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Effect of antihypertensive medication adherence
on hospitalization for cardiovascular disease
and mortality in hypertensive patients

Sukyoun Shin1,2, Hyunjong Song3, Sang-Kwon Oh1, Kyung Eob Choi4, Ho Kim2 and Sunmee Jang5

Antihypertensive medication treatment is one effective management strategy to prevent cardiovascular disease (CVD) and

mortality. However, little research has been conducted on the rates of antihypertensive medication adherence and the effect of

antihypertensive medication adherence on health outcomes in South Korea. We searched the Korean National Health Insurance

Claims Database for records from 2003 to 2007. Patients in this study were 18 years of age or older and they were diagnosed

with hypertension and newly prescribed antihypertensive medication in 2003. Adherence to antihypertensive medication was

estimated as the medication possession ratio (MPR). Multivariate Cox regression was used to evaluate the association between

medication adherence and adverse health outcomes after adjusting for patient demographics and clinical characteristics. Our

study population consisted of 40408 patients with a mean age of 51 years. Among the patients, 50.3% were men, 4.0%

had Medicaid health insurance, 17.8% had diabetes, 20.9% had dyslipidemia and 42.4% were adherent (MPR X80%).

Nonadherent patients (MPRo80%) were younger and more likely to have Medicaid health insurance; they had lower rates of

diabetes and dyslipidemia compared with adherent patients. In the Cox multivariate analysis, nonadherence increased the risk

of all adverse health outcomes, including all-cause mortality and hospitalization for CVD (hazard ratio: 1.57, confidence

interval: 1.40–1.76). In conclusion, our study indicates that medication adherence is important for reducing hospitalization

due to CVD and mortality.
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INTRODUCTION

Cardiovascular diseases (CVDs) are the major leading cause of death
in the world. Hypertension is one of the main risk factors for CVD,
and managing blood pressure in hypertensive patients is important
for the prevention of CVD and mortality. One effective management
strategy to control blood pressure is medication. Patients who are
adherent to antihypertensive drugs are more likely to achieve blood
pressure control, have a decreased risk of adverse outcomes, including
all-cause hospitalization, CVD hospitalization, revascularization of
CVD, all-cause mortality and CVD mortality, and have lower health-
care costs compared with patients with low adherence.1–8

However, little research has been conducted on the rates of long-
term antihypertensive medication adherence and the effect of anti-
hypertensive medication adherence on adverse health outcomes in
hypertensive patients in South Korea.9,10 In addition, previous studies
on the association between medication adherence and health
outcomes have used limited study populations or a small number
of patients in clinical settings.2,3,5,6 Considering the differences in
disease distribution, disease risk and healthcare systems between

countries, it may not be appropriate to apply the results of previous
studies to the interpretation of problems related to CVD and the
design of interventions for improving health outcomes in hyper-
tensive patients in South Korea.

The objectives of this study were to assess the long-term medication
adherence rates of hypertensive patients who were newly prescribed
antihypertensive medication in South Korea and to evaluate the effect
of adherence to antihypertensive medication on all-cause mortality
and hospitalization for CVD.

METHODS

Data collection
Our study used secondary data such as the Korean National Health Insurance

Claims Database (KNHICD), which was established to review claims data and

assess quality of care in South Korea. Our country has a national health

insurance system and a single insurer to cover all South Koreans; therefore, the

KNHICD database is not limited to specific geographical areas, hospitals or

patients, and it contains all information for all South Korean patients who use

medical services.
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The KNHICD contains information for inpatient or ambulatory services

(for example, visit dates, diagnosis codes classified according to the Interna-

tional Classification of Disease, 10th Revision (ICD-10) given by physicians,

surgery or treatment codes provided to patients, length of stay in hospitals,

health-care costs), prescriptions (for example, date, drug name, dosage, cost)

and patient characteristics (for example, age, gender, type of insurance). In

addition, we merged this database with the health insurance qualification

database to include mortality information. However, this database does not

contain patients’ cause of death; using this database, we could only identify

whether patients had died.

All patient identifier number codes were changed into anonymous numeric

codes and names were deleted to protect private patient information. Our

research was approved by the Health Insurance Review and Assessment Service

Ethics Committee.

Study population
We focused on the patients who had a hypertension diagnosis and took

antihypertensive medication to evaluate associations between antihypertensive

medication adherence and outcomes. In 2003, there were 969 884 diagnosed

hypertensive patients who had at least two claims for outpatient services or one

claim for hospitalization with a hypertension diagnosis (ICD-10: I10, I11, I12,

I13 or I15) in 2003 and had no medical utilization with hypertension during

the 12 months preceding the first diagnosis date. We randomly sampled 10%

(96 988) of the 969 884 diagnosed hypertensive patients. Patients who were

18 years of age or older and had at least one prescription for any anti-

hypertensive drug (calcium channel blockers, diuretics, angiotensin-converting

enzyme (ACE) inhibitors, angiotensin receptor blockers, beta-blockers or a

combination) in 2003 were included as the study population. We defined this

study population as patients who were newly prescribed antihypertensive

medications. We observed the study population from 31 January 2003 to 31

December 2007.

Further, patients were excluded from the study population if they died or

were hospitalized with any CVD (ischemic heart disease (IHD; ICD-10: I20–

I25), stroke (ICD-10: I60–I64) or chronic heart failure (ICD-10: I42, I50)

within 1 year of the index date, which was defined as the date of the first

prescription for hypertension medication because we needed sufficient

observation time to evaluate the effect of adherence to antihypertensive

medication on health outcomes.

Assessment of medication adherence
We used secondary data to evaluate adherence to antihypertensive medication

in a real-world setting. Adherence to antihypertensive medication was

measured as the medication possession ratio (MPR) based on the ratio of

the number of days supplied with medication in the study period to the total

number of days in the study period.11,12 The differences in MPR values

between patients are based on the number of days of the prescription for

antihypertensive medications in the study period.12 For example, if a patient

was supplied with medication for 100 days of 1 year, then the MPR was

calculated as 27.4% ((100 days/365 days)� 100). An MPR of 1 (full adherence)

indicates that the number of days supplied is equal to the number of days in

the period. The MPR method is the best available measurement of medication

adherence using administrative data.4,11,13

In our study, the MPR was calculated as the ratio of the total number of

days for which antihypertensive medication was supplied to a patient during

the patient’s study period to the total number of days in the patient’s study

period.4,11,13,14 The study period of each patient in our study was determined

as the time from the index date to all-cause mortality, first hospitalization for

CVD or 31 December 2007, whichever occurred first.

On the basis of the previous studies, adherence to antihypertensive

medication was defined as an MPRX80% and nonadherence to antihyper-

tensive medication was defined as an MPRo80%.4,11,15,16 Patients who took

o80% of their antihypertensive medications had a higher risk of CVD

hospitalization and poor blood pressure control compared with adherent

patients (X80%). We used the 80% cutoff point to classify patients as adherent

or nonadherent, as supported by empirical evidence.11,16 We used a categorized

adherence instead of continuous adherence because this cutoff point helps to

easily identify patients who require intervention to improve medication

adherence.

Health outcomes
The main outcomes were hospitalization for CVD (IHD, stroke and chronic

heart failure) and all-cause mortality. Hospitalization for CVD was determined

when patients received medical services as inpatients or in the emergency room

with a primary diagnosis code for CVD. All outcomes were recorded as

dichotomous variables.

Covariates
We collected relevant information that could affect CVD hospitalization or

mortality: age, gender, type of health insurance, cardiovascular risk at baseline,

diabetes, dyslipidemia, Charlson’s comorbidity score, the number of classes of

antihypertensive medications given upon initial prescription and previous

hospitalizations.

Age, gender, type of insurance and the number of classes of antihypertensive

medications were assessed at the index date. Patients diagnosed with CVD

within 1 year before the index date were considered the high CVD risk group

at baseline. Patients with diabetes or dyslipidemia were defined as patients who

were diagnosed with diabetes or dyslipidemia and were prescribed antihyper-

glycemic or antihyperlipidemic medication at the same time. Patient data

regarding diabetes, dyslipidemia and Charlson’s comorbidity score were

identified during the period starting from 1 year before the index date to

the end of the study period. We evaluated data within 1 year before the index

date to identify whether patients had a history of hospitalization.

Statistical methods
We used the t-test, w2-test and analysis of variance to compare differences in

baseline characteristics between adherent and nonadherent patients. Predictors

of nonadherence to antihypertensive medication were estimated through a

multivariate logistic regression model and reported as odds ratios (ORs) and

95% confidence intervals (CIs). After testing the proportionality assumption,

Cox’s proportional hazards regression analysis was used to analyze the

association between medication adherence to antihypertensive medication

and adverse health outcomes, including all-cause mortality and hospitalization

for CVD. We also separately estimated the hazard ratios (HRs) of all-cause

mortality, hospitalization for CVD, hospitalization for stroke and hospitaliza-

tion for IHD by applying the same methods.17

The HR estimate represents the risk of hospitalization for CVD or all-cause

mortality associated with medication adherence. Patients who did not have an

outcome were censored. All multivariate models were adjusted for the

covariates listed above.

Analyses were performed using the statistical package software SAS version

9.1 for windows (SAS Institute INC., Seoul, South Korea). All tests were two

sided, and statistical significance was defined as a P-valueo0.05.

RESULTS

Characteristics of the study population
A total of 40 408 patients were selected as the target population in this
study (Figure 1). With regard to study population characteristics,
patients were evenly balanced between men (50.3%) and women
(49.7%). Approximately half of the patients were middle aged (45–64
years of age) on the index date, and the mean age of the study
population was 51 years. As for comorbidities, only 1.7% of the study
population were diagnosed with CVD within 1 year before the index
date, 17.8% of the study population had diabetes and 20.9% of the
study population had dyslipidemia during the period of 1 year before
the index date to the end of the study. Among the study population,
7.6% had a history of hospitalization within 1 year before the index
date and 75.3% took only one class of antihypertensive medication as
their first antihypertensive prescription (Table 1).
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Predictors of nonadherence to antihypertensive medication
Adherence, defined as a medication adherenceX80%, was achieved by
42.4% of the study population (Table 1), and the mean overall
adherence during the follow-up periods of the study population was
57.9% (median: 70.8%, data not shown). Adherent patients were
older, were more likely to have diabetes or dyslipidemia, had fewer
prior hospitalizations and took more than two different classes of
antihypertensive medications at the index date.

Table 2 shows the predictors affecting nonadherence to antihyper-
tensive medications using a multivariate logistic regression model
(C-statistics: 0.61). The risk of nonadherence was relatively low in
patients who were old (45–64 years: OR¼ 0.54, CI¼ 0.52–0.57; 65þ
years: OR¼ 0.60, CI¼ 0.57–0.64), had Medicare health insurance
(OR¼ 0.86, CI¼ 0.78–0.96), had diabetes (OR¼ 0.66, CI¼ 0.62–
0.69) and/or had dyslipidemia (OR¼ 0.67, CI¼ 0.62–0.68). Patients
with a history of hospitalization showed a higher risk of nonadher-
ence (OR¼ 1.35, CI¼ 1.25–1.47) than patients without a history of
hospitalization. Patients taking more than two different classes
of antihypertensive medications at the index date had a lower risk

Table 1 Characteristics of the study population

Total

(n¼40408)

MAa
X80

(n¼1 ,129)

MAo80

(n¼23279)

N % N % N % P

Gender

Male 20341 50.3 8623 50.3 11718 50.3 0.99

Female 20067 49.7 8506 49.7 11561 49.7

Age (years)

Mean±s.d. 51±13 53±12 50±14 o0.001

o45 13642 33.8 4451 26.0 9191 39.5 o0.001

45–65 19455 48.2 9422 55.0 10038 43.1

65þ 7311 18.1 3256 19.0 4055 17.4

Type of health insurance

Medicaid 1618 4.0 645 3.8 973 4.2 0.04

Medicare 38790 96.0 16484 96.2 22306 95.8

Cardiovascular risk at baselineb

Low 39733 98.3 16833 98.3 22900 98.4 0.44

High 675 1.7 296 1.7 379 1.6

Diabetesc 7190 17.8 3764 22.0 3426 14.7 o0.001

Dyslipidemiac 8458 20.9 4390 25.6 4048 17.5 o0.001

Charlson score o0.001

0 17987 44,.5 7351 42.9 10636 45.7

1 11793 29.2 4899 28.6 6894 29.6

2 5263 13.0 2284 13.3 2979 12.8

X3 5365 13.3 2595 15.2 2770 11.9

Any prior

hospitalizationd

3068 7.6 1104 6.5 1964 8.4 o0.001

No. of AHT classese

1 30437 75.3 12428 72.6 18009 77.4 o0.001

X2 9971 24.7 4701 27.4 5270 22.6

Abbreviations: AHT, antihypertensive therapy; CVD, cardiovascular disease; MA, medication
adherence; MPR, medication possession ratio.
aMA was estimated by MPR (%).
bPatients diagnosed with CVD within a year before the index date were considered as high.
cDuring a year before the index date and study period.
dWithin a year before the index.
eAHT, on the index date.

Figure 1 Flow chart of inclusion and exclusion to the select study
population.

Table 2 Multivariate analysis of the predictors of nonadherence to

antihypertensive medication

Predictors Odds ratio (95% CI)

Gender

Male 1.00

Female 1.03 0.99–1.07

Age (years)

o45 1.00

45–64 0.54 0.52–0.57

65þ 0.60 0.57–0.64

Type of health insurance

Medicaid 1.00

Medicare 0.86 0.78–0.96

Cardiovascular risk at baselinea

Low 1.00

High 0.98 0.84–1.15

Diabetesb

No 1.00 0.62–0.69

Yes 0.66

Dyslipidemiab

No 1.00 0.62–0.68

Yes 0.67

Any prior hospitalizationc

No 1.00 1.25–1.47

Yes 1.35

No. of antihypertensive drug classesd

1 1.00 0.76–0.83

X2 0.79

Abbreviation: CI, confidence interval.
aPatients diagnosed with cardiovascular disease within a year before the index date were
considered as high risk.
bDuring a period starting from a year before the index date to the end of the study period.
cWithin a year before the index date.
dOn the index date.
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of nonadherence than patients taking one class of antihyper-
tensive medication (OR¼ 0.79, CI¼ 0.76–0.83).

Association between medication adherence and health outcomes
Table 3 shows the associations between antihypertensive medication
adherence and adverse health outcomes using Cox’s proportional
hazard model, which satisfied the proportionality assumption. After
adjusting for gender, age, type of health insurance, CVD risk at
baseline, diabetes, dyslipidemia, Charlson’s comorbidity score, any
prior hospitalization and the number of classes of antihypertensive
medications, the risk of all adverse health outcomes, which included
both all-cause mortality and hospitalization for CVD, was 1.57-fold
higher (HR: 1.57, CI: 1.40–1.76) in nonadherent patients than
adherent patients.

We separately analyzed the associations between adherence to
antihypertensive medication and all-cause mortality, hospitalization
for CVD, hospitalization for stroke and hospitalization for IHD. After
controlling for confounding variables, the risk in adherent patients
was lower than the risk in nonadherent patients for both all-cause
mortality (HR: 1.48, CI: 1.30–1.68) and hospitalization for CVD (HR:
1.25, CI: 1.12–1.39). In addition, as indicated in Table 3, the risk of
hospitalization for stroke was 1.51-fold higher (HR: 1.51, CI: 1.29–
1.77) in nonadherent patients. Moreover, the risk of hospitalization
for IHD was 1.08-fold higher (HR: 1.08, CI: 0.90–1.29) in non-
adherent patients, but this difference was not statistically significant.

DISCUSSION

This study was designed to evaluate the association between medica-
tion adherence and all-cause mortality and hospitalization for CVD in
people who were newly prescribed antihypertensive medications. We
found that compared with adherence, nonadherence was significantly
associated with an increase in adverse health outcomes. In this study,
nonadherent patients had a 1.57-fold higher risk of all adverse health
outcomes, including all-cause mortality and hospitalization for CVD.

In separate analyses, the risks for all-cause mortality and hospitaliza-
tion for CVD were also higher in nonadherent patients, by 1.48- and
1.25-fold, respectively, compared with adherent patients.

The results of this study are consistent with the results of prior
studies, which showed that adherence decreased CVD-related out-
comes.5–8 Law et al.5 reported that blood pressure-lowering drugs
were effective in preventing the risk of CVD in patients, regardless of
whether they had CVD. Dragomir et al.6 showed similar results; when
compared with high adherence (X80%), low adherence (o80%)
increased the risk of coronary disease by 7% and the risk of chronic
heart failure by 42%. Pittman et al.7 also reported that patients
with a medication adherence of 80% or higher decreased their risk for
CVD-related hospitalization by 33% (OR: 1.33, CI: 1.25–1.41) and
emergency department visits by 45% (OR: 1.45, CI: 1.33–1.58).
Further, according to a study from Taiwan, patients with low
adherence (o80%) have a 43% higher risk of hospitalization for
CVD than adherent patients (X80%).8 Similarly, low medication
adherence has been associated with the risk of all-cause
mortality,3,18,19 and nonadherence (o80%) to b-blockers or ACE
inhibitors increases the risk of all-cause mortality by 41.5-fold.3

A meta-analysis has also reported that good adherence is associated
with a reduced risk of mortality.18 Ho et al.3 assessed the relationship
between CVD mortality and medication adherence in patients with
coronary artery disease. They showed that medication nonadherence
increased both the risk of CVD mortality and the risk of all-cause
mortality. However, although both were increased by medication
nonadherence, the risk of CVD mortality was not always higher than
the risk of all-cause mortality. The increased risks of CVD mortality
and all-cause mortality were dependent on the drug class taken by the
patients. For example, nonadherence to b-blockers increased the risk
of CVD mortality and the risk of all-cause mortality by 1.53- and
1.50-fold, respectively, and nonadherence to ACE inhibitors increased
the risk of CVD mortality and the risk of all-cause mortality by 1.66-
and 1.74-fold, respectively. In addition, the risk of all-cause mortality,

Table 3 Association between antihypertensive medication adherence and hospitalization for CVD and all-cause death

Outcomes

Hospitalization

Alla All-cause death CVDb Stroke IHD

Models HR 95% CI HR 95% CI HR 95% CI HR 95% CI HR 95% CI

Unadjusted

Adherence 1.00 1.00 1.00 1.00 1.00

Nonadherence 1.48 1.32–1.66 1.46 1.29–1.66 1.32 1.02–1.26 1.40 1.20–1.64 1.15 0.96–1.36

Partially adjustedc

Adherence 1.00 1.00 1.00 1.00 1.00

Nonadherence 1.72 1.53–1.93 1.69 1.49–1.91 1.25 1.13–1.40 1.55 1.33–1.82 1.14 0.95–1.35

Adjustedd

Adherence 1.00 1.00 1.00 1.00 1.00

Nonadherence 1.57 1.40–1.76 1.48 1.30–1.68 1.25 1.12–1.39 1.51 1.29–1.77 1.08 0.90–1.29

Abbreviations: CI, confidence interval; HR, hazard ratio; CVD, cardiovascular disease; IHD, ischemic heart disease; .
Adherence: MAX80, Nonadherence: MAo40.
aIncluded both all-cause death and hospitalization for CVD.
bCVD included IHD, stroke and chronic heart failure.
cAdjusted for gender and age.
dAdjusted for gender, age, type of health insurance, cardiovascular risk at baseline, diabetes, dyslipidemia, Charlson’s comorbidity score, any prior hospitalization and number of antihypertensive
drug classes.

Antihypertensive medication for CVD and mortality
S Shin et al

1003

Hypertension Research



which was increased by medication nonadherence (b-blockers:
HR¼ 1.50, ACE inhibitors: HR¼ 1.74), was higher than the risk of
CVD hospitalization, which was also increased by medication
nonadherence (b-blockers: HR¼ 1.10, ACE inhibitors: HR¼ 1.40),
regardless of the drug class. Other previous, related studies have
shown similar results; low adherence increases the risk of all-cause
mortality more than the risk of CVD-related hospitalization.3,12,17

We separately estimated the risk of stroke hospitalization and IHD
hospitalization in nonadherent patients. The effect of low adherence
to antihypertensive medication on stroke (HR¼ 1.51) was greater
than that on IHD. The association between adherence to antihyper-
tensive medication and hospitalization for stroke has also been well
documented in previous studies.6,20–22 A meta-analysis has indicated
that blood pressure-lowering drugs reduce the risk of CVD events by
24% and the risk of stroke events by 29% compared with placebo.21

Moreover, compared with adherence (X80%), nonadherence in
newly diagnosed hypertensive patients has been reported to increase
the risk of hospitalization for coronary disease by 13%, the risk of
hospitalization for acute myocardial infarction by 15% and the risk of
hospitalization for stroke by 28%.22

Prior studies on the association between medication adherence and
health outcomes have reported similar results; however, the medica-
tion adherence rates and the proportion of adherence in the study
populations have varied. In this study, 42.4% of the study population
had high medication adherence (X80%) during the study period,
and the mean medication adherence was 57.9%. The World Health
Organization has reported that adherence to long-term antihyper-
tensive drug treatment varies between 50 and 70%.15 In addition,
Bramley et al.23 showed that hypertensive patients from 13 US health
plans had a high mean MPR of 87%. The range of adherence
proportions was 36–85%, with 35.6% in New Orleans, 61.7% among
the beneficiaries of an HMO (Health Maintenance Organization) in
the southwestern United States, 74% among the beneficiaries at a
Veterans Affairs office and 85% in Taiwan.8,24,25 This difference in
adherence to antihypertensive medication between studies stems from
the populations studied, types of study design, drug classes, methods
of adherence measurement, sources of data, definitions of adherence
and components of adherence to medication.26,27

The risk factors affecting nonadherence to antihypertensive med-
ication in the present study were younger age, Medicaid health
insurance, no diagnosis with diabetes or dyslipidemia, taking one class
of antihypertensive medication and a history of hospitalization.
Similarly, previous studies have found that increased age and
comorbidities (that is, diabetes, dyslipidemia and obesity) are
associated with adherence to antihypertensive medication.28–30

However, unlike these studies, there was no significant difference in
adherence to antihypertensive medication between genders in our
study. The difference in adherence to antihypertensive medication
between genders observed in previous studies was likely because of the
study populations, follow-up periods and other risk factors affecting
medication adherence, such as education, race, social/family support
and the healthcare system.28,29,31–33 Munger et al. have reported that
the effects of gender on medication adherence are inconsistent across
ethnic backgrounds.30 In South Korea, women showed higher
nonadherence to antihypertensive medication than men (OR¼ 0.97,
CI¼ 0.95–0.99) in a 1-year follow-up study. However, there was no
difference in medication adherence between genders among
hypertensive patients with disabilities.10,34

We identified an association between medication adherence and
hospitalization for CVD and mortality in hypertensive patients who
were newly prescribed antihypertensive medication in South Korea.

There are several limitations to this study. First, we indirectly
measured adherence to antihypertensive medication based on admin-
istrative claims data. There are many different methods to measure
adherence directly or indirectly. Direct methods allow researchers to
directly observe patient therapy and/or measure the amount of
medication taken, but they also have limitations because of patient’s
tricks and variations in metabolism. In addition, it is difficult to apply
direct methods to a large population.35 Indirect methods, such as
using administrative data, are commonly used and more efficient
when assessing medication adherence in a large population. The MPR
method is one indirect method of calculating adherence using
administrative data. The values of the MPR method were not
determined based on whether patients actually took their
medication according to the prescription but determined by the
prescription written by physicians. Nevertheless, the MPR method is a
well-validated measurement tool and is useful for measuring
adherence over a long-term period; it is one of the best predictors
of hospitalization using administrative data.11,13,36,37

Second, although the administrative claims used in our study allow
easy access to information for large populations, they do not include
some other risk factors affecting CVD prognosis, such as smoking,
family history of CVD, physical activity and socioeconomic status.38,39

We used the number of different classes of antihypertensive
medications prescribed on the index date instead of blood pressure
values because our data did not contain any information on the
clinical severity of hypertension, but a meta-analysis has indicated that
lowering blood pressure using antihypertensive medication reduces
coronary heart disease or stroke events, regardless of patient blood
pressure.20,5 Diagnoses of dyslipidemia and diabetes were considered
proxy variables for blood cholesterol and glucose levels, and previous
studies indicate that these variables affect the risk of CVD events.20

Third, the validity of the diagnoses may also be a limitation. To the
best of the authors’ knowledge, studies on the validity of hypertension
diagnosis using the KNHICD have not been conducted in South
Korea. However, previous studies have suggested that the combination
of a diagnosis of hypertension and prescriptions results in higher
agreement between administrative claims and medical records/patient
survey data than a diagnosis of hypertension alone or prescriptions
alone.40,41 Bullano et al.40 showed that the sensitivity, specificity
and kappa score of hypertension defined using both diagnosis and
prescription information were 76.2%, 93.3% and 0.65%, respectively,
which were relatively high. In addition, Sokol et al.2 identified
hypertensive patients as those who had at least two claims for
outpatient services or one claim for hospitalization during 1 year
and had at least one prescription, which was same as our definition of
hypertensive patients. The condition of at least two claims for
outpatient services was included to reduce the incidence of false-
positive diagnoses. Therefore, our study used both diagnosis of disease
and prescriptions for antihypertensive drugs to identify hypertensive
patients. Nevertheless, we may have underestimated the number of
hypertensive patients in the process of selecting the study population.
For example, the KNHICD contains all hypertensive patients’
healthcare utilization data in South Korea, but these data do not
include patients who did not visit clinics or hospitals because of low
awareness of hypertension, limited physical conditions, lack of time or
economic problems. In addition, hypertensive patients who had only
one claim for outpatient services were not included.

Finally, although we assessed the association between medication
adherence and all-cause mortality in our study, it may be more
appropriate to assess CVD mortality as the outcome to evaluate the
risk of low adherence to antihypertensive medication. However,
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medication adherence is directly and indirectly related to all-cause
mortality.19 All-cause mortality, which intrinsically includes disease-
specific mortality, is one important outcome that needs to be
improved. Previous studies have reported similar results, demon-
strating that low adherence is associated with an increased risk of all-
cause mortality.3,12,17,18

Even with these limitations, to our knowledge, this study is the first
to measure the medication adherence rates of hypertensive patients
over a 4-year period and to identify the effect of adherence to
antihypertensive medication on hospitalization for CVD and all-cause
mortality in South Korea.

In conclusion, low adherence to antihypertensive medication in
hypertensive patients is associated with an increased risk of hospita-
lization for CVD and all-cause mortality. Although our results
indicate that medication adherence is an important factor for the
prevention of adverse health outcomes, the proportion of patients
with adherence to long-term care was o50% in the studied
population in South Korea. These findings suggest that intervention
programs should be developed and designed to improve medication
adherence in patients with low adherence. Further studies are
needed to evaluate the effects of intervention programs on improving
adherence.
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