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Introduction

The organization of medical care for patients
with  primary  open-angle glaucoma (POAG)
represents a significant challenge in modern medicine.
In 2020, glaucoma affected 76 million people worldwide;
approximately 4.5 million had moderate or severe visual
impairment, and 3.2 million suffered from irreversible
blindness [1]. In 2022, the global incidence rate of open-
angle glaucoma was 23.5 per 10,000 person-years among
individuals aged 40-79 years, ranging from 5.5
in the 40—44 age group to 64.4 in those aged 75-79 [2].

Primary open-angle glaucoma is a chronic,
progressive ocular disease that can potentially lead to
irreversible blindness. It causes the loss of retinal nerve
fibers and optic nerve damage, resulting in visual field
defects, and is associated with intraocular pressure (IOP)
elevated beyond the tolerance level. A defining feature
of POAG is the normal visualization of the anterior chamber
angle of the eye, with increased IOP and advanced age
being the main risk factors. Visual impairment is usually
preventable with early diagnosis and treatment [3].

The main factors in preventing blindness in glaucoma
patients include early detection, initiation of effective
treatment upon diagnosis, continuous monitoring of disease
progression, and timely transition from ineffective
therapeutic methods to more effective ones [4].

The cornerstone of early glaucoma detection lies
in the availability of modern diagnostic equipment
in healthcare institutions, high levels of ophthalmologists’
professional knowledge, and an efficient system
of preventive visits for patients at risk of developing
glaucoma, which in turn requires adequate public
awareness [5]. The use of modern technologies and artificial
intelligence in data processing facilitates the detection
of glaucoma at its early stages [6].

However, timely detection alone cannot halt
the progression of glaucoma. It is essential to achieve
a tolerant intraocular pressure level at which the rate
of disease progression is minimized [7]. Currently, several

main approaches to glaucoma treatment exist, including
hypotensive eye drops, laser treatment, and surgical
treatment [8]. These treatment methods are not mutually
exclusive and are often applied sequentially, depending
on their effectiveness. Therefore, achieving target IOP
and compensation of glaucoma critically depends on
the timely switch from an exhausted treatment method to
a more effective one [9]. Surgical treatment of glaucoma
is most often indicated in patients for whom conservative
or laser therapy fails to provide effective and sustained
IOP reduction to the required levels [10]. It is crucial for
ophthalmologists to recognize the necessity of continuous
monitoring of visual function in glaucoma patients
and the indispensability of surgical methods in cases where
they represent the only option to preserve vision.

As a chronic progressive disease, open-angle
glaucoma typically follows a long-lasting course measured
in years, with patients gradually experiencing vision loss
[11]. The use of hypotensive eye drops is a convenient
treatment option and generally does not impose a substantial
organizational or financial burden on glaucoma patients.
Furthermore, prolonged use of eye drops contributes
to patient adherence to this method of treatment [12].
In contrast to conservative or laser methods, surgical
treatment represents a significant burden for patients both
psychologically and financially. The very fact of surgical
intervention and the associated risks cause psychological
discomfort, even when visual function is relatively
preserved [13]. In addition, surgical treatment of glaucoma
often requires considerable financial expenditures, which
are frequently borne by patients themselves. For this
reason, surgery remains unpopular among patients, who
tend to prefer alternative treatment options. This often leads
to the progression of glaucomatous optic neuropathy and,
consequently, irreversible vision loss. Therefore, surgical
treatment remains the only alternative in such cases.

The purpose of the present study is to investigate
the effectiveness of interaction between ophthalmologists
and patients with glaucoma in promoting patient adherence
to timely surgical care at the early stages of the disease.
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Object, materials and methods

The study consisted of two stages. At the first stage,
medical records of 500 patients who underwent surgery
for chronic open-angle glaucoma at Visiobud-Plus Clinic
LLC between 2021 and 2025 were analyzed. The age
of these patients ranged from 46 to 88 years; 312 (62.4%)
were women and 188 (37.6%) were men. All selected
patients received surgical treatment at the advanced stages
of the disease (stages III and IV), when it was no longer
possible to achieve satisfactory visual function using other
treatment methods. The selection of patients at late stages
was important, as the absence of effective physician—
patient interaction often leads to delays in receiving
necessary high-quality treatment.

Thesecondstageinvolvedasurvey of ophthalmologists
and patients wusing author-designed questionnaires
approved by the Ethics Committee of Bogomolets National
Medical University (Protocol No. 190, dated December 23,
2024). A total of 1,200 ophthalmologists aged 24—78 years,
employed in both public and private healthcare institutions
across all regions of Ukraine, participated in the study.
Among them, 257 (21.4%) were men and 943 (78.6%) were
women, with work experience ranging from 1 to 52 years.
The first block of the ophthalmologist questionnaire
focused on organizational aspects of managing patients
with open-angle glaucoma, specifically the use of clinical
protocols and guidelines, including surgical treatment.
The second block assessed ophthalmologists’ views on
factors contributing to glaucoma progression, particularly
their understanding of the necessity of surgical treatment.

Additionally, 1,500 patients with a confirmed
diagnosis of open-angle glaucoma were surveyed. Their
ages ranged from 23 to 84 years; 811 were women (54.1%)
and 689 were men (45.9%). Among the respondents, 719
(47.9%) were employed and 751 (50.1%) were not, while
50 individuals (3.3%) had vision-related disabilities. This
group was assessed for treatment adherence, particularly
to surgical intervention, and for their disease management
practices.

A separate analysis was conducted on questionnaires
from 673 glaucoma patients who had undergone surgical
treatment for primary open-angle glaucoma across all
regions of Ukraine. Among these, 362 patients (53.8%)
had surgery on one eye, while 311 (46.2%) underwent
surgery on both eyes. Surgeries were performed in both
private ophthalmology clinics and public ophthalmology
centers and departments.

Statistical analysis was performed using the IBM
SPSS Statistics software package. Bibliographic, statistical,
and analytical methods were applied in the study.

Research Results

The results of the first stage of the study showed
that in 42,6 + 2.2% of cases, patients were not timely
diagnosed with “glaucoma,” which resulted in the absence
of necessary treatment and, consequently, the progression

of the disease to advanced stages. In such cases, surgical
treatment raised no doubts either for ophthalmologists
or for patients. Patients were immediately referred to
an ophthalmic surgeon and agreed to undergo surgery.

In 37,3 + 2.2% of cases, patients reported a long
period (more than 1 year) of follow-up and treatment by
an ophthalmologist, noted deterioration of vision during
this period, but did not receive recommendations from
the physician regarding necessary surgical treatment.
In 20,1 £ 1.8% of cases, patients were offered surgical
treatment but refused it for certain subjective reasons.

The assessment of the reasons for patients seeking
surgical treatment of glaucoma at advanced stages
of the disease showed that in 42.6 = 2.2% of cases
glaucoma was detected too late; in 37.2 + 2.2% of patients,
there were no recommendations from the ophthalmologist
regarding surgical treatment; and in 20.1 + 1.8% of cases,
patient mistrust of surgical treatment, lack of confidence
in a positive treatment outcome, and, in fact, ignoring
the doctor’s recommendations were observed.

Among the 1,200 surveyed ophthalmologists, the vast
majority (91.1%) had more than 3 years of work experience,
and 68.1% had more than ten years of experience.
76.4% of respondents held second, first, or the highest
qualification categories, which confirms the substantial
clinical experience of the surveyed physicians.

The overwhelming majority of respondents were
familiar with modern standards, protocols, and orders
regulating the treatment of glaucoma. Thus, the Standard
of Medical Care “Glaucoma”, approved by the Order
of the Ministry of Health No. 939, was used by 1,057
(88.1 £ 0.9%) respondents, and the European Glaucoma
Society Guidelines were followed by 969 (80.8 + 1.1%).
Only 39 ophthalmologists (3.3 + 0.5%) reported an urgent
need for additional recommendations regarding surgical
treatment of glaucoma.

The assessment of the use of regulatory documents by
ophthalmologists in providing care to glaucoma patients is
presented in Table 1.

A key task for ophthalmologists is the prevention
ofglaucomaprogressionand,consequently,thedevelopment
of blindness. The factors that, in the opinion of physicians,
most influence glaucoma progression are presented
in Table 2. Overall, 71.4 + 1.3% of doctors believe that
the absence of proper recommendations from the physician
is certainly or in most cases a cause of vision deterioration
in patients with open-angle glaucoma. However, patient
non-adherence to physician recommendations plays
a significant role in this process — this is the opinion
0f96.1 £0.6% of ophthalmologists. In general, 89.8 £0.9%
of doctors consider that the untimely performance
of glaucoma surgery to some extent leads to vision
deterioration in patients with open-angle glaucoma.

An assessment was also conducted of the capabilities
of ophthalmologists working in various healthcare
institutions regarding their understanding of the necessity
to prescribe surgical treatment and to determine
the type of surgery required by the patient. The results are
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Table 1
Assessment of the use of standards by ophthalmologists regulating the provision of care to glaucoma patients
(n =1200)
Ne Question Distribution of respondents’ answers to the question, abs. (P + m%):
Are guidelines or methodological recommendations | Yes — 1123 (93,7 £ 0,7%)
1 |on glaucoma, including quality standards and
insiuctions t:or their a}%p(%icati(})/n, available to you? No —77(6,3+0,7%)
Are clinical protocols for managing patients with | Yes — 1072 (89,3 + 0,9%)
2 %Jﬁgf;?fud\%i{%ped at the healthcare facility No— 128 (10,7 + 0.9%)
Yes — 1160 (96,7 + 0,52%), in particular:
Do you use clinical protocols for managing patients ~ Local protocol = 685 (59.1 & 1'4%)-
3 | with glaucoma in your practice? — Protocol recor[r)lmended by the Ministry of Health —
796 (68.6 £ 1.36%)
— Protocol recommended by WHO — 540 (47.5 + 1.46%)
No — 40 (3,4%)
— Always — 450 (42.6 + 1.5%)
Do you use the “Glaucoma” Medical Care Yes — 1057 (88,1 £ 0,9%), |— Often — 447 (42.3 £ 1.5%)
4 | Standard, approved by the Ministry of Health Order including — Sometimes — 126 (11.9 £ 1.0%)
Ne939, in your work? — Rarely — 21 (1.9 = 0.4%)
— Almost never — 13 (1.2 £ 0.3%)
No — 143 (11,9 + 0,9%)
— Always — 254 (26.2 = 1.4%)
o — Often —471 (48.6 £ 1.6%)
5 |Do you use the European Glaucoma Society (EGS) Yes =969 (BO8LI%) | _ gometimes - 176 (18.2+ 1.2%)
guideline for glaucoma in your practice? — Rarely —28 (2.9 £ 0.5%)
— Almost never — 20 (2.1 = 0.5%)
No —231 (19,3 + 1,1%)
— Protocols I use are sufficient — 692 (57.7 + 1.4%)
Do you feel the need for developing — Difficult to answer — 165 (13.8 + 0.9%)
6 | recommendations for surgical treatment of — Noneed — 171 (14.3 + 1.0%)
glaucoma? — Partial need — 133 (11.1 £ 0.9%)
— Urgent need — 39 (3.3 £ 0.5%)

Table 2

Assessment of organizational factors that, in the opinion of ophthalmologists, contribute to glaucoma progression

(n = 1200)

Ne

Distribution of respondents’ answers to the question, abs. (P + m%):

Definitely yes | Yes

| In most cases, yes |

No | In most cases, no | Never

In your opinion, is the lack of proper recommendations from a physician a cause of vision deterioration in patients with open-

angle glaucoma?

671 141 46 152 180 10
(55.9 + 1.4%) (11.7 £ 0.9%) (3.8 +0.6%) (12.7 £ 0.9%) (15.0 £ 1.0%) (0.8 +0.3%)
In your opinion, does a patient’s non-compliance with physician recommendations lead to vision deterioration in patients
) with open-angle glaucoma?
254 723 176 4 36 7
(21.2 £1.2%) (60.3 £ 1.4%) (14.7 £ 1.0%) (0.3+0.2%) (3.0 £ 0.5%) (0.6 = 0.2%)
In your opinion, is the untimely performance of surgical treatment a cause of significant vision deterioration in patients with
3 open-angle glaucoma?
158 532 389 20 98 4
(13.1 £ 0.9%) (44.3 £ 1.4%) (32.4 £ 1.4%) (1.7 £ 0.4%) (8.2 +0.8%) (0.3 £0.2%)

presented in Table 3. It was found that only 44.5 + 1.4%
of ophthalmologists can accurately determine the need for
surgical treatment for a patient, while 14.4 + 1.0% always
refer the patient to a surgeon. Even fewer ophthalmologists
(29.7 £ 1.3%) can accurately determine the surgical method
required by the patient, and only 25 + 1.3% of them always
rely on the opinion of other specialists.

Analysis of the survey of 1,500 patients with glaucoma
showed that only 18 respondents (1.2 +0.3%) rated their vision
as excellent, and 193 respondents (12.9 + 0.9%) as good.

In contrast, 63 individuals (4.2 + 0.5%) had completely lost
their vision. Six hundred thirty-four patients (42.3 £ 1.3%)
considered their vision poor, and 587 patients (39.3 + 1.3%)
considered it satisfactory. The vast majority of patients —
1,314 (87.6 £ 0.9%) — were aware of what glaucoma is.

The assessment of the impact of patient adherence to
treatment on disease progression in glaucoma patients is
presented in Table 4.

Of particular note is the significant proportion
(22.6 + 1.1%) of patients with existing glaucoma who are not
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Table 3

Assessment of ophthalmologists’ ability to determine surgical treatment for glaucoma patients (n = 1200)

Ne Question

Distribution of respondents’ answers to the question, abs. (P + m%):

Can you independently determine
1  |the need for surgical treatment in
patients with glaucoma?

— Yes — 534 (44.5 + 1.4%)

— Can do it more often — 430 (35.8 = 1.4%)

— Can do it rarely — 63 (5.3 £ 0.6%)

— Always refer the patient to a surgeon — 173 (14.4 + 1.0%)

Can you independently determine
2 |the type of glaucoma surgery
required for a patient?

— Always can — 356 (29.7 £ 1.3%)
— Can do it more often, sometimes rely on another specialist — 544 (45.3 + 1.4%)
— Never independently determine the type of surgery — 300 (25.0 = 1.3%)

Table 4

Assessment of the impact of patient adherence to treatment on disease progression in glaucoma patients
(n =1500)

Ne Question

Distribution of respondents’ answers to the question, abs. (P+m%):

Are you under regular dynamic
1 |supervision by an ophthalmologist for
glaucoma?

Yes — 1161 (77.4 £ 1.1%)
No —339 (22.6 £ 1.1%)

If yes, at which healthcare facility are you
2 |under dynamic supervision for glaucoma?
(n=1161)

— Polyclinic — 259 (22.3%)
— State specialized healthcare facility — 497 (42.8%)
— Private specialized healthcare facility — 405 (34.9%)

What factor is the most important for you
3 | when choosing a healthcare facility for
regular glaucoma supervision? (n = 1161)

— Level of professional qualification of facility physicians — 1035 (89.2 + 0.9%)
— Level of diagnostic equipment — 675 (58.1 + 1.5%)

— Convenience of facility location — 333 (28.7 + 1.3%)

— Type of facility ownership — 47 (4.1 £+ 0.6%)

— Cost of services — 375 (32.3 + 1.4%)

Do you visit an ophthalmologist for

Yes — 1302 (36.8 = 1.1%)

ophthalmologist for glaucoma? (n = 1302)

4 glaucoma? No — 198 (13.2 £ 0.8%)

— Less than once a year — 146 (11.2 + 0.9%)

— On average once a year — 177 (13.6 £ 0.9%)
5 If yes, how often do you visit an — On average twice a year — 285 (21.9 + 1.2%)

— On average 3—4 times a year — 485 (37.3 £ 1.3%)
— On average 5-6 times a year — 142 (10.9 + 0.9%)
— More than 6 times a year — 67 (5.2 + 0.6%)

under the supervision of an ophthalmologist, and 13.4+0.9%
who do not visit an ophthalmologist at all. Among those
patients who do attend an ophthalmologist for glaucoma
monitoring, more than 11.2 +0.9% visit less than once a year,
and 21.9 + 1.2% visit no more than twice a year. The most
important factors influencing the choice of healthcare facility
for glaucoma monitoring were the professional qualification
level of specialists (89.2 + 0.9%) and the level of technical
equipment (58.1 + 1.5%).

The assessment of patient adherence to prescribed
surgical treatment for glaucoma was also important.
Among the respondents, 803 (53.5 + 1.3%) received
a recommendation from an ophthalmologist to undergo
surgical treatment, while 661 patients (44.1 = 1.3%)
were advised to undergo conservative treatment. Among
these, 739 patients (92.0 = 0.9%) agreed to undergo
the recommended type of treatment. The main reasons for
doubts regarding surgical treatment were: lack of financial
means (19.4 = 1.5%), having relatively good vision that
satisfied the patient (12.5 = 1.2%), and distrust of surgical
methods for glaucoma treatment (6.5 + 0.9%).

Among patients who had already undergone surgical
treatment for glaucoma, the assessment of their adherence
to this treatment method is presented in Table 5.

A notable finding is the significant patient adherence
to surgery on the second eye following prior surgery on

the first eye — 85.2 = 1.2% of patients found it easier to
undergo the second operation compared to the first.
An important role in this is played by the patient’s own
positive experience, trust in the physician, and trust
in the surgical method.

Discussion of the Research Results

Intraocular pressure (IOP) is the only modifiable risk
factor for glaucoma progression. The choice of the optimal
surgical intervention for glaucoma must be individualized, as it
depends on many factors: lack of effectiveness of medication
or laser therapy, poor patient adherence to treatment, drug
intolerance, severity and type of glaucoma, lens condition,
patient age, compliance with medication regimen, ability
to attend postoperative visits, response of the other eye
to previous glaucoma surgery, availability of appropriate
surgical equipment, and physician qualification [13].

For each glaucoma patient, a multimodal approach
should be used, and treatment should be adapted to age,
socio-economic status, working conditions, income,
and education level. To ensure successful IOP control
and prevent further disease progression, it is necessary
to study individual patient characteristics that may affect
adherence to the treatment regimen, rather than merely
prescribing medication [14].
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Table 5

Assessment of patient adherence to performed surgical treatment of glaucoma (n = 673)

Ne Question

Distribution of respondents’ answers to the question, abs. (P + m%):

1 | You underwent surgery due to glaucoma

— On one eye — 362 (53.8 + 1.9%)
— On both eyes — 311 (46.2 + 1.9%)

If you had surgery on both eyes, the decision
2 |to undergo surgery on the second eye was (n
=311)

— Easier — 265 (85.2 £ 1.2%)
— Harder — 18 (5.8 + 1.3%)
— The same — 28 (9.0 = 1.6%)

In your opinion, what is the main factor in
3 | deciding to have surgery on the second eye
(n=311)

— Fear of vision loss due to glaucoma progression — 234 (75.2 + 2.5%)
— Positive experience from the first operated eye — 162 (52.1 + 2.8%)
— Trust in the physician — 127 (40.8 + 2.8%)

— Trust in the proposed treatment method — 83 (26.7 + 2.5%)

— Unwillingness to use eye drops — 35 (11.3 + 1.8%)

However, it must be considered that most glaucoma
patients are elderly. They may have physical or cognitive
impairments, limited financial resources, and reduced
visual acuity, which hinder adherence to the treatment
regimen. Therefore, ophthalmologists need to apply
a patient-centered approach that simultaneously focuses on
both glaucoma and the patient’s quality of life. To improve
treatment adherence, measures should be implemented,
including patient education, use of therapy reminder
systems (alarms, text messages), adaptation of therapy
to the patient’s lifestyle, preservative-free medications to
reduce potential side effects, and, most importantly, better
interaction between the patient and the physician [15].

Toachievehigh-qualityoutcomesinglaucomatreatment
and prevent blindness resulting from the disease, effective
interaction (compliance) between the ophthalmologist
and the patient is crucial [16].

The main links of this interaction are the physician’s
prescription and the patient’s ability to undergo more
radical treatment methods for open-angle glaucoma,
namely surgical intervention. An indispensable principle
of effective and proper treatment is the awareness
of specialists regarding the documents regulating
the activities of ophthalmologists, which are based on
the principles of evidence-based medicine. These include
orders from the Ministry of Health, WHO protocols,
and professional association and society guidelines, which
form the basis for local clinical protocols in healthcare
institutions. Conscientious adherence to these documents
can ensure effective treatment [17].

Patients often show greater adherence to the familiar
method of treatment, which is eye drop administration,
as it does not involve additional stress factors associated
with surgical treatment, such as the risk of complications,
the need for assistance after surgery, or significant financial
costs [18]. The transition from conservative glaucoma
treatment to surgical intervention is an important element
in treatment and in preventing disease progression [19].
Even minimally invasive surgical procedures (canaloplasty,
trabeculectomy) can normalize intraocular pressure, relieve
patients from the need for eye drops, avoid their side effects,

and generally improve quality of life. Such procedures can
be offered even to younger patients, who can thus postpone
the need for more complex interventions [20].

Prospects for further research

Future research prospects are related to studying
the involvement of family physicians in encouraging
glaucoma patients to adhere to treatment.

Conclusions

Theabsence ofinteractionbetween the ophthalmologist
and the glaucoma patient is, in 42.6% of cases, the reason
for delayed provision of necessary surgical care, leading
to irreversible vision loss. Organizing effective interaction
between the ophthalmologist and the glaucoma patient is
the key to successful treatment of glaucoma, as well as to
preventing vision deterioration and irreversible blindness.

A central component of this interaction is the patient’s
precise adherence to the treatment recommended by
the physician, which is confirmed by the opinion of 96.2%
of surveyed ophthalmologists. 89.8% of respondents
believe that timely surgical treatment of glaucoma
ensures the preservation of vision, yet only 44.5%
of ophthalmologists can accurately determine the patient’s
need for surgery, and only 29.7% can specify the type
of required procedure. It was found that the physician’s
knowledge and high qualification are a key factor in choice
for 89.2% of glaucoma patients.

Therefore, deepening ophthalmologists
knowledge in modern organizational and technical
principles of providing surgical care for glaucoma,
popularizing surgical methods at professional congresses
and conferences, developing corresponding methodological
recommendations endorsed by Ministry of Health
orders and local clinical protocols, along with increasing
patient awareness regarding the safety and effectiveness
of surgical treatment, will significantly enhance patient
trust in surgical methods for glaucoma and substantially
reduce the risk of vision loss.
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Purpose: to investigate the effectiveness of interaction between ophthalmologists and glaucoma patients in promoting patient
adherence to necessary surgical care at early stages of the disease.

Materials and methods. Medical records of 500 patients with stage 3—4 glaucoma and survey data from 1,200 ophthalmologists
and 1,500 patients were analyzed using social-hygienic, medical-statistical, and sociological methods to identify reasons for late
surgical referrals.

Results. The reasons for patients seeking surgical treatment at advanced stages of glaucoma were identified: in 42.6 + 2.2% of
cases, the disease was diagnosed too late; in 37.3 + 2.2% of patients, ophthalmologists had not provided recommendations regarding
surgical intervention; and in 20.1 £ 1.8% of cases, patients expressed distrust toward surgical treatment. The vast majority of surveyed
physicians (96.7 + 0.5%) are well-versed in current guidelines governing glaucoma management and apply them in clinical practice.
However, only 44.5 + 1.4% are able to accurately determine the necessity of surgical treatment for a patient, and only 29.7 + 1.3% can
select the appropriate type of surgical procedure. For 89.2 + 0.9% of patients, the decisive factor in choosing a treatment method is the
professional qualification of the physician. Furthermore, 85.2 + 1.2% of patients are more willing to undergo surgery in the fellow eye
due to a positive prior experience.

Conclusions. Patient adherence to surgical treatment depends on effective communication by the ophthalmologist. Enhancing
physician knowledge and patient awareness of surgical safety and efficacy can improve trust in surgical management and reduce the
risk of vision loss.

Key words: glaucoma, surgical care, physician—patient collaboration, treatment adherence, healthcare organization, treatment
effectiveness.
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Merta — fociauTy eeKTHUBHICTh B3a€MOIT JTiKapiB-0TAIBEMOJIOTIB 1 MAII€HTIB 13 INIayKOMOIO JUIsl CTUMYITIOBaHHS HPUXHUIBHO-
CTi HAI[iEHTIB OO OTPUMAaHHS HEOOXITHOI XipypriyHOT JOIIOMOTH Ha paHHIX CTaJisX 3aXBOPIOBAHHSI.

Marepianu Ta Metoau. [{71s1 BU3HAYEHHS PUYHH MI3HFOTO 3BEPHEHHS MAIIEHTIB 3 IIAYKOMOIO IO XipypTidHy JOIOMOTY OyIo
npoaHaji3oBaHo MeauuHi kaptu 500 mauieHTiB 3 1aykoMmoro 3—4 ctanill, sixi 6ynu mpooneposaHi B TOB «Kiinika BisioOya-Ilmtocy»
nporsirom 2021-2025 pokiB. Takoxk Marepiagamu JOCIHIDKEHHsS CIyryBaiu jAaHi onurtyBaHHs 1200 nikapiB-oTaabMoioriB Ta
1500 namieHTiB i3 IIayKOMOIO Iep)KaBHUX 1 IPHBATHHUX 3aKJIaJiB OXOPOHH 30POB’S B yCiX 001acTAX YKpaiHU 3a JOIOMOTOIO BIACHO
po3pobneHnx aHKeT. Y poOOTi BHKOPHCTAaHI COLiaAIbHO-TIr1€HIYHIA, MEIHKO-CTaTHCTHYHHUHN, COLIOIOTTYHUNA METOMH.

Pe3yabTaTi. AHani3 ONUTyBaHHS MAIi€HTIB 3 ITAyKOMOIO JIOBIB, 10 MIOTaHUM CBiif 3ip BBaXxkatoTh (42,3 + 1,3 %, 3a70BiIbHUM —
39,3 + 1,3 % nauienris. [lepeBaxxna 6iapuricts 3 HUX (87,6 = 0,9 %) 3Hae, 1m0 Take raykoMa. AJie 3Ha4HA MTOMA Bara MallicHTiB
(22,6 + 1,1 %) bI13 m1ayKOMOI0 He repeOyBaloTh i) HalLIOM JTiKaps-odransmonora, 13,4 + 0,9 % B3araii He BiABIAYIOTh 0(TaIBEMO-
nora. 3 THX TAIi€HTIB, IO BiIBIAYIOTH JiKapsA-0PTaIbMOIIOTa 3 METOK KOHTPOIIO Iiaykomu, moHaa 11,2 £ 0,9 % BinBigyroTs piamre
HiX 1 pa3 Ha piK, 1 21,9 £+ 1,2 % — He vacTimme HiX 2 pa3u Ha pik.

BcraHOBNIEHO BiACYTHICTB SIKICHOT B3aeMoAii MiX JliKapeM-0(TalIbMOJIOTOM 1 MAli€HTOM i3 BiZIKPUTOKYTOBOIO IIIAyKOMOIO, a
TaKOXX IPHYMHY 3BEPHEHHS MAlli€HTIB i3 IPUBOJY XipyprivyHOTO JTiKyBaHHS [TIayKOMH Ha ITi3HIX CTaMisX 3aXBOpIoBaHHA: y 42,6 +2.2 %
TIalieHTIB IMaykoMa Oyna BUSBIEHA 3aHAATO Mi3HO, y 37,2 + 2,2 % mamieHTiB Oynau BiACYTHI peKoMeHamil Jikaps-odTaabMorora
oo Xipyprigsoro nikyBanus, y 20,1 + 1,8 % Bumaakis Mana micie HeIOBipa MallieHTa A0 XipypridHOTO JTiKyBaHHS a00 BiACYyTHICTh
HEoOXiZHOT MOTHBALI]i.

IMepeBaxHa GunbIIicTh OUTaHKX Jiikapis (96,7 £ 0,5 %) 06i3HaHI i3 CydaCHUMU BITYM3HSIHUMH Ta MDKHAPOIHUMH CTaHapTaMHy,
IIPOTOKOJIAMH H HaKa3ax, 1[0 PeIaMEHTYIOTh JIIKyBaHHS [JIayKOMH, Ta BHKOPUCTOBYIOTH iX Ha rpakTuii. [Ipu npomy mume 44,5 + 1,4 %
MOXXYTh TOYHO BH3HAYUTH HEOOXIOHICTH XipypridyHOTro JiKyBaHHS mHamieHTa, 29,7 + 1,3 % — MeTon XipypridHoro JTiKyBaHHS, HEO0O-
xiguuit nanienty. HeoOxinHicTh MIMOOKUX 3HAHB JTiKapiB-0(TaIBMOJIOTIB, Y TOMY YHCII 10O XipYPriyHOTO JTiKyBaHHS [IAyKOMH, €
JIy’Ke BOXJINBO, ake 89,2 + 0,9 % maIieHTiB BU3HAYATBHUM y BUOODI 1 3aKJTaly OXOPOHH 37I0POB’s, i METOMY JTIKYBaHHS BBAXKAIOTh
piBeHb npodeciitHol kBamidikamnii gikaps. [IpHXHIBHICT MAi€HTIB 0 XipypridHOTO JTiKyBaHHS ITAyKOMH 3aJISKHUTH BiJ TO3UTUBHOTO
IocBiny edekTHBHOI omneparii Ha oqHOMY omi, 85,2 + 1,2 % maImieHTiB JieTIie MOroKyYIOThCS Ha OTepallifo Ha mapHoMy oii. [loHan
96,2 + 0,6 % nikapiB-o()TaIbMOIOTIB BBaXAIOTh BUKOHAHHS MAI[IEHTOM iX MPHU3HAYEHb 3aMOPYKOIO 30epeskeHHs 30py. [IpuxuibHicTh
HawieHTa J0 JIiKyBaHHS 3aJeXKUTh BiJl CIIPOMOXKHOCTI JliKapsi-oTarbMosI0ra JOHECTH HeOOXiJHICTh XipypriuHOro JIiKyBaHH:L.

BucnoBku. Kommiaenc Mix jikapeM-0()TaIbMOIOTOM 1 TaIlieHToM HOTPiOeH 11t 3a0e31eueHH s YCIIIIHOTO KOHTPOIIIO BHY TPIIII-
HBOOYHOTO THCKY Ta HOJAJIBIIOTO IPOrpecyBaHHs 3aXBOPIOBaHHs. [ MOKPAILCHHS JAOTPUMaHHS PEXXUMY JIIKYBaHHS MAli€HTaMU
noTpiOHO iX HaBYATH, 3aCTOCOBYBATH CHCTEMH HAraJyBaHHS IO TEpaIiio, aJanTyBaTH TEPaIliio 10 CHoco0y KUTTA maiieHTta. Bubip
ONTHMAJIBHOTO XipypriuHOTO BTPYyUYaHHs 3a HAsIBHOCTI IIAyKOMHU Mae OyTH iHIMBiqyadbHUM. J[JIs1 KOXKHOTO MaIlieHTa NOTpiOHO BHKO-
PHCTATH MYJIBTUMOAIBHUH 1 IAI[ieHTOPIEHTOBAHUH ITiIXOH; aAaNTyBaTH JIIKyBaHHS 10 BiKY, COIlialbHO-eKOHOMIYHOT'O CTaTycCy, YMOB
palli, piBHIB CTAaTKIiB Ta OCBITH MAIli€HTA.

BincyTHicTh AKicHOT B3a€MOIiT MiX JIIKapeM 1 MaIlieHTOM € IPHYNHOIO Mi3HBOTO 3BEPHEHHS T4 XipypriyHOro JiKyBaHHS 3 IpH-
Bozy miaykomu. Tomy ii opranizaiist Oyae 3anopykoro e(peKTHBHOTO 11 JIiKyBaHHs Ta MPOQITaKTUKU HOTIPLICHHS 30pY 3 MOAANBIINM
PO3BUTKOM 0€3MOBOPOTHOI CIinoTH. OCHOBHOIO JIAHKOIO 1i€T B3aeMOJIii € 4iTKe BUKOHAHHS AL[iEHTOM PEKOMEHJOBAHOT'O JIIKapeM JIiKy-
BaHHS. [ 0JIOBHUM IIPHHIMIIOM B3a€MOJIi1 MK JIIKapeM i NaIli€eHTOM € CBOEYACHICTh PEKOMEHIAIIIH JIiKapsl OO0 MPOBEICHHS Xipyprid-
HOTO JIIKyBaHHs Ta CBOEYACHICTh BUKOHAHHS Omepallii, o 6a3yeThes Ha A0BIpi MALIEHTIB A0 LBOTO METOAY JIiKyBaHHA. J{J1s1 KOXKHOTO
TMamieHTa 3 [IayKOMOIO MOTPIOHO BUKOPUCTATH MYJIbTUMOAAIBHUHN MiIXi Ta aanTyBaTH JIiKyBaHHS [0 BiKy, COL[iaJIbHO-€KOHOMIYHOTO
CTaTyCy, yMOB IIpalli, piBHIB CTaTKiB Ta OCBITH Iali€HTa. YIPOBAJDKCHHS OpraHizalliiHUX IPUHIMIIB HaJaHHs XipypridHOl JOIOMOTH
TIali€HTaM i3 ITayKOMOIO JIaCTh 3MOTY CYTTEBO 3HU3HUTH IHBAJIJU3AI[iI0 MAI[IEHTIB YHACTITOK I[LOTO 3aXBOPIOBAHHSL.

KirouoBi ciioBa: mmaykoma, XipypriyHa JOMOMOTra, CHIBIpams Jiikaps # mamieHTa, IPpUXWIBHICTD IO JIKYBaHHS, OpTaHi3alis
MEIUYHOI JOTOMOTH, e(heKTUBHICTD JIIKYBaHHS.
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