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Pragmatic perspective ïpatient safety 

and professional maturation
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Medication adherence ï

where have we gone wrong?



Medicines in context
º Prescribing a medicine is one of the most common 

interventions in healthcare. 

2006 England  >750 million NHS prescriptions dispensed. > one 
item per month for every person growing by 5% per year - cost 
£10 billion (12.8% NHS Spend).

2007 Australia. Pharmaceutical Benefits Expenditure. 169 million 
prescriptions cost of $6.5 billion (alone = 8% of health budget)

º The optimal use of appropriately prescribed medicines is 
vital to the self-management of most chronic illnesses.

"Over 15 million people - or around 1 in 3 of population ï

have a long term conditionñ 

"It is estimated that the current cost of unused or unwanted 

medicines exceeds £100m annually."



Terminology

º Compliance

¸ The extent to which the patientôs behaviour matches the 

prescriberôs advice. Haynes & Sackett, 1979

º Adherence

¸ See above but attemptôs to acknowledge patientôs right to 

decline treatment and non-compliance is no reason to blame the 

patientïthe extent to which patient's behaviour matches an 

agreed action. Barnofsky, 1985

º Concordance

¸ More complex and less easily defined idea relating to the 

conduct and outcome of prescribing-related consultations.

º Persistance

¸ Time from starting treatment to complete stop
Horne R, et al. Concordance, Adherence and Compliance in 

Medicine Taking (2006). NIHR SDO London, 



Terminology

º Compliance

¸ The extent to which the patientôs behaviour matches the 

prescriberôs advice. Haynes & Sackett, 1979

º Adherence

¸ See above but attemptôs to acknowledge patientôs right to 

decline treatment and non-compliance is no reason to blame the 

patientïthe extent to which patient's behaviour matches an 

agreed action. Barnofsky, 1985

º Concordance

¸ More complex and less easily defined idea relating to the 

conduct and outcome of prescribing-related consultations.

º Persistance

¸ Time from starting treatment to complete stop
Horne R, et al. Concordance, Adherence and Compliance in 

Medicine Taking (2006). NIHR SDO London, 



Three recent reports:

º Estimated that between 30 -

50% medicines prescribed for 

long term illnesses are not 

taken as directed

º If prescription was appropriate 

then this represents a loss for 

patients, healthcare providers 

and pharma industries

º Effective interventions are 

elusive (Haynes, et al. 1996, 2003.-

series of Cochrane reviews of efficacy 

of adherence interventions

Non-adherence to medicines

1World Health Organization Report 2003.  

2Horne et al. Concordance, adherence and compliance 

in medicine taking. NIHR SDO 2006. 

3NICE. Medicines concordance & adherence:involving 

adults and carers in decisions about prescribed 

medicines 2008/9



ñFor the last 18 months we have been looking 

at methods to improve adherence. We are not 

able to come up with any specific recommendations. 

Absolutely nothing that we found was sufficiently 

effective that we could recommend it as a definitive 

method of improving adherence in older people.ò

Professor Peter Crome (Guideline Development Group, NICE)

August 2008



Adherence ïa brief 

recap



Low adherence rates are problematic in most

chronic diseases e.g.

ºHIV1 Kidney disease4

ºCancer2 Diabetes5

ºHeart disease3 Asthma6

Myth: Non-adherence is a feature 

of the disease

1. Friedland, Williams. AIDS 1999;13(Suppl 1):S61ï72.  2. Lilleyman, Lennard. BMJ 

1996;313:1219ï1220.  3. Horwitz et al. Lancet 1990;336:1002ï1003.

4. Cleary et al. Am J Health Syst Pharm 1995;52:1895ï1900. 5. Glasgow et al. J Behav Med 

1986;9:65ï77. 6. Cochrane et al. Respir Med 1999;93:763ï769.



Adherence rates can diminish over 

time

n=120 accepting HAART (Horne et al JAIDS.2007;45{3}:334-341) Significant increase in the 

number of participants reporting low adherence over follow-up (Cochranôs Q =39.9, df = 3, p<0.001)
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Why?

Why do patients go to

the trouble of consulting their
doctor and then fail to adhere 

and why does it appear to 
worsen over time?



UNINTENTIONAL 

Non-adherence

INTENTIONAL 

Non-adherence

Capacity & resources

Practical barriers

Motivational 

Beliefs/preferences

Perceptual barriers

Perceptions & Practicalities 

Model of Adherence

Horne R, Weinman et al Concordance, Adherence and Compliance in Medicine Taking: A conceptual map and research priorities (2006). 

National Institute for Health Research Service Delivery and Organisation R&D, London, 



Non-adherence

º Most pharmacy interventions focus on improving 

un-intentional non adherence ïe.g. removing 

practical barriers ïlittle on perceptual barriers

º Need a simple framework to help practitioners 

identify the key beliefs influencing adherence to 

enable them to understand and then work with the 

patients perspective 

º Necessity Concerns Framework (Horne 1999)



SPECIFIC BELIEFS
Views about prescribed medication

Necessity
Beliefs about personal

need for medication

Concerns  
Arising from beliefs about 

potential negative effects

Necessity Concerns Framework



Studies across range of illnesses , countries and cultures 
indicate that the Necessity-Concerns Framework is useful for 
explaining low adherence

Doubts about personal 

NECESSITY
of medication

CONCERNS
About potential

adverse effects

The NecessityïConcerns Framework
(Horne R)

ÅRenal dialysis (Horne, et al 2001)

ÅRenal transplantation (Butler et al 2004) 

ÅAsthma (Horne & Weinman, 2002) 

ÅCancer (Horne & Weinman, 1999)

ÅCoronary heart disease (Horne & Weinman, 1999)

ÅHypertension (Ross et al 2004) 

ÅHIV/Aids (Horne et al.,2007, 2001, Gonzalez et al, 2006)

ÅHaemophilia (Llewellyn, et al, 2003)

ÅDepression (Aikens et al 2005, Brown et al, 2005, Hunot et al 2008)

ÅBipolar disorder (Clatworthy et al 2007)

ÅRheumatoid arthritis (Neame & Hammond, 2005)

ÅGeneral practice ïnew meds (Clifford, 2008)



1. Having to take my medicines worries me

2. Taking medicines disrupts my life

3. I sometimes worry about the long-term effects 
of taking medicines

4. I sometimes worry about becoming addicted to 
my medicines 

Common concerns about 

medicines



Perceptions & Practicalities 

Model of Adherence

Horne R, Weinman et al Concordance, Adherence and Compliance in 
Medicine Taking: A conceptual map and research priorities (2006). 
National Institute for Health Research Service Delivery and Organisation 
R&D, London



Advice to take medication

Beliefs about 

illness
e.g. identity, cause, 

time-line, 

consequences,

control or cure

Beliefs about 

medication
e.g. necessity beliefs,

concerns about 

adverse 

effects

Perceptions
Does it make 

common sense 

to the patient?

Intention

to adhere to medication

Practicalities
Is the patient able to use 

medication?

Adherence Non-adherence

No

No

Yes

Yes
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Why?

Why have pharmacists made 
little impact on the adherence 

problem?



Adherence Assessment by QH pharmacists

73

27

0

10

20

30

40

50

60

70

80

Performance (Rarely to often)

P
e
rc

e
n

ta
g

e
 (

%
) 

o
f 

o
b

s
e
rv

a
ti

o
n

s
Adherence Assessment of QH pharmacists using 

General Level Framework (n=221)

Unlikely to

occur

Likely to

occur



Possible Barriers to Adherence 

Management

º Not seen as a priority
¸ Insufficient time available

¸ Focus on educating prescribers and ensuring supply of medicines 

¸ Priority has been unintentional non-adherence

¸ Responsibility of others

º Process of care is flawed
¸ Information exchange poor ïfrom acute sector to community & 

vice versa

¸ Rarely any patient follow up

¸ Acute sector ïrapid patient turnover ïmay be the wrong 
environment?

º Insufficient expertise
¸ Recognising non-adherent patients

¸ Process of work inconsistent

¸ Shared decision making

¸ Communicating risk/benefit data



Way forward?

º Improve awareness of health care 

professionals

ºRe-engineer services ïwhere does 

adherence sit on your priority list?

ºPragmatic approach ïstatus quo not 

an option 

ºProvide on-going training



Re-engineering Services

Likely 

Non-adherers

FACT

Å30 ï50% patients non-adherent

ÅNon-adherence is a significant cause 

of hospital admission

How would this change the way you 

deliver pharmaceutical care?



Adherence to Medication. Osterberg & Blaschke. N Eng J Med 

2005;353:487-497

Pharmaceutical Agenda
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º Improve awareness of health care 

professionals

ºRe-engineer services ïwhere does 
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Consultation Skills Training

º Adopt or develop a tool to focus on 

medication issues in consultation process 

¸Review of medical & pharmaceutical models

¸Design & test a tool

º Implementation

¸ Integration into standard training 

programmes 

¸ Training support material



Medical Consultation - problems

º Over use of jargon ðpoor understanding (Ley, 1988)

º Doctors interrupting patients early on (e.g. Blau, 1989)

º Concerns of many patient not elicited (Stewart et al., 1995)

ºòDoctor-centredó, closed approach to information 

gathering (Byrne & Long, 1976)

º Link between dissatisfaction with consultation & 

adherence (Ley,1988)



Models of medical practice

ºDisease-centred

ºDoctor-centred

ºPatient-centred

Biomedical model

Bio-psycho-social 

model (Engel, 1977)



Components of Patient-centred 

Process

º Explore disease and illness experience

º Understand the whole patient

º Find common ground re: treatment

º Incorporate prevention & health promotion

º Enhance practitioner-patient relationship

º Be realistic



Consultation Structure

The Calgary-Cambridge {Kurtz S, Silverman J & Draper J (1998)}

1. Initiating the session

2. Gathering Information

3. Building the relationship

4. Explaining & planning

5. Closing the session



Can we adopt a medical model to 

tackle non-adherence?

CRITERIA

1. Establishes a FULL Drug History 
2. Explores patient understanding about 

medicines 
3. Explores patientôs understanding about illness
4. Address patientôs concerns about treatment
5. Explores patient adherence
6. Negotiates a medicines management plan
7. Checks patientôs understanding
8. Checks ability to follow plan 
9. Opportunity for referral



Key 

Medication-

Related 

Activities

Medical Consultation Models

Pendleton 

(1987)

The Three 

Function 

(1990)

E4 Model 

(1994)

Calgary-

Cambridge 

(1998)

SEGUE 

Framework 

(2001)

Establish FULL Drug 

History 

Explore uôstanding 

about medicines 

Explore uôstanding 

about  illness

Address CONCERNS 

about treatment

Explore 

ADHERENCE

Negotiate medicines 

management plan

Check  understanding

Check ABILITY to 

follow plan 

REFERAL



Pharmaceutical models of 

consulting - limitations

º Focus on communication behaviours

ºElementary approach - responding to symptoms

¸óWWHAMô, óENCOREô, óASMETHODô

ºProviding information to patients

º Little evidence relating to process of care ïfocus 

on: 

¸difference when patients see a pharmacist vs 

other HCP (not generalisable)

¸Value of pharmacists taking drug histories



Conclusion

ºNeed to focus on patient-centredness

ºMedical models provide useful 
structures

ºDrug history should be an integral 
component

ºCommunication behaviours influence 
the quality across the consultation ï
need to be reviewed in context NOT 
isolation.
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Consultation Skills Training

º Adopt or develop a tool to focus on 

medication issues in consultation process 

¸

¸Design & test a tool

º

¸

¸



The Medication-Related 

Consultation Framework (MRCF):

an introduction


