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Pestome. CHimkeHmne prucka cepAe4YHO-COCYANCTbIX COOITUL SIBASIETCSI OAHVIM U3 HOMGOAEE QKTYQAbHbIX
BOMPOCOB COBPEMEHHOM MEAVLMHBI. [TQLIMEHTBI C XOOHUYECKIMM 3Q60AEBAHMNEM rTOYEK Il CTOAMMN AV HVKE,
COMACHO MEXKAYHAPOAHBIM PEKOMEHAQLIMSIM, OTHOCSITCS K roYrne BbICOKOrO M O4YEHb BbICOKOro CepAes-
HO-COCYAMCTOro pUCKQ. B HACTOSILLEE BOEMS] ABTOPbLI BCEX CYLLECTBYIOLMX PEKOMEHAQLIMNA PA3AEASIOT
MHEHME O TOM, YTO MPENQAPATAMU MEPBOV AVHNN ANST CHDKEHMST QPTEPUANBHOIO AQBAEHMST Y TAKWX MNALM-
E€HTOB SIBASIKOTCSI BAOKATOPbI PEHUH-QHMIMOTEH3NH-QABAOCTELOHOBOM CUCTEMBI. [P COYETAHMIM MOYEYHOMN
U CepAEYHO-COCYANCTOM MATOAOTM, MOMUMO TRQANLIMOHHBIX, CYLLUECTBYIOT Y HETPOQANLIMOHHBIE MOYeYHbIe
daKTopbl PUCKQA (QHEMWMSI, TNNEPIUARQATALMS, TUIEPKOQTrYASILMS U T.A.). AN AOCTUDKEHMST BOAEE 3HQYUTEAD-
HOIro CHMKEHMSI AOBQAABHOIO CEPAEYHO-COCYANCTOrO PUCKQA 1 GOAEE TLLQATEABHOIO KOHTPOAST QPTEPUANB-
HOIro AQBAEHMSI MPEANOYTUTEABHEE NCMTOAL30BATE KOMOUHUPOBAHHYIO QHTUMMMNEPTEH3MBHYHKO TELQMMIO.
KAloueBble CAOBQA: XDOHMYECKAST GOAE3Hb MOYEK; CEPASYHO-COCYANCTHIV PUCK, KOMOUHWMDOBAHHAS QH-
TUrMNepTeH3nBHAS TEPArSs

Abstract. Reducing the risk of cardiovascular events is one of the most topical issues of modern medi-
cine. Patients with chronic kidney disease stage 3 or lower, according to infernational guidelines, refer fo
the group with high and very high cardiovascular risk. At the moment, all the existing recommendations
share the view that the first-line drugs for lowering blood pressure among this group of patients are renin-
angiotensin-aldosterone system blockers. When renal and cardiovascular pathologies are combined, in
additfion to traditional risk factors, there are non-traditional kidney risk factors foo (anaemia, hyperhydra-
tion, hypercoagulation, etc.). Combined antihypertensive therapy is preferable in order to achieve more
significant reduction in global cardiovascular risk and closer control of blood pressure.
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baokatopbl peHHMH-aHTMOTEH3UH-aJbI0CTEPOHOBOM CHC-
Tembl (PAAC) BXOAST B CITMCOK HanboJiee 4acTo Ha3HauYaeMbIX
npenapaToB Bo BceM Mupe. M3BeCTHO, UTO aKTUBALIMSI 3TOTO
HEepPOryMOpaJbHOTO KOMILIEKCA UTpaeT KIIOYEeBYIO pOJIb B
naToreHese aprepuanbHoil runepreH3uun (Al), ee ociaoxHe-
HUI 1 MeTabOIMYECKUX HAPYIIEHUIA Ha BCEX aTarnax cepaey-
HO-COCYIMCTOro KOHTUHyyMa. ITomumo AI', mojarocpouHbie
3¢ @EeKTHI OBBIIICHHON MPOAYKIINN PEHMHA, aHTMOTCH3MHA
II ¥ cuMTIaTUYECKOTO TUTIEPTOHYCA BKITIOUAIOT PA3BUTHUE IHC-
JINIAASMAM, HapYIIeHWI CepIeYHOr0 pUTMa, TUIIePKOAaryJIs-
1WA, SHAOTEIUATbHON AUC(HYHKINN, MHCYJTMHOPE3UCTCHT-
HOCTH, YBEJIMYCHHUE MACCHI TeIa.

K o6nokaropam PAAC oTHOCST: MHTUOUMTOPHI AaHTUOTEH-
3uHnpeBpainamoiiero depMmenra (MAIID), GrokaTopsl pe-
1enTopoB aHrvoreHsuHa-2 (BPA) u mpsiMble MHTUOMUTOPBI
peHuHa. Bce aTu mpemnapatbl UMEIOT OOJIBIINYIO JO0Ka3aTe/b-
HyI0 0a3y, He BbI3bIBAeT COMHEHUM 1 X 3(D(HEKTUBHOCTb B Ka-
YeCcTBE aHTUTMIIEPTEH3UBHBIX IpenaparoB. Takxke oOlens-
BECTHA UX CITOCOOHOCTh YMEHBIIIATh YPOBEHb MTPOTEUHYPUH,
CHIDKATh CKOPOCTh Pa3BUTHUS PEMOIETUPOBAHMS MHOKapIa
y TMalMeHTOB C CEPAeYHO-COCYIUCTBIMU 3a00JIeBAaHUSIMU
(CC3), yay4maTh MPOTHO3 MAlIMEHTOB C XPOHUYECKOU 00-
ne3nbio TTouek (XBIT) m XxpoHMUecKoil cepaedHoi HemocTa-
touHocThI0 (XCH) co cHmzkeHHO (hpakimeii Beiopoca (PB).

CoBpeMeHHAsI MeIWIIMHA yOeaseT MHOIO BHUMAaHUS
0OJIBHBIM ¢ KOMOPOUIHOM MAaTOJIOTUEN, B YACTHOCTU COYETA-
HHeM 3a00JIeBaHUS ceplAeYHO-cocynucToi cucteMul ¢ XbBIT.
OO0111eM3BECTHO, YTO CMEPTHOCTD HE(PPOTOTUYECKUX ITallueH-
TOB (DOPMUPYETCS B OCHOBHOM 3a CUET KapAUOBACKYISIPHBIX
coobiTuii. IToaTOMy coBpeMeHHasl TaKTMKa BEJCHUS JIULI C
XBII ctpoutcst: 1) Ha JeYeHUM caMOil MATOJOIMU TOYEK,

The renin-angiotensin-aldosterone  system
(RAAS) blockers make the list of the most com-
monly prescribed drugs worldwide. The activation
of this neurohumoral complex plays a key role in the
pathogenesis of arterial hypertension (AH), its com-
plications and metabolic disorders at all stages of the
cardiovascular continuum. Besides AH, long-term
effects of increased production of renin, angioten-
sin I1 and sympathetic hypertonia include dyslipi-
daemia, arrhythmia, hypercoagulation, endothelial
dysfunction, insulin resistance, and weight gain.

RAAS blockers include: angiotensin-conver-
ting enzyme inhibitors (ACE inhibitors), angio-
tensin II receptor blockers (ARB) and direct renin
inhibitors. All these drugs have a large evidence
base, and their efficacy as antihypertensive drugs is
in no doubt. Their ability to reduce proteinuria, to
decrease the rate of myocardial remodelling in pa-
tients with cardiovascular diseases (CVD), to im-
prove the prognosis in patients with chronic kidney
disease (CKD) and chronic heart failure with re-
duced ejection fraction is also commonly known.

Modern medicine pays much attention to pa-
tients with comorbid pathology, in particular to
the combination of a cardiovascular disease with
CKD. It is well known that the mortality in ne-
phrological patients is formed mainly due to car-
diovascular events. Therefore, the modern tactics
of managing patients with CKD is based on: 1) the
treatment of renal pathology itself, if possible,
2) reducing cardiovascular risks [1].

Ta6bnuya 1. YpoBeHb cepfie4HO-COCYANCTOro pucka y naymeHTos ¢ XbI1

PekomeHpauun/yposeHb

Bbicokum puck
cepAeYHO-COCyaAnuCTOro pucka co puc

OyeHb BbICOKUWA pUCK | CBEpXBbICOKUN PUCK

2013 ESH/ESC Guidelines for the
management of arterial hypertension

CK®D < 60 mn/MuH/1,73 m?

CK® < 30 mn/Mun/1,73 m?

2016 European Guidelines on
cardiovascular disease prevention in
clinical practice

CK® < 60 mn/mMun/1,73 m?

CK® < 30 mn/Munn/1,73 m?

2016 ESC/EAS Guidelines for the
management of dyslipidaemias

CK® < 60 mn/MuH/1,73 m?

2017 AACE Guidelines for
management of dyslipidemia and
prevention of cardiovascular disease

CK® < 60 mn/muH/
1,73 m? (6e3 ppyrmx tak-
TOPOB pucka)

CK® < 60 mn/Munn/1,73 m?
(c > 1 dpakTOpOM pUCKa)

CK® < 60 mn/muH/
1,73 M2 + yCcTaHOBNEH-
Hoe CC3

Table 1. Level of cardiovascular risk in patients with CKD

Guidelines/Level of cardiovascular

T High risk

Very high risk Extremely high risk

2013 ESH/ESC Guidelines for the
management of arterial hypertension

GFR < 60 mL/min/1.73 m?

GFR < 30 mL/min/1.73 m?

2016 European Guidelines on GFR < 60 mL/min/1.73 m?
cardiovascular disease prevention in

clinical practice

GFR < 30 mL/min/1.73 m?

2016 ESC/EAS Guidelines for the
management of dyslipidaemias

GFR < 60 mL/min/1.73 m?

2017 AACE Guidelines for
management of dyslipidemia and
prevention of cardiovascular disease

GFR < 60 mL/min/1.73 m?
(with no other risk factors)

GFR < 60 mL/min/1.73 m?
(with > 1 risk factor)

GFR < 60 mL/min/
1.73 m? + diagnosed
CVD
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€CJIM 3TO BO3MOXHO; 2) CHUKEHUHU KapAOBACKYISIPHBIX PUC-
KoB [1].

CepaeyHo-CoCyIUCThIe PUCKU B OCHOBHOM (DOPMUPYIOT-
cs 32 CYET HAJWIMSI TUMEPTEH3WU, UIIEeMUYECKOi O0JIe3HN
cepllia, CepAeyHOl HEeIOCTaTOYHOCTH, CaXxapHOTO auabeTa.
[TpakTuyecku y kaxmnoro nauueHTta ¢ XbI1 oHr nmpucyrcTBy-
0T B TOW WM MHOI Mepe (Tabi. 1). JlokazarenabHast 6a3a Be-
JIEHWST TTAIIMEHTOB C KapIMOBACKYJISIPHBIMU 3a00JIEBAaHUSIMU
HecoM3MepruMO OoJibllle ¥ Ooraye, yeM B He(POJIOTUU, YTO
U OIpenessieT 3auHTEePEeCOBAHHOCTh Hedposiora B 3HAHUU
COBPEMEHHBIX KapAMOJIOTMISCKIX PeKOMEHIALIMI 1 YMEHUN
X MpaBUJIbHO Mcnonb3oBath pu XbI1.

Bce cymiectByonie peKoMeHIALMU €IMHBI B TOM, UTO
npu Haauuuu XBIT wnm guabetuyeckoil HepomaTuu WIU
0e3 Hee, HO TPU HaJUUYMU aJbOYMUHYPUU CTApTOBBLIM Ipe-
IapaToM B JIeYeHUM TrurepTeH3uun spisgiorcss MAIID/BPA
(taba. 2). Hpyrue OsoKaTopbl PEHUHAHTMOTEH3UHOBOM
CHUCTEMBbI JTU0O HE 3aperucTpUpOBaHbl B YKpauHe (aJuCKU-
PEH — MPsSIMO UHTUOUTOP PEHUHA), TUOO0 HE SIBJISIIOTCS Mpe-
rapataMy TIepBOM TMHUY (aJIbIAKTOH, SIJIEPECHOH).

OcHoBolt peHomnporekTopHoro addekra nAIID/BPA
SIBJISIETCST X CITOCOOHOCTD K BazoauyiatTauuu apdepeHTHOM
aprepun KiIy0odKa, MPUBOMASAIIEH K CHWXEHUWIO Tpaau-
eHTa GUIbTpAlUM W YJIYYIICHUIO KPOBOOOpAIleHUS B

Cardiovascular risks are mainly formed due to
the presence of hypertension, ischemic heart di-
sease, heart failure, and diabetes mellitus. Almost
every patient with CKD has them to any extent
(Table 1). The evidence base for managing pa-
tients with cardiovascular diseases is larger than
for nephrological patients that exactly determines
the interest of nephrologists in modern cardiology
guidelines and their correct use in CKD.

All existing guidelines recommended that
in the presence of CKD or diabetic nephropa-
thy or without it, but with albuminuria, ACE
inhibitors/ARBs are the first-line drugs in the
treatment of hypertension (Table 2). Other re-
nin-angiotensin system blockers are either not
registered in Ukraine (aliskiren — a direct renin
inhibitor) or not the first-line drugs (aldactone,
eplerenone).

The renoprotective effect of ACE inhibitors/
ARBEs is based on their ability to vasodilate the ef-
ferent glomerular arteriole leading to a decrease
in the filtration gradient and improvement of the
blood circulation in the tubular system of kidneys.
Thus, lowering blood pressure (BP) is accompa-

Taébnuya 2. PekomeHgauum rno HasHa4dyeHuro nAlNad/bPA

PekomeHpauumn MaTonorus Mpenapat Bbi6Opa KommeHTapumi
Hypertension Canada’s | Hepna6eTtuyeckas MAT® (BPA npwu VY naumneHToB, HaxoadaLmxcs Ha Tepanum MATO
2017 Guidelines XBI1 ¢ npotenHy- HenepeHocumocTn | unu BPA, cnepyeTt TLlartenbHO KOHTPONMpoBaTh
pven MATIO) (hyHKLMIO NOYEK N ypOBEHb Kanus. MNaumreHtam

6e3 NpOTENHYPUN HE PEKOMeHZyeTcs npume-
HATb KOMOBUHaumo NATM® + BPA

CL + mukpoarns-
6ymuHypus, XBIT,
CC3 wnn Hann4ne
[OMOSTHUTESbHbIX

cepaeyHo-cocy-
ONCTbIX hakTopoB

pucka

WMAT® nnn BPA

3aboneBaHns cepaeyHO-COCYyAUCTON CUCTEMbI
C KIIMHUYECKMMU UNN CYOKIIMHNUYECKMMMU MNpO-
ABMEHNAMMN

mnm

XBI1 (HegnabeTnyeckas HedponaTms, NpoTeu-
Hypus < 1 r/cyTkun, pacdetHas CK® 20-59 mn/
MUH/1,73 M?)

OTHOCATCH K KIMHUYECKUM MOoKa3aHusaM Anis
MHTeHCcUrKaumm nevernma Al

2017 ACC/AHA
Hypertension Guidelines

Al + XBIN

MAIM® (BPA npwu
HernepeHocMMoCTH
NAM®)

Lleneson ypoeHb ALl < 130/80 MM pT.CT.

VY naumeHToB ¢ Al n XBI (ctagum 3 v Bbilwe unm
ctagumn 1 unn 2 ¢ anb6ymuHypueii (> 300 mr/gn
MM COOTHOLUEHWE  anbOyMUH/KpeaTUHWH
> 300 mr/r)) npeano4TUTensHO nedveHve MAN®
C Uenblo 3ameanenns nporpeccuposanmsa XBI1

KDIGO 2012

HepnabeTtnyeckas
XBI + Al

Onabetnyeckas
XBM + Al

BPA vnn nArod

MHomeBuayanuzaumsa uenesoro AL n Bbibopa
npenapara B 3aBMCUMOCTW OT BO3pacTa, UMELo-
LLIMXCA CEepAe4HO-COCYAUCTbIX W OPYrux COonyT-
CTBYIOLLIMX 3a60S1EBaHNIA, pUCKa Nporpeccuposa-
Hus XBI, Hanuuma unm oTcyTcTBUA peTrHonaTum
(y naumeHToB ¢ XBI n caxapHbiM gnabeTom)

Hypertension in
adults: diagnosis and
management NICE 2016

XBIT + Al

NAT® (BPA npu
HenepeHoCcMMOCTH
NAM®)

He pekomeHpyeTcs KOMOGUHMpoBaTb WAMD w
BPA

2013 ESH/ESC
Guidelines for the
management of arterial
hypertension

Al + XBI

BPA vinn nArod

Llenesoin yposeHb ALl < 140/90 MM pT.CT.
He pekomeHpyeTcs KOM6uHMpoBaTb MAMD u
BPA
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Table 2. Guidelines on ACE inhibitors/ARBs administration

Guidelines

Pathology

Agent of choice

Comments

Hypertension Canada’s
2017 Guidelines

Nondiabetic CKD
with proteinuria

ACE inhibitor (ARB
with intolerance to
ACE inhibitors)

Patients treated with ACE inhibitors or ARBs
should be carefully monitored for the renal func-
tion and potassium level. Patients without pro-
teinuria are not recommended to use the combi-
nation of ACE inhibitors + ARB

Hypertension Guidelines

with intolerance to
ACE inhibitors)

DM + ACE inhibitor or Cardiovascular diseases with clinical or subclini-
microalbuminuria, ARB cal symptoms
CKD, CVD, or
or presence CKD (non-diabetic nephropathy, proteinuria
of additional <1 g/day, estimated GFR 20-59 mL/min/1.73 m?)
cardiovascular risk refers to clinical indications for the intensification
factors of AH treatment
2017 ACC/AHA AH + CKD ACE inhibitor (ARB | Target BP level < 130/80 mmHg

In patients with AH and CKD (stage 3 and higher,
or stages 1 or 2 with albuminuria (> 300 mg/dL or
albumin/creatinine ratio > 300 mg/g)), treatment
with ACE inhibitors is preferred to slow the pro-
gression of CKD

management of arterial
hypertension

KDIGO 2012 Non-diabetic CKD + ARB or ACE Individualization of the target BP and the drug
AH inhibitor choice depending on the age, cardiovascular
Diabetic CKD + AH and other underlying diseases, risk of CKD pro-
gression, presence or absence of retinopathy (in
patients with CKD and diabetes mellitus)
Hypertension in CKD + AH ACE inhibitor (ARB | Combination of ACE inhibitors and ARBs is not
adults: diagnosis and with intolerance to | recommended
management NICE 2016 ACE inhibitors)
2013 ESH/ESC AH + CKD ARB or ACE Target BP level < 140/90 mmHg
Guidelines for the inhibitor Combination of ACE inhibitors and ARBs is not

recommended

KaHaJbIeBOM cUCTeMe IoueK. Takum oOpa3oM, CHUXe-
Hue aprepuanbHoro nasiaeHus (AJl) compoBoxkmaeTcs
OJHOBPEMEHHBIM YJIY4YlIeHUEM MUKPOLUPKYISIIUU B II€-
pudepruIeCKUX TKaHIX.

Ho, HecMoTpss Ha MHOIOYMCJEHHBIE HWCCIEeI0BaHUS
3¢ GEeKTUBHOCTY M 0€30MacCHOCTU 3TUX TIPYIIl Ipernapa-
TOB, BCE €Ile MMEIOTCS HepelleHHbIe BOnpochl. OTHUM U3
1Mo60YHBIX 3 dekToB ncnob3oBaHus MAIID/BPA sBisercs
CHIXKEHME CKOpoCcTH KiryooukoBoii pusTpannu (CK®), ato
B psijie CilydyaeB TpeOYeT YMEHbIIICHUs J03blI JIMOO TIOJHOTO
OTKa3za OT UX MpuMeHeHus. Mcxomst u3 BBIIEN3IOKEHHOTO,
TOBOPUTH O peHomnpoTeKuu npu HazHauyeHuu UAIID/BPA,
OYEBUJIHO, CJIEIYET B HETIOCPEACTBEHHOM ITPUBSI3KE K pacueT-
Hoit CK® (pCK®) y KoHKpeTHOTO ManueHTa, To eCTh [epco-
HUQPUIIMPOBATh MOIXOA K JeueHnio. C 3TOi 1LIEIbI0 B IIEPBYIO
oyepenb CTOUT OOpaTUTh BHUMaHME Ha (papMaKOKUHETUKY
TOT'O MJIM MHOTO MpenapaTa. He cTouT 3a0bIBaTh, YTO ITOYCUHAS
9KCKpeIrsl — TJaBHBIM MyTh SJMMUHAIIMNA BCEX M3BECTHBIX
AKTUBHBIX UHIMOUTOPOB AII® 1 aKTUBHBIX TUAIIMIHBIX Me-
TabOJIUTOB OOJIBIIMHCTBA UCXOJHO HEAKTUBHBIX IIpernapaToB
[2]. TToaToMy y 601BbHBIX cO cHUKeHHOI pCK®d 06619HO peKo-
MEHAYETCsl HAaUMHATh Tepanuio ¢ Ha3HauYeHUs 60jiee HU3KUX
J103 UHTUOUTOPOB, YeM Y OOJbHBIX C HOpMaJbHOI (hYHKIIU-
eii mouek. Cpenu MATI® BbIACISIOT HECKOJIBKO TIpeTiapaTosB,
AKTUBHBIC TUALIMIHBIC META0OJMTHI KOTOPBIX BBIBOISITCS HE
TOJIBKO Yepe3 MOYKHU, HO U ¢ Keublo U KajoM. K mHruouro-
pam AIT®D ¢ 1ByMsI OCHOBHBIMU ITyTSIMU 2JIMMUHAIIUN WJIA C

nied by simultaneous improvement of peripheral
tissue microcirculation.

Despite numerous efficacy and safety studies of
these drug groups, there are still outstanding issues.
One of the side effects resulting from ACE inhibi-
tor/ARB use is the decrease in glomerular filtration
rate (GFR), which in some cases requires a dose
reduction or discontinuation. In view of the fore-
going, we should evidently speak about renopro-
tection while prescribing ACE inhibitors/ARBs in
direct linkage to the estimated GFR (eGFR) in a
particular patient, i.e. to personalize the treatment
approach. For this purpose, first of all, it is worth
noting the pharmacokinetics of any drug. Do not
forget that renal excretion is the main way of elimi-
nation of all known active ACE inhibitors and ac-
tive diacid metabolites of most initially inactive
drugs [2]. Therefore, in patients with reduced
eGFR, it is usually recommended to start therapy
with lower doses of inhibitors than in patients with
normal renal function. Among ACE inhibitors,
there are several drugs, active diacid metabolites
of which are excreted not only by the kidneys,
but also with bile and faeces. ACE inhibitors with
two main elimination ways or with predominantly
hepatic elimination include zofenopril, ramipril,
moexipril, and fosinopril. Perhaps, these ACE
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MPEUMYIICCTBEHHO I€YEHOUHON 3AMMUHALMENl OTHOCSTCS
30(DEHOIPWIT, PAMUTIPWI, MOIKCUTIPUI 1 (po3uHompui. Bos-
MOXHO, 3T HHTuouTOopsl AIT® Goee Ge3omacHbI TIPH TN -
TEJbHOM IIPUMEHEHUH, YeM TIperapaThl C IPENMYIIeCTBEHHO
MoYevyHoM anuMuHanueit [2, 3].

Takke HeoOXOOWMO TIOMHUTH, 4TO CHIDKeHHMe CKO®
MOXeT OBITh BbI3BAaHO MHTeHcUdUKalueir cHukeHus Al
KpaeyrompbHbIM KaMHEM SBIISICTCS BOIIPOC ONTHUMAJIBHBIX
MUHUMAJBHBIX TpaHUll cHXKeHus AJl. B mcciaemoBaHum
SPRINT (2015) 6buto mpoaeMOHCTPUPOBAHO TMPEUMYIIIE-
ctBO cHIKeHUsT AJ] < 120 MM PT.CT. IO CPAaBHEHUIO CO CHUXKE -
HueM < 140 MM PT.CT. 3a CUET 3HAYUTETbHOTO YMEHbIICHUS
YacTOThI pa3BUTHUsS (aTaJbHBIX U HedaTaabHBIX CepAeUHO-
cocynucThix coobiTuii (CCC) (cepaeuyHOl HEIOCTaTOYHOC-
TH), a TAKXKE CMEPTH OT JI0ObIX MpU4YKH. B TO ke Bpems co-
IJIaCHO pe3yJibTaTaM JaHHOTO MCCJIeNOBaHUSI UHTEHCUBHOE
cHKeHue AJl He MPOJEMOHCTPUPOBAIO 3aMEeAJICHUS MTPO-
rpeccupoBanHus XBI1 u cHUXXeHUST YPOBHSI albOYMUHYPUU
Cpeau MalMeHTOB C YXXe BbISIBJICHHOUN TTOYeYHOM 1TaTOJIO0TI M -
el, XOTSI C BBICOKOM TIOCTOBEPHOCTBIO CHU3UJICS PUCK pa3-
putnsg XBII B rpymie ¢ HeCKOMITPOMETUPOBAHHBIMH TTOY-
KaMu.

B omHom u3 KoxpeitHOBCKMX 0030pOB, TOCBSIIEHHBIX
Bompocy onTuMaabHOro AJl y ManmMeHTOB BBICOKOTO Cep-
JIEIHO-COCYIMCTOTO PUCKA, TIe TAKXKE COIMOCTABIISIM TaKHUE
KOHEYHBIC TOYKH, KAK CMEPTHOCTD M Pa3BUTHE He(paTaIbHBIX
CCC cpenu maumneHToB ¢ AI' u CC3 (B nepBoii rpyrine lie-
JieBoil ypoBeHb AJl ObL1 OoJiee HU3KUMM IO CPaBHEHUIO C
OOIIETIPUHATHIMU TTOKazaTeasIMu — < 135/85 MM pT.cT., BO
BTOpOii — < 140/90 MM PT.CT.), IPU CPAaBHEHUM PE3yJbTaTOB
JIOCTOBEPHBIX OTJIMYUIN B CHUKEHUU CMEPTHOCTU 1 YaCTOTHI
pasButuss CCC mexay AByMs IpyMIiaMu OTMEUEHO He ObLIO.
ABTOpPBI 0030pa PEKOMEHAYIOT JaIbHENIIIee TPOBEICHNE UC-
cJefOBaHUM Ijid YyTOUHEHUs LeaeBblX uudp A/l y mamueH-
TOB OYeHb BBICOKOTO pucKa. Takke COIJIacHO pe3ybTaTam
uccnenoBanuss HOPE-3, kotopble ObUIM OMyOJIMKOBaHbI B
2016 r., cHkenue ypoHst Al meHee 120 MM pT.CT. He ac-
COLIMMPOBAIOCH C YMeHbIIeHreM JacToTsl pazsutusi CCC y
MaIMeHTOB CPEIHETO CePACUYHO-COCYAMCTOTO PUCKA B CPaB-
HeHnu co cHmkeHneM AJl mo 140 mMm prt.cT. Bo3moxHo,
ommmuue pesynbpratoB SPRINT u HOPE-3 cBs3ano ¢ Tem,
YTO B TIEPBOE HCCIEIOBAaHME OBLIM BKJIIOUEHBI ITAIIMCHTHI
BBICOKOTO KapJIMOBaCKyJIsIpHOro pucka u ¢ Hanruuuem CC3,
torga kak B HOPE-3 mpuHumanu yyactue mauueHTHl Oe3
CC3, HO ¢ HanTuuueM oJHoro akTopa pucka pazsutus CC3
u 6osee. MHTEeHCHMBHOE cHMXKeHUe AJl, mMpenuMylIecTBO KO-
Toporo ObLI0 AokazaHo B ucciaenoBaHun SPRINT, moxker
UMETb U HeraTuBHBIN 3(pdekT. Tak, cornacHo pe3yabraTam
aHajM3a, KOTOPBIA ObLT MpoBeAeH B ANOHMMU, YPOBEHb Cep-
JIEYHO-COCYIMCTOTO PUCKa, MHCYJIbTAa UJIM CMEPTHU OT UHCYJIb-
Ta ObLT 3HAYUTEILHO BHIIIEC B TPYIINIE MAllMEHTOB, KOTOPHIE
MPUHUMAIN aHTUTUTICPTCH3UBHYIO TepaIiio, M C IEJICBBIM
ypoBHeM AJl meHee 120 MM PT.CT. IO CPaBHEHMIO C TIAlIMEH-
TaMu, y KOTOpbIX ypoBeHb AJl coctassin 120—129 mwm pr.cr.
[4]. Bo3amozkHO, TTIPOBOAMMOE B HACTOSIIIIEE BPeMsT MCCIEN0-
Banne ESH-CHL Stroke in Hypertension Optimal Medical
Treatment (ESH-CHL-SHOT) macT momomHUTENbHYIO WH-
¢dopmaiuio 06 onTUMAJIBHBIX LieeBbIX Iudpax AJl. B uccie-
JIOBAaHMM OLIEHMBAETCs TPU BapUaHTa LIEJEBOrO CHMXKECHUS

inhibitors are safer for a long-term use than drugs
with predominantly renal elimination [2, 3].

It should be borne in mind that the decrease in
GFR may be caused by the intensification of blood
pressure lowering. The cornerstone is a question
about optimal minimum limits for BP decrease.
SPRINT study (2015) showed the benefit of re-
ducing blood pressure to < 120 mmHg compared
with a decrease to < 140 mmHg due to a signifi-
cant reduction in the incidence of fatal and non-
fatal cardiovascular events (CVEs) (heart failure),
as well as all-cause mortality. At the same time,
according to the results of this study, intensive BP
decrease did not demonstrate a slowdown in CKD
progression and a decrease in albuminuria among
patients with already diagnosed renal pathology,
although the risk of CKD in an uncompromised
group reduced significantly.

In one of the Cochrane reviews on the optimal
BP in patients with high cardiovascular risk, which
also compared the endpoints such as mortality and
development of non-fatal CVEs in patients with
AH and CVD (target blood pressure level in the
first group was lower than the generally accepted
values — < 135/85 mmHg, and < 140/90 mmHg
in the second one), there were no significant dif-
ferences in the reduction of mortality and CVE
incidence between the two groups while compa-
ring the results. The review authors recommend
further studies to clarify the target BP in patients
at very high risk. Also, according to HOPE-3
study results published in 2016, a decrease in BP
to less than 120 mmHg was not associated with re-
duced incidence of CVD in patients with mode-
rate cardiovascular risk compared to BP decrease
to 140 mmHg. Perhaps, the difference between
the results of SPRINT and HOPE-3 trials is de-
termined by the fact that the first study included
patients with high cardiovascular risk and CVD,
whereas HOPE-3 involved patients without CVD,
but with one or more CVD risk factors. An inten-
sive reduction of BP, the advantage of which was
proved in SPRINT study, can also have a negative
effect. Thus, according to the analysis conducted
in Japan, the level of cardiovascular risk, stroke
or stroke mortality was significantly higher in pa-
tients receiving antihypertensive therapy, with
target blood pressure level less than 120 mmHg,
as compared to the patients, whose BP was 120—
129 mmHg [4]. Perhaps, the ongoing ESH-CHL
Stroke in Hypertension Optimal Medical Treat-
ment (ESH-CHL-SHOT) study will provide ad-
ditional information on the optimal target BP va-
lues. Three variants of target reduction in systolic
blood pressure (SBP) are evaluated in the study:
135—145; 135—125 and less than 125 mmHg.

Also, the issue of possible combination of
ACE inhibitors and ARBs remains relevant due
to the hypothesis of a more apparent organ- and,
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cucronuyeckoro AJl (CAI): 135—145; 135—125 u meHee
125 MM prT.CT.

Takxe akTyaJIbHbIM OCTa€TCs BOMPOC O BO3MOXHOCTHU
komouHupoBaHus MAITI® u BPA B c¢Bs3u ¢ runoTe30it o 60-
Jiee BBIPAKEHHOM OpraHO- M, B YaCTHOCTH, HE(MpPOIPOTEeK-
TUBHOM 3 (PeKTe MpU UCTIOIH30BAHUY TaHHO KOMOWMHAIINY.
[TpakTrUecku Bce pyKOBOJACTBA HE PEKOMEHIYIOT MCTIOb30-
Batb couetanue MAII® u BPA y ogHoro manmenTta. OcHoBa-
HUEM JIJISI TAKOTO TTOAX0a CTAIM PE3YJIbTaThl MCCCIOBAHUS
ONTARGET, npoaemoHcTpupoBasiiero cumxkenue pCK®
y JIIOJIeii, TTOJIyJYaBIINX HAa TIPOTSKEHUU 5 JIET OMHOBPEMEHHO
pamunpui 1 Tenmucaprad. HecmoTpst Ha 6o1ee BbIpake HHbBII
AHTUTUITEPTEH3NBHBIN 3(hGhEKT, Yy MalKeHTOB cTapiie 65 jgeT
OTMEYaIM TIPOrpeccupyloliee CHIKeHUE (PYHKIIMM MOYeK.
Hpyrue pe3yabTaTbl HAOJI0IAI0TCS Y MOJIOABIX JTIOACH 1 AeTel:
nBoiiHoi 610K MATI®D + BPA mo3BojisieT KeCTKO KOHTPO-
JUpoBaTh ypoBeHb A/l 1 1o6uBaThbcs 6oJjiee CYIIeCTBEHHOTO
CHIDKEHUSI allbOyMUHYpUU/TpoTenHypun |5, 6]. BepositHo,
Bbicokasl n3HavyaabHas pCK® u pyHKIMOHAIBHBIN pe3epB
TTO3BOJISIIOT 0€3 CYIIECTBEHHOTO CHIDKEHUST (DYHKIIUM TTOYEK
JIOCTUYb 00JIee 3HAUMMBIX PE3YJIbTaTOB.

OCHOBBIBasICb Ha COOCTBEHHBIX HAOJIONCHUSIX Ha IPO-
TSDKEHUU TIOCTIEIHUX JIET, MBI TIpUIepXKuBaeMcst 1uddepeH-
uMpoBaHHOU TakTuku HazHayeHust MATT®/BPA c tienbio He-
GpOnpOTEKIINY U CHUKCHUST KapINOBACKYJISIPHBIX PUCKOB Y
nanueHToB ¢ XbI1 (c runeprensueii/6e3 Hee):

— IIpY HAJTUYUU TUTIepGUIBTPALIMA U HOPMOTEH3UU 1Ie-
JlecooOpa3HO paccMmaTpuBaTh Tepamnuio Onokatopom PAC
(OIHOKpPAaTHO Ha HOYb B HEOOJIBIION 103€) KaK CPeAcCTBO,
npuBosiee K Hopmanuzaunu pCKd;

— C LeJbio TopMokeHus1 nporpeccupoBanus XbBIT npu
CK® B nipemenax 110—90—60 mu/mun/1,73 M? (XBIT 0—2-5
CTagnuM) BO3MOXHO PacCMOTPEHME BOIpOca KOMOWHAIIUMN
nAIlI® ¢ BPA n1bo mpuemMa MpsIMOro MHTMOUTOpa pEeHU-
Ha (anuckupeH B go3e 300 Mr), JaHHOE COYETAHUE MOXET
MMETb MPEUMYIIECTBA MPU BBIPAXEHHON MNPOTEHMHYPUU U
KaK BO3MOXHBIII BapMaHT MOBbILIEHUS 3(hGOEKTUBHOCTU
JIeYeHUsI TIpU CEpPACYHON HEAOCTaTOYHOCTU (JaHHBIE
MaluMeHThbI TOKHbBI HaOMoaaThCs He(poJIoromM; HeOOXOAUM
TLIATEJbHBIN PETYISIPHbIA MOHUTOPUHT YPOBHS KpeaTUHUHA
1 K*);

— mpu pCK® 60-30 mui/mun/1,73 m> (XBIT 3a—0)
nmokaszaHa MoHoTepanust OjokatopoM PAC, B0O3MOXKHO,
TIPUOPUTETHHIM SBJISICTCS Ha3HAUCHUE capTaHa;

— npu cHkeHun CK® menee 30 mur/mun/1,73 m? (XBIT
4—5-11 cramum), BEpOSITHO, CJIEAyeT OTKas3aThbCs OT Ha3Ha-
yeHus1 61okatopoB PAC BBUAY HEraTMBHOrO BJIMSIHUSI Ha
pCK®. B stoM ciayyae npuMeHsieMast B He(pOJIOTMUECKOMN
npaktuke ¢opmysa BPUMOHEI + (anbnakToH/31m1epeHOH
u Topacemun/kcunamua) — bP(a)U(and)MO(KcoHUAMH)
HE(6uBonon)JI(epkanaunuH) 3ameHsiercss Ha MOHEJ +
Ypanuan1/MAHOKCHIIT;

— npu moboit pCK® y manveHToB, IMOIyYalolmx Io-
YEeYHO-3aMeCTUTEIbHYI0 Tepanuio remoauanuzom (XBII
5M), ucnons3oBanue MAIID®/BPA ompenensiercs Kapamo-
JIOTUYECKMMM TTOKa3aHUSIMU (TUTIEPTEH3UsI, cepaeuHasl He-
JIOCTaTOYHOCTh, OCTPBIM KOpPOHApHBINM cuHIpoMm). Cramust
ST1 Tpebyer 1o Bo3moxkHocTu oTkaza oT MAIID/BPA kak
AHTUTUIIEPTEH3UBHBIX IIperapaToB (KaK W IIPW CHIDKCHUM

in particular, nephroprotective effect, when using
this combination. Virtually all guidelines do not
recommend using a combination of ACE inhibi-
tor and ARB in one patient. This approach was
based on the results of ONTARGET study de-
monstrated a decrease in eGFR in patients re-
ceived ramipril and telmisartan simultaneously
for 5 years. In spite of more significant antihyper-
tensive effect, patients elder than 65 years had a
progressive decrease in renal function. Other re-
sults are observed in young people and children:
a double block of ACE inhibitors + ARB allows
strictly controlling the level of BP and achieving
a more significant decrease in albuminuria/pro-
teinuria [5, 6]. Probably, a high initial eGFR va-
lue and a functional reserve allow achieving more
meaningful results without a significant decrease
in kidney function.

Based on our own observations over the past
few years, we adhere to the differentiated ap-
proach when administering ACE inhibitors/ARBs
for nephroprotection and reduction of cardiovas-
cular risks in patients with CKD (with or without
hypertension):

— in case of hyperfiltration and normotension,
the therapy with RAS blocker (a small dose daily
before bed) should be considered as a mean nor-
malizing eGFR;

— in order to inhibit the progression of CKD
with GFR between 110—90—60 mL/min/1.73 m?
(CKD stages 0—2), it is possible to consider the
combination of ACE inhibitor + ARB or adminis-
tration of direct renin inhibitor (aliskiren 300 mg),
this combination may have advantages in severe
proteinuria and as a possible option to increase the
efficacy of heart failure treatment (these patients
should be followed up by a nephrologist; careful
monitoring of the creatinine and K* levels is also
necessary);

— in case of eGFR less than 60—30 mL/
min/1.73 m? (CKD stage 3a—3b), a monotherapy
with RAS blocker is recommended; administra-
tion of sartan may have the priority;

— in GFR less than 30 mL/min/1.73 m? (CKD
stage 4—5), it is likely to refuse RAS blocker thera-
py due to the negative effect on eGFR. In this case,
the formula BRIMONEL + (aldactone/eplere-
none and torasemide/xipamide) — (a)BRI(ace)
MO(xonidine)NE(bivolol) L(ercanidipine) used
in nephrological practice is replaced by MO-
NEL + urapidil/minoxidil;

— for any eGFR in patients receiving renal re-
placement therapy with hemodialysis (CKD 5D),
the use of ACE inhibitor/ARB is determined by
cardiac indications (hypertension, heart failure,
acute coronary syndrome). Stage 5P requires, if
possible, refusing the use of ACE inhibitors/ARBs
as antihypertensive drugs (similarly to eGFR de-
crease to less than 30 mL/min/1.73 m?), but their
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pCK® menee 30 mu/mun/1,73 M?), HO MX MCIOJb30BAHUS
MpU JPYIUX MOKA3aHUSIX CO CTOPOHBI CEPAEUYHO-COCYIUCTOMU
CHCTEMBI;

— npu XBIT 5T, BeposiTHO, TaKTUKA OMPEALIsIeTCS YPOB-
HeM pCK® (puc. 1).

CremyeT OrOBOPUTHCS, YTO M3JIOXKEHHBIE pEKOMEHIAIINN
SIBIISIIOTCS pe3yIbTaTOM COOCTBEHHBIX KITMHUYCCKUX HAOJTI0-
IEHUI, KOTOPBIE COOTBETCTBYIOT YPOBHIO HOKAa3aTCIbHOCTH
«MHEHHE DKCITePTar.

TakuM o6pa3oM peHO- M KapaUOIIPOTEKIINS IIPEACTaBIISI-
0T cO00i1 NBYyeAMHYIO 3afady, TPEOYIOIIYI0 KOMIUIEKCHOTO
MOAX0Ha, MOCKOJIbKY IIporpeccupylollee CHIKeHUue (GyHK-
LIMY TIOYEK Y pa3BUTHE CEPACUYHO-COCYIMCTBIX OCIOXHEHUIM
TECHO B3aMMOCBSI3aHbl U KaXIblii U3 3TUX (haKTOPOB MMe-
eT pellapllee 3HaueHue JJ1s o0Lero nmporHosa [8]. DTtu aBe
MaToJIOTMY MMEIOT O0IlMe TpaaulIMOHHBIE (DAKTOPhI PUCKa
(aprepuanbHas TUIIEPTEH3MsI, CaxapHbIii TUa0eT, OXKUPEHUE,
OUCTUTIMIEMHST U Ap.), a TIPU UX COYETaHUU ACUCTBYIOT U
HETpaUILIMOHHbIC TMOYeuHble (haKTOpbl (TUITEpruapaTaus,
aHeMmus1, HapylieHus (hocOopHO-KaJIbIIMEBOTO OOMEHA, CUC-
TEMHOE BOCIMAJICHWE W TUTICPKOATYIISIINS), KOTOPhIe TaKXKe
MOTYT OKa3bIBaTh BIMSHNC HA PHUCK PAa3BUTHSI U ITATOTCHE3
CC3[7].

Taxcke B ImociiegHee BpeMsT 3HAUNTEIbHOS BHUMAaHUE YIC-
JITeTCsl COYeTaHUIO SHIOKPpUHHOI rartonoruu u XbI1, n peub
HIIET HE TOJIBKO 0 ArabeTnuecKoii Hedporatnu. CBSI3b IIUTO-
BuaHoI xene3bl (ILL2K) u moyek uzBecTHa MHOTO JIeT — TU-

use for other indications from the cardiovascular
system;

— in CKD 5T, the management is likely deter-
mined by the level of eGFR (Fig. 1).

It should be noted that the above-mentioned
recommendations are the result of our own clinical
observations corresponding to the “expert opini-
on” evidence level.

Thus, reno- and cardioprotection is a twin
challenge requiring an integrated approach, since
the progressive decrease in renal function and
the development of cardiovascular complications
are closely interrelated, and each of these factors
is crucial for the overall prognosis [8]. These two
pathologies have common traditional risk factors
(arterial hypertension, diabetes mellitus, obesity,
dyslipidaemia, etc.), and when combined, uncon-
ventional renal factors (hyperhydration, anaemia,
calcium phosphate metabolism abnormalities,
systemic inflammation and hypercoagulability)
can also affect the risk of CVD development and
its pathogenesis [7].

Recently, much attention has also been paid
to the combination of endocrine pathology and
CKD, and it is not just for diabetic nephropathy.
The connection of the thyroid gland and kidneys
has been known for many years — hypothyroidism

pCK® cBbiwe
120 Mn/MuH/1,73 M? /
eGFR over

120 mL/min/4.73 m? pCK® 60—

120 mn/mMuH/
1,73 m?/
eGFR 60—

120 mL/min/

1.73m? (10,62

MAMN® nnn BPA/
ACE inhibitor or
ARB

1,73 m?/ eGFR
30-60 mL/
min/1.73 m?

BPA vnn /
ARB or

WAN® /
ACE inhibitor

30-60 mn/MuH/

BPA vnn nAMN® /
ARB or ACE inhibitor

[emognanus /
Hemodyalisis

pCK® meHblue
30 ma/muH/
1,73 m?/ eGFR less
than
30 mL/min/
1.73 m?

BPA 1 AT /
ARB and
ACE inhibitor

OTmeHa BPA unu
WAMN® / ARB or
ACE inhibitor
withdrawal

PucyHok 1. HasHa4eHune nAll®/6PA B 3aBucumoctu ot pCK®
Figure 1. Prescription of ACE inhibitors/ARBs depending of eGFR
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nodyukuus XK sBasieTcsi mOTeHIMATBHBIM MTPEAUKTOPOM
pocta JetagpHocTH y nauueHtoB ¢ XBIT [9, 10]. C opyroit
cTopoHbl, 3a0ojeBaHus 2K — moarBepKaeHHbI (akTop
pucka CC3. Ho MOXXHO JI OTHECTU CYOKJIMHUYECKUIA TUTIO-
tupeo3 (CI') K 1onoJHUTENbHBIM (pakTOpam prcka?

CorracHO HallUM JAaHHBIM, YBEJIMUYEHUE YPOBHS TUPEO-
tporntHoro ropmoHa (TTT) B nuanazone 4,05—10 mEn/n ipu
COXpPaHEHWM HOPMAJIBHBIX TTOKa3aTesieii CBOOOMIHOTO TUPO-
KkcuHa y 6onbHbIX XBIT acconimupoBaioch ¢ HApYLUIEHUEM CY-
TOUHOTO Tpocduiist AJl, TOCTOBEPHBIM CHUKEHUEM (DYHKIINO-
HAJIBHOTO COCTOSIHUSI 9HAOTEJIUSI MU POCTOM YPOBHSI CYyTOUHOM
MPOTEUHYPUM B CPAaBHEHWU C TALIMEHTAMU C COXPaHEHHOM
dynkuueitr 2K (tadi. 3) [10].

CnenoBarenbHo, CI' gomkeH paccMaTpuBaThesl Kak
JIOTIOJTHUTENIbHBIN (hakTOp cepaeyHO-COCYyAUCTOro pucKa y
nanueHToB ¢ XBIT u AI', KOTOpbIi1 MOXET BIUSITH KaK Ha Te-
yeHue XBII 3a cuet yBesmueHus mokasaressi CyTOYHOM Mpo-
TEUHYPUU, TaK U Ha Al IyTeM HapylmeHHs] CyTOYHOTO Tpo-
buna A w yxyaieHus: QyHKIUU SHAOTEINS COCYIOB.

Takum oOpa3oMm, aHAJIU3 COBPEMEHHBIX PEKOMEHIALIUIA
TOBOPUT O TOM, YTO MbI HaXOAMMCSI Ha HOBOM 3Tarie mepe-
OLIEHKM T1esIeBbIX LIMbp AJl 1 ypOBHS TSl MTHUITMAIIMY aHTH -
rurnepTeH3uBHOU Tepanuu. C OgHON CTOPOHBI, UIET peub 00
nHTeHcudukau jgedeHus Al, 4To oTpaxkeHO B pEeKOMEH-
nmamussx ACC/AHA/AAPA (2017), a ¢ npyroit — Ha TIepBBIit
TUJIaH BCE Yallle BHIXOAUT UHIAUBUAYTU3ALINS TTOXO/IOB K Te-
panuu (pekomeHaaunu KaHaackoro o01iecTBa KapamoaoroB
no neueHuto A, 2017).

HAII®/BPA ocralorcst mpemnapataMu BbIiOOpa y Iia-
mueHToB ¢ XbBII ¢ 1enpio peHONpOTeKUMU, MPU cepaeu-
HOW HENOCTAaTOYHOCTU, caxapHOM nuadete. B cBsizm c
SMUAEMUOJOTUYECKON TeHIEHIIMEN K YBEIMYEHUIO Paclpo-
CTPAaHEHHOCTH NAHHBIX 3a00J€BaHUI, BEPOSITHO, OyAeT Ha-
OyronaThCsl JANbHENIee yBEJWYEHNE KOJIWYeCTBA MAlMEH-

is a potential predictor of increased mortality in
patients with CKD [9, 10]. On the other hand,
thyroid disease is a confirmed risk factor for CVD.
But can subclinical hypothyroidism (SH) be an
additional risk factor?

According to our data, the increase in the level
of thyroid-stimulating hormone (TSH) in the range
of 4.05—10 mU/L while maintaining normal levels
of free thyroxine in CKD patients was associated
with impaired daily blood pressure profile, a signifi-
cant decrease in endothelium function and daily
increasing in proteinuria compared to the patients
with preserved thyroid function (Table 3) [10].

Therefore, SH should be considered as an ad-
ditional factor of cardiovascular risk in patients
with CKD and AH, which can affect both CKD
course due to increase of daily proteinuria index,
and AH by violating the daily BP profile and wor-
sening vascular endothelium function.

Thus, the analysis of modern guidelines sug-
gests that we are at a new stage of reassessing tar-
get BP values and the level for antihypertensive
therapy initiation. On the one hand, there is an
emphasis on the intensification of AH treatment,
which is reflected in the 2017 ACC/AHA/AAAP
guidelines, on the other, the individualization of
approaches to the therapy increasingly comes to
the fore (Canadian Cardiovascular Society Guide-
lines for AH Treatment, 2017).

ACE inhibitors/ARBs remain the drugs of
choice in patients with CKD for renoprotection,
with heart failure, and diabetes mellitus. Due to
the epidemiological trend to increased prevalence
of these diseases, a further increase in the number

Tabnuya 3. Xapaktepuctnka o6cnefoBaHHbIX naumeHTos ¢ XBITu Al' B 3aBUCUMOCTU OT (hYHKLIMOHASIbHOIO
cocTosIHUA WMTOBUAHOM Xene3bl (Me [25 %; 75 %])

MauwueHTsbl ¢ XBIN n Al MauymeHTbl ¢ XBIN mn Al ¢
Moka3zatenu B coyeTaHum ¢ CI coxpaHeHHOW hyHKLMen p
(n =30) LMTOBMAHON Xxene3bl (n = 35)

My>KUUHBISKEHLLMHBI, N (%) 17/13 (56,7/43,3) 18/17 (51,4/48,6) -
CpegHuii Bo3pacrT, neT 54 (48; 58) 53 (47; 59) 0,201
CpegHsia npogomkmTensHocTb XBI, net 5(3; 8) 5(4;9) 0,187
CK®, mn/muH/1,73 m2 77,6 (62,1; 94,3) 78,2 (61,9; 93,2) 0,131
TTr, MEg/n 7,4 (4,3;9,4) 2,2(1,7;3,8) < 0,001
T4cs, nmonb/n 15,2 (9,6; 17,9) 15,6 (10,9; 18,2) 0,142
OdwmcHoe CA, MM pT.CT. 167,8 (148,5; 179,1) 169,6 (144,8; 176,6) 0,096
OdpncHoe OAL, MM PT.CT. 98,6 (91,1; 99,6) 94,2 (90,9; 96,3) 0,108
CtpykTtypa cyTto4Horo npodomns AL, n (%):
— aunnepsl 5(16,67) 12 (34,28) -
— HOH-AMMnepsbl 22 (73,33) 22 (62,86) -
— oBep-Aunnepsl 3(10) 1(2,86) -
LOunameTp 0o KOMNpeccun, cM 0,41 (0,31; 0,46) 0,49 (0,41; 0,52) < 0,05
[unameTp nocne Komnpeccuu, cMm 0,43 (0,37; 0,47) 0,54 (0,44; 0,57) < 0,05
MpupocT gnameTpa nneyveBo apTepum 7,2 (5,4;7,6) 9,8 (8,5;9,9) < 0,01
nocre Komrnpeccuu, %
YPOBEHb CYTOYHOW NPOTENHYPUW, T/CYTKN 1,29 (0,88; 1,39) 0,81 (0,62; 1,05) < 0,01
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Table 3. Characteristics of examined patients with CKD and AH depending on the thyroid gland function
(Me [25 %; 75 %])

Patients with CKD and Patients with CKD and AH
Indices AH combined with SH | with preserved function of the P
(n = 30) thyroid gland (n = 35)

Males/Females, n (%) 17/13 (56.7/43.3) 18/17 (51.4/48.6) -
Average age, years 54 [48; 58] 53 [47; 59] 0.201
Mean duration of CKD, years 5[3; 8] 5[4; 9] 0.187
GFR, mL/min/1.73 m2 77.6 [62.1; 94.3] 78.2[61.9; 93.2] 0.131
TSH, mU/L 7.4[4.3;9.4] 2.2[1.7; 3.8] < 0.001
T4f, pmol/L 15.2[9.6; 17.9] 15.6 [10.9; 18.2] 0.142
Office SBP, mmHg 167.8 [148.5; 179.1] 169.6 [144.8; 176.6] 0.096
Office DBP, mmHg 98.6 [91.1; 99.6] 94.2[90.9; 96.3] 0.108
Structure of daily BP profile, n (%):
— deepers 5[16.67] 12 [34.28] -
— non-deepers 22 [73.33] 22 [62.86] -
— over-deepers 3[10] 1[2.86] -
Diameter before compression, cm 0.41[0.31; 0.46] 0.49 [0.41; 0.52] <0.05
Diameter after compression, cm 0.43[0.37; 0.47] 0.54 [0.44; 0.57] <0.05
Increase of the brachial artery diameter 7.2[5.4;7.6] 9.8 [8.5;9.9] < 0.01
after compression, %
Level of daily proteinuria, g/day 1.29 [0.88; 1.39] 0.81 [0.62; 1.05] < 0.01

TOB, HYXIAIOIIMXCS B TAaHHOU Tpytrie npernapaToB. OqHako
cJIeyeT MPU3HATb, UTO IS CHUKEHUS TJI00ATbHOTO Kapauo-
BACKYJISIDHOTO pUCKa U TOCTHXKEHUS 00JIee XKeCTKUX 1IEeJIeBbIX
ypoBHeil AJl 3aKkOHOMEpEeH Tepexo] Ha KOMOMHUPOBAHHYIO
aHTUTUTIepTeH3UBHYIO Tepanuio: HUAIT®/BPA ¢ aHTtaroHuc-
TaMU KaJIbLIUS JUTUAPOTUPUIUHOBOTO Psiia, HEOUBOJIOIOM,
MOKCOHUJIWHOM, TIETEJIEBBIMU AUYPETUKAMU HA BBIOOD WK
omHoBpeMeHHO (koMOnHanuss BPUMOHEJL: BPA/mAII® +
MOxkconnaux + HE6uBomon + JlepkaHUIUIIMH U TICTJICBBIC

TUYPETUKH).

KonduukT unrepecos. He 3asien. M

of patients who need these drugs is likely to be ob-
served. However, it must be admitted that in order
to reduce global cardiovascular risk and to achieve
more stringent target BP levels, the trend is to
switch to combined antihypertensive therapy: ACE
inhibitors/ARB with dihydropyridine calcium an-
tagonists, nebivolol, moxonidine, loop diuretics
at option or simultaneously (BRIMONEL com-
bination: ARB/ACE inhibitors + MOxonidine +
NEbivolol + Lercanidipine and loop diuretics).

Conflicts of interests. Not declared. &
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THaLOHOABHO MEANYHO QKQAEMIS ICASAMIAOMHOI OCBiTV imeHi [1.A. LLyrvka, m. Kuis, YkpaiHa
2AY «AHIMPONeTPOBCHKA MeANYHA akaaemis MO3 YikpaiHu», m. AHinpo, YkpaiHa

BAOKATOPU PEHIH-AHINOTEeH3UH-OAbAOCTEPOHOBOT CUCTEMM:
XPOHIYHO XBOPOGA HAPOK | CepLEBO-CYAUHHUIA PUSUK

Pe3rome. 3HuxeHHs pU3UKY CEpLIEBO-CYAMHHUX Ol € 0/~
HUM i3 HaAWOIIbLI aKTyaJbHUX MUTAHb CY4aCHOI MEIULIMHU.
TTauieHTu 3 XpoHiYHUM 3axBoproBaHHAM HUpPOK I11 cTanii abo
HIDKYE, 3TiTHO 3 MIXKHAPOMHUMY PEKOMEH/IAIIISTMU, HAJIEXAaTh
JI0 TPYIU BUCOKOTO i QyXe BUCOKOTO CEPILIEBO-CYIWHHOTO
pusuky. Ha cboroaHi aBTopu BCiX iCHYIOUMX pEKOMEHIALlii
MOJUISIIOTh MKy PO Te, 1110 TTpenapaTaMu NepIioi JiHii aj1s
3HUXKEHHSI apTepiaJbHOTO TUCKY B TaKMX TAIliEHTIB € O10Ka-
TOPU PEHiH-aHTiIOTEeH3UH-AJIBAOCTEPOHOBOI cuctemMu. [lpu

MO€EMHAHHI HUPKOBOI Ta CEPIEBO-CYAMHHOI MATOJOril, KpiM
TpaaULIiAHUX, ICHYIOTb i HEeTpaauLiiHi HUPKOBI (DaKTOpU pU-
3UKYy (aHeMis, rineprinparanisi, rinepkoaryJsiisi Touo). s
JIOCSITHEHHST O1JThIII 3HAYHOTO 3HUKEHHS TTI00aJIbHOTO ceplie-
BO-CYIMHHOTO PU3UKY i OiJIbII pETEIHLHOTO KOHTPOJIIO apTepi-
IBHOTO TUCKY Kpallle BAKOPUCTOBYBAaTH KOMOIHOBAaHY aHTHU-
TinepTeH3UBHY Tepallilo.

Ki040Bi cioBa: xponiuHa xBopo6a HUPOK; CEPIIEBO-CYIMH-
HUM pU3MK; KOMOIHOBaHA aHTUTINEPTEH3MBHA TEpaIlist
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