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Aim. To evaluate effect of therapeutic training and active outpatient management on clinical state and cardiovascular complications (CVC) in patients with chronic heart failure (CHF) during three
year follow-up.

Material and methods. A total of 211 patients with CHF experienced Q-wave myocardial infarction were enrolled in the study. At admission to the hospital all patients were randomized into two groups.
Patients of the first group (group 1; n=106) were managed actively after discharge from the hospital, patients of the second group (group 2; n=105) - managed conventionally after discharge from the
hospital. In the hospital patients of the both groups were therapeutically trained and treated according to contemporary guidelines. Patients were observed for three years.

Results. Over three year follow-up actively managed patients demonstrated significant (p<0.05) decrease in systolic and diastolic blood pressure, heart rate, blood serum levels of total cholesterol and N-
terminal prohormone of brain natriuretic peptide (NT-proBNP), augmentation of 6-minute walk-test distance, deceleration of heart remodeling and left ventricle ejection fraction reduction as compared to
those who were conventionally managed. Kaplan-Meier curves revealed that risk of CHF decompensation (p=0.001), mortality (p=0.04), and total number of CVC (p=0.04) was significantly lower in the
first group than this in the second one.

Conclusion. Therapeutic training and active outpatient management in patients with CHF improves patient compliance to pharmacotherapy, their clinical state and outcomes.

Key words: chronic heart failure, therapeutic training, outpatient follow-up, cardiovascular complications.
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BnnsiHue TepaneBTU4eckoro 06y4eHust U aKTUBHOro ambynaTopHoro BeAeHusi NaLmeHToB ¢ XCH Ha X KIIMHUYECKoe COCTOSIHNE U CepAe4HO-COCYANCTbIE OCTOXHEHUS (TPexNeTHee HabnioaeHwe)
A.M. Pebpos, H.A. Kowenesa*
CapaToBCKMI rocyfapCTBEHHbIN MEAVLIMHCKMI YHBepcuTeT M. B.W. PasymoBckoro. 410012, CapaTtos, yn. b. Kasaubs, 112

Llenb. OLEHNTb BAUSIHYIE TePaneBTUHECKOro 00y4eHMs 11 akTMBHOTO aMOyNaTopHOro BeAEHWS Ha KIMHMYECKOe COCTOSIHIE U pa3BUTUE CEPAEYHO-COCYAUCTBIX OCTIOXHEHNMI (CCO) y DONbHbIX XPOHUYECKON
cepfeyHo HedoCTaTo4HOCTbIo (XCH) B TeyeHvie Tpex neT HabniogeHus.

Marepuan u MmeToppl. B uccnenosame Gbini BkiodeHbl 211 6onbHbIx XCH, pa3syBLUEcs Mocne nepeHeceHHoro MHMapkTa M1okapaa ¢ 3yduom Q Ha KT Mpy NocTynneHn B CTaLyioHap BCe naLyeH-
Tbl ObINM PaHAOMM3VPOBaHbI B 4Be rpynnbl: rpynna 1 (n=106 navneHToB) — rpynna akT1eHoro ambynatopHoro BegeHns; rpynna 2 (n=105 6onbHbIX) — rpynna CTaHAapTHOrO aMbynaTopHOro BeAeHMS.
Bce GonbHble NPoLLM TepaneBTUeckoe 06y4eH1e 1 Nofy4anu Tepanuio B COOTBETCTBIM C COBPEMEHHbIMI pekoMeHAaLMsMU. Teprod ambynatopHoro (MoCTrocnuTanbHoro) HabnioAeHUs cocTaBin 3 rofa.
Pe3ynbTarbl. B TeueHue Tpex neT HabnioaeHUs B rpynne NaLMeHToB akTUBHOTO BEAEHYIS OTMEYarnoch 3HauvmMoe (p<0,05) CHUXEHe CUCTONMYECKOTO 1 ANACTONMHECKOTO apTePHabHONO AABEHNS, Ha-
CTOThI Cepie4HbIX COKPALLEHMI, YPOBHEN 0DLLEero xonectepuHa, N-TepMUHasbHOrO parmeHTa MO3roBoro Hatpuitypetudeckoro nentuaa (NT-proBNP), Nprupoct ANCTaHLM TecTa 6-MUHYTHOM X0ab0bI,
3aMe/ifIeHVie MPOLLeCCOB PEMOAENVMPOBAHMA cepAla U CHUXeHNs (pakLmm BbIOPOCa NeBOro Xenynoyka no CpaBHeHMIo ¢ 60MbHBIMU rpynNbl CTaHAAPTHOrO BefieHNs. Mpy NOCTPOeHUM KpMBbIX KannaHa-
Meiiepa yCTaHOBIEHO, YTO Y NALMEHTOB rPYMMbl aKTUBHOTO BELEHWS K TPETbEMY Oy HabnioAeHs BEPOSTHOCTL pa3BuTMs AekoMneHcaumn XCH (p=0,001), netansHoro ucxoga (p=0,04), obuiero unc-
na CCO (p=0,04) 3Ha4vMO MeHbLLE, YeM Y NaLMEHTOB NPV CTaHAAPTHOM BeAEeHM.

3akntoueHme. ObyueHvie 1 akTVBHOE TpexreTHee ambynatopHoe BefeHvie 6onbHbIX XCH cnocobCTBoBano NOBbILLEHMIO NPUBEPXEHHOCTY NALMEHTOB MeAVKaMEHTO3HOM Tepariiu, YNyHLUEHVIO KHIYe-
CKOTO COCTOSHMS DOMBHBIX 1 YNYHLIEHWIO MPOTHO3a.

KntoueBble cnoBa: XpoHM4eckas CepAeyHas HeloCTaToHOCTb, TepaneBT1Yeckoe 0Dy4eHe, aMbynaTopHoe HabnioaeHe, CepAeHHO-COCYANCTbIE OCTIOXHEHNS.
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Chronic heart failure (CHF) epidemiologic studies recently
completed in Western Europe and the USA demonstrated
still high one-year mortality (about 30%) in this group of
patients despite the implementation of effective drugs in
clinical practice such as ACE inhibitors (ACEi) and
B-blockers [1-3]. This may be due to low patients’ com-
pliance to the prescribed therapeutic regime, diet and life
mode.

Programmes of CHF treatment including patients’ and
their relatives’ training have become useful in improvement
of quality of life in these patients [4]. This training is focused
on informing patients and their relatives about the CHF symp-
toms, self-control skills, dietary advices, physical activity and
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SnmaeMuonorudeckmne NccNefoBaHMsa NoCeHYIX NeT,
BKJTIOHaBLLUME DOMbHbIX XPOHUYECKOW CepaeYHON Heflo-
cratoyHocThio (XCH) B 3anagHowm Espone n CLLA, noka-
3anm, 4To, HECMOTPS Ha BHe[PeHWE BO Bpa4ebHyio npak-
TUKY 3 PEKTUBHbBIX NIEKaPCTBEHHbIX CPEACTB [MHMMOUTO-
pbl AMTO (MAMND) 1 beta-anpeHobnokatopbl (BAB)], of-
HONETHSAS CMePTHOCTb DOMbHbIX B 3TOM NOMYNAALMN OCTa-
€TCs No-nNpexHeMy Bbicokon, gocturas 30% B rog [1-3].
Cpenn BO3MOXHbIX MPUYMH 3TOrO sIBNIEHWS 0CODas porb
OTBOAMTCA HW3KOW MPUBEPXEHHOCTW MaLMEHTOB Npes-
MMCAHHOMY TepaneBTUHECKOMY PEeXMMY W OTCYTCTBUIO
CTPOroro BbIMOMHEHWNS Bpa4eOHbIX pekoMeHaalUmnn, Ka-
CaOLLMXCA ANETbl 1 00pa3a KN3HN.
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pharmacotherapy regime [5]. Therefore, the preferred di-
rection in CHF management is not so much the search for
new treatment methods as adequate application of current
high efficiency therapeutic facilities. At the present day there
is no lack of programmes which confirm the efficacy of ther-
apeutic training and active outpatient management. How-
ever, duration of most of them was less than a year [6-8].
More longterm observations are rather rare.

The aim of the study was to evaluate effect of therapeutic
training and active outpatient management on clinical state
and cardiovascular complications (CVC) in patients with CHF
due to ischemic heart disease (IHD) during three year fol-
low-up.

Material and methods

Atotal of 211 patients with CHF experienced Q-wave
myocardial infarction were enrolled in the open prospec-
tive randomized study which was performed at the base
of cardiology department of Saratov region clinical hospi-
tal from 2007 up to 2010 years.

The inclusion criteria were as follows:

« CHF symptoms (functional class (FC) I-1V) manifest-

ed after Q-wave myocardial infarction,
* patient informed consent to the studly.

The exclusion criteria were: unstable angina and my-
ocardial infarction during the last three months before the
study, serum creatinine > 177 umol / L (2 mg / dl), as-
partate- and alanine-aminotransferase more than twofold
increase, exacerbation of chronic diseases, contraindica-
tions to ACEi prescription.

At hospital admission all of the patients were random-
ized in two groups by the method of random numbers: group
of the active management (n=106) — group 1 and group
of the conventional management (n=105) — group 1. Train-
ing of the first group patients included: group session in
“School for CHF patients”, two 30-minute one-to-one les-
sons, outpatient follow-up by phone contacts with the fol-
lowing frequency: once a fortnight during the first month
after discharge from the hospital and then — once a month.
During phone contacts patient’s state was estimated and
treatment recommendations were given. Pharmacothera-
py was defined in accordance to National guidelines for CHF
diagnostics and treatment. Training of the second group pa-
tients included group session in “School for CHF patients”
and two 30-minute one-to-one lessons. After the hospi-
tal discharge these patients were recommended to keep on
ACEi intake (as part of composite therapy) and to be un-
der follow-up in a residential outpatient clinic.

The follow-up period was three years. During this pe-
riod patients had four visits to doctor: the first initiating vis-
it (start of the follow-up), the second intermediate visit (1
year later), the third intermediate visit (2 years later) and
the forth final one (3 years later).

OOHVM 13 3(PPEKTVBHBIX METOL0B YNy4LLeHWA Kade-
CTBa neyeHns naumeHToB ¢ XCH ctanu «[TporpamMmel
neYyeHVs cepaeqHOM HefOCTaTOYHOCTY, BaXKHeNLLIeN 3a-
Jla4er KOTopbIX ABNSeTC 00yYeHMe NaUMEHTOB U X pof -
CTBEHHMKOB [4]. Llenbio 0byyeHus sBseTcs NoMOoLLb Na-
LMEeHTaM 1 UX POLHBIM B NMOMy4eHUM NHMOPMaLLMK O 3a-
boneBaHWK, NprOOPETEHNI HaBBIKOB CAMOKOHTPOSTS, Ka-
CaloLMXCa ANETUHECKNX peKOMeHOaumn, phusn4eckomn
aKTVMBHOCTW, CTPOroro CobniofeHns pexmnma Meamka-
MeHTO3HOW Tepanun, HabnogeHus 3a cumnTomamm XCH
1 0OpaLLEHMS 33 MEAMLIMHCKOW MOMOLLIBIO B CJTy4ae UX yCu-
neHna [5]. B CBA3U C 3TUM NPUOPUTETHBLIM HaY4HbIM Ha-
npaeneHvieM no npobneme XCH sBMSETCS He CTONBbKO Mo-
MNCK HOBbIX METOL0B JIe4eHUs, CKOMbKO MCMOMb30BaHME B
NOIHOM 0ObeMe COBPEeMEHHbIX MOAXOA0B, a4eKBaTHOMO
NMPUMEHEHUA YXKe CYLLECTBYIOLLMX BbICOKOIPPEKTUBHbBIX
TepaneBTMNHYECKMX BO3MOXHOCTEN. B HacTosiLLIee Bpems 1Me-
€TC AOCTaTO4HOE YA MPOrPaMM, NMOATBEPXKAZIOLLMX 3(P-
(heKTMBHOCTb TEPaneBTNHECKOro ODYHEHMS 1 aKTUBHOTO aM-
OynaTopHoro HabmofaeHs, BONbLUMHCTBO U3 HUX ANN-
TeNbHOCTbIO He bonee rofda [6-8]. OnbiTa bonee nponon-
KNTENbHbIX HAOMIOAEHN CYLLLECTBEHHO MEHbLLIE.

Llenb nccnegoBaHMsA — oueHka BANAHWUSA Tepa-
NEeBTUHECKOrO ODyYeHWUs U akTMBHOro amOynaTopHOro
BeOeHVs Ha KIIMHNYECKOe COCTOHME U Pa3BUTUE CepaeYHO-
COCYAUCTbIX OCTIOXKHEHNI Y BobHBLIX XCH, OCIOXHMBLLIEN
TeyeHVe nemmnyeckon bonesHu cepaua B Te4eHue Tpex
neT HabngeHns.

MaTepuan n metoapl

B oTKpbITOE NPOCNEKTMBHOE PaHLOMMU3POBAHHOE UC-
CnefoBaHMe, NPOBOAMMOE Ha 0a3e KapAMonormyecko-
ro otaeneHuns CapaToBCKOW OONACTHOW KAWMHNYECKOM
oonbHULbI ¢ 2007 no 2010 rr., 6bINKM BKIOYeHbl 211
DOJbHbIX C NOCTUHMAPKTHLIM KaPAMOCKIEPO30M C CUMM-
ToMamu XCH.

Kputepumn BKTO4eHNS:

. Hanuyne cumntomoB XCH (1-1V dyHKLMOHaSb-
Horo knacca, OK), pa3BMBLUMXCSA NOCTE NepeHeCceHHo-
ro MHdapkTa Mrokapgda (MM) ¢ 3ybuom Q Ha IKT;

. NHPOPMNPOBAHHOE corfacKe naumneHTa.

Kputepnmn ncknoveHns: HectabunbHas cTeHokap-
OMA 1 MHPAPKT MUOKapaa B Te4eHme NocnefHnx 3-x me-
CALEB nepep UCCeoBaHNEM, KPEATUHWH CbIBOPOTKU 6O-
nee 177 mkmonb/n (2 Mr/nn), noBblleHMe ypOBHS ac-
naparvHOBOW WM anaHWHOBOW TpaHCamnHa3 bGonee 2
HOPM, XpOHM4YecKne 3aboneBaHus B haze 0boCTpeHns,
NPOTNBOMOKa3aHMA K HazHaveHuio MATMO.

Mpw NOCTyNeHMM B CTaLMOHApP BCE NALMEHTbI MeTOo-
LIOM CIy4aliHbIX Yucen Obinm paHLOMM3NPOBaHbI B ABE
rpynnbl: rpynna 1 (n=106) — rpynna akTMBHOMO BeAeHS;
rpynna 2 (n=105) — rpynna cTaHOapTHOro BedeHus. MNa-
LUMEHTbI NMepBOV rpynnbl Npoxoannu obyveHne, BKIO-
YaloLLiee rpynnosoe 3aHsaTVe B «LLIkone 6onbHbIx XCH», aBa
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The following evaluations and measurements were per-
formed in all patients during the visits: functional heart re-
serve (6-minute walk-test [9]); CHF FC by NYHA; morpho-
functional heart characteristics; blood serum levels of su-
persensitive C-reactive protein (SsCRP) and N-terminal pro-
hormone of brain natriuretic peptide (NT-proBNP); lipid
blood profile; creatinine serum levels with glomerular fil-
tration rate (GFR) calculation by MDRD [10]; blood pres-
sure (BP) and heart rate (HR).

The following end points were recorded during the fol-
low-up: CHF exacerbation which demanded hospitaliza-
tion; unstable angina or myocardial infarction occurrence;
lethal outcome; the total amount of CVC. End points were
analyzed on the base of information received from the pa-
tients and their relatives, discharge epicrisises, autopsy con-
clusions.

Echocardiography with routine indices estimation [11]
was performed with Acuson 128 XP/10. SsCRP was de-
tected with Diasys company (Germany) test kits. NT-proB-
NP level was detected by enzymoimmunoassay with Bio-
medica company (Slovakia) test kits.

Statistical analysis was performed with Statistica 8.0 soft-
ware package. Distribution parameters were analyzed by
Kolmogorov-Smirnov test. Data are presented in M£SD
(mean = standard deviation) for parametric distribution and
inMe [10%;90%] (median [10th and 90th percentiles])
for nonparametric one. For independent (unconjugated)
samples comparison Student’s t-test and Mann-Whitney
U-test were used. To evaluate effects of different patient
management tactics on CVC rate Kaplan-Meier survival
curves were plotted, distinctions significance was estimated
by Log-rank test. Distinctions were considered as signifi-
cant at p<0.05.

Results

Patients of the both groups were matched by the sex,
age, amount of smokers, number of experienced myocardial
infarctions, CHF duration and FC, 6-minute walk-test dis-
tance, FC of stable angina pectoris, prevalence of arterial
hypertension (HT) and diabetes mellitus, body mass index
(BMI), systolic and diastolic BP levels (SBP and DBP), HR,
number of angina episodes and nitroglycerin taking need
per week, left ventricle ejection fraction (LV EF), cholesterol
and NT-proBNP levels (Table 1).

Atotal of 106 patients (100%) of the first group were
examined one year later, 100 patients (94.3%) — two years
later and 78 (73.6%) — three years later. As for the sec-
ond group: 103 patients (98.1%) were examined one year
later, 87 (82.6%) - two years later and 60 (57.1%) — three
years later. The contact with the other patients was lost.

Taking into account significant prognostic value of
CHF patients’ compliance to prescribed treatment mode we
analyzed the frequency of prescription and intake of the
main groups of drugs within three year follow-up.

NHAVBUAYaNbHbIX 3aHATUSA Mo 30 MUHYT, aMbynaTopHoe
HabnoaeHe NOCPeACTBOM TenedOHHbBIX KOHTAKTOB CO Crle-
[YIoLLEeN perynsapHOCTbIO: NepBblt Mec Nocse BbINNCKM 3
CTaumoHapa — 1 pa3/2 Hen, fanee — 1 pas/mec. Mpu Te-
NethOHHOM KOHTaKTe OLEHMBANUCh COCTOSIHME DOMBHOTO,
NpoBOAMMAsA Tepanus, LaBaMCb PeKoMeHAauum no
neyeHuto. MefiKaMeHTO3Has Tepanms Bcem OOoMnbHbIM Ha-
3Ha4aslacb B COOTBETCTBMM C HaUMOHabHbIMM PEKOMEH-
JauvamMm no gmarHoctuke un neveHmio XCH.

MauneHTbl BTOPOW rpynnbl npoxoaunu obyyeHue,
BKJIIOHaOLLLEe rpynnoBoe 3aHsaTue B «LLkone OonbHbIX
XCH» n gBa nHOVBUAOYaNbHbIX 3aHATUA MO 30 MUH.
Nocne BbINNCKN 113 KapOAMONOrM4eCckoro OTAeNeHUs 3TUM
©onbHbIM ObINO PEKOMEHAOBAHO B COCTaBe KOMIMIIEKCHOM
Tepanuu NpoaomxmTb npmem MAM® 1 HabnogeHve B
YCNOBUAX NONMUKIIMHNKM NO MECTY XXUTeNbCTBa.

Mepuron HabmogeHWs coCcTaBun 3 ., B Te4eHMe KO-
TOpPbIX ObINW NpoBefAeHb! 4 BU3NTA: BU3UT T — MHNUNN-
pylownit (Ha4ano HabnoaeHNA); BU3UT 2 — MPOMEXKY -
TOuHbI (1 rOa); BU3UT 3 — NpoMexyTodHbIV (2 roaa);
BU3NT 4 — 3akmo4nTenbHbin (3 roga).

Bo Bpems BW3NTOB BCeEM OOMbHbIM MPOBOAMMIACH
oLeHKa PyHKLIMOHANbHOro pe3epsa (TecT C 6-MUHYTHON
xoabbom [9]) c onpegeneHnem OK XCH (no knaccndm-
Kaunm Hbro—l7lopKCKO|?| Accoumaunuy cepaLia B MOANDU-
Kauum ObLecTBa CNELMANMCTOB MO CEPAEYHON Heao-
cTato4HoCTM 2002 1) U MopdOdYHKLMOHANbHBIX Napa-
MeTPOB CepALa, ypOoBHeW BbICOKOYYBCTBUTENbHOMO C-pe-
akTMBHoro Gerka (B4CPE) 1 N-TepMmHanbHoro parMeHTa
MO3roBOro HaTpunypetideckoro nentmaa (NT-proBNP),
nccnenoBaHme NUNUAHOIO CNekTpa KPOBW, KpeaTUHMHA
W pacyeT ckopocTn Knyboukosor unstpaumm (CKD) no
MDRD [10], a Takxe n3MepeHue apteprasnibHOro AaBneHus
(ALl) v YacToTbl cepheyHbIx cokpalleHu (HCC).

3a BpeMs HabnwoaeHus GUKCUPOBANNCL Creayio-
LLMe KOHEeYHble TOoYKW: yxyaleHue TeqeHmns XCH, no-
TpeboBaBLee rocnuTanu3aLmm; pa3BuTre HectabuIbHON
CTEeHOKapaMM 1 MH(paPKTa MUOKaPAA; NeTalbHbIV UCXOL;
obliee KONMYeCTBO CepAeYHO-COCYAUCTbIX OCTOXHE-
HW (CCO). AHaNM3 KOHEYHbIX TOYEK MPOBOAMNCS Ha OC-
HOBaHUW aHHbIX, MOMYYEHHbIX OT BOMbHbLIX U X POA-
CTBEHHWKOB, BbIMNCOK 13 UCTOpPUIA BonesHu, 13 nato-
JIOrOaHATOMMYECKMX 3aKITIOHEHMI 1 CMPaBOK O CMEPTU.

Sxokapamorpadua (3xoKT) BbINONHANACh HA KOM-
nnekce Acuson 128 XP/10 c onpepeneHnem CtaHoapT-
Hbix noka3atenen [11]. Bbicoko4yBCTBUTENBHbBIM C-pe-
AKTUBHbIN OENOK onpefensn ¢ NOMOLLbIO PeakTUBOB
dupmbl Diasys (Tfepmanns). YposeHb NT-proBNP onpe-
Lensnu MMMyHOMEPMEHTHbIM METOAOM C MOMOLLbIO
peakTBOB thrpMbl Biomedica (Cnosakus).

CratucTdeckas 006paboTka NonyyYeHHbIX AaHHbIX Npo-
BOAMNACh C MCMONb30BaHMEM MNakeTa nporpamMmm Statistica
8.0. TeCpoBaHWe NapaMeTPOB pacnpeeneHs NpoBoaMIV
C nomMoLlLbto kputepuns Konmoroposa-CMrpHoBa. [Mpu na-
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Table 1. Initial clinical characteristics of CHF patients in
the groups of active and conventional manage-
ment

Tabnuua 1. icxoHas KNMHUYecKas XxapakTepuctuka 6onb-
Hbix XCH B rpynnax akTMBHOTIO U CTaHAAPTHOTO

BeAeHus

Index Group 1 Group 2

lMokazatenb lpynna 1 lpynna 2
(n=106) (n=105)

Gender (men) 90 (85) 93(88)

Mon (Myx4mHbl), n (%)

Age, years 56.0[47;66] 56.0[45;68]

Bo3spacr, rogel

Smoking 55(52) 56 (53)

Kypetne, n (%)

Number of experienced Ml per patient ~ 1.0[1.0;2.0] ~ 1.0[1.0; 2.0]

Konuyectso nepeHeceHHbIx

My ogHoro bonbHoro

CHF duration, years 3.0[0.5;8]  3.0[0.5;9.0]

[nutensHocTe XCH, rogbl

Stable angina pectoris, FC 3[3;4] 3[3;4]

CrabunbHas creHokapaus, OK

HT 94 (87) 91(87)

Al n (%)

HT duration, years 8.0[1;26] 7.0[1;24]

[nutensHoctb AT, rofp!

Diabetes mellitus 24(23) 21(20)

CaxapHblIn f1abet, n (%)

BMI, kg/m2 29.1£4.7 29.6£6.1

NMT, kr/m2

SBP, mm Hg 120[110; 150] 120[110;150]

CAL, Mm pr.cT.

DBP, mm Hg 80[70; 90] 80[70;90]

OAL, Mwm pr.cT.

HR bt/min 70[60; 88] 72160;90]

4CC, ya,/MuH

6-min walk-test distance, m
JncraHumsa 6-MuH TecTa, M

NYHA FC / OK NYHA, n (%)

300[100;500] 300 [100;500]

| 15(14.2) 13(12.4)
[ 25(23.5) 27(25.7)
I 44(415) 45(42.8)
IV 22(20.8) 20(19)
LV EF 404475 39.8+7.4
OB X, %

TCS, mmol /I 5.6+1.4 5.5%1.3

OXC, Mmonb/n
NT-proBNP, pg/ml
nr/mn

SSCRP, g/I

B4CPb, r/n

Data are presented as n (%), M£SD or Me [10%; 90%)]

[laHHble npeacTasnenbl 8 Buae n (%), MSD v Me[10%; 90%)]

110[90;380] 110[90; 400]

1.4[0.7;8.8] 1.4[0.7,9.1]

MI-myocardial infarction, HT-arterial hypertension, BMI-body mass index,
SBP-systolic BP, DBP-diastolic BP, HR-heart rate, FC-functional class, LV EF-left
ventricle ejection fraction, TCS—total cholesterol, SSCRP-supersensitive
C-reactive protein

NM-nHdapkT Muokapga, Al-apTepuansHas runeptonmns, IMT-uHIeKC Maces!
Tena, CAL-cucronmnyeckoe ALl, AAL-punactonnyeckoe ALl, YCC-4acTota cepaeyHbIx
cokpaLienmit, OK-yHKUMoHanbHbIA knace, OB JIX-dpakuys Beibpoca nesoro
xenynoyka, OXC-obuwyi xonecrepyH, BYCPB-BbICOKOYYBCTBUTENbHbIN
C-peakTuBHbIV Genok

PaMETPUHECKOM XapaKTepe pacnpenenenvs AaHHble npeg-
cTaBneHbl B Buae M=SD (cpepHee + cpefHee KBafpaTu-
4eckoe OTKITIOHEHWE), NPV HenapaMeTpU4eckom pacrpe-
LeneHny nepemeHHble npefcrasneHbl B Buge Me
[10%;90%] (meaomaHa [10-11 1 90-1 npoueHTnn]). Ans
CpaBHeHUSA OBYX HECBA3aHHbIX rPynn 1UCMonb3osanu t-
Kputepuin CTblofeHTa, Kputepnin MaHHa-YutHu. Ins onpe-
LeneHns BAVAHKS PasnniHbiX CNocoboB BeAeHWs OoMbHbIX
Ha pa3suTie CCO ObINM NOCTPOEHBI KPKVBbIE BPEMEHW Ha-
CTynneHns HebnaronpusTHbIX cobbiTni (KannaHa-Mene-
pa) C aHanM30oM AOCTOBEPHOCTM Pa3fHIA PO MOMOLLM Te-
cta Log-rank. Pa3nunyms camtani 3HaqmmbiMu npm p<0,05.

PesynbTaThl

MaupeHTbl 06erx rpynmn ObiM CONoCTaBMMbI MO Moy,
BO3paCTy, YNCIY KYPUIbLLMKOB, KONMYECTBY NepeHeCceH-
HbIX MHDAPKTOB MMUOKapAa, ANUTENbHOCTU NPOSBAEH M
n OK XCH, ouctaHummn 6-MuH Tecta, OK crabunbHowm cre-
HOKapAMW, BCTPEYaeMOCTV apTepUanbHOM rMnepTeH3nuy,
KONMM4ecTBY OOMbHbIX CaxapHbIM AMabeToM, MHAEKCY Mac-
cbi Tena (MMT), yposHam cuctonudeckoro (CALl) n ama-
cronuyeckoro AL (OAL), YCC, yncny 3nM3000B CTEHO-
KapOuu 1 exxeHeenbHoW NoTpeOHOCTIA B HATPOMMMLIEPUHE,
pakLmm BbIbpoca NeBoro xenynoyka (OB J1K), yposHio
xonectepuHa 1 NT-proBNP (1abn. 1).

B rpynne 1 AnHaMmn4eckoe o0CrenoBaHme OCyLLECTBNEHO
y 106 (100%) GonbHbIx Yepes rod, y 100 (94,3%) na-
LIMEeHTOB Yepe3 ABa roaa, y 78 (73,6%) obcnenyemblix ve-
pe3 Tpu rofia. Bo BTopo rpynne obcnenoBaHe nposeae-
Hoy 103 (98,1%) BonbHbIX Yepes roa, y 87 (82,6%) na-
LIMeHTOB Yepes ABa roaa, y 60 (57,1 %) OonbHbIx Yepes Tpu
rofa. KoHTaKT C octanbHbIMU 06cieayeMbIMy Obin yTepsiH.

Y4uTbIBas BaxkHOE MPOrHOCTUYECKOe 3HAYeHME Npun-
BEpPXKeHHOCTM NaumeHToB XCH Ha3Ha4YyeHHOMY Tepanes-
TUYECKOMY PEeXMMY, NpoaHanM3MpoBaHa YacToTa Ha-
3HaYeHNs M MprieMa OCHOBHBbIX FPY MM NIeKapCTBEHHbIX Mpe-
MapaToB B Te4YeHMe Tpex neT HabmoaeHns.

YacToTa HazHa4YeHVA U MpremMa NpenapaToB OCHOBHbIX
neKapcTBeHHbIX KaccoB DonbHbIMKM XCH B rpynnax ak-
TUBHOIO W CTaHOAPTHOrO BedeHWs Mpu HabnooeHnn
npencrasneHa B 1abn. 2.

MauneHTam obenx rpynn HasHavanu nAM® /aHTaro-
HCTbI peLenTopoB aHrnoTeHsuHa Il (APA 1) B 100% cny-
4aeB. B nepBown rpynne ncxogHo BAB npuHumanu 102
(96,2%) 0ONbHbIX; aHTArOHUCTbI aNbgocTepoHa — 85
(80,1%); omnypetnkn (hypocemna, Topacemnt, rmapo-
xnoptasug) — 27 (25,4%); cratuHbl — 102 (96,2%) na-
LpeHTa. Bo BTopom rpynne ncxogHo bAB nprHmumanm 100
(95,2%) naumeHTa; aHTaroHUCTbl anbaoctepoHa — 84
(80%) OOnbHbIX; MOYeroHHble — 26 (24,7%) obcne-
ayembix 1 cTathHbl — 100 (95,2 %) Habnogaemsbix. Mc-
xoAHo BAB He npuMeHsnnch y 6 OonbHbIX 13-3a Opaam-
Kapauu 1y 3 NauMeHTOB U3-3a apTepuanbHOM TMMNOTeH-
3un. CTaTuHbI B CTaLMoOHape He nonydani Tpoe 60ombHbIX
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The table 2 demonstrates frequency of drugs prescription
and intake in the groups of active and conventional man-
agements during follow-up.

Patients of the both groups were prescribed ACEi or an-
giotensin-Il receptor antagonists (ARA) in 100% of cas-
es. Initially in the first group 102 (96.2%) patients received
B-blockers, 85 (80.1%) — aldosterone antagonists, 27
(25.4%) — diuretics (furosemide, torasemide, hy-
drochlorothiazide) and 102 (96.2%) patients - statins. In
the second group there were 100 (95.2%) patients who
received B-blockers, 84 (80%) — aldosterone antagonists,
26 (24.7%) — diuretics and 100 (95.2%) — statins. Six pa-
tients were not prescribed B-blockers because of bradycardia
and three ones — because of arterial hypotension. Three pa-
tients did not receive statins in the hospital because of al-
lergic reaction (urticaria) and five ones had hepatic func-
tion impairment which limited statins use.

Within three year follow-up more than 90% of patients
in the first group permanently received ACEi/ARA and
B-blockers. Aldosterone antagonists were used by 70% of
patients. Share of patients in the first group who received
diuretics had increased from 25% up to 29% to the third
year of the follow-up. Despite treatment training and month-
ly control only 65% of patients received statins within the
first two years and 61.5% - within the third year of the fol-
low-up.

Patients of the first group received the following ACEi:
lisinopril = 70%, perindopril = 10%, enalapril = 10%,
monopril — 5%; ARA (candesartan, valsartan) — 5% of cas-
es. At the same time they received the following B-block-
ers: bisoprolol = 50%, carvedilol — 30%, metoprolol = 20%
of cases. The average dose of verospiron was 50 mg/day.
Patients of the first group also received diuretics: furosemide
- 50%, torasemide — 30%, hydrochlorothiazide — 20%
of cases. A number of torasemide treated patients had in-
creased up to 60% by the third year of the follow-up.
Among statins simvastatin and atorvastatin were pre-
scribed in 40% and 60% of patients, respectively.

Decrease in the main neurohormonal modulators and
statins intake was observed in patients of the second group.
By the third year of the follow-up ACEi /ARA were received
only by 32 (53.3%) patients, B-blockers — by 35 (58.3%),

13-3a aNINepruyeckom peakLumm no TMny KpanmeHULLbI Ha
3TV Npenapatbl 1 5 NaLMEHTOB MMENW HapyLueHue OyHK-
LMW NeYeHU, OrpaHnYmBaloLLLEE UX NPUMEHEHNE.

B TeveHwme Tpex net B rpynne 1 AMN® /APA Il v BAB no-
CTOSHHO NpUHKManu bonee 90% OonbHbIX. B 3TOM rpyn-
ne He MeHee 70% MaLeHTOB B CBOEM JIe4EeHNW NCMONb-
30BasM aHTArOHWCTbI aNbAOCTEPOHA. YAembHbIV BEC O0fb-
HbIX MepPBOVI rPynnbl, NPUHUMAIOLLMX ONYPETUKK, yBe-
munncs € 25% 0o 29% TonbKo K TpeTbemy rofy Ha-
bniofeHns. HecMoTps Ha TepaneBTUYeCckoe obyyeHue 1
EXXEMECSYHbIN KOHTPOSb, CTaTUHbI MPUHUMANM Tonbko 65 %
naLneHToB B nepBble OBa roja U 61,5% OonbHbIX B
TeyeHe TPETbero rofa HabnogeHus.

B TeveHme HabntofeHs NaumeHTb! rpynnbl 1 MprHAMani
cnenyowme MAMO: nusnHonpun — 70%, nepuHgonpwn
— 10%, 3Hananpun — 10%, moHonpun — 5%; APA Il (kaH-
JlecapTaH, BancapTaH) — 5%. 3a 370 xe Bpems OobHble Npu-
HUManu cnenytolyvie BAB: buconponon — 50%; kapBeounorn
— 30%; metonponon — 20%. CpefHAd [o3a BEPOLLMUPOHA
coctaBuna 50 mr/cyt. M3 ouypetnkos obcnenyemble no-
nydanu gpypocemus — 50%; Topacemung — 30%; rmapo-
xnoptrasng — 20%. K TpetbeMy rogy HabnogeHus yse-
JINYUNOCh YMCI0 NaLMEHTOB, NPUHUMAIOLLMX TOpaceMUA,
00 60%. V13 cTaTHOB NaLyeHTbl NPUHUMANM CUMBaCTaTUH
B 60% cny4aes, atopsactatvH B 40%.

B rpynne 2 oTMe4YeHo CHMXeHMe 4acToTbl Npriema oc-
HOBHbIX HEMPO-FOPMOHAIbHbBIX MOAYNATOPOB U CTaTVHOB.
NHrnbutopsl AMN® /APA |1 K TpeTbeMy rofly HabnoaeHus
npuHumManu 32 (53,3%) naumenTa, bBAB — 35 (58,3%)
DOSIbHbIX, aHTArOHWCTbI anbaoctepoHa — 37 (47,4%) na-
UMeHToB, cTaThHbl — 21 (35%) GonbHbIX. [MypeTrkn Ha
NPOTSKEHMW TPeX NeT HabMOAEHWSA MPUHMAN OKONO
30% naumeHToB.

3a Bpems HabnoAeHMS NaLMeHTbI rpynmbl 2 MPUHUMAani
cnenyowe nHrMoutopbl AN® /APA II: 3Hananpun —
55%, nepunHgonpun — 20%, nusnHonpun — 15%, Mo-
Honpun — 10%. ObcnenyemMble NaUWeHTbl MPUHUMAaNM ce-
aylolme beta-6nokatopbl: Guconponon — 40%, akpu-
avnon — 25%, metonponon — 25%, ateHonon — 10%.
CpefHas [03a BepoLnMpoHa coctasmna 50 mr/cyt. M3
MOYEroHHbIX MpenapaToB obCneayemMble rpynmbl CTaH-
JAPTHOTO BefieHnd nonyyanu ypocemng — 70%, onysep

Table 2. Frequency of drugs prescription and taking by CHF patients in the groups of active and

conventional management

Ta6m/|u,a 2. YactoTta Ha3HayeHns u npuema npenapartos 6onbHbiMK XCH B rpynnax akTMBHOrro 1 CctraHAapTHOro BegeHuns

Drugs group Group 1/Tpynna 1 Group 2/ Tpynna 2
fpynna npenapatos Initially 1-st year 2-d year 3-d year Initially 1-st year 2-d year 3-d year
UcxopHo 1rop 2ropa 3ropa NcxopgHo 1rog 2ropa 3ropa
ACEi/ARA / nAM®/APA I, n (%) 106 (100) 101 (95.2) 92(92) 72(92.3) 105 (100) 78(75.7) 60 (68.9) 32(53.3)
B-blockers / BAB, n (%) 102 (96.2) 102 (96.2) 92(92) 72(92.3) 105 (100) 78(75.7) 60 (68.9) 32(53.3)
Aldosterone antagonists 85(80.1) 78 (73.5) 72(72) 56 (71.7) 84 (80) 72(67.9) 61(61) 37 (47.4)
AHTaroOHWCTbl anbAoCTePOHa, N (%)
Diuretics / puypetnku, n (%) 27 (25.4) 25 (25.4) 26 (26) 23(29.4) 26 (24.7) 30(29.1) 25(28.7) 18 (30)
Statins / ctatuHbl, n (%) 102 (96.2) 69 (65) 65 (65) 48 (61.5) 100 (95.2) 49 (47.5) 41 (47.1) 21(35)
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aldosterone antagonists — by 37 (47.4%) and statins — by
21 (35.0%) patients. About 30% of the patients received
diuretics within three year follow-up.

Patients of the second group received the following ACEi:
enalapril = 55%, perindopril = 20%, lisinopril = 15%,
monopril — 10% and B-blockers: bisoprolol — 40%,
carvedilol = 25%, metoprolol — 25%, atenolol = 10%. The
average verospiron dose was 50 mg/day. Patients of the
conventionally managing group received the following di-
uretics: furosemide — 70%, torasemide — 10%, hy-
drochlorothiazide — 20%. As for statins, simvastatin and
atorvastatin were taken by 65% and 35 % of patients, re-
spectively.

Changes of 6-minute walk-test distance. Initially distances of
6-minute walk-test were comparable in the both groups:
Me [10%;90%]=300[100;500] m (Fig.1).

Both groups demonstrated augmentation of the distance
by the end of the follow-up as compared to baseline. Group
1 showed significantly higher augmentation of the distance
than group 2 (p<0.05) after 1, 2 and 3 years of the fol-
low-up.

Changes of CHF FC. Table 1 presents initial distribution of
patients in accordance with CHF FC. Among patients of the
first group FC I was in 15 (14.2%) patients, FC Il —in 25
(23.5%), FCIll —in 44 (41.5%),FCIV—in 22 (20.8%)
patients. Among the second group FClwasin 13 (12.4%)
patients, FC Il —in 27 (25.7%), FC lll = in 45 (42.8%),
FCIV —in 20 (19%) patients. In other words, 62.3% pa-
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Figure 1. Dynamics of 6-minute walk-test distance in CHF
patients in the groups of active and conventional
management

Puc. 1. AMHaMK1Ka AUCTaHLMM TecTa 6-MUHYTHOWM XO4b0bI
y 6onbHbIX XCH B rpynmnax akTMBHOIO U CTaHZApT-
HOro BefeHus
* - p<0.05 between the groups 1 and 2/ no cpaBHeHMUIO C
NPOTUBOMONOXHOW rpynnou;
T — p<0.05 compared with the baseline values / no cpaBHe-
HUIO C UCXOLAHBIMU 3HAYEHUSAMMN

— 10%, rmnotmasng — 20%. CtaTuHbl Obinu Takxe npep-
CTaBfeHbI Fpynnov cMBactatiHa (65 %) 1 atopeacTatv-
Ha (35%).

[JnHamuka auctaHumm Tecta 6-MuHyTHOM X0AbbbI. ICXOQHO
ONCTaHUMK, NpeocfoneBaemMble NaLeHTaMuy B XO4e TecTa
6-MWHYTHOW X0Ab0bI, ObINK CONOCTaBMMbI B 06enx rpyn-
nax: Me[10%;90%]=300[100;500] M (puc. 1).

B 06enx rpynnax K KoHLy neprofa HabmogeHvs npo-
MN30LWWMO yBennyeHne AUCTaHUMKU Tecta 6-MWUHYTHOU
X0bObl MO CPABHEHMIO C UCXOLHBIM YPOBHEM. B rpynne
1 NPUPOCT ANCTaHLW B XOfe TeCTa 6-MUHYTHOW XOA4b0bI
ObIN 3Ha4YMMO BblLLE, YeM B rpynne 2, Yepe3 1, 2 n 3 roga
HabnogeHns (p<0,05).

[JuHamuka @K XCH. VicxogHoe pacnpenenerme naumeH-
TOB Mccnegyemblix rpynn no @K XCH npreegeHo B 1abn. 1.
B nepsovi rpynne | ®K 6biny 15 (14,2%) 6onbHbIX; I DK
—y25(23,5%); 1 OK —y 44 (41,5%); IVOK —y 22
(20,8%) GonbHbIX. Bo BTOpon rpynne | OK Obiny 13
(12,4%) 6onbHbIX; | DK —y 27 (25,7%); Il DK —y 45
(42,8%); IV DK —y 20 (19%) naumeHToB. T.e. B NnepBoin
rpynne 62,3% v Bo BTopou rpynne 61,8% obcnenyembix
B Hayane 1ccnefoBaHNs MMen NPorHocTMYeckn bonee
HebnaronpusaTHbIM II1-IV OK XCH. K TpeTbemy rofy Ha-
onoaeHns pacnpeneneHe 6onbHbIx Mo GK XCH nsme-
HUnocb. B nepsont rpynne | ®K 6bin y 19 (24,3%)
BonbHbIX; I DK —y 22 (28,2%); I DK —y 23 (29,4%);
IV OK -y 14 (17,9%) 6onbHbix. Bo BTopow rpynne | OK
Obiny 5 (8,3%) 6onbHbIX; | DK —y 10 (16,6%); IIl DK
—y27(45%);IVOK—y 19 (31,6%) naumeHToB. Taknm
obpa3oM, K TpeTbemy rofy HabnoOeHWs B rpynne akTuB-
HOro BegeHusa 1ona 60nbHbIX, nMeowmx 1=V OK XCH,
CHU3Unach 0o 47,3%. B rpynne ctaHOapTHOrO BeAeHNs
TeHAeHUMs obpaTHas - 1o 76,6 % yBenuynnace Aons na-
LIMEHTOB C NMPOrHOCTUYeCKM HebnaronpusTHbIMU DK XCH.

N3meHeHns IxoKl nokasatenen. dnHammka DxoKI noka-
3aTenen y 6onbHbix XCH rpynn akTMBHOMO U CTaHAAPT-
HOro BeAeHWs NpefcTaBnieHa B Tabn. 3. MaumeHTbl 0beurx
rpynn B Hayarne UccnefoBaHns Obiny COnocTaBUMBbI Mo
OCHOBHbIM DxOKT nokasatensim. Y HUX UMenucb yMepeH-
Has AMnaTtaums Nonocten Npeacepann 1 Xenyaoykos,
cHukeHne OB JIXX no 40%, sKCLeHTpUYeckas rmnepTpo-
dbursa Muokapga nesoro xenygouka (JIX), conposBox-
JAI0OLLAACA yBeNMYeHeM WMHOEKCa MacCbl M1okKapaa
nesoro xenynoyka (MMM JIXK), Hanuune 1-2 ctenexu
NeroYyHoV rmnepTeH3nm.

B nepBow rpynne 3a BpeMs HabnogeHUs N3MeHeHNs
pa3MepoB nNpeacepann n xenyno4kos, OB JIXK, a Takxe
MMM JTX Bbinn CTaTUcTnYeckn HeaHadmmMbiMu (p>0,05).
Mpu 3TOM Yepe3 3 rofa HabMoOEHWS OTMEYEHO CHUXKe-
Hue (p<0,05) yposHsa CAL B nerourHon aptepum (COJIA).

Y NauMeHTOB BTOPOW rpynmbl Yepes 3 roaa OTMeYeHo
3HauymMmoe (p<0,05) yBennyeHne NUHENHbIX U 00b-
€MHbIX Pa3MepoB Kamep Cepaua, TONWMHbI 3afHen
creHkn JIK, UMM JTIK, COJIA, a Takxe 3Ha4MMoe CHU-

280

PaynonaneHas ®apmakorepanus B Kapanonorumn 2011,7(3)



Importance of CHF active management / 3Ha4yeHne akTUBHOro BeeHus1 60/bHbix XCH

tients of the first group and 61.8% patients of the second
group had severe FC lll-1V at the beginning of the study.
CHF FC distribution had changed by the third year of the
follow-up. In the first group: FC I was in 19 (24.3%) pa-
tients, FC Il =in 22 (28.2%), FCIll =in 23 (29.4%), FC IV
—in 14 (17.9%) patients. In the second group FC | was in
5 (8.3%) patients, FC Il —in 10 (16.6%), FCIIl —in 27
(45%), FCIV —in 19 (31.6%) patients. Consequently, a
number of patients with FC lll-1V in the group of active
management decreased to 47.3% by the third year of the
follow-up. Group of conventional management had re-
verse trend: share of patients with prognostic unfavorable
CHF FC had increased up to 76.6%.

Changes of echocardiograpic parameters. Changes of
echocardiograpic parameters in the groups of active and
conventional management are presented in Table 3. Ini-
tially patients of the both groups were comparable by the
main echocardiograpic indices. They had moderate atrium
and ventricle dilatation, LV EF reduction to 40%, eccentric
hypertrophy of LV myocardium with increase of LV my-
ocardium mass index (LV MMI), pulmonary hypertension
of I-1l degree.

Atrium and ventricle dimensions, LV EF and LV MMI
had changed statistically not significant (p>0.05) in the
first group. Pulmonary artery systolic pressure (PASP) de-
creased after 3 years of the follow-up (p<0.05).

xeHne OB JIXK (p<0,05) kak No cpaBHEHMIO C UCXon -
HbIMU NapamMeTpamu, Tak 1 C aHaNorM4HbIMK nokasare-
namu rpynnel 1.

[uHamuka NT-proBNP. VicxoHO naumeHTbl obenx rpynn
Obinv conoctasnmbl Mo yposHio NT—proBNP (puc. 2). B
rpynne 1 B npouecce HabnoAeHNS OTMEYaeTCA He3HAYM -
Moe cHuxeHmne NT—proBNP co 110 nr/mn go 80 nr/mn
(p>0,05). Y nauMeHToB rpynnbl 2 Npu ANHAMUYECKOM
HabMoOeHUN OTMEYEeHO CyLLEeCTBEHHOE YBENMYeHne
NT—proBNP (p<0,05), npeBbiLLatoLLiee 3TOT NokasaTesb Y
OonbHbIX rpynnbl 1.

M3meHeHns nabopaTopHbix nokasatenen. \cxonHo naum-
eHTbl 06enx rpynnbl ObiY CONOCTaBUMbI MO OCHOBHbIM
nabopaTtopHbIM noka3zatensm 1 CKO (tabn. 4).

B nepBow rpynne oTMe4anocb HeJOCTOBEPHOE CHU-
XeHne ypoBHs obulero xonmectepuHa (OXC) go 4,7
MMOJSIb /N, XONecTepuHa AMNONPOTEUHOB HU3KOW MOT-
Hoctv (XC JTHI) po 4,01 Mmonb /1.

B rpynne 2 nmenacb obpaTHas TeHOEHUMS K yBennye-
Huio OXC 1 XC JTHM (p>0,05). Yepes 3 rona Habnome-
HWS OaHHble NOKa3aTenu y nauyeHTOB BTOPOW rpynmbl
Obinn 3Ha4MMo Bbiwe (p<0,05), YemM y NaLMEHTOB
rpynnbl 1.

Taknm obpa3om, Oonee afgekBaTHas Tepanus CTaTu-
HaMW y NaLVEeHTOB rpynnbl akTUBHOIO BefeHUs NpmBO-
anna K cHkeruio OXC m XCJITH.

Table 3. Changes of echocardiographic indices in CHF patients in the groups of active and conventional management
Tabnuua 3. AnHamuka IxoKI nokasatenen y 60nbHbIXx XCH B rpynnax akTUBHOFO M CTaHAAPTHOIO BeAeHUs

Index Group 1/Ipynna 1 Group 2 /pynna 2
Moxasarenn Initially 1-st year 2-d year 3-d year Initially 1-st year 2-d year 3-d year
WcxopgHo 1rop 2ropa 3ropa UcxopHo 1rop 2ropa 3ropga

LV SV, ml /YO JIK, mn 77.6£17 80.4+15.3 80.3+16.3 80.6+16.1 78.8+17.4 81.5+19 85.1+16.2 87+17*
LA ESD, cm / KCP /T, cm 4.36+0.44 4.41+0.38 4411034 441+0.35 440104 4.56+0.38*" 4.78+0.62*%" 4.84+0.64*
LV ESD, cm / KCP JIX, cm 4.9+0.89 5.08+0.9 5.16+0.84 5.25+0.81 5.04+0.89 5.27+0.91 5.53+0.84* 5.71£0.8*"
LV EDD, cm / KZIP JIK, cm 6.2+0.79 6.3+0.88 6.36+0.9 6.44+0.77 6.23+0.91 6.51+0.84 6.74+0.83* 6.9+0.82*"
LV ESV, ml / KCO JTIK, mn 118451 125+58.3 132451.1 134+50.8 120+£50.4 135+59 157+59* 170+50*
LV EDV, ml / KOO JIXK, mn 201+58 209+63.2 216160.1 218+61.8 202+60.4 219+64 243+66*" 258+65*
LV EF/®B JTXK, % 40.4+7.5 40+7.4 38.7+7.3 38.146.9 39.8+7.4 38.67.5 35.6+7.2%" 35.146.4*"
IVS thickness, mm 1.07£0.26 1.09+0.24 1.03+0.26 1.04+0.27 1.08+0.3 1.09+0.32 1.09+0.24 1.07£0.28
TonwwmHa MXIT, mm
LV PW thickness, mm 1.09+0.2 1.07£0.21 1.03+£0.18 1.02+£0.17 1.08+0.23 1.14+0.22 1.28+0.16*" 1.29+0.16**
TonwwHa 3CJ1XK, mm
LV MML, g/m? / UMM J1X, r/m? 153+47.7 156+48.4 157+48 156+40.8 154+47.4 172+41.9 186+40.6*" 194+48.7*
RA ESD, cm / KCP MM, cm 4.05+0.52 424044 4.18+0.5 4.16+0.55 4.07+0.54 4.47+0.4% 4.63+0.63*" 4.66+0.52*
RV ESD, cm / KCP X, cm 2.9+0.55 2.99+0.22 2.95+0.21 2.96+0.29 2.8+0.4 3.21+0.31* 3.3+0.27%" 3.35+0.33**
RV wall thickness, mm 0.59+0.08 0.58+0.05 0.57+0.04 0.57+0.03 0.59+0.07 0.6+0.08 0.61£0.07*" 0.6+0.04*"
TonwwHa cteHkn MK, Mm
PASP, mm Hg 49.8+11 4519.3 45.2+8.8 453+8.1" 49.7£11.2 49.9+9.5% 54.1£11.2% 57.4+11.3%

CANA, Mm pT. CT.

Data are presented as M£SD; *~p<0.05 between the groups 1 and 2; +-p<0.05 as compared to the initial values
[laHHble npencrasneHs B Buae M=SD; *-p<0,05 mexay rpynnamu 1 v 2; +-p<0,05 no cpaBHEHMIO C UCXOAHBIMM 3HA4YEHNAMU

SV-stroke volume, ESD-end systolic dimension, EDD-end diastolic dimension, ESV-end systolic volume, EDV-end diastolic volume, IVS-interventricular septum, PW~-posterior wall,

MMI-myocardium mass index, LV-left ventricle, LA-left atrium, RA-right atrium, RV-right ventricle, PASP-pulmonary artery systolic pressure

YO-ypapHblit 06bem, KCP-koHeuHbIn cuctonmyeckii pasmep, KIP-KoHeyHbIN avactonmseckiin pa3mep, KCO-KoHeuHbIn cuctonnyeckmin 0bbem, KIO-KoHe4HbIM AnacTonnyeckii
0bbem, MXI-mexoxenynoqkosas neperopogka, 3C-3aaHss crerka, IMM-nHaEKC Macchl Mokapaa, JIX-nesbir xenynodek, JM-nesoe npeacepave, MM-npasoe npencepave,
MX-npasbin xenynoyek, CAJTA-cucTonuyeckoe AaBneHme B NEro4HON apTepum
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Figure 2. Changes of NT- proBNP in CHF patients in the

groups of active and conventional management
Puc. 2. AnHamuka NT-proBNP y 6onbHbix XCH B rpynnax

aKTWUBHOIO U CTaHAAPTHOMO BefieHuUs

Data are presented as Me [10%; 90%]/ [laHHble NpeacTaB-

neHbl B Buae Me [10%; 90%];

* — p<0.05 between the groups 1 and 2/ no cpaBHeHMIO €

NPOTMBOMONOXHOW rpynmnomn

Patients of the second group showed significant
(p<0.05) increase in heart chambers linear and volumet-
ric dimensions, LV posterior wall thickness, LV MMI, PASP
and significant decrease in LV EF (p<0.05) as compared to
both baseline parameters and to these indices of the first

group.

o ypOBHIO XOnecTeprHa TUNOMNPOTENHOB BbICOKOW
nnotHocT (XC J1BM), Tpurmnuepuaos, remornobuHa,
MOYeBOM KMCNOTbI, KpeaTuHuHa 1 CKD 3Ha4YnMbIx pas-
NNYMA He BbISBNEHO.

B TeyeHmne HabnogeHWs y naumeHToB obeux rpynn
oTMeyeHo yBennyerme B4CPE (p>0,05). AnuHamumka
BY4CPE y GonbHbIX 00eunx rpynnax Ha npoTsXeHUK
Tpex net conoctasumMa (p>0,05). OnHaKo BepXHASA
rpaHuLa M3MEHEeHNd NPU3HaKka y nauyeHToB rpynnbl
2 Obina bonblie, Yem y OOMbHbLIX FPYNMNbl aKTUBHOIO
HabnogeHns.

[JuHamuka ALl n HCC. B TedeHme Tpex NeT HabniogeHns B
rpynne 1 otMedanoch cHuxeHve CAL n AL, He noctu-
raBLLUee CTaTUCTn4eckor 3Hadrmoct (p>0,05) (Tabn. 5). B
rpynne 2 vMenacs obpatHas TeHOEHUMS, K TpeTbemy rogy
CAL v JAL NOBLICUNMCE NO CPABHEHMIO C UCXOAHBIMW OaH-
HbiIMM (p>0,05). YkaszaHHble TeHOEHLMW MK3MEHEeHUs
ypoBHs ALl CnocobCTBOBANM TOMY, HTO K TRETHEMY rofly Ha-
bnioperns CAL v OAL y naumeHtoB rpynnbl 1 Obiin
3Ha4YMMO Huxke (p<0,05), Y4eM y NauUMeHTOB rpynbi 2.

3a BCe BpeMsi HabNOAEHMS Yy NauMeHToB rpynnbl 1
ycTaHoBeHo 3Ha4mmoe (p<0,05) cHxeHne YCC kak no
CPaBHEHWIO C CXOAHbBIMM AaHHbIMMK, Tak 1 ¢ HCCy 6orb-
HbIx rpynnbl 2. AnHammnky YHCCy naumeHToB rpynnbl 2 He
BbISIBJIEHO.

Yactota pasBuTus CepAEYHO-COCYANCTbIX OCTOXHEHMM. B
rpynne aktneHoro BegeHns CCO B NepBbIv rof, pa3su-
nmcb y 25 (24%) naumeHToB; BO BTOpoOW rog — y 34
(34%); B Tpetun — y 39 (50%) GonbHbIX (Tabn. 6). 13

Table 4. Laboratory indices dynamics in CHF patients in the groups of active and conventional management
Tabnuua 4. AnHamuka nabopaTopHbIX NokasaTtenen y 6onbHbIXx XCH B rpynnax akTUBHOMO U CTaHAApPTHOrO BeAeHuUs

Index Group 1/Tpynna 1 Group 2/ Tpynna 2
Moxasarenn Initially 1-st year 2-d year 3-d year Initially 1-st year 2-d year 3-d year
WcxopgHo 1roa 2ropa 3roga WcxopgHo 1rop 2ropga 3ropga

TCS, mmol/I
OXC, MMONb/NT 5.35+1.32 5313 4.71£0.6 4.7+0.61 54114 5.51+1.12 5.63+1.3*% 5.62+0.9%
DL, el 425+081 424078 415£078 401082 43408 434081 435£09 435+0.88*
XCﬂHn,MMOJ’Ib/ﬂ T R T T R R U T
JDL & el 114048 0.94£0.4 09+04 0.94+0.14 1154061 09062 085062 094017
XC 1B, mmonb/n e e i R e e D e
TG, mmol/I
T, MMOb/T 1.41£0.68 1.41£0.65 1.48+0.7 1.48+0.68 1.41£0.68 1.48+0.71 1.51£0.88 1.59+0.88
Hemoglobin, g/l
[eMOrAo6ME, it 145+18 145+14.9 14517 140£17.9 1441141 141+15.8 14016 138+16.2
Uric acid, mpmol/I
MoueBas Kncnota, 264+90 314492 320+89 329+92.6 270+95.4 321+93.6 3314931 335+100.6
MKMOb/N
Creatinine, mpmol/I
KpeaTuHiH, MKMofb/ 98+16 95+15.6 99+16.5 99+16.6 100+17.6 100+17.7 101+18.3 101+17.6
GFR, ml/min/m?
CKOD, Mn/MAH/M 85.4+18.8 84.4+ 20 82.4+19.9 81.6+20.9 85.6+£19.8 82.6+17.3 79.1£14.9 77.6+13
Sl 14007;83]  23[09;124] 300051231 3000612 ; ; ; ;
BUCPE, 4[07;83] 30091241 3.0[05;12.3] 0006121 15007104  21[09;17.2] 3.2[1;30] 3.2[1;30]

Data are presented as M=SD and Me [10%; 90%]; *~p<0.05 between the groups 1 and 2
[anHble npencrasnensl B Buae M=SD v Me[10%; 90%]; * — p<0,05 mexay rpynnamu 1 1 2

LDL CS-low density lipoproteins cholesterol, HDL CS-high-density lipoproteins cholesterol, TG-triglycerides, GFR—glomerular filtration rate

XC JIHM-xonecTepnH NnonpoTenHoB Hir3koi nnotHocT, XC JBM-xonecrepuH NMnonpoTterHoB BbICOKOM noTHoCTY, TT-Tpumuuepuabl, CKD-ckopocTs knyboukosor dunsrpaLim
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Changes of NT-proBNP. Initially patients of the both
groups were comparable by NT-proBNP level (Fig.2). Not
significant (p>0.05) reduction in NT-proBNP level from
110 pg/ml to 80 pg/ml during the follow-up was re-
vealed in the first group. The patients of the second group
showed significant increase in NT-proBNP level (p<0.05)
that exceeded this in the first group.

Changes of laboratory indices. Initially patients of
the both groups were comparable by the main laboratory
indices and GFR (Table 4).

The first group showed insignificant decrease in total
cholesterol (TCS) level to 4.7 mmol/I and cholesterol of
low density lipoproteins (LDL CS) to 4.01 mmol/I.

The second group demonstrated the reverse tendency:
TCS and LDL CS levels increased (p>0.05). These indices
were significantly higher in patients of the second group
(p<0.05) than these in patients of the first one 3 years
later.

Therefore, more adequate treatment with statins in the
group of active management contributed to reduction in
TCS and LDL CS levels.

Levels of high-density lipoproteins cholesterol (HDL
CS), triglycerides, hemoglobin, uric acid, creatinine as well
as GFR did not distinguish significantly in the groups dur-
ing follow-up.

Level of SsCRP increased in the both groups within the
follow-up (p>0.05). Variations of SSCRP levels in the both
groups were comparable over the period of three years
(p>0.05). However, upper boundary of index variation
was higher in the second group patients as compared to
patients of active management group.

Dynamics of BP and HR. For three years of the follow-up
the first group patients had insignificant SBP and DBP de-
crease (p>0.05) (Table 5). Patients of the second group
showed the reverse trend: SBP and DBP increased by the
third year of the follow-up as compared to the baseline

obuero 4mcna CCO NpakTMYeckn y NMONOBUHbI OOMbHbIX
3a BpeMs HabniofgeHns nMenach gekomneHcaums XCH.
YxyauweHue TedeHns XCH B nepBbivt rof Obino y 15
(14%) 6onbHbIX; BO BTOpon —y 19 (19%); B TpeTUn —
y 20 (25%) naumeHToB. [OBTOPHbBIN MHMAPKT MMOKapaa
B MepBbI rof pa3suncay 3 (3%); Bo BTopont —y 7 (7%);
BTpeTMn —y 9 (12%) naumeHToB. JleTanbHbIN MCxom, Ha-
cTynun B nepsbint ron y 7 (7%); Bo BTopon —y 8 (8%);
B Tpetnn —y 10 (13%) 6onbHbIX.

B nepBow rpynne OonbHbIX 3a BpeMs HabntogeHus oT-
MedeHa TeHaeHUMs K yBenundeHuto Ymcna CCO. Tak, Yepes
3 roga HabmogeHWs Kaxabii BTOPOW MauMeHT VMen
yXyOLleHe cepaeyHon OeATeNbHOCTU, KaXkAbI YeTBep-
TbIV NALMEHT ObIN rOCMUTANM3UPOBAH NO NMOBOAY LEKOM-
neHcaumm XCH, y KaXgoro BOCbMOro 00fbHOro
pa3BMBanCs NOBTOPHbIV MH(APKT MUOKapAa N ObIn ne-
TaJIbHbIV UCXOL,

B rpynne 2 CCO B nepsbin rof pa3sunmncb y 53 (51%)
naLMeHTOB; BO BTOPOM rod — y 56 (64%) BonbHLIX; B
Tpetuii ron — y 60 (100% ) obcneayembix (1abn. 6).

Y OonbWMHCTBA OOMbHBIX OTMeYeHa AeKoMMNeHcaLUms
XCH. YxyauweHue TedeHns XCH B nepBbin rof Obino y 33
(32%) naumeHToB; BO BTOpon — Yy 33 (38%); B TpeTUin —
y 34 (57%) 60onbHbIX. [TOBTOPHbIA MHMAPKT M1OKapaa B
nepsbIV rof, passuncay 9 (9% ) naumeHToB; BO BTOPOM — Y
11 (13%); B Tpetuin —y 11 (18%) GonbHbIX. JleTanbHbIn
ncxon, Hactynvn B nepebin rogy 11 (11%) naumeHToB; BO
BTOpon —y 12 (14%); B Tpetin —y 15 (25% ) OOMbHbIX.

B rpynne 2 guHamuka CCO Gbina Gonee TpeBoXHas,
4eM B rpynne 1:y nonoBuHbl OONbHbIX B NMEepPBbIN 1 BTO-
POV rofpl V'Y KaXk40ro nauyeHTa B Te4eHye TpeTbero rofga
HabnoaeHus otMederbl CCO. K okoHYaHMio Habnione-
HUS KaXbI BTOPOW NaLeHT Obi rocnrTanm3mnpoBaH no
nosofy fekomneHcaumm XCH, y kaxaoro natoro 60onb-
HOro Pa3BMCA MOBTOPHbIV MHAAPKT MOKapAa, Kaxabivi
YeTBepPTbIN NALMEHT yMep.

Table 5. BP and HR dynamics in CHF patients in the groups of active and conventional management

Tabnuua 5. AnHamuka nokasatenen AL u YCCy 6onbHbIX XCH B rpynnax akTMBHOMO U CTaHAAPTHOIO BeleHUs

Index Group 1/Tpynna 1 Group 2/ Tpynna 2
fokasateny Initially 1-st year 2-d year 3-d year Initially 1-st year 2-d year 3-d year
WcxopHo 1rop 2ropa 3ropa NcxogHo 1rop 2ropa 3ropa
SBP, mm Hg / CAl, mm pr.CT. 127 125 125 120 127 125 125 120
[100; 159] [105; 148] [105; 140] [100; 140]* [100; 159] [105; 148] [105; 140] [100; 1401*
126 139 139 146 126 139 139 146
[100; 160] [100; 150] [100; 152] [112;170] [100; 160] [100; 150] [100; 152] [112;170]
DBP, mm Hg / AA[l, Mm pT. CT. 75 75 75 70 75 75 75 70
[60; 100] [60; 90] [60; 95] [60; 90]* [60; 100] [60; 90] [60; 95] [60; 90]*
75 77 75 85 75 77 75 85
[60; 100] [70; 100] [70; 100] [70; 100] [60; 100] [70; 100] [70; 100] [70; 100]
HR /4CC 71 64 64 64 71 64 64 64
[60; 80] [58; 76]*! [51; 76]" [51; 72]* [60; 80] [58; 76]*! [51;76]" [51;72]*
72 70 67 70 72 70 67 70
[60; 80] [60; 92] [58; 75] [60;80] [60; 80] [60; 92] [58; 75] [60; 80]
Data are presented as Me [10%; 90%]; *~p<0.05 between the groups 1 and 2; +-p<0.05 as compared to the initial values
[laHHble npencraeneHs B Buae Me[10%; 90%]; *~p<0,05 no cpaBHeHMio C MPOT1BONONOXHOM rpynnou; +-p<0,05 No cpaBHEHWIO C YCXOAHBIMM 3HAYEHNAMM
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data (p>0.05). Thanks to these tendencies SBP and DBP
levels in patients of the first group were significantly lower
(p<0.05) than these in patients the second group by the
third year of the follow-up.

Over the whole follow-up period the first group pa-
tients showed significant (p<0.05) decrease in HR as
compared to both initial data and HR in the second group
patients. The second group patients did not have any dy-
namics in HR over the follow-up.

The frequency of cardiovascular complications occurrence. In
the group of active management CVC manifested in 25
(24%) patients during the first year of the follow-up, in
34 (34%) — during the second one and in 39 (50%) pa-
tients during the third year (Table 6). CHF exacerbation
accounted for about a half of the total number of CVC. 15
(14%) patients had CHF exacerbation during the first
year, 19 (19%) — during the second one and 20 (25%)
patients — during the third year of the follow-up. My-
ocardial re-infarction occurred in 3 (3%) patients during
the first year, in 7 (7%) — during the second year and in
9 (12%) — during the third year of the follow-up. 7 (7%)
patients died during the first year, 8 (8%) — during the
second year and 10 (13%) patients — during the third
year of the follow-up.

A tendency to increase in CVC number was observed
in the first group over the follow-up period. After three
years of the follow-up every second patient had CHF ex-
acerbation, every forth was admitted to hospital because
of this reason, every eighth experienced myocardial re-in-
farction or died.

In the second group 53 (51%) patients had CVC during
the first year of the follow-up, 56 (64%) — during the sec-
ond one and 60 (100%) — during the third year (Table 6).

Majority of patients experienced CHF exacerbation
over the follow-up period. CHF exacerbation occurred in
33 (32%) patients during the first year, in 33 (38%) —
during the second year and in 34 (57%) — during the
third year of the follow-up. 9 (9% ) patients had myocar-
dial re-infarction during the first year, 11 (13%) — during
the second year and 11 (18%) — during the third year.
11 (11%) patients died during the first year, 12 (14%) —
during the second year and 15 (25%) — during the third
year of the follow-up.

[lns onpepeneHns BNVSHUS Pa3fvYHbIX CNOCOOOB Be-
LeHus bonbHbIX Ha pa3BuTe CCO Bblnm NOCTPOEHBI KPK-
Bble BpeMeHU HacTynneHus HebnaronpusTHbIX CODbITUIA
(KannaHa-Mewepa) c aHanv“3oM fOCTOBEPHOCTI Pa3fu-
4MI NPO MoMoLLM TecTa Log-rank. YctaHoBneHo, 4To Be-
poATHOCTb pa3BuTMa CCO y NauneHTOB Npu akTBHOM
BEAEHUM K TpeTbeMy roAy HabfiodeHUs 3Ha4YvMo
(p=0,04) MeHblle, 4eM y NaLMeHTOB NPU CTaHAAPTHOM
BedeHnn (puc. 3). BepoaTHOCTb pa3BUTUSA LeKOMIeHCa-
L XCH y naumeHToB Npu akTMBHOM BeeHNM B Teye-
Hue 3 neT 3Ha4mmMo (p=0,001) mMeHbLLe, Yem Yy BOMbHbIX
npu CTaHaapTHOM BeaeHum (puc. 4). BeposTHOCTb pas-
BUTUS MOBTOPHOro MHMapkTa Muokapaa y OosbHbIX
obenx rpynn cyLlecTBeHHO He pasnu4yaetcs (p=0,21)
(puc. 5). HanpoTuB, BEpOSATHOCTb Pa3BUTLS NIETANIbHOTO
ncxona y 6oNbHbIX NPU akTUBHOM BeieHUU K TPETbeMy
rogy HabnogeHns 3HaunMo MeHblie (p=0,04), yem y
BOorbHbIX NPW CTaHAAPTHOM BefdeHun (puc. 6).

OOGcyxaeHune

CornacHo AaHHbIM POCCUINCKOro nccnegoBaHms IM0-
XA-O-XCH, borbHbIX, 00paTUBLUMXCSA B MeOULIMHCKME Y4 -
pexxaenuns ¢ amarHozom XCH, neyat no caMoMy BbICOKOMY
cTaHpapTty: B 87% cnydaeB Ha3HadatioTca MAMD u B
57% — Geta-Onokatopsl [12]. OnHako UccnenoBaHme
SMOXA-XCH, npoBefeHHOe B penpe3eHTaTUBHOW Bbl-
Oopke, Nokaszano, 4YTo 3Ta KapThHa OOMaHYMBa U B aM-
OynaTopHbIX YCNOBKMAX OOMbHbIE NepecTaloT NPUHNUMATb
PeKOMeHZ0BaHHYI0 Tepanuio. Tak, YactoTta npvema nAIN®
nanaet oo 37%, beta-6nokatopos — no 15% [13].

MpoBeaeHHOe HaMK 1CCneoBaHe ObIo Hanpasne-
HO Ha oLeHKY 3(HEKTUBHOCTM akTMBHOIO KOHTPOSA 3a CO-
cTosiHMeM naumeHToB ¢ XCH no cpaBHEHWMIO CO CTaH-
JAPTHOWM NPaKTUKOW Bef,eHWs TakMx naumeHToB. [Mpu craH-
JapTHOW NpakTnKe Ha aMOynaTopHOM 3Tane UHrMbNTo-
pbl AM® /APA II, BAB, aHTaroHNCTbl aNbAOCTEPOHA NPU-
HYMan TONbKO KaX bl BTOPOW MaLMEeHT 1 KaXK bl Tpe-
TV BONBbHOW MOMyYan CTaThHbI, YTO COBMAZAAET C AAHHbIMM
nccnepoBanms IMOXA-XCH [13]. daHHble 3TOro nccne-
[loBaHus onybnkoBaHbl B 2006 r., HabmoaeHne naum-
€HTOB B Halllen pabote npooamnocs ¢ 2007 no 2010 T,
TO eCTb B NOC/IefHMe rofbl YaCcToTa NpreMa NeKapCTBEH-
HbIX MPEenapaToB OCHOBHbIX MPYMM CYLLEeCTBEHHO He 13-

Table 6. CVC occurrence in CHF patients in the groups of active and conventional management
Tabnuua 6. YacroTta passutus CCO y 6onbHbix XCH B rpynnax akTUBHOrO U CTaHAAPTHOMO BefleH s

P Index
Mokasarenn

Group 1/Tpynna 1

Group 2 /Tpynna 2

1-styear/1rop 2-dyear/2ropa 3-dyear/3ropa

1-styear/1ropg 2-dyear/2ropa 3-dyear/3roga

Total number of CVC/ O6uee uncno CCO, n (%) 25(24) 34 (34) 39 (50) 53(51) 56 (64) 60 (100)
CHF exacerbation / Yxypawetue XCH, n (%) 15(14) 19(19) 20 (25) 33(32) 33(38) 34(57)
Myocardial re-infarction / MostopHbiit UM, n (%) 3(3) 7(7) 9(12) 9(9) 11(13) 11(18)
Lethal outcome / lletanbHbiin ncxog, n (%) 7(7) 8(8) 10(13) 11(11) 12 (14) 15 (25)
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The second group showed more worrisome tendency
of CVC rate in comparison with the first group: a half of
the patients developed CVC during the first and the sec-
ond years of the follow-up and each patient — during the
third year. By the end of the study every other patient was
admitted to hospital due to CHF exacerbation, every fifth
patient developed myocardial re-infarction and every forth
patient died.

To evaluate effect of different tactics of patients
management on CVC rate we plotted curves of adverse
events occurrence depending on time (Kaplan-Meier)
with estimation of distinctions significance by Log-rank
test. It was found out that risk of CVC by the third year
of the follow-up was significantly lower (p=0.04) in
actively managed patients than this in conventionally
managed ones (Fig.3). Over three years a risk of CHF
exacerbation was significantly lower (p=0.001) in ac-
tively managed patients than this in conventionally
managed patients (Fig.4). A risk of myocardial re-in-
farction didn’t distinguish significantly in the both
groups (p=0.21) (Fig.5). In contrast, a risk of lethal
outcome by the third year of the follow-up was signif-
icantly lower in the group of active management
(p=0.04) than this in the group of conventional man-
agement (Fig.6).

Discussion

Russian EPOKHA-O-CHF (Epidemiology Study of Patients
in European Part of Russia — Medical Consultation — CHF)
study showed that patients with CHF receive treatment rec-
ommendation in accordance to update guidelines: ACEi are
prescribed in 87% of the cases and B-blockers —in 57%
[12]. However EPOKHA-CHF study demonstrated other facts
- being discharged from a hospital patients give up pre-
scribed treatment. Thus, incidence of ACEi use declines to
37% and B-blockers —to 15% [13].
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Figure 4. Kaplan-Meier curves of cumulative probabilities
of CHF exacerbation absence in the groups of
active and conventional management
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Figure 5. Kaplan-Meier curves of cumulative probabilities
of myocardial re-infarction absence in the groups
of active and conventional management
(Log-rank, p=0.21)

Puc. 5. Kpusble KannaHa-Meliepa KymynsiTMuBHOW BepoO-
STHOCTW OTCYTCTBMSI MOBTOPHOIO UHbapKTa MUO-
KapAa B rpynnax akTMBHOIO U CTaHAAPTHOIO
BegeHus (Log-rank, p=0,21)
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Figure 3. Kaplan-Meier curves of cumulative probability of
CVC absence in the groups of active and
conventional management

Puc. 3. Kpusbie KannaHa-Melepa kymynsiTMBHOWN BepoO-
ATHocTK oTcyTcTBMsi CCO B rpynnax akTUBHOMO U
CcTaHJapTHOroO BeeHuUs

Figure 6. Kaplan-Meier curves of cumulative probabilities
of the lethal outcome absence in the groups of
active and conventional management

Puc. 6. Kpusble KannaHa-Meliepa KyMmynsiTUBHOW BepO-
ATHOCTW OTCYTCTBUSI NETANIbHOTO UCXOAaA B rpyr-
nax akTMBHOIO U CTaHAAPTHOIO BeAEHUS
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Our study was aimed to evaluate an efficacy of active
control of patients with CHF in comparison with conven-
tional practice of these patients management. When
managed conventionally only every other outpatient received
ACEi /ARA, B-blockers and aldosterone antagonists and every
third patient took statins. This data corresponds to
EPOKHA-CHF study results [13] which were published in
2006. Our study was carried out from 2007 to 2010: it
means that recent incidence of basic drugs taking has not
changed significantly. Besides, unrecommended medicines
were prescribed (atenolol), doses of ACEi/ARA and B-block-
ers were lower in the second group than these in the first
one, while frequency of furosemide prescription was
higher in the second group.

Active outpatient control facilitated to higher compli-
ance to basic neurohormonal modulators taking in max-
imally tolerable doses. However statin taking rate in IHD pa-
tients with CHF didn’t exceed 65% even in active man-
agement.

Actively managed patients with high compliance to ACEi
therapy demonstrated heart remodeling slow-up and pul-
monary artery BP reduction within three year follow-up. At
the same time CHF patients of the second group, who re-
ceived inadequate therapy, showed heart remodeling
progression, LV EF decrease, and pulmonary artery BP raise.

Besides, active control of CHF patient’s treatment pre-
vented increase in neurohormonal mediators activity,
while insufficient doses of the main drugs resulted in raise
of neurohormonal activity that is unfavorable prognostic
factor.

By the third year of the follow-up actively controlled pa-
tients with high compliance to ACEi, B-blockers and al-
dosterone antagonists taking had two times less cases of
CHF exacerbation, lethal outcomes and total number of CVC
than conventionally managed patients. At the same time
a risk of myocardial re-infarction was similar in the both
groups.

Patients of the both groups had similar training course
but different outpatient management. Conventionally
managed patients gave the following reasons of low
therapy compliance: absence of cardiologist in residential
outpatient clinic; not prescribing all essential medicines by
a doctor in outpatient clinic; patient’s underestimation of
their state severity; loss of the knowledge received during
the training.

Conclusion

The training program and active outpatient management
during three years in patients with CHF improved patient
compliance to pharmacotherapy and their clinical state as
well as reduced a number of unfavourable events.

MeHunace. Kpome TOro, HasHa4anmMcb HepekoMeHOo-
BaHHble npenapatbl (aTeHonon), A03bl MHIMOUTOPOB
AN®/APA II, BAB B rpynne 2 Obinn HUXe, YeM B rpynne
1, a 4acCToTa Ha3Ha4YeHua PypoceMmnaa BblLLe.

AKTUBHbI aMOYnaToOPHbIN KOHTPOSb CMOCOOCTBOBAT
Donee BbICOKOW MPUBEPKEHHOCTU MPUEMY OCHOBHbIX
HeVpO-ropMOHanbHbIX MOLYNIATOPOB B MaKCMMasbHO
nepeHocUMbIx Jo3ax. OgHaKo NpreM CTaTUHOB Y DOb-
HbIX XCH rLwemMn4eckoro reHesa faxe npy akTMBHOM Ha-
onoaeHun He npesbiwan 65%.

Y NauMeHTOB rpynbl akTUBHOTO HabMOAEHUS, UMEIO-
LMX BbICOKYIO MPUBEPXEHHOCTb NMPUEMY NHIMOUTOPOB
AT, B TedeHMe 3 neT HabnoAeHNS OTMeYEHO 3ameaJie-
HMe MPOLLEeCCOoB PEMOAENMPOBAHMA CEPALIA U CHUXKEHWe
[aBleHUs B NEFOYHOM apTepun. B TO e Bpems Ha oHe
HealeKBaTHOW Tepanuu Ha aMOynaTopHOM 3Tane y na-
umeHToB XCH rpynnbl 2 nporpeccupoBanyt peMonenm-
poBaHMe MuoKapAa, cHukeHue OB JIK, noBbiweHne
OABJeHVI B TEFOYHOW apTepun.

Kpome Toro, npm akTMBHOM KOHTPOJE 3a NaLmMeHTaMu
afekBaTHO nposoaumMas Tepanua XCH npenarcrsosana
MOBbILLEHWIO aKTUBHOCTU HEMPOrOPMOHaIbHbIX Meana-
TOPOB, @ HefOCTaTOYHbIM MPVEM OCHOBHbIX Fpynn ne-
Ka|pCTBEHHBbIX MPEenapaTos B rpynne 2 crocobcTBOBan Ha-
PaCTaHWNIO HEVPO-FOPMOHANBHOW aKTMBHOCT, HYTO SIBNAETCA
NPOrHOCTUYECKM HEDNAronpPUATHBIM (PaKTOPOM.

Y nauMeHTOB rpynnbl akTMBHOro amMbynaTtopHoOro
KOHTPONS, VIMEIOLLMX BbICOKYIO MPUBEPKEHHOCTL Npue-
My UHTrMouTopoB AMN®, BAB 1 aHTaroHUCTOB anbaocTe-
POHa, K TPETbEMY rofly HaboAeHMSs KONMYEeCTBO Cryya-
eB fekomneHcaummn XCH, netanbHbIX MCX0O0B, obLLero
yumcna CCO Obino B ABa pa3a MeHblLe, Yem B rpyrnmne CTaH-
[lapTHOro BefeHus. [pur 3ToM B TedeHe 3 neT HabnoaeHms
BEPOATHOCTb MOBTOPHOIO MHMapKTa M1oOKapda y nauu-
eHTOB 0beux rpynn Obina oOMHAKOBA.

MaumeHTbl 06enx rpynn NpoXoAnIV OAHOTUMHOE 06-
yqeHne, pasnnyns 3ako4anincb B opraHmaunm amoy-
naTtopHoro HabnofeHVs. B kadyectBe 0ObACHEHWS MPUYNH
HM3KOW MNPUBEPXKEHHOCTU NIeYeHMIo DoNbHble CTaHAapPT-
HOW rpynnbl BeAEHWS BbICKa3blBaaV ClefyloLme: oTCyT-
CTBME Kapauvonora B NOIMKIMHWUKE, HEHa3HavYeHve BCex
rPynn nekapcrBeHHbIX CPeACTB BPAYOM NOAVIKITMHVIKY, He-
LOOLLeHKa CTeneHu TAXECTM CBOEro COCTOAHNA NaLMeH-
TOM, yTpaTa 3HaHWI, NONyYeHHbIX MPY 00yHeHUM.

3aKknioyeHue

MpoBoaVMas nporpamMmMa obydYeHUs 1 akTUBHOE aM-
OynaTopHoe BefeHve B TedeHe 3 ety 6onbHbix XCH cro-
CO6CI'BOBaJ'II/| NOBbILLIEHWIO MPUBEPXEHHOCTM NALLMEHTOB
MeanKaMeHTO3HOM Tepanum, ynydLeHnio KIMHUYeCKoro
COCTOSIHMA BONBbHbIX M YMEHbLLEHMIO Y1Ca Hebraronpum-
ATHbIX CODBITN.
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