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ABSTRACT
BACKGROUND: Myocardial Infarction (MI) survivors are especially at increased risk for

recurrent MI. Because of this increased risk of recurrences, cardiac rehabilitation should be
carried out within the treatment process to decrease the risk of a second MI. Since there is no
current Physical Activity rehabilitative program in Armenia and rehabilitative Physical
activity is promoted only through physicians' advice for which adherence is unknown it will
be crucial to know 1) the level of non-adherence to physicians' instructions for PA, 2) the
proportion of MI patients reportedly receiving instructions for PA from their physicians and
various factors associated with them.

METHODOLOGY: A cross-sectional telephone survey of MI patients was utilized for
assessing the three research questions. Sample size for this study was 110. Study population
was MI patients aged 18 to 70 who were treated at the Yerevan institute of Cardiology from
2007 to 2008 and who can speak and understand Armenian language. Systematic random
sampling was conducted to select the sample of MI patients who met the inclusion and
exclusion criteria of the study. The survey questionnaire was designed and adapted from an
existing standard questionnaire International physical activity questionnaire. Additional
questions were added to more-completely answer the research questions.

RESULTS: Of the study subjects, 21.8% (24/110) of the study population reported adhering
poorly, 52.7% (58/110) reported adhering fairly and 25.5% (28/110) reported adhering well
to physicians' instructions for PA. Age was found to be positively associated with the level of
adherence to physicians' instructions (adjusted OR=1.12, p=0.009). Amazingly, smoking
status appeared to be marginally positively associated with the level of adherence to
physicians’ instructions (adjusted OR=2.91, p=0.072).

Out of the approached sample, 72.7% (80/110) reported that they received instructions for
physical activity from their physicians, with only 27.3% (30/110) of participants not reporting
receiving such instructions. Age was negatively associated with receiving instructions for PA
(adjusted OR=0.89, p=0.023).

CONCLUSION: Study findings suggest that those MI patients who have more risk factors
reportedly adhering better to physicians’ instructions for PA than those with fewer risk
factors. Older patients were more likely to report not receiving instructions from their
physicians than younger patients.



1. INTRODUCTION
1.1 Background/Literature Review

Cardiovascular diseases (CVD) are currently the leading causes of death in
industrialized countries and are expected to become the leading causes of death in emerging
countries by 2020 (1). In 2001, CVD’s were the number one cause of death worldwide and
are responsible for almost 15 million deaths in the world each year (2). Overall, the rates of
cardiac mortality in the Eastern European countries which were formerly part of the U.S.S.R.

are higher than in Western Europe (3).

The World Health Organization (WHO) identifies France in the European region
(which includes former Soviet Republics) as having the lowest rates of age-adjusted mortality
due to cardiovascular disease, with a rate of 170 CVD deaths per 100,000 men and 69 CVD
deaths per 100,000 women for 2002 (4). However in Armenia, the age-adjusted CVD
mortality rate was estimated to be 673 deaths per 100,000 population in 2004 for both sexes
combined, in comparison with age adjusted 593 and 430 CVD deaths per 100, 000 population

within the same year for Azerbaijan and Georgia respectively (5).

Like other countries that were former Republics of the Soviet Union, Armenia has a
relatively high rate of mortality due to cardiovascular diseases. According to a 2002 WHO
report, mortality rates for non-communicable diseases account for 88.4% of all deaths in
Armenia; out of all deaths from non-communicable diseases, 62.2% are due to cardiovascular
diseases and 61% percent of all cardiovascular disease deaths are due to ischemic heart
disease (IHD) (6, 7). A leading cause of death among IHD’s is myocardial infarction (MI),
commonly known as a “heart attack” (8). MI is the disease of interest in this study.

Coronary artery disease is the most common disease among CVD’s and is associated
with high mortality rates and morbidity rates (9). Coronary artery disease usually leads to

Ischemic Heart Disease (IHD) (10). The clinical signs of ischemic heart disease include silent
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ischemia, stable angina pectoris, unstable angina, myocardial infarction (Ml), heart failure,
and sudden death (11). MI is an especially apparent event in the sequelae of IHD’s and will

be the focus of this study.

" The term myocardial infarction should be used when there is evidence of myocardial
necrosis in a clinical setting consistent with myocardial ischemia. Under these conditions any
one of the following criteria meets the diagnosis for myocardial infarction. Any one of the

following criteria meets the diagnosis for prior myocardial infarction:

e Development of new pathological Q waves with or without symptoms

¢ Imaging evidence of a region of loss of viable myocardium that is thinned and fails to

contract, in the absence of a non-ischemic cause.

e Pathological findings of a healed or healing myocardial infarction" (12).

Myocardial infarction may be either a minor event in a lifelong chronic disease or it
may be major catastrophic event leading to death. MI survivors are especially at increased
risk for recurrent MI’s (13). Because of this increased risk of recurrence, cardiac
rehabilitation should be carried out within the treatment process to decrease the risk of a
second MI. The main components for risk reduction are physical activity counseling and
exercise training, nutritional counseling, management of lipid levels, management of

hypertension, management of weight and diabetes, and smoking cessation (14).

The WHO describes physical activity as “a fundamental means of improving people's
physical and mental health and is not necessarily considered exercise training. It reduces the
risks of many non-communicable diseases and benefits society by increasing social
interaction and community engagement (15, 16)." Physical Activity (PA) as cardiac

rehabilitation is a safe and effective way to prevent and to prolong the time to the second MI



(17). Several studies have shown that PA improves health-related quality of life and prolongs
the life years for MI patients (18, 19, 20). However, many first-time MI survivors who would
benefit from PA as a cardiac rehabilitation are not adhering to physician’s instructions for
PA. The barriers against participation in PA as a cardiac rehabilitation include both service
(health providers) and patient factors. Adherence to physicians’ instructions, including
physical activity during daily work and medications prescribed, is essential for the proper
rehabilitation for MI patients. The sources of first-time MI patient activities which may put
the patient at risk may include both physician and patient factors. Some of these factors
which are attributed to physicians are lack of advice to their patients, the quality of their
advice for PA, and failure to prescribe appropriate medications. Various characteristics and
conditions of the patient may be associated with adherence to physicians’ instructions,
including demographic characteristics, health condition and life-style behaviors. Patient
adherence rates for PA as a cardiac rehabilitation reportedly range from 15-59% (21, 22).
Non-adherence to physicians' instructions has a potential to cause a number of problems that
affect the patient and society. Some of these problems are increases in treatment failures,
recurrences, complications, increases in return visits to physicians, increases in number of
hospitalization, and increases in health care costs (23). Finally, there are several studies
which find that CVD patients who did not follow PA instructions given by their physician
have 20-30 % greater likelihood of having a fatal event than those who regularly adhere to

PA instructions (24, 25).

In the existing literature, negative and positive factors which may be associated with
adherence to physician’s instructions for PA include age, gender, socio-economic status
(SES), occupation, education, body mass index (BMI), smoking status, current self-perceived

health status of the patients, fearful that PA may cause another MI, not believing that PA is



good for health, the absence of physicians’ advice and family support (26, 27, 28). These
factors were all evaluated in this study.

The current study examining factors associated with adherence of MI survivors to
physician’s instructions for PA rehabilitation is the first study of its kind in Armenia. The
vast majority of studies which were reviewed studied adherence to PA rehabilitation
programs by MI survivors (29, 30, 31). There is no current program for PA rehabilitation for
MI survivors in Armenia; rehabilitative PA is only promoted through physician’s

instructions, for which adherence is unknown.

1.2 Study Objectives/ Research Questions/ Study Variables

The purpose of this study was to evaluate the adherence to physical activity
instructions provided by physicians and the frequency by which physician’s provided advice
for cardiac rehabilitation within the treatment process for myocardial infarction patients and
to test some factors, which are associated with physicians' instructions for PA and receiving
instructions for PA from physicians.

The research objectives were:

» To investigate the prevalence of non-adherence to physicians' instructions for PA
among MI patients with a first MI within the period 2007-2008 who are patients at
Institute of Cardiology.

» To investigate the prevalence of those patients with a first MI who recall receiving
instructions for PA from their physician.

» To identify the factors which are associated with adherence to physicians’ instructions
for PA and with receiving instructions for PA from the physicians among patients
with a first ML

Corresponding research questions were:
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» What is the prevalence of non-adherence to physicians' instructions for PA among MI
patients with a first MI within the period 2007-2008 who are patients at Institute of
Cardiology?

» What is the prevalence of those patients who recall receiving instructions for PA
among patients with a first MI?

» What are the factors, which are associated with adherence to physicians' instructions
and receiving instructions for PA from the physicians?

The outcome variables of the study are the level of adherence to physicians'
instructions for PA and the proportion of patients reportedly receiving instructions for PA
from their physicians. The independent variables are age, gender, education, SES, marital
status, BMI, smoking status, occupation, self-perceived health conditions, fear to PA, belief
towards PA and social support. Studies indicate that measure of severity of the MI as defined
by segment-elevated and non-segment-elevated myocardial infarction are not associated with
risk of MI or time-to-second MI (32).

Table 1 shows the measurements and scales of measurement of study variables.

2. METHODOLOGY
2.1 Study design

A cross-sectional telephone survey of MI patients was utilized for assessing the three
research questions. The study is not only descriptive but also analytical, which aims to find
some associations between dependent and independent variables. Study design has its
advantages and disadvantages. The major advantages of this study design are cost-
effectiveness in identifying the associations between study variables. It is very cheap and
simple to conduct and the data collection is performed very quickly by “one-shot” interview.

The major disadvantage of this study was inability to identify causal relationships (33).



2.2 Study population

The target population was adult MI patients.

The study population consisted of the MI patients who meet the following inclusion
and exclusion criteria:

Inclusion criteria:

e Patients with first acute myocardial infarction who were treated at the Yerevan
Institute of Cardiology within the period 2007-2008

e Patients with the age of 18-70 years

e Patients who can speak and understand Armenian

Exclusion criteria:

e First MI patients who have Lerish's syndrome (vascular complications)
e Patients with articular complications
e Patients at the time of the study who were out of country
e Prisoners
Rationale for choosing the study population
Patients with Lerish’s syndrome or with articular complications are excluded because their

conditions would not allow them to adhere to PA regimens (34).

2.3 Study settings
The study was based on patients registered at the Yerevan at the Institute of

Cardiology, which is located in Zeytun district.

2.4 Sample size
Sample size calculations were based on computations in Epilnfo for cross-sectional
studies (35), with assumptions including 5% of type one error o and .80 for Power. The third

research question was used, specifically for the factor of fear that physical activity may lead



to recurrent M1 with the outcome of adherence to physician’s instructions for physical
activity; those reporting fear of physical activity were assumed to consist of 30% of all
participants and that 10% of those adhere to instructions for physical activity. Those without
fear (70% of all participants) were assumed to adhere to instructions at a rate of 40%. These
assumptions were in part based on literature previously cited. Sample size calculations
produced a sample size of 93 with adjusted for non-response of 10%, producing a final

sample size of 103.

2.5 Sampling methodology

Systematic random sampling was conducted to select the sample of patients to be
interviewed by telephone using the sampling frame of MI patients enrolled at the Yerevan
Institute of Cardiology, based on the exclusion and inclusion criteria. The sampling frame

was the list of all MI patients at the Institute of Cardiology.

2.6 Study instrument

The survey questionnaire was designed and adapted from an existing standard
questionnaire (International physical activity questionnaire, November 2002 long last 7 days
format) (36). Additional questions were added to more-completely answer the research
questions. The study instrument had three major domains: 1) physicians' instructions for
physical activity, 2) socio-demographic questions (such as age and educational level) and 3)

behavior and psychological factors (including smoking status and fear towards PA).

2.7 Data collection
Telephone-based interviews were performed by two interviewers from the 5th to the

20th of June 2009. Each interview lasted from 10 to 15 minutes.



2.8 Data coding

The outcome variables of the study are the level of adherence to physicians'
instructions for PA (poorly=1, fairly=2, well=3) and the proportion of patients reportedly
receiving instructions for PA (Table 1). The adherence score to physicians' instructions for
PA was created based on the means of six physical activities types such as walking, running,
weight lifting, swimming, gardening, and working capacity. As the result according to the
natural break the cut point for adhering poorly, fairly and well was between 1.00 to 2.20, 2.25
to 2.75 and 2.80 to 3.00 respectively. However in bivariate and multivariate logistic models
adherence score to physicians' instructions was categorized into two categories (fairly/well)
2.25t0 3.00 as a better adherence and 1.00 to 2.20 as a poor adherence in order to handle
distribution of independent variables with statistical limitations. Based on natural break, the
participants' age was divided into two categories: 42-54 years and 55-68 years. Body Mass
Index (BMI) was calculated by dividing body mass by height squared (kg/m?). A BMI of less
than 25 kg/m” was classified as normal weight, from 25 kg/m” and higher as
overweight/obesity weight. Highest educational level was coded as university/postgraduate,
college and the lowest educational level was coded as a secondary school completed or not
completed. For SES, the sample was divided into 2 groups: less than or equal to 50000 and
greater than 50000 AMD's. Participants also reported about their beliefs towards PA, in
which the variable was collapsed into three categories: agree, neither agree nor disagree and
disagree.
Self-perceived health status of participants was coded into 3 categories: good, fair and poor.
Social support was coded into two categories: first category included any family members or
best friends, with the second category including neither support from family members nor
best friends. Some variables were collapsed because of small numbers in some cells did not

allow statistical testing.



3. ETHICAL CONSIDERATIONS

The study was approved by the Institutional Review Board of the American
University of Armenia. Participants of the study were provided oral consent before starting
the telephone-based interview. The interviewees were informed about the purpose of the
study, expected risks or discomforts and benefits from participation. The only discomfort for
the interviewees was the time spent on the interview. Participants were informed about the
confidentiality of data collection procedures and the voluntary nature of the study. The list of
information on names and phone numbers was kept in separate locked room to which only
the head nurse of the department and the study's student investigator have access. This list
was linked with the survey data form by an identification number with no personal identifiers
included on the form itself. All reporting of the results were in aggregate form. The list with
personal identifiers and the data forms will be destroyed after 6 months following the study

termination. There are no risks and no direct benefits for participants.

4. DATA ANALYSIS

Data entry and recoding was being done by the SPSS 11.0 statistical package. All
univariate statistical, bivariate and multivariate analysis was performed by means of the SPSS

11.0 software package.

5. RESULTS
5.1 Response Rate Calculation

A total of 110 interviews were completed out of 135 attempts (with 10 refusals, nine
wrong numbers and six persistently busy lines), producing a response rate of 81% (110/135);
the response rate was computed as the percent of completed interviews out of the total

number of attempts based on the sampling frame.



5.2 Socio-demographic Data

Of the 110 completed interviews, 82.7% (91/110) were males and 17.3% (19/110)
were females (see Table 2). The mean age of the participants was 55 years old with a
standard deviation of six years. Out of all participants, 5.5% (6/110) had not completed
secondary education , 15.5% (17/110) had complete secondary education with no further
education , 35.5 % (39/110) were college graduates and 43.6 % (48/110) had higher levels of
education (institute, university and post graduate). The percent for higher levels of education
was higher than expected; according to the 2001 census, only 27% of the Yerevan population
had higher levels of education (37). More than half of the study population was employed
51.2% (57/110), very similar to the 2001 census of 52.0% of employment among adults in
Yerevan (37).
A little more than three-quarters of the study population, 75.5 % (83/110), reported monthly
household expenses from 50,001 to 200,000 AMD, 15.4 % (17/110) reported expenditures of
25,000 to 50,000 AMD per month and only 9.1 % (10/110) reported spending more than
200,001 AMD monthly (Table 2).

Results are reported separately in distinct section. Results for the analyses of the first
outcome variable (level of adherence to physicians’ instructions for PA) are provided in
section 5.3. Results for the analyses of the second outcome variable (receiving instructions

for PA) are provided in section 5.4.

5.3 Bivariate analyses results with the primary dependent variable of “level of adherence to

physician’s instructions for physical activity” and independent factors

Based on the results, 21.8% (24/110) of the study population reported adhering
poorly, 52.7% (58/110) reported adhering fairly and 25.5% (28/110) reported adhering well
to physicians' instructions for PA. Out of all independent factors, only four bivariately were

statistically-significantly associated with level of adherence to physicians' instructions for PA
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(Table 3): 1) age of participants was found to be a statistically significant (unadjusted
p=0.003) — with older patients reportedly adhering better to physician’s instructions for PA
than younger patients, 2) gender was found to be marginally statistically significant
(unadjusted p=0.100) — with male adhering better to the physicians' instructions for PA than
females, 3) tobacco smoking status was identified as statistically significant (unadjusted
p=0.035), where smokers were adhering better to the physicians' instructions for PA than
non-smokers, and 4) finally, fear that PA may cause another Ml was also statistically
significant (unadjusted p=0.003), with those MI patients who did not have fear were adhering

better than those who had fear.

Each of these four factors was also associated with other covariates, which may be
potential confounders for these four factors. Spearman’s non-parametric correlation test was
used to check for colinearity between binary independent variables; as a result none of the
correlation coefficients of the independent variables had coefficients more than 0.4 and -0.4.
Thus, age was associated with self-perceived health conditions of the participant — young
participants have better self-perceived health conditions than older participants (unadjusted
p=0.035). The age of participants was found to be associated with employment status as well
— younger patients were more employed than older p< 0.0005. Gender was associated with
smoking and socio-economic status. The associations between gender and these last two
factors was statistically significant (p<0.0005 and p= 0.005 respectively); males were much
more likely to smoke than women and socio-economic status of females were lower than
males. Smoking status of participants was also statistically significantly (p=0.006) associated
with the type of occupation — more smokers were working manually than non-smokers.
Smoking was also associated with self- perceived health conditions — smokers had worse self-

perceived health conditions than non-smokers (p=0.003).
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The factor fear that PA may cause another MI was associated with both social support and
belief that PA is good for health. Those MI patients who had fear that PA may cause another
MI had more social support than those MI patients who had no fear (p= 0.030). Marginal
statistically significant association was found between belief that PA is good for health and
fear that PA may cause MI (p=0.064). MI patients who did not have fear to PA had more

belief to PA than those who had fear to PA.

In further analysis, a multivariate logistic regression model was used to test the
associations between independent factors and the primary outcome variable poor adherence
to physicians’ instructions for PA, controlling for potential confounding. The factor
adherence to physicians' instructions for PA was categorical (with three categories) variable
in bivariate analysis and dichotomous in sub-analysis with logistic regression. Out of the
independent variables only age and socio-economic status were changed into the continuous

variables; all other factors remained the same as in bivariate analysis.

The covariates which were included in the final multivariate logistic regression were
age, gender and smoking status (Table 5). Covariate were tested in a multivariate logistic
regression if they were near statistically significant with the outcome variable in bivariate
analysis. Covariates were retained in the final model if they had statistical significance
(p<0.05), borderline statistical significance (p<0.10), or were substantial confounders for
these variables. Out of the covariates included in the final model, age was found to be
statistically significantly associated with the level of adherence to physicians’ instructions for
PA (adjusted OR=1.12, p=0.009) and current smoking status was found to have borderline
statistical significance (adjusted OR=2.91, p=0.072). Gender substantially confounded
smoking, tested by removing (OR for smoking=3.70, p=0.017 adjusting only for age) and
including gender (OR for smoking=2.91, p=0.072 adjusting for age and gender), thus was

retained in the final model. The Hosmer-Lemeshow goodness-of-fit test was run to test if the
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covariates in the final model for the first outcome variable — level of adherence to physicians'
instructions- fits the logistic regression adequately. The result was equal to a non-significant

p=0.61, indicating that model is a good fit.

5.4 Bivariate analyses results comparing independent factors with the secondary
dependent variable “Number of MI patients reportedly receiving instructions for PA from
their physicians”

Out of the entire study population, 72.7% (80/110) reported that they received
instructions for physical activity from their physicians, with only 27.3% (30/110) of
participants not reporting receiving such instructions. However, the follow-up questions
triggered the memory of those 27.3%, indicating that they did receive some instructions from
their physician for PA; out of six PA domains in the study instrument, the mean number of
domains where physicians provided instructions on PA for those participants who had
initially reported receiving no instructions on PA, was 2.43 as compared to 3.12 for those

who had initially reported receiving instructions (not on table).

Out of all study variables, two were statistically significantly associated and one was
marginally statistically significantly associated with the second dependent variable receiving
instruction for PA from their physicians in bivariate analysis (Table 4). In the bivariate
analysis, age statistically significantly (unadjusted p=0.003) increased the likelihood of
reporting NO instructions, along with older MI patients (55-68 years-of-age) as compared to
younger MI patients (42-54 years-of-age). The factor self-perceived health condition was also
statistically significant (unadjusted p=0.015). Those MI patients who had better self-
perceived health conditions reported receiving instructions for PA from physicians more
often than those who had poor self-perceived health conditions. Gender had border-line
statistically significant for receiving instructions for PA (unadjusted p=0.087). Males
reported receiving instructions on PA more often than females.

13



Based on these bivariate results, these factors were included in a multivariate logistic
regression model along with potential confounders to clarify the associations between these
three independent variables and the second dependent variable receiving instruction for PA

from their physicians (Table 6).

In this final model only age was found to be statistically significantly associated with
receiving instructions for PA from their physicians (adjusted OR= 0.90, p=0.028). The other
variables in the final model were included for their confounding effects. A Hosmer-
Lemeshow goodness-of-fit test statistic was equal to a non-significant p=0.65, indicating that
the elected final model for the outcome receiving instructions for PA was a good fit for

logistic regression.

6. DISCUSSION
First outcome variable — level of adherence to physicians instructions for PA

The current study examined the prevalence of adherence, factors associated with
adherence to physicians' instructions for physical activity and factors associated with
receiving instructions from physicians for PA by MI survivors. There is no cardiac
rehabilitative program in Armenia and rehabilitative PA is promoted only through physicians'
instructions; it is important to know the profile of non-adhering patients to physicians'
instructions for physical activity and the factors which lead to poor adherence to these
instructions for PA for the protection of the public health of MI survivors.

Adherence to physicians' instructions for physical activity depends on two major
interdependent variables, physician and patient factors (38). Accordingly, further discussions
of findings are related to these factors.

The current study revealed that 21.8% (24/110) of the study population reported
adhering poorly, 52.7% (58/110) reported adhering fairly and 25.5% (28/110) reported
adhering well to physicians' instructions for PA. According to the Eurobarometer large Scale
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Healthy Population studies, the level of adherence for recommendations of physical activity
was 66% among European Union countries; almost the same figure was observed (63%) for
adherence to physical activity recommendations among Swedish adults (39, 40). Other research
suggests that the prevalence of adherence to physical activity regimens in various countries
fluctuates from 31.7% to 61.7% among patients who are seeking care at tertiary hospitals (41).
These estimates are similar to the findings from the current study of MI survivors. However a study
on compliance for taking prescribed medications conducted in Nork Marash Medical Hospital
found that compliance rates for following physicians’ instructions for taking medication was 69%
(42). Adherence for following instructions for PA from physicians by MI patients in the current
study was relatively similar, with 53.7% reportedly adhering fairly and another 25.5% adhering
well. The compliance for taking medications study found that 8.1% of study participants reportedly
perceive their health condition as fair or poor, as compared with the findings of this current PA
adherence study where 71.8% of study participants reportedly had fair health condition and 6.4%
with poor health condition. This may be explained by the fact that shortly after stent or CABG
procedures, patients feel much improved, whereas MI patients can have protracted periods of
feeling poorly. The medication compliance study also found that more risk factors decreased
compliance, whereas in the current PA adherence study of MI patients, more risk factors increased
adherence. The perception of patients towards medications as compared to physical activity may
differ, influencing their adherence or compliance to directions; this open question requires further
study.

Out of the independent variables which were tested in a multivariate logistic regression
model, adjusting for confounders, with the primary outcome variable of level of adherence to
physicians' instructions, age was found to be statistically significantly associated and smoking with
borderline statistically significantly associated with adherence to physicians’ instructions for PA

(adjusted OR=1.12, p=0.009 and adjusted OR=2.91, p=0.072 respectively); one year increase
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in the age of patients on the average increased the odds of adhering to physicians’ instructions by
12%. Current smoking increased the odds for adherence to physicians’ instructions for PA by
almost threefold. According to the published literature, those CHD patients with more risk factors
(such as smoking and age) for recurrent adverse events are more adherent to physicians’
instructions for PA than those CHD patients with fewer risk factors (43, 44). A study of adherence
to heart-healthy behaviors among patients with coronary heart disease found that the highest age
quintile was associated with improved adherence to physical activity (45). The findings of this
current study, which showed that older patients were adhering better than younger and smokers
were more likely to adhere to instructions than non-smokers, was consistent with this general trend
in the published literature.

Second outcome variable — proportion of receiving instructions from physicians for PA
among MI Patients

Findings presented in this section cover physicians' advice to Ml patients for PA.
Health professional counseling their patients about physical activity protects the health of
these patients. Physicians' advice to exercise has been shown to increase the duration of
physical activity (46). Good adherence to physicians' recommendations for PA is consistently
associated with better health outcomes (47, 48).

According to the study findings, 72.7% (80/110) reported that they received
instructions for physical activity from their physicians and only 27.3% (30/110) of
participants reported not receiving such instructions. Based on one study, 99% of U.S.
patients reported receiving instructions for PA from their physician (49). From another study,
during check-up visits 56% of all patients were asked about their physical activity and only
34% reported receiving any instructions for PA (50). The findings of current study suggest
that the most common recommendations by physicians in the Institute of Cardiology in

Armenia were given on walking, weight lifting and working capacity. A total of 91.8%,
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82.7% and 70.0% of the study population reported receiving instructions on walking, weight

lifting and working capacity respectively.

Out of all variables tested in multiple logistic regression, age was found to be the only
statistically significantly associated covariate with the second outcome variable of receiving
instructions for PA from physicians (adjusted OR=0.90, p=0.028). This indicated that one
year increase in age on average decreases the odds of reportedly receiving instructions by
10%. In other words older MI patients were less likely to recall receiving instructions for PA
from physicians than younger MI patients. However, in contrast when older patients reported
receiving instructions from their physician, they adhered better to these instructions than
younger patients. It is possible that older patients may have received instructions for PA from
their physician, but were less likely to recall those instructions because of their advanced age.
Another explanation may be related to physicians’ tendency to more often provide
instructions to younger patients than older patients. In other countries, findings have shown
that 22% to 48% of older people received instructions for PA from their physicians (51).
Literature also suggested that physicians are more likely to counsel younger patients for PA
than older patients (52). In addition, according to the literature, patients with more risk
factors (other than age) are more likely to receive instructions for PA than those patients with
fewer risk factors for health (53); if younger MI patients had more risk conditions (other than
age) than older MI patients, then this would further provide an explanation for this

association.

7.STUDY LIMITATIONS

A study by Kjaer et al. suggested that indicators for adherence may be somewhat
susceptible to bias (54). In this study, the factors adherence to physicians' instructions and
receiving instructions from physicians were both based on patient recall, which could be a

source of some recall bias.
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In addition, the present study was cross-sectional in design, where temporality between
dependent and some independent variables could not be determined. Finally, there might be

some unknown confounders, which were not adjusted for during the analysis.

8. CONCLUSIONS AND RECOMMENDATIONS

More than half of the study population reportedly adhered fairly to physicians’
instructions, with roughly equal numbers of the rest divided between adhering poorly and
adhering well. The factors found to be associated with the level of adherence to physicians'
instructions were age and smoking status. In the literature, age is a consistent predictor of
adherence to physicians' recommendations for PA. Surprisingly, smoking status was found to
be positively associated (borderline statistical significance) with the level of adherence to
physicians' instructions for PA. Study findings suggest that those M1 patients who have more
risk factors were reportedly adhering better to physicians' instructions for PA than those MI

patients with fewer risk factors.

A little more than a quarter of the patients reported not receiving instructions for PA
from their physician. The only factor, which was associated with receiving instructions for
PA was age. More often older patients reported receiving no instructions for PA from their
physician than younger patients. This could be due to recall problems by older patients or it
is also possible that physicians counseled younger patients more often.

In addition to verbal instructions from physicians concerning PA for MI patients,
written instructions for supporting PA adherence (for example, instructions for PA written in
discharge forms) would further improve adherence for cardiac rehabilitation among MI
patients; these written instructions, with possible follow-up by physicians, would further
assure that older patients would receive and recall receiving instructions from their

physicians. Moreover, to increase adherence by patients with fewer risk factors, physicians
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should emphasize the importance of adherence to PA for all patients. Follow-up programs
outside of the medical institution to support patients in adherence to these instructions would
potentially to lower the rates of complications, reducing the risk of recurrent MI’s and to
prolong life. Finally, it is important to conduct further studies to better understand the
dynamics of these factors in adherence and to design effective programs and interventions to

meet these needs.
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APPENDIX 1. TABLES

Table 1. Code list of all study variables

Dependant variable

Variable Mode of measurement Scale
Adherence to physicians’ How well are you following | Ordinal
instructions for PA physicians' instructions for | poorly/fairly/well

PA?
1= poorly (1.00-2.20)
2= fairly (2.25-2.75)
3= well (2.80-3.00)

1=poorly (1.00-2.20)
2=well (2.25-3.00)

Dichotomous
poorly/well

Number of people who

Do you recall that your

Dichotomous

recalled receiving physician give you 1=Yes, 0=No
instructions for PA from instructions for PA?
physicians
Independent variables
Variable Mode of measurement Scale
Age What was your age on your | Continuous
last birthday? -
Gender Dichotomous

Males=0, Females=1

Educational level

What is your level of
education?

Ordinal

1= Incomplete / Complete
secondary

2= College (2 years)

3= Institute/ university/
Postgraduate

SES

On average how much money
does your household
spend monthly?

Dichotomous

1= Below 25 000
drams/25,001 to 50,000
drams

2=150 001 to 200 000 drams/
More than 200 001 drams

Work occupation

Are you occupied?

Dichotomous
1=Yes, 0=No

Marital Status

What is your marital status?

Nominal

1= Single
2= Married
3= Divorced
4=Widowed

Belief towards PA

Please indicate if you strongly
agree, agree, neither

agree nor disagree, disagree,
or strongly disagree with

the following statement:

Ordinal

1=Strongly agree /Agree
2= Neither agree nor
disagree

3= Disagree/Strongly
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Physical activity is beneficial
for health

disagree

Smoking status

Are you currently smoking?

Dichotomous

1=Yes, 0=No
Self-perceived health Which of the following best Ordinal
status describes your health 1= very good/good
today? 2= fairly
3=bad
BMI What is your weight/height? Continuous
Weight/height2 score Dichotomous
1=<18.5-24.99
2=25.0>30
Fear to PA Are you afraid currently that | Dichotomous
1=Yes, 0=No

PA might cause MI?

Social support

Is there anybody who can help
you to adhere to physicians
instructions' for PA?

Dichotomous
I=all family members i.e.
wife, husband, son, daughter
and e.c. also best friends
2= Neither family members
nor best friends
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Table 2. Descriptive Characteristics of the Study Population

Characteristics Categories Percent (Count) or Mean*
Level of adherence to Poorly 21.8% (24)
physicians' instructions for Fairly 53.7% (58)
PA Well 25.5% (28)
Recall that your physician Yes 72.7% (80)
gave you instructions for No 27.3% (30)
PA?
Age 55 *
Gender Male 82.7% (91)
Female 17.3 % (19)
Education Secondary
Incomplete 5.5% (6)
Complete 15.5% (17)
College graduate 35.5% (39)
Institute/university/post 43.6 % (48)
graduate
Employed? Yes 51.8 % (57)
No 48.2 % (53)
Household monthly 25000-50000 15.4 % (17)
expenses 50001-200000 75.5 % (83)
>200000 9.1 % (10)
Marital status Single 4.5% (5)
Married 86.4% (95)
Divorced 4.5% (5)
Widowed 4.5% (5)
BMI <25 28.2% (31)
>25<30 54.5% (60)
>30) 17.3% (19)
Self-perceived health Good 21.8% (24)
condition Fair 71.8% (79)
Bad 6.4% (7)
PA is good for health? Agree 53.6% (59)
Neither agree nor disagree 39.1% (43)
disagree 7.3% (8)
Fearful that PA can cause | Yes 53.6% (59)
another M1? No 46.4% (51)
Smoking tobacco? Yes 44.5% (49)
No 55.5% (61)
Social support None 30.9% (34)

Family members, best friends

69.1% (76)
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Table 3. Bivariate chi square analysis with first outcome variable

Independent variables The level of adherence to physicians’ P value*
instructions for PA, %(count)
poorly fairly well
Age 31.3(15) 58.3(28) 10.4 (5)
42-54 0.003
5568 14.5(9) 48.4(30) 37.1 (23)
Gender 18.7 (17) 53.8 (49) 27.5 (25)
Males 0.100
Females 36.8 (7) 47.4 (9) 15.8 (3)
Education level 21.7 (5) 47.8 (11) 30.4(7)
Secondary Complete/Incomplete 20.5 (8) 487 (19) 30.8(12) 0.723
College graduate
Institute/university/post-graduate 22.9(11) 58.3(28) 18.8(9)
Employment status 24.6 (14) 50.9 (29) 24.6 (14)
KIES’ 189(10) | 54.7(29) 26.4 (14) 0.770
Household monthly expenses 17.6 (3) 52.9(9) 29.4 (5)
<50.000 0.868
~50.000 22.6 (21) 52.7 (49) 24.7 (23)
Smoking status 12.2 (6) 65.3 (32) 22.4 (11)
;(e)s 205(18) | 426(26) | 27.9(17) 0.035
BMI 29.0 (9) 48.4 (15) 22.6 (7)
<25 (normal) 200(12) | 533 (32) 267 (16) 0.827
>25<30 (overweight)
>30 (obese) 15.8 (3) 579 (11) 26.3 (5)
Belief that PA is good for health 22.0 (13) 45.8 (27) 32.2(19)
Agree , 20909 | 65.1(28) | 140(6) | 929
Neither agree nor disagree
disagree 25.0 (2) 375 (3) 37.5 (3)
Fearful that PA may cause Ml 203 (12) 66.1 (39) 13.6 (8)
;\{If)s 235(12) | 373(19) | 39.2(20) 0.003
Self-perceived health condition 33.8(8) 54.2 (13) 12.5(3)
1?0,0‘1 17.7(14) | S19(41) | 30424 | 029
air
Bad 28.6 (2) 57.1 (4) 143 (1)
Social support 26.5(9) 47.1 (16) 26.5(9)
None 0.668
Family members and best friends 19.7.(15) 333 (42) 25.0(19)

*Based on Chi square test
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Table 4. Bivariate chi square analysis with second outcome variable

Independent variables Number of MI patients who reported P value*
receiving instruction for PA from their
physicians, % (count)
Yes No
Age 87.5 (42) 12.5 (6)
42-54 0.003
5568 62.9 (39) 37.1 (23)
Gender 76.9 (70) 23.1 (21)
Males 0.087
Females 579 (11) 42.1 (8)
Education level 73.9 (17) 26.1 (6)
Secondary Complete/Incomplete 66.7 (26) 333 (13) 0.420
College graduate
Institute/university/post-graduate 79.2 (38) 20.8 (10)
Employment status 73.7 (42) 26.3 (15)
Ef)s 73.6 (49) 26.4 (15) 0991
Household monthly expenses 70.6 (12) 29.4 (5)
<50.000 0.756
~50.000 74.2 (69) 25.8 (24)
Smoking status 75.5 (37) 24.5(12)
Yes 0.689
No 72.1 (44) 279 (17)
BMI 77.4 (24) 26.6 (7)
>25<30 (overweight)
>30 (obese) 78.9 (15) 21.1 (4)
Belief that PA is good for health 79.7 (47) 20.3(12)
Agree , 69.8 (30) 30.2 (13) 0.154
Neither agree nor disagree
disagree 50.0 (4) 50.0 (4)
Fearful that PA may cause Ml 72.9 (43) 27.1 (16)
N 745 (38) 255 (13) 0847
Self-perceived health condition 70.8 (17) 29.2 (7)
Good 785 (62) 215 (17) 0.015
Fair
Bad 28.6 (2) 71.4 (5)
Social support 67.6 (23) 32.4(11)
None 0.340
Family members and best friends 76.3 (58) 676 (23)

*Based on Chi square test

29




Table 5. The final multivariate logistic model for the first outcome variable - the level of
adherence to physicians’ instructions for PA

Covariates Adjusted p-value
Odds Ratio (OR)
Age 1.12 0.009
Gender
Male 1.00
Female 0.49 0.255
Current smoking status
No 1.00
Yes 291 0.072

Table 6. The final multivariate logistic model for the second outcome variable - the
proportion of Ml patients reported receiving instructions for PA from their physicians

Covariates Adjusted p-value
Odds Ratio (OR)
Age 0.89 0.023
Current smoking status
No 1.00
Yes 0.52 0.626
Self-perceived health
condition
Good 1.00
Fair 2.72 0.111
Bad 0.21 0.108
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APPENDIX 2. QUESTIONNAIRE (ENGLISH AND ARMENIAN)

Questionnaire

ID

Date of the interview (Day/Month/Year)
Start time of the interview (Hour/Minute)
End time of the interview (Hour/Minute)

Well, now we will speak about following to physicians' instructions for Physical
Activity, consider Physical Activity as at least being 10 minutes whether in moderate or
vigorous motions, such as washing a car/ window or shoveling the snow respectively.

Check only one option that applies(refers to all questions)

1. Have you ever had a Myocardial Infarction?
1.0Yes, 0.0No, 90.0Don't know, 99.0Refusal (if "NO" stop the interview)

2. Do you recall your physician giving you instructions on Physical Activity?
1.oYes, 0.0No, 90.0Don't know, 99.0Refusal

3.1 Has your physician ever given you instructions on *"Walking"'?
1.0oYes, 0.0No, 90.0Don't know, 99.0Refusal

3.2 What exactly did your physician tell you about walking?

3.3 How well are you following the instructions on walking?
1.oPoorly, 2.0Fairly, 3.0Well, 90.0Don't know 99.cRefusal,

3.4 Has your physician ever told you to walk no more than 5 km.
1.o0Yes, 0.0No, 90.c0Don't know, 99.0Refusal (if "yes" skip question 3.5)

3.5 How many km exactly did your physician tell you to walk?

3.6 How well are you following the instructions on walking no more than X km?
1.o0Poorly, 2.0Fairly, 3.aWell, 90.0Don't know, 99.0Refusal

4.1 Has your physician ever given you instructions on ""Running"'?
1.oYes, 0.0No, 90.0Don't know, 99.0Refusal
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4.2 What exactly did your physician tell you about running?

4.3 How well are you following the instructions on running?
1.oPoorly, 2.0Fairly, 3.0Well, 90.0Don't know, 99.cRefusal

5.1 Has your physician ever given you instructions on ''Lifting""?
1.oYes, 0.o0No, 90.c0Don't know, 99.0Refusal

5.2 What exactly did your physician tell you about weight lifting?

5.3 How well are you following the instructions on weight lifting?
1.0Poorly, 2.0Fairly, 3.0Well, 90.0Don't know, 99.0Refusal

5.4 Has your physician ever told you to do any weight lifting no more than 5kg?
1.o0Yes, 0.0No, 90.0Don't know, 99.0Refusal (if "yes" skip question 5.5)

5.5 How much kg exactly did your physician tell you to lift?

5.6 How well are you following the instructions to do weight lifting no more than 5kg?
1.0Poorly, 2.0Fairly, 3.0Well, 90.0Don't know, 99.0Refusal

6.1 Has your physician ever given you instructions on *'Swimming"'?
1.0oYes, 0.0No, 90.0Don't know 99.0Refusal

6.2 What exactly did your physician tell you about swimming?

6.3 How well are you following the instructions on swimming?
1.o0Poorly, 2.0Fairly, 3.aWell, 90.0Don't know, 99.0Refusal

7.1 Has your physician ever given you instructions on "Working''?

1.0oYes, 0.0No, 90.0Don't know, 99.0Refusal

7.2 What exactly did your physician tell you about Working?

7.3 How well are you following the instructions on Working?
1.0Poorly, 2.0Fairly, 3.0Well, 90.0Don't know, 99.0Refusal

8.1 Has your physician ever given you instructions on "Gardening''?
1.oYes, 0.0No, 90.0Don't know 99.0Refusal

8.2 What exactly did your physician tell you about gardening?

8.2.1 Do you have a garden?
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1.o0Yes, 0.0No, 90.0Don't know 99.0Refusal (if No go to question 9)

8.3 How well are you following the instructions on gardening?
1.oPoorly, 2.0Fairly, 3.0Well, 90.c0Don't know 99.cRefusal

Note: In case of all "NO" answers on questions x.1 stop the interview

9.1 What else did your physician tell you to do?

9.2 How well are you following the instructions on that?
1. oPoorly, 2. oFairly, 3.0Well, 90.0Don't know, 99.0Refusal

10.1 Has your physician ever told you to come for checkups once a month?
1.0Yes, 0.0No, , 90.0Don't know 99.0Refusal (if "yes™ skip question 9.2)

10.2 What exactly did your physician tell you about how often to come in for checkups?

10.3 How well are you following the instructions on how often to come in for checkups?
1.o0Poorly, 2.0Fairly, 3.aWell, 90.0Don't know, 99.0Refusal

11.1 Has your physician ever given you instructions on work capacity?
1.0Yes, 0.0No, 90.0Don't know 99.0Refusal

11.2 What exactly did your physician tell you about work capacity?

11.3 How well are you following the instructions on work capacity?
1.oPoorly, 2.0Fairly, 3.0Well, 90.0Don't know 99.cRefusal

Socio-demographic Questions
Now I am going to ask you some questions regarding your age, etc.

12. What was your age on your last birthday? -----------
99. o Refused to answer

13. What is your level of education?

. OIncomplete secondary (up to 8 years)
. 0Complete secondary (up to 10 years)
. 0 College (2 years)

. O Institute/ university (5-6)

. OPostgraduate

6. Other (please, specify) ---------

90. o Don’t know

99. o Refused to answer

DN BN W =
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14. Do you have an occupation?
1.0 Yes

0. oNo (go to question 18)

99. oRefused to answer

15. Is your work manual?

1. o Yes (if yes go to question 17)
0. oNo

99. o Refused to answer

16. Is your work in office environment?
1.0 Yes

0. oNo

99. o Refused to answer

17. What is your occupation?

99. o Refused to answer

18. What is your marital status?
1. oSingle

2. oMarried

3. o Divorced

4. oWidowed

99. oRefused to answer

19. How many people live in your family, including you?

99. oRefusal

20. Circle gender of respondent (Ask only if unable to identify.)
0. oMale

1. oFemale

Questions about anticipated factors:

21. What is your average weight in kg?

90. o0 Don’t know

99. oRefusal

22. What is your average height in cm?

90. o Don’t know
99. oRefusal

23. Are you smoking currently?
I.oYes
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0. oNo (go to question 25)
99.oRefusal

24. On average, how many cigarettes do you smoke in a day?
90. o Don’t know
99. oRefusal

25. Which of the following best describes your health today?
1. o Excellent

2. o Very good

3. 0 Good

4. o Fair

5. oPoor

90.0 Don't Know

99.0 Refused to answer

26. Have you ever been afraid that physical activity might cause a myocardial
infarction?

1. oYes

0. oNO

90. o Don't Know

99. o Refused to answer

27. Are you afraid to do Physical Activity now because it might cause a myocardial
infarction?

1.oYes

0. oNO

90. o Don't Know

99. o Refused to answer

28. Please indicate if you strongly agree, agree, neither agree nor disagree, disagree, or
strongly disagree with the following statement:

Physical activity prevents and prolongs the time period to second heart attack.

1. o Strongly agree

2. OAgree

3. oONeither agree nor disagree

4. o Disagree

5. oStrongly disagree

90.0Don't Know

99.0Refused

29. Is there anybody who supports you to follow the physicians’ instructions for
Physical Activity.

90. oDon't Know
99. oRefused

30. On average how much money does your household spend monthly?
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1. oBelow 25 000 dram
2.1025001 to 50 000 dram
3. 050001 to 200 000 dram
4. oMore than 200 001 dram
90.0 Don’t know

99.0 Refused to answer

This is the end of our conversation.
Thank you very much for your participation

Zupgupbpphl
Swppbpuwldwt hwdwpp
Zugdwl opp op/wdhu/wiwph)
zupgdwt ujhqpp (dud/pnuk)
Zupgdwtt wdwpunp (dud/pnuyk)

U. L] uydl Ylunublip 2bp hahlyurljuts wipnhdnpput Jipwptpyu pdholitnh
hpwhwuqukpht htnkdknit yhu: Shghulwt wlnhynipinit E hwdwpynid wnuu
pnoykhg ny ywljwu gwpdnpujut vhoht Jud pupdp jupjudnipyjui
gnpénnnipniuukp, huisyku ophtiml Ukpkuw (Jubtwy, Anyu dwpnky:

(Fojnp huipgkphb boky Jhuyl B wunnwupnuli)

1. 2kq tppidhgk wjuwnnpnok) Eu upnh Yupywsd?
1.8Uyn, 0.211, 90.82ghwnbkd 99.AUtndnwd (&pk "1 " nunupkgily hupguqgnnygn)

2. tnip hhomd tp, np dkp pdholyp hpwhwqubp Yud ptunpnijghwtp tnw

dhghlujwt wjwnhynipjut Jepupbpjuy?
1.8Uyn, 0.201s, 90.22ghwnkd, 99.8ULpdn1d

3.1 Qtp pdholyn Epplyhgt g k dkq hpwhwqutp “puy bnt” JEpwpkpyuy?
1.Buyn, 0.Eny, 90.Bsghwnbd, 99.EUEpdnid
3.2 Uwutwnpuytu hiy £ QLq wuk) pdholp puy kot JEpupkpyuy?
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3.3 busyku Ep htwnlimd puy kot yEpwptpyuy pdholh hpwhwuqukphu?
l.oJuwn, 2.0uhohly, 3.0Lwy, 90.02ghwntd, 99.0utpdnud,

3.4 2tn pdholp Eppliyhgk wyky k dkq hpwhwuqubp puy by ny wk) puu 5 Yu?
l.owyn, 0.0ny, 90.0sghwnbd, 99.0ubpdnwd (EGplé "uyn’, wuyw wbghk; 3.6 -pn hupghiy)

3.5 Uwutwynpuybu pmth Yd £ wuky 2Ep pdholyp, np wyhwp k puytip?

3.6 busyku Ep htnlunid ns wybkih pwt 5 Yu puyybnt yepupkpyuy pdholjh
hpwhwuqukpht?
l.oJuwn, 2.0uhohly, 3.0Lwy, 90.02ghwntd, 99.0utpdnud,

4.1 Qtp pdholp Epplihgk k) | dkq hpwhwiqukp “quqbiny” JEpupkpyuyg?
1.Buyn, 0.Eny, 90.Bsghwnbtu 99.BULpdnLd

4.2 Uwutwynpuybu huy £ 2kq wub] pdholp Juqgbkint ytpupbpyuy?

4.3 Puyytu Ep htnlinid Juqbint Jepupkpjuy pdhoih hpwhwuqutph?
l.oJuwn, 2.0uhohly, 3.0lwy, 99.0ubpdnid, 90.02ghwnbd

5.1 Qtp pdholp Epplhgt k) k dkq hpwhwiqubp “Swbipnipnit pmpdpugitynt®
Ybpwipbipyuy?

1.Buyn, 0.2ny, 90.Bsghwntd 99.BUtpdnid

5.2 Uwubuwynpuybu hiy | QLEq wubk) pdhoyp dSwhpnipinib pupdpughbkine
Ybpuiptipyuy?

5.3 bPuyytu tp htnnbnid swupnipinit pupdpugubint yepwpkpyuy pdholjh
hpwhwuqukphu?
l.oJun, 2.0udhoht, 3.0Lwy, 90.02qhwnbd 99.o0ubkpdnud,

5.4 2tp pdhoyp Epplpgt k) k dtq hpwhwiqubp “ng wk] pwt 5 §q. Swupnipmiu

pupdpugubint” YEpwpkpuy?
1.Buyn, 0.Bny, 90.Bsqghwnbd, 99.8UEndmd (Cpl "uyn’, www wihghly 5.6 -pg hupghiy)

5.5 Uwutwynpuytu pwth §q k wuby tp pdholip, np wyhwnp L pupdpugity?

37




5.6 Pusytu kp htntnid ny wk) pmt 5 §q. Swbpnipinit pupdpuguknt

Ybpwpbpyug pdholh hpwhwqubpht?
l.oduwn, 2.0udhohty, 3.0Lwy, 90.02ghwnbkd 99.0utpdnid,

6.1 2tp pdhoyp Eppuphgt nyky | dkq hpwhwiqukp “nnny qpunytny” Jepupkpyuy?
1.Buyn, 0.Eny, 90.Bsghwnbtd 99.BULpdnLd

6.2 Uwubuwnpuwybtu hiy E Eq wubk] pdhoyp nnny qpunybtint JEpwpbpyuy?

6.3 Pusytu tp htnnbnd jnnny qpunyknt yEpupkpju) pdholhh hpwhwuqubkpht?
l.oJuwn, 2.0udhohty, 3.0Lwy, 90.02ghwnbkd 99.0utpdnid,

7.1 Qtp pdhoyp Epplhgt k) | dkq hpwhwiqukp “AEkp wpupwwnwiiph” JEpuptipyuy?
1.Buyn, 0.Eny, 90.Bsghwnbtd 99.BULpdnLd

7.2 Uwutwynpuytu hbiy £ 2kq wuky pdholp dkp wphiwnwuph Jepupbpyuy?

7.3 Pusytu kp htntinid dkp wphiwwnwtiph yepwpkpjuy pdholjh hpuwhwqubpht?
l.oJuwn, 2.0udhohty, 3.0Lwy, 90.02ghwnbkd 99.0utpdnid,

8.1 2kn pdholyp tpplhgt Yk k dkq hpwhwiqubp “hnpudwunid wojuwnkint”

Ybpwipbipyuy?
1.Buyn, 0.2ny, 90.Bsghwntd, 99.BUEpdn1d

8.2 Uwubuwnpuytu hy E QLq wuk] pdhoip hnqudwunid wolumwnbkine
Ybpwipbipyuy?

8.2.1 Tnip mukp hnnudwuwyhtt nupwsp ?
1.Bwyn, 0.8ny, 99.B8ULpdnd (Epk 11", www wagihl; 9-pn hupghl)
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8.3 Puyytu tp htnlnd hnnqudwunid wpjawwnkynt Jepuptpjuy pdholh
bpwhwuqukphu?
l.oJuwn, 2.0udhoht, 3.0Lwy, 90.02qhwnbd 99.0ubkpdnud,

Uonud: Lpk ipyb) E "ny" quwnwuppwup jnipupwiisinip x.1 hwupgbpht, wyw
nunuptkgntp hwpguqpnugp:

9.1 Uy his hpwhwqutp kwnydt) 26p pdholyp, npht ykwp L htnbibp?

9.2 byyyhtu btp htwnlinid pdhoyh wy hpwhwhqubphu?
l.oJun, 2.0uhoht, 3.0Lwy, 90.02ghwntd 99.0utpdnid,

10.1 2tp pdholp tpplhgt wnyt) k dkq hpwhwiqutp “wadhup dby whqud uygbbn.
hptu” ?

1.Buyn, 0.Bny, 90.Bsqhwnbd, 99.8 Ukpdnid

10.2 Uwutwynpuytu huy E QLq wuky pdhoyn hpku uyghbint JEpupkpyug?

10.3 Pusyhku Ep htnnbnmd pdholhh hpwhwuqukphtt wdhup X whqud wygh bnt hptu?
l.oJuwn, 2.0udhohty, 3.0Lwy, 90.02ghwnbkd 99.0utpdnid,

11.1 2tp pdhoyp tppuhgk gk k dkq hpwhwiqubp “4kp wojuwwnwiph
pintdwdnipjut YEpwpbpyuy” ?
1.Buyn, 0.Eny, 90.Bsghwnbtd 99.BULpdnLd

11.2 Uwutwynpuybu hs k Qkq wuk) pdhoyp dkp wohimmnwuph phntduénipju
Ybpupbpyuy?

11.3 Puswtu tp htwlinid pdholhh hpwhwuqubtph dkp wouwnwuph
pEntjwbdnipjut Yytpwpbpyuy?
l.oJuwn, 2.0uhoht, 3.0Lwy, 90.02ghwntd 99.0utpdnid,

R. Yingpudhl b unghwi-nidngpuphy hupgkp

12. Fn1p pwuh mupbklub Gp? ...
99.Butpdnid
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13. Npu k£ 2t Yppnipjut dujupgulyp?

1. Bptnph dhotwjupg (10 mupnig yuljuu)
2. Blhotwmljung (10 vnwph)

3. B dhpttwjung dwuttwughnwljut (2 tnwph)
4. @ htunhwuniwn/ hwdwjuwpui (5-6 tnwuph)
5. BhEwnnhundwjht (ghwn. @Lluwsnt)

6. wy] (juungpnid b, np uokp) ---------
90. B 2ghwtd
99. B Ukpdnud

14. dnip wydd wopuwinpmid tp?

1. Buyn
0. Bny (Eptk ny, muyw wuguk) 18— huipght)
99.BUtpdnid

15. 2tp wplumwnwipp $hqhjuljui E?

1. Bwyn, (&plk wyn, wwyw wighly 16-pn hwpghl)
0. Bns

99.Butpdnid

16. 2tp wohtwwnwupp wykih ywwuhy gpuukiyuljuyht E?
1. Buyn

0. Bny

99.Butpdnid

17. Py tp nnip wpjuminnid?

18. ‘Lotip dkp wuntubwjwt jupgquyhdwyp?
1. Budniph

2. Budniubugud

3. B wdntutiwnisus

4. Buynph

99. Bdbkpdnid
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19. Qtp htwn vhwupt pwth dwpy Ewypmd dkp pinwthpnid?

99. Bdbkpdnid

20. 2t uknp? (hwpgily dhuyl shuynbwpkplin nkwypnid)
0. Bwpuljui
1. Bhquljuty

Q. Zupghp Jujiwwnbukjh qgnpéntubph JEpwpkpyuy
YQupnn kp wuby’
21. 2tp dvhohtt pupp?

90. @ sghinbd
99. EUkpdnud

22. 2tn vhghtt hwuwyp?

90. B sghwntd
99. Blbkpdnid

23. knip Sfpunid Lp wyydud?

1. Buyn
0. Bny (&pl ny wwyw whgiky 25 —pn hwipghl)
99.BUtpdnid

24. Opwljul Uhohtt hwpyny pwth uhqupbtwn Ep Sfuniu?
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25. zZhnbyju mupppwljukphg, npt kEjwjugnyp punipuqpnid 2kp wenpewlju
Jh&wlp wyuop?

1. B pwwn uy

2.8y

3. @ pujwpup

4.8 Jun

90.8 sghwntd

99.Butpdnid

26. ‘bip tipplihgh Jujubgh) kp, np phqhljuljul wlnhynpjup qpuntip jupon
upn jupyusp wnwewguk?

1. Bun
0. Bny
90. & sghwnbkd
99. Elbpdnud

27. bul] nip wydd Jujutunid tp, np dhqhijuljut wywhynipjudp qpunybtip jupng
E upunnh jupywsp wnwowmguk?

1. Bun

0. Bny

90. @ sghinbud
99. Eukpdnid

28. "dhqhwulut wnhynipniup jutjuupgbnud b Gpupudqmd |
dudwbwjwhwwnywsép vhish kpypnpn upnh jupduspp™: Zudwdwgh kp wyu
dhujEpydwt htwn:

1. B 1hnyht hwdwduyu b

2. Bhudwduwy B

3. BEndjupwinid bd yuwnwupiwl
4. B hudwduwygt skd

5. B 1hnyht hmdwdwyu sk

90.8 sghwntd
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99.8 Utkpdnid

29. Gu nplik kY, np Qkq oquh hkwnlik) pdholjutph tjwé hpwhwbqutpht
$hqhjuljut whinpynipyub Jepwpkpyu?

90.8 sghwntd
99.8 Ukpdnud

30. Uhgohtt hwoyny wdukjwb nppwl gnudwn k swpunid QEp pinwthpp?
1. Bny wykjh pwt 25 000 npud

2.1 25 001 - 50 000 npul

3. @50 001 - 200 000 npu

4. Bwuykih pwtt 200 001 npud

90.8 sghwnbd

99.8 Ukpdnud

Uw huipguqpnygh Jtpet k:
Cunphwljumpini Qtp dwubwlgnipju hwdwp b Zwgnnnipnti:

43



APPENDIX 3. CONSENT FORM (ENGLISH AND ARMENIAN)

CONSENT FORM TEMPLATE

Title of Research Project: A study of adherence and factors associated with adherence to
physicians' instructions for physical activity among patients with first-time acute Myocardial
Infarction.

Explanation of Research Project:

Hi, I am Mikhayil Melikov, a student of Public Health Department of the American University of
Armenia. As a part of my course requirements The American University of Armenia is
conducting a study concerning adherence to physicians' instructions for Physical activity among
Myocardial infarction patients at the Institute of Cardiology in Yerevan. You are chosen to
participate in this study since you were registered in the Institute of Cardiology within the period
2007-2008. You were selected randomly from the list of all Myocardial Infarction patients
treating in the Institute of Cardiology. I would be very grateful to you if you answer some
questions about your adherence to physicians' instructions for physical activity that [ am going to
ask. The interview will take from you approximately 15 minutes. Any information that you
provide will be coded, held anonymous and will not be linked to your phone number. There is no
risk to you. You will not receive any financial or other benefits for participation in this study.
Your participation is very important and valuable for the investigation and hopefully it will help
to promote physical activity as a cardiac rehabilitation program among Myocardial Infarction
patients of the Yerevan. Your participation is voluntary. You can refuse to participate as well as
you can refuse to answer any question you do not want to answer. Also you can interrupt the
conversation whenever you want and there will be no negative consequences for you and it will
not jeopardize future medical care. If you feel that you have been treated unfairely during this
study you should contact Yelena Amirkhanyan, chair of Departmental IRB at (010)512592.
For more information you can contact Varduhi Petrosyan, Associate Dean, Colleage of
Health Sciences: (010) 512564, e-mail: vpetrosi@aua.am or Mikhayil Melikov, studies'
student investigator: (094) 077739; (010)563312, e-mail: mikhayil melikov@edu.aua.am.

Thank you in advance. Do you have any questions?

So, would you like to participate?
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Puttmynp mnuljugdwmu al

Mundtwuhpoipjut wadwiunidp: Zujnbwpbpt] upnh upyuwsny whdwbg
pwbwljp, npnup hinbnud kb pdhljubph hpwhwqubpht $hghjuljut wjnhynipjui
JbEpwpbpuy b yipohth htinn wujwdwtynpywsd gnpdnutippn:

NMunudtwuhpnipjut puhwunip punipwghpp

Puipli-dkq, Gu Uhluwyh) Ukhpndubd, Bu unynpnid Bd Zujwunwuh Udkphljjut
Zudwupuith Zupuyhtt wpnpwyuwhmpjut pwlnynbnnid: Pd ntunidbwljui
wuwhugubph hwdwdwyt Zujwunwh Udkphljjut Zudwjwuwputp
hpwywbwginid £ ntumdtwuhpnipinit Gphwth Ywpnhninghwh buunhwnninind
upunh jupywény nunwunn wtdwbg htnbdtp pdhljubph hpwhwuqukpht
dPhqhjulut wnhynipjut Jepupbpuyy: kq ptnpl) Bt yuunwhwljwt ujqpniupny
2007-2008pp. EpuwthYwpnhninghwjh Paunnhwnninnid gqpuugdws upnp
Jupywsdny wpnnpnydws wudwig gniguljhg: Gu pwwn sunphwljwy Yihtubgh, tpk
nnip jupnqubw)p yquwnwupiwuk) vh pwith hwpgh, juyus 2Ep dhghulju
wljnhynipjut yepwupkpyu) pdholutkph hpwhwuqubpht hbnbkdinit whu:
Zupguqpnigp kquithg juyywhwieh dnnnwynpuybu nwubiphhtig pnyk:
Swiljugwué mbnkjwwnynipiniy, npp pnip jupudwnptp Yowsjugnpyh,
Jywhywigh tpw whwbuntunipintup b juy sh muktw Ep hipwjunuwhwdwnph
htn, Qtp dwutwlgmpniup hwupgdwnp nhuly sh Ypknt QEp hwdwp: Zupgdwup
dwutiwljglnt hwdwp pnip nplk $httwbvwjuts jud wyy owh skp unnwbwnt: Qtp
dwubwljgnipnitp s Jupbnp b wpdipudnp £, wyt pny; furnw ntunidbwuhpty b
tyuwuwnb] upnh jupydws niitgnn dupnpjutg Unin hqhjuljut wjnhynipjuie
Uhongutinny upinnwyhtt Jhipujuiuqdwin: Ep dwubwlgnipniup judwynp k, b
nnip jupnn tp dkpdl] hmpgdwip dwutwlgl) puinhwiupuybu, htyybu twb
syyunuuuwil) guujugws hwipgh, nphtt nnip hwpdwp skp gununid
yuwwnwupiwmk): nip Jupng bp nunupkgubk] hwpguqpnygp gmujugus wwhht'
wnuwig Qtq hwdwp npbt puguuwljut hEnmbwupubph b 2Ep htnnwqu pnidnudp ny
uh duiny sh ninidh nputhg: Gph ntunidtwuhpnipjut sppwtwljutipnid nnip qqugky
tp, np QbLp tjundwdp Jupyl) b ny wpnupugh jEpyny, wmyw nhdbkp
Qhunwhtnnwgnuuljut Ephljujh Zwtdtwdnnnyh quphs’ Gihutw Udhpjowiywuhl,
htwnlw) hwuglkng (010)512592. Lwijunpnp sunphujunipinit U hwjnunud:
U4tk h dutipudwut nhkntlnipjiuutph hwdwp jupnn tp ghut] Unnpouwwywhwljut
ghuinipjniuittiph pnjtkoh thnpupkjwt’ dwpgnihh MEnpnuywuthi, (010) 512564, e-
mail: vpetrosi@aua.am jud niuntdtwuhpnipjut ntuwbing-thnpdwgbn’ Uhpawghy
Uthpnyht (htud), (094) 077739, e-mail: mikhayil melikov@edu.aua.am.

Upmynp niubp npbk wupqupudwt uphp/hwupgbp?: Upngynp nnip Yniqtugp
dwutiulgl) wyju hupgudwn?:
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