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ABSTRACT

Objective: The aim is to study the effect of various sociodemographic factors on patient compliance in long-term therapies.

Methods: This is a questionnaire-based study of 195 adult outdoor patients suffering from chronic illnesses and receiving long-term drug therapy. 
Various sociodemographic factors were noted in a validated questionnaire. Questions about drugs being taken were asked. The compliance was 
measured by General Medication Adherence Scale.

Results: The study population consists of 51.3% of males and 48.7% of females. About 39.0% of participants were literate and 61.0% were illiterate. 
About 72.3% belonged to the rural area, 13.3% urban, and 14.4% to the main city. About 33.3% were self-employed or unemployed, 17.4% government 
employees, and 49.3% were private employees. About 20.0% belonged to high-income group, and 40.0% to middle- and 40.0% to low-income group. 
Statistically significant correlation was found between compliance and age, gender, area of residence, education, and marital status (p<0.05). Better 
compliance was observed in men, unmarried,middle-aged, literate, and urban populations.

Conclusions: We conclude that some sociodemographic factors correlate with compliance to long-term therapies.
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INTRODUCTION

The main aim of the prescribed therapy is to achieve the desired 
results in the patients. However, such results cannot be achieved 
if the patients are non-compliant [1]. Compliance is defined as the 
extent to which a person’s behavior (in terms of taking medications, 
following diets, or executing lifestyle changes) coincides with 
medical or health advice [2]. Non-compliance can be described as 
failing to enroll in a treatment program, terminating treatment early, 
or failing to follow orders, including those related to medication 
administration [3].

Non-compliance can be divided into primary (not buying or receiving 
the medicines) and secondary (not complying with the instructions 
regarding dosage, frequency, and duration of medication intake). The 
phrases compliance and non-compliance are clinician oriented. The 
words adherence and non-adherence have been proposed to change 
the focus to patients. In clinical practice, however, these words are 
interchangeable [4].

According to the WHO, the factors influencing compliance to treatment 
may be classified into five categories such as patient-centered factors 
(sociodemographic factors, health belief, health literacy, forgetfulness, 
etc.), therapy-related factors (complexity of the medical regimen, 
duration of treatment, side effects, etc.), health-care system factors 
(poorly developed health services, non-existent reimbursement, 
patient-physician relationship, etc.), social and economic factors (poor 
socioeconomic status, poverty, unemployment, lack of effective social 
support networks, etc.), and disease factors (severity of symptoms, 
level of disability, comorbidity, and complications) [5].

Poor therapeutic compliance jeopardizes patient care efficacy, making 
this a crucial problem in population health from both a quality of life 
and a health economics standpoint [6].

Therapeutic non-compliance is associated with excess emergency 
hospital visits, hospitalizations, and higher treatment costs. It causes 
loss of productivity and has a negative impact on patient’s quality of 
life [1].

It has been estimated that the compliance to short-term therapy is 
70–80% and long-term therapy 40–50%. Good compliance is defined 
as taking 80–120% of the medications prescribed [7].

The influence of various sociodemographic factors on compliance is 
less clear cut.

Various studies have obtained conflicting results while studying 
association of compliance to sociodemographic factors. The present 
study also aims to find a relationship between various sociodemographic 
factors and compliance.

METHODS

Data were collected from the outpatient department of SKIMS 
Hospital, Srinagar, Kashmir, from December 2020 to March 2021. The 
nature of the study was explained to patients and their relatives and 
written consent was taken from all subjects. The information was 
kept confidential. Data were collected by interview method using a 
pre-designed, validated, pre-tested questionnaire. All the relevant 
sociodemographic factors were recorded in the pro forma. 250 patients 
were given the questionnaire. only 195 returned the completely filled 
questionnaire.

Inclusions criteria
Age more than 18 years, suffering from documented chronic disease, 
taking prescribed drugs for past 6 months, ability to communicate by 
at least one of the means, namely, speaking or writing, those willing to 
participate in the study.
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Exclusion criteria
Age less than 18 years suffering from an acute disease, on short-term 
drug therapy, inability to communicate by at least one of the means, 
namely, speaking or writing, those not willing to participate in the study.

Study tools
Validated demographics questionnaire was prepared in English and 
Urdu. Section one had the questions about the general demographic 
information such as gender, age, place of residence, qualification, 
occupation, economic status, and marital status. Section two asked 
the questions related to medication being taken. To assess therapeutic 
compliance, we used the English and Urdu versions of a novel 
medication adherence tool known as General Medication Adherence 
Scale (GMAS) after obtaining permission from the authors of the scale.

Data entry, analysis, and interpretation
Data were entered into a computer, and analysis was done by a 
combination of manual calculators and online VassarStats. Descriptive 
and inferential statistics were used appropriately.

RESULTS

Table 1 shows that the study population consists of 51.3% (n=100) 
males and 48.7% (n=95) females. Table 2 shows that 0.5% (n=1) were 
up to 20 years old, 8.7% (n=17) were 21–30 years, 13.3% (n=26) 
31–40 years, 16.9% (n=33) 41–50 years, 23.1% (n=45) 51–60 years, 
24.1% (n=47) 61–70 years, and 13.3% (n=26) were above 70 years. 
Table 3 shows 39.0% (n=76) were literate and 61.0% (n=119) were 
illiterate. Table 4 shows that 97.0% (n=189) were married and 3.0% 
(n=3) were unmarried. Table 5 shows that 72.3% (n=141) belonged 
to rural area, 13.3% (n=26) urban, and 14.4% (n=28) to main city. 
Table 6 shows that 33.3% (n=65) were self-employed, 17.4% (n=34) 
govt. employees, and 49.3% (n=96) were private employees. Table 7 
shows that 20.0% belonged to high-income group, and 40.0% (n=78) 
to middle- and 40.0% (n=78) to low-income group. Table 8 shows that 
8.0% (n=8) males had poor, 31.0% (n=31) low, 10.0% (n=10) partial, 

30.0% (n=30) good, and 21.0% (n=21) high adherence to therapy. 
About 10.5% (n=10) of females had poor, 35.8% (n=34) low, 8.4% 
(n=8) partial, 37.9% (n=36) good, and 7.4% (n=7) high adherence.

Those in the age group of up to 20 years, 100% (n=1) had good 
adherence. In age group 21–30 years, 5.9% (n=1) had low, 23.5% (n=4) 
partial, 53.0% (n=9) good, and 17.6% (n=3) high adherence. In the age 
group of 31–40 years, 7.7% (n=2) had poor, 23.1% (n=6) low, 11.5% 
(n=3) partial, 42.3% (n=11) good, and 15.4 (n=4) high adherence. In 
the age group 41–50 years, 9.1% (n=3) had low, 12.1% (n=4) partial, 
57.6% (n=19) good, and 21.2% (n=7) high adherence.

In the age group of 51–60 years, 13.3% (n=6) had poor, 46.7% (n=21) low, 
4.4% (n=2) partial, 22.2% (n=10) good, and 13.3% (n=6) high adherence. 
In the age group of 61–70 years, 12.8% (n=6) had poor, 42.6% (n=20) low, 
4.2% (n=2) partial, 25.5% (n=12) good, and 14.9% (n=7) high adherence. 
In the age group of above 70 years, 3.8% (n=1) had poor, 65.4% (n=17) low, 
7.7% (n=2) partial, 19.2% (n=5) good, and 3.8% (n=1) high adherence.

About 1.3% (n=1) among literates had poor, 1.3% (n=1) low, 18.4% 
(n=14) partial, 55.3% (n=42) good, and 23.7% (n=18) high adherence. 
About 14.3% (n=17) among illiterates had poor, 53.8% (n=64) low, 4.2% 
(n=5) partial, 19.3% (n=23) good, and 8.4% (n=10) high adherence. 
About 10.6% (n=20) married persons had poor, 52.9% (n=100) low, and 
36.5% (n=69) good adherence. Among unmarried persons, 16.7% (n=1) 
had partial, 33.3% (n=2) good, and 50.0% (n=3) high adherence. About 
5.0% (n=7) among those coming from rural areas had poor, 53.9% 
(n=76) low, 5.7% (n=8) partial, 24.8% (n=35) good, and 10.6% (n=15) 
high adherence. About 11.5% (n=3) from urban areas had partial, 53.8% 
(n=14) good, and 34.6% (n=9) high adherence. About 14.3% (n=4) from 
city had partial, 71.4% (n=20) good, and 14.3 (n=4) high adherence. 
Among self-employed, 1.4% (n=1) had poor, 6.1% (n=4) low, 15.4% 
(n=10) partial, 46.1% (n=30) good, and 30.9% (n=20) high adherence. 
Those working in government sector, 17.6% (n=6) had partial, 29.4% 
(n=10) good, and 52.9% (n=18) had high adherence. Among those 
working in private sector, 2.1% (n=2) had poor, 10.4% (n=10) low, 9.4% 
(n=9) partial, 21.9% (n=21) good, and 56.2% (n=54) high adherence.

In high-income group, 2.6% (n=1) had poor, 12.8% (n=5) low, 10.2% 
(n=4) partial, 25.6% (n=10) good, and 48.7% (n=19) high adherence. 
In middle-income group, 1.3% (n=1) had poor, 5.1% (n=4) low, 12.8% 
(n=10) partial, 50.0% (n=39) good, and 30.8% (n=24) high adherence. 
In low-income group, 6.4% (n=5) had low, 11.5% (n=9) partial, 48.7% 
(n=38) good, and 33.3% (n=26) high adherence.

Table 4: Marital status

Group No. %
Married 189 97.0
Unmarried 06 3.0
Total 195 100

Table 6: Occupation

Group No. %
Self-employed/unemployed 65 33.3
Govt. employee 34 17.4
Private sector employee 96 49.3
Total 195 100

Table 2: Age

Age group No. %
Up to 20 years 1 0.5
21–30 years 17 8.7
31–40 years 26 13.3
41–50 years 33 16.9
51–60 years 45 23.1
61–70 years 47 24.1
>70 years 26 13.3
Total 195 100

Table 3: Education

Group No. %
Literate 76 39.0
Illiterate 119 61.0
Total 195 100

Table 1: Gender

Gender No. %
Males 100 51.3
Females 95 48.7
Total 195 100

Table 5: Area of residence

Group No. %
Rural 141 72.3
Urban 26 13.3
City 28 14.4
Total 195 100

Table 7: Economic status

Group No. %
High income 39 20.0
Middle income 78 40.0
Lower income 78 40.0
Total 195 100
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DISCUSSION

The factors that influence compliance can be classified into patient-
related factors, therapy-related factors, healthcare system factors, 
socioeconomic and disease-related factors [5].

Sociodemographic variables include gender, age, area of residence, 
ethnicity, marital status, household, qualification, employment, and 
income.

The present study aims to find a relationship between various 
sociodemographic factors and compliance. We found a statistically 
significant correlation between gender and compliance (p=0.003). 
In our study, males had better compliance as compared to females. 
In many studies related to this factor, contradictory results have 
been found. Some studies have found females patients to have better 
compliance [8]. We found a statistically significant correlation between 
age and compliance (p=0.012). Middle-aged patients had better 
compliance as compared to young and the elderly. The majority of 
studies conducted have found age related to compliance. Although most 
studies have found the elderly more compliant [1], yet some studies 
have found the elderly less compliant [9].

We found a statistically significant correlation between education and 
compliance (p=0.000). Literate patients were more compliant. We did 
not compare the effect of various educational levels like higher or lower 
education on compliance. Contradictory results have been found while 
studying the correlation between the level of education and compliance. 
Some studies have found that educational level may not be a good 

predictor of compliance [1]. However, Rolnick et al. have found higher 
compliance in patients living in areas with higher education rates [10].

We found better compliance in unmarried, though in five recent studies, 
marital status was not found to be related to compliance [1]. Some 
authors believe that marriage positively affects compliance [11]. We 
also found an area of residence and compliance significantly correlated 
(p=0.000). Patients belonging to the rural areas were found least 
compliant as compared to those from urban areas or cities. Martin et al. 
also found low compliance in the rural population [12].

We found no correlation between the patient occupation and compliance 
(p=0.292). We also found small but statistically significant (p=0.042) 
differences in compliance between various income groups. In some 
studies, income and cost of therapy were found related to compliance 
but in others, income was not related to compliance [1].

While socioeconomic status has not been reliably found to be an 
independent predictor of compliance, low socioeconomic status in 
developing countries can force patients to choose between competing 
priorities. Demands to guide the scarce resources available to meet the 
needs of other family members, such as children or parents for whom 
they care, are common examples of such priorities [5].

CONCLUSIONS

Compliance is a complex phenomenon that differs from population 
to population. This is a well-known problem. Non-compliance with 
medication is a global problem that has an effect on patient health 

Table 8: Compliance to long-term therapy

Group Compliance as per GMAS No. (%)

Poor Low Partial Good High
Gender

Male 08 (8.0) 31 (31.0) 10 (10.0) 30 (30.0) 21 (21.0)
Female 10 (10.5) 34 (35.8) 08 (8.4) 36 (37.9) 07 (7.4)
Total (195) 18 65 18 66 28

Age
18–20 years 0 (0.0) 0 (0.0) 0 (0.0) 01 (100.0) 0(0.0)
21–30 years 0 (0.0) 01 (5.9) 04 (23.5) 09 (53.0) 03 (17.6)
31–40 years 02 (7.7) 06 (23.1) 03 (11.5) 11 (42.3) 04 (15.4)
41–50 years 0 (0.0) 03 (9.1) 04 (12.1) 19 (57.6) 07 (21.2)
51–60 years 06 (13.3) 21 (46.7) 02 (4.4) 10 (22.2) 06 (13.3)
61–70 years 06 (12.8) 20 (42.6) 02 (4.2) 12 (25.5) 07 (14.9)
>70 years 01(3.8) 17(65.4) 02 (7.7) 05 (19.2) 01 (3.8)
Total (195) 15 68 17 67 28

Literacy
Literate 01 (1.3) 01 (1.3) 14 (18.4) 42 (55.3) 18 (23.7)
Illiterate 17 (14.3) 64 (53.8) 05 (4.2) 23 (19.3) 10 (8.4)
Total (195) 18 65 19 65 28

Marital status
Married 20(10.6) 100 (52.9) 0 (0.0) 69 (36.5) 0 (0.0)
Unmarried 0 (0.0) 0(0.0) 01(16.7) 02 (33.3) 03 (50.0)
Total 20 100 01 71 03

Residence
Rural 07(5.0) 76 (53.9) 08 (5.7) 35 (24.8) 15 (10.6)
Urban 0(0.0) 0 (0.0) 03 (11.5) 14 (53.8) 09 (34.6)
City 0 (0.0) 0 (0.0) 04 (14.3) 20 (71.4) 04 (14.3)
Total 07 76 15 69 28

Employment
Self/unemployed 1 (1.4) 4 (6.1) 10 (15.4) 30 (46.1) 20 (30.9)
Govt. sector 0 (0.0) 0(0.0) 06 (17.6) 10 (29.4) 18 (52.9)
Private sector 02 (2.1) 10 (10.4) 09 (9.4) 21 (21.9) 54 (56.2)
Total 03 14 25 61 92

Economical
High income 01 (2.6) 05 (12.8) 04 (10.2) 10 (25.6) 19 (48.7)
Middle income 01 (1.3) 04 (5.1) 10 (12.8) 39 (50.0) 24 (30.8)
Low income 0 (0.0) 05 (6.4) 09 (11.5) 38 (48.7) 26 (33.3)
Total 02 14 23 87 69

GMAS: General Medication Adherence Scale
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outcomes and health-care costs. Several patient sociodemographic 
factors are linked to therapeutic non-compliance.
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