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Abstract

Background: Heart failure is a major cardiovascular disease and public health problem. It is complex clinical syndrome that results from any structural or functional impairment of ventricular filling or ejection of the blood. Trimetazidine is a cardio-protective drug that exerts cyto- protective effects by inhibition of the mitochondrial long-chain 3-ketoacyl coenzyme A thiolase.

Aim: This study was aimed to examine effects of chronic trimetazidine administration on left ventricular function, symptoms and quality of life of patients with heart failure (secondary to ischemic or non-ischemic heart disease).

Methods: This study was conducted at Cardiology unit of Tripoli Medical Center on 46 Libyan patients (39 - 85 years, 27 men : 19 women) diagnosed with chronic heart failure due to ischemic or non-ischemic heart diseases. The patients received, in addition to the standard therapy of heart failure, 35 mg of trimetazidine twice per day for six months. Patients were evaluated for left ventricular function by echocardiography after six months of the therapy. Symptoms and quality of life were assessed by Minnesota questionnaire after six months of trimetazidine use.

Results: The mean of left ventricular ejection fraction before treatment with trimetazidine was 37.9% and after treatment was 40.6%. The mean of left ventricular end diastolic diameter before treatment with trimetazidine was 63.544 mm and after treatment was 62.261 mm. Trimetazidine therapy was associated with a considerable improvement in left ventricular ejection fraction (p < 0.05) and a significant decrease in left ventricular end diastolic diameter  (p < 0.05). There was no improvement in symptoms and quality of life of heart failure patients on trimetazidine therapy.

Conclusion: Treatment with trimetazidine for six months with the conventional heart failure drugs improves the left ventricular function
.
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Introduction

Heart failure (HF) is a major cardiovascular disease (CVD) and it is a common cause of morbidity and mortality. It is a complex clinical syndrome that results from any structural or functional impairment of ventricular filling or ejection of the blood. The clinical syndrome of HF may result from disorders of the pericardium, myocardium, endocardium, heart valves, or certain metabolic abnormalities. Most of HF patients have symptoms due to impaired left ventricular (LV) myocardial function [1]. About 85% of the patients with chronic HF had an ischemic etiology [2]. The terminology used to describe HF is basically based on measurement of left ventricular ejection fraction (LVEF). The more severe the systolic dysfunction, the more the LVEF is reduced from normal and, generally, the greater the end-diastolic and end-systolic volume [3,4].

HF may be associated with a wide spectrum of LV functional abnormalities, which may range from patients with normal LV size and preserved EF to those with severe dilatation and/or markedly reduced EF [1]. LVEF is considered important in classification of patients with HF because of differing patient demographic, co- morbid condition, prognosis and response to therapies [1]. The primary abnormality in HF is impairment of LV function leading to a fall in cardiac output. Activation of sympathetic nervous system may initially maintain cardiac output through an increase in myocardial contractility, heart rate and peripheral vasoconstriction. Prolonged sympathetic stimulation leads to cardiac myocyte apoptosis, hypertrophy and focal myocardial necrosis. Sodium and water retention is promoted by release of aldosterone, endothelin and antidiuretic hormone in severe HF.

Despite advances in HF management, patients with HF experience a poor prognosis and compromised quality of life (QOL). Thus, patients with HF report poorer QOL compared to patients with other cardiac conditions or without HF [5-7]. Symptom burden, from physical and emotional symptoms, contributes substantially to poorer QOL. In HF patients, symptom status is one of the most important factors associated with adverse outcomes [8-10]. There are a variety of factors positively or negatively affecting QOL of patients which include physical, psychological, economic, social, spiritual and behavioral [11]. The goals of treatment are to relieve symptoms and signs, improve QOL, survival rate and prevent or reduce hospital admissions which are important issues for patients and healthcare system [12].

Patient education on discharge may improve patient's QOL, reduce rate of hospital admission, and lower the cost and mortality rate [13]. Social support for patient reduces stress, hospitalization rate, mortality risk and promote treatment adherence [14,15]. Trimetazidine is a cytoprotective drug that normalizes metabolic disturbances in low-flow ischemia that is used for angina pectoris. It selectively inhibits long-chain 3-ketoacyl coenzyme A thiolase activity [16] and exerts cardio-protective effects by preservation of intracellular levels of ATP [17] by reducing calcium overload and free radical-induced injury [18]. Thus, inhibiting cell apoptosis [19,20], improving endothelial function and inhibiting cardiac fibrosis [21]. It increases utilization of glucose and lactates, which are more efficient fuels for aerobic respiration, the oxygen consumption efficiency of the myocardium can be improved [22].

A previous study (randomized controlled trials) included 955 HF patients who used trimetazidine indicated that trimetazidine is associated with a significant improvement in LVEF in patients with ischemic and non-ischemic HF [23]. The LV end-systolic volume is considerably reduced and NYHA classification is improved. Trimetazidine has a protective effect for all-cause mortality and CV events and hospitalization [23]. An additional use of trimetazidine in HF patients may decrease hospitalization for cardiac causes, improve clinical symptoms and cardiac function, thus, simultaneously improve LV remodeling [24]. This study was intended to explore efficacy and potency of trimetazidine in Libyan patients with HF and the significant importance of trimetazidine in improving LVF and QOL of the patients.

Materials and methods

patients

This study was conducted at Tripoli Medical Center (TMC, University Hospital, University of Tripoli, Tripoli, Libya) on patients registered and followed up at Department of Cardiology in a period of January, 2015 to June, 2016. It included 46 patients aged from 39 to 85 years old and who are known and confirmed as chronic HF patient due to ischemic or non-ischemic heart disease. The patients were 27 men and 19 women. Some patients have hypertension, diabetes mellitus (DM), hypothyroidism, bronchial asthma and/ or chronic obstructive pulmonary disease (COPD). All patients were clinically stable (NYHA classes I and II) and were on regular conventional HF therapy (beta-blockers, ACEI, ARBs, diuretics, aldosterone receptor antagonists). Some patients received antiplatelet, statins, digoxin, ivabradine and/or nitrates. 41 patients known with ischemic heart disease and had coronary angiography and 5 patients without ischemic heart disease. All patients of this study were LVEF < 45% and LVEDD < 83 mm. The exclusion criteria are: patients with atrial fibrillation, chronic kidney disease, acute myocardial infarction and patients on oral anticoagulants.

Methods

Patients individually underwent personal interview by the researcher after taken into consideration ethics in research and data collection (all patients were personally informed, agreed and signed about the study). This study was permitted by University of Tripoli and Tripoli Medical Center (UOT & TMC 2015). Patients received in addition to the standard therapy of HF, trimetazidine in a dose of 35 mg twice a day for six months. Patients were followed up and evaluated for LVEF and LVEDD at the beginning and six months after therapy by echocardiography. The measurement of the LV parameters (EF and EDD) were conducted by using General electric® Echo machines Vivid 7 and Teichholz method of measuring LVF in parasternal long axis in M-mode was chosen as the method of calculation in this study. Symptoms and QOL were assessed by using Minnesota questionnaire [24]. The questionnaire is divided into four major categories: physical symptoms assessed by six questions about his/her HF disease, physical & social activities assessed by eight questions, financial & social problems assessed by two questions and mental & psychological problems assessed by four questions. Minnesota questionnaire is a valid instrument in assessment of QOL of patients with HF [25].

Statistical analysis

Data are expressed as frequency and percentage while others as mean ± SD. Comparative analysis by paired t-test and one sample t- test was used whenever necessary using SPSS (version 16). A value of p < 0.05 was considered statistically significant.

Results

Forty six patients with known history of chronic heart failure are included in this study ageing 62.02 ± 10.50 years (mean ± SD) and ranging from 39 to 85 years. More male patients (62.89 ± 10.91, n = 27) than female patients (60.79 ± 10.04, n = 11) in a ratio of 1.42: 1.00 but no significant difference between both sexes. Hypertension and DM were most common diseases in these patients but without any statistical significant difference between male and female patients. IHD was more in men than in women in a ratio of 1.5 : 1.0. In this study, about 45% of the patients had IHD, DM and hypertension and only 20% had both DM and IHD.

In Table 1, the average of LVEF of the studied patients before and after trimetazidine administration is shown. For all the patients, LVEF means before and after therapy with trimetazidine were 37.9% and 40.6% with duration of 14% - 45% and 14% - 36.7% and 43% for the sex-related difference group and 36.7% and 62%, respectively. Regarding sex- and age- related differences, the 41.5% for age-related difference group (Table 1). average of LVEF before and after treatment with trimetazidine was 36.7% and 43% for the sex-related difference group and 36.7% and  43% for the sex-related difference group (table 1).




Table 1: Left ventricular ejection fraction of the heart failure patients before and after treatment with 35 mg trimetazidine for six months.
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Table 2: Left ventricular end diastolic diameter of the heart failure patients before and after treatment with 35 mg trimetazidine for six months.

[image: ]



In Table 2, the average of LVEDD of the studied patients before and after treatment with trimetazidine for six months is shown. Thus, LVEDD for all the patients before and after administration of trimetazidine were 63.544 mm and 62.261 mm with duration of 50 - 83 mm and 45 - 83 mm, respectively. Regarding sex- and   age-related differences, the average of LVEDD before and after treatment with trimetazidine was 64.852 and 60.579 mm for sex-related difference group and 64.647 and 61.207 mm for age-related difference group (Table 2) [26].



Table 3: Effects of administration of trimetazidine on left ventri patients with heart failure.
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#With respect to the patients with HF due to non-ischemic cause, the statistical difference for LVEDD cannot be computed because SE is zero.

In Table 3 shows an increase in the LVFE and a decrease in LVEDD of the patients with HF. The t test reveals a highly significant increase for LVEF values (p < 0.001, t = 4.1) and a highly significant decrease for LVEDD values (p < 0.01, t = 2.74). In addition, significant changes with regard to the sex- and age-related difference were observed among the groups. There were statistical significant decreases in the LVEDD of female patients and patients who are less than 60 years old (p < 0.05, Table 3). A significant increase in LVEF with a significant decrease in LVEDD (p < 0.001 for LVEF and p < 0.01 for LVEDD) of patients with HF due to ischemic cause (IHD) with no significant change in LVEF of patients with HF due to other causes rather than ischemia (non-ischemic heart disease).

After six months of treatment with trimetazidine, the mean of LVEF of patients was significantly increased by 8% for male and 9% for female patients (from 38% to 46% for male and from 41% to 50% for female patients). The mean of LVEDD of male patients was also significantly decreased from 62.8 to 56.5 mm. However, there was no significant decrease in the mean of LVEDD of female patients (from 57 to 55.8 mm). The high percentage of patients was in age group of 55 to 64 years with the low in group aged of 34 to 44 and of patients with 85 years or older. 90% of the patients developed HF due to ischemic cause (n = 41) and only 10% of them developed HF due to non-ischemic cause (n = 5). The percentage of patients with improvement in LVEF was 33% (n = 15) which represents about one third of all the patients (n = 31) who shown no improvement. 



Table 4: Symptoms and quality of life of patients with chronic heart failure using Minnesota questionnaire.
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In this study, Minnesota questionnaire was used to assess the symptoms and QOL of patients with HF (Tables 4-6). In Table 4, symptoms and QOL of 46 patients assessed before and after treatment with trimetazidine are shown. Thus, no statistical significant difference in the mean symptoms and QOL of patients before and after treatment was found. The only difference found was in the mean of question number one which related to the reduction in lower limp swelling or edema. With regard to sex- and age-related differences, no significant differences in symptoms and QOL of patients were observed before and after the therapy with trimetazidine for six months (Tables 4-6).



Table 5: Effects of trimetazidine on symptoms and quality of life of failure heart patients.

[image: ]



Statistical significant difference by paired Student t-test. *P < 0.05.


Table 6: Effects of trimetazidine on symptoms and quality of life of heart failure patients with ischemic heart disease.
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Statistical significant difference by paired Student t-test. *P < 0.05.

 Discussion

The treatment used in this study was recommended for patients with reduced LV function to improve their LVEF and exercise tolerance. A therapeutic intervention with trimetazidine in conjunction with the standard therapy of HF is associated a significant increase in the LVEF and an improve in the tolerance to the physical activity [27]. The major finding of chronic administration of trimetazidine to the HF patients in this study resulted in a significant increase in the LVEF and a significant decrease in the LVEDD without a change in the symptoms and QOL of the patients. This data indicate a significant increase in LVEF in one third of the studied patients and the increase in LVEF is more profound in female than in male patients.

In this study, all the HF patients were with LVEF ≤ 45% (LVEF before treatment with trimetazidine was 38%, duration: 14% - 45%). The LVEF increased to 40% (duration: 14% - 62%) after treatment with trimetazidine for six months. As shown in the present study, the LVEDD before treatment with trimetazidine was 63.544 mm (duration: 50 - 83 mm) and after treatment with trimetazidine, LVEDD reduced to 62.261 mm (duration: 45 - 83 mm). Thus, our findings indicate a significant increase in the LVEF with a profound reduction in LVEDD after treatment with trimetazidine. Regarding co-morbidities, a high incidence of patients with co-morbidities such as hypertension (56.5%), DM (69.6%) and IHD (89.1%) which are considered common risk factors for HF. Presence of comorbidities in such patients makes treatment of HF patients more complicated and difficult as a result of poly-therapy treatment, drug interactions, side effects and may worse the prognosis of HF. It is suggested that changes observed in some echocardiographic parameters (LVEF & LVEDD) after a period of chronic treatment with trimetazidine are related to the mechanism of action of the drug.

Trimetazidine considered as metabolic modulator and has an inhibitory effect on the mitochondrial long-chain 3-ketoacyl coenzyme A thiolase, which plays a critical role in the fatty acid beta- oxidation pathway in the myocardium (see introduction section). This inhibitory effect leads to shifting in cardiac metabolism from fatty acid oxidation to glucose oxidation, which represents more efficient metabolic pathway in terms of oxygen consumption and energy generation (ATP production with less oxygen consumption). Also, the shifting in cardiac metabolism to glucose oxidation leads to cardio-protective effects by reducing oxidative damage in failed myocardium and decrease the remodeling [28]. About one third of the patients was improved after chronic trimetazidine (33%). Chronic trimetazidine therapy is also associated with a considerable increase in LVEF and decrease in LVEDD. This improvement in LVEF and LVEDD is related to the mechanism of action of the trimetazidine (see above). Thus, our findings are similar to other previous published studies [29-31].

Thus, a profound increase in LVEF (p < 0.001) was reported by Gunes et al. [29] who studied trimetazidine (n = 51) with an optimal HF therapy using tissue Doppler imaging after three months. Khan et al. [28] also studied 63 patients with a history of HF secondary to IHD. A group received trimetazidine (n = 31) as add on therapy to the conventional HF for three months and the other group (n =32), whom continued on conventional HF therapy without trimetazidine. All patients were assessed by echocardiographic for their LVEF and LVEDD [30]. Thus, trimetazidine resulted in significant reduction in LVEDD as compared to conventional therapy group which had increased LVEDD. LVEF improved significantly in trimetazidine group compared to the conventional group [28]. Trimetazidine is associated with significant improvement in LVEF (p < 0.01, n = 995) of the patients [23]. In a study by Hu et al. [31], trimetazidine significantly improved LVEF, with an increase of 6.88%.

Trimetazidine increased LVEF compared with conventional therapy after three months using two-dimensional echocardiography [32]. In a study by Zhao et al. [33], volunteers with DM and idiopathic dilated cardiomyopathy were recruited for participation. The patients received trimetazidine (n = 40) or placebo (n = 40) and after six months, trimetazidine treated patients had a significant improvement in systolic function. Our study showed an improvement in LVEF in women more than men with value of 42% and 26%, respectively. However, no significant improvement in LVEDD in women (p > 0.05) and in patients younger than 60 years old. With respect to the ischemic and non- IHD patients, an increase in LVEF with a decrease in LVEDD in HF patients with IHD but no improvement in LVEF and in LVEDD in non-IHD patients.

In this study, Minnesota questionnaire of QOL was divided into four major categories in order to assess the impact of therapy on QOL related to heart disease. The point regarding the sexual activities has, however, been omitted from the questionnaire for cultural issues. Data indicate no improvement in the symptoms and QOL of patients with HF, except question number one regarding the swelling in ankles or legs, (p < 0.05) which indicates a significant improvement in the lower limp swelling or edema mainly due to diuretic use. This may mean that other than drug is needed to improve QOL as intervention by education, life-style changes, etc. Our findings are in good line with previous findings reported by Marazzi et al. [34]. Thus, 47 patients (40 men and 7 women) were randomized to receive trimetazidine or placebo in addition to the standard therapy of HF for six months.

The overall assessment of QOL showed an improvement in patients received trimetazidine (p < 0.01). Fragasso et al. [32] have also assessed the LVEF (using two-dimensional echocardiography) and QOL of 44 patients with HF receiving trimetazidine in addition to full medical treatment of HF with an improvement of LVEF and QOL after three months (p < 0.0001). A cross-sectional study conducted in two University Hospitals by Saccomann et al. [33] by interviewing 170 elderly patients with chronic HF in an outpatient setting. The findings indicated a minor impact of HF illness on the emotional dimension of QOL, however, indicators related to the physical dimension, including fatigue and breathlessness, showed greater impact on QOL for elderly patients. Thus, this enabled the assessment of QOL of elderly patients living with HF, demonstrating that the physical dimension is the most compromised [35].

Morcillo et al. [36] have utilized Minnesota questionnaire to evaluate the QOL of patients with HF before and after six months of educational intervention. A total of 99 HF patients were interviewed, all of whom were admitted to hospital due to the worsening of their HF. During their stay, they completed questionnaire to determine initial scores. Those in the intervention group received an educational visit by nurse. All patients were assessed prospectively at six month. The findings indicated that Minnesota questionnaire appears to be a valid instrument in assessment of QOL. It is sensitive to changes in health since it correlates with patient prognosis [36]. The present data indicates that 75% of HF patients had financial problems (high cost of medication and medical care as repeated hospital admissions). Data also indicates that 28% of patients had loss of self-control, 37% was feeling worry, 39% had loss of concentration and 41% had depression. In Conclusion, this study indicates that chronic treatment with trimetazidine for six months with conventional HF therapy improves left ventricular function of chronic HF patients (increase LVEF with decrease LVEDD) but with no significant changes in symptoms and QOL of the chronic HF patients.

Author Contribution

Narges A. Albibas was involved in the study design, collection and analysis of data. Osama A. Bheleel was involved in data collection, treatment and follow up of patients and Fathi M. Sherif was involved in study design and drafting manuscript. All authors read the manuscript in entirely and approved the final.

Acknowledgement

Authors wish to thank all patients who willingly participated in the survey.

Ethical Approval

The study was approved by UOT and TMC Ethics Committee.

References

1.  	Fonarow GC, Stough WG, Abraham WT, Yancy CW, Young JB, et al. (2007) Characteristics, treatments, and outcomes of patients with preserved systolic function hospitalized for heart failure: a report from the OPTIMIZE-HF Registry. J Amer Coll Cardiol 50(8): 768-777.

2.  	Maggioni AP, Dahlstrom U, Filippatos G, Chioncel O, Leiro MC, et al. (2010) EUR Observational Research Programme: the Heart Failure Pilot Survey (ESC-HF Pilot). Europ J Heart Fail 12: 1076-1084.

3.  	Borlaug BA, Paulus WJ (2011) Heart failure with preserved ejection fraction: pathophysiology, diagnosis, and treatment. Europ Heart J 32(6): 670-679.

4.  	Paulus WJ, Tschope C, Sanderson JE, Rusconi C, Flachskampf FA, et al. (2007) How to diagnose diastolic heart failure: a consensus statement on the diagnosis of heart failure with normal left ventricular ejection fraction by the Heart Failure and Echocardiography Associations of the European Society of Cardiology. Europ Heart J 28(20): 2539-2550.

5.  	Heo S, Moser DK, Lennie TA, Zambroski CH, Chung ML (2007) A comparison of health related quality of life between older adults with heart failure and healthy older adults. Heart Lung 36: 16-24.

6.  	Hobbs FD, Kenkre JE, Roalfe AK, Davis RC, Hare R, Davies MK (2002) Impact of heart failure and left ventricular systolic dysfunction on quality of life: a cross-sectional study comparing common chronic cardiac and medical disorders and a representative adult population. Europ Heart J 23: 1867-1876.

7.  	Lesman-Leegte I, Jaarsma T, Coyne JC, Hillege HL, Van Veldhuisen DJ, er al. (2009) Quality of life and depressive symptoms in the elderly: a comparison between patients with heart failure and age- and gender- matched community controls. J Card Fail 15: 17-23.

8.  	Blinderman CD, Hornel P, Billings JA, Portenoy RK, Tennstedt SL (2008) Symptom distress and quality of life in patients with advanced congestive heart failure. J Pain Symptom Manag 35(6): 594-603.

9.  	Heo S, Doering LV, Widener J, Moser DK (2008) Predictors and effect of physical symptom status on health-related quality of life in patients with heart failure. Amer J Critical Care 17(2): 124-132.

10.  	Zambroski CH, Moser DK, Bhat G, Ziegler C. (2005) Impact of symptom prevalence and symptom burden on quality of life in patients with heart failure. Europ J Cardiovas Nursing 4(3): 198-206.

11.  	Heo S, Lennie TA, Okoli C, Moser DK (2009) Quality of life in patients with heart failure: ask the patients. Heart Lung 38(2): 100-108.

12.  	Stewart S, Jenkins A, Buchan S, McGuire A, Capewell S, et al. (2002) The current cost of heart failure to the National Health Service in the UK. Europ J Heart Fail 4(3): 361-371.

13.  	Koelling TM, Johnson ML, Cody RJ, Aaronson KD (2005) Discharge education improves clinical outcomes in patients with chronic heart failure. Circulation 111: 179-185.

14.  	Gallager R, Luttik ML, Jaarsma T (2011) Social support and self-care in heart failure. J Cardiovas Nursing 26(6): 439-445.

15.  	Luttik ML, Jaarsma T, Moser D, Sanderman R, van Veldhuisen DJ (2005) The importance and impact of social support on outcomes in patients with heart failure: an overview of the literature. J Cardiovas Nursing 20: 162-169.

16.  	Fragasso G, Spoladore R, Cuko A, Palloshi A (2007) Modulation of fatty acids oxidation in heart failure by selective pharmacological inhibition of 3-ketoacyl coenzyme-A thiolase. Curr Clin Pharmacol 2: 190-196.

17.  	Bertomeu-Gonzalez V, Bouzas-Mosquera A, Kaski JC (2006) Role of trimetazidine in management of ischemic cardiomyopathy. Amer J Cardiol 98: 19-24.

18.  	Onay-Besikci A, Ozkan SA (2008) Trimetazidine revisited: a comprehensive review of the pharmacological effects and analytical techniques for the determination of trimetazidine. Cardiovas Therap 26: 147-165.

19.  	Khan M, Meduru S, Mostafa M, Khan S, Hideg K, et al. (2010) Trimetazidine, administered at the onset of reperfusion, ameliorates myocardial dysfunction and injury by activation of p38 mitogen- activated protein kinase and Akt signaling. J Pharmacol Experi Therap 333: 421-429.

20.  	Wisel S, Khan M, Kuppusamy ML, Sun BC, Hideg K, et al. (2009) Pharmacological preconditioning of mesenchymal stem cells with trimetazidine (1-[2,3,4- trimethoxybenzyl]piperazine) protects hypoxic cells against oxidative stress and enhances recovery of myocardial function in infracted heart through Bcl-2 expression. J Pharmacol Experi Therap 329: 543-550.

21.  	Park KH, Park WJ, Kim MK, Kim HS, Cho GY, et al. (2010) Effects of trimetazidine on endothelial dysfunction after sheath injury of radial artery. Amer J Cardiol 105(12): 1723-1727.

22.  	Signoretta N, Alberti L, Lauretta L, Demarchi B, Loiacono F, et al. (2012) New pharmacological targets in the treatment of heart failure: inhibition of free fatty oxidation by trimetazidine. Heart Metabolism 57: 25-30.

23.  	Gao D, Ning N, Niu X, Hao G, Meng Z (2011) Trimetazidine: a metaanalysis of randomized controlled trials in heart failure. Heart 97: 278286.

24.  	Zhang L, Lu Y, Jiang H, Zou Y, Ge J, et al. (2012) Additional use of trimetazidine in patients with chronic heart failure: a meta-analysis. J Amer Coll Cardiol 59(10): 913-922.

25.  	Rector, Kubo, and Cohn (1987) patients' self assessment of their congestive heart failure. Heart fail 3: 198-219.

26.  	Morcillo C, Aguado O, Delas J, Rosell F (2007) Utility of the Minnesota Living With Heart Failure Questionnaire for assessing quality of life in heart failure patients. Revista Espanola de Cardiologi'a 60(10): 10931096.

27.  	Sisakian H, Torgomyan A, Barkhudaryan A (2007) The effect of trimetazidine on left ventricular systolic function and physical tolerance in patients with ischaemic cardiomyopathy. Acta Cardiologica 62(5): 493-499.

28.  	Zhou X, Chen J (2014) Is Treatment with Trimetazidine Beneficial in Patients with Chronic Heart Failure?. PLoS ONE 9(5): 946-960.

29.  	Gunes Y, Guntekin U, Tuncer M, Sahin M (2009) Improved left and right ventricular functions with trimetazidine in patients with heart failure: a tissue Doppler study. Heart Vessels 24(4): 277-282.

30.  	Khan S, Abrar A, Abid A, Jan T, Khan H (2010) Effect of trimetazidine on left ventricular function in heart failure secondary to ischemic heart disease. Gomal J Med Sci 8: 1-4.

31.  	Hu B, Li W, Xu T, Chen T, Guo J (2011) Evaluation of trimetazidine in angina pectoris by echocardiography and radionuclide angiography: a meta-analysis of randomized, controlled trials. Cl Cardiol 34: 395-400.?

32.  	Fragasso G, Salerno A, Lattuada G, Cuko A, Calori G, et al. (2011) Effect of partial inhibition of fatty acid oxidation by trimetazidine on whole body energy metabolism in patients with chronic heart failure. Heart 97(18): 1495-1500.

33.  	Zhao P, Zhang J, Yin XG, Maharaj P, Narraindoo S, et al. (2013) The effect of trimetazidine on cardiac function in diabetic patients with idiopathic dilated cardiomyopathy. Life Sci 92(11): 633-638.

34.  	Marazzi G, Gebara O, Vitale C, Caminiti G, Wajngarten M, et al. (2009) Effect of trimetazidine on quality of life in elderly patients with ischemic dilated cardiomyopathy. Adv Therapy 26: 455-461.

35.  	Saccomann I, Cintra F, Gallani M (2011) Quality of life in older adults with heartfailure: assessment with a specific instrument. Acta Paulista de Enfermagem 24(2): 179-184.

36.  	Morcillo C, Aguado O, Delas J, Rosell F (2007) Utility of the Minnesota Living With Heart Failure Questionnaire for assessing quality of life in heart failure patients. Revista Espanola de Cardiologia 60(10): 10931096. 

[image: ]

OEBPS/Images/logo1.jpg
Farm Mohc





OEBPS/Images/tab1.jpg
Female

<soyess

pror





OEBPS/Images/logo.jpg





OEBPS/Images/tab4.jpg
oflife

Physical symproms

Physical and social

Financal nd zocisl.
problems

Mentalsnd
piyehological
problems






OEBPS/Images/tab5.jpg
Parameters

Physical symptoms

Physical and socal

Meosaland






OEBPS/Images/tab6.jpg
Parsmeters

Physical symproms

Physical and socal

Mental and paychological
problems.






OEBPS/Images/tab2.jpg
Patient Group






OEBPS/Images/box.jpg
Assets of Publishing with us

BIOMEDICAL

Global archiving of artcles
Immediate, unrestricted online access
Rigorous Peer Review Process
Authors Retain Copyrights

Unique DOI for all articles

‘hitpi//biomedres.us/





OEBPS/Images/tab3.jpg
Femslen=15

<80y






OEBPS/Misc/page-template.xpgt
 

   
    
		 
    
  
     
		 
		 
    

     
		 
    

     
		 
		 
    

     
		 
    

     
		 
		 
    

     
         
             
             
             
             
             
             
        
    

  

   
     
  





OEBPS/Images/cover.jpg
Wﬂé‘ Effect of Chronic Trimetazidine

{Administration on Left Ventricular
Function and Quality Of Life in

; Libyan Patients with Heart Failure






