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Aim. To evaluate cardiovascular diseases (CVD) treatment in patients with type 2 diabetes mellitus (DM 2) in current clinical practice.

Material and methods. A total of 200 patients with DM 2, who consented to take part in the questionnaire, were examined. Questionnaire, clinical and laboratory examina-
tions were conducted.

Results. There was a low frequency of CVD recognized and included into clinical diagnosis — angina, history of myocardial infarction and stroke. In majority of the patients de-
compensated carbohydrate metabolism was observed. This was due to lack of knowledge, inadequate or absent glucose self-monitoring, low frequency of combined glucose-
lowering therapy. Target level of blood pressure (BP) was registered in 16% of hypertensive patients only. Basic reasons of this were: frequently prescribed mono-therapy, irra-
tional combinations, inadequate dosage and frequent omissions of antihypertensive drugs intake and not appropriate BP self-monitoring. Low frequency of statins therapy and
non-targeted cholesterol levels were also revealed in examined patients.

Conclusion. Improvement of diagnostic tactics in patients with DM 2 is necessary as well as therapy correction taking into account these patients co-morbidity.
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JleueHue cepaeyHO-coCyaUCTbIX 3a60NeBaHNI y NALMEHTOB C CaXxapHbIM AVaGeToM 2-ro TUNa B peanbHo KIIMHNYECKOM NpakTuke
.E. CanoxHukosa*, E./. Tapnosckas, E.H. AHydpuresa
Kacbenpa rocnutansHom Tepanmm K1poBckom rocyaapcTBeHHOM MefuLMHCKOM akagemuu, 610027 Kupos, yn. K. Mapkca, 112

Llenb. OueHNTb Tepanmio cepedHo-CocyamncTbix 3abonesannin (CC3) y NaumeHToB ¢ caxapHbiM Avabetom 2-ro vna (C 2) B yCnoBUsIX peasbHOM KNMHAYECKOM NpakTUKM.
Martepuan n meTogpl. [poBeseHo aHKeTMpoBaHme, KinHyeckoe 1 nabopatopHoe obcneposarme 200 6onbHbIx C 2.

Pe3ynbTatbl. OTMe4eHa HeBbICOKas HacToTa BbIABEHHbIX V1 BKIIOYEHHbIX B KMHYeckuii AvarHo3 CC3: creHoKapaym, NOCTUHAaPKTHOrO KapAMockiepo3a, NepeHeceHHOro UH-
cynbTa. Y GOMbLUMHCTBA NaLIEHTOB BbiBNIEHa AeKOMMeHCaLWA YreBoAHOr0 0bMeHa BCnefcTBMe HEAOCTaTOHHOM MHOPMMPOBAHHOCTY, HeafleKBaTHO HacTOTbl CAMOKOHTPOASA
TAVKEMWMN U €70 OTCYTCTBISA, HU3KOM HYacTOTbl KOMOMHMPOBAHHOM CaxapocHixatoLei Tepanuu. Lienesoe aptepransHoe fasnerme (ALl) 3apervcTpuposaHo nuwby 16% na-
LIVIEHTOB C apTepuasbHOw runepToHei. OCHOBHbIE MPUHMHBI 3TOTO - HaCToe VCMOSb30BaHVie MOHOTEPanuK, HepaLWoHasbHbIX KOMBVHALIAY V1 Hea[leKBaTHbIX [LO3MPOBOK Npe-
napaToB; BbICOKas 4acToTa NPOMYCKOB NpVemMa MnoTeH3MBHbIX CPEACTB, HeafekBaTHas YacToTa caMokoHTpons Afl. OTMmedeHa Hi3kas 4acToTa npuemMa CTaTuHOB, OTCYTCTBME

LOCTVKEHS LLeNeBOro YpOoBHs 0BLLero xonectepuHa.

3akntoyeHue. Heobxonumbl yny4ieHne avardoctku CC3 'y naupeHTos ¢ CLL 2 v koppekuys Tepanum ¢ y4eToM noMMopOuaHOCTY.
KntoueBble cnoBa: caxapHbii Anabet 2-ro Tvna, runepToHnyeckas 6one3Hb, rMnoTeH3MBHas Tepanms, CraTuHbl.
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Diabetes mellitus type 2 (DM 2) is an actual interdisciplinary
problem of contemporary health protection. Cardiovascular
complications (CVC) and mortality risks are 2-5 times larger than
population risk [1,2]. The number of DM patients is expected
to reach 380 million, with at least 90% of DN 2 patients, giv-
en the same morbidity rate [3].

Multi-factorial treatment tactics aimed at hyperglycemia, hy-
pertension (HT) and dislipidemy (DL) correction decreases
DM 2 complications as well as those of cardio-vascular diseases
(CVD) [4]. Yet in accordance with both clinical (UKPDS and Steno
I [4]) and epidemiological research [5] target levels of metabolic
parameters are not attained in considerable part of patients.

The aim of the study was to evaluate CVD treatment in DM
2 patients in current clinical practice.

CaxapHbin anabet 2-ro tmna (C 2) 9BNseTCa akTyanbHOM
MeXOUCLUMNIMHAPHOW NpobnemMon COBPeMeHHOro 3ApaBo-
oXpaHeHns. PUcK cepaedHo-CcocyamcTbix ocnoxHeHnn (CCO) n
CMEepPTHOCTM Mpn AaHHOM 3abofeBaHUM MpeBbIllaeT Monyns-
LUMOHHBIN B 2-5 pa3 [1,2]. OXnaoaercs, Y4To Npn COXpaHeHum
NMEIOLLIMXCS TEMMOB pocTa 3aboneBaeMocTv k 2025 r byaeT Ha-
cynTbIBaTLCA 380 MUNNMOHOB 6onbHbIX CI, 1 He MeHee 90%
13 HUX OyayT cocTaBnaTb 0onbHble CL 2 [3]. MHOrodakTopHbIi
NOAXO[, HAaNPaBNEHHbIN Ha KOPPEKLMIO rMnepravkeMumm, ap-
TepuanbHon rmneptoHnn (Al) n aucnnnuoemunu (A1), cHr-
>KAEeT YaCTOTy Pa3BUTLS U MPOrpeccMpoBaHmng ocnoxHeHun CL,
2 1 cepaedHo-cocyamcTbix 3abonesaHnin (CC3) [4]. OmHako, no
JaHHbIM Kak KnuHndeckmnx (UKPDS u Steno Il [4]), Tak v 3nu-
LEMMONOr4ecknx ccnefoBaHni [5], Lenesble ypoBHM MeTa-
DONMYECKMX MNapaMETPOB He AOCTUMAIOTCS Y 3HAYNTENBHOM Ya-
CTV MaLMEHTOB.
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Material and methods

200 DM 2 patients were examined in the "DIALOG" study
(women — 154, men — 46). Ten endocrinologists took part in
the research, each of which examined 20 first patients who agreed
to participate in the study.

The "DIALOG" study (efficacy of medium-high doses of Di-
abeton in patients with diabetes mellitus type 2 in Kirov) con-
ducted during 2007-2008 was initiated by Kirov's SMA Hospital
therapy chair and Kirov's regional endocrinological clinic. The study
included two stages: the first one - direct questioning of DM 2
out-patients (May 2007) and the second one —open research
of Gliclazide SD 3-months treatment efficacy in medium-high
doses (June 2007 - February 2008).

The following was conducted:

1. Questionnaire survey (original "Doctor’s questionnaire” and
"Patient’s questionnaire” were used, which were then analyzed
both individually and by comparison of corresponding pairs of
questionnaires);

2. Anthropometric measurements [growth, body mass,
waist size, calculation of body mass index (BMI)];

3. Blood pressure (BP) at both arms measurement; heart rate
(HR) and pulse at both arms counting.

4. Laboratory parameters definition [glycosilated haemoglobin
concentration (HbA ), glycemia level on an empty stomach and
after meal, lipid spectrum, serum creatinine].

Data in the text and tables is presented as Me [25; 75] for
samples with abnormal distribution, where Me is median, 25 and
75 are percentiles. For estimation of quantitative attributes cor-
relation Spearmen's coefficient of rank correlation was used (rs).
For evaluation of prevalence distinction significance Chi-square
test (%2) with Yates's correction was used. Critical level of sig-
nificance (p) was accepted at 0,05. Statistical treatment was con-
ducted with the help of MS EXCEL, BIOSTAT 4.03 and STATIS-
TICA 6.0 software.

Results and discussion

Clinical description of examined patients is presented in Table
1. DM 2 patients' age ranged from 37 to 81 years. More than
75% of patients were women, which is in line with literary data
about DM 2 patients sex distribution in Russian Federation [5]
and regional diabetes mellitus Register data.

179 (89.5%) patients lived in towns, 131 of them (65.5%)
- in regional center. Most patients had higher (20.5%) or spe-
cialized secondary (49%) education.

Selective epidemiological research conducted in RF demon-
strated that real prevalence rate of the disease is 3,5-4 times larg-
er than the registered one [5]. Overt DM 2 development is pre-
ceded by boundary carbohydrate metabolism impairment, in par-
ticular impairment of glucose tolerance (IGT) [4]. High topical-
ity of tardy DM 2 diagnostics is confirmed in our study by the fact
that IGT preceding DM 2 was registered in 10.5% cases only.

Eighty percent of DM 2 patients die due to CVD. [4]. Ischemic
heart disease diagnostics in DM 2 patients is complicated by high

Llenb nccneposalus — oueHnts Tepanuio CC3 y naumeHTos
¢ C[1 2 B ycnoBusix peanbHoW KINMHNYECKOM NPaKTUKU.

MaTtepuan n meTogbl

B xome vcanegosarus «UANOM» obcnegosaHo 200 na-
UMeHToB (154 xeHwWwmHbl 1 46 My>xunH) ¢ CI 2. B nccneposa-
HUW y4acTBoBanu 10 Bpayen-3HAOKPUHONOIOB, KaXabIv 13 KO-
TopbIx 0b6cnenosan 20 NaumeHToB, NepBbIX 0BPATUBLLIMXCA K HEMY
nocsne oObABEHHOIO Havana NPOrPaMMbl U COrMacBLLMXCS MPK-
HATb B HEW yYacTue.

Nccneposanue « AMANOM («2hdhekTMBHOCTL CpefiHe-Bbl-
cokmx fo3 npenapata [JVAGeToH B Jle4eHnn NaLMeHTOB C ca-
XapHbIM ArabeToM 2-ro Tvna B Fopoge Kupose») npoxoamsno
B 2007-2008 rr. no vHMumaTmMBe Kadeapbl FOCNUTaNbHOW Te-
panuu Kuposckon TMA 1 KnpoBckoro obnactHoro sHaoKpu-
HONOrM4eckoro AucnaHcepa. ViccnegoBaHve BKOYano 2 sta-
na: NepBbI — NPSIMOW OMPOC amMBynaTopHbIX NaumeHToB ¢ C[]
2 (mam 2007 1), BTOpOM — OTKpbITOe UCCeaoBaHme sddek-
TWUBHOCTM CaxapOoCHVXXaloLLer Tepanmm, OCHOBaHHOW Ha cpef-
He-BbICOKMX A03ax rvknasuaa MB, B TedeHne 3 Mec (C ioHs
2007 no despans 2008 r).

[MpoBepeHsb!:

1. AHKeTVpOBaHWMe (MCNoJb30BaHbl OPUTMHASbHbIE KAHKe-
Ta Bpaya» 1 «AHKeTa NauueHTa», aHanmM3npoBaBLLMECS Kak Mo
OTAENbHOCTU, TaK U MpW COMOCTaBNIEHWUM COOTBETCTBYIOLLIMX
nap aHker);

2. AHTpornomeTpuyeckne nm3mMepeHns [onpeneneHve po-
CTa, Maccbl Tena, okpy>xHocTy tanum (OT), pacdeT nHaekca Mac-
cbi Tena (MMT)];

3. V13mepeHue apTepuranbHoro fasneHus (ALl) Ha obenx py-
Kax; MOACHET 4acToThl cepaeyHbix cokpatermin (YCC) n nynb-
ca Ha obeux pyKax;

4. OnpepeneHe NabopaTopHbIX NapamMeTPOoB [KOHLEHTpa-
LS FVMKO3MAMPOBaHHOrO reMornobuHa (HbA ), rivkemus
HaToLLlaK 1 Nocne efbl, MUNUIOHbLINA CNeKTP, KPeaTUHNH CbIBO-
pOTKM].

B TekcTte 1 Tabnumuax gaHHble Ans BbIOOPOK C pacnpenene-
HMeM, OTIYALLMMCSH OT HOPMasbHOO, NPeaCTaBneHbl B BUAE
Me [25; 75], rae Me — meamaHa; 25 n 75 — npoueHTunu. Ana
OLIEHKW CTeneHu B3aVMOCBSA3N KONMMYECTBEHHbIX MPU3HAKOB
NCNOMb30BaH KO3 MULIMEHT paHroBomn koppenaummn CnvpmeHa
(rs). Ins oueHKM 3HAYNMOCTM Pa3NMYMN PaCciPOCTPaHEHHOCTN
Mcnonb3oBanu Metop Xu-kBagpat (x2) ¢ nonpaskown Vetca.
3a KpUTUHECKII YPOBEHb 3HAYMMOCTI (P) NpK NPOBEPKe r1noTes
npuHaT 0,05. CTatncTyeckas 0bpaboTka AaHHbIX MPOBOAMIACh
¢ nomowbto nporpamm MS EXCEL, BIOSTAT4.03 n
STATISTICA 6.0.

Pe3ynbTaTbl M 0OCYyXaeHME

KnuHuyeckas xapaktepucTiika obcnefloBaHHbIX NaumeH-
TOB NpeAcTaBneHa B Tabn. 1. Bospact naumerTos ¢ C[] 2 Bapb-
nposan ot 37 0o 81 ropa. bonee 75% onpoLUeHHbIX COCTaBNANm
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Table 1. Patients' clinical description, Me [25; 75].

Parameter Value
57[52;63.5]
41,5;8.5]
Amount of hypoglycemic agents per one patient 2 [1; 2]

Age, years
DM 2 duration, years

Amount of antihypertensive agents per

one hypertensive patient 2[1;3]

BMI, kg/m? 32[29;35.8]
Waist circumference, cm 104198; 112]
HR, bpm 76 [70; 78]
Systolic BP, mm Hg 140[130; 150]
Diastolic BR. mm Hg 90 [80; 95]
HbA, ¢, % 8.2% [7.2%; 9.35%]
Fasting glycemia level, mmol/I 7.0[5.9;8/3]
Postprandial glycemia, mmol/! 9.4[7.5; 11]
Cholesterol, mmol /I (n=195) 5.44[4.73; 6.4]
Triglycerides, mmol/I (n=75) 1.69[1.25;2.16]
Serum creatinine, mumol /! 81175, 94]

Ta6n|/|u,a 1. KnuHunyeckas XapakTepuctnka naumMeHToB,

Me [25; 75]
Mapametp 3HayeHue
Bo3spacr, rogpl 57[52;63,5]
JnvtensHoctb CJ1 2, rogpl 411,5;8,5]
KonnyecTBo caxapocHvXatoLLyx npenaparos
Ha 1 naLmeHTa 2[1;2]
Konwn4ectBo rnoTeH3yBHbIX NpenapaTos
Ha 1 nauveHta c Al 2(1;3]
UMT, kr/m* 32[29; 35,8]
OT, cm 104 198; 112]
4CC, ya,/MnH 76 [70; 78]
Cucronuyeckoe AL, MM pT. CT. 1401130; 150]
Huactonnyeckoe ALl, MM pT. CT. 90 [80; 95]
KoHueHTpaumsa HbA ., % 8,2% [7,2%; 9,35%]
YpOoBeHb MMVKeMIW HaToLaK, MMOAb/ 1 7,0[5,9;8,3]
YpoBeHb NOCTNPaHANANbHON FVKeMUM,
MMONb/N 9,4[7,5;11]
YpoBeHb 00LLEro XonectepuHa,
Mmonb/n (n=195) 5,44[4,73;6,4]
YpoBeHb TPUIMLEPUAOB, MMONb/N (n=75) 1,6911,25; 2,16]
YpOoBeHb KpeaTuHHa CbIBOPOTKM, MKMOSb/ 1 81175, 94]

frequency of atypical, painless and subclinical forms. Epidemi-
ological studies have confirmed inadequacy and impropriety of
CVD diagnostics in DM 2 patients [5]. Thus, frequency of
angina revelation exceeded the registered level by 50% while
postinfarction cardiosclerosis prevalence in DM 2 patients
turned out to be twice as high as that, indicated in regional Reg-
isters.

We revealed low frequency of diagnosed CVD, especially
postinfarction cardiosclerosis and acute cerebral circulation im-
pairment in medical history. Results received when comparing

KEeHLLVHbI, YTO COOTBETCTBYET NUTEPaTypPHbIM AAHHbIM O pac-
npegpeneHnn naumerHtos ¢ CI1 2 no nony B PO [5] v gaHHbIM
obnacTtHoro Perncrpa caxapHoro amaberta.

B ropoackumx nocenexmax npoxvsanv 179 (89,5%) naun-
eHToB, 13 HMX 131 (65,5%) — B 0bnactHoM LeHTpe. Bonb-
LIMHCTBO MNauneHToB nMenu Bbicluee (20,5%) n cpenHee cre-
umansHoe (49% ) obpasoBaHue.

BbIOOpOYHbIe 3MMAeMMonormieckme NccnefoBaHus, Npo-
BefeHHble Ha TeppuTopun PO, nokasanu, YTo hakTdeckas pac-
NPOCTPaHEHHOCTb 3aboNeBaHNs MPEBbILAET 3aperncTprpo-
BaHHYt0 B 3,5-4 pa3a [5]. Pa3sutuio asHoro C1 2 npeaLuectsytoT
NOrpaHVYHbIE HAPYLUEHWS YTNeBOAHOrO 0OMeHa, B HaCTHOCTU Ha-
pyLUeHWe TonepaHTHOCTK K rntoko3de (HTI) [4]. B HaweMm uc-
CNefoBaHNM BbICOKYIO aKTyanbHOCTb Npobnembl HecBoeBpe-
MeHHoW amarHoctiky C 2 noaTeepxaaeT ToT dhakT, yto HTT,
npeAaLwectsytoulee CL 2, ObINO 3aperncTpUPoOBaHO TOMbKO B
10,5% cnyyaes.

CC3 sBnstoTCsA HEMNOCpeaCcTBEeHHOM NpuyKHom cmepT 80 %
6onbHbIX ¢ C1 2 [4]. [iInarHocTiky nilemMmndecko bonesHu cepa-
ua (MBC) npn CL 2 0ObEKTUBHO 3aTPYAHSIOT BbICOKas YacToTa
aTUMNUYHbIX, ©e300MeBbIX M MaNOCUMMITOMHbBIX (hOpM. Snuae-
MUOSIOrMYecKkye CCneoBaHVA NOATBEPANIIV HEOOCTaTOYHOCTb
1 HecBoeBpeMeHHOCTb AnarHoctnkm CC3y naumeHTos ¢ CA, 2 [5].
Tak, 4YacToTa BbISABIEHNS CTEHOKapAWMW MPeBbICKNa 3aperv-
CTpUpoBaHHylo Ha 50%, a pacnpoCTpaHeHHOCTb MOCTUH-
hapkTHOro KapAmrocknepo3a y 6onbHbIx CL, 2 oka3anack B 2 pasa
OonblLe yKazaHHOW B permoHanbHbIx Permncrpax.

Hamu BbiiBNeHa HM3Kasa 4acToTa AMarHoCTMpoBaHHbIx CC3,
0CODOEHHO NMOCTVHMAPKTHOrO KapAMOCKIepo3a 1 OCTPOro Hapy-
LLIEHWS MO3roBOro kpoBoobpatueHns (OHMK) B aHamHese. Mpu
CpaBHEHWM MOJTy4YeHHbIX Pe3ybTaToB C AaHHbIMM 0bnacTHoro Pe-
MMCTpa caxapHoro AvabeTa nonyYeHbl pesynbTaThl, NPeacTaB-
NeHHble B Tabn. 2.

Mony4eHHble faHHble YKa3blBalOT Ha HEMOJHOE BbIfBNEHe
CC3y JaHHOrO KOHTUHIeHTa naLuneHToB: 33 % OnpoLLeHHbIX Aanu
MOMOXMUTENbHBIA OTBET Ha BOMPOC, OMUCHIBAIOLLMIA TUMNYHBIN
NPUCTYN CTEHOKaPAUW.

3Ha4uTeNbHas pacnpocTpaHeHHocTs Al (n=166; 83%)
cpeny obcneoBaHHbIX MWL, COBNAAAaeT C AaHHbIMK MO APYTUM
pernoHam PO [5]. C[ n Al aBASIOTCA B3aMMOAOMONHAOLLMMM
dakTopamum purcka atepockneposa 1 CC3 [4]. IHTeHCVBHas rn-
noTeH3rBHas Tepanms 605bHbIX CL, MPUBOAMT K CHUXEHWMIO Ya-
ctotel  CCO [6]. Ond OOCTUMXEHUA LeneBoro yposHA All
(<130/80 MM pT.CT.) 00ObINHO TpebyeTcs KOMOMHaLMS Tno-
TeH3MBHbIX Npenapatos [4]. LleneBom ypoBeHb «odurcHoro» AL
(<130/80 MM pT. CT.) 3apUKCMpOBaH HaMu Tofbko y 16% 06-
cnefoBaHHbix ¢ CL0 2 1 AT KonmnyecTBo rMnoTeH3nBHbIX npe-
napaToB, PEKOMEHLOBAHHbIX ANA MOCTOAHHOrO NpremMa, Bapb-
nposaso ot 1 fo 4 (tabn. 3).

bonee 4em B 4eTBepTU Clly4HaeB NaLMeHTbl MOyYanu MOHO-
Tepanuio; hMKCMPOBaHHYIO KOMBOMHALIMIO TMMNOTEH3UBHBIX Npe-
napaToB noflydanu Tofbko 5,5% onpoleHHbix. OWnOKK rm-
MOTEH3MBHOW Tepanuu, B pesybTaTe KOTOPbIX He Dbl AOCTUr-
HYT LleneBon ypoBeHb AJl, npeacTtaBneHbl B Tabn. 4. Obpaluatot
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Table 2. CVD frequency according to data of Kirov's
regional diabetes mellitus Register and the
"DIALOG" research results

Tabnuua 2. Yactota CC3 (%) no gaHHbIM Perucrpa
caxapHoro anabeta no Kuposckor obnactu
1 pesynbTatamMm mccnegoBaHua « JUAJTIOMN»

Disease DM "DIALOG"

Register research p*
Angina pectoris 8,78 17 <0.001
Previous myocardial infarction 3,46 3 >0.05
Stroke in medical history 4,64 3,5 >0.05

* - z-criterion — parts disparity comparison

3abonesaHue Peructp  UccneposaHue

ca «OUAJNIOM»  p*
CTeHokapama HanpsxeHus 8,78 17 <0,001
MocTuHMapKTHbIN Kaparocknepos 3,46 3 >0,05
OHMK B aHamHe3e 4,64 3,5 >0,05

*KpUTEPUI Z — CPaBHEHME PasHULbl Aonet

Table 3. Frequency of pressure-lowering agents prescrip-
tion in patients with DM 2 and HT

Tabnuua 3. YactoTa Ha3Ha4YeHUsS rTMMOTEH3UBHbIX
npenapatos naumeHTam ¢ CA 2 n AT

Pressure-lowering treatment Patients' quota, %

Monotherapy 26
Fixed two-drugs combination 5.5
Free two-drug combination 44
Free three-drug combination 20.5
Free four-drug combination 4

[unoTeH3uBHas Tepanus Lons nauneHToB, %
MoHotepanus 26
®uKcMpoBaHHas KOMOMHALMS 2-X MpenapaTos 55
(CBoboaHas KOMOVHaLMs 2-X NpernapaTos 44
CBobofHas KoMOMHaLs 3-X MpenapaTos 20,5
CBobopiHas komMbUHaLMs 4-x npenapaTos 4

Table 4. Antihypertensive therapy mistakes in patients
with DM 2 and HT

Tabnuua 4. OWNOKKN TMNOTEH3MBHOW Tepanuun cpeam
nauveHToB c C4 2 n AT

Antihypertensive therapy n (%)

1 drug (including low dose) 43(22.4) /23 (13.8)
1 incorrectly choosed drug 6(3.6)
Irrational two-drug combination 31(18.7)
Low-doses free two-drug combination 21(12.7)
Permanent therapy abscence 6(3.6)

I'MnoTteH3unBHaga Tepanus n (%)

1 npenapar (B TOM YMCE B HI3KOM f103€) 43(22,4) /23 (13,8)
1 HepaLYIoHanbHO NofodpaHHbIN npenapar 6(3,6)
HepalMoHansHas KoMOUHaLWs 2-X npenapaTos 31(18,7)
Hu13kom0308as cBOGOAHasA KoMOMHALMs 2-x npenapato 21 (12,7)
OTCyTCTBME MOCTOSHHOM Tepanmm 6(3,6)

our data with regional diabetes mellitus Register data are
shown in Table 2.

Received information confirms incomplete CVD revelation in
these patients: 33% of interrogated patients answered the ques-
tion depicting typical angina attack positively.

Significant prevalence of HT (n=166; 83%) among exam-
ined patients agrees with other RF regions data [5]. DM and HT
are complementary risk factors of atherosclerosis and CVD [4].
Intensive treatment of DM 2 patients with pressure-lowering
agents leads to decrease in cardio-vascular complications [6]. Com-
bination of antihypertensive agents is usually needed to reach
the target BP level (<130/80 mm Hg). [4]. The target level of
"office” BP (<130,/80 mm Hg) was registered in only 16% of pa-
tients with DM 2 and HT. The number of pressure-lowering drugs
prescribed for permanent use varied from 1 to 4 (Table 3).

More than a quarter of all patients received monotherapy;
fixed combination of antihypertensive agents was prescribed to
5.5% only. Mistakes in antihypertensive treatment, which hin-
dered the target BP level achievement, are presented in Table 4.
The reasons of inadequate BP control are as follows: high rate
of irrational and low-dose bicomponent combination (up to
30%), monotherapy (including inadequately low doses) and ab-

Ha cebs BHMMaHMe BbICOKas AONA HepaLMOHaNbHbIX 1 HU3KO-
[l030BbIX CBODOAHbIX [BYXKOMMOHEHTHbIX KOMOMHaUM (o
30%), MoHOTEpanusa (B TOM YniCIe B HEAAeKBaTHO HMU3KMX A0-
3ax), a Takxxe OTCYTCTBUE MOCTOAHHOM Tepanuu (NauneHTbl 13
OTHaneHHbIX HaceneHHbIX MyHKTOB 001acT) Kak MpUHnHbI He-
afekBaTHoro koHTponsa Al PekoMeHO0BaHO BKIOYEHME B CXe-
My Tepanun y naumeHToB ¢ CLl MHMMOUTOpa aHrMOTEH3MHNpe-
Bpaluatolero depmenta (MAM®D) vnm 6nokatopa aHMMoTeH-
31HOBBIX peLienTopos (BPA) B ka4ecTBe rMnoTeH3MBHbIX Npe-
napaToB nepsoro Bbibopa [4]. B Halwem nccnegosaHmnmn NAMN®
nocTosiHHo nonyyanu 119 (59,5%) naumentos, BPA — 2 (1%)
nauyeHTa.

HeobxoamMMOoCTb perynspHom Tepanmm naumeHToB ¢ Al He Bbl-
3bIBaET COMHeHUM. [laHHble O peXrMax rMnoTeH3nBHOW Tepa-
MWK, BbISIBIEHHbIE NPW CONOCTaBAEHNM aHKET Bpada M NaLmeH-
Ta, NpeCcTaBeHsl B Tadn. 5.

MNaumeHTbl coobLLanM 0 3Ha41MMo Hosee HM3KOKM YacToTe pe-
rynsipHoro npuema npenapatoB (3a cyet Gonee 4acToro mc-
NoMb30BaHWs KyPCOBOW CXeMbI), YeM Bpayn. OTCyTCTBME pery-
nspHon Tepanumn Al cyLiecTBeHHO NoBbiIlaeT puck passutms CCO.

TakvM 0bpa3oM, OLHOM M3 MPUHMH BbISIBIEHHbBIX MOrpeLu-
HOCTeW B TaKT1Ke MMMNOTEH3UBHOW Tepanuu y naumeHTos ¢ CJ 2
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Table 5. Antihypertensive therapy adherence
in patients with DM 2 and HT: patients' and
doctors' opinion (%)

Tabnuvua 5. MpuBEPXXEHHOCTb NTMMNOTEH3UBHOW Tepanum
nauneHToB ¢ C[1 2 n Al': MHeHMe NaUMNeHTOB
v Bpayven (%)

Disease DM "DIALOG"

Register research p*
Angina pectoris 8,78 17 <0.001
Previous myocardial infarction 3,46 3 >0.05
Stroke in medical history 4,64 3,5 >0.05

* - z-criterion — parts disparity comparison

3abonesaHue Peructp  WccneposaHue

ca «AUANIOM»  px
CTeHokapama HanpsXeHus 8,78 17 <0,001
MocTuHDapKTHbIN Kaparocknepos 3,46 3 >0,05
OHMK B aHamHe3e 4,64 3,5 >0,05

*¥KpUTEPWIA Z — CPaBHEHWE Pa3HiLibl AoTeN

sence of permanent treatment (patients from distant settlements
of the region). Inclusion of ACE inhibitors or angiotensin receptor
antagonists (ARA) as first-choice pressure-lowering agents in DM
2 patients treatment is strongly recommended [4]. In our study
119 (59.5%) patients permanently received ACE inhibitors and
2 (1%) patients — ARA.

There is no doubt that permanent treatment is necessary for
patients with arterial hypertension. Data, concerning antihy-
pertensive therapy modes, which was obtained when compar-
ing doctors' and patients' questionnaires, is displayed in Table 5.

Patients reported about significantly less frequent cases of
regular drugs treatment (because of more frequent course
treatment) than physicians did. Absence of permanent HT
therapy significantly increases CVD development risk.

Thus, underestimation of cardiovascular risk due to inade-
quate IHD diagnostics is possibly one of the reasons of pressure-
lowering therapy faults in DM 2 patients.

Most patients (n=159; 79.5%) reported that they possess
devices for blood pressure measurement. Less than half of them
(n=43; 26%) check BP twice a day or more often, 36 (22%)
patients — once a day. Some patients check BP 1-3 times a month
or more seldom (n=12; 7%), while 23 (14%) patients — only
when feeling sick. There were more DM 2 patients who regu-
larly controlled their BP than those who regularly controlled
glycemia (p<0.001). Besides, 95 atients (57% patients with AH)
at times failed to take drugs and 25 patients didn't answer the
question. The most frequent reasons of not taking drugs were
"oblivion" (32%), "“fear of addiction to drugs” (16%) and "ne-
cessity of frequent drugs intake" (12%).

Diet, changes in lifestyle and lipid-lowering medicines are used
for dislipidemia correction in DM patients [4]. Due to high risk
of cardio-vascular complications and death in DM 2 patients,
statins should be prescribed as means of primary and second-
ary prevention [4]. Questioning revealed that only 47 (23.5%)
patients received statins, so the target level of lipid spectrum was
not achieved (see Table 1). The main reasons of statins thera-
py absence (according to opinion of patients who didn't receive
it) were high cost of drugs (49; 32%) and lack of information
about such treatment necessity (36; 23.5%). Only 32 (16%)
patients received drugs with acetylsalicylic acid, which should
be prescribed to DM patients with angiopathy.

HbA ¢ level in examined patients ranged from 5.9% to 14.8%;

TWMNa MOXeT OblITb HeoOLEHKa CepaeYHO-COCYAMUCTOro prcka
BCNeACTBME HepocTaTouHoM anarHoctmkn NBC.

BonblumHcTBo nauyeHtos (n=159; 79,5%) otmMeTunn Ha-
nnyme cobCTBeHHbIX NPUBOPOB ans n3mepeHns ALl. MeHee no-
NOBUHBI 13 HUX (N=43; 26%) namepsior Al > 2 pa3 B AeHb, 36
(22%) naumvenTtoB — 1 pas B AeHb. HekoTopble NMaumeHTbl 13-
mepsioT ALl 1-3 pasa B Mecstu u pexe (n=12;7%),a 23 (14%)
— TONBLKO MpU yXyALleH1 camodyscTaua. MaupeHTos ¢ CL 2, npo-
BOLSALLMX perynspHbli CaMoKoHTponb ALl, okazanochk bonblue,
4eM MPOBOAALUNX PEryNSapPHbIN CAMOKOHTPOMb FNKEMUN
(p<0,001). Mommmo 3T1oro, 95 naumeHTos (57 % nuw, c AT) oT-
METUNM NPOMYCKN NPU NpremMe rmnoTeH3NBHbIX NpenapaTtos, a
elle 25 nauMeHTOB He OTBETUNN Ha Bomnpoc. Hanbornee YacTbi-
MW MPUYMHAMK NPOMYCKOB ObINM «3abbIBYMBOCTEY (32%),
«B0sA3Hb PaA3BUTNSA NPUBbLIKaHWA K nekapctBam» (16%) 1 «He-
06X0AMMOCTb 4acToro npuema nekapcte» (12%).

[na koppekunn O npy CL1 ncnonb3yiotcs ameta, Moau-
durkaums obpasa XU3HW U TUNOAUNMAEMUYECKMe NeKapcT-
BeHHble npenapatbl [4]. YumnTbiBas Bbicokmnin pyck CCO 1 cmepT-
HocT npw CL1 2, Ha3HaveHWe CTaTMHOB OOOCHOBAHHO B Kade-
CTBE CPefCTBa NEPBUHHOM 1 BTOPUYHOM NPODUAAKTMKI OCIOX-
HeHnn [4]. Mpy NpoBedeHN aHKETUPOBAHMS BbISBIIEHO, YTO CTa-
TWHbI NonyYanv 47 (23,5%) naumeHToB; 3aKOHOMEPHO, YTO Lie-
NeBOW ypoBeHb MoKasaTenen NMNUAHOro cnekTpa He Obin go-
cTUrHyT (cM. Tabn. 1). OCHOBHbIMW NPUYMHAMM OTCYTCTBUS Te-
panum CTaTMHaMK, MO MHEHMIO He MOyYaloLwX ee NaLeHTOB,
OKa3anucb Bbicokas CTOMMOCTb npenapatos (49; 32%) v oT-
CyTCTBME MHDOPMALLMN O HEODXOAMMOCTU AaHHOW Tepanin (36;
23,5%). MNpenapaTtbl aLeTUNCaNULIOBON KMCIOTbI, MOKa3aH-
Hble NaumeHTam ¢ CI Npy HaNUYUy aHronaTui, nonyyanu Bce-
ro 32 (16%) naumneHToB.

YpoBeHb HbA ¢ y 06cnefoBaHHbIx BapblpoBan o1 5,9% fo
14,8%; Me 8,2% [7,2%; 9,35%]. Llenesow ypoBeHb HbA ¢
(<6,5%) BbiseneH y 22 (11%) NauUMeHTOB, KOHLIEHTPALLMSA M-
KoremornobuvHa 6,6-7,5%, cBuoeTenbcTBytollas O CybKoM-
neHcauum yrnesogHoro oomena, —y 42 (21%) naumentos. Y
26 (13%) obcnepoBaHHbIX KOHUEHTpaums HbA ;- npeBbliluana
10%, 4TO yKa3bIBaeT Ha BbIPa>KEHHYIO AEKOMMEHCALMIO yrre-
BoAHOro obmeHa B npefLlecTsyolime 3 Mec. neta Obina pe-
KomMeHgoBaHa 3 (1,5%) nauneHTam. OanH CaxapOCHUKAIOLLMIA
npenapat (MoHoTepanuio) npuHumani 82 (41%) naumnexTa,
DUIKCMPOBaHHYI0 KOMOMHALMIO Takux npenapatos — 19 (9,5%),
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Me 8.2% [7.2%; 9.35%]. HbA; target level (<6.5%) was de-
tected in 22 (11%) patients, concentration 6.6-7.5% which tes-
tified to subcompensated diabetes, - in 42 (21%) patients. HbA ¢
level exceeded 10% in 26 (13%) patients, which indicated se-
vere decompensation of carbohydrate metabolism during previ-
ous 3 months. Diet was recommended to 3 (1.5%) patients. 82
(41%) patients received one glucose-lowering drug (monother-
apy); 19 (9.5%) patients received fixed combination of such drugs
and 96 (48%) — free combination. 55 (27.5%) patients were
treated with insulin. 98 (49%) patients had means to control
glycemia by themselves, , 88 had glucometers. 96 (48%) pa-
tients examined glucose level on their own, but only minority of
those, been questioned demonstrated adequate frequency of
glycemia self-monitoring: 22 (11.5%) patients — several times
aday, 42 (21%) — from 1 time a day to 1 time a week. Accord-
ing to patients the main reasons of glycemia self-monitoring ab-
sence were "high cost" (68.2%) and "impossibility to discuss re-
sults with physician " (10.2%). Significant correlations of HbA
level with patients' awareness (p<0.001), adequate frequency
of glycemia self-monitoring (p=0.022), combined hypoglycemic
therapy (p=0.007) and treatment with insulin (p=0.011) were
revealed which is in line with literary data [6].

Conclusion

Poor diagnostics of diseases caused by coronary and cere-
bral atherosclerosis can be explained by insufficient revelation
of cardio-vascular complications in DM 2 patients. Low effica-
cy of pressure-lowering therapy was due to frequent use of
monotherapy, inadequate doses and irrational drugs combina-
tions as well as frequent non-taking of medicines and inadequate
BP self-monitoring. Carbohydrate metabolism was decompen-
sated in majority of patients. It was caused by absence of ade-
quate glycemia self-monitoring, lack of patients' awareness and
inadequate tactics of hypoglycemic therapy.

Thus, insufficient CVD diagnostics in DM 2 patients leads to
underestimation of cardiovascular risk and inadequate treatment.
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cBobOAHYO KOMBUHaUMIO — 96 (48%). MIHCynMHOTepanuio no-
nydqanu 55 (27,5%) onpotlueHHbix. Y 98 (49% ) naLmeHToB nmMe-
NNCb CPeACTBa CAMOKOHTPONA MNKEMUM, y 88 — rIOKOMETPbI.
CamMocTodATeNIbHO Mccnenosanu rnvkemmio 96 (48%) obcne-
[LOBaHHbIX, HO aleKBaTHas 4acToTa CAMOKOHTPONSA MMKEMUM OT-
MeyeHa y MeHblLLen 4acTy onpoleHHbix: y 22 (11,5%) naum-
€HTOB — HECKOJIbKO pa3 B AieHb, Y 42 (21%) — oT 1 pa3a B AeHb
0o 1 pa3sa B Hefento. 1o MHEHMIO NaLMEHTOB, CaMbIMK YaCTbl-
MW MPUYUHAMUW OTCYTCTBUS CaMOKOHTPONS FNKeMUU Obinu
«BbICOKAN CTOMMOCTbY (68,2% ) 1 «HEBO3MOXHOCTb 0DCYANTD
pe3ynbTatbl ¢ Bpadom» (10,2%). OGHapyKeHbl JOCTOBEPHbIE
B3arMOocBA3M ypoBHA HDA | - C MHPOPMMPOBAHHOCTBIO NaLIMEHTOB
(p<0,001), afekBaTHOM 4acTOTON CaMOKOHTPOMS FNKEMUU
(p=0,022), KOMOVHMPOBaHHOW CaxapOCHWKAIOLLEN Tepannen
(p=0,007) n uHcynuHotepanue (p=0,011), 4To cooTeeTCTBYET
UTepaTypHbIM OAHHbIM [6].

3aknoyeHune

HenocTaTto4Hoe BbisiBneHne CC3 y naumeHTos ¢ Cf1 2 00Ob-
ACHAET HEBbICOKYIO HYaCTOTY OMArHOCTUPOBAHHbIX HO30M0rYe-
CKVX PopM, 0DYCNOBNIEHHBIX KOPOHAPHbIM U LiepebpasnbHbIM ate-
pocknepo3oM. Hrzkas 3eKTUBHOCTb MANOTEH3UBHOW Tepanim
Habntoganack BCeACTBIE HAacTOro Ha3HayYeHs MOHOTepanumm,
HeaOeKBaTHbIX JO31POBOK 1 HEePALMOHAMbHbIX KOMOMHALUMI Npe-
napaToB, BbICOKOW YaCTOTbl MPOMYCKOB MNPV NpremMe rmnoTeH-
3MBHbIX CPEACTB, Hea4eKBaTHOW 4aCToTbl cCaMoKoHTpona AL Yr-
neBOAHbI OOMEH Oblfl IEKOMMNEHCMPOBaH Y OONbLIMHCTBA Na-
LMEHTOB; NPUYMHaMM 3TOro OblNi OTCYTCTBUE aieKBATHOMO Ca-
MOKOHTPONS FNKEMUU, HeQOCTaTOYHAA UHPOPMUPOBAHHOCTb
NauMeHToB 1 HeafekBaTHas TakThKa CaXxapoCHMXatoLllen
Tepanuu.

Taknm obpasoM, HefocTaToqHas amnarHoctnka CC3y na-
umeHToB ¢ CL1 2 npMBOANT K HeLOOLLeHKe KapAMoBacKynsap-
HOro pYCka M HEJOCTAaTOYHO aKTUBHOW Tepanuu.
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