
EDITORIAL

Find and Plug the Leak: Improving Adherence
to Anti-Hypertensive Medicines
Editorial to: “Assessing Adherence to Antihypertensive Therapy in Primary Health Care in
Namibia: Findings and Implications” by M.M. Nashilongo et al.

Benson Njuguna1 & Rajesh Vedanthan2

Published online: 30 September 2017
# Springer Science+Business Media, LLC 2017

Elevated blood pressure is the leading preventable cause of
cardiovascular disease (CVD) death and disability globally [1,
2]. Adherence to anti-hypertensive medicines is the corner-
stone to blood pressure control and subsequent reductions in
CVD related death and disability [3]. However, adherence to
anti-hypertensive medicines remains suboptimal globally and
in sub-Saharan Africa (SSA). A recent systematic review es-
timated rates of non-adherence to be 45% globally, rising to
63% among African and Asian populations [4]. Furthermore,
non-adherence was noted in 84% of patients with uncontrolled
hypertension. Hypertension prevalence is highest in Africa
(46%) compared to other regions and is expected to increase
by more than 65% by 2025 [5, 6]. Consequently, there is an
urgent need to implement strategies to monitor and improve
adherence to anti-hypertensive medicines in SSA.

Chronic care delivery for hypertension and other non-
communicable diseases (NCDs) remains elusive to a majority
of SSA countries where health systems have being designed
primarily to address acute infective diseases, maternal and
child health, and the HIV epidemic [7]. Where hypertension
care is available, socio-economic barriers associated with re-
ceiving chronic care limit access and utilisation by patients,
with a significant impact on decreasing adherence to medi-
cines [8]. In recognition of this key barrier, some SSA

countries have built universal healthcare delivery platforms
that provide free or subsidised hypertension care and medi-
cines to their population. However, even in these areas, adher-
ence remains sub-optimal.

In Namibia, where universal care for hypertension is pro-
vided through public health care (PHC) facilities, Nashilongo
et al. assessed the levels and predictors of adherence to anti-
hypertensive medication, and validated a modified version of
the Hill-Bone scale for compliance [9]. Their study recruited
120 patients regularly receiving medication refills for hyper-
tensive drugs in four semi-urban PHC facilities in Windhoek.
The primary outcome measure was the proportion of patients
with ≥80% adherence on the Hill-Bone compliance scale, pre-
defined as acceptable adherence.

The modified Hill-Bone Scale for compliance had reason-
able internal consistency and construct validity for assessing
adherence in this population. Mean adherence level was 77%
which was lower than the pre-specified ≥80% level designat-
ing good adherence. 58% of patients had adherence levels
≤80%. Independent predictors of good adherence after multi-
variable logistical regression were having a treatment support
buddy, never having missed a clinic appointment, and always
attending follow-up visits. Although age and distance to the
PHC facility were associated with good adherence on bivar-
iate analysis, these associations were not sustained in the mul-
tivariable model. Finally, no association was found between
sex, employment status, education level, presence of a co-
morbidity, and knowledge on hypertension medicines or com-
plications with adherence.

Several limitations of this work are important to note. The
small sample size may have underpowered some associations.
Indeed, it is surprising that knowledge of hypertensive medi-
cines and the complications of hypertension had no effect on
adherence considering results of prior SSA studies. A study
assessing adherence to anti-hypertensive therapy among 395
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patients in the Democratic Republic of Congo found that poor
knowledge of complications and a lack of education to hyper-
tensive patients was significantly associated with non-
adherence [10], while in Ethiopia and Algeria, a positive as-
sociation has been reported between knowledge about hyper-
tension, its treatment and complications, and good adherence
[11, 12]. Furthermore, In Lesotho and Zimbabwe, inadequate
knowledge of hypertension was significantly associated with
uncontrolled hypertension [13, 14]. Consequently, health ed-
ucation comprises a critical recommendation to improving
adherence to medicines in a broad range of diseases, and as
such its importance should not be undercut by the findings of
this study [15].

Second, this study enrolled only patients who had complet-
ed at least one 6-month cycle of medication refill at the PHC
facilities included in this study. Nearly one-quarter of patients
were excluded as they did not meet this eligibility criterion.
Exclusion of these patients may have introduced a selection
bias whereby eligible patients were inherently more likely to
be adherent based on their baseline regular prescription refill
status. Furthermore, it raises the concern that this excluded
population represents a substantial number of patients with
hypertension for whom clinic (non-)attendance and medica-
tion adherence status remain problematic and under-studied.

Third, it is unclear how generalizable the findings of this
study are to populations where hypertension care and medi-
cines are not free since cost of medicines remains a key barrier
to adherence where patients are expected to pay for them, as is
the case in a majority of SSA settings [16, 17]. High cost of
anti-hypertensive medicines was associated with poor adher-
ence in studies from Tanzania and Uganda [18, 19].

Despite these limitations, Nashilongo et al. provide impor-
tant information on rates and predictors of adherence to hy-
pertension medicines in this semi-urban population. 75% of
the studied patients reported having missed at least one clinic
appointment, a significant predictor of poor adherence. It is
interesting to note that these patients often had reasonable
reasons such as work duties, illness, unavailability of trans-
port, and forgetting the appointment. In addition, the presence
of a Btreatment buddy^ was highly predictive of good adher-
ence. This highlights the twin importance of reducing logisti-
cal barriers and enhancing social support for patients. In
Kenya, community-based group medical visits have led to
sustained linkage and retention to hypertension care by deliv-
ering care to small patient groups at dates and places that are
convenient to them [20]. This successful pilot work is now
being followed up by a cluster randomised trial, in which
social networks are being formally analysed [21].

HIV was a co-morbidity in 26% of the study population,
highlighting a potential platform to address this dual burden of
disease. Indeed, leveraging the existing HIV care infrastruc-
ture to address the emerging NCD burden can have several
potential benefits [22]. For instance, medication adherence

groups for HIVand NCDs have been used in semi-urban areas
to improve adherence to HIV and hypertension medicines
among this population [23]. Furthermore, lessons gained from
improving adherence to HIVmedicines, particularly the use of
peers to offer behavioural support and aggressive tracing of
patients who are lost to follow up, also need to be leveraged
for the management of NCDs such as hypertension [24].

Adherence represents the final step of the NCD medicine
supply chain. Non-adherence undercuts the benefits obtained
from improving access to medicines [25]. It is critical that
monitoring and improving adherence become core compo-
nents of chronic disease management in low-resource settings
worldwide, in order to ensure that the health benefits from
investments made to improve access are fully reaped by indi-
viduals and populations.
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