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ABSTRACT Poor adherence to antihypertensive medications remains a significant challenge in the management
of hypertension among women living in rural areas. The objective of the study was to assess the reasons of non-
adherence in women suffering from hypertension. The researchers used a qualitative exploratory research design
to conduct the study. A purposive sampling technique was used to select fifty (50) Black African women who
participated in five (5) focus group interviews. The NVivo program was used to manage and organize the qualitative
data. The study revealed that inadequate health literacy, financial constraints, forgetfulness and cultural differences
are some of the barriers that prevent women from adhering to antihypertensive medication. Health promotion
activities to empower women to become more proactive about their health needs and care should not be underestimated.
As a result, they will be more likely to comply with their treatment, which will make them healthier in the long run.

INTRODUCTION

Medication adherence is generally defined
as the extent to which a patient takes medica-
tion as prescribed by the medical practitioner
(Sachdeva 2005). According to Giden et al.
(2015), medication adherence refers to “the in-
tensity of drug use during the duration of ther-
apy, and is usually calculated by dividing the
number of treatments actually taken by the pa-
tient, by number of treatments prescribed”. De-
spite the importance of adherence to treatment,
medication non-adherence is a serious problem
globally, with the World Health Organization
noting that the average non-adherence rate is
fifty percent among those with chronic illness-
es (Haynes et al. 2002; Jin et al. 2008; Burns and
Spivey 2012). Non-adherence to treatment de-
pends on many factors, and its prevalence
among those with chronic illnesses has been
shown by many studies (Hashmi et al. 2007;
Osamor and Owumi 2011; Kane et al. 2013).
Medication non-adherence among hypertensive
women has severe consequences as it leads to
poorly controlled blood pressure, which increas-
es the probability of cardiovascular (CV) prob-
lems (Khan et al. 2014).

Inadequate health literacy is one of the bar-
riers that prevents women from adhering to hy-
pertensive medication treatment (Persell et al.
2007; Brown and Bussell 2011; Khan et al. 2014).
Health literacy is the degree to which patients
can understand the basic health information
needed to make appropriate health decisions.
From the patient’s perspective, limited health lit-
eracy might be a less-recognized barrier to med-
ication when healthcare workers communicate
with patients about their medicine regimens
(Metlay et al. 2005; Tarn et al. 2006; Graham and
Brookey 2008; Brown and Bussell 2011). Stud-
ies have shown that patients with limited health
literacy have a poorer understanding of prescrip-
tion medication names and their indications for
use and instructions (Kalichman et al.1999; Wolf
et al. 2005; Davis et al. 2006; Jeetu and Girish
2010). This decreased comprehension can re-
sult in poor health, reduced access to medical
care and hospitalizations (Andrus and Roth 2002;
Cloonan et al. 2013).

Financial constraint is another challenge for
medication non-adherence among rural women
with hypertension (Banerjee and Varma 2013;
Ganiyu et al. 2013). Medication use and health-
care costs have increased dramatically during
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the previous decade. Adherence to medication
is often a critical aspect of medical treatment,
particularly the treatment of chronic conditions
such as hypertension (Brown and Bussell 2011;
Chisholm-Burns and Spivey 2012; Trader 2015).
Another dimension of hypertension is that it
affects the family of the patient because more
time is needed to monitor her blood pressure.
For instance, there will be numerous visits to
the family doctor/clinic/hospital, as the patient’s
condition has to be checked several times, es-
pecially when the patient has developed certain
complications. There may also be a change in
the functioning of the family because the treat-
ment regimen for hypertension is often associ-
ated with spending money which would have
been allocated to family needs, to buy the pa-
tient’s medication. If the family is not financially
stable, the medication expenses may result in a
change of the entire budget of the household
(Cunningham 2008; Cohen and Kirzinger 2014).

Forgetting to take medication is also identi-
fied as a barrier that impedes medication adher-
ence (Hong et al. 2006; Wu et al. 2008; Khatib et
al. 2014). This is exacerbated by the fact that
many people become forgetful as they become
older (Jimmy and Jose 2011). Forgetfulness is
common and is often not due to dementia. Some
disorders such as depression can often cause
memory problems. Certain medications can also
cause confusion and memory problems in some
elderly, for example, painkillers. Unexpected side
effects can also sometimes cause women to dis-
continue or forget to take their medication. Re-
cent findings reported by Science Daily indi-
cated that older adults are more inclined to for-
get to take their medication on days when their
schedule is more hectic (Brassard 2013).

Lastly, a cultural difference in relation to the
non-adherence of medication treatment for hy-
pertension is another barrier. A cultural differ-
ence refers to certain qualities of a society or a
person, which are influenced by race, beliefs,
tradition, language, sexual orientation, religion
and nationality. According to Monane et al.
(1996), the White race was significantly associ-
ated with better medication adherence as com-
pared to the Black race and other races (Schoe-
nthaler 2012; Brewer 2013). Research findings
(Balkrishnan 1998; Forsyth et al. 2014) showed
that race has an influence in medication treat-
ment compliance. Many health beliefs and be-
haviors patterns are culturally based, so when

two different cultures come together in a health-
care setting, a collision of expectations often
occurs (Carteret 2014). Diverse healthcare pro-
viders, often view their patients’ cultures as a
barrier to their care. For instance, beliefs about
the illness causation, especially from the patients
or families that often rely on traditional healing
methods, which are part of their cultural heri-
tage, can create cultural differences that influ-
ence non-adherence to medication. The patient
or family may consult a traditional healer first
and only seek a Western doctor when the symp-
toms worsen significantly. So it is important for
health and social care professionals to antici-
pate the communication needs around these
practices. The fact that the patients’ beliefs are
rooted in culture, even if medication is prescribed
for them, increases the chances of them skip-
ping treatments or stopping to take their medi-
cation when their symptoms no longer show.

Theoretical Framework

The Health Belief Model (HBM) served as
the theoretical framework for this study. Studies
suggest that beliefs play an important role in
hypertension control or management behaviors
of patients (Bosworth et al. 2006; Peters et al.
2006, Wendorf et al. 2013). The Health Belief
Model (HBM) is a psychological model that at-
tempts to explain and predict health behaviors.
This is done by focusing on the attitudes and
beliefs of individuals. The HBM is based on the
understanding that a person will take a health-
related action (a healthy lifestyle) if that person:

Feels that a negative health condition (that
is, hypertension) can be avoided,
Has a positive expectation that by taking
recommended actions. She will avoid a neg-
ative health condition by exercising, eat-
ing healthy, having regular check-ups, med-
ication adherence to prevent hypertension,
and
Believes that she can successfully take rec-
ommended health actions.

The model addresses an individual’s percep-
tion of the threat and seriousness posed by a
health problem (perceived susceptibility and
severity), the perception of the usefulness of a
behavior in decreasing the risk or threat of the
disease (perceived benefits), and perceived bar-
riers, which are one’s perception of the obsta-
cles to adopting the new behavior (Glanz et al.
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2008). In addition to the four main constructs,
the model proposes that perceptions are modi-
fied by other variables such as age, sex, culture,
education level and past experiences, which are
known as modifying factors, certain events, peo-
ple, and experiences that activate readiness to
change, which are known as cues to action
(Becker 1974). The most recent addition to the
Health Belief Model is the self-efficacy con-
struct, which allows the model to address effica-
cy expectations, which define the level of confi-
dence one has in his or her ability to successful-
ly perform specific behaviors (Bandura 1977;
Rosenstock et al. 1988). Rosenstock et al. (1988)
suggest that the addition of self-efficacy to the
HBM offers “a more powerful approach to un-
derstanding and influencing health-related be-
havior than has been available to date,” (p. 182).
The Health Belief Model has been applied to
range of health-promoting behaviors, for exam-
ple, diet and exercise, to health-risk behaviors
such as smoking and condom use, and to sick
role behaviors, which refer to the adherence to
recommended medical regimens and treatment
plans (Glanz et al. 2002; Kamran et al. 2014).

RESEARCH  METHODOLOGY

A qualitative exploratory research design was
used to better understand the barriers of non-
adherence to medication among women suffer-
ing from hypertension. A focus group data col-
lection technique was used to explore the effect
and possible causes of non-adherence. Ethical
clearance was obtained from Turfloop Research
and Ethics Committee (TREC) of the University
of the Limpopo to conduct the study.

A purposive sampling approach was used
to identify and recruit eligible participants
(N=50) for the five (5) focus group discussions
(FGD’s) conducted. Each focus group discus-
sion had an assistant moderator who took notes
throughout the discussions, listened to nota-
ble quotes noting several key points in the re-
sponses to each question, monitored record-
ing equipment, drew a diagram of the seating
arrangements, and gave an oral summary and
feedback after each discussion. The focus
groups were guided by a semi-structured ques-
tionnaire consisting of open-ended questions,
which addressed the following themes: inade-
quate health literacy, financial constraints, for-
getting, and cultural differences.

The participants were recruited from the Dik-
gale Health and Demographic Health Surveil-
lance Survey (HDSS), a site that is located in the
Central Region, Capricorn District, of Limpopo
Province, in South Africa. It is approximately 40
kilometers from Polokwane, the capital city of
the Limpopo Province and 15 kilometers away
from the University of Limpopo. The participants
had to meet several criteria to be considered for
the study. Firstly, only Black women were se-
lected. Secondly, only group members who were
above 18 years of age were considered for the
study. Lastly, they had to have been diagnosed
with hypertension. The NVivo program was used
to manage and organize the qualitative data. The
results were presented in a thematic analysis.
The analysis involved identifying, examining and
recording patterns (or “themes”) within the data.

The aim of this study was to explore the bar-
riers to non-adherence among hypertensive
women living in rural areas. The specific objec-
tive of this study was to determine and assess
the extent and reasons for non-adherence among
women suffering from hypertension.

RESULTS

Presentation of the results and subsequent
discussions are based on four themes. These
include inadequate health literacy, financial con-
straints, forgetting and cultural differences. The
researchers illustrate the results with quotations
from the participating women, labeling them with
the name of the residence in which the FGD’s
were conducted.

Inadequate Health Literacy

The participants talked about their under-
standing of their condition, how they sometimes
try to manage it and how they engage with
health information and health services. The chal-
lenge is that some of them are illiterate, and they
cannot read/ write properly, and as a result they
find it difficult to understand the healthcare prac-
titioners’ prescriptions and instructions. One
participant said:

“I did not go to school; it is very hard to
follow the doctor’s instructions of drinking my
medication, unless when I requested my grand-
son to accompany me to the clinic, so that the
doctor explains to him, the next date of the
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appointment, how many pills should I take and
what time…” (FGD Nchichane)

From the participants’ perspective, commu-
nication with health and social care providers is
often insufficient and may contribute to medica-
tion non-adherence. Ineffective communication
between the health and social care providers
and the patient with hypertension further com-
promises the patient’s understanding of the dis-
ease, its potential complications, and the impor-
tance of medication adherence. The following
quote illustrate the point expressed:

“Go bolelannete, gaketsebe kudu kabol-
wetsibjaka, se ketsebagoke gore kena le ‘madi
a magolo.’ Gantsi rena ka Sesotho re a lomega
gore re kaonafale. Go ka re ma Nurse baka re
hlalosetsakotsiya go se lateleditaelotsa go
nwadipilisikamehla”

Literally meaning:
“To be honest, I do not know much about

my disease, what I know is that I have ‘high
blood pressure’. In most cases we practice
bloodletting (Bloodletting is the withdrawal
of often small quantities of blood from a patient
to cure or prevent illness and disease). I wish
the nurses can share with us the danger of not
adhering to medication all the time.”(FGD
Muduwane)

Failing to elicit a history of alternative, herb-
al, or supplemental remedies/treatments from the
participants was raised as another source of in-
effective communication.

“Ge batsaleago le batsamaphelogebabeba-
kanyakisisa gore kantle le dihlaretsetsaseg-
owa, re thuswakeeng? Ke bolela se, ka gore ba
bantsi ba rena, re sa dumela mo go se Afrika, re
a di hlakantsa dihlare tse.”

Literally meaning:
“If social and healthcare workers can do

research to explore the reasons for us not to
rely on Western medication, what else can as-
sist us? I am saying this because we still be-
lieve in an African culture and still mix tradi-
tional herbs and the western medication.” (FGD
Sefateng)

Not only do physicians often fail to recog-
nize medication non-adherence in their patients,
they may also contribute to it by prescribing
complex drug regimens, failing to explain the
benefits and adverse effects of a medication ef-
fectively and failing to consider the financial
burden of the drug regimen on the patient.

Financial Constraints

The participants indicated that hypertension
is a condition that needs regular check-ups, and
that this involves money for transport. When
she is unable to visit her physician, the patient
will fail to get her medication on time, and as a
result the patient will develop complications
because she does not have medication. The fol-
lowing quotation illustrates this problem:

“I used to miss the doctor’s appointment due
to lack of money for transport to go to the clin-
ic, by then my pills were finished, and there was
no one to send to the clinic for my medication.
Some of the women I know, who suffer from hy-
pertension do walk to the clinic, even though it
is miles away. As you can see me, my feet are
painful and the issue of being overweight…”
(Laughing). (FGD Madiga)

In collaboration of what was said, another
participant stated:

“I wish the government could assist with a
mobile clinic, so that those who fail to reach
the clinic due to understandable reasons can
be helped. It is difficult because you find that
the illness becomes worse if one has missed her
medication.” (FGD Sebateng)

The participants highlighted another chal-
lenge related to adhering to medication, which
is that sometimes the clinics do not have the
hypertension drugs (which are dispensed to the
patients free of charge). This poses a challenge,
as patients do not have money to buy the drugs
from a chemist or pharmacy. As a result of this,
their basic needs are not met, since the patients
will sometimes opt to buy medication instead of
food. The majority of the participants in the
study were unemployed and relied on social
grants and piece jobs such as domestic work.
The following excerpts illustrate some of the
participants’ views on this issue:

“…Because of not getting medication from
the clinic, the small amount of money we have
is spent on medication and we are left without
food.”(FGD Solomondale).

“It depends on how many diseases do you
have. I said I have arthritis, hypertension and
ulcers. I can spend about R500 on that medica-
tion, and in most instances I do not buy all
medication, I just buy some I know I do not
have. So you tell me, from the R1000 I have and
I spend R500, how much am I left with? How
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will I survive? I have to buy electricity and food.
I am suffering.” (FGD Solomondale)

“If you are using Adalat 50, it costs R400,
Adalat 30 is R270… You do not buy medica-
tion for one disease; every disease has its own
medication. Then you don’t have money to buy
for all of those diseases.” (FGD Nchichane)

“Our financial budget is affected. We are
concerned. You find that I did not plan to buy
medication. You will be obliged to take the re-
maining money to buy life. We are struggling.”
(FGD Muduwane)

Forgetting

The majority of the participants in this study
were elderly. Most of the participants identified
forgetting as a crucial barrier to medication ad-
herence. The participants seemed to be willing
to follow their medication regimen, however,
sometimes they just “forgot”.

 “I mostly forget to take my medication and I
believe that forgetting is often associated with poor
organization and getting old.”(FGD Madiga)

Another reason raised by the participants
that causes them to forget to take their medica-
tion is lack of family support that is not having
someone to remind them to take their medica-
tion. While forgetfulness on the part of the par-
ticipants is also a factor, the researchers see it as
unintentional non-compliance. Regardless of
memory loss or forgetfulness, the fact remains
that if the participants do not take their medica-
tion, it is not beneficial to them.

Cultural Differences

All the participants were Black African females.
They explained their cultural beliefs with regards
to hypertension, especially the belief that one of
the causes of hypertension is heredity.

“My mother and grandmother suffered from
hypertension. It is hereditary. In the past, the
illness was not noticeable because our parents
would in the absence of other treatments for
hypertension, do bloodletting to draw blood.”
(FGD Muduwane)

“We had a male paternal relative who was
a traditional healer. My traditional mother
took me to the healer. When we arrived, they
perform their usual way of throwing the bones
in order to find out what could be my problem.
He told my mother that I was not bewitched but

suffered from ngope (hypertension). The tradi-
tional healer took few small wooden sticks and
told my mother that when she arrives home, she
must cook on the fire place, burn wood, put on
the traditional bowl called “lengata” and put
the sticks inside, and take a blanket, cover me
(for the sticks to burn so to inhale the smoke).
When the smoke was too strong for me to han-
dle, I would scream and say mama I am dying.”
(FGD Muduwane)

It was discovered that the majority of the
participants consult traditional healers. The par-
ticipants also indicated that they still adhere to
the cultural norms and expectations of their tra-
ditions and that most of their chronic illnesses
need the traditional healer’s intervention first.
They seek Western medical attention when the
symptoms get worse.

“When we attempt to understand the illness
or disease, we will ask the questions why and
who. My belief is that any mental and physical
illnesses can be caused by failure to perform
traditional rituals…” (FGD Muduwane)

“I mix (both traditional and Western medi-
cine) because I want to preserve my culture…
So under those circumstances I am obliged to
go to the clinic and traditional healers.” (FGD
Sefateng)

“The use of traditional medicine is highly
recommended in my family. For hypertension
the ‘ngaka’ traditional healer uses a mixture of
herbs and other secret stuff, but the most com-
mon administration method is boiling a root
and drinking the decoction.” (FGD Nchichane)

DISCUSSION

The participants in the study provided a va-
riety of vivid explanations for their reasons for
not adhering to their medication regimes. Wom-
en living with hypertension were selected to
participate in this study since hypertension is
the most common chronic condition in South
Africa (Hasumi and Jacobsen 2012; Health24
2013; The Heart and Stroke Foundation-South
Africa 2013; MEDIMED 2013).

Patients with health literacy problems are less
likely to understand and participate in disease
prevention and health promotion programs
(Gazmararian et al. 1999; Scott el al. 2002; Adams
2010) and are more likely to be hospitalized, than
those with adequate health literacy (Baker 2002;
Dennison 2011). From this study, it seems that
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the problem of inadequate literacy is greater in
older patients. Findings from previous research
conducted show that the majority of patients
older than 60 years of age perform at the lowest
levels of literacy, and have limited ability to fill
out forms (National Center for Education Statis-
tics 2005; Duhaney 2010). According to the par-
ticipants, at times the medical condition is not
explained to them in words they can understand
with the assumption that patients can read and
understand the materials given to them. This
shows that inadequate health literacy can result
in difficulty in accessing healthcare, following
instructions from a doctor, and taking medica-
tion properly (Safeer and Keenan 2005; Oladun-
joye 2013). Medical information is communicat-
ed better when spoken slowly (Safeer and
Keenan 2005), when simple words are used and
a restricted amount of information is presented.

Determinants to therapeutic non-adherence
to medicine have been studied extensively in
the past, especially in Western countries such
as Europe and the US (Vermeire et al. 2002; Kar-
das et al. 2013). The predictors for non-adher-
ence to medicine remain complex and dependent
on personal and contextual factors. This study
has presented a unique insight into the opin-
ions and beliefs of the patients themselves, with-
in their personal and culturally specific context.
The two main determinants that can be derived
from the results are medication cost and cultural
barriers.

With regards to financial constraints, medi-
cation costs pose a significant burden to many
adults with hypertension and therefore contrib-
ute to decreased treatment adherence. Many
participants reported cutting back on basic
needs to pay for their medication, and many oth-
ers incurred debt or borrowed money from fam-
ily members and friends to pay for their medica-
tion. These financial consequences of the cost
of medication affect the health and well-being of
women with hypertension. The Dikgale commu-
nities experience a high rate of unemployment
and poverty hence the majority of the partici-
pants in this study are elderly and are taking
care of their children and grandchildren who are
unemployed. Due to their advanced age, most
of the participants identified forgetfulness as a
crucial barrier to their medication adherence.
Forgetfulness has been well documented in other
studies as the most common reason for medica-

tion non-adherence (Hong et al. 2006; Jimmy and
Jose 2011; Khatib et al. 2014).

Cultural barriers to treatment and compliance
are not always easy to ascertain, and therefore
create gaps in effective communication, that im-
pedes the success of treatment. There is no way
for health and social care professionals to pre-
dict specific cultural barriers with certainty in
every situation, so cross-cultural communica-
tion skills become extremely important in uncov-
ering misperceptions that will impede treatment
(Carteret 2014). In the specific rural South Afri-
can context, it seems crucial to take on board the
people who perform traditional healing rituals
as partners in healthcare. The study has shown
that the majority of women’s beliefs lie in tradi-
tional rituals and practices to remain in and to
regain good health. Although traditional heal-
ing rituals have gained only limited acknowl-
edgement from the mainstream medicine com-
munity, they can serve as a means to detect
health problems in their early stages in the Black
African community. The results have shown that
women suffering from hypertension tend to seek
help from traditional healers in the early stages
of health problems. It is only in the later stages
that they turn to Western medicine.

CONCLUSION

Women with inadequate health literacy face
many obstacles when accessing and using the
healthcare system. Literacy problems can inhib-
it a woman’s ability to attend appointments or
follow the doctor’s instruction on how to take
her medication. Financial constraints pose a se-
rious challenge to many women living with hy-
pertension, since they have to compromise their
health and family when they opt to buy medica-
tion instead of other basic needs. Forgetfulness
is seen as an unintentional non-compliance. The
participants still adhere to their cultural norms
and expectations. This is a challenge that the
health and social care providers can explore in
the pursuit for better health for their patients,
and to raise awareness to their patients about
the danger of not adhering to medication.

The researchers believe these results can
further help healthcare workers understand the
way people cope with medication use and fur-
thermore, the results give more insight for health-
care workers to improve treatment for chronic
patients in the rural area of Dikgale. An impor-
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tant aspect in the improvement of treatment for
chronic patients is the involvement of tradition-
al healers as key figures in the community to
detect health problems in their early stages.
Therefore the role of traditional healers in prima-
ry healthcare should not be underestimated.

RECOMMENDATIONS

Health and social care professionals should
be aware that most patients are unwilling to ad-
mit that they have literacy problems, financial
constraints, are forgetful and have cultural dif-
ferences. The medication instructions should
comprise short words, simple sentences, and
have clear illustrations. In addition, health and
social care professionals should verbally rein-
force written instructions. Complementing each
other at professional level, social service pro-
fessionals, through assessment can assist if cli-
ents are referred to them by the healthcare prac-
titioners, by referring the patients to appropri-
ate and relevant resources for further interven-
tion. Furthermore, these professionals can as-
sist the elderly in dealing with their forgetful-
ness through patient education sessions and
home visits, when considering that chronic for-
getfulness is most often associated with poor
organization and cognitive decline.

To maximize understanding in the context of
cultural differences, health and social care pro-
fessionals need to build up rapport with patients
in order to demonstrate an awareness of cultur-
ally based family dynamics, recognize how dif-
ferent cultures perceive medical assistance and
how this perception affects open communica-
tion. The health and social care professionals
can also express an awareness of traditional rem-
edies used by many patients from various cul-
tures, as well as take a genuine interest in the
patients’ use of these remedies and cures with-
out judgment.
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