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Abstract

The current issues of patient adherence and how to diagnose adherence at the primary health care level are relevant. One of the simplest,
easiest, and most cost-effective ways to assess adherence is to administer patient surveys using questionnaires. The identification of factors
associated with adherence will justify the implementation of a number of interventions to improve the effectiveness of patient care. reduce cases
of exacerbations, and rehospitalization rates, and reduce treatment costs.

The purpose of the study: is to analyze the advantages and disadvantages of different tools in the assessment of adherence to
medication therapy.

Methodology: The study used evidence-based data mining methods. 210 publications were found using keywords and clinical outcomes
according to PICO in the international databases PubMed / Medline, Cochrane Central Register of Controlled Trials, and Google Scholar. The
application of PRISMA and inclusion/exclusion criteria made it possible to select the most relevant sources (20 publications).

Conclusions are drawn from the review: the Morisky scale (MMAS-8) is the most qualitative, simple, and widely used questionnaire.
MMAS-8 has been used in more than 200 international studies in the last 9 years. The Self-Effectiveness Scale and the Short Drug Questionnaire
are preferred for scientific research, as the interpretation of the results is not very convenient to use in outpatient settings due to the difficulty of
scoring, given the limited time to the doctor and patient. The Medication Adherence Reporting Scale is recommended in preference to patients
with psychiatric illness. The Medication Replenishment and Adherence Questionnaire has some limitations and isn’t very reliable given the study
in which it was used. The Hill-Bone score requires further testing. Unfortunately, there is no "gold standard" for assessing adherence to therapy,
but the Morisky scale (MMAS-8) is closer to it.
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Introduction

The problem of adherence has been officially
recognized by the World Health Organization
(hereinafter referred to as WHO) since 2003 and has
defined adherence as: "the degree of compliance of
a person's behavior regarding taking medications,
dieting and / or other lifestyle changes with the
recommendations of a health professional" [1]. A low
level of medications adherence reduces the effectiveness
of pharmacotherapy and is considered an important
obstacle to achieving better patient outcomes [2-4]. In
a WHO report, low medications adherence was called
"a worldwide problem of astonishing magnitude"
[1]. In itself, the phenomenon of low adherence is a
problem that should be considered as “diagnosable and
treatable” [5]. This problem is of global importance,
especially in wealthier countries where health care
systems are already at a fairly high level, and further
improvement in the effectiveness of pharmacotherapy
may largely depend on increasing the level of patient
adherence [6]. However, at present, various strategies
for identifying low adherence and improving it are
rarely used in the routine clinical practice.

Despite the availability of effective and
safe medications dispensed in primary health care

Methodology

The study used evidence-based data mining
methods. 210 publications were found using keywords
and clinical outcomes according to PICO in the
international databases PubMed / Medline, Cochrane

The Main part

WHO has classified the potential causes of
inadequate medicines intake into 5 main groups

(PHC), in a certain part of patients, the disease is
not adequately controlled. One of the main reasons
is the lack of adherence of patients to treatment.
The probability of control of the condition directly
depends on the regularity of taking the medicines by
the patient. Adherence to treatment or compliance is
the degree to which a patient's behavior conforms to
recommendations, it includes not only medication
therapy received from a doctor [1]. Unfortunately,
numerous studies in different countries of the world
indicate that currently there is a serious problem,
which is the lack of adherence of patients to treatment,
due to reasons related to the patient, the doctor, the
relationship between them, socio-economic factors, the
characteristics of the disease. Non-adherence can have
serious consequences for society, and many clinicians
are not trained in screening for non-adherence. Since
treatment adherence is a complex multifactorial
behavior, it is important to provide an accurate and
practical tool for assessing treatment adherence in
routine medical practice.

The purpose of this review: to analyze the
advantages and disadvantages of different tools in the

assessment of adherence to medication therapy.

Central Register of Controlled Trials, and Google
Scholar. The application of PRISMA and inclusion/
exclusion criteria made it possible to select the most
relevant sources (20 publications).

(Table 1) [1, 71.

Table 1 - Classification of factors of inadequate intake of medicines

Factors of Low Adherence

Socio-economic factors

1. low literacy;
2. high medications costs;
3. weak social support

Health system factors

1. difficult access to health services;
2. insufficient communication between the health worker and the
patient;
3. lack of continuity of care.

Factors associated with the nature of the disease

1. asymptomatic chronic disease (no clinical manifestations);
2. mental health disorders (e.g. depression).

Therapy-related factor

1. the complexity of the dosing regimen;
2. undesirable reactions.

Patient related factors

1. physical impairments (such as problems with vision or
coordination);
cognitive impairment;
2. mental disorders;
3. age.

The presence of chronic diseases that are
asymptomatic and require long-term therapy does not
motivate the patient to permanent treatment. The
complexity of the medication dosing regimen and the
development of adverse reactions also negatively affect
adherence. It has been shown that an increase in the
frequency of medicine dosing is inversely proportional
to the adherence to the prescribed pharmacotherapy
[8]. Among the factors of the patient, first of all,
the following were identified: young age, cognitive

impairment, and mental disorders. Socioeconomic
factors such as low social status, low educational
attainment, and poor medical literacy among patients
are also often associated with non-adherence. It has
also been found that patients generally adhere more
closely to the medication regimen for 5 days before and
after visiting the doctor, compared to the period 30 days
after the visit - this phenomenon is known as “white
coat adherence” [9, 10].



Journal of Health Development, Volume 1, Number 50 (2023)

Increasing adherence to therapy, according to
WHO experts, is the most promising way to influence
the health of the population, surpassing in its

significance the activities to create and develop new
effective methods of treatment [11].

Methods for assessing medication adherence

Methods for diagnosing adherence are divided
into: 1) direct methods (directly observed therapy,
measuring the concentration of a medication or its
metabolite in the blood or urine, measuring the
concentration of "biological markers" in the blood);
and 2) indirect methods (include asking the patient
about adherence to the prescribed therapy, assessing
the clinical response (blood pressure level during
antihypertensive therapy, cholesterol, and low-density

lipoprotein levels during lipid-lowering treatment,
heart rate when taking beta-blockers, etc. ), count
pills, set the frequency of re-prescribing, conduct
patient surveys, keep a diary of medication intake, and
assess children's adherence to treatment by asking for
help from a nurse, school nurse or teacher, electronic
monitoring [12]. The classification is clearly shown in
Fig.1.

Patisnt self-reports —

Questionnaire

Indirect Methods

Elsotronic monitoring

Diary of self-
conktrol

Counting the number
of prescriptions

written

Counting the number
of tablets

Interview

Blood test
biomarkers

Direct Methods

Therapy under
supervision

Figure 1 - Classification of adherence assessment methods

Direct methods for diagnosing adherence are
more accurate than indirect methods, but unlike
indirect methods for assessing road adherence, they
are burdensome, time-consuming, rather inconvenient,
and not suitable for use in PHC. In addition, due to a
number of ethical and legal issues, direct methods are
applicable, mainly, only within the framework of clinical
trials, in which the consent of the patient is obtained
for the collection of biological material from him and
other procedures. From this, we can conclude that in
the context of PHC, indirect methods for diagnosing
adherence are much more promising and convenient.
Indirect methods are relatively easy to use, but raise
questions, can be subject to patient bias, and tend to
result in clinicians overestimating patient adherence.

Indirect methods for diagnosing adherence in a
doctor's practice:

One of the most convenient, frequently used
methods for assessing adherence in PHC is the
questioning of patients using various questionnaires.
According to a systematic review of scales for diagnosing
adherence, there are about 43 questionnaires translated
into English to assess patient adherence to treatment
[13]. The authors divided these questionnaires into 5
groups:

1) determining only behavioral reactions in
relation to taking medications;

2) evaluating behavioral responses and barriers
to high adherence;

3) identifying barriers to adherence;

4) diagnostic factors that increase adherence to
medication therapy (patient's beliefs);

5) factors that increase adherence and barriers
that violate adherence to medical recommendations
[13].

Table 2 lists the main representatives of each
group, as well as the types of patient populations in
which large validation studies of the relevant scales
were conducted [13].

When choosing a questionnaire for diagnosing
adherence to treatment, preference should be given
to questionnaires with a small number of questions,
indicators of internal consistency, reliability, sensitivity,
and specificity, taking into account patients with
which diseases the test was validated, whether the
test diagnoses self-efficacy, whether factors (barriers)
determine non-adherence whether the level of literacy
of the test persons are taken into account. There is no
unambiguous “gold standard” when choosing a scale for
measuring adherence. However, the closest to the “gold
standard” is the Morisky-Green Medication Adherence
Scale (MMAS) [14].
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Table 2 - Classification of medication adherence scales

Group Scale name IHD CHF HTN Diabetes Dyslipidemia BA
Adherence Self-Report Questionnaire + + +
1. Medication Gehi et al. Adherence Question +
behavior
Medication Adherence Rating Scale-5 + +
Stages of Change for Adherence Measure +
Adherence to Refills and Medications Scale +
Adherence Starts with Knowledge-12 + + +
Adherence Starts with Knowledge-20 + + +
Brief Medication Questionnaire +
Choo et al. Questionnaire +
2. Medication- i ; +
related behaviors Fodor et al. Adherence Questionnaire
and barriers Hill-Bone Compliance Scale-10 +
Hill-Bone Compliance Scale-14 +
Morisky Medication Adherence Scale + + + + +
Reported Adherence to Medication Scale + + + + + +
Brooks Medication Adherence Scale +
The Patterns of Asthma Medication Use Questionnaire +
Medication Adherence Reasons Scale +
Medication Adherence Questionnaire + + + +
3. Barriers to
adherence Medication Adherence Self-Efficacy Scale +
Medication Adherence Self-Efficacy Scale-Revised +
Self-Efficacy for Appropriate Medication Use Scale + + + +
4. Factors that Beliefs about Medicines Questionnaire + + + + +
increase adherence
5. Factors that
increase adherence Maastricht Utrecht Adherence in Hypertension +
and barriers

IHD - Ischemic heart disease, CHF - Chronic heart failure, HTN - hypertension, BA - bronchial asthma

Morisky Medication Adherence Scale

A widely used test for diagnosing patient
adherence to treatment due to simplicity and
versatility is the 4-item Morisky-Green Medication
Adherence Scale - MMAS-4 (4-item Morisky Medication
Adherence Scale), which includes 4 questions to which
answers are provided “yes” or “no”, and is aimed
primarily at identifying non-adherence associated with
inattention, forgetfulness, the manifestation of side
effects of medicines, or vice versa, their pronounced
effectiveness [15]. It is known that this scale was
originally developed and was validated for patients
with arterial hypertension, and later it was validated
in other populations, primarily in chronic heart failure
(CHPF), type 2 diabetes, depression, dyslipidemia, etc.
However, sensitivity and specificity, as well as the
internal consistency indicator of the test - Cronbach's
alpha, — are small and, according to the data indicated
by the authors, are 44% and 47%, respectively, and
Cronbach's alpha is 0.61 [16]. In 2008, an 8-question
version of the scale, MMAS-8 (8-item Morisky
Medication Adherence Scale), was developed and
improved. The MMAS-8 scale showed higher validation
rates: reliability a = 0.83, patient response rate 98%,
sensitivity 0.93, specificity 0.53, and also retained a

high correlation with the validation criteria [17]. The
interpretation of the results of this test was carried
out as follows. 1 point was awarded for each negative
answer, with the exception of the question about taking
all medicines the day before. For a positive answer to
this question, 1 point was awarded. In the question of
difficulty remembering the need to take all prescribed
medications daily, with ranked answers, only 1 point is
awarded for the answer “never”. Patients who scored 8
points were considered highly adherent, patients who
scored 6—7 points (at risk) were considered moderately
adherent, and those who scored 5 or fewer points were
considered poorly adherent. The MMAS-8 scale has
been translated into other languages (according to the
authors, into 80 languages of the world) and validated
in patients with nosology not only like hypertension,
but these are: osteoporosis, gouty arthritis, type 2
diabetes, bronchial asthma, CHF, mental illness, etc.
[17, 18].

From 2009 to 2017 MMAS-8 has been used in
more than 200 studies [19]. In particular, MMAS-8 was
used in 12 randomized clinical trials on acute coronary
syndrome [20, 21], diabetes [22—26], hypertension [27,
28], chronic heart failure [29, 30], and malignancy [31].
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One systematic review and meta-analysis
selected 912 articles using the MMAS-8 questionnaire
on adherence to antihypertensive therapy from 3
scientific databases (PubMed = 380, Scopus = 312, and
Google Scholar = 220) [32]. After checking abstracts
and titles, 28 articles were selected and included in
a systematic review [33-60], and 25 of them were
included in a meta-analysis [33, 35-49, 51-55, 57-60].

This study is the largest meta-analysis involving more
than 13,000 participants, in addition, it used the only
validated and widely used MMAS-8 questionnaire
[32]. In the study group of patients, an extremely high
proportion (42.5%) of patients were found who were
not adherent to antihypertensive therapy, and 83.7% of
patients had uncontrolled arterial hypertension.

SEAMS scale (The Self-Efficacy for Appropriate Medication Use Scale)

Translation of "self-efficacy" from English
"self-efficacy"”, is defined as confidence in one's ability
to perform a given task, such as taking medication,
which is an important factor in determining adherence
to treatment. To this end, a self-efficacy scale
was developed to determine adherence to medical
treatment in the treatment of chronic diseases.
SEAMS was developed in 2007 by a multidisciplinary
team experienced in medication compliance and
health literacy. Its psychometric properties were
first evaluated in a randomized clinical trial (RCT)
among 436 patients with ischemic heart disease and
comorbidities such as arterial hypertension, and
diabetes, who took an average of about 9 prescription
medicines. Reliability was assessed by measuring
internal consistency and retest reliability. Further, the
questionnaire was used in patients with various chronic
diseases (hypertension, type 2 diabetes, osteoporosis,
dyslipidemia, etc.). Table. 2 belongs to the 3rd group,
which allows for determining the adherence barriers,
especially those related to the patient himself. There
are 2 versions of the questionnaire: 1. the full version,
consisting of 21 questions, and 2. the short version,
including 13 questions [61]. For the 13-item version,
Cronbach's alpha internal consistency coefficient (high
reliability) was 0.89; sensitivity and specificity for
the SEAMS scale are not given [61, 62]. Included are
questions about taking several different medications
every day, also more than once a day; about side effects

BMQ (Brief Medication Questionnaire)

BMQ is a short medicines questionnaire that
allows you to determine not only adherence to taking
specific medicines but also possible reasons for non-
adherence [63]. This questionnaire allows you to assess
not only the omissions in taking medications but also
the excessive use of medicines, which is also considered
unsatisfactory. The BMQ was originally developed and
used in patients with hypertension, then validated for
patients with type 2 diabetes, depression, and other
chronic diseases [64]. The questionnaire is divided into
two scales, each of which is divided into two subscales.
The first scale concerns patients' opinions about the
medicines they have been prescribed, while the second
scale asks patients about their opinion in general about
the medicines and their use. The first 5 questions are
about medicine compliance, including both missed and
“extra” medications; then 2 questions that determine
the opinion of patients about the effectiveness of

or when the patient feels unwell; taking a new dose of
medication that looks different than usual; also about
the fact that no one reminds you of the need to take
medicine, etc. The answer to each of the questions
is presented in the form of a Likert scale: absolutely
sure (definitely yes) - 3 points, somewhat confident
(doubtful) - 2 points, not at all sure (definitely not) -
1 point. Thus, this questionnaire makes it possible to
quantify (in the range from 13 to 39 points) the patient's
self-efficacy in relation to medication adherence. The
founders of SEAMS developed a scale to assess self-
efficacy among patients with various chronic diseases
and with different levels of literacy. The psychometric
analysis determined that the overall scale is reliable
and valid, having a strong correlation with self-
reported adherence to treatment. Factor analysis of the
results revealed two aspects of medicine self-efficacy.
The first was self-efficacy when taking medications in
difficult circumstances, such as when patients are busy,
away from home, or need to take multiple medications.
The second was self-efficacy when taking medications
in uncertain or changing circumstances, for example,
when the patient is not sure how to take the medications
or the regimen is changed [61]. Despite the advantages
of the questionnaire, the interpretation of the results
is not very convenient for use in an outpatient
appointment due to the length and relative complexity
of scoring. In this regard, the test is more suitable for
scientific research than for outpatient service.

medicines and the inconvenience associated with their
use; the next 2 questions, recognizing problems related
to the regularity of taking medicines; and additional
2 questions about the difficulties that the patient has
in getting prescriptions and buying medicines on time.
The degree of agreement for each item is indicated
using the 5-point Linkert scale, where “1” indicates
disagreement and “5” indicates strong agreement.
According to the authors, the questionnaire has a
high sensitivity for diagnosing recurring episodes of
non-adherence, ranging from 80-100%. These data
were confirmed by the results of measuring adherence
using pillboxes with built-in electronic chips [65]. The
disadvantage of this questionnaire is the difficulty in
scoring during outpatient appointments, where time
is limited. Therefore, the BMQ questionnaire is not
convenient in an outpatient setting, but rather possible
within the framework of scientific research.

MARS (Medication Adherence Report Scale)

MARS Medication Adherence Reporting
Scale. Originally developed to diagnose adherence in
people with mental illness. There are 2 versions: 10-
and 5-question (MARS-10 and MARS-5). MARS-10
is a 10-item scale that assesses intentional (“I avoid
using this when I can”) and unintentional (“I forget to
use this”) medicines cessation. MARS-5 is a modified

shortened version of MARS-10 that offers more
detail and differentiability between patients. For the
first time, Cronbach's alpha for this scale in patients
with schizophrenia was = 0.75, but in a subsequent
validation study in patients with other mental illnesses,
the value of the internal consistency index decreased to
0.6 [66, 67]. The sensitivity and specificity of the test
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are not given. Also, adherence to the MARS-5 scale was
assessed in patients with bronchial asthma, arterial
hypertension, and diabetes mellitus [68, 69]. MARS-
5 showed good internal consistency across all patient
groups, with Cronbach's a at AH=0.68, BA=0.84, and

DM=0.89 [68]. The conciseness of the test ensured
its popularity and translation into many languages.
Currently, the scale is recommended and widely used
mainly in psychiatry.

ARMS Questionnaire (Adherence to Refills and Medications Scale)

The ARMS was developed to assess medication
adherence and replenishment in chronically ill patients.
The ARMS score has a number of strengths as a measure
of adherence in patients with chronic conditions. It
has been developed and tested among patients with
ischemic heart disease and other chronic diseases,
including arterial hypertension, dyslipidemia, and
diabetes. Cronbach's alpha of the test is 0.814 [70]. It
also includes two separate subscales for factor analysis.
The 8-item Medication Subscale assesses the patient's
ability to self-administer prescribed medications. The
4-item prescription refill subscale assesses a patient's
ability to refill medications on schedule. Conceptually,
they represent different types of medicine use problems.
However, it is recommended that these issues be
recorded separately so that the researcher can address
them accordingly. It correlates well with the MMAS-8
scale, which is probably the most commonly used for
self-assessment of treatment adherence. In addition,
ARMS has a stronger correlation with medicine refill
adherence than MMAS-8, so the study authors believe
that ARMS may be better in some respects.

The main advantage of ARMS is its suitability
for use among semi-literate patients who appear to

Hill-Bone scale

The Hill-Bone tool was based on the MMAS
scale, but it is specific for assessing adherence to
antihypertensive therapy, developed on the African
continent for hypertensive patients, and therefore
has the highest validity in assessing adherence in
black hypertensive patients. This scale consists of 14
questions, divided into 3 subscales, and evaluates three
behavioral characteristics that are critical for the Hill-
Bone scale: 1) reducing sodium (salt) intake; 2) visiting
a doctor; and 3) medication. The responses are based
on the Linkert rating scale, with a four-point response
format: (4) always, (3) sometimes, (2) rarely, and
(1) never. When summarized, the total score ranges
from 14 (minimum) to 56 (maximum). It is possible
to use only 8 questions of the first subscale of the test

Conclusions

Low adherence to treatment is common and
contributes to significant worsening of the course of the
disease, readmissions, death, and increased healthcare
costs. Practitioners should always pay attention to
poor adherence and try to increase adherence by
emphasizing the value of the patient's treatment
regimen, simplifying and adapting treatment regimens
to the patient's individual condition, and lifestyle.
A collaborative approach to treatment increases
adherence. Patients who have difficulty maintaining
adequate adherence need more intensive strategies
than patients who have fewer adherence problems.

We can draw the following conclusions by
analyzing the above data: 1. currently, there is a
variety of questionnaires on adherence to treatment; 2.
not all questionnaires meet all the requirements, some
questionnaires overestimate the adherence of patients
to treatment or do not fully diagnose non-adherence

have lower levels of adherence to therapy. In addition,
Lexile's analysis showed that the scale had difficulty
readings below the eighth-grade level of both the Hill-
Bone scale and the Morisky compliance measure.
Experience with ARMS assessments also indicates
that patients of all literacy levels are able to complete
an assessment when it is presented orally. It is
important to note that the reliability analyzes showed
a high consistency of responses across literacy levels.
However, a limitation of this scale is that the tests
were conducted at a single city hospital that caters
predominantly to African Americans. Second, patients
in the study took an average of six medicines, which
may give misleading results in the group of patients
with fewer medicines. The third limitation was the
3-month gap between the initial and subsequent
assessment of the scale. The authors of the study note
that the reliability of repeat tests would be higher if the
tests were conducted at a shorter time interval, such as
2 weeks. However, a large time gap was needed to fit
the overall study design. Fourth, data were collected at
a scheduled clinic visit. Fifth, the distribution of ARMS
scores was asymmetric, with the majority of patients
indicating adherence to therapy.

(subscale of medication intake), containing questions
about adherence to medication. Cronbach's alpha
for the reduced scale was 0.68. Given the specificity
of the Hill-Bone scale, this test is recommended for
use mainly in patients with hypertension. The main
limitation of this analysis is due to the characteristics
of the study itself (survey) and the study subjects
since the survey was conducted with a limited number
of patients in two clinics in African Americans. The
sensitivity and specificity of the scale as a diagnostic
tool have not been established because the scale does
not meet all the requirements and further testing in
different populations are needed to cross-check the
results of this study [71].

to therapy, often determine only a particular type of
adherence; 3. in time-constrained practice settings,
preference should be given to short and easy-to-
understand scales validated against known reliability
criteria in well-executed clinical trials with a large
sample of patients.
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Tyhinaeme

Byeinei maHda Haykacmapdely mepanusira 6etiindiniein 3epmmey Macesenepi JicaHe OHbl AAFAUWKbI MEOUYUHAAbIK-CAHUMAPALIK
KeMek deHeelliHde duazHocmukaay adicmepi e3ekmi 606N mabwlaadel. Emoeyee 6etlindinikmi 6aranaydviy ey KapanaiiblM, bIHFAUabL dcaHe
ap3aH adicmepiHiH 6ipi - apmyp/i cayaaHamaaap apkblivl HAyKacmapra cayaaiama scypeisy. betiindinikke 6atinanvicmul hakmopaapdbl
aHblkmay Haykacmol emoeydiy muimoiniein apmmubipy, 0eKoMneHcayus #aroaiiiapbiH memeHdemy, Kalima aypyxaHara Hamkwl3y jcuiniein
asatimy JcaHe Memaekemmik WulFbiHOapdbl asatimy 6olibiHwa 6ipkamap wapaaapdsl xcy3eze acvipydbl Hezizdeyze MyMKiHOIK 6epeoi.

ddicmeme: 3epmmeyde dasnendi depekmepai i30ey adicmepi KoadanwLadbl. PubMed/Medline, Cochrane Central Register of Controlled
Trials, Google Scholar xanvikapaavik depekkopaapbinoa PICO calikec Kiam ce3dep MeH KAUHUKAAbIK Hamudiceaepdl KoadaHy apkwlavl 210
JcapusiiaHbiM mabwladut. PRISMA scaHe Kocy/wibirapy kpumeputiiepin Koa0aHy ey e3ekmi depekke3depdi mandayra mymkiHdik 6epdi (20
HCAPUSANAHBIM).

3epmmey makcambl: 0apinik mepanusiHbl ycmaHy 6otibiHwa wemendik MeduyuHa1blK cayaHamanapobiy apmolKWbLALIKMAPbl MEH
KeMwinikmepin manaoay.

Kopbimuindul. Llloaydst maadaii omoeipsin, Morisky wkanacel (MMAS-8) eH canasbl, kapanaiibiM JicaHe KeHiHeH K0/10aQHbLAaMbIH
cayaaHama ekeHiH aHvlkmayra 604a0bl. MMAS-8 Hebapi 9 sicvia iwinde 200-0en acmam wemendik 3epmmeysnepoe K0410aHbLA0bL. FolabiMu
3epmmeynep ywiH 63iH-631 MuiMOiniK WKAAACLI MeH KbicKaula 0dpiaik cayanHamara apmoulKWblablk Gepinedi, elimkeHi HamudiceciHiH
UHMepnpemayusicel Ken yakblm a.aadvl, dapizep MeH HAyKACMbIH YaKbiMbl WeKmeyai, 6aa1 KowOblH KUbIHObIFbIHA 6aliAaHbICTbI
amMoynamopAavlk Kabwlioayoa KoA0aHy YwiH biHFailavl emec. [apinepdi kabvl10ay mypasel ecen 6epy WKaAdacsl apmypai MeouyuHaablk
Jicardaiinap ywiH KoA0aHbLAFAH, 6ipak ncuxuampusiavik aypysl 6ap nayueHmmiH 6eliiadiniein 3epmmeyep ywiH ycolHbl1adbl. [Japi-dapmekneH
MoAbIKMbIPY HaHe cakmay cayagaHaMacuiHuly wekmeyaepi 6ap iaHe 041 KOA0AHbLAFAH 3epmmeydi eckepe omblpbin, eme ceHimOi emec.
Juaznocmukansik Kypaa peminde Hill-Bone kepcemkiwiniy ce3iMmandbiFel MeH epeKkuleiei aHbIKMaaMaraH JcaHe Kocblmua mecmineyoi
Kasicem emedi. OkiHiwke opatl, mepanusiHbly cCAKMaaybiH 6aranaydbly «aamelH cmaHdapmuly Jcok, 6ipax Morisky wkaaacst (MMAS-8) oran
JCAKBIHLIPAK 60N CaHa1a0bL.

AnrauKbl MeOUYyUHaNbIK-CAHUMApPUSIbIK KOMEK JHcardatibiHoa cayammul 0pbIHOAAFAH KAUHUKAIbIK 3epmmey/ep uieHbepinoe 6eazini
ceHiMOiniK KpumeputinepiHiy KomMe2iMeH AHAFYPAbIM JHCAKCbl 8AAU0AYUANAHFAH Kapanatibim 641 caHay xcytiecimer 10 cypakmau achaiimuii
bIKWAMObl WKAAAAAPFA ApMblKWLLILIK 6epy Kepek. Konmezen 3epmmeynepoe 0asen0eHeeH ey ceHimOl, aknapammulk jcaHe JHoFapsl 09.1e101
cayaaHama MMAS-8 wkanaacel den canayra 601adbl.

Tytiin ce3dep: 6etlindinik, duaeHocmukaaay adicmepi, wkaaaaap, cayaaHamanap, AArauksbl MeOUYUHabIK-CAaHUMAapavlk KOMeK.
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Pesiome

Ha cezo0HswHull deHb akmyaibHbl NPO6AeMbl U3YHEHUS NPUBEPHCEHHOCMU K Mepanuu nayueHmos u memodsl ee JuazHOCMuKU Ha
yposHe hepsu4HOU MeduKo-caHumapHoi nomowu. Hau6osee npocmouim, y006HbIM U MAN03AMPAMHBIM CNOCO60M OYEHKU NPUBEPHCEHHOCIMU K
J1e4eHUt0 518/151emcsl AHKemupo8aHue NayueHmos ¢ NOMoubio ONPOCHUKOB. BuisisieHue pakmopos, accoyuupo8aHHbIX ¢ NPUBEPHCEHHOCMbIO,
no3gosium 060cHO8AMb BbINOJHEHUE psida Meponpusimull 045 NnosbluleHust IPdekmueHocmu JAeyeHuss NAYueHmos, CHU3UM cay4au
deKoMneHcayuu coCMOosIHUS, 4acmomy no8MopHOI 20CNUMAU3AYUU U yMEHbWUM 3ampamsl 20cydapcmad.

Memodosiozusi: 8 uccaedo8aHuu UCNON1b308AHA CMpame2usi NOUCKA 0aHHbIX C NOMOWbH) KAHYEBbIX C/108 U KAUHUYECKUX UCX0008
coznacHo KauHuveckomy eonpocy PICO e mescdyHapodHbix 6aszax daHHbix PubMed/ Medline, Cochrane Central Register of Controlled Trials,
Google Scholar, 6bi10 udenmuguyuposaro 210 nybaukayuil. [Ipumenenue PRISMA u kpumepues @K/04eHUsl/UCKANOYEHUSI N03601UN0
omobpamb Haubos1ee pesesaHmubsle ucmoyHuku (20 nybaukayuli).

[eab  uccaedosaHusi: npoaHaau3uposams npeumywecmed u HedoCmMamku UHCMPYMEHMO8 OYEeHKU NpueepiceHHocmu K
JleKkapcmeeHHoU mepanuul.

Bul18o0bl: Haubo1ee KauecmeaeHHbIM, NPOCMbIM U WUPOKO UCNO01b3YEeMbIM ONPOCHUKOM si8asiemcst wkaaa Morisky (MMAS-8). MMAS-8
ucnob3osavcs 6osee vem 8 200 3apybeicHbIX UCCe008AHUSX MOAbKO 3a 9 sem. Lllkana camoaphekmusHocmu u kpamkuil 1eKapcmeeHHbIll
onpocHuk npednoumumesbHee 04151 HAYYHbIX UCCAe008AHUL, MAK KAK UHMephpemayusl pe3y/s1mamos He oyeHb y0o6Hb! 0/151 NpUMEHEHUs! Ha
am6y/1amopHOM npueme U3-3a CAOHCHOCMU Nodcyema 641108, y4umbleasl 02paHuveHHoe 8pemMsi 8pava u nayuenma. lllkaaa penopmupoganus
npusepiceHHOCMU K JIeKapCmeeHHOU mepanuu Ucno/b308a/1acb NPU paA3/AUYHbIX HO30/102UslX, HO peKkomeHdyemcsi npednoumumesibHee y
nayueHmos ¢ ncuxuveckumu 3a6osesanusimu. OnpocHUK 80CNONHEHUS AeKAPCME U NPUBEPHCEHHOCMU UMeem HeKOmopble 02paHu4eHus u
HedocmamovHo HaodexceH, y4umsleasl Ucc/1e008aHue, 8 KOMopoM OHO NpuMeHsiiock. dyscmeumenbHocms u cneyuguyHocms wkaasl Hill-
Bone kak duazHocmuyeckozo UHCMpyMeHMa He yCmaHoe/eHbl, mpe6yem danbHeliwezo mecmuposaHus. K coxcanenuro, Hem «3010mozo
cmaxdapma» no oyeHKe npugepiIceHHOCMU K mepanuu, Ho 60/1ee NPUBGAUNCEHHbIM K HeMy sieasiemcst wkaaa Morisky (MMAS-8).

B ycaosusix nepguuHoll Meduko-caHumapHol nomowu caedyem omdasame npednoymeHue WKaaaM, 8aAUOUPOBAHHBIM 8 PAMKAX
Ka4ecmeeHHO 8bINOJIHEHHbIX KAUHUYECKUX UccaedogaHull, 8Kayarnwum He 6osee 10 sonpocos, ¢ aezkum nodcuemom 6aanos. Haubosee
HAOEHCHBIM, UHPOPMAMUBHBIM U C 8bICOKUM YPOBHEM 00KA3AMEAbHOCMU, NPOBEPEHHBIM HA MHO20YUCAEHHbIX UCCAE008AHUSIX ONPOCHUKOM,
MOXHCHO cuumame wkasay MMAS-8.

Karouesbie cno8a: npugeprceHHOCMb, Memodbl 0uazHOCMUKU, WKAJIbl, ONPOCHUKU, NePEU4Hasl MeOUKO-CAHUMAPHASl NOMOUb.



