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Abstract
Background Understanding the disease and its acceptance significantly influence adherence to prescribed 
medications, a critical aspect in managing coronary artery disease (CAD). This study is designed to explore the 
multifaceted factors influencing medication adherence specifically in CAD patients. Of particular interest is 
investigating the interconnectedness between medication adherence, the perception of illness, and the level of 
acceptance of the illness itself among these individuals.

Methods This cross-sectional study involved 280 confirmed CAD patients who were selected through a convenience 
sampling method adhering to predefined inclusion criteria. The study was conducted between March and September 
2023. Three primary parameters—medication adherence, illness perception, and acceptance of illness—were 
evaluated using standardized tools: The Morisky Medication Adherence Scale-8, Illness Perception Questionnaire-Brief, 
and Acceptance of Illness Scale. Statistical analyses using SPSS (version 25) were used to analyze the data.

Results Patients had moderate illness perception (51.82 ± 7.58) and low acceptance to illness (16.98 ± 4.75), and 61.8 
of them adhered to their medication regimen. A positive relationship between acceptance of illness and medication 
adherence (r = 0.435, p-value < 0.01) was found. Level of education, type of drug and marital status had significantly 
impact on medication adherence, and gender, level of education, intention to stop drug and marital status were 
associated with acceptance of illness (p < 0.05).

Conclusion These results underscore the pivotal role of medication adherence in CAD management. Future 
interventions should target improving illness perception and acceptance of illness among CAD patients to enhance 
their overall adherence to prescribed medications and ultimately improve disease management.
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Introduction
Coronary artery disease (CAD) remains a significant 
contributor to global mortality, ranking as the third 
leading cause of death worldwide and accounting for an 
estimated 17.8  million annual fatalities [1]. Specifically 
in Iran, CAD holds the foremost position as the pri-
mary cause of death, attributing to approximately 50% of 
the annual mortality rate [2]. This widespread affliction 
places substantial societal burdens in terms of economic 
costs, disease burden, and escalated mortality rates [3]. 
Given the chronic and progressive nature of CAD, effec-
tive disease control and management become paramount 
[4]. Medication adherence emerges as a pivotal, modifi-
able behavior and a cornerstone in the management of 
CAD [5]. Pharmacological strategies represent the pri-
mary global approach for CAD prevention and manage-
ment, either solely or in conjunction with procedures like 
angioplasty and coronary artery bypass surgery [6–8]. 
Despite the established efficacy of these medications in 
clinical trials for preventing and managing cardiovascu-
lar diseases (CVDs), their practical impact in real-world 
settings is somewhat diminished, attributed in part to 
suboptimal medication adherence. Research findings 
suggest medication non-adherence rates in heart diseases 
ranging from 33% to over 55% [9, 10]. Notably, a compre-
hensive meta-analysis involving nearly 2 million patients 
revealed that only 60% adhered to their cardiovascular 
medications. Furthermore, poor adherence correlated 
with a 20% higher risk of cardiovascular events and a 35% 
elevated mortality risk compared to individuals exhibit-
ing good adherence [11]. The impact of treatment adher-
ence on effectively managing diseases and mitigating 
adverse outcomes is well-documented [12, 13]. Medica-
tion adherence (MA), in theory, refers to the extent to 
which an individual’s medication-taking behavior aligns 
with the prescribed regimen by their physician [14]. 
Non-adherence to medication regimens stands as one of 
the primary reasons for uncontrolled CAD, resulting in 
heightened hospitalizations, escalated treatment costs, 
and a decline in Health-Related Quality of Life (HRQoL) 
[13, 15, 16]. Studies have indicated a positive correlation 
between medication adherence and a patient’s accep-
tance of their illness [17].

Adherence, a multifaceted and intricate concept, is 
shaped by various factors. Among these, illness per-
ception stands out as a predictive element influencing 
patient behaviors in managing their condition, particu-
larly concerning medication adherence. Illness percep-
tion encompasses the organized beliefs a patient holds 
regarding their disease, exerting a profound influence on 
their adaptive responses, health-related decisions, and 
adherence to lifestyle modifications [18–20]. Acceptance 
of the illness also holds significance and enables patients 
to function effectively despite the challenges posed by 

a chronic disease [2]. Acceptance of the illness involves 
adapting to living with the illness without judgment, 
avoidance, or denial, while maintaining engagement in 
daily activities [17]. It entails active participation in treat-
ment and recovery through medication adherence, pre-
scribed diet, and lifestyle changes [17, 21]. The existing 
body of research has established connections between 
medication adherence and the acceptance of illness 
through various studies. However, comprehensive inves-
tigations simultaneously exploring the interplay among 
acceptance of illness, medication adherence, and illness 
perception are lacking. Consequently, this study endeav-
ors to assess the degrees of treatment adherence, accep-
tance of illness, and illness perception among patients 
diagnosed with coronary artery disease (CAD) seeking 
treatment at Rouhani Hospitals in Babol, Iran. The pri-
mary objective is to elucidate the relationships among 
these factors within this specific patient population.

Methods
Study population and site
This cross-sectional and correlational study spanned 
from March to September 2023 and focused on individu-
als diagnosed with coronary artery disease (CAD). The 
research took place at the Rouhani Hospital’s heart clinic 
in Babol City, Iran, serving as the designated research 
site. Notably, the specialized clinics operated daily during 
morning shifts, excluding holidays. A total 280 individu-
als diagnosed with confirmed coronary artery disease 
(CAD) were selected via a convenience sampling method 
that adhered to predefined inclusion criteria.

Inclusion and exclusion criteria
The study’s inclusion criteria comprised individu-
als aged 18 and above, diagnosed with chronic coro-
nary disease displaying at least one vessel involvement 
of more than 50% as confirmed by angiography or CT 
angiography, under specialized cardiac care for a mini-
mum of 6 months, and providing informed consent for 
participation.

Individuals were excluded for participation in the study 
if they met any of the following criteria: (1) exhibited cog-
nitive impairment, (2) sought facility admission due to an 
acute episode of diseases that could impede their active 
involvement, or (3) explicitly declined to participate in 
the research endeavor.

Sample size
Considering a confidence level of 95% and a test power of 
90%, the determination of the sample size was predicated 
on an estimated correlation coefficient of 0.2, indicat-
ing a significant relationship between the variables. The 
formula utilized for calculating the required sample size, 
denoted as ‘n,’ incorporates the confidence coefficient for 
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95% (z1 = 1.96), the power coefficient for 90% (z2 = 1.28), 
and the correlation coefficient ‘r.’ The derived equation, 
n=((z1 + z2)^2 (1 -r^2))/r^2 + 3, factored in an allowance 
for potential dropout from the study. As a result, the 
determined sample size for this investigation involving 
patients with coronary artery disease (CAD) was 280.

Research instruments
The questionnaire employed in this study comprised four 
distinct sections: (1) inquiries pertaining to individual, 
social, and medical factors, (2) assessment of medication 
adherence, (3) evaluation of illness acceptance, and (4) 
utilization of the Brief Illness Perception Questionnaire 
(IPQ-B). A concise overview of the items encompassed 
within each section is delineated below for reference.

Sociodemographic and medical factors
The section encompassing individual, social, and medi-
cal factors comprised inquiries concerning various par-
ticipant demographics, including age, gender, income, 
Job, level of educational, economic Status, marital status, 
place of residence, BMI (Body Mass Index), intention to 
stop using drugs and complications.

Medication adherence
The assessment of self-reported medication adherence 
employed the eight-item Morisky Medication Adher-
ence Scale (MMAS-8). This tool is known for its simplic-
ity in administration, reliability, and cost-effectiveness 
in clinical settings. Total scores on the MMAS-8 range 
from 0 to 8, with scores of 8 reflecting high adherence, 
7 or 6 reflecting medium adherence, and < 6 reflecting 
low adherence [22]. The Persian version of the MMAS 
has undergone validation in Iran and is extensively uti-
lized by researchers investigating chronic conditions like 
hypertension and diabetes [23, 24]. To ascertain the tool’s 
reliability, Cronbach’s alpha coefficient was computed, 
yielding a value of 0.7 for the MMAS-8, affirming its con-
sistency and reliability as a structured self-report assess-
ment tool for medication adherence.

Acceptance of Illness Scale (AIS)
We adapted the Acceptance of Illness Scale (AIS) ques-
tionnaire of Juczyński [25]. This scale comprises eight 
statements delineating the adverse implications of poor 
health, encompassing assessments of limitations imposed 
by the illness, diminished self-sufficiency, feelings of 
dependence on others, and reduced self-esteem. Partici-
pants rate their present condition on a five-grade scale, 
ranging from 1 “strongly agree” to 5 “strongly disagree” 
for each statement. Strong agreement (grade 1) signifies a 
challenging adjustment to illness, while strong disagree-
ment (grade 5) indicates a higher degree of acceptance of 
the illness. The total score, ranging from 8 to 40, serves 

as a comprehensive measure of illness acceptance. Scores 
below 20 are indicative of low acceptance and adjust-
ment to illness, often correlated with substantial emo-
tional challenges linked to the illness. Scores between 
20 and 30 suggest a moderate level of acceptance, while 
scores above 30 indicate a higher or full acceptance of 
the illness. The Acceptance of Illness Scale (AIS) has 
undergone translation into Persian, exhibiting satisfac-
tory psychometric properties [26, 27]. To ascertain item 
validity, a panel of 15 academic professors evaluated each 
question using the Content Validity Index (CVI) and 
Content Validity Ratio (CVR). The CVR values exceeded 
the threshold determined by Lawashe for each ques-
tion, indicating acceptable necessity validity across all 
items. Moreover, the CVI scores, reflecting the simplic-
ity, clarity, and relevance of the questions, surpassed 0.90, 
affirming their validity from this perspective. Reliability 
assessment employed Cronbach’s alpha coefficient, yield-
ing an internal consistency of 0.87 for the entire instru-
ment, indicative of robust reliability.

Brief illness perception questionnaire (IPQB)
The Illness Perception Questionnaire-Brief (IPQ-B) is 
a nine-item scale that evaluates an individual’s emo-
tional and cognitive perspectives regarding their illness 
[28]. Each item, rated on a scale from 0 (minimum) to 
10 (maximum), addresses different dimensions of ill-
ness understanding. For instance, items 1–5 focus on 
cognitive aspects related to comprehending the illness, 
its causes, treatment impact, while items 6-to-8-gauge 
emotional dimensions, including mood, fear, anxiety, or 
anger. Item 9 solicits the patient’s opinion on the illness’s 
cause. The total illness perception score is derived by 
combining the scores from all items after adjusting scores 
for items 3, 4, and 8. This total score ranges from 0 to 80, 
with higher scores (56–80) indicating a more threatening 
perspective toward the illness, while lower scores (0–27) 
denote a more optimistic viewpoint and score between 
28 and 55 represent moderate level of illness perception 
[28]. The Farsi version’s validation and localization were 
conducted by Bazzazian and Besharat, verifying its reli-
ability and validity [29]. Ten medicine faculty members at 
Babol University of Medical Science confirmed its valid-
ity, while Cronbach’s alpha coefficient, measuring inter-
nal consistency, demonstrated a high reliability level of 
0.82.

Preceding the main study, a pilot test involving 15 ran-
domly selected CAD patients assessed the questionnaire’s 
content, structure, and clinical relevance. Feedback from 
this pilot test facilitated minor adjustments to address 
potential issues, such as confusing language, ensuring the 
questionnaire’s clarity and relevance.



Page 4 of 10Dugunchi et al. BMC Cardiovascular Disorders          (2024) 24:171 

Data collection procedure
The study encompassed the entirety of CAD patients 
available at the clinic during the data collection period. 
Qualified patients were guided to a designated quiet area. 
Subsequently, a team of researchers responsible for con-
ducting the interviews provided pertinent explanations 
and outlined the research’s objectives to the patients and 
the same team of researchers was involved in data collec-
tion procedures. Each question within the questionnaire 
was verbally presented by the interviewer to all patients, 
and the interviewer’s colleague marked the correspond-
ing responses in the appropriate columns. On average, 
completion of each questionnaire required approximately 
20 to 25 min.

Ethical considerations
The study adhered to the ethical principles outlined in 
the revised Declaration of Helsinki. Approval for the 
research was obtained from the Institutional Research 
Ethics Committee of Babol University of Medical Sci-
ences, Babol, Iran (ethical code: IR.MUBABOL.HRI.
REC.1401.282). Prior to participation, written informed 
consent was acquired from all enrolled individuals. Each 
participant received comprehensive information regard-
ing the study’s objectives and procedures, along with 
assurances regarding the preservation of their anonym-
ity and confidentiality of their data. Furthermore, par-
ticipants were explicitly informed of their voluntary 
participation and their right to withdraw from the study 
at any stage without any repercussions. A written inform 
consent has been taken from each participant.

Statistical analysis
The data collected underwent analysis employing IBM 
SPSS Statistics version 25.0 (IBM Corp., Armonk, NY: 
IBM Corp.). Descriptive statistics were employed to 
delineate the sociodemographic characteristics of the 
participants. Pearson correlation was utilized to assess 
correlations between variables, focusing on identifying 
statistically significant factors. Subsequently, significant 
factors were integrated into a multivariate linear regres-
sion model to account for potential confounding vari-
ables. Assessment for normality was conducted through 
the Kolmogorov-Smirnov test, while collinearity among 
variables was examined using the variation inflation fac-
tor (VIF). A threshold of p < 0.05 was set to establish sta-
tistical significance.

Results
All participants enrolled in the study successfully com-
pleted the questionnaire, yielding a 100% response rate. 
Consequently, the analysis included a cohort of 280 eli-
gible patients diagnosed with confirmed coronary artery 
disease (CAD). The demographic and clinical profiles of 
these participants are summarized in Table 1. The mean 
age of the participants was 58.99 ± 10.5 years. Gender 
distribution indicated that slightly over half of the par-
ticipants were women (50.4%), and the majority were 
married (75%), with 36.4% identifying as housewives. 
Additionally, 84.3% resided with their families, while 
8.9% held a university degree. Economic status analysis 
revealed that 59.3% of participants had an average eco-
nomic standing. Geographically, most participants lived 
in urban areas (65.0%). Medication-wise, 74.6% were on 
oral medications, and 72.1% did not exhibit any compli-
cations related to their condition.

Table  2 presents the research outcomes concerning 
medication adherence, illness perception, and accep-
tance of illness within the participant pool. The analysis 

Table 1 Sociodemographic and Clinical Characteristics of the 
Participants (n = 280)
Variable Category N (%)
Age 24–44 Year 22(7.9)

45–54 Year 70(25)
55–64 Year 103(36.8)
65–74 Year 69(24.6)
>74 Year 16(5.7)

Gender Female 141(50.4)
Male 139(49.6)

Level of Education Illiterate 110(39.3)
Under diploma 109(38.9)
Diploma 36(12.9)
University 25(8.9)

BMI 18.5–25 67(23.9)
25–30 134(47.9)
>30 79(28.2)

Economic Status Weak 81(28.9)
Moderate 166(59.3)
Good 33(11.8)

Place of Residence Urban 182(65)
Rural 98(35)

Type of drug Oral 209(74.6)
Injection & Oral 71(25.4)

Complications Yes 78(27.9)
No 202(72.1)

Intention to stop using drugs Yes 44(15.7)
No 236(84.3)

Marital Status Single 15(5.4)
Married 210(75)
Divorced 24(8.6)
Widowed 31(11.1)

Job Employee (Regular salaried) 25(8.9)
Worker (Daily wages) 37(13.2)
Farmer 35(12.5)
House 102(36.4)
Self Employed 52(18.6)
Retired 29(10.4)
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revealed that 61.8% of participant’s MA, demonstrat-
ing a mean value of 6.16 ± 1.46. In terms of illness per-
ception, the calculated mean ± standard deviation was 
51.82 ± 7.58, indicating a moderate perception of illness 
within the cohort. Moreover, the mean ± SD for illness 
acceptance was determined to be 16.98 ± 4.75, signifying 
a relatively low level of acceptance of the illness among 
the participants.

To examine relationships between variables, Spear-
man’s correlation coefficient was employed (Table  2). 
This analysis indicated a statistically significant positive 
relationship between acceptance of illness and medica-
tion adherence (r = 0.435, p-value < 0.01).

The findings from the logistic regression analysis aimed 
to explore factors associated with medication adherence 
(MA). The analysis revealed that participants without 
formal education exhibited a medication non-adherence 
rate 3.81 times that the participants with a university edu-
cation, also displaying statistical significance (p = 0.01). 
Furthermore, participants who were on oral medication 
and divorced were 1.73 and 4.05 times more adherence to 
the treatment than the participants who were on inject-
able and widowed respectively (p < 0.05). However, it was 
observed that other variables examined in the analysis 
did not show a significant relationship with medication 
adherence (Table 3).

It is noteworthy that the logistic regression analysis did 
not find any significant relationship between illness per-
ception and variables examined (Table 3).

The regression analysis uncovers notable associa-
tions influencing the acceptance of illness among CAD 
patients. Gender emerges as a significant factor, with 
women exhibiting a disease understanding score 0.03 
units lower than men, marking a statistically significant 
difference (p = 0.03). Education levels also play a substan-
tial role, with single and divorced patients demonstrat-
ing significantly lower acceptance of illness (OR = 0.068 
and 0.148, respectively). Additionally, patients with an 

intention to discontinue medication exhibited a likeli-
hood 0.28 times lower than those without such intentions 
to adhere to their drug regimen (p < 0.05) (Table 3).

Discussion
The primary objective of this investigation was to explore 
the factors influencing medication adherence among 
patients diagnosed with coronary artery disease (CAD), 
with a particular focus on the relationship among medi-
cal adherence, illness perception and acceptance of ill-
ness. CAD represents a significant healthcare challenge 
globally and its prevalence escalates with age, impacting 
a considerable portion of the population [30]. Effective 
management of CAD critically relies on adherence to 
prescribed medications [31]. Non-adherence to medica-
tion can result in adverse clinical consequences, nota-
bly heightened mortality rates and increased frequency 
of hospital admissions within this patient cohort [32]. 
Medication adherence in CAD patients is a complex phe-
nomenon shaped by numerous determinants. Identifying 
these factors is crucial, given that non-adherence signifi-
cantly compromises treatment effectiveness and esca-
lates healthcare costs associated with chronic conditions 
demanding long-term therapeutic interventions [33]. 
This study stands as the pioneering endeavor to scruti-
nize the nexus between illness perception, acceptance of 
illness, and medication adherence within CAD patients.

The study’s findings revealed that a majority of par-
ticipants (61.8%) adhered to their prescribed medica-
tion, aligning with prior research outcomes [34–36]. 
However, adherence rates display substantial variabil-
ity across studies. For instance, adherence rates among 
CAD patients fluctuated between 42.9% and 70.9%, 
with reported non-compliance rates soaring to 70% in 
certain studies [10, 37]. Furthermore, following cardiac 
angiography, only 32% of patients exhibited high adher-
ence to medication regimens [38]. In a study encom-
passing patients with chronic diseases such as diabetes, 

Table 2 The Mean (SD) Scores of Medication Adherence, Illness Perception, and Acceptance of Illness along with correlation between 
them (n = 280)
Variable Medication Adherence Illness Perception Acceptance of Illness
Possible Scores 0–8 8–80 8–40
Observed Scores 0–8 28–80 8–27
Mean ± SD 6.16 ± 1.46 51.82 ± 7.58 16.98 ± 4.75
Category Low (< 6) Medium 

(6–7)
High (8) Low 

(0–27)
Moderate 
(28–55)

High 
(56–80)

Low (< 20) Moderate 
(20–30)

High 
(> 30)

N (%) 109
(38.9)

100
(35.7)

71
(25.4)

--- 204
(72.9)

76
(27.1)

209
(74.6)

71
(25.4)

---

Correlations among outcome 
variables
Medication Adherence 1 -0.022 0.435**
Illness Perception -0.022 1 0.107
Acceptance of Illness 0.435** 0.107 1
** significance at 0.05 level; % - percentage; SD – standard deviation
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hypertension, or both, in Saudi Arabia, a medication 
adherence rate of 76.44% was observed [39]. Typically, 
medication adherence within populations experienc-
ing CAD patients averages around 43% [40]. However, 
to attain favorable treatment outcomes in this specific 
group, maintaining adherence levels at 80% or higher is 
advocated [41]. It is imperative to account for variations 
in demographic, clinical variables, and the diverse meth-
odologies employed in questionnaire assessments across 
previous studies, as these factors may contribute to the 
disparate adherence outcomes observed.

Gender emerged as a significant non-modifiable deter-
minant associated with self-care adherence in this inves-
tigation. Notably, females demonstrated a 0.48 times 
lower likelihood of exhibiting good adherence compared 
to their male counterparts within this study. Similar pat-
terns were evident in parallel research conducted in 
South Africa and the Netherlands, wherein men exhib-
ited higher tendencies toward treatment adherence com-
pared to women [42, 43]. One potential explanation could 
be that women tend to encounter a higher frequency of 
adverse reactions to medication compared to men [39]. 
Therefore, it is important for healthcare providers to 
consider these factors when prescribing medications to 
women and to tailor treatment plans accordingly to mini-
mize the risk of adverse reactions. However, findings by 
Ok et al. contradicted this trend, reporting that women 
displayed better adherence to treatments than men [44]. 
Intriguingly, several studies presented conflicting out-
comes regarding gender disparities and their association 
with treatment adherence [45–47]. Specifically concern-
ing individuals with heart failure (HF) and other car-
diac conditions, a distinct trend emerged indicating that 
women are more susceptible to experiencing psychoso-
cial distress and have a greater need for social support 
compared to men [48].

This dynamic, characterized by higher psychological 
distress and reduced social support, was noted in sev-
eral studies as being correlated with suboptimal self-care 
practices [49, 50]. Hence, while gender plays a discernible 
role in medication adherence, the influence of psycho-
logical distress and limited social support appears to be 
pivotal factors, particularly among women with cardiac 
conditions.

The current investigation has revealed a moderate 
level of illness perception, demonstrating a negative cor-
relation with medication adherence. Specifically, indi-
viduals perceiving their illness as a severe and menacing 
condition exhibited decreased adherence to prescribed 
medications. This aligns with Saarti et al.‘s study on 
hypertensive patients, where those with poorer medica-
tion adherence displayed higher average illness percep-
tion scores, despite a lack of a direct relationship between 
illness perception and adherence in their findings [51]. 

Correspondingly, Gauro et al.‘s study in Nepal unveiled 
an inverse association between illness perception and 
cardiovascular health behavior [52]. highlighting the 
potential for psychological interventions targeting per-
ceptions of illness to bolster disease management prac-
tices and foster adherence to health-promoting behaviors 
[53]. Conversely, Doust Mohammadi et al.‘s research 
underscored illness perception as a pivotal and influ-
ential factor in medication adherence among patients 
with chronic illnesses [19]. They advocated for strate-
gies aimed at fortifying and augmenting patients’ illness 
perception as fundamental components within educa-
tional interventions geared toward enhancing medica-
tion adherence. Consequently, in light of these collective 
study findings, the imperative emerges for the develop-
ment of comprehensive training initiatives and health 
assessment programs. These programs should not only 
impart knowledge and lifestyle modifications but also 
concentrate on elevating patients’ comprehension of 
their illness and its associated risk factors in the context 
of coronary artery disease (CAD) [54]. The outcomes of 
our study echoed the findings by Monika Obigelo, indi-
cating that a majority of chronic heart failure patients 
exhibited a low Acceptance of Illness Scale (AIS) score, 
attributable to the persistent nature of the condition 
[55]. Conversely, Agnieszka Pluta’s investigation pre-
sented contrasting results to ours, revealing that 62% of 
their study participants displayed a high AIS [56]. Simi-
larly, other studies reported varied AIS percentages rang-
ing from 45 to 62.0%, averaging at a moderate level [57, 
58]. Certainly, the observed disparities could arise from 
the utilization of distinct assessment tools, variations in 
the demographics such as age groups studied, and differ-
ences in the settings of the respective research endeav-
ors. However, it’s unequivocal that acceptance of illness 
stands as a pivotal determinant influencing the prognosis 
within the realm of coronary artery disease (CAD).

While no specific study exploring the nexus between 
illness acceptance and medication adherence was retriev-
able, Turen et al. uncovered a statistically significant and 
positive correlation between levels of illness acceptance 
and medication adherence [59]. Remarkably, our study 
corroborated these findings, delineating a noteworthy 
positive correlation between acceptance of illness and 
medication adherence among individuals diagnosed 
with coronary artery disease (CAD). These findings hold 
promise in shaping individualized care strategies for 
diverse patient cohorts. Access to comprehensive insights 
regarding self-perceived health status and its acceptance 
could significantly enhance the quality of care extended 
to patients, particularly those grappling with chronic ail-
ments. Tailoring interventions based on these nuanced 
understandings may effectively optimize patient out-
comes and their overall care experiences.
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Limitation
The present investigation is circumscribed by various 
constraints. The primary reliance on patient self-report-
ing specially, participant’s economic status and complica-
tions during interviews stands as the cornerstone of data 
acquisition. Consequently, the inherent limitations of 
recall bias and the potential for patients to inadvertently 
overlook significant information may exert an influen-
tial effect on the overall study findings. Moreover, the 
absence of multicenter data aggregation, poses challenges 
in extrapolating the study’s conclusions to the broader 
populace. Additionally, the study’s inherent nature as a 
cross-sectional analysis, devoid of subsequent follow-up 
evaluations, engenders limitations in comprehensively 
assessing the precise level of patient adherence to medi-
cation. This design choice also complicates the ability to 
establish a definitive causal relationship between vari-
ables under scrutiny.

Implications
Given the significance of managing chronic illnesses, 
where medication adherence stands as a pivotal factor, 
assessing and enhancing patients’ illness perception lev-
els, alongside improving their capabilities, holds promise 
in bolstering medication adherence. Health profession-
als, particularly physician, nurses and pharmacists, with 
their frequent patient interactions and active involve-
ment, possess a significant potential to impact this realm. 
Their role involves evaluating patients’ illness percep-
tion and capacities, thereby contributing significantly to 
augmenting medication adherence. Moreover, our study 
findings underscore the influence of certain demographic 
and clinical variables on these pivotal factors. Specifi-
cally, lower educational attainment and advancing age 
emerged as factors influencing medication adherence. 
Consequently, nurses should allocate focused attention 
and tailored training to this demographic within their 
care, addressing these pertinent issues accordingly.

Conclusion
The current study demonstrated the impact of behavioral 
factors, specifically illness perception and acceptance of 
illness, on medication adherence among CAD patients. 
The participants exhibited moderate levels of illness per-
ception and low to moderate acceptance of their illness. 
Additionally, only a quarter of the participants adhered 
to the prescribed drug regimen. The study highlights 
the imperative to enhance medication adherence, foster 
acceptance of illness, and positively influence illness per-
ception among coronary artery disease (CAD) patients.

Recognizing that effective chronic disease manage-
ment should not solely rely on patient effort, health pro-
fessionals—particularly nurses and pharmacists—hold a 
pivotal role in this endeavor. Nurses possess the capacity 

to assess patients’ illness perception, anticipate their 
acceptance to illness, and take actionable steps to bolster 
it. While, pharmacists can enhance medication adher-
ence among CAD patients through education, counsel-
ing, medication management, monitoring, collaboration 
with the healthcare team, and behavioral interventions. 
Nurses and pharmacists multifaceted involvement and 
interventions can substantially contribute to improved 
outcomes in the management of chronic conditions like 
CAD.
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