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JlenmpeckpaliOMHT aHTUTUIIEPTEH3UBHOM Tepalnuu y JIHI]L
CO CTapYecKOH acTeHuen

H.B. 3amoskepoBa, A.A. ITonos, JI.1. Kaguukos, M.B. AitmmbekoB, /[.A. ManbreBa

@I'BOY BO «Ypanvckuil 2ocydapcmeerHblit MeduyuHckuil ynusepcumem» Munadpasa Poccuu, Examepunbype, Poccus

AHHOTAIIUA

BBeneHue . JleueHue apTepHabHON rutiepTeH3uH (Al') y MalleHTOB IOKUIIOTO BO3PACTa OCIIOXKHSIIETCS BBICOKOU pac-
MIPOCTPAHEHHOCTHIO CHH/IpOMa cTapueckoii actenun (CA) U BO3pacTHBIMU M3MEHEHUSIMU TeMOAMHAMUKH, YTO TPeOYeT 0co-
60ro 1oAX0/1a K OIIPeZieIEHHIO IIeJIeBBIX YPOBHEN apTepuaybHOro JasieHus (ALl). UpeamepHoe cHikeHHe Al y «XPYIIKUX»
MIAI[UEHTOB aCCOIMUPOBAHO C ITOBBIIIEHUEM PHUCKA O0LIEH CMEPTHOCTH, YTO AUKTYET HEOOXOUMOCTb OTKa3a OT JKECTKUX HOP-
MATHBOB B IIOJIb3Y CTPOTOH MHIAVBH/IYJIM3AIIH TEPAIINU. B CBA3M ¢ 3TUM KOHIIEIINA IeIIPeCKPAlONHTa — 3aIUIAHUPOBAH-
HOTO CHIKEHUS JT03bI HJIU OTMEHBI IPENapaToB, KOTZa IIOTEHINAIbHBINA BPE/] IPEBBINIAET 02KUIAEMYIO II0JIb3Y, — CTAHOBUTCS
KJIIOUEBBIM HHCTPYMEHTOM MUHUMU3AIINU ITPOT€HHBIX PUCKOB U YJIy4IIIeHUs KauecTBa JKU3HU JTAHHOU KaTeroOpuu OOJIbHBIX.
IT e 1 5 . IIpoaHasM3UPOBATh U CUCTEMATU3UPOBATD JJAHHBIE JIUTEPATYPHI 0 6E30IIACHOCTH U KJIMHUYECKOU 3 dEKTHB-
HOCTH JIenTpecKpaiiouHra anTurunepren3suBHou tepanun (AI'T) y manuenTos ¢ CA.

MaTepuaas U MeTOoJ bl .IIpoBeJeH MONCK U AHAIN3 PEeLleH3UPYEeMbIX HAYUHBIX IyOIHMKanui B 6a3ax gaH-
HbIX eLibrary.ru u PubMed 3a nmepuoz ¢ 2016 o 2026 T. (¢ IpUBJIeYeHNEM JAHHBIX 2009 T.).

PesyanbTarsbl . Jenpeckpailourr AT'T y mOKUIbIX marueHToB ¢ CA sIBJIsieTCsl BaXKHEN e CTpaTeruell CHIKEHU st
MIOJIUIIPArMa3uu U MPOMHIAKTUKY ITPOT€HHBIX OCI0OKHEHUH, TAKUX KAK OPTOCTATHUECKAsI TUIIOTEH3UsI, TIa/IEHUsI U TUIIO-
nepdy3us opraHoB-MullieHei. [IprMeHeHne KOPPEKTHO BBICTPOEHHBIX AJTOPUTMOB JENpPecKpalOMHTa ¢ MO3TATHOM
OTMEHOH IIpenaparoB ABJsAeTcs Oe30MacHBIM U He IPUBOJNT K YXyZIIeHUI0 KOHTposiA A/l. Hanuuue Tskesoit koMopOus-
HOU TIATOJIOTHH, BKJIIOUAsi XPOHUUECKYIO OOJIE3HD IMOYEK U XPOHHUYECKYIO CEPEYHYI0 HEIOCTATOYHOCTh, TpeOyeT 0co60
B3BEIIIEHHOU TAKTUKHU: HAIIPUMep, OTMeHa 6eTa-aipeH00I0KaTOPOB MOKET YIIYUIIUTh QYHKITHOHATBHBIN CTATYC IIPU XPO-
HUYECKOH CepIeuHOM HeZIOCTATOUHOCTH C COXPAaHHOH (pakIiueli BBIOpoca, HO He PeKOMEeH/IOBaHA IIPH €€ CHUKEHUH.
3axknioueHHue. [enpeckpaitbunr AI'T y manreHToB ¢ CA siBisieTcst 6€301acHOMN U KIIMHUYECKH 000CHOBAHHOM CTpa-
TerueH, Mo3BOJIAI0IIEe MUHUMH3UPOBATh PUCKH MOJTUIIPArMAa3UU U YJIYUIITUTD Ka4eCTBO Ku3HU. OIHAKO OTMEHA Tpernapa-
TOB TpeOyeT CTPOroi MHANBUYIU3AINH, CTYIIEHUATOT0 IIOIX0/A U TIIATEIBHOTO FeMOJUHAMUYEeCKOT0 MOHUTOPHHTA C yue-
TOM COITYTCTBYIOIIEH TIATOIOTHH. [IJ11 ONTUMU3AIUN TAKTUKHU BeJIEHUS IAHHON KaTeropuu 60JIbHBIX HEOOXOUMBI TaJIbHEN -
IIIMe UCCIIe0BAHM A, HAIIPABJIEHHbIE HA YTOYHEHNE KPUTEPUEB 0TOOPA U OI[EHKY JOJITOCPOYHBIX KJIMHIYECKUX UCXO/IOB.
Kaouesnble cao8a: aHTUTHIIEPTEH3UBHAS TePAINs, JePeCKPaiOUHT, CTapyecKas acTeHust, 6e3011acHOCTh JIEKAPCTBEH-
HOH Tepanuu, apTepruaabHas TUIepTeH3HsI.

OoO0paszen murtupoBaHus#Aa: lsmoxeposa H.B., IToros A.A., Kasiaukos JI.U., Aiumbeko M.B., Maibnesa /[.A.
JlerpecKpaiiOMHT aHTUTUIIEPTEH3UBHOMN TEPAIINH Y JIUI] CO cTapuecKoi acreHueii // Journal of Siberian Medical Sci-
ences. 2026;10(3):141-156. DOI: 10.31549/2542-1174-2026-10-3-141-156

Deprescribing antihypertensive medication in older people
with frailty

N.V. Izmozherova, A.A. Popov, L.I. Kadnikov, M.V. Alimbekov, D.A. Maltseva

Ural State Medical University, Yekaterinburg, Russia

ABSTRACT
Introduction. Thetreatment of arterial hypertension (AH) in elderly patients is complicated by the high preva-
lence of frailty syndrome and age-related hemodynamic changes, which requires a special approach to determining blood
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pressure (BP) targets. Excessive lowering of BP in frail patients is associated with an increased risk of all-cause mortality,
which dictates the need to abandon rigid standards in favor of highly individualized therapy. In this regard, the concept of
deprescribing — a planned dose reduction or drug discontinuation when the potential harm exceeds the expected benefit —
is becoming a key tool for minimizing iatrogenic risks and improving the quality of life of this population of patients.

A i m . Toanalyze and summarize the literature data on the safety and clinical effectiveness of antihypertensive medica-
tion deprescribing in patients with frailty.

Materials and meth od s .Asearchand analysis of peer-reviewed scientific publications from eLibrary.ru
and PubMed databases was carried out for the period from 2016 to 2026 (using data from 2009).

Results. Deprescribing antihypertensive medication in elderly patients with frailty is a crucial strategy for reducing
polypharmacy and preventing iatrogenic complications, such as orthostatic hypotension, falls, and target organ hypoperfu-
sion. The use of appropriately designed deprescribing algorithms with step-by-step drug discontinuation is safe and does
not lead to deterioration of BP control. The presence of severe comorbidities, including chronic kidney disease and chronic
heart failure, requires a particularly judicious approach: for example, the withdrawal of beta-blockers can improve the
functional status in chronic heart failure with preserved ejection fraction, but is not recommended in heart failure with
reduced ejection fraction.

Conclusion. Deprescribing antihypertensive medication in patients with frailty is a safe and clinically appropri-
ate strategy to minimize the risks of polypharmacy and improve the quality of life. However, drug discontinuation requires
strict individualization, a step-by-step approach and careful hemodynamic monitoring, taking into account concomitant
diseases. To optimize management strategies for this population of patients, further research is needed to clarify selection
criteria and evaluate long-term clinical outcomes.

Keywords: antihypertensive therapy, deprescribing, frailty, safety of drug therapy, arterial hypertension.
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ing antihypertensive medication in older people with frailty. Journal of Siberian Medical Sciences. 2026;10(3):141-
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BBEJAEHUE

CrapeHne opraHu3Ma COIPOBOKJAETCSA PAAOM
M3MeHEeHUH CO CTOPOHBI OPTAaHOB U CUCTEM, KOTOPbIE
OTIPEJIEJIAIOT OCOOEHHOCTH apTEpUIBHOU THUIIEp-
TeH3uH (Al") y HOKUIIBIX OOJIBHBIX, 8 TAKXKE U3MeEHe-
HUS MeTaboIM3Ma aHTUTHUIIEPTEH3UBHBIX IIpernapa-
ToB (AI'TI). Ha cerogHAIIHNI JeHb OCHOBHbBIE MeXa-
HU3MBI pa3zButus Al y jiuIy crapime 70 JeT CBA3aHbI
C YBeJINUEHUEM PUTUTHOCTH COCYAOB, U3MEHEHHEM
dyukMU OapopenenTopoB, AUCHYHKIMEH aBTO-
HOMHOUW HEPBHOU CHCTEMBI. AHTUTHUIIEPTEH3UBHAs
tepanus (AI'T) mpenoTBpalaer pucku HHCYJIHTOB U
CEepIEYHO-COCYAUCTHIX OCJIOKHEHUU Ja)ke B BO3-
pacre 80 ser [1].

¥ noxkubix sitogiedt AI' Berpeuaercs moutu B 80%
cryaaeB. Cama 1o cebe A" MOXKET YCKOPUTD BpEMSI
nosiByieHus crapuyeckoin acremmu (CA), a Taxke
SIBJIsIETCS OEeCCIIOPHBIM HE3aBUCUMBIM (PaKTOpOM
pucka pasBUTHA 3a00JIEBAaHUU CEPJIEUHO-COCYU-
CTON cucreMbl U cMepTHOcTH. K dakxropam pucka
passButusi CA OTHOCAT cTapuecKUi BO3PacCT, COIU-
asibHble (AKTOPHI (HU3KUH YPOBEHD 10X0/1a, OJUHO-
KO€ ITPO’KMBaHKe, HU3KUH ypOBEHb 00pa30BaHMUA), a
TakyKe HU3KUH YPOBEHb (PUBUUECKON AKTUBHOCTH,
ZETIPECCUI0, HEIOCTaTOYHOEe U HeKaueCTBEHHOe
MMUTaHUeE, TTOJIUIPArMasuio [2].

INTRODUCTION

The aging of the body is accompanied by a num-
ber of changes in organs and systems that determine
the characteristics of arterial hypertension (AH) in
elderly patients, as well as changes in the metabo-
lism of antihypertensive drugs (AHD). Today, the
main mechanisms for the development of hyperten-
sion in people over 70 years of age are associated
with increased vascular stiffness, changes in barore-
ceptor function, and autonomic nervous system dys-
function. Antihypertensive therapy (AHT) prevents
the risks of strokes and cardiovascular complications
even at the age of 80 years [1].

In older people, AH occurs in almost 80% of
cases. AH itself can accelerate the onset of frailty in
older patients, and is also a strong independent risk
factor for cardiovascular disease morbidity and mor-
tality. Risk factors for frailty in older patients include
old age, social factors (low income, living alone, low
level of education), as well as physical inactivity,
depression, malnutrition and consumption of poor-
quality food, and polypharmacy [2].

On the other hand, there is evidence that a sig-
nificant decrease in blood pressure (BP) may lead to
a higher risk of all-cause mortality. Therefore, exist-
ing recommendations for the treatment of AH
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C pyroil CTOpOHBI, UMEIOTCS JIaHHbBIE, CBUJIE-
TEJILCTBYIOIIHE O TOM, UTO 3HAUUTEIbHOE CHIJKEHHE
apTepuabHOTO aBaeHus (AJ]) MoKeT IPUBOIUTH K
Oojiee BBICOKOMY PHCKYy OOIIEd CMEpPTHOCTH.
[ToaToMy CyllecTBYIOIIE PEKOMEHAAIUU I10 Jieue-
Huio A" onpeiesisioT 0cobble TTOAXO0/IbI K BEJEHUIO
MMAIMEeHTOB CTAPIINX BO3PACTHHIX TPYIIN, B PaMKax
KOTOPBIX IleJieBble YPOBHH A/l ompejesisiioTcsi He
TOJIBKO BO3PACTOM M COIYTCTBYIOIIUMH 3a00JieBa-
HUAMU, HO B HanuuueM cuHapoma CA [1], mpuuem
oTMedaeTcs HeoOXOAUMOCTh OTCAEKMBAHMSA JUHA-
MuKHU mokaszaresiedi CA (comuasibHOTO, (QYHKIIHO-
HaJIbHOTO, KOTHUTUBHOTO W IICHXHYECKOTO CTaTyca
marrenTa), Tak Kak uX yXy/IlIeHHne MOKeT IToTpebo-
BaTh u3MeHeHHsa TakTUKU AI'T (CHMKEHHs 03I,
OTMEHBI WJIN 3aMEHBI JIEKAPCTBEHHOTO CPEJICTBA) U
U3MeHEeHHs 1esIeBbIX ypoBHen A/l [1].

Kontposnpr AJl y nmoxuiblx nmanueHToB ¢ CA —
CJI03KHAs 3371a4a, TPeOyoIas yJacTus CaMUX HaIu-
€HTOB, UX CEMeH U JIUI], OCYIIECTBJISAIOIINX YXOJI,
4TOOBI IUIAH JiedeHus ObLI 000OCHOBAHHBIM M COOT-
BETCTBOBAJI OTPEOHOCTSM IarienTa [3].

Jlegenue AT 1103BOJIAET CHU3UTH PUCK CEP/IEUHO-
COCYJIUCTBIX OCJIO)KHEHUU ¥ CMEPTHOCTh, OJTHAKO Y
marueHToB ¢ CA OHO 3aTPY/IHEHO BBUY X BBICOKOH
YyBCTBUTEJIBHOCTH K MOOOYHBIM 3¢ deKTaMm Jekap-
CTBEHHBIX IPENapaToB. B cBsA3M ¢ 3TUM B MOCIETHIE
ro/bI Bce O60JIbIIIee BHUMAHUE Y/IEJISIETCS KOHIETTHH
JleTpecKpaiibrHra — 3aIlJIaHMPOBAHHOTO U KOHTPO-
JIUPYEMOTO TIPOoIlecca CHUKEHUS JJ03bI, OTMEHBI WU
3aMeHbI Iperapara B CJIydasiX, KOTJa MOTEHIHaIb-
HBIHA BpeJ OT ero MpHUMeHEHHsI IPEBHIIIAET 0XKUIAe-
MyI0 IIOJIb3y. VICIOJIb30BaHHE JelpecKpaiOuHra
AT'TI y mareHTOB HOKUJI0TO Bo3pacta ¢ CA 1mo3Bo-
JISIeT MUHUMHW3UPOBATh SITPOTEHHBIA BPEA W YIyd-
IIATh KA4ecTBO JKU3HU. TakuM 00pasoM, JJaHHBIH
IIO/IXOJT MOKET PACCMaTPUBATHCA B KAUECTBE JIOTOJI-
HUTEJIPHOTO WHCTPYMEHTA JJIST WHAUBUAYATU3AIIUN
1eJIeBbIX 3HaUeHuU A/l y siurl crapiiero Bo3pacra [3].

ITEJIb UCCJIEJIOBAHUSA

ITpoaHanu3upoBaTh U 0OOOUIUTH JIAHHBIE JIUTE-
patypsl 0 6€30ITaCHOCTH U KJIMHUYECKOH 3(pPeKTHB-
Hoctu Aenpeckpaiiounra AI'T y manuenTos ¢ CA.

MATEPUAJIBI 1 METO/bI

ITouck u oTOOP HAYUHBIX MYyOJHUKALIMH IMTPOBO-
JIAJICSI B DJIEKTPOHHBIX Oazax faHHBIX eLibrary.ru u
PubMed 3a nepuoz ¢ 2016 1o 2026 T. (C IpUBJIEYe-
HHUEM JIaHHBIX 2009 T.). Kpurepusamu BKJIIOUEHUS
SIBJISUTACH: TIOJTHOTEKCTOBbIE OPUTHHAJIBHBIE HCCIIE-
JIOBaHUSA, CUCTEMAaTHUECKHEe 0030pPbI, MeTaaHAN3bI
U KINHUYECKHE PEKOMEHAIUN, IOCBSIIIEHHbIE
nemnpeckparibunary AI'T y nmanuentoB ¢ CA. Kpure-

determine special approaches to the management
of older patients, in which BP targets are deter-
mined not only by age and concomitant diseases,
but also by the presence of frailty syndrome [1], and
the need to monitor the dynamics of frailty indica-
tors (social, functional, cognitive and mental status
of the patient) is noted, since their deterioration
may require changes in AHT tactics (dose reduc-
tion, drug discontinuation or replacement) and
changes in BP targets [1].

BP control in elderly patients with frailty is a
complex task that requires the participation of
patients, their families and caregivers to ensure that
the treatment is reasonable and meets the patient’s
needs [3].

Treatment of AH can reduce the risk of cardiovas-
cular complications and mortality, but in frailty
patient it is difficult due to their high vulnerability to
the side effects of drugs. In this regard, in recent
years, increasing attention has been paid to the con-
cept of deprescribing — the planned and controlled
process of dose reduction, drug discontinuation or
replacement in cases where the potential harm from
its use exceeds the expected benefit. The use of AHD
deprescribing in elderly patients with frailty can
minimize iatrogenic harm and improve quality of
life. Thus, this approach can be considered as an
additional tool for individualizing the BP targets in
older people [3].

AIM OF THE RESEARCH

Analyze and summarize the literature data on the
safety and clinical effectiveness of AHD deprescrib-
ing in frail patients.

MATERIALS AND METHODS

The search and selection of scientific publications
from eLibrary.ru and PubMed databases for the
period from 2016 to 2026 was carried out (including
data from 2009). Inclusion criteria were: full-text
original researches, systematic reviews, meta-analy-
ses and clinical guidelines on AHD deprescribing in
frail patients. Exclusion criteria were: publications
based on the results of animal studies, articles with-
out access to the full text, letters to the editor, and
presentations of clinical cases without systematic
analysis.

A total of 486 publications were identified as a
result of the primary search, of which, after remov-
ing duplicates, 342 remained, and after screening
by titles and abstracts, 123 full-text articles
remained. 31 sources met all inclusion criteria and
were used in the final review (including data from
2009).
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pUM UCKITIOUEHUs: MyOJIUKAIUU IO pe3ysabTaTaM
HCCIEZIOBAaHUN Ha J1aOOPAaTOPHBIX KUBOTHBIX, CTa-
Thu 6€e3 J0CTyIa K IMOJIHOMY TEKCTY, MIChMa PelaK-
TOPY, OIIMCAHUS KIMHUYECKUX CIIydaeB 6e3 cucreM-
HOTO aHAJIN3a.

Bcero B pe3ysbTaTe IEPBUYHOTO ITOUCKA UIEHTH-
dunuposano 486 mybGuKaIuii, U3 KOTOPBIX HOCTIE
yJajeHus ay0IuKaToB OCTAJIOCh 342, a TOC/Ie CKPU-
HUHTA 110 HA3BAHUAM U aHHOTAIUAM — 123 IIOJIHO-
TEKCTOBBIE CTAaThU. 31 HCTOUYHHUK COOTBETCTBOBAI
BCEM KPHUTEPUSM BKJIIOUEHUS U ObLT UCIIOJIb30BaH B
UTOTOBOM 00630pe (BKJIIOUAsi JAHHBIE 32 2009 T.).

PE3YJ/IBTATDBI 1 OBCY KIAEHWUE

Jlosiroe BpeMsi B MEJIMITUHCKOW cpezie OBhITOBAJIO
MHeHUe, YTO BO3pacTHOe noBblieHne A/l — 3To ecre-
CTBEHHBIN U Jla’ke HEOOXOUMBIH KOMITEHCATOPHBIH
poIiece, 00eCIIeYnBAIOINN aJIEKBaTHYIO TIEPDY3HI0
’KMU3HEHHO Ba)KHBIX OpraHoB. CUUTAIOCh, UTO CHIKE-
Hue AJl Ha QOHe TepamTuy MOKET IIPUBECTU K IaJie-
HUIO Tepdy3NOHHOTO JABJIEHIS U Pa3BUTHUIO UIIEMU-
YecKHUX OCJIOKHeHuH. OfHAaKO HadyWHasg ¢ 1990-X
TOZIOB PsAJT KPYITHBIX MHOTOIEHTPOBBIX PAHIOMU3U-
POBaHHBIX KOHTPOJIUPYyeMBIX ucciienoBanuil (SHEP,
1991; STOP-Hypertension, 1991; MRC, 1992; Syst-
Eur, 1997; HOT, 1998; HYVET, 2008) [4] HEonpoBep-
JKMMO JIOKA3aJId, YTO AKTHUBHAsS AHTUTUIIEPTEH3UB-
Hasg Tepanusa Al' y HOXWIBIX IAIlUEHTOB liejie-
coobpasHa u Heobxouma. Takas Tepamus y Jirofei
cTapuecKoro Bospacra, He crpazgatoiiux CA, nocro-
BEPHO IIPeJIOTBpAIIAET CepAeUHO-COCYIUCThIe KaTa-
crpodbl (MHOAPKT MUOKAp/a, UHCYJIBT, CEPIEUHYIO
HEZIOCTaTOYHOCTD), KOTOPBIE MTOTEHIINAJIBHO BEAYT K
IoTepe caMocToATeIbHOCTH U pa3BuTuio CA [1]. B To
3ke BpeMs 3((GEKTUBHOCTh U 0€3011aCHOCTh AHTUTH-
[IEPTEH3UBHOTO JIEYEHM Y AI[HEHTOB C YK€ Pa3BHUB-
mieticsa CA B OTHOIIIEHUH COXpaHEeHUA QYHKITNOHAb-
HOTO CTaTyca U3y4eHa B MEHbIIIEN CTETIEHN.

s HavanbHOU U noaiepsxkuBaroriei AI'T moryT
HCII0JIB30BaThCA IATh OCHOBHBIX KJIACCOB IIpernapa-
TOB: TUA3U/THbIE JUYPETHUKY, QaHTAaTOHUCTHI KAJIBIIH,
WHTHOUTOPHI AaHTUOTEH3WHIIpeBpamamoiero ¢ep-
MeHTa (MAIID), 6JI0KATOPHI PEIENTOPOB K AHTUO-
tensuny II (BPA) u B-agpeno6ioxatopsl (B-AB).
IIpu Ha3zHAUEHUU JJAHHBIX AHTUTUIEPTEH3UBHBIX
CPeJICTB MOXKUJIBIM IaIeHTaM HeoOX0MMO YUNUTHI-
BaTh IPOUIB COMYTCTBYIOIUX 3a007I€BAHUH U PUCK
nonunparmasuu [3, 5]. Kpome Toro, BaskHewIee
3HaueHNe MMeIOT BO3pacTHble M3MeHeHUsA dapma-
KOKWHETUKU U (hapMaKOAMHAMUKHY, BJIMSIONINE HA
3¢ PexkTUBHOCTD U 6€301IaCHOCTH ITPENapaTOB: U3Me-
HEeHUEe CeKpeTOpHOU U MoTopHou ¢yHkmuu KKT
(nmoBbieHre pH IKeJyIOYHOTO COKA, CHUKEHUE
CKODOCTH OIIOPO’KHEHHs JKeJIylAKa U abcopOiumn);

RESULTS AND DISCUSSION

For a long time, there was an opinion in the med-
ical community that an age-related increase in BP is
a natural and even necessary compensatory process
providing adequate perfusion of vital organs. It was
believed that a therapy-induced BP decrease could
lead to a drop in perfusion pressure and the develop-
ment of ischemic complications. However, since the
1990s, a number of large multicenter randomized
controlled trials (SHEP, 1991; STOP-Hypertension,
1991; MRC, 1992; Syst-Eur, 1997; HOT, 1998;
HYVET, 2008) [4] have irrefutably proven that
active antihypertensive treatment in elderly patients
is appropriate and necessary. Such therapy in elderly
people without frailty reliably prevents cardiovascu-
lar events (myocardial infarction, stroke, heart fail-
ure), which potentially lead to loss of independence
in daily living and the development of frailty [1]. At
the same time, the effectiveness and safety of the
antihypertensive treatment in frail patients in the
terms of maintaining functional status have been
studied a lesser degree.

Five main classes of drugs can be used for initial
and maintenance AHT: thiazide diuretics, calcium
antagonists, angiotensin-converting enzyme inhibi-
tors (ACEIs), angiotensin II receptor blockers
(ARBs), and p-blockers. When prescribing these
antihypertensive medications to elderly patients, it is
necessary to take into account the comorbidity pro-
file and the risk of polypharmacy [3, 5]. In addition,
age-related changes in pharmacokinetics and phar-
macodynamics are of utmost importance, affecting
the effectiveness and safety of drugs: changes in gas-
tric secretory and motor functions (increased gastric
juice pH, decreased rate of gastric emptying and
absorption); decreased activity of liver enzymes and
the microsomal oxidation system, which inhibits
drug metabolism; decreased serum albumin levels; a
reduction in renal blood flow, glomerular filtration
rate and renal clearance; sarcopenia (loss of skeletal
muscle mass) and increased proportion of adipose
tissue; a decrease in intravascular fluid volume, as
well as in the sensitivity and activity of f-adrenergic
receptors [6].

To provide the safety of AHT in the elderly, a
number of basic rules must be observed: treatment
should begin with low doses of drug (usually half the
standard therapeutic dose for adults); titration
should be slow and gradual, with mandatory BP
monitoring in sitting and standing positions for
timely detection of orthostatic reactions; as first-
choice drugs, should avoid prescribing drugs with a
high risk of developing orthostatic hypotension (pri-
marily a-blockers and central a_-agonists) [1].
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CHIDKEHUE aKTUBHOCTU IE€YEHOUHBIX (DEPMEHTOB U
CHUCTEMBI MUKPOCOMAJIBHOTO OKHCJIEHHU S, YTO 3aMe/I-
JisieT MeTaboM3M JIEKapCTB; CHUJKEHUE YPOBHA
CBIBOPOTOYHOTO AJIbOYMUHA; yMEHBIIEHHE IoYed-
HOT'O KPOBOTOKA, CKOPOCTH KJIyOOYKOBOU (hHIIbTPa-
MU U TIOYEYHOTO KJIMPEHCA; CapKOIeHus (CHUKe-
HUe MBIIIEYHON MacChl) U YBEJTHUEHHUE JOJIU KUPO-
BOU TKaHU; CHIDKEHHE O00BbeMa BHYTPHCOCYIUCTOU
JKHUJIKOCTH, a TAKKE CHI)KEHVE UYYBCTBUTEILHOCTH U
aKTUBHOCTH [3-aJ[peHOpenenTopos [6].

s 6e3onacHoro npoBeaenus AT y ur moxu-
JIOTO BO3pacta HeoOX0oAMMO coOJoieHre psa
MIPUHITUITHAIBHBIX IPABUJI: JIEUEHUE CIIEYET HAUU-
HATh C HU3KUX /103 ITpenapaTa (Kak IIpaBuIo, C IoJio-
BUHBI CTaHJJAPTHON TepareBTUYECKON O3B ISk
B3POCJIBIX); TUTPOBAHUE IOJKHO OBITH MEIJIEHHBIM
U TIOCTEIIEHHBIM, ¢ 00s13aTeJIbHBIM KOHTpoJIeM A/l B
MIOJIOJKEHUSAX CUZAS U CTOS JJIA CBOEBPEMEHHOTO
BBISIBJIEHUS] OPTOCTATUUECKUX PEAKI[UN; B KAUeCTBE
IpernapaToB IIEpBOrO BbIOOpa cieayeT u30eraTh
Ha3HAUYEHUs CPEJICTB C BBICOKUM PHUCKOM Pa3BUTHUS
OPTOCTATUYECKOH TUIOTEH3UU (B IEPBYIO OUepeab
0-3JIpeHOOJIOKATOPOB U IEHTPAJIbHBIX O2-arOHUC-
TOB) [1].

CorylacHO KJIMHUYECKUM PEKOMEH/IAIIAM, TIOPO-
ropeiMH 3HaueHusAMu AJl pas Hauvama AI'T cumra-
FOTCS: Y TTOKUJIBIX TTAUEHTOB (65—79 JieT) >140/90
MM PT. CT., y OU4eHb ITOKWIBIX (=80 jeT) 2160/90 MM
prt. cT. LleneBnie 3Hauenusn A/l rakxke quddepeH-
POBaHBI: JJIsI HAIUEHTOB 65—79 JIET OHU COCTABJISIOT
130—139/70—79 MM PT. CT., & [/ OUE€Hb MOKUIIBIX —
140—150/70—79 MM PT. CT. IIPH YCJIOBHUU XOPOIIEN
[IepEHOCUMOCTH JieueHusI [7].

IIpu newennn AI' y manueHTOB CTapliero BO3-
pacra B psijie CIyJ4aeB IMPeIOUYTUTEIbHA MOHOTEPA-
nusi, OHAKO COBPEMEHHbIE PEKOMEHJAIUU JIOILy-
CKAIOT U HU3KO/I030Bble KOMOMHUPOBAHHBIE CXEMBI.
Y oueHb MOXKUJIBIX NAIIUEHTOB HAa3HAUEHHE JaXKe
nByx AT'TI B CTaHIAPTHBIX 103aX MOKET CIIOCOOCTBO-
BaTh Pa3BUTHIO TUIIOTEH3UU, IIOCKOJIBKY C BO3pac-
TOM HApYIIAIOTCA MEXaHU3MBbI MOJIJIEPKAHUS A/IEK-
BaTHOTO KpoBOTOKa. KomOuHamus AByX u 06osee
JIEKaPCTBEHHBIX CPE/ICTB 3HAUUTEIHHO YBETUUNBAET
PHCK JIEKAPCTBEHHBIX B3aUMOJIEWCTBUI U HeEXKesa-
TEJIbHBIX PEAKIUH y JIMI] CTapIINX BO3PACTHBIX
TPy BCJIEJICTBHE COYETAHUS CEPAEIHO-COCYAU-
cTeix 3aboseBanuii (CC3) ¢ marosorued Apyrux
OpraHoB u cucteM [8, 9].

CA yacTo mpoTekaeT COBMECTHO C IIEJIBIM KOM-
IUIeKcoM 3aboJieBaHUM, BKJIIOYasl IMOpPaKEHUs
JIbIXaTeJIbHOH, OTIOPHO-ABUTATEIPHON U CEPIEUHO-
COCYIUCTON CHCTEM, a TaKXKe OHKOJIOTHYECKUE
natosioruu. Ilpu stom CC3 3aHUMAIOT Beayllee
MECTO B CTPYKTYPE COIYTCTBYIOIIEN IaTOJIOTHH,

According to clinical guidelines, the threshold BP
values for starting AHT are: in elderly patients (65—
79 years) >140/90 mm Hg, in the very elderly (=80
years) >160/90 mm Hg. BP targets are also differen-
tiated: for patients 65—79 years old — 130—139/70—
79 mm Hg, and for the very elderly — 140—150/70—
79 mm Hg provided that the treatment is well toler-
ated [7].

When treating AH in older patients, in some
cases, monotherapy is preferable, but current recom-
mendations also allow low-dose combination regi-
mens. In oldest-old patients, the administration of
even two AHD in standard doses can contribute to
the development of hypotension, since the mecha-
nisms of maintaining adequate blood flow are
impaired with age. The combination of two or more
drugs significantly increases the risk of drug-drug
interactions and adverse reactions in older patients
due to the combination of cardiovascular diseases
(CVD) with other pathologies [8, 9].

Frailty often occurs in conjunction with a whole
range of diseases, including disorders of the respira-
tory, musculoskeletal and cardiovascular systems, as
well as malignancies. At the same time, CVD occupy
a leading place in the structure of concomitant
pathology, which suggests the presence of common
pathophysiological mechanisms and risk factors
with frailty. Systolic blood pressure (SBP) increases
with age, at least until the age of 80 [6]. As the body
ages, vessel wall rigidity, including the aorta,
increases; accordingly, the pulse wave velocity
increases and the reflected wave from the peripheral
vessels returns to the aorta during early systole,
which leads to an elevation in SBP in the aorta. High
pulse pressure in isolated systolic hypertension
(ISH), due to elevated SBP, increases the load on the
left ventricle and the myocardial oxygen demand. A
decrease in diastolic blood pressure (DBP) with high
SBP worsens coronary perfusion and also negatively
affects myocardial blood supply. There is evidence
that DBP levels below 70 mm Hg are associated with
an increased risk of mortality [2].

The most important mechanisms for the AH
development in older age groups include: decreased
aortic distensibility — the main mechanism for the
development of ISH; the formation of nephrosclero-
sis — the occurrence of volume-dependent increases
in BP; increased salt sensitivity — increased vasocon-
striction; decreased taste sensitivity to salt -
increased salt consumption [1].

Frailty syndrome is a marker of biological vulner-
ability that allows identifying patients at high risk of
adverse outcomes even with minor stress exposure.
According to Veronese et al. (2017) [10], frail and
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YTO TO3BOJISET IPEJIOJIOKUTh HAJIWJHE OOIIuX
naTopU3N0JIOTUIECKUX MeXaHU3MOB U (aKTOpPOB
pucka ¢ CA. C Bo3pacroM HabJII0OIaeTCs MOBbIIIIE-
HHE CHUCTOJIMYECKOTO apTepUaIbHOTO JaBJIeHUSA
(CAI) mo menbiied mepe 710 80-JIETHETO BO3-
pacra [6]. ITo Mepe cTapeHUs] OpraHU3MAa YBEJTHIHU-
BaeTCAd PUTUIHOCTb COCYAUCTONH CTEHKHU, B TOM
YuCJie a0OpTHI, COOTBETCTBEHHO BO3PACTAE€T CKO-
pOCTh IYJILCOBOW BOJIHBI M IPOUCXOJUT BO3BpAT
OTPaKEHHOU BOJTHBI U3 NMepUdEPUIECKUX COCY/IOB
B A0PTY B PAHHIOIO CUCTOJIY, YTO IPUBOJUT K IOBBI-
menuo CAJl B aopte. Bricokoe TyJsIbCOBOE /1aBJjie-
HHe IIPU U30JIMPOBAHHOM CUCTOJIMYECKOHN apTepu-
aspHOU TrnepreH3un (MCATY) 3a cueT MOBBIIIIEHUS
CA/l yBenuumBaeT HArpy3Ky Ha JIEBBIH JKeIy0UYeK
U TOTPeOHOCTh MUOKapAa B Kucjioposie. CHIKeHIe
JINACTOJTNUECKOTO apTepruaabHOro Aapaenus (JIA)
pu BeicokoM CA/] yXy/imaeT KOpoHapHYIO mepdy-
3UI0 U TaKXKe HETAaTHUBHO BJIUsET HA KPOBOCHAOXKe-
HUe MHOKap/a. IMeroTcs JaHHbBIE O TOM, UTO ypO-
BeHb JIA]l HUKe 70 MM PpT. CT. B3aUMOCBA3aH C
MTOBBIIIIEHHBIM PUCKOM CMepPTH [2].

BaxkHelmue mMexaHus3mbl GopmupoBanus Al' B
CTapIIHUX BO3PACTHBIX I'PYIIIaX BKJIOUYAIOT: CHIKe-
HHUE PACTKUMOCTU aOPThl — OCHOBHON MeXaHU3M
pasButusa UCAT'; dopmupoBanue Hedpockiepo3a —
BOBHUKHOBEHUE O0BEM3AaBUCUMBIX MOABEMOB AJl;
MIOBBIIIIEHNE COJIEUYBCTBUTEJIBHOCTU — yBeJIMUEHUE
BAa30KOHCTPUKINH; CHIJKEHHE BKYCOBON UyBCTBH-
TEJIPHOCTU K TOBAPEHHOU COJIM — YBEJIHMYEHHE ee
notpebsienus [1].

CA (cuHAPOM «XPYIIKOCTH») — MapKep OHOJIOTH-
YeCKOH ysI3BUMOCTH, TIO3BOJISIONINI BHISIBUTD TAIU-
€HTOB C BBICOKMM PHCKOM Pa3BUTHUS HEGJIATOTIPUSIT-
HBIX HCXOJIOB JIa’Ke IIPU He3HAUUTEJIbHBIX CTPecco-
BbIX Bo3zencrsuax. CoracHo gaHusIM N. Veronese
et al. (2017) [10], «XpymKue» U «MIPeIXPYIIKUE»
MaIeHThl UMEIOT 00Jiee BBHICOKUHM PHICK Pa3BHTHUS
CC3, uem jyinna 6e3 npusnakoB CA. AHanu3 Hayd-
HBIX JIaHHBIX II03BOJIAET cZejlaTh BBIBOJ, uTOo CA
MIpEeJICTaBJIsIET COOOM HE3aBUCUMBIN IIPEUKTOP CEP-
JIEYHO-COCYTUCTOM MATOJIOTUH Y JIUIL TIO3KUJIOTO BO3-
pacra, accoIMUPOBAHHBIA C O0Jiee BHICOKOHM YacTO-
TOH OOOCTPEHWM W JIETAJIbHBIX KCXOJIOB KaK IPHU
OCTPBIX COCTOSTHUSAX, TaK U MIPHU XPOHUYECKUX 3a00-
neBaHuAX. Pasputne CA COIPOBOXKJAETCA CHUXKE-
HUEM (QU3UUECKOH W (PYHKIIMOHAJIBHOW aKTUBHO-
CTH, aJalTallMOHHOTO W BOCCTAHOBUTEJIHHOTO
pe3epBa opraHu3Ma, MOBBIIIAET PUCK HeOJIATOMPH-
SITHBIX MICXOZIOB: PUCK TOCHUTAIN3AlNHI BO3PaCTaeT
B 1,2—1,8 pasa, pa3BuTusa QYHKIIMOHATHHBIX Jedu-
nuToB — B 1,6—2,0 pasa, cMepTu — B 1,8—2,3 pasa,
(puBHUeCKUX OrpaHUYEeHU’ — B 1,5—2,6 pasa, naje-
HUH u mepesomoB — B 1,2—2,8 pasa. K dakropam

pre-frail patients have a higher risk of CVD than non-
frail individuals. Analysis of scientific data allows to
conclude that frailty is an independent predictor of
cardiovascular diseases in the elderly, associated
with a higher frequency of exacerbations and fatal
outcomes in both acute conditions and chronic dis-
eases. The development of frailty is accompanied by
a decrease in physical and functional activity, the
reserve for adaption and regeneration of the body,
and increases the risk of adverse outcomes: risk of
hospitalization elevates by 1,2—1,8 times, functional
deficits — by 1,6—2,0 times, death — by 1,8—2,3 times,
physical limitations — by 1,5—2,6 times, falls and
fractures — by 1,2—2,8 times. Risk factors for frailty,
in addition to age, include: physical inactivity, poor
nutrition, depression, polypharmacy, social factors
(low income, living alone, low level of education) [11].
The progression of frailty occurs gradually, yet a frail
patient may experience a rapid decline in functional
activity. Under stress conditions (infectious process,
hospitalization, change in pharmacological therapy,
etc.), such patients have a high probability of deve-
loping or increasing the dependence on external
assistance, recovery and rehabilitation occur more
slowly than in patients without frailty, and often
functional activity does not return to the initial level.
The development of frailty is preceded by pre-frailty,
characterized by the presence of individual signs that
are quantitatively insufficient to make a diagnosis of
frailty. Frailty is considered a potentially reversible
condition but is more likely to progress than regress
[2]. Frailty is not an integral part of the aging pro-
cess, but is considered as an unfavorable variant of it.
With the development of frailty, the vulnerability of
older people to adverse factors, which can be acute
illness, injury, change in treatment, or surgery, sig-
nificantly increases [2].

To improve the quality of life in people with
frailty, it is recommended to reduce the intensity of
AHT, up to the complete withdrawal of AHD, in the
following cases: when SBP is below 130 mm Hg or
when orthostatic hypotension occurs. Such
approach is aimed at preventing further functional
decline. This is due to the increased sensitivity of
frail elderly patients to antihypertensive drugs:
even standard doses can lead to an excessive
decrease in BP, which is especially dangerous in
frailty and increases the risk of the further decrease
in muscle strength [12].

Deprescribing is especially important for older
patients who need to reduce their drug load due to
the high risk of polypharmacy-related adverse reac-
tions, as well as in situations where the potential
benefit of AHT is not obvious. Deprescribing is a part
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pucka pazsutua CA, TOMUMO BO3PacTa, OTHOCATCSA:
HUBKHUU YPOBEHb (PU3HMYECKON aKTUBHOCTH, ILJIOXOE
MUTaHUeE, AETPECCHs, TOJTUTIPArMa3us, COIUAJIbHbIE
akTops! (HU3KUH YPOBEHD JOX0/A, OAMHOKOE IIPO-
JKUBaHUe, HU3KUH YPOBEHb oOpas3oBanust) [11]. Pas-
puTHe CA IPOUCXOJIUT MMOCTENIEHHO, OTHAKO CHIDKeE-
HHe PYHKIMOHAJIBHON aKTUBHOCTHU Y naruenTa ¢ CA
MOKET MPOU30UTHU JOCTATOYHO ObICTPO. B cTpecco-
BOH cutyaruu (MHQEKIIMOHHBINA MPOIIeCe, TOCIUTA-
JIM3aIys, CMeHa JIEKApCTBEHHON Tepanuu U Ap.) Y
TaKUX MallIEHTOB BBICOKA BEPOSTHOCTD IOSBJIEHUS
WIN HapacTaHUsA 3aBUCHMOCTH OT IIOCTOPOHHEH
IIOMOIIY, BBI3/IOPOBJIEHNE U BOCCTAHOBJIEHUE IIPO-
HUCXOJAT MeJJjIeHHee, ueM y manueHToB 6e3 CA, u
Hepeiko QYHKIIMOHAIbHAS aKTUBHOCTh HE BO3Bpa-
IaeTcsa K UCX0AHOMY ypoBHIO. Pazsutuio CA npen-
IIECTBYeT IPEAXPYNKOCTb, XapaKTePU3YIOMIAsCs
HAJIWYUEM OT/IeJIbHBIX €€ MPHU3HAKOB, KOJIMYe-
CTBEHHO HEJIOCTATOYHBIX JIJI YCTAaHOBJIEHUS Jiha-
rHo3a CA. CA cuuTaercs MOTEHIHAIBHO 00paTUMBIM
COCTOSIHHEM, HO Yallle IPOTPeCcCUpyeT, YeM perpec-
cupyert [2]. CA He sBJIeTCA HEOTHEMIIEMOU YACTHIO
Iporiecca CTapeHHs, a paccMaTpPUBAETCs KaK ero
HeOsaronpuATHBIM BapuanT. IIpum passutuum CA
3HAUYUTEJIBHO IOBBIIIAETCH YA3BUMOCTD ITOXKUJIBIX
JTIOZIEN K JIEUCTBUIO HEOJIAarONPUATHBIX (PAKTOPOB, B
KayecTBe KOTOPBIX MOTYT BBICTYIIATh OCTPOeE 3a00J1e-
BaHUe, TPaBMa, CMeHa JieYeHUs WU OIepaTUBHOE
BMeIIIaTeJIbCTBO [2].

Jns ynydieHusa KadecTBa KU3HU y Jul] co CA
peKOMeHIyeTcs CHUDKeHWe HWHTeHCUBHOCTH Al'T,
BILIOTH JI0 TTOJTHOM oTMeHbI AT'TI, B citeytonux ciy-
yasx: npu cHrkeHun CAJl Huke 130 MM PT. CT. JTU0O
IIpU PpPa3BUTUH OPTOCTATUYECKOU THUIOTEH3UH.
Takoil moaxo/; HapaBjeH Ha TPOPUIAKTHKY J1aTb-
Helinrero pyHKITMOHAJIBHOTO yracaHusA. TO CBSA3aHO
C TOBBIIIEHHOU YyBCTBUTEJIBHOCTHIO ITOXKUJIBIX
nmanueHToB ¢ CA K aHTUTUNEPTEH3UBHBIM Cpe-
CTBaM: Jla’Ke CTaHZ@PTHBIE I03bI MOTYT IIPUBOIUTH K
U30BITOYHOMY CHIDKEHUIO AJl, UTO 0COOEHHO OITaCHO
Ha (poHe acTeHUU U MOBBIIIAET PUCK JATHHENIIIETO
CHUPKEHUS MBIIIIEYHOH CHJIBI [12].

JlenipeckpaliOUMHT O0COOEHHO BaKEH I ITOKU-
JIBIX TAI[IEeHTOB, KOTOPBIM HEOOXOJMMO CHUKEHUE
JIEKAPCTBEHHOW HATrPy3KH B CBA3HU C BBICOKUM
PHUCKOM HeKeJIaTeJbHBIX MOOOUYHBIX PEeaKIui Ha
(oHe mosmIIparMasuy, a TAaKXKe B CUTyaIUsAX, KOTAa
MoTeHIUaIbHasdA MmoJsib3a OT AI'T He oueBHAHA.
JlenipeckpaliOHHT SIBJISIETCS YAaCThIO pAIllOHATIBHON
(apmakoTepanuy U MO3BOJISIET BECTU MAINIEHTOB C
AT crapueckoro Bospacta u/uiu ¢ HamuuueMm CA,
n3beras MOTEHIIMAIBFHOTO BPeZa /ISl MX 3/T0POBbS U
yJIydinasi KauecTBO KU3HU NAIEeHTOB CTapIINX BO3-
pactHbIX rpyn [13].

of rational pharmacotherapy and makes it possible
to manage older patients with AH and/or frailty,
avoiding potential harm to their health and improv-
ing the quality of life of the older patients [13].

According to studies by Russian scientists, in AH
in patients aged 80 years and older, as well as in
patients with frailty, a reduction in doses of AHD is
indicated, up to their discontinuation when SBP
reaches the level of <130 mm Hg. In patients over
80 years of age who are in good physical and mental
condition, tactics may be more active. It is also
emphasized that when the signs of frailty appear in
patients over 60 years of age, correction of the treat-
ment strategy is needed [14].

Before AHD withdrawal, it is necessary to assess
the presence of additional indications for its use
related to concomitant diseases (for example, atrial
fibrillation, chronic heart failure (CHF), etc.).

The algorithm for discontinuation is as follows
(Table 1). For monotherapy regimen:

Calcium channel blockers (CCBs), ACEIs, ARBs
or diuretics are discontinued immediately.

[-blockers monotherapy is discontinued gradu-
ally: first, the dose is halved, and then, after a week,
the drug is completely discontinued [15].

In the case of combination AHT with two drugs, a
doctor, based on the results of the examination,
chooses which AHD should be discontinued first; a
dose of the second drug is first reduced by half, and
then, after a week, completely discontinued [5, 16].

In combination therapy with three AHD, two
drugs are discontinued immediately, the third drug
is continued without dose reduction for 2 weeks.
Then the dose of the third drug is halved and subse-
quently completely discontinued [5, 17].

AHD discontinuation, taking into account the
drug class, is carried out in the following order of
preference (from most to least preferred for discon-
tinuation): centrally acting agents, a-blockers, loop
diuretics, Ca channel blockers, [-blockers, ARBs,
ACEIs, thiazide diuretics, dihydropyridine
CCBs [14].

The dose of B-blockers is reduced gradually: by
half during the first 7 days. Then, if the patient does
not have clinical symptoms that would prevent com-
plete withdrawal, the drug is discontinued com-
pletely. If the patient is taking two drugs belonging to
the same class, one of them is discontinued. For
safety reasons, an additional visit is scheduled a week
after any visit during which medication was adjusted
to promptly detect any potential side effects [18].

Polypharmacy (use of multiple medicines simul-
taneously) is frequently seen in older patients, par-
ticularly those with frailty, which increases the risk
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CorsiacHO MCC/IeIOBAaHUSAM POCCHUCKUX yUEHBIX,
npu Al' y manieHTOB B Bo3pacTte 80 JieT U cTapile, a
Takke y nanueHToB ¢ CA Moka3aHO yMeHbIIeHUe /103
AT'TI BILTIOTH /10 X OTMEHBI ITPU IOCTUKEHUU YPOBHS
CA]Jl <130 MM pT. cT. Y maiueHToB crapiie 80 JieT,
HaXOJAMIUXCA B XopolieM (pU3UIECKOM U IICUXude-
CKOM COCTOSTHH Y, TAKTUKA MOKET OBITh O0JIee aKTHB-
Ho. Takke MOAYEPKUBAETCS, YTO MPU MOSABIEHUHN
npu3HakoB CA y manueHToB crapiie 60 JIeT Heo6X0-
JIIMa KOPPEKITHS CTPATETHH JIeueHus [14].

IIpexxne uem ormenuth AI'TI, HeoOXoauMO oOlle-
HUTHh HUINYHE JIONOJTHUTEIBHBIX IOKa3aHUU 11 €T0
MPUMEHEHUS, CBSI3aHHBIX C COMYTCTBYIOIINMU 3a00-
JieBaHUAMHU (Hanpumep, GuOPULIANNS IPEACEPIUT,
XpOHUYECKAs cep/ieTHast HeTOCTaTOYHOCT U JIp.).

Anroputm otmeHbl AI'T cienyromuit (tabsa. 1).
IIpu MmoHOTepanuu:

» IIpemapars! kyacca 6JI0KATOPOB KAJIBITHEBBIX

kaHanoB (BKK), uAIl®, bPA win guyperu-
KOB OTMEHSIOTCSA Cpasy.

of drug-drug interactions and adverse reactions. The
priority of discontinuation order (by drug class),
when choosing which drug to discontinue first (for
mono- or combination therapy), is presented in
Table 2.

The concept of deprescribing has become firmly
established in geriatric practice and is considered an
integral component of rational pharmacotherapy in
older adults. However, its use is not limited to frail
patients. A special, more complex population is
patients with frailty and CHF, for whom AHT de-
escalation requires a markedly different, more bal-
anced approach.

CHF is a clinical syndrome characterized by cur-
rent or past symptoms (shortness of breath, increased
fatigue, edema of lower legs and feet) and signs
(increased jugular venous pressure, pulmonary rales,
peripheral edema) due to alterations in the cardiac
structure and/or cardiac dysfunction, leading to
decreased cardiac output and/or increased cardiac

Ta6smna 1. AnroputM genpeckpai6unra AI'T y jini, co cTapyeckoi acTeHUuel
Table 1. The algorithm for antihypertensive drugs deprescribing in people with frailty

IIpenapatsl / Drugs TakTuka / Tactics

Monomepanusi / Monotherapy

BiiokaTops! Ca-kaHa/10B
Ca channel blockers

uAIl® / ACEls
BPA / ARBs

JuypeTuku (THasugHbIe)
Diuretics (thiazide)

BeTa-aipeH06/10KaTOpPkI
Beta-blockers

CtyneH4yarasi OTMeHa:
1) yMeHbBIIUTD 03y BJIBOE;

Pe3kas otmena / Acute drug discontinuation

Pe3skas ormeHa / Acute drug discontinuation
Pe3kas otmena / Acute drug discontinuation
Pe3kas ormena / Acute drug discontinuation

2) yepe3 7 AHENH OTMEHUTD NOJHOCTBIO

Gradual discontinuation:
1) reduce the dose by half;

2) discontinue completely after 7 days

Kom6uHuposaHHas mepanusi / Combination therapy

2 mpemnapara
2 drugs

Bb160p nepBoTro npenapara AJjisi OTMeHbI — [0 Pe3yJIbTaTy 06c/1e0BaHUH
Choice of the first drug to be discontinued is based on the results of examinations

Jl03y nepBOro OTMEHsSIEMOr0 penaparTa yMeHbIIUTD B /IBa pa3a — 4epe3 HeJlesIl0 OTMEHUTD
HOJTHOCTBIO
Reduce the dose of the first by half and discontinue it completely after a week

Jlo3y BToporo npenapara Ha IepBOM 3Talle He MEHSATb, 3aTeM (I0cJe HOJTHOH OTMEeHbI
[IepBOT0) MOXKHO CHMKaTb M03TAIMHO [j03y BTOPOr0O

Initially, do not change the dose of the second drug, then (after completely discontinuing the
first drug), gradually reduce the dose of the second drug

3 npenapara
3 drugs

/lBa mpenapara (BbIGpaHHbIE 10 pe3yJibTaTaM 06CaeJo0BAaHUN) — OTMEHUTD CPasy

Two drugs (selected based on examination results) discontinue immediately

TpeTuii mpenapar npoJo/nKaTh B NpeXxHeH J03e B TeyeHUe JIBYX He/lelb

The third drug takes at the same dose for two weeks

3aTeM 03y TPETbero npenapaTa yMeHbUIUTb BABOE — Yepe3 HEKOTOPOe BpeMsi OTMEHUTh
HOJIHOCTBIO

Then reduce the dose of the third drug by half and after a while discontinue it completely

[IpumMevyaHUue.
Abbreviations:

HUAIID - HHrHGUTOPBI AHTHOTEH3WHIPeBpaliallero ¢pepMenTa; BPA - 610kaTOpbI peLenTOPOB K aHTHOTeH3UHY 1.
ACEIs - angiotensin-converting enzyme inhibitors; ARBs - angiotensin II receptor blockers.
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e Momnorepanus 3-Ab mpekparaercs CTyIeH-
yaro: cHavasa /1032 yMeHBIIaeTcs BJIBOeE, a
3aTeM, uepe3 HeJesI0, IpernapaT OTMEHIeTCs
IIOJIHOCTBIO [15].

B ciiyaae kombunupoBanHoi AI'T nByMms mpema-
paraMu Bpad 1o pe3yJsibTaTaM 00ciieZlOBaHuUsI BBIOU-
paert, kakoit AI'TI cjexyeT OTMEHUTH B IEPBYIO OUe-
pezp; 03y BTOPOTo IIpeliapaTa BHAYajle YMEHbIIAOT
B 2 pa3a, a 3aTeM, 4epe3 HeJIEJTI0, IIOJTHOCTHI0 OTMe-
HAIOT [5, 16].

IIpu xomOuHMpoOBaHHOU Tepanuu Tpems AITI
JIBa Tperapara OTMEHSIOTCS Cpasy, IIPUEM TPEThEro
mposonkaeTcss 6e3 CHIDKEHHS 03Bl B TeUeHHe
2 Heflesb. 3aTteM /103y Tperhero AI'Tl ymeHbIIaOT B
2 pasa, a BIIOCJEACTBUH IIOJTHOCTBIO OTMEHSIOT
(5, 171].

Otmena AI'T ¢ yueToMm KJjtacca mperaparta mpoBo-
JIUTCS B CIIEAYIOIIEM MTOPAKE IPEATIOYTUTETHHOCTH
(or HAMOOJIEE K HAUMEHEee ITPEATIOYTUTETLHOMY IS
OTMEHBI): TpernapaTrbl IeHTPAJIBHOTO JIEHCTBUS,
a-azpeHo6I0KaTOphI, meTeBble auypetuku, BKK,
B-AB, BPA, uAIl®, THasuHbIE AUYPETUKU, TUTH-
nponupuauHoBble BKK [14].

Jlo3a B-AB cHMKaeTcs OCTENEHHO: HATIOJIOBUHY
B TeUeHUe MEePBBIX 7 AHeH. [locse aToro, Ipu OTCyT-
CTBUU y TaIleHTa KJIMHUYECKUX CUMIITOMOB, IIpe-
MATCTBYIOIIUX IIOJIHOU OTMEHE, IIperapaT OTMEHSIIOT
OJTHOCTRIO. ECyiu manuieHT MPUHUMAET [[BA Ipemna-
para, OTHOCAIIUXCS K OJTHOMY KJIACCy, OAUH U3 HUX
OTMEHSAIOT. B 1essix 6e30mMacHOCTH JOMOJTHUTEb-
HBI BU3WUT TIPOBOJUTCS 4Yepe3 HENEeI0 II0Cye
JII060TO OOpAaIleHusi, B X07e KOTOPOTO U3MEHIach
MeJIUKaMeHTO3Has TepaIus, — JJIs1 CBOEBPEMEHHOTO
BBISIBJIEHUS] BO3MOKHBIX TTOO0UYHBIX 3pdekToB [18].

¥ mOXWJIBIX TAIIIEHTOB, 0OCOOEHHO IIPU HATUYUH
CA, uvacto Habiomaercs mosunparmasus (Ipuem
HECKOJIBKUX JIEKAPCTB OJHOBPEMEHHO), UYTO IIOBBI-
IIaeT PUCK MEKJIEKAPCTBEHHOTO B3aNMO/IeHCTBUS U
Pa3BUTHSA HEXKeJIaTeTbHBIX peakiuii. Ilopsaaok mpu-
OPUTETHON OTMEHHI (10 KJIaccy mpemapara), Koraa
HY’KHO BBIOpaTh, KaKOH IpernapaT OTMEHATh Iep-
BBIM (J1J1s1 MOHO- WJIM KOMOMHUPOBAaHHOM TepaInn),
TIpeJiCTaBJIeH B Ta0JI. 2.

KoHnemnmus nenpeckpaiibuHra MpoYyHO BOIILJIA B
apceHaJsI TepUaTPUYECKON MTPAKTUKU U paccMaTpH-
BaeTCsl KaK HEOThEMJIEMBIH KOMIIOHEHT paIfuo-
HQIBPHON (apMaKoTepamuy y JIUI] CTApLIUX BO3-
pactubix rpymni. OTHAKO ee MpUMeHeHUe He OoTpa-
HUYMUBaeTcs namueHTamu TosibKo ¢ CA. Ocobyio,
HauboJiee CIOKHYI0 KaTErOPHUI0 COCTABJISIOT OOJIb-
Hble ¢ CA ¥ XpOHUYECKOU cep/leuHON He0CTaTOY-
HocThi0 (XCH), y KOTOPBIX BOIIPOCHI JIeaCKaIaIl[uu
ATI'T TpebGyIOT MIPUHITUITUAIILHO HHOTO, O0JIee B3Be-
IIIEHHOTO MTOIX0/1A.

filling pressure at rest or under stress test, and/or
increased levels of natriuretic peptides [19]. Several
groups of medications are used in the treatment of
CHF, which increases the risk of adverse drug reac-
tions, especially in elderly and senile patients.

The general concept of AHD deprescribing in
patients with CHF includes [20, 21]:

1. Discontinuation of the drug, which can be car-
ried out either immediately or by gradually reducing
the dose.

2. Reduction of the dose to the minimum effective
dose or to a dose recognized as “low” (based on clini-
cal studies), also in a gradual reduction mode.

3. Replacement with a safer class of drugs.

In the context of CHF, a special place in the depre-
scribing strategy is occupied by the revision of
[B-blocker therapy. According to the results of mod-
ern meta-analyses, in patients with CHF with a mod-
erately reduced (intermediate) left ventricular (LV)
ejection fraction (EF), B-blocker therapy is associ-
ated with a 52% reduction in the risk of cardiovascu-
lar mortality [22]. At the same time, in patients with
CHF and preserved LV EF, -blocker administration
does not affect the risk of all-cause and cardiovascu-
lar mortality, the frequency of hospitalizations for
CVD, or the achievement of composite endpoints
[22, 23].

These data are confirmed by the results of the
CHS study: among 342 patients with CHF and LV EF
>40%, the use of B-blockers did not reduce the risk of
all-cause mortality. Moreover, [-blocker therapy in
CHF with preserved EF does not improve the clinical
condition and quality of life of patients. For example,
in the ELANDD study, in patients with LV EF >45%,
receiving nebivolol, no benefits compared to the pla-
cebo group were found in such parameters as the
6-minute walk test distance, peak oxygen consump-
tion and quality of life. Studies that included exclu-
sively patients with LV EF >50% showed either no
benefits of (-blockers or their potentially adverse
effects [23].

Moreover, (3-blockers discontinuation in individ-
uals with CHF and preserved EF may be accompa-
nied by improvement in the clinical condition of
patients. After withdrawal of therapy, an increase in
peak oxygen consumption (14,3 vs. 12,2 ml/kg/min;
p < 0,001) and peak exercise heart rate (127 vs.
97 bpm; p < 0,001) were observed, indicating a bet-
ter physiological response to exercise. Improvement
in quality of life parameters and a decrease in LV
end-diastolic pressure according to echocardiogra-
phy were also recorded [12, 24].

In elderly patients with frailty, the cardiovascular
system is characterized by reduced arterial elasticity,
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Ta6suna 2. [IpuopuTeTHOCTD Aenpeckpaiioudra AI'T y i co cTapuyecKkoi acTeHUuel
Table 2. Priority of antihypertensive drugs deprescribing in patients with frailty

O4depeab OTMEHBI IIpenapaTsl
Priority of deprescribing  Drugs
1 [IpenapaTs! neHTpasapHoro feiictBus / Centrally acting agents

BPA / ARBs
uATI® / ACEIs

O NN O Ul A W

Anbda-agpenobsokatopsl / Alpha blockers
[leTsieBble auypeTuku / Loop diuretics
Boiokatops! Ca-kananoB / Ca channel blockers
BeTa-agpeHno6iokaTopsl / Beta blockers

Tuasugsble quypetuku / Thiazide diuretics

MedaHUe. BPA-0610KaTopbl pelleNTOPOB K aHrHoTeH3UHY II; MAIID - UHrHGUTOPBI aHTMOTEeH3UHIIpeBpalaIlero gepMeHTa.

Mpu
Abbreviations:

XCH - 3TO KJIMHUYECKUH CUHIPOM, XapaKTepH-
3YIOIIUNCA TEKYIIUMU UIN IepeHeCEeHHBIMU CHUM-
nroMaMu (OZIBIIIKA, TOBBIIIEHHAs YTOMJISIEMOCTD,
OTEKU TOJIEHEH U CTOII) U TPU3HAKaAMH ([TOBBIIIEHIE
JIaBJIeHUS B IPEMHBIX BEHAX, XPUIIBI B JIETKUX, IT€PH-
(depuueckue oTeKu) BCIE/ICTBHE HAPYIIIEHUS CTPYK-
TYPBI U/ in GYHKINY CEPALIA, TPUBOISAIIETO K CHU-
JKEHHIO CepJIeYHOT0 BhIOpOCa H/WJIN TOBBIIIEHUIO
JlaBJICHUsI HATIOJIHEHUs CepAIla B IOKOe WJIN MPHU
HarpysKe, 1/ WIN YBeJIMUEHUIO YPOBHEN HATPUIYpe-
THUecKux nentusoB [19]. B meuenun XCH ucnosib-
3yeTcsl HECKOJIBKO TPYIIl JIEKAPCTBEHHBIX CPEJCTB
(JIC), uTO TIOBBINIAET PUCK PA3BUTHS HEXKeJIATe b
HBIX JIEKAPCTBEHHBIX PEAKIINI, 0COOEHHO y ManueH-
TOB IIOKUJIOTO U CTAPUYECKOT0 BO3PacTa.

O61as koHnennus aenpeckpaiounra AT y siuig
¢ XCH Bxittouaer [20, 21]:

1. OTMeHy npemapaTa, KOTOpas MOXKeT OBITh
BBITIOJTHEHA KAaK OJTHOMOMEHTHO, TaK U B PEXKHUME
IIOCTEIIeHHOTO CHUKEHUA JI03bI.

2. CHIKeHue JI03bI 0 MUHUMAJIbHO 3(PheKTHB-
HOU WJIM JI0 IPU3HAHHOU «HUBKOU» (110 JTaHHBIM
KJINHAYECKUX HCCJIeZIOBAHUM), TakKe B PpeXuMe
MIOCTENIEHHOTO CHIKEHUS.

3. 3ameHy Ha O0J1ee 6€30TIACHBIH KJIacC IIPEnapaToB.

B xonrtekcre XCH ocoboe MecTo B CTpaTeruut
JleTIpecKpaiibuHra 3aHUMAaeT I[EePeCMOTp Teparuu
B-AB. CorsiacHO pe3y/bTaTaM COBPEMEHHBIX MeTa-
aHaIN30B, y nanueHToB ¢ XCH ¢ yMepeHHO CHIKeH-
HOHU (mpoMeskyTouHOM) ¢pakiueli Bbiopoca (DB)
JsieBoro xesynouka (JIXK) repanus f-Ab acconuupo-
BaHA CO CHIDKEHUEM PHCKa Cep/euyHO-COCYUCTOH
CMePTHOCTH Ha 52 % [22]. B To e BpeMsi y 60JTbHBIX
¢ XCH u coxpaunoit ®B JI)K npuem (3-Ab He Biusier
Ha PUCK OOIEN U cepledHO-COCYIUCTON CMEPTHO-
ctu, yactoty rocnutanusanuii mo CC3, a Takke Ha
ZIOCTIDKEHNE KOMOWMHUPOBAHHBIX KOHEUHBIX TOYEK
[22, 23].

ARBs - angiotensin Il receptor blockers; ACEls - angiotensin-converting enzyme inhibitors.

impaired baroreflex regulation, decreased cardiac
output (CO), and altered sensitivity to antihyperten-
sive drugs [12]. These age-related changes are par-
ticularly critical in patients with CHF, whose initially
reduced cardiac output makes the body extremely
vulnerable to any fluctuations in hemodynamics.
Aggressive reduction of BP to target levels recom-
mended for the general population in patients with
frailty and concomitant CHF is associated not with
benefit, but with serious adverse outcomes.

In elderly frail individuals, baroreflex reactivity is
reduced, circulating blood volume decreases, and
autonomic dysfunction is often present. Antihyper-
tensive agents (especially diuretics, ACEls, calcium
antagonists), which are widely used in AH and CHF,
exacerbate this deficit, ultimately leading to ortho-
static hypotension [12]. Of particular concern is a
decrease in SBP below 100—110 mm Hg, which is
especially common after meals (postprandial hypo-
tension) or at night. This effect is enhanced by a com-
bination of vasodilators and diuretics [18].

The consequences of excessive BP reduction
include myocardial ischemia (especially with coro-
nary artery stenoses, which is crucially in the isch-
emic etiology of CHF), cerebral hypoperfusion with
the development of transient ischemic attacks and
acute cerebrovascular event [25].

Acute kidney injury and progression of chronic
kidney disease occur due to an excessive reduction in
BP, which leads to a decrease in glomerular perfu-
sion pressure. This is especially dangerous in patients
with an initial reduced glomerular filtration rate
(GFR), renal artery stenosis, or those taking a combi-
nation of ACEls/sartans with diuretics and nonste-
roidal anti-inflammatory drugs (the dangerous
trio) [26]. In patients with CHF, who often have con-
comitant renal dysfunction (cardiorenal syndrome),
these risks increase significantly. Clinically, this is
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OTHU [aHHBIE TOATBEPIKJIAIOTCA pe3yabTaTaMu
uccnenoBanusa CHS: cpenu 342 naruentos ¢ XCH u
@B JIXK >40 % npuMmenenue 3-Ab He cHIXaI0 pUCK
CMepTH OT BCex MpUYHuH. Bosee Toro, Tepamnus -Ab
npu XCH c coxpanuoit ®B He yiydiaer KIuHHYE-
CKO€ COCTOSTHHE U KaUeCTBO KU3HU NanueHToB. Tax,
B uccaenoanu ELANDD y manuenTtoB ¢ @B JIZK
>45%, MOJIy4aBIIUX HEOUBOJIO, HE OBLIO BBISABJIEHO
MIPENMYIIIECTB Tepe] IIanedo Mo TaKUM IToKa3are-
JISIM, KaK JUCTAHIIUS B TeCTe 6-MUHYTHOH XO/IbOBI,
[IUKOBOE TIOTpebJyieHne KHCJIOpoZa U KadecTBO
JKU3HU. B mccaegoBaHUAX, BKIIOYABIIUX UCKITIOUHU-
TeapHO nanuenTos ¢ ®B JIK >50%, nokasaxo aubo
OTCYTCTBHE IOJIOKUTETbHOTO 3dderrta B-AB, nmubo
UX MTOTEHITNAJIbHO HeOIaTONpUATHOE BausHue [23].

Bosee Toro, ormena 3-AB y sur ¢ XCH u coxpaH-
HOoU @B MOKET COIPOBOKIATHCS YIYUIIIEHUEM KJIH-
HUYECKOTO COCTOsTHUA marueHToB. [locie mpekpa-
[[eHUA TePAllNy OTMEYaINCh YBeJIUUeHre TNKOBOTO
rotpebyieHust Kucjiopoya (14,3 mpoTus 12,2 Mut/Kr/
MUH; p < 0,001) U YUCJIA CEPAEYHBIX COKpPAIeHUI
IIpU MHUKOBOH HAarpyske (127 MPOTHB Q7 V./MUH;
P < 0,001), UTO CBU/IETEJIbCTBYET O JIydIlieM GU3U0-
JIOTUYECKOM OTBeTe Ha (HUBHUYECKYI0 HATrPYy3Ky.
Taxxe ¢duKcHUpoBajIuch yJIydllleHHe I1apaMeTpOB
Ka4yecTBA JKU3HU U CHIKEHHE KOHEUHO-IHACTOJIU-
yeckoro mpaBiieHus B JIXK o JaHHBIM 9X0KapAuorpa-
dum [12, 24].

Y noxuibix nanueHToB ¢ CA cep/iedHO-COCYAN-
cTas CHCTEMa XapaKTepU3yeTcs CHUKEHHOU diia-
CTUYHOCTBIO apTepuii, HapyleHueM OGapopedIiex-
TOPHOU peryJAluy, yMeHbIIEHUEM CepIeYHOr0o
BhIOpOCAa ¥ HU3MEHEHHOW YyBCTBUTEJIHHOCTHIO K
TUIIOTEH3UBHBIM IIpemnaparam [12]. 9Tu Bo3pact-
Hble U3MeHeHUsI 0COOeHHO KPUTHUUHBI Y TAIIHEHTOB
¢ XCH, y KOTOPBIX MCXOJHO CHUKEHHBIN cepaed-
HBIA BBIOPOC JIeJIaeT OpTaHU3M KpaiiHe YA3BUMBIM
K JIIOOBIM KOJIEOAHUSAM reMOJIHHAMUKH. ArpeccuB-
Hoe cHmKeHHe AJl 10 1es1eBbIX YPOBHEHN, pEKOMEH-
JIOBAHHBIX /IS OOIEN MOMYJIAIUN, Y TAIlHEHTOB C
CA u comyrcrByromein XCH accoruupoBaHo He ¢
MOJIb30H, a C CEepPbe3HBIMU HeOJIATONPUITHBIMHU
HUCXO0/IaMH.

Y noxwuibix sun ¢ CA cHUXKeHa peakTUBHOCTD
6apopedIeKTOPHON [yTH, yMeHbIIaeTcs 00beM
OUPKYJIUPYIOIEH KPOBH M YAaCTO HabJIomaercs
BeretraTuBHas JAUCPYHKIUA. AHTUTUIEPTEH3UB-
Hble cpencTtBa (ocobeHHO nauypeTwku, HUAIID,
AHTAaTOHUCTHI KAIBIINSA), KOTOPbIE IIIHPOKO IPUMe-
usatoresa npu Al' u XCH, yecunusaiot aToT e UIUT,
4TO B KOHEYHOM CYETEe NMPUBOJUT K OpPTOCTaTHYe-
ckoii rumnoreH3uu [12]. Ocoby0 OMmacHOCTh Mpea-
craBasger cHumkenue CAJl HIKe 100—110 MM
PT. CT., UTO 0cOOEHHO YacTo HabJIoZaeTcs IMmocsie

manifested by an increase in serum creatinine by
30-50% or more and oliguria, which requires tem-
porary or final discontinuation of therapy. In the
long term, an accelerated decrease in GFR and an
increased risk of end-stage renal failure are observed
[27].

Thus, deprescribing in CHF is most appropriate
in the following groups of patients (Table 3):

1. Elderly polymorbid patients with frailty and
severe polypharmacy.

2. CHF patients with preserved EF.

3. Patients with progressive chronic kidney dis-
ease.

The success of deprescribing and minimizing the
risk of adverse reactions directly depends on adher-
ence to safety principles. Violating these principles
significantly increases the risk of complications.

The greatest danger comes from rapid discontin-
uation of medications, particularly beta-blockers,
which can trigger withdrawal syndrome with the
development of tachycardia, BP fluctuations, and
even ischemic events. Similar risks arise when dis-
continuing multiple medications simultaneously —
this approach not only increases hemodynamic
stress in the body but also makes it impossible to
assess the contribution of each specific drug to the
development of adverse reactions [12, 28].

A critical element of safe deprescribing is the ade-
quate patient’s monitoring. Insufficient dynamic
monitoring of BP, heart rate, and laboratory param-
eters (creatinine, electrolytes) after drug discontinu-
ation or dose reduction may lead to delayed detec-
tion of decompensation.

A particularly high-risk group includes patients
with severe comorbidities, primarily CHF, atrial
fibrillation, and chronic kidney disease [29]. These
conditions make the patient’s body extremely vul-
nerable to any hemodynamic shifts and fluctuations
in water and electrolyte balance, requiring a highly
cautious and individualized approach to revising
pharmacotherapy.

Thus, AHD deprescribing in frail patients should
be carried out under the the doctor’s care in the com-
munity based setting or on a planned inpatient
basis [18]. The key principle is a balance between the
need to reduce polypharmacy and ensuring an indi-
vidualized approach to the care of frail patients
[30, 31].

CONCLUSION

Frailty syndrome is a key factor modifying the
management of patients with AH. Standard BP tar-
gets recommended for the general population are
not applicable to this group without a comprehen-
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mpueMa MUy (MOCTIPaHANAIbHAS THUIIOTEH3HA)
WU B HOUHBIE Yachl. ITOT 3(PGEKT ycUuInuBaeTcs
Ipy KOMOWHAIIMU Ba30JUJIATATOPOB U JTUYPETH-
kxoB [18].

[TocyiesicTBUSL  UPE3MEPHOTO CHUIKeHUs A]l
BKJIIOYAIOT WIIEMHIO MHOKapja (ocobeHHO mHpu
CTEHO3UPYIOIUX MOPAKEHUAX KOPOHAPHBIX apTe-
pHi, 9TO 0COOEHHO aKTyaJIbHO IIPU HIIIEMUYECKON
stnonoruu XCH), nepebpasnbHyio runonepdysuio
C Pa3BUTHEM TPAH3UTOPHBIX UIIEMUYECKHUX aTaK U
OCTPOTO HapyIIeHUs MO3TOBOTO KpoBooOparie-
Hus [25].

OcTpoe TOBpeX/ieHre MTOYEK U IIPOrpecCcupoBa-
HUe XPOHMYecKoU 00JIe3HH ITOUYeK BO3HUKAET M3-3a
U30BITOYHOTO CHIDKEHUs AJl, YTO IPUBOAUT K CHU-
JKeHHUIO Tep(y3UOHHOTO [aBJeHUs B KIyOOUKax.
IT0 0cOGEHHO OTACHO Y TAI[UEHTOB C UCXO/HO CHU-
JKEHHOHM CKOPOCThIO KJIyOOUKOBOU (DUIBTpAIIUU
(CK®), cTreHO30M IOUYEUYHBIX apTEPUN WM MPUHU-
Maronux komouHamuo HAII®/capTaHoB ¢ TUypeTH-
KaMd U HECTEPOUIHBIMU MPOTHUBOBOCIAIUTEb-
HBIMU CpeJICTBaMHU («ormacHoe Tpuo») [26]. Y manu-
eHToB ¢ XCH, KOTOpbIe YaCTO UMEIOT COITYTCTBYIOIIYIO
MIOYEUHYI0 MUCPYHKINIO (KapAuOpeHaJTbHbINH CHH-
ZIPOM), 5TH PUCKU MHOTOKPATHO Bo3pacTaroT. K-
HUYECKU 3TO IPOSIBJISETCS IOBBIINIEHUEM KpeaTh-
HUHA CBIBOPOTKH Ha 30—50 % U OoJiee, OJIUTypUEH,
4YTO TpeOyeT BpPEMEHHOTO HJIH IIOCTOSTHHOTO IIPeKpa-

sive geriatric assessment. Deprescribing antihyper-
tensive medication in frail patients is a clinically
proven and safe strategy aimed at preventing poly-
pharmacy, reducing the incidence of adverse drug
reactions, and improving quality of life. At the same
time, drug discontinuation should be carried out
according to a tailored algorithm, preferably in a
step-by-step manner, with the close monitoring of
BP at rest and during the standing test. Further
research is needed to refine the criteria for selecting
patients with frailty for deprescribing antihyperten-
sive medication, optimize the discontinuation
sequence for different classes of AHD, and evaluate
long-term outcomes.
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IEeHUsT Tepanuu. B OTJaJIeHHOW IIepCIIEKTHBE
HabsromaeTcs yckopernHoe cumkenne CK® u yBenn-
JeHUe pUCKA TePMUHAIBHON IIOYEYHOU HeJoCTa-
TOUYHOCTH [27].

Taxkum ob6pasom, naenpeckpaiibunr npu XCH
Hanbosiee TPUMEHHUM B CJIEAYIONINX TPYIIIaX Iaru-
enToB (TabJ1. 3):

Ta6smmna 3. OtMeHa AI'T y Jsiv1 ¢ XpOHUYECKOU CepAeYHON HeJ0OCTaTOYHOCThIO
Table 3. Discontinuation of antihypertensive drugs in patients with chronic heart failure

IIpenapats! / Drugs

TakTuka / Tactics

B-6s10kaTopsl (XCH c coxpannoit @B JIXK)
-blockers (CHF with preserved LV EF)

,Z[enpecxpaﬁﬁuﬂr peKoMeH/J0BaH, BO3MOXHO yJIydllieHHe Ka4eCTBa XXU3HU U
NNepeHoCuMOoCTU CI)I/I3I/I‘{ECKI/IX Harpys3ok. OTMeHa no3TarHas, IoCTeneHHoe

CHM>KEeHHe JI03bl IIpenapara
Deprescribing is recommended; it may improve quality of life and exercise
tolerance. Withdrawal should be gradual, with a gradual reduction in dosage

B-6s0xaTopsl (XCH co cHmxkenHou @B JIXK) /lenmpeckpallGUHT He peKOMEH/I0BaH, BBICOKUH PUCK AEKOMIIEHCAIUH U

B-blockers (CHF with reduced LV EF)

yXyAlleHUud Ka4eCTBa XKU3HU

Deprescribing is not recommended due to the high risk of decompensation
and deterioration in quality of life

uAIl® /BPA
ACEIs/ARBs

[ToaTanHas OTMeHa penapara, OCTeEHHOe CHUXKEHHE /103bl,
paccMaTpuBaeTcs y naureHToB ¢ XBII i npejoTBpalleHUs JaIbHENIIero

NMOBpeXAEHUA IOYEK. Ectb PUCK BO3BpaTa CUMIITOMOB cep,ueln—loﬁ

HeJOCTAaTOYHOCTH

A protracted drug discontinuation, with a gradual dose reduction, considered
in patients with CKD to prevent further kidney damage. There is a risk of
recurrence of heart failure symptoms

Juypetuku
Diuretics

Jlenpeckpait6unr pekomMeHgoBaH npu XCH c coxpanHoit @B JIXK. Puck
BO30OHOBJIEHHUS] CHMIITOMOB Cep/IeYHON HEeJOCTAaTOYHOCTH U UX yXyALIeHHe

Deprescribing is recommended for CHF with preserved LV EF. Risk of
recurrence and worsening of heart failure symptoms

IIpumeuvanue.

XCH - xpoHundveckas cepfiedHasi HefocTaTouHOCTb; @B JIXK - ¢dpakuus Bei6poca JieBOro »xkeaynouka; HAND -

WHTUOUTOPBI aHTMOTEeH3WHNpeBpalatero ¢pepmenta; BPA - 6y0kaTops! penentopoB K auruoteHsuny II; XBII - xpoHudeckasi 60J1e3Hb

MoYex.
Abbreviations:

CHF - chronic heart failure; LV EF - left ventricular ejection fraction; ACEls - angiotensin-converting enzyme

inhibitors; ARBs - angiotensin II receptor blockers; CKD - chronic kidney disease.
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1. [Toxkuapie moTUMOpOUAHbIE TTarueHThl ¢ CA U
BBIPYKEHHOU TMOJTUIIParMasuei.

2. [TaruenTst ¢ XCH ¢ coxpannoit ®B.

3. [TanueHTHI ¢ Iporpeccupyoiel XxpOHUIeCKON
00JIE3HBIO TIOYEK.

Vemex pmenpeckpaiibvHra W MHUHUMH3AIUS
PHCKOB HeXeJIaTeJTbHBIX PEAKITNN HATIPSAMYIO 3aBHU-
CAT OT COOJIIOJIEHUs TPHUHITUIIOB 0e301acHOCTH.
Hapy1ieHve 3TUX NPUHITUAIIOB CYIIECTBEHHO MOBBI-
IIIAeT BEPOATHOCTD OCJIOKHEHUH.

Hau0oJipliryo ormacHOCTh IPEJICTaBIISAET pe3Kast
OTMeHa IIpenaparoB, B ocobeHHOCTH [3-azpeHobJ1o-
KaTOPOB, KOTOPAst MOKET CIIPOBOIIMPOBATH CUHIPOM
OTMEHBI C PpAa3BUTHEM TaXUKApPJIUH, KOJIeOAHUH
apTepUAJIbHOTO JaBJEHUS U JaXKe HIIEMUYECKHX
coObITHi. CX03KHMe PUCKU BO3HUKAIOT IIPU OJTHOBpE-
MEHHOU OTMeHe Cpa3y HECKOJIbKUX JIEKaPCTBEHHBIX
CPEeJICTB — TAKOH MO/IXO7] HE TOJIBKO YCUJIMBAET T€MO-
MTUHAMUYECKHUH CTpece /IS OPTaHU3Ma, HO U JIeJIaeT
HEBO3MOXKHBIM OIIEHKY BKJIaJIa Ka’KJOTO KOHKpPET-
HOTO Tperaparta B Pa3BUTHE HeKeJIaTeJIbHBIX PeaK-
i [12, 28].

Kputnyecku Ba;KHBIM 3JIEMEHTOM O€30IIaCHOTO
JlenpecKkpaiibuHra siBJIsieTCs aIeKBAaTHBIH MOHUTO-
PUHT COCTOSIHUSA manueHTa. HemocTaTOUHBIN
JUHAMUUYECKUU KOHTPOJb AJl, yacToTsl ceppaed-
HBIX COKpAaIlleHUH, a TakKe J1abopaTOPHBIX MOKa-
3aTesiell  (KpeaTWHWH, 95JIEKTPOJIUTHI)  IOCJIE
OTMEHBI WJIU CHUKEHHs JI03bI IpernapaTa MOMKET
NPUBECTH K HECBOEBPEMEHHOMY BBISIBJIEHUIO
JIEKOMIIEHCAITUH.

Oco0yto TpymIly pUCKa COCTABJIAIOT IMAIUEHTHI C
TSKEI0U KOMOPOUIHOM MaTOIOTHEH, B TIEPBYIO OUe-
pexns ¢ XCH, dubpuwisanueis npeacepauii U XpoHU-
yeckol 06oJie3HbI0 ITouek [29]. Hannune sTux 3a60-
JIeBaHUM JleJlaeT OPTaHU3M MalleHTa KpaiHe ys3-
BUMBIM K JIIOOBIM T€MOAWHAMUYECKUM CABUTAM U
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3. ®unumonoBa JI.A., flckeBuu P.A., JlaBbimoB E.JI.
Bonpockl (pOpMHUpPOBaHUs U TEYEHHS apTEPUATIBHON
TUIIEPTOHUH B TOKWJIOM KU CTapuyeckoM Bospacre //
CoBpemeHHBIe NpOOJIEMBI HAYKH K 0O0Opa30oBaHUA.
2016;6. URL: https://science-education.ru/ru/article/
view?id=25458 (maTa obpaieHnus: 09.04.2026).

4. McGuinness B., Todd S., Passmore P., Bullock R.
Blood pressure lowering in patients without prior

KoJIeOaHUSIM BOJHO-3JIEKTPOJIUTHOTO OasiaHca, u4To
TpebyeT MaKCUMaIbHO OCTOPOKHOTO U MHUBU/Iya-
JIN3UPOBAHHOTO TOJIX0/Ia K MEPECMOTPY (apmaxo-
Tepamuu.

Takum obpaszom, aenpeckpailbunr AI'T y manu-
eHToB ¢ CA J0/KEH MPOBOJUTHCA TOJ] KOHTPOJIEM
Jledariero Bpadya — aMm0yJIaTOPHO WJIM B IIAHOBOM
nopsiike B cranuoHape [18]. KiroueBbIM MpUHITH-
IOM sBJSIETCA OaylaHC MeXKIy HeoOXOAHUMOCThIO
CHIDKEHUS TTOJIUIIParMa3uy U obecriedeHueM WHIU-
BUIyIM3UPOBAHHOTO IIOJIX0/Ia K BEAEHHIO OCJa-
0JIEHHBIX MaIKeHToB [30, 31].

3AK/IIOYEHUE

Cunzpom CA sABigercsa KIIIOYEBBIM (HaKTOPOM,
MOAUDUITUPYIONUM TaKTHUKY BeZleH!s MalleHTOB ¢
AT'. CrangapTHble 1iesieBble ypoBHU AJl, peKOMeH0-
BaHHBIE I O0IIeHd MOMyJIANNH, HEIPUMEHUMEBI K
JIAaHHOM TpyIiie 6e3 KOMIUIEKCHOUM TepuaTpuuecKoi
orieHku. Jlenpeckpaii6buur AI'T y mamuentoB ¢ CA
IpeJicTaBIsieT cOO0H KIMHUYECKU 0O0OCHOBAHHYIO U
0e30I1aCHyYIO CTPATErnIo, HAIIPABJIEHHYIO Ha MIPE/IOT-
BpallleHue IIOJIUIparMasuy, CHUKEHUE YacCTOThI
He’KeJIaTeJIbHBIX JIEKAPCTBEHHBIX PEAKIUH U yIIyd-
IeHYe KadecTBa >KU3HU. [Ipu 3TOM OTMeHa Ipena-
paToB JOJIKHA IIPOBOAUTHCA IO WHJIUBUJLyATIBHO
paspaboTaHHOMY aJTOPUTMY, IPEUMYIIECTBEHHO
CTyIIeHYaTo, C TIIATeJbHBIM MOHUTOPHUHTOM AJl B
IIOKOE U IIPU OPTOCTAaTHUECKOU mpobe. [[Jis yTouHe-
HUSA KputepueB oTbopa mamueHToB ¢ CA /1 erpe-
ckpaiibunra AI'T, onTuMH3anuy MoCIe0BaTeIbHO-
CTH OTMEeHBI pas3ynuHbIX KyaccoB AI'Tl u oreHku
JIOJITOCPOYHBIX UCXOJIOB HEOOXOIMMBI JTaJIbHEHIITTE
Hcce/IoBaHus.

KoH@uaukT mHTEpECOB. ABTOPHI 3aABJISIOT 00
OTCYTCTBUHU KOH(INKTA HHTEPECOB.
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