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The ultimate goal of any prescribed medical therapy is to achieve certain desired results in the patients
concerned. Compliance to medical recommendations not only includes patient compliance with medication
but also with diet, exercise, or lifestyle changes. Considered a clinical example of the patient of a very high
cardiovascular risk with comorbid pathology: arterial hypertension, atrial fibrillation and diabetes mellitus.
We have shown with this case as in comorbid patients with high cardiovascular risk could be organized
medical treatment without polypharmacy.
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BAXKJ/IUBICTDb NPUXUJBHOCTI 1O MEJUYHOI'O IPU3HAYEHHSA ITAIIEHTA
BUCOKOI'O KAPAIOBACKYJIAPHOI'O PU3UKY TA KOMOPBIITHOIO ITATOJIOTI'IETO:
APTEPIAJIBHOIO I'llTEPTEH3I€I0, ®IBPUIIALICIO HEPEACEPAb TA YKPOBUM
JIABETOM

3onomapvosa T. B.", Bpunza M. C.', Mexmiesa ®. b.
! XapkiBchknii HanjonanbHuil yHiBepentet imeni B. H. Kapasina, m. Xapkis, Ykpaina
2 XKJI 3T Ne 1 ®inii «[{O3» ITAT «Ykp3amizHutisa», M. XapkiB, YKpaiHa

Kinnesa meta Oyap-sK01 MpU3HAYEHOT MEIMYHOT Teparii - JOCATHEHHS TEBHUX OaKaHWX PE3YJIbTATIB Y
3aIliKaBJIeHUX TamieHTiB. JlOTpUMaHHS JIIKQpChKUX PEKOMEHAIl BKIIIOUae B ceOe HE TUIBKH JOTPUMAHHS
MAIiEHTOM MEIWKaMEHTO3HOI Teparrii, a ¥ 3MiHa JaieTH, (QI3UYHUX BIpaB, ad0 crocoly KHUTTA. Po3risiHyTO
KIHIYHUA TPHUKIJIA] TaIli€eHTa BHUCOKOTO KapAiOBACKYJISPHOTO PHU3MKY Ta KOMOPOITHOIO IaTOJIOTIEr0:
apTepiaNbHOIO TiNepTeH3icro, GiOpWILIIiEl0 Tepeacepab Ta IyKPOBHM JiadeTtoM. MU TOKazand UM
BHIIJIKOM SIK TIPH KOMOPOIHOCTI y TaIlieHTa 3 BUCOKAM Kap.liOBaCKYJIIPHUM PU3UKOM MOYKHA OpPTaHi3yBaTH
MEIMKAaMEHTO3HY Tepallifo MHHAIOUHW TOJIiTparMasito.

KIIFOYOBI CJIOBA: npuxwibHICTh, KapIiOBACKYJISIPHUN PU3HK, TIEPTEH3Is, ceplieBa HEIOCTATHICTb,
hiOpusAIis Iepencepib, IyKpOBUi 1iadeT

BAKHOCTbDb IPUBEP KEHHOCTHU MEJUIIUHCKUM HAZHAYEHWUAM NAIIMEHTA
BBICOKOI'O KAPAUOBACKYJISAPHOI'O PUCKA 1 KOMOPBU/THOM IMTATOJIOT UEM:
APTEPUAJILHOM T'MIIEPTEH3UEN, ®UBPUJLISAIUU NIPEJICEPIUI 1 CAXAPHBIM

JAUABETOM

3onomapesa T. B.", Bpvinza M. C.", Mexmuesa ®. b.’
! XapbKOBCKMM HallMOHANBbHBINA yHUBepcuTeT uMeHu B. H. Kapazuna, r. XapbkoB, YkpanHa
2 XKB KT Ne 1 ®umana «I[3» [TAO «YKp3anu3Hsiis», T. XapbKoB, YKpanHa

Koneunas mens m000i Ha3HAYEHHONH MEIWIMHCKOW TEpamuy - JOCTIDKEHHE OIPEICeNICHHBIX JKEITaeMBIX
PE3YJIbTATOB y 3aMHTEPECOBAHHBIX ManneHToB. Co0roaeHne BpadyeOHbIX PEKOMEHIAIINI BKITIOUAET B ceOsl He
TOIBKO COOJIONEHUE TMAIlMeHTOM MEIUKaMEHTO3HOW Tepamuu, HO W HW3MEHEHHWE IHeTHI, (DH3WYECKHUX
YIOpaXHEHUH, WM o0paza KW3HU. PaccMOTpeH  KIWHWUYECKWH TNpUMep TMalMeHTa  BBICOKOTO
KapIMOBACKYJSIPHOTO PHUCKa W KOMOPOWIHOHM IMaTOJIOTHEW: apTepUaIbHON THUIIEpPTeH3UeH, (HuOpuIuIsmmuei
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npejcepaAnii U caxapHbIM AnabeToM. MBI MMoKa3ajiu 3TUM ClIydaeM Kak NP KOMOPOHMIHOCTH Y TalfeHTa
BBICOKOTO KapJUOBAaCKyJIIPHOI'O pPHCKA MOXHO OpPraHM30BaTh MEAMKAMEHTO3HYIO TEpamuio yias ot

nojJvnparMasuu.

K/TIOYEBBIE CJ/JIOBA: 1npuBepKeHHOCTH,

KapJMOBACKYJISIPHBIN  PHCK,

TUNepTeH3Ud, CcepaAcHHasd

HEJIOCTATOYHOCTh, (PUOPHIISLINS IPEeICEePIUid, caxapHbIil 1uaber

INTRODUCTION

Compliance with medical recommendations,
especially with drug therapy, has been
recognized to represent a complex challenge
since its first mentioning by Hippocrates about
2400 years ago. An in-depth scientific approach
towards this problem, however, can only be
traced over the past three decades with a strong
increase in published studies over this period of
time [1].

Major barriers to compliance are thought to
include the complexity of modern medication
regimens, poor «health literacy» and lack of
comprehension of treatment benefits, the
occurrence of undiscussed side effects, the cost
of  prescription  medicine, and  poor
communication or lack of trust between the
patient and his or her health-care provider.
Efforts to improve compliance have been aimed
at simplifying medication packaging, providing
effective medication reminders, improving
patient education, and limiting the number of
medications prescribed simultaneously [2-3].

Estimation of total CV risk is easy in
particular subgroups of patients, such as those
with antecedents of established cardiovascular
disease (CVD), diabetes, coronary heart disease
(CHD) or with severely eclevated single risk
factors [4].

Compliance to medical recommendations is
important for patients with comorbidity because
of high one-year- mortality in this group of pa-
tients especially without adequate treatment [5].

We represent a clinical example of the
patient of a very high cardiovascular risk with
comorbid pathology: arterial hypertension,
atrial fibrillation and diabetes mellitus without
previous compliance to medical
recommendations.

CLINICAL CASE

The patient L., a man born in 1949, was
admitted to the Kharkiv Railway Clinical
Hospital Ne 1 of Brence of «HC» JSC
«Ukrzaliznytsia» cardiology department in
October, 2015 with complaints of disruptions
of the heart beats and heart palpitations which
are not related to physical activity (appeared at
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rest, night and during every day physical
activity); shortness of breath when walking
(observed during usual physical exertion),
disappearing after the rest; unstable blood
pressure (increasing of BP despite taking
hypotensive drugs — Lisinopril, amlodipine);
additional: dry mouth, intermittent numbness
in the toes.

HISTORY OF DISEASE

Essential hypertension was diagnosed more
than 30 years with the maximum blood pressure
(BP) over 200/140 mm Hg. The usual BP is
about 140/90 mm Hg (antihypertensive drugs —
Lisinopril 10 mg, amlodipine 5mg but
sometimes he misses the dosage). Since 2012
reports the attacks of palpitations (heart rate
over 130 beats/min).

Since 2012, is hospitalized 1-2 times a year
for a planned examination and treatment to the
cardiology department (Diagnosis: Arterial
hypertension stage II, 3 grade. Persistent Atrial
Fibrillation. HF II-A stage, FC III). Intakes
warfarin 5 mg per day. Does not check INR
regularly. Last admission in November 2014.

Current worsening from 27.10.2015 when
the aggravation of the complaints has been
happening, that’s why he was hospitalized to
the second cardiological department of CCH
UZ for examination and correction of the
treatment.

ANAMNESIS VITAE

He denies tuberculosis, malaria, viral
hepatitis, sexually transmitted diseases and
AIDS intake; denies allergic reactions to drugs.
Diabetes mellitus since 2010 year, intakes
metformin 500 mg twice a day. Hasn’t been
controlling his glucose level.

Previous smoker. Denies smoking for over
20 past years; denies alcohol consumption.

Sedentary life style. Hasn’t been following
recommended low-carb diet; hasn’t checked his
lipid profile over 6 months. Hereditary (father-
essential hypertension).

PHYSICAL EXAMINATION
General condition is satisfactory,
consciousness is clear, emotionally stable,



optimistic mood. Height = 178 cm, Weight =
95 kg, BMI = 30 kg/m’, waist-to-hip ratio 1,15.

Skin is normal colored, without any scars.
Peripheral lymph nodes, the thyroid gland are
not palpable.

Pulmonary  percussion-resonant  sound,
auscultation — weakened vesicular breathing, no
adventitious sounds. Heart borders extended to
the left on 1,5 cm of midclavicular line, HR
=72 bpm irregular. Ps= 72 bpm. No pulse
deficiency.

Auscultation of the heart - heart sounds are
muted, accent of the II tone above the aorta.
Systolic murmur above the aorta. BP dextr =
BP sin=170/100 mm Hg (on the background of
antihypertensive therapy).

Abdomen is soft, painless, symmetrical, no
discrepancies of the abdominal muscles. No
visible peristalsis. Liver edge is smooth,
painless, palpated 1.5 cm below the costal arch.

Spleen and pancreas are not palpable.
Symmetrical mild shin pitting edema.
REFERRAL DIAGNOSIS

Essential arterial hypertension.  Atrial

fibrillation. Heart failure. Diabetes mellitus.
Obesity.

RESULTS OF LABORATORY AND
INSTRUMENTAL DIAGNOSIS

Complete  blood
hyperhemoglobinemia,
hemoconcentration.

Urinalysis (29/10/2015): glycosuria (174.5
mmol/l (23 g/1)).

Biochemical analysis (29/10/2015):
hyperglycemia (17.27 mmol/l): patient reported
that he ate a big cake the day before the test and
he didn’t remember if he took a metformin in
the evening; decreased kidney function (GFR
by Cockceroft -Golt 66 ml/min/1.73 m2)

Fasting glucose test (30/10/15):
hyperglycemia (13.1 mmol/1).

Blood lipid spectrum (29/10/15): 11 b type of
dyslipidemia.

INR (29/10/15) — 1.04; (02/11/15) — 1.52;
(05/11/15) —2.47.

Electrocardiography (ECG) (28/10/15):
atrial fibrillation with ventricular contraction
rate  72bpm. Premature left ventricle
contraction. Deviation of the heart electrical
axis to the left.

Echocardiography  (29/10/15):  sclerotic
changes of aortic walls, aortic and mitral
valves. Dilation of the ascending aorta. The

count  (29/10/15):

erythrocytosis,
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aortic stenosis (atherosclerotic). Dilatation of
both atriums. Left ventricular hypertrophy.
Signs of increasing diastolic stiffness of the left
ventricular wall.

Ultrasonography of  the abdomen
(29/10/15): hepatomegaly, liver steatosis.
Diffuse parenchymal changes of the liver.
Stagnation of the bile in the gallbladder.
Gallbladder cholesterosis. Diffuse changes of
the pancreas parenchyma without increasing of
its size. Microstones in the kidney.

Consultation endocrinologist (01/11/15):
Diabetes mellitus type 2, moderate severity,
decompensation. Prescription: increase the
dosage of metformin to 1000 mg twice a day.

RECOMMENDATIONS FOR FURTHER
EXAMINATION

24 hour ambulatory ECG monitoring.

Daily glycemic profile, glucose tolerance
test, HbA1C.

Creatinine after 2 weeks to exclude kidney
disease.

Ophthalmologist, neurologist consultation.

TREDMIL-TEST to exclude silent
myocardial ischemia.

ECHO for evaluation of diastolic function of
LV.

Lipid profile (LDL), ALT (liver) +/- CK
(rhabdomyolysis) — control of efficacy and
safety of rosuvastatin.

Blood electrolytes (K, Na, BUN) [6—7].

CLINICAL SYNDROMES

Atherosclerosis (sclerotic changes of aortic
valve, mild atherosclerotic aortic stenosis);

Arterial hypertension *;

Arrhythmias (permanent (constant) AF);

Heart failure;

Dyslipidemia*;

Hypertensive heart (LVH,
enlargement, increased diastolic stiffness);

Hepatomegaly, liver steatosis;

Erythrocytosis, hemoconcentration;

Hyperglycemia / glycosuria syndrome*;

Obesity: BMI = 30 kg/m2, waist-to-hip ratio
1,15%.

— features of metabolic syndrome.

CLINICAL DIAGNOSIS

Main:

Systemic atherosclerosis (atherosclerosis of
the aorta, mild aortic stenosis);

Arterial hypertension stage II, 3 grade.
Hypertensive heart (LVH);

atrial
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Permanent atrial fibrillation, normosystolic

type;
EHRA 1Ila class. CHA2-DS2-VASC-4.
HAS-BLED-2;

Heart failure with preserved left ventricle
systolic function, II FC, stage B. Dyslipidemia
11 B type (after Fredrickson);

Very high added total CV risk.

Comorbidity:

Diabetes mellitus type II, moderate severity,
subcompensation;

Obesity I degree;

Nonalcoholic fatty liver disease [4, 6-8];

CASE MANAGEMENT IN THE
HOSPITAL

Drug therapy:
Bisoprolol 5 mg in the morning;

Torasemide 2,5 mg in the morning;
Perindopril 5 mg in the morning;
Amlodipine 5 mg in the morning;
Warfarin according to the scheme (starting
dosage -5 mg per day at 5 p.m.);
Metformin 1000 mg 2 times a day.
IV therapy:
Thiotriazoline 2. 0 + NaCl1 0. 9 % 10.0 N10;
«Asparcam» (Mg+K) 10,0 + NaCl 0.9 % 200.0
N10.

OUR RECOMMENDED TREATMENT
ACCORDING LAST GUIDELINES

Lifestyle modification.

1.  Reduce weight by 5 % to 10 %.

2. Regular physical activity.

3. Diet: eat regular meals and snacks;
avoid fasting to lose weight; consume plant-
based diet (high in fiber, low calories/glycemic
index, and high in phytochemicals/antioxi-
dants); understand Nutrition Facts Label
information; use mild cooking techniques
instead of high-heat cooking.
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