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Abstract
Introduction: The purpose of this study was to assess the level of nonadherence to
hypertension treatment and to identify the associated factors among patients with
hypertension.
Methods: This was a cross-sectional study. 48 participants were recruited at the urban
polyclinic #8 in Astana city for this pilot study. The study participants were patients enrolled
to the therapeutics appointment with diagnosis of hypertension. Overall, 48 patients
consented to participate and filled out the self-administered questionnaires. The survey
consisted of five sections, including questions on socio-demographic characteristics, health
lifestyles, dietary habits, antihypertensive drug adherence, and perceptions of severity and
susceptibility to hypertension, perception of barriers and benefits of hypertension treatment.
Descriptive, bivariate and multivariate logistic regression analyses were conducted in Stata
12.
Results: The prevalence of poor adherence among study population was 43.75%. Less
duration of hypertension (p=0.088) and shorter length of treatment (0.005) were associated
with poor adherence, as well as the higher quantity of antihypertensive medications (p=0.011)
and higher frequency of its intake (p=0.046). According to the HBM, low perception of
severity of the disease (0.043), low self-efficacy to comply with antihypertensive treatment
(0.105) and high perceived barriers (p=0.006) were also associated with poor adherence to
antihypertension treatment.
Conclusion: The findings of this pilot study need to be further explored in a study with a
bigger sample size. The factors identified according to HBM model can serve as a baseline
data for further development and evaluation of programs aimed to improve the adherence to

antihypertension treatment.
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Introduction

The burden of noncommunicable diseases (NCD) raises large concern and become
major public health challenge. The hypertension is a major cause of cardiovascular diseases
(CVD) morbidity and mortality rate. Hence, the adherence to antihypertensive
pharmacotherapies is a basis of preventing the risks of hypertension and improving
population’s quality of life.

Nowadays the NCD is the issue of not only developed and rich countries, but it has
global pattern and causes growing threat for public health. Hypertension is one of the most
significant treatable causes of morbidity and mortality. Currently, the number of deaths due
to the consequences of high blood pressure was estimated to be 7.5 million worldwide
(Global Health Observatory, 2008). According to statistical collection of the Ministry of
Health (2013) of the Republic of Kazakhstan, the hypertension rate among Kazakhstani
people was estimated to be 13391.6 per 100 000 people. In addition, the mortality rate related
to the elevated blood pressure ranks on the first place among all deaths (Shinbolatova, 2014).
The course of the disease can pass without symptoms during some periods of time, and
individuals with high blood pressure may fail to seek the treatment or follow the medical
prescriptions, thus leading to the greater risk of complications such as stroke, cardiovascular
and renal diseases (Dusing, 2006). This makes adherence to antihypertensive therapy crucial
to achieve controlled blood pressure among the population.

Poor adherence to antihypertensive drug therapy is a widespread issue worldwide,
accounting for 36.6% to 63.5% (Abegaz, 2017), with particularly high levels of poor
adherence presented in Asian (43.5%) and African countries (63.5%). Very few studies of
poor adherence were conducted in Kazakhstan, mainly concentrating on factors such as the
presence of heart diseases and comorbidities (Mussina, 2017), while behavioral factors

influencing to the poor management of antihypertensive therapy were not fully investigated.



Recent study in East Kazakhstan show complete non-compliance of 26.9% and partial
compliance of 32% to the antihypertensive drug, resulting overall in 58.9% of population
failing to manage the prescribed regimen of drug intake. This study investigated the
sociodemographic status and clinical characteristics of the patients such as the presence of
comorbidities and complications from heart and circulatory system diseases. However, no
barriers to the antihypertension treatment adherence were investigated, while according to
worldwide experience the barriers largely reflect patient’s level of knowledge, control and
attitude to medications, making these factors critical for reducing poor adherence.

Barriers to the optimal management of the prescribed medications mostly include
dosing frequency, the number of the prescribed medications, lifestyle factors and satisfaction
with medications (Osterberg, 2005). Other studies emphasized the importance of the patient’s
perceptions about the severity, susceptibility, benefits and barriers of hypertension and its
treatment, and evaluated their behaviors related to antihypertensive therapy based on the
Health Belief Model (HBM) (Venkatachalam, 2015).

Poor adherence to hypertension pharmacotherapy is a major cause of mortality due to
increased risk of complications. Solely in Kazakhstan, mortality rate related to high blood
pressure has a leading position among deaths from other causes and it also ranks on the
second place in premature mortality caused by the hypertension within European countries
(Shinbolatova, 2014). Numerous researches have demonstrated the significance of
antihypertensive therapy on the reduction of mortality and morbidity. However, the
determinants of poor adherence to antihypertensive medications have been deeply
investigated mostly in western countries (Friedman, 2010 & Esposti, 2011), while in Asian
countries there is a lack of such studies.

Study of patients’ health beliefs is crucial for systematic assessment of its influence

on hypertension management. The Health Belief Model (HBM) is aimed to explain the



significance of behavioral constructs related to certain health problems and their interactions
with each other, which can be useful in designing effective health behavior interventions.
This theoretical framework states that in order to drive behavior people should have intention
generated from motivation, while motivation is a result of expectation and magnitude in our
case to the treatment consequences. In general, HBM construct include six components
including: (1) perceived susceptibility, (2) perceived severity, (3) perceived benefits, (4)
perceived barriers, (5) cues to action, and (6) self-efficacy. Few studies have investigated the
behavioral determinants of poor adherence with antihypertensive treatment. According to
Iranian study, patients with low perceived susceptibility, severity, benefit had poor adherence
to antihypertensive treatment (Kamran, 2014). In Chinese population, perceived
susceptibility, barriers, cue to action and self-efficacy were associated with hypertension
management (Zhao et all, 2015).

In terms of Kazakhstan, there are almost no investigations about nonadherence with
validated measures of its prevalence, and no studies on the behavioral patterns that influence
the nonadherence. Therefore, the aims of our study were: (1) to identify the prevalence of
nonadherence to hypertension treatment among patients with hypertension in Astana city; and
(2) to examine the association of nonadherence to hypertension treatment with patient’s
socio-demographic characteristics, self-perceived health status, health lifestyle factors, and
perceived susceptibility, severity, benefits and barriers of hypertension and its treatment
using the Health Belief Model (HBM).

Thus, this study’s finding will provide physicians and health care organizations with
valuable information that possibly will generate useful measures to improve clinical

outcomes of NCDs related to elevated blood pressure.



Methods
Study population
This pilot study had cross sectional study design and was conducted in the City
Policlinic Ne8 in Astana. The study participants were patients enrolled to the therapeutics
appointment with diagnosis of hypertension. Overall, 48 patients consented to participate and
filled out the survey questionnaires. The Questionnaire consisted of five sections, including
questions on socio-demographic characteristics, health lifestyle and dietary habits, Hill Bone
compliance test (Culig, 2014), a scale measuring adherence to antihypertension treatment,
and questions based on HBM (Onouriza, 2015). The Table 1 illustrates the eligibility criteria
for this study.
Table 1. Inclusion and exclusion criteria
Inclusion criteria:
- patients diagnosed with hypertension for at least one year
- the prescription of drug therapy
- availability of informed consent of the patient to participate in the study
Exclusion criteria:
- age younger than 25 years and over 80 years;
- the presence of acute conditions such as myocardial infarction (Ml), stroke,

acute renal failure (ARF)
- the presence of a mental pathology that prevents a complete examination;

Study variables

The outcome variable in this study was the measure of drug adherence as assessed by
Hill-Bone compliance scale. Hill-Bone compliance test a validated scale that specifically
focuses on hypertensive patients. A Korean study showed a good internal consistency of this
scale with Cronbach’s alpha =0.80 (Song et all, 2011). The original version of the scale
contains 14 questions which are divided to the three domains; and 1) medication taking; 2)

appointment keeping; and 3) reduced sodium intake. For our study purposes, we have



modified this scale by removing the domain on reduced sodium intake, because the questions
from this section were included in the other section of our questionnaire, aimed to assess the
dietary habits of participants in more detail. In addition, we omitted 1 more question from the
scale on appointment keeping, because it is not relevant to our local primary healthcare
system and patients faced difficulties with understanding this question during the pre-test of
the questionnaire. Thus, our translated and adopted version of the Hill-Bone scale in Russian
and Kazakh languages was comprised of 10 questions, with four-point Likert type response
scale, such as “None of the time = 1”, “Some of the time = 27, “Most of the time = 3” and
“All the time = 4”. The cut-off score of the Hill-Bone compliance scale was 16, based on the
estimated mean among study participants. Hence, people who scored more than 16 were
considered to have poor adherence to antihypertensive drugs, while participants who scored
less than or equal to 16, had good adherence to hypertension treatment.

The independent variables for this study included age, gender, marital status,
ethnicity, education level, the occupation status, the average monthly income, the perceived
health status, smoking status, the time starting the antihypertensive drug intake, the presence
of comorbidities, the number of medicines prescribed and the frequency of drug intake,
dietary habits, and HBM constructs.

Dietary habits were measured by the scale including 9 questions, cut-off score was 6.
Hence, participants who scored more or equal to 6, were considered to have healthy dietary
habits.

The five HBM constructs included perceived susceptibility (2 questions) and severity
(2 questions) of hypertension, perceived benefits (2 questions), barriers (4 questions) and
self-efficacy (3 questions) related to hypertension treatment and management. A Likert-type
response scale for these questions ranged from “Totally agree” to “Totally disagree”. These

scales were dichotomized for the analysis, by combining “Totally agree” and “Agree” in one



category (“agree=1), and “Disagree” and “Totally disagree” — in another (“disagree=0). For
all HBM components, except to self-efficacy and perceived barriers, the score of “2” was
coded as “high perception”, while scores “1” or “0” were coded as “low perception” (with
one reversed scored item for perceived susceptibility). For the perceived self-efficacy a score
of “3” was coded as “high self-efficacy” and scores less than 3 were coded as “low self-
efficacy”. For perceived barriers, a score more than or equal to 3 was coded as “high

perceived barriers”, and score less than 3 was coded as “low perceived barriers”.

Ethical considerations

The study was approved by the Nazarbayev University School of Medicine Research
Ethics Committee (NUSOM REC). Potential participants were recruited among patients
enrolled to the therapeutics appointment. Interviewer approached consecutive participants in
a queue to doctor appointment, described the study purpose and procedures, and took the oral
consent. The oral consent was chosen because it mostly favors the interests of participants by
collecting data anonymously and not forcing them to reveal any of the personal identifiable

information.

Statistical analysis

The Stata version 12.0 was used for statistical analysis. Descriptive analysis was
performed, with percentages for categorical variables and means with standard deviations
(SD) for continuous variables. Chi-squared test was used bivariate analysis of the
associations between independent variables and poor adherence to antihypertensive drug.
Logistic regression was performed for multivariate analysis. The statistical significance level

was set at p-value < 0.1.



Results

Socio-demographic characteristics

The mean age of subjects was 61 years with the range from 39 to 80 years. More than

a half of the sample were female, and the majority were of Kazakh ethnicity (Table 2).

Table 2. Socio-demographic characteristics of the study subjects (n=48)

Demographics n (%)
Age
Mean age (SD) 61 (9.66)
>55 years old 11 (22.92)
56-70 years old 28 (58.33)
>70 years old 9 (18.75)
Gender
Male 15(31.25)
Female 43(68.75)
Marital status
Married 37(77.08)
Not married (widowed, divorced) 11(22.91)
Ethnicity
Kazakh 39 (81.25)
Others 9 (18.75)
Education level
High school 4 (8.33)
College 18(37.5)
Bachelor degree 25(52.09)
Post graduate 1 (2.08)
Income level
>100 000 tg 18 (37.50)
<100 000 tg 30 (62.50)

Bivariate analysis

The mean score of Hill bone compliance test was 16.44, ranging from 10 to 40.

43.75% of patients obtained scores higher than 16 and were classified as “poorly adherent”

patients. The total number of patients with good adherence was 27 (56.25%).

According to the Table 3, some patient characteristics were significantly different in

these two groups of patients with good and poor adherence. Patients with poor adherence to
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hypertension treatment were more likely to have less duration of hypertension (p=0.088) and

treatment (p=0.005); to have 2 or more drugs per day (p=0.011), and more frequent intake of

medications per day (p=0.046); to have less healthy dietary habits (p=0.001), and low

perceived severity (p=0.043), high perceived barriers (-=0.006), and low self-efficacy in

regard to ability to comply with antihypertension medications, regular doctor appointments

and recommendations on salt reduction, compared to patients with good adherence (p=0.105).

Table 3. Patients’ characteristics by adherence to antihypertension medication

Variables Good adherence (n=27)  Poor adherence (n=21) p - value
n (%) n (%)
Sex 0.724
Male 9 (33.33) 6 (28.57)
Female 18 (66.67) 15 (71.43)
Health status 0.741
Poor 3(11.11) 4 (19.05)
Satisfactory 14 (51.85) 10 (47.62)
Good 10 (37.04) 7 (33.33)
Hypertension diagnosis
(years) 0.088*
1-5 7 (25.93) 12 (57.14)
6-10 12 (44.44) 5 (23.81)
11-15 8 (29.63) 4 (19.05)
Other chronic diseases 0.959
No 23 (85.19) 18 (85.71)
Yes 4 (14.81) 3 (14.29)
The length of treatment 0.005*
<5 years 8 (29.63) 16 (76.19)
6-15 years 14 (51.85) 3(14.29)
>16 years 5 (18.52) 2 (9.52)
Quantity of medications 0.011*
1 5 (18.52) 12 (57.14)
2 15 (55.56) 4 (19.05)
3 7 (25.93) 5 (23.81)
Frequency of medications 0.046*
Once a day 9 (33.33) 15 (71.43)
Twice a day 16 (59.26) 6 (28.57)
Three times or more 2(7.41)0 0




Income (tenge)
Low
High

Employment
Yes
No

Ethnicity
Kazakh
Other

Education
High school
Bachelor degree

Age
>55
55-70
>70

Diet Score
High
Low

Smoking
No
Yes

Marital Status
Married
Not married

Perceived susceptibility

High
Low

Perceived Severity
High
Low

Perceived Benefits
High
Low

Perceived Barriers
High
Low
Self-Efficacy
High
Low

18 (66.67)
9 (33.33)

9 (33.33)
18 (66.67)

20 (74.07)
7 (25.93)

15 (44.44)
12 (55.56)

5 (18.52)
15 (55.56)
7 (25.93)

4 (14.81)
23 (85.19)

25 (92.59)
2 (7.41)

20 (74.07)
7 (25.93)

12 (44.44)
15 (55.56)

27 (100)
0

8 (29.63)
19 (70.37)

2 (7.40)
25 (92.6)

23 (85.18)
4 (14.82)

12 (57.14)
9 (42.86)

10 (47.62)
11 (52.38)

19 (90.48)
2 (9.52)

7 (33.33)
14 (66.67)

6 (28.57)
13 (61.90)
2 (9.52)

13 (61.90)
8 (38.10)

18 (85.1)
3 (14.29)

17 (19.05)
4 (80.95)

5 (23.81)
16 (76.19)

18 (85.71)
3 (14.29)

7 (33.33)
14 (66.67)

8 (14.29)
13 (85.71)

13 (61.9)
8 (38.1)

0.499

0.315

0.149

0.125

0.317

0.001*

0.439

0.574

0.289

0.043*

0.401

0.006*

0.105*




Multivariate analysis

Table 4. Results of the multivariate analysis

Perceived Barriers

High ref

Low 0.14 (0.015;1.29) 0.083
Self-efficacy

High ref

Low 2.71 (0.27; 27.27) 0.395
Duration of Hypertension

< 5 years ref

5-15 years 5.24 (0.75; 36.70) 0.095

>15 years 4.53 (0.38; 53.77) 0.231
Medications Quantity

1 ref

2 7.45 (0.79; 70.28) 0.079

3 or more 1.14 (0.12; 10.13) 0.903
Discussion

The purpose of this study was to determine the level of nonadherence to hypertension
treatment in patients attending the city polyclinic, and to find out the factors associated with
poor adherence using self-administered questionnaire. Less than half of the sample was
nonadherent to antihypertensive treatment in our study (43.75%), which is consistent with the
range that was indicated for Asian countries (Abegaz, 2017), but is higher, compared to the
prevalence of complete non-adherence as reported by the study that has been conducted in
East Kazakhstan (26.9%) (Mussina and Tuleutayeva, 2017). The difference in the non-
adherence level with Kazakhstani study could be explained by the differences in methods
used for assessing the adherence rates. In our study we used the scale that has been validated
in several countries such as Korea, Persia, Malaya and etc., while the study by Mussina and

Tuleutayeva (2017) was based on self-reported single-item questions, not tested for validity
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and reliability properties. On the other hand, there could be other factors influencing to the
differences observed in adherence level, such as differences in the population characteristics,
quality of medical services, population awareness and perceptions about hypertension and its
treatment, health behaviors and social support (Lee, 2013).

A plenty of studies were carried out to determine the factors associated with poor
adherence to antihypertensive medications and treatment. Majority of the studies have
reported that the age, sex, the presence of comorbidities with hypertension, the number of
antihypertensive drugs and socioeconomic status were mostly associated with
antihypertensive mediations adherence (Abegaz, 2017; Lee, 2013). Similar results were
reported by the East Kazakhstani study where the age, sex and comorbidities or disability
were associated with poor adherence to hypertension treatment (Mussina, 2017). In our study,
we did not find statistically significant association of the poor adherence with any of the
socio-demographic factors. However, the association between sociodemographic factors and
poor adherence is complex, and may differ due to the population type and cultural variations.
Moreover, given the small sample size of our pilot study these results need to be further
explored and refined.

However, other factors in our study, including the disease duration, the length of
antihypertensive treatment, the quantity of medications prescribed, and the frequency of the
medications’ intake were compatible with findings from previous studies conducted in the
Asian and Western countries (Lee, 2013).

In addition, interesting results were found in our study regarding dietary habits of the
participants that illustrated strong association with poor adherence to antihypertensive
treatment. Particularly, the more healthy dietary habits were reported to be practiced by

patient, the higher was his adherence to antihypertensive treatment as well. However, the
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association of poor adherence to antihypertensive treatment with dietary habits was not
extensively investigated by previous researches, mostly focusing on the salt intake only.

Health behavior plays crucial role in evaluating the reasons of poor adherence to
antihypertensive agents. Results of this study demonstrated that most of HBM components
had significant associations with poor adherence to antihypertension treatment. Particular, the
strongest predictor of poor adherence were high perceived barriers towards the treatment,
making the results consistent with the majority of previous studies in this field (Kamran,
2014). Other two constructs that showed relationship with poor adherence were low
perceived severity of the disease and low self-efficacy to comply with hypertension
treatment. In contrast to perceived barriers, the association of poor adherence with perceived
severity of the hypertension had a borderline significance in our study and has rarely been
reported by previous studies (Joho, 2012). The perceived high self-efficacy, in other words,
positive beliefs regarding the future possibilities in treatment, was found to contribute for the
good adherence.

Strengths and limitations

This is a first study that measures adherence level to hypertension treatment using a
validated scale on medications adherence among Kazakhstani patients. In addition, the
assessment of adherence to hypertension treatment using Health Belief Model constructs
have not been previously investigated in studies from Kazakhstan and most Asian countries.
Finally, the dietary habits other than reduction of salt intake recommended to hypertension
patients were not explored in other studies from Asian countries, thus making it unique for
our study. The findings of this study can be used for the improvement of existing policies by
focusing on identified issues. The effective strategies may possibly include the development

of educational programs based on HBM model findings.
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The study had several limitations as well. First of all, the small sample size of this
pilot study could influence the power of the study to detect statistically significant results,
and in further studies it is recommended to increase it to valuable numbers. Second, the
research was carried out in only one polyclinic, making the results not completely
generalizable for all other polyclinics in the city. The geographical area of study probably
should be extended including both urban and rural regions. Thirds, because of the self-report

survey the participants could have recall bias during the completion of questionnaire.

Conclusion

In conclusion, some factors associated with adherence to hypertension treatment using
the Hill-Bone compliance test were unique for Kazakhstan and other Asian countries. In
addition, since there are few studies on the determinants of poor adherence among
Kazakhstani population, it is important to investigate Hill-Bone compliance test as a tool of
adherence measurement for the applicability and psychometric properties within country. By
considering the factors associated with antihypertensive drug adherence the further evaluation

of public health programs can be launched using HBM model.
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Appendix 1

Questionnaires in English, Russian and Kazakh languages
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Questionnaire

1. How do you assess your health status?
excellent

good

not good and not bad

poor

very poor

Ooooon

2. When you were diagnosed with hypertension?
less than 1 year

1-5 years ago

6-10 years ago

11-15 years ago

more than 16 years

oooon

3. Do you have any other comorbidity (chronic diseases other than hypertension)?
O  Yes
O No
O If you have any, please indicate it

4. How long have you been receiving antihypertensive medications?
less than 1 year

1-5 years ago

6-10 years ago

11-15 years ago

more than 16 years

oooono

5. How many antihypertensive medications do you take?
O 1
O 2
O 3 and more

6. How often do you take antihypertensive medications?
O Once a day
O Twice aday
0  Three times or more

Instructions: For each of the following questions regarding your medication, please
choose one response on a scale from "None of the time" to "All the time".

7-1. How often do you forget to take your high blood pressure (HBP) medicine?
0 Noneofthetime O Someofthetime O Most of the time 0O All the time

7-2. How often do you decide not to take your HBP medicine?
O Noneofthetime O Some of the time O Most of the time O All the time
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7-3.  How often do you miss scheduled appointments?
O None of thetime O Some of the time O Most of the time O All the time

7-4.  How often do you leave the dispensary without obtaining your prescribed
pills? (due to long line, closure of the clinic, forgot)

O Noneofthetime O Some of the time O Most of the time O All the time

7-5. How often do you run out of HBP pills?
O None ofthetime O Some of the time O Most of the time O All the time

7-6. How often do you skip your HBP medicine 1-3 days before you go to the
clinic?

O Noneofthetime O Some of the time O Most of the time O All the time

7-7.  How often do you miss taking your HBP pills when you feel better?
0 Noneofthetime O Someofthetime O Most of the time 0O All the time

7-8. How often do you miss taking your HBP pills when you feel sick?

O None ofthetime O Some of the time O Most of the time O All the time
O

7-9.  How often do you take someone else’s HBP pills?
O Noneofthetime O Someofthetime O Mostofthetime O Allthetime

7-10. How often do you miss taking your HBP pills when you care less?
O None of thetime O Some of the time O Most of the time O All the time

Instructions: Indicate your agreement or disagreement with each of the following statements
regarding your opinion about hypertension, on a scale from "Totally Agree" to "Totally
Disagree."

8-1. At my age | have no risk that I can get sick due to hypertension.
O Totally agree O Agree O Disagree O Totally disagree

8-2. | probably can get very sick due to hypertension.
O Totally agree O Agree O Disagree 0O Totally disagree

8-3. I know that hypertension can lead to the stroke.
O Totally agree O Agree O Disagree O Totally disagree
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8-4. | know that hypertension can lead to the ischemic heart disease and other serious
complications.

0O Totally agree O Agree O Disagree O Totally disagree

8-5. When | take my antihypertensive medications regularly, I feel good, don’t have
headaches; I don’t feel thirsty or heavy headedness.

0 Totally agree 0O Agree 0O Disagree 0 Totally disagree

8-6. When I have high blood pressure, I wonder that something bad will happen to me
at a time when I’ll be alone. However, when I take antihypertensive drugs, | feel better.

O Totally agree O Agree O Disagree O Totally disagree

8-7. 1 should take drugs till the end of life, making myself worried all the time. It is
difficult for me to follow treatment regimen.

O Totally agree O Agree O Disagree O Totally disagree

8-8. When | feel better, | think there is no need to continue medication intake.
O Totally agree O Agree O Disagree O Totally disagree

8-9. Sometimes there is not enough money to purchase antihypertensive medications, so
| cannot take medications regularly.

O Totally agree O Agree 0O Disagree O Totally disagree

8-10. I think that antihypertensive medications have a number of side effects that
outweigh their benefits in treating hypertension.

O Totally agree O Agree O Disagree O Totally disagree

8-11. I am confident that I can take antihypertensive medications all the time following
the prescribed regimen.

O Totally agree O Agree O Disagree O Totally disagree

8-12. I'm sure | can follow a diet low in salt, fat and cholesterol all the time.
O Totally agree O Agree O Disagree O Totally disagree

8-13. I’m sure that I can visit physician regularly to monitor my blood pressure all the

time.
O Totally agree O Agree O Disagree 0O Totally disagree
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(o]

. What dietary habits do you follow?

Indicate/mark your agreement or disagreement with each of the
following statements (yes = 1, no = 2)

Yes

No

| think that | use low fat meal

| try to eat more fruits and vegetables

| prefer to add less salt in my food

A high-fiber diet is being a main part of my diet continuously

I try regularly to decrease animal fats from my meal

I try regularly to eat Omega-3 fatty acids such as fish oil weekly

I like to replace whole milk with low-fat milk to reduce total fat
intake.

I think that | keep a healthy diet

I think that healthy diet alone is not effective to control hypertension

10.

11.

12.

13.

14.

Do you smoke?
0O Yes, | smoke
O No, I have quit smoking (move to the 13" question)
O No, I have never smoke (move to the 13" question)

How many cigarettes per day do you smoke?
0O Less than 10 cigarettes

0O 11-20 cigarettes

0 More than 20 cigarettes

How long have you been smoking (years) (please write it up)

What is your education level?
o High-school

0 College

0 High level

0O Post-graduate

What is your employment status?
Full-time work
Part-time work
Temporary work
Retired

Unemployed
Housewife

Other (please specify)

Oooooogoaod
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15. What is your average personal income per month?

OooOooaod

0O Less than or equal to 50 000 tenge

50 001 - 100000

100 001 - 150,000

150 001 — 200 000

more than 200 000 tenge

16. Your marital status?

|
|

O single

married
divorced or separated

o widowed

17. Please specify your ethnicity:

|

Oo0aogoao

Kazakh
Russian
Ukrainian
German
Other

18. Indicate your gender:

|
|

male
female

19. How old are you?
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BonpocHuk

1. Kak Bsl onieHuBaeTe cBO€ 3/10pOBbe?
O OTIMYHOE

xopoliee

YAOBJIETBOPUTEIBHOE

IIJI0X0€

OYEHb IIOX0E

OooOooaod

2. Koraa Bam nocraBu/im 1Mar{o3 runeproHuYecKoii 6oJie3nun?

O Menee 1 roga Hazan

O 1-5 ;mer Hazang

O 6-10 ner Hazan

O 11-15 ner Hazang

O 16 nmer Ha3ax UK paHbIe
3. Y Bac ectb conyTcTBYyOIMe 3a00/1eBaHus (J00ble Apyrue XpoHNYecKne
3a00J1eBaHMsl, KPpOMe THIIePTOHUM)?

o Ja

O Her

O Ecnu ga, To kakue (yKaxure)

4. Koraa noaro Bel y:ke npuHIMaeTe JeKapcTBa OT THNEPTOHUU?
O Meunsmie 1 roma

B teuenne 1-5 ner

B teuenue 6-10 met

B teuenne 11-15 ner

B Teuenue 16 unu Oosee et

Ooooao

5. CKOJBbKO JIeKApCTB OT runepToHnu Bol npunnmaere?
o 1
o 2

O 3 wim 0oJIblIIe

6. Kak yacto Bbl npuHuMaeTe CBOM NPOTHBOTUNEPTEeH3HOHHBIE JIeKapcTBa?
O 1 pa3 B aeHb
O 2 pa3a B JCHb
O 3 pa3a B ACHb WJIM Yallle

Hnempykyuu: Ha kasxcowiil uz Husxicecie0yiomux 0npocos, kacaiowuxcs Bawezo npuema
JleKapcma, noxcanylicma, gvloepume o0uH omeem no wixaie om «Huxoeda» 0o «Bceeoay.

7-1. Kak yacTo BbI 3a0bIBaeTe IPUHUMATH CBOM POTHBOTHIIEPTEH3MOHHbIE
Jekapcrpa?

0O Hwumkorma [ Peaxo [J Yacto [J Bcerma
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7-2. Kak yacrto Bbl npuauMaere pemienne HE nuth cBou JiekapcerBa?

0O Hwuxorma [ Peaxo [ Yacto [J Bcerma

7-3. Kak 4yacTo BbI IponycKaeTe Ha3HAYEHHbIH npuem?

0O Hwuxkorma [ Peaxo [J Yacto [J Bcerma

7-4. Kak yacTo Bbl He IpUoOOpeTaeTe pelenT Ha JeKapcTBO? (BO3MOKHO U3-3a
JA0JITHX OYepeaei, M NpocTo 3adbiBaeTe)

0O Hwxorma [ Peanxko [J Yacto [1 Bcernma

7-5. Kak yacTo y Bac 3aKkaHYMBaOTCS TA0J1eTKH OT TUNePpTOHUM?

0O Hwxorma [ Penxko [J Yacto [ Bcerma

7-6. Kak 4yacTo BbI nepecTaeTe NPUHAMATH JIEKAPCTBA 32 HECKOJIBKO THEH /10
NpUX0J1a B MOJUKIMHUKY?

0O Hwxkorma [J Peaxo [J Yacto [ Bcernma

7-7. Kak yacTo Bbl POIyCKaeTe MPUEM JIEKAPCTB U3-32 XOPOILLero
camMo4yBCcTBHUS?

0O Hwxorma [ Penxo [J Yacto [ Bcerma

7-8. Kak yacTo BbI npomyckaeTe MpueM JIEKapCTB U3-3a MJ10X0I0
camMo4yBCcTBUS?

0O Hwxkorma [J Peanxko [J Yacto [ Bcerma

7-9. Kak 4yacTo BbI NPUHUMAeETe Yy:KHe MPOTHBOTrHNePTEH3NOHHbIE
JilekapcTBa?

0O Hwxkorma [J Peanxko [J Yacto [ Bcernma

7-10. Kak 4yacTo BbI IponycKaeTe MpHeM JIEKapcTB N0 HeOpexHocTH?

0O Hwxkorma [J Peanxko [J Yacto [1 Bcernma

HHcmpyKuuu: Ommemvme Bawie coenacue unu Hecoanacue ¢ Kaxcovim u3 HquCéCJle()yiOu/[ux
ymeepofcdeHuﬁ, Kacarowuxcs Bawezo muenus o cunepnonruu, no wKaie om «llonnocmoio
coanaceny 00 «CoeepmeHHo Heé CO2llACEeRN).

8-1. B moem Bo3pacre, si BO3MOKHO He PUCKYIO CHJILHO 3200J1eTh BCJIEICTBHE
THIIEPTOHMH.

O IlonmHOCTBIO [J Cornacen [ He cornacen [1 CoBepiieHHO
COTJIaceH HE corJiaceH
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8-2. BO3MO0HO, YTO 51 MOTY CWJILHO 3200J1eTh BCJIe/ICTBHE THIEPTOHUH.

O IlonHoCThIO [1 Cormacen [J He cornacen [1 CoBeplieHHO
COIJIaCEH HE CcoIJlaceH

8-3. 51 3na10, YTO rUNEPTOHMUS MOKET MPUBECTH K HHCYJIBTY.

O IlomHOCTBIO [J Cornacen [ He cornacen [1 CoBepliieHHO
COTJIaCeH HE corjaceH

8-4. 51 3na10, YTO rUNEPTOHMS MOKeT NMPUBECTH K HIIEMHYECKOI 00JIe3HI
cepAla WK APYTHM CePbe3HbIM 0CJI0KHEHUSIM.

O IlomHOCTBIO [J Cornacen [ He cornacen [1 CoBepiieHHO
COTJIaCeH HE corjaceH

8-5. Korna s peryJiipHO NPHMHUMAIO J1eKAPCTBA, 51 YYBCTBYIO ceds1 Xopo1io, 6e3
rOJIOBHBIX 00J1€ii; 1 He YYBCTBYIO 7KaK/Ibl HJIM TSKECTH B I0JIOBe.

0 IlonHOoCThIO [1 Cormacen [J He cornacen [1 CoBepliieHHO
COIJIaCeH HE COIVIACEH

8-6. Korma y MeHsi BbICOKOe 1aBJIeHHe, 51 0€CIIOKOIOCH YTO CO MHOI CIy4YHTCsI
4YTO-TO IJIOX0E, B TO BpeMsi, korjaa s1 0yay onun. Ho koraa s nbio
JIEKApPCTBAa, 5l YYBCTBYIO €051 CIIOKOMHO.

O IlomHOCTBIO [J Cornmacen [ He cormacen [1 CoBepiieHHO
COTJIaCeH HE corjiaceH

8-7. 51 noJIkeH MPUHUMATD JIEKAPCTBA OT THNEPTOHMH 10 KOHIA KU3HU, 3aCTABJIASA
ce0st OecioKONTHCsI. MHEe TPYAHO C/1€10BATh PEXKUMY JICHCHHS.

O IlomHOCTBIO [J Cornacen [ He cornmacen [ CoBepleHHO
CorJIaceH HE CorJiaceH

8-8. Korma mHe ctanoBHUTCS JIyllle, s IyMalo, YTO HeT He00OXO0AMMOCTH MPOI0J/KATH
NpHUEeM JIEKaAPCTB.

O IlomHOCTBIO [J Cornacen [ He corimacen [ CoBeplieHHO
CorJIaceH HE CorJiaceH

8-9. MHora He XBaTaeT /ieHeI HA MOKYIKY JIEKAPCTB OT FHIePTOHMH, u3-3a 3Toro st HE
MOI'y peryJjsipHo NPpUHUMATDL JIeKapCcTBa.

O IlonHOCTBIO [J Cornmacen [ He cornacen [ CoBepliieHHO
COTJIaceH HE corJiaceH

8-10. 51 nymalo, 4TO JieKkapcTBa MMEIOT Psii MO00YHBIX 3(PPeKTOB, KOTOPbIE
NEPEBCIIMBAIOT UX NMPEUMYINECTBA B JICUHCHUHU TMIIEPTOHUHA.

O IlonmHOCTBIO [J Cornacen [ He cornacen [1 CoBeplieHHO
COTJIaceH HE corJiaceH

25



8-11. 51 yBepeH, 4TO CMOTY IPHHUMATH JIEKAPCTBA OT TUNEPTOHMH, CJIeAYs
Ha3HAYEHHOMY peKUMY Bce BpeMsi

O IlomHOCTBIO [J Cornacen [ He cornacen [1 CoBepiieHHO

coryiaC€H HE COTI'JIaCCH

8-12. 51 yBepeH, 4TO CMOTY NPH/IEP:KUBATHCSA TUETHI C HU3KUM CO/Iep:KaHHeM COJIH,
KHPOB M X0JIeCTEPHHA Bce BpeMs

O IlomHOCTBIO [J Cornacen [ He cornmacen [1 CoBepiieHHO

corjiacCeH HC COrJjiIaCCH

8-13. 51 yBepeH, 4TO cMOT'y peryJsipHO MocemaTh Bpaya /ijisi MOHUTOPUHTA MOEro
JAaBJIeHUS BCe BpeMs

O IlomHOCTBIO [J Cornmacen [ He cormacen [1 CoBepiieHHO

COrJjiIaC€H HE COrJjilaCCH

9. Kakue nuernyeckune npuBbl4ku Bl codironaere?

OtMeThbTe Bame corjiacue Wi Hecorjiacue ¢ KasabIM H3 aa | Het
HHKeNepPeYnCcIeHHbIX YTBep:KaeHul (1a=1, HeT=2)

9-1 | A gymaro s ynoTpeOIasio MUILY C HU3KUM COJIEp>KaHUEM JKHUpa 1 2

9-2 | S crapatochk ecTh 60bIIe (PYKTOB U OBOIIICH 11 2

9-3 | A mpennounTaro 70OABISITH MaJO COJIM B MO0 MHIILY 1 2

9-4 | Iluma ¢ BBICOKUM COJIep>KaHUEM KIIETUATKH SBIISETCS OCHOBHOM YacThIO 1] 2
MOEH TUETHI B TEUCHUE TTPOOHKHTEIHLHOTO BpEeMEHU

9-5 | i perynsipHO CTaparoch YMEHBIIUTH KOJTHYECTBO KUBOTHOTO KHUPa B MOEH 1] 2
IAETE

9-6 | A crapatoch perynsipHO ynotpe0iasaTs Omera-3 >xupbl B BUJie peiObero xxupa | 1 | 2
KKy HEJCITIO.

9-7 | S mpenmounTaro 3aMEHSTH JOMAITHEEe MOJIOKO Ha MOJIOKO C HU3KUM 1] 2
COJIEp>KaHUEM JKUPA.

9-8 | A mymaro y MeHsI 3JI0pOBOE ITUTAHHE 11 2

9-9 | A gymaro, 4TO HE TOJIBKO 3I0POBOE MUTAHUE CIIOCOOCTBYET KOHTPOIIO 1] 2
BBICOKOTO JaBJICHUS

10.  Kypwure jau BbI?

Aa, sl Kypro
HET, s Opocui(a) KypuTh (nepetioume xk gonpocy 13)
HET, 51 HUKOT/1a He Kypuii(a) (nepetioume k éonpocy 13)
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11. CkoJabko curaper B 1eHb Bbl kypure?
O 10 wim MeHbIIIe curapet
O 11-20 curaper
O bonee 20 curaper

12. Ckoabko JjeT Bbl yike kypurte? (BumTe)

13. Bame o6pa3zoBanue?

O Cpennee
Cpenne-cnenuaibHoOe
Bricmiee
ITocneguriomHoe

O oag

14. Bam craryc 3ansaTocTu?
[TonubIl pabouunii 1eHL
Hemnonneiit pabouunii 1eHb
Bpemennas padora
ITencuonep
be3paboTHbIit
Jlomoxo3siika

Hpyroe (ykaxure)

Oooooooaod

15. Bam cpexnmii noxox 3a mecsing?
menble yeM 50,000 Tenre
50,000 - 99,000

100,000 - 149,000

150, 000 — 200, 000

ooibie uem 200,000

Ooo0oogooaod

16. Cemeiinoe moJsio:xxkeHue?
XOJIOCT/HE 3aMYyKeM
KeHaT/3aMyKeM
pa3BeqeH (-a)

BaoBel (-a)

Oo0ogoao

17. Ykaxurte Banry HAUMOHAJIBbHOCTb:
Kazax (-mka)
Pyckuii (-as)
VYkpauner (-ka)
Hewmer (-xa)
Hpyras (Bnumwure)

Ooo0ooaod

18. Ykaxkute Bann moJ:
MYKCKOHN
O JKEHCKUH

d

19.  Bam Bo3pacT Ha JaHHbIIi MOMEHT?




Cayannama
/| [2018/

1. O3sinizain neHcayJbIFBIHBI3ABI KaJiaii 0aranaiicbi3?

O ©Te XKAKChI

O KaKChI

O KaHaraTTaHJbIPAPIIBIK

O Hamap

O eTe Hamap
2. Cizre runepTOHUs IMATHO3IH KalllaH KOWIbI?
1 b1 OYpBIH

O 1-5 xbuT apaceiHIa

0O 6-10 xbu1 OYpBIH

O 11-15 kb1 OypeIH

O 16 b1 OYypbIH, HE OJ1aH /1a OYPbIH
3. Ci3ze korapbl KaH KbICBIMHAH 0acKa KOCAJKbBI aypyJIapbIHbI3 0ap Ma (CO3bLIMAJbI

|

aypynaap)?
o bap
o Kok

0O Erep Oap Oosica, kaHaail co3pUiMabl aypy (aHBIKTaHbI3)

4. Kanma yakpIT 00iibl THIIEPTOHUSIFA KAPChI Adpliiepai KadbLaamn xKypciz?
O 1 KbpUIgaH KeEM
O 1-5 an apansirania
O 6-10 xaur apanbsirasga
O 11-15 xan apanbiranua
O 16 xbU11aH apThIK
5. 'mneproHusira Kapchl KAHIIA JIpiiepAi KadbLaan xKypciz?
o1
o 2
O 3 koHE 0JaH Kol
6. 'mnepronnsira Kapchl Jdpijiepai KaHAal KUiTiKIeH KadbLu1aan xkypcis?
O KyHiHe 1 me3rin
O KYHIHE 2 Me3TiI
O KyHIHE 3 Me3rul *oHe OJaH Kell

Hyckaynvix: J[apinepoi kabvinoayviywvizza dailiaHblcmsl memMeHOe Kelmipiieen cypakmapaa
acayanmol “Ewkawan’-nan “‘Opoativivm ’-2a oeliinei wKaiao0aHn mayoanbl3.

7-1. KaHIAJBIKTHI *KMi Ci3 rUNEPTOHUSIFA KapChl AdpijiepiHi3ai KadbLiayra YMbIThHIN
KeTecin3?

O Emkaman [1 Cupek 0 Kui [J OppaiibimM

7-2. KaHIAJBIKTHI 2kMi ci3 19pisepinizai immeiimin aen memiv Kadbligaiicb3?

O Emkaman [] Cupek ) XKui [ Opnaiieim

7-3. KaHmaabIKThI kHUi ci3 gopirep KadbliaaybiH Kidepin Typacoi3?

O Emkaman [] Cupek 0 XKui [] Opnailbim
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7-4. KaHmAJBIKTBI Ui Ci3 1opiiep penentin aamaiicbi3? (MyMKiH, YJIKeH Ke3eKTep
Y1iH, He YMBITBIN KeTKeHIIKTEH)

O FEmxaman [ Cupek 0 XKui [] Opnpaitbim

7-5. KaHImIaabIKTHI 5Hi Ci3 1apiiepinisain 0iTin KajgraH yakpITTapbl 00511617

O FEmxkaman [ Cupek 0 XKui [] Opnpaitbim

7-6 KaHmaJbIKTBI *KMi Ci3 eMXaHara KeJep/aiH aJIbIHAA JIpijepinisai innyai 6ipuernne
KYH OYpPBbIH TOKTATaChI3?

O Emkaman [1 Cupek 0 Kui [ Opnaiibim

7-7. KaHIIAJIBIKTHI 7HUi Ci3 63iHi311 JkaKchl ce3iHreHAIKTeH Japijiepinizai inryai
KOfICHI3?

O Emkaman [1 Cupek 0 Kui [ OpnaiibimM

7-8. KaHmaJabIKThI :kMi ci3 03iHi3i Hamap ce3inrenaikTen qapiaepinizai inryai Kosicp13?

0 Emxkaman [ Cupek [J XKui [ OpnaiibimM

7-9. KanmaabikThl :kui Ci3 6acka 6ipeyain runepToHusira Kapcsl Adpici imeciz?

O Emkaman [1 Cupek 0 Kui [ OpnaiibimM

7-10. KaHmaabIKTHI Ui 63iHI3TiH HeMKYPaHJIBIFIHBI3ABIKTAH Ci3 1opiiepinizai
Ka0bL11aMalichI3?

O Emkaman [1 Cupek 0 Kui [J OpnaiibiM

Hycxaynoig: Tomenoe kenmipineen cunepmonus mypanivl NAUbIMOayiapaa e3iyizoiy
nikipinizoi “Tonvievimen xenicemin’-nen “ Mynoem kenicnetimin” 0e2en WKaALIACLIMEH
24cayabbIHbI30bL KOPCEMIHI3.

8-1. MeHiH :kacbIM/Ia THNIEPTOHUSTHBIH CAJIAPLIHAH AYPBIN KAy Kayimi KoK 1en
ecenTenMiH.

O TonreiMeH [ Kemicemin [ Kemicneiimin [ Myngem
KeJIiceEMIH KeJCIeiMIiH

8-2. MeH runepToOHMSIHbIH CANIAPbIHAH aYBIPBIN KAJTYBIM MYMKIH /1N OiiJaiiMbIH.

O TonereiMeH [ Kemicemin [ Kemiceiimin [1 Myngem
KeJIiceEMIH KeJCIeiMIiH

8-3. MeH runepToOHUSIHbIH MHCYJILTKA AJIBIN KeJIeTiHiH OineMiH.

O TonereiMeH [ Kemicemin [ Kemiceiimin [ Myngem
KeJIiceEMIH KeJCIeiMIiH
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8-4 MeH runepTOHUSIHbIH KYPeKTiH HIIEMHSIBIK aypyJ1apbIHa KoHe facKa aa
ACKbIHYJIApFa aJIbIN KeJIeTiHiH OijieMiH.

O TonbirpiMEeH [ Kenicemin [J Kemicretimin [1 Mymnuem
KeJceMiH KeJIiCIIeUMiH

8-5. Men napisiepai yaaiibl inkeHae, 03iM/i kakcbl ce3ineMiH, 116J1 ce3iMi 6oJmaiiabl
JK9HeE eciM aHBIK 00J1aLI.

O ToJeIFeIMEH [ Kemicemin [1 Kemicrieiimin [ Mynaem
KeJlceMiH KeJICIENMIH

8-6. Jopiaiepai immereHaikTeH 63iM JKaJrpI3 Kajaranaa 6ip Hopce 00JbIN Kajama jaen
KOPKaMBbIH. AJaiijia, 1opuiepai ilkeH yakbITTa 03iM/i 0aiicaiabl ce3iHeMiH.

O TonbirpiMEeH [ Kemicemin [] Kemicrietimin [1 Mymnuem
KelmceMiH KeJIiCIIeUMiH

8-7. MaraH runepToHHsIFa Kapchl 1dpiiepai emip 00iibl Ka0bL11ay KaxkeT. Ocbl pacimai
CaKTay MaraH KMbIH/JBIK TYFbI3a/Ibl.

O TonbirpiMEeH [ Kemicemin [] Kemicrietimin [1 Mymuem
KeJlceMiH KeJiCIeiMiH

8-8. KarnaiibIM :kaKcapraH Ke3jie Jdpijiepai KadbLaay KaxKeTTiIiri oK aen
ecenTeiMiH.

O ToJbIFeIMEH [ Kemicemin [1 Kemicrieiimin [ Mynaem
KeJIiceMIH KeJcreiMia

8-9. Keiibipae runepToHusiFa Kapchbl 19pijiepli ajdyra aKam xkeTneiiai, cos cedbenteH
adpinepai KadbLAal aaMaliMbIH

O TonbirsiMeH [ Kemicemin [ Kenicneiimin [ Mynaem
KeliceMiH KeicrneimMin

8-10. I'unepToOHMAFa KAPChI TIPiJIeP/aiH KaFbIMChI3 dcepJiepi OHBIH eM/Iey
APTHIKWbLIBIKTAPBIHAH aACBII TYCe/i eN ecenTeiMiH

O TonbirsiMeH [ Kemicemin [ Kenicneiimin [ Mynaem
KeTiceMiH KeicrneimMin

8-11. MeH runepToHUsIFa Kapchl Adpinepai OeqriieHren pacimMre caii KadbLiaai
AJATBIHBIMA CeHiMIiMiH

O TopIFEIMEH [ Kenmicemin [J Kemnicmeiimin [1 Mymnuem
KeJIliceMIH KeJTiCeiMIH

8-12. MeH Taramja Ty3, Maii ’k9He X0J1eCTePUH MeoJIIIepJiepi TOMeH AueTaHbl
YCTAHATHIHBIMA CEHIMIIMIH

O TonereiMeH [ Kemicemin [ Kemicmeiimin [1 Myngem
KeJIiceEMIH KeJcIeiMIiH

8-13. Men popirepJiepii KaH KbICBIMBIH YAaiibl MOHUTOPHHITEY YIIiH dpaaiibIM
Ka0bL1/1aybIH KeJIill TYPATBIHBIMA CeHIMAIMIH

O ToasIFpIMEH [ Kenmicemin [J Kemnicneiimin [1 Mymnnem
KeJriceMiH KeTicueiiMiH
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9. Kannaii 1ueTajbIK JaFIbLIapAbl YCTAHACHI3?

# TeMmene keaTipijireH nambIMaayJIapMeH KeJliceTiHIHI3 I, He HJ | HOK
KeJicnmeHTiHiHi3ai TaHaaHbI3 (19=1, 'KOK=2)
9-1 | MeH MallsIbUTBIFBI @3 TaFaMIAP/Ibl KOJIJAHAMBIH JIeTI OMIaiiMbIH 112
9-2 | MeH xeMic IeH KoKeHIcTepli KoOipeK JKeyre ThIPhICaMbIH 112
9-3 | MeH Taramra Ty3/1bl @3 MeOJIIIIEp/a CAIFaH bl KAJTAMBIH 112
9-4 | XKacynbikka 0aif TaraM MeHiH paCIMIMHIH Heri3ri 6e:iri 6onbin caHamaapl, (1 |2
SFHA MEH Ke0iHece xKapMa, KOKOHICTEP MEH JKeMicTep/Il KOJIJaHaAMbIH
9-5 | OpnaiibiM TaFaMHBIH KYpaMbIH/A jKaHyap MalblH a3aliTyFa ThIPhICAMBIH 1 ]2
9-6 | Men ynemi Tamakta Omera -3 MaiTapbIHBIH OOJTYBIH Ka/1aFallaiiMbIH, 112
Oackaia aifTkana OanblK OHIMAEPIH aNTalbIK PICiMIe KOCyFa
THIPBICAMBIH
9-7 | Yii cyTiHeH Kepi MaNIBUIBIFBI a3 CYTTI 1IIyT€ ThHIPhICAMBIH 1 (2
9-8 | MeH naiinanel TaFraM KEUMIH Jel OMIaiMBbIH 112
9-9 | Tek KaHa maiianbl TaraM KaKChl ICHCAYIBIKTHIH ceOenKepi Aer 112
oillaMaiiMbIH
10. Temexki merecis 0e?
O WMo, TeMexi miereMid
0O Xoxk, Temeki meryai TactaasiM (OipaeH 13 cypakka KeliHi3)
O Kok, Temeki mekmneimid (OipaeH 13 cypakka KemriHi3)
11. Kynine KaHa Temeki merecis?
0O 10 Hemece oaH KeM
O 11-20 remexi
O 20 TeMeKiZeH Keorl
12. Temeki mekeHiHi3re KAaHIIA KbLJ 00J1/1bI? (AHBIKTAHbI3)
13. Ci3nin 0is1iM geHrerinis:
0O Opra mekTeb1
0O Oprama apHayisl (TEXHUKYM, KOJIJIEK, YUHIINLIE)
O Korapsl
O JlunmmomHaH KeHiHTi
14. Ilpogeccuonanbaik MapTedeHis:

0 ToXbIK KYHIIIK KYMBIC
O XKapTbl KYHIIK )KYMBIC
O  VYakpITIIa KYMBICKED
O 3edHETKEp
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0O  XymsbiccsI3
O Y¥ mapyacelHAAFbI diiel
O backacsl

15. Oprama aiJILIFBIHBI3AbI HYCKAHBI3:
O 50 000 Teureney kem

50 000 - 99 000

100 000 - 149 000

150 000 — 200 000

200 000 >xofrapsl

OooOooaod

16. OT0aCBUIBIK KAFIAHBIHBI3AbI KOPCETiHI3:

O boiinak

O  YWJIeHreH/TypMbICcTa
O AJKbIpacKaH

O  Tyn/xecip

17. O3iHi3AiH YITHIHBI3AbI TAHIAHbI3

O Kazak
O  Opsic
O VYkpaun
O Hewmic
O backa

18. JKbIHBICBIHBI3ABI AHBIKTAHLI3
O ep agam
O oHerx agaM

19. Ka3zipri yakbITTa¥Fbl KACBIHBI3/IbI KA3bIHbI3




Appendix 2

Informed Consent Forms

33



rgj NAZARBAYEV
©J UNIVERSITY

Verbal Informed Consent

The topic: Determinants of poor adherence to antihypertensive treatment among
patients in Astana city

This pilot study is aimed to assess the level of adherence to antihypertensive medications and
determine possible barriers to nonadherence among patients in Astana city.

The participation in study will take approximately 20 minutes. The questionnaire mostly
comprise of questions with several options, where you can choose only one answer. It has
five sections: questions on sociodemographic characteristics, lifestyles, antihypertensive drug
adherence, and perceptions of severity and susceptibility to hypertension, perception of
barriers and benefits of hypertension treatment.

Your participation is voluntary and you can withdraw from the interview at any stage that
will have no consequences on you.

All information will be anonymous. You will not be asked to sign or to put your name. Every
questionnaire will have unique number or code for further evaluation. Following the transfer
of answers to database, the hard copies of your questionnaires will be destroyed. The
database will be saved in the computer of Pl under the password.

There are no potential risks involved in this study and you always can stop participation at
any stage of interview without any consequences. There are no direct benefits for you;
however your participation in this study will help to develop programs on improvement of the
adherence to antihypertension treatment in patients.

The study is conducted by Botagoz Salkhayeva, Master of Public Health student at the
School of Medicine of Nazarbayev University.
Contact information: E-mail: bsalkhaeva@nu.edu.kz, Tel: 87758198075

The project is controlled by Dr. Raushan Alibekova, raushan.alibekova@nu.edu.kz

Do you agree to participate in this study knowing that you can withdraw at any point with no
consequences to you?

[If YES, begin the interview.]

[If NO, thank the participant for his/her time.]
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HNudpopmupoBanHoe coriacue
HasBanne Ttembl: @DakTopbl CBf3aHHbIE C HH3KOH IPUBEPKEHHOCTBIO K
AHTUTUIIEPTEH3UBHOMY JICYEHHUIO CPeH NMAallMeHTOB ropoaa ACTaHbI

OTO MUJIOTHOE HCCIICAOBAHUEC HALICJICHO Ha U3YYCHHUE YPOBHA IIPUBEPIKCHHOCTH MalMCHTOB K
IpUEMY AaHTUTHUIICPTCH3UBHBIX IIPECIIapaTOB MW BBIABJICHUC (baKTOpOB, CBA3aHHBIX C
HGCO6J’II—OI[CHI/ICM pexuMa 1rmprueEMa JICKapCTBECHHBIX CPEACTB.

VYyactre B TaHHOM orpoce 3aiimer npubiausurenbHo 20 MuHyT. BOIpOCHHK B OCHOBHOM
COCTOUT M3 BOIPOCOB C MHOKCCTBCHHBIM BapUAaHTOM OTBCTOB, M3 KOTOPBLIX HYKHO 6YI[6T
BBIOpATh OJIUH TOIXOSIINN JJI BaC OTBET. BOIIPOCHUK COCTOUT M3 MATH Pa3JIesioB: BOIPOCHI
0 coLMaIbHO-IEMOrpaUUYecKUX XapaKTepUCTUKaX, o0pa3e JKU3HU U JAUETHYECKUX
IPUBBIUKAX, TPUBEPKEHHOCTH K AaHTUTMIIEPTEH3MBHOM  Tepamuu, O BOCHPUATHH
[IOJIBEP’KEHHOCTH K TUIIEPTOHUU U €€ CePbEe3HOCTH, O BBIFOJAX M MPEMATCTBUIX KacaTeJbHO
JIeUeHUsI TUTIEPTOHUH.

Bamie yuactue sBisiercst 1oOpoBOJIbHBIM, U BBl HMeeTe mpaBo MPEeKpaTUTh y4yacTUe B JTFO0OM
MOMEHT, YTO HE IIOBJICUET 32 COOOI HMKAKHX IOCIICICTBUI.

Bes undopmanus Oyner aHoHUMHOW. Bac He monpocsaT Hanmucarh CBOE MM WIIH TTOJAINMCATh
yT10o-mu60. KaxxaoMy BoOmpocHuUKY OyIeT NPUCBOCH YHHUKAIbHBIA HICHTU(HUKALMOHHBIN
HOMep 17 JajibHeiero ananusa. [locie Toro, kak BOMPOCHUKU OyAyT MepeBeeHbI B 0a3y
JaHHBIX, MHUCHMEHHBIE aHKEeThl OyAyT YHUYTOXEHBbl. ba3a naHHBIX OyJeT XpaHHTCS Ha
KOMIIBIOTEPE UCCIEN0BATENSA, KOTOPBIN 3aIlUIIEH apOJIEM.

[ToTeHIManbHbIX PUCKOB OT Y4acTUs B JAHHOM MCcieq0oBaHUM HeT. [IpsiMoit BBITOABI I Bac
TaK)K€ HE CYLIECTBYET, OJHAKO, Baime y4yacthe B JaHHOM HCCIEJOBAHHU TMOMOKET B
pa3paboTKe MporpamMM MO YIYYIICHHIO MPUBEPKEHHOCTH K aHTUTUIIEPTECH3UBHOM Teparnuu
CpElX MalMEHTOB.

OTBETCTBEHHBIM 3a 3TOT MPOEKT sBisieTcsi boraro3 CanxaeBa, CTyJAEHTKAa MAaruCTPATypsl 110
obOmecTBeHHOMY  3/1paBooxpaHenuio Illkomsr Memuiuabl  HazapbaeB YHuBepcureTa.
Kouraktaeie qaunaslie: E-mail” bsalkhaeva@nu.edu.kz, temx: 87758198075.

Hayunsrit pykoBoautens npoekta: [p. Paymran Anmubexosa raushan.alibekova@nu.edu.kz

BrI cornmacHpl ygacTBOBaTh B 3TOM HCCIEIOBaHUH, Oyaydd WHPOPMHUPOBAHHBIM O TOM, YTO
BBl MOJKETE BBIMTH W3 HCCIENOBAHHUSI B JIIO00M MOMEHT 0€3 KakMX-JIMOO MOCJIEACTBUM I
Bac?

[Eciu [la, To HauHMTE Onpoc]

[Ecnu HET, moGnaroiapuTe yyacTHHKA 3a €ro Bpemsi]
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AybI31Ia aKNApaTTAHABIPBLIFAH KeJliciM

TakpIpbIObl: ACTaHA KAJACBIHBIH TYPFbIHAAPHI aApaCbIHAA TMNEPTOHUAFA Kapcbl €M
Ka0bL1ay Oeiinainirinin 6ererrepi

Byn >x00a >xoFapbl KaH KbICBIMBI Oap HayKacTapblH A9pire JAereH OCHUIIIIriH, SFHU I9piHI
HYCKAYJIBIKIICH JKOH TYpa YaKbITBIMEH KaObUI/Iay IEHICiiH KOHE JIe OHBI KaObUIIaMayFa aibII
KeJIeTIH 0ereTTepi 3epTTeiai.

Cayannamanbl TonThlpyra mamameH 20 wmunyT Keteni. Cypakrap kebOinece OipHere
KayanTapMeH Keneni, imiHeH OipeyiH TaHjmay kepek. CayanHama Oec TapanTaH Typajbl:
QJICYMETTIK JKOHE JIeMOTpadusUIBIK CYpaKTap, OMip CalThIHBI3 JKOHE JIUETa JKaWIbl CypakTap,
JoplIepre KaHIIAJIBIKTBI OCHIMILTITIHI3MI, JKOHE THIEPTOHHsAFa OCWIMIUIIK TIIeH OHBIH
KayinTUTIr KaObUIAaHybl Typalibl, COHJIali-aK TUIIEPTOHUSHBI eMICYIiH Maiaackl MEH COHBIH
YKOJIBIH/IAFbI KEJIEPTijiep Typabl CypaKkTap.

byn cayannamara Katbicy epikTi OOJIBIN TaObLIAAbI, )KOHE KEe3-KENT'eH yaKbhITTa cayalHaMmara
KATBICY/IbI TOKTATYFa KYKBIFBIHBI3 0ap, OCBI XKaFJaiia erKanaai cainuap 00JIManbl.

Bapneik akmapat aHoHUMII Typae xuHanaael. Ci3[eH aThIHBI3IbI )Ka3ybIHBI3 HEMece Ky)KaTTa
KOJBIHBI3 cypanMaiabl. bapnbplk cayanmHama Kara3fapblHa »KEKe peTTiK caH Oepini,
KOMITbIOTEpre eHrizuieni. EHri3umnm OiTKeH COH, Kara3 cayajdHamajapbl KOWBLIAIbI.
Kommbrotepre kemikeH ¢aiin 3epTTeylliHiH KOMIBIOTEpiHAE cakraiaabl. KommbroTepae
KYIUs CO3 TYpaisl.

byn xo0a emxannait Toyeken Tyrb3Oaiinel. CoHpail-ak ci3 yIIiH TikeJel jxeke maiaa
KapacThIPbIJIMaFaH, alaiifia Ci3/iH OCHI 3epTTeyre KaThICYBIHBI3 €MIETYIIJIep apachIHAAFbI

TUIEPTOHUSFA KapChl eMre JereH OeHiNIimiKTI >kakcapTy OoifblHIIA Oarqapiamanapabl
o3ipJeyre KoMeriH TU3i3e/l.

Xobara xxayantsl TyiFa: borare3 Canxaesa, Hazapbaes YHusepcuteri Meaununa
MEKTeO1HIH KOFaM/IbIK JIEHCAYJIbIK CAKTay MarkucTpaTypachlHbIH CTYyAeHTI. bailnanbic
aknapatel: E-mail: bsalkhaeva@nu.edu.kz; Tenedonsr: 87758198075.

XKoba xerexmrici: [p. Payman Onidekona, raushan.alibekova@nu.edu.kz

Ci3 kannaii 1a 61p canaapchi3 3epTTEYACH Ke3 KEJITeH YaKbITTa IIBIFBIT KeTE aJaThIHBIHbI3
TypaJibl MaFJayMaT ajia Typa OChl 3epTTeyre KaTbICyFa KeliciMiHi3a1 6epeci3 6e?

[Erep 1O nen xayan OGepce, cayanHamMaHbl OacTaHbI3]

[Erep )KOK nen sxayan 6epce, KaThICYIIIbIFa YaKbITBIH OOJTEHI YIIiH aJIFbIC alTHIHBI3]
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