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EUROASPIRE - III

Ne DaKTOPHI PUCKA Jannbie 12 cTpan, JlanHble 22 cTpaH,
/1 ceHTsiOps 2008 1. (N = mapt 2009 r.
4366) (n =9000)

1. | Kypenue 16 % 17%

2. Oxupenue 43 0% 35 0p

3. ADIOMHHAJIBHOTO 0)KHPEHHE 62 % 5395

4, AJI >140/90 (> 130/80 mpu CI) 71 % 56 9%

S. Xos1ecTepuH BhILIE 1EJ1eBOro 79 % | 51 %
ypoBHs (> 4,5 MMOJIB/1)

6. Caxapubiii 1uader 3995 25 Oy

7. HexonrposmpoBannbiii CII HBAlc | 47 04 | 90 9%
> 6,5% |

Bbopbba c pakTopaMmm pucka HeobxoammMma He TONbKO

B NEpPBUYHOMN, HO U BO BTOpMYHOMN npodpunaktuke CC3 ! ESC, 2010
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MeTtabonimyeckmn CUHAPOM M
accouMmpoBaHHble (paKTopbl pucka CC3

NUHCYNNHO-
PE3UCTEHTHOCTb

N'MnepteH3usn

A6a0M. OXXupeHue

f'MNnepuHCYyNIuH-A
Onaber
Mnepkoarynayumsa
OvcnunupemMmunsa
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o A JIMHTM
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JHAaoTenuanb-
HaA

anchpyHkums

Deedwania PC. Am J Med 1998;105(1A);1S-3S.



Life's Simple 7

12

SHEART INSIGHT

someone who has dabetes keep his or her sysiohc
biood pressure under 130 mmiHg and diassiolic blocod
pfmrel.mdef&)mmHg And anyone over age 40

o has diabsfes plus one or more major OVD nisk
factors, such == overwesght or haigh biood pres=sure,
neads to ke=sp LD (bad) cholesteral fevel balow 100

ociclyone sstof Ffestyle recommmendastons o=
trod all fwee condiSons:

Msaint=in a healthy weght Body mass mdex be-
tween 185240,

Get regular physical activity: 150 or more manuies
a wesak of moderate activity, or 75 or more minutes
a week of wgorous achivity or a combinabor: and
L Don srmoice

While malkong these dhanges may be GfficuiE, you
will quickdy see benefits. For exampie, losing ust five
pounds can significantly reduce your risk for heart
disease And just a few days sfier guiiing ssnolong —

sople with dabetes are at significantiy high-
(CVD) than peopl= without this maisboliic dis—
order. At least 65 percant of peopie the US. who have

once the mcobne and carbon monoxide ase cleared
from your body — your biood pressase probably will go
down, and leveis of oxygen and carbon monoaode in
yousr blood should refusm to normal

disbetes die from CVD., and ressarch sug-
gests that cholesisrol and biood pressure
levels should be mondfored and treated as

carefully as nsulin levels

Elaevated blocod pressure and high cho-
festerod are the common and potentiaily e
thal nks between dabetes and CVD. Two
n five pecopie with dabetss have poor cho-
lesterol control, one in three has poor blcod
praessure ocontrol and ons In five have poor
glucose conbrol

i dabetes is caught early on. 2 combe-
nation of medication and Hestyle changes
g‘lgreeﬂyirrprovelongeﬁtyandq.awaf

The first step is 10 undersiand that op-
timsail blood pressure and cholesi=rd levwals
for people with dabetes =re hmgher than
for pecpie without diabetes. The Amencan
Heart Associafion {(AHA) recommends that

- AUFSUST 20130

Life's Simple Seven In A Nutshell
Cardiovasosisr hesith encompasses two basc components: idesl
health behawors, and ideal haallh faciors.

The be?unors ndude not smoking, mani=ning a2 heﬂty wqfﬂ.

The hasith factors mdude blood pressare, fastiing blood glucose
and ioéal cholestaerol levels that are within fie AHASs recommendead
range — prefersbily wishout needing medicabon o keep them e

wmwmm@mymmm

ward o a befier quality of Fe and mowving fowssd excallent heart
health




MHo>xecTBeHHble CC (pbaKTOpbl pUCKa

NPUBOAAT K BbiICOKOMY pucky CC3
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7 MMOJb/JT KypeHme My>kckomn

MMOJ‘Ib/J‘I Mors
YBETINUEHNERECTBANPAKTOPOB pUCKa

\

*CpaBHeHME - XeHLWmHa 6e3 anabeta, He KypuT, B Bo3pacTte 50 neT ¢ ypoBHEM 06LLErO XonecTepuHa
(OX)=4.0 mmons/n n X-JMBIrM=1,6 mmosnw/n.
Jackson R et al. Lancet. 2005;365:434-441.



NMAUUNEHTbBI BBICOKOI'O U OMEHb BbICOKOI'O
KAPOUOBACKVYJIAPHOI'O PUCKA

* MALUMEHTDbI C YCTAHOBIJIEHHbIM CC3

«CO12 TUI

- C[l 2 TUN C MUKPOANIbBYMWUHYPUEN

« C OYEHb BbICOKHUM MNMPOABJIEHUEM TOJIBKO
« OQHOI'O ®AKTOPA PUCKA (OXC > 8 mmonb/n,
JIMHI >6 mmonb/n)

« Al >180/110 mm pT CT

« X3M

ESC guidelines, 2011



KapanomMmeTtabosimyecKknmn pmck:

= COBOKYMHOCTb ()aKTOPOB pPUCKa

PAa3BUTUA cepAeYHO-COCYANCTbIX
3abosieBaHM U caxapHoOro aAnaberta
2 TUMa.




Fno6anbHbIN KapanoMmeTabonnyecknm pmck
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MeTabonnyeckmmn CUHAPOM yBeJIMYnBaeT PUCK
pa3sutua UbBC n caxapHoro amabera 2 Tuna
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MeTabos1IM4YecKnn CUHAPOM : 4
yBesmyeHme c BO3PacTom |

47 million or 23% of US adults have the metabolic syndrome

I WoMEN (N=4559)

| MEN (N=4265)
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AGE, YRS 20-29

Adapted from: Ford ES, et al. JAMA 2002;287:356-359.



YBeanuenne cmepraoctu or UBC, CC3
1 0011asi CMEPTHOCTHh Yy NAIMEHTOB C
META00JIHYEeCKUM CHHIPOMOM

- Metabolic Syndrome Present  ++--- Metabolic Syndrome Absent

Coronary Heart Disease Cardiovascular Disease All-Cause
Mortality Mortality Mortality
207 RR (95% CI): 2071 RR (95% CI): 207 RR (95% CI):
3 T4-8, 96-8, : 1
© o 15- 77 (1.74-8.17) '8 3.55 {1.96-6.47) 15 2,43 (1.84-0.61)
ﬁu"
2 ™ 10 < 10 10+
[
- -4 - -
U I 5 P 5 c-../. 5 T
o L ] | 1 | J °" VAQ.I'...T....:.'U ' o ;' ] ] L | | p |
0 2 4 6 8 10 12 0 2 4 68 8 10 12 0 2 4 6 8 10 12
Follow-up, years Follow-up, years Follow-up, years
Nao, ot risk
metabolic symdrome
Yes B66 052 834 292 B66 852 834 202 B66 B52 B34 202
No 288 279 234 100 288 279 234 100 288 279 234 10D

Lakka HM et 3 JAMA 2002288 27092716



[lyTn npodpunaktnkm CC3

Moaudukaums

! NMunupb! kKpoBswM obpa3a XX1U3Hun

OnTumansHoe
CHUXeHne
CC pucka

! Mioko3bl LApTepanbHoro

naBreHuUs



ATepocKepos3: Nporpeccupyrowumm npouecc
I

OKHIOSVIpyI-OI.Ll,aﬂ: PaspbiB onsawku/

Xuposas ®dnbpo3Has aTepomaTo3Has : Tpom603 HectabunbHas

Hopma nomnocka NOKpbILLKa 6nswka

Y T e
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OTcyTcTBME CTeHoKapaua Han PsiKeHNs,
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| KOHe4YHoCTen
|
|
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6_
(232)

5.8 1
(224)

5.6 1
(216)

5.4
(208)

5.2 1
(201)

TUNUYHbLIN NTMNUAHDbILIA NpodUb
nauuveHToB ¢ amabetom (B cpaBHEeHUMN -
6e3 auabertaa (1): UKPDS

MY>X4YUHDbI

5 4
(193)

Total cholesterol mmol/L (mg/dL)

CO anabetmellitus

XeHLUHbI

(154)

3.8 1
(147)

3.6 -
(139)

3.4 1
(131)

3.2 1
(124)

3
(116

XXEHLHMHDbI

p<0.001
[ i

MY>X4YUHDbI

LDL-C mmol/L (mg/dL)

UKPDS. anabetrCare 1997;20:1683-1687.



1.6 -

(62)

14

(54)

1.2 1

(46)

(39)

TUNUYHDbLIX NIMNUAHDbILIA NpodUb
nauveHToB Cc anabetom (B cpaBHEHUMN -
6e3 anaberaa)(2): UKPDS

¢

p<0.001
[ i

HDL-C mmol/L (mg/dL)

CO nnabetmellitus

(177)

1.8 |

(159)

1.6 -

(142)

1.4 1

(124)

1.2 1

(10.6)

(89)

| X

p<0.001
=

p<0.001
] [ ]

Triglycerides (mmol/L)

UKPDS. anabetrCare 1997;20:1683-1687.



KoMbuHauua paKTOpoOB pMCKa NoBbiLLaeT
puck AM: PROCAM

B Her
ToNbKO runepreHsun
120 T B Tonbko gnaber
™ mneprtensusa u anaber
100 - M Tonbko gucnunupemus
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Assmann G, Schulte H. Am Heart J 1988;116:1713-1724.



YpoBeHb pUCKa y naumeHToB Cc amabeTtom
noao6eH pucky y naumeHrtos ¢ MM 6e3

7-neTHAA yacrtota CC ct6biTun (%)

50 1

40 -

30 1

20 -

10 -

Anabetaa: East West Study

p<0.001

p<0.001

= bez UM
= UM

)

6e3 anaberaa OAnaber
(n=1373) (n=1059)

Haffner SM et al. N Engl J Med 1998;339:229-234.



YpoBEeHb PpUCKa Y nauMeHToB Cc AmabeToM
noao6eH pucky y naumeHtoB ¢ CC3 6e3
aAnabetaa: OASIS
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Anabet + CC3 (n=1448)
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6e3 pnaberaa/6e3 CC3 (Nn=2796)
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YacTtoTta cobbiTnin (O6Laa cCMepTHOCTD)

0 3 6 ) 12 15 18 21 24
Mecsiubl HabnroaeHuns

OC - oTHOCUMTENnbHOE CHUXXEeHue

Malmberg K et al. Circulation 2000;102:1014-1019.



CMepTHOCTb NocJie KOPOHapPHbIX

BMellaTesIbCTB Y NaLueHToB € AnabeTtoM m

5-neTtHaa cMepTHOCTDb (%)

35 ;

30 -

25 1

20 -

15 -

10 -

6e3 Hero: BARI

B AKLL
m YTKA
6e3 anaberaa Avnaber
(n=1476) (n=353)

BARI Investigators. N Engl J Med 1996:335:217-225.



N3MeHeHunda B cMepTHOCTU UBC y MY>XUYUH U1
XXeHLHMH ¢ amabeTtoM n 6e3 Hero: NHANES 1

% n3MeHeHUs CMEepPTHOCTHU OT
NHANES I k NHEFS (8-9 ner)

to NHEFS

[
&

*p<0.001 vs. baseline

o

-10-

X =

b3
Avnaber 6e3 nnaberaa

Gu K et al. JAMA 1999;281:1291-1297.



BbxkuBaeMocTtb, %

Bbi)kuBaeMocCcTtb nocsie UM y MY>XUYUH U
»XeHuwuH c C4

Anaber
== 0e3 onabera

100 -

100 MY)K‘-IMHbI o\o XeHLNHbI
90 _ £ 90 _
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Mecsiubl nocne UM

Mecsubl nocne UM

Sprafka IM et al. anaberCare 1991;14:537-543.



PekoMmeHpauuum NCEP ATP III no
LesieBbiM YPOBHSIM CbIBOPOTOYHbIX
JIMNUAOB Y NauyMeHToB C aAvabeTtom

lMepBHnYHbIN Lje/1IeBOH YPOBEHbDb
e XC-JINMHN <100 mg/dL (2.6 mmol/L)
<70 mg/dL (1.8 mmol/L)#

..mecnn Tr >200 mg/dL (2.2 mmol/L), BTOpUYHbIN
LLe/1eBON YPOBEHb:

® XonectepuH He-JIMNBIN <130 mg/dL (3.4 mmol/L)

#An optional goal for high-risk patients with gnabet un overt CC3

NCEP ATP III. JAMA 2001;285:2486-2497.



ADA PekomeHpauuum for Lipid Goals
in Patients With Ouaber

® XC-JINHMN <100 mg/dL (2.6
mmol/L) or a reduction of
30-40%

<70 mg/dL (1.8 mmol/L)#*

® XC-JINnBN* >40 mg/dL (1.15
mmol/L)
o TrI <150 mg/dL (1.7 mmol/L)

*[na xeHwuH yposeHb JIMNBI gomkeH 6biTb yBennyeH Ha 10 mg/dL
#PaKynbTaTUBHbIN LEeNeBon YpOBEHb A1 NaUMEHTOB BbICOKOIO
pucka anabetom m ckpbiTbiM CC3

ADA. gunaberCare 2005;28(suppl 1):54-S36.



MeTtabonmnuyeckmm cMHAPOM

BeBeaeHune

s+ 1988 r. G.Reaven enepebie npeano:kKun TepmMnH
CCUHAPOM X3

<+ 1989 r. N.M.Kaplan: «cmMepTenbHbBIA KBApPTET»
%+ 1991 r. M.Hanefeld BeegeHo noHATHE
«meTabonuyecknil CUHAPOM»

s+ 1998 r. paHo onpegeneHne BO3

s+ 2002 r. kpnTepnn gnarHoctukn BO3

s+ 2003 r. B amMepHKkaHCKHWe KpUTeprl BEeAEH
HeanKoroneHbelW renaTuT

s 2005 r. kpuTeprn MexxkgyHapoaHon anabetTndeckon
accouvadnin




NCEP ATP III: MetabonnyecKnm CUHAPOM

OvarHo3s npeanosiaraercsa nNpyv Haanuyumm >3 npeacrtaBJIeHHbIX
(hbaKTOpOB pUCKa

daKTOp pUCKa Onpepensilolimm ypoBeHb

O)xupeHue no abgoMmHanbHOMY TUNY
(OKpY>XHOCTb B NOSICHULE)

MyY>KUYMHbI >102 cm (>40 in)
JXeHLWMHWHbI >88 cm (>35 in)
Tr >150 mg/dL (1.7 mmol/L)
XC-J1inBn
MY>KU4YMHBI <40 mg/dL (1.0 mmol/L)
JXeHLHMHBbI <50 mg/dL (1.3 mmol/L)
ApTepuanbHoe aAaBJ/ieHue >130/>85 mm Hg

NoKo3a CbIBOPOTKM HaTOoLlakK >110 mg/dL (6.0 mmol/L)

NCEP, Adult Treatment Panel III, 2001. JAMA 2001:285;2486-2497.



BO3: MetabosimyecKnmn CMHAPOM

B pabouee onpeaeneHne BXOAAT HapylwleHue
TOJIEPAHTHOCTMU K MMIOKO3e WM caxapHbi amaber anaber
n/WMJIN NHCYJINHOPE3NCTEHTHOCTb BMecCTe C ABYMS WU
6osiee npuBeAeHHbIMN HNXXe NpPU3HaAKaMm:

e TI'mnepteH3ua >160/90 mmHg

e T[loBbllUEeHHbIEe CbIBOPOTOYHbIE YpoBHU TI (>1.7
mmol/L, 150 mg/dL) n/vwnn cumxxenune XC-JINBMN
(My>xuunHbl <0.9 mmol/L, 35 mg/dL; >KeHLNHbI
<1.0 mmol/L, 39 mg/dL)

e O)XupeHue Nno UeHTpaJZibHOMY TNy

e MukpoanbbymunHypua (CrdA <20 ug/min vnam
COOTHOWEeHune anbbyMunH/kpeatuHuH 220 mg/g)

CMNJ3A - cCKOpPOCTb NOYEYHOMN dKCKpeLunm
anbbyMunHa

Alberti KGMM for the WHO. Diabet Med 1998:15;539-553.



OnpeneneHne Mmetabonnyeckoro cmHapoma

KOHceHcyca IDF
HoBoe onpepneneHue IDF:

LleHTpanbHOE OXXMpPEeHUe: OKPYXKHOCTb Tasium >94 cm ansa
EBponeouaHbiX MY>4uH; >80 ana EBponeonaHbIX XX€HLYUH, C
3THUYECKMMU cneundpunyecKMmmm 3HaYeHNSMU ANA NPoUYUX rpynn

NMnroc 2 ns npmBeaeHHbIX (PaKTOPOB:

e [loBbiWeHHbIX ypoBeHb TI: >150 mg/dL (1.7 mmol/L)
naun Heo6xoAMMOCTb cneundnueckKkoro siedeHma AaHHOM
IMNMMAHOMN aHOMaNuUm

e CHMXeHHbIX ypoBeHb XC-JINBM: <40 mg/dL (1.03
mmol/L) y My>xunH n <50 mg/dL (1.29 mmol/L) y
YXE€HLMH Win Heob6xoanMoCTb cneunmnueckKkoro sieueHus
AAaHHOM NUNUAHOW aHOMaJInm

e [umnepteH3una: >130/85 mmHg wan cakT neyeHmna paHee
ANArHOCTUPOBAHHOMU NMNEepPTEeH3nmn

e [loBbILWEHHbIA TOLWAKOBbIA YPOBEHb CbiIBOPOTOYHOM

rnmwokKo3bl (FPG) >100 mg/dL (5.6 mmol/L) nnn paHee
ANArHOoCTMpoBaHHbIN anaber II TMna

IDF Consensus Worldwide Definition of the Metabolic Syndrome. www.idf.org.



OnpepeneHve Metabonnyeckoro

CMHApPOMA

daKTOpbl PUCKa

OnpepensieMbii YPOBEHb

ATP -1I1I, 2001 IDF, 2005
A6baoMunHanbHoOe OKpY>XHOCTb TaJinum
OXXupeHue > 102 cM > 94 cm
MyY>X4YMHBI > 88 cm > 80 cm
XeHLHMHbI
Tpurnuuepuabl >1,7 mmonb/n (150 >1,7 mmonb/n (150

mMr/nn)

mr/on)

XonecTtepuH JIMNBI

< 1,0 Mmmonb/n (40
mMr/nn)

< 1,0 Mmmonb/n (40
mr/nn)

MyY>X4YMHBI

<1,3 mmonb/n (50 <1,3 mmonb/n (50
XeHLWMHHbI mr/an) mr/an)
ApTepunanbHoe > 130/85 Mm pr.cT. > 130/85 Mm pr.cT.
AaBJieHune

TowaKkoBbiU YPOBEHb
rJ1lOKO3bl

> 6,1 mmonb/n (110
mr/nn)

> 5,6 Mmmonb/n (100
mr/on)




CMmepTHOCTb OT UBC BOo3pacTaer
nponopuvoHanbHO: PARIS

CmMmepTtHOCTL OT UBC/1000

p<0.001

N.<140
mg/dL

HTI Mrn.>200 PaHee
mg/dL ANArHocTum-

BHOBD POBaHHbIN

ANarHocTn- AHA0ST
pC;;ZHG':;'“ G - glucose

Eschwege E et al. Horm Metab Res 1995;17(Suppl):41-46.



HEAJIKOIOJIbHAA XUPOBAA
BOJIE3Hb MNMEYEHW
B ACIEKTE METABOJIMMECKOI'O
CUHOPOMA



>Xnposomn renartos

** B /0-e roabl nepBblé TEPMUHbI «ANabdeTUYeCKumn
renaTto3» U «XKMpPoBOM renato3sy», (pakT BO3MOXHOM
TpaHcopMaLUumn XXNpoBon ancTpodunmn B LMPPO3
* 1980 r. Ludwig, Habnogasa xapakrep NUameHeHUun
neYyeHn y 60NbHbIX OXXUPEHUEM U cCaxapHbIM
AnabeToMm 6e3 yKkazaHMM Ha NPUEM ankorosns B
renaToToKCUYHbIX Ao3ax, chopmynupoBan
NOHATME HearlKorosiHOro crearorenaTtura

‘*nauueHTbl C MeTabonnyecKknm
CUHAPOMOM UMEKT MaKCUManbHbLIN
puck pas3utua HXbI



HedunHnuna HeanKorosibHOW
XNPOBOU OOrie3HN NnevYeHw

[MoHsTne HXXBI'1 o6beanHseT psia KNUHMKO-
MOPdOSIOrMYECKNX NUBMEHEHUN NEYEHN, NPEACTABIEHHbIX
XXUPOBbLIM renaTto3oM, HeasrkorosibHbiIM cTeaTorenaTuTomMm,
donbpo3om 1 LMPpPO30OM, pas3BMBaIOLLMXCA Y NALMEHTOB,
He yNnoTpebnslLmX arkorosib B renaToToOKCUYHbIX 403aX
(6onee 20 r aTaHOMNa B CYTKW) 1 NMPU OTCYTCTBUM OPYrmnx
cneununyecknx npuinH 3adbornesaHus.

Stefan N., Kantartzis K., Haring H.
Endocrine Reviews. — 2008. — Ne29. — P. 939-960.



[locneacteua HXXbBI'1 Bce
eLle HegooLEHNBAKOTCS
Bpa4yaMu, KOTOpbIE€ HE
ABNSAKOTCA cneunanucTtamm
B obnacTtu renaTtosiornu.
Pesiome O6beanHeHHON
eBponenckon peaepauunm
raCTPO3HTEPONOroB

(2009 r.): Ha cerogH4
rmaBHas 3agada NOBbICUTb
OCBeOMITIEHHOCTb 00 aTON
I'IpO6J'IeMe KaK caMunx Ctonuk Ha ABOUX, eAlbl Ha

. NATEpPbIX
NnauneHToB, TaK U Bpadeu. “Table for two. Food for five.”




Cteato3: MMKPO M MaKpPOBE3UKYIbl Xupa B
uuTonnasme




dnnaeMumonorus

<+ BCTpe4aeTcs bornee yem B3pOCII0ro
HaceneHus, Yaile cpean TyYHbIX NaunueHToB ( );
¢ Y BCeX Ty4HbIx nauymeHToB ¢ CL 2 Tuna,;

¢ Mo pesynbratam NATKU uccnegosaHumn 3a 10—
NeTHUN nepuoa HabnaeHns nauneHToB C
Mopdornornvyeckn gokasaHHon HXbBI'1 passutue
dnbposa neveHn n uMppPo3a CoCTaBmIo
COOTBETCTBEHHO OT [0 NayMeHTOoB,
BEPOATHOCTb 5— 1 10—neTHero BbiXXnMBaHUA npwu
9TOM W

Irwin Propst A., Propst T., Judmaier G. et all.
Gastroenterology. — 1995. — Ne108. — P.1607-1615.



[TaTodpusnonorus

NEYEHOYHO-RNETOYHAA HEAOCTATOYHOCTD

e I

+ Bocnanexne — HeKkpos - hubpos
Creatos

+ Nepudpepuueckan
WHCYNVUHOPE3UCTEHTHOCTL

OkucnutenbHbIn cTpecc u MOJI

CToVKTVOHLIN TNFa — 3HAOTOKCUH — onocpeaoBaHHOe
* PYXTYD - BOocnarieHue
nedpext

MUTOXOHAPUN

Bupyc TTV (reHoTtun 1)

S



Knuuunka HXbI1

RIWVIRVIS ECKVIENI RO BIIEH VIS

XAPAKIERPVICTVIKA

OTCYTCTBYIOT >Xas106bl, 06ycnoBJ/IeHHbIe
3aboseBaHMeM NeyeHm

TUNUYHO

N36bITOUYHbIN BecC

YacTto

MHCYNIMHHE3aBUCUMbIN CaxapHbIN
anaber

YacTto

ACTeHn4YeCKMm CMHAPOM

Yacto

OvnckoMdopT M TAXKECTb B XXUBOTE

JoCcTaToO4YHO 4YacTo

lenaToMmeranus

TUNMNYHO

Howowune 6onm B npaBsoMm nogpebepbe

A oCcTaTO4YHO 4YacTo




BEICOKM PUCK PA3BUTUA
[EMNATUTA N ©DUUBPOSA

BO3pacT ctapuwe 45 ner;

YXEHCKUU MNoJT;

UMT Oonee 28kr/m?;

yBenn4yeHne aktTuBHoctu AJlT B 2 pasa n boree;
ypoBeHb Tl bonee 1,7 Mmmonb/n;

Hannive apTepuaribHOM rMMNepTeH3nun;
caxapHbiv gnabeT 2 TMnNa;

nHaekc NP (HOMA-IR) bornee 5.

BbisiBrieHne bonee 2 KputepmeB CBUAETENLCTBYET O
BbICOKOM puUcke ¢hmbpo3a nevyeHm.



BAJIJIbHAA CUCTEMA OUATHOCTUKW
OUBPO3A INEYEHU

“ MT = 28 (1 6ann)
< ACT/AJIT 2 0,8 (2 banna)

\7

% Hanm4ue caxapHoro aunaberta (1 bann)

[InarHOCTUYECKUM KpUTEPUEM ABHAETCS

2-4 banna

CneundunyHocTb metoaa 96%

Harrison et al., 2008



OCHOBHbIe HanpaBneHUsa nevYeHus

[MonNHOCTbLIO UCKITOYaeTcs ynoTpebneHne ankorons

CHMXEHWE N3BEbITOYHOI'O BECA
He Oonee 1 Kr B Hegenio

aveta, ousmnyeckasa Harpyska

[enaTonpoTeKkTopbl, NPOOUOTUKN, MEHTOKCUAUIINH

CHVXEHWE NHCYJIMHOPE3SUCTEHTHOCTU
TKAHEW
meTgopmMmuH (1000 mr/cyTKkn)
PO3UMNNTA30H (4 Mr/CYTKW)



HeankoronbHbin cteatorenatut n UbC

100 0/, 83% o9d’/o
80 - 72/

60 - 50%

40 -
20 -

(0

O>xkxmpeHnmne

MNManepaamnumaoemMmmns

MNMBC

MBCH+ r>xkmpoBas nHMOUAbTPpaAUNSA

[MnepTpurnuuepuaemus,
rmnepxorieCTepuHeMusi UNN UX covyeTaHue
npu HACI'— y 20-81% 60nbHbIX




JleueHne Metabosimyeckoro cuHaApomMa

1. cHMIKeHHe MaccChl TeJja

. TUINOKAJIOPUHASA AMeTa
. NuIeBbie BOJOKHA
. opameTaT

2. yBeJuyenue pu3nUecKol aKTHBHOCTH

JICHCHUC apTepnaanOﬁ T'HIICPTCH3UU
. Nuruouropsl AIID

e

. AHTaroHucThl aHruoTeH3uHa ||

. IIpsiMoii MHTUOUTOP PEHUHA

. AHTaronuctol Ca

. BbicokocesieKTUBHbBIE [3;-0JI0KATOPHI

. Tuazugonono0HbIe AMYPETUKH

. AKTHBaTOPHI |,-UMHIa30JIMHOBBIX peleNnTOPOB

- O-2IPEHO00JI0KATOPBI

4. acnupun

5. IT'NHOJIUIINACMHAYCCKAA TCPAIIUA

. CraTuHbl
. Duodparsl



JincaimiaeMii npyu MeTad0JJIYHOMY CUHAPOMI
Ta 11 T 2

Aucnininemis npy MC npeacrasnse KNacrep NopyweHs Ninigis
Ta NINONPOTETHIB, WO BKAOYAE NIABULLEHHA HaTLWe Ta NOCTNpaH-
nianbHux pigHis T, ano B, apidrux winsHMx JINMHLL | 3HUXeHHS
pigHis XC JIMNBLL i ano Al

XC He-JIMNBLL abo ano B € xopownmy CyporaTHUMKU Mapkepamu
HacU4eHUX TPUrNiLepnaamMm NinonpoTeiHIB | PEMHaHT Ta € BTO-
PUHHOIO MeToro Tepanii. PisHi XC He-JITBLL <3,3 MMonb /N
(<130 mr/an) abo ano B <100 mr/on € BaxaHnmm

' 30INbLUEHHA OKPYXHOCTI Tanii i NigBuLLeHH: pisHA T
DO3rNANAINTLCA AK NPOCTUM METOA BUABNEHHA BUCOKOTO PUSUKY
y nauierTie 3 MC

AteporeHHa agucninigemis € ogH1M 3 OCHOBHUX hakTopIB pu3un-
Ky CC3 y nauienTia 3 LU 2-ro tuny




PexoMenaamii moao0 JiKyBaHHA AUCIIIAeMiH
npu nykposomy aiaoeri (ESC, 2011)

PekxomeHaallit m PiBenun®

Y BCIX XBopwmxX 3 LLL 1-ro TNy 3 HagBHICTIO |
MIKPOanNeBDymMiHYpIl Ta 2aXBOPOBaAHHAM HUPOK
3HUKeHHs pisHa XC JINMHLL (npuyuHanmMmyHi Ha | (4
30 2%6) npw Tepanii cTaTuHamMK, K Npenapa- L] ] s H M
TamMu nepworo psaay (Moxnumea kombBiHayis A e
npenaparis), peKoOMeHAOVETLCH He3anexHo sia §
CazanbHoOro pisds XC JIMHLL

Y nauienTia 3 LI 2-ro tuny | CC3 abo X3H T1a
Yy XBopux crapuwe 40 poxis ez CC3 3 oaHWUM
hbakTopOM PU3KKY | DiNbule 4y Mapkepamm
YpaXeHHs opradHiB-MIilUeHem pekomMeHno -
BaHM LinsoeumK piseHs XC JINHLL <1,8
MMONL /N (<70 Mmr/aon); BTORPMHHOK METOK €
pisHi XC He-JIMNBLL <2,6 mMons /N

(100 mr/an) iano B <80 mr/an

, .
T T T

N '
1

Y BCIX XBopux Ha LI 2-ro Tuny ronoBHOK

MEeTOo € focarHeHHs pisHa XC JIMNMHLL <2,5 ‘

Mmones /N (<100 mr/aon). BTOpUHHOKO Me- L B
TOK € pocarHeHHs pisHis XC He-JIMNBLL <3,3 |

MmMones /N (130 mr/aon) i ano B <100 mr/an



KOHTPOJIb Al

OO KAKOI'O YPOBHA HYXHO CHUXATb ALl
UJIM PEHECAHC J-CURVE WAVE

HY>XHO J1IU NPOBOAUTb AHTUTUNEPTEH3UNBHOE
NNEYEHUE U BTOPUYHYIO NMPODUIIAKTUKY
JIMUAM BE3 Al'?

PA3BOP KIIMHWYECKOI'O CJTYHAA



BOMNPOCbHLI ANA ObCYXOEHUA

0O KAKOI'O YPOBHA HYXHO CHUXATDb Al
UJIM PEHECCAHC J-CURVE WAVE

1I=E\ERAvieE M BIUPAHMAREYRY 1 HTFUOQOWIIAR T VIR Y




@aKTopbl pUCKa pa3BUTUA UHCY1bTA

[MnepTeH3uns

[[MnepxonecrepeHeMmng -

KypeHue -

®un3.aKTUBHOCTb (- )
OXUpeHue -

CTeHO03 KapoTua

ANMKOrosIN3Mm -

Ounbpunnauna npepcepanm ® 1%

o 1 2 3 4 5 6 7 8 9 10

OTHOCUTENIbHbIN PUCK

Straus et al. JAMA 2002;288:1388-1395



AP dEeKTbI aHTUTMNEePTEH3IMBHOU Tepanuun
Ha KapauoBacCKyrisipHble COObITUSA:
Yem HUXe Tem nydlue?

Stroke : B
Coronary heart disease : L
Heart failure 2 '
Major CV events : 5
CV death - =
Total mortality : -
More intensive Less intensive
BP control better Hl BP control better
I || 1
0.5 1.0 1.25
Relative risk (95% Cls)

BPLTTC Lancet 2003



Zanchett A Amery A, Berglund G, et al: How much should |
blood pressure be lowered? The problem of the J-shaped curve. I e
Hypertens Suppl 1989, 7:5338-8348.
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. Welcome to the European Society of Cardiology. Our mission: to reduce the burden of cardiovascular disease in Europe

u are here : ESC Coundils | Council for Cardiclogy Practice | E-journsl of Cardiology Practics | E-journal Volume 8

ESC Councils The renaissance of the “J-shaped curve” for on-treatment low blood pressure values
An article from the e-journal of the ESC Council for Cardiology Practice
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(@ RS s The so-called "J curve” paradox refers to the finding described in studies performed about 30 years ago suggesting

Bt that treatment-induced systolic blood pressure values below 120 or 125 mm Hg and diastolic blood pressure values
below 75 mm Hg may be harmful for the heart. New evidence in favour of the existence of the "J curve” have been
published in the context of some recent clinical trials

search by topic

European Society of Hypertension (ESH) and the European Society of Cardiclogy (ESC), recommend a blood
pressure goal of 140/90 mmHg in the general hypertensive population and a lower goal of 130/80 mmHg or less in
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i ] |
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The maost recent guidelines for the management of essential hypertension. published jointly in the 2007 by the @
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http://www.google.com.ua/imgres?imgurl=http://upload.wikimedia.org/wikipedia/en/1/15/The-J-Curve_blanksm.jpg&imgrefurl=http://en.wikipedia.org/wiki/J_curve&h=232&w=314&sz=46&tbnid=kWgMW3f72ggxwM:&tbnh=86&tbnw=117&prev=/images%3Fq%3DJ%2BCurve&zoom=1&q=J+Curve&hl=ru&usg=__hQXqai9pASd5DoGmNHlpJJotMvI=&sa=X&ei=1krdTObfMs_5sga6rbCADA&ved=0CDUQ9QEwAg
http://www.google.com.ua/imgres?imgurl=http://upload.wikimedia.org/wikipedia/en/1/15/The-J-Curve_blanksm.jpg&imgrefurl=http://en.wikipedia.org/wiki/J_curve&h=232&w=314&sz=46&tbnid=kWgMW3f72ggxwM:&tbnh=86&tbnw=117&prev=/images%3Fq%3DJ%2BCurve&zoom=1&q=J+Curve&hl=ru&usg=__hQXqai9pASd5DoGmNHlpJJotMvI=&sa=X&ei=1krdTObfMs_5sga6rbCADA&ved=0CDUQ9QEwAg
http://www.google.com.ua/imgres?imgurl=http://upload.wikimedia.org/wikipedia/en/1/15/The-J-Curve_blanksm.jpg&imgrefurl=http://en.wikipedia.org/wiki/J_curve&h=232&w=314&sz=46&tbnid=kWgMW3f72ggxwM:&tbnh=86&tbnw=117&prev=/images%3Fq%3DJ%2BCurve&zoom=1&q=J+Curve&hl=ru&usg=__hQXqai9pASd5DoGmNHlpJJotMvI=&sa=X&ei=1krdTObfMs_5sga6rbCADA&ved=0CDUQ9QEwAg

Hazard Ratio (adjusted)

3.5 1

BP Nadirs

Age (years) SBP DBP

. <80 110 7§

o e BO-<T0 115 75
e e e T0-<80 135 75
— i >80 140 70

Diastolic Systolic

Blood Pressure (mmHg)



Reappraisal of European guidelines on hypertension
management: a European Society of Hypertension Task
Force document

Giuseppe Mancia® Stéphane Laurent®, Enrico Agabiti-Rosei®,

Ettore Ambrosioni®, Michel Burniere, Mark J. Caulfield’, Renata Cifkova®,

Denis Clément”, Antonio Coca', Anna Dominiczakl, Serap Erdine,

Box 4. Blood pressure goals of treatment

(1) On the whole, there is sufficient evidence to recommend that_SBP be lowered below 140mmHg (and DBP
below 90 mmHg) in all hypertensive patients, both those at low moderate risk and those at high risk. Evidence
isonly missing in the elderly hypertensive patients, in whom the benefit of lowering SBP below 140 mmHg has
never been tested in randomized trials.

(2) The recommendation of previous guidelines to aim at a lower goal SBP (<130 mmHg) in diabetic patients and
in patients at very high cardiovascular risk (previous cardiovascular events) may be wise, but it is not
consistently supported by trial evidence. In no randomized trial in diabetic patients has SBP been brought
down to below 130mmHg with proven benefits, and trials in which SBP was lowered to below 130mmHg in
patients with previous cardiovasculpr events have given controversial results.

3) Despite their obvious limitations and a lower strength of evidence, post hoc analyses of trial data indicate a
progressive reduction of cardiovascular events incidence with progressive lowering of SBP down to about

120 mmHg and DBP down to about 75 mmHg, although the additional benefit at low BP values becomes rather
small. A J-curve phenomenon is unlikely to occur until lower values are reached, except perhaps in patients

with advanced atheroscierouic anery aiseases. ...
On the basis of current data, it may be prudent to recommend lowering SBP/DBP to values within the range
130-139/80-85 mmHg, and possibly close to lower values in this range, in all hypertensive patients. More
critical evidence from specific randomized trials is desirable, however.




BbiBObl

There i1s enough evidence to recommend that systolic
blood pressure should be lowered to 140 mm Hg (>
diastolic blood pressure below 90 mm He’
antihypertensive patients, both those at J-

risk and those at high nsk.

Despite their obvious limitations and a lower-
evidence, post hoc analyses of trial
progressive reduction in the mcnd*

events with progressive J-

pressure down to ab~ _._diastolic
blood pressure d- %g =, although the

additional b~ sSure \alueq becomes

s\)g

[t 1s recommended to lower systolic and diastolic blood
ressure to values within the range of] 130-139/80

85 mm Hg (possibly close to the lower values i this
range) in all hypertensive patients.




BOMNPOCbHLI ANA ObCYXOEHUA

HY>XHO J1IU NPOBOAUTb AHTUTUNEPTEH3UNBHOE
NNEYEHUE U BTOPUYHYIO NMPODUIIAKTUKY
JIMUAM BE3 ATl'?




Antihypertensive Treatment and Secondary
Prevention of Cardiovascular Disease Events
Among Persons Without Hypertension

A Meta-analysis

Angela M. Thompson, MSPH; Tian Hu, MS, BM; Carrie L. Eshelbrenner, MD;
Kristi Reynolds, PhD; Jiang He, MD, PhD; Lydia A. Bazzano, MD, PhD

/BWG US Chapter Meeting G; i
at ACC 201 | - Py
Saturday, April 2,201 |

New Orleans, Louisiana

Conclusions Among patients with clinical history of CVD butwithout
nypertension,jantihypertensive treatment was associated with decreased risk of
stroke, CHF, composite CVD events, and all-cause mortality. Additional

randomized trial data are necessary to assess these ogutcomes in patients without

CVD clinical recommendations.



SAKITIOHEHUE

Absolute Risk Reduction

Outcome Relative Risk Reduction (per 1000 persons)

Stroke -23% (RR, 0.77 [95% CI, 0.61-0.98]) -7.7 (95%Cl, -15.2 to -0.3)

MI -20% (RR, 0.80 [95% ClI, 0.69-0.93]) -13.3 (95% ClI, -28.4to 1.7)
CHF events -29% (RR, 0.71 [95% ClI, 0.65-0.77]) -43.6 (95% ClI, -65.2 to -22.0)
CVD events -15% (RR, 0.85 [95% CI, 0.80-0.90]) -27.1 (95% ClI, -40.3 to -13.9)

CVD Mortality

All-cause
Mortality

-17% (RR, 0.83 [95% CI, 0.69-0.99])

-13% (RR, 0.87 [95% ClI, 0.80-0.95])

-15.4 (95% Cl, -32.5 to 1.7)

-13.7 (95% Cl, -24.6 to -2.8)

Thompson A, et al. JAMA 305:913-922, 2011.



BOINPOCHbI AJidA OBCYXOEHUA

1IMrERavieE 1 BIUPARMHMRYRU TTFUOWMIIAR T VIR Y

PASBOP KITMHUYECKOI'O CIITY4HAA
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. rornoBHasi 60sb, rOfIOBOKpPYXeHune, beccoHnua,
Ae3opueHTaumns, notepsi CO3HaHUSA HeEOAHOKPAaTHO, 60Nb 3a rPYyANHOMU

npu cus.Harpy3kKe n HoubH, oAbILIKa, OTEKU H/KOHEYHOCTEMN.

C petcrtBa cTpagdasn BblpaXeHHbIM
BPOXXOEHHbLIM OEeNPeCcCMBHLIM PacCTPOUCTBOM, KOTOPOE
NblTancya KynupoBaTb arikoroyieM, HapKkoTUKaMu,
NPUEM aHTUAENPECCAHTOB 3ddEKTA HE OaBarl.
CoTpsceHne Mo3ra B NoapacTKOBOM BO3pacTe.
[loBbiweHne ALl ¢ 30 net, B 75 net — | HcynbT
(nakyHapHbIn), B 76 net TUA, B 78 net Il n Il nHcyneT.

BbikypuBaHue ao 10 curap B CyTKu.

YnotpebneHne ankorons ( KOHbSK, LUAMMAHCKOeE) ,
CTUMYNSATOPOB HEPBHOM AeATeribHOCTU. 3 nepeHeceHHbIX
3aboneBaHUM oTMe4YaeT HEOAHOKPAaTHO MHEBMOHMUIO,

ANBEPTUKYyrJie3 Kulle4yHukKa, 3Kk3emMa, KOHbOKTUBUT.



HATHOBAITBHEN HAYRKOBHH LLEHNTP
"THOTHTY T KAPUOA0EHT e ARALENIKA MUOLOTPAKRECKA'
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KnnHnyeckun anarHo3s: ?

I'B, Ill cteneHu, || ctagnn, o4yeHb BbLICOKOro pucka (4).
'T12K. MeTtabonnyeckum cnuHapom?

UBC, cteHokapans HanpshkeHUs u nokos |l ®K, kapanocknepos
aTepOoCKIepPoOTUYECKUN.
CHII A cT., NYHA Il cT. coxpaHeHHON CUCTONINYECKOU

doyHKLUMEN.

OcTpbin nHeynbt? TUA?

XLUCH, OvcunpkynatopHasa aHuedanonatug |
ATepoCKnepoTU4YeCKoOro U runepToHNYeckKoro

reHesa, BpoXaeHHasi aHoManus aKCTpakpaHUanbHbIX

cocynoB ?.

ACTEHO-HEBPOTUYECKNN CUHOPOM. XPOHMUYECKMI arikoronmnam. HapkomaHug.



WHCTPYMEHTAJIbHAA OUATHOCTUKA

MCKT COCYAOB LLUEWN C

KOHTPACTUPOBAHUEM

GE MEDICAL SYSTEMS
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Asymptomatic Carotid Stenosis
The presence of an athcrosclcmnc stenotic lesion in the

extracra carotid bulb has been
associated with an increased nsk of ftroke. Randomized trials

Recommendations

I, Patients with asymptomatic carotid artery stenosis
should be screened for other treatable risk factors

for stroke with institution of appropriate lifestyle
thanges and medical therapy (Class I; Level of

sndence C),

Selection of asymptomatic patients for carotid revas-

cularization should be guided by an assessment of

comorbid conditions and life expectancy, as well as

other individual factors, and should include a thor-

ough discussion of the nsks and henefits of the

procedure with an understanding of patient prefer-

ences (Class I Level of Evidence C),

3, [The use of aspirn in conjunction with CEA 1

ecommended unless contraindicated because aspi-

rin was used in all of the cited trials of CEA as an
antiplatelet drug (Class I; Level of Evidence C).

L

A have shown that prophylactic carotid endarterectomy (CEA)
in appropriately selected patients with carotid stenosis mod-
estly reduces stroke risk compared with patients treated by
medical management alone *16-318

N

Prophvlactic CEA performed with <3% morbudity
and mortality can be useful in highly selected pa-
tients with an asymptomatic carotid stenosis (mini-
mum 60% by angiography, 70% by validated Dopp-
ler ultrasound) (Class Ila: Level af Evidence A). It

should be noted that the benelit of surgery may now
be lower than anticipated based on randomized tnal
results, and the cited 3% threshold for complication
rates may be high because of interim advances in
medical therapy.

. Prophylactic carotid artery stenting might be con-

sidered in highly selected patients with an asymp-
tomatic carotid stenosis (=60% on angiography.
=T0% on validated Doeppler ultrasonography, or
=80% on computed tomographic angiography or
MRA if the stenosis on ultrasonography was 50% to
69%). The advantage of revascularization over cur-

rent medical therapy alone s not well established
(Class IIb; Level of Evidence B).

. The usefulness of CAS as an alternative to CEA in

asymptomatic patients at high risk for the surgical

.|Population screening for asymptomatic carotid

artery stenosis s not recommended (Class Il

Level of Evidence B).
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AHA/ASA Guideline

Guidelines for the Primary Prevention of Stroke
A CGuideline for Healthcare Professionals From the American Heart
Associationv/American Stroke Association

The American Academy of Newurology affirims the value of this guideline as an educational
tool for neurologisis.

. Treatment with an HMG-CoA reductase inhibitor
(statin) medication in addition to therapeutic life-
style changes with LDL-cholesterol goals as reflected
in the NCEP guidelines221222 is recommended for

cLuvrrmnc i iUIeD

1. The use of aspirin for cardiovascular (including but

not specific to stroke) prophylaxis is recommended

primary prevention of ischemic stroke in patients
with coronary heart disease or certain high-risk
conditions such as diabetes (Class I; Level of Evi-
dence A).

for persons whose risk is sufficiently high for the
benefits to outweigh the risks associated with treat-
ment (a 10-year risk of cardiovascular events of 6%
to 10%) (Class I: Level of Evidence A).

bric acid derivatives may be considered for pa-
tients with hypertriglyceridemia, but their efficacy
in the prevention of ischemic stroke is not estab-
lished (Class IIb; Level of Evidence C).

Niacin may be considered for patients with low
HDL cholesterol or elevated lipoprotein(a), but its
efficacy in prevention of ischemic stroke in pa-
tients with these conditions is not established
(Class 11b; Level of Evidence C).

. Treatment with other lipid-lowering therapies, such
as fibric acid derivatives, bile acid sequestrants,
niacin, and ezetimibe, may be considered in patients
who do not achieve target LDL cholesterol with
statins or cannot tolerate statins, but the effective-
ness of these therapies in decreasing risk of stroke is
not established (Class I1b; Level of Evidence C).

oo
-

hn

-

Aspirin (81 mg daily or 100 mg every other day) can
be useful for prevention of a first stroke among
women whose risk is sufficiently high for the benefits
to outweigh the risks associated with treatment
(Class Ila; Level of Evidence B).

Aspirin is not useful for preventing a first stroke in
persons at low risk (Class I1I; Level of Evidence A).

. Aspirin is not useful for preventing a first stroke in

persons with diabetes or diabetes plus asymptomatic
peripheral artery disease (defined as an ankle bra-
chial pressure index =0.99) in the absence of other
established CVD (Class III; Level of Evidence B).
The use of aspirin for other specific situations (eg,
atrial fibrillation, carotid artery stenosis) is dis-
cussed in the relevant sections of this statement.
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2007 Guidelines for the Management of Arterial Hypertension

The Task Force for the Management of Arterial Hypertension of
the European Society of Hypertension (ESH) and of the European
Society of Cardiology (ESC)

7.8 Metabolic syndrome (Box 19)

Diabetogenic and other dysmetabolic actions also charac-
terize thiazide diuretcs, especially at high doses [455],
and theretore their use as the first-line treatment 1s not

recommended 1n subjects with a metabolic syndrome.

Ona TmasmagHbix AaMypeTukos (0CO06eHHO B BbICOKMX A03aX)
XapaKTepHoO AnabertoreHHoe n aucMmertabonnyeckoe oencreme,
NO3TOMY OHM He AO0JIXKHbl HAa3Ha4YaTbCSA NaLMeHTaM C
MeTabosiMyecKkMMm CMHAPOMOM.



NMOYEMY TUASUOOBbLIE OUYPETUKU HE
PEKOMEHOOBAHO AO51A NALMEHTOB C
WHCYITMHOPE3UCTEHTHOCTbIO ?

Thiazide Diuretics
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Carter BL, et al. Hypertension 2008
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Principles of Hypertension Treatment
Target systolic blood pressure is <140 mmHg in patients aged 55 1o 79
Target systolic blood pressure is <140 mmHg in patients > age

Achicved values <140 mmHg for those aged <79 are appropg
but for those aged >80, 140 to 145 mmHg, if tolerated, can t

Tuasugosnie
Lifestyle Modifications NAIID
Not at Target Blood Pressure D

AHTATOHUCTHBI

Initial Dr?m KaJbIINA

Without Compelling Indications With Compelling Indications

Stage 1 Hypertension
SBP 140 1o 159 numHg or
DBP % to 99 mmHg

¥
Stage 2 Hypertension v . S K
Compelling Indication Initial Therapy Options®
SBP >

o0 - -
160 mmHg ce * Heart Failure THIAZ. BB, ACEL ARB, CA,
DBP = 100 mmig Al DO ANT

ACE]L ARB, CA. diurcuc,

or combinabon

. : * Post myocardial infarction BB, ACEL ALDO ANT, ARB
Majority will require at keast two 7

2 2 & = CAD or High CVD rsk THIAZ, BB, ACEL CA
medhcations to reach goal 1f ot s
least 20 mmHyg above target. = Anging Poctons BB, CA
Initial combinations should be * Aortopathy/Aoetic BB, ARB, ACEL THIAZ, CA
considered. The combination of Ancurysm
amlopadine with an RAS blocker eDinhetes ACEL ARB,. CA, THIAZ. BB
may be prelerred 10 a diuretic _ . - an

combiration, though either 1
acoeptable.

* Recurrent stroke prevention  THIAZ. ACEL ARB. CA

SH R O] pressure contro

"Combination therapy

Not at Target Blood Pressure

—

Optimize dosages or add addational until goul blood pressure is achieved.
Refer 1o a clinical hypertension specialist if unable to achieve control



Table 2. American Heart Association Recommendations for
Provention and Management of Ischemic Heart Disease: Blood
Pressure Targets

Patsent Type

Goal 8P
(mm Hg)

Left ventncular dysfunction

Diabetes melidus

Chronic renal disease

CAD or CAD nsk equwvalenis®

Carotd artery dissass

Penphersal artenal diseass

Abdomanal sortic aneuryam

High-risk {10-y FRS =10%)

Uncompiicated hypertenson {norme of above)

< 120/80
= 130/80
= 130/80
= 130/80
< 130/30

< 130r80
= 130/80
< 130/80
= 140/90




Guidelines on myocardial revascularization

The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association for
Cardio-Thoracic Surgery (EACTS)

AJINTEJIBHASA NMPOTUBOULLEMUNYECKAA TEPAINWA BOJIBHOIO
MOCJIE PEBACKYINAPU3ALUU MUOKAPOA

* |t is indicated to start and continue

+ ACE inhibitors should be started Bf'tb'“rf“rr t':gw '"L\‘;"dpa:'e““f
and continued indefinitely in all after Il or AL> or LV dystunction,

patients with LVEF <40% and for | unless contraindicated.
those with hypertension, diabetes,
or CKD, unless contraindicated.

* High-dose lipid lowering drugs are
indicated in all patients regardless
+ ACE inhibitors should be of hp]d levels, unless
considered in all patients, unless contraindicated.
contraindicated.

(L * Fibrates and omega-3 fatty acids
+ Angiotensin receptor blockers are ; ; ,
indicated in patients who are (V g/daj) should be considered

intolerant of ACE inhibitors and in combination with statins and in
have HF or MI with LVEF <40%. patients intolerant of statins.

* Angiotensin receptor blockers * Niacin may be considered to

should be considered in all ACE- increase HDL cholesterol.
inhibitor intolerant patients.
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CpaBHUTenbHaA XapakTepucTUKa D-OroKaTtopoB

Mpenapat

Betakconon
ATeHonorn
MeTonporsorn
HebwnBonon
Buconponon
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Buconponon aBnsercad MeTabonnyecku
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B TeyeHue Bcero nepuoaa
npuema buconponona He 6110
CTaTUCTUYECKN 3HAYUMbIX
W3MEHEHUIN B NUNUOHOM CNeKTpe
NO CPaBHEHUIO C UCXOAHBLIMM
3HaYeHUAMU

Fothz G, et.al., 1986




BuconpoJsioNl yMeHbLIAEeT KOJINYECTBO U AJINTENIbHOCTb 3NU30A40B
TPaH3UTOPHOM UMLUEMUU B YTPEHHMUE YacChbl
(cpaBHeHMe C NPOJZIOHF MPOBAHHbIMWU HUTPAaTaMM)

YcTpaHsieT CUMNTOMbI

[nauebo MLLEMUUN Ha NMPOTAKEHUN
V30H CYTOK NnNpu ogHOKPaTHOM
W3 H+6uconponon ez

= 30 BUCONPONION BoccraHaBnAuBaer

& HOpMaJibHbIX 06pa3

g YXU3HMU.

g 20

0 VBenuumeaer

3 TO/IEPaHTHOCTb

S

¥

K (pu3nuyecKkom Harpyske

CHxaeT
noTpebHOCTDb
B HUTpaTax

Portegies M. et al. // Current Ther Res 1995: 1225-1236




buconponon vs unbeaunuH-peTapa yMeHbluaeT

KOJIN4YECTBO M AJIMTEJIbHOCTDb 3130408 TpaH3MTOpHOﬁ
nMueMUmM B YTpeHHUE 4achbl

No. episodes/patient/hour I@
==—Bisoprolol 10 mg o.d.
0.45|=
- e 1CXO4HO
| =@ Nifedipine s.r. 20 mg b.i.d.
0.30|=
0.15|=

0.00|=

Yyacbl




Buconponon Ha 61% cHMXXaeT pUCK CMepTU U uHdapKTa MMoKapaa y
nauymeHToB ¢ MBC Nno cpaBHEHUIO CO CTaHA4APTHOM Tepanuen
(uccnepoBsaHue . Poldermans D. et al)

ncciaegosaHne DECREASE II1

w
o

\\ - 610/0

N
o

0 | J/lodaBJieHne
CTAHIAPTHAS BUCOIPOJIOJA
TEPATINAA CTAaHIAPTHOM Tepanumn
5-10 mr

KonnyectBo naumMeHToB C OC/OXXHEeHnaMN, %
-
o

uHrnoutopol Alo)
YBennumBaeT BbhKMBaeMocCTb nauneHToB c UBC B 2

pa3a!




P PpeKTMBHOCTL 6MconNponosia AOKa3aHa nNpu
cepaevyHom HeAoCTaTOYHOCTM

CIBIS Il — Biconponon npuv cepueBiii HepoCTaTHOCTI
3HMXEeHHA 3arafbHol cMepTHoCcTI Ha 34%

I Giconponon
B naue6o

BuxumeaHicTb

400
IHi

CIBIS Il Investigators and Committees, Lancet 1999, 353: 9-13
1327 xBopux oTpumMmyeann Biconponon, 986 manm XCH -1V ¢d.k. NYHA.




Al': MeTaaHanus cpaBHeHUA neyeHna MHCYJ1bTOB
Blood Pressure Lowering Treatment Trialists’ Collaboration meta-analysis

N = 158,709

A BP between

Rx (mm HQg)
Favors Favors
WAT® vs D/BB first listed second listed
Diabetes 2.2/0.3 1.02
No diabetes 1.4/0.2 1.11
Overall (P homog = .49) 1.08
BKK vs D/BB
Diabetes 0.7/-0.8 0.94
No diabetes 1.1/-0.4 0.92
Overall (P homog = .84) 0.92
| | |
0.5 1.0 2.0
Relative risk

ACEI = angiotensin-converting enzyme inhibitor
D/BB = diuretic/B-blocker

CCB = calcium channel blocker BPLTTC. Arch Intern Med. 2005:165:1410-9



CYMMaPHO KOHEYHBIXTOHEKASCO]|

BTopuuHble

HedaTtanbHbin UM (Uckn. «<Hemony») + cpaTanbHas

neC

Bcero KOpoOHapHbIX KOHEYHbIX TOYeK

Bcero CC cobbiTUin 1 BMeluaTenbLCTB ——
O6wasn cMepTHOCTb —.
CC cmepTHOCTb ——
®PatanbHoe n HedpaTtanbHoe OHMK b o

dPartanbHasa u HecpaTanbHaa CH

TpeTnyHble
«Hemon» UM

HectabunbHas creHokapaus

CtabunbHas cteHoKapaus b =

MopaxeHue nepucepuyecknx aptepmn !
ButanbHble apuTMum
BnepBble BbissBNeHHbI CL

——

BnepBble BbisiBIIeHHOE HapyLl. NoYye4yH. PyHKLUN

Post hoc

——

Amlodipine * perindopril better

ATENGI 01N 2ZI G ENOELLET,

0.87 (0.76-1.00)
0.87 (0.79-0.96)
0.84 (0.78-0.90)
0.89 (0.81-0.99)
0.76 (0.65-0.90)
0.77 (0.66-0.89)
0.84 (0.66-1.05)

1.27 (0.80-2.00)
0.68 (0.51-0.92)
0.98 (0.81-1.19)
0.65 (0.52-0.81)
1.07 (0.62-1.85)
0.70 (0.63-.078)
0.85 (0.75-0.97)

0.86 (0.77-0.96)



ASCOT- BPLA and LLA coBMeCTHO.
¢dooKyC Ha oNnTUMarnbHYIO
npodunaktuky CC3

YpoBHU / 1000 naumeHTo-net

Amlodipine +| Atenolol + REIGWVE.
KoHeyHas To4uka perindopril +| thiazide + risie

atorvastatin placebo raduetior)
HedaTtanbHbin UM un 489
daTanbHan UBC o

daTanbHbIL U
HedaTaNbHbIA UHCYJIbT




ACCOMPLISH: HAII®+BKK > HAII®+T]/1

Outcome Hazard Ratio (95% Cl)

Composie of death from cardovascular —— (.50 (0.72-0.50)
@uses and cardiovascular ayents

Lomponent

Death fram cardiovascular capses 0.80 (0£2-103)
Myocardial infarction (fatal or nonfaal] 0.8 0E2-059

Stroke (fatal or nonfatal) 054 065108}

Hazpitalizatoe for unstable angena 0.75 (050-1.19)

Cotonary tevascularzation procsdure : 0.86 00.74-1.00)

Resuscitatan after sudden cardac amest & LIS 07410
1

' N

Benamepril pluz  Benmepedl plus
Amiodipine Bettar  Hydrochloro-
thiazide Better
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