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The treatment of acute and chronic ill-
nesses frequently involves the use of

one or more drugs. While we have a wide
range of potent, effective drugs available,
we rarely achieve the outcomes we expect
because patients do not always use med-
icines in the way we intend. Everyone
involved in healthcare must face the fact
that poor adherence is widespread, not
the exception. 

People use different terms to describe
the problem of people not taking their
medicines as prescribed: we talk about
compliance, adherence and concordance,

and sometimes use them interchangeably,
but they do not mean the same thing. Here
I will use the term adherence, which
emphasises the need for agreement
between the patient and prescriber, and
that the patient is free to decide whether
to adhere to the prescriber’s recommen-
dations and that failure to do so is not a
reason to blame the patient.1

Poor adherence is not a new phenom-
enon and has been a fact of medicine
since its earliest days. Indeed, it was
observed by Hippocrates over two thou-
sand years ago: ‘Keep a watch . . . on the
faults of the patients, which often make
them lie about the taking of things pre-
scribed.’2

Unfortunately, we have done little in
the intervening couple of millennia to
improve the situation. The WHO and NICE
have both noted that up to 50 per cent of
patients with long-term conditions do not
take their medicines as prescribed.3,4

It is imperative that everyone involved
in the prescribing and supply of medicines
should take action to support patients to
achieve optimal outcomes from their med-
icines. As has been said by the authors of
the recent Cochrane review on adherence5

and others, improving adherence may
have a far greater impact on the health of
the population than any improvement in
specific medical treatments.

The DH-commissioned report into
waste medicines6 estimated that improv-
ing adherence to medication for asthma,
type 2 diabetes, statins for primary and
secondary prevention of cardiovascular
disease, hypertension and schizophrenia
would lead to annual savings of approxi-
mately £500 million in the NHS in England
as a result of improved outcomes.

What can commissioners do to
support patients?
Since the causes of poor adherence are
multifactorial, a range of solutions are
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required to support patients to help them
achieve optimal outcomes from their use
of medicines.

We should recognise that some of the
approaches we have used in the past have
failed to address the issue of poor adher-
ence. For example, since the 1970s health
authorities have regularly run DUMP
(Disposal of Unwanted Medicines and
Pills) campaigns: healthcare professionals,
local politicians, patients and the public
would get agitated about the amount of
waste medicines returned to pharmacies
each year and mutter that something must
be done, yet each year another DUMP
campaign would be run, more medicines
returned and more hand-wringing would
follow. These campaigns did nothing to
change people’s behaviour. 

Waste campaigns failed to work in the
past, so there is no reason to believe that
they will work in the future, although if we
understood the causes of medication
wastage and designed effective interven-
tions, then future campaigns might be
more effective. Indeed, if we designed
and implemented effective interventions,
then future waste campaigns should be
unnecessary.

The DH waste medicines report esti-
mated that the NHS in England wastes
approximately £300 million in prescription
medicines per year, of which about 50 per
cent could be cost-effectively prevented.
The report also investigated opportunity
costs of poor adherence and stated that:
‘significantly greater returns could be gen-
erated by better medicines use, as
opposed to waste reduction per se. 

Improving adherence in medicine tak-
ing can improve health outcomes. The esti-
mated opportunity cost of the health gains
foregone because of incorrect or inade-
quate medicines taking in just five thera-
peutic contexts is in excess of £500 million
per annum, albeit that realising such gains
would – to the extent that effective inter-
ventions exist – involve additional costs.’6

In response to the waste medicines
report, the DH set up a steering group to
develop an action plan to improve the use
of medicines in the NHS in England. The
steering group’s report and action plan
were published in October 2012.7 Clinical
commissioning groups (CCGs) and com-
missioning support units (CSUs), social

care commissioners and relevant policy
makers and commissioners in NHS
England should read the action plan and
consider how they can implement the
range of approaches recommended to
support medicines optimisation.

A more integrated, system-wide
approach should be taken to prescribing,
dispensing and supporting patients with
their medicines taking. Many of the build-
ing blocks are already available, but require
systematic implementation by both com-
missioners and healthcare professionals.

Improving prescribing
We need to take a different approach to
prescribing. An increasing number of pre-
scribers now involve patients in decisions
about medicines, including exploring
patients’ understanding about their con-
ditions and their beliefs about medicines.
While this takes more time initially, the
investment in time should lead to
improved adherence and hence improved
outcomes.

Where appropriate, we should con-
sider the use of 28-day repeat prescribing
policies: there is evidence that 28-day pre-
scribing, with flexibility for shorter or longer
prescribing periods where it benefits
patients, can reduce wastage.6

While prescribing policies should focus
on the cost-effective use of medicines,
they should not necessarily always recom-
mend the least expensive drugs. For exam-
ple, a cheap medicine that requires
several doses per day may be less cost-
effective in the long run compared with a
more expensive medicine with a simpler
regimen. Studies have shown that adher-
ence is generally better for medicines with
once- or twice-daily regimens. 

Advice to prescribers to prescribe
higher-strength tablets and to ask the
patient to break the tablet in half to save
money is frequently counterproductive: we
should use unit doses where possible.

Formulation can contribute to poor
adherence: we need to identify the formu-
lation that is most suitable for the patient.
In recent years there has been a major
focus on reducing the use of unlicensed
‘specials’. It is sensible to review the use
of specials, since they are generally signif-
icantly more expensive than licensed alter-
natives. 

In many cases, liquid specials are pre-
scribed for patients who have difficulty
swallowing solid dose forms, so it is impor-
tant to consider whether there is an alter-
native drug from the same class that
comes in a liquid or soluble formulation. 

However, prescribing policies need to
be flexible to allow for the use of specials
if these benefit the patient and there is no
suitable alternative.

Community pharmacy services
We have not optimised the use of the
repeat dispensing service, which is one of
the essential services in the community
pharmacy contractual framework. Some
areas have successfully implemented this,
but others have a long way to go. If phar-
macists checked whether patients needed
each medicine for every repeat, then they
could identify problems with adherence. 

Gains could also be made through
more widespread adoption of the
advanced services within the community
pharmacy contractual framework in
England. Medicines use reviews (MURs)
and the new medicines service (NMS) aim
to support patients with their medicines. 

An MUR involves the pharmacist hav-
ing a discussion with the patient about
how they use their medicines. While there
were some early teething problems with
this service, these have been overcome
and the introduction of targeted MURs (for
patients taking high-risk medicines, those
recently discharged from hospital who had
changes made to their medicines, and
those with respiratory disease) has led to
improved outcomes, particularly for
patients with respiratory disease.8

The NMS involves the pharmacist pro-
viding structured support and healthy liv-
ing advice to patients newly prescribed a
range of medicines. The interim evaluation
of the NMS has demonstrated that the
service has helped to improve adherence
in some cases:9 we will need to wait for the
final evaluation before we can judge
whether the NMS is effective.

We should see repeat dispensing,
MURs and the NMS as a continuum of
support to help patients get the best from
their medicines.

Commissioners should audit the sup-
ply and use of so-called compliance aids,
such as monitored dosage systems (MDS),
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particularly for patients living in care
homes. There is little evidence that compli-
ance aids improve adherence and there
are additional costs and risks involved in
their use. 

Many medicines cannot, or should not,
be dispensed in compliance aids, so
patients often receive their medicines
from both compliance aids and regular
medicines packaging. In most cases,
repacking medicines in a compliance aid
renders such use unlicensed. 

Use of compliance aids should only be
considered following a careful assessment
of an individual patient’s needs, and
should be part of a properly commissioned
service. The Royal Pharmaceutical Society
has produced a resource to improve use
of compliance aids.10

Working with secondary/tertiary care
CCGs should work with local hospitals to
develop and maintain joint formularies and
prescribing guidelines. If all prescribers use
the same formulary and guidelines, then
there will be consistency in choice of med-
icines across the interface.

We should improve transfer of informa-
tion as patients move between interfaces.
CCGs should work with hospitals to sup-
port medicines reconciliation on admis-
sion. The Royal Pharmaceutical Society
has produced good practice guidance on
supporting patients when they transfer
between care providers.11

Community pharmacists could be
commissioned to undertake pre-admis-
sion MURs to ensure that an accurate list
of the medicines that the patient is actu-
ally taking is provided on admission. We
should also make more use of the postdis-
charge targeted MUR service.

Conclusion
We must recognise that poor adherence
is normal behaviour. Consequently, we
need to take a different approach to pre-
scribing, involving patients in decisions
about medicines and supporting patients
to help them achieve the best outcomes
from their use of medicines. We need to
think in a different way and take different
approaches to helping patients achieve
the best possible outcomes from the med-
icines we prescribe.

In the NHS in England, this may be
achieved through the introduction of med-
icines optimisation, which focuses on
ensuring the use of the right medicine, for
the right patient and at the right dose, and
helping patients to use their medicines in
the right way to achieve the intended out-
comes from therapy. 
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