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The study of medication adherence in patients with arterial
hypertension in the practice of a family doctor

The treatment of arterial hypertension (AH) is one of the most significant problems of modern internal medicine.
Elevated blood pressure (BP) is a major risk factor for atherosclerosis, mainly coronary heart disease and damage to
the brain vessels. Medication adherence (MA) is a complex problem in patients with chronic cardiovascular diseases,
especially AH.

Aim. To study MA when treating patients with AH in a real Ukrainian out-patient practice for 8 weeks.

Materials and methods. The sample of 274 patients with AH included men and women over 18 years old with the initial
level of office systolic blood pressure (SBP) of 140-179 mm Hg and diastolic blood pressure (DBP) of 99-100 mm Hg against
the background of the antihypertensive therapy or without it. Initially, BP was measured at the doctor’s office (office blood
pressure) in all patients who were enrolled in the study; the body mass index (BMI), as well as risk factors were calculated,
and the concomitant therapy was assessed. The quality of life was determined by a visual analog scale (VAS score). Patient
adherence to the drug therapy was evaluated using the Morisky Medication Adherence Scale (MMAS).

Results and discussion. To conduct the study according the MMAS test all patients were distributed in two
groups with low MA (MMAS = 3 or 4, n = 181) or high MA (MMAS < 2, n = 93) by the psychometric scale. The results
of the MMAS test obtained were confirmed by the reliability parameter used in psychometrics (Cronbach’s Alpha > 0.7). It was
found at the end of the study that BP levels less than 140/90 mm Hg of 50.6 % of the Low MA group patients and
47.7 % of the High MA group patients were reached. A decrease in SBP < 140 mm Hg or a decrease in 20 mm Hg and
more from the initial level, as well as a decrease in DBP < 90 mm Hg or 10 mm Hg and more was observed in 98.8 %
of patients in the Low MA group and in 98.4 % in the High MA group. After 8 weeks of observation, the quality of life
significantly improved in both groups; however, in the Low MA group this improvement was more pronounced — more
than 85 points instead of 82.8 by the VAS scores for the High MA group.

Conclusions. The effectiveness of the AH treatment and achievement in the target BP level depend on the pa-
tient's MA. Regular visits to the family doctor’s clinic mobilize patients, and are one of the factors that increase adherence
to the treatment, along with pharmaceutical care.

Key words: arterial hypertension; medication adherence; primary care; physician-patient communication;
systolic blood pressure; diastolic blood pressure; Morisky Medication Adherence Scale
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2 HaujioHanbHuI hapmaLueBTUYHUIA yHiBepcuTeT MiHicTepcTBa OXOPOHM 300p0B’sS YKpaiHu

LocnigXeHHA NPUXUNBLHOCTI A0 NiKyBaHHA Yy NaUieHTIB 3 apTepianbHOLO FinepTeH3icto

y npakTuui cimerMHoro nikaps

Mera. JlikyBaHHs apTepianbHoi rinepTeHsii (AlN) — ogHa 3 HanBaxnuMBeilLMX Npobnem cyvacHoi MeanumHn Ta dap-
makoTepanii. MNigeuileHnii aptepianbHuin Tuck (AT) € OCHOBHMM (haKTOPOM pU3UKy aTepockreposdy, 0ocobrnmeo XxBopob
cepus Ta ypakeHHs1 MO3KOBOro kKpoBoobiry. MpuxunbHicTb Ao nikyBaHHA (1) € cknagHot npobrnemMoto y nauieHTIB i3
XPOHIYHMMM CEepLEBO-CYANHHUMW 3axBOproBaHHAMMK, ocobnueo Al Lle gocnigxeHHs 6yno po3pobneHo Ans Bu3Ha-
yYeHHs M1 nig yac nikyBaHHA nauieHTiB 3 AT npoTaroM 8 TWXXHIB B yMOBaX NPakTUKM CIMENHOrO nikapsi.

Marepianu Ta metoau. Y rpyni 3 274 nauieHTiB 3 Al" HOnoBiku Ta XiHkn 49,6-53,2 poKiB i3 NO4aTKOBUM PIBHEM CUCTO-
nivyHoro aptepiansHoro Tucky (CAT) 140-179 MM pT. CT. Ta giacToniyHoro aptepiansbHoro Tucky (JAT) 99-100 mm pT. CT.
Ha TNi aHTUrinepTeH3nBHOI Tepanii ado 6e3 Hei. CnoyaTky Kpor’ssHuiA Tuck (KT) BUMiptoBanu y BCix NawieHTiB, siki Oynu
3anuncaHi Ha gocnigpKeHHs B kabiHeT nikaps (apTepianbHui TUCK y KabiHeTi abo odicHe BuMiptoBaHHsA KT), pospaxo-
ByBanu iHAEKC macu Tina, akTopu pM3nky 1N OLIHIOBanu CynyTHO dpapmMakoTepanito. AKiCTb XUTTS BU3Ha4Yanu 3a
BidyanbHoto aHanorosoto wkanoto (VAS). MJ1 B Tepanii ouiHOBanNu 3a 4ONOMOIo LKany NPUXUIbLHOCTI 40 Meauka-
MEeHTO3HOoro nikyBaHHs Mopicku (MMAS).
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Pe3ynbraTy Ta ix o6roBopeHHsA. [1na npoBeaeHHs JoCNigXeHHs, 3rigHo 3 Tectom MMAS, ycix nauieHTiB 6yno
ob’egHaHo y aBi rpynn: 3 HM3bkUM iHgekcom M1 (MMAS = 3 a6o 4, n = 181) Ta Bucokum ingekcom NI (MMAS < 2,
n = 93) ncuxomeTpuyHoi Wwkanu. OTpumai pesynstatn Tecty MMAS nigTBepakeHO napameTpoM HaAiiHOCTI, NPUAHSA-
TMM y ncuxomeTpii (koedpiuieHT Anbda Kponbaxa > 0,7). HanpukiHui focnigXeHHsa BUsiBNeHO, Wwo piBHi KT Huxue
140/90 mm pT. cT. cnocTtepiratotbes y 50,6 % nauieHTiB i3 rpynu 3 Hu3bkum M1 Ta 'y 47,7 % nauieHTiB i3 rpynu 3 BUCO-
kum MJ1. 3HmkeHHss CAT < 140 MM pT. CT. ab0 3HMKEeHHS Ha 20 MM pT. CT. Ta GinbluUe BiA NOYaTKOBOIrO PiBHS, a TakoxX
OAT < 90 mm pT. cT. abo 3HMKeHHS Ha 10 MM pT. cT. i Binble cnocTepiranocs y 98,8 % nauieHTiB rpynu 3 HU3bKOK
MN ta 'y 98,4 % nauieHTiB rpynu 3 Bucokoto MMJ1. Ticnsa 8 TUXKHIB CNOCTEPEXEHHS SKICTb XUTTA 3HAYHO MOKpaLyunacs
B 000X rpynax, ane B rpyni 3 H13bkow )1 ue noninweHHs 6yno GinbL BupaxeHuM — noHag 85 6anis npotn 82,8 3a
VAS ans rpynum 3 Bucokoto IMJ1.

BucHoBku. EdpekTnBHICTb nikyBaHHA AlT Ta JOCATHEHHS LinboBOro piBHA AT 3anexuTb Bif NPUXUNbHOCTI NaLieH-
Ta [0 NikyBaHHs. PerynsipHi BigBiayBaHHs KniHikv ciMenHoro nikaps Mobini3ytoTb NaLieHTiB | € o4HUM i3 dhakTopiB, LLO,
nopsiz i3 hapmaLeBTUYHOI ONiKOH, 30iMbLUYHTb NPUXMIBHICTL 40 NiKyBaHHS.

Knroyoei crioea: apmepianbHa 2inepmeH3is; MpuxusibHicmb 00 JiKy8aHHS,; NepeuHHa 0ornomoea; CriifnKye8aHHs
nikap-nayieHm; cucmoniyHut apmepianbHUl muck; diacmorniqyHull apmepianbHUl MUCK; WkKana npuxusibHocmi 0o
nikysaHHs1 Mopicku
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2 HaumoHanbHbIM hapmaLueBTUYeckunii yHuBepcuteT MnHmMcTepcTBa 3apaBooxpaHeHnst YKpauHbl
MccnepoBaHue NpuBEpPXKEeHHOCTU K NEYEHUI0 Y NaLMeHTOB C apTepuanbHoOmn
runepTeH3nen B NpakTUKe CeMeNHOro Bpava

Lenb. JleueHne aptepuanbHor runepteH3un (AlN) — ogHa 13 BaXXHENLWMX NpobrneM COBPEMEHHON MeOMULMHbI
n chapmakotepanuu. MNMosbileHHOe apTepuanbHoe AasneHve (A[l) ABNAeTcs OCHOBHbIM (hakTOPOM prcKa aTepockKrie-
po3a, ocobeHHO HonesHel cepaua 1 NopaxeHust MO3roBoro kKposoobpatlueHus. [NpuBepxkeHHOCTb K nevexuto (M11),
UMM KOMMNIAeHC, SIBMSETCS CIOXHON NpobrnemMon y naumMeHToB C XPOHUYECKUMY CepaeqHO-CocyamcTbiMu 3aboneBa-
HusMK, ocobeHHo Al OTo nccnenoBaHue GbINO NpoBeAeHo Ans onpeaeneHus MJ1 npyu nedeHnn nauneHToB ¢ Al
B YCIOBMSAX MPaKTUKN CEMENHOro Bpaya.

MaTtepuansl n metoabl. B rpynny 6biny BkntoveHbl 274 naumeHTa ¢ Al': MyX4rHbI U KeHWwuHbl 49,6-53,2 net
C HayarnbHbIM YPOBHEM CUCTONNYECKOro apTepuanbHoro aasnenuns 140-179 mMm pT. CT. M AMacTONMYECKOro aptepu-
ansHoro aaeneHust 99-100 MM pT. CT. HA hOHE aHTUTMNEePTEH3UBHONM Tepanuun nunu 6e3 Hee. CHavana KpoBsiHOe [aB-
nexve (KO) n3mepsnu y Bcex NnauMeHToOB, KOTopble ObiNM 3anucaHbl Ha nccrnegoBaHne B kabuHeT Bpada (apTepu-
anbHoe AaeneHve B kabuHeTe nnun oducHoe namepenne KJ), paccuntbiBan MHAEKC Macchl Tena, daktopbl pucka
1 OLEHMBanu conyTcTBYOLLYO dhapmakoTepanmio. KayecTBo XU3H1 onpeaensanm no BM3yasnbHOW aHanoroson LuKane
(VAS). MJ1 B Tepanuun oueHMBany ¢ NOMOLLbIO LWKanbl MPUBEPXEHHOCTN K MeOUKaMEHTO3HOMY JIEYEHUIO MO TeCTy
Mopwuckn (MMAS).

Pe3ynkraTthl M ux o6cyxaeHune. [ins npoBedeHUs nccrnenoBaHus BCe NauyeHTbl Obinv pasaeneHbl, CornacHo TecTy
MMAS, Ha aBe rpynnbl: ¢ HU3kum nHaekcom MJT (MMAS = 3 unu 4, n = 181) u Bbicokum nHaekcom MJ1 (MMAS < 2,
n = 93) ncuxomeTpuryeckon Lwkanel. MNonyveHHble pesynstaTtel Tecta MMAS noaTBepkaeHbl napamMmeTpoM HaeXHOCTH,
NPUHATBIM B NcuxoMeTpum (koadpdunumneHT Anbda KpoHbaxa > 0,7). B KoHUe nccnenoBaHusi BbIsIBIIEHO, YTO YPOBHU
KO Huke 140/90 mm pT. cT. Habmogatotes y 50,6 % naumeHToB rpynnbl ¢ HU3kuM NI n 'y 47,7 % naumeHToB rpynnbl
¢ Bbicokum [J1. CHmkeHne CAL < 140 MM pT. CT. UK CHWXeHue Ha 20 MM pT. CT. 1 Bonee OT NCXOAHOMO YPOBHS,
a Tarke FAO < 90 MM pT. CT. Unun CHKeHre Ha 10 MM pT. CT. 1 bonblue Habnoganock y 98,8 % nauneHToB rpynmbl C HUA3-
ko MITn'y 98,4 % rpynnel ¢ Beicokow M1, MNMocne 8 Hegenb HabnioAeHUst KAYECTBO XMU3HN 3HAYUTENBHO YIy4LLNIIOCh
B 06eunx rpynnax, Ho B rpynne ¢ Huakou MJ1 aTo yny4ieHve 6bino 6onee BbipaxeHHblM — 6onee 85 6annos npoTve
82,8 no VAS pnisa rpynnbl ¢ Bbicokon MJ1.

BeiBoabl. ShdekTnBHOCTL neveHnsa Al n JOCTUXKEHNS LLeneBoro ypoBHst ALl 3aBUCUT OT CKITOHHOCTM NauMeHTa
K nneyeHunto. PerynsipHble NoCeLueHns KIMHUKN CEMEVHOTo Bpadya MOBMIM3yoT NaUMEHTOB U ABNATCS OAHUM 13 dhak-
TOPOB, YBENMYMBaIOLLMX, Hapsdy ¢ dapMaLeBTUYECKON ONEKON, NPUBEPXKEHHOCTb K NIEHEHUIO.

KnioueBble cnoBa: apmepuasnbHas 2unepmeH3usi; MpUBEPXXeHHOCMb K JIEHEHUI0; MepeuyHasi MoMoWb,
obuwieHue spay-nayueHm; cucmonuyecKoe apmepuarnsHoe 0asneHue; duacmonuyeckKoe apmepuarnbHoe 0asneHue;
wKana npusepxxeHHocmu K rieqeHuro Mopucku

Introduction. Diseases of the cardiovascular system
are mostly chronic, i.e. they require strict long-term treat-
ment of the patient. The treatment of arterial hyperten-
sion (AH) is one of the most pressing problems of modern
internal medicine. Elevated blood pressure (BP) is a major
risk factor for atherosclerosis, mainly coronary heart di-
sease and damage to the brain vessels [1]. Most patients
in Ukraine with AH are treated in primary care, mainly in
district clinics or family practice. And the fact that every
year about 100 thousand inhabitants of the country suf-

fers a stroke is irrefutable evidence of insufficient control
of blood pressure (BP). Control of AH in Ukraine is extre-
mely unsatisfactory as evidenced by the results of the SY'S-
TEM-2 study. The average systolic blood pressure (SBP)
in patients with AH visiting a family doctor or therapist
(among patients taking antihypertensive drugs) is 167 mm
Hg, and the achievement of the target level is observed in
6.9 % of cases [2]. Maintaining a multi-drug medication
adherence is a complex problem in patients with chronic
diseases, especially cardiovascular diseases. At the same
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time, even the use of the most effective drug or fixed-
dose formulations of effective agents may not succeed if
the patient does not want to take the medicine regularly and
clearly follow all the doctor’s recommendations [3].

Initially, compliance or medication adherence (MA)
in modern medicine is understood as voluntary adhering
of a patient to the prescribed treatment regimen. MA is
the degree to which patients follow the recommendations
of their health professionals, and it specifically means
the following four practical manifestations: 1) the patient
takes the medicine on time; 2) he takes it in full dose;
3) he keeps compliance with recommendations on diet
and lifestyle, and 4) for all that he does not feel the wor-
sening of the quality of life [4]. The World Health Orga-
nization proposes that MA is affected by the following
factors: 1) healthcare system or provider-patient rela-
tionship, 2) disease, 3) treatment, 4) patient characteristics,
and 5) socioeconomic factors [5].

According to large-scale studies, patient adherence
is a salient outcome of the process of care. In many dise-
ase conditions, non-adherence to prevention and disease
management activities (e.g., medications, prescription,
screening, exercise, and diet) averages 25 % of patients;
for some medical conditions and in some settings, ad-
herence can be as poor as 50 % or less [6]. Neverthe-
less, in the case of AH, the compliance of patients is only
40 %, while the independent withdrawal of antihyper-
tensive drugs occurs in ~60 % in 6 months from the start
of the treatment [7].

It is also significant to distinguish that MA is much
lower in real-life settings than in clinical trials. The re-
sults of controlled trials are unlikely to be achieved in
clinical practice unless specific measures are taken to
improve compliance with the treatment [8]. Decrease in
MA is accompanied with augmented healthcare costs,
increased cardiovascular disease, and hospitalization rates.
Consequently, finding non-adherent patients in outpatient
settings is important in order to effectively increase AH
control rates. Several self-reported validated question-
naires were developed to monitor MA in chronic disease
patients, including hypertension patients [9]. Among them,
the Morisky Medication Adherence Scale (MMAS) re-

mains the best known and most widely used scale for
studying medication adherence in hypertensive patients [10].

The aim of this work was to study MA when treating
patients with AH in a real out-patient family doctor
practice in Ukraine.

Materials and methods. The study was carried out
in Kharkiv Polyclinic No. 26 at the premises of the Depart-
ment of General Practice-Family Medicine, V. N. Karazin
National University by three cardiologists and eight family
doctors. The study included 274 patients with AH; they
were men and women over 18 years old with the ini-
tial level of office systolic blood pressure (SBP) of
140-179 mm Hg and diastolic blood pressure (DBP) of
99-100 mm Hg against the background of the antihyper-
tensive therapy or without it. The ratio of women to men
was 3 : 1 (178 women and 96 men). Exclusion criteria
were symptomatic hypertension, myocardial infarction
or stroke suffered less than 3 months ago, decompensated
heart failure, decompensated or insulin requiring diabe-
tes mellitus, severe impaired liver and kidney function,
aortic stenosis, pregnancy and lactation (for women).

In addition to the general clinical examination, BP
was measured at the doctor’s office (office blood pressure)
in all patients who were enrolled in the study, the body
mass index (BMI) was calculated. The anamnesis, risk
factors, and the concomitant therapy were assessed.
The quality of life was determined by a visual analog
scale (VAS score). The VAS values rating their health
status on a scale from 0 (worst imaginable health status)
to 100 (best imaginable health status) were determined.
Each question can be scored as: having no problems (level 1),
slight problems (level 2), moderate problems (level 3),
severe problems (level 4), or extreme problems (level 5).
The patient adherence to the drug therapy was evaluated
using MMAS-4 [10]: the self-reported measure of the drug
intake was developed in Ukrainian language by a four-item
scale previously validated (Tab. 1). The theory underlying
this measure was that failure to adhere to a medication re-
gimen could occur due to several factors, such as “you
sometimes had problems of remembering to take your
medication”, “you sometimes forgot to take your medi-
cation”, and problems with the complexity of the medical

Table 1

The four-item MMAS

Question Item ltem Standard | Proportion of “yes”
number Deviation n=274
- . —
Q1 Do you sometimes forget to take your high blood pressure pills? 0373763 83.21%
(No/Yes)
X - - PP
Q2 Are you careless at times about the time of taking your medicine? 0.298044 90.15 %
(No/Yes)
- - PP
Q3 When you feel better do you sometimes stop taking your medicine? 0480381 36.1 3%
(No/Yes)
Have you ever cut back or stopped taking your medication without
Q4 telling your doctor because you felt worse when you took it? 0.483408 37.23%
(No/Yes)

Notes: Scoring: high MA- low MA, yes = 0, no = 1. Rage: 0-4, Mean (weight) n = 274, mean for test, x = 2.47.
Cronbach’s Alpha>0.7. Split-Half (odd-even) Correlation: 0.887. Split-Half with Spearman-Brown Adjustment: 0.940.

Mean for Test: 2.467153285. Standard Deviation for Test: 1.2085528
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Table 2
Characteristics of the study participants
Parameter Low MA High MA p
(n=181) (n=93)
Women / men 135/46 70/23 -
Age (years, M = m) 53.2+0.2 49.6 + 0.3 0.07
Duration of hypertension (years, M = m) 13.4+0.1 12.0+0.2 0.4
Newly diagnosed hypertension (%) 6.3 9.1 0.001
SBP mm Hg (M £ m) 167.0+0.3 165.1 £ 0.4 0.0001
DBP mm Hg (M + m) 99.3+0.2 97.7+0.2 0.0001
BMI, kg/m? (M £+ m) 27.8 0.1 27.7 £0.1 0.7
Family history of the presence of hypertension (%) 51.9 51.1 0.7
Sedentary lifestyle (%) 55.9 53.8 0.2
Coronary heart disease (%) 43.3 40.4 0.01

regimen, such as “you ever felt hassled about sticking
to your treatment plan”. The questions were phrased to
avoid the “no/yes-saying” bias by reversing the wording
of the questions about the way patients might experience
failure in following their medication regimen since there
was a tendency for patients to give positive answers to their
physicians or other healthcare providers. Each item mea-
sured a specific medication-taking behavior and was not
a determinant of adherence behavior. Response catego-
ries were yes/no for each item with a response and a 0-1-point
response. The internal consistency using Cronbach’s alpha
(> 0.7) and Spearman-Brown adjustment was acceptable.

Patients were considered to be compliant, answering
“no” to the questions more than 3 times (scoring more
than 3 points). According to the results of the MMAS-4
test, during their first visit patients were divided into
2 groups: low medication adherence (low MA) and high
medication adherence (high MA).

The therapy correction in both groups was carried
out (if necessary) at the 4" week of the study. In their final
visit (in 8 weeks) patients were again invited to the clinic.
The therapy was considered to be effective when at the end
of the observation the target office blood pressure was
less than 140/90 mm Hg. The effectiveness of the therapy
was evaluated as the percentage of patients who reached
the target level of BP, the percentage of patients with
a decrease in DBP more than 10 mm Hg, and the per-
centage of patients with a decrease in SBP more than
20 mm Hg from the initial level. The quality of life was
assessed by VAS (baseline-endpoint).

The statistical analysis was performed using the “SAS
software” package (version 6.12). In the analysis, mean
values (M) and their standard errors (m) were calculated.
The significance of differences in average values was
assessed by the Student’s criterion (t). The programs of pa-
rametric and nonparametric analysis were used. The re-
sults were considered to be reliable at p < 0.05. Data
were presented as M + m. To estimate the reliability of
the psychometric test Cronbach’s Alpha, Split-Half (odd-even)
correlation, Split-Half with Spearman-Brown Adjust-
ment, etc., were found.

Results and discussion. All patients examined comple-
ted this study. The groups did not differ in age, duration
of hypertension, burdened heredity, BMI and degree of
physical activity. In the group with Low MA, the level
of SBP and DBP was significantly higher than in the group
with High MA. It was noted that in the Low MA group
associated diseases were less common, and they were
less likely to receive the drug therapy (Tab. 2).

Against the background of the treatment in 4 and
8 weeks a significant decrease in the level of both SBP and
DBP was observed in both groups (Fig. 1). At the same
time, at the end of the study, the level of SBP decreased
by an average of 31 mm Hg, and DBP by 15 mm Hg
(p <0.0001).

By the end of the study, the blood pressure level less
than 140/90 mm Hg was reached by 50.6 % of patients
of the Low MA group and 47.7 % of patients of the High
MA group. A decrease in SBP < 140 mm Hg or a decrease
in 20 mm Hg and more from the initial level, as well
as a decrease in DBP < 90 mm Hg or 10 mm Hg and
more was observed in 98.8 % of patients in the Low
MA group and in 98.4 % in the High MA group.

The study of the quality of life is an important aspect
for evaluating the ongoing therapy. The analysis of VAS
score data at the beginning of the study revealed a sig-
nificantly lower quality of life in the group of patients
with Low MA. After 8 weeks of observation, the quality
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Fig. 1. The dynamics of BP lowering during the study, mm Hg
(p <0.0001)
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of life significantly improved in both groups; however,
in the Low MA group this improvement was more pro-
nounced — more than 85 points instead of 82.8 for the High
MA group (Fig. 2).

When asked about the therapy tolerability patients
answered as excellent and good in 79 % of cases (Low
MA group) and in 80.4 % of cases (High MA group)
(p =0.7). Improvement in well-being was noted in 95 %
of patients in the Low MA group and 94.2 % of patients
in the High MA group (p =0.3). Well-being did not change
(according to the subjective assessment of patients) in
5 % of cases in the Low MA group and in 5.8 % of
cases in the High MA group.

The dynamics of adherence to therapy during the treat-
ment was analyzed by assessing markers of the lack of
adherence to the drug therapy: the presence of psycho-
logical problems, especially depression; the presence of
cognitive impairment, as a result of which the patient
simply could not understand why he should be treated
or could forget to take the drug; asymptomatic disease;
the lack of contact with a doctor, inadequate observation
and recommendations written in poorly readable hand-
writing; side effects; poor awareness of the disease; comp-
lexity of therapy; high cost of the treatment.

It should be mentioned that all difficulties were mainly
associated with three main reasons: the reasons associated
with the patient (rejection of treatment, fear of a large num-
ber of drugs, and, as a result, incorrect intake of drugs);
high cost of therapy, especially the multicomponent one;
a complex regimen of administration and, accordingly,
a high probability of deviation from the scheme (for exam-
ple, when prescribing 4 drugs, the probability of com-
pliance was reduced by half).

During the treatment there was a significant increase
in adherence to the treatment in both groups of patients.
Moreover, in the group with the initial Low MA a more
pronounced change in the answers to the questions of
the MMAS test was observed.

In the analysis of the Low MA group, it was noted that
58 patients were not compliant to the therapy. At the same
time, 123 patients in the group with Low MA during
their final visit showed an increase in adherence to the the-
rapy (according to the MMAS test). In the High MA
group, 13 patients became less compliant, while 80 pa-
tients remained highly compliant (Fig. 3).

The treatment adherence and treatment retention are
significantly reduced over time. Therefore, according to
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Fig. 2. The mean VAS score (M+m) with the 95% confidence
interval before and after 8 weeks of the therapy

the literature, only 61.8 % of patients with hypertension
and 65.6 % regularly take prescribed drugs after a year
of their treatment. When analyzing the regularity of
treatment it was found that only 23.5 % of patients took
prescribed drugs all the time, while 76.5 % of patients
administered drugs only with an increase in blood pres-
sure, were treated with courses, or did not take pre-
scribed drugs at all. Thus, in most cases, patients with
hypertension are not committed to therapy.

In this study, 31 % patients were not committed to
the therapy. We analyzed factors that could affect adhe-
rence to the therapy in these patients: gender, age, the pre-
sence of a coronary heart disease, duration of hyperten-
sion, the smoking status, lifestyle, taking medications,
the ability to measure blood pressure at home. Such
a parameter as the inclusion of drugs in the “Available
Medicines” Ukrainian national program was of particu-
lar interest.

Women were more adherent to the therapy (p < 0.0001).
Adherence to the treatment decreased with age (p < 0.004).
Patients with a coronary artery disease were highly com-
mitted to the therapy (p < 0.0001). The presence of home
blood pressure monitors and the ability to control blood
pressure also determined an increased adherence to the drug
therapy (p < 0.03). Patients who smoke were less com-
mitted to the therapy than non-smokers (p < 0.0002).
Patients with a sedentary lifestyle were also less com-
mitted to therapy than people with an active lifestyle
(p <0.003). The analysis of the drugs used by patients
showed that the most adherent to the therapy were pa-
tients taking high-cost drugs, for example, alpha-2 re-
ceptors blockers. We conducted a multivariate analysis
of the contribution of the above parameters to adherence
to the therapy. When evaluating the basic model adjusted
for gender and age the contribution of drugs included in
the “Awvailable Medicines” program to adherence to the the-
rapy was very high (<0.00001). The presence of the drug
in the “Available Medicines” list and its delivery to the pa-
tient significantly increased adherence to the therapy
(p < 0.0001). However, with the gradual inclusion of
parameters, such as the presence of concomitant coro-
nary heart disease, in the analysis there was a gradual
decrease in the contribution of drugs in the “Available
Medicines” program to adherence to the therapy.

Thus, the availability of the drug in the list of the “Avai-
lable Medicines” program is not an independent and de-
termining factor in adherence to the treatment. Patients,

-50 Q2; -46

B A% Low MA, yes% M A% High MA, yes%

Fig. 3. The dynamics of the number of patients with a positive
answer to the questions (Q1-Q4) of the MMAS
test during the study (p < 0.0001)
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who understand the need for regular use of prescribed
drugs, consciously set themselves up for the treatment;
they will buy drugs regardless of the presence or ab-
sence of them in the list of the “Available Medicines”
program.

It is noteworthy that in the group with low MA the level
of blood pressure decreased similarly as in the group of
patients with high MA. The level of blood pressure did
not practically differ between the groups during the last
visit. Several points can explain this fact. During the treat-
ment there was a significant improvement in compliance
in both groups. Moreover, in the group with the initial-
ly low compliance this improvement was more pro-
nounced. It was noted that a large proportion of patients
(41 %) who were not compliant with the treatment during
the initial visit became committed to the treatment by
the end of the observation (p = 0.001). Patients visited
the clinic doctor in 1 and 2 months, and it mobilized pa-
tients, being one of the factors in increasing adherence
to the treatment.

A very important point in the outpatient monitoring
and treatment is the assessment of the quality of life.
With poor tolerance of the treatment, a difficult regimen
of taking medications, as well as deterioration in the pati-

ent’s well-being the quality of life decreases. Improving
the quality of life motivates patients to take drugs pre-
scribed by visiting a physician, and it, in turn, is one of
the factors for increasing compliance on an outpatient
basis. In our study, there was a significant improvement
in the quality of life, more pronounced in the group with
the initially low MA. In addition, the majority of pa-
tients in the Low MA group showed a significant in-
crease in adherence to the treatment at the endpoint.

Conclusions and prospects of further research.
Our pilot study of MA of AH patients in the practice of
a family doctor indicates that effectiveness of treating hy-
pertension (achieving the target level of BP) depends on
MA with the treatment. Furthermore, MA and the patient’s
retention on therapy decrease significantly over time.
Nevertheless, regular visits to the family doctor’s clinic
mobilize patients. It is one of the factors to increase adhe-
rence to the treatment and improve the patient’s quality
of life, even in a group with low adherence to treatment.
The presence of the drug in the “Available Medicines”
Ukrainian national program is not an independent factor
determining the patient’s adherence to the therapy.
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