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Abstract. Background. Heart failure is alife-threatening disease, and ifs solution should be seen as.a global health priority. Heart
failure is indeed a complex disease and has unfil now been the leading cause of morbidity and mortality in developing and
developed counfries. Standardized medical therapy was successful in the early stages of heart failure. The advanced sfages
of heart failure require frequent hospitalization because of the presence of severe heart failure and / or associated co-morbid
condiifions that require the strict implementation of an adequately individualized multidisciplinary approach and quality mea-
sures. Materials and methods. In our review Ukrainian and infernational clinical guidelines, recommendations, documents and
scientific literature were used. Resulfs. The range of diseases that predispose patients to heart failure is extrernely wide. Health
care professionals in all clinical disciplines should receive educdation to identify patients with diseases that increase the risk of
heart failure and prescribe preventive medications. This ensures that as many people as possible get access fo therapyEven
affer the development of heart failure, premature deaths can be prevented if they are taught fo recognize symptoms and
seek immediate medical aftention. Public awareness campaigns on these messages have a great potential forimproving out-
comes for patients with hearf-failure ang, ultimately, for saving lives.Compliance with the recommendations of clinical practice
is also associated with improved results for patients with heart fallure. However, there are significant differences in how closely’
the doctors follow the recommendations. In order to promofe equitable care, improvements should be promoted through the
use of indicators and incentfives for hospitals that are appropriate to local condifions. The policy should facilitate the research
needed fo create an evidence base for performance indicators that reflect improved outcomes for patfients. Conclusions.
Prevention of heart failure is of paramount imporfance. Ensuring access fo preventive drugs should be provided o those who
are at greatest risk for developing heart failure, regardless of age, sex or income. Cost-effective information, education and
support programs to reduce the risk of heart failure should be at the forefront of public health guidelines. Lifestyle events can
have a significant impact on the hedlth of the world, because obesity, diabetes, cigarette smoking and high blood pressure
significantly increase the likelihood of heartf failure. Renewing commifment fo public educafion the importance of healthy

nuftrition and Wéighf, regular exercise and prevéntion of smoking should be a priority for policy makers.
Keywords: heart failure; prevention; compliance; medical care; therapeutic education

introduction

Cardiovascular disease (CVD) remains the leading
cause of death, premature mortality and disability world-
wide. The mortality rate from CVD has been declining
since the early 1990s as a result of significant changes in
lifestyle and improved health care. This growing preva-
lence is due to improved survival of people with myo-
cardial infarction and patients with heart failure and a
high burden of heart risk factors for people such as hy-
pertension, obesity, diabetes and smoking. While physi-
cal activity and regular exercise are emphasized for the
development of general cardiovascular health, modern
guidelines for heart failure inadequately emphasized the

importance and recommendations for physical activity
as a means of preventing a condition [1].

Nevertheless, there are certain regions with signifi-
cantly higher total and mortality from cardiovascular
diseases, despite relatively good access to medical care
and invasive cardiology procedures. Previous reports
conducted among residents of these regions showed ad-
verse lifestyles with a very low prevalence of people who
follow current recommendations for the prevention of
cardiovascular diseases. This poor adherence to recom-
mended recommendations may be a function of a lack
of awareness of the methods of preventing CVD. Several
studies have indicated that improving awareness of the
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risk factors for cardiovascular disease and prevention can
be a prerequisite for adopting of a healthy lifestyle [2].

To determine the most effective ways to solve the
problem of heart failure in different parts of the world,
an international approach is needed, as well as the inclu-
sion of necessary measures in everyday practice. Political
initiatives at the local, national and international levels
can reduce mortality due to heart failure and improve the
quality of life of patients.

The global burden of heart failure

In recent years, the survival rates of patients with
heart failure have improved in many parts ofthe world, in
parallel with the introduction of modern evidence-based
methods and patient management systems. Neverthe-
less, about 2-17% of those admitted to the hospital with
heart failure die in the hospital. Survival rates are better
for those who are treated in outpatient clinics, which
usually have less pronounced symptoms than those who
are treated in the hospital. However, even the newest
therapies can only alleviate the symptoms in many pa-
tients without slowing the progression of their disease or
prolonging life. This is due to the fact that heart failure
can arise due to a number of different underlying prob-
lems with the structure or function of the heart, some of
which are more difficult to treat than others [3].

HF may seriously damage developing countries by
creating loss of productivity of cardiac patients. It often
severely limits a person’s ability to work. Loss of produc-
tivity hurts not only the individual, but affects the fam-
ily’sincome and the country itselfby extension. Also, the
weakened cardiac patients often need care givers; conse-
quently, a care giver often is a family member and he or
she has to stop working in order to nurse a cardiac patient
at home[2, 3].

Infections remain a common cause of heart failure in
many parts of the world and can affect any age. Heart
failure is not a disease of the elderly in sub-Saharan Af-
rica, where half ofthe patients hospitalized with this dis-
ease are 55 years or younger. Patients in the Asia-Pacific
region are also usually younger than in the western re-
gions. Rheumatic fever due to preventable bacterial in-
fections is an important cause of heart failure in Africa,
Asia, Australia and Latin America. HIV infection is also
a major source of cardiovascular disease worldwide. In
areas of Latin America where Chagas disease is preva-
lent, almost halfofall cases ofheart failure are the direct
result ofthis preventable parasitic infection [4, 5].

Heart failure is a widely researched disease because
of its burden. There are many studies in which the inci-
dence of heart failure is positively associated with several
risk factors. The very first study that addressed the etiolo-
gy ofthis disease was a cohort study that followed people
for 20 years, a study of the heart of Framingham in the
1970s. According to the Framingham Heart Study, heart
failure had several major risk factors. It was found that
the highest risk factor for heart failure among the popu-
lation is hypertension, which accounts for 39% of heart
failure in men and 59% in women. The second most sig-
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nificant risk factor was myocardial infarction, which ac-
counts for 34% ofheart failure in men and 13% in wom-
en. Other important risk factors were diabetes mellitus,
left ventricular hypertrophy and heart valve disease. This
was the first scientific evidence of heart failure associated
with behavioral factors [6, 7].

Heart failure significantly affects the quality of life of
patients. Fear, anxiety and depression are common, and
work, travel and everyday social and leisure activities are
difficult for people with shortness of breath and extreme
fatigue. Emotional, physical and financial costs are also
high for those who care for family members with heart
failure.Heart failure leads to a large number of deaths
and a widespread disease and requires huge economic
and social costs, and the problem worsens. It is time for
coordinated awareness programs about heart failure and
strategic and policy initiatives to improve patient care.

Preventing heart failure in high-risk
groups

Prevention of heart failure is of paramount impor-
tance. After an establishment the deterioration ofa status
of heart can be often treated, but, as a rule, it is impos-
sible to cancel. Policymakers should emphasize the need
for health professionals in all clinical disciplines to iden-
tity patients with diseases that increase the risk of heart
failure and prescribe preventive drugs. Ensuring access
to preventive drugs should be provided to those who are
at greatest risk for developing heart failure, regardless of
age, sex or income. Policymakers should also give pri-
ority to the elimination of certain infectious diseases in
some parts of the world where they continue to cause
heart failure [2, 7].

Risk factors for heart failure vary from lifestyle fac-
tors to concomitant diseases, medications, laboratory
and visual characteristics for new biomarkers and ge-
nomic markers. The risk of heart failure increases with
age, and the male sex is associated with a higher risk.
Higher physical activity, increased salt intake and lower
socioeconomic status were associated with increased
risk. Hypertension, diabetes, obesity and coronary dis-
ease all increase the risk. More than half of patients hos-
pitalized with heart failure, regardless of the ejection
fraction, have coronary artery disease. Hypertension and
coronary artery disease are the most common and most
powerful risk factors, which bring an increased risk 0f2-3
times. Varvular heart disease increases the risk due to he-
modynamic changes.

Obesity, due to a variety of mechanisms, predisposes
to heart failure. Excessive use ofalcohol increases blood
pressure and is a direct myocardial toxin; However, light
consumption is moderately associated with risk, espe-
cially in men. Smoking contributes to several cardiovas-
cular risk factors associated with heart failure. Dyslipid-
emia and renal dysfunction predispose to heart failure.
Other co-morbidities that increase the risk include ane-
mia, sleep breathing disorder, increased heart rate, lung
dysfunction and microalbuminuria. The levels ofhomo-
cysteine and natriuretic peptide are associated with an
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increased risk. Serum resistance, lipoproteins associated
with phospholipase A2 and myeloperoxidase are also as-
sociated with an increased risk [5-7].

Several chemotherapeutic agents, for example doxo-
rubicin, cyclophosphamide, trastuzumab and 5-fluo-
rouracil, are associated with heart failure. Inhibitors of
cyclooxygenase-2 may increase the risk of myocardial
infarction. Thiazolidinediones were associated with
edema and heart failure. Several cardiac anatomical and
physiological measures are associated with a higher risk,
including enlargement of the chamber with an increase
in terminal diastolic or terminal systolic dimensions, an
increase in left ventricular mass, worsening diastolic fill-
ing ofthe left ventricle, an increase in the left atrium and
asymptomatic systolic dysfunction. There is growing in-
terest in genomic predictors ofheart failure.

While patients at high risk benefit greatly from proper
and consistent treatment, unfortunately, they often un-
dergo suboptimal management. Their inability to toler-
ate even minor fluctuations in cardiac and renal function
makes them vulnerable to frequent and recurring epi-
sodes of acute heart failure.

Many people have diseases that put them at risk of
heart failure. Health care professionals who treat such
patients should adopt abroad approach that includes en-
couraging positive lifestyle changes that reduce the risk
ofheart failure and prescribe preventive therapy as need-
ed. Medications that control blood pressure, heart rate
and cholesterol levels are effective in preventing heart
failure in a large number of people who have conditions
such as high blood pressure, coronary heart disease, kid-
ney disease and diabetes. Pacemakers and the replace-
ment of heart valves can also prevent heart failure in a
small number of people who have a particular heart rate
or valve disorders. The range of diseases that predispose
patients to heart failure is extremely wide. Health care
professionals in all clinical disciplines should receive
education to identify patients with diseases that increase
the risk ofheart failure and prescribe preventive medica-
tions. This ensures that as many people as possible get
access to therapy [1, 4, 7].

Patients receiving long-term preventive therapy
should be evaluated regularly at the expense of health
care providers. In addition, patients with chronic dis-
eases, such as coronary artery disease or Chagas disease,
should periodically evaluate and monitor heart changes.
Patients with breast cancer are another group that will
benefit from such monitoring. Several existing and new
methods of treating cancer are toxic to the heart, and it
is important for health professionals to be aware of the
need to evaluate and manage the risks involved.

Bacterial infections that cause heart disease are large-
ly eliminated in economically developed countries due
to the use of antibiotics. In other regions, bacteria and
tropical parasites cause a significant proportion of heart
failure, many ofwhich can be prevented by appropriate
treatment methods. Therefore, the potential benefits of
policy initiatives aimed at eliminating infectious diseases
extend to preventing heart failure in many parts of the
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world. In particular, to continue global efforts, it is nec-
essary to eradicate Chagas disease, based on the progress
made in Latin America over the past two decades [1,2].

Preventive treatment could be started earlier, identi-
fying people with early signs of abnormal cardiac muscle
remodeling. Unfortunately, large-scale screening pro-
grams, such as those that allowed earlier treatment of
bowel cancer, cervical cancer and breast cancer, are un-
fortunately not possible, because there is no simple diag-
nostic test for heart failure. Early changes in the structure
or function of the heart can be detected using medical
imaging technology; However, it is inadvisable to per-
form these complex procedures in a large number ofpeo-
ple with diseases that lead to heart failure and, of course,
not for the general population. In the future, extended
genetic tests and statistical modeling of risk groups that
take into account the myriad potential causes of heart
failure may be available, and this can allow individuals to
be identified for in-depth screening.

Targeting preventive drugs to people with the high-
estrisk ofheart failure can increase profitability, allowing
more people to take advantage. Further research in these
areas continues and should continue to be supported by
public and private funds. In addition, information pro-
grams should be directed at everyone who has medical
conditions that predispose to heart failure. They should
include education about the symptoms of heart failure
and the benefits of positive lifestyle changes. The same
messages are important for public information programs
[3-6].

Therefore, it is more necessary to invest in the ear-
liest possible prevention of cardiovascular diseases from
childhood and further, in preventing the development of
an increased overall risk of cardiovascular diseases. This
can be achieved by creating non-smoking generation of
adolescents who are physically active throughout life and
prevent the development of overweight and obesity.

Preventing heart failure in the elderly is becoming a
more urgent health priority, as the age ofthe population.
Heart failure is the most common cause of hospitaliza-
tion in people older than 65 years in economically devel-
oped regions. In elderly patients hospitalized with heart
failure, mostly women. Although a number of studies of
patients with heart failure have shown that survival rates
are better in women than in men, recent studies have
shown that long-term prospects for women are not as
good as previously thought. Therefore, initiatives aimed
at improving the prevention of heart failure should in-
clude strategies to reach older people, especially older
women [2, 3].

In economically developed countries, heart failure
is more common and most likely the cause of death in
people with low socioeconomic status than the rest ofthe
population. This is still the case after adjusting for age
differences, the use ofdrugs and the proportion ofpeople
with other cardiac diseases. The view was expressed that
the role of housing can be played by housing stability,
social support, substance abuse, language skills and dis-
tance to the hospital.
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Several studies have reported a reduction in the risk
ofheart failure with a healthy lifestyle. It has been shown
that healthy weight, avoidance of smoking, exercise and
healthy eating reduce the risk factors for heart failure,
including ischemic disease, diabetes and hypertension.
Recently, researchers in the health research of doctors
reported that habits of a healthy lifestyle, that is, nor-
mal body weight, rather than smoking, regular exercise,
moderate alcohol consumption, consumption of break-
fast cereals and consumption of fruits and vegetables,
were associated with a lower risk of heart disease with the
most high risk 0f21.3% in men who do not observe any
of these habits, and the lowest risk of 10.1% in men who
adhere to 4 or more ofthem.

Healthy lifestyle, behaviour, socio-
economic issues

Although many heart failure risk factors have been
described, determining their role in predicting a future
event is still difficult. Despite a strong etiological rela-
tionship to the disease, the risk factor may be limited in
its prognostic role. Although individual risk factors for
heart failure, such as hypertension, are well described,
how to clearly identify individual risk in patients with dif-
ferent combinations ofrisk factors. For coronary events,
schemes for predicting multiple risks have been devel-
oped, for example, the Framingham risk score. How-
ever, heart failure syndrome is a spectrum from ischemic
to non-ischemic etiology and from normal to depressed
ejection fraction. Older patients may develop heart fail-
ure due to age-related cardiovascular changes in the ab-
sence oftraditional risk factors. Thus, high-risk subjects
can not be detected using coronary risk regimes.

Social changes can affectthe CVD epidemic in differ-
ent ways. May be influenced by globalization, migration,
socio-economic changes and unemployment. Over the
years, differences in the incidence of CVD among coun-
tries, regions and areas have increased; these inequalities
can be explained by the components ofhuman behavior,
such as diet, exercise, smoking and work-related func-
tions, as well as overcrowding, unemployment and other
deprivation indicators. The expected life expectancy is
constantly increasing with income

Smoking oftobacco

Tobacco smoking remains one ofthe most important
preventable causes of premature mortality, and quitting
is the most cost-effective strategy for the prevention of
cardiovascular disease. Improvements have been made
with regard to tobacco smoking, in some countries more
than in others, with large differences in accordance with
the socioeconomic class. Governmental constraints and
rules were successful; high taxes on tobacco products
are the most effective policy measure to reduce smoking
among young people. However, this need to be comple-
mented by continuing campaigns in the field of health
education, especially those targeting young people and
other subgroups of society. There must be restrictions on
advertising, promotion and sponsorship by the industry.
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All smokers should be advised to quit. Patients should
be referred to formal programs to discontinue therapy,
and pharmacological therapy should be offered to in-
crease success. Current recommended strategies include
the following: (a) Medicines. Several drugs are avail-
able for tobacco dependence. Seven first line drugs sig-
nificantly increase long-term rates of abstinence from
smoking, including bupropion SR, nicotinic gum or in-
haler or cake or nasal spray or patch and varenicline. (b)
Counseling and psychosocial support. Individual, group,
telephone practical consultations and social support are
effective, and their effectiveness increases with the inten-
sity of treatment, (c) Combination. However, the com-
bination of counseling and medication is more effective
than one, so clinicians should encourage all people who
attempt to stop using both counseling and medication.

Ifthe recommendations, stimulation and motivation
are likely to be insufficient, drug therapy should be con-
sidered at an early stage, including nicotine replacement
therapy (NRT), bupropion or varenicline. Pharmaco-
therapy for smoking cessation can double or triple throw
rates, and a combination ofpharmacotherapy and coun-
seling improves throw rates.

Dietary habits

As for the dietary habits ofthe population, the chang-
es occurred in different areas. For example, consump-
tion of salt and saturated fats has been reduced in most
societies. The food industry has reduced the presence of
trans fatty acids in different foods; This was promoted by
regulatory initiatives in some communities. Neverthe-
less, the potential for preventing cardiovascular disease
through dietary adaptations is still poorly implemented.
Compliance with a balanced diet isusually limited; Con-
trol ofhighblood pressure, dyslipidemia and disglycemia
can be significantly improved due to lifestyle changes.
Achieving better adherence to dietary recommenda-
tions requires an understanding of the determinants of
poor compliance. At the population level, structural
measures, such as product information and user-friend-
ly food labeling, can improve health-friendly options.
Energy-intensive products with nutrient deficiencies are
usually highly available and inexpensive; marketing of
such products may be limited and taxed. On the other
hand, fruits and vegetables tend to be more expensive;
subsidizing their costs can be useful.

At the clinical level, general practitioners have the
opportunity to provide advice on a diet for treating risk
factors for coronary diseases. However, obstacles related
to time constraints, knowledge and perceived effective-
ness were reported. The degree to which doctors are
familiar with a healthy dietary pattern (ie, DASH, the
Mediterranean diet) and with the translation of this in-
formation into practical recommendations may be lim-
ited. A multidisciplinary approach, including dieticians
and nutritionists, can help, but needs to improve cover-
age of reimbursement.

At the individual level, new strategies can help im-
prove patient self-control and lead to a sustained behav-
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ior change. Many applications and devices are available
that provide data that can be useful for lifestyle changes
and patient self-care.

Physical activity

Physical inactivity isan important risk factor for cardio-
vascular disease, including heart failure. Regular physical
activity has important and broad benefits, such as reduc-
ing the risk of cardiovascular disease, hypertension and
diabetes. Physical activity is a key to good health and an
important component of weight loss and weight mainte-
nance, improving the profile of lipoproteins and reducing
the risk of hypertension, diabetes and coronary artery dis-
ease. These favorable effects on the profile ofcardiovascular
risks, in turn, reduce the likelihood ofheart failure [5-7].

Promotion of physical exercises is a crucial and cen-
tral issue in all strategies for the prevention of cardio-
vascular diseases. At the individual level, physical activ-
ity should be recommended at different times; he must
become part of ordinary life from childhood. Children
and adolescents should be encouraged to spend from 30
to 45 minutes of exercise at school or in their free time
every day. This should be maintained as long as possible,
through adolescent adulthood.

Healthy adults in all age groups are encouraged to
choose pleasant physical exercises that fitinto everyday life
on most days of the week. It is recommended to perform
at least 150 minutes per week ofmoderate aerobic physical
activity (30 minutes for 5 days a week) or 75 minutes per
week of intense aerobic physical activity (15 minutes for 5
days a week) or a combination thereof. At the individual
level, the purpose ofthe exercise should be more personal-
ized. Therefore, abriefhistory of the individual's physical
level is needed (how many minutes per day is spent on av-
erage with activity at moderate or strong intensity).

Overweightand Obesity

There are several plausible mechanisms for the asso-
ciation of obesity and an increased risk of heart failure.
Indirect, but well-known and documented mechanism
is the effect of obesity in heart failure with the help of
other risk factors. The increase in BMI is a risk factor for
the development of hypertension, diabetes mellitus and
dyslipidemia, all of which increase the risk of myocar-
dial infarction, which is an important precursor of heart
failure. In addition, hypertension and diabetes mellitus
independently increase the risk of HF occurrence. It has
also been shown that increased BMI is associated with
altered left ventricular remodeling, possibly due to in-
creased hemodynamic loading, neurohormonal activa-
tion, and increased oxidative stress. Studies have shown
that obesity can have a direct effect on the myocardium,
demonstrating a loss of cardiac function through cardiac
steatosis and lipoapotosis.

Although elevated BMI is well known as a risk factor
for heart failure, this study showed that an elevated BMI
is not a risk factor for increasing mortality, but rather is
associated with a trend toward improved survival. This
counterintuitive epidemiological link between survival
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outcomes and traditional risk factors is called reverse
epidemiology or "paradoxical obesity," and it is now well
documented in numerous studies and in the literature on
heart failure.

The exact mechanisms underlying the paradox of
obesity have not been clearly defined. There are sev-
eral theories. A common explanation for the increase
in survival in obese patients with heart failure is that
additional fatty tissue provides greater reserves against
catabolic changes associated with the disease process
that can lead to cardiac cachexia. Cardiac cachexia is
a syndrome that includes progressive weight loss and
changes in the body composition, which carries a de-
structive prognosis for heart failure, as well as in other
painful conditions.

The basic approach to risk reduction for obese pa-
tients should include weight control and physical ac-
tivity, as well as control of related risk factors such as
hypertension, diabetes, sleep disorders and metabolic
syndrome components. Changes in the myocardium
with non-surgical or surgical weight loss are possible and
aslightweight loss is effective; weight loss of 10% reduces
systolic dysfunction, and a weight loss of 8to 10 kg leads
to a significant decrease in the size of the left ventricle
and the mass index and improves diastolic function. Sig-
nificant weight loss reduces the thickness and volume of
the wall ofthe left ventricle, filling pressure, improves di-
astolic parameters and improves systolic function of the
left ventricle. The role of metabolic and neurohumoral
modification may take precedence over hemodynamic
effects, since left ventricular mass or functional improve-
ment occurs independently ofload changes.

Alcohol Consumption

Although epidemiological data constantly demon-
strate the harmful effects on health associated with al-
cohol use, current literature cites some evidence of re-
ducing the risk of heart failure with mild and moderate
alcohol consumption. However, in order to fully under-
stand the relationship between mild to moderate alcohol
consumption and heart failure, several gaps need to be
filled, especially the role of alcohol samples, beverage
types, genetic variations affecting alcohol metabolism,
and the effect of light on moderate drinking in predict-
ing mortality and concomitant morbidity among people
with heart failure.

Excessive consumption of alcohol is associated with
alcoholic cardiomyopathy. Interestingly, other data are
consistent with the possible benefits of moderate alcohol
consumption for the risk of heart failure. In addition, it
was reported that mild to moderate alcohol consumption
is associated with a 40-50% lower risk of heart failure
than with a previous myocardial infarction, whereas in
the same study, the risk of heart failure without previ-
ous myocardial infarction among people who use heavy
drinks, was 1.7 times higher than that of abstained. Sim-
ilar results were presented in the study of the health of
doctors. The favorable effects of alcohol on the risk of
developing hypertension, myocardial infarction and dia-
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betes mellitus have also been reported, while alcohol in-
creases the level of high-density lipoprotein cholesterol,
increases insulin sensitivity, reduces the level of inflam-
matory markers and clotting factors in plasma, and in-
creases the level of adiponectin.

Management of cardiovascular risk
factors

All current guidelines on the prevention of CVD in
clinical practice recommend the assessment oftotal CVD
risk because atherosclerotic CVD is usually the product
ofa number ofrisk factors. Prevention of CVD in a given
person should be adapted to his or her total CVD risk: the
higher the risk the more intensive the action should be.
The stratification of the community into different levels
oftotal CVD risk was given in recent guidelines.

Dyslipidaemias

The treatment goals for LDL-C depend on the to-
tal CVD risk of the patient and of the baseline LDL-C
level. In patients at very high CVD risk, an LDL-C goal
of <1.8 mmol/L (70 mg/dL), or a reduction of at least
50% if the baseline LDL-C level is between 1.8 and 3.5
mmol/L (70 and 135 mg/dL), is recommended.

In patients at high CVD risk, an LDL-C goal of<2.6
mmol/L (100 mg/dL), or a reduction of at least 50% if
the baseline LDL-C level isbetween 2.6 and 5.2 mmol/L
(100 and 200 mg/dL), is recommended. In subjects at
moderate risk, an LDL-C goal 0f<3.0 mmol/L (115 mg/
dL) should be considered.

Statins have proven effective in patients with coro-
nary heart disease; however, their usefulness in staging
left ventricular dysfunction, which remains under in-
vestigation. The role of statins in the prevention of heart
failure is shown.

Based on the results ofthe IMPROVE-IT study, fur-
ther reduction in LDL-C by the addition of ezetimibe
should be considered in patients with cardiovascular
diseases with LDL-C >70 mg/ dl (> 1.8 mmol / L), de-
spite the maximum allowable dose of statin . Now a new
family of drugs that lower lipid levels is available. These
inhibitors of subtilisin / kexin type 9 retardate conver-
tase (PCSK9) further reduce LDL-C in addition to what
can be achieved with statins. In a FOURIER study, in-
hibition of PCSK9 with evolocumab against statins low-
ered LDL-C to a median of 30 mg/ dL (0.78 mmol/ L)
and reduced cardiovascular events. The use of this drug
should be considered in patients with a very high risk of
cardiovascular disease, in which LDL-C remains elevat-
ed, despite the fact that it istreated with a maximum dose
of statins in combination with ezetimibe or in patients
with statin intolerance.

Arterial hypertension

Elevated blood pressure (BP) is one ofthe most pow-
erful modifiable risk factors for cardiovascular disease.
The beneficial effects of lowering blood pressure on the
reduction of stroke, myocardial infarction, heart failure
and death have been shown in numerous RCTs and in
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various meta-analyzes. BP reduction can be achieved
through lifestyle changes and drug therapy [8].

Progression progresses from hypertension to struc-
tural changes in the ventricles and systolic and diastolic
ventricular dysfunction. The increase in chronic load,
left ventricular mass and stress, accompanied by a dete-
rioration in the properties of diastolic filling, occurs in a
chronic environment. Disproportionately increased left
ventricular mass leads to inadequate microcirculation for
perfusion of hypertrophied myocardium, which leads to
subendocardial hypoperfusion, ischemia. These changes
increase the risk ofdeveloping coronary thrombosis and a
heart attack characterized by loss of contractile function,
neurohormonal activation and ventricular remodeling,
which leads to the development of systolic dysfunction.
Anomalies in neurohormonal activation and the balance
of water and electrolyte also play a role in the cascade,
which leads from hypertension to heart failure.

Dysglycaemia and Diabetes mellitus

In people with impaired glucose tolerance, the devel-
opment oftype 2 diabetes mellitus (DM) can be delayed
or prevented. In patients with type 2 diabetes, cardio-
vascular disease can be prevented by good control of risk
factors for cardiovascular disease. Intensive management
of hyperglycemia also reduces the risk of microvascular
complications.

Diabetes mellitus isan independent risk factor for heart
failure in all age groups. The relative risk of heart failure
in patients with diabetes varies from 1.3 to 2.7, increasing
to 4 in patients under the age of 65 and 11 in individuals
younger than 45 years. Several mechanisms have been pro-
posed to explain the increased risk. Combinations associ-
ated with heart failure, including obesity, hypertension and
coronary artery disease, are common among people with
diabetes. Insulin resistance itselfcan cause disturbances in
the cardiac stmcture and function [9].

Unfortunately, the prevalence oftype 2 DM increases
in most parts ofthe world, mainly because ofunbalanced
diets and lack of physical activity. The diagnosis of DM
is also problematic in a large number of people and even
in patients with established CVD. Screening should be
considered by evaluating HbAlc or fasting blood glucose
levels. When there is any doubt, you should offer a test
for glucose tolerance orally.

For most non-pregnant adults with type 1or 2 DM,
itisrecommended to reduce HbAlc <7.0% (<53 mmol/
mol) to reduce the risk of cardiovascular disease and the
risk of microvascular complications. When diagnosed
or at the beginning of a DM, the target HbAlc < 6.5%
(<48 mmol / mol) should be considered in patients who
are not brittle and do not have CVD.

Metformin is recommended as first-line therapy if it
is tolerated and not contraindicated after assessing kid-
ney function. In patients with diabetes and cardiovascu-
lar disease, the use of sodium glucose-based co-trans-
porter-2 (SGCT2) inhibitors reduced cardiovascular and
total mortality without significant adverse effects. These
drugs should be considered at an early stage oftreatment
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of DM in these patients. Optimal management of LDL-
C and BP levels is of great importance for all patients
with DM.

Public awareness of heart failure and
compliance

Appropriate care for heart failure and adequate provi-
sion of care and research require recognition of its clini-
cal, social and economic importance not only by health
authorities and providers of health services, but also by the
general public. Without recognition of the symptoms and
their severity, people with heart failure will not seek imme-
diate treatment - patients often present with a long history
ofdyspnea. Awareness ofthe causes ofHF can help to make
appropriate lifestyle changes to reduce the risk. In addition,
awareness ofthe benefits oftreatment can help compliance
and encourage patients to seek appropriate care. However,
there is a lack of information about public awareness of
HF. Studies have shown a relatively low understanding and
treatment ofheart failure by general practitioners. Ifdoctors
are not aware ofthe importance ofHF, itisunlikely that the
general public will have a good understanding [10].

Cost-effective information, education and support
programs to reduce the risk of heart failure should be at
the forefront of public health guidelines. Lifestyle events
can have a significant impact on the health ofthe world,
because obesity, diabetes, cigarette smoking and high
blood pressure significantly increase the likelihood of
heart failure. Renewing commitment to public education
the importance of healthy nutrition and weight, regular
exercise and prevention of smoking should be a priority
for policy makers.

Compliance with the recommendations of clinical
practice is often associated with improved outcomes forpa-
tients with heart failure. However, in many countries there
are significant differences in how closely hospitals follow
the recommendations of national recommendations for
heart failure. In response, policymakers must protect the
fairness of care forall patients. First, it isimportant to pro-
mote heart failure training programs that raise awareness
of the guidelines among all relevant health professionals.
Secondly, better care should be encouraged, using per-
formance indicators and incentives appropriate to local
conditions. Funding is needed to research evidence-based
health-care performance indicators that reflect improve-
ments in clinical outcomes for patients with heart failure.

Recommendations for the use of dmgs for the treat-
ment ofheart failure are based on clinical trials conducted
mainly in Europe and the United States. In other parts of
the world, the underlying causes of heart failure are dif-
ferent, and it is not safe to assume that drugs will be equal-
ly effective in all patient groups. A further clinical study to
investigate the efficacy oftreating heart failure in different
patient groups around the world should be maintained.

Conclusion

Prevention of disease and death due to heart failure
should be a priority in the field of health. Despite the in-
creasing number of people living and dying of heart fail-
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ure, awareness of this disease is low among the public,
politicians and even some health professionals. Despite
the lack oftreatment for heart failure, many cases can be
prevented, and most patients can effectively be treated
to improve quality of life and survival. Policymakers are
responsible for ensuring that as many people as possible
can take advantage of affordable prevention, diagnosis,
treatment and long-term treatment of heart failure. At
the same time, research should be supported in areas
where immediate unmet needs exist.

All current recommendations for the prevention of
cardiovascular disease in clinical practice recommend
an estimate of the overall risk of cardiovascular disease,
since atherosclerotic cardiovascular risk is usually the re-
sult of a number of risk factors. Prevention of cardiovas-
cular disease in this person should be adapted to his or
her overall risk of cardiovascular disease: the higher the
risk, the more intense the action should be.

Any program aimed at improving long-term manage-
ment must recognize that patients with heart failure play
a key role in their own care. Self-service includes main-
tenance, monitoring and management. Maintenance in-
volves taking medication as prescribed, regular meals and a
healthy diet. Monitoring involves monitoring of symptoms
and weight (which can serve as a warning sign ofincreasing
fluid accumulation). Management involves responding to
changes in symptoms by adjusting the doses of certain drugs
if they are prescribed for "use as needed" (for example,
dmgs that increase urine production to reduce fluid accu-
mulation) or by seeking medical help ifsymptoms worsen.
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XapkiBcbKa MejnyHa akagemis nicnsgunaomMHoT ocBiTK, M. XapkiB, YKpaiHa

Ponb cimelHnx nikapiB y npoguisiakTuLi cepueBoi HeAOCTAaTHOCTI

Pe3tome. AkTtyanbHicTe. CepueBa HefoCTaTHiCTb € Hebes-
NeYHUM AN8 XKUTTH CUHAPOMOM, WO BUMArae npiopuTeTHOro
po3rnagy. Cepuesa HefOCTaTHICTb € MPOBIAHOI MPUYUHOIO
3aXBOPHKOBAHOCTI i CMEPTHOCTI B KpaiHax, L0 pO3BMBAKTLCA i
PO3BMHEHUX KpaiHax. CTaHAapT130BaHa MeJMKaMeHTO3Ha Te-
panisi € yCnilWHOK Ha paHHiX CTafifx cepLeBoi HeA0CTaTHOCTI.
Ha nisHix cTagisax Big3Ha4aeTbCA BMCOKa YacToTa rocniTanisa-
LT yepe3 HasiBHICTb TS)KKOT cepueBoi HegocTaTHOCTI Ta / abo
CYNyTHIX 3axBOplOBaHb, AKi BUMaratoTb afeKBaTHOro iHAK-
BifyanizoBaHOro MiXAUCLMNAIHAPHOIO Migxody. Martepianm
Ta mMeToAu. Y HawoMy Ornsgi npoaHanioBaHi HauiOHanbHi
Ta MDKHapOAHI KNiHiYHI KepiBHULTBaA, peKOMeHAaLlii, HayKoBi
cTaTTi 3 Npo6nemun nNpoginakTUKM cepueBoi HefOCTaTHOCTI i
poni B UbOMY CiMeiiHOro nikapsi. Pesynbtat. CNekTp 3axBo-
pOBaHb, LLLO NPU3BOAATL 40 PO3BMTKY Y NaLiEHTiB cepLeBoi He-
[OCTAaTHOCTI, Haf3BMYaANHO LWIMPOKMIA. MeanyHi mpauiBHUKK
BCIX KMIHIYHUX AWCLMNAIH, 0CO6/IMBO MEPBUHHOT MeAUYHOT
[OMNOMOTU, MOBUHHI MaTu HeobXifHI 3HaHHA A4NA BUABMEHHSA
nayieHTIB i3 3aXBOPHOBaHHAMM, AKi MiABULLYIOTb PU3UK PO3-
BWUTKY CepLeBOi HeAOCTaTHOCTI, i MpM3HayaTh nNpodinakTUyHi
npenapatu. ®yHpaMeHTanbHi NPUHLUNK BNAWBY Ha (hakTopu

Kop>xA. H.

PY3KKY Y XBOPUX 3 CEPLEBO-CYAMHHOK NaTO/Oriel0 3aranbHo-
BM3HaHI. Bci nauieHTy 3 cepueBo-CyANHHUM 3aXBOPHOBaHHAM
NOBWHHI OTpUMYBaTK iH(POPMaLit0 NPO CBOE 3aXBOPHOBAHHSA,
a TaKOXX peKoMeHAauii WwoAo 3MiHM cnocoby XUTTA i cnpsmo-
BaHOro (PapmMakonoriyHoro BTPYYaHHA 3 METOK 3MeHLUEeHHS
(hakTopiB PU3NKY, WO MOAMGIKYOTbCA. BucHoBku. HagiTb y
XBOPUX 3 BUPAXKEHOK CEPLEBOK HeLOCTATHICTIO MOXHa 3amno-
6irT1 nepeAyacHoi cMepTi, AKLLO XBOPI 3MOXYTb PO3Mi3HaBaTH
CMMNTOMM i HeranHo 3BepTaTuca 3a MeAWYHOM LOMOMOrOH.
IHhopMyBaHHA rPOMafCbKOCTI Ta HaBYaHHS NaLieHTIB MatoTb
BE/IMKWNIA NOTeHLian 4Na NOMIMWeHHS NPOrHO3y XBOPMX i3 cep-
LieBO HeoCTaTHICTIO. JLOTPMMaHHA KNiHIYHMX peKoMeHaau il
TaK0X MOB'A3aHO 3 MONIMWEHHAM pe3ynbTaTiB y MauieHTIB 3
CepLeBOI0 HeaoCTaTHICTIO. MpoTe, iCHYOTb 3HAYHI BiMIHHOCTI
B AOTPUMYBaHHI peKoMeHpaauiii. HeobxigHi gocnigxeHHs ans
CTBOpEHHA J0Ka30BOI 6a3n 3 MeTOK BU3HAYEHHSA iHAMKATOPIB
e(heKTMBHOCTI, L0 XapaKTepu3ytoTb NOMIMWEHHS pe3ynbTaTiB
npoginakTUKN TanikyBaHHA NaLieHTiB B aMbynaTopHUX YMO-
Bax.

Kntoyosi cnosa: cepuesa HeoCTaTHICTb; NpodinakTuka; npu-
XWUMbHICTb; MeMYHa ONOMOra; TepaneBTUYHe HaBYaHHS

XapbKoBcKas MeAnLMHCKas akageMus nocneamnioMHoro o6pasoBaHus, r. XapbkoB, YKpanHa

Posnb ceMeliHbIX Bpaueli BnpoduiakTuke cepeyHoli HefocTaTo4yHOCTH

PestoMme. AkTyanbHocTb. CepAeyHas HeAoCTaTOYHOCTb SB-
NSeTCS OMNACHbIM A8 XU3HU CUHAPOMOM, TPeGYoWnUM npu-
OpuTeTHOro paccmMoTpeHus. CepaedHas HefoCTaTOYHOCTb B-
nseTcs Beayuleii NPUUYMHOI 3a601€BAEMOCTI M CMEPTHOCTM B
pa3BMBalOLLMXCS U Pa3BUTbIX cTpaHax. CTaHAapTM3MPOBaHHas
MeANKAMEHTO3Has Tepanus ABNSETCA YCMELWHON Ha paHHMX
cTaAusax cepfieyHoli HeloCTaTOYHOCTU. Ha No3gHMX CTaaumsx
0TMeYaeTCcs BbICOKAs 4acToTa rocnuTanm3aLmmy ns3-3a Hanmums
TSXKENoii cepfleuHoli HeaoCTaTOUYHOCT W / UAKU CONyTCTBYIO-
Wux 3a6oneBaHunii, KoTopble TPebYIOT aAeKBaTHOTO WHAMBU-
AYanu3npoBaHHOIO MEXAMCLUNIMHAPHOTO noaxofa. MaTe-
puanbl 1 meTtoabl. B HaweMm 0630pe NpoaHanU3MpoBaHbl Ha-
LMOHaNbHblE W MEXAYHapoaHble KNWHUYECKUE PYKOBOACTBA,
peKoMeHAaLMMN, HayUYHble CTaTbi MO NPo6aeMe MPOPUNAKTUKN
CepAeYHO He0CTaTOUYHOCTU U PO B 3TOM CeMeHOTO Bpaya.
PesynbTaTbl. CnekTp 3a6onesaHunii, npegpacnonaramowmx K
pasBUTUIO Y NALUEHTOB CEPAEUYHOI HEAOCTATOUHOCTH, YPE3BbI-
yailHO WKPOK. MefuUMHCKME PaBOTHUKN BCEX KTMHUYECKUX
AUCUMUNANH, 0COBEHHO MepBUYHON MEAWLMHCKOW MOMOLLM,
[OMXHbI 0611a/]aTb HEOGXOAUMbIMU 3HAHWUAMU ANS BbISABNEHNSA
nayMeHTOoB ¢ 3a60/1€BaHNSIMU, KOTOPbIE MOBbILAKT PUCK Pas-
BUTMS CEpAeYHO HeaoCTaTOYHOCTM, U Ha3HauYaTb Npogunak-
Tuyeckue npenapatbl. PyHAAMEHTaNbHbIE MPUHLUNbI BAUSAHUS
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Ha hakTopbl pUuckay 60MbHbIX C CEPAEYHO-COCYANCTON NaTono-
rueit o6 enpr3HaHbl. Bce naymeHTbl ¢ CEpAEYHO-COCYAUCTLIM
3a60/1eBaHMEM [O/IKHbI MONyYaTh MHPOPMALMIO O CBOEM 3a60-
NeBaHUN, a TaKXKe PEKOMEHAAL MU N0 U3MEHEHNIO 06pa3a Xu3-
HU 1 HanpaBneHHOMY apMaKo/orM4ecKOMY BMeLWaTebCTBY C
LLeNbi0 YMEHbLIEHNS MOAMPULUPYEMbIX HAKTOPOB pUCKa. Bbi-
Bogbl. [laXke Y 6O/bHbIX C BbIPOXXEHHOI cepAeYHO Heo0cTaTou-
HOCTbIO MOXHO MpPefoTBPaTUTb MPEXAEBPEMEHHYID CMEpPTb,
ecnu 60/1bHble CMOTYT pacno3HaBaTb CUMNTOMbI W HEME[IEHHO
o6paliatbca 3a MeAULMHCKON nomolybio. MIHQopMupoBaHme
06LLeCTBEHHOCTN W 06y4YeHMe NaLWEHTOB WMMEKT 6O/bLLION
noTeHUMan ANns ynydweHs nNporHosa 60/bHbIX C CepAevHOoi
HeAoCTaTouHOCTHI0.CO6/0AEHNE KIUHNYECKUX pEKOMEeHAa-
UMIA TakXKe CBA3aHO C YNYYLLUEHWEM pe3yNbTaToB y MaLUeHTOB
C CepAeyHoi HeOCTAaTOYHOCTbH. TeM He MeHee, CYLLeCTBYHOT
3HauMTe/IbHblE pPa3nuns B C/IeA0BaHUM peKoMeHaauusam. He-
06X0fMMbl UCCNESO0BaHNA [/1% CO3[aHNS foKa3aTenbHOW 6a3bl
NS onpefeneHns MHANKaTOpPoB 3PHEKTUBHOCTU, XapaKTepu-
3YOLMX YNyYLIEHWe Pe3ynbTaToB NaLMeHTOB B aMGYNaTOPHbIX
YCNOBUSIX.

KntoueBble CnoBa: cepaeyHas HeocTaTOYHOCTb; Npoduak-
TUKA; NPUBEPXKEHHOCTb; MeMLIMHCKAs MOMOLLb; TepanesTnye-
CKOe 06yueHue
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