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Abstract

Han W.P, Hong S.A. and Tiraphat S.
Factors related to medication adherence among essential hypertensive patients in

tertiary hospitals in Yangon, Myanmar
J Pub Health Dev.2015;13(2):57-70

Poor adherence to medications is one of the major public health challenges. Due to little study on the
adherence to anti-hypertensive treatment in Myanmar, where the prevalence of hypertension is the highest
among South-East Asian Countries (42%), this study aimed to determine the prevalence of the adherence and
to identify the factors related to medication adherence among hypertensive patients in Yangon, Myanmar.

A hospital-based cross-sectional study was done on a sample of 216 hypertensive patients who recruited
by convenient sampling method at tertiary hospitals in Yangon, Myanmar during April and May 2015. Face-
to-face interview was conducted using a structured questionnaire to gather information on socio-demographic,
knowledge, perception, self-efficacy, family support and cues to action. The medication adherence was
measured by Morisky Medication Adherence Scale (MMAS-8). “Good adherence” was defined as MMAS-
8 scores of 6 or greater out of a total score of 8 points whereas “Poor adherence” as point of less than 6.
Descriptive statistics, chi-square test and multiple logistic regressions were used for data analysis.

Only 50% of hypertensive patients were reported as good adherence to anti-hypertensive medication.
Using backward multiple logistic regression, younger age (adjOR=3.03, 95%CI=1.15-7.99), male patients
(adjOR=1.84, 95%CI=1.01-3.37), low household income (adjOR=2.39, 95%CI=1.17-4.85), longer duration of
hypertension (adjOR=4.00, 95%CI=1.87-8.59 for those within 1-3 years and adjOR=2.63, 95%CI=1.12-6.20
for those with more than 3 years compared to those less than lyear)) and higher level of perceived barriers
(adjOR=2.55, 95%CI=1.27-5.09) were related with poor medication adherence.

This study reported relatively high proportion of poor medication adherence. With regard to perceived
barriers, such as medication side effects and complex dosing, health education program can be designed in
out-patient settings particularly for patients with a long duration of hypertension. In addition, implementation
of health insurance system should be considered to address external barriers like financial problem.
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'3‘1%‘?1’166"\8'1%‘0.&8‘21LL’auﬂ’\S‘wG'JJU'I
Y4 13 atiud 2 WHWNIAN - RINAN 2558

ﬂwsmﬁuwusnumwswuaslun'}ﬂ%wawmEJ
mwmuTawmﬁwwflsumssnwﬂﬂs\iwmma
afend 1iavdeiy UseinAwain

13 Tl 54, Yo o2 wiae’, uazasenuu ASNRAT

" M.P.H.M. ASEAN Institute for Health Development, Mahidol University, Thailand
2 Ph.D. ASEAN Institute for Health Development, Mahidol University, Thailand

UNAAEID

T T du, Yo oz wad, vaz ASewu Asel
Hhdenduiusiuanuswielunmsifevedihennudulafaqeidhiumssnelulsmeua
anoqil odede Uszmemin

7. MFITUFUUATMIWAU 2558;13(2):57-70

anulisawiielumsldoneilymdinguesmsunnd lullszmanihanugnveslsannudulaiagagnnuunn
ﬁqﬂslum%m‘ﬁuaamﬁmﬁléf(42°§,) y’e‘)fiﬁliﬁmuﬂﬁﬁﬂyﬁaﬂﬂﬁaﬁﬁwaﬁammimﬁaiumi“lél’fﬂﬂué'ﬂaﬂﬁﬁmazmm
fulaiingeifosnn msdseluasaifiyajimnaiiensnaeuanugnuazdesuiifinadennuswiielums o ludile
fitinne mmwuhwmﬂumawwm Uszmanin

mWfﬂmmﬂumimmaummumﬂmﬂmwﬂﬂfflﬂmmaanwmﬂmammmawmﬂ muﬂammamwmwﬂ’;ﬂmwmu
Tatinga 216 au Mnlsanennaszauadogiludiata Uszmanai ﬂmﬂmayahmiﬁnmymiﬂa“lﬁmmuﬁ'a‘ummwa
ssmdoyanideauuazilszanng anwg Mmisui mssudaussouzaues MIAiAYUYDINTOUATI LAz Fednily
nansl ia mmum5°lu°mmaummauuawwqymﬂn 2015 Anwswilelumsldegnilsziiiulaglduuyia Morlsky
Medication Adherence Scale (MMAS-8). “A33MH0NA” "1ﬂsumim1/iuﬂclmﬂuﬂwuuu MMAS-8 $10NIH581INY
6 AZUUUIINAZLUUTIY 8 qﬂiummzﬁ sanusanileilia” 1dsumsimualiidunzuun MMAS-8 Foondn 6 Az
adaFanssuu minadevlaaunisiagmsimsigioaneslavaannygugninnldlumsinizidoya

wﬂuﬂmmﬂuiammiaaaw 50 i1fmuaﬂ‘wmmmnmmiumﬁﬁﬂmmwmuhmﬂm HAMIAATIZHNITDADDY
Tadadn Misuihilisofinnademalinnuswielumssnuites Usznoudas msmu’r)ﬂ (adjOR = 3.03, 95%
CI = 1.15-7.99) A120%10 (adjOR = 1.84, 95% CI = 1.01-3.37) s10ldveanTadoudian (adjOR = 2.39, 95% CI =
1.17-4.85) 5¢ ﬂwnamum’;wmwmuiamm (adjOR =4.00, 95%CI=1.87-8.59 mmuwﬂaﬂmma ANuAUTaAga
Tuei9 1-3 1 1ag adjoR = 2.63, 95% CI = 1.12-6.20 mmuwﬂasmnmawmm@uiamqammw 3 ) wazmsiszay
mﬁmaﬂaﬁﬂ‘ﬂﬁmm (adjOR = 2.55, 95% CI = 1.27-5.09)

mﬁﬁﬂymﬁmﬁﬂwmumwﬂmmu“lwmﬂwmmmﬁmmmiumﬁﬂm mslianuiundihe 1w mm%’“luﬁmwa
Shaeavee mslFoidudou mﬁmwzﬂuwmmmamﬁﬂmummsmua“lumﬁnmiiﬂiﬂﬂmwuaﬂnmamiuwﬂw
uanmmawmwmﬂawmmmuiwammmnmu uammuumiﬂﬁuﬂﬁﬁwuuﬂimuﬁmmwmmmmamﬂaﬁmm
AUMTIRUL uJuaﬂ‘wuwawm‘ﬂﬂwmﬂmmmmmsmmmﬂumﬁﬂyﬂiﬂunwﬂw'lﬂ

fmidngy: anuaulaiaga anwsawielunssne uuuda Morisky Medication Adherence Scale-8items 1/5zinaANai




Journal of Public Health and Development
Vol. 13 No. 2 May - August 2015

Introduction

Hypertension is a significant public health
challenge in primary health care and a major con-
tributing factor to cardiovascular disorder, cerebrov-
ascular disorder and kidney diseases if not detected
early and treated appropriately. More than one in
three adults have high blood pressure in the world'
and the overall prevalence of hypertension in adults
aged 25 and older was around 40% globally in 2008,
According to WHO, the hypertension poses serious
threat to the low and middle income countries’. In
South-East Asia region, 1.5 million people die from
the complications of hypertension every year’. In
Myanmar, 44.3% of adult males and 39.8% of adult
females are with hypertension which is the highest
prevalence rate among South-East Asian countries
in 2011°%,

There are various effective medical regimens for
management of hypertension which are indispensable
for hypertensive patients to have adequate control
of blood pressure. Treatment adherence is critical to
treatment success in hypertensive patients’. WHO
estimates that 50-70% of patients do not adhere to
treatment as prescribed’, particularly concentrated in
developing countries due to deprived accessibility of
medications and health care services’. In case of no
suitable treatment and control of hypertension, 50%
of hypertensive patients will die of coronary disease,
33% of stroke and 10-15% of renal failure®. In
addition, non-adherence may cause increasing health
expenditure, reducing quality of life and eroding public
confidence in health system?7. Patient’s adherence to
treatment are influenced by their subjective belief
and health conditions and their perception are also

. .. 8,9
essential in improvement of adherence™ ".

Little has been acknowledged on adherence of
anti-hypertensive treatment in Myanmar. This study
therefore was conducted to determine the proportion
of treatment adherence within the target population
and to identify the factors related to adherence of anti-
hypertensive treatment with the guidance of Health
Belief Model. This model proposes that whether or
not individuals take action to protect their health be
subject to whether they believe that they are suscep-
tible to an ill health condition; that the existence of
that condition would have serious concerns and that
they have a way of action to avoid the condition and
benefits of taking the action outweigh the costs'’.
Therefore, we undertook this study to assess anti-
hypertensive treatment adherence using the validated
Morisky Medication Adherence (MMAS-8items)11
and its related factors among the hypertensive patients
attending out-patient departments of tertiary hospitals

in Yangon, Myanmar.

Methods

The cross-sectional study was conducted to
determine the proportion and factors related to anti-
hypertensive medication adherence among hyper-
tensive patients attending to out-patient departments
(OPDs) of three tertiary hospitals in Yangon, Myanmar
during April and May 2015. Patients were screened
for eligibility by the out-patient record book and
who meet the eligibility criteria were selected. The
subjects invited to our study were hypertensive patients
aged 30 or higher with diagnosis of hypertension and
taking anti-hypertensive treatment for at least six
months duration. The exclusion criteria are patients
with secondary hypertension in which hypertension

is caused by identifiable underlying secondary causes,
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pregnant women with pre-eclampsia, patients having
cognitive impairment which are determined by their
physicians. The sample size was calculated with the
formula of n:ZZP(l—P)/Ez, where N is the required
sample size, Z is the Z statistics for predetermined a
error, P is the estimated prevalence of hypertension,
and E is the margin of error. We took Z a =1.96
for 95% confidence. The estimated prevalence in the
study was set at 50%, the conservative estimate. The
margin of error was taken as 7%. After allowing the
non-response rate of 10%, the final adjusted sample
size was 216. Therefore, a total of 216 hypertensive
patients by convenient sampling method were
recruited and face-to-face interview by a researcher
was conducted to gather information. This study
was approved by the Institutional Review Board of
Mahidol University, Thailand and Department of
Medical Research and Ministry of Health, Myanmar,
and written informed consent form was obtained from
all participants.

A structured questionnaire on socio-demographic
characteristics, knowledge on hypertension, perception
on hypertension (perceived susceptibility, perceived
severity, perceived benefits and perceived barriers),
self-efficacy, family support and cues to action was
developed based on Health Belief Model* by all the
researchers. Since some variables were not normally
distributed, median values or tertiles were used as
appropriate to categorize the independent variables.
For example, household income and knowledge on
hypertension was divided into three equal propor-
tions (tertiles), while perception on hypertension,
self-efficacy and cues to action were categorized into

two levels using median values of each variables.

For the medication adherence, the valid and
reliable 8-item Morisky Medication Adherence Scale
(MMAS-8), which was developed with the objectives
of determining adherence to anti-hypertensive
medication'” '® and which was applicable even in a
busy clinical setting'’ was employed. The MMAS-
8 consists of 8 items of specific medication-taking
behaviors and response categories are yes or no for
each items and a 5-point likert response for the last
item. The total scores range from zero to eight and
dichotomized into good adherence (score =6) and
poor adherence (score <6)".

For the reliability and validity of questionnaire,
20 hypertensive patients from another hospital, which
was not included in the study, were interviewed with
the questionnaire. Cronbach alpha coefficients of
questionnaire components were relatively high: 0.71
for perception on hypertension, 0.84 for adherence of
anti-hypertensive medication, 0.92 for self-efficacy,
0.74 for cues to action and 0.83 for family support.
Kuder-Richardson 20 for knowledge on hypertension
was 0.91.

Data management and analysis were done by
using SPSS software (version 16). The relationship
between categorical variables was tested using the
chi-square test or fisher’s exact test as appropriate. In
the multiple logistic regressions, the factors showing
significance in previous literatures, such as age,
gender, education, number of family members,
co-morbid diseases, knowledge on hypertension, per-
ception on hypertension, self-efficacy and cues to action
were also added in the analysis with the three significant
factors from chi-square test (household income, duration

of hypertension, and perceived barrier barriers).
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The backward multiple logistic regressions were

employed to find the significant predictors.

Results

The general characteristics among total 216 hy-
pertensive patients were shown in Table 1. The mean
age was 52.8 years and the more than half of the
patients were female (58.8%), married (67.6%), and
had secondary or high school education (60.7%) and
other co-morbid diseases (63%). Forty-eight percent
of patients have suffered with hypertension within
1-3 years and 27% of patients had more than 3 year
duration of hypertension.

Responses to MMAS-8 items were shown in Table
2. Only 50.9 % of patients (score =6 out of 8) were
sentenced to have good adherence while 49.1% were
poorly adherent (score <6) (Table 2). Approximately
58% of patients forgot to take medicines and 40%
missed to take drugs within 2 weeks. Nearly 68%
of patients did not cut back or stop medicine, but
10.2% of patients stop medication themselves when
they feel better. Almost 30 % of patients forgot to
bring medicine when they travelled or left home,
over 80% did not feel stressed with their treatment
and closely 60% having difficulty in remarkably to

take medicines.

When compared with patients who had good
adherence to anti-hypertensive treatment, the patients
who had poor adherence were more likely to have
low household income (48.1% vs. 27.3%), longer
duration of hypertension within 1-3 year (56.6 % vs.
40%), more than 3 years (29.1% vs. 5.5%) and nega-
tive perception towards barriers of anti-hypertensive
treatment (58.5% vs. 39.1%) (p-value < 0.01) which
were statistically significant. The average household
income was from 400,00 to 1,000,000 kyats per
month, poor adherent patients were found in the
group of low household income (less than 100,000
kyats per month). A significant difference was found
in the percentage of non-adherers between of group
of duration of hypertension for more than 1 year
0.002) (Table 3).

Table 4 presented the results of multiple logistic

(p value =

regression analysis demonstrating the relation of several
factors with adherence of anti-hypertensive medication.
Factors significantly related to poor adherence to medi-
cations were younger age (30-45years) (adjOR=3.03,
95%CI=1.15-7.99), male patient(adjOR=1.84,
95%CI=1.01-3.37), lower household income of
less than 100,000 kyats per month (adjOR=2.39,
95%CI=1.17-4.85), longer duration of hypertension
within 1-3 years (adjOR=4.00, 95%CI=1.87-8.59),
longer duration of hypertension for more than 3 years
(adjOR=2.63, 95%CI=1.12-6.20) and higher level of
perceived barriers (adjOR=2.55, 95%CI=1.27-5.09).
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Table 1 General Characteristics of Hypertensive patients (n=216)

Number (%) or Mean + SD

Age (years) 52.8 £12.5
30-45 38 (17.6)
46-60 86 (39.8)
>60 91 (42.6)
Gender

Male 89 (41.2)
Female 127 (58.8)
Education

Primary school or lower education 85 (39.4)
Secondary or High school 93 (43.0)
College/ Bachelor or Higher Degree 38 (17.6)
Occupation

Government/ Non-government/ Own Business 107 (49.5)
Housewife/ Unemployed/ Others 109 (50.5)
Marital status

Single 21 (9.7)
Married 146 (67.6)
Divorced/ Widowed/ Separated 49 (22.7)
Household Income (kyats per month)’ 164,950 + 109,450
Low (<100,000) 81 (37.5)
Middle (100,001-199,999) 60 (27.8)
High (=200,000) 75 (34.7)
Number of family members in Household 5.0 £1.1
<5 55 (25.5)
=5 161 (74.5)
Number of children under 12 years in Household 0.19 + 0.44
0 178 (82.4)
1-2 38 (17.6)
Any diseases together with hypertension

No/ Don't know 80 (37.0)
Co-morbid diseases 136 (63.0)
Duration of Hypertension

<lyear 53 (24.5)
1-3year 104 (48.1)
>3year 59 (27.4)
Methods of diagnosis of Hypertension

In a routine medical control 63 (29.2)
Screening Program 115 (53.2)
Emergency services/ Others 38 (17.6)
Types of medicine taken

Beta blocker 5 (2.3)
ACE inhibitor 107 (49.5)
ARB 28 (13.0)
Calcium Channel Blocker 73 (33.8)
Others 3 (1.4)

"Household income was categorized into tertiles. Average currency exchange rate between kyat and US$ is 1US$=1000kyats.
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Table 2: Drug taking behavior within last six months according to MMAS- 8 items score (n=216)

Yes No
N (%) N (%)
Forget to take medicine 125 (57.9) 91 (42.1)
Miss to take medicine within last 2 weeks 86 (39.8) 130 (60.2)
Cut back or stop medicine without telling to doctor 70 (32.4) 156 (67.6)
Forget to bring medicine when travel or leave home 62 (28.7) 154 (71.3)
Take medicine yesterday 187 (86.6) 29 (13.4)
Stop taking medicine when feel symptoms are under control 22 (10.2) 194 (89.8)
Feel hassled about sticking to treatment plan 42 (19.4) 174 (80.6)
More than once Never
Difficulty in remembering to take all medicine 122 (56.5) 94 (43.5)
Total Score( Mean £+ SD) 54+23
Good Adherence (=6) 110 (50.9)
Poor Adherence (<6) 106 (49.1)

Table 3 Relationship between potential risk factors and adherence to medication (n=216)

Adherence to anti-hyperten-
sive treatment

Chi-square p-value
Good Poor
N (%) N (%)
Age (years)
30-45 17 (15.5) 21 (19.8) 2.196 0.334
46-60 49 (44.5) 37 (34.8)
>60 44 (40.0) 48 (43.8)
Gender
Male 40 (36.4) 49 (46.2) 2.167 0.141
Female 70 (63.6) 57 (53.8)
Education
Primary school or lower education 42 (38.2) 43 (40.6) 2.839 0.242
Secondary or High school 44 (40.0) 49 (46.2)

College/ Bachelor or Higher 24 (21.8) 14 (13.2)
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Table 3  Relationship between potential risk factors and adherence to medication (n=216) Cont.

Adherence to anti-hyperten- Chi-square p-value

sive treatment

Good Poor
N (%) N (%)

Household Income
Low (= 100000) 30 (27.3) 51 (48.1) 10.027 0.007
Middle (100001-199999) 36 (32.7) 24 (22.6)
High (= 200000) 44 (40.0) 31 (29.2)

Number of family members in Household
<5 27 (24.5) 28 (26.4) 0.099 0.753
=5 83 (75.5) 78 (73.6)

Any diseases together with hypertension
No/ Don't know 41 (37.3) 39 (36.8) 0.005 0.942
Co-morbid diseases 69 (62.7) 67 (63.2)

Duration of Hypertension
<lyear 38 (34.5) 15 (14.2) 12.525 0.002
1-3year 44 (40.0) 60 (56.6)
>3year 28 (5.5) 31 (29.2)

Knowledge of hypertension
Good level 41 (37.3) 15 (14.2) 0.763 0.683
Moderate level 37 (33.6) 30 (28.3)
Low level 28 (5.5) 32 (30.2)

Perceived susceptibility
Positive 78 (70.9) 71 (67.0) 0.389 0.533
Negative 32 (29.1) 35 (33.0)

Perceived severity
Positive 107 (97.3) 102 (96.2) 0.188 0.718
Negative 3(2.7) 4 (3.8)

Perceived benefits
Positive 101 (91.8) 93 (87.7) 0.983% 0.321
Negative 9 (8.2 13 (12.3)

Perceived barriers
Positive 67 (60.9) 44 (41.5) 8.133 0.004
Negative 43 (39.1) 62 (58.5)

Self-efficacy
High level 60 (54.5) 1 (48.1) 0.894 0.344
Low level 50 (45.5) 55 (51.9)

Cues to action
High level 72 (65.5) 70 (66.0) 0.008 0.928
Low level 38 (34.5) 36 (34.0)

% Fisher’s exact test was used for analysis.
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Table 4 Final Model of Multiple Logistic Regression for Predictors of Medication Adherence in

Hypertensive patients

Crude OR
(95% CI)

Adjusted OR p-value
95% CI)

Age (years)

30-45

46-60

>60

Gender

Male

Female

Education

Primary school
Secondary/High school
College/ Bachelor
Household income

Low (=< 100000)

Middle (100001-199999)
High (= 200000)
Number of family members
<5

=5

Any Co-morbid diseases
No/ Don't know
Co-morbid diseases
Duration of hypertension
< lyear

1-3 year

>3 year

Knowledge on Hypertension
Good level

Moderate Level

Poor Level

Perceived susceptibility
Positive

Negative

Perceived severity
Positive

Negative

Perceived benefit
Positive

Negative

Perceived barrier
Positive

Negative

Self-efficacy

High Level

Low Level

Cues to action

High Level

Low Level

1.13 (0.53-2.42)
0.69 (0.38-1.25)
1

1.50 (0.87-2.59)
1

1.76 (0.80-3.85)
1.91 (0.88-4.14)
1

241 (1.27-4.59)
0.95 (0.47-1.89)
1

1.10 (0.60-2.04)
1

1
1.02 (0.59-1.77)

1
3.46 (1.69-7.05)
2.81 (1.29-6.18)

1
1.07 (0.56-2.05)
0.81 (0.41-1.61)

1
1.20 (0.68-1.61)

1
1.20 (0.68-1.61)

1
1.57 (0.64-3.84)

1
220 (1.27-3.78)

1
1.29 (0.79-2.21)

1
0.97 (0.56-1.71)

3.03 (1.15-7.99) 0.025
1.21 (0.59-2.47) 0.600
1

1.84 (1.01-3.37) 0.047
1

NS

2.39 (1.17-4.85) 0.016
1.02 (0.46-2.17) 0.967
1
NS

NS

1
4.00 (1.87-8.59) <0.001
2.63 (1.12-6.20) 0.027

NS

NS

NS

NS

1 0.008

2.55 (1.27-5.09)

NS

NS
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Discussion

In this study, we found that only 50% of out-patient
hypertensive patients in three tertiary hospitals in
Yangon, Myanmar reported as good medication
adherence Poor adherence to anti-hypertensive
medication was significantly related to being younger
age (30-45 years), male, longer duration of hyperten-
sion (more than one year), lower household income
and poor perception on treatment barriers.

The adherence of anti-hypertensive medication as
measured by MMAS-8items in this study was 50.9%
lower than that of a previous study (75%) in Yangon,
Myanmar in 2010". It may be explained possibly due
to different sampling methods. The previous Myamese
study was done at private clinics where mainly richer
and educated people visited whereas most of the
patients in the present study are poorer and lower
educated people. Moreover, our study used a validated
tool, MMAS 8-items for assessment of medication
adherence, whereas in the previous Myanmar study,
the self-structured questionnaire developed by the
researchers was used for evaluation of adherence of
anti-hypertensive treatment. Meanwhile, in comparison
with other countries in Asia, the adherence rate in our
sample is nearly similarly low as shown in Malaysia
(53.4%)* and Hong Kong (55.1%)'. Compared to
the prevalence using MMAS-8 items to assess anti-
hypertensive medication adherence in other countries,
it was not much different from those in southeastern
Louisiana (51.7%)”, Hong Kong (65.1%)>, and
Palestine (63.2%)™.

In the present study, patients with poor adherence
to treatment were younger (30-45 years), who were
three times less likely to adhere to anti-hypertensive

medication, consistent with a number of other

studies™’. This can be explained that the younger aged
group is mostly working, so that they are probably
busy and running in their work and another
explanation may be younger people think that they
feel healthy, and are busy in running their work
which leading to irregular taking medication. They
usually pay attention when the disease was severe

. 28-30
and worsening of symptoms

. This study also
reported gender difference in adherence to medications,
as men were found 1.84 times to be less adhered
when compared to women. This finding is in line
with most studies done on this issue’* " . This
can be partly explained that mostly men have a
responsibility to earn money and the heavy workload
among men can lead to forget taking medicine and
follow-up for treatment.

One of the factors accounting for poor adherence
of anti-hypertensive medication among the patients
was low household income and this is matched with
the study done in Southern Taiwan™ and in Nigeria™.
There was 2.4 times less adhere to anti-hypertensive
medication in low household income patients (less
than 100,000 kyats per month) among this study
populations. It was suggested that low income patients
can’t access the health care services compared those
with high income leading to poor treatment adher-
ence. There was only 2% of total GDP spending on
health care in Myanmar and health expenditures are
largely driven by private-pay’*. The health insurance
system helps reduce financial barriers in access to
anti-hypertensive medication. In Myanmar, there is no
public health insurance system, thus the expenditures
on health care cost can cause financial burden on the

patients especially in poor households.
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One predictor variable, duration of hypertension
was shown relationship with treatment adherence
in this study. Patients living with hypertension for
longer duration (more than 1 year) were less likely
to adhere to medication, as in detailed, patients who
knew the diagnosis of hypertension with 1 — 3 year
were 4 times less likely adhere to anti-hypertensive
medication and for more than 3 year duration were
found as 2.629 times poorly adhere to anti-hypertensive
medication than those with less than 1 year duration.
As long as duration of hypertension, the length and
routine nature of treatment cause boredom to patients
and desire to withdraw leading to poor adherence
to treatment”. This is correspond with other studies
showing that the medication adherence drop sharply
after initiating medications in patients with chronic
diseases™. This can also be due to higher health care
expenditure in long-term anti-hypertensive therapy
and leading to disruption of treatment adherence”’.

As shown in our study, the perceived susceptibility,
perceived severity and perceived benefits did not show
any relationship, inconsistent with other studies'”****.
The patients having negative perception towards
anti-hypertensive medication were 2.5 times less likely
to adhere to anti-hypertensive medication compared
to those with positive perception towards to barriers.
Concerning perception on hypertension, a negative
perception towards efficiency of medication appears
to be the barrier for adherence of anti-hypertensive
treatment which can be observed in one of Spanish
studies”. As shown in this study, a number of studies
emphasizing on perception revealed that modification
of patient’s perception on hypertension may lead to
higher adherence® **. According to the Health Belief
Model, the likelihood of adoption of health behavior

is largely regulated by the perceived barriers to treat-
ment which has been proved as the most powerful of

the HBM dimensions by various studies".

Limitations and strengths

The potential limitations of this study should be
considered when interpreting the results. Firstly, due
to hospital-based cross-sectional study, there would
be different between hypertensive patients who did
not come to hospital during the time of study and
those participated in our study. It may be related to
selection bias. Furthermore, the findings would not
be applicable to the general population due to the
hospital based study design. In addition, this study
focused mainly on the patient’s related factors on
adherence, so that further study considering informa-
tion on role of health professionals, like physicians
and nurses and health system in community setting
is guaranteed.

Conversely, some strengths can be perceived from
this study. Medication adherence was measured using
reliable and validity tool (MMAS-8), which is a good
estimator of medication taking behaviors. Furthermore,
due to limited study in Myanmar regarding adherence
of anti-hypertensive treatment, this study can contribute
to more understanding about the prevalence of
adherence of anti-hypertensive treatment and its
predicting factors in this population. Lastly, these
findings could be helpful in designing the interventions
to improve adherence to anti-hypertensive medication

in hospital settings.

Conclusion
The study suggests that age, gender, household

income, duration of hypertension and perceived
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barriers are pivotal in determining the adherence to
anti-hypertensive medication in tertiary care hospitals
in Myanmar. Ensuring adherence to anti-hypertensive
treatment to avert complications of hypertension
remains a key challenge to public health in many
developing countries. Although all findings are not
new with respect to previous literature, these findings
can serve to confirm what has been found in Myanmar
context especially in tertiary hospital settings.
Based on this findings, providing free medical
care services and implementation of health insurance
system which will be comprehensive health service
package especially for poor patients can minimize
the financial barriers towards treatment adherence.
Provision of health education on how to take medication
properly and how to deal with adverse effects
of medications and explaining the importance of
long-term medication adherence can improve the
patient’s adherence and subsequently treatment
effectiveness. In addition, the strategies to overcome
the barriers of treatment adherence should be estab-
lished by focusing not only on patient’s individual
factors but also on physician’s and health system
support. Future research as community based study
with large sample size to explore more information
regarding not only on patient’s but also provider’s
and health system’s related factors towards adherence
of anti-hypertensive treatment should be conducted.
In conclusion, due to the importance of medication
adherence to achieve the full benefits of treatment,
to provide a better quality of life in patients and to
prevent adverse reactions attributable to the result
of non-adherence is evident, adherence, special
support and efforts should be given among hyperten-

sive patients in Myanmar.
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