Journal of Diabetes Mellitus, 2015, 5, 319-329 .0’0 Scientific

Published Online November 2015 in SciRes. http://www.scirp.org/journal/jdm ":’0 sﬁzﬁ:ﬁ’igg
¢

http://dx.doi.org/10.4236/jdm.2015.54039

Personality Traits, Medication Beliefs &
Adherence to Medication among Diabetic
Patients Attending the Diabetic Clinic in a
Teaching Hospital in Southwest Nigeria

Adeyinka Adeniran!*, Modupe Akinyinkal, Kikelomo O. Wright!, Omowumi Q. Bakare?,
Olayinka O. Goodmanl, Yetunde A. Kuyinu?, Olumuyiwa 0. Odusanya?, Akin Osibogun?

1Department of Community Health and Primary Health Care, College of Medicine, Lagos State University, Lagos,
Nigeria

’Department of Community Health and Primary Care, College of Medicine, University of Lagos, Lagos, Nigeria
Email: ‘yinkadeniran@yahoo.com

Received 28 October 2015; accepted 21 November 2015; published 24 November 2015

Copyright © 2015 by authors and Scientific Research Publishing Inc.
This work is licensed under the Creative Commons Attribution International License (CC BY).
http://creativecommons.org/licenses/by/4.0/

Abstract

Background: Non-adherence to drug therapy is an important cause of treatment failure among pa-
tients with chronic conditions like diabetes. Previous researches have presented associations
among personality traits, medication beliefs and adherence to long-term medication treatment in
individuals with different chronic diseases. However, there is limited knowledge about associa-
tions among personality traits, medication belief and adherence to diabetic treatment in Africa. It
was on this basis that this study was undertaken to assess the personality traits and personal be-
liefs of patients on medication for Diabetes Mellitus (DM) and to also assess adherence to treat-
ment. Methodology: This study was a descriptive cross sectional study. Using a systematic random
sampling technique, 223 patients attending the diabetic clinic of Lagos State University Teaching
Hospital, Lagos were selected over a period of 12 weeks. Patients were interviewed using the Big
Five-factor Personality Inventory, Medication Belief Questionnaire and the Medication Adherence
Report Scale. Data were statistically analyzed using descriptive statistics, Student’s t-tests, Chi
Square Tests and Pearson’s correlations analysis. Results: Non-adherence was estimated to be
40.8%. Non-adherent respondents had lower mean score of neuroticism personality traits com-
pared to adherent respondents. Pearson’s correlation analysis showed a weak negative relation-
ship between neuroticism personality trait and adherence behaviour (P < 0.05). There was also a
statistically significant weak correlation (r = 0.1) between specific concern medication belief and
adherence to medication among respondents in the study (P < 0.05). Conclusion: Personality traits
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of diabetic patients can influence their adherence to treatment. Patients with neuroticism person-
ality trait and specific concern medication belief tend to be non-adherent to medication. Healthcare
providers should therefore pay more attention to the personality traits and medication beliefs of
patients in providing effective management for diabetic patients.

Keywords

Personality Traits, Medication Beliefs, Adherence to Medication, Diabetes

1. Introduction

Chronic diseases such as diabetes mellitus require lifelong drug treatments which affect patients in many ways
bringing about various restraints. Diabetes is a complex disorder requiring the continuous attention of both
healthcare providers and patients. Even though individuals with diabetes mellitus (DM) have been shown to have
an impact on treatment outcome by participating in the disease management, adherence to these activities has
been found to be poor, especially when looking at long-term changes [1]. In particular, non-adherence to drug
therapy is an important cause of treatment failure and a consequence of many chronic diseases, with a reported
30% - 80% of non-compliance among patients with Acquired Immune Deficiency Syndrome (AIDS), tuberculo-
sis, hypertension and dyslipidaemia [2].

The current prevalence of DM in Nigeria is in the region of 8% - 10% [3]. Three types are frequently recog-
nised, namely, Type 1 DM (T1DM), Type 2 DM (T2DM) and gestational diabetes. T2DM is the most common-
ly documented form, accounting for about 90% - 95% of all cases of DM in most endocrine clinics [4]. Adhe-
rence can be defined as the extent to which the patient’s behaviour matches the agreed recommendations from the
prescriber and the prescription. Factors associated with non-adherent behaviour include socioeconomic factors,
therapy-related factors, condition-related factors, health care system factors and patient-related factors such as
personality traits and patients’ beliefs about medicines [5]. Generally, only about half of all patients on medication
are actually adherent [4].

Among 150 diabetic patients sampled in New York City, 28% did not adhere to medications. Their beliefs
about DM and the medications were significantly associated with the non-adherent behavior [6]. In Malaysia, a
study conducted in a Primary Health Clinic (PHC) among 557 diabetic patients reported over half (53%) of the
participants as being non-adherent to medication, with age, medication knowledge and co-morbidities being
predictors of non-adherence [7]. In Nigeria, a study on the adherence to anti-diabetic drug therapy and self-
management practices among type-2 diabetics conducted in the South west revealed that 59% of patients were
not adherent due to various reasons including finance, side effects and perceived inefficacy of the anti-diabetic
drugs [8].

Adherence rates to both insulin and oral hypoglycaemic medications as low as 26.4% were reported among
220 DM patients in a study conducted in Ilorin, Nigeria [9]. An adherence rate of 72.5% to oral hypoglycaemic
medications was however reported among 120 patients attending the family medicine clinic of a Federal Medi-
cal Centre in Eastern Nigeria [10].

Although there is a paucity of local data about personality trait, patient medication beliefs and adherence, it
has been documented that associations among patients’ personality trait, personal beliefs about medicines and
self-reported adherence to medications exist [5] [11]-[14]. However, data from older studies revealed that medi-
cation beliefs and personality trait appeared to be more powerful predictors of reported adherence than the clin-
ical and socio-demographic factors [12]-[14].

Adherent behaviour is said to be associated with personal beliefs about the specific prescribed medication and
its necessity for controlling illness balanced against concerns about the possible negative effects of medications
[15].

Measuring adherence to medications among DM patients would provide information about adherence rates in
this environment. In addition, assessing associations among adherence, patients’ personality traits and medication
beliefs can provide essential details about how these factors predict adherence serving as an essential tool for
physicians, other health care providers, and public health practitioners. This can aid the counselling and effective
communication with patients for improved medication and therapy adherence, better treatment outcomes and pre-
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vention of complications.

The general objective of this study was to assess adherence to medications among diabetic patients attending
the diabetes clinic of a Tertiary Health Institution. The specific objectives were to assess the personality traits
and personal beliefs of patients on medication for DM, to determine adherence to medication for DM among the
patients, and to identify any association among personality traits, personal beliefs about medication and adhe-
rence to therapy among the patients.

2. Materials and Methods

Lagos State is located in South-Western Nigeria and lies on longitude 3°24'E and latitude 6°27'N. Lagos State
has an estimated population of 15 million people, is made up of 20 Local Government Areas, and 37 Local
Council Development Areas. Ikeja, the capital of Lagos State is urban, with an area of about 46.2 sq'Km and a
population of about 313,196 inhabitants [16].

Lagos State University Teaching Hospital, Ikeja (LASUTH) was commissioned as a General Hospital in 1955,
as it was originally a Cottage Hospital and was subsequently upgraded to a Teaching Hospital in 2001 [17]. It is
a multi-specialist hospital with a total bed complement of 484 and a staff complement of 1686 including 93 ho-
norary consultants [ 18]. The premise also houses the Lagos State University College of Medicine (LASUCOM).
The hospital runs several clinics such as the Chest clinic, Immunization clinic, Pediatrics clinic, Surgical clinics,
Obstetrics and Gynecology clinics, General out-patient clinics, and the Medical clinics, including the Diabetes
clinic where patients who are being managed for DM are attended to.

2.1. Measurement of Adherence

Measurement of adherence can only be an estimate of a patient’s actual behavior. Methods used include subjec-
tive ones such as provider and patient reports of adherence, use of standardized patient-administered question-
naires (General and Specific), while objective methods include counting of remaining dosage units, electronic
monitoring device (Medication Event Monitoring System, MEMS) and the use of pharmacy prescription records
[4]. No single method is considered optimal and feasible combinations are expected to provide more accurate
information about adherence [4]. In Nigeria, pharmacy records may be inaccurate and misleading as patients pa-
tronize several pharmacies, MEMS would be financially unfeasible and so standardized patient-administered ques-
tionnaires are considered the most appropriate in these circumstances.

2.2. Assessment of Personality Traits

In Psychology, the taxonomy of personality traits are collectively called the Big Five [19]. The Big Five Factors
or personality traits are five broad domains or dimensions of personality that are used to describe human perso-
nality which are able to account for different traits in personality without overlapping. It has been shown that the
Big Five personality traits show consistency in interviews, self-descriptions and observations and appear to be
found across a wide range of participants of varying ages and cultures [20]. The five factors are openness, con-
scientiousness, extraversion, agreeableness, and neuroticism. These traits may be measured in a variety of ways
including the use of Big Five Inventory (BFI), the International Personality Item Pool (IPIP), the Big Five aspect
scales (BFAS), the Big Five mini markers, Ten Item Personality Inventory (TIPI), the NEO Personality Inven-
tory-Revised (NEO PI-R) and the NEO Five Factor Inventory (NEO FFI), the last 2 being commercial [19].
However, many of these methods have too many items to be practicable in a clinical setting, and the very short
TIPI would result in some measurement tradeoffs [20]. The BFI which is a 44-item inventory that measures an
individual on the Big Five Factors (dimensions) of personality and further sub divides each factor into personal-
ity facets was therefore adopted as most appropriate for this study [21].

2.3. Study Population

The study population was selected from the diabetic patients receiving medications at the Diabetes Clinic of
LASUTH.

2.4. Study Design

The study is cross sectional and descriptive with the use of structured interviewer-administered questionnaires.

()
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2.5. Sample Size

Using an appropriate formula, the required sample size for the study was determined at 218.

2.6. Sampling Method

Patients were selected using systematic random sampling method. A sampling interval of 3 was derived from
810 (average population of patients in 3 months)/242 (calculated sample size). Therefore, every 3" patient who
met the inclusion criteria was selected until the sample size had been attained.

2.7. Inclusion Criteria

1) Patients must have been on anti-diabetic medications for at least 6 months.
2) Patients must be aged 15 or above.

2.8. Exclusion Criteria

Patients who are critically ill were excluded from the study.

2.9. Survey Instruments

An interviewer-administered structured questionnaire adapted from the General Beliefs about Medicines Ques-
tionnaire (BMQ) and the Medical Adherence Report Scale (MARS) used in studies conducted in Sweden was
modified and used for the study [22]. The first section (section A) of the questionnaire elicited socio demo-
graphic information, section B dealt with medical and drug history, section C was about personality traits, sec-
tion D elicited beliefs about medicines, while section E measured adherence to medications. All the statements
in sections C to E were answered on a five-point Likert scale: 1 = strongly disagree, 2 = disagree, 3 = uncertain,
4 = agree and 5 = strongly agree.

2.10. Data Collection

The questionnaires were administered by 3 research assistants who were trained for 2 days prior to data collec-
tion.

2.11. Data Analysis

Mean scores were calculated for each participant and for all BMQ sub-parts from one to five. A higher mean in-
dicated a stronger belief in the concept described.

The BFI scale scoring for Personality Trait was used. (“R” denotes reverse-scored items):

Extraversion: 1, 6R, 11, 16, 21R, 26, 31R (Range of Score = 7 - 35);

Agreeableness: 2R, 7, 12R, 17, 22, 27R, 32, 37R, 42 (Range of Score =9 - 45);

Conscientiousness: 3, 8R, 13, 18R, 23R, 28, 33, 43R (Range of Score = 8§ - 40);

Neuroticism: 4, 9R, 14, 19, 24R, 29, 34R, 36, 38, 39 (Range of Score = 10 - 50);

Openness: 5, 10, 15, 20, 25, 30, 35R, 40, 41R, 44 (Range of Score = 10 - 50).

The Beliefs About Medication Questionnaire (BMQ) had two sections; BMQ Specific which had Necessity
Belief with three items and Concern Belief with five items; BMQ General had Harm Belief with two items,
overuse belief with two items and Benefit Belief with one item. Each item is scored 1 for a positive response and
0 for a negative response.

The Medication Adherence Report Scale that was adapted had 6 items with Yes/No responses. Each positive
response attracted one point while negative responses attracted zero. A total score less than 75% (4.5/6) was re-
garded as being non-adherent [23].

Statistical analysis was conducted using Epi Info Software Version 3.5.1 (August 2008). Associations be-
tween proportions were determined using the chi square test, while differences in means were assessed using the
Student’s test statistic. Relationships between Personality trait score, Medication Belief Score and Adherence
scores were determined using Pearson’s correlation coefficient statistic. Tests of significance were performed
using a 95% confidence interval with the level of significance set at P < 0.05.

(=)
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Data were summarized and key variables described. Outcome measures included personality traits, patients’
medication beliefs, medication adherence rates, and associations between the traits, beliefs and adherence rates.

2.12. Ethical Considerations

Ethical clearance was obtained from the Health Research and Ethics Committee (HREC) of the Lagos State
University Teaching Hospital, permission was obtained from the Chief Medical Director of LASUTH and the
Consultants in charge of the clinic. In addition, respondents were also assured of the confidentiality of data col-
lected and were provided the option of withdrawal at any point during the survey without any consequence on
their management.

2.13. Consent Procedure

Informed written consent was obtained from each respondent prior to data collection with the aid of a consent
form.

2.14. Study Limitations

Information obtained may be subject to courtesy and recall biases.

3. Results

A total number of 223 respondents were recruited into the study having met the inclusion criteria. The mean age
of respondents in this study was 61.4 years. The Majority of the respondents 139 (62.3%) were females, male:
female ratio was 1:1.7. Most of the respondents (70.4%) were married and about 21% were widowed. All the
respondents had at least primary education. Thirty five percent had tertiary and postgraduate education. About
85% of respondents earned at least N 20,000 per month and the Median income of respondents was N 40,000
(Table 1).

Most of the respondents (87.4%). had been diabetic for more than 2 years (48 months) with an average dis-
ease period of 10.3 years (123.0 months). Also, the average period of treatment for diabetes was 9.2 years (111.0
months). More than 58% of the participants had a co morbidity; mostly hypertension in about 91% of cases.
More than two thirds (63.7%) of respondents were on more than three drugs at a time (Table 2).

The mean score for agreeable, conscientious, extraversion, neuroticism and openness personality traits among
the respondents were 34.2, 31.1, 23.4, 26.7 and 34.3 respectively; While the mean score for necessity, concern,
harm, overuse & benefit beliefs among respondents were 9.0, 11.3, 4.2, 6.2 and 4.2 respectively (Table 5). The
description and range of scores in the scales are outlined in the methodology.

On adherence, 37.2% of respondents reported they sometimes forget to take their drugs, while 28.7% some-
times decide to miss out a dose. About 72% of the participants reported they did not take their drugs a day be-
fore. Overall, 59.2% of respondents were adherent to their treatment while 40.8% were not. The mean total ad-
herence score was 4.6 (Table 3 and Table 4).

There was no statistically significant association between the age, marital status, level of education & adhe-
rence to medication in this study. However, there was a statistically significant association between the gender
of respondents and adherence to medication. A higher proportion of males (70.2%) were more likely to adhere
to their medication compared to females (52.5%), and this was statistically significant (P < 0.05) (Table 1).

There was no statistically significant association between the duration of being diabetic, duration of treatment,
presence of a co morbidity and adherence to medication (P > 0.05). Although, a higher proportion (62.7%) of
respondents who were on more than three medications were adherent compared to those on three or less number
of medications (51.9), this was not statistically significant (P > 0.05) (Table 2).

There was a statistically significant difference in the mean neuroticism personality trait score of adherent
compared to non-adherent respondents. The non-adherent respondents had a higher mean score of neuroticism
personality (27.6) compared to adherent respondents (25.8) and this was statistically significant (P < 0.05). There
was no statistically significant difference in the mean extraversion, openness, agreeable and conscientious per-
sonality traits scores of adherent and non-adherent respondents (P > 0.05). There was no statistically significant
difference in the mean score of adherent and non-adherent respondents with necessity, harm, overuse and benefit
medication beliefs (P > 0.05). Although the mean concern medication belief of non-adherent respondents was
higher (11.8) than the adherent group (11.0), this was however not statistically significant (P > 0.05) (Table 5).

(=)
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Table 1. Association between socio-demographic & adherence.

Adherence (N = 223)

Variable Freq (%) S e Statistics P value
Age (years)
<30 73.1) 2 (28.6) 5(71.4) 7=177 0.054
30-40 7@.1) 5(71.4) 2(28.6)
40 -50 23(10.3) 14 (60.9) 9(39.1)
>50 185(83.1) 70 (37.8) 115 (62.2)
NR 1(0.4)
Total 223 (100.0) 91 (41.0) 131 (59.0)
Mean + SD 61.4+13.1 59.7+13.2 62.6+13.0 t=1.6 0.113
Median (range) 63.5 (15-93) 60.0 (13-85) 65.0 (12-93)
Gender
Male 84 (37.7) 25(29.8) 59 (70.2) =68 0.007
Female 139 (62.3) 66 (47.5) 73 (52.5)
Total 223 (100.0) 91 (40.8) 132(59.2)
Marital status
Single 9(4.0) 4(44.4) 5(55.6) =42 0.375
Married 157 (70.4) 66 (42.0) 91 (58.0)
Widowed 47 (21.1) 20 (42.6) 27 (57.4)
Separated 8(3.6) 1(12.5) 7(87.5)
Divorced 2(0.9) 0(0.0) 2 (100)
Total 223 (100.0) 91 (40.8) 132 (59.2)
Educational level
Primary 58 (26.0) 21(36.2) 37 (63.8) =15 0.675
Secondary 63 (28.3) 29 (46.0) 34 (54.0)
Tertiary 53(23.8) 20 (37.8) 33(62.2)
Postgraduate 25(11.2) 11 (44.0) 14 (56.0)
NR 24 (10.8)
Total 223 (100.0) 81 (40.7) 118 (59.3)
Household income
<20,000 33 (14.8) 12 (36.4) 21 (63.6) =15 0.689
20,000 - 50,000 102 (45.7) 44 (43.1) 58 (56.9)
51,000 - 100,000 34 (15.2) 17 (50.0) 17 (50.0)
>100,000 11(4.9) 4(36.4) 7 (63.6)
NR 43 (19.3)
Total 223 (100.0) 77 (42.8) 103 (57.2)
Mean + SD 51,402.6 + 54,041.7 49,789.3 + 44,040.9 t=0.2 0.826
Median 40,000 30,000 40,000

NR: Non Response.
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Table 2. Association between drug history & adherence.

Adherence
Variable Freq (%) Statistics P value
Non-adherence Adherence
Duration of being diabetic (months)
6-12 10 (4.5) 5(50.0) 5(50.0) 7=31 0.371
13-24 18 (8.1) 7 (38.9) 11(61.1)
25-48 36 (16.1) 19 (52.8) 17 (47.2)
>48 159 (71.3) 60 (37.8) 99 (62.2)
Total 223 (100.0) 91 (40.8) 132 (59.2)
Mean = SD 123.0 £ 98.5 121.5+101.9 124.3 +£96.6 t=0.2 0.834
Median 96.0 84.0 96.0
Duration on treatment (month)
6-12 13 (5.8) 7(53.8) 6(46.2) 27=39 0.270
13-24 23(10.3) 7(30.4) 16 (69.6)
25-48 37 (16.6) 19 (51.4) 18 (48.6)
>48 150 (67.3) 58 (38.7) 92 (61.3)
Total 223 (100.0) 91 (40.8) 132 (59.2)
Mean = SD 111.0+£92.0 106.6 £ 91.1 114.1+93.1 t=0.6 0.352
Median 84.0 72.0 84.0
Co-morbidity
Yes 131 (58.7) 54 (41.2) 77 (58.8) 2=0.1 0.454
No 79 (35.4) 34 (43.0) 45 (57.0)
NR 13 (5.8)
Total 223 (100.0) 88 (41.9) 122 (58.1)
No. of medications on
1 12(5.4) 6 (50.0) 6 (50.0) =23 0.302
2-3 65(29.1) 31 (47.7) 34 (52.3)
>3 142 (63.7) 53(37.3) 89 (62.7)
NR 4(1.8)
Total 223 (100.0) 89 (40.8) 129 (59.2)
Mean No. of medications + SD 45443 47+6.4 44+1.8 t=0.6 0.581
Table 3. Adherence to medication among respondents.
Adherence to medication (N = 223) Yes No NR
Sometimes, | forget to take my medicine 83 (37.2) 136 (61.0) 4(1.8)
Sometimes, I alter the dose of my medicine 53 (23.8) 166 (74.4) 4(1.8)
I stopped taking my medicines for a while 53 (23.8) 166 (74.4) 4(1.8)
Sometimes, I decide to miss out a dose 64 (28.7) 155 (69.5) 4(1.8)
Sometimes, I take less than instructed 29 (13.0) 190 (85.2) 4(1.8)

Did you take your drug yesterday 160 (71.7) 59 (26.5) 4(1.8)
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Table 4. Medication adherence scores.

Frequency (N = 223) (percent)

Adherence
Non-adherence 91 (40.8)
Adherence 132 (59.2)

Adherence score
Mean + SD 46+1.5

Median (range) 5.0(0-06)

Table 5. Means Score of patients’ personality traits, beliefs about medicines (BMQ), comparing non-adherent with adherent
patients.

Scale score means (SD) (n = 223)
Variables Total mean score = SD t test P value
Non-adherence Adherence

Personality trait

Neuroticism 26.7+4.7 27.6+5.0 258+4.4 2.6 0.011
Extraversion 234+3.8 23.1+3.5 23.6+39 0.9 0.375
Conscientiousness 31.1£3.7 31.0£3.8 31.1£3.7 0.2 0.814
Openness 343+5.0 343452 343+49 0.0 0.980
Agreeableness 342+43 343+47 342+4.1 0.1 0.891

Medication belief

BMQ specific

Necessity 9.0+22 88+23 9.1+£22 0.9 0.347
Concern 11.3+£3.2 11.8+3.1 11.0+3.2 1.8 0.078
BMQ general
Harm 42+19 44421 4.1+1.8 1.0 0.331
Overuse 62+22 6.5+£2.2 6.1+£22 1.2 0.233
Benefit 42+0.9 42+0.9 42+09 0.5 0.610

There was a statistically significant but weak negative correlation (r = —0.1) between neuroticism personality
trait and adherence. The higher the neuroticism, the lower the adherence (P < 0.05). There was also a statistical-
ly significant correlation (r = 0.2) between concern medication belief and adherence to medication. The higher
the concern medication belief, the lower the adherence to medication and this was statistically significant (P <
0.05) (Table 6).

4. Discussion

We assessed the personality traits, medication beliefs and adherence to anti diabetic treatment among patients
attending the Diabetic Clinic of Lagos State University Teaching Hospital Lagos. The mean age of respondents
in this study was 61.4 which was similar to what was reported in other studies [6]. Most of the patients on treat-
ment for chronic condition like diabetes are usually in their middle and old age [3]. In this study, the majority of
the respondents 139 (62.3%) were females. As in most other studies, females tend to have better health seeking
behaviours than men [6] [8].

The average period respondents in this study had been diabetic was 10.3 years (123 months) and the average
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Table 6. Correlation between respondents’ personality traits, medication beliefs and level of adherence.

Adherence
r F test P value
Personality
Neuroticism 0.1 4.8 0.049
Extraversion 0.1 2.8 0.094
Conscientiousness 0.0 0.5 0.471
Openness 0.0 0.5 0.492
Agreeableness 0.0 0.1 0.805
Medication belief
BMQ specific
Necessity 0.1 2.3 0.136
Concern -0.2 6.7 0.010
BMQ general
Harm 0.0 0.9 0.346
Overuse 0.0 0.9 0.342
Benefit 0.0 0.1 0.769

period they had been on treatment for diabetes was 9.2 years (111 months). As in most studies, the average pe-
riod patients had been diabetic was 10 years and above [5]. More than 58% of respondents from this study had a
co morbidity; mostly hypertension in about 91%. This is also comparable with findings from other studies. In an
Ethiopian study on Diabetics, more than 61% of respondents had hypertension as a co-morbidity [24].

The results from this study also showed that 59.2% of respondents were adherent to their treatment while 40.8%
were not. Proportions of non-adherent patients vary from study to study. A US survey reported that 28% of pa-
tients were non adherent [5], which is similar to findings from a study done in an eastern part of Nigeria which
reported a non-adherence rate of 27.5% [9]. However higher figures of non-adherence (53.0%) were recorded in
the Malaysian study [6], and another study conducted in the Middle belt of Nigeria which reported that 73.6% of
respondents were not adherent [8].

In this study, there was a statistically significant association between the gender of respondents and adherence
to medication. This is similar to the findings of the study done in central Nigeria [8]. However, unlike findings
from some other studies, there was no statistically significant association between the respondents’ age, marital
status, level of education, co morbidity, and duration of being diabetic and adherence to medication in this study
[6] 8] [9].

In this study, there is a relationship between higher score in neuroticism personality trait and non-adherence to
medication. People with high scores on neuroticism have a higher propensity to display worry, anxiety and vul-
nerability to stress. In comparison, low scorers on this personality trait are more inclined to have an even-tempered
disposition [25]. The behavioural tendencies associated with higher scores on neuroticism may explain the
non-adherence behaviour among the respondents in this study. The findings are in line with previous research
findings showing associations between higher scores neuroticism and non-adherence to long- term medication
treatment [ 13]. And it is also similar to findings from a study on personality and adherence to antibiotic therapy
among the Swedish population [14]. In this study, there was no statistically significant relationship between
extraversion, openness, agreeable and conscientious personality traits and non-adherence behaviour of respon-
dents. This finding was at variance with reports from a study on personality and adherence to antibiotic therapy
among Swedish population which showed a relationship between agreeableness & conscientiousness personality
traits and adherence to medication [14].

Furthermore, there was association between adherence and beliefs about specific concerns. This is similar to
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findings from a study from the UK on predictors of adherence to secondary preventive treatment after stroke,
associations between BMQ-specific (Necessity and Concern) and adherence testing in which statistically signif-
icant associations were found with subscale Concern [26]. In another study among patients with theumatoid arthri-
tis, Concerns scores for non-adherent participants were higher than for the adherent group [27]. Findings from
this study also showed that the adherent respondents have higher specific necessity belief and lower general
harm & overuse beliefs which was not statistically significant, but in keeping with findings from other studies
[23] [28]. Most studies about medication adherence concluded that negative beliefs about medications could
serve as powerful barriers to successful adherence [29]-[31].

5. Conclusions

Although methods involved in adherence studies differ, the level of adherence identified in this study is similar
to findings from previous studies.

Personality traits of diabetic patients on anti-diabetics can influence their adherence to treatment and patients
with neuroticism personality trait particularly tend to be non-adherent to medication. Specific concern medica-
tion belief tends to be related to non-adherence to medications and negative medication belief can impair adhe-
rence to long-term medications. Concerns about long-term effects of anti-diabetic medications should be ad-
dressed by healthcare workers to minimize concerns and consequently improve medication adherence. Also,
healthcare providers should also pay more attention to the personality traits of patients, especially those with
neuroticism personality during medication counseling.
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