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Consensus Document «<Management of adherence-based treatment» developed based on clinical guidelines of Russian
Scientific Medical Society of Internal Medicine approved by the XIV National Congress of physicians (Moscow, 20 November
2019). The document is intended primarily to assess adherence to drug therapy, adherence to lifestyle modification, and
adherence to medical support for patients who need long-term or permanent treatment. The document’s authors considered
the treatment adherence unanimously as the compliance of the patient’s behavior with the recommendations received from
the Doctor regarding medication, dieting, and other measures of lifestyle modifications. Insufficient adherence to treatment
is a global problem. Assessing adherence as a basis for making medical decisions is an essential element of improving the
quality of the healthcare system. Predictions of treatment outcomes cannot be considered effective if individualized levels of
adherence are not used to justify project planning and evaluation. In medical practice, quantitative assessment of adherence
is preferred, suitable for patients with various diseases, and with the possibility of automated data entry and processing.
Therefore, sections on medical interventions based on the assessment of treatment adherence should be reflected in
national clinical guidelines. These Joint Recommendations are based on these provisions.

Keywords: adherence, quantitative assessment, drug therapy, medical support, lifestyle modification, treatment
management

CornacuTtenbHbli AOKYMEHT «YnpaBfieHne Ie4EHMEM Ha OCHOBE MPUBEPXEHHOCTM» pa3paboTaH Ha OCHOBE KANHUYe-
CKUX pekomMeHpaumnii POCCMNCKOro Hay4HOro MeamuUMHCKOro obuiecTsa TepanesToB, 0406peHHbIx XIV HaumoHanbHbIM KOH-
rpeccom Bpayeli (Mockea, 20 Hosi6ps 2019 r.). [lokyMeHT npefHa3HayYeH B NePBY0 O4epeb AJ15 OLLEHKM NPUBEPXKEHHOCTU
NlekapCTBEHHON Tepanun, moanbukaumm obpasa X1U3HU U MEONLVNHCKONO COMPOBOXAEHNUS NMAaUNEHTOB, HYXOAKOLLMXCS B
OANTENbHOM UM NOCTOSAHHOM nevyeHnn. NMpuBepXXEeHHOCTb eYEHNI0 pacCcMaTpuBaeTCst aBTopamMm AOKYMEHTa Kak COOTBET-
CTBME NOBEOEHUA NauneHTa NoJly4eHHbIM OT Bpadya pekoMeHAaUMs M OTHOCUTENIbHO MeAMKaMEHTO3HOTO JIeHEHUSA, ONETbI U
Opyrnx Mep no naMeHeHunio obpasa xumsHu. HepoctaTtoyHas NPUBEPXKEHHOCTb eYeHNIo ABAseTcs rnobanbHo Npo6nemMon.
OueHKa NPMBEPXEHHOCTN Kak OCHOBA NPUHATUS MEANLMNHCKNX PELLEHNI ABASETCSA BaXKHbIM 3/1IEMEHTOM MOBbILLEHUS Kadve-
CTBa CUCTEMbI 34paBOOXPaHeEHMS. [IPOrHO3bl PE3yNbTaTOB JIEYEHUSA HE MOTYT CHMTaTbCA 9DPEKTUBHBIMU, €CNN UHOMBUAY -
aNbHbIE YPOBHU MPUBEPXKEHHOCTM HE NCMONb3YIOTCSA A4J11 000CHOBAHUS NIAHMPOBAHUS U OLLEHKW NpoekTa. B MeanumnHekom
npakTke npepnoyTuTesibHa KOJIMYECTBEHHAs OLLEHKa NPUBEPXEHHOCTU, NOAXOAAWAs AN NaUMEeHTOB C PasinyHbIMn 3a-
60neBaHNUSIMM N C BO3MOXHOCTbIO aBTOMATU3MPOBAHHOIO BBOAA 1 06paboTku faHHbIX. Pasaensl, NOCBALWEHHbIE MEANLNH-
CKMM BMeELLATENbCTBAM, OCHOBAHHbLIM Ha OLeHKe MPUBEPXEHHOCTUN JIEYEHUIO, AO0SKHbI OblTb OTPaXeHbl B HALMOHANbHbIX

KJINHNYECKNX pekoMeHaaunsax. Ha 9TuX KN4YEBbIX MOOXEHNAX 6a3mpy10Tcs| HaCTodLMe COBMECTHbIe peKoMeHaauunn.

KnroyeBbie cioBa: TPUBEPXEeHHOCTb, KOJINYeCTBeHHasl OLeHKa, JiekapCTBeHHas Teparivs, MeauLnHCcKoe CcOorpoBoXxXae-

Hue, moangukaumns o6paaa XW3HW, yripaBJieHue jie4eHnem
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Adherence to treatment: concepts and basic po-
sitions

Treatment adherence is defined as the compliance
of the patient’s behavior with the recommendations
received from the Doctor regarding medication, diet,
and other lifestyle modifications [1]. The assessment of
adherence as a basis for further medical decision-making
is an essential element of improving healthcare system
efficiency [2-4]. (2A)

There is increasing evidence that treatment adherence
is a much more important factor than previously thought.
Control of therapy by testing blood and urine samples for
drugs demonstrates very low levels of drug adherence.
Studies in the general population show that treatment
adherence, measured by the regularity of prescription
updates, was less than 50 % in half of the patients [5, 6].
(2A)

Predictions of treatment outcomes cannot be
considered effective unless the level of adherence is taken
into consideration for project planning and evaluation [7].
Assessing treatment adherence allows avoiding a large
number of costly examinations and procedures (including
intervention treatment) and unnecessary prescribing of
medications [8]. (2A)

Changing treatment adherence is a continuous and
flexible process. Any patient population can be segmented
according to the level of compliance [9-11]. (1B)

The assessment of the impact of therapeutic strategies
on adherence and therapeutic inaction in cross-sectional
studies in actual clinical practice is a critical task. The
results of such studies regarding the effect of therapy
(including combined therapy) on treatment adherence,
parameter control, and outcomes are very significant
since, in classical randomized controlled trials (RCT) with
highly-motivated clinical staff and patients and careful
monitoring of treatment, it is extremely difficult to fulfill
[12]. (2A)

Assessment of treatment adherence has been
done in relatively few studies, compared to the number
of studies with different drugs and treatment modes.
Therefore, there is little evidence to suggest that a
sustained increase in drug adherence can be achieved
with modern approaches. This is primarily due to the short
duration of most studies, their heterogeneity and flawed
design. The efficiency of available technologies improving
significantly and sustainably the therapy results should be
demonstrated in adequately planned studies based on
RCT and cross-sectional design [13-17]. (2B)

Managing treatment based on an identified individual
level of adherence or managing treatment adherence can
significantly impact public health than improving specific
medical treatment [18, 19]. (2A)

Insufficient adherence to treatmentis a global problem
in modern healthcare systems [20]. Adherence to treating
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patients with chronic diseases is one of the essential
factors providing the quality of treatment and directly
affecting the prognosis [21-25]. (2A)

Growing evidence proves that low adherence to
treatment excluding physician inaction (absence of
changing medication in a case when the controlled
outcome is not achieved) is a leading cause of inadequate
treatment [26-28]. (2A)

Absolute adherence to treatment, i.e., sustained over
an extended or unlimited period, when the patient follows
accurately all medical guidelines, is registered only in
particular RCT and cross-sectional studies and is not
typical for actual medical practice [29]. (2A)

General adherence to treatment and its discrete
components can be predicted with sufficient accuracy,
based on an ever-expanding list of predictors and means
of assessing and measuring compliance [30, 31]. (2A)

All known methods of studying adherence to treatment
(direct and indirect) have methodological or technological
disadvantages [32]. (1A)

Within  main methods to assess adherence to
treatment (direct question; counting of drugs; measuring
the concentration of drugs or their metabolites in the
human body’s fluids; monitoring visits and interventions,
electronic monitoring; use of distance monitoring systems,
questionnaires), one of the best is the questionnaire with
criteria for time and efficiency. The most commonly and
widely used method is to assess adherence to treatment
using questionnaires [33]. (2B)

In medical practice, questionnaires are preferable to
fulfill quantitative research on adherence to treatment,
which are universally applicable in patients with various
diseases, and that have the capacity for automatic data
entry and processing. (2A)

The value of most standardized questionnaires is
limited, whereas other methods, such as the detection
of drug levels in blood and urine, are informative but
cannot be used commonly [34-36]. The results of
questionnaire using are often overestimated relating to
treatment adherence. Assessing treatment adherence
can be improved by providing cheaper and more
reliable methods for identifying drugs used in everyday
practice [37]. Traditional short-scale questionnaires
to evaluate treatment adherence (e.g., MMAS-4,
MMAS-8) have severe limitations due to the high risk
of false answers given by patients consciously (leading
to significant overestimation of results) [38-41] and,
consequently, low test validity. In the Russian Federation,
the only questionnaire for quantitative assessment of
adherence to treatment according to the scales of drug
therapy, medical support, and lifestyle modification, which
has a sufficient level of validity and is approved in the
prescribed manner by a professional public association, is
QAA-25 [42]. (2B)

In assessing adherence to drug therapy, at least 75 %
can be considered acceptable and at least 80 % — optimal
[43-46]. (2B)

Long-term adherence to any treatment is low,
regardless of the disease, and in most cases does
not exceed 50 % of the theoretical possibility. The
initial adherence to treatment (or individual medical
recommendations) has a trend towards declining over
time for the majority of patients [47-51]. (1A)

Insufficient adherence to treatment is dangerous with
serious health consequences and is an independent factor
that worsens the prognosis [52, 53]. The consequence
of insufficient adherence to drug therapy and lifestyle
modification is the deterioration of disease progression
and prognosis with a simultaneous increase of treatment
costs [54-60]. The main disadvantage of Ilifestyle
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modification interventions is low adherence to them over
time. The global consequences of insufficient adherence
to treatment are deterioration of health and increase of
overall health costs; the influence of insufficient adherence
to treatment increases proportionately to the burden of
chronic disease [61, 62]. (2A)

Interventions aimed at increasing adherence to
treatment in the short and medium term provide a
significant positive return on primary and secondary
prevention investment. Atthe same time, special education
programs aimed at increasing treatment adherence
reduce their effectiveness over time and are ineffective in
the long-term perspective [63]. (2A)

In chronic physical ilinesses, the proportion of patients
not adhering to treatment is 20-60 % [64, 65]. (2B)

In cardiovascular disease, sufficient adherence
to medication compared with insufficient compliance
reduces cardiovascular events by 20 % and the risk of
death from any disease by 35-40 % [66]. (1A)

Early cessation of drug therapy and inadequate
implementation of the guidelines are the most common
features of low adherence to treatment. More than 30 %
of patients cancel the prescribed therapy by themselves
in 6 months and more than 50 % in a year [67]. Within the
next 12 months after the coronary event, 30 % of patients
cancel the recommended therapy independently, and
in the case of arterial hypertension, more than 60 % of
patients. Half of them indicate fears of «addiction» and
direct «<harm» from the therapy as the main reasons [68].
Low adherence to prescribed treatment is a frequent
cause of pseudo-resistance, which is detected in 50 % of
patients when tested with laboratory monitoring of drug
intake [69-71]. (2A)

Predictors of sufficient adherence to treatment are
higher education, disability status [72, 73], older age [74,
75],and drug use frequency. Asingle drugintake (including
in the form of a fixed combination) is accompanied by a
significantly higher adherence to treatment than a double
or multiple drug intake [76]. Maximum adherence to
drug therapy in patients with chronic physical illnesses is
registered in single drug intake [77, 78]. (1A)

Predictors of insufficient adherence to treatment are
a complicated or inconvenient medication schedule,
increased length of iliness, limited (insufficient) financial
resources, lack of confidence to the physician, failure
to assess the severity of the illness, lack of trust in
treatment success [79-81], fear of undesirable effects
of treatment, low levels of education, alcohol abuse
[82, 83], and sense of well-being [84-86]. Chronic
physical illnesses without advanced symptoms are
predictors of insufficient adherence to drug thera-
py. (2A)

In older patients in the Russian population, the lea-
ding cause of low adherence to drug therapy is the
progression of undesirable effects and fear of similar
ones. (1A)

There is an inverse relationship between the level of
adherence and the difficulty of the prescribed treatment
schedule. Treatment adherence is significantly affected
by the amount of pills prescribed to a patient according to
the therapy. Current studies show that the number of pa-
tients with low drug adherence was less than 10 % of those
who take one pill; the percentage of patients increased to
20 % in case of accepting two pills, to 40 % with three tab-
lets, and got highly prominent, up to complete refusal if a
patient was prescribed five or more pills. (2A)

Increasing treatment adherence is facilitated by
adapting medication intake to the patient’s habits [87],
providing available self-monitoring algorithms [88],
using special packaging for dosing drugs, conducting
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motivational conversations, providing the transmission
of telemetric information from the patient’s home, also
improving the integration of health care workers with the
involvement of pharmacists and nurses, with the best result
being a combination of these methods [89, 90]. During
treatment, itis extremely important to apply sufficient drug
regimens, minimize undesirable effects, and use one dose
of medication per day, preferably in fixed combinations
[91,92]. (2A)

Despite the evidence to the contrary, there is still
a tendency to focus on finding treatment adherence
issues related only to patients, with relative disregard
for factors, depended on the service provider and
healthcare system [93-95]. The lack of correspondence
between the patient’s willingness to be treated and the
medical practitioner’s willingness to treat leads to the
fact that treatment is often prescribed to patients who
are not ready to follow the proposed volume of medical
recommendations [96, 97]. The strategic goal of the
quality system in relation to treatment adherence should
be the constant readiness of medical practitioners to
assess the patient’s treatment adherence and provide
recommendations based on previously mentioned
factors [98, 99]. (2B)

Quantitative assessment criteria for adherence to
treatment

Treatment adherence rate of over 75 % means
«high». Evaluation of intervention effectiveness: medical
recommendations will be implemented or are likely to be
implemented. (2B)

Treatment adherence rate with 50-75 % means
«medium». Evaluation of intervention effectiveness:
medical recommendations are more likely to be
implemented than not. (2B)

Treatment adherence rate with less than 50 % means
«low». Evaluation of intervention effectiveness: medical
recommendations are not likely to be implemented or will
not be implemented. (2B)

Comments: The criteria are intended for quantitative
assessment questionnaires of treatment adherence which
include the possibility of simultaneous determination
of compliance by the scales of drug therapy, medical
support, lifestyle modification, and general adherence to
treatment. For diseases and conditions requiring long-
term (permanent) drug therapy and/or medical support,
only a quantitatively measured adherence rate exceeding
75 % of the maximum possible adherence should be
interpreted as acceptable (sufficient). Other measured
indicator values on any scale should be considered
insufficient, as they indicate a high risk of patients’ relevant
medical recommendations failure.

The effectiveness prediction of medical interventions
depending on the level of treatment adherence. To predict
the effectiveness of medical interventions, the adherence
values obtained on the appropriate scale in a particular
patient are correlated with the range of values of the
appropriate adherence level, defining adherence as high,
medium, or low. The identified adherence level indicates
the most likely prognosis for intervention effectiveness.
The latter does not exclude specific cases, personal
characteristics of a particular respondent, or unrecorded
influences that may affect the actual efficacy of the
intervention. (2A)

Expected effectiveness of specific interventions
depending on the level of adherence to drug therapy.
Taking one medication (fixed combination of drugs) once
a day: the intervention will be carried out completely, or
the intervention is more likely to be carried out completely
than partially or omitted with high and medium levels of
adherence; the intervention is more likely to be carried

out partially than wholly or the intervention is more likely
to be carried out partially than omitted with a low level of
adherence. (2B)

Taking one medication (fixed combination of
drugs) 2 times a day: the intervention will be carried out
completely, or the intervention is more likely to be carried
out entirely than partly or omitted with a high level of
adherence; the intervention is more likely to be carried
out partially than completely or the intervention is more
likely to be carried out partially than omitted with a medi-
um level of adherence; the intervention is more likely not to
be carried out partially or wholly, or it will be omitted with a
low level of compliance. (2B)

Taking a medication (fixed combination of drugs)
3 times a day or more frequently: the intervention will be
carried out completely, or the intervention is more likely
to be carried out completely than partly or omitted with a
high level of adherence; the intervention is more likely not
to be carried out partially or completely, or it will be missed
with medium or low levels of adherence. (2B)

Taking two medications (fixed combinations of drugs)
separately once a day: the intervention will be carried out
entirely, or the intervention is more likely to be carried
out completely than partially or omitted with a high level
of adherence; the intervention is more likely to be carried
out partially than wholly, or the intervention is more likely to
be carried out partially than omitted with a medium level of
adherence; the intervention is more likely not to be carried
out partially or wholly, or it will be omitted with a low level
of adherence. (2B)

Taking two medications (fixed combinations of drugs)
separately two times a day: the intervention will be carried
out completely, or the intervention is more likely to be
carried out completely than partially or omitted with a high
level of adherence; the intervention is more likely to be
carried out partially than completely or the intervention is
more likely to be carried out partially than omitted with a
medium level of adherence; the intervention is more likely
not to be carried out partially or wholly, or it will be omitted
with a low level of adherence. (2B)

Taking two medications (fixed combinations of
drugs) separately three times a day, or more frequently:
the intervention will be carried out completely, or the
intervention is more likely to be carried out completely
than partially or omitted with a high level of adherence; the
intervention is more likely not to be carried out partially or
wholly, or it will be omitted with medium or low levels of
adherence. (2B)

Taking three or more medications (fixed combinations
of drugs) separately once a day: the intervention will be
carried out completely, or the intervention is more likely to
be carried out completely than partially or omitted with a
high level of adherence; the intervention is more likely not
to be carried out partially or wholly, or it will be omitted with
medium or low levels of adherence. (2B)

Taking three or more medications (fixed combinations
of drugs) separately two times a day: the intervention will
be carried out thoroughly, or the intervention is more likely
to be carried out completely than partially or omitted with a
high level of adherence; the intervention is more likely not
to be carried out partially or wholly, or it will be omitted with
medium or low levels of adherence. (2B)

Taking three or more medications (fixed combinations
of drugs) separately three times a day, or more frequently:
the intervention is more likely to be carried out partially than
completely, or the intervention is more likely to be carried
out partially than omitted with a high level of adherence;
the intervention is more likely not to be carried out partially
or completely, or it will be omitted with medium or low
levels of adherence. (2B)
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Expected effectiveness of specific interventions de-
pending on the level of adherence to medical support.
A self-referral to the Doctor, without established routine
visits; regular self-monitoring is not required: the interven-
tion will be carried out completely, or the intervention is
more likely to be carried out entirely than partially or omit-
ted with high, medium, and low adherence levels. (2B)

A self-referral to the Doctor, with established routine
visits more often than once every three months, but less
frequently than once a month; regular self-monitoring is
notrequired: the intervention will be carried out completely,
or the intervention is more likely to be carried out entirely
than partially or omitted with high and medium adherence
levels; the intervention is more likely not to be carried out
partially or wholly, or it will be omitted with a low level of
adherence. (2B)

A self-referral to the Doctor, with established routine
visits more than once a month; regular self-monitoring
is not required: the intervention will be carried out
completely, or the intervention is more likely to be carried
out completely than partially or omitted with high and
medium adherence levels; the intervention is more likely
not to be carried out partially or wholly, or it will be omitted
with a low level of adherence. (2B)

A self-referral to the Doctor, without established
routine visits; regular self-monitoring is recommended: the
intervention will be carried outcompletely or the intervention
is more likely to be carried out entirely than partially or
omitted with a high level of adherence; the intervention is
more likely to be carried out partially than completely or the
intervention is more likely to be carried out partially than
omitted with a medium level of adherence; the intervention
is more likely not to be carried out partially or wholly, or it
will be omitted with a low level of adherence. (2B)

A self-referral to the Doctor, with established routine
visits more often than once every three months, but
less often than once a month; regular self-monitoring
is recommended: the intervention will be carried out
completely, or the intervention is more likely to be carried
out completely than partially or omitted with a high level of
adherence; the intervention is more likely not to be carried
out partially or completely, or it will be omitted with medium
or low levels of adherence. (2B)

A self-referral to the Doctor, with established routine
visits more often than once a month; regular self-
monitoring is recommended: the intervention will be
carried out completely, or the intervention is more likely to
be carried out completely than partially or omitted with a
high level of adherence; the intervention is more likely not
to be carried out partially or wholly, or it will be omitted with
medium or low levels of adherence. (2B)

Expected effectiveness of specific interventions
depending on the level of adherence to lifestyle modi-
fication.

Correction of regular diet or exercise is necessary;
no restriction or abandonment of bad habits is required:
the intervention will be carried out completely or the
intervention is more likely to be carried out entirely than
partially or omitted with high and medium adherence
levels; the intervention is more likely not to be carried out
partially or wholly, or it will be omitted with a low level of
adherence. (2B)

Correction of regular diet and exercise is necessary;
no restriction or abandonment of bad habits is required:
the intervention will be carried out completely or the
intervention is more likely to be carried out entirely than
partially or omitted with a high level of adherence; the
intervention is more likely to be carried out partially than
wholly, or the intervention is more likely to be carried out
partially than omitted with a medium level of adherence;
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the intervention is more likely not to be carried out partially
or completely, or it will be omitted with a low level of
adherence. (2B)

Correction of regular diet or exercise is necessary;
restriction of bad habits is necessary: the intervention will
be carried out thoroughly, or the intervention is more likely
to be carried out completely than partially or omitted with a
high level of adherence; the intervention is more likely not
to be carried out partially or entirely, or it will be omitted
with medium or low levels of adherence. (2B)

Correction of regular diet and exercise is necessary;
restriction of bad habits is essential: the intervention will
be carried out completely, or the intervention is more likely
to be carried out entirely than partially or omitted with a
high level of adherence; the intervention is more likely not
to be carried out partially or wholly, or it will be omitted with
medium or low levels of adherence. (2B)

Correction of regular diet or exercise is necessary;
abandonment of bad habits is essential: the intervention
will be carried out thoroughly, or the intervention is more
likely to be carried out completely than partially or omitted
with a high level of adherence; the intervention is more
likely not to be carried out partially or wholly, or it will be
omitted with medium or low levels of adherence. (2B)

Correction of regular diet and exercise is necessary;
abandonment of bad habits is necessary: the intervention
is more likely to be carried out partially than completely, or
the intervention is more likely to be carried out partially than
omitted with a high level of adherence; the intervention is
more likely not to be carried out partially or completely, or it
will be omitted with medium or low levels of adherence. (2B)

Treatment management: choice of treatment strategy
based on the prognosis of the effectiveness of the medical
intervention.

Treatment management, taking into account the
identified levels of adherence in a particular patient, aims
to achieve the best possible result of medical interventions.

Choosing a treatment strategy based on the level
of adherence to drug therapy

High level of adherence to drug therapy: regular intake
of medications up to three times a day inclusive does not
reduce the patient’s readiness for treatment significantly;
medications can be prescribed as fixed or unfixed
combinations or both; the number of medications does not
affect the patient’s readiness for treatment significantly.
(2B)

Medium level of medication adherence: the regular
taking of medications more than twice a day reduces
the readiness of the patient to take them significantly;
medications can be prescribed in the form of fixed or
unfixed combinations; simultaneous medication intake of
three or more medications reduces the readiness of the
patient for treatment significantly. (2B)

Low level of medication adherence: ability to follow the
regular intake of medication once or more times a day is
doubtful; recommendation to take medication regularly,
with a frequency of two or more times a day, is ineffective;
medication should be prescribed as a single medication
or a fixed combination of drugs; simultaneous medication
intake of several medications reduces the readiness of the
patient to take them significantly; there is an additional risk
of appearance of undesirable effects when taking medica-
tions requiring long-term titration of doses and (or) having
a «rebound syndrome» («withdrawal syndrome»). (2C)

The choice of treatment strategy based on the
level of adherence to medical support

High level of adherence to medical support:
recommendations for self-monitoring of health condition
or particular parameters are adequate; the medical support
program should be based on the optimal frequency of
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planned (including preventive) visits,
instrumental tests. (2B)

Medium level of adherence to medical support:
recommendations for self-monitoring of health condition
or particular parameters are moderately or poorly
effective; the medical support program should be based
on the minimum required frequency of planned office
visits, with a limited number of tests to be made. (2C)

Low level of adherence to medical support:
recommendations for self-monitoring of health condition
or particular parameters are poorly effective or ineffective;
medications should be prescribed as a single medication
or a fixed combination of them; simultaneous medication
intake of several medications reduces the readiness of
the patient to take them significantly; the medical support
program should be based on self-referrals related to
changes in symptoms of the disease; preventive visits and
routine check-ups are more likely not to be performed
than they will be, or will be omitted. (2C)

Choosing a treatment strategy based on the level
of adherence to lifestyle modification

High level of adherence to lifestyle modification:
recommendations for limiting or avoiding harmful habits
(including smoking, alcohol consumption, excessive
consumption of food, etc.) can be extensive and detailed;

laboratory and

recommendations for correcting a regular diet (including
changing the frequency and structure of diet, refusing
or reducing the consumption of certain foods, etc.) and
exercise regimens (types, frequency, diversity) can cover
all aspects of the patient’s health. (2C)

Medium level of adherence to lifestyle modification:
recommendations for limiting bad habits should be
specific and brief; recommendations for abandonment
of such habits will be omitted rather than carried out;
recommendations for correction of a regular diet, as
well as types, frequency, and multiplicity of physical
activity, should be presented in the form of specific brief
information; these recommendations should primarily
refer to the disease which is the most significant in
respect of the development of dangerous complications,
unfavorable disease progression, and outcomes. (2C)

Low level of adherence to lifestyle modification: re-
commendations for limiting bad habits should be pre-
sented in the form of a limited list of decisions and actions
which are the most significant for reducing life-threaten-
ing risk; total or partial abandonment of bad habits is un-
likely or impossible; recommendations for correcting diet
and exercise should be specific and highly brief; general
recommendations for correcting diet and exercise are
ineffective. (2C)
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