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AHHOTAIIUA

B ucciiezioBaHNHA, MTOCBAIIEHHOM OI[€HKE KauecTBa KU3HU OOJIbHBIX C apTeprabHOU runeprensueit (Al), coueTaH-
HOU ¢ XpPOHUYECKUMHU LilepebpoBackysipHbIMu 3a6oieBanusasvu (XL[B3), npuHsau yuactue 70 dest. (060ero mosia, BO3pact
20—75 JIET), MPOXOAUBIITUX KOMILIEKCHOE 00CIeZioBaHue U ieueHre Ha 6ase kaunuku ®TBHY «®enepaibHbIHi HCCIEN0BA-
TEJIbCKUH TeHTP PYHAMEHTAIPHOU U TPAHCIAIIMOHHOW MeTUITUHBI» (. HOBOCHOUPCK). YUaCTHUKY UCCIEIOBAHUS pas-
JleJIeHbl Ha 3 IPYIIIBI: B OCHOBHYIO BKJIIOUEHBI 23 nanueHTa ¢ Al', couetanHoH ¢ X1IB3; B rpymniy cpaBHeHUs — 23 allHeHTa
¢ U30JIMPOBAHHOMN AT'; B KOHTPOJIbHYIO TPYIIILYy — 24 TaI[UeHTa ¢ JIOPCONaTHeH MO3BOHOYHUKA, 6€3 Cep/IeuHO-COCYAUCTOM
[IATOJIOTUH. Y BCEX YUACTHUKOB HCCJIEZOBAHMS OLEHUBAIOCh KadecTBO ku3HU (KXK), cBA3aHHOE CO 3710pPOBBEM, C IIPH-
MeHeHHeM BaINAU3UPOBAaHHOTO onpocHuKa MOS SF-36. BoIbHBIM OCHOBHOM I'DYIIIIBI ¥ IPYIIIBI CPAaBHEHUS IIPOBe/ieHa
KypcoBas MeJIUKaMEeHTO3Has Tepalus, B COOTBETCTBUU C COBPEMEHHBIMU MENKO-9KOHOMUYECKUMU CTaH/IaPTaMU.

CpaBHUTEJIBHBIN aHAIN3 OKA3I 3HAYNMOe — Ha 21.8 % CHIKeHue YpOoBHA GU3NIeCKoro GyHKIMOHUPOBAHUS, &
Tak)Ke IICUXIMYeCKOTr0 KOMIIOHEHTa 3/J0POBbA — Ha 20.49 % y 60sbHBIX AT, coueTannoi ¢ X1IB3, oTHOCUTEIBHO OOJIBHBIX
¢ u3onupoBanHoi Al'. B cpaBHEHNU ¢ KOHTPOJILHOM TPyHIol y 60sbHBIX AT, couetanHo# ¢ XIIB3, oTMeuanocs 3HAUNMOE
CHIDKEeHHe OCHOBHBIX Imokasatesieli KXK. Kype Tepanuu B cranimoHape IpuBeJ K 3HAYMMOMY ITOBBIIIEHUIO (DHU3HIECKOTO
U pPOJIeEBOTO (DYHKIIMOHUPOBAHUS, a TAK)Ke HHTerpaIbHOTO nokaszaTessa KK — Ha 22.9% y 607IbHBIX OCHOBHO I'PYIIIIBL.

Karoueanle caroea: aprepuanbHasi TUIIEPTEH3Ns, XPOHUUYECKHE IIepeOpoBacKy IApHbIE 3a60I€BaHUA, KOMOPOUTHOCTB,
MeUKaMEeHTO3HAasI TEPATIHSI.

ABSTRACT

The study on assessing the quality of life of patients with arterial hypertension (AH) comorbid with chronic cerebro-
vascular diseases (CVD) involved 70 people of both sexes, aged 20 to 75 years, who underwent a comprehensive examina-
tion and treatment at the Clinic of the Federal Research Center of Fundamental and Translational Medicine (Novosibirsk).
The study participants were divided into 3 groups: the main group included 23 patients with hypertension combined with
chronic cerebrovascular diseases; the comparison group — 23 patients with isolated arterial hypertension (AH), and the
control group — 24 patients with dorsopathies without cardiovascular pathology. Health-related quality of life (QOL) was
assessed using the validated MOS SF-36 Questionnaire. Patients of the main group and the group of comparison under-
went a course of drug therapy, in accordance with modern medical and economic standards.

The comparative analysis showed a significant decrease (by 21.8%) in the level of physical functioning, as well as in the
mental component of health (by 20.49%) in patients with AH combined with chronic CVD, compared to patients with iso-
lated AH. In comparison with the control group, there was a significant decrease in the main indices of QOL in patients with
AH comorbid with chronic CVD. The course of inpatient therapy led to a significant increase in physical and role function-
ing, as well as significant increase in an integral indicator of QOL in patients of the main group — by 22.9%.

Keywords: arterial hypertension, chronic cerebrovascular disease, comorbidity, medicinal treatment.
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BBEJAEHWUE

AprepuanbHas runeprensus (Al) sABigerca
BaKHeHIIeH mpo6IeMoi 31paBOOXpaHEHNUS B CBA3HU
C ee BBICOKOU pacIpOCTPAaHEHHOCTHIO, BRIPA’KEHHBIM
BJINSHUEM Ha 3200J1eBa€MOCTD, TPYZOCIOCOOHOCTD U
CMEPTHOCTh HaceJieHUs [1-3]. ApTrepuasibHas THU-
IepTeH3uss — HawnboJiee BaXKHBIA MOAUUIHpPye-
MBI (pakTOp pHUcKa 3a060JIeBaEMOCTH U CMEPTHOCTH
OT BCceX IPUYUH BO BCEM MHpPe — CBSI3aHA C IIOBBI-
IIEHHBIM PUCKOM CEPJIEIHO-COCYAUCTHIX U 1epedpo-
BaCKYJIIPHBIX 3a60s1eBaHUH [2—5].

B Hacrosiee BpeMs, HECMOTPS Ha 3HAUUTETh-
HbIE ycIlexu B jieueHun Al', 1eueOHO-TTpOoGHIaKTH-
YecKHe MepONPUATHA IPHU 3TOM 3a60JIeBaHUU 3Ha-
YHUTEJIbHO OCJIOXKHAIOTCA HAJIUIHUEM COIYTCTBYIO-
el MaToJIOTHH, WK KomopbumHoctu [6—10]. Cy-
mecTByeT Oosiblnas 6asa JOKa3aTeIbHBIX HCCIIEJ0-
BaHUU O TOM, YTO B3aUMOBJIUSHIE COUETAHHBIX 3a-
OoJieBaHU U3MEHSET KJIMHUYECKYIO KapTHHY, yBe-
JINYUBAeT KOJIWYECTBO OCJIOKHEHUH U UX TAXKECTh,
yxymaiiaer kadectBo kuszHu (K¥XK) u mporHos [10—
14]. ¥ GOJIBHBIX C KOMOPOUHOCTBIO YCIIOKHSIOTCS
JINarHOCTHKA, BBIOOP TAKTUKHU M CPEJICTB JIeUeHUs,
VBEJITUYUBAIOTCA (DUMHAHCOBBIE 3aTPAThl HA JTUATHO-
CTUKY U JedeHue [7, 15]. BegeHne KoMopOHIHOTO
60JIPHOTO YaCTO COIPSIIKEHO C YMEHBIIIEHUEM IIPU-
BEpP>KEHHOCTH OOJIBHOTO JIEYEHUIO, TTOJTUIIPArMa3u-
el u cHIKeHneM 3G (PEKTUBHOCTH Tepanuu [12, 13].
Hcxonsa u3 2Toro, Bonpockl 3pdeKTuBHON mpodu-
JIAKTUKY, JIEUeHUsI U JIOJITOBPEMEHHOTO HaOJIIoze-
HUA Y MAIUEHTOB C COUETAHHOH, HJTH KOMOPOUTHOH,
1aTOJIOTHEN IIPE/ICTABIIAIOT CODOMH CIIOKHYIO 337124y,
TPeOYIOIIYIO TIIATEIHHOTO KOHTPOJIS HAJ| IPOBO/U-
MBIMH MEPOIPUATUAMU, TPAMOTHOU OIEHKU 35d-
(dextuBHOCTH Tepanui [15, 16].

B HacTosIIEE BpeM, B CBA3U C ONPEEIEHHBIM
IIPOTPECCOM B JIEUEHUN OCTPOU ITATOJIOTHH U YBEJIU-
JeHUeM Yy/IeJIBHOTO Beca XpOHUUECKOH MaToJIOTUH, a
TaKKe 00IIel CONMATPHON HATIPABAEHHOCTHIO Ha T10-
BBIIIIEHNE YPOBHSA JKU3HU U OJIaTOCOCTOSHUSA HaceIe-
HUs, IIepe] MeJUIIMHCKOM HayKoH! U 3/IpaBOOXpaHe-
HUEM CTaBUTCS 33/1aUa HE TOJTbKO YMEHBIIIUTD KOJIU-
4ecTBO 0OOCTPEHUH U CHU3UTD JIETAJIBHOCTD, CBSI3aH-
HYIO ¢ 3a00JIeBaHUAMY, HO U 00ECIIEYUTH IIePEXO]] K
601ee BeicokoMy KXK manmieHTOB. B cB3U ¢ 9THM qU1-
Hammueckasa orneHka KOK marmueHTOB ¢ coueTaHHOM
[1aTOJIOTHeH IprobpeTaeT 0cOGEHHOE 3HAUEHNE.

Baxuelineli KOMOPOUIHON NATOJIOTHEH IIpU
AT' ABJIAIOTCS XpOHUUYECKHE IepebpOBaCKYJISIPHBIE
3aboseBanusa (XL[B3). LlepebpoBackysisspHbie 060-
JIE3HU — 3TO TPyIIa 3a00eBaHUM TOJIOBHOTO MO3-
ra, 00yCJIOBJIEHHBIX [TATOJIOTHIECKUMHU U3MEHEHUI-
MU 1iepebpaIbHBIX COCY/IOB C HAPYIIIEHUEM MO3TOBO-
ro kpoBoobparenus [17]. AT' u XI[B3 saBisioTcs

INTRODUCTION

Arterial hypertension (AH) is the most impor-
tant public health problem due to its high prevalence,
the pronounced effect on morbidity, working capac-
ity, and mortality of the population [1—-3]. Arterial
hypertension as the most important modifiable risk
factor for morbidity and mortality from all causes
worldwide, is associated with the increased risk of
cardiovascular and cerebrovascular diseases [2—5].

Nowadays, despite the considerable advance in
the AH treatment, preventive and curative inter-
ventions in this disease are complicated significant-
ly by the presence of the concomitant pathology, or
so-called comorbidities [6—10]. There is a large da-
tabase of evidential studies proving that the mutual
influence of the comorbid diseases changes the clin-
ical picture, increases the number of complications
and their severity, worsens the quality of life (QOL)
and prognosis [10—14]. In patients with comorbidi-
ty the diagnostics, choice of therapeutic approach
and treatment tools become more complicated, and
the financial costs for diagnosis and treatment in-
crease [7, 15]. Management of a comorbid patient is
often accompanied by a decrease in patient’s adhe-
rence to treatment, polypharmacy, and a decrease
in therapy effectiveness [12, 13]. Accordingly, the is-
sues of effective prevention, treatment and long-
term follow-up in patients with concomitant, or co-
morbid, pathology represent a complex problem
that requires careful monitoring of the measures
taken and competent evaluation of therapy effec-
tiveness [15, 16].

Nowadays, due to certain advance in treatment
of acute pathology and increase in the proportion of
chronic pathology, as well as the general social focus
on improving the standard of living and welfare of
the population, the task is set for medical science and
health care not only to reduce the number of exacer-
bations and lethality associated with diseases, but
also to provide transition to a higher QOL of patients.
In this regard, the dynamic assessment of QOL in pa-
tients with the comorbid pathology gains special im-
portance.

The major comorbid pathologies in AH are
chronic cerebrovascular diseases (CCVD). CVD are
brain diseases caused by pathological changes in its
vessels and accompanied by cerebral circulation dis-
order [17]. AH and CCVD are closely pathogeneti-
cally related pathologies. In most cases AH is the
cause of CCVD development [5]. Cerebrovascular
diseases are one of the leading causes of death and
permanent disability in patients. Currently, they af-
fect about 9 million people. Mortality from cerebro-
vascular diseases in economically developed coun-
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TECHEHIITUM 00pa3oM MaTOTEHETUYECKU CBS3aHHBI-
MH TaToJorusiMu. B GosbiuHCTBe cirydaeB Al —
npuunHa pasputus XIIB3 [5]. IlepebpoBackysip-
Hble 3a00JI€BaHUsA SBJIAIOTCA OJHOH M3 OCHOBHBIX
IPUYUH CMEPTHOCTH M CTOHMKOH yTpaThl TPYAOCIIO-
cobHOCTH OOJIBHBIX. B HacTOsIee BpeMs UMU CTpa-
JIAI0T OKOJIO 9 MUTH 4yesi. CMEPTHOCTh OT IiepebpoBa-
CKYJIIDHBIX 0OOJIEBHEW B DKOHOMHYECKU Pa3BHUTHIX
CcTpaHax AocTUraet 11—12 %, B Poccuu — nokasaTteiu
OJTHU U3 CAMbIX BBICOKHUX B MUPE M IIPOTHO3UPYETCs
HX POCT B CBABH C YBEJIUUYEHUEM ITPOJIOJIKUTETHHO-
CTH JKU3HU U CTapeHueM HacesieHus [18].

Jlo HacTOSAIIEro BpeMeH! JIeueHHe U BOCCTAHOB-
neHue 6oapHBIX AT, couetanHo ¢ XI1[B3, He Bcerza
6bLIH B TTOJTHOM Mepe 3 PEKTUBHBIMU: HECMOTPS Ha
HOPMAaJ/TU3aIUI0 TeMOJIMHAMUYECKHX I1apaMeTPOB,
PEZIKO yIaeTcsi MOJTHOCTBIO JJOOUTHCSI BOCCTAHOBJIE-
HUA HapylIIeHHbIX (YHKIUH OpraHusMa, B JIOCTa-
TOYHOH Mepe noBbicuTh KOK manueHTos.

KauecTBO KU3HU ABJIETCA MHTETPATTLHOU XapakK-
TEPUCTUKOHN (PUBUYECKOTO, MICUXOJIOTUIECKOTO, HMO-
[IMOHAJIBHOTO ¥ COITMAJILHOTO (DYHKIIMOHUPOBAHUS
00JILHOT0, OCHOBAaHHOU Ha €T0 CyO'beKTHBHOM BOCIIPH-
STAN. AHAJTIA3 KaueCcTBa }KU3HU, CBA3aHHOTO CO 3710PO-
BbEM, — IIPUEMJIEMBIHN U JIOCTOBEPHBIA METO/T OIIEHKH
BJIMSTHUS 3a00JIeBaHMA Ha (QYHKIIMOHUPOBAHUE, aK-
TUBHOCTb U OJ1aromnosyure mamnueHTos [19]. CorsacHo
OTIPEJIEJIEHUIO 37I0POBbSI BCceMUpHOUN OpraHuU3anuu
3/7IpaBOOXPAHEHUS, KAYECTBO JKU3HH JIOJDKHO paccMa-
TPUBATHCS KAK CYIIIECTBEHHBIN 03/I0POBUTEIBHBIHN HC-
X071 TIPH JIFOOOM JIeueHUH 3a00s1eBaHui [20].

K HacrosmiemMy BpeMeHH NPOBENEHO OIpese-
JIEHHOE KOJIMYECTBO HCCJIEIOBAHUM, TOCBAIIEHHBIX
KX npu AT [9, 21, 22], omrako Borpocsl KXK mipu AT’
B couetanuu ¢ XI1[B3 u ee fuHAMUKU B XO/le KypCO-
BOTO CTAI[MOHAPHOTO JIEUEHHs SIBJISIIOTCA HEIOCTa-
TOYHO U3YYEHHBIMHU.

IOEJb NCCJIEJOBAHUNA

OrmeHka KauecTBa JKU3HU U €€ JAWHAMUKU Y
OOJIPHBIX apTepHaIbHOU THUIEPTEH3UEH, coueTaH-
HOH C XpPOHUYECKUMU 11epe0POBACKYIAPHBIMHU 3260-
JIEBAaHUSMH, B XOZI€ CTAI[IOHAPHOTO JIEUEHU .

MATEPHAJIBI 1 METO/AbI

Ha 6aze TepamneBTUUECKOTO OT/IeJIEHUS] KIUMHHU-
ku OI'BHY «®enepanbHBIA HCCIIEIOBATETBCKUH
ne’HTp (GYHIaMEHTUTLHON U TPAHCIAIMOHHOU Me-
nuiunabl» (HoBocubupek) (OUL] ®TM) mpoBeieHO
OTHOIIEHTPOBOE KOTOPTHOE HAOJII0IaTETbHOE UCCIIe-
nmoBaHue. KOMILIEKCHOE KJIMHUKO-Tab0paTOpHOE U
WHCTPYMEHTAJIbHOE O0OCIeJOBAHUE U  JIEUEHHE
nponuiu 46 manueHToB ¢ Al' (M30JITMPOBAHHOU U B
coueranuu ¢ XI[B3) u 24 mamnueHTa ¢ jopconaTuei

tries reaches 11—-12%; in Russia these indicators are
among the highest in the world and their growth due
to an increase in life expectancy and aging of the
population is predicted [18].

So far, the treatment and recovery of patients
with AH comorbid with CCVD were not always fully
effective: despite the normalization of hemodynamic
parameters, it is rarely possible to fully restore the
disordered functions, and sufficiently increase the
QOL of patients.

The quality of life is an integral characteristic of
physical, psychological, emotional and social func-
tioning of the patient based on his subjective percep-
tion. Health-related quality of life analysis is an ac-
ceptable and significant method for assessing the
impact of a disease on the functioning, activity and
well-being of patients [19]. According to the WHO’s
definition of health, the quality of life should be con-
sidered as an essential health-improving outcome in
any treatment of diseases [20].

To date, a certain number of studies have been
conducted on QOL in AH [9, 21, 22], however, the
issues of QOL in AH comorbid with CCVD and its dy-
namics during the course of inpatient treatment are
studied insufficiently.

AIM OF THE RESEARCH

An assessment of the quality of life and its dy-
namics in patients with arterial hypertension comor-
bid with chronic cerebrovascular diseases during in-
patient treatment.

MATERIALS AND METHODS

The single-center observational cohort study
was carried out on the basis of the Therapeutic De-
partment of the Federal Research Center of Funda-
mental and Translational Medicine (FRC FTM) Cli-
nic, Novosibirsk. Comprehensive clinical, laboratory
examination, and medical imaging and treatment
were performed in 46 patients with AH (both isolat-
ed, and in combination with CCVD); and 24 patients
with dorsopathies without the cardiovascular diseas-
es (CDVD). All patients, men and women at the age
of 20-75 years, were residents of Novosibirsk and
the Novosibirsk Region, as well as the northern re-
gions.

Study inclusion criteria: men, women at the age
of 20—75 years, and with presence of:

— arterial hypertension (ICD-10 codes — I10—
I15);

— chronic CVD (it comprises: cerebral athero-
sclerosis (ICD-10 code — 167.2), hypertensive en-
cephalopathy (ICD-10 code — 167.4), chronic cere-
bral ischemia (ICD-10 code — 167.8), not otherwise

54

Journal homepage: http://jsms.ngmu.ru



Sevost'yanova E.V. et al. / Journal of Siberian Medical Sciences 4 (2020) 52—62

ITO3BOHOYHUKA, 0e3 cep/ieYHO-COCYAUCThIX 3a001e-
Banu# (CC3) — xuteneit HoBocubupcka n HoBocu-
O6upckoi 06J1aCTH, CEBEPHBIX PETHOHOB, MY>KUUH U
JKEHII[MH B BO3pacTe 20—75 JIeT.

Kpurepuu BKIIOUEHUS B HUCCIEAOBAHHE: MYXK-
YUHBI, JKEHIITUHBI; BO3PACT 20—75 JIET; HAJTUUHE:

— aprepuasibHOU rurnepreHsuu (kox mo MKB-
10 — I10-115);

— XIIB3 (x XIIB3 66111 OTHECEHBI: TIEPEOPaAIL-
HBIA aTepockiepos (kox mo MKB-10 — 167.2), ru-
nepreH3uBHasA sHiedasonatus (kox no MKb-10 —
167.4), xpouuueckas uiemusi mo3sra (kox mo MKB-
10 — 167.8), niepebpoBackysisipHas 60JIe3Hb HEYTOU-
HenHas (ko 1o MKB-10 — 167.9));

— JopcomnaTuu Mo3BoHOYHUKA (Koza mo MKB-
10 — M40—-M54).

JlvuarHo3bl BepUQUIIMPOBAHBI 110 JIAHHBIM
aHaMHe3a, pe3yIbTaTaM KJINHUKO-1a00paTOPHBIX U
WHCTPYMEHTATBHBIX UCCIIEIOBAHUH.

Brutn copMupoBaHBI 3 TpYIIBI: OCHOBHAs
rpynna (n = 23) — OosbHble A, coueTaHHOU C
XIIB3, cpeiauii Bo3pact 62.3 + 2.0 rojia, 7 My>K9IHuH,
16 JKeHIIUH; TPyIIa cpaBHeHUs (n = 23) — 60JIbHbBIE
nsosmpoBaHHoOU Al, cpemHUU Bo3pacT 61.5 + 1.5
royia, 6 My»K4UH, 17 KeHII[UH; KOHTPOJIbHASA TPYIITa
(n = 24) — GosbHBIE OPCOMATHEN MTO3BOHOYHUKA
0e3 cepeuHO-COCYINCThIX 3a00JIeBaHUM, CpPeaHUN
Bo3pact 61.0 + 2.0 royia, 6 MyX4uH, 18 KEHIIUH.
I'pynmsl OBUTH COMIOCTABUMBI 10 BO3PACTY U IIOJY.
OcHOBHAas TPYIIIIa U TPYIINa CpaBHEHUs OBLIN COIO-
CTaBUMBI 10 KJIMHUKO-(QYHKIIMOHATBHBIM XapaKTe-
pucTukam, 6a3UCHOU MeTMKaMEeHTO3HOU TEPAIIHH.

[TarrieHTaM OCHOBHOM TPYIITIBI U TPYIIIBI CpaBHE-
HUS TPOBOJWJIACH KypCcOBasl CTallMOHApHAsl MeIUKa-
MEHTO3HAas Tepallvs B TEYEHHE 2 HeJeNTb Ha 6a3e K-
Hukn OHWI] ®TM B COOTBETCTBUH C MEIUKO-
SKOHOMHYECKUMH CTaHJIapPTaMH U KJIMHUYEeCKUMHU Pe-
KOMeHIAusAMH 110 JieueHuto Al' 2018 r. [23], koTopas
BKJIIOUAsIa B ce0s: MHTHOUTOPHI aHTHOTEH3UHIIPEBPa-
IaroIero epmenTa, 6;10KATOPHI PENENTOPOB aHTHO-
tensuHa ll, 6;10KaTOPhI AUTHUAPOITUPH/IMH-KATBIINEBHIX
KaHaJIOB, TUA3WHbIE UYPETUKH, OeTa-0JI0KaTopHl,
aHTUATPETAHTBI, METAOOJIMUECKUE CPEICTBA.

BceMm marmeHTaM IPOBEJIEHO KOMILIEKCHOE KJTH-
HUYECKOe, JIabopaTOPHOE W HWHCTPYMEHTAIbHOE 00-
CJIeJIOBaHUe; ITPOAHAIM3UPOBAHA MEIUKO-CTATHC-
THYEeCKasl JIOKyMeHTanus. Kimamgeckoe obciemoBa-
HUEe BKJII0YAsIO B cebs cOOp aHaMHe3a KU3HU U 3a00-
JIEBaHUsA, OIIEHKY Kaji00, KIMHUYECKUX CHMIITOMOB
COYETAHHBIX 3200JIEBAHUH, KIIMHIYECKUH OCMOTP, aH-
ketupoBauue. O6cieZloBaHNE POBEAEHO B JUHAMU-
Ke, JTO ¥ II0CJIE KyPCOBOTO CTAIIHOHAPHOTO JIEUEHUS.

O1leHka okasareJiell KauecTBa KU3HU, CBA3aH-
HOTO CO 3/TOPOBBEM, MIPOBOWJIACH C TPUMEHEHHEM

specified cerebrovascular disease (ICD-10 code —
167.9));

— dorsopathies (ICD-10 codes — M40—-M54).

Diagnoses were verified according to the anam-
nesis, and results of clinical and laboratory examina-
tion and medical imaging.

Three groups were formed: the main group
(n = 23) — patients with AH combined with chronic
CVD, mean age 62.3 + 2.0 years, including 7 men,
16 women; the comparison group (n = 23) consisted
of patients with isolated AH, mean age 61.5 + 1.5
years, including 6 men, 17 women; the control group
(n = 24) consisted of patients with dorsopathies
without cardiovascular diseases, mean age 61.0 + 2.0
years, including 6 men, 18 women. Groups were
matched for age and gender. The main group and the
comparison group were comparable in clinical and
functional characteristics, basic medication.

The patients of the main group and the compar-
ison group underwent inpatient medicinal therapy
course for 2 weeks at the FRC FTM Clinic in accor-
dance with the medical and economic standards and
the 2018 ESC/ESH Guidelines for the Management
of AH [23] which included: angiotensin-converting
enzyme inhibitors, angiotensin II receptor blockers,
dihydropyridine-calcium channel blockers, thiazide
diuretics, beta-blockers, antiplatelets, and metabolic
remedies.

All patients were performed the comprehensive
clinical and laboratory examination and medical im-
aging; medical records and statistics were analyzed.
Clinical examination included personal history and
history of the disease; assessment of complaints,
clinical symptoms; clinical examination, question-
naire completion. Examination was performed in dy-
namics, before and after the treatment.

Health-related quality of life parameters were
evaluated using the validated MOS SF-36 Question-
naire [24, 25]. Thirty six items of the questionnaire
are grouped into eight scales: Physical Functioning
(PF); Role Physical Functioning (RF); Bodily Pain
(BP); General Health (GH); Vitality (VT); Social
Functioning (SF); Role Emotional Functioning (RE);
Mental Health (MH). All of the above-mentioned
scales form the mental and physical components of
health and an integral index of QOL.

All individuals included in the survey gave in-
formed consent to participate in the study, which
met ethical standards in accordance with the Hel-
sinki Declaration of the World Association “Ethical
Principles for Conducting Scientific Medical Re-
search with Human Participation.”

Statistical processing of the obtained data was
carried out using the licensed statistical software

Journal homepage: http://jsms.ngmu.ru

55



Cesocmwsanosa E.B. u dp. / Journal of Siberian Medical Sciences 4 (2020) 52—62

BasIuIu3upoBaHHOro ompocHuka MOS SF-36 [24,
25]. TpuzaTh MIECTh IIYHKTOB OIIPOCHUKA CIPYIIIIH-
poBaHbI B BOCEMb IITKa: pusndeckoe PyHKITMOHU-
poBauue (PF); poseBoe dbyHKumoHupoBanue, oby-
coBJIeHHOE pusnueckuM coctosiuueM (RP); naTeH-
cuBHOCTh 6ot (BP); oOlilee COCTOSIHUE 3/I0POBBSI
(GH); xusuenHas axktuBHocTh (VT); comuaibHOE
¢yaxnmonuposanue (SF); posieBoe GyHKIIMOHUPO-
BaHue, 00yCIOBJIEHHOE SMOITHOHATIBHBIM COCTOSTHU-
eMm (RE); nmcuxuueckoe 3m0poBbe (MH). Bee Bbime-
TepevYrcIeHHbIE IIIKAIbI (DOPMHUPYIOT ICUXUYECKUH
U (QUBNYECKUH KOMIIOHEHTHI 370POBbSI W WHTE-
rpajIbHBIH Mmokaszaresib KiK.

Bce BkJIIOUEHHBIE B 00C/IEOBAHUE JIUIA AN
UHOOPMHUPOBAHHOE COTJIACHE HA YIACTHE B UCCIIEI0-
BaHUH, KOTOPOE COOTBETCTBOBAJIO STHYECKUM CTaH-
JlapTaM, pa3pabOTaHHBIM B COOTBETCTBHUH C XeJb-
CUHKCKOH Jlekyiapariiedl BceMupHOU accomuamuu
«DTHYECKHe TPUHITUIBI IPOBEIEHUS HAyIHBIX Me-
JIUITAHCKUX UCCIIEIOBAHUH C yUaCTHEM UEJIOBEKA».

Cratuctuyeckas o6paboTKa MOJyYEHHBIX JTaH-
HBIX IIPOBOJIMJIACH C HCIIOJIb30BAHUEM JIUIIEH3UOH-
HOro makera cratucrtuueckux nporpamm STATIS-
TICA 7.0. ITpoBesieH 0fHODAKTOPHBIHN TUCIIEPCHOH-
HbIH aHau3 (one-way ANOVA). JlaHHBIE TIPe/ICTaB-
JSUTM B BUJIe cpemHero apudwmerudyeckoro (M),
oIIMOKu cpezHero apudmerudeckoro (xm). s
aHAIN3a Pa3InYUi MeXKIy IOBTOPHBIMU HabJIIOzEe-
HUSAMH UCII0JIH30BAJICSA HETTAPAMETPUUECKUHA KPUTE-
puii BuikokcoHa Jiist TapHBIX BBIOOPOK; JJIST CPaB-
HUTEJBHOTO aHAJIM3a PA3JIUYUUi abCOJIIOTHBIX 3HA-
YeHUU MEXYy ABYMS IPYIIIaMHu — HelapaMmeTpuye-
ckuil kputepuii ManHa — YuTHHU. CTaTUCTUYECKH
3HAYMMBIMU CUHTAJIUCH PA3JIUUHSA MIPH P < 0.05.

PE3YJIBTATHBI U OBCY:KAEHUE

IIpu cpaBHUTEIPHOM aHATU3E ITOKA3ATeIel Ka-
YeCcTBa JKU3HU Y OOJIbHBIX TPEX TPYIII BBIABJIEHO, UTO
60JIbHBIE C U30JIMPOBAHHOU A" HE UMeJTU 3HAUUMBbIX
pas3yInyuil HU 10 OAHOMY M3 aHAJIU3UPYEMBIX ITOKA-
3aresieit KK ¢ 60JIbHBIMHE TPETHEN TPYIIIEI (€ I0PCO-
naTves o3BoHOYHNKa, He uMeromux CC3) (tabur. 1).

BosbHbIe 0cHOBHOI rpymmsl (Al B coueTaHuu ¢
XI1IB3) umesiv 3BHAUNMBbIE PA3JIMYIUS C TPETHEN TPYII-
o (JTopcomnaTus MO3BOHOYHMKA, 6e3 CC3) mo psamxy
mokaszaresieir KOK. Tak, mokasaTtesb QpuU3UIeCKOTO
(DyHKIIMOHUPOBaHUS, OTPAXKAIOIIMI BJIUSHUE CO-
CTOSTHUSI 3/I0POBbsI Ha BHITIOJIHEHUE (PUBUUECKUX Ha-
IPY30K, y OOJIbBHBIX OCHOBHOHM TIpymmbl ObLI Ha
20.70 % HUKe, 4eM y O0JIbHBIX TPETheH rpymibl. Ta-
KuM obpaszoM, pusmyeckas aKTUBHOCTH OOJIBHBIX C
komopbuiHOCThI0 Al' 11 X1IB3 ObLTa B 3BHAYUTETHHO
OOoJIbIIIEeN CTeIIeHN OTPAaHINYeHA UX COCTOSHUEM 3/10-
pOBbsI, YeM y OOJIBHBIX Aopcomarueit. [Tokasaresb

package STATISTICA 7.0. One-way ANOVA analy-
sis was performed. The data were presented as
arithmetic mean (M), arithmetic mean error (+m).
To analyze the differences between repeated obser-
vations, the non-parametric Wilcoxon test for
paired samples was used; the non-parametric
Mann-Whitney test was used for a comparative
analysis of absolute value differences between the
two groups. The differences were considered statis-
tically significant at p < 0.05.

RESULTS AND DISCUSSION

A comparative analysis of quality of life indices
in patients of three groups revealed that patients
with isolated AH did not have significant differences
in any of the analyzed QOL indicators compared to
patients of the third group (dorsopathies without
CDVD) (see Table 1).

The main group patients (AH and CCVD) dif-
fered significantly from those of the third group (dor-
sopathies, without CDVD) in a number of QOL indi-
ces. Thus, the Physical functioning index reflecting
the influence of the state of health on the perfor-
mance of physical activities in patients of the main
group was 20.70% lower than in patients of the third
group. Thus, the physical activity of patients with AH
and CCVD comorbidities was significantly more lim-
ited by their health status than in patients with dor-
sopathies. The Role physical functioning index due
to the influence of physical condition on the perfor-
mance of everyday (role) duties in patients with AH
and CCVD was 56.19% lower than in patients of the
third group. The Role emotional functioning index
which assesses the impact of emotional state on the
performance of work or other daily activities, was
also 46.64% lower in patients of the main group
compared to the third group. The data obtained indi-
cate that daily activity of patients with AH and CCVD
comorbidities was much more limited due to their
physical and emotional state than in patients with
dorsopathies.

In general, the physical component of health in
AH patients with CCVD was 24.32%, and the mental
component of health was on 22.24% lower than in
patients with dorsopathies. The integral indicator of
quality of life in patients of the main group was
23.29% lower than in patients of the third group.

A comparative analysis of quality of life in pa-
tients of the main group and the comparison group
before the treatment showed a significant decrease in
the level of physical functioning in patients with co-
morbid pathology (AH and CCVD), specifically by
21.8% compared to patients with isolated AH
(Table 1, 2). A comparative analysis of integral indi-
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Ta6suna 1. CpaBHUTEIbHBIE IOKA3aTeJIN KaUeCTBa JKU3HU B UCCJIE/IOBAHHBIX TpyInax (6asiibl)
Table 1. Comparative indicators of quality of life in the studied groups (scores)

BosibHabIE BosbHBbIE C
c AT u XIIB3 Bosapublie ¢ AT JIopcoTaTuen
d Patients with AH Patients with AH Patients with
Tokasarens / Index and chronic CVD (n = 23) dorsopathies p
(n=23) (n=24)
1 2 3
1. ®usnueckoe pyuknuonnposanue (PF)  59.13 + 4.74 75.65 + 3.61 74.56 £ 5.26 1—2 = 0.009
Physical Functioning (PF) 1—3 = 0.009
2-3=0.74
2. PosieBoe ¢pynknuonuposanue (RP) 22.82 + 6.46 46.73 £ 9.33 52.08 + 8.89 1—-2 = 0.09
Role Physical Functioning (RP) 1-3 = 0.02
2-3=0.71
3. UarencusHocthb 6ostu (BP) 49.30 £ 4.20 55.13 + 5.68 56.0 £ 5.40 1-2=0.57
Bodily Pain (BP) 1-3=0.39
2-3=0.80
4. Ob1ee cocrosiHue 3710poBbs (GH) 56.63 + 4.34 55.82 + 3.76 64.17 £ 3.50 1-2=0.94
General Health (GH) 1-3=0.28
2-3=0.16
5. Kusnennas aktuBHOCTD (VT) 50.22 + 3.04 52.73 £ 3.69 53.12 + 3.68 1-2=0.74
Vitality (VT) 1-3 = 0.45
2-3=0.89
6. ConnanpHoe pyHkiuonuposanue (SF) 57.02 + 4.35 64.67 + 4.55 65.00 + 4.92 1-2=0.22
Social Functioning (SF) 1-3=0.19
2-3=0.92
7. PojieBoe aMOIMOHaIbHOE 33.30 + 7.90 53.03 + 8.67 62.40 + 8.58 1—-2 =0.10
dyuxkunonuposanue (RE) 1-3=0.04
Role Emotional Functioning (RE) 2-3=0.56
8. Ilcuxuyeckoe 310poBhe (MH) 52.36 + 3.88 57.21 + 3.75 60.0 + 3.97 1-2=0.45
Mental Health (MH) 1-3 = 0.10
2-3=0.38
OusnmyecKkuii KOMIIOHEHT 37J0POBbSI 46.35 + 3.82 58.33 + 4.46 61.24 + 3.83 1—2 = 0.09
Physical component of health 1-3 = 0.000003
2-3=0.34
TlcuxuvecKuil KOMIIOHEHT 3/I0POBbs 46.75 + 3.99 56.33 + 4.30 60.12 + 4.38 1—2 = 0.00000
Mental component of health 1-3 = 0.000003
2-3=0.11
KauecTBo XU3HU 46.55 + 3.62 57.33 £ 4.22 60.68 + 3.83 1—2 = 0.11
Quality of life 1-3 = 0.005
2-3=0.50
posieBoro (QYHKIIMOHUPOBAHUA, OOYCIOBIEHHBIN cators of quality of life in patients of the main group

BJIMAHUEM (PU3UYECKOTO COCTOSHUS Ha BBIIIOJIHE-
HHE TIOBCEHEBHBIX (pOJIEBBIX) OOS3aHHOCTEU, Y
6osbHBIX ¢ AT' B coueranuu ¢ XIIB3 6611 Ha 56.19 %
HIKe, UeM Y OOJIbHBIX TpeThel rpynmsl. [lokasarens
POJIEBOTO 3MOIIMOHAJIBHOTO (QYHKIIMOHUPOBAHUS,
MIPEJINOJIaraloui OIeHKY BJIUSHUA SMOIMOHATb-
HOTO COCTOSTHWS Ha BBITIOJIHEHHE PabOThHI WJIH JIPY-
rofi MOBCEJHEBHOM [esATEeJbHOCTH, TakxKe ObLI Ha
46.64 % HIKe y 00JIBHBIX OCHOBHOH TPYIIIIBI B CPaB-
HeHUU ¢ TpeTbed rpynnoil. IlosyueHHBIE JaHHBIE
VKa3bIBAIOT HA TO, UTO MTOBCETHEBHAS JIEATEIHHOCTD
6ospHBIX Al' B couerannu ¢ XIIB3 Ob1a B 3HAYM-
TeJIbHO OOJIbIIEN CTEIeHN OTpaHUYeHa UX Gusnde-
CKUM ¥ 5MOITMOHAIIBHBIM COCTOSTHHEM, UYeM Y 0O0JIb-
HBIX JIOPCOTIaTHEN.

and the comparison group revealed a significant de-
crease by 20.49% in the mental component of health
in patients with AH and CCVD in comparison with
patients with isolated AH.

A comparative analysis of health-related quality
of life indicators carried out before and after the
treatment revealed differences in the indices’ dy-
namics in the main group and the comparison group
(see Table 2).

After the course of treatment the increase in in-
dicators on scales was registered: Physical Function-
ing in the main group of patients — by 10.28% (in the
comparison group this index did not change signifi-
cantly); Role Physical Functioning in the group of
patients with isolated AH — by 46.52% (in the group
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B nenom ¢usndeckuii KOMIIOHEHT 370POBBA Y
60apHBIX Al' ¢ XIIB3 ObL1 Ha 24.32 %, a Icuxuye-
CKHI KOMIIOHEHT 37I0POBbs — Ha 22.24 % HIXKe, YeM
y GOJIBHBIX ¢ AopcomaTtuedl. IHTerpasbHbIN TOKa3a-
TEeJIb KAUeCTBa KU3HU Y OOJIbHBIX OCHOBHOU I'PYIIIIHI
O6bUT Ha 23.29 % HIKe, YeM y OOJBHBIX TPETheH
TPYIIIIBI.

CpaBHUTEJIPHBIN aHAJIU3 IIOKa3aTesJed Kade-
CTBA »KU3HU Y 6OJIBHBIX OCHOBHOH I'PYIIIBI U TPYIIITHI
CPaBHEHUS JI0 IIPOBEIEHHOTO KYPCOBOTO JIEUEHUS
[TOKa3aJl 3HAYMMOe CHIKEHE YPOBHS (PHU3UIECKOTO
dyHKIIMOHUPOBaHUSA Y 6OJTBHBIX C KOMOPOUIHOM Ha-
tonorued (Al u X1IB3) — Ha 21.8 % B cpaBHEHUU C
OoJsibHBIMU ¢ n30oJupoBaHHOU AT (Tabs. 1, 2). Cpas-
HUTEJIbHBI aHAJIN3 HWHTETPAJIbHBIX IOKa3aTesei
Ka4yecTBa JKU3HU y OOJIBHBIX OCHOBHOU TPYIIIBI U
TPYIIBl CPaBHEHHWS BBIABMJI 3HAUMMOE — Ha
20.49 % — CHUKEHHE MCUXUUYECKOTO KOMITOHEHTa
3710poBbsi ¥ 60sbHBIX AL, couertanHou ¢ XIIB3, B
CpaBHEHUH ¢ OOJILHBIMU C U307 IUPOBAaHHON AT

CpaBHUTEJIbHBIA aHAIU3 IOKa3aTesied Kaue-
CTBA >KU3HH, CBA3AaHHOTO CO 37J0POBBEM, IIPOBEZEH-
HbBIH /IO U TIOCJIE Kypca JieueOHbIX BO3/IEUCTBUM, BbI-
SIBIJI PA3JINYUsA B JUHAMUKE TIOKa3aTeael B OCHOB-
HOH TPYIIIIe U TPYIIIe cpaBHeHUA (cM. TabJI. 2).

ITocsie Kypca JieueOHBIX BO3JIEHUCTBUM OTMEYa-
JIOCh TIOBBIIIIEHNE TIOKa3aTesied mo mkaaam: pusu-
YecKOro (PyHKIIMOHUPOBAHUS B OCHOBHOH TpYIIIIE
00JIPHBIX — Ha 10.28 % (B rpyImme cpaBHEHHUSA 3TOT
MOKa3aresib CTATUCTUUECKU 3HAYUMO HE MU3MeEHWJI-
cs1); POJIEBOTO (PYHKIIMOHUPOBAHUS B TPyIIe OOJIb-
HbBIX ¢ U30JupoBaHHOU A" — Ha 46.52 % (B TpymIe
6osibHBIX AT, couerannoi ¢ X1IB3, aTOT mokasaresib
CTATHCTUYECKH 3HAYMMO He U3MEHUJICA); COIHAaIb-
HOTO (QYHKIIMOHUPOBAaHUS KaK B OCHOBHOU TIpYII-
e — Ha 16.80 %, Tak u B IpyIllle CpPABHEHUA — Ha
19.97 %; POJIEBOTO 3MOIMOHAJIBHOTO (DYHKIIFIOHHU-
pOBaHUA B OCHOBHOU TpyIIie — Ha 65.16 %.

HHTerpasibHbIN NTOKa3aTesb (PU3UUECKOTO KOM-
TIOHEHTAa 3/I0POBbsI MOBBICKJICA IIOCJIE Kypca Jiede-
HHS B OCHOBHOU rpyItine Ha 17.08 %, B rpyIime cpas-
HEHUS CTATUCTUYECKU 3HAUYNMO He u3MeHuiIcs. MH-
TErPAJIBHBIA MTOKA3aTeJb ICUXUIECKOTO KOMIIOHEH-
Ta 3/I0POBbsI BBIPOC IIOCJIE Kypca JIeYeHUs B OCHOB-
HOH rpyte Ha 28.74 %, B TPyIIlle CPABHEHUS HTOT
II0KA3aTeJIb CTATUCTHYECKU 3HAUNMO He M3MEHII-
cd. Pesysnprupyronuii mokasaresb KauyecTBa KU3HU
MTOBBICHJICS TIOCJIE Kypca JIEUeHHUsI B OCHOBHOH IPyII-
e Ha 22.94 %, B TPyIIle CPABHEHUS CTATUCTHIECKU
3HAYNMO He U3MEHUJICA.

B maHHOM MCC/IEZIOBAaHUM BBISBJIEHO, YTO IIOKA-
3aTeJIN KauecTBa KU3HU Y OOJIBHBIX U30JIMPOBAHHOMN
AT B cpaBHeHUU C OOJIBHBIMH JIOPCOTIATHEHN ITO3BO-
HOUYHHKA 6€3 COIMyTCTBYIOIIEN CEPAEYHO-COCYUCTOMN

of patients with AH and CCVD, this index did not
change significantly); Social Functioning both in the
main group — by 16.80%, and in the comparison
group — by 19.97%; Role Emotional Functioning in-
dex increased by 65.16% in the main group after the
treatment.

The integral indicator of physical component of
health increased after the treatment in the main
group by 17.08%, and in the comparison group it did
not change significantly. The integral indicator of
mental component of health increased after the
treatment in the main group by 28.74%, in the com-
parison group this indicator did not change signifi-
cantly. The resulting indicator of quality of life in-
creased after the treatment in the main group by
22.94%, in the comparison group it did not change
significantly.

This study revealed that the quality of life indi-
cators in patients with the isolated AG do not differ
significantly in comparison with those of patients
with dorsopathies without the concomitant cardio-
vascular pathology. Significant decrease in indica-
tors of physical functioning and also mental compo-
nent of health in the group with comorbid pathology
in comparison with patients from the isolated AH
was registered in the subsequent comparison. Previ-
ous studies have revealed a negative influence of AH
on health-related QOL [9, 21, 22]. However, some
studies have shown a relatively low effect of AH on
QOL. So, in the work of J.D. Stein et al. [26] QOL was
assessed as significantly higher in patients with AH
compared to normotensive individuals and clinical
physicians who were asked to assume that they had
AH. It was revealed that clinical physicians and pa-
tients with normotension are inclined to overesti-
mate the AH effect on the QOL in comparison with
AH patients [26].

In our opinion, when assessing the impact of
AH on QOL, it is of great importance to identify its
course — whether it is isolated or combined with
other pathology, CCVD in particular. We have
shown that in the case of isolated AH the QOL in-
dices do not decrease significantly as compared to
those of other therapeutic patients. The relatively
low effect that isolated AH has on QOL may be im-
portant in reducing patient compliance, i.e. their
adherence to treatment. However, a complication
of AH or overlay of an additional cerebrovascular
disease has the pronounced impact on the QOL of
patients, which reduces the level of physical func-
tioning and worsens the mental component of
health. The significant decrease in the main QOL
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Ta6uuma 2. CpaBHUTEJIbHBIE TIOKA3aTe TN KAUeCTBa JKU3HU B TPyIIie O0JIbHBIX H30JIUPOBAaHHON AT U B rpyIiie 60JIbHBIX
AT, couetannoi ¢ X1|B3, B ;uHaMUKe KypCOBOTO CTAI[MOHAPHOTO JieueHus (6asibl)

Table 2. Comparative indicators of quality of life in the group of patients with isolated AH and in the group of patients
with AH and chronic CVD in the dynamics of inpatient treatment (scores)

Ilokasarensp, rpymnmna o xypca ITocne xypca
Index, group Before treatment After treatment p
1. ®usnueckoe pyuknuonuposanue (PF):
Physical Functioning (PF):
AT / AH 75.65 + 3.61 79.34 + 3.13 0.14
AT u XIIB3 / AH, CCVD 59.13 + 4.74 65.21 + 4.77 0.01
2. PoneBoe dyukiunonuposanue (RP):
Role Physical Functioning (RP):
AT/ AH 46.73 £ 9.33 68.47 £ 7.40 0.04
AT u XIIB3 / AH, CCVD 22.82 + 6.46 37.60 + 7.85 0.05
3. Uurencusuocts 60 (BP):
Bodily Pain (BP):
AT / AH 55.13 + 5.68 64.34 + 4.30 0.12
AT u XIIB3 / AH, CCVD 49.30 £ 4.20 56.04 + 4.82 0.02
4. O61ee 3mopoBbe (GH):
General Health (GH):
AT / AH 55.82 + 3.76 57.95 + 3.36 0.41
AT u XIIB3 / AH, CCVD 56.63 + 4.34 60.86 + 3.84 0.06
5. Kuznennas aktuBHocTb (VT):
Vitality (VT):
AT / AH 52.73 + 3.69 60.0 + 3.52 0.12
AT u XIIB3 / AH, CCVD 50.22 + 3.04 56.30 + 3.48 0.13
6. ConnanpHoe pyHkImonuposanue (SF):
Social Functioning (SF):
AT / AH 64.67 £ 4.55 75.54 + 3.72 0.007
AT'u XIIB3 / AH, CCVD 57.02 + 4.35 68.41 + 3.67 0.004
7. PoneBoe amornonanbHoe dbyHkiponnposanue (RE):
Role Emotional Functioning (RE):
AT/ AH 53.03 + 8.67 69.56 + 8.09 0.13
AT u XIIB3 / AH, CCVD 33.30 £ 7.90 55.00 £ 7.74 0.03
8. Ilcuxuueckoe 310poBbe (MH):
Mental Health (MH):
AT / AH 57.21 + 3.75 64.17 + 3.33 0.08
AT u XIIB3 / AH, CCVD 52.36 + 3.88 61.04 + 3.32 0.03
DU3UYECKUH KOMIIOHEHT 37]0POBbSI:
Physical component of health:
AT / AH 58.33 + 4.46 67.53 + 3.69 0.06
AT u XIIB3 / AH, CCVD 46.35 + 3.82 54.27 + 4.07 0.01
TlcuxuYecKuil KOMIIOHEHT 3/T0POBbSI:
Mental component of health:
AT / AH 56.33 + 4.30 67.32 + 3.73 0.09
AT u XIIB3 / AH, CCVD 46.75 + 3.99 60.19 + 3.14 0.002
KauecTBo Ku3HU:
Quality of life:
AT / AH 57.33 £ 4.22 67.42 £ 3.37 0.09
AT u XIIB3 / AH, CCVD 46.55 + 3.62 57.23 + 3.35 0.002

MIaTOJIOTUN CTATHUCTUYECKH 3HAUMMO HE Pas3jIHYaroT-
cs. IIpu mocsemyroneM cCpaBHEHUH TPYIIIIBI C U30JTH-
poBanHou Al u rpymmst AT' 1 XIIB3 66110 OTMEUEHO
CTaTUCTUYECKN 3HAYMMOE CHIDKEHHeE IoKazaresei
(usuueckoro PyHKIMOHUPOBAHUS, A TAKIKe IICUXU-
YEeCKOTr0 KOMIIOHEHTA 3/10pOBbsi. PaHee IpOBeZIeHHbIE

indices in patients with AH comorbid with CCVD,
namely physical and mental components of health,
in comparison with patients with dorsopathies
without cardiovascular diseases is observed. A par-
ticularly pronounced decrease in hypertensive pa-
tients with CCVD is noted on the part of role func-
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HCCJIETOBAHUS BBISIBIJIM OTPHUIIATETbHOE BiaussHUE Al
Ha KK, cBA3aHHOE cO 310pOBBEM [0, 21, 22]. OtHAKO
B OT/IEJIbHBIX MCCJIEIOBAHUSX IOKA3aHO OTHOCUTETh-
Ho HuU3Koe BiusHue AT Ha KXK. Taxk, B pabore J.D.
Stein et al. [26] KX ObLI0 OIleHEHO KaK 3HAYUTEIHLHO
6oJtee BBICOKOE ¥ 00IbHBIX ¢ AT’ 110 CpaBHEHHIO C HOP-
MOTEH3UBHBIMHU JIIOJIbMH U KJIMHUIIUCTAMHU, KOTOPBIX
TIOIIPOCHJTA  TIPEJIIIOJIOKUTh, UTO y Hux Obuia Al
BBLI0 yCTaHOBIEHO, YTO KJIMHUITUCTHI U MTAIUEHTHI C
HOPMOTEH3UEH CKJIOHHBI II€PEOIIEHUBATh BJIMSTHUE
AT ma KIK o cpaBHenwto ¢ 6ospHbIME Al [26].

Ha nam B3ryiaz, npu oneHke BausaHusa Al Ha
KK nanumeHTOB mMeeT OOJIBIIIOE 3HAUEHHE TO, KaK
nportekaeT AI' — M30JIMPOBAHHO WJIN B COYETAHHU C
JIpyTOl maToJiorued, B yactHocTH, ¢ X1[B3. MsI 110-
KaszaJid, 9To B cydae uzosupoBanHou A" KoK cyme-
CTBEHHO HE CHIIKAETCS OTHOCUTEJIBHO IMOKa3aTesiel
y JIpyTHX TAIUEeHTOB TEPANeBTUYECKOTO MPOQUIIA.
OTHOCUTETBHO HU3KOE BIIUSHUE, KOTOPOE U30JIMPO-
BanHasa Al okaswsiBaeT Ha KJK, MoXkeT nMeTh 3HaUe-
HUE B CHIDKEHUU KOMILJIAEHTHOCTH TAI[UEHTOB, T. €.
WX TPUBEP:KEHHOCTH JeueHn0. OTHAKO OCJIOKHE-
HHUE WIN npucoennHenre K Al' JIONIOJTHUTETHFHOTO
1epebpOBACKYIAPHOTO 3200 IEBAaHUS OKA3bIBAET BhI-
paxeHHOe HeratuBHOe BiausHue HAa KK marnuenTos,
CHIKasl YPOBEHb (PU3UUeCKOTO (PYHKIIMOHUPOBA-
HUSA U yXYAIIas ICUXUIECKUH KOMIIOHEHT 3/I0POBbS.
Y 6onpHbIX AT ¢ KOMOpOUHBbIME X1[B3 HabI0/12€T-
¢s BBIDQOYKEHHOE CHIDKEHHE OCHOBHBIX ITOKa3aTesiel
KK, ero ¢pu3nuecKkoro u nMCUXu4eckoro KOMIIOHEH-
TOB B CPAaBHEHHUU € OOJBHBIMU JIOPCOTIATHEN ITO3BO-
HOYHHKA, KOTOPBIE HE CTPA/IAIOT CEPEYHO-COCYIUC-
ThIMH 3aboseBaHussMHU. OCOOEHHO BBIpasKEHHOE
cHmkeHue y 6osbHBIX Al' ¢ XI[B3 oTmeuaercs co
CTOPOHBI POJIEBOTO (YHKIITMOHUPOBAHUS, 00YCIOB-
JIEHHOTO KaK (pU3UYEeCKUM COCTOSTHUEM, TaK U 3MO-
[IMOHAJIBHBIMU HAPYIIEHUSIMH.

B Hamem wuccienoBaHuM OBLIO YCTaHOBJIEHO,
YTO KypCcoBasi MeJUKaMEHTO3Hasl Teparusi, IMpoBe-
JIEHHASI B COOTBETCTBUHU C METNKO-3KOHOMUIECKIMU
cTaH/lapTaMUd W PekoMeHJanuAMH 10 JIEYEHUIO
60sbHBIX ¢ AT 2018 1. [23] B cTariuoHape TepamneBTH-
YecKOoro NpoGuis, IPUBOTUT K BEIPAKEHHOMY YJTyU-
meHuio OoJIbIIMHCTBA MTokazaTtenerd KoK y manuen-
TOB ¢ AT, couerannoi ¢ XIIB3 — moBBIIIEHUIO II0-
Kazareyiel (pU3UYECKOTO, COIMATBLHOTO U POJIEBOTO
SMOIIMOHAJIBHOTO (YHKIIMOHUPOBAHUS, IICUXUYE-
CKOTO 3/T0POBbSI U B 11€JIOM (PU3UUECKOTO U IICUXUYIe-
CKOTO KOMIIOHEHTOB 3/I0POBBSI, @ TAKIKE UHTETPAIh-
HOT'O TTIOKa3aTeJIsA KauecTBa KU3HU. Hamu laHHbIe B
5TOM IJIAaHE COTJIACYIOTCS C IPYTUMHU UCCJIEIOBAaHUSA-
MU, B TOM YHCJIE€ METa-aHAIN30M, CBU/IETETHCTBYIO-
IIUMHU O TOM, UYTO IIPUBEPKEHHOCTH (hapMaKOJIOTH-
YEeCKOMY JIEUEHWIO y JIaHHON KaTeropuu OOJIbHBIX

tioning due to both physical state and emotional
disorders.

In our study it was established that the course of
medication carried out in accordance with medical
and economic standards and the 2018 ESC/ESH
Guidelines for the Management of AH [23] at a hos-
pital of therapeutic profile, leads to the significant
improvement in the main QOL indicators in patients
with AH comorbid with CCVD, specifically indices of
Physical, Social and Role Emotional Functioning,
Mental health and, in general, physical and mental
components of health, as well as integral indicator of
quality of life. Our data in this regard are consistent
with other studies, including a meta-analysis dem-
onstrating that the adherence to pharmacological
treatment in this category of patients has a positive
effect on the mental and physical sphere of patients,
as well as on the overall assessment of quality of life
[9, 22]. In patients with isolated AH, the course of
hypotensive medicinal treatment led to an improve-
ment in role and social functioning.

CONCLUSION

The quality of life of patients with AH comorbid
with CCVD is considerably reduced in comparison
with that of patients with dorsopathies without car-
diovascular diseases and patients with isolated AH.
The effectiveness of the inpatient medicinal treat-
ment course in cases of AH comorbid with CCVD was
demonstrated in terms of positive dynamics in QOL
indices.
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OKa3bIBAET IOJIOKUTEIbHOE BIIUSHHE HA YMCTBEH-
Hy1I0 1 Gusnyeckyio cepy HalmueHToB, a TakKe Ha
OO0IIyI0 OLIEHKY KauecTBa KU3HU [9, 22]. Y O0JIbHBIX
n307IupoBaHHON AI' KypcoBOoe MeIMKaMeHTO3HO€E
TUMOTEH3UBHOE JIEYeHNE TPUBEJIO K YJIYUIIIEHUIO
POJIEBOTO U COIUATTLHOTO (QYHKITUOHUPOBAHUS.

SAK/IIOYEHUE

KauectBo xu3Hu 00sbHBIX Al', codeTaHHOH C
XIIB3, 3HAaUNTETLHO CHUKEHO B CPAaBHEHUH € 6OJTb-
HBIMH JIOPCOIIATHEH MO3BOHOUYHUKA 0e3 cepAeuHo-
COCYJTUCTBIX 3a00JIeBaHUHN B OOJIBHBIMU C U30JIUPO-
panHou AT. IlokazaHa 3((HEKTUBHOCTH KypCOBOTO
CTAllIOHAPHOTO MEJINKAMEHTO3HOTO JIeUeHHUA 00Ib-
HBIX A, coueranHo# ¢ XI1[B3, 110 mOJIOKUTETbHOM
auHaMuke nokasartesenn KXK.

KoHndauKT nHTEpEeCcOoB. ABTODHI 3a5BJISIOT 00
OTCYTCTBUU KOH(JINKTA HHTEPECOB.
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