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Aim. To evaluate the structure of drug prescriptions in acute coronary syndrome (acute myocardial infarction and unstable angina) on the first day of hospital therapy in Saratov
city and Saratov region.

Material and methods. Retrospective pharmacoepidemiology study was carried out in 1276 patients with acute coronary syndrome (ACS) without elevation ST during
first 24 hours.

Results. Prescription of drugs with proven efficacy in ACS was higher in Saratov city clinical hospital than this in Saratov municipal hospital or hospitals of Saratov region. There
were no significant differences in drug prescriptions in Saratov municipal hospital and hospitals of Saratov region.

Conclusion. The first day therapy of ACS depends on hospital type.

Key words: acute coronary syndrome, pharmacoepidemiology, pharmacotherapy.

Rational Pharmacother. Card. 2009;2:8-17

CTpyKTypa Ha3Ha4yeHuI NeKapCcTBEeHHbIX NPenapaToB B NepBble CYTKM CTaLVIOHAPHOIO fleYeHsi OCTPOro KOpOHapHOro cuHapoma 6e3 nogbémMa cermenta ST
0.B. Pewwetbko*, H.B. ®ypmaH, P.M. Marpees
CapaToBCKMI Hay4HO-MCCNef0BaTeNbCKMI MHCTUTYT Kapavonorum PocvearexHonoruin, 410028, Capatos, yn. YepHbiwesckoro, 141

Llenb. /13y4nTb CTPYKTYpY Ha3Ha4eHWI NekapCTBEHHbIX CPEACTB NPV OCTPOM KOPOHAPHOM CUHAPOME (MHhApPKT MUOKapaa v HeCTabunbHas CTEHOKap/AVs) B nepBble CyTKM CTa-
LIMOHapHOTO neveHus B GonbHuLax CapatoBa 1 CapatoBckoit 0bnacti B 2005 T.

Matepuan u Mmetopbl. [TpoBefeHO peTpocnekTMBHOEe hapMako3NUAeMMUONOor4eckoe UcCiefoBaHve Nepsblx 24-X YacoB CTaLMOHapHOro NledeHns 1276 nauyeHToB C OCTPbIM
KOpOHapHbIM crHapomom (OKC).

PesynbTatbl. B 2005 r. YacToTa Ha3Ha4yeHUs npenapaTtos, 006NafaloLLmx [LoKa3aHHOM SPMEKTUBHOCTLIO B NepBble CyTKM CTallMoHapHOro neveHus OKC B KnuHm1yeckon Gonb-
HWLE, NpeBblLana TakoBylo B MyHULMNanbHOM 6onbHLe CapaToBa U LIEHTPasbHbIX PaoHHbIX OonbHMLax 0bnactu. [JocToBEPHbIX pa3nuyuii B 4acTOTe Ha3HaYeHst COOTBET-

CTBYIOLLMX NPENAPaToB B MYHULMNANBHON DOMBHILE 1 CTaLMOHapax 0bnacTt He BbISBIEHO.
3akntouenue. Tepanus OKC B nepsble CyTKy CTaLMOHaPHOTO NIeYeHUs 3aBUCAT OT TUMa CTaLMoHapa.
KntoueBble cnoBa: oCTpbIi KOPOHAPHBIN CUHAPOM, (hapMaKo3MMAEMMONOrVis, hapMakoTepanus.
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In compliance with Western Europe countries experi-
ence adherence to expert clinical guidelines in day-to-day
practice improves disease outcomes significantly [1-3]. At
the same time difference between acute coronary syndrome
(ACS) management in real clinical practice and respective
contemporary guidelines promotes increase of ACS patients'
mortality [3,4].

Geographic factors influence substantially on treatment
trends of the same nosology as in different countries, so
in various regions of the same country [2-10]. One of the
reasons is economic differences such as value of gross do-
mestic product per head of population. Another one is so-
called "traditions” in some cardiovascular disorders treat-
ment [11].

Significant distinction in prescription of various phar-
macological classes drugs to patients with hypertension
has been found in Russian regions [12-16]. At the same
time, there is noticeably less information about trends of
ACS treatment in different regions of the Russian Feder-
ation. Scarce experience of ACS list accounting exists, ac-

Kak noka3sblBaeT onbIT CTpaH 3anafa, cobniofieHne B
MOBCEHEBHOW MPAKTMKE KIIMHUYECKMX peKOMeHOALNN,
pa3paboTaHHbIX FpynnamMu 3KCNepToB, CNOCODCTBYET Cy-
LLIeCTBEHHOMY YNy4YLIEHNIO MCXOA0B 3aboneBaHnn [ 1-3].
B 10 >Xe Bpems, pa3nu4ms Mexay peanbHOM KNMHUYeCKOoM
NPaKTUKOW NeveHnsi OCTPOro KOPOHAPHOrO CMHAPOMaA
(OKC) 1 coBpeMeHHbIMIN peKoMeHdaumMsaMmn cnocob-
CTBYIOT YBeNMYeHUIo cMepTHOCTI BornbHbix OKC [3,4].

leorpadmyeckrie dakTopbl OKa3bIBAOT 3HAYUTENb-
HOe BNsSHNE Ha OCODEHHOCTM NIeYEHINS OLHOW U TOW Xe
HO30M0MM4YeCcKon eAVHNLbI KaK B Pa3HbIX CTPaHax, Tak U
B Pa3NINYHbIX PErVIOHaX OAHOWM CTpaHbl [2-10]. 3To MoXeT
ObITb 0OYCNOBMNEHO PA3NNHNAMM IKOHOMUNYECKOTO Xa-
pakTepa — HanprMmep, BENNYMHOW BasIOBOr0 BHYTPeHHe-
ro NPOAYKTA Ha AyLUy HaceneHns, a TakKe Hanmymem Tak
Ha3bIBaEMbIX «TPAAMLMIA» NedeHnst OONbHbIX C TOW U
VNHOW CepAeYHO-cocyamcTom natonorven [11].

B pervioHax PO BbIABNEHbI 3HAYMUTENbHbIE PA3NYKA B
4acToTe Ha3Ha4eHWsl NeKapCTBEHHbIX CPeaCTB PasHbIX
hapmaKkonorm4eckmx rpynn naumeHTam C aptepuanb-
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cording to which situation with ACS management in Rus-
sia is worse than in Western countries [17]. That is why,
pharmacoepidemiological studies which permit to estimate
real structure of ACS pharmacologic treatment in differ-
ent regions are still of current importance.

The aims of this study were to evaluate practice of ACS
"without stable segment ST elevation” (non-ST-
elevation ACS) pharmacologic treatment which exists in
cardiological departments of the city of Saratov and
Saratov region hospitals, and to estimate accordance of
this practice to contemporary clinical guidelines.

Material and methods

Retrospective pharmacoepidemiological research with
analysis of non-ST-elevation ACS patients' case histories
has been conducted. All the patients were discharged from
the following hospitals in 2005: cardiological departments
of seven Central District Hospitals (CDH) of Saratov area,
Saratov multiprofile Municipal Hospital (MH) cardiolog-
ical department and ward of urgent cardiology of Saratov
Clinical Hospital (CH). Selection of case histories was ran-
dom. We only estimate case histories where typical clin-
ical symptoms of non-ST-elevation ACS were described cou-
pled with ischemic signs at ECG and/or high level of my-
ocardial necrosis markers [18-20].

A total of 1276 case histories were analyzed, 270
(21.2%) were case histories of CDH patients, 646
(50.6%) — of CH patients and 360 (28.2%) — of MH pa-
tients. Drug treatment of non-ST-elevation ACS was only
estimated without taking treatment of complications
and concomitant diseases into account.

Patients' demographic data, basic diagnosis, compli-
cations, disease duration, concomitant disorders, medi-
cines prescribed during the first day of inpatient treatment
with receive mode recorded (a dose, frequency and
method of intake), adequacy of patients’ state supervision
were noted in a specially developed individual file card.
Remedies were encoded in accordance to ATC (Anatom-
ical Therapeutic Chemical) classification, diagnosis — in ac-
cordance to ICD (International Classification of Diseases)
10.

Descriptive analysis of all included cases was made and
sub-group analysis of some indexes as well. Qualitative
variables were described with absolute and relative (%)
frequencies. For quantitative variables simple mean,
standard deviation, lower and upper bounds were defined.
For evaluation of distinctions significance, Student's t-test
for quantitative variables and z-test for qualitative vari-
ables were used. Values of p <0.05 were considered to
be significant.

Results and discussion
There were no significant distinctions in patients’ sex,
age and anamnestic data among different hospitals

HOW rnepToHmen [12-16]. B To xe BpeMmsi, 4aHHbIX 00 0co-
BenHocTax Tepanumn OKC B pa3Hbix perroHax PO cyule-
CTBEHHO MeHbLLE. VIMeeTCs orpaHnyeHHbI OnbIT BeAeHUs
CpaBHUTENbHO Hebonbluoro pernctpa OKC, cornacHo
KoTopomy cuTyaums ¢ nedeHrem OKC B PO xyxe, yem B
CcTpaHax 3anaga [17]. [Moatomy hapMako3nnMaeMmono-
rmyeckre VCCefoBaHMA, NO3BOSAIOLLME OLEHUTL pe-
aNbHO CyLLeCTBYIOLLYIO CTPYKTYPY hapMakoTepanmmn OKC
B Pa3HbIX PErMOHax, OCTaloTCA aKTyabHbIMU.

Llenblo paboTbl ObIN aHaNM3 CNOXMBLLENCA NPAKTUKMN
nekapcteeHHom Tepanum OKC 6e3 cTorkoro nogbema cer-
MeHTa ST Ha DKTI (OKC Bl ST) B KapAMonornieckmnx ot-
LeneHnsx ctaumoHapos Capatosa 1 CapaToBckon obna-
CTW 1 OLLEHKa ee COOTBETCTBUA COBPEMEHHbIM KITMHMYe-
CKM PEKOMEHZaLMAM.

MaTtepunan n metopgbl

MNpoBeneHO peTpocnekTUBHOe hapMaKo3NMAEMMNO-
nornyeckoe nccnefoBaHrie, B Xo4e KOTOPOro aHanmsm-
POBanMCh UCTopun bonesHen nauyeHTos ¢ OKC BIM ST. Bce
OHW BbINM BbINMCaHbl B 2005 . 13 KapAMONornMyeckmx oT-
AeneHun cemu LieHTpanbHbIX parioHHbIx bonbHmL, Capa-
ToBCKOW 0bnactu (LPB), Kapamonoriieckoro oTaeneHmns
OJIHOW 13 MHOTONPOMUIIbHBIX MyHWULIMMNANbHbIX OOMbHNL
(MB) r. CapaToBa 1 OTAeneHNst HeOTIOXKHOWM KapAMOoIo-
MM KNHMYeckon bonbHULb! (KB) r. CapaToBa. Bbibop mc-
TOpWIA BONE3HM OCYLLLECTBAANCA CNy4aHbIM METOAOM. AHa-
NN3MPOBANUCH TOMBbKO UCTOPUM DONE3HU, B KOTOPbIX
Oblna YeTKo onKrcaHa TUNMYHas KIMHUYeckas KapTuHa, Xa-
paktepHas ona OKC bl ST B coveTaHmn € MeMmn4eckn-
MU M3MeHeHnaMu Ha SKT 1/nnm C NoBbILEeHVEM YPOBHS
MapkepoB Hekpo3a Mmokapaa [18-20].

Bcero npoaHanusvpoBaHo 1 276 ncropum 6onesHu,
13 KoTopbix 270 (21,2%) coctaBunu Uctopum bGonesHu
naupveHToB LIPB, 646 (50,6%) — Kb 1 360 (28,2%) — Mb.
AHanM31poBanach TONbKO hapMakoTepanms, MPOBOAM-
masi no nosogy OKC BIN ST, 6Ge3 y4eTa Tepanunm ocnox-
HEeHUI 1 CONYTCTBYIOLLLEN NAaTONOTUN.

B cneumanbHo pa3paboTaHHOW MHAMBUAYANbHOW pe-
MMCTPALVIOHHOM KapTe OTMeYanmcb Aemorpadudeckmne AaH-
Hble MaLMEHTOB, OCHOBHOW AMArHO3, ero OCNIOXKHEHNS, On-
TeJIbHOCTb 3a00NeBaHNs, COMYTCTBYIOWAA MATONOrS,
npenapartbl, Ha3Ha4eHHble OONIbHOMY B MepBble CyTKM CTa-
LMOHAPHOIO NeYeHns C yKazaHneM pexmnma 1ux npume-
HeHWs ([o3a, KPaTHOCTb, MyTb BBEAEHWS), M aAeKBATHOCTb
KOHTPOJS COCTOSIHMS OOMbHbIX Ha hoHE MPUMEHSIEMON Te-
panuun. JlekapcTBeHHble CpeacTBa KOAMPOBANIMUChL B CO-
oTBeTCTBUMM ¢ knaccudukaumen ATC (Anatomical Thera-
peutic Chemical), anartossl — no MKB 10.

MpOBOAMNCA ONMCaTeNbHbIV aHANM3 11 BCeX BKIO-
YeHHbIX BOMbHbIX, MO HEKOTOPbLIM MoKaslaTeNnsM — Nof-
rpynnoBou aHann3. Ka4ecTBeHHble nepemMeHHble ONChI-
BaIUCb aDCOMOTHBIMU 1 OTHOCUTENbHLIMU (% ) YacToTa-
MU. [N KONMYeCTBEHHbIX NepeMeHHbIX onpenenanmchb
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Table 1. Clinical and demographic description of patient in-

cluded in the survey

Characteristics Hospital

CDH CH MH
Patients' number, n (%) 270(21.2) 646(50.6) 360(28.2)
Age, years, M (SD) 57.18(9.7) 65(10.8)  59.7(13.8)
Men, n (%) 175(64.8) 374(57.9) 240(66.7)

Concomitant diseases and risk factors in history

Angina, n (%) 194(71.9) 524(81.1) 236 (65.6)
Hypertension, n (%) 180(66.7) 544(84.2) 300(83.3)
Heart failure, n (%) 0 88 (13.6) 29(8.1)
Diabetes, n (%) 29(10.7)  92(14.2) 24(6.7)
Myocardial infarction, n (%) 111 (41.1) 346 (53.6) 35(37.5)
Peripheral atherosclerosis, n (%) 0 8(1.2) 2(3.3)
Myocardium revascularization -
angioplasty/stenting, n (%) 0 0 0
Myocardium revascularization -
coronary bypass surgery, n (%) 0 4(0.6) 0
Stroke, n (%) 14(5.2)  65(10.1) 17(4.7)
Overburden inheritance, n (%) 0 39(0.9) 4(1.1)
Smoking, n (%) 63(233) 106(16.4)  96(26.7)

Tabnuua 1. KnuHnko-gemorpaduyeckas xapakTepucTmka
nawuMeHTOoB, BKJIIOYEHHbIX B UCCNiefoBaHMe

Mokasarenb CraumoHap
LIPB Kb Mb

KonnyecTso nawyieHTos, n (%) 270(21,2) 646(50,6) 360(28,2)
Bospacr, net, M (SD) 57,18(9,7) 65(10,8) 59,7(13,8)
MysxduHbl, n (%) 175 (64,8) 374(57,9) 240(66,7)

ConyTcTBytoLyie 3aboneBaHus 1 haKTopbl pUcka B aHaMHe3e
CreHokapaus, n (%) 194(71,9) 524(81,1) 236(65,6)
AptepriansHas runeptoHns, n (%) 180(66,7) 544 (84,2) 300(83 3)
CepagyHast HeIoCTaTo4HOCTb, 1 (%) 0 83(13,6) 29(8,1)
CaxapHbiin fiaber, n (%) 29(10,7)  92(14,2) 24(6,7)
VHcbapkT Muokapza, n (%) 111(41,1) 346(53,6) 135(3 5)
Mepudepryeckin atepocknepos, n (%) 0 8(1,2) 12(3.3)
PeBackynApu3aLVa MoKapaa-
aHrMonnacTvka,/creHTpoBate, n (%) 0 0 0
PeBacKynApV3aLA MMOKapaa —
AKLL, n (%) 0 4(0,6) 0
OCTpoe HapyLLeHe MO3roBOro
kposooGpatLeHus, n (%) 14(5,2)  65(10,1) 17(4,7)
OTAroLLeHHas HacencreHHocTb, n (%) 0 39(0,9) 4(1,1)
Kyperve, n ( %) 63(23,3) 106(16,4) 96(26,7)

(Table 1). More than the half of the patients were men
with mean age exceeding 50 years; CH patients were
slightly older. Majority had evidences of IHD and hy-
pertension. Heart failure, diabetes, acute cerebral cir-
culation impairment in anamnesis were less common.
CDH patients had no evidence of heart failure as well as
peripheral vessels atherosclerosis and IHD hereditary load.

CpenHee apndMeTNHeCKOe, CTaHOAPTHOE OTKITIOHEHWE, M-
HUManbHOe U MakKCMManbHOe 3HadeHus. [ns oueHKu
3HAYMMOCTM PA3NNYMIA MPUMEHANUCH t-KpuTepuit CTbio-
[LeHTa NS KONNYECTBEHHbIX NEPEMEHHbIX 1 Z-KpUTEPUN
— 17151 KQ4ECTBEHHbIX. Pa3nnyums cHUTanmch CTaTUCTUHeCKU
3Ha4ymmbIMK py p < 0,05.

Pe3ynbTaThbl 1 0bCyxaeHMe

CyLLEeCTBEHHbIX Pa3nnynin pacnpeneneHms naumeHToB
Pa3HbIX CTaLMOHAPOB MO Moy, BO3PacTy M aHaMHeCTW -
4eCKMM [aHHbIM He 6bino (Tabn. 1). bonblue NonoBUHbI
OONbHbIX ObINM MY>XXYHAMM; COEAHMIA BO3PACT NMPeBbILLas
50 neT; nauneHTbl Kb Obiiv HeCKonbKo cTaplue. B aHam-
He3e y OONbLUMHCTBA DONBHBIX MENMCh yKasaHus Ha MBC,
apTepuranbHYIo MMNepToHMIO. HeCKONbKO pexe BCTpeYa-
NNCb CepaievHas HeLOCTaTOHHOCTb, CaxapHbI AMabeT, ne-
peHeceHHOe OCTPOe HapyLLEHWe MO3roBOro KpoBoobpa-
LEeHWS. YKa3aHWIM Ha Hanuyne cepaeyHom HefoCTaTo -
HOCTM, @ TaK>XKe aTepoCKiiepo3 nepmnhepmnyecknx CoCyLoB
1 HacnencTBeHHylo otaroleHHocTb no MbC B aHaMHese
nauueHToB LIPB He Bblno. 310, NO-BUAMMOMY, CreflyeT CHm-
TaTb AleheKTOM 3anofHeHUsa LOKyMeHTauun. Mpouenypy
peBacKynApm3aLnm MMOKapaa B aHaMHe3e UMeny ToNb-
ko 4 (0,6%) naumentoB Kb (Bo BCcex cnydasx — aopTo-
KOPOHapHOE LWYHTUPOBaHME).

Bonblas 4acTb 60NbHbIX HAXOAMMACh Ha CTaLMOHapP-
HOM NeYeHnn C AMArHO30M HecTabubHas CTeHoKapams
(HC) (tabn. 2).

Bo Bcex cTaLmoHapax B nepBble 24 4 HazHa4anocb 6orb-
LWWHCTBO rPyM NpenapaTos, CMOCOOCTBYOLLMX yIyYlLe-
HWIO Mcxomda v nporHo3a npu OKC B ST[9,19,20] (puc.
1). VickniodeHmem Obinn CTaTuHbl, KoTopble B LIPE He npu-
MEeHAINCb, a B CTalMoHapax r. CapatoBa Ha3Havanmcb
04eHb pefKo (MeHee YeM B 3% crydaes), 1 OnokaTopsl
lIb/1lla peL,enTopoB, KOTOPbIE HE MPUMEHSNNCL HX B O -
HOM CTauMoHape.

B 1O e Bpems YacToTa NpuMeHeHus B-aapeHobno-
KaTopoB, 00naAatoLLMx CoCOOHOCTBIO Yy4LLaTh MPOrHO3
N ncxopn 3aboneBaHus [21,22], Obina CTaTUCTUYECKM
3Ha4mmo Bbiwe B Kb (p < 0,05). B kayecTBe NpoT1BOMNo-
Ka3aHWM K Ha3Ha4YeHWio NpenapaTtoB AaHHOW rpynmbl
BPayu OTMEeYanu rmnoToHnio y 6,3% OonbHbIX B LIPB, y
5,1% -8KBbuny6,4% — B MB; bpanukapanio B 9,3%,
6% 1 8,9% cny4aes, COOTBETCTBEHHO. He nonyYanu B-af-
peHoboKaTopbl B OTCYTCTBME MPOTMBOMOKa3aHWi (1nm
He OTMEeYeHHbIX B MeAVLIMHCKOM JOKYMEHTAL MM NPOTK-
BomnokasaHuax) 0,7 % 6onbHbix KB, 7,4% — LPE obnactm
n 34,7% — MB. Bo Bcex nccnefoBaHHbIX CTaliOHapax
yallle BCero HasHavancs metonponon (1abn. 3).

YacToTa HasHaveHWs aHTuarperaHTos B MB 1 LIPE (cm.
puc. 1) Obina CONOCTaBUMON U 3HAYMMO MEHBLLEN, YEM
B KB (p < 0,05). Hanu4me oTMeYeHHbIX MpoTUBOMNOKa3a-
HUI ANs Ha3HaYeHWs aHTMarperaHToB UMenmu 5,5 % 06onb-
Hbix LIPB, 6,4% — B KB, n4,2% — B Mb. Y BCex nauneH-
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Table 2. Number of myocardium infarction without Q and
unstable angina cases in hospitals of Saratov
and its region

Tabnuua 2. YactoTa cnyyaes nHdapkTa MMokapaa
06e3 Q v HecTabunNbHOWM CTEHOKAPAMN
B CTaLUMOHapax obnactu

Hospital Non-ST-elevation ACS

UA without Q MI
CH, n (%) 458(70.9) 188(29.1)
MH, n (%) 188 (52.2) 172 (47.8)
CDH, n (%) 198 (73.3) 72(26.7)
Total, n (%) 844 (66.1) 432(33.9)

CrauuoHap OKCBIN ST

HC M 6e3 Q
KB, n (%) 458 (70,9) 188(29,1)
MB, n (%) 188(52,2) 172 (47,8)
LIPE, n (%) 198(73,3) 72(26,7)
Bcero, n (%) 844 (66,1) 432(33,9)

Evidently, it is a documents filling in defect. Only 4
(0.6%) patients of CH had myocardium revasculariza-
tion procedure in their anamnesis (coronary bypass sur-
gery in all cases).

Most of the patients had diagnosis of unstable angi-

a (UA) (Table 2). The greater part of drugs which con-
tribute to non-ST-elevation ACS outcome and prognosis
improvement was prescribed in all hospitals during the
first 24 hours [9,19,20] (Fig.1). It didn't refer to statins,
which were not used in CDH and were prescribed very sel-
dom (less than 3%) in Saratov hospitals, as well as
lIb/llla receptor antagonists which were not used in any
hospital.

At the same time B-blockers which are able to ameliorate
disease prognosis and outcome [21,22] were used in CH
significantly higher (p<0.05). The contraindications for
these drugs prescription were: low blood pressure in 6.3%
of CDH patients, 5.1% of CH patients and 6,4% of MH
patients; bradycardiain 9.3%, 6% and 8.9% of cases ac-
cordingly. 0.7% of CH patients, 7.4% of CDH patients and
34.7% of MH patients didn't receive beta—adrenergic re-
ceptor blockers despite contraindications absence (or con-
traindications unmarked in medical documentation).
Metoprolol was the most frequently prescribed medicine
in all hospitals under study (Table 3).

Antiplatelet agents use was comparable in MH and CDH
(Fig. 1) and significantly lower than in CH (p<0,05). Not-
ed contraindications for antiaggregants had 5.5% of CDH
patients, 6.4% of CH patients and 4.2 % of MH patients.
It was stomach or duodenal ulcer exacerbation in all cas-
es. Notes of antiplatelet agents disuse reasons were ab-
sentin 4.9% of CDH patients and 5.8% of MH patients.

Acetylsalicylic acid (ASA) as well as its intestine solu-
ble forms were the most frequently prescribed in all hos-
pitals (Table 3). Clopidogrel of thienopyridine class was
prescribed to rather small amount of patients in CH only,
at that clopidogrel + ASA combination (so called "double
antiplatelet therapy") was applied in 10.9% of patients.
Thienopyridine prescription was conducted variably,
mainly to high risked patients.

Rather frequently (16% of all cases) dipiridamol as an-
tiaggregant was prescribed in MH, being ineffective in ACS
treatment according to contemporary attainments [23].

TOB MPOTMBOMOKa3aHWEM SIBUIOCb 0DOCTPeHME A3BEHHOM
DonesHn xenyaka 1 12-nepctHon knwku. Y 4,9% 6onb-
HbIX B LIPB 1y 5,8% — MEB He Obifio yKazaHui Ha npuym-
HY HenprMeHeHUa aHTUarperaHToB.

Yalle BCero Bo BCex CTalOHapax Ha3Havanach aue-
Tmncanmumnosas kucnota (ACK) (cm. Tabn. 3), B TOM 4mc-
Jie ee KuLle4yHopacTBopuMble popmsbl. M3 TeHonupmnam-
HOB MPUMEHSANCA KONMAOrpenb, KOTOPbIM Ha3Ha4ancs
ToNnbko B Kb CpaBHUTENIbHO HEOOMBLIOMY HACY NaLeH-
TOB, MpuYeM KoMOUHauums knonuaorpens+ACK (T.H.
«ABOWMHAs aHTUarperaHTHas Tepanus») NpMMeHsnach y
10,9% GonbHbIX. Cyas no AaHHbIM UCTOPUIA BONe3HN, Ha-
3Ha4yeHue TMeHonupuamHos spadamu Kb nposoamnocs
onddepeHUMPOBaHHO, MPENMYLLLECTBEHHO MaLMeHTaM C
BbICOKVIM PUCKOM.

[ocTtato4Ho YacTo (16 % Bcex cnydaeB) B Mb B kade-
CTBe aHTMarperaHTa HasHa4anca ounupuaamMorn, no co-
BPEMEHHbIM NpeacTaBneHusam [23] — HeathekTUBHBIV Npu
OKC. 2T0 MOXHO 00bACHUTb «TPaaMLIMEN» IAHHOMO CTa-
LMOHapa.

YacToTa HazHaueH st aHTLKOArynaHTOB (M. puc. 1) Bbina
conoctasuma B Kb 1 LIPE 11 foctoBepHo bonblue, Yem B Mb
(p < 0,05). MNpoT1BOMNOKa3aHNsa B BOe 0DOCTPEHNs A3-
BEHHOWM GONe3HU N aHeMmUM OTMeYeHbl B UCTopUsx 60-
nesnHn 5,5% naumertos LPE, 6,4% — Kbwn 4,2% — Mb. Oc-
HOBHOW YacTh GOJbHbIX Ha3Ha4ancs HeppakUMOHMPO-
BaHHbIV renapuH (HDT) n/k; B/B MHby3mUs npoBoamnach
TONbKO MaumeHTaMm B Kb. HrnskomonekynapHble renapuiHbl
(HMT) Ha3Ha4anmcb peako, B OCHOBHOM MalmeHTam Kb.

CratuHbl B LIPE He npumeHanncs; B Kb 1 MB npena-
paTbl 3TOM rPYNMbl Ha3Ha4YaNMCb 04eHb peako. MNpuy aTom
B MbB npumMeHanca Tonsko cumBacTatuiH, a B Kb — cum-
BACTaTWH M aTopBacTaThH (cM. Tabn. 3).

B KB nHrmndutopbl AMN® (MAMND) Ha3Ha4vanucb 0o-
cToBepHo Yalle (B 90,4% cny4yaes), yem B LIPE (64,1%)
NMMb (63,3%) (p<0,01). CBeneHMs O HANNYUM NPOTU-
BOMOKa3aHWIM A8 Ha3HavYeHns npenapaToB AaHHOW rpymn-
Mbl (BO BCEX CITyHasiX MMMOTOHMA U /WM YTPEHHWI Kallesb
Ha choHe npepLuecTsyioLlero npvema VAM®) Obinun ot-
MeyeHbl B UcTopusax bonesnun 6,3% naumeHtoB LIPB,
8,3% — Kb 1 6,4% — Mb. Bo Bcex cTaumoHapax vallie Bce-
rO MPUMEHSANCA 3HaNnanpun.

HuTpaTbl (NpenMyLLecTBeHHO, npenapaTbl N30Cop-
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Drug prescription in acute coronary syndrome / CTpyKTypa Ha3Ha4yeHus NeKapcTBeHHbIX cpeacTs npu OKC
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Figure 1. Principal drug classes, which were applied for non-ST-elevation ACS therapy in the first day of inpatient treatment
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It can be explained by "tradition" of this hospital.

Anticoagulants prescription (Fig. 1) was comparable
in CH and CDH and significantly higher than in MH
(p<0,05). Contraindications such as ulcer exacerbation
or anemia were marked in case histories of 5.5% of CDH
patients, 6.4% of CH patients and 4.2 % of MH patients.
Majority of the patients received unfractionated heparin
(UH) subcutaneously; intravenous infusions were carried
out in CH patients only. Low-molecular-weight heparins
(LMWH) were used rarely, mainly in CH patients.

Statins were not used in CDH and were prescribed very
seldom in CH and MH. At that only simvastatin was used
in MH while in CH - simvastatin and atorvastatin
(Table 3).

ACE inhibitors were prescribed in CH significantly
higher than in CDH and MH (90.4%, 64.1%, 63.3%, ac-
cordingly) (p<0.01). Notes about contraindications for this
drug class were present in 6.3% of CDH patients' case his-
tories, 8.3% - of CH and 6.4% - of MH. It was hypoten-
sion and/or morning cough connected with previous ACE
inhibitors intake in all cases. The most frequently used drug
was enalapril.

Nitrates (mainly isosorbide dinitrate — ISD) were pre-
scribed in all hospitals at that significantly higher in CDH
than in CH and MH (90%, 81.7% and 75.6% accord-
ingly). As a rule, nitrates were prescribed for per os intake
in CDH while great part of MH and CH patients received

buna amHuTpata — CI) npUMeHsNUCh BO BCEX CTaLLMO-
Hapax, npu4emM 0OCTOBepHO Yalle B LIPE, yem B8 Kb n Mb
(90%, 81,7% 1 75,6% cny4aeB, COOTBETCTBEHHO). B LIPB
HUTPaTbl OOMBbHBIM Ha3HAYaNNCb B OCHOBHOM BHYTPb, a B
MB 1 KB ©obLLIO HYacT MaUMEHTOB NPON3BOAMIACk B/B
nHDY3ma VICL. MpoTMBONOKas3aHNs AN Ha3HaYeHNS HAT-
paToB (rMNOTOHWS) ObINM OTMEYEHbI B UCTOPUSsX Bores-
HWY 6,3% 6onbHbIX LIPB, 5,1% — Kb 1 6,4% — Mb.
YacToTa Ha3zHayveHMs aHaNbreTkoB Oblna ConocTaBm-
mow B MB v LIPB 1 goctoBepHo MeHbtier B Kb (p < 0,05).
370 00BSACHAETCS, BEPOSTHO, DONee YacTbIM MPUMEHEHNEM
B/B UHPY3UW HNTPaToB B KB, 4TO NO3BONANO YMEHbLUWTD
WK KyNMPOBaTb ULLIEMMIO MOKapaa 1 DONeBOV CUHAPOM.
Okono nonoBuHbl 6onbHbIX MB 1 KB nonyyanu Hapko-
TUYECKMe aHaNbreTVki, No3BonsioLimMe KynnpoBaTb 0o-
nesow npuctyn [18,19,24]. JlekapcTBeHHble Npenaparbl
3TOV IPyNMbl BBOAWVICH B/B, COMIACHO COBPEMEHHBIM pe-
KoMeHZaLmMam. V13 HapkoTryeckmx aHanbretkos B Kb Yalue
BCEro 1Ucnosib3oBancs MopduH, B Mb — npomegon (cm.
Tabn. 3). B LIPE ans 06e3bonneaHus UCnonb3osancs npe-
VMMYLLECTBEHHO MEeTaMK130 HaTpuma. [NpoTrBONoOKa3aHus
OJ19 Ha3HaYeHNA HapKOTUYECKMX U HEHaPKOTUYeCKNX
aHasbreTMKoB, OCIIOXKHEHVA MPUMEHEHWSA 3TVIX NperapaTos
He ObINM oNrcaHbl H B OQHOW UCTOpUK OonesHu. B 1o e
BpeMsi, OTHOCUTENIbHO BbLICOKYIO 4acCTOTy MPYMEHEHNS
HeHapKOTUYeCKX aHanbreTMKoB BpayaMm BCeX CTaLMOo-
HapOB, BEPOSITHEE BCEMO, MOXHO CBA3aTh C MX HEXENAHVEM
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Drug prescription in acute coronary syndrome / CTpyKTypa Ha3Ha4yeHus N1eKapcTBEeHHbIX cpeacTs npu OKC

Table 3. Medicines, applied for non-ST-elevation ACS
treatment in estimated hospitals, n (%)

Tabnuua 3. NMpenapaTbl, NpUMeHaeMble B 06c/ieoBaHHbIX
cTaumoHapax anst Tepanuun OKC BIM ST, n (%)

Medicine Hospitals

CDH CH MH
Ketorolac 16(16.5)  22(18.5) 4(3.2)
Sodium metamisol 57(58.8)  46(38.7) 62 (50)
Morphine 16(16.5)  47(39.5) 12(9.7)
Phentanyl 0 0 16(12.9)
Promedol 8(8.2) 4(3.3) 30(24.2)
Metoprolol 118(56.8) 438(76.8)  124(69)
Atenolol 21(10.1) 0 24(13.3)
Sotalol 0 0 4(2.2)
Bisoprolol 28(13.5)  20(3.5) 24(13.3)
Propranolol 35(16.8) 112(19.6) 4(22)
Nebivolol 3(1.4) 0 0
Betaksolol 3(1.4) 0 0
ASA 228(94.2)  530(85) 264 (81.5)
Intestine soluble ASA 14 (5.8) 8(1.3) 8(2.5)
Clopidogrel 0 14(2.2) 0
ASA + clopidogrel 0 68(10.9) 0
Dipiridamol 0 0 52 (16)
i/v UH bolus +s/c 90 (44.8) 394 (68.6) 292 (82)
UH infusion 0 140 (24.4) 0
Enoxaparin 14.(7) 0 0
Dalteparin 0 22(3.8) 0
Nadroparin 0 18(3.1) 4(1.3)
Enalapril 270(100) 272 (46.6) 200 (87.7)
Captopril 0 35(6) 4(1.8)
Perindopril 0 172 (29.5) 7(3.1)
Quinapril 0 102 (17.5) 5(2.2)
Fosinopril 0 3(0.4) 9(3.9)
Lisinopril 0 0 3(1.3)
Simvastatin 0 2(1.9) 8(2.2)
Atorvastatin 0 (0 77) 0
Nifedipin SL 14 (50) 34(50) 9(56.2)
Amlodipin 14(50)  26(38.2) 3(18.8)
Verapamil 0 5(7.4) 0
Felodipin 0 3(4.4) 0
Diltiazem 0 0 4(25)
ISDii/v 42(17.8) 352(80.4) 184(74.2)
ISD per os 194 (82.2) 86(19.6) 64 (25.8)
ISM 7(2.9) 90(17) 24(8.8)

Mpenapat CrauyoHapbi

LIPB Kb Mb
KeToponak 16 (16,5) 2(18,5) 4(3,2)
MeTamu30 HaTpus 57(58,8) 46(38,7) 62 (50)
MopuHa 16(16,5)  47(39,5) 12(9,7)
DeHtanun 0 0 16(12,9)
Mpomenon 8(8,2) 4(3,3) 30(24,2)
MeTonponon 118 (56,8) 438(76,8) 124 (69)
AteHonon 21(10,1) 0 24(13,3)
Coranon 0 0 4(2,2)
Buconponon 28 (13,5) 20(3,5) 24(13,3)
MponpaHanon 35(16,8) 112(19,6) 4(2,2)
HebysomonN 3(1,4) 0
betakcanon 3(1,4) 0
ACK 228(94,2)  530(85) 264 (81,5)
KP ACK 14(5,8) 8(1.3) 8(2,5)
Knonuporpens 0 14(2,2) 0
ACK + knonugorpens 0 68(10,9) 0
Jvnupuaamon 0 52(16)
HOT 8/8 oo + n/k 90 (44,8) 394(68,6)  292(82)
HOT nHdy3ma 0 140 (24,4) 0
SHOKCaNapuH 14(7) 0 0
Janstenapyx 0 22(3,8) 0
HapmponapuH 0 18(3,1) 4(1,3)
SHananpun 270(100) 272 (46,6) 200(87,7)
Kantonpun 0 35 (6) 4(1,8)
MepuHmonpun 0 172(29,5) 7(3,1)
KuHanpun 0 102 (17,5) 5(2,2)
DoznHonpun 0 3(0,4) 9(3,9)
Ju3nHonpUn 0 0 3(1,3)
CUMBaCTaTVH 0 2(1,9) 8(2,2)
ATopBacTat/H 0 (O 77) 0
HudeaunmH SL 4(50) 34.(50) 9(56,2)
AMNOANMVH 4(50) 26 (38,2) 3(18,8)
Bepanamun 0 5(7,4) 0
®enogynuH 0 3(4,4) 0
JunTvazem 0 0 4(25)
NChs/B 42(17,8) 352(80,4) 184(74,2)
NCI BHyTPb 194 (82,2) 86(19,6) 64 (25,8)
NCM 7(2,9) 90 (17) 24(8,8)

ASA - acetylsalicylic acid; UH - unfractionated heparin;
Nifedipin SL - prolonged drug forms; ISD ~ isosorbide dinitrate;
ISM - isosorbide mononitrate

ACK - aueTvncaniumnoBas KucnoTa;

KP ACK - kuiweyHopacteopumble opMbl ACK; HOT ~ HethpaKkLoHMpoBaHHbIM
renapyH; Hudeamnut SL - hopmbl € 3aMeaneHHbIM BbICBOOOXeHEM npernapara;
NCA - n3ocopbupa anHuTpaT; CM — 130copOraa MOHOHMTPAT

intravenous infusions of ISD. Contraindications for nitrates
using (hypotension) were marked in 6.3% of CDH patients’
case histories, 5.1% - of CH and 6.4% - of MH.
Frequency of analgesics prescription was comparable
in MH and CDH and it was significantly less in CH

BbINOJHATb HEODXOAMMblE MPY Ha3HAYEHUM HApPKOTUYe-
CKMX aHaNbreTMKOB NpoLeaypbl 0POPMIIEHNS [LOKYMEH-
Tauumn. IT0 B KaKOW-TO Mepe MOXeT ObITb MoATBepXae-
HO paHee 0OHapy>KeHHbIM HaMU CHUXKEHNEM HaCTOTbI UC-
MOSIb30BaHNA HAPKOTMYECKMX aHanbreTUKOB BpadYamu
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Table 4. Complications of non-ST-elevation ACS in the first
24 hours of inhospital treatment, n (%)

Tabnuua 4. OcnoxHeHus OKC Bl ST B nepBble CyTKU CTa-
LUMOHapHoro nevyenHus, n (%)

Complications Hospital

CDH CH MH
Acute heart failure
[1I-IV class by Killip 19(7.4) 13(2) 28(7.8)
Ventricular fibrillation 7(2.6) 4(0.6) 8(2.2)
Ventricular tachycardia
paroxysm 0 5(0.8) 4(0.1)
Left bundle branch block 0 14(2.2) 4(1.1)
Atrial fibrillation 13(4.8) 10(1.5) 15 (4.2)
Ventricular extrasystoles 15 (5.6) 11(1.7) 9(2.5)
Asystolia 2(0.7) 1(0.2) 6(1.7)
Total 29(10.7)  51(7.8)  73(203)

(p<0,05). More frequent nitrates application in CH,
which permits to reduce myocardial ischemia and control
pain, can be probable explanation for this situation.
About half of all MH and CH patients received narcotics
to relieve from pain attack [18,19,24]. Drugs of this class
were administrated intravenously in accord with con-
temporary guidelines. Morphine was used more fre-
quently in CH and promedol — in MH (Table 3) while in
CDH sodium metamisol was predominantly prescribed for
pain relief. Contraindications for narcotic and non-narcotic
analgesics administration were not marked in any case his-
tory. At the same time, relatively high frequency of non-
narcotic analgesics using at all hospitals probably may be
connected with doctors' unwillingness to draw up docu-
ments indispensable when narcotic analgesics are ad-
ministrated. It can be also somewhat confirmed by decrease
of narcotic analgesics using in ACS patients by ambulance
doctors in 2006 when compared with 2001, as we have
revealed earlier [25].

Calcium antagonists (CA) were prescribed rarely, as a
rule, for hypertension correction. Mainly it were nifedip-
ine prolonged forms (Table 3).

The situation with non-ST-elevation ACS treatment in
the city of Saratov and Saratov area is repeated in gener-
al conditions in Russia [17]. Obviously lack of financing is
a reason for very low application of such medicines as
statins, thienopyridines, LMWH, intravenous UH and
also for absence of llb/Illa receptor antagonists prescription.

However, low B-blockers and ACE inhibitors admin-
istration in CDH and MH which proved to ameliorate
prognosis [26] as well as rather frequent prescription
of ineffective antiaggregants (dipiridamol) can be ex-
plained by lack of adherence only. Possibly, it is due to
physicians' inadequate knowledge about contemporary
guidelines for non-ST-elevation ACS treatment. Dis-
tinction in treatment tactics connected with hospital char-
acteristics was also observed as it is in the GRACE reg-
istry [6].

Probably revealed distinction in complications fre-

OcnoxHeHus CrauuoHapbl

LIPB KB Mb
OcTpas cepaeyHas
HepgocTaToyHoCTb -1V
knacca o Killip 19(7,4) 13(2) 28(7,8)
OrbpUANALYA Xenyao4Kos 7(2,6) 4(0,6) 8(2,2)
MapoKC13M Xenyno4KoBoN
Taxvkapam 0 5(0,8) 4(0,1)
bnoka/a neBovt HoXKu
nyyka Mmca 0 14(2,2) 4(1,1)
MepuatensHas apumus 13 (4,8) 10(1,5) 15 (4,2)
XKenyno4kosast
3KCTpacucTonms 15(5,6) 11(1,7) 9(2,5)
Acvictonusa 2(0,7) 1(0,2)
Bcero 29(10,7)  51(7,8) 73(20,3)

«CKopoV MeamMUMHCKOM nomMolm» y 6onbHbix OKC B
2006 r. no cpasHeHwo ¢ 2001 r. [25].

AHTaroHncTbl Kanbums (AK) HazHa4anMcb pedko, B OC-
HOBHOM [N KOPPeKLMM apTepmanbHOM rMNepTOHUN.
Yallle BCEro HazHavanmcb NpPosIOHrMPOBaHHble HOPMbI HU-
dhegunumHa (cm. Tabn. 3).

B cTaumoHapax r. CapaToBa 1 CapaToBCKOW 0051acTi Cu-
Tyauus c Tepanviert OKC Bl ST B LieroM NoBTOpSieT 00CTaHOBKY
B Poccun [17]. MNo-B1AMMOMY, C HEOOCTAaTOYHBIM (PUHAH-
CMPOBaHVIEM CBA3aHbI KparHe HM3Kas 4acToTa Ha3Ha4YeHms
CTaTVHOB, TWeHonMpuanHoB, HMT, B /B nHdy3um HOT, ot-
CYTCTBME Ha3HaveHus brnokaTopos lIb/Illa peLenTopos.

OOHaKo HM3KadA 4actoTa HasHaveHusa B LUIPB 1 Mb
B-anperHobnokaTtopos 1 MAT®D, cnocoOHbIX CyLLECTBEH-
HO YNYYLLNTbL NPOrHO3 [26]), a TakXKe A0CTaTO4YHO YacToe
Ha3HayeHue B 3TUX BonbHULAX HEIEKTUBHBIX aHTU-
arperaHTos (OMNMpUAAMon) MOXeT ObiTb 0ObACHEHO
TONbKO HEeAOCTaTOYHOM NMPUBEPXKEHHOCTBIO. BO3MOXHO,
3T0 00OYCNOBMEHO HEeLOCTaTOYHOW OCBELOMIIEeHHOCTbIO
Bpaden 0 COBPEMEHHbIX peKoMeHAaLmax no nedeHmio OKC
B ST. Kak 1 B pernctpe GRACE [6], Habnoganucb pas-
JINYMA B TaKTVIKE NTeYeHNS, CBA3aHHbIE C TUMOM CTaLoHapa.

BO3MOXHO, MMEHHO BbISIBNIEHHBIMW OCOOEHHOCTAMMN
hapmakoTepaniu Obinm 0bycnoBneHbl HabnoaaBLIMecs
HaMM Pa3NYns B YaCTOTE OCIIOXHEHMI Ha POHE MPOBO-
OVMOW Tepanuy B nepBble CyTKW fleveHus NaumeHToB
(Tabn. 4).

B MHoroueHTpoBbix nccnegosaHuax SYMPHONY u
2nd SYMPHONY Obina nposefeHa oLieHKa HalMOHanbHbIX
0COBEHHOCTEN MPUMEHEHNS NEKaPCTBEHHbIX CPELCTB, MO-
KasaHHbIX npn OKC, n akTopos, BAVAIOWMX Ha UX Ha-
3HayeHwue. [1ns 3ToM Lenu ncnonb3oBanack 6asa AaHHbIX,
BK/toYatoLLasa ceefeHns o Tepanint OKCy 15 904 naumeH-
TOB M3 37 CTpaH. bblno nokasaHo, 4To Ans cTpaH JlaTnHCKom
Awmepriki 1 BoctoqHow EBporbl TUMIMHHO paHHee NpUMeHeHIe
NAMO® npr OKC 1 peakoe HazHaveHWe rmnoavnuaemmnye-
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quency during the first 24 hours of treatment came out
from pharmacotherapy peculiarities (Table 4).

Evaluating of national trends of ACS medical treat-
ment and factors impacting on one or another drug pre-
scription has been carried out in multicentral research
SYMPHONY and 2nd SYMPHONY. For this purpose data-
base included information about ACS treatment in
15904 patients from 37 countries was used. It was
shown, that early application of ACE inhibitors at ACS
and infrequent prescription of lipid lowering agents at
patients' discharge was typical for Latin America and East-
ern Europe countries. High frequency of LMWH use and
low — of i/v UH was characteristic feature of the USA
hospitals. ASA, B-blockers, ACE inhibitors and i/v UH
were applied more rarely in UA than in myocardium in-
farction (MI) treatment. Besides, old age of patients with
ACS was a cause for refusal for some necessary drugs
administration (ASA, B-blockers, i/v UH and lipid low-
ering agents) [8]. The conclusion was made that ap-
plication of medicines with proved efficiency in ACS treat-
ment differed significantly in various regions and diverse
patients' categories.

Data of ACS treatment in Europe, the USA, Aus-
tralia/New Zealand/Canada and Argentina/Brazil are
gathered in the GRACE (Global Registry of Acute Coronary
Events). Over a period of time from 1999 up to 2001 fre-
quency of ASA using in non-ST-elevation ACS treatment
increased from 94% to 97.8%; p-blockers - from 84.8%
10 94.7%; LMWH - from 48.8% to 62.1%; glycoprotein
lIb/Illa receptor antagonists - from 16.6% to 31.1%;
thienopyridines - from 28.1% to 46.4%; ACE inhibitors
-from 52.4% t0 62.4%; statins - from 42.1% t0 57.4%.
At that, CA prescription decreased from 30.8% down to
28.1% [2]. Such changes in the structure of ACS medical
treatment are possibly due to FRISC Il and GUSTO IV-ACS
research results publication and also to non-ST-
elevation ACS treatment Guidelines worked out by Euro-
pean Society of Cardiology (ESC) as well as Guidelines of
American College of Cardiology /American Heart Associ-
ation (ACC/AHA).

It was shown in the GRACE study that ASA and B-block-
ers were prescribed with approximately equal frequency
independently of ACS type (with or without ST elevation),
country and hospital characteristics (more than 94% and
85-95% of patients accordingly). However frequency of
percutaneous coronary interventions and glycoprotein
llb/llla receptor antagonists prescription was signifi-
cantly higher in university hospitals and in the USA hos-
pitals [6].

Prospective pharmacoepidemiological study the Euro
Heart Survey ACS (The Euro Heart Survey Acute Coronary
Syndromes) which took place at the end of 2000 — be-
ginning of 2001 was dedicated to peculiarities of ACS treat-
ment evaluation in countries of Europe and Mediterranean

CKMX CPEACTB NPW BbINUCKe BOJbHBIX 13 CTaLMOHapoB. s
CLUA xapakTepeH BbICOKMIN YPOBEHb NpuMeHeHUs HMI 1
HU3KMK — B /B UH(Y3um HOT. Mpu HC pexe, H4em Npu nH-
apkTe Mrokapda (MM), HaszHadanmce ACK, B-agpeHo-
onokatopbl, NAN® n HOT B/B. Kpome TOro, Noxmnom Bos-
pacT NaLyeHTOB ABMANCA MOBOLOM AJ1A OTKa3a OT Ha3HaYe-
HWA pekoMeHA0BaHHbIX A4ns Tepanun OKC nekapcTBeHHbIX
cpencts (ACK, B-agpeHobnokatopos, B,/B MHby3un HDM 1
rMNoNMNaeMMYeckX cpeacts) [8]. bbin caenaH BbiBOA, 4TO
NpPYMeHEeHKe NeKapCTBEHHbIX CPEACTB C JOKa3aHHOW 3-
ekTrBHOCTLIO NMpK OKC cyLLIeCTBEHHO OTNIYAETCA B Pa3HbIX
PETVIOHAX U Y Pa3fIVYHbIX KaTeropuii GoNbHBbIX.

B perunctpe GRACE (Global Registry of Acute Coronary
Events) o6bepHeHbl AaHHbie o nedeHn OKC B EBporie, CLLIA,
Asctpanun/Hoeon 3enanammn /KaHage v ApreHtuHe /bpa-
3unuu. 3a neprogd ¢ 1999 no 2001 rr. npm OKC Bl ST va-
cToTa npuMeHeHna ACK Bo3pocna ¢ 94% 0o 97,8%:; B-aa-
peHobnokaTtopos — ¢ 84,8% 00 94,7%; HMI - c 48,8% no
62,1%, dnokatopos lIb/Illa rMKonpoTenHOBbLIX peLenTo-
poB—c16,6% 00 31,1%, TeHonvpuanHoB — ¢ 28,1% 1o
46,4%, UAND —c52,4% no 62,4%, ctatmHoB —c42,1%
00 57,4%. Npw 3ToM Ha3zHadveHme AK cHu3mnnock ¢ 30,8%
00 28,1% [2]. YKa3aHHble U3MeHeHWs B CTPYKTYpe npume-
HeHWs NiekapcTBeHHbIX cpeacts npu OKC, BeposTHO, CBsi3a-
Hbl C NyOnvKauven peynstatoB nccnenosaHmin FRISC 11
GUSTO IV-ACS 1 nosiBneHmemM pekoMeHaaLmm EBponenckoro
obuiectea kapamonoros (ESC) no neveHmio OKC BN ST 1 pe-
KOMeHOAUMM AMepUKaHCKOW KOMNerny Kapamonoros u
AMEPVKAHCKOW Kapaponordeckon accouyaumm (ACC/AHA).

B nccnenoBaHu GRACE Gbino nokasaHo, YTo Hesa-
BucMo oT Biaa OKC (c nombemom mnm 6e3 nogbema ST),
CTpaHbl 1 TWUMNa CTauMoHapa NpUbIN3UTENIbHO OAMHAKO-
BO 4acTo HasHadatoTcs ACK (Gonee vem 94% GobHbIM)
1 B-apgpeHobnokaTopsl (85-95%). OgHako YacToTa npo-
BeLleHMSA YPECKOXHbIX KOPOHAPHbIX BMELLATENLCTB U Ha-
3HayveHun bnokaTtopos Ilb/Illa rmMKonpoTenHoOBbIX pe-
LIeNTOPOB Obla AOCTOBEPHO BbILLIE B YHUBEPCUTETCKIX CTa-
UMoHapax 1 B bonbHuuax CLLUA [6].

OcobeHHocTam Tepanun OKC B cTpaHax EBponbl 1 Cpe-
[LI3eMHOMOPCKOro pernoHa bb110 NoCBSALLEHO NPOCMeK-
TMBHOE (hapMaKo3MMOEMMOSOTYeCKoe UcaneoBaHme Euro
Heart Survey ACS (The Euro Heart Survey Acute Coronary
Syndomes) B koHLe 2000 — Havane 2001 rr. B uccnepo-
BaHWW NpUHANK y4actre 103 ctaumoHapa 13 25 ctpaH, B
TOM Y1CNe POCCUICKIE LIeHTPbI 13 MockBbI, HoBOCKMOMPCKa
1 Bonrorpana. bbino nokasaHo, 4to ACK, B-anpeHobno-
kaTtopbl, MAM® 1 HOT npu OKC BIM ST nprMeHsnncs y
88,5%, 76,6%, 55,8% 1 83,9% naLmeHTOB, COOTBET-
CTBEHHO. Tak1M 00pa3oM, UMENUCH CYLLLECTBEHHbIe pa3-
YU MeXIY PeanbHOW KIIMHUYECKOW NPaKTUKOW eye-
HMa OKC 1 coBpeMeHHbIMU peKoMeHOaLMAMM MO ero Te-
panuu, 4To MOXET CNOCODCTBOBATL YBENUYEHMIO CMEPT-
HOCTM GOMbHbIX OT AaHHOW NaTonorumn [4].

Ou4eBMAOHO, YTO yCUIUA, NPEeaNPUHATbIE KAPAMONOrn-
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basin. 103 hospitals from 25 countries including Russian
centres in Moscow, Novosibirsk, Volgograd took part in
this research. It was shown that ASA, pB-blockers, ACE in-
hibitors and UH were administrated accordingly in 88.5%,
76.6%, 55.8% and 83.9% of non-ST-elevation ACS pa-
tients. Thus, there were significant distinctions between
real clinical practice of ACS treatment and contemporary
guidelines for its management, which can contribute to
mortality increase [4].

Efforts undertaken by European cardiologic commu-
nity were evidently successful as the Euro Heart Survey
ACS-1I research data testify [3]. According to these find-
ings, physicians' adherence to clinical guidelines has in-
creased significantly resulting into reduction of inhospi-
tal and 30-days mortality.

According to the Russian acute coronary syndromes
registry [17], situation with ACS treatment in Russia is
more difficult [5,9]. This study was performed in 13 towns
and cities of Russia between November 2000 and July
2001. Frequency of interventions which could improve
non-ST-elevation ACS prognosis turned out to be low. ASA
from early terms of disease was prescribed in 73% (con-
traindications were noted in 6% of patients), thienopy-
ridine derivations were used in single cases. Intravenous
UH with activated partial thromboplastin time control was
performed in 11.8% of patients, LMWH were pre-
scribed to 7.4%, B-blockers —t0 55.6% of patients (with
first intravenous infusion in 2.9%). Lipid lowering
agents were recommended to 15% of patients at their
discharge, at that only in 20% of them lipids level was
checked out. Coronary angiography was carried out in
1.8% of patients only and coronary revascularization —
in0.8% [17].

Thus, contemporary principles of ACS treatment are ap-
plied in Russia in general and in Saratov area in particular
more rarely than in the USA and European countries. Ob-
viously it is connected with objective (lack of financing)
and subjective (scanty physicians' knowledge about con-
temporary principles of ACS treatment or lack of adher-
ence to these principles) reasons alike.

Our study like other with similar design was retro-
spective, ordinary case histories which are known to
have a lot of inaccuracies were used as primary docu-
mentation for analysis [25,27]. In our judgment, neces-
sity of ACS national and regional registries creation is ev-
ident. In accordance to international experience, they must
involve as much hospitals of different types as possible (in
our case — CDH, MH, CH) and include all admitted ACS
patients without exception [28]. It would reflect the real
situation and would help to plan measures intended to per-
fection of medical care for such patients.

Conclusion
Drugs application structure during the first 24 hours of

4yecknm coobuectBoM EBponbI Anst MCMpaBreHns cUTya-
LMK, OKa3anmchb yCneLuHbIMIM, O YeM CBUAETENbCTBYIOT AaH-
Hble nccnegoBaHusa Euro Heart Survey ACS-11 [3]. CornacHo
3TUM OAHHbIM, 3HaYUTENbHO YBENNYMNACh MPUBEPXKEH-
HOCTb Bpaven KIVHNYeCKM pekoMeHaaLMsAM, YTO acCo-
LMMPOBANIOCh C YMeHbLLEHVEM BHYTPUIroCcnTansHom 1 30-
OHEBHOW NTETaNIbHOCTW.

Cutyaums c tepanuert OKC B PO 6onee cnoxHa [5,9],
YTO OTPaXKatoT AaHHble POCCMINCKOro perncrpa oCTpbix KO-
POHApPHbIX CMHAPOMOB [17]. 2T0 UccnefoBaHMe NPOBO-
omnock B 13 ropogax PO c Hosbps 2000 r. no nionb 2001
r. YacTota MCNONb30BaHWS BMeELLATENbCTB, MOTYLLMX
OnaronpuaTHO NOBNNATL Ha Mcxodbl npyv OKC BT ST, oka-
3anack Hnskom. ACK ¢ paHHNX CpokoB 3aboneBaHus Ha-
3Havanca B 73% cnyyaes (Hannymne npoTMBOMNoOKa3aHum
OTMeYEeHO Y 6% BONbHbIX), MPOM3BOAHbIE TMEHOMMPUAMHA
NPUMEHSNNCH B eAMHNYHBIX Criydasx. B\ B nHgy3sna HOT
C KOHTPOJieM aKTUBMPOBAHHOIO YacTUYHOIO TPOMOO-
niacTMHOBOrO BpemMeHn ocylectenganacb y 11,8% na-
LneHToB, HMT Obinn HazHadeHbl 7,4% GornbHbIX, B-aad-
peHobnokatopbl — 55,6% (nepBoe BBeeHMe ObINo BHYT-
pUBEHHbIM Y 2,9%). TnonnnmuaeMmyeckmne npenapaTs
npw BbINcKe ObInv pekoMeHO0BaHb! 15% naumeHToB, npu
3TOM TONbKO Yy 20% 13 HWX ObIN onpeaeneH ypoBeHb M-
nepnunuaemnn. KopoHapHast aHrnmorpadus Obina Bbl-
nofiHeHa Bcero nnib 1,8% naumeHTOB, a peBackynsapu-
3aums muokapga — 0,8% [17].

Takunm obpazomM, B Poccum B Lienom 1 B CapaToBCkom
061acT B HaCTHOCTN COBPEMEHHbIE MPUHLMTMbI NeYeHNs
OKC npumeHsatoTca pexxe, 4em B CLLIA 1 cTpaHax Esponbl.
Mo-BMANMOMY, 3TO CBA3aHO KaK C 0ObEKTUBHbBIMN (He-
JLOCTaTO4HbIN YpOBeHb PUHAHCUPOBAHMS), TaK U C CyOb-
eKTUBHbIMM (He[OCTaTOYHAs OCBELOMIEHHOCTb BpaYen o
COBPEMEHHbIX NpUHLMNax Tepanumu OKC nnbo HegocTa-
TOYHas K HUM NPUBEPXXEHHOCTb) MPUYHAMM.

Halwe nccnenoBaHue, Kak U Apyrne ¢ nodo0HbIM An-
3aMHOM, HOCMIIO PETPOCMEKTNBHbBIN XapaKTep, 1 B HEM B
Ka4ecTBe aHanM3MpyemMown NepBUHHOW OOKYMeHTaLMm
CMOSb30BaNNCh OObIYHbIE UCTOPUM BONE3HN, B KOTOPBIX,
KaK M3BECTHO, MMEEeTCs 3Ha4YMTeNIbHOe KONMYeCTBO He-
To4HoCTen [25, 27]. O4eBMaOHOM, Ha Halll B3rNs, SBNAETCS
HEOOXOAMMOCTb CO3AaHNS Ha PEroHanbHOM W HaLMO-
HanbHOM ypoBHAX perncTpos OKC. C y4eToM MeXayHa-
POLHOIO OMbITa OHW AOMXKHbI MaKC/MaJslbHO MOSHO OXBa-
TbIBaTb CTALMOHAPbI Pa3MYHOro T1na (B Halem ciydae
— LUPB, MB, KB) v Bkto4aTh B cebs Bcex bes nckmo4eHus
naumeHToB, noctynuBLumMx ¢ OKC [28]. DTo oTpakano Obl
peanbHO CyLLECTBYIOLLYIO CUTYaLIMIO, HTO MOMOTTIO Obl nna-
HMPOBAaTb MEPONPUATIA MO COBEPLIEHCTBOBAHUIO Meay -
LIMHCKOW MOMOLLIM TakM OOMbHbBIM.

3aknio4yeHune
CTpyKTypa NpUMeHeH s NeKapCTBEHHbIX CPeACTB B Nep-
Bble CYTKM CTaLMOHAPHOro nevenHms 6onbHbix ¢ OKC Bl ST
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inpatient non-ST-elevation ACS treatment in hospitals of
Saratov and Saratov area is far from optimal. At that, treat-
ment trends are dependent on hospital type: prescriptions
of CH doctors are more in line with contemporary inter-
national and Russian clinical guidelines than MH and CDH
doctors' are.

Improvement of medical care quality for such patients
demands amelioration of drugs provision as well as edu-
cational programs development and upgrading of con-
temporary information availability for physicians. Popu-
larization of contemporary clinical guidelines, Federal
standards and ACS treatment quality control system elab-
oration are necessary. Need of national ACS registry cre-
ation also comes to a head.
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