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1. Definitions:
Non Compliance & Adherence

m Controversy & disagreement over use of terms.
m Are the terms “interchangeable” ?

NON COMPLIANCE — implies:
Deviant behaviour

Patient to blame

Lack of willingness for “doctors orders”
Doctor has power for decision making
Responsibility rests with patient
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m Patient placed in subservient role
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Non Compliance & Adherence
(Continued)

ADHERENCE — implies:
m Active involvement of patient & doctor
m Responsibility EQUAL patient & doctor

m Collaborative partnership
m Decisions NEGOTIATED v DICTATED



3. Types of Non Compliance

_|_
Non compliance has historically been

Categorised as:
A. ERRATIC
B. UNWITTING

c. INTENTIONAL



A. Erratic Non Compliance
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“*Most common”

m Requirement of treatment is understood &
agreed by the patient, yet not followed.

m Reasons offered:

VVVVVYV

Too busy

Too Complex
Forgetfulness

Schedule changes
Psychological distress
Running out of medication
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B. Unwitting Non Compliance

m Doctor/Nurse & Patient believe patient is
complying appropriately
m Commonly resulting from:
»  Poor understanding of regime
» Incorrect admin technique
» Language barriers
»  Cognitive impairment



C. Intentional Non Compliance
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m Clear decision made to Alter/Cease treatment
due to:-

>
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Feeling better

Believe medicine not required

Believe regime ineffective

Regime too complex

Fear of addiction, side effects, toxicity
Medication too expensive $$$$$$$$




Types of Non Compliance
** Key Messages **

m Nurses need to be able to identify
which category type a patient may fit
into, so underlying REASONS for non
compliance can be ADDRESSED
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2. Adherence Models

A.
B.
C.

Models underpin strategy management
The 3 models identified are:

TRANSTHEORETICAL
HEALTH BELIEF
THEORY OF PLANNED BEHAVIOUR



A. Transtheoretical Model
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This Model focuses on the adoption &

maintenance of health behaviours

m 2 major dimensions of the Model are

> Stages of Change
> Processes of Change



Transtheoretical Model

(Continued)
Stages Of Change Processes of Change
o  Pre-contemplation Consciousness raising
o Contemplation Dramatic relief
o  Preparation Self re-evaluation
o Action Environmental re-evaluation
o Maintenance Self liberation

Social liberation
Counter conditioning
Stimulus control
Contingency Planning
Helping relationships
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B. Health Belief Model

This model focuses on threat perception &
behaviour evaluation.

> Threat perception = susceptibility &
severity of illness

> Behaviour evaluation = beliefs about the

benefits of health behaviour including costs
& barriers



Health Belief Model

(Continued)

It Also:
m Relates to health motivation
m Outlines consequences

m Emphasises susceptibility to illness
through interventions promoting CHANGE
e.d. skin cancer & melanoma awareness

Cues that motivate health behaviour are:
m social pressure

m education/media campaigns

m perception of symptoms



B. Indirect Measurement
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m Clinician Judgement - impression/observation

m Self Report - interviews, diaries, questionnaires

m Medication measurement - counting pills /
dosage units used each visit

= Pharmacy Database — Amount of meds
dispensed

m Microelectronic Measurement - MEMS
“bottle cap” applied to packaging records
time/date each use



Adherence Models
** Key Messages **

m Nurses should understand adherence
models to aid development of strategies

m Behavioural change is a process, not a
one off event & “takes time” to achieve

m Attitudes & health beliefs can be
influenced by medical staff
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4. Measuring Adherence
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Methods of measuring adherence

Are divided into 2 groups:
A. DIRECT

B. INDIRECT



A. Direct Measurement

m Biochemical - confirms drug ingestion
levels

= Direct Observation - Monitoring /
observation of drug ingestion



B. Indirect Measurement

_|_
m Clinician Judgement - impression/observation

m Self Report - interviews, diaries, questionnaires

m Medication measurement - counting pills /
dosage units used each visit

= Pharmacy Database — Amount of meds
dispensed

m Microelectronic Measurement - MEMS
“bottle cap” applied to packaging records
time/date each use



Adherence Measurement

| ** Key Messages **

m Measuring adherence is a tool to help aid the
Nurse/Doctor in assessing a patients level of
adherence

m There are some SHORTCOMINGS associated
with Direct & Indirect measures

m It is ESSENTIAL to have an honest & flexible
working relationship with our patients



5. Factors Affecting

Adherence
_|_

Factors affecting adherence can be
identified under 3 categories:

A. External
B. Physical

c. Psychological



A. External Factors
(Affecting Adherence)

m Mistrust of medical staff

m Treatment complexity set by doctor

m Cost/socioeconomics

m Misinformation

m Lack of transport

m Social isolation

m Type of treatment can burden disease

e.g. Topicals are laborious, messy, malodorous,
can sting / burn, stain clothing & cause irritant
reactions



Physical Factors
(Affecting Adherence)

m Preghancy
m Physical disability

m Obesity
m Side effec

s of medication




C. Psychological Factors
(Affecting Adherence)

m Cognitive impairment

Depression/Anxiety disorders
Unrealistic expectations
Denial

Rebellion

Poor motivation

Desire to maintain “sick role”

Doubt “sceptical” about effectiveness of
regime



Factors Affecting Adherence

** Key messages **
_|_

m Recognition of barriers to adherence
increases nurses/doctors awareness

m Enables development of problem solving
strategies that can be planned in
collaboration with the patient

m Identifies EXACTLY what is preventing
Improvement



6. Strategies to Improve
Adherence

A. EDUCATIONAL
B. COMMUNICATION

c. BEHAVIOURAL
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A. Educational Strategies
(to Improve Adherence)

s KNOWLEDGE = EMPOWERMENT

m Patients WANT clear
information/explanation

m Chronic illness education is ONGOING
m Use verbal & written tools™****

m Offer patient support group networks
m Education aids motivation
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B. Communication Strategies
(to Improve Adherence)

m Poor communication=malpractice suits

m Provide information in an interactive
manner — "BUILD RAPPORT"”

m Speak slowly
= No medical jargon

m Non verbal important-smile/eye
contact

m REPEAT important information



Communication Strategies

(to Improve Adherence)
_|_
Continued ...

m CLARIFY Patient’s understanding by
asking them to repeat back key
discussion points

m Use interpreter service PRN
m Encourage questions

m LISTEN

m Demonstrate



C. Behavioural Strategies
(to Improve Adherence)

m Written Plan

m Contracting

m Cueing/reminders

m Positive re-enforcement
m Self monitoring-diaries

m Therapy tailoring-explore patient beliefs,
simplify regime, alter drug type/route

m Adherence measures?



Behavioural Strategies
(to Improve Adherence)

Continued ...
m Appointment reminder: phone call

m Counselling/social work intervention to
increase coping skills

m Realistic Attitude...chronic disease will
fluctuate “LEARN to take the good
with the bad”.

m Connection to support network



Strategies to Improve

Adherence
** Key messages **

m Education, communication & behavioural
strategies are highly effective tools to
promote adherence.

m Health Professionals need to be trained &
skilled in Adherence strategies

m PATIENT SATISFACTION=ADHERENCE



THE END!

“In the middle of
difficulty lies
opportunity”

(Albert Einstein)
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