DOI: 10.26693/jmbs06.05.263
UDC 616.127-005.4:616—052-08-042.1:616-084

KniHiyHa meguuynHa

Shuper V. 0.1, Shuper S. V.2, Trefanenko I. V.!, Shumko G. I}, Reva T. V.!

Investigation of the Adherence to Prescribed Treatment
of the Patients with Coronary Heart Disease

1 Bucovinian State Medical University, Chernivtsi, Ukraine
2 Yuriy Fedkovych Chernivtsi National University, Ukraine

The purpose of the study was to investigate
the adherence to secondary prevention medications
among patients with coronary heart disease and iden-
tify factors associated with it.

Materials and methods. We examined 40 pa-
tients diagnosed with coronary heart disease of more
than 50 years old, who were prescribed with optimal
medication for 1 year during hospitalization. Patients’
adherence was defined according to MMS-8 Morisky
values for secondary prevention medications pre-
scribed by doctors. Also, questionnaires about indi-
vidual reasons of non-compliance and for individual
patient’s opinion about importance and usefulness of
knowledge according to risk factors of the increase of
cardiovascular mortality were designed and proposed
to the patients. Simple descriptive statistics were used
to elucidate the characteristics of the patient popula-
tion and results from individual adherence tools. Final
score was analyzed and correlation between patients’
data and level of adherence to prescribed treatment
were identified. A correlation matrix (using Spear-
man’s coefficient) was reviewed for any evidence of
collinearity.

Results and discussion. Our study demonstrated
higher level of non-adherence with secondary pre-
vention medications in patients with coronary heart
disease (60.0%). This fact can be explained by the
socioeconomic reasons, less informative strategies
from the medical staff to the patients. Severe regress
of adherence was demonstrated after discharge from
the hospital due to subjective improvement of the
patients’ condition with absence of supervision by
out-patient specialists.

Demographic characteristics of the patients
suggested that some non-modified factors can af-
fect compliance with the prescribed treatment. Bet-
ter adherence was demonstrated by female married
patients with higher educational level, with family
history about cardiovascular death. Also, too much
prescribed medications with difficult regime of usage
with non-adequate out-patient supervision may sig-
nificantly decrease adherence causing development
of complications which may lead to re-hospitalizations
and cardiovascular death.

Our investigation demonstrated also non-com-
plete information of the patients about lifestyle and

YKkpaiHCbKUM XXypHan MeauuuHu, 6ionorii Ta cnopty — 2021 — Tom 6, Ne 5 (33)

medical risk factors of the cardiovascular mortality
increase.

Conclusion. The results of our study can provide
useful practical information on the prevalence and se-
verity of non-adherence among patients with coronary
heart disease. Analysis of the factors influencing the
adherence demonstrated the main reasons from pa-
tients and healthcare professionals affecting the lev-
el of compliance with the prescribed treatment. The
step towards improving adherence can be initiated by
the healthcare professional to overcome the patient’s
concerns about the prescribed medication. It is im-
portant to continue personal monitoring of patients by
healthcare professionals in the form of regular inspec-
tions of intentional and unintentional non-adherence,
including factors and reasons that may change and
lead to such behavior.

Keywords: non-adherence, coronary heart dis-
ease, secondary prevention medications.

Research relation to the plans, programs
and department themes. This article is a fragment
of scientific-research work “Features of the comorbid
course of diseases of internal organs: risk factors,
mechanisms of development and mutual burden,
pharmacotherapy”, the state registration number is
0114U002475.

Introduction. Nearly 80% of all cases of deaths
all over the world can be caused by chronic diseas-
es, leading the World Health Organization to empha-
size prevention of chronic diseases and to increase
affordability and accessibility of medications that help
extend the lives of people with chronic conditions
(World Health Organization, 2017) [1]. The chronic
conditions included asthma, hypertension, conges-
tive heart failure, coronary heart disease, cardiac ar-
rhythmias, hyperlipidemia, cerebrovascular disease,
arthritis, cancer, chronic kidney disease, chronic ob-
structive pulmonary disease, diabetes, hepatitis, HIV,
and osteoporosis. Approximately half of patients with
chronic diseases do not take their medication as pre-
scribed. Across a range of approaches to medication
adherence (MA) measurement, researches have
shown that poor MA can lead to increased morbidity
and mortality, and to significantly increase the cost of
healthcare [2].
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The WHO defines adherence to long term thera-
py as “the extent to which a person’s behavior — tak-
ing medication, following a diet, and / or executing life-
style changes corresponds with agreed recommen-
dations from a healthcare provider” [2, 3]. The term
“compliance to medicine” is defined as “the extent to
which a patient acts in accordance with the prescribed
interval and dose of the dosing regimen” reported as
a percentage of prescribed doses taken at the pre-
scribed time interval [3]. Most of the studies on ad-
herence have been undertaken in developed coun-
tries. However, healthcare access, cultural beliefs,
education about chronic illnesses and the functions
of medication, the nature of patient-physician interac-
tions and social support, among many other factors,
are very different in developing countries compared to
developed countries and may profoundly affect rates
of medication adherence [4]. Determinants of MA
can be classified into five factors: social-economic,
healthcare team- and system-related (reimbursement
by health insurance plans), condition-related (severi-
ty of symptoms), therapy-related and patient-related
factors (forgetfulness) [1, 5].

With the improvement of living standards of pop-
ulation, coronary heart disease (CHD) has increas-
ingly become a global health problem and a primary
cause of morbidity and premature death worldwide. A
number of risk factors contribute to the increased risk
of CHD including hypertension, hyperlipidemia, aging,
and diabetes. According to the 2016 World Health
Organization global disease assessment report, car-
diovascular diseases (CVDs) have been the leading
cause of death in the last 10 years [6].

Patients with CHD are typically prescribed sec-
ondary prevention medicines (SPMs), such as angio-
tensin converting enzyme (ACE) inhibitors, angioten-
sin receptor blockers (ARB), beta-blockers, statins,
antiaggregant medications. The benefits of SPMs are
well established, and their use is recommended in na-
tional and international guidelines. However, non-ad-
herence to medicines remains a key challenge, limit-
ing overall benefits and often leading to poor health
outcomes, lower quality of life and increased demand
for healthcare [7].

A number of studies have reported high levels of
non-adherence among patients with CHD, typically in
the range of 33%-50%. Non-adherence to SPMs has
been associated with a 10%-40% relative increase in
the risk of cardiac hospitalization and a 50%-80% rel-
ative increase in mortality [6, 7].

Non-adherence is often a hidden problem, not
recognized by medical staff and not necessarily dis-
closed by patients. Healthcare professionals should
assess, elicit and explore patients’ beliefs and ex-
periences with their medications to help them make
informed choices and decrease non-adherence. This
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requires the use of specific tools that can be deployed
in clinical practice to explore and address barriers to
proper medications usage [8, 9].

The purpose of the work was to investigate
the adherence to secondary prevention medications
among patients with coronary heart disease and iden-
tify factors associated with it.

Materials and methods. We examined 40 pa-
tients diagnosed with CHD using complex medical
treatment during hospitalization. All patients also were
encouraged to comply with drug and healthy lifestyles.
The inclusion criteria were age more than 50 years
old, diagnosed stable CHD that has been treated with
optimal medications for 1 year. The demographic data
included age, gender, educational level, marital status
and family history of cardiovascular death. The data
was completed with a patient medical history obtained
from medical records regarding the history of diabetes
mellitus, hypertension, heart failure, and stroke.

Patients’ adherence was defined according to
MMS-8 Morisky values for secondary prevention
medications prescribed by doctors, with a value <6
defined as poor adherence, and =6 defined as good
adherence. The questionnaire about individual rea-
sons of non-compliance uses six statements about
forgetting to take medicines, not taking medicines for
reasons other than forgetfulness, changing medicines
due to feeling unwell or feeling that the condition is
better controlled and feeling hassled about sticking to
their treatment plan [10].

In addition, data regarding the history of treat-
ment, intervention, and echocardiography were also
obtained from the medical record added to the ques-
tionnaire data. Simple descriptive statistics were used
to elucidate the characteristics of the patient popula-
tion and results from individual adherence tools. The
questionnaire for individual patient’s opinion about
importance and usefulness of knowledge according
to risk factors of the increase cardiovascular mortality
was designed and proposed to the patients (Table 1).

Final score was analyzed, and correlation be-
tween patients’ data and level of adherence to pre-
scribed treatment were identified. A correlation matrix
(using Spearman’s coefficient) was reviewed for any
evidence of collinearity.

Results and discussion. The demographic
profile of investigated patients was summarized in
Table 2. The median age was 65.3+4.7 years (range:
50-84), 23 patients (57.5%) were male, 17 patients
(42.5%) were female. The average total number of
medications prescribed to patients (including non-sec-
ondary prevention medications) was 7 (range: 4-12),
and the average number of individual daily doses
was 6 (range 3-18). The median number of daily ad-
ministration times was twice daily (range: 1-4 times
daily).
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Table 1 — The questionnaire about importance and usefulness of knowledge according to risk factors of the increase

cardiovascular mortality
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Absolutely | Partially No Disagree | Absolutely
agree, agree, opinion, disagree,
5 4 3 2 1
1 High blood pressure level increases cardio-
vascular mortality
5 High blood sugar level increases cardiovas-
cular mortality
3 High blood cholesterol level increases car-
diovascular mortality
4 High body weight level increases cardiovas-
cular mortality
5 Low level of physical activity increases car-
diovascular mortality
6 | Smoking increases cardiovascular mortality
7 Drinking alcohol increases cardiovascular
mortality
Skipping or unauthorized cancellation of
8 | prescribed medications increases cardio-
vascular mortality
Table 2 — Patients™ characteristics Patients” adherence for secondary pre-
- vention medications prescribed by specialists
Characteristics '?ilt'_‘:%t)s we assessed according to MMS-8 Morisky
values. Results (Table 3) demonstrate total
Age (years), median 65.3+4.7 | prevalence of non-adherent patients (60%).
Years | |nside of them, more often non-adherence
Male, n (%) 23 (57.5) | corresponded to male sex, younger age, not
Female, n (%) 17 (42.5) | married, low educational level, comorbidities,
_ High 18 (40.0) | Mmore than 5 medications prescribed.
Educational level S Within non-adherent patients we analyzed
econdary 22 (60.0) } s
. the most often reasons of their deficient com-
: Married 33 (82.5) . . .
Marital status . pliance to prescribed secondary prevention
Single 7 (17.5) | medications (Table 4). It was found out that
Family history of cardiovascular death 11 (27.5) mostly patients stopped or change the regime
Underlying conditions/comorbidities, n (%) of using prescribed medications after improve-
Myocardial infarction 7 (17.5) | ment of their condition (usually after discharge
Arterial hypertension 34 (85.0) | from the hospital). Also, in more than half of re-
COPD 8 (20.0) spondents, financial problems caused non-ad-
Diabetes Mellitus 22 (55.0) herence appearance. Most non—adhgrep’.[ pa-
- — - tients demonstrated more than one significant
Secondary prevention medications prescribed, n (%) reason of deficient compliance.
Statin 32 (80.0) We analyzed results of the questionnaire
Antiaggregant 40 (100.0)| for individual patient's opinion about impor-
Beta-blocker 24 (60.0) | tance and usefulness of knowledge according
ACE inhibitor 31 (77.5) to risk fagtors of the increase of cardiovascu-
lar mortality (Table 5). It was shown, that ad-
ARA 9(22.5) | herent patients significantly stronger agreed
Total number of medications, median (range) 7 (4-12) | with proposed statements about risk factors
Number of individual daily doses, median (range) 6 (3-18) | in comparing with non-adherent respondents.
Number of daily administration times, median (range)| 2 (1-4) | Female married persons with high education
Dosing frequency of medicines, n (%) level and comorbidities demonstrated almost
: always complete agreement with statements,
All once daily 18 (45.0) . . . . .
which highly correlated with higher compli-
At least one medicine taken twice daily 16 (40.0) | ance to prescribed secondary prevention
At least one medicine taken more than twice daily| 6 (15.0) | medications for the treatment of CHD.
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Table 3 — Characteristics of the patients’ adherence for
secondary prevention medications

Adher- Non-
Characteristics ence, adhernce,
n (%) n (%)
Male 6 (26.1) 17 (73.9)
Female 10 (58.8) 7 (41.2)
Educational |High 10 (55.6) 8 (44.4)
level Secondary | 6 (27.3) 16 (72.7)
Marital Married 14 (42.4) 19 (57.6)
status Single 2 (28.6) 5(71.4)
Family histo
of car}(;iovas;yular death 8(r2.7) 3(27.3)
Comorbidities 12 (35.3) 22 (64.7)
Number of >5 7 (30.4) 16 (69.6)
medications
prescribed <5 9 (52.9) 8 (47.1)

Table 4 - Reasons of individual patient’s non-adherence
to prescribed secondary prevention medications
Non-adherent
patients
(n-24)
12 (50.0%)

Reason

Forgetfulness
Worry that medications will do more
harm than good

Stopped medications after feeling
worse

Not convinced enough about the im-
portance of medications

Stopped medications after improve-
ment of condition

Felt financially burdened by cost of
medications

10 (41.7%)

7 (29.2%)

11 (45.8%)

18 (75%)

14 (58.3%)

Table 5 — Results of the questionnaire for individual
patient’s opinion about importance and usefulness of
knowledge according to risk factors of the increase of
cardiovascular mortality

Adherence GGl
Characteristics | adhernce,
M*m score Mtm score
Male 30.3£2.7 22.3+3.2*
Female 34.612.2 28.4+3.7
Educational |High 35.1£3.2 24.5+2.4 *
level Secondary | 28.6+2.5 20.2+1.7
Marital status Married 36.6+1.3 18.4+3.3 *
Single 27.3+2.8 16.2+4.1
Family histo .
of car)c/iiovas';:yular death 32.344.7 21.642.2
Comorbidities 34.314.5 14.6£2.8 *
Number of >5 33.3+2.7 | 16.6+3.1*
medicgtions <5
prescribed 28.3+3.2 21.9+2.7

Note: * — difference is significant (p <0.05).
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Our study demonstrated higher level of non-ad-
herence with secondary prevention medications in
patients with CHD (60.0%) than was broadly consis-
tent in the modern literature data [7, 8, 11, 12]. This
fact can be explained by the socioeconomic reasons,
less informative strategies from the medical staff to
the patients, especially general practitioners. Severe
regress of adherence was demonstrated after dis-
charge from a hospital due to subjective improvement
of the patients™ condition and absence of close super-
vision by out-patient specialists.

Demographic characteristics of the examined pa-
tients suggested that some non-modified factors can
affect compliance with the prescribed treatment. Bet-
ter adherence was demonstrated by female patients
with higher educational level, if they were married,
known about negative consequences of cardiovascu-
lar diseases in their families.

If analyze modified affecting reasons, it could
be suggested that too many prescribed medications
with difficult regime of usage (twice or trice daily) with
non-adequate outpatient supervision may significant-
ly decrease adherence causing development of com-
plications, that may lead to re-hospitalizations and
cardiovascular death, which corresponds to literature
data [13, 14].

Our investigation demonstrated also non-com-
plete information of the patients with CHD about life-
style and medical risk factors of the cardiovascular
mortality increase. This fact may represent insuffi-
cient work of medical personnel in special training of
patients for secondary prevention of cardiovascular
pathology, which also negatively affects adherence to
the treatment [15, 16].

In addition, according to the literature data, ad-
herence may change over time, and shifting beliefs
about medications can often underlie this: over the
first year of treatment, around 20% of patients may
experience a significant increase in concern about
their complex treatment [17].

Conclusion and perspective for further re-
search. Despite a rather small and short-term study,
received results can provide useful practical informa-
tion on the prevalence and severity of adherence dis-
orders among patients with coronary heart disease.

Analysis of the factors influencing the adherence
of cardiovascular patients has demonstrated the main
reasons from patients and healthcare professionals
affecting the level of compliance with the prescribed
treatment.

The step towards improving adherence can be
initiated by the healthcare professional to overcome
the patient’s concerns about the prescribed medica-
tion (taking into account the amount and level of in-
formation tailored to individual needs) and to improve
understanding of the disease and medication, which
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will help solve the problem of clear continuation of
prescribed treatment.

Non-compliance with treatment may not be di-
rected to the whole complex but to partial drugs.
This necessitates personal monitoring of patients
by healthcare professionals in the form of regular in-

KniHiyHa meguuynHa

spections of intentional and unintentional non-adher-
ence, including factors and reasons that may change
and lead to such behavior. Concerns and difficulties
with medication should be addressed even to patients
who have the adherent behavior to prescribed treat-
ment.

10.
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12.

13.

14.

15.

16.

17.
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MCCNEOQOBAHUE NMPUBEPXXEHHOCTU K NEYEHWIO NALUMEHTOB

C MLLEMMYECKOW BONE3HbIO CEPAOLA

Wynep B. O., Lynep C. B., TpeghaneHko U. B., LLlymko I'. U., Pesa T. B.

Pestome. Lenbto paboTbl Obino nccrneaoBaHne NPUBEPKEHHOCTM K Npenaparam BTOPUYHOM NpodnnakTm-
KV Cpeau NaumeHToB C UlleMnyeckoin BonesHbio cepala v BbiSiBNIEHNE BNMSAIOLLUX (DaKTOPOB.

Mamepuan u memoOsi. bbino obcnegoraHo 40 NaLMeHTOB C AuarHO30M mMwemmnyeckasa 6onesHb cepaua
B Bo3pacTe crapLue 50 net, KoTopbiM 6blN0 Ha3Ha4YeHo ONTUMarbHOe NnevYeHne B TedeHue 1 roga nocne rocnu-
Tanusaumu. NprBepXeHHOCTb NauNEHTOB K NedeHuto onpeaensanack no wkane MMS-8 Morisky ans npenapa-
TOB BTOPUYHON NpodunnakTukn. beinu paspaboTaHbl n NpeanoXeHsl NnauneHTaM aHkeTbl 06 MHAMBUAYANbHbIX
NPUYMHaX HapyLlEeHUs NPUBEPKEHHOCTM K Tepanuu 1 A5 OLEeHKN MHAMBUAYaNbHOr0 MHEHUS MauneHTa O Bax-
HOCTM ¥ MONE3HOCTN 3HaHUN O hakTopax puUcKa yBenmyeHuss CMEPTHOCTU OT CepAevHO-COCYyaNCTbIX 3abone-
BaHuI. MpocTasa onucaTenbHas CTaTUCTMKa UCNonb3oBanack AN OLEHKN AeMorpadryecknx XxapakTepucTmk
nauneHTOB N Pe3ynbTaToB OLEHKW NMPUBEPXXEHHOCTU K Tepanun. bbin npoaHanuaMpoBaH CyMMMUpOBaHHbIN 6an
MO OMNPOCHMKaM U BbIsIBNEHa KOppenaunst Mexay AaHHbIMU aHKET NauMeHTOB U YPOBHEM MPUBEPKEHHOCTM K
Ha3Ha4YeHHOMY NeYeHuIo.

Pes3ynbmamai. JaHHOE uccreaoBaHne NpoageMOHCTPUPOBAso BbICOKUI YPOBEHb HECOBMNAeHNS pexuma
neyYeHns BTOPUYHBIMU NPOUNaKTMYeCKnMM npenapatamu y naumeHToB ¢ uemmnyeckon GonesHblo cepaua
(60,0%). 3TOT hakT MOXKHO OOBACHUTL COLMANBHO-3KOHOMUYECKUMN NPUYMHAMM, HE4OCTaTOYHBIM MHAOPMU-
poBaHMeM MeAULMHCKAM MepcoHanoM nauveHTOB Mo NMOBOAY PUCKOB HapyLUEHUS pexuma HasHauyeHHoW Te-
panuun. CepbesHbIn perpecc NpMBEPKEHHOCTN BblN NPOAEMOHCTPUPOBAH NOCE BbIMUCKN N3 BONbHULBI N3-3a
CYyOBbEKTMBHOIO yny4yLleHNss COCTOSHUS NaLUMEHTOB NpW OTCYTCTBMU HAbMNoAeHWs CO CTOPOHLI CNELUanmcToB
MONMUKITMHNYECKOrO 3BEHa.

JeMorpaduryeckne xapakTepucTUKM NaumeHToB CBMAETENBCTBYIOT O TOM, YTO HEKOTOPbIE HEMOANDULN-
pyemMble hakTopbl MOryT BUSATL Ha cobnogeHne pexvma nevexuns. Jlyywas npysepxeHHOCTb 6bina npoae-
MOHCTPMPOBaHa XeHLuHamu, cocTosawmnmmn B 6pake, ¢ 6onee BbICOKUM YpOBHEM 0OpasoBaHuWs, UMEOLLMMU
HeraTMBHbIN CEMENHbIN aHaMHe3 Mo NoBody CMepPTU OT CepAevHO-COCYAUCTbIX 3abonesaHuin. Kpome Toro,
N30bITOYHOE KOMMYECTBO MPOMUCHIBAEMbIX SIEKAPCTB C YCNOXHEHHBbIM PEXUMOM WX NMPUMEHEHUS U Heaaek-
BaTHbIM ambynaTopHbIM HabMAeHNEM MOXET 3HAUMTENbHO CHU3UTb NPUBEPXKEHHOCTb K NeYeHuIo, Bbi3biBas
pa3BUTHE OCMNOXHEHWIA, KOTOPbIE MOTYT NPMBECTU K MOBTOPHOW rocnuTanusauum u CMepTu OT cepae4HO-CoCy-
JUCTbIX 3aboneBaHun.

VMccnegoBaHue nokasano Takke HegocTtaTouHoe MHOPMMPOBaHWE MauuMeHTOB O He3JopoBOM obpase
XM3HU N MeaMLIMHCKMX haKTopax pucka NOBbILLIEHUS CMEPTHOCTM OT CEPAEYHO-COCYAUCTLIX 3aboneBaHni.

Bb160o0b1. Pe3ynbraThl 4aHHOIO MCCeaoBaHUs MOTYT NpefoCTaBnTb NOME3HY NpakTu4eckyto MHdopma-
LMI0 O pacnpoCTPaHEHHOCTM 1 CEPbE3HOCTN HECODMNIOAEHMS pexmma feveHus cpeau naumeHToB ¢ VIBC. Axa-
nn3 hakTopoB, BMMSAOLLMX Ha MPUBEPKEHHOCTb, BbISIBUI OCHOBHbIE MPUYMHBI CO CTOPOHbI NALMEHTOB U Meau-
LMHCKMX pabOTHMKOB, BAMSIOLLME Ha YPOBEHb COBMIOAEHNS Ha3Ha4YeHHOTO NeYeHNs. Yny4dlleHne npuBepKeH-
HOCTU MOXeET ObITb MHULMMPOBAHO MEANLMHCKMMY paboTHMKaMK Ans NpeodofieHnss COMHEHMI nauueHTa no
noBoAdy Ha3Ha4YeHHOro nekapcTea. BaxkHo npogomkatb NepcoHarnbHbI MOHUTOPUHT NALMEHTOB CO CTOPOHbI
MEeAMLMHCKNX paboTHNKOB B (hOpMe perynsipHbIX MPOBEPOK NPeaHaMepPEeHHOro 1 HenpeaHamMmepeHHoro Heco-
6rnogeHns pexmma neveHus, Bkroyas akTopbl ¥ NPUYMHbI, KOTOPbIE MOTYT MPUBECTU K TAKOMY MOBEAEHMIO.

KnroueBble cnoBa: HecobniogeHue pexmma nevenuns, nwemmdeckas bonesHb cepgua, npenaparbl BTO-
PUYHON NPOUNAKTUKMN.

YOK 616.127-005.4:616-052—08-042.1:616-084

OOCNIAXEHHA NPUXUNBbHOCTI 00 NIKYBAHHA NMALIEHTIB

3 ILLEMIYHOK XBOPOBOIO CEPLA

LWynep B. O, lllynep C. B., TpeghaHeHko I. B., Lymko I'. I., Peea T. B.

Pe3tome. Memoro pob6oTur Byno gocnimKeHHs NPUXUIBHOCTI 40 NpenapariB BTOPMHHOT NpodinakTuku ce-
pen nauieHTiB 3 ileMi4HO XBOpOOOLo cepust i BUSIBNEHHS (haKTopiB, LLIO Ha Hei BMNNMBatoTh.

Mamepian ma memodu. byno o6ctexeHo 40 naujieHTiB 3 giarHo3oMm ilemiyHa xBopoba cepus v BiLi cTap-
we 50 pokiB, ssKMM Byno Npu3Ha4yeHo onTMMarbHe NiKyBaHHsS NpoTarom 1 poky nicna rocnitanisadii. Mpuxmnb-
HIiCTb NaLieHTiB Ao NikyBaHHSA BU3Ha4yanacs 3a wkanow MMS-8 Morisky ans npenapatis BTOPMHHOT npodinak-
TukW. Po3pobneHi i 3anponoHoBaHi nNauieHTam aHKeTV Npo iHAMBIgYyanbHi MPUYMHU NOPYLUEHHSA NPUXUITBHOCTI
[0 Tepanii i 4N OUiHKM NepCcoHanbHOI AYMKU NalieHTa Npo BaXIMBICTb i KOPUCHICTb 3HAHb MPO YMHHUKN PU3K-
Ky 30inbLUEHHSA CMEPTHOCTI Bifj cepLieBO-CYAUHHMX 3aXBOpPHOBaHb. [1pocTa onmcoBa cTaTucTyka BUKOPUCTOBY-
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KniHiyHa meguuynHa

Banacs ang aHanisy gemorpadivyHmx xapakTepUCTUK NALEHTIB i pe3ynbTaTiB OLiHKN MPUXMUIBHOCTI 40 Tepanii.
MpoaHanizoBaHo NiacymoBaHuii 6an No onUTyBanbHUKaM, | BUSIBIEHA KOPENsALis MK AaHUMUN aHKET NauieHTIB
Ta piBHEM NPUXUMBLHOCTI A0 NPU3HAYEHOro NiKyBaHHS.

Pesynbmamu. JaHe [ocnigpkeHHs NpOAEMOHCTPYBao BUCOKUN piBEHb HEOOTPUMAHHS PEXUMY MiKyBaH-
HS1 MpenapaTtamMu BTOPUHHOI NpodinakTukn y NauieHTiB 3 ilwemiyHoto xBopoboto cepus (60,0%). Lien dakr
MOXHa MOSICHUTU COLianbHO-EKOHOMIYHUMU MPUYNHAMN, HeQOCTATHIM iIH(pOPMyBaHHAM MeOUYHMM NepcoHa-
NIOM MaLieHTiB 3 MPMBOAY PU3MKIB MOPYLUEHHST PEXMMY NpU3HadveHoi Tepanii. CepnosHuii perpec NpuxXuIibHOCTI
OyB NPOAEMOHCTPOBaHMWI MiCNsl BUNMUCKM 3 NiKapHi Yepes Big4yTTa CyH’eEKTUBHOTO MONINLIEHHSI CTaHy NaLieHTiB
npu BiOCYTHOCTI cnocTepexeHHs 3 60Ky baxiBLiB NOMNiKMiHIYHOT NaHKK.

[emorpacivHi xapakTepucTukn nauieHTiB cBigyaTb Npo Te, WO AesKi HemopgiikoBaHi YNHHUKN MOXYTb
BMIMBATU Ha OOTPUMAHHSA pexumy fikyBaHHs. Kpalia npuxunbHicTb Byna npogeMoHCTpOBaHa XiHKaMu, siKi
nepebysatoTb y Wnobi, 3 BinbLL BUCOKUM PiBHEM OCBITU, SIKi MalOTb HEraTUBHUIN CiIMENHWUI aHaMHe3 3 NpuBoady
CMEePpTi Big cepLeBO-CyOMHHUX 3axBoploBaHb. KpiM TOro, HagMipHa KinbKiCTb NpuU3HadeHnx nikiB 3 ycknagHe-
HUM PEXMMOM iX 3aCTOCYBaHHS i Hea4eKBaTHNUM aMOynaTopHMM HarnsagoM MOXE 3HAYHO 3HU3UTU MPUXUIIb-
HICTb 4O NiKyBaHHS, BUKINMKAKOYM PO3BUTOK YCKNAAHEHb, siKi MOXYTb NPM3BECTU OO NOBTOPHOI rocniTanisauii i
CMepTi Big cepLeBO-CyANHHUX 3aXBOPIOBaHb.

JocnimpkeHHst Nokasano TakoX HeJocTaTHe iHpopMyBaHHSA MauieHTIB MPO HE3AOPOBUIA CMNOCIO XNUTTA Ta
MeauyHi pakTopu pu3nKy NigBULLEHHS CMEPTHOCTI Bif cepLeBO-CYOUHHUX 3aXBOPHOBaHb.

BucHosku. Pe3ynsrati npoBegeHoro OCigpKeHHS MOXYTb HadaTu KOPUCHY MpakTUYHY iHhopMaLito npo
MOLUMPEHICTb i CEPNO3HICTb HEAOTPMMAaHHS PEXUMY NiKyBaHHA cepef MauieHTiB 3 ieMiyHo XBopoboto cep-
usa. AHania akTopis, WO BNANBAKOTL HA NPUXUNBHICTb, BUSIBUB OCHOBHI MPUYNHM 3 BOKY NauieHTIB i MeguyHmx
npauiBHKKIB, WO BMAMBAOTb Ha pPiBEHb LOTPMMAHHA MpPU3HaYeHoro nikyBaHHSA. lMoninweHHA NpUXUIbHOCTI
MOXe OyTW iHiLiioBaHO Megu4yHUMKU NpauiBHUKaMy NS No4oNaHHA CYMHIBIB MauieHTa 3 npuBody Meguka-
MEHTO3HOrO MikyBaHHs. Baxnveo npoaoBxXyBaT NepCcoHarnbHUI MOHITOPUHE NaUieHTiB 3 BOKY MeanyHuX npa-
LiBHMKIB Y (DOPMIi perynapHux nepesipok HAaBMUCHOMO i HEHAaBMWUCHOIO HEAOTPUMAaHHS PEeXuMy IiKyBaHHS,
BKIOYaoun hakTtopu i NPUYMHK, SKi MOXYTb NPUBECTU 4O TaKOi NOBEAIHKN.

Knro4yoBi cnoBa: HeJoTpUMaHHSA pexmMy fikyBaHHS, ilemiyHa xBopoba cepus, npenapatn BTOPUHHOI
NpodinakTUKun.
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