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In a recent nationwide study of more
than 26,000 US adults, 27% of partici-

pants were not taking their medications
as prescribed.1 Several studies have
found an association between low adher-
ence to antihypertensive medications and
uncontrolled hypertension.1-4 In a meta-
analysis of published studies, the odds
ratio for hypertension control was 3.44
(95% CI 1.60 to 7.37) for adherent ver-
sus nonadherent individuals.5

Over recent years, research efforts
have focused on practical methods for
measuring adherence in the outpatient
or research setting.6-10 These methods
include self-report, electronic adherence
monitoring devices, pharmacy fill rates,
and pill counts. More detailed informa-
tion on the strengths and weaknesses of
methods to assess adherence are provid-
ed elsewhere.11,12 Unlike other methods
of measuring adherence, self-report is
simple, economically feasible, and has
the added advantage of soliciting infor-
mation regarding situational factors,
which interfere with medication adher-
ence (eg, forgetfulness, adverse ef-
fects).11,13-15 As such, self-report is becoming a more widely
adopted method for assessing adherence in research.

The 8-item Morisky Medication Adherence Scale
(MMAS-8) was developed as a self-report measure of ad-
herence to antihypertensive medication (Appendix I).16

Published in 2008, the MMAS-8 has been used in cross-
sectional studies to provide a measure of adherence to anti-

hypertensive medication.2,17,18 While data on the internal
reliability and convergent and construct validity of the
MMAS-8 have been published, few data are available on
the short-term test-retest reliability of this measure.2,19 To
use the MMAS-8 to assess changes in adherence in longi-
tudinal studies, data on short-term reliability are needed.
Such data will provide an estimate of the within-person
minimal detectable change for this scale and permit the
discrimination of random variability from true changes in
MMAS-8 scores over time. Additionally, identifying the
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BACKGROUND: Self-report scales are used to assess medication adherence. Data
on how to discriminate change in self-reported adherence over time from random
variability are limited.

OBJECTIVE: To determine the minimal detectable change for scores on the 8-item
Morisky Medication Adherence Scale (MMAS-8).

METHODS: The MMAS-8 was administered twice, using a standard telephone script,
with administration separated by 14-22 days, to 210 participants taking antihyper-
tensive medication in the CoSMO (Cohort Study of Medication Adherence among
Older Adults). MMAS-8 scores were calculated and participants were grouped into
previously defined categories (<6, 6 to <8, and 8 for low, medium, and high
adherence).

RESULTS: The mean (SD) age of participants was 78.1 (5.8) years, 43.8% were
black, and 68.1% were women. Overall, 8.1% (17/210), 16.2% (34/210), and
51.0% (107/210) of participants had low, medium, and high MMAS-8 scores,
respectively, at both survey administrations (overall agreement 75.2%; 158/210).
The weighted κ statistic was 0.63 (95% CI 0.53 to 0.72). The intraclass
correlation coefficient was 0.78. The within-person standard error of the mean for
change in MMAS-8 scores was 0.81, which equated to a minimal detectable
change of 1.98 points. Only 4.3% (9/210) of the participants had a change in
MMAS-8 of 2 or more points between survey administrations.

CONCLUSIONS: Within-person changes in MMAS-8 scores of 2 or more points over
time may represent a real change in antihypertensive medication adherence.
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Scale-8 (MMAS-8), retest, self-report, test-retest. 
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minimal detectable change will facilitate the identification
of patient-, provider-, and system-level factors associated
with changes in adherence to antihypertensive medication.
Therefore, we conducted a study with 2 administrations of
the MMAS-8 over a short interval to determine the mini-
mal detectable change in this scale.

Methods

STUDY POPULATION

The current study was conducted among a subset of par-
ticipants enrolled in the CoSMO (Cohort Study of Medica-
tion Adherence among Older Adults). The study design and
baseline characteristics of CoSMO participants have been de-
scribed.2 The primary objectives of CoSMO include assess-
ing the impact of patient and health-care–related factors on
change in adherence to antihypertensive medication over 2
years of follow-up and determining the relationship of anti-
hypertensive medication adherence at baseline on future
medical and psychosocial outcomes such as blood pressure
control, quality of life, cardiovascular outcomes, and utiliza-
tion. CoSMO enrolled adults aged 65 years and older with
essential hypertension who were randomly selected from the
roster of a large managed care organization in southeastern
Louisiana. Recruitment was conducted from August 2006
through September 2007 and 2194 participants were en-
rolled. Recruitment for the substudy reported here was con-
ducted between July 15 and July 29, 2010. Over this period,
we attempted to contact a randomly selected sample of 241
CoSMO participants with the a priori goal of recruiting 200
individuals for this substudy. Based on a 1000 iteration simu-
lation, the sample size of 200 participants provided 80% sta-
tistical power to detect a κ > 0.73 if the true κ statistic was
>0.8. Additionally, this sample size provided 80% statistical
power to detect an intraclass correlation coefficient of 0.86 or
higher if the true value was >0.9. The CoSMO study, includ-
ing this substudy, was approved by the institutional review
board. Verbal informed consent was provided by all partici-
pants prior to enrollment in CoSMO. 

DATA COLLECTION

In CoSMO and this substudy, data were collected by
trained research staff, through telephone interviews, using
standard scripts. Training of staff included review of the
study protocol, the standard script, and the survey tool. Prac-
tice interviews with nonparticipants were conducted prior to
the substudy and staff members were retrained if inconsis-
tencies were identified. All surveys were recorded and 100%
were double entered into a Microsoft Access (Microsoft
Corp., Redmond, WA) database for quality control purposes.
Any discrepancies (<1% in this study) were corrected using
source survey recordings. Of relevance to this report, data
collection in CoSMO included assessment of sociodemo-

graphic factors (age, sex, race, education) and duration of
hypertension. In addition to the survey administration, infor-
mation regarding comorbid conditions and number of anti-
hypertensive medications filled was obtained from the ad-
ministrative databases of the managed care organization. For
the substudy reported here, 2 telephone interviews, each of
which included administration of the MMAS-8, were con-
ducted. The first interview was conducted between July 15
and July 29, 2010, and the second between August 1 and
August 15, 2010. In conducting test-retest studies, investiga-
tors often choose an interval from 2 days to 2 weeks.20 We
chose a 2-week period to minimize the possibility for recall
of the original survey administration or the occurrence of a
true clinical change in adherence.

8-ITEM MORISKY MEDICATION ADHERENCE SCALE 

The MMAS-8 was designed to facilitate the identifica-
tion of barriers to and behaviors associated with adherence
to antihypertensive medication.16 The MMAS-8 has also
been shown to maintain a high degree of concordance with
antihypertensive medication pharmacy fill rates.2,19 Scores
on the MMAS-8 can range from 0 to 8, with MMAS-8
scores of <6, 6 to <8, and 8 reflecting low, medium, and
high adherence.16 In prior studies, low and medium adher-
ence shown on the MMAS-8 (ie, scores of <6 and 6 to <8)
have been associated with higher rates of uncontrolled
blood pressure among individuals with hypertension.2,16

The MMAS-8 is worded at an 8th grade reading level and
is provided in Appendix I.

STATISTICAL ANALYSIS

Characteristics of participants in this substudy were calcu-
lated as mean (SD) or percentage, as appropriate. The con-
cordance of responses to each of the MMAS-8 items over the
2 survey administrations was calculated. Next, the cross-tab-
ulation of low, medium, and high adherence based on
MMAS-8 scores, as described above, for the first versus sec-
ond survey administrations was assembled and the overall
agreement and weighted κ statistic were calculated. The κ
statistic provides a measure of agreement between 2 assess-
ments above that expected by chance alone. Although there
is no accepted interpretation of κ statistics, Landis and Koch
characterized values of 0-0.20 as slight, 0.21-0.40 as fair,
0.41-0.60 as moderate, 0.61-0.80 as substantial, and 0.81-1.0
as almost perfect agreement.21 A Bland-Altman plot of
MMAS-8 scores on the first and second administrations was
constructed, as was the distribution of changes in MMAS-8
scores.22 The Bland-Altman plot is used to visually demon-
strate the agreement between 2 different measures. The intra-
class correlation coefficient was calculated, as was the with-
in-person standard error of the mean for changes in MMAS-
8 scores between survey administrations. The intraclass
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correlation coefficient provides a measure of the reliability of
measurements; higher values indicate better reliability.23 The
minimal detectable change in MMAS-8 scores was calculat-
ed as 1.96 times the square root of 2, times the standard error
of the mean of changes in MMAS-8 scores.23 The minimum
detectable difference represents the smallest difference or
change that would be statistically significant when compar-
ing different samples. Finally, the percent of participants who
experienced a change in MMAS-8 scores equal to or greater
than the minimal detectable change between survey adminis-
trations was calculated overall and by age group (<75 and
≥75 years, the median age of the study population), sex, and
race. The statistical significance of the proportion of partici-
pants with a change in MMAS-8 scores equal to or greater
than the minimal detectable change across age, sex, and race
groupings, separately, was calculated using the Fisher exact
test. Analyses were conducted using SAS version 9.1 (SAS
Institute, Cary, NC).

Results

PARTICIPANT CHARACTERISTICS

Of the 214 participants who completed the initial survey,
210 (98%) completed the follow-up survey. Of potential
participants who did not complete the survey (n = 27 of
241 approached), 9 refused participation, 6 had died, 6
were unable to be reached, 3 reported no longer taking an-
tihypertensive medication, and 3 were contacted but un-
able to complete the questionnaire. Characteristics of the
210 study participants are provided in Table 1. 

CONCORDANCE OF INDIVIDUAL ITEMS ON THE MMAS-8

Participants completed the second administration of the
MMAS-8 a median of 14 days following its initial admin-
istration (range 14-22 days). The concordance of respons-
es between administrations exceeded 90% on 6 of the 8
items on the MMAS-8 (Figure 1). For item 1 (sometimes
forgetting to take medication) and item 8 (sometimes hav-
ing difficulty remembering to take all medications), the
concordance was 86.2% (181/210) and 79.5% (167/210),
respectively. 

Score Changes on the Morisky Medication Adherence Scale-8
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Figure 1. Concordance of responses for each of the Morisky Medication Adherence Scale items assessed 2 times over a 14- to 22-day period. Pos-
sible responses to questions 1 through 7 are “Yes” or “No” and for question 8 are “Rarely/Never,” “Once in a While,” “Sometimes,” “Usually,” and “Al-
ways.” Exact phrasing of the Morisky Medication Adherence Scale items is provided in Appendix I and reference 16.

Table 1. Characteristics of Study Participantsa

Pts.
Characteristic (N = 210)

Age (y), mean (SD) 78.1 (5.8)

Women, % 68.1

Blacks, % 43.8

<High school education, % 28.6

Hypertension duration ≥10 y, % 59.5

≥2 Comorbid conditions, % 47.6

History of CVD, %b 41.9

Antihypertensive drug classes (n), mean (SD) 3 (1)

CVD = cardiovascular disease.
aThese patients were in the Cohort Study of Medication Adherence
among Older Adults (CoSMO) substudy administered the 8-item
Morisky Medication Adherence Scale 2 times over 14-22 days. 

bChest pain or angina due to a heart problem or coronary heart dis-
ease, heart failure, myocardial infarction, stroke, or other diagnosed
heart conditions.



CONCORDANCE OF HIGH, MEDIUM AND LOW MMAS-8

ADHERENCE CATEGORIES

Using the previously published MMAS-8 adherence
categories, 51.0% (107/210), 16.2% (34/210), and 8.1%
(17/210) of participants had high, medium, and low adher-
ence, respectively, on both survey administrations (Table 2).
Additionally, 17.6 % of participants (37/210) had high adher-
ence at 1 survey administration and medium adherence at the
other survey administration (11.0% [23/210] with medium
and high adherence on the first and second administrations +
6.7% [14/210] with high and medium adherence on the first
and second administrations), and 6.2% (4.3% + 1.9% [9/210
+ 4/210]) had medium adherence at 1 survey administration
and low adherence at the other survey administration. Only
1.0% of participants (0.5% + 0.5% [1/210 + 1/210]) had high
adherence on 1 administration and low adherence for the oth-
er survey administration. The weighted κ statistic was 0.63
(95% CI 0.53 to 0.72).

CHANGE IN MMAS-8 SCALE SCORES

Overall, 61.9% of participants (130/210) had the same
MMAS-8 score on both survey administrations (Figure 2).
Additionally, 14.7% of participants (31/210) had a decline
in MMAS-8 scores of less than 2 points and 19.0% of par-
ticipants (40/210) had an increase in MMAS-8 scores of
less than 2 points between survey administrations. Be-
tween the 2 survey administrations, 1.0% (2/210) had a de-
cline in MMAS-8 scores of 2 or more points and 3.3%
(7/210) had an increase in scores of 2 or more points. 

MINIMAL DETECTABLE CHANGE IN MMAS-8 SCALE SCORES

A Bland-Altman plot of MMAS-8 scores on the first and
second survey administrations is provided in Figure 3. The
intraclass correlation coefficient was 0.78. The
within-person standard error of the mean of
change in MMAS-8 scores was 0.71. This
equates to a minimal detectable change for the
MMAS-8 of 1.98 points. Overall, 4.3% of par-
ticipants (9/210) had a change in MMAS-8 score
≥2 points between survey administrations. In
subgroup analyses, a change of 2 or more points
occurred for 5.1% (4/78) and 3.8% (5/132) of
participants <75 and ≥75 years of age (p = 0.73),
respectively, 1.5% (1/67) and 5.6% (8/143) of
men and women (p = 0.28), respectively, and
3.4% (4/118) and 5.4% (5/92) of white and black
participants (p = 0.51), respectively.

Discussion

In our study, high within-participant concor-
dance was present for most MMAS-8 items

when assessed 2 times over 14 to 22 days. Concordance on 6
of the 8 MMAS-8 items exceeded 90% and exceeded 75%
for the other 2 items. Additionally, whether grouped into pre-
viously published categories or analyzed as a continuous
variable, concordance was moderate to high for the overall
MMAS-8 scale scores. Data from this study suggest that a
within-person change in MMAS-8 score of 2 or more points
over time may represent a real change in adherence. This def-
inition provides a metric for identifying change over time in
self-reported antihypertensive medication adherence using
the MMAS-8. 

The MMAS-8 was developed using data collected on
1367 participants enrolled in a randomized study evaluating
the effects of structural and educational interventions on
blood pressure control.16 In this prior work, the MMAS-8
maintained a strong association with blood pressure control.
Specifically, uncontrolled blood pressure was present in 43%,
55%, and 67% of individuals with high, medium, and low
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Figure 2. Distribution of change in scores on the 8-item Morisky Medication Adher-
ence Scale over 14-22 days.

Table 2. Concordance of Adherence Categoriesa

Second Administration

Level of Low, Medium, High, Total,
Adherenceb,c n (%) n (%) n (%) n (%)

Low 17 (8.1) 9 (4.3) 1 (0.5) 27 (12.9)

Medium 4 (1.9) 34 (16.2) 23 (11.0) 61 (29.1)

High 1 (0.5) 14 (6.7) 107 (51.0) 122 (58.1)

Total 22 (10.5) 57 (27.1) 131 (62.4) 210 (100)

aFor the 8-item Morisky Medication Adherence Scale administered 2
times over 14-22 days.

bEight-item Morisky Medication Adherence Scale scores of 8 repre-
sent high adherence, 6 to <8 medium adherence, and <6 low ad-
herence.17

cκ = 0.546; 95% CI 0.442 to 0.650.Weighted κ = 0.63; 95% CI 0.53
to 0.72.



adherence, respectively (ie, MMAS-8 scores of 8, 6 to <8,
and <6).16 Additionally, scores on the Morisky scale have
been associated with pharmacy fill rates in 2 previous stud-
ies.2,19 For example, in a prior analysis from the CoSMO
study, the prevalence of nonpersistent pharmacy fill rates (ie,
medication possession ratio <0.8) among individuals with
scores of 8, 6 to <8, and <6 on the MMAS-8 was 19%, 28%,
and 55%, respectively (p value trend across MMAS-8 cate-
gories <0.001).2 Our study extends prior reports by present-
ing data on the test-retest reliability of the MMAS-8 over a
14- to 22-day period. Prior to this analysis, few such data
were available, and a definition of change in medication ad-
herence over time, using this scale, had not been evaluated. 

The intraclass correlation coefficient was 0.78. This is
consistent with the intraclass correlation coefficient of 0.81
derived from a Thai version of the MMAS-8 scale used
among 303 patients with diabetes.18 Additionally, the
Spearman correlation coefficient for 2 administrations of
the MMAS-8 was 0.83 among 39 patients with diabetes in
Malaysia.24 Although many factors affect the intraclass
correlation coefficient and make values difficult to inter-
pret, levels above 0.80 are often considered good.25 Given
that a majority of participants had the same MMAS-8
score (ie, a score of 8 indicating high adherence) on both
survey administrations in our study, an intraclass correla-
tion coefficient of 0.78 may be considered high.23

Although the overall agreement between MMAS-8 cate-
gories was 75%, the weighted κ statistic was only 0.63.
While different interpretations exist, a κ between 0.6 and 0.8
is generally considered moderate to substantial agreement.21

Differences between high and medium adherence using pub-
lished MMAS-8 categories can reflect a change in the re-
sponse category on a single item (eg, reporting almost never

versus never for “How often do you have difficulty remem-
bering to take all your blood pressure medication?”). More
importantly, changes in MMAS-8 categories from high to
low adherence (or from low to high adherence) over the 2
survey administrations in our study were uncommon.
Specifically, only 1% of participants (n = 2) scored in the
high adherence category for 1 administration and the low
adherence category for the other administration of the
MMAS-8. Moving from high to low adherence between
MMAS-8 administrations requires a change in scores
greater than 2 points (ie, from a score of 8 to ≤5.75) and may
have clinical implications. This change in scores is slightly
larger than the minimal detectable change definition identi-
fied in this study. A decline in medication adherence may re-
sult in an increase in blood pressure and, subsequently, the
occurrence of adverse clinical outcomes (eg, coronary heart
disease and stroke). Future studies of changes in medication
adherence on outcomes, including increases in blood pres-
sure and coronary heart disease and stroke incidence, are
warranted.

The MMAS-8 and other self-report measures have been
used to assess medication adherence at a single time point
in prior studies.17,18,26,27 While factors associated with ad-
herence have been identified, risk factors for change in ad-
herence are less well defined. Studies have begun to collect
repeated measures of adherence to antihypertensive medi-
cation using the MMAS-8.2,28 The evaluation of adherence
over time will provide researchers and clinicians data with
which to benchmark patient patterns and identify meaning-
ful changes in adherence behaviors. Additionally, identify-
ing risk factors for clinically meaningful declines in adher-
ence will allow for efficiently targeted interventions to
maintain high adherence and avoid adverse consequences

of low adherence. Understanding what consti-
tutes a meaningful change in adherence over
time is needed. 

Several potential limitations need to be con-
sidered when interpreting the results from this
study. The study was limited to a subset of par-
ticipants in an ongoing cohort study of older
patients with hypertension. As such, partici-
pants were 65 years of age or older, black or
white, and members of a large managed care
organization. Further studies are needed to
confirm the current findings among younger
adults with hypertension, other ethnic groups,
and individuals in other health-care settings.
Also, while the MMAS-8 is widely used, other
antihypertensive medication adherence scales
have been published and should be subjected
to similar analyses.10,29 Another limitation is
the possibility that participants provided social-
ly desirable responses, as they are enrolled in a
research study. Despite these limitations, our

Score Changes on the Morisky Medication Adherence Scale-8
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Figure 3. Bland-Altman plot of the 8-item Morisky Medication Adherence Scale
scores administered 2 times over 14-22 days. Circle size is proportional to the per-
centage of participants. Difference on the y-axis is the score at the first minus sec-
ond survey administration. MMAS-8 = 8-item Morisky Medication Adherence Scale.16



study maintains several strengths, including the use of a
well-characterized cohort, a high participation rate, and the
collection of data by following a structured protocol and
using trained research staff. 

The majority of participants in our study had identical
MMAS-8 scores when assessed via 2 survey administrations
conducted over 14-22 days. Using these data, we determined
that within-person differences in MMAS-8 scores of 2 or
more points over time may represent a real change in adher-
ence. Subsequent studies are needed to confirm this defini-
tion for change in adherence in different populations. In the
interim, studies using the MMAS-8 should consider score
changes of less than 2 points to be consistent with random
variation. Further studies are warranted to assess the clinical
implications of changes in adherence.
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Appendix I. 8-Item Morisky Medication Adherence Scalea

Response
Item Option

1. Do you sometimes forget to take your high blood pressure pills? Yes/No

2. Over the past 2 weeks, were there any days when you did not take your high blood pressure medicine? Yes/No

3. Have you ever cut back or stopped taking your medication without telling your doctor because you felt worse when you took it? Yes/No
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5. Did you take your high blood pressure medicine yesterday? Yes/No

6. When you feel like your blood pressure is under control, do you sometimes stop taking your medicine? Yes/No

7. Do you ever feel hassled about sticking to your blood pressure treatment plan? Yes/No

8. How often do you have difficulty remembering to take all your blood pressure medication? Never,
Almost Never
Sometimes
Quite Often
Always

aUse of the MMAS is protected by US copyright laws. Permission for use is required. A license agreement is available from: Donald E Morisky ScD ScM
MSPH, Professor, Department of Community Health Sciences, UCLA School of Public Health, 650 Charles E Young Drive South, Los Angeles, CA
90095-1772.
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Definiendo el cambio mínimo detectable en la puntuación de la
Escala Morisky de Adherencia a Medicamentos de 8 puntos  

P Muntner, C Joyce, E Holt, Jg He, D Morisky, LS Webber, y M Krousel-Wood
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EXTRACTO

TRASFONDO: Las escalas de auto-reporte se han estado usando para
evaluar la adherencia a medicamentos. La información sobre cómo
discriminar el cambio del auto-reporte de adherencia a través del tiempo
de la variabilidad al azar está limitada.

OBJETIVOS: Determinar el cambio mínimo detectable para las
puntuaciones de la escala Morisky de Adherencia a Medicamentos de 8
puntos (MMAS-8).

METODOS: Se administró la MMAS-8 dos veces utilizando un libreto
estándar por vía telefónica, separada por 14 a 22 días, a 210 participantes
que utilizaban medicamentos antihipertensivos en el Estudio Cohorte de
Adherencia a Medicamentos entre Adultos Mayores (CoSMO). Se
calculó la puntuación de MMAS-8 y se agruparon los participantes
dentro de una categorías previamente definidas (<6, 6, a <8 y 8 para
adherencia baja, mediana y alta, respectivamente).

RESULTADOS: La edad promedio de los participantes fue de 78.1 (5.8)
años, 43.8% eran de raza negra y 68.1% eran mujeres. En general, 8.1%
(n = 17/210), 16.2% (n = 34/210) y 51.0% (n = 107/210) de los
participantes tuvieron puntuación de MMAS-8 baja, mediana y alta,
respectivamente, en ambas entrevistas realizadas (acuerdo general =
75.2%, n = 158/210). La estadística κ ajustada fue de 0.63 (intervalo de
confianza 95% 0.53 y 0.72). El coeficiente de correlación intra-clase fue
de 0.78. El error estándar del promedio por persona para cambio en
puntuación de MMAS-8 fue de 0.81 lo que equipara a un cambio
detectable de 1.98 puntos. Solamente el 4.3% (n = 9/210) de los
participantes tuvieron un cambio en la puntuación de MMAS-8 de 2 o
más puntos entre las dos entrevistas realizadas.

CONCLUSIONES: Los cambios por persona en la puntuación de MMAS-8
de 2 o más puntos a través del tiempo podrían representar un cambio
real en la adherencia a medicamentos antihipertensivos.

Traducido por Giselle Rivera-Miranda 

Définition du Changement Minimal Détectable sur l’Échelle
d’Évaluation de l’Observance Médicamenteuse de Morisky en 8
Points

P Muntner, C Joyce, E Holt, Jg He, D Morisky, LS Webber, et M Krousel-Wood
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RÉSUMÉ

INTRODUCTION: Des échelles d’auto-évaluation sont utilisées pour évaluer
l’observance au traitement médicamenteux. Cependant, les données pour
bien distinguer les variations de l’observance ainsi rapportées des variations
dues au hasard sont très limitées. 

OBJECTIFS: Déterminer le changement minimal détectable sur le résultat
de l’échelle d’observance médicamenteuse de Morisky en 8 points.
(EOMM-8).

MÉTHODE: On a demandé à 210 participants prenant des médicaments
antihypertenseurs de répondre à l’EOMM-8, lors de 2 entrevues
standardisées, réalisées par téléphone, espacées de 14 à 22 jours, dans le
cadre de l’étude Cohort Study of Medication Adherence among Older
Adults (CoSMO). Le résultat à l’EOMM-8 a été calculé et les participants
ont ensuite été regroupés dans des catégories préétablies soit <6, 6, à <8,
et 8 pour une observance faible, modérée et élevée, respectivement.

RÉSULTATS: L’âge moyen des participants était de 78.1 (5.8) ans, 43.8%
étaient de race noire, et 68.1% étaient de sexe féminin. Globalement, 8.1%
(n = 17/210), 16.2% (n = 34/210), et 51.0% (n = 107/210) des participants
présentaient des résultats à l’EOMM-8 catégorisés comme faible, modéré
et élevés, respectivement, lors des 2 entrevues pour compléter le
questionnaire (degré d’accord global = 75.2%; n = 158/210). La statistique
κ pondérée était de 0.63 (Intervalle de confiance 95%: 0.53 à 0.72). Le
coefficient de corrélation intra-classe était de 0.78. L’écart-type de la
moyenne inter-sujet pour l’EOMM-8 était de 0.81 ce qui correspond à
un changement minimal détectable de 1.98 points. Seulement 4.3% (n =
9/210) des participants ont présenté un changement du EOMM-8 de 2
points ou plus entre les 2 questionnaires.

CONCLUSIONS: Un changement intra-sujet de l’EOMM-8 de 2 points ou
plus pourrait représenter un changement réel de l’observance au traitement
antihypertenseur.

Traduit par Marc Parent
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