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KoHTponb cocyaucTbiX hakTopoB
pUckKa

PerynsapHbin kKoHTponb All. CHnxaTtb ALl nocne
ocTpou hpa3bl, BKNHOYaA NaLMEeHTOB C HOPMaribHbIM

AL

PerynapHbIn KOHTPOrb rMOKO3bl KpoBU. CLl neuuTsb

U3MeHeHuem obpasa XU3HU U UHOAUBUAYANbLHOMN
chapmakonorn4yeckom tepanuven

PekomeHAoOBaHa CTaTUHOTEpanuda npwu
HeKapano3amMO0sIM4eCKOM MHCYILTE
KypeHue curapet npoTuBONnoKasaHo




KoHTponb cocyauCTbIX (PakTOpPOB
pUCKa

3roynoTpeodneHune ankoronem NpPoTMBONOKa3aHo

PerynsapHasa pusnyeckas akTABHOCTb peKOMeHAOBaHa

PekomeHAoOBaHa AveTa C HU3KUM cooepxaHmnem Corinn n xxmpa,
BbICOKUM coAdepXXaHUueMm Kriet4aTkKn BO CbpYKTaX n oBoLlax

PekomeHAOBaHO CHMXeHMe Macchl Tena ¢ NOMOLLbIO
aneTbl

AHTUOKCUAAHTHbIE U BUTaAMUHHbIE OMOAO00aBKU He PeKoOMeHAYIOTCS




KoHTponb cocyaucTbIX hakToOpoB
pUCKa

rOpMOHaﬂbHaﬂ 3daMeCTUTEes1IbHAA Tepannd He peKoOMeHOOBdHa Kak

BTOPUYHasa NpodunakTmka MHCynbTa

I s == e
PekoMeHOOBaHO NeYUTb PpacCTPOMCTBO AbIXaHUA BO
BpeMs CHa Takoe Kak anHoe

PekomeHOOBaHbLI IJHAOBACKYJIAPHbIEC BMellaTeNibCTBa

nauneHToB C KPUNTOréeHHbIM MUHCYJIbTOM N BbICOKUM




AHA/ASA Guideline

Guidelines for the Primary Prevention of Stroke

A Guideline for Healthcare Professionals From the American Heart
Association/American Stroke Ass&iation
The American Academy of Neurology affirms the value of this guideline as an educational
tool for neurologists.
Table 3. Generally NonmodiTiable RiSK Factors and RISK Assessment

HanbonbLliuni puck pasButusi NepBOro MHCynbTa y nuu 75 net n
cTapiue

2.4
7.6
> 11.2

Incidence of first stroke (per 1000yt

White White Black Black
men women Men women

45-54 i.4 1.0 3.57 29
55-64 2.9 1.6 4.9 46
65-74 7.7 4.2 10.4 9.8
75-84 13.5 113 23.3" 135
85+ 324 16.5 24.7 21.8
Sex (age adjusted)®’ Prevalence (percent per 100 000)

Men: 2.9

Women: 2.3

Total: 2.6

= 2 for birth weight =—2500 g vs —=4000 g

Low birth weight3©-31 a3
Race/ethnicity (age adjusted)®’ Prevalence {percent per 100 000)
Asian: 1.8

Bec pebeHka npu poxaeHnn meHblue 2500 — pUCK MHCYNbTa BO

B3pPOC/IOM BO3pacTe, T.K. Y TAKOro nauueHTa npyv poXXaeHum yxe

3aNo0XeHO MeHbLlee KONMMYEeCTBO NOo4YeYHbIX KNyOO4YKOB, YTO B AalfibHEMLLEeM
M NPUBOAUT K Pa3BUTUIO TMNEPTEH3UU




APTEPUAJIBHAA KYPEHMUE
MMIMNEPTEH3UA

LIENIEBOM YPOBEHb [loka3aHa B3aMMOCBA3b
CUCTOJNIMYECKOIO A <140 mm pT CT §
e R S e Pa3BUTUSA MHCYNbTA OT KYPEHUSI.

<90 MM pT CT A6COJ1I-OTHbIVI OTKa3 ot Kypeva

Knacc 1 ypoBeHb A

tween smoking and both ischemic stroke and SAH

lass 1; Level of Evidence B).
2, s\stollc BP should be treated to a goal of \Class I; Eevel of Evidence 5) : _
2. Although data are lacking that aveidance of envi-

<140 mm Hg and diastolic BP to <% mm Hg b : WA

I hese lovel ed witha l X ronmental tobacco smoke reduces incident stroke,
) O\ W levels ¢ JISYITN P r [ " 'ISK 4 N 4 N . .
ecause these levels are associated with a lower risk on the basis of epidemiological data showing in-

of stroke and cardiovascular events (Class I} Level o e, -, o

o » » . " creased stroke risk and the effects of avoidance on

Evidence A). In patients with hypertension with risk of other cardiovascular events, avoidance of

diabetes or renal disease, the BP goal is <13/ exposure to environmental tobacco smoke is reason-

80 mm Hg (also see section on diabetes) (Class [; | , @Ple (Class Ilas Level of Evidence C).
| : llu use ot multmmd.ll techniques, including mun-
Vidence A\ z el : e 2

Y naumeHTOB C caxapHbIM AnabeToM Unu ov (‘>l’l“ snmkuw-((snllon stlateg} Stqtus of tobacco

use should be addressed at every patient encounter
6onesHbl0 noyek yenesoe Al <130/80 mm (Class I; Level of Evidence B),

pT cT (Knacc 1, ypoBeHb A)



1.

[MTPODPUTIAKTUKA UHCYIIBTA Y BOJIBHOIO
C CAXAPHbBIM OAUWABETOM

Recommendations

Control of BP in patients with either type 1 or type
2 diabetes as part of a comprehensive cardiovascular
risk-reduction program as reflected in the JNC 7
suidelines is recommended (Class I; Level of Evi-
dence A).

. Treatment of hypertension in adults with diabetes
with an ACEI or an ARB is useful (Class I; Level of

Evidence A).

3. Treatment of adults with diabetes with a statin,

especially those with additional risk factors, is rec-
ommended to lower risk of a first stroke (Class I;
Level of Evidence A).

. The use of monotherapy with a fibrate to lower

stroke risk might be considered for patients with
diabetes (Class I1b; Level of Evidence B).

. The addition of a fibrate to a statin in persons with

diabetes is not useful for decreasing stroke risk
(Class 111; Level of Evidence B).

. The benefit of aspirin for reduction of stroke risk has

not heen satisfactorily demonstrated for patients with
diabetes; however, administration of aspirin may be
reasonable in those at high CVD risk (also see¢ section
on aspirin) (Class Ilb; Level of Evidence B).

2.JleyeHue Al y B3pocnbix ¢ auabeTom
pekoMmeHayeTcs ¢ UHFMbutTopammu
Al® vnun captaHamum

Knacc 1, ypoBeHb A

3. JleyeHune B3pOCNbIX NAaLNEHTOB C

AnabeToM AN CHUXEeHUs pUCKa
NepBOro MHCyrbLTa peKoMeHAayeTCs
cTaTUHaAMMm

Knacc 1, ypoBeHb A
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)" Guidelines for the management of atrial
fibrillation

The Task Force for the Management of Atrial Fibrillation of the
European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart Rhythm Association
(EHRA)'
Endorsed by the European Association for Cardio-Thoracic Surgery (EACTS)
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TunnyHoe TeyeHune DI
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LLikana EHRA anga oueHku cumntomoB @I

Knacudikauia nos'a3arux 3 O cumnromis (lwkana EHRA)

Knac EHRA [ToACHeHHS

«|HBaNIAM3YI0Yi CAMMTOMM; CUMMTOMI BUKMIOY3I0TH 3BWYaNHY LOASHHY

EHRA IV .
aKTUBHICTb




Uikana CHA,DS,-VASc Ta yacTtoTa iHCynbTy

.....................................................................................................................................................................................................................................

«KniHiyHO 3HauyLWi He cepio3Hi»
dakTopu pu3nKy

CepLiesa HenoCTaTHICTL 300 MOMIPHA Y BaXKa
cuctoniyHa ancdyHkuia JILL (Hanpuknag, OB

MepeHeceHuit patitue iHcynst, TIA ﬂb“é;ma T
a("ao CHCTeMH embonil LIyKpoBMit pjaeT
Bik 275 pokis XiHoya cTaTh

Bik 65-74 poku

CyauHHa natonoriaa

(b) Puzuk-opieHTOBaHM Niaxia, BUpaXkeHUn y BUKOpUCTaHHI 6anbHOT
CNCTeMU OLIHKU, LIIO NO3HAYaETbCa akpoHimom CHA DS -VASc
(MpHMITKA: MEKCHMANBHA KiNbKICTh Hanie CTAHOBKMTL 9, OCKINLXY 33 KaTeropicio «Biks MOXHa OTpumath O, 1 abo 2 H6anu)
dakKTop pPN3UKY KinbkicTtb 6anis

MakcumMmanbHa Kinbkictb 6anie

O




LLikana CHADS?2 v yacToTa pa3Butus
UHCYINLTOB

Po3paxoBaHa YyacTora
iHCynbTY (%/pik)?
(95% pogipunit iHTepsan)

KinbKicTb natlieHTis
(n=1733)

[LIkana CHADS2

18,2 (10,5-27 4)




CtpaTtarusa npodunakTmkm TpomooamMmoornnyecKmnx
OCJI0)KHEeHUMN Yy 6ornbHbIX ¢ Pl

KinbkicTb 6anis 3a PekoMeH10BaHa aHTUTPOMOO-

Kateropis pusitky wkanotw CHA,DS-VASc TuyHa Tepanisa

OnuH «Cepito3Hmits GakTop
PU3NKy ab0 22 «KNiHIYHO
3HAYYLLMX HECePUO3HUX»
DIKTOPIB PU3MKY

O0WH «KNIHIYHO 3HAYYLLNIA Abo OAKz, abo acnipuH 75-325
HEeCepo3HUt» HaKToP I mr Ha poby. Mepegary mae OAK y
PU3NKY MOPIBHAHHI 3 aCNIPUHOM.

Abo acnipuH 75-325 mr Ha goby,
abo BiACYTHICTE NPOTUTPOMOOTIY-
HO! Tepanil. [epegrary Ma€ BifCyT-
HICTb NPOTUTPOMBOTUYHOIT Tepanil
Y NOPIBHAHHI 3 3CNIPUHOM.

BigcyTHICTb dakTopiB
PU3UKY

OpanbHble aHTUKOarynsaHTbl — NpeanoyYTUTeNbHbIVN BbIOOP AnA Bcex
NnauMeHTOB, Y KOTOPbIX eCTb XOTA Obl oauH dakTop pucka no CHA2DS2-VASc




NMokas3aTenb nHcyneTa Ha 100 nauyneHTo-neT

6e3 NpoTUBOCBEpPThLIBaKOLLEeNn Tepanumn

Bbann no wkane CHADS, koppenupyeT c nokasaTtenem
YacTOTbl BO3HUKHOBEHUSA UHCYIbTA

Bann CHADS,

Gage et al, 2001



KNMMHUYECKUE XAPAKTEPUCTUKWU, KOTOPbIE
YUYUTBLIBAKOTCHA LLKANTOWU
OLIEEHKN PUCKA FTEMOPAIMYECKUX
OCJTOXXHEHUWU HAS-BLED

KniHiyHa xapakTepucrukaa KinbkicTb 6anis

ApTepianbHa rineprteHsia [Hypertension]

MopyweHHA QyHKUIT HUpOK / nedidkm [Abnormal renal and
liver function] (no 1 6any 3a koxHe)

33CTOCYBaHHA IHLWMX NIKaPCbKiMX 3aCObiB Ta 3NOBXMBaHHA
ankoronem [Drugs or alcohol] (no 1 6any 3a kKoxHe)

Makcumym 9
banis




Hayano aHTuKoarynsHTHOU Tepanuu Ha (poHe

NMLLEeMUNYEeCKOro MHCyJ1bTa
@ Hepeako ®I1 BnepBble AMarHOCTUPYETCS NOCHe UHCYNbTA

9 [Npy NoBbLILWEHHOM PUCKE UHCYIbTa NOBLILWEH U PUCK KPOBOTEYEHUSI.
NMpodmnakTnka Heodbxoanma A0 Tex NOp, MOKa COXpPaHAEeTCH BbICOKUN
PUCK TPOMOO3IMOONIUN

€ Ha npotsixeHuM nepBbIX 3 Mec. nocne nHcynbTa unu TUA Ha doHe DI
OTMeYaeTcs1 0CO060 BbICOKU PUCK MOBTOPHOrO UHCYJIbTA

CornacHo PykoBoactBam (ESC 2010, Stroke Prevention Guidelines
2010, Accounauuu KapguonoroB YKpauHbl U Ap.):

" aHTUKOArynsiHTHaA Tepanusa npy ®I1 HaUMHaeTcHa He paHee, YeM Yepes 2
Hegesnu nocrie NWEeMNYECKOro UHCYNbTa;

" [pU OOLUIMPHOM ULLEMUNYECKOM UHCYJIbTE aHTUKOAryJsisHTHYIO Tepanuio
Ha4YMHaKT B bonee OTCPOYEHHOM nepuoae (Yepe3 mecsiy n bornee) B CBA3U
PUCKOM remopparmyeckon TpaHcdopmaumum ovara (pMck Hambornee
BbICOKUM B NepBble 5 AHeN, TeM He MeHee coxXpaHseTca A0 2-3 Heenb);

= npu TUA Ha boHe DI1 aHTUKOArynsiHTHasa Tepannsa HaYMHaeTCcsl Kak TONIbKO
No3BOJISEeT KIMIMHUYeCKasa CUTyauus;

" rnpureMopparm4eCKomM UHCyYJIbTe aHTUKOArynAaAHTbI He npwl\my,g[m%ﬂajourna|&org



AHA/ASA Guideline

Guidelines for the Primary Prevention of Stroke

A Guideline for Healthcare Professionals From the American Heart
Association/American Stroke Association

The American Academy of Neurology affirms the value of this guideline as an educational
tool for neurologists.

Table 10. Efficacy of Warfarin and Aspirin for Stroke
Prevention In Atrial Fibrillation: Meta-Analysis of Randomized

Trials*

Relative Risk Estimated NNT
No. of No.of Reduction, for Pimary
Comparison Trials Patients 95% Cl Preventiont

Adjusted-dose 6 2900 64% (497 4) 40
warfarin vs control

Aspirin vs control 3990 19% (—1-35)

Adjusted-dose 4620 39% (19-53)
warfarin vs aspirin




MHO [%]

KoHTponb MHO B peanbHOM XXU3HU

HU>XXe onTuMasZibHoro

QPeTpocneKTMBHoe, MYJbTULIEHTPOBOE nccregosaHue 1,511 nauneHToB C

XpoHn4deckon Pl HeknanaHHOW 3TUOSIOrNK

¥ MHO B nHTepBane 2.0-3.0 6bin1 y 50.8% - 60.0% B 3aBUCMMOCTY OT CTPaHb|

@ [poLeHT BpEMEHW, B TEYEHME KOTOPOro NaLMeHT Bbif B 9TOM MHTEpBane bbin

100

80

60

40

20

58.1% - 69.5% B 1O Bpemsl, kak Yy 11-36% ObIfm HeAOCTaTOYHbIN KOHTPOSIb
(Hanpumep, bbiny BHE okHa <50% BpeMeHW) (He NoKasaHO Ha AuarpaMmme)

B MHO <2.0
MHO 2.0-3.0
B MHO >3.0

lallnalnin

Kanapa ®paHums Utanus NcnaHus

1. Ansell et al. J Thromb Thrombolysis 2007.



Stroke SF

FHLRNAL OF s Amianscan Huany Assdciation

American American

Heart Stroke

Association | Associationa

2012

Oral Antithrombotic Agents for the Prevention of Stroke in Nonvalvular Atrial
Fibrillation : A Science Advisory for Healthcare Professionals From the American Heart
Association/American Stroke Association
Karen L. Furie. Larry B. Goldstein. Gregory W. Albers. Pooja Khatri. Ron Neyvens. Mintu P.
Turakhia. Tanya N. Turan and Kathryn A. Wood
on behalf of the American Heart Association Stroke Council. Council on Quality of Care and
Outcomes Research. Council on Cardiovascular Nursing. Council on Clinical Cardiology. and
Council on Peripheral Vascular Disease

Furie et al Oral Agents for Stroke Prevention in Nonvalvular AF

Table 2. Comparison of Key Studies of New Oral Antithrombotics

RE-LY28 ROCKET-AFs2 ARISTOTLES® AVERROESE®

Agent Dabigatran 150 mg BID Rivaroxaban 20 mg QD Apixaban 5 mg or 2.5 mg BID* Apixaban 5 mg BID*
Comparator Warfarin Warfarin Warfarin Aspirin 81-325 mg QD
Blinding Open label Double blind, double dummy Double biind, double dummy Double blind, double dummy
Sample size 18113 14 264 18201 5599
Mean age, v 72 73 70 70
Female, % 36 40 35 4
CHADS score 21 35 21 2.0

01, % 32 0 34 37

2, % 35 13 36 35

36, % 33 87 30 28

Previous stroke, % 20 34 19 14




AHA/ASA Science Advisory

Oral Antithrombotic Agents for the Prevention of Stroke in

Nonvalvular Atrial Fibrillation
A Science Advisory for Healthcare Professionals From the American
Heart Association/American Stroke Association
The American Academy of Neurology affirms the value of this statement as an educational

tool for neurologists

1. Warfarin (Class I; Level of Evidence A), dabigatran
(Class I; Level of Evidence B), apixaban (Class I;
Level of Evidence B), and rivaroxaban (Class [la;
Level of Evidence B) are all indicated for the preven-
tion of first and recurrent stroke in patients with
nonvalvular AF. The selection of an antithrombotic
agent should be individualized on the basis of risk
factors, cost, tolerability, patient preference, potential
for drug interactions, and other clinical characteris-
tics, including time in INR therapeutic range if the
patient has heen taking warfarin,

Dabigatran 150 mg twice daily is an efficacious
alternative to warfarin for the prevention of first
and recurrent stroke in patients with nonvalvular
AF and at least 1 additional risk factor who have
CrCl >30 mL/min (Class I; Level of Evidence B),

1.BapdapwuH (Knacc 1, yposeHb A),
naburatpaH (Knacc 1, yposeHb B),
anukcabaH (Knacc 1, ypoBeHb B),

PueapokcabaH (Knacc lla, ypoeHb B)
NPUMEHSIOTCS AN NEPBUYHON U MOBTOPHOM
NPOOUIAKTUKN MHCYSIbTAa Y NauUeHTOB C
HeknanaHHon OI1. Beibop
aHTUTPOMDOTMYECKOrO areHTa AOSMKEHK ObITb
NHAMBUAYaNN3npoBaH B COOTBETCTBUN C
doakTopamu pucka, LeHOW, BBanMMOENCTBUN
npenapaTtoB, AP. KINMH. XPaKTEPUCTUK,
BKIoYasi BpeM4 rnepexoga ¢ BapdapuHa no
MHO.

2. Naburatpan 150*2 p\cyT acppekTnBHEN
BapdapuHa, 0cobeHHO Yy 6onbHbIX ¢ CK® >30
MA\MUH, 30-15 Mn\MuH — 75*2p., <15 mn\muH
HexxenaTenbHO



AHA/ASA Science Advisory

Oral Antithrombotic Agents for the Prevention of Stroke in

Nonvalvular Atrial Fibrillation
A Science Advisory for Healthcare Professionals From the American
Heart Association/American Stroke Association
The American Academy of Neurology affirms the value of this statement as an educational

tool for neurologists

Apixaban > mg twice daily Is an efficacious alter-
native to aspirin in patients with nonvalvalar AF
deemed unsuitable for yvitamin K antagonist ther-
apy who have at least 1 additienal risk factor and
no more than 1 of the following characteristics: Age
=80 years, weight =60 kg, or serum creatinine
=1.5 mg/dL. (Class I; Level of Evidence B).
Although its safety and efficacy have not been estab-
lished, apixaban 2.5 mg twice daily may be considered
as an alternative to aspirin in patients with nonvalvu-
lar AF deemed unsuitable for vitamin K antagonist
therapy who have at least 1 additional risk factor and
=2 of the following criteria: Age =80 years, weight
=60 kg, or serum creatinine =1.5 mg/dL. (Class 11b;
Level of Evidence C).
Apixaban 5 mg twice daily is a relatively safe and
efficacious alternative to warfarin in patients with
nonvalvular AF deemed appropriate for vitamin K
antagonist therapy who have at least 1 additional
risk factor and no more than 1 of the following
characteristics: Age =80 vears, weight =60 kg, or
serum creatinine =1.5 mg/dL. (Class I; Level of
Evidence B).

AnunkcabaH 5 mr*2p.cyt achcekTnBHas
anbTepHaTMBa aCnpPUHY y NauneHToB
Cc HeknanaHHou ®PIl1, koTopbIM

He noaxoAuT NpUeM aHTaroHucTa

BUT K, KoTopble nmetot 1
AOMNOSIHUTENbHbIN (haKToOp pUCKa

n bornee, UnNu oagHy n3

xapaktepuctuk: Bospact =280 ner,

Bec <60 kr, KpeaTuHuH 21.5 mr\d|

AnukcabaH Henb3s1 NPUMEHATb Y
nauyueHToB ¢ CK®P < 25 mn\muH



AHA/ASA Science Advisory

Oral Antithrombotic Agents for the Prevention of Stroke in

Nonvalvular Atrial Fibrillation
A Science Advisory for Healthcare Professionals From the American
Heart Association/American Stroke Association
The American Academy of Neurology affirms the value of this statement as an educational

tool for neurologists

n patients with nonvalvular 0 are at mod-
erate to high risk of stroke (prior history of TIA,
stroke, or systemic embolization or =2 additional
risk factors), rivaroxaban 20 mg/d is reasonable as

an alternative to warfarin (Class Ila: Level of

Evidence B).

In patients with renal impairment and nonvalvular
AF who are at moderate to high risk of stroke (prior
history of TIA, stroke, or systemic embolization or =2
additional risk factors), with a CrCl of 15 to 50
mL/min, 15 mg of rivaroxaban daily may be consid-
ered; however, its safety and efficacy have not been
established (Class IIb; Level of Evidence C).
Rivaroxaban should not be used if the CrClis <15
mL/min (Class I1I; Level of Evidence C).

The safety and efficacy of combining dabigatran,
rivaroxaban, or apixaban with an antiplatelet agent

have not been established (Class IIb; Level of

Evidence C).

Y nauymeHToB ¢ HeknanaHHou Of1,
Y KOTOPbIX MMEETCH BbICOKUN PUCK

nHcyneta (TUA, nHcynet B
aHamMmHe3e, cuctemMHas ambonus,
nnn 22 oakTopos pucka),
puBapokcabaH 20 mr\cyT
PEKOMEHOYETCSA KaK anbTepHaTmBa
BapdapuHy (Knacc lla, yposeHb B).

OTcyTCcTBYET AOKa3aTenbHas 6a3a no
KOMBUHUPOBaAHHOMY NpuUemMy
naburaTpaHa, anvkcabaHa,
puBapokcabaHa.
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Statins reduce all-cause death:
Meta-analysis of 14 trials

Cholesterol Treatment Trialists’ Collaboration

Cause of death

Vascular causes:
CHD

Stroke

Other vascular
Any non-CHD vascular

Any vascular
Nonvascular causes:
Cancer

Respiratory

Trauma
Other/unknown

Any nonvascular

Any death

Events (%)

Treatment
(n =45,054) (n =45,002) Traamar

3.4

0.6
0.6
1.2

4.7

2.4
0.2
0.1
1.1
3.8

8.5

Control

4.4

0.6
0.7
1.3

5.7

2.4
0.3
0.1
1.2
4.0

9.7

Control

better better
< 0.81
! 0.91
— 0.95
0.93
<> 0.83
1.01
n | 0.82
= | 0.89
] 0.87
0.95
<> 0.88

I I I I ]
05 1.0 15
Relative risk

CTT Collaborators. Lancet. 2005:366:1267-78.



HEWPOMPOTEKLUUA CTATUHAMW

Occlusion of middle cerebral artery in rats

Pre-treated with statin Post-treated with
before occlusion statin after occlusion

.',“
.
.
54 )

"

0 Gl
- |

. BRI

A

24 hrs 48 hrs 24 hrs 48 hrs

Sironi L et al. Arterioscler Thromb Vasc Biol. 2003;23:322-7.



ATEPOTPOMBOTUYHECKOE BMELUATEJNIbCTBO NP MC C
HUSKWUM YPOBHEM JilBl/Bbicokum TI n BIINMAHUE HA
MOBAJIBHBIE UCXOObI

Purpose: To test the hypothesis that in patients with atherosclerotic cardiovascular disease and
low baseline HOL levels, combination therapy with high-dose extended release niacin added to

intensive LDL-lowering therapy with a statin with or without ezetimibe would further reduce risk of
cardiovascular events.

XoTsa Tepanna HHaUMHOM accouuupoBariacb CoO 3Ha4YUTESIbHbIM
yBenunyeHunem ypoBHA JIMNBI1 n cHnxeHnem ypoBHA Tl HEeT pasHuubI
Bo pa3sutum UBC, He-thbatansHoro UM, UA, rocnutanmnsauum OKC
Unu peBacKynsapusaumu. BoisBrneHo HeoXXuaaHHOe yBesrinyeHue
3aboneBaHus U npmn neveHnn HUALUIMHOM

3aknryeHuve: lobasneHne HUALUMUHA k
cuMBacTaTuUHy c/6e3 a3UTUMMOOM Yy NaLMeHTOB
C KapAnoBaCKyNApPHbIMU 3a00f1eBaHNSAMMN He
CBSI3aHO CO CHWXXEeHWEeM KapAWOBCKYNSAPHOro
pUCKa U CMEepTbIo




PaKTOpbl PUCKA pa3BUTUSA
MHCYNbTAa

[MnepTeH3unsg

[[MnepxonecrepeHeMun4g -

KypeHue -

®un3.aKTUBHOCTDL (- )
OXUpeHuUe -
CTeHO03 KapoTua

ANMKOrosinN3m -

dubpmnnnaunsa npeacepanm ® 1%

o 1 2 3 4 5 6 7 8 9 10

OTHOCUTENIbHbIN PUCK

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



BIINVAHUE TOJILLWWHBI MHTUM/MEOWUAJIBHOIO
KOMIMIEKCA HA BbI)KMBAEMOCTb BOJIBHbIX NMOCJIE
WHCYJIbTA U UHOAPKTA MUOKAPLOA

BbixkuBaemMocTb 06e3 cobbitun, %

164 :
——-—..__‘________*_ Yem bonbLue
9% TONLWMHA,
TeéM MeHbLle
E BbXMBAEMOCTb

From O’Leary et al NEJM 1999,340:14-22



Table 6. American Heart Association/American Stroke
Association Guidelines for Antithrombotic Therapy in Patients
With Ischemic Stroke of Noncardioembolic Origin (Secondary
Prevention)

Classification of
aTepdc Recommendation, Level of ' extracranial

Guideline Evidence® ntraindicated

Class I AHTMTpOMﬁOLWITapHaSI Tepanua pekoMmeHOoOBaAHa, ’_. A (75 mﬁ daily)
1. Medica | @ HEé aHTUKOArviadHTHasA 3 as

atheros

:‘i“; v« [HayanbHaa Tepanus: acnupuH LA
aras 1
rotid a | KOMOMHaAUUA acnUpuH+aUMNUpuaamon
2. In the:
eceive
Eam” PekomeHaoBaHa KoMbuHauus | B
(Level ¢ acnugumﬂunuguﬂamoni a He acnupuH
A Anijila ]
::l‘ iﬂ‘ﬁ BmMecTo acnMpuHa MOXeT ObITb
C |Sin
: Ha3HauveH Knonuaorpenb lib, B
MMpn HenepeHOCMMOCTU acnMpUHa lla B
lection | KMonuaorpenb — npenapar Bbioopa :
alized ¢
wleran | [lOGABNEHWE aCMMPUHA K KNONUAOIPEnto |, » n Febmary 21, 2011
guidan o . g
of Evia. |YBEJIMHNBAET PUCK remMmopparmum _




Asymptomatic Carotid Stenosis

The presence of an atherosclerotic stenotic lesion 1in the
extracranial inte 1 1d bulb has been
associated with an increased nsk of stroke.|Randomized trials
have shown that prophylachic caroird cndarterectomy (CEA)
in appropriately sclected patients with carotid stenosis mod-
estly reduces stroke risk compared with patients treated by
mechcal management alone 15318

[IpodounakTuyeckas KapotmaHas saHAap3aKToMud ¢ <3%
CMEPTHOCTWN MOXET ObITb NonesHa Y BbIDOPOYHbLIX MALMEHTOB C
aCUMMOTOMHbIM KapoTMAHbLIM CTEHO30M (MUHUMYM 60%
aHruorpaduyeckun, 70% gonnneporpaduyeckm)

Knacc lla, ypoBeHb A).

sidered n highly selected patients with an asymp-
tomatic carotid stenosis (=60% on angiography,

cularization should be guided by an assessment of
comorbid conditions and life expectancy, as well as =T70% on validated Doppler ultrasonography, or
other individual factors, and should include a thor- =80% on computed tomographic angiography or

MRA if the stenosis on ultrasonography was S0% to
69% ). The advantage of revascularization over cur-

ough discussion of the nsks and benefits of the
|_|OI'IyJ'IFILI,l/IOHHbIl7I CPUHHUHI aCUMNTOMHbIX KPOTUAHbIX
CTeHO3OB HE peKoOMeHOO0BaHO

CIMICU UL SS LU JILA LU LR AUSt dASil- PIOLCAUTY I UINCT i oy s

rin was used in all of the cited trials of CEA as an 7. ff.‘l‘i“'if?..ﬁfl"".ﬁ. ’j;;;;n'::rﬁ;ga?&g;;f
antiplatelet drug (Class I; Level of Evidence C). : )
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KypeHue -

®un3.aKTUBHOCTDL (- )
OXUpeHuUe -
CTeH03 KapoTua -

ANMKOrosinN3m -

dubpmnnnaunsa npeacepanm ® 1%

o 1 2 3 4 5 6 7 8 9 10

OTHOCUTENIbHbIN PUCK

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



OTpaxeHue nyfibCOBOUN BOJIHbI u

MexaHU3M NoBbIWeHNd ueHTpansHoro AL
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Yt1o Takoe UHaeKkc ayrMeHTaAl MU ?

incisura
2] e ol b~ b e P2
4 % =P = P2 - P1
................................. P1 b
PP Al=
SBP - DBP
v
DBP

ejection duration

HOekc ayrmMeHTaumn, onpeaendeTrcd Kak pasHuua gasneHumn mexay nepsbim (P1),
PaHHUM NUKOM, (BbI3BaHHLIM CEPAEYHON CUCTOMNOWN) U BTOpbIM (P2), no3aHum
(mosgBRAOLLNMCA B pe3ysibTate OTpaXkeHs NepBoyn MyrbCOBOM BOSTHbI) CUCTONINYECKUM
NnKoM, gerneHHas Ha nynibcoBoe aasreHne. Alx(%)=(P2-P1)/AL nynsc.*100. Yem
bonbLle NHOEKC ayrMeHTaUMN (B NPOLIEHTaxX), TEM DOJIbLLE CONPOTUBIIEHNE apTEPMUOST .



BiiMsiHMEe AaHTUTHNIEPTEH3MBHBIX CPEACTB HA
IMOKA3aTeJ U HEHTPAJIbHOU reMOAUHAMUKHA

Knacc

LienTp cuct ALl

Unpexc
ayrMmeHTaumum

HectrocTh
aopThl

N-AlNo

W

AllA

!

Knaccuyeckue
B-6nokaTtopsbl

AHTaroHucTtbl Ca

OvnypeTunku

Hutpathbl

Carmel M. McEniery, PhD , ANTIHYPERTENSIVE DRUGS& CENTRAL BLOOD PRESSURE, 2009
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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

Conclusions Among patients with clinical history of CVD butjw

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.



PUCK :®ATAJIbHOIO U
HEDATAJIbBHOI'O UHCYIbTA

Absolute Risk
ative Reduction per 1000 it B
Source (95% Cl) (95% ClI)
Fatal or nonfatal stroke
SOLVD, 28 1995 ,u.; ) —-°-.
ABCD,14 2002 -

Active Tlf-"iflrl'-'llt Placebo

1{-19.1 to 3.0;.
5.6 I' £69.3 to - )
PEACE %2 2004 9 —1 3.6t0-2. ?\
SAVE S 2004 ; :f - C, ] 5.2 (-14.7t025.2)
PROGRESS 6 2006 0.88 (0.69-1.12) -13.8 |—-1U 0to 1 4)
PROFESSS1 2008 04 {0.83-1.2 319610158
PATS 8 2009 0.49 (026-094) -30.2{-56810-3.7)

Total

Pooled Relative Risk 0.77 (0.61 - 0.98) f.7-16210-03) Relative Risk (95% C)
Heterogeneity: P=.02, f¢=61.9%

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



CpaBHeHue athpeKTMBHOCTN MeaANKAMEHTO3HON

Tepdliinm B I'IpO(i)VI.I'IaKTVIKe MHCYJIbTd

Blood Pressure Lowering Treatment Trialists’ Collaboration meta-analysis
A BP between

Rx (mm Hg)
NAMN® vs D/BB Favors Favors
. first li li

Diabetes 5 2/0.3 irst listed second listed 102

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

N =158,709 Relative risk




CpaBHeHue MeanKamMeHTO3HOU Tepanuu B

npodunaktuke UBC

Blood Pressure Lowering Treatment Trialists’ Collaboration meta-analysis
A BP between

WAN® vs D/BB Rx (mm Hg) firi?\lli(;;:d‘L A
Diabetes 2.2/0.3 0.83
No diabetes 1.5/0.2 . 4 0.98
Overall (P homog = .33) | 0.96

BKK vs D/BB
Diabetes 0.7/-0.8 1.00
No diabetes 1.1/-0.4 r 1.01
Overall (P homog = .86) 1.01

UAMN® vs CCB |
Diabetes 1.6/1.2 ‘I 0.76
No diabetes 1.3/0.9 < 0.98
Overall (P homog = .22) i 0.83

N = 158,709 0.5 1.0 2.0




