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Abstract

Introduction. Ischemic heart disease (IHD) remains a leading cause of mortality and
disability among the elderly. Beyond clinical characteristics, self-reported healthcare system
factors may be associated with quality of life, but Kazakhstan evidence is limited.

Aim. To assess the relationship of self-reported healthcare system factors and quality of
life in elderly patients with IHD in Almaty and Almaty Region.

Materials and methods. The cross-sectional pilot study included 75 elderly patients with
a verified IHD from four facilities. Data were collected via questionnaires and medical records.
Healthcare system factors and quality of life were self-assessed using a 5-point Likert scale,
angina functional class by CCS (Canadian Cardiovascular Society). Spearman’s correlation,
multiple linear regression (unadjusted/adjusted for sex, age, CCS class) were used; significance
— p<0.05 (SPSS 26.0).

Results. Mean age was 66.6 years, 53.3% were female, and 54.7% had CCS class III.
Mean body mass index — 30.1 £+ 5.4 kg/m?, total cholesterol — 5.86 + 1.48 mmol/L. Among self-
reported healthcare system factors, screening participation (64.0%) and healthcare accessibility
(61.3%) were most often rated as high. Self-reported medication availability was more often
rated as low (40.0%). Quality of life correlated with several self-reported healthcare system
factors, including screening participation (p=0.496; p<0.001), cardiovascular risk-factor
awareness (p=0.464; p<0.001), treatment adherence (p=0.355; p=0.002), and healthcare
accessibility (p=0.338; p=0.003). However, self-reported risk-factor awareness was the only
independently associated factor (B=1.655; p=0.012), remaining significant after adjustment
(B=1.395; p=0.035).

Conclusion. In elderly IHD patients, quality of life was associated with self-reported
healthcare system factors. Self-reported risk-factor awareness was the only independently
associated factor, remaining significant after adjustment. Prospective studies exploring the
implications of findings for patient education are warranted.

Key words: aged, myocardial ischemia, quality of life, health services accessibility, self
report, secondary prevention.

Introduction. Ischemic heart disease (IHD) remains one of the leading causes of
mortality, disability, and diminished quality of life worldwide, particularly among elderly
individuals. According to the Global Burden of Disease study, cardiovascular diseases account
for the largest proportion of premature mortality globally, while IHD contributes markedly to
disability-adjusted life years (DALYs) in the elderly population [1]. Population aging has
substantially increased the burden of chronic cardiovascular diseases, making preservation of
functional status and quality of life a critical public health priority [2].

In recent years, quality of life has become an important outcome measure in patients with
chronic coronary syndromes. In addition to traditional clinical outcomes such as mortality,
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hospitalization, and recurrent myocardial infarction, self-reported outcomes are increasingly
used to reflect the effectiveness of healthcare systems and long-term disease management
strategies [3]. Elderly patients with IHD often experience limitations in physical activity,
emotional well-being, and social participation, which have been linked to treatment adherence
and overall prognosis [4,5].

Recent evidence highlights the importance of self-reported healthcare system factors —
including healthcare accessibility, medication availability, screening participation, and
awareness of cardiovascular risk factors — in studies of cardiovascular care [6]. Health literacy
and patient education have been identified as particularly important factors of self-management,
treatment adherence, and secondary prevention effectiveness [7].

Kazakhstan continues to face a persistently high burden of cardiovascular diseases despite
ongoing healthcare reforms. National initiatives, including the implementation of mandatory
social health insurance, expansion of primary healthcare services, and digitalization of
healthcare delivery, aim to improve accessibility and continuity of care for patients with chronic
conditions [8]. Nevertheless, evidence on the relationship between self-reported healthcare
system factors and quality of life in older IHD patients in Kazakhstan remains limited. Most
available studies focus on epidemiological trends and clinical outcomes, whereas the
relationship between healthcare delivery and patient-reported quality of life remains
insufficiently explored [6,9].

Therefore, this pilot study aimed to examine the relationship between self-reported
healthcare system factors and quality of life among elderly IHD patients in Almaty and Almaty
Region, Kazakhstan.

Materials and methods.

Ethical issues

The study was conducted in accordance with the ethical principles of the Declaration of
Helsinki and the principles of biomedical research ethics. Participation was voluntary, and all
participants provided written informed consent before enrollment.

The research protocol was reviewed and approved by the Ethics Committee of
Kazakhstan’s Medical University “KSPH” (Protocol No. IRB-566-2026 dated 15.05.2026).
Patient enrollment and data collection commenced only after receiving this approval (from 16
May 2026 to 1 June 2026). Anonymity and confidentiality were strictly observed throughout
data collection and analysis.

A cross-sectional analytical study was conducted to examine the association between self-
reported healthcare system factors and quality of life in elderly IHD patients. The study sample
was drawn from four primary and outpatient healthcare organizations: Urban Polyclinic No.
19, Urban Polyclinic No. 8, Asmed Medical Center (Almaty), and the Polyclinic of the Central
District Hospital of Ili District (Otegen Batyr village, Almaty Region). Data were collected
using structured questionnaires, while clinical information was extracted from the Medical
Information System (MIS). Patient interviews were conducted directly at the healthcare
facilities alongside clinical assessment. Under the cross-sectional study design, patient
enrollment, self-reported healthcare system assessment, and quality of life data collection were
conducted concurrently, and no follow-up was included.

Study participants

The study included 75 elderly patients (aged >60 years, mean age 66.6 years),
consecutively recruited from the outpatient clinical flow at the aforementioned healthcare
facilities. No formal sample size calculation was performed due to the pilot nature of the study;
the sample size (n=75) was determined based on the available patient enrollment period and
resource constraints.
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Inclusion criteria

Patients were eligible for inclusion if they were aged 60 years or older, had a verified [HD
diagnosis, had been registered in the MIS for at least 6 months prior to study initiation, and
were in stable clinical condition at the time of assessment. Only patients capable of
independently completing the questionnaire or adequately responding during interviews were
included.

Exclusion criteria

Patients were excluded if they had acute coronary syndrome within the previous three
months, severe cognitive impairment or dementia limiting their ability to complete
questionnaires, severe psychiatric disorders, terminal conditions, or decompensated chronic
diseases. Patients who declined participation were also excluded from the final analysis.

Data collection and assessment methods

Data collection included sociodemographic and clinical characteristics extracted from
medical records, as well as self-reported healthcare system factors and quality of life obtained
through structured patient interviews. Information was collected regarding age, sex, place of
residence, marital status, education level, employment status, history of myocardial infarction,
presence of type 2 diabetes mellitus, body mass index, total cholesterol level, and left
ventricular ejection fraction. Functional status was assessed according to the Canadian
Cardiovascular Society (CCS) functional classification [10].

Quality of life was assessed cross-sectionally using an instrument specifically developed
for this pilot study. Its structure was conceptually based on the SF-36 framework and included
domains of physical, psychological, and social functioning [ 11]. However, the wording, number
of items, and scoring system were independently developed by the research team and do not
replicate the SF-36 instrument itself.

The questionnaire comprised six single-item domains, each assessed with one self-
assessment statement rated on a 5-point agreement scale (1 = completely disagree; 2 =
somewhat disagree; 3 = neutral; 4 = somewhat agree; 5 = completely agree): overall life
satisfaction (“Overall, I am satisfied with the quality of my life”); interest in life (“Despite my
illness, I have maintained interest in life”); social functioning (“Despite my illness, I maintain
my social relationships”); vitality (“I have enough energy to carry out my daily activities”);
physical activity (“My health does not limit my ability to perform physical activities, e.g.,
walking, climbing stairs”); and emotional stability (“I feel emotionally calm”). The total
quality-of-life score was calculated as the unweighted sum of the six item scores (range 6—30),
with higher scores indicating better perceived quality of life.

Internal consistency of the questionnaire, assessed post hoc using Cronbach’s alpha, was
a=0.87, indicating good reliability in this sample. Formal psychometric validation of the
questionnaire (construct validity, test-retest reliability) was beyond the scope of this pilot study
and is planned for future work.

To assess healthcare system factors, a self-developed questionnaire was used, as no
existing validated instrument was identified that would comprehensively cover self-reported
healthcare system factors relevant to elderly IHD patients in the context of primary care in
Kazakhstan. Domains were conceptually structured around key WHO health system
components, with specific items formulated through a literature review [12].

The questionnaire comprised seven single-item domains, each assessed with one self-
assessment statement rated on a 5-point agreement scale (1 = completely disagree; 2 =
somewhat disagree; 3 = neutral; 4 = somewhat agree; 5 = completely agree): screening
participation (“I regularly undergo preventive check-ups/screening”); healthcare accessibility
(“Healthcare facilities are located within an accessible distance from my place of residence”);
treatment adherence (“I regularly take the medications prescribed by my physician”); awareness
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of cardiovascular risk factors (“I receive information regarding the prevention of cardiovascular
disease”); timeliness of medical care (“When I feel unwell, I am able to obtain a doctor’s
appointment on the same day I seek care”); medication availability (“My prescribed
medications are available to me under my medical insurance coverage”); and quality of medical
services (“I am satisfied with the quality of medical care I receive”). Because these seven
domains represent conceptually independent aspects of the healthcare system rather than a
single latent construct, items were not reverse-scored and item scores were analyzed
individually rather than summed into a composite index.

Formal psychometric validation of the questionnaire (construct validity, test-retest
reliability) was not conducted within this pilot study and is planned for future work.

For descriptive presentation, item-level scores were grouped into three categories: Low
(scores 1-2), Moderate (score 3), and High (scores 4-5). Accordingly, the percentages reported
for each factor (e.g., “64.0% for screening participation”) represent the proportion of
participants who rated that domain in the High category on the 5-point scale, and should not be
interpreted as an objective administrative indicator of service coverage or utilization.

To further enhance content validity, preliminary pretesting of both questionnaires was
conducted with 15 respondents (not included in the main sample); item wording was
subsequently refined based on feedback from these respondents and consultations with
cardiologists. Participants could choose the survey language (Kazakh or Russian).

Measurement error was reduced through a standardized interview protocol and
supplementation of survey data with objective information from the MIS. Identical scales and
uniform interview conditions were applied across all four healthcare organizations.

Statistical analysis

Statistical analysis was performed using IBM SPSS Statistics version 26.0 (IBM Corp.,
Armonk, NY, USA). Descriptive statistics were presented as means and standard deviations (M
+ SD) for continuous variables and as absolute numbers and percentages for categorical
variables.

The primary outcome was health-related quality of life (cumulative score, range 6-30).
Independent variables included seven patient self-reported factors: healthcare accessibility,
screening participation, medication availability, treatment adherence, timeliness of medical
care, quality of medical services, and awareness of cardiovascular risk factors. All ordinal
variables were treated as continuous variables in the analysis. Potential confounders included
age, sex, and CCS angina functional class (dichotomized into two categories: I-II vs III-1V due
to small numbers in extreme groups).

Spearman’s rank correlation coefficient was used to assess relationships between self-
reported healthcare system factors and quality of life.

Multiple linear regression analysis was conducted to evaluate the independent
contribution of each of the seven self-reported healthcare system factors to quality of life.
Model 1 included only the seven specified factors. Model 2 additionally controlled for
sociodemographic and clinical characteristics to assess the robustness of associations. Due to
the limited sample size, the number of covariates was restricted to avoid model overfitting.
Model comparison was performed using the F-test for change in R?* (AR?). Assumptions of
linear regression (linearity, normality of residuals, absence of multicollinearity) were checked
and satisfied. Given the pilot nature of the study and limited sample size, subgroup and
sensitivity analyses were not performed; adjustment for complex survey design was not applied.

Statistical significance was set at p<0.05.

This study is reported in accordance with the STROBE (Strengthening the Reporting of
Observational Studies in Epidemiology) guidelines for cross-sectional studies [13].
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Results.

A total of 80 patients meeting the inclusion criteria were invited to participate. Of these,
5 declined participation for personal reasons, resulting in a final sample of 75 patients
(participation rate 93.8%). No missing data were present for the primary variables. A participant
flow diagram is not provided due to the absence of multiple screening stages and the cross-
sectional nature of enrollment.

Sociodemographic characteristics

The study included 75 elderly IHD patients. The mean age of participants was 66.6 years.
Women comprised 53.3% of the study population, while men accounted for 46.7%.

Analysis of place of residence revealed that 46.7% of participants were urban residents,
40.0% lived in rural areas, and 13.3% in suburban areas. Most patients were married (78.7%),
while 13.3% were widowed, 1.3% single, and 6.7% divorced. Regarding education level, nearly
half of participants (49.3%) had higher education. The majority of respondents were retirees
(66.7%). Detailed sociodemographic characteristics of the study population are presented in
Table 1.

Table 1. Sociodemographic characteristics of the study population.

Variable N %
Sex

Female 40 53.3

Male 35 46.7
Place of residence

Urban 35 46.7

Rural 30 40.0

Suburban 10 13.3
Marital status

Married 59 78.7

Divorced 5 6.7

Single 1 1.3

Widowed 10 13.3
Education level

Secondary education 20 26.7

Vocational education 18 24.0

Higher education 37 49.3
Employment status

Retired 50 66.7

Employed 15 20.0

Unemployed/other 10 13.3

Clinical characteristics

The majority of participants experienced moderate to severe functional limitations.
According to the CCS classification, 54.7% of patients were class III, while 41.3% were class
II. Previous myocardial infarction was identified in 40.0% of patients, while type 2 diabetes
mellitus was present in 33.3% of the study population.
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Mean body mass index was 30.1 £+ 5.4 kg/m?, corresponding to class I obesity. Mean total
cholesterol reached 5.86 + 1.48 mmol/L, while mean left ventricular ejection fraction was 54.8
+ 7.15%. Detailed clinical characteristics are presented in Table 2.

Table 2. Clinical characteristics of elderly IHD patients.

Variable N %
CCS functional class
Class I 2 2.7
Class 11 31 41.3
Class III 41 54.7
Class IV 1 1.3
Clinical conditions
Previous myocardial infarction 30 40.0
Type 2 diabetes mellitus 25 333
MI + type 2 diabetes 13 17.3
Continuous variables M £ SD
Body mass index (kg/m?) 30.1+5.4
Total cholesterol (mmol/L) 5.86 +1.48
Left ventricular ejection fraction (%) 54.8+7.15

Note: “MI + type 2 diabetes” indicates a subgroup of patients presenting with both conditions concurrently; it is
not a mutually exclusive category, and together with the individual rows for previous myocardial infarction and
type 2 diabetes mellitus, percentages are not intended to sum to 100.

Self-reported healthcare system factors

Among the assessed self-reported factors, screening participation (64.0%) and healthcare
accessibility (61.3%) were most frequently rated as high by the participants. High self-reported
treatment adherence was reported by 58.7% of respondents. The domain rated least favorably,
according to patient assessments, was medication availability: 40.0% of participants rated their
medication availability as low. Furthermore, only 48.0% of patients rated their awareness of
cardiovascular risk factors as high. Detailed results are presented in Table 3 and Figure 1.

Table 3. Self-reported healthcare system factors.

. Low Moderate High
Variable M+ SD n (%) n (%) . ("gA))
Self-reported screening participation 3.76 £1.39 | 13(17.3) | 14 (18.7) | 48 (64.0)
Self-reported healthcare accessibility 3.79 £ 1.13 | 8(10.7) | 21(28.0) | 46 (61.3)
Self-reported treatment adherence 3.81+£1.25 | 10(13.3) | 21(28.0) | 44 (58.7)
?elf'rep"“ed awareness of CV risk 339+ 1.28 | 19(253) | 20 (26.7) | 36 (48.0)

actors

Self-reported timeliness of care 3.05+1.30 | 23 (30.7) | 24(32.0) | 28(37.3)
Self-reported medication availability 2.89£1.19 | 30(40.0) | 24 (32.0) | 21(28.0)
Self-reported quality of medical 352£1.09 | 12(16.0) | 26 (34.7) | 37 (49.3)
services

Note: Percentages represent the proportion of participants who rated each domain in the High category (scores 4—
5) on the 5-point self-assessment scale and should not be interpreted as objective administrative indicators of

service coverage or utilization.
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Figure 1. Distribution of self-reported healthcare system factors.

Quality of life assessment

The total quality of life score among elderly IHD patients was 20.27 = 5.00 points. The
highest scores were observed for interest in life (3.73 + 0.87), satisfaction with social
relationships (3.59 £ 0.89), and overall life satisfaction (3.48 + 0.91).

The lowest mean scores were observed for vitality and energy level (3.01 + 0.94) and
physical activity (3.18 £ 0.92). Detailed quality-of-life component scores are presented in Table
4.

Table 4. Quality of life component scores in elderly IHD patients.

Quality of life component M £ SD
Overall life satisfaction 3.48+£0.91
Interest in life 3.73+0.87
Satisfaction with social relationships 3.59+0.89
Vitality and energy level 3.01 £0.94
Emotional stability 3.28+0.96
Physical activity 3.18+0.92
Total quality of life score 20.27 £5.00

Correlation analysis

Spearman’s correlation analysis showed significant correlations between quality of life
and self-reported healthcare system factors. Self-reported screening participation showed the
strongest positive correlation with quality of life (p=0.496; p<0.001). Significant positive
correlations were also identified for the following self-reported factors: awareness of
cardiovascular risk factors (p=0.464; p<0.001), treatment adherence (p=0.355; p=0.002),
healthcare service accessibility (p=0.338; p=0.003), timeliness of medical care (p=0.278;
p=0.016), and quality of medical services (p=0.259; p=0.025).
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Medication availability showed no significant correlation with quality of life, although a
marginal trend was observed (p=0.071). Detailed correlation coefficients are presented in Table
5.

Table 5. Correlation between self-reported healthcare system factors and quality of life.

Variable Spearman’s p p

Self-reported screening participation 0.496 <0.001
Self-reported healthcare accessibility 0.338 0.003
Self-reported treatment adherence 0.355 0.002
Self-reported awareness of CV risk factors 0.464 <0.001
Self-reported timeliness of care 0.278 0.016
Self-reported medication availability 0.221 0.071
Self-reported quality of medical services 0.259 0.025

Multiple regression analysis

To assess the independent association between self-reported healthcare system factors
and quality of life, multiple linear regression analysis was conducted. Two regression models
were fitted.

Model 1 included the self-reported factors: screening participation, healthcare service
accessibility, treatment adherence, awareness of cardiovascular risk factors, timeliness of
medical care, medication availability, and quality of medical services. The model was
statistically significant (R>=0.303; F(7, 67)=4.16; p<0.001), explaining 30.3% of the variance
in quality of life. In this model, self-reported awareness of cardiovascular risk factors was the
only variable reaching statistical significance (B=1.655; p=0.012).

Other variables did not reach statistical significance in the multivariable model.
Regression analysis results are presented in Table 6.

Table 6. Multiple linear regression analysis of factors independently associated with
quality of life (Model 1).

Variable B t p 95% CI

Constant 9.315 | 4.328 | <0.001 | 5.018to 13.613
Self-reported screening participation 0.758 1.441 0.154 | —0.292 to 1.808
Self-reported healthcare accessibility 1.047 1.864 | 0.067 | —0.074 to 2.168
Self-reported treatment adherence —0.389 | —0.624 | 0.535 | —1.6351t0 0.856
Self-reported awareness of CV risk factors | 1.655 | 2.597 | 0.012 0.383 to 2.928
Self-reported timeliness of care —0.601 | —1.169 | 0.247 | —1.628 t0 0.426
Self-reported medication availability 0.102 | 0.192 | 0.848 | —0.935t0 1.139
Self-reported quality of medical services 0.416 | 0.696 | 0.489 | —0.777 to 1.609

To assess the association after adjustment for potential confounders, Model 2 was
constructed, additionally including sociodemographic (age, sex) and clinical (angina functional
class) characteristics. The overall model was statistically significant (R?=0.359; F(10, 64)=3.58;
p<0.001), explaining 35.9% of the variance in quality of life (Table 7).
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Table 7. Multiple linear regression analysis of factors independently associated with
quality of life after confounder adjustment (Model 2).

Variable B t p 95% CI
Constant 8.04 2.079 0.042 | 0.31to 15.76
Age 0.024 0.490 0.626 | —0.072t00.119
Sex (female vs male) 0.820 0.760 0.450 | —1.337t02.977
Self-reported screening participation 0.853 1.582 0.119 | —-0.224 to 1.931
Self-reported healthcare accessibility 0.945 1.606 0.113 | —0.230to 2.120
Self-reported treatment adherence —0.300 | —0.459 | 0.648 | —1.609 to 1.008
Self-reported awareness of CV risk factors | 1.395 2.160 0.035 | 0.105 to 2.685
Self-reported timeliness of care -0.564 | —-1.044 | 0301 |—-1.643t00.515
Self-reported medication availability 0.249 0.465 0.643 | —0.819to 1.316
Self-reported quality of medical services 0.315 0.505 0.615 | —0.930 to 1.560
CCS functional class (ITI-1V vs I-II) -0.270 | -0.236 | 0.814 | —2.5551t02.015

After controlling for sociodemographic and clinical characteristics, self-reported
awareness of cardiovascular risk factors remained a statistically significant factor,
independently associated with quality of life (B=1.395; 95% CI 0.105 to 2.685; p=0.035).
Control variables (age, sex, angina functional class) did not reach statistical significance. The
nested model comparison test showed that the addition of control variables did not significantly
improve the model (AR?>=0.056; AF(3, 64)=1.86; p=0.145).

Discussion. This pilot study explored the associations between seven self-reported
healthcare system factors and quality of life among patients with IHD in Almaty and Almaty
Region. The only independent statistical association found between self-reported awareness of
cardiovascular risk factors and quality of life is consistent with existing literature. However,
given the design of our study, this association should be interpreted as correlational, not causal.
Any discussion of the underlying mechanisms is tentative in nature and is intended to generate
hypotheses for future research. In an international study of over 8,700 coronary patients, the
same measure — self-reported awareness of one’s own cardiovascular risk-factor levels — was
also independently associated with quality of life [14]. One plausible hypothetical explanation
that could underlie this observed association — though not directly tested in our study — is that
greater awareness may facilitate better symptom recognition and self-management [15].

Separately, fewer than half of participants rated their own awareness as high, which may
be consistent with a lack of adequate informational resources for disease self-management in
this elderly IHD population. In this context, awareness may be understood as patients’ capacity
to successfully obtain and retain information about their own condition — one component of
health literacy [16]. This potential gap in informational resources, if confirmed in larger studies,
could inform the development of patient-education programs within primary care. The
persistence of the observed association after adjustment for age, sex, and functional class likely
suggests that these variables are not substantial confounders in this sample.

The remaining associations that were significant only at the bivariate level are likely
indirect in nature. The attenuation of such self-reported factors as timeliness of medical care,
quality of medical services, and treatment adherence may reflect their potential link to quality
of life through awareness [17]. A similar pattern has been observed in a separate study of
patients with multimorbidity: illness perceptions and personal resources — including health
literacy — were not directly associated with healthcare utilization, yet retained a strong,
independent association with quality of life [18]. In addition, health-related behavior change
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may also be one of the pathways through which this association is realized [19,20]. However,
these mechanistic interpretations were not tested directly, and confirming a mediation model is
beyond this pilot’s scope. We also cannot exclude the possibility that the small sample size
contributed to the loss of significance for these factors.

Among other measures, self-reported screening participation and healthcare accessibility
were the most favorably rated domains overall and showed the strongest bivariate correlations
with quality of life. One hypothesis is that, at stable disease stages, quality of life is more closely
associated with cognitive self-care capacity than with sporadic healthcare contacts [18,21].
Notably, this self-reported measure is distinct from verified screening coverage, which
systematic reviews show may not reduce mortality [22].

In contrast, medication availability, the lowest-rated self-reported factor, was the only
one not significantly correlated with quality of life at the bivariate level. It is also possible that
it is associated with other self-reported factors in our sample, one of which is treatment
adherence. This may still point to a genuine structural barrier: limited availability of essential
cardiovascular medication in healthcare facilities has been linked to worse cardiovascular
outcomes in low- and middle-income settings [23].

Beyond these subjective factors, the clinical profile offers an objective complement. The
predominance of CCS functional class III indicates a substantial burden of physical activity
limitation in this elderly IHD population, consistent with prior evidence linking higher CCS
class to reduced quality of life and greater healthcare utilization [24,25]. The high proportion
of obesity and type 2 diabetes further underscores multimorbidity as a contributor to adverse
outcomes in aging populations — burdens that plausibly compound the reduced quality of life
reported here, although these variables were not entered into the regression model [26]. The
component scores observed here point in the same direction: vitality/energy and physical
activity received the lowest ratings.

Taken together, these findings suggest that self-reported awareness of cardiovascular risk
factors may be a modifiable target for primary care strategies. This is consistent with the
growing use of patient-reported outcome measures (PROMs) alongside traditional clinical
endpoints in modern cardiology, including disease-specific quality-of-life tools developed for
IHD patients [27,28].

Study strengths

Strengths include a high participation rate among invited patients, which reduces the risk
of non-response bias, together with a broad assessment of clinical and self-reported healthcare
factors spanning multiple domains. Data were collected across four facilities in Almaty and
Almaty Region, including both urban and rural healthcare settings, with two multivariable
models used to assess robustness.

Study limitations

Using patient-reported questionnaires to assess quality of life and healthcare factors is a
limitation due to the subjective nature of respondent perceptions. All analyzed indicators —
accessibility, screening participation, and timeliness — rely on personal assessments rather than
verified data from official healthcare statistics. Furthermore, the self-developed questionnaires
used did not undergo formal psychometric validation, which should also be considered when
interpreting the results.

The relatively small sample size (n=75) may limit the generalizability of the results. The
cross-sectional design does not allow determination of the direction of the associations between
the studied factors. The study was conducted at healthcare facilities in the city of Almaty and
the surrounding Almaty Region, including one rural site. This limits extrapolation of these
findings to the national level, given the geographic, socioeconomic, and infrastructural
heterogeneity of Kazakhstan’s regions. Further prospective, multicenter studies conducted
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across Kazakhstan’s regions are needed to explore the implications of these findings for patient
education within primary healthcare.

Conclusion. In this pilot study, quality of life among elderly IHD patients in Almaty and
Almaty Region showed significant unadjusted correlations with several self-reported healthcare
system factors; however, after multivariable adjustment, only self-reported awareness of
cardiovascular risk factors remained independently associated. Given that fewer than half of
participants rated awareness of cardiovascular risk factors as high, these findings generate a
hypothesis regarding the potential value of patient education, to be examined in future
prospective studies.

As an exploratory cross-sectional pilot study with a modest sample size and non-validated
single-item measures, these associations should not be interpreted as causal. Larger,
multicenter, longitudinal studies using validated instruments are needed to confirm these

findings across Kazakhstan.
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KA3AKCTAHHBIH AJIMATBI KAJIACBI MEH AJIMATBI OBJIBICBIHIAT'BI
AKYPEKTIH HTINEMUAJIBIK AYPYDBI BAP EI' IE "KACTATBI HAIHIMUEHTTEPIIH
JEHCAVJBIK CAKTAY KYHUECI ®AKTOPJIAPBIH O3IT'THEH BAFAJIAYBI
KIOHE OMIP CYPY CAITACHI: IIMJIOTTBIK 3EPTTEY

B.A. TYPJKAHOBA, M.A. BAPTMVPATOBA, A .M. MBIP3ATXAH
«KACXKM» KazakcTanaplk MeIUIIMHA YHUBEpcUTeTI, AnmaTel, KazakcTan

Tyiiingeme

Kipicne. Xypexrin umemusuisik aypysl (JKMA) ernme »xacrarpuiapia eJiM-XITiM MEH
MYTEIEKTIKTIH Heri3ri ce6ebi. KnumHukanplk cumarramanapaad Oesiek, JCHCAyJbIK CaKTay
XKyHeci GpakTopiIapblH ©3/iriHeH O6aranay eMip Cypy canachIMeH OaillaHBICTBI OOTYbl MYMKIH,
anaiina Kazakctan OoibIHINIA JepeKTep MIEKTEYTi.

Makcarbl. AnMaThl Kajackl MEH AJMaThl OOJBICBIHIArel erne sxkactarbl KUA
NalUeHTTepiHAe ACHCAYIIbIK CaKTay XKyieci (hakTopiapblH ©3/iriHeH Oaranay MeH eMip Cypy
camnachIHBIH OallIaHBICHIH Oaraay.

Marepuanaap wmen oaicrep. KenaeHeH-KeCIHIUTIK MUIOTTHIK 3€pTTEyre TOPT
MeauIUHATBIK MekemenaeH JKMA pacranrad AuarHo3bIMEH 75 erje MaIUeHT CHTI3UIIL.
Jlepekrep cayanHamanap MEH MEIUIMHAIBIK KapTalaplAaH XUHaIIbl. JleHcaylbIK cakray
xKyheci (akropiapsl KoHE eMip cypy camachl S5-Oanaplk JlalkepT mIKalachIMEH ©3IiriHeH,
cTeHOKapausHbIH (yHkunoHanaelk kimackl — CCS (Kanaga >xypek-KaHTambIp KOFambl)
OolbIHIIA aHBIKTAABI. CHHpMEH KOPPENSIUSIIBIK Talaybl, KOINTIK ChI3BIKTBIK PETPECCHS
(xbIHBICHL, Kackl, CCS Ki1achiHa TY3€TUIMETeH KOHE TY3€TIITeH) KOJIAaHbUIbI; MAHbI3IbLITBIFbI
—p<0,05 (SPSS 26.0).

Hoarumxenep. Oprama xacel 66,6 xac, 53,3%-b1 — alienaep, 54,7%-b1 CCS 111 knaceinaa
oonmel. Jlene canmarbiHbH uHAekci — 30,1 £ 5.4 kxr/m?, sxanmel xonecTepud — 5,86 + 1,48
MMoJIb/11. [TarienTTep e3/irineH OaraiaraH JeHCayJIbIK cakTay Kyheci (hakTopiaapsl apachIHia
CKpUHMHTKE Katbicy (64,0%) MeH MeIUIMHAIBIK KOMEKTIH Kospkerimaurri (61,3%) sxui
«OKOFapbl» OaramaHabl. Jlopi-AOpMEKTiH KOJDKETIMAUIITIH O3/iriHeH Oaranay Xui «TOMEH»
(40,0%) Gonmpl. OMip cypy camachl JEHCAyJbIK CakKTay >Kyheci (akTopiiapblH ©3IrHEH
OaralayMeH KOppeNsLUsUIaH/Abl, COHBIH IlIiHJEe CKpUHHUHTKe Kateicy (p=0,496; p<0,001),
KYpPEK-KaHTaMblp Kayinn ¢akropiaapbl Typaiubl Xxabapaapislk (p=0,464; p<0,001), emre
aganasik (p=0,355; p=0,002), meaunuHanbKk KoMeKTiH KospkeriMaitiri (p=0,338; p=0,003).
bipak kayin ¢akropiapbl Typajibl XadapAapiblKThl ©3/IriHEH Oarayay Toyesci3 OaiiaHbIC
TaHBITKaH *airb3 paktop 6onasl (B=1,655; p=0,012), Ty3eTyaeH keliH e MaHbI3AbUIBIFBIH
cakransl (B=1,395; p=0,035).

KopwoiTbinabl. Erne xactarel )KMA manueHTTepiHAe eMip Cypy camachl JEHCAYIIBIK
cakray Kyieci akTopiapslH e3/iriHeH OaragayMeH OaitnanbicTbl Oonael. Kayin ¢akroprapbt
TypaJjbl xabapAapabIKThI ©3/1iriHEH Oaranay Ty3eTy/IeH KeliH MaHbI3IbIIBIFbIH CAKTal OTBIPHIIL,
Toyenci3 OailjaHbIC TaHBITKAH KaIFbI3 (pakTop O0mabl. HoTwkenepaiH marueHTTepAl OKbITY
YIIiH MaHBI3bIH 3€PTTEUTIH MPOCIIEKTUBTI 3ePTTEYIIEp KaKeT.

Tyitinai ce3mep: ernme sxactarbl ajgamaap, XKYPEKTIH HIIEMUSUIBIK aypybl, eMip Cypy
camachl, MeIMIIMHATIBIK KOMEKTIH KOJDKETIMIILIIT, ©3/1iriHeH Oaranay, eKiHIIUTIK aJIbH aly.
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CAMOOILEHKA ®AKTOPOB CUCTEMBI 3IPABOOXPAHEHUSA 1 KAYECTBO
"KU3HU MOXKWIBIX MAIIMEHTOB C HINEMUYECKOM BOJIE3HBIO CEP/IIIA
B I'. AIMATHI 1 ATMATHHCKOM OBJIACTH KA3BAXCTAHA: IMJIOTHOE
NCCIEJOBAHUE

B.A. TYPJKAHOBA, M.A. BAPTMVPATOBA, A .M. MBIP3ATXAH
Kazaxcranckuit Menquumackuii yausepeurtet « BILIO3y», Anmarsl, Kazaxcran

AHHOTANUA

BBenenne. Mmemuueckass Oone3ns cepana (MBC) ocraercst Bemymield NpUYMHON
CMEPTHOCTH M WHBAJIUAM3ALUHN CPeAu MOXKWIbIX. [IoMUMO KIMHUYECKHX XapaKTepPUCTHK,
caMoolIeHKa (paKTOPOB CUCTEMBI 3/IPABOOXPAHEHHS MOXKET OBITh CBsI3aHA C KAUECTBOM JKHU3HH,
OJIHaKo JaHHbIe 1o KazaxcTany orpaHuyYeHbI.

Hesab. OueHUTh B3aUMOCBSA3b CAMOOILICHKH (PaKTOPOB CHCTEMBI 3APABOOXPAHEHUS U
KauyecTBa KU3HM y MOXMWIbIX nanueHToB ¢ UbC B r. AnMaThl 1 ATMaTHHCKON 001acTu.

Marepunansl m MerToAbl. B 1aHHOE monepeyHoe NUIOTHOE HCCIEA0BaHUE OBLIO
BKJIIOUEHO 75 MOXWUIBIX MAllMeHTOB C MOATBEpKAeHHbIM auarHozoMm WBC u3 uyerbipex
MEIMIUHCKUX YupexJaeHud. JlanHpie coOpaHbl 4epe3 OMPOCHUKH M MEIUIIMHCKHE KapThl.
@DaKTOphI CUCTEMBI 3[IPABOOXPAHEHHS] U KAYECTBO )KM3HU OLEHUBAIHNCH CAMOCTOSTENIBHO 110 5-
OaytpHOU mmiKane Jlalikepra, QpyHKIMOHANBHBIA Kiace creHokapauu — o CCS (Kananckoe
ceplIeuHO-cocyaucToe o0miecTBo). Mcnonb30Banuch KOppesUoHHbIN aHanu3 CrnupmeHa u
MHO>KECTBEHHAs JIMHEIHAsI perpeccus (HECKOPPEKTUPOBaHHAsI M CKOPPEKTUPOBAHHAS 110 MOy,
BO3pacry, kinaccy CCS); 3aauumocts — p<0,05 (SPSS 26.0).

Pe3yabtarbl. CpeHuil BO3pacT y4aCTHHUKOB cocTtaBui 66,6 rona, 53,3% — KEHIIUHBI,
54,7% umenn @ynkumnonanbhbiii knace Il mo CCS. Cpennuit unaexc maccel tena — 30,1 + 5,4
Kr/m?, obmui xonecrepun — 5,86 £ 1,48 mmonw/n. [lpu camoorieHke (aKTOPOB CHUCTEMBI
3/IpaBOOXpaHEHMs] HauOOJbIask JOJs MAIMEHTOB CUMTAlla BHICOKHUMHU y4acTHE B CKPHUHUHIE
(64,0%) u noctymHOCTh MeuIIMHCKOM TTomotu (61,3%). CamoorieHKa JOCTYITHOCTH JIEKapCTB
yaile ykasbiBasiach kak HHU3Kas (40,0%). KauecTBO U3HM KOPPENIMPOBAIO C CAMOOLEHKOU
HECKOJIbKUX (DaKTOPOB CUCTEMBI 3/IpaBOOXpAaHEHUs, BKIIOYasl yyactue B ckpuHuHre (p=0,496;
p<0,001), ocBEOMIIEHHOCTh O CEPAECYHO-COCYIUCTHIX (hakTopax pucka (p=0,464; p<0,001),
npuBepxkeHHocTh JedeHuto (p=0,355; p=0,002) u AOCTyNMHOCTP MEAUIMHCKOW ITOMOIIU
(p=0,338; p=0,003). OgHaKo caMOOLIEHKa OCBEJIOMIIEHHOCTH O (hakTopax pHCKa oKa3ajlach
€MHCTBEHHBIM HE3aBUCUMO CBs3aHHBIM (pakTopoM (B=1,655; p=0,012), ocraBasch 3HaunMOi
nocie koppektuposku (B=1,395; p=0,035).

3akarouenue. Y noxuiabix nauveHToB ¢ MBC kauecTBO KM3HU OBUIO CBSA3aHO C
CaMOOLIEHKOM (hakTOpoB cHUCTEMBbI 31paBooxpaHeHHs. CaMOOlleHKa OCBEIOMIIEHHOCTH O
(dakTopax pHCKa OKaszajachb €AMHCTBEHHBIM HE3aBHCHMO CBSI3aHHBIM (PAKTOPOM, COXpaHss
3HaYMMOCTb IOCIIE KOPPEeKTUPOBKU. HeoOX0 UMbl MPOCTIEKTUBHBIE UCCIIEAOBAHMS 3HAUCHUS
ATUX JAHHBIX B 00YYEHHH MalME€HTOB.

KiroueBble ci10Ba: MOXKUIIBIE JIIOH, HIIEMHUYECKast O0JIEe3Hb CepAlla, KauecTBO KU3HH,
JOCTYMHOCTh MEAMIIMHCKON TTOMOIIM, CAMOOTYET, BTOPUYHAS MPO(PUIAKTHKA.
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