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INTRODUCTION 
 

Medicines adherence is defined as the “extent to which a 
patient’s behaviour matches the treatment plan
adherence is not just related to taking prescribed medications;
the World Health Organization (WHO) states that adherence is 
the “extent to which a person’s behaviour - taking medication, 
following a diet, and/or executing lifestyle changes which 
corresponds with agreed recommendations from a health care 
provider.2”  
 

In healthcare; adherence and compliance are almost used 
interchangeably, but there is a distinct difference between the 
two. Compliance assumes a patient’s passivity (German,1988), 
whilst adherence emphasises an agreement between the patient 
and healthcare provider3. 
 

Nunes1states nonadherence can have two overlapping 
categories; unintentional and intentional. Unintentional 
nonadherence occurs when factors outside of the control of a 
patient prevent adherence; the cost of medications, treatment 
complexity and low health literacy. Intentional nonadherence 
is when a patient actively decides not to follow 
recommendations. Assessing nonadherence starts with an 
understanding of patients’ perspectives of medicines and the 
reasons why they may not want to, or are unable, to use them.
 

Key words: 
 

Medicines adherence, nonadherence, 
health outcomes, compliance 
 

Article History: 
 

Received 12th January, 2018 
Received in revised form 1st  
February, 2018  
Accepted 24th March, 2018 
Published online 28th April, 2018 
 

Jagjit Singh Samra 
School of Pharmacy, University of Wolverhampton, United Kingdom. 

INTERNATIONAL JOURNAL OF CURRENT MEDICAL AND 
PHARMACEUTICAL RESEARCH 

ISSN: 2395-6429, Impact Factor: SJIF: 4.656 
Available Online at www.journalcmpr.com 

Volume 4; Issue 4(A); April 2018; Page No. 3244-3252
DOI: http://dx.doi.org/10.24327/23956429.ijcmpr201804

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

WHAT CAN BE DONE TO IMPROVE MEDICINES ADHERENCE?
 

Jagjit Singh Samra., Patrick Ball and Hana Morrissey
  

School of Pharmacy, University of Wolverhampton, United Kingdom
 

     

ABSTRACT 
  

Background: Low rates of patients adhering to their medications is a major healthcare problem
results in increased costs for healthcare providers.  

This review aimed to understand the causes and consequences of medicines nonadherence and 
to suggest effective methods to improve adherence.  
Method: The review focused on studies with primary outcome aimed at the impact of improving 
adherence on health outcomes and healthcare costs. Studies were appraised for their appropriateness 
as evidence using the Critical Appraisal Skills Programme tool. An initi
out on the following databases: Cochrane Library, PubMed, BMJ, and NICE. A total of 63 literary 
sources were used (systemic reviews, trials, reports, studies) and a further 6 sources were used to 
provide definitions. The data was interpreted to detect for bias. 
Conclusion: This review highlights the need for further research to 
relationship between intentional and unintentional nonadherence among different patient groups, 
conditions and types of treatment. There is also need for research that are directly aiming to 
understand patient beliefs about and their medication adherence barriers; the financial cost of 
medicines nonadherence and developing models to improve integration between healthcare 
professions. 

., Patrick Ball and Hana Morrissey. This is an open access article distributed under the Creative Commons Attribution 
License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

the “extent to which a 
patient’s behaviour matches the treatment plan1”. Lack of 
adherence is not just related to taking prescribed medications; 
the World Health Organization (WHO) states that adherence is 

taking medication, 
following a diet, and/or executing lifestyle changes which 
corresponds with agreed recommendations from a health care 

In healthcare; adherence and compliance are almost used 
there is a distinct difference between the 

two. Compliance assumes a patient’s passivity (German,1988), 
whilst adherence emphasises an agreement between the patient 

states nonadherence can have two overlapping 
nintentional and intentional. Unintentional 

nonadherence occurs when factors outside of the control of a 
patient prevent adherence; the cost of medications, treatment 
complexity and low health literacy. Intentional nonadherence 

ecides not to follow 
recommendations. Assessing nonadherence starts with an 
understanding of patients’ perspectives of medicines and the 

or are unable, to use them. 

It is estimated that 30% to 50% of medications are not t
recommended4. This indicates that behaviour needs to change 
to see improvements. High rates of nonadherence are 
counterproductive when the National Health Service (NHS) 
aims to make efficiency savings of £22 billion by 2020/21
 

METHODOLOGY 
 

A search of the literature included published guidelines, 
systematic reviews, studies, reports and economic evaluations. 
The following databases were searched, in the period between 
November 2017 and March 2018: 
The BMJ, and NICE Evidence Search.
 

Inclusion Criteria: The study described 
aiming to improve medication adherence; adherence was 
measured within the study or adherence outcomes were 
reported. 
 

Exclusion Criteria: (1) papers were written in a language 
other than English; (2) the research within the studies was still 
ongoing; (3) full published versions of the studies were not 
available. 
 

A total of 63 sources were used (systematic reviews, trials, 
reports, studies) and a further 6 sources provided definitions
Table 1 shows the search terms used.
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It is estimated that 30% to 50% of medications are not taken as 
. This indicates that behaviour needs to change 

to see improvements. High rates of nonadherence are 
counterproductive when the National Health Service (NHS) 
aims to make efficiency savings of £22 billion by 2020/215. 

included published guidelines, 
systematic reviews, studies, reports and economic evaluations. 
The following databases were searched, in the period between 
November 2017 and March 2018: Cochrane Library, PubMed, 

Evidence Search. 

study described an intervention 
aiming to improve medication adherence; adherence was 
measured within the study or adherence outcomes were 

(1) papers were written in a language 
than English; (2) the research within the studies was still 

ongoing; (3) full published versions of the studies were not 

A total of 63 sources were used (systematic reviews, trials, 
reports, studies) and a further 6 sources provided definitions. 
Table 1 shows the search terms used. 
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RESULTS 
 

Unintentional nonadherence 
 

Socioeconomic status 
 

It’s difficult to accurately measure how low socioeconomic 
standing affects compliance with medications. Even the 
definition of socioeconomic deprivation is subject to debate. A 
large study in Sweden looked at this6.It was a cross-sectional 
population-based study of 31, 895 patients aged 21–84 years, 
who had any contact with a physician at a hospital or primary 
care centre. The study found that socioeconomic disadvantage 
was associated with low adherence to medication. This was 
independent of patients having chronic diseases, poor 
education, living alone, risky lifestyle and low approval for 
healthcare providers. Non-adherence was also higher in elderly 
patients, especially elderly women6. 
 

Elderly Patients 
 

Bae7surveyed 201 subjects aged >65 taking antihypertensive 
medications. The subjects were allocated to three groups: (1) 
adherent, (2) unintentional nonadherence and (3) intentional 
nonadherence. The results showed just over 45% of the elderly 
subjects were adherent. However, 48.9% admitted to 
behaviours which fell into the unintentionallynonadherent 
group7.Another study investigated medicines adherence in 
chronic diseases and found elderly people struggle with 
adherence. This was attributed to lack of understanding of drug 
regimens and forgetfulness noting a higher prevalence of 
cognitive problems, multiple pathologies and increased rates of 
polypharmacy8. 
 

Ethnic Minorities 
 

A systematic review looking into adherence influencing 
factors found that belonging to an ethnic minority had a 
consistently negative effect9.  
 

Differences in cultural beliefs, language barriers and lack of 
access to appropriate healthcare were suggested as possible 
reasons. 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Adolescents and Children 
 

A study of adherence rates in children and adolescents with 
Attention Deficit Hyperactivity Disorder (ADHD) found 
nonadherence to medication to be at 19%. The study included 
35 children (aged 6 to 12 years) and 57 adolescents (aged 13 to 
18 years) assessed through a specialist clinic10.Chan et 
al.11looked into medicines adherence in school-aged children 
with asthma and reported that median adherence to asthma 
medications was at 30% (17–48%)for the 101 participants. The 
children had a mean age of 8.9 years. They found that being a 
female or having Asian ethnicity increasedadherence by 12% 
and 19%, respectively. Children who were diagnosed at a 
younger age had adherence increased by nearly 3% for every 
year of age less at diagnosis. However, children in a smaller 
household were found to have decreased adherence to asthma 
medications. Adherence rates in younger people cannot solely 
be based on age; but varies with disease, comorbidities, drug 
regimens, financial situation, social support, side effects to 
medications and parent’s beliefs12. 
 

Health Literacy 
 

Health literacy is defined as “the degree to which individuals 
have the capacity to obtain, process, and understand basic 
health information and services needed to make appropriate 
health decisions13”.Many studies have been conducted to 
determine whether it is a primary cause of nonadherence. 
Geboers et al.14 reviewed17 studies of the impact of health 
literacy as a predictor of medication adherence in adults. There 
was inconsistent evidence concerning causes of low health 
literacy and how it adversely affected adherence to 
medications. The review found vulnerable populations with 
low health literacy may benefit from adherence interventions 
such as improving education and making adherence 
instructions easier to understand15. For example, a patient may 
decide not to take a medication for reasons not connected with 
the patient not knowing how to take it through low health 
literacy. Also, the criteria used to determine health literacy 
vary significantly so comparison is difficult16. 
 

Nevertheless, research suggests patients do require a basic 
level of health literacy. A meta-analysis of 220 articles found 

Table 1 showing the search terms used to generate results on databases 
 

Search terms used 
Results from 

Cochrane Library 
Results from 

PubMed 
Results from The 

BMJ 
Results from NICE 

Evidence Search 
Unintentional + Adherence 1 217 154 327 
Socioeconomic + Adherence 3 3822 481 1 
Elderly + Adherence 3 39866 2800 2076 
Ethnic minority + Adherence 3 556 249 839 
Adolescent + Adherence 33 13898 1810 2518 
Children + Adherence 75 14841 14739 4490 
Health literacy + Adherence 4 832 86 640 
Social support + Adherence 11 6337 15226 4267 
Drug regimen + Adherence 39 7282 1234 2144 
Disease + Adherence 116 32631 24816 8332 
Recalling information + 
Adherence 

3 188 2227 60 

Prescription cost + Adherence 4 1712 1578 1886 
Prescribing + Adherence 44 3581 6745 3779 
Communication + Adherence 18 8509 14409 4740 
Intentional + Adherence 3 263 5675 348 
Beliefs + Adherence 5 10164 4875 1751 
Health + Adherence 170 61950 20996 10921 
Healthcare Costs + Adherence 34 6037 1025 3627 
Causes + Adherence 67 45565 23233 5156 
Behaviour + Adherence 62 43916 3218 4392 
Interventions + Adherence 193 22649 4328 8485 
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that health literacy interventions increased adherence, 
especially among vulnerable patient groups17. 
 

Social Support 
 

A meta-analysis conducted by DiMatteo18 found adherence 
“1.74 times higher in patients from cohesive families and 1.53 
times lower in patients from families in conflict.” Being 
married and not living alone modestly increased adherence. 
Twenty-nine of the studies analysed focused on practical 
support. Adherence rates were 3.6 times higher in patients who 
received practical support. Patients who received no support 
had approximately double the risk of becoming non-adherent. 
Social support it appears has a positive effect on, but it is 
difficult to judge its effectiveness between different diseases. 
 

Patient Drug Regimens 
 

There is growing evidence that the more complex the drug 
regimen, the less likely a patient is to be adherent. A 
systematic review examining the association between dose 
regimen and medication compliance found that the prescribed 
number of doses per day was inversely related to adherence. 
Adherence rates were much higher for once daily-dosing 
compared to multiple daily dosing regimens19. Another 
systematic review of 38 randomised controlled trials looked at 
adherence with antihypertensive medications. Reducing the 
number of daily doses was effective in increasing adherence. 
Simplifying regimens increased adherence in 7 of the 9 
studies, with a relative increase in adherence of 8% to 19.6%20.  
 

Diseases 
 

WHO stated that in general “adherence rates are higher among 
patients with acute conditions compared to patients with 
chronic diseases2.” A study observing adherence to statin 
therapy in elderly patients with and without acute coronary 
syndromes over a two year period, found adherence rates to be 
at 40.1% for patients with acute coronary syndrome and 36.1% 
for patients with chronic coronary artery disease21. Another 
study of 34,501 participants found adherence rates of patients 
receiving long-term HMGCoA reductase therapy to be at 60%, 
43%, 26%, and 32% after 3, 6, 60, and 120 months, 
respectively22.  
 

A cross-sectional study of 633 participants, which measured 
adherence among patients affected by chronic diseases 
(hypertension, diabetes, and chronic obstructive pulmonary 
disease) found that just over 39% of patients reported 
themselves adherent across a period of 4 weeks23. However, a 
study looking into the factors influencing compliance with 
long-term antiepileptic drug regimens found adherence 
relatively high. Out of 696 epileptic patients, 95% were taking 
their antiepileptic drugs (AEDs). Of this 95%, over 70% of 
patients did not miss a dose, 15% of patients missed <1 dose a 
month and 9% missed a >1 dose in a month. Under 5% of 
patients missed a dose at least once a week24. Most of the 
studies reviewed revealed that adherence rates are generally 
lower in patients suffering from chronic conditions21-23. Many 
of the causes for low adherence in chronic conditions relate to 
the specific diseases e.g. side effects, cost , lacking knowledge 
of the treatment, regimen complexity, patient’s beliefs, 
depression, poor communication from treatment provider and 
lack of access to appropriate healthcare2.  
 
 
 

Recalling Information 
 

Linn, examined the relationship between recall of medical 
information and adherence in patients with inflammatory 
bowel disease (IBD)25. The study (n=68) found that only 
52.6% recalled the information they were given immediately 
after a consultation and 53.8% after three weeks. The 
consultations were recorded, and patients surveyed 
immediately after consultation and after three weeks. Jansen 
studied 260 patients with heterogeneous cancers, finding that 
younger and older patients correctly recalled 49.5% and 48.4% 
of the information they were provided, respectively26. Poor 
recall is also correlated with reduced adherence rates in 
Chronic Obstructive Pulmonary Disease27 and Human 
Immunodeficiency Virus infection28. 
 

Prescription Costs 
 

For England, in 2013, over 90% of all prescription items were 
dispensed free of charge. The majority of these (64.2%) were 
age exemptions29. A study exploring the non-dispensing of 
NHS prescriptions in community pharmacies (n=514) found 
cost‐related reasons for not presenting prescriptions for 
dispensing included the availability of cheaper 
over‐the‐counter (OTC) products (78.6%) and incidents of 
customers unwilling or unable to pay the prescription charge 
(20.1%). Consequent upon this, 242 OTC products were sold, 
97.0% of which contained the same active ingredient as the 
prescription item. There were 62 incidents where a prescribed 
item was not dispensed, or substituted, because of cost, and 
more than one‐third would be considered to be clinically 
important30. A report prepared by WHO noted the effect of 
prescription charges differs between groups of patients; it 
noted that the “implementation of full coverage of free 
prescriptions appeared to be associated with a greater increase 
in the use of medicines by those with a lower health status31”.  
 

Healthcare Professionals (communication and prescribing)  
 

Effective communication can produce a positive effect32. In 
1998, the American Academy of Orthopaedic Surgeons 
surveyed 807 patients and 700 orthopaedic surgeons. An 
interesting difference was found in how the surgeons perceived 
their communication with patients compared to how their 
patients perceived them. Three-quarters of the surgeons 
believed they communicated satisfactorily but most patients 
felt communication was not satisfactory. Only 21% of patients 
deemed the communication satisfactory33. Another study 
looked at patient and provider factors in the lack of adherence 
in type 1 and type 2 diabetes. The 367 patients were assessed 
for level of adherence to treatment, depression, attachment and 
disease severity. Adherence to medications and glucose 
monitoring was significantly worse in patients who rated their 
patient-provider communication as poor34.  
 

A questionnaire-based study of the appropriateness of 
prescribing in general practice within England included 24 
general practitioners and 186 patients who completed 
questionnaires before and after consultations35. Phone 
interviews were then conducted one week after their 
consultations. The results from the questionnaires showed that 
31% of prescriptions were either not wanted by the patients, 
were technically inappropriate or the prescriber thought they 
were not strictly indicated. The telephone interviews revealed 
18%of patients were potentially non-adherent (had not started 
taking their medicine, had stopped early, had missed doses, or 
had altered the dosages). Results from a collaborative audit of 
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pharmacy-led medicine reconciliations in 56 NHS trusts across 
England, showed that when admitted most patients have a 
medicine omitted (73%) or a wrong dose recorded (14%). 
Patients on multiplelong-term medications were most likely to 
have errors. These results came from 8621 medicines 
reconciliations covering 49,099 medicatons23.  
 

Intentional nonadherence 
 

Intentional nonadherence is influenced by a patients’ beliefs.  
It includes those who do not take their medicines at all 
(absolute noncompliance) and those who alter the dose or 
frequency of their medicines or only take the treatment as 
perceived necessary (Horne et al. 2005). A meta-analysis of 94 
studies covering 24 long-term conditions involving 25,072 
patients from multiple countries showed the decision to take a 
medicine is decided by individual perceptions of the need for 
the medicine (necessity beliefs) and concerns about potential 
adverse consequences of taking it. Patients believing their 
treatment necessary and those with fewer concerns about their 
treatment had higher adherence. The study concluded that 
accounting for necessity beliefs and concerns enhanced the 
quality of prescribing by helping clinicians to engage patients 
in treatment decisions and support optimal adherence36. 
Poundet al.37, conducted a meta-analysis of 37 qualitative 
studies and found similar results to Horne36. Patients don’t 
adhere to medications correctly because of concerns about the 
medicines themselves (adverse drug reactions, lay evaluation 
of medicines) and those on long-term treatments test their 
requirement through dose alteration or trial cessation. Patients 
appear reluctant to take medicines and prefer to take as few as 
possible. 
 

A United Kingdom study (n=161) found 34% of patients were 
taking their medicine differently to that prescribed, through a 
conscious decision. The two most frequent reasons were; side 
effects and adjustment of the regimen in response to 
symptoms38. Sjölander, Eriksson and Glader39 conducted a 
cross-sectional questionnaire completed by 595 stroke patients 
to find out about patients’ beliefs on stroke and drug treatment 
and their adherence to drug treatment. Of the patients 12.5% 
were classified as non-adherent. A significant number of non-
adherent patients scored lower on positive beliefs about 
medicines and higher on negative beliefs.  
 

Gagnon et al. surveyed 343 participants about whether beliefs 
about their medications had a greater impact on adherence 
compared to other barriers (cost, access, forgetting to get 
refills, transportation, hospitalisation)40. Patients reporting 
more negative beliefs towards their medicines were 49% less 
likely to adhere, whilst barriers to adherence showed no 
significant.  
 

Effect of adherence on health outcomes 
 

Poor adherence is associated with a poor glycaemic control in 
type two diabetics41,42, whilst higher adherence gives better 
glycaemic control43-45. Type 2 diabetics with poor adherence to 
diet and exercise show decreased glycaemic control46. In 
patients who already have glucose intolerance, adherence to a 
low-fat diet improves body weight and glucose tolerance over 
2-3years47.  
 

Low adherence to antihypertensives has been associated with 
poor blood pressure control48. Patients with high adherence 
were around five times more likely to have controlled blood 
pressure when compared to patients with low adherence49. It 

was also associated with significantly higher risk of stroke50. A 
study by Alhalaiqa, et al.investigated adherence therapy (AT) 
compared with treatment as usual (TAU) in reducing blood 
pressure in noncompliant hypertensive patients51. There were 
136 non-adherent participants; 68 patients received TAU and 
68 AT. Systolic blood pressure was reduced in the AT group 
by 23.11 mmHg more than in the TAU group and similarly, 
diastolic blood pressure was by 15.18mmHg more than in the 
TAU group at 11 weeks. Adherence was measured by pill 
counting and was improved by 37% in the AT groupat 11 
weeks. 
 

A randomised controlled trial found adherence to selective 
serotonin reuptake inhibitors or tricyclic antidepressants had a 
positive impact on treatment; irrespective of the antidepressant 
used52. Sirey, Bruce and Kales examined the effectiveness of a 
psychosocial intervention to improve antidepressant adherence 
and depression outcomes53. The group that had the 
psychosocial intervention (Treatment Initiation and 
Participation Program) was significantly more adherent to their 
antidepressant pharmacotherapy and had a significantly greater 
decrease in depressive symptoms compared to controls. Sokol, 
et al. studied the impact medication adherence had on 
hospitalisation risk in137,277 patients (diabetes, hypertension, 
hypercholesterolemia or congestive heart failure) who were 
observed over the course of 23 months54. Across all four 
conditions, patients that maintained high adherence to 
medications (between 80-100%) were significantly less likely 
to be hospitalised. 
 

Adherence and Healthcare Costs 
 

Finding data on the impact adherence has on healthcare costs 
is challenging. Trueman et al. attempted to explore the 
economic impact of poor adherence on NHS finances, 
examining long-term conditions (asthma; type 2 diabetes; high 
cholesterol/coronary heart disease; statins for primary 
prevention and secondary prevention; hypertension; and 
schizophrenia)55. For each condition, they assessed whether 
non-compliance had a material impact on health. The results 
were provided in the form of quality-adjusted life years 
(QALYs- valued at £20, 000). They concluded if all patients 
were fully compliant with medications, savings would be £930 
million per year, for the five conditions: 
 

 “Asthma£130 million 
 Type 2 Diabetes£100 million 
 High cholesterol/ CHD£120 million 
 Hypertension£390 million 
 Schizophrenia£190 million”55 

 

The methods and assumptions used in this study are open to 
question but highlight the scale of the impact of nonadherence 
on healthcare finances.  
 

Strategies to improve adherence 
 

The scale of the problem 
 

Haynes et al. stated current methods for improving adherence 
for chronic health problems are mostly complex and not very 
effective, resulting in suboptimal treatment56. 
 

A Cochrane review by Nieuwlaat et al., looked into effective 
interventions to improve medication adherence57. From >100 
randomised controlled trials (RCTs), the review found only 5 
RCTs reported improvement in both adherence and outcomes. 



International Journal Of Current Medical And Pharmaceutical Research, Vol. 4, Issue, 04, pp.3244-3252, April, 2018 

 

 3248

Between the 5 RCTs, no common intervention characteristics 
were apparent.  
 

Potential solutions 
 

To date, no known interventions lead to major improvements 
in adherence and clinical outcomes. However, some have 
found positive findings. Emerging strategies are signposting 
possible ways forward. 
 

Understanding patient beliefs 
 

Healthcare professionals must understand a patient’s beliefs 
about their medications. Horne et al. reported a “patient's 
decision to take a medicine is often a balance between their 
perceptions of the personal need for the medicine (necessity 
beliefs) and concerns about potential adverse consequences of 
taking it.36” These concerns are deeply rooted in a patient’s 
psyche and relate to concerns about dependency and fears 
about negative effects of long-term medication use. Personal 
beliefs, previously negative experiences with medications, 
listening to the experiences of others and misinformation were 
all factors that were shown to influence these concerns. They 
concluded that such an understanding could help promote 
medications adherence and engage patients in treatment 
decisions.  
 

A conceptual model called the Necessity-Concerns Framework 
(NCF) was created to help healthcare professionals with this 
issue. The NCF postulates that “adherence is influenced by 
implicit judgements of personal need for the treatment 
(necessity beliefs) and concerns about the potential adverse 
consequences of taking it36”. The framework has been shown 
to be a useful tool in assessing what a patient thinks about their 
medications58-60.  
 

Patient Behaviour  
 

Understanding the causes of nonadherence and then having the 
appropriate behavioural tools to implement tailored adherence 
interventions could be one way forward. The Theoretical 
Domains Framework (TDF) was compiled from 33 theories 
and 128 key theoretical constructs related to behavioural 
change. They were synthesised into a single framework to 
allow easier assessment of behavioural problems and helps 
create effective interventions. The aim was to simplify and 
integrate the many behaviour change theories and make the 
them accessible to, and usable by, other disciplines61. The 
Theoretical Domains Framework (TDF) is composed of “14 
theoretical domains: 
 

1. Knowledge 
2. Skills 
3. Social/Professional Role and Identity 
4. Beliefs about Capabilities 
5. Optimism 
6. Beliefs about Consequences 
7. Reinforcement 
8. Intentions 
9. Goals 
10. Memory/Attention/Decision Processes 
11. Environmental Context and Resources 
12. Social Influences 
13. Emotion 
14. Behavioural Regulation”61. 

 

The COM-B model (Capability, Opportunity, Motivation-
Behaviour) requires a person to have the adequate capability, 

opportunity, and motivation for a behaviour (such as adhering 
to medications) to take place. If there are deficits in any one of 
these areas, the behaviour is unlikely to occur62. 
 

TheTDF and COM-B models are closely linked; both allow 
determinants of behaviours (such as medicines-taking), to be 
explored in more depth than the binary model of intentional 
and unintentional non-adherence, allowing the actual cause for 
non-adherence to be determined63. Advantages from using the 
models are that both were created using evidence-based 
behaviour change techniques61,62. This allows for adherence 
barriers to be linked with evidence-based behaviour change 
techniques, which helps patients to overcome their adherence 
barrier(s)63. Both models have been applied to medication 
adherence issues and were effective in identifying adherence 
barriers64-67.  
 

Further research is required to elucidate whether using these 
models can improve adherence rates. It should focus on 
developing specific interventions that address individual 
adherence barriers, based on the domains of the models 
allowing individually tailored strategies to improve medicines 
adherence.  
 

Pharmacist Interventions 
 

A two-year RCT conducted in a hospital, to determine the 
effect of periodic adherence promoting telephone counselling 
by a pharmacist on mortality in patients receiving 
polypharmacy. Participants were deemed be non-adherent to 
their medications but otherwise stable. Of the 442 randomised 
patients, 236 became adherent. When conducting 
telephoneconsultations, pharmacists measured adherence using 
a questionnaire and had access to medicines information.The 
intervention group had fewer non-adherent patients who 
remained non-adherent plus adherent patients that remained 
adherent. This intervention reduced the risk of mortality by 6% 
(from 17% to 11%)68. A limitation of this study is that it’s 
difficult to prove mortality effect with this intervention alone; 
other factors could have contributed to the death of the 
participants.  
 

Elliott et al. studied the New Medicines Service (NMS) in 
England69. The service increased adherence rates by around 
10%, and increased the number of medication issues identified 
and resolved. In the short term, the service saved the NHS 
money on each patient included. Long term, the study 
suggested NMS would deliver improved patient outcomes at 
total reduced cost for the NHS.  
 

DISCUSSION 
 

This review focussed on the behaviour of individuals regarding 
adherence and how nonadherence arises in two categories; 
intentional and unintentional. Both categories demonstrate that 
within category, the level of adherence is still multifactorial. 
Consequently, nonadherence requires responses that are 
tailored to the individual cause. Patient nonadherence is due to 
many complex underlying issues, which can start off under the 
umbrella of unintentional nonadherence but manifest into a 
mixture of unintentional and intentional nonadherence. There 
is a need for further research into the relationship between 
intentional and unintentional nonadherence among different 
patient groups, conditions and types of treatment.  
 

This review looked at the effects of low adherence on health 
outcomes and on healthcare costs. Poor adherence has 
negatively effects health outcomes across differing diseases. 
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More research is required and ideally, be brought together 
address adherence issues across various disease states to be 
highlighted and addressed.  
 

Studies on the effect of low adherence on healthcare costs 
were reviewed. The published figures were approximations; no 
accurate figures were identified. However, the estimates still 
highlighted potentially huge financial burdens that 
nonadherence can have on healthcare costs. The NHS is 
currently required to make efficiency savings of £22 billion by 
2020/215. The estimates suggest potential savings could be 
considerable, but any implementation requires close 
monitoring to generate more accurate data. 
 

Finally, strategies to improve adherence rates were considered. 
Clearly studies show adherence to be an extremely complex 
topic and a ‘one size fits all solution’ approach is 
inappropriate. Understanding beliefs is crucial; healthcare 
professionals must understand how the patient views their 
medications to design tailored interventions. Both the TDF and 
COM-B frameworks have proven effective in identifying the 
root cause(s) of nonadherence. Research must focus on 
developing interventions that address individual barriers, based 
on the domains of these models. 
 

Limitations 
 

Several studies used had a relatively small number of 
participants. Indeed, Britten et al.(2003) and Fine and 
Worling(2001) both acknowledged sample size as a limitation.  
Further and larger studies are required10,35. 
 

A number of studies in this review had been carried out across 
many different countries. This can be both an advantage and 
disadvantage. The limitations are that causes of low adherence 
will differ between countries due to differences in 
demographics, healthcare systems, healthcare budgets etc. 
Reviews which use studies from one country or countries that 
have similar demographics and healthcare systems may be able 
to provide more insightful reasons as to why medicines 
nonadherence occurs.  
 

Any literature not written in English was not included in this 
review due to time and budget constraints.  More information 
would have been available if literature from other languages 
had been translated and analysed. However, by looking at the 
English abstracts for foreign language papers no significant 
issues were found to have been overlooked. 
 

CONCLUSION 
 

This review examined the various causes of medicines 
nonadherence and looked at the consequences poor adherence 
has on health and healthcare costs. Several interventions which 
showed promising results in improving adherence were 
highlighted. To conclude, this review highlights the need for 
further research to be commissioned in the following areas: 
 

 further understanding the relationship between 
intentional and unintentional nonadherence among 
different patient groups, conditions and types of 
treatment. 

 bringing together literature to allow adherence issues 
across various disease states to be highlighted and 
addressed. 

 further understanding patient beliefs about their 
medications. 

 having more accurate data on the financial cost 
medicines nonadherence has on healthcare systems. 

 further developing specific interventions that address 
individual adherence barriers by using behavioural 
change models (TDF and COM-B). 

 further looking into methods to improve integration 
between healthcare professions. 

 

References 
 

1. Nunes V, Neilson J, O’Flynn N, Calvert N, Kuntze S, 
Smithson H, Benson J, Blair J, Bowser A, Clyne W, 
Crome P, Haddad P, Hemingway S, Horne R, Johnson 
S, Kelly S, Packham B, Patel M, Steel J Clinical 
Guidelines and Evidence Review for Medicines 
Adherence: involving patients in decisions about 
prescribed medicines and supporting adherence. 
London: National Collaborating Centre for Primary 
Care and Royal College of General Practitioners. 2009. 
pp364 Available from: 
https://www.nice.org.uk/guidance/cg76/evidence/full-
guideline-pdf-242062957.Date Accessed: 18/04/2018 

2. World Health Organization. Adherence To Long-Term 
Therapies. Geneva, World Health Organisation. 2003. 
pp209. Available from: 
http://apps.who.int/iris/bitstream/10665/42682/1/92415
45992.pdf. Date Accessed 28/04/2018 

3. German PS. Compliance and Chronic Disease. 
Hypertension, 1988;11(3Supp II):(SII)56-(SII)60. 
Available from: 
https://pdfs.semanticscholar.org/94be/b26c0c14e8509b1
bdc40ca61fd7bb94fab86.pdf Date accessed 28/04/2018 

4. Horne R, Weinman J, Barber N, Elliott R, Morgan M. 
2005. Concordance, adherence and compliance in 
medicine taking. NCCSDO, December. Available from: 
http://www.netscc.ac.uk/hsdr/files/project/SDO_FR_08-
1412-076_V01.pdf. Date accessed: 18/04/2018 

5. British Medical Association. NHS funding and 
efficiency savings. London, British Medical Association 
2016. pp.18  Available from: https://www.bma.org.uk/-
/media/files/pdfs/collective%20voice/influence/key%20
negotiations/doctors%20pay/bma-evidence-to-ddrb-
sept2016-annex-nhs-funding-briefing.pdf?la=en.Date 
Accessed:20/04/2018 

6. Wamala S, Merlo J, Bostrom G, Hogstedt C, Agren G. 
2007. Socioeconomic disadvantage and primary non-
adherence with medication in Sweden. Int J Quality 
Health Care, 2007;19(3):134-140. DOI 
10.1093/intqhc/mzm011. 

7. Bae SG, Kam S, Park KS, Kim K, Hong N, Kim K, Lee 
Y, Lee WK, Choe MSP. 2016. Factors related to 
intentional and unintentional medication nonadherence 
in elderly patients with hypertension in rural 
community. Patient Preference and Adherence. 
2016;10:1979-1989. DOI 10.2147/PPA.S114529. 

8. Dunbar-Jacob J, Mortimer-Stephens MK.  Treatment 
adherence in chronic disease. J Clin Epidemiol. 
2001:54(12):57-60. DOI 10.1016/S0895-
4356(01)00457-7. 

9. Mathes T, Jaschinski T, Pieper D. Adherence 
influencing factors - a systematic review of systematic 
reviews. Archives of Public Health = Archives Belges 
De Santé Publique. 2014;72(1):37. DOI 10.1186/2049-
3258-72-37. 



International Journal Of Current Medical And Pharmaceutical Research, Vol. 4, Issue, 04, pp.3244-3252, April, 2018 

 

 3250

10. Fine S, Worling D. Issues in medication adherence for 
children and adolescents with attention-deficit 
hyperactivity disorder. BCMJ. 2001;43(5):277-281. 
Available from: http://www.bcmj.org/article/issues-
medication-adherence-children-and-adolescents-
attention-deficit-hyperactivity-disorde.  Date accessed: 
28/04/2018 

11. Chan, A.H.Y., Stewart, A.W., Foster, J.M., Mitchell, 
E.A., Camargo, C.A. And Harrison, J., 2015. Factors 
associated with medication adherence in school-aged 
children with asthma. ERJ Open Research, 
2016;2:00087.  DOI: 10.1183/23120541.00087-2015 

12. Chappell F. Medication adherence in children remains a 
challenge. Prescriber 2015;26(12):31-34. DOI 
10.1002/psb.1371. 

13. Ratzan SC, Parker RM. Current Bibliographies in 
Medicine: Health Literacy. Bethesda. National Library 
of Medicine, 2000. pp33. Available at: 
https://www.researchgate.net/publication/230877250_N
ational_Library_of_Medicine_Current_Bibliographies_i
n_Medicine_Health_Literacy.Date Accessed 
28/04/2018 

14. Geboers B, Brainard JS, Loke YK, Jansen CJM, Salter 
C, Reijneveld SA, De Winter AF. The association of 
health literacy with adherence in older adults, and its 
role in interventions: a systematic meta-review. BMC 
Public Health. 2015;15(1):903. DOI 10.1186/s12889-
015-2251-y. 

15. Morrissey H, Ball PA.  A study to identify the issues 
and barriers experienced when changes to a patient 
medication regimen are recommended by pharmacists 
in the community setting in Australia.  International 
Journal of Current Research 2018; 10(2):65565-65570.  
Open access available at: 
http://www.journalcra.com/sites/default/files/28727.pdf  
Date Accessed: 18/04/2018. 

16. Morrissey H, Ball PA, Jackson DM, Pilotto LSJ, 
Nielsen S. Viability and sustainability of pharmacist 
input in chronic disease management in rural Australia. 
Journal of Pharmacy Practice and Research 
2015;45(3):262-272. DOI 10.1002/jppr.1089. 

17. Miller TA. Health literacy and adherence to medical 
treatment in chronic and acute illness: A meta-analysis. 
Patient EducCouns. 2016;99(7)1079-1086. DOI 
10.1016/j.pec.2016.01.020. 

18. Dimatteo MR, Social Support and Patient Adherence to 
Medical Treatment. Health Psychol. 2004;23(2):207-
218. DOI 10.1037/0278-6133.23.2.207. 

19. Claxton AJ, Cramer J, Pierce C. A systematic review of 
the associations between dose regimens and medication 
compliance. Clin Ther. 2001;23(8):1296-1310. DOI 
10.1016/S0149-2918(01)80109-0. 

20. Schroeder K, Fahey T, Ebrahim S. How Can We 
Improve Adherence to Blood Pressure–Lowering 
Medication in Ambulatory Care?: Systematic Review of 
Randomized Controlled Trials. Arch Intern Med. 
2004;164(7):722-732. DOI 10.1001/archinte.164.7.722. 

21. Jackevicius CA, Mamdani M, Tu JV. Adherence With 
Statin Therapy in Elderly Patients With and Without 
Acute Coronary Syndromes. JAMA. 2002;288(4):462-
467. DOI 10.1001/jama.288.4.462. 

22. Benner JS, Glynn RJ, Mogun H, Neumann PJ, 
Weinstein MC, Avorn J, 2002. Long-term Persistence in 

Use of Statin Therapy in Elderly Patients. JAMA. 2002; 
288(4)455-461. DOI 10.1001/jama.288.4.455. 

23. NHS East & South East England Specialist Pharmacy 
Services, Results of a Collaborative Audit of Pharmacy-
led Medicines Reconciliation (MR) in 56 trusts across E 
& SE England, NHS London 2010. pp18. Available 
from: https://www.sps.nhs.uk/articles/results-of-a-
collaborative-audit-of-pharmacy-led-medicines-
reconciliation-mr-in-56-trusts-across-e-se-england/  

24. Buck D, Jacoby A, Baker GA, Chadwick DW. Factors 
influencing compliance with antiepileptic drug regimes. 
Seizure. 1997;6(2):87-93. DOI 10.1016/S1059-
1311(97)80060-X. 

25. Linn AJ, van Dijk L, Smit EG, Jansen J, van 
WeertJCM.  May you never forget what is worth 
remembering: the relation between recall of medical 
information and medication adherence in patients with 
inflammatory bowel disease. J Crohns Colitis. 
2013;7(11):543-550. DOI 
10.1016/j.crohns.2013.04.001. 

26. Jansen J, ButowPN, van Weert, JCM, van Dulmen S, 
Devine RJ, Heeren TJ, Bensing JM, Tattersall MHN. 
Does Age Really Matter? Recall of Information 
Presented to Newly Referred Patients With Cancer. J 
Clin Oncol. 2008:26(33)1-8. DOI 
10.1200/JCO.2007.15.2322. 

27. Incalzi RA, Gemma A, Marra C, Capparella O, Fuso L, 
Carbonin P.  Verbal memory impairment in COPD: its 
mechanisms and clinical relevance. Chest. 
1997;112(6):1506. Available from: 
http://journal.chestnet.org/article/S0012-
3692(15)47357-X/pdf Date accessed:18/04/2018  

28. Hinkin CH, Castellon SA, Durvasula RS, Hardy DJ, 
Lam MN, Mason KI, Thrasher D, Goetz MB, Stefaniak 
M. Medication adherence among HIV+ adults: effects 
of cognitive dysfunction and regimen complexity. 
Neurology, 2002;59(12):1944. Available from: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC287167
0/ Date accessed: 18/04/2018 

29. NHS. Prescribing and primary care health and social 
care information centre, 2014. Prescriptions Dispensed 
in the Community England 2003-13, London, NHS, 
2014, pp. 110. Available from: 
https://files.digital.nhs.uk/publicationimport/pub14xxx/
pub14414/pres-disp-com-eng-2003-13-qual.pdf Date 
Accessed:18/04/2015 

30. SchafheutleEI, Hassell K, Seston EM, Noyce PR. 
Non‐dispensing of NHS prescriptions in community 
pharmacies. Int J Pharm Pract. 2002;10(1):11-15. DOI 
10.1111/j.2042-7174.2002.tb00582.x. 

31. Dukes MNG, Rietveld AH, Haaijer-Ruskamp FM, De 
Joncheere K. Introduction: drugs and money. (Drugs 
and Money: Prices, affordability and cost containment). 
Geneva. WHO Regional Publications, European Series, 
2003 pp. 158. Available from: 
http://apps.who.int/medicinedocs/pdf/s4912e/s4912e.pd
f Date Accessed: 28/04/2018 

32. Travaline JM, Ruchinskas R, D'Alonzo, GE. 2005. 
Patient-Physician Communication: Why and How. 
Journal of the American Osteopathic Association, 
2005;105(1):13. Available from: 
http://jaoa.org/article.aspx?articleid=2093086#7295849
2 Date Accessed: 18/04/2018.  



International Journal Of Current Medical And Pharmaceutical Research, Vol. 4, Issue, 04, pp.3244-3252, April, 2018 

 

 3251

33. Tongue JR, Epps HR, Forese LL., 2005. 
Communication skills for patient-centred care: 
Research-based, easily learned techniques for medical 
interviews that benefit orthopaedic surgeons and their 
patients. J Bone Joint Surg. 2005;87(3):652-658. DOI 
10.2106/00004623-200503000-00027. 

34. Ciechanowski PS, KatonWJ, Russo JE, Walker EA, The 
Patient-Provider Relationship: Attachment Theory and 
Adherence to Treatment in Diabetes. Am J Psych. 
2001;158(1):29-35. DOI 10.1176/appi.ajp.158.1.29. 

35. Britten N, Jenkins L, Barber N, Bradley C, Stevenson F. 
. Developing a measure for the appropriateness of 
prescribing in general practice. Quality & Safety in 
Health Care.  2003:12(4):246-250. DOI 
10.1136/qhc.12.4.246. 

36. Horne R, Chapman SCE, Parham R, Freemantle N, 
Forbes A, Forbes V. Understanding Patients’ 
Adherence-Related Beliefs about Medicines Prescribed 
for Long-Term Conditions: A Meta-Analytic Review of 
the Necessity-Concerns Framework. PLoS One. 
2013;8(12):1-24. DOI 10.1371/journal.pone.0080633. 

37. Pound P, Britten N, Morgan M, Yardley L, Pope C, 
Daker-White G, Campbell R. Resisting medicines: a 
synthesis of qualitative studies of medicine taking. Soc 
Sci Med. 2005;61(1):133-155. DOI 
10.1016/j.socscimed.2004.11.063. 

38. Lowe CJ, Raynor DK. Intentional non-adherence in 
elderly patients: fact or fiction?. The Pharmaceutical 
Journal.  2000;265(7114):R19. Available from: 
https://www.pharmaceutical-journal.com/intentional-
non-adherence-in-elderly-patients-fact-or-
fiction/20002873.article.  Date accessed: 18/04/2018 

39. Sjölander M, Eriksson M, Glader E. The association 
between patients' beliefs about medicines and adherence 
to drug treatment after stroke: a cross-sectional 
questionnaire survey. BMJ Open. 2013;3(9):1-9. DOI 
10.1136/bmjopen-2013-003551. 

40. Gagnon MD, Waltermaurer E, Martin A, Friedenson C, 
Gayle E, Hauser DL. Patient Beliefs Have a Greater 
Impact Than Barriers on Medication Adherence in a 
Community Health Center. JABFM 2017:30(3):331-
336. DOI:10.3122/jabfm.2017.03.160129. 

41. Lin L, Heng BH, Chew DEK, Chong P.  Medication 
adherence and glycemic control among newly 
diagnosed diabetes patients. BMJ Open Diabetes 
Research & Care. 2017;5(1):e000429. DOI 
10.1136/bmjdrc-2017-000429. 

42. Feldman BS, Cohen-Stavi CJ, Leibowitz M, Hoshen 
MB, Singer SR, Bitterman H, Lieberman N, Balicer 
RD. Defining the Role of Medication Adherence in 
Poor Glycemic Control among a General Adult 
Population with Diabetes. PLoS One. 
2014;9(9):e108145. DOI 
10.1371/journal.pone.0108145. 

43. Mosen DM, Glauber H, Stoneburner AB, Feldstein AC. 
2017. Assessing the Association Between Medication 
Adherence and Glycemic Control. Am J Pharm 
Benefits. 2017;June:82-88. Available from: 
https://ajpblive.s3.amazonaws.com/_media/_pdf/AJPB_
0506_2017_Mosen%20(final).pdf. Date accessed: 
18/04/2018 

44. McAdam‐Marx C, Bellows BK, Unni S, Mukherjee J, 
Wygant G, Iloeje U, Liberman JN, Ye X, Bloom FJ 
Brixner DI. 2014. Determinants of glycaemic control in 

a practice setting: the role of weight loss and treatment 
adherence (The DELTA Study). Int J Clin Pract. 
2014;68(11):1309-1317. DOI 10.1111/ijcp.12502. 

45. Rhee MK, Slocum W, Ziemer DC, Culler SD, Cook 
CB, El-Kebbi IM, Gallina DL, Barnes C, Phillips LS, 
Patient Adherence Improves Glycemic Control. 
Diabetes Educator, 2005;31(2):240-250. DOI 
10.1177/0145721705274927. 

46. Daud F, Alhariri A, Almaiman A, Saghir SAM. Factors 
associated with adherence to diet and exercise among 
type 2 diabetes patients in Hodeidah City, Yemen. 
Diabetes Management 2017;7(3):265-271. Available 
from: 
http://www.openaccessjournals.com/articles/factors-
associated-with-adherence-to-diet-and-exercise-among-
type-2-diabetes-patients-in-yemen.pdf. Date accessed 
28/04/2018 

47. Swinburn BA, Metcalf PA, Ley SJ. Long-Term (5-
Year) Effects of a Reduced-Fat Diet Intervention in 
Individuals With Glucose Intolerance. Diabetes Care. 
2001;24(4):619-624. DOI 10.2337/diacare.24.4.619. 

48. Matsumura K, Arima H, Tominaga M, Ohtsubo T, 
Sasaguri T, Fujii K, Fukuhara M, Uezono K, Morinaga 
Y, Ohta Y, Otonari T, Kawasaki J, Kato I, Tsuchihashi 
T. Impact of antihypertensive medication adherence on 
blood pressure control in hypertension: the COMFORT 
study. QJM: Monthly Journal of the Association of 
Physicians, 2013:106(10)909-914. DOI 
10.1093/qjmed/hct121. 

49. Khayyat SM, Khayyat SMS, AlhazmiRSH, Mohamed 
MMA, Hadi MA. 2017. Predictors of Medication 
Adherence and Blood Pressure Control among Saudi 
Hypertensive Patients Attending Primary Care Clinics: 
A Cross-Sectional Study. PLoS One. 2017;12(1):1-12. 
DOI 10.1371/journal.pone.0171255. 

50. Lee HJ, Jang S, Park E. Effect of adherence to 
antihypertensive medication on stroke incidence in 
patients with hypertension: a population-based 
retrospective cohort study. BMJ Open. 2017;7(6):1-9. 
DOI 10.1136/bmjopen-2016-014486. 

51. Alhalaiqa F, Deane KHO, Nawafleh AH, Clark A, Gray 
R. Adherence therapy for medication non-compliant 
patients with hypertension: a randomised controlled 
trial. J Hum Hypertens 2012;12(2):117-126 DOI 
10.1038/jhh.2010.133. 

52. Thompson C, Peveler RC, Stephenson D, McKendrick 
J. 2000. Compliance With Antidepressant Medication in 
the Treatment of Major Depressive Disorder in Primary 
Care: A Randomized Comparison of Fluoxetine and a 
Tricyclic Antidepressant. Am J Psychiatry, 
2000;157(3):338-343. DOI 10.1176/appi.ajp.157.3.338. 

53. Sirey JA, Bruce ML, Kales HC. Improving 
Antidepressant Adherence and Depression Outcomes in 
Primary Care: The Treatment Initiation and 
Participation (TIP) Program. Am J Geriatr Psych. 
2010;18(6):554-562. DOI 
10.1097/JGP.0b013e3181cdeb7d. 

54. Sokol MC, McGuigan KA, Verbrugge RR, Epstein RS. 
Impact of Medication Adherence on Hospitalization 
Risk and Healthcare Cost. Med Care. 2005;43(6):521-
530. DOI 10.1097/01.mlr.0000163641.86870.af. 

55. Trueman P, Lowson K, Blighe A, Meszaros A, Wright 
D, Glanville J, Taylor D, Newbould J, Bury M, Barber 
N, Jani Y. Evaluation of the scale, causes and costs of 



International Journal Of Current Medical And Pharmaceutical Research, Vol. 4, Issue, 04, pp.3244-3252, April, 2018 

 

 3252

waste medicines. London. The School of Pharmacy 
University of London. 2010. pp. 1-105. Available from: 
http://discovery.ucl.ac.uk/1350234/1/Evaluation_of_NH
S_Medicines_Waste__web_publication_version.pdf. 
Date Accessed: 28/04/2018 

56. Haynes RB, Ackloo E, Sahota N, McDonald H, Yao X. 
Interventions for enhancing medication adherence. The 
Cochrane Collaboration, 2008;April:1-161. Available 
from: http://cochranelibrary-
wiley.com/doi/10.1002/14651858.CD000011.pub3/epdf
. Date accessed: 18/04/2018. 

57. Nieuwlaat R, Wilczynski N, Navarro T, Hobson N, 
Jeffery R, Keepanasseril A, Agoritsas T, Mistry N, Iorio 
A, Jack S, Sivaramalingam B, Iserman E, Mustafa RA, 
Jedraszewski D, Cotoi C, Haynes RB. Interventions for 
enhancing medication adherence. The Cochrane 
Database of Systematic Reviews. 2014;no. 11. 
Available from: http://cochranelibrary-
wiley.com/doi/10.1002/14651858.CD000011.pub4/full#
CD000011-sec1-0004 Date Accessed: 18/04/2018. 

58. Liu H, Teng S, Lin X, Shang Y, Wang L, Zhang J, Zang 
Y. The application of the necessity-concerns framework 
in investigating adherence and beliefs about 
immunosuppressive medication among Chinese liver 
transplant recipients. Chinese Nursing Research. 
2017;4(1):14-17. DOI 10.1016/j.cnre.2017.03.005. 

59. Tibaldi G, Clatworthy J, Torchio E, Argentero P, 
Munizza C, Horne R. The utility of the Necessity-
Concerns Framework in explaining treatment non-
adherence in four chronic illness groups in Italy. 
Chronic Illness, 2009;5(2):129-133. DOI 
10.1177/1742395309102888. 

60. Clatworthy J, Bowskill R, Parham R, Rank T, Scott J, 
Horne R. Understanding medication non-adherence in 
bipolar disorders using a Necessity-Concerns 
Framework. J Affect Disorders. 2008;116(1):51-55. 
DOI 10.1016/j.jad.2008.11.004. 

61. Cane J, O'Connor D, Michie S. Validation of the 
theoretical domains framework for use in behaviour 
change and implementation research. Implementation 
Science. 2012;7(1):1-17. DOI 10.1186/1748-5908-7-37. 

62. Michie S, van Stralen MM, West R. The behaviour 
change wheel: A new method for characterising and 
designing behaviour change interventions. Implement 
Sci. 2011;6(1):2. DOI 10.1186/1748-5908-6-42. 

63. Brown TJ, Twigg M, Taylor N, Easthall C, Hartt J, 
Budd T, Li Z, Dima A, Bhattacharya D. 2017. Final 
Report for the IMAB-Q Study: Validation and 
Feasibility Testing of a Novel Questionnaire to Identify 
Barriers to Medication Adherence. Norwich. The 
University of East Anglia, 2017 pp. 54. Available from: 
http://pharmacyresearchuk.org/wp-
content/uploads/2017/01/IMAB-Q-validation-and-
feasibility-testing-full-report.pdf. Date Accessed 
28/04/2018 

64. Easthall C, Barnett N. Using Theory to Explore the 
Determinants of Medication Adherence; Moving Away 
from a One-Size-Fits-All Approach. Pharmacy, 
2017;5(3):1-9. DOI 10.3390/pharmacy5030050. 

 
 
 
 

65. Voshaar M, Vriezekolk J, Dulmen SV, van den Bemt 
BJ, LaarMVD. 2016. Barriers and facilitators to 
disease-modifying antirheumatic drug use in patients 
with inflammatory rheumatic diseases: a qualitative 
theory-based study. BMC Musculoskeletal Disorders. 
2016; 17(1):442. DOI 10.1186/s12891-016-1289-z. 

66. McCullough AR, Ryan C, O'Neill B, Bradley JM, 
Elborn JS, Hughes CM. 2015. Defining the content and 
delivery of an intervention to Change Adherence to 
treatment in bronchiectasis (CAN-BE): a qualitative 
approach incorporating the Theoretical Domains 
Framework, behavioural change techniques and 
stakeholder expert panels. BMC Health Services 
Research, 2015; 15(1):342. DOI 10.1186/s12913-015-
1004-z. 

67. Crayton E, Fahey M, Ashworth M, Besser S, Weinman 
J, Wright A.  Psychological Determinants of Medication 
Adherence in Stroke Survivors: a Systematic Review of 
Observational Studies. Ann Behav Med. 2017; 
51(6):833-845. DOI 10.1007/s12160-017-9906-0. 

68. 67Presseau J, Schwalm JD, Grimshaw JM, Witteman 
HO, Natarajan MK, Linklater S, Sullivan K, Ivers NM. 
Identifying determinants of medication adherence 
following myocardial infarction using the Theoretical 
Domains Framework and the Health Action Process 
Approach. Psychol Health. 2017;32(10):1176-19. DOI 
10.1080/08870446.2016.1260724.68Wu JYF, Leung 
WYS, Chang S, Lee B, Zee B, Tong PCY, Chan JCN. 
Effectiveness of telephone counselling by a pharmacist 
in reducing mortality in patients receiving 
polypharmacy: randomised controlled trial. BMJ, 
2006;333(7567):522-525. DOI 
10.1136/bmj.38905.447118.2F. 

69. Elliott RA, Boyd MJ, Waring J, Barber N, Mehta R, 
Chuter A, Avery AJ, Tanajewski L, Davies J, Salema N, 
Latif A, Gkountouras G, Craig C, Watmough D. 
Understanding and Appraising the New Medicines 
Service in the NHS in England. A randomised 
controlled trial and economic evaluation with 
qualitative appraisal comparing the effectiveness and 
cost effectiveness of the New Medicines Service in 
community pharmacies in England. Nottingham, 
Department of Health Policy Research Programme 
Project and University of Nottingham, 2011 pp. 
120.Available from: 
https://www.researchgate.net/profile/Rachel_Elliott/pub
lication/267333959_Understanding_and_Appraising_th
e_New_Medicines_Service_in_the_NHS_in_England_
A_randomised_controlled_trial_and_economic_evaluati
on_with_qualitative_appraisal_comparing_the_effective
ness_and_cost_effec/links/544c60cf0cf24b5d6c40954a/
Understanding-and-Appraising-the-New-Medicines-
Service-in-the-NHS-in-England-A-randomised-
controlled-trial-and-economic-evaluation-with-
qualitative-appraisal-comparing-the-effectiveness-and-
cost-effec.pdf  Date accessed 28/04/2018  

 
 

 

How to cite this article:  
 

Jagjit Singh Samra et al (2018) 'What Can Be Done To Improve Medicines Adherence?', International Journal of Current 
Medical And Pharmaceutical Research, 04(4), pp. 3244-3252.  
 


