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INTRODUCTION

D
iabetes mellitus (DM) is a common disease.
In 2014, the World Health Organization
(WHO) estimated that 422 million adults over
18 years old lived with diabetes worldwide.1

Despite the huge investment, official data shows a con-
tinuously increasing incidence and a higher burden of
disease both for patients and for healthcare systems.

In Portugal, data from the 2015 National Diabetes
Observatory Report estimated the prevalence of diabe-
tes of 13.3% among the adult population aged 20-79, re-
presenting more than one million patients. The total as-
sociated costs were 1,936 million euros (1,893 euros per
capita), including direct and indirect costs, about 1% of
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ABSTRACT
Objectives: To evaluate the adherence to medication in patients with type 2 diabetes mellitus and to assess its impact on the
disease-oriented outcomes.
Type of study: Cross-sectional.
Location: Porto, Portugal.
Population: Patients with type 2 diabetes mellitus from a primary care setting.
Methods: A convenience sample of patients regularly attending a primary care setting, from July to October 2017, answered
anonymously a survey delivered by their family physician. Adherence was assessed by the Treatment Adherence Measure ques-
tionnaire. Other evaluated variables were demographic and psychosocial factors and disease-oriented outcomes (weight, height,
glycated hemoglobin, and blood pressure).
Results: Eighty-five patients completed the study (54.1% of females) with a mean age of 61.3 years (± 13.8 years). The pro-
portion of patients presenting good adherence to medication was 62.3% (CI95%, 51.8-72.9%). The lowest adherence is more
common in patients with depressive symptoms (p=0.004), history of smoking habits (p=0.019), living alone (p=0.009) or li-
ving without a marital partner (p=0.039), and it is associated with higher glycated hemoglobin levels (p=0.004).
Conclusions: Poor adherence to medication is a significant problem in the diabetic population, leading to lower glycemic con-
trol rates. The identification of its determinants allows us to design a specific intervention in primary care, both in patients’
education and in therapeutic approach, able to improve their health outcomes.
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the Global National Product and 12% of health expen-
ses.2 Given the expected increase in prevalence and po-
pulation impact, diabetes is considered one of the big-
ger challenges in health in the 21st century.3

Patients living with type 2 diabetes mellitus (T2DM)
are at increased risk of short and long-term complica-
tions, frequently leading to premature death, worsen by
the increasing prevalence, the insidious onset, and the
belated recognition of the disease.4

The primary goal of diabetic patients is to achieve ap-
propriate glycaemic control.5 Uncontrolled hypergly-
cemia has been found to increase the incidence of mi-
crovascular disease and neuropathy in diabetics.6 It re-
quires active patient involvement to deal with a multi-
faceted range of self-management skills, including
modifying dietary choices, implementing physical exer-
cise regimens, monitoring blood glucose, and the 
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adherence to medical treatments, often complex.4

Treatment with antidiabetic drugs, as well as strict me-
dication adherence, contributes to accomplishing good
glycaemic control.4 In clinical practice, this is hard to
achieve, and we see that glucose control is frequently
suboptimal.7 One of the reasons for this failure is the
lack of adherence to the therapeutic regimen.8

Adherence is defined by the extent to which a per-
son’s behavior towards medication or executing lifesty-
le changes corresponds with agreed recommendations
from a healthcare provider.9 Chronic diseases are mos-
tly little symptomatic or even asymptomatic, and pa-
tients are more prone to non-adherence. The absence
of physical complaints leads to lower motivation for ta-
king correctly the medications. Definitely, this asymp-
tomatic character is one of the constraints to the adhe-
rence to medication treatment among people with dia-
betes, especially in type 2, leading often to the belief that
medication is not even necessary.10-11

Non-adherence is associated with poor control of
diabetes, with higher levels of glycated hemoglobin
(HbA1C). It is also linked to poor control rates in arte-
rial hypertension and dyslipidaemia, leading to an in-
creased risk of hospitalization and mortality. It is also
linked to less likelihood of intensifying the treatments
when indicated: ‘If the patient doesn’t take these medi-
cines, why to prescribe even more?’12Non-adherence to
medication is still an unsolved problem, with poten-
tially costly and life-threatening sequels. It is crucial to
understand patients’ perspectives on diabetes and its
medications to promote good adherence, towards effi-
cient and optimum diabetes care.13

Kirkman et al. (2015) studied a large claim database
and described several determinants associated with hi-
gher adherence in diabetic patients, such as older age, male
sex, higher education, higher income, higher daily total
pill burden, and lower out-of-pocket costs. Patients who
were recently-diagnosed were less likely to be adherent.14

Kivimäki et al. (2013), in Finland, described a decline in
adherence to medications after retirement in men with
T2DM.15 Higher out-of-pocket costs for antidiabetic me-
dications was also pointed by Piette as a conditioner of
non-adherence.16On its turn, Tunceli, in United Kingdom
(2015), found a negative association between younger
age and fewer concomitant medications and the adhe-
rence to monotherapy in recently diagnosed diabetics.17

Medication adherence is lower when the treatment
is perceived as more complex or arduous.18 A systema-
tic review of Claxton et al. (2001) including 76 studies
showed that the prescribed number of doses per day
was inversely related to medication adherence.19

The prevalence of depression is higher in patients
with type 2 diabetes as compared to nondiabetic po-
pulation, conditioning lower glycemic control, higher
risk of complications and poorer self-care behaviors,
such as adherence to drug therapy.20-23

Evidence suggests that interventions explicitly tailored
to the individual may be the most effective in producing
clinically meaningful results,24 but family support and pa-
tients’ trust in their physicians have also been recognized
as a stimulus for better adherence both to medications and
healthy lifestyles, with impact on diabetes’ control.25-26

Few studies have investigated the adherence to me-
dication in Portuguese patients with T2DM. Further-
more, it is important to explore multiple factors acting
in the same patient, allowing to understand how diffe-
rent determinants relate to each other. This study aims
to characterize the adherence to medication in diabe-
tic patients in a primary care setting, checking for the
association between the adherence and the disease-
-oriented outcomes, and prospecting the potential de-
terminants associated with non-adherence.

MATERIAL AND METHODS
Study design, inclusion criteria, and settings

A cross-sectional study was conducted at Unidade de
Saúde Familiar Bela Saúde, a primary care setting in
Porto, Portugal, from July 2017 to October 2017. Patients
aged 18 years old and above, attending this setting and
having confirmed diagnosis of T2DM were included.

Exclusion criteria were age below 18 years old, having
a mental or physical condition that could interfere with
patients’ capacity to understand or answer the ques-
tionnaire, and those who were not interested in the stu-
dy or did not sign the consent form. Analphabet pa-
tients could participate if accompanied by someone of
their trust to help them answering the questionnaire.

Sample size and sampling
Accepting a margin error of 10%, to a confidence le-

vel of 95%, and population size of about 1000 type 2 dia-
betics, for an unknown response distribution, we 
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calculated the sample size of a minimum of 88 partici-
pants to include.27

Patients were invited consecutively as they were pre-
sent in their scheduled visits. All patients were included
if they met the criteria for participation and they ac-
cepted to.

Study variables and data collection
Disease-oriented data regarding the patient were col-

lected during the visit by the family physician: weight,
height, HbA1c, and systolic and diastolic blood pressure.
A questionnaire was distributed to patients to answer af-
ter the visit, anonymously and outside the office. The ques-
tionnaires were sealed and deposited in a ballot box after.
The correspondence between both forms was guaranteed
throughout a numbered codification assuring anonymity.

Adherence to medication was assessed using Measu-
re Treatment Adherence (MAT) questionnaire, developed
and validated by Delgado and Lima.28The MAT scale is a
variation of the Morisky-Green test, used to assess pa-
tients’ behavior patterns associated with the use of me-
dicines. It shows good concurrent validity with high cor-
relations with any answer and a sensitivity and specifi-
city of 0.82 and 0.65, respectively.  We used the conver-
ted dichotomous scale, according to the following
criteria: never (6), and rarely (5), of the Likert scale chan-
ged to no (1) in the dichotomous scale; sometimes (3),
often (4), almost always (5) and always (6), of the scale of
Likert changed to yes (0) in the dichotomous scale.

Variables collected included duration of diabetes,
patient’s comorbidities, chronic prescribed medica-
tions and number of pills per day.

Stress was assessed through the Perceived Stress Scale
– 10 items (PSS-10), of Ribeiro & Marques.29 Depressive
symptoms were evaluated using a depression screening
questionnaire – Patient Health Questionnaire-2 (PHQ-2).30

Other variables included smoking habits (current smo-
ker, former smoker or never smoker), and smoking histo-
ry, alcoholic beverages habits, (through AUDIT-c),31 the
practice of physical exercise (the type of activity, duration,
and frequency), and demographic data (age, gender, em-
ployment status, education level, marital status, family
structure, socioeconomic status by Grafar classification).

We set < 7% as a reasonable HbA1c cut-off for good
control, as this value has been shown to reduce micro-
vascular complications of diabetes.5

Ethical issues
The procedures of this study fulfilled the principles

of the Helsinki Declaration on medical research invol-
ving human subjects, and the Oviedo Convention. Pa-
tients were properly informed about the matters invol-
ved in the research, assured of the right to refuse parti-
cipation, and guarantee that this decision would not af-
fect their treatment. The evaluation instruments were
merely observational, without intervention and without
entailing a significant physical or psychological risk to
the participants. We guaranteed the confidentiality of
the answers and their anonymization for computer pro-
cessing data analysis. The correspondence between the
disease-oriented outcomes – collected by the doctors –
and the questionnaire given to the patient was assured
through a numbered code in the pages. The information
was used and treated as a whole, being guaranteed the
confidentiality of each participant’s data in the publica-
tions and works resulting from this study.

The study protocol was approved by the Ethics Com-
mittee for Health of Northern Regional Health Admi-
nistration.

Statistical analysis
SPSS® v24 of IBM Corporation® was used for data

analysis. We calculated frequencies and proportions for
descriptive variables (gender, occupation, education
level, marital status, household, comorbidities, glycae-
mic control, medication adherence, exercise habits, de-
pressive symptoms, and alcohol and smoking habits).
Mean and the standard deviation was evaluated for
quantitative variables (age, duration of diabetes, num-
ber of pills, number of medicines, perceived stress, body
mass index, HbA1c, and systolic and diastolic pressu-
re). We applied the Mann-Whitney test to study the as-
sociation of drug adherence with glycaemic control and
other factors of metabolic control. A p-value < 0.05 was
considered as statistically significant. Logistic binary
regression was used to calculate odds ratio (OR) and
95% confidence interval in the other variables.

RESULTS
We included 98 patients with T2DM. Thirteen pa-

tients were excluded due to non-response or incom-
plete data, remaining 85 patients for analysis (54.1% of
females). Table I shows the description of the sociode-



mographic and psychological variables of our sample. 
The mean age was 61.3 years (± 13.8 years). The ma-

jority were married (76.5%), retirees (62.4%), and stu-
died less than nine years at school (84.7%). Only 10.6%
of our patients lived alone. The mean duration of dia-
betes was 9.8 years (± 7.1 years). The average of diffe-
rent medications used by the patient was 4.35 (± 3.12).
Arterial hypertension (63.5%), dyslipidemia (45.9%)
and obesity (37.6%) were the most common comorbi-
dities. Chronic kidney disease was reported by only one
patient (1.2%). Depressive symptoms were found in
23.5% of our patients. Stress scale mean levels were 16.9
± 5.6, ranging from 2.0 to 30.0. Unsatisfactory glycae-
mic control (HbA1c > 7%) was found in 32.5% of our pa-
tients. The practice of physical exercise more than two
times a week was present in 45.9% of our patients. In
the lifestyles, we found 7.1% of active smokers and
22.4% with high alcoholic beverages consumption.

The proportion of patients presenting good adhe-
rence to medication was 62.3% (95%CI, 51.8-72.9%).

We present a comparison between adherent and non-
adherent patients regarding disease-oriented outcomes
in Table II. The non-adherence is associated to higher
mean HbA1c (7.4 ± 1.6% vs 6.6 ± 0.7%; p=0.004). We did
not find any significant differences in the body mass in-
dex, systolic blood pressure or diastolic blood pressure.

The determinants with influence on adherence to
medications are shown in Figure 1. Hypertensive and
never smoking patients, as well as patients who lived
with their partner, showed statistically significant hig-
her adherence. Depressive symptoms and living alone
were associated with lower adherence to the prescribed
medication.

DISCUSSION
As far as we know, there is no cure for patients with

diabetes mellitus. However, it is possible to live with
the disease and to avoid its acute and chronic compli-
cations, as long as the access to appropriate medicines
is guaranteed and patients take them. In this study,
62.3% of patients presented good adherence to medi-
cations, which was associated with a significant and
clinically relevant decrease in Hgb A1c levels. In adhe-
rent patients, the Hgb A1c average was below 7.0%,
meaning good control, as the target set for most pa-
tients with diabetes.
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The problem of non-adherence is widespread and
calls for an integrated approach that addresses patients’
motivation to follow treatment guidelines as well as
their ability to do so.32

Characteristics Total (n=85) (%)

Age
(mean years ± SD) 61.3 ± 13.8

Gender
Female 46 (54.1%)
Male 39 (45.9%)

Occupation
Unemployed 8 (9.4%)
Employed 15 (17.6%)
Domestic 9 (10.6%)
Retiree 53 (62.4%)

Education Level
< 4 years 3 (3.5%)
≤ 9 years 69 (81.2%)
≤ 12 years 13 (15.3%)
> 12 years 0 (0%)

Marital status
Single 4 (4.7%)
Married 65 (76.5%)
Separated/Divorced 7 (8.2%)
Widowed 9 (10.6%)

Household
Living alone 9 (10.6%)
Living with a marital partner 65 (76.5%)

and no one else 39 (60.0%)
and children 24 (36.9%)
and other 2 (3.1%)

Living only with children 7 (8.2%)
Living only with parents 4 (4.7%)

Duration of diabetes 9.8 ± 7.1
(mean years ± SD) Range = [1.0 – 32.0]

Number of pills
(mean ± SD) 5.66 ± 3.30

Number of medication
(mean ± SD) 4.35 ± 3.12

TABLE I. Characteristics of the study respondents

Notes: SD = standard deviation; COPD = chronic obstructive pulmonary

disease; PSS-10 = Perceived Stress Scale (10 items); PHQ-2 = Patient

Health Questionnaire (2 items); AUDIT-C = Alcohol Use Disorders

Identification Test - Consumption.



Several studies estimated the burden of non-adhe-
rence. Imtiaz et al., in Multan, Pakistan, described 64%
of the diabetic patients as adherent.33 Heissem et al., in
Egypt, showed that 73.9% of the participants had good
adherence to the oral antidiabetic medications.8 In Ugan-
da, Kalyango found the overall prevalence of adherence
among the respondents to be 71.1%.34 Not all the results
are concordant. In Brazil, Boas et al. described higher

adherence to drug treatment (95.7%),35 and in Pakistan,
Shams found only 37.7% of the patients being adherent.36

In Europe, the situation is quite similar. In France
(2018), a cross-sectional study including 1,214 diabetic
patients revealed that 46.2% were considered strictly
adherent to antidiabetic medication. A retrospective
chart review of 323 patients with T2DM attending a pri-
mary health care center in the eastern part of Bosnia
and Herzegovina used a pill count method and evi-
denced an adherence of 52% to antidiabetic medica-
tion. A retrospective cohort study in the United King-
dom showed that 60.1% diabetic patients were adherent
to oral antihyperglycemic agents.17 In the USA, Kirk-
man et al. conducted a retrospective analysis using a
large pharmacy claims database including > 200,000
T2DM patients from all 50 states and the larger United
States territories, revealing an adherence rate of 69%.14

In Portugal, the full adherence to medical prescrip-
tions is about one-third of the patients’ population un-
dergoing treatment.37A cross-sectional study conducted
by da Costa et al. (2015) in Portugal, recruiting patients
via community pharmacies, found 77.2% of adherence
to medications in patients with chronic conditions,38 and
Dias (2014) described an adherence of 49.6% in patients

with ischemic heart disease ad-
hered to the prescribed medica-
tion.37 However, we lack a pre-
vious study specifically about the
adherence in the unique back-
ground that is diabetes mellitus.

There are variations in adhe-
rence, reflecting an extensive
spectrum of results. Worldwide,
the rate of adherence to diabe-
tes’ medication varies between
36% and 93%.39 This points the
need for studies regarding chro-
nic diseases, to compare the

data and determine the contributory factors.
Unsatisfactory glycaemic control (HbA1c ≥ 7%) was ob-

served in 32.5% of the participants. A recent Portuguese
study, conducted by Gois et al.,has shown suboptimal gly-
caemic control in 86.6% of diabetics.40Poor glycaemic con-
trol was associated with poor adherence in the current
study (p=0.004). Voorham, in Netherlands,41 and Guil-
lausseau, in France,42 concluded the same, demonstrating
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Total (n=85) Adherent Non-adherent p-value*

Body mass index (kg/m2) 29.3 ± 4.3 29.0 ± 4.4 29.8 ± 4.2 0.424

Systolic BP (mmHg) 129.2 ± 13.7 129.0 ± 14.8 129.5 ± 11.8 0.914

Diastolic BP (mmHg) 73.6 ± 9.3 73.3 ± 8.4 74.0 ± 10.8 0.557

HbA1c (%) 6.9 ± 1.2 6.6 ± 0.7 7.4 ± 1.6 0.004

TABLE II. Comparison of disease-oriented outcomes regarding metabolic control of
adherent or non-adherent patients

Notes: SD = standard deviation; BP = blood pressure.

Data are presented as mean ± SD.

* Mann-Whitney test was used.

Characteristics Total (n=85) (%)

Existing comorbidities
Hypertension 54 (63.5%)

Controlled (< 140/90mmHg) 36 (66.7%)
Dyslipidaemia 39 (45.9%)
Obesity 32 (37.6%)
Cancer 5 (5.9%)
Cardiovascular disease history 5 (5.9%)
COPD 3 (3.5%)
Chronic kidney disease 1 (1.2%)

Unsatisfactory glycemic control
(HbA1c ≥ 7%) 27 (32.5%)

Stress (PSS-10) 16.9 ± 5.6
(mean value ± SD) Range = [2.0 – 30.0]

Depressive symptoms (PHQ-2) 20 (23.5%)

Smoking habits
Never smoker 63 (74.1%)
Former smoker 16 (18.8%)
Current smoker 6 (7.1%)

Alcohol habits (AUDIT-C) 19 (22.4%)

Physical exercise 39 (45.9%)

TABLE I. (continuation)



that low adherence inhibits the intensification of glucose-
-regulating, and supporting the importance of adherence
to medications to achieve the target of HbA1c in diabetics.

Unexpectedly, we found hypertension was positive-
ly associated with adherence (p=0.046). This event is
not foreseen in the literature. It might result in the fact
that patients perceive hypertension as a more severe di-
sease, and so they have a stricter routine concerning
medication adherence.

In our study, a statistically significant association was
found between depressive symptoms and poor adheren-
ce (p=0.004). Other studies have suggested that non-ad-
herence to self-care measures and medications might par-
tially explain unsatisfactory glycaemic control in comor-
bid depression.43 In a meta-analysis of 47 cohort studies,
depression was significantly associated with poor self-care
and low adherence to the diabetes treatment regimen.44 A
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recent cross-sectional study with a sample of 628 outpa-
tients, conducted in Lisbon, Portugal, found a significant
association between depressive symptoms and poor gly-
caemic control in women.40 In this regard, treatment non-
adherence may represent an important pathway between
depression and worse diabetes disease-oriented outco-
mes. As far as we know, this is the first report to analyze
the relationship between depressive symptoms and ad-
herence in a Portuguese population with T2DM.

The absence of smoking habits was associated with
improved adherence (p=0,019). In Hungary, a study un-
dertaken by Hanko et al. concluded that smokers were
more likely to neglect to purchase the antidiabetic me-
dicines than non-smokers.45 Other studies focusing on
diabetes and smoking habits have shown an enhanced
risk for micro and macrovascular disease, as well as pre-
mature mortality.46 In a study conducted by Huang et al.,

Duration of diabetes

Gender (male)

Age

Education > 9 years

Living with a marital partner

Living alone

Sedentarism

Never smoker

Alchool consumption

Total medication

Polymedication

Depressive symptoms

Stress

Hypertension

Controlled blood pressure

Cardiovascular disease history

Dyslipidaemia

Obesity

COPD

Cancer

0.043

0.019

0.019

0.006

0.046

0.01 0.1 1 10

OR

p-value*

Figure 1. Determinants of adherence to medication.
Notes: OR = odds ratio; COPD = chronic obstructive pulmonary disease.
*Logistic binary regression was used.



current smoking was strongly negatively correlated with
the achievement of the HbA1c control.47 Another study
in newly diagnosed T2DM patients demonstrated that
smoking cessation was associated with improvement of
metabolic parameters.48

Smoking cessation did not obtain the attention nee-
ded by health care professionals. In our study, only about
one-half of the smoking diabetic patients were counse-
led to quit this habit by their health care providers.46

Concerning demographic factors, our study revealed
that patients who live alone have lower adherence to
medication (p=0.009). In research undertaken by Silva
et al. in Porto, Portugal, the number of people that lived
with the patient was modest and positively correlated
with insulin treatment adherence; however, there was
not a statistically significant correlation between the pa-
tient’s household and the adherence to oral antidiabe-
tic treatment.49One recent systematic review concluded
that family support has a positive impact on a healthy
diet, higher self-efficacy, improved psychological well-
being, and better glycaemic control50 and another poin-
ted family involvement as a facilitator for the disease
management.51 On the other hand, reports of family
members’ unsupportive behaviors were associated with
lower adherence to one’s diabetes medication regimen
in several studies.52-53We also found a higher adherence
in the participants who live with a marital partner
(p=0.039). These results enhance the importance of fa-
mily variables, revealing the relevance of including part-
ners on interventions regarding T2DM since they seem
to play an important role in patients’ adherence.

Several limitations of this study need to be outpoin-
ted. All our patients were recruited from one primary
care setting, and thus might not be representative of the
general diabetic population in Portugal. The use of self-
report data on medication adherence may have a ten-
dency to overestimate adherence, due to recall biases
and social desirability. Moreover, the exclusion of anal-
phabet patients who were not accompanied by someone
of their trust to help them answering the questionnaire
may be an important bias. On the other hand, our sam-
ple is based on the patients present in a primary care ap-
pointment with their doctor. We notice a deviation in ge-
neral characteristics from those we could expect from
the diabetic population of an entire health center, but it
does not seem to interfere in the conclusion about the

real-world adherence of patients in primary health care.
We were unable to include the contribution of die-

tary habits, which is an essential part of this disease
management. Although PHQ-2 is a commonly used
screening tool, patients with probable depression did
not take a formal psychiatric examination to validate a
diagnosis of major depression. Also, we recommend a
larger sample size for future studies. Lastly, due to the
cross-sectional nature of our research, we were not able
to establish any definite causal relationships.

Non-adherence to medication in patients with T2DM
needs to be addressed. In this observational study, the
suggested contributory factors for non-adherence are
depressive symptoms, history of smoking habits, living
alone or living without a marital partner. In diabetic
patients with variable glycaemic control, family physi-
cians should be aware that these factors can be asso-
ciated with a higher risk for T2DM treatment non-ad-
herence and adopt a comprehensive approach. From
our results, we endorse the need to screen patients at
high risk for poor adherence and to use multiple inter-
ventions to improve adherence.
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RESUMO

A ADESÃO À TERAPÊUTICA MEDICAMENTOSA NOS DOENTES COM DIABETES MELLITUS TIPO 2: UM ESTUDO
OBSERVACIONAL TRANSVERSAL
Objetivos: Determinar a taxa de adesão à terapia medicamentosa em doentes com diabetes mellitus tipo 2 e avaliar o seu im-
pacto nos parâmetros clínicos.
Tipo de estudo: Observacional, transversal. 
Local: Porto, Portugal. 
População: Doentes com diabetes mellitus tipo 2 pertencentes a uma Unidade de Saúde Familiar. 
Métodos: Uma amostra de conveniência constituída pelos doentes com diabetes mellitus tipo 2 que frequentaram as consultas
na Unidade de Saúde Familiar, de julho a outubro de 2017, respondeu anonimamente a um questionário entregue pelo respeti-
vo médico de família. A adesão foi avaliada pelo questionário da Medida de Adesão aos Tratamentos. Outras variáveis testadas
consistiram em fatores demográficos e psicossociais e parâmetros clínicos (peso, altura, hemoglobina glicada e pressão arterial).
Resultados: Oitenta e cinco doentes completaram o estudo com idade média de 61,3 ± 13,8 anos (54,1% mulheres). A pro-
porção de doentes que apresentaram boa adesão à medicação foi de 62,3% (IC95%, 51,8-72,9%). A baixa adesão é mais co-
mum em doentes com sintomas depressivos (p=0,004), história de tabagismo (p=0,019), que vivem sozinhos (p=0,009) ou que
vivem sem cônjuge (p=0,039) e está associada a níveis aumentados de hemoglobina glicada (p=0,004).
Conclusões:A adesão à medicação é um problema importante na população diabética, levando a um mau controlo glicémico.
Identificaram-se vários fatores associados a uma má adesão, permitindo uma intervenção específica nos cuidados primários,
tanto na educação como na abordagem terapêutica dos doentes, capaz de melhorar a saúde dos mesmos.

Palavras-chave: Diabetes mellitus tipo 2; Adesão; Fatores socioeconómicos; Depressão; Portugal.


