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Abstract

Aim: The study is designed to compare the discharge prescriptions of ST-elevated (STEMI) and non ST-elevated (NSTEMI)
myocardial infarction patients and the medications used end of first year and also to investigate the relationship between
Ml type, gender, age groups and drug adherence.

Material and Methods: In retrospect, data from 413 patients were collected via epicrisis and phone visits. Discharge and
the outpatient medications end of one year were compared.

Results: Of the 413 patients included in the study, 312 (%75) were male. Ml type distribution was NSTEMI with a ratio of
38.5% (n = 159) and STEMI with a ratio of 61.5% (n = 254). Only 2 (0.5%) patients did not receive acetylsalicylic acid (ASA)
at discharge. The rate of beta-blocker, statin, clopidogrel users were %94.4, %97.1 and %97.8, respectively. The rate of
patients who used five drugs (ASA, beta blocker, ACEI/ARB, statin, clopidogrel) at discharge was 78.7% (n = 325). At the
end of first year, the rate of ASA, statin, beta blocker, angiotensin converting enzyme inhibitors/aldosterone receptor
blocker(ACEI/ARB) and clopidogrel users dropped down to 88.1% (n = 364), 66% (n = 273), 80.9% (n = 334), 69.7% (n =
288) and 81.3% (n = 336), respectively(p<0.05 for all parameters). After one year, the number of patients using five drugs
dropped to %45(p<0.05). Beta-blocker target dose was achieved in 68(16.5%) patients and ACEI / ARB target dose was
achieved in 74(17.9%) patients. Patients with renal failure were not able to reach the target doses of ACEI/ARB at the end
of first year (p: 0,033). And also renal failure is considered as an impediment to proper drug use at discharge and end of
the first year (p <0.01 and p<0.01 respectively).

Conclusion: It was determined that treatment compliance was impaired at the end of one year in a significant proportion of
patients with acute coronary syndrome. One year later, compliance with treatment was higher in females than in males and was
inversely related to age and renal failure. It is observed that follow-up training programs are needed to succeed in drug adherence.
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Amag: Calisma, ST yiikselmeli (STEMI) ve ST yiikselmesiz (NSTEMI) miyokard infarktlsli hastalarin taburculuk recetelerini
ve birinci yil sonundaki kullanilan ilaglarini karsilastirmak ve ayrica bunlarin Ml tipi ile cinsiyet, yas arasindaki iligkisini
arastirmak icin tasarlanmistir.

Gerec ve Yontemler: Retrospektif olarak 413 hastanin verileri epikriz ve telefon ziyaretleri yoluyla toplandi. Taburculuk ve
bir yil sonunda kullanilan ilaglari karsilastirildi.

Bulgular: Calismaya dahil edilen 413 hastanin 312'si (% 75) erkekti. Ml tipi dagilimi % 38.5 (n=159) NSTEMI, % 61.5
(n=254) STEMI'idi. Sadece 2 (% 0.5) hasta taburcu olduklarinda asetilsalisilik asit (ASA) almadi. Beta-bloker, statin,
klopidogrel kullanicilarinin orani sirasiyla% 94.4,% 97.1 ve% 97.8'di. Taburculukta besli ilac (ASA, beta bloker, ADEI / ARB,
statin, klopidogrel) kullanan hastalarin orani % 78.7'di (n=325). ilk yilin sonunda, ASA, statin, beta bloker, anjiyotensin
dénistiriici enzim inhibitérleri / aldosteron reseptér bloker (ADEI / ARB) ve klopidogrel kullananlarin orani sirasiyla; %
88.1'e (n=364), % 66'ya (n=273), % 80.9'a (n = 334),% 69.7'ye (n=288) ve % 81.3'e diistli (n=336) (tim parametreler icin p
<0.05). Bir yil sonra, begsli ilag kullanan hasta sayisi % 45'e diisti (p <0.05). 68 hastada (% 16.5) beta blokor hedef dozu, 74
hastada (% 17.9) ADEi/ ARB hedef dozu saglandi. Bébrek yetmezIigi olan hastalar birinci yil sonunda ADEI / ARB hedef
dozlarina ulasamadi (p: 0,033). Ayrica bobrek yetmezliginin taburculuk sirasinda ve ilk yilin sonunda uygun ilag kullanimina
engel oldugu goézlendi (sirasiyla p <0.01 ve p <0.01).

Sonug: Akut koroner sendromlu hastalarin d5nemli bir bélimiinde tedavi uyumu bir yil sonunda bozulmus bulundu. Bir yil
sonra, tedaviye uyum kadinlarda erkeklere gére daha yiiksekti, yas ve bébrek yetmezligi ile ters orantiliydi. ilac uyumunda

Introduction

In patients with CAD (coronary artery disease), patients with
medications such as aspirin, angiotensin converting enzyme
inhibitors (ACEl), beta-blockers, and statins were found to have
a significant increase in survival. Data indicate that the success
of compliance to these drugs is low. Discharge prescriptions
and content of these prescriptions are considered as the
main criteria of success in patients with acute coronary
syndrome[1]. A limited number of data indicate that these
prescriptions are written appropriately, but in time patients'
compliance with these prescriptions is reduced[2-5]. After
acute MI (myocardial infarction), 24% of the patients do not
take all of their medications during the first week of discharge
and 1/3 of them leave at least 1 drug in one month[6-71]. In this
study, we compared the patients' discharge medications and
the medications used at the end of one year in our clinic and
evaluated whether the appropriate drug was prescribed and
the patient's compliance.

Material and Methods
Study Population

Patients aged between 18 and 100, who were diagnosed with
STEMI and NSTEMI, hospitalized in intensive care unit were
included in the study. Patients who were not followed for one

basarili olmak icin takip egitim programlarina ihtiya¢ duyuldugu gozlendi.

Anahtar kelimeler: akut koroner sendrom; terapétik uyum; maksimal tolere edilen doz

year, those unable to access their records, those who were
diagnosed myopericarditis or etc later on, those who were not
in the age range of 18-100 and on vitamin K antagonist or new
generation oral anticoagulants were excluded. In retrospect,
450 patients were screened from the hospital data system, and
data from epicrisis and telephone visits and 413 patients were
included in the study. Records of 37 patients could not be reached
via registry system or phone visits. Discharge prescriptions and 1
year outpatient control medications were compared. Phone visits
were made for ones who did not come to the control visits.

Our study was carried out with the approval of NEU Meram
Faculty of Medicine, Non- drug and Non-device Research
Ethics Committee dated 18/09/2015 and numbered 2015/322.
Informed constents were obtained from all patients.

We have defined the evidence based target doses according
to the heart failure guidelines[8].

Statistical Analysis

If the descriptive measures of the variables were categorical, the
frequency and percentage ratios were used; If the descriptive
measurements of the variables were numerical, mean + ss
(median, min, max) were used. All discrete and continuous
variables were analyzed by Kolmogorov-Smirnov test method.

Since two main groups of patients were identified, Student's
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t-test was used for group comparisons where normal
distribution was appropriate, and nonparametric Mann-
Whitney U test was used for variables not normally distributed.

In order to determine the relationship between categorical
variables, Monte Carlo corrected chi-square analysis was
used. In order to determine whether the change between
the categorical variables of repetitive measurements was
significant, a cross-table was prepared and the McNemar test
statistic was calculated.

To determine the direction and magnitude of the relationship

between continuous variables, Pearson Correlation was used,

Spearman’s Rho Correlation analyzes were performed for
variables that did not meet normal distribution. Type-I error
level was taken as 5% and p <0.05 was accepted as statistically
significant. All analyzes were performed using SPSS 20.0
package program.

Results

Of the 413 patients included in the study, 25% (n = 101) were
female. The diagnoses were NSTEMI with a rate of 38.5%
(n = 159) and STEMI with a rate of 61.5% (n = 254). Patients
characteristics and drug usage according to Ml type were
shown in table 1.

The rate of patients who used all five drugs (ASA, beta blocker,
ACEI / ARB, statin, clopidegrol) on discharge was 78.7% (n =
325). Rates of those using beta-blocker, ADEI / ARB, statin and
Clopidogrel (including those using Ticagrelor and prasugrel)
were %94.4 (n = 390) %86.7 (n = 358), %97.8 (n = 401) and
%97.8 (n = 404), respectively.

The percentage of those who continued to use ASA after one
year dropped to 88.1% (n = 364), the percentage of those who
continued to use statin decreased to 66% (n = 273), while the
proportion of those who continued to use beta-blockers to
80.9% ( n = 334). The percentage of those who continued to
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use ACEI / ARB dropped to 69.7% (n = 288). The percentage
of those who continued to use clopidegrol decreased
significantly (81.3%; n = 336). After one year, the number of
patients using five drugs fell to 45% (n = 186).

When the patients were evaluated according to Ml types at
discharge and one year follow-up; drug use rates decreased in
all Ml types after one year. There was a significant decrease in
the use of all drugs separately and 5 drugs together (p <0.01).

All patients in the STEMI group continued to use ASA. The
highest decrease in NSTEMI type patients was seen in the use



of five drugs (40%) and the least decrease was observed in beta
blocker use (18%). In the STEMI type, the highest decrease was
still in the use of five drugs (34%) and the lowest proportional
decrease was in patients using clopidogrel (17%) (Table 1).

In Table 2, the relationship between the drug use and the
morbidity of the patients was examined. There was a significant
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relationship between the five-drug ratio and CRF and type of
treatment when patients were discharged. The rate of CRF
was higher in patients who did not use 5 drugs (%30.7) than
those discharged with five drugs(%5.8; p<0.001). The ratio of
patients who used five drugs (% 83,7) was higher in the PCl

group (p =0,004) compared to those treated medically or with
CABGO(%14.8 and %17 respectively) (p=0.004).

In the study, it was seen that the target dose of beta-blocker
was reached in 68 patients (16.5%) and 74 (17.9%) patients
reached to ACEI / ARB target dose. The mean age difference
of patients with beta-blocker target dose was statistically
significant in NSTEMI (p = 0.015). The mean age was 58 years
in the target dose group and 65 in the group who could not

reach the target dose. The use of beta-blockers was lower in
the elderly.

The rate of patients who had reached ACEI / ARB target dose
was significantly higher in patients with HT (p <0.001) (Table
3). Patients with CRF, the rate of those who reached the ACEI /
ARB target dose was significantly lower (p = 0.033).

Discussion

In this study, discharge prescriptions and drugs used at
the end of 1 year were compared in 413 patients who were
hospitalized with NSTEMI and STEMI diagnoses. Data on
continuity of treatment were obtained.

In our study, the rate of ASA, beta blocker, ACEI/ARB, statin and

clopidogrel use was %99.5 %94.4, %86.7, %97.1 and %97.8,
respectively. Six-month follow-up of CAD patients admitted to

the Internal Medicine and Cardiology Clinic, while ASA was the
most used medication, less than a third of patients were found
to use beta-blocker, ADEI / ARB and statin, which is according
to our patient group, drug compliance was less in this study[9].
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Patients who has been prescribed aspirin in a study conducted
in the UK on 2153 patients diagnosed with acute MI, the
rates were %88 for males, %82 for females and beta blocker
prescription was %47 for males and %33 for females and also
lower than our study population[10]. In the EUROASPIRE llI
study, the compliance of discharge prescription with guideline
in CAD patients was examined; Turkey and European data
were compared. Beta-blockers (82.5% in Europe, 83.1% in
Turkey), ACEI / ARB (69.0% in Europe, 73.6% in Turkey) and
statin (79.7% in Europe, 82.3% in Turkey) prescribing rates
were slightly lower, according to our results[11]. In a university
hospital, 84% of patients with acute MI were prescribed beta
blockers, %90 of them were prescribed statins, %61 of them
were prescribed ADEI / ARB, and %95 of them were prescribed
aspirin. These rates were also lower than our study [12]. In one
study including acute Ml patients, the rates of drug use after 1
year were 72% for beta blockers and 68% for ACEI/ARB. It was
lower than our study[13].

In a study conducted in France, drug use rates of acute Ml
patients after 30 months were found to be %90.5 for beta
blockers %85.6 for ACEI/ARB %84.7 for ASA and %95.3 for
clopidogrel. The rate of those who used 4 group medication
was %71.1[14]. It was higher than our study.

In the patient population, the ACEI / ARB target dose may not
be reached, especially in the patient group with CRF, which
may be related to the increase in creatine. Optimal treatment
in patients undergoing PCI may be due to the fact that patients
undergoing CABGO are discharged from the cardiovascular
surgery department and followed up for a while in this
department and may be subject to different applications. The
fact that the target beta-blocker dose in elderly patients could
not be reached can be explained by the more symptomatic
course of bradycardia episodes of this patient group and the

clinician's concern about this

There were various limitations in our study. Although our
study is performed in a local area, it may not reflect the use
and compliance of the whole society, but it should be kept in
mind that where percutaneous and surgical interventions are
performed 7/24. The patients whose data were not reached
may have continued their follow-up in different centers but
the patients whose data were not reached were excluded
from the study. With more comprehensive studies, follow-up
treatment recipes can be reviewed from the social security
institution.
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Conclusion

In this study, in our country where access to drugs and health
services has become easier due to changes in health policies
in recent years; We evaluated the effect of this condition on
treatments in patients with ACS (acute coronary syndrome).
More effective doses can be achieved with frequent controls
for ADEI / ARB use, especially in the CRF group.

According to the data obtained from the study; a decrease was
observed in the rates of drug use in ACS patients after one year.

In order to reduce the mortality due to CAD, patients should
be treated according to the guidelines at discharge and
hospital settings.
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