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Abstract

Hypertension is a chronic condition that disproportionately affects African Americans. Managing 

high blood pressure (HBP) requires adherence to daily medication. However, many patients with 

hypertension take their HBP medication inconsistently, putting them at heightened risk of heart 

disease. Researchers have shown that these health risks are greater for African Americans than for 

Caucasians. In this article, we examine barriers and facilitators of medication adherence among 

urban African Americans with hypertension. We interviewed 24 African Americans with 

hypertension (58.5% women, average age 59.5 years) and conducted a comprehensive thematic 

analysis. Twenty-two barriers and 32 facilitators to medication adherence emerged. Barriers 

included side effects and forgetting while facilitators included reminders, routines and social 

support. Using this data, we developed a diagram of theme connectedness of factors that affect 

medication adherence. This diagram can guide multi-level HBP intervention research that targets 

African Americans to promote medication adherence, prevent heart disease, and reduce ethnic and 

racial health disparities.
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Heart disease – including heart attacks and strokes – represents the leading cause of death in 

the United States [1]. High blood pressure (HBP) – also known as hypertension – is a key 

risk factor for heart disease. A systolic blood pressure of 130 mmHg or higher or a diastolic 

blood pressure of 80 mmHg or higher signifies HBP [2]. A third of U.S. adults – 75 million 

individuals – have HBP and this contributed to over 635,000 heart disease related deaths in 
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2016 [3]. Although HBP cannot be reversed, it can be controlled through lifestyle changes 

and medication. For example, a change in diet may reduce HBP as much as 11.4 mmHg 

(systolic) and 5.5 mmHg (diastolic) in patients with hypertension, within approximately 8 

weeks [4]. Adherence to HBP medication has been shown to have an even larger effect. For 

example, a review of clinical trials illustrated that single drug therapy for loop diuretics (a 

class of HBP medications) may reduce HBP as much as 15.8 mmHg (systolic) and 8.2 

mmHg (diastolic) in patients with hypertension, within a week’s time [5].

Although medication may have the most immediate impact on HBP, patients with 

hypertension often struggle with adhering to their medication regimens. Medication 

adherence has been broadly defined as taking medication as prescribed, and involves 

initiation of the treatment, taking the correct dose at the correct time, and taking the 

medication for as long as it is needed [6]. Nearly half of HBP medication regimens are not 

followed [7]. Previous studies describe numerous barriers that patients with HBP encounter 

to medication adherence, including: challenges that emerge in everyday life such as 

forgetting and physical challenges such as dealing with undesirable side effects, as well as 

psychological challenges such as depression, and financial challenges such as cost [8–11]. 

To address these medication adherence barriers, previous studies have identified approaches 

that support adherence, including: a consistent routine, support from family and friends, 

engagement with a pharmacy, and a trusting, positive relationship with a health care provider 

[12–16].

Medication adherence studies show differences in adherence to medication regimens 

between ethnic and racial groups. For example, data show that African Americans are less 

adherent to their HBP medication compared to white populations [17, 18]. These differences 

in medication adherence along with lifestyle factors, contribute to black-white disparities in 

blood pressure control, which result in differences in mortality risk for stroke; this risk is 

twice as great for African Americans, compared to Caucasians [19, 20].

There have been numerous intervention studies that have targeted HBP among African 

Americans and have shown promising results, including clinical care interventions, church-

based self-management programs, community-based prescription programs in barbershops, 

and community-based physical activity programs [21–24]. However, many of these studies 

target one primary setting. The National Heart, Lung, and Blood Institute recently convened 

a working group on research that is needed to improve hypertension treatment and control 

among African Americans [25]. One key finding from this working group was the need to 

test interventions that target multiple ecological levels from the individual level to the family 

level, to the policy environment. Specifically, the working group called for intervention 

research that tests three or more levels. Despite numerous studies on hypertension 

medication adherence, HBP control, and premature death, more investigation of medication 

adherence across multiple ecological settings is needed. This should be specific to African 

American populations and should explore their “lived experience.” Therefore, the purpose of 

this study is to examine barriers and facilitators of medication adherence for African 

Americans, across multiple ecological levels.
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Method

Design and Context

We conducted in-depth key informant interviews and identified key themes from these 

interviews [26, 27]. More specifically, this involved: 1.) Developing and using a semi-

structured interview guide to collect data, 2.) Extensive transcript review, 3.) Team-based 

generation of codes, 4.) Independent coding, 5.) Consensus building, 6.) The development of 

a diagram to connect themes, and 7.) Member checking.

The present study emerged from West Side Alive (WSA), a partnership between an 

academic medical center and a group of seven urban African American churches in Chicago. 

The churches are located on the predominantly African American west side of Chicago, 

which is a set of neighborhoods that face poverty, lower educational attainment, higher rates 

of violence and higher levels of chronic disease, compared to other (nearby) neighborhoods. 

The WSA partnership had recently conducted health screenings for over 1,000 individuals – 

both members of these churches and interested community residents – who were not have 

been members of any of the churches [28].

Participants and Data Collection

Participants had to meet the following five criteria for inclusion in this study: 1.) Be a 

member of one of the partner churches (or a participant in one of their health screenings), 2.) 

Identify as either African American or Black, 3.) Be 18 years or older, 4.) Be prescribed at 

least one medication for HBP, and 5.) Report not taking HBP medication as prescribed. We 

sampled study participants using aspects of convenience sampling. To do this, we provided 

the health screening participant list and study criteria to a coordinator in each of the seven 

churches (coordinators were church members who are paid to administer health 

programming) to schedule participants, using an initial (convenience) sampling approach. 

Both the church coordinators and the authors of the present study scheduled the individual 

interviews via phone, in consecutive batches of 2–4 participants, back-to-back. After each 

batch, interviews were transcribed, transcriptions reviewed, and initial coding conducted. All 

interviews were held in the churches, in a private room.

Instruments

We used three data collection instruments: An interview guide, a demographic questionnaire, 

and the Beliefs about Medicines Questionnaire (BMQ); the latter two instruments were used 

to describe the sample. University institutional review boards (at all authors’ institutions) 

reviewed and approved all study procedures. Participants provided written consent prior to 

the study and at the conclusion of the interview, we provided participants with a $20 cash 

incentive.

Interview guide.—The semi-structured interview guide consisted of eight main open-

ended questions. The interviewer asked each question and probed for clarification to gather 

deeper information. The eight open-ended questions can be viewed in Table 1. We 

conducted interviews in a private room at each church. Interviews were recorded using a 

digital audio recorder and transcribed verbatim.
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Demographic questionnaire.—Following the interview, participants completed a brief 

demographic questionnaire, consisting of closed-ended items, including: sex, educational 

level, employment status, date of birth, marital status, how long they had known of their 

HBP, difficulty paying bills, receipt of food stamp assistance, health status, number of HBP 

medications prescribed, and source of health insurance (if applicable).

Beliefs about Medicines Questionnaire (BMQ).—Participants completed ten items 

related to blood pressure medications from the BMQ. These items examine patient 

perceptions of necessity (5 items) and concerns (5 items) of prescribed medications [29]. 

Each item provides a short statement (e.g., “My health in the future will depend on my 

medicines”). Participants provide a rating from 5 (“Strongly Agree”) to 1 (“Strongly 

Disagree”). The sum of concern items are subtracted from the sum of necessity items for an 

aggregate score in which positive values suggest that the patient perceives the benefits of 

medication outweighs costs/concerns. Negative scores suggest that the costs/concerns 

outweigh the benefits. The BMQ developers validated the measure, demonstrating predictive 

validity.

Data Analysis

Quantitative data (from the demographic questionnaire and BMQ) was entered into 

Microsoft Excel for descriptive analysis. Qualitative data was analyzed through multiple 

phases: engagement with the data, code development, thematic coding among team members 

(including diagramming theme connectedness), review of themes, naming themes, and 

producing a report [27]. We used Dedoose (Version 8.2.14; SocioCultural Research 

Consultants, 2019) to analyze our data. Our analysis also involved code counts and 

participant counts (the count of participants that received the code one or more times). 

Qualitative scholars have noted several advantages to counting qualitative codes – 

specifically, recognizing patterns in qualitative data and representing the data holistically 

[30, 31]. To validate data, we had two authors independently code each interview. Then, 

coders discussed any disagreements until a consensus emerged. We conducted member 

checking with participants to establish trustworthiness of the data and assure credible 

findings [32]. Member checking involved a systematic review of each aspect of the themes 

and diagram of theme connectedness.

Findings

We conducted 21 interviews, at which point no new themes emerged related to barriers or 

facilitators of HBP medication adherence. We conducted an additional three interviews. No 

new themes emerged in these final three interviews; therefore, we ended data collection and 

our final dataset consisted of 24 participant interviews. On average, interviews took 

approximately 31 minutes.

Participant Characteristics

Table 2 provides demographic characteristics of the 24 participants in the study. Women 

represented the majority of participants (58.3%). Participant age averaged 59.5 years. A 
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slight minority of participants were married (45.8%). Over 62% had at least some college, 

but 29.2% were unemployed and 62.5% were receiving government assistance.

Nearly eighty percent of participants (79.2%) were prescribed 1 to 2 HBP medications and 

over 83% of participants had known of their HBP for 4 years or longer. BMQ data showed 

that 70.8% of participants felt that the benefits of their HBP medication outweighed the 

costs and their concerns of their medication. Only 4.2% of participants lacked health 

insurance, and despite having HBP, over seventy percent of participants ranked their health 

as “Good” to “Excellent.”

Emergent Themes

Our final codebook consisted of 22 codes that described barriers to medication adherence 

and 32 codes that described facilitators to medication adherence. Table 3 provides each 

barrier code, a short definition and a code count and participant count (i.e., count of 

participants that received the code one or more times). Participants reported undesirable side 

effects as the most frequent barrier to medication adherence (20 occurrences). An 

interruption in routine represented the second most frequent barrier (19 occurrences), 

followed by general forgetting (18 occurrences).

Participants reported personal reminders to take medication as the most frequent facilitator 

of medication adherence (26 occurrences). Motivation to address or prevent a symptom 

represented the second most frequent facilitator (15 occurrences), followed by having a 

general resolve to take medication (13 occurrences). Table 4 provides each facilitator code.

Theme Development, Validation, and Description

Throughout the data collection process, we developed a visual representation of the themes 

(Figure 1). Participants experienced the barriers and facilitators of medication adherence 

across several distinct ecological levels and settings, including the individual, household, 

relationship, and broader societal levels. Barriers and facilitators also influenced medication 

adherence across several settings, including the doctor’s office, pharmacy, and transportation 

(to the doctor’s office and the pharmacy).

We conducted two member-checking discussions with four participants (2 women and 2 

men) to establish “trustworthiness” of the data and assure credible findings [32]. The 

discussion facilitator provided participants with the diagram of theme connectedness (Figure 

1) and walked participants through each ecological level, setting, and related code category, 

posing the question, “When you think about taking blood pressure medication, is there 
anything that we have misunderstood?” Participants did not identify any misunderstandings 

with ecological levels, settings, or code categories. Qualitative results are provided across 

each ecological level and setting as depicted in Figure 1.

Individual.—On the individual level, 14 barriers and 10 facilitators to HBP medication 

adherence emerged. Nine participants believed that taking their medication was a way to 

avoid or reduce the perceived physical effects of hypertension – the most commonly 

reported being headaches. For example, one participant said, “I woke up with a headache 
and then later on in the day the headache was still not disappearing… so I took a blood 
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pressure pill which eventually alleviate[d] the headache.” Other participants believed that 

taking their medication resulted in physical side effects – including headaches. Another 

participant remarked, “Oh my God. That stuff [hypertension medication] was so horrible…it 
gave me the most intense headache I ever had.”

Participants also reported several psychological factors that affected adherence. Motivation 

represented one such factor. A participant described feeling a lack of motivation for taking 

her medication, despite seeing the effects of chronic disease in her family, “…blood pressure 
is important, I’m still trying to, you know, get myself to the point where, ‘[I say] hey take 
this seriously’.” However, for another participant, seeing his brother in the hospital created 

resolve for taking his medication, “My brother – he had a quadruple bypass surgery. He’s 
only like four years older than me. Yeah. Oh no man, I ain’t, I didn’t want to be laid up in 
the hospital. I don’t want to be takin’ on [additional] medication…it’s just like this, you 
know?”

A few participants held attitudes of mistrust with medications – one described his mistrust 

with medication production, “Because now, everything’s made overseas, mostly. In different 
countries…but, I read everything and am concerned about that…A small country that 
doesn’t have a law. They’ll say, well this, the basic thing that makes me feel like this [is that 

the] government has stopped, you know having rules, here.” Another participant described 

an attitude of mistrust related to potential long-term side effects of HBP medication, “I’m 
not a believer in medication per se. I’m just not one. I just believe that eventually pills have 
long term side effects on you, so if I can alleviate without taking them and I don’t have to, I 
won’t.

Finally, behavioral factors presented barriers and facilitators to medication adherence, on the 

individual level. Nine participants reported general forgetting as a barrier to medication 

adherence (e.g., One of these participants said, “And then there have been times that I have 
forgotten to take the medicine out of just forgetfulness, you know just forgot to take it.”). 

However, nine of the participants said they rely on a routine as a primary way to assure 

adherence. For example, one participant said, “It’s just a daily routine once I brush my teeth 
and all that good stuff and take my bath, I just go straight to the medicine cabinet take my 
vitamins and medications that I have to take.” Routine was effective for one participant 

when away from home, for another when going to bed early, and for a third when her doctor 

allowed her to switch the daily time that she took her HBP medication.

Household.—Within the household, participants described their placement of medication 

as a key facilitator to ensuring they took it as prescribed. Participants described keeping their 

medication at their bedside, and this being a cue for them to take it. For example, a 

participant said, “Its right there. It’s in your bed in the bedside table so you remember to 
take [it].” The most frequent household barrier was misplacement of medication – “I didn’t 
put it on the table, and I forgot.” In some cases, misplacement was intentional, but it affected 

adherence, “I don’t want it on my nightstand in my bedroom, because my nightstand is not 
that tall, and I have grandbabies [who might get into the medication].” Although the focus of 

misplacement was within the house, participants also described misplacement of medication 
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when traveling and when out of the house (e.g., “I keep my medication in my purse when I 
am traveling…most of the time the bag is left in the car.”)

Personal relationships.—Personal reminders were the most frequent facilitator to take 

medication – 16 of 24 participants described a personal reminder as a facilitator to 

medication adherence. This type of reminder came from a variety of people: mothers, 

siblings, spouses/partners, and children. One participant described personal reminders 

coming from multiple family members, “So my family are consistently on me about taking 
my blood pressure medicine, consistently talking about, you know, how it is important, the 
effects of not taking it. So yes, I do have a great support system with those around me, 
coworkers, family, you know, so on.”

In addition to reminders and personal support, participants talked about sharing medication. 

This could involve receiving medication from a personal contact (“It may have been like two 
days or something [time in which she was out of medication], but you just try to take 
something, and you may find out some more people are on the same medicine you are, and 
they may give you a pill.” Another participant – who lacked health insurance – described 

turning to contacts on the street to obtain medication (but having to pay for it), “I have a 
couple, on the street…you pay for it. And you have to make sure it is real cause there are 
medicines for different things…you Google it.”

Doctor and pharmacy.—Only facilitators emerged when participants described their 

experience with their doctor (4 facilitators) and their pharmacy (4 facilitators). Participants 

describe their doctor prompting them to take their HBP medication; this often involved 

simple verbal statements during appointments. For example, one participant remarked, “[The 

doctor] always say[s] this line ‘I can’t make you take it because I’m not with you all the 
time. So, you need to work on taking your medication’.” Participants also described doctors 

educating them on their medication during appointments (“She [doctor] asks me what I want 
to know… she tells me why I am taking them.”). Another participant described her doctor 

problem-solving the “nauseous” feelings she felt in the morning after taking her medication, 

“So he [the doctor] was like well why don’t you stop taking it in the morning and just try it 
in the evening and see how that works and I’m like okay I’m going to try it in the evening.”

Overall, participants expressed satisfaction with their pharmacies. Participants described 

pharmacies’ use of text messaging and automated phone calls as a facilitator to medication 

adherence, “I don’t even have to call [the pharmacy]. Now they send a text to my phone. If I 
don’t respond to the text, then they’ll call me.” A participant described her relationship with 

the pharmacist as strong and described having a new prescription filled. The pharmacist 

reviewed the new prescription and said, “Well you know with this prescription here, it’s 
going to have some side effect with this medication so before you take it let me call and 
make sure they want you to take this because you are on this medicine so give me five 
minutes to not go nowhere,” in which the participant recalled responding to this by saying, 

“okay please make sure you get me better.”

Transportation.—Only three codes emerged, related to transportation (across 3 

participants, total). Two participants commented on proximity to the pharmacy. One 
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participant had easy access to the pharmacy, stating, “It’s right down the street from my 
house…I walk.” Another participant faced the opposite situation, “Sometimes my bus card 
do run out or I can’t use the bus card – my sister has it…so other than that, that is the only 
thing that stops me from getting to where I need to get to, so maybe once or twice a week [I] 

might have bus fare problems.” A third participant had lost her insurance coverage and used 

an online resource to identify where she could find the most cost-efficient medication (she 

had several chronic conditions including hypertension and diabetes). Her situation resulted 

in challenges to logistics, “If I’m getting it at this price at this place I should be able to go to 
this place with, with the fluctuation they got me going I got four different pharmacies to get 
my medication.”

Broader factors.—Broader factors that affect obtaining medication emerged across the 

interviews – including cost, insurance, mail errors, and supplier recalls. Among the 5 

participants that cited cost as a challenge to medication adherence, 2 participants lacked 

health insurance. Costs associated with health services affected one participant, as she 

exclaimed, “You can’t go to the pharmacy – [at the] pharmacy you need a prescription and 
for a prescription you need money for the doctor.” Another participant maintained access to 

health care (despite a lapse in insurance coverage due to a mail error) but having to pay for 

multiple medications made the cost challenging, “But I did not have a prescription plan, 
blood pressure medicine is not that expensive, but I have other medications that are, so, you 
know.” Participants who had insurance found that their coverage paid all (or nearly all) the 

cost of the medication. Beyond insurance issues and costs, one participant cited “I had 
stopped taking one particular medication. The one that they had a recall on [it].”

Discussion

The purpose of this study was to examine the facilitators and barriers to medication 

adherence among African Americans with HBP and develop a comprehensive representation 

of theme connectedness. This type of diagram is important to guide effective interventions 

that span multiple ecological levels, as previously called for [25]. The codes that emerged 

from the data show several social determinants of health – including transportation, 

technology (i.e., refill reminders via text message), and social support (i.e., instrumental 

support) – facilitate adherence [33].

It is important to consider the participant sample in the present study, when interpreting the 

representativeness of the themes in the diagram of theme connectedness. Demographic data 

reveal a slight overrepresentation of women (58.3%) and only one participant (4.2%) 

reported not having health insurance, which is lower than a recent, national estimate of 

uninsured individuals in the United States at 8.8% [34]. Qualitative research strives for 

transferability rather than generalizability, and the diagram of theme connectedness 

developed in this article would be most transferable to insured African American 

populations [32]. Data from the BMQ showed that over 70% of participants felt that the 

benefits of their HBP medication outweighed the costs and their concerns for the 

medication. Further, over 70% of the sample rated their health as “Good” to “Excellent” 

despite having HBP. This more positive view of medication and health may have been due to 

the length of time that participants knew of their hypertension status– over 83% of the 
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sample knew of their hypertension for four years or more. Patients who have not known of 

their hypertensive status for this length of time may not be as likely to hold positive beliefs 

about their medication or strategies for adherence and may face barriers that did not emerge 

in this study. The study criteria present another consideration for these findings. Patients 

were required to be taking at least one HBP medication. Our demographic data show that 

slightly more than 79% of participants indicated taking 1 to 2 medications. Those taking just 

1 to 2 medications may not experience the same number of barriers to medication adherence, 

compared to patients taking more than two HBP medications. Future studies may examine 

barriers and facilitators to medication adherence among patients taking 3 or more 

medications.

It was surprising that more facilitators to medication adherence emerged (N=32) than 

barriers to medication adherence (N=22). If we disregard barriers and facilitators that had a 

participant count of one (i.e., only one participant in our sample reported this barrier or 

facilitator), we would be left with 17 barriers and 17 facilitators. This suggests that among 

our sample, the facilitator list may have been longer than the barrier list because of some 

unique facilitators that only one participant reported. Future research may examine the 

prevalence of HBP medication adherence strategies.

The largest number of barriers and facilitators emerged on the individual level. This suggests 

that hypertension medication adherence interventions should focus on individual level 

barriers (e.g., strategies to adhere to medication during periods of depression or physical 

pain). Further, the effects of seeing family members hospitalized (or die) from HBP-related 

health events such as heart attacks and strokes seemed to create resolve for one patient to 

take his HBP medication regularly, while it seemed to have little effect on another 

participant who witnessed multiple family members die of strokes. This suggests that multi-

level interventions need to allow for personal tailoring on the individual level, based on 

perceptions and motivations.

In this study, participants’ experience with health systems – doctors and pharmacies – was 

unanimously positive, consisting of only facilitator codes. The presence of only facilitators 

and no barriers among doctors and pharmacists (and majority facilitators among 

transportation) suggest that these aspects of adherence – filling prescriptions and attending 

appointments – are likely not an issue. This finding was also encouraging as previous studies 

report a sense of mistrust between African Americans with HBP and their physician [35–

37]. It is possible, however, that individuals who agreed to participate in the present study 

had better relationships with their health care providers than the broader African American 

population. The results of the present study confirms that there is a key role for both health 

care providers and personal contacts, to play in promoting medication adherence.

There are numerous studies that have examined medication adherence among African 

Americans with hypertension [38, 12, 11]. The present study expands on this work by 

providing a diagram of barriers and facilitators to medication adherence, across the social 

ecology, that emerges from the lived experience of the participants. It is important to note 

that despite the use of in-depth thematic analysis, certain factors from the HBM adherence 

literature did not emerge in this study. For example, several studies have identified self-
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efficacy as a key factor to medication adherence [39, 9]. Self-efficacy did not emerge as a 

theme in our study and this may have also been due to the fact that participants have known 

of their HBP status for some time and are less attentive to their general sense of efficacy.

This study had several strengths. These key informant interviews allowed for an in-depth 

exploration of medication adherence among a sample of individuals that face high levels of 

chronic disease. This study took a qualitative, thematic approach, and enabled the 

construction of a multi-setting diagram of theme connectedness of barriers and facilitators to 

medication adherence. Finally, data was validated through independent coding and member 

checking. Despite these strengths, the study faced several limitations. One limitation of the 

study was the use of convenience sampling which may have implications for transferability 

of findings to other settings. Our findings would be most transferable to urban, African 

Americans that attend church. Our sample reflected an older patient population, that had 

known of their hypertensive status for several years. Future research may involve a more 

purposeful sampling strategy to target participants who have specific blood pressure 

readings and may be newer to managing medications and hypertension.

Participants in this study faced barriers to taking their HBP medication, but developed 

numerous facilitators to adhere to their medication regimens. This study enabled the 

development of a diagram of theme connectedness for HBP medication adherence that 

emerged from participants’ “lived experience.” This diagram aligns and expands upon 

previous literature that examines specific barriers and facilitators to medication adherence. 

This diagram can be used to guide interventions that promote medication adherence among 

African Americans, that span multiple settings and ecological levels, and address disparities 

that African Americans face in medication adherence, HBP control and ultimately, mortality.
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Fig. 1. 
This diagram depicts the barriers and facilitators that affect medication adherence, across 

multiple levels and settings. Superscripts indicate barriers (B) and facilitators (F) by code 

number (from Tables 3 and 4)
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Table 1.

Open-Ended Questions on Interview Guide

Question

1. I’d like to begin by asking how HBP affects you.

2. Now, think back to the most recent day you can remember, where you took your HBP medicine(s) as prescribed. Can you walk me through 
that day?

3. Next, think back to the most recent day you can remember, where you DID NOT take your HBP medicine(s) as prescribed. Can you walk me 
through that day?

4. When your HBP medication(s) run out, what are the steps you go through to refill it/them?

5. Can you tell me about a time that someone in your life helped you take your HBP medication(s)?

6. Can you tell me about a time that you visited your doctor and discussed your HBP?

7. Can you tell me about the treatment plan your doctor provided for your HBP?

8. Is there anything else that you would like to share about taking your HBP medication(s)?
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Table 2

Participant Demographic Characteristics (N=24)

Demographic Attribute Count Percent

Sex

 Women 14 58.3%

 Men 10 41.7%

Marital Status

 Single 9 37.5%

 Married 11 45.8%

 Divorced 2 8.3%

 Widowed 2 8.3%

Education

 Less than high school 1 4.2%

 High school 8 33.3%

 Some college 12 50.0%

 College or advanced degree 3 12.5%

Employment

 Full time 6 25.0%

 Part time 3 12.5%

 Unemployed 7 29.2%

 Retired 8 33.3%

Receiving Food Assistance (e.g., SNAP)

 Yes 15 62.5%

 No 9 37.5%

BP Medications Prescribed

 1 to 2 medications 19 79.2%

 3 to 4 medications 5 20.8%

Know of High HBP

 1 to 3 years 4 16.7%

 4 to 6 years 3 12.5%

 7 years or more 17 70.8%

Beliefs About Medicines Questionnaire

 Benefits Outweigh Costs & Concerns 17 70.8%

 Costs & Concerns Outweigh the Benefits 5 20.8%

 Neither (Score = 0) 1 4.2%

 Missing 1 4.2%

Health Insurance (Multiple Selections)

 State Medical Card, Medicaid, County Care 13 54.2%

 Medicare 8 33.3%

 Insurance through a current or former employer or union 2 8.3%

 TRICARE or other military health care 1 4.2%

 Veterans’ benefits 1 4.2%
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Demographic Attribute Count Percent

 No health insurance or medical card* 1 4.2%

General Health

 Excellent 2 8.3%

 Very Good 8 33.3%

 Good 7 29.2%

 Fair 6 25.0%

 Poor 1 4.2%

*
Note: Although Participant 1 indicated having health insurance, she described a recent lapse in her coverage during the interview, bringing the 

“No health insurance” count to 2.
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