events and positive ef-
fect of anticoagulant therapy on the prognosis, real
out-patient practice of OAC treatment in patients with
combination of AF with HT, IHD and CHF (including
history of stroke) remains unsatisfactory. Our data con-
firm the results of domestic outpatient registries
RECVASA [10] and Profile-11 [14], where the propor-
tion of patients who didn’t receive OAC was 95.8%
and 51%, respectively. Large international clinical tri-
als with similar design demonstrated better compli-
ance to guidelines regarding OAC treatment: the

[puBepXEHHOCTb K MEANKaMEHTO3HOU Tepanum

Ha ambynatopHoM 3Tane nocne rocnutanvsauim 57 % 6onb-
HbIx € codeTaHmem O, AT, MBC, XCH nmenn H13kyto npusep-
>KEeHHOCTb K Tepanin (0-3 Ganna no onpocHuky Mopuckn-lpu-
Ha). Cpenu 60nbHbIX, MpUHUMatoLLx OAK, NpUBEPKEHHOCTL K
Tepanum CC3 Bbina 3Ha4MMO BbiLLE, YEM Y NaLIMEHTOB He3 TakoBOM
(3,1£1,12 npotve 2,7£1,08; p<0,05). Cpeay nprBep>KeHHbIX
K MeflMKaMeHTo3HoM Tepanuu (4 6anna) Yepes 24,1+5,9 mec
HabnogeHns OAK npuHnMann 84,3 % nauymeHToB.

OO6cyxaeHne

Pe3ynbraTbl NPOBEAEHHOIO UCCNIed0BaHWs MOKa3anu, YTo, He-
CMOTPS Ha BbICOKMIM pUCK pa3BuTLs TS0 1 JoKa3aHHbIN NOf0-
KUTENBbHbBIV 3PPEKT aHTUKOATYNAHTHOW Tepanyi Ha MPOrHO3,
cobntogeHne NpuHUMNoB HasHaveHus OAK Ha amBynaTtopHo-
NOMMKIIMHMYeCKOM 3Tane y 60onbHbIX ¢ codeTaHnem O, AT, MBC
1 XCH, B TOM 4ncne v npu Hanudum M B aHamHese He ABnaeTca
YOOBNETBOPUTENbHBIM. [1oMnyYeHHble AaHHble MOATBEPXAAIoT pe-
3yNbTaThl OTEHECTBEHHbIX aMOyNaTopHbIX pernctpos PEKBA3A
[10] n Mpodunb-1I [14], B KOTOPbIX 4OMA NALWEHTOB, He Noy-
yasLmx Tepanmio OAK, coctasmna 95,8% n 51%, coorset-
CTBEHHO. B KpynHbIX 3apybeXKHbIX MCCNeLoBaHMAX C aHANOMYHBIM
[V3aMHOM MNPOAEMOHCTpUpoBaHa bonee Bbicokas npuBep-
>KEHHOCTb KIMHUYeCKMM pekoMeHOALMAM B MilaHe Ha3HauveHus
OAK (no gaHHbIM EBponewnckoro perictpa PREFER in AF (PRE-
vention oF thromboembolic events - European Registry in Atri-
al Fibrillation) [15] HeHa3HaveHWe OAK B 15,6% cnyyaes,
amepukaHckoro permctpa ORBIT-AF (The Outcomes Registry for
Better Informed Treatment of Atrial Fibrillation) —8 23% [16]).

BO3MOXXHbIMM MPUYMHAMU HeQOCTAaTOYHOMO KavecTBa feve-
HUS Ha aMOyNaTOPHO-MONMVKIIMHUYECKOM 3Tarne sBNATCA:

152 Rational Pharmacotherapy in Cardiology 2017;13(2) / PaunoHansHas ®@apmakotepanus 8 Kapanonorum 2017;13(2)




Oral Anticoagulants in Ambulatory and In-Hospital Treatment of Patients with Atrial Fibrillation
OparibHble aHTUKOArynsHTbI Npu GoNOPUIN[LNEN MPEACEPANI HA FrOCINTAIbHOM 1 ambynaTtopHOM 3Tanax

rate of non-prescription of OACwas 15.6% and 23%
according to PREFER in AF (PREvention oF throm-
boembolic events - European Registry in Atrial Fibril-
lation) [15] and ORBIT-AF (The Outcomes Registry for
Better Informed Treatment of Atrial Fibrillation) [16]
registries, respectively.

Treatment quality problems in ambulatory stage may
have several reasons including bad doctor compliance
to current clinical guidelines [17] and poor patient ad-
herence to prescribed therapy. Summarized above
questions may be solved with the help of educational
programs for both physicians and patients with AF and
concomitant pathology. Besides, special monitoring may
play a crucial role for patients with combination of AF
with HT, IHD and CHF. For example, the randomized cli-
nical trial demonstrated that collaboration between car-
diologists and staff nurses had significant benefits and
contributed to reduction of cardiovascular mortality and
rate of hospitalizations compared to out-patient follow-
up by only one cardiologist [ 18]. It was also shown that
management of AF patients should be performed in a
similar way to one in those with diabetes, chronic he-
art failure and other chronic conditions [19].

Medical adherence is also important issue espe-
cially in patients with high cardiovascular risk. The
most difficult is to provide adherence to the treatment
with preventive medications, namely, with anti-
coagulants [20]. In our study only 43 % of patients
with AF associated with HT, IHD and CHF had good
treatment compliance. Similar results were demon-
strated in other trials where medical adherence in
chronically ill patients was about 50% [21]. In this
case, development and implementation of algorithms
for regular compliance evaluation is crucial in eve-
ryday clinical practice. Regular follow-up which in-
cludes use of electronic monitoring systems may re-
present one of solutions [22]. Specialized studies are
also required to validate the approaches to improve
adherence among patients with chronic cardiovas-
cular diseases.

Conclusion

According to RECVASA-CLINIC hospital registry data
the OAC administration in AF combined with HT, IHD
and CHF didn't meet current clinical guidelines espe-
cially in pre-hospital stage. Two years after discharge
from the hospital OAC were prescribed more rarely
compared to in-hospital period but 2 times more fre-
quently than in ambulatory pre-hospital stage. Among
patients with a high cardiovascular risk with a com-
bination of AF, AH, IHD, CHF, the proportion of ad-
herents to medical treatment was only 43%, and
among those who did not take OAC, it was significantly
lower (26.7%). Special interventions to increase pa-

1) OTCYTCTBME NPUBEPXEHHOCTI BpaYden COBPEMEHHbBIM Kin-
HUYECKMM pekoMeHZaumam [17]; 2) OTCyTCTBME NMPUBEPKEH-
HOCTWM NaLMEHTOB K Ha3Ha4aeMow Tepanuu. MNpeacraBneHHble
BblLLe NpobneMbl MOTYT ObITb PeLLEHbI 3a CHET BHepeHWs 00-
pa3oBaTenbHbIX NPOrpaMm Afs Bpaden, NoCBALLEHHbIX Befe-
Huo NaumeHToB ¢ AT 1 conyTcTByloLLen natonornen. Kpome
TOro, OOMbLLYIO POSb MOXET UrpaTh CNeLManm3npoBaHHOE ANC-
naHcepHoe HabniofeHne OonbHbIX C codetaHvem O, Al
NBC, XCH. Tak, paHOOMM3MPOBaHHOE KITIMHNYeCKoe ncceno-
BaHWe nokasano, 4to HabnoaeHue naumeHToB ¢ MMM kapamo-
IOFOM COBMECTHO C MeAULIMHCKOW CeCTpOV NPeBOCXOANT Ha-
OnofeHve 0AHOro Bpaya NofmMKIMHUKA B OTHOLLEHWUM YacTo-
Tbl CEPAEYHO-COCYANCTBIX FOCMUTANM3aLMN N CEPAEYHO-COCY -
AncTon cMepTHOCTY [ 18]. Pe3ynsraTel 3TOro MCCNefoBaHWS yka-
3bIBalOT Ha TO, YTO BeAeHVe naumeHToB ¢ A1 AonKHO NpoBO-
AUTbCA MO aHanorum ¢ Apyrmmn 6onbHLIMN XPOHUYECKMM 3a-
DoneBaHNAMU, TaKMMW Kak CaxapHbl [MabeT 1 cepaeyHas He-
Jocrato4HocTs [19].

He MeHee 3Ha4MMoM fABNSETCA Npobnema NpUBEP>KeHHOCTU
K MedVKaMeHTO3HOW Tepanim, 0COBGEHHO y OOMBbHBIX C BBICOKMM
cepae4Ho-CcoCyamcTbIM pUCKOM. Harbonee cnoxHo obecneymTs
BbINOMIHEHVE Ha3HaYeHMM Bpaya Npy NpYMeHEHNM NpenapaTtos
C LLef1bto MPOMUNakTLKM, a UMeHHO — aHTrkoarynaHToB [20]. B
HaLLIeM 1CCNefoBaHMM NPYBEPSKEHDI K Tepanim Obinv nub 43 %
DonbHbIX ¢ codetaHnem O, AT, MBC, XCH. AHanormdHble pe-
3ynbTaThbl NPOAEMOHCTPUPOBAHbI B pPAAe APYrVIX NCCIefoBaHNm,
MO AaHHbBIM KOTOPbIX Y OOMbHBIX C XPOHMHECKMMI 3300NeBaHNSAMM
NPUBEPXKEHHOCTb K Tepannu B cpefiHeM coctasnsetr 50% [21].
B maHHOM crydae BaxkKHOV 3aja4er SBnseTcs pa3paboTka 1 BHef -
peHVe anropUTMOB PerynspHON OLEeHKM CODMOAEHNS NaLeH-
TOM peKkoMeHAaLMM Bpada B MOBCeAHEBHOW npakTike. K ogHo-
MY 113 MyTeln peLleHns AaHHOM NPobneMbl MOXKHO OTHECTM [ANC-
naHcepHoe HabniofeHye, B TOM YMCIe — C UCMONb30BaHUEM MeK-
TPOHHBbIX CUCTEM MOHUTOPUHTa [22]. Takxke HeobXxoamMmMo npo-
BeLleHVie CreLmani3mnpoBaHHbIX MCCIEAoBaHNI A5 BepUdMKaLmm
MOAXOLOB K MOBbILLEHWIO MPMBEPXKEHHOCTM K MEAVKAMEHTO3HOMY
Jle4eHuIo cpeay naLmeHToB ¢ XpoHundeckmmm CC3.

3aknoyeHue

Mo faHHbIM rocnutaneHoro perucrpa PEKBA3A-KITMHNKA
y naumeHToB ¢ codetaHmeM @I, Al MBC, XCH Ha3zHaveHne OAK
Ha ambynaTopHOM 3Tarne fe4yeHunsi, 0CObeHHO 10 rocnuTanm-
3aLM1, He COOTBETCTBOBAJIO COBPEMEHHbIM KIIMHNYECKMM pe-
KOMeHZaLumaM. B noctrocnntansHOM neproge neveHus 4yepes
2 rofa nocsie BbIMVCKM 13 CTalMOHapa YactoTa HasHadeHmsa OAK
OblNa 3HAYNMO HUXKE MO CPABHEHMIO C TAKOBOW Ha rocnmTanb-
HOM 3Tane, XOTs U OCTaBanack BABOE BbILLE, YeM Ha LOroCnm-
TanbHOM 3Tane. Y 60sbHbIX BbICOKOTO CEpAEHHO-COCYAUCTOrO
pucka c codeTannem O, Al, MUBC, XCH nons npmBep XXeHHbIX
K Me41KaMEeHTO3HOMY NeveHMio CocTaBma nub 43 %, npum-
YEM Cpeay NaumeHToB, He npuHuMaioLwmx OAK, oHa okasanach
3HAUYMMO HUXe (26,7 % ). MoBbILLIEHNE HYaCTOTbl Ha3HaueHNs OAK
Ha ambynaTopHOM 3Tarne fieveHns (T.e. NPUBEPKEHHOCTV BPa-
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tient adherence as well as rate of OAC prescription in
out-patient care clinics represent important resources
for improvement of therapy quality in this category of
patients.
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benosa EkatepuHa HukonaesHa — nporpaMmuct naboparopum
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