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Dr. Sa’ed Zyoud
Dr. Samah Al-Jabi
Abstract

Background: Thromboembolic events are a common complicated health
problem. Although anticoagulants have several positive effects on these
conditions, they also have several characteristics that can strongly affect
compliance and satisfaction, inducing dissatisfaction and reducing the
patient’s quality of life; patient’s self-efficacy and satisfaction can increase

compliance and result in treatment success.

Objectives: This study aims to assess the association between treatment
satisfaction and self-efficacy in a sample of patients from Palestine using
anticoagulation therapy, and to determine the influence of socio-

demographic and clinical factors on both aspects.

Methods: This was a cross-sectional study performed in Palestine. The
Arabic version of the Anti-Coagulant Treatment satisfaction scale (ACTS)
scale was used to assess treatment satisfaction. The Arabic version of Self-
Efficacy for Managing Chronic Disease 6-Item Scale (SES6G) was used to

assess self-efficacy.

Results: A total of 300 patients using anticoagulants (average age 51.95
and SD of 17.98) were included. There is a weak correlation between total

score, treatment satisfaction domain and self-efficacy (r = 0.35; p = 0.00).
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Overall, the patients reported a moderate burden and benefit score; the
mean and median of the acting burden were 43.30+10.45, and 43.30
(interquartile range: 36-51). The mean and median self-efficacy score
were 38.41+9.88, and 39 (interquartile range: 33-46). The results showed
that those how were younger (44.32+9.09, p<0.001), more highly educated
(40.65+9.9, p<0.001), were employed (40.04+£10.26, p=0.049), with a
lower number of medications (39.32+9.95, p=0.029) and lower number of
diseases (40.3£10.56, p=0.34) had a good predictor of self-efficacy
behaviors. They also showed that males (45.01+£9.88, p=0.006), married
(44.29+£10.26, p=0.005), and with higher monthly income (46.06+11.10,
p=0.001) had a higher ACTS burden score. In contrast, young (14.55%0.89,
p=<0.001), married (12.01+£2.14, p=0.003) female (12.07£2.26, p=0.015),
normal weight (12.63+2.08, p=0.003), higher educational Ilevel
(12.38+2.15, p<0.001) participants had a higher ACTS benefit score.
Results also showed that new oral anticoagulants (NOACSs) had a higher
degree of self-efficacy and ACTS benefit scores (39.00+8.20, p=0.002;
13.07+1.89, p=0.001), respectively, than vitamin k antagonists (VKA).

Conclusions: Overall, these results found that there is a relation between
treatment satisfaction and self-efficacy, and socio-demographic and clinical
characteristics probably influence both. We found that there is a higher
degree of self-efficacy and treatment satisfaction among patients using
NOACSs than those who used UFH/VKA. We also found an association
between higher education, young, unemployed patients with a lower

number of diseases and medications, and a good level of self-efficacy. In
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addition, we found an association between being female, unmarried, have a
low monthly income were more burdened, while young, male, unmarried,
normal weight, higher educated, and having a lower number of diseases

and medications, had a higher level of benefits scoring.
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Chapter one

Introduction

1. Introduction
1.1 Definition and background

Anticoagulant drugs with different mechanism of action are indicated for
many conditions, such as systemic embolism prevention in valvular heart
disease, myocardial infarction (Samsa et al., 2004) atrial fibrillation-related
stroke (Wei et al., 2018), pulmonary embolism (PE), deep vein thrombosis
(DVT) (Prins et al., 2009) and cancer-associated thrombosis (Cohen et al.,
2018). Anticoagulants can effectively reduce thromboembolic events and
their recurrence. If non-anticoagulated, there is a significant increase in
mortality rate in patients with stroke risk factors (Lip et al., 2015),
morbidity and negative effects on the quality of life of the patients
(Shilbayeh and Ibrahim, 2020). They may be used for a short period as a

treatment but mostly for the remainder of the patient’s lifetime.

Although anticoagulants have several positive effects on the disease, they
also have several characteristics that can strongly affect compliance and
satisfaction, inducing dissatisfaction and reducing the patient’s quality of
life (e.g. diet and activity restrictions, regular blood testing, bleeding and/or
bruising). These side effects and burdens may lead to poor compliance and,

as a result, to treatment failure (Prins et al., 2009).
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Long-term therapy with anticoagulants, particularly with vitamin K
antagonist (VKA), may be associated with low satisfaction and poor

adherence (Shilbayeh and Ibrahim, 2020).

The measurement of patient satisfaction with anticoagulant therapy and
their quality of life in clinical practice can reduce bleeding or thrombotic
events (Samsa et al., 2004), as this satisfaction can increase compliance and
as a result treatment success. Individual-level patient characteristics and
preferences are important when selecting the appropriate anticoagulant
therapy for each patient (Lutsey et al., 2018). This preference for ‘shared
decision-making’ will improve the treatment experience of the patient by
achieving treatment satisfaction (Benzimra et al.,, 2018). Treatment
satisfaction was associated with better compliance and persistence, but also
with lower treatment burden or regimen complexity (Barbosa et al., 2012).
This makes satisfaction for an individual patient an important factor in
selecting or changing anticoagulant therapy in patients (Koretsune et al.,
2017). On the other hand, treatment dissatisfaction may affect patients
negatively, such as the quality of treatment regimen implementation and
their participation in treatment, and even their intention to persist with the

treatment (Barbosa et al., 2012).

Another aspect that may affect the success of a treatment and achieving its
goal is the patient’s self-efficacy. ‘Self-efficacy’ is a term that refers to the
confidence that one has in the ability to follow the behaviors needed to
obtain a desired goal or effect. It is a psychological concept that is used in

association with chronic diseases and medication management. There has
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been growing interest in the role of self-efficacy as a treatment outcome
predictor (Kadden and Litt, 2011). Self-efficacy helps participants to have
confidence and skills to manage their chronic conditions better (Brady et
al., 2013). If the patient believes that they can take action to solve a
problem, they become more ready to do it and feel more committed to this
decision. Better health better outcomes have been found related to a strong
sense of personal self-efficacy (Schwarzer, 2014). Self-efficacy has
increasingly been recognized as an essential prerequisite of effective
self-management of all chronic diseases (Freund et al., 2013, Tobias
Freund et al., 2011), and so low self-efficacy is one of the main problems

that require physical and mental rehabilitation (Xiao et al., 2018).
1.2 Problem statement

Thromboembolic events and many cardiovascular diseases are widely
treated with anticoagulants, which have a great benefit to patients (Veitch
et al., 2016) and have many characteristics that can affect patients' daily
lives. Self-efficacy has increasingly been recognized as an essential
prerequisite of effective self-management of all chronic diseases (Freund et
al., 2013, Tobias Freund et al., 2011), and so low self-efficacy is one of the
main problems that require physical and mental rehabilitation (Xiao et al.,

2018).

Long-term therapy with anticoagulants, particularly with vitamin K
antagonist (VKA), also may be associated with low satisfaction and poor

adherence (Shilbayeh and Ibrahim, 2020).
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The measurement of patient satisfaction with anticoagulant therapy and
their quality of life in clinical practice can reduce bleeding or thrombotic
events (Samsa et al., 2004). In addition, this satisfaction can increase

compliance and treatment success.
1.3 Significance of study

A few studies have been established to study anticoagulant treatment
satisfaction and self-efficacy, however these studies did not correlate the
two concepts with each other. To the best of our knowledge, this study is
the first of its type in Palestine. Therefore, this study will give baseline data
and information about treatment satisfaction, self-efficacy and the
relationship between the two, and their effect on treatment compliance,
improving Qol, and better therapeutic outcome. Moreover, it will help
healthcare providers to establish mechanisms that can achieve patient

treatment satisfaction and train them to accept good self-efficacy.
1.4 Objectives
1.4.1 General objective

The main objective of the current study is to evaluate the relationship of
treatment satisfaction with self-efficacy among patients on anticoagulant

therapy.



1.4.2 Specific objectives

e To assess whether there is a relationship between patients’ self-efficacy

and treatment satisfaction with anticoagulant therapy.

e To assess factors associated with patients’ self-efficacy in anticoagulant

therapy.

e To assess factors associated with patients’ treatment satisfaction with

anticoagulant therapy.
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Chapter Two

Literature Review

2. Literature Review

In recent years, greater interest has been shown in the study of treatment
satisfaction. A Spanish study aimed to evaluate nonvalvular atrial
fibrillation treatment satisfaction in patients on anticoagulants in Spain in
2018 (Fernandez et al., 2018). To measure the anticoagulant treatment
satisfaction, every patient completed the ACTS (Anti-Coagulant Treatment
Satisfaction scale) questionnaire. The results were: of 1,309 patients, 31.0%
were taking direct oral anticoagulants (DOACSs) and (68.9%) vitamin K
antagonists (VKAs). With regard to anticoagulation satisfaction (ACTS
burdens scale 49.691£9.45; ACTS benefits scale 11.35+2.61), burdens were
lower in men, patients with normal renal function, poly-medicated, no
dependency and with moderate bleeding risk. Among patients taking
VKAs, those with an optimal time in the therapeutic range or a lower
number of international normalized ratio INR exhibited lower burden.
Lower perceived burdens were found among patients using DOACs. The
authors found that men, who are young, with no dependency, low bleeding
risk, and taking DOACs (vs VKAS) have higher benefit scores. The study
concluded that there was a high degree of satisfaction among nonvalvular

atrial fibrillation patients at the internal medicine department.

A sub-study of a multicenter research (SAKURA AF registry) that was

conducted by tracking AF patients’ clinical events, aimed to compare the
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satisfaction of DOAC users and warfarin users, using the ACTS scale, to
understand the advantages of DOACSs over warfarin. In this study a total of
1475 patients were enrolled, 654 were DOAC users, and 821 were warfarin
users. The results were: the burden scores were significantly higher (54.5 £
6.3 versus 52.7 = 6.9, P < 0.0001) and ‘highly satisfied’ (defined by score
48) was often obtained (87.8% versus 79.9%, P < 0.0001) among the
DOAC users than among the warfarin users, but the baseline benefit scores
among the DOAC users tended to be lower (9.8 £ 3.1 versus 10.1 + 3.2, P =
0.0513) and ‘highly satisfied’ (defined by scores 12) to be less prevalent

than those among the warfarin users (34.5% versus 40.0%, P = 0.0767).

The study concludes that there was higher treatment satisfaction with
anticoagulants among patients taking DOACs than those taking warfarin in
terms of treatment burden, but without evidence of benefit of prophylaxis
against stroke. The reduced burden of DOACs and constant patient
education regarding the benefit of stroke prophylaxis will lead to greater
adherence of patients to their treatment plan and thus have a positive effect

on clinical outcome.

A study has been conducted in the United States using the data from
ORBIT-AF for AF patients taking warfarin and a completed ACTS scale
questionnaire. The study aimed to determine the ACTS burden and benefit
score association with multivariate aspects. A total of 1514 AF patients
taking warfarin took part. The most burdened patients were female, young,
paroxysmal AF, and using antiarrhythmic drugs. The study concludes that

ACTS scores among AF patients taking warfarin provided independent
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information beyond other metrics used in anticoagulation quality of care,
and identified groups of patients using warfarin that have a high risk of

dissatisfaction.

SAFARI, a French observational study that was published in 2016 (Hanon
et al.,, 2016), aimed to investigate patient-reported satisfaction with
treatment with rivaroxaban to prevent stroke in AF patients. A total of 405
non-valvular atrial fibrillation patients who had been previously treated
with warfarin switched to rivaroxaban. The ACTS scale was used to
measure anticoagulant treatment satisfaction. Compared with VK users, the
patients’ satisfaction improved after three months and persisted for six
months. The study concluded that there is a good safety profile and

encourages patient-reported outcome design studies.

Moreover, another Sudanese cross-sectional study that was published in
2017 (Eltayeb et al., 2017), evaluated patient satisfaction with oral
anticoagulant therapies and adherence to them and identified the predictors
of the two study domains. Just over half of the participants (50.5%) were
satisfied with anticoagulant treatment. The study concludes that a
multidisciplinary effort from healthcare providers is needed to ensure
health education, alongside motivating patients continuously in order to
increase treatment success, especially among patients with a low

educational level.

Another observational Japanese study AGAIN was published in 2017

(Koretsune et al., 2017). The study aimed to investigate treatment
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satisfaction changes among non-valvular AF (NVAF) patients after
switching to apixaban from warfarin. The patients completed two ACTSs
(one before and the other 12 weeks after medication change). The study
concludes that NVAF Japanese patients’ satisfaction with anticoagulant
therapy improved after switching to apixaban from warfarin by reducing

treatment burden.

A clinical trial (McCahon et al., 2011) compared the self-efficacy between
self-managing warfarin-using patients and those receiving routine care
(RC) and demonstrated a greater significant improvement among self-
managing patients (Sawicki, 1999) (Cromheecke et al., 2000, Gadisseur et
al., 2004). Self-managing patients may be more aware about any change in
their INR due to their ability to measure it and take an adaptive action, their

increased knowledge and their perceived greater self-efficacy.

The results suggested that the level of therapeutic control and patient self-
management (PSM) affect self-efficacy, improving treatment-related

quality of life (TRQoL).

There was a noticeable greater improvement in self-efficacy among
patients compared with those receiving RC in the medium and high
therapeutic range (TTR) groups. While no significant improvement at the
lower level of therapeutic control in self-efficacy existed in comparison
within PSM or with the RC arm of the study. This trial’s results reinforce

the evidence demonstrating that warfarin therapy self-management is an
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effective and safe alternative to routine management (White et al., 1989,

Douketis, 2001, Fitzmaurice et al., 2005, McCahon et al., 2007).
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Chapter Three

Methodology

3.1 Study design

This study was a cross-sectional questionnaire-based analytical study to
measure patients’ self-efficacy and patients’ treatment satisfaction and the

relationship between both aspects among patients using anticoagulants.
3.2 Setting

Palestine consists of three geographically separated zones — the Gaza Strip
and the West Bank —and Jerusalem the capital. East Jerusalem has hospitals
network, the Red Crescent Maternity Hospital, the Saint John Eye Hospital,
the Princess Basma Rehabilitation Center, St. Joseph’s Hospital and Al-
Makkased Hospital. The network plays a crucial role in the Palestinian
health care system. This study was conducted in Jerusalem at AL-

Makkased hospital.
3.3 Study population

The population of this study was patients from both genders, at any age

over 18 from hospitals or outpatient clinics, using anticoagulants.
3.4 Sample size calculation and sampling procedure

Our study was a cross-sectional survey using the Stanford questionnaire.
The study was undertaken in a group of patients who used anticoagulants
attending at AL-Makkased hospital. Based on the expected population

during the research period (n=1000 patients) and a 50% response
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distribution, the needed sample size was about 278 with a confidence level
of 95% and a margin of error of 5%. An automated software program,
Raosoft sample size calculator: (http://www.raosoft.com/samplesize.html)
was used to calculate the required sample size for this study. The intended
sample size was raised to 300 individuals to reduce erroneous results and

increase study reliability.
3.5 Inclusion and exclusion criteria

The inclusion criteria were as follows: patients over 18 using any type of
anticoagulant drug; Arab nationality; able to read or understand Arabic.
The exclusion criteria were as follows: patients refusing to participate in
the study; and those previously diagnosed with mental diseases or severe

cerebral vascular disease that may affect cognitive ability.
3.6 Data collection and management

This quantitative study used a questionnaire (see Appendix A) as an
instrument to collect data from the respondents. The data collection forms
in this study were adopted from two different scales, the ACTS scale and

the SES6G scale.
The data collection form contains four sections:

e In the first section, we covered the socio-demographic factors provided
by participants, such as age, gender (male, female), residency (city,

village, or refugee camp), job, the primary healthcare centers they visit,


http://www.raosoft.com/samplesize.html
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marital status, BMI and educational level (illiterate, primary, secondary

or university).

The second section of the questionnaire consists of questions related to
clinical data including comorbid conditions (history of major bleeding,
recent major surgery, cerebrovascular disease, cardiac disease, diabetes
mellitus, hypertension, active cancer, and chronic liver and renal
disease), risk of falls, laboratory findings (haemoglobin, platelets), the
medications that are taken as anticoagulant therapy, the dosage and the

duration of each medication.

The third section is used to measure patients’ treatment satisfaction to
anticoagulant therapy using the ACTS scale. The ACTS scale is an
anticoagulation-related quality of life measuring instrument, it is not a
generic scale that is common for a wide range of individuals in
different populations (e.g. general health, social function between
specific disease patients and anticoagulation drug-user patients. This
scale is a condition-specific one that focuses narrowly on the aspects of
health-related quality of life that are specific to anticoagulant
medications (Samsa et al., 2004). The ACTS questionnaire is an
instrument used to measure treatment satisfaction with anticoagulant
therapy through PRO. It consists of two parts: the first part includes 12
items that assess the perceived burden of anticoagulant treatment, and
the second part consists of 3 items that assess the perceived benefits of
anticoagulant treatment. It uses a 5-point scale of intensity (from 1 ‘not

at all’ to 5 ‘extremely’). Its burden total scores are reversed (higher
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scores indicate less burden and vice versa) and range from 12 to 60, but
the ACTS benefits total scores are directly scoring, ranging from 3 to
15 (Fernandez et al., 2018, Suarez et al., 2016, Cano et al., 2012). The
questionnaire has been profoundly tested for content validity, question
difficulty measures, readability, item/person reliability in many
languages (Cano et al., 2012), and Arabic language (Shilbayeh and
Ibrahim, 2020, Shilbayeh and Ismail, 2021). We also registered our
study with ePROVIDE - Mapi Research Trust and obtained permission
for ACTS use (ID: 42874).

e The fourth section is used to measure patients’ self-efficacy in
anticoagulant therapy by using the SES6G. The SES6G is a valid and
reliable instrument for assessing patients’ self-efficacy in managing
chronic diseases. It is a self-reporting instrument that can be used to
assess the degree of confidence of the patient who is suffering from
chronic disease in trying to manage their disease (Hu et al., 2015). It is
the 6-item scale with a visual analogue, ranging from 1 (not at all
confident) to 10 (totally confident). This scale covers several common
domains across many chronic diseases, role function, emotional
functions, symptom control and communicating with physicians. It is
an important and reliable instrument for assessing self-efficacy in the

management of different chronic diseases.

The data were collected by the pharmacist who met the patient in a clinic or
pharmacy. Patients were advised that the questionnaire would take

approximately 20 min to complete.
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3.7 Ethical approval

All aspects of the study protocol, including access to and use of patient
clinical information, were authorized by the Institutional Review Boards
(IRBs) and local health authorities before the initiation of this study. In
addition, a verbal consent form was obtained from each patient (Appendix

2).
3.8 Pilot study

A pilot study (30 participants) has been conducted to test the tool, ensure
the availability of the required data, estimate the time, and modify the data
collection form, as appropriate. The patients participating in the pilot study

were not included in the final analysis.
3.9 Statistical analysis

Data were entered and analyzed using the Statistical Package for Social
Sciences program version 15 (SPSS). Data will be expressed as means *
SD for continuous variables and as frequencies (percentages) for
categorical variables. Variables that are not normally distributed are
expressed as medians (lower-upper quartiles). Variables were tested for
normality using the Kolmogorov—Smirnov test. Either the chi-square or the
Fisher exact test, as appropriate, was used to test significance between
categorical variables. The Kruskal-Wallis test followed by Bonferroni—

Dunn post hoc analysis or Mann—Whitney was used to test for differences
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in means between categories. The significance level was set at p-value<

0.05.



17
Chapter Four

Results

4.1 Socio-demographic data

Our study was conducted on 323 patients with a response rate of (92.88%)
in AL Makkased hospital, which is located in Jerusalem city in Palestine,
who are using anticoagulant drugs prophylactically or as a treatment for

different medical conditions.

As Table 4.1 indicates, most of our patients are females, 61.7%; 29.1% are
pregnant, nearly half of them (54.3%) are middle-aged, (30-60), 35% are
over 60, and 10.3% are less than 30 years old. The table also shows that
most (76.3%) of them are married, and the rest are widowed, single or
divorced (22.3%). Moreover, 56.3% of our patients had a secondary level
of education or less (18% secondary, 17.3% primary, 14.3% elementary,
and 6.7% were illiterate), and 41.3% had a high education level. With
regard to employment status, 64% were unemployed and the rest (33.3%)
were employed, 7.7% had a monthly income that was less than 2000 NIS,
53.3% had a monthly income of between 2000 and 5000 NIS and 36.0%

had a monthly income of more than 5000 NIS.

Table 4.1 also shows that 45.3% of them were overweight, 31.0% were
obese, and 21.7% with normal weight. According to the locality, 57.3% of
our patients were Urban, 28.3% Rural, and 12.0% existed in camps. Nearly
80% of them had at least one disease, and just under half of them (48.7%)

had four or more diseases, 14% were pregnant (42) or had one disease,



21.0% had two diseases. Finally, 58.7% of the participants were using four
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medications or less, and the rest (41.3%) were using four medications.

Table 4.1 Socio-demographic and clinical characteristics of the study

sample
Socio-demographic Frequency (%)
Variables N=300

Gender Male 115 (38.3)
Female 185 (61.7)

Age Less than 30 31 (10.3)
30-60 163 (54.3)
More than 60 106 (35.3)

BMI * Normal weight 65 (21.7)
(18.5-24.9) 136 (45.3)
Overweight (25-29.9) |93 (31.0)
Obese >30

Educational status Illiterate 20 (6.7)
Elementary 43 (14.3)
Primary 52 (17.3)
Secondary 54 (18.0)
University 124 (41.3)

Marital status Married 229(76.3)
Unmarried 67(22.3)
(single, divorced,
widowed)

Income/month(NIS) ** | Less than 2000 23 (7.7)
2000-5000 160(53.3)
More than 5000 108(36.0)

Employment status Employed 194(64.3)
Unemployed 100(33.3)

Locality Camp 36(12.0)
Rural 85(28.3)
Urban 172(57.3)

Chronic comorbid Pregnant 42(14.0)

disease One disease 43(14.3)
Two diseases 63(21.0)
Three diseases or more | 146(48.7)

Chronic medications <4 176(58.7)
>4 124(41.3)

* BMI: Body mass index.

**NIS: New Israeli~ Shekel (0.29 US Dollar).
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4.2 Self-efficacy score and socio-demographic variables

The self-efficacy scale (SES8C) consists of six questions to measure how
confident the participants suffering from chronic disease are about
managing their disease. This scale covers several common domains across
many chronic diseases, role functions, emotional functions, symptom

control, and communicating with physicians.

The mean and median of self-efficacy score was 38.41+9.88, and 39
(interquartile range: 33-46). The median of self-efficacy scores in
participants younger than 30 age was 47(41-50), middle age (30-60) was
41(35-46), and older than 60 was 35(30-42). According to participant
gender, the male median self-efficacy score was 40(33-47), and female
was 39(32-45). Obese participants showed lower self-efficacy scores
38(31-44), with increasing scores according to weight; for overweight and
normal, the median self-efficacy scores were 39(34-45), 41(39-49) and
respectively. Moreover, illiterate participants showed lower self-efficacy
scores with a median score of 29.50(21.75-41.50), elementary schooling
level was 35(28-41), primary 37(31-42), secondary 41.00(36.75-48.00),
and the higher median self-efficacy scores were for the participants with a
university educational level 41.50(34-47). Median self-efficacy scores of
participants according to their income level, 41(31-45) for monthly income
less than two thousand NIS, 39(31-45) for (2000-5000) NIS monthly, and
41(3546) for the highest monthly participant’s income whose monthly
income was more than 5000 NIS. Participants living in refugee Palestinian

camps had the lowest median self-efficacy median score 38.5(31.25-
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45.75), for those rurally located was 39(31-44), and participants living in
the city the median self-efficacy score was 39(34-46.75). Married
participants had the higher median scores of self-efficacy 12(11-14), and
unmarried median scores (single, divorced, and widowed) were 11(10-13).
Unemployed participants scored higher self-efficacy 42(34-48) than
employed participants 38(32—44.25). For pregnant participants and
participants who had just one chronic disease the median self-efficacy
score was 42(35-47), and 42(34-49), respectively; the median reduced
with participants having two chronic diseases 40(33-47), and the lower
score was for participants having more than three chronic diseases as 37
(30.75-44). Moreover, for participants taking four or fewer medications,
their median score was 41 (33.25-47.00), higher than participants taking
more than four medications 37(32—44). Self-efficacy score according to the
anticoagulant used was 41.00(33.75-47.00) for NOACSs, 40.00(35.00—
46.00) for UFHSs and 35.00(30.25-42.00) for warfarin users.

Table 4.2 shows a significant difference in self-efficacy scoring between
participants according to their age (p<0.001), educational level (p<0.001),
employment status (p=0.049), comorbidities (p=0.048) and chronic
medications (p=0.029). The table shows that being young, with higher
educational level, unemployed participants, patients how had less than two
chronic diseases, patients with a lower number of medications had the
higher self-efficacy score. No significant differences were noted between
participants according to their gender, weight, income, locality and marital

state.
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Table 4.2 Self-efficacy total score by socio-demographic and clinical
variables

Variable Frequency % Median Mean + SD Mean P value
N(300) (Q1-Q3) rank
Age category (years)
<30
30-60 31 (10.3) 47.00(41.00-50.00) 44.32+9.09 205.84 <0.001°
> 60 163 (54.3) 41.00(35.00-46.00) 39.36+9.38 158.72
106 (35.3) 35.00(30.00-42.00) 35.23+9.80 121.68
Gender
Male 115 (38.3) 40.00(33.00-47.00) 39.09+10.46 156.93 0.311%
Female 185 (61.7) 39.00(32.00-45.00) 37.99+9.52 146.50
BMI?
Normal 65 (21.7) 41.00(39.00-49.00) 40.134+9.51 163.11 0.146°
Overweight 136 (45.3) 39.00(34.00-45.00) 38.35+9.05 147.75
Obese 93 (31.0) 38.00(31.00-44.00) 37.09+9.97 136.19
Education 30.70+11.37 90.18 <0.001°
Illiterate 20 (6.7) 29.50(21.75-41.50) 36.14+9.42 123.37
Elementary 43 (14.3) 35.00(28.00-41.00) 36.45+9.77 130.83
Primary 52 (17.3) 37.00(31.00-42.00) 40.65+9.91 167.40
Secondary 54 (18.0) 41.00(36.75-48.00) 39.85+9.18 159.59
University 124 (41.3) 41.50(34.00-47.00)
Income (month)
Less than 2000 NIS 23(7.7) 41.00(31.00-45.00) 37.61+11.70 145.93
2000-5000 160(53.3) 39.00(31.00-45.00) 38.00+9.66 140.54 0.432"
More than 5000 108(36.0) 41.00(35.00-46.00) 39.31+10.07 154.10 '
locality 38.50 37.53+9.46 138.42 0.675°
Camp 36(12.0) (31.25-45.75) 38.11+9.51 143.67
Rural 85(28.3) 39.00 38.76+10.18 150.44
Urban 172(57.3) (31.00-44.00)
39.00
(34.00-46.75)
Marital status
Married 229(76.3) 12.00(11.00-14.00) 39.00+9.52 152.59 0.103%
Unmarried 67(22.3) 11.00(10.00-13.00) 36.25+10.97 133.50
(single, divorced,
widowed)
Employment status
Employed
Unemployed 194(62.3) 42.00(34.00-48.00) 40.04+10.26 161.07 0.049?
100(33.3) 38.00(32.00-44.25) 37.8249.24 140.51
Chronic co-morbid
disease
Pregnant 42(14.0) 42.00(35.00-47.00) 40.29+8.89 166.74 0.034°
One disease 43(14.3) 42.00(34.00-49.00) 40.30+10.56 164.71
Two diseases 63(21.0) 40.00(33.00-47.00) 39.43+8.89 156.02
Three diseases or 146(48.7) 37.00(30.75-44.00) 36.76+10.32 133.22
more
Chronic medications
<4
>4 176(58.7) 41.00(33.25-47.00) 39.32+9.95 159.76 0.029?%
124(41.3) 37.00(32.00-44.00) 37.11+9.68 137.49
Anticoagulant drug
UHF
Vit-K dependent 87(29) 40.00(35.00-46.00) 39.02+8.45 154.05
NOACs 134(44.7) 35.00(30.25-42.00) 35.18+9.74 119.38 0.002°
75(25) 41.00(33.75-47.00) 39.00+8.20 161.20

# Statistical significance of differences was calculated using Mann-Whitney U test
® Statistical significance of differences was calculated using Kruskal-Wallis test
Bold P-value indicates significant difference.
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4.3 Burden score and socio-demographic variables

The Anti-Coagulant Treatment Satisfaction scale (ACTS) is a 15-item
instrument of satisfaction with anticoagulant treatment. It includes a 12-
item ACTS burden scale and a 3-item ACTS benefit scale. The 12 burdens
of ACTS score are reversely coded (scored 5-1), whereas the other three
items are normally coded (1-5), which means that higher scores indicate

greater patient satisfaction.

The mean and median of the acting burden was 43.30£10.45, and
43.30(interquartile range: 36-51). The median burden score according to
participants’ ages was 42(34-52) for those aged less than 30, 43(37-51) for
middle-aged participants, and 45(36-50) for older than 60. According to
participant gender, male participants’ ACTS burden score was 46(38-52),
and female 42(35-49). Normal weight (according to their BMI) classified
participants’ median was 42(35-50), for overweight 44(36.25-51.75) and
for obese participants 44(37-50.5). According to the educational level of
our participants, illiterate participants’ median ACTS burden score was
39(29.25-49.5), elementary schooling was 46(36.75-50.25), primary
schooling 42(35-49), secondary schooling 45(38.75-54), and university
43(36-50.75). The median ACTS burden scores of participants according
to their income level were 40(31-46), with a monthly income of less than
2000 NIS, 42(35-50) for 2000-5000 NIS monthly, and 45(40-53) for the
highest monthly participants’ income on a monthly income of more than
5000 NIS. Participants located in refugee camps’ had a ACTS burden

median score of 41(35-48.5), rural participants a median score of 40(34—
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50), and 48(41-55) for city-located participants. Married participants had a
high ACTS burden score 44(37-51), unmarried (single, divorced, and
widowed) 41(31-49). Employed participants burden score was 42(35.75—
50.25), and the unemployed was 45(36.25-52). According to their
medications, there were no significant differences among participants.
Participants using four medications or less had a median acting burden
score of 43(36-51), and 44(36-50) for participants using more than four
medications for their disease. Pregnant median burden score was 44(38-
52), participants with one disease only it was 45(35-53), with two diseases
it was 42(36-51), and 44(36-50) for participants who have three diseases
and more. Median ACTS burden scores in participants according to the
anticoagulant used was 44.00(36.75-57.00) for NOACs users,
43.00(36.00-51.00) for warfarin and 42.00(35.00-51.00) for enoxaparin

users.

Table 4.3 shows a significant difference in treatment burden scoring
between participants according to their gender (p=0.006), income
(p=0.001), and marital status (p<0.001). No significant differences were
found between participants’ ACTS burden scores according to their age,
weight, gender, locality, educational level, employment status, chronic

comorbidities and chronic medication.
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Table 4.3 Burdens total scores by socio-demographic and clinical
variables

Variable Frequency % N Median Mean + SD Mean P value
(300) (Q1-Q3) rank
Age category (years)
<30 31(10.3) 42.00(34.00-52.00) 41.68+11.02 141.21 0.651°
30-60 163 (54.3) 43.00(37.00-51.00) 43.99+10.77 154.47
> 60 106 (35.3) 45.00(36.00-50.00) 42.73+91.78 147.11
Gender
Male 115 (38.3) 46.00(38.00-52.00) 45.01+9.88 168.03 0.0062
Female 185 (61.7) 42.00(35.00-49.00) 42.25+10.68 139.60
BMI?
Normal 65 (21.7) 42.00(35.00-50.00) 42.89+9.89 140.45 0.702°
Overweight 136 (45.3) 44.00(36.25-51.75) 43.44+10.15 151.19
Obese 93 (31.0) 44.00(37.00-50.50) 43.55+11.48 147.04
Education
Illiterate 20 (6.7) 39.00(29.25-49.50) 39.60+11.17 118.63 0.160°
Elementary 43 (14.3) 46.00(36.75-50.25) 43.31+9.19 149.86
Primary 52 (17.3) 42.00(35.00-49.00) 41.06+10.13 131.38
Secondary 54 (18.0) 45.00(38.75-54.00) 45.67+9.60 165.19
University 124 (41.3) 43.00(36.00-50.75) 43.80+11.25 146.76
Income (month)
Less than 2000 23(7.7) 40.00(31.00-46.00) 38.60+8.74 108.11
2000-5000 160(53.3) 42.00(35.00-50.00) 41.93+9.44 136.66 0.001°
More than 5000 108(36.0) 45.00(40.00-53.00) 46.06+11.10 167.91 )
locality
Camp 36(12.0) 41.00(35.00-48.50) 41.47+8.55 131.01 0.123°
Rural 85(28.3) 40.00(34.00-50.00) 41.83+11.09 136.84
Urban 172(57.3) 44.00(37.25-51.00) 49.17+10.13 155.37
Marital status
Married 229(76.3) 44.00(37.00-51.00) 44.29+10.26 0.005%
Unmarried 67(22.3) 41.00(31.00-49.00) 39.86+10.32
(single, divorced,
widowed)
Employment status
Employed 194(62.3) 42.00(35.75-50.25) 44.76+11.55 158.40 0.114%
Unemployed 100(33.3) 45.00(36.25-52.00) 42.61+9.88 141.88
Chronic comorbid
disease
Pregnant 42(14.0) 44.00(38.00-52.00) 44.24+8.25 156.31 0.696°
One disease 43(14.3) 45.00(35.00-53.00) 44.67+11.45 156.79
Two diseases 63(21.0) 42.00(36.00-51.00) 42.35+9.26 141.24
Three diseases or more 146(48.7) 44.00(36.00-50.00) 43.41+11.05 144.93
Chronic medications
<4 176(58.7) 43.00(36.00-51.00) 43.43+11.05 150.86 0.932?
>4 124(41.3) 44.00(36.00-50.00) 43.14+9.57 149.99
Anticoagulant drug
UHF 87(29) 42.00(35.00-51.00) 42.75+9.63 143.83 0.596"°
Vit-K dependent 134(44.7) 43.00(36.00-51.00) 41.65+11.06 143.90
NOACs 75(25) 44.00 (36.75-57.00) 4412+ 154.06

“ statistical significance of differences was calculated using Mann—-Whitney U test
® Statistical significance of differences was calculated using Kruskal-Wallis test
Bold P-value indicates significant difference.
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4.4 ACTS benefit score and socio-demographic variables

The mean and median of the ACTS benefit total score was 11.84+2.17, and
12 (interquartile range 11-13.75). The median of the ACTS benefit scores
in participants younger than 30 years old was 15(14-15), middle age
(30-60) was 12(11-14), and older than 60 was 11(9-12). According to
participant gender, male median ACTS benefit score was 12(10-12), and
female was 12(11-14). Normal, overweight and obese (according to their
BMI) have nearly equal median scores with 12 (11-15), 12(10-13),12 (10—
13) and 12(10-13), respectively. The illiterate participants had the lowest
median ACTS benefit score 9.5 (9-11), elementary schooling level was
11(9-12), primary schooling was 12(10-13), secondary schooling was
12(11-14), and university 12(11-15). Depending on their monthly income,
the ACTS benefit median score was 12 (11-15) for a monthly income of
less 2000 NIS, was 12(11-14) for an income of 2000-5000 NIS monthly,
and 12(10-13) for the highest participant monthly for those with a monthly
income of more than 5000 NIS. The ACTS benefit median score for
participants according to their locality was 12(11.00-14.75) for camp
residents, 12(11-15) for rural, and 12(10-13) for participants living in the
city. Married participants had a higher ACTS benefit median score 12(11—
14), than unmarried participants 11(10-13). Moreover, the median of
ACTS benefits scores according to the participants’ employment status was
12(10-13.25) for employed and 12 (11-14) for unemployed participants.
Pregnant participants had a median score of 14(12-15), for participants

with either one or two diseases the median score was 12(10-14), but
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participants with three diseases and more have a lower score 11(10-12).
The ACTS benefit score was 12.00 (11-15) for participants using four
medications or less, and 11(10-12) for participants using more than four
medications. Finally, the median of the ACTS benefit score according to
the anticoagulants used was 11.00 (10.00-12.00) for enoxaparin, 11.50
(10.00-13.00) for warfarin and 13.00 (12.00-15.00) for NOAC users. The
table shows a significant acting benefit score according to the participant’s
age (p <0.001), gender (p= 0.015), weight (p <0.001), educational level
(p <0.001), marital status (p= 0.003), comorbidities (p= 0.018) and chronic
medications (p <0.001). No significant differences were found among
participants ACTS benefit scores according to their income, locality and

employment status.
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Table 4.4 Benefits total by score socio-demographic and clinical
variables.

Variable Frequency % N Median (Q1-Q3) Mean + SD Mean P value
(300) rank
Age category (years)
<30 31(10.3) 15.00(14.00-15.00) 14.55+0.89 255.40 <0.001°
30-60 163 (54.3) 12.00(11.00-14.00) 12.08+1.97 159.84
> 60 106 (35.3) 11.00(9.00-12.00) 10.69+1.93 105.45
Gender
Male 115 (38.3) 12.00(10.00-12.00) 11.47+1.98 133.34 0.0152
Female 185 (61.7) 12.00(11.00-14.00) 12.07+2.26 159.92
BMI?
Normal 65 (21.7) 12.00(11.00-15.00) 12.63+2.08 178.75 0.003°
Overweight 136 (45.3) 12.00(10.00-13.00) 11.57+2.30 139.13
Obese 93 (31.0) 12.00(10.00-13.00) 11.58+1.94 137.90
Education
Illiterate 20 (6.7) 9.50(9.00-11.00) 10.05+1.57 75.45 <.001°
Elementary 43 (14.3) 11.00(9.00-12.00) 10.76x1.76 101.92
Primary 52 (17.3) 12.00(10.00-13.00) 11.73+2.15 145.35
Secondary 54 (18.0) 12.00(11.00-14.00) 12.19+2.13 159.62
University 124 (41.3) 12.00(11.00-15.00) 12.38+2.15 166.65

Income (month)

Less than 2000 23(7.7) 12.00(11.00-15.00) 12.17+2.61 160.98

2000—5000 160(53.3) 12.00(11.00-14.00) 11.8242.20 145.83

More than 5000 108(36.0) 12.00(10.00-13.00) 11.75+2.09 143.06 0.641°
locality

Camp 36(12.0) 12.00(11.00-14.75) 12.25+2.08 161.86 0.258"°
Rural 85(28.3) 12.00(11.00-15.00) 12.02+2.30 153.71

Urban 172(57.3) 12.00(10.00-13.00) 11.66+2.14 140.58

Marital status

Married 229(76.3) 12.00(11.00-14.00) 12.01+2.14 127.51 0.003°
Unmarried 67(22.3) 11.00(10.00-13.00) 11.37+£2.14 154.64

(single, divorced,

widowed)

Employment status
Employed 194(62.3) 12.00(10.00-13.25) 12.10+1.80 156.46 0.188°%
Unemployed 100(33.3) 12.00(11.00-14.00) 11.73+2.32 142.88

Chronic comorbid

disease

Pregnant 42(14.0) 14.00(12.00-15.00) 12.14+1.96 216.07 0.018°
One disease 43(14.3) 12.00(10.00-14.00) 11.99+2.10 152.50

Two diseases 63(21.0) 12.00(10.00-14.00) 12.05+2.06 154.00

Three diseases or 146(48.7) 11.00(10.00-12.00) 11.20+2.05 123.50

more

Chronic medications

<4 176(58.7) 12.00(11.00-15.00) 12.25+2.23 167.30 <0.001?%
>4 124(41.3) 11.00(10.00-12.00) 11.26+1.96 126.65

Anticoagulant drug

UHF 87(29) 11.00(10.00-12.00) 11.04+1.74 113.63

Vit-K dependent 134(44.7) 11.50(10.00-13.00) 11.52+2.22 135.54 <0.001%
NOACs 75(25) 13.00(12.00-15.00) 13.07+1.89 198.53

# Statistical significance of differences was calculated using Mann-Whitney U test
® Statistical significance of differences was calculated using Kruskal-Wallis test
Bold P-value indicates significant differences.
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4.5 Correlations between treatment satisfaction and self-

efficacy

Spearman’s correlation coefficient values between the total score of
burden, benefits, overall satisfaction domains and the self-efficacy score
were 0.33, 0.71 and 0.35, respectively. Therefore the results of the study
indicated a significant weak positive correlation between benefit domain
and self-efficacy scores, and significant weak positive correlations between
burdens, Overall Satisfaction domains, and Self-Efficacy score (Table 4.5).

Table 4.5 Correlation coefficient between Treatment Satisfaction and
Self-Efficacy

Satisfaction Domain Spearman’s Rho Self-Efficacy
Burdens Correlation coefficient 0.325
Significance (2-tailed) 0.000
Benefits Correlation coefficient 0.171
Significance (2-tailed) 0.003
Overall satisfaction Correlation coefficient 0.345
Significance (2-tailed) 0.000




29
Chapter Five
Discussion
This study was one of the first performed in Palestine to examine whether
there is any significant relationship between patient treatment satisfaction
using the ACTS scale and self-efficacy, using the SES6G scale, to study
the correlation between them, to determine the factors that affected the
treatment satisfaction, and the factors associated with self-efficacy, among

patients using anticoagulant medications.

Most of our participants are married, female and employed, nearly half of
them are middle-aged, overweight, with three chronic diseases or less and

using four or less medications.

Our study demonstrated a moderate mean self-efficacy score (SES6C
score) (38.41), and revealed that young, higher educated, unemployed
patients with fewer medications and diseases had a good predictor of self-
efficacy behaviour. There was no significant correlation between self-

efficacy and patient gender, income, locality and marital state.

Patients reported moderate burden and benefit scores (43.30+10.45 and
11.84+2.17, respectively) compared to the reference range for each
subscale (12-60 and 3-15, respectively); however, our patients reported
lower burden scores than other populations. These findings are in
discordance with a study conducted in Saudi Arabia (Shilbayeh and

Ibrahim, 2020).
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The burden mean score revealed that male participants had a higher
satisfaction degree than females, which corresponds to a study performed
in Spain (Fernandez et al., 2018), which also agreed with another study that
more burdened participants and less satisfied participants from using

warfarin were more likely to be women (Perino et al., 2019).

Both gender and age-related treatment satisfaction in our results agreed
with a study, conducted in California on venous thromboembolism patients,
that women of younger age were associated with more perceived
anticoagulant burden (Fang et al., 2021), in other words, two Spanish
studies both of which dealt with AF patient satisfaction with DOACs
(Suérez Fernandez et al., 2018) and others that specified non-valvular AF
patients’ of VKA regarding drug burden and benefits (Escobar et al.,
2018), agreed with our results that elderly patients were less burdened with

anticoagulant treatment.

However, married participants and those on a higher monthly income are
more satisfied and less burdened than unmarried and participants with a

lower income.

According to the participant burden score, those who used DOACs had
higher satisfaction than participants who used UFH (enoxaparin) or VKA
(warfarin), which was also found in other randomized studies that
compared rivaroxaban with vitamin K antagonist (VKA) / enoxaparin in
patients with acute symptomatic DVT (Bamber et al., 2013), which in turn

also agreed with other studies comparing vitamin K and non-vitamin K
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antagonists, which found that NOAC had greater satisfaction compared
with VKAs (Katerenchuk et al., 2020), and with another Japanese study
that did for the same purpose (Okumura et al., 2018), and to the XANTUS-
acting sub-study that treats the same issue and found the same results
(Coleman et al., 2016), and a patient-reported satisfaction of the treatment
of the two anticoagulant medication groups in PE patients said that treating
with rivaroxaban were significantly greater than the standard one (Prins et

al., 2015).

Both burden and benefits of the ACTS scale were higher with DOACs than
with VKAs (Contreras Muruaga et al., 2017) which does not agree with
other studies that found that the benefit ACTS scores were slightly higher
among participants using warfarin compared to DOACs users (Okumura et

al., 2018).

Patient self-efficacy and treatment satisfaction had a good correlation

(r=0.34, P<0.001).

The benefit mean scores were somewhat higher in young married patients’
higher educational level and a smaller number of diseases, and those with

NOAC:s.

Selecting therapies can reduce patient burden, improving outcomes and
their quality of life — all these improvements can be obtained by achieving

a good satisfaction.
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Determining patient satisfaction with anticoagulant strategies is necessary
for selecting therapies that improve clinical outcomes and quality of life by

minimizing patient burden.

Increasing patient satisfaction is a role that should be carried out by clinical
pharmacists through educating patients and other healthcare providers
about medication use, their importance, side effects and other drug-related
factors. Educating the anticoagulated patient is often neglected because it is
time-consuming but community and clinical pharmacists can play an
essential role in this education strategy (Wofford et al., 2008), the
pharmacists (according to National Patient Safety Agency) are in a prime
position to give good counselling about the anticoagulant and the disease-
state (Baglin et al., 2007), since patients forget 40-80% of the information

that is given to them by their physicians (Wofford et al., 2008).
5.1Strengths and limitations
5.1.1 Strength

To the best of our knowledge, this study was one of the first to investigate
the effect and relationship of self-efficacy and treatment satisfaction among

patients using anticoagulants in Palestine.
5.1.2 Limitations

1. This is a cross-sectional study, therefore it is difficult to prove causal
relationships between the scales that have been used and their associated

factors.
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2. This study did not explore other potential factors, which may affect self-
care/ self-efficacy and such as duration of the disease, smoking status.
3. Interviewer’s bias in the results may have been introduced, since the data
were collected via a face-to-face interview.
4. The sample size and the use of a single center to recruit patients are

considered limiting factors in this study.
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Chapter Six
Conclusion and Recommendations

6.1 Conclusions

Our study discussed the relationship between self-efficacy and treatment
satisfaction among patients using anticoagulant therapy and the factors that
affect them both; we found that there is a relationship between them. We
found that there is a higher degree of self-efficacy and treatment
satisfaction among patients using NOACs than those who use UFH/VKA:s.
We also found an association between a higher education and young and
unemployed patients with a lower number of diseases and medications and
a good level of self-efficacy. We also found an association between being
female, unmarried and have a low monthly income and being more
burdened, young, male, unmarried, normal weight, higher educated, as well
as having a lower number of diseases and medications, and a higher level

of benefit scoring.
6.2 Recommendations

- We advocate for policymakers and healthcare providers to make the
necessary changes to improve healthcare services and facilities for

all patients, especially outside of cities.

- We also recommend conducting specialized therapy and training
sessions on anticoagulant therapy. Patients, on the other hand, should

be motivated to increase their knowledge, especially in terms of
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anticoagulant therapy and monitoring, which can be accomplished

through counselling programmes and tailored health promotion.

Healthcare providers, especially pharmacists, should motivate,
educate, and produce these types of skills to increase self-esteem and
awareness among anticoagulated patients and to develop plans to

focus on this important issue.
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Appendices

Appendix 1: Data Collection Form
A. Patient demographic characteristics

A.1 Patient number:

A.2 Date of birth: A.3 Age: years

A.4 Gender: o Male o Female
A.5Weight: Kg A.6Height: cm

A.7 Level of education:
o Illiterate 0 Primary 0 Secondary o University
oPostgraduate

A.8 Income:
o Low (Less than 2000 NIS) o Moderate (2000-5000 NIS) o High (More than
5000 NIS)

A.9 Marital Status:
o Married O Single o Divorced o Widowed

A. 10 Locality:
o Urban O Rural o Camp

A.11 Employment status
o Unemployed o Employed o Previously employed before
failure onset

B.1: Co-morbidities:

o Hypertension o Diabetes mellitus
OAngina O Atrial fibrillation
oOHeart failure o Dyslipidemia
oHypoparathyroidism o Anemia

aUTI oKidney failure

oHyperparathyroidism o Others: ........c.oceee.
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7N

SMRC Self-Efficacy for Managing Chronic
seifManagement — Djsease 6-item Scale

Resource Center

We would like to know how confident you are in doing certain activities. For each of the following
questions, please choose the number that corresponds to your confidence that you can do the tasks
regularly at the present time.

1. How confident do you feel that you
can keep the fatigue caused by your

- X . : notatall | | | | | | | | | | totally
disease from Interfering with the confident 1 2 3 4 5 6 7 8 9 10 confident
things you want to do?

2. How confident do you feel that you
can keep the physical discomfort or notatal T 1 1 1 1 1 1 1 1 1 totaly

pain of your disease from interfering

ith the thi {10 do? confident 1 2 3 4 5 6 7 8 9 10 confident
wi e things you want to do?

3. How confident do you feel that you
can keep the emotional distress

caused by your disease from notatall | | | | | | | | | | totally
interfering with the things you want confdent 1 2 3 4 5 6 7 8 9 10 confident
to do?

4. How confident do you feel that you
can keep any other symptoms or

health problems you have from notatall | | | | | | | | | | totaly
interfering with the things you want confident 1 2 3 4 5 6 7 8 9 10 confident
to do?

5. How confident do you feel that you
can the different tasks and activities
needed to manage your health notatall | | | | | | | | | | totally
condition so as to reduce your need confident 1 2 3 4 5 6 7 8 9 10 confident
to see a doctor?

6. How confident do you feel that you
can do things other than just taking
medication to reduce how much your
iliness affects your everyday life?

notatall | | | | | | | | | | totaly
confident 1 2 3 4 5 6 7 8 9 10 confident
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19

Anti-Clot Treatment Scale

We are interested in your experiences of anti-clot treatment. We would be grateful if you
could help us by filling out this questionnaire. The questions below ask about your
experiences of anticlot-treatment during the past 4 weeks. All of the information you
provide is COMPLETELY CONFIDENTIAL. Please be sure to answer all questions.

During the past 4 weeks... Notat | A | Moderately | Quitea | Extremely
all little bit
1. How much does the possibility of bleeding as a 1 2 3 4 5

result of your anti-clot treatment limit you from
taking part in vigorous physical activities (e.g.
exercise, sports, dancing, etc.)?

1. How much does the possibility of bleeding as a 1 2 3 4 5
result of your anti-clot treatment limit you from
taking part in vigorous physical activities (e.g.
exercise, sports, dancing, etc.)?

3. How bothered are you by the possibility of 1 2 3 4 5
bruising as a result of your anti-clot treatment?

4. How bothered are you by having to avoid other 1 2 3 4 5
medicines (e.g. aspirin) as a result of your anti-
clot treatment?

5. How much does your anti-clot treatment limit 1 2 3 4 5
what you eat and drink (including alcohol)?

6. How much of a hassle (inconvenience) are the 1 2 3 4 5
daily aspects of your anti-clot treatment (e.g.
remembering to take your medicine at a certain
time, taking the correct dose of your medicine,
limiting what you eat and drink (including
alcohol), etc.)?

7. How much of a hassle (inconvenience) are the 1 2 3 4 5
occasional aspects of your anti-clot treatment (e.g.
the need for blood tests, going to or contacting the
hospital/doctor, making arrangements for
treatment while travelling etc.)?

Now | want to ask you about daily and occasional aspects of your anti-clot treatment
during the past 4 weeks...
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During the past 4 weeks... Notat | A | Moderately | Quitea | Extremely
all little bit

8. How difficult is it to follow your anti-clot 1 2 3 4 5

treatment?

9. How time-consuming is your anti-clot 1 2 3 4 5

treatment?

10. How much do you worry about your anticlot 1 2 3 4 5

treatment?

11. How frustrating is your anti-clot treatment? 1 2 3 4 5

12. How much of a burden is your anti-clot 1 2 3 4 5

treatment?

13. Overall, how much of a negative impact has 1 2 3 4 5

your anti-clot treatment had on your life?

14. How confident are you that your anti-clot 1 2 3 4 5

treatment will protect your health (e.g. prevent

blood clots, stroke, heart attack, DVT,

embolism)?

15. How reassured do you feel because of your 1 2 3 4 5

anti-clot treatment?

16. How satisfied are you with your anti-clot 1 2 3 4 5

treatment?

17. Overall, how much of a positive impact has 1 2 3 4 5

your anti-clot treatment had on your life?
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