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Cardiovascular disease remains the leading cause of mortal-
ity in the developed world. Despite evidence that blood

pressure control may reduce premature cardiovascular mortality
(1,2) and despite the availability of effective treatment for
high blood pressure, a large proportion of identified hyperten-
sive individuals do not have his or her blood pressure 

controlled (ie, diastolic blood pressure is greater than 90 mmHg
or systolic blood pressure is greater than 140 mmgHg) (3-5).

Poor adherence to the recommended drug regimen consti-
tutes a major barrier to adequate control of high blood pressure
(3). Three different aspects can be differentiated within the
broader concept of adherence (6). The first aspect is acceptance,
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BACKGROUND: Persistence and compliance are different aspects
of the broader concept of adherence to drug treatment. In a prior
study, determinants of nonpersistence in a group of patients newly pre-
scribed antihypertensive medications were examined.
OBJECTIVE: To determine noncompliance among those who were
persistent with therapy.
METHODS: A prospective cohort study was conducted, in which
individuals prescribed a new antihypertensive monotherapy were
identified through a network of 173 pharmacies. Participants were
interviewed by telephone twice during a three-month period. At the
end of this period, individuals who reported still taking the medica-
tion initially prescribed were included in the analysis. Self-reported
noncompliance was measured at three months. Data were analyzed
using a multivariate logistic regression model.
RESULTS: Of 509 eligible participants, 118 (23.2%) reported non-
compliance with their drug treatment. Noncompliance was signifi-
cantly associated with the use of angiotensin-converting enzyme
inhibitors (adjusted OR [AOR] 3.0; 95% CI 1.17 to 7.92) compared
with the angiotensin II receptor blocker losartan, and with the belief
that hypertension is not a risk factor for cardiovascular diseases (AOR 2.0;
95% CI 1.21 to 3.33). On the other hand, noncompliance was
inversely associated with the use of more than four pills of medication
per day (AOR 0.3; 95% CI 0.15 to 0.64).
CONCLUSIONS: Compliance with drug treatment could be
improved by proper selection of medication, and by attempts to cor-
rect the false perceptions patients may have about hypertension.
Further research is needed to better understand the clinical signifi-
cance of a higher number of pills as a predictor of good compliance.
Further research is also needed using different means of measuring
noncompliance.
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Les prédicteurs d’inobservation d’un
traitement antihypertensif déclarée par le
patient : Une étude prospective de cohortes

HISTORIQUE : La persistance et l’observation sont deux aspects
différents du concept plus vaste de l’observance du traitement
médicamenteux. Au cours d’une étude précédente, les déterminants de
non-persistance au sein d’un groupe de patients à qui on venait de prescrire
des antihypertensifs ont été examinés.
OBJECTIF : Déterminer l’inobservation chez les personnes qui
persistaient dans leur traitement.
MÉTHODOLOGIE : Une étude prospective de cohortes au cours de
laquelle les personnes à qui on avait prescrit une nouvelle monothérapie
aux antihypertensifs a été repérée dans un réseau de 173 pharmacies. Les
participants ont participé à une entrevue téléphonique trois fois pendant
une période de trois mois. À la fin de cette période, ceux qui déclaraient
toujours prendre le médicament prescrit à l’origine étaient inclus dans
l’analyse. L’inobservation déclarée par le patient était mesurée au bout du
troisième mois. Les données ont été analysées au moyen d’un modèle de
régression logistique multivarié.
RÉSULTATS : Des 509 patients admissibles, 118 (23,2 %) ont déclaré
une inobservation à leur traitement médicamenteux. L’inobservation était
associée de manière significative au recours à des inhibiteurs de l’enzyme
de conversion de l’angiotensine (RR rajusté [RRR] 3,0; 95 % IC 1,17 à
7,92) par rapport à l’antagoniste des récepteurs de l’angiotensine II
losartan et à la conviction que l’hypertension ne s’associait pas à un facteur
de risque de maladie cardiovasculaire (RRR 2,0; 95 % IC 1,21 à 3,33). Par
contre, l’inobservation était inversement proportionnelle à l’utilisation de
plus de quatre comprimés de médicaments par jour (RRR 0,3; 95 % IC
0,15 à 0,64).
CONCLUSIONS : L’observation du traitement médicamenteux pouvait
être amélioré par le bon choix du médicament et par des tentatives de
corriger les fausses perceptions éventuelles des patients au sujet de
l’hypertension. D’autres recherches s’imposent pour mieux comprendre la
signification clinique d’un grand nombre de comprimés comme prédicteur
de bonne observation du traitement. D’autres recherches s’imposent
également au moyen d’autres modes de mesure d’inobservation.
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defined as the initial decision of the patient to agree to the
treatment, fill the first prescription and obtain the first refill.
The second aspect, persistence, describes the continued renewal
of the prescription thereafter, in accordance with the treat-
ment duration as agreed by provider and patient. The third
aspect, compliance, refers to patients taking the treatment in
accordance with other facets of the prescription, such as taking
the prescribed dosage and at the prescribed time.

Various factors have been associated with nonadherence to
antihypertensive treatment. These factors have varied from
study to study. They generally include the choice of medica-
tion (7-15), some demographics (8,14,16,17) and health serv-
ices factors (8,9). However, most studies focusing on this issue
have looked at determinants of persistence (not compliance)
(7,9,11,14,17) and most were secondary analyses of adminis-
trative databases (7-15,17). In these databases, important
patient information, such as occupation, income, perception of
health, and beliefs about the disease and its treatment, is sel-
dom available. Consequently, causal associations studied are
limited to the examination of an incomplete set of variables. 

We conducted a prospective cohort study of individuals
prescribed new courses of antihypertensive monotherapies,
including individuals who had never been treated for high
blood pressure and those switching from a prior treatment. In a
previous analysis of the present cohort, we found discontinua-
tion of initial medication use to be positively associated with
the perception of side effects with initial medication, and
inversely associated with insurance coverage for medication
(18).

Because individuals who consume medication sporadically
or at a reduced dose may do so for different reasons than those
who discontinue their treatment (19), in the current study we
evaluated the determinants of self-reported noncompliance
among cohort members who had not discontinued their med-
ication after three months of treatment. We examined the
effect of an array of potential predisposing, enabling and rein-
forcing factors that may have affected their compliance with
treatment. 

METHODS
Study population
The initial cohort comprised individuals 18 years of age and older
on newly prescribed antihypertensive monotherapies. From
February 1996 to October 1997, hypertensive individuals who had
acquired a first prescription of an angiotensin-converting enzyme
inhibitor, a calcium channel blocker or an angiotensin II receptor
blocker (at the time of the present study, losartan was the only
angiotensin II receptor blocker available in Canada) were recruited
through a network of 173 pharmacies across Canada. Pregnant
women, individuals taking other antihypertensive medications at
the same time, and those taking medications for chronic heart fail-
ure (eg, digoxin or furosemide) or angina (eg, nitrates) were
excluded. To minimize selection bias, individuals who had been
given samples of the study medications by their physician were
also excluded because if they had experienced early side effects
from the drugs, they might not have filled their prescriptions at
the pharmacy. A total of 692 individuals were included in the ini-
tial cohort (11% from the Atlantic provinces, 57% from Quebec,
23% from Ontario, and 8% from the prairies or British Columbia). 

Within an average of five days after their inclusion in the study
and again at three months after study entry, a research assistant
administered a structured telephone questionnaire to participants.

At the three-month interview, participants were asked an open-
ended question about their use of antihypertensive medications.
Only cohort members who were still taking their entry medication
at three months were included in the present study.

The present study was approved by Laval University’s Ethics in
Research Committee (Québec).

Data collection and variables
At the initial interview, information on potential predisposing,
enabling and reinforcing factors was obtained (20). The predis-
posing factors were as follows: education level, occupation, family
income, duration of hypertension, reasons for initiating the new
treatment, history of hypertension drug use, number of symptoms
due to health problems perceived the week before entering the
study, comorbidities, perception of health, beliefs about hyperten-
sion and its treatment, and, finally, the perception of risk associated
with the disease and the perception of the advantages in treating
it. Participants were also questioned about the following enabling
factors: specialty of the prescriber, use of a pill organizer, drug
insurance coverage and social support. Lastly, information about
two reinforcing factors was elicited from participants: satisfaction
with information provided by physicians and pharmacists. 

At the three-month interview, apart from asking participants
about their use of antihypertensive medications, they were also
asked about two enabling (barrier) factors: their perceived side
effects from the study medications and the number of pills (tablets
or capsules) they were taking daily. 

To measure compliance with treatment, a structured four-item
questionnaire available both in English (21) and French (22) was
used. This questionnaire was made up of the following four ques-
tions: Do you ever forget to take your medicine?; Are you careless
at times about taking your medicine?; When you feel better do you
sometimes stop taking your medicine?; and, Sometimes if you feel
worse when you take the medicine, do you stop taking it?
Participants who answered yes to any of these four questions were
deemed to be noncompliant.

Five independent variables were assessed using more than one
question. Items pertaining to each of the following concepts were
grouped together: beliefs about the efficacy of antihypertensive
medication (two items), beliefs about hypertension as a risk fac-
tor for other diseases (five items), satisfaction with physician’s
care (three items) and satisfaction with pharmacist’s care (two
items). Moreover, social support using the three-item scale devel-
oped by Pearlin et al (23) was evaluated. Each resulting index was
assessed for internal consistency using Cronbach’s alpha.
Principal component analyses were also carried out to confirm
whether index scores were measuring only one factor. All index
scores had alpha coefficients of 0.64 or higher, and all measured a
single factor.

Statistical analysis
A descriptive analysis was carried out to determine the prevalence
of noncompliance at three months according to the various study
factors. The crude ORs and their 95% CIs were calculated to
measure the association between each study variable and noncom-
pliance. A multivariate logistic regression model was built apply-
ing a stepwise procedure to enter variables in the model (24). The
model kept only variables that were statistically significant at the
a priori level of 0.10. Multicolinearity was measured using the pro-
cedure described by Belsley et al (25). When there was colinear-
ity between two variables, the variable showing the stronger
association with noncompliance to drug treatment was kept in the
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model. The analyses were conducted using SAS (version 6.12,
SAS Inc, USA) (24).

RESULTS
Of 692 participants enrolled in the initial cohort, 665
(96.1%) were interviewed at three months. Of these, 509
(76.5%) reported still being on the initial medication and
thus formed the study population. The characteristics of this
population and the related prevalence of noncompliance are
presented in Table 1. Participants had a mean age (± SD) of
58.6±12.7 years, and were predominantly women. More than
one-half of the participants had never been pharmacologically
treated for high blood pressure. Among those who had taken
an antihypertensive medication in the past, 28% received the
study medication because they had experienced side effects
with their prior treatment. A majority of individuals (56%)
received an angiotensin-converting enzyme inhibitor as the
study medication, 32% a calcium channel blocker and 12%
the angiotensin II receptor blocker. 

A total of 118 participants (23.2%) reported not complying
with their antihypertensive treatment. Of these, 105 (89.0%)
reported that they had sometimes forgotten to take their med-
icine, 12 (10.2%) reported that they were careless at times in
taking their medication, 17 (14.4%) reported that they had
sometimes stopped taking their medication if they felt better
and 11 (9.3%) reported that they had, on some occasions,
stopped taking their medication if they felt worse.

Results from the multivariate, logistic regression model
(Table 2) suggest that, compared with results from angiotensin
II receptor blocker users, the odds of reporting noncompliance
with their drug treatment were 2.33 times higher (95% CI 0.87
to 6.19) among individuals using calcium channel blockers
and 3.04 times higher (95% CI 1.17 to 7.92) for those on an
angiotensin-converting enzyme inhibitor. Participants who
believed hypertension was not a risk factor for other diseases
were also 2.00 times more likely to be noncompliant (95% CI
1.21 to 3.33) than those who believed it had a lot of effect. On
the other hand, taking more than four pills of any medication
daily was associated with better compliance with treatment
(OR 0.30, 95% CI 0.15 to 0.64).

DISCUSSION
In our previous analysis of the present cohort (18), 24% of
individuals discontinued their initial antihypertensive medica-
tion during the first three months. Our current analysis sug-
gests that among those who persist, a similar proportion was
noncompliant. Prior studies have also shown noncompliance
with antihypertensive medication to be common. For example,
in a secondary analysis of New Jersey’s Medicaid program from
1982 to 1988, Monane et al (16) observed that, during a one-
year period, 23% of new users of an antihypertensive medica-
tion had obtained their medication for less than 80% of the
days. In another study performed using the Tennessee
Medicaid Program database, Bailey et al (8) observed that 33%
of medication refills were not obtained within 36 days of the
last prescription, although enrollees could only obtain a 30-day
supply of medication at one time. However, in the above-
mentioned studies, compliance was measured using prescrip-
tion refill patterns, which makes it difficult to differentiate
noncompliant individuals from those who were nonpersistent.

In the past, the choice of antihypertensive medication has
been reported to be associated with adherence to treatment. In

the same Medicaid population mentioned above, Monane et al
(9) found that people started on angiotensin-converting
enzyme inhibitors or on calcium channel blockers were more
likely to receive their medication for at least 80% of the days
in a year than those started on thiazides. Using the
Pennsylvania Medicaid Management Information system,
Rizzo and Simons (10) observed that angiotensin-converting
enzyme inhibitors, calcium channel blockers and beta-blockers
were associated with higher levels of compliance than diuret-
ics. Our findings are further evidence indicating that medica-
tion characteristics are associated with compliance with the
treatment. These suggests that the use of angiotensin II recep-
tor blockers may help patients to better comply with their
treatment. This better compliance may be explained by the
fact that patients on angiotensin II receptor blockers tend to
perceive fewer side effects than those on angiotensin-
converting enzyme inhibitors (26). For instance, in our ini-
tial cohort, dry cough was reported as a perceived side effect by
15% of patients initiated on angiotensin-converting enzyme
inhibitors, whereas it was reported by only 5% of those initiated
on the angiotensin II receptor blocker (26). On the other
hand, noncompliance was not associated with the use of calcium
channel blockers. This could, however, be explained by the
lack of statistical power, as illustrated by the wide 95% CI
around the adjusted OR.

In our study, participants who believed hypertension was
not a risk factor for other diseases were more at risk of being
noncompliant than the others. A similar result has also been
reported by other researchers (27). This result is consistent
with the Health Belief Model, which suggests that beliefs
about a disease and its treatment predispose individuals to
adhere to their drug treatment (28,29). 

We found that using more than four pills a day was associ-
ated with better compliance. This result was unexpected. In
the past, the complexity of a pharmacological treatment has
been shown to be associated with the patient’s failure to adhere
to it (30,31). In the treatment of hypertension, compliance
was improved when the dosage was simplified with the admin-
istration of a single daily dose (32-35). Studies have shown
that the use of pill organizers (36), reminder messages (37) or
both (34) had a positive effect on compliance with the med-
ication. It has also been shown that, when compared with the
use of one to three medications, using eight medications or
more is associated with low compliance (9). However, in a
recent study, Shalansky and Levy (38) observed that taking
fewer medications was associated with lower compliance with
chronic cardiovascular regimens, compliance being meas-
ured as the use of the drugs for at least 80% of the days over
a 14-month period.

One possible explanation for this unexpected finding lies in
the nature of the population we studied, namely, those who
had not discontinued their medication after three months of
treatment. Thus, the number of pills taken daily may consti-
tute more of a barrier at an early stage of treatment but may be
less important as people remain under treatment. Individuals
persisting after three months of a complex treatment may have
developed means to better manage their treatment, and they
may do so more effectively than those prescribed less complex
treatment. On the other hand, residual confounding factors
cannot be ruled out. For example, because participants were
asked to report the number of pills taken daily, they may not
have reported the frequency of non-oral forms of medications.

Predictors of noncompliance
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TABLE 1
Characteristics of participants (n=509) according to self-reported noncompliance

Reported
Categorical variables Participants (n) noncompliance (n) P Unadjusted OR 95% CI

Predisposing factors

Sex

Male 225 57 – 1.00 –

Female 284 61 0.307 0.81 0.53 to 1.22

Age, years

18 to 50 131 37 – 1.00 –

51 to 60 124 26 0.179 0.67 0.38 to 1.20

61 to 70 128 29 0.303 0.74 0.42 to 1.31

≥71 101 21 0.195 0.68 0.36 to 1.23

Undisclosed 25

Highest level of education completed

Beyond high school 195 40 – 1.00 –

High school 221 49 0.681 1.10 0.69 to 1.77

Elementary 93 29 0.049 1.76 1.00 to 3.07

Main occupation

Full-time work 176 46 – 1.00 –

Full-time housekeeping 88 21 0.689 0.89 0.49 to 1.61

Retired 177 35 0.156 0.70 0.42 to 1.15

Other 68 16 0.675 0.87 0.45 to 1.67

Annual family income

$40,000 or more 180 38 – 1.00 –

$20,000 to $39,999 139 38 0.197 1.41 0.84 to 2.36

$0 to $19,999 136 34 0.415 1.25 0.74 to 2.11

Undisclosed 54

Prior use

New users 268 73 – 1.00 –

Prior discontinuers (no use in past 30 days) 79 17 0.309 0.73 0.40 to 1.34

Switchers (cause)

Side effects with prior treatment 67 12 0.120 0.58 0.30 to 1.15

Uncontrolled blood pressure with prior 55 7 0.027 0.39 0.17 to 0.90

treatment

Other 40 9 0.528 0.78 0.35 to 1.71

Perception of health

Excellent or very good 235 58 – 1.00 –

Good, fair or poor 273 60 0.472 0.86 0.57 to 1.30

Undisclosed 1

Beliefs concerning the efficacy of antihypertensive medication

A lot of effect 153 38 – 1.00 –

Some effect 145 37 0.892 1.04 0.61 to 1.75

No effect 210 43 0.325 0.78 0.47 to 1.28

Undisclosed 1

Beliefs concerning hypertension as risk factor for other diseases

A lot of effect 172 32 – 1.00 –

Some effect 112 22 0.828 1.07 0.59 to 1.96

No effect 225 64 0.024 1.74 1.08 to 2.81

How much are you at risk of heart attack because of your hypertension if you follow your doctor’s advice?

No risk to moderate risk 424 98 – 1.00 –

High risk to very high risk 20 2 0.187 0.37 0.08 to 1.62

Do not know 65 18 0.420 1.27 0.71 to 2.29

How much are you at risk of a stroke because of your hypertension if you follow your doctor’s advice?

No risk to moderate risk 432 104 – 1.00 –

High risk to very high risk 13 2 0.474 0.57 0.13 to 2.63

Do not know 64 12 0.349 0.73 0.37 to 1.42

How much are you at risk of heart attack because of your hypertension if you do not do anything about it?

No risk to moderate risk 88 23 – 1.00 –

High risk to very high risk 364 87 0.661 0.89 0.52 to 1.51

Do not know 57 8 0.087 0.46 0.19 to 1.12

How much are you at risk of a stroke because of your hypertension if you do not do anything about it?

No risk to moderate risk 98 25 – 1.00 –

High risk to very high risk 365 87 0.731 0.91 0.55 to 1.53

Do not know 46 6 0.096 0.44 0.17 to 1.16

Continued on next page
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This may have introduced bias if those under-reporting non-
oral forms of medications were in greater proportion among
noncompliant participants. Further research is needed to bet-
ter understand the clinical significance of this finding. 

One other important finding emerges from the present
study. Determinants of self-reported noncompliance differ
from those of discontinuation of use. In our previous paper
(18), we reported that perceived side effects were positively
associated with, and drug insurance coverage inversely associ-
ated with, discontinuation of the medication. We have also
reported that patients’ perceived benefits of a drug treatment

may predict persistence with said treatment. By contrast, these
three variables – perceived side effects, drug insurance cover-
age and perceived drug benefits – were not associated with self-
reported noncompliance among those who were still on the
initial treatment after three months. This result suggests that
insurance coverage is important for long-term persistence with
treatment but, for those who persist, it is not a factor that pre-
dicts compliance. It also suggests that side effects have an
impact on discontinuation but, for those who persist with the
medication despite its side effects, these will not be an impor-
tant barrier to the use of the medication. Lastly, if perceived

Predictors of noncompliance
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TABLE 1 – continued
Characteristics of participants (n=509) according to self-reported noncompliance

Reported
Categorical variables Participants (n) noncompliance (n) P Unadjusted OR 95% CI

Enabling factors

Social support

High 276 67 – 1.00 –

Low 219 46 0.390 0.83 0.54 to 1.27

Not reported 14

Study medication prescribed

Losartan 62 6 – 1.00 –

Angiotensin-converting enzyme inhibitor 283 78 0.005 3.55 1.47 to 8.57

Calcium channel blocker 164 34 0.058 2.44 0.97 to 6.14

Study medication prescribed by

Family physician 448 104 – 1.00 –

Specialist 53 13 0.831 1.08 0.55 to 2.09

Undisclosed 8

Side effects reported with study medication

No 229 53 – 1.00 –

Yes 280 65 0.985 1.00 0.66 to 1.52

Use of a pill organizer

No 447 107 – 1.00 –

Yes 62 11 0.281 0.69 0.35 to 1.36

Insurance coverage for antihypertensive medication

No 68 17 – 1.00 –

In full or in part 433 99 0.698 0.89 0.49 to 1.61

Undisclosed 8

Number of pills

One or less 203 56 – 1.00 –

Two to four 209 52 0.533 0.87 0.56 to 1.35

More than four 97 10 0.001 0.30 0.15 to 0.62

Reinforcing factors

Satisfaction with physician’s care

High 359 88 – 1.00 –

Low 141 27 0.201 0.73 0.45 to 1.18

Undisclosed 9

Satisfaction with pharmacist’s care

High 459 108 – 1.00 –

Low 42 7 0.315 0.65 0.28 to 1.51

Undisclosed 8

Compliant, Noncompliant,

Continuous variables mean (SD) mean (SD) P Unadjusted OR 95% CI

Predisposing factors

Symptoms due to health problems perceived 9.87 (6.96) 9.50 (6.51) 0.610 0.99 0.96 to 1.02

the week before entering the study (n)

Duration of hypertension (months) 46.50 (81.14) 43.53 (72.15) 0.723 1.00 1.00 to 1.00

Enabling factors

Illnesses other than hypertension (n) 0.61 (0.77) 0.56 (0.75) 0.560 0.92 0.70 to 1.21
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benefits of a drug treatment seem to play a role in the patient’s
decision to continue the treatment, then perceived risks of the
disease appear to be a key variable for motivating patients to
take their medication appropriately. As recently noted by
DiMatteo (39), “adherence might not be a unified construct”.
Our findings add evidence to this idea.

The present study has some limitations. First, in the absence
of a gold standard for compliance measurement (39), clinicians
must rely on methods with inherent limitations. We used a self-
report questionnaire that has been validated against blood pres-
sure control (21,22). The usefulness of this questionnaire is based
on its specificity because patients reporting noncompliance are
more likely to respond to strategies aimed at improving compli-
ance (40). However, self-reported measures of compliance like
the one used in the present study may exhibit poor agreement
with those based on pharmacy refill patterns when measuring
compliance with prescribed medications in general (41) or with
cardiovascular medicines in particular (42), yet poor agreement
between these two methods does not mean one is more valid
than the other. Determinants identified in the present study
could therefore be different had we used a different method to
identify noncompliance. Second, that we were unable to identify
more than three statistically significant determinants of noncom-
pliance may be due to a lack of statistical power. Lastly, care
should be taken before generalizing the results to other popula-
tions because the determinants of noncompliance may vary
according to the disease being pharmacologically treated. Further
research is needed using larger populations of patients. There is
also a need to study the determinants of noncompliance with
medication in other disease areas. 

CONCLUSIONS
We designed the present study to assess, in a natural setting,
the determinants of noncompliance with antihypertensive
medications. We recruited partipicants through pharmacies,
thus avoiding the selection bias likely to be introduced when
physicians are asked to enroll patients for whom they are pre-
scribing a new treatment. Furthermore, we were able to study
many potential determinants that otherwise could not be
examined using only the information generally available in
administrative databases. Although we did not conduct the
present study in the highly controlled environment of a ran-
domized clinical trial, we minimized confounding bias by using
multivariable modelling.

Our results suggest that among patients who persist with
their initial antihypertensive drug treatment, their compliance
with this treatment may be improved by an appropriate selec-
tion of medication, for instance, angiotensin II receptor block-
ers. Compliance may also be improved by addressing
misleading perceptions patients may have about their disease.
By discussing this issue with patients, both physicians and
pharmacists may help them better manage their drug treat-
ment.

Many patients do not take their antihypertensive medica-
tion as prescribed. As a consequence, the effectiveness of the
treatment for reducing blood pressure may be jeopardized and
its potential health benefit may be lost. There is an urgent
need to develop, implement and assess strategies aimed at
improving the appropriate use of medications by patients. To
be successful, these strategies should target determinants such
as those identified in the present study.
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TABLE 2
Multivariate logistic regression model of determinants of reported noncompliance with antihypertensive medication (n=509)

Reported
Determinant compliance Participants (n) noncompliance (n) P Adjusted OR 95% CI

Study medication prescribed

Losartan 62 6 – 1.00 –

Angiotensin-converting enzyme inhibitor 283 78 0.023 3.04 1.17 to 7.92

Calcium channel blocker 164 34 0.091 2.33 0.87 to 6.19

Beliefs concerning hypertension as a 

risk factor for other diseases

A lot of effect 172 32 – 1.00 –

Some effect 112 22 0.628 1.17 0.62 to 2.19

No effect 225 64 0.007 2.00 1.21 to 3.33

Number of pills

One or less 203 56 – 1.00 –

Two to four 209 52 0.660 0.90 0.57 to 1.43

More than four 97 10 0.002 0.30 0.15 to 0.64

Prior use

New users 268 73 – 1.00 –

Prior discontinuers (no use in past 30 days) 79 17 0.414 0.77 0.41 to 1.44

Switchers (cause)

Side effects with prior treatment 67 12 0.720 0.87 0.41 to 1.85

Uncontrolled blood pressure with prior 55 7 0.082 0.46 0.20 to 1.10

treatment

Other 40 9 0.878 0.94 0.41 to 2.16

How much are you at risk of a stroke because of your hypertension if you do not do anything about it?

No risk to moderate risk 98 25 – 1.00 –

High risk to very high risk 365 87 0.558 1.18 0.69 to 2.02

Do not know 46 6 0.072 0.40 0.15 to 1.09
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