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ABSTRACT

Introduction Compliance with hypertension guidelines in clinical practice is generally poor, but there was no data about compli-
ance with any guidelines in general practice in Slovenia.

Objective Ouraim was to find out whether general practitioners in Slovenia managed their hypertensive patients according to the
national guidelines, based on 1999 WHO/ISH guideline recommendations.

Method 42 family physicians registered all patients with the diagnosis of arterial hypertension among 300 consecutive regular of-
fice visits. We used data about blood pressure management from paper medical records.

Results We collected data from 2752 patients with hypertension; the mean age was 64.1 years (SD = 12.4 years, from 21 to 97 years).
All elements of the minimal diagnostic program in the last five years were performed in 23.8% of the patients. In 1809 (65.7%) patients,
whose cardiovascular risk was estimated, the minimal diagnostic program was performed more frequently (p<0.001). Non-pharma-
cological measures were performed in 1210 (47.0%) patients. 2649 (97.6%) patients had drug therapy in accordance with the guide-
lines. Follow-up in accordance with the guidelines was performed in 1492 (55.3%) patients. Only 256 (9.3%) patients were managed
completely according to the guidelines and only 347 (15.5%) of study population reached the target values of blood pressure.
Conclusion The impact of hypertension guidelines on patients' management in everyday primary care appears marginal. More em-
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phasis should be placed on the efficient implementation of the guidelines.
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INTRODUCTION

Arterial hypertension is one of the most frequent
health problems in clinical practice. Almost half of the
European population suffers from hypertension [1]. Pro-
spective studies have clearly identified an increasing risk
for cardiovascular disease, stroke and renal disease asso-
ciated with progressive levels of both systolic and dia-
stolic blood pressure [2, 3], but results of several ran-
domized controlled trials [4, 5] and results of clinical tri-
als made in general practice [6, 7] have shown that anti-
hypertensive treatment reduces morbidity and mortali-
ty in hypertensive patients. In spite of the availability of
International and National Guidelines on Management
of Hypertension, a considerable gap exists between evi-
dence-based guidelines and management of patients with
arterial hypertension in practice [8-10]. The number of
inadequately treated patients is high [11]. In a small Slo-
venian study, only 9% of all hypertensive patients man-
aged in family practice achieved target blood pressure val-
ues equal to or less than 130/85 mm Hg [12].

Appropriate knowledge of guidelines and attitudes of
physicians are prerequisites for better adherence to the
guidelines [13]. For example, an important reason why
physicians do not treat hypertension more aggressively is
that they are willing to accept an elevated systolic blood
pressure in their patients as an acceptable outcome [14].
Physicians may still encounter barriers that limit their
ability to carry out the reccommendations more efficient-
ly [13]. These may stem from the guidelines, the environ-
ment or the patients themselves; the key external barri-
ers to better implementation of the guidelines are lack of

time, prescription costs, and patients’ non-compliance.
Another important reason for poor hypertension control
might arise from the physician-patient relationship and
from inadequate patient involvement in management of
his/her own chronic disease.

Many physicians use higher values than 140/90 mm
Hg for the blood pressure threshold for the diagnosis of
hypertension. It is the threshold recommended by the evi-
dence-based guidelines [8]. Only 10 % of the patients with
newly diagnosed arterial hypertension had complete clin-
ical and laboratory evaluation according to the minimum
work-up suggested by the guidelines [16] and many phy-
sicians did not intensify antihypertensive treatment in
case of persistently high blood pressure readings [8, 17].
There are also patients with diagnosis of arterial hyper-
tension who had no blood pressure measurements in the
office within the previous year [18].

OBJECTIVE

Compliance with guidelines in clinical practice is gen-
erally poor. In Slovenia, we have only a small study about
compliance with guidelines on heart failure in a commu-
nity hospital [19], but we have no study about compliance
with any national guidelines in primary care. We want-
ed to study the adherence to the national hypertension
guidelines in general practitioners in Slovenia, because
arterial hypertension is one of the most frequent health
problems in general practice and we have national guide-
lines on hypertension, which were widely distributed to
all general practitioners.
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METHOD
Participants

We took a random sample of 50 family physicians from
the list of the Slovene Family Medicine Society. They were
chosen randomly from the register of the Slovenian Fam-
ily Physicians” Society. 42 physicians were willing to par-
ticipate in the study (the response rate was 84%). Each of
the physicians had to register data on all the patients with
the diagnosis of arterial hypertension (as defined in the
patient’s medical records) among 300 consecutive regu-
lar office visits.

We used an entry form containing questions on ret-
rospective data about blood pressure readings, diagnos-
tic and therapeutic procedures in hypertension and fol-
low-up. We also collected data on blood pressure values;
we used the average of the last two values of blood pres-
sure readings from the medical records; to avoid possi-
ble bias, we excluded the value measured during the vis-
it in which the physician collected the data on the par-
ticipating patient.

As a reference standard, we used the Slovene national
guidelines on hypertension, published in 2000 [20], based
on 1999 WHO/ISH and JNC 6 guideline recommenda-
tions, which were in use in Slovenia during the period in
which we studied the compliance with the guidelines. We
also collected data about general characteristics of physi-
cians, patients and organization of work.

We collected data on diagnostic procedures in hyper-
tensive patients in accordance with the guidelines: fami-
ly history, history of smoking, body mass index, periph-
eral pulses, eye ground examination, blood sugar, lipids,
serum creatinine, urine examination, ECG and cardio-
vascular risk estimation. We expected that each diagnos-
tic procedure from the guidelines had to be done at least
once in the past five years.

According to the guidelines, we also expected that each
patient with hypertension was given advice on nonphar-
macological measures in hypertension: advice on salt
reduction, reduction on alcohol consumption (if appro-
priate), stopping smoking (if appropriate), body mass
reduction (if appropriate) and regular physical activity.
For the compliance with nonpharmacological measures
in hypertension, advice on all non-pharmacological mea-
sures must be written in a medical record at least once in
the course of known diagnosis of hypertension.

According to the guidelines, six classes of antihyper-
tensive drugs (beta blockers, ACE inhibitors, A2 antag-
onists, calcium channel blockers, diuretics, alpha block-
ers) should be chosen as the first line of treatment, but in
the case of combination of three or more different kinds
of antihypertensive drugs, one of them must be a diuretic.
Compliance with guidelines meant that one of the six drug
classes was used in monotherapy, in case of two drugs all
combinations were possible and in a combined antihyper-
tensive drug therapy with three or more different antihy-
pertensive drugs one drug had to be a diuretic.

In the guidelines, there are also recommendations
about the follow-up of hypertensive patients. The mini-
mal number of visits to the surgery should be for patients
with the reached blood pressure and with a small to medi-
um cardiovascular risk twice a year and for other patients
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(without reached target blood pressure values or with
high cardiovascular risk) at least four times per year. We
accepted these minimal standards for follow-up from the
guidelines.

Complete clinical and laboratory evaluation accord-
ing to the minimal diagnostic program (suggested by the
guidelines), nonpharmacological measures in hyperten-
sion (salt and alcohol reduction, regular physical activi-
ty, weight reduction), pharmacological approach and fol-
low-up in accordance with the guidelines was regarded
as appropriate compliance with national guidelines for
hypertension.

According to the national guidelines from 1999, the
target blood pressure for patients younger than 65 years
and patients with diabetes was less than 130/85 mm Hg
and for patients whose age was 65 or older the target
blood pressure was less than 140/90 mm Hg.

Statistical methods

SPSS statistical software (version 12.0) was used for
all statistical analyses: methods of descriptive statistics
for the description of samples and t-test for compari-
son between independent samples. The level of signifi-
cance was p<0.05. The study protocol was approved by
the National Ethical Committee.

RESULTS

42 general practitioners collected data on 12596 regular
consecutive office visits. Within these visits, 2752 (21.9%)
visits were made by hypertensive patients. In the group of
hypertensive patients there were more female than male
patients (60.7% vs. 39.3%), the mean age was 64.1 years
(SD =12.4 years, from 21 to 97 years). 532 (19.3%) patients
had diabetes mellitus and 881 (32%) patients had an estab-
lished cardiovascular disease. 2713 (98.7%) of the study
population were on drug therapy for hypertension. Com-
plete diagnostic work-up in hypertension with cardiovas-
cular risk estimation in the past five years was performed
in 627 patients (22.8%), but clinical examination and all
recommended laboratory tests and ECG without cardio-
vascular risk estimation were done in 654 (23.8%) patients.
Table 1 presents numbers and percentages of patients with
each individual diagnostic procedure done.

Cardiovascular risk was calculated in 1809 patients
(65.7%). It was calculated significantly more frequently
in the group of patients with all other diagnostic proce-
dures done, recommended in hypertensive patients (96%
vs. 56%, p<0.001).

All recommended non-pharmacological measures were
advised in 1210 patients (47.0%). Table 2 shows numbers
and percentages of patients who got advice on each non-
pharmacological measure. All the patients treated with
antihypertensive drug in monotherapy (N=982, 35.9% of
all patients) took a drug from one of the recommended
drug classes. Out of 794 (28.6%) patients taking three or
more different antihypertensive drugs, 691 (87.0%) had a
diuretic among them. Drug treatment in accordance with
the guidelines was given to 2649 (97.6%) out of all 2713
patients on drug treatment for hypertension.
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The mean office visit rate in patients with blood pres-
sure reading was 4.3 (from 0 to more than 8, SD 3.3). In
Table 3, there are numbers and percentages of patients
regarding the number of office visits per one year.

The mean office visit rate in patients with blood pres-
sure reading was 4.3 (from 0 to more than 8, SD 3.3). In
Table 3, there are numbers and percentages of patients
regarding the number of office visits in one year. There

TABLE 1. Numbers and percentages of patients with individual ele-
ments of diagnostic procedure performed (N=2752).

TABEJIA 1. bpoj bonecHnka ca 13BeAeHUM NOjefuHUM eflemeHTMa
AMjarHOCTUYKOr NocTynka (N=2752).

Element of diagnostic procedure Number

were only 65 (2.4%) patients who, according to the guide-
lines, needed at least two office visits in one year; all oth-
er hypertensive patients needed at least four office visits
per year. Only 1492 (55.3%) of hypertensive patients had
recommended frequency of office visits with blood pres-
sure readings.

Only 256 (9.3%) patients had diagnostic procedure,
therapeutic measures (non-pharmacological and phar-
macological) and follow-up according to the guidelines.
Table 4 shows numbers and percentages of patients for
total procedure and each procedure separately, which are
in accordance with the guidelines in hypertension.

The target blood pressure was reached in 347 (15.5%)
out of 2530 patients for whom we had all the data neces-

n q % .
EnemeHT AujarHOCTUYKOT NOCTyNKa Bpoj ’ sary to estimate the target blood pressure. Table 5 shows
Family history 1656 60.2 numbers and percentages of patients with systolic, dia-
[loponyra vcroprja stolic and both blood pressure readings at recommend-
Smoking history 2283 83.0 ed levels.
[Nywauka nctopwja
Body mass index 9090 759
HOeKc TenecHe mace
Peripheral pulses DISCUSSION
1609 585
MepudepHu nyncesn
Eye-ground examination 1550 66 As in previous studies, we found a wide gap between
[pernen oure nosagyHe ' guidelines recommendations and daily clinical prac-
Blood sugar 2590 94 tice [8, 16-19]. Compliance with National guidelines on
Lehep y kpau
Lipid profile 2492 906
Jinnuprmn npogun TABLE 4. Numbers and percentages of patients with total procedure
Serum creatinine and individual elements of procedure in hypertension in accordance
2257 82.0 ) -
KpeatnHunH y cepymy with the guidelines.
Urine examination TABENA 4. bpoj bonecHuKa ca LenoKynH1M NOCTYNKOM U NOje AUHIM ene-
Mpernen ypuHa 1902 691 MEHTUMa MOCTYTKa Y CarnacHOCTU Ca CMePHKMLAMa 3a XMNepTeH3ujy.
ECG Parameter Number
24 Al 9
EKI >3 8 MNapametap Bpoj %
Total procedure in accordance
TABLE 2. Numbers and percentages of patients who got advice for with the guidelines (N=2738) 256 93
non-pharmacological measures in arterial hypertension. LlenokynHv nocTynak y carnacHocTu '
TABEJIA 2. bpoj 6onecHuKa Koju cy fobujanu caBeTe 3a Hedapmako- Ca CMepHuLama
NouwKe Mepe y apTepujcKoj XnepTeHsuju. Diagnostic procedure in accordance
Nonpharmacological measure Number o with the guidelines (N=2752) 627 228
Hedapmakonowka mepa Bpoj ° [InjarHoCTYKM NOCTYNaK y CarnacHoOCTK ’
Weight reduction (N=2006) 1380 688 Ca.cmeprinLama
CMarberbe TexmHe - Therapeutic procedure in accordance
Alcohol intake reduction (N=806) 385 478 with thg guidelines (N=2581) 1163 45.1
CMarberbe YHOCa aNkoxona . Ieg;nmc:manoaynawcarnaCHocm ca
: - MEpPHMLAM
Stopping smoking (N=582
Hpscaar?aK ﬂymei; ) 273 46.9 ;ilglg\e/\(i?ei i&a_czcéogrg)ance with the
éa\t intake reduction (N=2643) 1649 627 KoHTpONe y carnacHocTH 1492 553
MarbeHbe yH‘oca cow Ca cMepHULaMa
Regular physical activity (N=2615) 1724 655

PegosHa $pu13nyKa aKTVBHOCT

TABLE 3. Numbers and percentages of patients regarding the number
of office visits with blood pressure readings in one year (N=2696).
TABEJIA 3. bpoj bonecHuka npema 6pojy noceTa ambynaHTn ca me-

TABLE 5. Numbers and percentages of patients with systolic, diastolic
and both blood pressure readings at recommended levels.

TABEJIA 5. bpoj 6onecHviKa npema apTepujcKoM NPUTUCKY Y NMPEeno-
pYYEHUM FpaHuLama.

perbem KPBHOT MpUTUCKa Y jeAHOj roanHn (N=2696). L Numb.er %
— Mapametap bpoj
Nume'er alul Nlémb.er % Systolic blood pressure at
Poj nocera Poj recommended levels (N=2471) 487 197
0 160 29 CUCTONHW KPBHY NPUTUCAK Y '
1 213 7.9 npenopyyYeHnM rpaHrlama
2 383 14.2 Diastolic blood pressure at
3 448 16.6 recommended levels (N=2478) 1295 573
4 455 169 [InjacTonHm KpBHY NpUTUCaK y ’
: 514 e rlperlc.)pyquw.M rngmuama
6 550 108 Systolic and diastolic blood pressure
: at recommended levels (N=2530) 347 155
/ 132 49 CUCTONHY 1 AUJaCTONH KPBHI NPUTMCAK :
8 or more / 8 wnv BuLwe 301 11.2 y NpenopyyeHnM rpaHnLiama
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hypertension in Slovenian general practitioners is poor;
less than a quarter of hypertensive patients had diagnos-
tic procedures performed in accordance with the guide-
lines, less than a half of hypertensive patients got appro-
priate advice on non-pharmacological measures, the com-
bined drug therapy was sometimes not optimal, the min-
imal standards for follow-up were fulfilled by only a half
of all the patients, and only a small proportion of treat-
ed hypertensive patients reached the target blood pres-
sure levels.

We managed to collect data on a relatively large sam-
ple of family practice visitors and identified hypertensive
patients among them. This allows us a good insight into
the quality of family practice daily routines. This is also
the first large study on quality of blood pressure manage-
ment in family practice in our country, which allows us
generalization related to the whole family practice popu-
lation in Slovenia. The use of similar methodology as in
many other studies allows for comparisons to internation-
al data [18, 21, 22].

Epidemiology and significance of
hypertension in Slovenia

According to the prevalence of hypertension in Europe,
where 44 % of adult population and 67 % of elderly peo-
ple have hypertension [1] and according to the estimat-
ed prevalence of hypertension in Slovenia, which is 42 %
[23], we found that only a half of the hypertensive patients
visited their general practitioners.

Under-diagnosed or untreated arterial hypertension
could be one of the causes for high cardiovascular mortal-
ity in Slovenia as well as in other countries [24]. Mortality
due to cardiovascular diseases in Slovenia declined from
48 % in 1988 [25] to 38 % in 2003 [26], but it is still high
and is the leading cause of mortality. Better recognition
and treatment of hypertension and other risk factors for
cardiovascular disease is necessary and a step to this aim
could be the preventive program for reducing cardiovas-
cular morbidity and mortality, organized at the primary
level of health care (started in 2002 [27]), and treatment
of risk factors and cardiovascular diseases according to
the guidelines recommendations.

Discussion on our own results

Although the minimal diagnostic program in accor-
dance with the guidelines was performed in less than a
quarter of patients, our results are better than in a sim-
ilar Italian study [16], in which in only 10 % of patients
the minimal diagnostic program was performed. Some
of the elements of the minimal diagnostic program, e.g.
blood laboratory examinations and ECG, were performed
in the majority of patients, but others, like history, clinical
examinations with fundoscopy and urine examinations,
were performed in only two thirds of the patients. Eye
fundus examination was the least frequently performed
element of the minimal diagnostic procedure, as in the
study from Italy, where eye fundus examination was per-
formed in only 19 % of the patients; ECG and blood tests
were done in only half of the patients [16].
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Majority of the primary care physicians in our coun-
try do not perform ophthalmoscopy by themselves and
patients have to go to the ophthalmologist to perform
the examination. Another, probably more important
reason why physicians do not perform diagnostic pro-
cedures according to the guidelines is that they are not
aware that total cardiovascular risk, which depends on
the level of blood pressure, is the most important factor
and the basis for further treatment [20]. Total cardiovas-
cular risk depends on the level of blood pressure, other
cardiovascular risk factors and target organ damage, and
for their estimation we need at least the minimal diagnos-
tic procedures in hypertension. Many physicians, who are
not aware of this, treat their hypertensive patients on the
basis of the blood pressure level only [10].

Diagnostic and therapeutic procedure and follow-up in
accordance with the guidelines was found in less than 10%
of all hypertensive general practice attenders in Slovenia.
Treatment of hypertension, acknowledging only the level
of blood pressure, without taking into account concomi-
tant diseases, other risk factors, target organ damage and
individual differences between patients, might be one of
the reasons for poor results. Possible other reasons for
low compliance with hypertensive guidelines could be an
unacceptable level of knowledge on hypertension guide-
lines among family physicians [28], non-acceptance of
guidelines recommendations and guidelines recommen-
dations, which might not be appropriate for the use in
everyday practice [9, 13, 14].

Comparison of our own results
with the international literature and
the situation in other countries

Physicians advised all recommended non-pharmaco-
logical measures to less than a half of all the hypertensive
patients. The results are similar in Germany [29] and bet-
ter than results from Hungary, which showed that only
one quarter of hypertensive patients got all recommended
non-pharmacological measures in hypertension [30].

A possible reason for a relatively small proportion of
patients getting all the recommended non-pharmaco-
logical advice is that physicians, when giving advice on
non-pharmacological measures in hypertension, do not
write the advice in patients’ medical records [31]. The
same phenomenon was found in an epidemiological study
of arterial hypertension in Slovenia in 1985, where the
patients reported that they had got advice on non-phar-
macological measures in much higher percentage than
written in the medical records [32].

Most of the patients with diagnosis of arterial hyper-
tension (98.7%) who attended general practice were
treated with antihypertensive drugs and less than 2%
of patients were treated only with non-pharmacological
measures. The percentage of patients receiving pharma-
cological treatment for hypertension was 83.8% in Ger-
many [29], 85% in Finland and Hungary [30, 33] and 90%
in Greece [34].

Almost two thirds of the patients had combined anti-
hypertensive therapy, most frequently a fixed combina-
tion of two different drugs. The proportion of patients on
combined therapy is similar to other European countries
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[29, 30, 33]. In case of three or more different classes of
antihypertensive drugs, a diuretic was included in such a
combination. Physicians often used fixed combinations
including a diuretic. There are many fixed combinations
including a diuretic registered in Slovenia and the use of
tixed combinations simplify the treatment and improve
patients’ compliance with treatment [35] and also physi-
cians’ compliance with the guidelines.

The average rate of office visits with blood pressure
readings was 4.3, but only a half of the patients had the
minimal acceptable number of blood pressure readings
(for the majority of the patients at least four in one year)
in the surgery in one year. There were also hypertensive
patients without blood pressure readings in the past year,
but the proportion of them was smaller than in Italy (6%
versus 17%), and also patients with probably unnecessary
frequent readings of blood pressure in the surgery (11.2%
of patients had more than eight blood pressure readings
in the past year). In the group of patients having at least
one blood pressure reading in the surgery in the past year,
there were 77% of patients with at least three readings of
blood pressure in the past year; the result is similar to the
result of another study in which 70% of patients with at
least one blood pressure control in a year had at least three
blood pressure measurements in the same year [18].

A small proportion of patients (15.5%) had blood pres-
sure level readings in accordance with the guidelines. The
comparisons of our results with results of other studies on
blood pressure control in primary care is difficult because
of the differences in the methodology and the target blood
pressure level estimated. Data from other studies, done
in primary care in Europe show that between 8.6% (in
Poland) [21] and 10% in Finland [36] to 55.6% (in Greece)
[34] of primary care hypertensive attenders had their
blood pressure lower than 140/90 mm Hg.

Limitations of the study

This study has some limitations. First of all, the find-
ings are representative for the attenders of general practi-
tice in Slovenia, but not for the entire hypertensive popu-
lation in our country. Another limitation is that we used
paper medical records as a source of data. Paper medical
records as a source of data have some advantages (it is eth-
ically acceptable, cheap, retrospective methodology), but
also some disadvantages. The most important disadvan-
tage is that the quality of data documentation varies from
physician to physician and that the quality of paper data
is not always a faithful account of the quality of process of
care (i.e. adherence to hypertension guidelines) [37].

CONCLUSION

The impact of hypertension guidelines on patients’
management in everyday primary care appears to have
marginal efficacy. Family physicians in Slovenia are either
not aware of or do not practice calculation of total car-
diovascular risk, which is the most important factor and
the basis for decisions on future treatment of hyperten-
sion. Most of the Slovene hypertensive patients were treat-
ed with antihypertensive drugs, frequently in combina-

tions. The choice of medication is appropriate. Follow-
up is insufficient and only a small proportion of patients
reached the recommended target blood pressure values.

More emphasis should be placed on the uptake of
guidelines using multifaceted strategies for guidelines
implementation. Patients will have to be empowered to
take more decisive role in blood pressure control.
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NPUOPXABARE YITYTCTABA 3A XUTMEPTEH3WJY
Y OMnuwTOJ NMPAKCK Y CJTOBEHNIN

Mapwija METEK-LUTEP?, JaHko KEPCHWK?, Virop LLIBAB?
'3npaBcTBEHNM LieHTap, Tpebre, CnoBeHvja;
’Operberbe NopoavuHe MeavunHe, MegnumnHckm dakyntet, YHusepauteT y Mapubopy, Mapubop, CnoseHuja;
30perberbe NopoanuHe MmearumnHe, MeanumHckm dakyntet, YHusepauteT y Jbybrwarn, JbybrbaHa, CnoseHwja

KPATAK CALIP?KA)

YBopa YcknaheHocT ca ynyTCTBYMA 3a XUNEPTEH3N]Y je Y KMHUYKO]
MPaKCK Y Hayeny NoLa, anu 3acajl Hema NoAataka O CarfacHOCTM Ca
OMNO KaKBMM YNYTCTBMMA Y ONWTOj Npakcy y CrIoBeHNju.

Liumb papga Lnmb paga je 610 ga ce oTkpuje Aa nv nekapw onute
meauumHe y CroseHwju npernenajy 6onecHmnke ¢ xunepTeH3ujom
y CKnagy C HaUMOHaNHNM YNy TCTBKMA, 3aCHOBAHVIM Ha ynyTCTBMMA
CBeTcKe 34paBCTBEHE OpraHm3auuje 13 1999. roguHe.

MeTop papa YeTpaeceT ABa Nekapa oniwiTe MeavUyHe 3abenexmnna
Cy CBe bonecHuKe Ca AnjarHO30oM apTepujcke xunepTeHsiuje namehy
300 y3acTonHux noceta y ambynaHTu. YnotpebrbeHu Cy 1 nogaum o
Mepetby KPDBHOT MPUTKCKA 13 MEANLIMHCKE AOKYMeHTauuje.
Pesyntatu CakynsbeHu Cy nogaum of 2.752 6onecHuka ¢ xvnep-
TEH3MjOM, KOjU Cy Y Npoceky bunu cTapu 64,1 rognHy (SD 12,4 ro-
aviHe; 21-97 roavHa). CBW enemeHTV MAHUMANHOT AWjarHOCTUYKOT
nporpamay nocnefrbux NeT rofrHa npuMerseHn cy Kog 23,8% 60-
necHuka. Kop 1.809 6onecHuka (65,7%) Ko KOjux je npoLereHo
[a NOCTOjW KapPAMOBACKYNAPHN PUBMK MHUMANHN ANjarHOCTUYKM
nporpam je npumetseH uvewhe (p<0,001). Hedapmakonotuike mepe
6une cy npumetrbeHe kop 1.210 6onecHuka (47,0%), ok je 2.649 6o-

necHvika (97,6%) neyeHo nekoBMMA Yy CarnacHOCTW Ca ynyTCTBMMA.
KoHTpone y carnacHoCTv ca ynyTcTBrMa bune Cy 13BefeHe Koj
1492 6onecHuKa (55,3%). Camo 256 bonecHrika (9,3%) buno je npe-
rNefiaHo NOTMYHO Y CaracHOCTY Ca ynyTCTBMMA, a Camo 347 ncnn-
TaHuKa (15,5%) [OCTUINO je LnSbHe BPpeAHOCTU KPBHOT MPUTHCKA.
3aKibyuak YTuUaj ynyTCTaBa 3a xunepTeHsujy Ha nperneg 6one-
CHWKa Y CBaKOAHEBHO] MPUMAPHO] 3aWTUTK YMHM CE HE3HATHUM.
Behy BaxHOCT Tpebano 61 npuaatv edrKacHoOj NPUMEHW yryT-
CTaBa.

Krbque peun: KBannTeT 34paBCTBEHE 3alUTUTE; ONWTa Npakca,

XvnepTeHsuja; ynyTcTea
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