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Abstract. Hospitalizations due to worsening of the clinical course of ambulatory care sensitive conditions
(ACSC) are the significant and growing burden on health systems. Chronic heart failure (CHF) is one of the five leaders
among chronic ACSC both in the frequency of hospitalizations and in their cost. Therefore, it is important to find pre-
dictors of the clinical course worsening which are easy to use in ambulatory settings.

The aim of the research: to assess the effect of medication adherence and decreased renal function on the
probability of hospitalization for CHF in the elderly during 6 months.

Materials and methods. The prospective research included 111 ambulatory elderly patients aged from 60 to
74 years with CHF, stage II, arterial hypertension, stage II and chronic kidney disease, stage II-IITA. During the first
ambulatory visit a general clinical examination and ambulatory card analysis were performed. Creatinine level was
checked with calculation of the glomerular filtration rate according to the formula of the Chronic Kidney Disease Epi-
demiology Collaboration (GFR EPI) to assess renal function. In addition, a 6-minute walk test (6MWT) was performed
and a quality of life assessment was conducted according to Minnesota Living with Heart Failure Questionnaire. Ad-
herence assessment on a Morisky Green Medication Adherence Scale as well as a collection of the information about
hospitalization during the previous 6 months was done during the last visit. The variable "interaction" between de-
creased renal function and poor medication adherence was introduced separately into the logistic analysis. A logistic
regression analysis was used to assess the influence of factors on the probability of hospitalization for CHF.

Results. During the observation 21 patients were hospitalized for CHF (21/93, 23%). The analysis of the dis-
tribution of adherence level and GFR EPI < 59,9 mL/min/1,73 m? between groups of hospitalized and non-hospitalized
patients revealed a predominance of non-adherent patients, as well as those with decreased renal function, in the group
of hospitalized ones. Clinical characteristics and laboratory parameters, by which the differences were found between
hospitalized and non-hospitalized patients, as well as categorical variables received by ROC-analysis - quality of life,
GFR EPlcq;, systolic blood pressure, 6MWT,,, and variable "interaction", were included in the univariate logistic analy-
sis. According to univariate logistic analysis, the hospitalization probability increased with GFR EPI < 599
mL/min/1,73 m? (OR-6,73, CI 2,34-19,35) and decreased in the presence of medication adherence (OR-0,08, CI 0,02-
0,37). In multivariate analysis (adjustment for lung crackles and functional class according to NYHA) or were 4,95 (CI
1,18-20,78) for GFR EPI < 59,9 mL/min/1,73 m? and 0,11 (CI 0,02-0,81) for medication adherence. During assessing
the "interaction" variable it was found that in non-adherent patients with GFR EPI<59,9 ml/min/1,73m? the chance of
inpatient treatment for CHF significantly increased by 6.82 times on average, with a maximum increase by 20 times.

Conclusions. Medication adherence and decreased renal function in our research were shown to be significant
predictors of hospitalization for CHF, which are simple to measure and assess and can be used in an outpatient setting.
By increasing adherence level, especially in elderly patients with impaired renal function, it is possible to reduce the
chance of inpatient treatment caused by CHF by 9.1 times.
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Introduction. Hospitalizations due to worsening
of the clinical course of ambulatory care sensitive condi-
tions (ACSC) are the significant and growing burden on
health systems [1]. Chronic heart failure (CHF) is one of
the five leaders among chronic ACSC both in the fre-
quency of hospitalizations and in their cost [2]. Accord-
ing to the MEDICARE database, the average cost of one
inpatient treatment for a patient with CHF is 14,631 dol-
lars [2], and this value could potentially increase even
more, given the high frequency of re-hospitalizations [2],
(31, [4].

If we integrate the above with the fact that the
prevalence of CHF is continuously growing with the
concomitant increase in the hospitalization numbers [3],
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the cost of lifelong patients treatment can cause a signifi-
cant strain on the health care system [4]. Costs almost
double in the simultaneous presence of CHF and chronic
kidney disease (CKD). The combination of these diseases
in the elderly in 2017 led to expenses of $§ 29 million,
accounting for about 50% of the total cost of CHF treat-
ment in this category of patients in the United States [5].
The presence of CKD accompanied neurohu-
moral changes that could lead to homeostasis disturb-
ances with sodium and fluid retention, resulting in de-
compensation leading to hospitalization [6], [7]. The
latter, in turn, is a trigger for further renal function de-
cline [7], [8]. Decreased renal function and hospitaliza-
tion for CHF are separately associated with a worse pa-




tient's prognosis, and it becomes even worse in case of
these factors combination [7]. Moreover, the risk of
events in a patient with CHF is high both during hospital-
ization and after discharge from the hospital [9].

An equally important factor influencing the hos-
pitalizations level is medication adherence, especially in
the long run [10], [11]. Maintenance of a high level of
adherence in patients who need lifelong treatment is a
lever that can be used to reduce the hospitalizations fre-
quency [10].

Rationale for the research. Based on the
aforementioned, a decrease in renal function and medica-
tion adherence are factors associated with the probability
of hospitalization. However, it remains unknown how
much they together affect the hospitalization risk. This
question is relevant because, given the irreversibility of
the glomerular filtration rate (GFR) decline in CKD, the
adherence level is a predictor that can and should be
influenced.

The aim of the research: to assess the effect of
medication adherence and decreased renal function on the
probability of hospitalization for CHF in the elderly dur-
ing 6 months.

Materials and methods. The prospective re-
search included 111 ambulatory elderly patients with
CHF. Inclusion criteria were age from 60 to 74 years, the
presence of CHF stage II, arterial hypertension (AH)
stage Il and CKD stage II-IIIA. Exclusion criteria were
chronic glomerulonephritis, chronic pyelonephritis, uro-
lithiasis, diabetes mellitus, decompensated liver cirrhosis,
cancer. Only observations with a complete data set (93
patients) were used for analysis.

The research consisted of two stages: during the
first outpatient visit and 6 months after it. During the first
ambulatory visit a general clinical examination and am-
bulatory card analysis were performed. Creatinine level
was checked with subsequent calculation of the glomeru-
lar filtration rate according to the formula of the Chronic
Kidney Disease Epidemiology Collaboration (GFR EPI)
to assess renal function. In addition, a 6-minute walk test
(6MWT) was performed and a quality of life assessment
(QoL) was conducted according to Minnesota Living
with Heart Failure Questionnaire (MLHFQ). Assessment
of adherence on a Morisky Green Medication Adherence
Scale as well as information collection about hospitaliza-
tion during the previous 6 months were done during the
last visit.

Most of the data had a non-normal distribution,
so the continuous variables are given as the median (Me)
with the first and third quartiles [25; 75]. Categorical data
are presented as the number of patients (n) with their
percentage in the research group (%). To assess the sig-
nificance of differences between groups of hospitalized
and non-hospitalized patients, the Mann-Whitney U test
for quantitative variables and Pearson's 2 test (including,
with Yates's correction) or Fisher's exact test for nominal
ones were used. To assess the influence of factors on the
probability of hospitalization for CHF a logistic regres-
sion analysis was used. Variables that showed to be sta-
tistically significant in the univariate logistic analysis
were used in multiple logistic models [12]. For all varia-
bles in the multiple regression equation, the presence of
multicollinearity and outliers were checked, and the
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number of observations per 1 predictor exceeded 10. To
recode continuous variables into categorical ones, a ROC
analysis was held to determine the cut-off point using
Youden's index (J) with related AUC and the sensitivity
(Se) and specificity (Sp) of the found point. The AUC is
given together with 95% CI. Medication adherence and
functional class (FC) according to NYHA was coded
using a dummy variable, where the value of "1" corre-
sponds to 3 points for adherence and II FC for NYHA. In
addition, the variable "interaction" was introduced sepa-
rately into the logistic analysis, and the value of "1" was
given in the case if the patient had GFR EPI<59.9
ml/min/1.73m2 together with poor medication adherence
on the Morisky Green Scale. The statistical significance
of the regression coefficients was checked using Wald's
statistics. The contribution of each predictor included in
the multiple logistic equation to the probability of hospi-
talization was assessed using the value of odds ratio
(OR), which is given with the corresponding 95% CI. All
tests were two-tailed and the results considered signifi-
cant at p <0.05. Statistical analyses were performed by
using STATISTICA software package (StatSoft Inc.,
ver.6.1, serial number AGAR909E415822FA). ROC
analysis and construction of ROC curves were performed
in the MedCalc software package (www.medcalc.org,
trial version 20.009).

Results. During the observation 21 patients were
hospitalized for CHF (21/93, 23%). Among hospitalized
patients, women predominated (29 versus 40%), but the
difference was not statistically significant. The age of
patients who need inpatient treatment did not differ from
those who did not need it (p> 0.05). A statistically signif-
icant difference (p <0.05) in the AH duration (10 [8; 11]
versus 8 [7; 10]) and the level of systolic blood pressure
(SBP), mm Hg (149 [143; 152] versus 142 [137; 148])
was found between hospitalized and non-hospitalized,
respectively. When assessing renal function, the groups
differed significantly in the level of creatinine, umol / 1
(88 [86; 95] wversus 83 [79; 89]) and GFR EPI,
ml/min/1.73m? (59.8 [56; 70.2] versus 69.9 [64.2; 79.7])
for hospitalized and non-hospitalized, respectively. At
clinical assessment in hospitalized patients were more
likely to detect lung crackles (67% (14/21) versus 14%
(10/72)), higher NYHA FC (for I FC - 0% versus 44%
(32/72), for I FC - 95% (20/21) versus 53% (38/72)), and
during 6MWT they passed on average a smaller distance
in meters (287 [282; 311] versus 364 [309; 404]). At the
survey, hospitalized patients had a higher QoL score in
points (higher score - worse QoL on MLHFQ) - 49 [44;
57] versus 40 [30; 47], and worse medication adherence
level (1 and 2 points were chosen by 91% (19/21) versus
43% (31/72)).

Continuous variables QoL, GFR EPI, SBP, and
6MWT were recoded into dichotomous (QoLc, GFR
EPlLcat, SBPcai, 6BMWTy) using ROC-analysis, and a value
of "1" was given to the category, which is associated with
an increased hospitalization probability. The cut-off
points were as follows: QoL >41 score (J-0,44, AUC-
0,76 (0,66-0,85), Se-85,71%, Sp-58,33%, p<0,01); GFR
EPI < 59,9 mL/min/1,73 m? (J-0,43, AUC-0,7 (0,6-0,8),
Se-61,9%, Sp-80,56%, p<0,01); SBP>142 mmHg (J-
0,30, AUC-0,71 (0,61-0,8), Se-76,19%, Sp-54,17%,
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p<0,01); 6MWT <311 m (J-0,53, AUC-0,78 (0,68-0,86),
Se-80,95%, Sp-72,22%, p<0,01).

Clinical characteristics and laboratory parame-
ters, by which the differences were found between hospi-
talized and non-hospitalized patients, as well as categori-
cal variables - QoLca, GFR EPlca, SBPca, 6OMW Ty, and
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variable "interaction", were included in the univariate
logistic analysis.

Data on the prognostic capacity of variables ob-
tained in the univariate logistic analysis, together with the
assessment of the equations' quality and their predictive
value are presented in table 1.
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Table 1
Clinical and laboratory predictors of hospitalization (univariate analysis)
Regression , .
Predictor coefficient | * 4198 A0S 2 OR AUC
(standard () 95% CI) 95% CI)
error) (p)
SBP, mm Hg 0,11 (0,04) 7,9 (<0,01) 8,88 (<0,01) 1,12 (1,04-1,21) 0,71 (0,61-0,8)
SBP.a 1,33 (0,56) 5,56 (0,02) 6,29 (0,01) 3,78(1,25-11,43) 0,65 (0,55-0,75)
AH duration, years 0,24 (0,11) 4,94 (0,026) 5,1 (0,025) 1,27 (1,02-1,6) 0,67 (0,56-0,76)
QoL, score 0,12 (0,03) 11,8 (<0,01) 15,2 (<0,01) 1,1 (1,05-1,18) 0,76 (0,66-0,85)
QoL ca 2,13 (0,67) 10,15 (<0,01) 13,8 (<0,01) 8,4 (2,27-31,1) 0,72 (0,62-0,81)
Creatinine, umol/L 0,08 (0,03) 6,3 (0,01) 6,9 (<0,01) 1,08 (1,02-1,15) | 0,67 (0,57-0,76)
GFR EPI, -0,07 6,6 7,8 0,94 0,7
mL/min/1,73 m? (0,03) (0,01) (<0,01) (0,89-0,99) (0,6-0,8)
6MWT, m -0,02 (<0,01) 10,23 (<0,01) 13,4 <0,01) 0,98 (0,97-0,99) | 0,78 (0,68-0,86)
6MW T 2,4(0,6) 15,27(<0,01) 19,5(<0,01) 11,1 (3,3-36,88) | 0,77 (0,67-0,85)
ﬁfg";‘les over the | 5 55 (0,58) 19,18 (<0,01) | 21,45(<0,01) | 12,4 (4,02-38,26) | 0,76 (0,67-,85)
NYHA FC 2,83 (1,05) 7,24 (<0,01) 14,77 (<0,01) | 16,9 (2,15-132,94) | 0,71 (0,6-0,8)
Medication adherence -2,53 (0,78) 10,51 (<0,01) 16,77 (<0,01) 0,08 (0,02-0,37) | 0,74 (0,64-0,82)
GFR EPly 1,91 (0,54) 12,51 (<0,01) 13,21 (<0,01) | 6,73 (2,34-19,35) | 0,72 (0,61-0,80)
Interaction 1,92 (0,56) 12,01 (<0,01) 12,27 (<0,01) 6,82 (2,3-20,21) | 0,69 (0,59-0,78)

The analysis of the distribution of adherence and
GFR EPI.: between groups of hospitalized and non-
hospitalized patients revealed a predominance of non-
adherent patients, as well as those with decreased renal
function, in the group of hospitalized ones (Fig. 1).

Given that both indicators may have an impact
on the level of hospitalization, but had non-equal distri-
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bution between the groups, it was checked whether the
variables shown in table 1 retain their significant impact
after adjustment for the adherence and GFR EPI.. (Table
2).

Next in our research, we measured the effect of
medication adherence and GFR EPI., on the probability
of hospitalization caused by CHF (Table 3).
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Fig. 1. The structure of cohorts of hospitalized and non-hospitalized patients by level of adherence and

GFR EPlcat.
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Table 2
Clinical and laboratory predictors of hospitalization (multivariable analysis)
. OR' N OR’ N OR’ N
Predictor (95% CI) p (95% CI) p (95% CI) p

SBP, mm Hg 1,05(0,96-1.2) | 0,01 1’21 S} ;86' 0.16 1(0,9-1,1) 0.98
SBPu 136

(03740 064 | 1,82(0,51-65) | 036 | 0,63(0,14-2,8) 0,55
Al duration, years © 916.211 51) <0,01 | 1,04(0,8135) | 076 | 1,03(0,79-136) 0.82
QoL, score 1,08 0.035 | 1,08 (1.02-1,16) | 0,016 | 1,05 (0,98-1.13) 0.19

(1,01-1,16)
QoLen 3.36 0.1 434 0.029 | 1,72 (0,33-9,02) 0.52

(0,76-14,78) (1,18-19,97)
6MWT, m 0,99

(0080.009) | <0029 | 0.99(098-10) | 0056 | 099 (0.98-101) 0,27
MW Ton 6,81 (1.9- 6,89 (1.81- 4.62 (1.16-

24,13) <0,01 26,24) <0,01 18,39) 0,03

Lung crackles 8,07 11,65

(2452654 <0,01 Galsoegy | <001 | 952063485 | <001
NYHA FC 12,32 (1,5-101) | 0,019 " o | 0025 | 91(11-7738) 0,043

Notes:* - the significance level of Wald's statistics for the corresponding coefficient in the logistic equation. OR! —
adjusted for adherence. OR ? — adjusted for GFR EPI.,. OR *- adjusted for both adherence and GFR EPIy.

Table 3
Medication adherence and GFR EPl.a as hospitalization predictors (multiple logistic analysis)
> g &
S = 2z » S
= | = = =
Predictor = -2 i § @ N é % X
s = 89 = z & Q)
= »n = = S
5 3 E
& = ~
Medication adherence* -2,18 0,99 4,82 0,028 0,11 (0,02-0,81)
GFR EPILy* 1,6 0,72 4,9 0,027 4,95 (1,18-20,78)

Notes:* - Factors are adjusted for the presence of crackles over the lungs and NYHA FC.

Discussion. The analysis of the obtained results
revealed that the SBP and duration of AH were signifi-
cant predictors in the univariate analysis, but after ensur-
ing a uniform distribution of adherence and GFR EPIy
they lost their significant effect on the inpatient treatment
probability in our research. The QoL score as a continu-
ous variable remained a significant predictor of hospitali-
zations only when controlling either adherence or GFR
EPl.a, but lost its effect when simultaneously controlling
both of these covariates. QoLca had an effect on hospital-
ization only when was introduced into the logistic equa-
tion along with the GFR EPl.a, but the introduction into
the equation with the adherence, as well as with adher-
ence and GFR EPl. simultaneously, excluded this pre-
dictor from the range of significant variables. After con-
trolling the adherence by multivariate regression, both
6MWT variables (the continuous and the obtained using
the cut-off point) continued to affect significantly the
hospitalization probability. However, after GFR EPl¢
control, as well as simultaneous control of GFR EPI.y
and adherence, only 6MWT.; remained a significant
predictor of inpatient treatment in the next 6 months. Of
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the variables listed in Table 2, only NYHA FC and the
presence of lung crackles were significant independent
predictors of hospitalization in all three equations, i.e.
their effect remained statistically significant even after
control of adherence and GFR EPI:.

GFR EPI as a continuous variable has not been
shown to be a statistically significant hospitalization
predictor according to the results of both simple and
multiple analyses (correction for adherence). Based on
the data given in table 3, the GFR EPI<59.9 ml/min
/1.73m2 (as a binary variable) has a significant impact on
the chance of hospitalization caused by CHF. The chance
of inpatient treatment for the patient who has GFR
EPI<59.9 ml/min/1.73m2 increases by 573% in the uni-
variate logistic analysis, and by 395% when controlling
other covariates by multiple logistic analysis (compared
with patients with GFR EPI >59.9 ml/min/1,73m?). That
is, a decline of kidney function leads to an increased
probability of the patient being hospitalized, which coin-
cides with the data Damman et al. [6] i Mullens et al. [7].

During assessing the "interaction" variable it
was found that in non-adherent patients with GFR
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EPI<59,9 ml/min/1,73m? the chance of inpatient treat-
ment for CHF significantly increased by 6.82 times on
average, with a maximum increase by 20 times (table 1).

In a univariate analysis, the hospitalization
chance in adherent patients was only 8% from that in
non-adherent ones. When variables GFR EPI.:, NYHA
FC, presence of lung crackles were controlled by multiple
logistic regression, the chance of hospitalization of ad-
herent to treatment patients was even less being only
2.8% of the chance of non-adherent ones. According to
the obtained data, it can be concluded that the adherence
indicator had protective properties and was inversely
related to the indicator of hospitalization chance: an in-
crease in adherence led to a decrease in the hospitaliza-
tion probability. A similar effect of medication adherence
on the level of hospitalization was shown in a study by
Hood et al. [11], who found that an increase in adherence
leads to a decrease in the frequency of hospitalizations.

The importance of the obtained data is explained
as follows. If a patient already has CKD, GFR irreversi-
bly decreases with time and the doctor can usually only
slow down the rate of this decline. In old age decline in
GFR caused by age-related changes [13], further acceler-
ated due to pathological changes caused by diseases (AH,
CKD and CHF) [7], [14], [15], especially in case of poor
control of their compensation. The latter is highly de-
pendent on evidence-based therapy, which is recom-
mended by guidelines. Therefore, understanding that
GFR EPI<59.9 ml/min/1.73m2 is an indicator that we can
hardly influence, attention should be paid to the level of
patient medication adherence. This is especially true in a
patient with already existing CKD stage 3a because by
increasing the level of medication adherence, we simulta-
neously reduce the patient’s chance of being hospitalized
for CHF by 9.1 times.

Conclusions. Medication adherence and de-
creased renal function in our research were shown to be
significant predictors of hospitalization for CHF, which
are simple to measure and assess and can be used in an
outpatient setting. By increasing adherence level, espe-
cially in elderly patients with impaired renal function, it
is possible to reduce the chance of inpatient treatment
caused by CHF by 9.1 times.

Perspectives for further research. Assessing
the impact of medication adherence and renal function on
the long-term prognosis of hospitalizations involving
more patients.
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Pe3rome. eas. OLeHUTh BJIMSTHUE
MPUBEPKEHHOCTH K JICYCHUIO M CHIDKCHHS (DYHKIIUU
IOYCK Ha BEPOSATHOCTh TOCIUTAIU3AIMH I10 IOBOIY
XpoHHUUeckoi cepaeuynoir Henmocrtatounoctn (XCH) B
TEUYCHUE 6 MECAIEB Y OONBHBIX MOXKUIIOTO BO3PACTa.

Meronpl. B uccrienoBanne ObUIM BKIIFOYCHBI
111 GoxpHbIX B Bo3pacte oT 60 mo 74 nmer ¢ XCH Ha
(GoHE apTepHATBHON THIIEPTECH3UM M XPOHUYECKOTO 3a-
OoneBanus mouek. J[yis oreHkM (QyHKIMU TOYEK orpee-
JISUTH YPOBEHb KPEaTWHHHA W PACCUUTHIBATHA CKOPOCTH
kiyooukoBoi ¢uinbTpaiun (CK® EPI). Takxe Bbimon-
HSJICS TeCT ¢ 6-MuUHYTHOM X01600i (T6X), orieHnBaIOCh
kauecTBO ku3HU (KJK) 1 npuBep)keHHOCTP K JICYCHUIO.

Pesynbratnl. 3a BpeMs HaOmozeHus 21 ma-
IUEHT OBLI TOCHHUTAIM3UPOBaH. [lokaszaTesu, MO KOTO-
PBIM OBUTM BBISIBIICHBI PA3IMUUs MEXKIY TOCIHUTAIH3UPO-
BaHHBIMH M HE TOCIUTAIU3UPOBAHHBIMH TAIUCHTAMH, a
Take kareropuanbHble nepemeHHsie KK, CK® EPI,
CHUCTOJIMYECKOTO apTepUasbHOro naBieHus, T6X, u me-
PEMCHHAsT «B3aUMOJICHCTBHE» OBLTH BKIIOYCHBI B YHHBA-
pUaHTHBIN JIOTUCTUYECKUM aHanmu3. [1o JaHHBIM aHaIM3a,
BEPOSTHOCTh TOCHUTATM3AIMHN YBeanunBaiach mpu CK®
EPI <59,9 mn/mun/1,73 m? (OL-6,73, TN 2,34-19,35) u
YMCHBIIAJIACh MPH HAJTUYUN MPHUBEPKCHHOCTH K Jieue-
Huto (OILI-0,08, 11 0,02-0,37). IIpu MHOXECTBEHHOM
aHanu3e (KOPPEKIUs Ha HAJIWYAE XPHUIIOB B JISTKHX U
¢ynkuroHanbHbI Kitacc mo NYHA) OLI cocrasuio
4,95 (I 1,18-20,78) nma CK® EPI <59,9 mu/mun/1,73
m2Ta 0,11 (JIX 0,02-0,81) 1st IPHBEPKEHHOCTH.

BoiBoabl. IIpuBEepKEHHOCTh K JICUCHHIO H
CHI)KCHHAs] (DYHKIMSI TIOYCK OKA3aJUCh JTOCTOBEPHBIMU
NpeMKTOpamMu rocnuTanu3anuu no nosoay XCH, xoro-
pBI€ SIBIISIOTCS MPOCTHIMU JUIS U3MEPEHUS U OLICHKUA U
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MOTYT OBITh UCIIOJIB30BaHBI B aMOYJIaTOPHBIX YCIIOBHSIX.
YBenuuuBas mokasateib MPUBEPKEHHOCTH, OCOOCHHO Y
MAIMCHTOB ¢ HapymieHHeM (DYHKIIMH MTOYEK, MOXHO J0-
OUTHCSA CHIDKCHHS IIIaHCA CTAIMOHAPHOTO JICYCHUS Y
00JILHOTO MOXKHJIIOTO Bo3pacTta B 9,1 pasa.

KnroueBble cioBa: XpoHHMYeCKas cepledHass HelocTa-
TOYHOCTh, HPUBEP)KEHHOCTh K JIEYEHHIO, CHIDKCHUE
(YHKIMH TTOYEK, TOCTATAIIM3ALNS, TTOXKUIIOH BO3pacT.
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MNPUXUJIBHICTD 10 JIKYBAHHSA TA
3HU)KEHHS ®YHKIIII HUPOK SIK
NPEJIAKTOPU T'OCHITAJIIBAILL 3 MTPUBOIY
XPOHIYHOI CEPIHEBOI HEJOCTATHOCTI Y
XBOPUX ITOXHUJIOTI'O BIKY
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Pe3rome. Meta. OIiHUTH BIUIMB MPUXHIBHOC-
Ti JI0 NiKyBaHHS Ta 3HIKEHHS (YHKIIi HUIPOK Ha BipoOTij-
HICTH rocmitaizalii 3 IpHBOAY XPOHIYHOI cepueBoi He-
nocratHocTi (XCH) npotsirom 6 MicsIIiB Y XBOPUX MOXH-
JIOTO BIKY.

Metoau. Y npocneKTHBHE JOCIIHKEHHS 0YyII0
BkitoueHo 111 xBopux BikoM Bin 60 no 74 pokis 3 XCH
Ha (OHI apTepialbHOI TiepTeH3ii Ta XPOHIYHOTO 3aXBO-
proBaHHsI HUPOK. J{J1st oniHKM (DYHKIIT HUPOK BU3HAYAIIN
PiBEHb KpEaTHUHIHY Ta PO3PaXOBYBAIIM MIBUAKICTH KITy0O-
ykoBoi inprpanii (IIK® EPI). Takox BHKOHYBaBcs
TecT 3 6-xBUIMHHOMW Xx071010 (T6X), oliHIOBanacs sIKicTh
xutTTs (SIK) 1 npUXUIBHICTE 10 TiKyBaHHS.

PesyabraTn. 3a yac cnoctepexenHs 21 mari-
enT OyB rocmiTanizopanuii 3 mpuBoxy XCH (21/93, 23%).
Kniniyai ta nabopaTopHi NOKa3HWKHU, 32 SIKUMH OYyIIo
BUSIBJIEHO BIJMIHHOCTI MIK TOCIITaJII30BAHUMH 1 HETOC-
MiTATI30BAaHUMH TMaIliEHTAMH, & TAKOX KATCTOPIiiHI 3MiH-
Hi SDK, IIK® EPI, cucromniyHoro aprepiajibHOr0 THCKY,
T6X, Ta 3MiHHY «B3aeMofis» OyJ0 BKIIOYEHO B yHiBa-
PIHTHHH JIOTICTHYHUIA aHaNi3. 3a JaHUMHU OCTaHHBOTO,
BipoOriJiHiCTh rocmitamzanii 30utbnryBanacs npu KD
EPI <59,9 mu/xs/1,73 m* (BIII-6,73, JI 2,34-19,35) Ta
3MEHIIyBaNacsl MpU HAasBHOCTI MPUXHIIBHOCTI /O JIKY-
Banus (BII-0,08, A1 0,02-0,37). [Iyis MHOKUHHOTO aHa-
i3y (KOpEKIlisl Ha HasBHICTh XPHIIIB y JIETeHsX Ta (QyHK-
uionaneHui kiac 32 NYHA) BII cranosuio 4,95 (I
1,18-20,78) ans IIK® EPI <59,9 mu/xs/1,73 m*i 0,11
(A1 0,02-0,81) mast mpUXHIBLHOCTI.

BucnoBku. [IpuxuibpHICTh 1O JIKyBaHHS Ta
3HWKEHa (YHKIiS HUPOK BHUSBHIMCS JIOCTOBIPHUMH
npeaukTopaMu rocritanizanii 3 npuBoxy XCH, siki €
MIPOCTUMH JUIsi BUMIPIOBaHHS Ta OI[IHKH 1 MOXYTh OYyTH
BUKOpHCTaHi B amOyJaTOpHUX yMOBax. 3OUIBIIYIOYH
MOKa3HUK MPUXMUIBHOCTI, OCOOJIMBO y MAI€HTIB 31 3HU-
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KEHOI0 (YHKIIEI0 HHUPOK, MOXKHA JIOCATTH 3HIKECHHS Koarou4oBi cioBa: xpoHiyHa cepleBa HejocTa-
IIAHCY CTALlIOHAPHOTO JIIKYBaHHS Y XBOPOTO MOXWJIOTO  THICTh, PUXHIIBHICTH JIO JIIKYBaHHS, 3HWKEHHS (QYHKIIT
BiKky y 9,1 pazu. HUPOK, TOCHiTali3aMis, HOXWINH BiK.
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