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PRACTICE
RECOMMENDATIONS

) To increase adherence,
give patients treatment
options, ensure that they
participate in discussions
of treatment, and empower
them to reach "informed
collaboration” as opposed
to informed consent. ()

> Ask patients to tell you in
their own words what they
understand about the
treatment they have
chosen. (A)

> At each follow-up visit,
anticipate nonadherence,
ask nonjudgmental
questions about missed
medication doses and
sexual adverse effects, and
offer simple solutions. (R)

Strength of recommendation (SOR)

Good-quality patient-oriented
evidence

Inconsistent or limited-quality
patient-oriented evidence

© Consensus, usual practice,
opinion, disease-oriented
evidence, case series

When medical interventions fail, it’s often because
there is no mutually agreed-upon regimen

for the patient to follow. The authors provide
evidence-based strategies to improve adherence,
plus an easy-to-use prescribing checklist.

outcomes, leading to approximately 125,000 preventable deaths,' worsening

of acute and chronic conditions, and billions of dollars in avoidable costs
related to increased hospitalizations and emergency visits each year.>® Nonadherence
rates are 20% to 30% among patients being treated for cancer and acute illness® and
50% to 60% for chronic conditions, with an average of 50% of all patients taking their
medication incorrectly—or not at all.>**

What'’s more, nonadherence disrupts the physician-patient relationship®—a se-
rious problem, given that feeling understood is often the most critical component of
recovery.”®

With that in mind, the words used to describe the problem have changed. Com-

Medication nonadherence is a major—and remediable—contributor to poor
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pliance and noncompliance, the older labels,
were based on the assumptions that patients
are passive recipients of medical advice that
they should follow without question and that
they are to blame for not doing so. Adherence
and nonadherence, on the other hand, em-
phasize mutual agreement and the patient’s
freedom to follow the doctor’s recommenda-
tions or not, without blame if he or she de-
cides not to do so.'

Many systemic approaches have been
tried to maximize adherence, including
disease management (eg, Web-based as-
sessment tools, clinical guidelines, and call
center-based triage), smart phone apps'! (for
reminders and monitoring), and paying for
or subsidizing the cost of drugs for those who
can'’t afford them. All have met with limited
success.'? Based on a thorough review of the
literature, we suggest a different approach.

Evidence-based efforts by clinicians are
the key to effective prescribing and maximal
adherence. In the text and table that follow,
we summarize physician and patient factors
that influence adherence and present opti-
mal prescribing guidelines.

Listen carefully, then respond
Whether patients are seeing a primary care
physician or a specialist, they want their doc-
tors to spend more time with them and to
give them more comprehensive information
about their condition.”®" The interaction
should begin with the physician listening
carefully to the patient before responding,
but all too often this is not the case.

Family physicians have been found to
interrupt patients 23 seconds after asking a
question.'® To improve communication, lis-
ten quietly until the patient finishes present-
ing his or her complaints and agenda for the
visit. Then ask, “Is there anything else that’s
important for me to know?”""

Be more forthcoming

It is equally important for physicians to re-
spond fully, but this is often not the case. A
study involving internists found that in pa-
tient encounters lasting 20 minutes, physi-
cians devoted little more than one minute, on
average, to explaining the patient’s medical
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condition. The research showed that many
physicians greatly overestimated the time
they spent doing so."

Studies have also shown that clinicians
tell patients the name of the drug they’re pre-
scribing 74% of the time and state its purpose
87% of the time, but discuss potential adverse
effects and duration of treatment a mere
34% of the time. More than 4 in 10 patients
are not told the frequency or timing of doses
or the number of tablets to take.'®

To improve communication, take the fol-
lowing steps when it’s your turn to talk:

1 Avoid medical jargon. Technical lan-
guage (eg, edema) and medical shorthand
(eg, history) is a significant barrier to pa-
tient understanding. In one study of more
than 800 pediatrician visits, such speech
was found to be detrimental more than half
of the time. Although many mothers were
confused by the terms, they rarely asked for
clarification."

It has been suggested that doctors and
patients have engaged in a “communication
conspiracy’® In one study, even after ob-
stetricians and gynecologists had identified
terms that they knew their patients did not
understand, they continued to use them, and
in only 15% of visits where unfamiliar terms
were used did the patients admit that they
did not understand them.?! Part of the prob-
lem may be that patients believe they must be
seen as undemanding and compliant if they
are to receive optimal attention from their
physicians.*

Compounding the problem is the fact
that clinicians’ use of highly technical lan-
guage doubles when they are pressured for
time,* suggesting that this behavior could
become more widespread as the demand for
greater efficiency on the part of physicians
increases.

1 Simplify the treatment regimen. It
also helps to keep treatment regimens as
straightforward as possible. Prescribing mul-
tiple medications simultaneously or giving
patients a more complicated regimen de-
creases adherence. In one study, adherence
rates of 84% were achieved when the regimen
called for once-a-day dosing, but dropped to
59% when patients were instructed to take
their medication 3 times a day.*

CONTINUED
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Listen quietly
until patients
finish presenting
their complaints
and reason for
the visit, then
ask whether
there is anything
else that's
important for
you to know.
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TABLE

Prescribing medication?
Maximize adherence with this evidence-based checklist?*334041,47,49,50

Timing

Action

Suggested language

Before writing a
prescription

___ Summarize the patient’s story

Did | get it right? Is there anything else that's
important for me to know?

___ Explain how the story supports the diagnosis and
gauge impact

The scientific name for these symptoms when they
occur together is . What do you think when
you hear this diagnosis?

___ Offer treatment options and state your
preference

Here are the pros and cons of each treatment. |
think ____ would be best because ____. | would be
concerned about _____ occurring, but here’s how
we would deal with it should that happen.

Ask about/screen for depression in all patients
with chronic or severe illness*

Have you been feeling down, with little interest in
doing things?

___Allow additional time if needed; suggest
bringing a friend or family member to next visit

This is a lot to digest. You might want to take

the time to learn more about your diagnosis and
treatment options.' Let’s meet again in a few days
to answer any questions you may have and to talk
about what you think is the best option for you.
You might want to bring someone you trust with
you to help us get it right.

Remain available

Whenever you're ready, we can discuss the details
and options, pick the best one for you, and start
the treatment that we agree upon.

Writing the
prescription

___Make an overt verbal contract and document it

Can you tell me what you have decided? Good,
we both agree that ____is the best option and
that you will benefit from taking medicine for
your .

___Review effectiveness/adverse effects of 2 or 3
of the best choices and solicit patient input

Let me tell you about 3 medications in this class; all
will be equally helpful but they have slightly
different side effects. Which one seems most
reasonable to you?

___ Once the patient chooses the drug, further
empower him/her

This pill needs to be taken once a day. Try it at
different times, such as in the morning or at
bedtime, and let me know what works best.*

___ Explain when benefits will begin to show, and
discuss dosing, duration of treatment, and how
to handle common and serious adverse effects

This medication works by _ and sometimes this
can cause ___, especially when you take it with
other drugs or certain foods. It's important to tell
me about the side effects and not just the benefits,
because they are often easily fixable. For example,
____isusually mild and goes away in a day or 2.
However, if you begin to feel , call me right
away.

___Ask the patient to repeat the agreement

Could you tell me what we’ve agreed upon in your
own words?

___ Support the agreement and inquire about the
likelihood of adherence

| support your decision to take this medication
and together we will try to ensure that you take it
every day. Realistically, how many days a week are
you likely to take it?s
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TABLE

Prescribing medication?
Maximize adherence with this evidence-based checklist?+3340:41474950 (¢ont'd)

Timing

Action

Suggested language

At every follow-up
visit

___Ask open-ended questions and listen without
interrupting

How have you been since we last met?

___Anticipate nonadherence and gather
information in a nonjudgmental way

Would you remind me what medications you're
taking and when? Many people find it difficult to
remember to take this pill every day. How has that
been for you?

___If the patient has missed some pills, offer simple
solutions

What do you do every single day? Some people
take their pills with their vitamins at breakfast;
others put their pills next to their toothbrush and
take them at bedtime. Or do you have a family
member who could remind you?

___ Ask explicitly about adverse effects, especially
the more embarrassing ones

What concerns you the most? Some people lose
interest in sex or find it difficult to have an
erection when they take this medication. We can
manage it if that has been your experience.

* Repeat this step any time nonadherence occurs for no apparent reason or you see even a hint of depression.
t Refer to a source of detailed information (eg, handout, recording, or Web site).

$ If timing is inflexible, clearly explain why.

§ If less than 5 out of 7 days, explore the patient’s ambivalence by asking, “How can we help you take it every day as you have said you want to?”

1 Ask the patient to summarize. Using
simple terms and clear, succinct explana-
tions promotes understanding, but asking
the patient to summarize what you've just
said is an ideal way to find out just how
much he or she grasped. “What will you tell
your family about your diagnosis and treat-
ment?” you might ask, or “Tell me what you
plan to do to ensure that you follow the pre-
scribed regimen.”

This is particularly important when
patients are not native English speakers or
when the news is bad. Patients find it par-
ticularly tough to understand difficult mes-
sages, such as a poor prognosis,* and are
often unaware of their poor comprehension.
This was underscored by a study of emer-
gency department (ED) patients, in which
78% demonstrated deficient comprehension
in at least one domain (eg, post-ED care, di-
agnosis, cause) but only 20% recognized
their lack of understanding.*

Asking patients if they have any other
questions is a crucial step in ensuring com-
plete understanding. 2%

N JFPONLINE.COM

Take steps to maximize

patient recall

Even when patients understand what they’ve
heard, research suggests they may not retain
it. Overall, 40% to 80% of medical informa-
tion is forgotten immediately, and almost
half of what is retained is incorrect.>”*® This
is a serious problem, as understanding and
accurate recall increase patient satisfaction
and the likelihood of adherence to treatment
(see FIGURE W1 at jfponline.com).?®%

There are 3 basic explanations for poor
recall: factors related to the clinician, such
as the use of difficult medical terminology;
the mode of communication (eg, spoken vs
written); and factors related to the patient,
such as a low level of education or learning
disability.?*%

Being as specific as possible and spend-
ing more time explaining the diagnosis and
treatment has been shown to enhance patient
recall. In an experiment in which patients
read advice on how to develop self-control
over their eating, the use of simple language
and specific instructions, rather than general

VOL 64, NO 7 | JULY 2015 | THE JOURNAL OF FAMILY PRACTICE

403



THE JOURNAL OF

PRACTICE

>

Clinicians tell
patients the
name of the
drug they're
prescribing
74% of the
time and its
purpose 87%
of the time, but
discuss potential
adverse effects
and duration of
treatment

a mere 34%

of the time.

404

rules, increased recall.*® Providing generic
information by whatever means does little to
improve recall and might even inhibit it.

Linking advice to the patient’s chief
complaint, thereby creating a “teachable
moment,” is also helpful.** For example, you
might tell a patient with a kidney infection
that “Your backache is also because of the
kidney infection. Both the backache and the
burning during urination should be better
about 3 days after you start these pills””

1 Watch your affect. How relaxed or wor-
ried you appear also influences patient recall.
In a recent study, 40 women at risk for breast
cancer viewed videotapes of an oncologist
presenting mammogram results. Compared
to women whose results were conveyed by a
physician who appeared relaxed, those who
had the same findings presented by a physi-
cian who seemed worried perceived their
clinical situation to be more severe, devel-
oped higher anxiety, and recalled significant-
ly less of what they were told.*

1 Use multiple means of communica-
tion. In a comparison study, patients who
received verbal lists of actions for managing
fever and sore mouth accompanied by picto-
graphs—images that represented the infor-
mation presented—had a correct recall rate
of 85%; those who received the verbal infor-
mation alone had a recall rate of only 14%.%%*"

A review of recall in cancer patients also
found that tailoring communication to the in-
dividual—providing an audiotape of the con-
sultation, for instance, or having the patient
bring a list of questions and addressing them
one by one—is most effective.*® Another study
assessed the retention of pediatric patients
and their parents when they received either
a verbal report alone or a verbal report plus
written information or visuals. The research-
ers concluded that children and their parents
should receive verbal reports only when such
reports are supplemented with written infor-
mation or visuals.*”

The large body of research on learning and
memory has proven useful in designing edu-
cational materials for those with poor reading
skills. When images were used to convey mean-
ing to 21 adults in a job training program—all
with less than fifth grade reading skills—they
had on average 85% correct recall immediately

after the training and 71% recall 4 weeks later.
Although the impact on symptom manage-
ment and patient quality of life has yet to be
studied, these findings suggest that pictures can
help people with low literacy recall and retain
complex information.*

Overall, while written or recorded in-
structions appear to improve recall in most
situations,* images have been shown to have
the greatest impact.36374

Is the patient ready

to adhere to treatment?

No matter how well or by what means you
communicate, some patients are not ready for
change. Patients in the “precontemplation”
stage of change—who may not even recog-
nize the need for change, let alone consider
it—can benefit from supportive education
and motivational interviewing, while those in
the “contemplation” stage need support and
convincing to reach the “preparation” stage.
It is only in the “action” stage, however, that
a patient is ready to collaborate with his or
her physician in agreeing on and adhering to
treatment.*

1 Comorbid depression is a common
condition, particularly in those with chronic
illness, and one of the strongest predictors of
nonadherence."*! Thus, depression screening
for all patients who are chronically or severely
ill or nonadherent is strongly recommended,
followed by treatment when appropriate.*

“Informed collaboration” is critical
Research shows that if both physician and
patient agree on the individual’s medical
problem, it will be improved or resolved at
follow-up in about half of all cases. In con-
trast, when the physician alone sees the pa-
tient’s condition as a problem, just over a
quarter of cases improve, regardless of the
severity.” Compounding this difficulty is
the finding that patients fail to report up to
two-thirds of their most important health
problems.” When physicians identify them,
discord and denial typically result.**

Thus, concordance (we prefer the term
“informed collaboration”)—an overt agree-
ment reached after a discussion in which the
physician shares expert knowledge, then lis-
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tens to and respects the feelings and beliefs
of the patient with regard to how, when, or
whether he or she will take the recommend-
ed treatment*—is crucial.*>*¥1516

One way to reach informed collaboration
is to give patients problem lists or letters sum-
marizing their health problems in simple and
specific terms after each visit, in hopes that
the written communication will encourage
discussion and a physician-patient partner-
ship in addressing them.” In a recent study
0f 967 psychiatric outpatients, adherence was
significantly higher among those who cited
concordance between their preferences and
their treatment and felt that they had partici-
pated in decision making.*

Problems can arise at any time

Even after a patient starts out fully adhering
to his medication regimen, several issues can
derail treatment. Inability to afford the medi-
cation is one potential problem.”® Adverse
effects are another major reason for discon-
tinuation. Sexual dysfunction, caused by a
number of drugs, is embarrassing to many
patients and frequently goes unaddressed.”
Thus, a patient may stop taking the medica-
tion without saying why—seemingly for no
apparent reason. The best approach is to ask
specifically why it was discontinued, includ-
ing direct questions about sexual adverse ef-
fects.

Prescribing recommendations

We believe that the outcome of treatment
is being determined from the moment a
patient steps into your office. Thus, we've
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THE ART & SCIENCE OF PRESCRIBING

FIGURE W1
Understanding and accurate recall
increase patient satisfaction and adherence***
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