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ABSTRACT 

Background 

Chronic Obstructive Pulmonary Disease (COPD) is a progressive and irreversible 

respiratory disorder associated with substantial morbidity, disability, and healthcare 

burden. Effective disease management heavily relies on consistent adherence to inhaler 

therapy; however, non-adherence remains a significant barrier to optimal outcomes. Socio-

economic factors, educational attainment, and access to affordable medications are known 

to influence adherence behaviours. Despite the critical role of inhaler therapy in COPD 

management, there is a scarcity of data addressing adherence patterns and their 

determinants in rural regions of Thiruvananthapuram, highlighting the need for further 

investigation. 

Aim 

This study aimed to assess the rate of adherence to inhaler therapy among COPD patients 

in rural Thiruvananthapuram, Kerala, and to explore its various associated factors. 

Methods 

A cross-sectional survey was conducted among 224 adult COPD patients who had been 

using inhaler therapy for at least one year. Participants were randomly selected from line 

lists maintained by Accredited Social Health Activists (ASHA) across 48 rural wards in 

Thiruvananthapuram. Data were collected using a structured questionnaire, incorporating 

the Morisky Green Levine Medication Adherence Scale to evaluate adherence. Additional 

information on socio-demographic, socio-economic, behavioural, and treatment-related 

factors, cost related, health-system related, patient related, support related information were 

gathered. Multivariable logistic regression analysis was performed to identify factors 
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associated with adherence, with the best-fit model selected based on the Akaike 

Information Criterion (AIC) score. 

 

Results 

A total of 224 participants were interviewed for the study. The mean age of the participants 

was 61±14years. The proportion of women participants was 53.5%. The non-adherence 

rate was 76% (95% CI: 66%-84 %) in the study. Factors such as marital status, work status, 

Socioeconomic status, medical expenditure, type of treatment facility, Cost of inhaler 

medicines, and SWAAS registration were associated with adherence. Forgetfulness (16%) 

and carelessness (32%) were common reasons for non-adherence, along with 

discontinuation of medications once symptoms improved (58%). In the multivariable 

regression analysis, skilled workers (OR=0.1, 95% CI:0.00, 0.71), individuals with higher 

medical expenses (OR=0.17, 95% CI:0.02, 0.91), and those receiving care at private 

facilities (OR=0.39, 95% CI:0.18, 0.82) were likely to adhere to their prescribed therapy 

compared to government employees, individuals with lower medical expenses, and those 

receiving care at government facilities, respectively.  

Conclusion 

Three out of four COPD participants were non-adherent to inhaler therapy. Financial 

challenges and exceptionally high medical costs are major contributors to non-adherence. 

My study also underscores the importance of addressing patient behaviour in improving 

Inhaler intake. Improving access to affordable medications, enhancing government health 

programs such as SWAAS, and providing better educational resources on inhaler use can 

play a crucial role in improving adherence rates and managing COPD more effectively. 
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Public health impact 

This study highlights critical factors influencing non-adherence to prescribed inhaler 

therapy among COPD patients in rural Thiruvananthapuram. By identifying these key 

barriers to adherence, the findings provide valuable insights for designing targeted 

interventions to improve medication adherence. Expanding access to affordable 

medications, improving education on proper inhaler technique, and ensuring the regular 

supply of drugs through the government program, such as SWAAS, could significantly 

enhance adherence and overall COPD management. Such interventions can enhance the 

effectiveness of COPD management, reduce disease progression, and ultimately improve 

the quality of life for patients. Furthermore, addressing these factors can help reduce the 

healthcare burden associated with COPD, leading to better resource allocation and cost-

effective healthcare delivery in rural settings. 
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CHAPTER 1 

INTRODUCTION AND LITERATURE REVIEW 

1.1BACKGROUND 

Chronic Obstructive Pulmonary Disease is a condition that is prevalent worldwide, which 

is progressive and debilitating. (Ferrera et al., 2021) Adherence to inhaler therapy among 

COPD patients is essential for effective disease management. Poor adherence has been 

consistently associated with a higher risk of exacerbations and increased mortality. 

(Turégano-Yedro, Trillo-Calvo, et al., 2023) It could lead to a higher number of hospital 

admissions by not only worsening the individual's health but also by burdening the health 

system. Non-compliance with the prescribed treatment could give rise to prolonged 

treatment durations and increased healthcare expenditure. (Epping-Jordan et al., 2001) 

Many primary care physicians do not thoroughly follow the guidelines provided by the 

Global Initiative for Chronic Obstructive Lung Disease. This could directly affect the 

treatment quality. Similarly, knowledge on how to properly use the inhalers, lifestyle 

modifications, and the importance of perfectly adhering to the prescribed therapy by the 

patients are key essentials to optimal disease management. Patient education is generally 

given a low priority in health care settings. (Savran et al., 2021) Kerala has made 

commendable efforts to address this condition through initiatives like the SWAAS program 

which not only aims at early diagnosis and treatment but also prevention of the disease. Yet 

the burden of the disease still remains high. As of adherence to Inhaler therapy and the 

factors associated with, there is very limited knowledge. 
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1.2 REVIEW OF LITERATURE 

1.2.1 Definition of COPD 

Chronic Obstructive Pulmonary Disease is a heterogeneous lung condition characterised 

by chronic respiratory symptoms (dyspnoea, cough, sputum production and/or 

exacerbations) due to abnormalities of the airways (bronchitis, bronchiolitis) and/or alveoli 

(emphysema) that cause persistent, often progressive, airflow obstruction. COPD is a major 

public health problem that is both preventable and treatable. Due to the continued exposure 

to the risk factors and the increased population, COPD burden is projected to increase in 

the near future. (2024 GOLD Report - Global Initiative for Chronic Obstructive Lung 

Disease - GOLD, 2024; Mathers and Loncar, 2006) 

1.2.2 Global burden of COPD 

It is estimated that the global annual deaths due to COPD are around 3 million. By 2060, 

an annual death of 5.4 million is estimated, due to increased prevalence of smoking and 

aging population in LMIC’s and HIC’s respectively. (colinmathers, 2022; GBD 2013 

Mortality and Causes of Death Collaborators, 2015; Lopez et al., 2006) Tobacco smoking 

and household air pollution are the major risk factors where smoking accounts for 30-40 % 

cases. (Global Alliance against Chronic Respiratory Diseases (GARD), 2024) The 

conclusions of the one-day summit held by GOLD in 2018 highlighted the major problems 

with accessing and affording quality-assured pharmacological and non-pharmacological 

therapies. According to the Burden of Obstructive Lung Disease (BOLD) and many big-

scale epidemiological studies, the estimated global prevalence of COPD is 10.3%. 

(Adeloye et al., 2015, 2022) From 1990 to 2019, as per the GBD study, the primary cause 

of the worldwide increase in DALY was due to COPD. (Chen et al., 2023; Safiri et al., 

2022)  A shift from 59.2 million to 74.4 million DALYs with a total increase of 25.7 percent 

from 1990 – 2019 in Southeast Asia, India, Sub-Saharan Africa, and South America has 

caused a substantial rise in global health burden by COPD. (Li et al., 2022) 
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1.2.3 Burden of COPD in India 

Regarding the prevalence trends of COPD in India, very little is known. Existing evidence 

shows that the prevalence is around 5% in the adult population, with a higher rate among 

smokers, males, and in rural areas. Usage of domestic fuel, as well as socioeconomic 

factors, also play a significant role. Though the diversity and size of India hinder the 

prevalence estimation, they are crucial since COPD is a major contributor in India. For 

adequate management in the future, a satisfactory estimation as well as future predictions 

are a must. According to the National Health Policy 2017 of India, the aim to reduce the 

premature mortality from NCDs by 25% by 2025 is guided by the WHO goal of 25 by 25. 

Even so, there isn’t a national disease control programme specifically for COPD. (Halpin 

et al., 2019) 

COPD imposes a significant economic burden in terms of both direct and indirect costs in 

LMIC settings.  (2024 GOLD Report - Global Initiative for Chronic Obstructive Lung 

Disease - GOLD, 2024) There is a significant burden of co-morbidities, including 

cardiovascular diseases, diabetes mellitus, musculoskeletal impairments, and these 

conditions are associated with an additional increase in resource utilisation and health care 

costs.  (Mannino et al., 2015; Simon-Tuval et al., 2011)  For the poor population, the 

primary source of drugs is from public facilities. Purchasing one of each salbutamol and 

beclomethasone inhalers costs between 1.6 and 2.3 days' wages for a lowest-paid 

government employee. (Halpin et al., 2019)  A study finding states that COPD forces at 

least two individuals, that is, the patient and the caregiver, who is a family member, to leave 

the workplace. (Sin et al., 2002) Even though all the main types of branded inhaler therapies 

are licensed to be used in India, they are not widely available or used since the prescription 

of inhalers in rural areas is perceived to be a stigma. (Gupta et al., 2013) Several 
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organisations, including the WHO, claim the poor availability and affordability of inhaler 

medicines in LMICs. (Stolbrink et al., 2022) 

1.2.4 Kerala and COPD 

Kerala aims to fulfil the SDGs adopted by the United Nations General Assembly on 25 

September 2015. The target of subgoal 3.4 is to “By 2030, reduce by one third premature 

mortality from non-communicable diseases through prevention and treatment and promote 

mental health and well-being.” According to available epidemiological information, 

Trivandrum has the highest prevalence of COPD, which is 10% higher than the national 

average. (SWAAS – Module for Staff Nurses, 2021) 

 1.2.5 SWAAS – A STEPWISE APPROACH TO AIRWAY DISEASE 

SWAAS is the first state-level programme for chronic respiratory disease implemented in 

Kerala. It aims at the following aspects: Early identification of COPD in order to implement 

preventive strategies, such as facilitating earlier interventions like smoking cessation, to 

decrease mortality rates. Through this approach, the aim is to reduce the number of patients 

seeking treatment in the advanced stages. A structured diagnosis and treatment programme 

that can facilitate comprehensive management for COPD patients by linking health care 

facilities at all levels (primary care to tertiary care, including medical colleges). The 

programme also aims to gather information on prevalence, health-seeking behaviour, and 

risk factors specific to Kerala that could guide the planning of future interventions. 

Additionally, locally acceptable pulmonary rehabilitation techniques are also facilitated 

with the existing staff in the health care centre, which is a widely recommended therapeutic 

strategy in all international guidelines. (SWAAS – Module for Staff Nurses, 2021)  
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1.3 OUTCOMES RELATED TO COPD 

1.3.1 Health-Related Quality of Life 

Quality Of Life is an important parameter when evaluating a COPD patient. (Yorgancioglu 

et al., 2010) The scales measuring the quality of life are primarily designed to measure the 

psychological impact and personal experiences, which measure the subjective aspects of 

their distress and daily activity limitations. The symptom aspect of the scales helps to 

predict the risk of hospitalisation. (Osman et al., 1997) This study (Osman et al., 1997) 

shows that patients with poor QOL are more likely to be readmitted to the hospital 

following their primary stay. They are also more likely to be using home nebulisers and 

consulting specialists on a regular basis. The variations in the QOL are more linked to the 

clinical decisions and utilisation of resources than the differences in lung function, since 

hospital admissions and FEV1 or FVC percentages have shown no correlation. Disease-

specific measurement of quality-of-life results from two studies done on patients belonging 

to the severe COPD category have proven that patients with the worst scores are more likely 

to have frequent exacerbations and hospitalizations. Acute exacerbations always lead to 

poorer quality of life. The survival curve showed a trend of shorter lifespan in patients with 

the worst SGRQ scores. (Osman et al., 1997; Seemungal et al., 1998a) There could be a 

reduction in lung function, which could not be reversed in a small proportion of patients. 

(Time Course and Recovery of Exacerbations in Patients with Chronic Obstructive 

Pulmonary Disease, 2000) Since activity limitation is more common with increasing age, 

it is expected that with increasing age, the QOL also worsens. In a study where activity and 

impact are taken as two components where the activity component is concerned with 

physical activity which results in breathing limitations and the impact component includes 

factors like employment, being in control of one’s health, the need towards medication, the 

side effects of medication and so on, showed a statistically significant negative correlation. 

(Ketelaars et al., 1996) The self-perceived activity limitations between men and women, as 
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well as between older and younger patients, show a relevant difference. Women with COPD 

are reported to have greater activity limitations and more distress due to the illness, even 

though the symptom severity is not as severe as that of men. Similarly, psychological 

distress is more commonly seen among younger patients than among the aged. (Osman et 

al., 1997) Interestingly, studies have also shown positive correlations between an increase 

in severity and quality of life in patients above 65 years of age. It could be due to better 

capability to tolerate the effects of the obstructed airways due to a general reduction in 

activity and their reduced expectations in life. (Fh et al., 1991; Guyatt et al., 1987; Juniper 

et al., 1992; Quirk and Jones, 1990; Renwick and Connolly, 1996) Mood deflection will 

also play a role in how the symptom exaggeration occurs. However, the relation between 

depression and COPD symptoms remains unexplored. But in general, a dyspnoea patient 

whose functional restrictions are a matter of concern will be depressed. There will be a 

significant reduction in lung volume of COPD patients, hence they are never normoxic and 

normocapnic while at rest. At sleep, the findings show that COPD patients are hypoxemic 

compared to the control group members. As a result, the quality of sleep and daytime 

functional status are affected due to nighttime gas exchange deterioration. (Fletcher and 

Levin, 1984; Peruzza et al., 2003; Siafakas et al., 1995) Patients with severe COPD often 

face significant psychological challenges, such as the loss of their ability to engage in 

productive work. 

1.3.2 Exacerbations 

As per the modified criteria from Anthonisen and colleagues, exacerbations are defined as 

the occurrence of any two “major” or one “minor” symptom for at least two consecutive 

days. (Anthonisen et al., 1987) 

The major set of symptoms includes dyspnoea, purulent sputum, and sputum volume. The 

minor sets of symptoms are wheezing, throat soreness, cough, nasal congestion, and 



 

7 
 

discharge. The likelihood and frequency of future exacerbations can be predicted by 

monitoring the occurrence of past exacerbations.  (Yorgancioglu et al., 2010) Exacerbations 

are considered the most crucial factor of morbidity and mortality in COPD patients. It is a 

major determinant of the health status. Usually, exacerbations are associated with 

physiological deterioration, though there is very little evidence on the time changes of these 

actions both at the onset and recovery from exacerbations. This information can be very 

useful when planning a long-term treatment by giving specific attention to the symptoms 

that require particular attention. Some studies have considered exacerbations as a primary 

outcome measure. (Seemungal et al., 1998b; Time Course and Recovery of Exacerbations 

in Patients with Chronic Obstructive Pulmonary Disease, 2000.) 

1.3.3 Comorbidities 

The most common psychiatric comorbidities among COPD patients are Anxiety and 

Depression. The most commonly used study tool is the Hospital Anxiety and Depression 

Scale. The relationship between psychiatric comorbidities and COPD is usually studied by 

considering various factors like symptom scores, quality of life, adherence to medication, 

hospitalisations, mortality, outcomes of rehabilitation, rate of smoking, and cognitive 

decline. There are very few studies done to find the relationship in developing countries. 

(Dua et al., 2018; Khdour et al., 2012; Maurer et al., 2008) Available study findings confirm 

that higher depression and anxiety levels are also accompanied by higher levels of fatigue, 

Shortness of breath, and more frequent COPD symptoms. (Doyle et al., 2013) Chances of 

associations between depression and the current smoking status in COPD patients are also 

found in a few studies. (Chavannes et al., 2005; Dua et al., 2018; Ng et al., 2007) A 

prognosis can be made with indices like the BODE index, which has shown varying, 

contrary results in many of the studies. The persisting studies focused only upon the 

prevalence of mental disorders and not the impact it induces. The attention should be more 
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focused on patients with higher symptom scores and poor quality of life to screen for 

psychiatric comorbidities actively. (Dua et al., 2018) 

Due to multiple co-morbidities like CA lung or coronary artery diseases, there are 

limitations in the accurate confirmation of the cause of death in COPD patients. 

In a study conducted, among patients with one comorbidity, the majority of the patients had 

hypertension, followed by obstructive apnoea syndrome, depression, and ischemic 

cardiopathy. (Raherison et al., 2018)  

1.3.4 Mortality 

In cases of mild to moderate COPD, comorbidities like cardiovascular diseases or Lung 

cancer tend to be the most common causes of death. As the severity of COPD increases, 

respiratory-related deaths are more common among patients. Non-pharmacological 

interventions like smoking cessation could reduce the chances of worsening cardiovascular 

diseases or lung cancer, and improve the chances of survival. (Berry and Wise, 2010) 

Smoking cessation could also prevent the progression of emphysema, which could reduce 

the chances of mortality. (Bai et al., 2017; Zamarro García et al., 2011) As per the recent 

findings, the prevalence of smoking in India had decreased to 28.6% from 34.6% among 

individuals aged 15 and above, which could be expected to contribute to the reduction in 

COPD prevalence in the future. (Global_Adult_Tobacco_Survey2_India_2016-

17_June2018.pdf, 2018) As second-hand smoke also contributes to mortality, reducing 

smoking could have multiple benefits in lowering death rates. (Hagstad et al., 2014; Ukawa 

et al., 2017) However, smoking prevalence and COPD mortality do not always collide. 

(Burney et al., 2014; Salvi and Barnes, 2009) Reduction in the FEV1 in the first second is 

also associated with increased mortality. (The Effect of Pulmonary Impairment on All-

Cause Mortality in a National Cohort - CHEST, 1993.) When a comparison between people 

with normal lung function and a COPD patient with mild severity is done, the risk of all-
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cause mortality tends to be higher. (Mannino et al., 2003)  In a trial done on patients 

undergoing treatment on Inhaled steroids in Obstructive Lung disease, the majority of the 

patients died of Cardiovascular disease, followed by cancer and  Non-malignant respiratory 

disease. (Burge et al., 2000) In an advanced stage, when resting hypoxaemia is present, 

additional treatment options like Oxygen supplementation, LVRS or lung transplantation 

are the options that could improve the chances of survival. (Lacasse et al., 2020; Leggett et 

al., 1976)  

Air pollution plays another major role in mortality and morbidity in COPD, especially in 

non-smoking females who are intensely exposed to poor-quality Indoor air created from 

biomass cooking fuel usage. (Behera and Jindal, 1991) In India, around 925,000 deaths 

occur yearly due to exposure to air pollution from cooking. (GBD 2013 Risk Factors 

Collaborators et al., 2015) 

With the hope of reducing this burden, the Ujjwala Scheme in India introduced LPG to 

most of the people in the country to reduce the usage of biomass fuels. (Pillarisetti et al., 

2017)  

Under better financial conditions, death from COPD tends to fall since the patients are 

better adherent to the treatments, leading to fewer exacerbations and hospitalisations. 

(Burney et al., 2014; Kotsiou et al., 2018) Under the National Programme for Prevention 

and Control of Cancer, Diabetes, Cardiovascular Diseases and Stroke (NPCDCS), COPD 

is brought as an important NCD issue to come up with curative measures and preventive 

strategies through NCD clinics at the district and the state level. In the primary level of care 

where most of the patients follow up, there is a lack of efficient spirometry diagnosis and 

specialists' opinions on the health of people, which leaves a major proportion of cases 

undiagnosed. This calls for a better diagnostic policy implementation at the primary level 
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of care, which could overall reduce the disease burden caused by COPD. (Spyratos et al., 

2016) At the individual level, patients who belong to a poor socioeconomic status are 

usually presented late to the health care facility due to many influencing factors, 

contributing to their increased hospitalisations and increased number of deaths. (Eisner et 

al., 2009; Gershon et al., 2015) Improving the socio-economic status in states like 

Rajasthan, Uttar Pradesh, Jammu and Kashmir, and Tripura would help in reducing the 

deaths from COPD. (Roy, 2020) 

1.4 TREATMENT MODALITY FOR COPD PATIENTS 

When a medication is administered through oral, intravenous, or intramuscular routes, it 

travels through the bloodstream to reach different organs and tissues, including the airways. 

In contrast, inhalation delivers the drug straight to the airways, the primary target in 

obstructive diseases like asthma and COPD. This method results in faster relief, typically 

requires smaller doses of the active drug, and tends to cause fewer side effects. Inhalation 

therapy delivers medication directly into the airways, making it an important treatment for 

conditions like asthma and chronic obstructive pulmonary disease. The devices used to 

administer these inhaled medications are essential for effective treatment. To achieve 

optimal drug delivery to the lungs, an inhalation device must ensure the release of a high 

proportion of fine particles, be user-friendly, and provide consistent and accurate doses of 

the active ingredient.  

Currently, four main types of inhalers are commonly used: nebulisers, dry powder inhalers 

(DPI’s), pressurised metered-dose inhalers (pMDIs) and soft mist inhalers (SMI’s). 

Nebulisers are often used by patients who struggle with other inhaler types. While effective, 

they require more prolonged administration and may not always ensure precise dosing. 

Most commercially available nebulisers fall into three main types: jet (or pneumatic), 

ultrasonic, and mesh nebulisers. These inhalers have become popular because they are easy 
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to use and require only normal breathing. This makes them ideal for emergencies, as they 

don’t need specialised patient education or cooperation. Nebulisers are also suitable for 

older adults with cognitive or physical limitations, as well as for children. 

pMDIs were the first widely used portable devices for delivering multi-dose inhaled 

therapy. These inhalers can administer single or combined medications, such as 

glucocorticoids, beta-agonists, and antimuscarinic bronchodilators. A standard pMDI 

includes: (1) a metal canister holding the medication in a solution or suspension along with 

a pressurised liquefied gas propellant; (2) a metering valve that ensures accurate dosing; 

and (3) a plastic mouthpiece that allows the patient to activate the device. The first pMDIs 

gained popularity due to their small size, affordability, speed, and quiet operation. Their 

performance has been enhanced with the use of spacers and newer technologies that slow 

down the delivery speed. 

DPIs are devices that deliver medication to the airways using the energy generated by the 

patient’s inhalation. These inhalers contain a mixture of micronized drug particles attached 

to larger carrier molecules, typically lactose. For the medication to be effectively deposited 

in the lungs, the drug-carrier mixture must break apart during a forceful inhalation against 

the device's internal resistance. This process allows the active drug particles to reach the 

airways while the carrier particles are left behind. These inhalers do not require 

coordination between actuation and inhalation, but patients must be able to generate a 

sufficient inspiratory flow to detach the drug from the carrier particles. SMIs, on the other 

hand, dispense medication as a slow aerosol cloud without the use of propellants, relying 

on the energy from a spring. New technology and cheaper sensors have made it possible to 

create "smart inhalers." These are devices that attach to or are built into inhalers. They can 

track when the inhaler is used, remind patients to take their medicine, and give feedback 

on how well they are using it. Smart inhalers can connect to a smartphone via Bluetooth, 
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so the data can also be shared with the patient's doctor. This helps improve medication use 

and can make treatment more effective. 

(Sorino et al., 2020) 

1.5 ADHERENCE TO THERAPY 

Managing adherence to therapy in COPD is complex. Patients need comprehensive 

education on the disease process, comorbidities and proper use of various medications and 

devices to ensure effective treatment. (Clinical and Experimental Pharmacology and 

Physiology, 1981; Dolce et al., 1991) As per the ABC taxonomy / Ascertaining Barriers to 

Compliance taxonomy, the target of the adherence management is “to achieve and maintain 

the best use, by patients, of appropriately prescribed medicines in order to maximize benefit 

and minimize the risk of harm”. (Vrijens et al., 2012) It is the involvement of the health 

care systems, patients, providers, and their social networks in the process of monitoring 

and supporting the patients towards adherence to medication. 

Adherence to medications is the process by which patients take the prescribed medicines 

as prescribed. 

The three components to adherence are – 

• Initiation- Implementation and Discontinuation. Initiation means the intake of the 

first dose as prescribed.   

• Implementation- means how closely a patient's actual medication dosing aligns 

with the prescribed regimen, starting from the beginning to the end of the dose 

intake.  

• Discontinuation- occurs when the omission of the next dose is made and no further 

doses are taken. 
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• Persistence means the period between initiation and the last dose before 

discontinuation. 

The main focus of the adherence-related science is the understanding of the gaps between 

the prescribed and the actual exposure to medicines. (Rogliani et al., 2017) 

According to Boubeau and Bartlett, COPD medication adherence is multifactorial. Several 

factors, such as health beliefs, cognitive abilities, self-efficacy, comorbidities, 

psychological profile, and the conscientiousness of the patients, are important, followed by 

physician factors like administration methods, dosing regimen, polypharmacy, and side 

effects. Societal factors, such as patient-prescriber relations, social support, medication 

access, device training, and follow-up, are also important. (J Bourbeau and Bartlett, 2008) 

1.6 DEFINITION OF MEDICATION ADHERENCE 

Medication adherence means medication-taking behaviour, whether or not the behaviour 

coincides with the advice the patient had been given. Major causes of non-adherence are 

forgetfulness, carelessness, health beliefs, financial constraints, emotional concerns, 

severity of disease, and so on. (Md et al., 2016)  

Adherence to medical therapy is considered the “new pharmacological problem.” 

According to the WHO, “maximizing the effectiveness of investments aimed at increasing 

compliance may have a far better impact on people’s health than any other progress in the 

therapeutic arena”. Despite the level of severity of the disease, poor adherence rate is 

recorded among COPD patients. (Sanduzzi et al., 2014) 

1.6.1 CLASSIFICATION OF ADHERENCE 

Classification of Non-adherence - Primary and secondary non-adherence. Primary 

nonadherence is when the patient fails to fill the medicines as prescribed. (Fischer et al., 

2010) Secondary Non-adherence means failing to take medicines even if the prescription 
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is filled. It could be overuse, underuse, or even alteration of the scheduled doses of 

medicine. 

The other classification of nonadherence is intentional and Unintentional. Intentional non-

adherence is when the patient actively decides to stop the medication. Patient cognition 

levels and personal beliefs are major factors in this type.  

Unintentional non-adherence is when there is a lack of knowledge in using the medicines, 

forgetfulness, etc. (Clifford et al., 2008; Lehane and McCarthy, 2007; Lowry et al., 2005; 

Wroe, 2002) 

Cognitive impairment is a notable problem among elderly people with COPD. (George and 

Bender, 2019) Difficulty in correctly executing the inhaler usage technique and sustaining 

it is a real challenge. Unlike Meter-dose inhalers and nebulisers, Dry powder inhaler 

requires forceful and fast inspiration for the medicines to get delivered to the lungs. (de 

Llano et al., 2018) 

Inhaled medications are the key essentials in controlling COPD and its exacerbations, but 

proper adherence and poor availability are major issues in Low-middle-income countries. 

According to a study done in Kyrgyzstan, 68.9% of the study population were buying 

respiratory medicines out-of-pocket. 68.3% reported financial cause as the root barrier to 

poor adherence, and 80% showed poor adherence. (Tabyshova et al., 2022) Associations 

have been found between poor disease outcomes (exacerbations) and Nonadherence and a 

higher health-economic burden in terms of direct and indirect costs. (Mäkelä et al., 2013a; 

Usmani et al., 2018) A similar study found that the total health care utilization 

reimbursement and co-payments account for a total of $331, where co-payments 

contributed to 22% of the patient’s annual income. (Tabyshova et al., 2021)  
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As of mean per capita out-of-pocket payments for health care by states in India (NSS 2004-

NSS 2014), Kerala has the highest number of households with Out-of-pocket payments and 

mean per capita out-of-pocket payments. (Pandey et al., 2018) 

1.6.2 Determinants of non-adherence to inhaled medication based on WHO 

As per the WHO, adherence is a multi-dimensional phenomenon. And there are five 

dimensions to it. Among them are factors like social and economic, the medical team 

assisting the patient, the health system, disease characteristics, the treatment, and patient-

related factors. Hence, it should be understood that the non-adherence is not just the 

patient's fault. (Organization, 2003) 

Table 1.1 Determinants of non-adherence to inhaled medication based on WHO 

Socioeconomic factors Socio-economic class 

Patient-related factors Social stigma, lack of knowledge about 

inhaled medication, 

inappropriate technique to use inhaled 

medication, and lack of follow-up. 

Therapy-related factors Duration of therapy, Complexity of 

treatment, Fixing dose 

Health care system factors Duration of travel, long waiting hours 

for the appointment, inadequate time 

for consultation, and the doctor-patient 

relationship 

Condition-related factor Acute attacks, comorbidities 

(Nazareth et al., 2023a)  
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1.6.3 Methods to measure adherence 

In OP settings, in order to measure adherence, a valid, reliable, and cost-effective method 

that is acceptable to both the patients and providers is necessary. Some of the methods are 

tracking of pharmacy refills, electronic monitoring, and self-reported questionnaires. All 

these methods are not perfect. Each has its limitations. 

The costliest scientific method is measuring the level of drugs or the metabolites in the 

blood, urine, or a biological marker that could confirm the intake. One of the limitations of 

this method, apart from being costly, is that pharmacokinetic variations could influence it. 

Information on the timing of medication intake and adherence variations between the visits 

cannot be measured here. 

On the other hand, a less expensive measurement method is comparing the number of doses 

taken to the number of doses prescribed. It will help us understand the number of pills that 

have been removed from the medicine bottle, and not the timing of the doses. Another 

limitation of this method is that patients could purposefully discard medicines to appear 

adherent, and they could also switch medications. 

Another method to measure adherence is self-reporting, but it is not an accurate method 

and has only moderate reliability. This method can affect the patient-provider relationship 

when compared to objective measures. 

Defined daily doses (DDD) that can be obtained from pharmacies are another method to 

assess adherence to long-term treatment medicines. The positive side of this study is that it 

avoids direct reminding of patients to take their medicines, which could eliminate bias. One 

of the negative sides is that it does not give information on the daily dose pattern of patients. 

The result of this method is that it gives an overestimated count of adherence since returned 

medicines are not considered.  
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Assessing self-reported asthma diaries is another method that could also give information 

on changes in the type of medication. However, the adherence to keeping a truthful diary 

could also be unreliable. 

The gold standard method is electronic monitoring since it has an advantage over other 

methods. This method can accurately measure dosage information. However, it is 

expensive, can be prone to malfunction, and cannot measure whether the patient has taken 

the medicine. 

Canister weighing is another simple method to track adherence. However, the patients 

could deliberately actuate the inhaler medicines, falsely indicating good adherence. 

Pharmacy refill records show patterns of medication refill. Refill records can be incomplete 

and difficult for providers to incorporate into their practice. Dumping means discarding 

medicines to appear compliant.   

The Morisky-Green test includes four questions related to forgetfulness, carelessness, 

stopping medication when feeling better, and discontinuing medicine when feeling worse, 

with incorrect answers indicating nonadherence.  

The Batalla test assesses patients' understanding of COPD. It involves understanding 

patients' awareness about the chronicity of the disease condition, which directly indicates 

the level of correct adherence. 

Combining the Batalla test with the Morisky scale is an effective method of measuring 

adherence. 

(J. Bourbeau and Bartlett, 2008; George et al., 2007; Leiva-Fernández et al., 2014; Rand 

and Wise, 1994; Rogliani et al., 2017) 
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1.6.4 Rationale:  

 Contemporary studies report that more than half of all people who are prescribed 

medication for the management of COPD do not adhere to therapy. Medication adherence 

is critical for managing COPD, yet it remains suboptimal. Poor adherence leads to more 

frequent exacerbations, hospitalizations, and healthcare costs. Currently, no studies in 

Kerala measure the adherence to inhaler therapy in COPD patients. This study aims to 

quantify the prevalence of medication adherence among COPD patients in rural 

Thiruvananthapuram and identify factors contributing to non-adherence. Understanding 

how cost-related, patient-related, therapy and healthcare system-related, behaviour-related, 

socio-economic status-related, disease-related, severity-related, and support-related factors 

impact adherence is essential. The study will provide insights into improving adherence, 

reducing the economic burden on patients, and enhancing COPD management in rural 

Kerala and similar regions by examining these factors. Understanding the prevalence of 

adherence and its impact on cost-related factors can guide the development of targeted 

interventions, improve healthcare access, and patient financial barriers. 

1.7 OBJECTIVES: 

1.7.1 Major Objective: 

To estimate the adherence to inhaler therapy in COPD patients 

1.7.2 Minor Objective: 

To identify the factors associated with adherence to inhaler therapy in COPD patients. 
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CHAPTER 2 

METHODOLODY 

2.1 Study design 

A cross-sectional survey was conducted among adult COPD patients residing in Rural 

Thiruvananthapuram, Kerala, to assess the adherence rate to Inhaler therapy.  

2.2 Study setting 

The study was conducted in Rural Thiruvananthapuram. The study participants were 

selected randomly from 72 wards.  

2.3 Study population 

Adult COPD patients residing in Rural Thiruvananthapuram who have been undergoing 

inhaler therapy for at least 1 year were approached to participate in the study. 

2.4 Sample size estimation 

The sample size was calculated using OpenEpi version 3.1 software. A recent study 

reported that adherence to inhaler therapy is 31.3% (Nazareth et al., 2023) Using this 

information, with a relative precision of 20%, a confidence interval of 95%, and a design 

effect of 1.5, and considering a 5% non-response rate, the final sample size was 339. 

2.5 Sample selection procedure  

Cluster sampling and simple random sampling were used as sampling strategies. Out of the 

11 blocks in rural Thiruvananthapuram, 4 blocks were selected using simple random 

sampling with the assistance of R software. Panchayaths were randomly chosen from each 

of these selected blocks, resulting in 12 panchayaths. wards were chosen through random 

sampling within each panchayath, yielding 48 wards. To achieve the target sample size of 
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224 participants, 4 to 5 individuals were selected from each ward for interviews. One 

eligible patient was chosen in each selected household using the lottery method.                                          

2.6 Sampling strategy 

 

 

 

 

 

4-5 patients from each ward 

Figure 1 Sampling Strategy 

2.7 Subject selection 

2.7.1 Inclusion criteria: 

 All adult diagnosed COPD patients prescribed Inhalers are included in the Line list of 

ASHA workers                                                  

2.7.2 Exclusion criteria: 

• Bedridden Patients  

• Those who are not willing to participate 

• Patients who are not prescribed inhalers 

• Patients diagnosed in less than 6 months 

2.8 Study duration 

The duration of data collection was 2 months, from 10th January 2025 to 14th March 2025. 

              4 blocks (out of 11 blocks) 

        3*4 panchayaths 

          4*12 wards 
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2.9 Data collection process 

A structured questionnaire schedule was developed in English and translated into 

Malayalam. The Morisky Green Levine scale was also administered to measure adherence. 

The patients to be interviewed were selected randomly in each ward from the line list 

maintained by the Accredited Social Health Activists (ASHA). Before going to each block 

and its respective wards, the respective ASHA workers, JPHN, and the medical officers 

were contacted and informed about the study. To each household, ASHA workers 

accompanied the principal investigator, which reduced the nonresponse rate, except in 

situations where the patients were at the work site. If more than one COPD patient was in 

a single household, one eligible person was selected using the lottery method, but there 

were very few situations. During the household visit, the investigator explained the purpose 

of the study. Then they were asked whether they are using inhaler therapy and are above 

18 years. After the confirmation of one eligible adult participant, the information sheet was 

explained. After clarifying their concerns, they were asked to sign the consent form. Then 

the interview was taken.  

2.10 Data collection tools 

The tool for data collection was a structured interviewer-administered questionnaire, which 

included the Morisky Green Levine Scale (MGL scale). Toward the end of the interview, 

the patients were also provided a paper illustration on how to use inhalers. The different 

sections of the questionnaire were as follows- 

• General Information 

• Socio-Demographic information 

• Socio-Economic information. 

• Cost-related information 
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• Behaviour-related information 

• Disease-related information 

• Treatment-related information 

• Severity Assessment – mMRC dyspnoea scale and exacerbation history. 

• Therapy and health system-related information 

• Support related information 

• Patient-related information 

• Morisky Green Levine Scale – measuring Adherence. 

 

2.11 Data entry and storage 

Data entry was done in the Open Data Kit (ODK) platform. PI is responsible for the data 

security and any breach of confidentiality. The online forms had no personal identifying 

information, and all the participants were coded with a unique participant ID. The online 

collected data was stored in a password-protected computer. 

2.12 OPERATIONAL DEFINITIONS OF VARIABLES 

2.12.1 Outcome variable 

Adherence 

Morisky-Green Levine scale is a 4-item tool, a self-reported yes/ no questionnaire, which 

consists of questions on Forgetfulness, Carelessness, medication-taking behaviour of the 

patients when they get worse and better. The tool measures scores from 0 (minimum) to 4 

(maximum). High adherence is for patients who score 0, 1-2 for medium adherence, and 3-

4 for low adherence.  

2.12.2 Independent variable 

The independent variables used were:   
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• Socio Demographic information included age, sex, religion, marital status, 

educational status, and occupational status. 

• Socio-Economic factors like household expenditure, medical expenditure, annual 

income, and ration card colour. 

• Cost-related information, such as the cost spent on treatment, and the availability 

of health insurance. 

• Behaviour-related information, like smoking status and cooking status. 

• Disease-related information, such as the number of years of COPD diagnosis, and 

the number of years of inhaler intake. 

• Treatment-related information, such as the name of the prescribed medicines and 

the type of inhaler, is also included 

• Severity Assessment – mMRC dyspnoea scale and exacerbation history. 

• Therapy and health system-related factors like treatment-seeking facility, SWAAS 

registration. 

• Support-related information, like hospital accompaniment. 

• patient-related information, like inhaler administration difficulty, stigma issues, 

etc. 

• Other factors like affordability, transportation facilities etc. 

2.13 Data analysis 

The data were analysed using R version 4.4.1. Frequencies and proportions were calculated 

for categorical variables, and the mean with standard deviation was computed for age. The 

adherence rate was determined by calculating the proportion of participants who scored 

high, medium, and low, along with their corresponding 95% confidence intervals. 

Associations between adherence and various factors—including socio-demographic, socio-

economic, cost-related, behaviour-related, disease-related, treatment-related, severity, 
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therapy, health system-related, support-related, and patient-related factors—were assessed 

using the Pearson chi-square test. To identify the most appropriate multivariable model, 

stepwise model selection based on the Akaike Information Criterion (AIC) was performed. 

The final multivariable logistic regression model included variables with the lowest AIC 

value, allowing for adjustment of potential confounders and identification of independent 

predictors of adherence. 

2.14 Ethical consideration 

The Institutional Ethics Committee of Sree Chitra Tirunal Institute for Medical Sciences 

and Technology, Thiruvananthapuram, Kerala, had reviewed the study and gave clearance 

to conduct the study (SCT/IEC/2349/DECEMBER/2024).  

Permission was obtained from the District Medical Officer for the study. Before moving to 

each ward, permission was obtained from the respective medical officer.  Participation in 

the study was completely voluntary. The interview was conducted only after obtaining 

informed consent from the participants. The participant's identity and personal information 

were kept confidential. All the copies of consent forms will be kept under the custody of 

the PI. 

2.15 Study Obstacle 

My calculated sample size was 339. However, due to an unforeseen strike by ASHA 

workers beginning in February, I was only able to collect data from 224 participants. The 

strike affected fieldwork significantly, as ASHA workers were unavailable to accompany 

me to the patients’ households, thereby limiting access and participation. 
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CHAPTER 3 

RESULTS 

This chapter presents the study's findings in detail and is divided into three sections. The 

first section outlines the baseline characteristics of the participants, including demographic 

information, socio-economic information, cost-related information, behaviour-related 

information, disease-related information, treatment-related information, severity 

assessment, therapy and health system-related information, support-related information, 

and patient-related information. The second section explores adherence scores and their 

categories. The third section examines the association between the independent variables 

and adherence. 

 3.1 Sociodemographic information of the participants  

The study included 224 participants with a mean age of 61 years (SD = 14), indicating that 

the population primarily consisted of middle-aged to elderly individuals. The gender 

distribution showed a slight predominance of females (53.6%) over males (46.4%). A 

majority of the participants were married (81.7%), while 18.3% were single. In terms of 

educational attainment, most participants had completed at least secondary school (40.1%), 

followed by those with primary education (33.5%) and less than primary education (17%). 

Only a small proportion had pursued higher education, with 8% having completed college 

or university and 1.4% having postgraduate qualifications. Regarding employment status, 

more than half of the participants (55.8%) were unemployed, while 30.8% worked as 

unskilled labourers, 9.4% as skilled workers, and 4% were government employees. In terms 

of religion, the majority identified as Hindu (68.3%), followed by Christians (23.2%) and 

Muslims (8.5%). This demographic profile reflects a predominantly low-income, middle-
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aged population with limited higher educational attainment and a significant level of 

unemployment. 

Table 3.1 Sociodemographic information 

Variable Frequency (N=224) 

Age of the participant in years 

Mean (SD) 

 61(14) 

Sex of the participants   

Male 104 (46.4%) 

Female 120 (53.6%) 

Marital Status   

Single 41 (18.3%) 

Married 182 (81.7%) 

Educational status   

Less than primary 38 (17.0%) 

Primary school completed 75 (33.5%) 

Secondary school completed 86 (40.1%) 

College /University completed 18 (8.0%) 

Post graduation completed 3 (1.4%) 

Employment status   

Government employee 9 (4.0%) 

Skilled worker 21 (9.4%) 

Unskilled worker 69 (30.8%) 

Unemployed 125 (55.8%) 

Religion   

Hindu 153 (68.3%) 

Christian 52 (23.2%) 

Muslim 18 (8.5%) 

 

3. 2 Socio-economic information  

In this study, 39.3% of participants reported having a known annual income, while 60.7% 

did not disclose their income. Among those who provided income details (N=136), the 

largest proportion (39%) reported earning more than ₹30,000 annually. Smaller segments 

fell into lower income brackets, with 12.5% earning up to ₹10,000, 5.1% between ₹10,001–

₹20,000, and 7.4% between ₹20,001–₹30,001. With regard to recent healthcare expenses, 

a vast majority (95.5%) reported medical expenditures of less than ₹5,000 in the past 30 

days, while only 4.5% had spent more than ₹5,000. In terms of ration card distribution, 
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which often serves as a socioeconomic indicator in India, 70.5% of participants held Below 

Poverty Line (BPL) ration cards, while 29.5% possessed Above Poverty Line (APL) cards. 

This data reflects a predominantly low-income population, with limited financial resources 

and high economic vulnerability, which may impact their ability to afford and adhere to 

consistent COPD treatment. 

Table 3.2 Socioeconomic information 

Variable Frequency 

Annual Income 
 

Yes 88 (39.3%) 

No   136 (60.7%) 

Annual income amount (N=136) 
 

Up to 10000 17 (12.5%) 

100001-20000 7 (5.1%) 

20001-30001 10 (7.4%) 

More than 30000 53 (39%) 

Medical expenditure for the last 30 days 
 

Less than 5000 214 (95.5%) 

More than 5000 9 (4.5%) 

Ration card type 
 

APL Ration card 65 (29.5%) 

BPL Ration card 158 (70.5%) 

 

3.3 Cost related information 

 In this study, over half of the participants (55%) reported not visiting an outpatient (OP) 

facility in the last 30 days, while 31% had visited at least once, and 13% reported more 

than one visit. When specifically considering OP visits due to respiratory illness, 60% had 

no such visits, 30% had visited once, and 9% had more than one visit. Regarding inpatient 

(IP) admissions, 75% of participants had never been admitted, while 25% had experienced 

at least one admission. IP admissions specifically due to respiratory illness were lower, 

with 80% never having such admissions, 17% having been admitted once, and 3% more 

than once. A significant proportion of participants (88.8%) reported spending money on 

inhaler therapy, with 87.5% of them spending less than ₹3,000 over the past three months, 
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and 12.5% spending more than ₹3,000. In terms of IP admission costs, 21.2% reported 

spending money for such care, while 78.8% incurred no expenses. When asked about health 

insurance coverage, 59% of the participants reported having some form of health insurance, 

while 28.8% did not, and 12.2% were unsure of their insurance status. Among those with 

insurance, 42% were covered under government schemes, and 16.5% under private 

insurance plans. Interestingly, 29.4% of the overall participants had no insurance at all, and 

12.1% were not aware of their insurance type. 

Table 3.3 Cost related information 

Variable Frequency 

Number of OP visits in the last 30 days   

Never 123(55.0%) 

At least once 70(31.0%) 

More than once 30(13.0%) 

Number of OP visits in the last 30 days due to 

respiratory illness 

  

Never 135(60.0%) 

At least once 68(30.0%) 

More than once 20(9.0%) 

Number of IP admissions   

Never 167(75.0%) 

At least once 56(25.0%) 

Number of IP admissions due to respiratory 

illness 

  

Never 179(80.0%) 

At least once 37(17.0%) 

More than once 7(3.0%) 

Any Money spent for inhaler    

Yes 198(88.8%) 

 No 23 (11.2%) 

Cost spent for Inhaler medicines in the past 3 

months (N= 198) 

  

Less than 3000 196(87.5%) 

More than 3000 27(12.5%) 

Any IP cost spent   

Yes 40(21.2%) 

No 175 (78.8%) 
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Possession of Health Insurance   

    Yes 131(59.0%) 

    No 64 (28.8%) 

    Don’t know 27 (12.2%) 

Type Of health Insurance (N= 131)   

Government insurance 94 (42.0%) 

    Private insurance 37 (16.5%) 

    No insurance 65 (29.4%) 

    Not aware 27 (12.1%) 

  

 

 3.4 Behaviour-related information 

In this study, 36.1% of the participants were current or former smokers, while a larger 

proportion, 63.9%, reported being non-smokers. Alcohol consumption was relatively rare, 

with only 7.2% reporting current alcohol use, and 92.8% abstaining. When looking at 

cooking habits, 43.9% had never cooked regularly, while 40.8% reported currently cooking 

on a regular basis. An additional 15.3% had cooked regularly in the past but no longer do 

so. Among those who currently cook (N=91), 77.5% reported having access to a separate 

kitchen, while 22.5% did not. 

Table 3.4 Behaviour-related information 

Variable Frequency 

Smoking status 
 

    Smoker 81 (36.1%) 

    Non-smoker 141 (63.9%) 

Alcohol consumption status 
 

    yes 16 (7.2%) 

    no 206 (92.8%) 

Cooking Status  
 

    Never cooked regularly 98 (43.9%) 

    Cooks regularly now 91 (40.8%) 

Cooked regularly in the past 34 (15.3%) 

Availability of a separate kitchen (N=89) (N=91) 

    Available 69 (77.5%) 

    Not available 20 (22.5%) 
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3.5 Disease-related information 

In terms of disease duration, the majority of participants (75%) had been diagnosed with 

COPD for more than five years, indicating a long-standing burden of illness in the study 

population. A smaller proportion had been diagnosed between three to five years ago 

(15%), while only 10% had received a diagnosis within the past three years. Regarding 

inhaler usage, 47.3% of the participants had been using inhalers for a period of 5 to 10 

years, and 16.1% had been using them for more than 10 years. Meanwhile, 36.6% had been 

on inhaler therapy for less than four years. 

Table 3.5 Disease-related information 

Variable Frequency 

Number of years since COPD diagnosis 
 

Less than 3 23(10.0%) 

3-5 years 33(15.0%) 

More than 5 years 165(75.0%) 

Number of years since Inhaler usage 
 

Less than 4 years 82(36.6%) 

5-10 years 106(47.3%) 

More than 10 years 35(16.1%) 

 

3.6 Treatment-related information 

The data on medication and inhaler use reveals that Foracort® was the most commonly 

used inhaler among participants, with 43% reporting its use. This was followed by Seroflo® 

(20%), Tiova® (13%), Levolin® (9.3%), and Asthalin® (6.7%). Additionally, 17% of 

participants reported using other types of inhalers. Regarding the type of inhaler devices 

used, a majority (55%) used metered-dose inhalers (MDIs) without spacers, while 27% 

used MDIs with spacers and 18% used dry powder inhalers (DPIs). In terms of the number 

of inhalers used, most participants (87%) used only one inhaler, 12.6% used two, and only 

0.4% reported using three inhalers. 
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Table 3.6 Treatment-related information 

Variable Frequency 

MEDICINES 
 

Foracort® 97 (43.0%) 

 Seroflo® 44 (20.0%) 

Levolin® 21 (9.3%) 

Tiova® 28 (13.0%) 

Asthalin® 15 (6.7%) 

 Others 52 (17.0%) 

TYPE OF INHALER    

Metered dose inhaler without spacer 123(55.0%) 

 Metered dose inhaler with spacer 61 (27.0%) 

 Dry powder inhaler 40 (18.0%) 

TOTAL NUMBER OF INHALERS USED   

    1 194 (87.0%) 

    2 29 (12.6%) 

    3 1 (0.4%) 

 

3.7 Severity of Chronic Obstructive Pulmonary Disease (COPD) 

 The majority of respondents (59%) were classified under GOLD E, indicating more 

frequent exacerbations or higher symptom burden. GOLD B accounted for 32% of the 

cases, reflecting individuals with significant symptoms but fewer exacerbations. A smaller 

proportion (8.6%) fell under GOLD A, representing those with milder symptoms and low 

risk of exacerbation. 

Table 3.7 Severity of Chronic Obstructive Pulmonary Disease 

Variable Frequency 

Severity Of COPD 
 

    GOLD A 19 (8.6%) 

    GOLD B 71 (32.4%) 

    GOLD E 134 (59%) 

  

 

Table 3.7.1: Gold category and ICS usage 

Category GOLD A  GOLD B GOLD E 

ICS  9(5.0%) 52(30.5%) 109(64.1%) 

No ICS 10(18.5%) 19(35.1%) 25(46.2%) 
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3. 8 Comorbidities  

 Approximately 68% of patients had at least one comorbidity, with the most prevalent being 

high blood pressure (38%), diabetes mellitus (28%), and heart disease (12%). Other notable 

conditions included thyroid disease (9.4%), dyslipidaemia (8.9%), and osteoporosis 

(6.3%). Rarer conditions, such as lung cancer, epilepsy, stroke, and liver failure, each 

accounted for less than 2% of cases. 

In terms of ongoing treatment, high blood pressure (37%) and diabetes mellitus (27%) were 

the most commonly managed conditions, followed by heart disease (12%). Treatment rates 

for other conditions, including osteoporosis (5.4%), lung cancer (1.3%), and rare disorders, 

were relatively low.  

Table 3.8 Comorbidities 

Variable Frequency 

Comorbidities (N= explain) 
 

 High blood pressure  85 (38.0%) 

 Diabetes mellitus 62 (28.0%) 

 Osteoporosis 14 (6.3%) 

 Heart disease 27 (12.0%) 

 Lung cancer 3 (1.3%) 

 Oral disease  2 (0.9%) 

Others 54 (24.3%) 

Treatment continuation () 
 

Diabetes mellitus 61 (27%) 

High blood pressure 83 (37%) 

Heart disease 27 (12%) 

 Lung cancer 3 (1.3%) 

Oral disease 2 (0.9%) 

 Osteoporosis 12 (5.4%) 

Others 52 (22.4%) 

 

3.9 Health system-related information 

A majority of individuals (75%) sought care from government facilities, with only 25% 

attending private centres. Proximity influenced facility choice for 36% of patients, while 
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affordability played a role for 58%. Trust in healthcare providers was relatively low, with 

only 29% citing it as a reason for selection, and just 17% felt that good quality care was 

provided. Minimal numbers considered shorter wait times or friendly staff important (each 

only 3%). Regarding awareness of the SWAAS program, 21% reported enrollment, 38% 

were not enrolled, and 41% were unaware of the program. Rehabilitation exercises were 

received by 59% of patients, predominantly from doctors (96.9%). Modified diet advice 

was given to 46%, while 54% did not receive any. Most patients (70%) paid for medicines 

out of pocket, often purchasing from local shops (70%), with a smaller proportion relying 

on government supply (8.5%) or a mix of both (19%). Nebulisation was reported by 52% 

of participants, and among them, 63% used it regularly. Emergency injections were 

administered to 51% of individuals. Inhaler device training was widely disseminated 

(92%), mainly by doctors (84%). However, 45% of patients reported difficulty acquiring 

medicines, and only 10% substituted inhalers with nebulisation. 

Table 3.9 Health system-related information 

Variable Frequency 

Treatment Seeking Facility 
 

Government facility 169 (75.0%) 

private 55 (25.0%) 

Reasons for seeking a facility 
 

Nearby Location 
 

Yes 81 (36.0%) 

No 143 (64.0%) 

Easily Affordable 
 

Yes 129 (58.0%) 

No 95 (42.0%) 

Trust over the provider 
 

Yes 66 (29.0%) 

No 158 (71.0%) 

Good quality care 
 

Yes 38 (17.0%) 

No 186 (83.0%) 

Shorter waiting time 
 

Yes 7 (3.0%) 

No 217 (97.0%) 
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Table 3.9 Health system-related information 

 

Friendly staff 
 

Yes 7 (3.0%) 

No 217 (97.0%) 

Registered Under SWAAS 
 

Yes 48 (21.0%) 

No 85 (38.0%) 

Don’t know 91 (41.0%) 

Received Rehabilitation Exercise 

Training 

 

Yes 132 (59.0%) 

No 92(41.0%) 

Training given by (N=132) 
 

Doctor 128 (96.9%) 

Nurse 4 (3.1%) 

Received Advice Regarding Modified 

Diet 

 

Yes 104 (46.0%) 

No 120(54.0%) 

Medicines for regular treatment 

obtained from 

 

Government supply 19 (8.5%) 

Out of pocket payment 157 (70.0%) 

Government supply and out of pocket 

payment 

42 (19.0%) 

ECHS 6 (2.5%) 

If out of pocket payment, Medicines 

Purchased From: 

 

Local medical shop 156 (70.0%) 

Janaushadhi store 25 (11.0%) 

Community pharmacy 10 (4.5%) 

Medical representatives 1 (0.4%) 

In house drug bank 12 (5.4%) 

Whether undergone Nebulisation 
 

Yes 116 (52.0%) 

No 108(48.0%) 

Frequency of Nebulisation (N=116) 
 

Regularly 74 (63.0%) 

Occasionally 35(31.0%) 

Rarely 7 (6.0%) 

Emergency Injection 
 

Yes 114 (51.0%) 

No 110(49.0%) 

Received Inhaler Device Usage 

Training 

 

Yes 206 (92.0%) 
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No 18(6.0%) 

Device Training obtained from 

(N=206) 

 

Doctor 188 (84.0%) 

Nurse 10 (9.4%) 

Pharmacists 8 (6.6%) 

Difficulty to Acquire Medicines 
 

Yes 100 (45.0%) 

No 124(55.0%) 

Substitution With Nebulisation 
 

Yes 23 (10.0%) 

No 201(90.0%) 

 

3.10 Support related factors 

Majority of patients (62%) were accompanied to the hospital, while 38% attended alone. 

Table 3.10 Support related factors 

Variable Frequency 

Accompaniment to the Hospital 
 

Yes 139 (62.0%) 

No  85(38.0%) 

 

3.11 Patient related factors 

 21% struggled with using their inhaler correctly. The most common issue was hand-mouth 

coordination (12%), followed by trouble holding the device (8.9%) and partial spray 

leakage (6.3%). A group of 3.6% found inhalers hard to use. 25% reported experiencing 

side effects from their medication. When it came to disease awareness, most patients (62%) 

felt moderately informed about their condition, while 26% believed they had a good 

understanding. However, 12% had poor knowledge about their illness. 
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Table 3.11 Patient related factors 

Variable Frequency 

Difficulty in Administering Inhaler 

Medicines 

 

Yes 46 (21.0%) 

No  178(79.0%) 

Type of difficulty faced (N=128) 
 

Difficult Hand and Mouth Coordination 27 (21.0%) 

Difficulty to Hold 20 (15.6%) 

Partial Outwards Spraying 14 (10.9%) 

Not Easy to Use 8 (0.06%) 

Side Effects 57 (44.5%) 

Other Difficulties 2 (0.0%) 

Difficulty to administer inhaler 

medicines when not at home 

 

Yes  0 

No  224(100%) 

How informed about the disease 
 

    moderately 134 (62.0%) 

    well 56 (26.0%) 

    Poorly 27 (12.0%) 

 

3.12 Adherence to inhaler medication 

It is measured using the Morisky Green Levine Scale, which shows various patterns of 

medication behaviour. A majority of individuals (84%) did not forget to take their 

medication, while 16% admitted to forgetfulness. Carelessness in medication management 

was reported by 32% of patients, while 68% denied it. A significant portion (58%) stopped 

using inhaler medication when they felt better, which might reflect a misunderstanding of 

the importance of continuous medication use. Conversely, only 4.5% of participants 

stopped their medication when their condition worsened. 
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When classified by adherence levels, 76% (CI of 66% - 84%) of individuals were Non-

adherent and 24% (CI of 16% - 34%) were adherent. 

Table 3.12 Adherence to inhaler medication 

Variable Frequency 

MORISKY GREEN LEVINE SCALE- 

ADHERENCE MEASURMENT 

 

Forgetfulness 
 

Yes 35 (16.0%) 

No 188(84.0%) 

Carelessness 
 

Yes 70 (32.0%) 

No 154(68.0%) 

Stops Inhaler medications when gets better 
 

Yes 131 (58.0%) 

No 93(42.0%) 

Stops Inhaler medications when gets worse 
 

Yes 10 (4.5%) 

No 214(95.5%) 

Classification of Adherence Level Based on 

Score  

 

    Low Adherence 10 (4.0%) 

    Medium Adherence 161 (72.0%) 

    High Adherence 53 (24.0%) 

Adherence by quantified method  

Adherent 115(51.3%) 

Non-Adherent 109(48.7%) 

 

 3.13 Other factors related to adherence 

 65% found medicines difficult to afford. Half of patients (50%) reported medicines 

running out too quickly, while 31% faced transportation issues accessing treatment. Fewer 

patients struggled with complicated regimens (5.0%), fear of side effects (10%), or lack of 

belief in medication (1.4%). Only 0.4% found usage instructions unclear. 
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Table 3.13 Other factors 

Variable Frequency 

Difficult to Afford Medicines 
 

Yes 145 (65%) 

No 78(35%) 

Difficulty in Transportation 
 

Yes 68 (31%) 

No 154(68.7%) 

Medicines Gets Over 

Quickly 

 

Yes 111 (50%) 

No 112(50%) 

Instruction to Use Medicines are not clear 

 

Yes 1 (0.4%) 

No 223(99.5%) 

Complicated treatment 

regime 

 

Yes 11 (5.0%) 

No 213(95%) 

Fear of the Side Effects 
 

Yes 23 (10%) 

No 200(85%) 

No Belief Upon Medication 
 

Yes 3 (1.4%) 

No 221(98.6%) 

 

3.14 Association of Adherence with the Independent Variables  

Association of independent variables with adherence are shown from Table 3.14.1 to 

3.14.12. A statistically significant association was observed between marital status and 

adherence (p = 0.041), with a higher adherence rate among single individuals (31.7%) 

compared to married participants (21.4%). Work status also showed a strong association 

with adherence (p < 0.001); notably, skilled workers had the highest adherence (57.1%) 

while unskilled workers and government employees had substantially lower adherence 

rates (13.2% and 11.1%, respectively). Although not statistically significant, trends were 

noted in adherence rates increasing with higher educational attainment, with 38.9% 
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adherence among university graduates. Participants who had spent more medical expenses 

in the last 30 days showed markedly higher adherence (66.7%) compared to those who 

spent less (21.5%, p = 0.006). Similarly, APL ration card holders were more seen to be 

adherent (35.4%) than BPL card holders (18.4%, p = 0.006). Adherence was 24.4% among 

those who spent on inhalers vs. only 8.3% among those who did not with a statistical 

significance of 0. 012.The type of healthcare facility used was strongly associated with 

adherence (p < 0.001). Those visiting private facilities had substantially higher adherence 

(43.4%) than those using government services (16.7%). Registration under SWAAS 

programme also showed significance (p = 0.024), with higher adherence among those not 

registered or unaware of the program compared to those registered. Difficulty in acquiring 

medicines was associated with lower adherence (16.0% vs 29.3%, p = 0.02). Similarly, 

those who reported difficulty in affording medications (p = 0.009), transportation issues 

(p = 0.017), or who experience quick exhaustion of medicines (p < 0.001) were 

significantly less adherent. Only 17.9% of those who couldn’t afford medicines were 

adherent vs. 33.3% who could.13.2% adherence in those with transportation problems vs. 

27.9% without. Just 12.6% adherence among those who ran out of medicines, compared to 

33.9% who didn’t. Those who were well-informed about their disease tended to be more 

adherent (33.3%) compared to those with moderate or poor understanding. Inhaler device 

training did not reach significance, but a trend toward better adherence among those trained 

by a doctor was observed. 
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Table 3.14.1 Association of Sociodemographic Factors with Adherence 

Variable N Adherence  p-value  

Chi-

square   
Adherent Non-Adherent 

 

Age of the participants in years (Median, SD) 61 (14) 

                                                                                

Gender 
   

0.40 

Female 119 25 (21.0%) 94 (79.0%) 
 

Male 104 27 (26.0%) 77 (74.0%) 
 

Religion 
   

0.50 

Christian 52 15 (28.8%) 37 (71.2%) 
 

Hindu 153 34 (22.2%) 119 (77.8%) 
 

Muslim 18 3 (16.7%) 15 (83.3%) 
 

Marital Status 
   

0.041 

Married 182 39 (21.4%) 143 (78.6%) 
 

Single 42 13 (31.7%) 28 (68.3%) 
 

Education Status 
   

0.09 

Less than primary 

school 

38 4 (10.5%) 34(89.5%) 
 

Primary school 

completed 

75 16 (21.3%) 59 (78.7%) 
 

Secondary school 

completed 

85 22 (25.9%) 63 (74.1%) 
 

University completed 18 7 (38.9%) 11 (61.1%) 
 

Postgraduate degree 3 1 (33.3%) 2 (66.7%) 
 

other 4 2 (50.0%) 2 (50.0%) 
 

Work Status 
   

                                    

<0.001 

Government employee 9 1 (11.1%) 8 (88.9%) 
 

Skilled worker 21 12 (57.1%) 9 (42.9%) 
 

Unemployed 125 30 (24.0%) 95 (76.0%) 
 

Unskilled worker 68 9 (13.2%) 59 (86.8%) 
 

 

Table 3.14.2 Association of Socioeconomic factors with Adherence 

Variable N Adherence  p-value 

Chi-

square   
Adherent Non-Adherent  

 

Amount of annual income 
   

0.50 

    Up to 10000 17 1(5.9%) 16 (94.1%) 
 

    10001-20000 7 2 (28.6%) 5 (71.4%) 
 

    20001-30001 10 2 (20.0%) 8 (80.0%) 
 

    More than 30000 53 14 (26.4%) 39 (73.6%) 
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Medical expenditure in the 

past 30 days 

   
0.006 

    Less than 5000 214 46 (21.5%) 168 (78.5%) 
 

    More than 5000 9 6 (66.7%) 3(33.3%) 
 

Ration Card Type 
   

0.006 

    APL Ration card 65 23 (35.4%) 42 (64.6%) 
 

    BPL ration card 158 29 (18.4%) 129 (81.6%) 
 

 

Table 3.14.3 Association of Cost related factors with Adherence 

Variable N Adherence  p-value 

 Chi square 

  
Adherent Non-

Adherent 

 

Number of OP Visits in the last 

30 days 

   
0.20 

    At least once 70 19(27.1%) 51 (72.9%) 
 

    More than once 30 10 (33.3%) 20(66.7%) 
 

    Never 123 23(18.7%) 100 (81.3%) 
 

Number of OP Visits in the last 30 

days due to respiratory illness 

  
0.50 

    At least once 68 19 (27.9%) 49 (72.1%) 
 

    More than once 20 5 (25.0%) 15 (75.0%) 
 

    Never 135 28 (20.7%) 107 (79.3%) 
 

Number of IP Admission in the 

last 30 days 

   
                                                

>0.9 

    At least once 56 10 (21.4%) 44 (78.6%) 
 

    Never 167 40 (24.0%) 127 (76.0%) 
 

Number of IP Admission in the last 30 

days due to respiratory illness 

  
0.70 

At least once 37 7 (18.9%) 30 (81.1%) 
 

More than once 7 2 (28.6%) 5 

(71.4%) 

 

Never 179 43 (24.0%) 136 (76.0%) 
 

Any money spent on Inhaler 
   

0.012 

Yes 197 48 (24.4%) 149 (75.6%) 
 

No 24 2 (8.3%) 22 (91.7%) 
 

Cost of Inhalers in the past 3 

months 

   
0.70 

Less than 3000 196 45 (23.0%) 151 (77.0%) 
 

More than 3000 27 7 (25.9%) 20(74.1%) 
 

Any IP admission cost 
   

0.20 

Yes 40 12 (30.0%) 28 (70.0%) 
 

No 176 40 (22.7%) 136 (77.3%) 
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Possession Of Health 

insurance 

   
0.30 

Yes 131 26 (19.8%) 105 (80.2%) 
 

No 65 19 (29.2%) 46 (70.8%) 
 

Don’t know 27 7 (25.9%) 28 (75.7%) 
 

Type of Health Insurance 
   

0.60 

Government insurance 94 17 (18.1%) 77 (81.9%) 
 

Private insurance 37 9 (24.3%) 8 (80.0%) 
 

No insurance 65 19 (29.2%) 46 (70.8%) 
 

Not aware 27 7 (25.9%) 20 (74.1%) 
 

 

Table 3.14.4 Association of Behaviour related factors with adherence 

Variables N Adherence  p-value 

Chi-square   
Adherent Non-Adherent 

 

Smoking Status 
   

0.20 

    Smoker 81 21 (25.9%) 60 (74.1%) 
 

    Never 141 30 (21.3%) 111 (78.7%) 
 

Alcohol consumption 

status 

   
0.40 

    Yes 16 2 (12.5%) 14 (87.5%) 
 

    No 205 50 (24.4%) 155 (75.6%) 
 

Cooking Status 
   

0.80 

    Never cooked regularly 98 22 (22.4%) 76 (77.6%) 
 

    Cooks regularly now 90 23 (25.6%) 67 (74.4%) 
 

    Cooked regular in the 

past 

34 7 (20.6%) 27 (79.4%) 
 

Availability of a Separate 

Kitchen  

   
0.40 

   Available 68 16 (23.5%) 52 (76.5%) 
 

   Not available 20 7 (35.0%) 13 (65.0%) 
 

 

Table 3.14.4 Association of Disease related factors with Adherence 

Variable N Adherence  p-value 

 Chi-

square   
Adherent Non-Adherent 

 

Number of years since COPD 

diagnosis 

   
0.091 

Less than 3 years 26 7 (26.9%) 19 (73.1%) 
 

 3-5 years 32 12 (37.5%) 20 (62.5%) 
 

More than 5 years 165 33 (20.0%) 132 (80.0%) 
 



 

43 
 

Number of years since Inhaler 

usage 

   
0.70 

    5-10 106 22 (20.8%) 84 (79.2%) 
 

    Less than 5 Years 82 21 (25.6%) 61 (74.4%) 
 

    More than 10 years 35 9 (25.7%) 26 (74.3%) 
 

 

Table 3.14.5 Association of Treatment related factors with Adherence 

 

Variable N Adherence p-value 

Chi-square   
Adherent Non-Adherent 

 

 Foracort® 
   

0.70 

    Yes 97 24 (24.7%) 73(75.3%) 
 

    No 126 28 (22.2%) 98 (77.8%) 
 

Seroflo® 
   

0.50 

    Yes 44 12 (27.3%) 32 (72.7%) 
 

    No 179 40 (22.3%) 139 (77.7%) 
 

Levolin® 
   

0.20 

    Yes 21 2 (9.5%) 19 (90.5%) 
 

    No 202 50 (24.8%) 152 (75.2%) 
 

 Tiova® 
   

0.80 

    Yes 28 7 (25.0%) 21 (75.0%) 
 

    No 195 45 (23.1%) 150 (76.9%) 
 

 Asthalin® 
   

0.50 

    Yes 15 2 (13.3%) 13 (86.7%) 
 

    No 208 50 (24.0%) 158(76.0%) 
 

Type of Inhaler 
    

 Metered dose 

Without Spacer 

   
                                                

>0.9 

    Yes 126 29 (23.0%) 97 (77.0%) 
 

    No 97 23 (23.7%) 74 (76.3%) 
 

 Metered dose With 

Spacer 

   
0.20 

    Yes 61 18 (29.5%) 43 (70.5%) 
 

    No 162 34 (21.0%) 128 (79.0%) 
 

 Dry Powder 
   

0.20 

    Yes 39 6 (15.4%) 33 (84.6%) 
 

    No 184 46 (25.0%) 138 (75.0%) 
 

Total Number of 

Inhalers Used 

   
0.40 

    1 193 48 (24.9%) 145 (75.1%) 
 

    2 29 4 (13.8%) 25 (86.2%) 
 

    3 1 0 (0.0%) 1 (100.0%) 
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Table 3.14.6 Association of severity with Adherence 

Variable N                   Adherence  p-value 

 Chi Square    
Adherent Non-Adherent 

 

Severity of COPD 
   

0.20 

    Gold A 19 4 (22.2%) 14 (77.8%) 
 

    Gold B 73 22 (30.1%) 51 (69.9%) 
 

    Gold E 132 26 (19.7%) 106 (80.3%) 
 

 

Table 3.14.7 Association of Comorbidities with Adherence 

Variable N Adherence  p-value  

Chi 

square  

Comorbidities 
 

Adherent Non-Adherent 0.50 

 High blood pressure  85 16 (18.8%) 69 (81.2%) 
 

 Diabetes mellitus 62 13 (21.0%) 49 (79.0%) 
 

 Osteoporosis 14 5 (35.7%) 9 (64.3%) 
 

 Heart disease 27 3 (11.1%) 24 (88.9%) 
 

 Lung cancer 3 2 (66.7%) 1 (33.3%) 
 

 Oral disease  2 0 (0.0%) 2 (100.0%) 
 

Other Comorbidities 50 10 (20.0%) 40 (80.0%) 
 

Treatment continuation  
   

0.70 

Diabetes mellitus 61 13 (21.3%) 48 (78.7%) 
 

High blood pressure 83 16 (19.3%) 67 (80.7%) 
 

Heart disease 27 3 (11.1%) 24 (88.9%) 
 

 Lung cancer 3 2 (66.7%) 1 (33.3%) 
 

Oral disease 2 0 (0.0%) 2 (100.0%) 
 

 Osteoporosis 12 4 (33.3%) 8 (66.7%) 
 

Others 47 10 (21.3%) 37 (78.7%) 
 

 

Table 3.14.8 Association of health system-related factors with adherence 

Variable N Adherence  p-value  

Chi-

square   
Adherent Non-Adherent 

 

Treatment Seeking Facility 
   

<0.001 

   Government facility 168 28 (16.7%) 140 (83.3%) 
 

    Private 55 21 (43.4%) 31 (56.6%) 
 

Reasons for seeking a 

facility 

    

Nearby location 
   

0.20 

    Yes 81 15 (18.5%) 66 (81.5%) 
 

    No 142 37 (26.1%) 105 (73.9%) 
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Table 3.14.9 Association of health system-related factors with adherence 

 

 

Easily Affordable 
   

0.028 

    Yes 128 23 (18.0%) 105 (82.0%) 
 

    No 95 29 (30.5%) 66 (69.5%) 
 

Trust Over the Provider 
   

0.40 

    Yes 66 18 (27.3%) 48 (72.7%)  

    No 157 34 (21.7%) 123 (78.3%) 
 

Good Quality Treatment 
   

0.03 

    Yes 38 14 (36.8%) 24 (63.2%) 
 

    No 185 38 (20.5%) 147 (79.5%) 
 

Shorter Waiting Time 
   

0.70 

    Yes 7 2.0 (28.6%) 5.0 (71.4%) 
 

    No 216 50.0 (23.1%) 166.0 (76.9%) 
 

Staff Availability and Co-

operation 

   
0.70 

    Yes 7 2.0 (28.6%) 5.0 (71.4%) 
 

    No 216 50.0 (23.1%) 166.0 (76.9%) 
 

Other Reasons 
   

0.14 

    Yes 3 2.0 (66.7%) 1.0 (33.3%) 
 

    No 220 50.0 (22.7%) 170.0 (77.3%) 
 

Registered Under SWAAS 
   

0.024 

    Yes 48 7.0 (14.6%) 41.0 (85.4%) 
 

    No 85 28.0 (32.9%) 57.0 (67.1%) 
 

    Don’t know 90 17.0 (18.9%) 73.0 (81.1%) 
 

Received Rehabilitation 

Exercise Training 

   
0.60 

    yes 132 29.0 (22.0%) 103.0 (78.0%) 
 

    no 92 23.0 (25.3%) 68.0 (74.7%) 
 

 Training given by 
   

0.20 

    Doctor 128 26.0 (20.5%) 101.0 (79.5%) 
 

    Nurse 4 2.0 (50.0%) 2.0 (50.0%)  

Advice Regarding 

Modified Diet 

   
0.20 

    Yes 104 28.0 (26.9%) 76.0 (73.1%) 
 

    No 119 24.0 (20.2%) 95.0 (79.8%) 
 

Medicines for Regular 

Treatment Obtained From 

   
0.70 

Government supply  19 3.0 (15.8%) 16.0 (84.2%) 
 

Out-of-pocket payment 156 39.0 (25.0%) 117.0 (75.0%) 
 

 Government supply and 

out-of-pocket payment 

42 8.0 (19.0%) 34.0 (81.0%) 
 

    ECHS 6 2.0 (33.3%) 4.0 (66.7%) 
 

Out-of-pocket payment 
   

0.60 

    Local medical shop 155 40.0 (25.8%) 115.0 (74.2%) 
 

    Janaushadi 25 3.0 (12.0%) 22.0 (88.0%) 
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Table 3.14.10 Association of health system-related factors with adherence 

 

    Community pharmacy 10 3.0 (30.0%) 7.0 (70.0%) 
 

    In-house drug Bank  12 3.0 (25.0%) 9.0 (75.0%) 
 

    Medical representative 1 0.0 (0.0%) 1.0 (100.0%) 
 

Whether Undergone 

Nebulisation 

   
0.30 

    Yes 116 24.0 (20.7%) 92.0 (79.3%) 
 

    No 107 28.0 (26.2%) 79.0 (73.8%) 
 

Frequency of Nebulisation 

(N= 116) 

   
0.50 

    Regularly 74 15.0 (20.3%) 59.0 (79.7%) 
 

    Occasionally 30 5.0 (16.7%) 25.0 (83.3%) 
 

    Rarely 8 3.0 (37.5%) 5.0 (62.5%) 
 

Emergency Injection 
   

0.40 

    Yes 114 24.0 (21.1%) 90.0 (78.9%) 
 

    No 109 28.0 (25.7%) 81.0 (74.3%) 
 

Received Inhaler device 

usage Training 

   
0.60 

    Yes 205 46.0 (22.4%) 159.0 (77.6%)  

    No 17 5.0 (29.4%) 12.0 (70.6%) 
 

Device Training By 
   

0.10 

    Doctor 187 39.0 (20.9%) 148.0 (79.1%) 
 

    Nurse 18 6.0 (33.3%) 12.0 (66.7%) 
 

    Pharmacist 15 5.0 (33.3%) 10.0 (66.7%) 
 

Difficulty to Acquire 

Medicines 

   
0.02 

    Yes 100 16.0 (16.0%) 84.0 (84.0%) 
 

    No 123 36.0 (29.3%) 87.0 (70.7%) 
 

Substitution With 

Nebulisation 

   
0.20 

    Yes 24 3.0 (12.5%) 21.0 (87.5%) 
 

    No 196 46.0 (23.5%) 150.0 (76.5%) 
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Table 3.14.11 Association of Support related factors with Adherence 

Variable  N Adherence p-value 

Chi-

square   
Adherence  Non-Adherent 

 

Does anyone accompany to 

the Hospital 

   
0.60 

    Yes 138 30.0 (21.7%) 108.0 (78.3%) 
 

    No 84 22.0 (26.2%) 62.0 (73.8%) 
 

Does anyone need to remind 

of Medication 

   
0.40 

    Yes 30 5.0 (16.7%) 25.0 (83.3%) 
 

    No 193 47.0 (24.4%) 146.0 (75.6%) 
 

 

 

Table 3.14.12 Association of patient-related factors with Adherence 

 

Variable  N Adherence p-value 

Chi-

square   
Adherent Non-Adherent 

 

Difficulty in Administering 

Medicines 

   
0.30 

    Yes 46 8.0 (17.4%) 38.0 (82.6%) 
 

    No 177 44.0 (24.9%) 133.0 (75.1%) 
 

Partial Outwards Spraying 
   

0.50 

    Yes 14 2.0 (14.3%) 12.0 (85.7%) 
 

    No 209 50.0 (23.9%) 159.0 (76.1%) 
 

Difficult Hand and Mouth 

Coordination 

   
0.11 

    Yes 27 3.0 (11.1%) 24.0 (88.9%) 
 

    No 196 49.0 (25.0%) 147.0 (75.0%) 
 

Difficulty to Hold the 

Inhaler 

   
0.60 

    Yes 20 3.0 (15.0%) 17.0 (85.0%) 
 

    No 203 49.0 (24.1%) 154.0 (75.9%) 
 

Inhaler type not easy to use 
   

0.20 

    Yes 8 0.0 (0.0%) 8.0 (100.0%) 
 

    No 215 52.0 (24.2%) 163.0 (75.8%) 
 

Other Difficulties 
   

0.054 

    Yes 2 2.0 (100.0%) 0.0 (0.0%) 
 

    No 221 50.0 (22.6%) 171.0 (77.4%) 
 

 Side Effects 
   

0.80 

    Yes 57 14.0 (24.6%) 43.0 (75.4%) 
 

    No 165 38.0 (23.0%) 127.0 (77.0%) 
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Patients’ information on the 

disease 

   
0.071 

    Well 63 21.0 (33.3%) 42.0 (66.7%) 
 

    Moderately 133 27.0 (20.3%) 106.0 (79.7%) 
 

    Poorly 27 4.0 (14.8%) 23.0 (85.2%) 
 

 

Table 3.14.13 Association of other factors with adherence 

Variable N Adherence 
 

  
Adherent Non-Adherent P-value 

Chi-square 

Difficult to Afford Medicines 
   

0.009 

    Yes 145 26.0 (17.9%) 119.0 (82.1%) 
 

    No 78 26.0 (33.3%) 52.0 (66.7%) 
 

Difficulty in Transportation 
   

0.017 

    Yes 68 9.0 (13.2%) 59.0 (86.8%) 
 

    No 154 43.0 (27.9%) 111.0 (72.1%) 
 

Medicines Get Over Quickly 
   

<0.001 

    Yes 111 14.0 (12.6%) 97.0 (87.4%) 
 

    No 112 38.0 (33.9%) 74.0 (66.1%) 
 

Instructions for Using 

Medicines Not Clear 

   
0.2 

    Yes 1 1.0 (100.0%) 0.0 (0.0%) 
 

    No 222 51.0 (23.0%) 171.0 (77.0%) 
 

Complicated Treatment 
   

0.071 

    Yes 11 0.0 (0.0%) 11.0 (100.0%) 
 

    No 211 52.0 (24.6%) 159.0 (75.4%) 
 

Fear of the Side Effects 
   

0.8 

    Yes 23 5.0 (21.7%) 18.0 (78.3%) 
 

    No 200 47.0 (23.5%) 153.0 (76.5%) 
 

No Belief In Medication 
   

>0.9 

 

3.15 Factors Associated with Adherence: Results from Multivariable Regression 

Variable selection for the final model was guided by the Akaike Information Criterion 

(AIC), with the model having the lowest AIC selected as the best fit. The final model 

included four key variables: work status, medical expenditure in the past 30 days, 

treatment-seeking facility, and difficulty in affording medicines. Compared to government 

employees, skilled workers had significantly lower odds of non-adherence to inhaler 

therapy (AOR = 0.10, 95% CI: 0.00–0.71, p = 0.047), suggesting they were more likely to 
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adhere to inhaler therapy. No statistically significant differences were observed for 

unskilled workers or unemployed individuals relative to government employees. 

Participants who spent more than Rs. 5000 on medical expenses in the last month had 

significantly lower odds of non-adherence compared to those who spent less than Rs. 5000 

(AOR = 0.17, 95% CI: 0.02–0.91, p = 0.048). This indicates better adherence among 

individuals with higher medical spending. Patients who sought care from private facilities 

were significantly less likely to be non-adherent compared to those attending government 

facilities (AOR = 0.39, 95% CI: 0.18–0.82, p = 0.013), suggesting higher adherence in the 

private sector. Although participants who reported difficulty affording medications had 

higher odds of non-adherence (AOR = 1.94, 95% CI: 0.94–3.97), this association did not 

reach statistical significance (p = 0.071). 
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Table 3.15.1 Multivariable regression of variables obtained from the best-fit model 

 

 

 

 

 

 

 

Variable N 
  

Adjust

ed 

Odds 

ratio 

95% 

CI 

p-

value 

  
Adherent Non 

adherent 

   

Work Status 
      

    Government employee 9 1.0 (11.1%) 8.0 

(88.9%) 

— — 
 

    Skilled worker 21 12.0 

(57.1%) 

9.0 

(42.9%) 

0.1 0.00, 

0.71 

0.047 

    Unemployed 12

5 

30.0 

(24.0%) 

95.0 

(76%) 

0.28 0.01, 

1.76 

0.3 

    Unskilled worker 68 9.0 (13.2%) 59.0 

(86.8%) 

0.57 0.03, 

3.92 

0.6 

Medical expenditure in the 

past 30 days 

      

    Less than 5000 21

4 

46.0 

(21.5%) 

168.0 

(78.5%) 

— — 
 

    More than 5000 9 6.0 (66.7%) 3.0 

(33.3%) 

0.17 0.02, 

0.91 

0.048 

Treatment Seeking Facility  
     

    Government 16

8 

28.0 

(16.7%) 

140.0 

(83.3%) 

— — 
 

    Private 53 23.0 

(43.4%) 

30.0 

(56.6%) 

0.39 0.18, 

0.82 

0.013 

    Other 2 1.0 (50.0%) 1.0 

(50.0%) 

0.19 0.01, 

5.43 

0.3 

Difficult to Afford 

Medicines 

      

    Yes 95 23.0 

(18.0%) 

105.0 

(82.0%) 

1.94 0.94, 

3.97 

0.071 

    No 12

8 

29.0 

(30.5%) 

66.0 

(69.5%) 

— — 
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Chapter 4 

4.1 Discussion  

 

This section has a detailed discussion of the study findings. The study aimed to find the 

extent of adherence to inhaler therapy among COPD patients in Rural Thiruvananthapuram. 

For this, a cross-sectional survey was done among 224 patients from the Line list of ASHA 

workers. The study also intends to explore the demographic characteristics, socio-economic 

information, cost-related information, behaviour-related information, disease-related 

information, treatment-related information, severity assessment, therapy and health 

system-related information, support-related information, and patient-information that can 

be associated with treatment adherence. 

In this study, the mean age of the participants was 61 years (SD=14 years), unlike studies 

that mainly included much older patients. (Humenberger et al., 2018a; Izquierdo-Condoy 

et al., 2025) Most of the COPD-related studies showed male dominance. (Humenberger et 

al., 2018a) However, this study has a slightly higher proportion of female participants. This 

could be because COPD prevalence and incidence are showing an upward trend in women. 

(Suh et al., 2008) It could also be due to the peculiar distribution of the Line list handled 

by the ASHA workers, or it could be due to the timing of the cross-sectional study, which 

provided more female participants compared to other studies. The majority of participants 

(70.5%) belonged to households holding a Below Poverty Line (BPL) ration card, while 

only 29.5% held an Above Poverty Line (APL) ration card. This distribution indicates that 

a substantial proportion of the study population came from lower socioeconomic 

backgrounds. A very minority of the participants had only done higher education as well 
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(9.4%). These findings are very similar to other studies. (Alexander et al., 2025; Nazareth 

et al., 2023a) 

The findings indicated that skilled workers demonstrated better adherence to inhaler 

therapy when compared to government employees. Additionally, individuals who sought 

care from private healthcare facilities showed higher adherence levels than those attending 

government facilities. 

The study findings indicated registration under the SWAAS program and their adherence 

to inhaler therapy is associated. Participants who were registered under SWAAS had lower 

adherence compared to those who were not registered or were unaware of their registration 

status. Interestingly, adherence was highest among those not registered under SWAAS, and 

lowest among those who were registered. SWAAS, while designed to improve access to 

care and provide free medications, may not be effectively implemented in all parts of Rural 

Thiruvananthapuram. Patients might be enrolled but may not consistently receive follow-

up, counselling, or medication supply. Alternatively, the lower adherence among SWAAS-

registered patients may reflect that this group includes more severe or long-standing cases, 

where adherence challenges are more common despite program support. 

This study findings show that people with higher medical expenditures are more likely to 

be adherent to inhaler therapy. This is in contrast to a study (Mäkelä et al., 2013b) which 

says that good adherence to treatment is generally associated with reduced healthcare 

utilization. However, this relationship between adherence and medical expenditure can 

vary depending on the severity of the disease and people who follow their treatment plan 

closely may have to spend more money on medications. Similarly, patients who have faced 

affordability issues tend to be more non- adherent than those who do not have such 

difficulties. The non-adherence rate in this study is 76%, which is higher than several other 
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previous studies. (Turégano-Yedro et al., 2023) The major reason for non-adherence found 

is stopping medication when feeling better (58%). This is followed by Forgetfulness (16%), 

the second highest reason for Non-Adherence These findings are similar to that of the given 

study (Fugate et al., 2015) The reasons for such behaviour could be mainly attributed to the 

chronic nature of the disease, high cost of the inhalers. 87.4% of the patients who faced the 

problem of quick exhaustion of medicines were found to be non-adherent. 

 According to the GOLD guidelines, single-inhaler therapy is associated with better 

treatment adherence. In this study, 87% of the patients were prescribed single inhalation 

therapy. Despite this, the actual adherence rate was only 24% suggesting that other factors 

also significantly influence adherence.  

(Global Initiative for Chronic Obstructive Lung Disease - GOLD, 2025) 

As per this study, only 32.6% of the patients using MDIs use them with spacers, among 

which a significant proportion are non-adherent (70.5%). The underusage of the spacers 

could be linked to the high cost of treatment borne by the patients. But studies show that 

using a spacer could enhance therapeutic effectiveness by increasing bronchodilation, 

making it a valuable tool in proper disease management. (Vincken et al., 2018) 

According to some studies, difficulty using inhalers in the public setting was identified as 

a potential barrier to adherence. (Nazareth et al., 2023b) However, none of the patients 

experienced such a barrier in this study. One of the reasons could be that most of the patients 

had been diagnosed with COPD for more than 5 years. Hence, over time, they may have 

become more comfortable with their condition and adjusted to using inhalers in public.  

According to the GOLD guidelines, inhaled corticosteroids are recommended to be used 

only by patients who belong to the most severe category that is, GOLD E, as they 

experience two or more exacerbations per year. (Savran et al., 2021) Despite these 
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guidelines, the study findings say that 35.5% of the patients outside this group use ICS, that 

is GOLD A and GOLD B. (Table 3.7.1) 

4.2 Strength of the study: 

• Focus on a High-Burden, Understudied Area: The study targets explicitly COPD 

patients in rural Thiruvananthapuram, a population with limited previous research, 

addressing a critical knowledge gap. 

• Use of Validated Measurement Tool: Adherence to inhaler therapy was assessed 

using the Morisky Green Levine Medication Adherence Scale, a well-established 

and validated tool, enhancing the reliability of findings. 

• Community-Based, Real-World Data Collection: Participants were recruited from 

line lists maintained by Accredited Social Health Activists (ASHA), ensuring 

representation from grassroots healthcare systems and capturing real-world 

adherence behaviours. 

 

• Comprehensive Assessment of Determinants: The study not only measured 

adherence rates but also systematically examined a wide range of socio-

demographic, economic, behavioural, and healthcare-related factors influencing 

adherence. 

• Robust Analytical Approach: Multivariable logistic regression with model selection 

based on Akaike Information Criterion (AIC) strengthened the identification of 

independent predictors, minimizing overfitting and enhancing analytical rigor. 
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• Policy and Programmatic Implications: Findings offer practical insights for 

improving government programs like SWAAS and inform strategies to make 

inhaler therapy more affordable and accessible. 

• Identification of Behavioural Barriers: By highlighting issues like forgetfulness and 

symptom-driven discontinuation, the study points toward modifiable behavioural 

factors that could be targeted in adherence-improvement interventions. 

 

4.3 Limitations of the study 

• Cross-Sectional Design: The study’s cross-sectional nature limits the ability to 

establish causal relationships between associated factors and adherence behaviour. 

• Self-Reported Data: Adherence was measured through self-reported responses, 

which may be influenced by social desirability bias and recall bias, potentially 

leading to over- or underestimation of accurate adherence rates. Data on 

Prescription refill analysis would have improved the validity of the findings.  

• Incomplete Exploration of Clinical Variables: Clinical severity of COPD (e.g., 

spirometry data) was not assessed, which could influence adherence and health 

outcomes. 

• Limited Generalizability: Findings are specific to rural regions of 

Thiruvananthapuram and may not be directly generalizable to urban settings or 

other rural populations with different healthcare infrastructures or cultural contexts 

• Potential Selection Bias: Recruitment through ASHA-maintained line lists may 

inadvertently exclude less engaged patients with the public health system, possibly 

biasing adherence rates. 
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• Unmeasured Psychological and Cognitive Factors: Factors like depression, 

cognitive impairment, or detailed health literacy, which are known to impact 

adherence, were not specifically assessed. 

• Cost-Related Data Limitations: While economic factors were explored, detailed 

analysis of insurance coverage or catastrophic health expenditures was not 

performed. 

4.4 Conclusion: 

This study highlights a critically high non-adherence rate (76%) to inhaler therapy among 

COPD patients in rural Thiruvananthapuram, Kerala. Financial barriers, high out-of-pocket 

medical expenditures, and treatment at private healthcare facilities emerged as significant 

determinants of poor adherence. Additionally, behavioural factors such as carelessness and 

symptom-driven discontinuation of therapy were commonly reported reasons for non-

adherence. 

The study’s strengths lie in its focus on an underserved population, validated adherence 

measures, comprehensive socio-economic and healthcare factors assessment, and robust 

analytical methods. However, limitations such as its cross-sectional design, reliance on self-

reported data, and restricted generalizability must be considered when interpreting the 

findings. 

The results underscore the urgent need for multi-pronged interventions, including 

improving access to affordable inhaler medications, strengthening government programs 

like SWAAS, and providing patients with targeted educational and behavioural support. 

Future research incorporating longitudinal follow-up and clinical severity measures would 

further enhance understanding and guide effective COPD management strategies in rural 

India. 
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4.5 Recommendation 

• Extending the SWAAS program to all the FHCs to ensure uniform access. This can 

support early detection and timely intervention. 

• Early detection could reduce the unnecessary usage of corticosteroids and their 

long-term dependence 

• Training to properly use the inhaler devices, which could prevent wastage of 

resources 
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ANNEXURE I 

Participant Information Sheet (English) 

 

                      Achutha Menon Centre For Health Science Studies (AMCHSS) 

Sree Chitra Tirunal Institute of Medical Sciences & Technology (SCTIMST) 

Trivandrum -11 

Participant Information Sheet 

I am Dr U Krishnapriya, currently pursuing Master of Public Health (MPH) at Achutha 

Menon Centre for Health Science Studies (AMCHSS), Sree Chitra Tirunal Institute for 

Medical Sciences and Technology, Trivandrum, Kerala. I am studying “Assessment of 

Inhaler Therapy Adherence Rates and its influencing factors among COPD Patients in 

Rural Thiruvananthapuram” as a part of my course work. This study is being done under 

the supervision of Dr Jeemon P, Additional Professor at AMCHSS. If this information sheet 

contains any words or information that you do not understand, please feel free to clarify 

these. You may also ask any question related to this study. 

 

Purpose of the study 

Chronic Obstructive pulmonary disease is a growing concern which is progressive and 

requires a long-term management. Since the disease mainly affects older population, it 

could be a real challenge to sustain the prolonged and complex treatment on a daily basis 

with ease. So, it is important to understand how well the patients are adhering to the inhaler 

therapy they are being prescribed and what all factors are affecting this adherence. Several 

studies have shown that a significant proportion of the patients fail to follow the prescribed 

inhalers leading to poorer health outcomes and mortality. This study will help to estimate 

the level at which each factor contributes to the level of adherence. 

A Survey is being carried out to assess the adherence rate to inhaler therapy and its 

influencing factors in COPD patients in rural Thiruvananthapuram. You have been chosen 

through a random process of selection with the help of ASHA workers. The study 

involves COPD patients above the age of 18 who have been prescribed Inhalers. The study 

excludes those who are not in a physical or mental condition to answer the questions, those 
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who are not prescribed inhalers, those who are diagnosed with COPD in less than 6 months, 

those who are bed-ridden and those who are not willing to participate. 

 

Procedure 

If you agree to participate in the study, you will be asked to complete an interview 

schedule that will include questions focused on your Socio-demographic details, 

Socio-economic details, current medication details, therapy related, disease related, 

support related, cost related, behavior related, health system related details, 

exacerbation history as well as comorbidities. Additionally, I will use the Morisky 

Green Levine scale to measure the level of adherence. This collected data will be used 

for research purposes only. I may contact you again if the collected information was 

found to be incomplete. The survey would take approximately 30 - 45 minutes of your 

valuable time 

Risk and discomfort 

Participation in this study poses no risk to your health, though there will be questions that 

you might find personal. 

Benefits 

There will be a direct benefit for you from this study. A paper illustration will be given 

to you at the end of the study from which you can learn to use the inhaler in its correct method. 

The information collected from you and from other participants will help in estimating 

the rate of adherence to inhalers and its influencing factors in COPD patients 

 Confidentiality 

You will be interviewed in private. All information that is related to you will be kept 

completely confidential and your identity will not be relieved at any stage. A 

participant identification number will be assigned to each participant that will help in 

maintaining the confidentiality of the data collected. Access to this participant 

identification number will be restricted to those analyzing the data only. 

 

Voluntary participation 

Your participation in this study is purely voluntary which means you can decide 
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whether to participate in the study or not. If at any stage you wish to discontinue, you 

are free to do so without any adverse consequences. 

 

If you have any research related questions or you would like to verify my credentials, 

you may contact me or a member of our institute’s Ethics Committee at the following 

address. 

 

Dr U Krishnapriya 

Principal Investigator 

MPH2023, AMCHSS, SCTIMST 

Trivandrum 

Contact number:9400581838 

Gmail- krishnapriyau0@gmail.com 

Alternatively, the member secretary of our institute’s ethics committee at the 

following address:  

Dr Srinivas G   

Member Secretary Institutional Ethics Committee  

SCTIMST, TRIVANDRUM- 695011  

Office: 04712524689   

Email: iec.mem.sec@sctimst.ac.in   

  

mailto:krishnapriyau0@gmail.com
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ANNEXURE II 

Consent Form (English) 

 

 

I confirm that I have read / been read out and understood the information regarding the 

study “Assessment of Inhaler Therapy Adherence Rates and its influencing factors among 

COPD Patients in Rural Thiruvananthapuram “as provided in the participant information 

sheet. The nature of the study and my involvement has been explained and all my questions 

have been answered satisfactorily. By signing this consent form, I indicate that I understand 

what will be expected from me and that I am willing to participate in this study. I know that 

I can withdraw at any time. I have been informed who should be contacted if the need 

arises. 

 

 

Date: 

Place: 

 

Name of the participant                                                 Signature/Thumb impression 

 

Name of Principal Investigator                                               Signature 
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ANNEXURE III 

Interview Schedule (English) 

Achutha Menon Centre for Health Science  

Sree Chithra Tirunal Institute of Medical Science and Technology, 

Thiruvananthapuram, Kerala ,695011 

 

 

All information obtained from this interview will remain confidential and will be used for 

research purposes only. Individual information will not be disclosed to anyone under any 

circumstances. 

 

1. GENERAL INFORMATION 

1.1 Participant ID                                              

    

 

(Two digits from ward and two digits from participant number from the  respective ward) 

 

1.2 Date and time of interview  

 

2. SOCIO-DEMOGRAPHIC CHARACTERISTICS 

 

2.1 Age completed in years as of 1st january 2025   

2.2 Sex  1.Male 

 2.Female 

 3.Others 

2.3 Religion   1.Hindu 

 2.Muslim 

 3.Christian 

 4.Other, specify ____ 

2.4 Marital status  1.Single 

 2.Married 

 3.Divorced/ Separated 

 4.Widowed 

 5.Other(specify) 
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2.5 Type of family 

 

 1.Nuclear 

 2.Joint 

 

2.6 Number of household members(specify)  

2.7 Education status  1.less than primary school 

 2.primary school completed 

 3.secondary school 

completed 

 4.college or university 

completed  

 5.postgraduate degree 

 6.Others(specify) _____ 

 

2.8 Number of years of formal schooling  

2.9 Which of the following best describes your main 

work status over the past 12 months?  

 1.government employee 

 2.skilled worker 

 3.unskilled or manual 

labourer 

 4.unemployed 

2.10 Ownership of the house  1.Own 

 2.Rented 

 3.Relatives house 

2.11 Since how long have you been staying at this 

house? 

   (In Number of years), specify 

_____ 

 

3. SOCIO-ECONOMIC FACTORS 

 

3.1 What is the total household expenditure in the 

past one month? 

 1.INR_____________ 

 2.Don’t know 

3.2 What was the total expenditure for your medical 

care in the past one month? 

 1.INR____________ 

 2.Don’t know 

3.3 What is your Annual income  1.INR____________ 

 2.No income 

3.4 Does your household have a ration card? 

If the answer is “No” or “Don’t Know”, skip to 

4.1  

 1.Yes                  

 2.No 

 3.Don’t know 

3.4.1 What is the type of ration card you have?  1.White card 

 2.Yellow card 

 3.Pink card 
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 4.Blue card 

 

4. COST RELATED FACTOR 

4.1 

 

Number of Out Patient visits in the last 30 

days 

 

4.2 Number of Out patient visits in the last 30 

days due to respiratory distress 

 

4.3 Number of Inpatient admissions in last one 

year 

 

4.4 Number of Inpatient admissions related to 

respiratory distress in the last one year 

 

4.5 What is the average cost spent for OP visits 

in the in the past month? 

 1.INR______________ 

 2.Don’t Know 

4.6 What is the Average cost spent for inhaler 

medicines in the past 3 months? 

 1.INR_____________ 

 2.No money was spent 

 3.Don’t know 

4.7 Cost of IP admission due to respiratory 

distress in last one year if any 

 1.INR____________ 

 2.No money was spent 

 3.Don’t know 

4.8 Do you have any health insurance? 

If the answer is “No” or “Don’t know”, skip 

to 5.1 

 1.Yes 

 2.No 

 3.Don’t know 

 

4.8.1 Which health insurance do you have?  1.PMJAY (Ayushman 

Bharat) 

 2.State health 

insurance scheme 

 3.ESI 

 4.Private insurance 

 5.Others 

4.8.2 How much amount was reimbursed from 

health insurance?  

 1.INR__________ 

 2.Don’t know 

 

5.BEHAVIOUR RELATED FACTORS 

5.1 Do you smoke or have you ever smoked? 

If the answer is “No, I have never smoked” skip 

to 5.2 

If the answer is “Yes, I currently smoke”, go 

from 5.1.1 

 1.Yes, I currently 

smoke. 

 2.Yes, I have 

smoked in the past. 
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 3.No, I have never 

smoked 

5.1.1  How many cigarettes do you smoke in a day? 

 

  

5.1.2 Have you received Smoking cessation 

councelling every time you visit the health care 

facility? 

 1.Yes 

 2.No 

5.2 Do you consume any alcoholic beverages? 

 

 1.Yes 

 2.No 

5.3 Do you regularly cook or have you regularly 

cooked in the past 

 

If the answer is “regularly cook now”, go from 

5.3.1 

If the answer is “Never cooked regularly”,skip to 

5.4 

 1.Regularly cook 

now 

  2.Cooked regularly 

in the past 

 3.Never cooked 

regularly  

 

5.3.1 How many hours do you spend in the kitchen for 

cooking per day? 

 

5.3.2 Does your house have a separate kitchen  1.Yes 

 2.No 

5.3.3 Which type of cooking fuel is used in your 

household? 

 

 

 1.Wood 

 2.Biogas 

 3.LPG 

 4.Charcoal 

 5.Kerosene 

 6.Electricity 

 7.Other(specify) 

5.4 How far is your house from the road frequently 

used by vehicles? 

 

In Kms ______ 

 

6. DISEASE RELATED FACTORS 

 

6.1 How long since you were first diagnosed with 

COPD? 

 ______ (in number of years) 

6.2 How long have you been taking inhalers for 

COPD? 

______ (in number of years) 

 

7.TREATMENT REGIME 
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7.1 7.1.1 7.1.2 7.1.3 7.1.4 

Name of recently 

prescribed 

medicine/medicines 

Type of inhaler  

(multiple options 

can be selected) 

Total number 

of inhalers 

used (each 

type if any) 

Dose per 

inhaler 

Frequency (per 

day) 

  1.Meter dose 

inhaler (with 

spacer) 

 2.Meter dose 

inhaler 

(without 

spacer) 

 3.Dry 

powder 

inhaler 

 4.Other, 

specify 

  

Total number 

of inhalers 

used-  

 1.MDI 

(with 

spacer)- 

 2.MDI 

(without 

spacer)- 

 3.Dry 

powder 

inhaler- 

 4.Other, 

specify- 

 

 1.MDI 

(with 

spacer)- 

 2.MDI 

(without 

spacer) 

 3.Dry 

powder 

inhaler- 

 4.Other, 

specify- 

5.Total 

number 

of puffs 

per day 

 

8. ASSESSMENT OF SEVERITY OF COPD     

 

To be filled by the patient 

 

8.1 MODIFIED MEDICAL RESEARCH COUNCIL DYSPNEA SCALE 

 

Please tick in the box that applies to you (one box only), grades 0-4 

 

GRADE DYSPNEA RELATED TO ACTIVITY RESPONSE 

0 Breathlessness only on strenuous exercise  

1 Breathless when hurrying on the level or walking up a slight 

hill 
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2 Walks slower than other people of same age on the level due to 

shortness of breath or need to stop for breath when walking at 

own pace  

 

3 Short of breath after walking few minutes on the level or about 

100 yards (90m) 

 

4 Too breathless to leave the house, or breathless when dressing 

or undressing 

 

 

8.2 EXACERBATION HISTORY (per year) 

 

More than or equal to 2 moderate exacerbations / 

 

More than or equal to one leading to hospitalisation 

 

0 or 1 moderate exacerbation (not leading to 

hospitalisation) 

 

 

8.3 Patient belongs to :      

GOLD A  

GOLD B  

GOLD E  

 

9. CO-MORBIDITIES 

 

 

9.1  

 

Do you have any other illness?  Yes 

(specify__________) 

 No 

If the answer is “no”, Skip to 10 

9.1.1 

Sl.no Other disease    Continuing treatment 

1. Diabetes   1.Yes                          2.No 



 

77 
 

2. High blood pressure  1.Yes                          2.No 

3. Heart disease  1.Yes                          2.No 

4. Lung cancer  1.Yes                          2.No 

5. Depression/anxiety  1.Yes                          2.No 

6. Insomnia  1.Yes                          2.No 

7. Oral disease  1.Yes                          2.No 

8. Osteoporosis  1.Yes                          2.No 

9. Other (specify)  1.Yes                          2.No 

 

 

 

 

10.THERAPY AND HEALTH SYSTEM RELATED FACTORS 

 

10.1 Where do you seek treatment?  1.Government 

facility 

 2.Private facility 

 3.ESI hospital 

 4.Other 

(specify) 

10.2 What are reasons to choose a particular health 

facility? 

 1.Trust over the 

provider 

 2.Near to home 

 3.Affordable 

 4.Staff 

availability and 

co-operation 

 5.Good quality 

treatment 

 6.Shorter 

waiting time 

10.3 Are you registered under the SWAAS programme   1.Yes 

 2.No 

 3.Don’t know 

10.4 Have you ever received exercise training as part of 

the pulmonary rehabilitation? 

If the answer is “No” skip to 10.5 

 1.Yes 

 2.No 

10.4.1 Who gave the training?  1.Doctor 
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 2.Nurse 

 3.Other, Specify 

10.5 Have you received any advice regarding modifying 

your diet? 

 1.Yes 

 2.No 

10.6 How are you getting medicines for your regular 

treatment? 

 

If the answer is “Government free supply” Skip to 

10.7 

 1.Government 

free supply 

 2.Purchasing 

from Medical 

Store out of 

pocket 

(Pharmacy) 

10.6.1 From where do you purchase your drugs?  1.Local medical 

shop 

 2.Government 

drug store 

(Karunya, 

Neethi, Inhouse 

Drug Bank) 

 3.Jan aushadhi 

medical store 

 4.Medical 

representatives 

 5.Community 

pharmacy 

outlets 

10.6.2 How much money does it cost for COPD inhaler 

medicines for a period of 3 months? 

  

INR___________________ 

10.7 Have you ever undergone nebulisation in the past 

month due to worsening of your condition? 

If the answer is “No”,skip to 10.8 

 1.Yes 

 2.No 

 

10.7.1  How many times?         Specify_____ 

10.8 Have you received training on how to use your 

medication delivery device?  

If the answer is “No”, skip to 10.9  

 1.Yes 

 2.No 
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10.8.1 Who gave you the training?  1.Doctor 

 2.Nurse 

 3.Pharmacist 

10.9 Have you ever felt difficulty in acquiring your 

inhaler medicines? 

 1.Yes 

 2.No  

10.10 Have you ever had to substitute inhaler therapy with 

nebulisation due to its unavailability in the past 1 

months? 

 1.Yes 

 2.No 

 

11.SUPPORT RELATED FACTORS 

11.1 

 

Does anyone accompany you during your 

doctor’s visits? 

If the answer is “No”,skip to 11.2 

 

 1.Yes 

 2.No 

 

11.1.1 Who accompanies you to your doctor’s visit?  

11.2 Does anyone remind you to take your inhaler 

medicines daily? 

If the answer is “No” skip to 12.1 

 1.Yes 

 2.No 

 

11.2.1 Who reminds you to take your inhaler 

medicines? 

 

 

12.PATIENT RELATED FACTORS 

12.1 Do you find it difficult to administer the 

inhaler medication effectively? 

If the answer is”No”, skip to 12.2 

 1.Yes 

 2.No 

12.1.1 What difficulty do you face when 

administering the inhaler? 

(multiple answers can be selected) 

 1.Difficult hand-

mouth coordination 

 2.Difficult to hold the 

inhaler 

 3.Partial spraying 

goes outside the 

mouth 

 4.The inhaler type not 

easy to use 

 5.No knowledge on 

how to effectively use 

it 
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 6.Other reasons, 

specify 

12.2 Did you get any side effects due to inhaler 

therapy? 

If the answer is ”No”, skip to 12.3 

 1.Yes 

 2.No 

12.2.1 Which side effects do you get? 

(multiple answers can be selected) 

 1.Hoarseness 

 2.cough 

 3.Foul breath 

 4.Oral thrush 

 5.Palpitation 

 6.Nervousness/anxiety 

 7.Tremors 

 8.Headache 

 9.Allergic reactions 

 10.Throat irritation 

 11.Dependence 

 12.Others (specify) 

 

12.3 Do you find it difficult to administer inhaler 

medication when you are not at home? 

If the answer is “No”, skip to 12.4 

 1.Yes 

 2.No 

12.3.1 What difficulty do you face to administer 

inhaler medicines when you are not at home? 

(multiple answers can be selected) 

 1.Lack of privacy 

 2.Fear of stigma 

 3.Storage issue 

 4.Forgetfulness 

 5.Others(specify) 

12.4 How informed are you about your disease 

condition? 

 Well informed 

 Moderately informed 

 Poorly informed 

 

MEASURING ADHERANCE 

13. MORISKY GREEN LEVINE SCALE  (4-ITEM) 

 

  YES NO  

1. Do you ever forget your COPD inhaler 

medicines? 

  

2. Are you careless at times about taking 

your COPD inhaler medicines? 
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3. When you feel better, do you 

sometimes stop taking your COPD 

inhaler medicines? 

  

4. When you feel worse, do you stop 

taking your COPD inhaler medicines? 

  

 

Yes-1 

No-0 

Adherence level 

High adherence = 0  

Medium adherence = 1-2 

Low adherence = 3-4 

 

 

 

 

14. Quantifying adherence 

14.1 If meter dose inhaler (with 

or without spacer),  

How many days did your 

previous inhaler last? 

 

 

14.2 If meter dose inhaler, the 

number of days the inhaler 

should last as per the  

doctors prescription. 

 

14.3 If Dry powder inhaler,  

How many pills did you 

take in the last 30 days? 

 

 

14.4 If Dry powder inhaler, the 

number of  pills that should 

be taken for 30 days as per 

the prescription. 
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15.  Only for those subject who are medium or low adherent 

PATIENT REPORTED OUTCOMES 

I do not take my inhaler medications regularly because: 

Sl.no  1.Yes 2.No 

1. I could not afford it     

2. I have transportation difficulties     

3. I ran out of it     

4. I was not clear about the directions from my health care 

provider?  

    

5. My treatment regime is too complicated     

6. I have fear of the side effects     

7. I don’t believe that it is effective     

 

 

THANKYOU FOR YOUR CO-OPERATION! 
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ANNEXURE IV 

Participant Information sheet (Malayalam) 

അച്യുതമേമ ോൻ സെ ്റർ മ ോർ സെൽത്ത് െയൻെ് 

സ്റ്റഡീെ ്(എ.എം.െി.എച്്ച.എെ്.എെ്.) 

ശ്രീ ച്ിശ്ത തിരു ോൾ ഇൻസ്റ്റിറ്റയൂട്ട് മ ോർ സേഡിക്കൽ 

െയൻെെ് ആൻഡ് സെക്മ ോളജി 

തിരുവ ന്തപുരം – 11 

 

പസെെുക്കുന്നവരുസെ  വിവര  ഷീറ്റ ്

ഞാൻ ഡ ാക്ടർ കൃഷ്ണപ്രിയ. ഇഡപാൾപ്രീചിപ്ര രിരുനാൾ 

ഇൻസ്റ്റിറ്ററ്യൂട്ടറ ഓഫറ മെ ിക്കൽ സയൻസസറ ആൻ റ 

മെകറഡനാളജിയിമെ അചയുരഡെഡനാൻ മസനററ്ർ ഡഫാർ 

മെൽത്തറ സയൻസറ സ്റ്റ ീസിൽ 

(എഎംസിഎച്ചറഎസറഎസറ) ൊസ്റ്റർ ഓഫറ രബ്ലികറ മെൽത്തറ 

(എംരിഎച്ചറ) രഠിക്കുന്നു. ഞാൻ രഠിക്കുന്നരറ പ്രാെീണ 

രിരുവനന്തരുരമത്ത സിഒരി ി ഡരാരികൾക്കിെയിൽ 

ഇൻഡെെർ മരറ്ാപി രാെിക്കൽ നിരക്കുകളുമെ 

വിെയിരുത്തെും അരിനറമറ് സവാധീന ഘെകങ്ങളും 

ആണറ. എ.എം.സി.എച്ചറ.എസറ.എസിമെ അ ീഷണൽ 

മപ്രാഫസർ ഡ ാ.ജീഡൊൻ രിയുമെ ഡെൽഡനാട്ടത്തിൊണറ 

ഈ രഠനം നെക്കുന്നരറ. ഈ വിവര ഷീറ്റിൽ നിങ്ങൾക്കറ 

െനസ്സിൊകാത്ത ഏമരങ്കിെും വാക്കുകഡളാ 

വിവരങ്ങഡളാ അെങ്ങിയിട്ടുമെങ്കിൽ, ഇവ 

വയക്തൊക്കാൻ െെിഡക്കെരില്ല. ഈ രഠനവുൊയി 

ബന്ധമപട്ട ഏരറ ഡചാദ്യവും നിങ്ങൾക്കറ 

ഡചാദ്ിക്കാവുന്നരാണറ. 
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പഠ ത്തി ്സറ ഉമേരയം 

ഡപ്കാണികറ ഒബ്സ്റപ്െകററ്റീവറ രൾെണറ്ി ഡരാരം വർധിച്ചു 

വരുന്നരറ ഒരു ആരങ്കയാണറ. ഇരിനു ഒരു ദ്ീർഘകാെ 

അെിസ്ഥാനത്തിൽ ഉള്ള ൊഡനജറമെനററ്റ ആവരയൊണറ. 

ഡരാരം പ്രധാനൊയും പ്രായൊയവമര 

ബാധിക്കുന്നരിനാൽ, ദദ്നംദ്ിന അെിസ്ഥാനത്തിൽ 

നീെുനിൽക്കുന്നരും സങ്കീർണ്ണവുൊയ ചികിത്സ 

പ്രയാസെില്ലാമര  നിെനിർത്തുന്നരറ ഒരു യഥാർത്ഥ 

മവല്ലുവിളിയാണറ. അരിനാൽ, ഡരാരികളിൽ 

നിർഡേരിക്കുന്ന ഇൻഡെെർ മരറ്ാപി എപ്ര നന്നായി 

രാെിക്കുന്നുമവന്നും ഈ അനുസരണമത്ത ബാധിക്കുന്ന 

എല്ലാ ഘെകങ്ങളും എന്താമണന്നും െനസിൊഡക്കെരറ 

പ്രധാനൊണറ. ഡരാരികളിൽ ഒരു രണയൊയ വിഭാരം ഈ 

നിർഡേരിച്ച ഇൻമെയിെറ്ുകൾ രിന്തുെരുന്നരറ 

രരാജയമപെുന്നരിനാൽ ഡൊരം ആഡരാരയ 

ഫെങ്ങളിഡെക്കും െരണനിരക്കിഡെക്കും 

നയിക്കുന്നുമവന്നറ നിരവധി രഠനങ്ങൾ മരളിയിച്ചിട്ടുെറ. 

െരുന്നിഡനാെുള്ള അനുസരണത്തിനറമറ്   ഓഡരാ ഘെകവും 

സംഭാവന മചയ്യുന്ന അളവറ കണക്കാക്കാൻ ഈ രഠനം 

സൊയിക്കും. 

പ്രാെീണ രിരുവനന്തരുരമത്ത സിഒരി ി 

ഡരാരികൾക്കിെയിൽ ഇൻഡെെർ മരറ്ാപി രാെിക്കൽ 



 

85 
 

നിരക്കുകളുമെ വിെയിരുത്തെും അരിനറമറ് സവാധീന 

ഘെകങ്ങളും കണക്കാക്കാൻ ഒരു സർഡവ നെത്തുന്നു. 

ആരാ വർക്കർൊരുമെ സൊയഡത്താമെ 

പ്കെരെിരൊയ രിരമെെുപറ പ്രപ്കിയയിെൂമെയാണറ 

നിങ്ങമള രിരമെെുത്തിരിക്കുന്നരറ. ഡചാദ്യങ്ങൾക്കറ 

ഉത്തരം നൽകാൻ രാരീരികഡൊ ൊനസികഡൊ ആയ 

അവസ്ഥയിെല്ലാത്തവർ, ക്ഷയഡരാരെുള്ളവർ, 

നിർഡദ്രിക്കമപട്ടിട്ടുള്ള 18 വയസ്സിനറ െുകളിെുള്ള 

ദ്ീർഘാകാെൊയി അനുഭവമപെുന്ന രവാസംെുട്ടൽ 

അഥവാ സീ ഓ രീ  ീ ഡരാരികമള രഠനത്തിൽ 

ഉൾമപെുത്തിയിട്ടുെറ. ഡചാദ്യങ്ങൾക്കറ ഉത്തരം നൽകാൻ 

രാരീരികഡൊ ൊനസികഡൊ ആയ 

അവസ്ഥയിെല്ലാത്തവർ,  ഇനറെയറ െർ െരുന്നറ 

നിർഡദ്രിക്കമപട്ടിട്ടിൊത്തവർ, 6 ൊസത്തിനു രാമെ 

ഡരാരനിർണയം നെത്തിയവർ, കിെപിൊയവർ, 

രമങ്കെുക്കാൻ രയ്യാറ്ാകാത്തവർ എന്നിവമര രഠനത്തിൽ 

നിന്നറ ഒെിവാക്കിയിട്ടുെറ.. 

 

 െപെിശ്കേം 

രഠനത്തിൽ രമങ്കെുക്കാൻ നിങ്ങൾ 

സമ്മരിക്കുന്നുമവങ്കിൽ ഡചാദ്യാവെിയിൽ നിങ്ങളുമെ 

സാെൂെിക വിരദ്ാംരങ്ങൾ, സാെൂെിക-സാമ്പത്തിക 

വിരദ്ാംരങ്ങൾ, നിെവിമെ െരുന്നറ കെിക്കുന്നരിനറമറ് 

വിരദ്ാംരങ്ങൾ, മരറ്ാപിയുൊയി ബന്ധമപട്ട, 
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ഡരാരവുൊയി ബന്ധമപട്ട, രിന്തുണയുൊയി ബന്ധമപട്ട, 

മചെവുൊയി ബന്ധമപട്ട, മരരുൊറ്റവുൊയി ബന്ധമപട്ട, 

ആഡരാരയ സംവിധാനവുൊയി ബന്ധമപട്ട ഘെകങ്ങൾ, 

രീപ്വൊയി ഡരാരം വന്ന അവസരങ്ങൾ, െറ്റുഡരാരങ്ങൾ 

എന്നിവമയക്കുറ്ിച്ചുള്ള ഡചാദ്യങ്ങൾ അെങ്ങിയിരിക്കും. 

കൂൊമര, അനുസരണത്തിനറമറ് നിെ അളക്കാൻ ഞാൻ 

ഡൊറ്ിസ്കി പ്രീൻ മെവിൻ സറമകയിൽ ഉരഡയാരിക്കും. 

ഡരഖരിച്ച ഈ  ാറ്റ രഡവഷണ ഉഡേരയങ്ങൾക്കറ 

ൊപ്രൊയി ഉരഡയാരിക്കമപെും. ഡരഖരിച്ച വിവരങ്ങൾ 

അരൂർണ്ണൊമണന്നറ കമെത്തിയാൽ ഞാൻ നിങ്ങമള 

വീെും ബന്ധമരഡട്ടകാം. സർഡവയറക്കറ നിങ്ങളുമെ 

വിെഡയറ്ിയ സെയത്തിനറമറ് ഏകഡദ്രം 30 - 45 െിനിറ്ററ 

എെുക്കും 

അപകെെോധ്യതയും അൌകരയവും 

ഈ രഠനത്തിമെ രങ്കാളിത്തം നിങ്ങളുമെ ആഡരാരയത്തിനറ 

ഒരു അരകെവും വരുത്തുന്നില്ല, എന്നിരുന്നാെും 

നിങ്ങൾക്കറ വയക്തിരരൊയി ഡരാന്നിഡയക്കാവുന്ന 

ഡചാദ്യങ്ങളുൊകും. 

ആ ുകൂല്യങ്ങൾ 

ഈ രഠനത്തിൽ നിന്നറ നിങ്ങൾക്കറ ഡനരിട്ടുള്ള 

പ്രഡയാജനം ഉൊകും. രഠനത്തിനറമറ് അവസാനത്തിൽ 

നിങ്ങൾക്കറ ഒരു ഡരപർ ചിപ്രീകരണം നൽകും, അരിൽ 

നിന്നറ ഇൻഡെെർ അരിനറമറ് രരിയായ രീരിയിൽ 

ഉരഡയാരിക്കാൻ നിങ്ങൾക്കറ രഠിക്കാൻ കെിയും. 
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നിങ്ങളിൽ നിന്നും െറ്ററ രങ്കാളികളിൽ നിന്നും 

ഡരഖരിക്കുന്ന വിവരങ്ങൾ ഇൻഡെെറ്ുകൾ 

രാെിക്കുന്നരിനറമറ് നിരക്കും ദ്ീർഘാകാെൊയി 

അനുഭവമപെുന്ന രവാസംെുട്ടൽ അഥവാ സീ ഓ രീ  ീ 

ഡരാരികളിൽ അരിനറമറ് സവാധീന ഘെകങ്ങളും 

കണക്കാക്കുന്നരിനറ സൊയിക്കും. 

 രെെയോത്മകത 

സവകാരയൊയി അഭിെുഖം നെത്തും. നിങ്ങളുൊയി 

ബന്ധമപട്ട എല്ലാ വിവരങ്ങളും രൂർണ്ണൊയും 

രെസയാത്മകൊയി സൂക്ഷിക്കും, ഒരു ഘട്ടത്തിെും 

നിങ്ങളുമെ ഐ നററ്ിറ്റിമയ ഒരിക്കെും രുറ്ത്തു 

വിെുകയില്ല. ഡരഖരിച്ച  ാറ്റയുമെ രെസയാത്മകര 

നിെനിർത്താൻ സൊയിക്കുന്ന ഓഡരാ രങ്കാളിക്കും 

ഒരു  രിരിച്ചറ്ിയൽ നമ്പർ നൽകും.  ാറ്റ വിരകെനം 

മചയ്യുന്നവർക്കറ ൊപ്രൊയി ഈ  രിരിച്ചറ്ിയൽ 

നമ്പറ്റിനറമറ് അറ്ിവറ രരിെിരമപെുത്തും. 

 

െവമേധ്യോ പെോളിത്തം 

ഈ രഠനത്തിമെ നിങ്ങളുമെ രങ്കാളിത്തം രികച്ചും 

സവഡെധയാ ഉള്ളരാണറ, അരിനർത്ഥം രഠനത്തിൽ 

രമങ്കെുക്കഡണാ ഡവെഡയാ എന്നറ നിങ്ങൾക്കറ 

രീരുൊനിക്കാം. ഏമരങ്കിെും ഘട്ടത്തിൽ നിങ്ങൾ 

നിർത്താൻ ആപ്രെിക്കുന്നുമവങ്കിൽ, പ്രരികൂെ 

പ്രരയാഘാരങ്ങമളാന്നുെില്ലാമര അരറ മചയ്യാൻ 
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നിങ്ങൾക്കറ സവാരപ്ന്തയെുെറ. 

 

 

നിങ്ങൾക്കറ രഡവഷണവുൊയി ബന്ധമപട്ട 

എമന്തങ്കിെും ഡചാദ്യങ്ങൾ ഉമെങ്കിൽ അമല്ലങ്കിൽ 

എനറമറ് മപ്ക ൻഷയെുകൾ രരിഡരാധിക്കാൻ നിങ്ങൾ 

ആപ്രെിക്കുന്നുമവങ്കിൽ, ഇനിപറ്യുന്ന 

വിൊസത്തിൽ നിങ്ങൾക്കറ എമന്നഡയാ ഞങ്ങളുമെ 

ഇൻസ്റ്റിറ്ററ്യൂട്ടിനറമറ് എത്തിക്്റ കമ്മിറ്റി അംരമത്തഡയാ 

ബന്ധമപൊം. 

 

 

ഡ ാ.യു.കൃഷ്ണപ്രിയ 

പ്രധാന അഡനവഷകൻ 

MPH 2023, AMCHSS, SCTIMST 

ബന്ധമപൊനുള്ള നമ്പർ -9400581838 

ഇ-മെയിെറ : krishnapriyau0@gmail.com 

 

രകരൊയി, ഞങ്ങളുമെ ഇൻസ്റ്റിറ്ററ്യൂട്ടിനറമറ് ദനരിക സെിരിയുമെ 

മെമ്പർ മസപ്കട്ടറ്ി ഇനിപറ്യുന്ന വിൊസത്തിൽ: 

 

ഡ ാ. പ്രീനിവാസറ ജി, ഡ ാ.  

മെമ്പർ മസപ്കട്ടറ്ി സ്ഥാരന ദനരിക സെിരി 

SCTIMST, രിരുവനന്തരുരം 695011 

ഓഫീസറ: 04712524689  

ഇ-മെയിെറ : iec.mem.sec@sctimst.ac.in 

 

mailto:iec.mem.sec@sctimst.ac.in
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ANNEXURE V 

Informed Consent (Malayalam) 

 

 

 

െമ്മത പശ്തം 

 

വിവര ഷീറ്റിൽ നൽകിയിട്ടുള്ള “പ്രാെീണ രിരുവനന്തരുരമത്ത 

ദ്ീർഘാകാെൊയി അനുഭവമപെുന്ന രവാസംെുട്ടൽ അഥവാ സീ ഓ 

രീ  ീ ഡരാരികൾക്കിെയിൽ ഇൻഡെെർ മരറ്ാപി രാെിക്കൽ 

നിരക്കുകളുമെ വിെയിരുത്തെും അരിനറമറ് സവാധീന 

ഘെകങ്ങളും” എന്ന രഠനവുൊയി ബന്ധമപട്ട വിവരങ്ങൾ ഞാൻ 

വായിച്ചുമവന്നും അഥവാ വായിച്ചുരന്നുമവന്നും 

െനസിൊക്കിമയന്നും ഞാൻ സ്ഥിരീകരിക്കുന്നു. രഠനത്തിനറമറ് 

സവഭാവവും എനറമറ് ഇെമരെെും വിരദ്ീകരിക്കുകയും എനറമറ് എല്ലാ 

ഡചാദ്യങ്ങൾക്കും രൃപ്തികരൊയ ഉത്തരം നൽകുകയും മചയ്തിട്ടുെറ. 

ഈ സമ്മര രപ്രത്തിൽ ഒപിെുന്നരിെൂമെ, എന്നിൽ നിന്നറ എന്താണറ 

പ്രരീക്ഷിക്കുന്നമരന്നറ ഞാൻ െനസ്സിൊക്കുന്നുമവന്നും ഈ 

രഠനത്തിൽ രമങ്കെുക്കാൻ ഞാൻ രയ്യാറ്ാമണന്നും ഞാൻ 

സൂചിപിക്കുന്നു. എഡപാൾ ഡവണമെങ്കിെും രിൻവാങ്ങാമെന്നറ 

എനിക്കറ്ിയാം. ആവരയമെങ്കിൽ ആമര ബന്ധമപെണമെന്നറ എമന്ന 

അറ്ിയിച്ചിട്ടുെറ. 

 

രീയരി: 

സ്ഥെം: 
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രമങ്കെുത്ത ആളിനറമറ് ഡരരറ                  ഒപറ / മരരുവിരെെയാളം                   

  

 

 പ്രധാന അഡനവഷകയുമെ ഡരരറ            ഒപറ    
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ANNEXURE VI 

Interview Schedule (Malayalam) 

അച്യുതമേമ ോൻ സെ ്റർ ഓ  ്സെൽത്ത്  

െയൻെ് 

ശ്രീ ച്ിശ്ത തിരു ോൾ ഇൻസ്റ്റിറ്റയൂട്്ട ഓ ് 

സേഡിക്കൽ െയൻെ് ആൻഡ് സെക്മ ോളജി 

തിരുവ ന്തപുരം,  മകരളം, 695011 

ഇ ്റർവയൂ സഷഡയൂൾ - േല്യോളം 

 

ഈ അഭിെുഖത്തിൽ നിന്നറ െഭിക്കുന്ന എല്ലാ 

വിവരങ്ങളും രെസയസവഭാവെുള്ളരായി രുെരും.  

രഡവഷണ ഉഡേരങ്ങൾക്കായി ൊപ്രം ഉരഡയാരിക്കും.  

വയക്തിരര വിവരങ്ങൾ ഒരു കാരണവരാെും 

ആഡരാെും മവളിമപെുത്തില്ല 

 

 

 

1.സപോതുവോയ വിവരങ്ങൾ           

    1.1 രങ്കാളിത്ത ഐ ി 

    

 

(വാർ ിൽ നിന്നറ രെറ അക്കങ്ങളും അരരറ വാർ ിൽ നിന്നുള്ള രങ്കാളി 

നമ്പറ്ിൽ നിന്നറ രെറ അക്കങ്ങളും) 

1.2 ഇനററ്ർവയൂ രീയരിയും സെയവും  

 

2. െോേൂെിക-ജ െംഖ്യോ  

െവഭോവവിമരഷങ്ങൾ 
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2.1 2025 ജനുവരി 1 വമര 

രൂർത്തിയായ പ്രായം 

  

2.2 െിംരം  1.രുരുഷൻ 

 2.സറപ്രീ 

 3.െറ്റുള്ളവർ 

2.3 െരം   1.െിന്ദു 

 2.െുസറ െിം 

 3.പ്കിസറരയൻ 

 4.െറ്റുള്ളവ, ___ വയക്തൊക്കുക 

2.4 ദവവാെിക നിെ  1. 

അവിവാെിരൻ/അവിവാെിര 

 2. വിവാെിരൻ/വിവാെിര 

 3.വിവാെഡൊചനം/ 

ഡവർരിരിെു 

 4.വിധവ/ വിധവൻ 

 5.െറ്റുള്ളവ(വയക്തൊക്കുക) 

 

2.5 കുെുംബത്തിനറമറ് രരം 

 

 1.ആണു കുെുംബം 

 2.കൂട്ടറ കുെുംബം 

 

2.6 കുെുംബാംരങ്ങളുമെ എണ്ണം 

(വയക്തൊക്കുക) 

 

2.7 വിദ്യാഭയാസ നിെ  1.ദപ്രെറ്ി സ്കൂ ളിഡനക്കാൾ 

കുറ്വറ 

 2.ദപ്രെറ്ി സ്കൂ ൾ രൂർത്തിയായി 

 3.മസക്കൻ റ്ി സ്കൂ ൾ 

രൂർത്തിയായി 

 4.ഡകാഡളജറ അമല്ലങ്കിൽ 

സർവ്വകൊരാെ രൂർത്തിയായി  

 5. ബിരുദ്ാനന്തര ബിരുദ്ം 

 6.െറ്റുള്ളവ (വയക്തൊക്കുക) 

_____ 

 

2.8 ഔരചാരിക  സ്കൂ ൾ 

വിദ്യാഭയാസ വർഷങ്ങളുമെ 

എണ്ണം 
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2.9 ഇനിപറ്യുന്നവയിൽ 

ഏരാണറ കെിെ 12 

ൊസമത്ത നിങ്ങളുമെ 

പ്രധാന മരാെിൽ നിെമയ 

ഏറ്റവും നന്നായി 

വിവരിക്കുന്നരറ?  

 1.സർക്കാർ ജീവനക്കാരൻ/ 

ജീവനക്കാരി 

 2.വിദ്ഗ്ധ മരാെിൊളി 

 3.അവിദ്രറധ അമല്ലങ്കിൽ 

ദകമത്താെിൊളി 

 4.മരാെിൽ രെിരൻ/രെിര 

2.10 വീെിനറമറ് ഉെെസ്ഥാവകാരം  1.സവന്തം 

 2.വാെകയറക്കറ 

 3.ബന്ധുവിനറമറ് വീെറ 

2.11 എപ്ര കാെൊയി നിങ്ങൾ ഈ 

വീട്ടിൽ രാെസിക്കുന്നു? 

   (വർഷങ്ങളുമെ എണ്ണം) 

വയക്തൊക്കുക________ 

 

 

 

 

3. െോേൂെിക-െോമ്പത്തിക ഘെകങ്ങൾ 

 

3.1 കെിെ ഒരു ൊസമത്ത മൊത്തം 

രാർെിക മചെവറ എപ്രയാണറ? 

 1.INR_____________ 

 2.അറ്ിയില്ല 

3.2 കെിെ ഒരു ൊസമത്ത നിങ്ങളുമെ 

മെ ിക്കൽ രരിചരണത്തിനായുള്ള 

മൊത്തം മചെവറ എപ്രയാണറ? 

 1.INR____________ 

 2.അറ്ിയില്ല 

3.3 നിങ്ങളുമെ വാർഷിക വരുൊനം 

എപ്ര 

 1.INR____________ 

 2.വരുൊനെില്ല 

3.4 നിങ്ങളുമെ വീട്ടിൽ ഡറ്ഷൻ കാർ റ 

ഉഡൊ? 

 

ഉത്തരം "ഇല്ല" അമല്ലങ്കിൽ "അറ്ിയില്ല" 

ആമണങ്കിൽ, 4.1 ഡെക്കറ ഡരാവുക 

  1.ഉെറ             

 2.ഇല്ല 

 3.അറ്ിയില്ല 

3.4.1 നിങ്ങളുമെ രക്കെുള്ള ഡറ്ഷൻ കാർ റ 

ഏരറ രരം ആണറ? 

 1.മവളുത്ത കാർ റ 

 2.െെ കാർ റ 

 3.രിങ്കറ കാർ റ 

 4.നീെ കാർ റ 
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സച്ല്വുേോയി ബന്ധസെട്ട ഘെകം 

4.1 

 
കെിെ 30 ദ്ിവസങ്ങളിൽ ഔട്ടറ 

ഡരഷയനററ്റ സന്ദർരനങ്ങളുമെ എണ്ണം 

 

4.2 രവാസഡകാര സംബന്ധൊയ 

അസുഖം കാരണം കെിെ 30 

ദ്ിവസത്തിനുള്ളിൽ ഒരി 

സന്ദർരനങ്ങളുമെ എണ്ണം എപ്ര? 

 

4.3 കെിെ ഒരു വർഷത്തിൽ ഉൊയ 

കിെത്തി ചികിത്സയുമെ എണ്ണം 

 

4.4 കെിെ ഒരു വർഷത്തിനിമെ 

രവാസഡകാര സംബന്ധൊയ 

അസുഖവുൊയി ആരുരപ്രിയിൽ 

അഡ്മിറ്ററ  ആയരറ എപ്ര രവണ 

 

4.5 കെിെ ഒരു ൊസത്തിൽ ഒരി 

സന്ദർരനത്തിനായി മചെവെിച്ച 

രരാരരി മചെവറ എപ്രയാണറ? 

 1.INR______________ 

 2.അറ്ിയില്ല 

4.6 കെിെ 3 ൊസത്തിൽ ഇൻഡെെർ 

െരുന്നുകൾക്കായി മചെവെിച്ച 

രരാരരി മചെവറ എപ്രയാണറ? 

 1.INR_____________ 

 2.ഒന്നും 

ചിെവായില്ല 

 3.അറ്ിയില്ല 

4.7 കെിെ ഒരു വർഷമത്ത 

രവാസഡകാര സംബന്ധൊയ 

അസുഖവുൊയി മചെവെിച്ച ഐരി 

അഡ്മിഷനറമറ് മചെവറ 

 1.INR____________ 

 2.ഒന്നും 

ചിെവായില്ല 

 3.അറ്ിയില്ല 

4.8 നിങ്ങൾക്കറ എമന്തങ്കിെും ആഡരാരയ 

ഇൻഷുറ്ൻസറ ഉഡൊ? 

 

ഉത്തരം "ഇല്ല" അമല്ലങ്കിൽ 

"അറ്ിയില്ല" ആമണങ്കിൽ, 5.1 ഡെക്കറ 

ഡരാവുക 

 1.ഉെറ 

 2.ഇല്ല 

 3.അറ്ിയില്ല 

 

4.8.1 നിങ്ങൾക്കറ ഏരറ ആഡരാരയ 

ഇൻഷുറ്ൻസറ ഉെറ? 

 1.രിഎംമജ 

(ആയുഷ്മാൻ 

ഭാരരറ) 

 2.സംസ്ഥാന 

ആഡരാരയ 
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ഇൻഷുറ്ൻസറ 

രധരി 

 3.ഇ മയസറ ഐ 

 4.സവകാരയ 

ഇൻഷുറ്ൻസറ 

 5.െറ്റുള്ളവ 

4.8.2 ഉമെങ്കിൽ, ആഡരാരയ 

ഇൻഷുറ്ൻസിൽ നിന്നറ രിരിമക 

നൽകിയ മൊത്തം രുക എപ്ര ? 

 1.INR____ 

 2.അറ്ിയില്ല 

 

 

5.സപരുേോറ്റവുേോയി ബന്ധസെട്ട ഘെകങ്ങൾ 

5.1 നിങ്ങൾ 

രുകവെിക്കാറ്ുഡൊ 

അഡരാ എഡപാമെങ്കിെും 

രുകവെിച്ചിട്ടുഡൊ? 

 

"ഇല്ല, ഞാൻ ഒരിക്കെും 

രുകവെിച്ചിട്ടില്ല" 

എന്നാണറ ഉത്തരമെങ്കിൽ 

5.2 ഡെക്കറ ഡരാവുക 

"അമര, ഞാൻ ഇഡപാൾ 

രുകവെികാറ്ുെറ" 

എന്നാണറ ഉത്തരമെങ്കിൽ, 

5.1.1 ൽ നിന്നറ. 

 

 

 

 1.അമര, ഞാൻ ഇഡപാൾ 

രുകവെികാറ്ുെറ 

 2.അമര, ഞാൻ െുമ്പറ 

രുകവെിച്ചിട്ടുെറ. 

  3. ഇല്ല, ഞാൻ ഒരിക്കെും 

രുകവെിച്ചിട്ടില്ല 

5.1.1 ഒരു ദ്ിവസം നിങ്ങൾ 

എപ്ര സിരരറ്ററ 

വെിക്കുന്നു? 

 

  

5.1.2 നിങ്ങളുമെ 

ആരുരപ്രിയിൽ 

സന്ദർരിക്കുന്ന ഓഡരാ 

രവണയും രുകവെി 

 1.ഉെറ 

 2.ഇല്ല 
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നിർത്തൽ 

മകൌൺസിെിംരറ 

െഭിച്ചിട്ടുഡൊ? 

5.2 നിങ്ങൾ നിെവിൽ 

ഏമരങ്കിെും 

ആൽക്കഡൊളികറ 

രാനീയങ്ങൾ 

കെിക്കുന്നുഡൊ? 

 

 1.ഉെറ 

 2.ഇല്ല 

5.3 നിങ്ങൾ രരിവായി 

രാചകം മചയ്യാറ്ുഡൊ 

അമല്ലങ്കിൽ 

െുൻകാെങ്ങളിൽ 

രരിവായി രാചകം 

മചയ്തിട്ടുഡൊ 

 

 

ഉത്തരം “ഇഡപാൾ 

രരിവായി രാചകം 

മചയ്യും എന്നാമണങ്കിൽ”, 

5.3.1 ൽ നിന്നറ . 

 

 

ഉത്തരം “ഒരിക്കെും 

രരിവായി രാചകം  

മചയ്തിട്ടില്ല 

എന്നാമണങ്കിൽ “5.4 

ഡെക്കറ ഡരാവുക 

 

 1.ഇഡപാൾ രരിവായി 

രാചകം മചയ്യും 

  2.െുൻകാെങ്ങളിൽ 

രരിവായി രാചകം 

മചയ്തിരുന്നു 

 3.ഒരിക്കെും രരിവായി 

രാചകം  മചയ്തിട്ടില്ല. 

 

5.3.1 ഒരു ദ്ിവസം 

രാചകത്തിനായി നിങ്ങൾ 

എപ്ര െണിക്കൂർ 

അെുക്കളയിൽ 

മചെവെിക്കുന്നു 

 

5.3.2 നിങ്ങളുമെ വീട്ടിൽ 

പ്രഡരയകം അെുക്കള 

ഉഡൊ? 

 1.ഉെറ 

 2.ഇല്ല 



 

97 
 

5.3.3 നിങ്ങളുമെ വീട്ടിൽ ഏരറ 

രരം രാചക ഇന്ധനൊണറ 

ഉരഡയാരിക്കുന്നരറ? 

 1.െരം  

 2.ബഡയാരയാസറ 

 3.എൽരിജി 

 4.കരി 

 5.െമണ്ണണ്ണ 

 6.ദവദ്യുരി 

 7.െറ്റുള്ളവ(വയക്തൊക്കുക) 

5.4 വാെനങ്ങൾ രരിവായി 

ഡരാകുന്ന ഡറ്ാ റ 

നിങ്ങളുമെ വീട്ടൽ നിന്നറ 

എപ്ര അകമെ ആണറ 

__________കിഡൊെീറ്റർ 

 

 

6.മരോഗവുേോയി ബന്ധസെട്ട ഘെകങ്ങൾ 

 

6.1 നിങ്ങൾക്കറ ആദ്യൊയി COPD ഉമെന്നറ 

കമെത്തിയിട്ടറ എപ്ര കാെൊയി? 

 ______ (വർഷങ്ങളുമെ 

എണ്ണത്തിൽ) 

6.2 COPD-യറക്കായി നിങ്ങൾ എപ്ര 

കാെൊയി ഇനറെയറ െർ എെുക്കുന്നു? 

______ (വർഷങ്ങളുമെ 

എണ്ണത്തിൽ) 

 

7.ച്ികിത്സോ രീതി 

 

7.1 7.1.1 7.1.2 7.1.3 7.1.4 

ഇൻഡെെ

ർ 

െരുന്നി

നറമറ് / 

െരുന്നുക

ളുമെ 

ഡരരറ 

ഇൻമെയിെറ്ിനറമറ് 

രരം 

(ഒന്നിെധികം 

ഓരറഷനുകൾ 

രിരമെെുക്കാം) 

ഉരഡയാരിച്ച 

ഇൻഡെെറ്ുക

ളുമെ ആമക 

എണ്ണം (ഓഡരാ 

രരവും) 

ഇൻഡെെറ്ി

നറ ഡ ാസറ 

ആവൃത്തി 

(ഒരു 

ദ്ിവസം) 

  1.െീറ്റർ ഡ ാസറ 

ഇൻഡെെർ 

(സറമരയ്്റ്ിഡനാ

മൊപം) 

 

 ഉരഡയാ

രിച്ച 

ഇൻഡെ

1.െീറ്റർ 

ഡ ാസറ 

1.െീറ്റർ 

ഡ ാസറ 
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 2.െീറ്റർ ഡ ാസറ 

ഇൻഡെെർ(

സറമരയസർ 

ഇല്ലാമര) 

 3.ദപ്  

രൌ ർ 

ഇൻഡെെർ 

 4.െറ്റുള്ളവ 

(വയക്തൊക്കു

ക) 

 

െറ്ുകളു

മെ 

ആമക 

എണ്ണം- 

ഇൻഡെെർ 

(സറമരയ്്റ്ി

ഡനാമൊപം) 

 

2.െീറ്റർ 

ഡ ാസറ 

ഇൻഡെെർ(

സറമരയസർ 

ഇല്ലാമര) 

 

3.ദപ്  

രൌ ർ 

ഇൻഡെെർ 

 

4.െറ്റുള്ളവ- 

(വയക്തൊക്കു

ക) 

 

 

ഇൻഡെെർ 

(സറമരയ്്റ്ി

ഡനാമൊപം) 

 

2.െീറ്റർ 

ഡ ാസറ 

ഇൻഡെെർ(

സറമരയസർ 

ഇല്ലാമര) 

 

3.ദപ്  

രൌ ർ 

ഇൻഡെെർ 

 

4.െറ്റുള്ളവ 

 

5.പ്രരിദ്ിനം 

രഫുകളുമെ 

എണ്ണം 

 

 

 

8.ദീർഘോകോല്േോയി അ ുഭവസെെുന്ന രവോെംേുട്ടൽ 

അഥവോ െീ ഓ പീ ഡീ തീശ്വത വില്യിരുത്തൽ     

 

ഡരാരി രൂരിപിഡക്കെരാണറ 

 

8.1പരിഷ് ക്കരിച്ച ആമരോഗയഗമവഷണ 

ഉപമദരകെേിതി രവെ  ബുദ്ധിേുട്ട് അളവുമകോൽ 

ദ്യവായി നിങ്ങൾക്കനുഡയാജയൊയ ഡകാളത്തിൽ 

രരിയെയാളം ഡരഖമപെുത്തുക (ഒരു ഡകാളത്തിൽ ൊപ്രം) 
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മശ്രണി ഡിസ്പ് ിയ െംബന്ധിച്ച ശ്പവൃത്തി                                  ശ്പതികരണം 

0 രവാസരെസ്സം കഠിനവയായാെം മകാെറ 

ൊപ്രം 

 

1 രെത്തിഡൊ അമല്ലങ്കിൽ ഒരു മചറ്ിയ 

കുഡന്നാ കയറ്ുഡമ്പാൾ  

ൊപ്രം രവാസരെസ്സം 

 

2   രെത്തിൽ നെക്കുഡമ്പാൾ 

സെപ്രായക്കാരായ ആളുകഡളക്കാൾ  

ഡവരകുറ്വുൊകുന്നരിനറ കാരണം 

രവാസംെുട്ടഡൊ അമല്ലങ്കിൽ  

സവന്തം ഡവരരയിൽ നെക്കുഡമ്പാൾ 

ഇെയറക്കിമെ രവാസമെെുക്കാൻ  

നെപറ നിർഡത്തെി വരുന്നു 

 

3 രെത്തിൽ കുറ്ച്ച നിെിഷങ്ങൾ 

നെക്കുഡമ്പാൾ അമല്ലങ്കിൽ  

ഏകഡദ്രം 100 അെി (90 െി) നെക്കുഡമ്പാൾ 

രവാസംെുട്ടുന്നു  

 

4 വീട്ടിൽനിന്നിറ്ങ്ങുഡമ്പാഡളാ അമല്ലങ്കിൽ 

വസറപ്രം ഉെുക്കുഡമ്പാഡളാ 

അെിക്കുഡമ്പാഡളാ അരിയായ 

രവാസരെസ്സം അനുഭവമപെുന്നു 

 

 

8.2 സപസട്ടന്നുണ്ടോവുന്ന മരോഗതീശ്വത യുസെ 

(എക്സർെർമബഷൻ) ച്രിശ്തം (ശ്പതിവർഷം) 

 

െിരൊയ രീരിയിൽ, 

മരമട്ടന്നുൊവുന്ന ഡരാരരീപ്വര, 

രഡൊ അരിൽ കൂെുരഡൊ രവണ  / 

 

മരമട്ടന്നുൊവുന്ന ഡരാരരീപ്വര 

ഒഡന്നാ അരിൽ കൂെുരഡൊ രവണ  

ആരുരപ്രി വാസത്തിഡെകറ നയിക്കുന്ന 

രീരിയിൽ 
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െിരൊയ രീരിയിൽ, 

മരമട്ടന്നുൊവുന്ന ഡരാരരീപ്വര ഒരു 

രവണ അമല്ലങ്കിൽ ഒന്നും ഉൊയിട്ടില്ല 

 

(ആരുരപ്രിയിൽ കിെഡക്കെരായി 

വന്നിട്ടില്ല) 

 

 

8.3 ഡരാരി ഇനിപറ്യുന്നവയിൽ ഉൾമപെുന്നു:      

ഡരാൾ റ 

എ 

 

ഡരാൾ റ 

ബി 

 

ഡരാൾ റ 

ഇ 

 

 

9.മകോമേോർബിഡിറ്റികൾ 

 

 

9.1 
ഡവമറ് വല്ല 

അസുഖവുെുഡൊ? 

 1.ഉെറ 

(specify__________) 

 2.ഇല്ല 

ഉത്തരം "ഇല്ല" എന്നാമണങ്കിൽ, 10 ഡെക്കറ ഡരാവുക 

9.1.1 

Sl.no െറ്ററ ഡരാരങ്ങൾ    രുെർ ചികിത്സ 

1. പ്രഡെെം   1.ഉെറ  2.ഇല്ല 

2. ഉയർന്ന രക്തസമ്മർേം  1.ഉെറ  2.ഇല്ല 

3. െൃഡപ്ദ്ാരം  1.ഉെറ  2.ഇല്ല 

4. രവാസഡകാര അർബുദ്ം  1.ഉെറ  2.ഇല്ല 

5. വിഷാദ്ം / ഉരറകണ്ഠ   1.ഉെറ  2.ഇല്ല 

6. ഉറ്ക്കെില്ലായ്മ  1.ഉെറ  2.ഇല്ല 

7. വായയിമെ ഡരാരം  1.ഉെറ  2.ഇല്ല 
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8. ഓസ്റ്റിഡയാമരാഡറ്ാസിസറ  1.ഉെറ  2.ഇല്ല 

9. െറ്റുള്ളവ (വയക്തൊക്കുക)  1.ഉെറ  2.ഇല്ല 

 

10. സതറോെിയും ആമരോഗയ 

െംവിധ്ോ വുേോയി ബന്ധസെട്ട ഘെകങ്ങളും 

 

10.1 എവിമെയാണറ നിങ്ങൾ ചികിത്സ 

ഡരെുന്നരറ? 

 1.സർക്കാർ 

സംവിദ്ാനം 

 2.സവകാരയ 

സംവിദ്ാനം 

 3.ഇഎസറഐ 

ആരുരപ്രി 

 4.െറ്റുള്ളവ 

(വയക്തൊക്കുക) 

10.2 ഒരു പ്രഡരയക ആഡരാരയ ഡകപ്ന്ദം 

രിരമെെുക്കുന്നരിനുള്ള 

കാരണങ്ങൾ എമന്താമക്കയാണറ? 

 1.ദ്ാരാവിനറമറ് 

ഡെൽ വിരവാസം 

 2.ജീവനക്കാഡരാെു

ള്ള വിരവാസ 

 3.വീെിനെുത്തറ 

 4.ചിെവറ  

രാങ്ങാനാവുന്നരറ 

 5.ജീവനക്കാരുമെ 

െഭയരയും 

സെകരണവും 

 6.നിെവാരെുള്ള 

ചികിത്സ 

 7.കുറ്െ 

കാത്തിരിപറ 

സെയം 

10.3 രവാസറ ഡപ്രാപ്രാെിനറ കീെിൽ നിങ്ങൾ 

രജിസ്റ്റർ മചയ്തിട്ടുഡൊ?  

 1.ഉെറ 

 2.ഇല്ല 

 3.അറ്ിയില്ല 

10.4 രവാസഡകാര രുനരധിവാസ 

രധരിയുമെ ഭാരൊയി നിങ്ങൾ 

 1.ഉെറ 

 2.ഇല്ല 
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എഡപാമെങ്കിെും വയായാെ രരിരീെനം 

ഡനെിയിട്ടുഡൊ? 

 

ഉത്തരം "ഇല്ല" ആമണങ്കിൽ 10.5 ഡെക്കറ 

ഡരാവുക 

10.4.1 ആരാണറ രരിരീെനം നല്കിയരറ?  1.ഡ ാക്ടർ 

 2.ഡനഴ്്റ 

 3.ഡവമറ്,വയക്തൊകു

ക 

10.5 നിങ്ങളുമെ ഭക്ഷണപ്കെത്തിൽ ൊറ്റം 

വരുത്തുന്നരിമനക്കുറ്ിച്ചറ നിങ്ങൾക്കറ 

എമന്തങ്കിെും ഉരഡദ്രം െഭിച്ചിട്ടുഡൊ? 

 1.ഉെറ 

 2.ഇല്ല 

10.6 നിങ്ങളുമെ രരിവറ ചികിത്സയറക്കുള്ള 

െരുന്നുകൾ എങ്ങമന െഭിക്കുന്നു? 

 

 

 

"സർക്കാർ സൌജനയ വിരരണം" 

എന്നാണറ ഉത്തരമെങ്കിൽ 10.7 ഡെക്കറ 

ഡരാവുക 

 1.സർക്കാർ 

സൌജനയ വിരരണം 

 2.സവന്തൊയിട്ടുള്ള 

ചിെവിൽ 

മെ ിക്കൽ 

ഡസ്റ്റാറ്ിൽ നിന്നറ 

വാങ്ങൽ 

(ഫാർെസി) 

10.6.1 നിങ്ങളുമെ െരുന്നുകൾ എവിമെ 

നിന്നാണറ വാങ്ങുന്നരറ? 

 1.പ്രാഡദ്രിക 

മെ ിക്കൽ ഡഷാപറ 

 2.സർക്കാർ െരുന്നറ 

ഡസ്റ്റാർ (കാരുണയ, 

നീരി, ഇൻെൌസറ 

പ് രറ ബാങ്കറ) 

 3.ജൻ ഔഷധി 

മെ ിക്കൽ ഡസ്റ്റാർ 

 4.മെ ിക്കൽ 

പ്രരിനിധികൾ 

 5.കമ്മയൂണിറ്റി 

ഫാർെസി ഔട്ടറ 

മെറ്റുകൾ 
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10.6.2 3 ൊസ കാെയളവിഡെക്കറ സിഒരി ി 

ഇൻഡെെർ െരുന്നുകൾക്കറ എപ്ര രണം 

ചിെവാകും? 

  

INR___________________ 

10.7 കെിെ ഒരു ൊസത്തിനിമെ 

നിങ്ങളുമെ അവസ്ഥ 

ഡൊരൊയരിനാൽ 

ഡനബുദെഡസഷൻ മചയ്തിട്ടുഡൊ? 

 

ഉത്തരം "ഇല്ല" ആമണങ്കിൽ, 10.8 ഡെക്കറ 

ഡരാവുക 

 1.ഉെറ 

 2.ഇല്ല 

 

10.7.1 എപ്ര രവണ മചയ്തു?  വയകറ രൊക്കുക  ___ 

10.8 നിങ്ങളുമെ മെ ിഡക്കഷൻ മ െിവറ്ി 

ഉരകരണം എങ്ങമന ഉരഡയാരിക്കണം 

എന്നരിമനക്കുറ്ിച്ചുള്ള രരിരീെനം 

നിങ്ങൾക്കറ െഭിച്ചിട്ടുഡൊ?  

 

ഉത്തരം "ഇല്ല" ആമണങ്കിൽ, 10.9 ഡെക്കറ 

ഡരാവുക 

 1.ഉെറ 

 2.ഇല്ല 

 

 

 

10.8.1  ആരാണറ രരിരീെനം രന്നമരന്നു 

വയക്തൊക്കുക  

 1.ഡ ാക്ടർ 

 2.നഴ്്റ 

 3.ഫാർെസിസ്റ്ററ 

10.9 നിങ്ങളുമെ ഇൻമെയിെർ െരുന്നുകൾ 

ഡനെുന്നരിനറ നിങ്ങൾക്കറ 

എഡപാമെങ്കിെും ബുധിെുട്ടറ 

അനുഭവമപട്ടിട്ടുഡൊ? 

 1.ഉെറ 

 2.ഇല്ല 

  

10.10 കെിെ 1 ൊസത്തിൽ നിങ്ങക്കറ 

ഇനറെമെർ െരുന്നറ രീർന്നരറമകാെറ 

അരിനു രകരം ആരുരപ്രിയിൽ 

ഡരായി ഡനബുദെഡസഷൻ മചഡയെി 

വന്നിട്ടുഡൊ 

 1.ഉെറ 

 2.ഇല്ല 
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11. പിന്തുണയുേോയി ബന്ധസെട്ട ഘെകങ്ങൾ 

11.1 

 
നിങ്ങളുമെ ഡ ാക്ടറ്ുമെ സന്ദർരന 

ഡവളയിൽ ആമരങ്കിെും നിങ്ങളുമെ 

കൂമെ വരാറ്ുഡൊ? 

 

ഉത്തരം "ഇല്ല" ആമണങ്കിൽ, 11.2 ഡെക്കറ 

ഡരാവുക 

 1.ഉെറ 

 2.ഇല്ല  

11.1.1 നിങ്ങളുമെ ഡ ാക്ടറ്ുമെ 

സന്ദർരനത്തിനറ ആരാണറ നിങ്ങമള 

അനുരെിക്കുന്നരറ? 

 

11.2 നിങ്ങളുമെ ഇൻമെയിെർ െരുന്നുകൾ 

ദ്ിവസവും കെിക്കാൻ ആമരങ്കിെും 

നിങ്ങമള ഓർമ്മിപിക്കുന്നുഡൊ? 

 

ഉത്തരം "ഇല്ല" ആമണങ്കിൽ 12.1 ഡെക്കറ 

ഡരാവുക 

 1.ഉെറ 

 2.ഇല്ല  

11.2.1 നിങ്ങളുമെ ഇൻമെയിെർ െരുന്നുകൾ 

എെുക്കാൻ ആരാണറ നിങ്ങമള 

ഓർമ്മിപിക്കുന്നരറ? 

 

 

12.മരോഗിയുേോയി ബന്ധസെട്ട ഘെകങ്ങൾ 

12.1 ഇൻമെയിെർ 

മെ ിഡക്കഷൻ 

ഫെപ്രദ്ൊയി 

ഉരഡയാരിക്കാൻ  

നിങ്ങൾക്കറ 

ബുധിെുട്ടുഡൊ? 

 

ഉത്തരം "ഇല്ല" 

എന്നാമണങ്കിൽ, 12.2 

ഡെക്കറ ഡരാവുക 

 1.ഉെറ 

 2.ഇല്ല 

12.1.1 ഇൻമെയിെർ െരുന്നറ 

വെിക്കുഡമ്പാൾ നിങ്ങൾ 

എന്തറ ബുധിെുട്ടറ 

ഡനരിെുന്നു? 

 1.ബുധിെുട്ടുള്ള ദക-

വായ ഏഡകാരനം 

 2.ഇൻമെയിെർ 

രിെിക്കാൻ പ്രയാസൊണറ 
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(ഒന്നിെധികം 

ഉത്തരങ്ങൾ 

രിരമെെുക്കാം) 

 3.ഭാരിക സറഡപ്ര വായയറക്കറ 

രുറ്ഡത്തക്കറ ഡരാകുന്നു 

 4.ഇൻമെയിെർ രരം 

ഉരഡയാരിക്കാൻ 

എളുപെല്ല 

 5.ഇരറ എങ്ങമന 

ഫെപ്രദ്ൊയി 

ഉരഡയാരിക്കാം 

എന്നരിമനക്കുറ്ിച്ചറ 

അറ്ിവില്ല 

 6.െറ്ററ കാരണങ്ങൾ, 

വയക്തൊക്കുക 

12.2 ഇൻമെയിെർ െരുന്നറ 

ഉരഡയാരിക്കുന്നരറ 

മകാെറ  നിങ്ങൾക്കറ 

എമന്തങ്കിെും 

രാർരവഫെങ്ങൾ 

ഉൊയിട്ടുഡൊ? 

 

 

ഉത്തരം "ഇല്ല" 

ആമണങ്കിൽ, 12.3 ഡെക്കറ 

ഡരാവുക 

 1.ഉെറ 

 2.ഇല്ല 

12.2.1 ഏമരാമക്ക 

രാരറരവഫെങ്ങളാണറ 

നിങ്ങളറ ക്കറ 

ഉൊകുന്നരറ?  

 

(ഒന്നിെധികം 

ഉത്തരങ്ങൾ 

രിരമെെുക്കാം) 

 1.ഡക്ഷാഭം 

 2.ചുെ 

 3.ദ്ുർരന്ധം വെിക്കുന്നു 

 4.വായിൽ വൃണം 

െൃദ്യെിെിപറ 

 5.രരിപ്ഭെം / ഉരറകണ്ഠ  

 6.വിറ്യൽ 

 7.രെഡവദ്ന 

 8.അെർജിക്കറ 

പ്രരിപ്രവർത്തനങ്ങൾ 

 9.മരാെയിമെ 

അസവസ്ഥര 

 10.െരുന്നിഡനാെറ കൂെുരൽ 

ആപ്രയം  
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 11.െറ്റുള്ളവ 

(വയക്തൊക്കുക) 

 

12.3 നിങ്ങൾ വീട്ടിൽ 

ഇല്ലാത്തഡപാൾ 

ഇൻമെയിെർ െരുന്നറ 

എെുക്കുന്നരറ നിങ്ങൾക്കറ 

ബുധിെുട്ടാഡണാ? 

 

ഉത്തരം "ഇല്ല" 

ആമണങ്കിൽ, 12.4 ഡെക്കറ 

ഡരാവുക 

 1.ഉെറ 

 2.ഇല്ല 

12.3.1 നിങ്ങൾ 

വീട്ടിെില്ലാത്തഡപാൾ 

ഇൻമെയിെർ 

െരുന്നുകൾ എെുക്കുന്നരറ 

നിങ്ങൾ എന്തറ ബുധിെുട്ടറ 

ഡനരിെുന്നു? 

 

(ഒന്നിെധികം 

ഉത്തരങ്ങൾ 

രിരമെെുക്കാം) 

 1.സവകാരയരയുമെ 

അഭാവം 

 2.അരൊനത്തിനറമറ് ഭയം 

 3.സൂക്ഷിക്കാൻ ഉള്ള 

ബുധിെുട്ടറ  

 4.െറ്വി 

 5.െറ്റുള്ളവ(വയക്തൊക്കുക) 

12.4 നിങ്ങളുമെ 

ഡരാരാവസ്ഥമയ കുറ്ിച്ചറ 

നിങ്ങൾക്കറ എപ്രഡത്താളം 

അറ്ിവുെറ? 

 1.നല്ല അറ്ിവറ  

 2.െിരൊയ അറ്ിവറ 

 3.മചറ്ിയ അറ്ിവറ 

 

അ ുെരണ അളക്കുക 

13. മേോറിസ്കീ ശ്ഗീൻ ല്വി ് െ്ക്കയിൽ (4-ഇ ം) 

 

  ഉെറ ഇല്ല 

1. നിങ്ങൾ എഡപാമെങ്കിെും 

നിങ്ങളുമെ സി.ഒ.രി. ി 
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ഇൻഡെെർ െരുന്നുകൾ 

വെിക്കാൻ െറ്ക്കാറ്ുഡൊ? 

2. നിങ്ങൾ നിങ്ങളുമെ 

സി.ഒ.രി. ി ഇൻഡെെർ 

െരുന്നുകൾ വെിക്കുന്നരിൽ 

അപ്രധാെു ആഡണാ? 

  

3. നിങ്ങൾക്കറ ഡഭദ്മപട്ടു എന്നറ 

ഡരാന്നുഡമ്പാൾ നിങ്ങൾ 

നിങ്ങളുമെ സി.ഒ.രി. ി 

ഇൻഡെെർ െരുന്നുകൾ 

വെിക്കുന്നരറ 

നിർത്താറ്ുഡൊ? 

  

4. നിങ്ങൾക്കറ അവസ്ഥ 

ഡൊരൊയി എന്നറ 

ഡരാന്നുഡമ്പാൾ നിങ്ങൾ 

നിങ്ങളുമെ സി.ഒ.രി. ി 

ഇൻഡെെർ െരുന്നുകൾ 

വെിക്കുന്നരറ 

നിർത്താറ്ുഡൊ? 

  

 

ഉെറ - 1 

ഇല്ല-0 

അ ുെരണ  ില് 

ഉയർന്ന അനുസരണ = 0  

ഇെത്തരം അനുസരണ = 1-2 

കുറ്െ അനുസരണ = 3-4 

 

14. അ ുെരണ അളക്കൽ 

 

14.1 െീറ്റർ ഡ ാസറ 

ഇനറെയ്ലർ 

ആമണങ്കിൽ, 

കെിെ ഇനറെയ്ലർ 
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എപ്ര ദ്ിവസം 

നിങ്ങൾ 

ഉരഡയാരിച്ചു? 

14.2 െീറ്റർ ഡ ാസറ 

ഇനറെയ്ലർ 

ആമണങ്കിൽ, 

ഡ ാക്ടറ്ുമെ 

നിർഡേരപ്രകാരം 

ഉരഡയാരിച്ചാൽ ഒരു 

ഇനറെയ്ലർ 

നിെനിൽഡക്കെ 

ദ്ിവസങ്ങളുമെ 

എണ്ണം 

 

14.3 ദപ്  മരൌ ർ 

ഇനറെയ്ലർ 

ആമണങ്കിൽ,  എപ്ര 

രുളികകൾ കെിെ 

30 ദ്ിവസത്തിൽ 

ഉരഡയാരിച്ചു? 

 

14.4 ദപ്  മരൌ ർ 

ഇനറെയ്ലർ 

ആമണങ്കിൽ,  

ഡ ാക്ടറ്ുമെ 

നിർഡേരപ്രകാരം 30 

ദ്ിവസത്തിൽ 

ഉരഡയാരിഡക്കെ 

രുളികകളുമെ എണ്ണം 

 

 

 

13.1 ഇെത്തരം അസെെിൽ കുറഞ്ഞ അ ുെരണ 

ഉള്ള പെോളികൾക്്ക  േോശ്തം 

മരോഗി റിമെോർട്ട് സച്യ്ത   ല്ങ്ങൾ 

എനറമറ് ഇൻമെയിെർ െരുന്നുകൾ ഞാൻ രരിവായി 

വെിക്കാറ്ില്ല, കാരണം: 
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Sl.no  1.രരി 2.അല്ല 

1. എനിക്കറ ചിെവറ രാങ്ങാൻ കെിെില്ല     

2. എനിക്കറ രരാരര ബുധിെുട്ടുകൾ ഉെറ     

3. എനറമറ് െരുന്നറ രീർന്നു മരാക്കുന്നരു 

മകാെറ. 

    

4. എനറമറ് ആഡരാരയ രരിരക്ഷാ ദ്ാരാവിൽ 

നിന്നുള്ള നിർഡേരങ്ങമളക്കുറ്ിച്ചറ എനിക്കറ 

വയക്തരയില്ല. 

    

5. എനറമറ് ചികിത്സാ രീരി വളമര 

സങ്കീർണ്ണൊണറ 

    

6. രാർരവഫെങ്ങമളക്കുറ്ിച്ചറ എനിക്കറ 

ഭയെുെറ 

    

7. ഇരറ ഫെപ്രദ്ൊമണന്നറ ഞാൻ 

വിരവസിക്കുന്നില്ല 

    

 

 

നിങ്ങളുമെ സെകരണത്തിനറ നന്ദി. 
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ANNEXURE VII 

IEC Approval Letter 
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ANNEXURE VIII  

Permission letter from DMO 
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ANNEXURE IX 

Plagiarism Report 

 


