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Background: Hypertension is one of the major risk factors of stroke and leading risk factors 
for global death. Inadequate control of blood pressure due to medication non-adherence 
remains a challenge and identifying the underlying causes will provide useful information to 
formulate suitable interventions.
Purpose: This study aimed to explore the roles of culture, religiosity, and spirituality on 
adherence to anti-hypertensive medications.
Methodology: A semi-structured qualitative interview was used to explore promoters and 
barriers to medication adherence among hypertensive individuals residing in urban and rural 
areas of Perak State, West Malaysia. Study participants were individuals who are able to 
comprehend either in Malay or English, above 18 years old and on antihypertensive 
medications. Interview transcriptions from 23 participants were coded inductively and 
analyzed thematically. Codes generated were verified by three co-investigators who were 
not involved in transcribing process. The codes were matched with quotations and categor
ized using three levels of themes named as organizing, classifying and general themes.
Results: Cultural aspects categorized as societal and communication norms were related to non- 
adherence. The societal norms related to ignorance, belief in testimony and anything “natural is 
safe” affected medication adherence negatively. Communication norms manifested as superfici
ality, indirectness and non-confrontational were also linked to medication non-adherence. Internal 
and organizational religiosity was linked to increased motivation to take medication. In contrast, 
religious misconception about healing and treatment contributed towards medication non- 
adherence. The role of spirituality remains unclear and seemed to be understood as related to 
religiosity.
Conclusion: Culture and religiosity (C/R) are highly regarded in many societies and shaped 
people’s health belief and behaviour. Identifying the elements and mechanism through which C/ 
R impacted adherence would be useful to provide essential information for linking adherence 
assessment to the interventions that specifically address causes of medication non-adherence.
Keywords: hypertension, medication adherence, cultural, religiosity, spirituality

Introduction
Hypertension as Risk Factors for Non-communicable Diseases
Non-communicable diseases (NCDs) have posed a significant challenge to society. 
An estimation of 32% of 17.9 million deaths yearly were due to non-communicable 
diseases .1 Uncontrolled hypertension (systolic BP greater or equal to 140mmHg 
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and diastolic BP greater or equal to 90mmHg) 
increases the risk of cardiovascular diseases (CVDs) and 
being one of the risk factors of NCDs causes high mortal
ity and morbidity.2 Studies confirmed that risk of death 
due to CVDs and cerebrovascular disease was higher 
among patients with uncontrolled hypertension compared 
with normotensive patients.3 Raised blood pressure is one 
of the major cardiovascular risk factors and leading risk 
factor for global death. Globally, ischemic heart disease 
and stroke were among the top leading causes of death in 
2019.4 Approximately half of the deaths due to heart 
disease and stroke were associated with hypertension.5 In 
Malaysia, the total number of reported deaths due to NCDs 
were 113,400 (74%) and the probability of premature 
death from NCDs was 17%.6

Medication Adherence Among 
Hypertensive Patients
Studies suggested that non-adherence behaviour could be 
predicted based on its’ association with sociodemographic 
variables such as gender, age, ethnicity, religious affiliation, 
marital status, household, education background, employ
ment status, and income.7–10 Other predictors included 
comorbidity,7,9,10 polypharmacy,11,12 health belief13 and 
health literacy.14 Knowledge associated with these predic
tors would facilitate formulation of various interventions to 
improve medication adherence. The challenges lie upon the 
ability of healthcare providers to adapt to these findings and 
utilize them in a suitable way to their context.

In recently published National Health and Morbidity 
Surveys (NHMS 2019), 3 in 10 or 6.4 million people have 
hypertension. However, only half of them were aware of 
having hypertension. Among those that received treat
ments only 45% had their blood pressure controlled.15 

Overall prevalence of hypertension among adults aged 18 
years old and above was 30%.15 In Malaysia, uncontrolled 
hypertension remains a challenge despite free access to 
consultation and treatment in any public health facilities 
managed by the Ministry of Health (MOH), which are 
heavily funded by the government and had the highest 
spending compared with other sectors.16

Numerous studies have shown that among patients 
prescribed with antihypertensive medications between 
10–55% failed to take their medications diligently.7,17–22 

Non-adherence to antihypertensive medication causes 
uncontrolled blood pressure and increased risk of cardio
vascular complications.18

Various interventions were tested and among those is 
counselling which has been proven effective for the tar
geted population.23 Intervention that took into account the 
uniqueness of the targeted population often resulted in 
improvement of blood pressure control and 
adherence.24,25 A recent study comparing the effect of 
educational intervention by healthcare practitioners with 
and without communication training also showed improve
ment in hypertension outcomes and also medication 
adherence.26 A systematic review of qualitative studies 
indicated that healthcare providers and educational inter
ventions should engage with patients’ concerns and 
experience of side effects and symptoms of their illness 
as well as their ideas about causes of hypertension.27

As knowledge about illness is influenced by culture and 
traditions,28 understanding of the elements in culture that 
affect patients’ views of illness and treatment would be 
beneficial to improve the adherence intervention outcome.

Culture, Religiosity and Spirituality
Other important social determinants which have long been 
associated with certain health behaviour are culture, 
spirituality29 and religiosity.30–33 Studies related to culture 
have proposed multiple definitions which differ and often 
are inconsistent between various disciplines. Nevertheless, 
culture consists of ideas, values and assumptions about life 
which are shared and transmitted by people especially 
those living in the same geographic location and who 
communicate using the same language.34 Culture is often 
passed down between generations either explicitly or 
implicitly35 and people adopt common behaviour within 
the family unit and the society. Over time, the definition of 
culture has changed across disciplines.36

Religiosity and spirituality are often used to describe 
experience of connection with the transcendent, sacred or 
divine.37 Additionally, religiosity involves affirmation and 
commitment in organized religion and is often seen as 
a formal or outward expression of the relationship with 
the sacred. Whereas, spirituality is often referred to as an 
individual search for connection with the sacred or an 
experience that may lead anyone to examine their 
existence.37 The definition of spirituality itself allows peo
ple to define it according to what it means to them.38 

Religiosity and spirituality have also been described as 
overlapping constructs.39 The terms pertaining to religios
ity and spirituality are used and understood differently 
across cultures.39
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People who associate themselves with some religious 
traditions and practices were reported to engage in more 
healthier choices.33 Positive impact of religiosity related to 
religious belief was reported to reduce resistance to 
treatment.40 Organizational religious activities (ORA) had 
both positive41,42 and negative impacts43 on medication 
adherence. The effect of religiosity and spirituality (R/S) 
varies between different study populations in which positive 
correlation was seen in one population but in others R/S 
correlated negatively.44 The relationship remains unclear 
and requires further exploration. The contradicting impacts 
of ORA were anticipated as these studies were conducted in 
different cultural and religious settings in which the societal 
norms and their religious practices could differ significantly. 
Similarly, prayer had both positive45 and negative impacts46 

on medication adherence. A recent study on resilience, reli
giosity and treatment adherence suggested that negative reli
gious coping (NRC) by some patients was not related to their 
commitment to religion.47 Patients may encounter other pro
blems related to discrimination or deprivation of healthcare 
services that force them to have inappropriate reliance in God 
or divine power as their coping mechanism.48

In relation to spirituality, studies have shown that hav
ing fewer symptoms of anxiety, stress and depression was 
associated with greater spiritual well-being. As stress was 
also found to increase the odds of non-adherence,49 

improving symptoms of stress could also improve adher
ence. Other studies have reported negative association29 or 
no association between spiritual or religious belief with 
medication adherence.50

Cultural factors has been linked to the positive51 and 
negative impacts52 on medication adherence. Additionally, 
studies have also highlighted racial disparities53,54 in medica
tion adherence. A negative influence of culture was linked to 
lower perceived susceptibility to the disease52 while the posi
tive influence was significantly linked to health literacy.51

In Malaysia, the majority of Malaysians across the 
ethnic groups identified themselves with religious belief 
including Islam (66.1%), Buddhist (15.7%), Christians 
(9.4%) or Hinduism (5.5%) and unaffiliated are less than 
1%.55 Islam being the religion of Bumiputera Malays is 
the basis of Malay identity56 and plays a significant role in 
their cultures and values. The flow of either culture or 
religious elements into each other could have contributed 
towards promotion or inhibition of medication adherence. 
Malaysia being part of the Malay Archipelago has unique 
cultural characteristics which are more collectivist in 
nature57 and people naturally align themselves with 

societal norms and expectations.58 The Malays, for exam
ple, embrace self-effacement and conflict avoidance59 in 
daily interaction and value the role of kinship, family, and 
community in decision making.

This study aims to explore the roles of culture, religi
osity, and spirituality on patients’ adherence behaviour 
using a qualitative ethnographic approach. Understanding 
the underlying reasons for this behaviour could provide 
valuable insights and direct future development of non- 
adherence risk assessment and intervention.

Methods
Study Design
A qualitative ethnographic approach was used to gain an in- 
depth understanding of CRS influence on patients’ experience 
related to medication taking. Ethical approval was obtained 
from the National University of Malaysia (UKM) Research 
Ethics Committee (UKM/PPI/111/8/JEP-2019-138).

Study Setting
This study explores the influence of cultural, religiosity 
and spirituality (CRS) on medication adherence among 
individuals diagnosed with hypertension in the state of 
Perak, which is one of the top three states with the highest 
incidence of hypertension in Malaysia. Participants were 
selected from both rural and urban areas.

The majority of study participants are Malay Muslims, 
who make up the largest ethnicity in Malaysia. The main 
communicative language is Malay and English is 
the second language. A small number of study participants 
are Chinese, Indians and Indigenous people (Orang Asli).

The interview questionnaire guide used in the study 
was developed based on recently published 
research,29,40,41,46,51,60,61 opinions of experts and guided by 
objectives of this study (Figure 1: Interview Questionnaire 
Guide Development Process). Exploration of the CRS role 
on medication adherence were done inductively without 
attachment to any existing theory to facilitate generation of 
new perspectives to the existing role.

Participant Recruitment
The study was conducted between April and August 2019. 
Study participants were patients diagnosed with hyperten
sion and prescribed with antihypertensive medications. 
During the interviews, probing was done until the researcher 
was satisfied that participants’ perspectives were thoroughly 
explored. The number of participants recruited was also 
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based on data saturation which is signalled by no new issues 
or themes identified during the interviews and data 
analysis.62,63 In general the number of participants consid
ered to be sufficient would depend on the context of the 
study and based upon whether the data have satisfactorily 
explained the scope of research.63 Potential participants 
were identified through screening of blood pressure at var
ious community pharmacies, community centres and shop
ping complexes. Some of them were identified through 
personal contacts of study participants. Potential study par
ticipants were then invited to take part in the study and 

appointments were set for the face-to-face interviews. 
Confirmation of the diagnosis were made by the pharmacist 
through checking of the prescriptions and appointment cards 
with patient details during a visit at their home or workplace. 
The process of identifying potential study participants is 
illustrated in Figure 2 (Recruitment process).

Individuals who were able to comprehend either in 
Malay or English, above 18 years old, diagnosed with hyper
tension and willing to participate were included in the study.

Arrangement for the face-to-face interview were made 
according to participants’ convenience and availability. 

Presented issues/questionnaires 
related to medication non-

adherence 

Accepted by 
panel of experts

End 

End 

Systematic literature review 

Drafted/ Improved 
questionnaires 

Final interview 
questionnaire guide 

No Yes 

Figure 1 Interview questionnaire development process.
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Interviews were conducted either at participants’ home, their 
working place or community pharmacies and public facilities 
suitable for private conversations. Interview sessions lasted 
between 30 minutes to more than an hour depending on 
participants’ responses. Semi-structured interview question
naires guide (Table 1: Semi-structured Interview Guide) was 
used to facilitate the discussion. Recruitment of participants 
was finalised at the point when no new data were identified 
and similar codes were generated from the transcriptions of 
the last few interviews. At this point, data saturation were 
decided based on the judgement that there is diminishing 
return and little need for further recruitment.64

Data Collection
Prior to the interviews, both verbal (face to face or phone 
calls) and written consents which included publication of 
anonymized responses from the participants were 
obtained. The study was conducted in accordance with 
the Declaration of Helsinki. Individual interviews were 
conducted in the form of discussion either at participants’ 
homes, community pharmacies or public places, as 
agreed by both participants and interviewer. All inter
views were conducted in Malay as our study participants 
were able to understand and also respond meaningfully. 
English was only used to elaborate some of the queries 
from a few participants who preferred to communicate in 
this language and some of them used both languages in 
communicating. The interview sessions were audio-taped 
and notes were taken to ensure important points were 
recorded. Study participants were given general informa
tion about the purpose of the study, potential contribution 
to improve medication adherence and potential risk to 
them. The participants were briefed on the voluntary 
basis of their participation and the right to withdraw 
from the study at any time.

All the interviews were conducted by the same indivi
dual and the data were verified by three other researchers 
to minimize any bias. The interview sessions were con
ducted by one interviewer (abbreviated as NAAW) from 
April to early August 2019, and a total of 23 participants 
were included in the study. Nine participants were from 
urban and 14 were from rural areas.

Data Analysis
The recorded interviews were transcribed verbatim and com
pared with the audio-tapes. Transcriptions of the interviews 
were coded inductively using Atlas-ti and the codes generated 
from relevant quotations were presented and checked by the 
principal investigator (abbreviated as AMA) and another two 
co-investigators (abbreviated as MM and MA) multiple times. 
The six-step framework for conducting thematic analysis was 
used to ensure rigour in synthesizing the results.65,66

Analysis of the codes generated from interviews was con
ducted multiple times. Three levels of themes were used to 
explore and define CRS related factors from participants’ 
perspectives. At the first level of thematic analysis, all of the 
codes generated and the transcripts were read and presented to 
the other three investigators who were not involved in the 
transcribing process. In the second stage of analysis, the 
codes were matched with quotations and grouped using three 

Fulfil criteria

Verify patients’ 
diagnosis of 
hypertension 

Appointment to meet patients 
face to face

Assess recruitment criteria

Assessment of eligibility

NO

YES

NO

Invite patients to participate in 
the study, obtain written consent 

& proceed with interview

YES

End 

End 

Figure 2 Recruitment process flowchart.
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level of themes i.e. organizing, classifying and general themes. 
The process of checking and matching of the codes, quotation 
and themes were repeated several times and the codes which 
represented participants’ views and experience were finalized 
by consensus. Table 1 shows a sample of semi-structured 
interview prompts used in the interviews. However, these 
prompts were non-exhaustive and were adapted based on 
participants’ responses and comprehension.

Results
General Characteristics of Study 
Participants
Out of 40 individuals who were invited to participate in the 
study, 23 participants consented. The response rate was 
57.5%. Table 2 (General characteristics of study participants) 
shows that more than half of the participants were from 
a rural area. The majority of them are Malays, while 

Chinese, Indians and indigenous people (Orang Asli) consti
tute less than one third of the total participants. Less than 
20% of the participants had normal BP (systolic BP: 120–129 
mmHg, diastolic BP: 80–84 mmHg).

More than half of the study participants either 
had secondary school education or lower, reside in rural 
areas and most of them are of Malay ethnic. A low number 
of Chinese and Indian participants was mainly due to the 
language barrier. Correlation analysis revealed no signifi
cant correlation between patients’ characteristics with BP 
control (<140/90 mmHg) as depicted in Table 3 (Table 3: 
Correlation of selected variables with BP control).

Coding and Thematic Analysis
A total of 104 codes were generated inductively from the 
transcriptions of which 17 codes were categorized as cul
tural related themes, 8 religiosity or spirituality related 
themes and the remainder were classified as others.

Table 1 Summary of Semi-Structured Interview Guide

Sample of Prompts for Exploring Role of Culture, Religiosity and Spirituality

Introductory questions 
Demographic information 

Brief information about patients’ family 

About their daily activities

Medical history 
When were patients diagnosed with hypertension? 
Any family members who have hypertension? 

Any communication patient made with others regarding the illness once diagnosed with hypertension? 

Any other illness besides hypertension. 
Treatment received by the patients.

Prompts related to Culture 
Could you describe your experience being diagnosed with hypertension? 

How do people around you help with your illness? 
Have you ever sought advice from others about your illness? 

Do people around you influence you to take medication? 

Have patients been taking any other remedies besides conventional antihypertensive medications? 
Have patients tried any remedies recommended by non-health care professionals? 

Have you missed any medications while taking other remedies? 

Reasons for trying other remedies?

Prompts related to Religiousity/spirituality 
Information on patients activities related to religiousity and spirituality 
Patient description on the role of religiousity/spirituality in their life? 

How does religion/spirituality play a role in medication taking? 

Could you relate anything in religion/spirituality that influences your health decision/medication taking? 
Does your religiousity/spiritual background help you taking medication consistently? 

How do religious activities/spirituality help with your illness? 

Do you have any thoughts regarding the issues? 
What causes you not to take medications?
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Table 2 General Characteristics of Study Participants (n = 23)

Variables Number (%) Mean ±SD/[Median, (Range)]

Gender
Male 6 (26.1)

Female 17 (73.9)

Age (years)

Mean age 59.17 59.17 ± (13.3) [59,(31–83)]
< 40 1 (4.3)

40–64 15 (65.2)

≥ 65 7 (30.4)

Ethnicity

Malay 16 (78.3)
Chinese 3 (13.0)

Indian 2 (8.7)

Indigenous people 2 (8.7)

Residential area

Urban 13 (56.5)
Rural 10 (43.5)

Monthly household income in MYR
<1000 6 (26.1)

1000–3000 6 (26.1)

>3000 8 (34.8)
Undisclosed 3 (13.0)

Duration of treatment
6 months - 1 year 4 (17.4)

> 1 year 19 (82.6)

Concomitant illness

Diabetes 2

Hypercholesterolaemia 5
Diabetes and hyperlipidaemia 5

Adult Clinic Blood pressure in mmHg (CPG Management of Hypertension 5th Edition)

Optimal SBP < 120 and DBP < 80 2 (8.7)

Normal SBP: 120–129 and/or DBP 80–84 9 (39.1)
High Normal SBP: 130–139 and/or DBP: 85–89 1 (4.3)

Stage 1 SBP: 140–159 and/or DBP: 90–99 4 (17.4)

Stage 2 SBP: 160–179 and/or DBP: 100–109 -
Stage 3 SBP: ≥180 and/or DBP: ≥ 110 -

Isolated Systolic HTN SBP: ≥140 and/or DBP: ≤ 90 7 (30.4)

Variables Number (%) Mean ±SD/[Median, (RANGE)]

Education level
Secondary school and lower 15 (65.2)

College and higher 8 (34.8)
Number of comorbidity 0.7± 0.8 (Range 0–2)

Number of medications 2.8 ± 1.9 (Range 1–7)

Number of antihypertensive medications 1.4 ± 0.7 (Range 1–3)

Abbreviations: MYR, Malaysian Ringgit; SBP, Systolic blood pressure; DBP, Diastolic blood pressure; CPG, Clinical Practice Guideline; HTN, Hypertension.
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Illustration of the influence of culture, religiosity and 
spirituality on medication adherence is as shown in 
Figure 3 (CRS influence on medication adherence).

Influence of Culture on Medication 
Adherence
Cultural elements, identified through responses related to 
pattern of behaviour grouped as societal norms and com
munication norms, exhibited a negative influence on med
ication adherence. For societal norms, the pattern of 
responses identified as “trust non-healthcare profes
sionals”, “guide decision making” and “natural is safe” 
referred to verbal information, advice or experience from 
non-healthcare professionals. Information, advice or an 
account of personal experience were classified as 
“testimony”.

Some of the study participants exhibited specific pat
terns of communication when dealing with healthcare pro
fessionals, family members and acquaintances in relation 
to their illness. These patterns were identified as “super
ficiality”, “non-confrontational” and “indirectness” and 
grouped as communication norms.

Table 3 Correlation of Selected Variables with BP Control

Variables P-value

Pearson 
Correlation

Spearman- 
Rho

Age 0.243
Ethnicity 0.182

Comorbidity 0.948

Total no. of medications 0.986
No. of antihypertensive 

medications

0.895

Gender 0.224
Location 0.532

Education 0.886

Notes: Spearman’s Rho for non-normally distributed variables and Pearson’s pro
duct-moment correlation for continuous and dichotomous normally distributed 
variables.

RE ORA R-Mis R-Heal 

RELIGIOUSITY 

CULTURE 

C-Tes 

[-] 

[+] 

MA 

SPIRITUALITY

C-Nis 

[-] 

[-] 
[-] 

Figure 3 CRS Influence on medication adherence. 
Abbreviations: MA, Medication adherence; ORA, Organised Religious Activity; R-Heal, Religious Related Healing; R-Mis, Religious Misconception; C-Tes, Culture- 
Testimony; C-NiS, Culture-Natural is Safe; [+], Positive effect; [-], Negative effect.
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Societal Norms: Testimony (Trust 
Non-Expert, Guide Decision Making, 
Natural is Safe)
Trust Non-Expert
The study findings suggested that verbal and written 
statements by non-experts were accepted as testimony and 
used to guide participants’ decisions related to treatment 
adherence. Some of them reported to have consulted family 
members and friends before initiating their medications. 
Others admitted that the information or advice from people 
known to them without formal medical training are important 
in helping them to decide on following the treatment. It was 
often observed that when participants mentioned “other people 
said … ”, it has a connotation of referring to non-expert 
advice.

“Seek others’ opinion. Asked friends, to find out how 
to deal with it (illness).” (P04: 72-year-old Malay woman).

Experience of others in relation to the effects and 
effectiveness of treatment is widely practiced by the 
participants and were regarded as important to aid the 
decision on starting medications.

“I asked others experience. I asked them and we talked 
about whether it is good to take the medications”. (P07: 
60-year-old Malay woman).

One of the male participants mentioned that he believes 
that the dose should be adjusted by patients. He would 
reduce the dose when he feels healthy and he also advised 
his friends to do the same.

“You don’t have to take the medicine three times a day, 
you just take once or twice”. (P05: 74-year-old 
Malay man).

He argued that those who have the illness know them
selves better and they should be able to decide and adjust 
their medications as they believe appropriate.

Another advice from non-HCP was related to the need 
to be cautious in starting medications as it would cause 
one to be dependent on it for life. Being on medications 
was associated with being dependent on it and not good 
for the participants.

… because other people said if you start taking the med
ications you cannot stop and that is what the doctor 
described as well. Once you start, you cannot skip the 
medications. (P015: 31-year-old Malay man) 

Advice from others was valued as they provide living 
examples of how they manage their own illness and are 
experiencing the effect of medications.

Natural is Safe
Besides sharing experience related to illness and medica
tions, some participants reported that they received recom
mendations on alternative and natural remedies from 
families and friends. For some participants, they have 
ingrained ideas that anything natural is free from “drugs” 
and their side effects. Medications are often equated as 
“drugs” which carries negative connotations. Natural 
remedies were perceived as safer than medications 
because of the belief that it does not contain “drugs”. For 
them, anything associated with drugs have potential side 
effects and perceived as less safe compared with natural 
remedies. Alternative treatments or natural remedies were 
perceived as free from harmful effects and able to delay 
and even prevent them from depending on medications for 
hypertension as described in the following statement.

… if possible I would opt for natural way. I would take 
herbs as others said it is good. I would take it once 
a week … I do not want to end up taking medications. 
(P07: 60-year-old Malay woman) 

One study participant reported that she adjusted her med
ication time while taking alternative treatment. She 
admitted to delaying administration of medications while 
on homeopathy remedies and took alternative remedies 
because she believes it is effective.

“I took the medication but I delay it. If it supposed to 
be taken in the morning, I will take it mid-day … ”. (P04: 
72-year-old Malay woman).

Among the study participants, unverified information 
was well accepted, as described by one participant who 
sees herself as being well-informed and admitted to 
obtaining information through internet search.

“… I already knew. I know a lot of things related to 
this … I read about effects of medication consump
tion.” (P07).

In contrast, participants with higher education level 
were more sceptical of any information obtained from 
non-healthcare professionals. They would rather rely on 
doctors or pharmacists for health-related advice or infor
mation. This is well expressed by one of the participants.

Actually some Chinese medicines they are quite good in 
certain ways, but to me what I believe is Chinese medicines 
are for those acute cases. There might be ways to work with 
it. All the chronic ones no, like hypertension, high choles
terol or some other chronic cases. … I don’t really believe 
that because there may be no clinical study, we don’t have 
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any evidence to prove it really lower down your BP or 
cholesterol or diabetes. (P22: 44-year-old Chinese man) 

Communication Norms: Communication 
Styles (Superficiality, 
Non-Confrontational and Indirectness)
There were three communication styles identified as 
superficiality, non-confrontational and indirectness. 
Superficiality refers to lack of thoroughness and depth 
in communicating which often led to misunderstanding of 
the messages conveyed and causes unwanted reaction 
from the recipients. In this context, for example, informa
tion about diseases and complications was conveyed in 
a simplified manner which was often understood 
inaccurately.

Non-confrontational refers to a diplomatic approach 
mainly aimed to avoid hostility and to deal with situations 
calmly. Non-confrontational approach was often followed 
by indirectness in conveying messages as not to offend the 
recipients. Indirectness in communication could also be 
described as being subtle, delicate and in a polite manner.

Superficiality
One of our study participants admitted to refusing to take 
medication due to numerous bad stories related to long- 
term effects of hypertensive medications. She was very 
concerned about potential kidney dysfunction due to con
sumption of medications over a long period of time. Lack 
of thorough understanding related to the disease and treat
ment leaves the participants with limited options but to 
accept unverified information.

I do not want to take medications. I heard a lot of things. 
People said taking medications is dangerous. They said if 
you took it for ten or fifteen years, it would eventually 
damage your kidney. (P11: 44-year-old Malay woman) 

In contrast, another participant admitted that she felt 
obliged to take her medications diligently when the doctor 
advised her concerning the potential effect of organ dys
function due to non-adherence.

My doctor always said if we frequently missed taking our 
medications, blood pressure would be high and causes 
damage to kidney. I got scared … I am scared of the 
effect. (P02: 59-year-old Malay woman) 

A few participants perceived taking medications as a threat 
to their health that outweighs the benefit of slowing down 
disease progression. Dependency on medications was 

perceived as a bigger threat than controlling the disease 
itself. Fear of being dependent on medications and the 
presence of distorted understanding related to the treat
ment and disease could possibly lead them to neglect 
professional advice. In addition, lack of thoroughness 
and in-depth understanding related to illness and treatment 
were observed. There is alarming evidence of shallowness 
and superficiality in making sense of the communicated 
information.

Another participant refused to even start taking the 
medications because the information from others con
firmed her concerns that it would be impossible to be 
free from medications once started. The fear of being 
dependent on medications for life seems to be greater 
than the worry about their own illness.

“We cannot stop once we start taking the medications. 
So, when my parents advised me … I said, ‘I do not want 
to start taking it’ … ” (P08: 47-year-old Malay woman).

Another participant shared a similar belief as illustrated 
through his statement. The participant understood the 
phrase “cannot skip” as equivalent to “cannot stop” or 
being dependent on medications for life.

because other people said if you start taking the medica
tions you cannot stop and that is what the doctor described 
as well. Once you start, you cannot skip the medications. 
(P015: 31-year-old Malay man) 

This evidence suggests that some communication norms 
may have contributed towards fear of being dependent on 
drugs and eventually leading towards non-adherence 
behaviour.

Non-Confrontational and Indirectness
The non-confrontational nature of the Malays is related to 
their behavioural characteristics of being self-effacing and 
conflict avoidance.59 In order to avoid conflicts they 
always resort to being subtle and often use indirect 
communication.

One participant reported that her communication with 
the doctor was undesirable. She admitted that she feels 
uncomfortable being told about the complications of the 
disease and felt that the doctor was trying to scare her and 
this has caused her to be more stressed.

He said I would get this and that (referring to disease 
complications) … Seems like he is trying to scare me. 
I don’t like that. It makes me feel more stressful. [P07: 60- 
year-old Malay woman] 
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Similar responses were also recorded in other participants 
which suggests the inability to tolerate revelation of facts in 
an open and direct manner. Participants reacted negatively by 
rejecting the advice given by healthcare professionals. The 
advice was seen as a scaremongering and confrontational.

She said (referring to the doctor), ‘Do you know that your 
veins are small and you are already aged ….’. Then the 
doctor told me not to take the supplements. He said ‘Do 
not take anything except medications supplied by the 
hospital’ … I did not take the medications at all. (P07: 60- 
year-old Malay woman) 

Participants expressed dislikes as some advice or health 
information directly relate their health condition with dis
ease complications and sounded as threatening. This style 
of communicating is known as indirectness.

Impact of Religiosity on Medication Adherence
This study found three elements of religiosity classified as 
organized religious activities (ORA), misinterpretation of 
religious concept (R-Mis) and religious related healing 
(R-Heal) that influence medication adherence. 
Organizational religiosity improved medication adherence 
while misinterpretation of religious concept and religious 
related healing caused medication non-adherence.

Religiosity: Organized Religious Activities, 
Misinterpretation of Religious Concept 
and Religious Related Healing
Organized Religious Activities
Our findings suggested that organizational religiosity 
improved medication adherence. Some participants reported 
that being involved with a religious community 
improved medication adherence and provided a source of 
motivation to take medications diligently. A few participants 
admitted that they took medications as prescribed to stay 
healthy and be able to join religious activities in their 
communities.

“I want to stay healthy. As long as I can perform my 
prayer and go to place of worship. That is what I want.” 
(P01: 80-year-old Malay woman).

I wanted to try religious product for high blood sugar. 
There are products that can reduce blood sugar and 
blood pressure. So I don’t have to continue my medica
tions. (P08: 47-year-old Malay woman) 

Misinterpretation of Religious Concept
Misinterpretation of religious concept had a negative 
impact on medication adherence. Statements by a few of 
the participants suggested that they view treatment as 
either religious or non-religious.

Participants who claimed that they have been taking 
medications diligently seem to relate their understanding 
of religious concept with illness in a positive way. They 
understood that taking medications is one of the ways they 
could act in tandem with their religious principles.

“Prayer is just part of it that helps you overcome 
certain things. But we just believe that God will … always 
help those that help themselves. …” (P22: 44-year-old 
Chinese man).

Another participant viewed that being religious 
required her to be evidence-based. The participant reported 
that she would not take any remedy which is not proven even 
though recommended by somebody with religious authority.

“Yes, but I did not take it (referring to health products 
recommended by those with religious authority) because it 
is not proven.” (P03: 52-year-old Malay woman).

Religious Related Healing (RRH)
Belief in the superiority of religious related healing com
pared with prescribed medicines seems to be the reason for 
avoiding medications in some participants.

A number of participants literally view religion as the 
source of solutions for both their spiritual and physical 
illness. One of the participants described religious related 
healing as superior than prescribed medications.

“Religious healing focus more on our spiritual. 
Medication only helps.” [P08: 47-year-old Malay woman].

She resorted to religious healing because of the belief 
that taking medications could harm her and may cause 
dependence on medications. She referred to medications as 
“drugs” which seem to have negative connotations and unde
sirable effects on the body. The participant also confessed 
that religious related healing provided hope for healing.

“Dad, I want to try other method, I do not want to 
depend on these medications. They are drugs and taking it 
can affect your body. If I use religious healing … ”. My 
father burst into anger. I just have to listen to him … ” 
(P08: 47-year-old Malay woman).

Spirituality
None of the findings could be related to dimensions of 
spirituality as study participants always referred their 
experience within the context of their religious belief. An 
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example of a participant who admitted to doing some 
religious rituals only to respect her parents admitted that 
religion or spirituality do not have any significant role in 
her life.

“It does not play a role in my life also. I just pray what 
I want to the God. That’s it. (P20: 60-year-old Chinese 
woman).

She denied any R/S influence when asked whether her 
belief had any influence on motivation to take 
medications.

“Nothing of that sort” (P20: -year-old Chinese 
woman).

In summary, our study could not trace any influence of 
spirituality on medication adherence as our study partici
pants always linked their experience either within the 
realm of religion or none at all.

Discussion
Cultural Related Barriers to 
Antihypertensive Medication Adherence
This study found that some elements in societal and com
munication norms impacted medication adherence nega
tively, which include belief in testimony and having 
unique communication styles. Previous studies suggested 
that culture had both positive51 and negative impacts67–69 

on health behaviour. Cultural barriers have prevented 
patients from having adequate understanding of the illness 
and medications.61 Some cultural factors were linked to 
lower perception of susceptibility to diseases.52 Recent 
study had identified some cultural factors believed to 
have influenced patients’ discontinuation of medication.70 

Yet, at least one study reported a positive impact of culture 
on health literacy and its significant contribution towards 
improving medication adherence.51 These findings suggest 
the influence of cultural factors in shaping patients’ per
ception and belief regarding illness and medications as 
well as on the necessity of taking medications.

The impact of culture was more obvious among Malay 
participants and other ethnics who lived among the Malays 
compared with those living among the same race. Regular 
interaction between different ethnics allows flow of some 
traditions and beliefs between them. The situations were 
different for individuals with higher educational level as 
they were less affected by the negative influence of culture 
regardless of their racial background. Higher education 
level could have improved an individual’s ability to 

discriminately use advice or passed down health-related 
practices.

Among the Malays, using verbal and written testimony 
from non-experts was perceived as normal among partici
pants. This has led them to either withhold or totally 
neglect taking medications as prescribed. Some of the 
testimonies were related to their personal experience of 
medications’ side effects and also news that they have 
heard from others who were also taking antihypertensive 
medications. Belief in testimonials was a unique charac
teristic of our participants which could be traced to the 
larger population. A study conducted among patients with 
type 2 diabetes mellitus reported that social influences 
from family members, friends and peers impacted patients’ 
choice of treatment.71

Trust in non-expert people who are either well known 
by the participants, their own family members or relatives 
suggested that any information or advice from an individual 
regarded as trustworthy were often accepted as the truth. 
Hence, the information or advice from trustworthy indivi
duals would naturally be accepted as reliable. Through 
feedback obtained during the interviews, more than half of 
the participants emphasized families and friends as source 
of information and advice that they relied on when making 
important decisions regarding their health matters. This 
scenario was common among those with lower education 
background and could be related to health literacy.

Testimony as defined in most dictionaries is a formal 
written or spoken statement especially one given in a court 
of law. It can also refer to evidence or proof of something. 
In the context of health, testimonials are usually obtained 
from those who have used the products or services often 
used to market products, treatment or services. 
Testimonials were also used to improve perceived severity 
of illness, perceived vulnerability and to help individuals 
making informed decisions related to medications and 
other treatment.72 Studies have shown that testimonials 
improved health attitudes and outcomes.72

Testimonials which are also known as first-person nar
ratives, first person perspectives, anecdotal evidence and 
case history have unique appeal to patients and capable of 
motivating the patients to decide on doing things that 
benefit themselves.72

Contrastingly, this study suggests that testimonials 
appeal to patients in a negative way and motivate them 
to neglect their medications. One of the most plausible 
explanations for this behaviour could be related to the 
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element of trust that exists between patients and the influ
encers. People rarely trust others completely, instead trust 
is related to particular things73 and given as a result of 
something in exchange either between two individuals or 
more than that.

Belief in testimonials related to natural remedies 
appears to be common and linked to the belief that any
thing natural is safe. Inclination towards using natural 
remedies has led some of the participants to defer from 
taking their antihypertensive medications. It was observed 
that for some of the participants, the use of natural or 
herbal remedies came about when they realized the need 
to take medications for life. They tried alternative reme
dies as they provide some hope of being cured. Previous 
studies suggested that belief and preference towards tradi
tional and complementary medicines was associated with 
non-adherence.74,75,76 Use of herbs was often believed as 
the natural way of treating the illness and acceptable in 
some communities.75 Preference of CAM could also be 
motivated by the fear of being dependent on drugs and the 
concern related to kidney or liver dysfunction.

Other important aspects of culture are communication 
norms, which are characterized by superficiality, non- 
confrontational and indirectness. These norms seem to 
act as barriers to medication adherence. Superficiality in 
communication was understood as lack of depth in com
municating health-related information which could have 
caused distortion or loss of actual meaning during trans
mission of the information. The findings were parallel with 
a study that examined cultural values in communication in 
which indirect communication was used to deliver certain 
information considered to be sensitive and offend others.77 

Another study has also reported the use of politeness and 
indirectness in communicating certain messages among 
this community.78 Indirectness which has both positive 
and negative effects on communication is known as 
a cultural identity of the Malays79 and rooted in Islam 
which is the religion of the Malays. Indirectness is often 
used to maintain respect and politeness which are charac
terized by being meticulous and subtle in the choice of 
words. Additionally, paraphrasing is also commonly used 
to improve the message and to make it sound less offen
sive in order to avoid conflict.77 Indirectness in the context 
of this study refers to a potentially “offensive direct way” 
of communicating information related to hypertension and 
its treatment.

The direct way of conveying the information and 
advice to patients by HCPs as reported by study 

participants could have caused misunderstanding and 
rejection of the message.

The unique ways in communicating messages signalled 
the need to acknowledge the importance of communica
tion norms in delivering the health information to patients. 
Failure to communicate effectively would be a challenge 
towards effective implementation of policies and interven
tion. Finally, it could also cause mutual distrust between 
patients and healthcare providers.80

On top of that, being superficial and gullible in accept
ing information or advice from others complicate the mat
ter. Patients with these traits are inevitably at risk of 
medication non-adherence. Through identifying culturally 
related risk factors and understanding how they amplify 
medication non-adherence, the issues of non-adherence 
could be solved pragmatically.

Religiosity Related Promoters and 
Barriers to Antihypertensive Medication 
Adherence
This study revealed both positive and negative impacts of 
religiosity on medication adherence. Belief that God heals 
seems to be confused with associating it to anything 
labelled or promoted with religious-related language. 
Contrastingly, internal religiosity motivates some partici
pants to be adherent to their medication schedule as it is 
seen as fulfilling religious duty as adhering to treatment 
schedules was seen as an act according to what God 
wanted them to do. A similar notion was also highlighted 
in previous studies conducted locally41 and 
abroad.40,45,81,82

Other promoters of adherence were related to organi
zational religiosity. Involvement in community religious 
activities provides relief as participants relate it to being 
a “good religious devotee” and blessed by God. Hence, 
they look forward to such events. Participants were moti
vated to take medication as they felt healthy and able to 
take part in activities organized by religious communities. 
The findings suggest that involvement in religious activ
ities improved participants’ motivation to take medication 
diligently. Previous studies have reported negative43 and 
positive influences41 of organized religious activities 
(ORA) on adherence. In addition, there are also studies 
which have reported that religious activities were not 
unrelated83,84 to medication adherence.

Misunderstanding of religious concepts relating to 
superiority of religious-related treatment has promoted 
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the views that religious-related healing is superior than 
modern medicine. In a society in which religion has 
a central role in their life, it is a common belief that God 
heals and has the ultimate power. Our findings suggest that 
those who preferred religious-related healing or products 
could have misunderstood the concept of God heals. 
Another possible explanation could be related to religious 
coping in which participants found refuge in their connec
tion with God and seek alternative solutions for their ill
ness within the realm of religion. Spiritual connection with 
God could sometimes be an escapism for delegating reso
lutions to challenges faced to God. Previous studies sug
gested various mechanisms through which religious 
coping could be used85–87 when encountering stressful 
situations related to health.88

The negative impact of religiosity could be related to 
how the participants understand certain religious teaching 
instead of the teaching itself. Identification of religiosity 
elements affecting patients’ perception, belief and attitudes 
towards treatment would therefore be useful for HCP to 
overcome non-adherence issues.

Spirituality and Antihypertensive 
Medication Adherence
Unlike previous studies that suggested both positive89,90 

and also negative associations of spirituality with medica
tion adherence,43 none of the findings in this study could 
be related to spirituality in isolation as our study partici
pants related their experiences to religious belief. Some 
participants seem to perceive spirituality as related to 
belief and reliance in God and part of religiosity. This 
could be related to the tradition of religious belief prac
ticed by this group of people. The situation is rather 
different from that in western populations whereby the 
term spirituality is commonly used and understood as 
different from religiosity.

In the socio-cultural context of this study, it appears 
that participants are not familiar with the spirituality 
dimensions outside dogmatic religious belief. This sug
gests differences in the understanding of certain concepts 
of belief between people of different ethnicity and demo
graphic background.

Despite the abundance of literature that describe the 
role of culture, religion and spirituality on medication 
adherence, no specific measures or solutions were formu
lated and used in our studied populations. This study 
proposes new perspectives in understanding the 

mechanism through which culture and religiosity elements 
influence patients’ adherence to medications.

Limitation
Our study was conducted in the national language which 
required certain level of language proficiency. Hence, 
patients without good proficiency in Malay language had 
to be excluded because they could not comprehend and 
provide a meaningful response. As such, we were not able 
to capture information best explained in some of the parti
cipants’ mother tongues.

Additionally, the research intended to explore the influ
ence of culture, religiosity and spirituality within the local 
context. In relation to generalizability, the findings should 
only be applied in populations from other locations if they 
have similar cultural and religious backgrounds.

We only stratified patients into two categories which is 
rural and urban as the intention was also to understand the 
difference in the influence of CRS factors between these 
categories of patients. Hence, the findings is also limited 
by these categories.

Conclusion
The majority of our study participants are Malay Muslims 
for whom culture and religion are imbued in their daily 
life. Cultural elements such as societal norms related to 
ignorance, belief in testimony and anything “natural is 
safe” negatively influenced medication adherence. 
Additionally, communication norms characterized by 
superficiality, indirectness and non-confrontational were 
also found to affect adherence negatively. Whereas, ele
ments of religiosity such as internal and organizational 
religiosity were linked to increased motivation to take 
medication. Our study has revealed the negative impact 
of misconception about healing and treatment related to 
religiosity that reduced participants’ confidence in modern 
medicine. However, the role of spirituality remains unclear 
as it seemed to be understood within the realm of religion.

Understanding the mechanism of influence that culture 
and religiosity had on medication adherence could help 
healthcare professionals to improve engagement with 
patients and decide on the appropriate course of intervention.

Future work should consider focusing on extending the 
exploration of CRS in other ethnic groups to elucidate 
CRS relationship with health behaviour and medication 
adherence. A context-based adherence assessment and 
intervention could be formulated to improve adherence to 
treatment towards achieving targeted treatment outcomes.
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