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Aim. To evaluate the real practice of thrombolytic therapy of patients with ST-elevation myocardial infarction (STEMI) at cardiological departments of Saratov and Saratov region
hospitals.

Material and methods. Retrospective pharmacoepidemiologic study was carried out. Case histories of STEMI patients discharged from cardiologic departments of several cent-
ral district hospitals (CDH) of Saratov region, cardiologic department of one of Saratov general municipal hospitals (MH) and urgent cardiology department of Saratov clinical hos-
pital (CH) in 2006 were analyzed.

Results. In CH all patients received thrombolytic therapy given they did not have contraindications and were admitted to the hospital timely. Few patients received thrombolytic
therapy in MH and CDH in 2006.

Conclusion. Correlation between hospital type and quality of STEMI management has been revealed.
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(bapmakoanuaeMmonornyeckuii aHanus penepdysMoHHoN Tepanuy NHbapKTa MMoKapAaa ¢ NoAbLEMOM cermeHTa ST B CTaLMoHapax pasnnyHoro Tmna
CapatoBckou obnactu

0.B. Pewwetbko*, H.B. ®ypmaH, P.M. Margees, f1.M1. [loraneBckui

CapaToBCKMI Hay4HO-MCCNEeAoBaTeNbCKUIN MHCTUTYT Kapanonorin MefiepaibHOro areHTCTBa No BbICOKOTEXHONOMMYHOW MeLULIMHCKOW MOMOLLN.

410028, Capatos, yn. YepHbiwesckoro, 141

I'Y BMO «CapaToBCKMI roCyAapCTBEHHBIV MEANUMHCKIIA YHUBEPCUTET UM. B.W. PasymoBckoro». 410012, Capatos, yn. b. Kasaubs, 112

Lienb. AHanu3 TpoMOOUTHYECKOM Tepanimi MHMbapKTa M1Mokapaa ¢ nogbeMoM cermenTa ST (VIMIST) Ha SKI B kapamonoruieckmx oTaeneHnsx craumoHapos Capatosa u Ca-
paToOBCKOM 06MACTL.

Martepuan n MeToppl. [1poBeeHO PETPOCMEKTUBHOE hapMako3NMAEMMONONHeCKoe NCCTIEA0BaHIE, B XOfe KOTOPOTO aHanm3vpoBanv UcTopuv bonesHei naumneHtos ¢ IMMST,
BbINMCaHHbIX B 2006 I. U3 KAPAMONOMMHYECKMX OTAENEHUI HECKOMBKIMX LIEHTPASTbHBIX PartoHHbIX 60s1bHUL (LIPE) CapatoBckor 06nacTy, Kapanonorm4eckoro OTAeNEHUs OHOM
113 MHOTOMPOMUIBHBIX MyHULMNanbHbIX 6onbHML (MB) r. CapaToBa v OTAENEHWs HEOTIOXKHOM KapAMonorin KnuHndeckorn 6onbHuuel (KB) r. CapaTtosa.

Pe3ynbTartbl. B Kb TpoMbonuTiyeckas Tepanuis Obina npoBeseHa BCeM NaLMeHTaM, He MEIOLLVIM NPOTMBOMOKa3aHUI 1 MOCTyNMBLUMM B HRODXOAMMbIe CPOKM OT MOMEHTa pa3-

BUTIA BoneBoro npuctyna. B Mb v LIPB B 2006 r. TpoMbonuTiyeckas Tepaniis NpOBOAMIACk EANHUYHBIM MaLMEHTaM.
3akntoyeHue. BbisiBNieHa 3aBUCUMOCTb Mexay 0cobeHHocTaMY Tepanim UMIMST 1 TvnoM cTaumoHapa.
KntoueBble cnoBa: MH(apKT MUOKapaa C nogbeMom cermeHTa ST, penepdy3noHHas Tepanus, Gapmako3naemMmonorus.

POK 2009;(6):7-12

*ABTOp, OTBETCTBEHHBIN 3a Nepenucky (Corresponding author): reshetko@yandex.ru

Reperfusion therapy is the most important part of
ST-elevation myocardial infarction (STEMI) treatment
strategy. Percutaneous coronary interventions (PCl) have
recently started re-placing thrombolytic therapy (TT) as the
main method of reperfusion, especially in the West. Nev-
ertheless, TT is the most available treatment, which must
be used (given no contraindica-tions) when invasive in-
terventions are unavailable [1-5].

Most data about PCl or TT efficacy were obtained in
large-scale controlled randomized trials involving careful-
ly selected patients who are essentially differed from pa-
tients in real prac-tice. In particular, mortality among pa-
tients included into randomized clinical trials (RCT) and reg-
istries [6,7] is lower than among those, not included. That
makes it necessary to estimate safety /efficacy of any in-
tervention done in real clinical practice [8,9] where 23-33%

Penepdy3noHHas Tepanus — Haubonee BaxHas Co-
CTaBnfloLWasa crpaternn nevyeHns MH@apkKTa mMuokapaa
(M) ¢ nogbemom cermerTa ST (MMIST). TpoMbonnTL-
yeckas Tepanus (TJTT), yCTynatoLuas B nocneaHme rodpl (oco-
HeHHO Ha 3anafe) No3nLMM OCHOBHOMO MeTofa penepady-
3M YPECKOXKHbBIM KOPOHapHbIM BMeLLaTenbcteam (YKB),
0CTaeTCs Hambonee AOCTYMNHbIM CNOCODOM NeveHns, 0bs-
3aTeflbHbIM MPW OTCYTCTBMM MPOTUBOMOKA3aHWUIA UK He-
LOCTYMHOCTN MHBa3MBHbIX BMeluaTenbcts [1-5]. bosb-
LUIMHCTBO AaHHbIX 00 3dhheKTMBHOCTM penepdy3nm ¢ no-
motubto YKB vnm TJ1T nony4eHo B KPYMHbIX KOHTpoMpye-
MbIX PaHAOMU3UPOBAHHbIX UccnefoBaHmnax (PKI), KoH-
TUHIEHT B KOTOPbIX OTNINMYAETCS OT CyLLeCTBYIOLLEN B pe-
anbHOW MpakTuKe MonynsuMM naumeHToB. B YacTtHocTw,
CMePTHOCTb Cpeau «HeoTobpaHHbIX» BonbHbLIX VIM Bbille,
4eM Mo faHHbIM PKW v perncrpos [6,7]. D70 genaet He-
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of patients do not receive reperfusion [5,10].

According to STEMI Registry, which has been recorded
not for long, TT (streptokinase in 97 % of cases) was used
in 12,9% of patients while angioplasty - in 1,2% of pa-
tients [11]. When discussing HERO- 2 study (under the terms
of which all participants were to receive TT) at American
Cardiologic Association meeting in 2001 it turned out that
in Russian centers only 14% of patients not included into
study received TT, while in USA clinics — 96% [12].

Besides, there are some considerable distinctions in Ml
treatment depending on hospital type [13,14].

Due to absence of acute coronary syndrome national
Registry in Russia, information about Ml treatment in real
practice should be accumulated. Regional distinctions in Ml
treatment can lead to different outcomes of disease
[12,13,15-19].

The aim of the work was to evaluate the real practice
of TT of STEMI at cardiological departments of Saratov and
Saratov region hospitals

Material and methods

Case histories of STEMI patients discharged from car-
diologic departments of several central district hospitals
(CDH) of Saratov region, cardiologic department of one Sara-
tov general municipal hospital (MH) and urgent cardiol-
ogy department of Saratov clinical hospital (CH) in 2006
(the last year before national recommendations for STEMI
treatment were accepted) were analysed. Selection of case
histories was based on random choice. Only case histories
containing description of typical clinical and ECG evi-
dences of STEMI were analyzed [1-5].

424 cases of STEMI treatment in 2006 in Saratov hos-
pitals (CH — 49,1% and MH - 50,9%), and 86 cases in
CDH of Saratov region were analyzed.

Data were processed by computer program based on
Microsoft Access. Microsoft Excel and Statistica 6 (Statsoft)
were also used. Descriptive statistics was applied for
quantitative at-tributes. Average simple, standard devia-
tion, standard error of the average simple, minimum and
maximum, median and mode were calculated. Classical %*
Pearson's test was applied for qualita-tive binominal at-
tributes comparison. Student's t-test was used to compare
quantitative attributes. Distinction was considered statis-
tically significant at p<0,05.

Results and discussion

More than a half of the STEMI patients were men: 62,3%
in CH, 68,5% in MH, and 61,5% in CDH (Table 1). Dif-
ferences in proportion between men and women and in pa-
tients’ age in examined hospitals were not significant.

Patients had different forms of ischemic heart disease
(IHD) (angina pectoris, previous myocardial infarction (MI))
and arterial hypertension (HT). A lot of patients were smok-
ers, had diabetes mellitus (DM), peripheral atherosclero-

006X0[1MbIM NMPOBEAEHME NCCIIEA0BAHNI, OLEHVBAIOLLIMX
6e30MacHOCTb /3P hEKTUBHOCTL Pa3NINYHbBIX BMELLATENbCTB
B YCIOBUAX peanbHO CIIOXMBLLENCS KIIMHNYECKOW NPaKTy-
K1 [8,9]. B nocnenHem cnyvae penepdy3ns He NpoBOAMUT-
cA nprMepHo y 23-33% naumeHtos [5,10].

B Halewn cTpaHe nMeeTcs OTHOCUTENbHO HeOOMbLION
onbIT BegeHusa pernctpa WMIIST, cornacHo Kotopomy
TNT (B 97% cny4aes — CTPENTOKMHA3a) NPOBOAMNACk Y
12,9% nauuneHToB, aHrnonnactika —y 1,2% [11]. Mpw
obCyXaeHNM Ha 3acefaHn AMepPUKAHCKOM Kapamono-
rmyeckom accoumaumm 8 2001 r nccnegosaHuns HERO-2
(Mo yCNOBMAM KOTOPOTO BCE Y4aCTHUKKU MUCCNeaoBaHNs
LOMKHbI ObiN Nony4aTth T/IT) 0ka3anoch, YTo B pOCCUM-
CKMX LeHTpax b 14% naumeHToB, He BOLLeALLNX B UC-
cnefoBaHue, nonyyunu TIT, Torga Kak B knnHukax CLUA
—96% [12]. Kpome 3TOro, UMeloTCs CyLLeCTBeHHbIe pa3-
NNYKS B TaKTUKeE nedeHns 0onbHbix MM, cBfi3aHHble C TU-
nom ctaumoHapal13,14].

Mo3TOMy B YCNIOBUSAX OTCYTCTBMS B PO HaLMOHaNbHOro
pervcTpa ocTporo KopoHapHoro cnHapoma (OKC) Tpeby-
eTCs HaKoMNeHVe CBeAEeHN 06 0COBEHHOCTAX OKa3aHWs Mo-
MOLLW NaumeHTam ¢ IM B peanbHOWM NpakTuke. V3BecTHO,
4TO pervoHasbHble PasnyMs B TaKTVKe neyveHns 00NbHbIX
M mMoryT accoummpoBaThbca C pasnnymUaMM UCXOL0B 3a-
bonesaHua [12,13,15-19].

Llenblo paboTbl ObIf aHanM3 COXMBLLENCS NpakTUkm TIT
npu UMTIST B kKapAmonornyeckyix otaeNeHmsax cralmoHa-
pos CapaToBa 1 CapaToBCKOWM 00nacTu.

MaTtepuan n metogbl

MpoBefeHO peTpocnekTMBHOE (hapMaKo3NMaeMUO-
nornyeckoe nccnefoBaHve, B Xxoe KOTOPoro aHanmsn-
poBanucb nctopum bonesHen naumeHToB ¢ IMIIST, BbI-
nucaHHbix B 2006 r. (nocnegHuii rog nepes npuHATUEM
BHOK HauuMoHanbHbIX pekoMeHaaun no neyvyeHuto
VIMTIST) 13 KapanOonormiyeckmnx oTAeNeHNn HeCKOMbKIMX
LLeHTPanbHbIX panoHHbIX 6onbHuL, (LIPB) CapaToBckown
00nacTv, KapAnoNorM4eckoro OTAeNeHNs OLHON U3 MHO-
ronpoduibHbIX MyHULMNANbHLIX 6onbHUL (MB) 1. Ca-
paToBa W OTAENEHNS HEOTNOXHOW KapaAMONOrnm KNMHM-
yeckon 6onbHULbl (KB) . CapaTtoBa. Beibop nctopuin 6o-
Ne3HN OCyLLEeCTBNANCA Cly4alHbIM METOAOM. AHaNN3n-
POBANMCh TONbKO Te UCTopuK BonesHu, B KOTOpPbIX Obina
4eTKO OMMcaHa TMnunyHas knuHudeckas n IKI kapTuHa,
xapakrepHas ang MMMST [1-5].

MpoaHanunsnpoBaHo 424 cnydas nevenns WMIIST 3a
2006 r.nor. CapatoBy (B Kb —49,1%,8MB —50,9%)
n 86 cnyy4aes — B LIPb CapatoBckon obnactu. Mony-
YeHHble AaHHble 0O6pabaTbiBanMCb C MOMOLLbID KOM-
MbIOTEPHOW MpOrpaMMbl, pa3paboTaHHOM Ha OCHOBe
ynpasneHus gaHHbiMn Microsoft Access, a Takxe ¢ uc-
nonb3oBaHnemM nporpamm Microsoft Excel u Statistica 6
(Statsoft). na KonM4ecTBeHHbIX NMPU3HAKOB NPUMEHS -
nacb onucaTenbHaa CTaTUCTMKa. Belncnanuce cpenHee
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sis and history of stroke. Very few patients in CH was ex-
perienced with PCl prior to hospitalization. There were no
indications about previous PClin MH and CDH patients. Few
CH and MH patients had positive exercise tests and increased
lipid level (according to case histories). These changes were
detected significantly more often in CH than these in MH.
This may be due to lack of technical equipment or due to
incorrect medi-cal history analysis. Frequency of chronic heart

Table 1. Demography and medical history characteristics of
STEMI patients in in-vestigated hospitals

Index CH MH CRH
(n=208) (n=216) (n=86)

Men, % 62,3 68,5 61,5
Average age, years (M£m)

Men 60,1£11,2 64,2+12,5 63,1£10,5

Women 70,710,171 68,1+£8,7 68,0£9,6
IHD: previous MI, % 23,1 29,6 26,6
IHD: angina pectoris, % 60,0 57.4 58
HT, % 75,0 83,3 78,1
CHF, % 8,7 13 3,1
Revascularization, % 0,96 0 0
Smoking, % 25,0 29,6 32,6
DM, % 13,3 15,5 10,5
Positive exercise test, % 13,5 6 0
Previous stroke, % 1,7 1.1 10,5
Peripheral atherosclerosis, % 16,8 9,3 9,2
Hyperlipidemia, % 14,9'2 3,2 0

"' p<0,05 at comparison of the CH and the MH indices; * p<0,05 at comparison of
the CH and CRH indices; * p<0,05 at comparison of CRH and the MH indices

Tabnuua 1. Jemorpadunyeckme n aHaMHeCcTUYECKME NMoKa-
3atenu 6onbHbIXx ¢ UMMST B nccnegoBaHHbIX

cTaumoHapax
Mokasatenb KB Mb LIPB
(n=208) (n=216) (n=86)

Myx4uHbl, % 62,3 68,5 61,5
CpenHuin Bozpacr, net (M+m)

My>X4mHbl 60,1+11,2 64,2£12,5 63,1+£10,5

JKeHLLWHbI 70,7£10,1 68,1+8,7 68,0+9,6
NBC: neperecerHsIn UM, % 23,1 29,6 26,6
NBC: creHokapams, % 60,0 57.4 58
AT, % 75,0 83,3 78,1
CH, % 8,7 13° 3,1
PeBackynapusaums, % 0,96 0 0
Kypetve, % 25,0 29,6 32,6
A, % 13,3 15,5 10,5
MonoXwTenbHbIN Harpy304HbI TecT, % 13,57 6 0
MepeHeceHHbIN MHCYNbT, % 7,7 1M1 10,5
Mepudepuyecknit atepocknepos, % 16,8 9,3 9,2
funepavnuaemus, % 14,9'2 3,2 0

"' p<0,05 npu cpasHeHun nokasateneit Kb 1 Mb; ? p<0,05 npu cpaBHeHUM nokasa-
Tenen Kb u LPB; * p<0,05 npu cpasHeHwn nokasatenei LIP6 n Mb

apudmMeTnyeckoe; CTaHAAPTHOE OTKNOHEeHMUe; CTaH-
LapTHas owunbKa CpelHero 3Ha4eHNs; MUHYManbHoe U
MaKCMMarnbHOe 3HaYeHUs ; MemaHa; Moaa. Ansa cpaBHe-
HUS KaYeCTBEHHbIX BUHAPHbIX NPU3HAKOB NPUMEHSNCS
KNaccnyecknin Kkputepuii x2 no MupcoHy. 11 cpaBHeHNs
KONMYeCTBEHHbIX MPWU3HAKOB MCMNONb30BaNu t-kpute-
pun CTblofeHTa. Pasnnumsa cyMTanmcb CTaTUCTUHECKM
3Ha4YMMbIMKM Npu p<0,05.

Pe3ynbTaTbl U 0bcyxaeHune

bonee nonoBuHbl naumeHtos ¢ MMIIST coctaBunm
My>4nHbl (62,3% B KB, 68,5% B MB, 61,5% B LIPB)
(Tabn. 1). B MccnefoBaHHbIX CTaLlMOHapax pasHuLa B CO-
OTHOLLIEHWW MY>XHMHbI />KEHLLMHbBI V1 B BO3paCTe NaLMeHTOB
Oblna cTaTMcTnyeckn HeHavymmMom. OCHOBHas Macca na-
LMEHTOB VMeNa B aHaMHe3e yKa3aHWs Ha pasnnyHble
dopmbl IBC (cTeHoKapamio, nepeHeceHHbIn M) 1 apTe-
puanbHyo runepToHmio (AlN). KypeHue Takxe 0TMedeHo y
3HAYMTENBHOM 4acTW MauMeHToB. MHorme naumeHTbl B
aHaMHe3e VMenn yKaslaHus Ha caxapHbi avabet (CL), ne-
pUdepnyeckm aTepocknepos, NepeHeceHHbI NHCYIbT.
Onepaumu No peBackynapvsaLm MMokapaa 4o nocTyn-
NeHVs B CTallMoHap Obinv NpoBefeHbl eANHUYHBIM 00fb-
HbIM, nocTynuawmM B KB. B MB 11 LIPE He Gbino ykasaHui
Ha OMepaLmm Mo peBackynapm3aLmm MMoKapaa B aHamHese
nauMeHToB. MoNoXMTENbHbIE AaHHbIE HArPY304HbIX NP0,
MOBbILIEHHbIV YPOBEHb NMMMAOB B KPOBK (MO AaHHBIM MUC-
TOPUIA BONE3HN) BbISBNEHbI Y eAMHUYHBIX 00MbHbIX B Kb 1
MB. HacToTa BbifBNeHNs yka3aHHbIx casunros B Kb ctatu-
CTUYeCKM 3Ha4YMMO npeBbillana Takosylo B Mb. Bepo-
STHO, 3TO CBA3aHO C HEeLOCTaTOYHOW TEXHNYECKOM OCHa-
LLEHHOCTbIO NEYEOHbIX YHPEXAEHN UK C 0CODEHHOCTS -
Mu cbopa aHaMHe3a. CTaTUCTUHECKM 3HAYUMbIE Pa3NNYKs
OTMeYeHbl MO 4acToTe BbIABNEHNS CepAeYHOM HefocTa-
TouHoCTV (CH) y naumenTos 13 ME 1 LIPB, 4To MOXeT ObiTb
TakXe CBA3aHO C 0COOEHHOCTbIO cOOpa aHaMHe3a U UH-
TeprnpeTaumm pesynbTaToB 00CnefoBaHNs B AaHHbIX CTa-
LMoHapax.

[ony4eHHble JaHHble COBMALAlOT C COBPEMEHHbLIMU
npeacraBneHvaMm o daktopax pucka OKC: MyXckom
non, BO3pacT cTaplle 55 nety Myx4yunH n ctapuie 60 net
— Y XKeHLUMH, Hann4e B aHaMHese pasninyHbix hopm MBC,
AT, rtunepavnugeMun, nepndeprnyeckoro atepocknepo-
3a, NnepeHeceHHoro MHcynbTa, CH, Cl, kypeHus. Hanbo-
nee pacnpoCcTpaHeHHbIMU PaKTopaMu prcka B aHHOM UC-
cnepgoBaHuu asnannce Al, pasnuyHele hopmel MBC n ky-
peHwue.

B Lienom, mony4eHHble anMaemMmonornyeckiie JaHHble co-
NOCTaBMMbI C AaHHbIMK NALMEHTOB MO pe3ynbTatam EBpo-
nenckmx peructpos VIM [10,18,20] 3a ucko4YeHnem
KparHe HWU3KOW 4acToTbl peBackynapm3aLmm MMOKapaa B
aHaMHese.

Kak 13BeCTHO, rMaBHOE 3Ha4YeHMe NP PeLLEHM BOMPOCa
o nposefeHnn TJIT MeeT BpeMsi OT MOMEHTa Pa3BUTUs 00-
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failure (CHF) detection also differed signifi-cantly in MH and
CDH, which was probably caused by medical history
analysis peculiarities and clinical data interpretation in these
hospitals.

Obtained data are in line with contemporary concep-
tion of acute coronary syndrome (ACS) risk factors: male
sex, age above 55 for men and above 60 for women, IHD,
HT, hyper-lipidemia, peripheral atherosclerosis, previous
stroke, CHF, DM and smoking in anamnesis. HT, different
forms of IHD and smoking were the most frequently ob-
served risk factors in the study,.

On the whole, epidemiological data obtained in this re-
search are comparable with data of MI European Registers
[10,18,20], except for very low frequency of myocardial
revasculariza-tion interventions in anamnesis.

Time lag between beginning of chest pain and admis-
sion to hospital plays crucial role when deciding on TT
[21,22]. More than a third (35,6%) of STEMI patients were
admitted to CH 24 hours after symptoms onset. It is usu-
ally too late to apply TT. Median time lag from be-ginning
of chest pain to hospital admission was 190 minutes for
those 64,4% of patients who were admitted within the first
24 hours.

There was no statistically significant distinction in num-
ber of patients admitted to MH (38,4%), CDH (41,2%)
and CH (35,6%) 24 hours after beginning of chest pain
(p>0,05). Median time lag from beginning of chest pain
to hospital admission was 210 and 240 minutes for pa-
tients admitted within the first 24 hours to MH and CDH,
respectively.

Time lag between admission and TT start averaged 47
minutes in CH, 63 minutes in MH and 75 minutes in CDH
(Table 2).

TT was applied for 51% of CH patients. Contraindica-
tions to TT were detected in 13,4% of patients admitted
to CH. Contraindications were as follows: hemorrhagic or
ischemic or un-differentiated stroke in previous 6 months
in57,1% of patients; uncontrolled HT - in 28,6%; bleed-
ing in previous month - in 14,3%. Time lag between on-

Table 2. Time intervals between ACS onset, hospital
admission and TT beginning in 2002 and 2005
(only for STEMI patients admitted within the first
24 hours after chest pain onset)

NeBoro NPUCTyna fo NocTynieHns B ctaumoHap [21,22]. bo-
neeTpetn (35,6%) 6onbHbix UMTIST noctynnnm B Kb cny-
T 24 4 0T MOMeHTa pa3BuTUs 3aboneBaHKs. B Takme nosa-
Hue cpokm TJTT, Kak npaBuno, He nposoantcs. Y 64,4% na-
LMEHTOB, LOCTaBNEHHbIX B NepBble 24 4, MeMaHa Bpeme-
HW OT MOMEHTa Pa3BUTUS BONEBOroO NPUCTyNa Ao NocTymn-
neHvs B CTaumoHap coctasuna 190 MuH.

CTaTUCTMHeCKM 3HA4MMBbIX PA3INYMN B JOSIE NALMEHTOB,
NOCTYNMBLUMX B NepBble 24 4 OT MOMeHTa pa3BuTUS Ho-
nesoro npuctyna 8 Mb (38,4%), LUPE (41,2%) n Kb
(35,6%), He BbIfBNEHO. MednaHa BpeMeHN 0T MOMEHTA
BO3HVIKHOBEHWS O0NEBOro NPMUCTyna A0 NOCTyreHWs B CTa-
LMOHAp Cpeay NaLMeHTOB, NOCTYNMBLUMX B nepBble 24 v,
coctaBuna 8 Mb — 210 muH, B LIPE — 240 muH. Bpems o1
NOCTYyNfeHNd B CTauMoHap A0 Havana TJIT B cpeaHeM co-
ctaBuno B Kb okono 47 mvH, 8 Mb — 63 1B LUPB — 75 MmuH
(tabn. 2).

B KB T/1T 6bina nposegeHa 51% nauveHtos. Y 13,4%
BonbHbIX, nocTynuBLMX B KB, Obin BbISBIIEHbI MPOTUBO-
nokazaHwsa K TITT. M3 Hnx y 57,1% — nepeHeceHHbIV NHCYIBT,
reMopparvyecknin Mnn NWeMmU4YecKnin B Te4eHre Npeabl-
AYLMX 6 MeC nnv HeanddepeHUMPOBaHHbIN; Y 28,6% —
He nopaatoLiascs OblcTpomy koHTposio Al y 14,3% —Kpo-
BOTEYeHWe B Te4yeHne 1 MeC Lo nocTynieHms. Bpems ot Ha-
Yana NosBIEHNS CUMNTOMOB OCTPOM KOPOHAPHOM ULLIEMUN
10 NpOBefeHVs TPOMOoMN3MCca cocTaBnno 237,9%17,7 MUH.
Takum obpasom, B Kb T/IT Obina npoBefeHa BCeM naum-
€HTaM, He VIMEeIOLLIMM NPOTUBOMOKA3aHNM 1 NOCTYMMBLUNM
B HEOOXOAMMbIe CPOKM OT MOMEHTa Pa3BuUTUS 6oneBoro npu-
ctyna. TpoMbonutndeckine cpeacTea, UCnonb3oBaHHble B Kb
4na penepdy3noHHOM Tepannn, NpeAcTaBeHbl ansbTenna-
301 (53,8%), NpoypokmHazon (28,3%) 1 CTpenToKmnHa3om
(17,9%).

B Mb r. CapatoBa 1 LIPE o6nactv 8 2006 r. TJIT npo-
BOAMNACh eIMHWNYHbBIM NaLyeHTam (Tabn. 3). YkazaHuii Ha
Hanu4ve NPOTMBONOKa3aHWM ana nposeaeHuns T/T B mc-

Tabnuua 2. Bpemsi ot Hayana OKC fo noctynnieHus
B CTALMOHAapPbl Pa3fIMiHOro TMMNa 1 Hayanom
TNIT B 2002 11 2005 rr. (ToNbKO AN BONbHbIX,
NOCTYNMBLUNX B NepBble 24 4 oT Havyana
©oneBoro npucrtyna)

Index Hospital type
CH MH CRH

Time interval between pain attack onset
and hospital admission, (median), min. 190 210 240

Time interval between pain attack
onset and TT beginning

(mean value), min. 237,9+17,7 273+48 315%35,3

Time interval between hospital admission
and TT beginning (median), min. 47'? 63 75

' p<0,05 at comparison of the CH and the MH indices; * p<0,05 at comparison of the CH

and CRH indices

Mokasatenb Tun craumoHapa

Kb Mb LIPB

Bpems oT Havana passuTmsa
Bonesoro npucTyna Ao NOCTynneHns

(MenuaHa), MuH. 190 210 240
Bpems oT pa3suTis Gonesoro
npuctyna go TIIT (cpenHee
3Ha4yeHme), MV/H.

237,9%17,7 27348 315£35,3

Bpems 0T MOMeHTa nocTynneHus

B CTaLMOHap Lo Havana T/T

(MenvaHa), MUH. 47" 63 75
'p<0,05 npw cpaBHeHy noka3arteneit Kb u MB; * — p<0,05 npu cpaBHEHU noka3atenei
Kb u LIPB
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Tabnuua 3. YactoTa HazHavyeHUs OCHOBHbIX rpynn npenapaToB (%) npu UMIIST B nccnefoBaHHbIX cTaumMoHapax B 2005 1.

'pynnbl npenapatos lMepBbie cyTKN C 24-x 4acoB A0 BbINMNCKA

KB (n=208) MB (n=216)  LIPb (n=270) Kb (n=208) MBb (n=216) LIPb (n=270)
TpombonuTiku 51,0"? 3,7 2,3
AHTVKOATYNAHTI 86,5 100 90,7 - - -
NAN® 81,72 76,0° 46,5 82,7 77,8 47,7
B-anpeHobnokaTopsl 89,9 27,8 60,5° 88,9 50 60,5
CTaTHbI - - - 40,4'? 25,9° 14
Hutpartbl 80,8 100 90,7 35,5 74,1 90,7°
AnTaroHuctsl Ca** 8,2 8,9 9,3 10,6 11,6 9,3
AHaNbreTukm 61,5 70,4 65,0 28,4 48,1 55,8°

' p<0,05 npy cpasHerw nokasatenen Kb v Mb; * p<0,05 npu cpasHeHy noka3atenent Kb v LIPB; *p<0,05 npu cpasHeHnm nokasateneit LIP6 n Mb

Table 3. Frequency of the main group medicines prescription (%) at ACS with ST elevation in investigated hospitals in 2005

Medicine groups Within the first 24 hours After the first 24 hours till discharge
CH (n=208) MH (n=216)  CRH (n=270) CH(n=208) MH(n=216) CRH (n=270)

Thrombolytic agents 51,0 3,7 2,3

Anticoagulants 86,5 100 90,7

ACE inhibitors 81,7 76,0° 46,5 82,7 77,8 47,7

B-blockers 89,9' 27,8 60,5° 88,9’ 50 60,5

Statins - - - 40,47 25,9° 14

Nitrates 80,8 100’ 90,7 35,5 74,1 90,7°

Calcium antagonists 8,2 8,9 9,3 10,6 11,6 9,3

Analgetic agents 61,5 70,4 65,0 28,4 48,1 55,8

"'p<0,05 at comparison of the CH and the MH indices; ? p<0,05 at comparison of the CH and CRH indices; * p<0,05 at comparison of CRH and the MH indices

set of acute coronary ischemia symptoms and TT start was
237,9+17,7 minutes.

Thus, TT was applied for all CH patients, who did not
have contraindications and who were admitted timely. CH
used alteplase (53,8%), prourokinase (28,3%) and
streptokinase (17,9%) as thrombolytic agents for reper-
fusion in patients with STEMI

Few patients received TT in MH and CDH in 2006
(Table 3).

No evidence of contraindications to TT was found in case
histories of MH and CDH pa-tients. In all cases streptoki-
nase was used.

Hospital type influenced not only thrombolytic drugs use
frequency but also that of other drugs recommended for
Ml treatment. Prescription of ACE inhibitors, beta-block-
ers, statins was significantly higher in CH compared to MH
and CDH (Table 3).

Specialized hospital is obviously able to provide much
better help than MH and CDH. Smaller in-hospital delays
of reperfusion beginning evidence this. Different qualification
of hos-pital staff can be the reason for such distinction. Re-
duction in time lag until treatment beginning decreases IM
size and improves outcome [21-25]. However none of the
hospitals reached the target time lag of 30 minutes [1,2].

Significantly lower frequency of TT in MH and CDH than

Topusix bonesren 13 Mb 1 LIPB obHapy>eHo He Obino. Bo
BCeX CJTy4asx MCMoJIb30Banach CTPENTOKMHA3a.

3aBM1CMOCTb OT TWMa CTaLIOHaPa CKa3blBaach B YacToTe
NPUMEHEHNS He TOMNbKO TPOMOONUTUYECKMX NPEenapaTos,
HO 1 OpYrX NeKapCTBeHHbIX CPeACTB, PeKOMEHLOBAHHbIX
ans tepanum UM. B KB nirnbutopsl AN® (MAND), B-aa-
peHobIoKATOPbI, CTaTUHbI Ha3HAYanMCb CTAaTUCTUYECKU
3Ha4YMMo Yalle, 4em B MbB 1 LIPB (cm. Tabn. 3).

O4eBWIAHO, YTO BbICOKOCMNEUMANM3NPOBaHHOE YY4-
peX[eHne OKa3blBaeT NMOMOLLb CYyLLeCTBEHHO Jyylle,
yem otaeneHns Mb 1 LIPB. 3To nposBnseTcs, rmaBHbIM 00-
Pa30oM, MEHbLUVM BPEMEHEM BHYTPUIOCANTANbHbIX 3a-
Jep>XeK 00 Havana penepdy3nm, 4TO MOXET oTpaxaTb
Pa3Hylo CTeneHb NOArOTOBNEHHOCTM NEPCOHANa Toro nim
MHOTO CTaumoHapa. CokpalleHune BpeMeHU [0 Hayana
ne4yeHMs CnocoOCTByeT yMeHblueHWto pa3mepa UM u
ynydileHuio ncxona 3adonesanus [21-25]. Tem He MeHee,
HW B OOHOM M3 00CNeoBaHHbIX CTaLMOHAPOB He Oblno A0-
CTUTHYTO «LiefieBOe» BPeMS «ABEPb-Ura», COCTaBnsoLLee
30 MuH [1,2].

3Ha4uTenbHO bonee HU3Koe oblee Konnyectso TIIT
B Mb v UPB no cpaBHeHunio ¢ Kb oObscHseTCs, No-Bu-
OUMOMY, ocobeHHOCTAMN dhuHaHcMpoBaHus: Kb du-
HaHcKpyeTcsa U3 denepanbHoro biogxeta, Mb n LIPB —
N3 MyHULIMNANbHOrO U 0bnacTHoro. HaszHaveHve Bpaya-

PauynoHansHas ®apmakotepanns B Kapanonorun 2009;Ne6
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in CH may be explained by different financing sources: CH
is financed from the federal budget while MH and CDH -
from municipal and regional budgets.

CH complied with international guidelines of ST-elevation
Ml treatment [2,4] when pre-scribing drugs of other
pharmacologic groups (such as beta-blockers, ACE in-
hibitors) both in the first 24 hours and further at a higher
degree than MH and CDH.

Conclusion

Epidemiological data regarding STEMI in Saratov region
urgent cardiologic departments are generally similar to those,
registered in Western Europe. TT was used more often in
CH than in MH of Saratov and CDH of Saratov region
(p<0,05) in 2006. Time lag between admission to hospital
and TT beginning was also significantly less in CH than in
MH and CDH.

Drugs improving prognosis and outcome of STEMI were
prescribed significantly more often in CH than in MH and
CDH. MH and CDH characteristics did not differ.
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