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SUMMARY

Introduction Adherence to proposed lifestyle changes and prescribed medication in patients with stable
coronary artery disease (SCAD) is poor.

Objective We sought to investigate the influence of adjusting guideline proposed medications on relief
of angina in a large group of patients with SCAD in Serbia.

Methods The study included a total of 3,490 patients from 15 cardiology clinics with symptoms of stable
angina and at least one of the following criteria: abnormal electrocardiogram (ECG), history of myocardial
infarction (M), positive stress test, significant coronary artery disease on coronary angiogram or previ-
ous revascularization. All the patients underwent comprehensive evaluation at initial visit and after two
months. The relief of angina was study end-point defined as any reduction in Canadian Cardiology Society
(CCS) class, number of angina attacks per week and/or number of tablets of short-acting nitrates per week.
Results Most patients were included based on abnormal ECG (48.4%). At Visit 1, the average number of
prescribed classes of medications to a single patient increased from 4.16 £ 1.29 t0 4.63 + 1.57 (p < 0.001).
At the follow-up, the patients had significantly lower blood pressure (141 +19/85+ 11 vs. 130+ 12/
80 + 8 mmHg; p < 0.001) and most of them reported CCS class | (63.3%). The average weekly number of
angina attacks was reduced from 2.82 + 2.50 at Visit 1 to 1.72 0 £ 1.66 at Visit 2, as well as average weekly
use of short-acting nitrates to treat these attacks (2.69 + 2.53 to 1.74 £ 1.47 tablets; p < 0.001 for all).
Conclusion Adjustment of prescribed medications to guideline recommendations in a large Serbian
patient population with prevalent risk factors led to significant relief of angina.
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INTRODUCTION

As a consequence of high prevalence of risk
factors for atherosclerosis, low income, and in-
sufficient level of health education, ischemic
heart disease is the leading cause of death in
Serbian population [1]. The latest guidelines
on stable coronary artery disease (SCAD)
have been implemented for several years, but
patients’ adherence to proposed lifestyle chang-
es, prescribed medication, and cardiovascular
rehabilitation remains poor [2, 3]. Although
improvement in medical treatment has been
noted in large registries of patients with SCAD,
there is room for further step-up [4].

Traditionally, the treatment of SCAD is
based on hemodynamic agents that reduce the
energy requirements of myocardial cells by
lowering blood pressure and heart rate (beta
blockers, calcium antagonists) or through va-
sodilation enhance coronary blood flow by
systemic and coronary arteriolar and venous
vasodilatation with consequent preload reduc-
tion (nitrates), leading to symptom relief. On
the other hand, lately, along with these well
established drugs, new classes of treatments
with entirely (trimetazidine, ivabradine) or
partly (nicorandil) different mechanisms of
action have been introduced in the treatment
of SCAD and supported by current guidelines
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[2]. Metabolic agents, like trimetazidine (TMZ), act as
anti-ischemic medications by metabolic modulation. An-
gina patients accumulate free fatty acids (FFAs), which the
cardiac muscle oxidizes for its energy requirements. FFAs
oxidation demands more ATP to breakdown FFAs than
glucose oxidation, requiring more oxygen to be supplied
to the ischemic myocardium. Trimetazidine inhibits the
use of FFAs as an energy source, shifting the myocardial
metabolism to glucose utilization (glycolysis), which re-
quires less oxygen than FFAs.

The effect of TMZ has been extensively studied in pa-
tients with SCAD. It has been shown that adding TMZ to
standard therapy in patients with CAD, especially beta-
blocking agents, confers clinical benefit of reduction of
number of angina attacks, increasing exercise capacity, and
prolonging exercise period before occurrence of ischemia
(time to 1 mm ST segment depression). These benefits
have been proven in different subsets of patients with coro-
nary artery disease such as diabetics, patients with previ-
ous myocardial infarction or acute myocardial infarction
undergoing primary percutaneous coronary intervention
(PCI) or thrombolysis, undergoing coronary artery bypass
grafting (CABG), as well as those not suitable for any kind
of revascularization [4-10].

The reports dealing with management of SCAD in
Serbia are scarce. Furthermore, there are no data regard-
ing the current use of these “new treatments” in Serbian
population of patients with SCAD.

OBJECTIVE

We sought to investigate the influence of strict implemen-
tation of current guideline-proposed medications on relief
of angina assessed by the reduction of the functional class
of angina pectoris, weekly occurrence of the angina, and
the weekly use of short acting nitrates in a large cohort of
Serbian patients with SCAD.

METHODS

In this multicenter, longitudinal study, we prospectively
enrolled 3,490 consecutive patients from 15 outpatient
cardiology clinics with symptoms of stable angina in an
open design with repeated measurements of the patients’
characteristics at two office visits. Patients were enrolled
during February and March of 2014. Fifty cardiologists
in those clinics evaluated the patients and included them
in the study.

Before inclusion in the study, the patients were fully
informed about the aims of the study and accepted cor-
rection of their prescribed therapy to meet the guideline-
proposed goals. The patients were asked to consent to col-
lecting data from their medical records on their condition,
and were explained that their treatment will be corrected
based on their clinical status and following the current
recommendations for the condition. They had an oppor-
tunity to refuse institution of new medicines and use of

their medical records for study purposes. The participating
physicians were asked to act based on their own clinical
judgment and to follow the recommendations given by the
current guidelines. This means they had an opportunity
to implement second-line drugs for treatment of SCAD if
they considered that first-line drugs were not sufficient or
if patients experienced any of the undesirable effects of the
first-line treatment. Also, physicians had an opportunity
not to change treatment of patients for whom they thought
were in stable condition with well controlled risk factors
for atherosclerosis. The study protocol was approved by
the ethics committee of each participating institution. Pa-
tients were included in the study if they were older than 18
years of age and had SCAD defined according to clinical
symptoms (typical or atypical chest pain, or angina equiva-
lent, related to physical activity, lasting several minutes
and ceases after stopping exertion or taking short-acting
nitrates) and at least one of the following:

» ECG abnormality (presence of abnormal Q waves in
any lead, ST segment depression or elevation equal to
or greater than 0.5 mm in any two consecutive leads,
negative T waves in any two consecutive leads);

« History of documented myocardial infarction (MI)
more than three months previously;

« Positive stress test (exercise stress test, echocardiogra-
phy stress test or myocardial perfusion scintigraphy);

o Performed coronary angiography with at least one di-
ameter stenosis of epicardial coronary artery of more
than 70%;

« History of revascularization either by PCI or CABG.

The patients were seen at the office visit on the day
of inclusion in the study. The symptoms of angina were
assessed and classified using Canadian Cardiology Soci-
ety (CCS) classification [11]. The frequency of angina at-
tacks and use of short-acting nitrates were also assessed. A
12-channel ECG was recorded in all the patients. Physical
examination of the patients included height, weight and
blood pressure measurement, the presence of known risk
factors for atherosclerosis (diabetes, smoking, hyperten-
sion, heredity), and manifestations of atherosclerotic dis-
ease (peripheral arterial disease, cerebrovascular disease,
heart failure, erectile dysfunction, renal failure) were also
examined.

The patients’ prescribed medications were thoroughly
assessed including type of agent, daily dose and total du-
ration of therapy. These include antiplatelet agents, beta
blockers, calcium antagonists, angiotensin-converting
enzyme (ACE) inhibitors, angiotensin II receptor block-
ers (ARB), long-acting nitrates, lipid lowering agents and
metabolic agents to treat the angina (TMZ, ranolazine and
nicorandil). According to the current European Society of
Cardiology guidelines on stable coronary artery disease,
new medications were added or previously prescribed
ones were stopped, or their dose was adjusted to meet the
guideline-proposed recommendations [2].

After two months, the patients were seen again and un-
derwent physical examination and blood pressure mea-
surement. Weekly number of angina attacks, angina class
using CCS classification, and use of antianginal medica-
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tions were assessed, as well as the tolerance and adherence
to medications prescribed on the previous visit. The pre-
scribed medications and their dosage remained unchanged
throughout the follow-up period.

The primary end-point of the study was relief from
angina consisting of any reduction in CCS class, any re-
duction in number of angina attacks per week and any
reduction in number of tablets of short-acting nitrates
taken per week.

Statistical analysis

Continuous variables are presented as mean values + stan-
dard deviation (SD). Categorical variables are presented
as percentages. Depending on the distribution of the data,
t-test or Mann-Whitney test were used to compare con-
tinuous variables, whereas x> and Fisher’s test were used
for categorical variables. P-value of <0.05 was considered
significant. Statistical analysis was performed using com-
mercially available software (PASW Statistics, version 18,
SPSS Inc., Chicago, IL, USA).

RESULTS

A total of 3,490 patients, mean age 67 + 10 years (53.2%
males) were enrolled in the study. Most patients fulfilled
only the ECG criterion for inclusion in the study (Table 1).
Significant proportion of enrolled patients were hyperten-
sive, while other atherosclerotic risk factors were present
in expected proportions. The patients’ clinical character-
istics are given in Table 2. For every class of medications
(antiplatelets, long-acting nitrates, beta-blocking agents,
Ca-antagonists, ACE-inhibitors, ARBs or statins) there
was significant change in number of patients taking them,
when their therapy was corrected according to guidelines

Table 1. Enrolment of patients in the study based on inclusion criteria
(n=3,490)

Inclusion criterion Number o
patients (%)
Abnormal ECG at Visit 1 1,689 (48.4)
History of myocardial infarction 1,270 (36.4)
Exercise stress test 997 (28.6)
Positive stress Echocardiography stress test 121(3.5)
test :sgité\éeiacs:;nary 567 (16.2)
History of Previous PCl 833(23.9)
revascularization | Previous CABG 475 (13.6)

CABG - coronary artery bypass grafting; PCl - percutaneous coronary
intervention

Table 2. Clinical characteristics of the patients at Visit 1 (n = 3,490)

Clinical characteristics Values*

Age (years) 66.71 +9.75
Male gender (%) 1,857/3,490 (53.2%)
Smoking (%) 1,361/3,294 (39.0%)
Hypertension (%) 3,162/3,490 (90.6%)
DM on OAD (%) 973/3,490 (27.9%)
DM on insulin (%) 300/3,190 (8.6%)
PAD (%) 475/3,490 (13.6%)
Previous CVA (%) 395/3,490 (11.3%)
Chronic renal failure (%) 211/3,490 (6.0%)
BMI (kg/m2) 27.01£3.58
Systolic BP (mmHg) 141 +19
Diastolic BP (mmHg) 84+ 11

Heart failure 592/3,490 (17.0%)
Erectile dysfunction 126/3,490 (3.6%)

*The values are presented as mean + standard deviation and as the number
of patients with percentage.

DM - diabetes mellitus; OAD - oral antidiabetics; PAD - peripheral arteria
disease; CVA - cerebrovascular accident; BMI - body mass index; BP — blood
pressure

at Visit 1. Of note, this difference was the greatest regard-
ing trimetazidine and it was instituted for the first time in
3,064 out of 3,490 (87.8%) patients, while use of nicorandil

Table 3. Change in prescribed medication to patients in the study at Visit 1 (n = 3,490)

Number of patients (%) Duration of therapy
Drug class p bef h
Prescribed Not prescribed efore V1 (months)
. Taken before 2,777 (79.6) 224 (6.4)
Antiplatelets <0.001 9.6 +6.6
Not taken before 239 (6.8) 250(7.2)
. . Taken before 1,070 (30.6) 264 (7.6)
Long-acting nitrates <0.001 36.5 +28.6
Not taken before 221 (6.4) 1,935 (55.4)
. Taken before 1,890 (54.2) 753 (21.6)
Beta-blocking agent <0.001 52.0+25.7
Not taken before 297 (8.5) 550 (15.7)
Taken before 1,200 (34.4) 254 (7.3)
Calcium antagonist <0.001 48.3+28.2
Not taken before 326 (9.3) 1,710 (49.0)
Taken before 1,901 (54.7) 416 (11.8)
ACE inhibitor <0.001 42.0+30.5
Not taken before 316 (9.0) 857 (24.5)
i i Taken before 249 (7.1 72 (2.1
angllstensm receptor (7.1 (2.1) <0.001 12.8 484
ocker Not taken before 101 (2.9) 3,068 (87.9)
. . Taken before 1,706 (48.9) 504 (14.4)
Lipid lowering agent <0.001 284+22.38
Not taken before 365 (10.5) 915 (26.2)
. . Taken before 182 (5.2) 59 (1.7)
Trimetazidine <0.001 6.2+34
Not taken before 3,064 (87.8) 185 (5.3)

ACE - angiotensin-converting enzyme; V1 - Visit 1

doi: 10.2298/SARH1612590I
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Graph 1. The rate of discontinuation of prescribed medications at Visit
1; the graph displays high rate of discontinuation of several classes of
medications at Visit 1

ACE - angiotensin-converting enzyme; ARB - angiotensin Il receptor antagonist
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Graph 2. Canadian Cardiovascular Society (CCS) angina class in patients at Visit
1 and 2; the graph displays significant reduction in angina severity, expressed
as CCS class, in study population at Visit 2, after institution of adjusted medical
therapy according to current guidelines

and ranolazine was negligible (0.05% and 0.00%, respec-
tively) (Table 3). There was a high rate of discontinuation
of previously prescribed medications, classified in groups,
at Visit 1, initiated by treating physician (Graph 1). At Visit
1, number of prescribed medications from previously de-
tined groups of medication increased from 4.16 + 1.29 to
4.63 = 1.57 (p < 0.001). The median number of prescribed
drugs rose from four at Visit 1 (1-8) to five (0-7) at Visit 2.

There were 3,425 patients (98.14%) that were seen at
Visit 2 and the data on study end-points were collected for
them. At Visit 2, the patients had significantly lower blood
pressure (141 +19/85+ 11 vs. 130 + 12/ 80 + 8 mmHg;
p < 0.001). The patients” functional class data were avail-
able for 3,425 patients (98.14%) and it improved signifi-
cantly, with most patients reporting CCS class I (Graph
2). While most patients improved their CCS class, several
patients deteriorated and some remained in the CCS class
III and IV, warranting further investigation and possible
need for invasive coronary angiography (Table 4). The av-

Table 4. Change in CCS class at Visit 2 after adjustment of medical

therapy
CCS class Visit 1 CCS class Visit 2 No. of patients (%)
(No. of patients) 1 2 3 4
1(1,217) 1,199 (98.5) | 18(1.5) 0(0.0) 0(0.0)
2(1,684) 923 (54.8) | 749(44.5) | 12(0.7) 0(0.0)
3(475) 46 (9.7) 295(62.1) | 134(28.2) | 0(0.0)
4 (49) 6(12.2) 21(42.9) | 15(30.6) 7 (14.3)

CCS - Canadian Cardiovascular Society

erage weekly number of angina attacks was reduced from
2.82£2.50 at Visit 1 to 1.72 + 1.66 at Visit 2, as well as the
average weekly use of short-acting nitrates to treat these
attacks (2.69 £ 2.53 to 1.74 £ 1.47 tablets; p < 0.001 for all).

DISCUSSION

To the best of our knowledge, this is the first study evalu-
ating implementation of guideline directed treatment of
stable coronary artery disease in Serbian population which
is characterized by prevalent atherosclerotic risk factors
and low socioeconomic level. Our study demonstrated
that strict implementation of guideline-directed medical
therapy in patients with SCAD led to significant improve-
ment in patients’ status, as indicated by the reduction of
number of angina attacks, use of short-acting nitrates,
and lower CCS class, but at a cost of increased number of
prescribed classes of medications patients are taking. As
expected and documented in previous publications, the
use of beta-blocking agents and long acting nitrates was
independently associated with relief of angina [12, 13, 14].
The use of trimetazidine at the initial study visit was low
and substantially increased during the follow-up period.
Of note, the existing use of nicorandil and ranolazine in
Serbian population with SCAD was negligible.

We also observed a high rate of discontinuation of pre-
viously prescribed medication at Visit 1 (Graph 1). It was
especially high for ACE inhibitors, but it was also worth
of notice for beta blocking agents, ARBs, lipid lowering
agents, and trimetazidine. The reason for this could be
the presence of adverse events of the drugs, decreased pa-
tient compliance, and inefficient treatment for hyperten-
sion, which lead to switch from one drug class to another.
Unfortunately, adverse events of the medicines and the
patients’ compliance were not systematically evaluated in
the study.

The patients included in the study had a very high prev-
alence of hypertension, although significant proportion of
them had been treated with antihypertensive medications.
At Visit 1, besides adding trimetazidine to most patients’
treatment, new medications were added and dosage of
already instituted antihypertensive medication was cor-
rected to meet the guideline- defined goals. At Visit 2, the
patients had significantly lower blood pressure, within
treatment goals proposed by guidelines. This might have
caused an improvement in angina status and influence
the primary end-point of the study per se [15]. Also, the
increased compliance with already prescribed medication
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could cause this effect on blood pressure regulation. Al-
though adjustment of medical therapy has led to improve-
ment in clinical status and CCS class in most of the pa-
tients, some still remained in CCS classes III and IV (Table
4). This demonstrates limitations of medical therapy alone
in treatment of patients with SCAD, because the patients
that haven't improved after correction of therapy may be
candidates for invasive coronary angiography and inter-
ventional treatment. The important issue is an increase in
already high number of classes of medications prescribed
to patients at Visit 1. This may be caused by already in-
efficient treatment for angina, hypertension or dyslipid-
emia. The patients’ blood pressure at Visit 1 was not in
the range recommended by the current guidelines [15].
Also, many patients had an already proven CAD, so their
treatment must have consisted of antiplatelet agent(s), a
lipid lowering drug, and potentially a beta blocker [16],
besides treatment for hypertension. It can be argued that
already instituted medications were not prescribed in op-
timal doses, so that participating physicians might have
increased the dose of already prescribed medication in-
stead of implementing new ones. Noteworthy, potential
interaction between the drugs prescribed affecting their
efficacy can also be the issue.

Antiplatelet agents were frequently prescribed to our
patients (Table 3), given as secondary prevention, because
most patients had a previously proven CAD (history of
MI, PCI or CABG) (Table 1) [16]. The same applies for
beta-blocking and lipid lowering agents. Increased use of
trimetazidine is in line with current guidelines that rec-
ommend its use as a second line treatment for patients
who are still symptomatic despite use of the first line
medications (beta-blocking agents, calcium antagonists
and, nitrates) or who cannot tolerate them [2]. However,
it should be underlined that indication for its use bears
IIB class indication, level of evidence B [2]. The reason
to prescribe a second line agent, like TMZ, as a mono-
therapy should be guided by intolerance of the first line
treatment, notably bradycardia induced by beta-blocking
agents, headache and hypotension caused by long acting
nitrates or bradycardia, hypotension and peripheral ede-
ma caused by Ca antagonists. This finding corroborates a
large meta-analysis by Peng et al. [17] of randomized trials
comparing efficacy of TMZ added to conventional therapy
vs. conventional therapy only in patients with stable an-
gina. On the other hand, another meta-analysis, done by
Belsey et al. [18], has demonstrated beneficial effects of
adding TMZ to beta-blocking agents or Ca antagonists
on exercise tolerance and weekly angina frequency, but it
was not associated with the decrease in use of short-acting
nitrates. The evidence for TMZ as mono-therapy is not so
robust and large meta-analysis did not demonstrate clear
benefits from TMZ compared to alternative regimen with
nitrates. However, relatively few side effects is one of the

doi: 10.2298/SARH1612590I

most important advantages of TMZ that supports its use
in stable coronary artery disease [19]. Since the effects of
TMZ are related to metabolism of FFA, it also benefited
patients with heart failure, improving echocardiographic
indices of systolic and diastolic function [20]. It can be
argued that the period of two months between the study
visits may not be sufficient for instituted therapies to reveal
their full effect. However, the studies on effects of TMZ
in patients with SCAD evaluated its effects after four to
eight weeks of therapy, which makes our study design ap-
propriate [7, 21, 22].

Study limitations

The study was not randomized and the effects of such de-
sign have to be acknowledged. The time interval during
which stable angina was present was not assessed at the
inclusion in the study, so that complaints may be caused by
in-stent restenosis after PCI, especially within six months
after intervention, or graft failure after CABG. The ef-
fects of prescribed treatment were measured by subjec-
tive patient’s evaluation of their condition. The design of
the study did not allow for a washout period between the
discontinuation of the old and the introduction of any new
medication. Also, for medical reasons of continuing treat-
ment of angina, the study design did not include a cross-
over between prescribed medications groups. The patients
were interviewed about their compliance and possible un-
desirable effects of the prescribed treatment both at Visit
1 and Visit 2, but this was not recorded in the study data-
base, which may lead to erroneous conclusions regarding
their effectiveness. All this limits the power of the study to
assess the effects of individual medication groups on relief
of angina as a study end-point.

CONCLUSION

Adjustment of prescribed medications to meet guideline-
proposed goals in a large population of Serbian patients
with stable coronary artery disease, characterized by high
prevalence of risk factors, led to significant relief of an-
gina, supporting the concept of guideline-directed medical
therapy

NOTE

Epidemiology study database was provided by the Les
Laboratoires Servier. Data analysis was performed solely
by the authors and the scientific content of the manuscript
was not influenced in any way by the Les Laboratoires
Servier.
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YTUUaj meguMKameHTHe Tepanuje ycknaheHe npema akTyeNHUM Tepanujckum
BOAMYMMA Ha TEXKUHY CTabunHe KopoHapHe 6onectn Ko 6onecHnka y Cpbuju
WeaH Vinuh'2, NBan CraHkoBuh'?, AnekcaHgpa JaHnhujeBuh'?, JoBaHa Kywnh'3, Pagocas Bupakosnh'? Metap Otawesuh',

BecHa Angpuh®, CHexaHa Mo3HaHosuAS, MBaHa Metposuh'”, MBaHa bypa3sop'?, ApceH Puctuh'®, CreaH Unuh'®', iparaH
beHw ", TopaH [asugosuh'', fabpujena Crojkosuh', brsbaHa MyTHUKoBMA'? AnekcaHgap H. Hewkosnh'2

'YHuBep3utet y beorpagy, MeauumHcki dakynter, beorpag, Cpbuja;

2KnunHnuko-60nHMYKM LeHTap,3emyH’, Cnyxx6a kapauonoruje, beorpag, Cpbuja;
*KnuHnuko-6onHMYKK LeHTap,3emyH’, Cnyx6a Hedpponoruje, beorpag, Cpbuja;

“UHCcTUTYT 32 KapanoBackynapHe 6onectn, Jeantse’, Cnyxba Kapguonoruje, beorpag, Cpbuja;
53aB0f 32 3APABCTBEHY 3aLUTUTY pajHUKa xenesHuue, Cnyxba nHTepHe MeguumHe, beorpag, Cpbuja;

63aBop 3a jaBHO 3gpaB/be, Benvko Mpaguiwte, Cpbuja;
’3aBof 3a jaBHO 3apaB/be ,Bpauap’, beorpag, Cpbuja;

8KnuHuka 3a pexabunutauujy,p Mupocnas 3otoBuh’, Beorpag, Cpbuja;
*Knunnuku yeHtap Cpbuje, KnuHuka 3a kapauonorujy, beorpag, Cpbuja;

°YHneep3uteT y Huwy, MeauunHckn dakyntet, Huw, Cp6uja;
"UHctutyT  Huwka bama’, Huwka bawba, Cpbuja;

2YHuep3uteT y HoBom Capy, MeaunumnHckn dakyntet, Hosu Cag, Cpbuja;
BUHCTUTYT 33 KapanoBackynapHe 6onect, KnuHuka 3a kapaumonorujy, Cpemcka Kamernua, Cpbuja;
“YHueep3uTeT y Kparyjesuy, Oakyntet meguUmMHcKIx Hayka, Kparyjesau, Cpbuja;

*KnuHuukm uenTap ,Kparyjesal’, Kparyjesau, Cpbuja;
1%Onwra 60nHnua, Jleckosal, Cpbuja

KPATAK CAZIPXKAJ

YBop Ocobe Koje 6onyjy of cTabunHe KopoHapHe 6onecTu He-
[OBOJbHO Ce NpYAPKaBajy NPenopyKa O MPOMEHU XXUBOTHUX
HaBMKa 1 peJOBHOM y3UMatby Teparnuje.

Liwb papa Linb cTyamje je ncnutati ytmuaj MeguKaMeHTHe Te-
panuje ycknaheHe npema akTyenH/M NpenopyKama Ha TeXHY
aHrMHe NeKTOpU1C KOA NaLujeHaTa ca CTabunHoOM KOPOHapHOM
6onewhy y Cpbuju.

Metoge papa Y ctyanjy je ykibyyeHo 3.490 naunjeHatay 15
KapaMONoLWKNUX KIMHUKA ca CUMMATOMIMA CTabUIHe aHTvHe 1/
1Y NpoMeHama Ha enekTpokapavorpamy (EKI), npenexxaHum
nHdapkTom mmokapga (MIM), no3nTnBHUM TecTom GpU3nUKor on-
Tepehera, aHrnorpadcky JokazaHOM 3HauajHOM KOPOHaPHOM
6onelwhy 1 NPeTxogHOM peBackynapu3aLyjom MMoKapaa.
CBu 6onecHULM Cy CBeOOYXBATHO NMpErnefjaHy Ha MPBOj MOCETH
1 HaKOH ABa Mecella. Linmb ncrpaxusatba je cMarbere aHrmHo3-
HWx Teroba, aedrHMCaHO Kao 610 KakBO CMatberEe Knace fAe-
drHrcaHe KaHackum KaparonowKum apywtsom (CCS), 6poja
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aHTMMHO3HYX HamnajAa HefesbHO M/Unn cMarberbe 6poja y3eTnx
Tabneta KpaTkogenyjyhux HuTparta.

Pesyntatu BehriHa 6051ecHMKa je yKibyyeHa Ha OCHOBY Npome-
Ha Ha EKT-y (48,4%). Ha npBom npernepy npoceyaH 6poj knaca
neKoBa NpenucaHnX nauujeHTy nopactao je ca 4,16 + 1,29 Ha
4,63 + 1,57 (p < 0,001). Ha KoHTpONHOM Npernegy 6onecHNLK
Cy VIManu 3HauyajHO Marbe BPeAHOCTI KPBHOT NpuTucKa (141 £
19/85+118Bc. 130+ 12 /80 + 8 mmHg; p < 0,001) n BehurHa
je npunagana CCS knacu | (63,3%). MpoceyaH 6poj aHIMHO3HUX
Hanafa HefesbHO CMatbeH je ca 2,82 + 2,50 Ha NpBOj NoceTn Ha
1,72 £ 1,66 Ha gpyroj nocet. Takohe je cMareHa HefiesbHa yro-
Tpeba KpaTKogenyjyhrx HATpaTa pagm Kynupara aHr MHO3HMX
Hanaga, ca 2,69 + 2,53 Ha 1,74 + 1,47 Tabnete (p < 0,001 3a cBe).
3akmyuak YcknahvBamwe MefuKaMeHTHe Tepanuje npema
aKTyenHUM npernopykama [JOBOAM [0 3HaYajHOT CMarbetba aH-
rMHO3HYKX Teroba Kof 6onecHMKa ca NpUcyTHUM pakToprma
pusmnka y Cpbuju.

KrbyuHe peun: ctabunHa KopoHapHa 6o5ecT; npenopyke; me-
AMKaMeHTHa Tepanuja; TpMeTasnanH
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