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@ @ Abstract

According to the World Health Organization, approximately 1.28 billion individuals
aged 30 to 79 years suffer from arterial hypertension. A critical factor in disease
management and reducing the risk of complications is patient adherence to therapy;
however, up to 66% of patients do not comply with the prescribed treatment
regimen. The aim of this review is to identify the primary factors influencing non-
adherence to treatment among patients with arterial hypertension.

A literature search was conducted using the PubMed, Google Scholar, Scopus, Web
of Science, and The Lancet databases. Studies and reviews published in the last 10
years in both Russian and English were included.

The analysis revealed that adherence to hypertension treatment is a multifactorial
process influenced by sex, age, the number of antihypertensive medications taken,
presence of comorbid conditions, lifestyle, income level, place of residence, and
social support. Women demonstrate higher adherence levels compared to men, and
elderly patients more frequently comply with the prescribed therapeutic regimen. In
low-income countries, socioeconomic factors play a significant role, including low
awareness of the disease and its complications, as well as insufficient adherence to
therapy. Patients in rural areas often face limited access to qualified medical care,

which negatively impacts blood pressure control. Simplification of therapy
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regimens—particularly through the use of fixed-dose combinations of
antihypertensive drugs in a single tablet —was identified as one of the most effective
methods to improve adherence. Lifestyle modifications, including dietary
compliance, regular physical activity, and stress management, also contribute to
improved treatment adherence and blood pressure control.

Thus, improving patient adherence to hypertension treatment requires a
comprehensive approach encompassing individualized treatment regimens and
patient-centered strategies such as educational programs, social support, and
reduction of economic barriers. Future research should focus on developing effective

interventions aimed at enhancing hypertension control and reducing the

socioeconomic burden of this disease on healthcare systems worldwide.

Keywords: medication adherence, arterial hypertension, treatment adherence.

1. Introduction

Arterial hypertension is defined as a condition
characterized by a sustained increase in systolic blood
pressure (SBP) 2140 mmHg and/or diastolic blood
pressure (DBP) 290 mmHg (1,2). According to the World
Health Organization (WHO) (3), approximately 1.28
billion individuals aged 30-79 years are affected by
arterial hypertension. Nearly half (46%) of those
diagnosed with hypertension are unaware of their
condition (3-6). Currently, a significant proportion of
hypertensive patients —about 67%—are detected in low-
and middle-income countries, placing an additional
burden on healthcare systems that must simultaneously
address both communicable and non-communicable
diseases (7-11).

Poor adherence to pharmacological treatment
remains a critical issue in contemporary cardiology (12—
16). According to the clinical guidelines of the European
Society of Cardiology, therapeutic inertia—the failure of
healthcare providers to intensify treatment in response to
uncontrolled blood pressure—is a significant contributor

to poor patient adherence (17).

2. Materials and Methods

This literature review employed a systematic
approach to the search and analysis of scientific and
clinical studies focused on treatment adherence among

patients of different sexes, ages, and ethnic backgrounds.

Overall, 43% to 66% of patients with arterial
hypertension fail to follow prescribed treatment
regimens and monitoring protocols (18-23). These
findings are supported by data obtained using the eight-
item Morisky Medication Adherence Scale (MMAS-8)
(24), a validated instrument used to assess patient
adherence to antihypertensive therapy (18,25,26). This
scale also enables patients to independently identify
barriers to medication adherence with greater accuracy
(27-32). Approximately 40% of patients discontinue
antihypertensive medications within the first year of
treatment (33), and about 10% do not take their
medications daily (34). Furthermore, nearly 50% of
patients do not adhere to the prescribed medication
regimen (35—42). Multiple studies have shown that men
are generally less adherent to treatment compared to
women (16,43—-49).

Objective

To identify the key factors contributing to non-
adherence to therapy among patients with arterial

hypertension.

Relevant publications were retrieved from established
databases and journals, including PubMed, Google
Scholar, Scopus, Web of Science, and The Lancet. The

primary aim of the search was to identify studies that
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describe the main causes of non-adherence to therapy
and explore differences among various population
groups. Priority was given to articles providing clinically
and statistically significant findings, as well as
comprehensive evaluations of the research topic.

The key search terms included: “medication
adherence,” “arterial hypertension,” and “treatment
adherence.” Articles were selected based on the
following inclusion criteria: publications in English or

Russian, and availability of full-text access.

3. Results

1. Sex and Age Differences in Adherence to
Hypertension Therapy
In a study by Mathilde Lefort et al. (43), women

demonstrated higher adherence to antihypertensive

During the initial search stage, approximately
150 publications were identified. After removing
duplicates and screening titles and abstracts, 120 studies
were retained for in-depth analysis. Based on full-text
evaluation and adherence to inclusion criteria, a total of
92 articles were ultimately included in the review. These
studies provided the most reliable and relevant data

pertaining to the stated research objective.

therapy compared to men (69% vs. 58%, respectively).
A similar trend was observed across various age groups
(Table 1).

Table 1 - Characteristics of Antihypertensive Treatment Adherence Among Women and Men According to Lefort et al., % (43)

Category Women
Overall adherence 69.0

Age group
55-65 years 62.4
65-80 years 71.2
80+ years 69.7

Elderly patients with arterial hypertension tend
to demonstrate higher levels of treatment adherence. For
instance, the study by Gavrilova et al. showed that, on

2. The Impact of Socioeconomic Factors on
Adherence to Hypertension Therapy

One of the largest studies in this field, the PURE
study (51), which included 142,042 patients from 17
countries, investigated the role of awareness, income
level, and education in treatment adherence. The study
demonstrated that in low-income countries (e.g.,
Bangladesh, India), only 31.7% of patients with
hypertension were taking antihypertensive
medications—nearly 15% lower than in high-income

countries (46.7%; e.g., Canada, Sweden).

(%) Men (%) P-value
58.0 0,0001
479 0.001
60.3 0.020
62.9 0.001

average, patients older than 67 years were more likely to
follow their prescribed treatment regimen compared to
those aged 60 years and younger (50).

In countries where patients had middle or low
income levels, blood pressure control was poorer
compared to high-income countries, despite the use of
antihypertensive medications. The findings of this study
were further supported by other scientific investigations
(52-54).

A correlation was also identified between place
of residence, income level, and treatment adherence
(Table 2) (51,55). In lower-middle- and low-income
countries, low adherence rates were observed among

rural residents—28.4% and 19.9%, respectively. These
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countries also reported poor blood pressure control

despite ongoing therapy.

Table 2 - Characteristics of Patients with Hypertension by Income Level and Treatment Adherence According to Place of

Residence, Based on PURE Study Data, % (51)

Category
Urban Residents
High income 45,6
Upper-middle income 46,1
Lower-middle income 41,5
Low income 36,1

Patients residing in rural areas were significantly
less likely to use antihypertensive medications, which
may be attributed to lower levels of education, financial
income, and limited access to healthcare services (56).
Adherence to therapy and blood pressure control are

3. Influence of Family and Social Environment
on Adherence to Hypertension Therapy

The study by Jankowska-Polaniska (25) aimed to
investigate patient adherence to therapy using the widely
employed eight-item Morisky Medication Adherence
Scale (MMAS-8). This scale is a structured questionnaire
designed for self-assessment of medication-taking
behavior (59). The MMAS-8 categorizes patients into
three adherence levels: high (score of 8), moderate (6-7),
and low (<6) adherence (24). Alongside the MMAS-8,
patients were also classified according to the Acceptance
of Illness Scale (AIS), which groups patients similarly to
MMAS-8. It was found that higher illness acceptance
(AIS) correlates with greater adherence to therapy (25).
The study included 620 patients, with a mean MMAS-8
score of 7, indicating a substantial proportion of patients
with moderate adherence. Patients in relationships
demonstrated higher adherence compared to those living
alone (high adherence category: 123 vs. 70 individuals).

In the study by Uchmanowicz et al. (5), key
factors affecting therapy adherence in elderly patients
with arterial hypertension were analyzed. The study
utilized the Hill-Bone Compliance to High Blood
(CHBPTS), a 14-item

questionnaire assessing adherence across three subscales:

Pressure Therapy Scale

Treatment Adherence

Blood Pressure Control

Rural Residents Urban Residents Rural Residents
44,2 (p=0,35) 17,6 16,1 (p=0,14)
46,9 (p=0,29) 15,8 14,7 (p=0,08)
28,4 (p<0,001) 12,4 54 (p<0,001)
19,9 (p<0,001) 12,8 6,9 (p<0,001)

closely linked to patients’ knowledge about arterial
hypertension and its complications (57). Nevertheless,
other studies have found no association between place of
residence and adherence, leaving this issue open for
further debate (2, 4).

antihypertensive medication intake, reduction of dietary
sodium, and appointment keeping (60). The mean overall
score was 20.19 (SD + 4.05), indicating suboptimal
adherence among the elderly cohort (5). The sample
consisted of 150 patients (84 women and 66 men) with a
mean age of 72.1 years. According to the scale, men
scored on average 1.34 points higher than women,
confirming lower adherence among male patients,
consistent with other studies (61,62). Patients with
secondary or higher education exhibited a 1.75-point
reduction in the total score, while family social support
was associated with a 1.91-point decrease.

The role of social relationships between patients
and their family members, friends, and others in
influencing adherence to hypertension treatment was
explored in the study by Magrin M. E. (63). Marital status
(married or cohabitating) did not have a significant
impact on disease control (Cohen’s d = 0.06, p > 0.05) (64—
67). Social support notably affected patients, manifested
for example in family members assisting with monitoring
remaining pills, dietary habits, and nutrition (p < 0.05)
(32,63,68-72). However, among ethnic minority groups,
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the effect of moral support was significantly weaker (p <
0.05) (73-75).

4. Adherence to Non-Pharmacological Therapy
(DASH Diet)

One of the evidence-based approaches for
controlling and reducing blood pressure in patients is the
DASH diet (Dietary Approaches to Stop Hypertension)
(76,77). This diet emphasizes a high intake of vegetables,
fruits, whole grains, lean meats, fish, poultry, dairy
products, nuts, seeds, and legumes.

It restricts consumption of sodium, saturated
fats, trans fats, sugars, sugary beverages, and red meat.
The pathophysiological mechanisms underlying blood
pressure reduction are supported by several factors
(78). First, high potassium intake reduces the tone of
vascular smooth muscle, decreases insulin resistance and
oxidative stress, and increases renal sodium excretion.
Since high sodium intake leads to fluid retention,
increased circulating blood volume, cardiac output, and
arterial stiffness—contributing to hypertension—the
DASH diet helps prevent and manage this condition.

High dietary fiber intake improves cellular
insulin sensitivity, reduces inflammatory and oxidative
processes, and promotes weight loss. It has been shown
that adherence to the DASH diet reduces the risk of
hypertension-related complications by 19-25% (79).
Potassium, magnesium, and fiber intake play significant
roles in the antihypertensive effect (80). On average,
systolic blood pressure decreases by 6-11 mmHg and
diastolic blood pressure by 3-6 mmHg (77).

In the study by Filippou et al. (81), various
patient groups with hypertension were assessed to
evaluate the impact of the DASH diet on blood pressure
reduction. Among patients with baseline hypertension,

systolic blood pressure decreased by an average of 11

mmHg, and diastolic by 6 mmHg. In the subgroup
consuming a high sodium diet (>2400 mg/day), blood
pressure reduction ranged from 7 to 10 mmHg. Among
patients under 50 years old, systolic blood pressure
decreased by 9 mmHg and diastolic by 5 mmHg.

Despite the proven efficacy of the DASH diet in
blood pressure control, several factors reduce patient
adherence. First, socioeconomic barriers such as low
education levels, low income, and rural residence
contribute to insufficient awareness of the diet’s benefits
(82,83). Second, established dietary habits and taste
preferences—including high sodium intake and
insufficient fiber consumption —impede adherence (79).
Finally, psycho-emotional barriers such as lack of
motivation, insufficient social support, and stress also
play a role (79). These factors collectively reduce
adherence by approximately 20-30% (79,82,83).

5. Complexity of Therapy Regimens and the
Impact of Comorbidities on Adherence to
Hypertension Treatment

According to the data presented in Table 3, an
increase in the number of medications in patients’
regimens is associated with decreased adherence. When
taking a single pill, adherence rates between women and
men showed no significant differences (70.3% and 65.2%,
respectively). However, adherence among men sharply
declined to 45% when taking two pills. For patients
taking three or more antihypertensive medications,
adherence decreased markedly in both sexes, with rates
of 47.1% in women and 37.4% in men. Similar trends have
been reported in other studies (84-86). It has also been
noted that elderly patients are more likely to adhere to
medication regimens when dosing schedules are simple

rather than complex (87,88).
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Table 3 - Adherence to Therapy According to the Number of Antihypertensive Medications Taken by Women and Men, Based

on Lefort et al., % (43)
Category Women (%) Men (%) P-value
# of AHDs
1 drug 70.3 65.2 0,0001
2 drugs 68.5 45.0 0,0001
3+ drugs 47.1 37.4 0,0001

AHD:s — antihypertensive drugs

The presence of two or more comorbid

conditions was associated with reduced patient
adherence to medication compared to those without
comorbidities (16,89,90). For example, patients with
heart (IHD)

demonstrated poorer adherence to medication use, salt

hypertension and ischemic disease
intake reduction, and regular follow-up visits (91).

Conversely, patients with a longer duration of illness

4. Discussion

Importantly, our analysis highlights the
multifactorial nature of adherence to antihypertensive
treatment. Sociodemographic variables—including sex,
age, marital status, and the broader social environment—
exert measurable influence on patient compliance. For
instance, older patients and women were more likely to
adhere to treatment recommendations, possibly due to
higher health-seeking behavior and perception of risk. In
contrast, patients in rural areas and those of lower
socioeconomic status demonstrated poorer adherence,
likely due to limited access to healthcare services, lower
health literacy, and financial constraints.

The complexity of these factors necessitates a
patient-centered approach to hypertension management.
Tailoring interventions to individual patient profiles—
including comorbidities, lifestyle, and psychosocial

context—may improve engagement and therapeutic

5. Conclusion

A crucial factor influencing disease control and

the reduction of complications related to arterial

showed a higher tendency to adhere to treatment (P =
0.009; OR = 0.909; 95% CI: 0.846-0.976), which can be
explained by increased awareness of hypertension-
related risks (34,44,92). These patients were more likely
to engage in preventive measures, such as reducing salt
consumption, maintaining regular physical activity,
stress, and

controlling body weight, managing

monitoring blood pressure.

outcomes. Moreover, simplification of treatment
regimens through the use of fixed-dose combinations can
reduce pill burden and improve adherence.

To address systemic barriers, effective strategies
should

community-based outreach, and digital health tools

integrate  patient education programs,
aimed at reinforcing long-term engagement with
treatment. These approaches are particularly critical in
resource-limited settings, where healthcare access and
continuity remain suboptimal.

Taken together, our findings advocate for a
multidimensional intervention model that incorporates
pharmacologic, behavioral, and system-level
components to enhance treatment adherence and achieve
sustained blood pressure control in diverse patient

populations.

hypertension is patient adherence to therapy. Our

literature analysis demonstrated that adherence is a
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multifactorial process involving sex, age, number of
antihypertensive medications taken, presence or absence
of comorbid conditions, lifestyle, income level, place of
residence, and social support.

It was found that, overall, female patients exhibit
higher adherence levels compared to male patients, and
elderly patients are more likely to follow the prescribed
therapeutic regimen. Moreover, an increase in the
number of antihypertensive medications is associated
with a negative trend in adherence, particularly among
men.

In low-income countries, socioeconomic factors
play a significant role, with lower awareness of the
disease itself, its complications in the absence of control,
and insufficient adherence to therapy. Patients residing
in rural areas more frequently face limited access to
qualified healthcare, adversely affecting blood pressure
control.

Thus, improving adherence to hypertension
treatment requires a multifaceted and comprehensive
approach, including individualized treatment regimens,
patient-centered  strategies such as educational
interventions, social support, and the reduction of
economic barriers. We conclude that future research
should focus on developing and implementing effective
interventions that enhance blood pressure control and
reduce the socioeconomic burden of hypertension on

healthcare systems worldwide.
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Tyininaeme

JAYHMexXy3iaik AeHcayAbIK caKTay YIBIMBIHBIH JepekTepiHe carikec, 30 OeH 79 >Kac apaabIFbIHAAFHI IITaMaMeH
1,28 Mmaanapa agam apTepUAABIK TMIIEPTOHNMAAAH 3apAall Ieredi. Aypyasl Oakplaaya ycTay >KoHe acKbIHYAapAblH
aAAbIH aly YIIiH HallieHTTepAiH eMre Oeifiaaiairi (sarHM, eM-A0MABI AYPhIC JKoHe TypaKThl KaObla4aybl) aca MaHbI3 b
daxrop 6oapt TabbLAaAbl. AJaliga, TMIIEPTOHMAMEH aybIpaThIH HayKacTapAblH 66%-Fa AeiiiHrici TaralibIHAAAFaH €M
pexxumin cakramaiabl. OcChl IIOAYABIH MakKcaThl — apTepUsAABIK TMIIEPTOHMAMEH ayblpaThlH HayKacTapAblH eMre
OertiaaiairiHiH TeMeH 00AybIHa acep eTeTiH Herisri pakTopAapAbl aHBIKTAY.

Oaeduetrepai i3aey PubMed, Google Scholar, Scopus, Web of Science >xane The Lancet aepexxopaapbiHaa
kypriziaai. Conrnt 10 XbL14a OpBIC JKoHe aFBIAIILIH TiddepiHae XKapUslaHFaH 3epTTeyep MeH I10AyAap KaMThLAABL.

Tazaay HoTHKeAepi KepceTKeHAEN, TMIIEPTOHUSHBI eMAey KeadiHzeri Oeltiagiaik — 6ya ke ¢paxkTopAsl yaepic.
Oa4 >XBIHBICKQ, >KacKa, KaOblaAaHaTLIH aHTUTMIIEPTEeH3UBTIK ITperapaTTapAblH caHbIHa, KOCaAKbl aypydapAbIH 00AybIHa,
eMip caATbIHa, TabBIC JeHTelliHe, TYPFBIABIKTHI JKepiHe >KoHe 94eyMeTTiK KoaAJayFa OallaaHBICTLL Oileljep epaepre
KaparaHJa eMre aHaryp/AbIM Oelliaji Keaeai, aa erge >kacTarbl HayKacTap eM TaraliblHAaMaJapblH KIipeK OpBIHAAABL.
TabObIcEI TOMEH eaaepae 91eyMeTTiK-DKOHOMMKAABIK (paKTopaap eAeyai pea aTKapaabl: aypy >KoHe OHBIH acKbIHYAapbl
Typaabl XabapAapABIKTLIH TOMEHAIri, eMre 0eitiaaiaiKTiH >kKeTKidikcizairi Oalikadaabl. AyblAABIK >KepAepae TYpaThIH
HaykacTap Oi4iKTi MeAMIIMHAABIK KOMeKKe KO >KeTKi3yAiH IIeKkTeyaAi OoAybIHa >KUi YIIBIpaiiAbl, OYA apTepusABIK
KBICBIMABI OakplaayFa Tepic acep ereai. EMgey pexxmmiH oOHallaaTy, artamnl aifTKaHAa OipHellle TIMIIOTEH3MBTIK
Ipernapartapabl 0ip TabaeTkaga OipikTipin KabbLagay — 6eitiaaiaiKTi apTTHIPyABIH eH THiIMAl TeciaaepiHiy Oipi O0AbIIT
TabbL1aabl. OMip CaATBIH ©3TepTy, AMeTaHbl CaKTay, TYpPaKThl PpU3MKaABIK OelceHAiliK >KoHe KylizeaicTi 6ackapy da
eMre 0eifiAAiAiK ITIeH apTepUsIABIK KBICBIMABI OaKbliayFa OH oCepiH TuUriseAi.

Ocplaaiiia, TMIEPTOHUSHBL eMaeyTe OeiliaaiaikTi apTTHIpy YINIH KellleHAi Ke3Kapac KaxeT. bya emaey

TOCiAiH AapaaaHABIPYAbl, HayKacka OaFrbITTaAfaH cTpaTernsidapAbl, COHBIH iIiHAe Oiaim Oepy OarsapaAaMaaapbiH,
94€yMeTTIiK KO0A4ayAbl )XoHe 9KOHOMUKAABIK KeJepriaepai a3aiTyAbl KaMTysl THic. boaamak sepTreyaep aprepusasix,
TUIIEPpTOHNMSAHBI THUiIMAI Oakblaayra >KeHe Oya aypy4blH apTypAai easepaid AeHcayablK cakTay >KylleciHe TycipeTiH
9/€yMeTTiK-DKOHOMMKAABIK XXYTiH a3aliTyra OarbITTalraH TUiMAL IIapadapAbl 93ipaeyre Herisjeayi Tuic.

Tyiiin cesaep: Aapiaik nperaparrapabl ycTaHy, apTepUsSABIK TUIIEPTEH3Ms, eMAey Al yCTaHy.
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Pesiome

CoraacHo gaHHBIM BceMupHOI opraHmMsanmm 3ApaBoOXpaHeHns, okoao 1,28 Mmuaanapaa 4eA0BeK B BO3pacTe
30-79 aer cTpajaloT apTepuaAbHON ruIepTeH3uei. BaskHbM (paKTOpOM KOHTpPOAs 3a001€BaHNsT U CHVDKEHMS PIICKa
OCAOKHEHMI1 ABASeTCSl TPUBEP>KEeHHOCTh IaIlMeHTOB K Tepammy, O4HAKO A0 66% OOABHBIX He CO0AIOAAIOT
HasHa4YeHHBIT pe>XnM Aedenust. Lleap ganHOTrO0 0630pa — orpeeaeHiie OCHOBHBIX (PAKTOPOB, BAUSIOIIX Ha OTCYTCTBIE
IIPUBEP>KEHHOCTH K /€UeHMIO Y MaI[IeHTOB C apTepUaAbHON TUIIepTEeH3e.

ITouck aurepatypsl nposoauics B 6asax ganasx PubMed, Google Scholar, Scopus, Web of Science u the
Lancet. BkatoueHsI nccaeA0BaHMs ¥ 0030pbI, OITyOAMKOBaHHEIE 3a ocaeanue 10 2eT Ha pycCKOM 1 aHTAMIICKOM SI3bIKaX.

AHaaus 1oKasa, 4To IPVBEP>KEHHOCTD K A€UeHNIO TUIIEPTOHNI — BTO MHOTO(paKTOPHBIIT ITPOILIeCcC, KOTOPBI
3aBIMCUT OT I104a, BO3pacTa, KOANYECTBA IIPMHIMaEeMbIX aHTUTUIIEPTEH3MBHBIX IIPeIlapaToB, HaAWYIMs KOMOPOVAHBIX
cocTosiHMIL, oOpasa >KM3HH, VPOBHSA J0XO4a, MeCTa IIPOXUBAHMUSA M COLMAABHON II0AAeP>KKHU. JKeHIIMHBI
AEMOHCTPUPYIOT 00ee BBICOKUII YPOBEHDb IPUBEPKEHHOCTH 10 CPaBHEHMIO C MY>KYMHAMH, a Ial[eHTHl ITOXKIAOTO
BO3pacTa yallle cAeAylOoT Ha3HaYeHHOMY PeXXIMy Teparuu. B crpaHax ¢ HU3KMM YPOBHEM 40X04a 3HAYUTEABHYIO POAb
UTPAIOT COIMAaAbHO-DKOHOMMYecKre (aKTophbl: HMU3KAs OCBEJOMJEHHOCTh O 3a00A€BaHUM U €ro OCAOXKHEHMSIX,
HeJOCTaTOYHAs IIPUBEPIKEHHOCTh K Tepanmu. IlanmeHTB M3 CeABCKOM MECTHOCTM 4allle CTaAKMUBAIOTCA C
OTpaHNYEHHBIM AOCTYIIOM K KBaAMQUIMPOBAHHON MEAVIIMHCKO IIOMOIIY, YTO HEraTMBHO BAUSET Ha KOHTPOAb
apTepuaAbHOIO JaBA€HNS. BBIIBA€HO, YTO VIIPOIIEHNMe peXXuMMa Teparmy, B YaCTHOCTU JCIIOAb3OBaHIIEe
¢$uKcupoBaHHBIX KOMOMHAIIMI TUIIOTEH3UBHBIX IIpellapaToB B OAHON TaDAeTKe, SIBASETCS OAHUM U3 Hamboaee
5} PeKTUBHBIX MeTOAO0B IIOBBIIIEHNs IpuBep>XKeHHOCTH. Moandukammsa obpasa >KU3HU, CODAOAEHUE AVIETEHI,
peryaspHas ¢usndeckas aKTMBHOCTb I KOHTPOAb YPOBHs CTpecca, CIIOCOOCTBYeT YAYYIIeHNIO IIPUBEP>KEHHOCTU K
A€YeHUIO U KOHTPOAIO apTepUaAbHOIO AaBA€HIL.

Taxnm obpasom, yAydlieHNe IpYBEeP>KEHHOCTH AIlIeHTOB K A€4eHNIO TUIIePTOHNY TpeOyeT KOMIIAEKCHOTO
II0AX0Ja, BKAIOYAIOIIETO MHAVBUAYaAV3UPOBaHHbBIE CXeMBI AeYeHI, IallleHTOPMEHTUPOBaHHbIe CTpaTeIny, TaKue
KaK oOpasoBaTeAbHBle IIPOTPAMMBbl, COLMAABHYIO IIOAAEP>KKY U CHIDKEHUe SKOHOMMYecKux Oapwepos. Byaymue
UCCAeJOBaHMS AOAXKHBI OBITh HallpaBAeHBl Ha pa3paboTKy 9¢QQPeKTUBHBIX BMEIIaTeAbCTB, CIIOCOOCTBYIOIIVIX
IIOBBIIIIEHNIO KOHTPOAS apTepUaAbHON IMIIEPTEH3NM U CHUKEHWMIO COLIMaAbHO-SKOHOMUYECKOIO OpeMeHU 3TOro
3a00aeBaHNs A CUCTEM 3APaBOOXPaHEHNs] Pa3ANYHBIX CTPaH MUpa.

KaiodueBble caOBa: NpPUBEP>KEHHOCTb IIpUEMYy A€KapCTB, apTepMaAbHas IMIIEPTOHUS, IPUBEPKEHHOCTb

A€4eHUIO.
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