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THE IMPACT OF SOCIAL AND ECONOMIC FACTORS OF
PATIENTS ON THEIR ADHERENCE TO MEDICATIONS
AFTER ISCHEMIC HEART DISEASE IN AL-NAJAF CITY

Cardiovascular disease (CVD) remains a global health problem that
affects millions of people worldwide. This disease affects people at all ages;
it's not a disease of the elderly. Thus, this study is conducted to establish a
data base for the patient adherence to medications and the impact of social
and economic factors on such adherence after ischemic heart disease in Al-
Najaf City.

Our aim was to assess patients’ adherence to medications after ischemic
heart disease (IHD), to assess the social and economic factors of the
patients, which may affect their adherence to medications, and to find out
the impact of social and economic factors on patients’ adherence to
medications.

Material and Method. We carried out a cross-sectional study in Al-
Najaf Health Directorate, Al-Sadder Medical City and Al-Najaf Center for
Heart Diseases and Surgery from June 5, 2013 to April 10, 2014. A non-
probability sampling (purposive sample) of 102 patients diagnosed
medically as the ischemic heart disease patients (angina and myocardial
infarction) were included in the study. We collected the data using the semi-
structured questionnaire, which consisted of three parts: 1) socio-
demographic and clinical data form; 2) patient adherence to medications
scale; 3) socioeconomic factors of a patient. The data were described
statistically and analyzed using the descriptive and inferential statistical
analyses.

Results and Discussion. Our results reveled a deficient in the patients’
adherence to medications. Moreover, there was a significant impact of the
social and economic factors on the patients’ adherence to medications after
ischemic heart disease.

Conclusion. We found a deficient in the patients’ adherence to
therapeutic recommendations, specifically to medications use. Certain
defects were with the social and economic factors, which could enhance the
patient adherence to medications. The intensive comprehensive wide
population-based studies should be conducted to assess the factors, which
affect the patient adherence to medications after the IHD suggesting a
suitable solution for these factors to improve the level of patient adherence.
The health education program should be implemented to increase patients’
knowledge about importance of adherence to medications, certain factors
that may affect their adherence, and possible ways to solve this problem.
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BIIJINB COHIAJIBHO-EKOHOMIYHHUX DAKTOPIB
MAIIEHTIB HA JOTPUMAHHS PEXUMY TPUMOMY
JIKIB TIPM IIMIEMIYHIA XBOPOBI CEPLSI Y MICTI
AH-HAJT/KAD

CepleBo-CyIMHHI 3aXBOPIOBAHHS CTAalOTh IMI00AJBHOIO MPOOIEMOIO,
sKa Bpaka€ MUIBHOHU JIIOJIEH 10 BcboMy CBITY. Lli XBopoOH BpaxkaroTb
nrozieit Oynb-SIKOro BiKy, a HE JIMIIE IMOXHIoro. Tomy, 1ie TOCiiKeHHS
Oyno TpoBeAeHO JUIA CTBOpEHHs 0Oa3M JaHUX, B sKil Oyze
peecTpyBaTHCs JOTPUMaHHs NanieHTamMu Tpadiky mpuioMy JiKiB Ta
BIUITMB OCOOMCTHX COLIaNbHO-eKOHOMIYHHX (DaKTOpiB Ha Led mpuiiom
npH imeMivHId XBopooi ceprrs B micti AE-Hamxkad (Ipak).

Hamoro MeToro Oyio OIiHATH JOTPUMaHHS PEKUMY IPUHOMY JTiKiB
MaIlieHTAMHA TIPH  iIeMidHiiH XBOpoOi cepIl, BUBYWUTH COIiaJIEHO-
€KOHOMIiYHI (paKTOpH TMAIIEHTIB, IKi MOXYTh BIUIMBATH HA JOTPUMAHHS
PSKUMY TMPHUAOMY JIKiB, BU3HAYUTH BIUIMB COI[iaJIbHO-CKOHOMIUHHIX
(axTopis.

Mu mnpoBead OIHOMOMEHTHE JAOCHipKeHHS B Jlupektopari 3
0oXxopoHH 31m0poB’s M. AH-Hamkad, meaunanomy nentpi Ans-Canaep ta
B LleHTpi cepueBux 3axBoproBaHb Ta Xipyprii M. AH-Hamxad B nepiox 3
05.06.2013-10.04.2014 p. LinsoBa Bubipka BKIovana 102 mamieHTH 3i
BCTAaHOBJICHUM JiarHO30M iIIeMigyHa XBOopoOa cepis (CTCHOKapmis Ta
iHpapkT Miokapna). 30ip iH(popMamii MPOBOAUBCS 3 BUKOPHUCTAHHSIM
HaIiBCTPYKTYPOBAaHOTO iHTEPB’I0, IO CKJIAJAJIOCS 3 TPhOX YACTHH:
1) comianpHO-memMorpadiuna Ta KiIiHIYHA ¢dopma; 2) JAOTPUMAHHS
MAI[IEHTOM IIKaIH MPUHOMY MEIUKaMEHTIB; 3) COIliaIbHO-CKOHOMIYHI
¢akropn  mnamienta. Otpumani Jani  OyjJo  mpoaHai30BaHO
BUKOPHCTOBYIOYH OITUCOBY CTATUCTHKY Ta CTATUCTUYHI BUCHOBKHU.

OTxKe, TNali€HTH HEJAOCTAaTHBO JOTPUMYIOTBCS  NPUIIHCAHUX
TEpaneBTHYHUX PEKOMEHJalil, OCOOJMBO pEXHUMY HPUHOMY JIKiB.
[leBHMIT HETaTHBHUI BIUIMB MaJH COIIaIbHO-CKOHOMIUHI (hakTopH, sKi,
HaBIAKW, Mald O TOKpAamIUTH JIOTPUMaHHS NallieHTaMu Trpadiky
npuiioMy JTiKiB. Mwu BBakaeMO HEOOXiTHUM IIPOBENCHHS HH3KH
IMHOOKUX KOMIUIEKCHHX JOCITI/DKeHb HAceJeHHS JUIsl BHBYCHHS
(akTopiB, SKi BIDIMBAIOTh HA JOTPUMAaHHS TMAIlEHTAMH DPEXUMY
npuifoMy JiKiB Opu imeMiyHid XxBopoOi cepus. Lli mociimkeHHs
3alpONOHYIOTh  IIUISIXM, SIK  COLIAJIbHO-€KOHOMIYHMM  (hakTopam
MOKPALIUTH PiBEHb JOTPUMAaHHS NamieHTaMu rpadiky npuioMy JIiKiB.
Takok HEOOXiTHO 3alPOBaJANTH NMPOCBITHHUIILKI MENYHI TIporpamMu abu
MIABUIUTA 3HAHHS MAI[IEHTIB MPO BAXKIMUBICTh JOTPUMAHHS PEKUMY
MpUHAOMY ITiKiB, TpO (aKTOpH, SKi BIUIMBAIOTh Ha I[EH pexXuM Ta
MOJKJIBI IIJISXU BUPIIIEHHS MPOOIIEM, SIKi BHHUKIIH.

Kiro4oBi cjioBa: 10TpUMaHHS MallieHTAMH PEXUMY [IPUHOMY JIKIB,
imeMigyHa XBopooOa cepiis.
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BJIUSIHUE COLIMAJIBHO-9KOHOMUYECKUX ®AKTOPOB
MALMEHTOB HA COBJIIOJEHUE TPA®UKA IPUEMA
MPEINAPATOB ITPM MIIEMUYECKOI BOJIE3HU CEPJLIA B
TOPOJIE AH-HAIDKA®

CeplieuHO-COCYAUCTRIC 3a00JICBaHUS CTATH TI00aIbHON MPOOIEMOii,
KOTOpasl TOpakaeT JIfo/ieil BO BceM MHpe. DTu 0OJIe3HH MOpPaKkaloT He
TOJIBKO MOXKHJIBIX JIFO/ICH, HO W Jtosieit moboro Bo3pacra. [loaTomy, MbI
MPOBENHN 3TO UCCIIEOBAHHE C LIENIBIO CO3/IaHUE 0a3bl JAHHBIX, B KOTOPOH
OyAyT perucTpupoBaTh COONIOACHHE TMAIMCHTAMH Tpaduka IpueMa
MPEnapaToB W BIMSHUE JTUYHBIX COLMAIBHO-IKOHOMHYECKHX (haKTOpPOB
Ha 3TOT NpPHEM NpH HIIeMHdeckod Oome3Hu cepama B T. AH-Hamxad
(Upax).

Hamedd nenpio OBUIO TNPOBECTH OLEHKY COOJIOACHHS PEXUMY
npueMa IpenaparoB IMalMeHTaMu NpU WIleMHYecKod 0oJe3HW cepala,
N3Yy4YUTh COIUMAJIbHO-OKOHOMHWYECCKUEC q)aKTOpI)I MNanuCHTOB, BJIHUAIOIINX
Ha CcOONIOJICHUE pEeXUMa MpUeMa JIEKapCTB, ONPEICNUTh BIHSHHE
COLMAJIbHO-DKOHOMHYECKHUX (DAaKTOPOB Ha COOJIOJICHHE MalUeHTaMH
rpaduka nprueMa MeANKaMeHTOB.

Jns  sToro MBI TIPOBEIM OJHOMOMEHTHOE HCCIEIOBAaHHE B
Jupexropare 3apaBooxpaHeHus r. An-Hamkad, MEOUIMHCKOM IIEHTpe
Anp-Cagnep u B LleHTpe cepmedHBIX 3a00JeBaHHE W XUPYPTHU T. AH-
Hamxad B mepmom c 05.06.2013-10.04.2014 r. LlemeBas BEIOOpKa
Bkimoyaga 102 mamueHTta ¢ JIMarHOCTHPOBAHHOM — HMIEMHYECKON
Oonesnpto cepiamna (creHokapaus u  uH(papkT Muokapaa). Coop
nHdopmanuu MIPOBOJINIICS c UCIIOJIb30BaHHEM
MOJYCTPYKTYPUPOBAaHHOTO HMHTEPBBIO, KOTOPOE COCTOSUIO H3 TpeX
OsokoB: 1) coumanbHO-AeMorpaduyeckas M KIMHHYecKas (opma; 2)
co0JoieHNe MalMeHTaMH KBl TpHeMa IperapaToB; 3) COIHaIbHO-
9KOHOMHUYECKHE (DAKTOPbl ManueHToB. [loimydeHHblE MaHHBIC OBLIH
MPOAHAM3UPOBAHbl C HCIIOJIB30BAHHEM OITHCATEIBHOW CTATUCTHUKH H
CTaTHCTHYECKHUX BBIBOJIOB.

MBI  yCTQaHOBWJIM, 4TO NAalMEHTHl HEZOCTATOYHO COOIOAIOT
NPUIHCAHHBIE TEPalleBTUYECKUE PEKOMEHJAlUH, OCOOEHHO pPEeXHM
npueM  npenaparoB.  OmnpeneneHHOe  HEraTHBHOE — BO3JeiCTBHE
OKa3bIBaJI COLMAIbHO-3KOHOMHYECKUE (hakTopbl, KOTOpble, HA00OPOT,
JIOJDKHBI OBUIM YIIy4IINTh COOJIIOICHHE NalMeHTaMu Tpaduka mnpuema
MEIMKaMEHTOB. MBI CUHTaeM, 4T0 He0OXOANMO MTPOBECTH Psifl IIyOOKHX
KOMIUIEKCHBIX HCCIIEIOBaHUN U1 W3ydeHHs (PAaKTOpOB, KOTOpBIE
BIMSIOT Ha coOiroJieHne Tpaduka Npuema IperapaToB MAlMEeHTaMH
MocJie WIIeMHYecKoi Oone3HM cepima. OTH HCCIEIOBaHHE CMOTYT
NPeIOKUTh  TYTH, Kak CONHAJIbHO-DKOHOMHYECKHUM  (haKTopam
YIY4IIUT YpPOBEHb COOJIOAEHHS TAlMEeHTaMH Tpaduka npHema
MEIUKAMCHTOB. Taxoxe HCO6XO}II/IMO BHCIPUTH IIPOBCIACHUC
IIPOCBETUTEIbCKHUX MCEOUIIMHCKHUX IporpamMm JJIs1 TIIOBBIIICHU S
OCBEJIOMJICHHOCTH TMAI[MEHTOB IIPO BAXHOCTh COOJIO/ICHHUS PEXKUMA
IpreMa MpenapaToB, Ipo (aKTOPHl, KOTOPBIE BIHMSIOT HA 3TOT PEXUM U
PO IIyTH PEUICHNS BOSHUKHYBIINX MIPOOIIEM.

KoatoueBble cioBa: coGmonenue rpaduka rnpuemMa MeIuKaMeHTOB,
nieMuieckas 0oJIe3Hb cep/ua.

ABTOp, Bignosinaanumii 3a mucrysanns: * dheyaak.abedali@uokufa.edu.iq
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Introduction

Cardiovascular disease (CVD) remains a global
health problem that affects millions of people
worldwide. Cardiovascular disease affects people at
all ages and it's not a disease of elderly. Ischemic
heart disease (IHD) is considered to be a most
common of heart diseases that affects millions of
people worldwide. It is also the main cause of
morbidity and mortality in many developing
countries. Approximately 42 % of total mortalities
are related to IHD. In the industrialized countries,
cardiovascular disease (including IHD) is the
leading cause of death and affects as many women
as men [1].

Patients, who survive the initial coronary event,
have five to seven times the event rate of patients
with similar risk factors but without overt CHD.
Improvements in diet, physical activity and other
lifestyle  measures can decrease  absolute
cardiovascular risk, such as prevent premature
death, reduce the need for interventional procedures
and improve quality of life of patients with existing
CHD [2].

World Health Organization (WHO) focused on
the fact that the effective treatment is not always
enough to keep optimal outcomes. Along with
effective treatment, the patient adherence to the
treatment is a key thing that will keep optimal
outcomes. Treatment of ischemic heart disease
requires not only medications to improve the
patient’s health status, but also life style
modification and follow up. These aspects are
required to keep optimal outcomes and improve the
patient’s health status, as well as, reduce the
number of morbidity and mortality. The patient
adherence can reduce costs and burden of health
care services among families and health care
settings. Furthermore, many patients may render
this treatment ineffective. However, the basic
problem, which makes the treatment ineffective, is
the patient non-adherence to it. In addition,
adherence to life style modification can give certain
healthy benefits even at a risk factor level. All the
modifiable risk factors can be eliminated through
the patient adherence to therapeutic
recommendations, as well as, controlling the onset,
prognosis, and the outcomes of the illness [3, 4].

The problem of non-adherence to medical
treatment remains a challenge for the medical
professions and social scientists. Their efforts to
explain and improve patient adherence often appear
to be ineffective. Although, successful adherence
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interventions do exist, half of interventions seem to
fail and adherence theories lack sufficient
explaining power. Because of the widespread
problem of adherence, a substantial number of
patients do not get maximum benefit of medical
treatment, resulting in poor health outcomes, lower
quality of life and increased health care costs. In
spite of many advances made in adherence
research, non-adherence rates have remained nearly
unchanged in the last decades [5].

Rate of adherence is usually reported as the
percentage of the prescribed doses of the
medication actually taken by the patient over a
specified period [6].

The extent of non-adherence varies widely, and
in different studies it has been recorded as low as
10 percent and as high as 92 % [7]. Extensive
review of the literature revealed that in developed
countries adherence to therapies averages 50 % [8].

Medication non-adherence can have negative
consequences not only for the patient, but also for
the provider, the physician, and even the medical
researchers, who works to establish the value of the
medication on the target population. The potential
burden of medication non-adherence outcomes on
health care delivery makes it an important public
health concern [9].

In developing countries, the low socio-
economic status raises challenge between patient’s
low economic status and his/her adherence to
therapeutic recommendations. Based on this reason,
the socio-economic status is considered to be an
important factor that affects the patient adherence
to therapeutic recommendations through make the
patients to reform their priorities, although, it is not

refer to an independent predictor of patient
adherence [8].
The patient adherence to  therapeutic

recommendations may be threatened by many
factors. These factors represent different aspects or
dimensions, all of them sharing in deterioration of
the patient’s health status. One of these factors are
the socio-economic factors [4].

Jin et al. mentioned to the different aspects of
the socio-economic factors; they said that these
factors might include: time commitment, cost of
therapy, income and social support [3].

The patient adherence to therapeutic
recommendations could be threatened by inability
to take time off work for treatment; as a result, their
rate of adherence could be affected [10].
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Therefore, the longer travelling time, which
patients spent to reach therapeutic centers, can also
affect the rate of adherence [3].

Healthcare expenditure can be a large portion of
living expenses for patients suffering from chronic
diseases. Cost and income are two interrelated
factors. Healthcare cost should not be a big burden,
if the patient has a relatively high income or health
insurance. A number of studies found that patients
who had no insurance cover [11] or who had low
income [12] were more likely to be noncompliant to
treatment. However, even for patients with health
insurance, health expenses could be a problem.
More than one in ten seniors in the USA reported
using less of their required medications because of
cost [3].

Materials and methods

Study Design

A cross-sectional study was carried out in Al-
Najaf Health Directorate, Al-Sadder Medical City
and Al-Najaf Center for Heart Diseases and
Surgery from June 5, 2013 to April 10, 2014.

Aims of the study:

1. to assess patients’ adherence to medications
after ischemic heart diseases;

2. to assess patients for social and economic
factors that may affect their adherence to
medications;

3. to find out the impact of social and economic
factors of patients on their adherence to
medications.

Study Sample

A non-probability sampling (purposive sample)
of 102 patients diagnosed medically as the ischemic
heart disease patients (angina and myocardial
infarction) by the cardiologist in the Al-Najaf
Center for Heart Diseases and Surgery.

Instruments

An assessment tool was composed from
previous literature and developed by the researcher
to measure the impact of social and economic
factors on patient adherence to medications after
ischemic heart disease. The final study instrument
consisted of three parts:

1. socio-demographic and clinical data form;

2. patient adherence to medications scale;

3. socioeconomic factors of patients.

Data collection

The data were collected through the utilization
of the developed questionnaire and by means of
structured interview technique with the subjects,
who were individually interviewed; they were
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interviewed
questionnaire.

Ethical considerations

The researcher obtained the legal governmental
agreements before conducting the study; we
explained clearly the objectives of the study to
participants; participation was voluntarily.

Data analyses

In order to achieve the early stated objectives,
the data of the study were analyzed using the
statistical package of social sciences (SPSS) version
16 through descriptive and inferential statistical
analyses.

Results

Table 1 shows that the majority of the study
sample live in urban residential area (76.5 %) of the
completely sample. This table also shows that the
study subjects (61.8 %) are mainly males. The
dominant age group is within 52—64 years (51 %)
with mean and standard deviation equal to 57.96
and 10.987 respectively. Regarding, the marital
status of subjects, the majority of them are married
(89.2 %). Regarding the levels of education of
subjects, the majority of the study samples are
primary school graduates (13.7 %). Furthermore,
this table displays the comparison significant levels,
which related to each of the patients demographic
data, as a high significant comparison level at p-
value equal to 0.000 for the patient’s residency, age
groups, marital status, and level of education. A
significant level of comparison (significant at p-
value equal to 0.022) presents the patient’s gender.
A non-significant level of comparison (significant
at p-value more than 0.05) presents the patient’s
occupational status.

Table 2 shows that more than half of the study
samples suffer from angina (55.88 %). The cases of
disease were once year and less (52.9 %), because
of receiving health education about the therapeutic
recommendations. The table shows that the
majority of the study subjects receive health
education (73.5 %). The majority of study samples
said that they mostly got health education from the
physicians (43.1%). Considering the number of
previous hospitalization, the majority of study
subjects (69.6 %) were admitted to the hospitals
two times previously. This table also shows the
comparison significant levels, which are related to
clinical data of patients as a high significant
comparison level (at p-value equal to 0.000); except
for the patient diagnosis, there the level of
comparison is non-significant (at p-value more than
0.05).

in a similar way, by the same
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In the Table 3 we see that patients’ responses to
the medication domain items were fair at No. 1, No.
2, No. 5 and No. 7; poor at No. 3, No. 4 and No. 6.
It means that the patients’ responses were fair in
57.1 %, and poor in 42.9 % of the total number of
the medications domain items.

Table 4 shows that patients’ responses to the
social and economic factors items were good at all

J. Clin. Exp. Med. Res., 2014;2(3):353-364

items except for No. 4, where the patients’
responses were fair. The patients’ responses were
good in 80 % and fair in 20 % of the total number
of the social and economic factors items.

Table 5 shows that there is a high significant
association between the social and economic factors
and the patient adherence to medications, at p-value
less than 0.01.

Table 1

Distribution of the study samples by their demographic data with a comparison significant

Demographic data Groups Freq. Percent  Valid percent C.S.
P-value
Residency Rural 24 235 235 Binomial test
P =0.000
Urban 78 76.5 76.5 HS
Gender Male 63 61.8 61.8 Binomial test
P =0.022
Female 39 38.2 38.2 S
Age groups/ years <38 2 2 2 ¥=77.314
P =0.000
39-51 25 245 245 HS
52-64 52 51 51
65-77 17 16.7 16.7
78 + 6 5.9 5.9
Mean = SD 57.96 = 10.987 yrs.
Marital status Married 91 89.2 89.2 2 =2.260
P =0.000
Widow 9 8.8 8.8 HS
Divorced 1 1 1
Separate 1 1 1
Level of education Iliterate 10 9.8 9.8 ¥?=19.059
P =0.004
Able to read and write 19 18.6 18.6 HS
Primary school graduate 28 275 275
Intermediate school graduate 14 13.7 13.7
Secondary school graduate 11 10.8 10.8
Institute 11 10.8 10.8
College and post graduated 9 8.8 8.8

Note: n — 102 patients; non-significant at p-value more than 0.05; S — significant at p-value less than 0.05; HS — highly

significant at p-value less than 0.01
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Table 2
Distribution of the study sample by their clinical data with a comparison significant
Clinical data Groups Freq. Percent  Valid Cc.s.®
percent P-value
Diagnosis Angina 57 55.88 55.88 Binomial Test
P =0.276

Ml 45 44.11 44.11 NS

Duration, years <1.00 54 52.9 52.9 ¥=117.21
P =0.000

1.01-4.50 39 38.2 38.2 HS

4.51-8.00 5 4.9 4.9

8.01-11.50 3 2.9 2.9

1151 + 1 1 1
Receiving of health Yes 75 735 735 Binomial test
education P =0.000

No 27 26.5 26.5 HS
Sources of the received  Physician 44 43.1 431 =177
health education P =0.000

Nurse 8 7.8 7.8 HS

Medical journals 5 4.9 49

Not receiving health education 27 26.5 26.5

Physician and nurse 9 8.8 8.8

Physician and television 2 2 2

Nurse and medical journals 3 29 29

Physician, nurse, and medical 1 1 1

journals

Physician, nurse, and television 2 2 2

Physician, television, and internet 1 1 1
Number of previous 1 19 18.6 18.6 ¥?=167.02
hospitalization P =0.000

2 71 69.6 69.6 HS

3 9 8.8 8.8

4 2 2 2

5 1 1 1

Note: n — 102 patients; non-significant at p-value more than 0.05; S — significant at p-value less than 0.05; HS — highly
significant at p-value less than 0.01
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Table 3
Distribution of the study samples by their responses to the medications domain items
List Medications domain items M.S S.D Sig. Assessment
1. Forget to take your medications 1.68 0.48 S Fair
2. Miss taking your medications because of the 1.71 0.45 S Fair
reasons other than forgetting
3. Ever stopped taking your medications without 1.65 0.47 NS Poor
telling your doctor because you felt worse when
you took them
4. Forget to bring along your medications, when you 1.61 0.48 NS Poor
travel or leave home
5. Stop taking your medications, when you feel like 1.73 0.44 S Fair
your symptoms are under control
6. Ever feel annoyed about sticking to your treatment  1.55 0.49 NS Poor
plan
7. Have difficulty with a recall to take all of your 1.76 0.44 S Fair
medications
Note: n — 102 patients; NS — non-significant at M.S 1-1.66; S — significant at M.S 1.67-2.33
Table 4

Distribution of the study samples by their responses to the social and economic-related items

List Social and economic-related items M.S S.D Sig. Assessment

1. I did not receive good support from my friends 1.47 0.75 HS Good
about the adherence to the recommendations

2. I did not receive good support from my family 1.39 0.67 HS Good
about the adherence to the recommendations

3. | was not able to take time off work to follow the 1.62 0.80 HS Good
recommendations

4. I did not have enough money to follow the 2.10 0.83 S Fair
recommendations

5. | used another source/s for treatment such as herbal, 1.50 0.72 HS Good

judicious, etc.

Note: n — 102 patients; S — significant at M.S 1.67-2.33; HS — high significant at M.S 1-1.66
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Table 5

Association between the social and economic-related factors with the different studied domains of patient adherence to

therapeutic recommendations

Patient adherence  Rating Social and economic factors C.C. df. Sig.
domains
Good Fair Poor
Dietary Poor 0 2 0 0.181 4 y2=3.437
recommendations P =0.488
Fair 10 39 10 NS
Good 3 28 10
Healthy behavior Poor 1 2 0 0.215 4 v =4.922
P =0.295
Fair 6 23 11 NS
Good 6 44 9
Medications Good 0 3 6 0.463 4 y?=27.871
P =0.000
Fair 2 17 11 HS
Poor 11 49 3
Follow up Poor 0 1 0 0.097 4 ¥?=0.976
P=0.913
Fair 13 67 20 NS
Good 0 1 0

Not: NS — non-significant at P > 0.05; HS — high significant at p-value less than 0.01

Discussion
The results demonstrated that the majority of the
samples lived in the urban residential area.

According to [13], the majority of the study
subjects reside in big cities than countryside.

Saleem et al. (2011) stated that the majority of
the study subjects lived in urban residential area,
and the minority lived in the rural ones. These
results might be got, because ischemic heart disease
refers to a modern scourge of industrialized society,
as well as, ischemic heart disease may increase in
incidence among those persons in urban residential
area, than in those from rural [14].

Firstly, people in rural residential area do
physical exercises every day as compared with
those in urban, so they are less risky to get ischemic
heart disease. Secondly, people in rural residential
area are more prone to get ischemic heart disease,
because risk factors accumulate in urban than in
rural areas (for example psychological stress).

Regarding gender, the study samples were
mostly males. Saleem et al. (2011) [14] and Mehta
et. al. (2004) [15] mentioned that males dominates
among patients with ischemic heart disease. The
gender differences (in the broad scope of health and
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iliness) were the subjects of extensive
investigations; they are currently gaining more
attention in nursing. Women and men emphasize
different aspects of their lives evaluating their
levels of quality of life and life satisfaction; this
may lead to the fact that ischemic heart disease is
more common for men than women.

Regarding the age groups, the study illustrated
that patients aged 52-64 dominated. This result is
supported by Oliveira-Filho et. al. (2012) [16]; their
results indicated that patients aged 52 years were
the dominant age.

Moreover, these results are supported by many
scientific facts, which report that the risk for
ischemic heart disease increases as the individual’s
age increases. This fact can be explained by many
factors one of them is that individuals with
advanced age are less attendant to perform regular
physical exercise; it is associated with physical
impairment caused by ageism phenomenon. The
risk for hypertension and diabetes mellitus
increases as the patient’s age increases; it may
increase the incidence of ischemic heart disease in
people with advanced age. lestra, et. al. (2013) [17]
stated that ischemic heart disease (e.g. myocardial
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infarction (MI) or angina pectoris (AP)) constitute
a large percentage of the secondary prevention
groups. Older age (80 % of patients are older than
50 years) and the minority of women (30 %)
characterize this group. The difference between the
male and female patients can be explained by the
incidence rate among different kinds of diseases; it
refers to many factors such as physiological,
psychological factors. These factors make men
more vulnerable to get ischemic heart disease than
women. However, these differences will decrease
as woman’s age becomes more advanced.

Regarding the marital status, the majority of
study samples were married. This result is agreed
with Bisiriyu (2008) [18]. This author found out
that the highest percentage was for married patients.
It is clear that patients in the same age are often
married as compare with younger. Besides, those
patients represented eastern population, in general
eastern people are often attend to get married
earlier, than people from other cultures.

Concerning the educational levels, the majority
of study samples were graduates from secondary
schools. Bisiriyu (2008) [18] also found out that the
majority of the study subjects were secondary
school graduates.

Regarding the diagnosis, there prevailed angina.
This result is supported by Brown et. al. (2008)
[19], they concluded that the higher percentage was
for patients, who suffered from angina.

Considering the cases of disease, the higher
percentage was for those, who suffered from the
disease for one year and less. Talking about
receiving of health education about therapeutic
recommendations, our results demonstrated that the
majority of the study subjects received health
education. Physicians were the main source to
receive health education.

Talking about the number of previous
hospitalization, the higher percentage was for those,
who were admitted to hospitals twice previously. It
happened because of the patients, who were
admitted to hospitals oftener than those, who just
caught disease and more stable patients, who
needed more time to be adapted with their cases. It
also depended on the therapeutic regimen without
need to be admitted to hospitals unless the disease
was diagnosed. New suffering patients should
acquire education about their disease and
therapeutic regimen. In accordance with the job
prescription, published by the Ministry of Health of
Irag, a physician is the person, who organizes first

© Cymcbkuii nepxaBHuii yHiBepcuret, 2014

362

J. Clin. Exp. Med. Res., 2014;2(3):353-364

meeting with patients and provides health education
to them.

Numerous studies concluded that public
perceives physicians as an extremely reliable and
credible source of advice and information about
health behavior. Unfortunately, physicians often
underestimate how powerful their role as health
counselors can be. The average adult in the United
States visits a physician’s office more than 5 times
per year. It was revealed that physicians contacted
with more than 75 % of adults in the United States
in any given year.

Furthermore, when patients come into clinics,
they are eager to get improvement in their health.
This provides further motivation for patients to
adopt behavior recommended by physicians.

The study results revealed that the patients’
adherence to medications was poor. The overall
assessment of the patient adherence to therapeutic
recommendations was fair. It means that there is a
deficient in the patients’ adherence to medications.

This statement is supported by Bisiriyu (2008)
[18], who indicated that the levels of patient
adherence to medications and the lifestyle change
were only 62.6 % and 48 % respectively. The WHO
reported that the patient adherence to therapeutic
recommendations is a major and an important issue
worldwide, and the problem of non-adherence
among patients with chronic diseases is an
important thing that all the health staff must be
focused in.

Once the WHO published that 50 % is the
average patient adherence to therapeutic
recommendations in developed countries. For
example, in China, the Gambia and the Seychelles
Islands only 43 %, 27 % and 26 % of patients are
adhere to their therapeutic regimen. In the United
States, only 51 % of the patients are adhere to the
prescribed treatment. In these countries non-
adherence levels are related to the factors that
influence and enhance patient adherence, such as
personal characteristics, demographic factors, social
support and economic factors [8].

Talking about the social and economic factors,
the study demonstrated better results, because the
majority of health services in our country provided
service at a minimal cost. The patients responded
that they received social intention and support from
their families or even from close relatives. These
had positive effect on the patients’ responses abou
the social and economic factors. The social and
economic factors had positive effect on the overall
assessment of the factors affecting patient
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adherence to medications. These results are
supported by Desai and Choudhry (2013) [20], who
said that there is a significant effect of the
economic status of patients on their adherence to
the recommendations provided by the health care
providers. Viswanathan et.al. (2012) [21] found out
that the education, social support and economic
factors of patients can affect their adherence to
therapeutic recommendations.

Conclusion and Recommendations

We concluded that ischemic heart disease
mostly occurred among persons in urban residential
area, than in rural. Ischemic heart disease occurred
in males, than in females. Ischemic heart disease
mostly occurred in patients with advanced age. The
patients with IHDs had a good opportunity to obtain
health education about medications either from a
physician or a nurse. Unfortunately, ischemic heart
disease patients had fewer opportunities to continue
their education. There was a deficient in the
patient’s adherence to medications; slight defects
were with the social and economic factors, which
could enhance the patient adherence to medications.

That’s why, we recommend to conduct the
intensive comprehensive wide population-based
studies to assess the factors affecting the patients
adherence to medications after the IHDs. These
studies should provide suitable solutions to improve
the level of patient adherence. The health education
programs should be implemented to increase the
patient’s knowledge about importance of adherence
to medications and factors that may affect their
adherence, and possible solutions to solve this
problem. Reinforcement should be employed, for
example during home Vvisits, visits to outpatient
clinics or by telephone. These can help patients to
follow their therapeutic regimen. The educational
plan for ischemic heart disease patients should
avoid seemingly contradictory recommendations in
order to improve their adherence. The health
oriented mass media approach should be employed
to increase population knowledge and awareness of
ischemic heart disease and importance of the
patient adherence to medications. Special policies,
which monitor and manage problems associated
with the patient adherence to therapeutic
recommendation, should be established. At last, the
health oriented mass media approach should be
employed to increase the health staff awareness
about the policies, which should be used to improve
the patient adherence to medications.
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