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3a pesynbTatamyM NONYNAUIMHUX  OOCMIOKEHb, B
PO3BUHEHMX KpaiHax CBiTY cepefHii BiK MauieHTiB 3
XPOHiYHOW cepueBoto HepocTaTHicTio (XCH) konueaeThb-
ca Big 70 go 75 pokis [6,7]. 3rigHO AaHUX AMepUKaHCbKOT
acouiauii kapgionoris XCH 12-15 mnH. ambynatopHux
3BepHeHb LWopivyHO nos’s3aHi 3 XCH. MNpo ceprnosHictb
NPOrHo3y KriHiyHo maHidectoBaHoi XCH cBiguntb Te, Wo
NpnBN3HO NOMOBKHA TaKMX NaLEHTIB BMUPaOTb NPOTH-
rom 4-x pokiB, a cepen xBopux 3 Tspkkoro XCH 25-50%
XBOPMX MOXMIIOr0 Biky MomupatoTb npotarom 1 poky. OT-
xe, XCH — ue B nepuuy yepry npobnema ocié noxmnoro
Ta CTapeyoro BiKy, YacTka SIKMX B PO3BUHEHMX KpaiHax
Mae SIBHY TEHAEHLto A0 36iNnblUeHHS.

Ocobnueicto  XCH 'y oci6 noxunoro € i
MOnieTioNOriYHMN XapakTep; HanyacTiwe eTioNnoriYHMMM
aktopamm XCH B cTapwmx BiKOBUX rpynax € ilemiyHa
xBopoba cepus (IXC), Al ix noegHaHHs i LyKpoBWUW
piabet (UO) 2-ro tuny [5] OgHOYacHO TakoX Hepiako
BUSIBMSAOTb KranaHHi Baguy ceplsi, 30KkpemMa aopTasbHUN
CTEHO03, CEeHWUmNbHUI aminoinos, gibpunsauis nepeacepab
(®M) abo HupkoBa HepoCTaTHICTL ,AKi MOXYTb OyTu
ocHoBHoto npuynHoto XCH abo ycyrybnsTw ii. CnpusioTs
po3sutky XCH npuTamaHHi cTapiHHO  cneuundiyHi
QpisionoriyHi 3MiHM CepLeBO-CYaANHHOT CUCTEMU, a TaKOX
iHLIMX OpraHiB i cucTem. 3HMXKEHHS 3aranbHOi KinbKOCTi
KapaiomiouuTiB i PO3POCTaHHSA CMOMYYHOI TKaHWHW B
cepLeBOMy M’SA3i (B TOMY YMCIi HAKOMMYEHHS aminoigy) 3
BIKOM Npu3BOAATb A0 MiABULLIEHHS XOPCTKOCTI Miokapaa,
nomipHoi  disionoriyHoi rinepTpodii 3 ¢opmyBaHHAM
fiactoniyHol AncdyHKLi wnyHoukiB. Pibpo3 i hepmeHTy
(IAM®), 6nokatopu kanbundikaLis knanaHis, NOPYLUEHHS
30yAnuBOCTI i MPOBIAHOCTI, WO BWHWKaIOTbL MpPU 3MEH-
LWEeHHi KiNbKOCTi YHKUIOHYOUMX KIITUH B CUHYCOBOMY
BY3ni i MPOBIOHIN cuUCTeMi cepus, NpPU3BOAATb OO 3HU-
XKEHHs1 cucToniYHOi yHKUii Miokapga. OcobnvBe 3Ha-
YeHHs B po3BuTky XCH npu cTapiHHi MaloTb MOPYLUEHHS
BUAINBHOI OYHKLUIT HAPOK, HUPKOBA AMCHYHKLUIA BigMive-
Ha y 20% nauieHTiB NOXMNoro BiKy.

Y nauieHTiB ctapworo Biky XCH € Bkpai pigko € i3o-
NbOBaHOK MATOSOriE, YacTille NOEAHYETHCS, SK MiHi-
MyM, 3 TpbOMa, a Y 25% xBopux — 3 wicteMa i GinbL cy-
NyTHIMK 3axBOptoBaHHsAMM [2,11].

BaxnvBe kniHiyHe 3Ha4yeHHA mae Ta o6CcTaBuHa, Lo 3
BIKOM 3Ha4HO 3MeHLUYETbCSA YacTka xBopux 3 XCH i3 cuc-
ToniyHoto AvcdyHKuiero nisoro wnyHouka (J1W), i ogHo-
YyacHo 36inbLluyeTbes YacTka xBopux 3 XCH 36epexeHoto
cucTonivHoto dyHkuieto JILL. Tak, 3a geskumun cnocTepe-
xeHHaMmn, CH npoTikae 3i 30epexxeHo0 CUCTOMIYHOK Y-
Hkuieto JIW y 6% xBopux monogwwmx 60 pokis i y 40%
xBopux ctapwe 70 pokis [9]. Lli gaHi ysrogxytoTbca 3 pe-
3ynbTataMu BENMKOro MonynsiuiiHOro AOCNISKEHHSA BU-
koHaHoro B CLUA, — National Heart Failure Project (2003
pik), B sikomy noka3aHo, wo XCH i3 36epexeHoto cucTo-
niyHoto dyHkuieto JILL 3ycTpivaetbesa Oinbw Hix y 50%
XIHOK cTapLue 65 pokis, ane nuwe nNpubnnsHoO y TpeTUHM
YOMOBIKIB TOrO X BiKy. BaknMBo Takox 3BepHyTKW yBary Ha
Te, Wo y niTHix nogen 3 CH yacriwe 3yctpivaetbcsa ib-
punsauia nepeacepapb (PM). Y gocnigxenHi ATRIA (2001)
Oyno nokasaHo, wo 6nmn3bko 70% BCix xBopux 3 P — Le
ocobu ctapwe 65 pokiB, 50% — ctapwe 75 pokis. Npu
ubomy B nonynsauii xeopnx XCH puauk ®I1 ctaHoBUTbL Bif
10 po 30%.

MeToto nikyBaHHsa XCH y nauieHTiB cTapLumx BikoBUX
rpyn 3anuiialTbCA KOHTPOSb (PaKTOpiB PU3MKY, 3MEH-
LEHHA CMMMTOMIB, MOSIMLIEHHS SIKOCTi XUTTS, CKOPOYEH-
HA 4yucna rocnitanisauii i, N0 MOXMMBOCTI, MOMINLIEHHS
nporHosy [2,4,5].

OcHoBolo TpuBanoi mMegukameHTo3Hoi Tepanii XCH
Ha CbOroAHILLHIN AeHb € NpenapaT, 4is SKux cnpsiMoBa-
Ha Ha 3HWKEHHS HeWporymopanbHOI akTUBHOCTI PeHiH-
aHrioTeH3uH-anbgoctepoHoBoi (PAAC), cumnartoagpe-
HanoBOI CUCTEM: iHTiGITOPU aHMOTEH3NHNEPETBOPHOOYOTrO
B-agpeHopeuenTopie  (B-AB), aHTaroHicTM MiHepano-
KopTuKkoigHux peuentopisa (AMP), a TakoX AiroKcwH,
niypeTtuku. IcHytoda gokasoa 6asa cBigunTb Npo Te, Wo
npu3HavyeHHs npenapartiB 3a3HayeHuX KnaciB Crpusie He
TiNbKM  MNONIMNWEHHI AKOCTi, ane i 36inblUeHHI
TpuBanocTi XuTTa nauieHtis 3 XCH [1,2,4].

Cnig BpaxoByBaTW, WO € npenapatn, ski He
po3paxoBaHi 00 npusHadeHHs npu XCH y niTHiX: He-
CTepoigHi npoTu3ananbHi  3acobu, KOpPTUKOCTEpoiaw,
aHTMapuTMIiYHI Npenapatu | knacy (xiHiguH, ansonipamia,
eTaumsnH, eTMO3WH i iH.).

IAM® wurpoko BukopucToByoTbCss B Tepanii XCH
noxunoro Biky. Cnpusatnveun Bnnue IAM® npu XCH

’ LumysaHHsi npu amecmauji kadpie: Kda+ B.M., Kimypa O.€., Kimypa €.M., babaHriHa M.FO., Bon4yeHko B.I"., TkayeHko M.B., op-
dieHko O.B., Mopo3a T.B. lNayieHm roxusnozo 8iKy i3 XpPOHI4HOK cepueeoro HedocmamHicCmio 8 3azasbHosliKkapcehkilt npakmuyi // [po-
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[oBefeHo B BaraTouMCNeHHMX LWMpoKoMacwTabHux nna-
uebo-koHTponboBaHmx gocnimpkeHHax (CONSENSUS,
SOLVD SAVE iHwWi), ski nigTBepaunu 3gaTHICTb Uiei
rpynu npenapatiB He TiNbkM MNOKpallyBaTu KIiHIYHUA
CTaH, ane i NPo4OBXyBaTWN XUTTs NauieHTiB i3 XCH. Y Ton
e yac, 3 BikOM 3pocTae KinbKiCTb BMNaAKiB BUHUKHEHHS
acouiioBaHux 3 npunomom AP  opTocTaTUUHUX
rinoTeHsin i, ocobnueo, asoTemii i rinepkaniemii. Tomy y
XBOpUX MNiTHLOro BiKy nNpu TuUTpyBaHHi Ao3 I|AM®
HeoOxigHO o0cobnMBO peTenbHO KOHTPOMKBATUM apTe-
pianbHMN TUCK | BiONOBIAHI NabopaTopHi MOKa3HWUKK.
JlikyBaHHS cnig noymMHaTK 3 MiHiManbHMX 403: eHananpun
— 2,5 ™Mr 2 paswu, kBiHanpun — 2,5 Mr pasu, nepuHgonpun
— 2 Mmr 1 pas, paminpun — 2,5ur 1 pas . [Joau no-
[OBOMIOTLCS KOXHI 3-7 AHiB. MNpy HEOOXiOHOCTI WBMAKICTb
TUTPYBaHHS MoXe OyTu 36inbleHa abo 3ameHweHa. AN
nokasaHi, y noegHaHHi 3 B-AB ycim (3a BigcyTHOCTI
npoTMnokasaHb) nNauieHTam 3 kniHiyHnmu nposisamm XCH
(NYHA I-1V), wo matots OB J1L < 40-45%.

BnokaTtopn ATIl-aHrioTeH3uHoBUX peuentopie (BPA)
nokasaHi, y noegHaHHi B-Ab tTa AMP, yciMm naujieHTam, siki
He nepeHocaTb IAM® BHacnigok kawrmno abo aHrio-
HEBPOTUYHOrO Habpsky. B pgaHuii yac npu nikyBaHHi
xBopux 3 XCH i 3HuxeHoto ®B moxe 3actocoByBaTucH
KaHOecapTaH, BanbcapTaH. TUTpyBaHHs [03 capTaHiB
NPOBOANUTLCS 3@ TUMM X NpuHUMNamu, wo i gna 1AM,y
xBopux 3 XCH crapwux BikoBUX rpyn piglle BOAETbCH
pocartn uinbomx [o3 IAM®, Hix y Ginbw monoamx
nauienTiB. [lo npusHadeHHs IAMN®P abo GnokaTopi ATI-
aHriOTEH3NHOBMX PELENTOpIB CNig BUKITIOYUTU  BaXKy
aHeMilo (piBeHb remornobiHy Hwx4ve 70 r/n), rinepka-
niemito (piBeHb Kkanito Buwe 5,5 Mmonb/n), HUPKOBY
HefocTaTHICTb (piBeHb kpeaTuHiHy Buwe 300 MKMONb/N) i
[OBOCTOPOHHIN CTEHO3 HWPKOBWUX apTepin, SKi Hepiako
3yCcTpivaloTbCa Yy NiTHIX XxBopux Al

B-agpeHobnokatopn (B-AB). Ha TenepiwHin yac
pekoMeHnayeTbC npusHavatn B-AB BciM nauieHTam i3
ctabineHoto XCH Il - IV ©K 3 IAM® i giypetukamu npu
BiACcyTHOCTI npoTunokasis. B-AB, Wo MoXyTb 3acTocoBy-
BaTuca npu XCH i3 cuctoniyHoto aucdyHkuieo JLW, e
Giconpornon, kapseginon, metonponon-cykumHat CR/XL
Ta HebiBonon [4,9]. Kapeegunon mae Hanbinbl
NepekoHnMBi [OoKasu LOAO eMEeKTUBHOCTI y XBOPWX i3
3HaYHO 3HWXKeHow (< 25%) ®B JIlU, B nmicnsiHgapKTHMX
nauieHTie 3 ®B JIl < 40%. MNpoTe Ha npakTuui 6arato
nikapiB He BWKOHYIOTb AaHi pekomeHzauii — Tinbku 1/3
xBopux CH opepxytots [(-AB ,togi sk IAMN®
npusHavaTb 2/3 xBopux. lMpusHayatu B-AB pekomeH-
ayetbca  nicnA  cTabinisauii  cTaHy 3 MOCTYNOBMM
30iMbLUIEHHSIM [03UM [0 PEKOMEHOOBAHOro LiNIbOBOro
piBHs. [ns 6iconponony ue 10 mr/noby, onsa kapeseauno-
ny — 50 mr/poby, ana metonponony — 200 mr/goby, Ans
HebiBonony — 10 mr/goby. Konu B cuny TMx 4 iHLWKMX 00-
CTaBUWH NPV NPU3HAYEHHi NpenapaTy HEMOXITMBO AOCAITU
LinboBOI 403K, CNid 3yNUHUTUCA Ha AOCATHYTIM O03i, ane
Hi B sIKOMY pasi He BigMOBMATMCS Big Npu3HayeHHst B-AB
[3,4,7]. HeobxigHO nam’aTaTy, WO TUTPyBaHHS [03u (-AB
npouec cyrybo iHauBigyanbHWM i y KOXHOroO nauieHTa €
CBOS onTUMarnbHa Aosa.

Hamu 6yno BcTaHoBneHo, WO nepeHoCuMicTb Tepanii
B-AB 3anexuTb Big TpMBAmNocTi nepiogy TUTPYBaHHs. Y
OaraTtbox nauieHTiB 3 Tshkkoto XCH BMHMKae notpeba y
NPOAOBXEHHI Nepiogy TUTPYBaHHA 00 6 MicAuis, WO Mno-
nerwye AOCAMHEHHS UiNboOBOI A03M npenapaty i J03BO-
nsie 3MEHLINTM YacToTy nobivyHnx edpekTis [3]. Pe3ynbTa-
T SENIORS ctanu BaxnuBum nigTBEPAXEHHSIM TOro,
wo B-AB NO3NTMBHO BNMMBAKOTb HA BKMBAHHS i KMiHIYHI

26

Hacnigkn i y nauieHTiB cTapworo Biky, B TOMY 4ucni 3i
36epexeHoto OB JILL.

OiypeTtukun. MNpu 3acTocyBaHHI CeYoriHHMX 3acobiB y
ocib cTapwmx BIKOBMX Fpyn MOXYTb BUHMKATW MEBHI
KNiHiYHi npobnemun. IcHye BUWWMIA PU3MK  PO3BUTKY
rinoteHsii i asoTemii Ha dOHI akTUBHOro Aiypeasy,
BMKIMKAHOTO 3aCTOCYBaHHsIM METNbOBUX [AiypeTukiB, Yy
3B’53KY 3 LM HEOOXiAHO MOYMHATU MiKyBaHHS 3 HU3bKMX
003 i peTenbHO KOHTpomoBaTh piBHI AT i KpeaTuHiHY
nnasmun. Tiasngn manoedekTMBHi  Npu  LWIBUAKOCTI
knyboukoBoi inbTpadii (LUK®) meHwe 30 mn/xe i, 3
ornsgy Ha npornopuinHe BiKy isionoriyHe 3HWXKEHHSA
LLIK®, 3actocyBaHHSA iX Yy MiTHIX nNauieHTiB B SAKOCTI
MOHOTepanii € MeHWw JouinbHum. Y 1/3 nauieHTiB
crocTepiraeTbCad HeTpUMMaHHSA cedi, Wo nependadvae
MOXIMBICTb KaTeTepusauii ce4yoBoro Mixypa Ha nepiog
HanbinbL akTUBHOI AiypeTuyHoi Tepanii. Mpu TpuBanomy
3acTocyBaHHI AiypeTukiB B oci6 noxunoro Biky 3 XCH
4YacTo PO3BMBAETLCA pedPaKTEPHICTb A0 HUX.

AHTaroHiCTM  MiHEeparnoKopTUKOIOHMX  peLenTopiB
(AMP) (cnipaHOnakToH, ennepeHoH) nokasaHi, y
noeaHaHHi 3 IAMN® (3a HenepeHOCHOCTi OCTaHHIX — i3
BPA) Ta 3 B-AB, ycim nauieHTam 3 KrniHiYHMMKU NposiBamMu
XCH (NYHA [I-IV), wo matote ®B J < 35%. 3a ymosu
BiACYTHOCTI rinepkaniemii i cyTTeBOi ANCPYHKLIT HUPOK.

CepueBi rmikosavan (OUrOKCMH) B repiaTpUYHIn
npaktuui npun XCH Bce pigwe BMKOPUCTOBYIOTLCH MpU
nikyBaHHi CH y XxBOpUX 3 CUMHYCOBMM PUTMOM, OCKiNbKu
3'aBunncsa obrpyHToBaHi CyMHiBM B iXHii Ge3neui, HaBiTb
npu NpU3HaYeHHi B HU3bkUX Jo3ax. 3a gaHuMM BinbLIOCTi
NPOCNEKTUBHMX HepaHa0Mi30BaHMX [OCniaXeHb,
3aCTOCYBaHHSI OUIOKCUHY NpuOnu3Ho B 2 pasn 36inbLuye
cMmepTHiCTb xBopux 3 XCH, npuyomy y XxBopux £K 3i
30epexXeHoto, Tak i 3 MOPYLUEHOK CUCTOMIYHOK (PYHKLIED
JIW. Tomy B AilouMx HauUioOHanbHWX i €BPONENCHKNX PEKO-
MEeHAaUisX Woro NpusHaYeHHs PEKOMEHAOBAHO AN KOH-
TPOMO CMMNTOMIB i 3MEHLUEHHS BUMNAAKIB rocnitanisauii
npu Baxkin XCH i sHmxkeHHI ©B J1LU abo B noeaHaHHi 3
TaxicuctonivyHoto copmoto Pr1. MigTpumyroya gosa avro-
KCUHY Y XBOpUX NOXWIOro BiKy NOBWHHA cknagatu 1/2-1/4
BiJ 3BMYaMHOI AN NauieHTiB MOMOAOro Ta 3piforo Biky,
T06T0 0,0625-0,125 Mr/ooby.

KniHiyHul eunadok: Xsopun C, 70 pokiB, ckapru Ha
cepuebuTTs, 3aanLLKy B CMOKOI, HABPSIKM HIDKHIX KiHLiBOK,
30inbleHHs xunBoTa. XBopie 20 pokiB Ha apTepianbHy
rinepteHsito (AlN). OG’EKTMBHO: BMMYLLUEHE MONOXEHHS
OpPTOMHOE, aKpoLliaHo3, 3acTilHi ApiGHOMyXMpLEBi Xpunu
B HWXHIX Bigainax nerexnb, AT — 125/70 MM pT.CT., NynbC
110 ya./xB., apuTMiYHWIA, niBa Mexa cepus No nepeaHin
akCUNSApHIA niHii, NnpaBa — No nNapacTepHanbHiNn, TOHU
ocrnabneHi, apuTMiYHi, CUCTONIYHWMIA LWYM Hag yciMa Tou-
kammn B obnacrti Bepxisku i llI-IV mixpebep’i 3niBa, nediH-
Ka BUCTynae Ha 7-8 cM Hwx4e kpat pebepHoi gyru. B
3aranbHOMYy aHanisi cevi — 6inok cnign; KpeaTuHiH KpoBI
130 mkmonb/n, EXOKC — KOP (kiHUeBMI giacTonivyHuii
po3mip) niBoro wnyHoyka — 70 mm, KCP (kiHueBuiA cuc-
TOniYHUIA po3Mmip) 62 MM, niBe nepeacepas — 46 mm,
dpakuis suknay (PB) — 27%, perypritauis Hag MiTpans-
HUM TpuKycniganbHMM knanaHamu; Rtg-rpadis opranis
rPYAHOI KMiTKN — Kapaiomerarnis 3a paxyHOK 36inblueHHs
NiBOro i NpaBoro LWMAYHOYKIB, KapAianbHWiA 3acCTin B nere-
HaAX. EKI — 3HWKeHWIn BonbTax, ibpunauia nepeacepab
i3 UCC 100-120/xe. [HiarHo3: linepToHiyHa xBopoba Il
cTagii, cTyniHb 3, pu3uk 4 (oy>Xe BUCOKWI), rinepTeH3NBHE
cepue, nocrtiviHa dpopma idpunsauii nepeacepab,CH 116
i3 cuctoniyHoto amcdyHkuieto NI, NYHA IV ®K.
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XBOpOMY npu3HayveHa Tepania: Topacemig 20 mr/goby
BHYTPILLHBOBEHHO, AirokcnH 0,25 mr/goby, BepoLunipoH
50 mr/go6y, paminpun 2,5 mr/goby; Ha 8-uin aeHb Tepanii
no3y 36inbweHo ao 5,0 mr. Yepes 7 gHiB nicnga crabini-
3auii ctaHy xBopomy Oyno HasHauyeHo [B-AB kapBeginon
no 3,125 mr 2 pasn BaeHb. licng Bunucku i3 ctauioHapy
Npu MNOBTOPHIN KOHCYNbTaUil CTaH XBOPOro 3anuiiaeTbes
NpoaoBXy€e nikyBaHHs ambynaTopHo LirokcuH
0,25 wmr/goby, paminpunn 5,0 wmr/goby, BapdapuvH
3,75 mr/poby, Topacemig — 10 mr 1 pa3 BaoeHb , BepoLuni-
poH 0,25 mr/goby, kapBedinonm no cxemi TUTPyBaHHS
(3,125 mr 2 pasu BaeHb, 6,25vr 2 pasu BoeHb, 12,5mr
2 pasn BAeHb, 25Mr paHkoM i 12,5Mr BBe4depi. XBopwuii
JOCArHyB KriHiYHO nepeHocumol gosn 37,5 mr. Yepes 6
MicsiuiB 3a40BiNbHUM: HAbPsKIB HEMaE, NOKa3HUKM remo-
OWHaMiKM  3a[0BifnbHi,3MEHWNNNCA PO3MipU cepus, XB
opuiA NOCTINHO NpuiMae 25 Mr kapseginony (ue KniHivYHo
nepeHocuma p[osa), paminpun 5 mr/goby; BepoLnipoH
0,25 mr/po0y, girokcuH 0,25 mr/goby.

HesBaxaiun Ha [OCATHEHHS cy4yacHoi kapaionorii,
BefeHHA xBopux 3 XCH noxunoro Biky 3anuviaetbcs
cknagHuMm 3aBgaHHAM. KinbkicTb TakMx nauieHTiB cTae
pepani Ginblwe, i npakTMYHOMY nikapo BCe uJacTile
[0BOAMTBCS NPUAMATM HEnpoCTi KMiHiYHI piweHHs. Mn
nigrotyBanu Ut nybnikauio, wWob 3BepHyTU yBary
NpakTUYHMX nikapiB Ha o0cobnMBOCTI Tepanii Takux
nauieHTiB MOXMIIOro BiKY.
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Findings of the population study show that the aver-
age age of patients with chronic heart failure (CHF), re-
siding in the countries with high-income economies,
ranges from 70 to 75 years [6,7]. Data from the American
Heart Association report about 12-15 million CHF-related
outpatient attendances. Almost half of such patients die
within 4 years and 25-50% of elderly patients, suffering
from the severe CHF die within one year, indicating about
the serious prognosis of the clinically manifested CHF.
Consequently, CHF is primarily the problem of the elderly
and senile people, number of which is tending to increase
in the developed countries.

Peculiarity of the CHF in elderly people is its polyeti-
ologic nature; the major etiologic factors of CHF in elderly
people are ischemic heart disease (IHD), hypertension
and their combination, and Type 2 diabetes mellitus [5].
Likewise, heart valve disease, namely, aortic valve
stenosis, senile amyloidosis, atrial fibrillation or kidney
failure can be the leading cause for CHF or aggravate it.
Specific physiological alterations of the cardiovascular
system, as well as other organs and systems which are
inherently related to elderly patients can promote the de-
velopment of CHF. With age the decrease of the total
amount of cardiac hystiocytes and overgrowth of connec-
tive tissue in the heart muscle (including accumulation of
amyloid) leads to the enhanced stiffness of the myocar-
dium, moderate physiological hypertrophy with the forma-
tion of diastolic ventricular dysfunction. Valve fibrosis and
calcification, impaired excitability and conductivity oc-
curred in decreased number of functional cells in the si-
noatrial node and cardiac conduction system, results in
reduced systolic myocardial function. Impairment of ex-
cretory function of kidneys is of particular importance in
the development of CHF in elderly people. Kidney dys-
function is registered in 20% of elderly patients.

Rarely CHF in elderly people is an isolated pathology
and it is often associated with minimum three, and in
25% of patients with six and more concomitant diseases.
[2,11].

Notably, the share of CHF patients with left ventricular
(LV) systolic dysfunction significantly decreases with age,
whereas the share of CHF patients with preserved LV
systolic function is increasing. In this regard, some ob-
servations show that HF progresses with preserved LV
systolic function in 6% of patients under 60 years old and
in 40% patients over 70 years [9]. The data is confirmed
with the results of the extensive population study made in
the USA (National Heart Failure Project (2003)), which
shows that CHF with preserved LV systolic function is
more common in 50% of women aged over 65 years, and
in approximately 1/3 of male population of the same age.

Of note, older people with HF experience atrial fibrillation
more often. The ATRIA study (2001) showed that nearly
70% of all patients with AF constitute individuals aged
over 65 years, and individuals over 75 years old consti-
tute 50%. In this way the risk for AF in the population of
CHF patients accounts for 10 to 30%.

Treatment of older patients with CHF is still aimed at
the monitoring of risk factors, lessening of the symptoms,
improvement of quality of life, reduction of hospital ad-
missions and improvement of the prognosis, if possible
[2,4,5].

Currently, the prolonged drug treatment is based on
prescription of medications reducing the neurohumoral
activity of renin-angiotensin-aldosterone (RAAS), sym-
pathoadrenal systems, namely, angiotensin-converting
enzyme (ACE) inhibitors, beta-blockers (8-AB), mineralo-
corticoid-receptor antagonists (MRA), as well as Digoxin
and diuretics. The existed evidence-based data shows
that prescription of the abovementioned agents promotes
the improvement of quality of life and increase in life ex-
pectancy of CHF patients [1,2,4].

It should be taken into account that such medications
as nonsteroidal anti-inflammatory agents, corticosteroids,
Class | antidysrhythmic drugs (chinidinum, disopyra-
midum, ethacyzin, aetmozinum, etc.) are not intended for
prescription in elderly with CHF.

ACE inhibitors have been extensively used in treat-
ment of CHF in older people. Positive effect of the ACE
inhibitors in CHF has been proved in numerous extensive
placebo-controlled trials (CONSENSUS, SOLVD SAVE,
and others) that verified the properties of this group of
drugs not only to improve the clinical condition but to pro-
long the life expectancy of patients with CHF. At the
same time the number of cases of occurrence of ACE
inhibitors-associated postural hypotension and especially
azotaemia and hyperpotassemia is increasing with age.
Therefore, in titration of ACE inhibitors doses elderly pa-
tients should be undergone more thorough monitoring of
blood pressure and corresponding laboratory indices.
Treatment should be started with minimal doses: enala-
pril at 2.5 mg twice a day, quinapril at 2.5 mg twice daily,
perindoprilum at 2 mg once daily, ramiprilum at 2.5 mg
once daily. Doses should be doubled every 3-7 days. The
rate of titration can be increased or decreased, if neces-
sary. ACE inhibitors, supplemented with 3-AB, are indi-
cated to all patients (unless there are contraindications)
with clinical manifestations of CHF (NYHA II-1V), with left
ventricular ejection fraction < 40-45%.

Angiotensin Il receptor blockers (ARBs), supple-
mented with B-AB and MRA, are indicated to all patients
with ACE inhibitors intolerance due to cough or an-
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gioneurotic edema. Currently, medical treatment of CHF
patients with lowered ejection fraction can involve cande-
sartan, valsartan. Titration of doses of sartans is made in
the similar way to titration of doses for ACE inhibitors.
Elderly patients with CHF are less commonly managed to
achieve the target doses of ACE inhibitors as compared
with younger patients. Before start of ACE inhibitors or
ARBs prescription a severe anemia (hemoglobin < 70
g/L), hyperpotassemia (potassium > 5.5 mmol/L), kidney
failure (creatinine > 300 ymol/L) and renal artery stenosis
of both renal arteries should be excluded in elderly pa-
tients with arterial hypertension.

B-blockers (B-AB). Currently, the prescription of 3-AB,
supplemented with ACE inhibitors and diuretics, is rec-
ommended to all patients with persistent Functional
Class Il - IV CHF, unless there are contraindications.
Such B-AB, as bisoprololum, carvedilolum, metoprolol
succinate CR/XL and nebivololum can be used in CHF
with LV systolic dysfunction [4,9]. Carvedilolum has the
most convincing evidence as to its effectiveness in pa-
tients with significantly lowered (< 25%) left ventricular
ejection fraction, and in postinfarction patients with left
ventricular ejection fraction < 40%. However, the practice
shows that a fair amount of doctors do not adhere to the
recommendations; only 1/3 of patients with HF are pre-
scribed with B-AB, whereas ACE inhibitors are prescribed
to 2/3 of patients. It is recommended to prescribe B-
blockers after a patient's condition has stabilized with
gradual increase of the dose to the recommended target
level. It is 10 mg/daily for bisoprololum, 50 mg/daily for
carvedilolum, 200 mg/daily for metoprolol and 10
mg/daily for nebivololum. In case when, under some cir-
cumstances, it is not possible to reach the target dose
while prescribing the medication one should stop at the
reached dose but on no condition refuse to be prescribed
with B-AB [3,4,7]. Importantly, the titration of 3-AB dose is
a very individual process and each patient has its own
optimum dose.

We have established that tolerance of 3-AB therapy
depends on the duration of the titration period. A great
majority of patients with severe CHF requires prolonga-
tion of the period of titration to 6 months that makes it
easy to reach the target dose of the medication and en-
ables to reduce the frequency of side effects [3]. The re-
sults of the SENIORS study were the noteworthy evi-
dence for positive effect of B-AB on survival and clinical
aftermath in elderly patients, including patients with pre-
served left ventricular ejection fraction.

Diuretics. The use of diuretics can cause certain clini-
cal problems in older people. There is a higher risk for
the development of hypotension and azotemia associ-
ated with active diuresis, caused by the use of loop diu-
retics that requires start of treatment with low doses and
thorough monitoring of blood pressure and plasma
creatinine. Thiazides are less effective in glomerular filtra-
tion rate (GFR) less than 30 ml/min, and considering the
age-related physiological lowering of GFR, their use in
elderly patients as a monotherapy is less reasonable.
Urinary incontinence that involves the possibility of blad-
der catheterization during the most active diuretic therapy
is observed in 1/3 of patients. In prolonged use of diuret-
ics, the elderly patients with CHF can develop adiaphoria
to them.

Mineralocorticoid-receptor antagonists (MRA) (spiro-
nolactone, eplerenone), supplemented with ACE inhibi-
tors (in case of intolerance of the latter, with ARBs) and
B-AB, are indicated to all patients with clinical manifesta-
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tions of CHF (NYHA II-IV) with left ventricular ejection
fraction < 35%, unless hyperpotassemia and severe renal
dysfunction is presented.

In CHF geriatric practice cardiac glycosides (digoxin)
are less frequently used in treatment of HF in patients
with sinus rhythm, since their nonhazardous effect even
in prescription of low doses is reasonably doubted. Find-
ings of major prospective non-randomized studies show
that the use of digoxin twice heightens the mortality of
CHF patients, including patients with both persevered
and impaired LV systolic function. Therefore, the current
national and European guidelines recommend its pre-
scription to monitor the symptoms and reduce cases of
hospitalization in the severe CHF and lowering of the left
ventricular ejection fraction or in combination with tachy-
systolic form of atrial fibrillation. Maintenance digoxin
dose in elderly patients should constitute 1/2-1/4 from the
regular dose for young and adult patients, i.e., 0, 0625-
0.125 mg/day.

Clinical case: 70 year-old patient S. presented with
complaints of palpitations, dyspnea at rest, edema of the
lower extremities, and enlargement of abdomen. The pa-
tient has been suffering from arterial hypertension for 20
years. On examination: enforced position orthopnea, ac-
rocyanosis, congestive fine rales in the lower parts of the
lungs, blood pressure 125/70 mm Hg, pulse 110
beats/min, arhythmic, left heart border is on the anterior
axillary furrow, right heart border is on the parasternal
furrow, tones are weak, arhythmic, systolic murmur over
all points in the area of the top and IlI-IV intercostal
space on the left, the liver performs at 7-8 cm below the
edge of the rib arch. Urinalysis test showed protein
traces; blood creatinine 130 pymol/L. Echo cardioscopy
demonstrated end-diastolic size of the left heart ventricle
70 mm, end-systolic size 62 mm, left atrium 46 mm, ejec-
tion fraction 27%, regurgitation over the mitral tricuspid
valves; Chest Rtg-graphy showed megalocardia due to
the enlargement of the left and right ventricles, cardiac
congestion in the lungs. ECG demonstrated reduced
voltage, atrial fibrillation with heart rate of 100-120/min.
Diagnosis: stage 3 hypertension, risk 4 (very high), hy-
pertensive heart, permanent form of atrial fibrillation, HF
11B with LV systolic dysfunction, NYHA FC IV.

The patient was treated with torasemidum at 20
mg/daily intravenously, digoxin at 0.25 mg/daily, verospi-
ron at 50 mg/daily, ramipril at 2.5 mg/daily; on the day 8
of the therapy the dose was increased to 5.0 mg. Follow-
ing the 7 days, after the patient's condition stabilized, -
AB carvedilolum was prescribed at 3.125 mg twice daily.
After discharge from the hospital the patient continues
outpatient treatment with digoxin at 0.25 mg/daily, rami-
prii at 5.0 mg/daily, warfarin at 3.75 mg/daily,
torasemidum at 10 mg once a day, verospiron at 0.25
mg/daily, carvedilolum according to titration scheme
(3.125 mg twice daily, 6.25 mg twice daily, 12.5 mg twice
daily, 25 mg in the morning and 12.5 mg in the evening).
The patient has reached a clinically tolerant dose at 37.5
mg. After 6 months the repeated examination showed
patient’s satisfactory condition with no edema, satisfac-
tory hemodynamic rates, diminished size of the heart; the
patient continuously takes carvedilolum at 25 mg (it is a
clinically tolerant dose), ramipril at 5 mg/day; verospiron
at 0.25 mg/day, digoxin at 0.25 mg/day.

Notwithstanding the achievements of the contempo-
rary cardiology, management of elderly people with CHF
remains a difficult task. The number of such patients is
increasing and a general practitioner has to make com-
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plicated clinical decisions more frequently. We have pre-
pared this publication to draw attention of general practi-
tioners to the features of therapy of elderly patients.
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