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mplications of concomitant diseases
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cute myocardial infarction (AMI) re-
mains one of the leading causes of
mortality and disability worldwide. The

tacks and cardiovascular complications in the long term.
Special attention is also paid to the strategy of man-
agement of patients with comorbid pathology, including

prognosis of AMI patients depends not only on timely
medical care, but also on the presence of comorbidities
that can significantly complicate the course of the dis-
ease and increase the risk of unfavourable outcomes.
The article discusses the influence of such comorbid
conditions as diabetes mellitus, chronic heart failure,
arterial hypertension, chronic obstructive pulmonary
disease and chronic kidney disease on the course and
prognosis of patients with AMI.

Data analysis shows that the presence of comorbidities
increases the risk of hospital mortality, recurrent heart at-

the choice of drug therapy and rehabilitation measures
aimed at reducing mortality and improving quality of life.

The results of the study emphasise the need for an in-
dividual approach to the treatment of patients with AMI,
taking into account their comorbidities, as well as the
importance of multidisciplinary collaboration to achieve
optimal clinical outcomes.

Keywords: acute myocardial infarction, comorbidities,
comorbidity, prognosis, mortality, cardiovascular compli-
cations, chronic heart failure.



I infarto agudo de miocardio (IAM) sigue sien-
do una de las principales causas de morta-
lidad y discapacidad en todo el mundo. El
prondéstico de los pacientes con IAM depende no solo
de la atencién médica oportuna, sino también de la pre-
sencia de comorbilidades que pueden complicar signi-
ficativamente el curso de la enfermedad y aumentar el
riesgo de resultados desfavorables. El articulo analiza
la influencia de condiciones comérbidas como diabetes
mellitus, insuficiencia cardiaca crénica, hipertension ar-
terial, enfermedad pulmonar obstructiva crénica y en-
fermedad renal cronica en el curso y prondéstico de los
pacientes con IAM.

El analisis de datos muestra que la presencia de comor-
bilidades aumenta el riesgo de mortalidad hospitalaria,
ataques cardiacos recurrentes y complicaciones cardio-
vasculares a largo plazo. También se presta especial
atencion a la estrategia de manejo de pacientes con
patologia comorbida, incluida la eleccion de la terapia
farmacolégica y las medidas de rehabilitacion destina-
das a reducir la mortalidad y mejorar la calidad de vida.

Los resultados del estudio enfatizan la necesidad de un
enfoque individual para el tratamiento de pacientes con
IAM, teniendo en cuenta sus comorbilidades, asi como
la importancia de la colaboracion multidisciplinaria para
lograr resultados clinicos 6ptimos. Palabras clave: in-
farto agudo de miocardio, comorbilidades, prondstico,
mortalidad, complicaciones cardiovasculares, insufi-
ciencia cardiaca cronica.
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cute myocardial infarction (AMI) is

one of the most common and se-

vere forms of coronary heart disease,
which remains the leading cause of mortality and disabil-
ity worldwide. Despite significant advances in diagnosis,
treatment and prevention, mortality from myocardial in-
farction remains high, especially among patients with an
aggravated clinical history.

One of the key factors affecting outcomes in AMI is the
presence of comorbid conditions. These conditions, in-
cluding diabetes mellitus, chronic heart failure, arterial
hypertension, chronic obstructive pulmonary disease
and chronic kidney disease, significantly complicate
the course of the disease, worsen the prognosis and in-
crease the risk of unfavourable outcomes'.

Comorbidity complicates standard treatment, increases
the likelihood of complications and requires a more com-
prehensive approach to patient management. In addi-
tion, it imposes restrictions on the choice of drug therapy
and rehabilitation measures. Thus, the study of the influ-
ence of comorbidities on the prognosis of AMI patients
has not only scientific but also practical importance for
the development of individualised treatment strategies
and improving the quality of medical care.

Materials and Methods. In the course of the study prepa-
ration, we reviewed modern scientific literature on the
influence of various comorbidities (diabetes mellitus,
chronic heart failure, arterial hypertension, chronic ob-
structive pulmonary disease, etc.) on the course and
prognosis of acute myocardial infarction, as well as sum-
marised the results of clinical studies, meta-analyses and
scientific publications to identify key patterns. In addition,
we classified comorbidities according to their influence
on the course of AMI and systematised risk factors and
adverse outcomes associated with comorbid conditions.
The impact of various comorbidities on the prognosis
of AMI patients was compared, and differences in the
course and outcomes of AMI in patients with one or more
comorbid conditions were assessed.

Based on the data of epidemiological studies, the preva-
lence of comorbid conditions among patients with AMI
was analysed, the dependence of the incidence of ad-
verse outcomes on the presence of comorbidities was
assessed, and the mechanisms through which comorbid
conditions worsen the course of myocardial infarction
(e.g., systemic inflammation, endothelial dysfunction,
metabolic disorders, etc.) were studied. Theoretical
substantiation of approaches to optimisation of treat-
ment and rehabilitation of patients taking into account
comorbid conditions was also carried out.
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cute myocardial infarction (AMI) re-

mains one of the leading causes of

mortality and disability worldwide, de-
spite the achievements of modern medicine in the field of
diagnosis, treatment and prevention. This disease rep-
resents one of the most acute forms of ischaemic heart
disease, resulting from sudden cessation of blood supply
to the myocardium, leading to its ischaemia and necro-
sis?. Although timely medical care, including reperfusion
therapy and modern drug approaches, has significantly
improved patient survival, overall mortality and compli-
cation rates remain high.

The prognosis of AMI patients is determined by many
factors, including age, gender, time from onset of symp-
toms to hospital admission, the extent of myocardial
damage and the effectiveness of medical care. How-
ever, the attention of specialists is increasingly drawn to
comorbid conditions, which have a significant impact on
the course of the disease, the choice of treatment tactics
and the likelihood of unfavourable outcomes.

Co-morbidities such as diabetes mellitus, arterial hyper-
tension, chronic heart failure, chronic obstructive pulmo-
nary disease (COPD), obesity, chronic kidney diseases
(CKD) and others form the unique clinical profile of each
patient’. Such conditions not only worsen the overall
cardiovascular health, but also alter the body’s response
to treatment, increase the risk of complications, and in-
crease the likelihood of recurrent cardiovascular events.

For example, patients with diabetes mellitus have an in-
creased propensity for blood clots, which increases the
risk of recurrent heart attacks and other thromboembolic
complications. Arterial hypertension increases the load
on the heart muscle, accelerating the development of left
ventricular hypertrophy and heart failure*. Chronic kid-
ney disease, in turn, is associated with marked changes

Table 1. Comorbid conditions and their impact on the course of AMI

in metabolism, inflammatory processes and impaired
regulation of blood pressure, which also aggravates the
course of myocardial infarction.

In addition, the combination of AMI with comorbid con-
ditions significantly complicates the choice of treatment
tactics. For example, the use of anticoagulant and an-
tiaggregant therapy may be limited in patients with the
high risk of bleeding often seen in CKD. Chronic lung
diseases, such as COPD, increase the risk of hypoxia
and respiratory complications, requiring a special ap-
proach to the management of these conditions.

Another important aspect is the long-term prognosis
of patients with AMI and comorbidities. Comorbidity
increases the risk of recurrent infarction, heart failure,
arrhythmias and other complications, which negatively
affects the quality and duration of life®. Such patients
more often need more intensive rehabilitation, long-term
follow-up and careful control of all risk factors.

Thus, the presence of comorbidities in patients with
AMI requires special attention on the part of physicians,
as comorbid conditions play a key role in determining
the outcome of the disease. Successful management
of such patients is possible only with a comprehensive
and individualised approach, including optimisation of
acute myocardial infarction treatment, correction of co-
morbidities and modification of risk factors. This requires
multidisciplinary interaction between specialists such as
cardiologists, endocrinologists, nephrologists, pulmon-
ologists and rehabilitologists, which allows to improve
the quality of medical care and increase patient survival.

Comorbid conditions significantly complicate the clinical
picture of acute myocardial infarction (AMI), worsening
the course of the disease and increasing the risk of un-
favourable outcomes®. The most common comorbidities,
such as diabetes mellitus, chronic heart failure (CHF),
arterial hypertension, chronic obstructive pulmonary dis-
ease (COPD) and chronic kidney disease (CKD), influ-
ence both the pathophysiology of the disease and treat-
ment tactics (Table 1).

Comorbid condition Impact on the course of AMI

Impact on the forecast

Diabetes mellitus

- accelerates the development of atherosclerosis.
- increases inflammation and tendency to thrombosis.
- reduces the effectiveness of reperfusion therapy.

- increases the risk of recurrent heart attacks.
- increases the risk of hospital and long-term mortality.
- impairs myocardial healing and causes remodelling.

. . - increases myocardial ischaemia.
Chronic heart failure 4

(CHF) - hinders the use of intensive drug therapy.

- reduces the compensatory capacity of the heart muscle. | - increases the likelihood of recurrent heart failure.

- increases the risk of hospital mortality.

- decreases overall life expectancy.

- increases the strain on the heart.
Arterial hypertension | - promotes rupture of atherosclerotic plaque.

- increases the likelihood of left ventricular hypertrophy.

- worsens prognosis due to high risk of cardiovascular
complications.

- increases the risk of strokes and recurrent heart attacks.

- increases the risk of cardiac death.

Chronic obstructive

. of the heart.
pulmonary disease

- lead to hypoxia and increased strain on the right side

- limit the use of certain treatments, such as beta-

- increase the risk of arrhythmias.
- increase the likelihood of death due to respiratory failure.

- limit the use of nephrotoxic drugs.

(COPD) adrenoblockers. - reduce tolerance to physical activity.
- increase systemic inflammation. - increase the risk of renal failure in the acute period.
Chronic kidney - disrupt the regulation of water-salt balance and blood | - increase the risk of mortality.
disease (CKD) pressure. - worsen the prognosis due to the high probability of

complications.




Diabetes mellitus has a significant impact on the course
and prognosis of patients with acute myocardial infarc-
tion (AMI). This condition is an important risk factor for
cardiovascular disease and exacerbates the course of
AMI in several ways. Diabetes mellitus contributes to the
progression of atherosclerosis, which increases the like-
lihood of coronary artery obstruction and impairs blood
flow to the myocardium. This can lead to more extensive
myocardial damage during infarction and also makes re-
perfusion more difficult with standard therapeutic inter-
ventions such as thrombolysis or stenting.

Diabetes mellitus slows down the process of myocardial
tissue repair after infarction, as increased blood glucose
levels reduce the activity of cells involved in vascular and
myocardial tissue repair, which can lead to more pro-
nounced cardiac remodelling and chronic heart failure.

Chronic heart failure (CHF) is one of the most important
comorbid conditions in patients with acute myocardial
infarction (AMI). In this pathology, the heart is unable to
pump blood efficiently, which leads to a deficit of oxygen
and nutrients for organs and tissues, worsens the clinical
condition and significantly increases the risk of complica-
tions in AMI.

In chronic heart failure, the myocardium is already
weakened, and the ability of the heart to compensate
for the additional load caused by infarction is reduced.
This leads to deterioration of blood supply not only to the
myocardium itself, but also to other organs, increasing
ischaemia and reducing the effectiveness of treatment’.

Patients with CHF often develop microcirculatory dis-
orders, which makes it difficult to restore normal blood
flow in the damaged area of the myocardium after infarc-
tion. This makes reperfusion therapy less effective and
increases the volume of necrotised tissue. In the setting
of CHF, the heart can no longer effectively cope with the
increased workload, especially after infarction, which can
lead to a more severe course of the disease. Various ar-
rhythmias such as atrial or ventricular fibrillation may also
develop, further complicating treatment and prognosis.

Patients with CHF who have undergone AMI have a
higher risk of in-hospital death because their heart is al-
ready weakened and cannot effectively compensate for
the effects of the infarction. Due to the reduced ability
of the heart to recover from an infarction and increased
vascular stress, patients with CHF are more likely to suf-
fer repeated myocardial infarctions.

Arterial hypertension (AH) is one of the most common
comorbid conditions in patients with acute myocardial in-
farction (AMI). AH is an important risk factor for the devel-
opment of atherosclerosis and cardiovascular disease,
and its presence significantly complicates the course of
myocardial infarction. Chronically elevated blood pres-
sure makes the heart work with increased load, espe-
cially on the left ventricle. This can lead to myocardial hy-
pertrophy and dysfunction, making the heart less mobile

and difficult to recover from a heart attack. As a result,
the heart becomes less able to compensate for the dam-
age caused by the heart attack.

High blood pressure contributes to damage to the walls
of blood vessels, which increases the risk of athero-
sclerosis and the formation of atherosclerotic plaques.
These plaques can rupture, leading to the formation of
blood clots that can block coronary arteries and cause
acute myocardial infarction.

Arterial hypertension exacerbates impaired microcircu-
lation and blood supply to the myocardium, which in-
creases the risk of massive infarction. Damaged vessels
deliver oxygen and nutrients to myocardial tissues less
efficiently, impairing recovery after a heart attack.

Thus, arterial hypertension seriously affects the course
and prognosis of acute myocardial infarction. Manage-
ment of this condition requires active blood pressure
control, use of antihypertensive therapy and preven-
tion of possible complications. It is important to follow
a comprehensive approach aimed at normalising blood
pressure and improving the general state of the patient’s
cardiovascular system®.

Chronic obstructive pulmonary disease (COPD) is a
common comorbid condition in patients with acute myo-
cardial infarction (AMI). COPD includes diseases such
as chronic bronchitis and pulmonary emphysema, which
are characterised by impaired respiratory function, re-
duced ventilatory lung volume and chronic hypoxaemia.
These disorders significantly complicate the course and
treatment of myocardial infarction.

COPD leads to deterioration of lung function, which
contributes to hypoxia (lack of oxygen) in the body. This
complicates the course of AMI, as the myocardium and
other oxygen-deprived organs are more susceptible to
damage. In addition, chronic hypoxia can worsen myo-
cardial reperfusion after infarction, reducing the effec-
tiveness of therapeutic interventions such as stenting or
thrombolysis.

In COPD, the heart is forced to work with increased
workload, especially the right side of the heart due to the
development of pulmonary hypertension, which results
from insufficient ventilation and increased stress on the
pulmonary circulation. At the same time, heart function
deteriorates, leading to additional problems in myocardi-
al infarction, such as the development of right ventricular
heart failure.

Many medications used to treat AMI can have side ef-
fects in COPD, complicating therapy. For example, beta-
adrenoblockers, which are often used to prevent recur-
rent infarctions and arrhythmias, can reduce respiratory
function and cause bronchospasm, making their use in
patients with COPD limited. This calls for caution in se-
lecting therapeutic strategies and using drugs that are
safe for the respiratory system'.
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Patients with COPD have an increased susceptibility to
respiratory tract infections such as pneumonia, which
may complicate the course of AMI. Inflammatory pro-
cesses caused by infections can increase the workload
on the heart and worsen its functional status, which in
turn increases the risk of death or other serious compli-
cations in the post-infarction period.

Accordingly, chronic obstructive pulmonary disease sig-
nificantly complicates both treatment and prognosis in
patients with acute myocardial infarction. Such patients
require an individualised approach, including hypoxia
correction, careful use of medications, and closer moni-
toring of the respiratory and cardiovascular systems.

Chronic kidney disease (CKD) is an important comor-
bid condition in patients with acute myocardial infarction
(AMI) because impaired renal function has a significant
impact on the course of the disease and increases the
risk of adverse outcomes. Chronic kidney disease is ac-
companied by disturbances in water-electrolyte balance,
which can lead to fluid retention in the body, oedema and
increased blood pressure''. Elevated blood pressure, in
turn, increases the load on the heart and impairs its abil-
ity to restore normal function after a heart attack. In ad-
dition, chronic hypertension exacerbates atherosclerosis
and increases the risk of recurrent heart attacks.

In acute myocardial infarction, the kidneys may be sub-
jected to additional stress due to reduced blood sup-
ply and hypoxia, especially in patients with pre-existing
chronic kidney disease. This can lead to acute kidney in-
jury (AKI), which significantly worsens prognosis. Acute
kidney injury is associated with higher mortality and
requires close monitoring of renal function in the post-
infarction period.

Chronic renal failure is accompanied by chronic inflamma-
tion and metabolic abnormalities such as dyslipidaemia
and alterations in calcium metabolism, which may contrib-
ute to the progression of atherosclerosis and worsen the
clinical situation in AMI. In addition, chronic inflammation
promotes more vascular damage, which may increase in-
farct size and impair post-infarction recovery.

In patients with chronic kidney disease, it may be neces-
sary to adapt drug therapy because many drugs used
to treat myocardial infarction have toxic effects on the
kidneys or require dosage adjustments that limit the use
of certain drugs, such as anticoagulants, blood pressure
control agents or nephrotoxic agents’.

It can be concluded that chronic kidney disease signifi-
cantly complicates the course of acute myocardial infarc-
tion and increases the likelihood of serious complica-
tions. Such patients require an individualised approach
to treatment, taking into account their renal function and
other comorbidities, as well as careful monitoring of re-
nal and cardiac function in the post-infarction period.

he opinion of experts regarding the influence

of comorbidities on the outcomes of acute

myocardial infarction (AMI) is supported by
many studies and clinical observations. The presence of
comorbidities does significantly increase the risk of hos-
pital mortality, recurrent infarctions and cardiovascular
complications in the long term.

Patients with AMI and comorbid conditions such as dia-
betes mellitus, chronic heart failure, arterial hyperten-
sion, renal disease and COPD have a significantly higher
risk of in-hospital mortality'®. Accordingly, the presence
of these diseases impairs the body’s ability to cope with
acute stress and interferes with full recovery after a
heart attack. Co-morbidities, especially those affecting
the cardiovascular and respiratory systems, exacerbate
ischaemia, increase cardiac workload and contribute to
the development of serious complications such as acute
kidney injury, infectious complications, thrombosis and ar-
rhythmias.

Many studies confirm that comorbid conditions increase
the likelihood of recurrent myocardial infarction. For ex-
ample, patients with diabetes mellitus often have more
rapid progression of atherosclerosis and deterioration of
vascular function, leading to an increased incidence of
recurrent infarction. Co-morbidities such as arterial hy-
pertension and chronic heart failure also contribute to
chronic cardiovascular overload, which increases the
risk of new infarctions and other vascular events'.

The presence of comorbid diseases increases the risk
of chronic heart failure, arrhythmias, strokes and other
vascular complications in the long term. For example,
chronic hypertension promotes myocardial hypertrophy,
which impairs its ability to adapt after a heart attack, and
diabetes mellitus affects myocardial repair and increas-
es the propensity for thrombus formation. Patients with
chronic kidney disease and COPD have a worse prog-
nosis due to repeated exposure of the heart and blood
vessels, which can lead to the development of chronic
heart failure and cardiorespiratory diseases.

Comorbid diseases also affect the quality of life of pa-
tients after myocardial infarction, as they require constant
monitoring and adaptation of treatment. This situation
increases the complexity of the rehabilitation process,
which in turn affects the long-term outcome and increas-
es the need for multicomponent treatment. Problems
with the kidneys, respiratory system or endocrine regu-
lation (e.g. diabetes) may limit physical activity, reduce
tolerance to treatment and worsen overall recovery rates.

Thus, comorbidities are an important predictor of ad-
verse outcomes in patients with acute myocardial infarc-
tion. Effective management of such conditions is a key




factor in improving prognosis, reducing the risk of mor-
tality and complications, and improving the quality of life
and predicted life expectancy of patients’s.

Strategies for the management of patients with comorbid
pathology after acute myocardial infarction (AMI) require

a comprehensive approach, including drug therapy, re-
habilitation measures and multicomponent prevention of
complications. The main goal is to reduce mortality, pre-
vent recurrent infarctions and improve the quality of life
of patients in the long term.

Table 2. Management strategies for patients with comorbid pathology

Direction Drug therapy

Rehabilitation measures

Purpose

Antiaggregant and
anticoagulant therapy

Aspirin, clopidogrel, ticagrelor (for
prevention of thrombosis)

Moderate exercise to improve
circulation and prevent thrombosis

Prevention of thrombosis and
deterioration of coronary artery
patency

ACE inhibitors (enalapril, lisinopril),
beta-adrenoblockers (metoprolol,
bisoprolol), angiotensin Il receptor
blockers (valsartan), diuretics
(hydrochlorothiazide

Blood pressure
monitoring

Cardiorespiratory training to
improve heart and vascular
function, reduce stress and blood
pressure

Reduction of blood
pressure and prevention of
cardiovascular complications

) Statins (atorvostatin, rosuvastatin)
to lower cholesterol and stabilise
atherosclerotic plaques

Statin therapy

Reducing stress levels and
improving endurance through low-
intensity exercise

Reducing the risk of recurrent
heart attacks and vascular
complications

Metformin, insulin, glitazones,
SGLT2 inhibitors (empagliflozin) for
glucose control

Diabetes treatment

Nutrition education, including
carbohydrate control, and physical
activity to improve metabolism

Glucose control and
prevention of cardiovascular
complications

Beta-adrenoblockers, ACE
inhibitors, angiotensin |l receptor
blockers, mineralocorticoid receptor
antagonists (spironolactone)

Treatment of chronic
heart failure

Personalised physical training to
improve cardiac function, recovery
from heart attack

Improving cardiac function
and preventing further
cardiovascular disease

ACE inhibitors, angiotensin Il
receptor blockers, dialysis (if
necessary), control of creatinine and
albuminuria levels

Treatment of chronic
kidney disease

Sodium and protein restricted diet,
fluid control, moderate exercise

Slowing the progression of
renal failure and preventing
cardiac renal complications

Bronchodilators (salmeterol,
formoterol), inhaled steroids
(budesonide), antibacterials (for
exacerbations)

Treatment of chronic
obstructive pulmonary
disease (COPD)

Training in breathing exercises,
breathing exercises, moderate
physical activity

Controlling lung function and
improving respiratory capacity

Drug therapy for depression and
anxiety (e.g. antidepressants,
anxiolytics)

Psychosocial support

Psychotherapy, participation in
support groups, psychological
support, stress training

Reduction of stress, anxiety
and depression, improvement
of quality of life

Diet with limitation of saturated fats,
sodium, improvement of lipid profile
(carbohydrate control in diabetes
mellitus)

Dietary nutrition

Adherence to a disease-specific
diet, diet and activity regime

Improvement of lipid profile,
body weight control, prevention
of cardiovascular diseases

Gradual increase in physical activity,

Physical rehabilitation depending on the patient’s condition

Physical activity programmes,
including aerobic exercise, machine
training, walking

Improvement of endurance,
restoration of functional
capacity of heart and blood
vessels

Antiaggregant and anticoagulant therapy play a key role
in the management of patients with acute myocardial in-
farction (AMI), especially in the context of comorbidities.
These drugs aim to prevent thrombosis and improve cor-
onary artery patency, which is critical to improve prog-
nosis and reduce mortality, especially in patients with
comorbidities such as diabetes mellitus, chronic heart
failure, hypertension, renal disease and COPD.

This therapy involves the use of drugs that inhibit platelet
aggregation, reducing the risk of blood clots forming in

the coronary arteries, which can lead to recurrent heart
attacks or strokes™. The most common antiaggregants
include aspirin, clopidogrel, ticagrelor and prasugrel.

In acute conditions such as myocardial infarction, com-
bined antiaggregant and anticoagulant therapy is often
used to achieve a synergistic effect and prevent throm-
bosis. It is important that treatment is carefully tailored
to the presence of comorbidities such as diabetes, heart
failure, or chronic kidney disease. For example, in pa-
tients with diabetes and acute myocardial infarction, the
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combination of antiaggregants with anticoagulants can
prevent further progression of atherosclerosis, which is
often seen in diabetes. Patients with chronic heart failure
may require special attention when prescribing antico-
agulant therapy to avoid excessive circulatory effects of
the drugs and minimise the risk of thrombosis in condi-
tions of reduced myocardial function'”.

Thus, antiaggregant and anticoagulant therapy are an
important part of a comprehensive approach to the treat-
ment of patients with acute myocardial infarction and co-
morbid pathology. Their competent use helps to reduce
mortality, prevent recurrent infarctions and cardiovascu-
lar complications, and improve the overall prognosis for
the patient.

Blood pressure control is an integral part of the manage-
ment of patients with acute myocardial infarction (AMI),
especially when comorbidities such as hypertension,
diabetes mellitus, chronic heart failure and renal disease
are present. High blood pressure is an important risk
factor for cardiovascular diseases such as myocardial
infarction, stroke, chronic heart failure and target organ
damage (kidney, eye, blood vessels).

Blood pressure monitoring aims to reduce cardiac work-
load, reduce the risk of recurrent myocardial infarction,
prevent the development of heart failure and improve the
overall prognosis of patients with AMI. Lowering blood
pressure is also important to prevent complications re-
lated to damage to the vascular wall and target organs
such as the kidneys and retina. Several classes of drugs
are used to control blood pressure, which are selected
according to the patient’s comorbidities and condition™®.
Combination therapy is an important aspect to achieve
optimal blood pressure control while preventing the de-
velopment or worsening of other diseases.

Blood pressure monitoring aims to reduce cardiac work-
load, reduce the risk of recurrent myocardial infarction,
prevent the development of heart failure and improve the
overall prognosis of patients with AMI. Lowering blood
pressure is also important to prevent complications re-
lated to damage to the vascular wall and target organs
such as the kidneys and retina. Several classes of drugs
are used to control blood pressure, which are selected
according to the patient’s comorbidities and condition™®.
Combination therapy is an important aspect to achieve
optimal blood pressure control while preventing the de-
velopment or worsening of other diseases.

Statin therapy is a major component of the treatment of
patients with acute myocardial infarction (AMI), especial-
ly in those with comorbid pathologies such as diabetes
mellitus, hypertension, chronic heart failure or renal dis-
ease. Statins are drugs that lower total cholesterol and,
in particular, low-density cholesterol (LDL), which is key
in preventing atherosclerosis and improving cardiovas-
cular prognosis.

Statins act by inhibiting the enzyme 3-hydroxy-3-meth-
ylglutaryl-coenzyme A reductase (HMG-CoA reductase),

which plays an important role in cholesterol synthesis in
the liver. This results in decreased hepatic cholesterol
production and increased expression of LDL receptor
activity on cell membranes, which favours the removal of
excess cholesterol from the blood®.

As a result of lowering LDL levels, statin therapy helps
stabilise atherosclerotic plaques in blood vessels, re-
duces inflammation in arterial walls and slows the pro-
gression of atherosclerosis. This significantly reduces
the risk of recurrent myocardial infarctions, strokes and
other vascular complications, which is extremely impor-
tant for patients with comorbid pathology.

Statin therapy is an integral part of the treatment of acute
myocardial infarction, especially in patients with comor-
bid pathology. The use of statins lowers LDL cholesterol
levels, stabilises atherosclerotic plagues and reduces
the risk of recurrent heart attacks, strokes and other
cardiovascular diseases. For patients with comorbidities
such as diabetes mellitus, hypertension, chronic heart
failure and kidney disease, the use of statins also has
the added benefit of improving overall prognosis and
quality of life*'.

Body weight control and antihypertensive therapy play
an important role in the management of patients with
acute myocardial infarction (AMI), especially in the
context of the presence of comorbidities such as arte-
rial hypertension, diabetes mellitus, chronic heart failure
and obesity. These approaches aim to reduce cardiac
workload, normalise blood pressure and improve overall
prognosis.

Arterial hypertension (AH) and excessive body weight
are important risk factors for cardiovascular disease, in-
cluding acute myocardial infarction, stroke and chronic
heart failure. It is important that patients with acute myo-
cardial infarction receive adequate treatment to both nor-
malise body weight and control blood pressure to help
reduce cardiac workload, improve myocardial perfusion
and reduce the risk of recurrent infarction, stroke and
other cardiovascular complications.

Control of body weight and blood pressure is a major
aspect of the management of patients with acute myo-
cardial infarction, especially if they have comorbid pa-
thologies such as hypertension, diabetes mellitus and
obesity. Effective antihypertensive therapy and weight
loss techniques can reduce cardiac workload, improve
myocardial perfusion and significantly reduce the risk
of recurrent infarction and cardiovascular complications
in the long term. A combined approach including drug
therapy, diet and physical activity is the most effective
strategy to improve prognosis and quality of life in pa-
tients with AMI and comorbidities®.

Rehabilitation and long-term follow-up are essential as-
pects of the management of patients with acute myocar-
dial infarction (AMI), especially those with comorbidities.
These measures aim to restore the patient’s functional




status, improve quality of life, prevent recurrent infarc-
tions and other cardiovascular complications, and re-
duce the risk of disability and mortality in the long term.
Rehabilitation includes both physical and psychosocial
support, as well as the necessary monitoring of the pa-
tient’s condition in outpatient settings.

Rehabilitation after AMI is aimed at restoring the patient’s
physical activity, increasing adaptation to lifestyle chang-
es, improving cardiovascular function and preventing re-
current infarctions. In patients with comorbidities such as
diabetes, hypertension, chronic heart failure or chronic
kidney disease, rehabilitation should be specifically tai-
lored to address their specific needs and limitations?.

Rehabilitation and long-term follow-up of patients with
acute myocardial infarction, especially those with comor-
bidities, are essential for recovery and improved prog-
nosis. Early intervention, proper exercise management,
control of the patient’s psycho-emotional state, and care-
ful adherence to medication and lifestyle recommenda-
tions help to reduce the risk of recurrent infarction, im-
prove quality of life and reduce mortality in these patients.

Drug therapy plays a key role in the management of
acute myocardial infarction (AMI) and in reducing the risk
of recurrent infarction and cardiovascular complications
in patients with comorbidities. In addition to standard
therapy for the treatment of AMI, patients with comor-
bidities require specific drug support aimed at stabilis-
ing their condition, controlling risk factors and improving
long-term prognosis. Prevention of recurrent infarctions
and other cardiovascular events is also important, which
requires an individualised approach in the choice of
medications.

The psychosocial state of patients after acute myocardial
infarction (AMI) plays an important role in their recovery
and prognosis, especially in those with comorbidities.
Stress, anxiety, depression and other psycho-emotional
disorders can significantly impair recovery, reduce the
effectiveness of drug therapy and increase the risk of
recurrent infarction and other cardiovascular complica-
tions. Therefore, psychosocial support becomes an im-
portant part of a comprehensive approach to the treat-
ment and rehabilitation of these patients?*.

Acute myocardial infarction (AMI) remains one of the
leading causes of death and disability in adults world-
wide. However, despite significant advances in medicine
and cardiac surgery, the prognosis of patients with AMI is
often complicated by the presence of comorbidities such
as diabetes mellitus, chronic heart failure, arterial hyper-
tension, chronic lung and kidney disease. These comor-
bid conditions can significantly worsen both clinical out-
come and quality of life, increasing the risks of hospital
mortality, recurrent infarctions and other cardiovascular
complications in the long term.

Special attention in the treatment of such patients should
be paid to a comprehensive approach that includes early

diagnosis, proper medication, rehabilitation, as well as
active attention to psychosocial and educational as-
pects. The most important task is to reduce the influence
of factors contributing to the development of chronic
heart failure, strokes, diabetes and other diseases that
can threaten the patient’s life and reduce his or her func-
tional capacity.

The greatest attention should be paid to individualisa-
tion of treatment. Given the different combinations of
diseases in each patient, it is necessary to select drug
therapy that will take into account not only cardiovascu-
lar diseases, but also all concomitant pathologies. This
approach will increase the effectiveness of treatment
and reduce the risk of complications. It is also important
to conduct timely rehabilitation, which is not limited to
physical activity, but includes psychosocial support, nu-
tritional therapy, teaching the patient methods to control
the disease and prevent its progression?.

In the future, with the development of medicine and
new advances in pharmacotherapy and cardiac surgery,
significant improvements in the prognosis and quality
of life of these patients can be expected. However, a
comprehensive and timely approach to treatment, which
includes treatment of all comorbidities and active partici-
pation of patients in the rehabilitation process, remains
the basis for achieving the best results in the manage-
ment of AMI and comorbid conditions?®.

Accordingly, successful treatment and rehabilitation of
patients with acute myocardial infarction and comorbidi-
ties requires the co-operation of physicians from differ-
ent specialities, and it is important for patients to comply
with prescriptions as well as actively participate in the
recovery process.

Conclusions. The presence of comorbid pathology sig-
nificantly worsens the prognosis of AMI patients. Dis-
eases such as diabetes mellitus, chronic heart failure,
hypertension, chronic obstructive pulmonary disease
and renal disease can exacerbate the course of infarc-
tion, increasing the risk of death, complications and re-
current infarctions. Comorbid conditions require special
attention in treatment as they can lead to unfavourable
long-term consequences.

Successful treatment of patients with AMI and comorbid-
ities requires a comprehensive approach that includes
not only medical care, but also psychosocial support and
correction of the patient’s lifestyle. It is important to take
into account all aspects of the patient’s health, such as
psycho-emotional state, physical activity, nutrition and
medication. Careful individualisation of treatment, taking
into account all diseases and risk factors, can significant-
ly improve prognosis.

Rehabilitation measures play a key role in the recovery
of patients after AMI. Physical rehabilitation, psychother-
apy, support for social adaptation and nutritional correc-
tion contribute not only to the improvement of physical
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