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’ mately 117 million Americans are living

pPrO¥ ot one or more chronic diseases, re.
with at lea ing treatments and multiple,
. .o challenging
quiriné edications (Brown et al., 2016). It is
lifelong mmented that these staggering numbers
well doa;,auenges for the U.S. healthcare system,
nf - high healthcare costs and poor health
dmgs in individuals with multiple chronic
oumo'“'le s (Parekh & Barton, 2010; Tinetti,
Condmo]l;o d,2012). Chronic health conditions
Fried)? ti Ye,’pain, and any number of physical
“u-se ?05: which contribute to the burden of
limlta"(Bo::hmer, Shippee, Beebe, & Montori,
o1 dditionally, chronic illness itself adds to
L Al’s treatment burden. Treatment burden
i deﬁ:ed as treatment work, re’quired })y fhe
w nt, that impacts the patient’s functioning
page\nle’ll-being (Eton et al., 2013). Because of
adl:e hysical challenges of chronic illness and the
burl:len of treatment it is challenging for many
patients to follow the advice of care providers.
Patient adherence to treatment recommen-
dations is a popular topic in recent hez.xlthcare
literature. An underlying assumption in most

prese
inclu

apatie

studies of treatment adherence is that better

©Npd/Shuterstock

adherence leads to better outcomes (Chubak &
Hubbard, 2016,). Adherence, according to the
World Health Organization (WHO, 2003),
is defined as “the extent to which a person’s
behavior—taking medication, following a diet,
and/or executing lifestyle changes—corresponds
with agreed recommendations from a healthcare
Provider” The important part of this definition
is that patients agree to the healthcare provider’s
Iec dations and do not p ly follow
recommendations. It is important that all health-
care providers work with patients with chronic
illnesses to ensure that there is clear understanding
of the treatment regimen and that side effects
and possible treatment outcomes are clear to
patients and family members. Eighty-six percent
of all healthcare spending in 2010 was for people
with one or more chronic health conditions,
with $315.4 billion being spent on heart disease
and stroke alone (Centers for Disease Contrt?l
and Prevention [CDC], 2016a). In spite of this
significant expenditure of dollars, adherence to
medical recommendations remains poor across
all chronic disease regimens, furthex: increasing
healthcare expenditures and preventing patients
from achieving the full benefit of any mttcrvennol:i
In addition, most chronic disorders are treate
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with a plan of care that encompasses a variety of

components, which may include medicati

and exercise. Therefore, patients are oftenasked  from a greater focus on
to manage a very complex treatment regimen.
Medication, lifestyle, and dietary nonadherence
rates are estimated to range between 50% and

80% (Brown et al., 2016; WHO, 2003).

The relevance of adherence to the total
wellness-illness continuum was first described changes and education to better

in 1970 by Marston, a nurse. Marston con:

adherence to comprise self-care behaviors that
individuals undertake to promote health, to
preventillness, or to follow recommendations

within 42 topic areas to b, addy

including 1,200 measures, Whij:ﬂ“:d by 0,

f individy, iy, !
improved healthcare infrast e ;. M

in the 2020 goals, many of he oy " g, &
documents relate to behavior.c in

individuals. For example, for diabegg, 2y,

the goals in Healthy People 29, Tefer o)

Sy

sidered  disease and avoid complicationg Such g, 8 e

vascular disease and death, Goals foy .
People 2020 include hesthbevig o
55 reg:. B

jon, diet,

for treatment and rehabilitation in di g P
illnesses. She is notable in the history of  detect risk factors for di

treatment adherence as the first revie:

literature in the field (Greene, 2004). It may
be helpful, however, to consider adherence as
encompassing more than self-care behaviors;

such as adherence to chronic jjjp
N iors such as Screening, o

and beh:

As we
2020 deadline, the Healthy People 2039 llm e
has been seatedandisbcginnﬁ:gtbem“
revising these health objectives to inform he
next decade (Healthy People, 2016).

'wer of

rather, it is behavior that is often shared, as
patients cannot always implement their medical

regimens without the participation of others,
even though the delineation of responsibilities

» Adherence and Chronic

is not always clear.
‘The subject of adherence is multifaceted and l"ness
complex, with patient, healthcare provider,and  The predominant pattern of illness has changed
system dynamics contributing to pooradherence  from acute to chronic as science and t
rates and suboptimal health. Nevertheless, ithas  have ad ed. With that technology, treatment

been posited that greater health benefits worldwide
would be realized with improved adherence to

existing treatments than with the development

of new medical treatments (Bosworth, 2010;

WHO, 2003). To facilitate understanding of

complex issues, this chapter addresses factors that
have an impact on adherence behavior. Theories
that inform our understanding of adherence are
discussed, and strategies to enhance treatment

adherence are reviewed.

Goals for Healthy Peaple 2020

Since 1979 the Healthy People Initiative has set
di it health i

and bj

)
for the nation. Overall goals for Healthy People

regimens have become very complex. However,

because of changes in care delivery and insurance
reimbursement, these complex regimens are
often implemented with limited supervision,
as the patient and/or family caregivers attempt
to carry out these prescribed regimens at home.
Therefore, healthcare providers must be concerned
with the extent to which patients can implement
the treatment plans that are recommended. Ad-
ditionally, there must be more direct strategies
to assess the patient’s responses.

Patient responsibility for managing chronic
conditions has increased; however, there is concern
about adherence as it relates to medical outcomes
and economic costs. For example, an individual
who has type 1 diabetes mellitus (DM) may havea

deliver insulin that

these

tives

(Healthy People, 2016) are to help A;

lead healthy and long lives and to reduce health

requires blood glucose testing 6-10 times per day.
‘This requi i lex electroni

disparities. There are nearly 600 obj

.
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ng, a 74-year-old retired

Joh':ea(h.gHe was diagnosed W_“;a;:: s:-ma““’ef, e

i iC Obstryer: - Peencing

= o;rlly"‘i):z;\e':selfirr‘nand UDeR d'abele: Wuctive Du\monarj ::\ 3Cute evacerbar

es si S s et

rod pne:ted efforts to quit :rsrl\ni,e his diagnosis o &;"equgm s '5:'1(0?0 )
fo 'Epie pack per day. JOh“'S?J ‘gg DUthas regyceg :\D He repons (ru;xi.;ah ¢

Gruggle. His HDA, 158 D0dy Mass indiey (g iy o079 10 e

aaly S0 115 88%,and he says g ot 201 headm totwoip

Johis e s frustrated with his continueg gmoyr 1Y (2kes his mits that

| - 5

oking ang
+ 2 POt diet
piscussion Questions " diet
7. What additional assessment miqpy
2, What resources are available ‘0910;.{,0: perform?
What questions might you ask to nd his wife?

2 on of shortness
7 2315 390 3nd has
i

ons and has
uecessful in

: 'gtohisdietisa
ral antidiabetic medication daily.
and asks the nurse for help, :

I evaluate Joh
behavior changes? ohn's nonadherence to recommended hestth
andle arning techniques that are difficult at best. that nurs typicall
es typically perform. These tasks include

al-time continuous glucose itori
£ available for several years bm?mmr{n g has management of medicati 5
been ; 5 years,butitsuseindaily  inconti of medication, dressing changes,
giabetes care is not wi espr'eafi, though studies cai mnence care, and even management of
show lhatfly(cce}l\r.nc cont:lol ;‘s improved if worn (Haria&"‘;u;h as fe&etdsmg tubes and oxygen
n iang et al., 2014; , Lindauer, ® % !
y g 14; Patton, 2015). ten these tasks are in isoel:stli):mzl‘:li?vial:ldd:;

consiste
More than 90% of patients with diabetes hav N
¢ 2 diabetes, which correlates with increase; lfl:::ih - Plrovn(:lers ensure that patients and
age,body wexgh‘t, a.nd family history (American mamyk r ‘“’l‘ pprop to
Diabetes Association, 2015). A diabetic patient g Licse COmpIex care ng;ds, 3
E ave

may, at some point, become a candidate forhe-  adherence related to diffe hroni
modialysis or renal transplantation because of illnesses for a numbs B[\al;_)' : el‘emdc oxc
complications. All of these treatment modalities  problem persists. Chr:niz ‘\1{:::‘ o et
require adherence behaviors to ensure maximal e exceedingly c.omplcx and reso;e;%::‘::s a::::
benefit, minimal disruption to daily routines, and individuals with chronic ilness are often limited.
most importantly minimal harm to the patient.  Therefore, it is important that the healthcare
The changing healthcare has  professional und ds the variables that

also had an impact on patient burdeninchronic  affect the ability of the person to adhere to 2

llness. Healthcare reimbursement has hada treatment regimen.

definite effect on health care as evidenced by

earlier hospital discharges, shortened office vis- .

its, and increased home health referrals. Family H‘“‘"y

In 2004, Greene described the use of the terms

members are assuming more responsibility for
the continuing care of people with chronicillness.  related to 2 patient’s suboptimal following of
ded imens. He discussed

Approximately 34.2 million caregivers provide . He disc
unpaid care to an adult older than age 50inthe  how, in the early years of scientific inquiry of
United States (AARP Public Policy Institute, ~ adherence,a variety of patients were labeles als

“ perative, noncompli t, poorly ¢

2015). Family caregivers are performing tasks ~ "unc

IE—
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mdareles”  Prevalence

resistant, devious, incorrigible, and <
(p. 30). The currently acepted tem 29"\ eraining therue piture
ence” however, recognizes the patients it ilnesss difiult "un,dhe
u;‘cipation i1; and ultimate responsibility Or _ dherenceaesin chronic il‘I Studie ing; ’h"%
:is or herown health, implying plientemPOY ool ce Song:Song Le In S ,:‘lem?
erment to choose whether 0 follow health a}ime 007 WHO, 200, it m:. Xin g : 'n;,-«%“
(Brown & Bussell, 2011)- Healhcareproesiondls - ivated to be 20-4 0%: °fnu,,idh'"b.“‘
often make decisions about the efcivenessof 30 us e chronic les for o i;’%
reatments without knowing whether thepatient <" coe for preventive ,eg'l. :n"c ‘1 :r(lxin‘re%

haseven olloved treatment ecommendaions 0,0, 710,2003).In
(Brown etal, 2016). Itisimportant t0 beaware e L fns .sm,dy Nl
: 200,000 written e-prescriptions, n
of a tendency among care providers to se¢ ad- »Only 7g
: s g refilled, and only 72% of prescription. . "¢
herence behavior as positive, admirable, and ) reSCriptions f
i ey medications were filled (Fischer, 5 Ny
wise (the “good” patient) and nonadherence . o g 2010  Stedmay, i
behavior as being negative, undesirable, and o p e ) Adh‘"encc Talesy,
unwise (the “problem” patient). It seems probable higher 9' _prescnp t{ons wnfm, by Prim,,y
that healtheare professionals who hold this view care speciaists,especially pediatrcian (g
would be less likely to make concerted efforts ar{d for patients 2ged 18 and younger (879;)‘
tosearch out barriers to adherence, and simply (Fischer et al, 2010). 'seu"'P""fd adherenc,
attach the label of “nonadherent” to the patient. to cardiovascular medxf'au'ons n patients who
Individualswith chronicmédicalcondiions 12" €0r0Ra1Y arery disease is approxin
face a variety of stressful lfe ci 40%. Nearly 25% of patients are partialy o,
dherent in filling prescription

involving a range of adaptation demands. They OmpEry
must deal with a loss of independence, the threat after hospital discharge fora cardiac event, and

of disease progression, and the chall of the patients wh initi
Isea s lenge of patients who are initially adherent,
rr;odlfymg their behavior to meet the demands ™Y 2 50% will discontinue antihyper ‘ﬂlslvc'u
ofaprescribed regimen. Lifestyle modifications ‘medications within 6-12 months (Barolettj &
DellOrfano, 2010).

may become necessary and include, butare not
limited to, dietary changes, use of medications,
alhn: cha;xjg; in physical activity. Adherence to
e modifications has substantialimplications 11 the treatment of chronic conditi
for treatment success and decmses disease €t @l 2016). There are a numxll:lru:? xsn(fthm
?;;li‘:?‘m; Forthe patient with chronicéllnss, ava-ilable to evaluate medication adherence.
et ; : herle can resultin increased disease Pa_u:m self-reports are commonly used in.
- ‘}: i e:‘ns. increased hospitalizations, and ~ Primary care settings (Brown & Bussell, 2011).
kg f;n{m costs, as well a disruptions Simply asking patients if they are takin thec
s 2‘);B)mdy dynamics, and coping skills :?"d‘C;""’"s as prescribed has obvious gmita
), ) ions. Patients often tell ke
hidd:‘:madhcr_ence toprescribed treatmentsoften ~ Want to know or are ﬂﬁil:sf‘:?;;:?g o
, 50 an important fiststep n improving ~ fOllowing recommendations. Som; h?«f .
e is to uncover nonadh (Brown  Practitioners use more obj i s s
., 2016). Healthcare providers prescribe 3 Pill counts and examini
many different kinds of treatment regimens for  Fates (Brown & Bussell, 2 iy
patients with chronic illness. Because the most S @ssuming missin ’Cgl e
common intervention prescribed is medication, taken by the P‘ﬁ""g ;H‘:“""‘:‘W.Mmilly
a look at adherence to medication is in order ical measurements t;f smn':rc druso e
(Moral etal, 2015). can help inform adherence. A colgbli::[i‘-: lha;
n of

Adherence isa key factor in the effectiv
of medication therapies but is parﬁculaﬂyu':;:;

-
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dherence evaluation methogs;;
mzsf;:d along with mon'\mringor:: :;E':l‘“_a“y
2% jologic response (Brown & Bussel] esireq
PPy gherence studies are typically diseage.. 20\_1 ).

Stis the study population is g, Specific;
th of a specific disease. 1,

efi
ned by the
iews
ent revie’

of adherence b:hav::.o"l\"se :’: Lomone
e chronic illness indicate that the nalp“m“s
ent ofadherenc? problems are simily, acros;
disgases' across regimens, and across age groy, :
{prown etal., 2016; Hamood, Hamood, Green p&
Almog:2010: ‘
Studies exa,-.q{:\'xng adherence to Prescribed
m edication in patients with chronic conditions
dembﬂst rates that patients are not followin
ommendations from prescribers. The datga
e taggering. Hamo?d etal. (2016) found that
ot than 209.(, of patients were nonadherent to
" four prescnbed cardioprotective medications
after acute myocardial infarction. In a 2-year
fallow-up study of patients after stroke, 26.1%
werefoun d to be nonadherent to prescribed statin
medicaﬁ““ (Sjolander, Eriksson, & Glader, 2016).
Ina study of schizophrenicp  adherence
{o prescribed medication after discharge, 36%
were found to have missed more than 3 weeks of
medications or more in the month after discharge
{Abdel Aziz et al., 2016). Other discase-specific

medication adherence rates include the following:

ureand

Adher,
e Ond Chronic fness 163
57 pai
afr ::nul.::?) dmitted low adherence
McClean, g |m“‘ (Gamble, Stevenson,

% Glaucomy, ¢ <. 2009)

" S
“"A"mmu imate), and 95% (patiemt
Stroke: ¢
rulrn;c.!()I 15.192 stroke patients followed
“n": ars, 73.9% were adherent to statin
entafter hospital discharge (Siolander
etl\.;l()lﬁ). b

:“'\‘::"“.""_"‘“"& at the prevalence of adherence in
e ic il lIness, it is important to look at more
le'le)““ fdhtr:nce 1o prescribed medication.
o lh:i‘s(w“h chronicillness have other elements
o “r Teatment regimens that are often difficult
ollow. In a study by the Juvenile Diabetes Re-
search Foundation (2010), the use of continuous
glucose monitoring devices declined in adults
over time (from 7 days per month to 6.5 days
Pper month by the sixth month). The decline was
even greater in adolescents (6.3-3.3 days per
week) and in children (6.8-3.7 days per week).
Riaz and colleagues (2014) looked at dietary
adherence in patients with type 1 diabetes and

found that 58.5% were not adherent, and found
that activity adh

was 59.4%.

¢ in the same popul

1n a study of no-show rates at a colpos-
s Epilepsy: One study found an adherence  copy clinic, researchers found that 123% of
rate of 34% (Paschal, Rush, & Sadler,2013).  women at high risk for cervical cancer failed
u Hypertension: One group reported 62%  to attend a scheduled appointment (Luckett,
adherence when measured through elec-  Pena, Vitonis, Bernstein, & Feldman, zc{\s)‘
tronic monitoring (Dunbar-Jacob, Sereika,  Alves Vieira etal. (2015) found that in patients
Houze, Luyster, & Callan, 2012). with phenylketonuria 56% of patients \(\‘.x;?er
a Tuberculosis (TB): One report foundan  age13and77% of ‘)aﬁ\?ﬂ(? over age \3;:3 \g\\e
| 80.6% adherence rate during the continu- pheny\alaf\'me levels, mdxfat\;\gi tha;\ s:zmhweerrs
| ation phase of treatment (Tola et al,,2016).  not adhering to the prescribe ‘i:\;s ‘ee e
| a  Human immunodeficiency virus (HIV)  lookedatadherence among pat
medication in adults: In

| adults reported 90% or better adherence to
% highly active antiretroviral therapy (HAART)
i medications (Ortego etal, 2011).
i

Asthma: In one study,

63 of 182 patients
| % of prescrip-
| (35%) had filled fewer than ?0

tions for inhaled combination therapy: and

one study 62% of

and found 2 72% adherence
endoscopy (Cassani,

30-50%of scheduled clinic

Slaughter, K,
2016). Chanet al. (2015) studied fo.“ow-“p visit
rates in a renal palliative care dlinic and foun¢

endoscopic treatment for esophageal neoplasia

rate with follow-up
& Yachimski,

visits were not kep'

Most research demonstrates that adherence !

luation m . M""m(
dherence ?va 4 ethods j; €0nd Chron,
d“i a 4 along with monitoring for ‘:lgté"(ally < tiness
4050 ogic response (Brown & Byggey 5o red 57 patiengs
p1Y®) gherence studies are typically diseage.. 201_\), 2fter initia) g,
s, the study p_opulatio;\ is deﬁnedsgmﬁt; - <Clean i
that e of @ specific disease. Howeyey. . the laucoma. g
er::( reviews of adherence behaviorg i:; More ;;‘;‘ of 7
- s H er:
e e
ms are simj
ent ?’ :mss regitnens, and:‘: :lsmnlar across " Stroke. 15,192 4
5255 201 2016 Hamood, Hamegd o 80P 100 2 years, 73 5, were Fabents followed
prown et » F1amood, Green, g, Teatmeny 9% were adherent to stati
(0, 2016)- ‘ ctal 5 er hospital discharge (Sjolander
Al'"smdies examiningadherence to pres, i .. 2016), arge (Sjolander
e 3 . o vy Tibed
- -ation in patients with chron = Wh 3
medic® | ates that patient ' conditions €0 100king at the prevyy
demo“s"a | F s are not fo\]owmg Chronic illnegs, jy is-p ence of adherence in
ﬂcomme“.da“ons rom prescribers, The data : N just adherenc, ‘mpunam to look at more
e staggering- Hamood etal. (2016) found gy | IeMS With chro € 10 prescribed medication.
a orethan 20% of patients were nong, ahereii :n intheir treatme, nic illness have other elements
Jllfour prescribed cardioprotective =

thedicars
fer acute myocardia! infarction. I:d;c;f;z:-
follow-up study of patients after stroke, 26.19
erefo und to Pe nonadherent to prescribed st.al'm
 dication (5J°13'“d"’ Eriksson, & Glader, 2016)
e study of schxzolphrenic patients’ adherencé
o pres cribed medication after discharge, 36%
e found to have missed more than 3 weeks of
medications or more in the month after discharge
( Abdel Aziz et al,, 2016). Other disease-specific
medication adherence rates include the following:

u  Epilepsy: One study found an adherence
rate of 34% (Paschal, Rush, & Sadler, 2013).
u Hypertension: One group reported 62%
adherence when measured through elec-
tronic monitoring (Dunbar-Jacob, Sereika,
Houze, Luyster, & Callan, 2012).
Tuberculosis (TB): One report found an
80.6% adherence rate during the continu-
ation phase of treatment (Tola et al., 2016).
®  Human immunodeficiency virus (HIV)
medication in adults: In one study 62% of
adults reported 90% or better adherence to
highly active antiretroviral therapy (HAART)
medications (Ortego et al., 2011).
= Asthma: In one study, 63 of 182 patients
(35%) had filled fewer than 50% of prescrip-
tions for inhaled combination therapy, and

tofoll Nt regimens that are often difficult
sem:;:ln :sl_udy by the Juvenile Diabetes Re-
i m: _atlof1 (2010), the use of continuous
e i (;mnnng devices declined in adults
Pt Tom 7 days per month to 6.5 days
ity nth by '\he sixth month). The decline was
week)greale'r in 'adules:ents (6.3-3.3 days per
i al;d in children (6.8-3.7 days per week).
adhe::\ CPUeagrxes (2014) looked at dietary
. Ce In patients with type 1 diabetes and
ound that 58.5% were not adherent, and found
that activity adh e in the same |
was 59.4%.

pop

In a study of no-show rates at a colpos-
copy clinic, researchers found that 12.3% of
women at high risk for cervical cancer failed
to attend a scheduled appointment (Luckett,
Pena, Vitonis, Bernstein, & Feldman, 2015).
Alves Vieira et al. (2015) found that in patients
with phenyl

P ia 56% of p under
age 13and 77% of patients over age 13 had high
phenylalanine levels, indicating that they were
not adhering to the prescribed diet. Researchers
looked at adherence among patients referred for
endoscopic't for esophageal neopl
and found a 72% adherence rate with follow-up
endoscopy (Cassani, Slaughter, & Yachimski,
2016). Chan et al. (2015) studied follow-up visit
rates in a renal palliative care clinic and found
30-50% of scheduled clinic visits were not kept.

Most research demonstrates that adherence to
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chronicilln
impossible for some patients.

Most adherence resea
population is focused on medicat
some researchers looked at appointmen

chiatric unit.

»Components of Adherence

Adherence has been conceptualized in the
literature to include three components: initi-
ation, execution, and persistence (Blaschke,
Osterberg, Vrijens, & Urquhart, 2012). These  ten
authors were looking at medication adherence
and identified initiation as being aware that a
prescription was written, filling the prescrip-
tion, and taking the first dose of medication
(Blaschke et al., 2012; Gadkari & McHorney,
2010). Discontinuation is when a patient stops
taking a medication. The time between initiation
and discontinuation encompasses execution

(defined as the regularity of dosing and the

ess regimens is difficult for most and

rch in the psychiatric
ion adherence, but
t-keeping
behaviors. Pantalon, Murphy, Barry, Lavery,
and Swanson (2014) found that 42% of pal?enls
with a psychiatric disorder and 66% of| pa.lxenls
with a dual diagnosis did not attend their first
office appointment after discharge from a psy-

A

is intentional or unintentional, Patien
posely decide not to fill or take medy s Cany,,
to follow diet and exercise "Jcommca"“"v “0;
or to refrain from or engage in Olhe,e:da““"s.
that directly affect their health, but u"imfhaviorx
nonadherence should also be ¢ °”Side:minnﬂ
any patient. Patients can unimemional'i‘d i
adhere to medications owing to r"fgeer]nD"’
carelessness, poor health literacy, s0Cioeco, g S
factors, and cognitive impairment. Nomig
Another factor in treatment nonadheren,
s the disruption of routines and schedules, Tal?
ing time away from work or other demans i;
not always possible. Medication intakes durip,
evening, weekend, and holiday times have bee,
shown to contribute to incorrect timing of doses
as well as missing doses entirely. Most consis.
t medication intake occurs in the mornings,
Monday through Thursday (96%), with the
Jeast consistent intake occurring on Saturday
evening (82%)- Correctly timed intake occurs
most often on Monday and Tuesday mornings
(61%), in contrast to Sunday evenings (33%)
(Vervloet etal., 2013).

Another concept important to medication
adherence is that of prospective memory—thatis,
the n gnitive capacity to todo
something at a later time. Prospective memory,

correspondence of behavior with prescribed
regimen) and persistence (the time lapse be-
tween initiation and discontinuation) (Blaschke
etal,, 2012). For the purposes of clarifying the
concept of adherence, and for quantification
in research, these stages of adherence can

a subcategory within the construct of episodic
‘memory, declines with age and neurocognitive
impairment. Research has demonstrated the
importance of prospective memory for medi-
cation adherence in HIV infection, rheumatoid

be categorized as continuous actions (which  arthritis, and diabetes self-management, and it

include implementation and persistcnce) and

‘may be an important avenue for interventions to

increase dh ebeh across

discontinuous actions (which include initi i
and discontinuation) (Lehmann et al., 2014).
Continuous actions include both regularity
and continuity simultaneously, whereas dis-
continuous behaviors bookend continuous
action. Approximately 16% of patients with a
new prescription do not commence treatment
(Gadkari & McHorney, 2010), and half of
patients stop treatment within the first year

(Haynes, McDonald, & Garg, 2002).
dh

e that is

disease states (Zogg, Woods, Sauceda, Wiebe, &
Simoni, 2012).

Managing chronic illness alone can be
difficult and complex; therefore, some patients
turn to family and friends to help with decision
making, adhering to complex regimens, and
simply to cope with the illness. Many research-
ers have studied the role of friends and family.
Stephens, Rook, Franks, Khan, and Lida (2010)

i igated both the ive and positive

Another comp of
dh

spouses used to urge patients with

tto d is whether

p

. petes to improve dietary adherence

2di8%° 4 that cautioning the pati F

2 show - the patient aby, acto .

‘F"Z;mfs: ences of eating an inadequate di:: K s (ontllblltin

e 0% ated with poorer adherence, whereas dherence B, ehavi

o 285 gcm‘"l to select healthier food chojces Although nonadiy vior

1 cou™8ed with better adherence. A sty Nized a5 problem e " eTeasingly recog-

s50€i0 4 y
ey cdomw describes the role thay family

e Y i N
Pl - gers provlde in complex regimens, ang adhy
inadequacies

s how various types of stigma affect

B
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o
fictte”  HIV-infected famil lies in dife e T€>C2r<h on adh
:S"g for ::s :lc lnm' o L‘;T:_\.‘l&fa(ﬂliical;, . l‘:lr ;l‘::fdc:: ng role cxpeclaun::e:( ‘;:::I:les
Wight' 4 ewise, family support in adole "% values. As b hensome reates to conflcting
1006)j c from asthma was positively a SCOMMS  teach, and Seuncare professionals prescribe,
qfferi® © ' htrol and improved . :'sncmfd regimen. ounsel patients about medical
il ’s‘h::,ﬂea, & Brasch, 2010). sq:s:r:’;:“'& “SS“mptisé-“}sl?{a;n .
(m;::;;uzs (2016) studied patient percepu:;d given situation b‘:ll’:ih-e rence behaviors in a
‘?lramﬂ)' and friends’ involvement in theisr strategy to the pa“em.lmposmz any specific
‘; and {oun: ‘?13; §3~3% offthe participants

- ed that their friends or amily mq ivi
ey y members  Individual Characteristics

ot involved in their self-care almost every

dp and 60.8% found the involvement to be a
sitive influence.

PO Families living with 2 member with a chronic

{liness strive for a flow, or routine in everyday

Jife. Achieving this “flow” was found to be even

pefore the chronic illness (Arestedt, Persson, &
Benzein, 2014). To find a daily flow that works
for a given family, it is important that family
members find ways to be supportive of each
other. Communicating thoughts and feelings
helps members to concentrate on health and
noton the llness (Arestedt et al., 2014). African
Americans and Hispanics living with chronic
illness were found to have additional family
stressors. In a study by Saulsberry, Blendon,
and Benson (2016), 24% of African Americans
and 38% of Hispanics living with chronic ill-
ness had no form of health insurance or family
health plan, leading to additional strain on
family coping. Given that shared responsibility
for family health exists, it seems reasonable to
conclude that adherence-increasing strategies
§hould be directed toward all persons involved
in th.e regimen, and that there may be a need for
explicitly discussing the division of responsibility
among family members.

i;\}/‘:ral patient characteristics that influence
= g::;}cﬁec};ave been examined, including de-
—— actors, psychological factors, social
d?‘ol past h‘eallh behavior, somatic factors,
and health beliefs (Dunbar-Jacob, Schlenk, &

B Caru
more important than striving for life as it was mm‘}‘“i‘:- 2002). More recent literature has

ethnicity as an influence in adher-

ence with diagnostic testing (Cook et al., 20
Luckett Ft al,, 2015). ankei etal. (2015) foulr?:l
that patients who missed scheduled colposcopy
appmf\(mems ‘were more likely to be African
American and Hispanic than white. Conversely,
Cook and colleagues (2010) reported that Latina
a.nd African American women were 2 and 1.45
times more likely to receive Pap (Papanicolaou)
smear screening, respectively, when compared
w.\th Caucasians. Data are mixed and no clear
picture of ethnic demographics has emerged
related to adherence. In 2015, 22% of persons
65 years and older were members of racial or
ethnic minority populations such as African
American, Asian or Pacific Islander, American

Indian or Native Alaskan, or Hispanic (Admin-
istration on Aging [AoAl}, 2016).

Because of the many inconsistencies in
studies that ageandadh behavi
no overall about these relationship

can be made. According to Barnestein-Fonse
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Psychologlcal Factors. lnmmvel)"‘h"lf‘h;“;
i eve that psycholog a
profess:onals believe that psyc s
mayaffect adherence beha\{lor. Depres s
found in 40% of patients with chfo'mc Iy eer]
nusitis leading to missed pmqudmw an . ‘%
sleep (Schlosser, Gage, Kohli, & Soler, !
Depression may be related to poor treatmen!
adherence. Depression hasa negztwe‘eﬂ'ect on
quality of lfe, causing increased economic burden.
Presence of co-morbid depression 1 chronic
illness is often associated with negative hezl‘th
outcomes (Schlosser et al,,2016).In pauer‘ns‘ with
COPD, depression is associated with di mins!
quality of life, increased healthcare u‘uh_zauon,
and even higher mortality rates (Panagioti, Scott,
Blakemore, & Coventry, 2014). Depression has
also been linked to a higher mortality rate in pa-
tients not following medical recommendations in
acute coronary syndromes (Kronish etal., 2006)
and HIV infection (Lima et al,, 2007). It may be
prudent to screen for and to treat depression in
patients at risk for nonadherence.

Other psychological factors, such as ambi-
guity, hostility, and general emotional distress,
as single factors, are not predictive of adherence
behavior but may, in fact, be components of
motivation (Dunbar-Jacob, Schlenk, & McCall,

* 2012). In a study of schizophrenic patients, lack
of insight into their disease and persecutory
delusions were major psychological indicators
of nonadherence to medication following dis-
charge from a psychiatric hospital (Abdel Aziz
etal, 2016).

forest etal.2013). Ina stud i
(o smatoid arthritis, those m.f.'l',.‘;;'r':ﬁ? joint
symptoms were more likely to dtmnnsl’:nm
g dhc"-'"“" to prescribed disease-modif; "k
antirheumatic drugs (DMARDs) (Kumar, Rym;
&il, & Greenfield, 2016). e
Ppatients who are severely ill wi

illnesses have presented with ;’;oorzl:{"e:f:om
adherence, as relationships with care prov'd"“
decline in the face of worsening health 1’!1’“
tients may become depressed, ptssi;rll e
socially withdrawn, and hopeless or 4 ;"C-
Jent about surviving, making ndhercnc:n 5
futile (DiMatteo, Haskard, & Williams, Zm
Iliness-related symptoms may, the' ?0 s
be an important cue to fullowin,g tre e
recommendations. cotment

F 7’ Ch i Regi
regimen complexity have been ITnkcd gf;l::rd
ence behavior, with complexity being a mo, :
important factor (Dunbar-Jacob et al, 20091;3
Complexity includes multiple medic‘ations;
frequent treatments, a variety of treatments (e.
diet, exercise, and medications), duration of t}E:
regimen, a complicated treatment delivery sys-
tem, and irritating side effects (Chesney, 2003)
Complicated regimens lead to low adhcrence.
rates (Choudhry et al., 2011). This effect has also
been well documented in the HIV literature, as
patients with HIV/AIDS have extremely complex
medication regimens (Chesney, 2003; Hinkin
et al., 2002; Waldrop-Valverde, Jones, Gould,
Kumar, & Ownby, 2010).

Economic Factors. Poverty, poor English-language
proficiency, and limited access to health care are
predictors of nonadherence (Peeters et al,, 2011).
The burden of financial costs alone may serve as

a barrier to obtaining healthcare services, sup-
plies, or medications needed to manage chronic
illness. Another major barrier to adherence is

a lack of resources, including inadequate or
difficult transportation, inadequate availability
of childcare, loss of time from low-paying jobs,

and little job security.

rt. Social support is 5 vari
Lently been explored in adp, ::le
idering diet ch <
When considering anges, ;. -
studies- o mmendations may include f“ b
le are not familiar with o, A s
t ot eat. Some marginalized pers -
jcally do "help in adapting traditional fo,,
ethodstoa diabetcs-frienmy di;
2016). Changing l.he way yo,
u eat, means changing the v,
a person has limited health liters,
peak the dominant language, the
- js magnified: The diet modifi.
es are significant, and often
. mos ts of one’ life. Even the
ripple thrOUShd rson with significant support
ems adhering t0 the diet. People
e some of social marginalization
who face omakethe same changes with fewer
artt:'er'"‘i dherence often is difficult or
OCH:

:mposible (Van.stone etal.,, 2016).

ealth Behavior: It has been sugg?sud
fh':f ard:mna toa particular healthcareregimen
- tin time may predict subs:lque;:

_vear study associated wi
e g). Clinics C);ronary Primary
initial medication adherence
redicted adherence t.hrou%hout r-:lhe
. this result did not extend to other
)mmrs. In general, it was found that
the more similar the initial behaviors were to
the behaviors that needed to be developed, the
greater the likelihood of adherence (Dunbar-

Jacob, Gemmell, & Schlenk, 2009).

g m

and cookin
tal.,

(Vanstone €
eat, and what
u live. 1

Somatic Factors. It has been postulated that
the presence of symptoms may promote greater
adherence with medical recommendations. For
example, hypertensive individuals who are as-
ymptomatic indicated that they could tell when
their blood pressure was high and adhered to
treatment at these times because of their belief
that adherence relieved the symptoms (Chen,
Tsai, & Chou, 2011). In another study involving
individuals with lung disease, increased dyspnea
predicted greater adherence with nebulizer therapy

3N |
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Prescription

medicat;

especially for those wilhnl::a::;;q ey,
onomic

physician servic
o therapy imen:;z::.ﬂ;,ph‘;m“y costs related
fromadk . an dngnmuncsung
ancement of chronic di i
nomic status h, tease: Sucloceo.
With as been found 1o be associated
ith poor adherence to oral hypogl i
medications. N Fesme
s. Nearly 33% of patients in an urb.
area reported th. i )
do ¥ at multiple competing economic
i l‘funds m_ﬂuenced their decision to stop taking
eir prescribed medication (Blackmon, Laham,
Taylor, & Kemppainen, 2016). ’
’ l"ltallh lnenracy may also contribute to prob-
'ms in managing chronic illness regimens. In
some studies, limited health literacy has been
. d with poor adh to antil iral
medications (Waldrop-Valverde et al., 2010; Wolf
etal, 200?) and with better adherence to other
HIV medications (Paasche-Orlow et al., 2006).
Some barriers to adherence are clearly
relatec'i to an ineffective healthcare system for
chr?mf c.:hsease management. There is decreased
'av?l.labxlny of primary care services, particularly
ininner cities and rural areas, to groups such as
migrant workers, new immigrants, the homeless,
and those with AIDS. In addition, the maze of
govenu:nemal and third-party payers’ policies and
regulations often deny provider reimbursement
for preventive or educational services, making
these services less available to patients. How this
will change in the future, as the United States
shifts to better insurance coverage and better
chronic disease management, remains to be seen.

Cultural Factors. More attention is being given
to the ways in which culture influences health
behaviors and the interactions of patients with
healthcare providers. Cultural influences affect
the way adults and children experience, inter-
pret, and respond to illness and its treatment.
Because of changing demographics and the influx
of immigrants into the United States, studies
examining the behaviors of different cultural
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erence behavio . o lients in
?;‘(‘)llo) o schlloph:'ic;::"l; that patients
United Arab Emir?ll?]“:lcrs o likely
o sough:il?::v‘:lln ;vcrcscribed mc(‘iical:u;;ls-
i:lb:o'::::c also been described as scc’:unlge r:an
car::la.n:‘ ifatall,and then using fot:k C:' i
medications for illness (Ransfor d, B
Rivera, 2010). Some of the del:_ny in ——
utilization relates to insurance issues,
barriers, and immigration sltatus..

It will become increasn{\gly im| e
healthcare professionals to interpret i
of culture and ethnicity on adherence ce‘;
One issue that confounds the hrfk betw -
health behavior and culture is soc.loeconotr}r: ‘
status. There is a need to dislingun_sh whe .—:1
poor adherence is related to ethnic, cultuth X
or socioeconomic factors, as opposed to the
interaction of these factors.

portant for

Patient-Provider Interactions

Of all the variables associated with nonadher-
ence, patient-provider interactions have been
highlighted as being ly important. Recent
stl‘x’dies have focused on the relationship betw_:en
provider and patient as a way of encouraging
health behavior change (Chan et al., 2015;
Hall et al., 2016; Harvath et al., 2016; Levy &
Signorelli, 2014). Importantly, the topic of
self-management is discussed in primary care
1 I .

ions infr

patients and providers are |;

. 1

different PE“PEE"“T about ch_fﬂnirl,{, S
treatment, and t e rel ative merits adn“‘- i(t
behavior. The patientlives with g . is h"en“
{reatment is only 0neaspect ofhy "?‘f.a,,;
life. Living with treatmefn Conge, ;v'd"ar‘
vastly different from f)ffenng advice, t:teg i
education, o exhorlatlon about healgp, run;e]‘
ommendations. Patients, on t'he onehp, ‘a:krec‘
help from healthcare‘professtonals "‘Cau;e ‘hro,
feel ill, they are wor! n'ed, they are TeSpong;, ¥
others’ recommendations, they nee ey, e
validate claims for entitlement b'Eneﬁ:s_ E to
forth. Providers not o_nly offen fail to rec,, e
nonadherence in their P?tlenls, but th alsg
contribute to t, by prescribing complex regir, g
failing to fully explain fhe bfnefits, and failing
consider the financial implications of What

hey
prescribc (Brown & Bussell, 2011).

Ethics and Adherence
Behavior

Adherence to recommendations for hfalth be-
havior is an increasingly important ethical issue
in healthcare cost containment, because conflicts
arise when healthcare resources are limited and
decisions about the best use of time, money, and
the energy of providers must be made. However,
economicand ethical issues in adherence differ.
Whereas economic issues are concerned with the
most efficient distribution of resources, ethical
issues are concerned with the most equitable
distribution (Guindo et al., 2012). Bosworth
(2010) believes that strategies that promote and
improve a patient’s active and effective self-care
are both ethically and economically significant.
There is also concern about providing
to help those persons with chronic

the self-other relationship remains a prime

disorders in developing countries, where treat-

objective for both patients and p
(Blakeman, Bower, Reeves, & Chew-Graham,
2010). Enabling the patient to self- ge his

ment dh e is very high (WHO, 2003).
Ethical issues center on reciprocal rights and

or her condition threatens the medical hierarchy
and may create tension in the patient-provider
relationship.

r

of nonadherence. Again, the focus on the pa
tients’ active participation with their healthcare

fessionals appears 1o raise ethical <oncerns
(Guindo etal.. 2012). This brings up the question
of whether health carc directed solely by the
practitioner without input from the patient is
ethical and whether nonadherence should rest
only upon the shoulders of the Ppatient.

Theoretical Underpinnings
of Adherence Behavior

Theoretical frameworks and conceptual models
provide direction for healthcare Professionals by
guiding the assessment and Providing structure
for the interaction between patient and provider.
The emphasis is on translation of theories and
models into effective Practice interventions,
Models for understanding individyal health
behavior can be useful only if they are based
on empirical research and can be used to create
effective interventions. This linkage relates to
the current mandate for translational research
and evidence-based practice. Brief reviews of
behavioral models that are currently used are
presented here.

Health Belief Model

The health belief model (HBM), developed by
Hochman and colleagues (as cited in R k
1974), was devised to explain health-related be-
haviors, especially preventive health behaviors,
and contains a cluster of pertinent beliefs and
attitudes (Becker & Maiman, 1975). The original
model was subsequently modified to include gen-
eral health motivation (Becker, 1976), and then
modified again to include sick-role behaviors. The
HBM’s major proposition is that the likelihood
of an individual taking rec ded health

ibilities of caregi: and patients, use
of ;atemalism and coercion by caregivers, au-
tonomy of the patient, relative risks and benefits
of proposed regimens, and the costs to society

Adherence ond Chronic finess 169

behaviors 10 adherence behavior, specifically
in regard to perceived susceptibility, perceived
severity. and perceived barriers (Jerant, Fiscella,
Tancredi. & Franks. 2013). Recent studies uti-
lizing this model as a theoretical foundation to
inform interventions have yielded significant
(mostly moderate to large) improvements in
adherence behaviors (Jones, Smith, & Llewellyn,
2013; Pettey et al., 2016; Tola et al . 2016). The
authors concluded, however, that intervention
success did not appear to be related to specific
HBM constructs, as the HBM was not used in
its entirety, nor were health belief outcomes.
measured in some studies.

Foot, LaCaze, Gujral, and Cottrell (2016)
studied adherence to medication across mul-
tiple health conditions and found that those
who believed their medications were necessary
for their current and future health were more
likely to adhere to even complex medication
regimens. The same research study found that
individuals who held strong ‘concern beliefs
were more likely to be nonadherent. This study
helps inform how patients choose a particular
behavior through a cost-benefit analysis, in
which the benefits (better health) are balanced
against the perceived cost (pain, loss of work,
financial cost) (Foot et al., 2016).

Health Promotion Model

A nursing model that evolved from the HBM
is the health promotion model (HPM) (Pender,
1996; Pender, Murdaugh, & Parsons, 2001).
Pender conceptualized health as a goal and be-
lieved that only the desire to be healthy leads to
engagement in health promotion activities. Pender
organized the concepts under the framework
of individual characteristics and experiences,
behavior-specific cognitions and affect, and

actions is based on (1) the perceived severity of
the illness, (2) the individual’s estimate of the
likelihood that a specific action will reduce the
threat, and (3) perceived barriers to following
recommendations. The HBM continues to be
used to explain the relationships of attitudes and

h | outcomes. The Health-Promoting
Lifestyle Profile is an instrument that assesses
health promotion behaviors; it has been trans-
lated and validated in Spanish as well as English
(Kwan, Berggren, & Dahlborg-Lyckhage, 2010;
Walker, Sechrist, & Pender, 1987) and contin-
ues to be used and adapted (D’hooghe, Nagels,

T
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toidentify the illness),
of the illness). In 1987 Leventhal, GW, and
d a feedback mechanism toa

Fleming identifie
behavioral model and calleditthe: self-regulation

theory. The dimension of control-cure Was
examined as part of the illness representation
(Leventhal etal., 1987).
These two models are
one model known as the
Brisette, & Leventhal, 2003
‘model (CSM) was designed to describe dynamic
interactions among the variables controlling
health behaviors in response to current or
future threats to health (Leventhal, Phillips, &
Burns, 2016). Studies using this model have
shown that beliefs about illness do affect coping
(Gould, 2011; Snell, Hay-Smith, Surgenor, &
Siegert, 2013). In an analysis of published
research, researchers failed to find evidence
that the use of the CSM to design interventions
positively impacted adherence (Jones, Smith, &
Llewellyn, 2016). The CSM model is, however,
useful in understanding adherence. Patients

now combined into
CSM (Leventhal,
). The combined
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The Theory of Reasoned
.onand the Theory
d Behavior
of reasonedaction (Fishbein g,

37‘5!)]1::? the theory of plann;d behavior fA,'Z:'
985) have intention as3 1‘na|f1 component, 7y
1 ding o thes theories, individuals engage
E:;hh behaviors intentionally; based on atige;
he varda behavior and social influence. The the.
tol Janned behavior adds a component t,

gymoigel called 'perceivcd behavioral contro|
wl:ich captures the extent to which a person hag

control over a1y given be'havior. Botl} of' these
theories have been useful in the exa{mn_anoH of
preventive behaviors, such as engaging in exer-
cise programs (Lee, Chiang, Hwang, Chi, &Lin,
2016; Martin, Oliver, & McCaughtry, 2007), food
choice (Ackerman & Palmer, 2014), condom use
(Gredig, Niderost, & Parpan-Blaser, 2096), and
avoiding binge drinking (Norman, Armitage, &
Quigleys 2007), where intention has been found
to be an important component of engaging in
the desired behavior. Rich and colleagues found
that attitudes, subjective norms and perceived
behavior control were predictors of adherence
intention, and intention was 2 predictor of
treatment adherence behavior (Rich, Brandes,
Mullan, & Hagger, 2015). These theories have
also proved valuable in assessment of physical
activity in chronic illness regimens (Eng &
Martin Ginis, 2007) as well as in assessment of
HAART adherence in patients with HIV infec-
tion (Vissman, Young, Wilkin, & Rhodes, 2013).

2 3
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Additionally, these theories have also been used
to predict which treatment options should be
ded by substance abuse providers in

outpatient treatment facilities (Roberto, Shafer, &

i
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and
dng has been used as a predictor of clinician

,Pn g : ficacy cxpectancie‘s: This theory com-
e vironment, cognition, and in
z:z understanding of health behavior change
o Jurd, 2004). Three r_lecessary prerequisites
altering health behavior are the recognition
hata ifestyle component can be harmful, the
ecognition that a change in behavior would be
peneficial and the recognition that one has the
sility to adopt 2 new behavior (self-efficacy)
schwarzer, 1992). To effect any change, then,
each individual must be able to self-monitor
and self-regulate health behavior. This as-
pect of self-regulation has led to a variety of
«lf-management strategies to cope with illness.
Theadditional component of self-efficacy, defined
a5 the patient’s expectations or confidence in
his.or her ability to perform a recommended
action, has alfo promoted research to test
eﬁcac'y-enhancmg strategies important in health
bb:l;v;z: ;::;?: S::g 'efﬁcaqf' has been found to
behaviors in theptrea;:::;r sfe:\figanagemem
etal, 2006), cardiac di . i by
g depre,ssionl( ;: isease (Hiltunen et al.,
P e l;:sman et al,, 2016), and
el piansky, anna, Slaven, Weaver, &
Ty, 2013). Cognitive social learning

in diab
etal, 2014), (Presseau

Transtheoretical Model
:: Change (Stages of Change)
e stages of change (tran: i
model (TTM), develogpeﬁl by ;::::::\:c::l
D'|Clemente (1983), is an eclectic model that
aims to examine and predict the process of
change. This model contains three constructs:
the stages of change, the processes of change-
and the levels of change. Its underlying prem’ls;
proposes that people are at different stages
in their intentional desire to adopt certain
health behaviors with or without assistance.
The model also proposes that interventions
should be matched to each categorical stage of
change. Although presented hierarchically, the
process of change is considered to be a spiral,
with relapse from a healthy behavior placing
an individual in a position to move backward
toward contemplation of the healthy behavior.
The model also incorporates self-efficacy and
decision making as key factors in the process
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Lee-Lin, Nguyen, Pedhiwala, Dieckmann,
and Menon (2016),ina Jongitudx'nal examina-

tion of mammography screening data, found

dor chang
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for clinical action to promote py
The three factors are mformzu“n‘
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Martin, 2012):

L] providing information to Patien,
curing their understanding St g,
treatment adherence, but insuff; “e"‘ug'.
adherence- Essential elements % nf,% N’
useful information to patients inqk g
a‘m_pzticm communication, acay “ded
recall of information, Idapﬁnginr P.":a
compensate for any extant COgntyg o,
and shared decision making, dtfkn‘
patient motivation for adherence ; :
bythe patient’s belief in the eff Bty
priateness, and feasibility of any m;:pm
and is strengthened by “informeq Mey,
rative choice” (p. 81). Motivation ‘:“abm

ongoing reinforcement to be milnuq:;“

u  Strategyreferstoa patient’s ability t,

to the treatment, whereby identificy,:
and overcoming of obstacles improy, \
or her capacity for adherence. c°mrmm|y
encountered barriers include medicy;,

cost and side effects, cognitive deﬁdts,‘u:
ability to perform ongoing difficult e
changes, mental health, and highly co pec
treatment regimens.

o

o)
Mg

that behavior change occurs in stages, can be
cyclicand not linear, and that it may be easier to
move people up one stage at a time, which fully
supports the tenants of TTM. They found that
patients in all study groups moved up in stages
over time, as many as 65% in one group. Ina
study measuring physical activity in overweight
and obese adults, researchers found the TTM

accurately measured plan of change behaviors
in the subjects (Romain, Bernard, Hokayem,

Gernigon, & Avignon, 2016).

Three-Factor Model

With decades of research on behavior change and
adherence behaviors to review, consistent findings
l across meta-analyses and large-scale studies have

Ecologic Perspective
g adherence beyond individual and/or

patient-provider (dyad-level) considerati
include system-level factors can expand interven-
tion options to improve the modifiable aspects
of adherence. Such factors include the clinicians'
patient load, available consultation time, provider
training, and policies and regulations (Berben,
Dobbels, Engberg, Hill, & De Geest, 2012). Such
multilevel attention, including individual-, micro-
and macro-level implementation, can support
individuals’ success in caring for themselves
and their families.

In summary, many models have been used®0
study adherence behavior in chronic llness.
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e " erence, and it has been o o2ches  Teliabityy © increase aceupe
"‘1¢ 2 ce assessment should a[,:uga;“!d il zesult ‘"”'P:v:t;“'“:q nd
» herence s focus  WHO, 2003, "€t (Brown & paseay. 10
:‘: o ":rci:: (i)n:: nubc""mr»nm on A 2003, o & Busell 011,
rodictons OF DR SoeAIenCes (Morisky g well-peqs "™t of the pay;
I e, 2011). Primary methods inclyg €ing ang  Patient’s overal]
s ST TEDOR. by Cludeself.  essenjy) Psychologi .
ort, practitioner Feport, observation, ppe * 10 attain 3 ey, QB structure is
;ﬂ- . mgasum_:‘-’:tdlﬂllon monitoring. im; or'l:lu adherence bel::,,:::d“‘landins of
- g k: S,
¢ronic moni . ) i en'l of the pay; entinclug A mlen_\zuc
\When a treatment is prescribeq, 1, ef. ite: ¥ sociocultyra) e(ono“ tes the patient's
e of that moml:nend_ation hinges on th; ofl';:Y-beling.ammd“_ = d':::c‘lfa:xnmhn}th
- through by the patient, 1f 5 Prescribeq shom::’w_sed treatment, 1 'I‘ emandfng
iment does not ap;ear tobeworking, clini.  the lines, BlllVen 10 the patient’s p:“;:f“""“
= wiedicati > - ess t] ios
sassoften ‘hm ecication dose, question the tions, ang u:m' the efficacy of momm:d:f
gagnosis,or takea mV‘\’fl: (sometimes harmfyly  out. There ghyb o <t ability to carry them
i at is s § A 5w € should be 5 ¢, :
sggressive 2Pk ! S missed Tightness™ 2 determination of
atheface ofan apparently ineffective treatm, ticu] il of the Prescriptions for =
isan assessment of th et lar patient, includi ¢ the par-
nse edegreetowhich,  relative harm ,or be INg an estimation of the

tient adhered to the prescri :
(rownetal, 2016). praed acdion
Measuring patient behavior is complex, and
different methodologies exist for different ,con-
textsand diseases. Important aspects of choosin,
sppropriate measurement methods include the
need for accuracy, comprehensiveness,

s e ease,  questions from H;
;uu‘:senilu;m(;lall)c0St of administration (Brown &  Pearly four Aecadefﬁs:'lﬁmgﬂg:f ::!
,2011). ) not yield a signj " e e
“Ihe?re 1s o W S g .slfmﬁca.m ors‘\:::‘:' breplacen.\em.
medication, lifestyle, or dietary adherence,and  2dherence-oriented history (Hin;:::cg li:hn
, Scotch,

cu:renf evidence suggests several strategies other
than disease outcomes may be used to capture

treatment adherence to medication (Brown .
[ al‘,.2016; Brown & Bussell, 2011; Desroches, |
;apomte, Ratté, Gravel, Légaré, & Turcotte: u
: “0;131, Ii.sehrf:wm etal, 2014). Electronic moni-
dmriﬁﬂ(;n en usefi as.the reference methodfor  m
pir g medication adherence (Erdine &
a0, 2013; Park, Howie-Esquivel, & Dracup, m

2
3). Polypharmacy in chronic disorders adds

Sorenson, & Swazey, 1981):

Have you been taking anythi i
f

problem already? e
Does anything worry you about the illness?
%at can happen if the recommended
regimen is not followed? -

How likely is it that you will not follow the
recommended regimen?

How effective do you feel the regimen will
be in treating the disorder?
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Indirect Measures
epor

Self-Report- patient self-r
Dbehaviors are the simplest

method of gathering ailhcrc
are feasible in virtually all
reports also allow the collection ; e
information ont an:
poor adherence [l
(Dnnbar-lacob etal, 0%
Self-report data may be elicit
questions; th
interview schedule; 0
tionnaire. Common self-report m¢
medication and symptom diaries,
e T ke
uestionnaires, and interviews. :
g Self-reported adherence behavior has com
under scrutiny because

believed by many t0 be invalid 2
(Brown & Bussell, 201 1). A patients self-report
be inaccurate for many reasons.

erence ma;

:g’hhil:epaﬁemz who report nonadherence (x:l‘:‘l
to report their behavior accurately (Bosworth
2010), some may honestly not remember whether
they took their medications, may be unaW
that they are not following recommex'ldano.ns.
or may have ‘misconceptions about their dosing
schedule (Bosworth, 2010; Brown etal, 2016).
A study of women with breast cancer found that
88% of the women self-reported completingall
of their prescribed oral anticancer medication
during 6 months of treatment, but objective
assessment found only 78% adherence (Addeo
etal,, 2015).

Other reasons for nonadherence may
include economic factors, lack of resources, or
the patient’s discomfort with admitting nonad-
perence to healthcare providers. In any event,
it is incumbent for the provider to be able to

s of adherenc
t upcnswt

rt measul
structured

o ‘,njudg'""'"" consistently blam,_ fres
tolict valid responses about regime i,
(rown et al 201 ber

studies have attempted to Valuyay,
{he accuracy of self-reported adhey, a:d b,
of these studics have compared Patien, .,
with pill counts, clcclromF m"“ilnrinr m:
Jevels, o biologic m?r‘ktrs in body g, B dp,
have found that individuals overestip, 5. M,
adherence

(Garfield, Clifford, Eliassop, Bixe 'h:r
willson, 2011; Shiet al., 2010). d %".&
Despite its inherent problems, -

g i X
are still the measure mos! S !
adherence assessment. Self-repo, ns);,::'d o
tial to provide the most accurate

oten
what a patient has &.ione. as long as the = o
can remember taking the medicatioy ,

motivated t0 be absolutely truthful aboy . 5
remembercd (Morisky & DiMatteo, 20 v~ N
establishing trust within the patient_prq,;
relationshipand developing strategies to ep
recallare essential to obtain accurate in ey

Observationand Clinical Judgment. Dy,
observation of the patient is rarely Possibe
making it an impractical method of assegs;
adherence. Theoretically, this method wouldp,
an ideal way to provide evidence of adherence
behavior; however, individuals often “playtozy
audience;” and the knowledge that someone s
watching affects behavior. Direct observationis
thought of as a passive method of medication
distribution; it limits patients’ active participation
in treatment and is inflexible to adaptationin
real-life contexts (Erdine & Arslan, 2013).
An example of this behavior for an indi-
vidual with asthma is the demonstration/retum
demonstration of the correct method of using
metered-dose inhalers (MDIs). Patients with
asthma are assessed on their ability to carryout
the instructed regimen. Although nursesassess
patients’ behavior in carrying out tasks related
to their health care, the assumption cannot be
made that this activity will continue at home.

assess whether a patient can and is willing to

- S 10
follow a recommendation. Toward this end, Clinical jadginent of patients adhereics

medication regimens has also been shown mb»e

d asking ions i 3 5
89 ina  poor, with rates of adherence to cystic fbros
( . 3 Adberene
_gtion rANEINg f':m 50% 10 60%, comyp, - “odCronc tiness 178
measured via electronj i
Y z"‘ i “Ironic moniitorip, Berg ang 4,

0 e et al. 2011)- Lhnician asseqg B asky Tstein (2006,
(P n adherence is often nentof "2 Patient 10 by, ) forther suggest th:

o tion being more co ncorrect, wigy, check of Pill congre - 5 i1 the medication e =

tima mmon thap Counte. “UNt may, in fac ns fora

mati un. TProductive s 1 <t be of
ore? imation (Brown & Bussell, 2011), Patient ang e Puilding ofeotee mud
Jer® Elecy Provider pport between i

“Clron
ing. Other methods for m, © T Monitg
casurj ORY for th, TS ate the ;
*:;cali"“ adherence (dmz-dosi"g Ru:nr’ i € assessment of adh, newest technol-
and pharmacy refills) have indic. pill "t Commonly uged or " behaviors
U e of adherence (Di o icated © tlectronic meg; ved of these devices is
gmilar '€ iMatteo, 2004, MONitors may gl k:m"" monitor. Electronic
?De used 1o cay N
pur

Nr-l"“b d‘aL, 2002). Each mey) 2
il limitations, including en:):l:d -
s pill counts, failure to dt)cumenl":ia i
= “diﬁa‘i'ons in the medical record, -t
£ Fnowing 1{[}1; patient actually tookat'l:d

gications once dispensed by the pharmacy
m kinson et al., 2016). iy

apnea (Fox et al, 2012

Eltﬂmnic monj
onitoring :
lopment “‘"’“s‘hoxs is undergoing rapid

(AU
pill counts, pharmacy-refill monjtoyr; SOrs and moilers.. use of electroni
" e toring, mobile/wirel, ST Ne
2d MDI canister weighing can all be yseq o - "OI08}: icroprocae okoges. With this
casure medication adherence. In stud bottle caps essors are placed in special
pill counts, the subject is gi'v ens:“fi‘;s lha‘: date and li:eb‘l:?‘; p.-;da and can monitor the
cad Y for each manipulation of

month that contains a certain number of tablets, e drug container an,

: d provide i i
dr“g'“k'ngbtha‘inr forp Fide infoemation on

nd this vial is exchanged for a new one

month. The m{dxcation leftin the containe:ca: s el hkin:z: ::::{;Knmns

pe compared with the number that was supposed e e e s g)( i
nses (or lack

tobeleftif the medication were taken. Th thereof)or side effects,
¢ . This can ) 3 and can provi i
dso b.e a'nccomzzxsh'ed M‘rhen patients bring all t::n‘:‘;:’rkmuons Wuﬂyhuﬁamtmm a
jption me ca‘t{ons.ln their original contain- been etal, 2015). Electronic monitors hi
ersto each office visit. Similarly, when a patient used to assess medication adherence in many

studi i
requests a refill from the pharmacy, the time of es and typically provide I :

; : b adhere ower estimates of
m&?ﬁiﬁﬁ’“"?’ ed with the expected date of J:;h::ﬁs:mmpm data (Parketal 2015).
o s ke as prescribed. ina plotral ¢ useftechnology was reported

uch methods do not take into account whether ients’ adh, 0 :-nun]:fmr lung transplant recip-
e to self-care behavi 5

patients are sharing medications with others
or “du‘mping?' pills prior to refill. MDI canister
weighlfxg is used with patients who have respi-
ratory illnesses. The canister is weighed before
itis given to the patient and then reweighed
at sgeciﬁc times during treatment. Some MDI
n:tcdlcauons come with dosage counters on the
wa!, but there is always the possibility that the
patient is not actually using the medication.
mcmA:‘litshough some medication-monitoring 5
oe appear hni:hlly accurat, they may overes- Direct Measures

e (Jentzsch, C: PhysiologicM Physiol

Colosi o g! Phy i
osimo, & Bousquet, 2009; Rapoff, 2010).  of adherence include serum drugolevels, heart

mely,

2 Pocket Personal Assistant for Trackin,

device (Pocket PATH) (De Vito Dab}s:{:talal.m
.2009). This mobile, hand-held device signiﬁmtl;
u.npmved self-care behaviors of monitoring vital
signs, medical regimens, health habits, and com-
municating important changes to the transplant
team between scheduled visits, as compared to
standard pencil-and-paper methods.
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176 chaptor 84 inappropriate I such imstances
rineanaly®® :mwnrk may be the most imp, r‘:‘(b‘ll
g musde strength moglobi® adherence and, therefore, g, b
te momlﬂﬂﬂ& Jyco" sylat -~ & » : g
’:lolgs Ilmls.andl! " ysiolog meth . the focus of adherence increagy b
"‘“""' Theadvantsé® ‘}31 ependent O ° Howﬂt?gcia[ll:':;;:tlo::‘d ;:’Hu Kv‘:: N
i i t ol adhere, *
at thesé m“w' ty. _ impac £ ence,
l,(icnl's memory O ‘F"‘;;i( res, M3 al support—by significant "!hg,: A N
P of a of the physi® the mo* mmmﬂﬂ)’ """w"'ks—mayh"Ppaxi,nl""h,,"s
ment 0 drug fevels is 0 rements offerd chronic illness and reinforcea dherg ‘g’m; :
s‘;’; Alth drug-lev® :“,n sclf-repoﬂi":: in some populations, this “'“iom:? o %
used- y . il PRIy i oy
greater dcE coh;:‘r‘:‘:: some gifficulties W'm hold true for all individuals. Sope M o
dinician rep© s, 1 ment. Firsts {hese meas notalways want or cannot always - S
this type ‘;f 3: s(:: Jevel of adherence (B;"ghc help from i :
flect =
e Al
ol . second, altho! "
chrﬂ:l;?;:?: tand objﬂ"‘:;“}’:';;;hd s
ey ce, this R
t of adherencé i
lhcmmtr‘:;:rm:r;e nor available for I'Yui:"’i ) lnterventlons to
cf .
om0 Uy s Enhance Adherence
detect dosage levels iom, o
'a:d:mclerishcs thatare ::}]:,:Z, I;';gf;:nic‘ Be havior
indicators of normal ! 5 Pl i ol
o mh;rmacologic processes to preSCljle = s —— T
;nrlfrvcnuons (Founda!ion rjor th;z l:sa:::n i e g
Institutes of Health: 2012). B-om:e status of 2 <ional from working with the patientto o hi:,
e fhﬂ ass;sssand electrolyte maximum possible integration of optima]
T ﬁﬂ:ﬁm medication recommendations. To accomplish may;

levels, or other sm:l}:
centrations such as
;l;pl“ (Park et al., 2015). Finally, accura:
detection of nonadherence Lhroug!l dnlng-lev
testing offers no explanation of insight into the
reasons for nonadherence (Parketal, 2015).
In the end, no single measure of adherence
can compete with the accuracy' ofa mul!imetl:tod
approach that combines feasible self-reporting
and reasonable objective measures within
a professional clinician/patient relationship
built on trust and respect (Brown et al., 2016).
Assessment should also lead to a determination
of the proper focus of di i :

blood, urine, or hair

- adherence, those who use adherence-in
strategies have aresp ibility t "
tient’s safety and comprehension. For the nurg,
who frequently serves as a liaison between e
patient and physician, communicating with
either or both is often necessary before matter
are sufficiently clear to select and begin specifc
adherence-increasing strategies. Enhancing
adherence behaviors is not as simple as tellng
patients what to doand then telling themagain
when the desired effect is not achieved. tis
important to look at all aspects of the patients

strategies. The notion of adherence as self-care
may be too restrictive in situations in which
adherence with medical regimens cannot be
achieved without the assistance of others. For

persp bout the prescribed treatment. The

regimen must be doable, with minimal side effects
and produce a positive desired effect, andithss
to be worth the effort for the patient (At
etal., 2016). Understanding and respecti

instance, the combination of significant physical i i
disability and chronic illness makes theycson- B e

specting
cal factors thet
influence adherence behaviors may enhanc®

ceptualization of adherence as self-care ability  efforts to manage the problem of! nonadhere®

|

ont 1o 11
the patient or caregiver g AR Aheren,,
o L€ Simply * Betnvice
'vv‘::;‘];ul-l;“d-k 2:,5:1;:‘;"& insruction, o - m
AUk the know skills - Lo
£ ic“"l'“k ed behavior oy Ounderiyy,  LUREwey i TR
L aend T treatme, A Pin, L WHO (200
f'«‘”’“ 1. Instructions related 1o l,:‘:; th ey Pitiemg e e of the “fue 31 bes
ot i m ic d e 2 1o
Wl % g need to be reinforced continually vy tange pquee e h nagement of their
|l“w enhance adherence behaviors, i d ""“me( iting the hm\v. 3gree. awist, and
m,,e" s generally believed that adherep, with 5 ““"' "hte.“:‘h""h' importance
ses when patients actively paryigj ¢ follow., "Ment tan, ang lishing agreement
ner® ing and are involved in decidip l'"ﬂte """ﬂm'r M Necersary ‘-mng,"“l adequate
in "‘rm“cnl prescribed regimens, II()& i lrc;\"‘e':l‘! “ho are .m:,p‘ for healthcare
“"-m?ncf by the healthcare professiona| VL patien ;\“‘herenu mm“,kd In providing
indis ed or stereotyped notion of N2 adherene s dtionally, oy, cntions 1o theie
rmon“l el of participation m g fhc most jni ence have beer, “"m'f.ph‘“ of treatment
Jesird }: :ﬁsmntch ot an"‘:'m:‘ inappro. bﬂ:‘;"" Maintaining, and "d~<-mumpmm&
ate. 2 , oritarian AVIOr—with eac| ustaining long-term
P"ﬂ. er and an asser:lwe. active learner mg barriers and facilm(:vf ( ase having different
P uence adherence a Vel’sel)': Conversely, the ";P‘ncicsb,twem a nm"fwn“h' 2010), Dis.
vider who ex?ects an active i“"°1vemem a_ herence i pr::idm}‘ stage of treatment
ocessby the patient can overwhelm a passie Yield nonadherence ow; er's intervention may
P" nonactive learner. readiness for the intervenon 1o o 20K OF
The power differential between Ppatients suggested in this cha l::mmm interventions
roviders constitutes an important aspect these frameworks, pter are adaptable within
of adherence be:tlabvl:rs. When arrogance and
. are left behind, caring and E .
esistance g and empath ducati h
Y onand Coaching

in to allow the patient to be consciously

sep 5 Educational i ;

informed zh‘o‘-l;::]ie“;;a‘:\er_\t.reglmen and  based ;?\n:l:‘s‘;"'““uns should be developed
empoverec t0 T e decision to adhere  knowledge, culy ssment of the patients level of
(Levy & Signorelli, 2014). iy Egu;ﬁ::\"’“k%"’““d‘ and individual

Enhancing a patient’s motivation requires
careful assessment of his or her readiness to
makeand maintain behavioral changes. Building
sills requires that the patient be ready to learn
tasks such as reading food labels, selecting ap-
propriate food in restaurants, and incorporating
the taking of medications into his or her daily
routine, often multiple times per day. In other
words, patients must learn new strategies to
help them adopt and maintain new behaviors,
especially when their daily routines are signifi-
cantly altered (Barnestein-Fonseca et al., 2011;
Hall et al,, 2016).
i There is universal agreement that it is
important for patients with chronic illness to
ff)llow evidence-based provider recommenda-
tions (WHO, 2003). To enhance adherence to
treatment, healthcare professionals can employ
avariety of strategies. Strategies are educational,

‘i‘nfnnnaﬁon should be pre-

%el;(ed in il sdditinnal

inf . e seg)

S e e sl

onkey issues in the mgax.\age::x:f);‘\::ﬂ :gfxu::\

e
maintenance. Difficult skills

fhould be demonstrated, and then the patient

is allowed to practice and perform a return

demonstration. Difficult skills should also be

reviewed each time the patient visits.

Health literacy is an important part of
patient education that all healthcare providers
should consider. Health literacy is defined as the
patient’s ability to obtain, process, communicate,
and understand basic health information and
services needed to make appropriate health
decisions (Zhang, Terry, & McHorney, 2014).
‘When patients are adequately informed and

clearly understand what they are asked to do,
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ter 8 Adherence ' ‘
i (B hat  coaching uc:m::i;:;lt-y ma;hin i
P decisions tha jed out by nur Y Other ' ey
they are better abletoshare l:: ""“;,c adherent 0 Ct: ; esionals, utilizes multiple co :alhh(;:
affect their health, and'ca: e of creating: between the participant and coacpy i1 "“‘m;
the regimens that they ﬂfl be a concern for disease management (I_Viclko. Terry, Pro,,
Health literacy shO“f"cr (2016) found t Healey. 2010). Foachlng has beep, o e(P.‘x,vb'
healthcare pm\(ldCFS-' r;uliuns were effectiv improving patient adherence 1, Culp,:m“ %
ealth literacy neVeM 0T i iteracy B oy up (Luckett et al. 2015), hy P,
improving patients’ level by 16%- Nurses tment (McGillicuddy et al,, 295" M,
22% and adherence to l_m!lm:l ring that health ""-’u'l ant serum testing (Levy & SiB“Oreiram""
can be instrumcnlal in ens ryentions arein 3B ha et al. 2015), oral anticance, L Ol
lteracysassessed and (! m:li;n gaps: S;Tnaet al., 2016), TB treatment ('rl(;zm'""-i
place to address any ml(ﬂf:;‘:hﬂskill that must (01“6) and rheumatoid arthritis t,: ety
el numer;cy 5 :du:alion plan calth 21(um:;r et al., 2016; Lee et al., 2017) : Meny
be part ofany healt c:; 1y of an indivi walto  ( aching utilizes MI and C°g"‘"i"e-h,},H°_"‘h
numeracy is slsh°I ::‘e': e communicate; and ,C:mpeutic techniques to improve i
zssle:; f:r:rc:er;cal, quantitative, 8" "PP’;’{’ Wong-Rieger and Rieger (2013) have idm‘i“‘y
:i‘;statistical, and probabilistic health f'{:l:s the following health coaching principles 5 b::
mation so as to make effective health dfcns;Ude most often utilized:
(CDC, 2016b). Examples of numeracy inc o )
ing able to understand food labels; manage 5 The patientis the be.st source of informy;
bebss i ize estimations; and for personal behavior change stratey;
weights, portions, and size : pe x es.
interpret blood sugar or blood pressurereadings g Educ:non is provided when the Patien
CDC, 2016b). isready. ,
( While health numeracy is discussed less o Gogls are aligned with the patients Vision
thanliteracy in the literature, it is 2 skill of equal of health and personal values,
importance when self-management, famﬂy Emphasis is placed on how to ¢
involvement in management‘of a loved o:kes behavior, not why current behaviors exigy
health, and adhercnceubehavz;rs areatstake o pjang are established for how to deal with
(Gaglio, Glasgow, & Bull, 2012, - setbacks.
Often patients rely on family membersto o oo ch reinforces accountability using

interpret complex regimen details and may
feel embarrassed about their challenges with
health literacy (Zhang et al., 2014). Therefore,
when educating those with chronic illnesses,
family members or significant others should
be involved in the educational session. Em-
phasis in teaching needs to be directed toward
not only knowledge of the disease, but also
the skills needed for the regimen (Morello,
Chynoweth, Kim, Singh, & Hirsch, 2011;
Zhang et al., 2014). In addition, the regimen
should be simplified as much as possible, using
terms that are part of everyday conversation
and not medical jargon,
Given the recognition of the pre
and complexity of managing chroiic‘;lall::::
nurses are increasingly being traineq in

—

Interventions to nhance Adherence Beharior

onal sessions, and they were instrumenyy)
inal Jarge-font .luuls. with color-coded
d the inclusion of a mechanisy, for
entation- ‘These 'luuls were used during
ing sessions to increase adherence 1
Jant medications.
ot S"alcl!i"s such as MI have also beep, used
sfully by hcallhcnrc professionals whe are
gu;cfsa"“g health behavior change. Motivationa
4 "oc,icwi“g is an inlcrvicw{slylc dcsigned to
inte! ote behavior change. Itis defined as “3 set
I"o eted € ication skills to mot;
f {afE‘S to change their own behaviors in the
aut";( of their health” (Moral etal., 2015, p.2)
h the utilization of four core principles;
joners can harness the spirit of M and
i ents towafd _greater self-motivated
E“a“ge; resist the rlg.htlng reflex, understand
. patienfs monvanfm, listen with empathy,
J empower the'pauent (Moral etal, 2015).
sing MI is not simply a series of techniques,
Iso aims to create a spirit of collaboration
andto encourage a sense of personal resources
(Patton, 2015). Motivational interviewing was
arisiﬂauy developgd for the treatment of ad-
gictions but has since been modified for use
in different contexts, including adaptation to
the healthcare setting. This technique has been
used effectively to realize better treatment ad-
herence through improving BMI, cholesterol,
and systolic blood pressure (Lane, Hood, &
Rollnick, 2008); to improve medication ad-
herence in elderly patients being treated with
polypharmacy (Moral et al., 2015); to improve
appointment-keeping behavior in patients with
psychiatric disorders (Pantalon et al., 2014); to
improve antihypertensive medication adherence
(Insel, Einstein, Morrow, Koerner, & Hepworth,
2016); and to improve self-monitoring of blood
glucose in type 2 diabetes (Ong, Chua, & Ng,
2014; Patton, 2015). Motivational interviewing
has a focus on strengthening the patient’s own
commitment to change and may be a factor in
improving adherence.
Abilities beyond knowledge and comprehen-

{duc,n
in?
char

ach
cot€ gl

o
p
inté

ractition’
de pati

putitd

the patient’s own values and stories.

Only the patient is able to choose goals that

are the most motivating.

Priorities are established by balancing

long-term vision and what is most salient

in the patient’s present life.

Patience and belief in the patient are critical

to establish trust in the coaching hi

Coaches guide patients in linking behavior

change to their life purpose.
Nurses play a vital role in coaching. Shahaand
colleagues (2015) found that patient adherence
to oral anticoagulation therapy was enhanced
when nurses were part of the developmentofthe
educational Pprocess and the tools. Nurses were
surveyed about what should be included in the

179

::l:x:::edge if adherence is to result from the
Wion. The outcome of adherence depends
;lin Palﬂlci;valiun of the learner beyond simply
‘l;::n!"gv reading, or assimilating information.
;a‘ is, clinicians should encourage patients’
5'! 'ilrl:m'"m in their own care. Flexible self-care
ufg €ns enable people to exercise a larger degree
° autonomy than is incorporated in standard
l:s::,n':m. even when these regimens are adapted
.0 some extent for individuals. The flexibility of
Instructions, such as “If you have this sign or this
Symptom, then try this activity, allows people
some freedom to make informed choices, and
havullg choices fosters independence and a better
quality of life (Jimenez, 201 7; McWilliam, 2009;
Moral et al,, 2015),

Behavioral Strategies
to Enhance Adherence

Behavioral strategies attempt to directly in-
fluence specific adherence behaviors through
the use of various techniques. These strategies
may be used either as single interventions or
in combination to achieve the desired results.
Cognitive-behavioral techniques such as goal
setting and self-monitoring, and behavioral
techniques such as cueing, chaining (associating
new behaviors with established ones), positive
reinforcement, and patient contracting are
examples of strategies that have demonstrated
a positive impact on adherence behaviors
(McGillicuddy et al., 2015; Rains, Penzien, &
Lipchik, 2006). Interventions employing education
with behavioral support with continued contact
over several weeks or months via phone, mail,
and/or video have shown the greatest success
in increasing medication compliance across
conditions such as hypertension, hyperlipidemia,
heart failure, and myocardial infarction (Jones
etal., 2016; Ma, 2016; McGillicuddy et al., 2015;
Viswanathan et al,, 2012).

Tailoring

At a minimum, the outcome of patient participa-

sion are required as well. Therefore, educational I
tion with the nurse in developing an adherence

goals must be broader than solely the acquisition
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adherence-oriented interventions toward an
individual can be accomplished through writ-

of behavior, and self-monitoring. Al of these
methods are intended to remind the patient of

ten materials, phone contact, text and fmaﬂ the value of adherence and elicit participation

t of the chronic illness.

messaging, and the Internet (Hugl 2
Timmers, Elders, Vervioet, & van Dijk, 2013;
Jimenez, 2017). Interventions also need to be
targeted to barriers that inhibit adherence, such
as cognitive deficits, stigma, social barriers, lack
of autonomy, medication side effects, and absence
of symptoms (Lee et al., 2017).

Simplifying the Regimen
Asa re.sult of discussions between patient and
nurse, it may become apparent that the patient
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Ethnocultural Interventions

Recognition that the patient’s and family’s patterns
of communication may differ from the provider's
own pattern is important to ensure effective
interactions. In addition, cultural c

Interveny
ions 1o Enhon,
© Adherence Bebovior

€
Reminder interventions that include al
manner of methods (telephone, text, email, in-
teractive voice response systems, videotelephone
calls, and programmed electronic audiovisu
reminder devices) can effectively improvetrez-
ment adherence, although not all methods ar¢
practical or economical.

Research from the Pew Research Cent!
(2017) demonstrated that 77% of Americ™
own a smartphone. Sixty-four percent of i
in lower income categories (below $30

1

3riers 1 g; :

ype2 diabﬂ: modification in persons with

L]
Self-disciry;

Emf‘ﬂﬂ:m—mi‘nmml of traditional food

L]
ions—, i
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amily SUpport.
s —families i
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£ t':(lllluul tity -
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arn aboyt bahming food :M::“‘h
Altho,
S dial;l:l;iclshese challenges are faced byall type
eigh(ened‘ 'lhe five barriers listed above are
s ;n m‘ Population that is ethnically
s s arginalized. Providing cultur-

h care is the responsibility of
e::::l::i't Providers; thus, :arel;:l z&ses:rynenl‘:'
O c“hentsb‘ehefs and motivators is essential.
impmve:r]a'l intervention study successfully
o 'B medication adherence among
= lemmm_lgrants_b)' building relationships and
tiolr).( enting Latino values of personal atten-
- seeing !l.\e same nurse during the 9-month
treatment period), asking about family members,
Incorporating a common Latino proverb into
each session (translated to“Itisbetter to prevent
than to lament”), adapting written materials to

need to be integrated into any strategies that are
proposed. Attention to some basics in delivering
culturally competent care can enhance treatment
adherence. Most of these strategies have been
addressed in other documents—for example,
Healthy People 2020. One goal for providers is
to eliminate the disparities that currently exist
in providing care, thereby improving health for
all. Patients who are not of the dominant culture
are often marginalized. As an example, Vanstone
and colleagues (2016) studied persons with type
2diabetes who were minorities and asked how
they managed their diets. A diagnosis of diabetes
requires all patients to make substantial daily
changes requiring self-discipline. For patients
who are socially marginalized, researchers
(Vanstone et al., 2016) found five interconnected

be muYA d d (in Spanish at a sixth-grade
level) with photos of Latino families, and use
of culturally appropriate, nonverbal language
of touching the arm of the woman or shoulder
of the man at the end of each visit (Ailinger,
Martyn, Lasus, & Lima Garcia, 2010).
Kumar and colleagues (2016) found that
symptom experience, illness perceptions, the
perceived benefits and risks of the treatment,
and the quality and quantity of the information
about the disease and treatment were vital in
determining adherence in rheumatoid arthritis.
Pettey and colleagues (2016) studied African
Americans with hypertension. Findings included
that lifestyle modifications including diet, exer-
cise, alcohol moderation, stress reduction, and
smoking cessation were all challenges for these
study participants. Many individuals instituted
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Practice Box

Evidence-Based

The purpose of this study was €
together with follow-up outpatient pf

Method
The participant: ¢
by physicians only during 3 5-mpn!
physician group and a pharmacist.
Sample L
The study enrolled 236 patients into gr
and pharmacist). Both groups were eval

Inclusion criteria were (1) age 50 and over, (2) takin:

than one chronic disease.

Intervention

ne if pharmacy-provi ; paA
s to determine if P physician visits, reduced hospital admission rates “on,

rimary care

: - group 1 pati 15
s wee didedinto %ﬁg’r-‘g;",ozp 5 patients were evaluated jointly by the

togy

provided medication review and reco,

ients were seen for hospital follow-up Vi
s
same

i d 98 patients into group 2 (physic,
oup 1 (physician alone) ane Physic
luaF:ed simultaneously during the 5 months of the study, E
g five or more medications, and (3) having more

Participants in group 1 were seen by a physician only during their follow-up appointment scheduleq
time of discharge. Participants in group 2 were seen by a physician and a pharmacist during follow-up
appointment scheduled at the time of discharge. Pharmacists performed medication reconciliation,

P ive chart review,

1t of accuracy of medication therapy, and monitoring of

<
medications from an evidenced-based chronic disease management approach.

Results

Differences in size of groups were due to availability of pharmacists for this study. Nine of the

parignts (9.2%) in group 2 (physician and pharmacis
of discharge, compared to 46 patients (19.5%)
statistically significant at p = 0,023,

urce: A
1AM ME, By, L & Fulls,F 2015) o

t) were readmitted to the hospital within 30 days
from group 1 (physician only). The difference was

. American Jumal o in conjunction with outpatient physican fllow-up vsits et
HeathSsem Phamaciogy 721, 535547 ” g

ions

How does adherence to treatmeny ,,

on adherence in patients with chronj

ractitioners (through the Agen, for
cd!‘}:;ill’lesearch and Quality, Nationil GLZide-
ne Clearinghouse [NGC]). This means that what
. recommend to patients is based on evidence
“f efficacy- Nevertheless, we continue to face the
(Dh@_l]engt of helping patients follow recommenda-
dons. No matter the quality of our interventions,
‘h will be beneficial only if patients actually
use them. It is up to healthcare professionals to
more effectively assess whether patients can do
what we suggest, and thento evaluate_ the outcomes.
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