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ABSTRACT 

Medication adherence is extremely low among post-myocardial infarction patients 

worldwide.Despite significant improvements in diagnosis and treatment, Globally, acute 

myocardial infraction continues to be a leading cause of mortality and morbidity.It presents 

society with significant therapeutic challenges. Enhancing medication adherence is a vital but 

frequently mysterious goal for healthcare professionals, patients, and the system as a whole. 

Improved health outcomes, lower healthcare costs, and higher patient satisfaction ratings 

costs can all result from improved medication adherence. There are several articles that show 

the advantages of medication adherence in terms of safety, cost, quality of life, or outcome, 

but there aren't many studies that evaluate the best approaches to seamlessly integrate policies 

and tools meant to promote medication adherence.An overview of medication adherence in 

individuals recovering from myocardial infarction is provided in this review study. The 

researcher focusing on medication adherence would greatly benefit from this comprehensive 

review paper. 

Keywords: Myocardial infraction, medication adherence, Pharmacotherapy, Medication 

Compliance, Healthcare Interventions. 
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INTRODUCTION 

The purpose of the study was to assess how a structured intervention affected medication 

“adherence”.in patients following acute coronary syndrome (ACS). Utilizing a randomized 

control design, 300 patients were enrolled and evenly split into Intervention and Standard 

Care (Control) groups. This updated report includes detailed follow-up data at discharge, 6 

months, and 9 months, aligning the structure and interpretation on adherence to 

pharmacotherapy for secondary prevention of CHD. 

Numerous subjective and objective methods can be used to evaluate adherence. Subjective 

measurements include self-reported adherence and evaluations from family members, doctors, 

and caretakers. Using established techniques, doctors can assess patient adherence during 

normal clinical visits. Electronic monitoring, pill counts, refill records, directly witnessed 

therapy, serum drug concentration monitoring, and the use of biological markers or tracers are 

examples of indirect, objective indicators of adherence. The most popular of these are 

administrative claims because they make it possible to calculate metrics like medication 

possession ratios, which track how many days a patient has access to a supply of 

medication.over a given period of time. It is generally accepted that a patient is completely 

compliant when they have access to their medication for at least 80% of the days.[2]. 

Medicine adherence is The degree to which a “patient takes” their prescription as directedor 

course of action as directed. It includes tasks like understanding the instructions, remembering 

to take medication on time, and filling prescriptions. “Medication adherence is essential for 

the” management of chronic conditions, the treatment of acute illnesses, and the improvement 

of health outcomes. The majority of the time, faithfully following a doctor's prescription is a 

critical first step toward healing from acute or chronic illnesses, but patients frequently aren't 
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aware of the potential risks associated with inconsistent adherence. The effectiveness of some 

effective therapies that are known to treat a wide range of conditions can be impacted by 

patient inability to follow their prescriptions, and drug development might result from passive 

compliance.resistance that necessitates of treatment modifications. It was discovered that over 

half of the medications prescribed for patients with long-term health issues like diabetes and 

“hypertension were not taken as” directed. Adherence is crucial, because it can help clinicians 

successfully supervise patient evidence-based treatment [3]. 

A major public health concern is medicine's failure to follow evidence-based 

recommendations. Long-term noncompliance with recommended medications is estimated to 

affect up to 80% of patients, leading to considerable disease progression, death, and increased 

health care costs [4]. 

When a patient takes prescribed drugs at the times and dosages that a healthcare professional 

recommends and that the patient has agreed upon, the patient is said “to be adhering to their 

medication regimen.”9 The word "compliance," which denotes patient passivity in adhering to 

the prescriber's advice, is being abandoned by the health care community as it embraces the 

ideas of patient centredness and activation [5]. Coronary artery disease (CAD) is the leading 

cause of morbidity and mortality in the United States.In 2009, there were more than 1.5 

million cases of acute myocardial infarctions (AMI), resulting in direct and indirect healthcare 

costs exceeding $500 billion [6]. 

For the secondary prevention of adverse cardiovascular events, the American Heart 

Association (AHA) and American College of Cardiology (ACC) have recommended 

beta-blockers, adenosine diphosphate (ADP) receptor blockers, angiotensin-converting 

enzyme (ACE) inhibitors, statins or angiotensin II receptor blockers (ARB), and aspirin as 

Class I recommendations events. A substantial body of evidence supports these interventions. 
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It is estimated that the 50% depletion in CHD mortality over the previous 20 years can be 

attributed to the use of these guidelines-recommended therapies [7]. It is difficult to overstate 

the significance of secondary prevention non-adherence given the obvious advantages of 

guideline-recommended post-myocardial infarction (MI) medications, the prevalence of 

coronary artery disease, and its financial burden [8]. 

Adherence over time by barrier- 

Carelessness, Affordability & Lack of understanding: 

 

Interpretation: This graph shows how adherence to ACEI changes over time (Discharge, 6M, 

9M) based on whether patients had the barrier 'Carelessness'. 

 

 

1217 
 



Danish et al./ SGVU Journal of Pharmaceutical Research & Education, 2026, 11(2), 1214-1230 

 
Interpretation: This graph shows how adherence to Aspirin changes over time (Discharge, 

6M, 9M) based on whether patients had the barrier 'Carelessness'. Patients without this barrier 

tend to have higher adherence. 

 

Interpretation: This graph shows how adherence to Beta changes over time (Discharge, 6M, 

9M) based on whether patients had the barrier 'Carelessness'. Patients without this barrier tend 

to have higher adherence. 

 

 

Interpretation: This graph shows how adherence to CCB changes over time (Discharge, 6M, 

9M) based on whether patients had the barrier 'Carelessness'. Patients without this barrier tend 

to have higher adherence. 
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Interpretation: This graph shows how adherence to Beta changes over time (Discharge, 6M, 

9M) based on whether patients had the barrier 'Affordability'. Patients without this barrier 

tend to have higher adherence. 

 

Interpretation: This graph shows how adherence to Aspirin changes over time (Discharge, 

6M, 9M) based on whether patients had the barrier 'Lack of Understanding'. Patients without 

this barrier tend to have higher adherence. 
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Interpretation: This graph shows how adherence to Beta changes over time (Discharge, 6M, 

9M) based on whether patients had the barrier 'Lack of Understanding'. Patients without this 

barrier tend to have higher adherence. 

 

We referred some literatures for this investigatory review and collected comprehensive 

details on medicine adherence in patients who had a myocardial infarction which has 

been discussed below: 

Madhu Giri, Rajani Shakya et. al., published an article in 2023 on medicine adherence in 

Patients Following Myocardial Infarction at the National Heart Institute Shahid Gangalal. The 

SGNHC in Nepal was the site of a single-center prospective research. 

Six weeks after their release, the enrolled patients were seen in an outpatient department 

(OPD) visit for follow-up in Six weeks after their discharge. To determine medicine 

adherence, The Morisky Green Levine (MGL) adherence scale questionnaire was used to 

interview patients. 

Taking the “medication” is very important in controlling the disease “such as high blood 

pressure” for the successful management of the condition. It has been found in one of the 
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reviews that up to 40% of patients have been shown to be noncompliant with their prescribed 

anti-hypertension medications globally. Non-adherence to the medication has been associated 

with the development of CVD, myocardial infarction, stroke, kidney impairment, and 

mortality in general [11]. The individuals taking medication adherence are more likely to 

benefit in terms of improved health status, fewer complications and premature deaths, and 

reduced healthcare service utilisation like emergency visits and inpatient care. The adverse 

effects of Premature deaths and increased use of medical resources are two consequences of 

medication non-adherence. Research indicates that it results in almost “200,000 premature 

deaths and EUR 125 billion” yearly expenditure by European countries on additional 

healthcare resources “(European Council Policymakers Debate, 2010). In the United States, it 

costs about USD 105 billion in” extra cost related to hospital stays only. This does not include 

other additional costs such as long-term care, diagnostic tests and pharmacy cost due to 

escalation of therapy [12]. ​

This increase in the probability of being hospitalised from poor health outcomes results in 

substantial additional cost implications. There are substantially high annual healthcare costs in 

individuals who suffer from chronic illnesses with low medication adherence. In the case of 

diabetes, those patients who have “low levels of” medication “adherence have” significantly 

high “annual healthcare cost of USD 16,498,” more than double that of good adherents of 

USD 8,886. In addition, Roebuck’s research indicates that annual per person cost savings 

from good adherence were USD 7,823 for congestive heart failure, USD 3,908 for 

hypertension, USD 3,756 for diabetes, and USD 1,258 for hyperlipidaemia [13-14]. MI is 

widespread because it increases the risk of death and other consequences. This study revealed 

that the patients had a high level of drug adherence [15]. 

Medication adherence was not substantially correlated with ADR. The study comprised 134 

patients in total. According to the study, 92.5% of post-MI patients adhere to their treatment 
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regimen highly, 5.5% adhere to it moderately, and 2.2% adhere to it slightly. Mathews Robin 

and colleagues conducted a same trial and found that, six weeks following their MI, only 71% 

25% of patients were moderately adherent, 4% were marginally adherent, and a large 

percentage of patients were very adherent to their medicine. Adherent patients are more likely 

to have follow-up appointments before to discharge, have been informed about the adverse 

effects, and participate in regular activity after discharge [16]. 

The counselling provided by the medical personnel before the patient’s discharge can be 

blamed for the high level of adherence noted in this study in particular. The patients were 

counselled on diet, taking medication regularly, doing exercise, and following up thoroughly 

at the first and sixth weeks after discharge. 50.4% post-MI medication adherence reported in 

previous studies revealed that medication adherence was lower in other countries compared to 

the present study [17]. It might be because of the limitations of their study, which measured 

medication adherence solely using self-administered questionnaires. The bulk of the patients 

in the current study (44.8%) were house workers from lower socioeconomic classes and 

illiterate, which was comparable to a study done at Dhulikhel Hospital by Gurung RB and 

colleagues. They found that ischemic heart disease was more common in low socioeconomic 

groups, with 40% of people living in urban areas and 60% in rural ones [18]. 

The increased proportion of patients from lower socioeconomic classes and families in the 

current study may be caused by a lack of routine health examinations, which may reflect a 

lack of resources and awareness [19]. A lower socioeconomic status is frequently linked to a 

health-damaging lifestyle that influences smoking and physical activity behaviors in addition 

to the development of bad food habits [20]. In wealthy nations, low socio-economic status is 

linked with higher mortality and cardiovascular disease rates. Since cardiovascular illnesses 

are more prevalent in low-income and middle-income nations, it is uncertain if the same link 
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exists there. The correlation between cardiovascular health and socioeconomic level has 

shown inconsistent findings. Determining the type of correlation between cardiovascular 

disease and socioeconomic position in low- and middle-income nations and identifying why 

such a relationship exists is important to formulate effective strategies to tackle health 

inequalities. But socio-economic status is a complex issue that relates to both economic 

sufficiency and education. Therefore, the impact of socio-economic status on cardiovascular 

disease could be different depending upon the situation [21]. 

Patients from low socioeconomic backgrounds may take different medications depending on 

their monthly income. Medication adherence may also be directly impacted by a job that has 

an extremely demanding schedule. The most frequent adverse drug reaction (ADR) linked to 

ACE inhibitors was dry, persistent cough. In the current investigation, there was no significant 

correlation found between ADR and medication adherence. The study by Palaniappan 

Muthiah et al. found that the most prevalent adverse drug reactions (ADRs) with aspirin and 

enalapril were gastritis (20.7%) and dry persistent cough (18.4%) [22]. 

The study comprised 134 patients in total. According to the study, 92.5% of patients who had 

a MI adhered to their drug regimen. Medication adherence was not substantially correlated 

with ADR. Patients took their medications very well, and there was no discernible difference 

in the impact of ADR on medication adherence. This effort will establish a foundation for 

future research on long-term medication adherence in people who have had myocardial 

infarction. Long-term discovery of additional ADRs would assist medical professionals in 

identifying various ADR subtypes and medication interactions, which are still lacking in 

underdeveloped nations like Nepal [23]. 

Nadia Mohamed Taha and Osama Salah Mansour Awad et. al., was published an article 

in 2022 “on Medications Adherence for Patients with Myocardial Infarction.” 
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It is vital “for patients with myocardial infarction” to take the recommended drugs as 

prescribed since doing so will save them from any fatal effects or complications that may 

arise. The main Measuring the level of medication adherence in individuals with myocardial 

infarction was the study's goal. The investigation was carried out at the outpatient cardiac 

clinics of Zagazig University Hospitals in Egypt. The sample size of the study comprised one 

hundred patients with MI. Two instruments were used in the study; Tool I included the use of 

an interview questionnaire, which would help to collect demographic and medical information 

of the selected patients, while Tool II consisted of a medication and refill adherence scale. 

Based on this study, it was found out that 65% of the study sample was male with an average 

age of 58.75±10.4, 70% had an education, 87% had low incomes, 52% smoked, and the 

average annual duration of the illness was 4.2±3.5. of patients suffered from hypertension, 

65% of patients were diabetic, 50% followed up the outpatient clinic every 82% of the 

patients took their cardiovascular medications as directed for three months or less (mean± SD: 

21.66±5.4). The study's MI patients took their cardiac meds as prescribed.  Medication 

adherence was correlated with factors such as gender, education level, and length of illness 

[24]. 

Łukasz Pietrzykowski Piotr Michalski et. al. published an article in 2020 on Determinant of 

medicine adherence in patients after myocardial infarction. 

One major obstacle to long-term treatment following myocardial infarction (MI) is patient 

non-adherence to recommended medication, which can have negative effects on health, the 

social and economic spheres. Enhancing medicine adherence is a challenge for medical 

professionals. Enhancing drug compliance presents a difficulty for medical professionals. The 

purpose of this study was to assess the types of adherence variables and how medication 

adherence varied. patients had at the time of follow-up following myocardial infarction. 
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This single-centre, cohort observational study included 225 consecutive patients who met the 

inclusion requirements and were admitted to the University Hospital No. 1 in Bydgoszcz, 

Poland's Department of Cardiology and Internal Medicine due to MI, between May 2015 and 

July 2016. Two twenty-five post-MI patients, aged 30-91, who were “treated with primary 

coronary intervention (PCI) (27% women and 73% men),” participated in the study. Based on 

completed prescription data from the National Health Fund, The availability of assessed drugs 

within a year of hospital discharge was considered adherence. Only paid drugs were included 

in the study of treatment plan realisation. “(adherence” to medicine given at hospital 

discharge): statins (atorvastatin, rosuvastatin, simvastatin), P2Y12 receptor inhibitors 

(clopidogrel), and ACEIs (ramipril, perindopril). 80% or above was considered sufficient 

adherence.  

All three medication classes had 64 ± 25% adherence at 1-year follow-up: 64 ± 32% for 

statins, 62 ± 34% “for P2Y12 receptor inhibitors, and 67 ± 32% for” ACEIs. Adherence was 

found to have gradually decreased “from 65%± 26% in the first quarter of follow-up to 51%± 

34% in the last quarter (p<0.00001).” During the complete follow-up period, only 29% of 

patients had sufficient adherence for all drug classes (44% for ACEI, 41% for statins, and 

36% for P2Y12 receptor inhibitor). A multivariate analysis revealed that drug adherence was 

independently predicted by age, past CABG, education level, place of residence, marital 

status, and economic position. Patients who were over 65 or had a history of previous CABG 

were more likely to have inadequate medication adherence, whereas married Patients who 

live in cities, have greater levels of education, and have hypertension levels were more likely 

to have adequate drug adherence.  

After a For all significant drug classes, adherence to medication decreases with time 

following myocardial infarction. Over time, a number of clinical and socioeconomic factors 

1225 
 



Danish et al./ SGVU Journal of Pharmaceutical Research & Education, 2026, 11(2), 1214-1230 

 
have been shown to influence medication adherence [25]. Following a myocardial infarction 

(MI), patients are treated for the long term by following a therapeutic plan that includes 

medication and lifestyle modifications [26-28]. 

According to the European Society of Cardiology's guidelines, patients with acute myocardial 

infarction should be treated with beta-blockers, statins, dual antiplatelet therapy (DAPT) for a 

year, angiotensin-converting enzyme inhibitors (ACEI) or angiotensin receptor blockers 

(ARB) if ACEI is contraindicated, and other medications [29].  

The amount of adherence to medication therapy for preventing coronary heart disease was 

evaluated in “a meta-analysis by Naderi et al.” involving “20 studies.” The findings 

demonstrated that adherence was 57% overall over a median treatment period of 24 months, 

with 66% for secondary prevention studies and as low as 50% for primary prevention studies 

[30]. Thirty days after being discharged from the PREMIER study, 68 patients (13.6%) with 

MI stopped taking thienopyridine as antiplatelet treatment. 

CONCLUSION 

An extensive review of post-myocardial infarction medication adherence was conducted in 

this review paper. “Adherence to medication following myocardial infarction” can 

occasionally decline “with time for all” significant medication classes administered after 

myocardial infarction. Over time, a number of clinical and socioeconomic factors have been 

found to have an impact on drug adherence. After a myocardial infarction, It is necessary to 

increase patient adherence to treatment. Research indicates that treatment adherence is 

enhanced by using contemporary technologies and phone conversation with patients. 

Evidence currently available shows how crucial it is to increase post-myocardial infarction 

therapy adherence. patients by utilizing telemedicine for both contemporary applications and 

phone interventions. 

1226 
 



Danish et al./ SGVU Journal of Pharmaceutical Research & Education, 2026, 11(2), 1214-1230 

 
REFERENCES 

1.​ Mendys P, Zullig LL, Burkholder R, Granger BB, Bosworth HB. Medication adherence: 

Process for implementation. Patient Prefer Adherence. 2014 Jul 28;8:1025–34. 

2.​ Anghel LA, Farcas AM, Oprean RN. An overview of the common methods used to 

measure treatment adherence. Medicine and pharmacy reports. 2019 Apr 25;92(2):117.  

3.​ Omotosho A, Peace A. Medication adherence: A review and lessons for developing 

countries. International journal of online and biomedical engineering. 

2019;15(11):104–23. 

4.​ Krueger KP, Berger BA, Felkey B. Medication adherence and persistence: a 

comprehensive review. Advances in therapy. 2005 Jul;22(4):313-56. 

5.​ Iuga AO, McGuire MJ. Adherence and health care costs. Risk management and healthcare 

policy. 2014 Feb 20:35-44.  

6.​ Lloyd-Jones D, Adams RJ, Brown TM, Carnethon M, Dai S, De Simone G, et al. Heart 

disease and stroke statistics–2010 update: a report from the American Heart Association. 

Circulation. 2010;121:e46–e215. 

7.​ Ford ES, Ajani UA, Croft JB, Critchley JA, Labarthe DR, Kottke TE, et al. Explaining the 

decrease in U.S. Deaths from Coronary Disease, 1980–2000. N Engl J Med. 

2007;356:2388–98. 

8.​ Choudhry NK, Winkelmayer WC. Medication adherence after myocardial infarction: A 

long way left to go. J Gen Intern Med. 2008;23:216–8. 

9.​ Lloyd-Jones DM, Hong Y, Labarthe D, Mozaffarian D, Appel LJ, Van Horn L, et al. 

Defining and setting national goals for cardiovascular health promotion and disease 

reduction: The American Heart Association's strategic impact goal through 2020 and 

beyond. Circulation. 2010;121:586–613. 

1227 
 



Danish et al./ SGVU Journal of Pharmaceutical Research & Education, 2026, 11(2), 1214-1230 

 
10.​Zorina O, Fatkulina N, Saduyeva F, Omarkulov B, Serikova S. Patient Adherence to 

Therapy After Myocardial Infarction: A Scoping Review. Vol. 16, Patient Preference and 

Adherence. Dove Medical Press Ltd; 2022. p. 1613–22. 

11.​Insani, W.N., Wei, L., Abdulah, R., Alfian, S.D., Ramadhani, N.A., Andhika, R., Zakiyah, 

N., Adesuyan, M., Pamela, Y., Mustafa, R. and Whittlesea, C., 2025. Exploring the 

association of adverse drug reactions with medication adherence and quality of life among 

hypertensive patients: a cross-sectional study. International Journal of Clinical 

Pharmacy, 47(2), pp.354-364. 

12.​Khan R, Socha-Dietrich K. Investing in medication adherence improves health outcomes 

and health system efficiency: adherence to medicines for diabetes, hypertension, and 

hyperlipidaemia. OECD health working papers. 2018 Jun 27. 

13.​Baroletti S, Dell’Orfano H. Medication adherence in cardiovascular disease. Circulation. 

2010 Mar 30;121(12):1455-1458. 

14.​Marshall IJ, Wolfe CD, McKevitt C. Lay perspectives on hypertension and drug 

adherence: systematic review of qualitative research. Bmj. 2012 Jul 9;345. 

15.​Gallagher EJ, Viscoli CM, Horwitz RI. The relationship of treatment adherence to the risk 

of death after myocardial infarction in women. Jama. 1993 Aug 11;270(6):742-4.  

16.​Mathews R, Peterson ED, Honeycutt E, Chin CT, Effron MB, Zettler M, Fonarow GC, 

Henry TD, Wang TY. Early medication nonadherence after acute myocardial infarction: 

insights into actionable opportunities from the TReatment with ADP receptor inhibitors: 

Longitudinal Assessment of Treatment Patterns and Events after Acute Coronary 

Syndrome (TRANSLATE-ACS) study. Circulation: Cardiovascular Quality and 

Outcomes. 2015 Jul;8(4):347-356. 

17.​Schwalm JD. Improving Medication Adherence Post-ST-Elevation Myocardial 

Infarction (Doctoral dissertation, Université d'Ottawa/University of Ottawa).  

1228 
 



Danish et al./ SGVU Journal of Pharmaceutical Research & Education, 2026, 11(2), 1214-1230 

 
18.​Gurung RB, Pant P, Pokharel B, Koju R, Bedi TR. Review of ischemic heart disease 

patients admitted in Dhulikhel hospital. Nepalese Heart Journal. 2010;7(1):1-4. 

19.​Rasmussen JN, Rasmussen S, Gislason GH, Buch P, Abildstrom SZ, Køber L, Osler M, 

Diderichsen F, Torp-Pedersen C, Madsen M. Mortality after acute myocardial infarction 

according to income and education. Journal of Epidemiology & Community Health. 2006 

Apr 1;60(4):351-6. 

20.​Kaplan GA, Keil JE. Socioeconomic factors and cardiovascular disease: a review of the 

literature. Circulation. 1993 Oct;88(4):1973-1998. 

21.​Rosengren A, Smyth A, Rangarajan S, Ramasundarahettige C, Bangdiwala SI, AlHabib 

KF, Avezum A, Boström KB, Chifamba J, Gulec S, Gupta R. Socioeconomic status and 

risk of cardiovascular disease in 20 low-income, middle-income, and high-income 

countries: the Prospective Urban Rural Epidemiologic (PURE) study. The Lancet Global 

Health. 2019 Jun 1;7(6):e748-60. 

22.​Palaniappan M, SandhiyaSelvarajan MG, Subramaniyan G, Dkhar SA, Pillai AA, 

Jayaraman B, Chandrasekaran A. Pattern of adverse drug reactions reported with 

cardiovascular drugs in a tertiary care teaching hospital. Journal of clinical and diagnostic 

research: JCDR. 2015 Nov;9(11):FC01 

23.​Giri M, Shakya R, Bista D, Manandhar A, Giri D. Medication Adherence in Post 

Myocardial Infarction Patients at Shahid Gangalal National Heart Centre. Nepalese Heart 

Journal. 2022 May 29;19(1):21–4. 

24.​Awad OS, Taha NM, Attia FM, Abd El-Hamid FM. Effect of Sepsis Educational Bundle 

on Nursing Management and Patients’ Outcomes in Intensive Care Units. Pegem Journal 

of Education and Instruction. 2024 Mar 20;14(3):780-91. 

1229 
 



Danish et al./ SGVU Journal of Pharmaceutical Research & Education, 2026, 11(2), 1214-1230 

 
25.​Pietrzykowski Ł, Michalski P, Kosobucka A, Kasprzak M, Fabiszak T, Stolarek W, et al. 

Medication adherence and its determinants in patients after myocardial infarction. Sci 

Rep. 2020 Dec 1;10(1). 

26.​Boersma E, Mercado N, Poldermans D, Gardien M, Vos J, Simoons ML. Acute 

myocardial infarction. The Lancet. 2003 Mar 8;361(9360):847-58.  

27.​Nieuwlaat, R. et al. Interventions for enhancing medication adherence. Cochrane Database 

Syst. Rev. 11, CD000011. 

28.​Kubica, A. et al. The Adherence in Chronic Diseases Scale—a new tool to monitor the 

implementation of a treatment plan. Folia Cardiol. 12, 19–26. 

29.​Ibanez, A. et al. 2017 ESC Guidelines for the management of acute myocardial infarction 

in patients presenting with ST-segment elevation: The Task Force for the management of 

acute myocardial infarction in patients presenting with ST-segment elevation of the 

European Society of Cardiology (ESC). Eur. Heart J. 39, 119–177. 

https://doi.org/10.1093/eurheartj/ehx393 (2018) 

30.​Naderi, S. H., Bestwick, J. P. & Wald, D. S. Adherence to drugs that prevent 

cardiovascular disease. Am. J. Med. 125, 882–997. https 

://doi.org/10.1016/j.amjmed.2011.12.013 (2012). 

1230 
 


