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, 8 . TJ A T 

lntrodu ti n 

on- dhl!n.::n · to hypi.!rll!n ion mcdi ·ation is a maJor au 1.: of um:omr llcd bl d 

pres ur' \\hi ·h incn!ase. the ri -~ r patients to de, lop c mplication:. Jl od heallh 

pr , ider and patient rel:ltion ·hip i-; an 1mportmu indicator of •ffl.:cti\'I.~ health are sl!rvi •c 

ddiwr} "hi h can inllu nee pmil:nts· adhcn.:nc • to mcuication . Little information is 

a, ai lahh: on adherence to treatment among patiem · all n<ling primar. hcahh care ·l inic • 

·uch in di ·tri t h pita! and hcullh pn)\ id ·r nd patient communication on medi ·ati n. 

adhcrencc aJl'l! t patients· mc:dicati n. behuvi ur in Ghana. 

Ohjc ·Ii\ c: th.is ·rnJ} . ught t a e putient:· l rc:cp1ions 

l mmunication n adhcren c ll) h} pi:nen. i n treatment at pam 

mmi \\ e l. 

a I •the d: fhe tud_ wa a ·r · ecti nal . tudy. fhe 

f health provider -· 

ath lie 1 I spital in 

dc1em1incd potit.:1us adhcn.: n e to mi.:dicati m and a m dified lnterpl."rsonal Procc . es r 
nre _9 item sun·e) \\ti· used to a · ·s patient pcrccpti n ' f health Ir vider 

ommuntcauon. \ c rn. ' uth 1.: . am piing m ·th d ' as u <l t inkn ie,, "07 h) p rt nsi I." 

patient· utlenc.ling the PD m dail lay to June ~017. Pati ·nv· a lbcn:n1.:1.: 

. Cl re. \\t.'re dichot mizcd into )plimal ac.lheri.;n und uhoptimal adhercn I.!. ( . con; ..._ ). 

1ach JP · cores ,,ere dichot m1ized in to g d IP · und p r H C. Pers 11· h1 1uari..:: tt:sl 

,,us conducted to dctermim.: the rduti( nJ1ip hcl\\ en patient · hara l ·ri 'tic : lhc IP ' 

uh~caks s llft.-S and adherence t) pc (optimal or uh( ptimal). I { gistic re!.!ression "·' . 

pi..:rl' nne It le t the trcngth of these a . iation .. (p _0.00-) 

I c: 'ult : the pr portion of pufo .. •nts ,..,ith plimul adben:ncc wa ·6.7%. am mg. p:llil·nt·s 

• 0 •t Ji.:m gr.: phic ch.tr. l leri ti s and mcdicul backgwun<l. patient ·· age and the numb1.:r 

of pill. takint• \\crc ignifi ·:mtly .1:: iatc<l "1th adh n:nce Cp O.oo-) , era II gou.l 

Ip · s ~cnres range I nm : 0111 ll I 00%. \ .-1. ti aicoJI) ·igni Ii ant rdation .. hip \\ a 

rcponl.'d bl."l\\l:Cl1 the scale .. \\l rki..:d I lg ·tht.:r .. and .. H.lh ren .. (p <:O.oo-,. 

01u.:lu.-.ion: lh · prnp mion ,)f a<llP-rcn e \\.l · ll1W •• 1 h1.: :tudy foun<l u ·ignificant 

r J.1tmnship bd,\n.:n thl.' ·palknt Cl:nl~n~d J ·ci . i 1n mnkin~ .. and udh ·rem: . Pati(:nts and 

health pnn i<lcr collahorat ion on pnt1cnl tr Jtm1.:nt i capital 10 enhanc patient mlh rcncl: 

tu hyp('rll.:11.'i 111 tr 'i.llllll.'lll lo 

l • 
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II PTER O E 

1 'TRODL TIO,' 

I .l Bac"~round 

11_ pcrh.:nsi n. d ,fine by \\ 110 a a I t!r 1 tent eh.:Yali n f hlo d prl: . sure gr • h.:r than 

140/90 mmll g ( I I . 2013). i the primar~ cau: of \\Orl<.I ardiovascular di casl..!s and 

\\a t1n. idaed in :w _ · · the third c, LI e f disabiliLy-adJlt.t d lik year (D \l · ) 

(Ch ckal,ngam. Carnpb 'IJ. c • n:orgc ro<lor. - 0 . I he numb(;r f hyp rkn i c patients 

world,\itlc \\ T2 millitn in 2000 and thi · numb·r i pn.:JicLl:d l in r as ll l.-6 

billion b) th ·c r 202 - (K arncy et al.. _oo- . 

l:urlier stu<li son h_ pcnension (Tl 1 ) dl: ri cd it a. a dis 'J. c r high in m · >untril.! ·. 

[hi \\U.' in relation \\ilh high m J rn lifc. t)lc "hich in·luck t chn)) gical 

elev lopm nt. pro ·pcri ng last r d u m de f feeding. incr 'rt e LI e r per onal mot r 

, hi le · u · mean < f tran p 11 o, er thcr tradiLional m an ·. n wa initiall) 

low in tli.:,d ping l' untrii..:S nnu almost n n-e, i ·ti.;nt in fri a Ibrahim Dmna-cl..!n . 

201-). 

JI \\t:\ l:r. thi · t n I n ) ha changcd < ,er the pa. l three tk:catli.: and I IT ha hccomc: 

highl) pn.:,al nl in ,\fri a anti th r u ·,·eloping countri ·. The preullcnc1.; >fh)J 1.:rtcn i 11 

, ar~· a rding to rL"gion antl 111tinc11L. and li·i ·a i · hm ing the highc. t pn.:,alcn •c ,, ith 

40 ~o (\VII . 20 15. 1ill. Bundy. Kdl}. I d. Kc..irney . Rc)nold ·. h n , [le. ( :! 16) 

r unJ m u r ,1c\\ Lud) that the gc Landardi1d I r',akn c of h) pcrten i 11 had 

i11creos1.; by 7.7% in ll)\\ anu mi ldk income c untri 's(L 1IC). 

In iharw. Ag)cni.rng · Bn11jnzl'd . (20 6) founJ in a cro •• -sc ti rnal study a 

hypcnl'n. i<ln I rc, a knee or 2CJA 0 'u. \\ 11 later reported a pn.:, alencc rnnging hd\\ ~en 

~ 1.0 % 10 40 ~·o '"ilh an a,cragc of~9 % (\\ 11 . _015). 



11) pcrtcn ion and il , c mplicutions are prc\entablc am) th1 .· JcpencJ m \'ariou · fa tm 

in luding pnti nt adheren • to health provid ·r" pre. cribed tn.-:atm Ill and n.: ommemh:d 

lif-· ' l)-lc changes n cd cl to maintttin Lh1.: high blo d pre. ure le\ d under • nlrol 

'ational mmunity Pharmaci l \:s ciati n. _QI 3: 0 krhcrg , Blaschke. _()05 ). 

Ke1.:pmg one·s blo d pre. ·un.; umh:r mrol anti m tlilYing habit c rn ic.krc<l a. ri . k 

fo L rs for h: pert.:n ·ion and it compli ation . ar the main J1fficulti _ en unt •d b) 

patit.:nt. incc h)pcrten ion i a life time <li ·ca 'e and therefor rt:4uc t patient 10 take his 

medication · for all hi life. Patient 11011-adh rcn e ll h) pertcn ion i Lhc muin factor f r 

unc ntrnlle f bk )cl J re. ~ ure le\ d (\\'I I Rai · d blo cJ pre ·ur . 201 ). 

·cordino to \\'JI 
~ 

2013). adher1.:n 1.: l thcrup) i. general!)- I w \\-Orldv, idc \\ ith an 

\ rag )f 50 % patients udhering to th ir tn.:ntmt!nt nnd thi .: t:stimatc i 1.:\ en IO\\l:r in 

unt1ic . • and 1 \\C l in de,doping c untrie . In Ghana. Lar)co (.201 "') 

Auhacn c 1 , Lhcrapy. mo tly long term thernr>) uch a in chronic Ji ·case ·. ptimi/e 

patient health mile m . rc:duc ... _. hculthcarc c :t and ensure qualil) of care and patient 

sufi ty ( ·tcrberg · Bia. chkc. _005: abat '. 1 0 ). 

T uctm ontributing I patient n n-adhcrt:n e I h) p ·rten ion Lrcaurn:nt in · ludc · patient 

awan.:ne. s ()f h:vperlcn.-ion: h nlth pmvitl1.:r ' mmunic,Hion: drug regim nt and Jrug 

ad, crse rea tion. heal lb an.' a ce .-ibillty. in me. educational h.:, el. age: marital .'tatu 

(. abate. ~00"). Th qualily l 1f h 'alth provi h:r and pali1.:nl ommuni otion i in!Jucmiul in 

palicnt ad her •m.:c to h) pcncn ion tr ·a1m1.:nt 'tm r lpoulou. _o 11. Clc,·cr. Jin. l C\ in . n. 

· , kltLer. _00 : . \lmas. Bhnmuni. c', Khan.201-1-). 

De pite c, craJ in ten cnli n · und pr >grams de, cl pcd I ac.kln.:s · . pccificull:v th fa tors 

co111rihu1ing to nn.n-adlPrcncc tu h) pertcrL·i n. non-adheri.:nce Lill r\,.;main a \\or[ h, iJc 



import.1111 barrier m controlling high bl> t.1 prcs:-ure (Wll . 2003). uh\;rcnc, t 1 

ln:atmcnt requir patil:nt , \\an.:ne ·s. infom1mi n. cducatj n nd a, I roprimc 

c mmunication t under. tanJ th · nt! ·d to take h) pcrtension medication . _pulient 

m 1i, ation anc.l "illingne .. t full) acct:pt a I< ng life lcrrn t ndiliun ,,.hich ma, bring 
- " 

1.2 Problem tatcmcnt 

clhen:ncc to lrca1m1,;nt is • \\ Orld,,ide public h alth nccrn and m Lh' amc tim 

major im.licat r f hculU1c·1re cffe t1vent' · . <lht.:r 11 e t lrt.:atmcnt i. generally I \\ 

w rl<lv.:"dc and I we-;t ind• I ping countrie (\ JI . 2003 . Res archer: ·uggc. L d tha t 

health pr , ider-Patienl relation. hip pla s an important re le in patient adherence. Jn 

jhan . Lar)ea (_01 ) and B L hway (20 14. found that nl) .. r'.7% of patil.'.nt attending 

K rh:-Teaching I J pi1al and ":!. 7 ° o r puti nts in himota 11 : pita) ,,er compliant 

"ith theil' tr au11 •nt. tudit: on adher ·n ' 111 frica fc cused mainl~ nn pati nt attending 

tea hing and r gional h pllals. "hich on ·titutc thiru r ~ferr:.11 le\' I. Litt I i 1,.11 \\ 11 n 

auh n:nce to h) p •nen i n treatm ~nt among rural patiems \\ h anend di trict ho~pllal 

• nd ,., hi h rcpre.·ent ccond r lcrral le I. \ ,1 reo\ cr fo,v tud1e hav .-e. s d hl•alth 

pr \ ick r · rdmi mship ,, i1h patirnt ~ u~ing an lntl'rp rs ma! Pr ·c. ar un ~ JP ·). 

1 hi. stut.1~ .- ught I uekrmine the pnporli n nr h) pcrkn ·in: pnticnt a<lher nt t their 

treatment nnJ ho" hc?ulth pn \'ilkr c mm uni at ion inlluenct: adh n:nc l h) 1 crten i 11 

lreauncnl in 1 m >a \\ ·t di 1ri 1 ho pital. 



1.3 Conceptual framework 

Th cone ptual framework wa ad pted from WIIO s 'fi e dim nsions of medicati n 

adherence" identified main barriers to ffective adh r nee to drug r gimen ( abate, 

20 3) repre nt d in Figure 1. The study focu e mainly on the h alth provider and 

patient r lationship. 

H . hb 1 ,,i,1•1 -1, h t 

1 Inn u.:Jup 

P:> I I ,t ,I f I t ., 

Figure 1.Cooccptual framework on factors aff cting adherence to medication 
Adapted from ( abate, 2003). 

1.3.1 The WHO' multidimen ional medication adber n e 

Patien adb rence t hypertension medication is recognized as th mo e:ffecti e way of 

controlling high bl d pre ure 1 el. WHO stated that adher nee is a multidimensional 

phenomenon determined b th interpla of fiv s of facto . term d •dimen ions 

abate. 2003). 

1. ocio-economic factor 

4 



') Patient rl:la1cd !act rs 

' mlition rdut d factor · 

..J.. TI1t:r, p) related factor. 

Pro ick:r-patien l lc.:ahh care ·y tem rdatcd fa tor: 

, do-economic I~ t r : c.:tlucati nal und financial ·talus. putiem l!cndrc. ln k or fomily 

. upport. inahilit I t po fi r healthcar' ervic.:e or ha ing h ulth insurnnci:: plan 

inllucnc positive! or negativ ly a !her nee. Pati nt. \\ilh languag barrier and p or 

hcalLh literac have lov,cr adhcren c ompur d t paticnL ,,ith high health l1tern y and 

patients who speak the ·am language a th h alth pr \ iJ r (Brnn<li ini. iacomini. 

D •j an. an. tone. , Win. or. 20 l,: ' un ' Rau. J 17). 

Patient relai t.l factor.: vi ual. hearing and ognith,e im.pairmcnt affect negati\·ely patknt 

adheren t in ·e thc. e p,llienls havl.! diffic:uJL ro understand. Pati nt 

a,,arenc. · )f the c.li · ase and high pcrceived benefit of lrcalmt:nt p sitivcl inJlu n ~ 

patient u<lh ,rcnce { ,ullngher ' L , in n. 2004 . On th other hund patients , ith low 

per civi.:d ri k or th nd I '" perceived Lreatm nt benefit. , rt: I s likely to nuher1.: 

t their tn::atmcnt ( lphu,c "'. _0L: 13ot h, ay. 2014: Kamran. ' d ghich Ahari. Biria. 

l\fa lcp ur. & I le dari. _Ql4). 

'ontliti n n lat d factors: ·. tlcimi n o come rbiditie· in addition t h) pcrtcn ·ion has 

b :en ic.lcntifiecl a a barril!r t die 1in: adhcrencl: ( abutc. 200 1 . 

Th •ra J)) r lat ll fact r: : pali nt.· "'ith m n.: than one pill t tah and a frequ '11 ) hight:r 

than l\\ 1 e daily Jun ll \Yt'r adh r n e r..: 1mparcd L th ~c \\ 1th nc pill to t ke .• \ 

Jiogno. tir kngth of m n: than 10 )Cars i a. 1 ia11:I '"ith poor adhcrencl.' as \\1.'ll a. 

patient \\ho perL:ci,cd nJL-ui ·, tions ide effect ( ~duardo bat . _010: K,11man d al.. 

_() I 4: V ·nkatm:halam. t\hrahm .. ingh .. talin. ,, ·~11h) a. 20 I - J. 
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Health pro, id r-pati nl rclati n. hip i. the m t imp rtunt factor in puticm adherence . 

.._ tudic n health Jr \ id rand p.Hient ·· relation. hip hav sugge ted that health pr \ ic.h:r 

c mm uni ation ·t) k. interp •r. nal l) I and . hared ckci i n-making in patient". 

treatmrnt pldl. had gr ·at impact n patient bcha, iour and altitude to\,ard adh rcnc 

I A tud) j u:-.tification 

I ati •nt adhercm:c LU h} I ert n i n lrcatm ·nt i ru ·ial t imprO\ e patient h ·alth out, m 

bl u pr• ure. cf) littk i 1-.ntmn f patient ac.lhcr n ·e to tr atm ·nt in rural dtling. 

kin!.! at pati1.:nl adht::r ·n c Lhr ugh patient per epti n of the qu,lit) f 

th h Ith prO\iu r cc mmunicati n at pam atholi h p1tal. he re. ult the tud) 

will he un indicat r I the quolit) or arc delivery in moa \\ c t and ma1 n · a 

oluti )11: n ho,, t rcJu ' h) pert n i\'c pati m t den I p ardi , a cular dis a e.· by 

adhcrino to their ireallm.:nt. ::::, 

1. - Re. arch t1uc:tions 

I ) \\ hm i the l H: I c t adhcrcn t h} pen en i n treatment? 

(_) l I " d 1c patient p rci.:ive the lkallh pn)\, itler mmunicULion on hyp -rtcnsi< n 

lr~atmcnt a lh r\!nce'? 

(3 I e h\.!~1I Lh prm i1.ler-palknL m1111uni ati n influenc-: ..1tlh ·rl:n I h~ p rten.-i n 
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1.6 Objcct iH · 

1.6. L ,u.• ral ob.i clh 

J h general objectivl: i. l 

· ·e · h alth-pro\iJcr ommunication n patient adherence I hyp nen ion Ln.:allnl.!nl 

I. >.2 p<.·cifi objc.:ctiH- : 

rhc ·pccilic objcctin; ' are t 

I. D ·tcnninc th• k, el I udht:ren c f paLit:nl · l antih) pert n i n medic ti n: 

., A. 1.· p:llii.:111 per cpli n of health pr , i<lcr c mm uni ali n n < dhercncc to 

treaunent 

Det rmine th rel ti n ·hip b 'l\\l:Cn health pr , ider-pmicnL ommuni ation and pat ient 

a<lh rem:c t hyp rkn ' ion 1111.!dicat ions. 
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CU, PTER TWO 

LITERt T R RL\ IE 1 

This e ·ti ,n revie, s pr viou studi s don1.: on Lh1.: stntc of hypcrt n i n in the , orld and 

rdated data oil ac.lhL'r1.:111:e lo h) p rten ion treatment and life I) It.: hangcs and Oil mt:th ,d . 

and t ul.· availabk L asses · p·nirnt a hcn::n e. It al re, ie,, w rks nd tudie rdat d 

health pnn ider and patient rd ti nship on patient adhcren ct medi mion ·. 

2.1 H~·pcrt nsion ti ·tcrminant. and pr ml nc • ,orh.l\\idc 

Initially th ught t be a di sea · or the develo11.:d and high eel n mic coLmlrie • 

h)p rt n ·1011 h be' me a "ortd,,idc public h alth c ncem du..: L th high bw·den of th 

di ·ease and a tremendous in Teas in it pr1.: alenc1.: in d vel )ping oumric •. \\her it \\as 

initially rnr1.: 40 ear ag Tibrvar.,a & Dama cno. ]0 l 4 ). H) p rten i< n pr ,al nee wa 

r und to h.: high in <le, I ping countric. ,, ith frica ha ing the highest prenll n •1.: "ith 

..J.6 % ,, h •r •as. 1m:nca \\as ha, ing the I " r pn:,nlen of., % (.I ffrc et I.. ::!O 1 ": 

\VII . - 1.-) 

In Europe. d. ta collect ·din _OIO ho\\c.:d llungar · luning th highe t pre,aJencc- ol -i.;11:. 

rcportcJ rm ·eu blo d pre- ·urc \,ith a prc,al nc" of r.--t-% f llo\\ed by .' k vakio (2 .7% 

nn<l cnnnn) (}7.4 %). 1 hc.: I \\C t rate \\ere re rdetl in I ranee, , ith • pr , al nee 0 

14. 7 % ( L:ur tat. _o I -) . 

.Joffr1::: ct al. _QI""), in ::i comparnti,c s1u<l beLw en A b111Jand and ·anada. r und a 

high r pr•, alen • )f h) p 11 ·n inn in Engl, nd ("'O O o) mpnrc-d to A nnd anada wilh 

n:spe tin:!) _9% and 19.:%. 

In a y Lcmali anal) i · of populati n-ha 1..•d ·tmfa: and agc--. tam.lan.li/cd. , 1ilb. l3und). 

K1c·U). Rc.;cd. K ·t1rnc) ' R1c·) 1nlds ( _o I ) rep 111.:d an 111crca c in th1;; nw 1bcr 0 

h)pencn.itn in the \\orld h) 466.l milliLrn b1.:mcu1 2000 and _()10 mong \\hi h 44( .I 



million increa:c was in low and middk income umrics. According lo Lhc stud) the 

o enill h~perlcnsion prc,ull:n t: ha · incrcas db) 5.2% J\lills tal..2016). 

\It hough the :stud) fuun<l a - · % dccreu. in Lh age- tandnrdizcd pre, alen c f 

hypcm.:n ·ion in high inc me countril:! . it al or pol'le<l an incrc e of 7.7% in LMJ '. 

Bau i.:-t al. (2013) in a sy -L maLi rc\.i \\. and mct·1-analysi · fh)p'rtcnsi n in I w nn<l 

middle inc me c untrics r und a pn:,aknce rat of ":!.' % (c : % c< niid n c imcrval [ ·11 

29.4--: •. in a p leu prevalence b) geographical regi n. rh Middle ·a ·t and I nrLh 

frica region had the km est pre, oknce (26 9% [95°/o I I 9 .• ,- "5. ]) 

imilarly. in thc.:ir ·) h:matic analy i ·. Mill ct ~ I.. (~016 . found a dccrca e m th 

hyp~rtcn ·ion pre, alencc in Lht:. :, me regions. 

F r th pnsl _Q y at" . fri a ha. ·ccn an in rea e in iL · h pcrtcn i,c.: populati n. 

(t\gycmang c.:t ul.. _006: h\elunm lr t al.. _Ql-t-: t-.1ill el al.. 2016: Pa I . \1ichellc. , 

ill er. _Q 16: "on d ij vcr t al.. 20 13 ). I h1.: fa . t urbaniz. ti n and 111 d mizution or Lhe 

African •iti . and rural area play--<l an imp rtant rnl in this ituati n. The intr du tion 

a fooJ . the increa:e in tobacc and alcohol n. umpti n and a sc<l ntaQ life 

practicall) due to technological impr w 111 nt. arc aggravming ri k l~ ct r which an be 

modifiahle 

A in bir pl: and other part. r the \\orld. the prevalence. ri k foctors. awarcne. · und 

control r blood rrcs ·mi.:: in Afri ·a ·h \\CU signilican1 <li:paritic · a ros ' thl: c nlincm 

( uwatmlJe d ti.. 20 I - ). 

:tudi~s done in fric.i u ·ed different ohjecti, cs and appr<.), chcs lo dch:rmine the 

prcvakncc c r h~ p1..:rte11sion. 1t • cktcrmimmts an<l the awnr nc and 1t contr I a ·ro: s the 

C 'llllin 'Ill. 

1 n a Cl h, rt study cnn<lu 'lL'U acr s_ lour ,\ frican countric : igerin. lJ gan<la. South , frica 

and J .1111;.rnja nm a1mlck ct al.. C:!0 I_-) used a :t.mt.lurdizcd qu .. til,,maire and a ph~ -..,cal 
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und Iii chemical measurement prowcol to dct rm111t'. the prcrnknce of hypcrten i n 

among difl;;rt;lll p pulati m gr up in thl.' countrie . ll1e study reported a rude 

prevalen e of .. 6. % anJ an O\erall age-adjusted pr ,uh:nce f 1:.9%. Nun~ · p pul:ition 

in I igcria hod higher pn!\·alence o h) perten.-i n mpared to teacher ' population in 

' uth fri a and Tanzania. Thi; km ~· t pr~valence \\a I um.I in U,t,; rural p pulati 11 in 

Uganda \\hich al.ore ordcd the I ,,i;sl 3\\arenc .. k\'cl 14 ... %,). 77. % of the 'ur. e ·· 

p pulation \\Cfl: awart:" of their ondi11on (p<0.001 ). 

Pn:valcnce nfh}pi!rten ·ion \\a ass ciated \\ith uge. being mern,eight (B~II hct,,e"n 2--

29.9 k_! n, 2). t hacc u e. Cu ting pla ·ma glu o ·e. ' ignifi am difkren e \\US rep rted 

b 'l\\ecn rmpuln1ion groups. hu. upmi n had a ignilicam a. cimi n \\ith 

hypert 11 ·il 11 ::u well as living in urhan area · compared l rural area . 

I hi · was also conlirmed by Oou lougl u. ouanc.l~. R ). sier. oun1. & Zwvunegui 2014) 

in a cro · cction, I urvey t find differ nee· am ng fmnol and non-formal (slums ar as 

in uagad ug u :ipital of l urkina ·a • f und an O\-erall hyperten ·ion· prt,; alcn c of 

18. 0, 0 (9_- 0,0 [Cll. I . -20.3). The pre,alence in the formal area · wa significant!_ higher 

than in informal area ( lum Doulougou c:t al.. 2014). But this cliff ·rcn ' b coml: non-

ignifi ant atkr adju. ling for ag~ 

. imilarl) in a er 1ss . ·ti nal . tudy including m.j r cilh! Ill amcr n. D1udic. Ken1!ne ... . 

~luna. Ba. tenanga. Kouam. Kouam Abah. M nkam. Biholong. \linlt m. Kurndcm. 

Djomou. i dj •bd. Juks \\amho. ) rille Lum· . I kn1') • gu. Kathkl.'n Blackl:ll (_O 1 _ 

r)Und a high prc,alenc of hyp1.mension (47.5%) n l ciatcJ ,,ith less than :o % 

\\l'rc 1h1: mnin d tl'rminunts ai:. oci:.n d \\ ith high l lo d prl:ssurc. 

In _004 ere s-scctionul Luu . gycmnng et al. . ( _006 ). r~r meJ rm 0\ crnll h) p •rtensi rn 

pn.:\'akncc of .29.4%1 in 1\:-hanti n.:gio11 nf 1hnnu . ll1l' stud) rnnJ miz~d si chun:hc . . 
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s1:wn ·cho 11 ,md l\\tl b.m · from thl..! rcgjom1l capital Kumusi and al:n in luded four 

surrounding \'illages. 11) pencnsi n \\aren • ·_ among the c hyp1:11ensi, e.' was :' 4%. 28% 

had h) pcrh.msion Lrcal1m:nt. an<l onl_ 6._% had their bl od pn.:ssun.: und1:r l\fltrol 

( g)cmang. ct al.. 2006. In r ct:nt studi b) Laryca (201 und B tchway (2014) the 

pr vakn 1,; of h;-pcrtcn i n h d ignificantly in rt · sl..!d in hana \\ith a hyp rten i n 

J rcvah:nc, of-0.7% nd "'2.7% re p ti,ch 

P. tient a,,an.:m:.: r hi · · ndition i. a kc~ la tor Ill contr lling high bl od pn: .. surc a · 

well n. 1) in n.:ase pa1i nl adherence to hyp nen ion trcaunl:nL There i. e, i1.kncc or 

di ·pariti in h) p rt..:nsion awureoe -. ln.:aunent and ontr I • r ountri s. regions - . 

urhan an I rural areas but al bemeen male and fem le. diff rent ag gnup:-. and 

( gycmang ct al.. 2006: D1.udi cl al.. 20 I-: Ibrahim ' Damasc n . _ J _: Joffn.: · t.:t al.. 

2013: 1ill. ctal.. 2 16 

. tudic showed de, eloped countries and high Inc me countric b d gr •tiler a\, an:nc 

than dc,d ping ountric nnd kl\\ and middle income (Jnffr ' ct al., _ 1 ~: 1ill cl al.. 

20 J 6 ). AJLhough den:! petl c untries . h \\eel higher mvarcne s c mpar d to <level ping 

countric . studi ·s ·ho\\cd · me dilTercn : in the le\'d of h p rkn i m awarenc ··am no ::, 

some countric anJ ontin nt •. JolTrl.' l al C:WD . in a n,~ aratin! er :s national 

sun c,. found a highl.'.f a\, r 

\\ umen g ncrall) had hcncr awarcne.-. levd and higher bit d pre · url.! contr I than men 

ug, and cdu •ation and li\'ing in urbnn urea. n the other han<l. blood pres un.: nlrol \\ll · 

sho\\n to dccn:a. · \\ith age nnd l,m1:sl in male an<l mcntall) ch, lkngl: I patient. 

I ,cept I )r foct rs such as ltm OCCl'S ln h althcar..: anc.l PO\ c11 111 I " and miudk income 

countr,. ·cvcral stuui~s r iund lhllt 1h1..: tktcm1111am · and ri ·I,. la I rs nl h) pcncnsion 
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u ro · all regions ,vc:r1;; identicnl ( 13a u 1illt:tt. ~0 IJ: B ·u. 20 I 0: Jv .. dunmor ct al.. 

::!OJ ... i: K1.:arn ~ I al.. - ,, a.tu..,, Y on. BurL · JU. 2013. \ 1.:nkata ·halnm. 

brnham. ingh. talin. · . ath a. 201 ... : \ 11 . 201"' Tiba7ar\\a et al.. _014: Ibrahim et 

al.. 20 I_). llealth arc a ce. ibility. p r health infrastructun: aml I w income inlluence 

patient health tatu · and comrihute l p r · nLr I f high bl I pres ur . 

M dificali n of tirt: 'L}l1.! uch as rcdu ing . alt intuk1..:. e, erci . ing. reducing or . tt pping 

al • hol c 11 ·umption and t bacc u ·- eating a bolan · d di ·t \\hi h include m re fruit 

and egct'lblcs. retlucinl!. fatty !hod fr m diet and . l pping m king are rccommcntkd for 

th ntr I of bigh bl d pr · ·ure le, d and t enhance th treatmcm f b~ perten i n 

( Etluard abate. 20 I 0: Tbrahim & Dama · cno. 20 L).The re omm nd. ti n arc advi • 

patient during on ·ult lion b~ th1.: health pr 1\ id1.:r in th aim to pn!, l'lll and 

rt:du e th c mpli mi m, caused b. high blo d pr~s ur an<l the high ruiuncinl ·o 1 

a ·s iah:J ,, ith it \\ H . _Q ). 

2.2 tlh rcnc to met.Ii ation th rap_ 

Thi section re ·ew. lht'fo t r · inlluenccpalieoL · auhcren candtheto l · usedt a ' se ·s 

patient odh~r n c. 

2.2. J • dh cr n ' l' on.•n ie , 

Puti m tu.lhcren 1.: Le h) I ert n. i n tr ntment he b •1.:n rec gni/ed a the m ·t dli.:ctivt: 

,,a) r ntrolling hiuh k I pr\!. sur an l t r <lm:c the nu rtaht) and mor iJit , ( \VI I . 

_003: Kumr n .. adl'ghi h httn. Biria. , I pour. , lk~chlri. _ 14: ). A on.ling to 

\\'I 10 (_003 ). adh~n:n e i: n important d ·terminant llr h allh ·arc cfft: ·ti, ne . ,1. " ll 

a , a h1.:alth 111 0 iliL·r (p,_J). l'hi-; can p ,siti,d) r negative!) inllucncc th health< utcome 

porticul ·1rl)" 10,.,,i..: · 1111 /\fri ·a (Ibrahim d al.. 201~: WI I(. '.2003) 

l'l 



Thi · tud~ u · J th WlIO ucfiniti n f mcdi ati m auhen:n e \\hirh d fined medi ati 11 

adh'rcn l: a ··1hc c\li:nt to \,hich a per · 11· 1 l'.haviour tuking rn die ti n. folllming a 

diet and/ore. 1.: uting life -1~ k ·h:mgl: . orre p nd. ,,ith , greed r mmcndation. Ir m 

ah ~ Ith are pro, id r.. \\'I I . _00" . 

Wll LOO"' . l:mph ·i: n the fa t that adheren e t tht:rnp~ include different t~ p \ f 

behavi ur . u h a : :c kin!.! mcdical atknti n. filling pre. cripll n . takin ... mcdi :.uion 

appr primdy. l btuining immunizati n .. au1.:ndi111! f◄ II \\-Up app intmcnt.. an<l xe uting 

bchmi urnl m dil1 ati n · that addrcs p1.:r on, I h)gicnc. : If-man.gem nt of chrmic 

di a ·1.::. rn king, c ntra cption. riJ~ ·e. ua] cha"i ur . unhcalth. di land in ulti ·ient 

level < f ph . i I a ti\iLy (p. ). 

n thi.; thi.!r h. nd. mccJ i ·at ion n n-acJhercnc rdk t • th1.: n n-appl i mion r , hat ,, 

c 'P ctl.!d to bt:: d nc in a cordancc ·with health provi 11.!r' , r1.: . mmendotion •. dth r 

intenti na l or n t. It i ften d . crib d in t rm cf ehavi ur amt atti tu le \.,hi ·h lead to 

the mi:u , and 'or underu 'e of mcdi ation 111 luding: fai lure fill r to refill o 

pre ripti n. fi rgelling to lak pill ·. mi . . ing a dose. taking a d e at tht: \H ng time. 

taking I" r more f u rnc.:di ati{ 11 than pr1.: criht:d r di. ntinuing a m di ati 11 b •fi re 

1111ph.:tll11! the full C ur t: (. 'ahalt!. _oo-- ). A -Juhipl on jdcrc<l ,, hen 

addr ·ing l1l>n-adher nee l th rap~. mo ti) long km1 th rapy. 

a: urin~ patient · adhcrcnc to thcrap_ 

Patients· adherence to medi aLion is mea. ur u t:ithcr using th~ dir' L m~th d ,-.hich 

incluch:: din~ •t ob ·crwd th rup1. men. uremcn t or the kvc l or a drug, i, bl ml l r urim: and 

<.kit: tion o1 rnco. ur1::mcnt fa biological marker addcJ l) lhc drug rmulati n. in th 

blot J (Jimnn !-: Jo~·!.!. _Ql 1) )r indin.· ·t mdh <.l \\hich in lud' u in., a quc tionnairc Lo 

intcn i '\\ puti ·m lr p ticnt l.'lf-r\;p rt i · bdrnviour t l\\.trd medi ati m ( le ,; k~. ,rcc.:n. 

I 9/6: Jimm~ ·t al. _Q 11 ). 
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•. JI) p rt t'n. ion and medic.Hie n n m-ac.Jhcrcncc 

I I) pcm:n. ion i · 1h '" rid le ding au ·c r carJi ,a cular Ji · a: e. and i. resp n ibl l r 

9.4 milli n death. in the \\Orlu ever) y ar \\ 11 . _Q 13). JJ pt!rt.l'n ·ion i a hr ni 

di. .· · ,..,hich rcquir . patient 

made . 

Lake medi atil n r a lif·tim nc di gn ·i._ has hccn 

.'tudics n hypcrh.:n ' 1 n lrnv0 n.:p rt d signifi am I \\ I )d prl.!s urc · ntr I ,, rJd,,idc 

and fric h \'ing the mo 1 import hurc lbrnhim .!Lal. . 2 12: Mill ct al.. _QJ . Mill • el 

al ('.:WI ). r·p 11ed an incrc.i ·e in the number of h)pcrtcn.i n "" rldwide b. 466. million 

in c 2 am nn \\hi ·h 440.1 milli n in rca '-" in l wand middl in m ::- untrie . 

\ ' h n:. · h) pencn. ion a\\an:n . s. tr , tm nl and c ntr I igniii anti · impr vcd in high 

me me untric . . I '" and middl inc me ountrie ·h Wl.!u littl in rcasc.: in a\\ nn:n1.: • 

and tr• tm ·nt \\ h re h_ p ·n n. ion mtr I dt: ·rea d. Thi r ·pre. nt a maj r puhli 

h ·alth c nc ·m sm d pr ·. urc: omr I i th1.: k · ding cau e f ardi 

dise . c and kidnc.:y f ilurt: .md thcr f r in rea ing th· m di al and financial burd 11 r 

hp rtcn ·i n(\\'11 __ 01:). 

2 .. I Factor: inllu ' " ·ing non-.tdh rcncc lo h~·pcrtco: ion m uic~ition 

,.\ ·cording l \\ JI . a lhen:n · 1.: l th rn1 ~ i. not th-: patient· , ol re. p H1 ·ibilit~ but i1L Lc.:ad 

an<l intcrpla. f la tor \\ hi h an: gr up int liv main dim •n. i ns: 

t: ·tl r . patient fo ndition n.:latcd fa ·t 1r.:. th rnp> rcl,Hed fact r . pr , iJ •-pati n 

h ·alth ar ~ tcm rdat d fa ·t ,r ( abate. _()(>.:' . 

Researcher. reported ·, 1denc1.: cf ~trong as. ocii. ti n " )rid,, ide. bet'\\l.'en adht!rcncec: and 

age .. • . . cducali ,nal sta lu:. marita l talui;; anJ ~cll:.pcrccption (il lnc repr • · mo1i n) < r 

h ·:11th status ( Botcll\vtl>-. _() I 4: J 1hn. _() 12: Kamrnn ct al.. _ 14: cnkata ha lam ct .d .. 

:w I: . 1·1.!malc h~ pcl1d1. i, pnticnt li.1, c bctkr adhcn.:ncc than th ir malc counterpart 



(Botchway. ::!01--1-: Joho. 2012: Kaiman et al.. 2014: Venkmachalam el al.. 2015: Yue et 

al., 2015). Patients with at least a basic education demonstrated higher adherence 

compared to patients with no formal an<l tertiary education. Literature suggests that 

adherence to medications is general ly low among elderly patients. highlighting the 

difficulties encountered by Lhis population group such as cognitive impairment, hearing 

impairment and abuse among other (Rajpura & Naya~. 2014). But recent studies found 

that adherence to hypertension medications was higher in elderly patient (65 years and 

above) than those younger (Botchway. 2014: Venkatachalam ct al.. 2015: Yue et al.. 

2015). Contrary to these studies, .Jobo (20 l 2) reported a higher adherence among 

respondents age<l 64 1ears and below. Also patients with high level of knowledge and 

social support were associated with better adherence lo hypertension medications. 

Patient perception of his condition is a major contributor to medication adherence. 

Adherence to therapy is inOuenced by palient knowledge. belief. motivation and 

understanding of his condition. Recent studies on factors innuencing patients non­

adherence to hypertension medications and using the ITealth Belief Model (!IBM) as 

conceptual framework to measure patient"s illness perception. found patients who 

perceived high susceptibilit)- . and perceived low barriers reported better adherence 

compared to those who perceived low susceptibility and perceived high barriers 

(Alphonce. 2012: Kamran et al.. 20 14: Venkatachalam et al., 2015) . On the other hand 

patient~ who perceived low sevcrit) of their condition were less likely to adhere to U1eir 

medications compared LO those v, ith perceived high severity (Alphonce. 2012: B01chwav. 

2014: Kamran et al.. 2014). Venkatachalam et al.. (2015) found that non-adherence to 

hyperlension medications wns 24.5 times higher among participants ...,,ho perceived low 

benelil Lhan Lhosc ,vho perceived very high b~nefits. 
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Patient medical ndiLion · such ~ kngth f ditth'110 ·1 • • number or c H11 rhiclit) ,,er\! 

rcpo11ed pla) ing. ignifl ant re lcs inn lhercnce H hypcrtcn ·il n th r, p) . Patient ,,ilh only 

( n c 1-111 rbidit} ·hm\. hcllcr m.lhercncc (Botclm,a .. _ 14: Yue. '.WI-). 

fn de,cl prng ountries lik in frica. acces to health ·ire. co ·t and ,nailabilit} of 

h)p'rtcn ·ion medic tin · an.! ncgati, I) as ·o·i tec.J \\ith h)pcrten in mc<licati n · 

ac.Jh n.::nce (Basu el al.. 201 "'; lbr:.1hjm ct al.. 2012). I Inkling u health in uranc~ en ura6e 

J atica t s ck. health ore an<l ,,a reported lo impm, adherence (Ba u d nl.. _Q 13: 

Ibrahim t aL _QI_: Yue ct al. 20 I -). 

lkalth pr , idl:r and pati nt relation~hip i al an tmp rtanL fa tor ,,hi h can inOuenc 

patil'.nl ac.Jhcn.:n . m > ti) long t rm ac.Jherencc. ue ct al. _QI - ound in their bh·ariak 

anal) ·i. thut the a\'ailabilit) f profo ional guidance wa ignili antJ · a ciat d with 

h) p rkn i n mccli uti n adher ,nee (p < 0.00 I). 

2A H allh pnn idcr and p:iti •nt ommunic.ition/ relation. hip 

l kalth provid1.:r and pnti1.:nt r IULionship i an imp rtant omp n1.:nt or the health a 

ddiH!t} \\'hi h intluen cs pati 111 health outcom • a · \\di . patient ~hmj ur t , · rd 

m1.:di ati n a lhcren ·t.' (Eduardo abat . 2010: I la et al.. 2010) . II 1 alth pr \ idcr is th 

cpiccntr f 1w.1lil) health are ddi, ery: consequ ntly. hi , hi lit) to mmunicah:. hi 

attnud and b1.:ha\'i( ur t ward pati1.:nl an.: dett.'rminant. to a gc d h a.Ith prm i h.:r­

pati •nt' . rdati( n ·hip and puti "Ill uti fa ti Hl (Br \\fl. 2006: I duan.l abate . .20 IO: I la 1 

al.. 2010: l U)ll\\a · !!bonna. 20) _ ). 
'-

I i rfl'rcnt L) pe or c >mmuni ·, ti m 1.:,ist. but ·tudil.!. ·uggc:te I that the most I.'! I c1i, 1.: and 

e fidcnt lllle 1s \\ hen ,1 mutual c II, horutil n e i. t b 'I\\ een the health prm id •r an<l the 

patil.'nt l1\lma 1..•t al.. _014: I la ct al.. ~010: .limm) t al.. 2011 ). 
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Enrlicr do tor- paLient r lati nshiJ r cu ed on the doctor being the ·ole dcci i n mak r 

and th1.: patient a r Uo\.ver but the recent h althcare sy tern hift tm ard a more pati nt­

centered ar . inv lved engaging patient to take charge r hi health in a p r actj c v.•a 11 

the patient id . and on the health pro id r sid . t treat pali nt as a wh I and not ju t 

th di ea · . Thi in elves th h alth pr ider t b m re inqui iti e about pati nt health 

u ing ad quate communi ati n and intcrpcr nal • kill Jla L al .. _QJ 0: Jimmy Jo e. 

2011: 'l urner. 2013 . All wing pati nt to a ked quc tion and to receiv appr pri:ue m1d 

atisfactor re pons . creat awarenc s and lead to a better adherence to treatment. 

tudic haYC ho n that pati nt who have collaborative relation , ith th ir health 

pro ider hav th ir lo d pressure more under ntrolled than tho e wh do not 

collab rate with Lheir health pr icier. Th e patient found their health pr viu r more 

caring and c mpas ionate Almas ct al. . _014: Brown. _006: hoenthal r t al.. 2009). 

Re enrcher also sugg . t d that good health pro idcr-pati nt collaboration in de i ion 

making about pati nt u· atm nt lead to better pati nt health utcomc and incr as , 

patient and h alth provid r" ati ·faction with the crvicc deli er Alma . Bhamani & 

Khan. _0)4: Dubey el al.. 201~). Patient and healLh pr idcr buill a Lru, ting. relation.hip 

base n the quality f Lhe communicati n. h alth rovider knowledge. empathy and 

b havi ur t ward patient. nee a patient is ati fi d v. ith th h alth are d -liv rv. 

under tand his c ndition and ,,h he h uld adhere to his byp rten j n Lreatmem. pati nt 

•elf-in st · in tht: manag m nt of his ickne by correctly taking hi medication nnd 

apply hl'a lth provider recornmentlation jallagh1..:r 1..:1 al.. 2000: 'abat , 2003 ). 
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2.~ Gap in the literature 

o. t studies d n 1 as es patient's adher n e l m di ation v,;orld-v id [i cu cd 011 

pati nt relat d fact rs. ·oci -e on mic factors tht!rnpy rclal d fa tor. an I c ndition 

r lated factors. Little i. kn wn on how pati nt and h alth pr vider relation ma 

influence patient' b hnviour toward m 'di ation.s. Little i. also kn wn n the tate f 

patient adheren et hypert nsi n treatm nt in di ·trict ho pit.:ils in hana., hich are fir t 

I vel re~ rral. Thi study s ught I detennine patient adJ1en:nce to their treatment and 

hov-. h allh-providcr and pati nt rclati n. hip influence treatm nt adhcr nc in a district 

hospital in ntral R gion of Ghan<. 
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H PTER THREE 

METHODOLOGY 

Thi hapter de cribe the mcthodolog of the tud., . It d crib tb stud area. tud 

d ign. ampling pr cedur s. amp] size det rminati n. data colle ti n t hniqu and 

t I . data anal, i , ethical con iderati n and confid ntiality. Inf rmati n about th 

tudy ar a were obtain d fr 111 Apam alh Lie 11 spital. 

3.1 tud de iun: 

Th tudy wa a de cripti ros - e tional de jgn am ng h perten ivc P< tients ag d 18 

and above and attending the OPD at pam alh lie 1-J pital. quantitaLi e appr ncb 

v.,ith urv quc tionnair was u. d 1 as ess patient · adheren e, pati nts' p rccpti n. 

and patient · socio-demographj and medicaJ characte1i tic ·. 

3.2 tu<.ly area 

Th study \ as onducted at t Luke ath !jc 1 lo pital at Apmn in the om a Wc:l 

di trict in ntral egi n fGhana. Figur 2 1 show I cation orG m a Wet. 

The moa est Distri t is one or th tw nty district in the ntral r gi n. TlJ district 

irnated betv.reen Latitude -_ 14· n nh and - .... - · north and L ngitudc. 0,2_· ,.., st and 

O. -4 W st n th easl rn I a1i f the e□ ral R gi n of hana. It hare border with 

G moa Ea t. Miant iman. Ajumak En. an D nk ira gona We t and ffutu and hu, 

.eYen t wn and Area ounciJ for I al a<lmini tration. G 111 a \ ti ' ne f th po re. t 

di_ tri ·t iJ1 hana and ,v·a rank l, t in th 2 1- Distri t L ag.u in Dev lopment Table 

,,~th oJy "7 % in d 111 nt. 1t c ver. an area on I. 22." . quar kil meiers and h a 

population of 135.189. The ante · are th d mimml ctlmi gr up in J m ' L \\, st. 

Apam is lbe district capital and it is alm st equi listant between ape Da t nnd ccra. 

pam ' nth lie Ho:-pital is n l f the Ii, C~-} laith-ba d h spital , ithin th 
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fiftic on th 

of ape oast in th C ntral Region r Ghan· . Jt wa c. lnbli h d in the lat 

ou t first a· a linic b) thr 'e C) Dutch Re\'crend i ter .Later ome 

infra tructural devcl p it int it · pr nt . tatu, as 

d pcndabl ho pita! rendcdng 14hr ervi s to the peopl ~ of om a and beyond. Th 

h spital i a m mb r of the hristian Health ociati n of Ghana HA and ha IO' 

b d for admi · ions. a 4 - ed accidents and mergl:ncy uniL, and of 1;r s r ice in the 

folio, ing: medical. urgi al. ba ic plnhalmology. b tetric and g) naccology. 

ultra und can. x-ray and laboratory • ervi . rcpr ducti e heaJth and the pr , •isi n f 

anti k fi r TB cli nts and antir trovirnl therapy fi r lll cLi ~ n . 

The urrent medical l am at the OPD i. comp 

peciali t tOI , luch i al o th medi al direct r. ne ph si ian pe ialisl. t\\ m dical 

offi er (02). on denti ·t (0 I), t, o phy ician a si tants (02). t, principal nut" ofii rs 

wh help in managing h perten ive und diab ti pntient on lini day. and ev n (07 

Sed a r: 11 w: n (0 I) ur e ffi er. tw nur es c mp 1• 
02) taff nurs s. thr (03) 

enrolled nur and one (01) prin ipal nr !led nur ·e. The c nm · roli.:: ar to 

• reen patients at th PD. 

• admini ter treatm nt. 

• explain tr a011 nt. 

■ deliv r health edu ati n l patient 
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01 TRICT MAP OF GO OA WEST 

Figurel Map of Gomoa West (Ghana tatistical Service (G ) 2014 
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3.3 The s tudy variables: 

3.3. 1 Dependent Variable 

The outcome variable in this study was "patient adherence'· to hypertension treatment and 

was self-reported using the Morisky 8 Items scale with two Likert scale rating (Yes/No). 

Adherence was operationalized as any respondent \Vith history of hypertension for more 

than three months and who successfully fulfilled all of the eight criteria in MMAS was 

said to be adherent to hypertension medical treatment. 

3.3.2 Independent variables 

Health provider commu nication was assessed using patient "'perception... Patient 

perception was measmed using a modified Interpersonal Processes of Care 29 items 

survey (IPC 29 stu-vey). 

Patients' socio-demographic characteristics : These included age. se>... marital status. 

educational status. income. Ethnicity was removed from the questionnaire since most 

patient were Fantes. 

Patients' medical background: Co-morbidity referred to the number of other chronic 

disease assocjated with hypertension length or diagnostic in ) ears. number of 

hypertension treatment pi!J taken daily, last Systolic Blood Pressure (SBP) checked 10 

mil limetre of mercury (m.mhg). last Diastolic Blood Pressmc (DBP) checked 111 

millimetre of mercury (mmhg), h.n ing a health insurance card form National llealth 

1nsurance cheme (NI DS). 

Lifestyle change adopted by patients: rcfrrred LO the types of lifestyle adopted by 

patients in addition to tbe medical treatment to control blood pressure. These were: 

<lrinki.ng alcohol. smoking. exercising. adoµted a low fat dicl. reduction of sn it intake 



3.-1 Study Population 

TI,e study population were bypertcnsive patients attending OPD at Apam Catholic 

Hospital, aged 18 and above an<l with disease duration not less than three momhs. 

3.4.1 Inclusion criteria 

The inclusion criteria for this study will be all hypeiiensive patients aged 18 and abO\·e. 

with a length of diagnosis not less than 6 months. 

3.4.2 Exclusion criteria 

The exclusion criteria \\·ere hypertensive patients with aged below 18. those \\tith length . ~ 

of diagnosis less than six months. hypertension in pregnancy. patients who were too ill to 

talk/ or unable to talk for themselves. 

3.5 Sampling 

3.5.1 Sample size 

The study sample was calculated using lhe formufo =Z2 P ( 1-P) / D1 

Where 

= sample size 

P = assumed prevalence of compliance 32.7% (Botchway. 20 l ➔) 

D = significant level at 95% confidence interval 

Considering a margin of e□-or of 5% ,me.I a 95% confidence level. then the minimum 

required sample size was 328. 

3.5.2 Samplin~ procedure; 

Due to Lime. financial mean. lower patient allendance because of the raining sea~on a 

consecutive sampling technique was adopted to recruit po1iicipants of the study. 
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Consecutive sampling is a sampling technique which selects every subject ¼ho meets lhe 

inclusion criteria unti I the sample size is met. 

All patients meeting lhe inclusion criteria and attending OPD on daily basis were 

interviewed after sign ing the consent forn1. Patients were interviewed after seeing U1eir 

health provider at the OPD. The participants were interviewed according to lh~ir rank on 

the health pro\'i<ler·s consultation list for each consuHing rooms (4 consulting rooms). 

interviews continued until the last patients. 

3.6 Data collection and management 

3.6.1 Determining the adherence to hypertens io n medications 

Patient adherence to treatment was measured using the Morisky Medication Adherence 

Scale eight (8) Items. The MMAS is a self-reporting composed of eight questions. The 

first seven items are binary question with yes or no as answer, where a ·yes· sc<,)res 0 and 

a ·00 • scores 1. The last question \.\hich has a 5-point Likcrt scale response option: (A) 

Never/Rarely (B) Once in a while (C) Sometimes (D) Usually (E)AlJ the time had a score 

of 1 if the answer was A and a score of 0 if the answer was B lo E. The higher score 

which i.s eiebt (8) represents high adherence, a score range between 6 and 8 btit less than 

eight represents medium adherence; and a score less than six represents low adherence 

(Morisky. Ang. Krousel-Wood. & Ward. 2008). 

3.6.2 Pa1ient perception of health provider's communication 

·'Perception .. was measured with a modified fPC 19 Items ScaJes from the University of 

California of San Fnrncisco. The Interpersonal Processes of Care ( IPC) Survey is a 

patient-repMtt'd an<l multidimensional tool designed lo assess interpersonal aspects of 

care for patients from diverse racial/ethnic and lower socioc;:conomic statlls groups. IL 

assc.sses three principal domains: 
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1. Communication. 

2. Patient-centered de i ion making. and 

.., Jnterper nal l le . 

ft include 29 items representing 12 first-order and 7 ·econd- rder fact r v ilh quivalent 

m aning metri invarian i;) a ro s groups. Tw nty fi t: item a s d ct r ' 

int rper onal pr cessc r ar and 4 item a c s ffice Laff .Table how 

operationalized term for •'health pr vie.I r •·. 

II re pon cs\ ere n a S Liker! ·cale ranging fr m 1 t -, \\h rt: J= ~ r. 2= r 

Rare! .,= omeLim . 4= suall I and -= !way 

Table J. Opcrationalizati n of ·tud ' health provid r 

Health Provid r 

• 
• I SICI, l 

Doctor · 
• 2 mecli al offic r. 

• :! phy i iru tant. 

• 3 Principal 

• OPDnur s. 
• th record office st n~ 

Office ·taff • Lhe health in uran laff 

• th ck:aning taff 

c rding to t wart 1.!l al..(_00 the IP ~urve can b u:e<l l de cribe disparitic in 

int rp ~r ·c nal arc. pr di t patient out ome . and 

impro\'emenl rfi11 · lo re<lu e hl.!alth care di. pariti 

pr sent detail · of the JP 29 it m surn: . 

amine out ome f qualit 

t wan ct al.. 2 6). Tabl 2 



Tabl 2. Detail f IP 29 item (, 't wart t al., 2006) 

tDOM I 
ll • • cal ) 

) # of item , 
Direction of 1t m.' (que tion ) 

Hurried communicl1tion 

medication: 

Patient-centered dcci ion 
making 

a ked patient 

4 

4 

2 

2 

,.., 

2 

2 

4 

:j:D main : ' mmunication. D 1. 1011 m kine· Intcrp r 
cg-, First rder fact rs scale) in each <l mains 
©, ccond order fact r ( ubs ·ale ) mea. uring eacb , c .. le · 
# It m. = Number r que. Li n. men uring the sub cale 

·corin "'* umbers 

1.2 

+ 

+ 9.10,!l.l2 

13. 1-t 15. 16. 

+ 13. 14 

-I 

+ 
+ 17 18. 19 

+ 20.21 

26. 27.2 .29 

** lndicat s the direction r the , or n th - Likcr1 cal : ** - indi nt high: re i 
w r e proc e ·, indicat s high ·core i bett r pro cs es 
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Communication: Assesses quality of communication. measured by 12 items (questions) 

and comprises 

• Three first order factors (Subdomains): IIu:rried communicaUon: Elicited concerns, 

responded; explained tests. results 

• Five second order factors (scales): "Clarity of communication··: ·'hurried. distracted": 

.. Elicited concerned. responded'' (also a subdomain): ··Explained tests··: "'Explained 

results"'. 

Patient decision-making: Assesses patient and doctor collaboration on treatment plan. 

was measured with four items (questions) 

• One first order factor (subdomain): Patient centered decision making 

• Two second order factors (scales): ·'Asked pmienC and ··,vorked together .. 

Interpersonal tyle: Assesses health providers· interaction with patient measured by 

thineen items (questions) and comprises 

Three first order factors (subdomains): "Compossionatc. Respectful ... ·•Discriminated'", 

and --Disrespectful staff' 

Five scales: ··Emotional suppon. compassion". "Respoctfulness"·. "Assumed Socio­

Economic Status (SEsr·. ··Discriminated due lo race/ethnicity"'. "'Disrespectful office 

staff•( also a subdomain) 

The scale ··discriminated due to race/ethnicity"" was removed from the survey to avoid 

an) bias since our stud) wus conducted in an area \\here majority of population were 

black and frorn the Akan 's ethnic group. 
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The first order factor :;cale ·'discriminated due to clhnicily/race·· was removed 10 avoid 

sample bias since the main race was black African. Ghanaian and the main ethnic group 

found in Gomoa Wesl was Akans in general and Fantes particularly. This reduced the 

survey to 27 items and the first order factors (scale) to l I instead of 12 found in the 

origjnal sun ey 

Scoring of the I PC caJcs: 

Dfrection of scoring: A higher score of an item indicates a higher frequency of labelled 

interpersonal process. v,hich means in some cases higher scores inJicatc better processes 

and in other cases higher scores indicate worse processes. 

The backgrounds variables: were collected through a designed questionnaire and were 

self-reported. 

Al I questionnaires were translated into local language which is · · Fante .. by an expcrt for 

patient conve11ience. 

3. 7 Qualify control 

The MMAS 8 items and the lPC 29 items survey had been previously validated in oLher 

studies as fit for 1.he purpose for which the) '"em used (Morisky et al.. 2008: Stewart ct 

al .. 2006). Tv\o research assistants were recruited and traint!d. The research assistants 

were recruited if they were able to speak English .and al Fante. Two days (02) training for 

the research assiswnts took place h'-O weeks nrLor lo U1e study. al the hospital premise 

and under t11e supervision or the Principal Investigator and the Medical Direc1.or of Apam 

I lospital and a Principal Nursl'. A pre-test of both survey qucsLionnnirc::s and the designed 

questionnaire was conducti!d at in the Hospital to t!nSurc that 

• ParticipanL'i understand the questions in their preferre<l lang.uage and 

• ro ensure the qJJnlit) or reporting of the rcsenrch assistunls. 
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3.8 Data processing 

This was done by coding and entering of the ra\.\ data into computer to obtain meaningful 

informations in relation with the objectives of tJ1e study. Data were reviewed by the Pl 

after data collection to check for any missing information and U1en corrected with the 

research assistants. Data were codified. validated and entered into Excel then transferred 

lo Stata 14.1. 

3.9 Data analysis 

Data were analysed using STATA version 14.1. Dala were presented using mean and 

standard deviation for numerical variables and as frequency tables and propo1iions for 

categorical variables 

Patient Adherence 

Adherence was first rurnlyscd on a continuous scale. Patients· scores \\ere obtained by 

adding the 8 items scores together. Adherencc·s mean and stamlard deviation were 

calculated. Adherence was the□ categorized into --Jow adherence·· a score less than 6, 

"'medium adherence .. a score~ 6 and S 8, "high adherence .. a score or 8. To facilitate the 

chi square test. Adherence score ,vcre dichotomized into --opLimal adherence·· a score 

equal Lo 8 and --suboptimal adherence .. a score less than. 8. 

Patient •' perception" of health provider comml!lnication 

The mean and standard dcvialio11 \,\US calculated lor ead, scale. The means were 

obtained by adding items from a spcci fie scale then di, iding the r\!sults by the number or 

items of the scale. The scores obtained were rounded up to the closest one digit number. 

Each scale \\aS then dichotomized into 
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• .. Good Jpc·= WC score 2'.:4 for all scales except for the scales ··Jnck of claritv·· . . 

'"hurried, distracted'' and assumed SES'". ·'disrespectful omce staff" were a score < 4 

was considered as good !PC 

• And '·Poor IPC"= a JPC score < to 4 for all scales except for the scale '·lack of 

clarity"'. ··hurried. distracted .. and assumed SES". '•disrespectful office staff' were a 

score '2: 4 was considered as ··poor JPC'. 

The Cronbach' alpha was calculated for all three domains to estimate the internal 

consistency reliability of the scales. 

T ndepenclent Hest ,vas used to determine the mean age for ··optimal adherence patients" 

and ·'suboptimal population" 

Bivariate analysis was conducted between adherence and socio-demographic. medical 

background variables and binary IPC-s scores for each scale. (Good IPC and Poor IPC). 

The relationship between adherence and study"s variables was examined using Person's 

chi square lest. 

All tests were set at a signi fican! level of 5% Association with a P vaJ ue equaJ or less than 

0.005. were considert::d statistically signiiicanl. Simple logistic regression was conducted 

lo find the strength of the association. AJlhough few associations were reported. variables 

with a p value < 0.2 were considered for the logistic n:gression in addition lo the !PC's 

variables. These variables were: patient age (categorized in group), length of diagnostic. 

numher of co-morbidities and fPC's scales (binary form). 

3.10 E thical consiucratioo 

Ethical consideration is an important part of !he research. which seek to protect both. the 

research participants and the researcher. Consequently approval to conduct this stud; was 

30 



sought from the Ghana Health Service Ethical Review Committee (GI J~ERC). Approval 

to conduct the study at Apam hospital was also sought from the Hospital management. 

Risks and benefits : The study had no potential risks and the benefits were clearly 

explained to patients. 

Confidentiality: There was no compensation for any participant and it was explained to 

participants their right to withdra\.\ from the study at any point in time. All data collected 

were confidentially kept and stored electronically under password protection. I lard copies 

were stored and were only accessible by the principal investigator 

Conflict of interest: The Pl had no conflict or interest and the study was entirely funded 

by the PI as part or obtaining a Master of Public Health. 
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CHAPTER FOUR 

RESULTS 

4. 1 Socio-dcmoh,raphic and medical chanlctcm·isfics of study participants 

4.1. l Socio-demographic characteristic of patiients 

A total of three hundred and seven hypertensive patients attending the outpatient 

department of Apam Catholic hospital were interviewed bdv,,·een May and June 2017. 

Patients age ranged from 22 years to 89 years with a mean age of 62.3 (SD= 12.2) and 

majo1ity were female 237 (77.2 %) and Christians 291 (95 %). Half of patients were 

married 155 (50.8 %) and auended primary school 155 (50.5 %). Patients with an 

employment presented 138 (..J.1.1 %) follow by those with no employment 103 (33.7 %) 

and 253 (80.7 %) earned a monthly income less than two hundreus Ghana Cedis. The 

details of participants demographic and socio-e-conomics characteristic are provided in 

Table 3. 

4.1.2 Medical cbaracteristics of p.1rticipants 

The mean systolic and diastolic blood pressure o[ the study participants were respecti\'ely 

142 mmHG (SD= 16.8) and 77.7 mmHG (SD= 10.03). IJigh cholesterol was the main co­

morbidity associated (15.3 %) followed by diabetes (12%). A lmost all patients had a 

health insurance (98.4 %) and were hypertensive for less than five years (70.9 %). All 

patients selt~rep0rled doing physical acth ity. changed their diet. and reduced sail intake. 

not smoking antl not taking alcohol (100%). Majority 201 patients (66.1 %) were on one 

pill daily. Patient"s medical characteristics are presented in Table 3. 



Tabl 3. ocio-dem oraphic charactcri tic of tud. particip~lnt 

· ex of respondent n (%,) 

Male 

·emale 

Ma rital ·tatu * n {%) 

Never married 
married 

cparmed 'Divorced 

Widowed 
Educa tional tatu · a (%) 

o formal l!clucalion 
Primary 

S condary 
Tertiary 
E mplo)menl ta tu n ('%) 

not working 
working 
Retired 

Rcliuion 11 ('¼, 

Chri tian 
1uslim 

Income n % (GH ") 

It': s tlrnn 200 

bctwel'n 200-600 

between 600-1000 

*Mean aml tandard devia ti n 

Fr q uency 

62.3 ( I ~J) 

70 

237 

9 

155 

-10 

10] 

J:28 

,--
21 

3 

103 

138 
6" 

291 

10 

_53 

52 

Per entage 

22.8 

77.2 

3.0 
50.8 

13. I 

"'3 . 1 

4-1.7 

so.· 
6.8 
I. 0 

33.7 
4 · . 1 

21 .2 

95. 1 .... 
.l .J 

827 

17.0 

0.3 



4.2 Patient" adh r nc lev I to h) pertcn ion trc~\tment 

Pati nr s adher n kvel to m dicati n wa dct 1111ined u ing the Mori k_ M dicati ns 

dh rencc cal 8 it 111- (MM 8 item ). Tht: m an adherence score of the tl1dy 

p pulati n wa 7.3( = 1.0) with a 111 dian f and a core ranging fr m I to 8. 1 re 

lhan half of the tudy participant · (56.7% had a c re f and 37. %) a re bet\.\een 

6 and 7. tail of the M items are provid ·d in Table 4. 

Table~- ummary of 1M 8 item 

MM Item 

Do )'Ou ·omelimes forget to fake your antihypertcn. i c tlrug:·. 
0 

Ye 

taking antih)perten.:ivc mcdi alion. ~ r rca on. oth r lhan forgelling . 

es 
topped taking medicati n nilhout telling doclOr, hecau ·c felt wore when took 

it 
No 
Yes 

Forget to bring along anlih~pert n. h·c medication when lrnvellinu 
0 

Ye 
took ,inlih)'P rten ive drugs ye terda · 
•o 

Ye 
hen h •perten ion i under control slop takin° )OUr medicine? 

No 
Yes 

Ferl has Jed ahout ticking lo blood prt' ur treatment plan 
0 

Ye 

Difficult)· remcmberin lo lake anrni) pcrtcn h-e ti rug. 
A. Never/rare!_ n (%) 

coring: = I 

8- ·= 

mean :lllher nee c(ire M ( D) 

34 

Frequency 

=307 

2_--

52 

296 
11 

297 
10 

278 
29 

300 
7 

303 

4 

210 
28 
67 
I 
I 

210 

97 

7.3 1.05 

% 

83.06 
16.94 

9 A 
3.6 

96.7 

95.6 
9A 

97.7 

98.'-I 
1.6 

98.7 
1.3 

68A 
9.1 
21.8 
0.3 
0.3 

68.5 
31.S 



Figure 3 presents the adherence level of study population. Two hundred and fourteen 

patients had a high adherence level to their medications (69.7%), followed by medium 

adherence level 65 (21.2) and almost 28 (9.1 %) of patients had low adherence. Adherence 

level was then dichotomized into optimal adherence (a score equal to 8 and uboptimal 

adherence (a score <8). Following this, 133 representing (43.3 %) of patients had 

suboptimal adherence. The main MMA 8 items associated with non-adherence was 

"difficulty remembering to t.ake medications . with 79 patients repr senting (31.5%) and 

among which, sometime' repres nted the main frequency at which patients had 

difficulty remembering their medications with 67 participants representing (21.8%). Fifty 

two patients (17%) reported forgetting to take their medications and only 7 patients 

(2.3%) did not take their medications the day before the interview. 

Patients'adherence level 

high adherence 
low adherence 

medium adherence 

Figure 3 Adherence level of study p tieots 
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-t.3 Assessment of health pro,·idcr's communication 

Patients' perception of health providers was assessed by lhe !PC survey 29 items. The 

TPC survey was completed by all 307 patients. The Cronbacl,- s alpha suggested good 

internal consistency reliability for lhe three domains and ranged from 0.50 to 0.88 and 

most ilems scores were positively skewed. lPC's scores were dichotomized for each 

subscale in good )PC and poor IPC. 

-t.3. t Patients' perception of Health provider Communication: 

Majority of patient reported good IPC scores for communication. rl he percentage of good 

IPC for the different sub-scales varied from 95.7 for ··explained tests··. results to 99.02 % 

for·· lack of clarity ... meaning they understand the health provider's communication. The 

mean score for lack of clarity was 1.03 with (SD= 0.3) and l.::!l (SD= 0.58) for "hurried. 

distmcted ... 

4.3.2 Health providers- patients decision making 

At the question ·'!low often did doctors ask if you would have any problems following 

what they recommended?" (60.4 %) of patients responded ··sometime ... More than half of 

patients (55.7%) responded --sometime'· ,;1,·ben askeu the question "'I low often did you and 

your doctors work out a lr~aLment plan together .. and only 21 (6.8%) responded'' always". 

One hundred and sixty five patients (5'-1-.2%) responded "sometime ··to the question '' If 

there were u·eatmenl choices. how often djd doctors ask if you would like to help decide 

your lrealment?" 

The mean score responses was 3.45 (SD= 0.66) for the subscale "Asked patient" and 3.45 

(SD= 0.77) for the subscale --worked together .. (Tnble 5). 
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Figure 4: Proportion of patient's perceptions fore- ch lPC 

The scale ' A ked patient\" and 'worked together "recorded higher core of poor IP 

Table 6.Mean cores of IPC by adherence type 

Total Optimal uboptimal a ample adherence adherence 

lPC cores 
Dom in Mean( D) Mean ( D Mean ( D 
2nd order factor ( cale} 
l order r. ctor ( cale) 

Communication 

lack of clarity (2 items) (-) 0.78 1.04 (0.29) 1.01 (0.17) 1.06 (0.4) 

Harried, distracted 3 items)(-) 0.42 121 (.58) 1.22 (0.60) 1.18 0.56) 

Elicited concern, responded (3 items) 0.45 4.31 (0.5) 4.26(0.48) 4.35 (0. -. ) 

Explained results (2 items) 0.89 4.26 (0.56) 4.22 (0.56) 4.31 0.57 

Explained medications (2 items) 0.9 4.25 0.57) 4.22 (0.6) 4.29 (0.55) 

Deci ion-making 
Asked patient _ items) 0.86 3.45 (0.66) 3.47 (0.58) 3.43 (0.56) 

Worked together (2 items) 0.9 3. 7 (0.77) 3.66 (0.80 3.46 (0.73) 

Jnterpersorud style 
Emotional support (3 items 0.82 4.10 (0.55) 4.04 (0.63) 4.17 (0.42) 

respectfulness (2 items) 0.3 4.98 (0.17) 4.97 0.23 5 (0) 

Assumed ES (2 jtems) (-) 1 1.84 0.37) 1.80 0. 0.40) 1.90 (0.29) 

Disrespectful office staff 4 items ( ·) 0.74 1.36 (0.69) 1.34 0.68) 1.38 (0.70) 

8 

P value 

0.129 

0.463 

0.095 

0.16 

0.290 

0.590 
0.028 

0.04 

0.14 

0.009 

0.693 



4A Relationship between adherences and patients' socio-demographic 

characteristics, and IPC 

Table 7 provides details of Person's chi square test between patients' socio-demographic 

and medical characteristics an<l the adherence type 

4A.1 Bivariate analysis between adherence, socio-demographic characteristics and 

patients medical background 

The Person 's chi-square test was performed to examine the association between 

adherence to hypertension·s treatment and study·s variables. 

Only age in mean was statistically associated with adherence (p= 0.03) for patients socio­

demographic characteristics (Table 7) whereas for patients medical background. number 

of co-morbidities associated with hypertension (p=0.052) and the mean DBP (p=0.02 J) 

were statisticaUy associated with adherence to hypertension treatment (Tables 7-8). 

NonetbeJess. some important determinants of adb~rence \\ere observed. Adherence was 

higher among female hypertensiYe patients (58.2%) than men (p=0.313). patiems \.\ith a 

secondary school degree (62%) were more adherent compared to patient "ith a tertiary 

degree and patient with no basic edutation. Adherence WU$ beucr among patients ,vithout 

work (60.2%) and patients wiU1 a diagnostic length ~ 5ycar. Widows (60.4%). married 

155 (56.8 %) and divorced/ separated population groups (52.5%) showed better 

adherence compared to t.hc never married population (33%). Adherence was greater 

among patients age group ~ 60 years (58.76 %) compared to the age group s 60 years. 
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0/o Cl 1.00 -~.96)J. 1\umbcr 1)1' i:o-morhiditics ,,as strongly assoi:iated ,,i1h patients 

ndbcrencc 1n mcJications (p 0.019). Puth:nts "ith n,o co-morbidities associated to 

h) pcrll.'nsion \\Crc 0.48 11mcs lc:;s hJ..el) adherent 111 their medication-; ,:omparcd to those 

,,ith one co-morbidit) associated. 

T'he !PCs scak .. \\'orJ..cJ togdhcr .. was the onl) scale \\'ith a stattstically signilic.int 

association (p = 0.027). Patient "ho rated their health pnn 1der poor on this scale "en: 

more likely prom: to non-adherence [OR 0."8 (95 °'o Cl= 0.37 -0.94)). 

1-Io,,evcr. after controlling for variables \\ hich '"'ere st<1tistically assoc1.1teJ ,,ith 

a<lhercncc to h)pl!itcnsion tn:atment: length of diagnostic. number of co-morbidities. age. 

and the IPC"s ..;c.iles (e:-.c1.:pt for ··,\sswm:d SI s· ,ind ··Rcspcctfulncss··). the association 

bet\\ccn the length of diagnostic und adhcrence djsappcareJ (p-0.164). 'fable IO pnn ides 

the details of thl! crude odds ratio and a<ljlli>teJ odds ratio of variables "hich ,, crc 

consickn:tl for multiple logistic rq;rcssions. 



CHAPTER FJVE 

DISCUSSION 

The aim or this study ,.,as lCl assess patienL~· perceptions of health pro, iJers· 

communicotion on adherence to antihypertcJ1sion medicntions among h) penen._i, e 

pcllicnls at Apam Catholic f-fospital in Gomoa West district. 

5.1 dhcrence le, e l to h) pertcnsion trea tment 

fhe lc\"cl or aJherence among hypertensive patients artcncling Apom Catholic J lospital is 

56.7%. This 1s higher compares to \\lrnt has been previous!) reported in Ghana by 

Botch"-ay (2014). and Laryca (2013) ,.,ho rl.!spcctivcly found an adherence lc,d of 

32. 7°~ at Acbimota hospital and 47. 7 % at Korie Bu 1 eaching Hospital . But it is closer 10 

what Ramli. Ahmad. & Paraidathathu. (2012) found in a primar) health care clinics in 

rural district in Malaysia ½-ith 53A% of patients adherent to their h) pcncnsion 

medications and Joho.(2012) in Dur es Salam region. Tanzania with 53.3% in three 

district hospitals. I lowever it was loHer than \.\hat \\.IS rc:portcd b) Lee et al.. (10 13) a 

adhcrenct! level of 65. J % among hypertensiYc patient in l long Kong 

Allhough Botdrna) ~md Lnryca·s studies were carried out in Ghana. the higher le,el of 

adherence found at Apam Catholic l lospilal con be eJ,.pJai.nec.l by the foci thaL this was a 

stud) donl.! in district hospiml. where most patients come from Gomoa West and 

surrounding areas. Barriers k.,10,\ u for non-udhen.:nce lo medications highlighted by 

researchers "ere hcalthcan: accessibility. cost of medications. not ha\ ing a health 

insurance an<l long waiting time ul the OPD. Patients uttend clinic at Apam Catholic 

Hospital. come then: for proximity c, er) month anJ could hm e hcen he mot inned b) the 

acccssibi lit~ of the facility. i\lorcovcr almost all stud) panicipants h,td a health insurance 

\\ hich prO\ ic.les patil:nt!-1 '"ith thi:ir h) pertension medications cv.:ry month and this ma) 

have had cncou1:aged them to take their heollh issues serious!) fhc stud) also used a sdf-
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reported questionnaire \\ hich may han~ cncottrngcd patil'ms to 0\-errutc their aJhcrcncc 

by fenr of being found not taking co1wctl) 1he1r medicmions. 

Previous studies \,hich ha,e assessed p,11icnts· iluhercncc to meJications ,dth ~1~L\S R 

items reported forgetfulness of medications as main factor of non-m.lhl.!n.:nce (t\lphonce. 

2012: Botch"·ny. 201-1; Kamran et :.il.. 201-1). This stUl.l) n.:corued a higher propu,1 ion M 

patjents \\'llh .. Diflicult) remcmhering LO take antih) pertcnsh c drugs .. 31.5'hi. followed 

by forgetfulness 17% and ··forget to bring along antih) pertenshe 111cdic~nions ,\hen 

travdling" 9.4 %. This could be t.::\plained b) the olJ age of the stud) participants with a 

mean age of 62.3 (SD=l2.3). This can also be supported b) the foct that mos1 patients 

had a normal BP and were not having S)mptvms n:minding them to take thdr drugs .. 

When patients BP are normal. symploms urc practically non-c:-.istl!nt an<l ma) inllul!nce 

patienf s aJhcrence behaviour iownrd medications. 

The stUd) reported a trend of "ocio-dcmographic factors gcnc:mll} associated \\ iih 

adherence to h) pertension medications. Adhercncl! in this stud) incn:ascs "ith age and 

women ha,·c better adherence comparetl LO male patit:nls. /\!so murril'cl am.I tli\orccd 

patients have better adherence thon patients '' ho Ill!\ t:r marrictl. Poticnts ,, ith O primary 

education and non-formal cJucotion hun: higher a<lhacnce. fhesc lindings an: similar Lo 

findings in studies on faclQrs to adherence to h) pcrtcnsion tn::.itment (I3otclma~. 201 ➔: 

Ibrahim & .il. 20 J 2: Kamrnn ct al.. 2014: \ cnkatachafa1m l't al.. 2015 ). I Imn.·, er .I oho. 

(~O 12) . rl'Pl)rtcd a higher adherence among pntic1Hs le:-;s than 6-J > l.'Hrs old . 
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year in moa ~ ·t. 

I no p ri d of rdati ns.hip. hi , ma) have inllucn cd Lh1.: hi 11h pu. 1ti, c .· < re. ,r 1 :.uicnt. · 

raLing .. 

r Jim\ incr their trcatmenl and 6 l. 11 ·0 als ral J thdr · llah m.nit,11 ,, ith lh1. hc.ilth 

pro, id 'r :m ih ir 1n:a1mc11t plan a· n r. he P· li 1H im ln~m ·nt in thl'ir 1r •atmcm plan 

ally a: ·ociati.:d wilh aclhen.:nce (p = 0,0_ 7). I he tudy found palil.'nts \\ 1,, 

ac.lhcrl.'nL compar •d LO rho ·c "b l percei, eJ th ) r • 1101 in ol\ l'd. 

TI1e , I\\ . ·al . lo i... at h •alLh pr , iuer; nd p,llknt hare dci.:1s1011 muking nl >Ul 

pnricm tn.:nun ·nt plan. It ha b "ll ugg, ·t~J 111.11 h..:alth pr , iJ ·r ~incl rn11c1H 'l>ll.ih irn11011 

on lrl.'ntmenl plan Ill ri.:asc~ patil.:nt mJhcr1.;•11cc I> 111lu1 .1tions (Jirmn) 1 al.. 21l 11 : 

, hocmhnkr t al.. 2009). P ,r .·hared~ 1 il 11-rnaJ.. inu. ma) ha1 p n if th• h1.:nlth pr l\ id •r 

decide- 10 ndopt 111 re authl)rit· mm m r.11t.·rnali ·1ic \\:.J) lf inkra ·11ng \\ith paii •111 

rather th 11 1 he nll rt:> op n tl pa1i1.:111. t·nncen,:.; :.111d uggc.: tinn . I r ·n · . ll"gt: L hl" tllh 

prm id •r to ..-1 c pt a l\\l1 wa) ·nmmuni ·nti ,n . I. k- \\hi h in Iv ·d paii •nt.fDllo ') ct al. 

2015: ):1crb n.! el ul. _005) ... 
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5.3 S tudy limitaliom. 

I. ·n,e stud) ,,as a cross-scCLionoI tlcsign and m, such did nol look t1l causul 

relu1ionsbip 

" The ~Iorisk) I\ tcdications Adh-.:rcnce Scale: 8 iten,s as \\l..'II as thi: I PC .;9 arl' a 

self-reported SltrVe); hence it onl) n.:Jlccls ,,hat patients wnnti:d us 10 know. t\-; 

such the proportion of optimal adherence muy ha, e bccn ovcn:'-timmeu. 

3. This study ,,as looking 01 the relationship bct,\cen lll'alth pro, ,Ji:rs 

communication and patient adhercncc to treatment and thcrdore olhers ,•,iriulilcs 

kno\\ as barrier 10 adherence to medication (I fB~ 1. \\aiting time) nnd cktcrminams 

to hypertension (patient 1-..no,, leJge and m,arcncss of hypi:1wnsion) \\ere 
1101 

included in 1hr scudy. 

4. The study only looked at patients' p~rceptions of the health prm ic.lcr-,· 

communication and tl11:rdore hcttllh providers o,vn vic,,s ,,ere not a~scsscd. 
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J L\PTER , I. , 

0 r L JO 1. 1) RE O ,JtvJ£ "l>ATI01 ·. 

·niis chapter present the oncluding remark h s1.·d rn rhe limJings or this tud) .ind 

P •cifi · re mm ndarion to impro, eh«:, Ith-provider and paticm: rdari nship in lhl• aim 

1 add re h) pert nsion 1rca1rncn1 m 11-a IJ1crc11 1.: 

6.J oncJu. ion 

dher n e ro h)pcrt n ·ion m Jicalion \\.'.I low in chi · rue.I) (-6.7%) hut ,,as found 

higJ1er than pre, iou ·tudic. conducted in Ghana. IL.hough. ma_j nl) of pulit:nt · rnccd 

their 11enlth pr vicJcrs "' ith no d r P · ' cores for 1h1.· t.lilli.-rcnt 'I ·ales. lh ·.tu,} r1.·p irrcd u 

l, ti. ti all ·ignilka111 reJ:11ion hip hetm:cn adherl'ncc and !ht: ·t:alc "w 1rhd tng«:thc:r"' 

Patient v~ho percei\"ed they '"ere nor a 'th d) in oh'cJ in tlwir tr('aun ·nr plan ~ nd rati:d 

their hcnl1h provider ,vith p or 1P on thi suh. calc \\ ·re more: lik1.:I) n n-ndht·rl.'nl tu 

their mcdicnti 11 c mpared I patient \\ho m1cu tl,cir health rmvidt·r ... \\llh it good II' 

6.2 RccommcnJation 

Tm plication for puhJi · he,.ifth 

1. 1 lenllh care , en ice providers must b • train\.·d .l'- nflcn .1.· r >ssihlc in /Xlllt'IH 

entered co re i11 gcn~ral and particuJtll'I) in g od rn111mu11ic.111on , kills .in 1 

imcrper·om1J :kill. This hould hen poli ) t imp.r0\1.' ratil.'nt·s health C\Ulcomc. 

hami health nice musr d , I lp t~indnn1 1r •a11111.'nt !.!uiJdinc \\ ith simrk• 

h) p •rtensil n met.Ii cation r gimt>n. 

Appropriate and dlccti,e distributwn of lw:1lth prnvi(k•r in di 1,.; 1 h, piiul. 

,, hich allm, patk•1Jl · onJ health prm idcr I hrn t' time- In mil, hon.111.:, 
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APPENDICES 

8.1 Consent form for study p.uticipants 

Title: J\SStSSt\lFNT 01 111:.ALTI I PROVIDER COMI\IUNICATION ON PATIENT 

ADI !ER ENCE 'IO I IYPER'I ENSION rREATMENT AT fl IE OPD. A I APAM CA Tl IOLIC 

HOSP IT /\L GO'v10/\ wcs·1 

i'iame of principal im cstigator: DJhNl: BA DIALLO 

Address: SCHOOL OF PUBLIC HEALTll. UNIVERSITY OF GllANA. P.O BOX LG 
43. I b.G01 

Thanks for showing interest in participating in this stud). I run Djencba Diallo a Master or 
Public I lcalth student of the School of Public Health. University of Ghana. Legon. 

I am undenakjng. this study to find the level of adhcn:ncc amongst hypertensive patients 
in this hospital and to assess ) our p~rception of the health provider's communication on 
a<lhercnc~ to lreatmem. 

I can be comacted on this phone number 0260855031 or b} email aldjene'tt yahoo.fr/ 
aJdjencr!! gmail .com 

Participation in lhis stud) is absolute!) voluntary. Whatever informaLion you provide is 
totally confidential. limited to the purpose or this stud) and "iJI not be disclosed to 
anyone. You have the right to change )our mind at an) time. The ans,\crs you give v,ill 
not be used against you in the facility ,.,,here you seek medication or any,, here else. We 
would thus be very grateful if you give ansv,crs \\hich show a tnie rcllection of your 
medication taking, and your perception of the health provider·s communication about 
your treatm~nt and the delivery of the health care. at Apam Catholic I lospital. 

If) ou agree to take lo part in Lhis study please append your signature or thumbprint lo 
indicate your consent. 

··············· ····················· ........................... ·················· ... ············· 

Name or participant Signature rhumbprint Date 

............................................ 

amc or resc,m:her Signature Date .-
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8.2 Patient -ocio-d mographic charactcrL tic quc tionnairc 

RE 

1 ge (in year ·) 

• • • • • • • • • • • • ♦ ••••••••••••••••••••••••••• 

3) La t BP check 

stolic Dia. t Ii 

······· · ·· ········· 

5) wha i 

correct an w r) 

I. o formal ducation (1) ............ . 

2. Primary (2) ................. . 

ec ndary C' ............ . .. 

4. Tertiary (4) .............. . 

7) tatu. (tick 

the correct an. wer) 

l. nemplo cd (I) .......... . 

.., rking (_) ........... . 

Retired C) ................. ...... . 

56 

Interviewer cod 

2) ex 

o Mal (1 .................. . 

o fema]e (-) ................... . 

4 length of the diagno. is ( in year) 

(tick the correct an , er) 

I. <5 (1) .............. . 

2. -10 2) ......... .. . .. . 

3. > 10 (") ................ . 

6) Which relioion do ou practice'? 

1. Chri tianit 1 ) .......... . 

2. lslam 2) ............. .. 

3. ther 3) ......... .... . .. .. . 

8 what is your marital 

orrect answer) 

I. ever mt1rri d 1) ..... .. ....... . . 

2. Marri d (-) .................. . 

3. Divor ed 3 ................ . 

4. \l ido 4 ... .... . ...... .. 



9 .1 part from h. p rt n,ion do) ou ha, an: I t O ~lpart from hlking oral druo, n hich f 

of the follcm inu m dic~tl ·ondition . (ti k thi.: th foll "ing pr " nti\ m a 'ure. h~n 

orrect uns\\t:r) 

I. lligh chok ·tcrol 

Yt!s (I) 

., I iabetc 

y 'S (I) 

'tr k • 

y • I) 

I } (-) 

0 (2 

0 (2) 

4. "hr ni Kidn y dis • · • 

' (2) 

o (2) 

J ) llow many h:r rtcnsion tabl t · do you 

tak \'C') day'! tick thl! t: lITect an:\,er) 

I. nc {I) ................. . 

I" (_) ................... .. 

3. l\lor th n 1v~ (3) ...................... . 
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) ou adopted t ontrol :our BP (ti k th 

c rrc t ans\\ l:l' 

I. Reduced alt intake ( I c 

') L " fot diet (2) Ye 0 

., 
C () _, 

4. m king (➔) C 

- AJ h I ( ) C 

12 Ho, much i. ·our monthly in 

tick lhc orrect answer) 

I. Li.: ·s than 11 _Q 011 

_oo H 0 ·11 (_) 

I) 

600 GU (l --- I 000 ii I (3) 

4. morl! than 1000 ,II ➔) 



Int rp r. nal Pro e ~cd of ar 29 it ·m urny 

FI Jm,otcn did do tor peak to 

. p •ak fa t 

·t r 

, en: hard t unJer land? 

16 I le " 011 n <lid d 
1 Id 1hem? igm r 

that 

1-=. H m often did doctor appear to b\.: 
<li lra1.:tc<l ,, hen the) "er "ilh you? 

m both red if 
you a l..cd . v1;:ral quc ti n ? 

reall find out 

1,: hm y ur concern were'? 

'.!0 11 t y u ay "hat 
you th ugh I , n ' imp rtant'? 

_I. I low ltt:n lid tlocl 

, 
re ult u h :i bl 
er cnmg l ts'? 

. plain your le t 

-rny s. or , nccr 

clearly e plain 
then.: ult tycurphy i ale:-.nm? 

'.!4. II II y, u \\hat 
could happ n if} u didn't tal..c J 111 dic111 
th I they pre 1..:rib d for you·. 

25. 11 ,, ollcn did c.l 1cll r t II you atnut 

:id\: alli.:d you might , t rorn u mcd1i.:in .., 

., 

2 

3 4 

2 3 -I 5 

., 

2 3 s 

, 

., 

., 3 

2 J 

4 5 



:?6 lf , often <lid d d r:- kit )OU w uld 
ha\'c an) problem follm, ing ,.,,hut the, 

rccom · 

_ 7 H ctor a I.. ii y u 
mlcd lreatm 

..---------and.) our ,,ork 
ma tr •atrnent plan together? 

19. If there \\Cr~ treatm Ill cho, ·e . ho,, ohen 
JjJ d l r I,; if OU \\OUld lil..c l hdr 
decide) l'lllr treatment? 

Never 

How often were doctors compassionate? 1 

How often did doc ors give you support 
1 

d encouragement? 

. How often were doctors concerned 

::>ut your feelings? 
1 

How often did doctors really respect you 
1 

a person? 

How often did doctors treat you as an 

Jal? 
1 

I 

How often did doctors make assumptions 
1 

JUL your level of education? 

How often did doctors make assumptions 

JUt your income 7 
1 

-- --
How often did doctors pay less attention 

,ou because of your race or ethnicity? 
1 

-
How of en did you feel discriminated 

inst by doctors because of your race or 1 

nic1ty? 

., 3 5 

2 5 

-, 5 

Ra rely Some times Usually j Always I 
2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2. 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

• . 

59 



Rare I} mctim s ·uall) Ah, t1} 

"9, II \\ 

)OU'. 

ti.en "ere offi c tnff: nu.le ID ,, 
4 

40. HO\ 
5 

hard 
'I 4 5 -

'-I:!. llcw .. 11:en di<l offi tu fhavc u 
n gati, c auitud u? 3 5 
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8.-t 1ori. kv Medication dhcrencc calc 8 item 

Que. tion 

4~). Do you met imes forget to take your antihypert nsive dnigs'? 

44}. People ometimes miss taking their antihypenen ·ive medication for rea ·ons other 

than forgerting. Thinking over the pnsl two week . \ ere Lhere any days when you did n l 

take your an lihyperten i e drug ? 

--15). Have you ever cut ba k or st0pp .d taking medication without telling your d Cl r, 

bccau e you felt worse when you look it? 

46). When )OU tra el or leave home. do you omctime forge t to brrng along your 

antih)perten i c medication? 

47). Did you take our anti hypertensive drug ye l rday? 

-48). \Vhen you Fe I like your hyp rtcnsion is under control. do you sometimes stop taking 

your 111 dicine'? 

49). Taking antihyperten. i drugs e ery <lay is a real inc nvcni nee for ome p oplc. Do 

you e\ er feel hn s led about sticking to your blood pressure treatment plan? Feel 

Score 

0). Ho\\ ollen do)' u have diffi ulty rem mbcring to take your antihyp rtensive drug ? 
• 1 ever'rarel. 

13. nee in a\\ hile 
C. ometim 
D. U ually 

E. All th time 
coring: A= I B- = 0 
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In case of rep/) the 
number and date of this 
Lett r should b<· ouor d. 

ALTH 1 R I E ETlllC RE 'l 

My Rf!/. Gf-fSIRDDl£ROAdmin/Appll 71 J.'J I 
YourRef o. 

Djeneba Diallo 
School of Public Health 
Uni ersity of Ghana 
Lcgon, ccra 

0 1 'I U T 
Research & D v lopmt?nt Di is1 
Ghana Heallh Service 
P. 0. Box MB 190 
Accra 
Tel: 233-302-681/09 
Fa."C + 233-302-685424 
Email: ghserc@gmail.com 

The Ghana Health rvice EU1ics Re iew Committee has re iewed and iven appru al for the implemc, 
our Stu y Protocol. 

LG umb r ____________________ _ 

I Pr Assessment of health pro ider communicati n on patient adherence to 
h ertension treatment at the OPD at A am Catholic 11os ital omo1 

1411 March. 201 7 

d 

Thi appro . I requ ir the fi llo, in fr m th Prin ip:ll In tigat r 

• Submission of yearl progr repon f the rudy to the thics Re iew Committe (ERC) 

• enewal ot ethical appro al tf the study lasts for more than 12 months, 

• Rep rting of all eriou ad ers 
se ~n days in writing. 

ents relat d to this study o the RC ilhin three days verl 

• ubmission of a final report aft r completion of the study 

• Jnforming ERC if study cannot b impl mented or is discontinu d and reasons, hy 

• Informing tll R and your sponsor ( here applicnble) before any public lion of th research fi: 

Pl ase note that any modificati n of the study without ERC approval of the amendment is invalid. 

The ERC may observe or cause to b observed proc dures and records of the stud during , 
implementation. 

Kindly quote the protocol identification number in all future con-espond nee in r lation to this approved~ 

IGDR0CYN~BA ·7········•····· · ............... . 
(GHS-ERC CHAlRPER O ) 

Cc: The Director Research D elopm nt Di ision, Ghana Health Service, Accra 
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