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Background: Maintaining a usual source of care (USC), which is crucial for primary healthcare, encompasses ini-
tial contact, comprehensive services, coordinated care, and ongoing support. However, limited research exists on 
the relationship between USC and medication adherence in patients with hypertension. This study aimed to inves-
tigate the association between USC and medication adherence among patients with hypertension.
Methods: Data from the 2nd Korea Health Panel Survey 2020 were analyzed. The final sample consisted of 3,318 
participants aged 19 years or older diagnosed with hypertension. USC was categorized into three groups: no USC, 
place only (without a regular doctor), and regular doctor. Medication adherence was assessed using detailed items 
(dose, frequency, time, no stop) and a 4-point Likert scale. A logistic regression analysis was conducted with control 
for relevant variables.
Results: Compared to the no USC group, the regular doctor group had significantly higher odds ratios (ORs) for 
overall perfect/high medication adherence rates: 1.70 (95% confidence interval [CI], 1.42–2.03) and 1.59 (95% CI, 
1.14–2.20). Similar results were observed for each adherence item, including prefect dose (OR, 2.14; 95% CI, 1.73–
2.63), frequency (OR, 1.87; 95% CI, 1.53–2.28), time (OR, 1.72; 95% CI, 1.43–2.07), and no stop (OR, 1.56; 95% CI, 
1.09–2.23)/high frequency (OR, 2.47; 95% CI, 1.21–5.01), time (OR, 2.30; 95% CI, 1.19–4.44). However, the place only 
group showed no significant differences in medication adherence except for perfect adherence to dose (OR, 1.35; 
95% CI, 1.06–1.71).
Conclusion: These findings provide evidence supporting the need for healthcare policies that encourage having a 
regular doctor in South Korea, which has a healthcare system with limited primary care.
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INTRODUCTION

Hypertension, a significant risk factor for cardiovascular disease, is as-

sociated with high morbidity and mortality rates. Its proper manage-

ment is crucial for prolonging the lifespan and maintaining a good 

quality of life. Globally, 113 million individuals had hypertension in 

2015. As of 2021, approximately 28% of people aged 20 or older in Ko-

rea had been diagnosed with hypertension.1,2) Research conducted by 

the Korean Medical Insurance Corporation suggested that hyperten-

sion increases the risk of developing cardiovascular disease and mor-

tality by 2.6-fold.3,4) Chronic conditions such as hypertension are diffi-

cult to cure, so continuous medication management is often necessary 

in conjunction with lifestyle modifications. Therefore, medication ad-

herence is considered a criterion for treatment success.5,6)

 Medication adherence refers to taking the medication the doctor 

prescribes at the correct dosage and administration method.4) Accord-

ing to domestic research, hypertensive patients with versus without 

high medication adherence rates have better blood pressure control.7) 

On the other hand, medication non-adherence is common in patients 

with chronic diseases. According to domestic research, only 47.7%–

57.4% of patients with hypertension adhere to their prescribed medi-

cation therapy.8)

 Usual source of care (USC) refers to the healthcare provider or facili-

ty that the patients regularly visit for medical help.9) Studies have 

shown that individuals with a USC tend to have higher satisfaction 

with healthcare services. They establish ongoing relationships with 

their healthcare providers, which can lead to reduced hospitalization 

rates and overall healthcare costs. A USC also decreases unmet health-

care needs and positively influences medication adherence.8,10-13) In 

Korea, there are no regulations mandating the possession of a USC. As 

of 2016, the ownership rate was relatively low at 32.5% (29.1% for 

males, 35.8% for females).14)

 The Korean healthcare system is weak in terms of primary care ori-

entation. Despite the National Health Insurance System, private medi-

cal institutions dominate the landscape, comprising over 90% of all 

healthcare facilities. Patients can seek medical care at any institution, 

from private clinics to university hospitals, without restrictions. They 

can also access specialists directly without requiring a referral from a 

regular doctor.15) As a result, the proportion of individuals with a USC 

or regular doctor is lower in Korea than in Western countries like the 

Netherlands and the United Kingdom.12)

 This study analyzed the medication adherence rate for each item 

and overall medication adherence rate according to USC type among 

patients with hypertension using data from the Korea Health Panel 

Survey. Previous studies in Korea reported that patients with chronic 

diseases with versus without a USC tend to have higher medication 

adherence rates. Therefore, this study evaluated the medication ad-

herence more specifically than in previous studies by considering 

medication adherence in different stages of the medication process 

and focusing on patients with hypertension. In addition, this study di-

vided USC types into three groups—those without a USC (no USC), 

those with a USC but no regular doctor (place only), and those with a 

USC and a regular doctor (regular doctor)—and analyzed the data by 

combining these categories.

METHODS

1. Data Source and Subject of Analysis
This study utilized the data from the 2nd Korea Health Panel Survey 

2020 (version 2.1) jointly organized by the Korea Institute for Health 

and Social Affairs and the National Health Insurance Service. The Ko-

rea Health Panel Survey aims to produce individual- and household-

level statistics on various factors, such as disease, medical utilization, 

medication adherence, healthcare expenditure and its sources, health-

related perception, and behavior, as basic information for policy-mak-

ing to enhance the responsiveness, accessibility, and efficiency of 

healthcare services. The survey aims to identify the related factors to 

inform policy decisions. The Korea Health Panel Survey is a longitudi-

nal survey that has been collecting data annually since 2008. The first 

panel was concluded in 2018. The second panel was established in 

2019 for continued annual surveys. The second panel was constructed 

using a two-stage stratified cluster sampling method based on the 

2016 population census data. A self-administered supplemental ques-

tionnaire targeting adult household members aged 19 years and older 

included questions on the presence of a USC and its type.

 Of the original sample data in 2020, 10,509 responses were received 

for the supplementary questionnaire. Among them, 3,409 individuals 

were identified as having hypertension based on the Korean Standard 

Classification of Diseases version 6. The analysis was conducted of 

3,352 individuals after excluding 57 individuals who did not respond 

to the medication adherence questions (dose, frequency, time, and 

discontinuation) or answered that they did not know the dosage. 

Three individuals who did not respond appropriately to the medical 

institution type questions and 31 individuals for whom items were 

missing for control variables were also excluded as control variables. 

Therefore, the final analysis included the data for 3,318 individuals 

(Figure 1).

 This study was approved by the Institutional Review Board of Dong-

guk University Ilsan Hospital (no., SMC 2023-01-025; examination ex-

emption approval). The requirement for informed consent from indi-

vidual patients was waived because this retrospective study used pub-

licly available data.

2. Outcome Variable
The outcome variable of this study was medication adherence. The 

medication adherence survey was conducted of patients prescribed 

medication for hypertension or diabetes. The first question of the 

medication adherence survey was about the medication dose, and the 

specific content was “Have you taken your medication (used) by fol-

lowing the dose (number of pills taken at once) well for the past year?” 

The answer choices were: (1) always, (2) mostly, (3) rarely, (4) never, 

and (5) do not know the exact dosage per use. The question format 
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and answer choices for medication frequency (e.g., 3 times a day, once 

a day) and medication time (e.g., before meals, after meals, before 

bedtime) were the same as the medication dose. The specific question 

regarding medication discontinuation was, “Have you ever discontin-

ued your prescribed medication without consulting your doctor in the 

past year?” The answer choices were: (1) yes and (2) no.

 For the question regarding dose, frequency, and time, the responses 

of “do not know the exact dose, frequency, and time” were treated as 

missing values. Regarding medication adherence for each item, a re-

sponse of “always” for the dose, frequency, and time items was consid-

ered perfect medication adherence, while a response of “mostly,” 

“rarely,” or “never” was classified as medication non-adherence. High 

medication adherence for each item was defined as a response of “al-

ways” or “mostly” for the dose, frequency, and time items, while a re-

sponse of “rarely” or “never” was classified as non-adherence. In cases 

in which the medication was discontinued, those with no discontinu-

ation were classified as having perfect medication adherence, whereas 

those with discontinuation were classified as being non-adherent. In 

overall medication adherence, perfect medication adherence was de-

fined as a response of “always” for the dose, frequency, and time items, 

with no discontinuation of medication. High overall medication ad-

herence was defined as a response of “always” or “mostly” for the dose, 

frequency, and time items with no medication discontinuation.

3. Variables of Interest
USC types were categorized into three groups based on the responses 

to the additional questionnaire regarding the presence of a USC and 

the presence of a regular doctor. The questions asked were: “Do you 

have a medical institution (regular place) that you usually visit when 

you want to receive medical treatment or advice?” and “Do you have a 

regular doctor that you usually visit when you want to receive medical 

treatment or advice?” Individuals who answered “no” to both ques-

tions were classified as the no USC group. Those who indicated having 

a USC but no regular doctor was classified as the place only group. 

Those who reported having a USC and a regular doctor were catego-

rized as the regular doctor group. The respondents who answered that 

they did not have a USC but had a regular doctor were treated as hav-

ing missing values because of the small number of respondents in this 

category and the unclear meaning of their responses.

4. Control Variable
In this analysis, sex was categorized as male or female. Age was divided 

into two groups: 19–64 years; and ≥65 years. Education was classified 

into three groups: ≤6 years, 7–12 years, and ≥13 years. Household in-

come was divided into four quartiles based on the total annual house-

hold income divided by the square root of the number of household 

members. Marital status was categorized into two groups: currently 

married; and other (including currently divorced, separated, widowed, 

or never married). Regarding health insurance, government officials, 

teachers, employees, and community-based coverage receive the 

same benefits, so they were grouped as a single category for the analy-

sis. The other category included individuals who receive additional 

benefits, such as medical assistance, and cases in which individuals 

are not enrolled in health insurance and do not receive any benefits, 

although these cases are rare. The other category was also combined 

into a single category for analysis purposes. For private insurance, the 

participants were categorized as enrolled or not. The subjective health 

status was assessed using a 5-point Likert scale, and individuals who 

reported “very poor” or “poor” were classified as the poor group. In 

contrast, those who reported “good” or “very good” were classified as 

the good group. Individuals who reported “fair” were classified as the 

fair group. The annual outpatient visits were divided into four quar-

tiles: 1–12 visits, 13– 20 visits, 21–32 visits, and ≥33 visits.

 In the survey, the presence or absence of 30 representative chronic 

diseases and the time of diagnosis were investigated separately. Addi-

tional questions were asked to determine the presence or absence of 

other chronic diseases. The number of chronic diseases, excluding hy-

pertension, was categorized into quartiles (0, 1, 2, and 3+). The specific 

type and number of chronic diseases were unknown in cases in which 

other chronic diseases were present. Therefore, they were not consid-

ered in the adjustment for chronic diseases.

Participants in the appendix survey (2020)

(n=10,509)

Patients with hypertension (n=3,409)

People who answered the items of

medication adherence adequately (n=3,352)

People who replied adequately to items for

a usual source of care (n=3,349)

People who responded to all items for

control variables (n=3,318)

Exclusion of panels who did not have

hypertension (n=7,100)

Exclusion of panels who did not respond

adequately to the items of medication

adherence (n=57)

Exclusion of panels due to inadequate reply to

items for a usual source of care (n=3)

Exclusion of panels due to no response to

items for control variables (n=31)

Figure 1. Study sample selection process.
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5. Analysis Method
For the outcome variable of medication adherence, specifically overall 

perfect medication adherence, the sample sizes and percentages were 

provided for subgroups defined by the types of USC, general charac-

teristics, socioeconomic factors, and health-related control variables. 

Chi-square tests were performed to assess the associations.

 Finally, a logistic regression analysis was conducted to calculate the 

adjusted odds ratios (OR) of USC type and medication adherence 

while controlling for covariates. This study analyzed perfect medica-

tion adherence for each item, overall perfect medication adherence, 

high medication adherence for each item, and overall high medication 

adherence. Statistical analysis was performed using Stata/SE ver. 16.1 

(Stata Corp., College Station, TX, USA), and a significance level of 

P<0.05 was used to determine statistical significance.

RESULTS

Among the patients with hypertension, the percentage of perfect med-

ication adherence was higher in the regular doctor group (72.8%) than 

in the no USC group (60.6%) and the place only group (59.1%) (Table 

1). The perfect medication adherence rate was higher in the older age 

groups (≥65 years, 68.4%) than in the younger age groups (19–64 years, 

62.4%). Among different income quartiles, the perfect medication ad-

herence rate was higher in the lowest (69.7%) and highest (68.2%) 

quartiles than in the second (66.5%) or third (62.0%) quartiles. The 

perfect medication adherence rate was higher among those without 

private insurance (68.6%) than in those with private insurance (65.2%). 

There were no significant differences in the perfect medication adher-

ence rates in terms of sex, education level, current marital status, 

health insurance type, presence of disability, or self-rated health status 

(Table 1).

 After the adjustment for general characteristics, socioeconomic fac-

tors, and health-related factors, the OR for overall perfect medication 

adherence was 1.70 (95% confidence interval [CI], 1.42–2.03) in the 

regular doctor group, indicating a significantly higher likelihood of 

perfect medication adherence than in the no USC group. In the place 

only group, however, the OR was 0.94 (95% CI, 0.77–1.16), suggesting 

no significant difference in perfect medication adherence compared 

to the reference group (Table 2). The OR for overall perfect medication 

adherence was significantly higher in the following subgroups: indi-

viduals aged ≥65 years (OR 1.27 compared to those aged 19–64 years), 

those with self-rated good health status (OR 1.37 compared to those 

with a self-rated poor health status), and those with a higher number 

of annual outpatient visits (13–20 visits and ≥33 visits compared to 

those with 1–12 visits).

 The OR for perfect medication adherence for each item, including 

dose, frequency, time, and no discontinuation, was significantly higher 

in the regular doctor versus no USC group (2.14, 1.87, 1.72, and 1.56 

versus no USC group). On the other hand, there were no significant 

differences in the place only group except in dose (Table 3). The OR for 

high medication adherence overall and for each item (frequency, 

Table 1. Medication adherence by patients’ general characteristics in the 2nd Korea 
Health Panel (2020) data (N=3,318)

Characteristic
Overall perfect medication adherence*

P-value
No Yes

Type of a USC 0.000
   No USC 328 (39.4) 504 (60.6)
   Place only† 309 (40.9) 447 (59.1)
   Regular doctor 471 (27.2) 1,259 (72.8)
Gender 0.096
   Male 513 (34.9) 956 (65.1)
   Female 595 (32.2) 1,254 (67.8)
Age (y) 0.001
   19–64 377 (37.6) 625 (62.4)
   ≥65 731 (31.6) 1,585 (68.4)
Education duration 0.637
   ≤6 439 (32.8) 901 (67.2)
   7–12 513 (33.4) 1,022 (66.6)
   ≥13 156 (35.2) 287 (64.8)
Household income 0.006
   1st quartile (lowest) 252 (30.3) 579 (69.7)
   2nd quartile 277 (33.5) 550 (66.5)
   3rd quartile 317 (38.0) 518 (62.0)
   4th quartile (highest) 262 (31.8) 563 (68.2)
Marital status 0.655
   Married 771 (33.6) 1,521 (66.4)
   Others‡ 337 (32.9) 689 (67.2)
Health coverage 0.119
   NHI 1,034 (33.1) 2,092 (66.9)
   Others§ 74 (38.5) 118 (61.5)
Private health insurance 0.040
   No 425 (31.4) 930 (68.6)
   Yes 683 (34.8) 1,280 (65.2)
Disability 0.490
   No 139 (34.9) 259 (65.1)
   Yes 969 (33.2) 1,951 (66.8)
Self-rated health status 0.068
   Poor 356 (34.6) 673 (65.4)
   Moderate 533 (34.3) 1,022 (65.7)
   Good 219 (29.8) 515 (70.2)
No. of other chronic diseases 0.006
   0 325 (35.4) 593 (64.6)
   1 332 (30.6) 754 (69.4)
   2 245 (31.6) 530 (68.4)
   ≥3 206 (38.2) 333 (61.8)
OPD visits per year 0.004
   1–12 336 (37.9) 551 (62.1)
   13–20 269 (31.8) 577 (68.2)
   21–32 256 (33.6) 506 (66.4)
   ≥33 247 (30.0) 576 (70.0)

Values are presented as number (%). P-value by chi-square test.
USC, Usual Source of Care; NHI, national health insurance; OPD, outpatient 
department.
*“Always followed” for three items (dose, frequency, and time) and “no” for 
discontinuation item. †USC without a regular doctor. ‡Other marital status groups: 
divorced, separated, widowed, and never married. §Other health coverage groups: all 
health insurance (medical care for low-income people, special care for national 
merit, care for foreigners, and stopped care [non-payment]) other than NHI.
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time) was significantly higher in the regular doctor group (1.59, 2.47, 

and 2.30 versus no USC group). In the place only group, however, no 

significant differences were observed in the OR for high medication 

adherence overall and for each item (except for issues with the overall 

model fit for dose) (Table 4).

DISCUSSION

Compared to the no USC group, the regular doctor group showed a 

significantly higher OR for an overall perfect/high medication adher-

ence (1.70; 95% CI, 1.42–2.03)/(1.59; 95% CI, 1.14–2.22) as well as per-

fect/high medication adherence for each item (dose [2.14; 95% CI, 

1.73–2.63], frequency [1.87; 95% CI, 1.53–2.28], time [1.72; 95% CI, 

1.43–2.07], no stop [1.56; 95% CI, 1.09–2.23]/frequency [2.47; 95% CI, 

1.21–5.01], and time [2.30; 95% CI, 1.19–4.44]). On the other hand, no 

significant differences were observed in the place only group except 

for perfect medication adherence for dose (1.35; 95% CI, 1.06–1.71).

 According to the Jung and Byeon8) analysis of the 2012 1st Korea 

Health Panel Survey data, the regular doctor group showed a signifi-

cantly lower medication non-adherence rate than the no USC group 

(OR, 0.67). Similarly, the study by Shin10) of the 2017 1st Korea Health 

Panel Survey data found that the regular doctor group exhibited a sig-

nificantly higher medication adherence rate than the no USC group 

(OR, 1.8).11) These findings are consistent with the present study of 2nd 

Korea Health Panel Survey data. In the study by Jung and Byeon,8) 

however, the medication non-adherence rate was significantly lower 

in the place only than no USC group (OR, 0.61). Similarly, Shin10) re-

ported a significantly higher medication adherence rate in the place 

only versus no USC group. In contrast, this study found no significant 

differences in medication adherence rate in the place only group ex-

cept for the dose category. The study by Jung and Byeon8) included all 

chronic diseases as the target population and considered medication 

non-adherence even in cases in which the prescription medication 

was not dispensed. The authors analyzed the presence or absence of a 

regular doctor and the presence or absence of a USC as separate fac-

tors. On the other hand, Shin10) specifically targeted elderly individuals 

aged ≥65 years among the entire population of chronic disease pa-

tients.

 Compared to previous studies, this study utilized more recent data 

from 2020, allowing more robust conclusions. This study also specifi-

cally focused on patients with hypertension, a chronic condition that 

requires consistent medication adherence for its management. This 

targeted approach enabled an examination of the impact of medica-

tion adherence without the confounding effects of other chronic dis-

eases. Unlike previous studies that categorized medication adherence 

based on a single question with two response options, this study em-

ployed 2nd Korea Health Panel Survey data and analyzed adherence 

using four detailed items. This comprehensive approach allowed an 

assessment of medication adherence both overall and for each item. 

Furthermore, the regular doctor group had a higher medication ad-

herence rate than the no USC group according to a 4-point Likert scale 

Table 2. Adjusted odds ratios of overall perfect medication adherence* in the 2nd 
Korea Health Panel (2020) data (N=3,318)

Variable Adjusted odds ratio (95% CI) P-value

Type of a USC
   No USC 1
   Place only† 0.94 (0.77–1.16) 0.583
   Regular doctor 1.70 (1.42–2.03) 0.000
Gender
   Male 1
   Female 1.19 (1.01–1.41) 0.037
Age (y)
   19–64 1
   ≥65 1.27 (1.05–1.54) 0.012
Education duration
   ≤6 1
   7–12 1.08 (0.90–1.29) 0.416
   ≥13 1.04 (0.80–1.37) 0.753
Household income
   1st quartile (lowest) 1
   2nd quartile 0.84 (0.68–1.04) 0.114
   3rd quartile 0.72 (0.57–0.91) 0.005
   4th quartile (highest) 1.00 (0.78–1.28) 0.989
Marital status
   Married 1
   Others‡ 0.96 (0.80–1.14) 0.632
Health coverage
   NHI 1
   Others§ 0.72 (0.52–1.01) 0.055
Private health insurance
   No 1
   Yes 0.87 (0.73–1.03) 0.110
Disability
   No 1
   Yes 1.04 (0.82–1.31) 0.754
Self-rated health status
   Poor 1
   Moderate 1.09 (0.90–1.31) 0.381
   Good 1.37 (1.08–1.72) 0.008
No. of other chronic diseases
   0 1
   1 1.15 (0.94–1.40) 0.163
   2 1.04 (0.83–1.31) 0.712
   ≥3 0.78 (0.60–1.01) 0.058
OPD visits per year 
   1–12 1
   13–20 1.25 (1.02–1.54) 0.031
   21–32 1.21 (0.98–1.50) 0.080
   ≥33 145 (1.16–1.82) 0.001

P-value by multiple logistic regression. Hosmer-Lemeshow goodness of fit: 
P=0.5205
CI, confidence interval; USC, Usual Source of Care; NHI, National Health Insurance; 
OPD, outpatient department.
*“Always followed” for three items (dose, frequency, and time) and “no” for 
discontinuation item. †USC without a regular doctor. ‡Other marital status groups: 
divorced, separated, widowed, and never married. §Other health coverage groups: all 
health insurance (medical care for low-income people, special care for national 
merit, care for foreigners, and stopped care [non-payment]) other than NHI.
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to differentiate between perfect adherence and high adherence.

 Compared to the no USC group, a significant difference in medica-

tion adherence rates among RD group but no difference in the place 

only group, might be partly due to longitudinality issue. The concept of 

longitudinality refers to the long-term personal relationship between a 

doctor and a patient within the primary care context. According to 

Starfield,16) longitudinality offers several benefits, including improved 

recognition of patient problems and needs by the physician, more ac-

curate diagnoses, higher patient acceptance of medical advice, a re-

duced likelihood of hospitalization, lower healthcare costs, and in-

creased patient satisfaction compared to cases in which only health-

care facilities are available.16)

 A study by Kerse et al.17) in New Zealand (2004) also yielded signifi-

cant results, showing higher medication adherence rates when there 

was a greater concordance between patients and physicians (OR, 1.3). 

In this context, concordance referred to the extent to which physicians 

understood their patients, recognized their problems and needs, and 

agreed with their treatment decisions. These findings align with the 

benefits of longitudinality mentioned by Starfield.16) Chang et al.18) in 

2010–2017 analyzed data from the Medical Expenditure Panel Survey 

and reported that the quality of the physician–patient relationship 

positively influenced patient adherence to antihypertensive medica-

tion regimens. The study evaluated the physician–patient relationship 

in terms of effective communication and shared decision-making.18)

 Kim and Sung19) examined the 2018 1st Korea Health Panel data and 

reported that patient-centered communication was significantly better 

in the regular doctor versus no USC group. On the other hand, no sig-

nificant difference was observed in the place only group.19) This sug-

gests that when physicians are involved, patient-centered communi-

cation is more effectively established and the trust between physicians 

and patients is higher than in cases in which physicians are not in-

volved.20) The absence of significant differences in medication adher-

ence rates among individuals in the place only group and the signifi-

cantly higher medication adherence observed in the regular doctor 

group in the present study are informed by the findings of these stud-

ies.

 While this study had the advantage of using a probability sampling 

method to include a representative population sample, it also had 

some limitations. First, it was difficult to establish precise causal rela-

tionships and provide conclusive information about causality because 

of its cross-sectional nature. Second, the reliance on self-reported data 

from participants may introduce discrepancies between reported 

medication adherence and actual adherence behaviors. Various meth-

ods can be used to assess medication adherence, such as directly mea-

suring substances or their metabolites in blood or urine samples to 

determine the drug half-life and confirm adherence. Alternatively, ad-

herence can be assessed indirectly through questionnaires, interviews, 

the counting of remaining pills, or calculating prescription renewal 

dates. While the previously mentioned direct methods have the ad-

vantage of objectively measuring adherence, they may not capture 

specific details, such as the dose, frequency, time, or missed doses, as 

effectively because they do not involve daily monitoring by healthcare 

professionals. In contrast, the questionnaire-based approach used in 

the present study has the advantage of evaluating adherence more 

comprehensively, including dose, frequency, time, and missed dos-

es.21) Third, recall bias is possible as the responses rely on patients’ 

Table 3. Adjusted ORs of perfect medication adherence for each item* in the 2nd Korea Health Panel (2020) data (N=3,318)

Type of a USC

Adjusted odds ratio (95% CI) of perfect medication adherence

Medication dose frequency Time No stop

OR (95% CI) P-value OR (95% CI) P-value OR (95% CI) P-value OR (95% CI) P-value

No USC 1 1 1 1
Place only 1.35 (1.06–1.71) 0.013 1.23 (0.98–1.55) 0.075 0.91 (0.74–1.12) 0.373 1.27 (0.83–1.93) 0.272
Regular doctor 2.14 (1.73–2.63) 0.000 1.87 (1.53–2.28) 0.000 1.72 (1.43–2.07) 0.000 1.56 (1.09–2.23) 0.015

Adjusted for gender, age, education duration, household income, marital status, health coverage, private health insurance, disability, self-rated health status, the number of 
other chronic diseases, and outpatient visits per year. Hosmer-Lemeshow goodness of fit: all models fit well.
OR, odds ratio; CI, confidence interval; USC, Usual Source of Care.
*“Always followed” for each item (dose, frequency, or time) or “no” for discontinuation item.

Table 4. Adjusted ORs of high medication adherence for each item* in the 2nd Korea Health Panel (2020) data (N=3,318)

Type of a USC

Adjusted odds ratio (95% CI) of moderate medication adherence

Combination of all items Dose Frequency Time

OR (95% CI) P-value OR (95% CI) P-value OR (95% CI) P-value OR (95% CI) P-value

No USC 1 1 1
Place only 1.33 (0.90–1.98) 0.158 Model: fits poor - 1.96 (0.83–4.62) 0.125 1.92 (0.86–4.31) 0.114 
Regular doctor 1.59 (1.14–2.22) 0.007 Model: fits poor - 2.47 (1.21–5.01) 0.013 2.30 (1.19–4.44) 0.013

Adjusted for gender, age, education duration, household income, marital status, health coverage, private health insurance, disability, self-rated health status, the number of 
other chronic diseases, and outpatients visits per year. Hosmer - Lemeshow goodness of fit: all models fit well except the dose model.
OR, odds ratio; CI, confidence interval; USC, Usual Source of Care.
*“always followed” or “mostly followed” for each item (dose, frequency, or time) or “no” for discontinuation item.
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memory. On the other hand, there is no clear reason to believe that in-

dividuals with regular physicians would systematically provide higher 

adherence responses than the no USC group, so it is unlikely to signifi-

cantly alter the overall conclusion. As more data become available 

over time, future research can explore changes in medication adher-

ence over time and conduct analyses based on different institutions or 

specialties.

 Previous studies reported several benefits of having a regular doctor. 

This current study confirmed that medication adherence is improved 

in hypertensive patients with a regular doctor. These findings support 

the need for healthcare policies that encourage having a regular doctor 

in Korea, which has a healthcare system with limited primary care. 

Despite the presence of national health insurance, the weak primary 

care system in South Korea highlights the importance of promoting 

having a regular doctor considering its positive impact on medication 

adherence in hypertensive patients.
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