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Abstract: 

Introduction: Non-adherence to treatment has been one of the main obstacles to the control 

of tuberculosis. The objective of this study is to investigate the rate of adherence to 

medication among Tuberculosis (TB) patients. 

Methodology: This study was a descriptive, cross-sectional survey with analysis of the 

observed variables in tuberculosis patients. All adults aged 18years and above who were 

accessing treatment for tuberculosis at the chest clinic of the University of Ilorin Teaching 

Hospital, Kwara Statewere recruited for the study until the desired sample size of 544 was 

obtained. The sample size was determined using Fisher’s Formula. Structured, pre-tested 

interviewer – administered questionnaire was used for data collection and data were analyzed 

using SPSS version 16. Frequency tables and cross-tabulation of variables were done and p-

value <0.05 was used to determine statistical significance. 

Result: Respondents who had taken Anti-Tuberculosis drugs for 3-6 months [mean duration 

of 5.4 months, (SD=±1.8)] were 76.5% and all the TB patients (100%) received pre-treatment 

adherence instruction. More than three quarters (80.5%) of the patients did not miss their 

drugs in the last 3 months while majority (90.1%) of the patients did not miss their drugs in 

the last 7 days. There was statistically significant association between age and treatment 

adherence among the TB patients, (p=0.0165) with higher adherence among younger age 

groups. The respondents with no formal education (19.4%) were the highest proportion that 

missed their drugs.  

Conclusion & Recommendations: Adherence to Anti-Tuberculosis drugs is sub-optimal. 

Adherence monitoring plans such as home visiting and care should be sustained and home 

based care should be encouraged.  
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INTRODUCTION 

Tuberculosis is a leading infectious disease world-wide and it is among the ten leading causes 

of death in Nigeria.
1
 Also TB is a major public health problem in Nigeria, with an estimated 

450,000 cases occurring annually of which more than 50% are smear positive.
2
The social 

stigma associated with this disease compounds the problem. The World Health Organization 

estimates that over 1.7 billion people in the world have been infected with the tubercle 

bacillus, and over 20 million are with active disease.
3
Every year, there are about 8 million 

new cases and between 2 to 3 million deaths resulting from Tuberculosis
3
despite 

Tuberculosis is a curable disease.  

There are essentially six standard drugs for its treatment. Four are bactericidal, namely 

Isoniazid, Rifampicin, Pyrazinamide and Streptomycin while two are bacteriostatic 

namely,Ethambutol and Thiacetazone. The standard WHO regimen for the treatment of TB 

involves four drugs for the intensive phase of 2-3 months and two or three drugs for a further 

“Continuation phase” of 6 -8 months. Directly Observed Treatment Short Course (DOTS) is 

practiced. It is an internationally adopted strategy to improve adherence.  

Adherence is the extent to which a person`s behavior in taking medications corresponds with 

the agreed recommendation from a health care provider.
4
 The main difference between 

adherence and compliance is that adherence requires the patient`s agreement to the 

recommended drugs. The patient has to play active part in the process. Adherence is preferred 

by many health care providers because “Compliance” suggests that patient is passively 

following the doctor’s order and the treatment plan is not based on the therapeutic agreement 

between the patient and the health care provider.
5
Rates of adherence for individual patients 

are usually reported as percentage of the prescribed doses of medication actually taken by the 

patient over a specific period.
6,7

Some investigators have further refined the definition of 

adherence to include data on dose taking (taking the prescribed number of pills each day), the 

timing of doses (taking the pills within a prescribed period) and food restriction.
8
Adherence 

rates are typically higher among patients with acute disease conditions compared with those 

with chronic conditions.
8
 However, there is no consensual standard for what constitutes 

adequate adherence. Some trials consider rates greater than 80 percent to be acceptable 

whereas others consider rates of 95 percent and above to be mandatory for adequate 

adherence. 

In terms of TB control, adherence to treatment may be defined as the extent to which the 

patient`s history of therapeutic drug-taking coincides with the prescribed treatment.
9
The 
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adherence may be measured using either process-oriented or outcome-oriented definitions. 

Outcome oriented definitions use the end result of treatment. For example, the cure rate is 

used as an indicator of success while the process-oriented indicators make use of intermediate 

variables such as appointment keeping or pill counts to measure adherence
9
. 

Nigeria has the highest estimated number of  new TB cases annually among the African 

countries.
10

Also Nigeria ranks the 5
th

 among the 22 high burden countries in the world and 

total of 86,241 of all forms of TB cases were notified from the 36 states of Nigeria in 2007.
6
   

TB also accounts for about 6.7% of all deaths in the developing countries; including 18.5% of 

all deaths of persons between 15 and 45 years of age.
11

This makes TB the greatest cause of 

death from a treatable disease within the economically productive age group in the world.
12

 

The treatment for Tuberculosis in Nigeria is free based on the National Tuberculosis and 

Leprosy Treatment guidelines. In spite of the free access to anti-Tuberculosis drugs, non-

adherence to treatment has been one of the main obstacles to the control of this disease.
13

 

A nine year review of TB cases in Ilorin, showed a cure rate of 43.7% and a default rate of 

44.2%.
14

 Similar studies in Ife
15

 and Ibadan
16

 both in the southwestern part of Nigeria showed 

cure rates of 73% and 76.6% respectively. Although there is paucity of data on the level of 

Multidrug Resistant Tuberculosis (MDR-TB) in Nigeria, category 2 treatment failure cases 

have been reported suggestive of the existence of MDR-TB in the country.
2 

In patients on anti-tuberculosis drug therapy, poor adherence is recognized as a major cause 

of treatment failure, relapse and drug resistance.
17, 18

Also WHO estimates that 1.9% of all 

new TB cases may be resistant to the first line anti-tuberculosis drugs while among the 

previously treated TB cases resistance was about 9.4%.
19

The success of TB treatment is the 

sum of the patients who are cured and those who have completed treatment under the 

Directly Observed Therapy Short Course (DOTS) strategy. 

Studies have shown that stigmatization creates a lot of self-denial among TB patients, hence 

most of them fail to comply with the treatment regimen.
20

In communities with low literacy 

level they believe that merely associating with TB patients may cause them to have the 

disease, and may create resentment by those in the household to providing support to the 

patients and encourage non-adherence.
21

 Discrimination on the basis of the disease at the 

health facilities sometimes exacerbates problem with adherence to drug taking 

behavior.
22

Some studies in Africa and other parts of the world found that health care 

providers discriminate against TB more especially with the close association of TB with 

AIDS.
21,23 
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This may make the patients to withdraw from the rest of the community. More often than not 

when patients are diagnosed with TB, communities immediately label them social misfits 

which are often followed by exclusion from social interaction and 

relationships.
24

Tuberculosis usually affects people who are hard to reach such as the 

homeless, the unemployed and the poor and these have been linked as barriers to treatment 

adherence.
25-29

Likewise lack of money for transportation which is a consequence of poverty 

and unemployment has also been identified as a barrier to treatment adherence especially 

when the clinic is situated at a distance from the community.
29-31

 

However the proximity to the health facility on the contrary has also been found to affect the 

follow up attendance and treatment adherence due to stigmatization.
32

 It has also been 

documented that females have a higher rate of treatment adherence than males.
31,32, 

33
Knowledge about tuberculosis and the belief in the efficacy of the medication influence 

whether or not a patient chooses to complete the treatment.
27,31,34,35 

Studies have shown that failure in the continuation of therapy occurs mostly after the 

intensive phase when the patients feel they have gotten well.
27,31,33

Inadequate knowledge 

about treatment duration, deficient health education and poor knowledge of the patient 

regarding the disease have been found as barriers to treatment adherence to DOTS.
34-37 

Better communication between health professionals, particularly dispensers and patients is 

essential for improving treatment adherence.
38

Conversely, negative attitudes from the health 

care providers, cost of medication and stock out of drugs discourage the patients from 

treatment adherence.
23,31,39

The interrelationship between these factors greatly reflects the 

level of treatment adherence, hence poor patient adherence is responsible for the current TB 

epidemic because the TB patients remain contagious and will continue to infect others.
20

 The 

objective of this study is to investigate the rate of adherence to medication among 

Tuberculosis patient. 

METHODOLOGY 

This study was conducted at the chest clinic of University of Ilorin Teaching Hospital 

(UITH), Kwara State, a tertiary health care center in middle-belt, Nigeria. It was a 

descriptive, cross-sectional survey with analysis of the observed variables in tuberculosis 

patients who are accessing treatment at the University of Ilorin Teaching Hospital, Kwara 

State. Self-reported treatment adherence rate was assessed among the respondents over the 

previous 7 days to minimize recall bias.  
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Respondents were asked to indicate how many pills they missed during each of the previous 

7 days. The mean percent adherence was calculated based on the total number of pills taken 

divided by the total number of pills respondents reported being expected to take or prescribed 

by the doctor. In this study treatment adherence was referred to as patients who make scores 

of 95% and above. Non-adherence to treatment was those patients who score below 95%. 

The study population was adults aged 18 years and above who were accessing treatment for 

Pulmonary Tuberculosis in the clinic. Consenting patients with Pulmonary Tuberculosis who 

have been ontreatment for at least 3 months and not on admission were included in the study. 

Pulmonary TB patients with co-morbidities such as HIV, Hypertension, and Liver disease 

and also those on re-treatment regimens were excluded from the study.  

The minimum sample size of 544 was determined using the Fishers’ formula z
2
pq/d

2
.The 

tuberculosis clinic of the UITH is run every Tuesdays and Thursdays of the week. About 800 

patients are on the treatment record. The clinic records about 8 – 10 new cases weekly and 

about 90-100 follow-up cases weekly. Clinic appointments are given monthly for follow-up 

management and drug refill. All the 800 patients constituted the sample frame out of which 

544 were selected using simple random sampling technique. This was done for a period of 9 

weeks. 

Data was collected by structured interviewer administered questionnaire with both open and 

close ended questions. The questionnaire was structured into socio-demographic variables, 

knowledge of TB treatment adherence and factors affecting treatment adherence. The 

instrument was pre-tested at the LadokeAkintola Teaching Hospital Osogbo, Osun State. This 

was used to identify problems with validity of the test instrument, interpretations and analysis 

of the data obtained from it. Findings from the pre-test were used to make amendments on the 

tools before it was finally used for the study.  

Respondents were asked to indicate how many pills they missed during each of the previous 

7 days. The mean percentage adherence was calculated based on the number of pills taken by 

the respondents divided by the total number of  pill expected to have been taken as prescribed 

by the doctor. Data was analysed using the Statistical Package for Social Sciences (SPSS) 

version 16. The observed similarities and differences were tested using the Chi-Square Test 

while cross tabulation of necessary factors with observed variables were done. p-value of less 

than 0.05 was considered significant at 95% confidence level. 

Informed consent was sought from selected respondents after careful explanation of the 

purpose of the study and intended respect for confidentiality had been stated. Ethical approval 
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was obtained from the Research and Ethical Committee of the University of Ilorin Teaching 

Hospital Ilorin, Nigeria.  

Limitations of the study include the problem of probable under or overestimation by the 

patients in order to satisfy the researcher as adherence was measured using a self-reported 

method. Most of the patients who accepted that they had missed drugs in the previous 3 

months suddenly denied when they were asked for the immediate past 7 days. There could 

also be the problem of recall bias on the number and periods of missed doses. 

RESULTS 

A total number of 544 eligible TB patients who met the criteria for the study were surveyed. 

The patients who could neither read nor write were assisted by the research assistants who 

speak the local language fluently. Table 1 showed that the age distribution of the respondents 

ranged from 18 to 65 years with the mean age of 36.3 years±10.0.More than two-thirds 

(67.6%) of the respondents were in the age group 25-44 years while patients aged 65 years 

and above accounted for 4.8%. Above half (55.7%) of the respondents weremales while 

44.3% were females.  

The Yoruba ethnic group accounted for the highest proportion of patients (91.7%). Hausas 

were 5.9% and Igbos, 0.9%.  Also 65.6%of respondents were married, 3.7% divorced or 

separated while 29.8% were single. The highest proportion (75.4%) of respondents has 

formal education, Muslims (59.9%), self–employed (39.3%), earned less than Twenty 

Thousand naira monthly (76.5%), and had tertiary education (34.0%).  

More than three-quarters (76.5%) of the respondents had taken the drugs between 3-6 months 

with mean duration of 5.4 months, (SD=±1.8) and all the TB patients (100%) received 

pretreatment adherence instruction. Figure 1 showed that more than three quarters (80.5%) of 

the patients did not miss their drugs in the last 3 months while majority (90.1%) of the 

patients did not miss their drugs in the last 7 days. However, there was a drop on the 

acceptance of missing their drugs (10.4%) when compared with the responses 3 months ago.  

In table 3, close to half (42.5%) of the respondents missed their drugs because they travelled 

outside their station; 21.7% because they felt sick and depressed. About one-third (34%)  

missed their drugs because they ran out of drugs at home while 5.6% missed their drugs 

because they felt better and discontinued treatment. Other reasons that respondents gave for 

missing their drugs are:  lack of money for transportation, avoidance of side effects of the 

drugs, forgetfulness, not wanting to be seen in the clinic whilecollecting drugs, and because 
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they could not refill their drugs in the clinic because of unscheduled public holidays by the 

government.                                                               

The highest proportion (19.2%) of respondents that missed drugs was from those below 25 

years of age (Table 4). This was followed by patients in the age range 35-44 years (11.9%). 

There was a descending trend in the missing of drug as the age of respondents increased with 

the patients above 65years having the lowest proportion of drugs missed (5.4%). There was 

statistically significant association between age and treatment adherence among the TB 

patients, (p=0.0165). A higher proportion (13.9%) of the patients that missed their drugs was 

males while majority (95%) of the females took their drugs (Table 4). There was statistically 

significant association between sex and treatment (p=0.001).  

In table 4 also, more of those that missed their drugs were divorced/separated (20%), 5% 

were Widows/Widowers. The respondents with no formal education (19.4%) were the 

highest proportion that missed their drugs. Those with tertiary education were the least 

proportion (4.3%) that missed their drugs. There was statistically significant association 

between the level of education and missing of drugs (p=0.002). Higher proportion (10.9%) of 

patients that missed their drugs earned an average of more than Twenty Thousand Naira. 

There was no statistically significant association between monthly income and treatment 

adherence among the TB patients (p=0.7616).  

An appreciable proportion (20%) of the patients that did not get support from friends and 

family missed their drugs. There was statistically significant association between support 

from friends and family and treatment adherence among patients (p=0.042).                                                                   

In Table 5, about half (46.7%) of the patients missed their drugs because they travelled 

outside town and there was statistically significant association between travelling outside 

home andtreatment adherence among patients (p=0.0001). Among the patients that lack 

money for transportation, 80% of them missed their drugs. Lack of money for transportation 

was statistically associated with treatment adherence among the patients, (p=0.0001).                                                             

More than half (56.5%) of the patients that wanted to avoid side effects of drugs missed their 

drugs. There was statistically significant association between avoiding side effects of drugs 

and treatment adherence (p=0.0001). A higher proportion (50%) of the patients that was 

forgetful missed their drug. Below average 45% of the patients who felt better and needed not 

to continue with their treatmentmissed their drugs. There was a statistically significant 

association between feeling better and wanting todiscontinue treatment and treatment 

adherence among TB patients (p=0.0001). 
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The proportion of TB patients who missed drug because they felt better and needed to 

discontinue treatment was 45% while 34.8% of those that feel sick and depressed missed 

their drugs. There was statistically significant association between feeling sick and depressed 

and missing of drugs (p=0.0001).  80.6% of TB patients that ran of drug at home missed their 

drugs. There was statistically significant association between running out of drugs at home 

and missing drugs (p=0.0001). About half (52.6%) of the patients that wanted to avoid being 

seen in the clinic missed their drugs. There was statistically significant association between 

avoiding being seen in the clinic and treatment adherence (p=0.0001). 

DISCUSSION 

This study found out that 90.1% of the patients did not miss their drugs. Of those who missed 

their drugs only 35.2% of the prescribed anti-TB drugs were taken by them. The mean 

adherence rate of all the respondents was 93.1%. Although this was below the optimal level 

of greater than 95%, there was an improvement in the treatment adherence level of 47.3% 

reported by Salami et al
30

 in the same hospital where they evaluated the management 

outcome of TB patients about fifteen years ago.  

This improvement could be due to improved access to anti-tuberculosis drugs, shift from 

multiple pills therapy and awareness programs on treatment adherence by the government 

and development partners. However there was an observed variation in favour of improved 

adherence levels in respondents when compared with their responses if they missed taking 

any drugs three months ago. This variation could be explained as recall bias on the part of the 

respondents. It could also be that the respondents wanted to impress the doctor by their 

responses. This has been demonstrated in many studies concerning therapy for other diseases 

where patients often say what they think the doctor would want to hear.
40,41

 

The highest proportion (19.2%) of the TB patients that missed their drugs was from ages 

below 25 years while the least proportion (5.4%) that missed their drugs was from ages 65 

years and above. This supports the finding by Christensen and Smith
42

 in which they found 

that treatment adherence increased with increasing age. The reason could be that the younger 

age groups were less experienced, under the influence of youthful exuberances and peer 

group influences whereas the older groups could be more experienced, focused  and with 

more responsibilities.  

Among the patients treatment adherence was found to be significantly higher in females 

(95%) compared to 86.1% of the males, (p=0.001). The reason could be that in our 
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environment womenare the responsibilities of men, they are less likely to take risk therefore 

are likely to comply with treatment instructions.  

This study also found that level of education was significantly associated with treatment 

adherence among the patients, (p=0.002). Those with no formal education were the highest 

proportion (19.4%) that missed their drugs compared to 4.3% of those with tertiary education. 

This was consistent with the finding by Okunoet al
43

 in which they found that patients with 

higher educational level have higher treatment adherence because they could have better 

knowledge of the disease and therapy. 

Employment status was not found to be significantly associated with treatment adherence 

among the patients, (p=0.6628). However, the unemployed respondents were found to have 

higher treatment adherence than the employed. Among the patients, the unemployed were the 

least proportion (6.1%) that missed their drugs compared to 11.6% and 10.9% of the 

government employed and self-employed respectively.  

There was no statistically significant association between level of income and treatment 

adherence among the patients (p=0.7616). However, higher proportion (10.9%) of those that 

missed their drugs, earned more than twenty thousand naira monthly. Higher proportion 

(10.2%) of patients that missed their drugs, live above one Dollar per day. This finding was at 

variance with the result of the study by Golinet al
44

 where they found that high level of 

income was significantly associated with treatment adherence. This difference could be 

because in the developed countries drugs for TB are not subsidized and so treatment 

adherence could be income driven whereas in ourenvironment the drugs are free and the level 

of income may not be a recognized driving force to treatment adherence.  

This study found out that treatment adherence was higher with shorter duration of 

therapy.Among the TB patients, higher proportion (15%) the patients that missed their drugs 

have been on treatment for more than seven months compared to 8.2% who have been on 

treatment between 3 to 6 months. Longer duration of therapy was significantly associated 

with treatment adherence among TB patients, (p=0.1060). Disclosure of illness to friends and 

family was found to be significantly associated with treatment adherence (p=0.0135).  

Higher proportion (23.5%) of those that missed their drugs did not disclose their illness to 

their friends and families compared to 10.4% that did. This finding was consistent with the 

findings by Mills et al
45

 and Chesney et al
1
 in which they identified that not disclosing of 

illness to friends and families could affect treatment adherence. Disclosure of illness to 

friends and families will help reduce stigmatization and improve support from friends and 
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families. This study found out that support from friends and family could improve treatment 

adherence (p=0.042). 

Higher proportion (20%) of patients that missed their drugs did not have support from friends 

and family. Support from friends and families could reduce psychological stress and financial 

burden especially in our environment where extended family system is practiced. Lack of 

money for transportation was also identified as a significant factor affecting treatment 

adherence (p=0.0001). Eighty percent of the TB patients who lacked money for 

transportation missed their drugs. This finding also was consistent with the result of similar 

studies by Salami et al
14

 in the same hospital fifteen years ago and Erhabor et al
31

among TB 

patients in Ile Ife, Nigeria. Possible reasons could be because above half of the patients live 

below one Dollar per day. Alsoit could be that some of the patients travel a long distance 

outside where they live to access their drugs to avoid being seen by those who may know 

them.  

Patients wanting to avoid side effects of drugs was significantly associated with treatment 

adherence among the patients (p=0.0001). Above half (56.5%) of patients who wanted to 

avoid side effects of the drugs missed their drugs. This finding is consistent with result of 

similar studies by Awofesoet al
46

 and Teckleet al
39

in Ethiopia.Forgetfulness was found to be 

significantly associated with treatment adherence among TB patients (p=0.0001).  Half 

(50%) of the patients that were always forgetful missed their drugs.  The reason for 

forgetfulness could be that they were getting better or that they have busy schedules.  

Running out of drugs at home was significantly associated with treatment adherence among 

the TB patients (p=0.0001).  Probable reason for running out of drugs at home could be not 

keeping clinic appointment for follow-up care and drug refill. Patients avoiding being seen at 

the clinic was also found to be a significant barrier to treatment adherence among the patients 

(p=0.0001). 

CONCLUSION AND RECOMMENDATION 

The treatment adherence rate of the patients was 93.1% and there was an improvement in the 

treatment levels when compared with previous studies. Although this commends the efforts 

of the government and the development partners, adherence amongTBpatients needs to be 

improved so as to achieve success cure rate of 85%, one of the health indicators of the 

Millennium Development Goals.
47

This study has been able to identify some factors affecting 

adherence such as lack of money for transportation, forgetfulness, frequent travelling outside 
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home, feeling sick and depressed, running out of drugs at home, wanting to avoid side effects 

of drugs, and no access to drugs due to unscheduled public holidays.  

The establishment of initiatives by the government, non-governmental organizations or the 

communities to address these problems would help patients to keep clinic appointments. A 

system of financial enhancement to defray transportation cost for every clinic visit could be 

considered and patients should be given a week appointment before the exhaustion of the 

prescribed drugs. This could address the problem of running out of drugs during unscheduled 

public holidays. Adherence monitoring plans such as home visiting and care should be 

sustained and home based care should be encouraged. This will help reduce discrimination 

and stigmatization against TB patients.
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TABLE 1: SOCIO-DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS 

VARIABLE FREQUENCY (%) 

Age group <25 74(13.6) 

 25-34 197(36.2) 

 35-44 151(27.8) 

 45-54 72(13.2) 

 55-64 24(4.4) 

 65+ 26(4.8) 

 Mean age= 39±12.4 

Sex distribution Male 303(55.7) 

 Female 241(44.3) 

Ethnicity Hausa 33(6.1) 

 Yoruba 498(91.5) 

 Igbo 5(0.9) 

 Others 8(1.5) 

Religion Christian 216(39.7) 

 Islam 326(59.9) 

 Traditional 2(0.4) 

Marital status Married 357(65.6) 

 Single  162(29.8) 

 Divorced/Separated  5(0.9) 

 Widow/Widower 20(3.7) 

Level of education No formal education 134(24.6) 

 Primary education 86(15.8) 

 Secondary education 139(25.6) 

 Tertiary education 185(34.0) 

Monthly income <N20,000 416(76.5) 

 >N20,000 128(23.5) 

Average daily income <1 Dollar 319(58.6) 

 >1 Dollar 225(41.4) 
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Figure 1: Treatment adherence among the respondents. 
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TABLE 2: TREATMENT ADHERENCE RATE AMONG TB PATIENTS BASED ON 

7 DAYS RECALL 

Total No. of 

pills 

expected to 

be taken in 7 

days 

No. of pills 

missed in 7 

days 

No. of pills 

taken in 7 

days 

Adherence Summed adherence 

(a) (b) (c = a-b) d =  
�

�
 x 100 d x n 

14 14 0 0 0 

14 8 6 42.9 171.4 

14 6 8 57.1 285.7 

14 4 10 71.4 928.6 

14 2 12 85.7 514.3 

14 0 14 100.0 48800.0 

 Total   50646.4 

 Adherence rate = 
�����

�
 

 Adherence rate = 
��	
	�


�


 

 Adherence rate for TB patients = 93.1% 

 

 

 

 

 

 



1458����������������Chukuma ANYAIKE, Omotoso I. MUSA, OluwoleAdeyemi BABATUNDE and Others�

TABLE 3: MAIN REASONS FOR NON ADHERENCE 

Reasons for non adherence 

N=106 

Yes (%) No (%) 

Travelled outside town 45 (42.5) 61 (57.5) 

Feel sick and depressed 23 (21.7) 83 (78.3) 

Ran out of drugs at home 36 (34.0) 70 (66.0) 

Felt better and need not 

continue medication 
21 (19.8) 85 (80.2) 

Lack of money for 

transportation 
15 ( 14.2) 91 (85.8) 

Want to avoid side effects 12 (11.3) 94 (88.7) 

Simply forgot 14 (13.2) 92 (86.8) 

Does not want to be seen in 

the clinic 
19 (17.9) 87 (82.1) 

 

Variable Yes No Total 

Frequency (%) Frequency (%)  

Age Group (years)    

<25 4  (5.4) 70 (94.6) 74 

25 – 34 22 (11.2) 175 (88.8) 197  

35 – 44 18 (11.9) 133 (88.1) 151  

45 – 54 4 (5.6) 68 (94.4) 72  

55 – 64 2 (8.3) 22 (81.7) 24  

65 + 4 (15.4) 22 (84.6) 26 

 X
2
 =  13.861,  df = 5, p = 0.0165 

Sex    
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TABLE 4: SOCIO – DEMOGRAPHIC CHARACTERISTICS AND TREATMENT  

 

TABLE 5: FACTORS AFFECTING TREATMENT ADHERENCE AMONG THE 

RESPONDENTS 

 

 Treatment Adherence 

Variable Yes (%) No (%) Total 

Travelling outside town    

Yes 21 (46.7) 24 (53.3) 15 

No 33 (6.6) 466 (93.4) 499 

Male 42 (13.9) 261 (86.1) 303 

Female 12 (5.0) 229 (95.0) 241 

 X
2
 =  11.844,  df = 1, p = 0.001 

Level of Education    

No Formal 

Education 

26 (19.4) 108 (80.6) 134  

Primary Education 10 (11.6) 76 (88.4) 86  

Secondary 

Education 

10 (7.2) 129 (92.8) 139  

Tertiary 8 (4.3) 177 (95.7) 185  

 X
2
 =  13.657,  df = 3, p = 0.0034 

Average Monthly 

Income (Naiira) 

   

<20,000 40 (9.6) 376 (90.4) 416  

>20,000 14 (50.0) 14 (50.0) 28  

 

Marital status 

   

Married 27 (7.5) 330 (82.5) 357 

Single 25(7.5) 137(84.6) 162 

Divorced/separated 1(20.0) 4(80.0) 5 

Widow/widower 1(5.0) 19)95.0) 20 

 X
2
=8.83,df = 3, p = 0.0315 
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 X
2
 =  74.063,  df = 1, p = 0.0001 

Lack of Money    

Yes 12 (80.0) 3 (20.0) 15 

No 42 (7.9) 487 (92.1) 529 

 X
2
 =  84.713,  df = 1, p = 0.0001 

Want to avoid side effects    

Yes 13 (56.5) 10 (43.5) 23 

No 41 (7.9) 480 (92.1) 521 

 X
2
 =  53.315,  df = 1, p = 0.0001 

Simply forgot    

Yes 6 (50.0) 6 (50.0) 12  

No 48 (9.0) 484 (91.0) 532  

 X
2
 =  22.439,  df = 1, p = 0.0001 

Felt better and need not to continue 

drug 

  21  

Yes 9 (45.0) 12 (55.0)  

No 45 (8.6) 478 (91.4) 523  

 X
2
 = 28.439  df = 1, p = 0.0001 

Feeling sick and depressed    

Yes 8 (34.8) 15 (65.2) 23 

No 46 (8.8) 475 (91.2) 521  

 X
2
 =  19.827,  df = 1, p = 0.0001 

Ran out of drugs at home    

Yes 29 (80.6) 7 (19.4) 36  

No 25 (4.9) 483 (95.1) 508 

 X
2
 =  215.1,  df = 1, p = 0.0001 

Does not want to be seen at the clinic    

Yes 10 (52.6) 9 (47.4) 19 

Yes 44 (8.4) 481 (91.6) 525 

 X
2
 =  46.082,  df = 1, p = 0.0001 

Support from friends and family    

Yes 53 (9.8) 486 (90.2) 539 
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No 1 (20.0) 4 (80.0) 5 

 X
2
 =  4.103,  df = 1, p = 0.042 

Duration of therapy    

3-6 months 34(8.2) 382(91.8) 416 

>7 months 20(15.6) 108(84.4) 128 

 X2 =5.27,  df = 1, p=0.0216 

Disclosure of illness to friends and 

family 

   

  Yes 50(10.4) 477(89.6) 527 

No 4(23.5) 13(76.5) 17 

 X2 =2.23,  df = 1, p=0.1353 

Support from friends and family    

Yes 50(10.4) 486(90.2) 539 

No 1(20.0) 4(80.0) 17 

 X
2
 =2.23,  df = 1, p =0.1353 

  

            

  

  


