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Background: Measurement of medication adherence and health-related quality of life is extremely important when planning different
health policies. Drug therapy and adherence to medication are critical to prevent complications of hypertension, especially in countries
like Nepal, where hypertension is one of the most prevalent diseases. However, this has not been studied in Nepal. This study, hence,
aimed to explore medication adherence, factors affecting medication adherence, health-related quality of life, and the correlation
between medication adherence and health-related quality of life in hypertensive patients visiting tertiary care health facilities in
Lalitpur district of Nepal.

Methodology: This quantitative cross-sectional study was conducted among 380 hypertensive patients at KIST Medical College and
Teaching Hospital, Lalitpur, Nepal. The Nepali version of the European Quality of Life tool EQ-5D-5L and the Hill-Bone Compliance to
High Blood Pressure Therapy Scale (HBCTS) were used. Intergroup differences in medication adherence, the EQ-5D index and EQ-VAS
scores were assessed for statistical significance using either the Mann—Whitney or Kruskal-Wallis tests for numerical data. Spearman
correlation coefficient was used to identify the relationship among medication adherence, EQ-5D-5L index values, and EQ-VAS scores.
Results: The mean treatment score was 22.43 + 4.12. Age, sex, and occupation were significant factors that affected treatment
adherence. The EQ-5D score was 0.72 with age, sex, income, and educational status as significant factors and marital status as an
insignificant factor. A slightly negative correlation was found between the total treatment adherence score and the EQ-5D index.
Conclusion: The treatment adherence of patients to antihypertensive therapy was suboptimal, which could affect the outcome of
therapy. Better treatment adherence was correlated with a better health-related quality of life. Hence, both health-care providers and
patients should make efforts to increase treatment adherence to attain better HRQOL.
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Introduction
Hypertension, which is the leading cause of premature death worldwide,'* is one of the main risk factors for cardiovascular
disease. It is defined as systolic blood pressure (SBP) greater than 140 and/or diastolic blood pressure (DBP) greater than 90
mmHg?® and is related to increased and elevated BMI.' > An increase in systolic blood pressure by 20 mm Hg and diastolic
blood pressure by 10 mm Hg doubled the risk of death.* The 2022 Nepal Demographic Health Survey showed the
prevalence of hypertension to be 18% among women and 23% among men aged 15 and older. Among individuals age 60
and older, 46% of women and 42% of men have high blood pressure or hypertension.” The 2019 STEPS (STEP-wise
approach to NCD risk factor surveillance) survey 2019 showed an overall prevalence of 25%.° The high prevalence of
hypertension and poor control of hypertension remain significant health issues in developing countries.”””

Major developments have been made in drug discovery for hypertension management. However, various studies
conducted around the world have shown that approximately 50% of the patients receiving treatment fail to have
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controlled blood pressure despite undergoing pharmacotherapy.'®'' One reason for the low efficacy of antihypertensive
therapy could be attributed to “low medication adherence”.'? Adherence to treatment is the extent to which a person’s
behavior reflects significant changes in lifestyle and is directly associated with compliance with healthy lifestyle habits
according to the recommendations made by the health-care provider.'> > Adherence rates are particularly higher among
patients with acute illnesses than among those with chronic illnesses.'®'® Non-compliance is particularly observed in
patients with chronic disorders, particularly in asymptomatic conditions, such as hypertension.'® Poor disease outcomes,
waste of health-care resources, and reduced blood pressure control result from poor medication adherence.? The World
Health Organization (WHO) explains poor medication adherence is the most important cause of uncontrolled hyperten-
sion and estimate that 50-70% of patients do not take their prescribed antihypertensive medications.”' Moreover, various
studies have concluded that medication adherence behavior in hypertensive patients is not unsatisfactory>>>* and varies
greatly in different countries, such as 30.2% in Europe,”* 34.9% in China,** 38.6% in India, 24.9% in Ethiopia,>> 27.9%
in Saudi Arabia, 85% in Lebanon,”® and 43.5-72% in Nepal.”i29

Therefore, medication adherence must be evaluated to effectively control hypertension. This can be achieved using
various techniques. Measuring the plasma levels of a drug is one of the most effective techniques.’**' Physician
estimates and patient self-reports can be used for practical assessment. Self-report measures of drug adherence have
been developed and applied in various therapeutic contexts.*> Kim et al established the Hill Bone Compliance to High
Blood Pressure Therapy Scale (HBCTS), a commonly used measure in patients with hypertension.>

Health-Related Quality Of Life (HRQOL) is a crucial metric for assessing the effectiveness of antihypertensive
medication.** A person’s quality of life is determined by evaluating all facets of their existence, such as their level of living,
employment, nation, housing, friendships, family life, health, education, and community®> Among the things, one thing that
influences our quality of life is our health. “A state of optimum physical, mental, and social well-being, and not merely the
absence of disease or infirmity” is how the World Health Organization (WHO) defined health in its constitution.*®

Medication adherence can be considered the transitional outcome variable, whereas HRQOL (Health-related quality
of life) represents the ultimate outcome, which helps in the complete assessment of the effectiveness of any disease
management plan.>” Thus, changes in HRQOL are likely to be preceded by changes in medication adherence. Generally,
HRQOL increases with an increase in medication adherence. However, various other factors may also come into play and
therefore cannot be ignored. Various studies have shown that medication adherence is poor along with a lower quality of
life in chronically ill patients.>®°

Hypertension is a chronic illness requiring lifelong management. Thus, the assessment of medication adherence and
quality of life can help in the complete evaluation of the success of antihypertensive therapy.*® A recent systematic
review of 20 studies indicated that normotensive individuals had a higher QOL than hypertensive patients.*' Given the
increasing prevalence of hypertension, studying HRQOL in patients with hypertension has become a necessity as
a measure to determine the quality of care and to guide medical and personal health-care practices.?®>%4%4?

Therefore, it is necessary to study the causes of the low HRQOL and adherence to therapeutic recommendations.** This
can help increase the effectiveness of antihypertensive therapy, which can ultimately reduce mortality and morbidity.
Various studies have found that an appropriate HRQOL can result in satisfactory efficacy of antihypertensive therapy.*>*®

Although few studies have explored the association between medication adherence and HRQOL among hypertensive
patients in an international setting, there are not any from Nepal.*® However, there are few studies either assessing the
medication adherence®” or HRQOL among hypertensive patients.*® Thus, this study aimed to explore treatment
adherence, factors affecting treatment adherence, health-related quality of life, and the correlation between treatment
adherence and health-related quality of life in hypertensive patients attending a tertiary care hospital in the Lalitpur

district of Nepal.

Materials and Methods
Study Design and Population

This was a quantitative, descriptive, cross-sectional study, and data were collected between February 2023 and July 2023
using a self-administered questionnaire. Participants were selected using purposive sampling from the Department of
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Medicine, KIST Medical College, and Teaching Hospital. It provides basic and advanced health facilities for people
around Lalitpur District and nearby areas.

The study included patients who were Hypertensive and received anti-hypertensive treatment for at least six months,
were above the age of 18 years, visited the outpatient department (OPD) of the hospital.

Study Tools and Data Collection
The study tools used were the Hill-Bone Compliance to High Blood Pressure Therapy Scale (HBCTS),?”** Nepali
version of the European Quality of Life tool EQ-5D-5L* and Visual analog scale (VAS).>°

The translated EQ-5D-5L questionnaire, self-completed on paper and obtained upon request from the EuroQuol Group,
was used to evaluate health-related quality of life. The EQ visual analog scale (EQVAS) and EQ-5D-5L description system
comprise EQ-5D-5L. Using the EQ-5D-5L, participants could categorize their level of health into five response levels (no
problems, slight problems, moderate problems, severe problems, and extreme problems) and five dimensions (mobility, self-
care, usual activities, pain/discomfort, and anxiety/depression). Five levels of health state were evaluated as 1, 2, 3, 4, and 5
for each of the five dimensions to analyze the EQ index. Each EQ-5D-5L health status was combined into a single summary
index, known as utility. The index value is a number between —1 and 1 (0 = death, <0 = worse than death, and 1 = full health).
The other component of the EQ-5D is the visual analog scale (VAS), which consists of a 20-cm health thermometer with two
unique endpoints: a score of 100 for the best possible health state and a score of 0 for the poorest possible health state. As
determined by each respondent, these data can be utilized as quantitative indicators of health outcomes.>'~>

The 14-item HBCTS, which was created by Kim et al in 2000, is categorized into three subscales: taking medication
(9 items), consuming less salt (3 items), and keeping appointments (2 items). Each tool item was rated on a four-point
Likert scale: 1 = never, 2 = sometimes, 3 = most of the time, and 4 = always. The lowest possible score was 14, and the
highest possible score was 56. Perfect adherence was represented by a score of 14, whereas non-perfect adherence was
represented by a score >14. The reverse score was required for item 6, which asked, “How often do you make the next
appointment before you leave the doctor’s office?”*

The responses from 380 participants were included in this study. The minimum sample size required was calculated
using the following formula: n = (z’pq/d®). Although 378 was the required sample size, 380 was used.

Ethical approval for the study was obtained from the Institutional Review Committee (IRC) of the KIST Medical
College and Teaching Hospital, Lalitpur, Nepal. The approval number is Ref No: 2079/80/76. The study complies with

the Declaration of Helsinki and all participants provided informed consent.

Statistical Analysis

Analytical statistics version 21 of the Statistical Package for Social Sciences (SPSS; SPSS Inc., Chicago, IL, USA) was
used to analyze the data. Categorical data were expressed as percentages, whereas continuous data were presented as
mean + standard deviation (SD). The Kolmogorov—Smirnov test was used to check for the variable normality. The data in
this study did not follow normal distribution. When evaluating the statistical significance of intergroup variations in
medication adherence, EQ-5D index, the Mann—Whitney or Kruskal-Wallis tests were used, depending on the type of
numerical data. The association between the reported medication adherence scores and EQ-5D-5L index values was

determined using the Spearman correlation coefficient. The significance level was set at p < 0.05.

Results

Sociodemographic Information

Out of 380 respondents, 246 (64.7%) were male and 137 (35.3%) were female. Most patients with hypertension were
within the age group of 36-50 years (mean = 54 years). Most of the patients (84.7%) were married, 17.4% illiterate, and
65% employed. The majority of the patients as mentioned in Table 1, had a monthly family income in the range of
50000120000 (Nepalese currency).
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Table | Sociodemographic Information (N = 380)

Characteristics Frequency Percentage
Age

18-35 37 9.7

36-50 175 46.1

51-70 128 337

71 and above 40 10.5

Gender

Male 246 64.7

Female 134 35.3

Marital Status

Married 322 84.7
Unmarried 58 15.3
Education

llliterate 66 17.4
Literate 105 27.6
School level 135 355
University level 74 19.5
Occupation

Housewife 54 14.2
Daily wage 7 1.8
Unemployed 72 18.9
Employed 247 65.0

Monthly family income (Nepalese Rupees)

<50,000 131 345
50,000-120,000 189 49.7
>120,000 60 15.8

Treatment Adherence of Study Participants

The overall treatment adherence score is 22.43 + 4.12 with 4.79 + 1.51 (salt taking), 4.64 = 1.78 (appointment keeping)
and 13.01 £5.50 (medicine taking). The treatment adherence response Table 2 shows that the highest number of
respondents (79.7%) always took their own HBP (high blood pressure) pill. About 48.2% of the study population
never forgot to take their medication. The majority of the study population (65.3%) never decided not to take their HBP
medication. Salty foods were avoided by the majority of patients (59.7%), while 70.5% of the population never add salt
to their food. Only 25% of the study population always made their next appointment, while 32.6% of the study
population never miss scheduled appointments. The majority of the population filled their prescriptions timely
(61.1%), and all the respondents took their medication even during the period of feeling sick.
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Table 2 Treatment Adherence Response Table

SN Frequency None of Time Some of Time Most of Time All of Time
n (%) n (%) n(%) n(%)

Reduced salt intake 4.79+1.51(M£SD)

3 How often do you eat salty food? 227 (59.7) 133 (35) 20 (5.3) 0(0)

4 How often do you add salt to your food before you eat it? 268 (70.5) 98 (25.8) 11 (2.9) 3 (0.8)

5 How often do you eat fast food? 69 (18.2) 252 (66.3) 54 (14.2) 5(1.3)
Appointment keeping 4.64+1.78(M+SD)

6 How often do you make the next appointment before you leave the 29 (7.6) 92 (24.2) 164 (43.2) 95 (25)
doctor’s office?

7 How often do you miss scheduled appointments? 124 (32.6) 21 (57.45) 36 (9.5) 2 (0.5)
Medicine Taking 13.01 +5.50(M+SD)

| How often do you forget to take your HBP medicine? 183 (48.2) 188 (49.5) 9 (24) 0. (0)

2 How often do you decide NOT to take your HBP medicine? 248 (65. 109 (28.7) 15 (3.9) 8 (2.1)

8 How often do you forget to get prescriptions filled? 232 (61.1) 133 (35) 12 3.2) 3 (0.8)

9 How often do you run out of HBP pills? 198 (52.1) 158 (41.6) 20 (5.3) 4 (1.1)

10 How often do you skip your HBP medicine before you go to the 238 (62.6) 81 (21.3) 35 (9.2) 26 (6.8)
doctor?

11 How often do you miss taking your HBP pills when you feel better? 279 (73.4) 90 (23.7) 10 (2.6) 1(0.3)

12 How often do you miss taking your HBP pills when you feel sick? 241 (63.4) 132 (34.7) 7 (1.8) 0 (0)

13 How often do you take someone else’s HBP pills? 30 (79.7) 65 (17.1) 11 (2.9) 1 (0.3)

14 How often do you miss taking your HBP pills when you are careless? 192 (50.5) 173 (45.5) 15 (3.9) 0 (0)
Mean medication
adherence score 22.43 * 4.12(M%SD)

Perfect and Non-Perfect Adherence

The findings presented in Table 3 demonstrated that only 17.9%, 11.1%, and 3.2% of the study participants exhibited
complete adherence to taking their medications, eating salt, and keeping their appointments, respectively. Perfect overall

medication adherence was not observed in this study population.

Table 3 Perfect and Non-Perfect Adherence (N = 380)

Subscales Level of Adherence | Frequency | Percentage

Adherence to medication taking (9 items) Perfect score=9 68 17.9
Non-perfect score >9 312 82.1

Adherence to salt taking (3 items) Perfect score=3 42 1.1
Non-perfect score >3 338 88.9

Adherence to appointment taking (2 items) | Perfect score=2 15 39
Non-perfect score >2 365 96.1

Overall adherence (14 items) Perfect score=14 00 00
Non-perfect score >14 | 380 100
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Sociodemographic Factors and Treatment Adherence
Table 4 shows that the relationship between the overall adherence and the age, sex and the job held by the patients is

significant with p value 0.027,0.001 and 0.001, respectively. However, the relationship between overall adherence and

education, marital status and the monthly income is insignificant with p value 0.143, 0.093 and 0.083, respectively.

Health Related Quality of Life of Study Participants

Most patients reported “no problems” in the five dimensions of the EQ-5D-5L. The results demonstrated in Table 5 shows that

most of the population had no problems with mobility, self-care, pain, exercise, or anxiety/depression. Approximately 37.10%
(n = 141) patients had full health (11111) score, whereas none of the participants had the worst health status (55555).

Table 4 Factors Affecting Medication Adherence (N = 380)

Variable Median Overall Adherence p-value
(Interquartile Range)

Age

18-35 23.00 (4.50) 0.027*

36-50 21.00 (6.00)

51-70 22.00 (4.00)

71 and above 22.50 (5.00)

Sex

Male 22.00 (5.00) 0.001*

Female 21.00 (6.00)

Marital Status

Married 22.00 (6.00) 0.093**

Unmarried 21.00 (3.00)

Educational status

llliterate 23.00 (5.00) 0.143*

Has not completed School Level 23.00 (5.00)

Completed School level 22.00 (5.00)

Completed Bachelor or Above 21.00 (7.00)

Occupation

Housewife 20.00 (2.50) 0.001*

Daily wage 22.00 (2.00)

Unemployed 24.00 (5.75)

Employed 22.00 (5.00)

Monthly family income

< 50,000 22.00 (6.00) 0.083*

50,000-120,000 21.00 (5.00)

>120,000 22.00 (4.00)

Notes: *Kruskal-Wallis Test. **Mann-Whitney Test. Data are represented as median (interquartile

range). Significance at p<0.05.
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Table 5 Health-Related Quality of Life (N = 380)

SN. | Dimension of EQ-5D | Level | Level Description Frequency | Percentage

| Mobility | No Problem 235 61.8
2 Slight Problem 76 20
3 Moderate Problem 45 11.8
4 Severe Problem 14 37
5 Unable to do/Extreme Problem 10 2.6

2 Self-care | No Problem 254 66.8
2 Slight Problem 75 19.7
3 Moderate Problem 38 10
4 Severe Problem 6 1.6
5 Unable to do / Extreme Problem | 7 1.8

3 Daily Activities | No Problem 227 59.7
2 Slight Problem 85 224
3 Moderate Problem 54 14.2
4 Severe Problem 7 1.8
5 Unable to do / Extreme Problem | 7 1.8

4 Pain /Discomfort | No Problem 198 52.1
2 Slight Problem 97 25.5
3 Moderate Problem 52 13.7
4 Severe Problem 33 8.7
5 Unable to do / Extreme Problem | 0 0

5 Anxiety/ Depression | No Problem 194 51.1
2 Slight Problem 98 25.8
3 Moderate Problem 48 12.6
4 Severe Problem 13 34
5 Unable to do / Extreme Problem | 27 7.1

EQ-5D Index

The mean health-related quality of life index as mentioned in Table 6 was 0.72 £0.3124, reflects participants good health-
related quality of life. About 144 (37.89%) patients were found to be having EQ-5D index below 0.72 + 0.3124.

Table 6 EQ-5D Index

Statistics
Minimum —0.14
Maximum 1.00
Mean 0.72
Standard deviation | 0.312

Patient Preference and Adherence 2024:18

https:

Dove!

2083


https://www.dovepress.com
https://www.dovepress.com

Rupakheti et al Dove

Factors Affecting Health Related Quality of Life

Table 7 showing the factors affecting quality of life shows that the relationship between health-related quality of life and
sociodemographic factors such as age, sex, income, and educational status was significant, whereas marital status was
found to be insignificant with regard to quality of life.

Table 7 Factors Affecting Health-Related Quality of Life (N = 380)

Variable Median EQ-5D Index p-value

(interquartile range)

Age

0.001*

18-35 | (0.44) 0.001*
36-50 0.87 (0.43)

51-70 0.78 (0.39)

71 and above 0.54 (0.61)

Sex

Male 0.79 (0.44) 0.00 ¥
Female 0.77 (0.32)

Marital Status

Married 0.79 (0.44) 0.093**

Unmarried 0.78 (0.32)

Educational status

llliterate 0.55 (0.59) 0.001*

Has not completed School Level 0.79 (0.32)

Completed School level 0.87 (0.40)

Completed Bachelor or Above 0.87 (0.29)

Occupation

Housewife 0.05 (0.30) 0.001*
Daily wage 1 (0.12)

Unemployed 0.55 (0.57)

Employed 0.87 (0.32)

Monthly family income

< 50,000 0.63 (0.30) 0.001*
10,000-120,000 0.87 (0.19)
>120,000 | (0.19)

Notes: *Kruskal-Wallis Test. **Mann—Whitney Test. Data are represented as median (inter-
quartile range). Significance at p<0.05.
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Correlation Between the EQ-5D Index Score and Overall Adherence Score

Table 8 shows a negative correlation between the EQ-5D-5L index score and overall adherence score (—0.310) which
indicates that with increase in overall adherence score the EQ-5D index value decreases. Thus, the higher the treatment
adherence to anti-hypertensive therapy the higher is the HRQOL.

Discussion

Medication adherence is essential to control the blood pressure in patients with hypertension.” However, patients’ poor
adherence has been often recognized as the barrier for the success of the therapy of hypertension which can lead to failure
of the therapy.”® Considering that many studies have determined the level of adherence, researchers are of the opinion
that variables such as study methods, population under study, definition of adherence, and the scale used in hypertension
could differ from the study results.

In this hospital-based study assessing adherence to AHM (Antihypertensive Medication), it was found that 42.62% of
low adherence to AHM among hypertensive patients. This shows that further interventions can help improve the
adherence of patients visiting hospitals. This finding is in consistent with a study conducted in the eastern region of
Nepal, which showed that only about two-fifth (43.5%) of the participants were non-adherent to AHM.?® Consistent with
the results of the present study, Bhavana et al and Pokharel et al had similar prevalence of low medication adherence of
48.1% and 49%, respectively).>*>> However, this finding is not similar to that of Roka et al where 72% of the participants
were non-adherent to AHM.?® Our findings show better adherence than the finding with pooled percentage of 63% found
in a systematic review and meta-analysis of studies in low-and-middle-income countries.’® Similar to findings of this
study, a systematic review and meta-analysis that included studies from 15 countries showed non-adherence to AHM
among 45% of the participants in the study.>’ Studies on medication adherence in different parts of world have varying
results; good adherence of 15% in Greece, 55.9% in Jordan and Lebanon, 75.1% in northwest Ethiopia, 50% in northern
Ethiopia, 36.8% in Nigeria, and 40.2% in Zimbabwe.*”>>* °® The reasons for the variation could be due to differences in
sociodemographic factors, scales used to measure treatment adherence, settings of the study, and population subsets.
Various reasons for low adherence in the Nepalese population studied in this study could be carelessness, educational
qualifications, irregular follow-ups, lack of understanding of medication information, inadequate counselling from
pharmacists and doctors, a high number of comorbidities, and polypharmacy.

In this study, correlations between various sociodemographic factors, treatment adherence, and health-related quality
of life were calculated. Hypertension was most prevalent among males (64.7%) and married people (84.7%). This is in
agreement with the study carried out by Hasan et.al.®’ This study is also in consistent with the study conducted by Kumar
et al in which found that more than 56.25% of male were hypertensive patient.> We found lifestyle change not adopted
by the majority of population, regular exercise done by only one hundred and seventy patients, reduction in salt intake by
only 37.6% and calorie intake reduction by only 46.8% of the population. This suggests that the majority of the study
population depends greatly on pharmacological treatments to control hypertension. Various studies have shown that the
integration of nonpharmacological and pharmacological treatments can lead to better control of hypertension.®® Thus,

Table 8 Correlation Between Overall Adherence and EQ-5D Index

Overall Adherence | EQ-5D-5L Index
Spearman’s rho | Overall Adherence | Correlation Coefficient | 1.000 —0.310%*
Sig. (2-tailed) 0.000 0.000
N 380 380
EQ-5D Index Correlation Coefficient | —0.310%* 1.000
Sig. (2-tailed) 0.000
N 380 380

Note: **Correlation is significant at the 0.01 level (2-tailed).
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there is a need to counsel patients to adopt non-pharmacological treatments, including exercise and reductions in salt and
calorie intake, from the beginning of the treatment course. This study showed that the most prevalent comorbidities in
hypertensive patients were diabetes, heart disease, and vision problems, which is consistent with findings from
Bangladesh.®* This may be because hypertensive patients mostly suffer from insulin resistance, which increases the
risk of developing diabetes compared with normotensive individuals.®®

The study carried out by Shakya et al found that 14.7% had perfect adherence and 49.5%, 37.7% and 56.9% had
perfect adherence in medication, salt restriction and appointment keeping respectively*’ However, the perfect overall
adherence was found to be nil in our study. The proportions of perfect adherence to medication, salt restriction, and
appointment keeping were 17.9%, 11.1%, and 3.9%. This shows that there is a need for more intervention in the study
setting through counselling, which increases the chance of achieving perfect overall adherence among the population.
The highest number of non-perfect adherence in terms of appointment-taking may be due to carelessness, lack of
counselling by health professionals, and even high consultation fees. The mean adherence score is 22.43+ 4.12, whereas
similar finding was found in the study conducted by Bhusal et al with mean adherence score of 25.53+ 3.12 which
indicates that adherence in the context of Nepalese Patients is slightly better.*

Marital status was not found to be significant in determining overall adherence. This may be due to the reasons that
the adherence behavior may be affected by other factors like family support, education, age, understanding of medication
information and the individual seriousness towards the health. Educational level was also found to have an insignificant
effect on treatment adherence. This may be due to the reasons like illiteracy more often seen in geriatric patients who are
being taken care of by their educated family members. Monthly family income was also non-significant, because the cost
of healthcare does not define an individual’s perception of compliance.

Ghimire et al found that forty-five percent of participants had a perfect health state, whereas none of them had the
worst health state.*® In our study, we found that about 37.10% (n = 141) patients had perfect health state, whereas none of
the participants had the worst health status. One reason for this outcome could be the study population: OPD patients
who are ambulatory and not yet in need of extreme care. The mean health-related quality of life index was 0.72 £+ 0.3124,
which indicates that the participants were in a state of good quality of life. Similarly, the mean EQ-VAS score was 78.69
+ 12.661, which suggests that the majority of the study population perceived their health to be good. However, the EQ-
5D index value was calculated using the UK’s general population weight as the reference value. Since the EQ-5D was
originally developed in the UK, decisions to use UK weights were made. The socioeconomic factors in the UK and Nepal
are significantly different, which can cause some discrepancies in the results representing the Nepalese population.

This study identified age, sex, income, and educational status as significant factors in determining health-related
quality of life, whereas marital status was found to be insignificant with regard to quality of life. With the increase in the
age, it has been found that the mean EQ-5D scores becomes lower, showing problems in five sub domains of EQ-5D
scale, such that 75% of geriatric population has lower score. Aging is associated with physical, mental and psychosocial
changes. It is accompanied by several diseases, loss of musculoskeletal strength, vision, hearing, compromised immune
systems, and declining mental health.® Our study found that the illiterate population had a higher percentage of patients
with lower quality of life score. Education enables individuals with better critical thinking skills and decision-making
abilities to adopt healthy lifestyle behaviors and preventive measures, thus facilitating a better quality of life. Family
income is also a determining factor in HRQOL studies as it®” allows access to health-care needs, education, better diet,
and recreational activities, allowing for better physical and mental health. Low family income causes insecurity and
limited access to healthcare, education, and lifestyle. Having a proper education and income ensures the achievement of
social status, self-satisfaction, and more social support, thus contributing to better health. In contrast with the results of
a previous study, Ghimire et al, we found that sex was a significant factor in determining the health-related quality of
life.*® It is assumed that the females have a lower quality of life because of a patriarchal society and limited access to
facilities in social and legal matters*® A study conducted by Eshaghi et al found out that female had better quality of life
than male which is in contrast with our study.® Bhandari et al found that marital status was significant factor to
determine the quality of life. However, our study found that marital status was not a determining factor of QoL.*’ The
possible reasons may be the urban settings of the study, comparatively smaller number of responsibilities contributing to
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less stress, culture of living with parents irrespective of marital status allowing for emotional support, and increasing
trend of marrying after financial independence.

With the increase in the total adherence score, adherence to HTN medication was perceived to be worse, with 14
being the best score and 56 being the worst score for measuring medication adherence. In our study, a negative
correlation was found between the total medication adherence score and EQ-5D index. This suggests that, with
a decrease in the total medication adherence score, the EQ-5D index increases, and vice versa. This shows that an
increase in medication adherence causes an increase in the health-related quality of life. This finding is in agreement
with those of the study by Amer et al, who found a positive correlation between medication adherence and the study
conducted by Maciel et al, who found a slight negative correlation between Morisky scale scores and Brazil Minichal
scores, indicating that lower medication adherence is associated with a lower quality of life.” The finding is also
similar with study carried out by Nitish et al, who found out inverse correlation between treatment adherence and
quality of life which indicates greater adherence implies higher quality of life.”” However, this finding is in contrast to
that of Saleem et al, who found a negative correlation between medication adherence and QoL.”" However, our study
suggests that better adherence leads to a better health-related quality of life. The weak correlation score indicates that
the health-related quality of life of patients with hypertension also depends on other factors, suggesting the need for
further research.

Conclusion

This study explored the status of treatment adherence towards antihypertensive medication among the Nepalese patients,
along with its correlation with health-related quality of life. The study population had a mean adherence score of 22.43 +
4.12, which falls within the suboptimal range. Therefore, efforts should be made to establish a system for the proper
counselling of patients and affordable healthcare.

Better adherence was associated with better health-related quality of life. A slight negative correlation was found
between the medication adherence score and EQ-5D index and treatment adherence score. This suggests that other
factors affecting the health-related quality of life should be explored. This study highlights that medication adherence in
hypertensive patients is still suboptimal in the Nepalese population, and it is important to identify the factors affecting
medication adherence and quality of life, as well as the importance of interventions to increase the quality of life and
medication adherence. Therefore, attempts to improve health-related education and policies to provide better financial
stability along with age-specific hypertension treatment should be considered to ensure the overall success of hyperten-
sion therapy.

Acknowledgments

The authors are thankful for the support provided by the KIST Medical College and Teaching Hospital Institutional
Review Committee, and Kathmandu University School of Science. We are grateful to Mr. Anup K.C. and all participants
and assistants who made this study possible.

Disclosure
The authors report no conflicts of interest in this work.

References

1. Luo X, Yang H, He Z, Wang S, Chen T, Li C. Numbers and mortality risk of hypertensive patients with or without elevated body mass index in
China. Int J Environ Res Pub Health. 2022;19(1). doi:10.3390/ijerph19010116

2. Naghavi M, Abajobir AA, Abbafati C, et al. Global, regional, and national age-sex specific mortality for 264 causes of death, 1980-2016:
a systematic analysis for the global burden of disease study 2016. Lancet. 2017;390(10100):1151-1210. doi:10.1016/S0140-6736(17)32152-9

3. Palmer KD, Apovian CM. Obesity: overview of medical treatments and interventions. Nutr Prev Treat Dis. 2017:477-498. doi:10.1016/B978-0-12-
802928-2.00022-9

4. Lewington S, Clarke R, Qizilbash N, Peto R, Collins R. Prospective studies collaboration. Age-specific relevance of usual blood pressure to vascular
mortality: a meta-analysis of individual data for one million adults in 61 prospective studies. Lancet. 2002;360(9349):1903-1913. doi:10.1016/
S0140-6736(02)11911-8

Patient Preference and Adherence 2024:18 hetps: 2087

Dove:


https://doi.org/10.3390/ijerph19010116
https://doi.org/10.1016/S0140-6736(17)32152-9
https://doi.org/10.1016/B978-0-12-802928-2.00022-9
https://doi.org/10.1016/B978-0-12-802928-2.00022-9
https://doi.org/10.1016/S0140-6736(02)11911-8
https://doi.org/10.1016/S0140-6736(02)11911-8
https://www.dovepress.com
https://www.dovepress.com

Rupakheti et al Dove

o0

1.
12.
13.
14.
15.
16.
17.

18.
19.

20.
21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

. Shah R. Nepal demographic and health survey 2022. Ministry of Health and Population New Era Ministry of Health And Population; 2023.

Available from: www.DHSprogram.com. Accessed February 4, 2024.

. Bista B, Dhimal M, Bhattarai S, et al. Prevalence of non-communicable diseases risk factors and their determinants: results from STEPS survey

2019, Nepal. PLoS One. 2021;16(7):¢0253605. doi:10.1371/JOURNAL.PONE.0253605

. Mallat SG, Samra SA, Younes F, Sawaya MT. Identifying predictors of blood pressure control in the Lebanese population - A national, multicentric

survey - [-PREDICT. BMC Public Health. 2014;14(1). doi:10.1186/1471-2458-14-1142

. Helelo TP, Gelaw YA, Adane AA. Prevalence and associated factors of hypertension among adults in durame town, Southern Ethiopia. PLoS One.

2014;9(11):e112790. doi:10.1371/journal.pone.0112790

. Tesfaye F, Byass P, Wall S, de Bie RA, Prins MH, Teijink JAW. Population based prevalence of high blood pressure among adults in Addis Ababa:

uncovering a silent epidemic. BMC Cardiovasc Disord. 2009;9:9. doi:10.1186/1471-2261-9-39

. Bhandari B, Narasimhan P, Vaidya A, Subedi M, Jayasuriya R. Barriers and facilitators for treatment and control of high blood pressure among

hypertensive patients in Kathmandu, Nepal: a qualitative study informed by COM-B model of behavior change. BMC Public Health. 2021;21(1).
doi:10.1186/s12889-021-11548-4

Rapsomaniki E, Timmis A, George J, et al. Blood pressure and incidence of twelve cardiovascular diseases: lifetime risks, healthy life-years lost,
and age-specific associations in 1-25 million people. Lancet. 2014;383(9932):1899-1911. doi:10.1016/S0140-6736(14)60685-1

Burnier M, Egan BM. Adherence in hypertension: a review of prevalence, risk factors, impact, and management. Circ Res. 2019;124(7):1124-1140.
doi:10.1161/CIRCRESAHA.118.313220

Kalantzi V, Kalafati IP, Belitsi V, et al. Cardiometabolic patient-related factors influencing the adherence to lifestyle changes and overall treatment:
a review of the recent literature. Life. 2023;13(5):1153. doi:10.3390/1ife13051153

Bailey R, English J, Knee C, Keller A. Treat Adher Part One. Int Med. 2021;20:48.

Sabaté Eduardo, World Health Organization. Adherence to Long-Term Therapies Evidence for Action; 2003.

Osterberg L, Blaschke T, Adherence to medication. N Engl J Med. 2005;353(5):487-97.

Alosaimi K, Alwafi H, Alhindi Y, et al. Medication adherence among patients with chronic diseases in Saudi Arabia. Int J Environ Res Public
Health. 2022;19(16):10053. doi:10.3390/ijerph191610053

Lam WY, Fresco P. Medication adherence measures: an overview. Biomed Res Int. 2015;2015:1-12. doi:10.1155/2015/217047

Sweileh W, Aker O, Hamooz S. Rate of compliance among patients with diabetes mellitus and hypertension. An-Najah Univ J Res A. 2004;19
(1):1-11. doi:10.35552/anujr.a.19.1.612

Jimmy B, Jose J. Patient medication adherence: measures in daily practice. Oman Med J. 2011;26(3):155. doi:10.5001/0MJ.2011.38

Mant J, McManus RJ. Does it matter whether patients take their antihypertensive medication as prescribed? The complex relationship between
adherence and blood pressure control. J Hum Hypertens. 2006;20(8):551-553. doi:10.1038/SJ.JHH.1002046

Tilea I, Petra D, Voidazan S, Ardeleanu E, Varga A. Treatment adherence among adult hypertensive patients: a cross-sectional retrospective study in
primary care in Romania. Patient Prefer Adherence. 2018;12:625-635. doi:10.2147/PPA.S162965

Zhao X, Meng H, Zhang X, et al. The epidemiological characteristic of prehypertensive women in Gansu Province of CHINA. J Hypertension.
2016;34:132. doi:10.1097/01.hjh.0000500231.05144.64 [PS 03-21].

Lee GKY, Wang HHX, Liu KQL, Cheung Y, Morisky DE, Wong MCS. Determinants of medication adherence to antihypertensive medications
among a Chinese population using morisky medication adherence scale. PLoS One. 2013;8(4). doi:10.1371/journal.pone.0062775

Teshome DF, Bekele KB, Habitu YA, Gelagay AA. Medication adherence and its associated factors among hypertensive patients attending the
Debre Tabor General Hospital, Northwest Ethiopia. Integr Blood Press Cont. 2017;10:1-7. doi:10.2147/IBPC.S128914

Abbas H, Kurdi M, Watfa M, Karam R. Adherence to treatment and evaluation of disease and therapy knowledge in Lebanese hypertensive
patients. Patient Prefer Adherence. 2017;11:1949-1956. doi:10.2147/PPA.S142453

Shakya R, Shrestha R, Shrestha S, et al. Translation, cultural adaptation and validation of the hill bone compliance to high blood pressure therapy
scale to Nepalese language. Patient Prefer Adherence. 2022;16:957. doi:10.2147/PPA.S349760

Bhandari B. Adherence to antihypertensive medications: population based follow up in Eastern Nepal. J Nepal Health Res Coun. 2015;13
(29):38-42.

Roka T, Ghimire M. Medication adherence among hypertensive patients attending a tertiary care hospital in Nepal. J Nepal Health Res Counc.
2020;17(4):521-527. doi:10.33314/JNHRC.V1714.2337

Lavsa SM, Holzworth A, Ansani NT. Selection of a validated scale for measuring medication adherence. J Am Pharm Assoc. 2011;51(1):90-94.
doi:10.1331/JAPhA.2011.09154

Koschack J, Marx G, Schnakenberg J, Kochen MM, Himmel W. Comparison of two self-rating instruments for medication adherence assessment in
hypertension revealed insufficient psychometric properties. J Clin Epidemiol. 2010;63(3):299-306. doi:10.1016/j.jclinepi.2009.06.011

Garfield S, Clifford S, Eliasson L, Barber N, Willson A. Suitability of measures of self-reported medication adherence for routine clinical use:
a systematic review. BMC Med Res Methodol. 2011;11:11. doi:10.1186/1471-2288-11-149

Kim MT, Hill MN, Bone LR, Levine DM. Development and testing of the hill-bone compliance to high blood pressure therapy scale. Prog
Cardiovasc Nurs. 2000;15(3):90-96. doi:10.1111/j.1751-7117.2000.tb00211.x

Handler J. Quality of life and antihypertensive drug therapy. J Clin Hypertens. 2005;7(5):274-285. doi:10.1111/j.1524-6175.2005.04470.x
Europdische Kommission Statistisches Amt. Quality of Life Facts and Views. Publ Off. of the Europ Union; 2015.

Vahedi S. World health organization quality-of-life scale (WHOQOL-BREF): analyses of their item response theory properties based on the graded
responses model. fran J Psych. 2010;5(4):140.

Coté I, Farris K, Feeny D. Is adherence to drug treatment correlated with health-related quality of life? Qual Life Res. 2003;12(6):621-633.
doi:10.1023/A:1025180524614

Bonomi AE, Patrick DL, Bushnell DM, Martin M. Validation of the United States’ version of the world health organization quality of life
(WHOQOL) instrument. J Clin Epidemiol. 2000;53(1):1-12. doi:10.1016/S0895-4356(99)00123-7

Martinez YV, Prado-Aguilar CA, Rascon-Pacheco RA, Valdivia-Martinez JJ. Quality of life associated with treatment adherence in patients with
type 2 diabetes: a cross-sectional study. BMC Health Serv Res. 2008;8:8. doi:10.1186/1472-6963-8-164

Bhusal A, Jadhav P, Deshmukh Y. Assessment of medication adherence among hypertensive patients: a cross-sectional study. /nt J Basic Clin
Pharmacol.2016;5:1606-1612. doi:10.18203/2319-2003.ijbcp20162480

2088 e Patient Preference and Adherence 2024:18

Dove!


http://www.DHSprogram.com
https://doi.org/10.1371/JOURNAL.PONE.0253605
https://doi.org/10.1186/1471-2458-14-1142
https://doi.org/10.1371/journal.pone.0112790
https://doi.org/10.1186/1471-2261-9-39
https://doi.org/10.1186/s12889-021-11548-4
https://doi.org/10.1016/S0140-6736(14)60685-1
https://doi.org/10.1161/CIRCRESAHA.118.313220
https://doi.org/10.3390/life13051153
https://doi.org/10.3390/ijerph191610053
https://doi.org/10.1155/2015/217047
https://doi.org/10.35552/anujr.a.19.1.612
https://doi.org/10.5001/OMJ.2011.38
https://doi.org/10.1038/SJ.JHH.1002046
https://doi.org/10.2147/PPA.S162965
https://doi.org/10.1097/01.hjh.0000500231.05144.64
https://doi.org/10.1371/journal.pone.0062775
https://doi.org/10.2147/IBPC.S128914
https://doi.org/10.2147/PPA.S142453
https://doi.org/10.2147/PPA.S349760
https://doi.org/10.33314/JNHRC.V17I4.2337
https://doi.org/10.1331/JAPhA.2011.09154
https://doi.org/10.1016/j.jclinepi.2009.06.011
https://doi.org/10.1186/1471-2288-11-149
https://doi.org/10.1111/j.1751-7117.2000.tb00211.x
https://doi.org/10.1111/j.1524-6175.2005.04470.x
https://doi.org/10.1023/A:1025180524614
https://doi.org/10.1016/S0895-4356(99)00123-7
https://doi.org/10.1186/1472-6963-8-164
https://doi.org/10.18203/2319-2003.ijbcp20162480
https://www.dovepress.com
https://www.dovepress.com

Dove Rupakheti et al

41. Trevisol DJ, Moreira LB, Kerkhoff A, Fuchs SC, Fuchs FD. Health-related quality of life and hypertension: a systematic review and meta-analysis
of observational studies. J Hypertens. 2011;29(2):179—188. doi:10.1097/HJH.0B013E328340D76F

42. Lin XJ, Lin IM, Fan SY. Methodological issues in measuring health-related quality of life. 7zu Chi Med J. 2013;25(1):8-12. doi:10.1016/J.
TCMJ.2012.09.002

43. Bhandari N, Bhusal BR, Takma KC, Lawot 1. Quality of life of patient with hypertension in Kathmandu. Int J Nurs Sci. 2016;3(4):379-384.
doi:10.1016/j.ijnss.2016.10.002

44. Uchmanowicz B, Chudiak A, Mazur G. The influence of quality of life on the level of adherence to therapeutic recommendations among elderly
hypertensive patients. Patient Prefer Adherence. 2018;12:2593-2603. doi:10.2147/PPA.S182172

45. Jneid S, Jabbour H, Hajj A, et al. Quality of life and its association with treatment satisfaction, adherence to medication, and trust in physician
among patients with hypertension: a cross-sectional designed study. J Cardiovasc Pharmacol Ther. 2018;23(6):532-542. doi:10.1177/
1074248418784292

46. Amer M, Nisar-Ur-Rahman, Nazir S-U-R, et al. Hypertension-related knowledge, medication adherence and health-related quality of life (HRQoL)
among hypertensive patients in Islamabad, Pakistan. Trop J Pharm Res. 2019;18(5):1123—1132. doi:10.4314/tjpr.v18i5.30

47. Shakya R, Shrestha S, Gautam R, et al. Perceived illness and treatment adherence to hypertension among patients attending a tertiary hospital in
Kathmandu, Nepal. Patient Prefer Adherence. 2020;14:2287-2300. doi:10.2147/PPA.S270786

48. Ghimire S, Pradhananga P, Baral BK, Shrestha N. Factors associated with health-related quality of life among hypertensive patients in Kathmandu,
Nepal. Front Cardiovasc Med. 2017;4:69. doi:10.3389/FCVM.2017.00069/FULL

49. Herdman M, Gudex C, Lloyd A, et al. Development and preliminary testing of the new five-level version of EQ-5D (EQ-5D-5L). Qual Life Res.
2011;20(10):1727-1736. doi:10.1007/s11136-011-9903-x

50. Devlin NJ, Shah KK, Feng Y, Mulhern B, van Hout B. Valuing health-related quality of life: an EQ-5D-5L value set for England. Health Eco.
2018;27(1):7-22. doi:10.1002/hec.3564

51. Zyoud SH, Al-Jabi SW, Sweileh WM, et al. Health-related quality of life associated with treatment adherence in patients with hypertension: a
cross-sectional study. /nt J Cardiol. 2013;168(3):2981-2983. doi:10.1016/j.ijcard.2013.04.105

52. Khayyat SM, Mohamed MMA, Khayyat SMS, et al. Association between medication adherence and quality of life of patients with diabetes and
hypertension attending primary care clinics: a cross-sectional survey. Qual Life Res. 2019;28(4):1053-1061. doi:10.1007/s11136-018-2060-8

53. Asgedom SW, Atey TM, Desse TA. Antihypertensive medication adherence and associated factors among adult hypertensive patients at Jimma
University Specialized Hospital, southwest Ethiopia. BMC Res Notes. 2018;11(1). doi:10.1186/s13104-018-3139-6

54. Pokharel P, Kumar Jha S, Adhikari A, et al. Non-adherence to anti-hypertensive medications in a low-resource country Nepal: a systematic review
and meta-analysis. 4nn Med Surg. 2023;85(9):4520-4530. doi:10.1097/MS9.0000000000001088

55. Bhavana S, Zannatul F, Ahmed FR. Adherence to medications among Nepali hypertensive population: a hospital-based cross-sectional study.
Biomed J Sci &tech Res. 2018;3(5). doi:10.26717/BJSTR.2018.03.000964

56. Nielsen J, Shrestha AD, Neupane D, Kallestrup P. Non-adherence to anti-hypertensive medication in low- and middle-income countries:
a systematic review and meta-analysis of 92443 subjects. J Hum Hypertens. 2017;31(1):14-21. doi:10.1038/jhh.2016.31

57. Abegaz TM, Shehab A, Gebreyohannes EA, Bhagavathula AS, Elnour AA. Nonadherence to antihypertensive drugs a systematic review and
meta-analysis. Medicine. 2017;96(4):e5641. doi:10.1097/MD.0000000000005641

58. Yiannakopoulou EC, Papadopulos JS, Cokkinos DV, Mountokalakis TD. Adherence to antihypertensive treatment: a critical factor for blood
pressure control. Eur J Prev Cardiol. 2005;12(3):243-249. doi:10.1097/01.HJR.0000160601.41762.44

59. Mukora-Mutseyekwa FNN, Chadambuka EM. Drug adherence behavior among hypertensive out-patients at a tertiary health institution in
Manicaland province, Zimbabwe, 2011. Patient Prefer Adherence. 2013;7:65-70. doi:10.2147/ppa.s40295

60. Alhaddad 1A, Hamoui O, Hammoudeh A, Mallat S. Treatment adherence and quality of life in patients on antihypertensive medications in a Middle
Eastern population: adherence. Vasc Health Risk Manag. 2016;12:407. doi:10.2147/VHRM.S105921

61. Hasan M, Sutradhar I, Akter T, et al. Prevalence and determinants of hypertension among adult population in Nepal: data from Nepal demographic
and health survey 2016. PLoS One. 2018;13(5):¢0198028. doi:10.1371/journal.pone.0198028

62. Kumar SV. Impact of social determinants and medication adherence on quality of life in hypertension and type II diabetes patients. Nveo-Nat
Volatiles Ess Oils J. 2021;8:12703—11.

63. Kodela P, Okeke M, Guntuku S, Lingamsetty SSP, Slonovschi E. Management of hypertension with non-pharmacological interventions: a narrative
review. Cureus. 2023. doi:10.7759/cureus.43022

64. Mannan A, Akter KM, Akter F, et al. Association between comorbidity and health-related quality of life in a hypertensive population: a
hospital-based study in Bangladesh. BMC Public Health. 2022;22(1). doi:10.1186/s12889-022-12562-w

65. Petrie JR, Guzik TJ, Touyz RM. Diabetes, hypertension, and cardiovascular disease: clinical insights and vascular mechanisms. Cana J Cardiol.
2018;34(5):575-584. doi:10.1016/j.cjca.2017.12.005

66. Steves CJ, Spector TD, Jackson SHD. Ageing, genes, environment and epigenetics: what twin studies tell us now, and in the future. Age Ageing.
2012;41(5):581-586. doi:10.1093/ageing/afs097

67. Cutler D, Lleras-Muney A Education and health: evaluating theories and evidence; 2006. doi:10.3386/w12352.

68. Rabet Eshaghi M, Narayana TV. Medication adherence and quality of life associated with antihypertensive drugs in geriatrics in government
hospital, Rajahmundry, Andhra Pradesh, India. Acad J Health Sci. 2022;37(5):33-37. doi:10.3306/AJHS.2022.37.05.33

69. Maciel APF, Pimenta HB, Caldeira AP. Qualidade de vida e adesdo medicamentosa para pessoas hipertensas. Acta Paulista de Enfermagem.
2016;29(5):542—-548. doi:10.1590/1982-0194201600075

70. Reddy KM, Varma MA, Nithish C, Kumar RD. Assessment of quality of life and medication adherence in hypertensive patients in tertiary care
hospital. J Med Sci Clinic Res. 2020;08(04). doi:10.18535/jmscr/v8i4.71

71. Maciel APF, Pimenta HB, Caldeira AP. Quality of life and medication adherence for hypertensive individuals. Acta Paulista de Enfermagem.
2016;29(5):542-548. doi:10.1590/19820194201600075

Patient Preference and Adherence 2024:18 https: 2089

Dove:


https://doi.org/10.1097/HJH.0B013E328340D76F
https://doi.org/10.1016/J.TCMJ.2012.09.002
https://doi.org/10.1016/J.TCMJ.2012.09.002
https://doi.org/10.1016/j.ijnss.2016.10.002
https://doi.org/10.2147/PPA.S182172
https://doi.org/10.1177/1074248418784292
https://doi.org/10.1177/1074248418784292
https://doi.org/10.4314/tjpr.v18i5.30
https://doi.org/10.2147/PPA.S270786
https://doi.org/10.3389/FCVM.2017.00069/FULL
https://doi.org/10.1007/s11136-011-9903-x
https://doi.org/10.1002/hec.3564
https://doi.org/10.1016/j.ijcard.2013.04.105
https://doi.org/10.1007/s11136-018-2060-8
https://doi.org/10.1186/s13104-018-3139-6
https://doi.org/10.1097/MS9.0000000000001088
https://doi.org/10.26717/BJSTR.2018.03.000964
https://doi.org/10.1038/jhh.2016.31
https://doi.org/10.1097/MD.0000000000005641
https://doi.org/10.1097/01.HJR.0000160601.41762.44
https://doi.org/10.2147/ppa.s40295
https://doi.org/10.2147/VHRM.S105921
https://doi.org/10.1371/journal.pone.0198028
https://doi.org/10.7759/cureus.43022
https://doi.org/10.1186/s12889-022-12562-w
https://doi.org/10.1016/j.cjca.2017.12.005
https://doi.org/10.1093/ageing/afs097
https://doi.org/10.3386/w12352
https://doi.org/10.3306/AJHS.2022.37.05.33
https://doi.org/10.1590/1982-0194201600075
https://doi.org/10.18535/jmscr/v8i4.71
https://doi.org/10.1590/19820194201600075
https://www.dovepress.com
https://www.dovepress.com

Rupakheti et al Dove

Patient Preference and Adherence Dove

Publish your work in this journal

Patient Preference and Adherence is an international, peer-reviewed, open access journal that focusing on the growing importance of patient
preference and adherence throughout the therapeutic continuum. Patient satisfaction, acceptability, quality of life, compliance, persistence and
their role in developing new therapeutic modalities and compounds to optimize clinical outcomes for existing disease states are major areas of
interest for the journal. This journal has been accepted for indexing on PubMed Central. The manuscript management system is completely

online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read
real quotes from published authors.

Submit your manuscript here: https://www.dovepress.com/patient-preference-and-adherence-journal

2090 3

in n Dove Patient Preference and Adherence 2024:18


https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Materials and Methods
	Study Design and Population
	Study Tools and Data Collection
	Statistical Analysis

	Results
	Sociodemographic Information
	Treatment Adherence of Study Participants
	Perfect and Non-Perfect Adherence
	Sociodemographic Factors and Treatment Adherence
	Health Related Quality of Life of Study Participants
	EQ-5D Index
	Factors Affecting Health Related Quality of Life
	Correlation Between the EQ-5D Index Score and Overall Adherence Score

	Discussion
	Conclusion
	Acknowledgments
	Disclosure

