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IMPROVING MEDICATION ADHERENCE IN 

HYPERTENSION:  WHAT PHYSICIANS CAN DO 
 

According to the definition of the World Health Organization (WHO), "adherence" is 

understood as the degree of compliance of the patient's behavior with the recommendations 

received from the doctor regarding the intake of drugs, adherence to lifestyle changes [1]. Closely 

related to adherence is another parameter: persistence or constancy of taking therapy in the 

recommended regimen. This indicator reflects the time during which the patient takes the 

recommended therapy in strict accordance with the recommendations given to him. It is generally 

accepted that persistence of 80% or more reflects the high adherence of the patient to the therapy 

regimen prescribed by the doctor [2]. 

The term "adherence" is actively used by scientists and clinicians, because the previously 

used term "compliance" implies passive obedience to the doctor and the patient's implementation 

of the prescribed recommendations, and "adherence" implies cooperation and partnership between 

the doctor and the patient with the latter's active involvement in the treatment process [1]. 

According to WHO, low adherence is the main reason for the decrease in the therapeutic 

effect of treatment and one of the reasons for the development of cardiovascular complications, 

an increase in the frequency of relapses of the underlying disease, a decrease in the quality of life 

of patients, and an increase in treatment costs. At the same time, the level of adherence to treatment 

for chronic diseases ranges from 43% to 78% [3]. A large meta-analysis examining adherence to 

therapy in cardiovascular diseases (CVD) in European countries also showed that the level of 

adherence to prescribed treatment remained extremely low, amounting to ~40%. At the same time, 

one in ten deaths from cardiovascular causes and 13 cases of new cardiovascular complications 

per 100 people per year were the result of low adherence [4]. Low adherence to antihypertensive 

therapy is accompanied by an increase in the incidence of hypertensive crises and hospitalizations 

due to worsening of the course of hypertension [5]. 

On the other hand, it has been shown that high adherence of patients to antihypertensive 

therapy (not <80% of the time of adherence to the recommended therapy regimen) increased the 

probability of reaching the target BP level by 1.5 times, while low adherence to the main classes 

of cardiovascular drugs (beta-blockers, inhibitors of the renin-angiotensin-aldosterone system, 

statins), on the contrary, was accompanied by an increase in the risk of hospitalization for 

cardiovascular reasons by 10-40% [6, 7]. 

Key Factors Influencing Treatment Adherence 

It is known that adherence to treatment depends on a number of reasons, and therefore WHO 

identifies >250 factors that can affect patient adherence to treatment [1]. In most papers devoted 

to the issues of adherence to treatment, the most significant factors are combined into 4 main 

groups. The first group includes factors related to the individual characteristics of the patient: age, 

gender, education, psycho-emotional status, physical data, the presence of concomitant pathology, 

the cognitive status of the patient, social, cultural, national characteristics of nutrition and life, 

family and religious traditions. The first group can also include low awareness of one's disease, 

the social influence of the environment, including the level of patient support from the family, an 

unhealthy lifestyle, and others. 
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The second group includes factors associated with the doctor. These are the personal 

characteristics of a healthcare professional, the doctor's ability to communicate easily, in 

particular, the ability to inform the patient about the disease and prognosis in an accessible way; 

the ability to establish a trusting partnership with the patient. This group should also include the 

doctor's motivation to follow the principles of modern rational antihypertensive therapy, which 

determines the degree of "therapeutic inertia" of practicing doctors, which affects the patient's 

behavior and his willingness to follow the recommendations given to him. The third group 

includes factors related to the organization of the healthcare system and the availability of medical 

services, qualified medical care and drugs: these are the equipment of medical institutions, the 

level and quality of medical care and services provided, as well as the level of awareness and 

quality of patient education at the population level. through the media. A special place as a factor 

of non-adherence in patients with CVD is occupied by the availability of drugs and preferential 

provision of this category of citizens with drugs. The fourth group consists of factors related to 

the characteristics of the treatment: the need to take a large number of drugs, complex drug therapy 

regimens, insufficient efficacy and/or poor tolerability of treatment and the development of side 

effects. 

Therefore, the problem of non-adherence in patients with chronic CVD, and, in particular, 

with hypertension, is multifactorial and requires an integrated approach aimed at the main factors 

associated with the risk of non-adherence both on the part of the patient and the practitioner. 

Ways to deal with problems associated with poor adherence 

To date, the most reasonable ways to solve and overcome non-adherence to therapy are 

measures aimed at the patient and the doctor. 

The question of how non-modifiable factors such as age and gender affect the adherence of 

a patient with chronic diseases, in particular hypertension, to the prescribed therapy is widely 

discussed. Age is a well-studied independent factor that increases the risk of hypertension and 

high pulse pressure, which, in turn, determines the increased incidence of polymorbid 

cardiovascular disease in older patients [8]. Aging itself is associated with an increase in the 

prevalence of hypertension, as well as comorbid conditions such as dyslipidemia, coronary artery 

disease, chronic heart failure, atrial fibrillation, stroke, cognitive impairment, and depression. This 

probably explains the fact that with age, polypharmacy, which involves taking five or more classes 

of drugs, is becoming more common, reaching 44% according to some data [9]. 

There is evidence that adherence is better in older age groups than in younger patients. Thus, 

persons over 60 years of age are more adherent to the recommended therapy compared with 

younger patients [3]. The results of the analysis of data from the Swedish cohort of patients with 

hypertension (n=5225) show that after 2 years of follow-up, adherence to antihypertensive therapy 

in people over 60 years old was significantly higher compared to younger patients - from 30 to 49 

years old, and amounted to ~70 % [10]. At the same time, there are contradictory data showing 

that with increasing age there is a decrease in adherence and time spent on therapy. 

It is obvious that the factors explaining this trend are the polymorbid status, which is more 

common in this group of patients and which significantly increases the drug load on the patient, 

as well as the existing trend towards an increase in the prevalence of cognitive dysfunctions, which 

increase the likelihood of self-cessation of drug therapy by more than 2 times, compared with 

those under 60 years of age, and depression, the risk of which increases by 37-46% in the older 

population of patients with hypertension [11, 12]. 

Thus, it becomes obvious that today it is important to introduce into clinical practice 

measures that increase adherence to antihypertensive therapy, taking into account the age 

characteristics of patients. In particular, one of the most effective interventions with proven 

effectiveness in improving adherence to therapy is the use of fixed combinations of 

antihypertensive drugs, which, in addition to the above, increases the effectiveness and tolerability 

of therapy, and also reduces the drug burden on the patient [13, 14]. 
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Conclusions 

Summing up, it can be argued that despite the multifactorial nature of the problem of non-

adherence to therapy in patients with hypertension and the need for an integrated approach to 

eliminate it, the use of fixed combinations of antihypertensive drugs is one of the most rational 

and simple ways to solve it for both the doctor and the patient. Increasing adherence to medical 

recommendations will help improve the effectiveness of therapy and reduce the burden of such a 

common disease as hypertension. 
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