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Abstract

Background: Cardiovascular diseases are considered to be a serious public health problem both
in developing and developed countries. They account for 37% of deaths in the US and 50% of all
deaths in Armenia. Myocardial infarction (M) is a serious medical condition that is caused by a
lack of oxygen and/or an inadequate supply of nutrition to the heart. Secondary complications
that can occur after myocardial infarction include recurrence of MI which happens in 15-20% of
cases; the overall risk of mortality within one year after a primary episode of Ml is 25% for men
and 38% for women. In order to prevent recurrence of MI after an initial episode, clinical
practice guidelines suggest that antiplatelets, p-blockers, ACE inhibitors, and statins should be
prescribed. The literature notes that factors including information overload, forgetfulness, poor
documentation, and patient load can affect the prescription practices of physicians. The aim of
the study was to measure the percentage of patients diagnosed with myocardial infarction that
received all recommended drugs following their episode and to explore the effects of physicians’
characteristics on their prescribing practices.

Methods: The study was based on two separate data collection activities. The first was a cross-
sectional survey with all cardiologists that manage post-MI patients in the Nork Marash Medical
Center in Yerevan. The second activity was a review of 364 patient records of Ml patients that
were managed by surveyed physicians. Simple linear regression was used in order to assess the
associations between correct pharmaceutical management of these patients and selected
physicians characteristics.

Results: Correct prescription rates across physicians for anti-platelets, ACE-inhibitors, -
blockers and statins were 92, 76, 85 and 65 percent, respectively. Fifty-two percent of post-Ml
patients received correct management for all four classes of pharmaceuticals. Rates of correct
pharmaceutical management varied widely—from 10 to 75 percent —among individual
physicians. Testing for associations between rate of correct pharmaceutical management and
physicians’ characteristics revealed (i) a negative association between correct pharmaceutical
management of patients and physicians’ positive attitude towards guidelines and (ii) a positive
association between the correct prescription of statin and physicians’ perceptions regarding the
availability of statins to patients.

Conclusions: We found wide variation among physicians in the correct pharmaceutical
management rate of post-MI patients. The low sample size limited our ability to detect
meaningful associations between correct pharmaceutical management and physicians’
characteristics.
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Introduction:

Background and literature review

Myocardial infarction (M) is the necrosis of the myocardium caused by ischemia ( 1).
Atherosclerosis is the most common underlying disease of the myocardial infarction which can
lead to occlusion of the coronary arteries and subsequently myocardial ischemia, injury or Ml or
all (2). Occlusion of the arteries occurs due to thrombus formation or emboli or spasm of
coronary arteries and risk factors for it can be age, smoking, hyperlipidemia, diabetes mellitus,
hypertension, etc. ( 1). The diagnosis of Ml is confirmed based on combination of several
factors including medical presentation, ECG, echocardiography and serum biochemical markers.

From the listed, the most important and informative is usually ECG ( 3).

The main goal in treatment of M1 is restoring the patency of coronary arteries to prevent further
myocardial damage, the secondary prevention of recurrence of Ml and finally reducing mortality.
The treatment of M1 in the first two hours following the episode is using thrombolytic therapy

which is usually Streptokinase, Urokinase, and similar drugs ( 4).

Cardiovascular diseases are becoming a public health problem both in developing and developed
countries. They account for 37% of all deaths and contribute to 58% of deaths in United States.
It is estimated that cardiovascular diseases are going to be responsible for one half of all deaths
in the United States and other developed countries and for one fourth of deaths in the developing

world (1).

More than 50% of all deaths in Armenia are caused by CVD diseases ( 5). It is visible in Figure

1 that although the proportion of deaths from cardiovascular diseases in Armenia is
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approximately the same as the Eur-B+C countries average it is higher than Eur-A average ( 6),

(Figure 1).

Patients who have survived MI have higher risk of recurrence of MI and thromboembolic events
and sudden cardiac death. The risk of recurrence of Ml is between 15-20% among patients who
have had MI before ( 7). The mortality rate within one year after Ml is 25% for men and 38%
for women ( 8). The incidence of development of subsequent congestive heart failure is 22% for
men and 46% for women ( 8). Therefore the secondary prevention of these events is crucial for

post MI patients.

According to American Heart Association, there are several factors which play a role in the
secondary prevention of myocardial infarction complications such as cardiac death, recurrent
infarction or development of heart failure symptoms. These include cessation of smoking, blood
pressure control, lipid management (diet, statins), physical activity, weight management,
diabetes management, and taking anti-platelet agents and anticoagulants (aspirin, warfarin, and

clopdiogrel), ACE inhibitors and p-blockers ( 9).

Several studies have proved the effectiveness of secondary prevention with above mentioned
measures for all patients with coronary artery diseases (CAD). Many of them have proven the
long term good prognosis of patients with CAD who were prescribed the above mentioned

secondary preventive measures ( 10; 11).

There are several studies proving the effectiveness of anticoagulants and anti-platelet agents. In a
meta-analysis in the year 2002 a total number of 20006 high risk patients were given anti platelet
therapy for the mean duration of 27 months in 12 trials. Six of those twelve were a comparison

of aspirin and placebo. The treatment resulted in 36 less vascular events per 1000 (SE 5) ( 12).
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The effectiveness of B-blockers was also indicated in a meta-analysis of long term trials (6-48
months). The patients treated with 3 -blockers had reduced odds of death by 23% compared to

those treated by placebo ( 12).

Although statin therapy was associated with reduction in mortality rate and recurrences of Ml in
many studies, according to different clinical studies, significant number of patients are not
receiving this medicine after myocardial infarction ( 8). There is a significant reduction in all-
cause mortality rate, CVD mortality rate, CVD mortality rate and fatal M1 which proves the

necessity of the use of statins ( 12).

According to above mentioned facts, the prescription of the anti-coagulants & anti-platelets, -
blockers, and statins is important in secondary prevention of the unfavorable outcomes of

myocardial infarction.

As stated above the American Heart Association suggests a combination of changes in life style
and medications in order to prevent secondary complications due to MI. The drug groups
suggested by American Heart Association are antiplatelets, ACE inhibitors, B-blockers, and
statins. These drugs should be prescribed to post myocardial infarction patients unless they have

any contraindications to any group of them ( 4; 13).

According to a study done in 2004 in Nork Marash Medical Center (NMMC) in Yerevan to
assess the rate of prescription of cardio protective drugs for secondary prevention of Ml in post
myocardial infarction patients, there was 96.1% prescription rate for aspirin, 60.2% for -
blockers, 60.8% for ACE inhibitors and 13.6% for statins ( 14). Considering 100% as an ideal
rate of prescription, this shows an enormous treatment gap of 86.4% for prescription of statins

followed by B-blockers (39.8%) and ACE inhibitors (39.2%). The smallest treatment gap
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identified was for aspirin (3.9%). Another study done in 2003 in NMMC indicated that only 8
out of 160 patient’s records contained a note prescribing statins ( 15). According to the same

study, aspirin was prescribed in 74.4% of cases to patients with Ischemic Heart Disease (IHD).

There are many factors that may be responsible and/or associated with the under-prescription of
the drugs. According to the literature, some of the physician related characteristics related to this
include experience, age, attitude, retraining courses, having published researches, and patient

load (16; 17; 18).

According to a study, some of the physicians’ characteristics such as female gender, board
certification and graduation from local universities were associated with higher quality of care (
16). However the physicians’ characteristics were associated more with the quality of health
care when taking preventive measures. Another qualitative study suggested other factors that
might influence the prescription of drugs for post-MI management such as perceived risk and
benefits of each drug, and patients’ characteristics as age, gender ( 17). Physicians’ sex,
specialty, medical school, years since graduation, practice location, practice volume were also

found to be associated with their prescription habits ( 18).

Factors such as information overload, forgetfulness and poor documentation can contribute to the

poor adherence to the guidelines ( 19).

Although there are international published guidelines for the secondary prevention of the patients
with CAD ( 13), there can also be under treatment of some preventive drugs such as statins ( 20).
The Nork Marash Medical Center (NMMC) is one of the largest cardiac hospitals in southern
Caucasus. It was founded in 1992. This hospital used to only serve children younger than 15
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years old at the beginning but later it expanded its services to adults as well in 1996 ( 21). The
physicians are well trained; some of them graduated from medical schools in foreign countries.
Not only are many studies conducted in the NMMC concerning the quality improvement and
assurance but also a quality assurance project has been implemented in the NMMC since 2001 (
22). The medical staff discusses different international or national research related to cardiology
at least once a week; this type of activity is considered to be a key aspect of giving high quality

medical services.

At the present time NMMC has served more than 14000 patients and more than 800 surgeries are

done each year and this number increases annually ( 23).

Since the prescription of antiplatelets, ACE inhibitors, B-blockers, and statins is crucial for
secondary prevention of coronary artery occlusion unless there is any contraindication to any
group of them, it was felt to be important to study the prescription rates of key drugs used for
secondary prevention of Ml at NMMC. On the other hand this study would help to explore the

associations between physicians’ characteristics and the prescription of these drugs.

Research questions of the study
1. How are physician-related characteristics associated with prescribing practices of
cardio-protective drugs?
2. What are the unadjusted rates of prescription of cardio-protective drugs to post-

myocardial infarction patients in NMMC?

23



Methods

Study design

In order to answer the research questions two instruments were used for data collection. A cross-
sectional survey was administered among the physicians responsible for treatment of M1 patients
in NMMC and clinical records of their patients were reviewed to explore the association between
physicians’ characteristics and the prescription rate of cardio-protective drugs. Reviewing the
records gave information about the drugs prescribed by the physicians to the patients, as well as
possible contraindications that patient might have had to a certain drug group. On the other hand

the survey with the physicians gave information about the characteristics of the physicians.

Study population

The study population for the patients’ record reviews included all the patients whose primary
diagnosis was M1 and who were admitted to NMMC within the period of 1% January to 31%
December 2010. All the physicians who were responsible for management of patients diagnosed

with MI were included in the survey.

Exclusion Criteria

Overall 50 records of patients’ were excluded from the study. The exclusion criteria were:

e The records of patients that passed away before getting discharged from hospital.

e The records of patients that were transferred to other hospitals.

e The records of patients that refused any treatment.

e The records of patients that were classified as MI by mistake but were not diagnosed with

MI.

The records of patients when no documents were present in the record file.
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Sample size
The records were chosen randomly on the basis of stratified sampling method. Each physician
served as a stratum since we wanted to see the effects of the physician-related characteristics on

the prescribing habits.

The student investigator was provided with a list of the physicians and number of the patients

they had during the year 2010.

The sample size needed per physician was calculated separately for each physician according to
the number of patients they had during the year 2010 (Table2). The total sum of the samples was
364. The sample size was calculated using the formula which is available in different textbooks

( 24).

The formula is S= [ZxZ [P(1-P)]]/(DxD) which D is precision of the estimate (in our case 0.10),
P is the proportion (prescription rate in our case 60.2%) and Z is 1.96 for the 95 % CI which
gives a sample size for infinite population in order to adjust it for finite population the S is put in
SS=S/[1+(S/ p)] formula in which p is the total number of patients per physician in year 2010.

(Table 2)

In other words according to this formula the sample size for physician number 101 who had 101

patients would be calculated as following.

S=[ZxZ [P (1-P)]]/ (DXD) — S= [(1.96x1.96)/ (0.602x0.398)]/ (0.1x0.1) =92.043

In order to adjust this number which is a sample size for infinite population, we have to put it in

following formula:
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SS=S/[1+(S/ p)] — SS=92.043 / [1+ (92.043/101)] = 49 which is the sample size needed for

physician #101.

This process was done for all the physicians separately and the overall sample size was

calculated afterwards summing up the sample sizes for each physician separately.

Ethical considerations
All the physicians, as well as the patients, were assigned IDs. The list of the names and the IDs
were kept in student’s personal drawer and only the research team had access to it. The list

connecting names with IDs was destroyed at the end of the study.

The consent form written in Armenian was read aloud for the physicians participating in the
study and if they wanted they were provided with a copy of the consent (Appendix1).

The study was approved by American University of Armenia institutional review board.

Data collection

The management of NMMC gave a permission to review the records of the patients with Ml as
well as to conduct a survey with the physicians responsible to manage them. The data collection
was done in Nork Marash Medical Center after getting approval from the management of
NMMC. The records per each physician (strata) were selected based on simple random
sampling. The records of the selected patients were given to the student investigator, and
necessary information was extracted from the patients’ record by him. The record was included

in the study if there was a written note in the record that the patient was diagnosed with MI.

The surveys with most of the physicians were also done in NMMC, mostly in the office of the

physicians or any other place where it was convenient to do the survey.
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A total of 364 records of patients were selected from all 923 cases of MI during the year 2010,
and all of the physicians agreed to participate in the survey. However, due to illness it was not

possible to conduct the survey with one of them.

Study Instrument

The instrument to assess the rates of prescription of the drugs was similar to the instrument used
for assessing the rates of prescription in the previous cardio-protective drugs’ study ( 14). There
were more variables added to the instrument by the research team (Appendix 2). This was done
to facilitate the comparison of previous rates of prescription of CPDs at NMMC with the current

rates.

A questionnaire was developed by the research team based on the literature to assess the

characteristics of the physicians (Appendix 3).

Instruments were pretested before collecting the data. The record review instrument was
pretested on 10 records and the survey instrument was pretested with one of the physicians
responsible for the management of patients. Based on the pretest, some changes were made in

record review instrument.

Study Variables

The main outcome (dependent) variable was correct management (i.e., the correct prescription of
cardio-protective drugs) of the patients - a continuous variable indicating the percentage of the
M1 patients managed correctly for the secondary prevention of MI. The other dependent variable
was the correct prescription rate of statins - a continuous variable indicating the percentage of

patients with correct prescription of statins for secondary prevention of MI (Table 3.2).

The independent variables are described in Tables 3.1 and 3.3.
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There were also other variables measuring physicians’ knowledge on the secondary prevention
of M1 that were not included in the analysis because of the absence of variability across

physicians.

By collapsing some of the independent variables measuring the same domain, cumulative
independent variables were created based on a scoring system. The values of the scores were
decided by the study team, so that for each constituent item the most favorable answer received
the highest score and the least favorable answer the lowest and then these scores were summed-

up to create the cumulative scores (Table 3.3). The following cumulative items were created:

1. Guidelines availability (presence of CPGs in hospital, accessibility to CPGs in hospital,
having a personal copy of CPGs, last time reviewed a CPG)

2. Attitude toward guidelines (usefulness of CPGs, CPGs are helpful tools CPGs do not
contain errors, physicians should practice according to CPGs, CPGs do not limit
physicians’ freedom, | do need CPGs for my practice)

3. Availability of statins (cost of the drug, availability in local market, ease of drug
administration, affordability by patients)

4. Indications of statins (side effects, indications by guidelines)

5.  Advertisement (promotion by pharmaceutical company, advertisement by mass media,
recommendation by colleagues)

The bigger the value of each score, the more favorable was the characteristic it measured: e.g.,

the higher availability of guidelines signified a more positive attitude towards guidelines. The
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cumulative variables on statins’ availability, statins’ indications and advertisement were
exceptions from this rule with higher scores indicating higher dependence of physicians on these

factors when deciding whether to prescribe statins.

The correct management of a case was defined as when the physician prescribed the patient with
all 4 groups of drugs (anti-platelets, p-blockers, ACE- inhibitors and statins) when a patient had
no recorded contraindication (Table 1) to any of them, or was not prescribed the particular
group(s) because the patient had contraindication to them. These rates for each physician were

calculated separately for the cases s/he had managed.

Statin correct prescription rate was defined as when a physician prescribed statins to a patient
because s/he had no contraindications (Table 1) to them or did not prescribe because the patient

had recorded contraindications to them.

Data Management and Analysis

Data entry

The data entry was done in SPSS 16 software. Data were double-entered by the student-
investigator in order to minimize mistakes. The data cleaning was done with the help of sorting.

The data were transferred to the Stata software for further analysis.

Statistical methods

Descriptive statistics (means, standard deviations, frequencies, confidence intervals) were
performed for both physicians’ and patients’ data. Dummy variables were created from
categorical independent variables in order to investigate relationships with the dependent

variables.
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In order to analyze the relationship between the outcome variable and the independent variables,
simple linear regression method was used. The statistically significant and borderline statistically

significant factors were examined in order to find potential confounders or effect modificators.

The strength of the relationships between the outcome variables and the independent variables
were explored calculating coefficients, standard errors, 95% confidence interval as well as p

values.

Results

Record Review

Overall, 364 records were reviewed from the records present in NMMC. Reviewing the records
provided us with the information on prescription of the drugs for secondary prevention of Ml and
the survey provided information about the characteristics of the physicians responsible for

treatment of M1 patients in NMMC.

Descriptive Statistics

The descriptive statistics of the patients is presented in the Table 4.1 and 4.2. Mean BMI of 29
indicates that the patients were overweight in average. The average age was almost 56 years
which indicated that patients were in their middle ages in average. The mean BP of 133/78
indicates that mildly elevated blood pressure among patients. As it is visible in Table 4.2 the

majority of patients were male.
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Physicians survey

Response rate

The surveys were administered among 9 physicians responsible for management of the patients
diagnosed with MI. The response rate of the survey with physicians was 90%. The student
investigator was unable to interview one of the physicians because of the serious sickness of the

physician.

Descriptive Statistics

The descriptive statistics of the physicians are presented in Table 5.

Correct prescription rates of cardioprotective drugs

The results presented here for correct prescription rates reflect the fact that the presence of
contraindications in a given patient may make it “correct” for the physician to not prescribe a
certain class of drug. The adjusted correct prescription rate of antiplatelet drugs was 0.92 (95%
C10.89-0.95), ACE inhibitors 0.76 (95% CI 0.72-0.80), p-blockers 0.85 (95% CI 0.82-0.89), and

statins 0.65 (95% CI [0.60-0.70]) (Table 6).

Fifty-two percent of all patients were correctly prescribed all four classes of drugs. The overall
rate of correct management of patients and correct management per physician were calculated

(Table 7)

Statins were correctly prescribed to 65% of all the patients. The overall statin correct
prescription rate as well as statins prescription rates per physicians were also calculated (Table

7).
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These are the unweighted results for the total number of the patients that physicians managed
during 2010. The study team also calculated the results weighted for the total number of the

patients but since the difference was insignificant it is not reported in the study.

As it is visible in Figure 2, there is a very wide variation in performance among the physicians
including some that have extremely low performance. It is also obvious that the distribution of
correct management across physicians does not follow a normal curve, but instead forms three
modes of high, medium and low performance. It should be noted that the two physicians with
very low “correct management” scores also saw a very limited number of post-M| patients
during 2010; one of the physicians saw seven post-Ml patients and the other saw ten. We

reviewed all available post-MI patient records for these two physicians.

Simple Linear Regression
The outcome variables were correct management rate per physician and correct statins

prescription rate per physician (Table 7).

The results of simple linear regression for unadjusted associations between correct management
of the patients and other independent variables with coefficients, 95% confidence intervals and p

values are displayed in Table 8.

For every unit of increase in the score of attitude (more positive attitude) (Table 3.3) of the
physicians towards CP guidelines, the correct management of the patients decreased by 0.11
(p=0.03).

For every unit of increase in the score of the reported influence of drug availability on a
physician’s decision to prescribe statins, the correct statins prescription rate increased by 0.05

(p=0.04).
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We found marginally statistically significant results between correct management and
participation in any retraining in cardiology (Coef. = -0.27; p=0.07), usage of internet (coef. = -
0.07; p=0.05), number of research articles read by physician (coef. = -0.02; p=0.06), and

availability of guidelines (Table 3.3) (coef. =-0.07; p=0.07).

We did not find statistically significant associations between correct management of the patients
and doctors’ work experience as a cardiologist (coef. = -0.18; p=0.12), total number of Ml
patients managed by the physician (coef.=0.00; p=0.19), duration of their postgraduate education
(coef. = -0.003; p=0.403), studying cardiology in foreign countries (coef. = 0.26; p=0.15), and
having research publications (coef. = 0.016; p=0.92).

We also did not find statistically significant associations between correct prescription of statins
and influence of advertisement of statins on physicians score (coef. = 0.048; p=0.18), and the
influence of indication of the statins on physicians score (coef. = 0.07; p=0.55).

As mentioned earlier, the knowledge score was 100% among all the physicians, which means
that all of them correctly answered all the questions about their knowledge on cardioprotective

drugs and their role for the secondary prevention of myocardial infarction.

Testing for confounders

In order to test for confounders we analyzed the relationships between different covariates and
outcome variables in scatter plot matrixes and with simple linear regression. None of the
independent variables seem to confound the relationship of the others. The statistically
significant results from simple linear regression were checked for interactions but we were

unable to find any interactions between the covariates.
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DISCUSSION
Main Findings
The descriptive statistics showed that overall number of male patients was more than female
patients. They also showed that the MI patients were generally overweight as evidenced by

mean BMI which was approximately 29 (Table 4.1 and Table 4.2).

In general there was an increase in the correct prescription rate of all the four groups of the drugs
compared to the previous study done in NMMC. The correct prescription rate of the statins was
increased almost 5 times from 13.6% to 65.8%. The correct prescription rate of B-blockers was
increased from 60.2% to 85.6%; and the correct prescription rate of the ACE inhibitors was
increased from 60.8% to 76.5%. However there was a slight reduction in correct prescription of
antiplatelet drugs from 96.1 % to 92.2%. This improvement in case management might be
because of the continuous improvement of the quality of care in NMMC and the quality
assurance program launched there in 2001. Care should be taken in the interpretation of these
differences, as the study instruments were somewhat different and a full description of the study
methods used in the previous study could not be found, making it impossible to verify that the

same methods were used in the two studies.

A physician’s positive attitude towards guidelines was a variable that was unexpectedly
associated with decreased performance. In order to explain this unexpected result the study team
discussed the results with the physicians trying to understand their opinions about the possible

reasons for these findings.

The correct management of the patients was negatively associated with the positive attitude

towards guidelines (p = 0.03). This might be explained by the presence of the response bias in
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the self-reported data. This means that the respondents sometimes have a tendency to give
answers that make them look good to the interviewer ( 25).

During a discussion of the results with physicians they suggested that these results might be
confounded by the experience of the physicians or the workload, stating that the physicians who
are having more patients and years of experience might perform better, despite their negative
attitude towards guidelines.

On the other hand this hypothesis was rejected earlier when we tested the results for
confounders. Ultimately, we were not able to find any explanation for the reason of negative
association between positive attitude of the physicians towards guidelines and correct
management of M1 patients for secondary prevention of M.

Although the study team was not able to find any confounding relationships between the
covariates, this does not reject the possibility of unknown confounders in the relationship

between the independent variables and the outcome variable.

Our study was not able to find any statistically significant results between correct management of

patients and patients’ characteristics which might influence physicians in prescribing drugs.

The associations were tested for factors such as patients’ age, gender; BMI and residence of the

patients but no statistically significant results were found.

Physician-related characteristics such as years of experience, information overload and
forgetfulness that were suggested by the literature did not have statistically significant

association with the correct management of the patients.
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Because of the very limited sample size of doctors, the study did not have enough power to
detect significant associations between the majority of the measured variables/scores and the

outcome variables of correct management of cases and correct prescription of statins (Table 3.3).

Physicians’ perceptions regarding the availability of statins seems is associated with their
prescribing patterns. Statins prescription rate was positively associated with overall availability
of drug (Table 3.3) to patients. This means that physicians who perceive that statins are more

available to the patient are more likely to prescribe them.

This variable was a combination of factors such as cost, ease of administration, availability in
local market and overall affordability. The higher the score of availability of the drug, the higher

the perception of physicians regarding the availability of the drug to patients in Armenia.

Strengths
As far as we know, this is the first study of its kind in Armenia that investigates the association

between the physicians’ characteristics and their management of patients.

A second strength of the study is that we combined two different methods in order to answer our
research questions. The instruments were developed manually by the study team with inclusion

of different variables that were identified in the literature as influencing the correct management
of patients by physicians. A final strength of the study is that we included all relevant physicians

in NMMC in the study.

Study Limitations
Although the study included all of the physicians in NMMC, the total number of the physicians
was extremely low which limited the power of the study and our ability to use statistical methods

such as multivariate analysis.
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Response bias may have affected the results of the study through self-reported incorrect
information by the physicians. This happens when the respondents give socially desirable

answers which they think make them look good to the interviewer.

Recall bias might be present especially for information provided by respondents regarding
variables that include the number of patients managed by the physician in a week, the number of

retrainings, and the number of hours spent on the internet per week.

The other limitation might be the possible poor documentation of the information in patients’

records by the physicians because of poor record-keeping techniques.

Conclusions

Overall our results were not consistent with the literature, although the small sample size of
physicians severely limited our ability to detect factors associated with correct management.
Some of the factors suggested by the literature as positive appeared to be negatively associated

with the prescription rate of the studied groups of drugs.

There was a wide variation in performance according to guidelines among the physicians.
Overall, our finding that only fifty-two percent of post-MI patients were prescribed drugs
correctly at a leading hospital such as NMMC suggests that there is still a need to strengthen the

quality of care there.

As this study was done in only one setting with a limited number of subjects, the results are not
generalizable. However, the methodology and the instruments developed by the study team can

be used to perform further larger-scale research on the same topic in future.
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Recommendations
Further research is needed among a larger population of physicians in order to test the validity of
the results. It is necessary to include more precise questions about the nature of internet use for

professional development and research publications among the physicians.

In order to minimize recall bias the survey instrument can be changed in order to obtain more

precise data from physicians.

The study can be done in other specialized cardiology hospitals in Armenia in order to compare

the performance of doctors from different settings.

Physicians should prescribe drugs regardless of the availability of drugs to patients.

We found wide variation in the performance of the physicians who participated in the study.
Although the sample size was low, it appeared that there may be three groups of physicians:
high, medium and low performers. The two low performers saw a very limited number of
patients in 2010 suggesting a link between caseload of post-MI patients and correct prescription
practice. These different groups may need to be worked with in different ways in order to
improve their performance. The group with the lowest correct management rate should be
targeted for special attention as a first step in improving the prescription of cardio-protective

drugs to post-MI patients in Nork Marash Medical Center.
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Tables

Table 1 Contraindications for cardio protective drugs

Drug Group Contraindications
Antiplatelet Any bleeding disorders (hemophilia, intracranial bleeding, peptic ulcers, on
Will brand’s disease, thrombocytopenia) , Allergy, Patients with Reye’s
Aspirin-Clopdiogrel syndrome and with severe liver disease
ACE Inhibitors Allergies, angioedema connected with ACEI, anuric

renal failure due to ACE inhibitor, pregnancy,
aortic stenosis moderate /severe

B -Blockers Severe asthma, Sinus bradycardia <=60 bpm, history of Class IV heart
failure, II° or III ° AV block, low systolic blood pressure <90, COPD
Statins liver disease or persistent

elevations of liver enzymes, high alcohol
consumption, pregnancy and lactation

Table 2 Total and sampled number of the patients by physician

Assigned ID  Number of patients in 2010 Sample# collected
101 101 49
102 204 63
103 137 63
104 4 4
105 7 7
106 198 63
107 10 10
108 36 36
109 222 65
110 4 4

923 total number of patients with Ml in 2010 364
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Table 3.1 Study Independent Variables

Independent Variable

Type

Work Experience as a cardiologist per years
Duration of studying cardiology by months

Studying cardiology in foreign country

Number of MI patients managed in a week by
physicians

Forgetting to prescribe any drug

Number of retraining in cardiology

Time passed from the last retraining in years

Number of hours of usage of internet per
week

Number of research articles read by the
physicians in the last month

number of events dedicated to professional
development in the hospital that the physician
attended

Cost of the statins

Statins availability

Statins administration ease

Side effects of the statins

Promotion of the statins by pharmaceutical
company

Advertisement of the statins

Indication of the statins by guidelines,
Statins recommendation by colleagues
Affordability of the statins by patient
Accessibility of the guidelines

Usefulness of guidelines for daily practice
Frequency of discussion of guidelines with
peers

Last time that the physician reviewed a
guideline

Guidelines are helpful

Guidelines may contain errors
Physicians should practice according to
guidelines,

Physicians’ negative attitude towards
guidelines.

guidelines do no limit physicians freedom

Continuous

Continuous

Continuous

Scale
Continuous

Continuous

Continuous

Continuous

Continuous

Scale
Scale
Scale
Scale
Scale

Scale
Scale
Scale
Scale
Scale
Scale
Scale

Scale
Scale
Scale

Scale

Scale

Scale
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Table 3.2 Study Dependent Variables

Dependent Variable

Type

Rate of correct management of a case
Rate of statins correct prescription

Continuous
Continuous

Table 3.3 Collapsed newly created independent variables

Newly created Independent Variables
Variables
Statins Cost Availability Ease of Affordability . .
availability" in local drug’s of the drug by
market administrati the patient
on
Statins Side effects  Recommenda . . . .
indications tion by a
recent
guideline
Statins Promotion by  Advertiseme Recommend _ _ .
advertisement® pharmaceutica  nt by mass ation by
| company media colleagues
Guidelines Presence of  Accessibility =~ Whetherthe  Whetherthe  Last time .
availability’ guidelinesin  of guidelines physician physician has the
hospital to physicians has a personal physician
reviewed copy of the reviewed
guideline guidelines a
ever guideline
Attitude Usefulness of CPGs are CPGsdonot  Physicians CPGsdo Idoneed
towards guidelines for  helpful tools contain should not limit  CPGs for
guidelines® daily practice errors practice physicians my
accordingto  ’ freedom  practice
CPGs

! The score could range from 0-12; where 0 is the most unfavorable score and 12 most favorable score.
% The score could range from 0-6; where 0 is the most unfavorable score and 6 most favorable score.

® The score could range from 0-9; where 0 is the most unfavorable score and 9 most favorable score.

* The score could range from 0-15; where 0 is the most unfavorable score and 15 most favorable score.

® The score could range from 0-18; where 0 is the most unfavorable score and 18 most favorable score.

45



Table 4.1 Patients’ Descriptive Statistics

Descriptive Statistics of the patients

N Minimum
BMI 330 15
Patient age 358 25
Systolic Blood pressure 345 60
Diastolic Blood pressure 345 50
Pulse 359 42
Weight 346 45
Height 331 110

Maximum

65

88

200

120

195

137

192

Mean

29.3

56

133

78.6

78.4

83.6

169.1

Std. Deviation

5.6

9.1

22

11.7

16.6

15.4

8.5

Table 4.2 Patients’ Descriptive Statistics

Proportion Standard error 95% Confidence Interval
Females 0.1 0.01 00 -01
Males 0.8 0.01 0.8 - 0.9
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Table 5 Physicians’ descriptive characteristics

Mean Standard deviation 95% Confidence Interval
Years working as 12.9 0.4 12.1 - 13.7
cardiologist
Duration of 50.6 21 46.3 - 54.8
residency(months)
Duration of 3.9 0.5 28 - 5
retraining(months)
Time passed since the last 3.2 0.1 28 - 35
retraining (years)
Time spend on internet 4.8 0.1 44 - 51
for professional
development (hours)
# of research articles read 13.2 0.2 12.6 - 13.7
in last month
# of scientific events 22.8 1.7 194 - 26.3
attended during last
month
# of MI patients managed 22 13 19.3 - 24.6
in week

Table 6 Correct prescription rate

Proportion Standard Error 95% confidence interval
Anti-platelets 0.92 0.014 0.89- 0.95
ACE inhibitors 0.76 0.02 0.72- 0.80
B-blockers 0.85 0.01 0.82- 0.89
Statins 0.65 0.02 0.60- 0.70
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Table 7 Correct management rate per physician and overall

Physicians
Ids

101

102

103

104

105

106

107

108 109

110

Overall

Correct

Management

Rate%

Anti-platelets

Prescription
rate %
ACE-
inhibitors
Prescription
rate %
B-blockers
Prescription
rate %
Statins
Prescription
rate %

42%

7%

61%

71%

48%

57%

96%

80%

87%

73%

46%

90%

65%

74%

66%

75%

100%

75%

75%

100%

16%

100%

83%

83%

50%

74%

98%

95%

95%

77%

10%

80%

60%

80%

50%

47% 52%

94% 93%

66% 86%

88% 95%

63% 61%

50%

100%

50%

100%

75%

52%

92%

76%

85%

65%

Table 8 Statistically significant and marginally statistically significant coefficients for
associations between the physicians’ characteristics and the rate of correct

management of patients

Independent Variable Coefficient 95% ClI p —value
Participation in retrainings in cardiology .0.27 0589 0.03 0.07
Number of hours spent on internet per week

for professional development -0.07 -0.142 0.001 0.05

Number of resz_aarch articles read by physician -0.02 -0.05 0.00 0.06
in the last month

Availability of the clmlcal_ practice guidelines - 0.07 014 000 0.07
for the physicians

Attitude towards clinical practice guidelines 011 -0.20 -0.01 0.03
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Table 9 Statistically significant coefficients for associations between different factors
and the rate of correct prescription of Statins

Independent Variable Coefficient 95% ClI p — value

Drug availability’ 0.05 0.002 0.106 0.04

! The score could range from 0-12; where 0 is the most unfavorable score and 12 most favorable score
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Figures

Figure 1 Proportion of deaths from different causes in Armenia with Eur-A and Eur-
B+C countries ( 6)

100%
00% -~/ - - [ - - __ | |8 External causes
80% 1 -~ =
O Digestive diseases
70% + -~ -
BeT | |@ Respiratory diseases
50% - - =z
40% 4 - - : @ Other conditions
30%; -1 —— [, — — — — - =r
B Cancer
20% + -
1 00/0 B . T - ] CVD
0% T T

Armenia Eur-A average Eur-B+C average

20




Figure 2-Correct management of cases with Ml
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APPENDICES

Appendix 1 -Consent form
Physician-Related Characteristics and Prescribing Practices for secondary prevention of

Myocardial Infarction in Nork Marash Medical Center
Consent form
Hello, my name is Arin Balalian. I am a physician and a graduate student of public health at
AUA. The College of Health sciences is conducting a study on association between physicians’
characteristics and the cardioprotective drug prescription practices for secondary prevention of
Myocardial Infarction in patients of Nork Marash Medical Center. You are asked to participate
in the study because you are a cardiologist working at NMMC.

The interview will take 10-15 minutes.

Your participation in the interview is voluntary. You may refuse to answer any question or stop
the interview at any time without any consequences. There is no financial compensation or other
personal benefits from participating in the assessment, except contributing to the research

project.

Your name and the information you provide will be kept confidential and the questionnaire will
not have your name and position on it only the general findings will be presented in the
report/presentation.

In case of any questions about the study you can contact Dr. Anahit Demirchyan, who is one of
the scientific advisors of the study at AUA calling 512562.

If you feel you have not been treated fairly or think you have been hurt by joining this study,
please contact Dr. Hripsime Martirosyan, AUA Human Subjects Administrator at (374 1) 51 25
61.

If you agree to participate could we continue?
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Fdholjutinh dwutmghwnwluwt hwnjwuhsubpp b upnudljuth hudwpljnh
Epypnppuyht jutpwpgbjpdwut ninndus wpwbwlnidubpp

‘unpp Uwpuwy pdojujut JEtwnpnunid
Zudwdwyiwughp
Punl Qbq

bd Utntup Upht Puquput B Gu pdholy Bl b Zujwunwtth Udkphljjut
hwdwjuwpwih (2U2) Zutpwhtt wpnnowwwhnipjut dwghunpunnphugh (2G.U)
wjuwpunwlwb Ynipup ntuwmbting B Unnpowywhwljut ghinnipniutbph npupngh
hpujwtwgunid £ hElnwgnunnipjnit pdhojutph dwutwghnwljui hwnljuhoubpp b
upnudjuith hudwplunh Epipnppught juthupgldwit ninndus tpwbwynidubpp’
‘Unpp Uwpuy pdojuljub jEbnpnunid yupgbint twyuunwyyny: Inip pungpldws tip
dwutiuljglnt wju hknwgnunnipjup, npnyhbnb Inip wopwwnnid Ep ‘Unpp Uwipuy
pdojujut YEuwnpnunud: Zupguqpnygp Yubth 10-15 pnyk:

Qbp dmubwlgnipiniip wju hwpgdwtp judwynp k Fnip Jupnn Gp hpuwdwupyty
yuunwupwiknt gutjugws hwupgh jud punhwnt] hwpguqpniygp gutjugus
wuwhh: Zwpguqpnyght dwubwygljnig hpwdwpybnt nphwypnid Qbq Jud Ep
wpnwnnwiph Ypw ny Uh puguwuwljui hbnbwtp sh 1huh: Uju hwpgdwp
dwutiulglint nhypnid dnip npbik yupqhwwnpmd skp uvnwbw: Inip yupquuybu
Juyuwuwntp htnnwgnuinnmipjut hpwjubtugdwip kp dwubulgnipjudp:Qtp winitup b
pninp wyt mbnkynipiniuttpp, np Inip npudwunpnid bp juywhwywidbu qununuh b
hwpguptpehlh ypw skt togh Qbp winittp b wwownnup: Uhuwyb puinhwipugus
wnjuubpp Jubpuyugytu qilnygh/ubpuyugdwi dke:

Nuunidbwuhpnipjut yepupkpju) guuljugws hupgh nwpnid jupnn tp
quiiquhwpt) 512562 hwdwpny tnljunnp’ Utwhhn MYdhp&uiht np hwinhuwbinud £
htwnwgnuinipjut ghnwljut junphpyunniutphg dkyp:

Gpt tnip Jupdniwd Ep np QLq htwn juy skt Jhpupkpybt jud wyu
hEwnwgnunipjutp, dwutwlgling 2tq Juwu £ hwugyb punpnud Gup qubqubhwply
htwnlbju hwdwpny

512561  Znhthuhdk Umpunhpnujwthl, np hwinhuwiund £ 2UZ-h Ephlugh
hwtdtwdnnnyh pupnniqupnp:

Ept hudwdwyh bp dwubwlghy poyy juw'p pupniully:
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Appendix 2 record review form

ITEM Patient # 1 Patient#2 Patient #3
Note patient’s ID (after getting the list of the patients each of them will be assigned a - o -
number)
Note physician’s ID (Each physician will be assigned a number)
Birth date of patient: [day / month / year]
Y S S I S S I SR S

Does the patient live in Yerevan? ... Yes ... Yes ..., Yes

0)....... No 0)....... No 0)....... No

1) U Not mentioned ) R Not mentioned ) U Not mentioned
Note patient’s gender (Skip to A8 if male ) ) IO Male ... Male 1)...... Male

0)....... Female 0)....... Female 0)....... Female
Is it mentioned in the record that the patient is pregnant? (Note that having this 1)....... Yes ... Yes ....... Yes
condition is a contraindication for ACE inhibitors and Statins.)

0)....... No 0)....... No 0)....... No
Is it mentioned in the record that the patient is lactating? (Note that having this ) IO Yes ... Yes ) IO Yes
condition is a contraindication for statins.)

0).euenee No 0)....... No 0)....... No
What is the Date of admission? [day / month / year]




99 /99 /99 = not mentioned

A9 What is the Date of discharge? [day / month / year]
99 /99 /99 = not mentioned Y Y Y Y Y Y
A10 Was the patient admitted within 36 hours of the onset of MI? ... Yes ... Yes ... Yes
0)....... No 0)....... No 0)....... No
9)eeuinne Nothing mentioned ) U Nothing mentioned ) U Nothing mentioned
All Was the patient admitted from other hospital for the current episode of care? ... Yes D....... Yes ) U Yes
0)....... No 0)....... No 0)....... No
1) U Nothing mentioned ) R Nothing mentioned ) U Nothing mentioned
Al2 What is the Weight of the patient?
S ¢ kg S ¢
999 = not mentioned
Al3 What is the Height of the patient?
999 = not mentioned ____cm ___cm _ ___cm
Al4 What is documented in the patient record regarding patient’s history of alcohol abuse? 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history

(Note: High alcohol consumption is contraindication for statins)

2 ..... Documented: - history

9 ..... Nothing documented
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2 ..... Documented: - history

9 ..... Nothing documented

2 ..... Documented: - history

9 ..... Nothing documented




B1 What type of acute care intervention did the patient undergo as recorded in the patient D....... PCI D....... PCI D....... PCI
record? (Circle all that apply multiple responses are possible)
2)......CABG 2)......CABG 2)......CABG
K) U Medical R) R Medical K) U Medical
4)....... Other(specify) 4....... Other(specify) 4....... Other(specify)
9)...... No procedure mentioned 9)...... No procedure mentioned 9)...... No procedure mentioned
B2 What does the record mention about the patient’s heart failure score based on the New I...... 1 1...... I I...... 1
York heart Association (NYHA) scoring system? Note that the  —blockers are
contraindicated if the patient is having 4™ degree heart failure based on NYHA score) 2...... I 2...... I 2...... I
3. 111 3. I 3. I
4...... v 4...... v 4...... v
9..... not mentioned) 9...... not mentioned) 9...... not mentioned)
B3 What is the last BP recorded in the patient record prior to discharge? Systolic___ Systolic__ Systolic___
(Note that the 5 —blockers are contraindicated in bradycardia when systolic BP is lower | Diastolic__ Diastolic___ Diastolic_
than 90mmHg)
999...... Not mentioned 999)...... Not mentioned 999)...... Not mentioned
B4 What is the last pulse rate recorded in the patient record prior to o o o
discharge?(Note that the f —blockers are contraindicated in bradycardia when HR is
lower than 50bpm) 999)...... Not mentioned 999)...... Not mentioned 999)...... Not mentioned
B5 What is documented in the patient’s record regarding arrhythmia during the 1 ..... + history sust. VT/VF 1 ..... + history sust. VT/VF 1 ..... + history sust. VT/VF

hospitalization period for the current episode of care?

2 ..... + history Atrial Fib/Flutter
3. + history heart block
4....... - history

9 ..... Nothing documented

26

2 ..... + history Atrial Fib/Flutter
3. + history heart block
4....... - history

9 ..... Nothing documented

2 ..... + history Atrial Fib/Flutter
3. + history heart block
4....... - history

9 ..... Nothing documented




B6 What does the record mention regarding whether the patient has any kind of heart Atrio- | 0...... None ... First degree ... First degree
Ventricular node blocks? (Note that having Il or 111 degree of heart block is a
contraindication for f —blockers) ... First degree 2. Second degree 2 Second degree
2. Second degree 3. Third degree 3. Third degree
3 Third degree 9. Not mentioned 9. Not mentioned
9. Not mentioned
B7 Was it mentioned in the record that the patient had previous 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history
hIStOI’_y of cardiac intervention® (If Its negative or not mentioned 2 ..... Documented: - history 2 ..... Documented: - history 2 ..... Documented: - history
=>Skip to B9)
9 ..... Nothing documented 9 ..... Nothing documented 9 ..... Nothing documented
B8 How many times has the patient had cardiac intervention? - o -
999...... Not mentioned 999...... Not mentioned 999...... Not mentioned
B9 What is documented in the record regarding the patient’s ejection fraction? I...... Good (>=50%) 1...... Good (>=50%) I...... Good (>=50%)
2...... Fair (30-49%) 2. Fair (30-49%) 2...... Fair (30-49%)
3. Poor (<30%) 3. Poor (<30%) 3. Poor (<30%)
B10 What is documented in the patient record regarding patient’s history of Asthma? (Note 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history
that this condition is contraindication for f —blockers.)
2 ..... Documented: - history 2 ..... Documented: - history 2 ..... Documented: - history
9 ..... Nothing documented 9 ..... Nothing documented 9 ..... Nothing documented
B11 What is documented in the patient record regarding patient’s history of COPD? (Note 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history
that this condition is contraindication for  —blockers.)
2 ..... Documented: - history 2 ..... Documented: - history 2 ..... Documented: - history
9 ..... Nothing documented 9 ..... Nothing documented 9 ..... Nothing documented
B12 What is documented in the patient record regarding patient’s history of aortic stenosis? 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history
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(Note that having this condition is a contraindication for ACE inhibitors)

2 ..... Documented: - history

9 ..... Nothing documented

2 ..... Documented: - history

9 ..... Nothing documented

2 ..... Documented: - history

9 ..... Nothing documented

B13 What is documented in the patient record regarding patient’s history of anuric renal 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history
failure connected with ACE inhibitors? (Note that having this condition is a
contraindication for ACE inhibitors) 2 ..... Documented: - history 2 ..... Documented: - history 2 ..... Documented: - history
9 ..... Nothing documented 9 ..... Nothing documented 9 ..... Nothing documented
B14 | What is the last ALT Value recorded in the patient record priorto | — — - -
d|§charge? (Note: Elevated liver enzymes are contraindication for statins and for 999)...... Not mentioned 999)...... Not mentioned 999)...... Not mentioned
antiplatelets)
B15 | What is the last AST Value recorded in the patient record priorto | — S S
dls_charge? (Note: Elevated liver enzymes are contraindication for statins and 999). ... Not mentioned 999)...... Not mentioned 999)...... Not mentioned
antiplatelets)
B16 | What is the last Cholesterol Value recorded in the patient record | — S S
prior to dISCharge? 999)...... Not mentioned 999)...... Not mentioned 999)...... Not mentioned
B17 Is it noted in the records that patient has positive history of allergies to any kind of 1).....Antiplatelet agents 1).....Antiplatelet agents 1).....Antiplatelet agents
specific drug groups?
2)..... ACE inhibitors 2)..... ACE inhibitors 2)..... ACE inhibitors
3)..... p —blockers 3)..... p —blockers 3)..... p—blockers
MULTIPLE RESPONSES ALLOWED, CIRCLE ALL THAT APPLY
4)......Statins 4)......Statins 4)......Statins
5)......0ther ( 5)......0ther ( 5)......0ther ( )
6)......No allergies noted 6)......No allergies noted 6)......No allergies noted
B18 What is documented in the patient record regarding patient’s history of any bleeding 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history
disorders(hemophilia, intracranial bleeding, peptic ulcers, on Will brand’s disease,
thrombocytopenia)? (Note: Antiplatelets are contraindicated in patients who have 2 ..... Documented: - history 2 ..... Documented: - history 2 ..... Documented: - history
allergies to them )
9 ..... Nothing documented 9 ..... Nothing documented 9 ..... Nothing documented
B19 What is documented in the patient record regarding patient’s any history of Reye’s 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history

syndrome? (Note: Antiplatelets are contraindicated in patients with this condition)
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2 ..... Documented: - history 2 ..... Documented: - history 2 ..... Documented: - history
9 ..... Nothing documented 9 ..... Nothing documented 9 ..... Nothing documented
B 20 | What is documented in the patient record regarding patient’s any history of liver 1 ..... Documented: + history 1 ..... Documented: + history 1 ..... Documented: + history
disease? (Note: Elevated liver enzymes are contraindication for statins and for
antiplatelets) 2 ..... Documented: - history 2 ..... Documented: - history 2 ..... Documented: - history
9 ..... Nothing documented 9 ..... Nothing documented 9 ..... Nothing documented
B21 Was it mentioned in patient’s record that the patient had in hospital complications for | 1) ....... Hypotension ....... Hypotension ... Hypotension
the current episode of M1 ? (If no or not mentioned skip to B23)
2) i Arrhytmias-heart blocks 2) e Arrhytmias-heart blocks ) VT Arrhytmias-heart blocks
K) RV Acute mitral regurgitation | 3)....... Acute mitral regurgitation | 3)....... Acute mitral regurgitation
4)onnn. Pericarditis 2 O Pericarditis 4)ennn. Pericarditis
L) U Cardiogenic shock L) I Cardiogenic shock L) U Cardiogenic shock
6).c.cn.e Aneurysm 6)........ Aneurysm 6)...cn.n. Aneurysm
) IR Ventricular septal rupture | 7)........ Ventricular septal rupture | 7)........ Ventricular septal rupture
8)iniane other (specify) 8)..enn. other (specify) 8).eunn other (specify)
9t No complications ) RO No complications ) IO No complications
mentioned mentioned
mentioned
B22 What is mentioned in the records about the name of coronary artery occluded due to MI? | 1)....... Left Coronary artery | PR Left Coronary artery D....... Left Coronary artery
2)eienenn Left circumflex artery ) T Left circumflex artery 2)eeennn. Left circumflex artery
£) IV Left marginal artery K) IS Left marginal artery 3. Left marginal artery
4)....... Left anterior descending 4)....... Left anterior descending 4)....... Left anterior descending
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R) Right Coronary Artery

6)....... Posterior descnending

/) Right marginal artery

8)....... Other(specify)

L) Right Coronary Artery

6)....... Posterior descnending

V) Right marginal artery

8)....... Other(specify)

R) Right Coronary Artery

6)....... Posterior descnending

V) VT Right marginal artery

) I Other(specify)

) R Not mentioned
9)eeuinne Not mentioned ) IO Not mentioned
Cc Prescription Records
C1 Is there any documentation in patient’s records about any prescription of any ... Yes D....... Yes ) U Yes
antiplatelet agent?
0)....... No 0)....... No 0)....... No
C2 Is there any documentation in patient’s records about any prescription of any ACE ... Yes ... Yes ..., Yes
inhibitor?
0)....... No 0)....... No 0)....... No
C3 Is there any documentation in patient’s records about any prescription of any p — | I Yes ) I Yes | I Yes
blockers?
0)....... No 0)....... No 0)....... No
C4 Is there any documentation in patient’s records about any prescription of any statin ... Yes ... Yes ... Yes
agent?
0)....... No 0)....... No 0)....... No
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Appendix 3 Questionnaire

1.

2.

3.

Interviewee code:

Date of interview: / /2011

Time of interview start:

Demographic characteristics

4.

10.

Gender: [ ]1.Male [ ]12.Female

How many years have you been working as a physician? years

How many years have you been working as a cardiologist? _ years

How many years have you been working as a cardiologist in this hospital? _ years
Where did you get your specialization as a cardiologist? (name

of the school/institution)

How long have you studied to get your specialization as a cardiologist?

(months)

Have you ever studied cardiology abroad? [ JYes [ ]No— Goto Q.11

10.1 If yes, in what country?

10.2. How many months did you study? (months)



Experience and trainings related to profession

11. After becoming a cardiologist, have you ever been re-trained in cardiology (please, do not

mention the re-trainings lasting less than three days)? [ JYes [ JNo(Goto Q.12)

11.1. How many retrainings in cardiology have you participated in?

11.2 What is the total duration of all of the retrainings that you have participated in?

11.3. How long ago did you undergo your last re-training? (years, months)

12. Do you have any research publication (article, book section, reports...) in cardiology?

[ 1Yes [ ]No(GotoQ.13)

12.1. If yes, how many research publications do you have?

13. Do you use internet for your professional development?

[ 1Yes [ ]No(GotoQ.14)

13.1. How many hours per week do you use internet for professional development?

hours

14. Have you read research articles related to your profession during the last month?

[ 1Yes [ ]No(GotoQ.15)

14.1.How many research articles related to your profession have you read during last month?
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15. During the last three months have you attended to any events at your hospital devoted to
professional development of the staff (For example, a case discussion, report on a
cardiology topic, research article discussion, etc.)?

[ 1Yes [ ]No(GotoQ.16)

15.1. How many events have you attended?

15.2. What type of events have you attended?

1. case discussion,

2. report on a cardiology topic,
3. research article discussion,
4. other
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Knowledge, Practice & Attitude

16. How many M1 patients do you usually see per week?

17. Have you ever forgotten to prescribe a needed drug because of being overwhelmed with
work?

17.1.How often does it happen?
[ ] Often [ ]Sometimes [ JRarely [ INever

18. Could you, please, list the groups of drugs that should be prescribed to MI patients (with
no complications) for secondary prevention of the MI? (Record all mentioned, after each

one is mentioned, ask “are there any others?”)

19. Please, mention up to three important indications for prescribing anticoagulants:

[ ] Myocardial infarction

[ ] Other:
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20. Please, mention up to three important indications for prescribing ACE inhibitors:

[ 1 Myocardial infarction

[ ] Other:

21. Please, mention up to three important indications for prescribing B-blockers:

[ 1 Myocardial infarction

[ ] Other:

22. Please, mention up to three important indications for prescribing statins:

[ 1 Myocardial infarction

[ ] Other:

23. Using a four-point scale, please, rate, how much the following factors influence your
decision whether to prescribe Statins to a MI patient at discharge or not (1=Very much,
2=Somewhat, 3=Slightly, 4=Not at all):

NOTE: Read aloud responses to respondent after stating each question.

Question

1. Very
much

2.Somewhat

3.Slightly

4.Not at
all

1.The cost of the drug

2.The availability of the drug in the
local market

3.The ease of drug’s administration

4.Side effects of the drug

5.Whether the drug is promoted by
the pharmaceutical company

6.Whether the drug is advertized via
mass media

7.Whether the drug is recommended by
the recent guideline you had access to

8.Whether the drug is recommended by
your colleagues/peers

9.Whether the patient can afford the
drug
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Read aloud: As you know clinical practice guidelines (CPG)s are systematically
developed statements designed to assist practitioner make decisions about appropriate

health care for specific clinical circumstances.

24. Are there any written drug prescription guidelines in your hospital for secondary prevention

of MI?

1-Yes 2-No (Go to 28) 3-Not sure (Go to 28)
25. How accessible are CPGs on treatment of post-MI patients for you? (Read the responses
aloud)
1. Always accessible
2. Mostly accessible
3. Sometimes accessible
4. Rarely/never accessible

26. How useful are CPGs for your daily practice? (Read the responses aloud)

1. Very useful
2. Useful
3. Somewhat useful
4. Useless
27. How frequently are CPGs discussed by you and your colleagues? (Read the responses
aloud)

Daily

Several times a week
Several times a month
Several times a year
Rarely/Never

AR

28. Have you ever reviewed a CPG on treatment of post-MI patient?
1. Yes
2. No — No(Goto Q.31)
3. Not sure — No(Go to Q.31)

29. Do you have a personal copy of it?
1. Yes
2. No
3. Not sure
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30. When is the last time you reviewed a CPG on how to manage post-MI patients?
1. Inthe last week
2. Inthe last month
3. Inthe last year
4. In the last 3 years
5. More than 3 years ago

31. I would like to know your opinion about following statements based on your agreement with
them. | am going to read four statements, one-by-one. After each statement | will ask you if
you strongly agree, agree, disagree, or strongly disagree. Please choose the one answer that
best describes your opinion.

Statement 1=Strongly | 2=Agree | 3=Disagree | 4=Strongly
agree disagree

1. A clinical practice guideline
can be a helpful tool that
physicians can use to improve
how they practice medicine.

2. CPGs often contain errors or
are not based on fact or research
evidence.

3. Physicians in my department
should practice according to
CPGs that are widely accepted
and based on research evidence.

4. CPGs do not limit physicians’
freedom to prescribe drugs that
may be necessary for the patient.

5. I know how to take care of my
patients and I don’t need
guidelines to tell me how to
practice medicine.

32. Time of interview end:
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Rdh2lGGph htn hwpgwaqnnigh hwpguwpbipphl

1. Uwubwlgh Ynnp.

2. Zwupguqpnygh wduwphy. / /2011

3. Zwipguqpnygp ufubnt dudp. _ _:

dnnpnyppugpulwl wniyjuybbp

4. Utnp. [ JUpwlul [ [Pqulijut
5. Pwih nwph k, np woltwnnid kp npugku pdhol: wnwph
6. Lwih’ nmuph t, np wohtwnnud kp npugbu upnwpmb: wnwph

7. Pwlh’ nmuph k, np wolnwinnd kp npugbu upnwpwb wyju hhjwinuingnud:

__ wuph

®

Npunk 'y bp Mnip wnwugh] 2bp dwubwghnnipniip” npuku upnupwis

(ntuntdtwjutt hwunwwnnipyut wuntup)

0

Nppw’tt dudwbiuly bp unnply upnupwih duubwghnwugnid unwiwnt hudwnp:
_ wtpu
10. nip bpplt nuwbk’| bp upnupuinipnit wpnuwuwhdwbnd:
[ 1Ujn [ 103 (Uuguby 11pn hupght)
10.1 Gpk wyn’ nop Epypnud:

10.2 :Qulhbn wuhu Ep ntudwt nbinnnipyniip:
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Uwubhwghnwlwi thnpdp b JEkpuwwmpwumnnidiabpp

11. Upinwpwt nunbunig htnn kppht dwubulgh'] bp upinupuimippuh Jhpupbpyug
JEpuywnpuunnidubph (nugpnud B stk wyt Jkpuyuwnpuunnidubpp, npnup
nlik) Bt 3 ophg yuljuu):

[ [Um [ 10y (Ubghly 12-pn hupghh)

11.1. Lwih Jkpuyunpuuntub bp vuubwlghy:

11.2. Qppw’t k popnp wyy JEpuyyunpuunnidibph paghwing wbnngneyntp:

__ wuwph

11.3. Appw’ dudwiiuly | wigh 2bp Jpoht JEpuyyunnpuunnidhg;

waph

12. dnip nitk p nplt hpunwpuljfws woiunnipynih uptnwpwim ppub Epupbpyuy:
[ Uy [ 103 (Uuguky 13-py hupghty)

12.1. bphk wyn, pwth” hpwwnwpuljjws wohrunnipynth niiikp:

13. knip OqullnLDlI tp htnkptbnhg dwutwghnuljut qupqugdw hwdwnp:

[ [Um [ 10y (Utguky 14-py hwipghty)

39



13.1.Cupwpwlul puih” dud kp oginmu hinbkphtnhg dwubughnwljwi

qupgquguu hwdwnp:

14. M p Jupnugh) bp ghinwlul hnpus whgus wlu]w pinwugpmd 2bp
dwubtiwghwnnipju yepupbpyug:

[ [Um [ 10y (Ulguky 15-py hwipghty)

14.1.Uhgus wdu]u phpugpnid putih” ghnuljui hnpjws bp Jupnughy 2bp
dwuttwghwnnipjut Jepupkpjuy:

15. M1 p dwuljughy bp poidwidimluquh duubughnwljui qupqugiuih nignjus
nplk vhongundwt wigws Epkp wduguw pupugpnid Qtp hhywinuwingnud:

[ [Um [ 10y (Ulguky 16-py hwipghty)

15.1. Lwih’ Uhongunuwi kp vwubwlgh) (ykuyph pitwplnud, qklynyg
upnupwbwlut ptdwitkpny, ghnwlwt hnnjush putwplynud b wyj):
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15.2. bt nhwh Uhongunuwi kp dwubwlghy:

1. ntwph puttwplnud

2. qtinyg upnupwiwlju phdwttpny
3. ghunwlwt hnpwsh putwplnid
4.

wjL

Qhwnbjpplilipn, Ununkgnidbbpn b gnpSbjwlbpun

16. Unynpupuip, pwpupwlwi puith” upnudljuih habwpljnm] hhjwin bp Jupnud:

17. M p bpphll Unnwgh) bp iowbwlky npk gy ghpswipupkninjwénipyub

wuwwndwnny:

[ [Um [ 10y (Ulguty 18-py hwipghty)

17.1.Nppw’t hwdwu E npu wunwhmd: (Yuppugkp wunnuupnubbkpp
pupdpwduyi)

[ JZwdwu [ 16pptul [ JZmqunby [ 16pptp
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18. ‘Uokip, fuinpbd, pt hity judph nEinuuhongubp whwp k tywbwlyit upnwdjuih
hudwlunh Epypopnughtt juthuwpgbjdwt hwdwp” pupngnipniatbp snitkgng
hhquunubnht (Qpuigly pojnp Gowsabpp, jnipupwisnip onidhg hknn hwupghly

Jwl wipnynp ay; fudph nknkp);

1.

19. ugpnud BU ol Eptip Juplnp gnignidubtp’ hwljuljnugnijutinubph tywtwldw

hwdwp:

[ JUpnwduth hupwplun [ JUy,

20. vunpnud BU ok Eptip uplnp gnignudubp” U0d (Uughninkuqhtt @njuwlipynn
dtpdkuwnh) huthhphunnpubtph tpwtwldwt hwdwp:

[ JUpnwduth huduplyn [ JUy,

21. vunpnmud Bd tpky) Eptip uplnp gnignidukp phnnw pinjunnputph (quwownphsutnh)
ywiwljdwb hwdwnp:

[ JUpnwduth htpwplun [ JUy,
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22. vunpnmud Bd tpk) Epkip uplnp gnignidubp’ unnwnptbph tpwbwjdwt hwdwp:

[ JUpnnwduth hupuplun [ JUg,

23. Oquuugnpédtyny snpu puquiing vwbgnuly, pnpomud & ok, ph nppuitiny £ wqngnud
htwnljwy gnpéntittiphg nipwpwusinipp upunudjuth hudwplnny hhywunutpht
Uunwwnhuubp tpwbwlbnt 2Ep npnodwt ypu: (1=Cwwn, 2= Qquhnpk, 3=Cnpn-

hits, 4=Unlkitihty)

(Uonid”" Juppuy wuwwnwupiwbbbpp pupdpuduyl wdkia hupghg hkwnn)

Zuipg

1.Cwuwn

2.2quh-
npkl

3.@npn-
hiy

4.Udtulht

LAtnudhgngh ghtip

2.2Enh wnuynipjniup mknujut onitjuynid

3.Upnynp hhqwinp h Jhdwlh E qub) ufjwy nbnp

4.7tnh ogunuugnpduwt htipw (hubkp

5.Mnh Ynnuuwlh wqntgnipniuttpp

6. inh jupwjuniunudp nhnugnpéwljut
puljtpnipyut Ynnihg

7. Ynh gnuqnp quigusuhh
1punyudhengubtipny

8. Mnh wowgwnltyp Yhuhlwlut
gnpéniubnipjutl Jhpotpu hpwnwpwldus
ninkgnygnid

9.t h wnwgwplybip Qb gnpspuljtpltph Ynnuhg
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(Qupnuy pupdpwduyl) * Pusybu ghuntp, Y huhjuljwut gnpéntuknipjut nintgnygukpp
(YeNP) hwnnt] owljdws dbnbwplutp b, npnug tyuwnwyi E wewlgl)
pdholutiphtt’ juywugtbint wpwq b &how npnonidutp’ npnowlhh whinmwpwun pjudp
hhquunutph Jupdwt yepupbpyuyg:

24. 2tp hhjwiguingnd §w' i wprynp nhnkph tpwbwldwb ninkgnyghbkp®
upnwudljuth hudwplnh tphpnpnuyht jutowpgbdwt hwdwnp:

[ JUin [ 10 (Ulglhly 28-py hwpghl) [ Jzudnqus skl (Ulglly 28-py hwpghl)

25. Nppwitn’{ kit 2kq hwuwibkjh upnuduwih hubuplunh kppopnught

Jupwpgbpdwt YENPh-ukpp : (Quppugbp yumnmwupnubibpp pupdpudayi:)
L[ JUynuybku
2.[ JULS dwuwdp

3.[ ]6ppkdt

4.[ Jawqunbuy/Gpplp

26. Nppwiin’ kit oquuuljup YENk-tkpp Rbp wdkbopjw ypulunhljuyh hudwnp:

(Yuppughp yunnwufpuwbbbpp pupdpuduyi)
L[ Jowin ogunwljup
2.[ Joquurlyup
3.[ Inpng suthny ogunuiljuip

4.[ Jwlogniwn
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27. Nppw’t hwgwu kp phupynud YN b-ukpp 2bp gnpsplltplbph htwn: (Yuppughp

wwnwujuwbbpp pwpdpudugh;)
1.[ Judklh op
2.[ ] owpuwpuljwi Up pwth whquu
3.[ ] wduwljut vh putith mbqud
4[ Jwnwpkljut Gh puth whgud

5.[ ] hwqunbw/ Bpplip

28. dmp kpplk Jupnugh| kp nplt YGNE hhn-hu$wpluuyghi poiddwb Jhpupbpyuy:

[ JUin [ 10y (Ulhghty 31-pp hwpghl) [ Jzudnqusd skl (Ubglly 31-py hwpghl)

29. dmp muk p wyn nnkgnygbkph 2kp whdbwljwi ophwljubpp:

[ JUpn [ 103 [ J2wingqusd skd

30. &'pp bip Ykpohtt wmbquud Jwpnugh] pniddwb ninkgnyg® upnudjuith buuljnh

Epypnppught juipiwpgbdw Jepupbpywy: (Quppuglbp qumnmwupnubbbpp
pupdpwduayi)

L[ JUtugws pwpwpyw pupugpnid
2.[ JUugws mdujw pupwugpnid

3.[ ] Uugwé nupju pupugpnid
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4.[ ] Uugwd tplp nupyu pupwugpnid

5. ] Udkjh pwt Epbip muph wnwy

31. Uydd fubippnud b, wuwghp, ph nppuitin™y bp hwlwdwgi htinlyuy winnudikphg
mipwpwiginiph htin (hndhtt hwdwdwyu bp, hwdwdwjt kp, hwdwdwyu skp fud

wdkubhtt hwdwdwyt skp): Munpnud Bd piinpl] wyt wwnwupuwp, npp jwdwgniyin

Jupunwhwynh Qtp upshpp:

(Uonid”" Juppuy wuwwnwupiwbbbpp pupdpuduyl wdki hupghg htwnn)

Nunnud

1=Lhnyht
hwdwaduy
b

2=hwdw-
duyj B

3=hwdw
-duya
skd

4=Udtuliht
huwdwduwgu
skd

1.4Qr-ukpp Yupnn Bt ogrnujup dhong 1hnky
pdholubiph hwdwp® pupkju]tyne hpkug
J1huhjulwt gnpénitubtnipniip:

2.Mnkgnygubpp hwdwh wupnibwynid ku
upuwubp Jud skt hhdudws thwuwnbph jud
ghnnujut wywugnygutph Ypu:

3.Ukp pwdwtdniuph pdholukpp yhwnp £
wpuwwnkl pun wy nintgnygubph, npnp
punniiws B b hhdugwé ghnwljut thwuwnbph
Jpun

4.Mntgnygubpp skt vwhdwbwhwlnid
pdholjutiph wquunnipiniup” tywbwlyl) wyu
ntnbpp, npnup wiuhpwdbown ki hhywunubpht:

5.6u ghwtd, ph hisybu whwnh hng mwukd hd

hhJwunubkph dwuht b ninkgnygutph Yuphp skd
qqnid hu pdojuljut gnpéniubnipjut hwdwnp:

Cunphwljunipnit

Zupguqpniygh wjwpunbkne dwdp: _ ;.
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