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INTRODUCTION
Hypertension is a non-communicable disease with the potential to cause heart and kidney 
diseases, stroke, retinopathy, and peripheral vascular disease.[1] It is reported to be the fourth 
contributor to premature death in developed countries and the seventh in developing coun-
tries. Hypertension has been reported as a major challenge in Africa, second only to acquired 
immune deficiency syndrome.[2]

Globally, the prevalence of hypertension has been increasing, with nearly 1 billion individuals 
affected, and two-thirds of these live in developing countries.[3] It is reported that one in three 
adults worldwide has hypertension, with most of them in low- and middle-income countries, 
to which Nigeria belongs.[1,4] In Nigeria, the prevalence of hypertension is on the increase, 
with rising trends of sudden cardiac deaths.[5]

Objectives: The study aimed to determine the influence of illness perception and medication beliefs on hy-
pertension medication adherence.

Methods: The study was a hospital-based, and cross-sectional study that lasted for 3 months, from March to 
May 2016. Those included in the study were hypertensive patients aged 18–65 years who had been on hyper-
tensive medications for at least 6 months. Data were obtained using a semi-structured interviewer-adminis-
tered questionnaire consisting of sociodemographic characteristics, the brief illness perception questionnaire 
(BIPQ), beliefs about medication (BMQ), and Morisky Medication Adherence Scale.

Results: Out of 400 respondents, 115 (28.8%) had good adherence to antihypertensive medications, and 91 
(22.8%) had controlled blood pressure. The median score of timeline of the BIPQ dimension was 6.0 (0.0–10.0) 
in the adherent group and 4.0 (0.0–10.0) in the non-adherent group (p=0.001). However, consequence, per-
sonal control, treatment control, identity, concern, coherence, and emotional representation were lower in 
the adherent group than non-adherent group (p=0.001, p=0.001, p=0.001, p=0.001, p=0.001, p=0.001, and 
p=0.001, respectively). The median score of the necessity of the BMQ dimension was 18.0 (11.0–22.0) in the ad-
herent group and 13.0 (5.0–22.0) in the non-adherent group (p=0.001). On the other hand, concern, harm, and 
overuse were lower in the adherent group than in the non-adherent group (p=0.001, p=0.001, and p=0.001, 
respectively).

Conclusion: This study showed that having good illness perception and medication beliefs was linked to ad-
herence to treatment in hypertension patients.
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The burden of hypertension in Sub-Saharan Africa has been 
heavy due to the double impact of both infectious and non-
communicable diseases, which are highly prevalent in this 
region.[1] There is an enormous financial burden associated 
with hypertension since the disease is a lifetime condition 
that requires management over long periods. Most of the 
costs of hypertension management and its resultant compli-
cations are borne by the individuals through out-of-pocket 
payments.[6] This economic burden puts a strain on individu-
al resources and a country’s health-care system, especially in 
resource-limited settings like Nigeria. The cost of drugs is an 
important discriminating factor in making choices about the 
initiation and maintenance of therapy.

Adherence to medication forms a vital part of managing a 
chronic disease such as hypertension. The World Health Or-
ganization defines adherence to long-term therapy as “the 
extent to which a person’s behavior, that is, taking medi-
cation, corresponds with agreed recommendations from a 
health-care provider.”[7] Non-adherence can be intentional 
and often due to several factors, such as a person’s percep-
tion of their illness and medication beliefs. On the other 
hand, the non-intentional type of non-adherence is associ-
ated with forgetfulness or poor understanding of counsel 
from the care provider.

Illness perceptions are the organized cognitive representa-
tions that patients have about their illness and are important 
determinants of patients’ health-seeking behavior.[8,9] Harmful 
medication beliefs, which result in intentional non-adherence 
to medications, will adversely affect the health outcome of hy-
pertensive patients.[10] Beliefs, when addressed appropriately, 
create a meaningful and clinically accessible way to improve 
health-related quality of life in hypertensive patients.

Good medication adherence can be achieved by under-
standing a patient’s illness perceptions and medication 
beliefs.[6] This process identifies misperceptions and ad-
verse beliefs that can affect medication adherence and 
help researchers and health-care providers form strategies 
to tackle them. At the primary care level, hypertension in 
patients will be controlled, leading to decreased morbidity 
and mortality.[8] This outcome will improve the quality of 
life of the patient and reduce the socioeconomic burden 
on families, communities, and nations. Studies on medica-
tion adherence have been done in the South-South of Ni-
geria, but to the best of our knowledge, there is a dearth of 
the report on the role of illness perception and medication 
beliefs in medication adherence among persons with hy-
pertension. The purpose of this study is to assess the role 
of illness perception and medication beliefs in medication 
adherence among persons with hypertension.

METHOD
The study was a hospital-based, and cross-sectional study, 
conducted at the University of Port Harcourt Teaching Hos-
pital, Rivers State, Nigeria and lasted for 3 months from 
March to May 2016. The study population were hyperten-
sive patients receiving care at the hospital. Those included 
in the study were hypertensive patients aged 18–65 years 
who had been on hypertensive medications for at least 
6 months. Those excluded were very ill hypertensive pa-
tients, that is, people who needed urgent or emergent 
medical care.

Based on the data obtained from a previous study on medi-
cation adherence, a sample size of 400 was calculated with 
a confidence interval of 95% and relative precision of 5%.[11] 
A systematic sampling technique, a type of probability 
sampling method, was used in the recruitment of the re-
spondents. The first hypertensive patient recruited into the 
study was selected by simple random sampling through 
ballot method from among the first five known hyperten-
sive patients. Subsequently, every fifth known hyperten-
sive patient who presented to the clinic and consented to 
the study was recruited within the planned period of the 
study.

Data were obtained using a semi-structured interviewer-
administered questionnaire consisting of sociodemo-
graphic characteristics, the validated brief illness percep-
tion questionnaire (BIPQ), beliefs about medication (BMQ), 
and Morisky medication adherence scale (MMAS-4).

The MMAS-4 measures both intentional and unintentional 
adherence based on forgetfulness, carelessness, stopping 
the medication when feeling better, and stopping when 
feeling worse.[8] One (1) point was assigned for a “no” an-
swer while zero (0) point was assigned for a “yes” answer, 
with higher scores indicating high medication-taking ad-
herence behaviors. According to MMAS-4 scores, MMAS4 
≥3 was accepted as adherence and MMAS score <3 non-
adherence.

BIPQ has eight dimensions through which a patient’s cogni-
tive and emotional ideas about their disease are measured.
[9] It included consequences, timeline (acute-chronic), per-
sonal control, treatment control, identity (symptoms), con-
cern about the illness, coherence of the illness, and emo-
tional representation. The brief BIPQ, therefore, consists of 
eight questions measuring along these dimensions, and 
the answers are rated on a Likert scale from 0 to 10 to as-
sess each dimension, where higher scores indicate stron-
ger perceptions along that dimension.
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The BMQ is in two parts, namely, specific and general.[10] 
The BMQ-specific is further divided into specific as neces-
sity and concern themes. Each theme has questions with 
scores ranging from 5 to 25, where higher scores denote 
higher beliefs. The BMQ-general is also divided into the 
general as harm and the overuse themes. Each theme has 
questions with scores ranging from 4 to 20, and a high 
score signifies a patient’s view that medications are harm-
ful and overused.

The data were analyzed using SPSS version 22 for windows 
(SPSS, Chicago, IL, USA). The descriptive data were ex-
pressed as frequency, percentage, and median with mini-
mum and maximum values. The Kolmogorov–Smirnov test 
was used to test the normality of the data set. The Mann–
Whitney U-test was used to compare the difference be-
tween the adherent and non-adherent groups. A p-value 
<0.05 was considered significant for all statistical analyses.

RESULTS
A total of 400 respondents participated in this study. The 
study had a female population of 282 (70.5%), and those 
married were 261 (65.3%). Those with tertiary and second-
ary levels of education were 142 (35.4%) and 141 (35.3%), 
respectively. Regarding religion and social class, 385 (96.3%) 
were Christians, 134 (33.5%) were in social class II (interme-
diate grade public servants), 125 (31.3%) were in class IV 
(unskilled), and 12 (3.0%) in class I (senior grade public ser-
vant). Concerning income, 261 (65.2%) of the respondents 
had a monthly income of 50,000 Naira and below, while 
110 (27.5%) earned from 51,000 to 100,000 Naira. Only 29 
(7.3%) respondents earned more than 100,000 Naira.

Of the respondents, 115 (28.8%) of the respondents had 
good adherence to antihypertensive medications. In this 
study, 91 (22.8%) of the patients had blood pressure under 
control. The distribution of adherence status among the re-
spondents is shown in Figure 1.

The median scores of consequence, personal control, treat-
ment control, coherence, and emotional representation of 
the BIPQ dimension were lower in the adherent group than 
non-adherent group (p=0.001, p=0.001, p=0.001, p=0.001 
and p=0.001, respectively). BIPQ dimensions according to 
adherent and non-adherent to medication are summarized 
in Table 1.

The median scores of concern, harm, and overuse of the 
BMQ dimension were lower in the adherent group than 
non-adherent group (p=0.001, p=0.001 and p=0.001, re-
spectively). BMQ dimensions according to adherent and 
non-adherent to medication are summarized in Table 2.

DISCUSSION
In this study, there was a difference in the median scores 
of all dimensions of illness perception between those who 
were adherent. This result shows the importance of consid-
ering these parameters in the evaluation of patients with 
hypertension. It was supported by a previous study done 
in Northern Taiwan among hypertensive patients, which 
showed that those with a good perception of hypertension 
had better medication adherence.[12]

In this study, those who were adherent were noted to 
perceive their illness as not having serious consequences. 
Patients who feel unburdened with their illness are more 
likely to use their medications with ease and decrease the 
likelihood of undue consequences from the illness leading 
to good medication adherence. The finding in this study 
was similar to that observed by Žugelj et al., who found no 
relationship between illness consequences and medication 
adherence.[13] This may have been due to the study popula-
tion, which consisted mostly of adolescents. Younger per-
sons may not view illness consequences as older adults 
with hypertension.

The perceived duration of hypertension may have an im-
pact on medication adherence, as in this study, where 
those who were adherent had a higher median score in 
comparison to those who were non-adherent. This agrees 
with a similar study carried out among 114 hypertensive 
patients attending a general outpatient clinic in a Nigerian 
tertiary hospital.[14] A patient who viewed their condition as 
long-term rated their medication for hypertension as nec-
essary, thus buttressing the relationship between illness 
timeline and medication adherence.

Surprisingly, the controllability (personal and treatment 
control) illness perception dimension was worse among 
the adherent group in this study. This contrasted with 
the findings in other studies, but agreed with a study by Figure 1. Distribution of adherence status among the respondents.

Pe
rc

en
ta

ge
 (%

)

28.8% (n=115)

Adherence of Medication

71.2% (n=285)

Non-adherentAdherent



34 Ozumba et al., Role of Illness Perception and Medication Beliefs in Medication Adherence / doi: 10.5505/anatoljfm.2021.02486

Žugelj et al. which found that those who were adherent to 
their medications were those who had lower scores in the 
personal control dimension.[9,13,15] Controllability denotes 
an individual’s perceived efficacy in controlling their ill-
ness and the benefits of treatment. This requires self-will 
and self-efficacy. Those adherents in this study may have 
had poor controllability, because they were not self-willed 
but were more agreeable and able to cooperate with their 
health-care providers, whereas those who were overconfi-
dent were less agreeable and more unlikely to cooperate 
with their healthcare providers. However, it seems adher-
ence to therapeutic regimens may be enhanced by improv-
ing a sense of controllability.[16]

In the identity subscale of illness perception, lower median 
scores were noted in the adherent group compared to the 
non-adherent group. This implied that those who felt fewer 
symptoms were more likely and happy to use their medica-
tions. Patients who experience more symptoms associated 

with their illness (hypertension) may feel too ill to use their 
medications and have a weaker sense of control over their 
illness resulting in poor medication adherence. This is in 
agreement with a previous study carried out in Hong Kong 
among adult hypertensives.[17]

Regarding the concern dimension in this study, lower me-
dian scores were noticed among the adherent group in 
comparison with the non-adherent group. This agreed with 
the findings from a meta-analysis and also an independent 
study carried out in New York City.[10,18] Patients who have 
concerns about potential adverse effects of medication 
are likely to be non-adherent. This may be due to previous 
experiences or possible wrong information from informal 
sources.

Coherence is a measure of patients’ understanding of their 
health condition and was surprisingly noticed to be sig-
nificantly higher among those who were non-adherent to 
their anti-hypertensive medication, unlike a previous study.

Table 1. BIPQ dimensions according to adherent and non-adherent to medication

		  Adherent (n=115)	 Non-adherent (n=285)	 p

BIPQ dimension

	 Consequence	 4.0 (0.0–9.0)	 7.0 (1.0–53.0)	 0.001

	 Timeline	 6.0 (0.0–10.0)	 4.0 (0.0–10.0)	 0.001

	 Personal control	 2.0 (0.0–8.0)	 5.0 (1.0–10.0)	 0.001

	 Treatment control	 2.0 (0.0–9.0)	 6.0 (1.0–10.0)	 0.001

	 Identity	 5.0 (1.0–10.0)	 7.0 (2.0–10.0)	 0.001

	 Concern	 5.0 (0.0–10.0)	 7.0 (3.0–10.0)	 0.001

	 Coherence	 3.0 (0.0–8.0)	 6.0 (1.0–66.0)	 0.001

	 Emotional representation	 4.0 (0.0–9.0)	 7.0 (2.0–46.0)	 0.001

BIPQ: Brief illness perception questionnaire.

Data are presented as median (min-max). 

Mann-Whitney U test.

Table 2. BMQ dimensions according to adherent and non-adherent to medication

		  Adherent (n=115)	 Non-adherent (n=285)	 p

BMQ dimension

	 Necessity	 18.0 (11.0–22.0)	 13.0 (5.0–22.0)	 0.001

	 Concern	 14.0 (6.0–19.0)	 18.0 (9.0–24.0)	 0.001

	 Necessity-concern differential	 4.0 (8.0–12.0)	 5.0 (13.0–9.0)	 0.001

	 Harm	 9.0 (4.0–17.0)	 15.0 (6.0–19.0)	 0.001

	 Overuse	 10.0 (5.0–19.0)	 13.0 (3.0–20.0)	 0.001

BMQ: Beliefs about medication.

Data are presented as median (min-max). 

Mann-Whitney U test.
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[19] This may imply the possible use of alternative therapies. 
Besides, the chronic nature of hypertension could make 
individuals get used to their illness, with the potential to 
neglect their medications.

Emotional response to a health threat can have a negative 
or positive relationship with medication adherence. This 
study revealed lower median scores for the emotional sub-
scale among those that are adherent, denoting that they 
were more able to handle their emotions without allowing 
them to hinder their medication-taking behavior. These 
responses include worry, depression, anger, anxiety, and 
fear related to the illness, which may contribute toward a 
tendency to non-adherence. Other researchers have also 
corroborated this result.[13,19] In this study, the median of 
adherence and non-adherence was statistically significant 
for all factors of the BIPQ dimension.

A stronger belief in the necessity of medications was been 
shown to be associated with positive medication adherence 
in this study, as noted in other studies.[18,20] This reflects their 
need to stay healthy and the survival instincts inherent in 
every human being.[20] This finding, however, differed from 
a study in the Netherlands.[21] Diverse cultural values, which 
can impact the way in which individuals interact with the 
health-care system, may explain this difference.

The median scores of the concern, harm, and overuse be-
lief subscales in this study were found to be higher among 
the non-adherent group. This agreed with the findings in 
other studies.[18,20,22] This may be attributed to previous un-
pleasant experiences with medications, distrustful attitude 
toward their drugs, different sociocultural practices, or due 
to the use of alternative medicines. The difference between 
the median of adherence and non-adherence was signifi-
cant for all factors of the BMQ dimension.

This study has many limitations. The hospital-based nature 
of the study restricts the sample to patients presenting for 
treatment in the hospital, thus limiting the generalizabil-
ity of this study. Furthermore, the cross-sectional design 
of this study limits any causal inference from anticipated 
associations as a time sequence relationship cannot be de-
termined.

CONCLUSION
In this study, a good perception of illness relates to medica-
tion adherence in a positive way. Furthermore, this study has 
brought to the limelight the import of medication beliefs in 
relation to antihypertensive medication adherence. There-
fore, to offer wholesome care to patients living with hyper-
tension, consideration should be given to these aspects.
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