OPUI'NMHAJIbHbIE UCCJIEQOBAHUA

OUTPATIENT REGISTRY OF CARDIOVASCULAR DISEASES
(RECVASA): PROSPECTIVE FOLLOW-UP DATA, ESTIMATION
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Aim. To evaluate outcomes and risk of their occurrence in patients with atrial fibrillation (AF) within 12 months of follow-up in actual outpatient practice.

Material and methods. A total of 3690 patients with AF, arterial hypertension (HT), ischemic heart disease (IHD) and chronic heart failure (CHF) consulted by general practitioners and car-
diologists of three outpatient clinics of Ryazan, were enrolled into the outpatient REgistry of CardioVAScular diseAses (RECVASA). 530 of 3690 (14.4%) patients had the diagnosis of "atrial
fibrillation” in their outpatient charts. Estimation of the end points within 12 months after inclusion into the registry was performed based on the data received from the contacts with patients
or a documented fact of death.

Results. 39 (7.4%) patients had died during this period [30 (76.9%) of them due to cardiovascular causes], 18 (3.4%) — had undergone stroke, 3 (0.6%) — myocardial infarction, 2 (0.4%)
patients had cardiovascular surgery. There were 63 hospitalizations due to cardiovascular diseases (CVD). AF did not lead to significant increase in cardiovascular death risk [odds ratio (OR)=1.31,
p=0.21]and stroke risk (OR=1.64, p=0.09) within 12 months after inclusion into the registry, but the risk of hospitalization due to CVD was significantly higher(OR=2.88, p=0.0001). Per-
manent AF significantly increased the risk of stroke (OR=2.07, p=0.04). Such factors as diabetes, prior stroke, systolic blood pressure (SBP)<110 mm Hg and heart rate (HR)>90 bpm sig-
nificantly increased all-cause death risk (OR=2.49, p=0.008; OR=2.46, p=0.01; OR=7.6, p=0.003; OR=15.3, p=0.01, respectively). Patients treated with ACE inhibitors or angiotensin
receptor blockers (ARB) had lower all-cause and cardiovascular death risks: OR=0.38, p=0.01 and OR=0.25, p=0.02, respectively. Other drugs revealed no significant influence on prog-
nosis.

Conclusion. According to the outpatient registry RECVASA data such factors as permanent type of AF, diabetes mellitus, prior stroke, SBP<110 mm Hg and HR>90 bpm, ACE inhibitors/ARB
prescription significantly influenced prognosis in patients with AF. Estimating outcomes in AF patients, combination with HT, IHD, CHF and non-cardiac comorbidities must be taken into ac-
count as well as peculiarities of these diseases drug treatment.

Key words: registry, atrial fibrillation, cardiovascular diseases, prospective follow-up, risk factors, outcomes, outpatient practice, combined cardiovascular pathology, comorbidity
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AmBynatopHo-nonnknuHuyeckui PEructp KapanoBAckynsipHbix 3A6onesanui (PEKBA3A): gaHHble MPOCneKTMBHOIO HabnioaeHus, oLleHKa prcka 1 Mcxopbl y 6oMbHbIX ¢ prb-
punnaumen npeacepavn

M.M. JlykbsHos'*, C.A. boryos!, C.C. fkywuH2, C.10. Mapueswny!, A.H. Bopobbes?, A.B. 3arpebenbHbiin!, M.C. Xapnan',

K. NMepesep3eBa?, E.A. MpaskunHa?, C.E. Ceparok!, A.[1. lees!, E.H. Kyapswos!

1 ToCynapCTBEHHBIV Hay4YHO-UCCNe[0BaTENbCKMM LIEHTP NpodunakTuyeckon MeamumHbl. 101990, Mocksa, Metpoepurckui nep., 10

2 PA33aHCKMI rOCY[APCTBEHHBIV MEAVLIMHCKWY YHUBEPCUTET MMeHM akafieMyika W.M1.Masnosa. 390026, PazaHb, yn. BeicokoBonkTHas, 9

Llenb. OLEeHNTb B paMkax NPOCMEKTUBHOMO PErMCTpa NCXoAbl 3a 12 Mec HabniofeHNs 1 PUCKM UX pa3BuTvs Y 6onbHbIX ¢ drbpunnaumen npeacepanii (ON) B peanbHo aMbynatopHo-no-
SINKIMHUYECKON NpaKTVIKe.

Martepuan n Mmetofbl. B ambynatopHo-nonvknnHyeckuii PEructp KapanoBAckynsipHbix 3A6onesaHmi (PEKBA3A) BkiiodeHbl 3690 bonbHbix ¢ DI, apTepranbHoi runepToHmelt (Ar), uiue-
Mudeckoi bonesHbio cepaua (MBC) 1 xpoHu4eckomn cepaedHoi HeocTatodHOCTbIo (XCH), 06paTvBLUMXCS K TepaneBTaM v Kaparnonoram 3-X NOAVKIMHIK T, Pa3aHb. lnarHos «pubpunns-
LA npeacepamin» bin ykasaH B ambynatopHolt kapTe y 530 (14,4%), 13 3690 6onbHbIX. 0 faHHbIM KOHTAKTa C NMaLMeHTOM GO Mo AOKYMEHTaNbHO NOATBEPXAEHHOMY haKTy cMepTy
NpoBefieHa OLieHKa Hann4Ms KOHeYHbIX To4ek 3a neprog, 12 Mec nocne BKIIOYEHNS B perncrp.

Pesynbtatbl. 3a AaHHbIN nepriog ymepso 39 (7,4%) 6onbHbix [3 Hux 30 (76,9%) OT cepaeyHO-CoCyaANCTbIX MPUYMH], NEPEHECTN MO3roBO MHCYNLT — 18 (3,4% ), nHdapkT M1okapaa —
3(0,6%), onepaLyv no NoBogy cepaesHo-CocyauncTbix 3abonesarii (CC3) - 2 (0,4%). 3aperncrpuposaHo 63 rocnuTanusauuy no nosogy CC3. Hanuuue O He NPUBOAMIO K 3HA4MMOMY
POCTY pu1cKa CMepTV OT CepAeYHO-COCYANCTLIX NPUYMH [OTHOLeHVe prckos (OP)=1,31; p=0,21], pucka pa3sutig MO3roBoro nHcynsra (OP=1,64; p=0,09) 3a 12 Mec nocne BKNIO4eHs!
B PETUCTP, HO PUCK rocnuTanu3aLum no nosogy CC3 Obin 3Ha4MMo Bbile (OP=2,88; p=0,0001). Hanuue noctosHHoi hopmbl DI JOCTOBEPHO NOBBILIAN0 PUCK PA3BUTYIS MO3TOBOTO WH-
cynsta (OP=2,07; p=0,04). P1ck cMepTyi 0T BCex NpusvH Obin BbiLLe NPU HanWsmM caxapHoro Anabeta (OP=2,49; p=0,008), M03roBoro nHcynsta 8 aHamHese (OP=2,46; p=0,01), cn-
cTonn4eckoM apTepuansHom aanerun (CAL)<110 mm pr.ct. (OP=7,6; p=0,003), 4actoTe cepaeuHbIx cokpateHnin (4CC)>90 /muH (OP=15,3; p=0,01). bonee HI3KU pUcK CMepTy OT
BCEX MPUYYIH 11 OT CEpLIEYHO-COCYANCTBIX MPUHUH BbIABIEH Y DOMbHbIX NPY Ha3HaueHM UHMBuTopoB AN 1 6nokaTopoB peLenTopos aHrvoteHsuHa (BPA): OP=0,38; p=0,01 1 OP=0,25;
p=0,02, COOTBETCTBEHHO. 3H34VMOTO BAVAHNA Ha MPOTHO3 APYIVIX MPYNM NeKapCTBEHHBIX NPENapaToB He BbIABMEHO.

3aknioueHue. 10 AaHHbIM NPOCMeKTMBHOrO HabnioaeHws B paMkax ambynatopHo-nonmkanHuyeckoro pernctpa PEKBA3A BbIsIBIEHO 3HA4VMOe BNIVISIHVE Ha NPOrHO3 (hakTOPOB Hanu4ms no-
cTosiHHOM hopmbl O, caxapHoro AnabeTta, MO3roBOrO MHCYNbTa B aHaMHe3e, ypoBHA CAL<110 MM pr.ct. 1 YCC>90/MUH, Ha3HaueHUs nHrnoutopos AM® /BPA. Mpu OLEeHKe NCXOL0B Y
GonbHbIx ¢ DI BaxHO y4nTbIBaTL ee coueTaHyie ¢ Al IBC 1 XCH, conyTcTayioLLyio NaTonoruio, a Takxe CBA3aHHble C 3TM 0CODEHHOCTY fIeKapCTBEHHO Tepaniu.

KntoyeBble cnoBa: pernctp, hrbpunnaums npeacepamni, kapamoackynsipHble 3abonesaHus, NpocnekT1BHoe HabnofieHe, hakTopbl pricka, UCXofbl, aMOynaTopHO-NOAMKIMHYeCKas npak-
TVIKa, CONETaHHas CepAeYHO-COCYaAMCTas NaTonorus, KOMopoUAHOCTL
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Cardiovascular diseases (CVD) remain to be the
most common cause of death in adults in the majority
of developed countries and in Russia despite evident
progress in their treatment and prevention [1-4]. Atri-
al fibrillation (AF) is the most common heart rhythm
disturbance. It increments stroke risk and stroke-re-
lated mortality, risk of onset and exacerbation of
chronic heart failure (CHF) and also increases the fre-
quency of hospitalizations [5-12].

Prospective registries are the most effective
method of CVD risk and outcomes estimation in real
outpatient and inpatient practice [13-15].

A number of medical scientific centers of the Russ-
ian Federation (RF) participated in three international
trials devoted to AF registries formation [16-18]. How-
ever, we had not found any data in available publi-
cations of prospective domestic registries of AF pa-
tients organized in the RF [16-24].

Existing AF registries did do not allow entirely to
estimate data of prospective follow-up, outcomes and
risks in AF patients with concomitant arterial hy-
pertension (HT), ischemic heart disease (IHD) and
CHF as they were not simultaneously the registries
of HT, IHD and CHF. That is why the development of
an outpatient REgistry of CardioVAScular diseAses
(RECVASA) with the inclusion of patients with HT, IHD,
CHF and AF (both with one of these diagnoses or with
different combinations) in the region of the RF with
high cardiovascular mortality rate (the Ryazan Region)
is timely and practically significant. Cardiovascular
mortality rate in the Ryazan Region in 2012 was as

CBeneHus 0b aBTopax:

JlykbsiHoB Minxaun MuxaninoBuY — K.M.H., B.H.C. OTAeNa KITMHNYeCKou
Kapauonorm 1 MonekynspHov reHetvki FTHULMIM

boviLjoB Ceprevi AHaTonbeBnY — [.M.H., IPOGeccop, pykoBoauTesb
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SAkywmnH Ceprevi CTenaHoBUY — [.M.H., IPOGeCccop, 3aBeayIoLLmm
Kacbeapow rocrivtansHovi Teparnm PasrMy

Mapueuy Ceprevi KOpbeBuY — [.M.H., NPOGHeCcop, pPyKoBOANTEb
otaena npogunaktdeckon papmaroreparv HULITTM

BopobbeB AnekcaHap HukonaeBuy — K.M.H., aCCUCTEHT Kageapbl
rocntanbHowv Tepan Pa3rMy

3arpebenbHbivi AnekcaHap BacunbeBud — K.M.H., C.H.C. oT4€Na
npogunakTuyeckou papmarorepanv FTHALITIM

Xapnan Mapusi CepreeBHa — K.M.H., C.H.C. OTAeNa KIMHU4eCcKoum
Kapauosnorim 1 MonekynspHou reHetvki FTHULMIM

lMepeBep3eBa KpuctuHa leHHaabeBHa — acrvpaHT Kagenps!
rocnutansHow Teparn PaslfMy

MpaBkuHa EkatepyHa AnekceeBHa — acrivpaHT Tou

XKe Kagenpbl

Cepparok CBetniaHa EBreHbeBHa — K.M.H., C.H.C. OTAe/a KIVHNYEeCKOoM
Kapaunonorvy v MonekysisipHou reHetvki THULIMIM

Hees AnekcaHap AmMutpnesmny — K.c.M.H., pyKoBOAUTEb
nabopatopum MeauLmHckon buoctatuctiky FTHVLTIM

Kyapsilwos EBreHuii HukonaeBnd — riporpaMmMimCT Tou xe
naboparopum

HecmoTpsi Ha 04eBUAHbIN NPOrpecc B fIe4eHUn 1 Npodu-
NaKTKe KapAMoBacKyNspHbIX 3a0oneBaHnn, AaHHas rpynna 0o-
ne3Hel oCTaeTcs Hanbornee 4acTon NPUYMHOWN CMepTU B3POC-
NIOro HaceneHus B 6oMbLUMHCTBE Pa3BUTbIX CTPaH MUPa, BKIO-
das Poccuio [1-4]. Dubpunnaums npeacepamn (OI1) aenset-
€Sl CaMbIM PaCipOCTPaHEHHbIM HapyLLIEHMEM pUTMa cepaLa, KO-
TOpOe yBeNMYMBAET PUCK MO3MOBOrO MHCYSbTa W CBA3AHHOM C
HUM CMEPTHOCTW, PUCK Pa3BUTUS U YCyrybneHus TeHeHms Xpo-
HUYeCKOW cepaedHon HefocTaTodHoCTM (XCH), a Takke npu-
BOAMT K MOBbILLIEHMIO YaCTOTbl rocimUTanmnsaumm [5-12].

Hanbonee 3 hekT1BHbIM COCOBOM 13y4eHst CXOO0B Kap-
OMOBACKyNApHbIX 3a00MeBaHUM U PUCKOB UX Pa3BUTUA B pe-
anbHOW aMbynaTopHO-MONUKIMHUYECKOM U roCnuTanbHOM
MpaKTVIKe ABMAETCA OPraH/3aLmsa NPOCMEKTVBHbIX PerncTpoB [ 13-
15].

Pan MeOMUMHCKMX HaY4HbIX LieHTpoB B Poccnickom Defe-
paumm (P®) npuHMMan y4actve B CO3OaHUM TPEX MexXayHa-
poaHbIx peructpos @I [16-18]. OgHako, cpean UMEIOLLMXCS
nyonukaumii o pesynesratax UccnenoBaHnin Ha 6ase psana pe-
rmctpoB I, Hamn He ObIIO HaAEeHO AaHHbIX MPOCMEKTUBHbIX
0TeYeCTBEeHHbIX PerucTpoB 60sbHbIX ¢ DI, OpraHN30BaHHbIX B
PO [16-24].

B cywecrBytowmx permcrpax O He Hblo BO3MOXHOCTU KOM-
NNeKCHO OLEeHNTb AaHHble MPOCNEeKTMBHOMO HabnoaeHns, 1c-
XOflbl Y pUCKI Y B0nbHbIX ¢ DI B COMETAHNN C apTepuanbHON
runepToHnent (Al), nwemmyeckor bonesHbio cepaua (MBC) u
XCH, T.K. OHUM He ABNANnCh 04HOBPeMeHHO permnctpamu Al UBC
1 XCH. 270 ABNSETCA BaXKHbIM OOOCHOBAHMEM aKTyaNlbHOCTY W
NPaKTMYEeCKOro 3HaYeH1s co3faHmns aMmoynaTopHO-MONMKIN-
Hu4eckoro PErmctpa KapauoBAckynsipHbix 3A6oneBaHn
(PEKBA3A) ¢ BkJIo4eHneM B Hero 6osbHbix ¢ Al, UBC, XCH u

PauynoHansHas ®apmakotepanns B Kapanonorum 2014,10(5)

471



Estimation of risks and outcomes in AF patients (according to the RECVASA registry data)
OueHka pucka v ncxofbl y 607bHbIX ¢ @f1 (no ganHbim pernctpa PEKBA3A)

much as 937.3 per 100 000 of population, which
exceeded the national average in the RF (737.1 per
100 000 of population) by 27.2% [4]. This article
presents the information about the patients includ-
ed into the Registry, data of the prospective 12-month
follow-up of AF patients, outcomes and their risks
as well as results of the diagnosis validation in a ran-
dom sample of people enrolled into the study.

The aim of the study - to evaluate outcomes and
risk of their occurrence in patients with atrial fibril-
lation within a framework of a prospective registry
in actual outpatient practice within a 12-month fol-
low-up.

Material and methods

The design of the outpatient REgistry of CAR-
diovascular diseAses (RECVASA) had been in detail
described earlier [15, 25].

Of 3690 patients enrolled into the registry 530
(14.4%) had the diagnosis of “atrial fibrillation” in
outpatient chart.

Medical chart data of a patient included into the
registry and data of a chart of contacts with a patient
during 12 months after the enrollment were added
to an electronic data base for further analysis.

Estimation of the end points after the 12-month
follow-up was carried out in 522 of 530 AF patients
(98.5%) in accordance with data of contacts with
a patient or by a documented fact of death.

Statistical analysis of data was performed by meth-
ods of descriptive statistics. Significance of mean val-
ues distinctions was estimated using Student’s test,
significance of distinctions in incidence of attributes
in the groups of comparison — by nonparametric
method using chi-square test. For evaluation of
odds ratio (OR) and 95%-confidence interval (Cl)
the Cox model was used. Statistical analysis of the
data was conducted by the GLM computer program
of the SAS system.

Results

General characteristics of the patients, con-
comitant diseases and comorbidity, validation of the
diagnosis in a random sample of patients were in de-
tail described earlier [25].

Estimation of outcomes and risk of their
occurrence during the 12-month follow-up

At evaluation of end points in 522 of 530 patients
(98.5%) during the 12-month follow-up we had re-
vealed the following: 39 (7.4%) patients had died
[30 (76.9%) of them due to cardiovascular causes],
18 (3.4%) — had undergone stroke, 3 (0.6%) —my-
ocardial infarction, 2 patients had surgery for CVD

@M (kak C 0AHMM OMArHo30M, Tak 1 C Pa3NUYHbIMU COYeTa-
HUAMK) B pervioHe PO (PaszaHckas 06nacTb) C BbICOKUM YPOB-
HeM CepAe4YHO-COCYAMNCTON CMEPTHOCTW. [JaHHbIN NoKa3aTesb
B 2012 r. coctaBun B PazaHckown obnact 937,3 Ha 100 000
HaceneHus, 4To Ha 27,2 % npeBbILLaeT CpefHun ypoBeHb No PO
—737,1 Ha 100 000 HaceneHus [4]. B HacTosiLLen cTaTbe Npu-
BOZUTCA MH(OPMaLMA O BKIIOYEHHbIX B Perncrp naumeHTax, AaH-
Hble MPOCNEKTMBHOrO HabnoaeHUs OOoMbHbIX C AMArHO30M
Ol B Te4eHme 12 Mec, NCXodbl U PUCKU MX PA3BUTUS, a TakxKe
pe3ynbraTbl BanvaaLmmy AmMarHo3a B Cly4ariHow BbIOopKe 13 Ymc-
1a N, BKIIOYEHHbIX B UCCNe0BaHMe.

Llenb nccnengoBanust — OLEHWTb B paMKax NPOCNEKTVBHO-
ro permcrpa Ucxofpl 3a 12 mMec HabnogeHuUs 1 pucki Ux pas-
BUTNS Y OONbHbIX C UbpUINaUMen npencepanii B peanbHom
aMOynaTopHO-NONKIIMHNYECKOWN NpakTiKe

MaTepuan n metoabl

[v3anH amOynaTopHo-NoNMKNMHUYeckin PErmcTpa Kap-
AnoBAckynsipHbix 3A0onesaHmin (PEKBA3A) nogpobHo onvcaH
Hamu paHee [15, 25].

Y 530 (14,4%) 13 3690 GonbHbIX, BKIOYEHHbIX B PErCTP,
B ambynatopHon kapTe Obln 3acUKCMPOBaH AMarHo3 «huob-
PUANALNS NPeaCcepanin».

[laHHble KapTbl NauyeHTa, BKIIIOYEHHOIO B PErUCTpP, KapTbl
KOHTaKTa C MaLLeHTOM C MHopMaLLen 3a neprof, 12 mec nocie
BKJTIO4EHWS BHOCUIICh B NEKTPOHHYI0 033y Ans NoCneayioLLero
aHanumsa.

Mo AaHHbIM KOHTaKTa C NaumeHToM, MO0 Mo AoKyMeHTanbHO
nofTeepxXAeHHOMY dakTy cMepTy 522 13 530 GonbHbIx ¢ DI
(98,5%) npoBeaeHa OLEHKa HanMums KOHEYHbIX ToYeK 3a ne-
propg 12 mec nocsie BKIIOYEeHNS B PErncTp.

[ns cratnctdeckon obpaboTKM AaHHbIX UCMONBb30BANNCH Me-
TOAbl ONMCaTENBHOW CTAaTUCTUKI. JJOCTOBEPHOCT PasnnHmniA cpef-
HUX BEN4YMH OLEHMBaNach C MCNob3oBaHmeM kKputepns CTbio-
[eHTa, LOCTOBEPHOCTb Pa3NMYMM HYacTOTbl HaNMYWS MPU3HAKOB B
rpynnax CpaBHEHVA — HeMapaMeTpU4ecK M METOAOM C UCMOSb-
30BaHMEM KpUTEPUS XM-KBagpaT. [Ins OLeHKM OTHOLLEeHUS pyC-
koB (OP) 11 95% noBepuUTENbLHOrO MHTepBana (1) nprmeHsanach
Mogenb Kokca. CTatTucTyeckyto 00paboTky AaHHbIX NPOBOANN
C MOMOLLIbIO KOMMblOTEPHOM NporpaMmbl GLM cnctembl SAS.

Pe3ynbTtaThl

OOLas xapakTepucTvka DOMbHbIX, COYETAHHAs W COMyT-
CTBYIOLLLAs NATONOrNA, BaNVAALMSA AMarHo3a B Clly4aliHoM Bbl-
Dopke naumneHToB NoapobHO onucaHbl HaMK paHee [25].

OueHka ncxonoB 3a nepuof 12 mec HabnoaeHUs
W pycka X pa3BuUTuS

Mpn oLeHKe KOHeYHbIX Todek ¥ 522 (98,5%) 13 530 na-
LIMEHTOB BbISIBMIEHO, YTO 3a 12 MeC Nocie BKIIOHYeHWs B permcTp
ymMepno 39 (7,4%) 6onbHbIx [30 (76,9%) 13 HMX OT cepaey-
HO-COCYANCTbIX MPUYMH], NEPEHeC Y MO3rOBOM UHCYNLT — 18
(3,4%), nHdapkt mrokapaa — 3 (0,6 %), onepaLum No Noso-
Iy CC3 = 2 (13 HUX UMNMAHTUPYEMbIN KapAnoCTUMYIsTop — 1,
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(cardiac pacemaker implantation — 1, radio frequency
ablation - 1; coronary bypass surgery and percuta-
neous coronary intervention were not performed).
There were also 63 hospitalizations related to CVD.

Odds ratio (OR) was calculated by multi-factor
analysis using the Cox model. The data listed below
are given after adjustment for the following factors
(16 factors altogether): age, sex, heterogeneity of
different outpatient clinics data, presence of IHD, CHF,
diabetes mellitus, history of stroke and myocardial
infarction, anemia, chronic kidney diseases, lung dis-
eases (in general and in particular - chronic obstructive
lung disease, bronchial asthma), diseases of the di-
gestive system (in general and in particular - gastric
and duodenal ulcer, erosive gastritis).

Presence of AF diagnosis in 530 patients as
compared to 3160 patients without it did not sig-
nificantly increase the risk of cardiovascular death
(p=0.21), stroke risk (p=0.09) and risk of combined
cardiovascular end point occurrence (p=0.20) with-
in 12 months after enrollment into the registry (Fig.
1-3). However, diagnosis of permanent AF (as
against paroxysmal and persistent types) significantly
(p=0.04) increased stroke risk (2.1-fold) and risk
of combined cardiovascular end point (1.6-fold) as
Fig. 2-3 show. It is important to underline that AF (all
types) significantly increased the risk of hospitalization
due to CVD in the first year of the follow-up: 2.4-fold,
p<0.0001, as Fig. 4 shows.

Such factors as age, diabetes and history of
stroke significantly increased all-cause and cardio-
vascular death risks in patients with AF (n=530) (Table

pafuoYacToTHas abnaums — 1, KOPoOHapPHOE WYHTUPOBaHME 1
HPECKOXKHOE KOPOHAPHOE BMELLIATENBCTBO He MPOBOAMMCH). Tak-
e 3aperncrprpoBaHo bbino 63 rocnuTtani3aumm no nosogy CC3.

OtHouweHwe puckos (OP) onpefdensnocs npu nomMouyn
MHOIO(aKTOPHOro aHanmsa C UCnonb3oBaHMeM Mmopenn Kok-
Ca. YKazaHHble H>Ke JaHHbIE MPUBEAEHDBI C YHETOM HUBEIVMPOBKM
MPOrHOCTUYECKOrO 3HaYeHNs CriedyioLLIMX hakTopoB (Bcero 16
(hakTopOB): BO3pPaCT, NOJ1, HEOAHOPOAHOCTb AAHHbIX A1 Pa3-
JINYHbBIX MOANKIVHKK, Hannyne MBC, XCH, caxapHoro anabe-
Ta, MO3roBOrO MHCYIBTa 1 MH(bapKTa MMOKAPAa B aHaMHe3e, aHe-
MU, XPOHMYECKMX DonesHen noyek, bonesHer opraHoB fbl-
XaHws (B LEOM 1 B OTAENBHOCTM — XPOHNYECKOM 0BCTPYKTUBHOM
BornesHn nerkmx, GPoHXManbHOM acTMbl), 3aboneBaHul opra-
HOB NuLLieBapeHs (B LLeNOM U B OTAENBHOCTU — S3BEHHOMN 00-
ne3HV Xenyaka 1 12-nepcrHon KWLWKK, 3pO3VMBHOrO racTpuTa).

Hanuume ®MN B amarHose y 530 OonbHbIX, MO CPaBHEHMIO
€ 3160 naupeHtamm 6e3 @I, He NPUBOANIIO K 3HAYMMOMY MO-
BbILLEHMIO PUCKa CMEPTU OT CePAEYHO-COCYOANCTBIX MPUYNH
(p=0,21), pucka pa3suta MO3roBoro nHcynsta (p=0,09), a
Takke KOMOVHWPOBAHHOW CepAEHHO-COCYANCTOM KOHEYHOM TOY-
kn (p=0,20) 3a neprod 12 Mec nocne BKIOYEHNS B PErnCTp
(puc. 1-3). OgHako Hanu4ne noctosiHHoM opMbl AT (B oT-
NYme OT NaPOKCM3MarbHOM 1 NePCUCTUPYIOLLIEI) 3HAYMMO Mo-
BbILLAMNO PUCK Pa3BUTVA MO3rMOBOIO UHCynsTa — B 2,1 pasa
(p=0,04) 1 KOMOUHWPOBAHHOWM CepAEHHO-COCYAMUCTON KO-
HeYHoM To4ukM — B 1,6 pasa (p=0,04), 4To OTPaXeHo Ha pucC.
2-3. BaxHo nogyepkHyTb, 410 Hanunyme Pl (Bkoyas BCe ee
(hOpMbI) 3HAUMMO MOBBILLIANO PUCK FOCANTANN3ALLAN MO NOBOLY
CC3 B Te4yeHue nepBoro roga HabnogeHus — B 2,4 pasa
(p<0,0001), 4TO CeayeT 13 puc. 4.

Y 6onbHbIx ¢ DM (N=530) 3Ha41MO NOBbIWANN PUCK CMEpP-
TV OT BCEX MPUHVIH 1 OT CEPAEYHO-COCYANUCTbIX MPUYMH (PaKTO-

Death of cardiovascular causes
CmepTb OT cepheYHO-COCYANCTBIX MPUYNH

Patients with AF diagnosis:
BonbHble ¢ gnarHosom OI:

Permanent type (n=229)
MocToAHHaA dopma (n=229)

Paroxysmal type (n=140)

MapokcunamanbHasa dopma (n=140)

Persistent type (n=131) 0.'39

Mepcuctupyiowas dopma (n=131)

All the AF patients (n=530)
Bce 6onbHble ¢ O (n=530)

0.92 1.56 (p=0.10) 2.65
I A |
0.49 1.13 (p=0.77) 2.61
0.97 (p=0.95) 2.41
N !
0.86 1.31 (p=0.21) 2.00
: 2 i

T
0 0,25 0,5

T T T T
0,75 1 1,25 15 175 2 2,25 25

Odds ratio / OTHOLWeHVe prcKoB

Figure 1. Diagnosis of “atrial fibrillation” and cardiovascular death risk (odds ratio and 95% confidence interval) in patients

included into the RECVASA registry (n=3690)

PucyHok 1. narHos «bmnbpunnaums npeacepamii» n puck pasBuTns CMepPTU OT CEPAEYHO-COCYAUCTbIX MPUYUNH (OTHOLWWEHWe
pUCcKoB 1 95% AOBepUTENbHbIN MHTEPBaN) Y O0NbHbIX, BKIOYEHHBIX B pernctp PEKBA3A (n=3690)
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Patients with AF diagnosis:
BonbHble ¢ anarHozom POI1:

Permanent type (n=229)
MocTosaHHaa popma (n=229)

Paroxysmal type (n=140) 0.'30

Combined cardiovascular end point**
KoM6UHVpoBaHHaA cepaeyHo-CoCyamncTasa KoHeuHas Touka**

MapokcuamanbHas popma (n=140)

Persistent type (n=131) 0.48

Mepcuctupytowas popma (n=131) '

All the AF patients (n=530)
Bce 60snbHble ¢ O (n=530)

1.63 (p=0.04*)
I 2 |
0.73 (p=0.50) 1.80
1.04 (p=0.91) 225
0.88 1.28 (p=0.20) 1.87
k y N |
r T T T T T T T T T
0 0,25 0,5 0,75 1 1,25 15 175 2 2,25 25

Odds ratio / OTHoLLIeHMe prCKOB

*p<0.05; **death of cardiovascular causes, stroke, myocardial infarction, cardiac and coronary surgical interventions
*p<0,05; **cMepTb OT cepAeYHO-COCYANCTBIX MPUUMH, MO3TOBOI MHCYNLT, MHGaPKT MUOKapAa, XMPYPruyeckue BMeLlaTeNbCTea Ha Cep/iLie U KOPOHapHbIX COCyAax

Figure 2. Diagnosis of “atrial fibrillation” and risk of combined cardiovascular end point occurrence (odds ratio and 95%
confidence interval) in patients included into the RECVASA registry (n=3690)
PucyHok 2. InarHos «pudpunnauuns npeacepanim» U puck passmutus KOMOUHMPOBAHHOW CepAeYHO-COCYANCTON KOHEYHOM
TouKkM (OTHOLWEHME PUCKOB U 95% JOBepUTENbHBIN MHTepBa) y OoNbHbIX, BKIOYEHHbIX B pernctp PEKBA3A

(n=3690)

Patients with AF diagnosis:
BonbHble ¢ anarHozom OI1:

Stroke

Mos3rosown nHcynbT

Permanent type (n=229) 103 2: =0 4.19

MocTtoaHHas dopma (n=229) ' '

Paroxysmal type (n=140) 0|'54 1.8 (p=0.26) 5'0.6
MapokcuzmansbHasa dopma (n=140) ' '
Persistent type (n=131) 0.18 0.73 (p=0.66) 3.03

Mepcuctupyrowas popma (n=131) ! A !

All the AF patients (n=530) 0.92 1.64 (p=0.09) 291

Bce 60sbHble ¢ O (n=530) : A !

T T T
0 025 05 075
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Odds ratio / OTHoOLWEHVe prCKOB

Figure 3. Diagnosis of “atrial fibrillation” and risk of stroke (odds ratio and 95% confidence interval) in patients included

into the RECVASA registry (n=3690)

PucyHok 3. InarHos «pubpunnauuns npeacepanin» n puck passuTUsS MO3roBOro MHcynbTa (oTHoweHue puckos 1 95% pose-

pUTENbHbIA MHTEPBAN) y OOMbHbIX, BKIIOYEHH

1). Among factors analyzed in the Table diabetes in-
creased the risk of combined cardiovascular end point
occurrence (2.1-fold, p=0.03), while chronic kidney
diseases — risk of hospitalization due to CVD (2.0-fold,
p=0.01). It is worth mentioning that the risk of all-cause
and cardiovascular death was increasing with age (by

bix B permuctp PEKBA3A (n=3690)

pbl BO3pacTa, Hannyuis CaxapHoOro AnabeTa 1 MO3roBoro MHCysTa
B aHaMHe3e (1abn. 1). M3 aHanm3mpyembix B TabnuLe hakTopos
PUCK Pa3BUTUS KOMOUHWPOBAHHOW KOHEYHOW CepaeYHO-COoCy-
LVCTOV TOUKW ObIN BbiLLe NPy HanM41mn caxapHoro anabeta (B
2,1 paza, p=0,03), a puck rocnmtanmsaumm no nosogy CC3 6bin
BbiLLE MNPV HANMYMM B aHaMHe3e XPOoHMYeckx OonesHer noyek
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Hospitalization due to CVD
locnutanmsauma no nosogy CC3

Patients with AF diagnosis:
BonbHble c anarHozom OI1:

Permanent type (n=229) 1.41 2:‘ (p=0.0006*) 3.55
MocTosiHHas dopma (n=229) : '
— | ¥

Paroxysmal type (n=140) 7',48 2:52(p=0.0006%) 4'2,7
MapokcuamanbHas dopma (n=140) ’ '
Persistent type (n=131) 1.63 2775 (=) 465
Mepcuctupytowas popma (n=131) ' A
All the AF patients (n=530) 173 2:38{(pS0001RINNG 27
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Figure 4. Diagnosis of “atrial fibrillation” and risk of hospitalization due to cardiovascular diseases (odds ratio and 95% con-
fidence interval) in patients included into the RECVASA registry (n=3690)
PucyHok 4. InarHos «pudpunnauuns npeacepaniny» n puck rocnntanmsaumm no NoBoay cepaeyHo-cocyancTbix 3abonesaHumm
(oTHOLWeEHMe pUCKoB 1 95% LOBEPUTENbHLIN MHTepPBan) y 6oNbHbIX, BKItOYEHHbIX B pernctp PEKBA3A (n=3690)

Table 1. Influence of different risk factors on rates of mortality, combined end point, stroke occurrence and hospitalization
due to CVD in AF patients (n=530)
Tabnuua 1. BansHue pasnmyHbix GakTOpPOB pUCKa Ha YNCIO CJIyYaeB CMepPTU, Pa3BUTUS KOMOMHUPOBAHHOM KOHEYHOM
TOYKM, MO3rOBOIO MHCYNLTA, rocnuTanusauum no nosogy CC3 y 6onbHbIx ¢ DI (n=530)

Risk factor All-cause death CV death Combined CV end point Stroke Hospitalization due to CVD

akTop pucka Cmeptb ot Bcex npuynH  Cmeptb o CCnpuumH ~ KombuHuposanHas CC - Mo3roBoii MHcynbT  [ocnuTanu3ays no nosogy
(n=39) (n=30) KOHeyHas Toyka (n=37) (n=18) CC3(n=63)

Age 1.05(1.01-1.00) 1.05(1.01-1.10) 1.02 (0.99-1.06) 1.04(0.98-1.10) 0.97 (0.94-0.99)

Bospact p=0.007 p=0.011 p=0.19 p=0.20 p=0.01

Sex 0.48(0.25-0.92) 0.71(0.32-1.56) 1.16 (0.54-2.47) 5.48 (0.69-43.3) 1.12(0.62-2.05)

Mon p=0.03 p=0.39 p=0.70 p=0.11 p=0.70

Diabetes mellitus 2.49(1.26-4.51) 2.87 (1.35-6.13) 2.12(1.06-4.24) 0.66 (0.15-3.03) 0.97 (0.94-0.99)

CaxapHbli Anabet p=0.008 p=0.006 p=0.03 p=0.60 p=0.24

Prior stroke 2.46(1.25-4.88) 3.46 (1.64-7.31) 2.09(1.00-4.40) 2.42(0.74-7.95) 0.53(0.20-1.40)

MO03roBoV VHCYNLT B aHaMHe3e p=0.01 p=0.001 p=0.05 p=0.14 p=0.20

Prior myocardial infarction 1.07 (0.52-2.23) 1.35(0.61-3.00) 1.67 (0.83-3.36) 1.07 (0.29-3.91) 1.35(0.69-2.64)

WHdapKT M1oKapaa B aHaMHese p=0.85 p=0.45 p=0.15 p=0.92 p=0.37

Chronic kidney diseases 1.74(0.63-3.70) 1.30(0.68-2.50) 1.63(0.83-3.21)  1.67(0.25-2.22) 2.03(1.16-3.55)

XpoHu4eckme DonesHu noyex p=0.15 p=0.43 p=0.16 p=0.74 p=0.013

Data are presented as odds ratio and 95% confidence interval. CV - cardiovascular, CVD - cardiovascular diseases
[laHHble npeacTaBneHbl B BULE OTHOLEHWs pUckoB 1 95% aoBepuTenbHoro uHTepeana. CC — cepaedHo-cocyamctblin; CC3 - cepaeyHo-cocyancTble 3abonesanus

5% with every year). Cardiovascular death risk was
2 times higher in men (after adjustment for age).
As compared with a reference group with systolic
BP (SBP) 120-139 mm Hg patients with SBP <110
mm Hg revealed 7.6-fold higher all-cause death risk
[Cl 2.0-28.3; p=0.003], 6.5-fold higher cardio-
vascular death risk (Cl 1.6-27.2; p=0.01), 7.5-fold
higher stroke risk (Cl 1.4-27.2; p=0.02). AF patients
with increased SBP (>140 mm Hg) did not reveal sig-

(B 2,0 pasa; p=0,01). Cnegyet OTMETUTb, 4TO PUCK CMEPT OT
BCEX MPUYMH 1 OT CepAeYHO-COCYANCTbIX MPUHMH YBENNYMBANCS
c Bo3pacTtoM (Ha 5% ¢ kaxabIM rofgoM). Y AnL, My>KcKoro nona
PUCK CMEPTU OT CepAEHHO-COCYANCTbIX MPUYNH Db B 2 pasa
BbILLe (NpY HUBENVPOBKE BINAHWS (DakTopa BO3pacTa).

o cpaBHeHMIO C pethepeHCHOM rpynnow C ypoBHEM CUCTO-
nndeckoro ALl (CA) 120-139 MM pr.cT. y naumenTos ¢ CALL <110
MM PT.CT. PUCK CMepTI OT BCeX NMPpU4MH Obin Boille B 7,6 pa3 [ON
2,0-28,3; p=0,003], pnck cMepTV OT CepeHHO-COCYANCTbIX MPW-
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Table 2. Influence of different drug groups prescription on rates of mortality, combined end point, stroke occurrence and
hospitalization due to CVD in AF patients (n=530)
Tabnuvua 2. BnusiHve HasHaveHUsi pasnnyHbIX FPYM NeKapcTBEHHbIX NpernapaToB Ha YMCIO Cly4aeB CMePTU, Pa3BUTUS KOM-

OMHNPOBaHHOM KOHEYHOW TOYKM, MO3FOBOIO MHCYNbTa, rocnmuTanusaumm no noeogy CC3y 6onbHbIx ¢ O

(n=530)

Group of drugs All-cause death CV death Combined CV end point Stroke Hospitalization due to CVD

lpynna nekapcrBeHHbIX  CMepTb oT Becex npuumH  Cmeptb o1 CC nprymH Kom6uHMpoBaHHasi Mo3roBoil MHCynbT locnutanusaums

cpeacTs (n=39) (n=30) CC KoHeyHas TouKa (n=18) no nosogy CC3
(n=37) (n=63)

Antiplatelet agents 0.85(0.41-1.77) 0.77(0.33-1.78) 0.82(0.39-1.73) 0.96 (0.33-2.83) 0.95(0.51-1.80)

AHTUarperaThl p=0.67 p=0.54 p=0.61 p=0.94 p=0.88

(n=316)

ACE inhibitors 0.38(0.18-0.82) 0.35(0.15-0.82) 0.67(0.22-2.04) 0.55(0.10-3.08) 0.83(0.34-2.01)

NHrmovTopsl ATIO p=0.01 p=0.02 p=0.48 p=0.49 p=0.67

(n=270)

ARB 0.25(0.08-0.78) 0.21(0.05-0.78) 0.53(0.19-1.48) 0.34(0.06-1.91) 0.77(0.34-1.72)

5PA p=0.02 p=0.02 p=0.22 p=0.22 p=0.52

(n=117)

B-blockers 0.59(0.29-1.22) 0.64 (0.29-1.41) 0.78 (0.40-1.54) 0.68(0.24-1.89) 1.02 (0.58-1.81)

B-anpeHobnokaTopl p=0.15 p=0.27 p=0.48 p=0.46 p=0.93

(n=225)

Antiarrhythmic drugs 2.20(0.52-9.27) 0.79 (0.08-7.72) 1.00 1.55(0.12-19.4) 2.62(0.85-8.14)

AHT/apUTMUYECKMe CpeacTBa p=0.28 p=0.84 p=0.99 p=0.73 p=0.09

(n=96)

Cardiac glycosides 0.55(0.18-1.70) 0.49 (0.14-1.68) 0.67(0.22-2.04) 0.55(0.10-3.08) 0.83(0.34-2.01)

CepagedHble MuKo3Nabl p=0.22 p=0.26 p=0.48 p=0.49 p=0.67

(n=165)

Statins 0.65 (0.25-1.72) 0.70(0.23-2.10) 1.01(0.42-2.37) 1.09 (0.30-3.94) 1.63(0.86-3.07)

CratviHbl p=0.39 p=0.52 p=0.99 p=0.90 p=0.13

(n=143)

Data are presented as odds ratio and 95% confidence interval

CV - cardiovascular, CVD - cardiovascular diseases ARB — angiotensin receptor blockers

[laHHble npefcTaBneHbl B BUAe OTHOLLIEHUA PUCKOB 11 95 % [JOBEPUTENBHOTO MHTepBana
CC - cepaeyHo-cocyamcTblit; CC3 — cepaeyHo-cocyancTble 3abornesaHus; BPA — 6oKaTopbl peLenTopoB aHroTeH3)Ha

nificant distinctions in a death risk. The comparison
was conducted after adjustment for age, sex, het-
erogeneity of outpatient clinics data, presence of IHD
and CHF.

As compared with a reference group of patients
with heart rate (HR) 60-69 bpm (n=69) patients
with HR >90 bpm (n=62) revealed significantly in-
creased death and stroke risks: OR=15.3 (CI 1.8-
128.3, p=0.01) and OR=9.9 (Cl 1.03-95.8,
p=0.04), respectively. Significant distinctions between
groups of patients with HR <60 bpm (n=23), 70-
79 (n=272) and 80-89 bpm (n=104) were absent.
The comparison was conducted after adjustment for
age, sex, heterogeneity of outpatient clinics data, pres-
ence of IHD and CHF, as well as the prescription of
the following drugs: antiarrhythmic drugs, an-
tiplatelet agents, anticoagulants, ACE inhibitors,
angiotensin receptor blockers (ARB), B-blockers, cal-
cium antagonists, diuretics, statins.

YMH —B 6,5 pa3 (ON 1,6-27,2; p=0,01), MO3roBOro MHCynLTa
-87,5pa3 (AN 1,4-41,4; p=0,02). 3Ha41MbIX P3N PUC-
ka cMepTV Anst ©onbHbIX DI ¢ nosbILLeHHbIM ypoBHeM CALL (>140
MM PT.CT.) He BbisiBneHo. CpaBHEHWE NPOBOAMIIOCH C HUBEMU-
POBKOW BAMAHWS (PakTOpOB BO3pacTa, Nona, HeOAHOPOAHOCTM
JaHHbIX NOMUKIMHUK, Hanu4msa MBC n XCH.

Mpw conoctaBneHn C pedepeHCcHOM rpynnomv naLumeHToB
c YCC 60-69 ya/mMuH (n=69) 3HAa4MMO BbIlLe OKa3anuchb
PUCK CMEPTU U MO3rOBOrO MHCybTa y nny, ¢ YHCC>90/MuH
(n=62): OP=15,3 (W1 1,8-128,3; p=0,01) n OP=9,9 (AN
1,03-95,8; p=0,04), COOTBETCTBEHHO. 3HAUNMbIX PA3NNYNIA
C naumeHTamu, mestinMmm YCC<60 ya /mMuH (n=23), 70-79
(n=272) n 80-89 yn/mMuvH (n=104) He BbisiBneHo. CpaBHU-
TeNbHbIV aHaNM3 NPOBOAMIICA C HUBENMMPOBKOW (HakToOpOB
BO3pacTa, nona, HeOAHOPOLHOCTU AAHHbBIX MOAVKINHMK, Ha-
nmuva NBC, XCH, a Takxxe hakTopOB Ha3zHa4YeHUs aHTUapuUT-
MMYeCKMX MpenapaToB, aHTUarperaHToB, aHTVKOAryNAHTOB, UH-
rmbutopos AM®, BPA, B-afpeHobnokaTopoB, aHTaroHUCTOB
Kanbuu1s, ONYPETUKOB, CTaTUHOB.
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AF patients receiving ACE inhibitors or ARB
demonstrated significantly lower all-cause and car-
diovascular death risks during the 12-month follow-
up (Table 2). At overall estimation of the effects of
these two drug groups that act on renin-angiotensin
system we observed 3-fold decrease in the risk of all-
cause and cardiovascular death (OR=0.36, p=0.007
and OR=0.31, p=0.007, respectively). Other drug
groups analyzed in the Table (antiplatelet agents,
B-blockers, antiarrhythmic drugs, cardiac glyco-
sides, statins) demonstrated no significant influence
on the risk of death, stroke, combined cardiovascu-
lar end point and hospitalization due to CVD incidence
(the analysis was performed after adjustment for age,
sex, heterogeneity of outpatient clinics data, diag-
noses of IHD and CHF).

Discussion

The RECVASA registry, one of the first prospective
outpatient registries of CVD in Russia, was created
in accordance with the basic rules of registry con-
duction, such as continuous sampling of patients
(who have visited outpatient clinics of the Ryazan Re-
gion) with the ongoing inclusion into the registry dur-
ing a selected time period, evaluation of the results
of prospective follow-up in no less than 90-95 % of
participants (98.5% in this study).

The main feature of the RECVASA registry is the
inclusion of patients with 4 different cardiovascular
diagnoses (HT, IHD, CHF and AF), that allows more
complex and deep estimation of combined cardio-
vascular pathology in real outpatient practice.

Current national and international guidelines
on diagnostics and treatment of patients with AF and
other CVD pay insufficient attention to outcomes in
AF patients with concomitant cardiovascular pathol-
ogy, especially in groups of patients with 3 and more
CVD diagnoses who often additionally have sever-
al non-cardiac comorbidities. So, in the RECVASA
study estimation of outcomes in AF patients with con-
comitant HT, IHD and CHF in real outpatient practice
gives new information about this understudied but
practically significant question.

The received data testify that combined pathol-
ogy (cardiac and non-cardiac) influenced progno-
sis in AF patients in a greater degree than the mere
fact of AF presence. At that permanent AF was more
unfavorable for life prognosis: it increased the stroke
risk 2.1 times and required more medical prepara-
tions. Such factors as diabetes and stroke history were
shown to be the most prognostically adverse. The re-
vealed fact of 2.4-fold increase in the risk of hospi-
talization due to CVD in AF patients is worth notic-
ing because it also indicates the potential possibili-

Y 6orbHbIx ¢ DI 3a 12 Mec HAbMIOAEHNS PUCK CMEPTL OT BCEX
NPUYUH N OT CepAeYHO-COCYAMUCTBIX MPUYMH Oblfl 3HAYMMO
HUXeE B CJTyHae HasHaveHus Tepanim nHrmoutopammn ANO nnbo
EPA (1abn. 2). Mpu 0600LLIEHHOM OLIEHKe BNVISIHUSA 00eMX STUX
rpynn NpenapaTtos, BO3AENCTBYIOLLMX HA PEHMH-aHTMOTEH3VHOBYIO
CUCTEMY, BbISIBNEHO CHIXKEHME B 3 pa3a prcka CMepTIA OT BCeX M-
YWH W OT CepAYHO-COCYaNCTLIX NMpudmnH (OP=0,36; p=0,007 1
OP=0,31; p=0,007, cooTBeTCTBEHHO). [INa APYrX aHanm3m-
pyeMbIx B Tabnuue rpynn nekapcTBEHHbIX NpenapaTtos (aHTu-
arperaHTbl, B-afgpeHobnokaTopbl, aHTUAPUTMMYECKne cpen-
CTBa, CepAeyHble M1Ko31abl, CTaTHbI) OCTOBEPHOMO BNAHSA
Ha pPUCK CMEPTK, Pa3BUTIS MO3rOBOMO UHCYSTa I KOMOUHMPO-
BaHHOW CepAEYHO-COCYANCTON KOHEYHOW TOUKM, FOCMINTaNN3a-
umm no nosofy CC3 He 6biNo BbIABNEHO (aHaNM3 NPOBOAMNCS C
HWBENMPOBKOW BAMAHMSA (DakTOPOB BO3pacTa, Nona, Heo4Ho-
POAHOCTY AaHHbIX NonuKMHKK, VIBC 1 XCH B amarHose),

OOcyxpaeHue

B xone cozpaHus permctpa PEKBA3A, ofHOrO 113 nepBbIX Npo-
CMeKTVBHbIX aMOyNaTOPHO-NMONNKIMHUYECKMX PETNCTPOB Kap-
[MOBACKyNAPHbIX 3aboneBaHuit B Poccum, Obinm cobnofeHb!
OCHOBHble MpaBWna NPOBEAEHUA PErUCTPA, B T.4. (hOPMUPOBaHME
CMOWHOW BbIGOPKM NaLMEHTOB (0DPaTUBLLIMXCSA B MOMMNKIN-
HUKI Pa3aHcKon 06nacti) npun HenpepbIBHOM MX BKITIOYEHN
B PEMMCTP 3a ONpedeNieHHbIV MePVOL, BPEMEHN, 3 TaKXKe OLLeH-
Ka pe3ynsTaToB NPOCNeKTUBHOMO HAbMIOAEHWS HE MEHee HYem y
90-95% 13 HKX (B OaHHOM MccnenosaHum — 98,5%).

MaBHas ocobeHHOCTb peructpa PEKBA3A B ToM, 4TO B
Hero BKJIIOYEeHbl NauneHTbl ¢ 4 pasfivyHbIMY KapLnoBacKy-
napHbIMK gnarHozamm (Al UBC, XCH n @I1), 4To gaet Bo3-
MO>XHOCTb KOMTMIEKCHOTO U YryOIeHHOIo NOAX0Aa B OLIEHKe
COYeTaHHOW CcepeyHO-COCyaAUCTON MaTofiorMn B peanbHOM
aMOyNaToPHO-NONMKIIMHUYECKON NPaKTUKe.

BaXXHO NogYepKHYTb, H4TO B COBPEMEHHbIX HaLMOHaSIbHbIX
1N MeXAYHapPOOHbIX PeEKOMEHOALMAX MO ONArHOCTMKE 1 eve-
HUIO OonbHbIX ¢ DI K ApYrMMY KapaMOBaCKyISPHbIMM 3a00-
NEBaHVAMKN HEeLOCTAaTOYHO BHUMAHWSA yOensaeTcs NcxonaMm y
OonbHbIX ¢ DI NpKr CoHeTaHHOW CepAeHHO-COCYAMUCTON NaTo-
norun, ocobeHHo B rpynnax 6obHbIX ¢ 3 1 Gonee gnarHo3a-
M1 CC3, nmMetoLLmx B BONbLUMHCTBE CryYaeB AOMONHUTENBHO
ellle HecKoNbKO AMArHo30B COMYyTCTBYIOWMX 3a0oneBaHUN.
MoaToMy oueHKa B nccnegoBaHum PEKBA3A ncxonos y 60o5b-
Hbix ¢ DI B covetaHum ¢ Al, UBC 1 XCH B peanbHon ambyna-
TOPHO - NOIMKIVHNYECKOM MPaKTVKe A3ET HOBYIO MH(OPMALMIO
MO 3TOMY, elLlle HeJOCTaTO4HO N3Y4EeHHOMY, HO MPAKTUYeCK I BECh-
Ma BaXXHOMY BOMPOCY.

MonyYeHHble AaHHbIE BbISIBUMN TO, YTO Ha NPOrHo3 y 60Mb-
HbIx ¢ DI B GonblUen CTeneHu BANSET COBOKYMHOCTb COHETaH-
HOW NaTonorm (KapauanbHOM 1 He KapauabHORM), YeM Torb-
Ko caM rakTop Hanmymsa OT1. Mpu 3Tom noctosHHasa popma D1
ABNAETCS NPOrHocTudeckn bonee HebnaronpusTHo (B 2,1 pasa
BbiLLIe PUCK MO3roBOTO MHCybTa [MW]), Npu nedeHnn kotopomn
1NCNonb3yeTcs OorblLee YO NeKapCTBEHHbBIX NpenapaTtos. Mo-
Ka3aHo, 4To Havnbonee HebNaroNPUSTHO BASIKOT Ha MPOrHO3 thak-
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ty of reduction in hospitalization rate and related costs
at improvement of outpatient treatment quality.

We should note that evaluation of the influence
of HT, IHD and CHF on prognosis in AF patients
within a framework of this study was complicat-
ed by the limited number of patients free of these
diagnoses — only 1.7%, 2.85% and 3.2%, re-
spectively, out of the total number of the enrolled
in the registry AF patients. Anticoagulant therapy
effect in AF patients was also difficult to estimate
as it was only prescribed in 4.2% of the cases. At
that the comparison of outcomes and risks in pa-
tients prescribed or not prescribed such almost es-
sential drugs as aspirin and statins in IHD, ACE in-
hibitors, ARB, diuretics and p-blockers in CHF,
B-blockers in patients with prior myocardial in-
farction, was not complicated as against ran-
domized trials, because these drugs were only pre-
scribed (if not contraindicated) in 27-72% cases.
Absence of significant influence of some medica-
tions, in particular B-blockers, on prognosis in pa-
tients with combination of AF and other CVD was
to a great degree determined by a short duration
of the prospective follow-up (12 months).

The positive influence of ACE inhibitors and ARB
on the prognosis in AF patients detected in our study
may possibly be explained by complex effects of these
drugs both on HT, IHD and CHF clinical course and
on prognosis in patients with diabetes and prior stroke
[26-27].

Some factors analyzed in this research had
demonstrated a considerable influence trend on prog-
nosis of AF patients with other CVD, but without sta-
tistical significance. However at the elongation of fol-
low-up terms up to 24-36 months number of end
points would be substantially increased. So, the fac-
tor of permanent AF presence is expected to demon-
strate significant negative influence on the risk of all-
cause and cardiovascular death at 2-3-year follow-
up (at the current stage for the 12-month period OR
was 1.41, p=0.13 and 1.56, p=0.10, respective-
ly); the same goes for the influence of AF presence
(regardless of its type) on stroke risk (OR=1.64,
p=0.09).

In the same way significant positive influence of
the factor of B-blockers and cardiac glycosides pre-
scription on all-cause death risk in AF patients could
be revealed at 24-36-month follow-up (at the cur-
rent stage OR=0,59; p=0,15 and OR=0,64;
p=0,27, respectively) as well as its influence on car-
diovascular death risk (OR=0,55; p=0,22 and
OR=0,49; p=0,26, respectively).

As compared with the RECVASA study the results
of other AF registries [16-24] had some similar data

TOPbI HANNYKS CaxapHOro AvabeTa U nepeHeCceHHoro NHCYb-
Ta B aHaMHe3e. BbISIBNeHHbI B LaHHOM UCCNEnoBaHNM akT Mo-
BblLLeHMs y OonbHbIx ¢ DI prcka rocnmUTanm3aLmm No NoBoay
CC3 B 2,4 pasza 3acny>XMBaeT BHNUMaHKA, OTpaxas B T.4. Mo-
TeHLMAaNbHbIN Pe3ynsTaT NOBbILLEHMS Ka4eCTBa NeveHms Ha aM-
OynaTopHO-MONUKIMHNYECKOM 3Tane B BUAE YMeHbLUeHNs
YMCna roCNUTaNM3aLmMin U CBA3aHHbIX C 3TVM 3aTpPaT.

Cnepyer OTMETUTb, YTO OLIEHKa BMAHUA (PaKTOPOB Han4mns
AT, MBC 1 XCH Ha nporHo3 y 60nbHbIx ¢ D1 B paMkax gaHHO-
ro UccnefoBaHWs Obina 3aTpyfHeHa Mo MPUYMHE TOro, HTO
JMLa C OTCYTCTBMEM 3TUX OMArHO30B COCTaBNANM, COOTBETCTBEHHO,
b 1,7%, 2,85 1 3,2% oT 06LLEero Y1cna BKIIOYEHHbIX B pe-
rmcrp GonbHbIX ¢ DI, Mo 3ToM Xe NprHMHe ObINo CNOXHO Cy-
ONTb O BIIVAHUM Ha3Ha4YeHUs aHTMKOATyNAHTHOM Tepanum
OonbHbIM ¢ O (Bcero B 4,2% cnyyaes). Hanpotus, comno-
CTaBneHMe NCXOO0B U PUCKOB Y OOMbHBIX C HAaNMYMeM /OTcyT-
CTBUEM NPAKTNYeCKM 0083aTeNbHbIX Ha3HAYeHUI NIeKapPCTBEH-
HbIX MpenapaToB (B YaCTHOCTW, acmMpUHa U CTaTMHOB Mpw
NBC, nHrmowmtopsl AN® /BPA, Ly peT ko, 3-appeHo0nokaTopos
npwv XCH, B-anpeHobrnokaTopoB npu nepeHeceHHoM MHdapK-
Te M1oKapAa) He OblNo 3aTpyaHeHO, B OTIMYME OT PaHAOMM-
31POBaHHbIX KIMHNYECKX UCCNEA0BAHNIN, T.K. YacToTa 3TX 008
3aTefbHbIX Ha3Ha4YeHuM (Npr OTCYTCTBUM MPOTNBOMOKA3aHWUIA)
cocrasngna nuwb 27-72%. OTcyTcTBme 3Ha41MMOrO BAIVAHUA Ha
nexoppl y 6onbHbIx ¢ DI B codetaHnm ¢ gpyrumun CC3 HekoTo-
PbIX NEKapPCTBEHHbIX MPENapaToB, B YaCTHOCTU B-aapeHobno-
KaToOpOB, B 3HAYUTENBHOW CTeneHr 0BYCNIOBEHO HEOOMBLLIOW ANN-
TENbHOCTbIO NPOCNEKTUBHOO HabntoaeHus (12 Mec).

Cneplyet OTMETUTb, YTO BbISIBIEHHOE B laHHOW paboTe no-
3UTVBHOE BNMsIHME NHMMOUTOPOB AMN® 11 BPA Ha nporHo3 y 6onb-
HbIx ¢ DI, BO3MOXHO, 0OYCNOBIEHO KOMMIIEKCHBIM BO3LEMN-
CTBMEM [aHHbIX NPenapaToB Kak Ha KNMHMYecKoe TedeHume Al
XCH 1 NBC, Tak 1 Ha NPOrHo3 y 0onbHbIX C caxapHbIM Anabde-
TOM 1 MO3rOBbIM MHCYNBTOM B aHaMHese [26-27].

B HacTodLLemM nccnenosaHny ong paga aktopos nokasa-
Ha CyLLIeCTBeHHas TEHIAEHUMS BIIVSHWUSA Ha NMPOTHO3 Y OOsbHbIX
c CC3, c ®I1 (Ho be3 cTaTmCTHeCKo fLoCToBepHOCTM). OfHa-
KO Mpu YBENNYeHUM CPOKOB HabnoaeHus ao 24-36 Mec cy-
LLLECTBEHHO YBEIYUTCA YUCIIO KOHEYHbIX TOYeK. B CBA3M C 3TUM
npwv OnTenbHOCTM HabntoaeHus 2-3 rofa ectb OCHOBaHMS npef-
ronarathb BblsiBleH/e JOCTOBEPHO HEraTUBHOTO BIMAHMA (Dak-
TOpa HanMyms NOCTosiHHOW chopmbl DI Ha pUCK CMepTL OT BCeX
NPUYMH 1 OT CePAEYHO-COCYAMUCTBIX MPUYMH (Ha JaHHOM 3Ta-
ne, No JaHHbIM 3a neprop 12 Mec, cootBeTcTBeHHO, OP=1,41;
p=0,131n 0OP=1,56; p=0,10), a Takxe chakTopa Hann4iusg O
(BHe 3aBMCMOCTI OT (POPMBbI) Ha PUCK PA3BUTISI MO3rOBOTO MH-
cyneta (OP=1,64; p=0,09).

AHanornyHo, Npu cpoke HabnoaeHUs 24-36 Mec BO3MOXHO
BbISIBJIEH/E 3HAYMMOrO MO3UTUBHOIO BNMAHUS (DaKTopa Ha-
3HaveHs beTa-afapeHODNOKAaTOPOB N CEPAEYHbIX MMINKO3ULO0B
Ha PUCK CMepTK OT BCex NMpuHnH y 6onbHbIx ¢ A1 (cooTBeT-
CTBEHHO, 3a nepwog 12 mec: OP=0,59; p=0,15 n OP=0,64;
p=0,27), a TakXXe Ha pPUCK CMEPTWN OT CePAEYHO-COCYANCTbIX
npuumH (OP=0,55; p=0,22 n OP=0,49; p=0,26).
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(mean age of 62-76 years, stroke history in 4-17%
of the cases, diabetes mellitus — in 9-35%) and sig-
nificant distinctions: higher prevalence of men (56-
60%); lesser incidence of combination with HT (39-
84%), IHD (18-45%), CHF (18-58%). According
to four AF registries data [16- 18] probability of lethal
outcome during one year of follow-up was 2.0-7.7%
(in the RECVASA study — 7.4%), probability of
stroke occurrence — 1.7-2.2% (in the RECVASA study
- 3.4%). It should be noted that other registries did
not perform complex detailed analysis of prognosis
and influence of medical preparations on it in AF pa-
tients with concomitant cardiac and non-cardiac co-
morbidities.

We have to underline that the important and ex-
pected result of the ongoing RECVASA study is the
search for the ways to optimize the examination and
treatment of patients with cardiac comorbidity,
making them more compliant with national and in-
ternational guidelines to reduce risks of death, non-
fatal cardiovascular event occurrence and hospital-
ization rate in CVD patients, in particular, in those with
atrial fibrillation.

Conclusion

According to the RECVASA research data AF did
not significantly influence prognosis within 12
months in patients included into the registry, how-
ever it increased the risk of hospitalization due to CVD
as compared with non-AF patients. Permanent AF
is prognostically more unfavorable and increases the
risk of stroke. Diabetes mellitus, prior stroke,
SBP<110 mm Hg and HR >90 bpm significantly in-
crease death risk in AF patients. ACE inhibitors or ARB
prescription lead to significant reduction in all-
cause and cardiovascular death risk in AF patients;
no similar effects are shown for other medical
preparations. Estimation of anticoagulant therapy in-
fluence on prognosis in AF patients was complicat-
ed due to insufficient frequency of its prescription
(4.2%).

Drugs with pleiotropic effects, such as ACE in-
hibitors and ARB, indicated in different CVD, play an
important part in complex treatment of AF pa-
tients with concomitant HT, IHD, CHF and non-car-
diac comorbidity. Better compliance with national and
international guidelines on AF diagnostics and treat-
ment is an important reserve for the improvement of
long-term results of treatment and prognosis in AF
patients, in particular, the reduction of cardiovascular
death risk, stroke risk and related to CVD hospital-
ization rate.

Estimation of risks and outcomes in AF patients
after 24 and 36 months after enrollment into the reg-

Pesynbrathl opyrix peructpos O [16-24] B conocrasne-
HUK C MccnepoBaHeM PEKBA3A no psay nokasatenen Obinm
cxoaHbl (CpenHWi Bo3pacT 62-76 NeT, MHCYNLT B aHaMHe3e B
4-17% cny4yaeB, caxapHbln amMabet — B 9-35%), HO Takxe
MNMeIOTCS U CyLLLeCTBEHHbIE Pa3nnyms: npeobnafaHme My>x4uH
(56-60%); MeHbluas YacToTa codetaHuns ¢ Al (39-84%),
NBC (18-45%), XCH (18-58%). Mo aaHHbIM 4 pernctpos O
[16-18] BeposiTHOCTb 3a 1 rof, HabnoAeHUs cocTaBnsna Ans pas-
BUTWS cMepTeNibHoro ucxoaa 2,0-7,7% (daktnyeckm B 1c-
cnepgoBaHum PEKBA3A — 7,4%), MO3roBoro nHcynsra — 1,7-
2,2% (hakTnyeck No Halmm daHHbiM 3,4%). Cnenyet oT-
METUTb, YTO B APYIUX PErncTpax He MPOBOAMIOCE KOMMEKC-
HOrO AeTaNlbHOro aHanM3a 0CobeHHOCTeN MPOrHO3a U BINSHNS
Ha Hero NekapcTBEHHbIX NpenapaTos y OonbHbIX ¢ AN npu Ha-
JINYUU COMETaHHOW CepaeqHO-COCyaAMCTOM NaToNormmn 1 Co-
NyTCTBYIOLLMX 3aD0NeBaHUN.

HeobxoamMo nof4epkHyTh, YTO BaxkKHbIMU OXKMAEMbIMU pe-
3ynrataMu NpogomKatoLLierocs ncanenosaHms PEKBA3A aBngioTcs
onpeneneHve nyTen onTMMM3aLmm 06CNeaoBaHNS U NNeYeHns y
DOnbHbIX C KAPAMANBHOM KOMOPOUAHOCTHIO, MOBbILLEHWS UX CO-
OTBETCTBMA HALLMOHABbHBIM 1 MEXXAYHAPOAHbIM PEKOMEHOALMAM
C LIenblo MNOCNeyoLLEro CHKEHNS PUCKOB CMEPTU, Pa3BUTUS He-
(haTanbHbIX CepAeHHO-COCYAMUCTbIX OCIIOXHEHN, HaCTOTbI FOC-
nuTanmn3aumin y 6onbHbix CC3, B 4aCTHOCTM, Y NaumenTos ¢ O,

3aknoyeHue

Mo paHHbIM nccnepoBaHna PEKBA3A Hanudmne DI He
BVSNO JOCTOBEPHO Ha MPOrHO3 B TedeHe 12 MecC y BKIIIOHEHHbIX
B permcTp naumeHToB, O4HAKO NMOBbILLAN0 PUCK roCnuTanm13a-
umi no nosoay CC3 (npw cpaBHeHNM ¢ bonbHbIMKM 6e3 D). Ha-
nnyme noctosHHowm dopmbl AT NporHocTnyeckn bonee He-
©naronpUsTHO Y NMOBBILLAET PUCK PA3BUTLSI MO3TOBOTO MHCYIETA.
Hanwn4ne caxapHoro Avnabeta, MO3roBoro MHCysbsTa B aHaMHe-
3e, ypoBHa CA<110 mm pt.cT. 1 HCC>90 ya,/MuH foctoBep-
HO MOBbILLAIOT PUCK CMepTK Y GonbHbIX ¢ PI1. HazHayeHWe NH-
rmoutopos AM® nrbo BPA npMBOAUT K 3HAYMMOMY CHUXKEHWMIO
pycKa CMEepPTK OT BCEX MPUYMH U OT CEPAEYHO-COCYAMUCTBIX MPU-
4MH y GonbHbIX ¢ D1, NnofobHOro AeNCTBINS Apyrnx NekapcT-
BEHHbIX NpenapaToB He BbisiBNeHO. OueHKa BIUAHUA aHTU-
KOarynsiHTOB Ha NPorHo3 y 60ombHbIx ¢ A1 Obina 3aTpyaHeHa 13-
3a MaJion HacToThl UX Ha3HadeHus (4,2%).

JlekapcTBeHHble MpenapaTbl C MAeMOTPOMHbIM AENCTBA-
eM, C MOKa3aHMAMM K MPUMEHEHMIO NMpu pasnnyHbix CC3, B YacT-
HOCTW, NHrMBUTOPbI AN 1 BPA MMeIoT BaxkHOe NPOrHoCTm-
4eckoe 3HaYeHVe B KOMMEKCHOM Tepanium 6onbHbIx ¢ DI B co-
yeTaHnn  Al, IBC 1 XCH, a Takxke C Hanu4mMem ConyTCTBYIOLLEN
natonoruu. NoBblLLEHVe COOTBETCTBUS HALLMOHANbHbIM U MEX-
ZlyHapOAHbIM pekoMeHAaUMaM Mo 00CefoBaHWIO U NIeYeHMIo
OonbHbIx ¢ DI ABASETCA NPUHUMMMANBHO BaXKHBIM PE3ePBOM
yNyYLWeHNa OTAaNEHHbIX Pe3YNLTaToB NIeYeHMA 1 MPOrHo3a y
BonbHbIX ¢ DI, B YaCTHOCTW, CHUXKEHUS prCKa CMepTU OT cep-
[EYHO-COCYANCTBIX MPUYMH, PUCKA PA3BUTVA MO3FOBOMO MH-
CynbTa, CHUXXEeHWUS Yuciia rocnntanmsaumi no nosomdy Kap-
OMOBACKynapHbIX 3aboneBaHni.
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istry is the next stage within a framework of the
RECVASA research.
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